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“Since the inception of Nevada’s Medicaid Managed Care 
Program in 1997, Health Plan of Nevada has continuously 
demonstrated our commitment to Nevada’s most vulnerable 
citizens, offering broad access to excellent health care 
services. We are exceptionally proud to bring innovative 
solutions to the State. As we have in the past, we will continue 
to collaborate with the DHCFP to provide a proven managed 
care delivery system to our members. We are Nevadans, 
taking care of Nevadans.”    


Donald Giancursio, President, 
Health Plan of Nevada 


 
 
 
November 15, 2012 
 
 
 
Ms. Gail Burchett, Purchasing Officer II 
State of Nevada, Purchasing Division 
515 E. Musser Street, Suite 300 
Carson City, NV 89701 
 
RE: RFP 1988 TRANSMITTAL LETTER AND EXECUTIVE SUMMARY 
 
Dear Ms. Burchett: 
 
As the only health plan that has partnered with the DHCFP since the inception of the State’s 
Medicaid Managed Care program 15 years ago, Health Plan of Nevada, Inc. (HPN) is pleased 
to again submit our response to the Division of Health Care Financing and Policy’s (DHCFP) 
RFP 1988 for the State of Nevada’s Medicaid and Children's Health Insurance Program 
(CHIP)/Nevada Check Up Managed Care contract. In this comprehensive document, we are 
proud to detail the exceptional work and results we have accomplished in partnership with the 
DHCFP and our provider community, and to describe the services, expertise, quality and cost-
effectiveness that no other vendor 
can provide to Nevada’s Medicaid 
and Nevada Check Up members.  
 
HPN’s mission statement is to “help 
people live healthier lives,” and that 
is precisely what we have consistently 
done for our State’s most vulnerable 
residents since we were first awarded 
the contract in 1997. We are 
Nevada’s most experienced, 
diversified and largest health insurer and we remain committed to providing our more than 
104,000 Medicaid recipients the same quality health care available to individuals who are 
privately insured or have Medicare coverage. 
 
Although there are many important reasons for DHCFP to continue to depend on HPN to 
provide health care to Nevada’s Medicaid and Nevada Check Up members – which we will 
discuss in this RFP response – we believe four core factors top the list: 
 
 Seamless, continuing care. HPN has 15 years of exceptional performance and results with 


DHCFP and our partner providers. We already are fully compliant, successful and cost-
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effective as the Division’s Medicaid managed care contractor (MCO). Renewing the 
DHCFP relationship with HPN means zero-risk implementation for the State and its 
Medicaid and Nevada Check Up members because no implementation plan or transitions of 
patient care are required for more than 104,000 members.  


 HPN is the market choice. Whenever Medicaid and Nevada Check Up members have a 
choice, they choose HPN. Our overall voluntary disenrollment rate of 3% of auto enrollees 
is among the lowest in the nation for Medicaid plans.  


 Unparalleled provider network. HPN has the largest and longest-standing provider network 
in the State, with about 4,000 Nevada providers already under contract for Medicaid and 
Nevada Check Up members. As part of our network, HPN has exclusive Medicaid access to 
Southwest Medical Associates (SMA), the largest multispecialty group practice (including 
primary and specialty care) in the State. SMA also provides one of the State’s largest and 
most innovative obstetrics practice, a critical consideration for these populations. Our 
members also have a broad choice of providers in addition to SMA. Because of the breadth 
and depth of our network, rarely have members found it necessary to go out of state to 
receive medical services for specialized care not available in Nevada.  


 HPN-initiated affordability initiatives continue to save the State millions of dollars every year. 
The HPN-DHCFP contract ties HPN’s capitation payments to our costs, which further 
incentivizes us to identify and implement affordability initiatives that save DHCFP 
significant dollars. The largest single savings comes from our ability to leverage our scale 
and existing commercial contracts, which generated over $4 million in 2010 in provider 
contract savings. We also have generated multi-million dollar savings from initiatives 
developed for dental, behavioral health and our neonatal intensive care unit – all while 
maintaining excellent quality of care. 


 
Other critically important considerations explored in this RFP response include the 
incomparable information technology (IT) backbone that enables us to efficiently integrate all 
information required to provide the most-effective health plan for our Medicaid/Nevada Check 
Up members; and the operational excellence we achieve, ranging from remarkably low 
grievance and appeal rates to consistently high audit scores. These metrics include findings by 
the DHCFP’s own audit process, internal company reports, and benchmarks conducted by 
third-party vendors. (Much of the independently generated data cited in this RFP response is 
from the Healthcare Effectiveness Data and Information Set (HEDIS) measures widely used in 
the managed care industry that allow comparison of various health plans’ performance and the 
ability to track national or regional year-to-year benchmarks.) 
 
This document describes a proven, integrated health care infrastructure that has been refined, 
and in several cases, expanded, for Nevada Medicaid and Nevada Check Up members since we 
began our collaboration with DHCFP. This infrastructure and the dedicated professionals 
behind it are available to the State of Nevada only through the extension of this partnership 
with HPN.  
 
A 15-YEAR HISTORY 
 
The intimate understanding HPN has of the DCHFP and the State’s Medicaid and Nevada 
Check Up program comes only from a long and collaborative partnership. When the Medicaid 
managed care program was established in 1997, HPN was one of the first health plans to 
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contract with the State to offer Medicaid members access to mainstream medical providers who 
previously did not accept Medicaid. During the program’s early years, membership was 
minimal and the financial outlook was uncertain. HPN continued our partnership with DHCFP 
because we were confident we could work with the division to achieve a new watermark in 
providing quality, cost-effective care for the State’s high-need populations. It has not always 
been easy, but HPN is proud of our achievements and our long legacy in partnering with the 
State on this critically important mission. 
 
HPN’s SMA Addresses State’s Medical Malpractice Insurance Crisis  
Proof of our commitment to DHCFP and the State of Nevada extends to the early years of our 
relationship. As we began the new millennium, a medical malpractice insurance crisis 
prompted the American College of Obstetricians and Gynecologists to name Nevada one of 
nine “hot states” where skyrocketing liability-insurance premiums threatened the availability 
of doctors to deliver babies. Premiums climbed so steeply that many Las Vegas-area 
obstetricians closed their practices to newly pregnant women rather than pay the premiums. 
Refusing to follow suit, HPN’s affiliate company SMA – which is exclusively contracted for 
Medicaid members through HPN – continued to accept new patients and subsequently 
increased the number of infants it delivered by 30%. SMA also recruited out-of-state 
obstetricians to help alleviate the crisis.  
 
This level of commitment to quality prenatal care continues to be a hallmark of HPN’s 
relationship with DHCFP. Many obstetricians are reluctant to accept patients in their third 
trimester of pregnancy because of liability concerns. SMA, however, never refuses access to an 
HPN member, regardless of how advanced her pregnancy when she joins the program. This is 
an important distinction when serving this population because the vast majority of pregnant 
Medicaid members are in their second and third trimesters when they enroll. 
 
Today, SMA is one of Nevada’s largest obstetrical practices. It has 23 obstetrical providers 
working in five conveniently located Las Vegas clinics. In addition to SMA, HPN contracts with 
numerous other obstetrical providers for our Medicaid population. Our network includes a 
total of 136 physician obstetricians in Clark County, and another 33 in Washoe County. We 
also offer an obstetrics network of physician extenders to provide even more choice for our 
members. This is another important competitive differentiator for HPN because of the 
importance obstetrical care is to the State’s Medicaid members.  
 
Successfully Working with the Medicaid Management Information System 
Today’s Medicaid Management Information System (MMIS) goes beyond just submitting 
eligibility and processing claims. It has become the “central nervous system” of a State’s 
Medicaid and Nevada Check Up programs. From the second quarter of 2003 through the first 
quarter of 2004, HPN worked closely with the DHCFP to implement the then-new MMIS. 
Despite problems with the new system that prevented payments to HPN and stymied 
compilation of accurate enrollment and eligibility information for almost a year, we continued 
to provide members medical and dental care, and fulfilled payments to providers. HPN has 
continued to work with the Division and its MMIS vendors to address other challenges, 
including HIPAA compliance data transactions as described in the RFP. Most recently, in 2012, 
we partnered with the State to quickly adapt to a daily HIPAA 834 enrollment process to better 
service rapidly changing membership. In addition, we worked with DHCFP and its current 
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fiscal agent to provide HIPAA 837 test files as part of the development of a data warehouse 
approach to encounter processing.  
 
Responding to the Call to Expand into Northern Nevada 
For the first six years of HPN’s relationship with DHCFP, we provided coverage for Medicaid 
and Nevada Check Up members in Southern Nevada only. In 2004, at the request of the State, 
HPN expanded its Medicaid and Nevada Check Up program into Washoe County, the State’s 
second-most populous county. HPN readily made this commitment despite unknown financial 
prospects and the reluctance of Washoe County health care providers to participate in a 
managed care program. HPN worked diligently to establish a viable network, and within six 
months, we gained the majority of the market, as patients voluntarily selected HPN over the 
alternative contractor. The Washoe County network today comprises more than 900 providers 
and serves 66.5% of the county’s members.  
 
HPN’S Longstanding Commitment to Nevada – Our State, Too 
As our name reflects, Health Plan of Nevada has more invested in the Silver State than our 
business interests. We were founded in Nevada and our central operations remain in Nevada: 
 HPN Medicaid and Nevada Check Up claims are processed in Nevada. 
 Our member and provider service staff and call centers are in Nevada.  
 Our dedicated case management staff members are situated in Nevada, and they exclusively 


serve our Nevada members. 
 Our inpatient case managers and hospitalists are physically located in Nevada hospitals, to 


serve many of our Medicaid and Nevada Check Up patients face to face.  
 
HPN, our parent corporation UnitedHealth Group and affiliate companies employ more than 
3,000 citizens in both the northern and southern parts of the State. We strongly believe in the 
value of good citizenship, and contribute time, talent and money to Nevada-based charitable 
organizations: 
 Our Nevada management team has 26 leaders serving on the boards of 36 Nevada charities. 
 Our Nevada employees donate more than 4,000 hours of their time annually to charities 


within our communities. 
 We have donated to more than 400 Nevada charities in the last four years alone.  
 
Experienced Leadership Team  
This Nevada-centric focus extends to our management philosophy in the State because we 
believe that health care is best provided and managed locally: 
 HPN has more experience in Nevada as a Medicaid Managed Care Organization (MCO) 


than any other health plan. 
 Our Medicaid leadership team has more than 575 collective years of experience in health 


care, and 446 years specific to Nevada.  
 Our dedicated personnel have more than 280 years of collective experience working with 


the Nevada Medicaid program and several key staff members have served the program 
since its inception.  


 
In addition, HPN is part of a larger organization, UnitedHealthcare, which has more Medicaid 
Managed Care contracts than any other vendor. UnitedHealthcare operates Medicaid Health 
Plans in 24 states and the District of Columbia, representing 4 million members. HPN is able to 
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tap this national strength, expertise and experience for the benefit of Nevada Medicaid and 
Check Up members.  
 


UNMATCHED PROVIDER NETWORK – FOR PRIMARY AND 
SPECIALTY CARE 
 
The introduction to this RFP response touched on the expansive provider network HPN offers 
to Nevada Medicaid and Check Up members. In addition to the approximately 4,000 Nevada 
providers under contract and our exclusive contract with SMA discussed earlier, SMA also 
operates the only 24-hour urgent care facility in the Las Vegas Valley. This facility provides 
Medicaid members quality care at any time of the day or night, while also helping to avoid 
costly, time-consuming and unnecessary visits to hospital emergency rooms. Members have a 
broad choice of primary care physicians in addition to SMA. SMA and HPN also operate 
“walk-in” primary care centers at Wal-Mart locations, other urgent care clinics and a 24-Hour 
Telephone Advice Nurse Line. Other benefits to HPN’s expansive provider network are:  
 A total of 834 primary care providers servicing Medicaid patients, of which 94% currently 


are accept new patients. In addition, our behavioral health network includes 139 providers 
serving Medicaid and Nevada Check Up members. Currently, 94% accept new clients. 


 SMA offers Nevada’s only Level III-certified Patient-Centered Medical Homes. As certified 
by the National Committee for Quality Assurance, an independent, not-for-profit 
organization dedicated to measuring the quality of America's health care, medical homes 
are primary care providers who successfully work in teams to coordinate and track care 
that maximizes health outcomes. We have 29,000 Medicaid and Check Up medical home 
members. 


 HPN also has an exclusive contract with Human Behavioral Institute (HBI), Nevada’s 
premier behavioral health network that is focused on meeting the needs of Medicaid and 
Nevada Check Up populations. 


 
Credentialing 
Not only does HPN offer Nevada Medicaid and Check Up members the State’s most 
comprehensive provider network, but we ensure that all of our medical, dental and mental 
health providers meet credentialing requirements and complete re-credentialing reviews every 
three years. We maintain NCQA compliant credentialing standards, and earlier this year, we 
achieved perfect credentialing and re-credentialing file scores during an audit conducted by 
DHCFP’s external quality review organization. 
 
HPN reviews the National Provider Data Bank, other applicable licensing entities and 
performance data, including a review of member grievances and appeals, quality reviews, 
utilization management, member satisfaction surveys, site reviews and re-verification of 
hospital privileges and current licensure. Our credentialing process meets or exceeds industry 
standards in all areas of clinical service delivery and operations.  
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COST EFFECTIVENESS 
 
While our first priority is always safe and effective patient care, HPN also has consistently 
demonstrated its commitment to deploying technology, scale and expertise to continually 
control health care costs for the State and our Medicaid/Nevada Check Up members. As 
mentioned earlier, our established and cost-effective provider network is just one way HPN 
offers a highly competitive cost structure, yielding over $4 million, identified in a 2010 analysis, 
in provider contract savings.  
 
Another area that has benefited from both HPN’s innovation and our intimate understanding 
of the State’s Medicaid/Nevada Check Up populations has been behavioral health care. HPN 
contracts with 139 culturally diverse mental health professionals who offer a variety of 
traditional inpatient and outpatient mental health therapy approaches. Our experience with the 
Medicaid and Nevada Check Up populations, however, has taught us the value of providing 
additional services that offer the dual benefit of supporting members in outpatient settings 
while also avoiding costly and disruptive inpatient hospitalizations. 
 
The “Quality of Care” section below will discuss specific innovations we have made in 
behavioral health care and to dental services provided to our Medicaid and Nevada Check Up 
members. In both cases, we not only enhanced care, but are on track to save a total of more 
than $4 million annually. In 2011-2012 alone, we implemented a number of “best practices” 
resulting in cost savings initiatives, including, but not limited to: 
 


Cost Containment Initiative Estimated Annual Savings 
Dental Utilization $2 million  
Behavioral Health Home $2 million  
Diabetic Testing Supplies Vendor Standardization $450,000 
Vision Services Contract Rate Negotiation $1 million  


 
HPN takes our fiscal responsibility to the DHCFP very seriously. We will continue to 
determinedly yet thoughtfully identify and act on opportunities that save money while 
maintaining or improving quality health care. 
 


PREFERRED CHOICE OF MEMBERS 
 
As the only health plan with Medicaid, commercial and Medicare members in Nevada, HPN 
offers the most comprehensive provider network, case management, quality programs and 
health education programs in the State. Perhaps then it should be no surprise that HPN is the 
market choice not only for many commercial members, but 
also for our Medicaid/Nevada Check Up members. 
 
As mentioned earlier, our overall voluntary disenrollment rate 
is among the lowest in the nation. Specific to Nevada 
Medicaid/Nevada Check Up members, when they were invited 
to re-select a contractor during the 2012 open enrollment 
season, 99.2% chose to stay with HPN. During this same open 
election process, more than 1,200 recipients voluntarily chose 
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to leave the second Medicaid managed care organization (MCO) contractor and switch to HPN. 
The bottom line? For every member who switched to a competitor, 1.6 switched to HPN. 
HPN is so clearly the preferred provider for DHCFP’s Medicaid/Nevada Check Up members 
that we have on occasion had to work with the Division to temper that preference, in order to 
meet the State’s mandate that no single provider control more than 55% of the market. For 
example, when a new MCO entered the market in 2006 and all members went through open 
enrollment, more Medicaid/Nevada Check Up members chose our plan, resulting in a market 
share of 61%. To comply with the mandate, DHCFP was forced to adjust the auto-assignment 
algorithm to favor the second MCO until our market share decreased to 55% and the other 
company’s grew to 45%. 
 
SEAMLESS CONTINUITY WITH PROVEN MARKET LEADER 
 
HPN has worked tirelessly and smartly to deliver excellence to the DHCFP and Nevada’s more 
than 104,000 Medicaid/Nevada Check Up members during our 15-year tenure. HPN has 
developed a truly unique understanding of the Division and the vulnerable populations we 
serve on behalf of the State. We have translated that understanding into consistently superior 
health care while continually curbing costs.  
 
If the State chooses to continue its relationship with HPN, 104,000 of Nevada’s Medicaid/Check 
Up members will enjoy seamless, continuing access to this high-quality care, with no 
interruptions to coverage. HPN has exclusive Medicaid access to SMA, which means the 
practice only sees Medicaid and Nevada Check Up patients covered by HPN. More than 29,000 
HPN Medicaid and Nevada Check Up members are now under the care of SMA physicians. A 
change to the contract would mean that those members would experience a disruption to their 
care, care they associate and identify with a trusted SMA primary care physician. This is 
especially important in our State, as there is a shortage of primary care physicians. Because of 
our unique relationship, SMA does not accept Medicaid and Nevada Check Up members from 
other insurance companies. As a result, HPN’s successful re-procurement of the Medicaid 
Managed Care Programs in this RFP eliminates the need for any transition of care for the 
more than 29,000 members calling SMA their Medical Home. 
 
HPN offers a proven, time- and market-tested health care plan. We already have the State’s 
most established and largest network of providers, a significant portion of whom are exclusive 
to us. HPN would require no learning curve. We stand ready to continue to provide the 
exemplary health care the State’s Medicaid/Nevada Check Up members appreciate and 
deserve. 
 
QUALITY OF OUR PROGRAM 
 
As already mentioned, HPN has provided Medicaid/Nevada Check Up members with health 
care coverage since 1997. In that time, we have successfully met and exceeded all DHCFP 
requirements. During our regularly scheduled quality and performance audits conducted by 
DHCFP’s external review organizations, HPN has achieved high levels of compliance. In 
addition, we have achieved significant improvements in HEDIS rates during the past six years 
demonstrated throughout the proposal. In fact, HPN achieved the 90th percentile nationally for 
27 HEDIS rates for our Nevada Check Up population in 2012. HPN also has participated in all 
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“Health Plan of Nevada is transforming the health care 
delivery system through innovative solutions like our 
neonatal post-discharge clinic and our support of patient-
centered medical homes. We look forward to continuing 
to bring high-caliber services to our Medicaid and 
Nevada Check Up members.”  


Daniel McBride, MD, Chief Medical Officer,  
Health Plan of Nevada 


required State of Nevada External Quality Review Organization (EQRO) audits since 2000, 
and has demonstrated high levels of compliance in every one ranging from 97 to 100%.  
 
HPN’s Commitment to Cultural Competence 
 
We believe that cultural competency is at the heart of serving our members, meeting their 
special health needs and honoring their unique circumstances.  
 
Because of our strong and stable presence in Nevada, we have developed relationships with 
diverse agencies and community organizations that enhance our understanding of all cultural 
groups within Nevada, as well as the particular needs of underserved and financially 
disadvantaged populations. In addition, we participate in state and federal efforts that ensure 
we deliver services in culturally competent and sensitive ways and comply with all relevant 
regulations. Our behavioral health provider network consists of 70% minority providers with 
80% of the providers and administrative staff speaking Spanish. In total our behavioral health 
provider network identifies 32 different languages spoken in the network.  
 
In addition, HPN maintains a comprehensive, written 
cultural competency plan, the “Cultural Diversity & 
Sensitivity Program.” In 2011, DHCFP’s external 
quality review organization awarded us a perfect score 
on this plan. 
 
Excellent Health – and Health Care – Begins 
Before Birth 
Because of the composition of the State’s 
Medicaid/Nevada Check Up populations, prenatal, delivery and postpartum care is crucially 
important among the services HPN provides to DHCFP. As mentioned in the introduction, 
HPN offers the largest network of women’s health providers in the State. In comparing our 
network to currently published provider directories, HPN has significantly more physician 
obstetricians/gynecologists statewide than the other Medicaid MCO vendor. HPN has almost 
three times the number of physician obstetricians/gynecologists in Washoe County alone. 
 
Delivering healthy babies to high-need 
populations can be a complex and 
demanding endeavor. For this reason, 
HPN offers a number of special programs 
that address the specific needs of 
pregnant, high-risk members: 
 OB case managers assigned to 


individually work with high-risk 
mothers-to-be. After identifying women with high-risk obstetrical conditions, HPN assigns 
OB case managers for the remainder of their pregnancies. Those case managers meet with 
them and their OBs and carefully follow any hospital stays. 


 Personal postpartum program. Our discharge coordinators obtain needed information to 
notify the state of a baby’s delivery before a new mother’s hospital discharge, ensure that 
the new mom has applied for the baby’s Medicaid card and that she has Women, Infants 
and Children (WIC) information, and schedule follow-up medical appointments. 
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Medicaid Babies Seen by our NPDC Number 


Total Medicaid Babies 89 


Babies born < 30 weeks 35 


Discharged from hospital < 37 weeks 75 


Addicted to Methadone 13 


Hospital re-admissions 0 
 


 HPN’s exclusive Neonatal Post Discharge Clinic (NPDC). Preterm deliveries bring some of 
our most fragile patients into our care and we have developed special programs to meet 
their intense needs. All Medicaid and Nevada Check Up NICU admissions are automatically 
referred to our Social Work team, which works with new parents on a variety of medical 
and health care needs. NICU babies also are referred to our exclusive Neonatal Post 
Discharge Clinic (NPDC), whose neonatologist and case workers transition the infants from 


the NICU to their pediatricians and 
provide customized care to babies being 
weaned off methadone. Once babies are 
discharged from the NPDC, they are 
followed by pediatric complex case 
managers, who assist with continuation 
of comprehensive health care.  
 
 


Specialized OB/GYN Programs Produce Results 
Through these and other programs, HPN has achieved measureable improvements in prenatal 
and postpartum care for our Medicaid members.  
 The following chart illustrates improvements in timeliness of prenatal and postpartum care 


and the frequency of ongoing prenatal care among our Medicaid members.  
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HPN’s Neonatal ICU Post-Discharge 
Clinic: Bringing Babies Home Sooner, 


Saving DHCFP Money 
Our NPDC is the only program of this type 
that allows babies to wean at home while 
still being monitored by a neonatologist. 
These babies were discharged an average 
of 14 days sooner than other NICU babies, 
bringing babies home to their families 
sooner and resulting in a savings of $1.2 
million for DHCFP between 2009-2011 


 


HPN’s Back-to-School Week for Immunizations 
donates items to children visiting clinics, including 


Sesame Street plush toys. 


 Our NPDC has successfully and safely discharged many 
babies from the NICU sooner than is standard. For 
example, babies born with methadone addictions 
traditionally stay in the NICU until they are weaned off 
methadone because local pediatricians often prefer that 
dosing adjustments are directed by neonatologists. Because 
our NPDC neonatologists directly oversee the weaning 
process, these infants are able to go home earlier, greatly 
decreasing the number of days the babies spend in the 
hospital. As a result of this custom care, not one of our 
Medicaid NICU babies has to-date been readmitted to the 
hospital. 


 
Childhood Care and Immunizations 
As these infants grow into toddlers, HPN offers comprehensive childhood care, and 
immunizations are an important step in this process. The table below illustrates the dramatic 
results our consistent and ongoing interventions have produced in the area of childhood 
immunization rates. 
 


 
 
We have achieved these significant improvements through a variety of outreach and 
intervention programs, including: mail and telephonic reminders, information and incentives 
parents and children receive at critical growth 
milestones; and a variety of educational 
campaigns. Through these outreach efforts more 
of our Nevada Medicaid and Check Up members 
are receiving annual well-child visits from 2006 
to 2012 as illustrated in the following table.  
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Prescription Drug Coverage 
Advances in pharmaceuticals have transformed health care over the last several decades. 
Today, many routine and chronic medical conditions can be prevented, cured, treated or 
managed with the proper prescription medications, restoring or maintaining health and often 
avoiding more serious, invasive and expensive medical treatment.  
 
The rising costs of prescription medicines affect all sectors of the health care industry – 
including public programs and their patients. In recent history, increases in prescription drug 
costs have outpaced other categories of health care spending, and are projected to exceed the 
growth rates for hospital care and other medical services through 2019, according to the Kaiser 
Family Foundation. 
 
Through our expertise and innovation, HPN has been able to provide the health benefits of 
prescription drugs while managing their cost by: 
 Supporting the use of equivalent, safe and appropriate generic medications. HPN’s 


collaboration with SMA and its medical professional and specialists has enabled us to 
successfully prescribe generic medications more frequently and more quickly than other 
health care providers. In fact, we are able to substitute effective generic medications 86% of 
the time for our Medicaid and Nevada Check Up members, which in turn saves the DHCFP 
significant money. The graph illustrates HPN’s generic utilization rate in our DHCFP 
contract during the past four years.  
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 Identifying and securing rebates. HPN continually works to increase pharmaceutical 


company rebates to the State. For example, our formulary previously limited diabetic test 
strips to a single brand. By opening access to all brands, we generated an additional 
$400,000 in rebate revenue to Nevada each year. 


 
Dental Program Boosts Care 
Since 2001, HPN has administered a 
comprehensive dental program for our 
Medicaid members. We have direct 
contracts with nearly 270 dentists and 
dental specialists in Clark County and 72 
dentists and dental specialist in Washoe 
County.  
 
One area HPN has focused on is 
increasing childhood dental care. In 
2000, as reported by the DHCFP, only 
18% of Nevada Medicaid children 
received dental care annually. Our 2012 
HEDIS rates for annual dental visits for 


children 2 and older are 
more than 59% for our 
Medicaid members and 
slightly more than 78% for 
our Nevada Check Up 
members ranking in the 90th 
percentile nationally.  
 
We have provided these 
services cost effectively by 
implementing initiatives that 
are yielding more than $2 
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million in savings during the first year alone, including ensuring that unnecessary work is not 
being performed, preventing duplicative examination charges, and establishing comprehensive 
claims and record reviews. 


 
Behavioral Health 
Behavioral health care is especially important to high-need populations like the State’s 
Medicaid/Nevada Check Up members, but assessing its effectiveness and efficiency can be 
challenging. In response to a substantial increase in cost for this care with no correlating health 
improvements, HPN last year took an innovative approach toward improving the quality and 
affordability of these services. All of our behavioral health innovative approaches are 
producing a $2 million annual savings; while still improving the quality of care.  
 
The first step was to enter into an exclusive managed care relationship with Human Behavioral 
Institute (HBI) a mental and behavioral health provider. Together with our exclusive 
behavioral health providers, we adopted a multidisciplinary mindset to create, develop and 
reorganize the entire program for HPN’s Medicaid/Nevada Check Up members. 
 
Intensive case management approach decreases both inpatient and outpatient 
behavioral health care 
By focusing on special services offered in a less restrictive environment, we lowered inpatient 
psychiatric and chemical dependency admissions by 50%. And although we anticipated that 
outpatient service usage would increase if inpatient care decreased, our intensive case 
management approach revealed that outpatient behavioral health services were oftentimes 
inappropriately used to meet other Medicaid/Nevada Check Up member needs, such as day 
care. Elimination of those improperly approved services led to an 8.9% decrease in outpatient 
service utilization. Because of the way coverage is structured for admissions to State institutions 
for mental diseases, this change also yielded additional ongoing savings for the State through a 
51% reduction in inpatient admissions to these facilities. 
 
We also have developed specialized programs and services that powerfully augment traditional 
therapy, which in turn expedites recovery and substantially reduces costly and time-consuming 
treatment. Rather than taking the traditional approach of focusing on the individual, this 
method can involve the entire family. These HPN Medicaid/Nevada Check Up programs 
include: 
 In-home family/environmental assessments 
 Parenting classes 
 Adolescent chemical therapy groups 
 Support groups for children with divorced 


or deported parents 
 Self-esteem classes for young girls 


 Children’s and teens’ anti-bullying 
classes 


 Children’s martial art classes 
 Independent living program 
 Intensive drug abuse treatment program 
 Children’s and teens’ physical education 


camps.  
 
Fewer inpatient behavioral admissions, plus high-quality care 
Although we have achieved a primary goal of decreasing the number and duration of costly 
and disruptive inpatient treatment admissions, our intensive case management approach also 
often means members receive more appropriate and targeted care. Case managers are assigned 
to all members admitted to a psychiatric facility. Before or at the time of discharge, members 
receive community resource education and referrals, and are scheduled for a seven-day follow-
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up appointment with a behavioral health professional. If a member fails to keep that 
appointment, the therapist often visits the member’s home. This approach has resulted in 
improved mental health follow-ups after hospitalizations among Medicaid/Nevada Check Up 
members. 
 
HPN’s commitment to member satisfaction 
The quality and efficiency of our care matter little if our members don’t trust us to help them 
lead healthier lives or do not believe we are sensitive and responsive to their concerns. To gauge 
our members’ satisfaction with our services and to better understand issues our members are 
facing and how we can best help them, we conduct periodic surveys focusing on perceptions of 
quality, availability, and accessibility of care. These surveys also comply with all State 
requirements detailed in this RFP response. 
 
Results from our most recent survey, in 2011, are contained in the chart below and illustrate 
our Medicaid/Nevada Check Up members’ satisfaction with the efficacy and value of the 
behavioral health care they receive from us. 
 


 
 
Additional and Value-Added Member Services 
HPN also has a continuing commitment to provide additional services that improve the health 
care outcomes of the State’s Medicaid/Nevada Check Up members. These include: 
 Exclusive access to Nevada’s only Level 3 Patient-Centered Medical Home 
 Exclusive access to Nevada’s only NICU Post Discharge Clinic 
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 A toll-free 24-hour telephone nurse advice line 
 Health pregnancy and lactation programs 
 Newborn circumcision, even though it is not a DHCFP-required benefit 
 Free sports and school physicals 
 Nutritional and exercise programs for toddlers, children and families 
 Asthma programs for children and adults, including a partnership with Sesame Workshop 


that helps families proactively understand and manage a child’s asthma 
 A lead screening program that helps parents prepare children for lead testing and offers 


advice on how to protect children from lead exposure 
 Pediatric incentive programs that provide child-friendly incentives such as backpacks, 


jump ropes, pedometers and sports balls through select high-volume Medicaid providers for 
young Medicaid/Nevada Check Up patients who complete needed tests, exams, screenings 
and immunizations 


 Diabetes prevention and management programs 
 Weight management and smoking cessation programs 
 
OPERATIONAL EXCELLENCE 
 
From enrollment through claims payment, prior authorizations to handling the exceptionally 
rare member appeal, our Medicaid/Nevada Check Up members benefit from the operational 
excellence HPN works diligently to provide. Our overall commitment to quality is reflected in 
year-over-year improvements in our HEDIS scores. HPN also has participated in all required 
State of Nevada External Quality Review Organization audits since 2000, and has 
demonstrated high levels of compliance in every one. Our consistently high scores and routine 
improvements underscore that we regard overcoming challenges and exceeding standards as 
business as usual. 
 
Enrollment, Recipient/Member Services and Appeals 
HPN offers exceptional enrollment services, recipient/member services and appeals programs – 
all of which directly benefit our Nevada Medicaid/Nevada Check Up members: 
  
 Our local employees who compose our Member Services Department handle more than 


170,000 calls from Medicaid and Nevada Check Up members annually. Calls are serviced 
during regular business hours and our representatives are specifically trained to timely 
answer calls and provide correct information. Our call center is dedicated to Nevada 
Medicaid/Nevada Check Up members and is located in Las Vegas, the State’s largest 
population center and home to many of our members. Our local presence allows members 
to walk in to a local office for face-to-face assistance if they prefer. About 25% of our call 
center staff is bilingual, and we have access to more than 175 languages 
through our contracted interpretation service.  


 HPN’s operational systems perform exceptionally, year after year, as 
documented by the DHCFP’s external quality review, detailed in the 
accompanying chart.  


 Because we are the only vendor in Nevada that provides commercial plans 
in the individual and group markets and Medicaid, we have unique, daily 
experience transferring enrollment, eligibility, claims, prior 
authorizations and other services for patients moving to/from Medicaid 
and our commercial coverage. We have worked painstakingly over the years with DHCFP 


Year Score
2000 98.7%
2002 98%
2004 100%
2006 97%
2009 99%
2012 98.7%


HPN Audit Scores
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Year Claims Paid in 30 
Days Claims Paid in 60 Days 


2010 97.64%* 100.00%** 


2011 91.49%* 99.91%** 


2012 98.12%* 99.99%** 


* HPN’s performance far surpasses both state and federal 
regulation percent requirement. 


** HPN’s performance far surpasses state and federal 
regulation requirements for both percent and timeframe. 


 


and its other vendors to establish and maintain appropriate connectivity and 
communication between our systems. This is especially important as the Silver State Health 
Insurance Exchange is developed and members and their information need to move 
seamlessly between the commercial Exchange and Medicaid.  


 Since 2009, HPN has experienced a steady decline in 
appeals per 1,000 members. While, a recent analysis of 
UnitedHealthcare’s Medicaid experience in 10 other states 
showed an average appeal rate of 3.2 per 1,000 members, 
HPN’s appeal rate is only 0.67 per 1,000 members. The 
following chart illustrates how this rate has declined from 
January 2009 through September 2012. 
 


 
 Although our extremely low appeals rates means members rarely need the service, HPN’s 


grievance, appeals and fair hearings process is unrivaled. HPN has never had a single case 
go through the complete fair hearing process, a testament to our solid utilization 
management decisions and appeals process. 


 Although the DHCFP appeals resolution requirement is 90 days for resolution, HPN 
exceeds this standard with resolution within 30 days. 


 
Successful and Prompt Claims 
Processing 
 Over our 15-year partnership with the 


DHCFP, HPN has successfully processed 
millions of claims for Medicaid and Nevada 
Check Up members. Our near-perfect recent 
timely claims payment record is detailed in 
this chart. 


 
We attribute our success in these areas to 
several factors:  
 Our experienced and skilled member service, compliance and claim payment teams. In 


addition, most of HPN’s appeals and grievances staff began their careers in member 
services, where they developed a deep understanding of all internal departments, benefits, 
managed care guidelines and claims. 
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“Over the course of our 15-year partnership with the 
DHCFP, our IT team has worked collaboratively with 
the state and its fiscal agents to successfully 
implement multiple interfaces, custom programs and 
web services that have consistently ensured 
members are receiving the best health care and 
service possible under the Nevada Medicaid 
program.” 


Bob Schaich, SVP & CIO  
Health Plan of Nevada 


 Our Nevada location. Our physical proximity 
to claims, provider services and member 
service professionals enables us to access 
information and people efficiently and 
quickly. 


 Our commitment to helping members obtain 
covered benefits. For example, HPN approved 
97.7% of all pre-authorization requests 
received from Medicaid and Nevada Check 
Up members in 2011. 


 Our skilled and experienced IT team, about 
which you will learn more in the next section. 


 
 
INFORMATION SYSTEMS AND REPORTING 
 
IT is a critical component in HPN’s ability to effectively manage health benefit programs for 
DHCFP and deliver quality, cost-effective health care to its members. We have 15 years of 
proven Nevada expertise in Medicaid/Nevada Check Up electronic enrollment and premium 
processing, provider network management, electronic claims processing, automated utilization 
management, patient-centered case management, sophisticated electronic encounter reporting, 
auditing and management processes. 
 
To administer the division’s Medicaid 
program, HPN uses the most recent release 
of the Facets™ core administration 
platform (currently version 5.01), an 
acknowledged industry leader in managed 
health care software. We have used Facets 
since 1999 and have frequently 
implemented complex custom 
enhancements and extensions to improve 
functionality and performance. 
 
HPN and MMIS 
The section titled “A 15-Year History” early in this executive summary discussed the work and 
commitment HPN has undertaken to ensure the success of the division’s MMIS, often under 
challenging circumstances. We have worked tirelessly and diligently to establish a fully 
operational enrollment system that effectively interfaces with DHCFP’s MMIS.  
 
Since 2003, HPN also has successfully received and processed HIPAA-compliant enrollment 
files, a complex, highly technical and time-consuming process that one IT expert described as 
akin to “building a car from its parts.” When MMIS malfunctions do occur, we continue, as we 
always have in the past, to meet the interests of our members and providers. 
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Paving the Way for Greater Electronic Medical Communications 
HPN also provides a robust online offering called HPN@YourService that provides Medicaid 
members key information, such as: 
 Answers to benefit questions 
 Status of claims and prior authorization requests 
 Access to their personal medical record 
 
Providers also may use our exclusive, web-based referral program to manage care for patients 
receiving services from multiple specialists.  
 
HPN has been a thought leader for automating, streamlining and interconnecting Nevada’s 
health care system. We have been the market leader for: 
 Electronic medical records adoption 
 Electronic prescribing 
 Electronic referrals 
 Online services 
 
We also have been a leader in the funding and development of the non-profit HealthHIE 
Nevada Health Information Exchange, which is now operational throughout our State. 
HealthHIE Nevada is critical to meet meaningful use, future innovative quality measures and 
new Accountable Care delivery models. Our innovations in technology will help our State to 
continue to enhance its health care delivery system with improved member, provider and 
quality improvement tools.  
 
HPN: Only Vendor with Commercial and Medicaid Members 
As the only health care provider in Nevada with both commercial and Medicaid members, 
HPN also is the only vendor with experience routinely transitioning members from Nevada 
Medicaid and Nevada Check Up to a commercial product and vice versa. Another advantage 
we offer is that we are the only Nevada company that can commit to using the same IT 
platform to offer both Medicaid/Nevada Check Up and commercial insurance products on the 
Silver State Health Insurance Exchange. As Medicaid recipients transition between Medicaid 
and the exchange, HPN’s familiarity with both of these worlds mean the transition can be 
painless. We have been intimately involved in the Exchange’s development and design, and are 
committed to seeing it succeed. 
 
Simply put, no other proposed or existing contractor has the extensive, integrated and 
historical MMIS and health care IT experience that HPN provides. 
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CONCLUSION 
 
Over the course of the past 15 years, HPN has proved itself to be a capable, innovative and 
loyal partner to the DHCFP, providing exceptional health care coverage to hundreds of 
thousands of Medicaid and Nevada Check Up members. Our leadership team collectively has 
hundreds of years of Nevada-specific Medicaid experience, while our IT, member services, 
claims payment and enrollment teams have acquired a level of familiarity and expertise with 
the State’s Medicaid and CHIP populations that is simply unsurpassed. We offer the broadest 
and deepest provider network in the state, with more quality primary care and specialty 
providers than any other health plan. Independent auditors and the State’s Medicaid and 
Nevada Check Up members alike consistently and resoundingly report that HPN sets the 
standard for patient care in Nevada.  
 
While we recognize the absolute necessity of “bending the cost trend,” quality care is even more 
important. Time and again – from dental treatment to behavioral therapy, prescription drugs 
to neonatal care – we have continually reduced or contained costs while elevating service 
quality. 
 
HPN offers DHCFP the security and certainty of a fully functioning, time-tested program that 
meets or exceeds literally every operational, capacity, quality and IT requirement in this RFP. 
In short, we believe we are truly DHCFP’s best option for this important work – and far-and-
away the best choice to ensure seamless continuity for Nevada’s most vulnerable and at-risk 
citizens. 
 
We understand the challenges facing those receiving benefits through the DHCFP—from 
expectant mothers and families struggling economically to our fellow residents battling chronic 
illnesses. Through our long partnership with the DHCFP, we have developed an intimate 
understanding of the often complicated lives these members navigate daily. This understanding 
has only made us more dedicated, committed and compassionate as we strive to deliver the 
promise that quality health care can provide.  
 
A continued alliance between the Division and HPN will ensure continuous improvement to the 
health care delivery now experienced by Nevada’s most vulnerable residents without any 
concerns about transitions of care or developing new physician relationships. These members 
deserve no less. We are humbled and honored to again be considered for the privilege of 
providing this crucial service.  
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment No. 1 to Request for Proposal No. 1988 


DATE OF AMENDMENT: October 10, 2012 


DATE OF RFP RELEASE: September 7, 2012 


DATE AND TIME OF OPENING: November 15, 2012 @ 2:00 P.M. 


AGENCY CONTACT: Gail Burchett, Procurement Staff Member 


 
 
The following shall be a part of RFP No. 1988 for Medicaid Managed Care Organization Services.  
If a vendor has already returned a proposal and any of the information provided below changes that 
proposal, please submit the changes along with this amendment.  You need not re-submit an entire 
proposal prior to the opening date and time. 
 
 
Section I: RFP CHANGE 
 
Section 10 of Attachment D, State Contract Form, Inspection and Audit, should be amended to 
add the following section: 
 
d.  Related Entities:  DHCFP may terminate this Contract with one hundred-eighty (180) calendar 
days prior written notice if a Related Entity to the Contractor provides Managed Care Organization 
Services under a separate contract procured through RFP 1988 (2012).  For purposes of this 
paragraph, a Related Entity is an entity that that DHCFP in its sole discretion determines has 
common ownership or management with the Contractor that is not in the best interest of the 
administration of the Medicaid program.  
 
 
 Section II: TIMELINE CHANGE 
 
The due date for the second set of questions has been changed to October 19, 2012. All else 
regarding the timeline remains the same. 
 


Deadline for submitting second set of questions 
10/15/2012@ 2:00 PM
10/19/2012 @ 2:00 PM


Answers posted to website  On or about 10/24/2012 


Deadline for submittal of Reference Questionnaires No later than 4:30 PM on 11/14/2012 


Deadline for submission and opening of proposals No later than 2:00 PM on 11/15/2012 
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Section III: ANSWERS TO QUESTIONS 
 


1. We would please like the Nevada Medicaid Health Plan RFP scores from 2006. 


Validated RFP 1509 
Consensus score shee


 
 


2. Is it permissible for two MCOs to each bid if there is a pending merger or acquisition or if 
one bidder is a subsidiary of another bidder? In other state procurements, there has been a 
prohibition of joint bids by multiple entities or multiple bids by related or soon-to-be related 
entities especially in a state where there are 2 awards. 
 
It is permissible by Nevada State Law if proposals are separate and not intended to be 
conjoined.  Review added language in Section 10 d. for additional information.  


 
3. Section 4.15.5 requires vendors to provide either a NPI or an API. During the process of the 


last RFP when we applied for a NPI, DHCFP responded to us that it was not necessary for 
us to obtain a NPI. Do we now need to obtain a NPI? Is the Vendor allowed to submit the 
assigned APIs with the proposal? 


Adopted by the Secretary of Health and Human Services (HHS) as mandated by the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA), under the 
National Provider Identifier Regulation (that was published in the Federal Register on 
January 23, 2004), a health care provider who is a covered entity, as defined at 45 C.F.R. 
Part 160.103, is required to obtain a National Provider Identifier (NPI) by May 23, 2007, 
except for small health plans.  The compliance date for small health plans was May 23, 
2008.     
 


4. The previous 2006 RFP had same/similar requirements regarding the non-inclusion of 
elaborate artwork and extraneous presentation materials. It also included formatting 
requirements regarding font for responses to questions: Written responses must be in 
bold/italics and placed immediately following the applicable RFP question, statement and/or 
section. Exceptions/assumptions to this may be considered during the evaluation process. 
How will exceptions be considered in terms of bid scoring? Would the state consider 
allowing questions to be formatted in bold italics and the responses to be in regular font 
style? 
 
Respondents are expected to adhere to the formatting as requested in the RFP. 
 


5. Contract language in the Scope of Work depicts requirements that have since been removed 
from the current Medicaid Managed Care Organization Services contract with the State of 
Nevada. Is it the State’s intent to reinsert contract language that was previously removed 
from our existing contract? Examples of this language include:  
 
Page 106, Quality Assurance 4.7.25 Dental Services, Number of Children with Dental 
Sealants. Is it the State’s intent that we are required to report on the number of children with 
dental sealants for the future contract?  
 
Section 4.7.25, Section C, should be deleted:  
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C. Required Measures 
 
The following State devised HEDIS-like measure will be reported: 


 
1. Number of Children with Dental Sealants 


 
2. The percentage of members ages six (6) through fourteen (14) years as of 


December 31st of the measurement year, who were continuously enrolled 
during the measurement year and who received at least one (1) dental sealant 
on a permanent molar tooth during the measurement year.  The DHCFP will 
also monitor utilization through reported encounter data. 


 
3. Based on the ADA guidelines permanent teeth begin to erupt anywhere from 6 


to 12 years of age depending on the tooth. Not all 6 year olds will have their 
permanent teeth yet. CDT code D1351 should be accompanied by tooth 
numbers or letters to distinguish which tooth the sealant is placed on. The CDT 
code is billed in box 24 on the ADA form and the tooth number or letter will be 
in box 27. The tooth numbers or letters in box 27 will distinguish if the tooth is 
a permanent tooth.  


 
4. Numerator: One (1) or more protective dental sealants administered on at least 


one (1) permanent molar tooth during the measurement year.  A member had a 
dental sealant if a submitted claim/encounter contains CDT code D1351.   


 
5. Denominator: The percentage of members who had at least one (1) visit with a 


dental practitioner during the measurement year, using the codes found in 
table ADV-A of the Annual Dental Visit HEDIS measure.  


  
Page 184, Plan of Operation 5.1.11 Medical Services under F., Describe your plan to 
coordinate and communicate with DHCFP’s DO care coordination staff on behalf of high 
risk pregnant women. Is it the State’s intent that we are required to coordinate with 
DHCFP's DO care coordination staff for the future contract? 
 
Vendor should describe experience, if any.  
 


6. Is it the state’s intent to change current reporting requirements outlined in sections 4.15.3 
and 4.15.5 regarding claim and encounter submissions. Current process allows for 
submission directly to Milliman. c. Pg. 174 Information Systems and Technical 
Requirements Section 4.15.3 Data Report Files 4.15.3.2 the requirement for MCO 
encounters to successfully pass all claims edits in the MMIS. Will we need to successfully 
pass all claims edits in the MMIS during the future contract? d. Pg. 174 Information Systems 
and Technical Requirements Section 4 .15.3 Data Report Files 4.15.3.3 is the requirement 
for the MCO to have a minimum 95% pass rate for encounters. Will the plan need to have a 
minimum of 95% pass rate for encounters during the future contract? e. Pg. 175 4.15.5 
NPI/API Transaction Requirements All encounters must be submitted electronically as fully 
HIPAA compliant 'shadow claims.' This includes but is not limited to, providing DHCFP, 
through its fiscal agent, the NPI on all providers. Will the plan need to submit "shadow 
claims" during the future contract? 
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DHCFP and its fiscal agent have, since the writing of this RFP, embarked upon a data 
warehouse approach to encounters whereby no policy-related edits will be applied—only 
minimal edits will be applied such as record layout compliance, data type, and checksums. 
Minimum pass rates will apply; transmittals to DHCFP’s actuary will also remain in 
place until such time as the data warehouse solution provides a means for DHCFP to 
provide rate-setting data to its actuary. 


 
4.15.5, shadow claims: this is in part a repetition of the prior section with an emphasis on  
HIPAA and CMS regulations; DHCFP is making every effort to remain HIPAA 
compliant in the context of a somewhat unorthodox data warehouse approach to 
encounters. The intent here is to underscore that, even though the encounters transmittal 
channel(s) may involve the MMIS directly, this is not intended to suggest that HIPAA and 
CMS compliance do not apply in their full force and intent. 
 


EDI companion guides may be found at: http://www.medicaid.nv.gov/providers/edi.aspx  
And the Rx companion guide at: http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx 


  
Amended Language: 


4.15.3.2  Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the edits.  A 
written list of technical rules will not be made available; however, the Vendor will have 
adequate access to fiscal agent staff that will assist in the development of the interface.  In 
developing the encounter data interface, the Vendor will be provided with companion 
guides and details of any applicable edits and descriptions of the edits.  The Vendor will 
have adequate access to fiscal agent staff to assist in the development of the interface. 
 


7. Is the Transitional QHP only available for individuals who lose Medicaid coverage? 
 
The state has not set a limit on who may enroll in the MCO Transition QHP.  However, 
the State will work with the awarded Vendor(s) to determine appropriate eligibility 
requirements to minimize the effects of adverse selection (on both the MCP Transition 
QHP and other QHPs) and maintain a stable exchange and market. 
 


8. The Scope of Work is a comprehensive outline of contract terms and requirements. Is 
DHCFP seeking affirmation of compliance or intent to comply with each section and 
subsection in the Scope of Work? Will affirmation be deemed a compliant response for the 
Scope of Work section? Would DHCFP consider instituting a page limit for each response? 


See Section 10.2.2.6, Tab VI – Section 3 - for specific RFP requirements for the Scope of 
Work section.  There is no page limit for responses.  
 


9. When will the actuaries for the State of Nevada release the data book that contains Unit 
Cost, Utilization and projected membership information? The link provided in the data book 
attachment provides limited EPSDT information. 
 
Attachment N, Data Book, is unfortunately misnamed, as it contains only an EPSDT 
chart and a list of essential community providers. Membership data and FY14-15 
projections are available in Attachment K for Medicaid; projections are in Attachment M 
for CHIP (Nevada Checkup). Please also see question #230, a link to the most recent rate 
development actuarial document. 
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10. At 1.1, the RFP states "Currently, DHCFP contracts with two (2) Vendors in the urban areas 


of Washoe and Clark Counties. Other areas may become mandatory managed care during 
the course of this contract and are to be considered as covered for this Request for 
Proposal." At 4, the RFP states "The geographic service areas included in the contracts will 
be urban Clark and Washoe Counties; however, other counties, or the entire State, may 
become mandatory managed care during the period of this contract and will be considered as 
part of the service area for this RFP".  Please clarify the timing of this decision by the State. 
 
There is no current time plan for this decision.  
 


11. At 1.1, the RFP states "Currently, DHCFP contracts with two (2) Vendors in the urban areas 
of Washoe and Clark Counties."  Please post current Medicaid contracts. 
 


Amerigroup Contract 
exec 11 10 08.pdf


Amendment #2 
(2).pdf


Executed 
Amendment #3 - AGP


Executed 
Amendment #4 - AGP


Executed 
Amendment #5 - AGP


Executed 
Amendment #6 - AGP


Executed 
Amendment #7 - AGP


Executed 
Amendment #8 - AGP


 
 


 
HPN exec 08 08 


2006.pdf
Amendment #2 
Scanned.pdf


Executed 
Amendment #3 - HPN


Executed 
Amendment #4 - HPN


Executed 
Amendment #5 - HPN


Executed 
Amendment #6 - HPN


Executed 
Amendment #7 - HPN


Executed 
Amendment #8 - HPN


 
12. At 1.2.1, the RFP states "The mission of DHCFP in this procurement is to improve the 


health of Nevadans by emphasizing preventive care and appropriate utilization".  How much 
out-of-state Medicaid utilization is there? Where and what providers/specialties? 
 
Medicaid has catchment areas in California, Arizona, Idaho and Utah. Out of state 
treatment for a recipient generally occurs when there is not a provider in Nevada who is 
able to provide services to recipient. The majority of transplants that do not occur within 
the State of Nevada occur in California hospitals. The main providers of service out-of-
state are Physicians, Hospitals and Residential Treatment Centers. A small percentage of 
the Medicaid population receives treatment out of state. It is difficult to determine the 
exact amount as Physicians and Hospitals may see a recipient multiple times during a 
course of treatment.   
 


13. The following questions relate to the Medicaid Scope of Work at 4.  The RFP states "At the 
sole discretion of the DHCFP, this contract may be expanded to include services to 
Medicaid Aged, Blind, and Disabled recipients." Please clarify the timing of this decision by 
the State.  Please provide the “projected number of Medicaid and Nevada Check Up 
recipients,” including potential Medicaid ABD recipients.  In addition to Clark and Washoe 
Counties, how will other geographic service areas be defined? 
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There is no current time plan for this decision.  We do not have any additional 
information at this time.  
 


14. At 4.2.1.8A, the RFP states "Members with disabilities, chronic conditions, or complex 
conditions shall be allowed to select a specialist as their PCP." The following questions 
relate to the above.  Are there any limitations to which specialist types may be PCPs?  Are 
members able to be assigned at the clinic level for PCPs? 
 
There are no limitations to which specialist types may be PCPs.  It is expected that 
members will have an individual physician assigned as their PCP; members are not 
allowed to be assigned at the clinic level.  The state will entertain exceptions if, in the case 
of certain specialties, it is impossible to assign an individual PCP; however all possibilities 
should be exhausted before approaching the State with such a request. 
 


15. At 4.2.3.1, the RFP references services provided at Indian Health Service Facilities and 
Tribal Clinics.  Are Vendors financially responsible for services provided to Native 
Americans at Indian Health Service Facilities? 
 
Please refer to section 7.1.2.6 of the RFP which says the following:  The Vendor is not 
responsible for payment of any service received by an enrolled recipient at an IHS facility 
or Tribal Clinic.  The IHS facility or Tribal Clinic will submit their claims directly to 
DHCFP’s Fiscal Agent and will be paid by DHCFP through the Medicaid FFS fee 
schedule.  The DHCFP requests that vendors read the entire RFP prior to submitting 
questions that are clearly answered elsewhere in the document. 
 


16. At 4.3.3.2, the RFP describes the algorithm developed by CHCFP.  Please describe the 
“weighted preference” that the state’s auto-assignment algorithm will give to a new Vendor. 
 
Presently, the auto-assignment algorithm assigns members to plans on a case basis (to 
preserve family assignments) on a one-to-one basis when the enrollment margin between 
plans is less than 10%; if greater, the assignment is as it appears in the chart (34%/66%), 
and this is the “weighted preference” given to “new plans” should one be awarded and 
have 10% or more fewer recipients. Assignments—again—are made on a case basis, so 
the only time an assignment is at the level of an individual is when a case has only one 
member. 
 
The State reserves the right to change the auto-assignment algorithm at any time using 
quality or other criteria for the bases of assessment or to eliminate the weight preference 
altogether.   
 


17. At 4.5.4, the RFP requires provider contracts be approved by CHCFP.  Do Vendors have the 
ability to contract with network providers utilizing an amendment to their commercial 
contract prior to RFP submission and/or state approval of Vendor’s agreement? 
 
Section 4.5.4.5 says the following:  “Subcontracts which must be submitted to the DHCFP 
for advance written approval include any subcontract between the Vendor, excluding 
network provider contracts.”   


 
The vendor may enter into any contracts with providers that they wish; however this is not 
necessary, nor advisable, prior to the award of the contract.  The State’s interest in 
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provider contracts is in validating that they are in agreement with Title XIX and Title XXI 
rules and regulations, and that they meet all requirements of the Vendor(s) contract with 
the State.  The DHCFP does not expect that thousands of individual contracts will be 
delivered to us; however we reserve the right to demand a copy of individual contracts at 
any time. 
 


18. At 4.5.6.2, the RFP requires the Vendor to provide a sample of all base network provider 
contracts.  Are we required to submit the complete commercial base agreement with the 
Medicaid Amendment or are Vendors allowed to submit the Medicaid Amendment only? 
 
Vendors are expected to submit all necessary information to demonstrate agreements are 
complete.  
 


19. At 4.13.3, the RFP provides for subcontractors to the Vendor for this contract.  Are Vendors 
allowed to use subcontractors to fulfill the RFP requirements related to the Health Insurance 
Exchanges (e.g. to provide services and/or benefits)?  Are Vendors allowed to use 
subcontractors for the Public Employees Benefit Plan (PEBP) optional proposal 
opportunity? 
 
Yes, Vendors can use subcontractors as long as the requirements and goals of the RFP 
are met.   
 
PEBP requires all its vendors to identify any subcontractors and their role in providing 
services to PEBP prior to the subcontractor actually providing services or accessing 
PEBP data.  Subcontractors can be added during the contract as long as PEBP is notified 
and approves of the subcontractor in advance of the subcontractor providing services or 
accessing PEBP data.  PEBP also includes language regarding the security and location 
(physical, designated servers and storage devices, etc.) of PEBP data in its contracts and 
applies penalties for the use of subcontractors or movement of PEBP data without prior 
approval from PEBP.  
 


20. At 5.1.9.1.I, the RFP requests "The Company’s main product/service lines and annual 
revenues for each product/service line in 2004 and 2005."  Does the state want more recent 
data than the years specified “2004 and 2005”? 
 
Amended Language for 5.1.9.1.I:  The Company’s main product/service lines and annual 
revenues for each product/service line in 2004 and 2005 for the two most recent years for 
which full data are available. 
 


21. At 1.8, the RFP requires the Vendor must participate on the Individual Exchange of the State 
Health Insurance Exchange (HIX). This requires the Vendor to meet requirements of the 
ACA and HIX that have not yet been finalized.  Given this lack of specification, what 
options do Vendors have to remedy issues presented by State and Federal requirements 
released after Proposals are submitted? 
 
It is not expected that the vendor submit a Qualified Health Plan with the response to this 
RFP.  As stated in the second to last paragraph in section 1.8, the vendor response must 
include a statement indicating the vendor’s willingness and ability to comply with this 
section.  State staff will work with the vendor to ensure HIX standards are reasonable and 
do not create an undue burden.  If a policy is issued by the Exchange that the vendor feels 
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will substantially degrade the vendor’s ability to provide an MCO Transition QHP, the 
vendor will, within 10 business days of the public approval or announcement of a policy, 
provide in writing to the Division of Health Care Financing and Policy and to the 
Director of the Exchange, a report that clearly indicates which policy created such 
degradation, the reasons why such degradation will occur, the requirements listed in 
section 1.8 that may not be met and a suggested remedy to eliminate such degradation.  
The Division of Healthcare Financing and Policy and the Exchange will review the report 
for reasonableness and, if the report is found to be reasonable, will determine whether the 
Exchange issued policy or the RFP requirement should be changed. 
 


22. The following question relates to the State-Designated Health Insurance Exchange (HIX) at 
1.8.  The RFP mentions that there is a certain level of churn expected among enrolled 
individuals. Has the state evaluated how much churn is expected among the population? If 
yes, can the state share this information and/or data? 
 
The State-Designated Health Insurance Exchange (HIX) has not evaluated how much 
churn is expected.  However, DHCFP churn information is as follows:   
 
Managed Care/FFS Churn Counts
Source  Disposition


May  Jun  Jul  Aug 
MCO 295  MCO to FFS 737 576 755  852
MCO 65c  FFS to MCO*    7829    9428    9361     7702


* determined by number of choice letters sent for period, 
which indicates a member having a FFS segment of some 
duration prior to MCO choice and assignment


 
 


23. At 1.8, the RFP states "The QHPs offered pursuant to this requirement must meet the 
qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that 
may not meet the following standards), as described below." The following questions relate 
to the above.  How does an MCO Transition QHP differ from HIX QHP?  Please provide 
guidance on ability to provide Medicaid, MCO transition QHP and HIX QHP from one plan. 
 
Sections 1.8.5 through 1.8.10 provide requirements for MCO Transition QHPs that may 
be more stringent than those required of other QHPs. 
 


24. At 1.8.3, the RFP states "Be certified as a QHP in accordance with the criteria determined 
by the State-designated HIX".  Has this criteria been clearly defined? 
 
The Exchange is in the process of creating the certification criteria.  Policies that have 
been approved are minimalistic and generally do not place restrictions on QHPs beyond 
what is required of the Affordable Care Act.  It is expected the Board will discuss QHP 
certification processes at its November Board meeting. Advisory Committee 
Recommendations Approved by the Board can be found at: 
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http://exchange.nv.gov/uploadedFiles/exchangenvgov/Content/About/Board%20Approved
%20Recommendations.pdf 
 


25. At 1.8.5, the RFP states "Use the same provider network as is available to those eligible for 
Medicaid in addition to any network adequacy standards set by the State-designated HIX".  
Please provide guidance on ability to have variation. 
 
The intent of this section is to allow an individual to continue their relationship with a 
provider if the individual loses Medicaid eligibility and must move to QHP coverage.  
While it would be ideal to allow this same flexibility for an individual moving from QHP 
coverage to Medicaid, it is understood that network adequacy standards may require 
broader networks of QHPs than may be required of MCOs.  Further, it is understood that 
provider reimbursement rates may vary between Medicaid and the MCO Transition QHP. 
 


26. At 1.8.7, the RFP states "Coordinate prior authorizations and edit patterns for members who 
transition between the Vendor’s MCO and the Vendor’s QHP".  How does the EHB 
compare to/differ from Nevada Medicaid benefits? 
 
This information is contingent upon the Governor’s Budget and Legislative approval.  
 


27. At 1.8.8, the RFP states "Use a formulary that is similar to that of the Vendor’s MCO. If a 
drug or its generic equivalent is covered by the Vendor’s MCO but is not covered by the 
MCO Transition QHP, the MCO Transition QHP must cover that drug as it would any other 
similar tier drug (same cost sharing) for a period of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc.".  Please provide guidance on how 
“similar” will be defined. 
 
If the drug is a generic or has a generic equivalent, and that drug is not covered on the 
MCO Transition QHP, the MCO Transition QHP must cover the generic equivalent at 
cost sharing levels that are similar to any other generic drug.  If a brand drug (that does 
not have a generic equivalent) is not covered on the MCO Transition QHP, the MCO 
Transition QHP must cover the brand drug at cost sharing levels that are similar to any 
other brand drug.  If a specialty drug (that does not have a generic equivalent) is not 
covered on the MCO Transition QHP, the MCO Transition QHP must cover the specialty 
drug at cost sharing levels that are similar to any other specialty drug.  Such coverage 
must be maintained for a period of time as determined by a transition plan dictated by 
medical necessity, potential side effects, etc.  Exceptions to this requirement must be 
noted. 
 


28. At 1.8.9, the RFP states "Cover any benefit required to be covered by Vendor’s MCOs, 
which is not otherwise part of Nevada’s Essential Health Benefits package" The following 
questions relate to the above.  Has the State defined Essential Health Benefits and any other 
benefit design standards?  What efforts, if any, will the state provide to ensure members 
assigned to a plan's QHP will be assigned to the plan’s QHP transition plan or Medicaid 
plan? Or vice-a-versa? 


 
Pursuant to the Affordable Care Act, the Secretary of the U.S. Department of Health and 
Human Services designates each state’s package of Essential Health Benefits.  This 
designation has not yet occurred for any state.  Individuals who lose Medicaid eligibility 
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will be notified of their options on the Exchange.  The MCO Transition QHP designation 
may be displayed and defined on the website of the Exchange. 
 


29. At 1.8.10, the RFP states "Be priced reasonably as compared to other QHPs available on the 
Exchange. To be "priced reasonably," MCO Transition QHP premiums (before the Federal 
Advanced Premium Tax Credit is applied) must be no more than 15% greater than the 
median premium offered on the Exchange for similarly situated individuals (based on age, 
smoking status, family size and geographic location).  "The following questions relate to the 
above.  Actuarial value requirements for MCO Transition QHP – will it be the same as NV 
HIX QHP?  Premium Rates for MCO Transition – how will those be determined? 
 
MCO Transition QHPs must meet all of the requirements of any other QHP offered on 
the Exchange, including the actuarial value requirements of the associated metal tier.  
Premiums for the MCO Transition QHP will be determined by the vendor. 
 


30. The following questions relate to the Public Employees Benefit Plan (PEBP) optional 
proposal opportunity at 2. • Will there be a separate procurement issued for the PEBP or is 
this the only bidding opportunity? • Can a Vendor bid on the PEBP opportunity and not bid 
on the Medicaid Managed Care contract procurement? • Will the evaluation and award of 
the PEBP opportunity be completely separate from the Medicaid evaluation and award? 
How will the PEBP opportunity be scored as part of this procurement?  How is the PEBP 
proposal to be submitted? This is not clear in the Technical Proposal instructions. • Please 
post current State employee contracts. 
 
PEBP maintains its own RFP schedule for HMO services.  The current contracts for 
HMO services expire on June 30, 2015 (Northern Nevada) and June 30, 2016 (Southern 
Nevada).  The Optional Proposal Opportunity in this RFP represents an alternative option 
for PEBP to consider for awarding HMO services.  Depending on the responses, PEBP 
may or may not award HMO services from this RFP.  If PEBP does award a contract 
based on the responses to this RFP, it may be in addition to or a replacement of the 
current contracts.  This determination would be made by the PEBP Board.  If PEBP does 
not opt to award a contract based on the responses to this RFP, then PEBP will release its 
RFPs for HMO services on their normal schedule.   
 
A Vendor cannot propose on the PEBP opportunity and not propose on the Medicaid 
Managed Care contract procurement.  This RFP will be awarded per the scope of work 
and terms and conditions of the RFP.  Please refer to the evaluation criteria included in 
the RFP.  
 
The PEBP section of this RFP should be included as a separate stand-alone component of 
the vendor’s RFP response in such a manner that there is clear differentiation between 
the components of the vendor’s response that are directed towards the DHCFP project 
and those directed towards the PEBP project.  Since the DHCFP intends to award a 
contract or contracts from this RFP and PEBP may or may not award a contract from 
this RFP, the components need to stand on their own merit.  If a vendor chooses to 
propose on the PEBP section of this RFP then each question in the section should be 
answered in order with appropriate detail. 
 
This information is not readily available to DHCFP and PEBP.  If vendors want 
information on current state contracts they should contact State Purchasing.   
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31. At 2.2.2, the RFP states "HMO participants should have access to a comprehensive choice 


of providers within the covered service as well as outside of Nevada for emergency and 
specialized care."  Please provide data on out-of-state PEBP utilization.  Please provide 
clarification on the types of providers/specialties that are referenced in this section and 
which specific geographic service area. 
 
It is intended that the geographic service area for the HMO product be the entire State of 
Nevada (all 17 counties).  If this is not an option for the respondent, the service area must 
be clearly identified in the vendor response by Nevada County.  Under the current PEBP 
plans, a participant who resides out of state must enroll in the PPO Plan.  However, if an 
HMO participant is out of state on a temporary basis and requires medical services, they 
must have access to healthcare.  There may be a requirement to seek prior authorization if 
non emergency, but in emergency situations the HMO plan should pay the claims after 
applying their standard in-network deductibles.  Out of state utilization of HMO members 
is not readily available but is minimal.  It is intended that the HMO participants have 
access to an all-inclusive set of providers who cover the spectrum of medical fields within 
the service area defined in the vendor’s response. 
 


32. Regarding the PEBP proposal at 2, in order to provide a comprehensive quote for the full 
HMO programs with the embedded vision plan, will the State be providing the following 
information?  24 months of paid claims for medical and vision broken out by month.  Total 
enrolled membership broken out by month Large Claims over $25,000 with status and 
prognosis 2 years of rate history for both HMO plans.  Employee census; include age or 
DOB, gender, zip codes, enrollment status.  Current Evidence of Coverage for both HMO 
plans. 
 
PEBP will not be providing all of the requested information.  For plan year 2013 (July 1, 
2012- June 30, 2013) the total HMO enrollment was as follows:   
 
Northern Nevada HMO (Hometown Health Plan):  5,574 (58% Participant Only; 11% 
Participant + Spouse; 21% Participant + Children; 10% Employee + Family) 
 
Southern Nevada HMO (Health Plan of Nevada):  5,954 (60% Participant Only; 12% 
Participant + Spouse; 19% Participant + Children; 9% Employee + Family) 
 
These figures include active employees and both State and non-State non-Medicare 
eligible retirees.  Enrollment is not expected to fluctuate significantly in the upcoming two 
years unless the Board takes actions to change the significantly alter the self-funded PPO 
plan design. 
 
Migration between plans during the year without meeting certain eligibility criteria is 
prohibited per the plan document.  Monthly enrollment would only increase or decrease 
based on a qualifying event in which the participant is allowed to leave the HMO plan 
(such as moving out of the service area).  Newly hired employees may also enroll in the 
plan of their choice including the HMO.   
 
Attached are the current rates for both the Northern Nevada HMO (Hometown Health 
Plan) and the Southern Nevada HMO (Health Plan of Nevada).  There are rate caps in 
place for each year for each plan.   
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The current Evidence of Coverage documents for each plan is on the respective carrier’s 
websites which can be reached via the PEBP website at www.pebp.state.nv.us.  


HMO_Base_Rates.xl
s


HHP claims exp21 
xls.pdf  


 
 


33. Regarding the PEBP proposal at 2, in order to provide a comprehensive quote for the self-
funded dental PPO plan, will the State be providing the following information?  24 months 
of paid claims dental data, broken out by month Number of contracts and number of 
members by month to correspond with each month of paid claims 3 year history of the 
dental administrative fee, including most current year. If there are components such as 
commission and/or provider fee, please break out separately is a multi-year agreement 
desired? If so, for how long?  Have there been any changes to the dental plan in the last 3 
years? If yes, what were the changes? What was in place before? When did the change take 
effect?  Is there a census that provides all covered contracts with gender, zip code, date of 
birth and rate tier (single, sub and spouse, sub and dependent child(ren), family)? 
 
The self-funded dental plan is not part of this RFP.  This RFP is for HMO services for 
medical, pharmaceutical and vision only.  The standard PEBP benefits package includes 
dental coverage regardless of medical plan selection.  PEBP participants and their 
covered dependents will remain on the existing PEBP dental plan.   
 


34. Regarding the PEBP proposal at 2 for dental/ancillary services:  Will the State provide a 
dental census of covered employees?  Will the State provide detailed information to do a 
dental network/re-pricing analysis? This file should detail dentist taxpayer ID. number, 
city/address, billed charges, paid claims charges, ADA number, and whether or not the 
dentist is In Network or Out of Network.  Will the State provide monthly dental claims 
experience, monthly dental enrollment of covered employees/dependent 
units/families/members by month for last three years.  Does the State wish quotes on Life, 
Optional Life or Disability Coverages? Vision coverage? If so, we will need materials, 
claims experience, plans for these lines of coverage. 
 
The self-funded dental plan is not part of this RFP.  This RFP is for HMO services for 
medical, pharmaceutical and vision only.  The standard PEBP benefits package includes 
dental coverage regardless of medical plan selection.  PEBP participants and their 
covered dependents will remain on the existing PEBP dental plan.  Life, Optional Life 
and Disability Coverage quotes are not requested as part of this RFP.  Those services are 
already covered under existing contracts and are not included in the scope of work for this 
RFP.  Vision coverage should be included in the HMO plan provided in the vendor’s 
response. 
 


35. The RFP defines the "Vendor" as "organization/individual submitting a proposal in response 
to this RFP.” Please confirm that for the purposes of responding to this RFP regarding 
experience, including the reference section that the Vendor may include in their response the 
contracts held by affiliates/parent organizations of the bidding entity. For example, in 
addition to Nevada-specific experience, a Vendor may have relevant experience in other 
states through its parent and affiliate health plans. Please confirm that affiliate and/or parent 
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company experience may be represented in the responses relating to experience and 
qualifications in the proposal. 
 
For the purpose of this RFP, references, qualifications and experience must be for the 
vendor (organization/individual) submitting the proposal and not affiliates or parent 
companies unless specific sections refer to parent organizations.  See Questions #188, 
#189 and #190.  
 


36. Please confirm that deliverables identified for the Vendor in the Scope of Work (Section 4) 
should be provided during readiness review unless a timeframe is specified. 
 
Yes. 
 


37. Section 1.14, page 5, requires bidders to have a license in all "mandatory managed care 
counties." Should DHCFP choose to expand the geographic area of the program, please 
confirm that awarded vendors would be given the opportunity to obtain a certificate of 
authority in additional counties at that time? 
 
Yes. 
 


38. Section 1.2. Please confirm the geographic service areas for enrollment purposes. Will 
DHCFP publish a list of the zip codes in urban Clark and Washoe county service areas? 
 
The information is available in Excel format upon request by contacting the Purchasing 
Division’s designee, Gail Burchett, by e-mail at gburchett@admin.nv.us. 
 


39. Section 1.8.5. Please clarify the meaning of “same provider network as is available to those 
eligible for Medicaid.” Would the bidder meet this requirement if it met the State-designated 
Health Insurance Exchange (HIX) or Medicaid program network adequacy requirements and 
at least offered HIX participation to its Medicaid network providers, including significant 
traditional Medicaid providers? Bidders may need to amend provider contracts to add the 
HIX programs. Some Medicaid network providers may decline to participate in a bidder’s 
HIX network or demand reimbursement that does not allow the bidder to meet the section 
1.8.10 premium requirements. As such, bidders may not be able to guarantee the exact same 
network for HIX networks as for Medicaid. 
 
An MCO Transition QHP must meet all of the requirements of any other QHP, including 
the network adequacy standards of the Exchange and the Division of Insurance.  
Exceptions to requirements of section 1.8 of this RFP that exceed the requirements of 
QHPs must be clearly indicated. 
 


40. Please define what is intended by the requirement included in 1.8.7 which requires the 
Vendor to “coordinate edit patterns” for members who transition to the Vendor’s Managed 
Care Organization (MCO) and the Vendor’s Qualified Health Plan (QHP). Please define 
“edit patterns.” 
 
Edit patterns means any plan exception made for an individual in relation to an episode of 
care to allow the individual to receive appropriate cost effective medical care. 
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41. Please clarify the following regarding Section 1.8.9:  Section 1.8.9 requires that the Vendor 
continue to cover certain benefits that would not otherwise be part of Nevada’s essential 
health benefits package for a certain period of time. Please confirm this understanding. 
Additionally, please confirm that the benefits to be continued would not include coverage of 
cost-sharing such as co-payments and deductibles. If cost-sharing is to be included in the 
benefits to be continued, we strongly recommend that the State reconsider the provision in 
1.8.10 which would limit the premium for the Transition QHP to no more than 15% greater 
than the median premium offered on the exchange. • It is our understanding that Section 
1.8.9 specifically applies only to those individuals who are enrolled in the Vendors’ MCO 
and transition to the Vendor’s Transition QHP. Please confirm that our understanding is 
correct. 
 
The requirements of 1.8.9: 
 


1. Apply only to individuals who lose Medicaid eligibility and become eligible for the 
MCO Transition QHP for a length of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc. 
 


2. Apply only to services that are covered and do not apply to cost sharing.  Cost 
sharing for such services should be similar to cost sharing of other similar services 
that would otherwise be covered by a QHP. 


 
It is expected that the Essential Health Benefits package for Medicaid will be very similar 
to that of the individual market and will likely represent little to no increase in cost 
compared to other QHPs.  The State will work with the vendor on the habilitative 
coverage category.  Exceptions to requirements of Section 1.8 of this RFP that exceed the 
requirements of QHPs must be clearly indicated. 
 


42. Section 1.8.10. What data will be made available to price the plans required under the health 
care exchange? Will there be a limit on administrative load? 
 
MCO Transition QHPs are required to follow all requirements of the Affordable Care 
Act, the Division of Insurance and the Exchange that pertain to the individual market, 
including the 80% Medical Loss Ratio cap.  The State has no data to price the MCO 
Transition QHPs, nor does it have data to price any other QHPs. 
 


43. Section 2.4. Is the State's intent with the Public Employees’ Benefits Program (PEBP) 
option to add a third vendor to serve the program with the two current incumbents, or is the 
State continuing with two health plans to serve PEBP recipients and may consider 
respondents of this RFP to possibly supplant incumbents? Will additional points be provided 
to, or will the State look more favorably on, respondents that choose to submit this optional 
proposal? 
 
The Optional Proposal Opportunity in this RFP represents an alternative option for 
PEBP to consider for awarding HMO services.  Depending on the responses, PEBP may 
or may not award HMO services from this RFP.  If PEBP does award a contract based on 
the responses to this RFP, it may be in addition to or a replacement of the current 
contracts.  This determination would be made by the PEBP Board.  If PEBP does not opt 
to award a contract based on the responses to this RFP, then PEBP will release its RFPs 
for HMO services on their normal schedule.  Should PEBP choose to award a contract to 
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a vendor (or vendors) resulting from this RFP, the contract termination notices with its 
current vendors would be honored.  There is no scoring advantage given to vendors who 
include the PEBP option in their response.   
 


44. Please clarify the following regarding Section 4 (Scope of Work):  Section 4 references the 
potential expansion of the contracts to the Aged, Blind and Disabled (ABD) population. 
Please explain whether this would also include an expansion to other geographic areas in the 
State. How will the vendors selected under this contract relate to the vendor and program 
enrollees in the Care Management Organization which was procured earlier this year?  May 
vendors build in a separate line item for PPACA costs that may differ depending on whether 
PPACA moves forward, or if there is repeal and replace scenario?  If there is a change to 
PPACA requirements that are known to-date that significantly change the administrative 
work involved, will the administrative load be revisited?  Will the administrative load be 
revisited if the ABD population is included in the covered populations, or will the same 
administrative load be used? 
 
There are no current timelines or plans for the expansion of contracts to the ABD 
Population.  See Question #75 related to Care Management Organization.  There is no 
additional information to provide at this time regarding the ABD population.  
 


45. Section 4.2.2. It is our understanding that several of the covered services included in Section 
4.2.2 represent new and expanded covered benefits under the contract. Please confirm that it 
is the intent of the DHCFP that the following services should be covered by the MCOs; 
intensive outpatient treatment, alcohol and substance abuse treatment, hospice, orthodontia, 
habilitation and medication management, methadone treatment, nursing facilities. 
 
Yes.  On orthodontia (age-specific criteria applies, see Medicaid Services Manual 1000) 
 


46. Section 4.2.2.24.D. This section lists several types of Mental Health Services that are 
covered by the Vendor. One of the types listed for Mental Health Services is “services,” 
which is included as item D. Please define what these “services” are. 
 
4.2.2.24, Mental Health Services, should be amended to read: 


 
A. Inpatient Psychiatric Hospital; 
B. Mental Health Outpatient Clinic; 
C. Mental Health Rehabilitative Treatment 
D. Services;  
E. D. Psychologist; 
F. E. Outpatient Psychiatric  
G.F. Residential Treatment Center (RTC) 
H.G. Case Management 
I. H. Habilitation services:  Instrumental Activities of Daily Living (IADL)/Activities of 


Daily Living (ADL); and 
J. I. Medication Management 


 
 


47. Section 4.2.3. Habilitation and Medication Management are listed under covered Mental 
Health Services. Please confirm the populations that would be eligible to receive these 
services. 







Amendment 1 RFP 1988 Page 16 of 46 
 


 
All recipients eligible for the Managed Care program are eligible for all covered medically 
necessary services.  
 


48. Section 4.2.8 indicates that the Vendor must reimburse providers and coordinate Activities 
of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL) for CSHCN. 
Please confirm the populations that would be eligible to receive these services. 
 
All recipients eligible for the Managed Care program are eligible for all covered medically 
necessary services.  
 


49. Section 4.3.10.3. This paragraph appears to envision members transitioning between the 
MCO and the HIX. Is the intent of this section to clarify transition planning between the 
MCO and the MCO's qualified health plan or to/from other HIX plans? If the intent is to 
transfer to other HIX plans, please describe the process whereby the receiving health plan 
obtains information and details about the services the member had been receiving in the 
prior plan. 
 
A person may change eligibility status during a care episode.  That person may then be 
eligible for Exchange coverage or other non-exchange coverage to include individual and 
employer based coverage.  The Vendor should have a procedure in place to notify any 
insurance carrier or plan of relevant patient information.  This assumes the Vendor is 
notified which organization has assumed responsibility for the individual’s coverage.  The 
Exchange may facilitate the transfer of information by informing the Vendor in which 
QHP the individual has enrolled, if allowed by law.  The Exchange will never take 
possession of any PHI. 
 


50. In Section 4.5.5.5 please confirm that when a new member is identified through our initial 
health risk screening assessment, a comprehensive assessment should be performed on those 
members identified with a need. This assessment is then performed within 90 days of 
enrollment to further determine case management and other services. 
 
Confirmed. 
 


51. Section 4.7.2.5.C. Dental Sealants, a HEDIS-like measure, are no longer reported to 
DHCFP. Is it the intent of the State to reinstate reporting the percentage of members ages 6-
14 with at least one dental sealant during the year? 
 
See Question #5. 
 


52. Section 4.8.5.7.A. We understand that within the written description of the IQAP, we are to 
include the method for performing provider reviews. Please clarify the specific elements 
listed in Section 4.8.5.7.A and B that we are to address, especially the meaning of element 
B. “to health professionals and Vendor staff regarding performance and patient health care 
outcomes.” 
 
4.8.5.7 B. should be amended to read:   
 
Feedback to health professionals and Vendor staff regarding performance and patient 
health care outcomes.  
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53. Section 4.8.6.2. Item number 6 notes that Vendors must conduct PIPs that focus on 


utilization of ambulatory care. However it is our understanding that DHCFP will direct the 
MCOs with regard to the PIPs that must be implemented. Please explain how this provision 
relates to the PIPs determined by DHCFP. Are these PIPs in addition to the required two 
PIPs or component parts of them? 
 
Section 4.8.6.2.c.3 states that the “Vendor will be required annually to conduct and report 
on a minimum of two PIPs.” It is expected that the vendor will maintain a robust quality 
improvement program and structure that enables ongoing evaluation of services such that 
the Vendor can identify opportunities for improvement and implement targeted strategies 
to improve the quality of services and health outcomes of the Vendor’s population. Thus, 
it is expected that the Vendor will have its own internal performance improvement 
projects (PIPs) underway at any given time. In addition to the internal performance 
improvement projects performed by the Vendor, DHCFP will require the Vendor to 
annually conduct and report on a minimum of two PIPs, which will be submitted to 
DHCFP’s external quality review organization (EQRO) for validation. DHCFP will 
provide instruction on the PIP topics to be submitted to the EQRO for validation.  
 


54. Section 4.8.13.6. Please describe what is envisioned by the inclusion of recipient satisfaction 
surveys in the credentialing process. Current CAHPS surveys do not identify providers 
specifically or tie to the provider in any way so it is difficult to understand how vendors 
would implement this requirement. 
 
As part of the Recredentialing process, the Vendor is expected to consider other data that 
would weigh into the decision to recredential a provider. This includes recipient 
satisfaction surveys. CAHPS surveys are not specifically mentioned in the RFP as the type 
of survey the Vendor would use to obtain more information about recipients’ satisfaction 
with a particular provider. 
 


55. Section 4.8.18.2.B requires a "comprehensive" assessment on all new members within 90 
days of enrollment and further describes in detail the qualifications of the individuals who 
may conduct the assessment. These requirements appear to be included in the context of the 
potential of new populations such as the aged blind and disabled members and/or members 
with complex chronic conditions and yet many of the members eligible for the program will 
be healthy children and adults. Please confirm that MCOs may meet this requirement by 
conducting an initial health risk assessment to determine whether an extensive 
comprehensive assessment is necessary and appropriate. 
 
Refer to section 4.8.18.1.A for initial health risk assessment.  
 


56. Section 4.8.18.2.D. The last paragraph of this section notes that the Vendor must honor 
ongoing care treatment plans for members transferred from another Medicaid Vendor, a 
State designated HIX plan or other existing care treatment plans. Please explain how the 
MCOs will receive information about existing care and treatment plans for these members. 
 
The vendor should propose methods based on medical necessity. 
 


57. Section 4.8.18.4. Please confirm that Vendors should use their own stratification and 
identification methods to identify the members who can most benefit from case 
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management. The list included in 4.8.18.4 appears to show conditions that would be likely 
to trigger the need for Case Management, but may not be the sole reason for case 
management services. As we understand the requirements, the vendor should build 
processes and protocols to ensure that members who need case management services will 
get them. 
 
Yes. 
 


58. Section 4.8.18.4. Item J includes Members in Supportive Housing. Please define the 
population envisioned to receive services under this provision. 
 
Refer to Section 2103.5 of the Medicaid Services Manual located on the DHCFP website. 
 


59. Section 4.8.20.3 notes that the Vendor must have linkages between these functions and the 
quality assurance program. Please explain what is envisioned under the "Benefits Redesign" 
line item. 
 
MCOs are required to provide and make available a minimum set of services determined 
by Federal and state requirements. If the Vendor were to offer benefits that were above 
and beyond the contractually required benefits offered to recipients (such as 2nd pair of 
glasses or contact lenses), then we would want to see that changes to benefits (or benefits 
redesign) are linked to data uncovered as part of their ongoing QA activities.  
 


60. Section 5.1.10.1.E states that the respondent must “Provide the names, résumés, and any 
additional pertinent information regarding key personnel responsible for performance of any 
contract resulting from this RFP. Section 5.4 is also requesting that “a resume must be 
completed for each proposed individual on the State format provided in Attachment G 
Proposed Staff Resume, for key personnel to be responsible for performance of any contract 
resulting from this RFP.” Please confirm that respondents should submit resumes of key 
personnel in response to both Sections (5.1.10.1.E and 5.4), or should respondents submit 
the resumes in one place or the other and not both? 
 
5.1.10.1. E states:  “This information must be included in vendor’s technical response to 
the RFP.”  Technical response information for résumés is submitted under Attachment G, 
same as note in Section 5.4. 
 


61. Section 5.1.11.4. Please provide further clarification and the definition of sole source 
subcontracts as included in "benefits services." Would sole source refer to those contracts 
between the vendor and a category of service provider for which there are no alternative 
providers identified? 
 
This refers to exclusivity agreements.  For example if you have or intend to have an 
arrangement with a single hospital in Washoe County and negotiate a price with them 
based on 100% of your book of business, effectively freezing out all other hospitals in 
Washoe County or an agreement with a provider or facility to only access your plan 
(emergencies being the obvious exception) then the DHCFP expects to be aware of this 
arrangement.  This applies across the board to all provider and facility types. It also 
extends beyond the original proposal and should be considered an ongoing requirement 
for the duration of the vendor’s contract with DHCFP. 
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62. Section 5.1.11.6.D. Since the covered populations are those eligible under the TANF and 
CHIP programs for which there is no patient liability, please explain under what 
circumstances the Vendor would be determining and collecting patient liability. 
 
Subrogation.  
 


63. Section 5.2.1.4 Requires vendors to submit the same information for any proposed 
Subcontractor as included in Section 5.1, Vendor Information. Is the intent of this section to 
require Vendors to submit items 5.1.1 through 5.1.12 for all subcontractors OR is the intent 
that Vendors submit items 5.1.1 through 5.1.8 up to Corporate Background section? 
Sections 5.1.9. through 5.1.12 would largely be not applicable to a subcontractor which 
would typically provide only a particular service or small subset of services under the 
contract. Additionally, the full list of items included in 5.1.1 through 5.1.12 is extensive and 
will result in a huge volume of material for Vendors with even a few subcontracts. 
 
The State requires a response from each subcontractor for items 5.1.1 thru 5.1.12.  The 
State acknowledges that the volume of information may be extensive; however the 
information is necessary to make informed decisions. 
 


64. Sections 5.3 and 5.1. Please confirm that Vendors may seek business references from the 
customers of their affiliates and other entities in the corporate family. 
 
Yes. 
 


65. Section 10.1.5 states that the respondent must place written responses "immediately 
following the applicable RFP question, statement and/or section." Does the State expect 
respondents to include all requirement language in our responses for Tab VI - Scope of 
Work (Section 4) and Tab VII - Company Background and References? For the Scope of 
Work, there are 141 pages of requirement language alone and including this material in the 
final response will greatly increase the volume of pages and material. 
 
The State expects the vendors to follow the format requirements as listed in the RFP this 
includes Section 10.1.5.   Sections of the RFP that are vendor informative only may be 
redacted. Responses must follow the format of the RFP. 
 


66. Section 10.2.2.6. In responding to the Tab VI Scope of Work (Section 4), are respondents 
expected to simply affirm their ability to meet each requirement, or is the State expecting 
more detail in how respondents will meet each requirement? 
 
Vendor is expected to provide appropriate information to demonstrate how they will meet 
each requirement.   
 


67. Attachment I. The posted Forms and Reporting Guide does not include all the items 
referenced in this section. Will DHCFP post complete Forms & Reporting Guide? 
 
Note tabs on the Attachment I on the Excel workbook.  
 


68. Attachment O. How will the administrative load change after the first year? Will the same 
percentage load be applied to each year? If so, will the administrative load be a percentage 
of premium or on a per member per month basis. 
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The administrative rate is a percentage of the premium. The rate may change from year to 
year, and will be determined by actuarial assessment within a sound range of age/gender 
cohort rates, applied risk assessment, and other industry standard factors. 
 


69. Attachment O. Is there a detailed format to be used for the cost proposal? How will the cost 
proposal be weighted in the final scoring of the bid? 
 
State purchasing rules dictate that scoring methodology, weights, etc, are not released 
until a Notice of Award is made.  Attachment O has cost proposal format.  
 


70. Please confirm that vendors should describe their value-added benefits (VAB) in response to 
5.1.11.1 with key information such as description, benefit limits, and eligibility categories. 
Please confirm also that VAB costs should be excluded from the cost proposal. 


 
Yes, to both.  
 


71. Section 1.8: This provision appears to require vendors offering the Silver and Gold health 
plan on the Individual Exchange to cover benefits for a period of time when a member 
transitions into the health plan. Please describe the process that will facilitate giving the HIX 
health plan information and details about the member's condition or existing services to be 
considered for a transition plan. 
 
See Question #49. 
 


72. RFP Section 10.1.5 states that “Written responses must be in bold/italics and placed 
immediately following the applicable RFP question, statement and/or section.” Are 
respondents expected to include section headings and narrative headings in bold/italics as 
well? We recommend allowing for headings to be in font styles other than bold/italics to 
make it easier for evaluators to differentiate headings from the narrative of the written 
response. 
 
Responses shall be as requested in the RFP. 
 


73. Regarding Section 1.1. Is there the possibility that the state will award Medicaid contracts to 
three MCOs instead of two due to the pending membership growth from ACA reform and 
the likelihood of the state adding more populations and/or geographic areas? 
 
No. 
 


74. Section 1.1 Does the covered population include Dual Eligibles? 
 
No. 
 


75. Section 1.1 If the state adds more populations and/or geographic areas to the MCO program, 
will the new proposed Care Management Organization (CMO) model still operate for those 
populations and/or geographic areas? If so, please explain how enrollment and auto-
assignment processes would work when both the MCO and CMO models are options. 
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Current populations eligible for the MCO program are not eligible for the CMO Program.   
CMO population is specifically for FFS.  
 


76. Section 1.1.4 For the Benchmark Plan: What is the legislative bill #? What is the expected 
date for passing the legislation? Is there a working document available for review? 
 
This information is contingent upon the Governor’s approval of the expanded population, 
and subsequent budget and possible legislative approval.  There is no bill number at this 
time.  There are no working documents available for review.  
 


77. Section 1.3.2.5 Please define "shadow claims". 
 
Encounter claims; claims collected but not paid by DHCFP. 
 


78. Section 1.4.2.1 Please verify that mental retardation is a covered benefit under this contract 
that the MCOs are responsible for managing the benefit, and will be at risk for costs of care. 
 
Mental retardation is not a benefit. 
 


79. Regarding Section 1.6.2.  If a Vendor includes a caveat to the RFP language in either the 
technical proposal or the cost proposal (Attachment O) does this section mean that the RFP 
language overrides that caveat? 
 
Any exceptions proposed should be clearly listed in the exceptions to the RFP Section.  
 


80. Regarding Section 1.8.  What are the timeframes for establishing Qualified Health Plans 
such as a readiness review? 
 
It is expected carriers will begin submitting QHPs to the Nevada Division of Insurance for 
rate review and certification on March 1, 2013.  It is expected the vendor will work with 
DHCFP to determine appropriate timelines for additional review. 
 


81. Regarding Section 1.8. In the layout of the response for the RFP, where would the response 
for the willingness to comply with section 1.8 needs to be placed? 
 
Directly following the paragraph that requires such response. 
 


82. Section 1.8 What are the HIX requirements for the State of Nevada? 
 
See www.exchange.nv.gov. 
 


83. Regarding Section 2. If a Vendor chooses to bid on the PEBP optional opportunity, what is 
the process for bidding on it? What are the components that must be submitted and how 
should they be submitted? 
 
The PEBP section of this RFP should be included as a separate stand-alone component of 
the vendor’s RFP response in such a manner that there is clear differentiation between 
the components of the vendor’s response that are directed towards the DHCFP project 
and those directed towards the PEBP project.  Since the DHCFP intends to award a 
contract or contracts from this RFP and PEBP may or may not award a contract from 
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this RFP, the components need to stand on their own merit.  If a vendor chooses to bid on 
the PEBP section of this RFP then each question in the section should be answered in 
order with appropriate detail.   
 


84. Regarding Section 2. Is the PEBP opportunity limited only to Vendors who bid on the 
Medicaid opportunity? 
 
Yes. 
 


85. Regarding Section 2.  Can further information be provided for the requirements of the 
optional proposal opportunity? 
 
This question is not specific enough for PEBP to answer.  See additional clarifications in 
responses to questions 19, 30, 31, 32, 33, 34, 43, 83 and 88.   
 


86. Regarding Section 2. In the layout of the response, where would the optional proposal 
opportunity for Section 2 be placed? 
 
Section 2. 
 


87. Regarding Section 1.8.10.  Is there a format or preference for the sample transition plan for 
drugs and services? 
 
No. 
 


88. Regarding Section 2.  If the state were to reserve the right to initiate service at an earlier 
date, how early could that be prior to the 7-1-2013 date? 
 
Amended Section 2.3:  
 
The effective date of the contract resulting from this RFP is anticipated to be July 1, 2013. 
; however, the State reserves the right to initiate service at an earlier date.  The contract 
term will be Four (4) years with a possible one (1) year extension.  No contract is deemed 
effective unless and until approved by the Nevada State Board of Examiners (NRS 
284.1729).  
 


89. Regarding Section 2.3. Does the right to change effective start date to an earlier date only 
apply to Section 2/Optional Proposal? 
 
See Question #88.  
 


90. Regarding Section 4.5.3.3. Will the state provide a list of “Essential Community Providers” 
falling under subsections A, B, C, J, K, and N? 
 
4.5.3.3 Essential Community Providers should be amended to: 
 
Examples of Essential Community Providers are listed in Attachment N.  An essential 
community provider is defined as a provider:   
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91. Regarding Section 3.  Are there more specific SMI and SED definitions including the level 
of “qualified provider” required to make this assessment and the range of diagnoses or 
conditions included? Are there specific forms used in administering the assessment? 
 
Refer to Section 400 of the Medicaid State Manual for provider information on SMI/SED 
and assessment.  
 


92. Regarding Section 3.  Are network providers and facilities in the MCO's network considered 
subcontractors? 
 
Section 3 is the Acronyms/Definitions section of the RFP.  The definition given for 
subcontractors is as follows:  “Third party, not directly employed by the contractor, who 
will provide services identified in this RFP.  This does not include third parties who 
provide support or incidental services to the contractor.”  If medical services are being 
provided as part of this contract, and those will be provided by a physician / hospital, etc., 
then this would mean they are a subcontractor.  That having been said, there are 
situations throughout the RFP where it is specifically stated that subcontractor 
requirements do not apply to medical providers.  The vendor should evaluate each 
requirement individually.  The part of the definition that says “This does not include 
third parties who provide support or incidental services to the contractor” is addressing 
janitorial services, landscapers, the company who delivers your bottled water, etc. 


 
93. Regarding Section 4.  Please provide the zip codes for urban Clark and Washoe counties. 


 
See Question #38. 
 


94. Regarding Section 4. Regarding the requirements of the ACA, can the wording be adjusted 
to clarify that Vendors only have to meet requirements relevant to functioning as a Medicaid 
MCO? 
 
In this particular section of the RFP the ACA requirements pertain only to this contract, 
therefore vendors only have to meet these requirements relevant to functioning as a 
Nevada Medicaid/ Nevada Check Up MCO.  To be clear, the State does not have an 
interest in the vendor’s commercial business, but we do not limit this requirement to only 
Title XIX recipients. 
 


95. Regarding Section 4. This section states that at the sole discretion of the DHCFP, the 
contract may be expanded to include services to Medicaid Aged, Blind, and Disabled 
recipients and that the DHCFP and the Vendor will negotiate mutually agreed on, actuarially 
sound capitated payment rates for the expansion at least 90 days prior to the effective date. 
What happens in the event that the DHCFP and the Vendor cannot come to a mutual 
agreement that rates for the expansion are actuarially sound? Can a Vendor opt not to 
participate in the expansion if they cannot reach agreement? 
 
The vendor cannot opt out of this requirement.  Rates are set by an independent actuarial 
firm under contract to DHCFP.  The rates must be determined to be actuarially sound by 
CMS.  If CMS determines the rates are sound then the vendor must accept this business.  
Any negotiations will be within an actuarially sound range and may not go outside that 
range.  This is exactly the same arrangement for the rest of the business with DHCFP; the 
State will never go outside of an actuarially sound range, neither higher nor lower, as 
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determined by our contracted actuarial firm.  To be clear this applies to TANF / CHAP 
and Nevada Check Up capitation payments, and it is always the State’s actuary who will 
set the rate, never the vendor’s actuary.  However, we encourage active participation by 
the vendors actuary during the rate setting period to point out any anomalies they feel 
should be considered. 
 


96. Regarding Section 4. Please confirm that any increase in costs to a Vendor related to 
payments to providers would be included as an adjustment to the capitation rate for actuarial 
soundness. 
 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; and, no, not “any” increase in cost to a Vendor 
would necessarily be included as an “adjustment” to the capitation rate, though increases 
in cost to a Vendor are indeed part of the rate development process. 
 


97. Section 4, 4th paragraph Does ‘urban area’ as referenced have the same geographical 
definition as the Division of Insurance’s use of ‘urban’ in stating the service area on an 
insurer’s Certificate of Authority? If not, please explain or list the difference(s). 
 
As used in this RFP, “urban area” means not rural or frontier and it is determined by zip 
code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not 
required to establish a provider network in any rural / frontier areas, nor are they 
required to serve any recipients who live in rural / frontier areas but could travel into an 
urban area.  Whether or not this matches the DOI Certificate of Authority definition is of 
no relevance to this proposal; however this does not excuse any vendor from meeting all 
DOI requirements. 
 


98. Section Last paragraph. What is the notice timeframe for the addition of services, if 
applicable? 
 
Section not defined, cannot respond.  
 


99. Section 4.2.1.4 As long as the MCO’s definition of “medically necessary services” is not 
more restrictive than the State, can the MCO utilize different authorization requirements 
than what is used by the State? 
 
The MCO can utilize different authorization requirements than what is used by the State, 
as long as they are not more restrictive.  It is important to note, though, that any services 
not covered by Medicaid will not be considered in future rate setting and should be 
considered as having been provided at the sole expense of the MCO.  For instance, you 
can offer infant circumcision to your Medicaid recipients but this is at your sole expense.   


 
Future rates will not be set using a “cost plus” methodology where an MCO would benefit 
from being inappropriately generous with their authorization requirements and profiting 
from an administrative markup on higher than necessary costs.  For instance if the State 
allows 10 units and you consistently authorize 30 units you may find that your costs will 
exceed your compensation.  On the other hand if by authorizing 30 units you achieve 
improved health outcomes then you might benefit financially from that decision. 
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100. Section 4.2.1.6 Please provide examples of circumstances where DHCFP would request the 
removal of a prior auth requirement. What information would the MCO be required to 
provide to DHCFP to make that decision? 
 
A decision during a fair hearing that contradicted the decision of an MCO and/or 
transition from FFS prior authorization to a managed care organization.  
 


101. Section 4.2.1.6, paragraph 3.  What criteria would the State utilize in removing prior 
authorization requirements? If the MCO could show financial impact on these changes, 
would the cap be adjusted mid contract/cycle? 
 
See Question #100; and No.  
 


102. Section 4.2.1.6. Does the MCO have the ability to implement authorization 
requirements/edits that are different than the fee-for-service program? 
 
The Vendor shall coordinate prior authorizations and edit patterns with those used in the 
fee-for-service program. 
 


103. Section 4.2.1.6.  Are the edit patterns available for those used in the fee-for-service 
program? 
 
Yes. 
 


104. Section 4.2.1.7.  Does the contracted provider network need to be submitted with the RFP? 
 
No. 
 


105. Section 4.2.1.7 Does the provider network supported by written agreements include Letters 
of Intent (LOIs) and Letters of Agreement (LOAs)? 
 
Yes. 
 


106. Section 4.2.1.7 item B.  Is there a listing of providers that currently do not accept Medicaid 
that could be provided by the state? 
 
No. 
 


107. Section 4.2.1.8 C.  Can the MCO limit the time period a member can use his/her current 
provider if an appropriate in-network provider is available? 
 
Yes. 
 


108. Section 4.2.1.8 Item A.  What type of provider is considered a state-operated clinic PCP? 
 
PCP clinic’s that are operated by the State of Nevada.   
 


109. Section 4.2.1.8 Item A.  What type of specialist does the state consider a PCP? 
 
Any specialist can be a PCP based on medically necessary conditions.  
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110. Section 4.2.2.24.d.  The list of Mental Health Services on page 45 includes: “D. Services”; 


Please verify that this is a typo. 
 
See Question #46. 
 


111. Section 4.2.2.29.  Does services rendered by an optometrist/optician include both medically 
necessary vision and routine vision services? 
 
Yes. 
 


112. Section 4.2.2.31.  What is considered as Personal Care Aide? 
 


See State Medicaid Services Manual Chapter 1402 Personal Care Aide Program.  
 


113. Section 4.2.2.47.  Please define court ordered treatment. 
 
This refers to court orders for treatment issued by a court in Nevada.  This will usually 
involve children and adolescents and ordered by a family court.   
 


114. Section 4.2.2.47.  Is the Vendor obligated to pay for court ordered services if they are not 
considered a covered service by the State or the Vendor? 
 
The vendor is obligated to reimburse medically necessary services that are within the State 
Plan and/or Managed Care contract if the recipient is eligible for Medicaid or Nevada 
Check UP.  
 


115. Section 4.2.3.1 Will the State provide identifiers on the eligibility file that indicate if the 
member is Native American? Are there other cultural/ethnic or race indicators on the 
eligibility file? 
 
Yes, to both.  


 
116. Section 4.2.3.3, 4th paragraph.  Please confirm if the current School District contracts will 


be maintained by the State or if the MCO will contract directly? Are there any contract 
nuance requirements such as exemption from co-pay, co-insurance, exemption from prior 
authorization or UM requirements, etc.? 
 
The current School District contracts will be maintained by the State; the MCO will not 
contract directly.  Since the MCO will not be part of these contracts there are no contract 
nuance requirements that the MCO needs to be aware of. 
 


117. Section 4.2.3.8.  What are the MCO’s alternatives if a member or member’s parent/guardian 
refuses to authorize an assessment for SMI or SED? 
 
The MCO will continue to case manage the recipient.  
 


118. Section 4.2.4 For Title XIX children, the Vendor is responsible for reimbursement of all 
medically necessary services under EPSDT whether or not the service is in the State Plan. 
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Will the cost of these services be included in the capitation revenue to the Vendor from 
DHCFP? 
 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; increases in cost to a Vendor are indeed part of 
the rate development process, and medically necessary EPSDT services would of course 
be accounted for in that process. 
 


119. Section 4.2.7.  What clinical guidelines may the Vendor use for developing the PDL? 
 
Refer to Chapter 1203.1A for coverage and limitations and Medicaid Operations Manual 
(MOM) Chapter 200 for Pharmacy & Therapeutics (P&T) Bylaws. 
 


120. Section 4.2.7 – general.  Are there prescription program benefits that limit number and/or 
type of prescriptions that can be filled per month? 
 
Refer to Medicaid Services Manual Chapter 1200. 
 


121. Section 4.2.7 – general.  Are all recipients entitled to the same prescription drug coverage 
benefit? Or does it vary based on medical assistance category? 
 
All recipients are entitled to the same prescription drug coverage benefit. 
 


122. Section 4.2.7 – general. May the Vendor define/determine what constitutes a specialty 
pharmacy product and must this definition be approved by the state? 
 
The vendor is expected to offer pharmacy benefits that mirror or exceed Medicaid FFS. 
 


123. Section 4.2.7 – general. Is the Vendor permitted to utilize a preferred specialty pharmacy for 
designated pharmaceuticals? 
 
Yes, however this pharmacy must be readily accessible to all of the plan’s members. 
 


124. Section 4.2.7 – general. Are there specific therapeutic categories of drugs that have 
mandated coverage rules? e.g. all HIV drugs must be on the PDL and may not require prior 
auth. 
 
Refer to Medicaid Services Manual Chapter 1200.  The vendor is expected to comply with 
NRS 422. 
 


125. Section 4.2.7 – general. Are the pharmacies that process prescription drug claims for 
Medicaid recipients required to have any additional or specific Medicaid registration with 
the state or are their usual NPIs acceptable? 
 
They must be enrolled as a Nevada Medicaid provider. 
 


126. Section 4.2.7 – general. Are there Medicaid recipients who reside outside the state where 
they may need to receive pharmacy services, such as, but not limited to, foster children in 
homes outside Nevada? 
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Yes. 
 


127. Section 4.2.7 – general.  Will Vendors be able to determine the prescription drug benefit 
design, such as days’ supply per fill, maintenance quantities, co-pays, refill too soon logic? 
 
Vendors may propose their drug benefit design, but should consult the Medicaid Services 
Manual Chapter 1200.  However, they may not be more restrictive than FFS and may not 
have co-pays. 
 


128. Section 4.2.7 – general.  For decisions on the medical necessity of a prior authorization for 
prescription drugs, may these decisions be determined by a qualified health care professional 
or must the decision be rendered by a medical director? 
 
Approvals may be made by an appropriate, qualified, licensed health care professional; 
denials may only be made by a licensed physician. 
 


129. Section 4.2.7 – general. For outpatient prescription drugs for the treatment of substance 
abuse, are they considered a behavioral health benefit or are they to be covered as part of a 
member's prescription drug benefit? 
 
What to consider these is entirely a decision of the vendor and may not be the same in 
every situation.  However, may never be less than FFS.  
 


130. Section 4.2.7 – general. For outpatient drugs to treat substance abuse disorders, are they 
covered for just the period of detox to prevent withdrawal or is maintenance therapy to be 
covered? 
 
Whatever is medically necessary. 
 


131. Section 4.2.7 – general. For outpatient drugs for maintenance of substance abuse disorder, 
are there limits in quantity, duration or scope to which a Vendor must cover this therapy? 
 
Whatever is medically necessary. 
 


132. Section 4.2.7 – general. If the Vendor may establish its own formulary/PDL based on 
clinical criteria, may the Vendor also establish its own prior authorization criteria and 
quantity limits for drugs on that PDL? 
 
Yes, based on best practice or evidence based practice standards. 
 


133. Section 4.2.7 – general. Is the Vendor required to gain approval of the individual prior 
authorization criteria from the state prior to use? 
 
No, as long as it is based on best practice or evidence based practice standards. 
 


134. Section 4.2.7 – general.  If the Vendor is required to get its prior auth criteria approved, 
through what process is this accomplished? 
 
The process of review for the prior authorization criteria would be in the Readiness 
Review. 
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135. Section 4.2.7.  May the Vendor’s transition of care policy for prescriptions be based solely 


on medical necessity and process of the Vendor or does the state have specific guidelines for 
this process, e.g. day supply and transition duration etc.? 
 
This RFP does not require any specific guidelines other than best practice or evidence 
based practice standards. 
  


136. Section 4.2.10.4.  How are FQHC wrap around payments currently handled and what is the 
expectation for the MCOs and wrap around payments with this contract? 
 
DHCFP is responsible for FQHC wrap payments; MCOs will be responsible for quarterly 
reporting on FQHC/RHC activity. 
 


137. Section 4.2.11.1 D. Is the DHCFP’s ability to require removal of the prior authorization 
requirement for various procedures based on reported approval data and any other relevant 
information limited to OB Global payments? 
 
No. 
 


138. Section 4.2.11.3.  Do Maternity Encounters need to be sent as a separate encounter file? 
 
No. See http://www.medicaid.nv.gov/providers/edi.aspx. 
 


139. Section 4.2.11.5.  Will the adjustment to the capitation payment be equivalent to what the 
Vendor will need to pay to providers? 
 
This is a risk-based contract; in some instances, Stop/loss claims for example, the State 
shares the risk. It is expected that Vendors will negotiate reasonable and advantageous 
terms with providers given the economies of scale associated with large membership(s). 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; increases in cost to a Vendor are indeed part of 
the rate development process, but this is not the sole consideration. 
 


140. Section 4.3.10.1. What is the mechanism for the State to inform the MCO of newly enrolled 
members with indicated medical conditions or members who are receiving specified 
services? 
 
No mechanism in place.  
 


141. Section 4.3.10.2. Is there a specified timeframe that the sharing of relevant patient 
information between MCOs or from/to FFS must occur when a member has been transferred 
from one Plan to another or to/from FFS? The only indication of a timeframe is specific to 
when a member is hospitalized at the time of the change and that is 5 days. 
 
Relevant patient information should be transferred within five (5) days.  
 


142. Section 4.4.1.1 DD.  Does this reference the first termination notice or should this reference 
a final termination notice? 
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First Termination.  
 


143. Section 4.4.2.  What are the required hours of operation for Enrollee/Customer Services? 
 
At a minimum, traditional working hours of Monday through Friday, 8:00 a.m. through 
5:00 p.m., and not less than what may be provided to the Vendor’s commercial clients.   
 


144. Section 4.4.3.2. Will the state provide a current enrollment file to determine where the 
provider network will need to be located to meet the requirements of PCPs and Specialists as 
defined in NAC 695C.160? 
 
Vendor to supply information that it will meet NAC requirements.  
 


145. Section 4.5.  “Network providers are required to use designated practice guidelines…” Does 
the State have a set of guidelines that it intends to require? 
 
Refer to the remaining portion of the first sentence of Section 4.5, second paragraph: 
“…and protocols mutually agreeable to the Vendor and DHCFP.  Prior to the contract 
start date the Vendor shall identify the practice guidelines it intends to use for acceptance 
by DHCFP.   
 


146. Section 4.5.1.  Are the practice guidelines and protocols available currently? 
 
Yes, Refer to Question #145.  
 


147. Section 4.5.6.6.  Will the state change the year from 2014 to 2013 for this section? 
 
Yes.   


Section 4.5.6.6 should read:  The ACA requires increased payment to PCPs and certain 
specialty and subspecialty providers starting in 2013 2014. The Vendor must work 
cooperatively with DHCFP and its actuary to develop a methodology for identifying which 
portions of the capitation payment are directly attributable to this increase. The Vendor 
must comply with all ACA requirements regarding the PCP payment increase, including, 
but not limited to, providing reports that prove the additional portion of capitation was 
distributed to the physicians entitled to receive the higher reimbursement.  
 


148. Section 4.5.8 What is the projected turnaround time from the state to review all the provider 
and recipient communication? Does the state need to approve all documents prior to 
building the network for the RFP? 
 
Except for information expressly specified in the RFP with a specific turnaround time for 
review and approval on provider and recipient communication, the turnaround time is ten 
(10) days.  
 


149. Section 4.5.8.1 Provider Policy and Procedure Manual for each distinct class of provider – 
What is considered a distinct class of provider? 
 
See Attachment L – Provider Types.  
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150. Section 4.8.13.5 Please confirm that the state will permit Vendors to incorporate providers 
already participating in a Vendor's existing non-Medicaid network product that have current 
credentials without having to undergo a full re-credentialing event. 
 
The State will allow a Vendor to incorporate providers that have already undergone initial 
credentialing in the Vendor’s network ONLY if the credentialing process used to 
credential the provider was at least as stringent as the process listed in Section 8.8.13.5 of 
this RFP. The Vendor would have to demonstrate the stringency of the credentialing 
program to DHCFP in order for DHCFP to approve it. Further, the Vendor must follow 
the Recredentialing requirements listed in Section 4.8.13.6 for all providers 36 months 
after initial credentialing was approved. 
 


151. Section 4.8.13.5. If the state has credentialed a provider for Medicaid, can a new entrant 
Vendor use that status as part of the Vendor's credentialing process to streamline it and if so, 
for how long will that prior credentialing be valid? 
 
The Vendor is required to initially credential all providers in its network. 
 


152. Section 4.8.14.1 C. If a specialist is chosen as a PCP, how should that specialist be reported 
for network information? Does the specialist count as both a PCP and a specialist? 
 
If a specialist is chosen as a PCP, they should be reported as a specialist.  The specialist 
does not count as both.  
 


153. Section 4.8.17.1. Will the state require use of a particular set of clinical criteria, medical 
necessity guidelines, or utilization management criteria for prior authorizations and 
continuing care authorizations or will Vendors continue to use their own criteria provided 
that they meet accepted industry standards? 
 
The Vendor is expected to propose a set or sets of clinical criteria, medical necessity 
guidelines, and utilization management criteria to be used in its program and meet the 
requirements listed in Section 4.8.17 of this RFP. The Vendor is also expected to 
demonstrate how its proposed criteria and guidelines meet accepted industry standards. 
 


154. Section 4.8.18.2 B. Does the assessment only need to be provided for members new to 
Medicaid Managed Care? 
 
No. 
 


155. Section 4.9.2.2.  Are the race/ethnicity data collection categories requested the same as the 
federally identified 6 racial groups and Hispanic/Non Hispanic ethnicity groupings or is the 
state requiring additional local granular data collection? 


 
No. The State utilizes the more granular Department of Agriculture race distinctions. 
 
 


156. Section 4.10.2. RFP Performance Security Deposit requirement differs from Attachment E. 
Insurance Schedule (A.6). Please confirm bond amount and when it needs to be provided to 
the State. 
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The intent of the requirement of Section 4.10.2 is that the Vendor is required to provide a 
performance security deposit.  To conform to Section 4.10.2 Performance Security 
Deposit, Attachment E is amended to read as follows: 
 


The Vendor is required to provide a performance security deposit in the 
form of a bond furnished by a surety company authorized to do business 
in the State of Nevada to DHCFP in order to guarantee payment of the 
Vendor’s obligations under this contract.  The performance security 
deposit may be utilized by DHCFP to remedy any breach of contract or 
sanctions imposed on the Vendor and shall meet the following criteria: 
 
The amount of the performance security deposit shall be equal to one 
hundred and ten percent (110%) of highest month’s total capitation 
amount in the first quarter or fifteen million dollars ($15 million), 
whichever is greater. 


 
157. Section 4.10.5 Are there any performance guarantees for claims payment timeliness? 


 
Section 4.10.5.6 of the RFP spells out the requirements for timely claims payments, 
including Code of Federal Regulation (CFR) requirements.  Not meeting all federal 
requirements, including those for timely claims payment, may be considered a breach. 
 


158. Section 4.10.5.5. Please provide additional detail on the specific provider types and the 
percentages of DHCFP's payment responsibility as it relates to the following statement, "In 
addition, this system must include edits for unbundling and edits for certain provider types 
where DHCFP’s payment responsibility is for federal share only." 
 
At this time, there are no managed care situations where this occurs. However, in the 
future, the MCOs may be required to contend with other government entities and/or 
agreements in these types of situations. The vendor system must include edits that identify 
inappropriate bundling or unbundling of claims.   
 


159. Section 4.10.5.5. Is it the State's intent that the MCO manage and/or coordinate multiple 
funding streams when the DHCFP’s responsibility is for the Federal share only? 
 
No.  
 


160. Section 4.10.5.7. The RFP states that the Vendor shall verify reimbursed services were 
actually provided to enrolled recipients. What type of documentation is expected? 
 
The vendor should propose what documentation they would believe is appropriate to 
submit.  
 


161. Section 4.10.6. This section refers to Attachment I, which requires balance sheet 
information. To the extent that a Vendor contracts using a legal entity that writes multiple 
lines of business, is a combined balance sheet acceptable to meet these reporting 
requirements? 
 
Yes. 
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162. Section 4.10.6. This section requires a copy of the annual independent audit report as 
submitted to the Division of Insurance. If the Vendor will be contracting with DHCFP using 
an entity that is domiciled in another state that writes other lines of business, is the audit 
report that was submitted to the Insurance Department for that entity's state of domicile 
acceptable to meet this requirement? 
 
Yes. 
 


163. Section 4.10.6. This section refers to attachment I, which references Generally Accepted 
Accounting Principles as the basis of reporting. The audited financials are prepared on a 
statutory basis of accounting that differs from GAAP. Is that acceptable? 
 
Yes, however, please note this well and provide a narrative of differences. 
 


164. Section 4.10.7. What are the reporting requirements for Third-Party Liability? 
 
All information on the third party, including collections and collection attempts, are to be 
reported to DHCFP (including circumstances under which the third party refuses to pay) 
on the Third Party Quarterly Report located in the Forms and Reporting Guide. TPL and 
subrogation collections may also be reported to DHCFP through encounter data and 
other required reports. 
 
Amended language for 4.10.7, Third-Party Liability and Subrogation,  
 


4.10.7 Third-Party Liability and Subrogation 
 
Third-party liability (TPL) refers to any individual, entity (e.g., insurance 
company) or program (e.g., Medicare), including group health plans, as 
defined in Section 607(1) of the Employee Retirement Income Security 
Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 
6035 of the Deficit Reduction Act of 2005. TPL also includes the 
Coordination of Benefits (COB) cost avoidance and COB recovery. Under 
Section 1902(a) (25) of the Social Security Act, DHCFP and its providers 
are required to take all reasonable measures to identify legally liable third 
parties and treat verified TPL as a resource of the Medicaid and CHIP 
recipient.  
 
Subrogation is the principle under which an insurer that has paid a loss 
under an insurance policy is entitled to all the rights and remedies 
belonging to the insured against a third party with respect to any loss 
covered by the policy. 


 
The DHCFP contracted managed care organization, as the Division’s 
vendor, shall act as the State’s authorized agent for the limited purpose of 
TPL collection, within the limitation of the Fair Debt Collection Practices 
Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR 
§ 433.135 et seq and 42 CFR 433.147 154.  The managed care 
organization’s capitated payments include an offset in the rates for these 
collections. The contracted managed care organization shall vigorously 
pursue billing prior resources as these amounts are considered part of 
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their risk based capitation payment.  The managed care organization is 
required to secure signed acknowledgements from enrolled Medicaid 
recipients or their authorized representative confirming any prior 
resources (e.g., Medicare, worker’s compensation, private insurance, 
etc.). 
 
The contracted managed care organization must pursue third-party 
liability in accordance with 42 CFR 433.139 and Sections 103.6 104 and 
3603.20 23 of the Nevada Medicaid Services Manual.  The Vendor must 
also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The 
managed care organization may utilize the EVS eligibility system to assist 
in accomplishing this objective.  
 
The managed care organization is responsible not only for pursuing 
third-party resources that it identifies but also for pursuing third-party 
resources identified and communicated to the managed care organization 
by DHCFP. 
 
All information on the third party, including collections and collection 
attempts, are to be reported to DHCFP (including circumstances under 
which the third party refuses to pay) on the Third Party Quarterly Report 
located in the Forms and Reporting Guide. TPL and subrogation 
collections may also be reported to DHCFP through encounter data and 
other required reports.  The DHCFP will monitor and evaluate the 
managed care organization’s TPL and subrogation collection reports to 
validate collection activities and results. The managed care organization 
will then be expected to meet or exceed baseline target collections as 
determined by DHCFP and its actuaries.  The baseline target amount will 
be built into future rates. If the managed care organization does not meet 
or exceed baseline TPL and subrogation collections, DHCFP will 
conduct a review to determine if there is a legitimate reason.  If there is 
no legitimate reason as determined by the Division, the difference 
between baseline and actual collections will be deducted from the 
managed care organization’s costs before the data is used to set future 
rates.  DHCFP will prospectively adjust capitation rates to account for 
expected TPL collections. 
 
Vendor is required to obtain TPL information independently of DHCFP 
for the purpose of avoiding claim payments or recovering payments made 
from liable third parties.  TPL recovery may be incorporated into 
capitated rate development by DHCFP and its actuary. Vendor has 365 
days from claim paid date to recover TPL payment; after 365 days, 
Vendor forfeits the right to recovery to the State unless Vendor can 
provide evidence that the recovery effort is active and/or in dispute. 


 
 


165. Section 4.10.7. What is the current COB methodology for the State of Nevada? 
 
Medicaid is the Payor of last resort.   
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166. Section 4.10.7. Are there any provider groups excluded from COB? 


 
Yes- Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS);Children with 
Special Health Care Needs (CSHCN); and State Victims of Crime. 
 


167. Section 4.10.7. Will a COB indicator be present on the State eligibility file or transmitted to 
the Vendor in a separate file? 
 
No.   


 
168. Section 4.10.7. Are there instances when the state will waive the requirement to obtain 


signed acknowledgement of prior resources? As examples, instances where signature is 
unable to be obtained due to frequent address changes, or authorized representative may not 
be aware of or able to confirm other insurance coverage held by an estranged parent 
potentially located in another state or the authorized representative is unwilling to confirm 
prior resources due to concern for losing eligibility. 
 
No.  
 


169. Is it the intent of the State to have COB and subrogation reported on Report Q8? 
 
Yes, understanding COB and subrogation are two separate and distinct processes.   
 


170. Section 4.10.7. Is it the intent of the State to have all potential subrogation reported on 
Report Q8 or only those cases where there is a confirmed liable third party from a recovery 
that can be obtained? 
 
If subrogation is truly the DHCFP subrogation, when there has been an accident and 
there is another party (car insurance etc) that is responsible for damages, then we want all 
potential.  Refer to definition of Subrogation.  
 


171. Section 4.10.7 Please provide the baseline target collections amount. 
 
This will be determined by DHCFP’s actuary prior to the first program year.  
 


172. Section 4.10.7. Does the State have any provider groups/specialties that are not held to 
standard NAIC/COB processing guidelines? 
 
Indian Health Programs. 
 


173. Section 4.10.7 – Report Q8. Please advise what value is intended to be populated in the 
field, Enrollee Billing #. 
 
Vendor assigned individual enrollee billing number.  
 


174. Section 4.12.2. Can the Department elaborate on what the requirement is for this section or 
are you expecting our current HIPAA processing guidelines? 
 
Current HIPAA compliance processing and guidelines. 
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Amended Language:  
 
Section 4.12.2 The Vendor shall have an MIS capable of documenting administrative and 
clinical procedures while maintaining the privacy and confidentiality requirements 
pursuant to HIPAA. The Vendor shall provide DHCFP with aggregate performance and 
outcome data, as well as its policies for transmission of data from network providers. The 
Vendor shall submit its work plan or readiness survey assessing its ability to comply with 
Health Insurance Portability and Accountability Act (HIPAA) mandates in preparation 
for the standards and regulations.  Any re-tooling of the Vendor’s information system to 
become ICD-10 compliant will be solely at the vendor’s expense.  
 
 


175. Section 4.12.4.2 Please describe the current electronic verification system. 
 
It is a web-available eligibility and enrollment verification application that is updated on a 
daily basis for the purpose of providers’ gate-keeping recipients. 
 


176. Section 4.12.4.2 Please clarify that the MCO will be required to check the State’s website 
for member eligibility in addition to the eligibility feed data received from the State? 
 
That is the purpose of the electronic verification system (EVS). Typically, it is the service 
provider contracted by the MCO that performs this gate-keeping function, but it offers 
utility for the MCO as well (in cases where the MCO’s system is down or the system is out 
of sync due to eligibility transmittal processing lag). 
 


177. Section 4.14.1 Will separate encounter files be required for each line of business? 
 
See our EDI companion guides at: http://www.medicaid.nv.gov/providers/edi.aspx 
And the Rx companion guide at: http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx 
 


178. Section 4.14.8 Section states: This report is added to Section 6 of Attachment I, Forms and 
Reporting Guide. In what format would the state like the quarterly reports documenting the 
access and availability of the network? What is Section 6? 
 
Amended Language for 4.14.8 
 
The Vendor and its subcontractors must provide DHCFP with quarterly reports 
documenting the access and availability of its network.  Reports must be submitted within 
forty-five (45) business days after close of the quarter to which they apply.  This report is 
added to Section 6 of Attachment I, Forms and Reporting Guide. 
 


179. Section 4.15.2.15. Will MCOs be receiving daily enrollment files or monthly? 
 
Both. The daily is a delta file, changes only; the monthly is a comprehensive file. 
 


180. Section 4.15.2.15. Is this a 5010 834 daily file? 
 
Yes. 
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181. Section 4.15.2.16. Is this a 5010 834 monthly file? 
 
Yes. 
 


182. Section 4.15.3.3. For encounters, please elaborate on what are the progressive sanctions and 
monetary penalties associated with not meeting the required standards? Are the sanctions 
and penalties assessed on a monthly, quarterly or annual basis? 
 
DHCFP and its fiscal agent have, since the writing of this RFP, embarked upon a data 
warehouse approach to encounters whereby no policy-related edits will be applied—only 
minimal edits will be applied such as record layout compliance, data type, and checksums. 
Minimum pass rates will apply; transmittals to DHCFP’s actuary will also remain in 
place until such time as the data warehouse solution provides a means for DHCFP to 
provide rate-setting data to its actuary. 


 
To answer the question directly, it is only “In the event the Vendor fails to demonstrate 
affirmative, good faith efforts to achieve these requirements” that any sanctions would 
apply. 
 


183. Section 4.15.5. Can the state clarify the definition of a “shadow claim”? 
 
See Question #77. 
 


184. Section 4.15.5. Are taxonomy codes required for all providers? 
 
Yes. 
 


185. Section 4.16.6. The link in the RFP links to the Healthlink data site. Is this correct or is there 
another location for the requirements document layouts? 
 
4.16.6..18 MIS – Health Plan Notification. 
 
All transactions must be HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, EDI 
Companion Guides can be found at the following website: 
http://www.healthlink.com/edi_companion_guide.asp  
http://www.medicaid.nv.gov/providers/edi.aspx.  These companion guides contain HIPAA 
compliant technical specifications.  
 


186. Section 5.1.9. For the five (5) pages limit, is that intended for 5.1.9.1 A through L or for the 
5.1.9 statement? 
 
Yes. 
 


187. Section 5.1.9.1 C. Please clarify the definition for the following terms in the RFP: 
Contractor, Firm, MCO, Vendor, Organization. 
 
Both “Contractor” and “Vendor” are defined in the Acronyms/Definitions section of the 
RFP.  The terms “Firm” and “Organization” have no peculiar meaning in this RFP that 
would require clarification.  The term “MCO” is an acronym that stands for Managed 
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Care Organization.  It would be advisable for any vendor who does not understand these 
terms to carefully consider whether they are qualified to meet the requirements of this 
RFP before bidding. 
 


188. Section 5.1.9.1 F. Does organization refer to the parent company? 
 
Yes. 
 


189. Section 5.1.9.1 K and L. Does organization refer to the parent company? 
 
Yes.  This section is entirely concerned with the parent company. 
 


190. Section 5.1.10. Can the response in this section refer to the parent company? 
 
The intent of this section is that the proposer will give an accurate representation of 
whatever entity will be providing these services for the State.  Please feel free to also 
provide information on the parent company if you feel that would be beneficial. 
 


191. Section 5.1.10.1 H. Are specific, non-key or non-senior management staff to be named in 
this response? 
 
Vendor is to determine who would be appropriate staff to be named in the response.  
 


192. Section 5.1.10.1 I. Does “organization”  refer to the parent company? 
 
The intent of this section is that the proposer will give an accurate representation of 
whatever entity will be providing these services for the State.  Please feel free to also 
provide information on the parent company if you feel that would be beneficial. 
 


193. Section 5.1.9.1. There is a five (5) page limit for this section. Will the requested 
organizational chart count as one of the pages? 
 
Yes. 
 


194. Section 5.1.9.1 H. How is “specialization” defined in this context? 
 
The following are provided as examples of specialization:  Do you specialize in Medicaid 
managed care, or is your specialty commercial health insurance with a Medicaid 
component?  Do you specialize in Medicare Special Needs Plans and are looking to 
expand into the Medicaid market? 
 


195. Section 5.1.9.1 I. Instead of 2004 and 2005, for which years should the requested 
information be provided? 
 
See Question #20.  
 


196. Section 5.1.10.1 F. Are the actual staff names required for the staff level positions such as 
concurrent review nurses, case managers or claims processors? What level of staff are actual 
names needed? Are FTE numbers sufficient by position? 
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Key management personnel must be named; operational staff members may be identified 
by FTE numbers.  If FTE numbers are used please indicate the actual number of staff 
and the percentage of their time that will be dedicated to Nevada Medicaid. 
 


197. Section 5.1.10.1 E. The RFP requires that we provide names and resumes for key personnel. 
For new Vendors (entrants), can we submit an organizational chart with proposed “positions 
and job descriptions” opposed to “names and resumes” for positions that will be filled upon 
contract award? Please confirm "senior management" should be included with "key 
personnel". 
 
Senior Management should be included with key personnel.  You may submit an 
organizational chart with proposed positions and job descriptions.  However, the State 
reserves the right to review the intended hire for the new position. 
 


198. Section 5.1.11.3 A. Is it acceptable to provide a sample copy of an enrollee handbook and 
identification card that are currently used by one of our parent company’s Medicaid health 
plans in another state? 
 
 Yes. 
 


199. Section 5.1.11.4 H. How should Vendors respond to this question since the NPI 5/23/2007 
deadline is in the past? 
 
Section 5.1.11.4.H should read: 
 
The National provider Identifier (NPI) is the standard unique health identifier for health 
care providers.  Health plans must use the NPIs of any health care provider or subpart to 
identify the health care provider or subpart in standard transaction.  By the 05/23/07 
compliance date.  How will your health plan be prepare for use of NPIs to identify 
providers on standard transactions in order to be in compliance by the deadlines of 
05/23/07? 
 


200. Section 5.1.11.5 C What level of success has DHCFP had with collecting race, ethnicity and 
language data? How detailed is the data provided by DHCFP to MCOs currently? 
 
Information is self-reported and validated during in-person interviews for eligibility 
determinations and are limited in scope.  
 


201. Section 5.1.11.10.  Should the last sentence end with the word “acknowledge” or is the end 
of the sentence missing? 
 
 Modify to acknowledge receipt of the DHCFP financial reporting requirements.   
 


202. Section 5.2. Please confirm subcontractors do not include providers (PCPs and Specialists)? 
 
Yes, subcontractors do not include network providers.  
 


203. Section 5.2. Please confirm subcontractors are defined as those managing health services 
only? 
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See Question #202. 
 


204. Section 5.2.1.4. Is it correct that information for any proposed subcontractors must be 
provided for all of Section 5.1? Most of the 5.1 subsections have questions that are not 
applicable for a proposed subcontractor. Please clarify which subsections/questions within 
Section 5.1 are required for proposed subcontractor information. 
 
Yes, this is correct. 
 


205. Section 5.3.1. Are references able to be submitted for the parent organization for new 
entrants to Nevada Medicaid Managed Care? 
 
References need to be submitted for the vendor that will be proposing on the RFP. 
 


206. Section 5.3.1. Can references be mailed in for purposes of tracking and ensuring the 
minimum number of references are received? 
 
References must not be sent in by the vendor that is proposing on the project. 
 


207. Section 6. Please clarify the last sentence of Section 6 “Vendors must provide detailed fixed 
prices of all costs associated with the responsibilities and related services. 
 
Amend the last sentence of Section 6 to read: 
 
Vendors must provide detailed fixed prices of all costs associated with the responsibilities 
and related service for this RFP. 
 


208. Section 6.1. RFP refers reader to Section 10, proposal submission requirements form and 
content regarding the administrative cost submission. It is not clear from that section what 
format is being requested. Is there a specific cost template that respondents should 
complete? Can this be clarified? 
 
Please respond to the Cost Sheet located in the RFP as Attachment O. 
 


209. Section 6.2. Are we to include the Non-Medical costs as part of the Non-Medical 
Administrative cost component even though they are considered to not be administrative 
costs? 
 
Yes. Administrative and Non-Medical costs together are the “administrative load” 
percentage, however, we require them to be detailed distinctly. 
 


210. Section 6.1.1. Please clarify whether overall administrative costs refers to overall Non-
Medical Administrative costs or the combination of Non-Medical and Medical 
administrative costs. 
 
See Question #209. 
 


211. Section 6.1.1. In the event that a Vendor had to rent space solely for the administration of 
this contract, should that be considered a direct cost? 
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No. 
 


212. Section 6.1.2. To the extent that we have allocated indirect costs to the Medical component 
of administrative costs, what additional supporting detail will be required? 


 
The precise nature of indirect costs allocated. 
 


213. Section 6.2.1. Is the expectation that the profit % is explicitly disclosed as a component of 
the Non-Medical Administrative costs in 6.1.1? 
 
Yes, the Sections are distinct.  
  


214. Section 6.2.2. Please clarify what is being requested for this portion of the rate? Is this a 
subset of the profit load? 
 
The two are distinct within this section. The respondent may not necessarily allocate for 
risk/contingency. 
 


215. Section 8.2.1. Should the “Section 10.1.1 through Section 10.1.3” referenced actually be 
Section 8.1.1 through Section 8.1.3? 
 
No. 
 


216. Section 8.2.1. This section states that additional questions may be submitted via email. Does 
this mean that the second set of questions may be submitted in two ways, either by email or 
by using the RFP Question Submittal Form referenced in Section 8.1.1? 
 
No.  Please follow the directions listed for the second set of questions. 
 


217. Section 10.1.5. Are both bold and italics required for response text or can it be one or the 
other? 
 
Either is fine. 
 


218. Section 10.1.5. Do Vendors have the discretion to use different colors for RFP question text 
and response text to more clearly differentiate the two types of text? 
 
You may send your questions to State Purchasing using different colors if you want. 
 


219. Section 10.2.2.4 E & F E: Can you provide more details regarding “Vendor licensing 
agreements”? F: Other than the DOI operating license, what type of licenses and/or 
certifications are needed from Vendors? 
 
Vendors are expected to know what other licenses are required to do business within the 
State of Nevada. 
 


220. Section 10.2.2.5. Since exceptions and/or assumptions will be stated on Attachment B, is it 
necessary to restate those exceptions and/or assumptions where the language is located in 
the RFP document or is it sufficient to state that Attachment B has the exceptions and/or 
assumptions related to that RFP document language? 
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All exceptions and assumptions must be stated on Attachment B. Further, if within the 
body of the RFP a question is asked which you disagree with, the State expects an answer 
stating so. See 10.2.2.5 regarding documenting technical exceptions and/or assumptions. 
 


221. Section 10.6.4.1. For the Master CD contents, there is no mention of Part III – Confidential 
Financial. Should Part III be included on the Master CD? If not, should a separate CD be 
provided for it or should Part III not be provided electronically? 
 
A separate CD for Part III may be provided. 
 


222. Section 11.1. Will any further scoring information be released prior to the award of the 
RFP? 
 
No. 
 


223. Section 11.3. For the layout of the RFP response, where would this response need to be 
placed? 
 
Please refer to Section 5.1.7. 
 


224. Section Attachment E – Insurance Schedule A.6. Will the State approve use of Surety’s 
annual bond form for the Performance Security Deposit? 


 
The approved forms of performance security deposit are outlined in Attachment E – 
Insurance.  
 


225. Section Attachment J. Please confirm these capitated rates are in effect for November 1, 
2012. 
 
Yes. Typically, rates are set for a calendar year, though DHCFP reserves the right to 
assess rates at any time. 
 


226. Section Attachment N Please indicate if this attachment can be expanded to include cost 
(paid dollars and per member per month amounts) elements by category of aid and category 
of service (Inpatient, outpatient, ER, etc) for bidders' assessments in evaluation of 
opportunities and administrative expectations for this bid. 
 
It cannot.  
 


227. Section Attachment O. The attachment refers to the administrative costs being reflected 
relative to rates effective November 1, 2012. Please clarify if we need to show 
administrative costs relative to each rate cell, region, and MCO. 
 
You may at your discretion however you must also include a combined administrative rate 
for statewide operations. 
 


228. Section Attachment O. Please confirm administrative costs are to be reflected as a 
percentage of revenue. 
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Yes. 
 


229. Section 1.8. Will the MCO transitional products be available to any Nevada resident or just 
those coming off Medicaid? 
 
See Question #7. 
 


230. Section 1.8. How long will someone be eligible for enrollment in the MCO Transition QHP 
(less than 1 year, 1 year, more)? 
 
See Question #7. 
 


231. Section 1.8. Will the state subsidize the MCO Transition QHP product beyond the federal 
subsidies or at least for the additional MCO benefits beyond Essential Health Benefits? 
 
No.  Such additional benefits are transitional in nature only and are only provided due to 
an episode of care that occurs during a loss of Medicaid eligibility.  These benefits would 
not be available to any other individual on the MCO Transition QHP. 
 


232. Section 1.8. There is a “priced reasonably” requirement – will the state provide MCOs with 
information to assist in pricing within the desired range? 
 
No. 
 


233. Section 1.8. What types of QHPs is the “priced reasonably” requirement comparing the 
MCO Transition QHP to? 
 
 “Other QHPs available on the Exchange” means QHPs offered in the same metal tier as 
MCO Transition QHP. 
 


234. Section 1.8. For the “priced reasonably” requirement, how is “geographic location” for 
similarly situated individuals defined (e.g., zip code, city, county, etc.)? 
 
The geographic location is the standard service area that will be defined by the State 
pursuant to the Affordable Care Act. 
 


235. Section 1.8. When is the “priced reasonably” requirement determined? Will this occur 
before or after the anticipated BOE approval of the awarded Medicaid MCOs’ contracts? 
 
This requirement cannot be determined until other QHPs have been submitted to the 
Division of Insurance for rate review (after March 1, 2013), which will likely be after 
BOE approval of the Medicaid MCO contracts.  Also, See Question #21. 
 


236. Section 1.8. What happens if an MCO is determined not to have priced the MCO Transition 
QHP reasonably? Does an MCO have an opportunity to re-price? If not or we are unable to 
re-price, what happens to the MCO’s Medicaid membership, assuming that the pricing 
determination occurs after Medicaid enrollment begins for the new contract, and when 
would it happen? When would the MCO have another chance for Transition QHP approval? 
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DHCFP and Exchange staff will work with the vendor to help meet the goals of section 
1.8 for the enrollment deadline of October 1, 2013.  Also, see questions 21 and 244. 
 


237. Section 1.8. What sort of data reporting will the state require for the MCO Transition QHP 
members? 
 
The State will require the MCO Transition QHP meet the same reporting requirements of 
other QHPs.  For the requirements of section 1.8 that are more stringent than those 
required of other QHPs, DHCFP staff will work with the vendor to provide the 
appropriate reporting to measure the requirements. 
 


238. Section 1.8. Will the state require some handoff in the reverse situation – moving from 
MCO Transition QHP to Medicaid MCO? 
 
The State expects an appropriate level of coordination between the MCO QHP and 
Medicaid Vendor(s) plans, especially with respect to requirement 1.8.7.  All other 
requirements in section 1.8 apply only to the MCO Transition QHP. See Section 
4.8.18.2.D for more information. 
 


239. Section 4.10.7. Please advise if the Medicaid enrollment form contains a release of 
information that extends to the MCO and the applicability to which this would extend to the 
requirement to obtain a signed acknowledgement from the member. 
 
Third-party liability (TPL) is a self reporting element. MCO’s are responsible for 
developing and distributing communication forms to enrolled Medicaid recipients after 
DHCFP approval. 
 


240. Section 5.1.9.1 C.  Please clarify what the “preference” is that could be applied and how is 
“inverse preference” defined? 
 
Per NRS Statute 333.336, Nevada Based Business Owned by Service Related Disabled 
Veteran describes the only allowable preference within the State of Nevada. 
 
Inverse preference does not apply for this RFP.  


241. Section 5.1.9.1 C. What is the specific Nevada Revised Statute that is applicable for this 
preference? 
 
See Question # 240. 
 


242. Section 5.1.10 – 5.2.1.4. Are there any page limits for responses to any of the 5.1.10 through 
5.2.1.4 sections? 
 
No. 


 
243. Section 10.2.2.6 and 13. Should the referenced section for Tab VI be Section 4 instead of 


Section 3? 
 
Yes. 
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244. Section 10.2.2.7 and 13. Should the referenced section for Tab VII be Section 5 instead of 
Section 4? 
 
Yes. 
 


245. Section 4.2.1.16.D.1-3. Please define what constitutes vital materials. 
 
Vital materials are anything that contains information that could directly impact the 
enrollees care, services or coverage.   
 


246. Section State Plan XIX, 3.1-12.a.4. Turnaround times on prior authorization of drugs is 24 
hours for a response; Is a response required to be a decision of coverage? 
 
A response may be an approval or a denial of the authorization request. 
 


247. Section State Plan XIX, 3.1-12.a.4. If more information is needed from the requesting 
provider to determine the medical necessity of a prior authorization request, can additional 
information be requested? 
 
Yes, in compliance with MSM 3600 and 42 CFR 438.114. 
 


248. Section State Plan XIX, 3.1-12.a.4. If additional information is requested to complete a prior 
authorization request, what timeframe may the Vendor hold the request to await the 
requested info? 
 
The business processing operating procedures are five (5) days.  
 


249. Section 4.3.5.1. Please confirm that the Vendor is responsible for making the determination 
if the member is able to disenroll from the plan outside of the open enrollment period. What 
role does the State play in regard to member disenrollment? 
 
Yes, the Vendor is responsible for determining recipient request for dis-enrollment, refer 
to MSM 3603.15. DHCFP’s role is to support MCO decision and provide State Fair 
Hearing process if requested. 
 


250. Section 4.5.8 and 4.5.8.2 B. Should the provider newsletter timeframe for approval be ten 
days instead of twenty days? 
 
Yes.  
 


251. Section 7. Please confirm that this report is for total accumulative dollars paid over $20,000 
per member. 
  
Yes. 
 


252. Section 4. Other than specific sections in section 5 requiring section 4 to be answered, are 
“understand and comply” responses acceptable? 
 
Yes. 
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment 2 to Request for Proposal 1988 


DATE OF AMENDMENT: October 30, 2012 


DATE OF RFP RELEASE: September 7, 2012 


DATE AND TIME OF OPENING: November 15, 2012 @ 2:00 P.M. 


AGENCY CONTACT: Gail Burchett, Procurement Staff Member 


 
 
The following shall be a part of RFP 1988 for Medicaid Managed Care Organization Services.  
If a vendor has already returned a proposal and any of the information provided below changes 
that proposal, please submit the changes along with this amendment.  You need not re-submit an 
entire proposal prior to the opening date and time. 
 
 
Section I: RFP CHANGES 
 
Item: 1 State Solicitation, Scope of Work, “Disenrollment Requirements and Limitations,” 
Section 4.3.5.1(d) should be amended as follows:  
 
Current RFP Language:  
 
4.3.5.1(d) Other reasons, including but not limited to, poor quality of care, lack of access to 


services covered under the contract, or lack of access to providers experienced in 
dealing with the recipient's health care needs. 


 
Amended RFP Language:  
 
4.3.5.1(d)  Other reasons, including but not limited to, poor quality of care, lack of access to 


services covered under the contract, lack of access to providers experienced in 
dealing with the recipient's health care needs or when the State imposes 
intermediate sanctions, as described in 42 CFR 438.702(a)(3). 


 
Item: 2 State Solicitation, Scope of Work, “Member Handbook,” Section 4.4.1.1.CC, should 
be amended as follows:  
 
Current RFP Language: 
 
4.4.1.1. CC The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above.  The Vendor shall 
issue updates to the Member Handbook on a monthly basis when there are 
material changes that will affect access to services and information about the 
Managed Care Program; this includes additions and changes to the provider 







Amendment 2 RFP 1988 Page 2 of 23 


network.  The Vendor shall also provide such notices in its semi-annual recipient 
newsletters and shall maintain documentation verifying handbook updates. 


 
Amended RFP Language:  
 
4.4.1.1. CC The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above.  The Vendor shall 
issue updates to the Member Handbook, 30-days before the intended effective 
date, as described in 42 CFR 438.10(f)(4), when there are material changes that 
will affect access to services and information about the Managed Care Program; 
this includes additions and changes to the provider network.  The Vendor shall 
also provide such notices in its semi-annual recipient newsletters and shall 
maintain documentation verifying handbook updates 


 
Item: 3 State Solicitation, Scope of Work, “Network,” Section 4.5.2 should be amended as 
follows:  
 
Current RFP Language: 
 
4.5.2 The Vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 
or certification under applicable State law, solely on the basis of that license or 
certification.  If the Vendor declines to include an individual or groups of 
providers in its network, it must give the affected network provider(s) written 
notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to 
require the Vendor to contract with providers beyond the number necessary to 
meet the needs of its members; or, preclude the Vendor from using different 
reimbursement amounts for different specialties or for different practitioners in 
the same specialty; or, preclude the Vendor from establishing measures that are 
designed to maintain quality of services and control costs and are consistent with 
its responsibilities to members. 


 
The Vendor must provide to the State supporting documentation, in a format 
specified by the State, which demonstrates it has the capacity to serve the 
expected enrollment in its service area in accordance with the State’s standards 
for access to care. Such documentation must demonstrate that the Vendor offers 
an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a 
contract with the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the Vendor’s operations that would affect 
adequate capacity and services. A significant change includes but may not be 
limited to:  changes in the Vendor’s services, benefits, geographic service area or 
payments; or, enrollment of a new population in the network. 


 
Amended RFP Language:  
 
4.5.2 The Vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 
or certification under applicable State law, solely on the basis of that license, 
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specialty or certification.  If the Vendor declines to include an individual or 
groups of providers in its network, it must give the affected network provider(s) 
written notice of the reason for its decision. 42 CFR 438.12 (a) may not be 
construed to require the Vendor to contract with providers beyond the number 
necessary to meet the needs of its members; or, preclude the Vendor from using 
different reimbursement amounts for different specialties or for different 
practitioners in the same specialty; or, preclude the Vendor from establishing 
measures that are designed to maintain quality of services and control costs and 
are consistent with its responsibilities to members. 


 
The Vendor must provide to the State supporting documentation, in a format 
specified by the State, which demonstrates it has the capacity to serve the 
expected enrollment in its service area in accordance with the State’s standards 
for access to care. Such documentation must demonstrate that the Vendor offers 
an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a 
contract with the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the Vendor’s operations that would affect 
adequate capacity and services. A significant change includes but may not be 
limited to:  changes in the Vendor’s services, benefits, geographic service area or 
payments; or, enrollment of a new population in the network. 


 
Item: 4 State Solicitation, Scope of Work, “Provider Contracts,” Section 4.5.6.7, should be 
amended as follows:  
 
Current RFP Language: 


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and 
the reporting requirements outlined in 42 CFR 423.208 and 423.10.  The Vendor 
must provide information regarding its physician incentive plan(s) to the State, 
CMS, and any Medicaid and Nevada Check Up recipient, upon request.  The rules 
and guidelines for physician incentive plans also apply to the Vendor’s 
subcontractors. 


 
Amended RFP Language:  


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and 
the reporting requirements outlined in 42 CFR 422.208 and 422.210, pursuant to 
42 CFR 438.6(h) (1).  The Vendor must provide information regarding its 
physician incentive plan(s) to the State, CMS, and any Medicaid and Nevada 
Check Up recipient, upon request.  The rules and guidelines for physician 
incentive plans also apply to the Vendor’s subcontractors.  


 
Item: 5 State Solicitation, Scope of Work, “Provider Contracts,” Section 4.5.6.11 should be 
amended as follows:  
 
Current RFP Language: 
 
No current language 
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Amended RFP Language:  
 
4.5.6.11 The Vendor(s) will support and participate in all activities related to the DHCFP’s 


Medicaid Adult Incentive Grant.  The Vendor(s) must participate in any future 
grants awarded to Medicaid that affect MCOs or MCO members.   


 
Item: 6 State Solicitation, Scope of Work, “Medical Records,” Section 4.6, should be amended 
as follows:  
 
Current RFP Language: 
 
4.6 Complete medical records shall be maintained by the Vendor’s contracted 


providers, for each enrolled recipient in accordance with Standard XII, Section 
4.9.18 of this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 
 
The Vendor shall have written policies and procedures to maintain the 
confidentiality of all medical records and, pursuant to Standard XII, Section 
4.9.18, accessibility and availability of medical records, record keeping, and 
record review process. Not more than ten (10) calendar days after submitting a 
request, the State shall have access to a member’s medical record, whether 
electronic or paper, and has the right to obtain copies at the Vendor’s expense. 


 
The recipient’s medical record is the property of the provider who generates the 
record. The Vendor shall assist the member or the parent/legal guardian of the 
member in obtaining a copy of the member’s medical records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon 
receipt of such a request but not more than thirty (30) calendar days from the date 
of request. Each member or parent/legal guardian of the member is entitled to one 
(1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish 
such records. 


 
When an enrolled recipient changes primary care providers and/or health plans, 
the Vendor’s contracted provider must forward all medical records in their 
possession to the new provider within ten (10) working days from receipt of the 
request.  


 
Amended RFP Language:  
 
4.6 Complete medical records shall be maintained by the Vendor’s contracted 


providers, for each enrolled recipient in accordance with Standard XII, Section 
4.8.16 of this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 


 
The Vendor shall have written policies and procedures to maintain the 
confidentiality of all medical records and, pursuant to Standard XII, Section 
4.8.16, accessibility and availability of medical records, record keeping, and 
record review process. Not more than ten (10) calendar days after submitting a 
request, the State shall have access to a member’s medical record, whether 
electronic or paper, and has the right to obtain copies at the Vendor’s expense. 
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The recipient’s medical record is the property of the provider who generates the 
record. The Vendor shall assist the member or the parent/legal guardian of the 
member in obtaining a copy of the member’s medical records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon 
receipt of such a request but not more than thirty (30) calendar days from the date 
of request. Each member or parent/legal guardian of the member is entitled to one 
(1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish 
such records. 


 
When an enrolled recipient changes primary care providers and/or health plans, 
the Vendor’s contracted provider must forward all medical records in their 
possession to the new provider within ten (10) working days from receipt of the 
request. 


 
Item: 7 State Solicitation, Scope of Work, “Mental Health,” Section 4.7.2.4 should be 
amended as follows:  
 
Current RFP Language:  
 
4.7.2.4 Mental Health 


 
B. Required Measures 
 


 The following HEDIS measures will be reported:  
 


1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 
Care and Ambulatory Services 


 
2.  Follow-Up after Hospitalization for Mental Illness 
 
3. The percentage of discharges for members six (6) years of age and older who were 


hospitalized for treatment of selected mental health disorders, who were continuously 
enrolled for thirty (30) days after discharge (without gaps) and who were seen on an 
ambulatory basis or who were in day/night treatment with a mental health provider. 


 
4. Two (2) separate calculations are required:  


 
a. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to thirty (30) days 
after hospital discharge, and 


 
b. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to seven (7) days 
after hospital discharge. 
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Amended RFP Language  
 


4.7.2.4  Mental Health 
 


B. Required Measures 
 


The following HEDIS measures will be reported:  
 
1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 


Care and Ambulatory Services 
 
2. Follow-Up After Hospitalization for Mental Illness - The percentage of discharges for 


members six (6) years of age and older who were hospitalized for treatment of 
selected mental health disorders, who were continuously enrolled for thirty (30) days 
after discharge (without gaps) and who were seen on an ambulatory basis or who 
were in day/night treatment with a mental health provider. Two (2) separate 
calculations are required:  


 
a. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to thirty (30) days 
after hospital discharge, and 


 
b. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to seven (7) days 
after hospital discharge. 


 
Item: 8 State Solicitation, Scope of Work, “State Quality and Performance Improvement,” 
Section 4.9 Title should be amended as follows:  
 
Current RFP Language: 
 
4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATERGY 
 
Amended RFP Language:  
 
4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATEGY 
 
Item: 9  State Solicitation, Scope of Work, “Enrollee Grievances and Appeals,” Section 4.11.1, 
should be amended as follows:  
 
Current RFP Language: 
 
4.11.1 The authority for the following provisions concerning Enrollee Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), and 
483.23(a) (5) (ii). NRS695G.090 exempts Medicaid from the provisions of NRS 
695G.200- 695G 230 that regard grievances and appeals. 
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The Vendor’s enrollee grievance and appeal system must be in writing and 
submitted to DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the Vendor’s 
enrollee grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The 
Vendor may not implement any policies and procedures concerning its enrollee 
grievance and appeal system without first obtaining the written approval of the 
DHCFP. 


 
An enrollee or an enrollee’s representative (including a provider on behalf of an 
enrollee) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the Vendor for 
resolution. In the event a provider files an appeal on the enrollee’s behalf, the 
provider must first obtain the enrollee’s written permission with the exception of 
an expedited appeal (Refer to RFP Section 4.11.4.3). 


 
In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, 
but if not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The Vendor is required to provide access to and information about the 
State Fair Hearing process in the event an enrollee’s appeal is not resolved in 
favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


 
An enrollee may file an appeal or grievance either orally or in writing. Unless the 
enrollee has requested an expedited resolution, an oral appeal may be followed by 
a written, signed appeal. If a grievance or appeal is filed orally, the Vendor is 
required to document the contact for tracking purposes and to establish the earliest 
date of receipt.  There is no requirement to track routine telephone inquiries. 


 
For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry.  An appeal is a specific request for 
review of one of the following actions: 


 
Amended RFP Language:  
 
4.11.1 The authority for the following provisions concerning Enrollee Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 
483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the 
provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


 
The Vendor’s enrollee grievance and appeal system must be in writing and 
submitted to DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the Vendor’s 
enrollee grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The 
Vendor may not implement any policies and procedures concerning its enrollee 
grievance and appeal system without first obtaining the written approval of the 
DHCFP. 
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An enrollee or an enrollee’s representative (including a provider on behalf of an 
enrollee) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the Vendor for 
resolution. In the event a provider files an appeal on the enrollee’s behalf, the 
provider must first obtain the enrollee’s written permission with the exception of 
an expedited appeal (Refer to RFP Section 4.11.4.3).  


 
In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, 
but if not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The Vendor is required to provide access to and information about the 
State Fair Hearing process in the event an enrollee’s appeal is not resolved in 
favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


 
An enrollee may file an appeal or grievance either orally or in writing. Unless the 
enrollee has requested an expedited resolution, an oral appeal may be followed by 
a written, signed appeal. If a grievance or appeal is filed orally, the Vendor is 
required to document the contact for tracking purposes and to establish the earliest 
date of receipt.  There is no requirement to track routine telephone inquiries. 


 
For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry.  An appeal is a specific request for 
review of one of the following actions: 


 
Item: 10 State Solicitation, Scope of Work, “Reporting, Recipient Satisfaction Reporting” 
Section 4.14.5 should be amended as follows:  
 
Current RFP Language:  
 
4.14.5 Each Vendor must collect and submit to DHCFP a child and adult Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) survey measuring 
recipient satisfaction prior to the third quarter of each contract year, unless the 
requirement is waived by DHCFP due to an EQRO performed survey.  This may 
be done in conjunction with the Vendor’s own satisfaction survey. DHCFP 
requires data stratified to indicate the satisfaction level of parents or guardians of 
Nevada Check Up participants.  Vendors are required to report results from the 
CAHPS Child Medicaid Survey and the Supplemental Items for the Child 
Questionnaires on dental care, access to specialist care, and coordination of care 
from other health providers DHCFP may request a specific sample, and/or survey 
tool. Survey results must be disclosed to the State, and, upon State’s or enrollee’s 
request, disclosed to enrollees. 


 
4.14.5 Each Vendor must collect and submit to DHCFP a child and adult Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) survey, as well as a 
CAHPS survey for Children with Chronic Conditions (CCC), measuring recipient 
satisfaction prior to the third quarter of each contract year, unless the requirement 
is waived by DHCFP due to an EQRO performed survey.  This may be done in 
conjunction with the Vendor’s own satisfaction survey. DHCFP requires data 
stratified to indicate the satisfaction level of parents or guardians of Nevada 
Check Up participants.  Vendors are required to report results from the CAHPS 
Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items for 
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the Child Questionnaires on dental care, access to specialist care, and 
coordination of care from other health providers DHCFP may request a specific 
sample, and/or survey tool. Survey results must be disclosed to the State, and, 
upon State’s or enrollee’s request, disclosed to enrollees. 


 
Item: 11 State Solicitation, Scope of Work, “Data Report Files,” Section 4.15.3.2 should be 
amended as follows:  


Current	RFP	Language:	


4.15.3.2 Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the 
edits.  A written list of technical rules will not be made available; however, the 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


 
Amended RFP Language  


4.15.3.2 In developing the encounter data interface, the Vendor will be provided with 
companion guide and details of any applicable edits and description of edits. The 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


 
Item: 12 State Solicitation, Scope of Work, “Information Systems and Technical 
Requirements:  Interfaces,” Section 4.15.6 should be amended as follows:  
 
Current RFP Language:   
 
No current language:  
 
Amended RFP Language  
 
4.15.6 Contractor must maintain current International Classification of Diseases (ICD) 


and Electronic Data Interchange (EDI) compliance as defined by CMS regulation 
and policy and no funding will be provided for contractor’s compliance.  


 
Item: 13 State Solicitation, Scope of Work, “Capitation Recovery,” Section 7.1.4 should be 
amended as follows:  
 
Current RFP Language:  
 
7.1.4 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor 


to recover improperly paid capitation. 
 
Amended RFP Language  
 
7.1.4 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor 


to recover improperly paid capitation.   
 


7.1.4.1 The DHCFP will recover capitation payments for those 
individuals identified as “incarcerated” from the date of 
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incarceration.  MCO’s will not be responsible for any medical 
costs for the identified period of incarceration.   


 
Item:  14 State Solicitation, Attachment L, “Provider Types,” should be amended as 
follows: 
 


Attachment L  - 
Provider Types and S


 
 
Item:  15 State Solicitation, Attachment I, “Forms and Reporting Guide,” should be amended 
with the addition of the following forms:  
 
 


SED-SMI 
Determination Form _


 
Copy of 1988 


Attachment I Section 
 


1988 Attachment I 
Forms  Reporting Guid


 
1988 Attachment I 


Forms  Reporting Guid


1988 Attachment I 
Forms  Reporting Guid


 
1988 Attachment I 


Forms  Reporting Guid
 


1988 Attachment I 
Forms  Reporting Guid


 
Copy of 1988 


Attachment I Section 


Copy of 1988 
Attachment I Section 


 
Copy of 1988 


Attachment I Section 
 


 
SECTION	II:	ANSWERS	TO	QUESTIONS 


 
1. Please clarify how the 2014 Affordable Care Act insurer fee is being addressed in the state’s rate 


development: Will it be included in the initial rate as a separate component of administrative 
cost, or will there be a rate adjustment in 2014 to account for the increase in cost to the Managed 
Care Organizations. 
 
Rate development occurs during the last quarter of each calendar year for the following 
calendar year. 2014 ACA insurer fees will be calculated as a separate component and included 
in 2014 rates, should the ACA be in effect at that time. 
 


2. In the summary of Administrative Costs in section 6.1, are Premium Taxes specifically to be 
included in the total costs? 
 
Yes. Premium Taxes are a Direct Non-Medical Administrative Cost, and amount to 3.5% of 
premium (see http://www.leg.state.nv.us/NRS/NRS-680B.html#NRS680BSec027); the rate is 
generally halved to 1.75% if the insurer is domiciled in Nevada, with some exceptions; please 
examine the statute with care (see http://www.leg.state.nv.us/NRS/NRS-
680B.html#NRS680BSec050). 
 


3. We are seeking clarification to the responses to questions 4, 72 and 217 in Amendment No. 1. 
The responses to Questions 4 and 72 seem to read that respondents are expected to adhere to the 
bold italics requirement, yet the response to question 217 reads that either bold or italics is fine. 
Does the response format require both bold and italics or bold or italics? 
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As noted in Questions 4 and 72 of Amendment 1, respondents are expected to adhere to the 
formatting as requested in the RFP.  Bold or Italics or Bold Italics is fine.   
 


4. Attachment E, Item 6 of RFP 1988 refers to Section 3.9.2.1 under the Performance Security 
Amount required. Since Section 3.9.2.1 appears to be excluded from the RFP, please confirm to 
which section of the RFP that vendors should refer to.  
 
Please refer to Section 4.10.2, Performance Security Deposit. 
 


5. Please clarify the following regarding RFP Section 1.8:  How does the State envision “guiding” 
eligible MCO members to enroll in a MCO Transition QHP – specifically, to the product offered 
by their current Medicaid MCO – to ensure seamless coverage and all the aspects of continuity 
(for example, benefit coverage, network, treatment) the State is seeking? Is the State open to 
additional approaches to smooth those transitions?  Further, given that MCO Transition QHPs 
will very likely have associated monthly premiums – and may be more expensive than 
“standard” QHPs – how does the State contemplate educating eligible enrollees during the 
shopping experience about the unique benefits of MCO Transition QHPs in order to mitigate the 
risk of members selecting potentially cheaper options that don’t include the advantage of MCO 
Transition options?  How does the State contemplate helping MCOs avert the unintended 
consequence of only members needing MCO “continuation” benefits enrolling in MCO 
transition plans, thereby potentially unbalancing the risk pool? 
 
States across the country are grappling with the problem regarding how to deal with churn. 
Many states are concerned that "MCO Transition QHPs" or "Bridge Products" will actually 
be cheaper than standard QHPs because the networks are the same or similar to the MCO and 
may include the lower reimbursement rates of the MCO.  If the MCO Transition QHPs are 
significantly less expensive than the typical QHP, and there are at least two competing MCO 
Transition QHPs, then the second least expensive silver QHP (upon which the advance 
premium tax credit is based) will be significantly cheaper than the rest of the market.  This 
would create a situation in which the advance premium tax credit is artificially depressed, 
making every other insurance product more expensive (due to the lower tax credit), and 
potentially unaffordable, for those who are eligible for the tax credit.  
 
There are several ways to guard against an artificially lower advance premium tax credit, 
including 1) only allowing one MCO Transition QHP, 2) charging a surcharge for the MCO 
Transition QHPs to make their premiums equal to the next lowest silver QHP, 3) restricting 
eligibility to only those families who have a family member that has been on Medicaid within 
the past 12 months (or some other appropriate time period).  The State expects further 
guidance from CMS later this year regarding the bridge concept.  The State seeks MCO 
partners that will assist the State in creating an appropriate solution for Nevada. 
 
The author of this question appears to have exactly the opposite concern- that the MCO 
Transition QHPs will instead be more expensive than other QHPs.  The vendor should 
indicate whether it is expected that the MCO Transition QHP will be more or less expensive 
than traditional QHPs and why this is the case.  The State is seeking a partner that can assist 
the State in reducing the incidents of churn where possible and, when churn is inevitable, 
reducing its effects.  The State is open to suggestions regarding outreach and guiding 
enrollees to the proper QHP. 
 
Finally, the State recognizes that many of the requirements of QHPs to be sold in the 
Exchange have not yet been finalized.  Furthermore, CMS has yet to release guidance on 
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many important topics such as reinsurance and risk adjustment, essential health benefits, etc. 
The State does not expect vendors to have a QHP ready for rate review and certification at the 
time this RFP is to be submitted.  Rather, the State expects the vendor to demonstrate that the 
vendor can provide an MCO Transition QHP that meets most, if not all of the requirements of 
this section, and an acknowledgment that the vendor will work as a partner with the State to 
provide a viable MCO Transition QHP that meets the goals of this section and does not harm 
the market.  The State may, at the State's discretion, determine that MCO Transition QHPs 
will not be offered on the Exchange. 
 


6. Section 2 Regarding Section 2 (PEBP Opportunity), the state has expressed an interest for a 
statewide HMO option. Would the state consider a phased-in approach that includes Vendor 
offering an HMO plan in 3 southern NV counties and expanding to remaining northern Nevada 
counties at a future agreed-upon date? Would the state consider a PPO or ASO option instead of 
an HMO? 
 
No. 
 


7. Sections 2 If Vendor declines to bid at this time, are they prohibited from bidding once the state 
releases the PEBP RFP during its normal cycle? 
 
No. 
 


8. Section 10.1.6 Regarding 10.1.6: Is color art illustrating vendor and partner logos or member 
photos considered “elaborate artwork”? 
 
Yes. 
 


9. Section 10.2.2.4 E Please clarify the response should only include material agreements needed 
for the performance of the RFP. 
 
Yes. 
 


10. Section 10.2.2.4 F Please clarify if the response to this question also needs to include 
subcontractors. 
 
Yes. 
 


11. Section 4.0 Scope of Work, 5th paragraph What is the notice timeframe for the addition of 
services, if applicable? We understand that the State can expand the contract to include another 
population and rate negotiations will occur at 90 days prior to the effective date. In addition to 
these 90 days, how much notice will be given regarding implementing additional programming 
this population may require [i.e., new case manager programs, provider contracts, et al]? 30 
days? 60 days? 6 months? 
 
This will be part of the negotiation process.  The Vendor(s) will be expected to propose a 
realistic timeframe for implementing additional programming this population may require.  
The State’s External Quality Review Organization (EQRO) will assist the State in confirming 
the timeline proposed is realistic, and the EQRO will perform a readiness review of the 
Vendor’s ability to perform prior to implementation. 
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12. Section 4.10.7 Does the State have any provider groups/specialties that are not held to standard 
NAIC/COB processing guidelines? 


No, there are no exceptions for COB; however, as stated previously, there are exceptions to the 
TPL rule: 


a. Indian/Tribal Health Services (IHS); 


b. Children with Special Health Care Needs; and 


c. State Victims of Crime. 


Medicaid is primary payer to these three programs; however, this does not negate the 
provider’s responsibility to pursue Other Health Coverage (OHC). For specific information on 
IHS billing, refer to Chapter 600, section 603.8. 


13. Section 4.10.7 Please clarify the distinction, for the purposes of this contract, between “TPL” and 
“subrogation”. Are casualty claims considered a prior resource requiring the recipient’s signed 
acknowledgment? Please also confirm whether there is a “safe harbor” provision for the Vendor 
in the event that the member fails to cooperate with the Vendor’s request for a signed 
acknowledgment. 


Please refer to the definition for TPL.  Casualty claims are considered to be Subrogation.  
There is not a “safe harbor” provision for Vendor(s).  


14. Section 4.14.8 Amended Language states: The Vendor and its subcontractors must provide 
DHCFP with quarterly reports documenting the access and availability of its network. Reports 
must be submitted within forty-five (45) business days after close of the quarter to which they 
apply. This report is added to Section 6 of Attachment I, Forms and Reporting Guide. In what 
section and/or paragraph in Attachment I, Forms and Reporting Guide, does it state how to 
document access and availability of our network? Does the state want the MCO to follow the 
same format as listed in Appendix A, of the 4th HMO Contract Amendment to the HPN 
agreement, Network Adequacy Report Forms? 
 
Please refer to the corrected Attachment I, Forms and Reporting Guide in Amendment 2. 
Network Adequacy reports may be found in Attachment I, Section 4, Reports 6A-6D.  See 
Section I, Item #15, of this Amendment for the updated Forms and Reporting Guides.  
 


15. Section 4.2.7 -general Follow-up from previous question response (Amendment 1, question 125) 
– Pharmacies that process prescriptions for Medicaid members must be enrolled as a Nevada 
Medicaid provider. Will the state supply a file of Medicaid providers that include pharmacies for 
use by the MCOs? 
 
Yes, the State will provide a Medicaid provider guide.  
 


16. Section 5.1.11.6 D Section 5.1.11.6.D. requests policies and procedures for determining and 
collecting patient liability. The Medicaid Services Manual states that patient liability is 
determined by the DWSS and collected by the facility. Please confirm that both determination 
and collection are the responsibility of the Vendor. Please also clarify the handling of patient 
liability in the subrogation context. Does the Vendor include the patient liability in its TPL and 







Amendment 2 RFP 1988 Page 14 of 23 


Subrogation collections? If so, does the Vendor retain patient liability amounts when these are 
reimbursed, or are they refunded to the patient? 


Yes, this is a Vendor(s) responsibility. The Vendor will retain TPL and Subrogation up to the 
amount of claims paid by the MCO. See Section 4.10.7 – Third Party Liability and 
Subrogation for Vendor(s) responsibilities.   


17. Section 5.2.1.4 Are subcontractors required to provide a performance security deposit of $15 
million? 
 
No. 
 


18. Section Amendment 1 For Amendment 1, question 38, Geographic service areas: In the file 
received from Ms. Burchett named, Nevada Zip Codes 04-01-06.xls, do the following columns 
represent “Urban” zip codes – Column D (Current Medicaid HMO) and Column E (Current 
Check Up HMO)? What does Column G (Potential HMO Areas) represent? Should those zip 
codes also be included in the “urban” zip code geographical area of RFP? 
 
No. 
 


  


MCO Coverage 
Areas - Zip Codes.pdf


 
 


19. Section Amendment 1 In follow up to the answer to amendment 1, question #99. Must the 
MCO’s prior authorization list match the current FFS prior authorization list? To be more 
specific, can the MCO require prior authorization on services for which FFS does not require 
prior authorization? 
 
The MCO prior authorization on services must not be more restrictive than FFS and must 
ensure that medical necessity is a consideration.  See Section 4.2.2 and Chapter 3600 of the 
Medicaid Services Manual. 
 


20. Section Amendment 1 The state previously replied in Amendment 1, question #102 “The Vendor 
shall coordinate prior authorizations and edit patterns with those used in the fee-for-service 
program.” What process currently exists, or is expected to exist, for this coordination to take 
place? 
 
In part from the RFP section 4.2.1.6, the DHCFP, at its sole discretion, may require removal 
of the prior authorization requirement for various procedures based on reported approval data 
and any other relevant information. 
 
With the above excerpt in mind, the Vendor is urged to coordinate prior authorizations and 
edit patterns with those used in fee-for-service by utilizing resources available via DHCFP’s 
fiscal agent portal (see http://www.medicaid.nv.gov/Home.aspx ) as well as DHCFP’s Provider 
Support (https://dhcfp.nv.gov/providersupport.htm) and Rates and Cost Containment units 
(https://dhcfp.nv.gov/ratesUnit.htm).  
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21. Section Amendment 1 The state’s answer to Question #9 indicates there is a link to the most 
recent rate development actuarial document in response to Question #230. Question #230’s 
answer, though, is unrelated to this topic and does not have the link. Please provide the link. 
 
See attachment for the most recent actuarial capitation rates.  
   


CY 2012 Cap Rates 
20120229.pdf


 
 


22. Section Amendment 1 Based on the state’s response to Question #30; is it correct that the only 
proposal response required for the PEBP optional opportunity is to respond to Sections 2.1 
through 2.5? 
 
No.  If submitting for the optional PEBP opportunity, you must submit as described in the 
RFP and explain how this optional opportunity will be provided throughout the Scope of 
Work.  
 


23. Section Amendment 1 from the state’s responses to Questions #30 and #83, is a “separate stand-
alone component” supposed to be a separate binder for PEBP or just a separate tabbed section 
within the Medicaid technical proposal? 


 
The PEBP section should be a separate binder.  
 


24. Section Amendment 1 from the state’s responses to Questions #30 and #83, if a separate binder 
is required for PEBP, how many copies are required? Is a separate CD required? 
 
See Question #23.  The Vendor shall provide the same number of copies as requested for the 
RFP.  A separate CD is required.   
 


25. Section Amendment 1 Based on the state’s response to Question #32; please confirm that if a 
vendor chooses to respond to the PEBP optional opportunity, a cost proposal for PEBP is not 
required. If a cost proposal is required, what format and what level of detail should be provided? 
Should the PEBP cost proposal be submitted separately from the PEBP technical proposal? How 
many copies of the PEBP cost proposal should be provided, and should there be a separate CD 
for it? 


The cost proposal should be in the format requested with the information requested. . A cost 
proposal is required and should be submitted in the four tier format in use for current PEBP 
plans (participant only, participant + spouse, participant + children and participant + 
family).  The rate proposal should be submitted for the PEBP population and should be 
separate from the technical proposal. The format will be the same as that required for the 
DHCFP portion of the RFP.  A separate CD is required 


26. Section Amendment 1 The answer to Question #66 conflicts with the answer to Question #252. 
Please confirm that the Question #252 answer is correct. 
 
Vendor is expected to provide appropriate information to demonstrate how they will meet each 
requirement of the Scope of Work.  Vendor will be responsible to determine how to respond to 
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each Section.    There are questions, as per Question #252, where Vendor(s) may determine 
that “understand and comply” would be an appropriate or desired way to respond. 
 


27. Section Amendment 1 Based on the state’s answer to Question #75, is it correct that if new 
populations are added to the MCO program in the future, those populations would no longer be 
eligible for the CMO program since they would no longer be FFS? 
 
Yes. 
 


28. Section Amendment 1 In the state’s answer to Question #150, there is a typo in the section 
referenced as 8.8.13.5. This should be 4.8.13.5 instead, correct? 
 
Yes. 
 


29. Section Amendment 1 The state answered “Yes” for Question #186. Does that “Yes” mean that 
the five page limit is for all of 5.1.9, including 5.1.9.1 A through L? 
 
Yes.  
 


30. Section Amendment 1 for the state’s answer to Question #199, the language referencing the 
5/23/07 NPI compliance date was deleted. However, no new language was added to replace it. 
Since the new Section 5.1.11.4.H is now just two statements, what is the question that vendors 
should be responding to in their proposals or are vendors just supposed to acknowledge their 
understanding that NPIs must be used? 
 
Section 5.1.11.4.H is amended to read: 
 
Current RFP Language:  
 
The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify 
the health care provider or subpart in standard transaction 
 
Amended RFP Language:   


 
The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify 
the health care provider or subpart in standard transaction. Vendor(s) should acknowledge 
their understanding that NPI’s must be used.  
 


31. Section Amendment 1 for the state’s answer of “No” to Question #215; please explain how 
Section 10.1.1 through Section 10.1.3 is related to submitting the second set of questions. It 
appeared that those section references were a typo and that they should have been Section 8.1.1 
through 8.1.3. Considering that the RFP Question Submittal Form link is posted for Amendment 
1 on the Purchasing Division website that also implies that the correct section reference should 
be 8.1.1 through 8.1.3. The state’s answer to Question #216, though, makes the process more 
unclear. Given the state’s answer to Question #216, this vendor is emailing the second set of 
questions. Although it will be too late for vendors to use this information, please clarify this issue 
since Amendments must be signed and are considered part of the proposal. 
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Question #215 should have been answered Yes. Sections 8.2.1 in the RFP should refer to 
sections 8.1.1 through 8.1.3.  Section 8.1.3 references the Timeline, which is specified in 
Section 9, and the processes for submission identified in Section 10.  
 


32. Section Amendment 1 for Question #218, the use of different colors for text was in reference to 
the text used in a vendor’s technical proposal submission, not a vendor’s submission of questions 
to State Purchasing. Please confirm that vendors have the discretion to use different colors for 
RFP question text and response text, including illustrations and tables, within the vendor’s 
technical proposal submission. 
 
Refer to Section 10.1.6 of the RFP.  Colors may be used as appropriate for illustrations and 
tables.   
 


33. Section Amendment 1 Based on the state’s answer to Question #221; please confirm that for Part 
III – Confidential Financial, the requirement is to submit it as hardcopies with 1 original and 2 
identical copies as stated in Section 10.5.1.1. There is no requirement to submit an electronic 
copy of Part III on a CD, but vendors may do so at their discretion. 
 
Vendor(s) should submit a separate CD for Part III.  
 
Section 10.6.4.3 is amended as follows:  
 
Current RFP Language:  
 
No current language  
 
Amended RFP Language:   


10.6.4.3	 One	 (1)	 “Confidential	 Financial	 Information	 CD”	 with	 the	
confidential	financial	information.		The	electronic	files	must	follow	
the	 format	and	 content	 section,	 “Part	 III,	Confidential	Financial”.		
The	CD	must	be	packaged	in	a	case	and	clearly	labeled	as	follows:	


 
Confidential Financial Information CD 
RFP No: 1988 
Vendor Name:  
Contents: Part III – Confidential Financial 


Information  
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Section 13 is amended as follows:  
 
Section 13 Submission Checklist 
 


Part I A– Technical Proposal Submission Requirements Completed 


Required number of Technical Proposals per submission requirements  


Tab I Title Page  


Tab II Table of Contents  


Tab III Vendor Information Sheet  


Tab IV State Documents  


Tab V Attachment B – Technical Proposal Certification of Compliance with Terms and Conditions of RFP  


Tab VI Section 3 – Scope of Work  


Tab VII Section 4 – Company Background and References  


Tab VIII Attachment G – Proposed Staff Resume(s)  


Tab IX Other Information Material  


Part I B – Confidential Technical Submission Requirements  


Required number of Confidential Technical Proposals per submission requirements  


Tab I Title Page  


Tabs Appropriate tabs and information that cross reference back to the technical proposal  


Part II – Cost Proposal Submission Requirements  


Required number of Cost Proposals per submission requirements  


Tab I Title Page  


Tab II Cost Proposal  


Tab III Attachment P -  Cost Proposal Certification of Compliance with Terms and Conditions of RFP  


Part III – Confidential Financial Submission Requirements  


Required number of Confidential Financial Proposals per submission requirements  


Tab I Title Page  


Tab II Financial Information and Documentation  


CDs Required  


One (1) Master CD with the technical and cost proposal contents only  


One (1) Public Records CD with the technical and cost proposal contents only  


One (1) Confidential Financial Information CD  


Reference Questionnaire Reminders  


Send out Reference Forms for Vendor (with Part A completed) 
 


Send out Reference Forms for proposed Subcontractors (with Part A completed, if applicable) 
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34. Section Amendment 1 Amendment 1, Question 30 indicates the current PEBP HMO plans expire 


6/30/15 (Northern NV) and 6/30/16 (Southern NV). However, in Section 2 relating to the 
optional PEBP opportunity (2.3), it indicates the effective date is July 1, 2013. Does this date 
apply to the PEBP HMO plan effective date or are the anticipated effective dates 7/1/15 (SNV) 
and 7/1/16 (NNV)? 


Should PEBP choose the option of using the winning Vendor(s) of this RFP, the start date for 
PEBP would occur once the contracted termination notices of existing contracts are honored 
and the PEBP Board has approved the contract(s)?  PEBP has 180-day termination notice 
provisions. If negotiations were concluded early enough, this could go into effect July 1, 2013.  
The means the contract start date could occur before 2015. The PEBP option is to determine if 
there are opportunities for reduced costs or enhanced benefits based on the economy of scale. 
The PEBP Board will have the final say on the implementation date should PEBP move 
forward with the awarded Vendor(s). 


35. Section Amendment 1 Amendment 1, Question 32 originally requested the more detailed 
information needed to provide a comprehensive quote (detailed census, claims history, etc.). For 
the most part, this information was not provided in the response. Is the Vendor expected to 
provide premium rates as part of the response? Or is the state simply looking for the Vendor’s 
capabilities at this point and expects to negotiate premium at a later date? If the parties could not 
agree on rates, would the Vendor be allowed to withdraw their proposal? 


Should PEBP chose to utilize the winning Vendor(s) from this RFP for its’ HMO services, it 
would be pending successful negotiations.  PEPB included the expiration dates for the HMO 
contracts currently in effect.  The effective date of July 1, 2013 is the earliest that PEBP could 
implement a new contract, if PEBP chose to cancel the current contracts.  The determination 
will be based on the responses to the RFP and the PEBP Board’s decision regarding canceling 
existing contracts and entering into a new one. The PEBP option is to determine if there are 
opportunities for reduced costs or enhanced benefits based on the economy of scale. The 
vendor is expected to provide a cost proposal.  Subsequent vendor negotiations may be 
necessary and the vendor would be able to withdraw the proposal if the terms are not 
satisfactory. 


36. Section Amendment 1 Regarding 10.1.6 and question 72: Must text in graphs, charts and tables 
supporting a RFP response be presented in bold-italic? 
 
No. 
 


37. Section Amendment 1 For the response to the RFP, is it acceptable to only include the first and 
last page of Amendment 1 or does the entire document need to be submitted? 
 
The entire Amendment should be submitted.  
 


38. Section Amendment 1 for Amendment 1, question 5, should the RFP be amended to be section 
4.7.2.5? 
 
Yes. 
 


39. Section Amendment 1 Based on the response to Amendment 1, questions 243, 244, 250 and 251 
should the RFP be amended? 
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Sections 10.2.2.6 and 10.2.2.7 are amended as follows:  


Current	RFP	Language:	
 


10.2.2.6	 Tab	VI	–	Section	3	–	Scope	of	Work	


10.2.2.7	 Tab	VII–	Section	4	‐	Company	Background	and	References	
 
Amended RFP Language:  


10.2.2.6	 Tab	VI	–	Section	4	–	Scope	of	Work	


10.2.2.7	 Tab	VII–	Section	5	‐	Company	Background	and	References	
 
Section 4.5.8.2.B is amended as follows:  
 
Current RFP Language: 
 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers.  DHCFP must prior approve all provider announcements, 
regardless of method of dissemination.  If the DHCFP does not respond within twenty (20) 
days, the newsletter will be considered approved. 
 
Amended RFP Language:  
 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers.  DHCFP must prior approve all provider announcements, 
regardless of method of dissemination.  If the DHCFP does not respond within ten (10) days, 
the newsletter will be considered approved. 
 


40. Section Attachment E Provision 6. Performance Security 3) – requires security to be deposited 
no later than ten (10) working days following award of the contract. This language contradicts 
the requirement under the RFP Fiscal Requirement 4.10.2.1. (pg. 141) which states the 
performance security deposit must be deposited within fifteen (15) calendar days after the end of 
the first quarter of the contract. Please clarify. 
 
Both are correct.  The initial deposit of $15,000,000 must be deposited within 10 working days 
following award of the contract to contractor, as stated in the Insurance Schedule 
(Attachment E).  This amount must be reviewed at the end of the first quarter and may need to 
be increased as described in §4.10.2.1.  That is, after the first quarter, if it is determined that 
110% of the highest months capitation in that quarter is greater than $15,000,000, then the 
deposit must be increased to that greater amount; if the calculation of 110% of the highest 
month in that quarter is less than $15,000,000, then the amount will remain at $15,000,000.  
Please note that 4.10.2.2 requires another review after the end of the first year of the contract. 
 


41. Section Attachment G – Resume Define the term “Classification”. 
 
There are no unique classification codes for this RFP.  Classifications examples are:  
Physician, Physician Assistant, etc.  
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42. Section Attachment G – Resume Under “Relevant Professional Experience”, define the 
difference between Vendor Name vs. Client Name. 
 
Vendor Name:  Company 
Client Name:  Contact 
 


43. Section Attachment G – Resume - Is the purpose of the resume to provide you information 
regarding experience within the health plan? Or, is it for the staff’s prior experience which would 
include other entities? 
 
Staff’s prior experience which might include a staff member’s prior experience with other 
entities. 
 


44. Section Attachment L – Provider Types Clarification is needed regarding Provider Types and 
potential duplication. Example: Provider Type #24 – Certified Registered Nurse Practitioner, 
Nurse Anesthetist, Nurse Mid-Wife, Physicians Assistants. However, #72 also identifies Nurse 
Anesthetist, #74 Nurse Midwife and #77 Physician’s Assistant? 
 
Attachment L is updated and attached, see Section I, Item #13 of this Amendment. 
 


45. Section Attachment L – Provider Types What is the description of #17 Special Clinics? Would 
this be a MCO provider type contracting responsibility? 
 
A new provider types list has been attached (see Question #44) that identifies ‘special clinics’.  
 
Yes, except for the Indian Health Services. 
 


46. Section General Facility reimbursement – How does the state handle or plan to handle GME, 
Intensity Operating Allowance (IOA) or other supplement payments to the MCO and or 
provider? 
 
Neither IOA nor GME are part of this contract.  However, certain supplemental payments are 
detailed in 4.2.11.3 Maternity Kick Payment (SOBRA) and 4.2.11.5 Low Birth Weight Babies. 
 


47. Section General Will an amended RFP be made available? 
 
No, a Unified Version will not be available, but Amendments 1 and 2 are available in their 
entirety through Purchasing.  
 


48. Section Medicaid Services Manual, Section 203 Non-emergency services must be billed using 
the most appropriate code, either 99281 or 99282. Does the state have a listing of non-emergent 
diagnoses for the ER? 
 
Diagnostic codes are provided by the doctor, based on the medical condition.  This does not 
place the definition of an emergency on the diagnosis code. Section 203.4A of the MSM 
defines emergency services “as a case in which delay in treatment of more than 24 hours 
could result in severe pain, loss of life, limb, eyesight or hearing, injury to self or bodily harm 
to others.”  
 


49. Section Sect. 4.2.3 Benefit Exclusions as listed in the Medicaid Service Manual Sect 3603.4 
include the following: All nursing facility stays over 45 days, Swing bed stays in acute hospitals 
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over 45 days, Residential Treatment Center (RTC) Limitations, Hospice, Institutions for Mental 
Diseases (IMDs), however the current RFP does not list these as benefit exclusions. Are the 
services listed above to be included MCO services for the RFP? 
 
The covered services are described in section 4.2.2 of the RFP.  The Medicaid Services 
Manual 3600 will be amended prior to the contract effective date to reflect the changes in the 
new MCO contract(s).   
 


50. Section 4.10.7 - The managed care organization is required to vigorously pursue billing prior 
resources. If amounts are recovered that are the direct result of billing the prior resources and a 
signed acknowledgement has not been returned from the enrolled Medicaid recipient or his/her 
authorized representative, is the managed care organization entitled to retain amounts recovered? 
 
See Question #164, in Amendment 1.  Vendor(s) are required to obtain TPL information 
independently of DHCFP for the purpose of avoiding claim payments or recovering payments 
made from liable third parties.  TPL recovery may be incorporated into capitated rate 
development by DHCFP and its actuary. Vendor has 365 days from claim paid date to recover 
TPL payment; after 365 days, Vendor forfeits the right to recovery to the State unless Vendor 
can provide evidence that the recovery effort is active and/or in dispute 
 


51. Section 4.2.3.3 and 4.5.3.3 H Based on section 4.2.3.3, DHCFP has provider contracts with 
several school districts. However section 4.5.3.3 H, lists school-based clinics as a required 
essential community provider for vendors to contract with. Please clarify the distinction between 
the two sections and if vendors are to contract with school-based clinics. 
 
Section 4.2.3.3 is specific to certain medically necessary covered services delivered by School 
Based Centered Health Centers (SBCHC) to eligible Medicaid and Nevada Check Up 
recipients.  
 
School-based clinics referenced in 4.5.3.3 may include, but are not limited to officially 
designated SBCHC’s.  
 


52. Section 4.2.3.10 and 4.5.3.3 L and M Based on section 4.2.3.10, recipients in Child Welfare are 
excluded from managed care. However section 4.5.3.3 L and M, lists Child Welfare related 
services and agencies as being required essential community providers. Please clarify the 
distinction between the two sections and if vendors are to contract with Child Welfare related 
services and agencies. 
 
Section 4.5.3.3 L and M is specific to the Division of Child and Family Services (DCFS) and 
the County Child Welfare Agencies as essential community providers. Section 4.2.3.10 
identifies recipients in Child Welfare, who are excluded from MCO enrollment. There may be 
times when DCFS and County Child Welfare Providers have provided services to a FFS 
recipient who then moves into managed care. Contracting with these providers will help 
ensure continuity of care of these recipients.  
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FACETS LICENSE AGREEMENT 



AGREEMENT (the "Agreement") made this 3D+.!l&y of ~ 'r l 


1997 between ERISCO, INC., a New York corporation, with offices at 1700 Broadway, 
New York, New York 10019 (hereinafter called "Erisco") and Sierra Health Sexvi.ces, a 
corporation, with offices at (hereinafter called 
"Client"). 


WITNESSETH: 


WHEREAS, Erisco has developed Facets, a computer software system 
operating on a clientiserver platform designed to perform certain functions as described 
herein and in Schedule C annexed hereto (the "System"). 


WHEREAS, Client desires to use the System for the purposes described 
herein and in Schedule C. 


NOW, THEREFORE, Erisco and Client agree as follows: 


Erisco shall provide object code and services as set forth herein and in 
Schedule C. 


Client shall pay to Brisco all fees as set forth herein and in annexed Schedule 
A for rendering the services as described herein. 


ERlSCO AND CLIENT HAVE READ THIS AGREEMENT, INCLUDING THE TERMS 
AND CONDITIONS WHICH ARE APART HEREOF, AND AGREE TO BE BOUND 
BY ALL OF ITS PROVISIONS, AND FURTHER AGREE THAT IT CONSTITUTES 
THE CO:MPLETE AND EXCLUSIVE AGREE1vIENT BETWEEN THEM WHICH 
SUPERSEDES ALL PREVIOUS COMMUNICATIONS, REPRESENTATIONS, 
UNDERSTANDINGS AND AGREEMENTS EITHER ORAL OR WRlTIEN 
BETWEEN THEM OR ANY QQLY AUTHORIZED OFFICIALS OR REPRESEN
TATIVES THEREOF. 


ERISCO, INC. SIERRA HEALTH SERVICES 


By:By:k./tjr 
NAME: Anthony M. Marlon, M.D. 


TITLE: Chairman and CEO 
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TERMS AND CONDITIONS 

TO 



FACETS LICENSE AGREEMENT 



1. Limitations on, and Restrictions Relating to the License 


1.1.1. Subject to the provisions of Clause 2, Erisco grants Client only a 
petpetual, non-exclusive and non-transferable license to use the System in the ordinary 
course of business only for the putposes described in Schedule A; provided, however, that 
while such permitted use shall expressly exclude and prohibit Client granting to any of its 
customers or other third parties access to the System installed at Client's location either by 
way of remote terminals or through other computer facilities and shall further prohibit the 
use or operation of the System by Client's customers in performing provider network 
management, claims pre-pricing or adjudication, group/membership administration or 
utilization management, Client, upon prior written notice to Erisco, may allow the System 
to be installed and accessed at entities in which Client has either at least a 50% ownership 
interest or at least a 33% ownership interest where Client has managing control of the 
entity. Upon such installation, Client shall pay any additional server and workstation 
license and maintenance fees and such entities shall upon such installation sign Erisco's 
non-disclosure agreement. The System shall be installed and used exclusively by Client or 
Third Party Processors at the locations specified in Schedule A, and at additional Client or 
Third Party Processors locations in the United States upon prior \vritten notice to Erisco and 
Third-Party Processor locations as set forth herein, and accessed by the total number of 
Servers and workstations set forth in Schedule A on the Technical Platform, including 
certain third-party provider computer hardware, system level software and other supporting 
software each as set forth in Schedule B hereof. In the event that Client obtains any portion 
of the Technical Platform from Erisco, Client shall execute all applicable third party 
provider agreements annexed hereto as Schedule D as of the Execution Date of this 
Agreement, Client is not required to execute any such third party provider agreements. 
"Server" means one or more interconnected computer hardware systems configured to run 
the System. 


1.1.2. Client acknowledges and agrees that (a) the System cannot be dupli
cated or copied except as may be permitted in accordance with Schedule A, provided, 
however, that a copy of the System may be made by Client for back-up and disaster relief 
puxposes only, and (b) use ofthe System is expressly limited to the designated Client only. 


1.1.3. Erisco represents and Client acknowledges that the System contains a 
unique file and compilation of clinical criteria and clinical data including general medical 
and surgical indicators and precertification recommendations ("Clinical Database") and 
Client agrees that the Clinical Database is to be used by Client solely on a discretionary 
basis as a guideline for review and precertification of health care services. Client further 
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acknowledges that it is Client's sole responsibility to make final judgments in all instances 
regarding use of clinical data, the System and the Clinical Database and that Erisco is not 
rendering a medical opinion in connection therewith. 


2. 	 Ownership of Programs and Records 
and Confidentiality of Data 


2.2.1. The System and all of its component parts (including source code, 
clinical data, all specifications, manuals and other documentation, irrespective of its form, 
prepared in connection therewith), and all improvements, corrections and modifications 
thereto, or otherwise used in orderto perform any obligations of Erisco hereunder are and 
shall remain, the sole property of Erisco except as otherwise set forth in this Agreement. 
Erisco and in reference to certain third-party software included in, or provided with, the 
System such third-party licensor's shall have the sole and entire proprietary interest in and to 
the System and the sole right to obtain, hold and dispose of the System and all portions 
thereof and all copyrights, registrations and other means of protection of the System and all 
portions thereof, as it may deem appropriate. At no time shall Client assign, sell, license, 
let, duplicate, transfer, pledge or hypothecate the System or any portion thereof, adapt, 
translate, reverse engineer, recompile or otherwise create or attempt to create the source 
code from the object code, or use it to create a derivative work or store the Clinical 
Database on any electronic media, remove any copyright legend contained in the Clinical 
Database, or on the original of any printout therefrom or suffer or allow any other party 
under its control to accomplish the foregoing or utilize the System or any portion thereof. 
Client shall utilize security and controls to protect the System which are no less stringent 
that it uses to protect its own proprietary rights. 


2.2.2. Erisco represents that it has expended substantial sums in creating 
and acquiring the System and has substantial proprietary interest and valuable trade secrets 
therein. The System and all portions thereof, and such other documents and materials 
furnished to Client that Erisco might identify as confidential, shall be kept confidential by 
Client and shall not be disclosed by Client to any other party without Erisco's prior written 
consent, except to those employees of Client to whom it is reasonably necessary for the 
operation of the System and, then, only to the extent reasonably necessary. All of the afore
mentioned, in any form then existing, shall be promptly returned to Erisco upon the 
termination of this Agreement. 


2.2.3. Erisco shall not divulge or make available to any party any Client 
documents or materials furnished under this Agreement without prior written consent from 
Client, except insofar as such documents and materials, or any part thereof, have been 
previously published or become part of the public domain. The standard for protection of 
such confidential material shall be the same as Erisco employs to protect its own 
confidential data. 
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2.2.4. If either party or any ofits employees shall attempt to use, duplicate or 
dispose of, in whole or in part, any infonnation confidential to the other party, other than 
infonnation which (a) has been previously published or become a part of the public domain 
through no wrongful act of receiving party, (b) has been rightfully received by either party 
from a third party without breach of any duty of confidentiality to the other party, or (c) was 
known to either party at the time of disclosure by disclosing party without breach of any 
duty of confidence to disclosing party in any manner contrary to the tenns of this 
Agreement, the disclosing party shall have the right, in addition to such other remedies as 
may be available to it, to seek injunctive relief enjoining such act or attempt, it being 
acknowledged that legal remedies are inadequate. The tenns, provisions and representa
tions contained in this Clause shall survive the termination of this Agreement. 
Notwithstanding the foregoing, subject to any applicable confidentiality laws concerning 
medical infonnation, Erisco may include in its generic database any data that has been or 
shall be provided by Client to Erisco and Erisco may continue to use such data to evaluate 
and improve the perfonnance ofthe System. 


3. Warranty 


3.3.1. Erisco warrants that at the time of delivery and for a period ending on 
January 31, 2000, the System will operate substantially in accordance with the user 
documentation annexed hereto as Schedule C and any modifications thereto which have 
occurred prior to January 31, 2000. Erisco's on-going responsibilities to provide 
maintenance services as set forth in Clause 6 hereof EXCEPT AS SET FORTH IN 
CLAUSE 4.4.1. BELOW, ERISCO'S LIABILITY UNDER TillS WARRANTY SHALL 
BE ENTIRELY DISCHARGED BY CORRECTING ANY DISCREPANCIES 
BETWEEN SYSTEM PERFORMANCE AND SUCH FUNCTIONAL DESCRIPTION 
IN THE MANNER SET FORTH IN THIS AGREEMENT. ALL WARRANTIES SHALL 
BE LTh1ITED TO THOSE SPECIFICALLY SET FORTH 'WITHIN THIS AGREEMENT 
AND SHALL BE IN LIEU OF ALL OTHER WARRANTIES, EXPRESS OR IMPLIED, 
INCLUDING THE IMPLIED WARRANTIES OF MERCHANTABILITY AND 
FITNESS FOR A PARTICULAR PURPOSE. NO WARRANTY IS MADE 
REGARDING THE RESULTS OF ANY SYSTEM OR SERVICES OR THAT THE 
FUNCTIONALITY CONTAINED IN THE SYSTEM WILL MEET CLIENT'S 
REQUIREMENTS. ERISCO WARRANTS THAT FACETS IS YEAR 2000 
COMPLIANT. 


3.3.2. Erisco warrants that it is the sole owner of the System, that the 
System was developed by Erisco and that Erisco has the full power and authority to grant 
the rights given in this Agreement to Client with respect to the System without the consent 
of any third party. Erisco further warrants that the license to and use by Client of the 
System will not constitute an infringement or violation of any copyright, trade secret or 
other rights of any third party. 
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4. Limitation ofLiability 


4.4.1. Except as to claims made pursuant to Clause 8 hereof, Client agrees 
that Erisco's entire liability to Client for all damages incurred by Client for any and all 
claims hereunder at any time' or times during this Agreement shall in the aggregate not 
exceed the total license fee received by Erisco. IN' NO EVENT SHALL ERlSCO BE 
LIABLE FOR ANY DAMAGES CAUSED BY CLIENT'S FAILURE TO PERFORM ITS 
RESPONSIBILITIES, AS SET FORTH IN' THIS AGREEMENT OR OTHERWISE, OR 
FOR ANY IN'DIRECT, SPECIAL OR CONSEQUENTIAL DA1\1AGES AS DEFINED IN 
THE UN1FORM CO:MMERCIAL CODE, WHETHER ARlSING BY RULES OF 
STRlCT LIABILITY OR OTHERWISE, EVEN IF ERlSCO HAS BEEN ADVISED OF 
OR IS OTHER WISE AWARE OF THE POSSIBILITY OF SUCH DAMAGES. 


4.4.2. Client and Erisco each agree that all rights granted in this Agreement 
shall be cumulative and that no reference in this Agreement to any specific legal or equit
able remedy in the event of the breach of any provision of this Agreement by the other party 
shall be construed as a waiver of, or prohibition against, any other legal or equitable remedy 
for such breach by the non-breaching party. 


4.4.3. No action, regardless of form, arising under this Agreement may be 
brought by either party more than the applicable statue of limitations time period after the 
facts supporting the cause of action have become known to the claimant, except that an 
action for non-payment may be brought within one year after the date of last payment. 


5. Embedded Software 


In reference to certain software included in the System, which software is 
owned or provided by Erisco's licensor Sybase, Inc. ("Licensor"), described in Schedule B 
hereof (the "Embedded Programs"), the following terms and conditions apply: 


5.5.1. Licensor is a direct and intended third party beneficiary of this 
Agreement and may enforce it directly against Client provided, however, that Licensor shall 
not be liable to Client for any general, special, direct, indirect, consequential, incidental or 
other damages arising out ofor related to the System. 


5.5.2. No right to use other than an Embedded Run-Time Version of 
Sybase, Inc. programs is granted; an "Embedded Run-Time Version" shall mean a version 
of such programs linked to or embedded in the System's source code in such a way that 
structurally or by license restriction, it (a) precludes use of such programs to modifY 
applications except as permitted in clause c of this paragraph; (b) precludes use of such 
programs to develop applications, except for report writing and decision support solely in 
conjunction with the System; (c) precludes general purpose access to command verbs in 
such programs except that the Client may, within the scope access to command verbs in 
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such programs except that the Client may, within the scope of and under control of the 
System, create or alter tables, columns or rows and add fields to existing tables, as 
necessary, to implement, operate and administer the System; (d) precludes use of any 
command verbs in such programs to create new schemes or databases; and (e) precludes use 
of such program or third party application development tools to modifY or enhance existing 
screens or fonns delivered as part of the System, or to create new forms, except as 
necessary to implement and operate the System. 


5.5.3. Client agrees to comply with all export and re-export restrictions and 
regulations ("Export Restrictions") imposed by the governments of the United States or the 
country to which the System is shipped to Client. Client will not commit any act or 
omission which will result in a breach of any such Export Requirements; Client agrees that 
it will comply in all respects with any governmental laws, orders or other restrictions on the 
export of the Sybase programs and the System (and related information and documentation) 
which may be imposed from time to time by the governments of the United States and 
Canada or the country to which any programs are shipped by Sybase ("Export 
Requirements"). This Section shall survive the expiration or termination of this Agreement. 


5.5.4. So long as Client is in material compliance with this Agreement, 
Client shall be able to continue to use the System under this Agreement and agreement(s), if 
any, between Client and Licensor, regardless of the status of Erisco's agreement(s) with 
Licensor regarding the Embedded Programs or other of Licensor's software products that 
are necessary to the operation of the System. 


6. Support and Maintenance 


6.6.1. Upon payment of the applicable support and maintenance fees set 
forth in Schedule A, Erisco will provide to Client support services for the System as set 
forth herein. Payment ofmaintenance and support fees as set forth in Schedule A shall be a 
pre-requisite for receiving support services. Additional support and maintenance fees may 
be required by certain third-party providers of the Technical Platform. Client shall pay 
support fees for each support unit as described in Schedule A. For each support unit 
described in Schedule A, Client shall designate a pair of authorized contacts (each a "PAC") 
for support who may telephone Erisco Monday through Friday from 9:00 a.m. through 5:00 
p.m. EST. Erisco may provide 7 x 24 support coverage to Client in accordance with the 
language in Schedule A upon payment by Client of the applicable additional support fees. 
Upon receiving notice with sufficient documentation to diagnose an error or malfunction in 
the_ qperation of the System described in the user documentation annexed hereto as 


~hedule~0Erisco shall use reasonable efforts to expeditiously correct those errors and 
malfunctions which impair Client's operational capabilities. Such errors and malfunctions 
shall expressly include those events resulting from (a) incompatibility with the Technical 
Platform or (b) non-conforming to and perfonnance not in accordance with the 
documentation listed in Schedule C. Such error corrections shall be performed at Erisco's . 
premises or at Erisco's discretion on-site at the Client's location with no cost to Client. In 
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the event that Client requests Erisco's on-site support where an error or malfunction does 
not result from Erisco's negligence or fault, such on-site support will be payable by Client 
on a per diem basis at Erisco's then current rates. The materials and instructions necessary 
to correct the error will be shipped to Client after the error has been corrected and tested by 
Erisco using the latest standard version of the unmodified System. Erisco will provide 
support to the current or immediate prior System release. The following services are 
available on a time and materials basis to assist in the planning, implementation and use of 
Facets: 


a. 	 Hardware and connectivity planning/implementation (mainframe, workstation, 
server, other); 


b. 	 Hardware and connectivity performance tuning (mainframe, workstation, server, 
other); 


c. 	 Database performance tuning and database development; 


d. 	 Memory management or tuning; 


e. 	 Asynchronous communication set up; 


f. 	 Third party software installation planning; 


g. 	 Test to production planning; 


h. System customization assistance; 



L Customer specific report development assistance; 



J. 	 System Administration (back ups, restores, operating system utilities); 


k. 	 Certification or verification ofCustomer network configuration; 


1. 	 Customer data migration development; 


m. 	 Customer data migration planning; 


n. 	 Verification of customer data migration; 


o. 	 Assistance in the uploading of data from server to host; and 


p. 	 Lost data recovery. 
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Client shall be responsible for implementing adequate procedures for protection and backup 
of its data and/or equipment. Brisco is not responsible for loss of data, re-run time, 
inaccurate output, work delays or lost profits resulting from Customer's failure to use 
backup and restore programs. In the event of loss of data by Client, Erisco will make 
available recovery services, on a time and materials basis, using documented recovery 
methods from Client's most recent backup of data. As a prerequisite to receiving support 
from Brisco as described herein, Client must maintain the environmental configuration of 
the Technical Platform described in Schedule B, as amended by Erisco. Erisco will consult 
with Sierra and other Clients prior to changes in the server operating system or the data base 
management system except as it relates to migrating to new releases. Client is responsible 
for maintaining the stability and operating capacity of such environmental configuration. 
Client is responsible for System malfunctions resulting from Client's upgrading to new 
versions or releases of third party products embedded in the System unless such upgrade is 
recommended by Brisco. Costs to correct errors or malfunctions caused by the malfunction 
or breakdown of equipment fumished by Client, Client's modifications to the System, 
Client's negligence or fault or failure to follow the routines, operations and methods 
specified in the System's documentation and materials, shall be borne by Client at Brisco's 
then current rates. To the extent that errors or malfunctions are the result of Erisco's 
negligence or fault, the cost to correct such errors or malfunctions shall be borne by Erisco. 
To the extent that errors or malfunctions are the result of the joint negligence or fault of the 
Client and Erisco, the cost to correct such errors or malfunctions shall be equally divided 
between Client and Erisco. Costs associated with travel to Client's location to correct such 
errors or malfunctions resulting from Erisco's negligence or fault shall not be charged to 
Client. Methods and techniques for implementing corrections to be made by Erisco shall be 
at the sole discretion of Erisco; provided, however, such methods and techniques will not 
materially adversely effect Client's operations. 


6.6.2. Upon payment of the applicable maintenance fees set forth in 
Schedule A, Client shall be entitled to receive all enhancement releases to the System at no 
cost to Client. The term "enhancement" shall mean any additional and/or improved 
capabilities of the System, any program or any part thereof or any material not included in 
the System at the time of execution of this Agreement which constitute modifications, 
upgrades and improvements as those terms are generally defined by industry standards 
made to the System to improve the quality or efficiency of its performance and which 
Erisco makes generally available to other licensees of the System. Such enhancements shall 
not include modules, or sub-systems or technical platforms developed by Erisco and 
marketed separately or in combination with the System or portions thereof. The license 
granted to Client under Clause 1 hereof shall extend to each such enhancement release 
received from Erisco. 


6.6.3. Brisco shall have no obligation to support or maintain the System for 
use on any computer system other than the Technical Platform set forth in Schedule B 
hereof or in the event Client modifies the System without Brisco's written approval. Erisco 
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has no obligation to modify any version of the System to run with new versions or releases 
of the Technical Platform. 


6.6.4. Provided Client has not exercised its option to license the System 
source code as set forth in Schedule A, Erisco shall maintain one copy of the then current 
System release source code with Erisco's then current escrow agent. The license fee for 
such source code license will be $945,000 through December 31, 1999, thereafter at 
Erisco's then current rates. So long as Client has paid all applicable support or maintenance 
fees and is in compliance with the provisions of this Agreement, in the event Erisco ceases 
to maintain the System to the general user community, Client shall have the right to obtain 
access to such escrowed source code from the escrow agent at no fee. Erisco represents that 
there are no agreements with the escrow agent that would prohibit or in any way affect 
Client's enforcement of its rights against the escrow agent as stated in this Clause 6.6.4. 


7. Modification of SYstem 


Erisco may agree to modify the System, upon Client's request, to enhance or 
expand the System's capability or performance. Such modifications, if agreed to by Erisco, 
shall be paid for by Client at Erisco's then current rates. Modifications mutually agreed to 
as of the execution date of this Agreement, and payments, if any, applicable thereto, are 
described in Schedule G hereof, which Schedule shall be finalized by mutual agreement no 
later than February 15, 1998. All modifications performed by Erisco shall be the property 
of Erisco. Client may perform modifications to the System and any such modifications 
shall be the property of Client provided that such modifications may only be used by Client 
in conjunction with the System under this Agreement and shall be subject to the restrictions 
and limitations set forth in Clauses 1 and 2 hereof Should Client choose to license the 
source code as set forth herein and perform modifications for the benefit of CH.A11PUS or 
other unique system requirements such as Medicaid or Worker's Compensation. Erisco 
will provide, at Client's request, advise and guidance regarding the performance of such 
source code modifications at Erisco's then current rates. Erisco may agree at its sole option 
by separate written agreement and at a price to be determined, to purchase from Client such 
source code modifications performed by Client that Erisco may decide to include in general 
System releases. Client shall not attempt to use, duplicate, dispose of or install the 
modifications in conjunction with the design and development of any software system 
which is in competition with the System and any violation thereof shall subject Client to the 
remedies available to Erisco as set forth in Clause 2.2.3. hereof 


8. Infringement Indemnity 


Erisco shall defend, at its own expense, any suit which may be instituted 
against Client, insofar as it is based on a claim that the System or any portion thereof 
furnished under this Agreement, or the use thereof, in the manner for which it was designed, 
constitutes an infringement of any rights of others, including a trade secret or United States 
copyright or patent, if given prompt notice thereof by Client and given authority, 
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information and assistance for the defense of same. Brisco shall have sole control of the 
defense and all negotiations for settlement or compromise of any such claim, suit or 
proceeding and Brisco shall pay all damages and costs awarded therein against Client. 
There shall be no settlement of such claim prior to consultation with Client. In the event 
that the System or any portion thereof furnished under this Agreement is, in any suit or pro
ceeding, held to constitute infringement and its use is enjoined, Brisco shall, at its option 
and at its own expense, either: (a) procure for Client the right to continue using the System 
or portion thereof; or (b) replace the System with a non-infringing system with the same 
capabilities as the infringing system; or (c) modify the System so that it becomes 
non-infringing with the same capabilities as the infringing system. Erisco shall have no 
liability to Client if the System, or any portion thereof, has been modified by Client or is 
used by Client for purposes other than those set forth in Schedule D and such modification 
or use results alone or in combination with any portion of the System in such claim of 
infringement. 


9. General 


9.9.1. Performance by each party is predicated upon normal working condi
tions. Notwithstanding any provision herein to the contrary, neither party shall be liable or 
deemed to be in default for any delays or failure in performance or nonperformance under 
this Agreement or interruption of service resulting directly or indirectly from causes beyond 
the reasonable control of either party or its subcontractors, including, but not limited to, 
earthquakes, strikes, riots, epidemics, wars, governmental regulations, fire, transportation or 
communication delays or failures, power or equipment failures, Acts of God, or labor 
disruptions. 


9.9.2. Erisco shall have full power and authority to select the methods and 
means of performing all services to be provided under this Agreement. Erisco reserves the 
right to modify, at its own expense, the design and specifications of the System, or any 
components thereof, developed or utilized hereunder; provided, however, that no such 
modification may be made which will significantly adversely affect the System or the pro
cedures or equipment used by Client to process data as set forth in Schedule A. 


9.9.3. For use of the System, Client shall pay Brisco fees as set forth in 
Schedule A. Brisco may render invoices to Client at intervals of thirty (30) days from the 
date after delivery. Client shall pay all invoices in United States dollars net ten (10) days 
from the date of each invoice. Client shall also pay a late payment charge, of the lesser of 
(i) the maximum legally permitted rate, or (ii) 1% per month equal to 12% per year, on the 
amount of the unpaid balance of each invoice not paid in full within thirty (30) days from 
the date of such invoice. Client shall pay all expenses incurred by Erisco in connection with 
the collection of any and all amounts due Erisco hereunder including reasonable attorneys' 
fees. Client shall pay all charges specified herein plus all out-of-pocket charges including 
reasonable travel and living expenses actually and necessarily incurred by Erisco in 
performing services under this Agreement. 
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9.9.4. All taxes and charges of any kind (but not including income, franchise 
or similar taxes, imposed on or measured by, the net income or gross receipts of Erisco), 
levied or imposed by either Federal, State or local government with regard to the items or 
services covered by this Agreement, or the sale or use thereof shall be paid by Client. If any 
such taxes or charges are paid by Erisco, they shall be reimbursed by Client promptly upon 
notice by Erisco. 


9.9.5. Except as provided for elsewhere herein, should either party fail to 
perform in whole or part any material duty or obligation which it has assumed hereunder, 
the other party shall give written notice demanding that the defaulting party perform. The 
defaulting party shall have thirty (30) days after receipt of such notice to cure its default. At 
the end of such thirty (30) day period, if the defaulting party has not cured such default, the 
other party may terminate this Agreement after giving seven (7) days written notice of its 
intention to terminate. In the event of termination, in addition to such other remedies as 
may be available, Erisco shall be entitled to payment for services rendered up to the date of 
termination. Upon such termination, Client shall return the System and all copies thereof to 
Erisco accompanied by written confIrmation that Client has erased all traces of the System 
on its data processing equipment. 


9.9.6. All notices or other communications required or permitted to be given 
pursuant to this Agreement shall be given in writing by personal messenger or by deposit 
thereof in the United States mail, registered or certifIed mail, return receipt requested, to the 
addresses initially set forth in this Agreement. All notices and other communications shall 
be deemed delivered on the day they are personally delivered to the other party or, for all 
notices and communications sent by mail, at the time reflected in the return receipt. 


9.9.7. Either party may change the address to which notices are to be 
delivered by giving notice to the other party. Erisco may accept and rely upon any and all 
data, written notices and communication whatsoever which it reason ably believes to be 
genuine and to have been furnished by or authorized by a party duly authorized to furnish or 
authorize the same on behalf of the Client. 


9.9.8. Neither party may assign its rights or obligations without the prior 
written consent of the other party and any attempt to do so renders such proposed 
assignment null and void; provided, however, that Erisco may assign its rights and 
obligations to any of its affiliates or subsidiaries and further provided that Erisco shall not 
unreasonably withhold its consent to Client's request for an assignment. Notwithstanding 
the foregoing, Client, upon prior written notice to Erisco, may transfer its rights, duties and 
obligations under this Agreement to a purchaser of a majority or all ofthe shares of stock of 
the Client, provided that any such purchaser must not be operating in competition with 
Erisco (competition shall mean the development and marketing of software and related 
services to the managed care and insurance industry) and provided that any such purchaser 
must agree, in writing, that such license is limited to the use of the System for the benefit of 
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Client's business only. Client will provide to Erisco a written description of its business 
prior to the completion of such purchase. Use of the System by such purchaser for any 
business other than Client's may occur only by payment to Erisco by such purchaser of 
Erisco's then current license fees for such additional use of the System. 


9.9.9. The headings contained in this Agreement are inserted only as a 
matter of convenience and for reference and in no way define, limit or describe the scope or 
intent of this Agreement nor in any way affect the tenns and provisions thereof. 


9.9.10. The validity, interpretation and enforcement of this Agreement shall 
be governed by the laws of the State of New York, including the Unifonn Commercial 
Code thereof. 


9.9.11. If any provision of this Agreement is detennined to be invalid or 
unenforceable, the remaining provisions of this Agreement shall not be affected thereby and 
shall be binding upon the parties, and shall be enforceable, as though said invalid or 
unenforceable provision was not contained therein. No delay or failure of Erisco or Client 
in exercising any right hereunder and no partial or single exercise thereof shall be deemed 
of itself to constitute a waiver of such rights or any other rights hereunder. 


10. Power and Authoritv 


Each of the parties warrants that it has the power and authority to execute, 
deliver and perfonn this Agreement, and that such execution, delivery and performance will 
not violate, conflict with or result in the breach or termination of any provisions of, or 
constitute a default under, any charter, by-law, lease, contract, or other agreement or instru
ment to which it is a party or by which it may be bound. 


11. Employment Policy 


Erisco represents that it is an Equal Opportunity Employer and does not dis
criminate against any person because of race, creed, color, religion, national origin, age, sex 
or disability. 


12. Non-Hire Policv 


Erisco and Client each agree not to hire employees of the other party or 
induce employee of the other party to leave such employment or cause anyone else to do so 
without the prior written consent of the other party. 
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FACETS LICENSE AGREEMENT 


SCHEDULE A 


Client Name: 	 Sierra Health Services 
Type of Server Platform: IBM RS 6000 or HP9000 
Number of Servers: 3 
Number ofWorkstation copies: 800 
Number of Support Units: 1 
Location: 	 See attached list of SHS locations. 


A. 	 Maintenance Fees 
License Fees ReJease Support 


License Fee: 
Less: Discount 
Total 


$4,129,000 
$ 630,000 
$3,499,000 $524,850 $135,000 


License fee due and payable in accordance with the following: 


1. First installment payable January 15, 1998, 
thirty percent (30%) of which ($262,425) 
shall be non-refundable. 


License Fees 


$ 874,750 


Release Fee 


$131,213 


SURRort Fee 


$l35,000 


2. Second installment upon delivery of 
Release 2.7. Client shall have a period of 
14 days following delivery to evaluate such 
release and must migrate a portion of the SHS 
business into a production environment, 
and thereupon the second installment and 
the remaining seventy percent (70%) of the 
first installment shall be non-refundable. 
lfthe Client does not accept Release 2.7, the 
second installment and the remaining 70% 
ofthe first installment shall be returned to 
Client within 30 days of such non-acceptance. $1,749,500 $262,425 N/A 
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3. Final installment upon delivery ofRelease 2.8. 
Client shall have a period of 14 days following 
delivery to evaluate such release and must 
migrate a portion of the SHS business into a 
production environment, and thereupon the 
third installment shall be non-refundable. If 
the Client does not accept Release 2.8, the 
third installment shall be returned to Client 
within 30 days of such non-acceptance. $ 874,750 $131,212 N/A 


Total $3,499,000 $524,850 $135,000 


System includes Core Facets, Utilization Management, Pricing, Billing/Commissions, Claims, 
CapitationlRisk and Electronic Commerce. Use of Electronic Commerce module requires a fee 
of $.10 per member/per quarter in reference to Client's fully-insured business and $.05 per 
member per quarter in reference to Client's non fully-insured business where Client is paying 
claims, beginning upon Client's use of the Electronic Commerce module in the ordinary course 
of business. Any additional Facets modules that may be developed will be available at Erisco's 
then current rates. 


Consulting rates are as set forth herein applicable during calendar year 1998, thereafter at 
Erisco's then current rates. License and maintenance fees are applicable through calendar year 
1999. Notwithstanding the foregoing in the event that the Client dedicates a server and 
additional workstation to servicing the CHAMPUS Medicaid or Worker's Compensation, such 
license and maintenance fees will be applicable through December 31, 2000, thereafter at 
Erisco's then current rates. Maintenance fees are due and payable with the License installments 
indicated above on an annual pro-rata basis, thereafter, payable in full on January 1, 1999, and 
the first day of each succeeding calendar year. Should Client decline release maintenance for any 
calendar year(s), Client must pay the total of all intervening years release maintenance fee 
amounts prior to the installation of the then current Systems release and the resumption of release 
maintenance and support service. Consulting and training at Client's option at Erisco's then 
current rates, plus all out-of-pocket charges, including reasonable travel and living expenses 
actually and necessarily incurred by Erisco. 


Additional Server: $157,500 


When the fees as set forth herein expire the additional workstations, source code and further 
additional servers will be available at Erisco's then current rates. Client shall notify Erisco, in 
writing, upon the need for an upgrade to a higher number of workstations or server copies. An 
officer of Client shall certify to Erisco, in writing, on an annual basis at Erisco's request, the 
number of workstations, servers and members as related to Electronic Commerce accessing the 
System. Erisco will notify Client of changes in fees and rates prior to the end of a calendar year. 
Erisco, or at Erisco's option, its consultant, shall have the right during the Client's regular 
business hours and at a time agreeable to Client to perform an audit, at Client's site, to determine 
compliance with the terms and conditions of this Agreement. Such audit will be performed at no 
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additional cost to Client and will not require Client's employees to be present beyond such 
employees' regular business hours. Erisco shall provide to Client at least 30 days advance notice 
of Erisco's desire to perform such an audit, and Erisco will comply with Client's then current 
security procedures before entering into Client's premises. 


Erisco warrants that the personnel provided to Client has been fully trained on system and that 
should a personnel conflict arise, Client can require Erisco to replace said personnel. 


B. Personnel Rates 


Application Services 


Project Management: 


Standard Rate 


Per Diem (up to 7 hours) $1,575.00 
~ Day Minimum (On-Site) $800.00 
Over 7 Hours per Day $225.00 per hour 


The sum of the activity associated with planning, coordinating, facilitating, directing and 
documenting the tasks that comprise a system implementation. Additionally, the "Project 
Manager" is responsible for uncovering, understanding and addressing detailed customer 
requirements, as well as executing various system tasks resulting in an on-line and batch 
configuration supporting those requirements. 


Standard Rate 


Per Diem (up to 7 hours) $1,225.00 
~ Day Minimum (On-Site) $625.00 
Over 7 Hours per Day $175.00 per hour 


Distinct from project management, consulting services are those activities related to 
implementation or on-demand consulting activity. Such services include, but are not necessarily 
limited to, configuration/requirements analysis and solution planning, on-line and batch solution 
prototyping, and ad-hoc system reviews for conversions, new business or new applications 
imp lementations. 
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Training: 


Per Diem (up to 7 hours) 


Y:z Day Minimum (On-Site) 
Over 7 Hours per Day 


Standard Rate 
$1,225.00 
$150.00/student - Over 10 
students/session to 20 students max. 
$625.00 
$175.00 per hour 


Tasks associated with preparing for and delivering on-line end user system training to prepare the 
Facets user to correctly use our System. An example of training is Facets Claim Processor 
Training and Facets ProviderlNetwork training. 


Technical Services 


Installation Training: 
Standard Rate 


Per Diem (up to 7 hours) 	 $1,500.00 
33% discount or $l,OOO.OO/day 
at Erisco (1-2 students) 


Usually (for 1 product), a two day course to familiarize customers with the technical structure of 
the System (records, files, database, environment, etc.), technical support procedures along with 
training them on system installation and release upgrades. 


Technical Consulting: 
Standard Rate 


On-Site Per Diem (up to 7 hours) $1,825.00 
On-Site Y2 Day Minimum $975.00 
On-Site Over 7 Hours Per Day $275.00 per hour 
At Erisco Per Diem (up to 7 hours) $1,225.00 
At Erisco Over 7 Hours Per Day $175.00 per hour 


"On demand" technical consulting services generally targeted for resolution of specific business 
needs of Client. Examples include: helping define technical work flow, write custom reports, 
interface with other systems, etc. 
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Programming, Analyst: 
Standard Rate 


Per Diem (up to 7 hours) 	 $1,225.00 
Yz Day Minimum (On-Site) $625.00 
Over 7 Hours per Day 	 $175.00 


Analysis and programming time for: 


an enhancement or custom program requested by Client. 

debugging a problem caused by Client's custom program that is not covered by Erisco 

maintenance or a problem caused by unauthorized code applied to an Erisco program. 



A. Facets 7 X 24 EMERGENCY Technical Support 


Erisco offers Client a premium service which provided EMERGENCY Technical Support 24 
hours a day, 7 days a week. This service provides: 


Outside the normal Facets Technical Support hours of 9:00 a.m.-5:00 p.m. Eastern Standard 
Time, Erisco will provide emergency on call staff to be available to assist with the resolution of 
the following types of problems: 


• 	 Problems which cause the system to fail catastrophically 
• 	 Problems which render the system inoperative for the majority of the on-line system end-


users 
• 	 Problems which materially restrict use of the system 
• 	 Problems which significantly degrade systems performance 
• 	 Erisco will provide a pager number to request EMERGENCY Technical Support and will 


provide that a qualified support representative will use best efforts to respond and be 
available to Client within 60 minutes or less of Client calling such pager number. 


This service can be purchased on an annual basis at a cost of 50% of total normal support fees. 


B. On Request 24 Hour Support 


Erisco offers Client a premium service which provides 24 hour Support on an as needed basis. 
This service is purchased in daily increments. This service provides: 


Outside the normal Support hours of 9:00 a.m. - 5:00 p.m. Eastern Standard Time, Erisco will 
ensure that emergency on call staff are available to assist with the resolution of any problems 
which are encountered with Facets due to a special project (e.g., the conversion to a new release 
over a weekend). This service must be arranged at least 2 weeks in advance and is dependent 
upon the availability of qualified Erisco resources. 
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Erisco will provide a pager number to request after hours Support and ensure that a qualified 
support representative will use best efforts to respond and be available to the Client within 60 
minutes or less of Client calling such pager number. 


This service is priced at a flat fee of $500 per weekday coverage (Monday through Friday) and 
$1,000 per weekend day coverage (Saturday & Sunday). Coverage is provided from 9:00 a.m. 
(PST) on the day requested through 9:00 a.m. (PST) of the next day. 
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Sierra Health Services, Inc. 

LOCATIONS AND CURRENT SUBSIDIARIES 



Health Plan of Nevada, Inc. 
2720 N. Tenaya Way 
Las Vegas, NV 89128-0424 


HPN Sr. Dimensions Sales/Service Center Regional Office 
6100 Plumas Street 
Reno,NV 89509-6060 


Southwest Medical Associates, Inc. 
2350 W. Charleston Blvd. 
Las Vegas, NV 89106-2149 


Family Healthcare Services, Inc. 
Family Healthcare Hospice, Inc. 
1701 W. Charleston Blvd. 
Las Vegas, NV 89102-2325 


Sierra Healthcare Options, Inc. 
2085 E. Sahara Avenue 
Las Vegas, NV 89104 


Behavioral Healthcare Options, Inc. 
2801 S. Valley View Boulevard 
Las Vegas, NV 89102-0116 


Sierra Medical Management, Inc. 
601 S. Rancho Blvd., Unit Bll 
Las Vegas, NV 89106-4896 


Sierra Military Health Services, Inc. (Las Vegas Office) 
2724 N. Tenaya Way 
Las Vegas, NV 89128-0424 


Sierra Health and Life Insurance Co., Inc. 
2720 N. Tenaya Way 
Las Vegas, NV 89128-0424 


Prime Health, Inc. 
2085 E. Sahara Avenue 
Las Vegas, NV 89104 
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California Indemnity Insurance Company 
Sierra Healthcare OptionslWorkers Compensation/Case Management 
Nevada Administrators 
3010 W. Charleston Blvd. 
Las Vegas, NY 89106-1944 


Northern Nevada Health Network 
Sierra Healthcare Options/Workers Compensation/Case Management 
Nevada Administrators 
6100 Plumas Street 
Reno,NY 89509-6060 


California Indemnity Insurance Company (Headquarters) 
5627 Gibraltar Drive 
Pleasanton, CA 94588-8547 


HMO Texas, Inc. 
11011 Richmond Avenue 
Suite 900 
Houston, TX 77042-6720 


Mohave Valley Hospital and Medical Center 
1225 E. Hancock Road 
Bullhead City, AZ 86442-5941 


Sierra Military Health Services, Inc. (Headquarters) 
210 N. Charles Street 
Suite 1209 
Baltimore, MD 21201-4020 
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MINIMUM SOFTWARE REQUIREMENTS FOR FACETS 



SCHEDULEB 



SUPPLIED BY CUSTOMER 



Client Machines 



MS-DOS Releases 5.01MS Windows 3.11 or higher MS Windows 95; MS Windows NT 

File Server Requestor (dependent on LAN software & supports winsockets)* 

TCPIIP Client Software 



Server Machines 



LAN software* 



Miscellaneous 



MS-Word For Windows Release 6.0C 

MS Access for Windows Release 8.0 



CLIENT MAY OBTAIN THE FOLLOWING THROUGH ERISCO 
ORSYBASE 


Sybase SQL Server Release 11 for IBM AIX or HP-UX** 

Sybase Open Client IMS-Windows (for each MS-Windows Client)** 

Sybase SQL Debug** 

Sybase SQL Monitor** 

Sybase SQL Server Manager** 
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MINIMUM HARDWARE REQUIREMENTS 

FOR 



FACETS 



CLIENT CONFIGURATION 


Intel (or compatible) Pentium - Class PC 

16 MB Memory (for 16-bit MS Windows); 32MB Memory for (32-bit MS Windows) 

750 Hard Drive 

1.44 MB Floppy Drive 
VGA Color Monitor 
Mouse 
LAN Adaptor 


FILE SERVER CONFIGURATION 


Intel (or compatible) Pentium - Class PC 

32MB Memory 

750.MJ3 Hard Drive (Minimum) 

Additional Disk dependent on customer size* 

1.44 MB Floppy Drive 
VGA Color Monitor 
Mouse 
LAN Adapter 
Tape Drive (optional) 
UPS Power Source recommended 


DATABASE SERVER CONFIGURATION 


IDM Risc System 6000 - AIX 4.1x 
or HP 9000 - HP-UX release 10.x (size dependent on customer requirements*) 


Memory (size dependent on customer requirements*) 
2GB Internal Hard Drive 
Additional Disk storage (size dependent on customer requirements*) 
1.44 MB Floppy Drive 
VGA Color Monitor 
CD Player 
Mouse 
LAN Adapter 
Tape Drive 
UPS Power Source recommended 
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REPORT SERVER CONF 


Intel (or compatible) Pentium - Class PC 
32MB Memory or greater 
1GB Internal Hard Disk Drive* 
1.44 MB Floppy Drive 
Mouse 
VGA Color Monitor 
LAN Adapter (Ethernet or token ring support) 


ERISCO REMOTE SUPPORT 


A 28.8 Baud modem will be required by Erisco for dial-in support. The location of the 
modem should be at the client with PC Anywhere™ installed. Exact configuration will 
be detennined by individual client requirements. 


*Erisco will assist in sizing. 
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FACETS LICENSE AGREEMENT 



SCHEDULEC 



User Documentation 


Facets User's Guide 


Facets Report and Installation Guide 


Facets Letters User Guide 


Facets Authorization Evaluation Criteria 


Technical Documentation 


Facets Database Manual 


Facets Operation Reference Manual 
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FACETS LICENSE AGREEMENT 


SCHEDULES D, E and F 


INTENTIONALLY LEFT BLANK. 
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FUNCTIONALITY GAPS/REQUIREMENTS 



SCHEDULEG 



Items To Be Addressed And Defined By February 15, 1998 



Erisco will provide Sierra with in-depth application training and 
configuration analysis support. Following this task, Erisco and 


• Ability to support Point of Service 0 
Processing: claims processing, report 


Sierra will jOintly identify for release 2.7, user work arounds, tracking, benefit tiers, provider rate, 2 
possible temporary extension solutions and limited system 


check stocks. enhancements to address Point ofService requirements in Release 
2. B. Erisco and Sierra will jointly define any additional 
enhancements required to accommodate these issues. 


Erisco will provide Sierra with in-depth application training and• Ability to process adjustments based 0 
configuration analysis support to address the issues ofproducts


on product not line ofbusiness (e.g. and lines ofbusiness. Any related enhancements will befully 
void and refund processing) documented by Sierra and Erisco and mutually agreed to by Erisco 


and SierraforRelease 2.B. 
~--- ........... --
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FUNCTIONALITY GAPS/REQUIREMENTS 



Criteria Score Facets Planned Release Cycles 
----


• Must have Erisco contractual 
commitment that this will be 
completed and accepted by 9-1-98. 


• Must have Erisco contractual 
commitment that this will be 
completed and accepted by 3-1-99. 


• Will do with an Extension. 


0 


1 


Extension 
- ---


2.7 2.70 - 6/30/98 
2.71 - 8/31/98 
2.72 - 11/30/98 


2.8 Mod Request Cut-off - 3/31/98 
Func Spec Sign-off Cut-off - 6/1/98 
2.80 - 12/31/98 
2.81 - 3/31/99 
2.82 - 6/30/99 


, -- ~--.- --


Item Score Response 


1. BENEFITS 


• Ability to vary calculation variables 
for deductibles, co-payments and co
insurance based on group-defined 


0 An additional value will be added at the service definition level to 
apply a new order ofadjudication ofCo
pay/Deductible/Coinsurance in Release 2.8. 


criteria. (i.e., not hard-coded) 


• No global program to update product 
components (Major issue). 


~--- -- ---_.


I 


-


Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. This may become a 
less important issue as we address moving some ofthe requested 
fields from the Product to the Group level. Any requested 
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FUNCTIONALITY GAPS/REQUIREMENTS 

-


Item 
i-


Score Respollse 


enhancements will be fully documented by Erisco and Sierra and 
evaluatedfor feasibility, billable status and scheduling for a 
specific release. 


• Requires manual override of 
accumulations to pay claims a 
different benefit level. 


0 Erisco and Sierra will fully document and define the requirements 
for this item. Erisco will expand the current override capabilities 
as appropriate in response to this request in Release 2.8. 


-


• Tiered deductible and coinsurance 0 Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. Any requested 
enhancements will be fully documented by Erisco and Sierra and 
evaluatedfor feasibility, billable status and scheduling for 
Release 2.8. 


2. ENROLLMENT 
I- --


,--


• Ability to identifY group HIPP A 
certificate exclusions 


• Ability to process and track HIPP A 
requirements (certificate generation 
(RFI 6.2.28) SHS extension 


0 


0 


Erisco will provide the ability to limit the automatic generation of 
letters which will be used to accommodate HIPPA certificate 
generation at the group and subgroup levels in Release 2.7 


Facets currently stores member level data required/or HIPPA .. 
The automatic generation ofmembership letters which will be used 
for HIP P A certificate generation is planned for Release 2.7. 


• Ability to reconcile Medicare and 
Medicaid enrollment and capitation 
information by age, sex and gender 


1 Erisco is will include generic Medicare reconciliation functionality 
in Release 2.7. Medicaid specific requirements will be the 
responsibility ofSierra. 


(RFI6.2.32) 
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FUNCTIONALITY GAPSIREQUIREMENTS 



• 	Ability to capture, process, and report 
on Medicaid -specific member 
infonnation (e.g., aid categories, 
Medicaid ID, county ID) (RFI 6.2.30 
and 6.2.31) 


• 	Ability to capture and process 
COBRA status (RFI 6.2.34) 


~~~ 


• 	Available edits to ensure compliance 
with US postal requirements (RFI 
6.2.40) 


I---~-


• 	Ability to perform membership 
transfers between group at the 
subgroup level. Employment change 
without doing complete renewal. 


• 	Storing student status at the 
benefit/product level not the group, 
may require additional benefits to be 
configured 


• Cannot suppress retro-activity data 
from premium bills 


I 


1 


Extension 


0 


0 


1 


Facets currently stores Medicaid specific data including aid 
categories, ID's and state and county codes. Development ofstate 
specific reports will be the responsibility ofSierra. 


Facets currently stores COBRA eligibility data at the member level 
and provides for all related processing logic in related 
applications. 


Erisco recommends that Sierra pursue this as a customized 
extension. 


Erisco will provide a modeling function at the subscriber level to 
add subscriber level records with a minimum ofdata entry in 
Release 2.7. Group and Subgroup level mass transfers has been 
identified by Erisco as a future development item. Sierra will be 
included along with other Facets customers in the research and 
design phase ofthis project. 


Erisco will develop a new table to store specific data elements 
currently defined on the Administrative Information table in ;",> 


Release 2.7. The new table will be associated at the Class/Plan 
level ofthe Product structure which should accommodate Group 
variations without requiring multiple planlproducts. 


Erisco will assist Sierra in developing a customized Billing 
Statement to effectively reflect Billing information. Any 
modifications requested to the supporting Billing Tables will be 
evaluated as a Billable modification. 
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FUNCTIONALITY GAPSIREQUIREMENTS 



This request is not consistent with generally accepted Windows 
GUI design standards. As a result. Erisco declines to include this 
functionality in Facets. 


1• Automatic field and screen advance 


3. MEDICARE 


Erisco will be developing automatic generation ofID cards in 
Release 2.B. Sierra requirements will be defined and documented 


• Batch process for release of risk 0 
group's membership cards 


during the Facets Implementation cycle and consideredfor our 
development. 


4. MEDICAID 


Erisco will be providing a series of 7position fields and related 
dates at the member level to identify the history ofEPSDT services 


0• Review ofMedicaid processing 
requirements (e.g. ability to store 


in Release 2. 7.EPSDT screening information, i.e. 6 

positions on procedure code) 



Extension Erisco recommends that Sierra pursue this as a customized 
extension. 


• Ability storing required fields: 
miscarriage, still born, birth weight, 

and pregnancy indicator - SHS 

extension 



5. BILLING 


Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. Any requested 


• Presents of adjustment codes in 0 
accounts receivable 


enhancements will be fully documented by Erisco and Sierra and 
evaluatedfor billable status and scheduling for Release 2.B. 
Erisco recommends that Sierra pursue this as a customized 
extension. 


• Ability to view AIR invoices, 1 
payments, adjustments on a single 
screen 
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FUNCTIONALITY GAPS/REQUIREMENTS 



Erisco will evaluate this as a billable modification for Sierra in 
Release 2.B. Sierra will define the specific proration levels 


0• Three level prorate limitation; 
Currently seven level are used 


required to support their current business environment on Facets. 


1. IlROVIDER CONTRACT 


Erisco will be developing a rapid provider enrollment application 
in Release 2. B. 


• Ability to rapidly load provider 1 
records (single screen) 


Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. Any requested 


1• Does not allow for date sensitive 
provider/member payholds (hold 


enhancements will be fully documented by Erisco and Sierra and payment of claims by member or 
evaluatedfor feasibility, billable status and scheduling for


provider) Release 2. B. 


2. CAPITATION 


Erisco has developed a model for Fund spend down in Release 2.7. 
Any Sierra variations within the model will be reviewed during the 


1• Limited payment fund/pools in 
capitation (spend down) 


implementation cycle and fully documented for consideration as 
enhancements in Release 2.B. 
Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. Any requested 


• Batch rate termination and I 
modifications not available (Le. 


enhancements will be fully documented by Erisco and Sierra and "withhold") 
evaluatedfor feasibility, billable status and schedulingfor a 
specific release. 
Erisco will be expanding Facet's capitation percent ofpremium 
capabilities and will include Sierra requirements along with those 


• Percent of premium calculations not I 
supported 


ofother Facets customers in the research and design process for 
Release 2.B. 


-- -1
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FUNCTIONALITY GAPSJREQUIREMENTS 



Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. Any requested 
enhancements will be fully documented by Erisco and Sierra and 
evaluatedfor feasibility, billable status and scheduling for Release 


• Aggregate risk processing 0 


2.8. 


1. UM 


Erisco will provide a line-item copy feature to move the service 
level data into a new Authorization in Release 2.B. 


• Unable to convert outpatient into 0 
inpatient without building an 

additional authorization 



0 
--


Subscriber Rapid Enrollment and the Rapid Provider enrollment 
planned/or Release 2.8 should satisfy this requirement. 


t--


• Ability to build temporary members 
and providers (i.e.) ASO where 
eligibility is not available in the 
system, and authorizations requires 
for out ofplan providers) 


This is a possible future development issue for Erisco, but can be 
addressed independently by Sierra. 


1• Cannot use the system for 
concurrent/on-site review 


2. CLAIMS 


Interest calculation will be expanded to include non-Medicare 
products in Release 2.7. 


r--


• Ability to calculate interest on late 0 
claims (other than Medicare Risk) 


Erisco will develop a claim level warning message when 3 or more 
payable surgeries are present on the same date by the same 


• Multiple surgery processing can only 0 
pay at two levels (e.g., 100% and 


provider in Release 2.8. Users will manually override the services 50%); need clarification regarding 
to apply penalty benefits. 


bundling rules 
Erisco will provide a function to model and move claim data from 
one record to another in Release 2.8 that will address this item. 


• No claim copy feature/change 0 
member not allowed 
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-FUNCTIONALITY GAPSIREQUIREMENTS 



Sierra will identify the specific logic that currently governs batch 
claims in current Sierra systems. Sierra will jointly identify with 
Erisco what logic does not reside in Facets and in collaboration 
with Erisco will identify where enhancements or extension logic 
may be required. The enhancements will be considered for Release 


0• Re-batch and batch processing logic 


2.B and potentially future post-2.B releases. 

Erisco recommends that Sierra pursue this function via third party 
0• Mass fe-adjudication of clailns 
software. A Facets customer uses their own SQL queries to identify (pended or paid claims) 
the claims for re-adjudication and a product Teamtest to execute 
the re-adjudication. Erisco will provide Technical and Business 
Consulting support to assist Sierra in addressing this requirement. 
Erisco and Sierra will review the detailed requirements associated 0• Ability to track and apply 
with this item during the implementation cycle. Any requestedaccumulations on multiple tier levels 
enhancements will be fully documented by Erisco and Sierra and (e.g. plan accumulators apply to both 
evaluated on a billable basis for Release 2.B.


plan and non-plan buckets; non-plan 

accumulators apply only to non-plan 

buckets) 



Erisco and Sierra will review the detailed requirements associated 0• Ability to apply different processing 
with this item during the implementation cycle. Any requestedrules (edits) to encounter claims and 
enhancements will be fully documented by Erisco and Sierra and suppress EOBs 
evaluated on a billable basis for a future Facets release. 
Requirements specific to EOB documentation will be addressed by 
Sierra in the development ofa custom EOB module. 


1. FINANCE 


Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. Any requested 


• Does not differentiate between 0 
adjustments, bad debit vs. allowance 


enhancements will be fully documented by Erisco and Sierra andfor terminations, additions or refunds 
evaluatedfor feasibility, billable status and schedulingfor Release 
2.8. 
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FUNCTIONALITY GAPS/REQUIREMENTS 



1. ASO 


• Accumulators: 


* Updating individual accumulators 
also requires manual override to 
the family accumulators (note: 
requiring analyst to manually 
override each both family and 
individual accumulators would be 
a significant impact on 
productivity) 


0 Erisco will work with Sierra to provide enhanced automation in the 
building ofmember andfamily accumulator tables for Release 2.8. 


I 


• Ability to process claims that span 
benefits and/or calendar years 
without having to split the claim; 
Ability to provide a copy feature to 
avoid complete re-entry of the second 
claim 


0 This functionality is currently available in the claims processing 
application. 


• Restrict authorization processing by 
dollar amount. 


0 Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. Any requested 
enhancements will be fully documented by Erisco and Sierra and 
evaluatedfor feasibility, billable status and scheduling for 
Release 2.8. 


• Ability to support benefits that allow I 
Erisco and Sierra will review the detailed requirements associated 
with this item during the implementation cycle. Any requested


for an initial (specified) number of enhancements will be fully documented by Erisco and Sierra and 
services that do not require an reviewedfor billable status and schedulingfor Release 2.8 as 
authorization; and all subsequent either application enhancements or extensions. 


service which do require an 


" . 
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FUNCTIONALITY GAPS/REQUIREMENTS 



authorization (e.g., the first six 
mental health consultations do not 
require an authorization; all 
subsequent consultations do require 
an authorization) 


2. GENERAL 
-~~--~~ 


• Ability to provide transaction audit 
trails 


~-~ 


• Ability to process/produce automated 
letters/follow-up letters (enrollment 
and claims) 


~~~-


0 


0 


Erisco has provided auditing in the Group, Subgroup, Subscriber, 
Provider, Agreement, Premium Rating and User tables in Release 
2.5 and 2.6.. Erisco will work with Sierra to identify priority tables 
for auditing in Release 2.7 and Release 2.B. 
Automatic generation ofletters in the Subscriber application is 
plannedfor Release 2.7. The Claims and UM applications are 
scheduledfor Release 2.B. Follow-up letters will also be included 
in Release 2. B. 


~., 
" 
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		02.Amendment 2 signed

		03.Amendment 3 signed

		04.Attachments A-B-Q

		04.Attachment A - Confidentiality and Cert. of Indemnification Signed

		05.Attachment C - Vendor Certifications Signed

		06.Attachment Q - signed



		05.Attachment C - Vendor Certifications Signed

		06.Attachment_10.2.2.4 E._SunGard Workflow MSLA 12-16-05
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		UR-8511

		HBI URAC Certificate ending 2015
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4.1 Vendor Duties and Responsibilities 


The Vendor’s senior staff and other key staff as identified by the Vendor shall participate in all 
meetings scheduled by DHCFP. The purpose of these meetings includes, but is not limited to, the 
discussion of contract compliance, DHCFP auditing functions and responsibilities, and any other 
applicable issues concerning administration and management of the contract as well as program and 
service delivery. The frequency of such meetings may include, at a minimum, monthly 
teleconferences and/or videoconferences in addition to quarterly on-site meetings. The location of the 
on-site meetings will be at either the DHCFP administrative offices in Carson City or a site in Las 
Vegas. It is the sole responsibility of the DHCFP to provide reasonable advanced notice of such 
meetings, including location, time, date, and agenda items for discussion.  


Over the course of the current contract and our previous Medicaid Managed Care contracts 
with the Division of Health Care Financing and Policy (DHCFP), Health Plan of Nevada’s 
(HPN’s) senior staff and key staff actively participate and provide input and presentations, as 
requested, in all meetings scheduled by DHCFP since 1997. We will continue to engage at this 
level in all future meetings. HPN willingly hosts meetings at our Las Vegas headquarters as 
requested and travels to Carson City and other meeting locations as needed. Our Medicaid 
Vice President of Operations, Kelly Simonson, has been actively engaged in these meetings for 
more than 14 years. Consistently, other key participants are Deborah Wheeler, Quality 
Improvement Director; Lisa Jolly, Compliance Officer; and Jack Kim, Government Affairs 
Vice President. 


Depending upon each meeting agenda, other key staff who participate are: 


 Michael Schramm, Finance Director 


 Hau Doan, Actuary Director 


 Ryan Bitton, Pharmacy Services Director 


 Michelle Agnew, Behavioral Health Director 


 Dr. Daniel McBride, Chief Medical Director 


 Dr. Allan Ebbin, Pediatric Medical Director 


 Noreen Dentscheff, Pediatric and Obstetrical Clinical Services Director 


 Lori Yadav, Enrollment Manager Director 


 Bob Schaich, Chief Information Officer 


 Scott Cassano, Senior Vice President 


Topics for which we have provided information and presentations during meetings include 
quality improvement activities, cultural competency plan, member incentive programs, 
provider preventable conditions, health insurance exchange, third party liability, pharmacy 
benefits, financial results and value-added services. We will engage with DHCFP on these issues 
and any other issues that arise in future meetings.  
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4.2 Medical Services 


Except as otherwise provided in this RFP, the Vendor’s benefits package provided to DHCFP 
members shall not be less in amount, duration, and scope than those covered services specified in the 
respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service Manual, 
but may be more than stated therein. The Vendor shall not issue any insurance certificate or evidence 
of insurance to any Medicaid or Nevada Check Up recipient. Any insurance duty shall be construed 
to flow to the benefit of DHCFP and not to the Medicaid or Nevada Check Up enrolled recipient. 
Any changes in benefit amount, duration, or scope shall be preceded by a review of impact on 
capitation amounts. 


Our Partnership Providing Nevadans with Quality Health Care  
Health Plan of Nevada (HPN) has been privileged to serve Medicaid and Nevada Check Up 
members since the inception of the program. As Nevada’s most experienced Medicaid and 
Nevada Check Up managed care organization, we will continue to offer the required covered 
services and additional value-added benefits as we have since 1997. Our established Nevada 
health plan staff looks forward to continuing to provide access to medically necessary, high 
quality health care services, with our extensive network of credentialed providers.  


Benefit Packages Provided  
The benefits package provided to our members is no less in amount, duration, and scope than 
those covered services specified in the State Plan for Title XIX and XXI programs and the 
Nevada Medicaid Service Manual.  


The table below reflects the covered services provided to the more than 104,000 HPN members 
we serve today. HPN will add the additional benefits of orthodontia, hospice and expanded 
residential treatment center services as defined in this RFP: 


Ambulance services 
Family planning services and 
supplies 


Parenteral therapy 


Ambulatory surgery 
centers services 


Hearing aids and services Pharmacy services 


Alcohol and substance 
abuse treatment 


Home health care 


Physician, physician assistant, and 
certified nurse practitioner, nurse 
anesthetist, certified nurse midwife 
services and consultations 


Case management 
services 


Intensive outpatient treatment Personal care aide services 


Chiropractic services 
through Well-Baby/Well-
Child referral 


Immunizations Podiatry services through EPSDT 


Cochlear implants 
Inpatient and outpatient hospital 
services including intermediate 
care facilities 


Pregnancy and maternity services 


Dental benefits  
Inpatient and outpatient medical 
rehabilitation services 


Prostheses and prosthetic 
supplies 


Disposable medical 
supplies 


Laboratory services 
Radiology and noninvasive 
diagnostic services  


Durable medical 
equipment 


Mental health and substance abuse 
services*  


Skilled nursing facility care 


EPSDT/Well-Baby/Well-
Child services 


Ocular care Specialty clinics 
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Ambulance services 
Family planning services and 
supplies 


Parenteral therapy 


Emergency room services 
(plan and out-of-plan) 


Organ transplantation Surgical services 


End stage renal disease 
facilities  


Orthotics  
Therapies, audiology, physical, 
occupational, respiratory and 
speech  


Federally qualified health 
centers  


Private duty nursing services Transportation - Emergency  


* Including inpatient psychiatric hospital, mental health outpatient clinic, mental health rehabilitative 
treatment, psychologist, outpatient psychiatrists, residential treatment center, case management, 
habilitation, medication management and methadone treatment services 


Value-added/Additional Benefits 
HPN continues in our commitment to provide more services for our state’s most vulnerable 
residents than are required. These additional benefits lead to improved health outcomes, 
improved member and provider satisfaction, and increased member/family engagement in 
their health care needs.  


The table below reflects some of these value-added/additional benefits that HPN offers which 
are not required by our current contract or in this RFP:  


Value-added/Additional Benefits Offered by HPN 
Exclusive access to the Nevada’s 
only Level 3 Patient-Centered 
Medical Home (certified by the 
NCQA) 


Program recognizes PCPs who successfully achieve patient-
centered care by working in teams to coordinate and track care 


Exclusive access to the Nevada’s 
only post Neonatal Intensive Care 
Unit (NICU) clinic  


Developed and staff this clinic, and the positive outcomes have 
been phenomenal  


Toll-free 24-hour Telephone 
Advice Nurse Service  


Nurses answer general health care questions, provide advice on 
acute or chronic conditions, and triage care. The nurses also 
coordinate hospital discharges after hours to arrange for such 
services as home health, hospice, durable medical equipment and 
pharmacy services 


Power Kids Camp  
Six-week summer camp for Nevada children ages 8-12 considered 
obese or at risk for obesity, with instruction on healthy shopping, 
cooking, eating and exercise 


Centering Pregnancy  
Model of group care that integrates health assessment, education 
and support for expectant mothers with similar gestational ages 


Newborn circumcision  
Parents of our newborn male members choose circumcision 70% 
of the time in Clark County and 35% in Washoe County. This is not 
a required benefit of DHCFP 


Sports and school physicals Offered free 


Food for Thought Program  
HPN has partnered with Sesame Workshop Program to help 
families make healthier food choices 


A is for Asthma Program 
HPN has partnered with Sesame Workshop to help families 
proactively understand and manage their child’s asthma 


Lead Away  
HPN has partnered with Sesame Workshop Program to help 
parents prepare a child for a visit for a lead screening blood test 
with advice about how to protect children from exposure to lead 


Pediatric Provider Education 
Program  


Incentives such as backpacks, jump ropes, pedometers and 
sports balls are provided through select groups of high-volume 
Medicaid providers to Medicaid patients who complete needed 
tests, exams, screenings and immunizations  
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Value-added/Additional Benefits Offered by HPN 


Well-Child Incentive Program  
Incentives such as a Sesame Street doll for young children and 
music ear-buds for adolescents are provided for those completing 
their well-child visits 


We also provide the following value-added benefits, services and programs through our 
exclusive behavioral health provider, including but not limited to:  


 Rapid Response Team 


 Home and Environmental Assessments 


 Parenting Classes  


 Confident Young Women, Healthy Mind, Healthy Body 


 Children of Divorced Parents 


 Left Behind 


 Discipline through Martial Arts 


Insurance Duty  
As required, HPN has not and will not issue any insurance certificate or evidence of insurance 
to any Medicaid or Nevada Check Up members. Our Member Handbook language states that 
this is not a certificate of coverage. HPN acknowledges that any insurance duty shall be 
construed to flow to the benefit of DHCFP and not to the Medicaid or Nevada Check Up 
enrolled. 


Review of Impact on Capitation  
During our current contract and in previous contracts when DHCFP initiated a benefit change, 
HPN worked closely with DHCFP and its actuary to determine the financial impact on 
capitation rates prior to the benefit change. HPN provides all requested data and analysis to 
support DHCFP and their actuaries. For example, in 2011 HPN provided cost estimates and 
capitation payment impact to DHCFP when new Hepatitis C medications were included in the 
benefit package for calendar year 2012. 


As evidence of our operational effectiveness and completeness in delivering DHCFP benefits to 
members, HPN consistently achieves high scores on state-sponsored audits of our Medicaid 
Managed Care Program. 


4.2.1 Vendor Managed Care Benefit Package 


Each Vendor must provide, either directly or through subcontractors, the managed care benefit 
package, as described in this RFP, to enrolled recipients to ensure all medically necessary services 
covered under the State Plan are available and accessible to them. The State of Nevada Title XIX 
State Plan can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/. The State of Nevada 
Title XXI State Plan can be accessed on the Nevada Check Up website at 
www.nevadacheckup.nv.gov. 


The Vendor must abide by all ACA requirements, including the provision of Essential Health 
Benefits (EHBs), as defined in the ACA. 
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The Vendor must furnish services in the same amount, duration and scope as services furnished to 
recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the 
vendor: 


Managed Care Benefit Package 
As a current Medicaid and Nevada Check managed care organization HPN is compliant with 
providing the managed care benefit package to all enrolled members.  Under a new contract we 
will continue to ensure all medically necessary services covered under the Title XIX and XXI 
State Plans are available and accessible to members. HPN provides additional value-added 
benefits as well.  


Through our comprehensive provider network and our robust utilization management 
programs we confirm all medically necessary services are provided in the same amount, 
duration and scope as services furnished to members under fee-for-service (FFS) programs and 
will do so as outlined in this RFP.  


Verification of Benefit Packages  
HPN has numerous controls and processes to validate benefit plans are configured correctly 
and reflect the same benefit package as outlined in our current contract and this RFP. Our 
workflows provide for accurate automation of benefit plans and verify all medically necessary 
services are in the same amount, duration and scope as services furnished to members under 
FFS programs. The following is a high level overview of how this process works.  


 Our Medicaid Account Management team forwards all benefit plan schedules and 
information to our Healthcare Systems Analysis (HCSA) Benefit team  


 The HCSA Benefit team completes the product automation configuration in Facets our 
claims processing system 


 The benefit configuration process is tracked in a workflow database to validate the work is 
completed in accordance with required turnaround timeframe 


 Prior to completion in HCSA, a senior analyst or HCSA benefits supervisor performs an 
audit of the product configuration 


 After the first level audit is completed, the product is delivered to Internal Claims Quality 
Control (ICQC) for Quality Assurance (QA) review  


 Once the QA review is complete, the product is released into Facets and is used in claims 
processing  


 Additional audits are performed monthly by ICQC against adjudicated claims and benefit 
package configuration 


Abiding by Accountable Care Act Requirements 
HPN is prepared to abide by all Accountable Care Act (ACA) requirements, including the 
provision of Essential Health Benefits (EHBs), as defined in the ACA. 


We will continue to work with the State of Nevada as the EHBs are defined and provide 
benefits in the 10 Essential Health Benefit categories that are substantially equal to the 
benchmark plan selected by the State for an effective date of January 1, 2014, including: 


 Ambulatory patient services  


 Emergency services  
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DHCFP UM Audit Scores 


HPN consistently achieves a 
100 percent score in UM 
audits conducted by 
DHCFP’s contracted external 
quality review organization. 


 Hospitalization 


 Maternity and newborn care  


 Mental health/substance use services, including behavioral health treatment  


 Prescription drugs  


 Rehabilitative and habilitative services and devices  


 Laboratory services  


 Preventive and wellness services and chronic disease management  


 Pediatric services, including oral and vision care 


4.2.1.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be 
expected to achieve the purpose for which the services are furnished; 


HPN administers the proper benefit package and covered services for our members. In 
addition, HPN has a comprehensive Utilization and Quality Management Program that 
supports the delivery of quality medically necessary services sufficient in amount, duration and 
scope to achieve the best health care outcomes. 


The scope of this program encompasses the review of medical services to determine medical 
necessity, over utilization, underutilization, appropriateness, benefit coverage, gaps in care, 
chronic disease management, quality of care concerns and health outcomes. 


HPN employs the following tools to execute the components of our program: 


 Evidenced based guidelines 


 Milliman Care Guidelines® 


 Inter-rater reliability 


 Member risk stratification 


 System automation of authorization requirements 


 Analysis of quality of care concerns 


 HEDIS measures and outcomes 


 Physician peer review and advisory committees 


Our extensive network of fully credentialed providers are actively engaged in all aspects of our 
utilization and quality programs and work with our clinical teams to make sure the services 
provided are sufficient in amount, duration, and scope and achieve the purpose for which the 
services are furnished. 


Example 2011 Over- and Under-Utilization Review  
HPN reviewed seven HEDIS indicators for the Medicaid and Nevada Check Up populations to 
identify potential over- and under-utilization. The indicators focused on both behavioral health 
and medical issues in the outpatient and inpatient settings of care. We reviewed the following 
key indicators: 


 Inpatient average length of stay (ALOS) 


 Well-child visits in the first 15 months of life, well-child visits in the third through sixth 
years of life 


 Ambulatory care: Outpatient visit rate per 1,000 member years 
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 Mental health: Percentage of members receiving any services 


 Percentage of members receiving outpatient services 


 Percentage of members receiving inpatient services 


The HEDIS rates for Medicaid and Nevada Check Up populations are compared against the 
10th and 90th national percentiles to determine if the rates were within those percentiles. In 
2011, all rates were within the 10th and 90th national percentile ranges.  


Thresholds are used to detect incidences of potential over- and under-utilization. Thresholds for 
monitoring under- and over-utilization are based upon the HEDIS national benchmarks. For 
each measure used to evaluate potential under- and over-utilization, the HEDIS 10th and 90th 
national percentiles are used to determine areas for further action. The HEDIS measures and 
thresholds have been selected because the indicators are standardized and are audited 
independently each year although periodic monitoring occurs throughout the year based upon 
the measure.  


In addition, the majority of health plans in the country report these indicators. Therefore, the 
national percentiles are created using data from Medicaid plans across the country. Using 
HEDIS data to monitor for potential over- and under-utilization therefore is a validated 
process for evaluation.  


When potential over- and under-utilization is detected, further quantitative analysis is 
conducted to determine if the variation can be explained and is expected based upon current 
circumstances. If the variation cannot be explained or is unexpected, a root cause analysis is 
performed to identify the factors driving the variation. Once the factors driving the variation 
are identified, actions are implemented to improve performance and follow-up monitoring 
schedules are established. Participating practitioners are involved in the analysis and, when 
applicable, action plans are developed to improve performance. Results of the over- and under-
utilization monitoring activity are reported to the UM Committee at least annually.  


Example of Monitoring for Potential Over-Utilization 
In 2009, HPN identified the potential over-utilization of cesarean sections (C-sections) as an 
issue because the C-section rate was 36.13 percent – three percentage points higher than the 
national average. Based upon the review of this data by the HPN’s Women’s Health Task 
Force, a multi-faceted initiative was put into action. All OB/GYN providers with 30 or more 
deliveries in a year received initial letters from the chief medical officer highlighting the 
provider’s C-section (primary and total) and vaginal delivery rates.  


Each individual OB/GYN provider’s total C-section rate was then compared to the health plan 
and to peers. The total C-section rate for each provider showed if the rate was within the 
normal distribution of their peers or if the rate was significantly higher or lower. Following this 
physician communication, the C-section rates were published for members in addition to 
including information about timely and appropriate labor and delivery. The chief medical 
officer also placed personal phone calls to OB/GYN providers to discuss their action plans for 
improvement. As of December 2011, the health plan’s C-section rate was 36.08 percent, a slight 
decrease from 2009. This indicates a continued improvement opportunity. 
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 DHCFP Denial File Review Scores 


HPN achieved a score of 100 percent for 
denial file reviews during the 2011 audit 
conducted by DHCFP’s contracted 
external quality review organization. 


Example of Reducing Gaps in Care by Identifying Potential Over-
Utilization 
The introduction of a focused emergency room outreach initiative by HPN has been effective in 
reducing potential over-utilization through education and care coordination through improving 
Access to Primary Care. The case study below shows the impact of this outreach on the 
Medicaid population and the importance of collaborating with network providers on delivering 
timely and appropriate health care and services.  


Case Study of Collaboration with Network Providers 
The outreach coordinator helped a 19-year-old female obtain a new PCP to allow her to get 
appointments on a timelier basis .The outreach coordinator conferenced in the member services 
representative who immediately made the PCP change. The member now has an assigned PCP who 
allows her to schedule appointments in the evening and on Saturdays; an option that was critical for her.  


4.2.1.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely 
because of diagnosis, type of illness, or condition of the member 


HPN does not arbitrarily deny or reduce the amount, duration or scope of a required service 
solely because of diagnosis, type of illness or condition of the member. This is demonstrated by 
our exceptional external quality review organization (EQRO) scores over the course of our 
contract with DHCFP. We may place appropriate limits 
on a service based upon medical necessity that is 
consistent with Medicaid coverage and current scientific 
evidence.  


We use standardized, objective and clinically valid 
criteria to make decisions on how to appropriately 
provide services to health plan members.  


We use internally developed Healthcare Operations Protocols, reviewed and approved by the 
health plan’s Corporate Medical Affairs Committee (CMAC)and based upon a review of 
current scientific evidence. We also incorporate UHC national standards of care in our 
protocols. Protocols are updated annually at a minimum and more frequently as new evidence 


are released. Criteria are 
applied based upon 
currently accepted medical 
or health care practices, 
consideration of members 
with specialized needs 
(including, but not limited 
to, members with 
disabilities), acute 
conditions or life-
threatening illness and an 
assessment of the local 
delivery system.  


We also monitor the 
appropriate use of services 


through a review of grievances and appeals, including overturns and potential quality of care 
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UM Program Audit Results  


From 2000 to 2011, HPN earned 
100 percent in six audits 
conducted by DHCFP’s external 
quality review organization for our 
UM program.  


issues. HPN identifies any outliers and variations in trends through the review of these data 
sources. Any findings from this evaluation are brought to the CMAC for review and discussion 
to make any needed changes to protocols.  


In 2011, HPN approved 97.7 percent of all pre-authorization requests that were received for 
Medicaid and Nevada Check Up members demonstrating that a very low percentage of all 
requests are denied. 


4.2.1.3 May place appropriate limits on a service on the basis of criteria applied under the State plan, 
such as medical necessity, or for the purpose of utilization control, provided the services furnished 
can reasonably be expected to achieve their purpose, as required in Section 4.2.2 


HPN’s comprehensive UM program encompasses the review of medical services and 
procedures to determine medical necessity, appropriateness of services and benefit coverage. 
This includes implementing appropriate limits on services for Medicaid and Nevada Check Up 
members as defined and on the basis of criteria applied under the State plan.  


We implement UM reviews based upon the state requirements and internally developed 
Healthcare Operations Protocols to provide services to health plan members based upon 
medical necessity and to facilitate the appropriate use of services.  


The following are the most common service limits applied to member benefits: 


 Outpatient therapy 


 Home health services 


 Family planning services (limited to 
pregnancy age) 


 Providing services within the state of 
Nevada (we attempt to provide services in 
state before sending members out of state) 


 Skilled nursing (limited to plan providers; 
limited to a specific number of days) 


 Medication administered in PCP offices is 
subject to medical necessity review 


 Some restrictions on transplants and 
immunosuppressant medications 


HPN covers all services members receive under the FFS 
program with the exception of the specifically listed excluded 
services in this RFP. Covered and excluded services are 
listed in all of the member benefit documents and are 
referred to throughout the UM program.  


Our UM staff first reviews all Medicaid and Nevada Check 
Up benefit documents to determine if the service is covered. If the service is not covered, a 
Notice of Action (NOA) is made and no further review is required. If the service is covered, and 
as applicable, we initiate the pre-service authorization process to determine medical necessity 
for covered services. At this time if service limits apply the UM staff initiates the review 
process.  
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4.2.1.4 Must specify what constitutes “medically necessary services” in a manner that is no more 
restrictive than that used in the State Medicaid program as indicated in State statutes and regulations, 
the State Plan, and other State policy and procedures, including the Medicaid Services Manual 
(MSM). The State of Nevada Title XIX State Plan can be accessed on the DHCFP’s website at 
http://dhcfp.state.nv.us/ 


HPN determines medically necessary services in accordance with the State Plan, using industry 
accepted standards and guidelines including:  


 Medicaid Services Manual and Definitions 


 Milliman Care Guidelines 


 Health Care Operations Protocols 


 New and emerging technology reviews 


HPN’s clinical leadership engages the DHCFP and its 
designated external reviewers to validate our UM medical necessity determinations are no more 
restrictive than determinations used in the State’s FFS program. To cite our most recent 
EQRO Health Services Advisory Group (HSAG) audit results−HPN scored 100 percent in all 
HSAG EQRO audits. HPN is compliant with this contract requirement today and will continue 
to be compliant as defined by this RFP.  


4.2.1.5 The State of Nevada Title XXI State Plan can be accessed on the Nevada Check Up website at 
www.nevadacheckup.nv.gov. The Vendor shall address the extent to which it is responsible for 
covering services related to the following: 


A. The prevention, diagnosis, and treatment of health impairments 


B. The ability to achieve age-appropriate growth and development; and 


C. The ability to attain, maintain or regain functional capacity 


HPN is fully responsible for providing all medical and dental benefits and services for our 
Nevada Check Up populations. All services and benefits included in the State of Nevada Title 
XXI State Plan are loaded into our Facets system, which supports the accurate processing of 
claims and prior authorizations for this population. These health care benefits address the 
prevention, diagnosis, and treatment of health impairments, the ability to achieve age-
appropriate growth and development and the ability to attain, maintain or regain functional 
capacity, which are specifically targeted through our Well-Baby/Well-Child Program.  


Prevention, Diagnosis and Treatment of Health Impairments 
HPN covers all services to prevent, diagnose or treat health impairments for our Nevada Check 
Up members. HPN charges no copayments to our members who need these services that 
include but are not limited to:  


 Inpatient, outpatient, physician, clinic and surgical services 


 Prescription drugs and over-the-counter medications 


 Laboratory and radiology services 


 Prenatal and pre-pregnancy services 


 Inpatient and outpatient mental health and substance abuse services 


 Durable medical equipment and remedial devices 


Well-Baby/Well Visits in 2011 


In federal fiscal year 2011 97% 
of HPN’s Nevada Check Up 
members received a Well-
Baby/Well-Child screening.  
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 Home and community-based services 


 Dental services 


Example of How We Prevent, Diagnose and Treat Health Impairments- Asthma 
Management Program 
HPN has many programs in place to prevent, diagnose and treat health impairments. One great 
example is our Asthma Management Program. All members identified with asthma (children 
and adults) are automatically enrolled into the health plan’s Asthma Health Management 
Program. HPN currently has 13,000 members with asthma (as of June 2012) enrolled in our 
asthma management program.  


More than eight percent of these members are at low risk for future health care utilization, in 
other words, these members manage their asthma well. All members with asthma receive 
educational materials (e.g., member-friendly guidelines and brochures about asthma) and 
information about how to join HEW classes once identified and at least once during the year. 
Those members identified at high or moderate risk for future health care utilization 
(approximately 20 percent of the children and adults) are also eligible to receive telephone calls 
from a registered nurse health coach every 60 to 90 days, at a minimum.  


In addition, for members and parents of children with asthma who have had acute 
exacerbations or who need more help with complex health, social and financial issues, a 
complex case manager is available to facilitate the care and services for individual members. If 
needed, the case manager may also refer the member and parent to a social worker for more 
assistance with social and financial needs. 


As a result of our consistent and ongoing interventions, we have demonstrated improvements in 
the Use of Appropriate Medications for People with Asthma rates for the membership: 


 The Use of Appropriate Medications for People with Asthma HEDIS rate (total) for the 
Medicaid population increased from 73.73 percent as reported in 2006 to 85.63 percent as 
reported in 2012.  


 The Use of Appropriate Medications for People with Asthma HEDIS rate (total) for the 
Nevada Check Up population increased from 93.88 percent as reported in 2006 to 97.69 
percent as reported in 2012. 


Example of How We Achieve Age-Appropriate Growth and Development -  
Well-Baby/Well-Child Program  
In compliance with the Title XXI Nevada State Plan, HPN’s Nevada Check Up Well-
Baby/Well-Child program promotes periodic and inter-periodic health screenings that include 
a comprehensive health and development history to include physical and behavioral health 
development, a complete unclothed physical exam, age-appropriate immunizations, laboratory 
tests including blood lead tests, health education, vision and hearing screenings, dental services 
and other health care, diagnostic services and treatments to correct or ameliorate defects and 
physical and behavioral conditions found during the screening.  


Identification of Members for Well-baby/Well-Child Screenings 
HPN’s Well-Baby/Well-Child program starts with identification of eligible members. All new 
Nevada Check Up members present on the enrollment files are recognized as part of the 
program. Well/-Baby/Well-Child bilingual post cards are sent with information on the services, 
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periodicity schedule and immunizations to new members monthly. Six-month reminder post 
cards are sent to all members for whom an EPSDT/Well-Baby/Well-Child service claim is not 
received. Anniversary postcards are mailed annually, thereafter. Member education on the 
Well-Baby/Well-Child program is also included in our bilingual Member Handbook and on our 
website, www.hpnmedicaidnvcheckup.com.  


Specialist Referrals Resulting from Well-Baby/Well-Child Screening 
When a Nevada Check Up member is referred to a specialist as a result of a Well-Baby/Well-
Child screening the PCP completes the referral form and submits the referral to HPN’s prior 
authorization department for approval. Dental, vision, behavioral health and laboratory 
referrals do not require prior authorization. Members directly access those services. Other 
types of specialist referrals may include orthopedic, neurology, cardiology and urology.  


HPN reviews and approves the referral and notifies the member by letter. The PCP submits the 
claim for the Well-Baby/Well-Child screening with a TS modifier, indicating a specialist 
referral. The claim 
containing the TS modifier is 
entered into the EPSDT 
tracking database by 
specialty referral type. 
Facets is checked 
periodically to verify 
completion of the specialist 
visit. A reminder letter is 
sent to the parents to fulfill 
the specialist visit.  


Monitoring for Well-
Baby/Well-Child 
Services 
HPN monitors Well-
Baby/Well-Child service 
provision through creation, 
review and submission of the 
CMS 416 reports which 
demonstrate the number of 
services provided each 
quarter and then annually 
based upon the federal fiscal 
year. In federal fiscal year 
2011, HPN paid for 11,196 
screenings for our Nevada Check Up members.  


Example of How We Attain, Maintain or Regain Functional Capacity 
HPN covers services to help our members attain, maintain or regain functional capacity. For 
example, we cover physical therapy services for our Nevada Check Up members to regain their 
functional capacity due to an injury or health impairment. Complex case management is 
available to help the parents/guardians of children who need ongoing care. These case 
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managers can help facilitate the care for a child getting physical therapy by ensuring that all 
appointments have been scheduled and are kept. Social workers also provide supportive 
services to help the parents/guardians of children in case there are other financial and social 
needs identified.  


4.2.1.6 Must, for itself and its subcontractors, have in place and follow, written policies and 
procedures for the processing of requests for initial and continuing authorizations of services. 


The Vendor must have in effect mechanisms to ensure consistent application of review criteria for 
authorization decisions and consult with the requesting and/or servicing provider, when necessary. 


The Vendor shall monitor prior authorization requests. DHCFP, at its sole discretion, may require 
removal of the prior authorization requirement for various procedures based on reported approval 
data and any other relevant information. 


Any decision made by the Vendor to deny a service authorization request or to authorize a service in 
an amount, duration, or scope that is less than requested, must be made by a health care professional 
who has appropriate clinical expertise in treating the member’s condition or disease. 


The Vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-
service program. 


Policies and Procedures for Processing Authorizations of Services 
HPN has in place written policies and procedures for the processing of initial and continuing 
authorizations of services. These policies and procedures outline the mechanisms for consistent 
application of review criteria, opportunity for consult with the requesting or servicing provider, 
monitoring of prior authorization requests that are in compliance with any DHCFP changes, 
use of health care professionals for service authorization requests and the coordination of prior 
authorizations and edit patterns. These policies and procedures are reviewed by the UM 
committee, at least annually or when DHCFP makes policy changes. 


Consistent Application of Review Criteria for Authorization Decisions 
We verify consistent application of review criteria as follows: 


 We assess the consistency with which physician and non-physician reviewers apply UM 
criteria: 


–  Reviewers are expected to reference the specific benefit provision, guideline, protocol or 
other criterion specific to the case in review 


– The specific mechanism in place to evaluate consistency of these criteria is also discussed 
in a health plan policy and procedure. This policy and procedure states that at least 
annually, the UM Compliance department evaluates consistency with which health care 
professionals involved in the UM process apply criteria  


 Reviewers in the following areas are assessed for consistency of applying criteria through 
the inter-rater reliability (IRR) process:  


– RNs who perform prior authorization, concurrent review and case management for 
non-behavioral health and behavioral health services 


– Medical directors who perform prior authorization  


– Concurrent review and case management medical necessity certification and non-
certification decisions for non-behavioral health and behavioral health services 
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– Clinical pharmacists and pharmacy representatives who perform prior authorization 
for pharmaceuticals  


– Others may be included in the IRR process as needed 


The IRR process is required of all staff members. The department manager is notified when the 
threshold is not met and corrective training is conducted. A re-assessment is then completed. 
Results are reported back to the Corporate Medical Affairs Committee and UM Committee for 
review and approval. The assessment of IRR applies to determinations made as part of the UM 
process. Any referral that requires prior approval is considered a UM determination. In 
addition, the UM Compliance department acts on opportunities to improve consistency at least 
annually, as applicable.  


Example of the HPN IRR Assessment Summary from 2012 
In 2012, sample clinical vignettes were created for all areas that focus on UM. These areas 
include staff members from the departments of: prior authorization (e.g., individuals who 
conduct pre-service concurrent review and medical directors who work with prior 
authorization), case management, behavioral health, pharmacy, medical adjudication, and the 
Access Center, including telephone advice nurses and specialty review. UM decision makers 
from all of the departments listed above were assessed, including medical directors, 
psychiatrists, pharmacists, nurses and licensed social workers.  


Management staff from each individual department in coordination with the UM Compliance 
department created IRR scenarios specific to their own areas of responsibility and then 
administered the assessments. Assessments were administered either electronically or via hard 
copied distributed to each individual. 


The UM Compliance department compiled and reported scores for each IRR assessment 
received. If the threshold was not met by an individual, the respective department manager or 
designee was required to provide training and re-assessments as needed. 


A total of 145 UM staff members participated in the 2012 assessment testing process. The 
overall results demonstrated UM reviewers are consistent in using appropriate criteria specific 
to the area of decision-making for each individual department.  


Monitoring Prior Authorization Requests 
HPN monitors its prior authorization requests on an ongoing basis through multiple avenues. 
HPN uses a dedicated auditor to review denial language prior to any letters going to our health 
plan members or providers. The dedicated auditor makes certain that the reasons for denials 
are consistent and applicable to the individual requests. HPN prior authorization staff also 
review (and revise) the denial library that contains the selected language for prior 
authorization denials as questions arise and protocols/evidence are updated. HPN’s prior 
authorization management team also conducts audits at least every quarter to monitor the 
successful and accurate completion of the denial and approval process. As issues are identified 
with the overall process or individual reviewers, actions are taken to resolve the issue.  


HPN continues to partner with the DHCFP to remove any prior authorization requirements for 
various procedures based upon reported approval data or other relevant information. In its 
collaboration with the DHCFP, the health plan continues to coordinate prior authorizations 
and edit patterns with those used in the FFS program. HPN has an effective working 
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relationship with the State to address any issue that requires consistency with the FFS 
program.  


Denial Decisions Made by Appropriate Health Care Professionals  
Supervision and oversight of the UM program is provided by a designated senior physician and 
designated behavioral health practitioner in the UM program under the leadership our Chief 
Medical Officer, Dr. McBride. These two senior physicians are responsible for setting policies 
and procedures, reviewing and deciding UM cases, and participating in UM committee 
meetings. Appropriate practitioners are also involved in developing, adopting and reviewing 
criteria for the UM Program.  


Chief Medical Officer Review 
Dr. S. Daniel McBride is the chief medical officer for HPN. He is a board-certified surgeon who 
practiced general surgery for nearly 25 years in Las Vegas, Nevada, prior to his appointment as 
medical director and then chief medical officer for HPN. Dr. McBride still maintains 
appointments with multiple local hospitals in Las Vegas and continues to be involved in 
specialty board activities to maintain his level of clinical knowledge. Dr. McBride supervises the 
medical directors within HPN who make medical pre-authorization and concurrent review 
decisions. Our chief medical officer is responsible for setting medical policies and procedures, 
reviewing and deciding medical UM cases and participating in UM committee meetings.  


To perform these functions, Dr. McBride chairs the Corporate Medical Affairs Committee, the 
committee that finalizes decisions on medical policies, protocols and clinical guidelines. He also 
co-chairs the UM Committee (with the vice president, health care quality and education); this is 
the committee that reviews and approves all UM program documents, policies and procedures 
and processes, such as the approval of annual IRR and the review of member and provider 
satisfaction survey results. Dr. McBride also co-chairs the Quality Improvement Committee, 
the committee that reviews and discusses all quality improvement activities, case management 
and health management program activities.  


Medical Director Review 
Our medical director, Dr. Timothy Justice, is a board-certified psychiatrist with multiple years 
of experience and knowledge in behavioral health and supervises the medical directors and 
consultants who make behavioral health pre-authorization and concurrent review decisions. He 
is responsible for setting behavioral health policies and procedures, reviewing and deciding 
behavioral health UM cases and participating in UM committee meetings. To perform these 
functions, Dr. Justice chairs the Behavioral Health Quality Improvement/UM Committee, the 
committee that reviews and approves UM and quality improvement program documentation, 
policies and procedures, protocols and clinical guidelines. This committee also reviews the 
ongoing UM program activity results, including evaluating member and provider satisfaction 
and IRR results for behavioral health providers.  


HPN has policies and procedures and strict operating rules to confirm that any decision made 
to deny a service authorization request or to authorize a service in an amount, duration or 
scope that is less than requested, is made by a health care professional who has appropriate 
clinical expertise in treating the member’s condition or disease.  
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We require clinical personnel to have a professional license or professional certificate and to 
maintain a current unrestricted license or certificate to practice in the State of Nevada. A 
licensed health professional includes, but is not limited to: 


 Physicians  


 Registered nurses  


 Social workers 


 Physical therapists 


 Occupational speech therapists  


 Clinical pharmacists (PharmD) 


 Pharmacy technicians 


Consultant Review 
Under appropriate circumstances, we use board-certified consultants to assist in making 
medical necessity determinations. A board-certified consultant may be used when clinical 
expertise beyond that of the reviewing practitioners is required. For example, HPN uses a 
board-certified physician in oncology to review medical necessity requests for cancer treatment. 
To assure there are no conflicts of interest, HPN distributes a statement to all members and to 
all practitioners, providers and employees that make UM decisions affirming that:  


 UM decision-making is based only upon appropriateness of care and service, and existence 
of coverage 


 UM decision makers do not have financial incentives to encourage decisions resulting in 
under-utilization 


 HPN does not use incentives to encourage barriers to care and services 


Professional Review Signatures 
All clinical files and documentation of appropriate professional review of a case may consist of 
a handwritten or stamped signature, handwritten initials or unique electronic identifier on the 
letter of denial or on the notation of denial in the file. For electronic signatures, we maintain 
appropriate controls to assure only the individual indicated may enter a signature. Decisions 
are made in accordance with state licensure and scope of practice requirements, if applicable.  


Coordinating Prior Authorizations and Edit Patterns 
HPN has and will continue to coordinate prior authorizations and edit patterns with those used 
in the FFS program with DHCFP. HPN has an effective working relationship with the State to 
identify issues that need follow-up or must be more consistent with the FFS program. 


Appeals and Grievances, Notice of Action (NOA), State Fair Hearing Process 
We have a process in place in which the member must exhaust the appeal process before 
requesting a State Fair Hearing, as documented in our policies and procedures and in the 
Member Handbook. The member is also informed in the NOA for an unfavorable action of the 
right to a State Fair Hearing. 


The member receives appeal rights in each initial denial notification. The initial denial 
notification includes information about the appeal process, including the fact that the member 
has 90 days during which to appeal a pre-service or post-service denial. This NOA also includes 
a description on how the member may file the appeal and the appropriate HPN contact 
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information. The NOA advises the member that the Member Services department is available 
to assist with any questions regarding the notice’s contents. 


The member is also notified in the NOA that a representative may file an appeal on their 
behalf. A representative may be either appointed or authorized. In addition, these individuals, 
such as a relative, friend, advocate, attorney or any physician, may act on behalf of the member 
and file the appeal. In fact, we do not prohibit providers for advocating on behalf of members 
within the UM process. Appeal and grievance decisions are made in a timely manner as 
warranted by the health of the member. 


We are extremely proud of our efforts to work collaboratively among members, providers and 
the State to resolve issues before they reach the State Fair Hearing stage. Based upon our 
efforts, no case has gone through the entire State Fair Hearing process since the program’s 
inception in 1997. 


In 2011, we received 54,457 prior authorization requests, and of those requests, 1,263 were 
denied which resulted in 80 appeals. HPN had not had one single case complete the State Fair 
Hearing process. Due to the collaborative efforts with the pre-hearing, medical director, 
representation from appeals and grievances, the single potential issue had been resolved 
without the need for a hearing.  


Summary 
HPN follows written policies, specifically the Healthcare Operations Policy, for the processing 
of requests for initial and continuing authorizations of services for our members. 


4.2.1.7 Must maintain and monitor a network of appropriate providers that is supported by written 
agreements and is sufficient to provide adequate access to all services covered under the contract for 
both the TANF/CHAP and CHIP (Nevada Check Up) populations. In establishing and maintaining 
the network, the Vendor must consider the following: 


Maintaining and Monitoring a Network of Providers 
As our state’s most experienced, diversified and leading health insurer, HPN has established 
contracts with many providers throughout Nevada, as well as maintaining policies and 
guidelines to appropriately and effectively monitor the network. As such, we look forward to 
applying the following experience and capabilities providing Medicaid Managed Care Program 
services as described in this proposal for members:  


 HPN’s fully contracted provider network has been operational since 1997, longer than any 
other plan. While other vendors may promise to develop a network (both for Medicaid and 
commercial business, as required by the Health Insurance Exchange section), we are the 
only vendor who has an established network for both. 
This means that if HPN is awarded this bid, that the 
104,000-plus members we currently serve will 
experience a smooth transition of care. HPN has 
approximately 4,000 Nevada providers already under 
contract for members.  


 HPN has the largest network of women’s health 
providers for Medicaid MCO members in the State of 
Nevada. In comparing our network to currently 
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published provider directories, HPN has more than 30 percent more physician OB/GYNs 
(MDs and DOs) statewide than the other Medicaid MCO vendor. We have almost three 
times the number of physician OB/GYNs in Washoe County alone. This network allows 
more choices and better access for our female members. In 2002, when the state faced a 
crisis in obstetrics when medical malpractice premiums became so high that many 
obstetricians chose to close their practice to newly pregnant women, our providers agreed to 
continue to accept new patients. Our members were able to access the care they needed. 


 HPN has exclusive Medicaid access to Southwest Medical Associates (SMA), the largest 
multispecialty group practice in the State of Nevada. More than 29,000 HPN Medicaid MCO 
members are currently empanelled to SMA physicians. As our affiliate, SMA does not see 
Medicaid patients from other health plans. As a result, HPN’s successful reprocurement of 
the Medicaid Managed Care Program in this RFP eliminates the need for any transition of 
care for the more than 29,000 members calling SMA their medical home. This is especially 
important in our State, as there is a shortage of Primary Care Physicians. In addition, SMA 
also has one of the largest OB/GYN practices in Nevada. SMA operates the only 24-hour 
urgent care facility in the Las Vegas valley; this affords members with unparalleled access 
to quality care at any time of the day, helping to avoid costly and unnecessary visits to 
emergency rooms.  


The HPN network is extensive and comprises direct written agreements with approximately 
4,000 committed providers to deliver services to our members. Services span medical specialties 
including primary care and specialty providers, hospitals, ancillary medical services and dental 
providers. Of the providers contracted with HPN, 205 of these medical professionals are 
Obstetrics/Gynecology providers who offer services to our members. If the member’s 
designated primary care physician (PCP) is not a women’s-health specialist, the OB/GYN 
professional is included as an added source of care for the member. We require all primary 
care providers to deliver medically necessary preventive care services, provide coverage 24 
hours a day, seven days a week, make referrals to specialty care providers as appropriate and 
properly maintain current medical records for members. We consistently monitor compliance 
with these requirements and have received excellent reviews and scores in this area in all 
previously completed EQRO audits. HPN holds monthly meetings with representatives from 
key contracted hospitals to ensure issues are identified and addressed timely.  


In outlying or rural areas without tertiary hospitals, we coordinate and facilitate the transfer of 
members needing tertiary hospital services to the nearest tertiary hospital. This is the 
established pattern of care in these areas and is the same level of service available to the general 
population. Members may be transported via contracted ground ambulance or air, based upon 
their acuity of need. 


In addition to these tertiary hospitals, we can meet inpatient care needs through a robust and 
geographically accessible acute care hospital network of 14 facilities contracted in Clark and 
Washoe counties.  


SMA partners exclusively with HPN for many medical services provided to members. SMA is 
Nevada’s premier medical group, with more than 250 providers in nine geographically 
accessible locations throughout the Las Vegas valley. OB/GYN services are particularly 
important to members and SMA offers a choice of 23 exclusive OB/GYN providers in five 
different locations. These providers have varying cultural backgrounds and are fluent in 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 20 of 833  November 2012
 


several different languages, including Spanish, Tagalog, Vietnamese, Indian/Hindi and Korean, 
among others. In addition to SMA, members can choose from a number of other primary care 
physicians.  


All network providers in Clark and Washoe counties are required to complete HPN’s National 
Committee for Quality Assurance (NCQA) compliant credentialing process prior to executing a 
contract. This rigorous credentialing process ensures that qualified health care professionals 
provide members with quality services and coordinated care. 


A. The anticipated DHCFP recipient managed care enrollment; 


We anticipate our enrollment to remain at its current level of 104,326 until the decision is made 
regarding Medicaid expansion, when we anticipate enrollment to be an additional 50,000 
members. HPN has specific monitoring mechanisms in place to assess compliance with our 
availability standards for the number of practitioners and geographic distribution of 
practitioners in the provider network. The quarterly reports submitted to DHCFP provide 
evidence that HPN monitors the following factors to continue to meet the network requirements 
and maintain accessibility for our members: 


 Anticipated enrollment  


 Network providers who currently are and are not accepting new members 


 Utilization of services 


 Numbers and types of provider (in terms of training, experience, and specialization) 


 Geographic location of providers and enrolled members 


B. The numbers of network providers who currently are and are not accepting new Medicaid and 
Nevada Check Up recipients; 


Currently, 94 percent of our contracted behavioral health providers are accepting new clients, 
far exceeding the RFP requirement of 50 percent. We have established standards for 
monitoring primary care providers on a quarterly basis. The HPN network includes a total of 
834 primary care providers accepting patients, of which 781 have the availability of accepting 
new patients. We have established the following minimum standards for primary care, and review 
the provider network quarterly to ensure compliance.  


Although the State’s current standard is 50 percent, as illustrated in the table below, HPN 
significantly exceeds that requirement and DHCFP’s requirement for a ratio of at least one 
full-time PCP per 1,500 members per geographic area:  


Provider Type Ratio Percent with Open Panels* 
Primary Care Physicians State Standard 1/1,500 members 50% 
HPN’s Primary Physician -to- Member Ratio 1/125 members 94% 


Further, our behavioral health network includes a total of 139 providers serving the Southern 
and Northern Nevada membership.  


C. The expected utilization of services, taking into consideration the characteristics and heath care 
needs of specific Medicaid and Nevada Check Up populations represented in the RFP; 


HPN has an established robust contracted network of primary care providers with emphasis on 
obstetrics and pediatrics appropriately proportioned in the two counties. We take into 
consideration the expected utilization of services, including the characteristics and health care 
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needs of specific Medicaid and Nevada Check Up populations as represented in the RFP. Our 
ongoing efforts and longevity in Nevada allows our plan to look at recent data and transform 
our programs, molding them to the needs of our members. Changes in DHCFP’s requirements 
over time have encouraged our development and utilization of analysis tools to monitor and 
project trends, allowing us to make adjustments to networks and added benefit programs. 


Our current members, as well as the members described in this proposal, are primarily 
mothers and children. Eighty-two percent of these members live in Clark County with the 
remaining 18 percent residing in Washoe County. As such, our network comprises 205 
contracted women’s health providers and 240 pediatric providers to meet the needs and 
characteristics of our specific demographics. This includes 44 providers affiliated with SMA 
clinics. In addition to our comprehensive women’s health and pediatric provider network, HPN 
determined for those members utilizing behavioral health services, 52 percent spoke Spanish as 
their primary language. 


Our comprehensive provider network provides access to all covered services and was developed 
taking into consideration the specific utilization of health care services of our members as 
represented in this RFP. As a result of our local presence and experience in Nevada with these 
programs, we developed a provider network that meets our members health care needs based 
upon their specific utilization of services. For example, the following table displays our current 
membership distribution of females over 21 years of age:  


Members Female > = 21 Female < = 21 Percent 


CHAP 1,043 1,044 99.90% 
TANF 11,201 14,860 75.38% 


We have enhanced or modified our provider network as DHCFP has modified program 
requirements. We are prepared to enhance our network as a result of benefit changes in this 
RFP, including the addition of orthodontic and hospice providers.  


D. The numbers and types (in terms of training, experience, and specialization) of providers required 
to furnish the contracted Medicaid covered services; and 


HPN currently meets or exceed the access and availability standards as required in the RFP. In 
2011, we achieved 100 percent for access and availability of the provider network in an audit 
conducted by DHCFP’s external quality review organization. As the following table outlines, 
HPN’s network will remain in place, and is fully prepared to continue providing the best care 
to serve the needs of our members. 


Contracted Network Clark County Washoe County 
Obstetrical Providers  165 40 
Pediatrics Providers 201 39 
Family Practice Providers 
and Internal Medicine 


586 159 


Hospitals 10 4 
Specialists 1,211 468 
Ancillary Medical Services 528 184 
Ambulatory Surgery Centers 24 9 
Laboratory 1 1 
Radiology Centers 17 5 
Skilled Nursing Facilities 5 2 
Urgent Care Centers 14 6 
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Contracted Network Clark County Washoe County 
Dentists 269 71 
Total 3,031 988 


Further, all network providers are required to complete HPN’s NCQA compliant credentialing 
process prior to executing a contract. This rigorous credentialing process ensures that qualified 
health care professionals provide members with quality services and coordinated care. 
Ultimately the same network will remain in place, resulting in no disruption in care. Under 
Medicaid Expansion we will continue to maintain a robust network to meet the specific 
utilization needs of our assigned members. 


E. The geographic location of providers and enrolled recipients, considering distance (pursuant to 
NAC 695C.160), travel time, the means of transportation ordinarily used by members, and 
whether the location provides physical access for members with disabilities. 


Monitoring Travel Time and Distance Requirements  
HPN maintains access and availability standards, which have been successfully audited by the 
DHCFP’s EQRO on numerous occasions. We consistently verify adequate physical and 
geographic access to medically covered services for enrolled members. On a quarterly basis, we 
use GeoAccess mapping and data driven analyses to validate compliance with the State’s access 
standards. We use this data to ensure that our network meets minimizes distance and travel 
time for appropriate access to care. All applicable analyses conducted consistently demonstrate 
HPN’s ability to meet and exceed the DHCFP standards. 


We conduct site visits that result in a structured review of the office site, including:  


 Physical accessibility 


 Physical appearance 


 Adequacy of waiting and examining room space 


 Availability of appointments 


 Medical/treatment record-keeping practices 


The provider advocates use a Site Visit Audit form that contains specific elements that must be 
reviewed during all site visits. Site visits are conducted by an HPN representative who is 
trained to perform a structured review of the site and assess the adequacy of treatment record-
keeping.  


4.2.1.8 Must allow each member to choose his or her health care professional, including primary care 
provider (PCP), to the extent possible and appropriate. 


A. Members with disabilities, chronic conditions, or complex conditions shall be allowed to select a 
specialist as their PCP. These members shall be allowed to select a State-operated clinic as their 
PCP.  


B. Members with disabilities must be given an additional 30 days to select a PCP. 


C. Vendor must allow for continued use of a member’s provider(s) until the member can be 
transferred to an appropriate network provider(s). 
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Because of our unique relationship, SMA 
does not accept Medicaid and Nevada 
Check Up members from other 
insurance companies. As a result, HPN’s 
successful reprocurement of the 
Medicaid Managed Care Programs in 
this RFP eliminates the need for any 
transition of care for the more than 
29,000 members who call SMA their 
medical home. 


D. Vendor must allow for a pregnant member’s continued use of their OB/GYN, if at all possible. 


Member Choice of PCPs 
HPN currently meets the requirements as stated in the Scope of Work section 4.2.1.8 and with 
the new contract will continue to meet the requirements.  


To support member choice of provider, our member services representatives work with 
members during the welcome call to ensure members are assigned a network PCP who is 
appropriate to their circumstances. Our Member Services staff informs members that they 
have the ability to change PCPs at any time. Member Services staff is available to answer 
questions about participating providers and to help with PCP changes. If a member requests a 
change in PCP, our staff assists the member in identifying and changing to a new PCP. 


We currently comply with the selection criteria described above including: 


 Assignment of a PCP for each enrolled member within five business days of the effective 
date of enrollment 


 Members with disabilities, chronic conditions or complex conditions may use a specialist as 
their PCP  


 Members with disabilities are given an additional 30 days to select a PCP 


 If a member does not select a PCP at enrollment, one is auto-assigned based upon defined 
criteria 


HPN maintains a standard that supports and allows 
members ample time with the assistance of the 
member services department, to locate another 
network provider for themselves and/or their family 
members. We provide for continuation of care for 
members who are engaged in a course of treatment, 
and verify that the transition of care to other network 
providers is performed professionally and without 
compromising the member’s health.  


Continued Use of Member OB/GYNs 
HPN allows for the continued use of a member’s provider(s) until the member can be 
transferred to an appropriate network provider and allows for the pregnant member’s 
continued use of her OB/GYN, whenever possible. Specifically, we coordinate health care 
services upon notification by a member, a medical or dental provider or DHCFP that a newly 
enrolled member is currently receiving health care services in the Medicaid or Nevada Check 
Up Fee-for-Service Program. HPN assists in the transition and coordination of those services 
into our plan. We will also transition care for certain members upon notification that the 
members are transitioning to another Medicaid contractor or the Medicaid Fee-for Service 
Program. Assistance may be provided through Utilization Management, Case Management, 
Member Services, Behavioral Health and Pharmacy Services.  


New members for which transition and coordination of services may occur include the 
following: 
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 Members with a medical condition such as: 


– High risk pregnancy  


– Major organ or tissue transplantation services in progress 


– Chronic illness 


– Terminal illness 


– Intractable pain 


 Members who, at the time of enrollment, are receiving: 


– Chemotherapy and/or radiation 


– Significant outpatient treatment or dialysis 


– Prescription medications or durable medical equipment (DME) 


– Other significant medical or dental services not included but covered by Medicaid under 
EPSDT for children 


 Members who, at enrollment: 


– Are scheduled for inpatient or medical or dental surgeries 


– Are currently in the hospital for medical or dental issues 


– Have prior authorization for medical or dental procedures and/or therapies for dates 
after enrollment 


– Have post-surgical medical or dental follow-up care scheduled 


A member who, at the time of enrollment, is in the third trimester of her pregnancy is allowed 
to stay with her current non-contracted obstetrical provider through postpartum care, if she so 
chooses. A member who, at the time of enrollment, is in the first or second trimester of her 
pregnancy and is receiving obstetrical care from a non-contracted provider may be 
transitioned to a contracted obstetrical provider. Decisions will be made on a case-by-case basis 
depending upon the credentialing status of the provider and the provider’s willingness to 
accept payment from HPN and comply with the Medicaid Managed Care Program. 


Transfer of Services 
A member, provider or DHCFP who notifies HPN of the need to coordinate and transfer 
medical or dental services is initially assisted by the Member Services department. A member 
with a medical need is referred to Complex Case Management. A case manager is assigned and 
coordinates the transfer and coordination of medical, behavioral and dental services by 
contacting additional departments that need to be involved. Other departments include 
Utilization Management for prior authorization of medical/behavioral services and Pharmacy 
Services for coordination of the prescription and non-prescription drug benefit.  


We attempt to identify members who, at the time of enrollment, are under medical, behavioral 
or dental care by using a Health Survey Questionnaire. A Health Survey Questionnaire is 
mailed to all new members upon enrollment. Members are asked to complete the form and 
return it to HPN via U.S. mail at no cost to the member.  


Our Member Services will assist the member in obtaining his/her medical records. The member 
will be instructed to call the medical, behavioral or dental provider’s office and request a copy 
of the medical or dental records. A Member services representative may also place the call if 
the member is having difficulty obtaining a copy of his/her records. 
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Promoting Health for Women 


To promote optimum women’s health, 
female members have direct access to 
women’s health specialists for 
women’s routine, preventive and family 
planning services. 


Upon notification of enrollment of a hospitalized member, we will assign a hospital case 
manager to the case who will complete a chart review of the current treatment plan, introduce 
him/herself to the member, and complete an assessment of future needs. The case manager then 
forwards this information to the medical director for review and approval. Decisions to 
transfer care to plan providers are made by the medical director on a case-by-case basis. Upon 
discharge, the hospital case manager contacts the member to verify that he/she scheduled an 
appointment with the PCP.  


Information (PHI) form before releasing information. 


4.2.1.9 Must provide female members with direct access to a women’s health specialist within the 
network for covered care necessary to provide women’s routine and preventive health care services. 
This is in addition to the member’s designated primary care provider (PCP), if that source is not a 
women’s health specialist. 


Throughout our partnership, we have provided female 
members with direct access to an extensive network of 
women’s health experts. We have 205 women’s health 
specialists contracted for our members, significantly 
more than our competitors. This allows for covered care 
necessary to provide women’s routine, preventive and 
family planning health care services.  


Direct access for our members means that no referrals are required. The graph at left 
demonstrates the breadth of our women’s health 
specialist network when compared with other Nevada 
managed care organizations. 


A women’s health professional may be engaged in 
addition to the member’s designated source of 
primary care if that source is not a women’s health 
specialist. 


HPN will obtain the member’s signature on the 
Member Authorization to Disclose Protected Health 


4.2.1.10 Must cover these services out of network for the member adequately and timely for as long 
as the Vendor is unable to provide them. If the network is unable to provide necessary services 
covered under the contract to a particular member, the Vendor must coordinate with out- of-network 
providers with respect to payment. 


Member Coverage for Out-of-Network Services 
HPN ensures that members have adequate and timely services outside the network if our 
network is unable to provide necessary services covered under the member’s contract. We 
currently meet the requirements as stated in section 4.2.1.10 of the Scope of Work and, with the 
new contract, will continue to meet these requirements. 


HPN’s Network Development and Contracts department works closely with Case Management 
to coordinate provisions for out-of-network services. Network Development secures a member-
specific letter of agreement prior to the provision of services. Upon finalization of the 
agreement, the network development and contracts department notifies the prior authorization 
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For example, Vanessa, a 
member with end stage renal 
disease was transferred multiple 
times out of area to Lucille 
Packard for a second opinion 
regarding her treatment and 
kidney transplant options.  


department and the claims department. The network development and contracts department 
also offers the out-of-network facility/provider an opportunity to become a fully contracted 
facility/provider for future services. In the event that emergency services are rendered to a 
member by a non-contracted provider (either in or out of state), HPN covers and pays for the 
services rendered at a rate equivalent to that paid by the DHCFP, applying the “prudent 
layperson” definition of an emergency. 


HPN strives to ensure that members receive seamless, coordinated out-of-network services. The 
case management department works with the medical director and the member to obtain high-
quality, medically necessary service(s) expeditiously. In an effort to minimize out-of-network 
utilization, HPN has entered into agreements with tertiary care facilities located outside Nevada 
such as the UCLA Medical Center in Los Angeles, California, Children’s Hospital of Los 
Angeles, University of Southern California Medical Center, California Pacific Medical Center, 
University Medical Center at Tucson and Loma Linda Medical Center. Members who require 
services from non-contracted providers are followed closely by a case manager and assisted 
throughout the entire process. 


HPN offers coverage for family planning services through both contracted and non-contracted 
providers. No prior authorization or letter of agreement is necessary for a member to receive 
these services; however, HPN retains responsibility for coordinating and documenting out-of-
network family planning services offered to eligible members and the amounts paid for such 
services. The claims operations policy provides instructions for claims analysts when processing 
claims for these family planning services. HPN monitors the volume of services provided by 
out-of-network providers through its claims analysis process. Provider Services analyzes the 
claims information to determine if additional network providers are needed to meet member 
needs. 


4.2.1.11 Must provide for a second opinion from a qualified health care professional within the 
network, or arrange for the member to obtain one outside of the network, at no cost to the member. 


HPN has and will continue to provide second opinions for our members, at no cost, from a 
qualified health care professional within the network, or will make arrangements, if necessary, 
to obtain one from outside of the network. Our commitment is outlined per our HPN Medicaid 
Members’ Rights and Responsibilities Policy #QI 223.02. 


Second Opinions  
To engage individuals in their health care and to promote personal accountability in making 
informed health care decisions, HPN allows members to obtain a second opinion from a 


qualified in-network provider or we arrange for the member 
to obtain a second opinion outside the network at no cost to 
the member.  


We provide members and/or treating providers the 
opportunity to obtain second opinions for serious medical 
conditions and elective surgical procedures. To do so, the 
member or treating physician may request a second opinion 


from an in-network provider. If a network provider is not available, we will arrange for a 
consultation with a non-participating provider. HPN informs all members of their option to 
request a second opinion in our Member Handbook and on our website. Providers are educated 
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on our second opinion policy and process via the Provider Summary Guide and on our provider 
website. Providers will forward a copy of all relevant records concerning the first opinion to the 
second opinion provider prior to the date of the appointment. The provider furnishing the 
second opinion will then forward his or her report to the member’s PCP and treating 
physician, if different. 


4.2.1.12 Must coordinate with out-of-network providers with respect to payment. 


HPN has a provision in place that allows for the coordination and payment for services that are 
received by a Medicaid member from an out-of-network provider. When necessary, HPN offers 
the opportunity for out-of-network providers to become part of the network due to the 
geographical location and/or services that they render. Additionally, this provision is reflected 
in our 2012 HPN Southern Nevada Provider Summary Guide and 2012 HPN Northern Nevada 
Provider Summary Guide. We will continue to adhere to these standards and any additional 
requirements of the new contract as outlined in the RFP’s Scope of Work. 


4.2.1.13 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and 
Sections 4.5 and 4.8.15 of this RFP. 


Provider Credentialing 
As the State’s incumbent Medicaid managed care organization, we have a fully NCQA 
compliant credentialed provider network. HPN’s credentialing process is in compliance with or 
exceeds industry standards and state and federal requirements in all areas of clinical service 
delivery and operations. We conduct the credentialing and recredentialing of all providers in a 
consistent nondiscriminatory manner that meets our criteria and standards and is in 
compliance with accrediting bodies. Our Board of Directors annually reviews and approves the 
credentialing and recredentialing process. Changes to the Medicaid process contained within 
this policy, whether an update, addition or removal of language, or any reference indicating a 
process change is sent to DHCFP for review and approval prior to being implemented. 


Credentialing is used to assess and validate providers’ qualifications to provide health care 
services to members and participate in our network. Our medical, dental and behavioral health 
providers must complete a rigorous initial credentialing process; recredentialing occurs every 
three years. Additionally, we conduct initial credentialing for all providers with whom a 
business relationship has been severed for more than 30 days.  


We query the National Provider Data Bank and other applicable licensing entities and use 
performance data to determine a provider’s recredentialing status. The performance data 
includes a review of member grievances and appeals, quality reviews, utilization management, 
member satisfaction surveys, site reviews and re-verification of hospital privileges and current 
licensure. Our Credentialing Committee takes into consideration this performance data in 
making recommendations regarding credentialing decisions. Providers are not allowed to see 
members prior to approval.  


In 2011, HPN achieved a score of 100 percent for credentialing and recredentialing file reviews 
during an audit conducted by DHCFP’s external quality review organization. 


Credentialing file Audit Year: Initial Credentialing Score: Recredentialing Score: 
2006 100% 93% 
2009 100% 100% 
2011 100% 100% 
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4.2.1.14 Must ensure that the network providers offer hours of operation that are no less than the 
hours of operation offered to commercial members or comparable to Medicaid FFS, if the provider 
services only Medicaid members pursuant to 42 CFR 438.206; must meet and require its providers to 
meet State standards for timely access to care and services, taking into account the urgency of the 
need for services; must make services included in the RFP available twenty-four (24) hours per day, 
seven (7) days per week, when medically necessary; must establish mechanisms to ensure 
compliance by providers; monitor providers regularly to ensure compliance; and, must take corrective 
action if there is a failure to comply.  


Provider Hours of Operation 
HPN’s network provider contracts contain the provision that we will offer services that are 
available 24 hours per day, 7 days per week and require providers to meet the state standards 
for timely access to care, taking into account the urgency of the need for services. Our exclusive 
relationship with SMA offers the only 24 hour Urgent Care center in the Las Vegas valley, 
convenient care utilized as walk-in primary care centers at Wal-Mart locations, and 24-Hour 
Telephone Advice Nurse service. Further, our members have the same access to provider 
services as our commercial population. 


HPN monitors providers by performing member satisfaction surveys, monitoring 
complaint/grievance data, office-site visits, and compiling information from an after-hours 
telephone survey completed by provider relations. The HPN Provider Summary Guide 
delineates that the Provider Services department conducts onsite visits and ongoing monitoring 
of providers to detect deficiencies and that we take corrective action as necessary.  


Further, our behavioral health provider network contracts require providers to be made 
available and accessible to subscribers promptly and in a manner which assures continuity and 
quality of care, as indicated within the following standards:  


 Life Threatening Emergency Services – Immediate 


 Crisis Non-life Threatening Emergency Services – Same Day within six hours 


 Urgent – Appointment within 48 hours 


 Routine – Appointment within 10 business days from request date 


Additionally, to make certain that our members have access to mental health services twenty-
four (24) hours per day, seven (7) days per week, our behavioral health department has written 
policies and procedures that describe how our members can obtain urgent coverage and 
emergency mental health services after business hours and on weekends. Specifically, we 
provide members written information that contains contact phone numbers and describes how 
to access care. Emergency calls are triaged and a licensed clinician with experience in mental 
health triage and utilization management criteria will assist the member. This on-call clinician 
can make triage decisions that include:  


 Authorizing Inpatient Hospitalization 


 Authorizing Partial Hospitalization 


 Authorizing a “Crisis Team” to evaluate the patient 


 Triaging member to Outpatient services and  


 Triaging member to an acute care facility (medical evaluation) 
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Grateful for 24-hour Access:  
Jennifer, an HPN member, said: “It’s 
comforting to know I have access to 
the only 24-hour urgent care in Las 
Vegas. It’s less expensive and easier 
to get in and out than an emergency 
room.” 


The on-call clinician can thereby ensure that members are admitted to the most appropriate 
level of care and receive program services for their specific situation and diagnosis. 
Psychiatrists within the network are also required to maintain 24-hour phone access for 
emergencies. 


Our behavioral health department offers 24-hour telephonic access afterhours, weekends and 
holidays is directed through an answering service to a behavioral health clinician via a toll-free 
and local phone number. 


4.2.1.15 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week. 
The Vendor must have written policies and procedures describing how recipients and providers can 
obtain urgent coverage and emergency services after business hours and on weekends. Policies and 
procedures must include provision of direct contact with qualified clinical staff. Urgent coverage 
means those problems which, though not life-threatening, could result in serious injury or disability 
unless medical attention is received. 


24-Hour Telephone Advice Nurse Service 
HPN’s Telephone Advice Nurse service provides members a single point of contact, 24 hours a 
day, 7 days a week, to licensed registered nurses who can guide them to an appropriate level of 
care. The Telephone Advice Nurse service has a designated team trained to work with the 
unique needs of the Medicaid population and who understand the cultural barriers and 
psychosocial principles of this population. By using data and specially trained clinical 
resources, the Telephone Advice Nurse service informs and motivates members to make their 
own appropriate health care decisions. To ensure effective 
communication with members for whom English is not the 
primary language, the Telephone Advice Nurse service 
uses the telephonic translation service for translation. This 
service was one of the first programs of its kind to receive 
accreditation and has maintained full Health Call Center 
accreditation from the Utilization Review Accreditation 
Commission (URAC) since 1999. 


Access to Emergency Services 
HPN affirms that members will continue to have access to emergency coverage 24 hours per 
day, seven days per week. HPN’s provider contracts contain the requirement that providers 
maintain the appropriate and cost-effective provision of health care to members on a 24-hours-
a-day, seven days-per-week basis for after-hours urgent or emergent care. We maintain a 
network of freestanding urgent care centers to assist our patients after hours throughout the 
Las Vegas and Reno/Sparks areas. In particular, SMA, an exclusive HPN Medicaid provider, 
operates the only 24-hour urgent care center in Las Vegas. Further, HPN maintains contractual 
provisions in our contractual addendums related to access to care. 


This information is available to members via the Member Handbook, which informs members 
how to access emergency services after business hours and on weekends. 


Behavioral Health Emergencies 
For behavioral health services, medical professionals must provide or arrange for assistance for 
members in emergency situations per contract requirements. Providers must inform members 
about hours of operation and how to reach them after-hours in case of an emergency. In 
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Dedicated to Cultural Competence 


We are dedicated to providing high 
quality health care services in a 
culturally sensitive and competent 
manner to all of Nevada’s Medicaid 
members. 


addition, any after-hours message or answering service should provide instructions to the 
members regarding what to do in an emergency situation. If providers are not available, they 
must arrange coverage for emergencies with another participating clinician.  


Behavioral Health – Rapid Response Team for Emergency Coverage 
Our Rapid Response Team is an emergency and crisis management team that operates 24 
hours a day, 7 days a week. This team comprises behavioral health professionals and is 
supervised by a PhD or MD. The team travels to the emergency room or medical office to 
conduct crisis management assessments to determine the best level of care for the member. The 
development of this type of crisis management has proven to lower inpatient admissions and 
determine the best treatment plan for the member and has been the key to early intervention 
and success. 


4.2.1.16 The Vendor must participate in State and federal efforts to promote the delivery of services 
in a culturally competent manner to all members, including those with limited English proficiency 
and diverse cultural and ethnic backgrounds pursuant to MSM Chapter 100, Section 103.6. For the 
purposes of this RFP, the State has identified the prevalent non-English language in Nevada to be 
Spanish. The BBA Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) 
(2), and DHCFP requires that vendors offer accessible and high quality services in a culturally 
competent manner. 


Our Commitment to Cultural Competence 
We actively participate in State and federal efforts to promote the delivery of services in a 
culturally competent manner to all members. We focus our efforts on facilitating culturally 
competent care for all members, but especially for those individuals with limited English 
proficiency and diverse cultural and ethnic backgrounds. Further, we comply with all State and 
federal regulations pursuant to MSM Chapter 100, Section 103.6 as well as 42 CFR 


438.206(b)(2).  


We are dedicated to making sure that the health education 
and services we provide take into account principles of 
cultural competency. We believe that cultural competency 
is at the heart of serving our members, meeting their 
special health needs and honoring their unique 
circumstances. Because we already have a strong and 


stable presence in Nevada, we have developed diverse community relationships with agencies 
and community organizations that have enhanced our understanding of the diversity within 
Nevada as well as the particular needs of underserved and financially disadvantaged 
populations. We continue to be dedicated to participating in the community we serve and in the 
larger scope of national efforts to incorporate cultural competence into all aspects of providing 
high quality, accessible health care to our members. 


Addressing the health care and service needs for diverse populations continues to be a key goal 
of our Quality Improvement Plan. In fact, a focused Cultural Diversity & Sensitivity Program 
is currently in place at HPN and continues to drive us to deliver high-quality, accessible and 
culturally competent health care and services for members. 
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Celebrating Diversity 


We are proud of our 
ability to serve a large 
Spanish-speaking 
community of members. 


Identifying Diverse Populations 
One objective of our Cultural Diversity & Sensitivity Program is to achieve a solid foundation 
of cultural respect by creating opportunities to increase awareness and embrace diversity for 
all health plan members, including individuals with limited English proficiency (LEP) and 
individuals from diverse racial, ethnic and cultural backgrounds. 


To effectively serve a diverse population, we must understand the demographics of our Nevada 
membership. As of December 31, 2011, the racial and ethnic group breakdown for members 
showed that three dominant groups comprised 93 percent of the entire Medicaid population. 
The following graph illustrates the demographic breakdown of our membership in 2011. 


 


Predominant Languages 
Analysis shows that other than English, Spanish is the most common language spoken by our 
members. For that reason, all written materials are produced in English and Spanish, and the 
member website can be accessed in Spanish.  


In addition, our local Member Services department gives members 
the option of speaking to a Spanish speaking representative. Other 
languages can be accommodated using telephone translation services 
through the 711 relay service. For example, in 2011, 9,643 health 
plan members (including Medicaid, Medicare and commercial 
product lines) received verbal translation services through the 


Member Services department. Translation services were requested for 39 different languages, 
with Spanish being the most prevalent at 96 percent of the requests, followed by Korean at less 
than 1.0 percent.  


We are proud of our ability to accommodate the large Spanish-speaking membership using 
several tools including, but not limited to: 


 Member materials and online resources 
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 Spanish-speaking staff in all essential areas including member services, claims, care 
management and grievance and appeal coordination 


 Spanish-speaking network providers in most specialties and services  


Seeking Opportunities for Community Involvement 
We consistently seek opportunities to be involved in state and community efforts to incorporate 
cultural competence into our health care services. A recent example of such an opportunity is 
our initiation of a Community Advisory Board (CAB). 


In late 2011, the Customer Centric Task Force (a subcommittee of the Quality Improvement 
Committee) determined that we could benefit from additional community feedback, 
particularly from the diverse areas of the state. The CAB was created as a vehicle to assemble a 
diverse group of professionals who are involved in their communities and can assist the health 
plan in understanding distinctive points of view related to our membership and their health 
care. Goals of the CAB include:  


 Guiding the health plan to incorporate perspectives from diverse groups and organizations 
to enhance health plan quality improvement efforts 


 Developing tools and resources for network providers to become more culturally aware and 
more effective communicators 


 Helping to create communications to health plan members that are effective for diverse 
populations  


 Providing cultural diversity education to network providers and health plan employees 


The first CAB meeting was held in Las Vegas in mid-2012. The purpose of this meeting was to:  


 Give us feedback on issues discussed 


 Allow community representatives to voice concerns 


 Assist in the development and implementation of community education 


 Advise and make recommendations to us regarding diversity initiatives  


In addition to health plan representatives, which included physicians, nurses, social workers, 
Medicaid program staff and quality improvement staff, CAB invitees included among others 
the executive director from the Southern Nevada Immunization & Health Coalition (SNIHC), 
the CEO of the Urban League, a local podiatrist, the COO of Nevada Health Centers, and the 
president and founder of Lupus of Nevada. Groups represented at the first meeting included 
representatives from the following groups or communities: African Americans, Latinos and the 
physically disabled. For future meetings, invitations will also be extended to representatives 
from the following groups: Native Americans, Filipinos and the individuals with disabilities.  


CAB reported a motivating discussion about how the health plan can best reach members of 
the community who may not have access to quality health care, particularly to childhood 
immunizations. 


A. Cultural Competency Plan 


Each Vendor must have a comprehensive cultural competency program, which is described in a 
written plan. The Cultural Competency Plan (CCP) must describe how care and services will be 
delivered in a culturally competent manner. The CCP must identify the goals and objectives of the 
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Vendor’s cultural competency program and encompass the goals and objectives described in the 
DHCFP Quality Assessment and Performance Improvement Strategy (QAPIS). The CCP must be 
reviewed and updated annually and submitted to DHCFP in the second quarter of each calendar year. 


The Vendor must identify a staff person, title or position responsible for the CCP. If there is a change 
in the staff member responsible for the CCP, the Vendor must notify the DHCFP. 


Maintaining a Cultural Competency Plan 
We maintain a comprehensive, written cultural competency plan, the Cultural Diversity & 
Sensitivity Program. This written program describes our ability to deliver outstanding health 
care services in a culturally competent manner to all health plan members. In 2011, we 
achieved a score of 100 percent on our cultural competency plan when audited by DHCFP’s 
external quality review organization. The strength of our plan can be attributed in part to our 
Nevada-based quality improvement team, who work collaboratively with all HPN entities to 
make certain that the practice of cultural competency occurs everywhere within the 
organization. 


A host of wide-ranging activities have been in place for many years to verify that cultural 
competency is implemented, monitored for effectiveness and sustained within HPN. We have a 
unique relationship with SMA, Southern Nevada’s largest Medicaid provider and a premier 
provider of culturally competent health care. Setting us apart from our competitors, HPN and 
SMA jointly sponsor a program that requires health plan and medical group employees – 
including those who speak Spanish or Tagalog—successfully complete the Limited English 
Proficiency (LEP) certification program before they can verbally translate information to our 
members. All staff members and medical group employees who are not LEP-certified must use 
the telephonic translation service. HPN and SMA take this additional step to make sure that 
effective and culturally sensitive communications with our members are maximized. 


Updating the Cultural Diversity & Sensitivity Program 
The Cultural Diversity & Sensitivity Program is updated at least annually and submitted to 
DHCFP in the second quarter.  


Compatibility with Quality Improvement Strategies 
Compatible with the goals and objectives described in DHCFP’s Quality Assessment and 
Performance Improvement Strategy (QAPIS) the Cultural Diversity & Sensitivity Program 
accomplishes the following objectives:  


 Raises awareness and sensitivity to individuals that come from varied national, economic, 
social, religious, sexual orientation, gender or ethnic backgrounds  


 Presents an overview of Nevada’s major cultural groups  


 Explores the cultural dimensions of each group to increase staff understanding and 
appreciation of differences and similarities  


 Builds competencies necessary for working with people with different types of disabilities  


 Identifies short- and long-term goals addressing the diverse needs of the health plan 
members  


Our longtime engagement with the diverse communities in Nevada is an advantage with regard 
to understanding the population and the specific needs of its diverse population. Our local 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 34 of 833  November 2012
 


Understanding Diverse Needs 


Each year, we successfully 
implement initiatives based on our 
participation in State and federal 
efforts to address diversity issues.  


Training Culturally Competent 
Employees 


The number of LEP-certified employees 
increased to 153 in 2011—a 28 percent 
increase over the previous year. 


presence allows us to monitor the effectiveness of the Cultural Diversity & Sensitivity Program 
on an ongoing basis, making adjustments as necessary to meet our goals and objectives. 


Accountability for the Cultural Diversity & Sensitivity Program  
Our health plan leadership team is accountable for creating and maintaining an infrastructure 
and a set of business processes that support the achievement of the best possible clinical 
outcomes and quality of care through culturally proficient care to all members. We incorporate 
cultural awareness into the delivery of care to members in many ways, using our local 
knowledge and resources to the advantage of our 
members.  


We implemented multiple initiatives in 2011 based upon 
our participation in federal and state efforts to address 
the diverse needs of its health plan members. The 
initiatives have focused on key areas as described in our 
Cultural Diversity & Sensitivity Program Overview to address the health care and services 
needs for health plan members and providers. In 2012, the Customer Centric Task Force (the 
health plan’s oversight body for this program) will address specific recommendations in the 
2011/2012 report and create enhanced strategies to move forward. The project and initiatives 
are guided by the project lead, Dr. Allan Ebbin, Vice President Healthcare Quality and 
Education.  


B. The CCP must contain a description of Staff Recruitment and Retention: 


The Vendor must demonstrate how it plans to recruit and retain staff who can meet the cultural needs 
of the Vendor’s members. Cultural competence is part of job descriptions. 


Recruiting and Retaining a Culturally Competent Staff 
As a part of our Cultural Diversity & Sensitivity Program, we implement strategies to recruit, 
retain and promote all levels of staff from diverse racial and ethnic backgrounds. Online job 
postings, which are listed by our corporate office, all include the statement “Diversity creates a 
healthier atmosphere.” In addition, we have added one of the following requirements to our job 
descriptions under the Skills section: “Ability to contribute to the organization’s efforts to 
eliminate racial and ethnic disparities in organizational performance” or “Experience working 
in diverse cultural, economic and social settings.” 


These strategies help to represent the demographics of our service area. Furthermore, all levels 
of staff are encouraged to attend ongoing training sessions related to culturally and 
linguistically appropriate services. Some departments such as Member Services, Behavioral 
Healthcare Options and Quality Improvement have designated specific classes as required 
training for their staff. Other departments are considering this requirement as well. 


Representing the Member Groups We Serve 
We actively recruit employees who represent the ethnic and cultural member groups we serve; 


or who have extensive experience working with diverse 
populations - including the perspectives of individuals 
with disabilities. We leverage the diverse knowledge of 
these skilled individuals to provide formal and informal 
educational and training opportunities for our staff and 
the community. We aggressively pursue potential 
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Expanding Recruiting Opportunities 


Beginning in June 2012, in conjunction with Treaty 
National/North American Free Trade Agreement 
(TN/NAFTA) provisions, our behavioral health 
network began recruiting and employing qualified 
professionals from Mexico, including Mr. Abraham 
Uribe de la Rocha, a social worker and 
psychologist. He joins an expanding team of inter-
disciplinary and multi-cultural clinicians that are 
serving our rapidly growing Hispanic community. 


candidates who are bilingual (with Spanish as their primary language) as well as other 
languages. As part of our ongoing training program, all bilingual staff is asked to undergo 
Limited English Proficiency (LEP) certification, which consists of sessions on interpreter 
protocols, interpreter skills, ethics and cross-cultural issues and medical terminology. Once 
certified, employees can orally interpret for health plan members. In 2011, we increased the 
number of LEP-certified employees to 153, a 28 percent over the previous year. 


Staffing for Cultural Competence  
We demonstrate our commitment to achieving cultural competence in a number of ways, 
staffing being an extremely important strategy. We currently provide Spanish-speaking staff 
and providers in all service areas, including member and provider services, claims, clinical staff 
and leadership. In addition, we continually monitor and maintain diversity within our provider 
network to meet the cultural needs of our Medicaid population. For example, our behavioral 
health department is committed to recruiting 
and retaining minority clinicians. Currently, 
our behavioral health providers are 70 
percent minority, with the largest percentages 
being black and Hispanic at 40 percent and 30 
percent, respectively. 


Our behavioral health network continues to 
face the challenge of recruiting culturally 
competent mental health specialists by 
expanding their searches to include qualified 
U.S. citizens as well as legal permanent residents. By adding information to their website and 
reaching out to local universities and colleges, our behavioral health network recruited many 
qualified candidates, but reached even further to extend their efforts to Mexico, interviewing a 
number of highly qualified individuals with credentials equal to those of clinicians within the 
United States.  


Bilingual Staff  
To meet the needs of the Nevada’s culturally diverse composition, we have bilingual member 
services representatives who are fluent in both English and Spanish. To qualify as a bilingual 
assistant, the employee must successfully complete an internal interpreter program. This 
rigorous training consists of eight four-hour classes that incorporate information on 
program terminology, which enables the representative to communicate as effectively and 
precisely as possible with members. This enables bilingual staff to provide specific answers 
to benefit plan questions and to more quickly assess and resolve a member’s health care 
needs. Upon completion of the program, representatives are certified as interpreters for 
HPN.  


Additional Translation Capabilities 
We also use telephone translation service to communicate with members who speak languages 
other than English and Spanish. Through this service, we have access to more than 175 
languages.  


To communicate effectively with our hearing-impaired members, we use the 711 relay 
service. Program materials are available in large print for individuals who are visually 
impaired. To ensure access to our facilities for the physically disabled, the corporate 
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headquarters and contracted providers’ offices and facilities are completely compliant with the 
Americans with Disabilities Act of 1990. 


Learning from the Organizational Cultural Needs Assessment  
In 2012, we conducted an organizational needs assessment of key health plan representatives. 
The assessment included questions related to the provision of culturally and linguistically 
appropriate services. The results are being used to better understand differing perspectives and 
to design enhanced initiatives for our members and providers. One critical objective of the 
needs assessment was to measure staff perception of our culturally appropriate recruiting and 
training efforts.  


Several questions in the organizational assessment focused on culturally appropriate staff 
recruitment efforts. The questions related to staff recruitment demonstrated improvement over 
the prior survey, for example: 


 Regarding hiring and recruiting bilingual staff and improvement of nine percentage points. 


 Regarding job announcements and descriptions indicate that candidates must have an 
understanding of and sensitivity to serving culturally diverse populations, an improvement 
of 12 percentage points. 


In addition, several questions in the organizational assessment focused on culturally 
appropriate staff training efforts. The findings related to staff training showed the following: 


 Staff training and development programs to enhance cultural knowledge and cross-cultural 
skills improved nine percentage points. 


 A six percentage point increase relating to the health plan encouraging staff to learn more 
about their own culture and its effect on their day-to-day work and that newly hired staff 
are matched with mentors within the health plan.  


C. Education and Training 


1. The training program consists of the methods the Vendor will use to ensure that staff at all levels 
and across all disciplines receive ongoing education and training in culturally and linguistically 
appropriate service delivery to members of all cultures. The Vendor regularly assesses the 
training needs of the staff and updates the training programs, when appropriate. Trainings are also 
customized to staff based on the nature of the contacts they have with providers and/or members. 


Educating and Training a Culturally Competent Staff 
Ongoing staff training addresses the cultural and linguistic characteristics and special health 
care needs of our member population, including: use of the member’s first language; cultural 
awareness and understanding of health disparities among different cultural groups; cultural 
beliefs related to health, illness, medical care and end-of-life issues; the need to treat each 
person with dignity and respect; how to avoid stereotypes; communication protocols for 
members with limited English proficiency; characteristics of and barriers facing individuals 
with special health care needs; cultural competency and adult sensitivity training. For example, 
in some cultures it is considered unacceptable for a woman to see a male OB/GYN practitioner. 
We verify that our member services representatives receive education and training aimed at 
complete understanding of such cultural norms and how they impact the delivery of culturally 
appropriate health care services. 
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Online Cultural Competence Training 
A proven method for increasing awareness and knowledge about cultural competence is to 
provide online training programs. In 2011, members of our staff who work directly with health 
plan members, including member services representatives, health management and complex 
case managers and scheduling staff, were required to take one or more of the online training 
classes. Available classes include: 


 Developing Cultural Proficiency 


 The Impact of Culture on Communication 


 Effective Intercultural Relationship 


 Developing Workplace Diversity Awareness Simulation 


 Diversity and Inclusion Online Seminar with Tamika Smith 


 Diversity and Inclusion: The Changing Landscape 


 Diversity on the Job: Diversity and You 


 Diversity on the Job: The Importance of Diversity and the Changing Workplace 


 Valuing Diversity and Inclusion 


 Workplace Diversity: Assessing Your Organization 


Highlights of Two Cultural Competency Classes 
The overall curriculum provides a wide array of cultural competency skills, while each 
individual class focuses on specific objectives. For example, the Developing Cultural 
Proficiency class focuses on: 


 The meaning of cultural and linguistically appropriate services 


 The unique health-related beliefs of various cultures 


 How to interact with people of various cultures in a health care environment 


The Diversity on the Job: Diversity and You class focuses on: 


 Strategies to help participants become aware of attitudes toward diversity 


 Increasing acceptance of diverse cultures, people and ideas 


 Advocating for diversity within the workplace 


In addition to online training offerings, “soft skills” customer service training for all new 
member services and health education and wellness representatives includes training on ethnic 
and cultural diversity and disabilities including hearing impairments.  


Example of Linguistically Appropriate Staff Training  
We actively recruit bilingual intake coordinators who are fluent in English and Spanish. To 
qualify as a bilingual coordinator, an employee must successfully complete an internal 
interpreter program which results in certification. This rigorous training consists of eight four-
hour classes that incorporate program terminology, which enables the coordinators to 
communicate effectively and precisely with members. Empowering bilingual staff to provide 
specific answers allows them to more quickly assess a member’s health care needs.  


In addition, we provide in-house training on cultural competency as a part of new hire 
orientation, with refresher training completed annually or as needed. 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 38 of 833  November 2012
 


Our History of Provider Education 


In 2009, we gave free access to our 
network physicians and nurses to a 
series of Internet-based Disparities in 
Health courses. These interactive 
modules helped participants learn how 
to communicate effectively with patients 
who have culturally diverse needs. 


Local Access – National Reputation 


“Rather than making assumptions, 
adopt a line of questioning that will 
help uncover the information you need 
while fostering a working rapport with 
your patient.” 


–Dr. Debra Toney  


2. The education program consists of methods the Vendor will use for providers and other 
subcontractors with direct member contact. The education program will be designed to make 
providers and subcontractors aware of the importance of providing services in a culturally 
competent manner. The Vendor must also make additional efforts to train or assist providers and 
subcontractors in receiving training in how to provide culturally competent services. 


Designing Provider Education for Cultural Competence 
As part of our robust provider education and training program, we facilitate instruction during 
face-to-face provider visits and onsite provider forums about the cultural competency resources 
we can provide to support providers. We supply our providers and subcontractors with 
necessary tools and support services to facilitate the provision of high quality health care 
services in a culturally competent manner. We use several methods for educating providers 
including: 


 New provider training 


 The Provider Summary Guide 


 Quarterly provider newsletters 


 The provider portion of our website 


 Ongoing provider education 


For example, during new provider orientations, our 
provider services team stresses the importance of explaining treatment methods and options 
consistent with the member’s cultural background and maintaining consistency in providing 
quality care across a variety of cultures. In addition, our provider services team offers their 
services immediately to assist providers in finding interpreters, as needed. 


Cultural Competency Presentations 
An essential part of our provider training is hosting cultural competency presentations for our 
network providers, staff and health plan employees. Following are two recent examples of 
successful cultural competency presentations.  


Example 1: Geri Galanti, Ph.D. 
In 2010, Dr. Galanti, an expert in cultural competency, spoke to about 100 attendees that 
included physicians, nurses, social workers, medical assistants and health educators about the 
importance of providing culturally sensitive health care. Dr. Galanti’s presentation focused on 
understanding culture variables and how to apply this understanding to improve cultural 
communication skills. 


Example 2: Debra Toney, RN, Ph.D., RN FAAN 
In 2011, Dr. Toney presented Cultural Competency I to more than 90 inpatient case managers 
and medical management staff, most of whom were clinical staff or social workers. During this 


session, participants define culture and explore the need 
for cultural and linguistic competence while identifying 
factors that influence culture. The session provides 
opportunities for participants to learn to apply these 
cultural constructs to their respective roles. To date, 
more than 173 attendees, including physicians, nurses, 
social workers and medical assistants have attended this 
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introductory course. Cultural Competency II is an advanced discussion of cultural competence 
scheduled to begin in November 2012. 


Dr. Toney has a local presence and a national reputation as a cultural competency expert. 
Based upon the success of her presentation, we hired Dr. Toney to consult on advancing our 
cultural competency initiatives. Currently, Dr. Toney facilitates the CAB and continues to 
speak to our network providers about achieving cultural competence.  


In addition, Dr. Toney hosts semi-annual discussions about cultural competency for our 
network providers and case management staff 


D. Culturally Competent Services and Translation/Interpretation Services 


The Vendor describes the method for the ongoing evaluation of the cultural diversity of its 
membership, including maintaining an up-to-date demographic and cultural profile of the Vendor’s 
members. A regular assessment of needs and/or disparities is performed, which is used to plan for 
and implement services that respond to the distinct cultural and linguistic characteristics of the 
Vendor’s membership. Culturally competent care requires that the Vendor regularly evaluate its 
network, outreach services and other programs to improve accessibility and quality of care for its 
membership. It must also describe the provision and coordination needed for linguistic and disability-
related services. 


A Vendor, at the point of contact, must make members aware that translation services are available. 
The services that are offered must be provided by someone who is proficient and skilled in translating 
language(s). The availability and accessibility of translation services should not be predicated upon 
the non-availability of a friend or family member who is bilingual. Members may elect to use a friend 
or relative for this purpose, but they should not be encouraged to substitute a friend or relative for a 
translation service. 


Evaluating Cultural Diversity 
We conduct an ongoing evaluation of the cultural diversity of our membership, including an 
up-to-date demographic and cultural profile of our members. An assessment of the needs of the 
members is completed to plan new or enhanced services that respond to the distinct cultural 
and linguistic characteristics of members.  


Based upon our annual demographic evaluation, we implement services that respond directly 
to the defined membership characteristics. For example, health education materials are 
provided in both English and Spanish for many different topics, including management of 
asthma, diabetes, COPD, heart failure and other chronic conditions, healthy eating, lead 
screening and prenatal and postpartum care.  


Consistent with the state of Nevada’s definition of culturally competent care, we evaluate our 
provider network, outreach services and other programs regularly to initiate improvements to 
the accessibility and quality of care for its members as needed. For example, each year, we:  


 Compare the linguistic needs of the membership to the language capabilities of network 
providers to confirm that providers can communicate effectively with patients in their 
offices  


 Track the volume of member services outreach calls involving the use of a translator to 
identify trends or patterns 
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 Monitor the number of staff who are LEP-certified to verify that LEP capability exists 
across all necessary functional areas 


The following table contains the volume of member service calls requiring translation services 
in 2011, along with the languages used. 


Member Services Language Line Usage by Month January through December, 2011 
Language Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Total 
Albanian  1       1    2 
Amharic  1 1 2 1    1  1  7 
Arabic 2 3 2 1 2 1 1  1  2 1 16 
Armenian 2  2 2         6 
Burmese      1   2 1   4 
Cambodian          1   1 
Cantonese 3 3 1 5 4 2 2 2 1 3 2  28 
Croatian       1      1 
Diula      1       1 
Farsi 2  1 2  1  1  1   8 
French   1        1  2 
Greek           2  2 
Hebrew           1  1 
Hindi 1        1 1 1  4 
Hungarian  1        1   2 
Ilocano          1   1 
Italian    1 1    2  1  5 
Japanese     3 2 1 4  3 2 1 16 
Karen        1     1 
Korean 2 4 6 2 1 1 2 9 11 7 14 14 73 
Laotian 1          1  2 
Mandarin 8 5 4 4 3 3  3 4 6 12 8 60 
Navajo            1 1 
Nepali  1     2      3 
Polish            1 1 
Portuguese  2 2  1 1  1 1 1  1 10 
Punjabi     1     1   2 
Russian 1   1  1 1   1   5 
Serbian          1   1 
Spanish 429 498 1,012 975 994 847 829 895 820 665 625 702 9,291
Swahili    1 1        2 
Tagalog 3 1 3 1  3 4 1 2 4 4 3 29 
Tamil         1 1   2 
Thai 4  2 1  1 2 3 1 2 2  18 
Tibetan          1   1 
Tigrinya  1  1  2    1 3  8 
Turkish           1  1 
Urdu    1         1 
Vietnamese 3 2  3 3 1 1 2 4 2 1 2 24 
Totals 461 523 1,037 1,003 1,015 868 846 922 853 705 676 734 9,643


Informing Members of Translation Services 
All members are notified at the point of contact that translation services are available. If a 
member calls into member services, the member is told that translation services are 
immediately available if needed. This is true if a member also requests assistance through 
various health plan programs, such as complex case management, health management, Health 
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Education and Wellness, and customer response and resolution. Unique to HPN is the 
relationship with Southwest Medical Associates, its affiliated medical group in Las Vegas. As 
part of this relationship, the providers and office staff also make translation services available 
through the telephone or through staff who are LEP- certified. We do not preclude health plan 
members from using a friend or relative to translate for them; however, we prefer that the 
member allow us to access the external translator to verify that the health information is 
translated precisely. The translation service is certified to conduct this professional service for 
HPN.  


In addition to notifying members at the point of contact of the availability of translation 
services, we make an extra effort to educate members about this service in multiple ways, 
including articles in the member newsletters, the Member Handbook and various other written 
materials.  


The Vendor must demonstrate that they use a quality review mechanism to ensure that translated 
materials convey intended meaning in a culturally appropriate manner. The Vendor must provide 
translations in the following manner: 


1. All materials shall be translated when the Vendor is aware that a language is spoken by 3,000 or 
10% (whichever is less) of the Vendor’s members who also have Limited English Proficiency 
(LEP) in that language. 


We produce written member materials including the Member Handbook in English and 
Spanish. Materials are provided in other languages as needed. We use a certified translation 
vendor to translate materials and provide certificates of authenticity upon completion of each 
translation to verify that materials are interpreted to convey the intended meaning in a 
culturally appropriate manner. 


2. All vital materials shall be translated when the Vendor is aware that a language is spoken by 
1,000 or 5% (whichever is less) of the Vendor’s members who also have LEP in that language. 
Vital materials must include, at a minimum, notices for denial, reduction, suspension or 
termination of services, and vital information from the member handbook 


For the last 15 years, due to the high percentage of Spanish-speaking members in the health 
plan’s service area, health plan benefit information is sent in English and Spanish. All materials 
are translated into Spanish including the Member Handbook, denial notices and notices 
regarding the reduction, suspension or termination of services. An analysis of the languages 
spoken by health plan members enrolled in Medicaid and Nevada Check Up showed that 
Spanish was the most common language second only to English. Since no additional languages 
have been identified that meet the threshold, no materials have been translated into languages 
other than Spanish. 


3. All written notices informing members of their right to interpretation and translation services in a 
language shall be translated into the appropriate language when the Vendor is aware that 1,000 or 
5% (whichever is less) of the Vendor’s members speak that language and have LEP. 


English and Spanish are the predominate languages spoken by health plan members. To 
accommodate members who speak languages for whom the 1,000 or 5 percent threshold is not 
met, our members are notified of the availability of oral translation services in the Medicaid 
and Nevada Check Up Member Handbooks, which states “Oral interpretation services in 
languages other than English are available through our Member Services department.” and 
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provides the phone number. The handbook also informs the member of the ability to select a 
primary physician who “speaks your language and understands your culture.” A phone 
number is also provided in the handbook for the hearing impaired (711 relay service) and 
vision impaired members to use. The TTY phone number is also provided in all letters and 
member documents.  


Our provider directories list the languages spoken by providers, and we continue to monitor 
language preferences and any language preference that approaches the threshold will be 
addressed. 


E. Evaluation and Assessment of CCP 


The Vendor must evaluate the CCP to determine its effectiveness and identify opportunities for 
improvement. Evaluations are completed on an annual basis and a copy of the evaluation is sent to 
DHCFP. The evaluation may, for example, focus on: comparative member satisfaction surveys, 
outcomes for certain cultural groups, member complaints, grievances, provider feedback and/or 
Vendor employee surveys. If issues are identified, they are tracked and trended, and actions are taken 
to resolve the issue(s). 


Evaluating and Assessing the Cultural Competency Plan 
As part of our overall commitment to providing high quality health care services in a culturally 
competent manner, we consistently monitor and evaluate the goals and objectives contained in 
the Cultural Diversity & Sensitivity Program and makes adjustments as needed. Each year, the 
program overview highlights the key activities of the previous year, including an evaluation of 
the corporate-wide organizational assessment, provider satisfaction survey results, a review of 
related member complaint and appeal trends and an analysis of HEDIS rates by racial and 
ethnic group. 


Intervention strategies are also presented along with key identified objectives, short- and long-
term goals, barriers and recommendations for action for the coming year. Additional activities 
and strategies are reviewed during the year and timely modifications made to the program. 


The program specifics and evaluation are shared with DHCFP at least annually.  


Example 1: Analysis of Member Complaints 
In 2011, as part of the Cultural Diversity & Sensitivity Program, we analyzed the number of 
complaints received from health plan members related to culturally and linguistically 
appropriate services. Our objective was to determine if members had problems communicating 
or interacting with network physicians or member services representatives. After tracking the 
reasons for member complaints in 2011, the workgroup determined that no complaints were 
specifically identified by members to be related to culturally and linguistically appropriate 
services.  


Example 2: Analysis of Provider Feedback 
We evaluate questions on the provider satisfaction survey about cultural competency to 
determine whether or not providers need help managing health services for culturally diverse 
members and what types of materials they might need to educate members from different 
cultures. Our objectives included improving the quality of communications between providers 
and members, and increasing by two percentage points to 83 percent the number of providers 
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who state via the provider satisfaction survey that they have the tools, experience and education 
to address special cultural needs of patients.  


We conduct an annual provider satisfaction survey to monitor Nevada provider experience 
with specific health plan services and programs and with other providers and facilities. General 
findings from the 2011 provider satisfaction survey show that providers do have patients with 
special cultural needs. Seventy-two percent of providers stated that they have experienced 
difficulties or barriers in providing care to patients who have special cultural needs. 


More than 80 percent of providers indicated that they have the necessary tools and experience 
to serve members with special cultural needs. Some providers were still interested in having 
additional tools and resources available to better understand and treat members with special 
cultural needs or preferences. Tools and resources of primary interest include: 


 Culturally appropriate educational materials (34 percent of respondents)  


 Educational materials and tools for providers designed to improve cross cultural 
communication (32 percent of respondents)  


 Cultural competency online CME seminars or in person classes (10 percent of respondents)  


4.2.1.17 The Vendor shall adhere to professional standards of medical or paramedical care and 
services, and comply with all local, state and federal statutes, rules and regulations relating to the 
Vendor's performance under the contract, including, but not limited to, non-interference with 
recipient/health care provider communications and prohibitions against factoring and accepting or 
paying kickbacks for services provided to DHCFP members. 


HPN has acted in accordance and complied with the professional standards of medical and 
paramedical care and services. HPN has also complied with local, State and federal statutes, 
rules and regulations relating to its performance under contracts with DHCFP for Medicaid 
services including but not limited to non-interference with member/health care provider 
communications and prohibitions against factoring and accepting or paying kickbacks for 
services provided to DHCFP members. 


HPN is committed to maintaining these standards in its performance of this Contract. 


4.2.2 Vendor Covered Services 


No enrolled recipient shall receive fewer services in the managed care program than they would 
receive in the current State Medicaid Plan, except for excluded services in Section 4.2.3, Excluded 
Services and Coverage Limitations below. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN provides enrolled members at least as many services through our managed care program 
as they would receive under the current State Medicaid Plan, except the excluded services as 
noted in Section 4.2.3, Excluded Services and Coverage Limitations. 


At a minimum, the Vendor must provide directly, or by subcontract, all covered medically necessary 
services, which shall include, but may not be limited to, the following: 


4.2.2.1 Ambulatory Surgery Centers; 


4.2.2.2 Alcohol and Substance Abuse Treatment, including; 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 44 of 833  November 2012
 


4.2.2.3 Intensive Outpatient Treatment; 


4.2.2.4 Case Management; 


4.2.2.5 Certified Registered Nurse Practitioner; 


4.2.2.6  Chiropractor (for EPSDT eligible recipients); 


4.2.2.7  Dental and Dental Related Services, including Orthodontia; 


4.2.2.8  Disposable Medical Supplies; 


4.2.2.9  Durable Medical Equipment; 


4.2.2.10 Early Periodic Screening, Diagnosis and Treatment (EPSDT);  


4.2.2.11 Emergency Transportation;  


4.2.2.12 End Stage Renal Disease Facilities; 


4.2.2.13 Family Planning Services; 


4.2.2.14 Hearing Aid Dispenser and Related Supplies; 


4.2.2.15 Home Health Agency; 


4.2.2.16 Hospital Inpatient; 


4.2.2.17 Hospital Outpatient; 


4.2.2.18 Hospice; 


4.2.2.19 Inpatient Medical Rehabilitation Center or Specialty Hospital; 


4.2.2.20 Intermediate Care Facility;  


4.2.2.21 Intravenous Therapy (TPN); 


4.2.2.22 Laboratory - Pathology/Clinical; 


4.2.2.23 Medical Rehabilitation Center or Specialty Hospital; 


4.2.2.24 Mental Health Services: 


A. Inpatient Psychiatric Hospital; 


B. Mental Health Outpatient Clinic;  


C. Mental Health Rehabilitative Treatment;  


D. Psychologist; 


E. Outpatient Psychiatric; 


F. Residential Treatment Center (RTC); 


G. Case Management; 


H. Habilitation services: Instrumental Activities of Daily Living (IADL)/ Activities of Daily Living 
(ADL); and 


I. Medication Management. 
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4.2.2.25 Methadone Treatment; 


4.2.2.26 Nursing Facilities; 


4.2.2.27 Nurse Anesthetist; 


4.2.2.28 Certified Nurse Midwife; 


4.2.2.29 Opticians/Optometrists; 


4.2.2.30 Outpatient Surgery; 


4.2.2.31 Personal Care Aide; 


4.2.2.32 Pharmacy; 


4.2.2.33 Physician/Osteopath; 


4.2.2.34 Physician Assistants; 


4.2.2.35 Podiatrist (for EPSDT eligible recipients); 


4.2.2.36 Private Duty Nursing; 


4.2.2.37 Prosthetics; 


4.2.2.38 Radiology and Noninvasive Diagnostic Centers; 


4.2.2.39 Residential Treatment Centers; 


4.2.2.40 Rural Health Clinics and Federally Qualified Health Centers; 


4.2.2.41 Skilled Nursing Facility; 


4.2.2.42 Special Clinics; 


4.2.2.43 Swing Beds Stays;  


4.2.2.44 Therapy: 


A. Audiology; 


B. Occupational; 


C. Physical; 


D. Respiratory; 


E. Speech; and, 


F. Other services as defined in the Medicaid Services Manual (MSM). 


4.2.2.45 Transitional Rehabilitative Center;  


HPN currently provides all covered services required under our existing contract with DHCFP 
and has done so for more than 15 years. In addition to currently covered services, we will 
continue to provide all newly covered services as listed in the RFP, including but not limited to 
the following: 


 Orthodontia  


 Hospice  


 Expanded Residential treatment center services (mental health services)  
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2011 Transplant Services 


In 2011, HPN provided four 
organ transplants (including 
one kidney transplant) and 
two bone marrow transplants. 


In compliance with the requirements listed in this RFP, HPN does not provide the excluded 
services as noted in 4.2.3, Excluded Services and Coverage Limitations. As a notable exception, 
HPN covers circumcisions for newborn males. Although not a service required under the 
current Medicaid contract, HPN provided coverage for 1,222 circumcisions in 2010 and 1,346 
circumcisions in 2011. 


4.2.2.46 Transplantation of State Plan covered organs and tissue, and related immunosuppressant 
drugs. The State of Nevada Title XIX State Plan can be accessed on the DHCFP’s website at 
http://dhcfp.state.nv.us/. Any new services added or deleted from the DHCFP medical assistance 
programs benefit package will be analyzed for inclusion or exclusion in the Vendor benefit package. 
DHCFP via its Title XIX State Plan Attachment 3.1.E covers Corneal, Kidney, Liver and Bone 
Marrow transplants and associated fees for adults. For children up to age 21 any medically necessary 
transplant that is not experimental will be covered. The health plan may claim transplant case 
reimbursement from DHCFP for in-patient medical expenses above the threshold of $100,000 in a 
one-year period (State Fiscal Year). 75% of the expenses above $100,000 are reimbursed to the 
health plan;  


4.2.2.47 Court-ordered treatment, if it is a medically necessary, covered service; 


4.2.2.48 Institutions for Mental Diseases (IMDs); and 


DHCFP contractual requirements. In accordance with the requirements of this RFP, we will 
continue to provide the following medically necessary services: 


 Transplantation services: 


– Adult Members: Medically necessary corneal, kidney, liver 
and bone marrow transplants, including all associated fees 


– Members Age 21 and Younger: Medically necessary non-
experimental transplant, including immunosuppressant 
drugs 


HPN has an established process to request reimbursement for 75 percent of inpatient expenses 
in excess of the annual threshold (currently $100,000). 


 Court-ordered treatment 


 Institutions for Mental Diseases (IMDs) 


4.2.2.49 The IMDs are a Vendor covered service. The DHCFP reserves the right to develop a partial 
risk arrangement with the Vendor for recipient inpatient IMD medical costs.  


Upon request, HPN agrees to work with DHCFP to develop a partial risk arrangement for 
member inpatient IMD medical costs. 


4.2.3 Excluded Services and Coverage Limitations  


The following services are either excluded as a Vendor covered benefit or have coverage limitations. 
Exclusions and limitations are identified as follows: 


In compliance with the requirements listed in this RFP, HPN does not provide the excluded 
services cited in 4.2.3 Excluded Services and Coverage Limitations. To ensure compliance with 
these important requirements, we have programmed all of our claims and encounter systems to 
automatically exclude these services from coverage. 
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Circumcision Coverage 


HPN provided coverage for 
1,222 circumcisions in 
2010 and 1,346 
circumcisions in 2011. 


A notable exception to our adherence to DHCFP’s coverage exclusions and limitations is HPN’s 
provisioning of circumcision for newborn males. Medical literature 
is rife with evidence that circumcision is tied to significantly lower 
rates of HIV infection among males. Unfortunately, states without 
Medicaid coverage for circumcision—including Nevada—
experience much lower than average rates of circumcision. HPN’s 
proactive coverage of circumcision not only provides an additional 
option for new parents, it also supported by medical literature in 
terms of future susceptibility to HIV and AIDS. 


4.2.3.1 All services provided at Indian Health Service Facilities and Tribal Clinics 


All Native Americans may access and receive covered medically necessary services at Indian Health 
Service (IHS) facilities and Tribal Clinics. Native Americans who are eligible as Nevada Check Up 
(Title XXI) recipients are mandatorily enrolled in managed care. Native Americans who are eligible 
as Nevada Medicaid (Title XIX) recipients may choose to be voluntarily enrolled in managed care. If 
a Native American who is enrolled in managed care seeks covered services from IHS, the Vendor 
should request and receive medical records regarding those covered services/treatments provided by 
IHS. If covered services are recommended by IHS and the member seeks those services through the 
Vendor, the Vendor must either provide the service or must document why the service is not 
medically necessary. The documentation may be reviewed by DHCFP or other reviewers. The 
Vendor is required to coordinate all services with IHS. If a Nevada Medicaid (Title XIX) eligible 
Native American recipient elects to disenroll from the Vendor, the disenrollment will commence no 
later than the first day of the second administrative month after which all covered medically 
necessary services will be reimbursed by FFS. 


HPN does not cover services provided by Indian Health Service (IHS) Facilities and Tribal 
Clinics. DHCFP directly pays IHS facilities for services rendered. On behalf of our Native 
American members who choose to seek care for covered services at Tribal Clinics, HPN agrees 
to: 


 Provide coordination of services with IHS 


 Request medical records of treatment provided through IHS 


 Provide covered services recommended by IHS, or indicate in writing to DHCFP why the 
recommended service is not medically necessary  


In addition, HPN considers IHS and Tribal Clinics as network PCPs for the purposes of 
referring members to specialists and obtaining prior authorization. 


4.2.3.2 Non Emergency Transportation (NET) 


The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically 
necessary non-emergency transportation. The Vendor and its subcontractors shall coordinate with the 
NET Broker, if necessary, to ensure NET services are secured on behalf of enrolled recipients. The 
Vendor and its subcontractors must also verify medical appointments upon request by DHCFP or the 
NET Broker. 


HPN works closely with DHCFP’s NET broker to coordinate non-emergency transportation to 
medically necessary appointments on behalf of members. While HPN does not routinely 
provide non-emergency transportation services, we help members get to their appointments by: 
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 When necessary, providing transportation directly through HPN 


 Verifying medical appointments 


Members can also get help for essential non-emergency transportation through our Member 
Services Center — for example, to attend health education classes, meetings with personal 
assistants and attendance at grievance and appeal hearings. 


4.2.3.3 School-Based Child Health Services (SBCHS) with Limitations 


DHCFP has provider contracts with several school districts to provide certain medically necessary 
covered services through School Based Child Health Services (SBCHS) to eligible Title XIX 
Medicaid and Title XXI Nevada Check Up recipients. 


Eligible Medicaid members who are three (3) years of age and older can be referred by their primary 
care physician (PCP), school physician, special education teacher, school nurse, school counselor, 
parent or guardian, or social worker to school based child health services for an evaluation. If the 
child is found eligible for these services, then an Individual Education Plan (IEP) is developed for the 
child. The IEP specifies services needed for the child to meet his/her educational goals. A copy of the 
IEP will be sent to the child’s PCP within the managed health care plan, and maintained in the 
member’s medical record. 


The school districts provide, through school district employees or contract personnel, the majority of 
specified medically necessary covered services. Nevada Medicaid reimburses the school districts for 
these services in accordance with the school districts’ provider contract. The Vendors will provide 
covered medically necessary services beyond those available through the school districts, or 
document why the services are not medically necessary. The documentation may be reviewed by 
DHCFP or its designees. Title XIX Medicaid-eligible children are not limited to receiving health 
services through the school districts. Services may be obtained through the Vendor rather than the 
school district if requested by the parent/legal guardian. The Vendor must reimburse School-Based 
Child Health services provided by a Federally Qualified Health Center (FQHC) or a Rural Health 
Clinic (RHC). These services must not have restrictions of prior authorization or PCP referral 
requirements. The Vendor case manager shall coordinate with the school district in obtaining any 
services which are not covered by the plan or the school district. 


The Vendor will stay up-to-date on efforts to promote State standards for School-Based Health 
Services. The Vendor will ensure their delivery systems support the integration of School-Based 
Health Services with Medicaid managed care services. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN does not cover School-Based Child Health Services (SBCHS). DHCFP directly pays school 
districts for services rendered to members. In the interests of improving health outcomes 
among Nevada Check Up members in addition to complying with State requirements, HPN will 
also provide: 


 Covered services recommended by IHS, or indicate in writing to DHCFP why the 
recommended service is not medically necessary  


 Reimbursement for SBCHS provided by a Federally Qualified Health Center (FQHC) or a 
Rural Health Clinic (RHC), without restrictions of prior authorization or PCP referral 
requirements 
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 Coordination by a case manager with the school district to obtain any medically necessary 
services not covered by HPN or the school district 


HPN is committed to monitoring the SBCHS program and contributing to the promotion of 
State standards for SBCHS, including using our delivery systems to support the integration of 
SBCHS with Medicaid managed care services. 


4.2.3.4 Intermediate Care Facility for the Mentally Retarded (ICF/MR) 


Members requiring this service are not eligible for managed care. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN does not provide services through Intermediate Care Facilities for the Mentally Retarded 
(ICF/MR) because members requiring these services are not eligible for managed care. 


4.2.3.5 Adult Day Health Care 


Members requiring this service are not eligible for managed care. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN does not provide Adult Day Health Care services because members requiring these 
services are not eligible for managed care. 


4.2.3.6 Home and Community Based Waiver Services 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN does not provide home and community-based waiver services. 


4.2.3.7 Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) 
Assessments 


All PASRR and LOC are performed by the State’s fiscal agent. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN excludes pre-admission screening and resident review level of care assessments. We defer 
to the State’s fiscal agent for the provisioning of these services. 


4.2.3.8 Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations 


The Vendor must ensure that members, who are referred for evaluation for SED/SMI, or who have 
been determined SED/SMI, are obtaining the medically necessary evaluations by a network PCP, and 
that the member is receiving covered medically necessary medical, mental health and mental health 
rehabilitation services. 


The Vendor or its identified subcontractors/network providers must ensure that the parent/guardian of 
a minor member who is referred for SED assessment, or an adult who is referred for SMI assessment, 
is fully informed of the reason why the assessment is necessary, and must obtain authorization from 
the minor member’s parent/guardian or from the enrolled adult or his/her personal representative to 
conduct the assessment and to release the determination to the DHCFP and/or its designee. 


(Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in the 
DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal representative 
designation form, is available upon request.) 


The Vendor and its identified subcontractors/network providers are the only entities that have the 
authority to make the SED or SMI determination for its enrolled recipients. If any entity other than 
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Effective SED/SMI Treatment with 
HPN Medicaid Managed Care 


So far in 2012, HPN has completed 
SED/SMI determinations for 491 
members. Although a diagnosis of 
SED/SMI entitled these members to 
transition to FFS Medicaid, after 
discussion with a case manager, 257 
members and parents (52 percent) 
chose to continue care with HPN. 


the Vendor or its identified subcontractors/network providers makes a determination on behalf of a 
Medicaid recipient who is enrolled in managed care at the time such determination is made, the 
determination will be rejected and the entity will be directed to refer the enrolled recipient to the 
Vendor for a determination and services. SED or SMI determinations made by authorized entities 
referenced in Chapter 400 of the Nevada Medicaid Services Manual under Fee-for-Service Medicaid 
will be considered valid for members who transition from Fee-for-Service Medicaid to managed care. 
Likewise, determinations made by the Vendor or its identified subcontractors/network providers will 
be considered valid for members who transition from managed care to Fee-for-Service Medicaid. 
SED or SMI determinations made by appropriately licensed mental health practitioners within the 12-
month period preceding initial Medicaid eligibility will be considered valid for either Fee-for-Service 
Medicaid or managed care members. 


If an enrolled recipient is determined to be either SED or SMI, the Vendor must ensure that DHCFP 
requirements for data collection are met. 


Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of 
disenrolling from managed care, if determined to be SED or SMI. The State may, at its sole 
discretion, remove the option for these Medicaid recipients determined SED to be voluntarily 
disenrolled from managed care in the future. 


Pursuant to the State of Nevada Title XXI State Plan, in urban areas only, Nevada Check Up 
recipients must remain enrolled with the managed care organization that is responsible for ongoing 
patient care. 


Recipients who receive either an SED or SMI determination must be redetermined at least annually. 
For recipients who have voluntarily elected to remain enrolled in managed care, the process for these 
redeterminations is the same as for the initial SED or SMI determination as stated above. 


Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to disenroll 
from Medicaid managed care are located in Section 5 of the Forms and Reporting Guide. 


HPN’s experience evaluating and treating SED/SMI patients during our tenure in the State of 
Nevada has resulted in a thorough knowledge of the State’s requirements as well as a deep 
understanding of the needs of these members. HPN’s 
exclusive behavioral health provider ensures the 
provisioning of covered medically necessary 
evaluations and medical and mental health services to 
members who are referred for evaluation for 
SED/SMI, or who have been determined to need 
SED/SMI services.  


HPN adheres to all DHCFP requirements around 
SED/SMI evaluation and treatment, including: 


 Only HPN network providers have the authority to 
make an SED or SMI determination for HPN members. Unless rendered by a FFS 
Medicaid provider on behalf of a member transitioning to managed care, HPN rejects SED 
or SMI determinations for HPN members from all other sources, and instead requires 
referral of the member to HPN for an appropriate determination and necessary services. 


 HPN accepts valid SED or SMI determinations made by appropriately licensed mental 
health practitioners within the 12-month period preceding initial Medicaid eligibility. 
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 HPN uses the SED or SMI determination forms required under DHCFP’s policy. Members 
who are determined to be SED or SMI have the option to remain enrolled in HPN to receive 
the necessary behavioral health services or to disenroll and return to the Medicaid FFS 
program. Emotionally disturbed and seriously mentally ill determinations are re-evaluated 
annually. 


 HPN is in full compliance with DHCFP’s data-collection requirements on behalf of 
members with a determination of either SED or SMI. 


 Pursuant to the State of Nevada Title XIX State Plan and in accordance with DHCFP 
requirements, HPN informs all members who are determined to be SED or SMI of their 
option to remain enrolled in HPN or to transition to the FFS Medicaid program. 


 In accordance with the State of Nevada Title XXI State Plan and in accordance with 
DHCFP requirements, HPN maintains ongoing continuous care for Nevada Check Up 
members in urban areas. 


As we have in the past, HPN is committed to ongoing adherence to these and any future 
regulatory and contractual requirements regarding SED/SMI evaluation and treatment. 


Comprehensive SED/SMI Processes 
HPN’s standard operating procedure outlining our comprehensive process for completing SED 
and SMI evaluations with members referred for behavioral health services includes a 
requirement for network providers to fully inform the parent or guardian of a minor member 
who is referred for SED assessment, or an adult member who is referred for SMI assessment, 
of the reason why the assessment is necessary. To conduct the assessment and release the 
determination to DHCFP, HPN network providers must also obtain authorization from the 
minor member’s parent or guardian, from the adult member or from the adult member’s 
personal representative. 


Parental Involvement in Mental Health Treatment of Children and Adolescents 
When a child or adolescent requires either inpatient or outpatient mental health treatment, 
effective and appropriate care demands ongoing involvement of parents or guardians from the 
outset. The most compelling reason for this involvement is a child’s inherent inability to fully 
understand the signs and symptoms of his or her own illness. A responsible adult is crucial for 
providing the collateral history necessary to accurately assess the child’s condition. Because it is 
also not uncommon for young patients to be reticent with health care professionals, adults are 
essential to the treatment team’s efforts to gather and understand all of the pertinent 
information. 


Although family issues are important in the treatment of adults, they take on even more 
significance for children and adolescents, particularly those who may be struggling with SED. 
Many times the problems manifested by a young person are a barometer of family tensions. In 
other words, although the child or adolescent may be the identified patient, the real issues 
involve the dynamics of the entire family. In other situations, the patient’s symptoms may 
disrupt the normal function of the family. The demands on parents of dealing with a child with 
SED may have a negative impact on their work, which could lead to financial problems and a 
further worsening of the situation at home. Tending to an ill child may also limit the 
availability of already stretched emotional and financial resources for the child’s siblings. 
Again, this decrease in the parent’s function complicates the home situation and ultimately 
leads to a less stable and supportive environment for the patient. 
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Finally, for any underage patient, the parents or guardian must give consent for treatment. For 
this consent to be properly informed, the adults must be involved from diagnosis and the 
formulation of the treatment plan. They must also have ready access to the treatment team if 
problems arise with treatment, or if the expected progress does not occur. 


Case Study 
Patrick, a 7-year-old boy, was brought to the hospital by his stepmother because of increasing agitation 
and out-of-control behavior at home. The stepmother indicated during the evaluation that Patrick had 
been hearing voices. When the attending psychiatrist met with Patrick, he acknowledged that he had 
been hearing voices, which resulted in an SED/SMI diagnosis and prescription of an antipsychotic 
medicine. However, when HPN sent a clinician to interview the stepmother in detail, it came out that the 
biological mother recently had been given visitation rights to the patient and that the behavior problems 
began shortly after. The stepmother detailed similar previous “voice” occurrences, which were revealed 
to be not hallucinations, but rather the result of a relationship with an imaginary friend who appeared 
around the time the biological mother had been abusing and neglecting him. When the treatment team 
changed the focus of the treatment from an acute psychosis to helping the boy with his emotions 
regarding his mother, the behavior problems quickly improved and Patrick was soon released to home 
with outpatient support. 


Parent Refusal of SED/SMI Evaluation 
In the event of a refusal by a parent or guardian to allow SED/SMI evaluation for a minor, the 
case manager will immediately reach out to learn what is driving the refusal and provide all 
pertinent information necessary to address the parent’s concerns. In the face of continuing 
refusal, a multidisciplinary team will meet to review the situation. If there is no immediate risk 
of harm to the member, the team will continue to focus on overcoming the parent or guardian’s 
resistance. If, however, the team determines that the child member is at risk or might otherwise 
be harmed by the decision to refuse the evaluation, the team alerts the appropriate agency (e.g., 
Child Protective Services) to explore the appointment of a new guardian. 


4.2.3.9 Targeted Case Management 


Targeted case management has a specific meaning for Nevada Medicaid & Nevada Check Up. TCM, 
as defined by Chapter 2500 in the Medicaid Services Manual, is carved out of the managed care 
contracts. Case management, which differs from Targeted Case Management, is required from the 
contracted Vendors. 


HPN provides case management to ensure coordination and continuity of care for members 
with complex conditions and help them access needed resources. The case management process 
identifies, monitors and evaluates the delivery of health services to health plan members in both 
acute and non-acute settings. 


In compliance with RFP requirements and under our existing contract with DHCFP, HPN 
currently excludes targeted case management from the covered services provided to members. 


4.2.3.10 Child Welfare 


Recipients in Child Welfare, including those under juvenile justice and foster care programs, are 
excluded from Managed Care at this time.  


HPN is in full compliance with this requirement under our existing contract with DHCFP, and 
we will continue to honor all contractual requirements as reflected in this RFP. We understand 
that recipients of Child Welfare, including those under juvenile justice and foster care 
programs, are excluded from our service provisioning at this time. We notify DHCFP when a 
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Member Outreach 


Through educational efforts, 
we remind members that 
EPSDT services are free, and 
we provide information about 
how and where to access 
care. 


member enters the juvenile justice or foster care programs to facilitate the transition from 
managed care to fee-for service Medicaid. 


4.2.4 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up) 


The Vendor will be required to conduct Early Periodic Screening Diagnostic and Treatment (EPSDT) 
screenings of its recipients under the age of twenty-one (21) years. The screening must meet the 
EPSDT requirements found in the Medicaid Services Manual (MSM) Chapter 1500; as well as 
1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 441.50 through 
441.63. The Vendor must conduct all interperiodic screening on behalf of recipients, as defined in the 
Medicaid Services Manual (MSM) Chapter 1500. 


Medically necessary screening, diagnostic and treatment services identified in an EPSDT periodic or 
interperiodic screening must be provided to all eligible Medicaid children under the age of 21 years if 
the service is listed in 42 U.S.C. § 1396 d(a).  For Title XIX children, the Vendor is responsible for 
reimbursement of all medically necessary services under EPSDT whether or not the service is in the 
State Plan. The Vendor is responsible for the oral examination component of the EPSDT physical 
exam and referral to a dental provider, as per the dental periodicity schedule or when medically 
necessary. The Vendor is responsible for the coordination of care in order to ensure all medically 
necessary coverage is being provided under EPSDT. The services which need to be provided through 
the Vendor include, but are not limited to, the following in accordance with 1905(r) of the Social 
Security Act and the MSM Chapter 1500: 


EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada 
Check Up recipients) are basically one and the same and are billed using the same codes with the 
same reimbursement. Because Nevada Check Up can no longer reimburse for any treatments outside 
of the state plan, (as EPSDT allows), their screenings cannot be called “EPSDT”, and thus the term 
Well baby/Well child is used. The Vendors are not required to pay for any treatments outside of the 
state plan for Nevada Check Up members. 


HPN, in collaboration with our network providers, conducts the 
Early Periodic Screening Diagnostic and Treatment/Well 
baby/Well child (EPSDT) requirements of this RFP of its 
Medicaid/Nevada Check Up health plan members under the age 
of 21 years. We meet the EPSDT requirements found in the 
Medicaid Services Manual (MSM) Chapter 1500, as well as 
1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security 
Act, and 42 CFR 441.50 through 441.63. We also conduct 
interperiodic screenings of our Medicaid members as defined in the Medicaid Services Manual 
Chapter 1500. We connect with health plan members to remind them of the importance of 
bringing their children to their provider for key screening tests, and verify with network 
providers that they are communicating with parents about the importance of EPSDT Services. 


We cover all of the required EPSDT tests and exams discussed in the MSM Chapter 1500. In 
federal fiscal year 2011 we paid for 81,010 EPSDT screenings for our members.  


The age appropriate screening components include a comprehensive health and 
developmental/behavioral health history, developmental/behavioral assessment, comprehensive 
unclothed physical exam, appropriate immunizations, age-appropriate laboratory procedures, 
health education, vision screening, hearing screening and dental screening. In addition to 
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confirming that coverage is provided for all EPSDT services, coordination of care for these 
services is provided to demonstrate timely and appropriate referral and follow-up. An example 
includes the allowance for direct referral with no prior authorization to diagnostic exams such 
as vision services, dental services, hearing services and other necessary health care.  


Coverage  


Screening Tests 
The current HPN 2012 Medicaid Summary of Benefit documents show coverage of EPSDT 
services as stated below. The benefits summary indicates that these services are limited to 
Medicaid-eligible individuals under age 21.  


 Comprehensive health and developmental history (including assessment of physical and 
mental health) 


 Comprehensive unclothed exam 


 Age-appropriate immunizations 


 Laboratory Tests, included but not limited to,  


– Hematocrit and hemoglobin 


– Urinalysis 


– TB skin test, PKU tests 


– Sickle-cell anemia test for African American children 


– Blood lead tests at 12 and 24 months 


 Health Education 


 Vision Services 


 Dental Services 


 Hearing Services 


Periodicity Schedule 
Children under the age of 21 may receive well-child doctor visits as part of our EPSDT 
program. These visits are offered to help members stay healthy, provide required shots and to 
catch and treat health problems early. Included in the visit are the following: 


 A health history 


 A physical exam 


 Immunizations 


 Laboratory tests 


 Health education 


 Vision services 


 Hearing services 


 Dental services 


 Other needed health care services and treatment 
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Medical 


Well Child and Adolescent Well Care Checkup schedule 
 Within 2 weeks of birth 


 At age 1 month 


 At age 2 months 


 At age 4 months 


 At age 6 months 


 At age 9 months 


 At age 12 months 


 At age 18 months 


 At age 24 months 


 Once a year thereafter 


Immunizations 
Age-appropriate immunizations are administered according to the Advisory Committee on 
Immunization Practices and Centers for Disease Control and Prevention recommendations. 


Dental 
Dental benefits provided to members under the age of 21 


 Diagnostic and preventive services 


– Annual comprehensive oral exam 


– X-rays 


– Cleaning and fluoride treatment every six months (twice every six months for high-risk 
members) with eruption of first tooth 


– One sealant treatment per permanent tooth 


– Space maintenance therapy 


We develop and revise clinical practice guidelines and immunization schedules each year for 
preventive health and dental health based upon input from providers, consistent with national 
EPSDT guidelines.  


Providing Information to our Health Plan Members about EPSDT 
Services 
To enhance the health plan’s efforts in making sure members receive the appropriate EPSDT 
screening tests and exams, members are educated through a variety of avenues. The new 
member materials are used to describe all of these key health tests and services in detail. 
Throughout the year, existing members receive postcard mailings and notices in the member 
newsletter reminding them of important EPSDT services. 


We also provide A Guide to Services on the website for our members. The guide assists them in 
understanding how, where and when to receive EPSDT services and how to attend Health 
Education and Wellness (HEW) classes. We provide the Member Services telephone number 
for our members so they may call to schedule needed primary care physician (PCP), specialist 
and dental appointments. 
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A Guide to Services 
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Member Newsletter 
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Postcard mailing 
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Collaborating with our Network Providers to Conduct EPSDT 
Screening Tests 


Provider Education 
We educate our network providers as we do our members about EPSDT screening tests. We 
publish EPSDT test articles in our provider newsletters and an annual Provider Summary 
Guide. 


 


We use these two provider resources to educate the network providers about key health care 
services. In addition, locally based Nevada provider advocates make in-person visits to network 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 60 of 833  November 2012
 


provider offices to educate them about key health services including screening tests and exams. 
The providers are also given periodicity schedules. 


We review quarterly internal completion statistics about these tests and exams. We identify 
gaps in care and any strategies we can use to improve the rates.  


Educational materials and incentive programs are given to network provider offices to 
encourage the receipt of these tests and exams. Through the Pediatric Provider Education 
Program, select groups of high-volume Medicaid medical groups receive incentives such as 
jump ropes, pedometers and sports balls. We offer providers the chance to participate in the 
education program if the providers agree to: 


Turtle backpack 
 Continue to distribute educational materials about well-child 


and adolescent well care, childhood immunizations, lead 
screenings, healthy diets and nutrition to parents 


 Offer non-financial incentives to children who complete 
needed tests, exams and immunizations  


 Meet and work with the health plan’s Quality Improvement 
(QI) staff on key performance measurement areas  


 Review confidential lists of children and teens who are noted 
to be non-compliant 


 Use non-financial incentives to improve the rates of well-child 
visits, adolescent well care, childhood immunizations and lead 
screenings  


The goal of the program is to allow providers to give out 
incentives to children once the key health visits and exams, such as 
well-child visits, are completed. In addition, the health plan sends 
out multiple reminders to receive well-child visits, adolescent well 
care, lead screenings, and other exams in return for other 
incentives, such as turtle backpacks.  


Key Successes 
Through the childhood immunization reminder program and successful data collection through 
the functional state immunization registry, our HEDIS rate for Childhood Immunization 
Combination 2 for the Medicaid population improved by more than 14 percentage points to 
86.39 percent as reported in 2012. This statistically significant increase was also due to the 
following initiatives we implemented: 


 We led the initiative to help the state registry become fully functional to capture 
immunization records 


 We collaboratively participate in immunization coalition events in southern and northern 
Nevada with emphasis on promoting immunization awareness 
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Success Stories 
 Through the member reminder program and physician awareness initiative focused on lead 


screening, the health plan’s lead screening rates for members increased by more than 15 
percentage points and close to 30 percentage points over a 5-year data collection period 


 Through the dental visit reminder program and incentives for members, the annual dental 
visit rates increased by more than 37 and close to 30 percentage points over a 7-year data 
collection period 


 Through the well-child visit reminder program, the well-child visits for members (consisting 
of six visits in the first 15 months) increased by more than 15 and 16 percentage points over 
a 6-year data collection period 


 The well-child visit rate for members in the third, fourth, fifth and sixth years of life 
increased by close to seven and 16 percentage points respectively 


 Through the adolescent well-care reminder program the adolescent well-care visit rate 
increased by more than 17 and close to 25 percentage points over a 6-year data collection 
period 


4.2.4.1 Screening services which include a comprehensive health and developmental history 
(including assessment of both physical and mental health development); 


4.2.4.2 A comprehensive, unclothed physical exam;  


4.2.4.3 Age-appropriate immunizations (according to current American Committee On Immunization 
Practices – ACIP - schedule);  


4.2.4.4 Laboratory tests (including blood lead level assessment appropriate to age and risk as directed 
by current federal requirements);  


4.2.4.5 Health education; 


4.2.4.6 Vision services;  


4.2.4.7 Dental services;  


4.2.4.8 Hearing services; and  


4.2.4.9 Other necessary health care, diagnostic services, treatment, and other measures described in 
Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical and mental 
illnesses and conditions discovered by the screening services, whether or not such services are 
covered under the State Medicaid Plan. 


The Vendor is not required to provide any items or services determined to be unsafe or ineffective, or 
which are considered experimental. However, as long as there are peer reviewed studies showing the 
treatment to be effective in the case, this provides the basis for approval as non-experimental. 
Appropriate limits may be placed on EPSDT services based on medical necessity.  


The Vendor is required to provide information and perform outreach activities to eligible enrolled 
children for EPSDT services. These efforts may be reviewed and audited by DHCFP or its designee. 
Refer to the Medicaid Services Manual (MSM), federal documents cited in this Section, and Section 
4.4.1, Information Requirements of this RFP. 


We have 15 years of experience covering the screening services listed under this section as 
required by the DHCFP. We continue to cover these required services consisting of: 
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 Comprehensive health and developmental/behavioral health history  


 Developmental/behavioral assessment 


 Comprehensive unclothed physical exam 


 Age-appropriate immunizations according to the Advisory Committee on Immunization 
Practices 


 Age-appropriate laboratory tests and procedures, including the blood lead level assessment 
appropriate to age and risk as directed by current federal requirement 


 Health education 


 Vision services and screening 


 Hearing services and screening 


 Dental services and screening 


Information on these services is included in the Member Handbook which is available to all 
members in English and Spanish.  


We confirm that coverage is provided for all EPSDT services, as well as providing coordination 
of care, to demonstrate timely and appropriate referral and follow-up. Specific examples 
include the allowance for direct referral with no prior authorization to diagnostic exams such 
as vision, dental and hearing services and other necessary health care.  


We provide additional needed tests, diagnostic services, treatments and other measures to 
correct or ameliorate defects, physical and mental illnesses and conditions discovered by the 
screening services. These services are listed in the 2012 Medicaid Summary of Benefits and we 
notify our health plan members about the coverage of these services in member materials. 


Other Services 
 Phases 3 and 4 clinical trials that meet certain criteria (only members under age 21 are 


covered)  


– This coverage excludes those services not considered medically necessary, are unsafe or 
the member carries pregnancy benefits only  


 Medically necessary cosmetic surgery includes: 


– Birth defects in newborns 


– Physical function after an injury 


– Breast reconstructive surgery begun within three years following a mastectomy (breast 
removal or partial removal)  


– Any other cosmetic surgery mandated by Nevada Medicaid  


 Assessment, diagnosis, testing, basic medical and therapeutic services, crisis intervention, 
partial inpatient and outpatient hospitalizations, medication management and case 
management  


 Inpatient mental health services for members under 21 with an acute, identifiable 
psychiatric disorder, for which periodic or intermittent treatment is needed as identified in 
the DSM-IV  


 Inpatient alcohol or substance abuse detoxification and treatment services for: 


– Members under 21 in free-standing psychiatric or substance abuse facilities 
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– Members in a substance abuse unit of a general hospital for up to five hospital days for 
detoxification with unlimited lifetime admission, and up to 21 hospital days for 
substance abuse treatment with unlimited lifetime admission services until age 21  


 Rehabilitative services for members deemed SED/SMI, for basic skills training with 
limitations and for assertive community training and case management  


 Residential treatment center for: 


– Medical services for Nevada Check Up members only 


– Ancillary medical services for Medicaid members only plus the bed-day rate for the first 
month of admission  


 Outpatient mental health services for outpatient psychiatric or psychological counseling for 
individual, group and family therapy  


– Limited to one hour or session based upon medical necessity 


– No limit on office or clinic visits provided by psychiatrist or APN in free standing 
practice  


 Additional outpatient mental health services include: 


– Mental health therapeutic interventions, including crisis interventions  


– Partial hospitalization 


– Intensive outpatient medication management and training 


– Targeted case management services  


Outpatient alcohol and substance abuse services include: 


 Office or clinic visits provided by psychiatrist or APN with no limitations 


– Limit of 26 visits per calendar year with a psychologist 


– Psychiatric or psychological evaluations once at the onset of illness 


– Individual one-hour sessions, two-hour group sessions and family therapy sessions 
limited to 26 per calendar year  


 Ocular care for members under 21 include: 


– Refractive exam and prescription by an ophthalmologist or optometrist once every 12 
months 


– Purchase of glasses once every 12 months with an exception for eyeglasses with a change 
in the refractive status that must exceed plus or minus 0.5 diopter or 10 degrees in axis 
deviation 


– Repairs and replacement for damaged, lost or stolen eyeglasses through EPSDT benefit 


– Lenses and frames  


 Orthotics – appliances necessary for straightening or correction of a deformity including, 
but not limited to: 


– Braces 


– Orthopedic shoes 


– Elastic stockings 


– Back support or corsets 


– Splints 
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– Cervical collars 


– Burn garments  


 Organ transplants for any medically necessary, non-experimental organ transplant for 
members under age 21  


 Personal Care Aide services for assistance with ADLs and IADLs to include homemaker 
services as medically necessary for members without a legally responsible adult who is 
available and capable of providing care  


 Private Duty Nursing for: 


– Members needing both a medical device to compensate for loss of a vital bodily function 
and substantial ongoing skilled nursing care to maintain members at home 


– Coverage when a legally responsible caregiver is unavailable or incapable of providing 
care and where the care requires the skills of a registered nurse or licensed practical 
nurse such as ventilator care, tracheotomy care, TPN, peritoneal dialysis, g-tube or NG-
tube feedings 


 Podiatry includes treatment for those under age 21 if referred through EPSDT 


 Pharmacy including family planning and Synagis for members under age two with Chronic 
Lung Disease or premature infants  


Outreach Efforts 


EPSDT Screenings 
Specific member outreach activities include: 


 Written and verbal communications with members’ families to provide education about the 
benefits of EPSDT exams 


 Routine mailings (e.g., member newsletters and birthday cards with a screening reminder) 
and automated calls to maintain awareness of EPSDT services 


 Assistance connecting members with care management when an EPSDT screening indicates 
the need for follow-up or further evaluation 


 Preventive care-related educational information on the member website 


 Ongoing internal collaboration among internal departments (e.g., care management, 
member services and provider services) to work on individual cases 


Immunizations 


Immunization Reminder Cards and Incentives 
Parents of children who turn 6, 12, 18 and 24 months of age enrolled in Medicaid receive 
reminder postcards and birthday cards that contain immunization and well-child visit 
schedules. 


Childhood Immunization Intervention 
Parents of 18-month-old children receive an immunization and lead screening brochure in 
early 2012 to remind them of the importance of timely immunizations, well-child visits and lead 
screenings. When parents return their child’s completed immunization record the child 
receives a turtle backpack. 
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Reminders at 18 Months of Age 
Parents receive a business reply envelope to send their child’s completed immunization records 
into the health plan when their children turn 2 years of age. 


Specific DTaP Reminder Card 
A reminder was created to address this key immunization due for children before they turn 2 
years of age. 


Automated Outreach Calls 
We conduct telephone calls on a monthly basis to encourage the receipt of timely and 
appropriate immunizations for parents of 12 and 21-month-old children. 


Member Promotional Campaigns 
We run an EPSDT promotional campaign for all new members to promote parental awareness 
of important screening tests, exams and immunizations for their children. 


Flu Shot Campaign 
Our annual flu shot campaign encourages parents and children to receive timely flu shots 
during the flu season with a mailing sent to all households at high risk. 


Back-to-School Week for Immunizations 
We participate in numerous clinics, supplying and donating booklets, bookmarks, DVD 
packets, pencils, Sesame Street Plushies and more. 


Direct Member Outreach 
We hold immunization clinics with medical groups, at health fairs and in conjunction with 
Immunization Coalition events during National Infant Immunization Week and other key 
times during the year. High-risk pediatric case managers also discuss immunizations when they 
are on the phone with parents of children with complex health issues. 


Provider Education and Outreach 
Provider newsletter articles focus on appropriate coding and documentation for childhood 
immunization and disparities in rates among different racial and ethnic groups. 


Dental Services 


Visit Reminders 
Our members receive reminders of their upcoming annual visits through the member 
newsletter, direct mailings, new member mailings and other means to verify compliance with 
the timely and appropriate visit. 


Provider Education and Outreach 
Our dental providers receive reminders through the provider newsletter, Provider Summary 
Guide and other means, to schedule health plan members for annual dental visits. 
Collaboration with the network dental providers also offers the opportunity to discuss any 
barriers and challenges in improving these rates. 


Lead Screening 
We send reminders to all parents of children who need lead screening tests to verify that the lab 
test is completed.  
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Lead Away! - We have developed educational materials to promote lead awareness among 
parents and children. Created in partnership with Sesame Workshop, the materials are visually 
appealing to children and feature well-loved Sesame street characters.  


Member Education 
Member newsletter articles, new member packets and direct member outreach mailings discuss 
the importance of lead screenings. Members are also educated about lead screening tests during 
multiple health fairs and immunization events.  


Provider Education and Outreach 
HPN provider newsletters inform the providers about the needed documentation and the 
timing related to lead screening. Additional lists of non-compliant members are sent to network 
providers to encourage the receipt of appropriate screening tests.  


Diabetes Health Management Program 
All Medicaid members identified with diabetes are automatically enrolled into the health plan’s 
Diabetes Health Management Program. Upon identification, and at least once during the year, 
all members with diabetes receive educational materials (e.g., member-friendly guidelines and 
brochures about asthma) and information about how to join HEW classes.  


Those members identified at high or moderate risk for future health care utilization are also 
eligible to receive telephone calls from a registered nurse health coach every 60 to 90 days, at a 
minimum. The registered nurse health coach educates the member about how to self-manage 
this chronic condition. In addition, a Passport to Living Healthy binder of educational 
materials is provided to members who enroll in the registered nurse health coach program.  


In addition, for members and parents of children with diabetes who have had acute 
exacerbations or who need additional help with complex health, social and financial issues, a 
complex care case manager is available to facilitate the care and services for individual 
members. If needed, the case manager may also refer the member to a social worker for more 
assistance with social and financial needs.  


Member Education 
A designed HEW class, certified by the American Diabetes Association, is available free of 
charge to health plan members with diabetes. The classes are taught by a certified diabetic 
educator and individuals are instructed on how to better self-manage this chronic condition. 
There is also a group smoking cessation class, taught by licensed drug and alcohol abuse 
counselors, available to health plan members. 


Provider Education and Outreach 
Provider profiles contain confidential lists of members with diabetes empaneled to their offices. 
The data provided includes information on the most recent PCP visits, emergency room visits, 
hospitalizations and information about the compliance with quality indicators. Providers are 
encouraged to review these profiles and use them to improve the care they deliver to their 
patients. Clinical guidelines about diabetes management are also updated and disseminated to 
PCPs and other providers at least once during the year.  
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4.2.5 Additional Preventive Services 


The Vendor is encouraged to offer additional preventive or cost-effective services to enrolled 
recipients if the services do not increase the cost to the State. 


We offer a strategic array of preventive services aimed to control health care costs based upon 
our extensive experience with members. We offer HEW classes and consultations on 18 topics 
taught by health educators with credentials including registered dieticians, certified diabetic 
educators and licensed alcohol and drug counselors. Our programs focus on topics significantly 
relevant to our most vulnerable members including tobacco cessation, diabetes, weight 
management and pregnancy. In addition, we have customized our dental and behavioral health 
programs for our members that are in alignment with DHCFP’s goals of high quality health 
care services.  


Health Education and Wellness Class Description 
The table below provides a listing of all HEW class descriptions offered by HPN to its 
members. 


Program Brief Description 


Asthma - Adult (ages 16 and up) 
Understand asthma and how to take control. Topics include 


triggers and treatments, medications and self-care. 


Asthma - Child (ages 1 to 15) 
The program includes recognizing the signs and symptoms of an 


asthma episode and the steps to make living with asthma 
manageable. 


Cancer Nutrition 


Education on 19 different types of cancer; general cancer nutrition; 
cancer prevention; and managing cancer symptoms including 


nutrition, physical activity, risk factors and screenings related to 
cancer. Learn strategies of coping with cancer and special 


considerations for cancer survivors. 


Diabetes 


The Balancing Act provides basic knowledge of preventive care, 
healthy food and activity choices, blood glucose monitoring, foot 
and eye care, stress management techniques and other effective 


ways to manage diabetes. 


Exercise 
Improve flexibility, mobility and balance without having to rely on 


specialized equipment. 
Understanding Insulin/Insulin 
Self-Management 


Education on insulin management and learning the proper skills for 
administering, storing and the timing of insulin. 


Healthy Nutrition  
Toddlers and Preschoolers  
(ages 2 to 6) 


Steps to Good Nutrition is a program designed to provide parents 
with guidelines and a step-by-step approach to good nutrition, 
activity and behavior modification for children so that they can 


make better choices as adults. This program provides information 
on their energy needs, portion sizes and food choices they require. 


Healthy Nutrition  
Children (ages 7 to 13) 


Learn current health and nutrition information, advice on changing 
habits, physical activity and tips to get your children and family 
started. This fun-filled activity class makes it simple for kids to 


learn lifelong eating habits that help them achieve and maintain a 
healthy weight and a strong and healthy body.  


Heart Health  


Recognize and control risk factors, blood pressure, cholesterol, 
triglycerides for heart disease and high blood pressure. Learn and 


understand lab results, food labels and tips for dining out. This 
program helps members keep heart health in control by reducing 


weight, increasing exercise, taking medications correctly, reducing 
tobacco and alcohol use and eating from a balanced food plan. 


Lactation Learn proper breast feeding techniques, milk production and 
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Program Brief Description 
colostrum, guidelines to reduce fullness discomfort, safe handling 
of expressed milk breast pumps, storing and transporting breast 


milk. 


Lifestyle Management 


This course provides information, tools and support to make 
permanent lifestyle changes that result in stress reduction and 


stress management. It is also designed to increase knowledge of 
basic nutrition and fitness principles and encourage behavior 
modifications to control risk factors for chronic diseases and 


promote a high quality of life. 


Nutrition and Fitness 
Learn the principles of good nutrition and developing a fitness 
routine. Staying fit takes into account motivation, obstacles, 


barriers and lifestyle commitment to remain healthy and strong.  


Pregnancy  


Course emphasizes good nutrition habits, proper weight gain, 
personal and home safety, exercise, coping with stress, emotions 
and discomforts of pregnancy. The course also covers baby’s first 


year.  


Preventive Health Care 


This program explores adult preventive health care guidelines and 
presents a summary of periodic health examinations, screening 


tests, immunizations and counseling recommended for maintaining 
good health.  


Tobacco Cessation Program 
(Must Attend 1 hour orientation 
before admitted into the 
program - program is 3 months 
long) 


This program includes an evidence-based treatment plan, one-on-
one consultation with a tobacco cessation counselor, three months 
in a personalized behavior modification program, three months of 
personalized medication (depending on assessment), and member 


follow-up as needed.  


Weight Management - Adult 
Develop a personal plan to make positive changes in eating and 
exercise habits to achieve healthy and permanent weight loss. 


Weight Management Support 
Group 


This weight management support group focuses on a combination 
of nutrition and fitness, while incorporating a positive learning 


environment.  


Through our website MyHEWOnline.com members have access to diabetes, heart health, 
pregnancy, preventive health care, stop smoking and weight management programs. 
MyHEWOnline also has an online health risk assessment that identifies health and lifestyle 
profiles. After completing the questionnaire, a personalized profile with recommendations is 
provided to improve a member’s overall health.  


 


Tobacco Cessation Program 
In Nevada, 22.2 percent of the adult population, or more than 428,000 individuals, are current 
cigarette smokers. Among adults ages 35 and over, more than 3,300 individuals die as a result 
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of tobacco use each year. The Tobacco Cessation Program (TCP) offered through our HEW 
Division is a very successful program, with a quit rate of 67 percent 12 months after beginning 
the program.  


We are the only insurance company in Nevada to offer an in-person tobacco cessation program. 
The TCP consists of an orientation, one-on-one consultation with a state-licensed alcohol and 
drug abuse tobacco cessation counselor, group sessions, optional nicotine replacement therapies 
and medication. The group sessions are designed as behavior modification sessions to help 
participants understand how to successfully quit smoking. Members can attend as many group 
sessions as they choose.  


The combination of behavior modification and medication is successful in helping individuals 
quit smoking. Our 12-month survey of members who completed the program shows that 93 
percent of participants felt that both the medication and the behavior modification sessions 
helped significantly in their smoking cessation efforts.  


Success Story 
John was smoking a pack a day when he started the Tobacco Cessation Program. He was prescribed 
Chantix®, a medication that helps block nicotine action within the brain. John also started attending 
weekly support meetings. He found it helpful to share ideas and thoughts with other individuals going 
through the same experience. This proved to be a winning combination. John impressed others with his 
persistence, which ultimately led to him successfully quitting smoking. He faithfully came to weekly 
classes for several months. John reports he is no longer experiencing the respiratory problems he had in 
the past, it is easier to breathe, food tastes better and he doesn’t miss the smell of smoke. 


Power Kids Camp 
We offer Power Kids Camp (PKC), a no-cost summer camp for children with weight issues. 
The goal of PKC is to educate children about a healthy lifestyle through nutritional counseling, 
physical activity and healthy habits so they become healthy adults. PKC is a six-week program 
offered in partnership with a local fitness center where children can attend camp from 8:00 am 
– 6:00 pm. 


A registered dietician provides daily nutritional and fitness education to children ages 8-12 with 
elevated body mass index, blood sugar or cholesterol levels. Children learn to read food labels, 
cook healthy and make healthy food choices. Children are provided with physical activities at 
the camp (e.g., swimming, basketball, running and dancing).  


 


Centering Pregnancy Program 
Centering Pregnancy is a multifaceted model of group care that integrates the three major 
components of care: health assessment, education and support into a unified program within a 
group setting. Eight to 12 women with similar gestational ages meet together, learning care 
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skills, participating in a facilitated discussion and developing a support 
network with other group members. Each pregnancy group meets for a 
total of 10 sessions throughout pregnancy and early postpartum. The 
practitioner within the group space completes standard physical health 
assessments.  


Through this unique model of care, women are empowered to choose health-promoting 
behaviors. Increased birth weight, gestational age of mothers that deliver preterm along with 
the satisfaction expressed by both the women and their providers are health outcomes that 
support the effectiveness of this model for the delivery of care. 


Centering Pregnancy groups provide a dynamic atmosphere for learning and sharing that is 
impossible to create in a one-to-one encounter. Hearing other women share concerns which 
mirror their own helps the woman to normalize the whole experience of pregnancy. Groups 
also are empowering as they provide support to the members and also increase individual 
motivation to learn and change. Professionals report that groups provide them with renewed 
satisfaction in delivering quality care. 


Dental Management Program  
We administer a comprehensive dental program for our members. Our dental coverage 
includes the oral examination component of the EPSDT physical exam and referral to a dental 
provider, as per the dental periodicity schedule or when medically necessary as required in 
RFP Section 4.2.6 Dental Services. 


Our dental program is managed by our dental director and dental manager who collectively 
have more than 80 years of dental experience. They manage the dental network and the 
benefits to make certain that benefits are administered according to the Medicaid benefit, are 
necessary services and are provided in accordance with industry standards of practice.  


We have direct contracts with 269 dentists and dentist specialists in Clark County and 71 
dentists and dentist specialist in Washoe County. Our dentists undergo a rigorous NCQA 
compliant credentialing process before providing care to our members. 
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Successful Attendance 


On average, 70 children and 
65 parents attend the 
Child/Adolescent Group side-
by-side with the Parenting 
Class each Saturday. 


 The Annual Dental Visit HEDIS rate for the Medicaid population increased from 29.41 
percent as reported in 2006 to 59.41 percent as reported in 2012 


– Statistically significant improvement as measured by Chi square of 3489.5046 with p-
value of 0.0000.  


 The Annual Dental Visit HEDIS rate for the Nevada Check Up population increased from 
49.96 percent as reported in 2006 to 78.05 percent as reported in 2012  


– Statistically significant improvement as measured by Chi square of 1253.4695 with p-
value of 0.0000. 


Behavioral Health Specialized Programs 
We promote behavioral health education in a number of ways. 
Providers maintain pamphlets on a variety of health-related 
topics and give to members accordingly. Psycho-education is 
provided by therapists and case managers, and community 
outreach and workshops also support health-related topics. 


Our exclusive providers conduct numerous health education 
groups over and above traditional individual therapy. It should be noted, that these educational 
groups are not financially reimbursed to HPN. The health educational groups are to assist 
members in understanding their mental, behavioral or substance abuse diagnosis or needs.  


Behavioral Health Education that is currently offered includes: 


Program Brief Description 
Behavioral Health Family 
and Home Environment 
Assessment  


Evaluates the member’s family dynamics and home situation 


Parenting Class Equips parents with the skills needed to manage their children 


General Group Therapy for 
Children and Adolescents 


Conducted alongside the Parenting Classes, participants are 
separated by age groups: 5-7 years-old, 8-9 years-old, 10-12 
years-old and 13+ years of age 


Adolescent Chemical 
Dependency Group 


Support for adolescents (ages 13-17) who are struggling with 
chemical dependence 


Confident Young Women 
Program for female adolescents (ages 13-17) to help improve 
confidence and build self-esteem 


Healthy Bodies Healthy 
Minds 


Program facilitated by former professional athletes to promote 
physical fitness in children and adolescents through sports and 
outdoor play  


Children of Divorced 
Parents 


Support for children ages 7-10 with divorced parents 


Children with Asperger’s 
Teach children diagnosed with this disorder socialization and 
communication skills 


Left Behind 
Support for children ages 7-13 whose parents are deported to 
their country of origin 


Discipline through Martial 
Arts 


Teaches children discipline and confidence through martial arts 


Anti-Bullying Group 
Teaches children (ages 8-12) and teens (ages 13-17) strategies to 
handle and respond to bullies, including cyber bullying 


Getting Around 
Collaborative program with the Southern Nevada Center for 
Independent 
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Impressive Quality Results 


In 2012, we attained HEDIS 
rates in the 90th percentile 
for Medicaid and Nevada 
Check Up members for 
Annual Dental Visits. 


Success Story 
Our behavioral health provider evaluated a ten-year-old boy for symptoms of anxiety and PTSD due to 
witnessing his father being taken away by the Immigration and Citizenship Enforcement Agency (ICE) for 
immigration exclusion. Pursuant to this event, the patient was brought to outpatient services. A wrap-
around specialized treatment plan was implemented immediately to help this child deal with separation 
anxiety and to maintain healthy school and peer relationships. Services provided by our Children and 
Family Services included individual therapy, PSR services and a specialized “Left Behind” Children’s 
Group which is focused on helping children cope with the pain and anxiety of separation related to 
deportation enforcement. Currently, this child has become a leader of this specialized group and now 
helps other children who are experiencing the same situation. 


4.2.6 Dental Services 


Dental services are included in the managed care benefit package in urban Washoe and Clark 
Counties. The geographic service areas included in the contracts will be urban Clark and Washoe 
Counties; however, other counties, or the entire state, may become mandatory managed care during 
the period of this contract and dental services will be included in the managed care benefit package 
for these areas. The Vendor will be responsible for all covered medically necessary dental services 
which are covered under FFS. The Vendor is required to cover any diagnostic, preventive, or 
corrective procedures that include the treatment of the teeth and associated structures of the oral 
cavity for disease, injury or impairment which may affect the oral or general health of children and 
any emergency services for adults. In Clark and Washoe, a Title XIX recipient is enrolled in the Fee 
for Service (FFS) benefit plan during their first month of eligibility. When the recipient is in the FFS 
benefit plan, claims must be submitted to DHCFP’s fiscal agent. After the first month, the recipient is 
required to choose a Managed Care Organization (“Vendor”). Absent a choice, DHCFP’s fiscal agent 
assigns the recipient to a Vendor. Once enrolled in a Vendor, dental services are prior-authorized 
through the Vendor and claims are submitted to the Vendor for payment. Emergent services (e.g., 
emergency extractions, palliative care and necessary dentures) are covered regardless of the benefit 
plan in which the recipient is enrolled. 


Nevada Check Up members are enrolled in managed care immediately and do not go through the fee-
for-service choice period. 


Pending approval of a Section 1115 Research and Demonstration Waiver by CMS, DHCFP may 
require recipients to choose a Medicaid MCO Vendor as part of their eligibility application or be 
auto-assigned immediately upon approval of Medicaid eligibility. Recipients would be allowed a 90-
day period to change MCOs without cause. 


In addition, currently, recipients who temporarily lose eligibility but return within 60 calendar days 
are automatically re-assigned to their prior MCO Vendor. Those recipients who return after 60 days 
are given a 30 day choice period during which they may select enrollment in either Vendor. Under 
the 1115 Waiver, the DHCFP is seeking to modify this so that all returning Medicaid recipients are 
auto-assigned to their prior Vendor, regardless of the length of the break in eligibility, as long as that 
Vendor is still contracted with the State. 


HPN has been providing dental services to members in urban 
Clark County since 2001 and Washoe County since 2006. Our 
dental program is run by Dental Director Raymond Rawson, 
DDS, MA and Dental Manager Brenda Ward, who collectively 
have more than 80 years of dental experience. Together, Dr. 
Rawson and Ms. Ward manage our contracted dental network 
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and the benefits structure to make certain that all medically necessary dental services are 
administered in accordance with Medicaid requirements and clinical standards of practice. Dr. 
Rawson and Ms. Ward are supported by a dedicated Dental Unit which is staffed by specially 
trained employees. The Dental Unit focuses on assisting dental providers to ensure member 
access and availability and monitoring providers to ensure compliance with DHCFP and HPN 
contractual requirements. 


In the ten years since we began providing dental services to members, we have established a 
stable network comprising 340 contracted dental providers in urban Washoe and Clark 
Counties, well in excess of State provider/member ratio requirements. The performance of our 
robust and growing network against regulatory and contractual requirements translates into: 


 Excellent Access to Care: Our 2012 national HEDIS rates for Annual Dental Visits are in 
the 90th percentile for our Medicaid and Nevada Check Up populations. 


 High Member Satisfaction: The results of our 1st Quarter 2012 Medicaid Dental Provider 
Satisfaction Survey indicate that 94.3 percent of members would recommend their dentist 
to family or friends. 


 Better Access through Managed Care than FFS Medicaid: We realized more than a 200 
percent improvement in the number of Nevada Check Up children who received dental 
services — from 18 percent (reported by DHCFP) in 2001, to 59.41 percent in 2012, 
according to our HEDIS Annual Dental Visit Rate. 


During the term of the upcoming contract, should DHCFP require an expansion of mandatory 
managed care to other areas of the State, we are fully prepared to add the specified counties to 
our geographic service area. 


Failure to renew Medicaid eligibility, loss of eligibility and consequent reenrollment are part of 
the reality of Medicaid programs across the country. We support the State in its effort through 
a CMS waiver to reduce care disruptions that are caused by eligibility churning. We are 
currently compliant with DHCFP’s contractual enrollment and eligibility requirements, and we 
will continue to meet all such requirements under the terms of the new contract. 


4.2.6.1 Vendor-Covered Dental Services 


At a minimum, the Vendor must provide directly, or by subcontract, all covered medically necessary 
dental services to Title XIX Medicaid-eligible enrolled children under the age of twenty-one (21) and 
Title XXI Nevada Check Up-eligible children through their eighteenth year and emergency services 
for adults, as outlined in the Medicaid Services Manual (MSM), Chapter 1000, entitled “Dental 
Services”.  


Under our existing contract with DHCFP and in compliance with the requirements of this RFP 
and the Medicaid Services Manual (MSM), we directly provide through our comprehensive 
contracted dental network the following covered dental services: 


 Dental benefits provided to members under the age of 21 


– Diagnostic and preventive services 


 Annual comprehensive oral exam 


 X-rays 
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 Cleaning and fluoride treatment every six months (twice every six months for high-
risk members) 


 One sealant treatment per permanent tooth 


 Space maintenance therapy 


– Restorative services 


 Fillings 


 Crowns 


 Root canals 


 Gum procedures 


– Periodontal services 


 Certain periodontal services for pregnant women 


– Dentures 


 Partial and full dentures to stop weight loss 


 To get a job when front teeth are missing 


 Emergency replacement of lost or stolen dentures 


 Emergency x-rays for diagnostic purposes 


 Denture adjustments 


– Dental surgery 


 Includes anesthesia or analgesia 


 TMJ services for members under age 21 


– Emergency dental services 


 Services to control bleeding, lessen severe pain and/or stop infection 


 Procedures to avoid the loss of teeth 


– Out-of-area dental benefits for Nevada Check Up members are limited to emergency 
services only 


 Dental services provided to adult members (21 and older) 


– Emergency extractions and palliative care 


– Prosthetic care (dentures/partials) under certain guidelines and limitations 


– Limited oral evaluation in emergencies 


– X-rays in emergencies 


– Sedative fillings 


– Temporary crown (fractured tooth) 


– Full mouth debridement as palliative only 


– Emergency prosthetic repair to dental prosthetics that are rendered completely 
unserviceable 


– Oral surgery for palliative treatment and emergency extractions 


– Palliative treatment of dental pain 


– Pregnant members are eligible for the following services: 


 Periodontal scaling and root planning for pregnant members (as of October 1, 2007) 
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 A second cleaning is covered (due to risk of pregnancy gingivitis) 


 Full coverage for treatment of inflamed gums around wisdom teeth 


– Pregnancy-related prophylaxis and restorative dental services require prior 
authorization and are reviewed on an individual basis based upon medical necessity 


Treatment timeliness is scaled according to the urgency of the services being rendered, for 
example: 


 Routine appointments are scheduled within 30 calendar days 


 Urgent appointments must take place within three calendar days 


 Members in need of emergency services are seen immediately, with round-the-clock 
treatment availability 


As illustrated in the following table, we paid for more than 594,000 dental services in 2011 for 
our members.  


Service Type Total Provided 


Diagnostic 262,653 


Preventive 174,828 


Restorative 100,215 


Endodontics 13,364 


Periodontics 496 


Prosthodontics 683 


Oral Surgery 23,396 


Adjunctive Services 19,148 


TOTAL 594,784 


4.2.6.2 Vendor, Subcontractor and Dentist Responsibilities 


Dentist-To-Recipient Ratios: The Vendor must have at least one (1) full-time equivalent (FTE) 
dentist per one thousand five hundred (1,500) recipients per geographic service area. The Vendor’s 
dental provider network must also include at a minimum one (1) pediatric dentist, one (1) dental 
hygienist, and one (1) oral surgeon. In clinic practice settings where a dentist provides direct 
supervision of dental residents who have a temporary permit from the State Board of Dentistry in 
good standing, the Vendor may request and DHCFP may authorize the capacity to be increased as 
follows: one (1) dental resident per one thousand (1,000) recipients per Vendor. The dentist shall be 
immediately available for consultation, supervision, or to take over treatment as needed. Under no 
circumstances shall a dentist relinquish or be relieved of direct responsibility for all aspects of care of 
the recipients enrolled with the dentist.  


In order to increase capacity, the Vendor shall submit for prior approval by DHCFP a detailed 
description of the dentist delivery system to accommodate an increased patient load, work flow, 
professional relationships, work schedules, coverage arrangements, and a twenty-four-hour (24-hour) 
access system. 


We have a comprehensive dental network of 340 dentists established in Clark and Washoe 
Counties that exceeds the access and availability requirements of this RFP. Because we hold 
direct provider contracts with our dental providers, we do not subcontract our dental network 
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to a third party, affording us complete governance over our dental network and enabling us to 
quickly respond to the needs of our members and DHCFP. 


As illustrated in the table below, we significantly exceed DHCFP’s requirement for a ratio of at 
least one full-time dentist per 1,500 members per geographic area: 


HPN Dental Provider/Member Ratios Clark County Washoe County
Number of Dentists per 1,500 Members 4.02 3.87 
Number of All Dental Providers per 1,500 Members 4.72 4.98 


Our statewide dental network also encompasses more dental specialists than the minimum one 
pediatric dentist, one dental hygienist and one oral surgeon required under both our existing 
contract with DHCFP and this RFP: 


HPN Contracted Specialists Statewide 
Pediatric Dentists 39 
Hygienists 2 
Oral Surgeons 16 
Endodontists 10 
Periodontists 1 


The following table represents a further breakout of our dental provider network by provider 
type and location in both Clark and Washoe Counties: 


Provider Type 
Clark County Washoe County 


Number of 
Providers 


Number of 
Locations 


Number of 
Providers 


Number of 
Locations 


General Dentists 223 160 51 24 
Pediatric Dentists 28 42 11 6 
Endodontists 6 22 4 2 
Oral Surgeons 11 27 5 1 


Our commitment to providing plentiful options to members in seeking dental care is 
demonstrated through the 87.2 percent positive response rate to Obtaining Routine Dental 
Appointments within 30 Days reported in our 1st Quarter 2012 Dental Patient Satisfaction 
Survey. 


Since we first began providing dental services to members 10 years ago, we have established 
and maintained a network of contracted dental providers far more expansive than State-issued 
requirements. However, should we need to increase the capacity of our network to meet future 
State requirements, we acknowledge and commit to complying with the following: 


 Submit for prior approval by DHCFP a detailed description of the dentist delivery system 
to accommodate an increased patient load, work flow, professional relationships, work 
schedules, coverage arrangements, and a 24-hour access system 


 Request permission for up to one dental resident per 1,000 HPN members, with an FTE 
dentist remaining immediately available for consultation, supervision, or to take over 
treatment as needed 


Under no circumstances will an HPN-contracted dentist relinquish or be relieved of direct 
responsibility for all aspects of care of HPN members in favor of a dental resident. 
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This Confidential Information as defined in 
the RFP has been labeled as such and 
submitted in a separate binder marked:  
“Part I B Confidential Technical”.  This 
information qualifies as confidential 
business information under N.R.S. 333.020 
5.(b).  It relates to the amount of 
expenditures including data relating to 
cost submitted in support of this bid. 


4.2.6.3 Dental Director's Office 


The Vendor shall have staff designated to the dental program, including but not limited to a Dental 
Director. The Dental Director shall be responsible for the oversight of development, implementation 
and review of the Vendor's internal quality assurance program for the dental program, including 
adherence to any plan of correction (POC). The Dental Director need not serve full time or be a 
salaried employee of the Vendor, but the Vendor must be prepared to demonstrate it is capable of 
meeting all requirements using a part-time or contracted non-employed director. The Vendor may 
also use assistant or associate Dental Directors to help perform the functions of this office. The 
Dental Director and the Vendor's utilization management and quality assurance committee must be 
accountable to the Vendor's governing body. The Dental Director must be licensed to practice in the 
State of Nevada and be board-certified or board-eligible in his or her field of specialty. 


The responsibilities of the Dental Director must include the following: 


A. Serves on the Vendor’s applicable utilization review/quality assurance committee(s); 


B. Directs the development and implementation of the Vendor's Internal Quality Assurance Plan 
(IQAP) and utilization management activities, and monitors the quality of the dental care that 
Vendor recipients receive regarding dental services; 


C. Oversight of the development and revision of the Vendor's dental care standards, practice 
guidelines and protocols; 


D. Reviews all potential quality-of-care problems regarding dental services, and oversees 
development and implementation of plans of correction; 


E. Oversight of the Vendor's referral process for specialty and out-of-network services. All services 
prescribed by a dentist or requested by an enrolled recipient which are denied by the Vendor must 
be reviewed by a dentist; the reason for the denial must be documented and logged; all denials 
must identify appeal rights of the recipient; 


F. Oversight of the Vendor's dental provider recruiting and credentialing activities; 


G. Serves as a liaison between the Vendor and its dental providers, communicating regularly with 
the Vendor's dental providers, including oversight of provider education, in-service training and 
orientation; and 


H. Availability to the Vendor's medical staff for consultation on referrals, denials, grievances, and 
appeals, and problems regarding dental services. 


We support DHCFP in meeting the dental health needs of 
members through a dedicated Dental Unit within the 
Provider Services department. Staffed by specially trained 
employees, the Dental Unit focuses on assisting dental 
providers to ensure member access and availability and 
monitoring providers to ensure compliance with DHCFP 
and HPN contractual requirements. The Dental Unit is led 
by Dental Manager Brenda Ward, who is a recognized expert in managed care dental 
programs, with 44 total years of dental experience. 


Dental Director Raymond Rawson, DDS, MA oversees our dental program. As a dentist 
treating Nevadans for nearly 45 years, Dr. Rawson is uniquely qualified to manage our dental 
program. With credentials that include certification by the American Boards of Oral Medicine 
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and Forensic Odontology, Dr. Rawson is deeply immersed in the concerns of the State, having 
provided service through membership in: 


 Quality Assurance and Utilization Review Organization in Las Vegas 


 Nevada Department of Emergency Management 


 Nevada System of Higher Education Board of Regents 


 Nevada Gaming Commission 


 Nevada State Senate (representing Clark County District 6) 


In addition to these and other local and statewide efforts, Dr. Rawson has contributed his time 
and energies to a number of national organizations, including: 


 Robert Woods Johnson Foundation 


 Editorial Review Board of the Journal of the American Dental Association 


 American Academy of Forensic Sciences 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Narrative Resumes 
To ensure full compliance, we based the job description for our Dental Director position on 
State requirements as cited in 4.2.6.3A-H. Accordingly, Dr. Rawson carries out all of these 
essential duties in addition to a variety of internal tasks and initiatives. 


4.2.7 Pharmacy Services 


Pharmacy services are included in the Vendor benefit package. The Vendor may design its own 
pharmacy formulary based on clinical guidelines. Medications not covered in the Vendor's formulary 
must be available through a non-formulary request process based on physician certification and 
justification of medical necessity. Pharmacy coverage benefits are based on Attachment 3.1A 
(Section 12a) of the Nevada Medicaid State Plan. The State of Nevada Title XIX State Plan can be 
accessed on the DHCFP’s website at http://dhcfp.state.nv.us/. 


The Vendor may use generic substitutions unless the physician/dentist justifies the medical necessity 
of the brand-name pharmaceutical. 


The Vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another 
Vendor, to the Vendor. The Vendor will not terminate a current prescription without consulting with 
the prescribing provider. The Vendor must then document the reasons a drug is not medically 
necessary if a current prescription is terminated. 


The DHCFP shall approve the Vendor’s formulary prior to implementation. The Medicaid Services 
Manual Chapter 1200 Section 1203.1B (4) stipulates the conditions with which a prescriber must 
comply to certify that a specific brand of medication is medically necessary for a particular patient. 
The physician should document in the patient’s medical record the need for the brand-name product 
in place of the generic form. The procedure of the certification must comply with the following: 
certification must be in the physician’s own handwriting; certification must be written directly on the 
prescription blank; and a phrase indicating the need for a specific brand is required. (An example 
would be “Brand Medically necessary.”) Substitution of generic drugs prescribed by brand name 
must also comply with NRS 639.2583. 


The Vendors shall submit all pharmacy encounters and outpatient administered drug encounters to 
DHCFP or its vendor and DHCFP shall submit these encounters for rebate from manufacturers and 
the Secretary pursuant to the Section 2501 of the ACA effective from an April 1, 2010 date of 
service. The encounters shall be submitted in a mutually agreed upon format and in a mutually agreed 
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upon timeframe, but no later than quarterly. The Vendors agree to modify the medical claims system 
to mandate providers submit National Drug Code (NDC) codes and related information necessary for 
DHCFP to process the claim for rebates. The Vendors agree to modify the pharmacy claims 
processing systems to accommodate additional data elements in compliance with current National 
Council for Prescription Drug Programs (NCPDP) transactions standards and guidelines, such that 
pharmacy encounters can be submitted by DHCFP for rebates. 


Within 60 calendar days of receipt of any disputed encounter file from DHCFP or its vendor, the 
Vendors shall, if needed, correct and resubmit any disputed encounters and send a response file that 
includes 1) corrected and resubmitted encounters and/or 2) an explanation of why the disputed 
encounters could not be corrected. 


HPN has a longstanding history of providing pharmacy services as an integral part of the 
health care benefits we offer to members. In 2011, we approved and paid for 550,441 
prescription medications for our members. 


Formulary 
We currently have in place a comprehensive pharmacy formulary that was designed based 
upon a combination of clinical guidelines, internal expertise, and input from DHCFP. Our 
expansive formulary encompasses a wide variety of clinically appropriate drugs representing 
the full breadth of therapeutic classes, providing members easy access to almost any doctor-
prescribed medication. 


Our pharmacy benefit program ensures optimal treatment, promote positive health outcomes, 
and adapt quickly to new standards of care. We developed our formulary to help support 
DHCFP’s cost-control efforts through generic utilization and pre-requisite therapy based upon 
the most cost-effective treatments supported by clinical evidence. 


Our formulary was approved by DHCFP prior to its implementation. 


Prior Authorization and Generic Substitution 
As a complement to our comprehensive formulary, we support a prior authorization process 
that allows physicians to request access to non-formulary medications for their patients. 


We support substitution of chemically equivalent, clinically safe and appropriate, cost-effective 
generic medications for brand products. Our generic utilization rate is 86 percent, which yields 
significant cost savings to DHCFP. Physicians with a preference for prescribing a brand-name 
pharmaceutical instead of the chemically equivalent generic drug may submit documentation 
of medical necessity through our prior authorization process. 


Our generic substitution and prior authorization processes are both in full compliance with the 
Medicaid Services Manual (MSM), state and federal regulations, and DHCFP contractual 
requirements. Our prior authorization processes require physician certification of the medical 
necessity of a brand drug product through the following: 


 Documenting in the patient’s medical record the need for the brand-name product in place 
of the generic form 


 Indicating the reason for the need in the physician’s own handwriting directly on a 
prescription blank 


Our generic substation policies and procedures are in compliance with NRS 639.2583. 
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Prescription Transition 
We have a well-established policy and procedure for transitioning prescriptions for our 
members from other health plans, including Fee-for-Service (FFS) Medicaid. In compliance 
with the terms of our current contract with DHCFP, when a new Medicaid or Nevada Check 
Up member presents a prescription for a medication not covered by HPN, it will reject at the 
pharmacy. The member or the pharmacist can call the physician for a replacement 
prescription for a medication from our expansive formulary, which encompasses a wide variety 
of clinically appropriate drugs representing the full breadth of therapeutic classes. In the 
alternative, the prescribing physician may submit documentation of medical necessity through 
our prior authorization process to justify continuing therapy on the non-formulary drug. 


Claims and Encounters 
As a longstanding provider of prescription drug benefits to members, we have demonstrated 
expertise in submitting all pharmacy and outpatient-administered drug encounters in full 
compliance with DHCFP requirements. In comparison with the requirement in this RFP to 
submit encounter data no less than quarterly, we provide this crucial data on a monthly basis 
in a format which both DHCFP and HPN have mutually agreed upon. 


DHCFP works in close collaboration with DHCFP to provide claims and encounter data in 
accordance with the State’s needs and in compliance with contractual requirements. This 
process does not currently include providing response files to encounter submissions. However, 
if under the new contract we begin receiving response files, we will correct and resubmit any 
disputed encounters within 60 calendar days of receipt. 


We use the RxCLAIM online transaction processing system to process all pharmacy claims 
submitted by members. In compliance with DHCFP requirements, our pharmacy claims 
procedures are focused on conserving scarce Medicaid resources, at least in part by helping 
DHCFP recoup rebate dollars from pharmaceutical manufacturers. In particular, we have 
programmed RxCLAIM to incorporate: 


 National Drug Code (NDC) codes 


 All data elements in compliance with current National Council for Prescription Drug 
Programs (NCPDP) transactions standards and guidelines 


In compliance with ACA requirements related to pharmacy rebates, Facets requires NDC 
codes on all medical claims for outpatient pharmacy services for dates, effective April 1, 2010. 
Providers are notified that all medical claims must contain the appropriate NDC code in order 
for the claim to adjudicate and pay. 


Our claims and encounter processes provide further support through well-established 
encounter reporting specific to DHCFP’s pharmacy rebate requirements. The following table 
illustrates the efficiency of our claims and encounter processes throughout the most recent 12-
month period. 


Submission Period Pharmacy Claims Submitted Pharmacy Claims Paid Percent 
September 2011 $1,588,949.34 $1,588,949.34 100% 


October 2011 $1,522,640.63 $1,522,640.63 100% 
November 2011 $1,526,514.98 $1,526,514.98 100% 
December 2011 $1,736,653.16 $1,736,653.16 100% 
January 2012 $1,745,824.02 $1,745,824.02 100% 
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Submission Period Pharmacy Claims Submitted Pharmacy Claims Paid Percent 
February 2012 $1,737,712.73 $1,737,712.73 100% 


March 2012 $1,980,651.27 $1,980,651.27 100% 
April 2012 $1,596,958.35 $1,596,958.35 100% 
May 2012 $1,702,960.54 $1,702,960.54 100% 
June 2012 $1,474,314.12 $1,474,314.12 100% 
July 2012 $1,430,245.65 $1,430,245.65 100% 


August 2012 $1,506,082.06 $1,506,082.06 100% 


We have been successfully submitting pharmacy rebate files to DHCFP’s vendor since 2010. 


Added Value through Pharmacy 
Our comprehensive pharmacy program provides many opportunities for HPN to help DHCFP 
optimize savings opportunities and improve the health outcomes of members, including the 
following. 


Enhancing Health Care with Pharmacist Expertise 
In demonstration of our commitment to continually developing our pharmacy expertise, we 
have employed four full-time local pharmacists, who collaborate with providers on pharmacy 
issues and meet one-on-one with HPN members SMA as part of our comprehensive medication 
management program. We take advantage of this expertise in a number of ways, including: 


 Our Medical Management department has a pharmacist on staff who manages medication 
reconciliation processes following hospital discharge. This pharmacist also works hand in 
hand with case managers in the Continuity of Care department to alleviate pharmacy as an 
issue for members whenever possible. This reduces readmissions. 


 HPN pharmacists review all hospital discharge requests for medications within three hours 
of submission to prevent discharge delays. 


 Staff pharmacists enable expedited prior authorization requests. 


Because the majority of members are SMA patients, the benefits of this relationship are 
widespread, allowing us to promote improved health outcomes on behalf of our members and 
realize appreciable cost savings on behalf of DHCFP. 


Generic Utilization 
While use of generic drugs has increased significantly throughout the country over the past 


several years, our unique synchronicity with 
SMA has facilitated our leading-edge growth 
in generic utilization, allowing us to achieve 
higher-than-typical rates and convert to new 
generics faster. 


The following graph illustrates our rapid 
increase in generic utilization just in the last 
four years of our contract with DHCFP, 
which saves significant costs. 


Controlling Costs through Rebates  
We continually explore opportunities that 
reduce overall costs, either through lowering 
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the costs of drugs or increasing rebate revenue to the State. Two recent examples in this 
important arena are: 


 We have been able to leverage rebates on brand drugs that can be accessed through step 
therapy or prior authorization programs. 


 On October 1, 2011, our formulary limited diabetic test strips to a single brand instead of 
open access to all brands. This single change in our formulary yields an additional $400,000 
in savings to Nevada from rebates each year. 


Future Initiatives 
In our ongoing commitment to managing costs on behalf of DHCFP and promoting improved 
health outcomes among members, we will continue to identify and pursue initiatives such as: 


 Implementation in 2013 of a specialty pharmacy program to help curb the astronomically 
rising costs of injectable pharmaceuticals 


 Streamlining the pharmacy coordination of benefits (COB) process (also slated for 2013) 


 Continued cost-containment efforts through aggressive formulary management, specifically 
focusing on: 


– Promoting generic utilization 


– Optimizing rebate revenue through our relationship with UnitedHealthcare 


4.2.8 Children with Special Health Care Needs (CSHCN) and Mental Health Services for 
Adults 


The Vendor benefit package includes certain services for members with special health care needs, 
including CSHCN, Early Intervention, and mental health services for adults. The Vendor must 
reimburse certain types of providers with whom formal contracts may not be in place and coordinate 
these services, including but not limited to occupational, Activities of Daily Living (ADL) and 
Instrumental Activities of Daily Living (IADL), speech and physical therapies, with other services in 
the Vendor benefit package. 


The Vendor must implement mechanisms to assess each member identified to the Vendor as an 
individual with special health care needs in order to identify any ongoing special conditions of the 
member that require a course of treatment or regular care monitoring. The assessment mechanisms 
must use appropriate health care professionals.  


The Vendor must produce a treatment plan for members with special health care needs who are 
determined through an assessment to need a course of treatment or regular care monitoring. The 
treatment plan must be: 


A. 4.2.8.1 Developed by the member’s primary care provider with member participation, and in 
consultation with any specialists caring for the member; 


B. 4.2.8.2 Approved by the Vendor in a timely manner, if approval is required by the Vendor; and 


C. 4.2.8.3 In accordance with any applicable State quality assurance and utilization review 
standards. 


For members with special health care needs who are determined through an assessment by 
appropriate health care professionals to need a course of treatment or regular care monitoring, the 
Vendor must have a mechanism in place to allow these members access to a specialist through a 
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standing referral or an approved number of visits, as deemed appropriate for the member’s condition 
and identified needs.  


The Vendor is required to adhere to MSM Chapter 400, Section 4.2.3.3 of this RFP, and Section 5 of 
the Forms and Reporting Guide of this RFP for all SED and SMI referrals and determinations, and 
must reimburse providers of these services pursuant to the referenced Nevada Medicaid policies and 
procedures. Pursuant to Section 4.2.3.8 of this RFP, Title XIX Medicaid eligible recipients have the 
option of disenrolling from the Vendor if determined to be SED or SMI (unless the DHCFP, at its 
sole discretion, removes the option for these Medicaid recipients determined SED to be voluntarily 
disenrolled from managed care in the future). Title XXI Nevada Check Up recipients must remain 
enrolled with the Vendor who is responsible for ongoing patient care. 


HPN’s benefit package for Medicaid and Nevada Check Up includes services required for 
Children with Special Health Care Needs (CSHCN) and members who are Severely 
Emotionally Disturbed (SED), and Severely Mentally Ill (SMI). These health care services may 
include but are not limited to occupational, speech and physical therapies, activities of daily 
living (ADL) and instrumental activities of daily living (IADL). HPN coordinates these services 
with network and non-network providers, as necessary.  


HPN assigns members with special health care needs to a specific case manager to facilitate 
continuity and coordination of services. Care coordination addresses critical issues such as 
approval of a designated number of visits to a specialist, out-of-home placement, specialized 
mental health services and therapies, and needs that may typically be filled by community 
resources and social service programs. 


Children with Special Health Care Needs 
Members receiving services through the Title V program such as the Nevada Early 
Intervention Services (NEIS), School Based Health Services (SBHS) and the Division of Child 
and Family Services (DCFS) are considered CSHCN. HPN has an existing relationship with 
NEIS to facilitate services provided through NEIS clinics including but not limited to medical 
and diagnostic testing, speech, occupational and physical therapy, sign language, vision and 
psychology services.  


Assessment and Coordination of Services for CSHCN 
The NEIS/SBHS/DCFS clinician develops a treatment plan for the member and sends the 
treatment plan to HPN’s case management department. Assessment and coordination of 
services includes: 


 Members identified as CSHCN - assigned to a pediatric RN case manager who contacts the 
member’s parent or guardian and completes a medical and psychosocial assessment.  


 Members who access SBHS - the Individual Education Plan is used by the RN pediatric 
case manager as the basis to complete an assessment. If the member has health care needs 
beyond the capacity of SBHS, the RN case manager develops a treatment plan to 
coordinate and facilitate the provision of such health care services.  


 Members who access early intervention services through NEIS and the Division of Child 
and Family Services (DCFS) - the Individualized Family Services Plan are used by the RN 
pediatric case manager to complete an assessment. If the member has health care needs 
beyond the capacity of NEIS and DCFS, the RN case manager develops a treatment plan to 
coordinate such health care services.  
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 If the member’s needs are fulfilled by NEIS, DCFS or SBHS - the case is placed in tracking 
status in the case management database. The care coordination assistant contacts the 
parents/guardians at three month intervals to determine if new health care issues have 
occurred that NEIS, DCFS or SBHS cannot address. If issues are found, the case is 
referred to an RN pediatric case manager. If no needs are found, the case may be closed. If 
the member is disenrolled from services, the case is closed. 


 Members who require ongoing specialist care - the RN pediatric case manager works with 
the medical director and the specialist to develop a referral/prior authorization for an 
estimated number of specialist visits required to meet the member’s needs. 


Developing a Comprehensive Treatment Plan 
The development of a comprehensive treatment plan involves a series of actions or steps that 
build upon a thorough medical and psychosocial assessment. The treatment plan is developed 
in accordance with quality improvement and utilization review standards. The RN case 
manager works with the member, member’s parent or guardian and primary care provider 
(PCP) telephonically to develop the treatment plan. Once developed, the treatment plan is 
mailed to the PCP or medical specialist for review, approval and signature. The treatment plan 
outlines a course of treatment or regular care monitoring with consideration for members 
requiring specialist care through a standing referral or approved number of specialist visits 
based upon the member’s needs. Treatment plans are reviewed and updated by the RN 
pediatric case manager as often as the member’s needs warrant but no longer than every 60 
days. Members designated as CSHCN remain on pediatric case management services as long as 
they are enrolled with HPN.  


Compliance with DHCFP Reporting Requirements 
The care coordination assistant completes the CSHCN report quarterly and submits it to the 
senior Medicaid program coordinator to forward to the DHCFP within 45 days after the close 
of the quarter. In 2011 HPN averaged 55 members (identified through the Nevada Early 
Intervention Service) on the quarterly CSHCN reports.  


Severely Emotionally Disturbed and Severely Mentally Ill Members  
HPN is in full compliance with State quality assurance and utilization review standards and 
requirements under our existing contract with DHCFP for all SED and SMI referrals and 
determinations, and reimburses providers of these services pursuant to the referenced Nevada 
Medicaid policies and procedures, and we will continue to honor all contractual requirements 
as reflected in this RFP. 


Assessment of Mental Health Needs for Children 
SED and SMI evaluations are completed on all members referred for such services by a 
behavioral health clinician. HPN pays our network providers to complete SED/SMI assessment. 
Our exclusive behavioral health providers have the authority to make the SED or SMI 
determination for HPN members.  


Through the extensive, culturally diverse mental health network, members receive medically 
necessary mental health and mental health rehabilitation services. The parent/guardian of a 
minor member who is referred for SED assessment, or an adult who is referred for SMI 
assessment, is fully informed of the reason for the assessment.  
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HPN uses the SED or SMI determination forms required under DHCFP’s policy. Medicaid 
members who are determined to be SED or SMI have the option to remain enrolled in HPN to 
receive the necessary behavioral health services or to disenroll and return to the Medicaid FFS 
program. Nevada Check Up members who are determined SED remain enrolled in HPN. SED 
and SMI determinations are re-evaluated annually. We submit completed SED and SMI forms 
to the DHCFP on a weekly basis.  


Those who request disenrollment are disenrolled by DHCFP on the first day of the next 
administrative month. Disenrollment requests are verified at the beginning of each month that 
the member is disenrolled as requested. In 2012, we completed 491 SED/SMI determinations. 
With outreach efforts of a case manager, 52 percent of the member/parents chose to remain 
with HPN. 


The following is an example of a pediatric treatment plan: 


Member Care Plan Example (Asthma) 
CARE PLAN for Member: [NAME]                       MRN:                          Date:  
 
MEMBER/CAREGIVER PRIORITIZED GOAL(S): Keep asthma symptoms under control  
SELF MANAGEMENT PLAN MEMBER/CAREGIVER AGREES TO:  
Complete follow-up care 
PROBLEM: Asthma – CCG  
CCG: C-0001 (CCG) 
SUB-PROBLEM:  
Patient, family, or caregiver has knowledge deficit regarding asthma and its treatment 
Patient's asthma is not under optimal management 
BARRIERS TO CARE: Knowledge deficit 
CCM GOAL(S):  
Assist patient, family, and caregiver in understanding causes and treatment of asthma 
Assure that patient's asthma is under optimal management 
Establish care with asthma care practitioner who will be accessible for regular care and emergencies 
INTERVENTION(S):  
Coordinate: 
Asthma monitoring and treatment with asthma care providers; components include: 
Treatment for both maintenance and prior to triggers (e.g., exercise, cold) 
When to change treatment 
How to change treatment 
Treatment for severe worsening, including use of rescue medications 
Referral to specialists, as appropriate (e.g., pulmonologist, allergist) 
Development of asthma action plan; components include: 
Either symptom or peak-flow based action plan 
Action plan shared with caregivers and school or other institutional personnel, as appropriate 
Phone numbers of patient's primary caregiver as well as alternative caregivers 
Phone number and location of patient's physician 
Name and location of closest and preferred emergency department 
Everyday medications 
Medications when symptoms worsen 
Peak flow parameters for interventions 
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Signs and symptoms for which school should call parent or caregiver 
Signs and symptoms for which patient should be taken to emergency department 
Asthma symptoms 2 days a week or less 


No night-time or early morning awakenings 
No limitations on exercise, work, or school 
Rescue short-acting bronchodilator use 2 days a week or less 
Well-controlled asthma by patient and physician assessment 
Normal or personal best pulmonary function 
Allergen education and control interventions in home (e.g., pets, cigarette smoke, dust mites, mold, 
cockroaches, sulfite-containing foods and beverages) 
       
Page 1 
 


Avoidance of medications known to worsen asthma (e.g., aspirin, NSAIDs, beta blockers) 
Early recognition of signs and symptoms of gradual worsening: 
Breathing a little faster than normal 
Coughing, wheezing, or tightness in chest 


Early recognition of more severe exacerbation 
Very short of breath 
Prompt recognition of life-threatening signs and symptoms 
Short of breath when walking around home or when sitting 
Difficulty talking 
Gray or bluish skin around mouth 
Confusion or drowsiness 
Medication adherence 
Develop active partnership with patient and family: 
Identify and address concerns about treatment regimen 
Emphasize importance of adherence in achieving overall treatment goals and outcomes 
Communicate with treating provider about barriers to adherence (e.g., work schedule, finances) 
Promote tracking system for medications 
Encourage timely refilling of medications 
 
OUTCOME(S): 
Patient, family, and caregiver understand causes and treatment of asthma 
Patient's asthma symptoms are well-controlled 
Patient's activity level is normal or near normal 
 
CARE PLAN UPDATE DUE DATE:  
Problems, Goals and Interventions: 
Referenced from Milliman Care Guidelines® 15th Edition 
 
SENT FOR PCP SIGNATURE:                                                                                         DATE: 
CASE MANAGER SIGNATURE: [NAME]                                                                        DATE:  
PCP SIGNATURE: [NAME]                           DATE: 
 
Page 2 
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4.2.9 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs 


These services are covered, with limitations, when medically necessary. Coverage limitations for 
these services are defined in the Title XIX State Plan. The State of Nevada Title XIX State Plan can 
be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/. DHCFP via its Title XIX State Plan 
Attachment 3.1.E covers Corneal, Kidney, Liver and Bone Marrow transplants and associated fees 
for adults. For children up to age 21 any medically necessary transplant that is not experimental will 
be covered. The health plan may claim transplant case reimbursement from DHCFP for in-patient 
medical expenses above the threshold of $100,000 in a one-year period (State Fiscal Year). 75% of 
the expenses above $100,000 are reimbursed to the health plan. 


HPN provides medically necessary organ transplants to members as follows: 


 Adult Members: Medically necessary corneal, kidney, liver and bone marrow transplants, 
including all associated fees 


 Members Age 21 and Younger: Medically necessary non-experimental transplant, including 
immunosuppressant drugs 


HPN has an established process to request reimbursement for 75 percent of inpatient expenses 
in excess of the annual threshold (currently $100,000). 


HPN Transplant Success Story 
In May 2009, Shawnise, an 18-year-old HPN Nevada Check Up member suffering from liver failure, was 
admitted to her local hospital. As her condition deteriorated, HPN’s case management quickly deployed, 
working with several regional hospitals to determine which could best meet the needs of this very sick 
young woman. The very same day, Shawnise was transported to Loma Linda Hospital in Loma Linda, 
California, for a higher level of care and liver transplant evaluation. At the time of transfer, Shawnise was 
in full liver failure and required ventilator support. 


Less than two weeks later, after being stabilized, Shawnise received a new liver. She stayed in the 
hospital for another three weeks, and she and her family remained in the area several weeks longer for 
routine post-transplant care and follow-up. Three months after Shawnise was first admitted to the 
hospital, she returned home, a healthy 18-year-old young woman. 


4.2.10 Out-of-Network Services 


If the Vendor’s provider network is unable to provide medically necessary services covered under the 
plan to a particular member, the Vendor must adequately and timely cover these services out of 
network for the member for as long as the Vendor is unable to provide them. The Vendor benefit 
package includes covered medically necessary services for which the Vendor must reimburse certain 
types of providers with whom formal contracts may not be in place. The Vendor must also coordinate 
these services with other services in the Vendor benefit package. The services/providers are as 
follows: 


Out-of-Plan Services for Members who Require HPN Reimbursement 
Throughout our many years in partnership with Nevada, HPN has fulfilled the State’s 
expectations as outlined in the Scope of Work throughout section 4.2.10. With the inception of 
the new contract, HPN will work to exceed the State’s requirements to best serve the needs of 
Nevada’s Medicaid population who require out-of-network services. 


4.2.10.1 Out-of-Network Providers 
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In an effort to minimize out-of-network 
utilization, HPN has entered into strategic 
partnerships with tertiary care facilities 
located throughout the west coast of the 
United States, such as the UCLA Medical 
Center in Los Angeles, California, Children’s 
Hospital of Los Angeles, University of 
Southern California Medical Center, Loma 
Linda University Medical Center in San 
Bernardino, California , University of Arizona 
at Tucson and Scripps Green Medical Center 
in San Diego, CA.  


When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. the 
member needs to see a specialist for which the Vendor has no such specialist in its network), the 
Vendor must: 


A. Coordinate with out-of-network providers with respect to payment;  


B. Offer the opportunity to the out-of-network provider to become part of the network; and 


C. Negotiate a contract to determine the rate prior to services being rendered or pay a rate not to 
exceed the FFS rate paid by DHCFP. 


Services Rendered from Out-of-Network Providers 
When it is necessary for members to obtain services from non-network providers, such as when 
the member needs to see a specialist for which HPN has no such specialist in its network, with 
the new contract, HPN will continue to coordinate with out-of-network providers with respect 
to payment; offer the opportunity to the out-of-network provider to become part of the 
network; and negotiate a contract to determine the rate prior to services being rendered or pay 
a rate that will not exceed the FFS rate paid by DHCFP. 


Currently, we include within the policy of Health Plan of Nevada benefit package certain 
Medicaid and Nevada Check Up services which 
must be reimbursed to providers with whom we 
may not have a formal contract. These services 
include non-network providers, emergency room 
services, Federally Qualified Health Centers, 
Rural Health Clinics and out-of-state providers. 
In addition, when it is necessary for members to 
obtain services from non-network providers, such 
as where the member needs to see a specialist, we 
pay for services. HPN coordinates out-of-network 
services with other services included in the 
benefit package. 


Our stable and comprehensive provider network offers a wide range of services to more than 
104,000 members. Due to this fact, the likelihood of an HPN member requiring out-of-network 
services is minimal; however these instances do occur. Only .371/1000 members received out-of-
state medical services. In these cases, HPN’s Provider Relations department works closely and 
expeditiously with the HPN Case Management department to coordinate services to be 
provided by the out-of-network provider. The HPN Provider Relations department staff 
members will work to secure a member-specific letter of agreement prior to the provision of 
services by the out-of-network provider to coordinate payment. The HPN Provider Relations 
department staff would also offer the out-of-network facility/provider an opportunity to 
become a fully contracted facility/provider for future services. In the event that emergency 
services are rendered to an HPN member by a non-contracted provider (either in or out of 
state), HPN covers and pays for the services rendered at a rate equivalent to that paid by the 
DHCFP, applying the “prudent layperson” definition of an emergency.  


Members who require services from non-contracted providers are followed closely by a case 
manager and assisted throughout the entire process. We monitor the volume of services 
performed by out-of-network providers through our claims analysis process. Provider Services 
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analyzes the claims information to determine if additional network providers are needed to 
meet member needs.  


Additionally, HPN provides coverage for family planning services through both contracted and 
non-contracted providers. No prior authorization or letter of agreement is necessary for a 
member to receive these services; however, we retain responsibility for coordinating and 
documenting out-of-network family planning services provided to eligible members and the 
amounts paid for such services. The claims operations policy provides instructions for claims 
analysts when processing claims for these family planning services. We monitor the volume of 
services provided by out-of-network providers through its claims analysis process. Provider 
Services analyzes the claims information to determine if additional network providers are 
needed to meet member needs. 


4.2.10.2 Emergency Services 


The Vendor must cover and pay for emergency services regardless of whether the provider who 
furnished the services has a contract with the Vendor. The Vendor must pay the out-of-network 
provider for emergency services, applying the “prudent layperson” definition of an emergency, 
rendered at a rate equivalent to that paid by DHCFP, unless otherwise mutually agreed to between the 
Vendor and the party(s) rendering service.  


No prior or post-authorization can be required for emergency care provided by either network or out-
of-network providers. The Vendor may not deny payment for treatment obtained when the member 
has an emergency medical condition and seeks emergency services, applying the “prudent layperson” 
definition of an emergency; this includes the prohibition against denying payment in those instances 
in which the absence of immediate medical attention would have resulted in placing the health of the 
member in serious jeopardy, serious impairment to bodily function, or serious dysfunction of any 
bodily part or organ. The Vendor may not deny payment for emergency services treatment when a 
representative of the Vendor instructs the member to seek emergency services care.  


Pursuant to 42 CFR 438.114, the Vendor may not limit what constitutes an emergency medical 
condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to cover 
emergency services based on the emergency room provider, hospital, or fiscal agency not notifying 
the member’s PCP, Vendor, or the DHCFP of the member’s screening, and treatment within ten (10) 
calendar days of the presentation for emergency services. 


A member who has an emergency medical condition may not be held liable for payment of 
subsequent screening and treatment needed to diagnose the specific condition or stabilize the patient. 
The attending physician or the provider actually treating the member is responsible for determining 
when the member is sufficiently stabilized for transfer or discharge and that determination is binding 
on the Vendor. 


HPN currently complies with the above requirements outlined in the RFP and, upon contract 
renewal, we will continue to adhere to these standards. We will ensure that a vendor may not 
deny emergency services treatment to a member when a representative of the vendor (e.g., the 
PCP) instructs the member to seek emergency services care. In the event that emergency 
services are rendered to a member by a non-contracted provider (either in or out of state), HPN 
covers and pays for the services rendered at a rate equivalent to that paid by the (DHCFP), 
applying the “prudent layperson” definition of an emergency. 
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No prior or post authorization will be required for emergency care by contracted or non-
network providers. HPN reimburses the hospital the cost of necessary medical tests, at a rate 
equivalent to that paid by DHCFP or at a previously agreed upon rate when, after examination, 
a member’s condition was determined to be non-emergent. HPN reimburses the emergency 
room physician for the service provided at the contracted rate. HPN will not limit the definition 
of an emergency medical condition on the basis of a list of diagnoses or symptoms. 


4.2.10.3 Post-Stabilization Services 


The Vendor is financially responsible for:  


A. Post-stabilization services obtained within or outside the network that are pre-approved by a 
network provider or organization representative;  


B. Post-stabilization services obtained within or outside the network that are not pre-approved by a 
network provider or other organization representative, but administered to maintain the member's 
stabilized condition within one (1) hour of a request to the Vendor for pre-approval of further 
post-stabilization care services; and 


C. Post-stabilization care services obtained within or outside the network that are not pre-approved 
by a network provider or other organization representative, but are administered to maintain, 
improve, or resolve the member's stabilized condition if Vendor does not respond to a request for 
pre-approval within one (1) hour, or the Vendor cannot be contacted or the Vendor and the 
treating physician cannot reach an agreement concerning the member's care and a network 
provider or other organization representative is not available for consultation. In this situation, the 
Vendor must give the treating physician the opportunity to consult with a network physician and 
the treating physician may continue with care of the member until a network physician is reached 
or one of the criteria in 42 CFR 438.114(e) and 42 CFR 422.113 is met. 


HPN does not require any authorization for post-stabilization services for any member arriving 
through the emergency room. We immediately review the case upon admission to monitor the 
member’s treatment plan. HPN’s Network Development and Contracts department works 
closely with Case Management to coordinate services to be provided out of network. Network 
Development secures a member-specific letter of agreement prior to the provision of services. 
After the agreement is finalized, the Network Development and Contracts department notifies 
the Prior Authorization department and the Claims department. The Network Development 
and Contracts department also offers the out-of-network facility/provider an opportunity to 
become a fully contracted facility/provider for future services. In the event that emergency 
services are rendered to a member by a non-contracted provider (either in or out of state), HPN 
covers and pays for the services rendered at a rate equivalent to that paid by the (DHCFP), 
applying the “prudent layperson” definition of an emergency.  


Members who require services from non-contracted providers are followed closely by a case 
manager and assisted throughout the entire process. HPN monitors the volume of services 
performed by out-of-network providers through its claims analysis process. Provider Services 
analyzes the claims information to determine if additional network providers are needed to 
meet member needs. 


HPN ensures that members have adequate and timely services outside the network if HPN’s 
network is unable to provide necessary services covered under the member’s contract, and will 
continue to ensure that the requirements in 42 CFR 438.114(e) and 42 CFR 422.113 are met. 
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United Health Foundation has a 
history of supporting and assisting 
FQHC’s with our most recent 
initiative, Faces of Hope.  


4.2.10.4 Federally Qualified Health Center (FQHC) and (RHC) 


The Vendor must pay for services provided by a Federally Qualified Health Center (FQHC) or a 
Rural Health Clinic (RHC), including dental care. Vendors may enter into contracts with FQHCs or 
RHCs provided that payments are at least equal to the amount paid other providers for similar 
services. If the Vendor does not have a contract with an FQHC or RHC, the Vendor must pay at a 
rate equivalent to that paid by the DHCFP (i.e. FFS rate). This does not apply to out of network 
providers of emergency services. The Vendor must demonstrate a good faith effort to negotiate a 
contract with FQHCs and RHCs and include all licensed and qualified FQHC and RHC providers in 
the Vendor’s network. Contracting with just one provider at each FQHC or RHC does not constitute a 
good faith effort to include the FQHC or RHC in the Vendor’s network. The Vendor must report to 
DHCFP payments and visits made to FQHCs and/or RHCs. 


HPN has a long standing agreement in place with Nevada Health Centers for all of its locations 
and for all of the services it provides. HPN is also contracted with Health Access in Washoe 
County which provides services to Reno. As one of Nevada largest Federally Qualified Health 
Centers (FQHCs), Nevada Health Centers operates 23 health centers, one dental center and 
seven Women, Infant and Children clinics throughout the state of Nevada. These health centers 
provide our members with essential primary care services including prenatal and newborn 
care, immunizations and family medicine.  


HPN recognizes and values the long standing partnership it has with FQHCs and Rural Health 
Clinics (RHCs) throughout the state of Nevada. For as many as 15 years, we have contracted 
with the two FQHCs in Nevada to serve our members, both of which are contracted at a rate 
equal to the amounts HPN pays similar providers. Presently, more than 8,000 of our members 
have an FQHC as their primary care provider. We currently meet the requirements as stated 
in the Scope of Work and, with the new contract, will continue to meet the requirements.  


HPN employs its best efforts to contract with any FQHC and RHC as it endeavors to provide a 
comprehensive network to meet the needs of our members. The agreements offered to these 
providers do not differ from the agreements offered to providers who offer similar services to 
our members.  


As new FQHCs and RHCs become established in the urban Clark and Washoe counties, HPN 
will work diligently to secure agreements with these providers to further enhance our 
comprehensive, geographically accessible provider network.  


Because of our commitment and interest in FQHC providers, we have dedicated staff that are 
responsible for our enterprise-wide relationship strategy for FQHCs. This strategy includes 
several components, including, but not limited to: 


 A federal and state advocacy agenda to advocate for support of community health centers 


 Promotion of volunteerism through our UnitedHealth 
Group Volunteers program 


 Grant donations to FQHCs to develop additional 
services in under-served areas 


 A contracting strategy to include FQHCs in our networks 


 A relationship management strategy that provides dedicated provider advocates to FQHCs 
to support their care of our members. 
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 Nationally, FQHC Executives meet quarterly with UnitedHealthcare’s Medicaid executive 
leadership team to discuss growth, access, best practices and clinical strategies. 


Further, upon contract execution, HPN will continue to provide to the DHCFP, via encounter 
files, reports of payments and visits made to FQHCs or RHCs. 


4.2.10.5 Out-Of-State Providers 


When it is necessary for recipients to obtain emergency or urgent services from an out-of-state (OOS) 
provider, the Vendor must negotiate a contract to determine the rate prior to services being rendered. 
The Vendor must inform the provider to accept Vendor reimbursement as payment in full. The only 
exception is for third-party liability. The provider must not bill, accept or retain payments from 
Medicaid or Nevada Check Up recipients.  


HPN currently meets this requirement and will continue to meet this requirement Pursuant to 
1932(b)(20(D)) of the Social Security Act, in which a non-contracted provider, in or out of state, 
of emergency services must accept as payment in full no more than it would have received if the 
services were provided under the Medicaid FFS program.  


Payment for Emergency Services 
HPN will pay for emergency services rendered when a representative of HPN instructs the 
member to seek emergency services. HPN pays the network or non-network provider for 
emergency services, applying the “prudent layperson” definition of an emergency, rendered at 
a rate limited to the amount that would have been paid if the service had been provided under 
the FFS Medicaid program, unless a lower amount is mutually agreed to between HPN and the 
party(ies) rendering service. 


Prior Authorization 
No prior or post authorization will be required for emergency care by contracted or non-
network providers. HPN reimburses the hospital the cost of necessary medical tests, at a rate 
equivalent to that paid by DHCFP or at a previously agreed upon rate when, after examination, 
a member’s condition was determined to be non-emergent. HPN reimburses the emergency 
room physician for the service provided at the contracted rate. HPN will not limit the definition 
of an emergency medical condition on the basis of a list of diagnoses or symptoms.  


Claim Review 
A medical director will review claims for emergency services that appear to be non-emergent, 
and will decide if the claim will be paid as emergent or non-emergent upon review of the 
medical records submitted with the claim. When a member obtains medical services from an 
out-of-state provider, HPN will negotiate a rate prior to services being rendered, whenever 
possible. HPN will inform the provider to accept Medicaid reimbursement as payment in full, 
with exception only for third-party liability. The provider cannot bill, accept or retain 
payments from Medicaid or Nevada Check Up members.  


4.2.11 Obstetrical/GYN Services  


The Vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women 
enrolled in the Vendor for maternal high risk factors. The Maternity Risk Screening Form helps 
identify the need for medical and non-medical services. These services are defined as preventive 
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and/or curative services and may include, but are not limited to, patient education, nutritional 
services, personal care services or home health care, substance abuse services, and care coordination 
services, in addition to maternity care. The Vendor may use the Maternity Risk Screening Form or its 
own in- house form in conducting the screening. Any identification of high-risk factors will require 
the PCP, OB provider, case manager or other health care professional to refer the woman who is 
determined to be at risk for preterm birth or poor pregnancy outcome to the Vendor’s Case Manager. 
As appropriate, the Vendor shall assist the recipient in contacting appropriate agencies for care 
coordination of non-covered/carved-out plan services or community health information. The 
Vendor’s Case Manager will begin medical case management services for those risk factors identified 
on the maternity Risk Screen. A sample Maternity Risk Screen form is included in the Forms and 
Reporting Guide. 


DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews as 
needed to validate coordination and assess medical management of prenatal care and high-risk 
pregnancies. 


Health Plan of Nevada (HPN) currently screens Title XIX and Title XXI pregnant women 
enrolled in HPN for maternal high risk factors. Our highly dedicated staff demonstrates the 
mission of DHCFP in this procurement to improve the health of Nevadans by emphasizing 
preventive care and appropriate utilization of services.  


Identifying Need for Medical and Non-Medical Services  
Our High Risk Obstetrics (HROB) Program is focused exclusively on our high-risk pregnant 
members. We have an arrangement with our primary perinatology group to auto refer any of 
our pregnant members they are seeing to our HROB case management team and to include the 
High Risk Screening Form. This referral allows us to understand why perinatology is following 
a member and to assist with coordinating efforts with them.  


Some of the features of our High Risk Obstetrics Program include: 


 Perinatology automatically refers all members through an automated referral process to 
our HROB case managers 


 Case managers also attend SMA high-risk rounds as well as meet with members at their 
appointments as needed for complex or unable to contact cases 


 All inpatient antepartum cases are referred to the Social Work team as well as our case 
managers 


 Initial contact is made with the member while they are in the hospital 


 Postpartum patients are contacted in the hospital  


– We increased the face-to-face contacts with these members to ensure completion of 
baby’s Medicaid application, PCP identification, and follow-up appointment 


Case Managers Assigned to Individually Work with High-risk 
Members 
The program identifies women with high-risk obstetrical conditions and assigns OB case 
managers to work with newly enrolled participants for the remainder of their pregnancies. Our 
case managers attend high-risk rounds at the SMA OB office. This face-to-face interaction 
between the case manager, the OB physician as well as the social worker, enhances a team 
approach to manage high-risk or high-need pregnancies. Case managers also arrange to meet 
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with mothers-to-be at their OB appointments to minimize the number of contacts made by 
phone and by mail from the HROB case management team. This service has proven to be very 
helpful in many cases.  


When a high-risk pregnant member is admitted to the hospital 
with pregnancy complications, HPN’s onsite case managers 
follow the inpatient stays. Our team reviews the inpatient stay to 
assure they meet medical criteria and then assist with the 
discharge planning to create a safe transition to home. In many 
cases, especially for hyperemesis gravidarum, we can get the 
pregnant member home with a continuation of services with 


home health as well as follow up with the HROB case management team. The inpatient and the 
outpatient case manager collaborate during the inpatient stay. When an antepartum patient 
discharges from the acute care setting, they are automatically referred to the HROB case 
management team. This referral allows for the pregnant member to be given the contact 
information of the case manager prior to discharge in addition to being aware of a follow-up 
call.  


Postpartum Program  
 The primary goal of our Postpartum Programs is to conduct a face-to-face interview with all 
moms prior to their discharge from the hospital. If they are unable to connect in the hospital, 
the discharge care coordinator (DCC) calls the new mom at home. Our DCCs obtain the 
needed information to notify the State of the baby’s delivery. We verify that the new mom has 
applied for the baby’s Medicaid card and 
that she has Women’s, Infants and 
Children (WIC) information. The DCC 
also schedules follow up appointments 
with the baby’s PCP and the mom’s 
obstetrician for postpartum care. This 
process has been extremely effective as 
evidenced by the increase in the number 
of women who completed a postpartum 
visit, as evidenced in the table to the right. 


The following success story is an example 
of how a case manager helped two pregnant family members. 


Success Story  
Our obstetrical case manager worked with a mother and daughter who were both pregnant in 2012. The 
daughter received case management services first, placing a call to our obstetrical case manager after 
she received our prenatal packet. The 20-year-old daughter had lots of questions as a first time mom.  


The daughter received prenatal education and was referred to Jenna, a social worker case manager. 
The member was so appreciative she referred her mother, who only speaks Spanish, to our bilingual 
case management service. The mother received verbal and written prenatal education in Spanish and 
was then referred to the SMA medical home case manager. 


They both delivered healthy, full-term babies.  
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Community Care Coordination for Additional Needs 
The HROB case managers work very closely with the Social Work team to complete an 
assessment for financial needs, social needs, and other community support. The Social Work 
team verifies that the member has applied for WIC as well as notified their Medicaid case 
worker of the pregnancy to expedite the baby’s enrollment in Medicaid. We also partner with 
additional community stakeholders e.g., Baby’s Bounty, a local nonprofit organization that 
assists with distributing baby items. 


We work very closely with many community stakeholders for healthy baby outcomes. There is 
a national focus on decreasing the preterm birth rate. The best way to have a healthy baby is to 
have a healthy and well-informed mom. 


Centering Pregnancy™ is a multifaceted model of group care that integrates the three major 
components of care: health assessment, education and support, into a unified program within a 
group setting. Eight to 12 women with similar gestational ages meet together, learn care skills, 
participate in a facilitated discussion and develop a support network with other group 
members.  


Each pregnancy group meets for a total of 10 sessions 
throughout pregnancy and early postpartum. The practitioner, 
within the group space, completes standard physical health 
assessments. 
Through this unique 
model of care 


delivery, women are empowered to choose health-
promoting behaviors. Health outcomes for 
pregnancies (specifically increased birth weight and 
gestational age of mothers that deliver preterm, and 
the satisfaction expressed by both the women and 
their providers) support the effectiveness of this 
model for care delivery. 


Centering Pregnancy groups provide a dynamic 
atmosphere for learning and sharing that is 
impossible to create in a one-to-one encounter. Hearing other women share concerns which 
mirror their own helps the woman to normalize the whole experience of pregnancy. 
Participating in a group also is empowering to provide support to the members and also 
increase individual motivation to learn and change. Professionals report that groups provide 
them with renewed satisfaction in delivering quality care.  


The Centering Program has also instituted a Dad’s Module to help fathers feel a part of the 
process. As stated on the bottom of the Dad’s Journal they use for this class “Any man can be a 
father, but it takes someone special to be a dad.”  


HPN is so committed to the Centering Pregnancy Program that we partnered with the Nevada 
Quality Improvement Organization to apply for the CMS grant, Strong Start that funds the 
expansion of the Centering Pregnancy Program to other medical practices in Nevada. 
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On-site Reviews 
HPN scored 100 percent for on-site reviews on the care coordination standard to assess medical 
management of prenatal care and high-risk pregnancies for 2009 and 2011. 


4.2.11.1 Obstetrical Global Payment 


Length of time that the pregnant woman is enrolled with the Vendor is not a determining factor in 
payment to the obstetrician. Payment to the delivering obstetrician for normal routine pregnancy shall 
be based upon the services and number of visits provided by the obstetrician to the pregnant woman 
through the course of pregnancy. Payments are determined by Current Procedural Terminology 
(CPT) codes submitted by the provider. The Vendor must provide separate payment for covered 
medically necessary services required as a result of a non-routine pregnancy.  


A Global Payment will be paid to the delivering obstetrician, regardless of network affiliation, when 
the member has been seen seven (7) or more times. If the obstetrician has seen the member less than 
seven (7) times, the obstetrician may be paid according to a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes. 


HPN has fully met the state’s requirements and paid the obstetrical global charges to providers 
as required by Scope of Work, section 4.2.11.1 and, with the new contract, will continue to 
make the Obstetrical Global payments to providers. 


HPN Claims department has established policies for OB Global payment—the length of time 
that a pregnant woman is enrolled in the health plan is not a determining factor in payment 
made to the obstetrician. For normal routine pregnancy, payment to the delivering obstetrician 
is based upon the services and number of visits provided by the obstetrician though the course 
of the pregnancy. Payments are determined by the CPT codes submitted by the practitioner 
who provided for seven or more prenatal visits, delivered the baby and provided postpartum 
care, upon which time the provider would bill global OB codes and be reimbursed the full 
global delivery rate. For fewer than seven prenatal visits, HPN reimburses according to the 
Medicaid FFS visit-by-visit schedule. Network obstetricians will be reimbursed at the full FFS 
rates for obstetrical services, and non-network obstetricians may be reimbursed at a negotiated 
rate less than the FFS rates established for pregnancy-related CPT codes. Further, new 
members who are within their last trimester will be allowed to remain in the care of a non-
network provider if the Medicaid member chooses. 


The following table provides information regarding the 3,261 global obstetrical payments 
which HPN paid in 2011.  


Number of Global Obstetrical 
Payments Made 


Amount of Claims Paid 


3,261  $ 4,675,025.30 
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A. Network Providers 


For all cases, the Vendor must have policies and procedures in place for transitioning the eligible 
pregnant recipient to a network provider.  


1. Vendor must allow for a pregnant member’s continued use of their OB/GYN, if at all possible.  


OB/GYN Providers 
HPN maintains a standard that allows and supports members’ ample time, with the assistance 
of Utilization Management, Member Services department and Provider Services department, 
to locate another network provider for themselves and/or their family members. HPN provides 
for continuation of care for members who are engaged in a course of treatment, and ensures the 
transition of care to other network providers is performed professionally and without 
compromising the member’s health. 


HPN has offered female Medicaid members of childbearing age with direct access (no referral 
required) to a women’s health specialist within the network for covered women’s routine and 
preventive health care services. HPN has 205 Obstetrics/Gynecology providers that offer 
services to our Medicaid members, 169 of which are MD’s or DO’s. This health care 
professional is in addition to the member’s designated primary care if that provider is not a 
women’s health specialist. Coverage is provided for family planning services, according to 
federal regulations, through both contracted and non-contracted providers. No prior 
authorization or letter of agreement is necessary for a member to receive these services; 
however, HPN retains responsibility for coordinating 
and documenting out-of-network family planning 
services provided to eligible members and the 
amounts paid for such services.  


A Medicaid member who at the time of enrollment is 
in the third trimester of her pregnancy is allowed to 
stay with her current non-contracted obstetrical 
provider through postpartum care, if she so chooses. 
A Medicaid member who at the time of enrollment is 
in the first or second trimester of her pregnancy and is 
receiving obstetrical care from a non-contracted provider may be transitioned to a contracted 
obstetrical provider. Decisions will be made on a case-by-case basis depending upon the 
credentialing status of the provider and the provider’s willingness to accept payment from 
HPN and comply with the Medicaid Managed Care Program. 


HPN’s Transition of Care for Medicaid Members policy notes that we will transition care for 
certain members upon notification that the members are transitioning to another Medicaid 
contractor or the Medicaid Fee-for-Service (FFS) Program, including provision of information 
on the member’s current health status (e.g., hospitalized, pregnant, chronic illnesses), current 
treatment, pending authorizations, scheduled surgeries or other procedures, mental health 
care, equipment being used and current case manager’s contact information. The policy 
clarifies that case managers, utilization management, or member services personnel could assist 
in this transfer, and that written permission to share PHI will be received from the member 
prior to sharing information.  
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Further, the length of time the pregnant woman is enrolled in the health plan is not a 
determining factor in payment made to the obstetrician. For normal routine pregnancy, 
payment to the delivering obstetrician is based upon the services and number of visits provided 
by the obstetrician though the course of the pregnancy, and payments are determined by the 
CPT codes submitted by the provider. 


Because HPN has contracts with the largest OB/GYN provider network in the State of Nevada, 
transition of care issues for members choosing HPN are reduced. Our members also have 
exclusive access to Southwest Medical Associates, which is one of the largest OB/GYN practices 
in our state. If our Medicaid MCO contract is renewed with the DHCFP, this would minimize 
the disruption of care and access issues for women covered by Medicaid.  


If the delivering obstetrician has seen the member for seven or more prenatal visits, delivered 
the baby or provided postpartum care, the provider will bill Global and receive a 
reimbursement for the full Global delivery rate. 


If the delivering obstetrician has seen the member for fewer than seven prenatal visits, we will 
reimburse the provider according to the Medicaid FFS visit-by-visit schedule. 


Further, Medicaid members may visit any contracted OB/GYN without prior authorization 
regardless of the diagnosis and network obstetricians will be reimbursed at the full FFS rates 
for obstetrical services. 


B. Non-network Providers 


The Vendor may reimburse a non-network provider at a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes. 


HPN’s Claims department has policies in place, including Letter-of-Agreement processes, that 
indicate HPN will reimburse non-network obstetricians at a negotiated rate less than the FFS 
rates established for pregnancy-related CPT codes. 


C. New Members within the Last Trimester of Pregnancy 


A pregnant woman who is enrolled with the Vendor within the last trimester of pregnancy must be 
allowed to remain in the care of a non-network provider if she so chooses. The Vendor must have 
policies and procedures for this allowance.  


HPN has and, upon extension of the contract, will continue to fulfill the state’s requirements as 
outlined above regarding the use of out-of-network providers for members in their last 
trimester of pregnancy. Because HPN maintains the largest OB/GYN network in Nevada, 
however, the need for a member to visit an out-of-network provider is truly a rare occurrence. 
Our extensive network provider list typically affords our members to receive the necessary care 
they require while remaining within the HPN network. 


D. Prior Authorization  


The Vendor’s prior authorization policies and procedures must be consistent with the provision of 
prenatal care in accordance with community standards of practice. DHCFP, at its discretion, may 
require removal of the prior authorization requirement for various procedures based on reported 
approval data and any other relevant information. The Vendor is required to provide written 
notification to all affected network providers within thirty (30) days of the end of a reported quarter 
regarding the elimination of the prior authorization requirement. 
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HPN provides female Medicaid members of childbearing age with direct access (no referral 
required) to a women’s health specialist within the network for covered women’s routine and 
preventive health care services. No prior authorization or letter of agreement is necessary for a 
member to receive these services; however, HPN retains responsibility for coordinating and 
documenting out-of-network family planning services provided to eligible members and the 
amounts paid for such services.  


A Medicaid member who, at the time of enrollment, is in the third trimester of her pregnancy is 
allowed to stay with her current non-contracted obstetrical provider through postpartum care, 
if she so chooses. A Medicaid member who at the time of enrollment is in the first or second 
trimester of her pregnancy and is receiving obstetrical care from a non-contracted provider 
may be transitioned to a contracted obstetrical provider. Decisions will be made on a case-by-
case basis depending upon the credentialing status of the provider and the provider’s 
willingness to accept payment from HPN and comply with the Medicaid Managed Care 
Program. 


As we currently do, upon contract execution, HPN will provide written notification to all 
affected network providers within 30 days of the end of a reported quarter regarding the 
elimination of the prior authorization requirement. 


4.2.11.2 Certified Nurse Midwife Services  


The Vendor must make certified nurse midwife services available to members if such services are 
available in the Vendor's service area. If the Vendor does not have a contract for said services, the 
Vendor may pay the certified nurse midwife provider according to a negotiated rate not to exceed the 
FFS rates established for pregnancy-related CPT codes.  


HPN’s credentialing processes include Midwives under the definition of “Practitioners” which 
are defined licensed independent health care professionals who diagnose, treat, and/or 
prescribe and provide services in the ambulatory setting. HPN will continue to make midwives 
available to our members. 


4.2.11.3 Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA) 


When a recipient gives birth to a live infant of any gestational age, and there is an accompanying 
provider claim for the delivery, the Vendor will receive the full Maternity Kick payment. In order for 
the Vendor to qualify for a Maternity Kick payment for either a miscarriage or stillbirth, the recipient 
must be in the third trimester of pregnancy, which commences with the twenty-seventh (27th) week 
of gestation, when the miscarriage or stillbirth occurs. However, only one Maternity Kick payment 
will be processed per delivery episode regardless of how many babies are delivered. Maternity Kick 
claim adjudication will be initiated upon electronic receipt of birth information via the Provider 
Supplied Data File. The Provider Supplied Data File will specifically include: Provider Number, 
Record Type, Record Creation Date, Recipient Billing ID Number, Recipient Name, Recipient SSN, 
Delivery Date, Birth Indicator, Gender, Birth Provider Number, Birth Location, and Gestational 
Weeks Pregnant. Additional birth information may be requested to complete SOBRA financial 
reporting. Vendor shall provide documentation required for verification within 21 calendar days of 
request by DHCFP. Failure to comply may result in rejection of the SOBRA claim in question. 


Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The 
DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable SOBRA 
request as defined in the Attachment I Forms & Reporting Guide. 
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SOBRA Audit Results From DHCFP 


“On the basis of the audit methodology 
used, and as consistently applied through 
the years that HPN has been under 
contract, the State’s payments of HPN’s 
SOBRA claims for CY 2011 were in order.” 
– DHCFP Management Analyst 03/30/12 


Family Planning Services 


HPN paid for 7,571 family 
planning services in 2011.  


The Maternity Kick Payment is intended to offset most of the costs to the Vendors for costs 
associated specifically with the covered delivery of a child, including prenatal and postpartum care. 
Ante partum care is included in the capitation rate paid for the mother. Costs of care for the newborn 
are included in the newborn capitation rate. 


It is not the intent of the DHCFP to pay a SOBRA payment in a situation where there is no 
accompanying provider claim for the delivery. 


HPN successfully submits approximately 3,000 Supplemental Omnibus Reconciliation Act 
(SOBRA) requests and financial reports through the submission of required birth information 
via the Provider Supplied Data File daily as 
required by this RFP. In the event the Division of 
Health Care Financing and Policy (DHCFP) 
require additional information to verify the birth, 
HPN provides the required documentation within 
21 calendar days of request by DHCFP.  


HPN’s SOBRA submissions have been successfully 
audited by DHCFP periodically over the last 15 
years. It is our policy to follow the SOBRA Payment Reconciliation Process for all Medicaid 
and Nevada Check Up births that occur on our plan. 


4.2.11.4 Family Planning Services 


Federal regulations grant the right to any member of childbearing age to receive family planning 
services from any qualified provider, even if the provider is not part of the Vendor’s provider 
network. The Vendor may not require family planning services to be prior authorized. Family 
planning services are provided to members who want to control family size or prevent unwanted 
pregnancies. Family planning services may include education, counseling, physical examinations, 
birth control devices, supplies, and Norplant. 


Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients twenty-one 
(21) years of age or older. Tubal ligations and vasectomies to permanently prevent conception are not 
covered for any recipient under the age of twenty-one (21) or any recipient who is adjudged mentally 
incompetent or is institutionalized.  


The Vendor must, at a minimum, pay qualified out-of-network providers for family planning services 
rendered to its members at the FFS rate paid by DHCFP. The Vendor will be responsible for 
coordinating and documenting out-of-plan family planning services provided to its recipients and the 
amounts paid for such services. 


HPN has an established process, to provide and cover family planning services to members of 
childbearing age according to federal regulations. Family planning services include education, 
counseling, physical examinations, birth control devices, supplies, medications and Norplant™. 
Additionally, tubal ligations and vasectomies are covered under the family planning benefit for 
members who are 21 years of age or older.  


Coverage is provided for family planning services through 
both contracted and non-contracted providers. No prior 
authorization or letter of agreement is necessary for a member 
to receive these services; however, HPN retains responsibility 
for coordinating and documenting out-of-network family planning services provided to eligible 
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members and the amounts paid for such services. The claims operations policy entitled, 
Medicaid Claims Processing, provides instructions for claims analysts when processing claims 
for these family planning services. 


4.2.11.5 Low Birth Weight Babies 


The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a low birth-
weight supplemental payment for vendors. This amount will be determined by the State’s actuary, 
and will remain budget neutral to the State. Money drawn from the 0 - 1 age group will be distributed 
in an actuarially sound manner to offset expenses to either Vendor that receives a disproportionately 
large number of low birth weight babies. It is not expected that the money will end up evenly 
distributed between the Vendors, nor is it expected that these supplemental payments will fully offset 
the actual medical cost of these low birth-weight babies. 


Once determined and agreed upon by the submitting Vendor and DHCFP as meeting the criteria for 
payment, any claims will be paid out within 30 days of receipt by the DHCFP. The distribution will 
be incident based throughout the year and there will be no requirement for bundling of claims by the 
Vendors. Although incident based, it is not limited by birth episode criteria but rather will be paid out 
for each child delivered; i.e. twice for twins, three times for triplets, etc. The weight to be considered 
low birth weight will be determined by the State with the mutual agreement of the State’s actuary and 
both vendors, and with the understanding that the actual weight in grams may be considered very low 
birth weight, or worse, by some national standards. 


The low birth weight funds determined by the State’s actuary are drawn from what would otherwise 
be paid in the form of capitation. Because the methodology applied must be neutral to the State, and 
there exists the possibility that, should enrollment trend exceed expectations, a deficit or surplus may 
occur. The number of low birth weight payments made during a plan year will be a function of 
caseload using a methodology determined by DHCFP and its actuary and will adjudicate in 
accordance with birth date and time. No supplemental payments will be made for deliveries beyond 
the number funded. Conversely, should deliveries fall short of the number funded, any surplus will be 
paid back to the plans as in a manner determined by the State’s actuary, and mutually agreed upon by 
the Vendors. 


HPN has an established process to collect required birth information for all eligible newborns. 
Our case management staff gathers the information from hospitals to include date and place of 
birth, gestational age, birth weight, gender, delivery type and delivering physician. The 
information is entered into an extension screen in Facets and electronically sent to DHCFP 
nightly via the Provider Supplied Data File.  


For all newborns weighing less than 1500 grams, the case manager also collects the newborn’s 
time of birth and delivery record. This information is securely sent to DHCFP’s management 
analyst to initiate the low birth weight payment. DHCFP distributes very low birth weight 
payments on a quarterly basis. HPN tracks the submission and receipt of very low birth weight 
payments.  


Since 2009, HPN has received a very low birth weight payment from the DHCFP for newborn 
members eligible on the date of birth with birth weights less than 1500 grams. HPN averages 45 
very low birth weight payments per year. 
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4.2.12 Coordination with Other Vendors and Other Services 


Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the Vendor is required to implement procedures to 
coordinate services it may provide to the member with the services the member may receive from any 
other Vendor. Upon request or notification of need, the Vendor is required to communicate with other 
Vendors serving the member the results of its identification and assessment of any special health care 
needs to ensure that services are not duplicated, and to ensure continuity of care. The Vendor’s 
procedures must ensure that, in the process of coordinating care, each member’s privacy is protected 
consistent with the confidentiality requirements in 45 CFR Parts 160 and 164 [(the Health Insurance 
Portability and Accountability Act (HIPAA)]. 


The Vendor case managers will be responsible for coordinating services with other appropriate 
Nevada Medicaid and non-Medicaid programs. This coordination includes referral of eligible 
members, to appropriate community resources and social service programs, including supportive 
housing. 


In addition to routine care coordination with other Vendors, the Vendor is responsible for designating 
a specific clinician or case manager to ensure continuity of services for members with special needs. 
These members may include, but are not limited to: juveniles temporarily detained by a state or 
county agency (See Section 3); Seriously Emotionally Disturbed children and adults with Severe 
Mental Illness (see Section 4.2.3.8); Children With Special Health Care Needs (see Section 4.2.8); 
and, women with high-risk pregnancies (see Chapter 600, Section 603.4 of the Medicaid Services 
Manual). Care coordination must address critical issues such as out-of-home placement, specialized 
mental health services and therapies, and needs that may typically be filled by community resources 
and social service programs. 


Coordination with Other Vendors and Other Services 
HPN has comprehensive established procedures to coordinate services that members receive 
from other vendors pursuant to 42 CFR 438.208(b) (2), (3), and (4). HPN’s policies and 
procedures make sure that, in the process of coordinating care, each member’s privacy is 
protected consistent with the confidentiality requirements in 45 CFR Parts 160 and 164 (the 
Health Insurance Portability and Accountability Act (HIPAA).  


Throughout the case management process, the case manager works collaboratively on the care 
plan with the member, the PCP, specialist, social workers, behavioral health specialist and 
others as needed. In fact, inter-disciplinary team conference calls are held to discuss any 
complex or on-going issues that may impact the health of the member. The case manager acts 
as the dedicated resource to get the members what they need to stay healthy. This could include 
coordination of services and health care among a variety of care settings, providers or other 
community resources.  


HPN’s existing social work team is available to all case managers, throughout the continuum of 
care. Social worker referrals can be made during the member’s inpatient stay or in any 
outpatient setting. This system is effective in making sure all health care issues are addressed in 
any setting of care. This helps prevent unnecessary delays in meeting the social or financial 
needs of a member that may affect the member’s health. Referrals may be made to social 
workers through the phone and secure email – allowing for a quick response. If members are 
no longer seen by us but are transitioned to another vendor we coordinate this transition, e.g., 
for juveniles temporarily detained by a state or county agency; Seriously Emotionally 
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Disturbed children and adults with Severe Mental Illness; Children With Special Health Care 
Needs; and, women with high-risk pregnancies. This coordination includes referral of eligible 
members, to appropriate community resources and social service programs, including 
supportive housing. 


Our team-based assessment is used to conduct the case management interventions identified by 
collaborating with a social worker. This individual evaluates and recommends available 
community services with the goals of improving social functioning. As the complex case 
management interventions are developed, consideration for community resources is completed 
through available private and government entities that provide services to supplement the 
client’s resources to meet their financial, social, functional, medical and psychological needs. 


Case Managers and Continuity of Services for Members with Special Needs 
Our case managers are responsible for coordinating services with other appropriate Nevada 
Medicaid and non-Medicaid programs. This coordination includes referral of eligible members, 
to appropriate community resources and social service programs, including supportive 
housing.  


Process for Coordinating Care 
All Medicaid neonatal intensive care unit (NICU) admissions are automatically referred to our 
Social Work team. The social worker then completes a questionnaire to help identify potential 
barriers contributing to a preterm delivery. The social worker continues to work with the 
parents to provide emotional support, assist in obtaining needed baby items, and help with 
applying for Supplemental Security Income (SSI), when the circumstances warrant.  


Case Study for Social Workers Coordinating Community Resources  
Jane, an adult member, was undergoing a bone marrow transplant out of state in California. An HPN 
social worker was helping Jane in accessing needed community resources. Jane was unable to work 
due to her illness and was having trouble paying for her medications and physician visits while still 
supporting a 17-year-old son.  


Caroline, the social worker had helped Jane receive Social Security Disability payments to help support 
her treatment. Caroline took it one step further to get Jane the resources she needs by helping her apply 
for Cash Assistance and food stamps. Caroline also called Clark County Social Services to help Jane 
with her medication and physician visit copayments, and Cancer Care to help with medication and 
chemotherapy copayments.  


Caroline directed Jane to the Leukemia and Lymphoma Society to apply for a grant to cover the 
transplant costs. In addition, she also coordinated discussing her Medicaid benefits with a Medicaid 
worker. Today, Jane is doing well and appreciates Caroline’s coordination of community resources. 


How HPN Coordinates Services for Children with Special Health Care Needs 
On a daily basis, HPN coordinates health care and services for children with special health care 
needs who are enrolled in Medicaid and Nevada Check Up. A child with special health care 
needs may access services through one of multiple avenues (e.g., Nevada Early Intervention, 
Division of Child and Family Services, School Based Child Health Service or through other 
appropriate community services or through HPN’s provider network). Children with special 
health care needs are identified through these various avenues for referral into the dedicated 
pediatric complex case management program.  


Ongoing outreach, monitoring and tracking are completed by the assigned pediatric case 
manager for children with special health care needs. Once the child with special health care 







 
4.2 Medical Services


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 105 of 833
 


Success 


To date, as a result of our NICU 
Post Discharge Clinic, not one of our 
Medicaid NICU babies has been 
readmitted to the hospital. 


needs is identified to/by HPN, a primary point of contact, the pediatric case manager contacts 
the parent/guardian of this child for children who:  


 Access School Based Child Health Services: The Individual Education Plan is used by the 
pediatric case manager to complete the initial case management assessment. The case 
manager however takes a holistic approach when the child has additional health care needs. 
The case manager creates a comprehensive care plan (and facilitate the delivery of those 
services) that not only addresses the Individual Education Plan components – the plan 
includes all health care and service needs of the child.  


 Access early childhood intervention services through Nevada Early Intervention Services 
and the Division of Child and Family Services: The Individualized Family Services Plan is 
used by the pediatric case manager to complete the initial assessment. Again, if there are 
identified health care needs that go beyond the capacity of Nevada Early Intervention 
Services and the Division of Child and Family Services, the pediatric case manager includes 
all needs in the care plan for the child.  


 Are referred to HPN because they have special 
health care needs: A case management assessment 
and care plan is created. The comprehensive care 
plan specifies the health care and services the child 
needs to improve their health and functional 
status.  


 Require ongoing specialist care: The pediatric case 
manager works with the health plan’s medical 
director (a pediatrician by training) and specialist 
to make certain timely and appropriate referrals are made and treatment is provided for 
the child.  


For all children identified with special health care needs, HPN pediatric case managers provide 
ongoing outreach to the parents of these children to verify all of their health care needs are met. 
The pediatric case managers facilitate the provision of all health care services by working 
collaboratively with the child’s health care and support team (e.g., parent/guardian, PCP, 
specialist(s) as needed, behavioral health as needed, health plan pediatric medical director, 
pharmacist as needed, and social worker as needed).  


The pediatric case manager also works with the social worker and medical director to verify 
there is effective coordination with the health plan and any involved state agencies. Keeping 
this communication and feedback loop open at all times helps maintain a consistent and 
efficient case management process. The Children with Special Health Care Needs report is 
submitted quarterly by complex case management to the DHCFP (within 45 days of the close of 
the quarter).  


Special Needs for NICU Babies 
The NICU babies are referred to and followed by our 
exclusive NICU post discharge clinic (NPDC). The NPDC 
is staffed with a neonatologist and our case manager. 
HPN works in partnership with local neonatologists who 
serve our communities too. These fragile NICU babies 
have the chance to be transitioned slowly (if needed) from 


2011 Identified Children by Quarter 


Through Nevada Early Intervention 
Services, HPN identified 70 children in 
2011 with special health care needs who 
were HPN members. These numbers 
were sent to the DHCFP each quarter in 
2011.  
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the NICU to their pediatricians.  


The NPDC has successfully and safely discharged many babies sooner from the NICU 
especially in the case of babies needing to be weaned from methadone.  


Coordination of Care for Infants in NICU 
Our Complex Case Management team has a hands-on personal philosophy with our NICU 
babies. The onsite case managers review the medical records for each baby in the NICU a 
minimum of weekly.  


The RN case manager also attends the weekly hospital inter-disciplinary discharge planning 
meeting. This onsite review allows HPN and hospital staff to remain in constant communication 
throughout the baby’s NICU stay.  


The onsite case manager also maintains contact with the mother either telephonically or 
arranges to meet with the mother at the baby’s bedside to assist with educational needs, 
discharge planning needs and to function as a patient advocate during the baby’s hospital stay.  


Prior to the opening of the NPDC, babies traditionally stayed in the NICU until they were 
completely weaned off methadone because the majority of the local pediatricians were not 
comfortable adjusting the dosing, since this is usually done by neonatologists. Since our NPDC 
is staffed by neonatologists, babies born addicted to methadone can successfully continue the 


weaning process at home, greatly decreasing the 
number of days needed to spend in the hospital. The 
NPDC case manager, along with the social worker and 
home health, are in communication with the parents to 
assist when needed for support and questions.  


Once babies are discharged from the NPDC, they are 
followed by the pediatric complex case managers. This 
case management team continues to follow high-risk 
cases to assist with the continuation of home health, 
durable medical equipment supplies (including but not 
limited to gastrostomy tube supplies), oxygen, 
tracheostomy and ventilator needs. A very beneficial 
aspect of the pediatric case management team is that 
the inpatient and outpatient teams all fall under the 
same leadership. This common leadership allows the 
two teams to meet on a weekly basis to discuss the 
intense discharges scheduled.  


The complex case managers meet with parents face-to-
face as well prior to discharge at the NPDC when needed. We have discovered this face-to-face 
meeting is beneficial especially when English is not the primary language. We also have a 
celebratory NPDC graduation party every year where we invite all Alumni to come back and 
meet with other new and older babies who have gone through our program. 


For our babies that qualify for Supplemental Security Income (SSI), our social workers actively 
work towards assisting the family with obtaining and completing SSI applications. In the case 
where babies move from our Medicaid to FFS Medicaid, we actively communicate this with the 


NICU Post Discharge Clinic  


Savings to DHCFP 


The NPDC was created in direct 
response to the immediate needs of this 
population; we are the only designated 
program of this type that allows babies 
to wean at home while still being 
monitored by a neonatologist. 


Since the NPDC opened in June 2010, 
we have seen 155 Medicaid NICU 
discharges, with 38 babies born addicted 
to methadone. 


These babies were discharged to home 
on average of 14 days sooner from the 
NICU which translates to a savings of 
$1.2 million for DHCFP.  


HPN Medicaid recipients have exclusive 
Medicaid access to Nevada’s only NICU 
post discharge clinic. 
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State to assure a smooth transition of care. If the baby is still in the hospital, we coordinate this 
information with the facility social worker assuring a smooth transition of care for the baby 
and family.  


The following table shows the number of total Medicaid babies seen by our NPDC in 2011: 


Medicaid Babies Seen by our NPDC Number 
Total Medicaid Babies 89  
Babies born < 30 weeks 22 
Discharged form hospital < 37 weeks 35 
Addicted to Methadone 13 
Hospital re-admissions 0 


Special Needs for Adult Members  
For our adult members who have been hospitalized, the inpatient case managers schedule all of 
the member’s post hospital follow-up appointments. This team also coordinates with our social 
work team for out of home placements. We have had situations of obtaining housing for 
members in domestic violence situations and most recently assisted a member who was 
discharged from an acute rehab facility into a shelter.  


Case Study for Coordination of Care  
Patty was a 19-year-old female. She was seven months pregnant with a history of schizophrenia and 
several psychiatric hospitalizations due to non-compliance with medication.  


Due to her current medical condition the hospital attending physician could not give her the proper 
dosage of her psychotropic medication. The physician recommended that Patty be kept at the hospital 
until she delivers (which is equivalent to three months) for safety and to monitor her medication.  


HPN’s exclusive behavioral health provider group completed an on-site assessment of Patty’s health 
while she was admitted at the psychiatric hospital. If this severely emotionally disturbed member 
disenrolled from the health plan, she would not receive care coordination and case management 
services (under the FFS Medicaid) alongside the services/specialized programs that have been provided 
through HPN.  


HPN’s exclusive behavioral health provider group used its clinical team to develop a treatment plan for 
Patty in conjunction with the attending psychiatrist. This treatment plan included services with the with 
psychosocial rehabilitation visits three times per day on a daily basis to encourage compliance with 
medication. In addition, a nurse also monitored her health (as well as her baby). The behavioral health 
case management team monitored Patty’s progress and coordinated the care with the medical physician 
and her mental health therapist.  


With the assistance of HPN’s exclusive behavioral health provider group and the ongoing support of her 
family, Patty was able to stay out of the hospital for the remainder of her pregnancy.  


As of the last report, Patty remains compliant with her medication. She and her baby are doing well with 
the continued support of her family.  


Care Coordination with Community Resources 
We coordinate services with other community resources, social service programs and 
supportive housing for our members. HPN provides members with a list of all agencies 
available to them both from inpatient case management and complex case management. HPN 
does not deny the enrollment nor discriminate against any Medicaid or Nevada Check Up 
members eligible to enroll on the basis of race, color or national origin and does not use any 
policy or practice that has the effect of discrimination on the basis of race, color or national 
origin.  
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Our social workers provide our pregnant members with a comprehensive list of community 
resources and social service programs available to women and children in need of food, 
clothing, diapers, wipes, bus passes and tokens, formula, bus passes, breast feeding resources, 
and other newborn supplies.  


The following is the Baby Supply Resource List we give to our members: 


Facility Location Phone 
Baby First Services (HELP of Southern Nevada) 
No appointment necessary. Provides assistance with 
diapers, wipes, formula, prenatal care, birth control, 
and nutrition. May receive assistance once every 30 
days up to 3 times with diapers, wipes and formula 


1640 E Flamingo: M-Th 7am-3pm 
1040 W Owens: T-Th 10am-2pm 


611 N Nellis Blvd: Wed 10am-2pm 
1201 N Decatur: 2nd/4th Wed 1-


3pm 


315-5159 


Catholic Charities 
Food, clothing, formula, diapers, other baby items  


1511 N Las Vegas Blvd North 
M-Th 8am-3pm/F 8am-11am 


387-2291 


Christ the King Catholic Community 
Food and Diapers (as available) Call for availability 


4925 S. Torrey Pines 
Hours: 10am-12pm and 1pm-3pm 


871-1904 


Family Resource Center – North/Olive Crest 
Clothing, food, infant needs. diapers, formula, bus 
passes 
Must live in ZIP codes: 89030, 89031, 89032, 89081, 
89084, 89085, 89086, 89087, 89108, 89115, 89130, 
89131, 89143, 89156, 89191  
Call to schedule appointment 


730 W. Cheyenne Suite 40 685-3459 


Family Resource Center – Central/East 
Clothing, food, infant needs, diapers, formula, bus 
passes 
Must live in ZIP codes: 89101,89102, 89104, 89106, 
89107, 89109, 89110, 89119, 89120, 89121, 89142 


3900 Cambridge St, Ste 106 631-7098 


Family Resource Center – South/Henderson/Hope 
Link  
Clothing, food, infant needs, diapers, formula, bus 
passes 
Must live in ZIP codes: 89005, 89011, 89012, 89014, 
89015, 89044, 89052, 89074 


178 Westminster Way 
Henderson 


566-0576 
Ext 307 


Family Resource Center – West/Boys and Girls Club 
Clothing, food, infant needs, diapers, formula, bus 
passes 
Must live in ZIP codes: 89004, 89013, 89018, 89113, 
89117, 89118, 89124, 89128, 89129, 89134, 89135, 
89138, 89144, 89145, 89146, 89148, 89149, 89178  
Call to schedule appointment 


2850 S Lindell 
 


932-1880 


Family to Family Connection 
Low-cost car seats, limited diapers and formula; 
children’s clothing; education and support families 
with children up to age 4 years. Daily classes and 
play groups M-F Nevada Early Intervention Services 


St Rose DeLima Campus 
102 E Lake Mead Parkway 


Henderson 
M-F 8:30am - 4:30pm 


568-9601 


Mom’s Special Gift  
Breastfeeding support for Medicaid moms 


8050 S Maryland Pkwy 
Cooperative Extension UNR 


257-5547 


Safe Kids - Car seat checks and Installation 
Cost - $25 per car seat by appointment only 
Free events held in the community. Call for details  


Sunrise Hospital parking lot 
Dagerman’s Just For Kids 


731-8666 
798-5437 


ULAN  
Food and diapers (no formula) 
Union Members only – Other resources: Call first or 


1201 N Decatur Suite 106 
M-Th 8am-12pm 


648-3500 
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go to Union Hall for referral form 
Women’s Resource Center 
Baby and maternity clothes, pregnancy testing and 
ultrasounds. Must call for an appointment 


2915 W Charleston 366-1247 


Resale Stores 
As They Grow Children’s Resale Store 4600 Meadows Ln 499-1438 


Children’s Orchard Resale Store 
7035 W Ann Rd Suite 140 
1000 N Green Valley Pkwy 


Henderson 89014 


839-1991 
891-KIDS 


Kid Around Resale Store 6338 W Sahara 89146 454-5437 
Kid to Kid Resale Store 8450 W Sahara Ave #105 240-4783 


It’s Mine Now Resale Store 
7450 W Cheyenne Avenue, Ste 104 


Las Vegas, NV 89129 
658-6463 


4.2.13 Immunizations 


The Vendor shall require its network providers to enroll in the Vaccines for Children Program (VFC), 
which is administered by the Nevada State Health Division. Providers licensed by the State to 
prescribe vaccines may request to be enrolled in the Nevada State Health Division’s VFC Program. 
The Immunization Program will review and approve provider enrollment requests. The Vender shall 
require VFC enrolled providers to cooperate with the Nevada State Health Division for purposes of 
performing orientation and monitoring activities regarding VFC Program requirements. 


Upon successful enrollment in the VFC Program, providers may request state- supplied vaccine to be 
administered to members through eighteen (18) years of age in accordance with the most current 
Advisory Committee on Immunization Practices (ACIP) schedule and/or recommendation, and 
following VFC program requirements as defined in the VFC Provider Enrollment Agreement. 


The Vendors shall require VFC-enrolled network providers to participate in the Nevada State Health 
Division’s Immunization Registry to ensure the DHCFP’s goal to fully immunize children up to the 
age of two (2) years. Vendors must reimburse the Washoe County and Clark County Health 
Departments for the administration of vaccinations when immunizations were provided to their 
enrolled recipients. 


The HPN Provider Summary Guide stipulates that all primary care providers who are 
contracted with HPN must participate in the VFC Program. The VFC Program, administered 
by the Nevada State Health Division, provides vaccine free-of-charge to providers, which may 
be administered to members through 18 years of age in accordance with the most current 
Advisory Committee on Immunization Practices (ACIP) schedule. This schedule can be found 
in the Medicaid Services Manual (MSM) Chapter 1500, Attachment B. 


A primary care provider must complete an application and orientation program through the 
VFC Program. Providers are educated that the application is available per the VFC website, 
address to mail the application to and the number to contact the state VFC Coordinator for 
assistance with completing the application.  


In addition, the Provider Summary Guide includes information regarding the Nevada State 
Health Division’s Immunization Registry; a statewide registry that houses immunization 
information about Nevada’s children. Providers are reminded that the goal is to ensure 
children up to age two are fully immunized. We understand that HPN’s contracted providers 
are required to participate in the Registry, and that NRS 439.265 requires that all providers 
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who administer immunizations in Nevada to children under the age of 18 are required to report 
immunization data to the Registry.  


As illustrated in the following chart, HPN adheres to the following vaccination 
recommendations. 


 


4.2.14 Mental Health Services 


Mental health is an integral part of holistic health care. The Vendor shall take affirmative steps to 
ensure that covered, medically necessary mental health services are provided to enrolled recipients. 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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The Vendor shall provide the following services: 


4.2.14.1 Inpatient Psychiatric Hospital; 


The Vendor is required to contract with Southern Nevada Adult Mental Health Services (SNAMHS) 
and Northern Nevada Adult Mental Health Services (NNAMHS) (the DHCFP reserves the right to 
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change this requirement, pending the decision of the Governor and the Legislature to expand the 
Medicaid enrollment to childless adults, per the ACA). 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


  


4.2.14.2 Mental Health Outpatient Clinic; 


The Vendor shall develop incentives encouraging diversions from emergency rooms and psychiatric 
hospital placement into outpatient clinics, when appropriate.  


4.2.14.3 Mental Health Rehabilitative Treatment Services; 


4.2.14.4 Psychologist; 


4.2.14.5 Outpatient Psychiatric; 


4.2.14.6 Residential Treatment Center (RTC); 


The Vendor is responsible for reimbursement of all RTC charges including admission, bed day rate, 
and ancillary [i.e., physician services, optometry, laboratory, dental and x-ray services, etc.] services.  
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Confidential Information 


This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 120 of 833  November 2012
 


Confidential Information 
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expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid.  
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confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 124 of 833  November 2012
 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 
4.2 Medical Services


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 125 of 833
 


Confidential Information 
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expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
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expenditures including data relating to cost submitted in support of this bid. 
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Proven Success 


Because we are the only vendor in Nevada to 
currently provide commercial plans in the 
individual and group markets along with 
Medicaid, we are uniquely qualified through 
having daily experience in transferring 
enrollment, eligibility, claims, prior 
authorizations and other services for patients 
moving to or from Medicaid and our 
commercial coverage—this experience will be 
especially important for patients moving to or 
from the Health Insurance Exchange. 


4.3 Enrollment and Disenrollment Requirements and Limitations 


The eligibility and enrollment functions are the responsibility of DHCFP and the Division of Welfare 
and Supportive Services (DWSS). The Vendor shall accept each recipient who is enrolled in or 
assigned to the Vendor by DHCFP and/or its enrollment sections and/or for whom a capitation 
payment has been made or will be made by the DHCFP to the Vendor. The first date a Medicaid or 
Nevada Check Up-eligible recipient will be enrolled is not earlier than the applicable date in the 
Vendor’s specified contract. 


The Vendor must accept recipients eligible for enrollment in the order in which they apply without 
restriction, up to the limits set under the contract. The Vendor acknowledges that enrollment is 
mandatory except in the case of voluntary enrollment programs that meet the conditions set forth in 
42 CFR 438.50(a). The Vendor will not, on the basis of health status or need for health services, 
discriminate against recipients eligible to enroll. The Vendor will not deny the enrollment nor 
discriminate against any Medicaid or Nevada Check Up recipients eligible to enroll on the basis of 
race, color or national origin and will not use any policy or practice that has the effect of 
discrimination on the basis of race, color or national origin. If the recipient was previously 
disenrolled from the Vendor as the result of a grievance filed by the Vendor, the recipient will not be 
re-enrolled with the Vendor unless the recipient wins an appeal of the disenrollment. The recipient 
may be enrolled with another Vendor. 


The Vendor is not financially responsible for any services rendered during a period of retroactive 
eligibility. However, the Vendor is responsible for services rendered during a period of retroactive 
enrollment in situations where errors have caused an individual to not be properly enrolled with the 
Vendor. The DHCFP is responsible for payment of applicable capitation for the affected months. As 
described in Section 3603.15 (B) (1) of the Medicaid Services Manual, the Vendor is responsible for 
Medicaid newborns as of the date of birth, whether retroactive eligibility, retroactive enrollment, or 
both are involved. 


The Vendor must notify a recipient that any change in status, including family size and residence, 
must be immediately reported by the recipient to their DWSS eligibility worker. The Vendor must 
provide DHCFP with notification of all births and deaths and demographic changes. 


History of Enrollment Success 
We have a 15 history of successful enrollment of 
Medicaid and Nevada Check Up members into 
our enrollment system. With an established, fully 
operational enrollment system that successfully 
interfaces with DHCFP’s Management 
Information Systems (MMIS) in Nevada, we will 
be uniquely positioned to continue the provision of 
all enrollment and disenrollment functions for 
members–without disruption to our more than 
104,000 members. We have been successfully 
receiving and processing the HIPAA-compliant 
enrollment files generated by DHCFP’s fiscal 
intermediary since 2003, the inception of DHCFP’s MMIS. We have worked collaboratively 
with the MMIS vendors, customizing our Facets enrollment system to accommodate the MMIS 
834 enrollment file and its nuances to accept the enrollment files.  
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Members First 


When the MMIS was unable to pay us or 
provide accurate enrollment and 
eligibility information, we chose to 
protect our members and providers by 
providing services without interruption 
and paying providers accordingly.  


Experience Interfacing with DHCFP’s Management Information Systems (MMIS) 
No other proposed or existing contractor has this extensive and historical experience 
interfacing with Nevada Medicaid’s MMIS. We currently comply with all DHCFP 
requirements described above, including: 


 Providing full compliance with the MMIS 


 Accepting all members assigned by DHCFP and for whom a capitation payment has been 
made 


 Acknowledging that enrollment is mandatory except in the case of voluntary enrollment 
programs that meet conditions set for in 42 CFR 438.50(a) 


 Acknowledging that we are responsible for services rendered during a period of retroactive 
enrollment in situations where errors have caused an individual to not be properly enrolled 


 Acknowledging that disenrolled members will not be re-enrolled with us unless the member 
wins an appeal of the disenrollment 


 Acknowledging that we are responsible for Medicaid newborns as of the date of birth, 
whether retroactive eligibility, retroactive enrollment or both are involved 


 Notifying members that any change in their status, including family size and residence, 
must be immediately reported to their DWSS eligibility worker 


 Notifying DHCFP of all births, deaths and demographic changes through our nightly file 


We accept all members who are enrolled in the plan, without restriction. The Company does 
not discriminate against eligible members on the basis of health status or need for health 
services or on the basis of race, color, or national origin. Further, we do not use any policy or 
practice that has the effect of discrimination. 


Facing MMIS Challenges 
From 2003 through 2012, the MMIS encountered numerous challenges in critical areas such as 
eligibility, enrollment and payment processing. Each time, we have helped facilitate solutions 


by assembling a team of information technology 
experts and operational managers in support of 
DHCFP, our members and providers. During the initial 
launch in 2003 and continuing for several months, the 
MMIS was unable to make payments to us or provide 
accurate enrollment and eligibility information. In spite 
of this, we made sure that our members received health 
care services without interruption and fulfilled 


payments to providers. We continue to follow this philosophy of putting our members first. 
When MMIS malfunctions occur, we continue to choose the best interests and health care needs 
of our members.  
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Our Commitment to Excellence 


We have a history with DHCFP for 
setting incomparable standards for 
pregnancy-related care. 


4.3.1 Enrollment of Pregnant Women 


The eligibility of Medicaid applicants is determined by the DWSS. DWSS notifies the State’s fiscal 
agent, who enrolls the applicant. Letters are sent to the new recipients requiring them to select a 
vendor or have a vendor automatically assigned. The Vendor must have written policies and 
procedures for pregnant women. The chosen Vendor will be notified of the pregnant women’s choice 
by the State’s fiscal agent. The Vendor shall be responsible for all covered medically necessary 
obstetrical services and pregnancy-related care commencing at the time of enrollment. 


Enrolling Pregnant Women 
We maintain written policies and procedures for enrolling pregnant women whose eligibility is 
determined by DWSS.  


Each month, DHCFP’s MMIS vendor sends us an Estimated Date of Confinement (EDC) file, 
which contains information about new female members with an estimated date of confinement 
on their enrollment records. We use this file to identify pregnant members. For those members, 
we send a New Member Obstetrical Education packet which contains educational information 
including, but not limited to: 


 Prenatal care 


 Postpartum care 


 Signs of risk that may appear during pregnancy 


 Appropriate community resources 


The packet also contains a signed obstetrical case management introduction letter along with a 
brochure describing our available case management services and encouragement to call our RN 
case manager for assistance. Our case managers also conduct telephonic outreach to the 
members included on the EDC file to determine if the members need case management or 
educational assistance. Any members identified as needy or high-risk are assigned to an RN 
case manager immediately.  


History of Exceptional Coverage for Pregnant Women 
We cover all medically necessary obstetrical services and pregnancy-related care upon 
enrollment. In 2011, we made 3,261 global obstetrical payments for services that included 
prenatal care as well as physician and hospital costs for delivery and postpartum care for our 
pregnant members. 


We have a history with DHCFP for setting incomparable standards for pregnancy-related care. 
For example, several years ago, medical malpractice insurance premiums became so high that 
many obstetricians in Las Vegas chose to close their 
practices to newly pregnant women. In spite of this 
grave development, our affiliated company; SMA 
continued to accept new patients, increasing the 
number of deliveries by 30 percent. SMA is a health 
care delivery system exclusively contracted with us for 
our members. As Nevada’s largest group practice and one of the largest obstetrical practices, 
SMA successfully recruited numerous out-of-state obstetricians to help relieve the crisis. SMA 
currently has 25 obstetrical providers working in five conveniently located Las Vegas clinics.  
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Enrolling Qualified Newborns 


We make sure that Medicaid 
newborns are enrolled and eligible to 
receive all medically necessary 
services as soon as they are born. 


Most obstetricians will not accept pregnant women in their third trimester due to liability 
concerns. SMA never refuses access to one of our members regardless of the pregnancy 
trimester she happens to be in when she joins the Program. This is an important consideration, 
as the vast majority of the pregnant members are already in their second and third trimesters 
when they enroll. 


In addition to SMA, we contract with Women’s Specialty Care for our Medicaid population, 
adding another 40 obstetricians to our extensive provider network, which includes a total of 
165 obstetricians in Clark County and another 40 including the Pregnancy Center in Washoe 
County. 


4.3.2 Enrollment of Program Newborns  


The Vendor must have written policies and procedures for enrolling newborns of enrolled recipients. 
The Vendor is required to report births electronically on a weekly basis to the DHCFP via the 
Provider Supplied Data file located on the File Transfer Protocol (FTP) site. The Vendor will be 
responsible for all covered medically necessary services included in the Vendor benefit package to 
the qualified newborn. 


We have written policies and procedures for enrolling newborns of enrolled members. For 
reporting, we collect birth information for infants born to enrolled mothers and report the 
information to DHCFP within seven days of notification of the birth. This information is 
entered into the Facets software system and is thereafter extracted automatically. Each night, 
this data is electronically transmitted to the DHCFP’s secured FTP site. From 2008 through 
2011, we electronically submitted an average of 3,332 births each year.  


To verify eligible Medicaid newborns receive all medically necessary services, we manually 
enter birth information into Facets upon notification from the hospital and instruct the mother 
to notify her DWSS case worker of the child’s birth. Further, we send birth notifications to a 
special unit within DWSS to expedite the child’s eligibility. This process prevents a delay in 
care, particularly at the pediatrician’s office, that could be caused by a delay within DWSS to 


update the eligibility status. In 2011, we successfully 
manually enrolled more than 3,000 newborns into our 
Facets enrollment system. 


Medicaid-eligible newborns born to enrolled mothers 
are automatically enrolled. Nevada Check Up newborns 
are enrolled from the newborn’s date of birth when the 


mother notifies DHCFP of the pregnancy prior to the birth or within 14 days of the delivery. 
When notification does not occur, or if the mother has other health insurance coverage for the 
first 30 days of the newborn’s life, the newborn is enrolled the first day of the next 
administrative month. 


4.3.2.1 Medicaid-Eligible Newborns 


Unless there are overriding enrollment conditions, all Title XIX Medicaid eligible newborns born to 
enrolled recipients are enrolled effective the date of birth if the mother of the newborn was enrolled 
with the vendor as of the newborn’s date of birth. The newborn will remain enrolled with the vendor 
for as long as it maintains its Vendor enrollment eligibility. 
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The Vendor is not financially responsible for any services rendered during a period of retroactive 
eligibility. However, as described herein, the Vendor will be responsible for all Medicaid newborns 
as of the date of birth if the mother of the newborn was enrolled with, or should have been enrolled 
with, the Vendor as of the newborn’s date of birth. In situations where it is determined that eligibility 
decisions were made that caused incorrect enrollment decisions, the MMIS may be corrected to show 
correct enrollment. In this situation, the Vendor will be responsible for services rendered during this 
corrected timeframe. The timeframe to make such corrections will be limited to 180 days from any 
incorrect enrollment date. 


Throughout our partnership with DHCFP, we have accepted Medicaid-eligible newborns born 
to enrolled members effective on the newborn’s date of birth. We accept and process newborn 
enrollment records received from DHCFP’s MMIS vendor in daily and monthly HIPAA-
complaint files. In addition, we have a manual enrollment process for newborns to make 
certain medical services are rendered in a timely manner. This manual process is described in 
detail in Section 4.3.2 above. We currently comply with all DHCFP requirements related to the 
fiscal responsibility of Medicaid-eligible newborns and will continue compliance as described 
herein. 


4.3.2.2 Nevada Check Up/CHIP Newborns 


The Head of Household/Mother must notify the DHCFP of the newborn within 14 days following the 
delivery in order to qualify to receive coverage from the date of birth. If the family into which the 
baby is born is a Nevada Check Up family currently receiving coverage from the Vendor for a sibling 
of the newborn, and the newborn is qualified to receive coverage from the date of birth and is eligible 
for Nevada Check Up, the Vendor shall receive a capitation payment and provide coverage for the 
month of birth. The Vendor will also receive a capitation payment and provide coverage for all 
subsequent months that the child remains enrolled with the Vendor. If notification is not received as 
required herein, the newborn will be enrolled as of the first day of the next administrative month from 
the date of notification. 


If the mother has other health insurance coverage that provides for 30 days of coverage for the 
newborn, the newborn will be enrolled as of the first day of the next administrative month. If the 
coverage extends beyond that 30 day period the child will not be eligible for Nevada Check Up until 
after the insurance expires and the child’s eligibility is determined under Nevada Check Up eligibility 
rules. 


Since the inception of the Nevada Check Up program 14 years ago, we have accepted Nevada 
Check Up-eligible newborns as required above. We accept and process newborn enrollment 
records received from DHCFP’s MMIS vendor in daily and monthly HIPAA-complaint files. In 
addition, we have a manual enrollment process for newborns to assure medical services are 
rendered in a timely manner. This manual process is described in detail in Section 4.3.2 above. 
We currently comply with all DHCFP requirements related to the fiscal responsibility of 
Medicaid-eligible newborns and will continue compliance as described in Section 4.3.2.1. We 
accept and reconcile newborn capitation payments from DHCFP for all eligible members. 


Nevada Check Up/ newborns are enrolled from the newborn’s date of birth when the mother 
notifies DHCFP of the pregnancy prior to the birth or within 14 days of the delivery. When 
notification does not occur, or if the mother has other health insurance coverage for the first 30 
days of the newborn’s life, the newborn is enrolled the first day of the next administrative 
month. 
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More Members Choose Us 


When a competitor entered the market in 
2006, more members chose us, resulting 
in a 61 percent market share. 


4.3.3 Auto Assignment Process 


For Medicaid recipients who do not select a Vendor, DHCFP will assign the recipient to a Vendor, 
based upon federally required enrollment default criteria that include: 


 


4.3.3.1 The maintenance of existing provider, individual relationships or relationships with traditional 
Medicaid providers; and 


4.3.3.2 Distributing the recipients among the Vendors based upon an algorithm developed by DHCFP 
when maintaining such relationships is not possible. In order to serve the best interests of the State, 
the algorithm will give weighted preference to any new Vendor as well as Vendors with significantly 
lower enrollments, based on a formula developed by DHCFP. The DHCFP reserves the right to adjust 
the auto-assignment algorithm in consideration of the Vendors’ clinical performance measure results 
or other measurements, as deemed by DHCFP. 


The algorithm is as follows: 


Auto Assignment Algorithm if combined Medicaid and NV Check Up Enrollment differs by >10% 


Number of 
Vendors in 
Geographic 


Service Area 


Percentage of Recipients Assigned to 
Largest Vendor 


Percentage of Recipients Assigned to 
2nd Largest Vendor 


2 plans 34% 66% 
The function of the algorithm is to ultimately achieve no more than a 10% differential in combined 
Medicaid and Nevada Check Up enrollment between Vendors. At the end of the open enrollment 
period, if the enrollment differential between the two Vendors is greater than 10%, the algorithm will 
assign both Medicaid & Nevada Check Up members exclusively to the Vendor with the smaller 
enrollment until the differential between the Vendors’ enrollments is 10%. The algorithm will then 
assign equally to the two Vendors. Assignment is by head of household. 


Since 2004, when DHCFP initiated the auto-assignment algorithm, we accepted the algorithm 
as described in this section and understand that DHCFP will continues to use this algorithm to 
assign Medicaid and Nevada Check Up members to a managed care organization when that 
member does not select a plan during the enrollment process.  


We further acknowledge DHCFP’s process for auto-assignment based upon the following 
federally required enrollment default criteria: 


 Maintenance of existing provider relationships 


 Distribution of members giving weighted preference to any new vendor as well as vendors 
with significantly lower enrollments 


Consistent with our current contract, the DHCFP 
reserves the right to consider each vendor’s measurable 
clinical results to adjust the auto-assignment algorithm. 


In previous years, DHCFP has adjusted the algorithm 
several times to compensate for a market share that has 
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exceeded the enrollment differential between us and our competitors. For example, when a 
competitor entered the market in 2006 and all members went through open enrollment, more 
members chose our plan, resulting in a market share of 61 percent. DHCFP adjusted the auto-
assignment algorithm to favor the new plan for about six months, until our market share 
decreased to 55 percent and our competitors’ share grew from 39 percent to 45 percent.  


4.3.3.3 The Vendor will accept as enrolled all members appearing on monthly enrollment reports and 
infants enrolled by virtue of the enrollment status of the mother. The Vendor may not discriminate 
against beneficiaries on the basis of health needs or health status. The Vendor may not encourage a 
member to disenroll because of health care needs or a change in health care status. Further, a 
member's health care utilization patterns may not serve as the basis for disenrollment from the 
Vendor. An auto assignment algorithm of 1:1 will be applied for all families who do not choose or 
are otherwise assigned to a specific Vendor. The algorithm will remain 1:1 as long as both vendors 
enrollment is within 10% of each other. The algorithm will become 2:1 if either plan should fall 
outside the 10% range and will return to the 1:1 ratio the month following the lower enrollment plan 
reaching parity (10%). The DHCFP reserves the right to adjust the auto-assignment algorithm in 
consideration of the Vendors’ clinical performance measure results or other measurements. 


Nevada Check Up is limited in its ability to adjust the algorithm and will only assign 100% of new 
members who do not select to the transitioning in Vendor until parity is reached. At that point 
Nevada Check Up members who do not select will be assigned on a 1:1 basis even if a Vendor falls 
outside the 10% variance. 


We currently meet all requirements as stated above related to member enrollment, 
disenrollment policies and the auto-assignment algorithm. We do not, on the basis of health 
status or need for health services, discriminate against members eligible to enroll. Further, we 
do not deny the enrollment nor discriminate against any Medicaid or Nevada Check Up 
members eligible to enroll on the basis of health needs or change in health status. We do not 
encourage members to disenroll due to health care needs or status.  


As evidenced by our 55 percent market share, 
we accept all members who are enrolled in 
the plan, without restriction. We do not 
discriminate against eligible members on the 
basis of health status or need for health 
services or on the basis of race, color, or 
national origin. Further, we do not use any 
policy or practice that has the effect of 
discrimination. 


When members have a choice, they choose HPN.  


Our overall voluntary disenrollment rates of three percent of auto-enrollees are among the 
lowest in the nation, indicating a very high level of satisfaction. During the 2012 open 
enrollment season when members are invited to re-select the contractor of their choice, 99.2 
percent of members stayed with us. During this same open enrollment process, more than 1,200 
members voluntarily chose to switch to HPN, leaving the other contractor, resulting in a 1.6 to 
1.0 ratio of members choosing us over our competitor. When the DHCFP last engaged a 
replacement organization for the vendor exiting the program, so many members voluntarily 
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selected us over the replacement that the DHCFP had to adjust the assignment of membership 
algorithm to maintain compliance with State-mandated membership distribution.  


4.3.4 Automatic Reenrollment 


A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check Up 
eligibility for a period of two (2) months or less will be auto- assigned with the Vendor once they are 
redetermined as eligible in the third month.  


Pending approval of a Section 1115 Research and Demonstration Waiver by CMS, DHCFP may 
require recipients to choose a Medicaid MCO Vendor as part of their eligibility application or be 
auto-assigned immediately upon approval of Medicaid eligibility. Recipients would be allowed a 90-
day period to change MCOs without cause. 


In addition, currently, recipients who temporarily lose eligibility but return within 60 calendar days 
are automatically re-assigned to their prior MCO Vendor. Those recipients who return after 60 days 
are given a 30 day choice period during which they may select enrollment in either Vendor. Under 
the 1115 Waiver, the DHCFP is seeking to modify this so that all returning Medicaid recipients are 
auto-assigned to their prior Vendor, regardless of the length of the break in eligibility, as long as that 
Vendor is still contracted with the State. 


Failure to renew Medicaid eligibility, loss of eligibility, and consequent reenrollment, are part 
of the reality of Medicaid programs across the country. We support the State in its effort to 
reduce care disruptions that are caused by eligibility churning. We work proactively with the 
State to assure continuity of care for any members who were temporarily disenrolled as a result 
of loss of Medicaid eligibility.  


We acknowledge and comply with the current automatic reenrollment requirements as follows: 


 If a member loses Medicaid for a period of two months or less, the member is auto-assigned 
once eligibility has been established. 


 Pending approval by CMS, DHCFP may require members to choose a Medicaid MCO 
vendor as part of their eligibility application or be auto-assigned immediately upon 
approval of Medicaid eligibility. Members are allowed a 90 day period to change MCOs 
without cause. 


 If members temporarily loses eligibility, and returns after 60 days, they are currently auto-
assigned to their prior MCO vendor, but given a 30 day choice period during which they 
may select either MCO vendor. Pending approval by CMS, DHCFP is seeking to modify 
this so that all returning members are auto-assigned to their prior vendor provided that 
vendor is still contracted with the State. 


4.3.5 Disenrollment Requirements and Limitations 


4.3.5.1 Disenrollment at the Request of the Member 


Recipients are locked into their Vendor, with the exceptions of disenrollment due to good cause and 
during an annual open enrollment period. 


New recipients to Medicaid are always given their choice of two health plans and have 90 days from 
notice of enrollment to change their Vendor before they are locked in.  
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Recipients who lose eligibility and regain eligibility will be auto assigned to a Vendor on the criteria 
of family members in a Vendor, previous enrollment history in a Vendor, or random assignment. 


DHCFP will hold an open enrollment period at least once per year. During open enrollment, 
recipients are free to change Vendors or to remain with their current Vendor. Those recipients who 
elect to change will have 90 days to return to their previous Vendor. 


Once locked in to a Vendor, a member may request disenrollment from the Vendor with cause at any 
time. Once locked in to a Vendor, if a recipient wishes to disenroll during the lock-in period, they 
must notify their Vendor  in writing. The Vendor will determine if there is good cause to allow 
disenrollment. Switching Vendors to access a specific provider or facility will generally not be 
considered good cause.  


Good cause for disenrollment as defined in 42CFR438.56 includes: 


A. The recipient moves out of the Vendor service area. 


B. The plan does not, because of moral or religious objections, cover the service the recipient seeks. 


C. The recipient needs related services (for example a cesarean section and a tubal ligation) to be 
performed at the same time; not all related services are available within the network; and the 
recipient's primary care provider or another provider determines that receiving the services 
separately would subject the recipient to unnecessary risk. 


D. Other reasons, including but not limited to, poor quality of care, lack of access to services covered 
under the contract, lack of access to providers experienced in dealing with the recipient's health 
care needs or when the State imposes intermediate sanctions, as described in 42 CFR 
438.702(a)(3). 


E. If the Vendor determines that there is sufficient cause to disenroll, they will notify DHCFP’s 
Business Lines Unit by fax using the form supplied in Attachment S, Disenrollment Form of this 
RFP. The Vendor must make a determination as expeditiously as the member’s health requires 
and within a timeline that may not exceed fourteen (14) calendar days following receipt of the 
request for disenrollment. 


F. A Notice of Decision (NOD) must be sent in writing by the Vendor to the recipient within ten 
(10) calendar days of the decision. 


DHCFP’s Business Lines Unit will notify the States Fiscal Agent to effect the disenrollment at the 
first of the next administrative month. 


If the Vendor denies the request for disenrollment for lack of good cause, a Notice of Decision must 
be sent in writing to the recipient within 10 days of the decision. Appeals rights must be included 
with the Notice of Decision. The Vendor is required to inform the member of their right to a State 
Fair Hearing, how to obtain such a hearing, and representation rules must be explained to the member 
and provided by the Vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; 
and 42 CFR 438.10(g)(1). The State ensures access to State fair hearing for any recipient dissatisfied 
with a determination that there is not good cause for disenrollment. 


The DHCFP requires that the recipient seek redress through the Vendors grievance system before 
making a determination on the recipient's request. The grievance process, if used, must be completed 
in time to permit the disenrollment (if approved) to be effective no later than the first day of the 
second month following the month in which the recipient files the request. 
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Member Enrollment Rates 


Our voluntary disenrollment rates are 
among the lowest in the nation—under 3 
percent for 2011. 


Proven Track Record 


In 15 years, we have never requested a 
disenrollment because the member’s 
health care needs could be better 
treated by another plan, due to a 
member’s non-compliance or behaviors 
or due to fraudulent use of services. 


If, as a result of the grievance process, the Vendor approves the disenrollment, the State agency is not 
required to make a determination. If the Vendor cannot make a determination, the Vendor may refer 
the request to the State. 


If the Vendor or State agency (whichever is responsible) fails to make a disenrollment determination 
so that the recipient can be disenrolled within the timeframes specified, the disenrollment is 
considered approved.  


If the State Agency receives a request directly from the recipient, the recipient will be directed to 
begin the process by requesting disenrollment through their Vendor. 


A recipient who is disenrolled at their request will be automatically enrolled with the other contracted 
Vendor at the beginning of the next administratively possible month. 


Disenrollment procedures are pursuant to 42CFR438.56(d). 


We acknowledge and currently comply with the State’s disenrollment requirements and 
limitations as described in 4.3.5.1.  


Our voluntary disenrollment rates are among the 
lowest in the nation, under three percent for 2011, 
indicating a high level of member satisfaction. Further, 
for every member who disenrolls from us and enrolls 
with the competitor, on average 1.6 members switch from the competitor to our plan. Once 
enrolled with us, members overwhelmingly choose to remain enrolled. Our members remain 
enrolled for an average of more than three years despite the transitory nature of program 
eligibility.  


4.3.5.2 Disenrollment at the Request of the Vendor 


The Vendor may request disenrollment of a recipient if the continued enrollment of the member 
seriously impairs the Vendor’s ability to furnish services to either this particular member or other 
members. In addition, the Vendor must confirm the member has been referred to the Vendor’s 
Enrollee Services Department and has either refused to comply with this referral or refused to act in 
good faith to attempt to resolve the problem. Prior approval by DHCFP of a Vendor’s request for the 
member’s disenrollment is required. If approval is granted, the member will be given notice by the 
Vendor that disenrollment will occur effective the first day of the next month following 
administrative cut off. 


DHCFP will make a determination on such a request within five (5) days. If approval is granted, the 
member will be given notice by the Vendor that disenrollment will occur effective the first day of the 
next month following administrative cut off. In the event DHCFP fails to make a disenrollment 
determination within the timeframes specified, the disenrollment shall be considered approved. 


We acknowledge our right to request member 
disenrollment when we have sufficient documentation 
that the member’s condition or illness would be better 
treated by another plan or when continued enrollment 
of the member seriously impairs our ability to furnish 
services to either this particular member or other 
members. In these circumstances, we agree to complete 
all necessary disenrollment paperwork and continue to 
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adhere to DHCFP recommendations, timelines, documentation practices and protocol for 
handling disenrollments.  


A Vendor may not request disenrollment of a member for any of the following reasons: 


A. An adverse change in the member’s health status; 


B. Pre-existing medical condition; 


C. The member’s utilization of medical services; 


D. Diminished mental capacity; 


E. Uncooperative or disruptive behavior resulting from his/her special needs (except when continued 
enrollment of such a member seriously impairs the Vendor’s ability to furnish services to either 
this particular member or other members); 


F. A member’s attempt to exercise his/her grievance or appeal rights; or 


G. Based on the member’s national origin, creed, color, sex, religion, age, pursuant to Section 3.2 of 
this RFP and applicable CFR’s. 


We have not and will not request disenrollment because of a member’s clinical diagnosis; an 
adverse change in health status; pre-existing medical condition; utilization of medical services; 
diminished medical capacity; uncooperative or disruptive behavior resulting from special needs 
of the member; an attempt of exercise a member’s grievance or appeal rights; or refusal of 
medical care or diagnostic testing. Further, we do not request disenrollment of any member 
based upon the member’s national origin, creed, color, sex, religion or age.  


We reserve the right to request a disenrollment if the member’s behavior is disruptive, unruly, 
abusive or uncooperative to the extent that enrollment in the plan seriously impairs our ability 
to furnish services to either the member or other members and the member’s behavior is not 
caused by a physical or mental health condition. We take reasonable measures to correct 
member behavior prior to requesting disenrollment. Reasonable measures may include 
providing education and counseling regarding the offensive acts or behaviors. 


Our goal is to provide the most appropriate care to all our members. Disruptive behavior on 
the part of a member can be an indication of the need for additional support or services. Before 
we consider disenrollment, we first work with an individual’s care manager and with their 
provider to try to meet their needs, providing services or identifying resources that we may not 
be directly responsible for, to provide the most appropriate care. We do not pursue 
disenrollment as a solution to a change in a client’s health status, utilization of medical service, 
or behavior as it relates to special needs. Additionally, we maintain a close partnership with 
Medicaid and Nevada Check Up. We do not initiate an involuntary disenrollment of a member 
without consultation and review with DHCFP on a case-by-case basis.  


We recognize our responsibility to our members and will continue to be responsible for the 
provision of all core benefits and services to the member until the member has been disenrolled 
by the State or its fiscal agent. Further, we have never requested disenrollment of a member 
due to disruptive behavior. 
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4.3.5.3 Disenrollment Pursuant to a Finding of SED or SMI Status or Children With Special Health 
Care Needs (CSHCN) and Mental Health Services for Adults: See Section 4.2.8 of this RFP. The 
State may, at its sole discretion, remove the option for these Medicaid recipients determined SED to 
be voluntarily disenrolled from managed care in the future. 


We comply with the State’s disenrollment requirements pursuant to a finding of severely 
emotionally disturbed (SED) children or severely mentally ill (SMI) adult status, Children with 
Special Health Care Needs (CSHCN) and Mental Health Services for Adults as described in 
Section 4.2.8 of this RFP. We support the State’s provision for removing, at its discretion, the 
option for voluntary disenrollment for members determined to be SED. 


4.3.5.4 Disenrollment due to the member relocating outside of the Vendor’s service area, pursuant to 
42 CFR 438.56(d)(2). 


We comply with requirements related to a disenrollment due to a member’s relocation outside 
our service area, pursuant to 42 CFR 438.56(d)(2). As part of our sustained 15-year 
partnership, we have a successful process in place to notify DHCFP when a member moves 
from the service area. 


4.3.6 Enrollment, Disenrollment and Other Updates  


The Vendor must have written policies and procedures for receiving monthly updates from DHCFP 
of recipients enrolled in, and disenrolled from, the Vendor, and other updates pertaining to these 
recipients. The updates will include those newly enrolled with the Vendor. The Vendor must 
incorporate these updates into its management information system. 


Throughout our contractual relationship with DHCFP, we have maintained written policies 
and procedures for receiving monthly enrollment updates from DHCFP and incorporating 
those updates into our management information system as required. We will continue to follow 
these policies in the new contract. 


4.3.6.1 An open enrollment period will be held annually. The open enrollment period may be 
changed solely at the State’s discretion. During the open enrollment period, a member may disenroll 
from their Vendor without cause.  


We acknowledge and agree to comply with the annual open enrollment period as described in 
this section. We have been working with DHCFP during annual open enrollment periods for 
members since the inception of open enrollment in 2006.  


Our member satisfaction numbers remain positive, resulting in more members choosing our 
plan over our competitor’s plan during open enrollment periods. In February 2009 when one 
competitor assumed another contractor’s membership, members were given an open 
enrollment opportunity. Our membership grew from the market share limit of 55 percent to 
58.2 percent between February 2009 and May 2009 as competitors’ members selected us over 
our competitors.  


During the 2012 open enrollment season when members were invited to re-select the contractor 
of their choice, 99.2 percent of members stayed with us. During this same open enrollment 
process, more than 1,200 members voluntarily chose to switch to our plan, leaving the other 
contractor, resulting in a 1.6 to 1.0 ratio of members choosing us over our competition. 
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4.3.6.2 Notice of termination rights — The State shall, through its fiscal agent, provide for notice to 
each such individual of the opportunity to terminate (or change) enrollment under such conditions. 
Such notice shall be provided at least 60 days before each annual enrollment opportunity described in 
subparagraph (A)(ii)(II) of the Social Security Act of 1932. 


We comply and will continue to comply with the State notice of termination rights process 
described in this section.  


The Member Handbook and member website include information on members’ right to 
disenroll from our plan for causes such as moving out of the service area, poor quality of care, 
inability to get access to care, lack of appropriate providers to meet members’ health care 
needs or during any open enrollment period. The Member Handbook also directs people to the 
toll-free Member Services Center number if a member wishes to disenroll from our plan and 
enroll in another. 


4.3.7 Enrollment Interface 


Upon initiation of the transition phase for a new Vendor, the Vendor must furnish the technical 
means by which the Vendor’s Enrollment Sections can: 


4.3.7.1 Determine the number of recipients each enrolled PCP will accept as new patients; and  


Under our existing contract with DHCFP, we currently have an established benchmark to 
determine PCP capacity, considering all patients a PCP may treat. We use this calculation as 
part of our Access and Availability monitoring. The Access and Availability reports are 
submitted to DHCFP quarterly. PCPs who reach maximum capacity have closed panels, which 
are reflected in the provider directories.  


Open and closed panels are also updated in our PCP auto-assignment algorithm. We use a set 
of ZIP code algorithms to determine how many new members a provider can accept. This 
process indicates when a specific PCP or practice is full, allowing us to remove that provider 
from the provider list. The process also allows us to maintain a balance among contracted 
providers and match members with providers closely aligned with their geographical areas. 


4.3.7.2 Transmit member elections regarding PCP assignment for the forthcoming month. 


We currently transmit PCP data nightly to DHCFP through the Provider Supplied Data File 
and will continue to transmit these changes with the new contract. 


4.3.8 Provider Enrollment Roster Notification 


The Vendor must either notify or provide the means for providers to verify recipients’ PCP selection. 
The Vendor must establish and implement a mechanism to inform each PCP about any newly 
enrolled recipients assigned to the PCP on at least a monthly basis. This information must be made 
available to each PCP within five (5) business days of the Vendor receiving the Membership File. 
The Enrollment Sections will pass the Membership File through the system for verification of 
eligibility prior to distribution to the Vendor, who will in turn be responsible for keeping individual 
participating providers informed. The Vendor may elect to update its Membership File more 
frequently to keep PCPs informed of the enrollment activity. 


We comply with all PCP notification requirements stated, processing all PCP selections within 
five business days, but typically within 48 hours. 
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We work diligently to be certain our network of contracted providers is equipped with the 
information and tools necessary to deliver quality health care to our members. 
HPN@YourService is our online provider information center for member eligibility, PCP 
selection, benefits, claim status, online referrals and online prior authorization submission. This 
real-time system allows providers to search for information as soon as it is entered. Because the 
information, including the real-time enrollment roster eligibility, is available immediately, 
providers can often eliminate time spend on the telephone with member or provider services 
staff. 


4.3.9 Change in a Recipient's Status 


Within seven (7) calendar days of becoming aware of any changes in a recipient's status, including 
changes in family size and residence, the Vendor must electronically report the change(s) to DHCFP 
via the provider supplied data file. 


We comply with the requirement to send member changes to DHCFP. We enter changes to a 
member’s status within seven days of receiving the status change. Status change information is 
sent to DHCFP nightly via the provider-supplied data files. We have a fully operational and 
compliant process to extract the birth and demographic data changes from Facets nightly. The 
data is then populated into DHCFP’s prescribed provider-supplied data file layout and 
transmitted to DHCFP’s secure FTP site nightly. 


4.3.10 Transitioning/Transferring of Recipients 


4.3.10.1 Transitioning Recipients into Vendors 


The Vendor will be responsible for recipients as soon as they are enrolled and the Vendor is aware of 
the member in treatment. The Vendor must have policies and procedures for transitioning recipients 
currently receiving services in the FFS program into the Vendor’s plan. The Vendor must have 
policies and procedures including, without limitation, the following to ensure a recipient's smooth 
transition from FFS to the Vendor: 


A. Recipients with medical conditions such as: 


1. Pregnancy (especially if high risk); 


2. Major organ or tissue transplantation services in process; 


3. Chronic illness; 


4. Terminal illness; and/or 


5. Intractable pain. 


B. Recipients who, at the time of enrollment, are receiving: 


1. Chemotherapy and/or radiation therapy; 


2. Significant outpatient treatment or dialysis; 


3. Prescription medications or durable medical equipment (DME); and/or 


4. Other services not included in the State Plan but covered by Medicaid under EPSDT for children. 


C. Recipients who at enrollment: 
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Effective Transition of Care 


We are committed to providing 
seamless transition of care for our 
members receiving a course of 
treatment upon enrollment.  


1. Are scheduled for inpatient surgery(s); 


2. Are currently in the hospital; 


3. Have prior authorization for procedures and/or therapies for dates after their enrollment; and/or, 


4. Have post-surgical follow-up visits scheduled after their enrollment. 


Seamless Transition of Care 
We seamlessly transition care for newly enrolled members whether the member is transitioning 
from Medicaid FFS into Medicaid managed care, or from another health plan into our plan, 
regardless of the treatment they are receiving. 


Supported by a comprehensive transition of care policy and 
procedures, we coordinate health care services upon 
notification by a member, a health care provider or the 
DHCFP that a newly enrolled member is currently receiving 
health care services in the Medicaid or Nevada Check Up 
Fee-for-Service (FFS) Program. We assist in the transition 


and coordination of those services into the health plan. We also transitions care for certain 
members upon notification that the members are transitioning to another Medicaid contractor 
or the Medicaid FFS Program. Assistance may be provided through Utilization Management, 
Case Management, Member Services and Pharmacy Services.  


Examples of new members for which transition and coordination of services may occur without 
limitation include: 


 Members with medical conditions such as:  


– High risk pregnancy  


– Major organ or tissue transplantation services in progress 


– Chronic illness 


– Terminal illness 


– Intractable pain 


 Members who, at the time of enrollment, are receiving: 


– Chemotherapy or radiation 


– Significant outpatient treatment or dialysis 


– Prescription medications or durable medical equipment (DME) 


– Other significant medical or dental services not included in the State plan but covered 
by Medicaid under Early Periodic Screening Testing and Diagnosis (EPSDT) for 
children 


 Members who at enrollment: 


– Are scheduled for inpatient or medical or dental surgeries 


– Are currently in the hospital for medical or dental issues 


– Have prior authorization for medical or dental procedures or therapies for dates after 
enrollment 


– Have post-surgical medical or dental follow-up care scheduled 
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The process for transitioning new members is described in greater detail in Section 5.1.11.2 of 
this RFP. 


The Transition of Care Policy is included in this proposal as Attachment 4.3.10.1.C.  


Growing Importance of Transition of Care 
With the upcoming development of the Silver State Health Insurance Exchange (HIX), 
transition of care for our members is going to become an even more crucial issue. Because we 


are the only health plan with Medicaid, commercial 
and Medicare members in Nevada, we have already 
established provider networks, case management, 
quality programs and health education programs in 
the State to service members of all insurance types. As 
members transition between Medicaid and the new 
Silver State HIX, we can provide seamless transition 
because we use one information technology platform, 
Facets for all products. Facets maintains enrollment, 
utilization and claims history on one member record as 
a member moves fluidly to and from Medicaid and 
Commercial insurance. We are uniquely positioned to 


provide this single technology platform in Nevada heightening our transition of care abilities.  


4.3.10.2 Transferring Recipients between Vendors 


It may be necessary to transfer a recipient from one Vendor to another or to FFS for a variety of 
reasons. When notified that a member has been transferred to another plan or to FFS, the Vendor 
must have written policies and procedures for transferring/receiving relevant patient information, 
medical records and other pertinent materials to the other plan or current FFS provider. This includes 
any Care Management Organizations (CMOs) providing services to the FFS population. 


Prior to transferring a recipient, the Vendor (via their subcontractors when requested by the Vendor) 
must send the receiving plan or provider information regarding the recipient’s condition. This 
information shall include the name of the assigned PCP, as well as the following information, without 
limitation, as to whether the recipient is: 


A. Hospitalized; 


B. Pregnant; 


C. Receiving dialysis; 


D. Chronically ill (e.g., diabetic, hemophilic, etc.); 


E. Receiving significant outpatient treatment and/or medications, and/or pending payment 
authorization request for evaluation or treatment; 


F. On an apnea monitor; 


G. Receiving behavioral or mental health services; 


H. Receiving Nevada Early Intervention Services in accordance with an Individualized Family 
Service Plan (IFSP), which provides a case manager who assists in developing a plan to transition 
the child to the next service delivery system. For most children, this would be the school district 
and services are provided for the child through an Individual Education Program (IEP); 


Experience Counts 


“We are the only health plan with 
Medicaid, commercial and Medicare 
products in Nevada. We are also the 
only Nevada plan with experience 
transitioning care among the three 
products. Our members will appreciate 
our years of Nevada experience as they 
move in and out of the HIX and 
Medicaid.” 


—Kyle Clingo, Senior Vice President, 
Operations, HPN 
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I. I. Involved in, or pending authorization for,   major organ or tissue transplantation; 


J. Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 


K. Scheduled for prior authorized procedures and/or therapies on a date subsequent to transition; 


L. Referred to a Specialist(s); 


M. Receiving substance abuse treatment for recipients twenty-one (21) and older; 


N. Receiving prescription medications; 


O. Receiving durable medical equipment or currently using rental equipment;  


P. Currently experiencing health problems; or  


Q. Receiving case management (including the case manager’s name and phone number). 


When a recipient changes Vendors or reverts to FFS while hospitalized, the transferring Vendor shall 
notify the receiving Vendor, the receiving provider, or the DHCFP Quality Improvement 
Organization (QIO) as appropriate, of the change within five (5) calendar days. 


We maintain written policies and procedures for transferring and receiving relevant patient 
information. Our Transition of Care Policy complies with all requirements described in this 
section. Throughout our partnership with DHCFP, we have successfully transitioned members’ 
care from one vendor to another or to a FFS plan when necessary and notified.  


The Importance of Continuity of Care 
Continuity of care is as important for members who leave HPN as it is for our new members. 
When a member chooses to leave our health plan, his/her care coordinator works with the new 
health plan to coordinate the care transition and provides the gaining managed care 
organization with the following information upon request: 


 Member name, address, telephone number and Medicaid number 


 Plan enrollment date and disenrollment date 


 Diagnosis 


 Current PCP 


 Current home and community based services in place 


 Care coordinator name and telephone number 


 Date completed 


Further, upon notification that a member is transitioning to another Medicaid contractor or 
the Medicaid FFS program, we provide the receiving entity with the following information as to 
whether the member is: 


 Hospitalized 


 Pregnant 


 Receiving dialysis 


 Chronically ill (e.g., diabetic, hemophilic, etc.) 


 Receiving significant outpatient treatment or medications, or pending payment 
authorization request for evaluation or treatment 


 On an apnea monitor 
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Leading the Way 


Our active involvement in the 
development of the HIX ensures 
our ability to successfully transition 
members when necessary.  


 Receiving behavioral or mental health services 


 Nevada Early Intervention Services in accordance with the Individualized Family Service 
Plan (IFSP) provides a case manager who assists in developing a plan to transition the child 
to the next service delivery system. For most children, this is the school district and services 
are provided for the child through an Individual Education Program (IEP) 


 Involved in, or pending authorization for, major organ or tissue transplantation 


 Scheduled for surgery or post-surgical follow-up on a date subsequent to transition 


 Scheduled for prior authorized procedures or therapies on a date subsequent to transition 


 Referred to a specialist(s) 


 Receiving substance abuse treatment for members 21 and older 


 Receiving prescription medications 


 Receiving durable medical equipment or currently using rental equipment 


 Currently experiencing health problems  


 Receiving case management (including the case manager’s name and phone number) 


Maintaining Compliance with Confidentiality Requirements 
To maintain compliance with all confidentiality requirements, we obtain the member’s 
signature on the Member Authorization to Disclose Protected Health Information (PHI) form 
before releasing any information. 


For additional information, the Transition of Care Policy is included in this proposal as 
Attachment 4.3.10.1.C.  


4.3.10.3 Transitioning Recipients between Vendor and the State Designated Health Insurance 
Exchange (HIX)  


A recipient may need to be transitioned between Medicaid and the State-designated Health Insurance 
Exchange (HIX), due to changes in eligibility. When notified that a member is being transferred to 
the HIX, the Vendor must have written policies and procedures for transferring/receiving relevant 
patient information and other pertinent materials to/from the HIX. This must be done in compliance 
with the Health Insurance Portability and Accountability Act (HIPAA) and other privacy laws. 


Because we are the only vendor in the State of Nevada who has both a commercial population 
and a Medicaid population, we are the only vendor who has experience seamlessly transitioning 
members from Nevada Medicaid to a commercial product and from a commercial product to 
Nevada Medicaid. We do this on a daily basis for Nevadans in partnership with the DHCFP, 
the DHCFP’s third party eligibility vendor, commercial employer groups, commercial 
employers’ third party eligibility vendors, unions and individuals. 


We have established policies and procedures specific to Nevada for transferring/receiving 
relevant patient information and other pertinent materials to/from commercial plans, and 


when the HIX is formally established, we will have the 
same for that information to or from the HIX. As with all 
exchanges of data of this type from us, this has been and 
will continue to be done in complete compliance with 
HIPAA and other privacy laws.  


Not only are we committed to participate in the commercial 
Silver State Health Insurance Exchange as required by this RFP, we have been closely involved 
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in the design and development of the Silver State HIX. We have employees serving on two 
Silver State HIX committees, and they have been actively participating since the committees 
were established. 


Because we manage the eligibility, claims, prior authorizations and other services on one single 
information system (Facets) for commercial and members, each member’s information will be 
seamlessly managed between Medicaid and our MCO Transition Qualified Health Plan in the 
Silver State HIX. This approach to information management will minimize any adverse impact 
transitioning might have on our members. 
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Member Materials That Work 


We received a score of 100% for 
member materials in our latest 
DHCFP audit. 


4.4 Recipient Services 


4.4.1 Information Requirements  


The Vendor must have written information about its services and access to services available upon 
request to members and potential members. This written information must also be available in the 
prevalent non-English languages, as determined by the State, in its particular geographic service area. 
The Vendor must make free, oral interpretation services available to each member and potential 
member. This applies to all non-English languages, not just those that the State identifies as 
prevalent.  


The Vendor is required to notify all members and potential members that oral interpretation is 
available for any language and written information is available in prevalent languages. The Vendor 
must notify all members and potential members how to access this information.  


The Vendor’s written material must use an easily understood format. The Vendor must also develop 
appropriate alternative methods for communicating with visually and hearing-impaired members, and 
accommodating physically disabled recipients in accordance with the requirements of the Americans 
with Disabilities Act of 1990. All members and potential members must be informed that this 
information is available in alternative formats and how to access those formats. The Vendor will be 
responsible for effectively informing Title XIX Medicaid members who are eligible for EPSDT 
services, regardless of any thresholds. 


Availability of Member Materials 
We are committed to providing information that is meaningful, relevant and easy to read for 
our members in their language of preference. Because we are the longest-termed, sustaining 
partner to work with Nevada’s Medicaid and Nevada Check Up program, we understand the 
need for written information in both English and Spanish and have provided materials in the 
predominant languages since 1997. We received a perfect score of 100 percent on the Member 
Handbook standard in our 2011 audit conducted by DHCFP’s external quality review 
organization. 


Creating Easy to Understand Materials 
So that members can easily understand our member 
materials, we provide written material in plain, simple 
language and format that takes into consideration the 
special needs of our members. Consistent with this, member 
materials are provided in alternate formats upon request. 
All of our member materials are written at the eighth grade 
English reading level according to the Flesch-Kincaid Grade Level tool. We provide this 
information in English and the prevalent non-English language (Spanish in our service areas). 
Instructions also are provided for obtaining free alternative formats for members who are 
visually impaired or who require oral interpretation services or who are hearing impaired and 
need access through the 711 relay service. Member materials comply with the Americans with 
Disabilities Act of 1990. The Member Handbook and other written materials are available in 
alternative formats when requested.  
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Additionally, our creative team develops layouts and formats that are easy to understand, with 
clear labels and visuals and a table of contents. Our goal is to make both the content and the 
appearance of the handbook welcoming and easy to read. 


Accessing Member Materials Online 
Our website, www.hpnmedicaidnvcheckup.com, is available for those members who have 
Internet access. The website contains a broad range of information, including covered health 
services, health topics and other information members can use to access health services and 
improve their health. Our member communications have been developed through years of 
experience producing and evaluating member materials. Our member communications are 
regularly monitored for effectiveness through a cross-functional internal review at Quality 
Management meetings. We also review feedback from the State and our members to improve 
member materials and ensure that they resonate with the members in the communities we 
serve. 


Informing Members about EPSDT 
Our Member Handbook informs members of the importance of the Early, Periodic Screening 
Diagnosis and Treatment (EPSDT) program. EPSDT eligibility and provided services are 
described and members are encouraged to use these free services to help keep their children 
healthy.  


4.4.1.1 Member Handbook 


The Vendor must provide all members with a Member Handbook. The Vendor can meet this 
requirement by sending the Member Handbook to the head of the household. The handbook must be 
written at no higher than an eighth (8th) grade reading level and must conspicuously state the 
following in bold print. 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE 
CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN 
THE VENDOR AND THE ENROLLEE.” 


Providing a Member Handbook 
To keep members engaged in managing their health and allow them access to appropriate care, 
we mail a New Member Welcome Kit to each new member’s household within five business days 
of receiving the enrollment file. The New Member Welcome Kit includes a welcome letter, the 


Member Handbook and other materials 
that are identified as important for our 
Nevada members.  


Our Member Handbook presents 
information in a user-friendly way that 
helps members easily understand and use 
this material. We have extensive 
experience developing member materials 
at a low literacy level and for culturally 
diverse populations. Our Member 
Handbook is written at the eighth-grade 
reading comprehension level and is 
available in multiple languages, including 
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Spanish to accommodate the large percentage of native Spanish speakers currently residing in 
Nevada. The Member Handbook provides information on how to access health care services and 
programs available to support their health. The handbook also outlines member rights and 
responsibilities, including the grievance, appeals and fair hearings processes. It also contains 
full privacy policy statement. We comply with all state and federal requirements. 


The required specified language is printed prominently on the current Member Handbook. The 
cover for our 2012 Nevada Check Up Member Handbook is represented on the above graphic. 


A. The Vendor must submit the Member Handbook to DHCFP before it is published and/or 
distributed. DHCFP will review the handbook and has the sole authority, in conjunction with the 
Medical Care Advisory Committee (MCAC), to approve or disapprove the handbook and the 
Vendor’s policies and procedures. The Vendor must agree to make modifications in handbook 
language if requested by the DHCFP, in order to comply with the requirements as described 
above or as required by CMS or State law. In addition the Vendor must maintain documentation 
that the handbook is updated at least once per year. Prior to contract start date, the initial 
handbook must be submitted to DHCFP for its MCAC review. Thereafter, annual updates must 
be submitted to DHCFP for approval before publication and/or distribution.  


As evidenced for the past 15 years, we review and update the Member Handbook at least 
annually and comply with all State and CMS requirements in its contents. The Member 
Handbook is reviewed by a team that includes the compliance officer, Medicaid operations 
director and Medicaid marketing staff. Annual changes include program additions, state policy 
changes or contract amendments. As we did in 2006, the Member Handbook is submitted to 
DHCFP for approval by the Medical Care Advisory Committee before publication and 
distribution upon contract implementation. All subsequent changes to the Member Handbook 
throughout the remainder of the contract period are reviewed and approved by DHCFP as 
needed or at least annually. Updates are provided to each member and posted on the website 
household after DHCFP approval of the updates. 


B. The Vendor must mail the handbook to all members within five (5) business days of receiving 
notice of the recipient’s enrollment and must notify all members of their right to request and 
obtain this information at least once per year or upon request. The Vendor will also publish the 
Member Handbook on the Vendor’s Internet website upon contract implementation and will 
update the website at least monthly, as needed, to keep the Member Handbook current. At a 
minimum, the information enumerated below must be included in the handbook. 


Our Member Handbook is mailed to each new member’s household within five business days of 
enrollment as part of the new member material. For the convenience of our members, the 
Member Handbook is also available online at our member website 
(www.hpnmedicaidnvcheckup.com). The website copy of our Member Handbook is updated 
regularly and the printed version is updated at least annually or as needed based upon contract 
amendments or DHCFP requirements.  


We have included a comprehensive description of our Member Handbook in Section 5.1.11.3 of 
our RFP response as well as samples of the Member Handbooks as Attachment 5.1.11.3. 
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C. Explanation of benefits and how to obtain benefits, including out-of-plan benefits, and how to 
access them, the address and telephone number of the Vendor’s office or facility, and the days the 
office or facility is open and services are available. 


Our Member Handbook contains comprehensive information about the health care services 
available to members including how to access those services. Benefits information includes a list 
of covered services and instructions on accessing those services (including out of area services).  


Through all of our communications, members are encouraged to call the toll-free member 
services number shown in their Member Handbook if they have any inquiry or complaint. Our 
Nevada-based member services department operates from 8 a.m. to 5 p.m., Monday through 
Friday. Further, the Member Handbook contains information regarding the 24-hour Telephone 
Advice Nurse service available to our members. 


D. The role of the primary care provider (PCP) and a description of how the enrolled recipient will 
receive confirmation of their selection of a PCP, if a PCP was designated at the time of 
enrollment.  


Our Member Handbook contains complete information on the role of the primary care provider 
as the coordinator of the member’s medical needs. 


To assure that all our members have ongoing access to primary care, we will auto-assign a PCP 
to all members who have not pre-selected one. Information about PCP assignment is sent in a 
letter under separate cover and includes PCP name, medical specialty, hospital affiliation and 
office telephone number. 


E. Note: Confirmation of the member's PCP selection may be via an ID card and not printed directly 
in the member handbook. 


As a result of a collaborative effort with our providers and DHCFP undertaken to minimize 
confusion at the place of service, we do not issue an ID card to members. Members use their 
state-issued Medicaid card to obtain services. Our Member Handbook reminds members to 
bring their Medicaid cards whenever they receive health care services. 


F. A list of current network PCPs who are and who are not accepting new patients in the member’s 
service area, including their board certification status, addresses, telephone numbers, availability 
of evening or weekend hours, all languages spoken, with information on specialists and hospitals. 
The list may be supplied as a separate document from the member handbook. The provider list 
shall be updated by the Vendor monthly. 


Providing Access Information to Members  
Our comprehensive provider directory is part of the new member materials and includes the 
following information: 


 Sectioned by specialty, a list of current PCPs along with their board certification status 


 PCPs with open panels and closed panels are listed in separate sections  


 Office information including address, telephone numbers, hours of operation, including 
evening and weekend hours and other languages spoken by the PCP 


 Locations of other support services, including the locations for: 
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Expansive Provider 
Network 


We have the longest 
standing, stable provider 
network in Nevada with 
approximately 4,000 
providers.  


– Urgent care facilities 


– Dialysis 


– Durable medical equipment 


– Home health practitioners  


 A list of network dental providers, including pediatric dentists  


For the convenience of members, the provider directory is available both in hard copy and 
through the member website at www.hpnmedicaidnvcheckup.com. Listings are updated on 
the website each month, and hard copy updates are published twice yearly. The member 
website also allows members to search for PCPs by specialty, ZIP code or gender. 


Maintaining Adequate Access to Providers 
We have a fully developed and maintained network that provides 
the managed care benefits outlined in our RFP response for the 
entire State, including Clark and Washoe counties. We currently 
provide high-quality services to all members through our broad 
network of credentialed providers. 


Our Network Success 
Our provider network is unsurpassed in the State of Nevada and offers the greatest access to 
members. The longest standing provider network in the state of Nevada, we continue to use our 
best efforts to contract with all essential community providers in an effort to meet our 
members’ needs. We currently have approximately 4,000 providers in our expansive network. 
We have established standards for monitoring primary care providers for the Medicaid and 
Nevada Check Up memberships. Our network includes a total of 834 primary care providers 
accepting Medicaid patients, of which only 47 do not currently have the availability of 
accepting new patients. In addition, our behavioral health network includes a total of 139 
providers serving Medicaid and Nevada Check-up membership. Currently, there are only 8 
network providers who are not accepting new clients. 


G. Any restrictions on the member’s freedom of choice among network providers. 


As explained in the Member Handbook, our members are free to choose a PCP from the 
Provider Directory received with their New Member Welcome Kits. If the doctor they are 
currently seeing is on the list, they can remain with that doctor or choose another from the 
directory. If members need assistance or information, they are instructed to call our member 
services staff. 


H. Procedures for changing a PCP. 


Procedures for changing a PCP are simple and fully described in our Member Handbook. 
Members are instructed to call our Member Services department before going to a different 
doctor for assistance with changing providers. Typically, the PCP change is effective the same 
day. 


I. Member rights and protections as specified in 42 CFR 438.100. 


The Member Handbook contains a description of a member’s rights and protections while a 
covered member. We comply with any applicable federal and state laws that pertain to member 
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rights as specified in 42 CFS § 438.100 and confirm that our staff and affiliated providers take 
those rights into account when furnishing services to members. 


J. The amount, duration and scope of benefits available under the contract in sufficient detail to 
ensure that members understand the benefits to which they are entitled. 


Our Member Handbook lists all benefits to which the member is entitled by benefit type. 
Further, it lists any applicable limitations or exclusions. Members who have questions 
regarding benefits are encouraged to review the Member Handbook or contact a member 
services representative for personal assistance with benefits questions. 


K. Procedures for obtaining benefits, including authorization requirements. 


Our Member Handbook contains procedures for obtaining health care services and includes the 
following: 


 When to see a PCP or dentist, including time frames for receiving an appointment 


 Guidelines for scheduling prenatal care 


 When to see a specialist or go to the hospital 


 What to do and expect on the day of an appointment 


 Information on getting a prescription filled 


 What services require prior authorization and instructions for obtaining 


L. The extent to which, and how, enrollees may obtain benefits, including family planning services, 
from out-of-network providers. 


Our Member Handbook describes our service area as metropolitan Clark and Washoe 
Counties. Members are expected to seek medical care within the service area whenever 
possible. However, when members are out of the service area during an emergency, they are 
instructed to seek medical attention at the nearest hospital emergency room, identifying 
themselves as HPN members. 


Members are free to obtain family planning services from their PCP or from any doctor, clinic 
or family planning center that takes Medicaid patients. Further, members are informed in the 
Member Handbook that no referral is required for any member seeking family planning 
services from a doctor outside of the HPN Provider Directory. 


M. Procedures for disenrollment without cause during the 90 day period beginning on the date the 
enrollee receives notice of enrollment and the annual open enrollment period. The handbook must 
also have procedures for disenrolling with cause. 


Our Member Handbook contains information regarding enrollment, including when and how a 
member can change health plans and step-by-step instructions for submitting a request for 
disenrollment. In 2011, an average of only 18 members requested disenrollment each month. 


When a member becomes enrolled with Medicaid, they have a 90 day period in which they can 
change between the two MCO’s contracted with the State without cause. Following this 90-day 
period, members are locked in to their health plan until the next open enrollment period or if 
they can show good cause for disenrollment. To show good cause for disenrollment, members 
may submit to their health plan a request for disenrollment that includes the reason for the 
request. The health plan determines if there is good cause for switching plans, and, if a request 
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for change in health plans is approved, we notify the member of the effective date of the 
disenrollment.  


The open enrollment period is from July to September each year or as determined by the State 
of Nevada. 


N. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check 
Up eligibility will be auto-assigned as follows: by family affiliation (if other family members are 
enrolled); by history (assigned to the last Vendor in which the recipient was enrolled); or 
randomly. 


As described in the Member Handbook, members must be on Medicaid to be enrolled in our 
health plan. If a member loses Medicaid or Nevada Check Up eligibility, DHCFP notifies us of 
the loss of coverage and the member is disenrolled. 


Members who lose Medicaid coverage for a short time and have their coverage restored are 
auto-assigned based upon the following criteria: 


 By family affiliation (if other family members are enrolled 


 By history (assigned to the last plan in which the member was enrolled 


 Randomly 


O. The extent to which, and how, after-hours and emergency coverage are provided including: what 
constitutes an emergency medical condition; emergency and post stabilization services with 
reference to the definitions in 42 CFR 438.114; the fact that prior authorization is not required for 
emergency services; the process and procedures for obtaining emergency services, including the 
911-telephone system or its local equivalent; the locations of any emergency settings and other 
locations at which providers and hospitals furnish emergency and post stabilization services under 
the contract; the fact that, subject to regulatory limitations, the member has a right to use any 
hospital or other setting for emergency care. 


Our Member Handbook contains a comprehensive description of when members should use the 
emergency room, including definitions of emergency medical conditions and emergency and 
post-stabilization services as defined in 42 CFR 438.114. The Member Handbook further 
describes the procedures for seeking emergency dental care and non-emergency medical 
treatment at an urgent care location, such as SMA, University Medical Center (UMC) Quick 
Care clinics and recently added SMA clinics in Wal-Mart stores.  


Prior authorization is not required for emergency care and members have the right to use any 
hospital or other setting for emergency care. 


P. Explanation of procedures for urgent medical situations, and how to utilize services in other 
circumstances, including the recipient services telephone number; clear definitions of urgent care, 
emergency care, and emergency transportation, and clarification of the appropriate use of each. 


As stated above, our Member Handbook contains explanations of what constitutes urgent care 
and procedures for obtaining that care when needed. It also includes a list of common urgent 
care conditions. Urgent care locations are listed in the Provider Directory as well as on the 
member website. In addition, information is provided about the 24 hour Telephone Advice 
Nurse who can help members decide the best place to get help. 
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Q. Policy on referrals for specialty care and for other benefits not furnished by the member’s PCP, 
including explanation of authorization procedures. 


Our Member Handbook contains the policy on referrals for specialty care. A member’s PCP 
may help to choose or recommend a specialist from the Provider Directory when a specialist is 
indicated. The member then receives a referral form that can be given to the specialist. 
Appointments with specialists should be provided within 30 days for routine appointments and 
within three days for urgent appointments. Emergency referrals are scheduled on the same day 
or within 24 hours. If a member requires more than one appointment with a specialist, prior 
authorization can be obtained through the Utilization Management department. 


R. How and where to access any benefits that are available under the Title XIX and Title XXI State 
Plans but are not covered under the contract, including any cost sharing, and how transportation is 
provided. For a counseling or referral service that the Vendor does not cover because of moral or 
religious objections, the Vendor need not provide the information on how or where to obtain the 
service. The Vendor must notify the State regarding services that meet this criteria and in those 
instances, the State must provide the information on where and how to obtain the service. 


Our Member Handbook contains information about Medicaid-provided services available 
under Title XIX and Title XXI that are not part of our benefit plan and for which the member 
does not need to see their PCP or dentist to receive. These benefits can include: 


 Home and community-based waiver services 


 Non-emergency medical transportation 


 ICF/MR services (intermediate care facility for the mentally retarded) 


 School based health services 


 Indian health services and tribal clinics 


 The cost of services received prior to becoming a member 


 The cost of care in a special facility including an institution for the mentally retarded or a 
residential treatment facility for substance abuse 


 Services for people who need long term care 


 Transitional rehabilitative services 


 Orthodontic services 


S. Procedures for accessing emergency and non-emergency services when the recipient is in and out 
of the Vendor service area. 


As stated above, our Member Handbook contains procedures for accessing emergency and non-
emergency care when out of the service area. When members are out of the service area in an 
emergency, they are instructed to seek emergency attention at the nearest hospital emergency 
room. For non-emergency care, members are expected to use providers in our service area with 
the exception of family planning services, which can be obtained from any provider who 
accepts Medicaid. 
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T. Information on grievance and fair hearing procedures in Section 4.11 of this RFP, as specified in 
42 CFR 438.10(g). 


Our Member Handbook contains comprehensive information on the grievance, appeals and fair 
hearing process as specified in 42 CFR 438.10(g). These procedures are described in great 
detail in Section 4.11 of this our RFP response. 


U. Information on procedures for recommending changes in policies and services. 


Our Member Handbook instructs members to call Member Services when they have a 
suggestion regarding the improvement of our policies, services or programs. 


V. The Vendor must provide adult members with written information on advance directives’ policies 
and include a description of applicable State law. This information must reflect changes in State 
law as soon as possible but no later than 90 days after the change. The Vendor must ask each 
health care practice to ensure that a signed “Acknowledgment of Patient Information on Advance 
Directives” form is included in the recipient's medical record. (A sample form is available online 
at http://dhcfp.state.nv.us/advancedirectives.htm). 


The Member Handbook includes information on Advance Directives consistent with 42 CFR 
§438.6(i)(1). The information includes definitions of Advance Directive, Living Wills and 
durable power of attorney for health care decisions or health care power of attorney. It also 
provides instructions on how to file an Advance Directive. Members can also access this 
information online through our member website.  


Members and providers are given written information about advance directives, but members 
are free to choose whether or not to complete an advance directive and cannot be denied care in 
the absence of an advance directive.  


Copies of completed directives should be provided to:  


 PCP  


 Agent (a person acting on the member’s behalf) 


 Family 


Advance directives are described in more detail in section 4.4.1.2 of this our RFP response. 


W. To the extent available, quality and performance indicators, including member satisfaction. 


We are committed to providing quality health care services to its members. Our Member 
Handbook contains a brief description of our quality improvement program, which includes the 
following activities: 


 Mailings to children who need a well-child doctor visit  


 Mailings to children due for shots 


 Mailings to women who may be pregnant encouraging maternity care 


 Member satisfaction surveys on health care services  


 Educational mailings to members with asthma  


 Educational mailings to members with diabetes 
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In addition, member satisfaction information is available on the member website under 
Medicaid Quality work plans and performance results as well as through periodic newsletters. 


X. The Vendor is also required to provide to the member upon request, information on the structure 
and operation of the Vendor and information about physician incentive plans as set forth in 42 
CFR 438.6(h). 


Information not contained in the Member Handbook, including information related to HPN’s 
structure and operation and physician incentive plans, is available to members upon request. 
Guidance on how to access this information is contained in the Member Handbook, where 
members are directed to call the Member Services department to request this and any other 
information as desired. Depending on the request, we reply to the member in writing within 30 
days. 


Information related to the structure and operation is also available through newsletters, news 
articles and on our website. 


Y. The member handbook must include a distinct section for eligible recipients which explains the 
EPSDT program and includes a list of all the services available to children; a statement that 
services are free and a telephone number which the member can call to receive assistance in 
scheduling an appointment. 


One of the most important things members can do to keep their children healthy is to assure 
they get regular checkups. Our Member Handbook provides a section that describes the free 
Early, Periodic Screening Diagnosis and Treatment (EPSDT) program and lists all of the 
services available to children under the age of 21, including 


 Health history and physical exams 


 Vision and hearing 


 Immunizations 


 Laboratory tests 


 Dental services 


 Health education 


 Other needed health care services and treatment 


The Member Handbook directs members to contact Member Services if they need help 
scheduling an appointment and reminds members that the EPSDT services are free of charge.  


EPSDT is also referenced in the descriptions for medical and dental benefits. Further, we send 
a separate EPSDT brochure as part of the New Member Kit and again to members who have 
been part of our plan for six months as a means of encouraging participation.  


Z. Information regarding prescription coverage. 


Our Member Handbook provides information for members on prescription drugs, including: 


 Asking the PCP or pharmacist questions regarding the drug or how it should be taken 


 Accessing our formulary from the member website 


 Identifying whether or not the prescription is on the formulary or if it requires prior 
approval 
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 A list of approved pharmacies that can dispense the prescription: 


Members are also instructed to call Member Services if they need help with finding a drug 
store. Prescriptions can be filled at any Kmart, Wal-Mart, CVS, Sav-On, Albertsons, Vons, 
Safeway, Smiths, Target or Walgreen’s stores. 


AA. Notification of the member’s responsibility to report any on-going care corresponding to a plan 
of care at the time of enrollment, and their right to continue that treatment under the Vendor on a 
transitional basis. 


Our Member Handbook contains information about what members should do when they are 
receiving care from a doctor at the time of enrollment. They are instructed to call Member 
Services for assistance in staying with their current provider or transitioning to a provider 
listed in our provider directory. 


BB. Notification of the member’s responsibility to report any third-party payment service to the 
Vendor and the importance of doing so. 


Our Member Handbook contains information on other insurance and the members’ 
responsibility to report the existence of insurance other than Medicaid or Nevada Check Up. 
Members must inform HPN in addition to their doctors and other medical providers as the 
other insurance must be billed first. For example, if a member is hurt in a motor vehicle 
accident, we need to know if there is another insurance company that might help pay for the 
medical care. We contact the other insurance company and coordinate the payment; the 
member is not responsible for the cost of the care. 


CC. The Vendor must give each member written notice of any significant change, as defined by the 
State, in any of the enumerations noted above.  The Vendor shall issue updates to the Member 
Handbook, 30-days before the intended effective date, as described in 42 CFR 438.10(f)(4), when 
there are material changes that will affect access to services and information about the Managed Care 
Program; this includes additions and changes to the provider network.  The Vendor shall also provide 
such notices in its semi-annual recipient newsletters and shall maintain documentation verifying 
handbook updates 


We currently provide each member written notice of any significant change as defined by the 
State, in any of the enumerations noted above. The website copy of our Member Handbook is 
updated regularly and the printed version is updated annually or more often as necessary to 
accommodate benefits changes or material changes to the contract. When there are material 
changes that affect access to services or providers, inserts are sent to members to be kept with 
the Member Handbook until it can be formally changed, printed and distributed by mail to each 
member. 


When significant changes to the provider network occur, members are notified by letter within 
15 days of our being notified of the changes. In addition, we update the online provider 
directory as soon as these changes occur. 


DD. The Vendor must give written notice of termination of a contracted provider, within fifteen (15) 
business days after receipt or issuance of the termination notice. This notice shall be provided to each 
member who received his/her primary care from, or was seen on a regular basis by, the terminated 
provider. 
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Our Member Handbook contains information about what happens when a contracted provider 
terminates. If our contract with a provider is terminated, we notify members within 15 days of 
when we receive notification of the termination so the member can choose a new provider. We 
include our Member Services department telephone number to assist members who need help 
choosing another provider. 


EE. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, including 
hotlines, e-mail addresses and the address and telephone number of the Vendor’s fraud and abuse 
unit. 


Our Member Handbook defines fraud, waste and abuse (FWA) terminology and informs 
members of their right and responsibility to inform us of any suspected fraud, waste or abuse, 
including the following: 


 Falsifying claims/encounters 


 Alteration of claim 


 Double billing 


 Billing for services not provided 


 Denying access to services/benefits 


 Failure to refer for needed services 


 Member eligibility fraud 


 Physical abuse 


 Mental abuse 


 Emotional abuse 


 Neglect 


 Failure to report third party liability 


 Misrepresentation of medical condition 


 And other types of fraud, waste or abuse 


Members are instructed to call the Ethics Hotline or contact the Medicaid compliance officer at 
the address provided. 


Fraud, waste and abuse information is also addressed in newsletters when appropriate. 


4.4.1.2 Advance Directives Requirements 


Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, 
including advance directives, Vendors must have written policies and procedures with respect to all 
emancipated adult members receiving medical care through the Vendor. Specifically, this act requires 
the Vendor: 


A. To provide written information to each member at the time of enrollment concerning: 


1. The member’s rights, under State law, to make decisions concerning medical care, including the 
right to accept or refuse medical treatment and the right to formulate advance directives; 


2. The Vendor’s policies with regard to a member’s right to execute an advance directive, including 
a requirement that the network provider present a statement of any limitations in the event the 
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provider cannot implement an advance directive on the basis of conscience. At a minimum, the 
provider’s statement of limitation, if any, must:  


a. Clarify any differences between institution-wide conscience objections and those that may be 
 raised by individual network providers;  


b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; and 


c. Describe the range of medical conditions or procedures affected by the conscience objection. 


We comply with the requirements of Section 1902(w)(1) of the Social Security Act, the Patients’ 
Self-Determination Act for maintaining written policies and procedures on advance directives. 
In addition, we maintain written policies and procedures that reflect our respect of advance 
directives for all individuals receiving medical care by or through HPN in accordance with 42 
CFR subpart I of Part 489, and applies the definition of “Advanced Directives” as specified 
within 42 CFR 489.100.  


We support the rights of members to implement an advance directive and have their providers 
follow it. We notify members of these rights, under Nevada law, in the Member Handbook, and 
on the member website. The Member Handbook includes information stating that, “Nevada law 
gives you the right to have advance directives and to have those directives followed by your 
health care provider.” We also provide descriptions of the two major types of advance 
directives that members can have in effect should they become incapacitated: a living will and a 
durable power of attorney for health care.  


A part of all member assessments includes discussing a member’s advance directive status and 
providing education about the importance of having an advance directive. We also encourage 
members to discuss their advance directives with their providers and supply them with a copy 
of their advance directive upon request. 


Our advance directive policy and procedure states our process for gathering information on 
advance directives for adult members as part of our implementation of members’ rights to 
formulate an advance directive. This information is collected from the member as part of our 
care management intake process.  


Our advance directive policy and procedure makes clear that we have no limitations regarding 
the implementation of advance directives as a matter of conscience. This policy and procedure 
is clear in stating that we will help a member switch providers if the provider is not following 
the member’s advance directives because the individual physician has a conscientious objection 
to a particular medical condition or procedure. Care coordinators and the member services 
representatives in the Member Services department are trained on our advance directives 
policy and procedure.  


B. Vendor will educate the member to inform his/her provider to document in the member’s medical 
record whether the member has executed an advance directive; 


We educate members about their rights under Nevada law to establish advance directives 
about their medical treatment preferences should they become incapacitated, and about their 
right to accept or refuse medical or surgical treatment. Our Member Handbook, member 
website and interaction with our care managers are the primary vehicles for informing 
members about preparing an advance directive. The Member Handbook informs members to 
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discuss advance directives with their PCP and be sure that the PCP complies with their 
instructions to make an advance directive part of their medical record. 


If changes are made to federal or state laws regarding advance directives, we notify members of 
the changes. 


C. Not to condition the provision of care or otherwise discriminate against an individual based on 
whether or not the individual has executed an advance directive; 


It is against our policy to discriminate against a member based upon the member’s choice as to 
whether or not to formulate an advance directive. As previously stated, members and providers 
receive written information about advance directives, but members are free to choose whether 
or not to complete an advance directive and cannot be denied care in the absence of an advance 
directive. 


D. To ensure compliance with requirements of State laws regarding advance directives, including 
informing members that any complaints concerning the advance directives requirements may be 
filed with the appropriate State agency which regulates Vendors; and 


We comply with all requirements of State laws regarding advance directives, including 
informing members that any complaints concerning the advance directives requirements may 
be filed with the DHCFP. 


E. To educate Vendor staff and providers on issues concerning advance directives, at least annually. 


Sample advance directives policies, procedures and forms, as well as patient information concerning 
Nevada law, are available on the DHCFP’s website: http://dhcfp.state.nv.us/advancedirectives.htm. 


We understand that federal law requires all providers including physicians, hospitals, skilled 
nursing facilities, hospices and home health agencies to provide information to members on 
State law about advance directives, member’s right to accept or refuse treatment and the 
provider’s policies regarding advance directives. We educate network providers about their 
requirements under the federal and state law through our Provider Summary Guide and on the 
provider website.  


Our member services representatives are fully trained to assist members when asked about 
advance directives. 


4.4.2 Enrollee Services Department 


The Vendor shall maintain a Enrollee Services Department (aka, Member Services Department) that 
is adequately staffed with qualified individuals who shall assist enrolled recipients, enrolled 
recipients’ family members, or other interested parties (consistent with laws on confidentiality and 
privacy) in obtaining information and services under the Vendor’s plan. The Enrollee Services 
Department is to be operated at least during regular business hours.  


At a minimum, Enrollee Services Department staff must be responsible for the following:  


Explaining the operation of the Vendor; 


4.4.2.1 Assisting members in selecting and/or changing PCPs or Primary Care Sites (PCSs). The 
Vendor must report any PCP/PCS changes electronically to the DHCFP; 


4.4.2.2 Explaining covered benefits; 
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Local Advantage 


Our locally based member services 
team handles more than 170,000 calls 
per year from our Nevada members. 


4.4.2.3 Assisting members to make appointments and obtain services; 


4.4.2.4 Resolving, recording and tracking member grievances and appeals in a prompt and timely 
manner; 


4.4.2.5 Responding to member inquiries; and 


4.4.2.6 Assisting members in obtaining out-of-area and out-of-network care. 


While the Enrollee Services Department will not be required to operate after business hours, the 
Vendor must comply with the requirement to provide urgent care and emergency coverage twenty-
four (24) hours per day, seven (7) days per week. The Vendor must have written policies and 
procedures describing how enrolled recipients and providers can obtain urgent coverage and 
emergency services after business hours and on weekends.  Policies and procedures must include 
provision of direct contact with qualified clinical staff. Urgent coverage means those problems which, 
though not life-threatening, could result in serious injury or disability unless medical attention is 
received. 


Member Services Department 
Since 1997, we have been committed to helping our members navigate the health care system 
and manage their health by providing exceptional customer service and the right information 
and assistance when they need it. Our Member Services department handles more than 170,000 
calls annually from members and is staffed by 40 highly qualified member services 
representatives, including bilingual representatives, between the hours of 8 a.m. and 5 p.m. 
Pacific Time, Monday through Friday, excluding State-approved holidays.  


A unique feature of our member services operation is 
its location in Las Vegas, the state’s largest population 
center and home to many of our members. Our local 
presence allows members to walk into the Las Vegas 
office for personalized assistance when they prefer. We 
realize that our members are diverse, with different attitudes about their health and different 
health care needs. Our commitment to our members is to ensure that we connect them with the 
right team members, to receive the right services, at the right time and in the right setting. 


Our current partnership with Nevada’s Medicaid program proves that we are uniquely 
prepared to continue providing seamless member services to new and continuing members. Not 
only do we offer a member services suite that already meets the requirements outlined in this 
section, but we have worked to establish relationships with current Medicaid members and a 
wide range of network providers—the longest standing Medicaid provider in Nevada.  


Member Services Responsibilities 
Member Services is responsible for providing assistance, education and advocacy services to 
our members and addressing inquiries from potential members, community-based 
organizations and the general public. Key member services functions include, but are not 
limited to:  


 Handling all incoming calls from members  


 Providing information, education, advocacy and assistance with: 


– Member rights and responsibilities 
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– Eligibility questions/verification 


– The role of the PCP, PCP assignments, changes and appointments, including the 
electronic reporting of changes and updates to DHCFP 


– Covered benefits and services, including behavioral health services 


– How to access care and services under a managed care program, including out-of-area 
and out-of-network care  


– Information about how to resolve access to care issues including assistance with the 
resolution of service or medical delivery problems 


– Referrals to participating specialists 


– Member grievance, appeals and complaints 


– Information about care management, care coordination and disease management 
services 


– Member materials, including but not limited to Member Handbooks, member 
newsletters, health and wellness materials 


Access to Emergency and Urgent Care  
The Member Handbook contains the policies and procedures that members use to obtain 
emergency and urgent care, including after-hours care 24 hours a day, seven days a week. The 
procedures clearly specify what the member should do in the case of a life-threatening 
emergency, an emergency dental situation and non-life-threatening situations that require 
urgent care at an urgent care location such as SMA, University Medical Center (UMC) Quick 
Care clinics and Saint Mary’s Urgent Care Center. 


Further, our Telephone Advice Nurse is available 24 hours a day, seven days a week to help the 
members obtain the right care or to decide on appropriate care options.  


4.4.3 Medical Provider Requirements 


4.4.3.1 Primary Care Provider (PCP) or Primary Care Site (PCS) 


The Vendor shall allow each enrolled recipient the freedom to choose from among its participating 
PCPs and change PCPs as requested. 


Each enrolled recipient must be assigned to a PCP or Primary Care Site (PCS), within five (5) 
business days of the effective date of enrollment. Members with disabilities, chronic conditions, or 
complex conditions must be allowed to select a specialist as their PCP. Members with disabilities 
must be given an additional 30 days to select a PCP. The Vendor may auto-assign a PCP or PCS that 
has traditionally served the Medicaid population to an enrolled recipient who does not make a 
selection at the time of enrollment. If the enrolled recipient desires, the Vendor shall allow him or her 
to remain with his or her existing PCP if the PCP is a member of Vendor’s primary care network. 


Supporting Member Choice in Provider Selection 
To support member choice of provider, our member services representatives work with 
members during the welcome call to ensure members are assigned a network PCP who is 
appropriate to their circumstances. The member is informed that they have the ability to 
change PCPs at any time. Member services staff is available to answer questions about 
participating providers and to help with PCP changes. If a member requests a change in PCP, 
staff is prepared to assist the member in identifying and changing to a new PCP. 
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We currently comply with the selection criteria described above including: 


 Assignment of a PCP for each enrolled member within five business days of the effective 
date of enrollment 


 Members with disabilities, chronic conditions or complex conditions are allowed to select a 
specialist as their PCP 


 Members with disabilities are given an additional 30 days to select a PCP 


 If a member does not select a PCP at enrollment, one is auto-assigned based upon defined 
criteria 


 A member may remain with an existing PCP if the PCP is a member of the primary care 
network 


We agree to continue to comply with the selection criteria. Our Member Handbook contains 
detailed information about choosing and changing PCPs and the process is described in detail 
in section 5.1.11.3.B of our RFP response. 


4.4.3.2 Twenty-Five (25) Mile Rule 


The Vendor must offer every enrolled recipient a PCP or PCS located within a reasonable distance 
from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may not be more 
than twenty-five (25) miles from the enrolled recipient’s place of residence per NAC 695C.160 
without the written request of the recipient. 


We maintain an Availability Standards for Geographic Distribution of Practitioners policy that 
complies with this requirement and acknowledges that Medicaid PCPs and dentists are offered 
to each member within a reasonable distance, and not more than 25 miles from the member’s 
place of residence without the written request of the member. On a quarterly basis, we use geo-
access mapping and data driven analyses to verify compliance with the State’s access standards 
and report our results to the State. All applicable analyses conducted consistently demonstrate 
our ability to meet and exceed the DHCFP standards. 


4.4.3.3 Assignment of a PCP or PCS 


If an enrolled recipient does not choose a PCP, the Vendor shall match enrolled recipients with PCPs 
by one or more of the following criteria:  


A. Assigning enrolled recipients to a provider from whom they have previously received services, if 
the information is available; 


B. Designating a PCP or PCS who is geographically accessible to the enrolled recipient per NAC 
695C.160 (25 Mile Rule);  


C. Assigning all children within a single family to the same PCP;  


D. Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in 
treating that condition, if the Vendor knows of the condition; and/or 


E. Assigning a member to a PCP upon receipt of a claim for services rendered by a PCP to the 
member. 


The Vendor shall ensure that enrolled recipients receive information about where they can receive 
care during the time period between enrollment and PCP selection/assignment. The Vendor shall 
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notify the enrolled recipient in writing of his or her assigned PCP within five (5) business days of 
assignment. 


Assigning a PCP 
Upon joining our plan, members may select a PCP from our network based upon personal 
preference and the type of care needed. Members may also change primary care providers or 
submit a complaint if they have concerns about a provider, their treatment plan, or any aspect 
of their care.  


To promote continuity of care, we initially auto-assign PCPs to members who have not pre-
selected a PCP, based upon the following criteria: 


 Preference One: Previous Service or Enrollment─ If information is available for providers 
from whom the member has received services or if the member was previously enrolled 
with us, the member’s previous PCP or specialist as PCP of record is assigned.  


 Preference Two: Family Members ─ If there was no previous enrollment, the process takes 
into consideration family members who were previously enrolled and the PCP of record is 
assigned. The assignment process screens for appropriate assignments, such as not 
assigning a pediatrician if the member is an adult or assigning a child with special health 
care needs (CSHCN) a practitioner experienced in treating that condition. 


 Preference Three: Member Demographics and Proximity ─ If there is no individual or 
family prior enrollment with HPN, a PCP is assigned based upon geographic proximity, 
language spoken, age and gender.  


In some cases, a PCP assignment is prompted through receipt of a claim for services provided. 
Prior to PCP assignment, the claim is reviewed to determine its status as a valid claim.  


We have procedures and safeguards in place to ensure that all members are assigned a PCP in 
a timely manner and at the time of enrollment or that they are effectively transitioned to a PCP 
when they are under a provider’s care at the time of enrollment. When a member is receiving 
care when they join our plan, they are instructed to call our member services department for 
assistance with staying with the provider they are currently using or changing to a provider in 
the service area.  


4.4.3.4 Changing a PCP or PCS  


A. An enrolled recipient may change a PCP or PCS for any reason. The Vendor shall notify enrolled 
recipients of procedures for changing PCPs. The materials used to notify enrolled recipients shall 
be approved by DHCFP prior to publication and/or distribution. 


Our Member Handbook and member website include detailed information on members’ rights 
to change a PCP for any reason. Consistent with our current contract, the information in the 
Member Handbook is submitted for DHCFP approval prior to publication and distribution.  


Members are instructed to call the Member Services department so that a member services 
representative can facilitate a PCP change, making sure that the chosen PCP is appropriate to 
the care needed and that the practice is designated as open or accepting new patients. Member 
Services then performs all of the steps necessary to complete the PCP change. Typically, the 
change is effective the same day the request is made, but no later than the first of the next 
month. 
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First PCMH in Nevada 


SMA is the first fully operational PCMH 
in Nevada. We have risk-stratified its 
29,000 members to identify those 
members whose conditions put them at 
greatest risk – and developed plans for 
improving their outcomes. 


B. In cases where a PCP has been terminated, the Vendor must notify enrolled recipients in writing 
and allow recipients to select another primary care provider, or make a re-assignment within 
fifteen (15) business days of the termination effective date, and must provide for urgent care for 
enrolled recipients until re-assignment. 


We promote continuity of care when a provider terminates from the network by providing 
timely assistance to members in securing a transfer to an appropriately credentialed, 
contracted provider and addressing individual clinical needs that may arise from the transfer. 
Our goal is to notify all members affected by a change in a PCP’s panel within 15 days of the 
termination effective date, based upon when the health plan receives notice of the termination.  


The service coordination team works collaboratively with the departing provider to develop a 
clinically appropriate transition plan and with the member to choose a new provider. Service 
coordinators work closely with members and providers to ensure approval in releasing 
information to the new provider. This process is included in our written policies and 
procedures. 


C. The Vendor may initiate a PCP or PCS change for an enrolled recipient under the following 
circumstances: 


1. Specialized care is required for an acute or chronic condition; 


2. The enrolled recipient’s residence has changed such that distance to the PCP is greater than 
twenty-five (25) miles. Such change will be made only with the consent of the member; 


3. The PCP ceases to participate in the Vendor’s network;  


4. Legal action has been taken against the PCP, which excludes provider participation; or 


5. The recipient will be given the right to select another PCP or PCS within the Vendor network. 


We acknowledge that it may initiate a PCP change for a member based upon the circumstances 
described above. 


D. The Vendor shall document the number of requests to change PCPs and the reasons for such 
requests. 


We comply with all requirements related to documenting and reporting the number of requests 
for PCP changes, including the reasons for such requests and looks forward to our continued 
partnership. 


4.4.3.5 Use of Medical Homes and Accountable Care Organizations 


A. The Vendor is required to use existing patient-centered medical homes/health homes, when 
available and appropriate. 


Our Leadership in Nevada PCMH Development 
Leading the way in Nevada, we have a fully 
operational patient-centered medical home (PCMH) 
with SMA, our largest primary care provider in 
Southern Nevada where 29,000 of our members have 
their primary care physicians. Exclusively contracted 
with HPN for our Medicaid and Nevada Check Up 
members, SMA was the first and only medical practice 
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NCQA Accreditation for PCMH 


“This accreditation demonstrates that we 
are successfully making Southwest 
Medical Associates a true ‘medical 
home’ for our patients.”   
 
 —Southwest Medical Associates 
division chief of adult medicine Dr. 
Nancy Yu 


in Nevada to achieve NCQA recognition as a Level III PCMH, the highest level attainable, in 
both adult medicine and pediatrics.  


Because of our unique relationship, SMA does not accept members from other insurance 
companies. As a result, HPN’s successful reprocurement of the Medicaid and Nevada Check 
Up programs in this RFP eliminates the need for any transition of care for more than 29,000 
members calling SMA their medical home.  


Importance of NCQA Recognition for PCMH 
The importance of the NCQA recognition for PCMHs is to recognize primary care providers 
that successfully achieve patient-centered care by working in teams to coordinate and track 
care. SMA has earned the recognition by consistently ensuring patients receive the right care at 
the right time in the right setting. The PCMH recognition process includes a survey of nine 
standards including the following: 


 Access and communication provided in a culturally sensitive manner 


 Patient tracking and registry functions 


 Care management 


 Patient self-management support 


 Electronic prescribing 


 Test tracking 


 Referral tracking 


 Performance reporting and improvement 


 Advanced electronic communications. 


Advantages of the Medical Home for HPN Members 
Our medical home encourages our providers to coordinate care and work collaboratively with 


other providers to verify that appropriate care is given to our members. 
All medical information including records, test results and referrals to 
other care providers, including specialists, are housed with the patient’s 
primary care physician and made available to other involved specialists.  


Our PCMH has a significant impact on achieving health care delivery 
objectives including the following:  


 Less duplicative testing – Eliminating the need for patients to endure duplicate tests and 
procedures. 


 Improve access to care – Convenient access to care is a critical foundation for every medical 
home. Each practice is held accountable for improving access to care for members, 
increasing the percentage of same day visits and reducing the percentage of no shows. 


 Reduce non-emergency emergency room visits – Our medical home has access to the 
emergency room utilization of our members through our Accountable Care Population 
Registry (Population Registry), which provides a daily data feed of members visiting the 
emergency room and integrates tracking and outreach processes. We use these referrals and 
the registry to contact members using the emergency room for primary care and 
establishing alternatives. 
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 Reduce inappropriate admissions and readmissions – Our experience shows that more 
proactive care coordination of members with chronic conditions reduces inappropriate 
admissions and effective care transitions reduce readmission rates over time. Our inpatient 
case management team and the SMA PCMH team work together to improve care 
transitions from hospital to home, including follow up with a PCP as necessary. 


 Improve care of high risk members – Electronic medical records (EMR) provide better 
access to information on individual members, but do not provide population views that 
include risk of their assigned members overall or visibility to those complex members with 
chronic conditions. Our medical home-eligible members are identified and managed in 
HPN’s cutting edge Population Registry tool, which enables SMA to track their progress 
over time as a focused priority. 


Population Management Approach 
We have risk-stratified our PCMH populations, which helped us identify the highest risk 
cohorts. The stratification allows us to target our population care management approach, 
eliminating gaps in care and impacting outcomes for some of our more vulnerable members. 


Example: Risk Stratification for High Risk Members 
Three years of claims data for our 29,000 SMA membership was risk-stratified through Impact 
Pro to identify high risk cohorts. We identified the patients with the highest risk of an 
admission in the next 90 days. Using these high risk lists we proactively outreach to these 
patients in the population who need specific follow up action using on evidence-based gaps in 
care. Real-time data is compiled from hospital inpatient and ER discharges and provided to 
SMA through the web-based population registry. This tool enables several processes: 


 Discharge Management Follow-ups within 7 Days: Discharge management provides lists of 
practice patients newly discharged from an inpatient stay. Data are uploaded daily from 
inpatient discharges. When Nevada’s HIE is operational, data will come from there through 
its HL/7 hospital Admissions/Discharge/Transfer (ADT) file. 


 Emergency Visit Follow-ups within 7 Days: This section provides daily updates listing 
practice patients visiting the emergency room. Data are uploaded locally from hospital ADT 
files requested by the local health plan. 


 Health Risk Cohorts: This section provides access to cohorts of high risk patients chosen by 
the practice clinical leadership based upon SMA analyses of population risk. 


 Preventive Care: This section provides access to action lists of patients with preventive care 
services coming due. 


The following illustrates the risk cohorts identified through the risk-stratification of SMA’s 
members. 
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B. Vendor should use supportive provider services and contracting to support the expansion of 
patient-centered medical homes/health homes. 


Supporting Expansion of Patient-Centered Medical Homes 
We are actively pursuing the expansion of patient-centered health care and are committed to 
working with providers in Nevada to develop this model of care by including them in our 
contracted network and sharing our expertise when appropriate. Further, we are dedicated to 
supporting health home implementation, which drives improvement in patient care and 
population health by sharing relevant, actionable and timely clinical information. Using our 
proprietary Population Registry tool, practice teams can measure, monitor and manage access 
to care, utilization and evidence-based care for high risk patients. HPN has successfully 
implemented this tool to take action and drive continuous improvement in outcomes for the 
population overall.  


Population Registry 
Our Population Registry is a proprietary, secure web-based tool available to clinical teams to 
access clinical information on the assigned member population. To assist providers in 
developing registries of patients with chronic conditions, we will make our Population Registry 
available to practices to access clinical information on their assigned patient population.  
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The Population Registry is currently being used by SMA with plans to offer the registry to 
other medical practices in Clark and Washoe counties seeking PCMH engagement. In addition, 
we are currently in discussions with a large, Federally Qualified Health Center about becoming 
a PCMH.  


The Population Registry provides the capability to deliver an integrated clinical view to the 
PCMH providers to ensure they have a comprehensive view of the clinical history of the whole 
person: both medical and behavior.  


The registry provides three levels or views of clinical information:  


 Population view provides access to lists of patients in the population who need specific 
follow up action, and integrates processes and scripts for follow up steps. Data is compiled 
from real-time hospital inpatient and ER discharges and updates from Impact Pro gaps in 
care. This tool enables several processes: 


– Discharge Management Follow-ups within 7 Days: Discharge management provides lists 
of practice patients newly discharged from an inpatient stay. Data are uploaded daily 
from inpatient discharges. When Nevada’s HIE is operational, data will come from 
there through its HL/7 hospital Admissions/Discharge/Transfer (ADT) file. 


– Emergency Visit Follow-ups within 7 Days: This section provides daily updates listing 
practice patients visiting the emergency room. Data are uploaded locally from hospital 
ADT files requested by the local health plan. 


– Health Risk Cohorts: This section provides access to cohorts of high risk patients chosen 
by the practice clinical leadership based upon SMA analyses of population risk. 


– Preventive Care: This section provides access to action lists of patients with preventive 
care services coming due. 


 Patient view provides access to three years of clinical history, for each given patient. The 
data is refreshed twice monthly with automated updates from the SMART data warehouse. 
Our SMART system serves both as a data warehouse and a data analytics product for 
enhanced reporting of predictive care models, episodes of care, claims lag, utilization, unit 
costs, provider profiling, member retention and other analytical capabilities. SMART is a 
multi-dimensional relational database that houses information from the various 
administrative and care management-oriented information systems. 


 Performance view enables practice leadership to access reports on performance trends, 
outcomes and (in future) incentive levels achieved. The performance view provides critical 
data that is analyzed to support the four pillars as we discussed above – improve access to 
care; reduce non-emergent emergency room visits; reduce avoidable 
admissions/readmissions; improve care of high risk patients with chronic conditions. 


Through these views, practices can access emergency room visit information that they can act 
upon immediately. Emergency room visits are updated on a daily basis. The patient view 
provides individual patient clinical history over a three year period to support care 
management, including history of emergency room usage and whether the member has special 
health care needs or has developmental disabilities. 


In other states where UnitedHealthcare has deployed the Population Registry as an integral 
component of the HIT Suite, medical home practices are supported with a form of health 
information exchange, a secure web-based population data repository, clinical outcomes 
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measurement, as well as care coordination management and support. In turn, the practices 
work with us to achieve shared goals to improve access to care, reduce avoidable emergency 
room visits, reduce inappropriate utilization and address care opportunities for high-risk 
patients.  


Sample Screens for the Population Registry 
The following pages contain two screen shots of elements and tools of the Population Registry.  


The following screen illustrates the population view, discharge management screen. 
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The following screen illustrates the patient view. 
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Four Pillars of Performance 
Through the Population Registry with daily admissions, discharge and transfer information 
from hospitals, PCMHs have the data they need to assess and impact the four pillars of 
performance identified as essential to high quality, patient-centered care. The four pillars of 
performance are: 


 Reduce inappropriate hospital admissions 


 Reduce non-emergent use of the emergency room 


 Improve primary care provider access 


 Improve care for high-risk patients 


The four pillars of performance are shown below as the foundation for a PCMH, 
demonstrating how a PCMH fits into the Accountable Care Community model.  


 


Including Behavioral Health Homes in the Health Home Model 
Supportive services within HPN have also enhanced our ability to address co-morbidities. 
Several new committees have been formed over the past year, such as Care Coalition 
Coordination, Large Case Management and we continue to have frequent discussions with the 
medical directors of both medical and behavioral health.  


Our exclusive capitated provider operates similarly to a behavioral health home (BHH). 
Through the delegation agreement with HPN, it provides innovative and aggressive utilization 
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management, which involves intense case management of individual members and their 
families. Our provider has practices in Las Vegas and Reno.  


States across the nation are following Nevada Medicaid’s example by making plans to establish 
BHHs as part of a comprehensive strategy for ensuring that those who have the most serious 
mental health issues receive integrated medical and behavioral treatment. We believe that this 
approach to providing services positions HPN to support the continued efforts of developing 
health homes within the behavioral health community. 


Due to intensive case management and the inclusion of BHHs into the patient centric model, 
our data shows a dramatic drop in inpatient psychiatric admissions, bed days, average lengths 
of stay and readmission rates. The following table illustrates the results:  


Nevada Medicaid and 
Nevada Check Up 


12 months prior to 
implementation 


12 months after 
implementation 


Reduction


Admissions  443 223 50% 
Bed Days 3,432 1,472 43% 
Average Length of 
Stay (ALOS) 


7.75 6.6 15% 


Re-admission  58 19 67% 


C. Vendor shall use Accountable Care Organizations (ACOs) and other innovative models, when 
available and appropriate. 


We remain committed to creating and supporting innovative models, including accountable 
care organizations (ACOs). A leader in Nevada in the development of innovative strategies, our 
Population Registry is an important vehicle for promoting the exchange of critical data in 
support of our PCMH and BHH management activities.  


Nationally, UnitedHealthcare has numerous ACO contracts and models of care, bringing a 
national expertise to the local Nevada market as we expand these models of care here in 
Nevada. As Nevada expands its Health Homes, HPN looks forward to bringing our experience 
to bear as well. We have collaborated on Health Home model development with other states 
such as Arizona and Washington. 
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4.5 Network 


The Vendor is required to establish and manage provider networks in geographically accessible 
locations as specified in NRS 695C.070.11 and 695C.080.2 (a). The Vendor shall maintain a network 
of physicians, hospitals, and other health care professionals and ancillary services through which it 
provides the items and services included in covered benefits in a manner that complies with the 
requirements of this section and meets access standards described in Section 4.5.5 of this RFP. The 
Vendor shall ensure that its network providers are appropriately credentialed and well coordinated 
with other network services and services available outside of the health plan network. The network 
shall include an adequate number of PCPs, specialists, and hospitals appropriately credentialed as 
health care professionals located in geographically and physically accessible locations to meet the 
access standards specified in this RFP. The Vendor’s management oversight includes, but is not 
limited to, credentialing, maintenance, provider profiling, peer review, dispute resolution and 
Medical Director Services.  


Network providers will be required to use designated practice guidelines and protocols mutually 
agreeable to the Vendor and DHCFP. Prior to the contract start date the Vendor shall identify the 
practice guidelines it intends to use for acceptance by DHCFP. Submission shall occur after awarded 
contract. The State shall accept or reject within ten (10) business days of receipt.  


Managing Provider Networks in Geographically Accessible 
Locations 
Health Plan of Nevada (HPN) has the longest-standing Medicaid provider network in the state. 
Since 1997, HPN has provided members with a stable network of contracted and committed 
providers dedicated to delivering high quality services. HPN is committed to ensuring this same 
level of exceptional service and to further expanding its network of Medicaid providers 
throughout the term of this contract.  


HPN’s affiliated companies, anchored by SMA, form the backbone of our delivery system with 
enhancements through a broad network of additional contracted primary care, specialty and 
ancillary providers. Our existing provider network in Clark and Washoe counties consists of 
approximately 4,000 contracted medical, dental, hospital and ancillary providers.  


Below is a grid showing the number of contracted providers in both Clark and Washoe 
counties:  


Contracted Network Clark County Washoe County 


Obstetrical Providers 165 40 


Pediatrics Providers 201 39 


Family Practice Providers and 
Internal Medicine 


586 159 


Hospitals 10 4 


Specialists 1,211 468 


Ancillary Medical Services 528 184 


Ambulatory Surgery Centers 24 9 


Laboratory 1 1 


Radiology Centers 17 5 
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Contracted Network Clark County Washoe County 


Skilled Nursing Facilities 5 2 


Urgent Care Centers 14 6 


Dentists 269 71 


Total 3,031 988 


Through our partnership with SMA, members have exclusive access to 250 providers, 23 of 
which are OB/GYN providers and 19 of which are Pediatricians. Members receive a high level 
of integrated, comprehensive care. Additionally, SMA operates the only 24-hour urgent care 
facility within the Las Vegas area located conveniently in the center of the Las Vegas valley at 
the corner of Charleston Boulevard and Rancho Drive. Having access to the only 24-hour 
urgent care in the Las Vegas valley affords members with unparalleled access to quality care at 
any time of the day or night. Having access to a 24-hour urgent care center helps to avoid time 
consuming, costly and unnecessary visits to local emergency rooms. In addition, SMA opened 
convenient care clinics in three Wal-Mart Las Vegas locations during 2011. These clinics 
function as walk-in primary care offices and offer another point of care for members. Members 
also have a broad choice of primary care providers in addition to SMA.  


Our provider network offers a wealth of advantages to members, including: 


 Access to high quality medical and dental providers 


 Providers who are geographically located in ZIP codes heavily populated by members and 
conveniently located in proximity to public transportation corridors 


 A culturally and linguistically diverse provider network to meet the unique member needs 


As evidenced by the table below, the number of providers participating in HPN’s provider 
network has continued to grow annually for the last several years. This constant growth 
provides members enrolled in HPN’s Medicaid plan with access to the best physicians within 
the state of Nevada.  


Number of providers combined in Clark and Washoe Counties: 


Year Number of Providers 
2008 3,370 
2009 3,531 
2010 3,551 
2011 3,837 
2012 4,019 


Our vast experience and knowledge of managing the Nevada market has led to HPN receiving 
exemplary scores from DHCFP’s EQRO with respect to Access and Availability audits.  


The following table outlines our most recent audit scores in this area, and showcases our 
successes for the state:  


Access and Availability Audit Scores 
2006 Audit Score 2009 Audit Score 2011 Audit Score 


100% 95.5% 100% 


All providers who participate in our provider network are required to complete HPN’s NCQA 
compliant credentialing process prior to executing an agreement. This rigorous NCQA 
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approved credentialing process ensures that only highly qualified health care professionals 
render services to our members. Additionally, each provider is also re-credentialed every three 
years to re-certify all information is the most up to date and accurate and that the provider 
continues to meet HPN’s requirements, as well as credentialing criteria and standards. 


Our Provider Services department is responsible for management oversight of the provider 
network. HPN provider services advocates conduct comprehensive site visits with newly 
contracted providers, during which our policies and procedures (including practice guidelines) 
are reviewed and discussed. Providers also receive the latest version of the annual Provider 
Summary Guide and are instructed on how to use the HPN’s website, 
www.healthplanofnevada.com and the online provider portal, We’re@YourService®. The 
information available online includes policies and procedures, the Provider Summary Guide, the 
provider directory (which is updated monthly), the preferred drug list and the semi-annual 
provider newsletters. HPN’s We’re @YourService® allows providers to use an Internet 
connection from their offices to obtain benefit and eligibility information, check claims status 
and submit prior authorization requests electronically. Thereafter, we schedule provider site 
visits periodically for continuing education, ongoing assistance and support.  


In the event DHCFP decides to expand the service area of this contract to include counties 
outside of Clark and Washoe, and because of our experience with the successful expansion into 
Washoe County in 2003/2004 and our considerable network development experience, combined 
with our ample, dedicated resources and operational infrastructure. We are confident that our 
contracting will meet (and in most cases exceed) the provider network requirements in the 
expanded services areas.  


4.5.1 Practice Guidelines and Protocols 


The Vendor must adopt practice guidelines and protocols which: 


HPN collaborates with network providers and medical directors to establish guidelines and 
protocols to which providers must adhere to remain in compliance with contractual obligations. 
As such, we have satisfied, and will continue to adhere to, the requirements as outlined 
throughout RFP section 4.5.1. 


4.5.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in 
the particular field; 


Evidence-Based Guidelines and Protocols 
We have established a proven method for implementing meaningful evidence-based guidelines 
and protocols. We encourage provider participation in the approval of nationally recognized 
guidelines, online provider conferencing, customized workshops, educational initiatives and 
quality initiatives. We have extensive experience in developing robust collegial relationships 
between providers to implement and monitor the use of evidence-based guidelines.  


Clinical guidelines are developed for the clinician’s use in managing common and important 
medical conditions. HPN physicians have developed all clinical guidelines, allowing for 
extensive input from practicing physicians. In most cases, nationally recommended guidelines 
rovided the basis for the HPN guidelines, which were then modified to fit our local 
environment. The guidelines are reviewed regularly by the HPN Medical Directors. These 
guidelines constitute a framework only, however. In all cases, the provider’s clinical judgment 
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can override the guideline if the provider feels that strict adherence is not in the patient’s best 
interest. If the provider decides to deviate, the medical record should indicate the rationale for 
this variation.  


For example, in 2009, HPN identified the potential over-utilization of cesarean sections (C-
sections) as an issue because the health plan’s C-section rate was 36.13 percent, which was 
three percentage points higher than the national average. Based upon the review of this data by 
our Women’s Health Task Force, a multi-faceted initiative was put into action. All OB/GYN 
providers with 30 or more deliveries in one year received initial letters from the chief medical 
officer highlighting the provider’s C-section (primary and total) and vaginal delivery rates. 
Each individual OB/GYN provider’s total C-section rate was then compared to the health plan 
and to their peers. The total C-section rate for each provider showed if the rate was within the 
normal distribution of their peers or if the rate was significantly higher or lower. Following this 
physician communication, the C-section rates were published for health plan members in 
addition to including information about timely and appropriate labor and delivery. The chief 
medical officer has also placed personal phone calls to OB/GYN providers to discuss their 
action plans for improvement. As of December 2011, the health plan’s C-section rate was 36.08 
percent, a slight decrease from 2009. This indicates a continued improvement opportunity. 


Further, all primary care physicians receive quarterly confidential lists of members with 
chronic conditions who need tests and exams. These profiles are based on current scientific 
evidence included in HPN’s clinical practice guidelines. Notations, for example, show whether a 
health plan member with diabetes needs a flu shot and/or an annual diabetes eye exam. If a 
physician notes that this test or exam was already completed, he or she may send back a change 
request form to HPN indicating this discrepancy. Our staff then enter this information into a 
supplementary database to prevent this notation occurring again.  


As another example, a primary care physician in Las Vegas received his profile in the second 
quarter 2012. The profile noted that a patient on his panel with diabetes needed an eye exam; 
however, an eye exam was already noted for this patient in the past year. The doctor submitted 
a change request form to HPN with the date of the test to show that our member already 
received this exam. 


Our clinical guidelines are published in our annual Provider Summary Guide and posted to the 
www.healthplanofnevada.com website. 


4.5.1.2 Consider the needs of the Vendor’s members; 


HPN recognizes the unique needs of the member population and remains fully committed to 
meeting those needs. Our provider network is extensive, comprising direct contracts with 
approximately 4,000 providers spanning various medical specialties, including primary care 
and specialty providers, hospitals, ancillary medical services and dental providers. Our 
provider network consists of providers who are geographically located in zip codes heavily 
populated by members and conveniently located in proximity to public transportation 
corridors. The provider network also comprises providers who are culturally and linguistically 
diverse, recognizing the diversity amongst our members within the state of Nevada.  


HPN requires all primary care providers to deliver medically necessary preventive care 
services, provide 24 hour, seven days a week coverage, make referrals to specialty care 
providers as appropriate and properly maintain current medical records for members. 
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Through quarterly member and patient satisfaction surveys, monthly secret shopper surveys 
and ongoing review of complaint and grievance data, HPN monitors compliance with these 
requirements and have received excellent reviews and scores in this area in all previously 
completed independent state audits. Provider advocates conduct after hours audits annually 
and prior to office site visits to ensure providers are compliant in offering access to medical 
care after hours. 


We have exclusive access to the providers affiliated with SMA, which is one of Nevada’s 
premier medical groups, with geographically accessible locations throughout the Las Vegas 
Valley. OB/GYN services are particularly important to HPN members and SMA offers a choice 
of 23 OB/GYN providers in five locations throughout the Las Vegas valley. These providers 
have varying cultural backgrounds and are fluent in several different languages, including 
Spanish, Tagalog, Farsi, French and Korean, among others. 


Additionally, we provide female members of childbearing age with direct access (no referral 
required) to a women’s health specialist within the network for covered women’s routine and 
preventive health care services. HPN has 205 OB/GYN providers that offer services to our 
members in Clark and Washoe counties. This health care professional is in addition to the 
member’s designated primary care physician. Coverage is also provided for family planning 
services, according to federal regulations, through both contracted and non-contracted 
providers. No prior authorization or letter of agreement is necessary for a member to receive 
these services; however, HPN retains responsibility for coordinating and documenting out-of-
network family planning services provided to eligible members and the amounts paid for such 
services.  


We have the largest network of women’s health providers for Medicaid MCO members in the 
State of Nevada. In comparing our network to currently published provider directories, HPN 
has more than 30 percent more physician OB/GYNs statewide than the other Medicaid MCO 
vendor. HPN has almost three times the number of physician Obstetricians/Gynecologists in 
Washoe County alone. This network allows more choice and better access for our female 
Medicaid members. In 2002, when the State faced a crisis in obstetrics when medical 
malpractice premiums became so high that many obstetricians chose to close their practice to 
newly pregnant women, our providers agreed to continue to accept new patients. Our members 
were able to access the care they needed. 


4.5.1.3 Are adopted in consultation with contracting health care professionals; and 


HPN’s practice guidelines and protocols currently, and will continue to, meet the requirements 
as stated in section 4.5.1.3 of the Scope of Work.  


We are committed to continuously improving the health care and services we provide to our 
members. Through our 15 years of experience in the State of Nevada in coordinating health 
care and services for members, we have developed and continue to refine an internal quality 
assurance program, our Quality Improvement Program (QI Program), to verify we, and our 
providers, operate in accordance with all applicable state and federal regulatory and 
contractual requirements. Nevada continues to benefit from the extensive experience we have 
gained through administering the Medicaid plan in the state as well as from our flexibility to 
address the unique needs of the Medicaid and Nevada Check Up programs. 
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Further, we encourage provider participation in the approval of nationally recognized 
guidelines, online provider conferencing, customized workshops, educational initiatives and 
quality initiatives. We have extensive experience in developing robust collegial relationships 
between providers to implement and monitor the use of evidence-based guidelines. 


4.5.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 


HPN currently reviews and updates our practice guidelines and protocols regularly as outlined 
in the Scope of Work and, upon execution of the new contract; we will continue to adhere to 
these standards. 


4.5.2 Dissemination of Practice Guidelines 


The Vendor must:  


4.5.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, 
upon request, to members and potential members, including prior authorization policies and 
procedures; 


Disseminating Information on Clinical Practice Guidelines  
The HPN Provider Summary Guide contains the practice guidelines and is updated and 
provided to our provider network annually. The guide is provided via hard copy during annual 
site visits and posted on the HPN provider website. When the clinical guidelines are updated or 
changed, Provider Services sends out the updated guidelines via email and/or fax blast 
notifications to all network providers. Updated guidelines are also provided to network 
providers in our quarterly provider newsletter. Additionally, updates are incorporated into the 
online Provider Summary Guide. For providers with limited or no Internet access, our Provider 
Relations team will provide a hard copy of the Provider Summary Guide by either sending via 
U.S. mail or hand delivering to the provider office. 


To promote provider use of standardized evidence-based clinical guidelines, we provide the 
following resources to our network providers: 


 Hard Copy - Hard copy provider communications and related training materials are 
distributed to specific providers who are treating members with conditions targeted by 
disease and chronic care management programs 


 Provider Website - Websites provide current resources and educational tools for provider 
access, which are user-friendly, accessible and readily available 


 Verbal Communication - Verbal communication methods, both telephonic and face-to-face, 
for working with providers who are identified as not providing treatment within evidence-
based guidelines. For example, if our data analytics team note a member is using the 
emergency room either excessively or for services that could be treated via an alternate 
manner, the provider will be contacted. Appropriate treatments will be identified and a 
pathway set, following evidence-based clinical guidelines, for the member to follow, thus 
driving appropriate utilization.  


4.5.2.2 Ensure that decisions for utilization management, member education, coverage of services, 
and other areas to which the guidelines apply are consistent with the guidelines; 


We will continue to make certain that decisions for utilization management, member education, 
coverage of services and other areas are consistent with the required applicable practice 
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guidelines and protocols. The provider advocates continually educate the network providers to 
ensure they understand how the Utilization Management department interacts with their 
offices to provide timely decisions. HPN encourages our contracted providers to access “We’re 
@YourService” to view real time updates on prior authorization requests for coverage 
determinations. Upon denial of a pre-service request, providers are provided with the appeal 
process. 


We ensure that decisions for utilization management, member education, coverage of services 
and other areas to which the guidelines apply are consistent with the guidelines through 
multiple methods. These methods focus on all of the areas listed above. 


Utilization Management 
HPN’s Corporate Medical Affairs Committee reviews, discusses and approves utilization 
management protocols. The committee is composed of physicians, legal counsel, pharmacists, 
nurses and other clinical staff with significant years of clinical experience. Prior to approval, 
the committee discusses the current scientific evidence as needed, including HPN’s clinical 
practice guidelines to ensure consistency. The committee also oversees and approves all of 
HPN’s clinical guidelines. This review of both utilization management protocols and clinical 
practice guidelines by the same individuals provide consistency in the discussions and 
approvals.  


Member Education  
We develop and maintain member education materials based on current evidence-based 
guidelines. Prior to finalizing all member education materials, our Health Education and 
Wellness and Quality Improvement staff evaluate the consistency of the education with our 
clinical guidelines. A dedicated medical director reviews written member education materials 
used for mailings, in-person health education classes and for use by providers.  


Coverage of Services 
HPN’s Corporate Medical Affairs Committee reviews and discusses coverage of services to 
ensure consistency with health plan benefits and clinical practice guidelines. Health plan 
benefits specialists also are present at committee meetings to ensure clinical protocols and 
services are consistent with health plan benefits.  


Other Areas 
HPN Medical Management and Quality Improvement staff ensure that clinical practice 
guidelines are consistent with HPN clinical programs. Our Health Management and Complex 
Case Management program education materials, assessments and care plans are consistent 
with HPN clinical practice guidelines. 


4.5.2.3 Meet and require its providers to meet State standards for timely access to care and services, 
taking into account the urgency of the need for services; 


We have established the following standards for primary care, specialist care and dental care 
for our membership. We monitor compliance with these standards on a quarterly basis and 
review the provider network compliance with the following standards: 
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Practitioner Type  Provider/Member Ratio 
Percent with Open 


Panels* 
Primary Physicians  1/1,500 members 50% 
Specialists  1/1,500 members 50% 


Dentists  
1/1,500 members 


(at most 1/2,000 per 
geographic area) 


50% 


Our dental network also includes, at a minimum, one pediatric dentist, one dental hygienist, 
one oral surgeon and one orthodontist for Clark and Washoe counties. 


The HPN provider contracts contain the provision that services are available 24 hours per day, 
7 days per week and require providers to meet the state standards for timely access to care, 
taking into account the urgency of the need for services.  


Providers have a contractual obligation to comply with access standards set forth within their 
contract. Primary Care Physicians must adhere to the following criteria when scheduling 
patients:  


Service Standard


Preventive 


Appointment is 
scheduled within 
30 days from the 


date of 
referral/request 


Routine Care 
Appointment is 


scheduled within 
7 days 


Urgent Care Within 24 hours 
Emergent Same day 


Specialty providers must adhere to the following guidelines when scheduling patients 


Service Standard


Routine Care Within 30 days 


At Risk Within 14 days 
Expedited Within 72 hours 
"STAT" Within 24 hours 


Our policies outline the monitoring mechanisms used to assess compliance with HPN’s 
standards for access to care. We monitor providers by performing quarterly member 
satisfaction surveys, on-going review of complaint/grievance data, annual and ad hoc office-site 
visits and annual after-hours telephone surveys completed by provider relations. Provider 
advocates also conduct secret shops of the network providers to ensure all appointments are 
scheduled within the contractual timeframes. The HPN Provider Summary Guide delineates that 
the Provider Services department conducts onsite visits and ongoing monitoring of providers to 
detect deficiencies and that corrective action is taken when determined necessary. 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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4.5.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation 
offered to commercial members or comparable to Medicaid FFS, if the provider serves only Medicaid 
members;  


HPN ensures that its network of providers offer hours of operation without discrimination 
based upon the plan the member has selected for his/her health care coverage. Specifically, we 
ensure that hours of operation offered to members are no fewer than the hours of operation 
offered to commercial members or any FFS member. Additionally, our provider contracts 
include a provision prohibiting providers from differentiating or discriminating in the treatment of 
members or in the quality of services delivered to members on the basis of race, gender, age, religion, 
place of residence, health status, health care needs, or source of payment, and to observe, protect and 
promote the rights of members as patients. 


We monitor compliance with this requirement by performing member satisfaction surveys, 
monitoring complaint/grievance data, annual and ad hoc provider office-site visits, and 
information compiled from after-hours telephone surveys completed by provider relations. 
HPN is contracted with 14 urgent care centers in Clark County, including one 24-hour urgent 
care and 6 urgent care centers in Washoe County that offer extended daily and weekend hours 
in the covered service areas. 


4.5.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) 
days a week, when medically necessary; 


HPN’s network provider contracts contain the provision that services are available 24 hours 
per day, seven days per week and require providers to meet the state standards for timely 
access to care. We contract with 14 urgent care centers in Clark County, which includes SMA’s 
24-hour urgent care and 6 urgent care centers in Washoe County, which provides extended 
daily and weekend hours in the covered service areas. 


4.5.2.6 Establish mechanisms to ensure compliance by providers; 


Provider Compliance with Network Standards  
We maintain and monitor the network to ensure that members have adequate and timely 
access to all services covered under the contract for members. We also monitor network 
providers’ compliance with their adherence to guidelines.  


We use the following mechanisms to ensure compliance by network providers: 


 Office site visits conducted by our provider advocates – conducted, at a minimum, annually 


 Member satisfaction surveys – conducted quarterly  


 Patient satisfaction surveys – ongoing, results reviewed quarterly 


 After-hours telephone surveys – conducted annually  


 Complaint and grievance data – ongoing, as received 


 Secret shopper – conducted monthly, as needed 


 Medical Director engagement – daily, attendance at monthly Joint Operations Committee 
(JOC) meetings 


Our audit results have been favorable and demonstrate that our established mechanisms for 
ensuring our provider’s compliance with our contracts and programs have been successful. 
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4.5.2.7 Monitor providers regularly to determine compliance; 


The HPN Provider Services management team continually reviews the reporting and analysis 
obtained from member satisfaction survey results, complaint and grievance data, office site 
visit forms and the after-hours telephone survey to monitor provider compliance. 


Provider services advocates are assigned to specific provider groups to assist providers with 
areas of education or inquiries that providers may have related to compliance with HPN’s 
access and availability standards. Providers and their office staff have direct access to their 
assigned advocate who is responsible for ongoing education and support. 


4.5.2.8 Take corrective action if there is a failure to comply by network providers; and 


Approach to Corrective Action 
HPN’s ongoing and thorough monitoring of provider compliance with the items referenced 
above in sections 4.5.2.1 – 4.5.2.5 allow for early detection of deficiencies by the contracted 
providers within our network. In the event a deficiency is found within the HPN provider 
network, the Provider Services department addresses the issue with the specific provider(s) and 
requires compliance with their contractual obligations through implemented corrective action 
plans. Continued failure by the provider/provider group to comply would lead to further 
disciplinary action, up to and including termination of a provider/provider group contract.  


Presently, our policies contain the monitoring mechanisms to assess compliance with HPN’s 
standards for access to care. We monitor provider compliance by performing member 
satisfaction surveys and monitoring complaint/grievance data, office-site visits and compiling 
information from an after-hours telephone survey completed by provider relations staff 
members. The HPN Provider Summary Guide indicates that the Provider Services department 
conducts onsite visits and ongoing monitoring of providers to detect deficiencies and that HPN 
takes corrective action as necessary. The results of the corrective action are presented to the 
Credentialing Committee for approval.  


4.5.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally 
competent manner to all members, including those with limited English proficiency and diverse 
cultural and ethnic backgrounds.  


The Vendor may not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his/her license or certification under applicable State law, 
solely on the basis of that license, specialty or certification.  If the Vendor declines to include an 
individual or groups of providers in its network, it must give the affected network provider(s) written 
notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to require the Vendor to 
contract with providers beyond the number necessary to meet the needs of its members; or, preclude 
the Vendor from using different reimbursement amounts for different specialties or for different 
practitioners in the same specialty; or, preclude the Vendor from establishing measures that are 
designed to maintain quality of services and control costs and are consistent with its responsibilities 
to members. 


The Vendor must provide to the State supporting documentation, in a format specified by the State, 
which demonstrates it has the capacity to serve the expected enrollment in its service area in 
accordance with the State’s standards for access to care. Such documentation must demonstrate that 
the Vendor offers an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic distribution to 
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meet the needs of the anticipated number of members in the service area. The Vendor must submit 
such documentation at the time it enters into a contract with the State and at any time thereafter when 
there has been a significant change, as defined by the State, in the Vendor’s operations that would 
affect adequate capacity and services. A significant change includes but may not be limited to:  
changes in the Vendor’s services, benefits, geographic service area or payments; or, enrollment of a 
new population in the network.  


HPN has established a culturally and linguistically diverse provider network to meet the needs 
of the Nevada Medicaid population, including those with limited English proficiency and 
diverse backgrounds. We do not and prohibit any act of discrimination to both members and 
providers. If we decline a provider request for participation, the provider is advised of our 
decision in writing.  


We actively participate in state and federal efforts to promote the delivery of services in a 
culturally competent manner to all members. We focus our efforts on facilitating culturally 
competent care for all members, but especially for those individuals with limited English 
proficiency and diverse cultural and ethnic backgrounds. We comply with all state and federal 
regulations pursuant to MSM Chapter 100, Section 103.6 as well as 42 CFR 438.206(b)(2).  


We are dedicated to making sure that the services we provide take into account principles of 
cultural competency. We believe that cultural competency is at the heart of serving our 
members, meeting their special health needs and honoring their unique circumstances. Because 
we already have a strong and stable presence in Nevada, we have developed diverse community 
relationships with agencies and community organizations that have enhanced our 
understanding of the diversity within Nevada as well as the particular needs of underserved 
and financially disadvantaged populations. HPN continues to be dedicated to participating in 
the community we serve and in the larger scope of national efforts to incorporate cultural 
competence into all aspects of providing high quality, accessible health care to our members. 


HPN currently submits and will continue to provide the state with access and availability 
reports on a quarterly basis. In the event of a significant change HPN will notify the state and 
ensure our members to do not experience any disruption in the delivery of health care services. 


4.5.3 Network Management 


4.5.3.1 Primary Care Provider (PCP) or Primary Care Site (PCS) Responsibilities 


The PCP or a physician in a PCS serves as the recipient’s initial point of contact with the Vendor. As 
such, the PCP or the physician at the PCS is responsible for the following: 


A. Delivery of covered medically necessary, primary care services and preventive services, including 
EPSDT screening services; 


B. Provision of twenty-four (24)-hour, seven (7) days per week coverage; 


C. Referrals for specialty care and other covered medically necessary services in the managed care 
benefit package; 


D. Members shall be allowed to self-refer for family planning, obstetrical, gynecological, mental 
health and substance abuse services, within the Vendor’s network; 


E. Continuity and coordination of the enrolled recipient’s health care; and 
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F. Maintenance of a current medical record for the enrolled recipient, including documentation of all 
services provided by the PCP, and specialty or referral services, or out-of-network services such 
as family planning and emergency services. Although PCPs must be given responsibility for the 
above tasks, the Vendor must agree to retain responsibility for monitoring PCP and PCS activities 
to ensure they comply with the Vendor’s and the State’s requirements. The Vendor is prohibited 
from imposing restrictions on the above tasks.  


Responsibilities of Primary Care Providers and Primary Care Sites 
HPN’s network provider contracts contain the provision that services are available 24 hours 
per day, 7 days per week and require providers to meet the state standards for timely access to 
care, taking into account the urgency of the need for services. HPN offers free standing Urgent 
cares, convenient cares and the option of the Telephone Advice Nurse service for members that 
require urgent care but not emergent.  


HPN’s Provider Summary Guide provides detailed instructions to network providers regarding 
the medical and dental EPSDT/Well Baby/Well Child Referral screening and the process that 
must be followed to comply with this requirement. Our Utilization Management department, in 
collaboration with Provider Services, assists PCPs with the coordination of 
authorizations/referrals for services. The PCP is responsible for initiating the coordination of 
medically necessary services beyond the scope of their practice. The PCP monitors the progress 
of referred members’ care and ensures that members are returned to the PCP’s care as soon as 
medically appropriate. Members can self-refer in network for family planning, OB/GYN, 
mental health and substance abuse services.  


For a member in active treatment who selects or is auto-assigned to HPN, our case 
management team use information obtained from the prior carrier to coordinate care and will 
ensure the member's care is not disrupted during the transition process. The HPN case 
manager works collaboratively with the HPN Provider Services department to secure member 
specific Letters of Agreement, if needed, in the event the member’s current provider is not an 
HPN contracted provider. With the execution of the member specific letter of agreement, the 
HPN case manager will arrange for care to be continued with the member's current provider to 
ensure continuity of care, and the member's care will be transitioned after the member's 
medical condition is stable. 


HPN’s Provider Summary Guide and contracts indicate PCP’s and specialists are responsible 
for appropriate documentation and maintenance of medical records. We maintain 
responsibility for monitoring medical records to ensure that providers are following the correct 
standards for record documentation, following HIPAA and record retention. 


We monitor providers by performing member satisfaction surveys, monitoring 
complaint/grievance data, office site visits, and compiling information from an after-hours 
telephone survey completed by provider relations. The HPN Provider Summary Guide 
delineates that the Provider Services department conducts onsite visits and ongoing monitoring 
of providers to detect deficiencies and that we take corrective action as necessary.  


4.5.3.2 Laboratory Service Providers 


The Vendor shall ensure that all laboratory testing sites providing services under this contract have a 
valid Clinical Laboratory Improvement Amendments (CLIA) certificate, a CLIA identification 
number, and comply with CLIA regulations as specified by 42 CFR Part 493. The Vendor shall 
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provide to DHCFP, on request, copies of certificates of any laboratories with which it conducts 
business.  


Quest Diagnostics, a publicly traded company with a valid CLIA certificate, is HPN’s sole 
source laboratory provider. Quest Diagnostics has 24 patient service centers in Las Vegas and 4 
locations in the Reno/Sparks area. Quest Diagnostics patient service centers are conveniently 
located throughout the covered service areas. As part of the credentialing process for 
laboratories, we maintain copies of applicable licenses and valid Clinical Laboratory 
Improvement Amendments (CLIA) certifications and, at the request of DHCFP, will provide 
copies. 


4.5.3.3 Essential Community Providers 


Examples of Essential Community Providers are listed in Attachment N. An essential community 
provider is defined as a provider: 


A. That accepts patients on a sliding scale fee, determined on the income of the patient; 


B. That does not restrict access or services due to financial limitations of a patient; and 


C. That can demonstrate to DHCFP that the restriction of patient base from this provider would 
cause access problems for either Medicaid or low-income patients. 


D. The Vendor is required to negotiate in good faith with all of the following essential community 
providers who are located in the plan’s geographic service area(s): 


E. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health 
care services;  


F. The University Medical Center of Southern Nevada to provide inpatient and ambulatory services; 


G. The University of Nevada School of Medicine (UNSOM) System, including Mojave Mental 
Health clinics, to provide health care and behavioral health care services;  


H. University of Nevada, Las Vegas, School of Dentistry; 


I. School-Based Clinics;  


J. Mental Health and Developmental Services Division (MHDS); 


K. Health Division; 


L. Substance Abuse Prevention and Treatment Agency (SAPTA); 


M. Division of Child and Family Services;  


N. County Child Welfare Agencies; and 


O. Any health provider designated by DHCFP as an essential community provider. DHCFP will 
notify the Vendor of providers designated by DHCFP as essential community providers.  


P. At the States option, the Vendor may be required to contract with other agencies within the 
DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various Washoe 
and Clark County entities in providing medically necessary services, including behavioral health. 
If this option is exercised and there is any resulting additional expense incurred by the vendor, the 
DHCFP will adjust the capitation rate so that it remains actuarially sound. 
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Q. Negotiating in good faith requires, at a minimum, offering contracts that are at least as beneficial 
to the provider as contracts with other providers in the same geographic area for similar services. 
Providers who work through one of the essential community providers must be negotiated in 
good faith. 


Diverse Community Linkages 
HPN maintains comprehensive contracts with essential community providers to provide a 
comprehensive network to meet member needs, including providers within items E through G 
above. Moving forward, we will contract with the new providers as outlined in the RFP. The 
contracts offered to essential community providers do not differ from the contracts offered to 
other network providers. We will negotiate in good faith, as always, and will work to contract 
with these other essential community providers listed in this section upon contract award 
notification. 


4.5.4 Subcontractors 


All Subcontracts, including delegation agreements, must be in writing, must be prior approved by the 
DHCFP, and must contain all applicable items and requirements as set forth in the DHCFP Managed 
Care Contract, as amended. The Vendor may not delegate any item or requirement in the DHCFP 
Managed Care Contract to any subcontractor or network provider without the express, written 
approval of the DHCFP. The Vendor’s failure to obtain advance written approval of a Subcontract 
from the DHCFP will result in the application of a penalty equal to one (1) month’s current capitation 
payment for an adult female TANF recipient for each day that the subcontractor was in effect without 
the DHCFP’s approval. Without limitation the Vendor must make all Subcontracts available within 
five (5) business days of a request by the DHCFP. This includes but is not limited to administrative, 
technical and medical providers. 


The Vendor may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes 
Capitation payments to the Vendor. Notwithstanding the use of subcontractor(s), the Vendor accepts 
and acknowledges its obligation and responsibility under this Contract as follows: 


For the past 15 years, all subcontracts and delegation agreements have been prior approved by 
DHCFP and will continue to be prior approved under the new contract. HPN provides the 
majority of services for its members at its location in Nevada, including quality management, 
claims processing, utilization management, medical management, member services, provider 
services, case management, enrollment, pharmacy services, health education, IT and executive 
leadership. HPN’s only subcontractor is Human Behavior Institute (HBI), a full risk-capitated 
provider group that provides mental health and substance abuse services. The State approved 
the HBI contract on April 12, 2011.  


4.5.4.1 For the provision of and/or arrangement for the services to be provided under this Contract; 


With the exception of HBI’s mental health and substance abuse services, HPN provides all of 
the requirements of our contract through our operations based in Nevada, including quality 
management, claims processing, member and provider services, case management, enrollment, 
clinical staff and executive leadership. We assume responsibility for providing and arranging 
the services to be provided under this contract and will continue to do so with the new contract. 
HPN entered into a full risk-capitated provider arrangement with HBI, our only subcontractor, 
on June 1, 2011. HBI’s reputation precedes them; they bring a deep understanding of the 
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Medicaid population based upon their 20 years of experience with the population. They excel at 
identifying high-risk members with severe mental health conditions to better facilitate 
coordinated care with other providers and social services. They control inpatient and 
outpatient utilization, and decrease provider waste and abuse were rewarded by the results 
they provided. 


4.5.4.2 For the evaluation of the prospective subcontractor’s ability to perform the activities to be 
delegated; and 


HPN currently assumes responsibility for the evaluation of our subcontractor’s ability to 
perform their activities under this contract and will continue to do so with the new contract. 
Our strong partnership with our subcontractors maximizes health care benefits through 
collaboration and development of innovative, transparent and cost-effective programs. Our 
subcontractor works with us to evaluate health care delivery and outcomes and ensure 
standards are met to promote uniformity and cost-effective service. We understand the 
importance of program oversight and monitoring to identify and eliminate fraud, waste, and 
abuse; and ensure service excellence in accordance with contractual requirements. 


4.5.4.3 For the payment of any and all claims payment liabilities owed to providers for services 
rendered to enrolled recipients under this RFP, for which a subcontractor is the primary obligor 
provided that the provider has exhausted its remedies against the subcontractor; provided further that 
such Provider would not be required to continue to pursue its remedies against the subcontractor in 
the event the subcontractor becomes insolvent, in which case the provider may seek payment of such 
claims from the Vendor. For the purposes of this section, the term “Insolvent” shall mean: 


A. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a 
bankrupt or otherwise approving a petition seeking reorganization, readjustment, arrangement, 
composition, or similar relief under the applicable bankruptcy laws or any other similar, applicable 
Federal or State law or statute; or 


B. The appointment by such a court or tribunal having competent jurisdiction of a receiver or 
receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part of its 
property upon the application of any creditor or other party entitled to so apply in any insolvency or 
bankruptcy proceeding or other creditor’s suit. 


HPN assumes responsibility for the payment of any and all claims payment liabilities owed to 
providers for services rendered to enrolled members under the contract and will continue to do 
so with the new contract. HPN pays HBI through our capitation process. We use our Facets 
system to produce the capitation check paid to them. Upon request from the State, we can 
produce a cancelled check as proof of payment and notify the State of such payments. 


4.5.4.4 For the oversight and accountability for any functions and responsibilities delegated to any 
subcontractor. The Vendor shall indemnify and hold the State of Nevada, the DHCFP and their 
officials, representatives and employees harmless from any and all liabilities, losses, settlements, 
claims, demands, and expenses of any kind (including but not limited to attorneys’ fees) which are 
related to any and all claims payment liabilities owed to providers for services rendered to enrolled 
recipients under this RFP for which a subcontractor is the primary obligor, except to the extent that 
the Vendor and/or subcontractor has acted with respect to such provider claims in accordance with 
the terms of this RFP. 
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HPN currently assumes responsibility for the oversight and accountability for any functions 
and responsibilities delegated to any subcontractor under this contract and will continue to do 
so with the new contract. We indemnify and hold the State of Nevada, the DHCFP and their 
officials, representatives and employees harmless from any and all liabilities, losses, 
settlements, claims, demands, and expenses of any kind (including but not limited to attorneys’ 
fees) which are related to any and all claims payment liabilities owed to providers for services 
rendered to enrolled members under this RFP for which a subcontractor is the primary 
obligor. 


4.5.4.5 Subcontracts which must be submitted to the DHCFP for advance written approval include 
any subcontract between the Vendor, excluding network provider contracts, and any individual, firm, 
corporation or any other entity engaged to perform part or all of the selected Vendor’s responsibilities 
under the DHCFP Managed Care Contract. This provision includes, but is not limited to, contracts for 
vision services, dental services, mental or behavioral health services, claims processing, member 
services, provider services, and/or pharmacy services. This provision does not include, for example, 
purchase orders. In addition, the Vendor must provide written information to the DHCFP prior to the 
awarding of any contract or Subcontract regarding the disclosure of the Vendor’s ownership interests 
of five percent (5%) or more in any delegated entity or Subcontractor. 


HPN currently provides the overwhelming majority of services in Nevada. Should we 
subcontract to any individual, firm, corporation or any other entity engaged to perform part or 
all of our responsibilities; we will submit them to DHCFP for advance written approval. 


4.5.4.6 As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply 
with the procedures set forth in Attachment D, Contract Form. 


HPN complies with the procedures set forth in Attachment D. See Attachment D for additional 
information. 


4.5.4.7 Subcontractor contracts may not be structured to provide financial or other incentives to 
providers and subcontractors for denying or limiting services. 


HPN does not currently provide financial or other incentives to providers and subcontractors 
for denying or limiting services and will not do so with the new contract. 


4.5.4.8 The use of “gag” clauses in subcontractor contracts is prohibited. 


HPN does not currently use “gag” clauses in our subcontractor contract and will not do so with 
the new contract. 


4.5.5 Access and Availability 


The Vendor shall: 


4.5.5.1 Ensure adequate physical and geographic access to covered services for enrolled recipients. 


Monitoring Access Standards  
On a quarterly basis, our Provider Relations and Operations teams perform comprehensive 
monitoring of our HPN network to ensure compliance with access standards. They conduct this 
through the collection and analysis of performance indicators including, but not limited to: 


 GeoAccess reports 
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 Member complaints and appeals  


 Member and provider satisfaction surveys 


 CAHPS member satisfaction survey provider access questions  


 Medical records reviews for high-volume PCP and specialty health providers 


 Onsite provider reviews  


 Provider profiling that identifies members with excessive emergency room use and few 
visits over time  


 Care manager feedback and reports from 24-hour nurse line indicating consistent access 
issues 


Access is a critical component to the success of the HPN health care delivery system. To ensure 
our members have ready access to quality health care, our comprehensive network access plan 
enables us to meet or exceed Nevada access standards, as detailed below. Our Quality 
Improvement Committee (QIC), which comprises HPN’s senior management, is responsible for 
monitoring all aspects of compliance with access standards. 


We actively monitor our provider network to identify issues with individual providers, as well 
as any trends. Initial reviews occur at the departmental level, with trended information 
reported to the QIC to identify performance improvement opportunities. This process includes: 


 Reviewing network performance against access standards  


 Identifying and developing recommendations to address geographic and clinical needs for 
network expansion  


 Monitoring, evaluating and implementing improvement plans for access and availability of 
network practitioners, including evaluating member satisfaction data  


 Monitoring the linguistic competencies of provider offices as compared to members and 
providing access to a language line which provides more than 170 languages 


 Evaluating data on practitioner and provider contract denials 


 Recommending topics for and reviewing provider communications  


 Analyzing HEDIS provider data  


 Analyzing, identifying opportunities and recommending interventions to address provider 
satisfaction including member trends and complaints 


4.5.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure compliance 
with access standards, and take appropriate corrective action, if necessary, to comply with such 
access standards.  


HPN has and will continue to, on a quarterly basis, use geo-access mapping and data-driven 
analyses to ensure compliance with access standards, and take appropriate corrective action, if 
necessary, to comply with the required access standards outlined in the Scope of Work. 


Approach to Corrective Action 
Our Provider Services team, working in collaboration with other departments, has 
organizational responsibility for gathering, evaluating and trending provider input; prioritizing 
provider-identified issues; and developing effective intervention strategies to address them. 
These multiple data points of provider information operate as a clearinghouse and an early 
warning system to identify issues as soon as possible and avoid escalation.  
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When an unsatisfactory trend or issue is identified, it is assigned to the appropriate functional 
area or interdisciplinary team for prioritization and end-to-end resolution. Necessary research 
is performed, leading to development of the following:  


 Problem summary 


 Root cause analysis 


 Impact 


 Proposed solution 


Provider Services completed the initial reviews, with trended information reported to the HPN 
Quality Improvement Committee to identify performance improvement opportunities and to 
review corrective actions as determined appropriate. If monitoring indicates issues of non-
compliance with requirements, Provider advocates will increase face-to-face visits to assist the 
provider in determining a quick resolution and take corrective action if there is a failure to 
comply.  


4.5.5.3 Partner actively with DHCFP, community providers and stakeholders to identify and address 
issues and opportunities to improve health care access and availability for Medicaid and CHIP 
members.  


As the state’s leading and most experienced health insurer, HPN remains committed to 
ensuring members receive access to the same quality health care programs as those who are 
privately insured or have Medicare. Our primary focus has been, and remains, offering a 
health care delivery and financing system that provides medical excellence at an affordable 
price to all Nevadans.  


We take seriously our accountability for providing meaningful, well-orchestrated health care 
programs. Nevada is both growing and increasingly diverse, which presents the State with 
unique challenges in financing and delivering health care services. We are an experienced, 
successful contractor well versed in these challenges. Throughout the years, HPN has stepped 
forward to partner with the State to resolve issues members have faced with access and 
availability to services and to maintain or improve access to care for the publicly insured. 


We collaborate with DHCFP routinely to address issues and opportunities to improve health 
care access and availability to members. Examples include monitoring obstetrical access during 
the OB/GYN medical malpractice crisis to ensure pregnant women receive prenatal care, 
developing dental provider networks in Clark and Washoe Counties to vastly improve access 
and availability of dental services and, most recently, contracting with MedTox to improve lead 
screening rates by making filter paper test kits available to pediatric offices for testing 
convenience.  


We also collaborate with community stakeholders such as the Northern Nevada and Southern 
Nevada Immunization Coalitions to improve Nevada’s immunizations rates by bringing 
immunizations to community sponsored events. 


4.5.5.4 The Vendor will assure access to health screenings, reproductive services and immunizations 
through county and state public health clinics. 


HPN takes affirmative steps to enhance health plan member participation in the EPSDT 
program, focusing on well-child visits and EPSDT exams (e.g., health history, developmental 
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assessment, complete physical exam, vision screening, hearing test, urinalysis, blood test, 
recommended immunizations, nutrition screen, anticipatory guidance and other tests and 
referrals as needed) with the goal of promoting healthy development, preventing disease and 
detecting treatable conditions early on to avoid further serious health problems. HPN contracts 
with the Southern Nevada Health District where members may receive health screenings, 
reproductive services and immunizations. In Washoe County, HPN contracts with Saint 
Mary’s Community Outreach program which offers immunization to our members. 


The HPN Provider Summary Guide stipulates that all PCPs who are contracted with HPN must 
participate in the VFC Program. The VFC Program, administered by the Nevada State Health 
Division, provides vaccine free-of-charge to providers. These vaccines may be administered to 
members through 18 years of age in accordance with the most current Advisory Committee on 
Immunization Practices (ACIP) schedule. Additionally, HPN providers are reminded that the 
goal is to ensure children up to age two are fully immunized. Our contracted providers are 
required to participate in the Nevada State Health Division’s Immunization Registry, a 
statewide registry that will house immunization information about Nevada’s children. 
Providers are educated on how to enroll in both programs.  


4.5.5.5 Promotion of care management and early intervention services may be accomplished by 
completing welcome calls and/or visits to new members. This method ensures that an orientation with 
emphasis on access to care, choice of PCP and availability of an initial health risk screening occurs 
proactively with each member who becomes enrolled. If a screening risk level determines need for 
further care management a care management referral will be completed.  


Member Welcome Calls and Orientation 
As a long-time partner with the state of Nevada, HPN has met, and will continue to meet, this 
requirement through formal monthly orientation sessions, walk-in individual orientation 
sessions and, since 2006, new member welcome calls. Our Member Services staff make 
outbound calls to all new members monthly to provide a brief orientation to HPN. We place 
emphasis on selection of a PCP, making appointments for preventive services such as prenatal 
care, well-child visits and immunizations. All new members also receive a health assessment 
questionnaire in the new member packet to assist HPN with identifying members in need of 
care management. All new members have access to the online health risk assessment available 
through our Health Education and Wellness Division (www.myhewonline.com).  


Through the welcome call process, our service representatives educate members on our 
program and answer member questions about their benefits, inform them about what 
programs are available and how to access them, as well as confirm the member’s PCP if one 
has been assigned, and/or help the member select a PCP if the member has not done so.  


Our welcome calls enhance the member’s engagement with their health plan and gather 
information that will help us to provide better and more personalized service by welcoming 
new members, conducting an initial health risk assessment, and providing initial education 
around benefits and the health plan. In our experience, when we have the opportunity to speak 
with our members, we often create improved levels of member satisfaction and more 
appropriate utilization of health care services.  


4.5.5.6 Maintain an adequate network that ensures the following: 


A. PCP-To-Recipient Ratios 
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The Vendor must have at least one (1) full-time equivalent (FTE) primary care provider, considering 
all lines of business for that provider, for every one thousand five hundred (1,500) members per 
service area. However, if the PCP practices in conjunction with a health care professional the ratio is 
increased to one (1) FTE PCP for every one thousand eight hundred (1,800) recipients per service 
area. 


B. PCP Network Requirements 


Demonstrate that the capacity of the PCP network meets the FTE requirements for accepting eligible 
recipients per service area. This ratio cannot exceed the FTE requirement. In no case may a single 
provider accept more members than allowed by the FTE requirement.  


C. Primary Care Provider Participation 


Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must 
contractually agree to accept eligible recipients. At least fifty percent (50%) of the aforementioned 
PCPs must accept eligible recipients at all times. If the Vendor has a contract with a Federally 
Qualified Health Center (FQHC) and/or the University of Nevada Medical School, the physicians of 
these two (2) organizations can be counted to meet the fifty percent (50%) participation and fifty 
percent (50%) acceptance requirement. DHCFP or its designee may audit the Vendor’s network 
monitoring tool for compliance. 


D. Physician Specialists 


The Vendor must provide access to all types of physician specialists for PCP referrals, and it must 
employ or contract with specialists, or arrange for access to specialty care outside of the Vendor’s 
network in sufficient numbers to ensure specialty services are available in a timely manner. The 
Vendor should provide access to at least two specialists/subspecialists in their service areas. The 
minimum ratio for specialists (i.e., those who are not PCPs) is one (1) specialist per one thousand five 
hundred recipients per service area (1:1,500). These ratios may be adjusted by DHCFP for under-
served areas, upon the analysis of physician specialist availability by specific service area. 


Maintaining an Adequate Provider Network 
HPN has in place a comprehensive provider access and availability policy and procedure, 
which has been audited and approved by the DHCFP’s EQRO. We ensure adequate physical 
and geographical access to medically covered services for enrolled members. On a quarterly 
basis, we use GeoAccess mapping and data driven analyses to ensure compliance with the 
state’s access standards. The report includes member to provider ratios, average driving 
distances to the nearest primary care locations and open/closed panel status for primary care 
providers. HPN’s access and availability audit scores reflect the exemplary performance of our 
provider network. 


Access and Availability Audit Scores 
2006 Audit Score 2009 Audit Score 2011 Audit Score 


100% 95.5% 100% 


We demonstrate, through quarterly access and availability reporting, the ability to exceed 
regulatory compliance requirements for the following access and availability measures, as 
contractually required by the DHCFP: 
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  The PCP to member ratio of least one full-time equivalent (FTE) PCP for every 1,500 
members per service area. 


Actual PCP to Member Ratio for HPN 
Clark County Washoe County 


1:133* 1:128* 
*Exceeds the 1:1,500 requirements. 


 At least 50 percent of the PCP network accepts eligible members. 


Percentage of Contracted PCP and Dentists with an Open Panel 


Provider Type Clark County Washoe County 
Medical Providers 96% ** 84% ** 
Dental Providers  100%** 100% ** 
** Exceeds the 50 percent open panel requirements. 


 The all-inclusive specialist to member ratio of 1:1,500. 	


Number of Specialist Providers Contracted for Members	


Clark County Washoe County 
3040 974 


Number of Miles a Member Traveled to a Provider  


Clark County Washoe County 
1.2 Miles to Medical PCP** 1.6 Miles to Medical PCP** 


2.5 Miles to Dental Provider 2.5 Miles to Dental Provider 
**Exceeds the 1 PCP with 25 miles requirement. 


4.5.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of 
urgency, as follows: 


A. Emergency Services  


Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven (7) days a 
week, with unrestricted access, to enrolled recipients who present at any qualified provider, whether a 
network provider or a out-of-network provider.  


B. PCP Appointments 


1. Same-day, medically necessary, primary care provider appointments;  


2. Urgent care PCP appointments are available within two (2) calendar days; and 


3. Routine care PCP appointments are available within two (2) weeks. The two (2) week standard 
does not apply to regularly scheduled visits to monitor a chronic medical condition if the schedule 
calls for visits less frequently than once every two (2) weeks. 


C. Specialist Appointments 


For specialty referrals to physicians, therapists, behavioral health services, vision services, and other 
diagnostic and treatment health care providers, the Vendor shall provide: 


1. Same day, medically necessary appointments within twenty-four (24) hours of referral; 


2. Urgent care appointments within three (3) calendar days of referral; and 


3. Routine appointments within thirty (30) calendar days of referral. 
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Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


D. Prenatal Care Appointments 


Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows: 


1. First trimester within seven (7) calendar days of the first request; 


2. Second trimester within seven (7) calendar days of the first request; 


3. Third trimester within three (3) calendar days of the first request; and 


4. High-risk pregnancies within three (3) calendar days of identification of high risk by the Vendor or 
maternity care provider, or immediately if an emergency exists. 


E. Dental Appointments:  


Dental care shall be provided immediately for dental emergencies, urgent care or referral 
appointments within three (3) calendar days and routine appointments with dentists and dental 
specialists shall be provided within thirty (30) calendar days or sooner if possible. 


Access to, and Availability for Coverage Based upon Emergent 
Needs 
Presently, our HPN Accessibility Standards for Access to Care policy meets Nevada’s 
requirements for members’ emergent needs, and, upon execution of the contract, we will 
continue to comply with the requirements as set forth in the Scope of Work for emergency 
services, PCP appointments, specialist appointments, prenatal care appointments and dental 
appointments. Our current HPN policy contains the provisions that dental emergent care 
appointments are available immediately, urgent care appointments are available within three 
calendar days, and routine appointments are available within 30 calendar days. HPN maintains 
additional policies delineating the monitoring mechanisms to assess compliance with HPN’s 
standards for access to care. We monitor dental appointment availability by performing 
member satisfaction surveys and monitoring complaint/grievance data, and office-site visits. 


Our primary health care accessibility standards are as follows:  


Service  Definition  Standard  


Emergent Care  
Medically necessary primary physician appointments 
for Medicaid  


Same Day  


Urgent Care  
(CMS = 
“Expedited 
Care”)  


Acute but not life or limb-threatening, symptoms 
present sufficiently bothersome or of recent onset.  
Member is seen by the primary physician or directed to 
the appropriate level of care by the primary physician.  


Within 24 hours  
75% satisfaction with 


timeliness of 
appointment 


Primary Care  


“The level of care that encompasses routine care of 
individuals with common health problems and chronic 
illnesses that can be managed on an outpatient basis.” 
(Appendix 11)  


Within 14 calendar days 
75% satisfaction with 


timeliness of 
appointment 


Preventive 
Health Services  


“Health care services designed for prevention and early 
detection of illness in asymptomatic people, generally 
including routine physical examinations, tests and 
immunizations.” (National Committee for Quality 
Assurance, Standards and Guidelines for the 
Accreditation of Health Plans. Washington, D.C., 2011, 
Appendix 11)  


Within 30 calendar days 


Office Wait Time  Wait time in provider’s office  One hour from 
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Service  Definition  Standard  
scheduled appointment 
time, except when 
provider is unavailable 
due to an emergency. 
Monitored by 
complaints received.  


After Hours Care  
Care, provision for care, or the direction of care, by the 
primary physician during non-office hours.  


24 hours per day, 7 days 
per week  


Specialist health care accessibility standards: 


Service  Definition  Standard  


Emergent  
Sudden unforeseen illness or 
injury presenting with acute 
symptoms  


Same Day  


Urgent Care  
(CMS = “Expedited  
Care”)  
 


Acute but not life or limb-
threatening, symptoms 
present sufficiently 
bothersome or of recent 
onset.  
 


Within 72 hours  


At Risk Care  


Specialist care for which 
applying the routine specialist 
care standard of 30 calendar 
days could seriously 
jeopardize the life or health of 
the member or the member’s 
ability to regain maximum 
function.  


Within 14 calendar 
days  


Routine Specialist Care  
Specialist care for non-urgent 
symptomatic conditions or 
preventive services.  


Within 30 calendar 
days  


Office Wait Time  Wait time in provider’s office  


One hour from 
scheduled 


appointment time, 
except when provider 
is unavailable due to 


an emergency. 
Monitored by 


complaints received. 


Prenatal accessibility standards: 


Trimester/Risk  Standard  
First Trimester  Within 7 calendar days of first request.  
Second Trimester  Within 7 calendar days of first request.  
Third Trimester  Within 3 calendar days of first request.  


High Risk Pregnancies  
Within 3 calendar days of identification of risk, or 
immediately if an emergency exists. 


Office Wait Time  
Within one hour from scheduled appointment time, 
except when provider is unavailable due to an 
emergency. Monitored by complaints received.  


Dental care accessibility standards:  


Service Definition  Standard  
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Service Definition  Standard  


Emergency  


Services necessary to control bleeding, 
relieve significant pain and/or eliminate 
acute infection, and those procedures 
required to prevent pulpal death  


Immediately  


Urgent Care or Referral 
appointments  


Acute but not life threatening, symptoms 
present sufficiently bothersome or of 
recent onset  


Within 3 calendar days  


Routine  
Primary care for non-urgent 
symptomatic conditions  


Within 30 days  


Office Wait Time  Wait time in dentist’s office  


One hour from 
scheduled appointment 


time, except when 
dentist is unavailable 
due to an emergency  


4.5.5.8 Appointment Standards 


The Vendor shall have established written policies and procedures: 


A. Disseminating its appointment standards to all network providers, and must assign a specific staff 
member of its organization to ensure compliance with these standards by the network 


B. Concerning the education of its provider network regarding appointment time requirements, the 
Vendor shall: 


1. Monitor the adequacy of its appointment process and compliance; and  


2. Implement a Plan of Correction (POC) when appointment standards are not met. 


HPN’s Provider Services and Network Development policies include specific requirements 
related to network access and availability for appointment standards. Our provider advocates 
act as liaisons between HPN and the providers. Secret shopper calls, site visits and after hour 
audit calls are conducted by the provider advocates to verify and ensure provider compliance 
with the required appointment standards. The network provider contracts outline the required 
appointment standards and adherence is mandatory by all network providers for the following 
services, including but not limited to: emergency services, PCP services, specialists, prenatal to 
include high risk and dental services. We use complaints/grievances, member satisfaction 
surveys, secret shopper calls, after hours audit calls and site visits to evaluate the adherence to 
the appointment standards. We identify performance improvement opportunities and 
addresses deficiencies for corrective action as determined appropriate. Provider services 
advocates conduct follow-up site visits and work with the providers on any compliance-related 
issues to assist the provider in a quick resolution.  


4.5.5.9 Office Waiting Times 


The Vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or 
specialist’s office is no more than one (1) hour from the scheduled appointment time, except when 
the provider is unavailable due to an emergency. Providers are allowed to be delayed in meeting 
scheduled appointment times when they “work in” urgent cases, when a serious problem is found, or 
when the patient has an unknown need that requires more services or education than was described at 
the time the appointment was scheduled. 
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HPN’s Provider Services and Network Development department has established policies for 
office wait times. The network provider contracts outline the required office wait time 
standards and adherence is mandatory by all network providers.  


Service  Definition  Standard  


Office Wait Time  Wait time in provider’s office  
One hour from scheduled appointment time, 
except when provider is unavailable due to an 
emergency.  


Office Wait Time  Wait time in specialist’s office  
One hour from scheduled appointment time, 
except when provider is unavailable due to an 
emergency. Monitored by complaints received.  


Office Wait Time  OB/GYN 


Within one hour from scheduled appointment 
time, except when provider is unavailable due to 
an emergency. Monitored by complaints 
received. 


Office Wait Time  Wait time in dentist’s office  
One hour from scheduled appointment time, 
except when dentist is unavailable due to an 
emergency.  


4.5.5.10 Access Exceptions 


Document and submit to DHCFP, in writing, justification for exceptions to access standards set forth 
in Section 4.5.5 of this RFP. Such justifications shall include alternative standards that are equal to or 
better than the usual and customary community standards for accessing care. 


As a result of the breadth of our current established provider network, HPN currently exceeds 
access standards as stated in this Section 4.5.5 and is not requesting exceptions to the standards. 


4.5.5.11 Provider Terminations 


The Vendor must give written notice of termination of a contracted provider, within fifteen (15) days 
of receipt or issuance of the termination notice, to each member who received his/her primary care 
from, or was seen on a regular basis by the terminated provider. 


HPN has a provider termination policy compliant with the 15-day notice requirement. Our 
Provider Services department is responsible for receipt and processing of all termination 
requests. The terminating provider’s information is forwarded to our Member Services 
department for the applicable notification to be sent to all members impaneled to the PCP. The 
notification: 


 Explains that the member is showing as impaneled with the provider that is leaving the 
network 


 Provides the Member Services phone number for assistance in locating another PCP  


Additionally, we use auto-assignment to ensure that if a member does not contact Member 
Services, he or she will be automatically assigned to a network provider. The member may 
change PCPs at any time. The automatic assignment is done to assist the member with covered 
services as determined needed. HPN’s termination process and notice were previously 
approved through the DHCFP.  


For a member in active treatment, our case management staff will use information obtained 
from the prior provider to coordinate care and will ensure the member’s care is not disrupted 
during the transition process. Our case manager work collaboratively with our Provider 
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Services department to secure member-specific letters of agreement, if needed, in the event the 
member’s current provider is not an HPN contracted provider.  


With the execution of the member-specific letter of agreement, the case manager will: 


 Arrange for care to be continued with the member’s current provider to ensure continuity 
of care 


 Transition the member’s care after the member’s medical condition is stable 


4.5.5.12 Notification of Significant Network Changes 


The Vendor will notify DHCFP’s designated staff, within one (1) working day, of any unexpected 
change that would impair its provider network. This notification shall include: 


A. Information about the nature of the change and how the change will affect the delivery of covered 
services; and 


B. The Vendor’s plans for maintaining the quality of member care if the provider network change is 
likely to result in deficient delivery of covered services. 


The Vendor must notify DHCFP of any change in its network that will substantially affect the ability 
of recipients to access services as soon as the change is known, or not later than fourteen (14) days 
prior to the change. 


It is our policy to notify members and the DHCFP of changes in the provider network. Our 
Provider Services department forwards the terminating provider’s information and the 
number of impacted members to HPN’s Compliance department as notice of a change. Our 
Compliance department reaches out to DHCFP within the required timeframe to advise of 
potential impact to members due to network change. Affected members are notified in writing 
of PCP and specialist terminations within 15 days after receipt or issuance of the termination. 
Members are auto-assigned to another PCP until the member calls Member Services to change 
the PCP.  


For a member in active treatment, our case management staff use information obtained from 
the prior provider to coordinate care and confirm that the member’s care is not disrupted 
during the transition process. The case manager works collaboratively with our Provider 
Services department to verify that members have access to providers and covered services. 
Further, HPN’s overall provider turnover rate has continually been less than 1 percent.  


4.5.5.13 Prohibited Practices 


The Vendor shall take affirmative action so that recipients are provided access to covered medically 
necessary services without regard to race, national origin, creed, color, gender, sexual preference, 
religion, age, health status, physical or mental disability, except where medically indicated. 
Prohibited practices include, but are not limited to, the following: 


A. Denying or not providing an enrolled recipient a covered service or available facility; 


B. Providing an enrolled recipient a covered service which is different, or is provided in a different 
manner, or at a different time from that provided to other recipients, other public or private 
patients, or the public at large; 


C. Subjecting an enrolled recipient to segregation or separate treatment in any manner related to the 
receipt of any covered medically necessary service, except where medically indicated; 
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D. The assignment of times or places for the provision of services on the basis of race, national 
origin, creed, color, gender, sexual preference, religion, age, physical or mental disability, or 
health status of the recipient to be served;  


E. The Vendor may not prohibit, or otherwise restrict, a health care professional acting within the 
lawful scope of practice, from advising or advocating on behalf of a member who is his or her 
patient: 


1. For the member's health status, medical care, or treatment options, including any  alternative 
 treatment that may be self-administered; 


2. For any information the member needs in order to decide among all relevant treatment 
 options; 


3. For the risks, benefits, and consequences of treatment or non-treatment; and 


4. For the member's right to participate in decisions regarding his or her health care,  including 
 the right to refuse treatment, and to express preferences about future treatment  decisions. 


F. Charging a fee for a medically necessary covered service or attempting to collect a co-payment. 
Subject to the maximum allowable charges specified in 42 CFR 447.54 (a) and (b), Title XXI 
recipients may be required to pay income-related deductible, coinsurance or co-payment charges. In 
accordance with 42 CFR 447.50-60 the cost sharing for title XIX recipients under managed care will 
be no more than cost sharing permitted under FFS. 


If the Vendor knowingly executes a subcontract with a provider with the intent of allowing, 
encouraging, or permitting the subcontractor to implement unreasonable barriers or segregate (i.e., 
the terms of the subcontract are more restrictive than the Vendor’s contract with DHCFP or 
incentives or disincentives are structured to steer enrolled recipients to certain providers) the Vendor 
will be in default of its contract with DHCFP. In addition, if the Vendor becomes aware of any of its 
existing subcontractors’ failure to comply with this section and does not take immediate action, it will 
be in default of its contract with DHCFP. 


All of HPN’s contracts contain the prohibited practice language outlined above, and currently 
meet the requirements as stated in the Scope of Work for section 4.5.5.13. With the new 
contract, HPN will continue to meet the requirements.  


As outlined in our Access and Availability policy and in all our provider contracts, covered 
services shall be provided to members without regard to race, national origin, creed, color, sex, 
sexual orientation, religion, age, disability or handicap condition (including AIDS and AIDS-
related conditions), or health status except where medically indicated. Additionally we do not 
discriminate or promote discrimination, discourage enrollment, steer specific subsets of 
members to particular plans, or limit access to services based on race, ethnicity, national origin, 
religion, sex, age, mental or physical disability, sexual orientation, genetic information, or 
source of payment.  


Prohibited practices by contracted providers include but are not limited to: 


 Denying or not providing a participant a covered service or available facility 


 Providing a participant a covered service which is different or is provided in a different 
manner or at a different time from that provided to other participants, other public or 
private patients or the public at large 
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 Subjecting a participant to segregation or separate treatment in any manner related to the 
receipt of any covered service 


 The assignment of times or places for the provision of services on the basis of race, national 
origin, creed, color, sex, religion, age disability or handicap condition (including AIDS and 
AIDS-related conditions), or health status of the participant to be served 


We encourage providers to discuss with his or her patients pertinent details regarding the 
diagnosis of the patient’s condition, the nature and purpose of any recommended procedure, 
the potential risks and benefits of any recommended treatment, and any reasonable 
alternatives to such recommended treatment. 


Through compliance with the provider contracts, network providers agree to collect only the 
applicable copayments, if any, from the members at the time services. Except for the collection 
of copayments, providers shall under no circumstances attempt to collect any amount over the 
applicable copayment. 


HPN would not knowingly enter into an agreement with any subcontractor which would allow, 
encourage or permit a subcontractor to implement unreasonable barriers or restrictions. In the 
event HPN became aware of an existing subcontractor who was failing to comply with this 
section, we would immediately terminate the agreement with said subcontractor. 


4.5.6 Provider Contracts 


4.5.6.1 The Vendor will execute and maintain, for the term of the contract, written provider 
agreements with a sufficient number of appropriately credentialed, licensed or otherwise qualified 
providers to provide enrolled recipients with all medically necessary covered services. 


HPN has mechanisms in place to monitor geographic distribution of primary physicians, high 
volume specialists, and primary care dentists. We review contracted providers on a quarterly 
basis, using GeoAccess mapping and data-driven analyses to monitor compliance with the 
State’s access standards. 


Network compliance standards:  


Type of Provider  Nevada  


Primary Physicians  
95% of members within 30 minutes driving time from 
home to primary physician office, as measured by 
GeoAccess.  


High-Volume Specialists  
95% of members within 90 minutes driving time from 
home to specialist office, as measured by GeoAccess  


Medicaid Primary Physicians and 
Dentists  


25 miles from member’s place of residence  


HPN medical/mental health network providers in Clark and Washoe counties are required to 
complete our NCQA-compliant credentialing process prior to executing a contract. This 
rigorous credentialing process ensures that qualified health care professionals provide 
members with quality services and coordinated care. We consistently verify adequate physical 
and geographical access to medically covered services for enrolled members.  


Number of Program Providers for Clark and Washoe Counties: 
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Contracted Network 
Clark 


County 
Washoe 
County 


Obstetrical Providers 165 40 


Pediatrics Providers 201 39 


Family Practice Providers and Internal Medicine 586 159 


Hospitals 10 4 


Specialists 1,211 468 


Ancillary Medical Services 528 184 


Ambulatory Surgery Centers 24 9 


Laboratory 1 1 


Radiology Centers 17 5 


Skilled Nursing Facilities 5 2 


Urgent Care Centers 14 6 


Dentists 269 71 


Total 3031 988 


Behavioral Health – Provider Contracts 
Behavioral health providers are required to complete our rigorous credentialing process prior 
to executing a contract and consist of the following:  


Contracted Network Number of Providers 
Licensed Psychiatrists 25 
Licensed Psychologists 42 
Licensed Marriage and Family Therapists 31 
Licensed Clinical Social Workers 19 
Licensed Alcohol and Drug Counselors 19 
Other Psychiatric Prescribers (APN, DO) 5 


Our behavioral health department also maintains contracts with five inpatient psychiatric 
facilities, three of which also offer substance abuse treatment, and offer partial hospitalization 
and intensive outpatient treatment. 


4.5.6.2 The Vendor will provide, for DHCFP’s review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or amendments to 
the base contract, the Vendor shall submit drafts of standard language for any such contract to 
DHCFP for review. Provider contracts must meet all state and federal requirements. The Vendor shall 
submit any of its provider contracts to the DHCFP upon request.  


HPN’s contracts are compliant with all applicable state and federal regulations. Our provider 
contracts have been reviewed and approved by the DHCFP and any future requests to submit 
to DHCFP will be honored. Any changes would be communicated directly to DHCFP for 
review and approval prior to implementation. 
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4.5.6.3 The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to 
providers who are not currently participating in DHCFP’s medical assistance programs or have a 
signed agreement but do not actively accept eligible recipients. 


HPN will continue to ensure that timing and other events associated with provider recruitment 
occur in a manner that will meet the objectives outlined by DHCFP. Provider recruitment 
efforts will continue to include outreach to providers who are not currently participating in 
DHCFP’s medical assistance programs and/or those who have a signed an agreement but do 
not actively accept eligible members. Through our contract and provider site visits we will 
ensure that each provider is aware of the unique features and requirements of the Medicaid 
program including network access, copayment, balance billing and reporting. HPN closely 
monitors our existing Medicaid provider network to assess our compliance with availability 
standards for the number of practitioners and geographic distribution of practitioners in our 
Medicaid provider network. Quarterly geo-access reports are reviewed to determine locations 
where recruitment outreach may be necessary, if any, to maintain compliance with required 
access and availability standards.  


4.5.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be 
referred to DHCFP for completion of the Medicaid provider enrollment. However, Vendors may 
enter into single case agreements with non-Medicaid providers as needed. Any provider located 
outside of the state of Nevada must be licensed in their home state of practice in order to enter into a 
single case agreement with a Vendor.  


We currently refer providers who are not yet network providers, and who are non-Medicaid 
providers, to the DHCFP to complete the Medicaid provider enrollment. We will continue to 
adhere to this requirement upon execution of the new contract. Further, we appreciate that the 
state will permit us to enter into single-case agreements with non-Medicaid providers as 
needed, and understand that any provider located outside of the state of Nevada must be 
licensed in their home state of practice to enter into a single case agreement with a vendor. 


4.5.6.5 The Vendor must also have written policies and procedures for monitoring its providers, and 
for disciplining providers who are found to be out of compliance with the Vendor’s medical 
management standards. 


HPN currently has, and will continue to maintain under the new contract, written policies and 
procedures for monitoring our providers as outlined in the Scope of Work section 4.5.6.5. 
Presently, our policies contain the monitoring mechanisms to assess compliance with HPN’s 
standards for access to care. We monitor adequacy of appointments by performing quarterly 
member satisfaction surveys and ongoing monitoring complaint/grievance data, office-site visits 
at least annually and annually compiling information from an after-hours telephone survey 
completed by provider relations staff members. The HPN Provider Summary Guide indicates 
that the Provider Services department conducts onsite visits and ongoing monitoring of 
providers to detect deficiencies and that we take corrective action as necessary. The results of 
the corrective action are presented to the Credentialing Committee for approval.  
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4.5.6.6 The ACA requires increased payment to PCPs and certain specialty and subspecialty 
providers starting in 2013. The Vendor must work cooperatively with DHCFP and its actuary to 
develop a methodology for identifying which portions of the capitation payment are directly 
attributable to this increase. The Vendor must comply with all ACA requirements regarding the PCP 
payment increase, including, but not limited to, providing reports that prove the additional portion of 
capitation was distributed to the physicians entitled to receive the higher reimbursement.  


HPN is presently in compliance with ACA requirements, and is aware of the requirement 
regarding increased payment to PCPs and certain specialty/subspecialty providers starting in 
2014. We are currently working collaboratively with State of Nevada personnel to ensure these 
requirements are enacted in a timely and seamless fashion under the terms of our existing 
contract with DHCFP to serve members in Clark and Washoe counties. We are fully committed 
to working with DHCFP and will provide all necessary documentation to DHCFP related to the 
implementation of these increases. Additionally, we will continue to comply with all ACA 
requirements regarding the PCP payment increase, including, but not limited to, providing 
reports that prove the additional portion of capitation distributed to the physicians entitled to 
receive the higher reimbursement. 


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and the 
reporting requirements outlined in 42 CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h) (1).  
The Vendor must provide information regarding its physician incentive plan(s) to the State, CMS, 
and any Medicaid and Nevada Check Up recipient, upon request.  The rules and guidelines for 
physician incentive plans also apply to the Vendor’s subcontractors. 


HPN is currently exploring development of physician incentive programs, and will comply with 
the requirements in RFP section 4.5.6.7. Currently, educational materials and incentive 
programs are given to network provider offices to encourage the receipt of tests and exams. 
Through the Pediatric Provider Education Program, select groups of high-volume Medicaid 
medical groups receive incentives such as jump ropes, pedometers and sports balls. HPN 
acknowledges that these rules apply to HBI, our only subcontractor. HPN offers providers the 
chance to participate in the education program if the providers agree to: 


 Continue to distribute educational materials to parents during office visits about well-child 
and adolescent well care, childhood immunizations, lead screenings, healthy diets and 
nutrition 


 Offer non-financial incentives to children who complete needed tests, exams and 
immunizations  


 Meet and work with the health plan’s Quality Improvement staff on key performance 
measurement areas  


 Review confidential lists of children and teens who are noted to be non-compliant 


 Use non-financial incentives to improve the rates of well-child visits, adolescent well care, 
childhood immunizations and lead screenings  


The goal of the program is to allow providers to give out incentives to children once the key 
health visits and exams, such as well-child visits, are completed. In addition, the health plan 
sends out multiple reminders to receive well-child visits, adolescent well care, lead screenings, 
and other exams in return for other incentives, such as turtle backpacks.  
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4.5.6.8 Provider contracts may not be structured to provide financial or other incentives to providers 
and subcontractors for denying or limiting services. 


Throughout our partnership with the state, HPN has fulfilled this requirement and will 
continue to do so under the new contract. 


4.5.6.9 The use of “gag” clauses in Provider contracts is prohibited. 


HPN understands the specifics regarding “gag” clauses, and does not include them in provider 
contracts. We will continue to adhere to the requirement set forth in the Scope of Work section 
4.5.6.9. 


4.5.6.10 All provider contracts must be made available to the DHCFP, upon request. Refer to Section 
4.13.3.11. 


HPN currently does and will continue to make available provider contracts to the DHCFP upon 
request. 


4.5.6.11 The Vendor(s) will support and participate in all activities related to the DHCFP’s Medicaid 
Adult Incentive Grant.  The Vendor(s) must participate in any future grants awarded to Medicaid that 
affect MCOs or MCO members. 


HPN agrees to support and participate in all activities related to the DHCFP’s Medicaid Adult 
Incentive Grant. HPN will participate in any future grants awarded to Medicaid that affect us 
or our MCO members. We have successfully participated in previous grants in partnership 
with DHCFP.  


HPN was invited by the DHCFP to join the critical Medicaid Adult Incentive Grant that the 
Agency applied for in 2011. At that time, HPN wrote and submitted descriptions of two 
important programs – our Health (e.g., Disease) Management and weight management 
programs. Both of our programs will be part of this grant and will allow our members with 
diabetes and/or obesity to receive incentives after enrollment. Since the DHCFP was awarded 
this grant in 2012, HPN QI and Health Education and Wellness staff are actively participating 
in all grant-related meetings and conference calls as a vital project partner. As an established 
community partner in the state of Nevada, HPN will support and participate in all future 
grants awarded to the DHCFP and Medicaid that affects our health plan and our members. We 
look forward to continuing our participation and working on grants that make a positive 
impact on our members and individuals in the State of Nevada.  


4.5.7 Provider Directory 


The Vendor will publish its provider directory and any subcontractors’ provider directory via an 
Internet website upon contract implementation and will update the web site on a monthly basis for all 
geographic service areas. The Vendor will provide DHCFP with the most current provider directory 
upon contract award for each geographic service area. Upon request by DHCFP, the Vendor must 
confirm the network adequacy and accessibility of its provider network and any subcontractor’s 
provider network. 


HPN has and will continue to satisfy this requirement as set forth by the state. Per Medicaid 
Amendment 9, HPN updates the provider directory in PDF format and post the document 
online monthly. 
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We maintain data on all participating providers in access files for both hard copy and online 
directory production at www.hpnmedicaidnvcheckup.com. Provider additions, changes and 
terminations in the network are routed daily through our network database and updated in the 
directory file on a monthly basis. At any point in which a provider is added to the HPN 
network, our online directory is automatically updated for the members’ convenience. If a 
member does not have access to the Internet or the website, he or she may contact the Member 
Services department for information. Further, upon contract award, we will provide our 
members with the most current provider directory.  


To ensure the accuracy of the data contained within the provider directories a series of audits, 
both electronic and manual are performed by the Provider Relations Network Operations 
team. In addition, the provider services advocates continually verify key provider demographic 
data elements through sites visits, phone contact and correspondence.  


4.5.8 Provider and Recipient Communications 


All general communications to providers and recipients including mass letter mailings, fax-blasts, 
brochures, batch e-mails and communications specifically mentioned in this contract must be 
submitted to DHCFP for approval prior to release. If DHCFP does not respond within ten (10) 
working days the Vendor may consider the communication approved. This provision does not pertain 
to communications on specific topics to individual providers and recipients. 


HPN is compliant with this requirement and will remain so for the renewed contract. Provider 
Services and Member Services forwards all communications specific to Medicaid and Nevada 
Check Up to HPN’s Medicaid Operations department for DHCFP review and approval prior to 
distribution to our network providers.  


4.5.8.1 Provider Policy and Procedure Manual 


The Vendor must prepare, subject to the approval of DHCFP, a Provider Policy and Procedure 
Manual for each distinct class of provider. The Vendor shall document the approval of the provider 
manual by the Vendor’s Medical Director, and shall maintain documentation verifying that the 
provider manual is reviewed and updated at least annually. 


Upon approval of DHCFP, the Vendor may publish the manual material related to more than one 
category of provider in a single volume. The Vendor must furnish one (1) copy of the manual to each 
provider upon recruitment into the network, and must update all copies of the manual in each 
provider’s possession when changes are made by the Vendor. Provider update notices sent via 
facsimile, mail, and e-mail may be utilized to update the provider manual when changes are made by 
the Vendor. The Vendor can meet this requirement by furnishing one (1) copy of the manual and one 
(1) copy of the manual updates to each provider practice where several providers within the practice 
are participants in the network. One (1) hard copy and one (1) electronic copy of the Provider Manual 
shall be provided to DHCFP. That electronic copy must be updated with the same frequency as the 
hardcopy manual copies furnished to providers. The manual shall include, at a minimum, the 
following information: 


A. The policies and procedures to be implemented by the Vendor to ensure provider contract 
compliance; 


B. The procedures governing verification of recipient eligibility and the process for receiving and 
disseminating recipient enrollment data to participating providers;  
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C. Prior authorization procedures and requirements; 


D. The procedures for claims administration; 


E. Provider credentialing criteria; 


F. Provider network management; 


G. The benefits and limitations available to enrolled recipients under the program, including any 
restrictions on recipients’ freedom of choice imposed by the program and any/all payment 
obligations; 


H. Administrative and billing instructions, including: a list of procedure codes; edits; units; payment 
rates; and all pertinent information necessary to submit a clean claim in a timely manner; 


I. Procedure to dispute adverse payment and contract decisions; and  


J. Policies and procedures to be implemented by the Vendor to manage quality improvement and 
member service utilization. 


HPN currently meets the requirements as stated in the Scope of Work section 4.5.8.1 pertaining 
to Provider Policy and Procedure Manual, and, with the new contract, will continue to meet the 
state’s requirements through the annual production and distribution of the Provider Summary 
Guide.  


Provider Services works in collaboration with the HPN medical directors for final approval 
and publication of the summary guide. All prior year approved summary guides are archived 
for historical purposes. The summary guide is an educational tool supplied at the time of initial 
contracting and annually thereafter to assist providers, their administrative staff, and ancillary 
personnel in accessing the most current HPN guidelines, policies and procedures. Our Provider 
Summary Guide outlines in great detail our policies and procedures as well as guidelines for 
each specialty within the network. Provider advocates are responsible for delivering a hard 
copy Provider Summary Guide to each participating provider annually. The Provider Summary 
Guide may be updated throughout the year to include new updates, policies or procedures. 
Updates are communicated to the network providers via fax-blast or through email 
notifications. All updates are included in the electronic version of the Provider Summary Guide 
and posted to the HPN website www.healthplanofnevada.com in the Provider Section for easy 
access. The Provider Summary Guide offers a comprehensive overview of HPN and includes but 
is not limited to the information in the following paragraphs.  


Compliance with Contractual Policies and Health Plan Procedures 
Contractual policies and procedures are documented to ensure providers remain in compliance 
with their contractual obligations. The provider and member Rights and Responsibilities and 
Network Information are published in the summary guide to ensure compliance by the network 
providers. The role of the provider advocate is also outlined to ensure providers are familiar 
with who to contact for education or inquiries related to HPN, including contractual 
compliance concerns.  


Member Eligibility and Enrollment Data  
The summary guide outlines the different options available to the providers for communicating 
with HPN to determine a member’s eligibility status. Instructions are included to assist  
providers accessing our Interactive Voice Response (IVR) system, our online portal “We’re 
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@YourService”, and our direct telephone numbers to the Member Services department. 
Member Services has a dedicated department to answer all questions for the Medicaid product. 
Providers may use any of these options to confirm the member’s eligibility and benefits 
including any assigned medical and OB/GYN PCPs. The summary guide also includes sample 
copies of the member ID cards to assist in determining member’s plan eligibility.  


Authorization Procedures and Requirements 
Providers receive an explanation of the Utilization Management department including which 
services need prior authorization and the timeframes for receiving a determination. The 
summary guide clearly indicates which services do not require prior authorization. Detailed 
information is provided on how to submit a request for prior authorization to HPN either 
electronically or via the telephone. Telephone numbers are also included so providers may 
contact the Prior Authorization department directly during and after business hours. 
Additionally, the summary guide provides access to the HPN Utilization Management Criteria 
and Clinical Guidelines to assist in managing common and important medical conditions. All 
guidelines have been developed with input and direction of our providers as well as national 
expert recommendations. The guidelines are continually reviewed and updated based upon the 
release of the new clinical evidence.  


Claims and Billing Administration 
The summary guide includes a section dedicated to claims for the providers to use as a tool to 
understand our claims policies and procedures. The claims section includes information on how 
to submit clean claims to HPN, timely filing requirements and what documentation may be 
needed to process a claim. This section also explains the claims appeals process for any adverse 
payment decisions. The process explains how providers can submit claim related appeals and 
what to include in the appeal. Additional claim tools are incorporated into the summary guide 
for ease in billing; we have included a quick reference list for billing EPSDT codes for ease in 
billing and prompt payment. The provider grievance process is also outlined for providers 
choosing to submit a grievance on a non-claim related issue. 


Credentialing 
The summary guide includes a credentialing section which explains credentialing process 
including expired credentialing, re-credentialing, provider rights, and operational policies. 


Network Management 
Forms and instructions are provided to the providers to communicate any changes within their 
practice to HPN. Network Management communicates any of these changes to the operations 
team to update the provider demographics to ensure accurate publishing of all contracted 
providers.  


Quality Improvement Program 
The summary guide includes a section to explain the Quality Improvement Program. A link is 
provided to the HPN provider website so that providers may stay up to date on any new 
initiatives 
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4.5.8.2 Provider and Recipient Communications Activities 


A. Provider Workshops 


The Vendor must conduct, at least annually, provider workshops in the geographic service area to 
accommodate each provider site. In addition to presenting education and training materials of interest 
to all providers, the workshops must provide sessions for each discrete class of providers whenever 
the volume of recent changes in policy or procedures in a provider area warrants such a session. All 
sessions should reinforce the need for providers to verify recipient eligibility and enrollment prior to 
rendering services in order to ensure that the recipient is Medicaid-eligible and that claims are 
submitted to the responsible entity. Individual provider site visits will suffice for the annual training 
requirement. 


B. Provider Newsletter 


The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers. DHCFP must prior approve all provider announcements, regardless 
of method of dissemination. If the DHCFP does not respond within twenty (20) days, the newsletter 
will be considered approved. 


C. Recipient Newsletter 


The Vendor must, subject to the prior review and approval of DHCFP, publish a newsletter for 
enrolled recipients at least twice per year. The newsletter will focus on topics of interest to enrolled 
recipients and must be written at an eighth (8th) grade level of understanding reflecting cultural 
competence and linguistic abilities. The Vendor must provide a draft copy of all newsletters to 
DHCFP for approval prior to publication and distribution. Additionally, these newsletters and 
announcements regarding provider workshops must be published on the Vendor’s website. 


HPN currently meets the requirements as stated in the Scope of Work section 4.5.8.2 pertaining 
to provider and recipient communications activities, and, with the new contract, will continue 
to meet the State’s requirements.  


We have a team of provider advocates dedicated to serving the network providers. We have 
implemented a Provider Site Visit policy which requires the advocates to conduct a site visit 
with all contracted providers at least annually and when requested by a provider. When new 
providers are added to the network, our provider services advocates reach out to the provider 
to introduce themselves and schedule a comprehensive site visit. During the initial site visit with 
a newly contracted provider, we review and discuss our policies and procedures with the 
provider. After the initial site visit, follow-up site visits are conducted to update providers 
regarding new HPN policies and procedures, to provide educational materials and to resolve 
potential issues. Providers also receive education on topics such as fraud, waste and abuse, new 
claims initiatives; billing procedures; and verification of member eligibility. During site visits, 
provider advocates confirm provider rosters for accurate reporting and directory printing. 
Hard copies of the most recent Provider Summary Guide are given to the provider and 
providers are shown where to access the online Provider Summary Guide. 


New providers are educated on our online portal “We’re @YourService”. Through the portal, 
providers can confirm eligibility, review benefits, check claim status and submit prior 
authorizations. It is highly recommended to the provider to use this system to verify member’s 
eligibility prior to each visit to ensure continued eligibility and timely payment. Providers may 
request additional training on the online portal at any time through their provider advocate. 
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Training can be conducted face-to-face or through Web-based training. In the event providers 
do not have access to the online portal, providers are given the contact information to reach 
Member Services directly to confirm eligibility and benefits.  


In addition to the HPN Provider Summary Guide, providers are directed to our website for 
more information. Information available via the website includes our policies and procedures, 
quality management initiatives, the Provider Summary Guide, the current provider directory, 
the preferred drug list, and the semi-annual provider newsletters.  


We continually communicate with providers through a variety of methods, including: 


 Fax blast/Email notifications 


 Semi-annual provider newsletter publications 


 Website updates 


 Provider office site visits 


 Distribution of the annual Provider Summary Guide 


We produce semi-annual newsletters for all network providers. All newsletters and provider 
announcements, such as fax blasts, are submitted to DHCFP for review and approval prior to 
publishing. We will also include training and educational information in our quarterly provider 
newsletter. The newsletters contain program updates, claims guidelines, information regarding 
changes in policies and procedures, cultural competency and linguistics information, clinical 
practice guidelines, information on special initiatives and articles regarding health topics of 
importance to members. The newsletters also include notifications regarding changes in laws, 
regulations and subcontract requirements. We use facsimile service bulletins (fax blasts) to 
distribute urgent information that impacts the entire network.  


We publish a newsletter for members at least twice per year that includes topics of interest to 
the members such as preventive health. The newsletter is written at no greater than an eighth 
grade reading level, and we submit all newsletters to the DHCFP for review and approval prior 
to publishing. Upon approval, we mail the newsletter to members and also publish the 
newsletter on our website. 


4.5.9 Network Maintenance 


4.5.9.1 Maintenance of the network includes, but is not limited to: 


A. Initial and ongoing credentialing; 


B. Adding, deleting, and periodic contract renewal; 


C. Provider education; and 


D. Discipline/termination, etc. 


HPN currently meets the requirements as stated in the Scope of Work section 4.5.9 pertaining 
to the Network Maintenance, and, with the new contract, will continue to meet the State’s 
requirements. 


Maintaining and managing our provider network involves many tasks, including initial and 
ongoing credentialing and re-credentialing; adding and deleting network providers; periodic 
contract renewal; provider education; and, in some instances, discipline and/or termination. 
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We take the provider discipline and termination process very seriously and have an explicit 
policy in place to address such issues. Should the need arise to discipline and/or terminate a 
provider, we adhere to procedures that are compliant with state and federal regulations. 


Provider advocates assist in the adding and deleting of providers by communicating with the 
provider offices directly during site visits. Provider advocates conduct roster audits at each site 
visit and will obtain necessary information to update the provider’s contract file with 
appropriate documentation of the changes. Providers can also notify HPN at any time to 
submit appropriate documentation to update their information.  


The provider advocates conduct ongoing education with all contracted providers. We offer 
robust training, education, and communications programs to our providers on benefits, policies 
and procedures unique to the HPN program. Our training program uses traditional 
approaches such as site/group visits as well as innovative methods such as webinars. Provider 
training is an ongoing process and designed to incorporate changes in the administration of the 
Medicaid and Nevada Check Up program as needed. 


Providers may request additional training at any time from their provider advocate as a 
refresher or new employee training.  


We also provide all contracted providers with access to our provider portal “We’re 
@YourService”. Providers may access the portal by logging onto our website 
www.healthplanofnevada.com and clicking on the “We’re @YourService” logo. The portal is a 
tool which allows providers to view member’s eligibility and benefits, claims status as well as 
the submission of prior authorization requests. The portal also displays important updates in 
the Information Center for provider education purposes.  


 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 218 of 833  November 2012
 


Our providers are also encouraged to access www.healthplanofnevada.com for more 
information on Web seminars, provider practice tools and the Provider Summary Guide among 
other important information. A snapshot of our provider site page is provided below. 


 


4.5.9.2 The Vendor must have written policies and procedures for monitoring its network providers, 
and for disciplining those who are found to be out of compliance with the Vendor’s medical 
management standards. 


HPN maintains written policies and procedures for monitoring all aspects of our provider 
network. Providers found to have deficiencies and/or compliance related issues are subject to 
disciplinary action as/and when determined appropriate. We actively monitor our provider 
network to identify issues with individual providers, issues found through member satisfaction 
surveys, complaints/grievances, site visits, secret shopping and audits. We also monitor these 
same areas for any trends. Initial reviews occur at the departmental level, with trended 
information reported to the Quality Management Committee to identify performance 
improvement opportunities. Our monitoring activities include: 


 Reviewing network performance against access standards  


 Identifying and developing recommendations to address geographic and clinical needs for 
network expansion  


 Monitoring, evaluating and implementing improvement plans for access and availability of 
network practitioners, including evaluating member satisfaction data  


 Monitoring the linguistic competencies of provider offices as compared to members and 
providing access to a language interpretive services  


 Evaluating data on practitioner and provider contract denials 


 Recommending topics for and reviewing provider communications  
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 Analyzing HEDIS provider data  


 Analyzing provider satisfaction and member trends and complaints 


 Identifying opportunities and recommending interventions that address provider 
satisfaction including concerns. 


4.5.9.3 The Vendor must take appropriate action related to dual FFS and managed care network 
providers, as follows: 


A. Upon the Vendor’s awareness through public sources of any disciplinary action, or any sanction 
taken against a network provider, or any suspected provider fraud or abuse, the Vendor shall 
immediately inform DHCFP;  


B. The Vendor is required to check the Office of the Inspector General (OIG) website at least 
monthly to confirm its network providers have not been sanctioned by the OIG; and 


C. If the Vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency or 
certification/licensing entity has taken an action or imposed a sanction against a network 
provider, the Vendor shall review the provider’s performance related to this RFP and take any 
action or impose any sanction, including disenrollment from the Vendor’s Provider Network. 


HPN accesses the OIG website on a monthly basis to confirm whether any network providers 
are under sanction. If a network provider is found on the OIG report, the provider is recorded 
and forwarded to our Credentialing Committee and Network Management team for review 
and appropriate action. In the event a Medicaid provider is found to be active in the HPN 
network and on the OIG sanction report or on any public source for disciplinary actions, we 
notify our Medicaid Compliance department and subsequently report this information to the 
DHCFP. 


4.5.10 Provider Credentialing 


The Vendor must have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the Vendor, including PCPs and PCSs, 
specialists, and other health care professionals, are licensed by the State and qualified to perform their 
services, excluding non-contracted obstetrical providers. The Vendor may not employ or contract 
with providers excluded from participation in federal health care programs under Section 1128 of the 
Social Security Act. 


The Vendor shall provide Credentialing Criteria for review and approval by DHCFP and ensure that 
all network providers meet the criteria. 


Credentialing 
HPN maintains a comprehensive credentialing and recredentialing policy which ensures all 
health plan providers are credentialed and re-credentialed in a consistent non-discriminatory 
manner. All elements of the credentialing and recredentialing process, including primary 
source verification, are handled internally by local HPN employees.  


All providers who participate in our provider network are required to complete HPN’s NCQA 
compliant credentialing process prior to executing an agreement. This rigorous credentialing 
process ensures that only highly qualified health care professionals render services to HPN 
members. Additionally, each provider is re-credentialed every three years to ensure all 
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Credentialing Facts 


 NCQA accredited 


 Protocols follow NCQA, CMS and 
State of Nevada Medicaid 
credentialing guidelines 


 Successful completion required for 
network participation  


 State of Nevada Standard 
Credentialing Application required 
for all providers 


 Re-credentialing  conducted every 
three years (36 months) 


 Ongoing monitoring conducted 
between credentialing cycles to 
review sanctions, complaints, 
grievances, quality\UM issue, 
licensure limitations and member 
satisfaction 


information is current and accurate and that providers continue to meet credentialing criteria 
and standards. 


Primary source verification elements include but are not 
limited to the following:  


 License: confirmation from appropriate state agency 
of license validity, expiration and information as to 
past, present or pending investigations or sanctions 


 DEA certificate and/or state pharmacy license 


 Education and training: graduation from medical or 
professional school, completion of a residency, board 
certification (if applicable) 


 History of professional liability claims which resulted 
in settlements or judgments paid by or on behalf of 
the provider 


 Medicare/Medicaid sanctions and limitations 


 Work history 


 Hospital privileges 


 Health status (past or present chemical 
dependence/substance abuse) 


 Criminal/felony convictions 


 Non-care complaints and quality of care investigations 


 Site visit score (if applicable) 


 Patient satisfaction survey results 


 Utilization management 


 Query of the National Practitioner Data Bank 


 Query of the Medicare and Medicaid Sanction 


This rigorous credentialing process ensures that qualified health care professionals provide 
HPN members with quality services and coordinated care.  


This is evidenced by our credentialing file audit scores: 


Credentialing File Audit Year: Initial Credentialing Score: Recredentialing Score: 
2006 100% 93% 
2009 100% 100% 
2011 100% 100% 
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4.6 Medical Records 


Complete medical records shall be maintained by the Vendor’s contracted providers, for each 
enrolled recipient in accordance with Standard XII, Section 4.8.16 of this RFP.  The records shall be 
available for review by duly authorized representatives of the State and CMS upon request. 


The Vendor shall have written policies and procedures to maintain the confidentiality of all medical 
records and, pursuant to Standard XII, Section 4.8.16, accessibility and availability of medical 
records, record keeping, and record review process. Not more than ten (10) calendar days after 
submitting a request, the State shall have access to a member’s medical record, whether electronic or 
paper, and has the right to obtain copies at the Vendor’s expense. 


The recipient’s medical record is the property of the provider who generates the record. The Vendor 
shall assist the member or the parent/legal guardian of the member in obtaining a copy of the 
member’s medical records, upon written request, from the provider. Records shall be furnished in a 
timely manner upon receipt of such a request but not more than thirty (30) calendar days from the 
date of request. Each member or parent/legal guardian of the member is entitled to one (1) free copy 
of the requested medical records.  The fee for additional copies shall not exceed the actual cost of 
time and materials used to compile copy and furnish such records. 


When an enrolled recipient changes primary care providers and/or health plans, the Vendor’s 
contracted provider must forward all medical records in their possession to the new provider within 
ten (10) working days from receipt of the request. 


HPN provider contract templates require Medical Record maintenance. Through the “Provider 
Summary Guide,” site visits and ongoing interactions between HPN’s provider advocates and 
our contracted providers, we ensure that Providers us the most current resources to maintain 
the confidentiality, accessibility and availability of all member medical records. HPN’s 
Provider Contract Templates contain the provision that providers comply with the 
confidentiality requirements as defined by state and federal law. The Provider Summary Guide 
contains the medical record confidentiality standards that apply to provider office facilities. 
The standards include the requirement that a designated person(s) is responsible to maintain 
safekeeping of medical records and/or appropriate system backup for electronic medical 
records. In addition, the summary guide lists the medical record review standards assessed 
during onsite visits at provider offices to ensure compliance with confidentiality standards. 


HPN’s Consistent Monitoring of Medical Record Content and 
Documentation 
HPN conducts an annual review of a medical records sample from our high volume network 
PCP’s. We review the records of physicians who specialize in internal medicine, family practice 
and pediatrics. The most recent audit of medical records was conducted in early 2012 using a 
sample of members who had two or more visits with the same physician. We reviewed 456 
medical records from 22 high volume physician offices. Physicians included in the audit are 
required to successfully attain an 85 percent overall score for compliance.  


Medical Record Audits Key Areas for Review  
HPN RN clinical staff review medical records in five key areas:  


 Patient demographics to ensure the following: 


– Patient’s name or ID number is included on each page of the medical record 
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– Date of birth, address, home telephone numbers, marital status, emergency contacts, 
guardian information, age, race and sex is listed 


– Employer’s name and work telephone, if applicable, is listed 


 Chart organization and completeness 


– All entries in the medical record include the author’s identification, which can be 
documented through handwritten signature, unique electronic identifier or initials. 


– All entries are dated. 


– Medical records are stored in an area which is denied to the public.. 


– All documents are securely attached in the record. 


– Content and format of the records are uniform including the sequence of information. 


– All records are legible. 


– Problem list includes any significant illnesses and medical conditions,  including 
updates. 


– Medication allergies and adverse reactions or the absence of this information are noted. 


– Medication information is present and includes prescribed medications, dosages, dates 
of initial prescription, and refill prescriptions. 


– Encounter forms or notes have a notation regarding follow-up care, calls or visits. 


– For competent patients 18 years of age and older, there is documentation of advance 
directives or evidence if the member has elected not to execute one. There is a note that 
information was given, if patient had not executed any directives. 


 Patient history/physical/studies 


– Past medical history is noted which includes serious accidents, operation and illnesses. 


– For patients 11 years of age and older, there is an appropriate notation assessing the use 
of cigarettes, alcohol and/or other substances. If yes, there is also evidence of education. 


– Identifies appropriate subjective and objective information pertinent to the patient’s 
presenting complaints. 


– Laboratory and other studies are ordered, as appropriate. 


– Working diagnosis is consistent with findings. 


– There is evidence of appropriate referrals to consultants, as indicated. 


– Consultation, laboratory and imaging reports in the chart are initialed by the 
practitioner to signify review. 


– Consultation and abnormal laboratory and imaging study results have an explicit 
notation in the record of follow-up plans. 


 Treatment Plan 


– Treatment plans are consistent with diagnosis. 


– Unresolved problems from previous office visits are addressed in subsequent visits. 


– Continuity and coordination of care are demonstrated by the presence of discharge 
summaries, operative reports, consultation reports and other ancillary care in the 
medical record. 


– There is no evidence that the patient was placed at inappropriate risk by a diagnostic or 
therapeutic procedure (e.g., unnecessary procedures and inappropriate procedures). 
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– There is documentation of patient education regarding diagnosis, treatment and 
medication, including risk factors. 


 Preventive Measures 


– Childhood and adolescent immunization records are present and up to date. 


– Adult immunization history is documented in the medical record and age-specific 
immunizations are current. 


– There is evidence that preventive screenings and services are offered in accordance with 
HPN’s preventive health guidelines. 


Overall Results: Medical Record Documentation Audit 
All network providers included in the 2011 medical record review successfully met or exceeded 
the 85 percent compliance goal. The physicians averaged 93 percent compliance.  


Key specific findings  
 Network providers achieved high levels of compliance – 85 percent or more – in four out of 


the five major key areas measured. These areas included patient demographics, medical 
record/chart organization and completeness, patient history/physical/studies and treatment 
plan.  


 Network providers achieved lower levels of compliance in the key area of preventive 
measures. Providers whose records were audited only achieved an average of 72.5 percent 
compliance. 


Key Opportunities for Improvement and Action Plans 
HPN identified key opportunities for improvement among its network providers. For example:  


 The need for documentation of patient education:  Seventy-six percent of medical records 
indicated documentation of patient education given regarding diagnosis, treatment and 
medications  


 The need to document appropriate referrals:  Seventy-five percent of medical records 
showed evidence of appropriate referrals to consultants  


 The need to clearly and accurately document childhood and adolescent immunizations:  
Sixty-eight percent of medical records contained evidence of childhood and adolescent 
immunization documentation is present and up to date  


 The need to assure completion of patient demographic information:  Fifty-six percent of 
medical records documented employer’s name and phone number (as applicable)  


HPN takes action and communicates with these providers about their individual findings and 
their areas needing improvement. Additionally, we distribute general tools and tips to help all 
network providers attain high levels of compliance in medical record documentation. 
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4.7 Quality Assurance Standards 


4.7.1 Overview 


The common goal of the managed care program is a successful partnership with quality health plans 
to provide care to DHCFP members, while focusing on continuous quality improvement. The current 
member population encompasses the TANF/CHAP Medicaid eligibility category, as well as the 
Nevada Check Up/CHIP population. Traditionally, the Medicaid population is a high-risk, high-
volume user of health care services.  


The role of managed care is to ensure accessibility and availability to appropriate health care, provide 
for continuity of care, and provide quality care to enrolled recipients. A major focus of managed care 
is health promotion and disease prevention. The aforementioned populations mainly comprised of 
parents, pregnant women and/or children, benefit from targeted preventive health care services, the 
quality and availability of which are monitored and evaluated by the DHCFP in conjunction with the 
DHCFP’s EQRO contractor. The Vendor is required to work collaboratively with the DHCFP and the 
EQRO in these quality monitoring and evaluation activities. By virtue of the DHCFP’s contract with 
the EQRO and the federal regulations which set forth the State’s mandates for an EQRO, the Vendor 
will be required to provide reporting data beyond that stipulated in this section and will participate in 
those additional EQRO activities as assigned and required by the DHCFP. 


Health Plan of Nevada (HPN) shares DHCFP’s common goal that the managed care program is 
a successful partnership with quality health plans to provide care to DHCFP members while 
focusing on continuous quality improvement. We wholeheartedly agree with this statement.  


We maintain a comprehensive quality improvement program that is managed from the top 
down. Our Board of Directors governs the Quality Improvement Program and is accountable 
for the direction, oversight and components of our QI Program. We focus on continuous QI to 
confirm our members receive high quality care and services. We work collaboratively with the 
DHCFP and the EQRO in quality monitoring and evaluation activities. We continue to provide 
reporting data, even if it is above and beyond that stipulated in this section, as requested by the 
DHCFP or the EQRO.  


External Quality Review Technical Report 
Our performance was evaluated in the 2011-2012 External Quality Review Technical Report 
for Managed Care Organizations (MCOs), released in October 2012 by Health Services 
Advisory Group, Nevada’s External Quality Review Organization. 


General Findings and Conclusions 
We were found to “have shown improvement in access, timeliness and quality of care provided 
to Nevada Medicaid and Nevada Check Up populations”. 


Specific Performance Areas 
 Internal Quality Assurance Program Review of Compliance 


– We received an overall score of 98.7 percent for the 2011-2012 Internal Quality 
Assurance Program (IQAP) On-Site Review of Compliance (IQAP Review)  


 Validation of Performance Measures: NCQA and Healthcare Effectiveness Data and 
Information Set (HEDIS) Compliance Audits 
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– Our rates are at or above the 50th percentile for 19 out of 21 measures, exceeding the 
2011 HEDIS 90th percentile scores for 8 of these 19 measures 


 Validation of Performance Improvement Projects (PIPs) 


– Our PIPs are an area of strength for us, receiving an overall ‘Met” validation status 


 Consumer Assessment of Healthcare Providers and System (CAHPS ®) Surveys 


– We receive CAHPS scores above the 2011 Nevada Check Up scores for eight of nine 
measures 


 Overall Compliance with the Annual Quality Strategy Evaluation 


– We achieve a high level of compliance in meeting the following specific goals and 
objectives included in the Quality Strategy put forth by DHCFP and the EQRO 


 Improving the health and wellness of children by increasing the use of preventive 
services 


 Reduce or eliminate health care disparities for members 


 Improve the health and wellness of new mothers and infants and increase new 
mother education about family planning and newborn health and wellness 


We are committed to continuously improving the health care and services we provide to our 
members. During our 15 years of experience in the State of Nevada  coordinating health care 
and services for members, we have developed and continue to refine an internal quality 
assurance program, our Quality Improvement Program (QI Program), to confirm we operate 
in accordance with all applicable state and federal regulatory and contractual requirements. 
Nevada continues to benefit from the extensive experience we have gained through 
administering the plan in the state as well as from our flexibility in addressing the unique needs 
of the program. 


The goals of the QI Program are to measure, monitor and analyze the outcomes of care and 
service and to apply interventions that continuously improve the level of health care and 
services provided to our members. Our QI Program serves as the roadmap for us to achieve 
measurable and sustainable improvements in access to, timeliness  and quality of the health 
care and services that are provided to members. 


ENSURING ACCESSIBILITY AND AVAILABILITY TO APPROPRIATE 
HEALTH CARE 
HPN exceeds the expectations of our current contract in this area. We designate resources to 
verify and quantify the accessibility and availability of services, hours of operation and 
provider availability. Under a new contract with DHCFP our efforts will not change. HPN 
verifies that our members have appropriate health care services received in a timely manner 
and that these services meet all requirements of our current contract and this RFP. We 
continually monitor access and availability of providers, specialists, services and treatment 
options for our members. These activities are reviewed and monitored through our QI 
program, where key activities are developed to validate, monitor, analyze and validate 
availability and accessibility of services. These include but are not limited to: 


 The number of primary care providers available to members,  


 The Number of dental care providers available to members,  


 The number of high volume-specialists available to members,  







 
4.7 Quality Assurance Standards


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 227 of 833
 


 The Number of behavioral health providers to members;  


 The number of providers with open or closed panels;  


 The geographic distribution of medical, dental and behavioral health providers;  


 Provider satisfaction rates  


 Member satisfaction rates. 


Case Example: Measuring Access 
We go beyond just collecting CAHPS survey data once a year: we distribute thousands of 
patient satisfaction surveys each month. These surveys ask members to report the purpose of 
their doctor’s visit and the length of time between when the appointment was made and the day 
the member actually saw the provider. The member is also asked to rate the length of time to 
schedule an appointment. The goal for each question is to achieve a rate greater than 80 
percent. For members for medical visits in 2011: 


Member Survey Results 


Time to Schedule: 
Percent of Members Ratings of 
Excellent, Very Good or Good 


Routine Primary Care Appointment 92 percent 
Urgent Care Appointment 92 percent 


Preventive Health Services 90 percent 


We monitor access to primary care physicians (PCPs) in the specialties of general practice, 
internal medicine, family practice, OB/GYN and pediatrics and to the specialists of 
gastroenterology, cardiology, dermatology, hematology/oncology, nephrology, ear nose and 
throat, pulmonology, urology, orthopedics/hand/neurosurgery and general 
surgery/cardiovascular, surgery/cardiothoracic, surgery/vascular and surgery/colorectal 
surgery. 


The 2011 analysis of our practitioner’s geographic availability showed that there were no 
problems with availability of providers. The 2010 quarterly reports to the Quality 
Improvement Committee showed that 100 percent of our service areas in the State of Nevada 
met the standard of one provider within 25 miles for primary care, specialty care and dental 
care.  


We established the following provider-to-member ratio standards and monitored performance 
for primary care, specialist care and dental care for members. We met this goal set in 2011 for 
having one primary physician, specialist, and primary care dentist available for 1,500 
members.  


Standards and Monitored Performance (Provider/Member Ratio) 


 
Provider/Member 


Ratio 
Goal Met? 


Primary Physicians 1/1,500 members Yes 
Specialists 1/1,500 members Yes 
Primary Care Dentists 1/1,500 members Yes 


We maintain the following standards and monitored performance to verify we have 50 percent 
open panels for our PCPs, specialists and primary care dentists at any time. Keeping provider 
panels open allows our members to have easy access to our provider network. The review of 
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Successful Audit 


In the 2011 External Quality 
Review Audit, we scored 
100% on all standards 
related to access and 
availability. 


open panels indicated that we met the required number of open panels for southern, northern 
and rural Nevada in 2011. 


Standards and Monitored Performance (Percent with Open Panels) 


 
Percent with Open 


Panels 
Goal Met? 


Primary Physicians 50% Yes 
Specialists 50% Yes 
Primary Care Dentists 50% Yes 


Case Example: Measuring After-Hours Access 
We conducted our annual audit of PCP offices by selecting large primary physician groups as 
well as individual PCPs from southern, northern and rural Nevada for study participation. The 
PCP offices were evaluated on whether they had after-hours coverage through a dedicated on-
call physician or answering service. PCP offices are not compliant if they only have a voice mail 
or no message that allows members to get in touch with the PCP.  


In addition to selecting physicians in metropolitan areas, we 
routinely review physicians in rural and underserved areas where 
accessibility issues are more likely to occur. We use random 
selection, but physicians who failed the audit in the previous year 
are automatically repeated in the survey to determine current 
compliance. In 2010, there were no physicians or physician 
groups who failed the audit. 


All of the physicians selected for the June 2011 audit in Nevada successfully passed. There were 
307 medical groups and 1,184 PCPs selected in southern Nevada and 115 medical groups and 
623 PCPs selected in northern Nevada. 


PROVIDING FOR CONTINUITY OF CARE 
We provide continuity of care for members through the provision of critical programs and 
initiatives. We effectively facilitate transitions in care across all settings of care. These 
programs include provision or facilitation of case management across all settings, including 
inpatient, outpatient and within specific rehabilitation facilities. To confirm this continuity of 
care is provided, ongoing monitoring is conducted to identify any potential barriers or 
challenges. 


In 2011, we met 100 percent of the standards in the EQRO audit related to care coordination.  


Health Promotion and Disease Prevention 
We promote health and help prevent disease through multiple initiatives. We are proud to host 
the only dedicated Health Education & Wellness (HEW) division in a health plan in the State of 
Nevada where on-site health education is provided to members. Multiple written reminders are 
also mailed to members to make sure they receive needed tests and exams for preventive health.  


Through the ongoing implementation of the QI Program, a comprehensive scope of quality 
improvement activities is in place. We define the scope of the QI Program by a range of 
activities, which includes health promotion and disease prevention. Health promotion and 
disease prevention activities focus on: education to members, outreach to members, education 
of providers, identification of high-risk members for health care utilization and chronic 
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conditions (to reduce complex health situations and prevent the occurrence of long-term health 
problems), members with existing chronic conditions and linkage of health promotion activities 
to quality improvement activities. 


Health Education & Wellness (HEW) Class Description 
The table below provides a listing of health education and wellness class descriptions that we 
offer to Nevada members. 


Program Brief Description 
Asthma - Adult (ages 
16 and up) 


Understand asthma and how to take control. Topics include triggers and 
treatments, medications and self-care 


Asthma - Child (ages 
1 to 15) 


The program includes recognizing the signs and symptoms of an asthma 
episode and the steps to make living with asthma manageable 


Cancer Nutrition 


Education on 19 different types of cancer, general cancer nutrition, cancer 
prevention and managing cancer symptoms, including nutrition, physical 
activity, risk factors and screenings related to cancer. Learn strategies of 
coping with cancer and special considerations for cancer survivors  


Diabetes 
The Balancing Act provides basic knowledge of preventive care; healthy 
food and activity choices; blood glucose monitoring; foot and eye care; 
stress management techniques and other effective ways to manage diabetes. 


Exercise 
Improve flexibility, mobility and balance without having to rely on specialized 
equipment through this dedicated exercise class. 


Understanding 
Insulin and Insulin 
Self-Management 


Education on insulin management and learning the proper skills for 
administering, storing and the timing of insulin. 


Heart Health  


Recognize and control risk factors, Blood Pressure, Cholesterol, 
Triglycerides for heart disease and high blood pressure. Learn and 
understand lab results, food labels and tips for dining out. This program help 
members keep heart health in control by reducing weight, exercise, taking 
medications correctly, reducing tobacco and alcohol use and eating from a 
balanced food plan. 


Lactation 
Learn proper breast feeding techniques, milk production and colostrum, 
guidelines to reduce fullness discomfort, safe handling of expressed milk 
breast pumps, storing and transporting breast milk. 


Lifestyle Management 


This course provides information, tools and support to make permanent 
lifestyle changes that result in stress reduction and stress management. It is 
also designed to increase knowledge of basic nutrition and fitness principles 
and encourage behavior modifications to control risk factors for chronic 
diseases and promote a high quality of life. 


Nutrition and Fitness 
Learn the principles of good nutrition and developing a fitness routine. 
Staying fit takes into account motivation, obstacles, barriers and lifestyle 
commitment to remain healthy and strong.  


Pregnancy  
Course emphasizes good nutrition habits, proper weight gain, personal and 
home safety, exercise, coping with stress, emotions and discomforts of 
pregnancy. The course also covers baby’s first year.  


Preventive Health 
Care 


This program explores adult preventive health care guidelines and presents 
a summary of periodic health examinations, screening tests, immunizations 
and counseling recommended for maintaining good health.  


Tobacco Cessation 
Program 


This program includes an evidence-based treatment plan, one-on-one 
consultation with a tobacco cessation counselor, three months in a 
personalized behavior modification program, three months of personalized 
medication (depending on assessment), and member follow-up as needed.  


Weight Management - 
Adult 


Develop a personal plan to make positive changes in eating and exercise 
habits to achieve healthy and permanent weight loss. 
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Program Brief Description 
Weight Management 
Support Group 


This weight management support group focuses on a combination of 
nutrition and fitness, while incorporating a positive learning environment.  


Healthy Nutrition  
Toddlers and 
Preschoolers  
(ages 2 to 6) 


Steps to Good Nutrition is a program designed to provide parents with 
guidelines and a step-by-step approach to good nutrition, activity and 
behavior modification for children so that they can make healthier choices as 
adults. This program provides information on their energy needs, portion 
sizes and food choices they require. 


Healthy Nutrition  
Children (ages 7 to 
13) 


Learn current health and nutrition information, advice on changing habits, 
physical activity and tips to get your children and family started. This fun-
filled activity class makes it simple for kids to learn lifelong eating habits that 
help them achieve and maintain a healthy weight and a strong and healthy 
body.  


Through our website MyHEWOnline.com, members have access to online diabetes, heart 
health, pregnancy, preventive health care, smoking cessation and weight management 
programs. MyHEWOnline also has an online health risk assessment that identifies health and 
lifestyle profiles. After completing the questionnaire, a personalized profile with 
recommendations is provided to improve a member’s overall health. 


 


Tobacco Cessation Program 
In Nevada, 22.2 percent of the adult population, or more than 428,000 individuals, are current 
cigarette smokers. Among adults ages 35 and over, more than 3,300 individuals die as a result 
of tobacco use each year. The Tobacco Cessation Program (TCP) offered through our HEW 
Division is a very successful program, with a quit rate of 67 percent 12 months after beginning 
the program. 


We are the only insurance company in Nevada to offer an in-person TCP. The TCP consists of 
an orientation, one-on-one consultation with a state-licensed alcohol and drug abuse tobacco 
cessation counselor, group sessions, optional nicotine replacement therapies and medication. 
The group sessions are designed as behavior modification sessions to help participants 
understand how to successfully quit smoking. Members can attend as many group sessions as 
they choose.  


The combination of behavior modification and medication is successful in helping individuals 
quit smoking. Our 12-month survey of members who completed the program shows that 93 
percent of participants felt that both the medication and the behavior modification sessions 
helped significantly in their smoking cessation efforts.  
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Success Story 
John K. had been smoking for 59 years and tried quitting numerous times. The weekly meetings of the 
Tobacco Cessation Program were beneficial to share struggles and ideas with others. With the aid of the 
Tobacco Cessation Program, John successfully quit smoking.  


4.7.2 Quality Measurements 


All Healthcare Effectiveness Data and Information Set (HEDIS) measures in this contract are to be 
reported for a calendar year, using the most current version of National Committee for Quality 
Assurance (NCQA) HEDIS specifications. HEDIS measures may not necessarily correspond to the 
contract periods, but may overlap them. DHCFP and/or the EQRO may conduct on-site review as 
needed to validate medical measures reported. The Vendor must use audited data, and is responsible 
for ensuring all updates to the measure are reflected in the final, reported rates. The DHCFP reserves 
the right to require the Vendor to report on additional quality measures not listed here. 


We have a local dedicated leadership, management and staff team who manage and implement 
the internal QI Program. This staff is dedicated to improving the services and health care for 
the members in the State of Nevada. 


We have successfully met all requirements needed to report the HEDIS measures on an annual 
basis using the most current version of the NCQA HEDIS specifications. We support on-site 
reviews conducted by the EQRO and validates medical measures reported on all requested 
quality measures. Through the external audit process, we confirm that all updates to the 
measures are reflected in the final reported rates.  


We look forward to our continued participation in the annual EQRO monitoring reviews led by 
the DHCFP. The monitoring review process, using standard methods and data collection tools 
and methods found in the Centers for Medicare & Medicaid Services External Quality Review 
Management Care Organizations (CMS EQR MCO) Protocol, assesses our compliance with 
regulatory requirements, standards of quality outcomes, and timeliness of and access to 
services provided by health plans. During an annual monitoring review of our compliance with 
contract standards, or upon request by Nevada or its EQRO, we will provide evidence (e.g., our 
use of external quality review findings, agency audits, contract monitoring activities, member 
grievances, and HEDIS and CAHPS results) of our efforts to identify and correct problems and 
improve care and services to members. In the last 2011 triennial audit, we achieved a 98.7 
percent compliance rate with all standards assessed. We have always met the annual HEDIS 
auditor requirements to successfully submit and report all required HEDIS measures. 


Performance Measures 
We have an unyielding commitment to improving the performance measures that indicate 
quality of care. This commitment is shared by all employees throughout HPN, at the corporate 
level as well as in our individual health plans. Our QI Program provides an integrated, 
coordinated and quality improvement system to demonstrate compliance with contractual, 
state and federal requirements. We employ a knowledgeable, inter-disciplinary QI team and 
proven structures and processes. We have more than 15 years of experience in the State of 
Nevada collecting, analyzing and reporting HEDIS measures for the Medicaid population. 
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We carry out our commitment to continuous quality improvement by monitoring performance 
measures and tracking them over time. With a fixed objective of achieving year-over-year 
improvements and immediate goals of meeting benchmarks as quickly as possible, we compare 
our performance-measure results to state minimum performance standards, goals and 
benchmarks as well as to national and regional data. 


As stated in the 2011-2012 EQRO Technical Report, 59 percent of the 17 total quality measures 
reported to the DHCFP improved from 2011 to 2012, and 59 percent of those measures also 
achieved the quality improvement goal established by DHCFP. For example: 


 We achieved the DHCFP goal of increasing the childhood immunization rate by 10 percent 
for Childhood Immunization Combination 2 and 3 for Medicaid and Nevada Check Up 


 We achieved the DHCFP goal of increasing children’s and adolescents’ access to PCPs by 
10 percent for three out of the four rates for Nevada Check Up 


 We achieved the DHCFP goal of increasing well-child visits for 3-to-6 year olds 10 percent 
for Nevada Check Up 


HEDIS 
We have collected, analyzed and reported HEDIS measures throughout the 15 years since 
HEDIS was first adopted as a Medicaid requirement. We aggressively monitor and measure 
our performance against 76 measures across five domains of care as a means of identifying 
targeted improvement opportunities specific to the needs of our state partners and their 
members. As a long-term partner with the State of Nevada, we collect and report all of the 
specific HEDIS measures to meet the needs of the DHCFP and to identify needs and improve 
performance on a range of important health issues facing Nevada.  


The current HEDIS 2012 indicators that we reported to the DHCFP in June 2012 included: 


Member Group HEDIS Indicators 


Medicaid 


 Adolescent Well-Care visits 
 Annual Dental visits 
 Childhood Immunizations Combinations 2-10 
 Children and Adolescents’ Access to PCPs 
 Comprehensive Diabetes Care (excluding the Hemoglobin A1C <7 rate) 
 Follow-up after Hospitalization for Mental Illness 
 Frequency of Ongoing Prenatal Care 
 Lead Screening in Children 
 Mental Health Utilization – Percentage of Members Receiving Inpatient, Day or 


Night and Ambulatory Services 
 Prenatal and Postpartum Care – Timeliness of Prenatal Care and Postpartum 


Care 
 Use of Appropriate Medications for People with Asthma 
 Weeks of Pregnancy at Time of Enrollment 
 Well-Child Visits in the First 15 Months of Life 
 Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life 


Nevada Check 
Up 


 Adolescent Well-Care visits 
 Annual Dental visits 
 Childhood Immunizations Combinations 2-10 
 Children and Adolescents’ Access to PCPs 
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Member Group HEDIS Indicators 


 Follow-up after Hospitalization for Mental Illness 
 Lead Screening in Children 
 Mental Health Utilization – Percentage of Members Receiving Inpatient, Day or 


Night and Ambulatory Services 
 Use of Appropriate Medications for People with Asthma 
 Well-Child Visits in the First 15 Months of Life 
 Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life 


Although not required by the DHCFP for reporting, we collect the following additional HEDIS 
measures which are also reviewed and evaluated by the health plan internally to determine if 
improvements are demonstrated for these key indicators. In addition, selected measures in the 
Use of Services HEDIS domain are evaluated to determine potential areas for potential under- 
and over-utilization: 


Member Group HEDIS Indicators 


Medicaid 


 Appropriate Testing for Children with Pharyngitis 
 Appropriate Treatment with Children with Upper Respiratory Infections 
 Breast Cancer Screening 
 Cervical Cancer Screening 
 Chlamydia Screening 
 Cholesterol Management for Patients with Cardiovascular Conditions 
 Controlling High Blood Pressure 
 Immunizations for Adolescents 
 Medication Management for People with Asthma 
 Weight Assessment and Counseling for Nutrition and Physical Activity for 


Children and Adolescents 


Nevada Check 
Up 


 Appropriate Testing for Children with Pharyngitis 
 Appropriate Treatment with Children with Upper Respiratory Infections 
 Cervical Cancer Screening 
 Chlamydia Screening 
 Immunizations for Adolescents 
 Medication Management for People with Asthma 
 Weight Assessment and Counseling for Nutrition and Physical Activity for 


Children and Adolescents 


We have achieved the highest national percentile (90th percentile) for an extensive number of 
HEDIS measure rates reported to the DHCFP in 2012.  


HPN HEDIS 2012 Trends for the Medicaid Population 


Meeting the Performance Improvement Goals 
Measure/Data Element HEDIS 2012 Rate 


Effectiveness of Care: Prevention and Screening – Use of 
Appropriate Medications for People with Asthma 
5-11 Years 92.65% 
Annual Dental Visits 


7-10 Years 71.88% 
11-14 Years 63.90% 
Total 59.41% 
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HPN HEDIS 2012 Trends for the Nevada Check Up Population 


Meeting the Performance Improvement Goals 
Measure/Data Element HEDIS 2012 Rate 


Effectiveness of Care: Prevention and Screening – Childhood 
Immunization Status 
DTaP 92.15% 
IPV 98.43% 
MMR 96.34% 
HIB 97.91% 
Hepatitis B 94.24% 
VZV 96.86% 
Pneumococcal Conjugate 87.96% 
Hepatitis A 63.87% 
Rotavirus 77.49% 
Combination #2 86.39% 
Combination #3 82.20% 
Combination #4 57.07% 
Combination #5 67.54% 
Combination #7 48.17% 
Combination #8 29.84% 
Combination #10 25.65% 
Effectiveness of Care: Respiratory Conditions – Use of Appropriate 
Medications for People with Asthma 
5-11 Years 98.39% 
Effectiveness of Care: Behavioral Health – Children and 
Adolescents’ Access to Primary Care Practitioners 
12-24 Months 97.59% 
25 Months – 6 Years 93.05% 
7-11 Years 94.17% 
12-19 Years 93.01% 


Annual Dental Visit 


2-3 Years 52.43% 
4-6 Years 77.52% 
7-10 Years 86.47% 
11-14 Years 81.61% 
15-18 Years 69.11% 
Total 78.05% 


In addition to collecting and reporting HEDIS measures we successfully comply with the PIP 
submissions each year. This past experience and history is publicly recorded by the DHCFP 
and the successful compliance with the annual HEDIS and PIPs are easy to show. 


Two examples of PIP compliance include the childhood immunization and lead screening rates 
where we achieved statistically significant improvements. 


Exceeding Goals for PIPs 
Childhood Immunization Combination 2 2006-2007 2007-2008 2008-2009 2009-2010
 Year 1 Year 2 Year 3 Year 4 
Percent of Evaluation Elements Met 100% 100% 98% 100% 
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Exceeding Goals for PIPs 
Percent of Critical Evaluation Elements Met 100% 100% 100% 100% 
Validation Status Met Met Met Met 
Lead Screening  2007-2008 2008-2009 2006-2010
  Year 1 Year 2 Year 3 
Percent of Evaluation Elements Met  100% 100% 98% 
Percent of Critical Evaluation Elements Met  100% 100% 100% 
Validation Status  Met Met Met 


4.7.2.1 Pregnancy 


A. Standard 


The Vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are provided 
with quality prenatal care. Quality prenatal care provides for increased access to prenatal services, 
and ensures necessary monitoring of high-risk pregnancies to obtain healthy birth outcomes. 


The Vendor’s prior authorization policies and procedures must be consistent with the provision of 
prenatal care in accordance with community standards of practice and the Medicaid Services Manual. 


We take affirmative steps to verify that eligible pregnant members are provided with quality 
prenatal care. Through the ongoing monitoring of geographic access, numbers of providers 
with open panels and numbers of members to OB/GYN providers, we facilitate consistent and 
increased access for pregnant women to receive needed prenatal services and confirm 
monitoring of high-risk pregnancies. 


Our prior authorization policies and procedures are consistent with the provision of prenatal 
care in accordance with the community standards of practice and the Medicaid Services 
Manual (MSM). For example, our current policies and procedures are consistent with the 
MSM as an obstetrical ultrasound of a pregnant uterus is considered a covered benefit when it 
is determined to be medically necessary; however, an ultrasound to find out the gender of the 
baby is not a covered benefit. We already have policies and procedures in place to address this 
and all other prenatal care issues as identified in the MSM. 


Additionally, we have case managers specifically assigned to facilitate the health care and 
services for members who are pregnant. Once members are identified as being pregnant, our 
case managers outreach to these members to identify high risk needs and to make certain that 
all of their health care and services are coordinated during the entire pregnancy. The case 
managers make ongoing telephone calls to those members who need high risk monitoring that 
ensure the pregnancies are safe. Case managers also receive referrals for the high-risk 
pregnancy program from OB/GYN providers. We encourage our network providers to submit 
high-risk maternity screens as soon as the member has come into their office for treatment. 
This high-risk maternity screen allows the case manager 
to better identify and understand the needs of these 
women. The case manager then collaborates with the 
OB/GYN provider during the entire pregnancy to make 
certain needed tests and exams are provided. 


We have the largest network of women’s health providers 
for Medicaid members in the State of Nevada. In 
comparing our network to currently published provider 
directories, we have 30 percent more physician OB/GYNs 
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statewide than the other Medicaid vendor. We have almost three times the number of physician 
OB/GYNs in Washoe County alone. This allows more choice and better access for our female 
members. In 2002, when the State faced a crisis in obstetrics because medical malpractice 
premiums had become so high causing many obstetricians to close their practice to newly 
pregnant women, our providers agreed to continue to accept new patients. Our members were 
able to access the care they needed. Many of our OB/GYN providers are exclusive to HPN.  


Under the new contract, our members will continue to have access to their OB/GYN providers 
without any disruption of care as patients continue their relationships with their established 
providers. 


B. Required Measures 


The following HEDIS measures will be reported:  


1. Prenatal and Postpartum Care 


a. Timeliness of Prenatal Care  


b. Postpartum Care  


2. Weeks of Pregnancy at Time of Enrollment in the Vendor 


3. Frequency of Ongoing Prenatal Care 


This measure uses the same denominator and deliveries as the “Prenatal and Postpartum Care” 
measure.  


Following HEDIS methodology, rates are to be reported as those women who received <21 percent, 
21-40 percent, 41-60 percent, 61-80 percent, and 81-100 percent of the expected number of prenatal 
care visits. 


To monitor the quality of health care and services provided to members who are pregnant, we 
continue to submit and report to the DHCFP key HEDIS measures for monitoring, analysis 
and future actions. 


Measures 
We report the following three pregnancy-related measures to the DHCFP: 


 Prenatal and Postpartum Care  


– The Timeliness of Prenatal Care measure reports the percentage of deliveries of live 
births, between November 6 of the year prior to the measurement year and November 5 
of the measurement year, that received a prenatal care visit as a member of the health 
plan in the first trimester or within 42 days of enrollment in the health plan  


– The Postpartum Care measure reports the percentage of deliveries of live births, 
between November 6 of the year prior to the measurement year and November 5 of the 
measurement year, that had a postpartum visit on or between 21 and 56 days 


 Weeks of Pregnancy at Time of Enrollment in the Health Plan 


– The Weeks of Pregnancy measure reports the percentage of women who delivered a live 
birth during the measurement year by the weeks of pregnancy at the time of their 
enrollment in the health plan, according to the following periods: 


 Prior to pregnancy (280 days or more prior to delivery) 
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 The first 12 weeks of pregnancy, including the end of the 12th week (279-196 days 
prior to delivery) 


 The beginning of the 13th week through the end of the 27th week of pregnancy (195-
91 days prior to delivery) 


 The beginning of the 28th week of pregnancy or after (less than or equal to 90 days 
prior to delivery) 


 Frequency of Ongoing Prenatal Care 


– The percentage of deliveries between November 6 of the year prior to the measurement 
year and November 5 of the measurement year that had the following number of 
expected prenatal care visits:  


 Less than 21 percent of expected visits 


 21 to 40 percent of expected visits 


 41 to 60 percent of expected visits 


 61 to 80 percent of expected visits 


 Greater than or equal to 81 percent of expected visits 


Through the consistent and ongoing interventions we put into place, we have demonstrated 
statistically significant improvements in the Prenatal and Postpartum Care rates for the 
Medicaid populations. See the table below.  


 


 Since 2005, the Timeliness of Prenatal Care rate for the Medicaid population increased 
from 73.48 percent as reported in 2005 to 81.27 percent as reported in 2012.  


– This is a statistically significant improvement of close to eight percentage points (Chi 
square = 7.1154, with a p value of 0.0076).  


 The Postpartum Care rate for the Medicaid population increased from 41.85 percentage 
points as reported in 2005 to 67.15 percentage points reported in 2012.  


– This is a statistically significant improvement of more than 25 percentage points (Chi 
square = 53.0626 with a p value of 0.0000).  
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 The Frequency of Ongoing Prenatal Care rate for the Medicaid population (81+Percent) 
also increased from 60.83 percentage points as reported in 2005 to 72.99 percentage points 
as reported in 2012.  


– This is a statistically significant improvement of 23 percentage points (Chi square = 
13.7366, with a p value of 0.0002). 


The Timeliness of Prenatal Care HEDIS 2012 for the Medicaid population has now reached the 
national 75th percentile and the Postpartum Care HEDIS 2012 rate for the Medicaid 
population has reached the national 50th percentile. These demonstrated improvements 
indicate our ongoing commitment to focus on this key area. 


Key Health Plan Interventions 


Early Identification of New Pregnant Members 
All new members are contacted by Member Services upon enrollment in the health plan. These 
members are asked about any health issues they may have and if the member pregnancy 
identifies as pregnant, the member is automatically referred to the Pregnancy Case 
Management program for outreach. In addition, we receive an enrollment file from the state 
with a flag indicating that the member is pregnant. Once that member is identified, the 
pregnancy case manager makes the initial outreach call.  


Postpartum Outreach and Rewards 
The Pregnancy Case Manager contacts all high-risk women to verify they are seen for 
postpartum care within the requisite time frame. In addition, all members receive a letter after 
their live birth indicating the importance of postpartum care in addition to the availability of a 
non-financial reward if they go to the doctor within the requisite time frame. The letters to 
women who have just delivered also include a Postpartum Care Brochure to help make them 
aware of reasons for getting Postpartum Care visits.  


Postpartum Care Intervention 
In the first 10 months of 2012, close to 1,000 members received a postpartum care education 
and rewards letter to remind and encourage them to receive their timely postpartum care visit. 
Women who received and returned documentation of these completed postpartum care visits 
are sent nightlights and pedometers. 


Centering Pregnancy 
For members in Las Vegas and empaneled to Southwest Medical Associates’ medical group, 
pregnant women are invited to attend Centering Pregnancy classes during their pregnancies. 
This Centering Pregnancy program, sponsored by March of Dimes, is a six-week course that 
allows women to meet in group sessions to discuss important health issues related to pregnancy. 


Discharge Information/Education 
Upon discharge from the hospital for a live birth, the new mother is given a discharge packet 
complete with discharge instructions and a postpartum brochure explaining post-natal follow-
up care, C-section incision care instructions, perinatal care information and other information 
to assist in a smooth transition home. Patients are again encouraged to make their postpartum 
appointments and to schedule a pediatric appointment for their infant.  
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Printed Materials and Additional Education 
A women’s health informational booklet was produced in both English and Spanish for 
distribution at medical group sites and provider offices. Preventive screenings, health care 
needs, annual Pap exams, pre- and post-natal care and mammography are addressed. In 
addition, a brochure about Text for Baby is available for distribution to pregnant women to 
help them learn through text messaging about phases during pregnancy.  


Exclusive Access to Nevada’s Only NICU Post Discharge Clinic 
Our members have exclusive access to the only NICU post discharge clinic (NPDC) in Nevada. 
The NICU babies are referred to and followed by the NICU post discharge clinic. The NPDC is 
staffed with a neonatologist and our case manager. We work in partnership with local 
neonatologists who serve our communities too. These fragile NICU babies have the chance to be 
transitioned slowly, if needed, from the NICU to their pediatricians. The NPDC has successfully 
discharged babies sooner from the NICU especially in the case of babies needing to be weaned 
from methadone. 


Health Education and Wellness Classes 
A pregnancy HEW class is available for pregnant women who want to learn more about their 
pregnancies. 


Sustainability 
We have demonstrated improvements in these measures throughout the past several years, as 
seen in the previous Prenatal and Postpartum Care Rates for Medicaid table, and continue to 
monitor for outcomes and actions. 


4.7.2.2 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic 
Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 


A. Standard: 


The Vendor shall take affirmative steps to achieve at least a participation rate greater than or equal to 
the national average for EPSDT screenings. Well Child Care promotes healthy development and 
disease prevention in addition to possible early discovery of disease and appropriate treatment. 


As we continue to leverage multiple strategies and take affirmative steps to enhance health plan 
member participation in the EPSDT program, we focus on well-child visits and EPSDT exams 
which include: 


 Health history 


 Developmental assessment 


 Complete physical exam 


 Vision screening 


 Hearing test 


 Urinalysis 


 Blood test 


 Recommended immunizations 


 Nutrition screen 


 Anticipatory guidance 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 240 of 833  November 2012
 


 Other tests and referrals as needed 


Our goals include: promoting healthy development, preventing disease and detecting treatable 
conditions early on to avoid further serious health problems.  


By implementing these strategies, any discovery of disease can be made to facilitate timely and 
appropriate treatment. We make every effort to provide outreach and education to members 
under the age of 21 and their families about the importance and availability of EPSDT services, 
to identify members in need of preventive services and to assist in making and coordinating 
appointments. Our goals are to achieve a participation rate greater than or equal to the 
national average for EPSDT screenings. 


 


Specific member outreach activities include: 


 Written and verbal communications with members’ families to provide education about the 
benefits of EPSDT exams 


 Routine mailings (e.g., member newsletters and birthday cards with a screening reminder) 
and automated calls to maintain awareness of EPSDT services 


 Assistance connecting members with care management when an EPSDT screening indicates 
the need for follow-up or further evaluation 


 Preventive care-related educational information on the member website 


 Ongoing internal collaboration among internal departments (e.g., care management, 
member services and provider services) to work on individual cases 


In addition to all of the foregoing outreach efforts, we anticipate enhancing our current 
strategies to develop appropriate and timely rewards to encourage members to follow through 
on EPSDT and preventive screenings and appointments. 


We continue to collaborate with Nevada Federally Qualified Health Centers (FQHCs) and 
other community-based organizations to assist with our outreach efforts. 


B. Required Measures: 


The following HEDIS measures will be reported: 


1. Children’s Access to Primary Care Providers 


2. Well-Child Visits in the First 15 Months of Life 
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3. Well-Child Visits in the Third, Fourth, Fifth, and Sixth Year of Life 


4. Adolescent Well-Care Visits 


DHCFP will require quarterly submission of progress reports outlining advances achieved in reaching 
the established EPSDT goals of the Vendor. The quarterly reports must address at a minimum these 
components: program monitoring, program evaluation, member outreach, provider education, and 
provider compliance with mandatory components of EPSDT visits. The progress report will 
determine the effectiveness of the Vendors interventions and is to be submitted in conjunction with 
the quarterly CMS 416 reports.  


DHCFP and/or EQRO may conduct desk and/or on-site review as needed, to include, but not be 
limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in 
primary care provider contracts, and the process for notification of members. Vendor internal quality 
assurance of the EPSDT program shall include monitoring and evaluation of the referrals that are the 
result of an EPSDT screening.  


The Vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for each 
quarter of the federal fiscal year (FFY), October 1st through September 30th. The Vendor is required 
to submit the final CMS 416 Report to the DHCFP no later than March 1st after the FFY reporting 
period concludes. The Vendor must send a quarterly report in order to track the progress the Vendor 
is making throughout the year. The Vendor is required to complete all line items of the CMS 416 
Report and submit separate reports for the CHIP and TANF/CHAP populations. 


If the Vendor cannot satisfactorily demonstrate to DHCFP at least a participation rate not less than 
the national baseline average, as determined by DHCFP or its contracted EQRO, the DHCFP may 
require the Vendor to submit a Plan of Correction (POC) to DHCFP. The POC should identify 
improvements and/or enhancements of existing outreach, education, and case management activities, 
which will assist the Vendor to improve the screening rate and increase the participation percentage.  


Measures 
We receive quarterly progress reports related to EPSDT participation from our Health 
Informatics department. We submit the CMS 416 EPSDT Participation Report to the DHCFP 
each quarter of the fiscal year, October 1st through September 30th. The final CMS 416 report 
to the DHCFP is sent no later than March 1st after the fiscal year reporting period concludes.  


We look forward to participating in any desk or on-site reviews as needed to evaluate the 
current process in place and facilitate EPSDT implementation. This review could include an 
evaluation of policies and procedures, service delivery, data tracking and analysis, language in 
PCP contracts and the process of member notification. We enhance our current activities and 
confirm that the monitoring and evaluation of the referrals by providers are being done 
expeditiously. If the participation rates are less than the national baseline average, we are 
committed to submitting a Plan of Correction to the DHCFP indicating the enhancements that 
we make to all current activities focused on member outreach, provider education or case 
management, to make needed improvements. 


We report the following four well-care measures to the DHCFP:  


 Children and Adolescents’ Access to Primary Care Practitioner  


– This measure reports the percentage of members 12 months-19 years of age who had a 
visit with a PCP during the measurement year 
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– This measure is reported for four different age groups: children 12 – 24 months old, 
children 25 months to 6 years old, children 7 -11 years old, adolescents 12 – 19 years old 
and one total rate for all age groups  


 Well-Child Visits in the First 15 Months of Life  


– This measure reports the percentage of members who turned 15 months old during the 
measurement year and who had the following number of well-child visits with a PCP 
during their first 15 months of life: 


 No well-child visits 


 One well-child visit  


 Two well-child visits  


 Three well-child visits  


 Four well-child visits  


 Five well-child visits 


 Six well-child visits  


 Well-Child Visits in the Third, Fourth, Fifth, and Sixth Year of Life 


– This measure reports the percentage of members 3-6 years of age who had one or more 
well-child visits with a PCP during the measurement year  


 Adolescent Well-Care Visits 


– This measure reports the percentage of enrolled members 12-21 years of age who had at 
least one comprehensive well-care visit with a PCP or OB/GYN practitioner during the 
measurement year  


As a result of our consistent and ongoing interventions, we have demonstrated improvements in 
the Children and Adolescents’ Health rates for the Medicaid and Nevada Check Up 
populations as shown in the tables below. 
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Since 2005, the Children and Adolescents’ Access to PCPs HEDIS rates for the Medicaid 
population increased from: 


 92.19 percent as reported in 2005 to 92.70 percent as reported in 2012 for the 12-24 month 
population 


 78.89 percent as reported in 2005 to 82.42 percent as reported in 2012 for the 25 months to 6 
year old population  


– Statistically significant improvement as measured by Chi square of 31.9694 with p-value 
of 0.0000 


 75.31 percent as reported in 2005 to 84.14 percent as reported in 2012 for the 7-11 year old 
population 


– Statistically significant improvement as measured by Chi square of 87.1376 with p-value 
of 0.0000 


 71.86 percent as reported in 2005 to 82.15 percent as reported in 2012 for the 12-19 year old 
population  


– Statistically significant improvement as measured by Chi square of 118.8473 with p-
value of 0.0000 


 


Since 2005, the Children and Adolescents’ Access to PCPs HEDIS rates also increased similarly 
for the Nevada Check Up population, increasing from: 


 96.02 percent as reported in 2005 to 97.59 percent as reported in 2012 for the 12-24 month 
population 


 90.37 percent as reported in 2005 to 93.05 percent as reported in 2012 for the 25 months to 6 
year old population 


– Statistically significant improvement as measured by Chi square of 10.3729 with a p-
value of 0.0013 
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 92.56 percent as reported in 2005 to 94.17 percent as reported in 2012 for the 7-11 year old 
population 


 87.50 percent as reported in 2005 to 93.01 percent as reported in 2012 for the 12-19 year old 
population 


– Statistically significant improvement as measured by Chi square of 21.8757 with a p-
value of 0.0000 


The Children and Adolescents’ Access to PCPs HEDIS 2012 rate for the Nevada Check Up 
population has reached the national 90th percentile. This demonstrated improvement shows 
our ongoing commitment to focus on this key area. 


Additionally, we demonstrate improvements in well-child and adolescent well care visits for 
both Medicaid and Nevada Check Up members as outlined in the following table: 


 


 The Well-Child Visits in the First 15 Months of Life HEDIS rate for the Medicaid 
population increased from 34 percentage points as reported in 2006 to 45.77 percentage 
points as reported in 2012  


– Statistically significant improvement as measured by Chi square of 39.6108 with a p-
value of 0.0000) 


 The Well-Child Visits in 3-6 Years of Life HEDIS rate for the Medicaid population 
increased from 55.96 percentage points as reported in 2006 to 63.02 percentage points as 
reported in 2012 


 The Adolescent Well-Care Visits HEDIS rates also increased for the Medicaid population 
from 19.18 percentage points as reported in 2006 to 33.70 percentage points as reported in 
2012 
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Immunization Promotional 
Recently, parents of 18-
month-old children were given 
an incentive; their child would 
be given a Turtle Backpack 
once the child received the 
appropriate immunizations by 
two years of age.  


 


 


 The Well-Child Visits in the First 15 Months of Life HEDIS rate for the Nevada Check Up 
population increased from 39.38 percentage points as reported in 2006 to 46.46 percentage 
points as reported in 2012  


 The Well-Child Visits in 3-6 Years of Life HEDIS rates increased for the Nevada Check Up 
population from 57.91 percent as reported in 2006 to 74.21 percentage points as reported in 
2012  


– Statistically significant improvement as measured by Chi square of 245424.3566 with a 
p-value of 03940.0000 


 The Adolescent Well-Care Visits HEDIS rates also increased for the Nevada Check Up 
from 25.89 percentage points as reported in 2006 to 49.54 percentage points as reported in 
2012  


– Statistically significant improvement as measured by Chi square of 260.4144 with a p-
value of 0.0000 


The Adolescent Well-Care Visits HEDIS 2012 rate for the Nevada Check Up population has 
reached the national 75th percentile. This demonstrated improvement shows our ongoing 
commitment to focus on this key area.  


Key Health Plan Interventions 


Well-Care Visits, Reminders and Incentives 
All parents of children and adolescents who are due for well-
child and adolescent well-care visits receive routine reminders 
to schedule and attend those visits on a timely basis. Parents of 
children up until the age of two years receive reminders about 
immunizations which also include a reminder to receive 
appropriate well-child visits. The well-child visit and 
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immunization schedules are included in mailings to verify parents are aware of the visits and 
screenings that are needed.  


Member Promotional Campaign 
An EPSDT promotional campaign is conducted for 
all new members to promote parental awareness of 
important screening tests, exams and immunizations 
of children. 


Power Kids Camp 
Our health educators lead an annual six-week 
children’s program that focuses on healthy living 
offered at two area YMCAs. 


Adolescent Well Care and Immunization 
Incentives and Education 
We send adolescents up to 13 years of age (and their 
parents or guardians) postcard reminders for these 
teens to receive appropriate adolescent well-care 
visits and immunizations. In return for completed 
shot records, adolescents receive a free gift.  


 


Provider Education and Outreach 
Providers are educated through the newsletter and in separate mailings about the EPSDT 
screening program and their responsibility of getting the children and adolescents in for 
appropriate and timely visits and screening tests.  
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Web IZ Interface 


We were one of the leaders 
to certify the state’s 
immunization registry, Web 
IZ which provides bi-
directional transfers of 
electronic medical records. 


4.7.2.3 Immunizations 


A. Standard: 


Immunization Age appropriate immunizations (according to current Advisory Committee on 
Immunization Practices (ACIP) schedule) 


B. Required Measures: 


The following HEDIS measures will be reported: 


1. Childhood Immunization Status 


Immunization status may be reviewed through EPSDT claims and encounter data, and/or through an 
annual immunization audit based on DHCFP’s or its designee’s random sampling of EPSDT 
information. In addition, DHCFP could collaborate with the Nevada Health Division to track and 
trend Immunization Registry data. 


The Vendor’s HEDIS immunization measurement rates must be comparable to the HEDIS National 
Medicaid average. If the Vendor has not satisfactorily demonstrated the ability to meet the HEDIS 
immunization national Medicaid average, the Vendor will be required to submit a POC to DHCFP. 
The POC should identify improvements/ enhancements of existing outreach, education, case 
management activities, and the Vendor’s staff person who is/are responsible for implementing and 
monitoring the POC. 


We implement multi-faceted strategies to continuously improve the Childhood Immunization 
Status HEDIS rates. We leverage our collaborative activities with network providers, parents 
of children who need immunizations and community partners such as the Southern and 
Northern Nevada Immunization Coalitions, to improve the immunization rates in the State of 
Nevada for children enrolled in managed care. 


We enthusiastically continue our multiple efforts, which have included our longstanding work 
with the Nevada Health Division, to track and trend immunization registry data. In fact, HPN  
and our affiliated medical group, SMA, were the leaders in the State of Nevada to certify that 
the state’s immunization registry was fully functional to capture data and to allow providers 
the ability to have a bi-directional interface to transfer data back and forth from electronic 


medical records to the state’s registry. The implementation of this 
bi-directional interface allows for a single entry of immunization 
data into the registry, decreasing data entry errors as well as 
generating a cost-saving measure by reducing data entry time. We 
continue to monitor the immunization status of our population 
through regularly run claims and encounters data throughout the 
year, in addition to working with the Nevada Health Division on 
how to trend data directly from the state immunization registry.  


Measures  
We report Childhood Immunization Status HEDIS measures to the DHCFP. The rates include 
the percentage of children 2 years of age who had the following immunizations:  


 Four diphtheria, tetanus and acellular pertussis (DTaP) 


 Three polio (Inactivated Polio Vaccine) 


 One measles, mumps and rubella (MMR) 
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Significant Improvement! 


The Childhood Immunization 
Status Combination 3 
HEDIS 2012 rate for the 
Medicaid population has 
reached the national 50% 
percentile. 


 Three H influenza type B (HiB) 


 Three hepatitis B (HepB) 


 One chicken pox (VZV) 


 Four pneumococcal conjugate (PCV) 


 One hepatitis A (HepA) 


 Two or three rotavirus (RV) 


The measure calculates a rate for each vaccine and then nine separate combination rates.  


As a result of our consistent and ongoing interventions, we have demonstrated improvements in 
the Childhood Immunization Status HEDIS rates for the Medicaid and Nevada Check Up 
populations as shown in the table below. 


 


 The Childhood Immunization Status Combination 2 HEDIS 
rate for the Medicaid population increased from 50.12 
percent as reported in 2006 to 73.48 percent as reported in 
2012 


– Statistically significant improvement as measured by 
Chi square of 47.4921 with p-value of 0.0000 


 The Childhood Immunization Status Combination 3 HEDIS 
rate for the Medicaid population increased from 20.44 
percent as reported in 2006 to 67.64 percent as reported in 2012 


– Statistically significant improvement as measured by Chi square of 185.7842 with p-
value of 0.0000 


This demonstrated improvement shows our ongoing commitment to focus on this key area.  
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Significant 
Improvement! 


The Childhood 
Immunization Status 
Combination 2 and 3 
HEDIS 2012 rates for 
the Nevada Check Up 
population has 
reached the national 
90% percentile. 


 


 The Childhood Immunization Status Combination 2 HEDIS rate for the Nevada Check Up 
population increased from 62.34 percentage points as reported in 2006 to 86.39 percentage 
points as reported in 2012 


– Statistically significant improvement as measured by Chi 
square of 35.5311 with p-value of 0.0000 


 The Childhood Immunization Status Combination 3 HEDIS 
rate for the Nevada Check Up population increased from 25.70 
percentage points as reported in 2006 to 82.20 percentage points 
as reported in 2012 


– Statistically significant improvement as measured by Chi 
square of 166.3743 with p-value of 0.000 


This demonstrated improvement shows our ongoing commitment to 
focus on this key area.  


Key Health Plan Interventions 


Immunization Reminder Cards and Incentives 
Parents of children who turn 6, 12, 18 and 24 months of age enrolled in Medicaid receive 
reminder postcards and birthday cards that contain immunization and well-child visit 
schedules. 


Childhood Immunization Intervention 
Parents of 18-month-old children receive an immunization and lead screening brochure in 
early 2012 to remind them of the importance of timely immunizations, well-child visits and lead 
screenings. When parents return their child’s completed immunization record the child 
receives a Turtle backpack. 


Reminders at 18 months of age 
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Immunization Incentives 


Incentives have been presented 
to providers who had high 
immunization rates that were 
completed on a timely basis 
based upon the recommended 
schedule. 


Parents receive a business reply envelope to send their child’s completed immunization records 
into the health plan when their 
children turn 2 years of age. 


Specific DTaP reminder 
card 
A reminder was created to 
address this key immunization 
due for children before they 
turn 2 years of age. 


Automated outreach calls 
We conduct telephone calls on 
a monthly basis to encourage 
the receipt of timely and 
appropriate immunizations for 
parents of 12 and 21-month-
old children. 


Member Promotional 
Campaigns 
We run an EPSDT 
promotional campaign for all 
new members to promote 
parental awareness of important screening tests, exams and immunizations for their children. 


Flu Shot Campaign 
Our annual flu shot campaign encourages parents and children to receive timely flu shots during 
the flu season with a mailing sent to all households at high risk. 


Back-to-School Week for Immunizations 
We participate in numerous clinics, supplying and donating booklets, bookmarks, DVD 
packets, pencils, Sesame Street Plushies and more. 


Direct Member Outreach 
We hold immunization clinics with medical groups, at health 
fairs and in conjunction with Immunization Coalition events 
during National Infant Immunization Week and other key 
times during the year. High-risk pediatric case managers also 
discuss immunizations when they are on the phone with 
parents of children with complex health issues. 


Provider Education and Outreach 
Provider newsletter articles focus on appropriate coding and documentation for childhood 
immunization and disparities in rates among different racial and ethnic groups. 
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4.7.2.4 Mental Health 


A. Standard: 


The Vendor shall take affirmative steps to ensure that covered medically necessary mental health and 
mental health rehabilitative services are provided to enrolled recipients as required in RFP Sections 
4.2.2 and 4.2.8. Mental health is an integral part of holistic health care. The measurement 
methodology below demonstrates elementary steps toward continuing review of the quality and 
adequacy of mental health care services.  


We continue to cover medically necessary mental health and mental health rehabilitative 
services provided to members. We agree with the DHCFP that mental health is an integral part 
of holistic health care and continually review the quality and adequacy of our mental health 
services by monitoring:  


 Accessibility and availability of behavioral health services which include the amount of time 
it takes to make various types of appointments 


– Routine 


– Urgent 


– Emergent 


 The satisfaction of members and providers with behavioral health care and its providers  


 Clinical outcomes as defined below 


We work collaboratively and closely with behavioral health care managers to confirm 
behavioral health services are provided on a timely and appropriate basis to our members. 


B. Required Measures 


The following HEDIS measures will be reported:  


1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night Care and 
Ambulatory Services 


2. Follow-Up After Hospitalization for Mental Illness - The percentage of discharges for members 
six (6) years of age and older who were hospitalized for treatment of selected mental health 
disorders, who were continuously enrolled for thirty (30) days after discharge (without gaps) and 
who were seen on an ambulatory basis or who were in day/night treatment with a mental health 
provider. Two (2) separate calculations are required:  


a. The percentage of discharges for members who had an ambulatory or day/night mental health 
 visit on the date of discharge, up to thirty (30) days after hospital discharge, and 


b. The percentage of discharges for members who had an ambulatory or day/night mental health 
 visit on the date of discharge, up to seven (7) days after hospital discharge. 


Measures 
We report the following behavioral health HEDIS measures to the DHCFP: 


 Mental Health Utilization: The number and percentage of members receiving inpatient, 
intensive outpatient or partial hospitalization, outpatient or emergency room or any needed 
mental health services during the measurement year  
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 Follow-Up after Hospitalization for Mental Illness: The percentage of discharges for 
members 6 years of age and older hospitalized for treatment of selected mental health 
disorders and who have an outpatient visit, an intensive outpatient encounter or partial 
hospitalization with a mental health practitioner 


 The percentage of discharges for which the member receives follow-up within 30 days of 
discharge 


 The percentage of discharges for which the member receive follow-up within seven days of 
discharge 


As a result of our consistent and ongoing interventions, we demonstrate improvements in the 
Follow-Up after Hospitalization for Mental Illness for the Medicaid population as shown in the 
table below. 


 


 The Follow-Up after Hospitalization for Mental Illness 7-day HEDIS rate for the Medicaid 
population increased from 42.59 percentage points as reported in 2006 to 59.26 percentage 
points as reported in 2012  


– Statistically significant improvement as measured by Chi square of 4.9048 with p-value 
of 0.0268) 


 The Follow-Up after Hospitalization for Mental Illness 30-day HEDIS rate for the Medicaid 
population increased from 59.26 percentage points as reported in 2006 to 70.21 percentage 
points as reported in 2012 


Key Health Plan Interventions 


Provider Education and Follow-Up Visit Incentives 
Mental health facilities that have members in the hospital for treatment are regularly educated 
to secure members an ambulatory follow-up visit within seven days of discharge.  
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Some facilities have outpatient centers near their inpatient settings of care; these facilities bring 
the members to the outpatient setting on the day of discharge to confirm compliance with the 
timely follow-up appointment.  


Once the facility makes the appointment for the member, a faxed copy of the date of discharge 
and date of the outpatient appointment is sent to the health plan. The member then receives a 
non-financial incentive for receiving timely follow-up. 


4.7.2.5 Dental Services 


A. Dental Services Quality Improvement 


The Vendor’s Internal Quality Assurance Program Improvement (IQAP) Committee and IQAP 
Coordinator will review the Vendor’s dental program quarterly to assure quality dental care is 
promoted through demonstration of oversight and monitoring of dental activities and ensure 
appropriate referrals are provided to the members when indicated.  


We continue to monitor and evaluate the success of our dental Internal Quality Assurance 
Program on a quarterly basis, at a minimum. The purpose of our Dental Management Program 
is to make sure that every member receives quality dental care delivered to promote oral 
wellness, through utilization of appropriate resources, in the most appropriate setting and in 
the most cost effective manner. 


We have a dedicated focus to dental services within our QI Program description. We also have 
a separate Dental UM Program description to verify quality care is provided to our members. 
The health plan’s Quality Improvement Committee and the Medicaid Quality Improvement 
Subcommittee review the dental program.  


Through this committee structure, all related indicators and functions are reviewed to verify 
that quality dental care is promoted and to confirm that appropriate referrals are provided to 
members when indicated.  


B. Standard 


The Vendor shall take action to ensure access to quality dental care for all eligible Medicaid and 
Nevada Check Up members. Vendor baselines will be established over the first contract year.  


The following HEDIS measure will be reported: 


1. Annual Dental Visit  


The percentage of members, ages two (2) through twenty-one (21) years as of December 31st of the 
measurement year, who were continuously enrolled during the measurement year and who had at 
least one (1) dental visit during the measurement year.  The DHCFP will also monitor utilization 
through reported encounter data.  


The following Annual Dental Visit HEDIS measure is reported to the DHCFP. This measure 
reports the percentage of members 2-21 years of age who had at least one dental visit during 
the measurement year. There are six age stratifications: 2-3 years, 4-6 years, 7-10 years, 11-14 
years, 15-18 years, 19-21 years and a total rate reported.  


As a result of our consistent and ongoing interventions, we have demonstrated improvements in 
the Annual Dental Visit rates for the Medicaid and Nevada Check Up populations as displayed 
in the table below. 
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 The Annual Dental Visit HEDIS rate for the Medicaid population increased from 29.41 
percentage points as reported in 2006 to 59.41 percentage points as reported in 2012  


– Statistically significant improvement as measured by Chi square of 3489.5046 with p-
value of 0.0000 


 The Annual Dental Visit HEDIS rate for the Nevada Check Up population increased from 
49.96 percentage points as reported in 2006 to 78.05 percentage points as reported in 2012  


– Statistically significant improvement as measured by Chi square of 1253.4695 with p-
value of 0.0000 


The Annual Dental Visit HEDIS 2012 rate for the Nevada Check Up population has reached 
the national 90th percentile. This demonstrated improvement shows our ongoing commitment 
to focus on this key area. 


Since 2001, when we began administering the dental benefit in Clark County, we have engaged 
in outreach and educational efforts to improve the number of children receiving dental care. 
DHCFP included the dental benefit in our Medicaid Managed Care Contract due to a severe 
lack of access to dental services for Medicaid children. When the dental benefit was in the FFS 
program, only a few dentists accepted Medicaid children. 


We promoted dental care to our members by providing educational materials regarding the 
importance of dental care at an early age and the necessity of preventive dental services. We 
notified parents of children who did not receive dental services by June of each year that their 
child was due for a dental service and the child’s parent was given a free gift once the child 
received the dental care. 
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Key Health Plan Interventions 


Visit Reminders 
Our members receive reminders of their upcoming annual visits through the member 
newsletter, direct mailings, new member mailings and other means to verify compliance with 
the timely and appropriate visit. 


Provider Outreach 
Our dental providers receive reminders through the provider newsletter, Provider Summary 
Guide and other means, to schedule members for annual dental visits. Collaboration with the 
network dental providers also offers the opportunity to discuss any barriers and challenges in 
improving these rates. 


4.7.2.6 Use of Appropriate Medications for People with Asthma (ASM) 


A. Required Measures 


The percentage of members 5–56 years of age during the measurement year who were identified as 
having persistent asthma and who were appropriately prescribed medication during the measurement 
year.  


DHCFP and/or the EQRO may conduct on-site review as needed to validate medical measures 
reported. 


We continue to implement strategies to improve the numbers of members with asthma who 
receive appropriate medications and health care to manage this chronic condition. We support 
on-site reviews conducted by the EQRO and validates medical measures reported on all 
requested quality measures. 


Measures 
We report the Use of Appropriate Asthma Medications for People with Asthma HEDIS 
measure to the DHCFP. The measure reports on the percentage of members 5-64 years of age 
during the measurement year who were identified as having persistent asthma and who were 
appropriately prescribed medication during the measurement year. A total rate is reported in 
addition to four age stratifications: 5-11 years, 12-18 years, 19-50 years and 51-64 years. 


As a result of our 
consistent and ongoing 
interventions, we have 
demonstrated 
improvements in the Use 
of Appropriate 
Medications for People 
with Asthma rates for the 
Medicaid and Nevada 
Check Up populations as 
illustrated in the table to 
the right. 
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 The Use of Appropriate Medications for People with Asthma HEDIS rate (total) for the 
Medicaid population increased from 73.73 percentage points as reported in 2006 to 85.63 
percentage points as reported in 2012 


– Statistically significant improvement as measured by Chi square of 16.5084 with p-value 
of 0.0000 


 The Use of Appropriate Medications for People with Asthma HEDIS rate (total) for the 
Nevada Check Up population increased from 93.88 percentage points as reported in 2006 to 
97.69 percentage points as reported in 2012 


Key Health Plan Interventions 


Asthma Health and Complex Case Management Program  
All members identified with asthma (children and adults) are automatically enrolled into the 
health plan’s Asthma Health Management Program. Upon identification, and at least once 
during the year, all members with asthma receive educational materials (e.g., member-friendly 
guidelines and brochures about asthma) and information about how to join HEW classes. 
Those members identified at high or moderate risk for future health care utilization are also 
eligible to receive telephone calls from a registered nurse health coach every 60 to 90 days, at a 
minimum.  


For children, the parent is the recipient of these telephone calls. The registered nurse health 
coach educates the member and parents on how to self-manage this chronic condition. In 


addition, a Passport to Living 
Healthy binder (see figure below) of 
educational materials is provided to 
members who enroll into the 
registered nurse health coach 
program. This binder guides the 
member and parents during the 
health journey.  


In addition, for members and 
parents of children with asthma 
who have had acute exacerbations 
or who need more help with 
complex health, social and financial 
issues, a complex case manager is 
available to facilitate the care and 
services for individual members. If 
needed, the case manager may also 
refer the member and parent to a 
social worker for more assistance 
with social and financial needs. 


Provider Education and Outreach 
Provider profiles contain confidential lists of members with asthma empaneled to their offices. 
The information provided includes the most recent primary care visits, emergency room visits, 
hospitalizations and information about the compliance with quality indicators. Providers are 
encouraged to review these profiles and use them to improve the care they deliver to their 
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patients. Clinical guidelines about asthma management are also updated and disseminated to 
PCPs and other providers at least once during the year. 


Member Education 
A HEW class is available free of charge to members with asthma. The classes are taught by 
experienced health educators and individuals are instructed on how to better self-manage this 
chronic condition. There is also a group smoking cessation class available to members. 


4.7.2.7 Lead Screening in Children:  


A. Required Measures 


The percentage of children two years of age who had one or more capillary or venous lead blood tests 
for lead poisoning by their second birthday. 


We continue to implement multi-faceted initiatives to improve the lead screening rates for two-
year-old children. For the Medicaid population, lead poisoning is more prevalent. As estimated 
by the Centers for Disease Control and Prevention, children enrolled in Medicaid are at high 
risk for having elevated Blood Lead Levels. In collaboration with the DHCFP, we monitor and 
continue to administer strategies to improve the lead screening rates for our members.  


Measure 
We report the lead screening in children HEDIS measures to DHCFP. This measure reports 
the percentage of children 2 years of age who had one or more capillary or venous lead blood 
test for lead poisoning by their second birthday.  


Nevada has demonstrated improvements in the Children and Adolescents’ Health rates for the 
Medicaid and Nevada Check Up populations as presented in the table below.  


 


 The Lead Screening in Children HEDIS rate for the Medicaid population increased from 
14.11 percent as reported in 2008 to 29.44 percentage points as reported in 2012 


– Statistically significant improvement as measured by Chi square of 28.3458 with p-value 
of 0.0000 
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 The Lead Screening in Children HEDIS rate for the Nevada Check Up population 
increased from 19.95 percentage points as reported in 2008 to 50.79 percentage points as 
reported in 2012 


– Statistically significant improvement as measured by Chi square of 59.3387 with p-value 
of 0.0000 


Key Health Plan Interventions 


Reminders and Incentives 
We send reminders to all parents of children who need lead screening tests 
to verify that the lab test is completed.  


Lead Away! We have developed educational materials to promote lead 
awareness among parents and children. Created in partnership with 
Sesame Workshop, the materials are visually appealing to children and 
feature well-loved Sesame street characters.  


Member Education  
Member newsletter articles, new member packets and direct member outreach mailings discuss 
the importance of lead screenings. Members are also educated about lead screening tests during 
multiple health fairs and immunization events.  


Provider Education and Outreach 
Our provider newsletters inform the providers about the needed documentation and the timing 
related to lead screening. Additional lists of non-compliant members are sent to network 
providers to encourage the receipt of appropriate screening tests.  


HEDIS medical record reviewers also re-educate pediatricians about the need for lead 
screening. We cover a filter paper in-office lab test with a newly contracted provider. This 
assists pediatricians in conducting the test easily in the office without having to send the child 
out for a separate appointment at the contracted laboratory. 


4.7.2.8 Comprehensive Diabetes Care 


A. Required Measures 


The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had each of the 
following: 


1. Hemoglobin A1c (HbA1c) testing 


2. HbA1c poor control (>9.0%) 


3. HbA1c good control (<7.0%) 


4. Eye exam (retinal) performed 


5. LDL-C screening 


6. LDL-C control (<100 mg/dL) 


7. Medical attention for nephropathy 
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8. Blood pressure control (<130/80 mm Hg) 


9. Blood pressure control (<140/90 mm Hg) 


We continue to implement strategies to improve the numbers of members with diabetes who 
receive appropriate tests and exams to manage this chronic condition.  


Measures 
The Comprehensive Diabetes Care HEDIS measure is reported to the DHCFP. The measures 
report on the percentage of members 18-75 years of age with diabetes (type 1 and type 2) who 
have each of the following:  


 Hemoglobin A1C testing that is performed during the measurement year 


 Hemoglobin A1C poor control (>9.0 percent) as identified through the most recent A1C test 
completed 


 Hemoglobin A1C control (<7.0 percent) for a selected population, as identified through the 
most A1C test completed in the measurement year 


 Eye exam (retinal) that is performed by an eye care professional (optometrist or 
ophthalmologist) in the measurement year or a negative retinal or dilated retinal exam by 
an eye care professional in the year prior to the measurement year 


 LDL-C screening that is performed during the measurement year  


 LDL-C control (<100 mg/dL) as identified through the most recent LDL screening test 
completed in the measurement year 


 Medical attention for nephropathy during the measurement year as identified through a 
nephropathy screening test or evidence of nephropathy 


 BP control (<140/80 mm Hg) as identified through the most recent Blood Pressure reading 
during the measurement year 


 BP control (<140/90 mm Hg) as identified through the most recent Blood Pressure reading 
during the measurement year 


As a result of our consistent and ongoing interventions, we have demonstrated improvements in 
the Comprehensive Diabetes Care rates for the Medicaid population as shown in the following 
table. 
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 The Hemoglobin A1C testing HEDIS rate for the Medicaid population increased from 46.09 
percent as reported in 2006 to 72.75 percentage points as reported in 2012 


– Statistically significant improvement as measured by Chi square of 28.8558 with p-value 
of 0.0000 


 The Hemoglobin A1C poor control (>9) HEDIS rate for the Medicaid population dropped 
(lower is better) from 73.91 percentage points as reported in 2006 to 52.80 percentage points 
as reported in 2012 


– Statistically significant improvement as measured by Chi square of 16.3852 with p-value 
of 0.0001 


 The Eye Exam HEDIS rate for the Medicaid population increased from 46.09 percentage 
points as reported in 2006 to 49.64 percentage points as reported in 2012 


 The LDL Screening HEDIS rate for the Medicaid population increased from 54.78 
percentage points as reported in 2006 to 67.40 percentage points as reported in 2012 


– Statistically significant improvement as measured by Chi square of 6.2552 with p-value 
of 0.0124 


 The LDL Control (<100) HEDIS rate for the Medicaid population increased from 26.96 
percentage points as reported in 2006 to 32.60 percentage points as reported in 2012 


 The Medical Attention for Nephropathy HEDIS rate for the Medicaid population increased 
from 37.39 percentage points as reported in 2006 to 67.40 percentage points as reported in 
2012 


– Statistically significant improvement as measured by Chi square of 33.9550 with p-value 
of 0.0000 


Key Health Plan Interventions 


Diabetes Health and Complex Case Management Program 
All members identified with diabetes are automatically enrolled into the health 
plan’s Diabetes Health Management Program. Upon identification, and at least 
once during the year, all members with diabetes receive educational materials 
(e.g., member friendly guidelines and brochures about asthma) and information 
about how to join HEW classes. Those members identified at high or moderate 
risk for future health care utilization are also eligible to receive telephone calls 
from a registered nurse health coach every 60 to 90 days, at a minimum. The 
registered nurse health coach educates the member about how to self-manage 
this chronic condition. In addition, a Passport to Living Healthy binder of 


educational materials is provided to members who enroll in the registered nurse health coach 
program.  


In addition, for members and parents of children with diabetes who have had acute 
exacerbations or who need additional help with complex health, social and financial issues, a 
complex care case manager is available to facilitate the care and services for individual 
members. If needed, the case manager may also refer the member to a social worker for more 
assistance with social and financial needs.  
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Member Education 
A designed HEW class, certified by the American Diabetes Association, is available free of 
charge to members with diabetes. The classes are taught by a certified diabetic educator and 
individuals are instructed on how to better self-manage this chronic condition. There is also a 
group smoking cessation class, taught by licensed drug and alcohol abuse counselors, available 
to members. 


Provider Education 
Provider profiles contain confidential lists of members with diabetes empaneled to their offices. 
The information provided includes information on the most recent PCP visits, emergency room 
visits, hospitalizations and information about the compliance with quality indicators. Providers 
are encouraged to review these profiles and use them to improve the care they deliver to their 
patients. Clinical guidelines about diabetes management are also updated and disseminated to 
PCPs and other providers at least once during the year.  


4.7.2.9 Plan of Correction (POC) Procedure 


A Plan of Correction (POC) must include, but may not be limited to, the following:  


A. Specific problem(s) which require corrective action; 


We specify all problems that require corrective action. We work with DHCFP and with all 
internally affected health plan departments to identify the specific problem that requires 
corrective action. 


B. The type(s) of corrective action to be taken for improvement;  


We identify the type (s) of corrective action to be taken for improvement. Each type of action is 
listed in the POC and is monitored and evaluated by the Director, Medicaid Operations (or 
designee) to confirm compliance. 


C. The goals of the corrective action;  


We work with DHCFP, to determine the goals of the POC. Once identified, we will specify all 
goals of the corrective action in the final action plan used internally and submitted to the 
DHCFP. 


D. The time-table for action;  


We include all applicable time frames for action in the POC. We monitor specific time frames 
with due dates and actions taken to verify the completion of the POC. 


E. The identified changes in processes, structure, internal/external education;  


We include appropriate changes in process, structure, as well as necessary internal and 
external training and education in the POC. The Director, Medicaid Operations (or designee), 
the responsible party for the POC works with all internally affected department heads and 
specific personnel to certify that all processes and structure are made. We identify all staff 
responsible for each identified problem in the POC and confirm they educate their internal 
staff (or external parties as applicable) about the changes needed to take action. 
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F. The type of follow-up monitoring, evaluation and improvement; and 


We submit all POCs also include any necessary steps for monitoring and evaluation. We track 
all follow-up actions needed to monitor, evaluate and improve any problems specified in the 
plan of correction. We communicate with DHCFP on the follow-up monitoring, evaluation and 
improvements made to address all issues included in the POC. 


G. The Vendor staff person(s) responsible for implementing and monitoring the POC. 


Our Director, Medicaid Operations (or designee) is responsible for implementing and 
monitoring the POC. 


H. The POC should also identify improvements and enhancements of existing outreach, and case 
management activities, if applicable. 


Our POC identifies any improvements and enhancements of existing outreach and case 
management activities as applicable. We specify these improvements and enhancements 
individually in the POC in addition to assigned responsible parties. 


Unless otherwise specified by DHCFP, the Vendor has thirty (30) days from date of notification by 
DHCFP to submit a POC, as specified. The Vendor’s POC will be evaluated by DHCFP to determine 
whether it satisfactorily addresses the actions needed to correct the deficiencies. If the Vendor’s POC 
is unsatisfactory, DHCFP will indicate the section(s) requiring revision and/or necessary additions 
and request a satisfactory plan be submitted by the Vendor, unless otherwise specified, within thirty 
(30) days of receipt of DHCFP’s second directive. If the Vendor’s second plan is unsatisfactory, 
DHCFP may declare a material breach. Within ninety (90) calendar days after the Vendor has 
submitted an acceptable POC or one has been imposed, DHCFP will initiate a follow-up review, 
which may include an on-site review.   


If the Vendor’s non-compliance with the provision of covered medically necessary benefits and 
services becomes an impediment to ensuring the health care needs of recipients and/or the ability of 
providers to adequately attend to those health care needs, the DHCFP shall take administrative 
sanction against the Vendor. Such a sanction will disallow further enrollment and may also include 
adjusting auto-assignment formulas used for recipient enrollment purposes. Such sanctions will 
continue until Vendor compliance with the provision of benefits/services is achieved. Liquidated 
damages, as outlined in the General Terms of the contract, may also be assessed if other measures fail 
to produce adequate compliance results from the Vendor.  


Once we are notified that a Plan of Correction (POC) is required, we respond to DHCFP within 
30 days or as otherwise specified. If the submitted POC is found to be unsatisfactory, we make 
the necessary revisions and resubmits the POC within 30 days or as otherwise specified. We 
comply with any requests for follow-up review including an on-site review. We maintain a 
collaborative working relationship with the DHCFP to make any needed improvements on a 
timely and appropriate basis. 
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4.8 Standards for Internal Quality Assurance Programs 


Federal regulations (42 CFR 438.240) mandate that States must, through its contracts, require each 
managed care organization (Vendor) to have an ongoing quality assessment and performance 
improvement program for the services it furnishes its members. Internal Quality Assurance Programs 
(IQAPs) consist of systematic activities, undertaken by the Vendor, to monitor and evaluate the care 
delivered to enrolled recipients according to predetermined, objective standards, and effect 
improvements as needed. 


An annual review of the Vendor will be conducted by the DHCFP or its designee. In addition, 
DHCFP will monitor and analyze grievances and appeals, provider disputes and will periodically 
conduct patient and provider satisfaction surveys.  


Health Plan of Nevada (HPN) is fully compliant with the annual review. In fact, during our 
most recent annual audit by DHCFP, we were given 99. 1 percent. 


An annual review of HPN is conducted by the DHCFP or its designee. In addition, DHCFP 
monitors and analyze grievances and appeals and provider disputes, and periodically conducts 
patient and provider satisfaction surveys.  


We haves an ongoing quality assessment and performance program in place to provide for the 
services for our members. Our Internal Quality Assurance Program, referred to as Quality 
Improvement Program (QI Program) at HPN, consists of systematic activities to monitor the 
health care and services delivered to members according to 32 predetermined and objective 
standards. Opportunities for improvement are identified in addition to barriers, and then 
action is taken to address specific focus areas as needed. We conduct an annual QI Program 
evaluation to: 


 Monitor and review all activities conducted  


 Review successes and program effectiveness 


 Address barriers and challenge 


 Identify potential opportunities for improvement 


 Respond to additional actions based upon this program review 


We also conduct ongoing activities to monitor member satisfaction. On an annual basis, we 
collaborate with an external survey vendor certified by the NCQA to conduct the Consumer 
Assessment of Healthcare Providers and Systems (CAHPS) member satisfaction survey. The 
results of this survey are discussed with various quality committees and task forces. The 
monitoring of the survey results includes identification of additional actions that can be taken 
to improve the member perceptions and barriers that may impact this perception. In addition, 
we administer internal patient satisfaction surveys to identify any issues that members may 
have if they visit network providers. The results of the satisfaction surveys are also brought 
through the quality improvement structure and are distributed to Provider Services to discuss 
the results and take action with network providers.  


CAHPS Survey Results – 2010 to 2012 
The health plan’s Quality Improvement Committee reviews CAHPS survey results for the 
Medicaid and Nevada Check Up (hereinafter referenced as member) populations each year. 
The results are discussed and then improvement opportunities are identified.  
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One focused area includes making sure that children enrolled are receiving the health care and 
services they need. The perceptions by parents who rate the health care, health plan and 
personal doctor, among other areas, help demonstrate the status of the health plan. Overall, the 
satisfaction as rated by parents of children enrolled in one of our programs has improved over 
time.  


CAHPS Survey Results – Medicaid and Nevada Check Up Child Surveys – 2010 
to 2012 
Parents who responded to the survey were asked to rate the following four areas using any 
number from 0 to 10, where 0 is the worst and 10 is the best.  


 Best personal doctor 


 Best specialist 


 Best health care 


 Best health plan 


The results below show the percentage of members who rated the personal doctor, specialist, 
health care and health plan as an 8, 9 or 10 on a scale of 0 to 10 


CAHPS Survey Results - Medicaid 


 2010 2011 2012 


Rating of Personal Doctor 81.74% 83.65% 86.90% 
Rating of Specialist 78.69% 80.26% 87.50% 
Rating of Health Care 74.31% 76.36% 79.41% 
Rating of Health Plan 76.53% 76.89% 83.46% 


CAHPS Survey Results - Nevada Check Up 


 2010 2011 2012 


Rating of Personal Doctor 86.27% 82.18% 84.64% 
Rating of Specialist 75.71% 78.67% 84.16% 
Rating of Health Care 78.57% 80.20% 81.52% 
Rating of Health Plan 86.06% 87.69% 90.09% 


Medicaid CAHPS Survey Results 
Our Quality Improvement Committee, which includes multiple network physicians, discussed 
the most recent results of the Medicaid CAHPS survey in September 2012. Key discussion 
focused on factors that impact the perceptions of members. These factors, highlighted by the 
network physicians and medical directors include: 


 Impact of the cultural makeup of members as it relates to ensuring there is effective 
physician and patient communication 


– Health care provided to members is often more episodic at either the emergency room 
or urgent care center 


– Physicians usually do not have the chance to practice preventive medicine with many of 
those individuals 


– Changes are needed to improve perceptions 


 Ease of the referral and appointment availability process for members to access necessary 
health care tests and exams 
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The Quality Improvement Committee recommended that the health plan could have the 
greatest impact on the most members by addressing two primary areas for continued 
improvement:  


 Appointment availability  


 Prior authorization or referral processes  


There are workgroups in place to address these processes and to enhance already streamlined 
processes. The Committee agreed that these activities help improve perceptions.  


Annual Provider and Office Manager Survey 
In conjunction with fielding member satisfaction surveys, we conduct an annual provider and 
office manager satisfaction survey to understand the perceptions of the network providers. The 
survey focuses on the multiple processes and programs of the health plan to determine if the 
processes are well-received. Opportunities for improvement are identified and then additional 
actions are taken based upon the survey results.  


Key Results of the 2011 Provider and Office Manager Satisfaction Survey  
HPN Providers 


 2011 2012 


Rating of experience with the health plan (9 
or 10 on a scale of 0 to 10) 


58% 71% 


Rating the quality of care a health care 
member receives 


59% 74% 


Recommended health plan to patients 64% 78% 
Recommended health plan to other 
providers 


61% 76% 


Office Managers 


 2011 2012 


Rating of experience with the health plan (9 
or 10 on a scale of 0 to 10) 


58% 65% 


Rating the quality of care a health care 
member receives 


57% 65% 


Recommended health plan to patients 63% 71% 
Recommended health plan to other 
providers 


64% 71% 


The 2011 survey results demonstrate a positive experience with the health plan. The Quality 
Improvement Committee always identifies goals for improvement and the goal for 2011 was to 
increase the positive ratings on these questions by 5 percent from 2010. All of the survey 
responses for these questions met those established improvement goals.  


We monitor grievances and appeals on an ongoing basis and send the required reports to the 
DHCFP according to pre-determined timelines. We also monitor and reviews provider 
disputes. We have successfully demonstrated a decrease in appeal volume year over year, as 
well as rate per thousand per member as shown in the line graph in RFP Section 4.8.4. 
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4.8.1  


The Vendor must conduct performance improvement projects that focus on clinical and non-clinical 
areas and that involve the following: 


4.8.1.1 Measurement of performance using objective quality indicators; 


4.8.1.2 Implementation of system interventions to achieve improvement in quality; 


4.8.1.3 Evaluation of the effectiveness of the interventions; and 


4.8.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


The Vendor must have its own evaluation of the impact and effectiveness of its quality assessment 
and IQAP.  


The Vendor must report the status and results of each project to the DHCFP as requested, including 
those that incorporate the requirements of 42 CFR 438.240 (a)(2). Each performance improvement 
project must be completed in a reasonable time period so as to generally allow information on the 
success of performance improvement projects in the aggregate to produce new information on quality 
of care every year. 


We maintain a consistent and ongoing focus on improving quality and performance in order 
for all HPN members to receive high quality health care and services. To accomplish this goal, 
we sustain a strong internal QI Program to measure performance, implement system 
interventions, evaluate the effectiveness of the interventions and plan and initiate activities to 
increase or sustain improvement. We focus on all aspects of both clinical and non-clinical 
health care and service to identify potential opportunities for improvement.  


HPN ACCOUNTABILITY AND OVERSIGHT FOR PERFORMANCE 
IMPROVEMENT PROJECTS 
The Board of Directors is the governing body for HPN and is the ultimate accountability for the 
QI Program. 


The Board of Directors is responsible for formulating the vision and strategic goals, promoting 
effective and efficient executive management performance and promoting quality of the health 
care and services provided to members. Our Board of Directors specifically reviews, evaluates 
and approves QI documents and periodic reports, including Performance Improvement 
Projects (PIPs).  


Our Board of Directors is our leaders and other designees as appointed by the Board. The 
Board of Directors meets at least quarterly and has ultimate responsibility for the QI Program 
and related processes and activities.  


In June 2012, our director, clinical quality presented the Quality Improvement Report to the 
Board of Directors. This report included a discussion about the continuing Lead Screening PIP 
and how a physician office-based filter paper test will reduce the number of members who have 
to go to the contracted laboratory for another appointment.  


Our Board of Directors delegates responsibility to the Quality Improvement Committee to 
verify the QI processes outlined in the QI Program are implemented and monitored. The 
Quality Improvement Committee is the decision-making body that is ultimately responsible for 
the implementation, coordination and integration of all QI activities for HPN.  
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This committee analyzes, monitors and evaluates the results of QI activities, including PIPs, 
recommends actions to improve performance and makes policy decisions. The Quality 
Improvement Committee meets at least quarterly and is co-chaired by the Chief Medical 
Officer, Dr. S. Daniel McBride and the Vice President, Health Care Quality and Education, Dr. 
Allan Ebbin. The Quality Improvement Committee membership includes: Dr. Allan Ebbin or 
designee (Chair), Dr. S. Daniel McBride, Chief Medical Officer, Deborah Wheeler, Director, 
Clinical Quality, Behavioral Health representative, Member Services representative, chief 
nursing officer, Provider Services representative, Pharmacy Services representative, Customer 
Response and Resolution representative, Utilization Management (UM) representative and 
other health plan medical directors and network physicians.  


PIPs on clinical and non-clinical areas are discussed during Quality Improvement Committee 
meetings and related task forces. We also host focused task forces devoted to child and 
adolescent health and women’s health to drive specific discussion on these key issues for 
members.  


Current Performance Improvement Projects in Place by HPN 


Collaborative PIPs with the DHCFP 
 Childhood Immunization (combination 10) 
 Avoidable Emergency Room Visit Reduction 
 Reducing Disparities in Health Care 


HPN-Focused PIPs in Key Areas 


 Lead Screening 
 Comprehensive Diabetes Care 
 Use of Appropriate Medications for People with 


Asthma 
 Well-Child Visits and Adolescent Well Care 
 Improving Member Satisfaction 
 Monitoring Grievances and Appeals 


We have additional improvement projects in place to address clinical and non-clinical areas. 


We go beyond what is required by the State of Nevada. We have achieved high levels of 
compliance in all EQRO and PIP annual audits; however, our QI Program scope focuses on an 
extensive array of health care and service issues. Ours local team of leadership, management 
and staff manage and implement the internal QI Program and are dedicated to improving the 
services and health care for the members. 


Through this local delivery of high quality health care and services, we continue to exceed all 
PIP expectations established by the DHCFP.  


Demonstrating Key Successes in Quality Improvement 
We have participated in all required State of Nevada EQRO audits since 2000. As shown below, 
we have demonstrated high levels of compliance in each and every EQRO audit conducted. 


External Quality Review Organization Audit Results for HPN 


Year Overall Audit Result 


2000 98.75% 
2002 98% 
2004 100% 
2006 97% 
2009 99% 
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External Quality Review Organization Audit Results for HPN 


2011 98.7% 


Exceeding Goals for Performance Improvement Projects 
Each year, we conduct and submit two PIPs to the State of Nevada for review and approval. 
We always meet a high level of compliance for all of our projects. Two examples of PIP 
compliance include the childhood immunization and lead screening rates where we achieved 
statistically significant improvements. The results below highlight our ongoing commitment.  


Exceeding Goals for Performance Improvement Projects 


Childhood Immunization 
Combination 2 


2006-2007 2007-2008 2008-2009 2009-2010 


 Year 1 Year 2 Year 3 Year 4 
Percent of Evaluation Elements Met 100% 100% 98% 100% 
Percent of Critical Evaluation 
Elements Met 


100% 100% 100% 100% 


Validation Status Met Met Met Met 


Lead Screening  2007-2008 2008-2009 2009-2010 


  Year 1 Year 2 Year 3 
Percent of Evaluation Elements Met  100% 100% 98% 
Percent of Critical Evaluation 
Elements Met 


 100% 100% 100% 


Validation Status  Met Met Met 


Measurement of Performance Using Objective Quality Indicators  
We conduct PIPs using objective quality indicators and make every effort to select quality 
indicators that have been externally validated through a national process. For example, we 
select clinical indicators from Healthcare Effectiveness Data and Information Set (HEDIS) such 
as childhood immunization, lead screening and the use of appropriate asthma medication, and 
from satisfaction indicators from CAHPS such as the Rating of the Health Plan and the Rating 
of Overall Health Care. Both measurement sets and surveys have been developed by the NCQA 
and the Agency for Healthcare Research and Quality (AHRQ) through a standardized review 
process. Using these types of indicators only validates the PIPs that are put into place.  


We collaborate with the DHCFP to develop PIPs that include valid quality indicators. The 
childhood immunization, lead screening and use of appropriate asthma medications have all 
been topics selected by the DHCFP with agreement from the Medicaid health plans for the two 
required annual projects. We look forward to working with the DHCFP to conduct future PIPs 
using the pre-determined objective quality indicators. 


Implementation of System Interventions to Achieve Improvement in 
Quality  
We also have extensive experience in designing and implementing quality improvement 
interventions that are systematic and focus on the entire eligible population. We have 
implemented multi-faceted member- and provider-focused interventions to achieve 
improvements in quality. These systematic interventions have led to improvements that are 
statistically significant and sustainable.  
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Evaluation of the Effectiveness of the Interventions and Planning 
and Initiation of Activities for Increasing or Sustaining Improvement 
After the interventions have been put into place, and the rates for the identified quality 
indicators are available to review, an evaluation of the effectiveness of the interventions is 
undertaken with input from the Quality Improvement Committee and various task forces. The 
recommendations by these groups, in addition to any recommendations identified through 
review of literature and best practices, help determine how effective the intervention was as 
compared to national and local benchmarks and the goals set by the health plan. The planning 
and initiation of enhanced or new activities to increase or sustain improvement are then 
decided upon after this review is put into place by the health plan.  


Example of Sustained Improvement Achieved 
In 2009 -2010, the EQRO validated our three-year Childhood Immunization PIP. The 
validation results showed that we met 100 percent of the requirements related to this study, 
including the requirement to attain sustained improvement without a significant decline in this 
immunization rate.  


One-hundred percent of total evaluation elements were met for this PIP in key focus areas: 


 Selection of study topic 


 Review of study question 


 Selected study indicators 


 Identified study population 


 Sampling methods 


 Data collection procedure 


 Improvement strategies 


 Data analysis and study results 


 Assessment for real improvement and sustained improvement 
Childhood Immunization Status Combination 2 PIP Results: Achieving Sustained 
Improvement 


 Medicaid 


HEDIS 2007 – baseline 58.69% 
HEDIS 2008 – re-measurement 1 59.61% 
HEDIS 2009 – re-measurement 2 67.40% 


The child immunization combination 2 rates achieved a statistically significant improvement 
from 2007-2009 (Chi square test results are 5.3750 with a p value of 0.0204). 


We have had significant years of experience in conducting PIPs in key clinical and non-clinical 
focus areas in collaboration with the DHCFP. Recent PIPs that have been successfully 
completed have focused on important topics such as lead screening, diabetes care, reducing 
disparities in health care and childhood immunizations. We have achieved high levels of 
compliance on these PIPs over the years. 


Over the past 15-years, we have completed comprehensive evaluations of the impact and 
effectiveness of our internal QI Program. These evaluations include the monitoring and 
analysis of quality improvement activities and PIPs that focus on clinical and non-clinical areas. 
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The final results of the annual evaluation, contained and documented in the QI Program 
evaluation, are sent to the DHCFP each year.  


In addition to the overall evaluation of the internal QI Program, we also participate in all PIPs 
identified by the DHCFP. As stated in RFP Section 4.8.1.4, we have conducted successful PIPs 
on a variety of different topics specified by the DHCFP. These projects have been designed to 
achieve, through ongoing measurements and intervention, significant improvement, sustained 
over time, in clinical care and non-clinical care areas.  


Focus has also been on how the DHCFP-led or internal health plan projects have an impact on 
health outcomes and member satisfaction. The rates for clinical indicators, such as LDL 
cholesterol control and blood pressure control for members with diabetes, are examples of the 
quality indicator rates that are measured and evaluated by us to demonstrate health outcomes. 
We also conduct internal projects on how to improve member satisfaction with the health plan. 
In addition, we evaluate the satisfaction level of members who are enrolled in health plan 
programs such as Complex Case Management, Health Management, OB Case Management, 
among others.  


Through other internal PIPs focused on potential under- and over-utilization and the 
assessment of quality and appropriateness of care, we measure its performance on an ongoing 
basis to verify members receive high quality health care and services. Key examples of these 
initiatives include:  


 The review and analysis of complaints and appeals data to determine trends in types of 
member issues 


 The review of specific Use of Services and Access and Availability HEDIS rates to identify 
potential under- and over-utilization to take action to address any gaps  


 The review of the quality of care and satisfaction provided by individual providers to 
determine if there are any challenges that must be addressed 


 The review of appointment and geographic access of providers identified through member 
feedback, complaints, concerns and geographic access data  


We have worked collaboratively with the DHCFP to conduct and evaluate the results of our 
internal QI Program and our PIPs. We have appreciated the assistance we have received from 
the DHCFP and our EQRO to implement projects and initiatives that are reasonable and 
important to the membership. We look forward to continuing this partnership and reporting 
the status of the program and each project, the results of each project, the final annual 
program evaluation and our performance on standard measures in the appropriate timelines as 
requested by the DHCFP. 


Example of Current Performance Improvement Project Collaboration with the 
DHCFP 
We are collaborating with the DHCFP on a key PIP to reduce the numbers of avoidable 
emergency room visits for members. We have sent interim reports to the DHCFP to 
demonstrate the progress made in this project.  


Additionally, we have put into place an innovative pilot project that goes beyond the 
requirements of this project. This includes a dedicated outreach coordinator making next day 
telephone calls to members who have gone to selected Las Vegas hospitals for emergency room 
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visits. During the period of April through early August 2012, more than 2,000 emergency room 
visits for the Las Vegas pilot hospitals were logged. Out of the 2,026 visits, 828 contacts were 
made to members. During these telephone calls, barriers and challenges were tracked. The top 
barriers documented by members were that he or she:  


 Preferred emergency room treatment 


 Was unaware of urgent care locations, hours and services 


 Was referred to the emergency room by a physician, urgent care, Telephone Advice Nurse 
or was taken by ambulance 


 Stated that urgent care was closed 


 Stated that the severe pain made them go to the emergency room 


 Was unable to schedule a visit with their primary care physician (PCP) in a timely manner 
or was unaware of PCP assignment  


Due to the success of this pilot, we are expanding this outreach program to additional hospitals 
in the state. 


Lessons Learned (to Date) 
Designated staff members are continuing to make telephone calls to members who visit the 
emergency room in the pilot hospitals. As this process has become streamlined, there is a more 
systematic handoff between departments. For example, all members who have gone to the 
emergency room for a chronic condition such as asthma or diabetes are sent to Complex Case 
Management or Health (e.g., disease) Management for follow-up outreach. In addition, during 
the telephone call, if a member needs help selecting a PCP or scheduling an appointment, the 
designated staff member warm transfers this member to Member Services. With any pharmacy 
issues, the designated staff member sends the question to Member Services or Pharmacy 
Services for assistance. 


These telephone calls have been beneficial in not only identifying potential barriers that can 
now be addressed, the calls have also allowed the health plan to take action to prevent future 
visits to the emergency room unnecessarily. An example of one of these critical phone calls is 
highlighted below.  


Case Study 
A 36-year-old female member with tooth pain went to the emergency room because she thought she only 
had emergency room coverage for services. This member was unaware that she had primary care 
benefits. Our outreach coordinator set up a conference call with the member and Member Services. 
Member Services reviewed the member’s coverage with her in detail and helped her select a PCP and 
OB/GYN provider.  


4.8.2 


The Vendor must:  


4.8.2.1 Submit performance improvement measurement data annually using standard measures 
required by the DHCFP, including those that incorporate the requirements of 42 CFR 438.204 and 
438.240(a)(2);  


4.8.2.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure 
the Vendor’s performance; or 
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4.8.2.3 Perform a combination of activities described in RFP Sections 4.8.2.1 and 4.8.2.2 above. 


4.8.3 DHCFP will use the most current sources for the IQAP guidelines and the most current NCQA 
Standards and Guidelines. 


We work with the DHCFP to regularly monitor the health plan compliance with these 
requirements in addition to identifying performance measures and levels that are developed 
nationally. We continue to participate in the annual external independent reviews of the quality 
outcomes covered by the health plan as well as the timeliness and access to services. We have 
achieved high scores on this annual audit. In fact, the 2009 and 2011 overall audit scores were 
99 percent and 98.7 percent. 


We submit performance improvement measurement data annually using standard measures as 
required by the DHCFP and meet the requirements of 42 CFR 438.204 and 438.240(a)(2). Over 
that time period, we have submitted our annual standardized HEDIS data and CAHPS survey 
results using standard measures, annual QI Program evaluation (that includes performance 
improvement measurement data for multiple areas, but not limited to, access and availability 
and clinical program participation and utilization), quarterly complaints and appeals data, 
utilization data and any other requested reports as identified by the DHCFP. This performance 
improvement measurement data assesses the quality and appropriateness of care and services 
furnished to all members under the health plan and to individuals with special health care 
needs.  


We also have in place a comprehensive Cultural Diversity and Sensitivity Program to identify 
the race, ethnicity and primary language spoken by each member. The race, ethnicity and 
primary language information is sent to us by the DHCFP through each eligibility load as this 
data is collected at the time of enrollment. We monitor these trends in race, ethnicity and 
primary language to identify any potential gaps to address, and to develop interventions that 
can be put into place to improve the health care and services received by different populations. 


We submit data to the DHCFP as requested to enable the DHCFP to measure the health plan’s 
performance. These data include the HEDIS rates, CAHPS survey results, complaints and 
grievance data and any other utilization data that DHCFP requests to evaluate our 
performance.  


We comply with the requirements stated under RFP Sections 4.8.2.1 and 4.8.2.2, and 
implement a comprehensive internal QI Program that includes measurement and submission to 
the DHCFP of performance improvement measurement data annually using standard 
measures, and any other data requested by the DHCFP. 


We collaborate and partner with the DHCFP to conduct performance measurement and 
improvement activities according to the most current sources of the internal QI Program 
guidelines and the most current NCQA Standards and Guidelines (as applicable), HEDIS 
Technical Specifications and CAHPS surveys. 







 
4.8 Standards for Internal Quality Assurance Programs


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 273 of 833
 


4.8.4  


The Vendor is required to maintain a health information system that collects, analyzes, integrates, and 
reports data in accordance with 42 CFR 438.242 and can achieve the objectives of the ongoing IQAP. 
The systems must provide information on areas including, but not limited to, utilization, grievances 
and appeals, and disenrollment for other than the loss of program eligibility. The basic elements of a 
health information system with which a Vendor must comply include the following: 


We maintain Facets version 5.01, the industry’s leading managed care software, to collect, 
analyze, integrate and report data to achieve the objectives of our QI Program. We use Facets 
to provide, monitor and trend information, including but not limited to utilization, grievances 
and appeals, and disenrollment.  


We have been using this system since 1999 and have implemented many unique enhancements 
and extensions that have improved the functionality and performance of this platform. Our 
Facets Platform, which includes several custom-built, integrated application modules unique to 
HPN, provides the integrated database that edits and collects data on members and providers 
along with the claims and encounters that document the services furnished to members. We 
meet the requirements of this RFP and 42 CFR 438.242 through the consistent and ongoing use 
of this comprehensive system. 


Providing Information on Utilization 
Our Medical Management and Quality Improvement teams use Facets to collect, analyze and 
report health care utilization data.  


Collecting and Reporting Data on Utilization for Medical Management 
Our analytical staff runs reports daily to check the current utilization for our members. Our 
on-site Inpatient Case Management team actively reviews this data to determine the ongoing 
value of our on-site services and the health care being provided to our members. Our team is at 
the hospitals daily, working with our hospitalist physicians and network physicians for the OB 
and pediatric members to confirm that patients are moving along the continuum of care toward 
the goal of a home discharge. We have 70 clinicians who comprise teams dedicated to adult 
medicine, pediatrics, neonatal intensive care and obstetrics. Our medical management trends 
for our members have decreased over time. As compared to August 2011, the average length of 
stay and admission per 1,000 rates were lower for Las Vegas and Reno for the adult Medicaid 
population.  


Collecting and Reporting Data on Utilization for Quality Improvement  
Our QI team analyzes demographic data each year to monitor and trend the use of services by 
members. Our Health Informatics staff uses Facets to report all utilization for these members 
in the outpatient, inpatient, emergency room and urgent care settings for that year. Our 
analysts then evaluate these data by major diagnostic category, age and gender. Our Quality 
Improvement Committee reviews this comprehensive report to determine any trends among 
the top diagnostic groups that may need additional program support. For example, if a new 
diagnosis such as heart disease becomes a top five submitted claim, we may take action and 
verify that members with this condition have the resources they need to manage their health.  
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Providing Information on Grievances and Appeals 
Customer Response and Resolution (CR&R) uses the Complaint Tracking and Resolution 
System (CTRS) database for appeal and grievance reporting. Facets is linked to the CTRS 
database which automatically populates numerous fields in the database and provides member 
and provider characteristics. We use the data captured in CTRS for a multitude of reports for 
tracking and trending purposes. 


For example, trending of appeals is reported annually to the Quality Improvement Committee 
and quarterly to the Board of Directors. These reports are critical in monitoring the reasons for 
appeals and identifying root causes for appeals. Since 2009 we have experienced a decrease in 
appeals per 1,000 members. We attribute our success in part to extensive efforts to more 
effectively communicate with members regarding benefits, outstanding member services, 
assistance for members when obtaining covered benefits and access to the provider network. 
Our extremely low appeal rate demonstrates that the need for members to request an appeal is 
rare, further evidence that members receive the services to which they are entitled. 


Since 2009, our Medicaid appeals rate per 1,000 members has decreased as illustrated in the 
following graph. 


 


Providing Information on Disenrollment 
We use Facets to track and trend disenrollment data on an ongoing basis. We process 
disenrollment of members through daily and monthly electronic file downloads that are 
received from the DHCFP based upon loss of eligibility if the member has been approved for 
disenrollment during their first 90 days of enrollment. If outside of the enrollment lock-in 
period, disenrollment is completed with evidence of good cause. Our enrollment staff conducts 
audits to make certain that the disenrollment information is accurate prior to finalizing the 
disenrollment process. We maintain a low voluntary disenrollment rate for eligible members at 
3 percent.  


Highly Experienced Analysis and Reporting Team  
We rely on a team of highly skilled analysts and developers (with an average tenure of seven 
years) to deliver detailed analytics, metrics and reporting for all lines of business within the 
Nevada market. With the support of the UnitedHealthcare Nevada Market Reporting team 
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(Healthcare Informatics), we will continue to work closely with DHCFP and all other State and 
federal agencies to meet all reporting requirements and requested time frames. Our team uses 
Facets to collect, analyze and report all necessary data to achieve the objectives of our QI 
Program.  


The HPN Healthcare Informatics team is composed of 
Business Analysis, Strategic Analysis and Data Management 
Our Healthcare Informatics team is composed of highly skilled data warehouse developers and 
architects who have years of experience in creating and maintaining robust and scalable data 
marts. This team is also responsible for delivering on-time, high-quality data extracts, including 
HEDIS, Star Ratings, Milliman (Medicaid), Medicare Encounters, TANF, Nevada Check Up 
and CHAP. 


Healthcare Informatics Business Analytics  
The Business Analytics team is responsible for designing and creating clinical and medical 
management reports using various Business Intelligence tools. As subject matter experts in 
real-time Inpatient Utilization, Quality Assurance Reporting, Preventive Measures, and 
Electronic Medical Record Management, the Business Analysis team has extensive experience 
assembling data from multiple source systems and is charged with providing ad hoc analysis 
for all of HPN. 


Healthcare Informatics Strategic Analytics  
The goal of the Strategic Analytics team is to develop a more efficient health care delivery 
system by providing relational data sets, high-level strategic analyses and predictive modeling. 
Through the use of internally developed cutting-edge data evaluative techniques, the team can 
determine answers to questions often before they are asked, proactively confirming long-term 
HPN financial viability and beneficial member access opportunities. The core internal customer 
base of Strategic Analytics is Finance, Medical Management, Sales, Actuarial and 
Underwriting. The team is composed of individuals from various clinical, consulting and 
insurance backgrounds with more than a century of experience supporting the infrastructure 
of the ever-evolving health care delivery model. 


Regulatory Compliance and Reporting (Data Management) 
This Healthcare Informatics team works in conjunction with the UnitedHealthcare Nevada 
Market Medicaid Healthcare Operations Group to maintain ongoing changes in regulatory 
requirements. The Medicaid Healthcare Operations Group works with state and federal 
entities to certify satisfaction of all regulatory and contractual requirements. 


4.8.4.1 Collect data on member and provider characteristics as specified by the DHCFP, and on 
services furnished to the members through an encounter data system or other methods as may be 
specified by the DHCFP; 


We use Facets to collect data on member and provider characteristics as specified by the 
DHCFP and on services furnished to members through an encounter data system or other 
methods as may be needed by the DHCFP.  


We capture all the data on member and provider characteristics using the HPN Facets 
platform. We capture all the data on members and providers as required by DHCFP, including 
race and ethnicity data submitted on the Medicaid eligibility file. We also capture all claims 
and encounter data that reflect the services provided to members. This data is required as part 
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of our contracts with providers who must deliver encounter or claims to us within 90 days of 
service using HIPAA compliant formats for electronic transactions. 


4.8.4.2 Verify the data received from providers is accurate, complete, and timely; and in accordance 
with 42 CFR 438.242(b) (2); and 


We have full HIPAA compliance editing software in place to validate the integrity of the claims 
and encounter data we receive from submitting providers. We have staff dedicated to 
monitoring the volume and quality of encounter data received from contracted providers to 
verify the completeness and accuracy of this data. We confirm that data received from 
providers is accurate and complete by verifying the accuracy and timeliness of reported data, 
screening the data for completeness, logic, and consistency and collecting service information in 
standardized formats to the extent feasible and appropriate. Claims and UM data is subject to 
extensive system edits included in the HPN Facets Platform. 


We use the following process to collect accurate data on member and provider characteristics.  


 Providers submit claims and encounters directly to clearinghouses, which then transmit the 
claims and encounters to us in a HIPAA-compliant format. Files are sent to the payer ID 
and are received at the SFTP site and uploaded into the claims processing system while 
being tracked and audited by the Electronic Data Interchange (EDI) Tracking Database. 


 We send and receive EDI files through an SFTP server, using 128-bit SSL/SSH/https 
encryption for transporting and encrypting files and logins on the server. In addition, we 
use Pretty Good Privacy (PGP) encryption on the files, which confirms the security and 
privacy of the files, both during transmission and at rest. EDI files are processed using the 
market-leading Sybase Systems validation software to verify transaction compliance with 
ANSI x12 (5010) formats and syntax. All data received through the FTP site are also logged 
into the EDI tracking database to log file receipts and the resulting file processing. The EDI 
tracking database compiles file statistics on all files received and processed. 


 Daily claims information from our tracking database is reconciled against valid claims 
uploaded into the claims processing system and rejected claims from the EDI files, 
confirming the integrity of the data being received and validating every file and every 
transaction. 


 EDI files create an E-doc image of the data transmitted, which is verified against the 
uploaded data during adjudication and the quality assurance audit process. 


The following is a sample report that would tell the provider that they are sending non-
compliant or incomplete data.  
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4.8.4.3 Make all collected data available to the DHCFP and upon request to CMS as required. 


We meet the data collection requirements as specified by DHCFP and CMS and confirm the 
data received from providers is complete and accurate in accordance with 42 CFR 
438.242(b)(1) and (2). 


We have extensive experience submitting fully HIPAA-compliant encounter data to customer 
groups and to CMS. We successfully pass the HIPAA compliance editors and a myriad of claim 
edits from the receiving entity. 
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4.8.5 Standard I: Written IQAP Description  


The Vendor has a written description of its IQAP. This written description meets the following 
criteria: 


4.8.5.1 Goals and Objectives 


We have a written description of our IQAP that meets of requirements of the DHCFP. Our QI 
Program is rooted in principles of continuous quality improvement that foster data-driven 
decision-making and focus on continually leveraging opportunities for improvement. Our 2009 
and 2011 overall audit scores were 99 percent and 98.7 percent. 


The goals of our QI Program are to measure, monitor and analyze the outcomes of care and 
service and to apply interventions that continuously improve the level of health care and 
services provided to our members. Comprising efforts designed to drive program and cost 
efficiencies across our health plan operations, our QI Program serves as the roadmap for 
achieving measurable and sustainable improvements in access to and quality of the health care 
and services that are provided to members. 


Goals and Objectives 


Ensuring that Strong Quality Improvement Structure and Processes are in 
place 
 Maintain a health plan quality improvement structure and processes that support 


continuous quality improvement including measurement, analysis, intervention and re-
measurement 


 Maintain the quality improvement structure and processes that support the retrospective 
monitoring and problem solving associated with the quality of care delivered to members, 
including investigation, peer review and implementation of corrective action, as needed 


 Comply with federal and state quality-related regulations 


Monitoring and Evaluating Quality of Health Care and Service  
 Monitor and evaluate, on a consistent basis, clinical and service quality indicators that focus 


on medical, behavioral and dental health care, and that reflect important aspects of health 
care and serviced using benchmarks and performance goals 


 Measure and monitor availability and accessibility to care and service  


 Measure member and provider satisfaction and identify and address sources of 
dissatisfaction  


 Use demographic data or targeted analysis to develop focused studies or specialized studies 
to address identified problem areas that focus on medical, behavioral health and dental care 


 Conduct quality improvement activities in areas that are relevant and important to the 
health plan’s population, such as ongoing monitoring of performance which includes 
identification and evaluation of barriers to health care and services that affect the 
effectiveness of the health plan interventions 


 Incorporate a focus on reducing disparities in health care and services and to improve 
clinical outcomes for individuals of various racial and ethnic groups, different ages, genders 
and health status 
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 Implement innovative quality PIPs that leverage resources of community partners to 
promote healthy living styles and extend access to care in members’ neighborhoods 


 Continue an approach to quality improvement linking both physical and behavioral health 
through member-centered care 


 Continue ongoing monitoring of improvements in preventive health, management of 
chronic conditions, pregnancy, behavioral health utilization through the data collection, 
analysis and evaluation of HEDIS measurement 


Monitoring and Evaluating Network Providers 
 Maintain an ongoing up-to-date credentialing and re-credentialing process that complies 


with federal and state regulations 


 Establish clinical practice guidelines for preventive medical and dental health, and acute, 
chronic medical and behavioral health conditions relevant to the health plan member 
population 


 Measure compliance of individual practitioners with medical record documentation 
standards on an ongoing basis  


 Confirm that providers receive communications about our QI Program UM Program, 
credentialing and re-credentialing, confidentiality, health management and complex case 
management programs, clinical practice guidelines, notification about health plan health 
promotion programs, member and provider satisfaction survey results, results of the health 
plan’s quality reviews, notification of corrective action plans and distribution of updated 
member materials  


Evaluating the Utilization Management Program and Processes 
 Streamline utilization management to detect under- and over-utilization of services coupled 


with intervention programs to address detected issues; for example, initiatives to divert 
inappropriate emergency room use or to increase the availability of dental services and 
prenatal care 


Maintaining and Evaluating Health Plan Program and Services to Help HPN 
Members with Specialized Needs 
 Maintain effective Health Management strategies aimed for members with asthma (adult 


and pediatric), chronic obstructive pulmonary disease, diabetes, heart disease, heart failure 
and high blood pressure 


 Maintain effective Complex Case Management strategies aimed for members with health 
issues such as cancer and other long-term health issues, pregnant women and children with 
complex health issues 


 Continue coordinating Health (e.g., disease) Management and Complex Case Management 
services to make certain that members needing transplants and those with complex 
behavioral health issues receive appropriate care and services 


4.8.5.2 The written description contains a detailed set of quality assurance (QA) objectives, which are 
developed annually and include a timetable for implementation and accomplishment. 


We maintain a Quality Improvement work plan that is updated throughout the year to manage 
the due dates, timeline for implementation and accomplishments of the specific objectives of the 
internal QI Program.  
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The work plan highlights specific quality improvement activities focused on: 


 Clinical and non-clinical areas 


 Annual quality improvement activities, such as: 


– Preparation of the QI Program evaluation 


– All data collection and analysis that is due during the year 


 Development activities that are new to the internal QI Program for the year and are to be 
completed during the year, with performance goals, responsible party, start date, status, 
and completion date 


 Key indicators to be reported are also tracked during the year listing performance goals, 
frequency of reporting, responsible party and responsible committee for review 


4.8.5.3 Scope 


A. The scope of the IQAP is comprehensive, addressing both the quality of clinical care and the 
quality of non-clinical aspects of service, such as and including: availability, accessibility, 
coordination, and con¬tinuity of care. 


B. The IQAP methodology provides for review of the entire range of care provided by the Vendor, 
including services provided to CSHCN, by assuring that all demographic groups, care settings (e.g., 
inpatient, ambulatory, including care provided in private practice offices and home care); and types 
of services (e.g., preventive, primary, specialty care, and ancillary) are included in the scope of the 
review. The review of the entire range of care is expected to be carried out over multiple review 
periods and not on a concurrent basis. 


Through the ongoing implementation of the QI Program, a comprehensive scope of quality 
improvement activities is in place. The scope of the QI Program is defined by a range of 
activities, which address the quality of clinical care and non-clinical aspects of service. The 
scope of the internal QI Program focuses on clinical care and non-clinical aspects of service, 
including but not limited to, availability, accessibility, coordination and continuity of care. For 
example, the QI Program scope includes health promotion, quality of care monitoring and 
quality of service monitoring. The specific quality indicators, as stated below, focus on the 
entire continuum of health care provided to members through all of the quality of care and 
quality of service monitoring activities that are completed. The quality of care and quality of 
service monitoring are also performed to evaluate the coordination and continuity of health 
care received in addition to accessibility and availability.  


The scope of the program is also defined by the range of quality indicators that we have 
selected to monitor and analyze. Key QI Program activities, consistent with the focus of the 
State of Nevada, include, but are not limited to the following:  


 Health Promotion activities, includes, at a minimum:  


– Education to members  


– Outreach to members  


– Education of providers  


– Identification of high-risk members for health care utilization and chronic conditions, to 
reduce complex health situations and prevent the occurrence of long-term health 
problems, or members with existing chronic conditions 
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– Linkage of health promotion activities to quality improvement activities  


 Quality of Care monitoring includes, at a minimum:  


– Review of areas reflective of high volume, high-risk services that were identified during 
the annual monitoring of demographic and epidemiological needs of the members 


– Monitoring of services provided by contracted health care delivery systems including 
inpatient facilities (acute and sub-acute), ambulatory facilities and services (dental, 
home health and hospice), and mental health and substance abuse facilities  


– Monitoring of services provided by individual providers that include practitioners in the 
areas of primary care, specialty care, obstetrical and gynecological care, mental health 
and substance abuse and dental care 


– Review of services reflecting acute and chronic care  


– Review of practitioner documentation through medical records  


– Visits to practitioner offices  


– Review, update and dissemination of clinical practice guidelines  


– Monitoring of the continuity and coordination of care across different health care 
settings  


– Monitoring of complaints and appeals  


– Monitoring of potential under- and over-utilization of health care services and health 
care 


– Monitoring of the appropriate accessibility and availability of services and health care  


– Monitoring member and provider satisfaction and measuring the performance of 
providers  


 Quality of Service monitoring, includes at a minimum: 


– Monitoring of complaints, concerns and appeals 


– Substantiating the appropriateness of Member Services provided through evaluation of 
telephone access and member and provider satisfaction with customer service  


– Confirming the timeliness and appropriateness of claims processing  


– Facilitating the availability and accessibility of services and providers through 
monitoring of numbers of primary care, dental, high volume-specialists and behavioral 
health providers; numbers of providers with open panels; geographic distribution of 
medical, dental and behavioral health providers; and through member and provider 
satisfaction rates of access and availability of services and providers  


– Verifying the appropriateness of utilization management process, as needed, through the 
evaluation of inter-rater reliability of decisions made by health plan staff, timeliness of 
decision-making, telephone access and member and provider satisfaction 


– Monitoring that complex case management for adults, children and teens and pregnant 
women is available to members with complex health conditions 


– Monitoring that health management (e.g., disease) is available to members identified 
with chronic conditions to help coordinate health care and services and to facilitate 
access to necessary resources 


The internal QI Program methodology, as described in the Assurance Program description that 
is updated annually, is used to review the quality of health care and non-clinical care 
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throughout the entire range of health care we provide. All demographic groups, care settings 
(e.g., inpatient, ambulatory, including care provided by private providers and home care) and 
types of services are included in the scope of the program. This review is continued for the 
entire range of care through multiple review periods.  


Key Examples of Activities 
Annually, a comprehensive review of claims and encounters data for our members is conducted 
across all care settings. This review of outpatient, inpatient, emergency room and urgent care 
data for different age groups and by gender helps determine the top diagnoses to determine 
additional areas for potential intervention.  


A population analysis of members with key chronic conditions, including asthma (child and 
adult), chronic obstructive pulmonary disease, diabetes and heart failure is conducted 
quarterly to identify the numbers of outpatient visits per member with these conditions, the 
numbers of referrals and attendance at Health Education and Wellness (HEW) classes, the 
rates for common quality indicators that are based upon specific condition-specific areas and 
the numbers of members who receive various Health (e.g., disease) Management interventions.  


Quality of care monitoring is analyzed using member feedback from surveys, complaints and 
appeals and provider office visits that identify potential health care issues. Quality of care 
investigations are then pursued for any type of provider in any setting of care to verify 
members receive appropriate clinical care and services.  


Quality of service monitoring is through the review of reports and data related to telephone 
access and member and provider satisfaction with customer service. 


4.8.5.4 Specific Activities 


The written description specifies quality of care studies and other activi¬ties to be undertaken over a 
prescribed period of time, and methodologies and organizational arrangements to be used to 
accomplish them. Individuals responsible for the studies and other activities are clearly identified and 
qualified to develop the studies and analyze outcomes.  


 4.8.5.5 Continuous Activity 


We maintain a QI work plan that is updated throughout the year to manage the due dates, 
timeline for implementation and accomplishment of the specific objectives of the internal QI 
Program. The work plan highlights specific quality improvement activities focused on clinical 
and non-clinical areas: 


 Annual quality improvement activities such as preparation of the QI Program evaluation 


 All data collection and analysis that is due during the year 


 Development activities, that are new to the internal QI Program for the year, are completed 
during the year, providing performance goals, responsible party, start date, status and 
completion date  


 Key indicators to be reported are also tracked during the year, reviewing performance 
goals, frequency of reporting, responsible party and responsible committee 


The individuals responsible for the studies and other activities are specified within the QI work 
plan.  
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Additionally, our QI Program description outlines the QI Program structure. This program 
description clearly outlines: 


 The defined reporting structure, which includes the governing body, the Quality 
Improvement Committee, Quality Review Committees and various quality improvement 
subcommittees  


 Clearly defined roles and responsibilities of the designated senior executive and other 
clinical staff 


 Roles and responsibilities of quality improvement leadership which includes: 


– The QI medical director 


– The QI department: 


 Medical director 


 Director  


 Associate Director 


 Registered nurse Clinical manager and supervisor, complex case management and 
health management 


 Manager, who provides study design and methodology support and oversight of the 
annual HEDIS data collection and reporting  


 Health Informatics department, including staff who provide technical, data and 
statistical support, study design and methodology support and maintenance of 
needed data warehouses 


4.8.5.6 The written description provides for continuous performance of the activi¬ties, including 
tracking of issues over time.  


Plan, Do, Study, Act 
We implement the Plan, Do, Study, Act (PDSA) cycle method to conduct and evaluate our QI 
activities. We use the PDSA cycle to measure and evaluate the continuous performance of our 
quality improvement activities over time.  


We use this cycle to:  


 PLAN or design baseline or initial quality improvement interventions 


 DO or conduct the specific quality improvement interventions 


 STUDY or measure the effectiveness or results of the quality improvement intervention 


 ACT or expand on successful quality improvement interventions 


We actively use our QI work plan as the key written description that complements the PDSA 
process. The QI work plan is the foundation document we use to monitor continuous 
performance of QI activities and to track issues over time.  


Our QI staff structure the work plan as a comprehensive listing of ongoing and planned QI 
activities. We identify the topic for each QI activity, associated performance goals, and 
responsible party (e.g., the director, clinical quality, under the direction of the Quality 
Improvement Committee). Our QI staff members also highlight the start date and completion 
date for each project and project status (e.g., planning, data collection, data analysis, barrier 
analysis, designing actions and implementing actions).  
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We provide significant detail in the QI work plan. Our QI staff, the Quality Improvement 
Committee and task force members review the status of each initiative. We review the QI work 
plan during the year at committee, task force and internal QI department meetings. We use our 
QI work plan as the reference document to understand the progress of each initiative and to 
track issues over time.  


Case Study 


Monitoring and Tracking Continuous Performance Over Time:  
Demonstrated Improvements in Childhood Immunization Rates 
We are using the PDSA cycle to provide for our continuous and improved performance in 
childhood immunization rates for members.  


PLAN  
In collaboration with the DHCFP, we planned a focused QI activity (PIP) to improve the 
HEDIS Combination 2 Childhood Immunization Status Rate for members. The baseline 
HEDIS rates reported in 2007 was 57 percent and 71 percent for Medicaid and Nevada Check 
Up, respectively.  


The study question for this QI activity was:  


“Will a multi-faceted intervention strategy improve the rate of immunizations for 
children up to two years of age enrolled in the Medicaid and State Children’s Health 
Insurance Programs?” A multi-faceted strategy is defined as focused interventions for 
members and health plan network providers. Other potential collaborations that involve 
community partners, such as the state agencies, the Nevada Managed Care Quality 
Improvement Council and the Immunization Coalitions across the state will be explored. 


All ongoing QI interventions, including the start date and frequency, were tracked and 
monitored to show their impact and the specific barriers the interventions address. New 
interventions put into place during the calendar year of 2006 (baseline period) were reviewed 
and decided upon by our Child and Adolescent Health Task Force prior to initiation.  


DO 
We conducted multiple QI interventions from the baseline time period forward to evaluate 
their effectiveness and to determine if the childhood immunization rates would improve, One 
key intervention put into place during the baseline time period was a member incentive 
program that allowed a two-year-old child to receive a free gift in return for his or her parent 
or guardian sending in their completed immunization record. Since 2007, new and existing 
interventions were tracked and monitored to evaluate the improvements achieved.  


STUDY 
We study and evaluate the HEDIS Combination 2 Childhood Immunization Status rates for 
members each year from the baseline time period forward. The HEDIS rates have continuously 
improved over time. Our QI staff and the Child and Adolescent Health Task Force monitor the 
progress of individual interventions each year to determine their success. For example, many 
parents of two-year-olds sent in completed immunization records in return for the free gift for 
their child. The success of this intervention, that continues today, helps improve the rates 
through the collection of improved immunization documentation.  
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Significant Improvement! 


The Childhood Immunization 
Status Combination 3 
HEDIS 2012 rate for the 
Medicaid population has 
reached the national 50th 
percentile. 


ACT 
We act on and continue successful QI interventions that have contributed to the improved 
childhood immunization rates. Our multi-faceted interventions include, but not limited to:  


 Providing immunizations at alternative hours (e.g., Saturdays) and locations (e.g., 
community events) to reduce gaps in care 


 Expanded member incentive programs in return for completed immunization records 


 Multiple member-based focused reminders and phone calls, such as a specific DTaP 
postcard because this antigen rate continues to be low 


We continue and repeat the PDSA cycle for all of our QI activities to measure and monitor our 
continuing performance.  


Summary of Results 
We achieved great improvements through the use of the PDSA cycle to measure and evaluate 
continuous performance.  


Medicaid Population 
As a result of our consistent and ongoing interventions, we have demonstrated improvements in 
the Childhood Immunization Status HEDIS rates for the Medicaid and Nevada Check Up 
populations as shown in the table below. 


 


 The Childhood Immunization Status Combination 2 HEDIS 
rate for the Medicaid population increased from 50.12 
percent as reported in 2006 to 73.48 percent as reported in 
2012 


– Statistically significant improvement as measured by Chi 
square of 47.4921 with p-value of 0.0000 


 The Childhood Immunization Status Combination 3 HEDIS 
rate for the Medicaid population increased from 20.44 
percent as reported in 2006 to 67.64 percent as reported in 2012 
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Significant 
Improvement! 


The Childhood 
Immunization Status 
Combination 2 and 3 
HEDIS 2012 rates for 
the Nevada Check Up 
population has 
reached the national 
90th percentile. 


– Statistically significant improvement as measured by Chi square of 185.7842 with p-
value of 0.0000 


This demonstrated improvement shows the ongoing commitment of HPN to focus on this key 
area. 


 


 The Childhood Immunization Status Combination 2 HEDIS 
rate for the Nevada Check Up population increased from 62.34 
percentage points as reported in 2006 to 86.39 percentage points 
as reported in 2012 


– Statistically significant improvement as measured by Chi 
square of 35.5311 with p-value of 0.0000 


 The Childhood Immunization Status Combination 3 HEDIS 
rate for the Nevada Check Up population increased from 25.70 
percentage points as reported in 2006 to 82.20 percentage points 
as reported in 2012 


– Statistically significant improvement as measured by Chi 
square of 166.3743 with p-value of 0.000 


This demonstrated improvement shows the ongoing commitment of HPN to focus on this key 
area.  


4.8.5.7 Provider Review 


A. Review by physicians and other health professionals of the process followed in the provision of 
health services; and 


B. Feedback to health professionals and Vendor staff regarding performance and patient health care 
outcomes. 
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We require an ongoing review by local and licensed physicians and other health professionals 
of the process followed in providing health services. For example, multiple physicians, 
including the Chief Medical Officer, S. Daniel McBride, MD, pharmacists, and nurses 
participate on the Corporate Medical Affairs Committee, the committee where all clinical 
practice guidelines and UM decision-making protocols are reviewed and approved. Physicians 
and nurses also oversee or have input into all of the health plan’s processes and programs 
including the UM department, the inpatient and outpatient case management functions, Health 
(e.g., disease) Management, medical adjudication for claims processing and credentialing and 
re-credentialing, among others.  


The corporate medical affairs committee provides feedback, review and evaluation of 
performance and patient health care outcomes to health professionals and health plan clinical 
staff as related to the care and services provided to members. 


4.8.5.8 Focus on Health Outcomes 


The IQAP methodology addresses health outcomes to the extent consistent with existing technology.  


The internal QI Program methodology addresses health outcomes consistent with existing 
technology. The methodology used to conduct QI is based upon: development and 
implementation of interventions to address barriers, re-measurement of data to assess 
effectiveness of interventions, development and implementation of new interventions, as 
appropriate and follow-up re-measurement of data to assess effectiveness or sustained impact.  


Through this methodology, health outcomes and clinical improvements are monitored and 
reviewed using the existing comprehensive data warehouses at the health plan. The data 
warehouses allow access to claims and encounters and demographic information, including 
race and ethnicity, to create a rich source of data to conduct studies undertaken to measure 
health outcomes. 


4.8.6 Standard II: Systematic Process of Quality Assessment and Improvement  


The IQAP objectively and systematically monitors and evaluates the quality and appropri¬ateness of 
care and service provided to enrolled recipients through quality of care studies and related activities, 
and pursues opportunities for improvement on an ongoing basis. The IQAP has written guidelines for 
its Performance Improvement Projects (PIPs) and related activities. These guidelines include: 
Specification of Clinical or Health Services Delivery Areas to be Monitored 


4.8.6.1 The monitoring and evaluation of care reflects the population serve by the Vendor in terms of 
age groups, disease categories and special risk status, including CSHCN.  


We objectively and systematically monitor and evaluate the quality and appropriateness of care 
and service provided to members. Quality of care studies and related activities are all 
monitored using the QI work plan. The work plan identifies the PIPs that are being monitored 
and address multiple clinical or health services delivery topics. 


As stated in the health plan’s QI methodology, the clinical and service quality indicators are 
carefully selected to reflect important aspects of care and service. The quality indicators 
include complaints and appeals, results from members, patient and provider surveys and 
annual HEDIS results. The quality indicators are monitored and evaluated for trends and 
variations and against goals and benchmarks to identify opportunities for improvement.  
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The health plan’s Quality Improvement Committee prioritizes opportunities for improvement 
and sets goals. Following the identification and prioritization of opportunities for improvement 
and the establishment of goals, we also conduct a barrier analysis. This process is used to 
identify barriers that may prevent the health plan from achieving its goals or benchmarks and 
to design interventions to address or remove those barriers. Once action has been taken for 
improvement, we continue to measure performance to determine whether sustained 
improvement has been attained.  


The PIPs we put into place focus on the monitoring and evaluation of the health care that 
reflects the population. For example, recent PIPs have focused on childhood immunizations and 
lead screening for children including children with special health care needs, diabetes care for 
adults, prenatal and postpartum care and reducing disparities in health care among key clinical 
focus areas. These projects span the breadth of the topics that are relevant to this health plan 
population. 


Case Study – Follow-Up after Hospitalization for Mental Illness 
We actively monitor the provision of timely and appropriate follow-up services for members who have 
been hospitalized for a mental health condition. These members are especially vulnerable to potential re-
admission and immediate interventions are needed to prevent this from occurring.  


We conduct multiple quality improvement interventions to get members in for ambulatory care within 
seven days after hospital discharge. These strategies include, but are not limited to: 


 Having facilities provide ambulatory visits immediately after discharge with an outpatient clinic on the 
same campus 


 Encouraging providers to conduct home visits if the members are unable to leave their home 
environment 


 Conducting follow-up telephone calls to all members who have been in the hospital and sending 
health plan member incentives for receiving ambulatory care after discharge.  


All of these focused interventions have contributed to demonstrated and continued improvements.  


Mental health facilities that have members in the hospital for treatment are regularly educated to secure 
members an ambulatory follow-up visit within seven days of discharge.  


Some facilities have outpatient centers near their inpatient settings of care; these facilities bring the 
members to the outpatient setting on the day of discharge to confirm compliance with the timely follow-up 
appointment.  


Once the facility makes the appointment for the member, a faxed copy of the date of discharge and date 
of the outpatient appointment is sent to the health plan. The member then receives a non-financial 
incentive for receiving timely follow-up. 


4.8.6.2 For the TANF/CHAP and Nevada Check Up recipients, the IQAP will monitor and evaluate, 
at a minimum, care and services in certain priority areas of concern selected by the DHCFP. These 
were selected from among those identified by the Centers for Medicare and Medicaid Services 
(CMS) and the DHCFP. 


The following are recommended clinical areas of concern and health services delivery areas of 
concern: 


A. Clinical Areas of Concern 


1. Childhood Immunizations (monitoring will be required by DHCFP for recipients); 


2. Pregnancy (monitoring will be required by DHCFP for recipients); 


3. Cervical Cancer/Pap Smears (monitoring will be required by the State of Nevada Health 
Division); 
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4. Comprehensive Well-Child Periodic Health Assessment (will be required by DHCFP for 
recipients); 


5. Lead Toxicity (screening required under EPSDT guidelines); 


6. Pregnancy Prevention and/or Family Planning (monitoring will be required by DHCFP for 
recipients); and 


7. Hearing and Vision Screening and Services for Medicaid members less than twenty-one (21) 
years of age will be required by DHCFP for members.  


Clinical Areas of Concern 
As the Medicaid contractor since 1997, we monitor and evaluate, at a minimum, care and 
services in priority areas of concern selected by the DHCFP. In fact, we already have QI 
activities to address all of the aforementioned areas. For example, key improvements from 2006 
to 2012 have been shown in the Childhood Immunization Status Combination 2 HEDIS rates 
for the Medicaid and Nevada Check Up populations; cervical cancer screening HEDIS rate for 
the Medicaid population; and well-child visits in the 1st 15 months of life and between 3 and 6 
years of age for the Medicaid and Nevada Check Up populations. 


Childhood Immunizations 
We conduct multiple QI interventions including:  


 Mailing of reminder postcards about timely immunizations to parents of children who turn 
6, 12, 18 and 21 months old and to all new members 


 Educational campaign to promote EPSDT services such as childhood immunizations 


 Calls to parents of children at 18 months old automatically to encourage them to receive 
immunizations 


 Mailing of DTaP specific reminder postcards to children at 18 months of age to remind 
them to get this specific vaccine 


 Participation and hosting of community health fairs focused on getting needed vaccines and 
maintaining healthy lifestyles  


 Passport to Living Healthy program member incentive program with return of completed 
shot records by parents 


 Collaboration with SMA and the state of Nevada to fund the fully operational interface that 
allows providers to electronically submit their immunization records through electronic 
medical records through the state web-based registry 


Pregnancy 
 Pregnancy educational packets for newly identified pregnant members, including needed 


services and information about how to manage pregnancy 


 High risk OB case management program available for members  


 High risk maternity screens required of OB/GYN physicians to identify pregnant women 
who need services 


 Postpartum care reminder mailings including ability to receive incentives for completing 
timely postpartum care visits 


 C-section reports sent to providers to identify their rates for C-sections as compared to their 
peers 
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Cervical Cancer Screening/Pap Smears 
 Quarterly mailed reminders to encourage women to get care from and an OB/GYN 


provider and to receive cervical cancer screening tests 


 Women’s health profiles that identify those women in need of cervical cancer screening tests 
are sent to OF/GYN providers 


 Automated calls made to encourage women to receive Pap smears 


Comprehensive Well-Child Periodic Health Assessment 
 All parents of children and adolescents who are due for well-child and adolescent well-care 


visits receive routine reminders to schedule and attend those visits on a timely basis 


 Parents of children up until the age of two years receive reminders about immunizations 
which also include a reminder to receive appropriate well-child visits 


 The well-child visit and immunization schedules are included in mailings to assure parents 
are aware of the visits and screenings that are needed 


Lead Toxicity 
 Focused lead screening education are included in mailings about childhood immunizations 


 Lead screening is included in the recommended childhood immunization schedules for all 
educational campaigns 


 Provider outreach to network pediatricians includes lead screening, a risk factor checklist 
and the Southern Nevada Health District educational brochures to discuss with parents in 
their offices 


 Lead screening completion rates produced monthly by SMA, the largest network medical 
group, to encourage follow-up with parents of children who have not received lead 
screening tests 


Pregnancy Prevention with Family Planning 
 Focused education programs to members in all member benefit plan materials about the 


coverage of these services by HPN 


 Provider education about coverage of these services through provider educational materials 
such as the Provider Summary Guide and on the provider section of the website  


Hearing and Vision Screening 
 EPSDT educational campaign to members through focused reminders, member newsletter 


articles and publication of coverage of these services in benefit plan materials 


Provider education campaign through Provider Summary Guide and provider education 
materials 
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B. Health Services Delivery Areas of Concern 


1. Access to Care; 


2. Utilization of Services; 


3. Coordination of Care;  


4. Continuity of Care;  


5. Health Education; and 


6. Emergency Services. 


We focus on the health services delivery areas of concern identified above through multiple and 
continuous activities throughout the year.  


 Access to care for medical and behavioral health is measured and evaluated in multiple 
ways including, but not limited to: 


 Review and analysis of :  


– Member feedback obtained through survey results 


– Complaints and appeals data 


– Telephone access reports 


– Provider feedback through survey results 


– Provider monitoring of offices related to appointment access for regular and routine 
care, urgent care, after-hours care and geographic access  


– Member/provider ratios as compared to set standards by specialty and required 
Medicaid standards 


– Provider monitoring of behavioral health providers through review of screening and 
triage calls and appointment access for non-life-threatening, urgent care and routine 
care  


 Utilization of Services is evaluated in many ways, including but not limited to: 


– Daily and monthly review and monitoring of inpatient, outpatient and ancillary services 
to confirm the appropriate and timely transition to different care settings 


– Annual Population analysis to evaluate the needs and utilization of the Medicaid 
population to identify any new programs or services that are needed to manage 
population  


– Monitoring of potential under- and over-utilization of services to identify gaps in care 
that need additional review 


– HEDIS analysis of utilization measures to determine potential gaps in care 


 Coordination and continuity of care is monitored through focused quality improvement 
activities including the monitoring of: 


– Chart advisories that are sent to PCPs from behavioral health care providers to show 
treatment or medications being given, the monitoring coordination process of depression 
screenings and referrals to behavioral health providers from the Health (e.g., disease) 
Management or Case Management departments after an individual with a chronic 
condition has been identified at high risk for depression 
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– Review of primary care medical records to confirm the presence of reports from surgery 
centers, hospitals, home health care and skilled nursing facilities for those members who 
have received health care and services 


 Health education is monitored through the results of the: 


– Member outreach campaigns 


– HEW classes offered 


– Health education materials provided to health care providers for their patients  


 Emergency services are monitored through a focused PIP to identify and reduce potentially 
avoidable emergency room visits. Focused member outreach and telephone calls are being 
performed to educate individuals about the appropriate use of the emergency room. 


C. Performance Improvement Projects (PIPs) 


In accordance with 42 CFR 438.358(b): 


1. Validation of Performance Improvement Projects required by the State to comply with 
requirements set forth in 42 CFR 438.240(b); and 


2. Projects that were under way during the preceding twelve (12) months. 


3. Quality of care studies are an integral and critical component of the health care quality 
improvement system. The Vendor will be required annually to conduct and report on a minimum 
of two PIPs. 


4. The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of care. 
The PIPs are designed to target and improve the quality of care or services received by managed 
care enrolled recipients. The Vendor will utilize, as a resource, the Centers for Medicare & 
Medicaid Services (CMS) guidelines as outlined in the most recent version of the CMS 
publication Conducting Performance Improvement Projects, A Protocol for Use in Conducting 
Medicaid External Quality Review Activities, Final Protocol. 


5. A PIP will be required to decrease inappropriate utilization of emergency department visits.  


6. The Vendor must conduct PIPs that focus on utilization of ambulatory care:  


7. This measurement of quality indicators; the Vendors must implement a system of interventions to 
achieve improvement in quality; evaluate effectiveness of the interventions; and institute planning 
and initiation of activities for increasing or sustaining improvement. 


8. The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  


9. At its discretion and/or as required or directed by DHCFP, the Vendor’s IQAP also monitors and 
evaluates other important aspects of care and service 


We measure and evaluate the quality of care and services provided to our members through 
our comprehensive QI Program. We maintain active and ongoing clinical and non-clinical PIPs 
to monitor, track and make improvements in needed health care and services for our members.  


Our ongoing PIPs in the past two years include, but are not limited to: 


 Childhood immunization combination 2 and combination 10 


 Lead screening 
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 Reducing disparities in health care 


 Avoidable emergency room reduction 


 Well-child visits 


 Adolescent well care 


 Use of appropriate medications for people with asthma 


 Comprehensive diabetes care 


 Improving member satisfaction 


 Monitoring access and availability of providers 


 Measuring clinical program participation 


 Evaluating UM statistics 


 Monitoring grievances and appeals I 


We are already conducting a PIP related to the inappropriate use of emergency room 
utilization. We also have projects in place to focus on ambulatory utilization, such as well-child 
visits. With the DHCFP, we consistently demonstrate our effectiveness of our PIPs and internal 
QI Program. Key improvements have been shown in the rates of childhood immunizations and 
lead screenings, among others. We have always received high levels of compliance in all of the 
areas related to the internal QI Program, and we look forward to continuing our effective QI 
work 


Validation of Performance Improvement Projects 
We comply with all annual requirements that are evaluated by the EQRO during the PIP 
validation process. The EQRO PIP validation each year includes a review of evaluation 
elements that look at:  


 Selection and definition of the study question 


 Selection of study indicators 


 Use of a representative and generalizable study population 


 Use of sound sampling techniques 


 Reliability of collecting data 


 Implementation of intervention and improvement strategies 


 Analysis of data and interpreting study results 


 Assessment of real improvement 


 Assessment of sustained improvement 


In our most recent evaluation, we scored 96 percent in meeting all requirements, including 100 
percent on all critical elements, we received a met designation for our 2011-2012 Childhood 
Immunization Combination 10 PIP.  


Projects Underway During Preceding 12 Months 
All PIPs listed above have been in place since at least last year.  


Quality of Care Studies 
We agree with the DHCFP that quality of care studies are an integral and critical component of 
the health care QI system. We conduct and report on a minimum of two PIPs per year. We are 
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currently conducting two projects related to decreasing inappropriate emergency room 
utilization and childhood immunizations. In addition to these two required projects, we also 
have a comprehensive Cultural Diversity and Sensitivity Program in place to monitor the care 
and services being provided to all populations. We continue to monitor all clinical and non-
clinical areas relevant to the Medicaid population to continue to demonstrate improvement.  


Conducting Performance Improvement Projects  
We agree to use the current version of the Conducting Performance Improvement Projects, A 
Protocol for Use in Conducting Medicaid External Quality Review Activities, Final Protocol as 
a resource for implementation of the PIPs. This document allows us to confirm the projects are 
designed effectively to improve processes and, therefore, outcomes.  


PIP to Decrease Inappropriate Utilization of Emergency Room Visits 
We are currently working with the state Medicaid Agency, the EQRO and the second Medicaid 
health plan in the state of Nevada, on a collaborative project to reduce avoidable emergency 
room visits for members. We are conducting multiple interventions to reduce the number of 
avoidable emergency room visits.  


During Fiscal Year 2010 and 2011, the EQRO, the State Medicaid Agency and the two 
Medicaid health plans examined emergency room utilization and the frequency at which 
members access emergency rooms. There was a discovery that many members were using the 
emergency rooms inappropriately for primary care instead of establishing a relationship and 
medical home with a PCP. An emergency room visit workgroup was created to further 
investigate and develop interventions to reduce inappropriate visits.  


Specific project indicators include:  
 Avoidable emergency room visits out of total number of emergency room visits (broken 


down by age) defined by the HEDIS ambulatory utilization measure denominator 


 Reduce the avoidable emergency room visit rates by 10 percent for the first re-measurement 
period which is the calendar year of 2012 


Populations of Focus 
The populations of focus for this project are members enrolled in our programs 


Baseline Measurement Results: 2011 Calendar Year Measures 
During the calendar year of 2011, the percent of avoidable emergency room visits out of the 
total number of emergency room visits were:  


 Twenty-three percent for the Medicaid population (10,499 out of 45,064 total visits) 


 Twenty percent for the Nevada Check Up population (577 out of 2,892 visits) 


Based upon these results, the project goals for the first re-measurement period of the calendar 
year of 2012 are to reduce the rate of avoidable emergency room visit rates for the :  


 Nevada Check Up population to 21 percentage points 


 Medicaid population to 18 percentage points 


The emergency room visit rates per 1,000 members as reported for HEDIS 2012 (for the 
calendar year of 2011) were:  
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 42.37 percentage points for the Medicaid population, which was lower than the current 10th 
National HEDIS Percentile (range was 0 to 44 percent) 


 19.15 percentage points for the Nevada Check Up population, which was lower than the 
current 10th National HEDIS Percentile (range was 0 to 44 percent).  


Performance improvement Project Summary of Interventions 
We are conducting multiple interventions to reduce the numbers of avoidable emergency room 
visits. The coordinated intervention strategy includes:  


 Mailing letters to all members who were seen in the emergency room to educate and 
reinforce to members the ability for them to receive health care and services in alternative 
locations, such as the urgent care centers and convenient care clinics. The letters also 
described the situations in which emergency care would be needed and the contact number 
for the 24-hour Telephone Advice Nurse line if they have any questions.  


 Piloting a project with Las Vegas hospitals to receive daily emergency room visit lists of 
members who had gone to the emergency room the previous day. Telephone calls are then 
made by dedicated staff to members, who were in the emergency room and who were not 
hospitalized, within the next two days to identify the reason(s) that the members went to the 
emergency room, any barriers or challenges they still had and any strategies that could be 
taken to help the member with urgent health care issues. This pilot project is expanding as 
more hospitals participate in this notification process.  


Lessons Learned (to Date) 
Designated staff members are continuing to make telephone calls to members who visit the 
emergency room in the pilot hospitals. As this process has become streamlined, there is a more 
systematic handoff between departments. For example, all members who have gone to the 
emergency room for a chronic condition such as asthma or diabetes are sent to Complex Case 
Management/Health (e.g., Disease) Management for follow-up outreach. In addition, during the 
telephone call, if a member needs help selecting a PCP or help with scheduling an appointment, 
the designated staff member sends this request to Member Services. With any pharmacy issues, 
the designated staff member sends the question to Member Services or Pharmacy Services for 
help.  


These telephone calls have been beneficial in not only identifying potential barriers that can 
now be addressed, but the calls have also allowed the health plan to take action to prevent 
future visits to the emergency room unnecessarily. Some examples of case studies from these 
phone call interactions are listed below.  


Telephone Call Outreach 
 A 54-year-old male member went to the emergency room for abdominal pain that he’d had for 24 


hours. He went to the emergency room because he did not have an assigned PCP. Our outreach 
coordinator called a network PCP and set up an 8:00 a.m. walk-in appointment the next day for the 
member.  


 A-36 year-old female member with tooth pain went to the emergency room because she thought she 
had only emergency room coverage for services. This member was unaware that she had PCP 
benefits. Our outreach coordinator conferenced in the member with Member Services. Member 
Services reviewed the health plan member’s coverage with her in detail and helped her select a PCP 
and OB/GYN provider.  
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 A 2-year- old female member with a head laceration went to the emergency room because the 
mother of that member did not know of any urgent care locations. Our outreach coordinator educated 
the mother about how to select a PCP, urgent care location and the Telephone Advice Nurse 
service. 


 A 6-year-old male member was taken to the emergency room by his mother for wheezing. Our 
outreach coordinator referred this parent and child to Complex Case Management for appropriate 
follow-up for asthma management.  


PIP Focusing on Ambulatory Care 
We are implementing multiple PIPs focused on ambulatory care. We have two focused 
collaborative projects in place with the DHCFP – childhood immunization combination 10 and 
avoidable emergency room utilization reduction. We also are focused on reducing disparities in 
health care with the input and evaluation of the DHCFP. We continue to monitor ambulatory 
care utilization, through well-child visit and adolescent well-care HEDIS rates, in addition to 
comprehensive diabetes care, adolescent immunizations and others.  


Interventions to Achieve Improvement in Quality 
As stated in our QI Program description, work plan and evaluation, we implement systematic 
interventions to achieve quality improvements, evaluate the effectiveness of these interventions 
and institute planning and initiation of activities for increasing or sustaining improvement. In 
addition, a comprehensive evaluation is completed every year of the impact and effectiveness of 
the internal QI Program. We monitor and evaluate other important aspects of care and service 
as requested by the DHCFP.  


Through the childhood immunization reminder program and successful data collection through 
the functional state immunization registry, our HEDIS rate for Childhood Immunization 
Combination 2 for the Medicaid population improved by more than 14 percentage points to 
86.39 percent as reported in 2012. This statistically significant increase was also due to the 
following initiatives we implemented: 


 We led the initiative to help the state registry become fully functional to capture 
immunization records 


 We collaboratively participate in immunization coalition events in southern and northern 
Nevada with an emphasis on promoting immunization awareness 


Our Evaluation of Impact and Effectiveness of Quality and IQAP 
We evaluate the impact and effectiveness of our quality assessment and IQAP each year. We 
summarize and capture the findings of all QI activities in ours QI Program evaluation. We 
document the results of all QI activities, highlight trends and comparisons with previous years, 
identify potential barriers and interventions in place to address those barriers, and plan 
recommendations for the next year.  


The results of the QI Program evaluation are presented to the Board of Directors and the 
Quality Improvement Committee for review, discussion and approval. Most importantly, we 
submit the results of the QI Program evaluation to the DHCFP in the second quarter of the 
following year. We are also actively engaged and participate in all quarterly DHCFP meetings 
to discuss the quality strategy and our internal study findings. 
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We continue to comply with all PIP requirements. Our compliance focuses on the state’s ability 
to validate that our PIPs are consistent with the federal regulations and conducted on projects 
that were underway during the preceding 12 months.  


4.8.6.3 Use of Quality Indicators  


Quality indicators are measurable variables relating to a specified clinical or health services delivery 
area, which are reviewed over a period of time to monitor the process or outcomes of care delivered 
in that area.  


The Vendor is required to: 


A. Identify and use quality indicators that are objective, measurable, and based on current knowledge 
and clinical experience;  


B. Monitor and evaluate quality of care through studies which include, but are not limited to, the 
quality indicators also specified by the CMS Center for Medicaid and CHIP Services, with 
respect to the priority areas selected by the State; 


C. Ensure methods and frequency of data collection are effective and sufficient to detect the need for 
program change; and 


D. Have mechanisms to detect under and over utilization. 


We implement a comprehensive internal QI Program to collect quality indicators and report on 
the rates based upon these indicators. All of our clinical quality indicators are evidence based 
from nationally accepted medical specialty organizations, CMS or DHCFP requirements and 
reviewed by our Medical Affairs Committee. 


We use quality indicators that are objective, measurable, and based upon current knowledge 
and clinical experience. Key indicators used by us to collect and report on are the suite of 
HEDIS indicators that are collected and reported to the DHCFP each year and CAHPS survey 
results that are standardized and independently audited. All internal quality indicators are 
measured the same way to make effective comparisons and impact.  


We monitor and evaluate quality of care through studies and PIPs that include, but are not 
limited to 


 The quality indicators specified by the Centers for Medicare and Medicaid Services (CMS) 
with respect to the priority areas selected by the state 


 The monitoring and evaluating of the quality of care through other internally identified 
priority areas in addition to the state required areas 


 The continued monitoring of under- and over-utilization 


We regularly monitor the methods we use for data collection and analysis to make certain that 
any changes needed for intervention strategies and programs can be made quickly and 
efficiently. We review interim HEDIS data on a monthly basis; for example, to identify any 
potential gaps that need to be addressed before the end of the year. 


4.8.6.4 Use of Clinical Care Standards/Practice Guidelines 


A. The IQAP studies and other activities monitor quality of care against clinical care or health 
service delivery standards or practice guidelines specified for each area identified in Sections 
4.8.5.3.A and 4.8.5.3.B above;  
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B. The standards/guidelines are based on reasonable scientific evidence and developed or reviewed 
by Vendor providers;  


C. The standards/guidelines focus on the process and outcomes of health care delivery, as well as 
access to care;  


D. A mechanism is in place for continuously updating the standards/guidelines;  


E. The standards/guidelines are included in provider manuals developed for use by Vendor 
providers, or otherwise disseminated, including but not limited to, dissemination on the provider 
website, to all affected providers as they are adopted and to all members and potential members 
upon request;  


F. The standard/guidelines address preventive health services;   


G. The standards/guidelines are developed for the full spectrum of populations enrolled in the plan; 
and  


H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the 
Vendor’s providers, whether the providers are organized in groups, as individuals, or in 
combinations thereof.  


We endorse the use of clinical practice and preventive health guidelines to assist practitioners 
in improving health care and reducing unnecessary variations in health care. Such standards or 
guidelines are to be used to treat acute, chronic medical and behavioral health conditions and 
the prevention and early detection of illness and disease. The standards or guidelines focus on 
the process and outcomes of health care delivery and access to care and address the full 
spectrum of populations enrolled in the health plan. The clinical practice standards or 
guidelines are also used as the basis for the health plan’s Health (e.g., disease) Management 
program. The clinical practice standards or guidelines or UM decision-making protocols are in 
place for all areas identified under Section 4.8.5.3.A and 4.8.5.3B.  


Clinical practice standards or guidelines are based upon sound clinical evidence, such as 
clinical literature, or expert consensus. The clinical practice standards or guidelines are based 
upon the recommendations from national organizations, such as the National Guidelines 
Clearinghouse, the American Academy of Family Practitioners, the American College of 
Obstetrics and Gynecology, the American Diabetes Association, the American Cancer Society, 
the National Institutes of Health, professional medical associations, voluntary health 
organizations and peer reviewed medical journals, amongst others.  


When appropriate, relevant board-certified specialists in the local area are used to review and 
approve the standards or guidelines to promote consistency with local practice. These physician 
authors help to review all new related guidelines and those existing guidelines up for review.  


All clinical practice standards or guidelines are then brought forward to the Corporate Medical 
Affairs Committee for review and approval. The membership of the Corporate Medical Affairs 
Committee includes board-certified practitioners representing a variety of specialties, including 
both medical and behavioral health.  


The current standards or guidelines from the health plan are included in provider manuals 
called Provider Summary Guide.  
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These manuals are distributed annually to provider offices. Providers may also review the 
clinical practice guidelines and UM decision-making protocols on the provider section of the 
website. Members may also locate these guidelines on the provider section of the website or call 
the health plan for a full copy as requested. 


Through the annual evaluation process, we evaluate the quality of care provided by the health 
plan’s network providers using the clinical practice guideline recommendations. For example, 
most of the HEDIS quality indicators are based upon the current practice guidelines and the 
rates for HEDIS are reviewed each year to determine if improvements were made. Specific 
provider profiles are also used to evaluate the performance of PCPs on the management of 
chronic conditions. The clinical practice guidelines form the basis for this evaluation.  


4.8.6.5 Analysis of Clinical Care and Related Services 


A. Qualified clinicians monitor and evaluate quality through the review of individual cases where 
there are questions about care, and through studies analyzing patterns of clinical care and related 
service. For issues identified in the IQAPs targeted clinical areas, the analysis includes the 
identified quality indicators and uses clinical care standards or practice guidelines.  


B. Multi-disciplinary teams are required, when available and appropriate, to analyze and address 
systems issues. The Vendor must have in effect mechanisms to assess quality and appropriateness 
of care furnished to members with special health care needs. 


C. From 4.8.6.3.A and 4.8.6.3.B above, clinical and related service areas requiring improvement are 
identified. 


D. The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. The 
Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care.  


E. The Vendor shall allow access to clinical studies, when available and appropriate. 


We have a comprehensive quality improvement methodology that is implemented to review the 
quality of care offered by individual providers for individual members. The methodology is 
based upon the reviews of adverse medical and dental outcomes as well as appropriateness and 
quality of care, focused reviews of high volume/high risk diagnoses or procedures, monitoring 
for trends, peer review of the clinical process of care, development and implementation of 
corrective action plans as appropriate, monitoring of compliance and adherence to corrective 
action plans and assessment of the effectiveness of the corrective action plan.  
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Through this methodology, we identify areas for review and singular concerns regarding 
quality of care are reviewed. Each individual quality of care issue that is investigated is coded 
by category. These categories are used in tracking to identify provider-specific and system-wide 
trends that may need corrective action. After the investigation, the case is assigned a severity 
level. A corrective action is instituted once a provider has reached an established threshold for 
accumulated points.  


In addition, quality-of-care investigations are tracked to identify trends or patterns of issues 
that may be provider-specific or system-wide. The trends or identified patterns are reviewed by 
the designated Quality Review Committee, which includes a multi-disciplinary team of 
physicians of multiple specialties. Based upon the identified patterns, we may take action to 
correct individual problems and patterns of problems in the system. The effectiveness of the 
corrective action plans are monitored to verify the issues have been corrected. This process for 
investigating quality of care issues also includes the assessment of quality and appropriateness 
of care furnished to any member, including children with special health care needs.  


From the quality of care investigation process and the QI process previously identified, clinical 
and related service areas requiring improvement are identified. The results from QI activities 
are monitored and then any opportunity for improvement is identified. Actions are taken to 
address the improvement area, including the performance of a detailed barrier analysis, review 
of literature and best practices and recommended actions from the Quality Improvement 
Committees or task forces. We allow access to the DHCFP of any of the health plan’s clinical 
studies, when available and appropriate.  


Finally, we are working collaboratively with the DHCFP to determine member race and 
ethnicity. We receive routine reports that identify the member race and ethnicity. We are 
currently using that data to determine the disparities among various clinical areas in addition 
to designing interventions to then reduce or eliminate those identified disparities. 


4.8.6.6 Implementation of Corrective Actions  


The IQAP includes written procedures for taking corrective action whenever, as determined under the 
IQAP, inappropriate or substandard services are furnished, or services that should have been 
furnished were not.  


These written corrective action procedures include: 


A. Specification of the types of problems requiring corrective action; 


We take action to correct both individual problems and patterns of problems in the delivery 
system. We have defined the types of issues requiring corrective action and the types of 
corrective actions to be taken. Each individual corrective action includes the responsible party 
and a timetable for completion. In the event of noncompliance, the corrective action is 
intensified up to and including termination. 


B. Specification of the person(s) or body responsible for making the final determinations regarding 
quality problems; 


The final decision concerning appropriate corrective actions for medical quality of care is made 
by:  
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 The Quality Management medical director for providers who have reached predetermined 
threshold levels or for whom trends or patterns have been identified. 


 The Quality Management medical director for those cases assigned a severity level of 1, 2 or 
3, as defined in the Severity Leveling Table. The Quality Management medical director has 
the discretion to forward these cases to the Peer Review Committee. 


 The Peer Review Committee for those cases assigned a severity level of 4 or 5, as defined in 
the Severity Leveling Table. Severity level “5” cases are potential risk cases and must be 
reviewed by the Peer Review Committee. 


 The final decision concerning appropriate corrective actions for dental quality of care is 
made by the dental director or our Quality Review Committee, as appropriate. 


Corrective Action Monitoring 
On a monthly basis, the Quality Management department reviews the Corrective Actions 
Activity Report to verify and confirm implementation and completion of medical corrective 
actions within the established time frames. Dental corrective actions are monitored on a 
quarterly basis by the Provider Services department to verify implementation and completion 
of actions within the established time frames. 


Selection of Physician/ Dentist Reviewers 
Physician and dentist reviewers, including the peer review committee, are appointed by the 
Quality Management medical director based upon the following criteria: 


 Providers who are representative of our network, including PCPs, primary care dentists 
and commonly used specialists 


 Providers who have an exemplary practice record as evidenced by their provider profiling, 
credentialing file and Quality Management Database 


 Providers who are board certified or are actively pursuing board certification in the 
specialty for which they are contracted 


Monitoring and Assessment of Reviewers 


Nurse, Physician, Peer Review Committee 
On a quarterly basis, audits are conducted on a random sample of cases that have been 
reviewed by the physician and nurse reviewers. These audits are conducted according to 
departmental procedure to verify that decisions related to the review of quality of care issues 
are made in compliance with community standards of care and company policy as defined by 
the Quality Management department’s Procedure for Monitoring of Quality Management 
Reviewers. 


The peer review committee is monitored at both the individual and committee level. The 
provider profiles and Quality Management department database are monitored to determine 
the individual provider’s practice patterns and their suitability to serve as a peer reviewer. The 
Quality Management medical director also monitors the individual members for their 
committee participation and insight during case reviews. 


The committee as a whole is monitored through the examination of the effectiveness of 
individual corrective action plans. Well-designed corrective action plans are evidenced by a 
reduction or cessation of inappropriate practice habits. 
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C. Specific actions to be taken; provision of feedback to appropriate health professionals, providers 
and staff; 


Adverse Professional Review Action 
In cases where the Quality Review Committee has determined it is necessary to take adverse 
professional review action against a practitioner, we afford the affected practitioner the 
termination review process described in the Practitioner Appeal Process policy. (For purposes 
of such termination review process, an “adverse professional review action” is an action or 
recommendation that is based upon the competence or professional conduct of the affected 
practitioner and that has the effect of suspending, limiting or terminating the affected 
practitioner’s participation in our network.) 


Coordination with Credentialing 
To promote coordination with our Credentialing process, a report is forwarded to the 
Credentialing Committee (CC) chair for review and determination if a provider should be 
considered by the CC, whenever the identified provider has been: 


 Limited in his or her privileges 


 Placed on a preceptor program 


 Reported to Board of Medical Examiners 


 Reported to Board of Osteopathic Medicine 


 Reported to Board of Dental Examiners 


 Has reached a threshold for accumulated points related to the severity levels of quality of 
care issues 


Coordination with Risk Management 
For cases identified as potential risk management issues, the Quality Management department 
advises the Legal department of the issue and forwards the internal or external complaint, the 
written nurse review of the record and, if applicable, physician and peer review outcomes. 


Feedback to Providers 
Providers receive feedback on quality assurance activities, including results of quality reviews. 
Feedback may occur as written counseling, notification of corrective action plans, notification 
of system-wide policy and procedure changes, or provider profiling reports. 


D. The schedule and accountability for implementing corrective actions;  


The Quality Review Committee and the Quality Management Medical Director or Dental 
Director are accountable for implementing the schedule for the corrective actions of individual 
providers. The Quality Management Medical Director validates that the provider implements a 
corrective action plan according to the Committee’s recommendations and completes the 
needed actions on time. The results of the corrective action plan are brought to the Quality 
Review Committee for additional review and action. 
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E. The approach to modifying the corrective action if improvements do not occur; and 


Assessment of Effectiveness of Corrective Action 
Upon completion of corrective action, the Quality Management department (Provider Services 
department for dental corrective actions) continues to monitor quality of care complaints filed 
against the identified provider. A focused audit may also be conducted to determine the 
effectiveness of corrective action. This information is forwarded to the Quality Management 
medical director or dental director for his or her determination of decline or cessation of the 
related issue. 


In cases where the established corrective action does not appear to have been effective, the 
Quality Management medical director or dental director presents the issue(s) to the Peer 
Review Committee for recommendations for further action. Such action may include, but not 
be limited to, those identified in the Severity Leveling Table or Dental Severity Leveling Table. 


For system-wide policy and procedure changes, the Quality Management department assesses 
the effectiveness of system modifications through monitoring of quality of care complaints. A 
focused audit may also be conducted to determine effectiveness. 


F. Procedures for terminating the affiliation with the physician, or other health professional or 
provider.  


We have written procedures it follows for terminating the affiliation with a physician, other 
health professional or providers. Once a determination to terminate a physician with cause has 
been made, we send a letter to the affected physician. The letter to the physician, health 
professional or provider specifies the reason for the action, the right of the physician to appeal 
the decision and the process and timing to request a hearing. If the physician, health 
professional or provider requests an appeal, the physician must notify HPN within 15 days of 
the receipt of the letter. We notify the affected physician, health professional or provider’s 
patients within 30 days of the termination date.  


We use the following process for provider appeals.  


 Once we receive a written notice of the request for appeal from the affected physician, 
health professional or provider, we send an acknowledgement letter.  


– This letter states to the affected network provider that he or she will be notified of the 
location, date and time of the hearing within 60 days.  


 We then send the appeal hearing date, time and location within 14 days of the hearing date 
by regular and certified mail.  


 We select which legal counsel will preside over the hearing.  


– The hearing panel will consist of three individuals we select; the majority of the hearing 
panel will be peers of the affected provider and at least one must not have been involved 
in the issue at hand of this provider.  


Within 30 days of the hearing, the hearing panel or HPN shall inform the physician, other 
health professional or provider of their recommendation. If the physician’s agreement was 
terminated with cause for quality of care issues, we give written notice of that action to 
appropriate licensing or disciplinary bodies or other appropriate authorities.  
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4.8.6.7 Assessment of Effectiveness of Plans of Correction (POC)  


A. As actions are taken to improve care, there is monitoring and evaluation of the Plan of Correction 
(POC) to assure required changes have been made. In addition, changes in practice patterns are 
monitored.  


B. The Vendor assures follow-up on identified issues to ensure actions for improvement have been 
effective. 


We implement and submit a Plan of Correction to confirm required changes to improve care 
have been made, changes in practice patterns are monitored, and verify follow-up of identified 
issues to confirm actions for improvement have been effective.  


We have paid more than three million of claims since 2005, provided coverage for hundreds of 
thousands of members and worked with over three thousand providers since 2008. Over the 
past 15 years, we have had multiple audits with only one formal corrective action plan. 
Recommendations highlighted in our audits are implemented into our program. On our last 
audit we received an overall score of 98.7 percent. As a result of the recommendations from 
that audit we have increased monitoring in certain areas such as member materials guidelines 
and resolution of provider grievances; revised and created new policies and procedures, such as 
a policy to better mirror the contract language; and revised our Member Handbook. This is 
testament to our dedication to provide exceptional service to our members and honor our 
commitments under the contract.  


4.8.6.8 Evaluation of Continuity and Effectiveness of the IQAP  


A. The Vendor conducts a regular and periodic examina¬tion of the scope and content of the IQAP to 
ensure that it covers all types of services in all settings, as specified in RFP Section 4.8.5. 


B. At the end of each year, a written report on the IQAP is prepared which addresses: quality 
assurance studies and other activities completed; trending of clinical and service indicators and other 
performance data; demonstrat¬ed improvements in quality; areas of deficiency and recommendations 
for corrective action; and an evaluation of the overall effectiveness of the IQAP.  


C. There is evidence that quality assurance activities have contributed to significant improvements in 
the care delivered to recipients. 


We conduct an annual evaluation of the content and scope of our internal QI Program to 
certify it covers all of services listed in Section 4.8.5. The annual QI Program evaluation is 
prepared at the end of each year. The program evaluation documents and tracks the 
completion of the QI studies and other activities, trending of clinical and service indicators and 
other performance data, demonstrated improvements and any areas in need of improvement. 
An evaluation of the overall effectiveness of the internal QI Program is made each year. The 
final internal QI Program evaluation is then submitted to the DHCFP.  


Key examples of significant improvements are childhood immunization rates for two-year-old 
children and lead screening rates 


Childhood Immunization Rates 
We report Childhood Immunization Status HEDIS measures to the DHCFP. The rates include 
the percentage of children 2 years of age who are current on recommended immunizations. As 
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Significant Improvement! 


The Childhood Immunization 
Status Combination 3 HEDIS 
2012 rate for the Medicaid 
population has reached the 
national 50% percentile. 


a result of our consistent and ongoing interventions, we have demonstrated improvements in 
the Childhood Immunization Status HEDIS as shown in the table below. 


The Childhood Immunization Status Combination 2 HEDIS rate for the Medicaid population 
increased from 50.12 percent as reported in 2006 to 73.48 percent as reported in 2012 


 


– Statistically significant improvement as measured by 
Chi square of 47.4921 with p-value of 0.0000 


 The Childhood Immunization Status Combination 3 
HEDIS rate for the Medicaid population increased from 
20.44 percent as reported in 2006 to 67.64 percent as 
reported in 2012 


– Statistically significant improvement as measured by 
Chi square of 185.7842 with p-value of 0.0000 


This demonstrated improvement shows the ongoing commitment of HPN to focus on this key 
area.  


We report the lead screening in children HEDIS measures to DHCFP. This measure reports 
the percentage of children 2 years of age who had one or more capillary or venous lead blood 
test for lead poisoning by their second birthday.  


Nevada has demonstrated improvements in the Children and Adolescents’ Health rates for the 
Medicaid and Nevada Check Up populations as presented in the following table.  
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 The Lead Screening in Children HEDIS rate for the Medicaid population increased from 
14.11 percent as reported in 2008 to 29.44 percentage points as reported in 2012 


– Statistically significant improvement as measured by Chi square of 28.3458 with p-value 
of 0.0000 


 The Lead Screening in Children HEDIS rate for the Nevada Check Up population 
increased from 19.95 percentage points as reported in 2008 to 50.79 percentage points as 
reported in 2012 


– Statistically significant improvement as measured by Chi square of 59.3387 with p-value 
of 0.0000. 


4.8.7 Standard III: Accountability to the Governing Body  


The Governing Body of the Vendor is the Board of Directors or, where the Board’s participation with 
quality improvement issues is not direct, a designated committee of the senior management of the 
Vendor that is responsible for the Vendor IQAP review. Responsibilities of the Governing Body for 
monitoring, evaluating and making improvements to care include: 


4.8.7.1 Oversight of IQAP 


There is documentation that the Governing Body has approved the overall IQAP and an annual 
IQAP. 


Quality Improvement Program Structure, Accountability and 
Oversight 
The ultimate accountability for the QI Program rests with HPN’s Board of Directors. The 
following figures depict our organizational governance and committee structure responsible for 
developing, implementing and overseeing our QI Program.  


Board of Directors 
The Board of Directors is our governing body and is responsible for formulating the vision and 
strategic goals, promoting effective and efficient executive management performance and 
promoting quality of the health care and services provided to members. The board’s functions 
as they relate to the QI Program include: 
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 Review, evaluate and approve our QI Program description, annual QI Program evaluation 
and QI Program work plan 


 Review and evaluate periodic reports from the QI Program delineating actions taken and 
improvements made 


 Review and evaluate summary key indicator reports, study updates, results of member 
surveys and HEDIS reports to include an analysis of significant trends, variations and 
action plans 


 Direct the operational QI Program and take action as appropriate based upon the review of 
reports and updates. 


The membership is composed of HPN leadership and other designees as appointed by the 
Board. The Board of Directors meets at least quarterly and has ultimate responsibility for the 
QI Program and related processes and activities.  


Each quarter, our Board of Directors approves the internal QI Program reports. In addition, 
the Board of Directors approves all annual documents, including the QI Program description, 
QI work plan and the QI Program evaluation. There are minutes from the Board of Directors 
that document the approval of the overall internal QI Program.  


We have achieved 100 percent on all standards related to IQAP governance since 2000.  


4.8.7.2 Oversight Entity 


The Governing Body has formally designated an entity or entities within the Vendor to provide 
oversight of the IQAP and is accountable to the Governing Body, or has formally decided to provide 
such oversight as a committee of the whole. 


Our Board of Directors delegate responsibility to the Quality Improvement Committee for 
ensuring the QI processes outlined in the QI Program are implemented and monitored. 
Provided below is a summary of the membership and respective functions of key local 
committees within our QI Program.  


Quality Improvement Committee  
Our Quality Improvement Committee is the decision-making body that is ultimately 
responsible for the implementation, coordination and integration of all our QI activities. This 
committee analyzes, monitors and evaluates the results of QI activities, recommends actions to 
take to improve performance, and makes policy decisions. The Quality Improvement 
Committee meets at least quarterly and is chaired by the Dr. Allan Ebbin, Vice President, 
Health Care Quality and Education. A majority of the membership (e.g., 50 percent plus one) 
constitutes a quorum. The presiding chair’s attendance is included in the quorum and he or she 
has full voting rights. The Quality Improvement Committee reports to the Board of Directors 
at least quarterly.  


The Quality Improvement Committee membership includes: Dr. Allan Ebbin or designee 
(Chair), Dr. S. Daniel McBride, Chief Medical Officer, Deborah Wheeler, Director, Clinical 
Quality, Behavioral Health representative, Member Services representative, Chief Nursing 
Officer, Provider Services representative, Pharmacy Services representative, Customer 
Response and Resolution representative, Utilization Management representative and other 
health plan medical directors and network physicians.  
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Quality Improvement Committee Responsibilities are to:  


 Report directly to the HPN Board of Directors 


 Establish quality improvement goals 


 Implement and oversee our Quality Programs 


 Direct and guide our Quality Programs 


 Review and analyze our population profiles for the Medicaid population 


 Review and analyze satisfaction, complaints and appeals data 


 Identify important aspects of health care and service 


 Monitor health care and service quality indicators in an ongoing manner 


 Monitor and promote access and availability of health care services for members 


 Monitor for potential under- and over-utilization of health care and services 


 Monitor the completion of QI studies and activities, including Health (e.g., disease) 
Management programs, in an ongoing manner 


 Analyze the results of our QI activities and the impact of Health and Case Management 
programs 


 Approve the implementation of new QI studies 


 Approve QI policies and procedures and make decisions related to implementation of the 
policies 


 Provide a supportive environment to help practitioners and providers improve the safety of 
clinical practices 


 Oversee delegated QI activities 


 Attain cultural competency 


 Verify appropriate oversight by designated QI subcommittees for any delegated functions 


4.8.7.3 IQAP Progress Reports 


The Governing Body routinely receives written reports from the IQAP describing actions taken, 
progress in meeting quality assurance objectives, and improvements made.  


Each quarter, the HPN Board of Directors receives written reports from the internal QI 
Program. These reports provide updates about the progress made in meeting QI objectives, 
actions taken, interventions completed and improvements made. 


Excerpt from the June 2012 Quality Improvement Report presented to the HPN Board 
of Directors:  
“A new Medicaid PIP to reduce avoidable emergency room visits is required of the two health plans by 
the State Medicaid Agency. To improve this measure, a call outreach program to members is in place to 
give information to these members about the availability of urgent care centers and to better understand 
the reasons why members go to the emergency room. The results of this project are being monitored 
and will be evaluated on an ongoing basis. 


4.8.7.4 Annual IQAP Review 


The Governing Body formally reviews on a periodic basis, but no less frequently than annually, a 
written report on the IQAP. This annual quality program evaluation report shall be submitted to 
DHCFP annually in the second calendar quarter and at minimum include: 
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A. Studies undertaken;  


B. Results; 


C. Subsequent actions and aggregate data on utilization and quality of services rendered; and  


D. An assessment of the IQAPs continuity, effectiveness and current acceptability 


Each year, the HPN Board of Directors formally reviews the annual QI Program evaluation. 
The program evaluation report is also submitted to the DHCFP in the second calendar quarter 
of each year.  


The annual program evaluation includes an evaluation of the studies undertaken and 
completed and the associated results. The evaluation includes a review of all interventions 
taken, any barrier analysis conducted and the improvements that were made in comparison to 
national and local benchmarks. An Executive Summary included in the QI Program evaluation 
includes an assessment of the effectiveness, continuity, consistency and acceptability of the 
internal QI Program. 


4.8.7.5 Program Modification 


Upon receipt of regular written reports delineating actions taken and improvements made, the 
Governing Body takes action when appro-priate, and directs that the operational IQAP be modified 
on an ongoing basis to accommodate review findings and issues of concern with the Vendor. This 
activity is documented in the minutes of the meetings of the Governing Board in sufficient detail to 
demonstrate that it has directed and followed up on necessary actions pertaining to quality assurance.  


In response to the written reports presented quarterly to the Board of Directors, our QI 
management has been asked to take actions and direct that the internal QI Program be 
modified. The Board of Directors may bring forward issues to be followed up on and these 
activities or actions are then discussed at the next meeting. Any modifications requested are 
documented in the minutes.  


4.8.8 Standard IV: Active QA Committee  


The IQAP delineates an identifiable structure responsible for performing quality assurance functions 
within the Vendor. This committee or other structure has: 


4.8.8.1 Regular Meetings 


The structure/committee meets on a regular basis with specified frequency to oversee IQAP 
activities. This frequency is sufficient to demonstrate that the structure/committee is following up on 
all findings and required actions, but in no case are such meetings less frequent than quarterly.  


Quality Review Committee 
Our Quality Review Committee is the key committee responsible for implementing quality 
assurance activities for the health plan. This committee tracks, monitors, evaluates and takes 
action in response to findings found during these quality assurance activities. The Quality 
Review Committee meets a minimum of four times per year and is chaired by Dr. Allan Ebbin, 
Vice President, Health Care Quality and Education (Quality Management medical director or 
designee). The Quality Improvement Committee reports to the Board of Directors at least 
quarterly.  
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The Quality Review Committee membership includes: Dr. Allan Ebbin or designee (Chair), Dr. 
S. Daniel McBride, Chief Medical Officer, manager, quality management, other health plan 
medical directors, dental director, network physicians representing primary care and specialty 
medical fields, and legal counsel.  


Quality Review Committee Responsibilities are to: 


 Report directly to the HPN Board of Directors 


 Implement and oversee quality assurance activities in our Quality Programs 


 Provide summary reports of quality assurance activities to our Board of Directors 


 Conduct peer review of quality of care or risk management cases 


 Determine subjects for focused review 


 Determine quality of care indicators for use in quality reviews 


 Review quality assurance reports from quality assurance subcommittees 


 Review, approve and track corrective action plans 


 Identify system issues and refer to appropriate quality improvement subcommittees 


 Report activities and corrective action plans to the Credentialing Committee, as 
appropriate 


 Include copies of all corrective action plans in the individual provider file for re-
credentialing purposes 


For 15 years our Quality Improvement Committee has met at least quarterly on a regular basis 
to oversee the internal QI Program activities. The occurrence of committee meetings increases 
in frequency as needed to conduct follow-up and review of findings and actions. Under the 
Quality Improvement Committee, there are multiple other task forces and subcommittees in 
place to address key quality improvement concerns. These task forces and subcommittees 
include: 


 Quality Review Committee 


 Credentialing Committee 


 Customer Centric Task Force 


 Utilization Management Committee 


 Women’s Health Task Force 


 Child and Adolescent Health Task Force 


 Medicaid Quality Improvement Subcommittee 


 Northern Nevada Quality Improvement Subcommittee  


Since we initiated our QI Program as a Medicaid plan in the State of Nevada, we have 
enhanced our quality improvement activities and committee structure to allow for additional 
feedback and streamlined processes. Examples of enhanced focus include:  
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 New task forces have been established, such as the Customer Centric Task Force and the 
Medicaid Quality Improvement Subcommittee, to provide forums for active discussion 
about detailed programs, processes and policies with multiple representatives across the 
health plan and network providers 


 Focused network provider participation has increased throughout the QI program with 
additional network PCPs, OB/GYN providers and specialists being added to various 
committees to gain their expertise 


 Community participation and leadership continues to be a focus of the internal QI Program 
under the leadership of the Quality Improvement and Medicaid Operations departments 


– There has been consistent and ongoing presence in the State of Nevada through 
immunization coalition leadership and participation, establishment of a Community 
Advisory Board and participation and leadership for community events (we have held 
three of our own health fairs for members in the past two years) 


 Development of a comprehensive set of HEW materials to address the perceived gaps for 
members, such as information on healthy diet, brochures about the availability of 
alternatives to the emergency room and cancer management education 


4.8.8.2 Established Parameters for Operating 


The role, structure and function of the structure/committee are specified.  


The role, structure and functions of the Quality Improvement Committee and related task 
forces and subcommittees are specified. For example, the Quality Improvement Committee’s 
responsibilities include: 


 Reporting directly to the HPN Board of Directors 


 Establishing quality improvement goals 


 Implementing and overseeing the internal QI Program 


 Reviewing and analyzing population profiles for the Medicaid populations 


 Reviewing and analyzing satisfaction, complaints and appeals data 


 Identifying important aspects of health care, service monitoring of health care and service 
quality indicators in an ongoing manner 


 Monitoring and promoting access and availability of health care services for members 


 Monitoring for potential under- and over-utilization of health care and services 


 Monitoring the completion of quality improvement studies and activities, including health 
management programs 


 Analyzing the results of our quality improvement activities and the impact of health and 
case management programs 


 Approving the implementation of new quality improvement studies 


 Approving quality improvement policies and procedures and making decisions related to 
implementation of the policies 


 Providing a supportive environment to help practitioners and providers improve the safety 
of clinical practices 


 Confirming cultural competency and appropriate oversight by designated quality 
improvement subcommittees for any delegated functions 
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4.8.8.3 Documentation 


There are records documenting the structures/committee’s activities, findings, recommendations and 
actions.  


Documents, including meeting minutes, the QI Program description and the QI Program 
evaluation are available to document the activities, findings, recommendations and actions of 
the Quality Improvement Committees and related task forces. 


4.8.8.4 Accountability 


IQAP subcommittees are accountable to the Governing Body and they report to it (or its designee) on 
a scheduled basis on activities, findings, recommendations and actions.  


Internal QI Program subcommittees are accountable to the Governing Board. The 
representative from the Quality Improvement Committee represents the subcommittees and 
reports each quarter on activities, findings, recommendations and actions. 


4.8.8.5 Membership 


There is active participation in the IQAP committee from Vendor providers, who are representative 
of the composition of the Vendor’s providers.  


Active participation by providers who represent the network of providers is integral and 
critical to the health plan’s Internal QI Program. Multiple providers are represented on 
various Quality Improvement Committees, subcommittees and task forces. 


4.8.9 Standard V: IQAP Supervision  


There is a designated senior executive who is responsible for IQAP implementation. The Vendor’s 
Medical Director has involvement in quality assurance activities.  


Allan Ebbin, Vice President, Healthcare Quality and Education is the designated senior 
executive responsible for and has significant involvement in internal QI Program 
implementation. This physician executive reports directly to the Chief Medical Officer S. 
Daniel McBride. 


4.8.10 Standard VI: Adequate Resources  


The IQAP has sufficient material resources and staff with the necessary education, experience, or 
training to effectively carry out its specified activities. (Refer to Section 4.7.2) 


The internal QI Program has sufficient material resources and staff with requisite education, 
experience or training to carry out specified activities. 


4.8.11 Standard VII: Provider Participation in IQAP 


4.8.11.1 Participating physicians and other providers are kept informed about the written IQAP 
through provider newsletters and updates to the provider manual.   


We inform our participating physicians and other providers about our QI Program through 
multiple avenues.  
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 We send out our annual Provider Summary Guide including a dedicated QI Program 
summary to all participating physicians and other providers. We also publish this Provider 
Summary Guide on the provider section of our website so that providers have easy access to 
this information at all times.  


 We have a focused Quality Program section on the website for all providers which includes 
the current and historical QI work plans and evaluation summaries. We also have placed a 
Provider Toolkit on the website to give all providers key quality information about key 
clinical measures and member satisfaction. Our provider services advocates take the 
Provider Toolkit with them on-site to provider offices to reinforce the importance of quality 
improvement.  


 We also publish multiple articles about QI in provider newsletters. The articles have 
focused on key topics such as lead screening, well child visits, reducing disparities in care, 
member satisfaction childhood immunization among others.  


 We ask and receive input and feedback from our network providers during all QI 
committee and task force meetings. We also provide the QI contact telephone number for 
feedback in all provider newsletters, on the website and when providers receive information 
from us such as the quarterly provider profile.  


4.8.11.2 The Vendor includes in its provider contracts and employment agreements, for physician and 
non-physician providers, a requirement securing cooperation with the IQAP.  


4.8.11.3 Contracts specify that hospitals and other Vendors will allow the Vendor access to the 
medical records of its recipients. 


Our contract specifically include language that states that hospitals, physicians and other 
providers shall cooperate with administrative, claims, quality management and managed care 
programs as may be published in policy statements, newsletters and other communications. We 
also state that our providers should deliver quality customer service and cooperate in UM, 
clinical quality assessments, administrative services, access to health care services, and 
information systems. We also include in its contracts that our providers cooperate with 
credentialing and re-credentialing.  


Our contract also includes language for our hospitals, physicians and other providers and other 
vendors that they will provide access to medical record of our members. We require that 
hospitals, physicians and other providers and other vendors provide medical records in relation 
to a quality-of-care related complaint within a defined period of time, usually about 72 hours. 
We also require that hospitals, physicians and other providers and other vendors provide us 
access to their medical records for other IQAP activities such as HEDIS.  


4.8.12 Standard VIII: Delegation of IQAP Activities 


The Vendor remains accountable for all IQAP functions, even if certain functions are delegated to 
other entities. If the Vendor delegates any quality assurance activities to Vendors, it must: 


4.8.12.1 Have a written description of the delegated activities, the delegate’s accountability for these 
activities, and the frequency of reporting to the Vendor;  


4.8.12.2 Have written procedures for monitoring and evaluating the implementa¬tion of the delegated 
functions, and for verifying the actual quality of care being provided; and 
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4.8.12.3 Provide evidence of continuous and ongoing evaluation of delegated activities, including 
approval of quality improvement plans and regular specified reports. 


We remain accountable for our internal QI Program functions even if certain functions are 
delegated to other entities. In the case that activities are delegated, we have a policy and 
procedure in place to make certain there is a written description of delegated activities and the 
crosswalk of accountability for the health plan and the delegate. We have a written procedure 
for monitoring and evaluating the implementation of the delegated functions, verifying the 
actual quality of care and providing evidence that there is continuous and ongoing evaluation of 
delegated activities through specified and routine reports. 


4.8.13 Standard IX: Credentialing and Recredentialing  


The IQAP contains provisions to determine whether physicians and other health care professionals, 
who are licensed by the State and who are under contract to the Vendor, are qualified to perform their 
services. These provisions are: 


HPN has detailed written credentialing and recredentialing policies and procedures that are 
compliant with NCQA standards as well as applicable state and federal regulations. All 
participating providers undergo a careful review of their qualifications, including, but not 
limited to license status, education, training, work history, board certification status, hospital 
privileges, malpractice history, health status and state or federal sanctions. Providers must 
successfully complete the credentialing review process and be approved by HPN’s 
Credentialing Committee prior to being offered network participation or to continue 
participation in our provider network. This rigorous credentialing process ensures that 
qualified health care professionals provide members with quality services and coordinated 
care. This is evidenced by the following credentialing file audit scores awarded by DHCFP:  


Credentialing file Audit Year: Initial Credentialing Score: Recredentialing Score: 
2006 100% 93% 
2009 100% 100% 
2011 100% 100% 


4.8.13.1 Written Policies and Procedures 


The Vendor has written policies and procedures for the credentialing process, which include the 
Vendor’s initial credentialing of practitioners, as well as its subsequent recredentialing, recertifying 
and/or reappointment of practitioners. The Vendor will comply with NAC 679B.0405 which requires 
the use of Form NDOI-901 for use in credentialing providers. 


DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The Vendor agrees to allow DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation. 


HPN has established written policies and procedures which outline the credentialing process as 
well as the subsequent recredentialing process in detail. The credentialing and recredentialing 
policy is compliant with Nevada Administrative Code 679B.0405, which requires use of Form 
NDOI – 901 when credentialing providers. HPN will continue to maintain this policy, thereby 
complying with the standards set forth in this section. We understand that DHCFP reserves the 
right to request and inspect the credentialing process and supporting documentation. We agree 
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to allow DHCFP and/or its contracted EQRO to inspect our credentialing process and 
supporting documentation. 


4.8.13.2 Oversight by Governing Body 


The Governing Body, or the group or individual to which the Governing Body has formally delegated 
the credentialing function, has reviewed and approved the credentialing policies and procedures.  


Governing Body Oversight 
HPN’s Board of Directors has delegated all operational aspects of the credentialing and 
recredentialing of providers to the HPN Credentialing Committee. HPN’s Board of Directors 
annually reviews and approves the credentialing and recredentialing policy.  


4.8.13.3 Credentialing Entity 


The Vendor designates a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 


Credentialing Entity: The Quality Management Committee  
HPN’s credentialing and re-credentialing processes fall under the purview of our Credentialing 
Committee, chaired by Carl Allen, MD. The Credentialing Committee is a multidisciplinary 
committee with representation from various types of providers, including primary care 
physicians and specialists. The Credentialing Committee is responsible for development, 
review, approval and implementation of all credentialing policies and procedures. The 
Credentialing Committee also conducts the review of individual credentialing files and has the 
full authority to make credentialing and recredentialing decisions regarding the approval or 
disapproval of providers. 


4.8.13.4 Scope 


The Vendor identifies those practitioners who fall under its scope of authority and action. This shall 
include, at a minimum, all physicians and other licensed independent practitioners included in the 
Vendor’s literature for recipients, as an indication of those practitio-ners whose service to recipients 
is contracted or anticipated.  


HPN’s Credentialing Committee has defined standards outlined in our policies and procedures 
identifying the specific providers, both individual practitioners and organizational providers 
that require credentialing/recredentialing review. These defined standards are also compliant 
with the NCQA credentialing guidelines. HPN’s policies delineate practitioners as licensed 
independent health care professionals who diagnose, treat, prescribe and provide medical and 
behavioral/mental health services to HPN members.  


4.8.13.5 Process 


The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 


A. The practitioner holds a current valid license to practice in Nevada or a current valid license to 
practice in the state where the practitioner practices. 


B. Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the 
scope of their license to prescribe drugs, with the exception of all participating dentists. 
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C. Graduation from medical school and completion of a residency, or other post-graduate training, as 
applicable. 


D. Work history. 


E. Professional liability claims history. 


F. The practitioner holds current, adequate malpractice insurance according to the Vendor’s policy. 


G. Any revocation or suspension of a State license or DEA number. 


H. Any curtailment or suspension of medical staff privileges (other than for incomplete medical 
records). 


I. Any sanctions imposed by the OIG or the DHCFP. 


J. Any censure by any state or county Medical Association, Dental Board or any other applicable 
licensing or credentialing entity. 


K. The Vendor obtains information from the National Practitioner Data Bank, the Nevada Board of 
Medical Examiners, the State Board of Osteopathic Medicine, the Nevada Dental Board, any 
equivalent licensing boards for out- of-state providers, and any other applicable licensing entities 
for all other practitioners in the plan. 


L. The application process includes a statement by the applicant regarding: 


1. Any physical or mental health problems that may affect current ability to provide health care; 


2. Any history of chemical dependency/ substance abuse; 


3. History of loss of license and/or felony convictions; 


4. History of loss or limitation of privileges or disciplinary activity; and, 


5. An attestation to correctness/ completeness of the application. 


This information should be used to evaluate the practitioner’s current ability to practice. 


M. There is an initial visit to each potential primary care practitioner’s office, including 
documentation of a structured review of the site and medical record keeping practices to ensure 
conformance with the Vendor’s standards. If the Vendor’s credentialing process complies with 
the current NCQA standards, it is not required to conduct initial site visits. 


N. The Vendor’s provider credentialing must comply with 42 CFR §1002.3. 


O. If the Vendor has denied credentialing or enrollment to a provider where the denial is due to 
Vendor concerns about provider fraud, integrity, or quality the Vendor is required to report this to 
the State within 15 calendar days. 


P. If the Vendor decredentials, terminates, or disenrolls a provider, the Vendor must inform the 
State, within 15 calendar days. If the decredentialing, termination or disenrollment of a provider 
is due to suspected criminal actions, or disciplinary actions relate to fraud or abuse the State will 
notify HHS-OIG. 


Credentialing Requirements and Process 
HPN has established policies that outline the requirements for credentialing and 
recredentialing of network providers in accordance with standards defined by the accrediting 
entities, state and federal regulatory agencies and HPN. HPN’s Credentialing staff in Nevada 
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obtains and review all primary source verification elements for initial credentialing. These 
defined standards are also compliant with the National Committee for Quality Assurance 
NCQA credentialing guidelines. The Credentialing Committee is responsible for the review of 
individual credentialing files and has the full authority to make credentialing decisions 
regarding the approval/disapproval of HPN providers. The review at the time of credentialing 
includes the following: 


Category Verification 
Professional Licensure or 
Certification 


State licensing agency using verbal, written, or Internet data. 
Review of reports released by the primary source. 


Drug Enforcement 
Administration and 
Controlled Dangerous 
Substance Certificates 


Obtain a current copy of the DEA or CDS certificate or 
confirmation with the National Technical Information Service 
(NTIS). 


National Practitioner Data 
Bank (NPDB)  


This source provides information on reported unacceptable 
performance and unprofessional conduct, previous or current 
Medicaid or Medicare sanctions, other federal exclusions or 
debarments and restrictions, or suspensions or limitations on 
scope of practice against licensure or certification. 


Education, Training, 
Board Certification 


Verify board certification or the highest level of training (e.g., 
American Board of Medical Specialties, American Nurses 
Credentialing Center). 
For health care practitioners who are not board-certified, verify 
completion of the highest level of education. 


Malpractice Coverage 
Verify through insurance certificate/fact sheet or applicant’s 
attestation. 


Malpractice History Query of the National Practitioner Data Bank (NPDB). 


Work History 
Five years of relevant work history through the practitioner’s 
application or curriculum vitae. 


Medicare/Medicaid 
Sanctions 


List of Excluded Individuals and Entities (LEIE) maintained by: 
Office of Inspector General (OIG), Excluded Parties List System 
(EPLS), the applicable state Medicaid Agency and the National 
Practitioner Data Bank (NPDB). 


Hospital Privileges 


Practitioner must have full admitting privileges without material 
restrictions, conditions or other disciplinary actions, at a 
participating (network) hospital, or arrangements with a 
participating practitioner to admit and provide hospital coverage 
to covered persons at a participating (network) hospital. The 
applicant’s attestation is sufficient verification of this 
requirement. 


HPN’s credentialing process is peer-reviewed and designed to assess specific information and 
documentation pertinent to the credentialing decision to contract with any licensed 
independent practitioners and organizational provider/facility. Providers who meet the 
qualifications will be credentialed without regard to race, ethnic/national identity, gender, age, 
sexual orientation or the types of procedures (for example, abortions) or patients (for example, 
Medicaid) in which they specialize and act within the scope of the applicable license or 
certification under Nevada law, solely on the basis of the license or certification. The provider 
must complete the credentialing application in its entirety to include the health form which 
enables the provider to attest to: physical and mental health problems, chemical dependency 
and substance abuse, history of loss of license or felony convictions, loss of limitation of 
privileges or disciplinary actions, and attestation of completeness/accuracy of credentialing 
application.  
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Additionally, HPN conducts site visits that result in a structured review of the office site, 
including physical accessibility, physical appearance, adequacy of waiting and examining room 
space, availability of appointments and medical/treatment record-keeping practices. Site visits 
are conducted by an HPN representative who is trained to perform a structured review of the 
site and assess the adequacy of treatment record-keeping. This reviewer works closely with the 
Vice President of Healthcare Quality and Education to make recommendations to the 
Credentialing Committee. Results of the site visit are considered at the time of the 
Credentialing Committee’s review and then communicated to the practitioner’s office in a 
follow-up letter. 


HPN policies are compliant with the DHCFP requirement that HPN notify their offices within 
15 calendar days of the determination to deny a Medicaid provider credentialing or 
recredentialing due to concerns about provider fraud, integrity, or quality; or if the 
Credentialing Committee decredentialed, terminated, or disenrolled a provider due to 
suspected criminal actions, or disciplinary actions related to fraud or abuse. HPN is compliant 
with 4.8.13.5 and will maintain this process.  


4.8.13.6 Recredentialing  


A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, or 
recertification) is described in the Vendor’s policies and procedures, including: 


A. Evidence that the procedure is implemented at least every 36 months;  


B. The Vendor conducts periodic review of information from the National Practitioner Data Bank 
and all other applicable licensing entities, along with performance data, on all practitioners, to 
decide whether to renew the participating practitioner agreement. At a minimum, the 
recredentialing, recertification or reappointment process is organized to verify current standing on 
items listed in Section 4.8.13.5.A through 4.8.13.5.M and 


C. The recredentialing, recertification or reappointment process also includes review of data from: 


1. Recipient grievances and appeals; 


2. Results of quality reviews; 


3. Utilization management; 


4. Recipient satisfaction surveys; and 


5. Re-verification of hospital privileges and current licensure, if applicable. 


6. The Vendor’s provider recredentialing must comply with 42 CFR §1003.3 


If the Vendor has denied recredentialing or enrollment to a provider where the denial is due to the 
Vendor concerns about provider fraud, integrity or quality the Vendor is required to report this to the 
DHCFP, with 15 calendar days. 


If the Vendor decredentials, terminates or disenrolls a provider the Vendor must inform the State 
within 15 calendar days. If the decredentialing, termination or disenrollment of a provider is due to 
suspected criminal actions, or disciplinary actions relate to fraud or abuse the DHCFP will notify 
HHS-OIG. 


HPN has established policies that outline the requirements for credentialing and 
recredentialing of network providers in accordance with standards defined by the accrediting 
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entities, state and federal regulatory agencies, and HPN. Recredentialing is conducted every 
three years for all providers in the network.  


The Credentialing Committee is responsible for the review of individual credentialing files and 
has the full authority to make recredentialing decisions regarding the approval/disapproval of 
HPN providers. The review at the time of recredentialing includes any of the issues specified 
above under initial credentialing in addition to the following: 


Unsatisfactory performance, including: 


 Quality of care issues; 


 Risk management issues; 


 UM issues; 


 Non-care complaints; 


 Satisfaction survey results; 


 Site visit or medical record review results; or 


 Other issues as identified by the Credentialing Committee 


 Number of member complaints. 


If HPN’s Credentialing Committee makes an adverse professional review action during a 
recredentialing review, HPN follows the processes/procedures detailed in the Practitioner 
Disciplinary Appeal policy. The Disciplinary Appeal process is supplied to providers in the 
Provider Summary Guide and at the time of a Fair Hearing. 


HPN policies are compliant with the DHCFP requirement that HPN notify their offices within 
15 calendar days of the determination to deny a Medicaid provider credentialing or 
recredentialing due to concerns about provider fraud, integrity, or quality; or if the 
Credentialing Committee decredentialed, terminated, or disenrolled a provider due to 
suspected criminal actions, or disciplinary actions related to fraud or abuse. HPN is compliant 
with 4.8.13.6 and will maintain this process.  


4.8.13.7 Delegation of Credentialing Activities  


If the Vendor delegates credentialing and recredential¬ing, recertification, or reappointment 
activities, there is a written description of the delegated activities, and the delegate’s accountability 
for these activities. There is also evidence that the delegate accomplished the credentialing activities. 
The Vendor monitors the effectiveness of the delegate’s credentialing and reappointment or 
recerti¬fication process.  


HPN’s policies and procedures related to delegation certify that the delegated credentialing 
activities are conducted in manner that complies with HPN standards, NCQA standards and 
any other related state or federal requirements. HPN policies include written descriptions 
regarding: 


 Performing pre-delegation assessment activities (reviewing prospective delegate materials, 
reviewing onsite review of prospective delegates credentialing operations)  


 Determining the delegation by the Credentialing Committee 


 Executing a delegation agreement, which includes the responsibilities of HPN and the 
delegated entity, scope of delegated activities, type and frequency of reporting 
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 Monitoring and performing oversight activities by HPN 


 Performing Corrective Action Process and Procedures (as appropriate) 


4.8.13.8 Retention of Credentialing Authority 


The Vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The Vendor has policies and procedures for the suspension, reduction or 
termination of practitioner privileges. 


HPN’s credentialing policies outline the processes and procedures for the suspension, reduction 
or termination of practitioners and/or facilities. The established policy has written criteria by 
which the Credentialing Committee may disapprove a provider. Further, the policies clarify the 
avenues of appeal that are afforded to the affected provider(s). 


4.8.13.9 Reporting Requirement 


There is a mechanism for, and evidence of implementation of, the reporting of serious quality 
deficiencies resulting in suspension or termination of a practitioner, to the appropriate authorities.  


HPN policies are compliant with the DHCFP requirement that HPN notify their offices within 
15 calendar days of the determination to deny a Medicaid provider credentialing or 
recredentialing due to concerns about provider fraud, integrity, or quality; or if the 
Credentialing Committee decredentialed, terminated, or disenrolled a provider due to 
suspected criminal actions, or disciplinary actions related to fraud or abuse. 


4.8.13.10 Provider Dispute Process 


There is a provider dispute process for instances wherein the Vendor chooses to deny, reduce, 
suspend or terminate a practitioner’s privileges with the Vendor. 


HPN currently maintains policies and procedures which establish the process and requirements 
for provider disputes and appeal rights pertaining denying, suspending or terminating a 
provider’s credentialing privileges by the Credentialing Committee. The policy specifically 
includes written processes regarding the following: 


 notice to the provider of adverse professional review action 


 pre-hearing process 


 hearing panel 


 presiding officer 


 conduct of hearing, burden of proof and failure to appear at hearing and  


 post hearing process 


In the event the hearing panel upholds an adverse decision, HPN’s policies also include 
processes regarding the timely notification to the Credentialing Committee, the Network 
Development and Contract department, the appropriate licensure board, the National 
Practitioner Databank, the DHCFP and other appropriate state or federal entities. 
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4.8.14 Standard X:  Recipient Rights and Responsibilities 


The Vendor demonstrates a commitment to treating recipients in a manner that acknowledges their 
rights and responsibilities.  


4.8.14.1 Written Policy on Recipient Rights 


The Vendor has a written policy that recognizes the following rights of recipients: 


A. To be treated with respect, and recognition of their dignity and need for privacy; 


B. To be provided with information about the Vendor, its services, the practitioners providing care, 
and recipients’ rights and responsibili¬ties; 


C. To be able to choose primary care practitioners, including specialists as their PCP if the member 
has a chronic condition, within the limits of the plan network, including the right to refuse care 
from specific practitioners; 


D. To participate in decision-making regarding their health care, including the right to refuse 
treatment; 


E. To pursue resolution of grievances and appeals about the Vendor or care provided; 


F. To formulate advance directives; 


G. G. To have access to his/her medical records in  accordance with applicable federal and state laws 
and to request that they be amended or corrected as specified in 45 CFR Part 164;  


H. To guarantee the member’s right to be free from any form of restraint or seclusion used as a 
means of coercion, discipline, convenience, or retaliation; and 


I. To receive information on available treatment options and alternatives, presented in a manner 
appropriate to the enrollee’s condition and ability to understand. 


Upon enrollment, each member receives a Member Handbook that contains detailed 
information about being an active partner in their health care by understanding their rights 
and responsibilities. Further, to help foster engagement among members, we present that 
information on the member website as well as distribute a semi-annual newsletter to our 
members. On at least an annual basis the member newsletter includes information that reviews 
member rights and responsibilities.  


We have earned impressive audit scores ranging from 92 percent to 100 percent in the 
Members Rights and Responsibilities Standard during six audits conducted by DHCFP’s 
external quality review organization between 2000 and 2011. 


The rights and responsibilities include at a minimum those enumerated in 4.8.14.1.A through I 
above. 


4.8.14.2 Written Policy on Recipient Responsibilities 


The Vendor has a written policy that addresses members’ responsibility for cooperating with those 
providing health care services. This written policy addresses members’ responsibility for: 


A. Providing, to the extent possible, information needed by professional staff in caring for the 
recipient; and 
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B. Following instructions and guidelines given by those providing health care services.  


The Vendor may include additional recipient responsibilities in their member communications (such 
as, the recipient is responsible for being on time for scheduled appointments and canceling 
appointments in a timely manner, the recipient is responsible for reporting fraud and/or abuse, etc.). 


Upon enrollment, each member receives a Member Handbook that contains detailed 
information about being an active partner in their health care by understanding their rights 
and responsibilities. Further, to help foster engagement among members, we distribute a semi-
annual newsletter to our members. On an annual basis the member newsletter includes 
information that reviews member rights and responsibilities.  


The rights and responsibilities include those enumerated in 4.8.14.2.A and B above. 
Additionally, the members’ responsibilities include obtaining referrals when appropriate, 
asking questions when they do not understand the PCPs’ instructions, informing HPN when 
receiving care upon enrollment and to make an appointment when needing routine care. 


4.8.14.3 Communication of Policies to Providers 


A copy of the Vendor’s policies on recipients’ rights and responsibilities is provided to all 
participating providers.  


As part of our ongoing network management activities, we maintain a Provider Summary 
Guide. Our network standards for medical providers are published in our Provider Summary 
Guide, which is given to each of our contracted providers and is also available on our website in 
the section set aside for provider information.  


When providers join our network, they receive an introductory letter, a copy of the Provider 
Summary Guide and an executed contract. The Provider Summary Guide contains current 
information specific to the Medicaid and Nevada Check Up plan, including our provisions 
pertaining to members’ rights and responsibilities. 


4.8.14.4 Communication of Policies to Recipients 


Upon enrollment, recipients are provided a written statement that includes information on their rights 
and responsibilities. 


Upon enrollment, each member receives a copy of the Member Handbook, which contains a 
statement of Rights and Responsibilities. 


4.8.14.5 Recipient Grievance and Appeals Procedures  


The Vendor has a system(s) linked to the IQAP for addressing recipients’ grievances and providing 
recipient appeals. This system includes: 


A. Procedures for registering and responding to grievances and appeals within 30 days. Vendors 
must establish and monitor standards for timeliness; 


B. Documentation of the substance of grievances, appeals, and actions taken; 


C. Procedures ensuring a resolution of the grievance and providing the recipient access to the State 
Fair Hearing process for appeals;  


D. Aggregation and analysis of grievance and appeal data and use of the data for quality 
improvement; 
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Keys to Effective Grievance and Appeal Process 


 Electronic documentation of grievances and appeals  


 Highly skilled, tenured grievance and appeals 
coordinators 


 We conduct member and provider outreach for 
clarification or information – ensuring a full and fair 
review 


E. Compliance with DHCFP due process and fair hearing policies and procedures specific to Nevada 
Medicaid and Nevada Check Up recipients; and 


F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


Linking Grievances and Appeals to Quality Improvement  
We comply with all DHCFP requirements related to the provision of grievance and appeals 
procedures. Our grievances, appeals and State Fair Hearing processes are included in our 
quality improvement program (IQAP) through which our trending results are reported and 
analyzed. We monitor grievances and appeals reports twice daily to attain compliance with 
DHCFP requirements and report results annually to IQAP and quarterly to our Board of 
Directors. Through these reported results, we identify causes for trends for which we can 
generate action plans or initiate task forces to implement solutions to improve trending in a 
specific category.  


In 2011, we achieved perfect scores of 100 percent on grievances and appeals chart reviews 
conducted by DHCFP’s external quality review organization. 


Our comprehensive grievances and appeals procedures include steps for documenting and 
tracking all disputes to resolution within the established time requirements.  


Documenting Grievances and Appeals 
All grievances and appeals are 
electronically documented using a service 
form within Macess our grievances and 
appeals documentation system. Highly 
skilled and experienced coordinators 
document each grievance or appeal, 
including the substance of the grievance 
or appeal, the research related to the 
issue and the steps taken for review and 
determination. The grievance and appeal information is then forwarded electronically with all 
pertinent information attached for appropriate review and resolution. When a decision is 
rendered, the Macess service form is returned to the coordinator along with the resolution. If 
an appeal decision is unfavorable, the notice of action informs the member of their right to a 
State Fair Hearing and specifies the time frame required to submit their request. 


Online Documentation System 
We have an online appeals and grievance documentation and resolution system in Macess, 
which allows our coordinators to more effectively assist a member or provider during the 
grievance and appeal process. Compliant with all HIPAA regulations, coordinators can readily 
determine the status or resolution of an appeal. Some of the significant advantages of online 
documentation are: 


 All related medical records are attached to the Macess service form for review by a 
physician for the appropriate determination 


 All information submitted by a member or their representative is scanned and becomes 
part of the file for consideration and determination 
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 No hard copy files—eliminates the possibility of papers being lost during the transfer of a 
file to the clinical reviewer.  


Tracking Grievances and Appeals 
The grievances and appeals area uses the Complaint 
Tracking and Resolution System (CTRS) database for appeal 
and grievance reporting. This allows us to capture 
information when a grievance or appeal is received and 
follow its receipt through resolution. Facets is linked to the 
CTRS database, automatically populating numerous fields in 
CTRS including member and provider characteristics. We 
use the data captured in CTRS for reporting, tracking and 
trending purposes. 


Our grievances, appeals and fair hearing processes are unrivaled, compliant with DHCFP’s 
requirements and member-friendly. However, our extremely low appeals rates demonstrate 
that the need for our members to request an appeal is rare, further evidence that our members 
receive the services they are entitled. A recent analysis of 10 states’ UnitedHealthcare Medicaid 
experience shows an average appeal rate of 3.2 per 1,000 members while our appeal rate is only 
0.67 per 1,000 members – a nearly 80 percent rate reduction for our members. When appeals 
do occur, members and providers are comforted knowing that they can contact someone who is 
physically based in Nevada and who understands our health care system. We have never had a 
single case go through the complete fair hearing process – a testament to the quality and 
fairness of our grievance and appeals processes.  


Trending of appeals is reported annually to the Quality Improvement Committee and quarterly 
to the Board of Directors. These reports are critical in monitoring the reasons for appeals and 
identifying root causes for appeals. Since 2009, our Medicaid appeal volume has decreased year 
over year as graphically illustrated below. We attribute our success in part to extensive efforts 
to more effectively communicate with members regarding benefits and outstanding member 
services assistance for members when obtaining covered benefits and access to the provider 
network. 


 


Our extremely low appeal rate demonstrates that the need for members to request an appeal is 
rare, further evidence that members receive the services to which they are entitled. 
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Obtaining Member Suggestions 


We use a multi-faceted approach 
to obtaining member input that 
includes surveys, focus groups 
and in-person events. 


Due Process Compliance 
We comply with all DHCFP due process and fair hearing policies and procedures specific to 
Nevada Medicaid and Nevada Check Up members. In addition, we comply with 42 CFR 438 
Subpart F Grievance and Appeals. 


4.8.14.6 Recipient Suggestions 


Opportunity is provided for recipients to offer suggestions for changes in policies and procedures.  


Providing Opportunities for Member Suggestions 
Members are encouraged to offer their suggestions for 
changes in policies and procedures through multiple sources. 
For example, members are encouraged in the Member 
Handbook, the member website and the quarterly newsletter 
to offer their ideas to member services at the number 
provided. Further, members are asked to offer 
recommendations and comments on the health plan’s quality program through the quality 
improvement contact located on the member website and also included in the member 
newsletters. 


To maximize the prospect of receiving input and feedback from members, we implement 
additional strategies including targeted surveys, focus groups, and in-person events designed to 
monitor, collect and act upon valuable member satisfaction information.  


Targeted Surveys  
We survey health plan members annually using a random sample of health plan members 
about areas such as access to appropriate care, satisfaction with providers and overall plan 
satisfaction. The Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey 
is a standardized survey tool used by health plans nationwide. Because the CAHPS survey is 
audited by an external auditor, we choose to use this validated survey to collect member 
feedback. 


The following example contains results of the CAHPS survey and illustrates our continuing 
success in the area of member satisfaction for parents of children with Medicaid coverage.  


Example of a CAHPS Survey 
In 2012, parents were asked to 
rate their children’s personal 
doctors, specialists and overall 
health care on a scale from 1 to 
10, with 10 being the highest 
rating. These results were trended 
with results from 2010 and 
demonstrate increased satisfaction 
in all three categories. 


Focus Groups 
We conduct periodic focus groups 
of Medicaid members to gain 
their perspective and feedback 
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Promoting Healthy Living 


More than 2,500 members 
participated in a 2012 Passport 
to Healthy Living health fair. 


about health care issues that affect their daily lives. During a recent focus group, Medicaid 
members were asked about key issues impacting their health and access to services. Key 
findings demonstrated that:  


 Members were satisfied with the health care received for their children, including the 
consistency of care. Members indicated a high level of confidence and contentment with 
their current coverage. 


 Members participating in the cultural diversity issues discussion were satisfied with levels of 
customer service and indicated that providers try hard to communicate with them. 


 Members indicated that there can be an occasional wait for translation services, but they 
were accepting and satisfied in spite of the wait.  


 Members discussed the need for health fairs, educational opportunities for healthy living 
and nutrition and information on how to keep kids healthy.  


Following focus groups, strategies are determined that help us take actions that address the 
needs identified during the groups.  


In-person Events  
As a result of the focus group described above, we hosted three Passport to Healthy Living 
health fairs during 2011 and 2012 – two for children and one for 
all ages. These health fairs focused on healthy living and physical 
activity for all members and their families. Specific healthy living 
cookbooks and other educational materials were produced to 
help adults and families learn about how to live and eat healthy.  


Health fairs allow our staff to obtain member feedback about key 
health issues. For example, at the last All Ages Health Fair in 2012, we focused on the use of 
urgent care centers and the 24-hour Telephone Advice Nurse. We provided education for 
health plan members about the urgent care locations and the Telephone Advice Nurse to make 
sure they are aware of these alternatives to emergency room visits. More than 2,500 health plan 
members participated in this health fair.  


Community Advisory Board 
In late 2011, the Customer Centric Task Force (a subcommittee of the Quality Improvement 
Committee) determined that the health plan could benefit from some additional community 
feedback, particularly from the diverse areas of the State. As an effort to expand community 
involvement, we initiated the Community Advisory Board (CAB), whose goals include:  


 Guiding the health plan to incorporate perspectives from diverse organizations to enhance 
quality improvement efforts 


 Developing tools and resources for network providers to become more culturally aware and 
better able to communicate with members 


 Helping to create member communications that are effective for varied populations  


 Providing cultural diversity education to network providers and health plan employees 


The first meeting of the CAB was held in Las Vegas in mid-2012. The group:  


 Provides feedback to the health plan on issues under discussion within CAB  


 Voices concerns from the communities 
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 Assists in the development and implementation of community education  


 Advising and making recommendations to the health plan about diversity initiatives 


In addition to health plan representatives, which included physicians, nurses, social workers, 
Medicaid program staff and quality improvement staff, CAB invitees included the executive 
director from the Southern Nevada Immunization & Health Coalition (SNIHC), the CEO of the 
Urban League, a local podiatrist, the COO of Nevada Health Centers, and the president and 
founder of Lupus of Nevada among others. CAB reported a thought-provoking conversation 
about how the health plan can best reach community members who may not have access to 
quality health care, particularly to childhood immunizations. Diverse participation included 
representatives from black, Latino and physically challenged population segments. In the 
future, invitations will be extended to representatives from Native American Indian, Filipino 
and disabled individuals to assemble a diverse group of community activists who can represent 
the health care interests of their constituents.  


4.8.14.7 Steps to Assure Accessibility of Services  


The Vendor takes steps to promote accessibility of services offered to recipients. These steps include: 


A. The points of access to primary care, specialty care and hospital services are identified for 
recipients; and 


B. At a minimum, recipients are given information about: 


1. How to obtain services during regular hours of operations; 


2. How to obtain emergency and after-hour care;  


3. How to obtain emergency out-of-service area care; and 


4. How to obtain the names, qualifications and titles of the professionals who provide and/or are 
responsible for their care. 


Traditionally, when working with Medicaid populations, our approach is to use a broad 
strategy to educate our members on access to care and other available support resources. That 
strategy includes, but is not limited to, comprehensive written materials such as the Member 
Handbook and the provider directory and telephonic communication through our Telephone 
Advice Nurse and Members Services department.  


The Member Handbook clearly identifies how members can obtain health care services. The 
How to Get Healthcare Services section in the handbook describes what to do when you need 
access to the following health care services: 


 Your primary care provider (PCP) or dentist during regular hours of operation  


 Your PCP or dentist for after-hours emergency care 


 A specialist 


 A hospital 


 Prescription fulfillment  


 Prior authorization for services 


 Out-of-area care in an emergency 
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The Provider Directory contains the names and specialties of providers who are responsible for 
members’ care.  


If a member needs help deciding what to do for a medical concern, they may call our Telephone 
Advice Nurse. The 24-hour Telephone Advice Nurse is a free service available 24 hours a day, 
seven days a week. The nurse can answer most basic health questions and can help a member 
decide what steps to take next.  


If a member has not yet chosen a provider or needs other access information, they may call the 
Member Services department at the number provided to receive assistance. 


We have an exclusive Medicaid member access to SMA. SMA is not only the largest multi-
specialty group practice in the State of Nevada, but it also operates the only 24-hour urgent 
care facility in the Las Vegas valley. This affords members with unparalleled access to quality 
care at any time of the day, helping to avoid costly and unnecessary visits to emergency rooms. 


4.8.14.8 Information Requirements  


A. Recipient information (for example, subscriber brochures, announcements, and handbooks) in 
prose, written at an eighth (8th) grade level, that is readable and easily understood. 


To make sure that members can easily understand our member materials, we provide written 
material in an easily understood language and format that takes into consideration the special 
needs of our members—for example, those with limited reading proficiency. We write all 
member materials at the eighth grade English reading level according to the Flesch-Kincaid 
Grade Level tool. Member materials comply with the Americans with Disabilities Act of 1990.  


Additionally, our creative team works to develop layouts and formats that are easy to 
understand, with clear labels and visuals and a table of contents. Our goal is to make both the 
content and the appearance of the handbook welcoming and easy to read. 


Our website is available at www.hpnmedicaidnvcheckup.com for those members who have 
Internet access. The website contains a broad range of information, including covered health 
services, health topics and other information members can use to access health services and 
improve their health. Our member communications have been developed through years of 
experience producing and evaluating member materials. Our member communications are 
regularly monitored for effectiveness. We also review feedback from the State and our 
members to improve member materials and confirm that they resonate with the members in 
the communities we serve. 


B. Written information is available in the prevalent languages of the population groups served.  


Due to the high percentage of Spanish speaking members in the health plan’s service area, 
written materials are available in English and Spanish. 
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4.8.14.9 Confidentiality of Patient Information  


The Vendor acts to ensure that the confidentiality of specified patient information and records is 
protected. The Vendor: 


A. Has established in writing, and enforced, policies and procedures on confidentiality, including 
confidentiality of medical records; 


We have written policies and procedures in place to comply with the HIPAA Privacy Rule, 
provisions of the Health Information Technology for Economic and Clinical Health (HITECH) 
Act and Nevada law. Our approach to HIPAA compliance is outlined in Section 5.1.11.12 


B. Ensures patient care offices/sites have imple¬mented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside of the 
Vendor;  


We require our affiliates and business partners, including our providers, to protect the privacy 
and confidentiality of member information as required by HIPAA and Nevada law. Providers 
as Covered Entities under HIPAA are required to apply appropriate administrative, technical 
and physical safeguards to protect the privacy and security of members’ medical information 
and ensure against unauthorized acquisition, access, use or disclosure of PHI.  


Our Business Associated Addendum included in each provider and subcontractor service 
contract mandates adherence to our security and privacy requirements. Our requirements for 
contracted providers include designating a person or persons responsible to maintain 
safekeeping of medical records and appropriate system backup for electronic medical records. 
In addition, the Provider Summary Guide lists the medical record review standards assessed 
during on-site visits at provider offices to attain compliance with confidentiality standards. 


C. Shall hold confidential all information obtained by its personnel about recipients related to their 
examination, care and treatment and shall not divulge it without the recipient’s authorization, 
unless: 


1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health care 
entities, or to coordinate insurance or other matters pertaining to payment; or 


3. It is necessary in compelling circumstances to protect the health or safety of an individual. 


Our policies on Identification and Authentication, Minimum Necessary and Disclosures to 
Third Parties prohibit disclosure of PHI without an authorization or as otherwise permitted 
under HIPAA. Disclosures of PHI required by law, to coordinate treatment, payment and 
health care operations and to protect the health or safety of an individual are all permissible 
disclosures under HIPAA. 


D. Must report any release of information in response to a court order to the recipient in a timely 
manner; and 


It is our policy to notify a member of any release of the member’s information in response to a 
court order. The member shall be notified within 30 days of release of the information. Our 
policy further details that we must receive assurance from the party seeking that reasonable 
efforts have been made to confirm that the member is given notice of the request. 
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E. May disclose recipient records whether or not authorized by the recipient, to qualified personnel, 
defined as persons or agency representatives who are subject to standards of confidentiality that 
are comparable to those of the State agency. 


Our HIPAA privacy policies detail the circumstances under which we may disclose member 
information without the member’s authorization. Permissible disclosures under HIPAA are 
outlined in our Disclosures to Third Parties policy, which includes reporting certain 
information to State agencies when required. 


4.8.14.10 Treatment of Minors 


The Vendor has written policies regarding the treatment of minors. 


Our Identification and Authentication policy contains guidelines regarding disclosure of PHI to 
a parent or other individual acting as the personal representative of a minor member. We also 
have department-specific procedures for handling of minors’ PHI. Generally, after verification 
of an individual's identity (as parent or personal representative of a minor), our Member 
Services department will release eligibility and claim information and answer questions 
pertaining to the minor child's coverage. Member services will scan applicable documentation 
(i.e. court papers on guardianship, custody, etc.) into a minor member's record for reference as 
to who is his or her personal representative. A parent may make changes to the minor's 
account only if he or she is on the insurance policy (Primary Care Physician (PCP) change, 
order ID cards, change address).  


In accordance with Nevada law, we will not release any information related to a minor's mental 
health, substance abuse, reproductive health or sexually transmitted diseases to a parent or 
personal representative without the minor's authorization. In addition, we will not release a 
minor’s PHI without his or her authorization to a parent or personal representative if the 
minor is emancipated under Nevada Revised Statutes (N.R.S.) 129.080, or meets one or more of 
the following conditions under N.R.S. 129.030:  


 Is or was married 


 Is pregnant or has a child 


 Has been living on his/her own for at least four (4) months (must provide proof, such as a 
documented address change).  


Any records containing PHI pertaining to situations where the minor can consent to and 
receive treatment on his/her own are not released to the parent or personal representative 
without the minor's authorization. 


4.8.14.11 Assessment of Recipient Satisfaction  


The Vendor conducts periodic survey(s) of recipient satisfaction with its services: 


A. The survey(s) include content on perceived problems in the quality, availability and accessibility 
of care. 


B. The survey(s) assess at least a sample of: 


1. All recipients; 


2. Recipient requests to change practitioners and/or facilities; and 


3. Disenrollment by recipients. 
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C. As a result of the survey(s), the Vendor: 


1. Identifies and investigates sources of dissatisfaction; 


2. Outlines action steps to follow up on the findings; and 


3. Informs practitioners and providers of assessment Results. 


D. The Vendor re-evaluates the effects of the above activities. 


Our Commitment to Member Satisfaction 
As a key component to providing high quality health care to the Medicaid and Nevada Check 
Up population, we are keenly aware of how important it is to gain our members’ trust and help 
them lead healthier lives by providing health care services that meet their needs and 
expectations. In an effort to better understand the issues our members are facing and how we 
can best help them, we conduct periodic surveys that focus on perceived problems in the 
quality, availability and accessibility of care. Designed to measure and monitor member 
satisfaction with the health plan’s services, our surveys comply with all of the State’s 
requirements as described above, including sampling requirements. Results are used to: 


 Identify and investigate causes for dissatisfaction 


 Create action plans implemented to address identified issues 


 Communicate with providers regarding areas for improvement 


Subsequent survey results are used to verify the effects of actions taken to determine if further 
action is needed.  


Assessment of Member Satisfaction 
Annually, we conduct the nationally recognized, CAHPS survey and submit results to the State. 
The CAHPS survey is a standardized survey tool administered to a random sampling of 
members and used by health plans nationwide. Because the CAHPS survey is audited by an 
external auditor, we choose to use this validated survey to collect member feedback. 


Composite questions included in the CAHPS surveys address issues related to perceived 
availability, accessibility and quality of services. For example, the questions can include the 
following:  


Member Satisfaction Survey Content 


Availability 


 How long the member waited in the office to see the provider 
 Availability of routine and crisis care 
 Ability to see a specialist  
 Receiving care, tests and treatment through the health plan 


Accessibility 
 How long it took the member to get an appointment 
 Ease of making the appointment 
 Convenience of location and parking 


Quality 


 Condition and cleanliness of the facility or office 
 Communication skills of the provider 
 Communication skills and courtesy of the provider’s staff 
 Overall quality of care and services during visit 
 Adequate receipt and follow-up on tests results 
 Would member recommend this provider 
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In addition to the CAHPS survey, we go beyond the minimum requirements by conducting 
additional surveys designed to evaluate member satisfaction. We measure and monitor: 


 Patient satisfaction after members receive health care from a network provider 


 Satisfaction of members who are enrolled in health plan programs such as Complex Case 
Management, Health Management, OB Case Management 


 Satisfaction of members who have placed calls to the 24-hour Telephone Advice Nurse  


Following is a specific example of recent surveys and results. 


Example: Our 2011 Behavioral Health Services Member Satisfaction  
Each year, we survey a random sampling of members who are receiving behavioral health 
services. These surveys are administered internally and include questions designed to prompt 
responses about issues related to perceived availability, accessibility and quality of services.  


In the most recent survey in 2011, the results were analyzed by question as shown in the 
following graph. The results demonstrate a high level of satisfaction in all areas from members 
receiving services from behavioral health providers. 


 


Once the behavioral health patient satisfaction survey results were received, the Quality 
Improvement and Utilization Management Committee discussed the results and opportunities 
for improvement.  


Identifying and Investigating Sources of Dissatisfaction  
Our Quality Improvement Committee meets to discuss survey results and to identify 
opportunities for improvement. The committee met in September 2012 to discuss the most 







 
4.8 Standards for Internal Quality Assurance Programs


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 333 of 833
 


recent CAHPS survey results. The committee involved several network physicians and key 
discussion areas included factors that impact health plan members’ perceptions and areas of 
dissatisfaction to be addressed.  


The committee reached the following conclusions:  


 Health care provided to Medicaid members through emergency or urgent care is more 
episodic and does not allow the physician a chance to practice preventive medicine with 
those patients  


 Physician to patient communication can be impacted by the cultural makeup of Medicaid 
members 


 Ease of the referral and appointment availability process for Medicaid members to access 
necessary health care tests and exams  


Outlining Action Steps  
The Quality Improvement (QI) Committee recommended that the health plan could have the 
most impact on the most members by addressing two primary areas for continued 
improvement: 


 Appointment availability 


 Prior authorization and referral processes 


The QI committee outlined action steps to improve health care delivery and subsequent 
member satisfaction and workgroups were created to address specific issues. Recommended 
actions included:  


 Expand collaboration between the health plan and network providers to make sure that 
appointments are available when members need them, and services can be accessed in a 
timely manner.  


 Continue working to streamline the prior authorization and referral processes for network 
providers and members. This workgroup has already implemented a measure to lengthen 
the time a referral can remain active with certain specialties for a member’s ongoing 
treatment, eliminating the need for an additional visit to the primary care physician. 


The QI committee continues to monitor and receive updates on the progress of the workgroups 


Reevaluating Survey Results 
In addition to monitoring by the QI committee, we reexamine the progress and trends achieved 
in member satisfaction at least annually but more frequently as needed. The QI committee, the 
credentialing committee and related task forces all provide oversight to initiate action on the 
results received as a result of vital satisfaction surveys. 
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4.8.15 Standard XI: Standards for Availability and Accessibility  


The Vendor has established standards for access (e.g., to routine, urgent and emergency care; 
telephone appointments; advice; and recipient service lines) and complies with Section 4.5.5 of this 
RFP. Performance on these dimensions of access is assessed against the standards. 


HPN has established standards for access for routine urgent, and emergency care, which 
comply with the requirements outlined in section 4.8.15 of the Scope of Work.. These include 
standards for:  


Primary Care 
 30 days for a member to get in for an appointment for preventive health services (e.g., 


health services designed for prevention and early detection of illness.” 


 14 calendar days for a member to get in for a primary care appointment (e.g., level of care 
that encompasses routine care for individuals with common health problems and chronic 
illnesses.” 


 24 hours for a member to get in for an urgent care issue (e.g., acute but not life or limb-
threatening, symptoms present sufficiently bothersome or recent onset.” 


 Same day for a member to get in for emergent care  


 24 hours a day, 7 days a week for a member to get in for care after routine office hours 


Prenatal Accessibility 
 Within 7 calendar days in the first and second trimester 


 Within 3 days in the third trimester 


 Within 3 calendar days for high risk pregnancies 


Specialist Care 
 Within 30 calendar days for routine specialist care for non-urgent symptoms 


 Within 14 calendar days for at risk care, for care that would jeopardize the health of the 
member if the care waited for 30 days 


 Within 72 hours for urgent care, which is acute but not life or limb-threatening, symptoms 
present sufficiently bothersome or recent onset 


 Same day for emergent care 


Dental Care 
 Within 30 calendar days for primary care for non-urgent symptoms 


 Within 3 calendar days for urgent care, which is acute but not life or limb-threatening, 
symptoms present sufficiently bothersome or recent onset 


 Immediately for emergent care 


Monitoring Access Standards 
These access standards are monitored through the analysis of annual member satisfaction 
survey results, grievance and appeal trends, and after hours telephone audits by Provider 
Services. Additional site visits to provider offices may also be performed to show compliance 
with standards.  
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Telephone Advice Nurse Service 
Responsibility for the telephone calls and Web-based requests received from health plan 
members to the 24-hour Telephone Advice Nurse service lies with the management and staff of 
the Access Center. Staff within the 24-hour Access Center department also helps coordinate 
health care and services during all hours of the day. The following summarizes the activities 
conducted from January through November, 2011, including the monitoring of telephone 
performance, the introduction of Web-based request functionality, and evaluation of member 
satisfaction.  


Interventions and Other Activities: Telephone Performance 
The Telephone Advice Nurse service is set up for all products with a shared telephone number; 
therefore, the telephone statistics are not differentiated between lines of business for HPN.  


2011 Telephone Advice Nurse Telephone Performance (Day and Night 
Combined) 


Month # Received % Handled Average Wait 
Time 


January 2011 6,452 96.2% 27 Seconds 
February 2011 5,810 95.6% 45 Seconds 
March 2011 6,212 93.8% 66 Seconds 
April 2011 5,814 93.8% 56 Seconds 
May 2011 5,727 95.5% 49 Seconds 
June 2011 5,577 96.6% 39 Seconds 
July 2011 5,550 96.5% 38 Seconds 
August 2011 5,683 97.3% 33 Seconds 
September 2011 5,208 97.7% 31 Seconds 
October 2011 5,288 97.3% 26 Seconds 
November 2011 5,337 97.1% 40 Seconds 
December 2011 5,054 97.2% 32 Seconds 
Telephone Performance Standards: 
96% Call Handled Rate 
40 seconds average speed to answer 
6% or less abandonment rate 


 


2011 Telephone Advice Nurse, Day Time Telephone Performance 


Month # Received % Handled Average Wait 
Time 


January 2011 2,250 100% 36 Seconds 
February 2011 2,415 100% 40 Seconds 
March 2011 2,509 99.9% 60 Seconds 
April 2011 2,204 100% 39 Seconds 
May 2011 2,212 100% 42 Seconds 
June 2011 2,199 100% 33 Seconds 
July 2011 2,079 99.9% 34 Seconds 
August 2011 2,410 99.9% 32 Seconds 
September 2011 2,171 99.9% 31 Seconds 
October 2011 2,096 100% 30 Seconds 
November 2011 2,028 100% 44 Seconds 
December 2011 1,834 100% 25 Seconds 
Telephone Performance Standards: 
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2011 Telephone Advice Nurse, Day Time Telephone Performance 


Month # Received % Handled Average Wait 
Time 


100% Call Handled Rate 
37 seconds average speed to answer 
0% or less abandonment rate 


 


 


2011 Telephone Advice Nurse, Night Time Telephone Performance 


Month # Received % Handled Average Wait 
Time 


January 2011 4,202 94.2% 40 Seconds 
February 2011 3,395 92.6% 50 Seconds 
March 2011 3,703 89.7% 71 Seconds 
April 2011 3,610 90.1% 73 Seconds 
May 2011 3,515 92.8% 56 Seconds 
June 2011 3,378 94.4% 45 Seconds 
July 2011 3,471 94.5% 42 seconds 
August 2011 3,273 95.3% 33 Seconds 
September 2011 3,037 96.2% 31 Seconds 
October 2011 3,192 95.5% 30 Seconds 
November 2011 3,309 97.1% 35 Seconds 
December 2011 3,220 95.6% 39 Seconds 
Telephone Performance Standards: 
94% Call Handled Rate 
45 seconds average speed to answer 
6% or less abandonment rate 


Each quarter, the Quality Improvement department administers a Telephone Advice Nurse 
member satisfaction survey. The Customer Centric Task Force set a goal of reaching 90 
percent in overall satisfaction rates and for each survey question. Rates below 90 percent 
require barrier analysis and interventions. The overall rates and open-ended comments were 
reviewed by the Customer Centric Task Force and Quality Improvement Committees for 
analysis and to identify opportunities for improvement.  


The methodology is to send surveys to members who used Telephone Advice Nurse service 
during a particular time frame. The sample sizes and response rates are displayed in the table 
below.  
 


Measuring Member Satisfaction: Telephone Advice Nurse Survey 
Response Rates 
Calendar Year 2011 


Mailed Returned Response Rate 
1,665 239 14.4%


 
Question # %Satisfied 
Answering your telephone call promptly 238 97.1% 
Being responsible to your health care needs in a 
timely manner 238 97.9% 


Helping you understand and manage your needs 237 96.6% 
Providing recommendations you could follow 236 95.3% 
Overall satisfaction with the Telephone Advice 
Nurse 229 97.8% 
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Summary of Results 
 All survey responses met or exceeded the 90 percent satisfaction rate goals.  


 


This service is available by phone 24 hours a day 7 days a week. Statistics are reported on an 
ongoing basis to review numbers of calls, call abandonment rates to monitor call productivity. 
The following graphics provides an example of such data and the call work flow. 
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Member Services Telephone Line 
HPN’s Member Services’ telephone line accessibility standards are that there is a 95 percent 
call handled rate (5 percent abandonment rate) in addition to a 45 second average wait time. 
These standards are monitored on a monthly basis and annually to ensure appropriate service 
levels are maintained. The following chart outlines the Member Services’ call center activity for 
the HPN Medicaid line of business January 1, 2011 through December 31, 2011. 


2011 Member Services Telephone Performance January 1, 2011 through 
December 31, 2011 MEDICAID


Month # Received % Handled Average Wait 
Time 


January 2011 13,409 91.6% 191 Seconds 
February 2011 12,214 97.6% 55 Seconds 
March 2011 14,457 98.1% 37 Seconds 
April 2011 13,862 96.5% 73 Seconds 
May 2011 14,847 92.9% 144 Seconds 
June 2011 13,973 90.9% 195 Seconds 
July 2011 15,571 90.8% 158 Seconds 
August 2011 16,384 93.3% 145 Seconds 
September 2011 14,024 89.8% 216 Seconds 
October 2011 14,938 88.7% 274 Seconds 
November 2011 11,785 86.9% 304 Seconds 
December 2011 12,162 91.7% 169 Seconds 
Telephone Performance Standards: 
95% Call Handled Rate 
45 seconds average speed to answer 
5% or less abandonment rate 
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4.8.16 Standard XII: Medical Record Standards 


4.8.16.1 Accessibility and Availability of Medical Records 


A. The Vendor shall include provisions in all provider contracts for HIPAA compliance with regard 
to access to medical records for purposes of quality reviews conducted by the Secretary of the 
United States Department of Health and Human Services (the Secretary), DHCFP, or agents 
thereof.  


Our network provider contracts include provisions for HIPAA compliance with regard to 
access to medical records for quality review. Our network contracts and the Provider Summary 
Guide require all HPN contracted network providers to: 


 Treat medical records as strictly confidential 


 Grant access to medical records only through written authorization by the member or when 
release is required by law 


 Provide HPN and applicable state and federal government agencies reasonable access to 
records relating to the health care services provided members, including quality reviews 
conducted by the Secretary of the U.S. Department of Health and Human Services 


Expanding Health Care Technology through a Powerful Partnership 
We are proud to have a long-term partner in SMA, the health plan’s largest primary care 
provider in southern Nevada. As an exclusive partner in caring for our Medicaid and Nevada 
Check Up members, SMA primary care physicians (PCPs) take care of 29,000 of our Medicaid 
health plan members. SMA’s leadership in the health care industry also extends to being a 
national early adopter and innovator in implementing technology solutions. Our critical 
relationship with SMA has not only driven the delivery of more effective health care for our 
members; SMA has also been a leading force throughout the State of Nevada to move forward 
electronic e-prescribing and medical record solutions. 


Additional examples of how our partnership with SMA has led to increased efficiency, lower 
costs and improved health outcomes include: 


 In 2003, SMA became one of the first medical practices in the U.S. to institute an entirely 
paperless electronic prescribing system. A post-implementation study revealed an increase 
in generic utilization of 4.8 percent. Automated alerts at the point of care tell physicians 
when their patients are due for prescription refills. 


 In 2007 SMA launched My SMA Health Online, a web portal that allows members to: 


– Review key components of their medical records such as test results 


– Schedule appointments and retrieve email confirmations of those appointments 


– Request prescription renewals from their physicians 


Development of My SMA Health Online was prompted by extremely high call volumes at 
SMA’s Call Center and clinics. The goal of the pilot, which was to eliminate or reduce caller 
wait time by providing a convenient, automated alternative, was well on its way to being 
realized in the year following implementation, when 30,000 members accessed the site. 
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B. Records are available to health care practitioners at each encounter. 


Under our existing contract with DHCFP and in full compliance with the requirements of this 
RFP, we require all contracted network providers to maintain current, detailed and organized 
medical records using a medical recordkeeping system, either hard copy or electronic, that 
allows for the collection, processing, maintenance, storage, retrieval and distribution of patient 
records. Our requirement that medical records be available to health care practitioners at each 
encounter is founded in our belief that these records should facilitate communication, 
coordination and continuity of care, and promote efficiency and effectiveness of treatment. We 
conduct periodic medical record reviews to ensure conformity with good professional medical 
practice and appropriate health management. 


4.8.16.2 Record Keeping 


Medical records may be on paper or electronic. The Vendor takes steps to promote maintenance of 
medical records in a legible, current, detailed, organized and comprehensive manner that permits 
effective patient care and quality review. Medical records must be maintained as follows:   


A. Medical Record Standards – The Vendor sets standards for medical records. The records reflect 
all aspects of patient care, including ancillary services. These standards shall, at a minimum, 
include requirements for: 


1. Patient Identification Information – Each page on electronic file in record contains the patient’s 
name or patient ID number;  


2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, address, 
employer, home and work telephone numbers, and marital status; 


3. Entry Date – All entries are dated;  


4. Provider Identification – All entries are identified as to author; 


5. Legibility – The record is legible to someone other than the writer. A second reviewer should 
evaluate any record judged illegible by one physician reviewer;  


6. Allergies – Medication allergies and adverse reactions are promi¬nently noted on the record. 
Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location;  


7. Past Medical History [for patients seen three (3) or more times] – Past medical history is easily 
identified including serious accidents, operations, and illnesses. For children, past medical history 
relates to prenatal care and birth;  


8. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed 
immunization record or a notation that immuniza¬tions are up to date with documentation of 
specific vaccines administered and those received previously (by history); 


9. Diagnostic information; 


10. Medication information; 


11. Identification of Current Problems – Significant illnesses, medical conditions and health 
maintenance concerns are identified in the medical record; 


12. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and substance 
abuse is present for patients twelve (12) years and over and seen three (3) or more times; 
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13. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the record. 
Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s initials or 
other documentation signifying review. Consultation and significantly abnormal lab and imaging 
study results have an explicit notation in the record of follow-up plans;  


14. Emergency care; 


15. Hospital Discharge Summaries – Discharge summaries are included as part of the medical record 
for: 1) all hospital admissions that occur while the patient is enrolled with the Vendor; and 2) 
prior admissions as necessary; and 


16. Advance Directive – For medical records of adults, the medical record documents whether or not 
the individual has executed an advance directive and documents the receipt of information about 
advance directives by the recipient and confirms acknowledgment of the option to execute an 
advance directive. An advance directive is a written instruction such as a living will or durable 
power of attorney for health care relating to the provision of health care when the individual is 
incapacitated. 


We have an existing policy and procedure which states that practitioners must maintain 
medical records in a current, detailed and organized manner. Practitioners must have a 
medical record-keeping system, in a hard copy or electronic format that allows for the 
collection, processing, maintenance, storage, retrieval and distribution of patient records. The 
medical records should facilitate communication, coordination and continuity of care, and 
promote efficiency and effectiveness of treatment. These standards reflect all aspects of patient 
care, including ancillary services.  


The following medical record standards included in the policy are consistent with the State’s 
requirements:  


 Each page of the medical record contains the patient’s name or ID number 


 Personal biographical data include date of birth, age, race, sex, address, home telephone 
number, marital status and emergency contact information  


 Guardian information to be documented, if applicable (Medicaid also requires age, race and 
sex) 


 Employer’s name and work telephone number are included in patient’s biographical data 
as applicable 


 All entries in the medical record contain author identification, which may be a legible 
handwritten signature, unique electronic identifier or initials 


 All entries are dated 


 All documents are securely attached in the medical records 


 Content and format of medical records are uniform, including sequence of information 


 The record is legible to someone other than the writer; if the medical record is illegible, a 
copy of the record is reviewed by our medical director for determination 


 Significant illnesses and medical conditions are indicated on the problem list, including 
current updates 


 Medication allergies and adverse reactions, or absence thereof, are consistently noted in the 
medical record 
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 Medication information is present, including prescribed medications, dosages, dates of 
initial prescriptions and refill prescriptions 


 Encounter forms or notes have a notation regarding follow-up care, calls or visits 


 The specific time of return is noted in weeks, months or “as needed”  


 For competent patients 18 years and older, there is documentation of advance directives or 
evidence the member has elected not to execute; if not executed, there is evidence that 
information was offered 


 For patients 18 and older seen three or more times, past medical history is easily identified 
and includes serious accidents, operations and illnesses 


 For children and adolescents 18 years and younger, past medical history relates to prenatal 
care, birth, operations and childhood illnesses 


 For patients 12 and older there is appropriate notation assessing the use of cigarettes, 
alcohol or other substances; if affirmative, there is also evidence of education 


 The history and physical examination identifies appropriate subjective and objective 
information pertinent to a patient’s presenting complaints 


 Laboratory and other studies are ordered, as appropriate 


 Working diagnoses are consistent with findings 


 There is evidence of appropriate referral to consultants, as indicated 


 Consultation, laboratory and imaging reports filed in the chart are initialed by the 
practitioner to signify review 


 Reports presented electronically, or by some other method, also require representation of 
review by the ordering practitioner 


 Consultation and abnormal laboratory and imaging study results have an explicit notation 
in the record of follow-up plans 


 Treatment plans are consistent with diagnoses 


 Unresolved problems from previous office visits are addressed in subsequent visits 


 Documentation evidencing continuity and coordination of care is present for all aspects of 
care including ancillary services, consultations, diagnostic tests, therapeutic services or 
institutional services (e.g., emergency care documentation, hospital discharge summary, 
ambulatory surgery centers, home health, etc.) including practitioner’s follow-up plan as 
appropriate 


 There is no evidence the patient is placed at inappropriate risk by a diagnostic or 
therapeutic procedure (e.g., unnecessary procedures, inappropriate procedures) 


 Documentation of patient education regarding diagnoses, treatment and medications, 
including risk factors 


 Childhood or Adolescent Immunizations: An immunization record is up-to-date, including 
specific vaccines administered and an appropriate history is presented in the medical record 


 Adult Immunizations: An appropriate immunization history is documented in the medical 
record and age-specific immunizations are current 


 There is evidence preventive screening and services are offered in accordance with our 
preventive health guidelines 
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B. Patient Visit Data – Documentation of individual encounters must provide adequate evidence of, 
at a minimum: 


1. History and Physical Examination – Comprehensive subjective and objective information is 
obtained for the presenting complaints; 


2. Plan of treatment; 


3. Diagnostic tests; 


4. Therapies and other prescribed regimens; 


5. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up 
care, call or visit. Specific time to return is noted in weeks, months, or PRN (as needed). 
Unresolved problems from previous visits are addressed in subsequent visits; 


6. Referrals and results thereof; and 


7. All other aspects of patient care, including ancillary services. 


Appropriate documentation of patient visit data is required according to the medical record 
documentation standards described in the previous section. 


4.8.16.3 Record Review Process 


A. The Vendor has a system (record review process) to assess the content of medical records for 
legibility, organization, completion and confor¬mance to its standards; and 


B. The record assessment system addresses documentation of some or all of the items listed in 
Section 4.8.14.2, above. 


We conduct clinical medical record reviews to assess the conformity with good professional 
medical practice and appropriate health management. Clinical medical record reviews are 
conducted by a clinical professional. This reviewer works closely with the Allan Ebbin, Vice 
President, Healthcare Quality and Education to make recommendations to the Credentialing 
Committee and to oversee corrective action plans of individual practitioners.  


 Annual medical record reviews are conducted on a sample of high volume practitioners and 
on those practitioners whose files were previously identified as potentially problematic 


 A practitioner is placed on corrective action if the medical record score is less than 80 
percent 


 The practitioner is then required to submit a corrective action plan and the clinical staff 
conducts a follow-up audit within a specified time frame to assess compliance 


 Aggregated trended results of medical record reviews are completed to identify trends and 
demonstrate improvements and areas for potential action  
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4.8.17 Standard XIII: Utilization Review  


4.8.17.1 Written Program Description 


The Vendor has a written utilization review management program description, which includes, at a 
minimum, procedures to evaluate medical necessity, criteria used, information sources and the 
process used to review and approve the provision of medical services.  


Utilization Review Program Description 
Health Plan of Nevada (HPN) has an established process to maintain a successful Utilization 
Management (UM) Program, including a detailed UM Program Description defining the scope, 
structure, processes and resources used by HPN to manage the UM program. Since 2000, HPN 
has achieved perfect scores of 100 percent, on the Utilization Management Standard, on six 
audits conducted by DHCFP’s external quality review organization. The scope of the UM 
program encompasses the review of medical and behavioral health services and procedures and 
pharmaceuticals to determine medical necessity, appropriateness of services and benefit 
coverage. The UM Program Description is reviewed at least annually and updated for review 
and approval by our UM Committee.  


As stated in the 2012 UM Program Description, a broad range of UM services are offered. 
Services generally include pre-service, concurrent and post-service review, triage for non-
behavioral health issues, additional care management services and Customer Response and 
Resolution. Through the UM program, effective utilization of health care services is made 
certain through evidence-based practice, medical necessity and benefit coverage. 


Within the UM Program Description, the following sections are included:  


UM Program Description Sections 
Prior authorization  Delegation  Use of criteria 
Concurrent review  Telephone Advice Nurse service UM determinations 
Evaluation of new medical 
technology 


Customer Response and 
Resolution  


In-area hospital admission 
notification 


Triage and referral for non-
behavioral health issues 


Annual evaluation of UM 
program 


Pharmaceutical management 


Admission and health care 
coordination services 


Coordination with the Quality 
Improvement Program  


Decision-making criteria 
hierarchy 


Retrospective review UM structure and resources UM resources − staffing 


We maintain a separate behavioral health UM program description. The behavioral health UM 
program description describes the scope, structure, processes and resources used to manage the 
UM program.  


Within the behavioral health UM Program Description, the following sections are included:  


Behavioral Health UM Program Description Sections 
Organizational structure, structure of 
organization and accountability 


Staff management, including training, operational tools 
and support, staff assessment 


Staff qualifications, including job 
descriptions, credentialing 


Initial clinical reviewer non-certification and peer clinical 
review cases 


Policies and procedures Access to services, accessibility of services 
Consumer protection Quality improvement 
Clinical oversight Review criteria 
Information management On-site review UM services 
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Behavioral Health UM Program Description Sections 
Business relationships Consumer protection 
Oversight of delegated functions Initial clinical review 
Regulatory compliance Consumer satisfaction and complaints/grievances 
Financial incentives Peer to peer conversation 
Communications Notice of certification decisions 
Initial screening UM procedures 


Procedures to Evaluate Medical Necessity  
The scope of the UM program encompasses the review of medical services and procedures to 
determine medical necessity, appropriateness of services and benefit coverage. Pre-service 
determinations involve requests for services that must be approved, in whole or part, in 
advance of the member obtaining medical care or services. The purpose of the prior 
authorization process is to make sure every health plan member receives quality care. This is 
done in an effort to promote wellness through utilization of appropriate resources, in the most 
appropriate setting and in the most cost-effective manner. This is achieved through the 
evaluation and determination of the appropriateness of the member’s and practitioner’s use of 
medical resources prior to services being rendered.  


Prior authorization reviewers assess and screen requests for health care services from 
providers. Screening determines if the request is compatible with the diagnosis, a covered 
benefit in accordance with the member’s plan provisions and provided by a qualified 
participating provider in an appropriate setting. The prior authorization process allows 
members to have access to cost-effective primary or specialized care deemed necessary for 
medical conditions. 


4.8.17.2 Scope 


The program has mechanisms to detect under-utilization as well as over-utilization.  


HPN monitors for potential over- and under-utilization at least annually. The UM compliance 
staff evaluates information about the organization by product lines. Thresholds are used to 
detect incidences of potential over- and under-utilization. Thresholds for monitoring under- and 
over-utilization are based upon the HEDIS national benchmarks. For each measure used to 
evaluate potential under- and over-utilization, the HEDIS 10th and 90th national percentiles are 
used to determine areas for further action. The HEDIS measures and thresholds have been 
selected because the indicators are standardized and are audited independently each year.  


In addition, the majority of health plans in the country report these indicators. Therefore, the 
national percentiles are created using data from Medicaid plans across the country. Using 
HEDIS data to monitor for potential over- and under-utilization therefore is a validated 
process for evaluation.  


When potential over- and under-utilization is detected, further quantitative analysis is 
conducted to determine if the variation can be explained and is expected based upon current 
circumstances. If the variation cannot be explained or is unexpected, a root cause analysis is 
performed to identify the factors driving the variation. Once the factors driving the variation 
are identified, actions are implemented to improve performance and follow-up monitoring 
schedules are established. Participating practitioners are involved in the analysis and, when 
applicable, action plans are developed to improve performance. Results of the over- and under-
utilization monitoring activity are reported to the UM Committee, at least annually. 
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Example of 2011 Over- and Under-Utilization Review  
HPN reviewed seven HEDIS indicators for the Medicaid and Nevada Check Up populations to 
identify potential over- and under-utilization. The indicators focused on both behavioral health 
and medical issues in the outpatient and inpatient settings of care.  


Key indicators reviewed included inpatient average length of stay (ALOS); well-child visits in 
the first 15 months of life; well-child visits in the 3rd - 6th years of life; ambulatory care - 
outpatient visit rate/1,000 member years; mental health - percentage of members receiving any 
services; percentage of members receiving outpatient services; and percentage of members 
receiving inpatient services.  


The HEDIS rates for Medicaid and Nevada Check Up populations are compared against the 
10th and 90th national percentiles to determine if the rates were within those percentiles. In 
2011, all rates were within the 10th and 90th national percentile ranges.  


Example of Monitoring for Potential Over-Utilization 
In 2009, HPN identified the potential over-utilization of cesarean sections (C-sections) as an 
issue because the C-section rate was 36.13 percent - which was 3 percentage points higher than 
the national average. Based upon the review of this data by the HPN’s Women’s Health Task 
Force, a multi-faceted initiative was put into action. All OB/GYN providers with 30 or more 
deliveries in a year received initial letters from the chief medical officer highlighting the 
provider’s C-section, (primary and total), and vaginal delivery rates.  


Each individual OB/GYN provider’s total C-section rate was then compared to the health plan 
and to their peers. The total C-section rate for each provider showed if the rate was within the 
normal distribution of their peers or if the rate was significantly higher or lower. Following this 
physician communication, the C-section rates were published for members in addition to 
including information about timely and appropriate labor and delivery. The chief medical 
officer also placed personal phone calls to OB/GYN providers to discuss their action plans for 
improvement. As of December 2011, the health plan’s C-section rate was 36.08 percent - a 
slight decrease from 2009. This indicates a continued improvement opportunity. 


Example of Reducing Gaps in Care by Identifying Potential Over-
Utilization 
The introduction of a focused emergency room outreach initiative by HPN has been extremely 
positive in help reduce potential over-utilization through education and care coordination. The 
case study below shows the impact of this outreach on the Medicaid population and the 
importance of collaborating with network providers on delivering timely and appropriate 
health care and services.  


Case Study of Collaboration with Network Providers 
The outreach coordinator helped a 19-year-old female obtain a new PCP to allow her to get 
appointments on a timelier basis according to her expectations. The outreach coordinator conferenced in 
the member services representative who immediately made the PCP change. The member now has an 
assigned PCP who allows her to schedule appointments in the evening and on Saturdays; an option that 
was critical for her.  
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4.8.17.3 Pre-Authorization and Concurrent Review Requirements 


For Vendors with pre-authorization or concurrent review programs: 


A. Pre-authorization and concurrent review decisions are supervised by qualified medical 
professionals; 


Pre-Authorization and Concurrent Review Decisions Oversight 
Supervision and oversight of the UM Program is provided by a designated senior physician and 
designated behavioral health practitioner in the UM Program. These two senior physicians are 
responsible for setting policies and procedures, reviewing and deciding UM cases, and 
participating in UM committee meetings. Appropriate practitioners are also involved in 
developing, adopting and reviewing criteria for the UM Program.  


Dr. S. Daniel McBride is the chief medical officer for HPN. He is a board-certified surgeon who 
practiced general surgery for close to 25 years in Las Vegas Nevada prior to his appointment as 
medical director and then chief medical officer for HPN. Dr. McBride still maintains 
appointments with multiple local hospitals in Las Vegas and he continues to be involved in 
specialty board activities to maintain his level of clinical knowledge. Dr. McBride supervises the 
medical directors within HPN who make medical pre-authorization and concurrent review 
decisions.  


Review Decisions Supervised by Qualified Medical Professionals 
Our chief medical director (Dr. McBride) is responsible for setting medical policies and 
procedures, reviewing and deciding medical UM cases and participating in UM committee 
meetings. To perform these functions, the chief medical director chairs the Corporate Medical 
Affairs Committee, the committee that finalizes decisions on medical policies, protocols and 
clinical guidelines and co-chairs (with vice president (Dr. Allan Ebbin), health care quality and 
education) the UM Committee, the committee that reviews and approves all UM program 
documents, policies and procedures and processes, such as the approval of annual inter-rater 
reliability results (IRR) and the review of member and provider satisfaction survey results.  


Our chief medical director also co-chairs the Quality Improvement Committee, the committee 
that reviews and discusses all quality improvement activities, case management and health 
management program activities.  


Our Medical Director, Dr. Timothy Justice, is a board-certified psychiatrist with multiple years 
of experience and knowledge in behavioral health. The medical director supervises the medical 
directors and consultants who make behavioral health pre-authorization and concurrent 
review decisions.  


The medical director is responsible for setting behavioral health policies and procedures, 
reviewing and deciding behavioral health UM cases and participating in UM committee 
meetings. To perform these functions, the medical director chairs the Behavioral Health 
Quality Improvement/UM Committee, the committee that reviews and approves UM and 
Quality Improvement program documentation, policies and procedures, protocols and clinical 
guidelines. This committee also reviews the ongoing UM program activity results, including 
evaluating member and provider satisfaction and IRR results for behavioral health providers.  


Under the oversight of these two senior physicians, all pre-service and concurrent review 
decisions are supervised by qualified medical and behavioral health professionals. Under these 
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appropriately licensed professionals, all medical necessity decisions are made. Specific types of 
personnel are responsible for each level of UM decision making. 


B. Efforts are made to obtain all necessary information, including pertinent clinical information, and 
consult with the treating physician, as necessary; 


Obtaining all Necessary Clinical Information  
We obtain and use all necessary information, including relevant clinical information needed to 
make medical necessity determinations. 


Clinical information may include, but is not limited to, the following:  


 Office and hospital 
records  


 Patient psychosocial 
history 


 Rehabilitation evaluations  


 Diagnostic testing results  Photographs   Clinical exam 


 History of the presenting 
problem  


 Records of consultations 
with treating practitioner  


 Criteria related to the 
request  


 Information regarding the 
local delivery system 


 Operative and 
pathological reports  


 Treatment plans and 
progress notes 


 Information regarding 
benefits for service or 
procedures 


 Evaluations by other 
health care practitioners 
and providers 


 Patient characteristics and 
information 


Any missing information may be requested orally, by fax or in writing from treating or 
attending practitioners and providers as needed to make pre-authorization and concurrent 
review decisions. For both non-behavioral health and behavioral health decisions, there is 
documentation maintained that relevant clinical information is gathered consistently to support 
decision-making. All denial files include clinical information appropriate for each case.  


HPN earned a perfect 100 percent on denial file audits conducted by DHCFP’s external quality 
review organization.  


Consulting with the Treating Physician 
An appropriate practitioner (defined as a health plan representative that makes UM denial 
decisions) is always made available to discuss non-behavioral health and behavioral health 
denial cases with the treating or attending physician, as needed. Depending upon the type of 
case, the appropriate practitioner may be a physician, pharmacist, behavioral health 
practitioner, chiropractor or other practitioner as appropriate.  


A behavioral health medical director is made available for treating or attending physicians to 
discuss behavioral health denials. The treating physician who requests services may be 
contacted by the behavioral health medical director to request additional information or to 
discuss potential alternatives to health care. This opportunity allows the treating or attending 
physician to have the opportunity to provide more information to support the case as 
appropriate.  
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Communication Example about Medical Necessity Decisions  
In all communications to health plan members about a medical necessity decision that has been 
denied, an opportunity is provided for the treating or attending physician to discuss the 
decision with a health plan representative that makes UM denial decisions.  


The specific language template is as follows:  


“We have denied authorization of the following medical services or items that you or your 
physician requested: «Procedure_Code_Desc» «Free_Form_Subject» 


We denied this request because: «Data1»«Data2»«Data3» Please consult with your physician to 
discuss your treatment options. A plan medical director is available to discuss this matter with 
your physician upon his/her request.” 


C. The reasons for decisions are clearly documented and available to the recipient; 


Reasons for Decisions are Clearly Documented and Available to 
Members 
HPN makes every effort to document the reasons for all UM decisions in a clear and 
understandable way for the health plan member. The reasons for decisions clearly describe 
why the member’s condition fails to meet criteria for approval and include references to the 
benefit provision, guideline, protocol or other criterion on which the denial was based. Making 
sure each member has enough information about the reason for the denial allows the member 
to make an informed decision about whether to appeal the denial.  


Additionally, the member (and treating physician) receives the written denial decision. 
Members are notified of denial decisions with the exception of urgent concurrent or urgent pre-
service requests. In those cases, the practitioner may be the only one notified since the health 
plan assumes the treating physician is acting as the member’s representative. When the 
member is notified of the non-behavioral or behavioral health denial, the written notice 
includes the description of appeal rights, including the right to submit written comments, 
documents or other information relevant to the appeal, an explanation of the appeal process, a 
description of the expedited appeal process and information about the fact that the health plan 
member has a right to be represented by someone of their choice, including an attorney, and 
their representative may act on their behalf at all levels of appeal.  


In all communications to health plan members about a medical necessity, the reasons for 
decisions are clearly documented. The member is also able to receive a copy of the benefit 
provision or protocol that was used to make the decision.  


For example, in all denial letters, the following paragraph is included to notify the member that 
they can receive a copy of the specific information used to make the medical necessity decision 
and the instructions for filing an appeal: 


 “What If I Don’t Agree With This Decision? You have the right to request a copy of the 
criteria/policy used by us to make our decision to deny authorization for the service 
requested. There is not a charge for this copy. You have the right to appeal. To exercise it, 
file your appeal in writing within 90 days after the date of this notice. We can give you more 
time if you have a good reason for missing the deadline. Please refer to Important 
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Information About Your Appeal Rights included with this letter or your Medicaid or 
Nevada Check Up Handbook.” 


Members receive letters that show the reasons why a coverage determination was not 
approved: 


 A comprehensive denial library is updated as frequently as needed, it contains the most 
frequently used reasons for these coverage decisions. This denial library makes clear those 
consistent and ongoing reasons that are used for coverage decisions.  


 A dedicated auditor also reviews all denial letters before distribution of final 
communications to confirm accuracy. 


Examples of denial reasons commonly used include: 


 Reversal of surgically performed sterilization is excluded from coverage. Per the Medicaid 
Services Manual Section 603.3 Family Planning Services, family planning services and 
supplies are for the primary purpose to prevent or spare pregnancies. 


 The Member Handbook (Transportation Section), states that non-emergent transportation is 
not a covered benefit. Information submitted by a member’s provider shows that a 
member’s condition was non-emergent. 


D. The Vendor’s prior authorization policies and procedures must be consistent with provision of 
covered medically necessary medical and dental care in accordance with community standards of 
practice; 


Prior Authorization Policies and Procedures for Providing Covered 
Medically Necessary Medical and Dental Care 
HPN has prior authorization policies and procedures in place that are consistent with the 
provision of covered medically necessary medical and dental care in accordance with 
community standards of practice. We follow a UM decision-making hierarchy when making 
UM decisions based upon clinical criteria. This hierarchy outlines the criteria consistent with 
evidence-based medicine, community standards of practice and State Medicaid benefits. We 
also follow Health Care Operations Protocols which are revised every year based upon the most 
scientific-evidence. 


Utilization Management 
Utilization Management Medical Decision-Making Hierarchy Step by Step Process  
STEP 1: Review Evidence of Coverage and Benefit Plan Summary documents 
Determine if a service or procedure is a covered benefit is the first step in making UM decisions: 
The Evidence of Coverage and Benefit Plan Summaries are foundation documents used to 
determine benefit coverage. Covered, limited and excluded services and procedures are defined in 
these documents 
Once it has been determined that the service or procedure is a covered benefit, medical necessity 
review begins 
This benefit determination includes any covered benefits or services required by the State Medicaid 
Agency 
STEP 2: Review of Internally Developed Healthcare Operations Protocols 
Review of Healthcare Operations protocols are completed to determine medical necessity: 
The Healthcare Operations Protocols, used for medical and dental care UM decisions, are used 
following a comprehensive protocol development process 
Intensive research of current scientific evidence, writing of the proposed protocol, review of the 
proposed protocol by the designated medical director, and then evaluation and approval by the 
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Utilization Management Medical Decision-Making Hierarchy Step by Step Process  
Corporate Medical Affairs Committee of the proposed protocol is completed before the protocol can 
be used for UM decisions 
If there is a Healthcare Operations Protocol available, the medical necessity decision is made
STEP 3: Review of Milliman Care Guidelines 
Review of Milliman Care Guidelines is completed when there is no internally developed Healthcare 
Operations Protocol available for the specific medical situation in question 
If there is a Milliman Care Guidelines available for use, the medical necessity decision is made
STEP 4: Review of New Medical Technology Requests 
Review of new medical technology requests are completed when there is no benefits document, 
internally developed Healthcare Operations Protocol or Milliman Care Guideline available to make 
the UM decision  
A new medical technology request is submitted to a dedicated Medical Technology Information 
Service. This service is staffed by clinicians and other medical professionals who review and 
summarize current scientific evidence and other data sources for use in this decision making  
The completed new medical technology request, including summary of the current scientific 
evidence, is then submitted for review and evaluation by the medical director. The medical 
necessity decision is then be made 


This entire review process for each protocol includes an evaluation of all existing relevant 
literature and current scientific evidence. The extra step of bringing all internally and 
externally developed protocols to the Corporate Medical Affairs Committee also allows the 
local physicians, practitioners, pharmacists, dental providers and others who participate on 
that committee to determine if the protocols are consistent with community standards of 
practice.  


Behavioral Health 
Behavioral Health Utilization Management Medical Decision-Making Hierarchy Step by Step Process  
STEP 1: Review Evidence of Coverage and Benefit Plan Summary documents 
Determining if a service or procedure is a covered benefit is the first step in making UM decisions: 
The Evidence of Coverage and Benefit Plan Summaries are foundation documents used to determine 
benefit coverage. Covered, limited and excluded services and procedures are defined in these 
documents.  
Once it has been determined that the service or procedure is a covered benefit, medical necessity 
review begins 
This benefit determination includes any covered benefits or services required by the State Medicaid 
Agency  
STEP 2: Review of Utilization Guidelines Based Upon Levels of Care 
Review of specific utilization guidelines are made to determine medical necessity: 
The utilization guidelines and procedures are reviewed annually to address the appropriate clinical 
thresholds, identify the initial assessment guidelines that should be used, determine the concurrent 
review guidelines that should be applied, the times in which a referral is indicated for physician review, 
when a review is not indicated and the discharge criteria that are applicable 
The UM resource documents used to make UM decisions include but are not limited to:  
Substance Abuse Guidelines from American Society of Additional Medicine 
Mental Health Guidelines from American Psychiatric Association 
Children and Adolescent Guidelines based upon American Academy of Child and Adolescent 
Psychiatry 
Adult level of care guidelines, based upon the American Association of Community Psychiatry 
DSM-IV TR 
Milliman Care Guidelines 
STEP 3: Review of New Medical Technology Requests 
Review of new medical technology requests are completed when there is no benefits document, 
internally developed Healthcare Operations Protocol or Milliman Care Guideline available to make the 
UM decision: 
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Behavioral Health Utilization Management Medical Decision-Making Hierarchy Step by Step Process  
A new medical technology request is submitted to a dedicated Medical Technology Information 
Service. This service is staffed by clinicians and other medical professionals who review and 
summarize current scientific evidence and other data sources for use in this decision making 
The completed new medical technology request, including summary of the current scientific evidence, 
is then submitted for review and evaluation by the medical director. The medical necessity decision is 
then be made 


E. There are well-publicized and readily available mechanisms for recipient appeals and grievances 
as well as provider disputes. Providers may pursue an appeal on the recipient’s behalf with the 
recipient’s written authorization.  The Notice of Action must include a description of how to file 
an appeal; 


Member Grievances and Appeals  
HPN has in place readily available mechanisms for health plan members and providers to file 
appeals and grievances. Upon enrollment, each member receives a copy of the Member 
Handbook in English or Spanish that contains a detailed description of what to do when they 
have a grievance and how to file an appeal or request a State Fair Hearing when appropriate. 
Members may also call Member Services for resolution of an issue or to file an appeal or 
grievance. 


When providers join our network, they receive an introductory letter, a copy of the Provider 
Summary Guide and an executed contract. The Provider Summary Guide contains current 
information specific to the Medicaid and Nevada Check Up plan, including our provisions 
pertaining to members’ rights and responsibilities.  


In addition, we communicate our grievance and appeals process to members and providers at 
least annually through various media including the Member Handbook, member newsletters, 
the provider manual, fax and telephone notification when appropriate, specific written 
notification and website information.  


The member or the member’s authorized representative has the right to appeal an adverse 
determination. Appeals are reviewed based upon medical necessity and benefit determinations 
related to coverage or to the provision of care or service. Health care professionals, who have 
appropriate expertise, participate in the review of appeals involving all clinical service denials. 
In addition, all members are notified through multiple avenues of their ability to appeal UM 
decisions – upon enrollment in the summary of benefits, through multiple member newsletters 
and on our website: HPN@YourService.  


Notice of Action 
In each initial denial notification, member receives their appeal rights at that time. The initial 
denial notification includes information about the appeal process including the fact that the 
member has 90 days with which to appeal a pre-service or post-service denial. This Notice of 
Action (NOA) also includes a description on how the member may file the appeal and the 
appropriate HPN contact information. The NOA advises the member that the Member Services 
department is available to assist with any questions regarding the notice’s contents. 


The member is also notified in the NOA that a representative may file an appeal on their 
behalf. A representative may be either appointed or authorized and these individuals, such as a 
relative, friend, advocate, attorney or any physician may act on the behalf of the member and 
file the appeal. In fact, we do not prohibit providers for advocating on behalf of members 
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within the UM process. Appeal and grievance decisions are made in a timely manner as 
warranted by the health of the enrolled member. 


Appeal and grievance decisions are made as expeditiously as the member’s health condition 
requires but no later than 30 calendar days (for standard decisions) from the date that the 
health plan receives the request for a standard appeal. We may extend that time frame for up 
to 14 days if the member requests the extension or if we justify a need for additional 
information and document how the delay is in the interest of the member. The member is 
notified of all extensions and the reasons for the delay. The member is also told they have the 
right to file and expedited grievance if they disagree with our timeline extension.  


For expedited cases, we complete the review and give the member the notice by telephone of the 
decision as expeditiously as the member’s condition requires but no later than 72three working 
days. Since the member must receive the notice within 72three working days, we verbally 
provide notice to the physician involved or the member followed by a written notice. 


F. Appeal and grievance decisions are made in a timely manner as warranted by the health of the 
enrolled recipient; 


Appeal and grievance decisions are made in a timely manner as warranted by the health of the 
enrolled member. Appeal and grievance decisions are made as expeditiously as the member’s 
health condition requires but no later than 30 calendar days (for standard decisions) from the 
date that the health plan receives the request for a standard appeal. We may extend that time 
frame for up to 14 days if the member requests the extension or if we justify a need for 
additional information and document how the delay is in the interest of the member. The 
member is notified of all extensions and the reasons for the delay. The member is also told they 
have the right to file and expedited grievance if he or she disagrees with our timeline extension.  


For expedited cases, we complete the review and give the member the notice by telephone of the 
decision as expeditiously as the member’s condition requires but no later than 72three working 
days. Since the member must receive the notice within 72three working days, we verbally 
provide notice to the physician involved or the member followed by a written notice. 


HPN has a grievance, appeals and fair hearings process that is unrivaled, compliant and 
member-friendly. However, our extremely low appeals rates demonstrate that the need for 
members to request appeals is rare. This is further evidence that members receive the services 
they are entitled. A recent analysis of ten other 
states’ UnitedHealthcare State Medicaid 
experience showed an average appeal rate of 3.2 
per 1,000 members; HPN’s appeal rate is only 
0.67 per 1,000 members.  


This is almost an 80 percent appeals rate 
reduction for HPN Medicaid members compared 
to the experience of these other states. When there 
is the rare appeal, members and providers are 
comforted knowing that they can contact someone 
who is physically based in Nevada and who 
understands our health care system.  
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HPN has never had a single case have to go through the complete fair hearing process. This is a 
testament to the quality and fairness of our grievance and appeals processes.  


G. There are mechanisms to evaluate the effects of the program using data on recipient satisfaction, 
provider satisfaction or other measures; 


Evaluating Member and Provider Satisfaction 
HPN conducts annual member satisfaction surveys and provider satisfaction surveys to 
evaluate the impact of the UM Program. HPN field and analyze the results of the annual 
Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey. Only two 
questions in the CAHPS survey are selected to measure member satisfaction with the UM 
process each year. The two questions listed below focus closely on the UM process and not only 
on general satisfaction. 


HPN analyzes two CAHPS survey questions related to the UM process: how often was it easy to 
get appointments with specialists and how often it takes for the member to get care, tests and 
treatment from the provider. HPN uses these questions to assess member satisfaction with the 
provider when individuals need services or procedures from the health plan.  


In addition, the trends in grievances and appeals is reviewed for members to determine if there 
are any issues related to the provision of health care that may be impacting the services 
members receive. An annual provider satisfaction survey is also fielded and analyzed each year 
to see how satisfied providers are with the HPN UM process.  


Assessment of Member Satisfaction with the UM Process (2011) 
Each year, member and provider satisfaction with the UM process is evaluated. Member 
satisfaction with the UM process is measured using the nationally standardized Consumer 
Assessment of Healthcare Providers and Systems (CAHPS®) survey. 


Provider satisfaction is evaluated using an internally developed satisfaction survey that is 
fielded each year. The following summaries highlight the member and provider satisfaction 
survey results presented to the UM and Quality Improvement Committees during 2011, survey 
analysis, including identified barriers and actions that were taken for improvement. 


Member Satisfaction 
Member satisfaction was evaluated in 2011 using the nationally standardized CAHPS survey. 
Two survey questions related to the UM process were used to evaluate satisfaction.  


These questions surveyed health plan members about: 


 How often it was easy to get appointments with specialists within the past 12 months 


 How often it was easy to get care, tests and treatment they thought they needed through the 
health plan within the past 12 months 


HPN Rated 
Service 


CAHPS Question: In the last 12 months, 
how often was it easy to get appointments 


with specialists? Usually and Always 
responses. 


CAHPS Question: In the last 12 months, 
how often was it easy to get the care, tests 


and treatment you thought you needed 
through your health plan? Usually and 


Always responses. 
2010 2011 2010 2011 


HPN 
Medicaid 


75% 70% 76% 80% 
National Percentile National Percentile National Percentile National Percentile 
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HPN Rated 
Service 


CAHPS Question: In the last 12 months, 
how often was it easy to get appointments 


with specialists? Usually and Always 
responses. 


CAHPS Question: In the last 12 months, 
how often was it easy to get the care, tests 


and treatment you thought you needed 
through your health plan? Usually and 


Always responses. 
2010 2011 2010 2011 


(Adult) Rate Achieved: 50th 
National Percentile 


 
2010 Goal: 10th 


National Percentile 
of 64% 


Goal Met 


Achieved: 25th 
National Percentile 


 
2011 Goal: 75th 


National Percentile 
of 77% 


Goal Not Met 


Achieved: 25th 
National Percentile 


 
2010 Goal: 50th 


National Percentile 
of 78% 


Goal Not Met 


Achieved: 50th 
National Percentile 


 
2011 Goal: 50th 


National Percentile 
of 79% 


Goal Met 


HPN 
Medicaid 
(Child Rate) 


69% 72% 78% 78% 


Not Reported 
 
 


No goal was set for 
2011 as the HPN 
contract was not 
reported in 2010 
for this specific 


activity 


Not Reported 


No goal was set for 
2011 as the HPN 
contract was not 
reported in 2011 
for this specific 


activity 


HPN Nevada 
Check Up 
(Child) Rate 


67% 70% 78% 74% 


Not Reported 


No goal was set for 
2011 as the HPN 
contract was not 
reported in 2010 
for this specific 


activity 


Not Reported 


No goal was set for 
2011 as the HPN 
contract was not 
reported in 2011 
for this specific 


activity 


Summary of Results for Member Satisfaction 
Question 1: Ease of Getting Specialist Appointments 
In 2010, 75 percent of Medicaid Adult health plan members reported it was always or usually 
easy to get appointments with specialists. This rate was in the 50th national percentile and did 
meet the improvement goal of 64 percent. Seventy percent of Medicaid members found it 
usually or always to get specialist appointments in 2011, a 5 percentage point decrease. The 
improvement goal of 64 percent was reached.  


In 2010, 69 percent of parents of Medicaid child health plan members reported it was always or 
usually easy to get appointments with specialists. In 2011, seventy-two percent of parents of 
Medicaid child health plan members found it usually or always to get specialist appointments, a 
3 percentage point increase. No improvement goal was set for 2010 or 2011. In 2012, the goal 
for improvement is to make a five percent improvement. 


In 2010, 67 percent of Nevada Check Up child health plan members reported it was always or 
usually easy to get appointments with specialists. In 2011, 70 percent of parents of Nevada 
Check Up child members found it usually or always to get specialist appointments, a 3 
percentage point increase. No improvement goal was set for 2010 or 2011. In 2012, the goal for 
improvement is to make a five percent improvement. 


Question 2: Easy to Get the Care/Tests/Treatment Needed Through the Health 
Plan 
In 2010, 76 percent of Medicaid health plan members reported it was always or usually easy to 
get the care, tests and treatment needed from the health plan. This was in the 25th national 
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percentile. The 2011 goal was to achieve the 50th national percentile at 80 percent. In 2011, 80 
percent of Medicaid health plan members reported it was always or usually easy to get the care, 
tests and treatment needed from the health plan. The improvement goal of 80 percent was 
reached.  


In 2010 and 2011, 78 percent of parents of Medicaid child health plan members reported it was 
always or usually easy to get the care, tests and treatment needed from the health plan. No 
improvement goal was set for this population in 2011. In 2012, a five percent improvement was 
set as the goal.  


In 2010, 78 percent of Nevada Check Up child health plan members reported it was always or 
usually easy to get the care, tests and treatment needed from the health plan. In 2011, 74 
percent of Medicaid health plan members reported it was always or usually easy to get the care, 
tests and treatment needed from the health plan. No improvement goal was set for this 
population in 2011. In 2012, a five percent improvement was set as the goal.  


Member Satisfaction  
Barriers and Opportunities for Improvement 
Members of the health plan’s Customer Centric Task Force and UM Committee reviewed and 
discussed the survey results. Some of the issues that were identified and discussed included:  
The lack of medical professionals in the State of Nevada. Nevada continues to make it difficult to 
produce and retain medical students that undergo training in Nevada 
Potential differences in the survey results achieved by HPN and other higher ranking health plans 
Interventions and Activities for 2011 
Provider Services continued to recruit providers and expand its network to all areas in Nevada 
Direct outreach to members focused on use of urgent care, convenience care clinics and the 
Telephone Advice Nurse for non-emergent issues 
Goals for 2012 
Continue to identify factors that may contribute to higher satisfaction rates related to the UM process 
for health plans within the region and across the country 
Work on additional activities that help streamline the UM process for health plan members  
Continue recruitment efforts to improve access at the SMA clinic locations 
Continue to work collaboratively with the Network Development and Contracting department to 
identify opportunities to open access to specialty providers within the network 


H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, Vendors must ensure that compensation 
to individuals or entities that conduct utilization management activities is not structured so as to 
provide incentives for the individual or entity to deny, limit, or discontinue medically necessary 
services to any member; and 


We have been and will continue to be compliant with 42 CFR 438.6(h) and 42 CFR 423.208 to 
make sure compensation to individuals or entities that conduct UM activities is not structured 
so as to provide incentives for the individual or entity to deny, limit, or discontinue medically 
necessary services to any member. 


HPN distributes a statement on an annual basis to all members and to all practitioners, 
providers and employees that make UM decisions affirming:  


 UM decision making is based only on appropriateness of care and service and existence of 
coverage  


 HPN does not reward practitioners or other individuals for issuing denials of coverage or 
service care  
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 Financial incentives for UM decision makers do not encourage decisions resulting in under-
utilization 


 HPN does not use incentives to encourage barriers to care and services  


The affirmative statement is found in the following areas:  


 Included in member materials (e.g., Member Handbook)  


 Posted on the health plan website: HPN@YourService  


 Distributed annually through email to all UM staff including: 


– Medical directors that make medical, behavioral health or dental care decisions 


– Licensed UM clinical directors, managers, supervisors; licensed clinical reviewers and 
non-clinical reviewers  


– Delegated entities that make UM decisions on behalf of HPN  


 Included within the Provider Summary Guide for all of our network providers 


 Published as an annual member newsletter article  


Notification to Staff Members about Incentives for UM  
On January 4, 2012, this memorandum language below was e-mailed to all health plan pre-
authorization, concurrent review, medical directors, in-hospital physicians, and pharmacists 
who are involved in UM decisions. This memorandum is sent out each year to appropriate 
health plan staff.  


“Please take a moment to review the following policy. It is the policy of the Health Plan that: 


 UM decision making is based only on the appropriateness of care and service and existence 
of coverage.  


 The Health Plan does not specifically reward practitioners or other individuals for issuing 
denials of coverage, services, or care. 


 Financial incentives for UM decision – makers do not encourage decisions that result in 
under-utilization.  


The same standards and requirements about UM incentives are communicated to all providers 
and staff members. The providers are notified about the in the annual Provider Summary 
Guide that is distributed in-person and on the Provider section of the Web site. The Quality 
Improvement staff review the content of the Provider Summary Guide prior to the final version 
being distributed to all network providers. The same policies and procedures are overseen by 
Provider Services, Quality Improvement, Utilization Management and all other departments 
involved in the UM decision making process. This mechanism helps ensure consistency and 
effective coordination.   


The policy does not preclude the use of appropriate incentives for fostering efficient, 
appropriate care. The decision to deny or limit requested services, courses of treatment, or 
inpatient services is made only by a physician. Denial or limitation of services or care is based 
upon medical necessity, benefit coverage, knowledge of the local health care delivery system 
and practitioner-to-practitioner communication. Health Plan of Nevada’s contracted 
practitioners and members are made aware of its no incentive for denials/limitations of services 
or care affirmative statement on an annual basis. UM Staff is provided education on “No 
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Incentive for Denials/Limitation of Services or Care Affirmative Statement” during the UM 
Department orientation and annually.” 


I. If the Vendor delegates responsibility for utilization manage-ment, it has mechanisms to ensure 
that the delegate meets these standards.  


Delegating Utilization Management and Ensuring Standards are Met 
HPN delegates responsibility for UM to a HPN exclusive behavioral health provider. 
Continuous oversight for all of the provider’s clinical operations is provided by our behavioral 
health department including, but not limited to, periodic routine on-site and chart audits as 
well as monthly audits of all pertinent UM routine tasks.  


Our behavioral health department its current delegate, Human Behavioral Institute (HBI) 
using multiple methods and strategies. Prior to delegation approval, we conducted an on-site 
audit of the delegate’s policies and procedures. HPN’s designated behavioral health medical 
director and clinical staff reviewed HBI’s compliance with the standards below using a focused 
and standardized audit tool. The standards reviewed focused on:  


 UM structure 	


 Clinical criteria and process for UM decisions 	


 Communication services 	


 Appropriate professionals 	


 Timeliness of UM decisions 	


 Clinical information 	


 Behavioral health care appointment processes 	


 Complaint and appeal management process for handling member abuse and neglect 	


 Sub-delegate oversight 	


 Confidentiality 


Our behavioral health department conducts annual audits of HBI using this standardized tool. 
After approval of the delegation, the audits also include a review of a random sample of 
medical records to verify that the delegate is implementing their responsibilities according to 
the contractual and regulatory requirements.  


Results of the March 2012 audit showed the following findings: 


 We required HBI to submit an action plan for improvement to address any areas in which 
there were recommendations. Our behavioral health department reviews and discusses the 
recommendations for this delegate in separate meetings with the delegate to verify that all 
action plans have been addressed.  


Results of March 2012 Audit 
# Criteria Recommendation 
UM 1 UM structure No recommendations 


UM 2 
Clinical criteria and process for UM 
decisions 


No recommendations 


UM 3 Communication services 


Telephone access for hearing impaired members is not 
addressed in the Policies and Procedures (P&Ps). The 
audit tool is outdated in its expectation that the facility 
have a TDD/TTY service. Instead, the calls now come 
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from a "relay operator." The P&Ps should address the 
etiquette issues for these calls. The staff should talk to 
the relay operator as if he/she is the member. Also, staff 
should not raise the issue of are lease of information to 
talk to the operator as this is implied in the member 
making the call in the first place 


UM 4 Appropriate professionals No recommendations 


UM 5 Timeliness of UM decisions 


The P&Ps need language regarding non-urgent 
preauthorization in 14 days, and forwarding the non-
urgent preauthorization within 13 days if it does not 
meet criteria 


UM 6 Clinical information No recommendations 


UM 7 
Behavioral health department care 
appointment processes 


No recommendations 


UM 8 Complaint and appeal management 
P&Ps need language regarding the forwarding of 
complaint information to the behavioral health 
department 


UM 9 
Process for addressing member 
abuse and neglect 


The P&P needs language about the confidentiality of the 
information gathered  


UM 10 Sub-delegate oversight No recommendations 
UM 11 Confidentiality No recommendations 


4.8.18 Standard XIV: Continuity of Care System 


The Vendor has put a basic system in place, which promotes continuity of care and case 
management. The Vendor must take a comprehensive and collaborative approach to coordinate care 
for the eligible population and conditions as specified by DHCFP through an effective case 
management program, partnerships with primary care physicians and specialists, provider and 
recipient participation, recipient/family outreach and education, and the ability to holistically address 
member’s health care needs. Care coordination must include not only the specific diagnosis, but also 
the complexities of multiple co-morbid conditions, including behavioral health, and related issues 
such as the lack of social or family support.  


Continuity of Care and Case Management Description 
HPN has a comprehensive system in place to promote continuity of care and case management. 
HPN has a comprehensive and collaborative approach to coordinate care for the eligible 
population and conditions as specified by DHCFP through an effective case management 
program, partnerships with PCP and specialists, provider and member participation, 
member/family outreach and education, and the ability to holistically address member’s health 
care needs.  


Continuity of Care System  
HPN’s complex case management program facilitates the effective coordination and continuity 
of care and services for members with complex health conditions. Our RN case managers help 
members and providers access needed resources while also helping to identify alternative 
treatment options, when appropriate. 


Collaborative Approach to Coordinate Care 
Complex case management supports the provider and the member in developing a 
collaborative care plan through assessment, care plan development and evaluation of outcomes. 
The complex case management process includes a comprehensive initial assessment of 
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members, who have been newly identified as potentially eligible for complex case management, 
is conducted within 60 days of program identification or referral. The comprehensive 
assessments are conducted by telephone by the case manager to determine the needs for case 
management and to confirm the results of the positive identification for potential services. If 
needed, face-to-face assessments could be conducted.   


The goals of the assessment are to identify the member’s existing or potential health care needs 
and assess the member’s need for case management. Our case managers use a comprehensive 
initial assessment to evaluate the: general health status, including health condition needs and 
vision and hearing impairments; health specific to identified health conditions and likely co-
morbidities; clinical history, including disease onset, key events, such as acute phases, inpatient 
stays, treatment history and current and past medications; member’s functional status related 
to Activities of Daily Living such as eating, bathing and mobility; mental health status and 
cognitive functioning, including psychosocial factors, such as depression screening, and 
cognitive functions, such as the ability to communicate and understand instructions and 
process information about the illness; life planning activities, such as Wills, Living Wills and 
Advance Directives; cultural and linguistic needs, preferences or limitations; and caregiver 
resources, such as family involvement and decision making.  


Sample Questions: Complex Case Management Initial Assessment 
For adults who are identified for complex case management, several questions are asked to get 
a comprehensive idea of the physical health, behavioral health, psycho-social, environmental 
and social support needs unique to each individual. Sections in the assessment focus on:  


 Cultural issues and potential barriers: 


– Verification of current health plan benefits and eligibility  


– Limitations in health care benefits  


– Barriers to health care that may affect a positive health outcome, community resource 
utilization  


– Religious or cultural beliefs that are important to the individual’s healing 


– Language preferences 


 Medical history, including:  


– Any current medical diagnosis including onset date if available 


 Clinical history, including:  


– Current PCP and specialist name 


– Most recent visit with the PCP  


– Current outpatient therapies  


– Difficulty in making or keeping appointments  


– Past year utilization of urgent care, emergency room, hospital or other facility  


– Overall health rating, and oxygen use  


 Medications, including:  


– Medication allergies 


– Flu shot 


– Pneumonia shot 
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– Current medications  


– Dosage and frequency  


– Difficulty taking medication 


– Organization system for medications 


 Activities of Daily Living, such as:  


– Management of eating, bathing, mobility, toileting, dressing, housekeeping, shopping, 
communication, transportation, and financial management (e.g., does member conduct 
these activities independently, with assistance or not at all)  


– Use of medical equipment at home, vision and hearing issues or limitations 


 Caregiver resources, including:  


– Presence of a caregiver  


– Ability of caregiver to provide all necessary assistance  


– Presence of other family members, neighbors or friends who can help 


– Allowance of caregiver to make health or financial decisions 


 Mental health status/cognitive functioning, including:  


– Depression screening  


– Memory concerns 


– Recall of name/date of birth, current President and season 


 Financial issues and social history, such as:  


– Ability to pay out of pocket health care costs 


– Alcohol use, street or prescription drug use  


– Smoking history 


During the initial telephone call, the case manager also develops a case management plan 
including prioritized goals, including follow up, evaluation and management, time frame for re-
evaluation, resources to be used, planning for continuity of care including transition of care and 
transfers, and collaborative approaches, including family participation. Case managers also 
identify barriers for individuals to meet case management goals, including such issues, as lack 
of understanding, motivation, financial need, insurance issues or transportation and develop a 
set schedule for follow-up communication. Self-management plans for all members in complex 
case management are also developed to make sure individuals monitor symptoms, activities, 
and issues such as weight, blood pressure and glucose levels when appropriate. Additional 
follow-up may include facilitating referrals to community resources and follow-up telephone 
calls to members to make sure individuals take action.  


Once initially enrolled in complex case management, each member receives a follow-up packet 
of educational materials and a copy of the care plan so each individual can actively participate 
in their health. The member’s PCP also receives a copy of the care plan to be returned with 
their signature.  


The following is an example of a complex care management care plan. Once the care plan is 
completed by the nurse, it is either emailed or faxed to the PCP for their signature and then 
included into their case file. 
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Throughout the case management process, the case manager works collaboratively on the care 
plan with the member, the PCP, specialist, social worker, behavioral health specialist, and 
others as needed. In fact, an inter-disciplinary team conference call may be held to discuss any 
complex or on-going issues that may impact the health of the member. The case manager acts 
as the dedicated resource to get the members what they need to stay healthy. This could include 
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coordination of services and health care among a variety of care settings, providers or other 
community resources.  


Case Study of Case Management Process  
Arturo is a 28-year-old member who started to display neurocognitive declines in adolescence in addition 
to a concurrent seizure disorder. Within two years, Arturo had deteriorated to the point that he was 
essentially non-verbal with decreased mobility. The cause of this deterioration was not known.  


Arturo’s mother remains his primary caregiver. He currently had commercial insurance but is pursuing 
Medicaid due to the significant financial hardship for the family. Several inter-disciplinary team meetings 
were held with various health plan staff members, including the RN case manager, health plan and 
behavioral health medical director, behavioral health case manager, and the health plan social worker.  


During these meetings, it was determined that Arturo was given large amounts of multiple 
benzodiazepines. Detoxification started at UCLA through the arrangement by the health plan – however, 
Arturo remained non-verbal. Another inter-disciplinary team meeting was held with all health plan staff 
and hospital staff to determine next steps.  


Arturo was brought back to Las Vegas to finish detoxification and obtain further testing. Social work and 
case management continues to work with Arturo and his mom to determine appropriate treatment and 
potential long-term placement, and eligibility for Medicaid due to Arturo’s permanent disability.  


4.8.18.1 Vendor must offer and provide case management services which coordinate and monitor the 
care of members with specific diagnosis and/or who require high-cost or extensive services. The 
Vendor’s case management program must include, at a minimum, the following: 


A. Identification of members who potentially meet the criteria for case management; through health 
risk assessment and tailoring care management programs to the recipients need, respecting the 
role of the recipient to be a decision maker in the care planning process.  


B. Assessment of the health condition for members with a positive screen. 


C. Notification to the members PCP of the member’s enrollment in the Vendor’s case management 
program;  


Case Management Program Components 
HPN continues to offer and provide case management services which coordinate and monitor 
the care of members with specific diagnosis or who require high-cost or extensive services. The 
HPN complex case management program works to establish the coordination and continuity of 
care for members with complex conditions along with helping members access needed 
resources. The case management process identifies, monitors and evaluates the delivery of 
health services to members in both acute and non-acute settings.  


Case Management Process 
Case management is defined as a collaborative process which assesses, plans, implements, 
coordinates, monitors, and evaluates options and services to meet an individual’s health care 
needs. This is accomplished through communication and the use of available internal and 
community resources. 


HPN provides individualized case management under the direction of the member’s PCP or 
Patient-Centered Medical Home (PCMH) specialty providers by efficiently and effectively 
organizing, coordinating, and sequencing necessary services and resources. The case 
management process includes identification, assessment, and development of an appropriate 
care plan that is developed with the member (or their designee) and their PCP. 
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Identification of Members Who Meet Case Management Criteria 
HPN uses multiple data sources to pro-actively identify members potentially eligible for our 
complex case management program. These data sources include the following: 


 Administrative data review using claims and encounters, hospital discharge, pharmacy, and 
Utilization Management (UM) data: This administrative data review contains relevant 
information including diagnosis, cost threshold, or service utilization, including:  


– Claims and encounters data are analyzed to identify members with high cost claims and 
encounters or frequent utilization of health care services 


– Hospital discharge data are reviewed to identify members with complex or chronic 
health care needs  


– Pharmacy data are evaluated to identify individuals with complex needs 


– UM process data, such as pre-certification, concurrent review, prior authorization and 
hospital admissions are used to identify members with complex health care needs, 
including:  


 Specific reports reviewed using the above data sources to identify potentially eligible 
members focus on:  


 Monthly emergency room utilization frequency  


 Weekly hospital re-admissions 


 Quarterly high utilizers 


 Other sources of referrals to complex case management are from:  


 UM staff − Members may be referred to complex case management by our UM 
staff  


 Providers: Network providers may refer members to complex case management: 


– HPN’s obstetric and pediatric complex case management receives referrals directly 
from high-risk specialists including but not limited to oncology, perinatology, and 
neurology. One of the health plan’s large perinatology groups in southern Nevada sends 
referrals for all high-risk members to complex case management electronically through 
the health plan’s Automated Referral system. The High Risk Obstetric (HROB) case 
manager also receives referrals directly from one large medical group during in-person 
high-risk rounds. 


 Health Risk Screens:  


– Members may also be referred to complex case management through completed health 
risk assessment forms.  


– Members, family members and caregivers:  


 Members who feel they need services from complex case management can refer 
themselves. Family members or authorized caregivers may also refer members to 
this program for potential evaluation.  


Using the multi-faceted program identification strategy listed above, the complex case 
management program identifies members who are at high-risk or with complex health 
conditions that need management and coordination. Once identified, the RN case managers 
make contact with the member to set up the initial assessment.  
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At all times, the case manager respects the role of the member as a decision-maker in the care 
planning process. The case manager identifies the unique needs of each individual enrolled in 
complex case management and makes sure the member chooses and understands their 
prioritized goals for case management in addition to addressing the specific health care and 
services the individual needs.  


Case Example:  
Jazmin, a 16-year-old female, was admitted to the hospital for a labial abscess. During this admission, 
Jazmin was diagnosed with Type I diabetes. The dedicated health plan inpatient case manager followed 
Jazmin’s case through her admission. She then referred her to our Complex Case Management team 
upon discharge. 


Barb, her complex care manager, communicated with Jazmin and (with her permission) her mother. Barb 
wanted to verify that both Jazmin and her mother understand how to manage Type 1 diabetes.  


Throughout the past 18 months, Jazmin has been referred to see an endocrinologist and an 
ophthalmologist. Barb worked hard to break down language and social barriers. Barb used the Language 
Line to talk to Jazmin’s mother to confirm she understood Jazmin’s health issues. Barb also contacted 
social work because she found that the family was having financial problems and concerns.  


One year later, Jazmin is now 17. Her blood glucose levels are running between 90 and 110 and she has 
not been readmitted to the hospital since her original stay. Her PCP is pleased with this progress.  


Jazmin’s family continues to work with a social worker to identify community resources and to help them 
apply for SSI.  


Assessment of Health Conditions 
A comprehensive initial assessment of members, who have been newly identified as potentially 
eligible for complex case management, is conducted within 60 days of program identification or 
referral. The comprehensive assessment is conducted by telephone by the case manager to 
determine the needs for case management and to confirm the results of the positive 
identification for potential services. If needed, face-to-face assessments could be conducted. 


The goals of the assessment are to identify the member’s existing or potential health care needs 
and assess the member’s need for case management. Our case managers use a comprehensive 
initial assessment to evaluate the: general health status, including health condition needs and 
vision and hearing impairments; health specific to identified health conditions and likely co-
morbidities; clinical history, including disease onset, key events, such as acute phases, inpatient 
stays, treatment history and current and past medications; member’s functional status related 
to Activities of Daily Living such as eating, bathing and mobility; mental health status and 
cognitive functioning, including psychosocial factors, such as depression screening, and 
cognitive functions, such as the ability to communicate and understand instructions and 
process information about the illness; life planning activities, such as Wills, Living Wills and 
Advance Directives; cultural and linguistic needs, preferences or limitations, and caregiver 
resources, such as family involvement and decision making. 


Notification to the Members PCP of Enrollment in Case Management 
Once initially enrolled in complex case management, each member receives a follow-up packet 
of educational materials and a copy of the care plan so each individual can actively participate 
in their health. The member’s PCP also receives a copy of the care plan to be returned with 
their signature. 
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D. Development and implementation of a care treatment plan for members in case management 
based on the assessment which includes: 


1. Member and PCP participation in both development and implementation phases of the care 
treatment plan; 


2. Coordination of care and communication between the member, PCP, and other service providers 
and case managers; and  


3. Coordination with State and county agencies, as appropriate, [e.g., the Aging and Disability 
Services Division; Division of Child & Family Services; Governor’s Office of Consumer Health 
Assistance (CHA); Office of Disability Services; Health Division; Mental Health and 
Developmental Services Division (MHDS); Division of Welfare and Supportive Services; and 
Substance Abuse Prevention and Treatment Agency (SAPTA)], as well as other public assistance 
programs, such as the Women, Infant, Children (WIC) program; teen pregnancy programs; 
parenting programs; and, Child Welfare programs. 


Developing a Care Treatment Plan for Members in Case 
Management 
During the initial telephone call, the case manager also develops a case management plan 
including prioritized goals, including follow-up, evaluation and management, time frame for re-
evaluation, resources to be used, planning for continuity of care including transition of care and 
transfers, and collaborative approaches, including family participation. Case managers also 
identify barriers for individuals to meet case management goals, including such issues, as lack 
of understanding, motivation, financial need, insurance issues or transportation and develop a 
set schedule for follow-up communication. Self-management plans for all members in complex 
case management are developed to make sure individuals monitor symptoms, activities, and 
specific issues as weight, blood pressure and glucose levels as appropriate for their health 
conditions. Additional follow up may include facilitating referrals to community resources and 
follow-up telephone calls to members to make sure individuals take action. 


Member and PCP Participation in the Care Treatment Plan 
Complex case management supports the member and PCP in developing a collaborative care 
plan through assessment, care plan development, and evaluation of outcomes. Members may 
choose to opt out from the program interventions (e.g., care plan, telephonic outreach, or 
mailings) at any time. Members may also choose to re-enroll in the program at a later date. 
Case managers document in the electronic case management system, the members who choose 
to opt out of any or all of the case management interventions. 


Case managers develop a care treatment plan with the member and PCP including the 
following components: 


 Prioritized goals, including follow-up, evaluation and management of goals 


 Time frame for reevaluation 


 Resources to be used, including appropriate level of care 


 Planning for continuity of care including transition of care and transfers 


 Collaborative approaches to be used, including family participation 
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The goal of the complex case management program is to assist the provider in identifying 
alternative treatment options, when appropriate, and to facilitate the coordination and 
management of the member’s health care and services.  


Coordination of Care and Communication 
Throughout the case management process, the case manager works collaboratively on the care 
plan with the member, the PCP, specialist, social worker, behavioral health specialist, and 
others as needed. In fact, an inter-disciplinary team conference call may be held to discuss any 
complex or on-going issues that may impact the health of the member. The case manager acts 
as the dedicated resource to get the members what they need to stay healthy. This could include 
coordination of services and health care among a variety of care settings, providers or other 
community resources.  


Coordination with State and County Agencies 
Our team-based assessment is used to conduct the case management interventions identified by 
collaborating with a social worker. This individual evaluates and recommends available 
community services with the goals of improving social functioning. As the complex case 
management interventions are developed, consideration for community resources is completed 
through available private and government entities that provide services to supplement the 
client’s resources to meet their financial, social, functional, medical and psychological needs. 


4.8.18.2 The following components should be incorporated into the Vendor case management 
program: 


A. Identification  


Vendor must have mechanisms in place to identify members potentially eligible for case management 
services. These mechanisms must include an administrative data review (e.g. diagnosis, cost 
threshold, and/or service utilization) and may also include telephone interviews; mail surveys; 
provider/self referrals; or home visits.  


B. Assessment 


The Vendor must arrange for or conduct an initial comprehensive assessment of new members, to 
confirm the results of a positive identification and to determine the need for case management 
services within 90 days of enrollment. Face-to-face assessments shall be conducted, as necessary. 
The goals of the assessment are to identify the member’s existing and/or potential health care needs 
and assess the member’s need of case management services.  


The comprehensive assessment must evaluate the member’s physical health, behavioral health, co-
morbid conditions, and psycho-social, environmental, and community support needs. The assessment 
must be completed by a physician, physician assistant, RN, LPN, licensed social worker, or a 
graduate of a two-or four-year allied health program. If the assessment is completed by another 
medical professional, there should be oversight and monitoring by either a registered nurse or 
physician. 


Furthermore, the Vendor must provide information to the members and their PCPs that they have 
been identified as meeting the criteria for case management, including their enrollment into case 
management services. 
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How Health Plan of Nevada Identifies Members for Complex Case 
Management  
Health Plan of Nevada’s (HPN) complex case management program facilitates the effective 
coordination and continuity of care and services for health plan members with complex health 
conditions. Health plan case managers help members and providers access needed resources 
while also helping to identify alternative treatment options, when appropriate.  


HPN uses multiple data sources to pro-actively identify members potentially eligible for our 
complex case management program. These data sources include the following:  


 Administrative data review using claims and encounters, hospital discharge, pharmacy, and 
UM data. This administrative data review contains relevant information including 
diagnosis, cost threshold, or service utilization.  


 Claims and encounters data are analyzed to identify members with high cost claims and 
encounters or frequent utilization of health care services.  


 Hospital discharge data are reviewed to identify members with complex or chronic health 
care needs.  


 Pharmacy data are evaluated to identify individuals with complex needs.  


 UM process data, such as pre-certification, concurrent review, prior authorization and 
hospital admissions are used to identify members with complex health care needs.  


Specific reports reviewed using the above data sources to identify potentially eligible members 
focus on:  


 Monthly emergency room frequency  


 Weekly hospital re-admissions 


 Quarterly high utilizers 


Other sources of referrals to complex case management are from:  


 UM staff: Members may be referred to complex case management by our Utilization 
Management staff.  


 Providers: Network providers may refer members to complex case management.  


 Health risk screens: Members may also be referred to complex case management through 
completed health risk assessment forms.  


 Members, family members and caregivers: Members who feel they need services from 
complex case management can refer themselves. Family members or authorized caregivers 
may also refer members to this program for potential evaluation.  


Initial Comprehensive Assessment of New Members 
Complex case management supports the provider and the member in developing a 
collaborative care plan through assessment, care plan development and evaluation of outcomes. 
A comprehensive initial assessment of members, who have been newly identified as potentially 
eligible for complex case management, is conducted within 60 days of program identification or 
referral. The comprehensive assessment is conducted by telephone by the RN case manager to 
determine the needs for case management and to confirm the results of the positive 
identification for potential services. If needed, face-to-face assessments could be conducted. 
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The goals of the assessment are to identify the member’s existing or potential health care needs 
and assess the member’s need for case management. Our case managers use a comprehensive 
initial assessment to evaluate the: general health status, including health condition needs and 
vision and hearing impairments; health specific to identified health conditions and likely co-
morbidities; clinical history, including disease onset, key events, such as acute phases, inpatient 
stays, treatment history and current and past medications; member’s functional status related 
to Activities of Daily Living such as eating, bathing and mobility; mental health status and 
cognitive functioning, including psychosocial factors, such as depression screening, and 
cognitive functions, such as the ability to communicate and understand instructions and 
process information about the illness; life planning activities, such as Wills, Living Wills and 
Advance Directives; cultural and linguistic needs, preferences or limitations, and caregiver 
resources, such as family involvement and decision making.  


During the initial telephone call, the RN case manager also develops a case management plan 
that includes prioritized goals, including follow-up, evaluation and management, time frame for 
re-evaluation, resources to be used, planning for continuity of care including transition of care 
and transfers, and collaborative approaches, including family participation. Case managers 
also identify barriers for individuals to meet case management goals, including such issues, as 
lack of understanding, motivation, financial need, insurance issues or transportation and 
develop a set schedule for follow-up communication. Self-management plans for all members in 
complex case management are developed to make sure members monitor symptoms, activities, 
weight, blood pressure and glucose levels. Additional follow-up may include facilitating 
referrals to community resources and follow-up telephone calls to members to make sure 
individuals take action.  


Once initially enrolled in complex case management, each member receives a follow-up packet 
of educational materials and a copy of the care plan so each individual can actively participate 
in his or her health. The member’s PCP also receives a copy of the care plan to be returned 
with their signature. 


C. Prioritize Care Needs of the Member  


The Vendor must develop methods to synthesize assessment information to prioritize care needs and 
develop treatment plans. Once the members care needs have been identified, the Vendor must, at a 
minimum: 


1. Develop a care treatment plan (as described below);  


2. Implement member - level interventions;  


3. Continuously monitor the progress of the patient; 


4. Identify gaps between care recommended and actual care provided, and propose and implement 
interventions to address the gaps; and 


5. Re-evaluate the member’s care needs and adjust the level of case management services 
accordingly. 


Prioritizing Care Needs of our Members 
HPN has developed methods in which a case manager synthesizes the initial case management 
assessment information to further prioritize the health care needs of the individual member. 
The case manager uses this information to develop care treatment plans.  
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Developing a Care Treatment Plan  
Once the case manager completes the initial assessment, the case manager is required to 
develop a case management (or care treatment) plan for the individual member. There is a 
standardized template used to create this case management plan to assure a consistent method 
is using by all case managers to create this next step. This template, containing the required 
elements of the case management plan, is used by the Supervisor to audit the cases for case 
managers to verify that all elements are included.  


In each case management plan, the case manager includes specific prioritized goals, including 
follow-up activities (e.g., facilitation of referrals to resources and follow-up telephone calls to 
members), evaluation and management of the goals, time frame for re-evaluation, resources to 
be used including the appropriate level of care, planning for continuity of care including 
transition of care and transfers, and collaborative approaches to be used including family 
participation. A self-management plan is also created to have the member identify specific self-
management goals in addition to any progress made on those goals during each call.  


Barriers are also identified and documented that may prevent individuals from meeting their 
case management goals. These barriers may include lack of understanding, motivation, 
financial need, or transportation issues. Within the case management plan, the case manager 
also documents the schedule for follow-up communication.  


Included above is an example of a complex care management care plan. Once the care plan is 
completed by the nurse, it is either emailed or faxed to the PCP for their signature and then 
included into their case file. 


Implementation of Case Management Plan  
As stated above, the case manager implements a case management plan that takes into account 
the specific needs and health care goals of the member. This case management plan includes 
documentation of any follow-up activities and referrals that impact the specific needs of the 
member. For example, member-level interventions may include facilitating appointments with 
specialists as needed and referring members to a social worker for financial/social need 
assessment. 


Monitoring Progress of Member 
The case manager continuously monitors the progress of the member. The case manager 
schedules and holds follow-up telephone calls with individuals at a specific frequency to make 
sure needs are addressed as quickly as needed based upon the health of the member. During 
each telephone call, the case manager reviews the goals and self-management plan with the 
member. Any progress in meeting the goals included in the case management plan is discussed 
with the member. Documentation of such progress and overcoming identified barriers to care is 
included in the modified case management plan. Any reassessment and adjustment of the care 
plan and goals are made as needed by the case manager. 


Identifying Gaps between Recommended Care and Care Provided  
The case manager continuously assesses, re-assesses and monitors the progress made by the 
members to meet the goals for the case management plan. Using this strategy the case manager 
identifies existing and potential gaps in care recommended and the actual care provided. The 
case manager then works with the member, the PCP, other health care professionals and family 
members, as needed to reduce these gaps. 
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Re-Evaluating Member’s Care Needs 
The case manager assesses and re-assesses the needs of the member at each contact. During 
those contacts, the case manager assesses the progress against the case management plan and 
re-evaluates the member’s needs. For example, if there is sufficient progress made by the 
member and there are no other identified case management needs, the member is discharged 
from case management. If additional case management needs have been identified, the member 
remains in case management. The case management process remains unique to each member to 
make sure the appropriate health care and services are in place. 


D. Care Treatment Plan 


Based on the assessment, the Vendor must assure and coordinate the placement of the member into 
case management and development of a care treatment plan within 90 days of membership. The care 
treatment plan as defined by DHCFP is the one developed by the Vendor. The member and the 
member's PCP must be actively involved in the development of the care treatment plan. The 
designated PCP is the physician who will manage and coordinate the overall care for the member. 
Ongoing communication regarding the status of the care treatment plan may be accomplished 
between the Vendor and the PCP’s designee (i.e. qualified health professional). Revisions to the 
clinical portion of the care treatment plan should be completed in consultation with the PCP.  


The Vendor must arrange or provide for professional care management services that are performed 
collaboratively by a team of professionals (which may include physicians, physician assistants, 
nurses, specialists, pediatricians, pharmacists, behavior health specialists, and/or social workers) 
appropriate for the member’s condition and health care needs. 


The care treatment plan should reflect the member’s primary medical diagnosis and health condition, 
any co-morbidity, and the member’s psychological and community support needs. At a minimum, the 
Vendor’s physical health case manager must attempt to coordinate care with the member’s case 
manager from other health systems, including behavioral health. The care treatment plan must also 
include specific provisions for periodic reviews of the member’s condition and appropriate updates to 
the plan.   


Vendor must honor ongoing care treatment plans, as medically necessary, for members transferred 
into the Vendor’s plan from another Medicaid Vendor, a State-designated HIX plan or any other 
existing care treatment plans. 


Complex case management uses the electronic case management system within Facets to 
maintain the care plan and communication documentation of contacts between case managers 
and others. This system allows complex case management staff, Member Services, health 
management, prior authorization, Telephone Advice Nurse, and medical management among 
others to review information about the enrollment of members into these programs and the 
status of these members in the programs. Currently, HPN provides a custom portal including 
case management notes that link directly from our case management system to Touchworks, 
the electronic medical record for easy viewing by SMA’s physicians and clinical teams.  


Coordinating the Placement of the Member into Case Management 
and Develop a Care Treatment Plan within 90 Days 
Once the initial case management assessment is completed, the member is enrolled immediately 
into complex case management. The RN case manager completes the case management (care 
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treatment) plan within the next two days of when the initial assessment was completed. There is 
no delay in creating the case management plan for the member after the initial assessment.  


The case management plan is developed by the HPN case manager. The case manager always 
develops the case management plan in coordination with the member and the member’s PCP. 
In fact, the prioritized goals and self-management plan included in the case management plan 
are agreed upon by the member. This is the only way a case manager obtains the needed buy-in 
and agreement by the individual to facilitate needed services.  


After the case management plan has been developed, the case manager sends a copy of the plan 
to the member’s PCP to provide notification of the member’s participation. The case manager 
also asks that the PCP send back a signed copy of the case management plan for 
documentation. This demonstrates the review of this case management plan by the PCP.  


Any time the case management plan is revised, the case manager provides communication to 
the PCP (or designated health professional). The case manager contacts the PCP to facilitate 
key services and to provide updates on any significant changes in the member’s health status. 
In certain situations, an interdisciplinary team conference call or meeting is held to discuss the 
plan for an individual who has multiple complex health issues. During this discussion, the case 
manager, health plan medical director, the PCP, behavioral health professionals, and others as 
needed, review the current plan to determine how to proceed forward. This type of 
communication allows all health care professionals involved have the opportunity to discuss 
potential solutions.  


Professional Care Management Services  
As stated above, the case manager continuously assesses and re-assesses the health care needs 
of each individual to facilitate needed care. The case manager arranges for important services, 
such as social work, pharmacist, behavioral health, primary 
care/pediatric/obstetrics/gynecology, specialist, nursing, amongst others as called for in each 
situation. The case manager is the dedicated outreach specialist for the member to meet the 
unique health care, social, financial and behavioral needs.  


Care Treatment Plan for Primary Medical Diagnosis and Health Conditions 
The case manager notes the primary medical/behavioral health diagnosis, and health condition, 
any comorbidity and the member’s psychological and community support needs on all 
assessments and case management plans. This information is documented and revised as 
needed during on-going discussions with the member. The case manager reviews all current 
and on-going health care; social and behavioral health needs to make certain all issues are 
addressed.  


Coordinating Care with Member’s Other Providers 
At HPN, our case managers coordinate health care and services with all types of providers, 
including behavioral health, social work and others. For example, HPN’s existing social work 
team is available to all case managers, throughout the continuum of care. Social worker 
referrals can be made during the member’s inpatient stay or in any outpatient setting. This 
system is effective in making sure all health care issues are addressed in any setting of care. 
This helps prevent unnecessary delays in meeting the social or financial needs of a member that 
may affect the member’s health. Referrals may be made to social workers through the phone 
and secure email – allowing for a quick response.  
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Our case managers may also refer an individual for behavioral health services at any time. This 
is especially critical when an individual has an urgent or on-going behavioral health issue that 
impacts their physical health. Referrals to behavioral health services may be made through the 
phone or secure email. There is also a special phone number available to all staff members if 
there is an individual who is in crisis. This allows the staff member to directly talk to crisis 
services to provide immediate services for a member. All updates to the case management plan 
are made to provide documentation of the services provided by all health care professionals 
involved in the case management process. Social workers create their own care plans (that can 
be reviewed by the case manager involved in the case) to document the issues they are working 
on with the member. The case managers also document any referrals to behavioral health and 
others.  


New Transferred Members – Honoring Care Treatment Plans 
HPN coordinates health care services upon notification by a member, a provider or the DHCFP 
that a newly enrolled member is currently receiving health care services in the Medicaid or 
Nevada Check Up fee-for-service (FFS) Program. HPN assists in the transition and 
coordination of those services into our plan. HPN also transitions care for certain members 
upon notification that they are transitioning to another Medicaid contractor or the Medicaid 
FFS Program. Assistance may be provided through UM, case management, Member Services 
and Pharmacy Services.  


New members for which transition and coordination of services may occur include the 
following: 


 Members with a medical condition such as: 


– High risk pregnancy  


– Major organ or tissue transplantation services in progress 


– Chronic illness 


– Terminal illness 


– Intractable pain 


 Members who, at the time of enrollment, are receiving; 


– Chemotherapy or radiation 


– Significant outpatient treatment or dialysis 


– Prescription medications or durable medical equipment  


– Other significant medical or dental services not included in the State Plan but covered 
by Medicaid under Early Periodic Screening Testing and Diagnosis (EPSDT) for 
children 


 Members who, at enrollment: 


– Are scheduled for inpatient or medical or dental surgeries 


– Are currently in the hospital for medical or dental issues 


– Have prior authorization for medical or dental procedures or therapies for dates after 
enrollment 


– Have post-surgical medical or dental follow-up care scheduled 
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A member who at the time of enrollment is in the third trimester of her pregnancy is allowed to 
stay with her current non-contracted obstetrical provider through postpartum care, if she so 
chooses. A member who at the time of enrollment is in the first or second trimester of her 
pregnancy and is receiving obstetrical care from a non-contracted provider may be 
transitioned to a contracted obstetrical provider. Decisions are made on a case-by-case basis 
depending upon the credentialing status of the provider and the provider’s willingness to 
accept payment from HPN and comply with the Medicaid Managed Care Program. 


A member, provider, or DHCFP who notifies HPN of the need to coordinate and transfer 
health care services is initially assisted by Member Services. A member with a medical need is 
referred to case management. A case manager is assigned and coordinates the transfer and 
coordination of medical and dental services by contacting additional departments that need to 
be involved. Other departments include UM for prior authorization of medical services and 
Pharmacy Services for coordination of the prescription and non-prescription drug benefit.  


HPN attempts to identify members who at the time of enrollment are under medical or dental 
care by using a Health Survey Questionnaire mailed to all new members upon enrollment. 
Members are asked to complete the form and return it to HPN via U.S. mail at no cost to the 
member. Our Member Services assists the member in obtaining their medical records. The 
member is instructed to call the medical or dental provider’s office and request a copy of the 
medical or dental records. A Member Services Representative may also place the call if the 
member is having difficulty obtaining a copy of their records. 


Upon notification of enrollment of a hospitalized member, a hospital case manager is assigned 
to the case and completes a chart review of the current treatment plan, introduces him/herself 
to the member, and completes an assessment of future needs. This information is forwarded to 
the medical director for review and approval. Decisions to transfer care to plan providers are 
made by the medical director on a case-by-case basis. At discharge, the hospital case manager 
contacts the member to verify an appointment with the PCP has been made.  


HPN obtains the member’s signature on the Member Authorization to Disclose Protected 
Health Information (PHI) form before releasing information. Our case managers work with 
members who transition into our plan from other plans including other Medicaid health plans 
as well as previous commercial health plans. When members come to HPN with providers that 
are not contracted, the case managers work with provider relations on a letter of agreement 
that allows for timely and appropriate continuity of care. If the member is agreeable, the case 
managers assist the member in transitioning to our contracted provider.  


Case Study Continuity of Care Example 
A 19-month-old member was admitted to the hospital in June 2010 with left-sided weakness. The CT 
scan of his brain showed a large mass. The member underwent surgery with continued follow-up with an 
oncologist upon discharge from the acute hospital, HPN’s pediatric RN case manager as well as the 
social worker continued to follow his case. 


In January 2011, the oncologist, neurosurgeon, and neurologist recommended proton therapy. The only 
facility where he could receive this treatment was MD Anderson Cancer Center in Texas. Our pediatric 
medical director approved this treatment and our provider services department confirmed a letter of 
agreement with MD Anderson. 


The HPN social worker continued working with the member’s mother and the social worker at MD 
Anderson Cancer Center to arrange for needed transportation and lodging. The member’s proton therapy 
treatment began the week of January 31, 2011. His treatment was completed on March 28, 2011. 
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His parents were very optimistic as the proton treatment successfully prevented growth of the tumor.  


Late in 2011, the member was terminated from HPN and converted to FFS Medicaid. His mother called 
our HPN case manager when he once again enrolled with the health plan. An MRI with sedation was 
approved at a local Las Vegas hospital. Our case manager worked with the oncologist’s office to obtain a 
referral for the follow-up with MD Anderson. 


Our case manager spoke recently with the member’s mother; he is doing well, growing and thriving. We 
continue monthly follow-up and instructed his mother to call sooner if needed. 


E. Designation of PCP 


For members with case management needs, the designated PCP is the physician who will manage and 
coordinate the overall care for the member. See Section 4.2.1.8 for other PCP designation 
requirements. In addition, the Vendor will facilitate the coordination of the members care and ensure 
communications between the member, PCP, and other service providers and case managers. 


HPN case managers and clinical administrative coordinators assist members with obtaining a 
PCP if they are not already assigned to one. In addition, at the time of hospital discharge, the 
team assists the member with scheduling of their follow-up appointments and obtaining any 
required prior authorizations needed for medications or specialty appointments. 


The complex case managers for adults, pediatrics and obstetrics also receive referrals directly 
from the members PCP when they feel case management services are warranted. 


4.8.18.3 Case Management Program Staffing 


The Vendor must identify the staff that will be involved in the operations of the case management 
program, including but not limited to: case manager supervisors, case managers, and administrative 
support staff. The Vendor must identify the role/functions of each case management staff member as 
well as the required educational requirements, clinical licensure standards, certification and relevant 
experience with case management standards and/or activities. Furthermore, the Vendor must provide 
case manager staff/member ratios based on the member risk stratification and different levels of care 
being provided to members. 


Case Management Program Staffing 
HPN case management program staff is involved in the operations of the case management 
program. The staff includes, but is not limited to, case manager supervisors, case managers, 
and administrative support for Southern and Northern Nevada. 


Case Management Program Staffing 
Staff  Responsibilities # Requirements Experience 
Obstetrics/Pediatrics/Neonatal Intensive Care Unit 


Associate Director 
(OB/PEDS) 


Responsible for both inpatient and 
outpatient case management and 
NICU post discharge clinic  


1 


Registered nurse, 
bachelor of science 
in nursing, certified 
case manager  


10 years 


Pediatric Complex 
Case Manager 


Responsible for case management 
and care coordination for pediatric 
patient with high needs 


2 
Registered nurse, 
bachelor of science 
in nursing 


10+ years  


Senior Registered 
Nurse 


Responsible for running the NICU 
post discharge clinic as well as 
oversee the day-to-day operations 
of the inpatient case managers 


1 
Registered nurse, 
certified lactation 
educator 


7 years 


Onsite Registered 
Nurse Case Manager 


Responsible for onsite case 
management for pediatric, NICU 


4 
Registered nurse, 
bachelor of science 


2 years minimum 
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Case Management Program Staffing 
Staff  Responsibilities # Requirements Experience 


and OB antepartum and 
postpartum patients 


in nursing, associate 
degree 


High Risk Obstetric 
Case Manager 
 


Responsible for case management 
and care coordination for pregnant 
members 


3 


Registered nurse, 
bachelor of science 
in nursing, certified 
case manager, 
certified lactation 
educator 


2 years minimum 


Discharge 
Coordinator 


Responsible for assisting the case 
managers with clerical duties 
onsite at the hospitals 


3 
High school diploma, 
medical terminology  


N/A 


Clinical 
Administrative 
Coordinator 


Responsible for supporting the 
outpatient pediatric complex case 
managers and high-risk obstetric 
case managers 


1 
Associate’s degree 
preferred 


N/A 


Complex Case Management for Adult and Health Management 
Manager 
(Complex Case 
Management for 
Adults/Health 
Management) 


Responsible for managing the 
complex case management and 
health management program and 
staff 


1 Registered nurse 
3 years minimum 
 


Supervisor 
(Complex Case 
Management for 
Adults/Health 
Management) 


Responsible for supervising staff 
of complex case management and 
health management 


1 Registered nurse 3 years minimum 


RN Case Managers  
(Complex Case 
Management for 
adults) 
and RN Health 
Coaches (Health 
Management) 


Responsible for managing the 
health care and services for 
members with complex issues and 
specific chronic conditions  


12 Registered nurse 3 years minimum 


Onsite Registered 
Nurse Case Manager 


Responsible for onsite case 
management for adults 


1 


Registered nurse, 
bachelor of science 
in nursing, associate 
degree 


2 years minimum 


Associate Clinical 
Administrative 
Coordinator 


Responsible for supporting the 
complex case management and 
health management programs  


5 
Associates degree 
preferred 


1 year minimum 


Behavioral Health  


Medical Director 
 Executive Director 
 


Responsible for managing the 
complex case management and 
utilization management for clinical 
aspect  


1 


Master’s degree in 
business or health 
care management 
preferred 


10 years 


Executive Director 
Responsible for managing the 
operations of the behavioral health 
program and staff 


1 


Psychiatrist, (MD or 
PhD), Board- 
certified and 
Licensed in the state 
of Nevada 


5 years 


Senior Care Advocate 
Responsible for the utilization and 
case management of members for 
both inpatient and outpatient 


4 
Licensed Clinical 
Social Worker 
(LCSW), Marriage 


3 years 
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Case Management Program Staffing 
Staff  Responsibilities # Requirements Experience 


and Family Therapist 
(MFT), Registered 
Nurse (RN), Licensed 
Clinical Professional 
Counselor (LCPC) 


Clinical 
Administrative 
Coordinator 


Responsible for answering calls, 
utilization management, linking 
members with resources, building 
outpatient cases for clinical staff  


1 
Associate’s degree 
preferred 


1 year 


Social Work 


Manager,  
Social Work 


Responsible for managing the 
operations of the Social Work 
program and staff 


1 Master of social work 5+ years 


Social Worker 


Responsible for assisting health 
plan members with social and 
financial needs as appropriate. 
Two social workers are dedicated 
to the OB/Pediatric case 
management team and seven work 
with the adult case management 
team  


9 Master of social work 5+ years 


Case Manager Staff/Member Ratios Based upon Member Risk Stratification 
Making sure case managers, social workers and other staff facilitates needed care and services 
for Medicaid members is critical to operating an effective case management program.  


The ratios listed below are used by the health plan to manage these resources effectively: 


Case Management Staff Staff/Member Ratio
RN case managers in complex case management (adults, OB, pediatric) 60:1 
RN health coaches in health management 500:1 
Inpatient RN case managers 20:1 
Behavioral health case managers 50:1 
Social workers 60:1 


Stratification by Case: Complex Case Management and Social Work 
The ratios of staff per case listed above for RN case managers in complex case management and 
social workers include members who are stratified by case type. The ratios include those 
members who need care coordination and those members who need on-going case 
management. Care coordination is provided by a case manager when a member has an acute or 
complex issue that is time-sensitive. Care coordination involves the dedicated time and 
resources of case management staff right when there are identified acute care needs. The 
member with care coordination needs however may not remain in complex case management 
on a long-term basis. Ongoing case management is provided by a case manager when a member 
has ongoing complex needs. Approximately 75 percent of the cases managed by RN case 
managers in complex case management and social workers are for case management and 25 
percent of the cases are for care coordination.  


Focusing on Stratification by Case: Health Management 
When a member is identified with one of the key conditions managed by health management – 
asthma, chronic obstructive pulmonary disease, diabetes and heart failure – the member is 
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given a level of risk based upon future health care utilization. A review of claims and 
encounters data is conducted to stratify these members into low, moderate and high levels of 
risk. Based upon that stratification, focused interventions are implemented. All members 
receive written reminders about their health and necessary tests and exams. For members 
identified to be at high or moderate risk, these individuals are eligible for RN health coach 
telephone calls.  


As stated above, the case loads for the RN health coaches include members at high or moderate 
risk for future health care utilization. RN health coaches place telephone calls to members at 
high risk every 60 days and to members at moderate risk every 90 days. 


4.8.18.4 Case Management Conditions 


The Vendor must, at a minimum, provide case management to members with the following clinical 
and behavioral health conditions: 


A. Congestive Heart Failure (CHF); 


B. Coronary Arterial Disease (CAD); 


C. Hypertension (excluding Mild Hypertension); 


D. Diabetes; 


E. Chronic Obstructive Pulmonary Disease (COPD); 


F. Asthma; 


G. Severe Mental Illness; 


H. High-Risk or High-Cost Substance Abuse Disorders; 


I. Severe Cognitive and/or Developmental Limitation;  


J. Members in Supportive Housing; and 


K. Members with Complex Conditions. 


However, Vendor’ should focus on all members whose health conditions warrant case management 
services and should not limit these services only to members with these conditions (e.g., cystic 
fibrosis, cerebral palsy, sickle cell anemia, etc.). 


Providing Case Management to Members 
HPN provides case management services to members with the following clinical and behavioral 
health conditions. HPN’s focus has and will continue to include all members whose health 
conditions warrant case management services and not limited only to members with the above 
conditions. 


Clinical Health Conditions  
Through HPN’s health (e.g., disease) and complex case management programs and through 
our behavioral health department, all members with the listed clinical and behavioral health 
conditions above are provided case management and health management services including 
CHF, CAD, Hypertension, Diabetes, COPD, Asthma, SMI, SAD, Cognitive and Developmental 
limitation, Members in supportive housing and members with complex conditions. For 
example, all members with heart failure, coronary arterial disease, hypertension, diabetes, 
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chronic obstructive pulmonary disease and asthma receive multi-faceted interventions through 
the Health and complex case management programs.  


All health plan members with these conditions receive the following: 


 Written education about how to manage their health 


 Instructions for receiving RN health coach telephone calls  


 Instructions for joining health education and wellness classes with other interventions 


Members with heart failure (who have certain health care utilization) also may receive tele-
monitoring services to help them manage their vital signs and weight. If any of these members 
have complex and acute needs, the members with the conditions listed above are referred and 
enrolled into the complex case management program for more intensive management. The 
Tele-monitoring Bridge program is available to members with heart failure who are at risk for 
potential health care utilization. Members are eligible for the program if they are referred by 
their PCPs or by home health or identified as needing services through the Health Management 
registry.  


Health plan members enrolled in the program weigh themselves and take their blood pressures 
every day through digital equipment. RN Health Coaches review a web-based tool to determine 
if the weights or blood pressures are out of range as set by their PCPs. If the members are out 
of range, the RN Health Coach calls the member to determine next steps and makes contact 
with their physicians as needed. 


The following success stories demonstrate our commitment to provide case management for 
members with various clinical conditions.  


Case Study for Heart Failure Case Management 
An adult member was enrolled in health management’s Tele-monitoring Bridge Program in May 2011. 
She had a recent hospitalization and readmission for respiratory issues. She had knowledge deficits 
related to her medication management and disease process. She also had problematic vital signs 
including low blood pressure and a high heart rate.  


This member showed some improvement in respiratory status after enrolling but soon after, she 
developed ongoing cardiac episodes. Her cardiologist was alerted of this health status change by the RN 
health coach and she was diagnosed with atrial fibrillation. 


The member was overwhelmed by the new diagnosis, treatment and medication regime. The RN health 
coach educated the member on the diagnosis, treatment and medications. The member was also 
referred to a Health Education and Wellness class while the RN health coach continued to monitor her 
progress. 


The outcomes achieved as of September 2012 have been remarkable! This member’s vital signs are 
now stable and within normal parameters. She also has not been hospitalized for over a year. This 
member attributes her improvement in managing her health by monitoring her vital signs each day. She 
also works closely with her RN health coach who explains and reinforces the steps she needs to take to 
stay healthy.  


 


Case Study for Diabetes Case Management 
Marilyn is a 69-year-old female with diabetes. When she was initially enrolled into Health Management in 
November 2011 for RN health coach calls, Marilyn did not check her blood glucose levels at all. She 
splurged on ice cream, sweets and snacks. Since Marilyn participated in the ongoing calls with the RN 
health coach, she takes her oral diabetes medications more regularly, she checks her blood levels two to 
three times a day, and walks every day. 
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Marilyn reported she has cut down on her snacks and sweets and regularly sees her PCP. Marilyn states 
that her health coach “helps her, calls and answers her questions. The health information is very helpful.” 
In March 2012, her Hemoglobin A1C level was 11.7. In July 2012, her most recent Hemoglobin A1C level 
was 7.9.  


 


Case Study for Asthma Case Management 
Andrea started with the health management program. She worked with the RN health coach to manage 
her son’s asthma. At first, Andrea avoided the RN health coach’s calls. Andrea thought that since her son 
had been to the hospital with asthma so much, she was afraid of participating in this program. The RN 
health coach eventually gained her trust.  


Andrea’s son is better and has moved from high to low risk for future health care utilization. Andrea is 
now empowered by the fact that she can control her son’s asthma.  


As stated by Sherri, the RN health coach, ”Once she (Andrea) realized she could control her son’s 
asthma and predict how he would react with changes in weather and contact with triggers, it dawned on 
her that she had learned these things from this program. She is a great support of this program and 
returns every call.”  


Behavioral Health Conditions 
For members with severe mental illness, high-risk or high-cost substance abuse disorders, 
severe cognitive or developmental limitations, individuals are eligible to participate in 
behavioral health case management and other clinical interventions. These interventions are 
tailored to each individual with the help of the health care provider as needed to confirm 
appropriate and timely treatment.  


In addition, these members may also be co-managed in a health plan’s medical case 
management program if there are other medical issues present that also need coordination. 
Members in supportive housing are also eligible for any of HPN’s case management services. 
No matter the setting of care, members may receive the health care and services they need.  


Finally, members with complex conditions not listed above can be managed in the complex case 
management program. This program is available to adults, teens and children. An easy referral 
process is available for a member, provider, caregiver, or other health plan staff member to 
enroll the individual into case management.  


Case Study for Managing Complex Conditions 
Patty is a 17-year-old adolescent female. She was seven months pregnant with a history of 
schizophrenia and several psychiatric hospitalizations due to non-compliance with medication.  


Due to her current medical condition the hospital attending physician could not give her the proper 
dosage of her psychotropic medication. The physician recommended that Patty be kept at the hospital 
until she delivers (which is equivalent to three months) for safety and to monitor her medication.  


HPN’s exclusive behavioral health provider group completed an on-site assessment of Patty’s health 
while she was admitted at the psychiatric hospital and developed a treatment plan for Patty in 
conjunction with the attending psychiatrist. This treatment plan included wrap-around services with the 
with psychosocial rehabilitation visits three times per day on a daily basis to encourage compliance with 
medication. In addition, a nurse also monitored her health (as well as her baby). The behavioral health 
case management team monitored Patty’s progress and coordinated the care with the medical physician 
and her mental health therapist.  


With the assistance of HPN’s exclusive behavioral health provider group and the ongoing support of her 
family, Patty was able to stay out of the hospital for the remainder of her pregnancy.  


As of the last report, Patty remains compliant with her medication. She and her baby are doing well with 
the continued support of her family.  
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Case Management Services not Limited to Specific Conditions  
Consistent with the DHCFP statement, HPN’s case management services are not limited to 
those conditions listed above. Any member with a health issue that warrants case management 
may be enrolled in any of the programs. 


Case Study for Health Condition Managed by Case Management Not Listed Above 
Rachael, a 35-year-old female, was brought to the attention of complex case management after a 
hospital stay in a Reno, Nevada hospital for an arteriovenous malformation causing swelling and pain in 
the forearm. This condition could cause the loss of limb due to capillary ruptures and subsequent loss of 
circulation. During the hospital stay, the treating physicians determined that Rachael needed specialized 
surgery to save her arm.  


The dedicated RN case manager enrolled Rachael into complex case management to provide vital care 
coordination and case management services during this critical health crisis. The RN case manager 
worked with the health plan’s medical director, provider services and the prior authorization department 
to expedite the stabilization and corrective surgery. This highly specialized surgery was arranged at a 
center of excellence in Colorado. A local Reno, Nevada provider stabilized Rachael for transport with 
pain medication and care instructions until the procedure was scheduled.  


The RN case manager collaborated with provider services to establish a letter of agreement with the 
medical center in Colorado, and facilitated transportation and hotel arrangements for Rachael and her 
companion. Within one week of enrolling Rachael in complex case management, Rachael was stabilized, 
flown to Colorado and underwent a successful surgery on her arm. Two subsequent surgeries have been 
coordinated since then.  


4.8.18.5 Case Management Strategies 


The Vendor must follow best-practice and/or evidence-based clinical guidelines when devising a 
member’s treatment plan and coordinating the case management needs. Should a Vendor employ a 
disease management methodology (e.g., grouper, predictive modeling, proprietary screening 
algorithms) to identify and/or stratify members in need of various levels of health coaching and care 
intervention, the methods must be validated by scientific research and/or nationally accepted and 
recognized in the health care industry.  


The Vendor must develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines or best practice approaches to assist in providing a high level of 
quality care to Vendor members.  


The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. The 
Vendor will organize interventions specifically designed to reduce or eliminate disparities in health 
care. 


Case Management Strategies  
HPN follows best-practice or evidence-based clinical guidelines when devising a member’s 
treatment plan and coordinating the case management needs with methods validated by 
scientific research or nationally accepted and recognized in the health care industry. For 
complex case management, the RN case manager uses Milliman Care Guidelines, an evidence-
based set of clinical guidelines and protocols, to develop specific care plans that meet the 
individualized needs of health plan members. These guidelines are consistently used by RN case 
managers and an audit is completed to verify this is completed.  


HPN uses an evidence-based approach to provide complex case management strategies as of 
January 2013 for our health plan members with complex needs. This approach includes using 
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Impact Pro™, a predictive modeling and analytics solution to identify and stratify our 
members for Complex Case Management services and how to take action.  


Impact Pro 
Impact Pro is a multi-dimensional, episode-based predictive modeling and care management 
analytics solution that allows our RN case managers to use clinical, risk, and administrative 
profile information to provide targeted health care service to members. Among myriad 
capabilities, Impact Pro identifies individuals who are not obtaining appropriate preventive 
care and screening and who are at risk for developing costly and debilitating health conditions. 
Impact Pro is also used to profile and compare the practice patterns of caregivers and highlight 
where specific practice patterns resulted in good outcomes while divergent ones had less 
favorable results. Furthermore, Impact Pro is used by our complex case management and 
health (e.g., disease) management teams to support our comprehensive population health, 
complex case management and health management programs. 


A critical aspect of Impact Pro is its aggregation of information on a wide variety of conditions 
and factors, as well as the relative costs and intensity of these conditions to quantify the relative 
risk score of an individual. The system identifies specific diagnoses and risk categories and 
synthesizes multiple comorbidities, including behavioral health issues and demographic 
information, to provide a more accurate risk reading. This process can be modified to place 
greater weight on certain diagnoses, allowing the complex case management and health 
management teams to target interventions for that group. Generally, Impact Pro considers 
three determinants of risk including predicted utilization, predicted costs and those individuals 
who have not received appropriate care or followed recommended treatment patterns. 


As deemed applicable, members complete a comprehensive health risk and holistic assessment 
that “scores” their risk and places them into risk categories. Based upon the in-scope 
population, we determine the specific Impact Pro threshold for each care and management tier. 
Generally, we use the health risk assessment score and Impact Pro results to stratify members 
into care management tiers and assign the members to the appropriately qualified staff. Impact 
Pro also serves as a data mining tool, which we use to assess medical claims, pharmacy claims 
and lab test results on an ongoing basis. 


Impact Pro Risk Stratification Tool 
 Impact Pro compiles information from multiple sources including claims, emergency room use, 
co-morbid conditions, laboratory and pharmacy data to risk stratify and identify members for 
case and disease management. Each month member claims data are entered into the Impact 
Pro risk stratification system; using a set of algorithms the tool assigns a risk score to members. 
Depending on a member’s score, a determination is made whether to enter a member into the 
Complex Case Management Program, Health Management Program or other clinical 
intervention. HPN analyzes Impact Pro reporting data to identify potential barriers to care that 
must be addressed. 


Identifying Members with Complex Needs 
HPN identifies health plan members in need of case management through the following 
sources: 


 Initial risk score assigned based upon health risk assessment and referral to a complex care 
manager for further screening as indicated 
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 Referrals from PCPs and community sources as well as internal referrals from other 
departments 


 Impact Pro, our risk-stratification analysis tool for claims, pharmacy data and lab results 


 Inpatient admission/readmission reporting 


 Population-based identification of members with select chronic illnesses to send member 
education materials 


 Screening enrollment files for special health care needs indicator noted by the state of 
Nevada’s enrollment files 


 Referral to behavioral health services when RN case managers identify individuals in need 
of services through the use of two standardized depression screening tools  


Plan for Conducting Initial Health Risk Assessments 
HPN has significant experience conducting initial and follow up health risk assessments 
(HRAs). Through our health management and complex case management programs, we have 
learned the value of focusing our efforts on those members who are at highest risk and have the 
most potential to benefit from personal intervention and hence we need to identify them in an 
effective manner.  


Health Management Identification and Stratification Process for Asthma  
HPN members age two to 56 who meet any of the following criteria during the twelve-month 
reporting period are added to the HPN Asthma Registry. Once added, HPN members remain 
in the registry until they reach 57 years of age, or until they dis-enroll from HPN, opt out of the 
HPN health management program, or are identified with asthma in error. Members are 
identified with asthma if they had one or more hospitalizations with a primary diagnosis of 
asthma or had two or more outpatient visits with a primary diagnosis of asthma, or were 
dispensed three or more asthma medications, excluding montelukast sodium (Singulair).  


HPN members in the Asthma Registry are stratified quarterly into risk categories, by analyzing 
claims and encounters with service dates in the twelve months prior to the quarter’s end, using 
the following criteria. Risk is defined as the likelihood the member experiences a disease-
related adverse event in the coming year (e.g., hospitalization).  


The following criteria are used to place members into appropriate risk levels:  


 High Risk: Members had one or more inpatient hospitalizations with a primary diagnosis of 
asthma 


 Moderate Risk: Members had one or more emergency room or urgent care visits with a 
primary diagnosis of asthma and no hospitalizations; or, members with a primary diagnosis 
of asthma who received at least one small volume nebulizer treatment 


 Low Risk: Members did not meet the criteria for High or Moderate risk 


Nearly 14,000 Medicaid and Nevada Check Up  members have been identified by HPN as 
having one or more four identified chronic conditions – asthma, COPD, diabetes and heart 
failure. These members were then stratified into the three levels – high, moderate or low risk. 
The results from the second quarter of 2012 show:  


 Close to 2,600 members (20 percent) with asthma are at high or moderate risk for future 
health care utilization  
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 Eight members (15 percent) with COPD are at high or moderate risk for future health care 
utilization  


 Over 600 members (72 percent) with diabetes are at high or moderate risk for future health 
care utilization 


 Nine members (28 percent) with heart failure are at high or moderate risk for future health 
care utilization  


Number of Medicaid Members with Chronic Conditions (as of Quarter 2, 2012) 
Condition Total High Moderate Low 
Asthma (children and adults) 12,853 111 2,475 10,267 
COPD 60 1 7 52 
Diabetes 855 248 372 235 
Heart Failure 41 4 5 32 


Health plan members who are at high or moderate risk for future health care utilization receive 
telephone calls from RN health coaches. Many of these members take advantage of this service. 
More importantly, we track the numbers of members who have had their levels of risk for 
future health care utilization decreased over time. For example, 56 members with asthma had 
their levels of risk reduced from high to low risk in a one-year period. 


Educating and Equipping Providers with Evidence-
Based Clinical Guidelines 
HPN works collaboratively with its network physicians to 
develop and implement mechanisms for educating and 
equipping physicians with evidence-based guidelines or best 
practices. These mechanisms include:  


 Development, revision and distribution of clinical practice 
and preventive health guidelines with input from network physicians and other health care 
professionals on an on-going basis. These guidelines focus on all major chronic conditions 
the health plan uses in its health management program, important behavioral health 
conditions and preventive health issues, among others. All network providers receive copies 
of these guidelines and all guidelines are available on our website. For example:  


– All member-focused health management program interventions are consistent with 
current medical evidence as cited in the HPN clinical guidelines and are reviewed and 
updated at least every two years by physician authors who are experts in the relevant 
areas.  


– If newer clinical evidence becomes available, the guidelines may be updated more 
frequently. Our Corporate Medical Affairs Committee approves the final versions of all 
clinical guidelines.  


 Distribution of provider profiles to all PCPs that include confidential lists of health plan 
members with one or more of the identified chronic conditions in the health management 
program who are on the primary physicians’ panels.  


– The profiles highlight whether individual members have received important preventive 
services and condition-specific tests and allow physicians to follow-up with those 
individuals who are in need of specific appointments. Providers also receive education 
about specific clinical conditions and order forms so they may distribute lay person 
guidelines and health education to the members on their panels.  


Educational Materials 
Ordered by Providers 


In 2011, network providers 
ordered approximately 10,000 
educational pieces through 
this process. 
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 Ongoing communication is made about the components of the health management program 
and other programs to the provider network. The health plan uses multiple strategies to 
communicate to its provider network, including:  


– Inter-disciplinary organizational committees, such as the Quality Improvement 
Committee, and the Northern Nevada Quality Improvement Subcommittee. These 
committees include representatives from various departments within the health plan 
and network providers. 


– Newsletter articles for providers that discuss the program components, the referral 
process, and the importance of condition-specific monitoring. Articles focused on 
condition-specific monitoring are consistent with HPN-approved clinical guidelines. 


– Intranet communication and conference calls to educate health plan staff that may then 
provide this information to network providers 


– In-person meetings at provider offices and clinics to discuss the program components 
and referral process 


Provider Notification of Health Management Program 
In the Southern Nevada and Northern Nevada Provider Summary Guides, network providers 
are notified about the health management program. The providers are encouraged to make 
referrals to the program and review the clinical guidelines that govern the program.  


HPN issues member-specific health management profiles to PCPs on a quarterly basis. 
Members in the HPN Health Management Registry who are impaneled to each PCP appear on 
the Health Management Profiles. These profiles highlight whether individual members have 
received important condition-specific tests and preventive services. These reports allow 
providers to follow-up with individuals to schedule necessary appointments. 


The physician profile supplies a variety of information, such as relevant medical test dates and 
results, flu shot status, utilization information (e.g., emergency room and urgent care visits), 
preventive services (e.g., diabetes eye exams) or medication usage and compliance in the 
previous 12 months. This information is focused on each individual’s specific chronic condition. 


Providers may refer individuals for Health Education and Wellness (HEW) classes or the 
Tobacco Cessation Program by using the “Prescription for Health” business reply referral 
cards.  


Health Management Program Member Education Materials 
The health management program offers free educational materials for providers. These 
brochures are designed to help educate members on how to self-manage their health care. 
Many brochures are available in both English and Spanish. Examples of available information 
include Advanced Directives, Ask Me 3 brochures that assist individuals in asking the right 
questions of health care providers during office visits, and anti-depressant medication 
management flyers to help members understand depression.  


Equipping Providers with Evidence-Based Clinical Information  
HPN is using innovative information technology solutions to provide real-time clinical 
information to its network providers. This clinical information is being used to support 
providers as they deliver vital health care and services to members.  
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Using Information Technology to Impact the Health Care Experience 
HPN is working with SMA, the health plan’s largest PCP in Southern Nevada on a secure web-
based solution, known as the Population Registry to manage its patient population. This initial 
project with SMA is critical to HPN’s success. Currently, SMA PCPs take care of 29,000 of our 
Medicaid health plan members and is exclusively contracted with HPN for our Medicaid 
members. SMA is also the first practice in Nevada to achieve National Committee for Quality 
Assurance accreditation as a Level III Patient-Centered Medical Home (PCMH) in both adult 
medicine and pediatrics.  


The Accountable Care Population Registry (Population Registry) allows HPN to determine the 
effectiveness of this intervention. Going forward, HPN plans to offer the Population Registry to  
practices in Clark and Washoe Counties and is currently in discussions with other large group 
practices.  


The Population Registry Solution: How the Process Works  
Our Population Registry is a secure web-based practice tool used by SMA. The medical home 
team at SMA is using the Population Registry to access clinical information on the assigned 
member population. The registry provides the capability to deliver an integrated clinical view 
to confirm the medical groups have a comprehensive view of the clinical history of the whole 
person - both the medical and behavioral health issues. The registry provides three levels or 
views of clinical information:  


 Population view  


 Patient view  


 Performance view  


The population view provides access to lists of members in the practice assigned population 
who need specific follow up action, and integrates processes and scripts for follow up steps. 
Data is compiled from our Nevada inpatient census and integrates daily with hospital 
admission discharge and transfer information along with updates from our health risk 
identification software Impact Pro to identify gaps in care for high-risk members. 


PCP Clinical Information to Manage Patients with Chronic Conditions 
Each quarter, HPN sends provider profiles to our entire network of PCPs. The provider 
profiles include confidential lists of their patients who have one of four identified chronic 
conditions: asthma, COPD, diabetes and heart failure. The profiles are designed to help the 
physicians in identifying and tracking those individuals who need more health care and pro-
active interventions. The provider profiles contain member-specific information about medical 
test dates and results, flu shot status, previous health care utilization (e.g., emergency room and 
urgent care visits and hospitalizations), preventive services received (or not received), such as 
diabetes eye exams or the use of condition-specific medications.  


In the quarterly packet, a separate FAQ document is provided to all PCPs to resolve any 
questions about how their patients were identified for inclusion in the profiles. The questions 
and answers focus on how physicians can use the profiles for patient care, how HPN determines 
the members to include in the profile, what physicians do if they have never seen the patient, 
how the information on the profile can be updated with HPN, what HPN programs are 
available to PCPs for their patients, and how HPN’s health management program is consistent 
with evidence-based guidelines.  







 
4.8 Standards for Internal Quality Assurance Programs


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 387 of 833
 


With every quarterly report, PCPs also receive forms for them to order free health education 
for their patients from HPN. These free educational materials are made available so that 
physicians may reinforce critical health messages with their patients.  


The following table shows patient educational materials available in English and Spanish for 
network providers from HPN:  


Nutrition Education  Content Format 
Bilingual Diet Diary  Instructs individuals how to track their dietary goals Flyer 
Your Diabetes Zones, Living with 
Diabetes  


Identifies A1C target zones, to assist individual in 
managing their diabetes  


Pocket 
card 


Healthy and Delicious Meals  
Creates healthy and tasty-recipes with nutritional 
information for each recipe 


Bilingual 
booklet 


Helping your Diabetes Patients 
Stick to a Healthy Eating Plan  


Provides some recommendations to help patients 
with diabetes eat healthier and adhere to a diet plan 


Brochure 


Diabetes Action Plan  
 


Provides healthy lifestyle tips to help individuals in 
managing diet, activity level and medication use 


Flyer 


Diabetes Care Guide  Provides individuals with a list of screenings Flyer 
Next Steps after Your Diagnosis  
 


Helps individuals find information and support after 
receiving a life changing diagnosis 


Brochure 


Be Prepared for Medical 
Appointments  


Gives individuals tips on how to prepare for a 
doctors’ office visits 


Brochure 


General Health Education Information Format 
Basic Facts about Bladder Control  Defines the signs of urine leakage Brochure 
Basic Facts  
about Depression in Older Adults  


Lists signs of depression Brochure 


Do You Know the Right Questions 
to Ask 


Assists individuals in asking the right questions of 
health care providers during office visits 


Brochure 


Women: Stay Healthy at Any Age 
Provides a list of recommended screenings and 
tests for women of all ages 


Brochure 


How to Keep Clear of Falls  
Provides individuals with tips on how to stay active, 
and keep clear of falls 


Brochure 


Health Care Choices  
(Advance Directives) 


Provides individuals the opportunity to state their 
wishes for continue advance health care treatment 


Brochure 


Pediatric Education Information Format 
Keep your Child Safe  
from Lead Poisoning 


Provides tips to parents on lead screening and 
prevention of lead poisoning 


Flyer 
Poster  


Tips to Make you Happy and 
Healthy Every Day 


Tips on making healthy eating and fitness fun Flyer 


Maternal and Child Health Information Format 


Text-4-Baby 
Provides free text messages weekly on keeping 
healthy, labor and delivery, breastfeeding, and more 


English 
and 


Spanish 
Flyer 
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The following graphic shows an example of a Diabetes Action Plan in Spanish. 


 


Determining Race and Ethnicity 
Through HPN’s Cultural Diversity and Sensitivity Program, HPN is working collaboratively 
with the DHCFP and internally to determine race and ethnicity and organizing interventions to 
reduce or eliminate disparities in health. HPN receives and uses eligibility data feeds from the 
DHCFP to identify the Medicaid membership’s distribution by race and ethnicity and primary 
language. In addition, HPN is analyzing key HEDIS rates by race and ethnicity to determine if 
there are potential gaps in health care by racial and ethnic group and then interventions are 
being put into place to reduce any disparities. One significant intervention has been to organize 
a Community Advisory Board of community organizations and individuals who can give their 
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input into how best to organize strategies to reduce potential health care disparities. These data 
collection and intervention strategies will continue going forward. 


Community Advisory Board 
In late 2011, the Customer Centric Task Force (a subcommittee of the Quality Improvement 
Committee) determined that the health plan could benefit from additional community 
feedback, particularly from the diverse areas of the state.  


The Community Advisory Board was developed to address the feedback provided by health 
plan members about expanding community involvement. In addition to health plan 
representatives, which included physicians, nurses, social workers, Medicaid program staff and 
quality improvement staff, Community Advisory Board invitees included the executive director 
from the Southern Nevada Immunization & Health Coalition, the CEO of the Urban League, a 
local podiatrist, the COO of Nevada Health Centers, and the President/Founder of Lupus of 
Nevada among others. 


The group had a stimulating conversation on how the health plan can best reach members of 
the community who may not have access to quality health care, particularly to childhood 
immunizations. Groups represented at this first meeting include the African-American, the 
Latino, and the physically disabled. Additional invitations are extended to representatives of 
groups that focus on issues for Native American Indians, Filipinos, and the individuals with 
disabilities. The goal is to assemble a diverse group of professionals who are involved in their 
community and who can assist the health plan with the member’s distinct point of view as it 
relates to their health care. 


Goals of the Community Advisory Board are to:  


 Guide the health plan in creating and conducting a Community Advisory Board to 
incorporate and use the perspectives from diverse organizations to enhance health plan 
quality improvement efforts 


 Develop tools and resources for network providers to become more culturally aware and 
more effective communicators 


 Help to create messages to health plan members that are effective for varied population 


 Provide cultural diversity education to network providers and health plan employees 


In mid-2012, the first meeting of the Community Advisory Board was held in Las Vegas. The 
purpose of the group was to: 


 Provide the health plan with feedback on issues under discussion 


 Voice concerns from the communities Assist in the development and implementation of 
community education 


 Advice and make recommendations to the health plan concerning diversity initiatives 


4.8.18.6 Information Technology System for Case Management: 


The Vendor’s information technology system for its case management program must maximize the 
opportunity for communication between the Vendor, PCP, the patient, other service providers and 
case managers. The Vendor must have an integrated database that allows Vendor staff that may be 
contacted by a member in case management to have immediate access to and review of the most 
recent information within the Vendor’s information systems relevant to the case. The integrated 
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database may include the following: administrative data, call center communications, service 
authorizations, care treatment plans, patient assessments and case management notes. For example, 
Vendor member services staff must have access to a member’s case management notes and recent 
inpatient or emergency department utilization if contacted by that member. The information 
technology system must also have the capability to share relevant information (i.e. utilization reports, 
care treatment plans, etc.) with the member, the PCP, and other service providers and case managers. 


Maximizing Communication with Facets 
HPN is using Facets version 5.01, the industry’s leading managed care software for 
administering managed Medicaid programs for our case management program that maximizes 
the opportunity for communication between HPN, the PCP, the patient, other service providers 
and case managers. We have used this system since 1999 and have implemented many unique 
enhancements and extensions that improved the functionality and performance of this industry 
leading managed care platform. 


Integrated Database for Sharing Relevant Information 
The HPN Facets platform, which includes several custom-built, integrated application modules 
unique to HPN, provides the integrated database where all information on members is 
maintained and accessible to all authorized HPN internal staff members. The member-related 
information maintained in the HPN Facets platform includes: 


 Administrative and demographic data  Health risk assessments 


 Claim and encounter data  Case management treatment care 
plans 


 Emergency room access data  Case management progress notes  


 Inpatient admission and discharge data  Appeals and grievances 


 Prior authorization and provider 
referral data 


 Member Services call center contact 
data  


 Communication history (e.g., 
correspondence and explanations of 
benefits) 


 


This member-related information is available to the Member Services Representatives who 
interact with members and the providers serving HPN members. Beyond the internal access to 
the member data within the HPN Facets platform, we have been a leader in the industry 
relative to providing authorized, HIPAA-compliant access to member data via our secure web-
based member portal, called HPN@YourService®.  


This web portal provides access to members to view their information and provides access to 
member information to authorized PCPs, other health care service providers and case 
managers. This access includes utilization data and case management data for the member, as 
well as eligibility, benefits, claims, encounters, prior authorization requests, provider referrals, 
and a number of self-service functions. 


Combined, the HPN Facets platform and the HPN portals provide a powerful set of tools to 
support the case management requirements of this RFP. 
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The following diagram shows our care management process flow within Facets. 
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4.8.19 Standard XV: IQAP Documentation 


4.8.19.1 Scope 


The Vendor shall document that it is monitoring the quality of care across all services and all 
treatment modalities, according to its written QAP. (This review of the entire range of care is 
expected to be carried out over multiple review periods and not on a concurrent basis.)  


We monitor and document that we evaluate the quality of care across all services and treatment 
modalities. We explicitly document that this monitoring occurs in our written QI Program 
description. Each year, the evaluation of the QI Program includes the results of monitoring 
activities that focus on quality of care. We presented the findings of our quality of care 
monitoring in our 2011 QI Program evaluation that included but were not limited to:  


 Findings from population profile analysis 


 Results, barriers, interventions and proposed actions for all HEDIS rates and CAHPS 
surveys 


 Monitoring of preventive care  


 Evaluating Health and Complex Case Management 


 Monitoring of continuity of care, and collaboration between medical and behavioral health 


 Results of preventive and secondary behavioral health programs 


 Monitoring and findings of complaints and appeals  


 Credentialing and re-credentialing activity findings 


 Review and evaluation of patient safety activities 


Through the ongoing implementation of the QI Program, a comprehensive scope of quality 
improvement activities is in place across all services and all treatment modalities. The scope of 
the QI Program is defined by a range of activities, which address the quality of clinical care and 
non-clinical aspects of service. The scope of the internal QI Program focuses on clinical care 
and non-clinical aspects of service, including but not limited to, availability, accessibility, 
coordination and continuity of care. For example, the QI Program scope includes health 
promotion, quality of care monitoring and quality of service monitoring. The scope of the 
program is defined by the range of quality indicators that we have selected to monitor and 
analyze. These quality indicators are outlined in RFP Section 4.8.5.3. 


4.8.19.2 Maintenance and Availability of Documentation 


The Vendor must maintain and make available to the DHCFP, and upon request to the Secretary, 
studies, reports, protocols, standards, worksheets, minutes, or such other documentation as requested 
concerning its quality assurance activi¬ties and corrective actions.   


We maintain and make available to the DHCFP, and upon request to the Secretary, studies, 
reports, protocols, standards, worksheets, minutes or other documentation related to our 
internal QI program and activities.  
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4.8.20 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other 
Management Activity 


The findings, conclusions, recommendations, actions taken and results of the actions taken as a result 
of QA activity, are documented and reported within the Vendor’s organization and through the 
established QA channels. 


4.8.20.1 Quality assurance information is used in recredentialing, reconstructing and/or annual 
performance evaluations.  


We document and report the findings, conclusions, recommendations and actions taken 
through the internal QI Program’s appropriate channels and to other departments as needed. 
For example, quality of care investigations are brought to the Quality Review Committee for 
action. The Credentialing Committee may review the case if there is a potential quality of care 
issue that affects the provider’s standing within the health plan’s network. The results of 
satisfaction surveys are also submitted for review to the Credentialing Committee to identify 
potential trends related to individual providers. Our Board of Directors reviews a quarterly 
report about all quality of care investigations. The report presented contains the numbers of 
quality of care investigations, points assigned to providers and any summaries of actions that 
were taken to the Credentialing Committee. The Board of Directors discusses any trends that 
are different from the previous time frame and asks for additional information as needed. 


4.8.20.2 Quality assurance activities are coordinated with other performance monitoring activities, 
including utilization management, risk management and resolution and monitoring of recipient 
grievances and appeals.  


We coordinate quality assurance activities with other performance monitoring activities both 
through our management practices and through the multi-disciplinary Quality Improvement 
Committee.  


UM statistics are brought to the Credentialing and Quality Review Committee as needed. One 
recent example included the inclusion of the results of the diabetes management program.  


Case Study: Diabetes Management Program Compliance 
PCPs were reviewed for their compliance with four key diabetes quality indicators: eye exams, micro 
albumin screening, LDL cholesterol screening and A1C testing. Their rates for these indicators were then 
compared against their peers. The results of this review were sent to the Credentialing Committee in 
order to review any rates that were lower than their peers.  


All patient satisfaction survey results reported by individual providers are sent to the 
Credentialing Committee for review and discussion. Any performance by individual providers 
that is lower on satisfaction is discussed by the committee during re-credentialing to determine 
any further actions.  


The results of the medical record documentation audits are also submitted to the Credentialing 
Committee and Quality Review Committee as needed if the established 80 percent goal is not 
reached. There are instances in which individual providers have not met the 80 percent 
established goal and a corrective action plan was required in addition to a six-month re-
evaluation.  


The resolution and monitoring of member grievances and appeals are also coordinated with the 
Credentialing Committee and Quality Review Committee. When individual providers reach an 
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established point threshold related to quality of care issues, one or both of these committees 
reviews the results and takes necessary action. 


4.8.20.3 There is a linkage between quality assurance and the other management functions of the 
Vendor such as: 


A. Network changes; 


B. Benefits redesign; 


C. Medical management systems (e.g., pre-certification); 


D. Practice feedback to practitioners; 


E. Patient education; and 


F. Recipient services. 


We continue to develop a strong and cohesive linkage between QI and the other management 
functions within the health plan. This linkage includes the following processes:  


Network Changes 
As provider network changes are made, we analyze the impact of these changes on the provider 
network. Access and availability reports are also routinely reviewed to verify that the standards 
for geographic access for PCPs and high volume specialists, open panels, and appointment 
access, among others, are maintained during any changes and transitions. In addition, as new 
providers are needed in certain specialties or geographic areas, Provider Services outreaches to 
new providers to create letters of agreement or new contracts to bring those providers into our 
network. 


Changes in network or access and availability are discussed routinely during the Quality 
Improvement Committee or related task force meetings to evaluate the impact of any changes 
on the membership. Any actions and potential barriers in health care are reviewed to confirm 
limited effect.  


Benefits Redesign 
As benefits are redesigned, an evaluation is completed to determine how the benefit redesign 
impacts members and providers. Senior management at the health plan review available 
utilization and other related information to make consistent and educated decisions on the best 
way to redesign benefits. As appropriate, benefits redesigns are discussed throughout the 
Quality Improvement Committee structure or the Corporate Medical Affairs Committee. Any 
discussions focus on how benefit redesigns may affect members or providers through any 
changes to related utilization management processes or any impact that could be seen on 
services and member satisfaction.  


Medical Management System 
The medical management systems and processes in place at HPN are critical to the operations 
of the health plan. Minimizing the disruptions for members and providers is vital to 
maintaining a cohesive and collaborative relationship at all points of care. The ongoing 
operations of the medical management systems and processes that impact pre-certification, 
concurrent review and any other UM processes are evaluated. Reports that focus on pre-service 
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volumes and determination findings, telephone access, grievance and appeal trends, amongst 
others, are reviewed to verify the system is working appropriately.  


The UM Committee is responsible for reviewing ongoing reports to determine utilization trends 
and the impact on pre-service determinations, amongst others. In addition, the Quality 
Improvement Committee and related task forces evaluate reports related to grievances and 
appeals to review trends. All medical management protocols are reviewed by the Corporate 
Medical Affairs Committee to verify that the protocols are discussed and approved before final 
adoption.  


The UM Committee reviews reports such as the Prior Authorization Turnaround Times to 
determine if there are potential opportunities for improvement or challenges to address.  


Practice Feedback to Practitioners 
Practice feedback is given based upon relevant quality information for each practitioner. For 
example, quarterly provider profiles are distributed to PCPs. These profiles contain 
confidential lists of their members with asthma, chronic obstructive pulmonary disease, 
diabetes or heart failure. The lists show whether the members have received needed tests and 
exams to manage their chronic condition(s) and the most recent test dates. In addition, the list 
provides health care utilization, such as emergency room visits, urgent care visits and 
hospitalizations in the past year. This information helps the providers conduct outreach to 
members who have not been recently seen or who need help managing their chronic conditions.  


Delivering to Network PCPs Actionable Clinical Information to Manage their Patients 
with Chronic Conditions 
In the quarterly packet, a separate Frequently Asked Questions document is provided to all PCPs to 
resolve any questions about how their patients were identified for inclusion in the profiles. The questions 
and answers focus on how physicians can use the profiles for patient care, how we determine the 
members to include in the profile, what physicians should do if they have never seen the patient, how the 
information on the profile can be updated with us, what programs are available to PCPs for their patients 
and how our Health (e.g., disease) Management program is consistent with evidence-based guidelines.  


With every quarterly report, PCPs also receive forms for them to order free health education for their 
patients from HPN. These free educational materials are made available so that physicians may 
reinforce critical health messages with their patients. In 2011, approximately 10,000 educational pieces 
were ordered through this process by network providers.  


Patient Education 
Patient education is integrated throughout multiple health plan departments. Two key 
examples include:  


HPN’s Health Education and Wellness (HEW) Division 
Through this division, health educators conduct in-person HEW classes with members 
throughout the State of Nevada. HEW works collaboratively with health plan departments, 
such as Health (e.g., disease) Management, Complex Case Management Continuity of Care and 
others to accept referrals to their classes or develop patient education materials needed for the 
members to manage their health.  


Health (e.g., disease) Management Program 
Health Management works with Marketing to create in-house patient educational materials. 
One such educational piece is the Passport to Living Healthy for Diabetes educational binder. 
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This binder includes health education for members with diabetes as the individuals go forward 
in their journeys to health. In addition, registered nurse health coaches educate members every 
60 to 90 days if they are at high or moderate risk for future health care utilization. All members 
with specific chronic conditions, no matter the risk level, also receive patient education about 
needed tests, exams and shots through focused reminder programs.  


Through the health plan’s QI Program evaluation, and through lively discussions with the 
Quality Improvement Committee and related task forces, the numbers of referrals and 
attendance at the HEW classes are tracked at least annually. This report shows the overall 
percentage of members with chronic conditions; for example, the percentage of members who 
have been referred to the HEW classes and who actually attended those classes during the year. 
The participation and engagement rates within the Health (e.g., disease) Management program 
are also tracked and reported through the QI structure to identify any additional strategies 
that can be used to provide patient education.  


Example of Patient Educational Materials Available in English and 
Spanish for Network Providers from HPN  


Nutrition Education Materials 
Bilingual Diet Diary flyer - Instructs individuals how to track their dietary goals 
Your Diabetes Zones, Living with Diabetes (Pocket card) - 
Identifies A1C target zones, to assist individual in managing their diabetes  


Healthy and Delicious Meals (bilingual booklet.) - Creates healthy and tasty-recipes with 
nutritional information for each recipe  


Helping your Diabetes Patients Stick to a Healthy Eating Plan brochure -  
Provides some recommendations to help patients with diabetes eat healthier and adhere to a 
diet plan 
Diabetes Action Plan flyer  
Provides healthy lifestyle tips to help individuals in managing diet, activity level and 
medication use  
Diabetes Care Guide flyer - Provides individuals with a list of diabetes screenings 
Next Steps after Your Diagnosis brochure -  
Helps individuals find information and support after receiving a life changing diagnosis 
Be Prepared for Medical Appointments brochure -  
Gives individuals tips on how to prepare for a doctors’ office visits 
General Health Education Materials 
Basic Facts about Bladder Control brochure - Defines the signs of urine leakage 
Basic Facts about Depression in Older Adults brochure - Lists signs of depression 
Do You Know the Right Questions to Ask brochure - 
Assists individuals in asking the right questions of health care providers during office visits 
Women: Stay Healthy at Any Age brochure - 
Provides a list of recommended screenings and tests for women of all ages 
How to Keep Clear of Falls brochure - 
Provides individuals with tips on how to stay active and keep clear of falls 
Health Care Choices (e.g., Advance Directives brochure) - 
Provides individuals the opportunity to state their wishes for continue advance health care 
treatment 
Pediatric Education Materials 
Keep your Child Safe from Lead Poisoning (tri-fold flyer) -  
Provides tips to parents on lead screening and prevention of lead poisoning – an 11 x 7 
poster is available  
Tips to Make you Happy and Healthy Every Day flyer -  
Tips on making healthy eating and fitness fun 
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Nutrition Education Materials 
Maternal and Child Health Education Materials 


Text-4-Baby flyer (English and Spanish) -  
Provides free text messages weekly on keeping healthy, labor and delivery, breastfeeding, 
and much more 


Member Services  
We monitor the impact of member services not only through internal call statistics but by 
obtaining valuable input and feedback from our members. We encourage our members to offer 
their suggestions for changes in policies and procedures through multiple sources. Our 
members are encouraged in the Member Handbook, the member website and the member 
newsletter to offer their ideas to the Member Services department at the number provided. We 
also ask that our members offer recommendations and comments on the health plan’s quality 
program through the QI contact located on the member website and also included in the 
member newsletters. 


To maximize the prospect of receiving input and feedback from members, we implement 
additional strategies including targeted surveys, focus groups, and in-person events designed to 
monitor, collect and act upon valuable member satisfaction information.  


Targeted Surveys  
We survey members annually using a random sample of members about areas such as access to 
appropriate care, satisfaction with providers and overall plan satisfaction. The CAHPS survey 
is a standardized survey tool used by health plans nationwide. Because the CAHPS survey is 
audited by an external auditor, we choose to use this validated survey to collect member 
feedback. 


The following example contains results of the CAHPS survey and illustrates our continuing 
success in the area of member satisfaction for members.  


Example of a CAHPS Survey 
In 2012, parents were asked to rate their children’s personal doctors, specialists and overall 
health care on a scale from 1 to 10, with 10 being the highest rating. These results were trended 
with results from 2010 and demonstrate increased satisfaction in all three categories. 
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Focus Groups 
We conduct periodic focus groups of members to gain their perspective and feedback about 
health care issues that affect their daily lives. During a recent focus group, members were asked 
about key issues impacting their health and access to services. Key findings demonstrated that:  


 Members were satisfied with the health care received for their children, including the 
consistency of care. Members indicated a high level of confidence and contentment with 
their current coverage. 


 Members participating in the cultural diversity issues discussion were satisfied with levels of 
customer service and indicated that providers try hard to communicate with them. 


 Members indicated that there can be an occasional wait for translation services, but they 
were accepting and satisfied in spite of the wait.  


 Members discussed the need for health fairs, educational opportunities for healthy living 
and nutrition and information on how to keep kids healthy.  


Following focus groups, strategies are determined that help us take actions that address the 
needs identified during the groups.  


In-Person Events  
As a result of the focus group described above, we hosted three Passport to Healthy Living 
health fairs during 2011 and 2012 – two for children and one for all ages. These health fairs 
focused on healthy living and physical activity for all members and their families. Specific 
healthy living cookbooks and other educational materials were produced to help adults and 
families learn about how to live and eat healthy.  


Health fairs allow our staff to obtain member feedback about key health issues. For example, at 
the last All Ages Health Fair in 2012, we focused on the use of urgent care centers and the 24-
hour Telephone Advice Nurse service. We provided education for members about the urgent 
care locations and the Telephone Advice Nurses to assure they were aware of these alternatives 
to emergency room visits. More than 2,500 members participated in this health fair.  


4.8.21 Standard XVII: Data Collection  


The Vendor must provide DHCFP with uniform utilization, cost, quality assurance, and recipient 
satisfaction/complaint data on a regular basis, in accordance with Section 4.7, Quality Assurance 
Standards. The Vendor will submit information to DHCFP in accordance with the contract, 
performance measures and reports. Data for measures of quality, utilization, recipient satisfaction and 
access will be reported for the contract population. 


4.8.21.1 Specific areas of study required will be stated in the contract with each individual Vendor. 


We continue to provide DHCFP with uniform utilization, cost, QI and member satisfaction or 
complaint data on a regular basis. We comply with RFP Section 4.7, Quality Assurance 
Standards.  


We submit all HEDIS reports to the DHCFP in June of each year, CAHPS satisfaction data 
once a year and any related access reports as requested. Before the end of the second quarter of 
each year, we also submit to the DHCFP our annual QI Program evaluation. In this evaluation 
document, we provide thorough analysis, discussion of barriers, and current and future 
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interventions related to quality, utilization, member satisfaction and access. We look forward to 
continuing our work with the DHCFP on these specific areas of study. 


4.8.21.2 Data or studies required by the contract must be submitted timely, and be accurate and 
complete. 


We continue to submit data or studies required by the contract that are timely, accurate and 
complete. All data or studies to date have been submitted on time and are accurate and 
complete. In 2010 we participated in a study commissioned by the DHCFP. We provided 
substantial data encompassing five years of claim, utilization and enrollment information to the 
University of Nevada, Reno DHCFP’s contractor. This record of accomplishment will be 
maintained by us going forward. 


4.8.21.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and 
prenatal and obstetrical care are required annually.  


We monitor and track multiple focus areas including grievances and appeals, childhood 
immunizations and prenatal and obstetrical care on an annual basis, and submit and report 
multiple reports to the DHCFP that focus on grievances and appeals, childhood immunizations 
and prenatal and obstetrical care. This monitoring and tracking is completed at least annually 
by the health plan.  


In fact, the focus areas listed above are vital initiatives that we also track internally. For 
example, the grievance and appeal information is tracked monthly and presented to HPN’s 
Board of Directors formally each quarter to show the trends from quarter to quarter and to 
identify any trends that may have changed. The grievance and appeal information is also 
brought to the Quality Improvement Committee and related task forces at least annually for 
review and evaluation.  


We continue our multiple efforts, which have included our longstanding work with the Nevada 
Health Division, to track and trend immunization registry data. In fact, HPN and our affiliated 
medical group, SMA, were the leaders in the State of Nevada to certify that the state’s 
immunization registry was fully functional to capture data and to allow providers the ability to 
have a bi-directional interface to transfer data back and forth from electronic medical records 
to the state’s registry. The implementation of this bi-directional interface allows for a single 
entry of immunization data into the registry, decreasing data entry errors as well as generating 
a cost-saving measure by reducing data entry time. We continue to monitor the immunization 
status of our population through regularly run claims and encounters data throughout the 
year, in addition to working with the Nevada Health Division on how to trend data directly 
from the state immunization registry.  


In addition, the QI department reviews the HEDIS rates for prenatal and obstetrical care at 
least annually. These rates are shared with various committees including a dedicated Women’s 
Health Task Force that reviews the findings to determine any potential barriers and additional 
interventions that could improve the rates. A separate Complex Case Management focus area is 
also assigned to prenatal and obstetrical care. There are case managers that are solely devoted 
to improving the services for prenatal and obstetrical care for members. These case managers 
are reviewing individual cases for these areas on an ongoing basis to identify members who 
would benefit from ongoing case management. 
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4.8.22 Standard XVIII: Dispute Resolution 


The Vendor must staff a provider services unit to handle provider questions and disputes. 


We maintain a provider services unit to handle provider questions and disputes. The provider 
services unit includes employees dedicated to contract management, development of the 
provider directory, provider advocates, provider credentialing and network contract 
management. While CR&R handles provider disputes for HPN, the Provider Services 
department is available to monitor and help facilitate resolution to provider disputes when 
necessary. 


4.8.22.1 The Vendor must resolve ninety percent (90%) of written, telephone or personal contacts 
within thirty (30) calendar days of the date of receipt.  


We provide a high level of customer service to our providers which includes solving problems 
in a timely manner to minimize disruption for our providers. Through the third quarter of 
2012 we comply with the provider dispute resolution time frames in our current contract and 
will meet the resolution time frame as required in this RFP. 


4.8.22.2 A written record in the form of a file or log is to be maintained by the Vendor for each 
provider inquiry or dispute to include the nature of it, the date filed, dates and nature of actions taken, 
and final resolution. 


Grievances and appeals are received and processed through CR&R, which tracks all 
grievances and appeals to resolution, including the nature of the dispute, the date received and 
the final resolution. We submit quarterly reports to DHCFP that document the grievance and 
appeals activity, including member and provider inquiries and disputes. 
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4.9 State Quality Assessment and Performance Improvement Strategy 


The State’s Quality Assessment and Performance Improvement Strategy has two basic purposes: 


To ensure compliance with federal and state statutory and regulatory requirements on quality, and  


To go beyond compliance with the minimum statutory and regulatory requirements by implementing 
multiple methods for “continuous quality improvement” in order to raise the quality of care provided 
to, and received by, Medicaid beneficiaries in the state.  


Health Plan of Nevada (HPN) delivers exceptional Quality Assessment and Performance 
Improvement Strategies to the state. We confirm we are compliant with federal and state 
statutory and regulatory quality requirements. We have a strong QI program that focuses on 
continuous quality improvement to raise the quality of care provided to our members.  


4.9.1  


The DHCFP developed a Medicaid and Nevada Check Up Managed Care Quality Assessment and 
Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 CFR 
438.200. The purpose of this quality strategy is to: 


We collaborate with the DHCFP and the External Quality Review Organization (EQRO) in the 
maintenance and annual evaluation of Nevada’s Quality Assessment and Performance 
Improvement Strategy (Strategy). Since 2003 we have actively participated in quarterly 
meetings with DHCFP and the EQRO to initially develop and formulate the Strategy. Our 
Quality Improvement (QI) staff attends all quarterly meetings and conference calls and provide 
any needed information to the DHCFP to further direct this initiative.  


CFR 438.202 – State Responsibilities 


4.9.1.1 Have a written strategy for assessing and improving the quality of managed care services 
offered by all managed care organizations (Vendors);  


Nevada’s Strategy Objective 
DHCFP’s mission is to purchase and verify the provision of quality health care services, 
including Medicaid services, to low-income Nevadans, in the most efficient manner. 
Furthermore, DHCFP seeks to promote equal access to health care at an affordable cost to 
Nevada taxpayers, to restrain the growth of health care costs, and to review Medicaid and other 
State health care programs to determine the potential for maximizing federal revenue 
opportunities. Consistent with this mission, DHCFP’s Quality Strategy was developed to: 


 Provide a framework for DHCFP’s overall goal to design and implement a coordinated and 
comprehensive system to proactively drive quality throughout the Nevada Medicaid and 
Nevada Check Up systems 


 Promote the identification of creative initiatives to continually monitor, assess, and improve 
access to care, clinical quality of care and quality of services 


 Identify opportunities for improvement in the health status of the enrolled population and 
improve health and wellness through preventive care services, chronic disease and special 
needs management and health promotion 
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 Identify opportunities to improve quality of care and quality of service and implement 
improvement strategies to ensure Nevada Medicaid and Nevada Check Up (hereinafter 
referenced as members) members have access to high-quality and culturally appropriate 
care 


 Improve member satisfaction with care and services 


Consistent with the proposed goals identified in Healthy People 2020, DHCFP established the 
following quality goals for the 2012−2013 Strategy to improve the health and wellness of 
members and make sure they have access to high quality and culturally appropriate care: 


Quality Goals for 2012-2013 Strategy 
 Goal 1: Improve the health and wellness of members by increasing the use of preventive services, 


thereby modifying health care use patterns for the population 


 Goal 2: Reduce or eliminate health care disparities for members 


 Goal 3: Improve the health and wellness of new mothers and infants and increase new mother 
education about family planning and newborn health and wellness 


We are an active and collaborative partner with the DHCFP to formulate and meet the goals of 
the Nevada Strategy. We have in place multiple quality strategies consistent with the DHCFP.  


 We improve the health and wellness of members by conducting outreach for them to receive 
preventive services. Our focused QI initiatives focus on child and adolescents and adults of 
all ages. This comprehensive approach is consistent with the DHCFP.  


 We reduce or eliminate health care disparities for members using a continuous quality 
improvement framework. We have put into place a multi-faceted Cultural Sensitivity and 
Diversity Program that addresses physician and patient communication, health education, 
reducing disparities in health care and recruitment and training for employees. We 
achieved 100 percent on all of the mandated requirements in 2011 and we continue to move 
forward in developing enhanced strategies.  


4.9.1.2 Obtain the input of recipients and other stakeholders in the development of the strategy and 
make the strategy available for public comment before adopting it to final; 


We actively participate in the development and maintenance of the Strategy offering 
recommendations to amend the Strategy before it is finalized. The Quality Strategy is also 
available on the DHCFP website for further review. We review the finalized Strategy 
evaluation from the DHCFP each year to consider recommendations for further action and 
access areas which have a high level of performance.  


4.9.1.3 Ensure that the Vendors comply with standards established by the DHCFP;  


We collaborate with the DHCFP and the EQRO to ensure we are compliant with the 
established standards, goals and objectives in the Strategy. We complete comprehensive 
projects and activities consistent with the goals and objectives of the Strategy, including: 


 Ongoing monitoring of the contractual requirements of the Internal Quality Assurance 
Program, our Quality Improvement Program (QI Program) 


 Developing, maintaining and analyzing the results of Performance Improvement Projects 
(PIPs) 
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 Fielding and analyzing the results of member satisfaction surveys 


 Maintaining an information system to capture all required data needed for the QI Program, 
among other areas which have a high level of performance 


4.9.1.4 Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy 
periodically, as needed; and,  


We work with the DHCFP and the EQRO to evaluate our health plan and the State of Nevada 
performance in maintaining and updating an effective Strategy. As measured by the 2011-2012 
External Quality Review Technical Report for Managed Care Organizations, released in 
October 2012, we have attained a high level of performance in meeting or exceeding the goals 
and objectives in the Nevada Quality Strategy.  


We participate in all HEDIS, PIP and QI Program audits conducted by the DHCFP and the 
EQRO. As shown below, we have demonstrated high levels of compliance in each and every 
EQRO audit conducted by the State of Nevada 


External Quality Review Organization Audit Results for HPN 


Year Overall Audit Result 


2000 98.75% 
2002 98% 
2004 100% 
2006 97% 
2009 99% 
2011 98.7% 


4.9.1.5 Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy 
whenever significant changes are made, and two (2) regular reports on the implementation and 
effectiveness of the strategy. 


The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management 
and direction. The Vendor is also required to participate in quality initiatives that align with the goals 
and objectives identified in the DHCFP’s Performance Measures, as defined in the DHCFP budget. 
The Strategy is in two parts: an overriding conceptual program and an annual Work Plan.  


We receive a copy of the initial and revised Strategy, when significant changes are made, and 
the EQRO annual evaluation of the Strategy. We just received the 2011-2012 External Quality 
Review Technical Report for Managed Care Organizations. We offer feedback and 
recommendations to the DHCFP and EQRO about the Strategy and actively participate and 
discuss our performance at all quarterly DHCFP health plan meetings. 


CFR 438.204 – Elements of State Quality Strategies 


We participate in quality initiatives with the DHCFP and the EQRO that align with the goals 
and objectives identified in the DHCFP’s Performance Measures and the Strategy. We report 
all required HEDIS performance measures each year to the DHCFP and collaborate with the 
DHCFP, the EQRO and any other Medicaid health plans on collaborative quality activities. We 
currently collaborate with the other Medicaid health plan on the Avoidable Emergency 
Department Visit PIP. 
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4.9.2  


The Strategy incorporates procedures that: 


4.9.2.1 Assess the quality and appropriateness of care and services furnished to all DHCFP medical 
assistance program recipients enrolled in managed care under the Vendor contract, as well as to 
enrolled recipients who have special health care needs; 


We conduct an overall evaluation of our QI Program each year to assess the quality and 
appropriateness of care and services furnished to our members. Our annual evaluation reviews 
the results of the quality improvement activities in place to monitor the quality and 
appropriateness of care and services offered to children and adults with special health care 
needs. We also participate and offer feedback to the DHCFP and the EQRO during the year as 
these agencies evaluate the Strategy.  


4.9.2.2 The Vendor will develop a cultural competency plan that will include methods to encourage 
culturally-competent contact between recipients and providers, staff recruitment, staff training, 
translation services, and the development of appropriate health education materials. The Vendor is 
responsible for promoting the delivery of services in a culturally competent manner, solely 
determined by DHCFP, to all members including those with limited English proficiency (LEP) and 
diverse cultural and ethnic background. The Vendor will develop methods to collect report and 
identify the race, ethnicity and primary language spoken of each enrolled recipient. The Vendor will 
track primary language information in the health plans’ customer services systems. DHCFP will 
provide race and ethnicity and primary language spoken data for the Medicaid population to the 
Vendor(s) through a monthly interface. The Vendors may alert DHCFP, as part of the demographic 
update interface with DWSS NOMADS system, of any known discrepancies in the race and ethnicity 
or primary language data they receive from DHCFP. This data will be utilized to gather baseline data 
and will lead to the development of a Performance Improvement Projects (PIP) or quality 
improvement project. Such a project will incorporate data from the State enrollment file according to 
the race and ethnicity categories as defined by CMS. The data will be used to generate stratified 
reports as recommended by the Centers for Medicare and Medicaid Services (CMS) and compliant 
with the Health Insurance Portability and Accountability Act (HIPAA) for race and ethnicity 
categories to identify disparities. The Vendor’s will organize interventions specifically designed to 
reduce or eliminate disparities in health care; 


We actively participate in State and federal efforts to promote the delivery of services to all 
members in a culturally competent manner. We focus our efforts on facilitating culturally 
competent care for all members, but especially for those individuals with limited English 
proficiency and diverse cultural and ethnic backgrounds. We comply with all state and federal 
regulations pursuant to MSM Chapter 100, Section 103.6 as well as 42 CFR 438.206(b)(2).  


CULTURAL COMPETENCY PLAN 
We maintain a comprehensive, written cultural competency plan, the Cultural Diversity & 
Sensitivity Program. This written program describes our ability to deliver outstanding health 
care services in a culturally competent manner to all members. In 2011, we achieved a score of 
100 percent on our cultural competency plan when audited by DHCFP’s external quality 
review organization. The Cultural Diversity & Sensitivity Program is updated at least annually 
and submitted to DHCFP in the second quarter.  
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The program initiatives are guided by the project lead, Dr. Allan Ebbin, Vice President 
Healthcare Quality & Education. Any changes in the lead position will be reported to DHCFP. 
Our health plan leadership team is accountable for creating and maintaining an infrastructure 
and a set of business processes that support the achievement of the best possible clinical 
outcomes and quality of care through culturally proficient care to all members. We incorporate 
cultural awareness into the delivery of care to members in many ways, using our local 
knowledge and resources to the advantage of our members.  


KEY COMPONENTS OF THE CULTURAL COMPETENCY PLAN 
HPN has multiple components included in our cultural competency plan. The focus, consistent 
with the DHCFP, is on, but not limited to, the following key areas: 


 Facilitating communication between physicians and members 


 Recruiting, retaining and training health plan staff about cultural competence 


 Translating information about health care and services and developing health education 
materials for members 


 Analyzing Healthcare Effectiveness Data and Information Set (HEDIS) rates for major 
clinical indicators by racial and ethnic group 


 Reviewing and evaluating racial and ethnic and primary language data for members to 
determine the accuracy of these data 


Key Examples  


Facilitating Communication Between Physicians and Members 
As part of our robust provider education and training program, we facilitate instruction during 
face-to-face provider visits and onsite provider forums about the cultural competency resources 
HPN can provide to support providers. We supply our providers and subcontractors with 
necessary tools and support services to facilitate the provision of high quality health care 
services in a culturally competent manner. We use a variety of methods for educating providers 
including: 


 New provider training 


 The Provider Summary Guide 


 Quarterly provider newsletters 


 The provider portion of our website 


 Ongoing provider education 


For example, during new provider orientations, our provider services team stresses the 
importance of explaining treatment methods and options consistent with the member’s cultural 
background and maintaining consistency in providing quality care across a variety of cultures. 
In addition, our provider services team offers their services immediately to assist providers in 
finding interpreters, as needed. HPN has long educated its network providers about delivering 
culturally competent health care.  


 We provided access to free Internet based online Disparities in Health courses in 2009 to 
our network physicians and nurses. These interactive case study modules helped 
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Dr. Toney’s 
Recommendation 


Rather than making 
assumptions, adopt a 
line of questioning that 
will help uncover the 
information you need 
while fostering a 
working rapport with the 
patient. 


participants learn how to communicate with individual patients with culturally diverse 
needs.  


 We have hosted multiple cultural competency presentations for our network providers and 
staff and health plan employees 


– Geri Galanti, PhD, an expert in cultural competency, spoke in 2010 about providing 
culturally sensitive health care to close to 90 attendees; almost 50 percent were 
physicians, nurses, social workers, medical assistants and health educators who work 
directly with members. Dr. Galanti’s presentation objectives were to have attendees 
understand the dimensions along which cultures vary, use generalizations without 
stereotyping and apply this knowledge to improving cultural communication skills. 


– Debra Toney, RN, Ph.D., RN, FAAN, presented Cultural Competency in late 2011 to 
more than 90 inpatient case managers and medical management staff. Three quarters of 
attendees were clinical staff, registered nurses case managers or social workers.  


 Based on the success of this 2011 presentation, Dr. Toney, a local and national 
cultural competency expert, was hired by us to consult on advancing cultural 
competency. Dr. Toney facilitates the Community Advisory Board and continues to 
speak to our network providers about cultural 
competency.  


 Dr. Toney also hosts semi-annual discussions about 
cultural competency for our network providers and case 
management staff.  


 The initial Cultural Competency I discussion had 
attendees define culture and understand the need for 
cultural and linguistic competence, establish a clear and 
shared understanding of the concepts of culture, identify 
factors that influence culture and examine and apply 
these cultural constructs to their respective roles. To 
date, more than 173 attendees, including physicians, nurses, social workers and 
medical assistants, have attended this introductory course. Cultural Competency II 
is an advanced discussion of cultural competency which is first scheduled for 
November 2012. These two presentations are being held throughout 2012 and 2013 
for our health plan network providers, nurses, front office staff and health plan 
employees. 


We collaborate with all primary care physicians PCPs on the distribution of culturally sensitive 
member education materials. A wide variety of educational materials are available in English 
and Spanish in addition to education for culturally diverse populations. For example, the 
Healthy and Delicious Meals recipe book, available in English and Spanish, allows individuals 
to create healthy recipes for individuals with diabetes and anyone who maintains a healthy diet. 
The booklet includes nutritional information and recipes for various culturally diverse 
populations.  


Recruiting, retaining and training Culturally Competent Staff 
As a part of the HPN Cultural Diversity & Sensitivity Program, we implement strategies to 
recruit, retain and promote all levels of staff from diverse racial and ethnic backgrounds. 
Online job postings, which are listed by our corporate office, all include the statement 
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“Diversity creates a healthier atmosphere.” In addition, we have added one of the following 
requirements to our job descriptions under the Skills section: “Ability to contribute to the 
organization’s efforts to eliminate racial and ethnic disparities in organizational performance” 
or “Experience working in diverse cultural, economic and social settings.” 


Representing the Member Groups We Serve 
We actively recruit employees who represent the ethnic and cultural member groups we serve, 
or who have extensive experience working with diverse populations including the perspectives 
of individuals with disabilities. We leverage the diverse knowledge of these skilled individuals to 
provide formal and informal educational and training opportunities for our staff and the 
community. We aggressively pursue potential candidates who are bilingual, with Spanish as 
their primary language, as well as other languages. As part of our ongoing training program, 
all bilingual staff is asked to undergo Limited English Proficiency (LEP) certification, which 
consists of sessions on interpreter protocols, interpreter skills, ethics, cross-cultural issues and 
medical terminology. Once certified, employees can orally interpret for members. In 2011, we 
increased the number of LEP-certified employees to 153, a 28 percent increase over the 
previous year. 


Staffing for Cultural Competence  
We demonstrate our commitment to achieving cultural competence in a number of ways with 
staffing being an extremely important strategy. We currently provide Spanish-speaking staff 
and providers in all service areas, including member and provider services, claims, clinical staff 
and leadership. In addition, we continually monitor and maintain diversity within our provider 
network to meet the cultural needs of our members.  


Bilingual Staff  
To meet the needs of the Nevada’s culturally diverse composition, we have bilingual member 
services representatives who are fluent in both English and Spanish. To qualify as a bilingual 
representative, the employee must successfully complete an internal interpreter program. 
This rigorous training consists of eight four-hour classes that incorporate information on 
program terminology, which enables the representative to communicate as effectively and 
precisely as possible with members. This enables bilingual staff to provide specific answers 
to benefit plan questions and to more quickly assess and resolve a member’s health care 
needs. Upon completion of the program, representatives are certified as interpreters for HPN.  


Additional Translation Capabilities 
We also a use telephone translation service to communicate with members who speak 
languages other than English and Spanish. Through this service, we have access to more than 
175 languages.  


To communicate effectively with our hearing-impaired members, we use the 711 relay service. 
Program materials are available in large print for individuals who are visually impaired. To 
verify access to our facilities for the physically disabled, the corporate headquarters and 
contracted providers’ offices and facilities are completely compliant with the Americans with 
Disabilities Act of 1990. 


Educating and Training a Culturally Competent Staff 
Ongoing staff training addresses the cultural and linguistic characteristics and special health 
care needs of our member population, including: use of the member’s first language; cultural 
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awareness and understanding of health disparities among different cultural groups; cultural 
beliefs related to health, illness, medical care and end-of-life issues; the need to treat each 
person with dignity and respect; how to avoid stereotypes; communication protocols for 
members with limited English proficiency; characteristics of and barriers facing individuals 
with special health care needs; cultural competency and adult sensitivity training. For example, 
in some cultures it is considered unacceptable for a woman to see a male OB/GYN practitioner. 
We verify that our member services representatives receive education and training aimed at 
complete understanding of such cultural norms and how they impact the delivery of culturally 
appropriate health care services. 


Online Cultural Competence Training 
A proven method for increasing awareness and knowledge about cultural competence is to 
provide online training programs. In 2011, staff who work directly with members, including 
member services representatives, health management and complex case management staff and 
scheduling staff from HPN, were required to take one or more of the online training classes. 
Available classes include: 


 Cultural Competence Education 


 The Impact of Culture on Communication 


 Effective Intercultural Relationships 


 Developing Workplace Diversity Awareness Simulation 


 Diversity and Inclusion Online Seminar with Tamika Smith 


 Diversity and Inclusion: The Changing Landscape 


 Diversity on the Job: The Importance of Diversity and the Changing Workplace 


 Valuing Diversity and Inclusion 


 Workplace Diversity: Assessing Your Organization 


 Highlighting Two Online Training Courses 


 Developing Cultural Proficiency: Presentation objectives focus on: meaning of cultural and 
linguistically appropriate services, the unique health-related beliefs of various cultures, 
health care disparities among various cultures and how to interact with people of various 
cultures in the health care environment.  


 Diversity on the Job: Diversity and You: Presentation objectives focus on: strategies to help 
participants become aware of attitudes toward diversity, increasing acceptance of diverse 
cultures, people and ideas, and advocating for diversity within the workplace. 


In addition to online training offerings, “soft skills” customer service training for all new 
member services and health education and wellness (HEW) representatives include training on 
ethnic and cultural diversity and disabilities including hearing impairments.  


Translating Information about Health Care and Services and 
Developing Health Education Materials 
We conduct an ongoing evaluation of the cultural diversity of our membership, including an 
up-to-date demographic and cultural profile of our members. An assessment of the needs of the 
members is completed to plan new or enhanced services that respond to the distinct cultural 
and linguistic characteristics of our members.  
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Based upon our annual demographic evaluation, we implement services that respond directly 
to the defined membership characteristics. For example, health education materials are 
provided in both English and Spanish for a variety of different topics, including management of 
asthma, diabetes, COPD, heart failure and other chronic conditions, healthy eating, lead 
screening and prenatal and postpartum care.  


Consistent with the state of Nevada’s definition of culturally competent care, we evaluate our 
provider network, outreach services and other programs regularly to initiate improvements to 
the accessibility and quality of care for our members as needed. For example, each year we:  


 Compare the linguistic needs of the membership to the language capabilities of network 
providers to confirm that providers can communicate effectively with patients in their 
offices  


 Track the volume of member services outreach calls involving the use of a translator to 
identify trends or patterns 


 Monitor the number of staff who are LEP-certified to verify that LEP capability exists 
across all necessary functional areas 


The following table contains the volume of member service calls requiring translation services 
in 2011, along with the languages used. 


Member Services Language Line Usage by Month January through December, 2011 
Language Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Total 
Albanian  1       1    2 
Amharic  1 1 2 1    1  1  7 
Arabic 2 3 2 1 2 1 1  1  2 1 16 
Armenian 2  2 2         6 
Burmese      1   2 1   4 
Cambodian          1   1 
Cantonese 3 3 1 5 4 2 2 2 1 3 2  28 
Croatian       1      1 
Diula      1       1 
Farsi 2  1 2  1  1  1   8 
French   1        1  2 
Greek           2  2 
Hebrew           1  1 
Hindi 1        1 1 1  4 
Hungarian  1        1   2 
Ilocano          1   1 
Italian    1 1    2  1  5 
Japanese     3 2 1 4  3 2 1 16 
Karen        1     1 
Korean 2 4 6 2 1 1 2 9 11 7 14 14 73 
Laotian 1          1  2 
Mandarin 8 5 4 4 3 3  3 4 6 12 8 60 
Navajo            1 1 
Nepali  1     2      3 
Polish            1 1 
Portuguese  2 2  1 1  1 1 1  1 10 
Punjabi     1     1   2 
Russian 1   1  1 1   1   5 
Serbian          1   1 
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Member Services Language Line Usage by Month January through December, 2011 
Language Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Total 
Spanish 429 498 1,012 975 994 847 829 895 820 665 625 702 9,291
Swahili    1 1        2 
Tagalog 3 1 3 1  3 4 1 2 4 4 3 29 
Tamil         1 1   2 
Thai 4  2 1  1 2 3 1 2 2  18 
Tibetan          1   1 
Tigrinya  1  1  2    1 3  8 
Turkish           1  1 
Urdu    1         1 
Vietnamese 3 2  3 3 1 1 2 4 2 1 2 24 
Totals 461 523 1,037 1,003 1,015 868 846 922 853 705 676 734 9,643


Informing Members of Translation Services 
All members are notified at the point of contact that translation services are available. If a 
member calls into member services, the member is told that translation services are 
immediately available if needed. This is true if a member also requests assistance through 
various health plan programs, such as complex case management, health management, HEW 
and customer response and resolution. Unique to HPN is the relationship with SMA our 
affiliate medical group in Las Vegas. As part of this relationship, the providers and office staff 
also make translation services available through the telephone or through staff who are LEP- 
certified. We do not preclude members from using a friend or relative to translate for them; 
however, we prefer that the member allow us to access the external translator to verify that the 
health information is translated precisely. The translation service is certified to conduct this 
professional service for us.  


In addition to notifying members at the point of contact of the availability of translation 
services, we make an extra effort to educate members about this service in multiple ways, 
including articles in the member newsletters, the Member Handbook and various other written 
materials. We produce written member materials including the Member Handbook in English 
and Spanish. Materials are also provided in other languages as needed. We use a certified 
translation vendor to translate materials and provide certificates of authenticity upon 
completion of each translation to verify that materials are interpreted to convey the intended 
meaning in a culturally appropriate manner. 


Health education brochures are made available in English and Spanish for all in-person 
courses that our members take. In addition, we distributed more than 20,000 informational 
patient brochures in 2012 out to physician offices. Brochures available in Spanish included: 


 Blood Sugar Diary 


 Keep Your A1C at Less Than 7 percent flyer 


 Your Diabetes Zones 


 4 Steps to Eating Healthier brochure 


 Next Steps after Your Diagnosis brochure 


 Be Prepared for Medical Appointments brochure 


 Women: Stay Healthy at Any Age brochure 


 “Ask Me 3” brochure 
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 Health Care Choices (e.g., Advance Directives brochure) 


 Keep your Child Safe from Lead Poisoning (tri-fold flyer) 


 Steps to Good Nutrition 


 Keep your Child Safe from Lead Poisoning bilingual poster 


Promoting the Delivery of Services in a Culturally Competent 
Manner to all Members Including those with Limited English 
Proficiency (LEP) and Diverse Cultural and Ethnic Background 
We promote the delivery of services in a culturally competent manner, solely determined by 
DHCFP, to all members including those with limited English proficiency (LEP) and diverse 
cultural and ethnic background. 


For the last 15 years, due to the high percentage of Spanish-speaking members in the health 
plan’s service area, health plan benefit information is sent in English and Spanish. All materials 
are translated into Spanish including the Member Handbook, denial notices and notices 
regarding the reduction, suspension or termination of services. An analysis of the languages 
spoken by members showed that Spanish was the most common language second only to 
English. Because no additional languages have been identified that meet the threshold, no 
materials have been translated into languages other than Spanish. 


English and Spanish are the predominate languages spoken by members. To accommodate 
members who speak languages for whom the 1,000 or 5 percent threshold is not met, our 
members are notified of the availability of oral translation services in the Member Handbooks, 
which states “Oral interpretation services in languages other than English are available 
through our Member Services department.” and provides the phone number. The handbook 
also informs the member of the ability to select a PCP who “speaks your language and 
understands your culture.” A phone number is also provided in the handbook for the hearing 
impaired (711 relay service) and vision impaired members to use. The TTY phone number is 
also provided in all letters and member documents.  


Our provider directories list the languages spoken by providers, and we continue to monitor 
language preferences and any language preference that approaches the threshold will be 
addressed. 


Collecting and Reporting Race and Ethnicity and Primary Language 
Data 
We receive and use the data on race and ethnicity and primary language that is collected by the 
DHCFP each month through our electronic interface. We take these data and use it for quality 
improvement (QI) activities, including identifying disparities in care based on HEDIS clinical 
rates.  


We also use the data on race and ethnicity and primary language in all PIPs developed in 
collaboration with the DHCFP, such as lead screening and childhood immunization. We collect 
and use data on the majority of HEDIS measures, such as well-child visits, adolescent well care, 
comprehensive diabetes care and others to conduct our own internally developed quality 
improvement initiatives. This data is important and critical as we develop QI initiatives to 
reduce disparities in care.  
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Case Example: Measuring Access with Race and Ethnicity Data 
We compared the HEDIS 2011 child and adolescent access rates for members aged 12 to 24 
months and found they were lower for the Native American Indian or Alaska Native group as 
compared to all other groups. The Hispanic group had a higher access rate than the non-
Hispanic groups. There were no differences in the access rates for the Nevada Check Up 
population. Based upon these results, we have put additional focus in making sure that all 
parents of children between the ages of 12 and 24 months are educated not only about 
childhood immunizations but also well-child visits. 


4.9.2.3 Monitor regularly and evaluate the contracted Vendors’ compliance with the standards and a 
description of how the DHCFP will regularly monitor and evaluate Vendor compliance with the 
DHCFP established standards for access to care, structure and operations, and quality measurement 
and improvement. This may include, for example, a description of the types of reviews the DHCFP 
will perform, how often it will monitor these standards, and how the results of the DHCFP’s efforts 
will be reported; 


External Quality Review Technical Report 
In the 2011-2012 External Quality Review Technical Report for Managed Care Organizations, 
released in October 2012 by Health Services Advisory Group (HSAG), Nevada’s EQRO, our 
performance was evaluated.  


General Findings and Conclusions 
Overall, we were found to “have shown improvement in access, timeliness and quality of care 
provided to members”. We demonstrated improved performance over the previous year. 
HSAG encourages the continued use of the collaborative meetings between DHCFP and HPN 
to continually assess the program’s achievement of the goals and objectives identified in the 
Strategy. 


HPN’s Performance was also evaluated in specific areas: 


Internal Quality Assurance Program Review of Compliance 
Fiscal year (FY) 2011–2012 initiated a new three-year cycle of Internal Quality Assurance 
Program (IQAP) On-Site Review of Compliance (IQAP Review). The purpose of the FY 2011–
2012 IQAP Review was to determine the health plans’ compliance with various access, 
structure and operations as well as measurement and improvement standards. 


The strong overall compliance score of 98.7 percent we achieved for the IQAP Review provided 
evidence of our compliance with federal and state standards. Further, the IQAP compliance 
review results suggest that we have appropriate resources and operational structure to 
continually monitor and improve performance for access, timeliness and quality of care 
provided to members. 


Consumer Assessment of Healthcare Providers and Systems (CAHPS®) 
Surveys 
HPN’s 2012 Nevada Check Up CAHPS scores were above the 2011 Nevada Check Up scores 
for eight of nine measures. 
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Overall Compliance with the Annual Quality Strategy Evaluation  
HPN achieves a high level of compliance in meeting the specific goals and objectives included in 
the Strategy put forth by DHCFP and the EQRO.  


4.9.2.4 Arrangements for external quality reviews including a description of the DHCFP’s 
arrangements for an annual, independent external quality review of the timeliness, outcomes, and 
accessibility of the services covered under each Vendor contract. This section should include a broad 
description of the scope of the contract (e.g., calculating HEDIS measures or designing performance 
improvement projects, etc.) including the term of the contract; 


Annual, Independent External Quality Review 
We actively participate in annual, independent reviews led by the DHCFP. We always exceed 
the requirements set by the DHCFP and the EQRO during these monitoring reviews.  


We comply with the external quality review process and the requirements for the EQRO to use 
standard methods and data collection tools and methods found in the Centers for Medicare & 
Medicaid Services External Quality Review Management Care Organizations (CMS EQR 
MCO) Protocol. The EQRO reviews our compliance with regulatory requirements, and the 
timeliness, quality outcomes and accessibility of the services we provide. As stated above, we 
take these reviews seriously and always exceed those requirements.  


Validation of Performance Measures: NCQA HEDIS Compliance 
Audits 
We have strong policies and procedures in place to collect, process and report HEDIS data 
annually. We achieve full compliance each year on the EQRO HEDIS audits and we can fully 
report all required HEDIS measures.  


In 2012 (and in all previous years), our claims and encounter data systems demonstrated a 
sophisticated scanning processes and advanced software to verify accurate data processing. 
Using certified HEDIS software for reporting the HEDIS rates, we were able to confirm 
accurate programming and reporting of the rates. 


In terms of quality, access, and timeliness, we demonstrated good performance on important 
HEDIS focus areas. Overall, our Medicaid rates have continued to improve and outperform the 
HPN Medicaid rates.  


In addition, 19 out of 21 measures had rates at or above the 50th percentiles, and for eight of 
those measures the Nevada Medicaid rates exceeded the 2011 HEDIS 90th percentile scores. 
None of the measures had rates below the 10th percentile. 


Validation of PIPs 
We submitted two PIPs in 2012 for validation by the EQRO. The two PIPs received an overall 
Met validation status, which represented an area of strength for us and provided confidence in 
the technical aspects of the studies. 


 For HPN, the rates for members in the Improving the Rates for Immunization for Medicaid 
Children Two Years of Age—Combination, 10 PIPs increased during the most recent 
measurement period, but none of the improvements were statistically significant.  
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 The rates for HPN members in the Lead Screening in Children PIP increased during the 
most recent measurement period, which sustained the statistically significant improvement 
achieved in previous measurement periods; however, our rate the for Lead Screening in 
Children PIP remained below the HEDIS 10th percentile 


4.9.2.5 For Vendors, the performance measures and levels developed by CMS in consultation with 
States and other relevant stakeholders; 


We receive quarterly progress reports related to EPSDT participation from our Health 
Informatics department. We submit the CMS 416 EPSDT Participation Report to the DHCFP 
each quarter of the fiscal year, October 1st through September 30th. The final CMS 416 report 
to the DHCFP is sent no later than March 1st after the fiscal year reporting period concludes.  


4.9.2.6 An information system that supports initial and ongoing operation and review of the 
DHCFP’s quality strategy; 


We use Facets version 5.01, the industry’s leading managed care software, for administering 
managed Medicaid programs and to support the initial and ongoing operations and review of 
the DHCFP’s quality strategy. We have been using this system since 1999 and have 
implemented many unique enhancements and extensions that have improved the functionality 
and performance of this platform. The HPN Facets Platform, which includes several custom-
built, integrated application modules unique to us, provides the integrated database that edits 
and collects data on members and providers along with the claims and encounters that 
document the services furnished to members. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
we provide DHCFP with uniform utilization, cost, quality assurance and member satisfaction 
and grievances or appeal data on a regular basis to support our QI Program and the DHCFP’s 
quality strategy. We also cooperate with DHCFP in carrying out data validation steps. 


We rely on a team of highly skilled analysts and developers (with an average tenure of seven 
years) to use Facets to support the ongoing operation and review of the DHCFP’s quality 
strategy. With the support of the UnitedHealthcare Nevada Market Reporting team 
(Healthcare Informatics), we will continue to work closely with DHCFP and all other state and 
federal agencies to meet all reporting requirements and time frames as required. Our 
Healthcare Informatics team is composed of the following groups: 


 Strategic Analysis, Business Analysis and Data Management: This team is composed of 
highly skilled data warehouse developers and architects who have years of experience in 
creating and maintaining robust and scalable data marts. This team is also responsible for 
delivering on-time, high-quality data extracts, including HEDIS, Star Ratings, Milliman 
(Medicaid), Medicare Encounters, Medicaid, Nevada Check Up and CHA. 


 Healthcare Informatics Business Analytics: The Business Analytics team is responsible for 
designing and creating clinical and medical management reports using various Business 
Intelligence tools. As subject matter experts in real-time Inpatient and Outpatient 
Utilization, Quality Assurance Reporting, Preventive Measures, and Electronic Medical 
Record Management, the Business Analysis team has extensive experience assembling data 
from multiple source systems and is charged with providing ad hoc analysis for all of HPN. 


 Healthcare Informatics Strategic Analytics: The goal of the Strategic Analytics team is to 
develop a more efficient health care delivery system by providing relational data sets, high-
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level strategic analyses and predictive modeling. Through the use of internally developed 
cutting-edge data evaluative techniques, the team can determine answers to questions often 
before they are asked, proactively validating long-term HPN financial viability and 
beneficial member access opportunities. The core internal customer base of Strategic 
Analytics is Finance, Medical Management, Quality Improvement, Sales, Actuarial and 
Underwriting. The team is composed of individuals from various clinical, consulting and 
insurance backgrounds with more than a century of experience supporting the 
infrastructure of the ever-evolving health care delivery model. 


 Regulatory Compliance and Reporting: This Healthcare Informatics team works in 
conjunction with the UnitedHealthcare Nevada Market Medicaid Healthcare Operations 
Group to maintain ongoing changes in regulatory requirements. The Medicaid Healthcare 
Operations Group works with State and federal entities to ensure satisfaction of all 
regulatory and contractual requirements. 


4.9.2.7 For Vendors only, a description of how the DHCFP uses intermediate sanctions in support of 
its quality strategy. These sanctions must, at a minimum, meet the requirements specified in 42 CFR 
438 Subpart I. The DHCFP’s description specifies its methodology for using sanctions as a vehicle 
for addressing identified quality of care problems; and 


We have not received any intermediate sanctions from the DHCFP in its 15 year history. We 
will work with the DHCFP in using intermediates sanctions as part of the state’s Quality 
Strategy as needed.  


We monitor our own network of providers to address identified quality of care problems. We 
may take action to correct both individual problems and patterns of problems in the delivery 
system. We have defined the types of issues requiring corrective action and the types of 
corrective actions to be taken. Each individual corrective action to address identifies quality of 
care problems and includes the responsible party and a timetable for completion. We work to 
address quality of care problems and support the Nevada Quality Strategy as put into place by 
the DHCFP.  


4.9.2.8 Standards, at least as stringent as those in 42 CFR Part 438 for access to care, structure and 
operations, and quality measurement and improvement. 


We endorse the use of clinical practice and preventive health guidelines to assist practitioners 
in improving health care and reducing unnecessary variations in health care. Such standards or 
guidelines are to be used to treat acute, chronic medical and behavioral health conditions and 
the prevention and early detection of illness and disease. The standards or guidelines focus on 
the process and outcomes of health care delivery and access to care and address the full 
spectrum of populations enrolled in the health plan. The clinical practice standards or 
guidelines are also used as the basis for the health plan’s Health (e.g., disease) Management 
Program. The clinical practice standards or guidelines or utilization management (UM) 
decision-making protocols are in place for all areas identified under Section 4.8.5.3.A and 
4.8.5.3B.  


Clinical practice standards or guidelines are based upon sound clinical evidence, such as 
clinical literature or expert consensus. The clinical practice standards or guidelines are based 
upon the recommendations from national organizations, such as the National Guidelines 
Clearinghouse, the American Academy of Family Practitioners, the American College of 
Obstetrics and Gynecology, the American Diabetes Association, the American Cancer Society, 
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the National Institutes of Health, professional medical associations, voluntary health 
organizations and peer reviewed medical journals, amongst others.  


Through the annual evaluation process, we evaluate the quality of care provided by the health 
plan’s network providers using the clinical practice guideline recommendations. For example, 
most of the HEDIS quality indicators are based upon the current practice guidelines and the 
rates for HEDIS are reviewed each year to determine if improvements were made. Specific 
provider profiles are also used to evaluate the performance of PCPs on the management of 
chronic conditions. The clinical practice guidelines form the basis for this evaluation.  


We continue to comply with all requirements listed in this RFP Section 4.9 and work with the 
state to raise the quality of care provided to, and received by our members. We have always 
received high levels of compliance in all of the areas related to the internal QI Program, and we 
look forward to continuing our effective quality assessment and performance improvement 
strategy work. 
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4.10 Fiscal Requirements 


4.10.1 Vendor Fiscal Standards 


The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified 
Vendors. The Vendor must comply with all DOI standards in addition to the managed care program 
standards described in this section.  


HPN currently complies with all DOI standards in addition to the managed care program 
standards in this section and, with the new contract, will continue to meet the requirements. 


4.10.2 Performance Security Deposit 


The Vendor is required to provide a performance security deposit in the form of a bond furnished by 
a surety company authorized to do business in the State of Nevada to DHCFP in order to guarantee 
payment of the Vendor’s obligations under this contract. The performance security deposit may be 
utilized by DHCFP to remedy any breach of contract or sanctions imposed on the Vendor and shall 
meet the following criteria: 


4.10.2.1 The amount of the performance security deposit shall be equal to one hundred and ten 
percent (110%) of highest month’s total capitation amount in the first quarter or fifteen million 
dollars ($15 million), whichever is greater. This must be deposited with the State Treasurer within 
fifteen (15) calendar days after the end of the first quarter of the contract. The total capitation amount 
is the sum of all capitation payments for all members for the month; and 


HPN’s current security deposit is equal to 110 percent of the greater of either our highest 
month’s total capitation amount in the first quarter or $15 million. We will continue to meet 
this requirement with the new contract. The deposit currently has a balance of $17.1 million, 
which is restricted to guarantee payment of our obligations under the current contract. We 
fully intend to meet the requirement of this deposit to be equal to one hundred and ten (110 
percent) of highest month’s total capitation amount in the first quarter or 15 million dollars 
($15 million), whichever is greater. 


4.10.2.2 After the initial year of the contract DHCFP will require the Vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and ten percent 
(110%) of the preceding year’s highest month’s total capitation payment or fifteen million dollars 
($15 million), whichever is greater. 


HPN has a security deposit equal to 110 percent of the greater of either our preceding year’s 
highest month’s total capitation amount in the first quarter or $15 million and will continue to 
do so with the new contract. During the course of the existing contract and past contracts, we 
have exceeded the requirement for our performance security deposit.  
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4.10.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond 
must utilize a company that meets the below listed requirements: 


A. A.M. Best A-VII rated insurance company 


B. Certified by the Department of Treasury, Financial Management Services for Nevada 


C. Licensed by the Nevada Department of Business and Industry, Insurance Division 


HPN will meet the requirement of a performance security by having the greater of 110 percent 
of highest monthly total capitation amount in the first quarter or $15 million available, which 
can be used by DHCFP to guarantee payment of our obligations under this contract. We intend 
on meeting this requirement utilizing a deposit with a current balance of $17.1 million with U.S. 
Bank that is designated as funds to meet our obligation under our current contract. 


4.10.2.4 The Vendor must maintain the performance security deposit after the contract term for a 
length of time to be determined by DHCFP in order to cover all outstanding liabilities. 


HPN agrees to maintain the performance security deposit after the contract term for the length 
of time to be determined by DHCFP to cover all outstanding liabilities. 


4.10.3 Vendor Liability 


The Vendor must ensure that its members are not held liable for any of the following: 


4.10.3.1 The Vendor’s debts, in the event of the Vendor’s insolvency; 


HPN ensures that our members are not held liable for our debts, in the event our insolvency 
and will continue to do so with the new contract. Our current and future provider contracts 
include language to this effect.  


4.10.3.2 For services provided to the member in the event of the organization failing to receive 
payment from the State for such services; 


HPN ensures that our members are not held liable for any services provided to members in the 
event we fail to receive payment from the state as we did in 2003 when the MMIS 
implementation delayed payments to HPN for several months. We continued to pay claims for 
our members during this time.  


We will continue to ensure members are not held liable for any services in the event we fail to 
receive payment from the state with the new contract. As we do currently, we will also ensure 
that members continue to receive services without disruption. 


4.10.3.3 For services provided to a member in the event a health care provider with a contractual, 
referral, or other arrangement with the Vendor fails to receive payment from the state or the 
organization for such services; or 


HPN ensures that our members are not held liable for services provided to members in the 
event a health care provider fails to receive payment from the state or the organization. For 
example, on a monthly basis, we are owed capitation for some members due to newborn 
enrollment and other enrollment discrepancies. We honor our financial responsibilities and 
continue to pay claims for these members despite the delay in capitation payment from 
DHCFP. 
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We will continue to ensure members are not held liable for any services in the event a heath 
care provider fails to receive payment from the State. As we do currently, we will also ensure 
that members continue to receive services without disruption 


4.10.3.4 For payments to a provider who furnishes covered services under a contractual, referral, or 
other arrangement with the Vendor in excess of the amount that would be owed by the recipient if the 
Vendor had directly provided the services. 


HPN ensures that our members are not held liable for payments to a provider who furnishes 
covered services under an agreement with us through language in our provider agreements. We 
also communicate this provision to members via the Member Handbook.  


4.10.3.5 To ensure continuation of services to members during insolvency pursuant to State Medicaid 
Manual (SMM) 2086.6.B. 


HPN ensures that our members are not held liable for continuation of services to members 
during insolvency pursuant to State Medicaid Manual 2086.6.B. Members will continue to 
receive services should we become insolvent.  


We are an active member of the Nevada Life & Health Guarantee Association, which is a 
statutory entity created in 1973 when the Nevada legislature enacted the Nevada Life and 
Health Insurance Guarantee Association Act. As further evidence of our commitment to ensure 
continuation of services to members during insolvency, Kyle Clingo, HPN’s Senior Vice 
President of Operations, serves on the Association’s Board of Directors and he is the only 
Medicaid MCO representative on the board.  


Our membership and board directorship on the Nevada Life & Health Guarantee Association 
will be even more important when the Silver State HIX becomes fully developed. When 
companies attempt to enter the individual commercial insurance market under the HIX, the 
guarantee association will protect Nevada residents who are holders of health insurance policies 
in the event an insurer becomes insolvent up to the limits required by the statute. 


4.10.4 The requirements set forth in Section 4.10.3 above shall be included in all 
subcontracts. 


All requirements set forth in Section 4.10.3 are included in our subcontracts and will continue 
to be with the new contract. 


4.10.5 Timely Payment of Claims 


4.10.5.1 The Vendor shall be responsible for paying all claims for properly accessed and, if 
necessary, authorized covered services provided to enrolled recipients on dates of service when they 
were eligible for coverage unless the services are excluded under the DHCFP managed care contract 
or the Nevada Medicaid State Plan. The Vendor will adjudicate and pay all claims in accordance with 
state and federal statutes and regulations.  


Since our partnership with the State began in 1997, we have successfully processed millions of 
claims for Medicaid and Nevada Check Up members. In the current contract period — from 
2006 to year-to-date 2012 — we have processed 3,724,507 claims. We capitalize on the 
experienced leadership of Claims department management and staff as well as our cutting-edge 
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technology to exceed State and federal timely payment requirements of 90 percent of all claims 
processed within 30 calendar days and 99 percent processed within 60 calendar days. 


The table below illustrates our strong performance in timely claims payment. 


Year Claims Processed in 30 Days Claims Processed in 60 Days 
2010 97.64%* 100.00%** 
2011 91.49%* 99.91%** 


2012*** 98.12%* 99.99%** 
*Performance far surpasses both state and federal regulation percent requirement. 
**Performance far surpasses state and federal regulation requirements for both percent and timeframe. 
***2012 results are complete through the first, second and third quarters.


4.10.5.2 The Vendor must have a claims processing system and Management Information System 
(MIS) sufficient to support the provider payment and data reporting requirements specified in the 
contract. 


Information technology is a key factor in our ability to effectively manage health benefit 
programs for DHCFP and deliver quality, cost-effective health care to its members. As 
evidenced by State audits, we consistently meet and exceed the requirements of the current 
DHCFP contract. With 15 years of demonstrated competence in electronic enrollment and 
premium processing, provider network management, electronic claims processing, automated 
utilization management, patient-centered case management, sophisticated electronic encounter 
reporting, auditing, and management processes, we are clearly capable of supporting all of the 
IT-related requirements cited in DHCFP’s RFP. 


We use the most current release of the Facets core administration platform (version 5.01), the 
acknowledged industry leader in managed care software, for administering our managed 
Medicaid programs. We have been using Facets since 1999, with frequent implementations of 
custom enhancements and extensions that have improved the functionality and performance of 
this cutting-edge managed care platform. Facets integrates member demographics, eligibility, 
case management, prior authorization, provider demographics and automated contractual 
rates for accurate claims processing. As a claims management tool, Facets provides a high 
degree of automation and data capture. During the various stages of the adjudication process, 
Facets provides accurate and highly automated adjudication of claim submissions through 
interaction with membership eligibility, product benefit parameters, provider pricing 
agreements, medical management requirements and the clinical editing system comprising 
CMS-developed edits under the National Correct Coding Initiative (NCCI). 


Over the past 13 years, the Facets platform has proven to be a reliable and efficient workhorse 
for HPN, DHCFP, CMS and our other customers and members throughout the State of 
Nevada. With a 5-year track record of more than 99.9 percent online availability, Facets will 
continue to provide us with a stable, technologically advanced engine in our ongoing quest for 
excellence and innovation. The following diagram summarizes the integrated Facets platform 
that supports all of the functionality we deliver to DHCFP in providing health care services to 
Medicaid and Nevada Check Up members. 
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4.10.5.3 The Vendor shall have written policies and procedures for processing claims submitted for 
payment from any source and shall monitor its compliance with these procedures. 


We have established and maintain policies and procedures for processing claims and 
encounters submitted for payment from any source for services provided to Members. For the 
91 percent of these transactions that are submitted electronically, we require compliance with 
HIPAA requirements for standard transactions and code sets. 


Following is a detailed description of our operational procedures for receiving and processing 
HIPAA-compliant claims and encounters: 


1. Providers submit claims and encounters directly to clearinghouses, which then transmit the 
claims and encounters to HPN in a HIPAA-compliant format. Files are sent to the payer ID 
and are received at the SFTP site and uploaded into the claims processing system while 
being tracked and audited by the Electronic Data Interchange (EDI) Tracking Database. 


2. We send and receive EDI files through an SFTP server, using 128-bit SSL/SSH/https 
encryption for transporting and encrypting files and logins on the server. In addition, we 
use Pretty Good Privacy (PGP) encryption on the files, which ensures the security and 
privacy of the files, both during transmission and at rest. EDI files are processed using the 
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market-leading Sybase Systems validation software to verify transaction compliance with 
ANSI x12 (5010) formats and syntax. All data received through the FTP site are also logged 
into the EDI tracking database to log file receipts and the resulting file processing. The EDI 
tracking database compiles file statistics on all files received and processed. 


3. Daily claims information from our tracking database is reconciled against valid claims 
uploaded into the claims processing system and rejected claims from the EDI files, ensuring 
the integrity of the data being received and validates every file and every transaction. 


4. EDI files create an E-doc image of the data transmitted, which is verified against the 
uploaded data during adjudication and the quality assurance audit process. 


We monitor our compliance with internal, regulatory and contractual claims processing 
requirements through: 


 Internal Claims Quality Control Department Audits 


 Random Audits 


Internal Claims Quality Control Department Audits 
We ensure compliance with our claims processing policies and procedures through rigorous 
daily reporting and monitoring as well as periodic audits conducted by our Internal Claims 
Quality Control (ICQC) department. ICQC’s formal pre-payment audit program reviews and 
verifies any claims exceeding the processing analyst’s security payment threshold prior to 
payment. Results are tabulated, trended and summarized monthly. 


The extensiveness of our ICQC audit program enhances our ability to identify and correct 
errors before payment is issued. Other audits as listed below also facilitate identification and 
correction of incorrectly paid claims that were not identified in the prepayment audits. 


Random Audits 
We conduct several random audits on all claims types (regardless of payable amount) for 
financial and procedural accuracy. Any errors discovered are returned to the claims analysts 
for correction, with follow-up analysis of error trending. This information is used for in-service 
training sessions and individual coaching. 


The following table breaks out each of the above-referenced audits and their resulting reports. 


Report Name Purpose of Report 
Prepayment Audits  All claims over the individuals Analysts' payment limit (usually $1,000). 


Audit Trails 
Claims adjudicated the previous business day that paid at $1,000 or 
greater and in 01 status, which means they are paid and ready to release 
with the next check write. 


Random Audit 


Claims adjudicated with a payable amount not less than $1,000. The 
report is run the first of each week for the claims adjudicated the 
previous week. Eight claims per analyst per week are randomly selected 
by the system. 


Reconsideration Audits 
Claims that are true reconsiderations (i.e., claims paid as an adjustment 
to a previous claim that must be audited prior to check write).  


Duplicate Claims Audit: 
Status 01 


Possible duplicate claims adjudicated the previous business day (in 01 
status) that will be disbursed on the next check write. Claims are 
reviewed to verify duplication. 


Duplicate Claims Audit: 
Status 02 


Possible duplicate claims in 02 status. Claims are reviewed to verify 
duplication. 
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4.10.5.4 The Vendor shall allow network and non-network providers to submit an initial claim for 
covered services. The Vendor shall allow all network providers to submit claims for reimbursement 
up to ninety (90) days from the last date of service and non-network providers one hundred and 
eighty (180) days from the last date of service unless a shorter time period is negotiated. Vendor shall 
allow providers of emergency transportation 180 days from the last date of service to submit claims 
for reimbursement. The Vendor’s claims payment system shall use standard claim forms wherever 
possible. In addition, the Vendor shall have the capability to electronically accept and adjudicate 
claims 


Claims Filing Timeframes 
We currently accept claims from both network and non-network providers for covered services 
in accordance with the following timeframes: 


 Network providers may submit claims for reimbursement up to 90 days from the last date 
of service 


 Non-network providers may submit claims for reimbursement up to 180 days from the last 
date of service (unless a shorter time period is negotiated) 


 Providers of emergency transportation may submit claims for reimbursement up to 180 
days from the last date of service 


To ensure compliance, we have programmed Facets, our industry-leading claims processing 
platform, with edits that allow provider submission according to DHCFP-mandated timelines. 


Electronic and Paper Claims Filing and Adjudication 
We accept claims electronically and on DHCFP-mandated paper claim forms from both 
network and non-network providers. Paper claims are received through the mail. Providers 
submit claims and encounters directly to clearinghouses, which then transmit the claims and 
encounters to HPN in a HIPAA-compliant format. Files are received via a secure file transfer 
protocol (SFTP) directory. Submitting via EDI is the preferred method for claims submission, 
as it allows for much faster payment to the providers and less risk of claims getting lost in the 
mail. However, once they are received and undergo initial processing, all claims and 
attachments — whether on paper or electronic — are processed by our leading-edge Facets 
claims platform, with the same system edits being applied concurrently to both paper and 
electronic claims. 


We currently accept and adjudicate 91 percent of our facility, professional and dental claims 
and encounters electronically. 


4.10.5.5 The Vendor’s claims processing system shall ensure that duplicate claims are denied. In 
addition, this system must include edits for unbundling and edits for certain provider types where 
DHCFP’s payment responsibility is for federal share only. 


We manage denial of duplicate claims through our industry-leading claims platform, Facets, 
which automatically identifies all claims that may potentially be a duplicate, immediately 
denying those that can be definitively identified as duplicate and pending those that require 
further research. 


The following table, which lists the number of duplicate claims we have detected and denied 
over the past three years, illustrates the efficiency of those edits: 
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2012 Cost Avoidance 
through Clinical Edits* 


$998,706.32 
*Figure based on annualized first 
and second quarter 2012 
Medicaid specifics 


Year 
Volume of Denied 
Duplicate Claims 


2012 (YTD) 29,980 
2011 46,375 
2010 40,238 


Our longstanding history of timely and accurate claims processing in the State of Nevada is due 
to our experienced claims management staff, our robust claims and IT infrastructure, our 
rigorous audit processes, our detailed reporting and our adherence to regulatory and 
contractual requirements. These combined processing and payment resources ensure: 


 The detection and denial of incidental, unbundled and 
redundant services through a robust clinical editing system, 
with clinical editing software based upon CMS NCCI 
criteria 


 Duplicate claim detection, age and gender editing, eligibility 
verification and matching to required prior authorizations 
and referrals through a processing system built with a 
multitude of editing capabilities 


 Detection of fraudulent billings through a dedicated Fraud Unit 


 Identification of payment errors and correction prepayment through a rigorous 
prepayment audit program, further allowing management the opportunity for re-educating 
staff members based upon identified discrepancies 


The following table lists several of the most common reasons for claims denials: 


Facet System Edit Result 


Eligibility 
Active: Allow 
Termed: Deny 


Definite Duplicate Denied as duplicate 
Possible Duplicate Pended for analyst determination 
Clinical Editing Incidental, unbundled, redundant 
Non-Covered Benefit Denied as not covered 
Gender Correct for CPT code billed 
Age CPT Code compatible 
Referral Required and exists 
Prior Authorization Required and exists 
Interim Claim Other related facility claims on file 


4.10.5.6 The Vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) 
and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6). The Vendor agrees for 
valuable consideration that NRS §695C.185 and NRS§695C.128 shall apply to the terms of any 
contract entered into as a result of this RFP. The Vendor and its providers may, by mutual agreement, 
establish an alternative payment schedule but such a schedule must be stipulated in the provider’s 
network contract. 


Since we first started processing claims for DHCFP in 1997, we have successfully processed 
millions of claims for Medicaid and Nevada Check Up members. During the current contract 
(2006-year-to-date 2012), we have processed more than 3.4 million claims. We are in full 
compliance with 42 CFR 447.45d (2) and (d) (3) and the specifications of 447.45(d) (5) and (d) 
(6), as demonstrated by our success in exceeding both State and federal timely payment 
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requirements of 90 percent of all claims processed within 30 calendar days and 99 percent 
processed within 60 calendar days. 


The table below illustrates our strong performance in timely claims payment. 


Year Claims Processed in 30 Days Claims Processed in 60 Days 
2010 97.64%* 100.00%** 
2011 91.49%* 99.91%** 


2012*** 98.12%* 99.99%** 
*Performance far surpasses both state and federal regulation percent requirement. 
**Performance far surpasses state and federal regulation requirements for both percent and timeframe. 
***2012 results are complete through the first, second and third quarters. 


We further agree for valuable consideration that NRS §695C.185 and NRS§695C.128 will apply 
to the terms of both our existing contract with DHCFP as well as any contract we may enter 
into as a result of this RFP. We work collaboratively with our provider network on many 
issues, including establishing and documenting in our network contracts an alternative 
payment schedule. 


4.10.5.7 The Vendor shall verify that reimbursed services were actually provided to enrolled 
recipients by providers and subcontractors. 


We verify the provisioning of reimbursed services through our Claims department’s well-
established fraud, waste and abuse processes, including: 


 We verify the validity of every transaction through reconciliation of daily claims 
information from our tracking database against valid claims uploaded into the claims 
processing system and rejected claims from the EDI files, ensuring the integrity of the data 
being received. 


 Specially trained staff are assigned to analyze utilization reports and conduct random and 
target audits on high-volume providers and on providers for whom a member complaint 
was received regarding rendered and/or billed services. 


 We have implemented customized reporting to scrutinize claim submission and utilization 
patterns for inconsistencies or deviations from any established patterns, including billing, 
utilization and demographics. 


 Our Special Investigative Unit (SIU) will request additional customized reports as necessary 
through our Healthcare Informatics department. 


The following table illustrates the effectiveness of our efforts to detect and prevent all manner 
of fraud, waste and abuse: 


 
Cases 


Received 
Cases 
Closed 


Offsets Savings Recoveries 
Cost 


Avoidance 
Total 


2011 Total 258 267 $13,266.05 $724,452.97 $421,984.93 $0.00 $1,159,703.95 
2012 YTD 227 246 $0.00 $228,264.16 $28,040.23 $766,871.99 $1,023,176.38 


**Note: Includes all lines of business. 


In addition, all HPN employees are required to undergo FWA training immediately upon hire 
and annually thereafter, with employees in our Claims, Member Services, and Provider 
Services departments receiving intensive training on the False Claims Acts, focusing on 
identifying and reporting potentially fraudulent medical claims. 
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Success of HPN’s 
Medical Record Reviews 


While examining bills to evaluate the 
appropriateness of the services 
rendered, Faith, an HPN RN, noticed a 
charge for hospital staff administration 
of infusion therapy. Because the cost 
of administration is built into the 
charge for specialty injectable drugs, 
Faith denied the redundant charge 
from the hospital. 


4.10.5.8 The Vendor shall provide DHCFP with information prior to implementation of any changes 
to the software system to be used to support the claims processing function as described in the 
Vendor’s proposal and incorporated by reference in the contract. 


Throughout our longstanding partnership, we have fully informed DHCFP of any changes to 
Facets, the software platform we use to support efficient claims processing. Since we began 
using Facets in 1999, we have provided notification to DHCFP of all implementations of custom 
enhancements and extensions for improving the functionality and performance of this industry-
leading managed care platform. We notified DHCFP prior to the most recent upgrade, which 
took place over Labor Day weekend (2012). 


4.10.5.9 A medical review of claims will be conducted when the appropriateness of service, 
procedure, or payment is in question. Medical reviews must be conducted by a licensed medical 
clinician(s). 


Under our existing contract with DHCFP and in 
compliance with the requirements of this RFP, we 
conduct a medical review of claims whenever the 
appropriateness of service, procedure or payment is in 
question. We have been providing this service to the State 
for the past 12 years. Coding issues are addressed by our 
internal Medical Adjudication department (MAD), which 
reviews claims to determine accurate coding levels for 
processing. The MAD comprises three clinical claims 
review registered nurses (RNs), one manager of clinical 
claims review RN, and one administrative support staff 
member. 


Our clinical claims review process focuses on four main areas: 


 Claims Coding System: Facets, our industry-leading claims processing platform, uses a 
coding system based upon CMS’s NCCI to identify and reject claims containing 
inappropriate codes. This automatic process not only prevents inappropriate payment, it 
also enables providers to correct administrative coding errors and resubmit claims without 
substantial delay in processing and payment. 


 Emergency Room Services: Our RN clinical claims reviewers manually examine all 
emergency room claims and route for payment any services that meet the definition of 
“emergency”. Claims submitted for emergency room services that do not satisfy medical 
appropriateness requirements are routed to a physician for further examination and denial. 


 Level of Care Coding: RN clinical claims reviewers examine claims for appropriate level of 
care (LOC) coding and, when necessary, reduce the LOC to the appropriate level prior to 
payment. 


 Non-Covered Services: Claims for services that require prior authorization are reviewed for 
medical necessity. Our RN clinical claims reviewers will route for payment all such claims 
that meet the threshold for medical necessity. Claims for services that do not appear to be 
medically necessary are referred to a physician for further review and possible denial. 


The following table illustrates the savings realized through our processes for medically 
reviewing claims to ensure the appropriateness of a service, procedure or payment: 
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2011 Estimated Savings Report: MAD Denials for Specific Explanation of Benefits (EOB) Codes
Total Billed Charges Denied for Selected EOB Codes $43,654,991.23 
Estimated Denied Charges not Paid for Selected EOB Codes $33,177,793.33 
Estimated Net Savings $7,630,892.47 


*Includes all lines of business 


4.10.6 Financial Solvency 


The Vendor must demonstrate that it has adequate financial reserves and administrative ability to 
carry out its contractual obligations. The Vendor must maintain financial records and provide 
DHCFP with various financial statements upon request and as outlined in the contract and 
Attachment I, Forms and Reporting Guide, including any revisions or additions to the document. 


4.10.6.1 The Vendor will submit a copy of its annual Independent Audit Report to DHCFP, as 
submitted to the Division of Insurance. 


4.10.6.2 The Vendor will submit its quarterly and annual financial reports to DHCFP. 


HPN currently maintains financial records and provides DHCFP with various financial 
statements upon request and as outlined in the current contract and will continue to do so with 
the start of the new contract. We will submit a copy of our annual Independent Audit Report 
and our quarterly and annual financial reports to DHCFP. Our last annual Independent Audit 
Report included our financial statements as of and for the years ended December 31, 2011 and 
2010 and was signed by our independent audit firm on April 26, 2012. 


4.10.7 Third-Party Liability and Subrogation 


Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program (e.g., 
Medicare), including group health plans, as defined in Section 607(1) of the Employee Retirement 
Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 6035 of the 
Deficit Reduction Act of 2005. TPL also includes the Coordination of Benefits (COB) cost avoidance 
and COB recovery. Under Section 1902(a) (25) of the Social Security Act, DHCFP and its providers 
are required to take all reasonable measures to identify legally liable third parties and treat verified 
TPL as a resource of the Medicaid and CHIP recipient.  


Subrogation is the principle under which an insurer that has paid a loss under an insurance policy is 
entitled to all the rights and remedies belonging to the insured against a third party with respect to 
any loss covered by the policy. 


The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the State’s 
authorized agent for the limited purpose of TPL collection, within the limitation of the Fair Debt 
Collection Practices Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR § 
433.135 et seq and 42 CFR 433.147. The managed care organization’s capitated payments include an 
offset in the rates for these collections. The contracted managed care organization shall vigorously 
pursue billing prior resources as these amounts are considered part of their risk based capitation 
payment. The managed care organization is required to secure signed acknowledgements from 
enrolled Medicaid recipients or their authorized representative confirming any prior resources (e.g., 
Medicare, worker’s compensation, private insurance, etc.). 


The contracted managed care organization must pursue third-party liability in accordance with 42 
CFR 433.139. The Vendor must also determine if casualty claims are filed and recover costs through 
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subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization may 
utilize the EVS eligibility system to assist in accomplishing this objective.  


The managed care organization is responsible not only for pursuing third-party resources that it 
identifies but also for pursuing third-party resources identified and communicated to the managed 
care organization by DHCFP. 


All information on the third party, including collections and collection attempts, are to be reported to 
DHCFP (including circumstances under which the third party refuses to pay) on the Third Party 
Quarterly Report located in the Forms and Reporting Guide. TPL and subrogation collections may 
also be reported to DHCFP through encounter data and other required reports. The DHCFP will 
monitor and evaluate the managed care organization’s TPL and subrogation collection reports to 
validate collection activities and results. The managed care organization will then be expected to 
meet or exceed baseline target collections as determined by DHCFP and its actuaries. The baseline 
target amount will be built into future rates. If the managed care organization does not meet or exceed 
baseline TPL and subrogation collections, DHCFP will conduct a review to determine if there is a 
legitimate reason. If there is no legitimate reason as determined by the Division, the difference 
between baseline and actual collections will be deducted from the managed care organization’s costs 
before the data is used to set future rates. DHCFP will prospectively adjust capitation rates to account 
for expected TPL collections. 


Vendor is required to obtain TPL information independently of DHCFP for the purpose of avoiding 
claim payments or recovering payments made from liable third parties.  TPL recovery may be 
incorporated into capitated rate development by DHCFP and its actuary. Vendor has 365 days from 
claim paid date to recover TPL payment; after 365 days, Vendor forfeits the right to recovery to the 
State unless Vendor can provide evidence that the recovery effort is active and/or in dispute. 


Throughout our relationship with DHCFP, HPN has acted as the State’s authorized agent for 
the limited purpose of TPL collection. We fully understand that our capitated payments include 
an offset in the rates for these collections, and we vigorously pursue billing prior resources in 
recoupment of part of our risk-based capitation payment. HPN is currently in compliance with 
all DHCFP requirements regarding: 


 All TPL and subrogation reporting requirements cited in Attachment I Forms and 
Reporting Guide 


 Meeting or exceeding baseline target collections as determined by DHCFP and its actuaries, 
with baseline target amounts built into future rates 


 Remediating a potential failure to meet or exceed baseline TPL and subrogation collection 
targets 


Cost Avoidance and Payment Recovery 
HPN has established efficient policies and procedures for identifying, billing and collecting 
payments from members or other liable parties (e.g., third-party coverage carriers). 


Effective recovery of third-party dollars is essential to the State of Nevada and its health care 
program. The escalating cost of health care programs and federal regulations dictate the need 
for flexible methods to ensure that DHCFP is the payer of last resort for services rendered to its 
Medicaid and Nevada Check Up members. HPN has implemented proven third-party liability 
(TPL) processes and procedures to carry out TPL discovery, cost avoidance and recovery 
activities. Under our existing contract, we provide meaningful help to DHCFP in keeping costs 
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 2011 COB Savings 


COB Savings: 
$2,269,827.23 


COB Diversion:  
$4,914,884.39 


under control. Our experienced TPL staff provides careful oversight and diligently researches 
and tracks indication of other third-party coverage. 


Third-Party Liability 
The most effective approach to TPL is cost avoidance, under which claims covered by other 
available resources are prevented from processing. HPN’s sophisticated IT infrastructure uses 
proprietary software to expedite identification of members with other forms of insurance and 
isolate any claims that must be submitted to other payers. This process ensures our ability to 
quickly inform the State via confidential electronic transmission of any discrepancies, further 
enabling the State to investigate the third-party coverage status of a Medicaid or Nevada Check 
Up member. Once TPL is identified and verified directly with the other payer, HPN 
coordinates activities to ensure costs for services are either avoided or recovered from the liable 
party. If TPL cannot be established timely by HPN, the claim is adjudicated and post-payment 
recovery is pursued, as appropriate. 


HPN’s policies and procedures ensure Medicaid is always the payer of last resort through 
thorough investigation of claims for potential third-party payers. Claims exceeding $150 for 
members with suspected or known third-party liability are automatically forwarded to the 
Coordination of Benefits (COB) department. COB staff reaches out to members to solicit 
information on additional insurance coverage as well as details for any claims with accident- 
related diagnoses. 


HPN identifies evidence of overlapping coverage through a variety of information resources, 
including: 


 TPL resources identified and communicated to HPN by DHCFP 


 DHCFP’s EVS eligibility system 


 Internal HPN units (e.g., prior authorization and member services) 


 Provider claims 


 Member COB questionnaires 


 Signed member/authorized representative acknowledgements confirming any prior 
resources 


 Explanations of benefits (EOBs) submitted with claims 


Once third-party liability has been confirmed, HPN vigorously pursues reimbursement. In 
compliance with federal and state regulations, claims for prenatal services are paid prior to 
confirming third-party liability. 


Coordination of Benefits 
When HPN identifies a member who has health coverage through 
an alternative primary payer, we document the information and 
apply a coordination of benefits flag in our Facets claims system. 
This flag allows us to apply COB determinations at the time of 
claims processing. Once a member has been identified as having 
other coverage as a primary payer, the member’s claims history 
is audited and any overpayments identified are referred for post-
payment recovery. Recovery dollars are tracked and reported to DHCFP monthly. 
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2011 Post-Payment 
Recoveries 


$1,245,745.33 


2011 Subrogation 
Savings 


$183,479.14 


All members with alternative primary coverage are identified in HPN’s claims system and 
updated every 12 months. To assist the State with TPL determination and potential recovery of 
Medicaid funds from claims paid on behalf of Medicaid and Nevada Check Up members, HPN 
provides DHCFP this electronic membership file on a quarterly basis for transmission to the 
State’s third-party liability vendor. 


Retrospective Post-Payment Recoveries 
We use an auto-recoupment process for overpayments through 
our core transaction system, Facets. When an overpayment to a 
provider has been identified post-claims payment, we send the 
provider a letter requesting an immediate refund or advising the 
provider to file an appeal within 30 days. If the provider does not 
respond within 30 days, we send a second letter that allows the provider an additional 30 days. 
At the end of that time, we send a third and final letter allowing another 10 days for payment 
before the affected claim is down-adjusted and the overpayment referred for collection. 


In accordance with our established procedures, post payments from third parties are recorded 
as offsets to claims payments. We report to DHCFP monthly any monies recovered from third-
party or primary payers via an encounter file and a COB subrogation report. 


Subrogation 
HPN files subrogation liens on paid medical claims that are the result of 
an accident. We review and update our subrogation files every 90 days. 


4.10.8 Reserving 


As part of its accounting and budgeting function, the Vendor will be required to establish an 
actuarially sound process for estimating and tracking incurred but not reported claims (IBNRs). The 
Vendor must provide documentation of the IBNRs review and certification by an actuary. The 
Vendor must reserve funds by major categories of service (e.g., hospital inpatient, hospital outpatient, 
physician, and pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs). As part of 
its reserving methodology, the Vendor must conduct annual reviews to assess the actuarial validity of 
its reserving methodology, and make adjustments as necessary. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN has established an actuarially sound process for estimating and tracking incurred but not 
reported claims (IBNRs) as part of our accounting and budgeting operational procedures. We 
provide DHCFP documentation of actuarial review and certification of IBNRs. We also reserve 
funds by major categories of service (e.g., hospital inpatient, hospital outpatient, physician, and 
pharmacy) to cover both IBNRs and reported but unpaid claims (RBUCs) and conduct annual 
reviews to assess the actuarial validity of our reserving methodology, making any adjustments 
necessary. The IBNR/RBUC reserves are estimated monthly based upon HPN’s actuarial 
reserving models, with appropriate adjustments for any particular aspects in the current 
month’s data (e.g., variations in claims payment and reporting patterns, emerging claims cost 
trends and catastrophic claims) as well as any potential liabilities arising from claims disputes 
with providers. The reserves are also actuarially reviewed at the national UnitedHealthcare 
Business Unit level before being finalized each month. 
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4.10.9 Prohibition on Payments to Institutions or Entities Located Outside of the United 
States  


Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act (the 
Act), the Vendor shall not provide any payments for 


items or services provided under the State Plan or under a waiver to any financial institution or entity 
located outside of the United States (U.S.). 


Payments for items or services provided under the State Plan to financial institutions or entities such 
as provider bank accounts or business agents located outside of the United States are prohibited by 
this provision. Further, this Section prohibits payments to telemedicine providers located outside of 
the U.S. Additionally; payments to pharmacies located outside of the U.S. are not permitted. 


Any payments for items or services provided under the State Plan or under a waiver to any financial 
institution or entity located outside of the U.S. may be recovered by the State from the Vendor. 


For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term “United 
States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act 
defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin Islands, Guam, 
the Northern Mariana Islands, and American Samoa, when used under Title XIX. 


The phrase, “items or services provided under the State Plan or under a waiver” refers to medical 
assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks that 
support the administration of the Medicaid State Plan that may require payments to financial 
institutions or entities located outside of the U.S. are not prohibited under this statute. For example, 
payments for outsourcing information processing related to Plan administration or outsourcing call 
centers related to enrollment or claims adjudication are not prohibited under this statute.  


HPN meets the requirements of Section 6505 of the ACA and will continue to do so with the 
new contract. We do not provide payments for items or services provided under the State Plan 
or under a waiver to any financial institution or entity located outside of the United States and 
will not do so under the new contract. 
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 Results-Oriented 
Grievance and Appeal Process 


 In 2002, we were commended for best practice in the 
appeal and grievance process 


 100% audit score for grievance and appeal processes 
in 2011 


 Grievance and appeal team is physically located in 
Nevada with core operations (claims, enrollment and 
provider and member services) to maximize timely 
collaboration and resolution 


 Established policies and procedures comply with 
DHCFP requirements 


 Professional, highly skilled staff 


 Established process for triage to identify standard or 
expedited appeals or grievances 


 All notices of action inform members or providers of 
their rights and steps to take 


 Random audits are conducted for compliance with 
DHCFP requirements 


Demonstrated Success 


 Our appeal rate per 1,000 members 
steadily declines  


 Our average rate per 1,000 
members is 0.67 compared to 3.2 
per 1,000 in 10 other states 


 100% resolution within 30 days 


4.11 Grievances, Appeals and Fair Hearings 


The Vendor shall establish a system for members, which includes a grievance process, an appeal 
process, and access to the State Fair Hearing system. The Vendor shall establish a similar system to 
resolve disputes with providers. The Vendor must provide information about these systems to 
members at the time of enrollment and to providers and subcontractors at the time they enter into a 
contract. As described in Section 4.7.2 of this RFP, the Vendor must submit to DHCFP quarterly 
reports that document the grievance and appeal activities listed on the templates located in the Forms 
and Reporting Guide.  


Results-Oriented Grievances, Appeals and Fair Hearings Process 
As a Medicaid contractor since 1997, 
we maintain a structured grievance 
and appeals system that affords 
members recourse for having their 
issues addressed, documented, 
investigated and resolved in a 
professional, timely, consistent and 
uniform manner. Our approach is 
based upon established written 
policies and procedures for members, 
providers and subcontractors that 
outline the grievance and appeal 
process and define member rights 
regarding any disputes with HPN. We 
earned 100 percent on the grievance 
and appeals file review conducted 
during the 2011 EQRO audit.  


Our grievance, appeals and fair 
hearings processes are unrivaled, 
compliant and member-and provider-
friendly, and our low appeals rate confirms that the need for members or providers to request 
appeals is rare. For example, in 2011, we received 54,457 prior authorization requests of which 
1,263 were denied and only 80 appeal requests were received. In addition, a recent analysis of 
10 other states from UnitedHealthcare’s actual internal experience showed an average appeal 
rate of 3.2 per 1,000 members; our appeal rate is only 0.67 per 1,000 members, nearly an 80 


percent appeals rate reduction for our members as 
compared to the experience of these other states.  


The following chart shows the number of denials and 
requested appeals as compared to the number of prior 
authorization requests for 2011. 
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Compliance with DHCFP’s Grievance and Appeal Requirements 
We comply with all DHCFP’s requirements for providing grievance and appeal information to 
members as well as providers and subcontractors. Upon enrollment, each member receives a 
copy of the Member Handbook in English or Spanish that contains a detailed description of 
what to do when they have a grievance and how to file an appeal or request a State Fair 
Hearing when appropriate. In addition, any unfavorable notice of action issued by us informs 
the member and provider of their grievance, appeal or State Fair Hearing rights. 


When providers and subcontractors join our network, they receive an introductory letter, a 
copy of the Provider Summary Guide and an executed contract. The Provider Summary Guide 
contains current information specific to the Medicaid and Nevada Check Up plan, including 
our provisions pertaining to members’ rights and responsibilities.  


In addition, we communicate our grievance and appeals process to members, providers and 
subcontractors at least annually through various media including the Member Handbook, 
member newsletters, the provider manual, fax and telephone notification when appropriate, 
specific written notification and website information. For the convenience of our members, we 
also include the instructions for submitting a grievance or appeal on the back of every 
explanation of benefits (EOB) statement.  


Reporting Grievances and Appeals Results 
As the current Medicaid contractor, we provide quarterly reports to DHCFP that identify the 
grievances and appeals volume and resolution information in the required format. These 
reports confirm that we have successfully achieved a steady decline in appeal volume year over 
year as measured per 1,000 members.  


Since 2009 our Medicaid appeals rate per 1,000 members has decreased as illustrated in the 
following graphic 
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We attribute our success in part to extensive efforts to more effectively communicate with 
members regarding benefits and outstanding member services assistance for members when 
obtaining covered benefits and access to the provider network. Our extremely low appeal rate 
demonstrates that the need for members to request an appeal is rare; further evidence that 
members receive the services to which they are entitled. 


Likewise, our grievance resolution results continue to exceed DHCFP’s requirements. While 
DHCFP requires grievance resolution within 90 days, we consistently resolve grievance within 
30 days. The following table illustrates our performance for resolution of Medicaid grievances 
for the years 2009 through 2012.  


 2009 2010 2011 2012* Total 
% resolved in 30 days 100% 100% 100% 100% 100% 


*Through third quarter 2012 


4.11.1 Enrollee Grievances and Appeals 


The authority for the following provisions concerning Enrollee Grievances and Appeals is found in 
42 CFR 438 Subpart F (Subsections 400-424).  Additional and cross-referenced regulations include 
42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) 
(1), 438.210(c), 483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the 
provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


The Vendor’s enrollee grievance and appeal system must be in writing and submitted to DHCFP for 
review and approval at the time the Vendor’s Policies and Procedures are submitted, and at any time 
thereafter when the Vendor’s enrollee grievances and appeals policies and procedures have been 
revised or updated (not including grammatical or readability revisions or updates). The Vendor may 
not implement any policies and procedures concerning its enrollee grievance and appeal system 
without first obtaining the written approval of the DHCFP. 


An enrollee or an enrollee’s representative (including a provider on behalf of an enrollee) may file a 
grievance or submit an appeal directly with the DHCFP. However, such grievances and appeals will 
be referred to the Vendor for resolution. In the event a provider files an appeal on the enrollee’s 
behalf, the provider must first obtain the enrollee’s written permission with the exception of an 
expedited appeal (Refer to RFP Section 4.11.4.3).  
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Unsurpassed Experience 


 Members can request a grievance or appeal orally, in 
writing or in person in our Las Vegas office 


 Highly skilled professionals review, research, investigate 
and resolve appeals and grievances 


 Provide assistance for hearing impaired and translation 
services for non-English speakers 


In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, but if not satisfied 
with the outcome, may request a State Fair Hearing from the DHCFP. The Vendor is required to 
provide access to and information about the State Fair Hearing process in the event an enrollee’s 
appeal is not resolved in favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


An enrollee may file an appeal or grievance either orally or in writing. Unless the enrollee has 
requested an expedited resolution, an oral appeal may be followed by a written, signed appeal. If a 
grievance or appeal is filed orally, the Vendor is required to document the contact for tracking 
purposes and to establish the earliest date of receipt.  There is no requirement to track routine 
telephone inquiries. 


For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone inquiry 
by the content of the inquiry.  An appeal is a specific request for review of one of the following 
actions: 


4.11.1.1 The denial or limited authorization of a requested service; 


4.11.1.2 The reduction, suspension or termination of a previously authorized service; 


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


4.11.1.4 The failure to provide services in a timely manner; or 


4.11.1.5 The failure of a Vendor to act within the required timeframes for resolution and notification 
of appeals and grievances. 


A grievance is an expression of dissatisfaction about any matter other than one of the actions listed 
above. Possible issues for grievances include, but are not limited to, access to care, quality of 
services, interpersonal relationships between Vendor staff and enrollees, and failure to respect an 
enrollee’s rights. 


As the Medicaid contractor since 
1997, we comply with all DHCFP 
requirements by submitting updates 
or revisions of the appeals and 
grievance policies and procedures for 
written approval prior to 
implementation. Additionally, we 
have a process in place for annual 
review of appeals and grievance 


policies to affirm compliance with DHCFP requirements. We accept appeals or grievance either 
orally or in writing from a member or member’s representative. Members and providers may 
contact the Member Services department telephonically or in person to submit an appeal or 
grievance. Further, members may also submit their request in writing or via facsimile. If a 
request is received in another department, there is an established process to forward the 
request to the CR&R department within 24 hours. As with all other services for our members, 
we provide assistance to hearing impaired members through the 711 relay service, and for non-
English speaking members through interpreters or oral or written translation services.  


When a provider files an appeal on a member’s behalf, the appeal coordinator reviews the 
appeal to confirm that all requirements are met before processing. If the provider does not 
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have written permission from the member, we contact the member within 24 hours to confirm 
the provider is acting on instructions from the member. The exception to this process is when a 
provider submits a request for an expedited appeal. 


Highly Skilled Staff Review Each Request 
We have a triage team in place to identify appeal requests. This team is highly skilled in 
differentiating between an appeal and a grievance. We adhere to DHCFP’s definition of an 
appeal as a notice of action when one of the following has occurred:  


 The denial or limited authorization of a requested service 


 The reduction, suspension or termination of a previously authorized service 


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


 The failure to provide services in a timely manner 


 The failure of a vendor to act within the required time frames for resolution and 
notification of appeals and grievances 


 The type or level of service 


 The termination of a previously authorized service 


We have a process in place in which the member must exhaust the appeal process before 
requesting a State Fair Hearing, as documented in our policies and procedures and in the 
Member Handbook. The member is also informed in the notice of action for an unfavorable 
action of the right to a State Fair Hearing.  


We also have a comprehensive review process for grievances. A member or provider can 
submit a grievance for dissatisfaction for any reason, including, but not limited to quality of 
care, quality of service or failure to respect the member’s rights. As part of our commitment to 
quality, all grievances are reviewed by our Quality Management department and investigated 
for trending or action as they deem appropriate. If a grievance is deemed non-care related, it is 
treated through the internal complaint process for resolution. We are fully confident in our 
ability to continue to meet all processing requirements for grievances and appeals. 


In 15 years as a Medicaid contractor, we have not had a single case go through the entire State 
Fair Hearing process – indicating the high level of efficiency and accuracy of our processes as 
well as a high level of member satisfaction. 


4.11.2 Authorization and Notice Timeliness Requirements 


The Vendor must provide standard authorization decisions as expeditiously as the enrollee’s health 
requires and within the State’s established timelines that may not exceed fourteen (14) calendar days 
following receipt of the request for service, with a possible extension of up to fourteen (14) additional 
calendar days if the enrollee or provider requests the extension; or, the Vendor justifies (to the 
DHCFP upon request) a need for additional information and how the extension is in the enrollee’s 
interests. 


For cases in which a provider indicates or the Vendor determines that following the standard 
timeframe could seriously jeopardize the enrollee’s life or health or ability to attain, maintain, or 
regain maximum function, the Vendor must make an expedited authorization decision and provide a 
Notice of Action as expeditiously as the enrollee’s health condition warrants and no later than three 
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(3) working days after receipt of the request for service. The Vendor may extend the three (3) 
working days time period by up to fourteen (14) calendar days if the enrollee requests an extension or 
if the Vendor justifies (to the State upon request) a need for additional information and how the 
extension is in the enrollee’s interest. 


We comply with the State’s established authorization and notice timeliness requirements as 
described above. Requests are processed as expeditiously as the member’s health status 
requires, but not later than 14 calendar days following the request. While this can be extended 
14 days if the member or the provider requests an extension, or if we justify to DHCFP the 
need for additional information, and that the extension is in the member’s interests, we rarely 
request an extension.  


The following table illustrates our average turnaround times (TAT) for standard and expedited 
authorization requests in 2011: 


Type of Authorization Request Status 
2011 


Average TAT 
Approvals Standard 5.12 days 
Approvals Expedited 2.05 days 


Denials Standard 8.04 days 
Denials Expedited 1.24 days 


When a provider or HPN determines that the standard time frame can jeopardize the 
member’s health or ability to attain, maintain, or regain maximum function, the authorization 
decision is expedited and a notice of action provided as quickly as the member’s health 
condition warrants and no later than three working days after receipt of the request. We may 
extend the three working days’ time period by up to 14 calendar days if the member requests 
an extension or if we justify to the State upon request a need for additional information and 
how the extension is in the member’s interest. 


Authorization decisions are communicated to the provider (facility or individual) and member 
within the required time frames: 


We employ licensed and trained prior authorization staff, including nurses, pharmacists, 
physicians, behavioral specialists and other clinicians who apply consistent medical necessity 
criteria for authorizing medical, behavioral, pharmacy, dental and other health care services. 
We have processes in place to: monitor and confirm all members, including those with special 
health care needs, have direct access to care; attain consistent application of review criteria for 
decisions requiring authorization and confer with the requesting provider as needed. 


4.11.3 Notice of Action 


The Vendor must provide a written notice of action to the enrollee when the Vendor takes action or 
makes an adverse determination affecting the enrollee. If a provider has made a request on an 
enrollee’s behalf and the Vendor makes an adverse determination, the provider must be notified but 
this notification need not be in writing. 


To ensure ease of understanding by non-English speaking or visually impaired enrollees, or enrollees 
with limited reading proficiency, the written notice to the enrollee must meet the language and format 
requirements of 42 CFR 438.10(c) and (d). 


A written notice of action to the enrollee must meet the following requirements and must explain: 
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4.11.3.1 The action the Vendor or its subcontractor has taken or intends to take; 


4.11.3.2 The reasons for the action; 


4.11.3.3 The enrollee’s or the provider’s right to file an appeal; 


4.11.3.4 The enrollee’s right to request a State Fair Hearing after the enrollee has exhausted the 
Vendor’s internal appeal procedures; 


4.11.3.5 The procedures for exercising the enrollee’s rights to appeal; 


4.11.3.6 The circumstances under which expedited resolution is available and how to request it; 


4.11.3.7 The enrollee’s rights to have benefits continue pending the resolution of the appeal, how to 
request that benefits be continued, and the circumstances under which the enrollee may be required to 
pay the costs of these services; 


4.11.3.8 That the enrollee may represent himself or use legal counsel, a relative, a friend, or other 
spokesman; 


4.11.3.9 The specific regulations that support, or the change in federal or State law that requires the 
action; and 


4.11.3.10 The enrollee’s right to request an evidentiary hearing if one is available or a state agency 
hearing, or in cases of action based on change in law, the circumstances under which a hearing will 
be granted. 


The Vendor must give notice at least ten (10) days before the date of action when the action is a 
termination, suspension, or reduction of previously authorized covered services. This timeframe may 
be shortened to five (5) days if probable enrollee fraud has been verified.  


The Vendor must give notice by the date of the action for the following circumstances:  


4.11.3.11 In the death of the enrollee;  


4.11.3.12 A signed written enrollee statement requesting termination or giving information requiring 
termination or reduction of services (where the enrollee understands that this must be the result of 
supplying that information); 


4.11.3.13 The enrollee’s admission to an institution where he is ineligible for further services; 


4.11.3.14 The enrollee’s address is unknown and mail directed to him has no forwarding address; 


4.11.3.15 The enrollee has been accepted for Medicaid services by another local jurisdiction; 


4.11.3.16 The enrollee’s physician prescribes the change in level of medical care; 


4.11.3.17 An adverse determination made with regard to the preadmission screening requirements for 
nursing facility admissions on or after January 1, 1989; or 


4.11.3.18 The safety or health of individuals in a facility would be endangered; the residents health 
improves sufficiently to allow a more immediate transfer or discharge; an immediate transfer or 
discharge is required by the resident’s urgent medical needs; or the resident has not resided in a 
nursing facility for thirty (30) days (applies only to adverse action for nursing facility transfers). 


4.11.3.19 The Vendor must give a Notice of Action on the date of action when the action is a denial 
of payment.  
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4.11.3.20 The Vendor must give notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or expedited service 
authorizations. Untimely service authorizations constitute a denial and are thus adverse actions. 


4.11.3.21 Notice of Actions must include: 


A. The enrollee’s right to file a grievance if he or she disagrees with that decision; and 


B. The enrollee’s right to receive written resolution notice. In addition, reasonable efforts shall be 
made to provide oral resolution notice. 


Providing a Written Notice of Action 
We provide a written notice of action to the member following an adverse determination 
affecting a member. A provider submitting an appeal on a member’s behalf is also notified, 
although that notification may or may not be in writing. To make sure that the notice of action 
is easily understood, we comply with the language and format requirements outlined in 42 CFR 
438.10(c) and (d). For example, notices of action are provided in English or Spanish, the two 
prevalent languages spoken by our members. We also accommodate oral interpretation or 
translation services for those members who need it and alternative formats for visually 
impaired members.  


Components of Notice of Action 
A notice of action describes to the member exactly why the service was denied and what options 
the member has following the determination. At a minimum, the notice of action:  


 Describes the intended or taken action, including the rationale for the action 


 Explains the member’s or provider’s right to file an appeal or to request a State Fair 
Hearing if the member has exhausted the appeal process, including the procedures for 
exercising these options and requesting an expedited resolution if available 


 Explains the member’s rights to have benefits continue pending the resolution of an appeal, 
including how to request an extension of benefits and the possibility of being required to 
pay the costs of the services obtained 


 Explains that the member has a right to self-represent or to use legal counsel, a relative, 
friend or other spokesman 


 Describes the specific regulations that support, or the change to federal or state law that 
requires the action 


 Explains the member’s right to request an evidentiary hearing if one is available or a state 
agency hearing, or in cases of action based upon change in law, the circumstances under 
which a hearing is granted 


 Provides the member with information to obtain the notice in an alternate language, or 
assistance for a hearing-impaired member 


 Advises the member that Member Services is available to assist with any questions 
regarding the notice’s contents. 


The notice of action always contains information about the right of members to file grievances 
if they disagree with a decision and their right to receive at least written resolution, with a 
reasonable effort made to provide oral resolution notice. 
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Results-Oriented 


 Two-step quality assurance process for appropriate 
identification of an appeal or grievance 


 We exceed grievance resolution requirements 


 Since 2009 resolved100% of grievances within 30 
days as compared to 90 day requirement 


 Highly skilled staff 


 In 2002, we were commended for best practice in 
the appeal and grievance process 


Timeliness 
Written confirmation of a final decision to deny, reduce, suspend or terminate services is 
mailed to the member within the 14 day time frame required for standard or expedited 
requests. During our 2011 prior authorization audit, which includes compliance with notice of 
action requirements, we passed with no deficiencies identified and no corrective action plans 
needed. 


We acknowledge and comply with the State’s requirements to give notice at least ten days 
before that date of action when the action is a termination, suspension or reduction of 
previously authorized covered services. Further, we understand that the time frame may be 
shortened to five days if probable member fraud has been verified. 


We acknowledge and understand that a notice must be provided by the date of action for the 
circumstances described in 4.11.3.11 through 4.11.3.20 above.  


4.11.4 Handling of Grievances and Vendor Appeals 


The Vendor is required to dispose of each grievance and resolve each appeal and to provide notice as 
expeditiously as the enrollee’s health condition requires within the State’s established time frames 
specified as follows: 


4.11.4.1 Standard disposition of grievances: The Vendor is allowed no more than ninety (90) days 
from the date of receipt of the grievance. 


Handling Grievances and Appeals 
As demonstrated by our outstanding 
resolution rates, the Appeals and 
Grievances Unit has a triage team that is 
highly skilled in identifying grievances 
and appeals. In fact, in 2011, we received 
a score of 97 percent on the Grievances 
and Appeals audit Standard, and 100 
percent on grievance and appeals file 
reviews, which was conducted by 
DHCFP’s external audit organization. 
Triage occurs multiple times throughout 
the day to make sure all grievances are recorded and captured the same day they are received 
in the department. We use a two-step process to verify that all grievances and appeals are 
recorded, reported accurately and reflected in our quarterly report to DHCFP. During this 
process, one employee is responsible and accountable to appropriately determine if the request 
is a grievance, an appeal or both and enters the request into the secure triage log. In the second 
step, another employee repeats the process, but enters the information into our customized 
Complaint Tracking and Reporting (CTRS) system. On a weekly basis, the triage log is 
compared to CTRS to make sure all receipts are appropriately logged and accounted for.  


Grievance information is entered manually into the triage log and then entered into our 
tracking and reporting system. Entries are completed by two separate individuals and all data 
is validated on a weekly basis.  
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Exceeding DHCFP Requirements 
Although the DHCFP resolution requirement is 90 days for resolution, we exceed this standard 
with resolution within 30 days. The following table illustrates our performance for resolution of 
Medicaid and Nevada Check Up grievances for the years 2009 through 2012.  


 2009 2010 2011 2012* Total 
% resolved in 30 days 100% 100% 100% 100% 100% 


*Through third quarter 2012 


We attribute our success in maintaining a 100 percent resolution within 30 days to several 
contributing factors: 


 Appeals and grievances’ management team has a combined 39 years of experience in 
customer service and compliance. 


 Located on the Nevada market campus, appeals and grievances has access to claims, 
provider services and member service professionals, enabling many disputes to be resolved 
quickly and easily. For example, if we have an expedited appeal, our proximity to provider 
services allows us to engage them to assist in obtaining the needed records and have 
adequate time for a full and fair review of the clinical documentation without delay to the 
member. 


 We monitor reports twice daily to confirm 30 day resolution goal is not jeopardized.  


 The majority of the appeals and grievances staff began their careers in member services 
where they learned the functions of all internal departments and built a strong 
understanding of benefits, managed care guidelines, and claims.  


4.11.4.2 Standard resolution of appeals: The Vendor is allowed no more than thirty (30) days from 
the date of receipt of the appeal. 


All appeals are entered into the tracking and reporting database and reports are monitored a 
minimum of twice daily for compliance with DHCFP requirement.  


In 2002, we were commended as the best 
practice for appeals and grievances. In 
addition, our commitment to DHCFP 
compliance is evidenced by a 100 percent 
score for grievances and appeals file 
review in the 2011 audit conducted by 
DHCFP’s external quality review 
organization. The following chart 
illustrates our 2012 results (January 
through August) in resolving appeals 
within 30 days of receipt. 
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Provider Requests 


We expedite 100% of provider requests 
for expedited appeals. 


4.11.4.3 Expedited resolution of appeals: The Vendor is allowed up to three (3) working days from 
the date of receipt of the appeal. The Vendor is required to establish and maintain an expedited 
review process for appeals when the Vendor determines or the provider indicates that taking the time 
for a standard resolution could seriously jeopardize the enrollee’s life or health or ability to attain, 
maintain, or regain maximum function. The Vendor must ensure that punitive action is not taken 
against a provider who supports an expedited appeal. If the Vendor denies a request for an expedited 
resolution of an appeal, it must transfer the appeal to the standard resolution of appeals and make 
reasonable efforts to give the enrollee oral notice of the denial and follow up within two (2) calendar 
days with a written notice. 


We have an established process in place for review of 
appeals to determine if an appeal should be processed 
expeditiously. Reports are monitored at least twice daily 
to maintain compliance with DHCFP’s three working 
day requirement for resolution.  


A nurse or medical director expedites an appeal when requested by a provider or when 
indications are that a standard appeal can seriously jeopardize the member’s life or health or 
ability to attain, maintain or regain maximum function. The member, their designated 
representative or provider are notified orally and in writing within three working days of 
receipt of an expedited appeal request.  


Expedited appeals may be required in the following situations:  


 Inpatient stays for hospitals services 


 Life-threatening conditions or emergency care 


 Extended services for courses of services 


 Treatment, procedure or other health care in which a standard time frame for an appeal 
can significantly increase the risk to a member’s health  


If an expedited request does not meet the criteria for an expedited appeal, the appeal 
coordinator attempts to contact the member verbally a least twice, notifies the member within 
two calendar days and transfers the appeal to a standard appeal. Further, the member is 
advised of their right to file an expedited grievance regarding the denial of the expedited appeal 
decision. All expedited requests received from providers are accepted and processed as 
expedites.  


We confirm no punitive action is taken against a provider requesting an expedited appeal. 


4.11.4.4 The vendor must inform the enrollee of the limited time available to present evidence and 
allegations of fact or law, in person or in writing, in the case of the expedited resolution. 


Our notice of action informs the member that evidence and allegations of fact or law can be 
presented in person, in writing or by facsimile within 24 hours in the case of an expedited 
resolution. Upon receipt of an expedited appeal, we make three attempts within 24 hours to 
notify a member of their right to present evidence. In addition, we send the member a written 
acknowledgement letter explaining their rights and advising them how to provide 
corroborating information. Evidence can be submitted in person, in writing or by facsimile.  
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Nevada-based Approach 


We have never requested an extension. 


Onsite Assistance 


Member services and the appeals and 
grievances unit are located in Las Vegas 
to provide onsite assistance when 
requested.  


Perfect Audit Scores 


We scored 100 percent on 
acknowledgement letters in the 2011 
audit completed by DHCFP’s external 
audit organization.  


4.11.4.5 These time frames may be extended up to fourteen (14) days if the enrollee requests such an 
extension or the Vendor demonstrates to the satisfaction of the DHCFP that there is a need for 
additional information and how the extension is in the enrollee’s interests. If the State grants the 
Vendor’s request for an extension, the Vendor must give the enrollee written notice of the reason for 
the delay. 


We understand and confirm that the resolution time frame may be extended by 14 calendar 
days, with the approval of DHCFP for the following reasons: 


 If additional information is needed and the extension is in the member’s best interest. 


 If we are unable to resolve the grievance within the time frame defined by the State due to 
circumstances beyond its control, it may notify the member in writing on or before the last 
day of the time frame that it requires additional time to complete the investigation and 
resolve the grievance.  


Our Nevada location is a key element to our ability to 
create and nurture strong, collaborative relationships 
with our Nevada provider network—ultimately 
benefitting our Nevada members. We believe that our 
closeness and the strength of these relationships have virtually eliminated the need to request 
extensions. In fact, we have never requested an extension. 


In handling grievances and appeals, the Vendor must meet the following requirements:  


4.11.4.6 The Vendor must provide enrollees any reasonable assistance in completing forms and 
taking other procedural steps, including assisting the enrollee and/or the enrollee’s representative to 
arrange for non-emergency transportation services to attend and be available to present evidence at 
the appeal hearing. This also includes, but is not limited to, providing interpreter services and toll-
free numbers that have adequate TTY/TTD and interpreter capability; 


We provide assistance through our customer care 
professionals or appeals coordinators when a member 
or member’s representative needs help in completing 
forms, arranging for non-emergency transportation to 
attend an appeal hearing or to provide interpreter 
services when requested. Members can access 
assistance by telephone or in person. Our member 
services and appeal and grievance departments are located in Nevada and each has trained, 
highly skilled representatives, including Spanish-speaking staff, ready to provide assistance.  


For our members who need translation or interpreter 
services who need translation in languages other than 
Spanish, we can accommodate more than 170 
languages through our translation service. We also 
provide assistance for hearing-impaired members 
through the 711 relay service. 
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Audit Results 


Quarterly audits are performed across all 
lines of business. In 2011, We scored 
100% for compliance with this requirement. 


4.11.4.7 Acknowledge receipt of each grievance and appeal; 


We confirm that all appeals and grievances are acknowledged in writing as required by 
DHCFP. As reflected in our 2011 audit scores, we comply with this requirement 100 percent of 
the time. 


4.11.4.8 Ensure that the individuals who make decisions on grievances and appeals were not involved 
in any previous level of review or decision-making; and 


We confirm that during review of a grievance or appeal, there is a two-step process to verify 
individuals who make decisions on a grievance or appeal were not involved in any previous 
level of review or decision making. First, the appeal 
coordinator accesses claims and utilization 
management systems and the notice of action to verify 
the names of the individuals who made decisions in the 
previous level of review. Secondly, the reviewing nurse 
validates the appeal coordinator’s research and 
confirms the initial reviewer(s) and their subordinates are not used during the appeal process. 
In 2011, audit scores indicated a 100 percent compliance with this requirement. 


4.11.4.9 Ensure that the individuals who make decisions on grievances and appeals are health care 
professionals who have the appropriate clinical expertise, as determined by the State, in treating the 
enrollee’s condition or disease if the grievance or appeal involves any of the following: 


A. An appeal of a denial that is based on medical necessity; 


B. A grievance regarding the denial of an expedited resolution of an appeal; or 


C. A grievance or appeal that involves clinical issues. 


The appeals and grievances unit includes two Nevada-licensed nurses and 10 Nevada-
credentialed medical directors who conduct thorough assessments of appeals of a denial based 
upon medical necessity and other clinical issues to confirm that the decision rendered is made 
by a health care professional who has the appropriate clinical expertise, as determined by the 
State, in treating the condition or disease. We maintain diversity of clinical specialties in our 
staff of medical directors used for appeal review, specialties include the following: 


Specialty Number of Medical Directors 
OB/GYN 2 
Cardiology 1 
Internal Medicine 3 
Pediatric/Preventive Medicine/Genetics 1 
Pediatrics 1 
Family Practice 1 
General Surgery 1 


If needed, we engage an external review organization when we do not have the appropriate 
clinical expertise in treating the member’s condition or disease to provide an appropriate 
review. In 2011, out of 80 appeals only three cases required an external review – testament to 
the diverse clinical expertise of our medical directors. 
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Quality of care grievances that involve clinical issues are referred to the Quality Management 
department for review and action as they deem necessary. Quality Management is staffed with 
a team of physicians and nurses licensed in the State of Nevada. 


The process for appeals also requires: 


4.11.4.10 That oral inquiries seeking to appeal an action are treated as appeals (in order to establish 
the earliest possible filing date for the appeal) and must be confirmed in writing unless the enrollee 
requests expedited resolution; 


We confirm that we accept oral inquiries seeking to appeal an action as appeals to establish the 
earliest possible filing date for the appeal. The date of receipt for an appeal is considered the 
date on which it is received by HPN. All appeals, including oral appeals are acknowledged in 
writing. 


We track and confirm all appeals, including oral appeals as illustrated in the following table.  


Type of Inquiry 2010 2011 2012 
Verbal 32 33 11 
Written or fax 55 47 44 
Total requests confirmed in writing 87 80 55 


4.11.4.11 That the enrollee is provided a reasonable opportunity to present evidence, and allegations 
of fact or law, in person as well as in writing, and that the enrollee is informed by the Vendor of the 
limited time available for this in the case of expedited resolution; 


Our notice of action informs the member that evidence and allegations of fact or law can be 
presented in person, in writing or by facsimile within 24 hours in the case of an expedited 
resolution. Upon receipt of an expedited appeal, we make three attempts within 24 hours to 
notify a member of their right to present evidence. In addition, we send the member a written 
acknowledgement letter explaining their rights and advising them how to provide 
corroborating information. Evidence can be submitted in person, in writing or by facsimile. 


4.11.4.12 That the enrollee and his/her representative is provided the opportunity, before and during 
the appeals process, to examine the enrollee’s case file, including medical records, and any other 
document and records considered during the appeals process; and 


Our acknowledgment letter advises the member of the right to submit additional information 
about the appeal, discuss the appeal with an appeal coordinator or customer care professional 
or receive a copy of their appeal file. The notification advises them of the options to present 
their request in person, by phone or fax within 15 days of the date on the letter. The 
acknowledgement letter is maintained in Macess to document the member notification. We 
received a perfect score of 100 percent for appeal file reviews during the 2011 Medicaid audit. 


4.11.4.13 Include, as parties to the appeal, the enrollee and his/her representative or the legal 
representative of a deceased enrollee’s estate. 


We confirm that our policy and procedure defines parties to an appeal as a member, member’s 
legal representative, deceased member’s legal estate representative or prescribing provider in 
the case for a reversal of an adverse determination or request for review of action. 


The following table illustrates how appeal requests were received in 2011. 
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Request Submitter Percentage of Total Requests 
Members 28% 
Providers 48% 
Others authorized by members to act on 
their behalf 


24% 


Totals 100% 


The Vendor shall notify the enrollee of the disposition of grievances and appeals in written format. 
The written notice must include the results of the resolution process and the date it was completed. 
For appeals that are not wholly resolved in favor of the enrollee, the notice must also include:  


4.11.4.14 The right of the enrollee to request a State Fair Hearing from the DHCFP and how to do so;  


4.11.4.15 The right to request to receive benefits while the hearing is pending and how to make this 
request; and 


4.11.4.16 That the enrollee may be held liable for the cost of those benefits if the State Fair Hearing 
Officer upholds the Vendor’s action. 


For expedited appeal resolution requests, the Vendor is required to make a good faith effort to 
provide an oral notice of the disposition in addition to the required written notice.  


The Vendor is required to maintain records of grievances and appeals, which the State will review as 
part of the State’s quality strategy. 


We confirm that we inform the member of the disposition of the grievance and appeal in 
writing within the standards determined by DHCFP; 30 days for an appeal and 90 days for 
grievance. Although DHCFP allows 90 days for grievance resolution, we provide grievance 
resolution within 30 days 100 percent of the time. We respond to all appeals and grievances, 
written and oral, in writing. 


The response to the member includes the date completed, decision rendered and the reviewer’s 
health care profession. If denial is upheld, the member is provided with a rationale and the 
specific criteria or benefit exclusion the decision is based upon. 


For appeals that are not wholly resolved in favor of the member, notification also includes: 


 Information about the member’s right to request a State Fair Hearing and instructions for 
initiating such a request 


 The right to request to receive benefits while a determination is made and instructions for 
initiating such a request 


 Notification that the member may be held liable for the cost of the services rendered if the 
State Fair Hearing upholds HPN’s action 


We further confirm written and telephonic notification of the appeal outcome to the member 
and provider for expedited appeals. We make at least three attempts to contact the member by 
telephone and provide written notification or follow up within three business days as required 
by DHCFP.  


We maintain careful records of grievance and appeals information including logging all 
receipts into its Complaint Tracking and Reporting System (CTRS) database. CTRS allows us 
to maintain, track and report all grievances, appeals and State Fair Hearings. This data is 
extracted from CTRS and used for quarterly DHCFP reporting. 
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Zero State Fair Hearings 


Since, 1997, we have not had a single 
case go through the complete State Fair 
Hearing Process – a testament to the 
quality and fairness of our grievance and 
appeals process.  


4.11.5 State Fair Hearing Process 


The State Fair Hearing process is described in Chapter 3100 of the MSM. An enrollee, enrollee’s 
representative or the representative of a deceased enrollee’s estate has the right to request a State Fair 
Hearing from the DHCFP when they have exhausted the Vendor’s appeal system without receiving a 
wholly favorable resolution decision. The request for a State Fair Hearing must be submitted in 
writing within ninety (90) calendar days from the date of the Vendor’s notice of resolution. The 
Vendor will participate in the State Fair Hearing process, at the Vendor’s expense, in each 
circumstance in which an enrollee for whom the Vendor has made an adverse determination requests 
a State Fair Hearing. The Vendor is bound by the decision of the Fair Hearing Officer. (Please refer 
to the Chapter 3100 of the MSM for timeframes for standard and expedited State Fair Hearings.) 


The Vendor is required to inform the enrollee of their right to a State Fair Hearing, how to obtain 
such a hearing, and representation rules must be explained to the enrollee and provided by the vendor 
pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1).  


We are extremely proud of the effort we expend to work collaboratively among members, 
providers and the State to resolve issues before they reach the State Fair Hearing stage. Based 
upon our efforts, we have not had a single case go through the entire State Fair Hearing process 
since the program’s inception in 1997. We comply with all applicable federal and State 
requirements, including 42 CFR §431.200(b), 42 CFR 431.220(5), 42 CFR 438.414 and 42 CFR 
438.10(g)(1). 


Our Member Handbook provides detailed information to members about the grievance and 
appeals process, including their right to request a State Fair Hearing.  


A State Fair Hearing is available to all members when 
they have exhausted our appeal system without 
receiving a wholly favorable resolution decision. We 
notify the member at the time of an unfavorable 
notification of their right to a State Fair Hearing and 
how to exercise that right within the 90 day time frame 
required. In addition, we include a Requesting a Fair 


Hearing from Nevada Medicaid Form that includes a Frequently Asked Questions section.  


When a member requests a State Fair Hearing, we: 


 Complete the Office of Administrative Hearings (OAH) request for fair hearing and submit 
the form electronically to the appropriate fair hearings office within five calendar days of 
the member’s request for a fair hearing 


 Prepare an evidence packet for submission to the State Fair Hearings staff and send a copy 
of the packet to the member within five calendar days of notification of the hearing 


 Act as a representative in the State Fair Hearing 


We acknowledge that we are bound by the decision of the Fair Hearing Officer in all State Fair 
Hearing proceedings.  
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4.11.6 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair 
Hearing are Pending 


The Vendor must continue the enrollee’s benefits while the Vendor’s internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions exist: 


4.11.6.1 The appeal is submitted to the Vendor on or before  the later of the following: within ten 
(10) days of the Vendor mailing the Notice of Action; or, the intended effective date of the Vendor’s 
proposed action; 


4.11.6.2 The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment; 


4.11.6.3 The services were ordered by an authorized provider; 


4.11.6.4 The original periods covered by the original authorization have not expired; and 


4.11.6.5 The enrollee requests an extension of benefits. 


If, at the enrollee’s request, the Vendor continues the enrollee’s benefits while the appeal is pending, 
the benefits must be continued until one of the following occurs: 


4.11.6.6 The enrollee withdraws the appeal; 


4.11.6.7 Ten (10) days pass after the Vendor mails the notice of action, providing the resolution of 
the appeal against the enrollee, unless the enrollee, within the 10-day timeframe has requested a State 
Fair Hearing with continuation of benefits until a State Fair Hearing decision is reached; 


4.11.6.8 A State Fair Hearing Officer issues a hearing decision adverse to the enrollee; and 


4.11.6.9 The time period of service limits of a previously authorized service has been met. 


If the final resolution of the appeal is adverse to the enrollee, the Vendor may recover the cost of the 
services furnished to the enrollee while the appeal was pending, to the extent that they were furnished 
solely because of the requirements of this section and in accordance with policy set forth in 42 CFR 
431.230(b). 


If the Vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that were not 
furnished while the appeal was pending, the Vendor must 


authorize or provide the disputed services promptly and as expeditiously as the enrollee’s health 
condition requires. If the Vendor or State Fair Hearing Officer reverses a decision to deny 
authorization of services, and the enrollee received the disputed services while the appeal was 
pending, the Vendor or the State must pay for those services in accordance with State policy and 
regulations. 


Continuation of Benefits  
During the internal appeals or the State Fair Hearing processes, a member’s benefits are 
continued if all of the following conditions are met: 


 The appeal is submitted within the required time frame (on or before 10 days after the 
notice of action mailing or the intended effective date of the proposed action, whichever is 
later) 


 The appeal involves the termination, suspension or reduction of a previously authorized 
course of treatment 
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If you ask for an appeal, you can ask 
that your benefits continue while your 
appeal is being considered. You must 
ask for this within 10 days of the date of 
the letter. If any of the services you 
requested are still denied following your 
appeal, you may be asked to reimburse 
the health plan for those services. 


 The services were ordered by an authorized provider 


 The period covered by the original authorization have not expired 


 The member requests an extension of benefits  


Members are advised in the notice of action that they 
may continue receiving benefits during their appeal. 
The notice of action contains the following statement 
under Continuation of Benefits: 


Time Frame for Continuation of Benefits 
When the continuation criteria described above are 
met and a member has requested continuation of benefits, we continue a member’s benefits 
until one of the following occurs: 


 Member withdraws the appeal 


 Ten days pass after we mail the notice of action, providing the resolution of the appeal 
against the member, unless the member, within the 10-day time frame has requested a State 
Fair Hearing with continuation of benefits until a State Fair Hearing decision is reached  


 A State Fair Hearing Officer issues a hearing decision adverse to the member 


 The time period of service limits of a previously authorized service has been met 


We acknowledge that if the final resolution is adverse to the member, we may recover the cost 
of services rendered while the appeal was pending, to the extent that they were rendered solely 
due to the requirements of this section and in accordance with 42 CFR 431.230(b). 
Additionally, we agree that services must be provided promptly if the Fair Hearing Officer 
reverses an action for which services were not rendered during the appeal process. 


4.11.7 Provider Grievances and Appeals  


The Vendor must establish a process to resolve any provider grievances and appeals that are separate 
from, and not a party to, grievances and appeals submitted by providers on behalf of enrollees. 
Written grievance and appeals procedures must be included, for review and approval, at the time the 
Vendor policies and procedures are submitted to the DHCFP and at anytime thereafter when the 
Vendor’s provider grievance and appeals policies and procedures have been revised or updated. The 
Vendor may not implement any policies and procedures concerning its provider grievance and appeal 
system without first obtaining the written approval of the DHCFP. 


The following provisions reflect minimum requirements and are not intended to limit the scope of the 
Vendor’s grievance and appeals process for providers. 


4.11.7.1 General Requirements 


The Vendor must accept written or oral grievances and appeals that are submitted directly by the 
provider as well as those that are submitted from other sources, including the DHCFP. An oral appeal 
must be followed by a written, signed appeal; however, the oral appeal must count as the initial date 
of appeal. The Vendor must keep a written or electronic record of each provider grievance and appeal 
to include a description of the issue, the date filed, the dates and nature of actions taken, and the final 
resolution. The Vendor must issue a final decision, in writing, no later than: 


A. Ninety (90) days after a grievance is filed; and 
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B. Thirty (30) days after an appeal is filed. 


4.11.7.2 State Fair Hearings 


Pursuant to Nevada Revised Statute 422.306, when a provider has exhausted the Vendor’s internal 
appeals process, the provider has the right to submit a written request to the DHCFP for a State Fair 
Hearing. It is the Vendor’s responsibility to notify the provider of this right at the time the provider 
enters into a contract with the Vendor and when the outcome of an appeal is not wholly in favor of 
the provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 
438.10(g)(1). Disputes eligible for the State Fair Hearing process include: 


A. Denial or limited authorization of a requested service; 


B. Reduction, suspension or termination of a previously authorized service; 


C. Denial, in whole or in part, of payment for a service; 


D. Demand for recoupment; or 


E. Failure of the Vendor to meet specified timeframes (e.g., authorization, claims processing, appeal 
resolution). 


The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, 
termination or other contract disputes between the Vendor and its providers and/or subcontractors. 
Likewise, grievances as defined in Section 4.11.1 are not eligible for State Fair Hearings. The Vendor 
is bound by the decision of the Fair Hearing Officer and must comply with any decision resulting 
from the Fair Hearing process 


Provider Grievances and Appeals 
We have an effective process in place to resolve any provider grievances and appeals that are 
not associated with a member. Upon review of the grievance or appeal, the appeal coordinator 
determines the appropriate department from which to obtain resolution. For example, the 
appeals and grievances unit works closely with the Provider Services department for an 
appropriate resolution. These types of grievances and appeals are also entered into CTRS and 
tracked through resolution.  


As a Medicaid contractor since 1997, we do not implement policies and procedures concerning 
our provider grievance and appeals process without written approval from the DHCFP.  


Grievances and Appeals Process 
We receive provider disputes telephonically through our Member Services department or in 
writing or by facsimile. When received by telephone, Member Services creates an electronic 
service form (SF) for each issue, capturing all relevant information. When written providers 
disputes are received, we scan them to capture the data electronically. Both SFs and written 
dispute information are then forwarded to a claims-specific working queue in our Macess 
workflow system, which stores the dispute information in the order received.  


Once the data is entered, highly skilled and trained claims staff works to resolve the disputes as 
efficiently as possible. Typically, the assigned claims staff has not only a thorough 
understanding of all types of claims, but many years of claims processing experience.  


Performance Requirements 
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Proven Results 


Our rate for resolving provider disputes 
is 85.1% –exceeding the 80% 
requirement by 5.1%. 


DHCFP requires that 80 percent of all provider 
disputes be resolved within 30 calendar days. We work 
diligently to meet these standards and we monitor our 
compliance through weekly reporting specifically 
designed to track provider disputes.  


Our current resolution rate for all provider disputes settled within 30 days is 85.1 percent 
through the third quarter of 2012 – exceeding the State’s expectation.  


Compliance with Grievances and Appeals Requirements 
We comply with all DHCFP requirements regarding acceptance of written or oral grievances 
and appeals, including those submitted directly by a provider or other source such as DHCFP. 
Oral appeals must be followed by a written appeal, but the date the oral appeal is received is 
acknowledged as the initial date of appeal.  


We maintain written and electronic records in our documentation storage system that includes 
a description of the issue, the date filed, the dates and nature of actions taken and the final 
resolution. All grievances and appeals are entered into the reporting database and reports are 
monitored at least twice daily for compliance with DHCFP requirements. The grievance and 
appeal coordinators document information regarding the issue, actions taken and resolution. 
Additionally, all documents referenced in the grievance and appeals are electronically retained 
in the documentation storage system for access by DHCFP for auditing purposes.  


CTRS encompasses all data elements of the grievance and appeal. This includes all information 
starting with the receipt of the grievance or appeal to its resolution. All grievances and appeals 
are tracked through resolution and we issue a final decision in no more than 90 days after a 
grievance is filed or no more than 30 days after an appeal is filed. 


State Fair Hearings 
We comply with all requirements regarding the ability of a provider to request a State Fair 
Hearing after exhausting all internal appeals. Our current provider contracts contain 
information about the grievances and appeals process. Further, we notify the provider of the 
State Fair Hearing request process in the written notice of action following a determination. 
The outcome notifies the provider and member of their State Fair Hearing Rights and provides 
instructions for exercising these rights.  


Disputes that are eligible for the State Fair Hearing process include: 


 Denial or limited authorization of a requested service 


 Reduction, suspension or termination of a previously authorized service 


 Denial (in whole or part) of payment for a service 


 Demand for recoupment 


 Failure to meet specified time frame related to authorization, claims processing or appeal 
resolution 


We acknowledge that DHCFP will not accept requests for State Fair Hearings related to 
provider enrollment, termination or other contract disputes between us and our providers. 


We acknowledge that we are bound by the decision of the Fair Hearing Officer in all State Fair 
Hearing proceedings. 
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4.12 Management Information System  


4.12.1  


The Vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining 
information sufficient to substantiate and report Vendor’s compliance with the contract requirements. 


Throughout our 15-year tenure in the State of Nevada, HPN has complied not just with all 
DHCFP contractual requirements, but we have cultivated a relationship based upon 
anticipating, meeting and exceeding the needs of the State and its Medicaid and Nevada Check 
Up members. Our Management Information Systems (MIS) have been critical in maintaining, 
providing, documenting and retaining the information necessary for substantiating and 
reporting our compliance with these requirements. HPN uses an integrated managed care 
platform built around the Facets application from TriZetto. The HPN Facets platform 
combines industry-leading commercially available software with custom enhancements 
developed by a dedicated team of HPN IT professionals based locally in Nevada. Our platform 
provides a comprehensive managed care solution for health plan administration that includes 
eligibility, enrollment, claims processing, utilization management, patient-centered case 
management and reporting capabilities which facilitates our commitment to supporting each 
and every functional area of this RFP and the Medicaid program. The HPN Facets platform 
currently supports more than 494,000 members in Nevada across multiple lines of business, 
including Medicaid, Medicare Advantage, as well as Group and Individual Commercial health 
insurance products. We are fully operational in Nevada and prepared to meet or exceed the 
RFP requirements, as follows: 


Maintaining and Retaining Information 
HPN’s comprehensive integrated database platform electronically captures all relevant data 
and transactions associated with the administration of our Medicaid managed care contract 
with DHCFP. As a result, we can retain the data needed to substantiate and report our 
compliance with contract requirements. Our integrated database platform provides the 
flexibility to not only provide standard ongoing audit and operational reports on our 
performance, but we can also support ad hoc audits and inquiries as needed to substantiate our 
performance and our compliance with requirements. 


Documenting and Providing Information 
HPN has a longstanding history of supporting DHCFP through a wide variety of routine 
reports. We currently meet all of the Medicaid managed care reporting requirements detailed 
in this RFP and Attachment I Forms and Reporting Guide at a high level of proficiency, and we 
will continue to do so under the new contract. The State’s audit results for Standard XVII Data 
Collection of our current contract with DHCFP are perhaps the best illustration of HPN’s 
reporting proficiency: 


Data Collection Audit Scores 
Audit Year Score 


2000 100% 
2002 100% 
2004 100% 
2006 100% 
2009 100% 
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Further, In compliance with DHCFP reporting requirements as outlined in Attachment I 
Forms and Reporting Guide, HPN provides a wide variety of reports according to required 
timeframes as indicated below: 


DHCFP Report 
Designation 


Report Description 


Monthly Report 
Q9 Request for Retro-Capitation Payment 
Quarterly Reports 
 Certification Statement 
Q1 Statement of Revenue and Expenses 
Q3 Enrollment 
Q4 Utilization Data 
Q5 Medical Claims Payable 
Q7 Large Claims Tracking 
Q8 Third Party Liability 
Q10 Claims Report 
 Annual Reports Due within 90 Days of Year-End 
 Certification Statement 
A1 Listing of Contractor Officers and Directors 
A2 Balance Sheet Report 
A3 Related Party Transactions 
 Annual Reports Due within 120 Days of Year-End 
Report Description 
Annual Footnote Disclosure 
Schedule H (from NAIC-Section III only) 
Independent Audit Requirement Reports 
Due within 120 Days of Year-End 
Report Description 
Independent Audit Report 
Account’s Report on Compliance 
Annual Audit/Contractor YTD Financial Reconciliation Report 


Throughout HPN’s tenure in the State of Nevada we have collaborated closely with DHCFP in 
its efforts to streamline the administration of the Medicaid and Nevada Check Up programs, 
including providing meaningful data in useful formats. Toward that end, we have responded to 
requests from DHCFP for a number of ad hoc reports over the years, including: 


 Insure Kids Now  


 Medicaid HIV/AIDS pharmacy costs 


 Orthotic services costs 


 Behavioral health costs 


 FQHC paid claims costs 


 NPI listing for all contracted providers 


 CMS 416 reports 


 Circumcision rates 


 Maternal child block grant 


 Claims/encounter counts for meaningful use 


 SOBRA payment audit 
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 Access to pediatricians and specialists in Washoe County 


 ASTDD data request (Association of State and Territorial Dental Directors) 


 Primary care provider information 


 Dental data request (CY 2011) 


HPN has the internal technology resources, integrated databases and expertise to successfully 
respond to new reporting requirements and ad hoc requests as they arise to support the new 
requirements of this RFP. 


4.12.2  


The Vendor shall have an MIS capable of documenting administrative and clinical procedures while 
maintaining the privacy and confidentiality requirements pursuant to HIPAA. The Vendor shall 
provide DHCFP with aggregate performance and outcome data, as well as its policies for 
transmission of data from network providers. The Vendor shall submit its work plan or readiness 
survey assessing its ability to comply with Health Insurance Portability and Accountability Act 
(HIPAA) mandates in preparation for the standards and regulations. Any re-tooling of the Vendor’s 
information system to become ICD-10 compliant will be solely at the vendor’s expense. 


Documenting Administrative and Clinical Procedures 
HPN’s MIS is fully capable of documenting administrative and clinical procedures while 
upholding HIPAA privacy and confidentiality requirements, including regulations and updates 
regarding administrative simplification, privacy and security. 


Facets Core Administration Platform 
HPN uses the most current release of the Facets™ core administration platform (version 5.01), 
the acknowledged industry leader in managed care software, for administering our managed 
Medicaid programs. We have been using Facets since 1999, with frequent implementations of 
custom enhancements and extensions that have improved the functionality and performance of 
this cutting-edge managed care platform. 


Over the past 13 years, the Facets platform has proven to be a reliable and efficient workhorse 
for HPN, DHCFP, CMS and our other customers and members throughout the State of 
Nevada. With a 5-year track record of more than 99.9 percent online availability, Facets will 
continue to provide us with a stable, technologically advanced engine in our ongoing quest for 
excellence and innovation. The following diagram summarizes the integrated Facets platform 
that supports all of the functionality we deliver to DHCFP in providing health care services to 
Members. 
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Integrated Database for Sharing Relevant Information 
The Facets platform, which includes several custom-built, integrated application modules 
unique to HPN, provides the integrated database where all information on members is 
maintained and accessible to all authorized HPN internal staff members. The member-related 
information maintained in Facets includes: 


 Administrative and demographic data 


 Claim and encounter data 


 Emergency room access data 


 Inpatient admission and discharge data 


 Prior authorization and provider referral data 


 Member Services call center contact data  


 Health risk assessments 


 Case management treatment care plans 


 Case management progress notes  
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 Appeals and grievances 


 Communication history (e.g., correspondence and explanations of benefits) 


Beyond internal access to member data within the Facets platform, we have been a leader in the 
industry relative to providing authorized, HIPAA-compliant access to member data via our 
secure web-based member portal, called HPN@YourService. This web portal provides access 
to members to view their information and provides access to member information to authorized 
PCPs, other health care service providers and case managers. This access includes utilization 
data and case management data for the member, as well as eligibility, benefits, claims, 
encounters, prior authorization requests, provider referrals, and a number of self-service 
functions. 


Maintaining HIPAA Privacy and Security Requirements 
HPN is in full compliance with all HIPAA privacy and security requirements. We are 
committed to ensuring the confidentiality of Nevada members’ protected health information 
(PHI) through compliance with HIPAA regulations, the Health Information Technology for 
Economic and Clinical Health (HITECH) Act, and Nevada privacy laws and regulations. We 
carefully monitor both federal and Nevada legislation and regulations and take appropriate 
action when necessary to ensure ongoing compliance. In addition, we review our HIPAA 
privacy and security compliance status on an annual basis as part of our annual risk 
assessment and Sarbanes-Oxley audit reviews and attestations. 


Providing Aggregated Performance and Outcome Data 
We have demonstrated throughout our 15-year relationship with DHCFP our ability to provide 
aggregate performance and outcome data. HPN’s encounter data reporting system has been 
designed to assure the provisioning of aggregated, unduplicated service counts across service 
categories, provider types and treatment facilities. HPN’s standardized reporting methodology 
supports CMS reporting categories for collecting service event data and costs associated with 
each category of service. 


HPN provides the following data sets on a quarterly basis: 


 Inpatient: Counts for admissions, patient days, discharges and discharge days segmented by 
inpatient, normal newborn and neonate newborn inpatient as well as product group (TANF, 
Check Up and CHAP) 


 Emergency Room: emergency room visits segmented by product group 


 Professional: PCP visits, EPSDT screening visits, specialty (referral) visits, and total 
physical visits segmented by product group 


 Pharmacy Utilization: Aggregation of prescriptions by brand retail, generic retail, brand 
mail order and generic mail order, all segmented by product group  


Following is an example of the uniform utilization report HPN completes using DHCFP’s 
prescribed report format: 
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In further compliance with DHCFP reporting requirements as outlined in Attachment I Forms 
and Reporting Guide, HPN also provides reports according to required timeframes, as outlined 
in detail in our response to Requirement 4.12.1. 


Network Provider Data Transmission Policies 
HPN’s contracts with health care providers require the timely submission of claims and 
encounters for all services provided to members. For the 91 percent of these transactions that 
are submitted electronically, HPN requires compliance with HIPAA requirements for standard 
transactions and code sets. 


Following is a detailed description of our operational procedures for receiving and processing 
HIPAA-compliant claims and encounters: 


1. Providers submit claims and encounters directly to clearinghouses, which then transmit the 
claims and encounters to HPN in a HIPAA-compliant format. Files are sent to the payer ID 
and are received at the SFTP site and uploaded into the claims processing system while 
being tracked and audited by the Electronic Data Interchange (EDI) Tracking Database. 


2. HPN sends and receives EDI files through an SFTP server, using 128-bit SSL/SSH/https 
encryption for transporting and encrypting files and logins on the server. In addition, HPN 
uses Pretty Good Privacy (PGP) encryption on the files, which ensures the security and 
privacy of the files, both during transmission and at rest. EDI files are processed using the 
market-leading PaperFree Systems validation software to verify transaction compliance 
with ANSI x12 (5010) and NCPDP formats and syntax. All data received through the FTP 
site are also logged into the EDI tracking database to log file receipts and the resulting file 
processing. The EDI tracking database compiles file statistics on all files received and 
processed. 
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3. Daily claims information from HPN’s tracking database is reconciled against valid claims 
uploaded into the claims processing system and rejected claims from the EDI files, ensuring 
the integrity of the data being received and validates every file and every transaction. 


4. EDI files create an E-doc image of the data transmitted, which is verified against the 
uploaded data during adjudication and the quality assurance audit process. 


Readiness to Comply with Ongoing HIPAA Mandates 
HPN has established and will continue to maintain full compliance with the HIPAA 
Administrative Simplification requirements for standard transactions and code sets. Since the 
initial implementation of HIPAA in 2003, HPN has kept pace with the evolving requirements of 
Administrative Simplification, including the upgrade to v5010 for HIPAA standard 
transactions that went into effect January 1, 2012. HPN was among the first health plans to 
complete the Committee on Operating Rules for Information Exchange (CORE®) Phase I and 
II testing process. This process certifies HPN’s ability to deliver more efficient and predictable 
patient-eligibility and claims-verification information to hospitals, physicians and other care 
providers according to CORE operating rules. 


Project work is currently underway to complete the changes necessary to support the transition 
to ICD-10 effective October 1, 2014 as well as address the changes required by the HITECH 
Act and the Patient Protection and Affordable Care Act (PPACA) to support Phase III CORE 
operating rules for ERA and EFT transactions. 


HPN has the internal resources and expertise to successfully respond to any changes in HIPAA 
Administrative Simplification requirements as they continue to evolve. 


4.12.3  


The Vendor shall have internal procedures to ensure that data reported to DHCFP are valid and to test 
validity and consistency on a regular basis.  


HPN has implemented a variety of internal data-reporting procedures, including fully HIPAA-
compliant editing software, for validating the integrity of the claims and encounter data we 
receive from submitting providers. HPN has staff dedicated to monitor the volume and quality 
of encounter data received from contracted providers to ensure the completeness, accuracy, 
validity and consistency of this data. Enrollment, eligibility, premium, provider, PCP, claims 
and utilization management data are all subject to extensive system edits included in the HPN 
Facets platform. In addition, data extracts and reports provided to DHCFP are subject to 
internal validation of control totals and file integrity to ensure transmission to DHCFP of valid 
and consistent data as required. 


HPN provides the following robust and repeatable processes to assure aggregated, 
unduplicated service counts: 


 Source Data Validation: Tailored unique constraints on key values are assigned to each 
extract process to ensure removal of duplicate data prior to execution. 


 Exception Reporting: Custom reports are created to identify instances of multiple 
submissions by providers or members. 


 Quality Reporting: Custom reports are created to identify possible errors in source data 
prior to submission. 
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 Granularity: Data is initially queried/gathered at the lowest possible level of the service 
event and then rolled up to the service category, provider type or treatment facility, 
assuring that data is aggregated correctly. 


 Submission History: Data generated for submission is compared to prior submissions to 
eliminate duplicates between each execution and assure consistent delivery. 


 Submission Data Analysis: Experienced data analysts review submission data weekly, 
monthly and quarterly to confirm quality of data. Business rules and validation processes 
can be easily modified if changes are identified. 


HPN’s internal procedures to ensure the validity of our data are supported by the State’s own 
superior audit results for Standard XVII Data Collection, where HPN consistently achieved 100 
percent.   


4.12.4 Eligibility Data 


4.12.4.1 The Vendor enrollment system shall be capable of linking records for the same enrolled 
recipient that are associated with different Medicaid and/or Nevada Check Up identification numbers; 
e.g., recipients who are re-enrolled and assigned new numbers. 


HPN uses the Facets platform, which includes management of enrollment and member ID 
numbers, to link member records that may have been established under separate Medicaid 
and/or Nevada Check Up identification numbers. We provide this support as a standard 
practice under our current contract with DHCFP, with operations that have been fully 
configured to meet this requirement. To minimize the occurrence of duplicate member records, 
our current process does not rely solely on the unique Medicaid and/or Nevada Check Up 
identification numbers when electronically processing enrollment additions, terminations or 
changes. It evaluates several key attributes about an individual using a tiered matching logic to 
determine if the member exists under a different Medicaid and/or Nevada Check Up 
identification number.  


Our integrated Facets platform will also enable us to maintain the linkage for  our members as 
they transition from Medicaid into the Qualified Health Plans that we will offer in the Silver 
State HIX as required by this RFP. This capability provides a superior level of continuity for 
managing members that transition to and from the Medicaid program and the HIX. 


We also make every effort to reconnect re-enrolled members with their previous PCP to 
promote continuity of care. This service will also be extended to members who transition 
between the Medicaid program and the HIX. 


4.12.4.2 At the time of service, the Vendor or its subcontractors shall verify every enrolled recipient’s 
eligibility through the current electronic verification system. 


HPN requires its network of contracted providers to verify member eligibility during each 
patient encounter. Providers and their office staff can verify member eligibility via one of the 
following methods: 


 Electronic Verification System (EVS), DHCFP’s online provider portal 


 We’re@YourService, HPN’s Web-based provider portal 


 HPN’s interactive voice response unit (IVR) – a telephonic eligibility/benefit system offering 
a fax back option that is available 7 days/week, 24 hours/day 
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 HPN’s dedicated Member Services department that provides live customer service 
representatives that are available Monday – Friday; 8:00am – 5:00pm 


4.12.4.3 The Vendor shall update its eligibility database whenever enrolled recipients change names, 
phone numbers, and/or addresses, and shall notify DHCFP of such changes. 


HPN updates Facets platform eligibility data whenever members change names, phone 
numbers and/or addresses, and notifies DHCFP of these changes. We monitor for changes 
through direct member interaction by our Member Services department and through 
daily/monthly (X12) 834 transaction files provided DHCFP. Updates to our integrated 
eligibility database are made online in real time and are communicated to DHCFP daily 
through the Provider Supplied Data File transmission. 


4.12.4.4 The Vendor shall notify DHCFP if the addresses of recipients are not accurate. DHCFP will 
notify the caseworker at the DWSS either to correct the address or terminate the case if the recipient 
is no longer a resident of the State. 


Under our existing contract, HPN provides DHCFP with daily electronic notification of 
inaccurate member addresses through the required Provider Supplied Data File.  


4.12.5 Encounter and Claims Records 


4.12.5.1 The encounter data reporting system should be designed to assure aggregated, unduplicated 
service counts provided across service categories, provider types, and treatment facilities. The 
Vendor shall use a standardized methodology capable of supporting CMS reporting categories for 
collecting service event data and costs associated with each category of service.  


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN’s encounter data reporting system has been designed to assure the provisioning of 
aggregated, unduplicated service counts across service categories, provider types and treatment 
facilities. HPN’s standardized reporting methodology supports CMS reporting categories for 
collecting service event data and costs associated with each category of service. 


HPN provides the following robust and repeatable processes to assure aggregated, 
unduplicated service counts: 


 Source Data Validation: Tailored unique constraints on key values are assigned to each 
extract process to ensure removal of duplicate data prior to execution. 


 Exception Reporting: Custom reports are created to identify instances of multiple 
submissions by providers or members. 


 Quality Reporting: Custom reports are created to identify possible errors in source data 
prior to submission. 


 Granularity: Data is initially queried/gathered at the lowest possible level of the service 
event and then rolled up to the service category, provider type or treatment facility, 
assuring that data is aggregated correctly. 


 Submission History: Data generated for submission is compared to prior submissions to 
eliminate duplicates between each execution and assure consistent delivery. 


 Submission Data Analysis: Experienced data analysts review submission data weekly, 
monthly and quarterly to confirm quality of data. Business rules and validation processes 
can be easily modified if changes are identified. 
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HPN provides the following data sets for the following service categories on a quarterly basis to 
DHCFP: 


 Inpatient: Counts for admissions, patient days, discharges and discharge days segmented by 
inpatient, normal newborn and neonate newborn inpatient as well as product group (TANF, 
Check Up and CHAP) 


 Emergency Room: emergency room visits segmented by product group 


 Professional: PCP visits, EPSDT screening visits, specialty (referral) visits, and total 
physical visits segmented by product group 


 Pharmacy Utilization: Aggregation of prescriptions by brand retail, generic retail, brand 
mail order and generic mail order, all segmented by product group 


4.12.5.2 The Vendor shall collect and submit service specific encounter data in the appropriate CMS 
1500, UB 04, and the/or appropriate ADA Dental Claim format or an alternative format if prior 
approved by DHCFP. The data shall be submitted in accordance with the requirements set forth. The 
data shall include all services reimbursed by Medicaid.  


Throughout our 15-year partnership and in the nine years since HIPAA went into effect in 
2003, HPN has committed to working collaboratively with DHCFP to provide encounter data in 
the formats and frequencies most useful to the State. Under our current contract, HPN fulfills 
the State’s needs for encounter data reporting through monthly execution of a process based 
upon proprietary Milliman data sets. In accordance with current DHCFP requirements, we 
generate an automated monthly extract that includes the following subject areas: 


 Member indicative/eligibility 


 Professional utilization — paid claims and encounters 


 Institutional utilization — paid claims and encounters 


 Pharmacy utilization 


 Dental utilization 


This monthly extract, which encompasses data from the prior month, is verified by a senior 
analyst and cross-referenced against data provided by HPN’s Finance department. The data is 
then reviewed by Associate Director of Business Analysis John Davis, Vice President of 
Medicaid Operations Kelly Simonson, and Hau Doan, Chief Actuary for HPN. The data must 
be approved by all three reviewers before submission to Milliman for processing. 


While we have worked collaboratively with DHCFP and its fiscal agent to develop and test a 
process for submitting encounters to the State’s MMIS, HPN has also developed significant 
expertise in submitting HIPAA-compliant encounters to CMS. We are fully prepared to submit 
HIPAA-compliant encounter data to DHCFP’s MMIS using the HIPAA formats ANSI X 12 
837 for professional, institutional, and dental encounters as well as the National Council for 
Prescription Drug Programs (NCPDP) format for pharmacy encounters when the State and the 
fiscal agent are ready to accept these transactions. In the meantime, we will continue to adapt 
our cutting-edge, highly flexible processes to understand and meet DHCFP’s needs. 
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4.12.6 EPSDT Tracking System 


The Vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid eligible 
child by name and Medicaid identification number. The system shall allow the Vendor to report 
annually on the CMS reporting form. This system shall be enhanced, if needed, to meet any other 
reporting requirements instituted by CMS or DHCFP. 


HPN uses the Facets platform, which is the integrated system for member, provider, claims and 
EPSDT-specific ancillary member information to track EPSDT activities for each enrolled 
Medicaid-eligible child by both name and Medicaid identification number (see following 
screenshot). The system is used to perform the following EPSDT specific functions:  


 Provide reporting annually on the CMS reporting form 


 Provide quarterly and annual reporting to DHCFP  


 Internally monitor tests and exams to determine any 
current gaps in care and how to best improve the rates 


 Generate comprehensive mailing reminders and tracking 
functionality, including the annual postcard sent to 
members to remind them about scheduling an 
appointment for EPSDT services 


 Generate standard reports showing member EPSDT 
screening status, history, referral, provider activity and 
statistics 


In addition, since the implementation of Facets in 1999, HPN has implemented several custom 
enhancements and extensions that have improved the functionality and performance of this 
industry-leading managed care platform. HPN has also continuously upgraded the core Facets 
application to stay up-to-date with the most current version offered by the vendor, TriZetto. In 
September 2012, we upgraded the Facets application to the current version supported by 
TriZetto, 5.01. We will continue to use and adapt the Facets platform to meet the needs of 
Nevada Check Up members and comply with DHCFP and CMS requirements relative to 
EPSDT activities. 
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4.13 Operational Requirements 


4.13.1 Medical Director's Office 


The Vendor must designate a Medical Director to be responsible for the oversight of development, 
implementation and review of the Vendor's Internal Quality Assurance Program, including 
implementation of and adherence to any Plan of Correction. The Medical Director need not serve full 
time or be a salaried employee of the Vendor, but the Vendor must be prepared to demonstrate it is 
capable of meeting all requirements using a part-time or contracted non-employee director. The 
Vendor may also use assistant or associate Medical Directors to help perform the functions of this 
office. The Medical Director and the Vendor's Utilization Management and Internal Quality 
Assurance Plan Committee are accountable to the Vendor's governing body. The Medical Director 
must be licensed to practice medicine in the State of Nevada and be board-certified or board-eligible 
in his or her field of specialty.  


The responsibilities of the Medical Director include the following: 


Health Plan of Nevada’s (HPN’s) Chief Medical Director is Dr. Stephen (Daniel) McBride. Dr. 
McBride is responsible for the oversight of development, implementation and review of our 
Internal Quality Assurance Program, including implementation of and adherence to any Plan 
of Correction. Dr. McBride, as the designated Medical Director for the Internal Quality 
Assurance Program, is a full-time employee of HPN. Dr. McBride, and all medical 
directors/associate medical directors and the Utilization Management and Quality 
Improvement Committees are accountable to our governing body. Our chief medical director 
and all of our medical directors are board certified and licensed to practice medicine in the 
State of Nevada.  


Dr. McBride reports directly to Don Giancursio, President and Chief Executive Officer of 
HPN. Under Dr. McBride, we have several medical directors and associate medical directors 
serving various specialties such as genetics, preventive medicine, pediatrics, surgery, obstetrics, 
internal medicine, psychiatry and dentistry. Three are full-time health plan medical directors 
who report directly to Dr. McBride. Additional associate medical directors perform health plan 
functions on a part- time basis in addition to having direct care responsibilities. Please see 
below for an organizational chart detailing our medical director structure: 
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Deborah Wheeler, Director of Clinical Quality and a direct report of Dr. McBride, presents a 
quarterly summary of the Internal Quality Assurance Program and related utilization 
management activities to HPN’s Board of Directors for review, discussion and approval. 


In addition, the committee structure below outlines our medical directors’ involvement in 
quality improvement and utilization management committees.  







 
4.13 Operational Requirements


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 467 of 833
 


 


4.13.1.1 Serves as co-chairman of the Vendor's Utilization Management and Quality Assurance Plan 
committee; 


HPN’s Chief Medical Director, Dr. McBride, and Vice President of Health Care Quality and 
Education, Dr. Allan Ebbin, currently serve and will continue to serve as co-chairmen of our 
Utilization Management and Quality Review Committees. Dr. McBride and Mr. Ebbin have 24 
and 48 years of Medicaid experience respectively. 


As co-chairmen of the Utilization Management Committee, Dr. McBride and Dr. Ebbin guide 
the implementation of the utilization management (UM) program for HPN. This committee 
reviews and approves the UM program, work plan and evaluation documents. The committee 
also reviews trends in utilization, including indicators related to potential over- and under-
utilization, and inpatient and outpatient utilization. Member and provider satisfaction results 
related to the UM process and compliance activities are also monitored. The UM Committee 
meets quarterly (or as needed). 


The Quality Review Committee is the key committee responsible for implementing quality 
assurance activities for the health plan. This committee tracks, monitors, evaluates and takes 
action in response to findings found during quality assurance activities. The Quality Review 
Committee meets a minimum of four times per year. The Quality Improvement Committee 
reports to the Board of Directors at least quarterly. 
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4.13.1.2 Directs the development and implementation of the Vendor's Internal Quality Assurance 
Plan (IQAP) and utilization management activities and monitoring the quality of care that Vendor 
enrollees receive; 


Dr. McBride directs and will continue to direct the development and implementation of 
theHPN’s Internal Quality Assurance Plan and utilization management activities. 


He is responsible for setting medical policies and procedures, reviewing and deciding medical 
UM cases and participating in UM committee meetings. To perform these functions, he chairs 
the Corporate Medical Affairs Committee, the committee that finalizes decisions on medical 
policies, protocols and clinical guidelines; he co-chairs, with Dr. Ebbin, the UM Committee, the 
committee that reviews and approves all utilization management program documents, policies 
and procedures and processes, such as the approval of annual inter-rater reliability results and 
the review of member and provider satisfaction survey results. Dr. McBride also co-chairs the 
Quality Improvement Committee, the committee that reviews and discusses all quality 
improvement activities, case management and health management program activities. All 
medical program documents and policies are signed by Dr. McBride or his designee, Dr. Ebbin.  


Dr. McBride (or his designee) leads daily UM rounds with HPN Medical Management staff to 
discuss the status of health plan members who are in hospital to facilitate effective case 
management, discharge planning and care transitions. They also conduct UM rounds with 
physician hospitalists who provide health care to our health plan members in high volume 
network hospitals to ensure the timely and appropriate care is being delivered.  


Deb Wheeler is the lead for developing and implementing the Internal Quality Assurance Plan 
and ensuring compliance with utilization management activities. In addition, Dr. Ebbin leads 
the department that monitors and investigates the quality of care complaints and concerns that 
health plan members receive. 


4.13.1.3 Oversees the development and revision of the Vendor's clinical care standards and practice 
guidelines and protocols; 


Dr. McBride, as chair of the Corporate Medical Affairs Committee, oversees the development 
and revision of HPN’s clinical care standards and practice guidelines and protocols and will 
continue to do so with the new contract. The Corporate Medical Affairs Committee comprises 
physicians, nurses, legal counsel and representatives from multiple health plan departments. 
The clinical experts of this committee, as overseen by Dr. McBride, reviews, revises and 
approves all clinical care standards and practice guidelines and protocols. 


We use the standardized, objective, nationally recognized criteria in Milliman Care Guidelines 
and internal Health Care Operations (HCO) protocols that are compatible with established 
principles of health care and flexible enough to allow for deviations. In Our Behavioral 
Healthcare Options utilization management department, dealing with mental health and 
substance abuse issues, uses the following resource documents: Substance Abuse Guidelines 
from American Society of Addiction Medicine, Mental Health Guidelines from American 
Psychiatric Association, Children and Adolescent Guidelines based upon American Academy of 
Child and Adolescent Psychiatry, Adult level of care guidelines, based upon the American 
Association of Community Psychiatry and DSM-IV. 


In addition to UM guidelines, the following screening criteria apply to address state-specific 
factors:  
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 Currently accepted medical or health care practices 


 Members with specialized needs, including members with disabilities, acute conditions, or 
life-threatening illness 


  An assessment of the local delivery system 


Throughout our contractual relationship with DHCFP, we have used clinically valid guidelines 
and procedures to determine the medical necessity of service authorization requests for our 
members. Deb Wheeler oversees the monthly changes to clinical care standards that are made 
based upon current scientific evidence.  


4.13.1.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


In accordance with our corporate governance structure, Dr. McBride, currently oversees the 
quality management department, the functional area that reviews and investigates quality of 
care problems and will continue to do so with the new contract. Dr. Ebbin, performs the day-
to- day oversight and implementation of the process to monitor and review potential quality of 
care problems.  


Dr. McBride and Dr. Ebbin currently oversee the development and implementation of, as well 
as the adherence to, plans of correction as co-chairmen of the Quality Review Committee. 
Quality Review Committee responsibilities are to: 


 Report directly to the HPN Board of Directors 


 Implement and oversee quality assurance activities in HPN’s Quality Programs 


 Review, approve and track corrective action plans 


 Report activities and corrective action plans to the Credentialing Committee, as 
appropriate 


 Include copies of all corrective action plans in the individual provider file for re-
credentialing purposes 


 Identify system issues and refer to appropriate quality improvement subcommittees 


 Provide summary reports of quality assurance activities to the HPN Board of Directors 


 Conduct peer review of quality of care or risk management cases 


 Determine subjects for focused review 


 Determine quality of care indicators for use in quality reviews 


 Review quality assurance reports from quality assurance subcommittees 


4.13.1.5 Oversees the Vendor's referral process for specialty and out-of-network services. All 
services prescribed by a PCP or requested by an enrollee which are denied by the Vendor must be 
reviewed by a physician, physician assistant, or advanced nurse practitioner with the reason for the 
denial being documented and logged; 


Dr. McBride oversees and will continue to oversee the referral process for specialty and out-of-
network services. Our medical directors review every denial and document and log the reasons 
for the denials in our Facets system. 


For out-of-network and out-of-area cases, an RN case manager and physician review the case 
to see if the member needs to go out-of-network and/or out-of-area. Individual cases are 
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reviewed to determine the most effective setting of care and location for the health plan 
member to provide high quality and efficient health care. Complex case managers, under the 
direction of our director of clinical quality, also help facilitate referrals to specialists and out-of-
network providers as needed to ensure a high level of coordinated and quality health care and 
services. A physician helps the case manager with any complex cases to ensure timely and 
appropriate health care is provided. 


4.13.1.6 Oversees the Vendor's provider recruitment and credentialing activities; 


Dr. McBride oversees the provider recruitment and credentialing activities and will continue to 
do so with the new contract. He understands our robust provider network and conducts 
outreach to specific providers when gaps in any specialty are identified. 


An Associate Medical Director, Dr. Carl Allen, is the chairman of the Credentialing 
Committee. Dr. McBride participates on the Credentialing Committee and works with the 
health plan’s Provider Services department and Dr. Allen on all issues related to provider 
recruitment and credentialing.  


The Credentialing Committee is the committee responsible for overseeing the credentialing and 
recredentialing processes for network providers for HPN. This committee reviews all 
applications for credentialing and recredentialing and recommends approval into the network. 
The Credentialing Committee meets at least eight times per year. The Credentialing 
Committee’s responsibilities are to: 


 Perform peer-review credentialing and re-credentialing for practitioners and organizational 
providers 


 Monitor and analyze credentialing quality indicators and, when appropriate, implement 
action plans 


 Oversee delegated credentialing functions 


 Analyze results of medical record reviews and site visits 


 Monitor the provider network continuously for licensure board actions and/or sanctions 


4.13.1.7 Serves as a liaison between the Vendor and its providers, communicating regularly with the 
Vendor's providers, including oversight of provider education, in-service training and orientation; 


Dr. McBride serves as a liaison between HPN and our providers and will continue to do so with 
the new contract. Dr. McBride works collaboratively with our Provider Services department to 
conduct provider educational activities to promote awareness of the health plan services and to 
discuss important health care topics and health issues such as medical management guidelines. 
Our Provider Services department has the day-to-day oversight for provider education, any in-
service trainings and orientation for new providers. Dr. McBride, medical directors and 
associate medical directors work closely with our Provider Services department to address key 
issues that arise. 


Additionally, Dr. McBride engages in on-going meetings and communication with network 
providers occur through multiple avenues. Specific examples include, but are not limited to, the 
following: 
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 Quality Improvement Committee, Subcommittee and Task Force meetings with the 
participation of network primary care providers, OB/GYN providers and pediatricians 
throughout the state of Nevada, including in Las Vegas and Reno, Nevada 


 Medical management meetings with network hospitalists 


 Joint Operating Committee meetings with key network facilities and provider groups 


 Individual meetings with medical groups or individual physicians as needed to discuss 
clinical issues 


 Continuing education and/or related educational events with network providers to help 
improve awareness of key health topics 


 Conduct peer-to-peer case reviews  


4.13.1.8 Serves as the Vendor’s consultant to medical staff with regard to referrals, denials, 
grievances and problems; 


Dr. McBride serves as the health plan’s consultant to medical staff with regard to referrals, 
denials, grievances and problems and will continue to do so with the new contract. Dr. 
McBride, our medical directors and our associate medical directors work with multiple health 
plan departments, staff and network providers as needed to ensure that health plan members 
receive timely and appropriate referrals to health care providers. When issues arise concerning 
the referral process, Dr. McBride or one of our medical directors will help ensure referrals are 
made most efficiently for the health plan member’s care. Dr. McBride or his designee leads 
daily Utilization Management rounds with HPN Medical Management staff to discuss the 
status of health plan members who are in hospital to facilitate effective case management, 
discharge planning and care transitions 


Dr. McBride and the medical directors are available to review clinical information on prior 
authorization decisions – approvals or denials –and grievances and appeals to ensure the 
decisions are made according to the designed process. All denial cases are reviewed and decided 
upon by our medical directors. 


4.13.1.9 Ensures enrollee Individual Family Service Plans (IFSPs) and Individualized Education 
Programs (IEPs) are followed; and 


Dr. McBride, the designated Medical Director for the Internal Quality Assurance Program, 
currently ensures member Individual Family Service Plans are followed. Specifically, Dr. 
Ebbin, our Vice President of Health Care Quality and Education, a direct report of Dr. 
McBride oversees this process.  


Nevada Early Intervention Services (NEIS) submits a monthly report to the HPN Complex 
Case Management team that includes the names of our health plan members that NEIS is 
currently following with copies of the Individual Family Service Plans (IFSP). The high risk 
pediatric case manager reviews and sends the IFSP to the HPN’s pediatric medical director for 
signature. The high risk pediatric case manager completes an assessment of the child’s needs in 
cooperation with the parent/guardian and child’s PCP to determine whether there are 
additional case management needs. The high risk pediatric case manager calls the 
parent/guardian of the child  as additional questions or concerns arise related to the IFSP.  


Dr. Ebbin also oversees the process for HPN related to Individualized Education Programs 
(IEPs). The IEPs are completed and followed solely through the County school districts. The 
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pediatric medical directors and the high risk pediatric case management team will advocate for 
the child with special health care needs to ensure these children are receiving the support they 
need. HPN’s high risk pediatric case managers educate the parents/guardians of the child about 
his/her health condition, including ADHD, diabetes and asthma as needed. HPN’s Associate 
Medical Director, Dr. Rutu Ezhuthachan (Chief of Pediatrics for Southwest Medical 
Associates), is actively involved in the southern and northern Nevada communities to 
coordinate services between the children’s medical home and the schools they attend.  


4.13.1.10 Ensures coordination of out-of-network services. 


The Vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP 
regarding utilization review and quality assurance issues. 


Dr. McBride oversees and will continue to oversee the coordination of out-of-network services. 
Specified liaisons are available to work with DHCFP regarding utilization review and quality 
assurance issues for out-of-network services. For example, cases related to transplants, complex 
pediatric needs, oncology and neurology, amongst others, are reviewed by the designated 
medical director in collaboration with the assigned case manager. This health care team 
reviews the case with the primary care physician or other attending physician to determine the 
most effective and efficient care setting, while meeting the needs of the individual member. The 
assigned case manager and medical director as needed will communicate and work with 
DHCFP to ensure out-of-network services are provided for the member. 


4.13.2 Vendor Operating Structure and Staffing 


The Vendor must assure DHCFP that the organization is adequately staffed with experienced, 
qualified personnel. The Vendor shall provide such assurances as follows: 


4.13.2.1 Provide DHCFP with an updated organizational chart, every six (6) months or whenever a 
significant change in the organization occurs. The organizational chart must depict each functional 
unit of the organization, numbers and types of staff for each function identified, lines of authority 
governing the interaction of staff, and relationships with major subcontractors. The organizational 
chart must also identify key personnel and senior-level management staff and clearly delineate lines 
of authority over all functions of the Contract. The names of key personnel must be shown on the 
organizational chart. 


HPN currently provides DHCFP with an updated organizational chart every six months or 
whenever a significant change in the organization occurs. HPN has a highly experienced 
management staff with many years of service with HPN and literally hundreds of years of 
collective managed care industry experience. This broad, diverse management team possesses 
the knowledge, education and expertise necessary to direct program operations and has been 
instrumental in making HPN the highly successful organization that it is today. With our Vice 
President of Operations, Kelly Simonson, who has 14 years of Medicaid experience leading the 
Nevada Medicaid and Nevada Check Up Managed Care Program, HPN is the most highly 
qualified company for the Program. All key management personnel have long periods of 
service with HPN. Please find our current organizational chart below:  
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Key Personnel Title Number of Staff Type of Staff 
Donald Giancursio Chief Executive Officer 1396 Overall operations 
Sachin Shah, BS Chief Financial Officer 85 Finance 


Kyle Clingo 
Senior Vice President of 
Operations 


660 Operations 


Scott Cassano 
Senior VP Provider 
Relations 


40 


Provider services, 
contracting, credentialing, 
provider demographics, 
directories 


Bob Schaich 
Senior VP, CIO, 
Information Systems 


90 
Applications development, 
technical support, IS 
infrastructure 


Daniel McBride, MD Chief Medical Officer 22 
Medical and clinical 
operations, medical 
management department 


Leslie Hare Claims Administrator 183 


Claims processing, case 
installation, COB, 
subrogation, recovery, 
medical adjudication, 
benefit configurations 


Pam Smith 
Grievances and Appeals 
Coordinator 


26 
Customer response and 
resolution, complaints, 
appeals, grievances 


Kelly Simonson, RN, 
BSN, MHS 


Vice President, Medicaid 
Operations 


24 
Medicaid, health education, 
wellness 


David Stuczynski 
Director of Member 
Services 


223 
Member services, call 
centers, support services,  


Deborah Wheeler, 
MSPH, CMCE  


Director, Quality 
Improvement 


43 
Clinical quality, health 
management, compliance, 
complex case management 
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4.13.2.2 The Vendor must have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. At a minimum, the Vendor must have qualified staff in 
the following areas: 


A. Executive management, including a Nevada Medicaid/CHIP  


B. Operations Manager; 


C. Accounting and budgeting; 


D. Medical Director's office; 


E. Medical Management, including quality assurance/utilization review; 


F. Recipient services; 


G. Provider services; 


H. Grievances, appeals, and fair hearings; 


I. Claims processing; and 


J. Management information systems (MIS). 


HPN has the organizational, management and administrative systems capable of fulfilling all 
contract requirements currently in place. We value our longstanding relationship with DHCFP 
as a Medicaid Managed Care Program contractor for the past 15 years and will continue our 
partnership with DHCFP to help even more members live healthier lives. Our local leadership 
team, led by Don Giancursio, has more than 578 years of combined experience in health care, 
446 of which are dedicated to serving all Nevadans and elevating the health care platform in 
our state.  


HPN has a large presence in the communities in which we serve. We understand how vital a 
local team is to understanding Nevada’s population, their health disparities and the issues that 
directly affect them. With our long-term experience and relationships, we have a deep 
understanding of the program, members, providers and State requirements. HPN, our parent 
organization, UnitedHealth Group and affiliated companies have 3,000 employees who live and 
work in the state of Nevada. 


The local team includes individuals who have served Nevada members since the first MCO 
managed care contract was granted in 1997. Our qualified staff includes:  


 Executive Management: 


–  Kyle Clingo, Senior Vice President, Operations: As SVP, Operations, Mr. Clingo has 
experience in and responsibility for most of our Nevada insurance operational areas 
including member services, claims, broker/employer services, enrollment, billing, 
collections, commissions, complaints, appeals, grievances, coordination of benefits and 
recoveries.  


– Sachin Shah, Chief Financial Officer: As SVP and CFO, Mr. Shah has experience in and 
responsible for finance, actuarial, underwriting, and health informatics for the Nevada 
market. Mr. Shah has also been appointed to the reinsurance and risk adjustment 
advisory subcommittee of Silver State Health Insurance Exchange Board. 


– Bob Schaich: Senior Vice President, Chief Information Officer, Information Systems: 
Mr. Schaich has more than 30 years of experience in managed care, insurance and 
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information technology as an operations executive, management consultant and chief 
information officer. 


– Scott Cassano, Senior Vice President, Provider Relations: Mr. Cassano has more than 
20 years of health care experience in Nevada with specific emphasis on provider 
contracting, negotiation, assess and availability reporting and cost analysis. 


– Daniel McBride, M.D., Chief Medical Director: Dr. McBride has more than 24 years of 
experience as a surgeon. He provides leadership and direction to all medical directors, 
medical management, case management and utilization management clinical directors 
related to the delivery of quality health care and medical practice, including but not 
limited to inpatient bed days, sub-acute care and coordination with other clinical 
subsidiaries. In addition, he oversees Quality Improvement and Utilization Management 
Compliance Programs to ensure all federal and state regulation accreditation standards 
are met. 


 Operations Manager: Kelly Simonson: Ms. Simonson has 14 years of experience directing 
the Medicaid and Nevada Check Up Managed Care Program in Nevada. She negotiates 
contracts with DHCFP on behalf of the health plan and works daily with DHCFP and 
internal health plan departments on all contract and operational aspects of the program. 
She also drives health care affordability and operational efficiency initiatives for the 
Program with the health plan. 


 Accounting and budgeting: Michael Schramm: Mr. Schramm has 12 years of experience as 
finance director in various roles including government programs, finance and internal 
audit.  


 Medical Management, including quality assurance and utilization review:  


– Deb Wheeler: Ms. Wheeler has 1918 years of experience in quality. She currently 
oversees corporate wide quality improvement, performance, disease management, 
utilization management and compliance initiatives. 


– Noreen Dentscheff: Ms. Dentscheff has 24 years of experience working in health care 
providing care and services for the maternal /child population, including education for 
patients, nurses, and physicians in areas related to lactation, child birth education and 
fertility. She is actively responsible for medical and case management of all pediatric 
and obstetrical services for our Medicaid and Nevada Check Up members, including the 
NICU Post Discharge Clinic program. 


– Terri Jacque: Ms. Jacque has nearly two years of experience directing the prior 
authorization department in Nevada. She is responsible for ensuring programs of prior 
authorizations meet regulatory compliance for Center for Medicare and Medicaid 
Services (CMS) and NCQA. 


– Valerie Grosjean: Ms. Grosjean has seven years of experience directing the Medicaid 
Managed Care inpatient and outpatient programs for Nevada. She has operational 
oversight of case management activities and initiatives that support utilization and 
financial performance. 


 Member Services: David Stuczynski: Mr. Stuczynski has more than 18 years of 
comprehensive call center management experience covering a number of functions 
including inbound and outbound calls, customer service and sales. His managed support 
functions including correspondence, email support, chat service and vendor management. 
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 Provider Services: Michelle Walker: Ms. Walker has approximately 12 years of Nevada 
Medicaid experience with provider services. She possesses a solid understanding of network 
requirements as they relate to Medicaid and has extensive hands-on experience in all 
aspects of network development, contracting and credentialing.  


 Grievances, appeals and fair hearings: Pam Smith: Ms. Smith has 23 total years of managed 
care experience with 14 years in management. For the last 9 years she has been accountable 
for directing the grievances and appeals processes for compliance with state and federal 
requirements. 


 Claims processing: Corrine Spaeth: Ms. Spaeth has more than 30 years of experience with 
claims processing in Nevada and compliance with state and federal requirements. As she 
has for the last 15 years, Ms. Spaeth currently directs all Nevada claims staff. 


4.13.2.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
assigned to any other responsibility and must be housed in the Vendor’s Nevada administrative 
offices, key personnel may be responsible for more than one area. The Vendor shall ensure that all 
staff has appropriate training, education, and experience to fulfill the requirements of their positions, 
including the Nevada Medicaid/CHIP Operations Manager. The Vendor shall inform DHCFP in 
writing within seven (7) calendar days of any changes in the following key positions: 


A. Administrator; 


B. Chief Financial Officer; 


C. Medical Director; 


D. Recipient Services Manager; 


E. Provider Services Manager; 


F. Grievance and Appeals Coordinator; 


G. Claims Administrator; and 


H. Nevada Operations Manager. 


HPN’s key staff members are primarily responsible for one area and are all locally based here 
in the State of Nevada. All our staff has the appropriate training, education and experience to 
fulfill the requirements of their positions, as demonstrated by their resumes provided in 
Attachment G.  


HPN shall inform DHCFP of any key staff changes within seven calendar days. All of the staff 
listed above with the exception of our medical director has been in place since the start of our 
current contract. 


4.13.3 Subcontractors 


The Vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with health 
care professionals.  


HPN currently complies with the statutory provisions under 42 CFR 438.214 and will continue 
to do so with the new contract. For example, all of our written agreements with our providers 
provide extensive oversight for all delegated subcontracts. 
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The Vendor shall comply with the following: 


4.13.3.1 All subcontracts must fulfill the requirements of 42 CFR 438.6 that are appropriate to the 
service or activity delegated under the subcontract; 


All subcontracts include the requirements of 42 CFR 438.6 that are appropriate to the services 
delegated under the subcontract. 


4.13.3.2 The Vendor is responsible for oversight of all network subcontracts and is accountable for 
any responsibilities it delegates to any subcontracted provider (AKA, subcontractor). The Vendor 
must evaluate the prospective subcontractor’s ability to perform the activities to be delegated; 


HPN oversees our network subcontract and is accountable for any responsibilities we delegate 
to any subcontracted provider and will continue to do so with the new contract. 


HPN has developed and maintains an extensive oversight program for Human Behavioral 
Institute (HBI), which is our sole subcontractor provider. HPN ensures all elements of the 
contract and delegation agreement are met. This includes, but is not limited to, day-to-day 
communication, audits, monthly review of reports and statistical interdisciplinary meeting and 
committee attendance. 


Currently, HPN evaluates our only subcontractor through the following mechanisms and 
evaluations: 


Audit and Evaluations 
 Quarterly file audit review 


– Focus is on file content, information and treatment plans 


 Monthly Secret Shopper audit 


– Focus is on customer service and meeting accessibility standards 


 Annual Delegation Agreement audit completed by the behavioral health Medical Director 


– Focus to review all aspects of delegation agreement to include utilization and case 
management 


 Monthly sanction and debarment checks 


– To ensure professionals are in good standings with licenses 


 Annual Capitated Provider Site Review 


– Very extensive on-site review with all operations and clinical aspects of HBI. All policies, 
procedures and services are reviewed by the behavioral health team, to include: 


 Administrative 


 Appointments 


 Available Services 


 Billing/Claims/Reports 


 Clinical Staff 


 Confidentiality 


 Crisis Services 


 Customer Service 


 Desk Audit 
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 Discharge Review 


 File Audit 


 Medical Records Review 


 Personnel Files 


 Quality Assurance 


 Safety 


 Annual Inter Rater Reliability (IRR) Audits 


 Annual review of HBI’s Business Continuity/Disaster Recovery Plan 


 Annual review (attestation) of all HBI staff receiving specific training 


– Code of Conduct Training 


– Fraud, Waste and Abuse Training 


– Confidentiality Training, including HIPAA  


 Reports and Statistical Report  


– Review behavioral health discharges, including mental health and chemical dependency 
inpatient discharges and average length of stay 


 Timeliness of UM decision making 


 Effectiveness of delivery of follow-up after mental health and chemical dependency 
hospitalization care 


 Behavioral health inpatient readmission rates 


 Behavioral health, including mental health and chemical dependency bed days per thousand 


 Monthly and Quarterly Key Quality Indicator Reporting 


 Rapid Response Timeliness 


 Number of UM cases handled by type (pre-service, urgent concurrent or post-service) and 
by service (inpatient or outpatient) 


 Outpatient mental health and chemical dependency utilization including visits per thousand 
and average visits per member per episode and penetration percentages 


 Annual review of HBI’s Quality Improvement Program Description and UM Program 
Description 


 Review and approval of Standard Operating Procedures related to behavioral health 
members services 


Meetings and Committees 
 Monthly Joint Operations Committee (JOC) meetings 


 Bi-monthly Fiscal Protection Meeting – Claims and Encounter reviews to ensure accurate 
reconciliation of capitation payments 


 Bi-monthly Capitation Reconciliation meetings to review capitation payment inquiries 


 Large Case Management Committee 


4.13.3.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, shall be 
prior- approved by DHCFP. Prior to the award of any subcontract or execution of an agreement with 
a delegated entity, the Vendor must provide written information to the DHCFP disclosing the 
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Vendor’s ownership interest of five percent (5%) or more in the subcontractor or delegated entity, if 
applicable. All subcontracts shall be submitted to DHCFP for approval prior to their effective date. 
Failure to obtain advance written approval of a subcontract from DHCFP will result in the application 
of a penalty of one (1) month’s current capitation payment for an adult female TANF recipient for 
each day that the subcontractor was in effect without the DHCFP’s approval; 


Our only subcontract and delegation agreement has been prior approved by DHCFP and is 
audited every three years. At this time, we do not intend to have any other delegated 
agreements. HPN currently provides the majority of services through our plan, including 
quality management, claims processing, member and provider services, case management, 
enrollment, clinical staff and executive leadership, all based in Nevada and performed by local 
teams. Our only subcontractor is Human Behavior Institute (HBI), a full risk-capitated 
provider group to provide mental health and substance abuse services. 


4.13.3.4 By the service start date and whenever a change occurs, submit to DHCFP for review and 
approval the names of any material subcontractors the Vendor has hired to perform any of the 
requirements of the Contract and the names of their principals; 


HPN will submit names of any material subcontractors by the services start date and whenever 
a change occurs to obtain DHCFP for review and approval. 


4.13.3.5 Maintain all agreements and subcontracts relating to the contract in writing. Provide copies 
of all agreements and subcontracts to DHCFP within five (5) days of receiving such request. All such 
agreements and subcontracts shall contain relevant provisions of the contract appropriate to the 
subcontracted service or activity, specifically including but not limited to the provisions related to 
confidentiality, HIPAA requirements, insurance requirements and record retention. The Vendor has 
the responsibility to assure that subcontractors are adequately insured to current insurance industry 
standards; 


HPN maintains our sole delegated agreement and subcontract in writing and complies with 
DHCFP’s requests for copies of agreements and subcontracts by providing copies of the 
requested agreements within five days of receiving such request. Our agreement with Human 
Behavior Institute (HBI), our only subcontract, contains provisions relevant to the 
subcontracted service or activity including HIPAA requirements, insurance requirements and 
record retention. We also require that HBI is adequately insured to the current insurance 
industry standards. In addition, we validate various aspects of contractual requirements during 
recredentialing, such as medical malpractice agreements. HPN will continue to adhere to these 
standards with the execution of this contract. 


4.13.3.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of 
any subcontracts for the performance of any Contract responsibility. No subcontract will operate to 
relieve the Vendor of its legal responsibility under the Contract; 


As the contracted entity, HPN accepts full responsibility for meeting all requirements of the 
contract regardless of any subcontract agreements. We ensure HBI meets the requirements of 
our contract through audits and monthly joint operating committee meetings. 
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4.13.3.7 Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or imposing 
sanctions if the subcontractor’s performance is inadequate or substandard; 


HPN currently has a full risk-capitated provider agreement with HBI, our only subcontractor, 
to provide mental health and substances abuse services; the agreement provides for revoking 
delegation or imposing sanctions if their performance is inadequate or substandard. This 
agreement will continue with the new contract. 


4.13.3.8 Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, consistent 
with industry standards and/or State laws and regulations. If the Vendor identifies deficiencies or 
areas for improvement, the Vendor and the subcontractor must take corrective action; 


As described in 4.13.3.2, HPN has a very thorough oversight program and currently monitors 
HBI’s performance on an on-going basis. HPN holds HBI to a formal review according to 
periodic schedules established by the State, consistent with industry standards and/or State 
laws and regulations and will continue to do so with the new contract. 


HPN’s behavioral health department provides the complete oversight for all delegated UM 
operations of the exclusive behavioral health capitated provider. Our behavioral health 
department is responsible for conducting reviews/audits that measure the performance and 
obligation compliance, including but not limited to: interviews with staff, review of UM 
program description, policies/processes and procedures, and file reviews.  


 Delegation Agreement Audit 


– This audit is conducted annually to review that all aspects of delegation agreement are 
compliant 


– Last one conducted was March 14, 2012 


 File Audit 


– This audit is conducted quarterly by HPN UM and quality compliance staff to review 
patient file compliance 


– Last one conducted was May 25, 2012 


 Capitated Quality Site Audit 


– A very comprehensive annual audit to review all provider policies and procedures, UM 
plan, file review, personnel file review, etc. 


– Last one conducted was August 9, 2012 


In the event that HBI did not meet required standards, a Corrective Action Plan would be 
opened and follow up expected until satisfactory results were met. In addition, per contract, 
certain performance standard violations are subject to financial penalties, which HPN would 
impose. Examples of such standard violations: 


 Access and Availability (meeting all level standards) 


– 3 percent of the monthly capitated payment until cured 


 HEDIS Hospital Follow-Up (compliance) 


– 3 percent of the monthly capitated payment until cured 
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 ER Assessment Response (within four hours) 


– $150 per late response 


 Inpatient Consultation (same day response for requests before 3 PM) 


– Cost of each medical hospital bed day in accordance with HPN contracted rate 


 Encounter Data Submission Monthly (within 15 days of end of month) 


– 1 percent of the monthly capitated payment until cured 


 Monthly Reports (within 15 days of the end of the month) 


– 1 percent of the monthly capitated payment until cured 


 Quarterly Reports (within 15 days of the end of the quarter) 


– 1 percent of the monthly capitated payment until cured 


4.13.3.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the 
Vendor’s intention to terminate any such subcontract; and 


We currently notify and with the new contract will notify DHCFP, in writing, immediately of 
our intention to terminate a material subcontractor, as evidenced by HPN’s internal policy, 
Termination of Subcontract. HPN will continue to follow this policy with the new contract. 


4.13.3.10 Within thirty (30) calendar days of the date of request, the Vendor must provide full and 
complete information about the ownership of any subcontractor with whom the Vendor has had 
business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the twelve-
month (12-month) period ending on the date of request as required by 42 CFR 455.105. Failure to 
timely comply with the request will result in withholding of payment by the State to the Vendor. 
Payment for services will cease on the day following the date the information is due and begin again 
on the day after the date on which the information is received. 


We currently provide and with the new contract will provide DHCFP with full and complete 
information about the ownership of any subcontractor with whom we have business 
transactions totaling more than $25,000 during a 12-month period. This information is 
provided within 30 calendar days of the date of request to DHCFP. These details are included 
in our internal policy. We will continue to follow this policy with the execution of this contract. 


4.13.3.11 DHCFP retains the right to review contracts between the Vendor and providers. DHCFP 
agrees to protect the terms of Vendor-Provider contracts, if the Vendor clearly label individual 
documents as a "trade secret" or "confidential"” as per Section 25 of Attachment D, Contract Form of 
contract. 


In the event any network provider or subcontractor is determined not to meet federal requirements 
and results in a federal disallowance of federal funds, the Vendor will be financially responsible to 
refund the amount of the federal disallowance and the corresponding state share to DHCFP. If such 
disallowance is treated as a default or breach, or otherwise subject the Vendor to sanctions under 
Section 13 of Attachment D Contract Form, any such liquidated damages are not exclusive and are in 
addition to any other remedies available under this contract. All existing subcontracts, requiring 
amendments to meet the requirements of this contract, shall be amended. All future subcontracts must 
meet the requirements of this contract and any amendments thereto. 


We allow DHCFP to review contracts between HPN and providers and will continue to do so 
with the new contract. In the event that our subcontractor does not meet federal requirements 
that results in a federal disallowance of federal fund, we agree to be financially responsible and 
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refund the amount of the federal disallowance and the corresponding state share to DHCFP. 
Our network provider contracts and subcontracts meet current federal requirements and are 
amended as necessary. We will continue to amend these contracts to maintain compliance. 


4.13.4 Policies and Procedures 


Written policies and procedures must be developed by the Vendor to provide a clear understanding of 
the program and its operations to Vendor staff, DHCFP, other DHCFP Vendors and the providers 
(network and non-network). 


Policies and procedures must be developed, in accordance with the DHCFP managed care contract, 
amendments, attachments, and MSMs, for each of the Vendor functions. The Vendor’s policies and 
procedures must be kept in a clear and up-to-date manual. The Policy and Procedure Manual will be 
used as a training tool, and subsequently as a reference when performing contract related activities. 
The Policy and Procedure Manual must be reviewed at least annually for accuracy and updated as 
needed.  


DHCFP must be provided with at least three (3) hard copies and an electronic copy of the Vendor 
Policy and Procedure Manual, including any exhibits, attachments or other documentation included 
as part of the Vendor Policy and Procedure Manual. DHCFP reserves the right to review and reject 
any policies or procedures believed to be in violation of federal or state law. 


HPN’s comprehensive and fully implemented written policies and procedures provide a clear 
understanding of our program and operations to our staff, DHCFP, other DHCFP vendors and 
the providers and will continue to do so with the new contract. We include any relevant 
information in our provider contracts. 


HPN’s current written policies and procedures are developed, in accordance with the DHCFP 
managed care contract, amendments, attachments and Medicaid Services Manual, for each of 
our functions and will continue to do so with the new contract as evidenced by independent 
audit scores of 97 to 100 percent. HPN keeps our policies and procedures in a clear and up-to-
date manual, which is used as a training tool and reference guide. All policies and procedures 
are reviewed annually for accuracy and are updated as necessary. 


Our policies and procedures are made accessible to all staff according to their job function and 
department within HPN. Our policies and procedures have a common format and receive 
review and signoff by senior management or the appropriate governing committee. Medicaid 
policies and procedures are reviewed at least annually or more often as necessary. 


HPN provided DHCFP with three hard copies and an electronic copy at the start of the current 
contract and will do so again at the start of the new contract. 
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4.13.5 Implementation 


4.13.5.1 Vendor Plan 


The Vendor shall: 


A. Develop and submit to DHCFP for approval, no later than one (1) month after notification that 
DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for performing 
the obligations set forth in the Contract for the first contract year. 


As a fully-operational incumbent health plan in Nevada, we are currently meeting and 
exceeding all requirements for our contract. All of our operations are already in place in 
Nevada; we will leverage our established and proven operating systems to ensure continuity of 
care with no disruptions for our members or providers. As such, if we are awarded the 
Medicaid contract, transition of care for our more than 104,000 Medicaid members and their 
providers will not be required and the members will experience absolutely no disruption to 
their care. We are fully and substantially compliant with the requirements as evidenced by our 
exemplary audit scores of 97 to 100 percent.  


As we did prior to our successful expansion implementation in 2006, HPN will provide our 
detailed work plan and timeline for performing the nominal new obligations set forth in the 
contract. This work plan and timeline will specifically outline our plans to add the orthodontia 
and hospice benefits and providers to our comprehensive Medicaid and Nevada Check Up 
Managed Care Program enjoyed by more than 104,000 members. HPN has executed contracts 
with orthodontia and hospice providers for our commercial line of business which will be easily 
extended for our Medicaid members. We have existing contracts with Residential Treatment 
Centers for our members. Our work plan will also provide a detailed timeline on our Health 
Insurance Exchange gold and silver product development and implementation plan. 


B. Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that 
have been made to either, and describing the Vendor’s current state of readiness to perform all 
Contract obligations. Until the service start date, the Vendor shall provide biweekly written updates 
to the work plan and timeline, and thereafter as often as DHCFP determines necessary. 


As we did in 2006, we will provide DHCFP with biweekly written updates to the initial work 
plan and timeline until the service start date and thereafter as often as necessary. 


C. Unless otherwise agreed to by DHCFP, submit to DHCFP within a minimum of ten (10) working 
days of the service start date, all deliverables to permit any DHCFP identified modifications. 


HPN agrees to submit all deliverables to DHCFP within a minimum of 10 working days of the 
service start date. 


D. Beginning no later than thirty (30) calendar days prior to the service start date, the Vendor shall 
implement procedures necessary to obtain executed subcontracts and Medicaid provider agreements 
with a sufficient number of providers to ensure satisfactory coverage of initial enrollments. The 
DHCFP reserves the right to require an access report at any time after the service start date when 
barriers to access or network inadequacies are identified or are questionable. 


HPN has fully executed Medicaid provider agreements in place for approximately 4,000 health 
care providers to render all-inclusive coverage of our members. These contracts are evergreen 
and are not specific to benefits, so any new benefits are incorporated into the contract without 
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disruption of services. We will add orthodontia and hospice providers to our already robust 
network upon contract award. 


Our provider network is so comprehensive with direct provider contracts for medical, dental, 
vision, pharmacy and behavioral health services that we only use one subcontractor for our 
Medicaid/Nevada Check Up members. We have the largest, most experienced and most cost-
effective provider network in the state, including exclusive contracts with a number of provider 
groups, such as Southwest Medical Associates, the largest primary care and multi-specialty 
medical group in the state, where 29,000 members have a PCP medical home, to deliver 
exemplary coverage to all members.  


We have a proven track record of providing access, covered services and managed care 
programs that achieve financial and clinical outcomes. We are committed to improving care for 
Nevadans, and our established infrastructure is a wholly tested platform available to expand 
DHCFP services to new membership. No other plan can provide the level of local support and 
experience, national expertise and efficiencies for the State and providers than HPN. 


E. Ensure that all workplace requirements DHCFP deems necessary, including but not limited to 
office space, post office boxes, telephones and equipment, are in place and operative as of the service 
start date. 


All of our workplace requirements are in place in Nevada and have been operational since 
1997. All of our operational staff are local and have been for the past 15 years. 


F. Ensure that there is no interruption of covered services to enrolled recipients and work 
cooperatively with DHCFP to meet these requirements. 


HPN currently has continuity of care and transition policies and procedures in place to ensure 
there is no interruption of covered services to members and will work cooperatively with 
DHCFP to continue to meet these requirements. HPN has more than 104,000 members who will 
experience no interruption of covered services should HPN be awarded the Medicaid Managed 
Care Contract, including 29,000 Medicaid and Nevada Check Up members who will continue 
to receive primary care and obstetrical services through SMA, an exclusive HPN Medicaid 
contractor. 


G. Ensure that a toll-free telephone number is in operation at the Vendor’s office as of 8:00 a.m. 
(Pacific Time) on the first day of the open enrollment period and remains in operation for the 
duration of the contract, unless otherwise directed or agreed to by DHCFP. A single telephone 
number may be utilized as long as there is a menu option to channel different caller categories, e.g. 
recipients, providers, etc.   


Our local operations maintain our toll-free telephone number, 1-800-962-8074. This telephone 
number is fully operational. For the past 15 years HPN has used the same toll-free number for 
both members and providers and operates from 8:00 – 5:00pm. Our toll-free number uses 
interactive voice response (IVR) to verify eligibility and benefits and menu options to channel 
different caller categories. 
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H. Ensure that a toll-free hotline telephone number is in operation for recipient access at the Vendor’s 
office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment period and remains in 
operation for the duration of the contract, unless otherwise directed or agreed to by DHCFP.  


HPN maintains a toll-free hotline telephone number, 1-800-962-8074, that is wholly operational 
for the first day of the open enrollment period and will remain in operation for the duration of 
the contract. 


I. Establish and implement enrollment procedures and maintain applicable enrolled recipient data. 


Throughout our contractual relationship with DHCFP, we receive enrollment data, including 
the HIPAA-compliant 834 enrollment files, successfully process and load the data in our Facets 
eligibility system. We have a team of people in place who complete manual and daily changes 
and also reconcile the enrollment data on a monthly basis. Because we are the only vendor in 
Nevada to currently provide commercial plans in the individual and group markets along with 
Medicaid, we are uniquely qualified, having daily experience in transferring enrollment, 
eligibility, claims, prior authorizations and other services for patients moving to/from Medicaid 
and our commercial coverage—this experience will be especially important for patients moving 
to/from the Health Insurance Exchange.  


HPN will continue to maintain written policies and procedures for receiving monthly 
enrollment updates from DHCFP and incorporating those updates into our management 
information system as required. 


J. Establish its Provider Network and maintain existing Provider Agreements with such Providers, all 
in accordance with the provisions set forth in Section 4.5. 


HPN meets and exceeds the requirements as stated in section 4.5 of the Scope of Work and, 
with the new contract, will continue to meet the requirements of the State to best service our 
members’ needs. We update our provider network as needed to maintain this exceptional level 
of service. 


HPN has the largest, most experienced provider network in the state, consisting of 
approximately 4,000 health care providers. We maintain direct provider agreements in 
accordance with the provisions set forth in Section 4.5. Our providers are committed to deliver 
high quality services to our members in all service areas.  


Due to our position as the largest commercial, Medicare and Medicaid insurer in Nevada, HPN 
is uniquely positioned to have the most comprehensive, cost-effective provider delivery system 
in the state. We leverage our existing relationships to provide services to Nevada members as 
well as recruiting additional providers that deliver service to our members. 


Our comprehensive network has been in place since 1997. Since 2000, HPN has scored between 
95 and 100 percent on the Access and Availability standard in six audits conducted by 
DHCFP’s external quality review organization. 


4.13.5.2 Pre-Implementation Readiness Review 


DHCFP may conduct Operational and Financial Readiness Reviews on all awarded Vendors and will, 
subject to the availability of DHCFP resources, provide technical assistance as appropriate. The 
purpose of the readiness reviews is to assess the Vendor’s readiness and ability to provide services to 
enrolled recipients. The areas that may be reviewed include, but are not limited to: financial 
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operations; administration and organization; enrollee services; provider network; quality 
improvement; and, management information systems, including claims processing and reporting 
systems. The Vendor shall provide necessary documentation specified by DHCFP and cooperate with 
DHCFP or its designees in conducting the review. DHCFP shall determine when the Vendor may 
begin marketing and providing program services. Provision of services as set forth in the contract is 
also subject to review and prior approval of CMS. 


HPN agrees to DHCFP’s readiness review requirements. 


HPN offers the DHCFP a proven, fully implemented Medicaid and Nevada Check Up Managed 
Care Program. HPN’s unique position as Nevada’s largest insurer with the most experienced 
MMCP program and contracted network means there is zero implementation risk for the 
DHCFP if HPN were chosen to continue serving our 104,000 Medicaid and Nevada Check Up 
members. HPN’s MMCP HPN’s Medicaid and Nevada Check Up program has been 
successfully functioning for the last 15 years and has scored consistently superior marks in 
state-sponsored audits as demonstrated below. 


Standard I: QI Program Description 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 98 percent 100 percent 100 percent 100 percent 99.1 percent *


Standard II: Systematic Process of QI 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
90 percent 100 percent 100 percent 100 percent 100 percent 99.1 percent *


Standard III: Accountability to the Governing Body 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 99.1 percent* 


Standard IV: Active QI Committee 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 85 percent 100 percent 100 percent 100 percent 99.1 percent *


Standard V: QI Program Supervision 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 99.1 percent *


Standard VI: Adequate Resources 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 75 percent ** 100 percent 100 percent 100 percent 99.1 percent *


Standard VII: Provider Participation in QI 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 88.9 percent 


Standard VIII: Delegation Activities 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 83.3 percent 


Standard IX: Credentialing and Recredentialing 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 99 percent 80 percent 


Standard X: Member Rights and Responsibilities 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 92 percent 95 percent 96.4 percent 


Standard XI: Access and Availability to Services 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 98 percent 100 percent 95 percent 100 percent 


Standard XII: Medical Records 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 88.9 percent 
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Standard XIII: Utilization Management 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 100 percent 


Standard XIV: Continuity of Care System 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 92 percent 100 percent 100 percent 


Standard XV: QI Documentation 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 99.1 percent *


Standard XVI: Coordination of QI Activities with Other Management Activities 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 99.1 percent *


Standard XVII: Data Collection 
2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 


100 percent 100 percent 100 percent 100 percent 100 percent 
No longer 


audited 
Standard XVIII: Dispute Resolution 


2000 Audit 2002 Audit 2004 Audit 2006 Audit 2009 Audit 2011 Audit 
100 percent 100 percent 100 percent 100 percent 100 percent 97 percent 


*Standards changed in 2011. Standard I, in 2011 included all aspects of Standards II, III, IV, 
IV, V, XII, XV, XVI from prior years. 


2011 HPN Audit Scores of File Reviews Conducted by DHCFP’s 
Quality Review Organization 


File Description Score 
Initial Credentialing Provider Files 100 percent 
Recredentialing Provider Files 100 percent 
Member Grievance Files 100 percent 
Member Appeal Files 100 percent 
Denial of Service Files 100 percent 


2011 HPN Audit Scores of Member and Provider Information 
Conducted by DHCFP’s Quality Review Organization  


Written Information Type Score 
Member Information 100 percent 
Provider Information 100 percent 


We look forward to extending our proven and reliable MMCP for our more than 104,000 
members, who will enjoy a seamless transition on July 1, 2013 should HPN be granted a new 
contract. 


4.13.6 Presentation of Findings 


The Vendor must obtain DHCFP’s approval prior to publishing or making formal public 
presentations of statistical or analytical material that includes information about enrolled recipients. 
This material must protect specific individual recipient privacy and confidentiality to the extent 
required by both federal and state law and regulation. 


HPN will obtain DHCFP’s approval prior to publishing or making formal public presentations 
of statistical or analytical material, including information about enrolled members. All of our 
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material protects specific individual member privacy and confidentiality as required by both 
federal and state law and regulations.  


4.13.7 Vendor Marketing Materials 


The Vendor may develop marketing materials for distribution during any open enrollment period. 
The Vendor must request and obtain permission from DHCFP to distribute materials during an open 
enrollment period as well as in other locations or to implement an advertising campaign. Marketing 
materials must be submitted to the DHCFP for review and approval a minimum of sixty (60) days 
prior to the scheduled Medical Care Advisory Committee (MCAC) meeting for approval. The MCAC 
Schedule is subject to change. Please refer to the DHCFP website, http://dhcfp.nv.gov for revisions. 
Notwithstanding the requirement that the MCAC must review all Vendor marketing materials, the 
DHCFP has the sole authority to approve or disapprove materials (including updates to existing 
materials), distribution and advertising campaigns. The Vendor, or any provider, organization, or 
agency that contracts with the Vendor, is not permitted to market directly to potential enrollees. 
Vendors are also prohibited from providing materials that contain false or misleading information, 
and from initiating cold calls to potential enrollees. 


The Vendor may not distribute, in any manner, marketing materials related to the managed care 
program without the prior written approval of DHCFP. This includes any updates to previously 
approved materials. Although federal regulations require the MCAC to review Vendor marketing 
materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has the sole 
authority to approve the Vendor’s marketing materials. If DHCFP approval is granted, the Vendor 
must distribute the materials to its entire service area, as indicated in the contract and must comply 
with the requirements in Section 4.4.1 to ensure that, before enrolling, the potential enrollee receives 
the accurate oral and written information that he/she needs to make an informed decision regarding 
whether to enroll with the Vendor. The Vendor may not seek use of approved marketing materials to 
influence enrollment in conjunction with the sale or offering of any private insurance. The Vendor 
may not, directly or indirectly, engage in door-to-door, telephone, or other cold-call marketing 
activities. 


The Vendor must provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud enrollees or 
potential enrollees or the DHCFP. Statements that will be considered inaccurate, false, or misleading 
include but are not limited to any assertion or statement that: 


4.13.7.1 The recipient must enroll with the Vendor in order to obtain benefits or in order not to lose 
benefits; or 


4.13.7.2 The Vendor is endorsed by CMS, the federal or state government, or similar entity. 


HPN currently and will continue to compile and provide the Medical Care Advisory Committee 
(MCAC) with marketing materials for their approval since the implementation of MCAC in 
2003 and prior to all previous open enrollments. We have been compliant and all of our 
marketing materials have been approved by the MCAC since 2003. We will continue to do so 
with the new contract. 


To ensure that members can easily understand our member materials, HPN provides written 
material in an easily understood language and format that takes into consideration the special 
needs of our members—for example, those with visual limitations or limited reading 
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proficiency. All of our member materials are written at the eighth-grade English reading level 
according to the Flesch-Kincaid Grade Level tool. We provide this information in English and 
the prevalent non-English language (Spanish in HPN’s service areas). Instructions also are 
provided for obtaining free alternative formats for members who are visually impaired or who 
require oral interpretation services or who are hearing impaired and need access through the 
711 relay service. Member materials comply with the Americans with Disabilities Act of 1990. 
The Member Handbook and other written materials are available in audio format and Braille 
for members who are visually impaired upon request.  


HPN ensures that our marketing materials are accurate, clearly stated and compliant with 
DHCFP requirements through management review of the materials comparing them to our 
contractual requirements and submitting them to DHCFP for approval prior to use. 


4.13.8 Fraud and Abuse 


Vendors must comply with all applicable program integrity requirements, including those specified in 
42 CFR 455 and 42 CFR 438 Subpart H. Vendor or any subcontractor that receives or makes annual 
payments under the State Plan of at least $5,000,000, as a condition of receiving such payments, 
shall: 


HPN has a longstanding history of maintaining compliance with all applicable program 
integrity requirements. We are currently in compliance, and we are committed to maintaining 
our compliance under future contracts with the State. We have successfully addressed all of the 
State’s requirements, including those specified in 42 CFR 455 and 42 CFR 438 Subpart H, 
through our Ethics and Integrity Program, which promotes legal compliance, fosters ethical 
conduct within our company and provides guidance to our officers, employees, contractors, 
agents and health care providers. We ensure compliance with the State’s program integrity 
requirements as well as our corporate Ethics and Integrity program through a variety of 
methodologies, including extensive training requirements for employees, contractors, network 
providers, subcontractors and vendors. Our training compliance rate of 98 percent indicates 
the success of our efforts and illustrates the atmosphere of compliance that infuses HPN. 


4.13.8.1 Fraud and Abuse Program: 


Vendors must have a program that includes administrative and management arrangements or 
procedures, including a mandatory compliance plan to guard against fraud and abuse. The Vendor’s 
compliance plan must designate staff responsibility for administering the plan and include clear 
goals, milestones or objectives, measurements, key dates for achieving identified outcomes, and 
explain how the Vendor will determine the compliance plan’s effectiveness. 


The Vendor’s compliance program which safeguards against fraud and abuse must, at a minimum, 
specifically address the following: 


A. Employee education about false claims recovery:  


In order to comply with Section 6032 of the Deficit Reduction Act of 2005 Vendors must, as a 
condition of receiving Medicaid payment, do the following: 


1. Establish written policies for all employees of the entity (including management), and of any 
contractor or agent of the entity, that provide detailed information about the False Claims Act 
established under sections 3729 through 3733 of Title 31, United States Code, administrative 
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remedies for false claims and statements established under chapter 38 of Title 31, United States 
Code, any State laws pertaining to civil or criminal penalties for false claims and statements, and 
whistleblower protections under such laws, with respect to the role of such laws in preventing and 
detecting fraud, waste, and abuse in Federal health care programs (as defined in section 1128B(f)) 
of the Social Security Act of 1932;  


2. Educate employees and contractors on the Vendor’s policies and procedures for detecting and 
preventing fraud, waste, and abuse;  


3. Educate employees and contractors on the laws governing the rights of employees to be protected 
as whistleblowers; and 


4. Include in any employee handbook the required written policies regarding false claims recovery. 


In keeping with federal, state and local regulations and health care industry best practices as 
well as the State’s contractual requirements, we have developed, maintained and adhered to 
internal policies and procedures aimed at the detection and prevention of fraud, waste and 
abuse. These policies and procedures are a key component of our longstanding commitment to 
conserve the State’s resources while providing care and services to its neediest residents. We 
are also an active participant in UnitedHealth Group’s robust Ethics and Integrity Program, 
which encompasses administrative and management arrangements and procedures, including a 
mandatory compliance plan to guard against fraud and abuse. 


Our compliance plan designates staff responsibility for administering the plan and includes 
clear goals, milestones and objectives, measurements, and key dates for achieving identified 
outcomes. Our compliance plan also explains how we determine the effectiveness of the plan. 


We maintain full compliance with State requirements to thoroughly educate all employees and 
contractors on federal and state laws and internal HPN policies and procedures on fraud, waste 
and abuse through a variety of methodologies, including the following: 


Written Policies and Procedures 
We adhere to the enterprise-wide Principles of Ethics and Integrity (Principles) operationalized 
by our parent company, UnitedHealth Group, across all of its Medicaid offerings in 24 states 
and the District of Columbia. The Principles serve as a guide to acceptable and appropriate 
business conduct and compliance with contractual requirements by our officers, employees, 
contractors, subcontractors and vendors. Through the Principles, we are firmly positioned and 
committed to the highest standards of program integrity for preventing fraud, waste and abuse 
in the Medicaid and Nevada Check Up programs within all levels of our organization, 
extending to our network providers, subcontractors and vendors. 


Included in the Principles’ policies and procedures is detailed information about: 


 The False Claims Act 


 State laws pertaining to civil or criminal penalties for false claims and statements 


 Whistleblower protections under such laws 
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Policy and Procedure Education 
We fully support the requirements of our parent company, UnitedHealth Group, to promote 
compliance with our Ethics and Integrity Program from all employees, contractors, vendors 
and subcontractors through a variety of methodologies, including: 


 All employees and contractors are required to complete a web-based training course on 
policies and procedures for detecting and preventing fraud, waste and abuse within 30 days 
of hire and annually thereafter 


 New hire training courses also include instructions for review of and adherence to the False 
Claims policy 


 Managers in specific operational areas are required to participate in live instructor-led 
classes 


 Contracted providers from our pharmacy and physician networks are required to complete 
web-based FWA training or produce evidence of equivalent training upon request 


 Subcontractors and vendors are required to provide written attestation annually indicating 
compliance with UnitedHealth Group FWA training requirements 


 We require all subcontracted and vendor staff to provide verification of appropriate 
licensure on a monthly basis 


Fraud, Waste and Abuse 
All HPN employees and contractors are required to complete a web-based training course on 
policies and procedures for detecting and preventing fraud, waste and abuse within 30 days of 
hire and annually thereafter. In addition, managers in specific operational areas are required 
to participate in live instructor-led classes. Contracted providers from our pharmacy and 
physician networks are required to complete HPN web-based training or produce evidence of 
equivalent training upon request. 


False Claims Act 
We provide a wealth of information on the federal and Nevada State False Claims Act through 
a variety of avenues: 


 Web-Based Training: The compliance training course required of all employees and 
contractors within 30 days of hire and annually thereafter includes instructions for review 
of the False Claims policy formulated by our parent company, UnitedHealth Group 


 Online: Our Compliance Handbook is available to employees on HPN’s intranet site, InSite, 
and the False Claims policy is available on UnitedHealth Group’s intranet site, Frontier 


 New Hire Orientation: We communicate information on the Compliance and Ethics 
HelpCenter, FWA policy, and the federal and Nevada State False Claims Acts to employees 
during new hire orientation 


 Communication Materials: Posters containing the Compliance and Ethics HelpCenter 
contact information are dispersed throughout employee common areas. Postcards with a 
punch-out wallet card containing the Compliance and Ethics HelpCenter phone number are 
distributed to all new employees at Orientation 


Our network providers have access to this information through our Provider Summary Guide 
and network contracts, and a Business Associated Addendum mandating adherence to our 
security and privacy requirements is included in each subcontractor service contract. 
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Whistleblower Protections 
We actively encourage employees to report suspected fraud, waste and abuse as well as any 
potential violations of federal or state law, or HPN or UnitedHealth Group policy. We provide 
assistance to employees through: 


 UnitedHealth Group’s Compliance and Ethics HelpCenter provides assistance and 
instructions for reporting potential legal or policy violations or potential instances of fraud 
online, via email or by calling a toll-free telephone number that is available 24 hours a day, 
seven days a week 


 Allowing reporting employees the option to remain anonymous 


 Encouraging employees to report any concerns they may have to their manager 


 Including detailed information in our FWA training courses about the protections afforded 
personnel who report suspected instances of fraud, waste or abuse 


 Enforcing a strict non-retaliation policy against anyone who reports possible problems in 
good faith or participates in an investigation 


 Instructing network providers on reporting fraud or compliance issues through our 
Provider Summary Guide and including similar instructions for vendors in our Business 
Associated Addenda 


Collaborative Fraud, Waste and Abuse Activities 
We further collaborate with DHCFP in the crucial activities surrounding the detection and 
prevention of fraud, waste and abuse through: 


 Cooperating with audits of our FWA program, including but not limited to the above 
requirements. The most recent audit (in 2011) yielded no negative findings or action items. 


 Providing monthly reports of all disciplinary actions and sanctions. 


 Providing immediate notification to DHCFP of any suspected incidents of fraud, waste and 
abuse. 


 Participating in quarterly teleconferences with the State’s Medicaid Fraud Control Unit 
(MFCU). 


Please refer to Attachment 4.13.8.1 for our FWA policies. 


4.13.8.2 Disseminate the required written policies to all contractors and agents, who must abide by 
those written policies. Include as part of such written policies, detailed provisions regarding the 
entity’s policies and procedures for detecting and preventing fraud, waste, and abuse. 


We have created an atmosphere of compliance that extends throughout our organization, 
including not just our officers, employees and contractors, but also our subcontractors, 
providers and vendors. To ensure full awareness of and adherence to the requirements of our 
Principles of Ethics and Integrity, we provide access to this information through a variety of 
channels, including: 


 Online employee training modules 


 Employee handbook 


 InSite, our intranet website 


 Provider Summary Guide 
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 Network provider contracts 


 Business Associated Addendum included in each subcontractor service contract that 
mandates adherence to HPN security and privacy requirements 


4.13.8.3 Include in any employee handbook for the entity, a specific discussion of the laws described 
in Section 4.13.8.1, the rights of employees to be protected as whistleblowers, and the entity’s 
policies and procedures for detecting and preventing fraud, waste, and abuse.  


We include in both our employee handbook and on InSite, our intranet website, a specific 
discussion of the laws described in Section 4.13.8.1, the rights of our officers, employees and 
contractors to be protected as whistleblowers, and our Policies of Ethics and Integrity, which 
outline detailed procedures for detecting and preventing fraud, waste and abuse. To ensure 
awareness of and compliance with the Principles, all employees and contractors are required to 
undergo web-based training on both the content and the locations of the Principles within 30 
days of hire and annually thereafter, and certify their participation. Our stringent adherence is 
such that 98 percent of all employees are in compliance with this requirement.  


4.13.8.4 Monitoring for fraud and abuse  


The Vendor’s program which safeguards against fraud and abuse must specifically address the 
Vendor’s prevention, detection, investigation, and reporting strategies in at least the following areas: 


A. Embezzlement and theft – Vendors must monitor activities on an ongoing basis to prevent and 
detect activities involving embezzlement and theft (e.g., by staff, providers, contractors, etc.) and 
respond promptly to such violations. 


B. Underutilization of services – Vendors must monitor for the potential under-utilization of services 
by their members in order to assure that all Medicaid-covered services are being provided, as 
required. If any under-utilized services are identified, the Vendor must immediately investigate and, 
if indicated, correct the problem(s) which resulted in such under-utilization of services. 


C. The Vendor’s monitoring efforts must, at a minimum, include the following activities: a) an 
annual review of their prior authorization procedures to determine that they do not unreasonably limit 
a member’s access to Medicaid-covered services; b) an annual review of the procedures providers are 
to follow in appealing the Vendor’s denial of a prior authorization request to determine that the 
process does not unreasonably limit a member’s access to Medicaid-covered services; and c) ongoing 
monitoring of Vendor service denials and utilization in order to identify services which may be 
underutilize. 


D. Claims submission and billing – On an ongoing basis, Vendors must identify and correct claims 
submission and billing activities which are potentially fraudulent including, at a minimum, 
double-billing and improper coding, such as up coding and bundling. 


We have implemented a wide variety of monitoring strategies aimed at the detection of specific 
types of fraud, waste and abuse, including the following: 


Embezzlement and Theft 
We monitor for and respond to potential incidents involving embezzlement and theft in full 
accordance with the fraud, waste and abuse provisions of our Principles of Ethics and Integrity. 
Strategies crucial to monitoring for embezzlement and theft include the following. 
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Mandated Employee Reporting 
All HPN employees are required to report any incidents of suspected: 


 Misconduct by any officer, employee, provider, subcontractor or vendor 


 Violations of HPN or UnitedHealth Group policies and procedures 


 Violations of federal or State laws 


Employees may file reports through their supervisor, the Legal department, the Internal Audit 
department or Corporate Security. Employees can also file an anonymous report online at the 
Compliance and Ethics HelpCenter secure website or by calling the HelpCenter’s toll-free 
hotline. 


Posters containing Compliance and Ethics HelpCenter contact information are dispersed 
throughout employee common areas. Postcards with a punch-out wallet card containing the 
Compliance and Ethics HelpCenter phone number are distributed to all employees at new hire 
orientation. 


Procedural Safeguards 
We monitor for and detect potential embezzlement and theft through a variety of procedural 
measures, including: 


 Check Register Audits: We prevent inappropriate payments by routinely auditing check 
registers prior to mailing each check run. 


 Claims Dollar Thresholds: We apply security thresholds in our claims processing system 
restricting the dollar amounts employees can release on individual claim payments. Claims 
in excess of an analyst’s security threshold are audited by the ICQC unit prior to release. 


 HPN also has restrictions established regarding employee access and our Information 
Systems (IS) department runs reports to ensure accesses are business appropriate.  


 Monitoring Employee Access: Our Information Systems (IS) department restricts employee 
access to business-appropriate activities through the following: 


– Employees with access rights are thoroughly trained on computer security awareness 
and acceptable computer practices. 


– Employees are granted access to information in applications on a “need to know” basis 
in accordance with their job functions. 


– Annual entitlement reviews are conducted to ensure that unnecessary access privileges 
are discontinued. 


– All non-employees, contractors, consultants, temporary workers and outsourcing 
organizations are assigned temporary accounts configured to require renewal at least 
every 30 days. 


 Special Investigative Unit (SIU): SIU personnel work closely with the Compliance Officer to 
establish and maintain ongoing compliance. 


Under-Utilization of Services 
We monitor for under-utilization of services through UM compliance personnel, who identify 
incidents of under-utilization in accordance with national HEDIS benchmarks. We 
immediately investigate all suspected incidents of under-utilization by conducting quantitative 
analysis to identify a circumstantial explanation for the variation. If there are no circumstances 
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in the member’s situation that could explain an incident of under-utilization, we undertake a 
root cause analysis to identify the underlying factors driving the variation. Once these factors 
are identified, we implement performance-improvement initiatives and establish follow-up 
monitoring schedules. Participating practitioners are involved in the analysis and, when 
applicable, development of action plans to improve performance. Results of under-utilization 
monitoring activity are reported to our UM Committee at least annually. 


The HEDIS measures we use to identify under-utilization undergo independent audit on an 
annual basis. For each measure used to evaluate potential under-utilization, the HEDIS 10th 
and 90th national percentiles are used to determine areas for further action. Because the 
majority of health plans in the country report these indicators, the national percentiles have 
been created using data from Medicaid plans across the country. 


Prior Authorization Monitoring 
We monitor our policies, procedures and execution of prior authorization as a means of ensuring 
appropriate utilization without unreasonably limiting a Medicaid or Nevada Check member’s 
access to covered services. Crucial to those monitoring activities are the following: 


Review of Prior Authorization Procedures 
Our review of prior authorization procedures includes the following activities: 


 Assessment of the consistency with which physician and non-physician reviewers apply 
utilization management (UM) criteria. Reviewers are expected to be able to reference the 
specific benefit provision, guideline, protocol or other criterion specific to the case in review. 


 Inter-rater Reliability (IRR) review of consistency in the application of criteria by the 
following reviewers: 


– RNs who perform prior authorization, concurrent review and case management for 
non-behavioral health and behavioral health services 


– Medical directors who perform prior authorization 


– Concurrent review and case management medical necessity certification and non-
certification decisions for non-behavioral health and behavioral health services 


– Clinical pharmacists and pharmacy representatives who perform prior authorization 
for pharmaceuticals 


Review of Prior Authorization Appeal Processes 
We require review by a physician or other health care professional with appropriate clinical 
expertise in treating the member’s condition or disease of any behavioral or non-behavioral 
health denial based upon medical necessity. 


As dictated by circumstance, we may seek assistance from board-certified consultants in 
making medical necessity determinations when clinical expertise beyond that of the reviewing 
practitioners is required. For example, we use a board-certified physician in oncology to review 
medical necessity requests for cancer treatment. To ensure an absence of conflict of interest, we 
distribute a statement to all members and to all practitioners, providers, and employees who 
make UM decisions affirming that: 


 UM decision-making is based only on appropriateness of care and service, and existence of 
coverage 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 496 of 833  November 2012
 


 We do not reward practitioners or other individuals for issuing denials of coverage or 
service care 


 Financial incentives for UM decision makers do not encourage decisions that result in 
under-utilization 


 We do not use incentives to encourage barriers to care and services 


For all behavioral health and non-behavioral health files, documentation of appropriate 
professional review of a case may consist of a handwritten or stamped signature, handwritten 
initials or unique electronic identifier on the letter of denial or on the notation of denial in the 
file. For electronic signatures, we maintain appropriate controls to ensure t only the individual 
indicated may enter a signature. Decisions are made in accordance with state licensure and 
scope of practice requirements, if applicable. All decisions are made in accordance with state 
licensure requirements, if applicable. 


Ongoing Monitoring of Prior Authorizations 
We monitor our prior authorization requests on an ongoing basis. We will continue to partner 
with DHCFP to remove any prior authorization requirements for various procedures based 
upon reported approval data or other relevant information and identify any issues requiring 
follow-up. 


For the past 15 years, we have had in place and will continue to follow written policies, 
specifically the Healthcare Operations Policy, for the processing of requests for initial and 
continuing authorizations of services for our members. 


Claims Submission and Billing 
We have established a history of timely and accurate claims processing in the State of Nevada 
through the hard work of our experienced claims management staff, our robust claims and IT 
infrastructure, our rigorous audit processes, our detailed reporting and our adherence to 
regulatory and contractual requirements. Our claims processing platform applies extensive 
edits to enrollment, eligibility, premium, provider, PCP, claims and utilization management 
data, ensuring denial of duplicate claims, unbundling of claims, and, when appropriate, billing 
of DHCFP for federal share only. 


The combined resources of our claims processing and payment procedures ensure: 


 The detection and denial of incidental, unbundled and redundant services through a robust 
clinical editing system, with clinical editing software based upon CMS NCCI criteria 


 Duplicate claim detection, age and gender editing, eligibility verification and matching to 
required prior authorizations and referrals through a processing system built with a 
multitude of editing capabilities 


 Detection of fraudulent billings through a dedicated Special Investigative Unit 


 Identification of payment errors and correction prepayment through a rigorous 
prepayment audit program, further allowing management the opportunity for re-educating 
staff members based upon identified discrepancies 


Internal Claims Quality Control Department Audits 
We ensure compliance with our claims processing policies and procedures through rigorous 
daily reporting and monitoring as well as periodic audits conducted by our Internal Claims 
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Quality Control (ICQC) department. ICQC’s formal pre-payment audit program reviews and 
verifies any claims exceeding the processing analyst’s security payment threshold prior to 
payment. Results are tabulated, trended and summarized monthly. 


The extensiveness of our ICQC audit program enhances our ability to identify and correct 
errors before payment is issued. These audits also facilitate identification and correction of 
incorrectly paid claims that were not identified in one of the prepayment audits. 


Random Audits 
We conduct several random audits on all claims types (regardless of payable amount) for 
financial and procedural accuracy. Any errors discovered are returned to the claims analysts 
for correction, with follow-up analysis of error trending. This information is used for in-service 
training sessions and individual coaching. 


State Audits 
Our internal procedures to ensure the validity of our data are supported by the State’s own audit 
results for Standard XVII Data Collection of our current contract as follows: 


Data Collection Audit Scores 
Audit Year Score 


2000 100% 
2002 100% 
2004 100% 
2006 100% 
2009 100% 


CORE Testing Processes 
In addition to random audits, we also use the Committee on Operating Rules for Information 
Exchange (CORE®) Phase I and II testing processes. HPN was among the first plans to 
successfully execute these testing processes. CORE’s operating rules certify our ability to 
deliver more efficient and predictable patient-eligibility and claims-verification information to 
doctors, hospitals, physician offices and other care providers. We are currently working on 
achieving compliance with Phase III of CORE by January 1, 2014, as required by the 
Administrative Simplification rules in the Affordable Care Act (ACA). 


4.13.8.5 Reporting fraud and abuse 


When an Vendor investigation reveals that an incident of suspected fraud and/or abuse by a member 
or provider may have occurred, the Vendors is required to report the instances of suspected fraud 
and/or abuse to the Surveillance and Utilization Review Section (SURS) at the DHCFP no later than 
ten (10) business days after the completion of an investigation. At a minimum the Vendor’s 
investigation must provide the following information: 


A. Provider’s name and Medicaid provider number or Provider Reporting Number (PRN); 


B. Member’s name and Medicaid number; 


C. Source of complaint; 


D. Type of provider; 


E. Nature of complaint; 


F. Approximate range of dollars involved, if applicable; 
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G. Results of Vendor’s investigation and actions taken; 


H. Name(s) of other agencies/entities (e.g., medical board, law enforcement) notified by Vendor; and 


I. Officials to whom the case has been referred. 


We are in full compliance with all State requirements around our FWA efforts, including 
reporting the results of our investigations all instances of suspected member or provider fraud 
and abuse to DHCFP’s Surveillance and Utilization Review Section (SURS) within 10 business 
days after the completion of the investigation. We use the State’s mandated forms for the 
submission of all information, ensuring inclusion of all data elements required for reporting 
incidents of provider and member fraud and abuse. 


Following is an example of the fraud, waste and abuse reporting we provide to DHCFP on a 
monthly basis: 


 


To date in 2012, we have reported two provider practices to regulators for suspected fraud: 


 On April 24, 2012 we reported Practice 1 for billing inappropriate codes which, according 
to review by our medical director, were not supported by the medical records submitted. 


 On May 21, 2012 we reported Practice 2 for billing for what appeared to be medically 
unnecessary or non-covered services. We followed up our initial complaint by promptly 
providing all additional documentation requested by the State of Nevada Attorney General. 


To ensure coordination of investigative actions, we also collaborate with the State’s MFCU in 
the detection and prevention of provider fraud. In addition to our participation in a quarterly 
teleconference, we respond to MFCU notifications of potential provider or practice fraud by 
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initiating an internal investigation as well as complying with any and all requests for 
documentation within MFCU-specified timeframes. 


The following table illustrates the effectiveness of our SIU: 


 
Cases 


Received 
Cases 
Closed 


Offsets Savings Recoveries 
Cost 


Avoidance 
Total 


2011 Total 258 267 $13,266.05 $724,452.97 $421,984.93 $0.00 $1,159,703.95 
2012 YTD 227 246 $0.00 $228,264.16 $28,040.23 $766,871.99 $1,023,176.38 


Note: Figures encompass all lines of business. 


4.13.8.6 Monitoring for Prohibited Affiliations 


The Vendor’s policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the Vendor will 
not knowingly have a relationship with individuals debarred by Federal Agencies. 


It has always been our practice to require the same level of integrity from our contractors, 
network providers and vendors that we demand from our officers and employees. Toward that 
end, we do not knowingly establish or maintain relationships with any individuals debarred by 
federal agencies. 


To ensure our compliance on this important issue, we consult a number of resources on a 
monthly basis to monitor for potential sanctions and debarment by federal and state agencies, 
including: 


 Office of Inspector General (OIG) Exclusion and Reinstatement Reports (LEIE Database 


 Office of Personnel Management (OPM) Monthly Debar Reports 


 Office of Personnel Management (OPM) Secure Mail 


 State of Nevada Board of Medical Examiners 


 Nevada State Board of Osteopathic Medicine 


All relevant information is distributed to the appropriate operational areas for review and 
reconciliation with internal systems and databases. 


The following agencies also provide notification of debarred providers: 


 Centers for Medicare & Medicaid Services (CMS 


 U.S. Department of Health and Human Services (HHS) 


To supplement our proactive efforts to identify debarred or sanctioned providers, our Claims 
department maintains a detailed process to prevent paying any claims that may be submitted 
by debarred providers. Upon notification that a provider has been debarred, we immediately 
apply a payhold flag in our claims processing system, ensuring denial of any claims received 
from the provider for service rendered after debarment. Under no circumstances will we issue 
payments to disbarred providers for services rendered within the time period they are 
debarred.  
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4.13.8.7 Data Certification 


Pursuant to 42 CFR 438.604 and 42 CFR 438.606, Vendors are required to provide certification as to 
the accuracy, completeness, and truthfulness of data and documents submitted to DHCFP, which may 
affect Vendor payment. 


A. Vendor Submissions 


Vendors must submit the appropriate DHCFP certification as to the accuracy, completeness, and 
truthfulness of all data and documents submitted to DHCFP which may affect Vendor payment.  


B. Source of Certification  


The above Vendor data submissions must be certified by one of the following: 


1. The Vendor’s Chief Executive Officer; 


2. The Vendor’s Chief Financial Officer; or 


3. An individual who has delegated authority to sign for, or who reports directly to, the Vendor’s 
Chief Executive Officer or Chief Financial Officer. 


We certify the accuracy, completeness and truthfulness of data and documents submitted to 
DHCFP which may affect payment. All data submissions are certified by the Chief Executive 
Officer (CEO) Don Giancursio, Chief Financial Officer (CFO) Sachin Shah or an individual 
who has delegated authority to sign for or who reports directly to Mr. Giancursio or Mr. Shah. 


In addition to our compliance with contractual and regulatory requirements around validation 
of the accuracy, completeness and truthfulness of payment-related documentation, we have also 
undertaken a number of internal initiatives aimed at accuracy, timeliness and compliance. The 
mechanisms we engage to ensure our compliance with Requirement 4.13.8.7 include: 


 Stringent claims processing and payment procedures that ensure: 
– The detection and denial of incidental, unbundled and redundant4 services through a 


robust clinical editing system, with clinical editing software based upon CMS NCCI 
criteria 


– Duplicate claim detection, age and gender editing, eligibility verification and matching 
to required prior authorizations and referrals through a processing system built with a 
multitude of editing capabilities 


– Detection of fraudulent billings through a dedicated Special Investigative Unit 


– Identification of payment errors and correction prepayment through a rigorous 
prepayment audit program, further allowing management the opportunity for re-
educating staff members based upon identified discrepancies 


 Internal Claims Quality Control Department Audits: We ensure compliance with our 
claims processing policies and procedures through rigorous daily reporting and monitoring 
as well as periodic audits conducted by our Internal Claims Quality Control (ICQC) 
department. ICQC’s formal pre-payment audit program reviews and verifies any claims 
exceeding the processing analyst’s security payment threshold prior to payment. Results are 
tabulated, trended and summarized monthly. The extensiveness of our ICQC audit 
program enhances our ability to identify and correct errors before payment is issued. These 
audits also facilitate identification and correction of incorrectly paid claims that were not 
identified in one of the prepayment audits. 
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 Random Audits: We conduct several random audits on all claims types (regardless of 
payable amount) for financial and procedural accuracy. Any errors discovered are returned 
to the claims analysts for correction, with follow-up analysis of error trending. This 
information is used for in-service training sessions and individual coaching. 


 CORE Testing Processes: In addition to random audits, we also use the Committee on 
Operating Rules for Information Exchange (CORE®) Phase I and II testing processes. HPN 
was among the first plans to successfully execute these testing processes. CORE’s operating 
rules certify our ability to deliver more efficient and predictable patient-eligibility and 
claims-verification information to doctors, hospitals, physician offices and other care 
providers. We are currently working on achieving compliance with Phase III of CORE by 
January 1, 2014, as required by the Administrative Simplification rules in the Affordable 
Care Act (ACA). 


4.13.8.8 Vendor shall 


A. Adhere to federal and state regulations, and the provider agreement, to establish written policy for 
dissemination to their staff; 


B. Ensure policies are adopted by any contractor or agent acting on their behalf; Educate staff on the 
regulations. 


C. Educate staff on the regulations; 


D. Disseminate this information to new staff within 30 days from the date of hire; 


E. Provide signed Certification Form, signed provider agreement, copies of written policy and 
employee handbook; 


F. Maintain documentation that staff has been educated, within the required timeframes; 


G. Maintain documentation on the education of staff, and make it readily available for review by 
state or federal officials; and 


H. Provide requested re-certification within required timeframes to ensure ongoing compliance. 


HPN continuously and rigorously promotes awareness of and compliance with fraud, waste and 
abuse regulations and policies among our employees, contractors, network providers, 
subcontractors and vendors. 


Dissemination of Written Policies 
Our Principles of Ethics and Integrity clearly delineate processes for compliance with written 
policies, procedures and standards of conduct and program integrity to: 


 Prevent, detect, report and deter fraud, waste and abuse 


 Promote UnitedHealth Group and HPN core values 


 Act as good corporate citizens 


The Principles are disseminated through the following avenues: 


 Web-based employee training modules 


 Employee handbook 


 InSite, HPN’s intranet website 


 Provider Summary Guide 
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 Network provider contracts 


 Business Associated Addendum included in each subcontractor service contract that 
mandates adherence to HPN security and privacy requirements 


Adoption of and Education on Policies 
We require verification of compliance with training on and adherence to the Principles of 
Ethics and Integrity through the following: 


 All contractors are required to complete a web-based training course on the Principles 
within 30 days of hire and annually thereafter 


 Contracted providers from our pharmacy and physician networks are required to complete 
web-based training or produce evidence of equivalent training upon request 


 Subcontractors and vendors are required to provide written attestation annually indicating 
compliance with training requirements 


 Providers must signify their compliance in our network provider contracts 


 Subcontractors are required to adhere to the FWA requirements outlined in the Business 
Associated Addendum included in each subcontractor service contract 


Regulation Education 
All HPN employees are required to complete a web-based training course that includes 
information on relevant federal and state regulations within 30 days of hire and annually 
thereafter. Each employee must pass a test at the end of the training module and certify course 
completion and comprehension of the contents. 


Dissemination of Information to New Employees 
HPN disseminates information on the Principles to employees within 30 days of hire and on an 
ongoing basis through several avenues, including HPN’s intranet site, InSite, and UnitedHealth 
Group’s intranet site, Frontier. 


Signed Certification Form/Provider Agreement 
HPN requires signed attestations of compliance with the Principles of Ethics and Integrity from 
our employees, contract employees, network providers, subcontractors and vendors. We are 
willing to provide this documentation to DHCFP upon request. 


Documentation of Staff Training 
Our documentation of timely completion of required training indicates a compliance rate in 
excess of 98 percent among all HPN employees. Upon request, we will provide this 
documentation to DHCFP. 


Maintain Documentation of Staff Training 
Upon request, HPN will provide documentation of timely completion of required employee 
compliance training to state or federal officials. 


Provide Requested Re-Certification 
Upon request, HPN will demonstrate our ongoing compliance by providing documentation of 
the annual attestations we require from our employees, contract employees, network providers, 
subcontractors and vendors. 
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 All HPN employees and contract employees are required to certify their compliance with 
the Principles within 30 days of hire and annually thereafter 


 Subcontractors and vendors are required to provide written attestation annually 


 Contracted providers from our pharmacy and physician networks must signify compliance 
in our network provider contracts, and must either complete HPN’s web-based compliance 
training or produce evidence of equivalent training 


 HPN requires all subcontracted and vendor staff to provide verification of appropriate 
licensure on a monthly basis 


4.13.8.9 The vendor shall include terms in its subcontracts requiring its subcontractors to comply 
with Section 4.13.8.10. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN’s contracts and Business Associate Addenda include terms mandating subcontractor 
compliance with all federal, state and contractual requirements, including Section 4.13.8.10. 


4.13.8.10 Vendor agrees to furnish to DHCFP or to the Secretary on request, the information below:  


A. Information that must be submitted.  


B. Vendor must submit, within 35 days of the date on a request by the Secretary or the DHCFP, full 
and complete information regarding: 


1. The ownership of any subcontractor with whom the Vendor has had business transactions totaling 
more than $25,000 during the 12-month period ending on the date of the request; and 


2. Any significant business transactions between the Vendor and any wholly owned supplier, or 
between the Vendor and any subcontractor, during the 5-year period ending on the date of the 
request. 


C. Denial of Federal Financial Participation (FFP) 


1. FFP is not available in expenditures for services furnished by Vendors who fail to comply with a 
request made by the Secretary or the DHCFP under Section 4.13.8.10 or under Section 42 
CFR420.205. 


2. FFP will be denied in expenditures for services furnished during the period beginning on the day 
following the date the information was due to the Secretary or the DHCFP and ending on the day 
before the date on which the information was supplied. 


HPN is fully prepared to furnish to DHCFP or to the Secretary any or all of the information 
indicated in Section 4.13.8.10 within 35 days of the date of the request. 


HPN has a longstanding history of cooperation and collaboration with the State, beyond mere 
compliance. As illustrated by the following few examples, we have responded to federal and 
State requests with a wide variety of data and information, including: 


 Collaborating with the State to obtain subpoenas for the necessary release of provider 
medical records 


 Cooperation with all federal agencies 
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 Responding to a request from the State Attorney General for information on network 
providers 


 Promptly providing information requested under subpoena by the Nevada Board of 
Medical Examiners 
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4.14 Reporting 


Adequate data reporting capabilities are critical to the ability of CMS and DHCFP to effectively 
evaluate the DHCFP’s managed care programs. The success of the managed care program is based on 
the belief that recipients will have better access to care, including preventive services, and will 
experience improved health status, outcomes, and satisfaction within the managed health care 
delivery system. To measure the program's accomplishments in each of these areas, the Vendor must 
provide DHCFP and/or its contractors with uniform utilization, cost, quality assurance, and recipient 
satisfaction and grievance/appeal data on a regular basis. It must also cooperate with DHCFP in 
carrying out data validation steps. 


The Vendor must meet all reporting requirements and timeframes as required in Attachment I, Forms 
and Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties. Failure to 
meet all reporting requirements and timeframes as required by this RFP and all attachments thereto 
may be considered to be in default or breach of the contract. 


Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, information 
or documents received from Vendor may be open to public disclosure and copying. The State will 
have the duty to disclose, unless a particular record is made confidential by law or a common law 
balancing of interests. This includes compensation arrangements, profit levels, consumer satisfaction 
levels, audits and findings, pertinent litigation, and outcomes/HEDIS data. 


Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that 
Vendor agrees to indemnify and defend the State for honoring such a designation. The failure to so 
label any document that is released by the State shall constitute a complete waiver of any and all 
claims for damages caused by any release of the records. If a public records request for a labeled 
document is received by the State, the State will notify the Vendor of the request and delay access to 
the material until seven (7) working days after notification to the Vendor. Within that time delay, it 
will be the duty of Vendor to act in protection of its labeled record. Failure to so act shall constitute a 
complete waiver. 


We leverage both technology and human resources to provide reporting on behalf of the State. 
Our Healthcare Informatics team comprises highly skilled analysts and developers (with an 
average tenure of seven years) who work together to deliver detailed analytics, metrics and 
reporting using a comprehensive, state-of-the-art information technology system. We provide 
DHCFP with uniform utilization, cost, quality assurance and member satisfaction and 
grievance/appeal data on a regular basis. We also cooperate with DHCFP in carrying out data 
validation steps. 


We will continue to leverage our Health Informatics team as we work closely with DHCFP and 
other State and federal agencies to meet the reporting requirements and timeframes required 
in Attachment I Forms and Reporting Guide. We successfully submit all the reports required 
in this RFP as part of our current contract with DHCFP. 


The Healthcare Informatics team is composed of the following groups: 


 Strategic Analysis, Business Analysis and Data Management: This team is responsible for 
delivering on-time, high-quality data extracts, including HEDIS, Star Ratings, Milliman 
(Medicaid), Medicare Encounters, TANF, Nevada Check Up and CHAP 
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 Business Analytics Team: This team is responsible for designing and creating clinical and 
medical management reports using various Business Intelligence tools, assembling data 
from multiple source systems, and providing ad hoc analysis for all of HPN. 


 Strategic Analytics Team: This team provides relational data sets, high-level strategic 
analyses and predictive modeling. Through the use of internally developed cutting-edge 
data evaluative techniques, the team can determine answers to questions often before they 
are asked, proactively ensuring long-term DHCFP financial viability and beneficial member 
access opportunities. 


 Regulatory Compliance and Reporting: This team is charged with keeping pace with 
ongoing changes in the regulatory environment as a means of ensuring satisfaction of all 
regulatory and contractual requirements. 


The following table includes a comprehensive list of the reports we submit to the State on both 
a monthly and a quarterly basis: 


Monthly Reports 
Dental 
Enrollment 
Fraud, Waste and Abuse 
Cap Reconciliation 
Quarterly Reports 
Utilization Data 
 Inpatient 
 Outpatient 
 Pharmacy 
Notice of Action 
Out of Area Services 
Provider Grievances and Appeals 
Member Grievances and Appeals 
Network Adequacy 
Behavioral Health Network Adequacy 
Hospital Adequacy 
Behavioral Health Hospital Adequacy 
Claims 
Third Party Liability 
Coordination of Benefits 
Maternal and Birth Data 
Member High Cost 
Death Report 
Children with Special Health Care Needs (Voluntary Population Report) 
SED/SMI (Voluntary Population Report — Combined North/South) 
Ad Hoc Reports 
Insure Kids Now 
Medicaid HIV/AIDS pharmacy costs 
Orthotic services costs 
Behavioral health costs 
FQHC paid claims costs 
NPI listing for all contracted providers 
CMS 416 reports 
Circumcision rates 
Maternal child block grant 
Claims/encounter counts for meaningful use 
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Monthly Reports 
SOBRA payment audit 
Access to pediatricians and specialists in Washoe County 
ASTDD data request (Association of State and Territorial Dental Directors) 
Primary care provider information 
Dental data request (CY 2011) 


4.14.1 Encounter Reporting 


Vendors must submit encounter data in accordance with the requirements in this contract, to include 
any revisions or additions which contain information regarding encounter data, including DHCFP’s 
media and file format requirements, liquidated damages and submittal timeframes. The Vendor must 
assist DHCFP in its validation of encounter data. Compliance with reporting requirements is 
described in this RFP.  


The Vendor is required to submit encounter data for the Nevada Check Up program in the same 
manner as the Medicaid program. Nevada Check Up recipients must be separately identified from 
Medicaid recipients, but the information can be combined for submission. 


The Vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 42 
CFR 438.808. 


All encounters must be submitted for proper and accurate reporting and must be submitted in a within 
ninety (90) days of receipt of encounter.  


Health Plan of Nevada (HPN) acknowledges and accepts all of DHCFP’s encounter reporting 
requirements, both under the current contract and as cited in this RFP, including any revisions 
or additions regarding encounter data and including DHCFP’s media and file format 
requirements, liquidated damages and submittal timeframes. HPN has worked with the State 
and its fiscal agents throughout the past 15 years to successfully develop many interfaces 
supporting the Medicaid and Nevada Check Up Managed Care Programs.  


HPN is also committed to meeting DHCFP’s requirements around the following: 


 Supporting and assisting DHCFP with validation of encounter data 


 Submitting encounter data for Nevada Check Up members in the same manner as we 
submit encounter data for the Medicaid program, but with identification of Nevada Check 
Up members provided separately from the Medicaid program 


 Excluding encounter data for amounts expended for providers excluded by the Medicare, 
Medicaid or Nevada Check Up  programs, except for emergency services 


Since 2003, when HIPAA transaction standards were first implemented, HPN has garnered 
more than nine years of experience receiving and processing HIPAA-compliant electronic 
claims and in submitting HIPAA-compliant encounters to the State. Our MIS solution is fully 
compliant with the privacy, security, transaction and code set requirements associated with the 
Health Insurance Portability and Accountability Act (HIPAA) of 1996, as amended or 
modified.  


Throughout our 15-year partnership with DHCFP, HPN has committed to working 
collaboratively with DHCFP and its contractors to develop and test a process for submitting 
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encounters to the State’s MMIS in the formats and frequencies most useful to the State. Under 
our current contract, HPN fulfills the State’s needs for encounter data reporting through 
monthly execution of a process based upon proprietary Milliman data sets. 


We submit all required information in a monthly extract encompassing data from the prior 
month, ensuring proper and accurate reporting of encounter data to DHCFP within the 
required 90-day timeframe. Information for both the Medicaid and Nevada Check Up 
programs are submitted using the same methodologies, with data from each program easily 
identifiable within the data set. 


In the meantime, HPN has developed significant expertise in submitting HIPAA-compliant 
encounters to CMS. We are fully prepared to submit HIPAA-compliant encounter data to the 
DHCFP’s MMIS using the HIPAA formats ANSI X 12 837 for professional, institutional, and 
dental encounters as well as the National Council for Prescription Drug Programs (NCPDP) 
format for pharmacy encounters when the State and the fiscal agent are ready to accept these 
transactions. 


We currently receive 91 percent of our facility, professional and dental claims and encounters 
electronically. All system edits that apply to paper claims also apply concurrently to electronic 
claims. In 2012, HPN was among the first to begin transmitting Risk Adjustment (RAPS) 
required claims and encounter data in ANSI x12 837 (v5010) format to CMS. 


Because of our strong relationships with contracted network providers and dedicated internal 
staff responsible for monitoring the volume and quality of encounter data, HPN can ensure 
accurate reporting and submission of all encounters within 90 days of receipt following the 
encounter. 


By making service exclusions within Facets, our integrated our claim payment systems, we can 
disallow payments to providers excluded by Medicare, Medicaid or CHIP, except for 
emergency services pursuant to 42 CFR 431.55(h) and 42 CFR 438.808. In addition, reports are 
submitted quarterly to capitated providers, who help complete our reconciliation by confirming 
their encounter volume submission. 


4.14.2 Summary Utilization Reporting 


The Vendor shall produce reports using HEDIS, as specified in Section 4.7.2. The Vendor must 
submit these reports to DHCFP in a timely manner pursuant to Section 3.6 in addition to the other 
reports required by this contract. 


We produce and submit summary utilization reports using Healthcare Effectiveness and Data 
Information Set (HEDIS®) information. We submit these and all required reports in a timely 
manner. 


We are committed to continuously monitoring and measuring the quality of the health care 
services we provide to members. Consistent with the State Quality Assessment and 
Performance Improvement Strategy, we collect and report valid and reliable HEDIS data each 
year on time and accurately. To further support our submission of these reports, we 
successfully complete the State’s annual EQRO audits of our Information Systems and Medical 
Record Review processes. 
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We have successfully met all requirements each year since HEDIS performance measures have 
been reported to the State of Nevada, including those related to: 


 Sound Coding Methods for Medical Data 


 Data Capture and Transfer of Medical, Membership and Practitioner Data 


 Data Integration required to meet HEDIS Measures 


 Control Procedures that support HEDIS Reporting Integrity 


 Medical Record Validation 


Following are two examples of the mandated utilization reporting we provide to DHCFP: 


 


4.14.3 Dispute Resolution Reporting 


The Vendor must provide DHCFP with quarterly reports documenting the number and types of 
provider disputes, recipient grievances, appeals and fair hearing requests received by the Vendor and 
its subcontractors. Reports must be submitted within forty-five (45) business days after close of the 
quarter to which they apply.  


These reports are to include, but not be limited to, the total number of recipient grievances, the total 
number of notices provided to recipients, the total number of recipient and appeals requests, and 
provider disputes filed, including reporting of all subcontractor’s recipient grievances, notices, 
appeals and provider disputes. The reports must identify the recipient grievance or appeal issue or 
provider dispute received; and verify the resolution timeframe for recipient grievances and appeals 
and provider disputes. 
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Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and 
provider dispute information, including, but not limited to, specific outcomes, shall be retained for 
each occurrence for review by the DHCFP. 


We are compliant with all requirements for reporting dispute resolution information to 
DHCFP as demonstrated by our current reporting of this information. As part of our robust 
reporting package and in compliance with our current Medicaid and Nevada Check Up 
contract, we provide quarterly dispute resolution reporting to DHCFP that minimally includes 
the following:  


 Number and types of provider disputes, member grievances (including those for 
subcontractors), appeals and fair hearing requests including the number of notices provided 
to members 


 Identification of the issue and verification of the resolution timeframe 


We submit dispute resolution reports to DHCFP within 45 business days after close of the 
quarter in which they apply. Comprehensive member grievance, notice and appeal 
information, fair hearing requests and provider dispute information, including, but not limited 
to specific outcomes, are retained for each occurrence for review by DHCFP.  


4.14.4 Quality Assurance Reporting 


Performance Improvement Projects (PIPs) will be performed by the Vendors pursuant to guidelines 
established jointly by the Vendors, DHCFP, and the External Quality Review Organization (EQRO), 
as well as those identified in this RFP. In addition, the Vendor must provide outcome-based clinical 
reports and Management Reports as may be requested by DHCFP. Should the Vendor fail to provide 
such reports in a timely manner, the DHCFP will require the Vendor to submit a POC to address 
contractual requirements regarding timely reporting submissions. 


In demonstration of our commitment to continual improvement of the quality of health care 
services we provide to Medicaid and Nevada Check Up members, we perform Performance 
Improvement Projects (PIPs) pursuant to guidelines established in collaboration with DHCFP 
and its EQRO. We also provide outcome-based clinical and management reports as requested 
by DHCFP. During our tenure as a provider of Medicaid managed care services in the State of 
Nevada, we have never failed to provide PIP reports in a timely manner, and we have 
continually demonstrated our willingness to provide any additional reports upon request. 
However, in the event of a failure to provide a required or requested report in a timely manner, 
we will submit a plan of correction (POC) for returning to compliance with contractual 
requirements regarding timely reporting submissions. 


To accomplish our goal of continually improving internal quality and performance, we 
maintain a strong internal Quality Improvement Program to measure performance, implement 
system interventions, evaluate the effectiveness of the interventions and plan and initiate 
activities to increase or sustain improvement. We focus on all aspects of health care and service 
— both clinical and non-clinical — to identify potential opportunities for improvement. 


Our commitment to quality improvement is demonstrated by the following: 
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 We have achieved high levels of compliance in all EQRO and PIP annual audits 


 Our Quality Improvement Program scope focuses on an extensive array of health care and 
service issues 


 Our internal Quality Improvement Program is managed by a dedicated local team 
dedicated to improving the services and health care for members 


Demonstrating Key Successes in Quality Improvement 
As illustrated in the table below, we have demonstrated high levels of compliance in each and 
every EQRO audit conducted by the State of Nevada since 2000. 


External Quality Review Organization 
Audit Results for Health Plan of Nevada 


Overall Audit 
Result  


2000 98.75% 
2002 98.0% 
2004 100.0% 
2006 97.0% 
2009 99.0% 
2011 98.7% 


Each year, we conduct and submit the results of two PIPs to the State for review and approval. 
Our high level of success can be directly attributed to the dedicated local team of talented 
leadership, management and staff who direct the policies and activities of our internal Quality 
Improvement Program. 


The following table illustrates our success in achieving statistically significant improvements in 
our Childhood Immunization and Lead Screening Rates PIPs. 


Exceeding Goals for Performance Improvement Projects 
Childhood Immunization Combination 2 2006-2007 2007-2008 2008-2009 2009-2010


 Year 1 Year 2 Year 3 Year 4 
Percent of Evaluation Elements Met 100% 100% 98% 100% 
Percent of Critical Evaluation Elements Met 100% 100% 100% 100% 
Validation Status Met Met Met Met 
Lead Screening  2007-2008 2008-2009 2006-2010
  Year 1 Year 2 Year 3 
Percent of Evaluation Elements Met  100% 100% 98% 
Percent of Critical Evaluation Elements Met  100% 100% 100% 
Validation Status  Met Met Met 
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4.14.5 Recipient Satisfaction Reporting 


Each Vendor must collect and submit to DHCFP a child and adult Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children with 
Chronic Conditions (CCC), measuring recipient satisfaction prior to the third quarter of each contract 
year, unless the requirement is waived by DHCFP due to an EQRO performed survey.  This may be 
done in conjunction with the Vendor’s own satisfaction survey. DHCFP requires data stratified to 
indicate the satisfaction level of parents or guardians of Nevada Check Up participants.  Vendors are 
required to report results from the CAHPS Child Medicaid Survey, the CAHPS CCC Survey, and the 
Supplemental Items for the Child Questionnaires on dental care, access to specialist care, and 
coordination of care from other health providers DHCFP may request a specific sample, and/or 
survey tool. Survey results must be disclosed to the State, and, upon State’s or enrollee’s request, 
disclosed to enrollees. 


As part of our longstanding partnership with DHCFP, we conduct annual CAHPS surveys and 
submit the results to DHCFP within the required timeframe. The data in these reports are 
stratified to indicate the satisfaction level of parents or guardians of Nevada Check Up 
participants and report results from the CAHPS Child Medicaid Survey and the Supplemental 
Items for the Child Questionnaires on dental care, access to specialist care and coordination of 
care from other health providers. Upon request, we provide samples and survey tools and 
disclose survey results to the State and to members. 


CAHPS survey results are disclosed to the state initially through the data submission tool that 
is received from the NCQA. This document shows the response rate and high-level responses to 
specific CAHPS questions. Detailed survey results, analysis and trends are also included in our 
Quality Program Evaluation, which we submit to DHCFP during the first and second quarter 
of each year. 


The results of the CAHPS survey are discussed with various Quality Improvement committees 
and task forces. Monitoring of survey results includes identification of additional actions that 
can be taken to improve member perceptions and barriers that may impact these perceptions. 
In addition, we administer internal patient satisfaction surveys to identify any member issues 
with network providers. The results of the satisfaction surveys are also brought through the 
Quality Improvement structure and are distributed to our Provider Services department to 
facilitate discussion of results and take action with network providers. 


Our surveys comply with all of the State’s requirements as described above and are used to 
formulate action plans that are then used to improve specific areas as needed. We will continue 
to submit performance improvement measurement data annually using standard measures as 
required by DHCFP. This wealth of performance improvement measurement data helps us 
assess the quality and appropriateness of care and services furnished to all members. 


The following screenshot of results from the 2012 child CAHPS survey illustrates the excellent 
relationship our members enjoy with their HPN network physicians: 
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4.14.6 Financial Reporting 


The Vendor must meet the financial reporting requirements set forth in the Forms and Reporting 
Guide, including any revisions or additions to the document.  


We are currently in compliance with all of the reporting requirements under our existing 
contract with DHCFP, and we are fully prepared to meet all of the requirements listed in 
Attachment I Forms and Reporting Guide, including any revisions or additions to the 
document. 


In compliance with DHCFP reporting requirements as outlined in Attachment I Forms and 
Reporting Guide, we provide a wide variety of reports according to required timeframes as 
indicated below: 


DHCFP Report Designation Report Description 
Monthly Report 


Q9 Request for Retro-Capitation Payment 
Quarterly Reports 
 Certification Statement 
Q1 Statement of Revenue and Expenses 
Q3 Enrollment 
Q4 Utilization Data 
Q5 Medical Claims Payable 
Q7 Large Claims Tracking 
Q8 Third Party Liability 
Q10 Claims Report 
 Annual Reports Due within 90 Days of Year-End 
 Certification Statement 
A1 Listing of Contractor Officers and Directors 
A2 Balance Sheet Report 
A3 Related Party Transactions 
 Annual Reports Due within 120 Days of Year-End 
Report Description 
Annual Footnote Disclosure 
Schedule H (from NAIC-Section III only) 
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DHCFP Report Designation Report Description 
Independent Audit Requirement Reports 
Due within 120 Days of Year-End 
Report Description 
Independent Audit Report 
Account’s Report on Compliance 
Annual Audit/Contractor YTD Financial Reconciliation Report 


4.14.7 Fraud and Abuse Reporting 


The Vendor must provide DHCFP with monthly reports documenting the number and types of 
disciplinary actions, sanctions, and suspected or confirmed cases of fraud and abuse received by the 
Vendor and its subcontractors. Reports are monthly but may be submitted on a quarterly basis. 
Reports must be submitted within Forty-five (45) business days after close of the quarter to which 
they apply. Major or significant instances of fraud or abuse must be reported to the DHCFP within 10 
business days after the completion of the investigation. This report is added to Attachment I, Section 
3 of the Forms and Reporting Guide. 


The Vendor and its subcontractors must provide immediate notification to DHCFP regarding all 
suspected recipient and provider fraud and abuse pursuant to 42 CFR 455.15. 


Upon the Vendor’s awareness of any disciplinary action, sanction taken against a network provider, 
or any suspected fraud or abuse, the Vendor shall immediately inform DHCFP.  


The Vendor and/or its subcontractors are responsible for informing DHCFP of any suspected 
recipient fraud or abuse.  


These reporting requirements shall be included in all Vendor subcontracts. 


Throughout our longstanding relationship with the State, HPN has been committed to 
providing accurate, detailed, timely reporting on the number and types of disciplinary actions, 
sanctions and suspected or confirmed cases of fraud and abuse identified either by HPN or our 
subcontractors. Under our current contract, HPN fulfills the State’s needs for this reporting 
through monthly execution of a process based upon proprietary Milliman data sets. 


Because the extract is prepared and submitted monthly, HPN routinely exceeds the State’s 
requirement for report submission within 45 business days after the close of the quarter.  


We further adhere to all additional requirements under 4.14.7, including: 


 Reporting major or significant instances of fraud or abuse within 10 business days after the 
completion of the investigation 


 Immediate notification of all suspected member and provider fraud and abuse pursuant to 
42 CFR 455.15 


 Immediate notification of our awareness of any disciplinary action or sanction taken against 
a network provider, or any suspected fraud or abuse 


We are committed to ensuring compliance — both for HPN and for any subcontractors — with 
all DHCFP reporting requirements, especially those surrounding suspected member fraud or 
abuse. 
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4.14.8 Network Adequacy 


The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the 
access and availability of its network. Reports must be submitted within forty five (45) business days 
after close of the quarter to which they apply. This report is added to Section 6 of Attachment I, 
Forms and Reporting Guide. 


Throughout our many years of partnership with the state, HPN has successfully satisfied the 
requirements outlined in RFP section 4.14.8 making certain to provide the requested 
documents regarding maintenance of an adequate network for our members.  


Quarterly, we submit the following reports in DHCFP prescribed formats to demonstrate 
network adequacy  


 Network Adequacy Reporting Form 


 Out-of-State Services Reporting Form 


 Hospital Adequacy Reporting Form 


Reports are submitted within 45 business days after the close of each quarter to which the 
reports apply. Upon contract renewal, we will continue to adhere to this mandate from the 
state.  


4.14.9 Hospital Adequacy 


The Vendor must provide DHCFP with a quarterly report on the adequacy of contracted hospitals to 
the assigned recipient caseload. The report shall document the number and types of specialties 
covered by contracted hospitals. Reports must be submitted within forty five (45) business days after 
close of the quarter to which they apply. This report is added to Section 6 of Attachment I, Forms and 
Reporting Guide. 


As the incumbent Medicaid provider for Nevada, HPN has and will continue to deliver the 
reports to the state, as outlined in RFP section 4.14.9, regarding hospital adequacy. 


4.14.10 Out-of-State Services 


The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the 
number and types of services provided to Nevada Medicaid recipients outside of the state of Nevada 
or its catchments. The report shall document the reasons the services were provided out of state. 
Reports must be submitted within forty five (45) business days after close of the quarter to which 
they apply. This report is added to Section 6 Attachment I, Forms and Reporting Guide. 


Upon contract renewal, HPN will continue to comply with Nevada’s reporting requests 
regarding out-of-state services as delineated in the Scope of Work section 4.14.10. 
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4.14.11 Other Reporting 


The Vendor shall be required to comply with additional reporting requirements upon the request of 
DHCFP. Additional reporting requirements may be imposed on the Vendor if DHCFP identifies any 
area of concern with regard to a particular aspect of the Vendor’s performance under this contract. 
Such reporting would provide DHCFP with the information necessary to better assess the Vendor’s 
performance. 


Throughout our tenure in the State of Nevada, we have responded to DHCFP requirements for 
additional reporting by providing meaningful data in useful formats, including but not limited 
to the following ad hoc reports: 


 Insure Kids Now 


 Medicaid HIV/AIDS pharmacy costs 


 Orthotic services costs 


 Behavioral health costs 


 FQHC paid claims costs 


 NPI listing for all contracted providers 


 CMS 416 reports 


 Circumcision rates 


 Maternal child block grant 


 Claims/encounter counts for meaningful use 


 SOBRA payment audit 


 Access to pediatricians and specialists in Washoe County 


 ASTDD data request (Association of State and Territorial Dental Directors) 


 Primary care provider information 


 Dental data request (CY 2011) 


Following are additional examples of our flexibility in accommodating the State’s data needs: 


 In 2010, the State engaged the University of Nevada-Reno (UNR) to conduct a study on the 
effectiveness of Medicaid managed care. We cooperated fully with this effort, providing 
eligibility, claims and encounter data related to Medicaid and Nevada Check Up members 
over a 5-year period. We worked as a full partner to the State, supporting its fact-finding 
efforts by providing the required data within a very short timeframe, as this data set could 
not be successfully extracted from its own MMIS. 


 We are always at the ready to support the State during Nevada legislative sessions by 
quickly compiling data and producing reports on specific health care-related issues 
contained in bills under consideration — for example, when a piece of legislation mandating 
in-state service provisioning was up for debate, at the request of the State, we immediately 
produced a report on the number of members receiving treatment out of state. 
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 In 2009, when the State made a sudden change to its Nevada Check Up vision benefit in 
response to financial issues that arose as a result of the plummeting economy, we 
implemented all of the necessary system changes within the requested timeframe. A year 
later, when the economic situation had sufficiently improved, we quickly restored the 
benefit to the previous specification at DHCFP’s request. 


Health Plan of Nevada looks forward to providing exceptional timely support to the State on 
any new initiatives or changes to existing reporting deliverables from DHCFP, including those 
that may be imposed as a result of identifying any area of concern with regard to a particular 
aspect of our performance under this contract. 
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4.15 Information Systems and Technical Requirements 


4.15.1 Data Requirements 


The Vendor will be required to provide compatible data in a DHCFP prescribed format for the 
following functions: 


4.15.1.1 Enrollment; 


4.15.1.2 Eligibility; 


4.15.1.3 Provider Network Data; 


4.15.1.4 PCP Assignment; 


4.15.1.5 Claims Payment; and 


4.15.1.6 Encounter Data. 


Under our existing contract with DHCFP, Health Plan of Nevada (HPN) already receives or 
provides data in the DHCFP-prescribed format for enrollment, eligibility, provider network data 
and claims payment and encounter data. HPN is prepared to comply with future contract 
requirements by providing any additional data in the DHCFP-prescribed format as requested by 
DHCFP. 


Enrollment and Eligibility Data 
Through our integrated Facets platform, we submit to DHCFP, using DHCFP’s format, the 
required enrollment and eligibility data changes (member’s name, address, phone number, 
date of birth, gender and termination codes, if applicable) on a daily basis, Monday through 
Friday.  


Provider Network Data 
For the past 15 years, HPN has provided compatible provider network data in a DHCFP 
prescribed format. On a quarterly basis, our Provider Relations and Operations teams perform 
comprehensive network monitoring through the collection and analysis of a variety of 
performance indicators including, but not limited to: 


 GeoAccess reports 


 Member complaints and appeals  


 Member and provider satisfaction surveys 


 The CAHPS member satisfaction survey provider access questions  


 Medical records reviews for high-volume PCP and specialty health providers 


 Onsite provider reviews  


 Provider profiling that identifies members with excessive emergency room use and few 
visits over time  


 Care manager feedback and reports from 24 hour Telephone Advice Nurse service 
indicating consistent access issues. 


HPN has the expertise and experience to provide extensive analytic data on the provider 
network to DHCFP as needed to evaluate and improve the services being delivered to Medicaid 
and Nevada Check-Up members. 
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PCP Assignment 
HPN currently submits and will continue to submit PCP assignments electronically to DHCFP 
nightly through the Provider Supplied Data File.  


Claims Payment and Encounter Data  
HPN is committed to working collaboratively with DHCFP to provide paid claims and 
encounter data in the formats and frequencies most useful to the State. Under our current 
contract, HPN fulfills the State’s needs for claim and encounter data reporting through 
monthly execution of a process based upon proprietary Milliman data sets. In accordance with 
current DHCFP requirements, we generate an automated extract on the fourth Tuesday of 
each month that includes the following subject areas: 


 Member indicative/eligibility 


 Professional utilization — paid claims and encounters 


 Institutional utilization — paid claims and encounters 


 Pharmacy utilization 


 Dental utilization 


This monthly extract, which encompasses data from the prior month, is verified by a senior 
analyst and cross-referenced against data provided by HPN’s Finance department. The data is 
then reviewed by Associate Director of Business Analysis John Davis, Assistant Vice President 
of Medicaid Operations Kelly Simonson, and Hau Doan, chief actuary for HPN. The data must 
be approved by all three reviewers before submission to Milliman for processing. 


HPN has developed significant expertise submitting HIPAA-compliant encounters to CMS. We 
have worked with DHCFP’s current Fiscal Agent (HP) to submit fully compliant HIPAA ANSI 
x12 837 5010 files for testing purposes, assisting them as they develop a data warehouse 
approach to encounters. We are fully prepared to submit HIPAA-compliant claim and 
encounter data to DHCFP’s MMIS using the HIPAA formats ANSI X 12 837 for professional, 
institutional, and dental encounters as well as the National Council for Prescription Drug 
Programs (NCPDP) format for pharmacy encounters when the State and the fiscal agent are 
ready to accept these transactions. In the meantime, we will continue to adapt our cutting-edge, 
highly flexible processes to understand and meet DHCFP’s needs. 


Following is a detailed description of HPN’s operational procedures for receiving and 
processing HIPAA-compliant claims and encounters from our providers: 


1. Providers submit claims and encounters directly to clearinghouses, which then transmit the 
claims and encounters to HPN in a HIPAA-compliant format. Files are sent to the payer ID 
and are received at the SFTP site and uploaded into the claims processing system while 
being tracked and audited by the Electronic Data Interchange (EDI) Tracking Database. 


2. HPN sends and receives EDI files through an SFTP server, using 128-bit SSL/SSH/https 
encryption for transporting and encrypting files and logins on the server. In addition, HPN 
uses Pretty Good Privacy (PGP) encryption on the files, which ensures the security and 
privacy of the files, both during transmission and at rest. EDI files are processed using the 
market-leading PaperFree Systems validation software to verify transaction compliance 
with ANSI x12 (5010) and NCPDP formats and syntax. All data received through the FTP 
site are also logged into the EDI tracking database to log file receipts and the resulting file 
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processing. The EDI tracking database compiles file statistics on all files received and 
processed. 


3. Daily claims information from HPN’s tracking database is reconciled against valid claims 
uploaded into the claims processing system and rejected claims from the EDI files, ensuring 
the integrity of the data being received and validates every file and every transaction. 


4. EDI files create an E-doc image of the data transmitted, which is verified against the 
uploaded data during adjudication and the quality assurance audit process. 


4.15.2 Interfaces 


The Vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish 
schedules for each interface. The DHCFP’s Medicaid Management Information System (MMIS) will 
interface with the Vendor’s system in the following areas, although not necessarily limited to these 
areas: 


4.15.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for 
whom the health plan pays.)  


4.15.2.2 Health Plan - Weekly Stop Loss File 


4.15.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File 


4.15.2.4 Health Plan - Network Data File 


4.15.2.5 Health Plan - Client Update File 


4.15.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 


4.15.2.7 MMIS - Encounter Data informational Errors File 


4.15.2.8 MMIS - SOBRA Error File 


4.15.2.9 MMIS - Stop Loss Error File 


4.15.2.10 MMIS - Stop Loss Rejection File 


4.15.2.11 MMIS - Health Plan Error File 


4.15.2.12 MMIS - Third Party Liability Update File 


4.15.2.13 MMIS - Client Demographic Data 


4.15.2.14 MMIS - Newborn Data 


4.15.2.15 MMIS - Daily Health Plan Enrollee File 


4.15.2.16 MMIS - Health Plan Enrollee File 


4.15.2.17 MMIS - Network Data Exception File 


4.15.2.18 MMIS - Network Primary Care Provider (PCP) Updates 


4.15.2.19 MMIS - Client PCP changes 


4.15.2.20 MMIS - Client Enrollment Updates 


4.15.2.21 MMIS - Health Plan Notification 


4.15.2.22 Health Division Immunization Registry 
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4.15.2.23 Vital Statistics Birth Records 


All transactions must be in a HIPAA-compliant format. In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, Vendors will find EDI 
Companion Guides at the following website: http://www.healthlink.com/edi_companion_guide.asp. 
These companion guides contain HIPAA-compliant technical specifications. 


The Vendor shall be responsible for any new and/or modified interfaces that may be required by 
CMS, including but not limited to, HIPAA regulations, and at the vendor’s own expense. 


Vendors may access additional information regarding the MMIS system and associated interfaces by 
requesting review of the redacted version of the First Health Services Contract and attachments. 


Interface Capabilities 
As required by our current contract with DHCFP, HPN has already successfully developed and 
implemented all of the interfaces that have been requested by DHCFP through our 
longstanding partnership. HPN is committed to continue working collaboratively with DHCFP 
and its fiscal agent to implement and support data interfaces in the formats and frequencies 
most useful to the State, including but not limited to those interfaces listed in 4.15.2.1-4.15.2.23. 
We have dedicated technical resources based locally in Nevada with 15 years of experience in 
working collaboratively with DHCFP and their fiscal agent to provide all requested interfaces. 


HPN has the expertise and experience to provide all transactions in the appropriate HIPAA-
compliant format following the requirements of the National EDI Transaction Set 
Implementation Guide and the EDI Companion Guides specified by the DHCFP, including but 
not limited to those listed in 4.15.2.1-4.15.2.23. 


Financial Responsibility for Interface Updates 
HPN further acknowledges that we will be responsible at our own expense for any new or 
modified interfaces that may be required by CMS, including but not limited to HIPAA 
regulations. We have a history of proactive monitoring of regulatory changes and timely 
development of new interface requirements and regulatory changes, including the HIPAA 
Administrative Simplification changes as required by HITECH and the PPACA laws. HPN has 
been a leader in complying with the v5010 HIPAA format requirements for RAPS reporting to 
CMS and Phase I and II CORE operating rules for EDI transactions. We are actively 
developing the new changes necessary to support ICD-10 and Phase III of the CORE operating 
rules required in 2014. 


4.15.3 Data Report Files 


Upon request from DHCFP, the Vendor must provide encounter data report files in prescribed data 
fields to DHCFP’s encounter data processing agent on a monthly basis. DHCFP will provide the 
required data fields and data transfer instructions upon at the time of the request, and will allow a 
time frame mutually agreeable to DHCFP and the Vendor from the delivery of this information for 
the Vendor to comply with this requirement. 


Encounters must: 


4.15.3.1 Successfully pass through the HIPAA compliance editors used by the State’s fiscal agent. 
The DHCFP will not entertain any requests for other compliance checkers to be used for the 
convenience of proposers. 
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4.15.3.2 In developing the encounter data interface, the Vendor will be provided with companion 
guide and details of any applicable edits and description of edits. The Vendor will have adequate 
access to fiscal agent staff that will assist in the development of the interface. 


4.15.3.3 A minimum of ninety-five percent (95%) of the data must successfully pass all encounter 
edits within the first six (6) months of submission, with ninety seven percent (97%) passing all 
thereafter. In the event the Vendor fails to demonstrate affirmative, good faith efforts to achieve these 
requirements, progressive sanctions, including monetary penalties, may be applied until data 
submissions meet the required standards. The Vendor will not be held liable for encounters that do 
not successfully pass all encounter edits if the Vendor is not solely responsible for the failure. 


Under our existing contract with DHCFP, HPN currently meets all encounter reporting 
requirements, including supporting the validation of encounter data. HPN has worked with 
DHCFP and its fiscal agents to successfully develop many interfaces supporting the managed 
care program, including providing encounter monthly data report files in prescribed data fields 
to DHCFP’s data processing agent. HPN will use DHCFP-provided data fields and data 
transfer instructions to provide the required data report files and will also adhere to the 
agreed-upon timeframe. 


Compatibility with State HIPAA Compliance Editors 
HPN has extensive experience submitting fully HIPAA-compliant encounter data to CMS and a 
number of other clients. The processes we use for validation of claims and encounter data are 
fully compatible with the HIPAA compliance editors used by the State’s fiscal agent, as 
demonstrated by our success in passing through those edits as well as a wide variety of other 
claim edits required by all of our customers. 


Ability to Meet Encounter Pass-Rate Objectives 
We are confident in our ability to meet DHCFP’s pass-rate objectives, both for the first six 
months of the new contract and throughout the remainder of the contract term. We 
acknowledge and accept the responsibility to demonstrate an affirmative, good-faith effort to 
achieve these requirements. 


4.15.4 HIPAA Transaction Requirements 


All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. These 
include, but are not limited to: 


4.15.4.1 Premium payments (X12F 820) 


4.15.4.2 Enrollment and disenrollment into a health plan (X12N 834) 


4.15.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization) 


4.15.4.4 Referrals and prior authorizations (X12N 278-both request and approval of authorization) 


4.15.4.5 Claims encounter data (X12N 837 and NCPDP) 


4.15.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response) 


4.15.4.7 Payment and remittance advice (X12N 835-remittance advice) 
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In addition to complying with the requirements of the National EDI Transaction Set Implementation 
Guide, proposers will find EDI Companion Guides at the following website: 
http://www.healthlink.com/edi_companion_guide.asp. These companion guides contain HIPAA 
compliant technical specifications for each transaction. 


HPN has demonstrated our ability to accept and transmit all electronic transactions in a 
HIPAA-compliant format. We will submit the following transactions as required: 


 Premium payments (X12F 820) (Currently provided to DHCFP) 


 Enrollment and disenrollment into a health plan (X12N 834) (Currently received from 
DHCFP) 


 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization) 


 Referrals and prior authorizations (X12N 278-both request and approval of authorization) 


 Claims encounter data (X12N 837 and NCPDP) (Currently provided to CMS) 


 Claims status Inquiry and response (X12N 276-inquiry and 277-response) 


 Payment and remittance advice (X12N 835-remittance advice) 


HPN is experienced in and has the expertise to continue providing all transactions in the 
appropriate HIPAA-compliant format following the requirements of the National EDI 
Transaction Set Implementation Guide and the EDI Companion Guides specified by the 
DHCFP, including but not limited to the transactions listed in 4.15.4.1-4.15.4.7. 


4.15.5 NPI/API Transaction Requirements 


The Vendor must provide DHCFP with an National Provider Identifier, (NPI), including any 
taxonomy code(s), with their proposal, unless it is determined that they are neither a covered nor an 
eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the State’s fiscal 
agent. The Vendors must electronically transmit and receive fully HIPAA compliant transactions. 
This applies to all HIPAA regulations currently effective and those in draft form. Throughout the 
duration of the initial contract and any extensions, the State will not bear any of the cost for any 
enhancements or modifications to the Vendors information system(s) or the systems of any of the 
Vendors subcontractors or Vendors, to make it compliant with any HIPAA regulations. This includes 
those HIPAA requirements currently in effect or future regulations as they become effective.  


All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This 
includes but is not limited to, providing DHCFP, through its fiscal agent, the NPI on all providers. 


Without exception, all providers contracting through the Vendor must be registered with DHCFP as a 
Medicaid provider. This includes any providers who are required to have NPI and those who are not 
required by CMS, but are eligible to receive an NPI. If an eligible provider submits their claims on 
paper, they must still use an NPI, and the shadow claim of that paper encounter must be submitted 
from the Vendor to the State’s fiscal agent electronically and it must include the provider's NPI. This 
applies for any providers who have obtained a taxonomy code in addition to their NPI. The taxonomy 
code must be provided to the State’s fiscal agent, and that taxonomy code must be used appropriately 
on all encounters submitted to the State’s fiscal agent on behalf of DHCFP. The same NPI and 
taxonomy codes must be used for any third party insurance, including but not limited to private 
insurance and Medicare, for which the Vendor rebills. 
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Without exception, all encounters from sub-capitated providers must be captured by the Vendor and 
transmitted to the State’s fiscal agent following the guidelines outlined above. These must be fully 
detailed encounters following HIPAA requirements and using HIPAA compliant transactions, 
including but not limited to the use of NPI and taxonomy. 


For those providers who are defined as "Atypical" by federal regulation, a similar state devised 
numbering system will be used. The State calls this an Atypical Provider Identifier (API). This API is 
issued by the State’s fiscal agent on behalf of the State. The Vendors must be capable of accepting 
and transmitting this API. All encounters from atypical providers must be captured by the Vendors 
and submitted to the State’s fiscal agent using the API. The Vendors must ensure that every atypical 
provider contracted with them has obtained this API from the State’s fiscal agent before any payment 
can be made by the Vendor to that provider. 


Under our existing contract with DHCFP and in compliance with the requirements of this RFP, 
HPN has obtained two Atypical Provider Identifiers (APIs) — one each for Northern Nevada 
and Southern Nevada. 


HPN electronically transmits and receives transactions in full compliance with all HIPAA 
regulations. We will continue our compliance with HIPAA regulations in draft form, those 
currently in effect, and any future regulations as they become effective. We further commit to 
bearing the responsibility for any costs for any information-system enhancements or 
modifications necessary to maintain compliance as a result of changes in HIPAA regulations. 


HPN is prepared to submit all encounters electronically in a fully HIPAA-compliant format, 
including the NPI on all providers. 


Without exception, all of HPN’s contracted network providers who provide services to 
members currently are, and under the new contract will continue to be, registered with DHCFP 
as a Medicaid provider. We understand that this requirement includes any providers who are 
either required to have an NPI or who are eligible to receive an NPI, even though they may not 
be required to do so by CMS. 


HPN requires eligible providers who submit their claims on paper to use an NPI. HPN then 
electronically captures that data and can submit it to the State’s fiscal agent once they are 
ready to receive those transactions. We further commit to providing the State’s fiscal agent any 
taxonomy codes which providers have obtained in addition to their NPI, and to using that 
taxonomy code appropriately on all encounters we submit on behalf of DHCFP. The same NPI 
and taxonomy codes are also used for any third-party insurance, including but not limited to 
private insurance and Medicare, for which HPN rebills. 


Without exception, HPN can capture and transmit to the State’s fiscal agent all encounters 
from sub-capitated providers in accordance with the guidelines outlined above. These 
encounter submissions are fully detailed encounters following HIPAA requirements and using 
HIPAA-compliant transactions, including but not limited to the use of NPI and taxonomy. 


HPN acknowledges and accepts the requirement to accept and transmit whenever necessary a 
state-devised Atypical Provider Identifier (API) as issued on behalf of the State by its fiscal 
agent. HPN is prepared to capture all encounters from atypical providers and submit them to 
the State’s fiscal agent using the API in a fully HIPAA-compliant format. 
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HPN further acknowledges and accepts the requirement that we not make payments to any 
atypical contracted network provider until they have obtained an API from the State’s fiscal 
agent. 


4.15.6  


Contractor must maintain current International Classification of Diseases (ICD) and Electronic Data 
Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will be 
provided for contractor’s compliance. 


HPN acknowledges and accepts the requirement to maintain current ICD and EDI compliance 
as defined by CMS regulation and policy and we acknowledge and accept that no funding will 
be provided for our compliance. HPN has demonstrated a proactive approach to achieving and 
maintaining regulatory compliance with HIPAA EDI transactions and standard code sets, 
including the regulatory changes required by the HITECH and ACA laws. HPN has been a 
leader in complying with the recent v5010 HIPAA format requirements for RAPS reporting to 
CMS and Phase I and II CORE operating rules for EDI transactions. We are actively 
developing the new changes necessary to support ICD-10 code sets and Phase III of the CORE 
operating rules required in 2014. 
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4.16 DHCFP Responsibilities 


DHCFP will be responsible for the following: 


4.16.1 External Quality Review 


DHCFP will contract, to the extent required by federal law, with an External Quality Review 
Organization (EQRO) to conduct independent, external reviews of the quality of services provided by 
the Vendor. These reviews will be conducted at least annually.  


4.16.2 Due Process 


4.16.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid. The DHCFP 
is responsible for all appeals pertaining to eligibility for the Children’s Health Insurance Program 
(CHIP), the appeals process for disenrollment from managed care programs, and for providing a State 
Fair Hearing to all recipients who request such a hearing for all actions taken on medical assistance 
program benefits. 


4.16.2.2 DHCFP will receive all recipient requests for state fair hearings, arrange for the fair hearings 
and provide the fair hearings officer. Upon receipt of the fair hearing request, DHCFP will forward a 
copy to the Vendor. 


4.16.3 DHCFP On-Site Audits 


The DHCFP may schedule on-site audits at the Vendor’s primary place of business. The purpose of 
these audits is to confirm contract compliance and to more effectively manage DHCFP contract 
monitoring and oversight responsibilities of the Vendor. These audits will be scheduled in advance 
and will focus on contract sections prior identified by the DHCFP. The Vendor will be informed of 
the scheduling, focus of the audit and the expectations regarding Vendor’s participation no less than 
thirty (30) days in advance of the on-site visit. The vendor will have all prior requested data and 
information available at the time the audit begins. 


4.16.4 Actuarial Services 


The DHCFP will contract to the extent required by federal and state law with an actuarial contractor 
to establish rates using a methodology that is certified as actuarially sound and in compliance with 
state and federal law. Rate reviews will be conducted at least annually. 


4.16.5 Encounter Data Processing 


The DHCFP will contract with an encounter data processing agent to accept, edit, process, and 
review encounter data submitted by contracted Vendors. It is DHCFP’s sole responsibility to 
determine the format in which the data is to be submitted. 


4.16.6 Data Interface: 


The Vendor will work closely with the State staff and the State's fiscal agent to establish schedules 
for each data interface. The Vendor’s data system will interface with the DHCFP’s MMIS data 
system in the following areas, although not necessarily limited to these areas: 
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4.16.6.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients for 
which the health plan pays);  


4.16.6.2 Health Plan - Weekly Stop Loss File;  


4.16.6.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File;  


4.16.6.4 Health Plan - Network Data File;  


4.16.6.5 Health Plan - Client Update File;  


4.16.6.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP);  


4.16.6.7 MMIS - Encounter Data informational Errors File;  


4.16.6.8 MMIS - SOBRA Error File;  


4.16.6.9 MMIS - Stop Loss Error File; MMIS - Stop Loss Rejection File;  


4.16.6.10 MIS - Health Plan Error File; MMIS - Third Party Liability Update File;  


4.16.6.11 MIS - Client Demographic Data; MMIS - Newborn Data;  


4.16.6.12 MIS - Daily Health Plan Enrollee File;  


4.16.6.13 MIS - Health Plan Enrollee File;  


4.16.6.14 MIS - Network Data Exception File;  


4.16.6.15 MIS - Network Primary Care Provider (PCP) Updates;  


4.16.6.16 MIS - Client PCP changes;  


4.16.6.17 MIS - Client Enrollment Updates; and 


4.16.6.18 MIS - Health Plan Notification. 


All transactions must be in a HIPAA-compliant format. In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, EDI Companion Guides 
can be found at the following website: http://www.healthlink.com/edi_companion_guide.asp. These 
companion guides contain HIPAA compliant technical specifications. 


Further information regarding managed care interfaces, inputs, processing and outputs is available 
through a soft copy of the fiscal agent’s REDATED proposal in the DHCFP Information Technology 
library. 


4.16.7 Website Access 


The DHCFP will maintain an Internet link on its official website at which the Vendor’s website can 
be accessed. 


HPN will continue to work with DHCFP regarding the responsibilities included in 4.16. 
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4.17 Cost Containment and/or Cost Avoidance Initiatives 


The Vendor shall develop policies and procedures that ensure cost containment and avoidance 
initiatives that positively impact health outcomes and result in cost savings to the State. Cost 
containment and avoidance initiatives must be provided to the DHCFP for review and approval prior 
to implementation.  


The Vendor will also propose a shared savings model focusing on reductions in behavioral and 
mental health related lengths of stay, re-admissions, and ER utilization in general hospitals. 
Disincentives shall be created to reduce the over-utilization of referrals from general hospitals to 
State IMD hospitals.  


The Vendor will also demonstrate its ability to operate an effective claims processing system that 
minimizes payment errors and, through the effective use of system edits and audits, prevents loss of 
public funds to fraud, abuse, and/or waste. 


Cost Containment and Avoidance Initiatives 
HPN continually monitors services and expenses for our Medicaid Managed Care Program to 
identify opportunities for cost containment and avoidance initiatives. We take our fiscal 
responsibility to DHCFP very seriously as the rates paid to HPN by DHCFP are based upon 
our medical expenses. All savings realized by HPN are passed through to DHCFP and reflected 
in our capitation payments. HPN has and will continue to notify DHCFP of cost containment 
and avoidance initiatives and receive approval prior to implementation.  


HPN not only develops policies and procedures to facilitate cost containment and avoidance, we 
continue to successfully implement initiatives that drive health care affordability. Following our 
innovative corporate culture, we implemented a number of Best Practices resulting in cost 
savings initiatives in 2011-2012, including but not limited to: 


Cost Containment Initiatives Savings 
Dental Utilization  $2 million annually 
Behavioral Health Home $2 million annually 
Diabetic Testing Supplies Vendor Consolidation $450,000 annually 
Vision Services Contract Rate Negotiation $1,000,000 annually 


HPN recognizes that bending the cost trend is important, but quality of services is equally 
important. The following table provides clear proof that our cost containment and avoidance 
initiatives contain costs while elevating the quality of services: 


Initiatives Savings 2012 HEDIS Score Improvement 


Dental Utilization $2 million 
Annual dental visit 
2% for Medicaid (90th National Percentile) 
3% for Nevada Check Up (90th National Percentile) 


Behavioral Health $2 million 
7-Day follow up after hospitalization 
10% for Medicaid 
2% for Nevada Check Up 


Medicaid Claims Cost Containment/Cost Avoidance Savings 2011/2012 YTD 
We have a very robust cost avoidance cost attainment program employing various 
comprehensive methods, including:  
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 Claims edits 


 Medical adjudications 


 Fraud and abuse detection 


 Coordination of Benefits (COB) including third party liability (TPL) 


 Retrospective post-payment recoveries  


 Subrogation 


Claim Edits  
Our claims processing system incorporates a clinical editor, based upon NCCI, which denies 
inappropriate code combinations and edits for age, gender, and location of service. The 
following cost avoidance savings were demonstrated by clinical edits:  


Clinical Edits - Cost Avoidance* 


$998,706.32 
*Note: Figure based upon 2012 Q1 and Q2 Medicaid Specifics then annualized 


Medical Adjudications  
HPN’s Information Systems and Claims Operations departments have developed Claims and 
Utilization Reports specifically tailored to show aberrant billing patterns, utilization, 
demographic patterns, or any deviations from normal patterns. Coding issues are addressed by 
our internal Medical Adjudication department (MAD) who reviews claims to determine 
accurate coding levels for processing. The Medical Adjudication department comprises three 
clinical claims review RNs, one manager of clinical claims review RN, and one administrative 
support staff member. 


This department is responsible for retrospective review of specific claims, including review of: 


 Emergency room claims submitted with diagnosis codes that are not on the approved 
emergency room list in the Facets claims system to determine the appropriate level of care, 
and medical necessity of the treatment  


 Claims for services that require prior authorization where prior authorization was not 
obtained for medical necessity and appropriate level of care (e.g., inpatient hospital 
admissions, diagnostic procedures, surgery  


 Professional fees billed at the higher levels for correct level of care billing  


 Claims for authorization, and potential carve-outs on large claims that are reviewed by the 
large claims committee  


 Out-of-area, non-contracted facility claims for potential carve-out savings  


 Claims sent to Medical Adjudication department by the claims staff when clinical edits are 
denying services and records are attached  


 Claims for ambulance and air ambulance for medical necessity  


Fraud and Abuse Detection 
HPN has developed several methods to identify potential fraudulent and abusive activities by 
providers, including:  
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 On initial receipt of hard copy claims our Claims Administrative Support send all altered 
claims for example, erasures, white-outs, etc. to SIU for review prior to acceptance for 
processing.  


 Clinical Editor, which is based upon NCCI edits. It provides detection and denial of 
incidental, unbundled and redundant services through a robust clinical editing system, with 
clinical editing software based upon CMS NCCI criteria. Facets data is reportable, 
including the Clinical Editor findings. We can note aberrant claim patterns and outliers in 
billing and perform further investigation based upon billing practices.  


 We have policies that our Claims Analysts use to outline potential billing issues. These 
claims can be sent to the SIU for review. In addition to the standard reports, the SIU may 
request customized reports through our Healthcare Informatics department.  


 HPN has also contracted with CGI Technologies and Solutions, Inc. (CGI) for Fraud and 
Abuse Consulting Services. CGI uses Custom Audit Software and Business Intelligence 
Modules to deliver fraud and abuse identification reports of suspected fraudulent claims 
along with data mining case analysis reports. 


Coordination of Benefits including Third Party Liability 
The most effective approach to TPL is cost avoidance, under which claims covered by other 
available resources are prevented from processing. HPN’s sophisticated information technology 
infrastructure uses proprietary software to expedite identification of members with other forms 
of insurance and isolate any claims that must be submitted to other payers. This process 
confirms our ability to quickly inform the State via confidential electronic transmission of any 
discrepancies, further enabling the State to investigate the third-party coverage status of a 
Medicaid or Nevada Check Up member.  


Once TPL is identified and verified directly with the other payer, HPN coordinates activities to 
make certain costs for services are either avoided or recovered from the liable party. If TPL 
cannot be established timely by HPN, the claim is adjudicated and post-payment recovery is 
pursued, as appropriate. 


HPN’s policies and procedures makes sure Medicaid is always the payer of last resort through 
thorough investigation of claims for potential third-party payers. Claims exceeding $150 for 
members with suspected or known third-party liability are automatically forwarded to the 
Coordination of Benefits (COB) department. COB staff reaches out to members to solicit 
information on additional insurance coverage as well as details for any claims with accident- 
related diagnoses. 


HPN identifies evidence of overlapping coverage through a variety of information resources, 
including: 


 TPL resources identified and communicated to HPN by DHCFP 


 DHCFP’s EVS eligibility system 


 Internal HPN units (e.g., prior authorization and member services) 


 Provider claims 


 Member COB questionnaires 


 Signed member/authorized representative acknowledgements confirming any prior 
resources 
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 Explanations of benefits (EOBs) submitted with claims 


Subrogation 
TPL-Subrogation: Actual checks received from TPL settlement 
2011 Calendar Year Total  $183,479.14 
Recovery: Actual checks received or dollars recovered online (auto recoup) from providers and 
members on overpaid claims 
2011 Calendar Year Total  $1,245,745.33 


Once TPL has been confirmed, HPN vigorously pursues reimbursement. In compliance with 
state and federal regulations, claims for prenatal services are paid prior to confirming TPL. 


In accordance with our established procedures, post payments from third parties are recorded 
as offsets to claims payments. We report to DHCFP monthly any monies recovered from third-
party or primary payers via an encounter file and a COB subrogation report. 


Cost Avoidance 
COB Savings: Savings based upon covered amount, the difference between the primary plan 
payment and HPN payment after coordination of benefits 
2011 Calendar Year Total  $2,269,827.23 
COB Diversions: 50 percent of billed charges on claims closed pending investigation of TPL and COB 
2011 Calendar Year Total  $4,914,844.39 
Total Medicaid Dollars Recovered in 2011 $1,429,224.47  


(TPL-Subrogation + Recovery #'s as above) 
Total Medicaid Dollars Avoided in 2011 $7,184,671.62  


(COB Savings + COB Diversions #'s as above) 
Grand Total for 2011  $8,613,896.09 (Dollars Recovered and Avoided) 
Medicaid PM/PM and Membership 2011                                                                           Average Per Month 
PM/PM $7.73 
Membership 101,307 


Retrospective Post-Payment Recoveries  
We use an auto-recoupment process for overpayments through our core transaction system, 
Facets. When an overpayment to a provider has been identified post-claims payment, we send 
the provider a letter requesting an immediate refund or advising the provider to file an appeal 
within 30 days. If the provider does not respond within 30 days, we send a second letter that 
allows the provider an additional 30 days. At the end of that time, we send a third and final 
letter allowing another 10 days for payment before the affected claim is down-adjusted and the 
overpayment referred for collection. 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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5. Company Background and References 


5.1 Vendor Information – Health Plan of Nevada 


5.1.1  


Vendors must provide a company profile in the table format below. 


Question Response 
Company name: Health Plan of Nevada, Inc. 


Ownership (sole proprietor, partnership, etc.): Corporation 


State of incorporation: Nevada 


Date of incorporation: May 24, 1984 


# of years in business: 28 


List of top officers: Donald J. Giancursio – Plan President, 
Board of Directors  


Larry S. Howard – Board of Directors 


Marc R. Briggs – Board of Directors 


Scott Cassano – Senior Vice President, 
Provider Relations, Board of Directors 


Robert L. Schaich – Senior Vice 
President, CIO Information Systems, 
Board of Directors 


Kyle Clingo – Vice President, Operations 


Daniel McBride, M.D. – Chief Medical 
Officer 


David W. Allazetta – Vice President, Sales 
and Marketing 


Sachin Shah – Senior Vice President, 
CFO Finance  


Location of company headquarters: 2720 N. Tenaya Way 
Las Vegas, NV 89128 


Location(s) of the company offices: 2716, 2720, and 2724 Tenaya Way 
Las Vegas, NV 89128 


Location(s) of the office that will provide the services 
described in this RFP: 


2716, 2720, and 2724 Tenaya Way 
Las Vegas, NV 89128 


Number of employees locally with the expertise to As of September 2012, Health Plan of 
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Question Response 
support the requirements identified in this RFP: Nevada (HPN) employs 921 local 


employees. 


Number of employees nationally with the expertise to 
support the requirements in this RFP: 


Not applicable. All of our employees are 
located in Nevada. 


Location(s) from which employees will be assigned 
for this project: 


2720 N. Tenaya Way 
Las Vegas, NV 89128 


5.1.2  


Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another 
state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


Health Plan of Nevada (HPN) meets the requirements of NRS 80.010 as a Nevada corporation 
since 1984. HPN is domiciled in Nevada. 


5.1.3  


he selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed by 
the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding the 
Nevada Business License can be located at http://sos.state.nv.us. 


Question Response 
Nevada Business License Number: NV19841007016 


Legal Entity Name: Health Plan of Nevada, Inc. 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No  


If “No”, provide explanation. 


Not applicable. 


5.1.4  


Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 


HPN currently meets the requirements as stated in the Scope of Work and, with the new 
contract, will continue to meet the requirements. We have a current Certificate of Authority 
authorizing us to do business in the State of Nevada as a health maintenance organization, 
which meets the licensing requirements of this RFP. 
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5.1.5  


Has the vendor ever been engaged under contract by any State of Nevada agency?  


Yes X No  


If “Yes”, complete the following table for each State agency for whom the work was performed. 
Table can be duplicated for each contract being identified. 


Question Response 
Name of State agency: Nevada Department of Health and 


Human Services, Division of Health 
Care Financing and Policy 


State agency contact name: John Whaley 


Dates when services were 
performed: 


1997–present 


Type of duties performed: Medicaid and CHIP services 


Total dollar value of the contract: $1,095,979,178.11 


5.1.6  


Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


Yes X No  


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
years, and if such person will be performing or producing the services which you will be contracted 
to provide under this contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 


The following four employees worked for the State of Nevada within the past two years. 
However, to our knowledge, none of them were involved in any activities relating to the design 
of the RFP; their roles at HPN are described below. 


Carrie Binam, MFT, worked for Residential Services with the State with Southern Nevada 
Adult Mental Health Services (SNAMHS) from April 2009 to September 2011. She started 
working at HPN in September 2011 as manager of care advocacy and is a direct report of 
Michelle Agnew, Executive Director of HPN’s behavioral health department. Ms. Binam 
manages our clinical UM staff. 


Michelle Hannen, MSW, LSW, worked for the Aging and Disability Services Division from 
July 2009 to May 2011. She started working at HPN in May 2011 as a social worker.  
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Jennifer Zuckerman worked for the University of Nevada Las Vegas as a graduate assistant 
from January 2009 to May 2011. She started working at HPN in September 2011 in our Quality 
Improvement department.  


Jane S. Beltran worked as a case manager at the VA hospital in Boulder City from January 
2007 to July 2011. She started working at HPN in August 2011 as an inpatient case manager 
with the Obstetrical/Pediatric team. 


5.1.7  


Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No X 


If “Yes”, please provide the following information. Table can be duplicated for each issue being 
identified. 


Question Response 
Date of alleged contract failure or breach: N/A 


Parties involved: N/A 


Description of the contract failure, contract breach, or 
litigation, including the products or services 
involved: 


N/A 


Amount in controversy: N/A 


Resolution or current status of the dispute: N/A 


If the matter has resulted in a court case: Court Case 
Number 


N/A N/A 


Status of the litigation: N/A 


5.1.8  


Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for 
RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes X No  


Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP. In order for any exceptions 
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to the insurance requirements to be considered they must be documented in detail in Attachment B. 
The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission. 


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


HPN currently abides by Division of Health Care Financing and Policy’s (DHCFP’s) insurance 
coverage requirements and has no exceptions to the insurance requirements. Coverages are 
provided in Attachment E, Insurance Schedule, and Attachment 5.1.8_Experience_Insurance 
Certificates. 


5.1.9  


Company background/history and why vendor is qualified to provide the services described in this 
RFP. Limit response to no more than five (5) pages. 


HPN is a federally qualified, state-licensed health maintenance organization in Nevada and 
accredited by the National Committee for Quality Assurance (NCQA) for our commercial and 
Medicare lines of business. We are the largest and most experienced health plan in Nevada with 
the longest tenured Medicaid Managed Care Program (MMCP) in the State. Our local 
leadership team, led by Don Giancursio, has more than 578 years of combined experience in 
health care, 446 of which are dedicated to serving Nevadans and elevating the health care 
platform in our state. HPN was contracted by the DHCFP in 1997, the inception of Nevada’s 
MMCP. HPN is recognized as the health care insurance industry leader in Nevada and, 
together with our parent company, UnitedHealth Group and affiliate companies, is the first 
choice of Nevada Medicaid members, with 55 percent of the MMCP market share, 
approximately 50 percent of the commercial market and about 47 percent of the Medicare 
market share.  


HPN’s overall voluntary disenrollment rates of three percent of the auto-enrollees are among 
the lowest in the nation, indicative of our members’ high level of satisfaction. During the 2012 
open enrollment season, 99.2 percent of members stayed with HPN and more than 1,200 
members voluntarily chose to switch to HPN. When DHCFP last brought in a replacement 
managed care organization (MCO) after one of the MCOs exited the market, so many Medicaid 
members voluntarily selected HPN that the DHCFP had to adjust the assignment of 
membership to maintain compliance with state-mandated membership distribution. 


Vendor Qualifications 
Our qualifications to provide the services listed in this RFP are demonstrated by our 
commitment to DHCFP and our members through: 


 Innovative approaches to health care affordability initiatives  


 Health care delivery system transformation 


 Our national prescription solutions program 


 A behavioral health home 


 Our exclusive Neonatal Intensive Care Unit (NICU) program 


 Competitive contracts 


 Our dedication to and involvement within our communities 
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Loyalty to Nevada 
HPN is the sole consistent contractor for DHCFP’s MMCP since 1997. Four other local and 
national health care insurance companies have entered and exited the MMCP during these 15 
years. HPN began participating in the MMCP as a result of the perilous state of health care our 
most vulnerable citizens endured without access to medical and dental care. Through our 
capabilities, members have access to mainstream medical, behavioral health and dental 
providers who previously refused to see them. Today we coordinate health care services for 
more than 104,000 members. 


At the request of the DHCFP, HPN has expanded our service areas and benefits to members 
since 1997 to include dental and severely emotionally disturbed (SED)/seriously mentally ill 
(SMI) services and a full expansion to Washoe County. For each request, HPN developed the 
infrastructure, perfected the quality of services, improved network availability and achieved 
cost savings through innovative solutions to support the MMCP – with stellar results. As a fully 
operational, contractually compliant MMCP contractor, more than 104,000 members will 
experience a seamless transition in their health care services if HPN is re-awarded the MMCP 
contract. 


Bending the Cost Trend 
HPN is a market leader in developing innovative approaches to health care affordability while 
improving nationally recognized quality scores. All savings directly benefit the State as the 
managed care rates paid by DHCFP are based on our medical and dental expenses. Listed 
below are a few of our key initiatives that are bending the trend. 


 Patient-Centered Medical Home (PCMH): Leading the way in Nevada, we have a fully 
operational PCMH with SMA. Exclusively contracted with HPN for our members, SMA 
was the first medical practice in Nevada to achieve NCQA recognition as a Level III PCMH 
(the highest level) in both adult medicine and pediatrics. Our medical home encourages 
SMA providers to coordinate appropriate health care for our 29,000 members. Benefits and 
objectives of the medical home include time and money saving features, including less 
duplicative testing, improved access to care, reduced ER visits, reduced inappropriate 
admissions and readmissions, and improved care of high-risk members. In particular, the 
health information exchange (HIE) gives providers valuable information on medical 
services provided and needed, and decreases duplicative testing. 


 Emergency Room Notification Process: In response to over-utilization of ER services, we 
developed an ER notification system with various hospitals in the State. Members using the 
ER are contacted daily, educated on available urgent care and primary care services and 
provided medical appointment assistance. 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Narrative Resumes 
 Exclusive NICU Post Discharge Clinic program: Since 2009, HPN has the only NICU Post-


Discharge Clinic program (NICU PDC) in the State. The goal of the program is to reduce 
hospital readmissions and length of stay for premature babies through intense outpatient 
services. One hundred and fifty-two Medicaid members have received services through the 
program, resulting in savings of approximately $1.2 million in hospital costs from 2009–
2011.  


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


Narrative Resumes 
 Provider Contracts: As a result of our large footprint in Nevada, we can obtain services for 


our members at highly competitive rates. Our discounted contracts save the State more 
than $4 million annually. We have exclusive contracts with affiliated companies, SMA, THC 
Nevada, and Family Healthcare Services that provide competitive pricing and guaranteed 
access for our members.  


 Longest Standing and Broadest Medicaid Provider Network: Our robust, comprehensive 
provider network includes approximately 4,000 providers. We hold direct contracts with 
our entire network, including medical, ancillary, hospital, dental, behavioral health, 
pharmacy and vision providers. We have the most primary care and 
obstetricians/gynecologists for members, many of whom do not contract with any other 
Medicaid MCO. Our existing provider networks have been established in Clark County 
since 1997 and Washoe County since 2004. 


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  


HPN offers traditional health care coverage plans and point-of-service plans to government 
programs, including Medicaid and Medicare, and commercially insured employer groups and 
individuals. Together with our parent company, UnitedHealth Group and affiliate companies, 
we currently provide services to approximately 494,000 Nevadans, including 332,000 fully 
insured commercial members, 58,000 Medicare members and 104,000 Medicaid members in 
the Nevada market. We have fully executed contracts with approximately 4,000 
medical/surgical providers, specialists, dentists, ancillary providers and hospitals/facilities. We 
have successfully provided medical, dental, vision, behavioral health and pharmacy services for 
our Medicaid members as outlined in the RFP for the past 15 years as demonstrated by our 
audit results. 
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B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.  


HPN was founded on June 4, 1984, and is a wholly owned subsidiary of Sierra Health Services, 
Inc. In 2008, Sierra Health Services was acquired by UnitedHealth Group, a publicly traded 
company on the New York Stock Exchange and one of the 30 companies comprising the Dow 
Jones Industrial Average. The merger of these two industry leaders combined the local 
presence and expertise of HPN with the national breadth of UnitedHealth Group. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining 
whether an inverse preference applies pursuant to Nevada Revised Statutes. 


HPN is domiciled in and is a resident of the State of Nevada. Our local operations include 
claims processing, member and provider services, clinical services, pharmacy services, finance, 
enrollment, grievance and appeals, information technology, quality improvement and executive 
leadership. We employ more than 900 Nevada residents through our Medicaid department. 
Together with our Medicare and commercial markets in Nevada, HPN, with our parent 
company, UnitedHealth Group and affiliate companies, employs more than 3,000 Nevada 
residents. 


We believe that health care is best provided and managed locally. HPN Medicaid and Nevada 
Check Up members have their claims processed in Nevada, by Nevadans. Member calls are 
answered in Nevada. Case managers for our Medicaid members are all in Nevada—they are 
not telephonically case managing from another state. Our inpatient case managers and 
hospitalists are physically located in Nevada hospitals, so they can serve Medicaid and Nevada 
Check Up patients face to face. We do not outsource our operations overseas or out of state. 


D. The location of disaster recovery back-up site. 


HPN has a comprehensive disaster recovery plan that is tested, reviewed and updated annually 
as part of the disaster recovery and business continuity planning for the entire UnitedHealth 
Group enterprise. Depending upon the nature and severity of the disaster, HPN production 
systems can be recovered locally in one of three geographically separate Southern Nevada data 
centers or in one of three UnitedHealth Group data centers in Elk River, Chaska or 
Minnetonka, Minnesota. As part of the Nevada Division of Insurance Triennial exam, the 
examiners review the appropriateness of the disaster recovery plan. There have been no 
material findings cited by the examiners regarding the location or completeness of the disaster 
recovery plan. 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Our point of contact for this contract is our Vice President of Medicaid Operations Kelly 
Simonson. Her address is 2716 N. Tenaya Way, Las Vegas, NV 89128, and her telephone 
number is 702-242-7497. 


F. The size of organization in assets, revenue and people. 


As of December 2011, our assets are $365,663,293, and revenue is $1,580,365,114, based on 
statutory filings. As of September 2012, HPN has 921 employees, all based locally, at HPN.  
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UnitedHealth Group’s total assets are $67.9B and revenue is $101.8B. UnitedHealth Group 
employs more than 100,000 people. 


G. The organizational chart of your senior management by function including key personnel. 


 


H. The areas of specialization. 


HPN is a multi-dimensional company that offers health care insurance and arranges for the 
provision of quality health care at affordable costs specifically for Nevadans. We specialize in a 
wide variety of public and private health insurance markets, including Medicaid and Nevada 
Check Up plans, traditional health plan, and point-of-service insurance plans for large and 
small employer groups, individual health plans and point-of-service plans, and Medicare 
Advantage insurance plans. 


I. The company’s main product/service lines and annual revenues for each product/service line for 
the two most recent years for which full data are available. 


HPN’s three main product lines are Medicaid, Medicare and commercial business. 


Annual Revenues* 2010 2011 
Medicaid $166,780,018 $191,162,918 
Medicare $578,559,100 $625,664,920 
Commercial $780,442,693 $763,537,276 
*Provided on a statutory basis 


J. The corporate philosophy and mission statement. 


Our corporate philosophy and mission statement is “helping people live healthier lives.” We 
look forward to continuing our partnership with DHCFP and its providers to deliver 
underserved individuals with the highest quality care and services in the most effective manner. 


K. A description of any plans for future growth and development of your organization. 


UnitedHealth Group’s Medicaid segment, UnitedHealthcare Community & State, has the 
following future growth plans: 
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 Targeted development of TANF, CHIP, ABD and long-term care (LTC) opportunities 


 Supporting development of states pursuing Financial Alignment Demonstrations in more 
than 10 states 


 Supporting states focused on newly eligible individuals due to Health Reform Expansion 


HPN continually explores growth opportunities to meet the health care insurance needs of 
Nevadans. We are working with the Nevada Division of Insurance on the Silver State Health 
Insurance Exchange to offer multi-tiered products on the exchange. We acknowledge that 
531,000 of citizens or 21.3 percent of Nevadans are uninsured.  


As Nevada’s largest health care insurance company, we believe it is our responsibility to offer 
insurance products on the exchange that all Nevadans can afford. We fully intend to offer 
competitive insurance products on the exchange available January 1, 2014. As HPN is the only 
health plan with Medicaid, commercial and Medicare members in Nevada, we already have 
established provider networks, one comprehensive operating system, case management, quality 
programs and health education programs in our state. As members transition between 
Medicaid and the new Silver State Health Insurance Exchange (HIX), their transition will be 
seamless. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 


As the nation’s largest Medicaid health plan providing services to more than four million 
members in 24 states and the District of Columbia, United Healthcare will continually bring the 
DHCFP the benefit of knowledge, experience and evolving best practices to members from our 
clinical, operational and cost-containment efforts from other states. Our expertise and best 
practices come from our experience providing Medicaid services for more than 30 years. 
UnitedHealthcare Community & State has implemented contracts on time in 14 states since 
2011. 


Recently, we expanded our products to include the Women’s Preventive Health Services 
effective August 1, 2012, as required by the Affordable Care Act. Our Project Management 
team led the plan and accessed national experts as needed. See our response to question 
5.1.10.4, Project Management, for a detailed description of our implementation methodology. 


5.1.10 


 Length of time vendor has been providing services described in this RFP to the public and/or private 
sector. Please provide a brief description. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


Nevada Medicaid and Nevada Check Up Experience 
The majority of the services described in this RFP, both clinical and administrative, have been 
in our contracts with DHCFP since 1997. We are the sole consistent contractor for the 
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DHCFP’s MMCP since 1997. Five other local and national health care insurance companies 
have entered the Nevada market and four have left during the past 15 years; most recently, a 
contractor terminated its contract early. Our business acumen, proven stability and strong 
partnership with the DHCFP has allowed us to stay consistent with our delivery of services.  


Proven Results 
HPN has provided the services described in this RFP for 15 years with exceptional quality 
results. Since 2000, we have been audited six times by DHCFP’s EQRO and have received 
scores ranging from 97 to 100 percent, as shown in the following table. We have also received 
performance audits from DHCFP’s contractor with substantially successful results.  


EQRO Audit Results 
Year 2000 2002 2004 2006 2009 2011 


Audit Score 98.75% 98% 100% 97% 99% 98.7% 


We are a fully operational MCO with all of the following RFP-required services fully 
implemented for our Nevada MMCP in the geographic areas of urban Clark and Washoe 
Counties:  


 Fully operational Member Services and Provider Services departments 


 Fully operational information technology platform that successfully interfaces with 
DHCFP’s MMIS to accept and transmit files as specified in this RFP (i.e., enrollment files, 
payment files, pharmacy rebate files, encounter files, provider supplied data files) 


 Care coordination services for members transitioning to and from HPN 


 Case management services for high-risk members 


 An extensive, experienced, cost-effective dental program 


 A drug formulary that is fully compliant with Medicaid benefits 


 Medical management services 


 Health education programs 


 A comprehensive Cultural Competency program 


 An established Early and Periodic Screening Diagnosis and Treatment (EPSDT) Outreach 
program 


 An extensive, cost-effective behavioral health program 


 All member and provider materials written at an eighth-grade reading level in English and 
Spanish 


 A fully contracted network of approximately 4,000 providers in urban Clark and Washoe 
Counties 


 Established accredited PCMH and behavioral health home 


 An extensive quality improvement program 


 A claims system that exceeds timely payment requirements and fulfills cost-containment 
and avoidance initiatives 


 Grievance and appeals processes that exceed the RFP requirements  


 All covered benefits loaded into our Facets system for claims and authorization requests to 
process correctly and all staff trained on covered services 
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Involvement in our Communities  
HPN has a large presence in the communities in which we serve. We understand how vital a 
local team is to understanding Nevada’s population, their health disparities and the issues that 
directly affect them. The local team includes individuals who have:  


 Served our members since the first MCO contract was granted in 1997 


 Significant experience serving the health care needs of children, women and special needs 
populations 


 Developed and maintained longstanding provider and health system relationships 


 Embedded themselves in the community professionally and personally 


 Managed large-scale implementations, including Medicaid 


 Provided financial and operational oversight to the success of our plan for more than 15 
years 


 Demonstrated member satisfaction and health improvement vital to achieving true quality 
improvement  


 A working knowledge of the significant responsibility of compliance with local, state and 
federal requirements 


Health Plan of Nevada has “Nevada” as part of our name for a reason. We are fully committed 
to Nevada, we were founded in Nevada, and our operations remain in Nevada. Along with our 
parent company, UnitedHealth Group and affiliate companies, we employ 3,000 residents in 
Northern Nevada and Southern Nevada. We contribute time, talent and money to Nevada 
charities. Our Nevada management team has 26 leaders serving on the boards of 36 Nevada 
charities. Our Nevada employees donate more than 4,000 hours annually to charities within our 
communities. We have donated to more than 400 Nevada charities over the last four years 
alone.  


HPN is committed to helping members live healthier lives through our strong foundation of 
partnerships with local agencies and our strong involvement in our communities. A few of our 
local programs are: 


 Power Kids Camp: In partnership with the YMCA, we offer a free 
summer camp health and fitness program for high-risk children 
ages 8-12 to educate them about leading a healthy lifestyle 
through nutrition counseling, physical activity and overall health 
habits.  


 Partnership with Sesame Workshop/Healthy Habits for Life: We 
partner with Sesame Workshop to develop a bilingual 
educational outreach program that helps low-income families make food choices that are 
affordable, nutritional, and set the foundation for lifelong healthy habits.  


 Food for Thought: This program provides families with information to cope with the impact 
of food insecurity (i.e., limited or uncertain accessibility to enough food to fully meet basic 
needs because of financial issues). The partnership also aims to address childhood obesity 
and improve the health of members and the community.  
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 Lead Away!: We have developed educational materials to promote lead awareness among 
parents and children. Created in partnership with Sesame Workshop, the materials are 
visually appealing to children and feature well-loved Sesame street characters.  


 Pediatric Asthma: The goals of this 
program are to implement population-
level condition management for 
children and adults with asthma, 
support pediatric case management for 
high utilizers, and collaborate with 
local communities to identify 
opportunities to improve asthma 
outcomes. Also, we have partnered 
with Sesame Workshop to develop the 
A is for Asthma materials. These 
educational tools help families gain a 
basic understanding of asthma and the 
importance of having a plan in place. 
The A is for Asthma materials will be 
prepared for deployment in Nevada in 
the first quarter of 2013. 


 Text4baby: Delivers educational text 
messages to promote healthy mothers 
and babies, including prenatal and 
postpartum messages, well-baby 
care/visit reminders up to a year after 
delivery. 


 HEROES program: This is a service-
learning, health literacy initiative. The program awards grants to help youth, ages 5-25, 
create and implement local, hands-on programs to fight childhood obesity. Each grant 
engages participating youth in service-learning, an effective teaching and learning strategy 
that supports student learning, academic achievement, and workplace readiness. In Nevada 
this year, we have conducted two programs through the HEROES program – Healthy 
Choices for Me through Touro University of Nevada and Edible Gardens in Public 
Elementary Schools through Create a Change Now, a non-profit organization in Southern 
Nevada.  


Private Sector Experience 
HPN has provided the services outlined in this RFP to our commercially insured members in 
Nevada since 1984. Sophisticated, large public and private purchasers recognize the value of 
our products and the cost savings we provide. We offer commercial health insurance products 
to individuals and employer groups through our traditional managed care product and point-
of-service models. We offer fully insured commercial insurance/managed care products to 
332,000 Nevadans, including the following large clients: 


 Wynn Resorts 


 State of Nevada Public Employee Benefits Program 
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 Stations Casinos 


 Federal Employees Health Benefits 


 Las Vegas Chamber of Commerce 


 MGM Resorts, Inc. 


 Clark County School District 


 City of Las Vegas 


HPN also provides the medical and managed care services described in this RFP to more than 
58,000 Medicare members in Nevada since 1985. Because we are the only company in Nevada 
to provide commercial plans in the individual and group markets along with Medicaid, we 
differentiate ourselves from the competition through our daily experience in seamlessly 
transferring enrollment, eligibility, claims, prior authorizations and other services for patients 
moving to or from Medicaid and our commercial coverage—this experience will be especially 
important for members moving to or from the HIX. 


National Experience 
HPN brings to our members the added resources of our parent company, UnitedHealth Group. 
As the nation’s largest Medicaid health plan providing services to more than 4 million members 
in 24 states and the District of Columbia, United Healthcare continually brings the benefit of 
knowledge, experience and evolving best practices to members from our clinical, operational 
and cost-containment efforts from other states. 


UnitedHealthcare lives our mission to help people live healthier lives. Our employees are 
dedicated to living UnitedHealthcare’s core values of integrity, compassion, relationships, 
innovation and performance as evidenced by our successfully retaining every competitive re-
procurement in our existing states. Our expertise and the best practices gained from our 
experience providing Medicaid services for more than 30 years has led UnitedHealthcare to be 
awarded new or expanded contracts in the following states since 2011: Texas, Pennsylvania, 
Arizona, Wisconsin, Florida, Louisiana, Rhode Island, Nebraska, Hawaii, Mississippi, and 
Washington State. In addition, our New Jersey, Delaware and New York health plans received 
Medicaid contract expansions to cover LTC services. In addition to the above state contracts, 
we currently provide Medical Homes in 13 states and Medicaid Health Homes in two states.  


We manage health care benefits for beneficiaries of more than 70 different health care 
programs, including Medicaid, CHIP and various programs for the uninsured. The primary 
categories of eligibility and our participation are: 


 TANF, primarily young women and children – 18 states 


 CHIP – 19 states 


 ABD – 16 states 


 Special Needs Plans (SNP) – 17 states 


 LTC – 10 states 


 Childless Adults and Programs for the Uninsured – 6 states 


 Other programs (e.g., Developmentally Disabled, Children’s Rehabilitative Services) – 3 
states 
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As part of UnitedHealth Group, we bring to our members the expertise and resources of one of 
the nation’s leaders in health care services. This access allows us to seamlessly support 
additional growth and respond to DHCFP’s needs for innovative solutions to support new 
initiatives through the following segments:  


 UnitedHealthcare Community & State: Includes Medicaid TANF, CHIP, ABD, Medicare 
Dual SNP and LTC 


 UnitedHealthcare Medicare & Retirement: Includes Medicare and retirement plans 


 UnitedHealthcare Employer & Individual: Includes commercial group and individual plans 


 OptumHealth: Includes OptumHealth Care Solutions, OptumHealth Behavioral Solutions, 
NurseLine and other specialty services  


 OptumInsight (previously Ingenix): Provides consulting, health information systems and 
data management services, including Lewin Group, Impact Pro™, CareTracker EHR 
solution and Axolotl’s HIE products 


 OptumRx (previously Prescription Solutions): UnitedHealthcare Group's pharmacy 
benefits manager 


1. Managing a network of Medicaid Providers; 


Network Experience 
HPN has extensive experience managing a comprehensive, credentialed and geographically 
accessible, culturally diverse network of approximately 4,000 providers. Our Medicaid 
provider network has been operational longer than any other network. In addition, Nevada’s 
DHCFP’s EQRO has performed audits of this network that resulted in exemplary scores. 


While other vendors may promise to develop a network (both for Medicaid and commercial 
business, as required by the Health Insurance Exchange section), HPN is the only vendor with 
an established network for both. This means that if HPN is awarded this bid, the 104,000-plus 
members we currently serve will not have to worry whether an unproven vendor can 
successfully contract with medical, dental, mental health, hospitals and other health care 
providers. In short, there will be no transition of care issues for the State’s most vulnerable 
population.  


The HPN network is extensive, comprising direct contracts with multiple providers spanning 
various health care services, including primary care and specialty providers, hospitals, 
ancillary medical services, dental, behavioral health, pharmacy and vision providers. We 
require all primary care providers (PCPs) to:  


 Deliver medically necessary preventive care services 


 Provide coverage 24 hours a day, seven days a week 


 Make referrals to specialty care providers as appropriate 


 Properly maintain current medical records for members  


We consistently monitor our compliance with these requirements and have received excellent 
reviews and scores in this area in all previously completed independent state audits. 


We have in place a comprehensive provider access and availability policy and procedure that 
has been audited by DHCFP’S EQRO on several occasions with outstanding results. We 
consistently verify adequate physical and geographic access to medically covered services for 
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enrolled members. Each quarter, we use GeoAccess mapping and data-driven analyses to 
comply with the State’s access standards. 


The following table outlines examples of our auditing scores regarding our provider access and 
availability successes: 


HPN’s Audit Scores from the DHCFP’s EQRO audit of the Provider 
Access and Availability Standard 


2000 100% 
2002 100% 
2004 98% 
2006 97% 
2009 99% 
2011 100% 


All network providers are required to complete our NCQA-compliant credentialing process 
prior to executing a contract. This rigorous credentialing process confirms that qualified health 
care professionals provide members with quality services and coordinated care. 


Our Provider Services department is responsible for managing our provider network. With 
more than 20 years of provider contracting and management experience in Nevada, Scott 
Cassano, Senior Vice President of Provider Contracting and Services, supervises an 
experienced staff of 43 professionals who negotiate and execute contracts, evaluate the 
adequacy of the network through Geo-Access reports, train and educate providers and produce 
monthly provider directories. The following table describes how our network is fully prepared 
to continue providing the best care to serve the needs of our members.  


Contracted Network Clark County Washoe County 
Obstetrical Providers  165 40 
Pediatrics Providers 201 39 
Family Practice Providers and Internal Medicine 586 159 
Hospitals 10 4 
Specialists 1211 468 
Ancillary Medical Services 528 184 
Ambulatory Surgery Centers 24 9 
Laboratory 1 1 
Radiology Centers 17 5 
Skilled Nursing Facilities 5 2 
Urgent Care Centers 14 6 
Dentists 269 71 


Further, SMA partners exclusively with HPN for medical services provided to our members. 
29,000 of HPN’s Medicaid and Nevada Check Up members receive primary care services 
through SMA. SMA is Nevada’s premier medical group, with more than 250 providers in nine 
geographically accessible primary care locations throughout the Las Vegas valley; five urgent 
care centers, including the only 24-hour urgent care center in Las Vegas; and three convenient-
care clinics located in Wal-Mart stores in the Las Vegas Valley. Obstetrical/gynecological 
(OB/GYN) services are particularly important to Medicaid members, and SMA offers a choice 
of 23 exclusive OB/GYN providers in five different locations. These providers have diverse 
cultural backgrounds and are fluent in Spanish, Tagalog, Vietnamese, Indian/Hindi, Korean, 
and other languages.  
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SMA is the only NCQA-certified Level III PCMH in Nevada. The medical home offers 
coordination of health care services through information technology platforms, such as the 
electronic medical records and trained staff to enhance quality of care while reducing medical 
costs. We also link real-time to hospital system discharge records through our Accountable 
Care Population Registry. 


SMA operates the only 24-hour urgent care facility in the Las Vegas valley and provides 
members with unparalleled access to quality care any time of the day, which helps avoid costly 
and unnecessary visits to emergency rooms.  In addition, we have a large network apart from 
SMA that offers systematic and comprehensive means to ensure that all members have access 
to proper health care 24 hours a day, seven days a 
week. 


Of the 205 OB/GYN providers listed in the table 
above, 169 of these providers are physicians (i.e., 
medical doctors or doctors of Osteopathic 
medicine). HPN has the largest network of 
women’s health providers for Medicaid members 
in the State of Nevada. In comparing our network 
to currently published provider directories, HPN 
has more than 30 percent more physician 
OB/GYNs statewide than the other Medicaid vendor. HPN has almost three times the number 
of physician OB/GYNs in Washoe County alone. This coverage means female members have 
more choice and better access. In 2002, when the State faced a crisis in obstetrics when medical 
malpractice premiums became so high that many OBs chose to close their practices to newly 
pregnant women, our providers agreed to continue to accept new patients. Our members were 
able to access the care they needed. 


We take proper precautions to ensure that provider contracts are compliant with all applicable 
state and federal regulations and that contracted providers obtain a Nevada Medicaid provider 
number before contracts are executed. Our current provider contracts have been reviewed and 
approved by DHCFP. 


Our provider services representative conducts a comprehensive site visit with newly contracted 
providers, during which the representative reviews and discusses our policies and procedures. 
We also distribute the latest version of the annual Provider Summary Guide to providers and 
instruct them on how to use our website, www.healthplanofnevada.com. The information 
available online includes policies and procedures, the Provider Summary Guide, the Provider 
Directory (updated monthly), the formulary and the semi-annual provider newsletters. 


During the initial site visit, providers also receive instructions regarding our online provider 
information center, HPN@YourService®. This site allows providers to use an Internet 
connection from their offices to obtain benefit and eligibility information, check claim status, 
and submit prior authorization requests electronically. Thereafter, provider site visits are 
scheduled periodically for continuing education, ongoing assistance and support. 


To assist the network in the delivery of comprehensive, quality health care services, we assign a 
provider services representative for each provider to serve as a liaison. In addition, we 
continually communicate with providers through a variety of methods, including: 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 552 of 833  November 2012
 


 Fax blast notifications 


 Biannual provider newsletter publications 


 Website updates 


 Provider office site visits 


 Distribution of the annual Provider Summary Guide 


 Holding annual provider meetings/workshops (at our corporate office for southern Nevada 
providers and during one-on-one visits with Washoe County providers) 


Each year, we produce a Southern Nevada Provider Summary Guide, a Northern Nevada 
Provider Summary Guide, and a Dental Provider Summary Guide. The medical director and 
dental director review and approve these guides, respectively, which include: 


 HPN policies and procedures to ensure provider compliance 


 Eligibility verification procedures 


 Prior authorization procedures and requirements 


 Claims submission requirements and procedures 


 Provider credentialing requirements 


 Covered benefits 


 Provider dispute procedures 


 Quality improvement policies 


 Clinical guidelines 


 Utilization management (UM) policies 


2. Managed care programs for Medicaid recipients; 


Our Comprehensive Plan of Health Coverage for Nevada Members 
HPN provides a successful and extensive, integrated managed care program for our members. 
We offer a comprehensive plan of health coverage as required in this RFP and as outlined in 
the Medicaid Services Manual and Title XIX and XXI State Plans. To demonstrate our 
experience, we feature the following managed care programs and services to our members in 
this response: 


 Inpatient medical management and concurrent review 


 Patient-Centered Medical Home 


 Behavioral health 


 Pharmaceutical management 


 Dental management  


 EPSDT 


 Obstetrical services program 


 Neonatal Intensive Care Unit (NICU) Post-Discharge Clinic 


Inpatient Medical Management and Concurrent Review  
We take a comprehensive approach to mitigating inappropriate inpatient expenses providing 
financial responsibility to the State Medicaid program. Our Inpatient Case Management team 
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is not a telephonic utilization review program. We were the first to have an on-site concurrent 
review program in 16 hospitals in Southern and Northern Nevada.  


Our team of medical directors, nurse case managers, medical social workers, and discharge 
coordinators review each inpatient hospital case every day to verify our members receive 
medically necessary services in the most efficient time frame at the right level of care. Our team 
is in the hospitals working with our hospitalist physicians and network physicians to confirm 
that patients are moving along the continuum of care toward the goal of a home discharge. Our 
teams comprise 70 clinicians who are dedicated to adult medicine, pediatrics, neonatal intensive 
care and obstetrics.  


RESULTS: √ Identifying Hospital-Acquired Conditions in Nevada 
We also identify hospital-acquired conditions designated by CMS and hold the hospitals 
responsible for these costs. As the regulation was enacted in 2010, we have identified five cases 
of hospital acquired conditions. We hold hospitals accountable for delays in care by identifying 
missed opportunity days due to delays in care and testing. 


Patient-Centered Medical Home 
The PCMH is a health care setting that facilitates partnerships for managing care between 
individual patients, and their personal physicians, and when appropriate, the patient’s family. 
Care is facilitated by populations registries, information technology, HIE and other means to 
assure that patients get the indicated care when and where they need and want it in a culturally 
and linguistically appropriate manner. We have a fully operational PCMH with SMA, our 
largest primary care provider in Southern Nevada where 29,000 of our members have their 
PCP.  


NCQA’s PCMH recognition is an innovative program for improving primary care. In a set of 
standards that describe clear and specific criteria, the program gives practices information 
about organizing care around patients, working in teams and coordinating and tracking care 
over time. The NCQA PCMH recognition process includes a survey of nine standards including 
access and communication, patient tracking and registry functions, care management, patient 
self-management support, electronic prescribing, test tracking, referral tracking, performance 
reporting and improvement and advanced electronic communications.  


SMA is the first and only medical practice in Nevada to achieve NCQA recognition as a Level 
III PCMH in both adult medicine and pediatrics. This experience provides us with a unique, 
firsthand perspective on the challenges that providers face in expanding their capacity to 
provide care management. SMA is exclusively contracted with HPN for our members.  


The PCMH recognition program recognizes PCPs who successfully achieve patient-centered 
care by working in teams to coordinate and track care. SMA has earned the recognition by 
consistently verifying that patients receive the right care when and where they need it, and in 
culturally sensitive ways that include use of appropriate languages. 


Quote from Nancy Yu, MD about NCQA’s Level III Recognition 


NCQA’s Level III PCMH accreditation reflects our efforts to assure that SMA patients receive 
exceptional, accessible treatment that is well-coordinated among everyone involved in their care,” said 
SMA division chief of adult medicine Nancy Yu, MD who led the Medical Home Accreditation team. “This 
accreditation demonstrates that we are successfully making SMA a true ‘medical home’ for our patients.”  
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The PCMH encourages all of a patient’s medical providers to coordinate care and work 
together to assure that appropriate care is given. All medical information, including records, 
test results and referrals to other care providers (including specialists) are housed with the 
patient’s PCP and made available to other involved specialists. Benefits of the approach include 
less duplicate testing, which saves time and money.  


PCMH goals include: 


 Reduced non-emergent emergency room visits: The medical home has visibility to the 
emergency visit of their assigned members through our Accountable Care Population 
Registry (Population Registry). The registry provides a daily data feed of members visiting 
the emergency room and integrates an outreach process and tracking. The medical home 
uses these referrals and the registry to 
outreach to members who are using the 
emergency room as a source of primary 
care. The goal is to conduct outreach and 
assess care needs within seven days of 
discharge. 


 Reduced inappropriate admissions and 
readmissions: Our experience shows that 
proactive follow-up with members post 
discharge reduces inappropriate 
readmission rates. Our Inpatient Case 
Management team and SMA PCMH team 
work together to improve care transitions 
from hospital to home, and the follow-up 
with the PCP within seven days of hospital 
inpatient discharge as necessary. 


 Improved access to care: Convenient access 
to care is a critical foundation for every medical home. Each practice is held accountable for 
improving access to care for members increasing the percentage of same day visits and 
reducing the percentage of “no shows”. We set weekly targets for same day visits and 
overall goals for members seen based on total population levels with the practice, 


 Improved care of health home high-risk members: The PCMH’s electronic medical record 
(EMR) provides better access to information on individual members for activities done 
within the practice, such as e-prescribing. Our medical home eligible members are fully 
profiled and risk stratified based on both claims and clinical records in our proprietary 
Population Registry as unique cohorts, enabling SMA to track progress over time for high 
risk populations as a focused priority. 


Population Registry 
The Medical Home providers must have the tools and resources to measure and monitor the 
effectiveness of whole person care for members. The Population Registry provides a 
comprehensive, integrated view of each member’s clinical history based upon the utilization 
and claims data provided to HPN for members assigned to a medical home. Using sophisticated 
analytics, the Population Registry provides important insights for the medical practice, ranging 
from individual care opportunities (gaps in care) for each member served by that practice to an 
overview of all the health care needs of all members who have selected the practice. 
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The Population Registry Solution: How the Process Works 
Our Population Registry is a secure web-based practice tool in use by SMA as a PCMH to 
access clinical information on the assigned member population. The registry provides the 
capability to deliver an integrated clinical view to make sure the medical groups have a 
comprehensive view of the clinical history of the whole person ─ both the medical and 
behavioral health issues. The registry provides three levels or views of clinical information:  


 Population view  


 Patient view  


 Performance view  


The population view provides access to lists of members in the practice who need specific 
follow-up action, and integrates processes and scripts for follow-up steps. Data is compiled 
from hospital emergency room and admission discharge and transfer information as well as 
evidenced-based medicine care 
opportunities using our health risk 
stratification software, Impact Pro™ 
and three years of claims history. 


Impact Pro – Predictive 
Modeling Processes 
Impact Pro is a multi-dimensional, 
episode-based predictive modeling 
and care management analytics 
solution that allows our RN case 
managers to use clinical, risk, and 
administrative profile information to 
provide targeted health care service to members. Among myriad capabilities, Impact Pro 
identifies individuals who are not obtaining appropriate preventive care and screening and who 
are at risk for developing costly and debilitating health conditions, and in particular scored for 
risk of an admission. 


Impact Pro is also used to profile and compare the practice patterns of caregivers and highlight 
where specific practice patterns resulted in good outcomes while divergent ones had less 
favorable results. Furthermore, Impact Pro is used by our complex case management teams to 
support our comprehensive population health, complex case management and health 
management programs. 


Impact Pro combines a strong theoretical framework, clinical knowledge, rigorous empirical 
evidence and evidence-based medicine, all of which are essential to an effective medical home. 


We use Impact Pro (currently with SMA as a medical home) to: 


 Identify, analyze, and stratify members into actionable groups based upon a clinical, 
episode-based predictive modeling and customizable program profiles 


 Analyze the success and quality of current intervention programs  
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eValue8 Award 


 
UnitedHealthcare Community & 
State achieved national recognition 
for our medical home program in 
2009 from the National Business 
Coalition on Health eValue8 Award. 


 Complete member assessment and treatment planning more effectively, by providing our 
medical home practices with the summary-level and detailed clinical information they need, 
and alerting them to gaps in care and opportunities for intervention. 


National Experience with Patient-Centered 
Medical Homes  
UnitedHealth Group, our parent organization, strongly 
supports the concept of PCMH and Medicaid Health 
Homes. HPN’s affiliated Medicaid health plan in Arizona 
is one of the nation’s leaders in assisting their network 
providers to become medical homes and Accountable 
Care Organizations (ACOs). We have implemented these 
organizations in several states across the nation. 
UnitedHealthcare has been recognized for our 
progressive actions in this area. Here is an illustration of 
the results we have been able to achieve: 


Access to Care Trends at a Practice      
14,000 Health Plan Members 


Avoidable Inpatient Stays at a Practice     
14,000 Health Plan Members 


 


 


 


 


 


 


 


 


Behavioral Health 
HPN has a comprehensive behavioral health program designed specifically for our members. 
Through an exclusive mental health provider arrangement, our Medicaid and Nevada Check 
Up members receive services through an extensive, culturally diverse network of 139 
behavioral health providers in Clark and Washoe Counties. 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
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a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


Narrative Resumes 
 


Pharmaceutical Management  
HPN has a comprehensive, proactive pharmacy management program that strategically 
administers the pharmacy benefit for our Medicaid and Nevada Check Up members in 
accordance with Title XIX and XXI State Plans and the Medicaid Services Manual.  


Our pharmacy benefit program provides optimal treatment, promote positive health outcomes, 
and adapt quickly to new standards of care. We developed our formulary to help support 
DHCFP’s cost-control efforts through generic utilization and pre-requisite therapy based upon 
the most cost-effective treatments supported by clinical evidence. 


In demonstration of our commitment to continually developing our pharmacy expertise, we 
have employed four full-time local pharmacists who collaborate with providers on pharmacy 
issues and meet one on- one with HPN members at SMA as part of our comprehensive 
medication management program. We take advantage of this expertise in a number of ways, 
including: 


 Our Medical Management department pharmacist manages medication reconciliation 
processes following hospital discharge. This pharmacist also works hand in hand with case 
managers in the Continuity of Care department to alleviate pharmacy as an issue for 
Medicaid and Nevada Check Up members whenever possible. This is key to readmission 
reductions. 


 HPN pharmacists review all hospital discharge requests for medications within three hours 
of submission to prevent discharge delays. 


 Staff pharmacists enable expedited prior authorization requests. 
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Preferred Drug List  
HPN uses a preferred drug list (formulary) to maximize pharmacy benefits for members. The 
formulary serves as a tool to guide providers in prescribing clinically sound yet cost-effective 
medications in an appropriate manner based upon the needs of the individual member. 
Pharmacy Services is responsible for administration of the formulary with assistance from the 
pharmacy benefits manager and the Pharmacy and Therapeutics (P&T) Committee. We offer 
members a prescription drug benefit plan that includes all drug categories covered by the 
State’s plan, as well as over-the-counter medications. 


Our formulary is maintained and available on the website at 
http://www.hpnmedicaidnvcheckup.com. Providers and members are encouraged to obtain the 
most up-to-date version of the formulary. Members without Internet access may obtain a 
current copy of the by calling Pharmacy Services for providers or members. Routine updates 
are sent to all providers and members when changes occur. 


RESULTS: √ Bending the Trend ─Formulary Management  
(Diabetic Test Strips Example) 
On October 1, 2011, HPN moved to one brand of diabetic test strips rather than having open 
access for all brands. This formulary change provides an additional $400,000 in rebates each 
year. 


Pharmacy Services continually researches opportunities that decrease overall cost whether by 
lowering drug costs or increasing rebates. One exciting development with drug manufacturers 
is obtaining rebates on brand drugs through step therapy. 


Prior Authorization Process for Non-Formulary Medications 
In accordance with State regulations, we grant exceptions to the formulary when requested by 
a member or their appointed representative or provider. Exceptions are also made when the 
prescribing provider notes that the requested prescription drug is medically necessary to treat 
the member’s disease or medical condition based upon the following: 


 All covered drugs on the formulary for treatment of the same condition are not as effective 
for the member as the non-preferred drug 


 All covered drugs on the formulary have adverse effects for the member 


The non-preferred drug exception process also addresses these circumstances: 


 Transition of care for new members who are taking a non-formulary medication 


 Situations where the formulary has changed during the year and a member is already using 
a given drug 


 A member is taking a particular prescription drug that is no longer authorized 


Transition of Care for New Members 
When new members require a non-formulary medication, Pharmacy Services and Member 
Services work with the member and the prescribing provider to gain approval. Exceptions are 
granted when documentation shows other medicines do not perform adequately. If the 
exception request is deferred by the Pharmacy department, the request and supporting 
documentation are forwarded to the appropriate medical director for review. Approvals at this 
level are entered into the pharmacy system to allow for point-of-service dispensing of the drug. 
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Both the member and prescribing provider are notified of the approval or denial decision by 
fax, telephone, or letter. If the formulary exception request is denied, the provider or member 
may choose to pursue the grievance and appeals process. Information and instructions 
regarding the grievance and appeal process are sent automatically with denial notifications. 


24-Hour Availability 
If a non-formulary drug is required after regular business hours and the medication is 
considered by the provider to be life-altering or emergency medication, the prescribing 
provider or contracted pharmacy may contact them 24 hours a day, seven days a week. 
Telephone Advice Nurse service. The on-call Pharmacy Services personnel are then paged for 
an override. This enables a one-time fill of the non-formulary medication. 


Generic Drug Substitution 
In accordance with Medicaid policy, HPN 
incorporates a mandatory generic substitution 
policy in the standard pharmacy benefit plan. 
This policy requires the dispensing of the generic 
equivalent when it is available and allowed by the 
prescribing provider. When medically necessary, 
the provider may submit an exception request to 
Pharmacy Services for the brand name 
medication. While generic utilization has 
increased across the country, HPN on average has 
higher rates and can convert to new generics 
faster. Our current generic substitution rate is an 


impressive 86 percent.  


The graph shows our rapid increase in generic utilization in the last four years on our contract 
with DHCFP, which saves significant costs. 


Drug Utilization Review/Evaluation 
Drug utilization review is automatically performed on every prescription claim that is 
processed through the pharmacy claim system. This review process helps promote appropriate 
dispensing and use of drugs in a manner consistent with established pharmaceutical guidelines. 
Edit parameters are based upon information gathered and stored in the databank. Information 
is then transmitted online to the retail pharmacy. 


Online edit options include: 


 Too-Early Refill – The system denies reimbursement for a refill prescription before a 
predetermined percentage of the supply has been used 


 Exact Duplicate – The system prohibits reimbursement for the exact drug name, strength, 
and date of service 


 Drug Gender – The pharmacist is notified when a prescription claim is inappropriate for the 
member’s gender (e.g., oral contraceptives for a male member) 


 Minimum and Maximum Dosing – Information edits notify the pharmacist when drug 
dosing is over/under the clinically appropriate limit based upon the quantity dispensed 
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Impressive Quality Results  


In 2012, we attained HEDIS rates of 90th 
percentile for our Medicaid and Nevada 
Check Up members for Annual Dental 
Visit Achieved. 


 Duplicate Therapy – The pharmacist is notified when a new prescription duplicates the 
therapy of another drug currently being taken by the member 


 Drug/Drug Interaction – The pharmacist is notified if a drug may cause complications when 
taken with other drugs the member is already taking. Interactions are flagged by severity 
level with editing associated with each level, including: 


– Severity Level 1 – Occurs when there is a major clinical significance. This includes 
interactions that are either well documented and have the potential of being harmful to 
the patient or have a low incidence of occurrence but have the potential of serious 
adverse outcomes. This level of interaction causes a hard edit at the processing point and 
does not allow the prescription to be processed. As an extra security feature, the 
pharmacy cannot override this status. 


– Severity Level 2 – When it is less likely that the newly prescribed medication causes 
major interactions or the effects are less well documented, an interaction message is sent 
to the processing point. 


– Severity Level 3 – Interactions may occur, but are considered less significant because 
documentation is poor or conflicting or there is limited or unclear risk to the patient to 
cause an interaction message to be sent to the processing point. 


 Under-utilization – Based upon the number of days’ supply that the pharmacy enters for the 
initial prescription, the system notifies the pharmacy when the patient’s refill pattern is 
aberrant or falls under the effective dose therapy. 


 Drug Allergy – By using stored member allergy information, the system can perform drug 
allergy screenings. 


Dental Management 
HPN’s dental program has significantly improved the quality of dental services available to 
Medicaid and Nevada Check Up members while containing costs through effective utilization 
management and benefit administration. Our 2012 HEDIS rates for Annual Dental Visit scored 
in the 90th percentile nationally for our Medicaid and Nevada Check Up populations.  


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


Narrative Resumes 


In the 10 years since we began providing dental 
services to Medicaid and Nevada Check Up members, 
we have established a stable network comprising 340 
contracted dental providers in urban Washoe and 
Clark Counties, well in excess of State 
provider/member ratio requirements.  


We exceed the contractual requirement of one dentist for each 1,500 members by offering 
approximately four dentists for every 1,500 members. The Contract also requires that at least 
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one pediatric dentist, one dental hygienist, and one oral surgeon is available to members within 
the access and availability standards established by the State of Nevada for the Program.  


Our commitment to providing plentiful options to Medicaid and Nevada Check Up members in 
seeking dental care is demonstrated through the 87.2 percent positive response rate to 
Obtaining Routine Dental Appointments within 30 Days reported in our First Quarter 2012 
Dental Patient Satisfaction Survey. 


The following table shows a further breakout of our dental provider network by provider type 
and location in both Clark and Washoe Counties: 


Provider Type 
Clark County Washoe County 


Number of 
Providers 


Number of 
Locations 


Number of 
Providers 


Number of 
Locations 


General Dentists 223 160 51 24 
Pediatric Dentists 28 42 11 6 
Endodontists 6 22 4 2 
Oral Surgeons 11 27 5 1 


We have an established dental unit within the Provider Services department managed by 
Brenda Ward, our dental manager, a recognized expert in managed care dental programs with 
42 years of experience and Dr. Raymond Rawson, DDS, a well-respected, board-certified and 
Nevada licensed dental director, with more than 40 years of experience. This unit provides 
exclusive support to the dental program with specially trained employees to assist dental 
providers and affirm access and availability requirements are met. Additionally, they monitor 
providers to validate compliance with contractual requirements. Our dental unit also provides 
educational information for our nearly 340 contracted dentists.  


A dental Provider Summary Guide is published annually and includes: 


 Policies and procedures to make sure provider contract compliance 


 Eligibility verification 


 Claims submission procedures 


 Credentialing criteria 


 Member benefits 


 Provider dispute procedures 


 Quality and UM procedures 


For the convenience of members, we provide a provider directory that includes a complete 
listing of network dental providers. This directory is available both in hard copy and digitally 
through the website at http://www.hpnmedicaidnvcheckup.com. Listings are updated on the site 
each month, and quarterly hard copy updates are published. 


RESULTS: √ Improved HEDIS Scores and Saving DHCFP $2 Million 
Annually  


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in a 
separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
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EPSDT Participation Ratio 


In FFY 2011, 116,565 EPSDT 
screenings were provided to our 
Medicaid and Nevada Check Up 
members. Our participation ratio for 
Nevada Check Up members is an 
impressive 97 percent.  


confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


Narrative Resumes 


The following chart shows HEDIS Rates for Annual Dental Visits for Children Ages 2 through 
21: 


 


We were very proud of the HEDIS results noting a 170 percent improvement from 2005 to 2012 
for our Medicaid members and 168 percent improvement for our Nevada Check Up members. 
The Annual Dental Visit HEDIS rate for the Medicaid population was a statistically significant 
improvement from 2006 to 2012. The Annual Dental Visit HEDIS rate for the Nevada Check 
Up population was a statistically significant improvement from 2006 to 2012. 


Early and Periodic Screening Diagnosis and Treatment  
HPN has a comprehensive EPSDT program supported by an EPSDT technology tracking 
system. We educate our network providers and members of the importance of EPSDT 
screenings for all program members under the age of 21. 
We work to make sure members access screening services 
in accordance with the State’s periodicity schedule.  


We also arrange for the provision of inter-periodic 
screenings as requested. We cover medically necessary 
services identified in an EPSDT periodic or inter-periodic 
screening. 


HPN pays claims for and coordinated all medically 
necessary services provided under the EPSDT program, even if the service is not covered by the 
State plan for medical assistance. An oral examination is a component of the EPSDT physical 
exam, with a referral to a dental provider in accordance with the dental periodicity schedule or 
when medically necessary. Services provided during an EPSDT screening include, but are not 
limited to: 


 A comprehensive health and developmental history, including assessment of both physical 
and mental health development 


 A comprehensive, unclothed physical exam  
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 Age-appropriate immunizations 


 Laboratory tests, including age-appropriate blood lead level assessment 


 Vision services 


 Dental services 


 Hearing services 


 Other necessary health care, diagnostic services, 
treatment, and other measures as described in Section 
1905(a) of the Social Security Act 


We conduct extensive EPSDT outreach and education to 
members and providers.  


New members immediately receive a comprehensive 
brochure on EPSDT services including the recommended 
frequency of visits, the components of the visits and the 
purpose of the screening. We maintain an extensive 
database to track EPSDT screenings. 


Each month, we send PCPs a list of their patients who are 
due for an EPSDT screening. Providers are encouraged to perform direct outreach and 
schedule these patients for an appointment. Providers are reminded of proper billing codes and 
periodicity schedules through our educational materials.  


Members who have not received an EPSDT visit are mailed a six-month reminder card. Annual 
reminders, printed in English and Spanish, are mailed on the anniversary date of each 
member’s EPSDT screening. Our EPSDT outreach efforts have been very successful. The 
percentage of members who received an EPSDT visit has improved consistently throughout the 
last three years.  


RESULTS: √ Participation Rate for EPSDT Visits Increased 
The following graph shows the 
percentage of children Ages 0–21 
who received at least one EPSDT 
visit during the federal fiscal 
year (FFY):  


Obstetrical Services 
Program 
Outreach calls are made to new 
members identified as pregnant 
to help them obtain prenatal 
care. Packets are mailed 
containing information about breastfeeding, childbirth classes, healthy snacks, pregnancy 
warning signs, and a contact list including hospitals, case managers, and community resources. 
Additionally, members are encouraged to attend the free Healthy Expectations class, which 
provides information on proper nutrition, healthy weight gain, exercise, safety for the mother 
and baby, breastfeeding, and formula feeding. Members are given newborn diapers as a gift for 
attending the class.  
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We contract with 205 obstetrical (OB) providers, including certified nurse midwives in Clark 
and Washoe counties, 169 of these providers are medical doctors or doctors of osteopathic 
medicine. We have 165 providers in Clark and 40 providers in Washoe. 


Providers submit just one request to HPN to provide the full array of obstetrical care and 
services. Billing is also simplified by the submission of one claim for global obstetrical services.  


HPN has the largest network of women’s health 
providers for Medicaid MCO members in the 
State of Nevada, which is a direct benefit to our 
members. In comparing our network to 
currently published provider directories, HPN 
has more than 30 percent more physician 
OB/GYNs statewide than the other Medicaid 
MCO vendor.  


Many of our OB/GYN providers are exclusive to 
HPN. Under the new Contract, our Medicaid 
members continue to have direct access to their 
HPN OB/GYN providers without any potential 


disruption of care as patients continue their relationships with their established HPN providers. 


If under the care of an out-of-network provider at the time of their enrollment in HPN, 
members in their third trimester of pregnancy are allowed to remain with that provider. 
Members in the first and second trimesters are transitioned to an HPN network obstetrician. 
Inasmuch as our obstetrical network is so large, transition plans are rarely required.  


Our high risk OB case manager reviews the Maternity Risk Screening Form (MRSF)/High 
Risk Screening Form and provides appropriate case management services. Treatment plans are 
developed in conjunction with the member and the obstetrician for high-risk pregnant women, 
and maintained throughout the pregnancy. The case manager continually evaluates, assesses, 
and coordinates care and assists with referral needs.  


High Risk OB Program 
Our high risk OB (HROB) program is a personal member 
focused program for our high-risk pregnant members. We 
work with OB providers to complete the MRSF, which is 
then submitted to our high-risk obstetrical case 
management program (described below). Submission of 
the form is monitored through the global obstetrical 
notification process. If a provider has not submitted the 
form, they are contacted. 


We have an arrangement with our primary perinatology group to auto-refer any of our 
pregnant members they are seeing to our HROB case management team and to include the 
High Risk Screening Form. This referral allows us to understand why perinatology is following 
a member and to assist with coordinating efforts. The case managers in the north work with the 
Northern Nevada OB’s office as well as obtain names from the new member list. 


Average Monthly Cases 


The high risk OB case managers 
average 25 members per month in 
case management with care plans 
completed and about 25-30 in care 
management. 
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Our RN OB case managers attend OB team meetings where the treatment plan for high-risk 
members is discussed among the physician, RN OB case manager and the medical social 
worker. This team works proactively to resolve all medical and social issues that may impact 
the pregnancy. Our case managers also arrange to meet with mothers-to-be at their physician 
appointments to help limit the number of pregnant members the HROB teams have to contact 
by phone or by mail. This service has proven to be very helpful in many 
cases.  


When a high-risk pregnant member is admitted to the hospital with 
pregnancy complications, the inpatient and the outpatient case manager 
collaborate during the inpatient stay. Our team reviews the inpatient 
stay to assure they meet medical criteria and then assist with the 
discharge planning to create a safe transition to home. In many cases, 
especially for hyperemesis gravidarum, a continuation of services with 
home health and the HROB case management team is provided in the 
home.  


Community Care Coordination for Additional Needs 
The HROB case managers work very closely with the Social Work team to complete an 
assessment for financial needs, social needs, and other community support. The Social Work 
team verifies that the member has applied for WIC as well as notified their Medicaid case 
worker of the pregnancy to expedite the baby’s enrollment in Medicaid. We also partner with 
additional community stakeholders (e.g., Baby’s Bounty, a local nonprofit organization that 
assists with distributing baby items). We work very closely with many community stakeholders 
for healthy baby outcomes. There is a national focus on decreasing the preterm birth rate. The 
best way to have a healthy baby is to have a healthy and well-informed mom. 


Centering Pregnancy™ is a multifaceted model of group care that integrates the three major 
components of care: health assessment, education, and support, into a unified program within a 
group setting. Eight to 12 women with similar gestational ages meet together, learn care skills, 
participate in a facilitated discussion, and develop a support network with other group 
members.  


Each pregnancy group meets for a total of 10 sessions throughout pregnancy and early 
postpartum. The practitioner, within the group space, completes standard physical health 
assessments. Through this unique model of care delivery, women are empowered to choose 
health-promoting behaviors. Health outcomes for pregnancies (specifically increased birth 
weight and gestational age of mothers that deliver preterm, and the satisfaction expressed by 
both the women and their providers) support the effectiveness of this model for care delivery. 


Centering Pregnancy groups provide a dynamic atmosphere 
for learning and sharing that is impossible to create in a one-to-
one encounter. Hearing other women share concerns that 
mirror their own helps the woman normalize the whole 


experience of pregnancy. Participating in a group also is empowering to provide support to the 
members and increases individual motivation to learn and change. Professionals report that 
groups provide them with renewed satisfaction in delivering quality care.  
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The Centering program has also instituted a Dad’s Module to help fathers feel a part of the 
process. As stated on the bottom of the Dad’s Journal they use for this class “Any man can be a 
father, but it takes someone special to be a dad.” 


To demonstrate our commitment to the Centering Pregnancy program, we partnered with the 
Nevada Quality Improvement Organization to apply for the CMS grant, Strong Start, which 
funds the expansion of the Centering Pregnancy program to other medical practices in Nevada. 


Neonatal Intensive Care Unit Post Discharge Clinic 
HPN has the only Neonatal Intensive Care Unit (NICU) Post Discharge Clinic program (NICU 
PDC) in the State; our members enjoy exclusive access to this clinic. The goal of the program is 
to reduce hospital readmissions and length of stay for premature babies through intense 
outpatient services. Only Medicaid babies enrolled in HPN are supported through this clinic.  


The NICU Post Discharge Clinic (NPDC) is staffed by a neonatologist, our nurse case managers 
and social workers. Our case managers work with the neonatologists and parents while the 
baby is in the hospital. When ready for discharge, we partner with neonatologists to bridge 


inpatient to outpatient care for premature babies 
through specific NPDC outpatient clinics. Premature 
babies receive medical services from the neonatologist 
such as medical assessments, Synagis injections and 
methadone weaning. The families also receive medical 
and social support through nursing and social service 
case management. Our case managers verify the 


families have the necessary home health services, durable medical equipment and specialty 
referrals and appointments. 


Our Social Work team provides parents with emotional support, 
assistance with baby items, community resources and applying 
for SSI if needed. The face-to-face interaction between the 
parents and case management team is especially beneficial when 
English is not the primary language spoken.  


Some of the features of our NPDC program include: 


 A 30 minute appointment with our neonatologist and RN 


 Frequent monitoring with weekly NPDC visits 


 Close observation with weekly or bi-weekly calls to parents from the NPDC nurse  


 Social worker intervention if needed 


 Close follow-up with Child Protective Services when necessary 


RESULTS: √ NPDC Decreases Hospital Stay and Prevents 
Readmissions 
In the first two years of the NPDC, 152 Medicaid members received services through the 
program including 25 premature babies who were weaned off methadone in the home rather 
than in a hospital, another advantage of the NPDC. Prior to the opening of the NPDC, these 
babies customarily stay in the NICU until they were weaned off methadone completely.  


NICU Post Discharge Clinic Success 


Since the NPDC opened in June 2009, 
we have seen 152 Medicaid babies.  


None of these babies were readmitted 
to the hospital.  
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Since our NPDC is staffed by neonatologists, they are able to successfully continue the weaning 
process at home, greatly decreasing the number of days these babies need to spend in the 
hospital. The average length of stay in the NICU was reduced by 5.32 day for the 152 babies, 
yielding a savings of $1.2 million in inpatient costs. To date, we are proud to say that we have 
had no hospital readmissions for babies who graduated from the NPDC including our 
methadone weaning newborns.  


Graduation from the NPDC 
We have a celebratory NPDC graduation party every year where we invite all alumni back to 
meet with other new and old babies who have gone through our program. Once the babies are 
discharged from the NPDC, they are followed by a team of pediatric complex case managers. 
This team continues to follow these high-need cases to assist with the continuation of home 
health, DME supplies (including but not limited to gastrostomy tube supplies), oxygen, 
tracheostomy and ventilator needs.  


Postpartum Program 
The success of our postpartum program lies in the face-to-face interview with all moms prior to 
their discharge from the hospital. Our discharge coordinators obtain the needed information to 
notify the State of the baby’s delivery. If they are unable to connect in the hospital, the 
discharge care coordinator (DCC) calls the new mom at home. The discharge coordinators 
obtain the needed information to notify the State of the baby’s delivery. We verify the new 
mom has applied for the baby’s Medicaid card and that she has Women, Infants and Children 
(WIC) information.  


The DCC also schedules follow-up appointments with the baby’s PCP and the mom’s 
obstetrician for postpartum care. This postpartum process has been extremely effective as 


evidenced by the increase in the number of women who completed a 
postpartum visit, as evidenced in the following table.  


This postpartum program is also supported by incentives for women who 
have delivered live births. Within a week after birth, all new mothers 
receive letters that reinforce the importance of getting timely postpartum 
care. Once the visit has been completed, mothers receive a free gift.  


A comprehensive postpartum depression screening program is also in 
place for new mothers with SMA, HPN’s largest Medicaid provider. SMA 
helps facilitate needed services for mothers with postpartum depression. 
All completed postpartum depression screening tools from the provider 


offices are sent to our behavioral health department for review and next steps. Mothers at 
moderate and high risk are provided follow-up interventions from clinical staff.  


RESULTS: √ Improved HEDIS Scores  
The success of our high risk OB program is demonstrated through the consistent improvement 
on our prenatal and postpartum care quality scores. The following graph shows our HEDIS 
scores for three measures from 2005 to 2012. 
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The efforts of our prenatal and postpartum program have been very effective in improving the 
obstetrical HEDIS measures. The Frequency of Prenatal Care increased by 32 percent from 
HEDIS 2008 to HEDIS 2012. Postpartum Care Visits increased by nearly 37 percent from 2008 
to 2012. 


 


3. Administering Medicaid utilization and case management programs; 


Experience Administering Utilization and Case Management 
Programs  
HPN has two decades of extensive utilization management (UM) and case management 
experience in the state of Nevada. We have been processing medical necessity requests and 
providing case management services for our Medicaid and Nevada Check Up members. We 
initially contracted with DHCFP in 1997.  


Dr. S. Daniel McBride, a board-certified surgeon who practiced general surgery for close to 25 
years in Las Vegas Nevada oversees our local utilization and case management teams. Dr. 
McBride and our teams are fully dedicated to making sure that our members receive effective 
and quality health care and services that they need.  


Our management team maintains strong and established relationships in the state of Nevada 
with health care providers, community providers, the state of Nevada and our health plan 
members. Our unique statewide collaborations enhance the DHCFP’s utilization and case 
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management programs. The following organizational chart shows the HPN Medical 
Management department. 


 


Support from National UM and Case Management Team  
HPN leverages the expertise of UnitedHealthcare’s national UM and Case Management 
programs. UnitedHealthcare is the nation’s largest Medicaid managed care plan. Today, our 
affiliated health plans serve more than four million Medicaid, CHIP and uninsured populations 
in 24 states and the District of Columbia. Nationwide, we serve more than 500,000 members 
with Special Health Care Needs (MSHCN), including 312,000 Medicaid ABD/SSI members and 


more than 200,000 members who receive LTC and support 
services through covered benefits provided by 
UnitedHealthcare in nine states.      


We benefit from UnitedHealthcare’s experience in creating 
evidence-based and standardized UM and clinical practice 
guidelines and procedures. We also use nationally 
developed information technology tools to support our 


clinical programs and member health education materials. HPN continues to work with 
UnitedHealthcare to offer customized UM processes and clinical decision tools and policies to 
meet the needs of the Nevada populations, community standards, contractual obligations, and 
federal and state requirements. 


HPN has successfully administered Medicaid utilization and case management programs under 
the direction of Dr. S. Daniel McBride, HPN’s chief medical officer. HPN earned perfect scores 


EQRO Audits 


HPN earned perfect scores of 100 
percent on our UM program during 
six audits conducted by DHCFP’s 
external quality review organization 
between 2000 and 2011. 
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of 100 percent on our UM program during six audits conducted by DHCFP’s EQRO from 2000 
to 2011. We have also achieved high compliance scores for care coordination in the same audits.  


Case managers for our members are all in Nevada—they are not telephonically case managing 
from another state.  


Broad Scope of HPN’s UM Program 
The scope of our UM program encompasses the review of medical and behavioral health 
services and procedures and pharmaceuticals to determine medical necessity, appropriateness 
of services and benefit coverage. The UM program includes a review of services provided in 
different settings of health care (inpatient and outpatient) for medical and behavioral health 
and pharmacy requests. Through the UM program, effective utilization of health care and 
services is provided through evidence-based practice, medical necessity and benefit coverage. 


Components of the UM Process  
The UM process includes multiple components to verify that health plan members receive 
timely and appropriate health care services in the most appropriate setting of care and in the 
most cost-effective manner. The components of the UM process include reviews of pre-service 
determinations, concurrent review, and post-service determinations.  


Pre-Service Determinations 
Pre-service determinations or requests for services must be approved, in whole or part, in 
advance of the member obtaining medical care or services. Pre-service requests are evaluated 
to determine the appropriateness of the member’s and practitioner’s use of medical resources 
prior to services being provided. Prior authorization reviewers assess and screen requests for 
health care services. Screening determines if the request is compatible with the diagnosis, a 
covered benefit in accordance with the member’s plan provisions and provided by a qualified 
participating provider in an appropriate setting. The prior authorization process allows 
members to have access to cost-effective primary or specialized care that is deemed necessary 
for medical conditions.  


In 2011 HPN processed 54,547 prior authorization requests with a 97.7 percent approval rate. 
In the third quarter of 2012, HPN processed 98 percent of approval and denial decision letters 
within 2 days. This exceeds the Medicaid requirement of making UM decisions by more than 12 
days.  


Concurrent Review 
Concurrent review is any review for an extension of a previously approved ongoing course of 
treatment over a period of time or number of treatments. The Continuity of Care department’s 
70 clinicians, including four full-time medical directors (that provides inpatient case 
management services) assesses the status of the health care services members receive in the 
inpatient setting to justify the level of care based upon medical necessity. Milliman Care 
Guidelines are applied to determine the medical necessity for the member’s length of stay and 
type of inpatient admission. The physicians and concurrent review nurses (e.g., inpatient case 
managers) are responsible to identify and report unexpected delays, complications, mortalities 
and other incidents that may lead to potential patient safety issues. 


Continuity of Care staff provide UM reviews (telephonic or on-site) for members hospitalized 
in Las Vegas and Reno acute care facilities, rehabilitation facilities or sub-acute facilities. 
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Inpatient case managers work with hospitalized members and their authorized caregivers to 
assess their discharge planning needs. Planning for hospital discharge is critical to assure that 
there is appropriate continuity during the member’s transition to the next setting of care. PCPs 
are notified of the assigned member’s admissions and discharges.  


HPN has achieved its 2012 year-to-date inpatient medical management goals with the exception 
of one metric through September 2012: 


Inpatient Medical Management Goals – 2012 
Metric  Goal Las Vegas Goal Met 
Bed days per 1,000  276 251 Yes (9% under goal) 
Admissions per 1.000 66 63 Yes (5% under goal) 
Average Length of Stay 4.16 4.03 Yes (3% under goal) 
Inpatient Medical Management Goals – 2012 
Metric Goal Reno Goal Met 
Bed days per 1,000  330 296 Yes (10% under goal) 
Admissions per 1.000 90 72 Yes (20% under goal) 
Average Length of Stay 3.65 4.10 No (12% over goal) 


Post-Service Determinations 
Post-service determinations involve assessing the appropriateness of medical services on a case-
by-case or aggregate basis after services have been provided. Cases are reviewed for medical 
necessity after services are provided but before claims are adjudicated.  


To complement the review components of the UM process, our Customer Response & 
Resolution department processes and handles all complaints, appeals or grievances submitted 
by a member, their physician or an authorized third party representative. The Customer 
Response & Resolution staff is highly skilled in their knowledge of Medicaid benefits, as well as 
benefits, claims processing, UM protocols and guidelines. 


Effective Implementation of HPN’s UM Program 
Appropriately applying and implementing UM protocols and procedures is accomplished 
through the use of evidence-based protocols and guidelines to review health care and services 
for medical necessity and benefit coverage.  


We have policies and procedures and strict operating rules to make certain that any decision 
made to approve or not approve a service authorization request in an amount, duration or 
scope that is less than requested, is made by a health care professional who has appropriate 
clinical expertise in treating the member’s condition or disease.  


We require clinical personnel to have a professional license or professional certificate and to 
maintain a current unrestricted license or certificate to practice in the State of Nevada and 
other states as defined in the individual state regulations and as indicated by business needs. A 
licensed health professional includes, but is not limited to: 


 Physicians  


 Registered nurses  


 Social workers 


 Physical therapists 


 Occupational and speech therapists  
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 Clinical pharmacists (PharmD) 


 Pharmacy technicians 


Under appropriate circumstances, we use board-certified consultants to assist in making 
medical necessity determinations under appropriate circumstances. A board-certified 
consultant may be used when clinical expertise beyond that of the reviewing practitioners is 
required. For example, HPN uses a board-certified physician in oncology to review medical 
necessity requests for cancer treatment. 


For all UM files, documentation of appropriate professional review of a case may consist of a 
handwritten or stamped signature, handwritten initials or unique electronic identifier on the 
letter of denial or on the notation of denial in the file. For electronic signatures, we maintain 
appropriate controls to make sure only the individual indicated may enter a signature. 
Decisions are made in accordance with state licensure and scope of practice requirements, if 
applicable. All decisions are made in accordance with state licensure requirements, if 
applicable.  


HPN’s significant local presence in the state of Nevada and long-term experience allows the 
DHCFP to implement this UM program without interruption. We look forward to continuing 
our UM program for years to come for Medicaid and Nevada Check Up members.  


Complex Case and Health Management Program  
HPN employs an integrated care approach to coordinate the health care and services for our 
Medicaid and Nevada Check Up members. We have a single point of accountability at all 
transitions of care.  


HPN provides complex case management to health plan members of all ages with co-existing 
conditions – medical and behavioral - in any setting of care. Inpatient case managers 
coordinate the transitions of care within the inpatient setting for all levels and services. 
Complex case managers in the outpatient setting facilitate and coordinate care transitions and 
needed services. Health management is also available for our members who have specific 
chronic conditions (e.g., asthma, chronic obstructive pulmonary disease and diabetes). HPN 
employs licensed clinical social workers to support our clinical programs in taking an active 
role in managing the socioeconomic needs of our members. 


Complex Case Management Program – Integrated Physical & Behavioral Health 
HPN case management program staff is involved in the operations of the case management 
program. The staff includes, but is not limited to, case manager supervisors, case managers, 
and administrative support for Southern and Northern Nevada. 
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HPN provides case management services that coordinates and monitors the care of members 
with specific diagnosis or who require high-cost or extensive services. The HPN complex case 
management program works to establish the coordination and continuity of care for members 
with complex conditions along with helping members access needed resources. The case 
management process identifies, monitors and evaluates the delivery of health services to 
members in both acute and non-acute settings.  


Case management is defined as a collaborative process that assesses, plans, implements, 
coordinates, monitors, and evaluates options and services to meet an individual’s health care 
needs. This is accomplished through communication and the use of available internal and 
community resources. 


HPN provides individualized case management under the direction of the member’s PCP or 
PCMH providers by efficiently and effectively organizing, coordinating, and sequencing 
necessary services and resources. The case management process includes identification, 
assessment, and development of an appropriate care plan that is developed with the member 
(or their designee) and their PCP. 


Identification of Members Who Meet Case Management Criteria 
HPN uses multiple data sources to pro-actively identify members potentially eligible for our 
complex case management program. These data sources include the following: 
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 Administrative data review using claims and encounters, hospital discharge, pharmacy, and 
UM data: This administrative data review contains relevant information including 
diagnosis, cost threshold, or service utilization, including:  


– Claims and encounters data are analyzed to identify members with high cost claims and 
encounters or frequent utilization of health care services 


– Hospital discharge data are reviewed to identify members with complex or chronic 
health care needs  


– Pharmacy data are evaluated to identify individuals with complex needs 


– UM process data, such as pre-certification, concurrent review, prior authorization and 
hospital admissions are used to identify members with complex health care needs, 
including:  


 Specific reports reviewed using the above data sources to identify potentially eligible 
members focus on:  


 Monthly emergency room utilization frequency  


 Weekly hospital re-admissions 


 Quarterly high utilizers 


 Other sources of referrals to complex case management are from:  


 UM staff − Members may be referred to complex case management by our UM 
staff  


 Providers: Network providers may refer members to complex case management: 


– HPN’s obstetric and pediatric complex case management receives referrals directly 
from high-risk specialists including but not limited to oncology, perinatology, and 
neurology. One of the health plan’s large perinatology groups in southern Nevada sends 
referrals for all high-risk members to complex case management electronically through 
the health plan’s Automated Referral system. The High Risk Obstetric (HROB) case 
manager also receives referrals directly from one large medical group during in-person 
high-risk rounds. 


 Health Risk Screens:  


– Members may also be referred to complex case management through completed health 
risk assessment forms.  


– Members, family members and caregivers:  


– Members who feel they need services from complex case management can refer 
themselves. Family members or authorized caregivers may also refer members to this 
program for potential evaluation.  


Using the multi-faceted program identification strategy listed above, the complex case 
management program identifies members who are at high-risk or with complex health 
conditions that need management and coordination. Once identified, the RN case managers 
make contact with the member to set up the initial assessment.  


At all times, the case manager respects the role of the member as a decision-maker in the care 
planning process. The case manager identifies the unique needs of each individual enrolled in 
complex case management and makes sure the member chooses and understands their 
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prioritized goals for case management in addition to addressing the specific health care and 
services the individual needs.  


Case Example: 


Jazmin, a 16-year-old female, was admitted to the hospital in April 2011 for a labial abscess. During this 
admission, Jazmin was diagnosed with Type I diabetes. The dedicated health plan inpatient case 
manager followed Jazmin’s case through her admission. She then referred her to our Complex Case 
Management team upon discharge. 


Barb, her complex care manager, communicated with Jazmin and (with her permission) her mother. Barb 
wanted to make sure that both Jazmin and her mother understand how to manage Type 1 diabetes.  


Throughout the past 18 months, Jazmin has been referred to see an endocrinologist and an 
ophthalmologist. Barb worked hard to break down language and social barriers. Barb used the Language 
Line to talk to Jazmin’s mother to make sure she understood Jazmin’s health issues. Barb also contacted 
social work because she found that the family was having financial problems and concerns.  


One year later, Jazmin is now 17. Her blood glucose levels are running between 90 and 110 and she has 
not been readmitted to the hospital since her original stay. Her PCP is pleased with this progress.  


Jazmin’s family continues to work with a social worker to identify community resources and to help them 
apply for SSI.  


Assessment of Health Condition for Members with a Positive Screen 
A comprehensive initial assessment of members, who have been newly identified as potentially 
eligible for complex case management, is conducted within 60 days of program identification or 
referral. The comprehensive assessment is conducted by telephone by the case manager to 
determine the needs for case management and to confirm the results of the positive 
identification for potential services. If needed, face-to-face assessments are conducted. 


The goals of the assessment are to identify the member’s existing or potential health care needs 
and assess the member’s need for case management. Our case managers use a comprehensive 
initial assessment to: 


 Evaluate the general health status, including health condition needs and vision and hearing 
impairments 


 Evaluate health, specific to identified health conditions and likely co-morbidities 
 Obtain clinical history, including disease onset, key events, such as acute phases, inpatient stays, 


treatment history and current and past medications 
 Ascertain the member’s functional status related to Activities of Daily Living such as eating, bathing 


and mobility 
 Determine mental health status and cognitive functioning, including psychosocial factors, such as 


depression screening, and cognitive functions, such as the ability to communicate and understand 
instructions and process information about the illness 


 Discuss life planning activities, such as Wills, Living Wills and Advance Directives; cultural and 
linguistic needs, preferences or limitations, and caregiver resources, such as family involvement and 
decision making 


 
Case Study for Case Management Referrals to Specialty Providers 


An adult health plan member was experiencing on-going pain since surgery. This individual was unable 
to find a provider to assist her with her health care and pain management. The dedicated RN case 
manager coordinated with her PCP to arrange for orthopedic, physical therapy, and pain management 
services.  


The RN case manager convinced the member to follow through with physical therapy and the pain 
management interventions.  
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Today, the RN case manager continues to support and work with this member to coordinate her health 
care needs as she waits to see if she needs additional surgery.  


Clinical Staff Managing Complex Case Management Services 
HPN has years of experience in instituting a clinically effective complex case management 
program. This program facilitates the effective coordination and continuity of care and services 
for health plan members with complex health conditions. Our case managers help health plan 
members and providers access needed resources while also helping to identify alternative 
treatment options, when appropriate. Because all of the case managers for our members are 
located in Nevada, they are not remotely managing Nevada cases from another state. Our case 
managers work every day with the local provider community and have worked hard to develop 
those relationships for the benefit of our members. 


During the 2011 and 2009 audits conducted by DHCFP’s EQRO, HPN scored 100 percent in 
case management. 


Complementing Complex Case Management with Health Management 
Not only do we offer complex case management for individuals with complex or more acute 
health care needs, we provide Health Management services for health plan members with 
specified chronic conditions. Our members eligible for the Health Management program 
include individuals with asthma (childhood and adult), chronic obstructive pulmonary disease, 
diabetes and heart failure.  


The goals of the Health (e.g., disease) Management program are to emphasize prevention, 
reduce acute condition-specific complications and exacerbations and help members better self-
manage their conditions. The Health Management program services support the physician plan 
of care and emphasize the prevention of chronic disease exacerbations and complications. 
Health plan members are empowered through education and reinforcement based upon the 
utilization of evidence-based guidelines. We employ an inter-disciplinary, continuum-based and 
evidence-based strategy to identify populations proactively with and at risk of developing 
additional co-morbidities. 


Once individual members are identified for the Health Management program, focused 
interventions are implemented to help health plan members better manage their health. The 
interventions are designed to complement, not replace the treatment plans put into place by the 
personal physicians of each individual enrolled in the program. An ongoing evaluation of the 
program’s outcomes (e.g., clinical, utilization, economic and participant satisfaction), is 
conducted to determine the effectiveness of the Health Management program. 


Health Management Population Identification and Stratification  
Complementing the process for identifying health plan members for complex case 
management, we use a population identification and stratification process to identify members 
for Health (e.g., disease) Management. An internally built algorithm first identifies all members 
with asthma, chronic obstructive pulmonary disease, diabetes and heart failure through a 
review and analysis of claims and encounters, pharmacy and laboratory data. Once identified, 
health plan members are then stratified according to their level of risk (i.e., high, moderate or 
low) for future health care utilization. This methodology is based upon current scientific 
evidence and condition-management guidelines. 
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We use multiple data sources to identify health plan members eligible for the Health 
Management program. These data sources include the following:  


 Claims, encounters, laboratory, and pharmacy data  


 UM and case management referral 


 Health Education and Wellness referral 


 Telephone Advice Nurse referral 


 Provider referral 


 Member and caregiver self-referral 


 Stratification of members at risk for future health care utilization and acute complications 


 Behavioral health assessments  


Once health plan members meet the initial eligibility criteria for the Health Management 
program, individuals are stratified according to their levels of risk for future health care 
utilization or acute complications. The stratification allows the health plan to implement 
targeted interventions for individuals with chronic conditions. 


Interventions for Members at All Risk Levels  
Every quarter, all health plan members newly identified in the Health Management Population 
Registry receive an initial condition-specific mailing from HPN. These mailings address: 


 How members can monitor and self-manage their chronic conditions. Materials provided 
include tools and resources that link individuals to condition-specific information and 
brochures that describe how members can enroll in Health Education and Wellness 
program classes.  


 Medical and behavioral health co-morbidities, including a depression screening tool, 
information on depression and the member’s chronic condition and external resources the 
member can use to obtain additional information.  


 The components of our Health Management program, including a program description and 
highlighted benefits. The mailings also include consumer-friendly versions of clinical 
guidelines, consistent with HPN-approved guidelines and external resources.  


 The importance of adherence by individuals to their prescribed treatment plans through 
proper self-management in conjunction with their physicians. For example, individuals with 
diabetes are given instructions on how to control their blood sugars and to properly care for 
their feet.  


 Lifestyle issues that have an impact on the individual’s ability to self-manage their 
conditions, such as smoking and dietary habits.  
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The following graphic examples are from the Health Management program:  
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Members at all risk levels also receive general program educational mailings sent every six 
months and targeted reminders, as appropriate, that encourage individuals to receive 
appropriate screening tests and exams. Reminders focus on receiving important preventive 
tests, such as eye exams for individuals with diabetes and flu shots for all individuals with 
chronic conditions. Health plan members also receive ongoing articles written in the member 
newsletters that include relevant condition-specific information.  


Interventions for Members at High and Moderate Risk 
Members at high and moderate risk are also eligible for telephonic outreach. As part of this 
intervention, members receive periodic telephone calls from RN health coaches to help them 
better self-manage their chronic conditions. At the conclusion of all telephone calls, members 
receive written self-management plans specific to their chronic conditions and individualized 
needs.  


During initial and follow-up assessment telephone calls, the RN health coaches address the 
following issues with individual members:  


 The importance for individuals to receive the necessary preventive and condition-specific 
services and care to manage their health 


 Psychosocial issues that are a barrier to treatment for the member  


 The importance of having individuals adhere to their prescribed treatment plans  


 Lifestyle issues that have an impact on the individual’s ability to self-manage their 
conditions, such as smoking and dietary habits  


Depression screening for all members during initial and follow-up assessments: 


 Whooley Depression screen is done for all members during the assessment 


During the initial assessments, RN health coaches set goals based upon the problems identified 
by each individual for self-management and disease monitoring. The problems and goals 
developed with each member are evidence-based and are tracked automatically using our 
electronic health management application. In each subsequent follow-up call, the RN health 
coach reviews the goals and problems with the individuals for further re-education and 
monitoring. 


Frequency of contact:  


 Members at high-risk receive telephone calls approximately every 60 days 


 Members at moderate risk receive telephone calls about every 90 days 


 More frequent contacts may be made by RN health coaches depending on an individual’s 
health status or medical situation 


Health Management Population Analysis Second Quarter 2012 
We have identified close to 14,000 Medicaid and Nevada Check Up members as having one or 
more of the four identified chronic conditions – asthma, COPD, diabetes and heart failure. 
These members were then stratified into the three levels – high, moderate or low risk. The 
results from the second quarter of 2012 show:  


 Close to 2,600 members (20 percent) with asthma are at high or moderate risk for future 
health care utilization  
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 Eight members (15 percent) with COPD are at high or moderate risk for future health care 
utilization  


 Over 600 members (72 percent) with diabetes are at high or moderate risk for future health 
care utilization 


 Nine members (28 percent) with heart failure are at high or moderate risk for future health 
care utilization 


 Numbers of Medicaid and Nevada Check Up Members with Chronic Conditions (as of Quarter 2, 2012) 
Condition Total High Moderate Low 
Asthma (children and adults) 12,853 111 2,475 10,267 
COPD 60 1 7 52 
Diabetes 855 248 372 235 
Heart Failure 41 4 5 32 


Health plan members who are at high or moderate risk for future health care utilization are 
eligible to receive telephone calls from RN health coaches. Many of these members take 
advantage of this service. More importantly, we track the numbers of members who have had 
their levels of risk for future health care utilization decreased over time. For example, 56 
members with asthma had their levels of risk reduced from high to low risk in a one-year 
period. 


Medical Management: Unique Passport to Living Healthy Program  
Passport to Living Healthy, a 
unique branded HPN program 
was developed four years ago 
to provide health plan 
members who have chronic 
conditions with a binder of 
tools and tips and education to 
help them manage their health.  


This binder (mailed out to 
individuals who sign up for the 
Health Management program) 
along with phone calls from 
RN health coaches helps 
members on their health 
journeys. This comprehensive 
binder is full of important 
health messages and strategies 
to help them self-manage their 
health. Separate binders are 
available for all of the chronic 
conditions managed in health 
management.  


The graphic is about the 
Passport for Living Healthy 
member letter: 
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Nevadans Serving 
Nevadans 


All claims submitted for 
services provided to 
Medicaid and Nevada Check 
Up members are processed 
in Nevada by Nevadans. 


Case Study for Successfully Coordinating Health Care for a High-Risk Member 


Two years ago, a pregnant health plan member was diagnosed with asthma. She was placed on a 
ventilator after an acute exacerbation during her pregnancy.  


Earlier this year, we reached out to her to become a part of the Health Management program. She is now 
receiving regular calls from the dedicated RN health coach.  


During a conversation last month, she told the RN health coach that she was pregnant again. The RN 
health coach asked who the member’s perinatologist or pulmonary specialist was; she told the RN health 
coach that she was not seeing anyone. The RN health coach took action and made a direct referral to 
the high risk OB case manager. A social service referral was also made.  


She participated in both of these services with perinatology follow-up. 


Health Management: Showing Success through Positive Satisfaction 
Health plan members who received services through health management in 2011 showed high 
rates of satisfaction among all members with chronic conditions responding to the survey. 


These results showed that with the overall program:  


 97 percent of members with asthma, diabetes, and heart failure were satisfied or very 
satisfied 


 94 percent of members with COPD were satisfied or very satisfied 


4. Medicaid claims processing and adjudication 


We have been processing claims in Nevada for 28 years, including 
15 years for the State’s Medicaid and Nevada Check Up programs. 
Our Claims department is led by Claims Administration Director 
Corrine Spaeth, who has 30 years of claims management 
experience, and staffed by experienced Las Vegas-based claims 
personnel who are well versed in all aspects of claims adjudication. 
Under Ms. Spaeth, our claims-processing operation focuses on 
establishing and maintaining the highest possible standards for 
accuracy and timeliness. 


All claims submitted for services provided to Medicaid and Nevada Check Up members are 
processed in Nevada by Nevadans. We do not outsource our operations overseas or out of state. 
We are committed to the principle that that health care is best provided and managed locally. 
When our claims analysts see “Renown” or “Laughlin” or “Sparks” or “St. Mary’s,” their 
expertise in processing Nevada claims means they do not have to look up these names on a 
computer screen to learn who, what or where they are. 


We use the TriZetto-developed system Facets version 5.01, an acknowledged software leader 
for administering all aspects of claims payment for our Medicaid managed care programs. 
Facets integrates member demographics, eligibility, case management, prior authorization, 
provider demographics, and automated contractual rates for accurate claims processing. As a 
claims management tool, Facets provides a high degree of automation throughout the various 
stages of the adjudication process, interacting with membership eligibility, product benefit 
parameters, provider pricing agreements, medical management requirements and the clinical 
editing system comprising CMS-developed edits under the National Correct Coding Initiative 
(NCCI). 


Since we began using Facets in 1999, the Facets platform has proven to be a reliable and 
efficient workhorse for us, DHCFP and our other customers and members. With a 5-year track 
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record of more than 99.9 percent online availability, Facets will continue to provide us with a 
reliable, technologically advanced engine in our ongoing quest for excellence and innovation. 


Over the past 13 years, we have undertaken frequent implementations of custom enhancements 
and extensions for improving the functionality and performance of this industry-leading claims 
platform. The most recent upgrade was successfully implemented over Labor Day weekend 
2012. For continued accuracy and timeliness of paper claims data-entry into our claims 
processing system, we are undergoing an upgrade of our data-entry system to Formworks, 
which uses state-of-the-art optical character recognition (OCR) technology. 


The following diagram summarizes the integrated Facets platform that supports all of the 
functionality we deliver to DHCFP in providing health care services to Medicaid and Nevada 
Check Up members. 


 


All newly hired claims processing analysts are required to participate in a six- to eight-week 
course that encompasses all HPN lines of business. This intensive cross-training develops claims 
processing analysts with both breadth and depth of experience and enables Claims department 
management to load-balance as needed, leading to our consistently fast claims processing 
turnaround times. To ensure accuracy, once initial training is completed, the work of new hires 
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is subject to ongoing auditing by our Internal Claims Quality Control (ICQC) department until 
they reach required performance standards. 


Since our partnership with the State began in 1997, we have successfully processed millions of 
claims for Medicaid and Nevada Check Up members. In the current contract period alone 
(2006-year-to-date 2012), we have processed more than 3.4 million claims. We capitalize on the 
experienced leadership of Claims department management and staff as well as leading-edge 
technology to exceed State and federal timely payment requirements of 90 percent of all claims 
processed within 30 calendar days and 99 percent processed within 60 calendar days. 


Cost Avoidance/Third-Party Liability 
Throughout our 15-year relationship with DHCFP, we have worked hard to establish and 
refine efficient policies and procedures for identifying, billing and collecting payments from 
appropriate payers (e.g., other liable parties such as third-party coverage carriers) for services 
rendered to Medicaid and Nevada Check Up members. We understand, per National 
Association of Insurance Commissioners (NAIC) guidelines and State and federal law, that 
Medicaid is the payer of last resort. 


Effective recovery of third-party dollars is essential to the State of Nevada and its health care 
program. The escalating cost of health care programs and federal regulations dictate the need 
for flexible methods to ensure that Medicaid is the payer of last resort for services rendered. 
We have implemented proven third-party liability (TPL) processes and procedures to carry out 
TPL discovery, cost avoidance and recovery activities. Under our existing contract, we provide 
meaningful help to DHCFP in keeping costs under control. Our experienced TPL staff provides 
careful oversight and diligently researches and tracks indication of other third-party coverage. 


Third-Party Liability 
The most effective approach to TPL is cost avoidance, under which claims covered by other 
available resources are prevented from processing. Our sophisticated IT infrastructure uses 
proprietary software to expedite identification of members with other forms of insurance and 
isolate any claims that must be submitted to other payers. This process ensures our ability to 
quickly inform the State via confidential electronic transmission of any discrepancies, further 
enabling the State to investigate the third-party coverage status of a Medicaid or Nevada Check 
Up member. Once TPL is identified and verified directly with the other payer, we coordinate 
activities to ensure costs for services are either avoided or recovered from the liable party. If we 
cannot establish TPL immediately, the claim is adjudicated and post-payment recovery is 
pursued, as appropriate. 


Our policies and procedures ensure Medicaid is always the payer of last resort through 
thorough investigation of claims for potential third-party payers as follows: 


 The Claims Investigation and Recovery (CIR) department extracts medical claims from the 
Facets platform for third-party review of the overall reasonableness of the data as well as 
specific facility billings with billed charges between $10,000 and $25,000 


 Claims analysts review data elements and documentation for any indication of TPL. Claims 
identified has having TPL are pended to the CIR team, which reaches out to the applicable 
third party requesting additional information prior to release of the claim 
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2011 COB Savings 


COB Savings: 
$2,269,827.23 


COB Diversion: 
$4,914,884.39 


2011 Post-Payment 
Recoveries 


$1,245,745.33 


We identify evidence of overlapping coverage through a variety of information resources, 
including: 


 TPL resources identified and communicated to us by DHCFP 


 DHCFP’s EVS eligibility system 


 Internal HPN units (e.g., prior authorization and member services) 


 Provider claims 


 Member COB questionnaires 


 Signed member/authorized representative acknowledgements confirming any prior 
resources 


 Explanations of benefits (EOBs) submitted with claims 


Once third-party liability has been confirmed, we vigorously pursue reimbursement. In 
compliance with federal and state regulations, claims for prenatal services are paid prior to 
confirming third-party liability. 


Coordination of Benefits 
When we identify a member who has health coverage through an 
alternative primary payer, we document the information and 
apply a coordination of benefits flag in our Facets claims system. 
This flag allows us to apply COB determinations at the time of 
claims processing. Once a member has been identified as having 
other coverage as a primary payer, the member’s claims history 
is audited and any overpayments identified are referred for post-payment recovery. Recovery 
dollars are tracked and reported to DHCFP monthly. 


All members with alternative primary coverage are identified in our claims system and 
updated every 12 months. To assist the State with TPL determination and potential recovery of 
Medicaid funds from claims paid on behalf of Medicaid and Nevada Check Up members, we 
provide DHCFP this electronic membership file on a quarterly basis for transmission to the 
State’s third-party liability vendor. 


Retrospective Post-Payment Recoveries 
We use an auto-recoupment process for overpayments through our 
core transaction system, Facets. When an overpayment to a 
provider has been identified post-claims payment, we send the 
provider a letter requesting an immediate refund or advising the 
provider to file an appeal within 30 days. If the provider does not 
respond within 30 days, we send a second letter that allows the provider an additional 30 days. 
At the end of that time, we send a third and final letter allowing another 10 days for payment 
before the affected claim is down-adjusted and the overpayment referred for collection. 


In accordance with our established procedures, post payments from third parties are recorded 
as offsets to claims payments. We report to DHCFP monthly any monies recovered from third-
party or primary payers via an encounter file and a COB subrogation report. 
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2011 Subrogation 
Savings 


$183,479.14 


Subrogation 
We file subrogation liens on paid medical claims that are the result of 
an accident. We review and update our subrogation files every 90 
days. 


Cost-Savings Initiatives 
To further optimize our cost-savings efforts on behalf of DHCFP, we engage in a variety of 
robust initiatives, including: 


 A robust clinical editing system detecting and disallowing incidental, unbundled, and 
redundant services, with clinical editing software based on CMS NCCI criteria 


 A dedicated Fraud unit dedicated to detection of fraudulent billings 


 Relationships with external vendors who scrub our claims data and further enhance our 
fraud-detection abilities 


 A processing system built with a multitude of editing capabilities, including duplicate claim 
detection, age and gender editing, eligibility verification and matching to required prior 
authorizations and referrals 


 A rigorous prepayment audit program that facilitates identification of payment errors and 
correction prepayment, allowing management the opportunity to re-educate staff members 
based on identified discrepancies 


Claims Receipts 
Claims are received primarily in two forms, paper claims via U.S. Mail and electronic claims 
received via electronic data interchange (EDI). Approximately 91 percent of claims are received 
electronically, a rate that has been consistent for the past several years. 


Paper Claims 
All paper claims received through the mail are sorted, prepared and scanned before being 
entered into a document management system called Macess through vertexing, a process that 
combines data entry and optical character recognition (OCR). Macess facilitates the efficient 
capture of paper claims data elements and allows access to claims data for many departments, 
including Claims, Member Services, and Customer Responses and Resolution (CR&R) 
department. Vertexed claims data files are uploaded from Macess to Facets for adjudication, 
with all claims and attachments being electronically filed in the corresponding member folder. 


The following diagrams illustrate the initial paper claims processing steps: 
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Electronic Claims 
Electronic claims are received via a secure file transfer protocol (SFTP) directory. Access to the 
SFTP directory requires a specific IP address, identification code and password. We check all 
incoming files for duplicate submissions and compliance with the ANSI ASC x12 837 version 
5010 format. Successfully validated files are translated into a Facets readable form and are 
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then sent through business rule logic regarding Facets identification numbers for providers and 
members, and validation of various code sets (e.g., diagnosis, procedure). E-docs are created of 
all valid claims, which are then filed within the claims imaging system as a permanent record 
(Macess). All appropriately marked files in the holding database are uploaded to Facets. Our 
integrated system gives us the ability to respond more quickly to regulatory changes, as 
evidenced by the fact we were one of the first to received 5010 certification — far in advance of 
most of the industry. 


Project work is currently underway to complete the changes necessary to support the transition 
to ICD-10 effective October 1, 2014 as well as address the changes required by the HITECH 
Act and the Patient Protection and Affordable Care Act (PPACA) to support Phase III CORE 
operating rules for Electronic Remittance Advice and Electronic Fund transactions. 


The following diagram illustrates the initial electronic claims processing steps: 
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Information Systems (IS) Department and Claims Support Unit Collaboration 
Our Information Systems (IS) department and the Claims Support unit are critical to claims 
processing and perform the following tasks: 


 IS Department: 


– Verifies completion of the nightly batch jobs (the interface between Macess and Facets) 
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– Comparison of the total number of exported claims from Macess together with the total 
number of EDI claims to the total number of claims uploaded to the system, with 
prompt research and resolution of any discrepancies 


– Feeds volumes into the tracking database, which ensures that all received claims are 
uploaded into Facets for processing 


 Claims Support Unit 


– Prints and reviews Export Completion reports, which detail the batches exported to 
Facets 


– Performs daily claims balancing of the nightly upload of claims from Macess 
(Entrendex) to Facets 


Claims Adjudication 
As a claims management tool, Facets provides a high degree of automation and data capture. 
During the various stages of the adjudication process, Facets provides accurate and highly 
automated adjudication of claim submissions through interaction with membership eligibility, 
product benefit parameters, provider pricing agreements, medical management requirements, 
and the clinical editing system comprising CMS-developed NCCI edits. 


The following table lists several common edits: 


Facet System Edit Result 


Eligibility 
Active: Allow 
Termed: Deny 


Definite Duplicate Denied as duplicate 
Possible Duplicate Pended for analyst determination 
Clinical Editing Incidental, unbundled, redundant 
Non-Covered Benefit Denied as not covered 
Gender Correct for CPT code billed 
Age CPT Code compatible 
Referral Required and exists 
Prior Authorization Required and exists 
Interim Claim Other related facility claims on file 


Our successful use of auto-adjudication wherever possible is substantiated by our current auto-
adjudication rate of 71 percent for our Medicaid and Nevada Check Up line of business, 
ensuring a high level of consistency and a significant reduction in risk of human error. 


All auto-adjudicated claims are subjected to a detailed series of edits prior to processing to 
ensure removal from the batch cycle of any claims with data entry errors or incorrect or 
missing information. The system indicates the nature of each claims error through pend codes 
and provides access to the claim on a line-item basis to facilitate easy correction. Corrected 
claims can be resubmitted in the next batch for completion of the adjudication process. Any 
remaining claims require analyst intervention to resolve all system edits that initially prevented 
the claim from processing. Facets automatically identifies all duplicate and potentially 
duplicate claims, immediately denying those that can be definitively identified as duplicate and 
pending potential duplicates. Facets is also configured to automatically deny claims for 
ineligible members. Audit controls are maintained by specific Batch Identification numbers. 
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HPN’s Clinical Code Editor at Work 


In the case of a claim for an office visit 
with removal of ear wax, the code for the 
office visit will automatically process and 
pay, while the code for impacted ear wax 
removal will deny as incidental. Medical 
record review will be conducted to 
determine if the ear-wax removal was 
necessitated due to loss of hearing or 
pain in the ear, or if the procedure was 
incidental. 


Clinical Editing Software 
The clinical editor system integrated into our Facets 
claims processing system was developed to include 
Current Procedural Terminology (CPT) coding as its 
basis. Our development and use of the clinical editor: 


 Ensures incorporation of and review of all edits 
against CMS-developed NCCI edits 


 Adheres to specific guidelines provided throughout 
all six main sections of the CPT book 


 Takes into account guidelines and edits developed 
by Medical Specialty societies 


 Addresses common inappropriate billing issues through clinically derived edits based on an 
analysis of standard medical and surgical billings 


The clinical editor software determines the payment of a claim based on the codes entered into 
Facets from the claim. It will edit for inappropriate coding based on gender of patient, age of 
patient, location of services and any services that are deemed to be incidental, redundant or 
rebundled. We also use the clinical editor to track follow-up days from the date of surgery, 
since all surgical procedures are assigned a period of time for the surgeon to see the patient 
without charge. 


The following diagram illustrates the flow of claims through the Facets platform. 
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Adjudication Review 
Standard claims adjudication review includes validation of industry-standard diagnosis and 
coding, eligibility for payment and satisfaction of all referral, authorization and contractual 
requirements. 


High-Dollar Claims Processing 
Our operational claims processes include authorization of analyst claims dollar limitations 
based on the discretion of claims management, analyst skill sets and the type(s) of claims in 
question. The majority of claims analysts are subject to processing limits of $1,000. Security 
profiles that include claims dollar processing limitations are built into each analyst’s user 
profile, and this threshold is hard-coded into the Facets system. To ensure payment accuracy, 
the system will not allow payment if the limit is exceeded, and the claim is pended to ICQC for 
review. 


Our Large Claim Review Committee reviews and discusses in detail all claims of $50,000 or 
more for certain non-per-diem contract arrangements; matters of clinical assessment are the 
sole responsibility Dr. McBride, Chief Medical Officer. Members of this committee include: 


 Senior Vice President of Operations Kyle Clingo 


 Vice President of Provider Relations Scott Cassano 


 Director of Nevada Market Claims Operations Leslie Hare 


 Director of Claims Corrine Spaeth 


 Director of Nevada Medical and Clinical Operations Valerie Grosjean 


 Nevada Market Chief Medical Officer Stephen Daniel McBride, MD 


Claims Adjustment 
We receive provider disputes by telephone through our Member Services department and on 
paper through the US Mail. Our Member Services department electronically documents all 
pertinent information in a Service Form (SF), and hard-copy disputes are scanned and 
vertexed. All disputes, regardless of the format, are forwarded to a Claims-specific working 
queue in Macess, our workflow system, for storage in received or aging order. The Claims staff 
assigned to work these queues are highly skilled individuals with multiple years of claims 
processing experience, a thorough understanding of the issues surrounding disputes, a high 
degree of knowledge of all claim types, and special training to help them quickly resolve each 
item. 


Our contract with DHCFP requires resolution of 80 percent of all disputes within 30 calendar 
days. We work diligently to meet these standards, sharing performance results with DHCFP 
through weekly internal monitoring reporting specifically designed to monitor this function. 
Our policy for handling provider disputes has been approved by DHCFP and all HPN 
departments who have responsibility for resolution of Medicaid provider disputes. 


Our provider dispute resolution rate for year-to-date 2012 is 85.1 percent, which exceeds the 
required standard of 80 percent of disputes resolved within 30 calendar days. Quarterly reports 
are provided to the DHCFP verifying our compliance. 
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Upon exhaustion of the dispute process as dictated by DHCFP, we advise providers via the 
provider Explanation of Payment to contact our Member Services department for further 
information on their appeal rights. 


The following diagram illustrates the process followed for claims adjustments: 
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Claims Disbursements 
We conduct check runs for provider payments three times per week. The Accounts Payable 
department maintains a check log that lists the number of checks issued and the check 
sequence. Any gaps in the check number sequencing is immediately researched and noted in 
the check log. 


Paid claims produce Explanations of Payment (EOPs), which are mailed to providers, either 
accompanying the paper check or separately to providers who receive payment by electronic 
funds Transfer (EFT). Through the first three quarters of 2012, we paid 7.4 percent of claims 
through EFT. 


Management Reports for Monitoring 
Accurate and Timely Claims Adjudication 
We use many reports to track and assure timeliness of claims payment, including: 


 Pend Inventory Reports: Daily monitoring of tracking calendar day aging 
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 Claims Aging Report: Daily monitoring of tracking receipt to ready to pay 


 Paid Dollars: Weekly monitoring to meet State requirements of percent of dollars paid 


 Macess Queue Contents Aging of Appeals: Weekly monitoring to assure resolution of all 
provider appeals within 30 days 


 Key Indicator Report: Monthly monitoring of all claims metrics 


 Aberrant Trend Reporting: Ad hoc reports for identification of aberrant trends 


The table below illustrates our strong performance in timely claims payment. 


Year Claims Processed in 30 Days Claims Processed in 60 Days 
2010 97.64%* 100.00%** 
2011 91.49%* 99.91%** 


    2012*** 98.12%* 99.99%** 
*Performance far surpasses both state and federal regulation percent requirement. 
**Performance far surpasses state and federal regulation requirements for both percent and timeframe. 
***2012 results are complete through the first, second and third quarters. 


Following is a sample of the month-end management reporting we provide to the State. This 
excerpt lists denials from the third quarter of 2012 and total denials for year-to-date 2012. 


 


5. Project management; and 


HPN offers DHCFP a proven, fully implemented MMCP. Our unique position as Nevada’s 
largest insurer with the most experienced MMCP and contracted network means there is zero 
implementation risk for DHCFP if HPN is chosen to continue serving our more than 104,000 
Medicaid and Nevada Check Up members. We employ a standardized set of project 
management tools and controls to ensure that projects are completed timely and efficiently. 
These include: 


 Playbook: Our guide to support implementations and expansions 


 Accountability Matrix: This matrix identifies all executive and functional leads in one easy-
to-find place 


 Escalation Contact List: Contact list of responsible parties in case issues arise 
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 Status Report: A weekly log of ongoing projects and tasks 


 Issue, Risk, Decision Log: Used in combination with the status report and is also updated 
weekly 


 Detailed Project Plan: A global plan that includes all impacted areas and varies based on 
details within the RFP. Also outlines functional leads responsible for validating and 
supplying additional detail and timelines for each project 


 Implementation Scorecard: Completed bi-weekly to align with executive steering committee 
meetings 


 Go Live Implementation Countdown: High-level snapshot of the critical path of work that 
leads up to go-live 


 Standard Agenda: Used and required with every meeting 


We have extensive experience with project management. Through our 15-year relationship 
with DHCFP, we have successfully implemented a number of programs and benefit expansions, 
including: 


 2012 Development of 837 format for encounters 


 2010 Development and implementation of Cultural Competency Plan 


 2010 Development and submission of pharmacy rebate files to DHCFP’s fiscal intermediary 


 2009 Enrollment Lock and Disenrollment for Cause. Members have 90 days to switch plans 
and are then locked into the health plan for the remainder of the year 


 2007 Addition of Fraud, Waste and Abuse program identification and reporting 
requirements 


 2004 Inclusion of Washoe County medical, behavioral health, vision and Rx services 


 2003 Development and implementation of HIPAA compliant transactions for enrollment 
and payment files 


 2003-2009 Worked with the State’s MMIS vendor on encounter project to run encounters 
through MMIS 


 2001, 2002 and 2006 Inclusion of dental benefit for Nevada Check Up  in Clark County, 
Medicaid in Clark County, and Medicaid and Nevada Check Up in Washoe County 
respectively 


 1998 Added Nevada Check Up  program to managed care 


This RFP supports and defines an existing program that is constantly monitored by DHCFP 
and HPN for implementation effectiveness. We will provide our detailed work plan and 
timeline for performing the nominal new obligations set forth in the contract. This work plan 
and timeline will specifically outline our plans to add the orthodontia, residential treatment 
center and hospice benefits and providers to our comprehensive Medicaid Managed Care 
Program enjoyed by more than 104,000 members. We have executed contracts with 
orthodontia and hospice providers for our commercial line of business that will be easily 
extended for our members. We have five existing fully executed contracts with residential 
treatment centers in Nevada. 


As all of our operations are already in place in Nevada, we can leverage our established and 
proven operating systems to ensure continuity of care with no disruptions for our 104,000 
members or 4,000 providers. 
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Should we implement a new product, we have resources from our national team at our 
disposal. 


Our project management methodology is based upon a cross-functional Executive Steering 
Committee that meets regularly (typically weekly) to address progress toward milestones and 
to encourage rapid resolution of issues or barriers. Supporting the executive team is a 
functional “core” team comprising functional experts that meets weekly to achieve the 
objectives of the project. Each team reports progress and challenges, and the resources of the 
organization are directed to ensure that key milestones are met. In addition, when we 
implement a new contract, prior to the contract effective date, we will unveil our Launch 
Center Model, 24 hours a day, seven days a week, to facilitate rapid resolution of any issues 
identified by our local management teams. The actual date coincides with member and 
provider call center activities as well as member mailings. We have found the use of this 
approach successfully addresses concerns in a way that builds confidence among key 
stakeholders. We also have a communication plan in place to ensure awareness of 
implementation progress challenges. Our entire senior management team, as well as other key 
personnel, would assist Launch Center staff to ensure a smooth transition for new members 
and an effective transition for the providers who serve them.  


At each step in the implementation process, our implementation manager and members of the 
implementation team would be in constant 
contact with the Nevada staff assigned to this 
project. There is full transparency in our 
processes and progress, and we welcome close 
coordination with DHCFP.  


One example illustrating the Launch Center’s 
benefit occurred during the implementation 
phase for a recent client. Prior to 
implementation, UnitedHealthcare did not 
receive manifests for transportation vendors, 
which caused disruption for some new 
members. Through the Launch Center, we were able to identify the problem as it emerges; 
reach out to transportation vendors to obtain the manifests and ensure members received 
needed transportation to prevent disruption in care. While the Launch Center addresses all 
issues, it has proven particularly effective at expediting care for members who are facing 
immediate issues or questions from providers during the transitional period. 


6. Qualifications of key personnel. 


We have a highly experienced management staff with many years of service with HPN and 
literally hundreds of years of collective managed care industry experience. This broad, diverse 
management team possesses the knowledge, education and expertise necessary to direct 
program operations and has been instrumental in making HPN the successful organization that 
it is today. With Vice President of Operations Kelly Simonson, who has 14 years of Medicaid 
experience leading the Nevada MMCP, we are the most highly qualified company for the 
Nevada MMCP. The following table shows that all key management personnel have long 
periods of service with HPN. 
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Key Personnel Title RFP Responsibilities 
Years of Nevada 
Medicaid Experience 


Donald Giancursio Chief Executive Officer 


Oversees management 
of all operational areas 
for Medicaid, Medicare 
and commercial lines of 
business 


4 


Kyle Clingo 
Senior Vice President of 
Operations 


Management of all 
operational areas 


11 


Kelly Simonson, RN, 
BSN, MHS 


Vice President, Medicaid 
Operations 


Overall compliance with 
all RFP/contract 
requirements, 
implementation, pre-
readiness review, cost  


14 


Daniel McBride, MD Chief Medical Officer 
All medical services, 
UM, medical director  


24 


Valerie Grosjean, RN, 
BNS, MHS 


Chief Nursing Officer, 
Director of Medical and 
Clinical Operations 


All medical services, UM  6 


Terri Jacque, RN, 
BSN 


Director of Clinical and 
Medical Management  


Prior authorization, 
telephone advice nurses  


2 


Scott Cassano, BS 
Senior Vice President, 
Network Contracting and 
Provider Services 


Strategic development 
and maintenance of the 
Medicaid provider 
network 


15 


Michelle Walker, BS 
Associate Director, Network 
Contracting and Provider 
Services 


Provider network, 
provider services, out-
of-network services, 
medical records, 
Credentialing  


12 


Deborah Wheeler, 
MSPH, CMCE  


Director, Quality 
Improvement 


Cultural competency 
program, quality 
improvement/assurance 
program, HEDIS 
reporting, state quality 
strategy case 
management, EPSDT  


6 


Michelle Agnew, 
MBA, MHCM 


Executive Director, 
Behavioral Health 


Behavioral health, 
SED/SMI 


12 


Timothy Justice, MD 
Medical Director, Behavioral 
Health 


Behavioral health, 
clinical and utilization 
oversight 


2 


Ray Rawson, DDS Dental Director Dental services 40 
Ryan Bitton, PharmD 
MBA 


Pharmacy Director Pharmacy services 6 


Noreen Dentscheff, 
RN, BSN 


Associate Director, Medical 
Management/OB/PEDS/NICU


Pediatric and OB 
clinical services 
including children with 
special health care 
needs  


6 


Corrine Spaeth, BS 
Director of Claims 
Processing 


Claims payment 15 
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Key Personnel Title RFP Responsibilities 
Years of Nevada 
Medicaid Experience 


Sachin Shah, BS Chief Financial Officer 


Fiscal responsibilities, 
financial reporting, 
capitation payments, 
stop-loss payments, 
low-birth weight 
payments  


2 


Lori Yadav, BS 
Assistant Vice President 
Enrollment 


Enrollment and 
disenrollment  


15 


David Stuczynski Director of Member Services Member services 7 


Pam Smith 
Director, Customer 
Response and Resolution 


Grievance, appeals and 
fair hearings  


9 


Bob Schaich, BA, 
MBA 


Senior Vice President/Chief 
Information Officer 


Management 
information system, 
information systems 
and technical 
requirements, HIPAA 
transaction 
requirements 


13 


Lisa Jolly, JD 
Associate Director 
Compliance  


Fraud, waste and abuse 
program 


2 


Darren Mehling, BS 
Assistant Vice President, 
Health Informatics 
Operations 


Reporting, encounters  9 


Shaun Schoener, BA, 
MPA 


Associate Director, Network 
Contracting 


Provider contracting 6 


B. Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


Since the inception of our participation in the MMCP 15 years ago, management has developed 
and implemented performance incentive programs to improve health outcomes. The incentives 
support objectives to increase awareness of the need to improve member health and underscore 
our commitment to excellence. Providers who achieve consistently positive results in key quality 
measures are recognized, as are members who proactively seek health care. 


Performance Incentive Programs 


Programs to Reward Network Providers 
We implement multi-faceted performance incentive programs to recognize and reward our 
network providers on key quality indicators and outcomes. Various performance incentives 
have been put into place such as our Accountable Care Shared Savings program. This program 
aligns reimbursement with health care quality, access, accountability and efficiency. Under the 
program, medical groups are compensated in the form of a quarterly Clinical Integration 
Payment if specific criteria are achieved and eligibility requirements are met. This program is 
specific to our PCMH program with SMA and we anticipate expansion of this shared savings 
program as the PCMH model is expanded.  


Case Example: Performance Incentives for Largest Medicaid Provider 
SMA, where 29,000 of our members receive primary care services, has performance incentive 
programs for pediatric, obstetrical and adult medicine providers based upon selected 
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Healthcare Effectiveness Data and Information Set (HEDIS®) preventive health measures and 
important medical record documentation. SMA providers who achieve the highest level of 
performance in patient care are rewarded quarterly with an overall payment based on the rates 
they achieve on clinical and non-clinical measures. 


Pediatrics Performance Incentive Program: Key Indicators  
 Body Mass Index (BMI) – Used to measure, document and show what specific interventions 


were performed for at-risk children 


– Ten charts per provider are audited, and BMI scores are 20 percent of bonus 


 Electronic Medical Records (EMR) – Used to verify proper documentation of medications 
and allergies to decrease medication errors and secure meaningful use compliance 


– Ten charts per provider are audited, and EMR scores are 20 percent of bonus 


Obstetrical Performance Incentive Program: Key Indicators 
SMA obstetricians are evaluated on compliance with HEDIS requirements for women’s health 
care in the following areas: 


 Chlamydia screening  


 Bone mineral density screening  


 Breast cancer screening  


Twenty-five charts per provider per quarter are audited for completion of the required 
screenings. Scores from all three measures are combined for a total of 10 percent of bonus.  


Adult Medicine Performance Incentive Program: Key Indicators 
 Coding and documentation – one-third of bonus 


 Star rating quality measures, such as breast cancer screening, diabetes management and 
others – one-third of bonus 


 Controlling bed days – one third of bonus 


Using an automated monthly Care Coordination report, SMA’s Adult Medicine Provider 
Incentive program is focused on reducing clinical gaps at the point of care. Each Adult 
Medicine provider (and team) reviews clinical care gaps, utilization and opportunities for 
improved documentation at the point of care using Touchworks, SMA’s electronic medical 
record. Combining data from claims, encounters and real time medical record information, this 
innovative reporting tool allows providers to evaluate and close care gaps when individuals 
come into the office for appointments. While this tool is currently being piloted for Medicare 
members, it will be available for all quality measures for all populations, including commercial 
and Medicaid, in 2013.  


For all specialties including OB/GYN and pediatrics, each provider’s patient satisfaction is a 
bonus eligibility criterion. Providers must meet an 86 percent “recommendation” score to be 
considered bonus eligible. Providers can earn up to 20 percent of bonus based upon scores 
above the eligibility threshold. Those providers not meeting the threshold are considered on an 
individual basis by senior management and medical directors.  


For adult medicine providers, the minimum eligibility requirements for the provider incentive 
program go beyond patient satisfaction. Additional requirements include: 
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 Telephone calls and clinical tasks in the medical record are completed on a timely basis 


 Electronic medical record documentation such as patient history must be comprehensive 


 Follow-up on laboratory tests with patients must be done on a timely basis  


 Seventy percent of e-visits must be completed within 24 hours 


Provider-specific reports are also shared with our network provider groups as a means of 
improving performance. If there is a consistent lack of improvement, group leaders are charged 
with addressing the issue and understand their group’s continued participation in our network 
may be effected by the outcome.  


Case Example: Diabetes Provider Rewards Program 
Since 2007, we have implemented an annual Diabetes Provider Rewards Initiative. Through 
this program, PCPs can receive rewards for meeting or exceeding the rates of their peers on 
four key quality indicators in diabetes management; Hemoglobin A1C testing, LDL screening, 
and microalbumin testing and eye exams. 


How the Program Works 
All PCPs with a minimum of 30 members with diabetes on their panels are eligible to 
participate. These PCPs take care of more than 10,000 members with diabetes in the Medicaid, 
commercial and Medicare populations. The goal of this program is to impact the care being 
provided by PCPs as demonstrated by our annual HEDIS rates.  


The rates for each PCP on the four key quality indicators are calculated based upon a one-year 
time period. The rate for each PCP is then compared to the average rates achieved for all 
eligible PCPs in the program. PCPs whose rates are at one or two standard deviations above 
their peers receive rewards. Calculated standard deviations are statistical measurements that 
show that the rates for these PCPs are different than their peers. 


Demonstrated improvements have been established since program implementation. Among the 
providers who were eligible for the program each year, an increased number have improved 
the totals of the rates where they have met or exceeded one or two standard deviations of their 
peers. In addition, the average rates on two key tests have improved over time. Both of these 
trends are shown in the figures below. 


Key Diabetes Management Rates 
In 2009, 41 PCPs met or exceeded one standard deviation on key tests and in 2011, 51 PCPs met 
or exceeded one standard deviation on key tests (see the following graphs). 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 600 of 833  November 2012
 


 


 


One Physician’s Example of Diabetes Management Improvements 


Dr. N. met or exceeded one standard deviation on one diabetes management rate in 2009. Since that 
time, not only did Dr. N achieve improvements on the four rates for eye exams, microalbumin testing, 
LDL screening and Hemoglobin A1C testing in 2011, Dr. N also exceeded one standard deviation on 
three out of the four diabetes management rates. 


The findings from the Diabetes Provider Incentive program indicate the program has been successful. 
We have had improvements in our HEDIS diabetes care rates and individual providers have shown 
improved rates. A critical focus on diabetes management as an important health issue not only improves 
physician awareness but can improve clinical management.  


Member Incentive Programs 
We also use incentive programs with members to promote improved health outcomes. We focus 
on improving nationally recognized HEDIS scores in the pediatric and OB areas because they 
are the most relevant to our members. 


EPSDT Visits Incentive Program 
We send all new members information on EPSDT services in the new member packet. Through 
our EPSDT tracking system members are monitored for completion of an EPSDT screening 
annually, at a minimum. All members for whom an EPSDT claim is not received are sent a six-
month reminder postcard. Thereafter, all members receive an annual mailing regarding 
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EPSDT services. Children who receive an annual EPSDT screening are eligible to receive an 
age-appropriate incentive such as a teddy bear or Sesame Street doll for younger children and 
ear buds for adolescents. Our incentive program has yielded remarkable results.  
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Well-Child Visit Member Incentive Program 
We mail thousands of postcard reminders monthly to children ages 0–21 years due for a well-
child visit. The names of all children in the age group for whom a claim or encounter was 
received for a well-child or EPSDT visit are entered into a drawing monthly to receive an age-
appropriate incentive such as a Sesame Street doll for young children and ear buds for 
adolescents. We use our annual HEDIS rates to show the impact of our incentive program. We 
have achieved inspiring results from this incentive program as demonstrated by our well-child 
visit rate improvements. 


 


The Well-Child Visits in the First 15 Months of Life HEDIS rate for the Medicaid population 
increased from 34 percent as reported in 2006 to 45.77 percent as reported in 2012 The Well-
Child Visits in the First 15 Months of Life HEDIS rate for the Nevada Check Up population 
also increased from 39.38 percent as reported in 2006 to 46.46 percent as reported in 2012 that 
demonstrates significant improvement in the well-child visits in the first 15 months of life 
HEDIS rates. 


 


The Well-Child Visits in 3-6 Years of Life HEDIS rates also increased for the Medicaid and 
Nevada Check Up populations. This rate for the Medicaid population increased from 55.96 
percent as reported in 2006 to 63.02 percent as reported in 2012. The Well-Child Visits in 3–6 
Years of Life HEDIS rate for Nevada Check Up increased from 57.91 percent as reported in 
2006 to 74.21 percent as reported in 2012, which demonstrates significant improvement in the 
Well-Child Visits in 3–6 Years of Life HEDIS rates. 
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The Adolescent Well Care Visits HEDIS rates also increased for the Medicaid and Nevada 
Check Up populations. This rate for the Medicaid population increased from 19.18 percent as 
reported in 2006 to 33.70 percent as reported in 2012. The Adolescent Well Care Visits HEDIS 
rate for the Nevada Check Up population increased from 25.89 percent as reported in 2006 to 
49.54 percent as reported in 2012, which demonstrates significant improvement in the 
Adolescent Well-Child Visits HEDIS rates.  


Childhood Immunization Incentive  
Passport to Living Healthy for Kids is an incentive program that targets children up to two 
years of age emphasizing the importance of well-child visits and immunizations. Parents and 
guardians receive information regarding recommended well-child visits, immunization 
schedules and lead screenings for children in the formative early years of life. When a 
completed immunization record is received, two-year-old children are given a desert tortoise 
backpack, Shelly. Combined with multiple written reminders and automated calls about well-
child visits, immunization schedules and lead screenings, we have achieved remarkable results 
with this incentive and education program. 
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The Childhood Immunization Status Combination 2 HEDIS rate for the Medicaid population 
increased from 50.12 percentage points as reported in 2006 to 73.48 percentage points as 
reported in 2012 The Childhood Immunization Status Combination 2 HEDIS rate for the 
Nevada Check Up population increased from 62.34 percentage points as reported in 2006 to 
86.39 percentage points as reported in 2012, which demonstrates significant improvement in 
the childhood immunization status Combination 2 HEDIS rates. 


Pregnancy Care Program 
We have made concerted efforts to encourage early 
prenatal care. New OB patients are given an 
appointment within one week. Our Member Services 
staff makes welcome calls to all newly pregnant 
members to introduce them to the health plan and 
provide assistance in selecting an obstetrician and 
pediatrician for the baby. If the member selects an SMA 
obstetrician, a warm transfer can be made to the 
Scheduling department to make a prenatal appointment.  


In addition, our high-risk OB case management staff makes outreach calls to assist new 
members in obtaining prenatal care and determining risk factors through a maternity risk 
screening. Those members with risk factors are assigned to a registered nurse case manager 
who follows the member throughout their pregnancy. 


All pregnant members are sent a Pregnancy Welcome packet that includes educational 
materials on prenatal care, postpartum care, warning signs in pregnancy, community 
resources, breast feeding, our Case Management program and information on our Health 
Pregnancy class.  


Quarterly pregnancy classes are taught by our health 
educators in northern and southern Nevada.  The class 
teaches members about staying healthy while pregnant, 
including proper nutrition and exercise, the importance 
of prenatal and postpartum care and how to care for the 
baby before and after delivery. Members who attend the 
class are given a package of newborn diapers for their 
participation. 







 
5.1 Vendor Information – Health Plan of Nevada


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 607 of 833
 


 


When a member is admitted to the hospital for delivery, she is assigned to a case manager or 
discharge coordinator. Before the member is discharged from the hospital, the discharge 
coordinator visits the member at the bedside, providing an educational postpartum packet. The 
discharge coordinator also schedules the postpartum physician visit for the member before she 
leaves the hospital.  


Every member who delivers a baby also receives a letter reinforcing the importance of 
scheduling a postpartum care visit for a female within three to eight weeks. If the member 
returns a copy of their completed postpartum care visit and date, the member receives a gift of 
a night light or pedometer. 


The efforts of our prenatal and postpartum program have been very effective in improving the 
OB HEDIS measures. The 
Frequency of Prenatal 
Care increased by 32 
percent from HEDIS 2008 
to HEDIS 2012. 
Postpartum Care Visits 
increased by nearly 37 
percent from 2008 to 2012, 
demonstrating significant 
improvements in both 
prenatal and postpartum 
visits HEDIS rates. 
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Performance Indicators 
We monitor performance based upon HEDIS indicators and other quality measures as 
identified in DHCFP’s Quality Assessment and Performance Improvement Strategy work plan. 
Working closely with the State and its EQRO for the past 15 years has enabled us to establish 
aggressive, yet realistic goals for each of these measures. The methodology used establishes 
goals to significantly reduce the gap between performance and the benchmark (usually the 90th 
percentile) by 10 percent. 


We have collected, analyzed and reported HEDIS measures throughout the 15 years since 
HEDIS was first adopted as a Medicaid requirement. We aggressively monitor and measure 
our performance against 76 measures across five domains of care as a means of identifying 
targeted improvement opportunities specific to the needs of our State partners and their 
members. As a long-term partner with the State of Nevada, we collect and report all of the 
specific HEDIS measures to meet the needs of DHCFP and to identify needs and improve 
performance on a range of important health issues facing Nevada. 


The current HEDIS 2012 indicators that we reported to the DHCFP in June 2012 included: 


Member Group HEDIS Indicators 


Medicaid 


 Adolescent Well-Care visits 
 Annual Dental visits 
 Childhood Immunizations Combinations 2-10 
 Children and Adolescents’ Access to PCPs 
 Comprehensive Diabetes Care (excluding the Hemoglobin A1C <7 rate) 
 Follow-up after Hospitalization for Mental Illness 
 Frequency of Ongoing Prenatal Care 
 Lead Screening in Children 
 Mental Health Utilization – Percentage of Members Receiving Inpatient, Day or 


Night and Ambulatory Services 
 Prenatal and Postpartum Care – Timeliness of Prenatal Care and Postpartum 


Care 
 Use of Appropriate Medications for People with Asthma 
 Weeks of Pregnancy at Time of Enrollment 
 Well-Child Visits in the First 15 Months of Life 
 Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life 


Nevada Check 
Up 


 Adolescent Well-Care visits 
 Annual Dental visits 
 Childhood Immunizations Combinations 2-10 
 Children and Adolescents’ Access to PCPs 
 Follow-up after Hospitalization for Mental Illness 
 Lead Screening in Children 
 Mental Health Utilization – Percentage of Members Receiving Inpatient, Day or 


Night and Ambulatory Services 
 Use of Appropriate Medications for People with Asthma 
 Well-Child Visits in the First 15 Months of Life 
 Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life 


Although not required by the DHCFP for reporting, we collect the following additional HEDIS 
measures that are also reviewed and evaluated by the health plan internally to determine if 
improvements are demonstrated for these key indicators. In addition, selected measures in the 
Use of Services HEDIS domain are evaluated to determine potential areas for potential under- 
and over-utilization: 
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Member Group HEDIS Indicators 


Medicaid 


 Appropriate Testing for Children with Pharyngitis 
 Appropriate Treatment with Children with Upper Respiratory Infections 
 Breast Cancer Screening 
 Cervical Cancer Screening 
 Chlamydia Screening 
 Cholesterol Management for Patients with Cardiovascular Conditions 
 Controlling High Blood Pressure 
 Immunizations for Adolescents 
 Medication Management for People with Asthma 
 Weight Assessment and Counseling for Nutrition and Physical Activity for 


Children and Adolescents 


Nevada Check 
Up 


 Appropriate Testing for Children with Pharyngitis 
 Appropriate Treatment with Children with Upper Respiratory Infections 
 Cervical Cancer Screening 
 Chlamydia Screening 
 Immunizations for Adolescents 
 Medication Management for People with Asthma 
 Weight Assessment and Counseling for Nutrition and Physical Activity for 


Children and Adolescents 


Key Measures of Satisfaction, Access and Availability 
The Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey results are 
reported to DHCFP each year. Some of the areas the survey results include are ratings of the 
health plan, overall health care, personal doctor, receiving needed care, and scheduling 
appointments quickly. These results are reviewed by DHCFP and HPN to determine 
opportunities for improvement.  


Additional measures of access and availability are reported to DHCFP each year through the 
QI program evaluation. Measures monitored by HPN and DHCFP are appointment access 
(emergent, urgent and routine care) for medical and behavioral health providers, geographic 
availability of medical and behavioral health providers and telephone access for Member 
Services, among other measures.  


Although not required by DHCFP for reporting, we collect the following additional HEDIS 
measures, which are internally reviewed and evaluated internally to determine if improvements 
are demonstrated for these key indicators. In addition, selected measures in the Use of Services 
HEDIS domain are evaluated to determine potential areas for potential under- and over-
utilization.  


 Appropriate Testing for Children with Pharyngitis (Medicaid, Nevada Check Up) 


 Appropriate Treatment for Children with Upper Respiratory Infections (Medicaid, Nevada 
Check Up) 


 Breast Cancer Screening (Medicaid) 


 Cervical Cancer Screening (Medicaid, Nevada Check Up) 


 Chlamydia Screening (Medicaid, Nevada Check Up) 


 Cholesterol Management for Patients with Cardiovascular Conditions (Medicaid) 


 Controlling High Blood Pressure (Medicaid) 
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 Immunizations for Adolescents (Medicaid, Nevada Check Up) 


 Medication Management for People with Asthma (Medicaid, Nevada Check Up) 


 Weight Assessment and Counseling for Nutrition and Physical Activity for Children and 
Adolescents (Medicaid, Nevada Check Up) 


Meeting the Performance Improvement Goals 
Our long-term QI experience is paying dividends. Our local and sustained commitment has 
brought about continued increases over time. We have also achieved improvements to the 
national 90th percentiles on key quality indicators for both the Medicaid and Nevada Check Up 
populations. By continuing to focus on these reported rates, in conjunction with the measures 
that have had goals set by the State, we expect to continue to improve health outcomes and 
overall program satisfaction among program members. The table below displays all measures 
where we have exceeded 90 percent. 


HPN HEDIS 2012 Trends for the Medicaid Population 
Measure/Data Element HEDIS 2012 Rate 


Effectiveness of Care: Prevention and Screening – Use of 
Appropriate Medications for People with Asthma 
5-11 Years 92.65% 


Annual Dental Visits 


7-10 Years 71.88% 
11-14 Years 63.90% 
Total 59.41% 


 
HPN HEDIS 2012 Trends for the Nevada Check Up Population 


Measure/Data Element HEDIS 2012 Rate 


Effectiveness of Care: Prevention and Screening – Childhood 
Immunization Status 
DTaP 92.15% 
IPV 98.43% 
MMR 96.34% 
HIB 97.91% 
Hepatitis B 94.24% 
VZV 96.86% 
Pneumococcal Conjugate 87.96% 
Hepatitis A 63.87% 
Rotavirus 77.49% 
Combination #2 86.39% 
Combination #3 82.20% 
Combination #4 57.07% 
Combination #5 67.54% 
Combination #7 48.17% 
Combination #8 29.84% 
Combination #10 25.65% 
Effectiveness of Care: Respiratory Conditions – Use of Appropriate 
Medications for People with Asthma 
5-11 Years 98.39% 
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Measure/Data Element HEDIS 2012 Rate 


Effectiveness of Care: Prevention and Screening – Childhood 
Immunization Status 
Effectiveness of Care: Behavioral Health – Children and 
Adolescents’ Access to Primary Care Practitioners 
12-24 Months 97.59% 
25 Months – 6 Years 93.05% 
7-11 Years 94.17% 
12-19 Years 93.01% 


Annual Dental Visit 


2-3 Years 52.43% 
4-6 Years 77.52% 
7-10 Years 86.47% 
11-14 Years 81.61% 
15-18 Years 69.11% 
Total 78.05% 


In addition to PCMH models of service delivery, value-based purchasing methodologies are 
driving performance measures nationally with Point of Service Delivery incentives, Meaningful 
Use incentives and Episodes of Care based incentives defining health care service delivery 
performance. We will benefit from our national experience with these measures as we look to 
implement additional performance measures during the term of this RFP. 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Our Investment in Improvement  
With more than two decades of experience, HPN has worked with the Nevada Medicaid and 
Nevada Check Up populations to identify opportunities to improve services for these vulnerable 
members. As a result we have been able to enhance access to care, as well as identify 
opportunities to establish best practices in the area of clinical outcomes, enhanced access to 
providers, and services, and specific treatment protocols.  


Our PCMH model helps identify specific gaps in care using our proprietary Population 
Registry and connectivity with our provider’s electronic medical records (EMR). In addition, 
HPN has invested in several other initiatives to improve access and health outcomes. 


Most recently, we have focused on three clinical areas to specifically improve access to care and 
enhance treatment protocols for these specific initiatives. These programs have been recognized 
as best practices by our providers and other stakeholders. These initiatives include behavioral 
health, dental care and access, and health management services.  


The following pages provide descriptions of the above programs, which exemplify our ability to 
invest in the improvement of services, treatment protocols, and development of best practices to 
serve the Nevada Medicaid and Nevada Check Up population. 


Behavioral Health Improvements  
As the Nevada Medicaid and Nevada Check Up programs developed, additional services were 
added to the benefit schedule. HPN identified an increase in provider participation to deliver 
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these services; however, there was no corresponding improvement in behavioral health 
treatment outcomes for the members using these services.  


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Narrative Resumes 
 


Dental Care and Access Improvements 
In 2001, DHCFP added dental benefits to our managed care contract due to serious access 
issues with and availability of dental services for Nevada Medicaid and Nevada Check Up 
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children. At this time, very few dentists accepted members under these programs. HPN recalls 
when children waited in line outside of dental practices beginning at 4:00 a.m. hoping to obtain 
an appointment.  


Since 2001, HPN has aggressively pursued improved access to dental services for Nevada’s 
most vulnerable children.  


The Problem 
As reported by DHCFP in 2000, only 18 percent of Nevada Medicaid children received dental 
care annually.  


Our Success 
HPN has made significant improvements in this area. Our 2012 HEDIS rates for Annual Dental 
Visits age four and over are 59.41 percent of our Medicaid members and 78.05 percent of our 
Nevada Check Up members, ranking in the 90th percentile nationally. 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Narrative Resumes 


The following table shows HEDIS Rates for Annual Dental Visits for Children Ages 2 through 
21: 


 


We were very proud of the HEDIS results noting a 170 percent improvement from 2005 to 2012 
for our Medicaid members and 168 percent improvement for our Nevada Check Up members. 
The Annual Dental Visit HEDIS rate for the Medicaid population was a statistically significant 
improvement from 2006 to 2012. The Annual Dental Visit HEDIS rate for the Nevada Check 
Up population was a statistically significant improvement from 2006 to 2012.  


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Narrative Resumes 
 


Health Management Improvements  
For many years, HPN’s Health Management program has assisted members with one or more 
of the four identified chronic disease conditions to better self-manage their health. This multi-
faceted and population-based program includes focused interventions that offer all individuals 
with chronic disease conditions multiple strategies in which to become engaged in their health.  
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Through this program, all members with asthma (children, teens and adults), chronic 
obstructive pulmonary disease, diabetes and heart failure receive written reminders about 
needed tests and exams, educational materials on how to manage their health (including their 
medical and behavioral health), information about working with their RN health coaches, and 
participation in Health Education and Wellness classes.  


Best Practices to Improve Access to Care 
HPN has employed best practices to improve access to health care. Our programs support our 
members in self-managing their health and getting needed tests and exams. The following 
examples highlight our ongoing commitment and success in helping our members stay healthy.  


The Passport to Living Healthy Series 
The Passport to Living Healthy with Diabetes educational binder allows an individual with 
diabetes to self-manage their health through education. The binder is specifically designed to 
walk the health plan member through their health journey to stop along the way in the 
Passport to the Living Healthy Journey, including:  


 Get your Health Checks, Tests and Exams: Lists health checks, tests and exams to maintain 
health 


 Eat and Drink in a Healthy Way: Gives tools and tips to eat and drink in a healthy way 


 Be Active: Highlights actions that someone can take to stay active 


 Keep Yourself Up-to-Date: Reminds an individual to stay current with 
needed tests and exams, helps the member ask questions of the doctor, 
gives the individual the tools to track medications, helps the member 
keep track of blood sugar levels, and gives the member websites for 
additional information 


 Reward Yourself: Offers the individual the chance to be rewarded for 
getting needed health checks, tests and exams 


 Review Tools and Tips: Gives the member helpful tools and tips 


Health Management Results Demonstrated For Members Over Time 
Through multiple key interventions, improvements can be seen in the numbers of members 
who have received diabetes tests such as hemoglobin A1c tests, eye exams, low-density 
lipoprotein (LDL) screening tests and medical attention for nephropathy. The following graph 
shows the change in HEDIS rates for Medicaid members from 2006 to 2012: 
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RN Health Coach  
Health plan members at high and moderate risk for future health care utilization are also 
encouraged through additional direct and automated calls to participate in ongoing RN health 
coach telephone calls every 60 to 90 days. In addition, for members with heart failure at high 
and moderate risk, these individuals are eligible to receive telemonitoring to help monitor their 
weight and blood pressure levels each day. If the weight or blood pressure levels are above or 
under goal, an alert is sent electronically through a web-based system to an RN health coach 
who is standing by to contact the member for additional help and assistance.  


Case Study of RN Health Coach and the Telemonitoring Bridge Program 


An adult member was enrolled in the Health Management program’s Telemonitoring Bridge program in 
May 2011. She had a recent hospitalization and readmission for respiratory issues. She had knowledge 
deficits related to her medication management and disease process. She also had problematic vital signs 
including low blood pressure and a high heart rate.  


This member showed some improvement in respiratory status after enrolling but soon after, she 
developed ongoing cardiac episodes. Her cardiologist was alerted of this health status change by the RN 
health coach and she was diagnosed with atrial fibrillation. 


The member was overwhelmed by the new diagnosis, treatment and medication regime. The RN health 
coach educated the member on the diagnosis, treatment and medications. The member was also 
referred to a Health Education and Wellness class while the RN health coach continued to monitor her 
progress. 


The outcomes achieved as of September 2012 have been remarkable! This member’s vital signs are 
now stable and within normal parameters. She also has not been hospitalized for over a year. This 
member attributes her improvement in managing her health by monitoring her vital signs each day. She 
also works closely with her RN health coach who explains and reinforces the steps she needs to take to 
stay healthy.  


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Our experience with DHCFP can be characterized as a successful partnership. In large 
measure, this relationship grew out of a shared commitment to meet the health care needs of 
Medicaid and Nevada Check Up members. We have nearly three decades of experience 
working with the State of Nevada and were instrumental in assisting the passage of the Nevada 
Medicaid managed care legislation. We have contracted with DHCFP since 1997 as a Medicaid 
contractor and since 1998 as a Nevada Check Up contractor, and have successfully provided 
the services described in this RFP for more than 15 years. Our Medicaid Vice President of 
Operations, Kelly Simonson, has held this position for 14 years, interacting with State 
government employees on a daily basis. HPN has successfully provided similar managed care 
services to Nevada Medicare beneficiaries since 1985 and to Nevada commercial members in 
the private and public sector since 1984. 


For more than 20 years, we have worked with the Public Employee Benefit Program (PEBP) to 
provide innovative, practical and financially responsible ways to make higher quality health 
care more accessible and affordable for more state employees. Our strength has provided local 
managed health care, claims processing and the centralization of all group, member and 
customer service functions under one internal division located in Las Vegas. Since January, 
1992, we have provided HMO medical plan coverage for PEBP employees; focusing on making 
it easier for people to get the care they need, personalizing and simplifying their health care 
experience, strengthening the bonds between patients and physicians, modernizing technology 
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to improve consistency and connectivity among all the participants in health care, and finding 
new ways to improve quality. 


We are dedicated to making Nevada’s health care system work better not just with the 
Medicaid population, but also with the individuals and employers who purchase their health 
care in the commercial market, and with individuals who received their health care through a 
Medicare Advantage program. 


Our employees (through both UnitedHealth Group and previously through Sierra Health 
Services) have a long history of participating in the legislative and regulatory process. We have 
participated in the legislative and regulatory process prior to being awarded the Medicaid 
MCO contract in 1997. We have worked closely with the Nevada Medicaid Administrator 
during each legislative session supporting Medicaid bills. Our participation in the legislative 
and regulatory process includes the following: 


 Full-time state government affairs personnel in Carson City for Nevada Legislative Sessions 
since at least 1991.  


 Government affairs lobbying group on retainer that assists our state government affairs 
efforts in Carson City during the legislative session and during the interim periods. 


 Senior leadership and our regulatory/government affairs personnel have been appointed 
various interim legislative committees including the following:  


– The Governor’s Blue Ribbon Taskforce on Health Information Technology/Exchanges,  


– Two Silver State Health Insurance Exchange subcommittees (Plan Certification and the 
Risk Reinsurance and Risk Adjustment subcommittee), 


– The technical workgroup for the Interim Legislative Committee Legislative Committee 
on Health Care Subcommittee to Study Health Insurance Expansion Options 2003-2004,  


– The Public Employees' Benefits Program Advisory Committee (A.C.R. 10) 2003-2004. 


 Regulatory affairs personnel is a member of the Insurance Commissioner’s Health Care 
Advisory Committee, sits on the Board of the Nevada Program of Reinsurance for Small 
Employers and Eligible Persons, and is a current Board member of the State Health 
Division Fitness and Wellness Council.  


 Regulatory/government affairs personnel have been members of the following regulatory 
agency workgroups: 


– The Insurance Commissioner’s Property and Causality 


– The DOI workgroup on Prompt Payment of Claims 


– The DOI workgroup on establishing a standardized provider credentialing application 


 The only Medicaid vendor who has a board membership on the Nevada Life & Health 
Guarantee Association, which ensures continuation of services to Nevada residents if their 
insurer becomes insolvent. This will become even more important if companies attempt to 
enter the Nevada commercial insurance market through the Silver State Health Insurance 
Exchange and become insolvent. 


 HPN has two employees actively serving on committees of the Silver State Health Insurance 
Exchange. As the only health plan that covers both Medicaid and commercial members, we 
have a strong interest in the success of our state’s exchange. 
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 Worked closely with the Medicaid department during legislative sessions to advocate on 
legislation that could impact Medicaid, including Medicaid funding and expansion. 


The following is a brief summary of our key achievements in working with the State of Nevada 
on the MMCP: 


 First Medicaid partner: HPN was one of the first health plans to contract with the State, 
providing program members with access to mainstream medical providers who previously 
would only accept commercial members. Currently, HPN’s 104,000 Medicaid and Nevada 
Check Up members have complete access to approximately 4,000 contracted providers. 


 First Check Up partner: In 1998, HPN partnered with the DHCFP to implement the Nevada 
Check Up program, providing health insurance to many of the State’s uninsured children. 
Throughout the last 14 years, this program has grown to 12,000 HPN members, 67 percent 
of the statewide population.  


 Dental benefit added: In 2002 and 2006, at the State’s request, HPN incorporated a dental 
benefit for Clark and Washoe Counties respectively to replace the Medicaid dental FFS 
program. Access to dental care for members was extremely limited under FFS. Our 
Medicaid members have access to 268 dentists and specialists in Clark County and 72 
dentists and specialists in Washoe County.  


 Obstetrics and malpractice crisis: In 2002, the State’s medical malpractice crisis resulted in 
the closure of many Las Vegas obstetric practices; however, SMA continued to accept new 
patients, and prenatal and postpartum care for HPN’s members was never interrupted.  


 MMIS and contractor challenges: From second quarter 2003 through first quarter 2004, 
HPN worked closely with the DHCFP on the implementation of the State’s new Medicaid 
Management Information System (MMIS). Numerous implementation challenges arose in 
the areas of eligibility, enrollment, and payment processing. In response, HPN assembled a 
team of information technology experts and operational managers to assist in resolving 
these implementation issues. The HPN staff engaged in conference calls three times a week 
for nearly six months with DHCFP and First Health Services Corporation (DHCFP’s 
MMIS contractor). HPN’s involvement proved pivotal in identifying and resolving many of 
the challenges. Despite the inability of the MMIS and First Health to make payments to 
HPN and accurately provide enrollment and eligibility information for almost a year, HPN 
ensured that members received medical and dental care without interruption, and fulfilled 
payments to providers.  


 Washoe County: On February 1, 2004, HPN expanded into Washoe County. We made this 
commitment despite the reluctance of the provider community in Washoe County to 
participate in managed care. HPN’s network development and provider services 
department worked diligently to establish a provider network, which today boasts 997 
contracted providers. HPN now serves 67 percent of our members in Washoe County. 


 Washoe County dental benefit: In 2006 HPN developed a dental provider network in Washoe 
County to further expand the footprint of the Medicaid Managed Care Program to meet the 
request of DHCFP. We have direct contracts with 71 dentists and dental specialists in 
Washoe County.  


 Assisted latest Medicaid contractor: In 2006, at the request of DHCFP, HPN worked with the 
State’s EQRO to develop a readiness review tool for the new Medicaid Managed Care 
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Program contractor. DHCFP made this request of HPN due to our stellar audit 
performance scores and fully implemented Medicaid Managed Care Program.  


 Medical Homes and Care Management Organization: In 2010-2011 we worked with DHCFP 
providing information and innovative ideas on medical homes and health homes, which 
provided the foundation for the Care Management Organization Program DHCFP is 
currently developing with McKesson.  


 Enrollment and payment files: 2011-2012 HPN has worked collaboratively with DHCFP and 
its new MMIS contractor, Hewlett Packard (HP), to transmit and receive the HIPAA-
compliant enrollment and payment files. Although HP had some enrollment and payment 
file struggles in the transition, HPN worked collaboratively with them to minimize 
disruption to our members, ensuring they received health care services despite the 
enrollment and payment file issues.  


 Encounters: This year HPN is working with DHCFP and its contractor to provide 
professional and inpatient encounter files monthly in order for DHCFP it determine 
Meaningful Use Funding distribution to Nevada providers.  


 CHIPS grant: HPN is currently partnering with DHCFP on the CHIPS reward grant. HPN 
is one of three community associations participating in DHCFP’s grant, ChipRewards. This 
program provides an online web portal for eligible participants of the Medicaid Incentives 
for Prevention of Chronic Disease (MIPCD) program to view available incentives, track 
earned reward points and redeem the points for awards. If a program participant has a 
BMI of 30 or greater, the participant is referred to our Health Education and Wellness 
Weight Management program. Participants can earn points for attending the Weight 
Management program (three, two-hour sessions) and Weight Management Support Group 
sessions (12 one-hour sessions). They can also earn points for measurements taken in the 
weight management support group, including waist circumference, resting heart rate and 
body fat percentage. Using the unique identifier code, the data from HEW will be provided 
to ChipRewards to track participant engagement and health status.  


 Washington example: Our HPN behavioral health department provides UM services for the 
publicly funded (Medicaid) mental health program for four Regional Support Networks 
(RSNs) in the State of Washington. This department operates two offices serving these 
RSNs, one in Las Vegas NV and the other in Spokane WA. Both sites are supported by 
adequate staff and resources to effectively perform all utilization functions. Performance of 
all functions are conducted in compliance with applicable Washington state and federal 
statues and rules, including CMS, as well as regulatory requirements of accreditation (i.e., 
URAC and NCQA). Performance of all functions are conducted in compliance with 
applicable Washington state and federal statues and rules, including CMS, as well as 
regulatory requirements of accreditation (i.e., URAC and NCQA).  


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the 
specific responsibilities of each of these individuals in relation to the requirements set forth 
herein. This information must be included in vendor’s technical response to the RFP. 


The following table illustrates our key personnel’s responsibilities in relation to the 
requirements of this RFP. Resumes of these key personnel can be found in Attachment G – 
Staff Resumes. 
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Key Personnel Title RFP Responsibilities 
Years of Nevada 


Medicaid Experience 


Donald Giancursio Chief Executive Officer 


Oversees management 
of all operational areas 
for Medicaid, Medicare 
and commercial lines of 
business 


4 


Kyle Clingo 
Senior Vice President of 
Operations 


Management of all 
operational areas 


11 


Kelly Simonson, RN, 
BSN, MHS 


Vice President, Medicaid 
Operations 


Overall compliance with 
all RFP requirements, 
implementation, pre-
readiness review, cost  


14 


Daniel McBride, MD Chief Medical Officer 
All medical services, 
UM, medical director  


24 


Valerie Grosjean, RN, 
BNS, MHS 


Chief Nursing Officer, 
Director of Medical and 
Clinical Operations 


All medical services, UM  6 


Terri Jacque, RN, 
BSN 


Director of Clinical and 
Medical Management 


Prior authorization, 
telephone advice nurses  


2 


Michelle Walker, BS 
Associate Director, Network 
Contracting and Provider 
Services 


Provider network and 
provider services, out-
of-network services, 
medical records, 
credentialing  


12 


Deborah Wheeler, 
MSPH, CMCE  


Director, Quality 
Improvement 


Cultural competency 
program, quality 
improvement/assurance 
program, HEDIS 
reporting, state quality 
strategy case 
management, EPSDT  


6 


Michelle Agnew, 
MBA, MHCM 


Executive Director, 
Behavioral Health 


Behavioral health, 
SED/SMI 


12 


Timothy Justice, MD 
Medical Director, Behavioral 
Health 


Behavioral health, 
clinical and utilization 
oversight 


2 


Ray Rawson, DDS Dental Director Dental services 40 
Ryan Bitton, 
PharmD, MBA 


Pharmacy Director Pharmacy services 6 


Noreen Dentscheff, 
RN, BSN 


Associate Director, Medical 
Management/OB/PEDS/NICU


Pediatric and obstetrical 
clinical services 
including children with 
special health care 
needs  


6 


Corrine Spaeth, BS 
Director of Claims 
Processing 


Claims payment 15 


Sachin Shah, BS Chief Financial Officer 


Fiscal responsibilities, 
financial reporting, 
capitation payments, 
stop-loss payments, 
low-birth weight 
payments  


2 


Lori Yadav, BS 
Assistant Vice President 
Enrollment 


Enrollment and 
disenrollment  


15 


David Stuczynski Director of Member Services Member services 7 
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Key Personnel Title RFP Responsibilities 
Years of Nevada 


Medicaid Experience 


Pam Smith 
Director, Customer 
Response and Resolution 


Grievance, appeals and 
fair hearings  


9 


Bob Schaich, BA, 
MBA 


Senior Vice President/Chief 
Information Officer 


Management 
information system, 
information systems 
and technical 
requirements, HIPAA 
transaction 
requirements 


13 


Lisa Jolly, JD 
Associate Director 
Compliance 


Fraud, waste and abuse 
program 


2 


Darren Mehling, BS 
Assistant Vice President, 
Health Informatics 
Operations 


Reporting, encounters  9 


Shaun Shoener, BA, 
MPA 


Associate Director, Network 
Contracting 


Provider contracting 6 


F. Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


Health Plan of Nevada has “Nevada” as part of our name for a reason. We are fully committed 
to Nevada, all of the personnel listed in the following tables are located in Nevada, and we were 
founded in Nevada. In addition, operations remain in Nevada, and, together with our parent 
company, UnitedHealth Group and affiliate companies, we employ 3,000 residents in Northern 
Nevada and Southern Nevada, and our Nevada employees donate more than 4,000 hours 
annually to charities within our communities. In fact, we have donated to more than 400 
Nevada charities over the last four years alone. 


1. Information Systems 


Key Personnel Title RFP Responsibilities 


Bob Schaich, BA, MA, MBA 
(Project Supervisor) 


Senior Vice President and Chief 
Information Officer 


Management information system, 
information systems and technical 
requirements, HIPAA transaction 
requirements 


Michael Ehlman, BS 
Director of Application 
Development and Production 
Services 


Application development and 
production services  


Andrew Topper, B. Comm 
Director of Application 
Development 


Application development 


Brian Kulesza, BS  
Application Development 
Consultant 


Application development 


Chris Anderson, AS Senior Application Developer Application development 
Louis Bruno, BS Manager of Production Services Production services 
Jose DelCarmen, BS IT Systems Management Analyst Systems management analyst 


2. Utilization/Case Management 


Key Personnel Title RFP Responsibilities


Daniel McBride, M.D.  Chief Medical Officer 
Medical director’s office, oversees 
clinical, quality and utilization 
programs 
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Key Personnel Title RFP Responsibilities 


Laurine Tibaldi, M.D.  Medical Director 


Directs clinical services for 
members, prior authorization, 
concurrent and retrospective 
utilization review 


Valerie Grosjean  
(Project Supervisor) 


Director Medical and Clinical 
Operations 


Directs inpatient clinical services 
and case management for all 
geographical service areas and all 
member types 


Noreen Dentscheff, Roberta 
Young, Eleanor Carrier 
 


Associate Director Case 
Management 


Directs inpatient and outpatient 
pediatric and obstetrical case 
management services 


Roberta Young 
Associate Director Case 
Management 


Directs inpatient and outpatient 
adult case management services 


Eleanor Carrier 
Associate Director Case 
Management 


Directs inpatient and outpatient 
adult case management services 


Aimee Provost Clinical Pharmacist 


Provides pharmacy services for all 
inpatient cases to coordinate 
prescriptions, medication 
reconciliation 


Rhonda Dabney 
Supervisor, Medical and Clinical 
Operations 


Supervises non-clinical aspects of 
UM services 


Patricia Johnston 
Supervisor, Medical and Clinical 
Operations 


Supervises non-clinical aspects of 
UM services 


Peggy Ambro Supervisor, UM Supervises UM activities and staff 


Neil Boyce, Jeanne 
Sullivan-Lehman 


Supervisor Case Management 


Supervises all adult outpatient 
case management service 
activities to include complex, out-
of-network and transplant cases 


Allan Arciaga, Margaret 
Barrett, Melodi Choate, Gina 
Pierotti-Buthman 


Manager of Case Management 


Manages all adult outpatient case 
management service activities to 
include complex, out-of-network 
and transplant cases 


Kelly Hall Manager Clinical Admin 
Manages administrative services 
for UM activities to include 
reporting 


Erica Schramm  Manager Social Work 
Manages social worker case 
management staff and services 


Marly Loria Senior Clinical Quality RN Provides prior authorization 


Yvette Black Senior RN 


Oversees RN staff in the 
investigation of quality of care 
complaint, ensures that RN staff 
are adequately trained and 
informed of applicable federal and 
state laws and regulations, 
analyzes department data to 
identify trends to report to QM 
manager and medical director, 
assists in coordination of peer 
review meetings 


Loida Sumera, Teresa 
Aniban, Rosalie Aquino, 
Shad Bedingfield, Jane 
Beltran, Delmy Bernal, 
Beatrice Borderes, Christine 
Callon, Socorro Chavez, 


Case Manager  


Coordinates all inpatient and 
outpatient medical services for 
hospitalized, complex and high-
risk cases to mitigate health issues 
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Key Personnel Title RFP Responsibilities
Razel Cordova, Donna 
Craig, April De Guzman, 
Gus Del Rosario, Joan Dela 
Pena, Marjorie Dunning, 
Nicole Figles, Ma Dolores 
Gabriel, Christie Haywood, 
Victoria Hudak, Victoria 
Kibort, Jane Kimball, Joan 
Kindelan, Silvia Legaspi, 
Deborah Letourneau, Amber 
McDowell, Sandra Miralles, 
Linda Muscat, Flordelina 
Nawrocki-Aganon, 
Marcelina Ola, Dexter 
Ortaliz, Venus Perez, 
Danielle Poist-Proto, Mary 
Robles, Carmela Salveron, 
Abigail Santiago, Penni 
Santucci- Jackson, Maria 
Sarmiento, Esther Steele, 
Allison Strickler, Yvonne 
Swansen, Leanne Terry, 
Karon Usher, Glenna 
Westberg, Ryan Wilgus, 
Kaye Wonders, Karen 
Wright, Janice Ash, 
Charlene Ballan-Casaquit, 
Rene Bock, Abigail Ross, 
Lourdes Sumbang, Summer 
Treadway 
Michael Jaleco, Jeanisa 
Mojica, Cynthia Pierce, 
Connie Quinn, Lois 
Watkins, Anglea Barsekian, 
Mattie Haley, Lisa Quevedo, 
Virginia Dominguez, 
Barbara Flaco, Vicky 
Hardaway, Bobbi Hasler, 
Jacquieline Montijo, Gregg 
Miller 


Case Manager 


Coordinates all inpatient and 
outpatient medical services for 
hospitalized, complex and high-
risk cases to mitigate health 
issues.  


Linda Fox, Roberta Young, 
Lauren Smith, Kathryn 
Rosstedt, Tiffany Villaverde  


Senior Clinical Administrative 
Coordinator  


Prior authorization pre-service of 
benefits determination 
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Key Personnel Title RFP Responsibilities 
Eric Armamento, Diane 
Butte, Melinda Cote, 
Fatihimia Crockett, Larwine 
Dahlke, Nancy Domenick, 
Gwendolyn Grant, Debra 
Lenz, Nancy Lozano, 
Cynthia Melius, Detra 
Morton, Lissette Mustafa, 
Lititia Noriega, Katherine 
Ramos, Rayna Rogers, 
Esther Santa Ana, Curtis 
Spencer, Yvonne Stave, 
Yvonne White 


Discharge Coordinator 
Plans and coordinates hospital 
discharges and medical/social 
service needs after discharge 


Jill Buckley, Cathie Burgon, 
Michelle Hannen, Anglea 
Harvey, Sharon Johnson, 
Knachell Kellogg, Jennifer 
Lanoue, Carolina Triana 


Social Worker 
Provides social service case 
management 


Cheryl Armstrong, Rose 
Boston, Armi Cana, Amelia 
Datu, Audrey Fluellen, 
Charisma Fox, Janet 
Housewright, Veronica 
Hughes, Scott Dlepzig, 
Felinita Maestro, Agnes 
Mangahas, Linda Padach, 
Myra Reeser, Barbara 
Richie, Roselyn Rudolph, 
Brenda Snyder, Kathryn 
Terrell, Neydis Vanegas 


Senior Case Manager 


Coordinates all inpatient and 
outpatient medical services for 
hospitalized, complex and high-
risk cases to mitigate health 
issues.  


Terri Jacque (Supervisor) Director, UM 
Directs all prior authorization 
services 


Shelean Sweet Manager, UM 
Manages prior authorization 
services 


Nina Fasce Durable Medical Equipment 
Reviews and coordinate all durable 
medical equipment requests 


B. Canals, C. Grant, S. 
Tatum-Hawkins, P. Irving, 
M. Williams, D. Harper, M. 
Nash 


Clinical Administrative 
Coordinator 


Processes admission notifications; 
enters cases in Facets; runs 
admissions and discharge reports 
from Meditech/HCA system; 
processes newborn enrollment 
forms upon notification; verifies 
insurance eligibility; maintains 
accuracy rating of 95 percent or 
better on audited cases 


N. Lind, T. Wilber 
Clinical Administrative 
Coordination Expedited 


Closely monitors assigned queues 
in Facets for incoming urgent prior 
authorization requests, initiates a 
minimum of three telephonic 
contacts within 72 hours of receipt 
of initial request, notifies member 
of approved or denied status, 
verifies member mailing addresses 


A. Ross, S. Treadway, M. 
Sumbang, R. Tummimia, R. 


Prior Authorization 
Reviews and approves all prior 
authorization requests in 
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Key Personnel Title RFP Responsibilities
Bock, J. Hitchcock, B. 
Francisco, M. Veluz, J. Ash, 
C. Ballan-Casaquit, M. 
Adams 


conjunction with the medical 
director 


J. Pinkard, A. Shane, D. 
Buckley, M. Figueroa, D. 
Hanna, M. Hansing, E. 
Russell, V. Pinto, M. Rasey, 
S. Pangunsan, L. Chapa, K. 
Bell, S. Wakefield, P. Bauer-
Pluta, K. Maur, J. Girgus, N. 
Jones-Johnson, T. 
Villaverde, T. Key 


Clinical Administrative 
Coordinators Call Center 


Processes admission notifications; 
enters cases in Facets; runs 
admissions and discharge reports 
from Meditech/HCA system; 
processes newborn enrollment 
forms upon notification; verifies 
insurance eligibility; maintains 
accuracy rating of 95 percent or 
better on audited cases 


3. Claims Payment 


Key Personnel Title RFP Responsibilities 


Leslie Hare (Supervisor) 
Director of Claims 
Operations 


Directs the day-to-day operations for 
claims support, data entry and 
processing services, directs and 
monitors the performance and quality 
standards across the support, Vertex, 
and processing units of claims 
operations services, implements new 
initiatives and programs impacting all 
teams within claims operations 
services, taking the lead for claims and 
implements new initiatives and 
workflows that reduce pended claims, 
while complying with regulatory 
guidelines for claims turnaround.  
Oversees the reconsiderations process 
within Claims Operations Services 
ensuring timeliness and quality across 
all impacted teams, oversees and 
manages priority project resolution, 
performs all job functions with a high 
degree of discretion and confidentiality 
in compliance with federal, state and 
departmental confidentiality guidelines. 


Corrine Spaeth 
Associate Director, Claims 
Processing 


Claims payment 


Tammy Glaser Manager, Claims ICQC 


Manages quality assurance reviewers, 
oversees policy and project 
coordinators, ensures quality control of 
claims processes 


Phyllis Rost 
Supervisor, 
Recovery/Resolution 


Oversees claims recovery and 
resolution processes  


Line Hardy 
Supervisor 
Recover/Resolution 


Oversees claims recovery and 
resolution processes 


K. Magliochetti Lead Claims support 


S. Reed, R. Welter Manager, Claims 


Develops, validates and publishes 
departmental policies, desktop 
procedures and compliance 
documents. Notifies management of 
problem identification. 
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Key Personnel Title RFP Responsibilities 


T. Anderson Manager, Claims Support 


Develops, validates and publishes 
departmental policies, desktop 
procedures and compliance 
documents. Notifies management of 
problem identification. 


J. Anderson, D. Arrellin, S. 
Aune, G. Bennett, N. 
Buchanana, I. Butler, O. 
Campbell, D. Chvatal, T. 
Clark, C. Gamboa, R. Glaze, 
C. Gray, D. Grey, L. 
Gregorio, A. Harrison, L. 
Hathaway, K. Hennessy, S. 
Holmes, H. Hylton, S. Jones, 
T. King, D. Klein, B. Leaf, J. 
Leddon, D. Lopez, J. 
MacLean, C. Malbon, T. 
Ouellette, R. Pitts, P. 
Rothgeb, S. Sayago, H. 
Sexton, B. Somianka, E. 
Stephens, P. Tautolo, I. 
Urrea, D. Arana, S. 
Arrendondo, M. 
Charelesworth, J. Flood, J. 
Hernandez, M. Hobgood, D. 
Klocke, C. Louby, J. Murata, 
C. Murillo, S. Nalls, S. 
Newman, S. Obeso, K. 
Stevens, B. Winson  


Claims Processors Processes claims 


4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Key Personnel Title RFP Responsibilities 


Deborah Wheeler 
(Supervisor) 


Director, Clinical Quality 


Provides reporting and analysis of 
member and provider care quality as 
well as for service quality levels and for 
the development of plans and programs 
to support continuous quality 
improvement using HEDIS and other 
tools, provides oversight of delegated 
entities providing services for plan 
products, provides leadership to and is 
accountable for the performance and 
direction through multiple layers of 
management and professional staff 
Works in cooperation with national 
quality departments as well as local 
staff and leadership, provides 
leadership to and is accountable for the 
performance of managers and 
professional staff, works in cooperation 
with the medical director and Executive 
Leadership team to ensure adequate 
reporting covering all levels of clinical 
and service quality are tracked, trended, 
and reported 







 
5.1 Vendor Information – Health Plan of Nevada


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 629 of 833
 


Key Personnel Title RFP Responsibilities 
Identifies key process improvement 
projects to champion to improve 
outcomes, services, or processes 


Rhet Perrett 
Associate Director, Clinical 
Quality  


Oversees annual HEDIS data collection 
process for commercial, Medicaid and 
Medicare lines of business, analyzes 
final rates achieved during HEDIS data 
collection to develop work plan and 
activities throughout the year to 
improve rates, works with the director 
of clinical quality to help manage 
related parts of the NCQA accreditation 
process, ensures compliance with 
policies, procedures, state and federal 
regulations, manages staff on areas 
related to HEDIS 


Carolyn Baker, Jennifer 
Zuckerman 


Project Coordinators 


Researches, summarizes and 
implements all State and federal 
regulations as they pertain to clinical 
quality. 


Shari Malloy 
RN Manager, Health/Case 
Management 


Manages disease and complex case 
management services 


Cybil Fry Manager Clinical Quality 


Oversees and coordinates activities 
related to NCQA accreditation, 
performance measurement and quality 
improvement focused on clinical areas 
and member satisfaction 


Terry Bilbrey RN Supervisor 


Coordinates, supervises and is 
accountable for the daily activities of 
the RN team in the review of the care 
delivered by providers of health care 
within the HPN delivery system. 
Ensures the department operational 
systems meet state and federal 
production guidelines. 
Conducts tracking and trending; 
reports and audits for the department 


Roberta Young 
Senior Clinical 
Administrative Coordinator 


Maintains accountability and promotes 
growth and communication within the 
Quality Improvement team especially 
for the medical assistants who work for 
the affiliated medical group and health 
plan. 


Kristi Crizantos, Ashley 
Gima, Krystal Hicks 


Associate Clinical 
Administrative Coordinators 


Health Management 


Kimberly Johnson 
Senior Clinical Quality 
Analyst 


Manages quality improvement 
initiatives and projects that focus on 
improving the health care and services 
for Medicare members, Ensures that 
multi-level strategies are in place for 
members and providers. 
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Key Personnel Title RFP Responsibilities 


Rita Grayson, Janine Sala Clinical Quality Analysts 


Manages quality improvement 
initiatives and projects that focus on 
improving the health care and services 
for Medicare members, ensures that 
multi-level strategies are in place for 
members and providers. 


Diane Adams, Deborah 
Smith 


Clinical Quality RNs 
Performs required HEDIS medical 
record review audits and other QI audits 
as required during the year.  


Angela Barsekian, Margaret 
Beckman, Katherine 
Burneika, Timothy Clark, 
Mattie Haley, Gregg Miller, 
Sherri Murawski, Lisa 
Quevedo, Kimberly 
Rodriquez, Thelma Seitz, 
Jamie Whitaker 


RN Case Managers Complex Case Management 


Dena Battles, Ellen Fraas, 
Amy Chavez, Penny Lopez, 
Shantell Marshall-Leonard, 
Jennifer Whipple, Amber 
Washington 


Medical Assistants Assists RN case managers 


Dawn Berry, Elizabeth 
Francke, Debbie Mitchell 


Survey Coordinators 
Satisfaction survey collection and 
analysis 


Barbara Christiansen, Gail 
Donhou, Louis Haywood, 
Rose Johnson, Barbara 
Radke  


RN Medical Records 
Reviewers 


Collects medical record information 
HEDIS 


Becky Johnston 
Manager, Quality 
Management 


Manages a team of business operations 
coordinators 


Lolita Estas, Aimee Fritz, 
Veralynn King, 


Senior Business Operations 
Coordinator, Quality 
Management 


Coordinates business operations for 
quality management 


Shirley Monroe, Joe Gray, 
Vicky Shull, Carol Weiss, 
Deborah Sanborn, Rose 
Robin, Mary Spriggs 


Senior Clinical Quality RN, 
Quality Management 


Coordinates business operations for 
quality management 


5. Health Education 


Key Personnel Title RFP Responsibilities 
Wendy Ronovech 
(Supervisor) 


Associate Director Directs all health education activities 


Alexis Jorge, Rebecca Eve 
(Supervisor) 


Supervisor 
Supervises health education activities 
and staff 


Suzzane Rogers, Jennifer 
Ainsworth, Celia Martin, 
Judy Fried, Carl Kosarick, 
Jennifer Speer, Kristen 
Bourque, Tracy Truran, Kim 
Zollinger, Lola Stubbs, 
Maryann D’Anna 


Health Educators Provides health education to members 


Andrew Mason Program Developer 
Develops and maintains technology and 
databases to support health education 


Natalie Genovese Clinical Scheduler Schedules health education classes 
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6. Data Coding 


Key Personnel Title RFP Responsibilities 


Darren Mehling (Supervisor) 
Assistant Vice President of 
Operations 


Oversees and monitors the 
development and production activities 
within the Healthcare Informatics 
department. 
Prioritizes and distributes workload 
amongst team members accordingly. 
Designs and develops complex data-
mart processes and applications. 
Reviews architectural design for new 
processes and applications. 
Supervises and conducts quarterly 
coaching to team members. 
Maintains ongoing self-study program 
to enhance knowledge of SQL, PL/SQL, 
Oracle TOAD, Oracle Warehouse 
Builder, HTLM dB, MS Access and 
Business Objects. 
Documents development activities by 
following the development and IS 
change management guidelines. 


Scott Wicker  
Manager of Data 
Management 


Oversees the Data Management team 
activities and superviss team members 
to ensure projects and activities are 
completed timely and accurately while 
following the Activity Life Cycle (ALC). 
Assists in data modeling, desktop 
application design and development, 
data analysis, data mining, data-mart 
processes, and business intelligence 
while following the development life 
cycle. Plays an important role in the 
Architectural team and Healthcare 
Informatics Activity Review Committee 
(ARC). Leads major technical projects 
within the department. 


John McAnally  
Associate Director of 
Strategic Analysis 


Directs strategic analysis for data 
coding, oversees health care analysis 


John Davis 
Associate Director of 
Business Analysis 


Directs business analysis for data 
coding, oversees health care analysis 


Tracy Teung, Snigdha 
Kolachala, Ellen Sinclair, 
Jim Brodersen, Nathan 
Maier, Robert Korkow, 
Nataniel-David Schultz, 
Jonathon Kinzel 


Senior IT Data Analytics 
Analyst 


Completes projects and development 
activities timely and accurately while 
following the Activity Life Cycle (ALC). 
Major duties include identifying 
potential and actual trend opportunities 
in the data, designing and developing 
creative solutions to health care and 
financial questions, developing original 
reports based on interpreted findings, 
working with end users to understand 
and implement new data reporting 
requirements and working alone or with 
a team, including external team 
members. 
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Key Personnel Title RFP Responsibilities 


Adam Patonal, Helen 
Prusakov, Chris 
Stephenson, James 
Mallniemi, Kevin Hare,  


IT Data Analytics Analyst 


Completes health care analysis and 
reports timely and accurately while 
following the Activity Life Cycle (ALC). 
Assists in interpretation and 
documentation of information and data 
to support several business units within 
the Managed Care Division. 
Responsible for supporting complex 
production reports.  


Deanna Bey Report Coordinator 


Prepares routine and ad-hoc reports, 
assisting with monthly capitation 
adjustment processing and projects as 
assigned. Resolves routine problems 
and questions, refers more complex 
problems to management. 


Cathy Hoff, Joseph Cole 
Senior Provider Data 
Specialist 


Generates reports using SQL queries 
and reporting tools to satisfy client 
requests. Processes provider requests 
for specific allowables. Maintains 
proprietary fee schedule. Studies and 
analyzes various fee schedules and 
relative value systems. 


JoAnne Mathis Reporting Analyst 


Generates reports using SQL queries 
and reporting tools to satisfy client 
requests. Processes provider requests 
for specific allowables. Maintains 
proprietary fee schedule. Studies and 
analyzes various fee schedules and 
relative value systems. 


7. Contract Negotiation Specialists/Network Recruiters 


Key Personnel Title RFP Responsibilities 


Scott Cassano  Senior Vice President 


Organizes, coordinates and administers 
the network development, contracts 
and provider services program. 
Responsible for financial modeling 
analysis, contract 
development/negotiation and 
implementation, provider education and 
assistance to the health care providers 
relating to the policies and procedures. 
Plans, organizes, administers, 
coordinates and directs the 
credentialing, re-credentialing and 
contracting processes of all health care 
providers. Ensures health care provider 
contracts remain compliant with all 
federal and state regulations, including 
but not limited to rules and regulations 
set forth by CMS and the NCQA. 
Provides direct supervision of 
management and supervisory staff 
responsible for major administrative 
divisions, programs and functions.  
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Key Personnel Title RFP Responsibilities 


Michelle Walker 
(Supervisor) 


Associate Director of 
Provider Services, 
Contracting and 
Credentialing 


Plans, directs, and manages the 
provider services functions for the 
Network Development and 
Contracts/Provider Service departments 
for all lines of business. Provides 
management oversight to a manager 
and 12-16 direct and indirect 
employees. 
Provider network and provider services, 
out-of-network services, medical 
records  


Shaun Schoener 
(Supervisor) 


Associate Director, Network 
Contracting Sierra Legacy, 
Physical, Facility, Ancillary 
and Tertiary Contracting 


Plans, directs and manages the 
provider services functions for the 
Network Development and 
Contracts/Provider Service departments 
for all lines of business. Provides 
management oversight to a manager 
and 12-16 direct and indirect 
employees. 
Provider network and provider services, 
out-of-network services, medical 
records  


Colleen Wood 
Manager of Operations – 
Provider 
Demographics/Directories 


Provides coordination and leadership in 
the implementation and management of 
a comprehensive and cost effective 
contracted provider deliver system for 
the various product lines, coordinates 
Geo Access reports, provider 
directories, appointment standards 


Jacy Jefferson Network Contract Manager 


Assists vice president of network 
management/provider relations in the 
contracting of professional, facilities 
and ancillary providers. Assists in high-
level negotiations of cost effective 
contracts/amendments for all product 
lines. Facilitates timely and effective 
coordination and communication with 
all internal departments regarding 
provider contract or network changes. 
Establishes and maintains strong 
business relationships with members of 
the provider community. 
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Key Personnel Title RFP Responsibilities 


Kim Stevens Network Pricing Consultant 


Maintains Group Add Requests 
received by the Network Development 
and Contracts department. Facilitates 
an effective contract process in its 
entirety from preparation of contracts to 
tracking them through the execution 
process. Works with manager to draft 
contract language and ensures 
agreements sent are compliant with all 
federal, State and CMS requirements. 
Responds to rate requests and 
prepares necessary amendments. 
Negotiates and executes letter of 
agreements with facilities and 
providers. 


Sarah Fox Provider Services Manager 


Provides leadership and supervision of 
provider service advocates and 
assistant staff in the management and 
maintenance of the provider delivery 
system. 
Manages and participates in provider 
liaison activities. 
Participates in development and 
implementation of provider education 
programs and communications. 
Oversees and coordinates provider 
claims problem investigation. 
Coordinates and oversees 
implementation of new provider 
agreements. 
Coordinates training and onboarding of 
providers 


Brenda Ward Dental Manager 


Coordinates provider education and 
assistance to the dental care providers 
Assists with the continuity of the 
credentialing and contracting process, 
development of plans, 
predetermination, member concerns 
and quality assurance. 
Interacts effectively with all 
departments to gain knowledge 


Herbert Alquisada Network Database Analyst 


Coordinates special projects for 
Network Management and Provider 
Relations as they pertain to providers, 
clients, contracts, negotiations, state 
and federal regulations, credentialing 
and reporting. Directly assists 
management in the contracting of 
professional, facility and ancillary 
providers. Facilitates timely and 
effective communication and 
coordination with all other departments 
within the organization. Assists with 
Provider Relations activities as needed. 
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Key Personnel Title RFP Responsibilities 


Terry Thompson Directory Supervisor 


Facilitates accurate and timely 
compilation, auditing and reporting of 
provider network data in support of 
network development activities. 
Analyzes and organizes data for reports 
and directories. Coaches, mentors, 
trains and measures productivity of the 
team. Ensures staff satisfies quality and 
quantity measurements. Provides 
oversight, direction and application of 
all production process flow. Accurately 
completes special projects, tasks, 
reports and other duties on a timely 
basis as directed by management. 


Jason Goodman Network Contract Manager 


Directly assists vice president of 
network management/provider relations 
in the contracting of professional, 
facility, and ancillary providers. Assists 
in high-level negotiations of cost 
effective contracts/amendments for all 
product lines. Facilitates timely and 
effective coordination and 
communication with all internal 
departments regarding provider 
contract or network changes. 
Establishes and maintains strong 
business relationships with members of 
the provider community. 


Brenna Leach, Kelly Block Contract Specialist 


Maintains Group Add Requests 
received by the Network Development 
and Contracts department. Facilitates 
an effective contract process in its 
entirety from preparation of contracts to 
tracking them through the execution 
process. Works with manager to draft 
contract language and ensures 
agreements sent are compliant with all 
federal, State and CMS requirements. 
Responds to rate requests and 
prepares necessary amendments. 
Negotiates and executes letter of 
agreements with facilities and 
providers. 


8. Encounter Data 


Key Personnel Title RFP Responsibilities 


Darren Mehling (Supervisor) 
Assistant Vice President of 
Operations 


Oversees and monitors the 
development and production activities 
within the Healthcare Informatics 
department. 
Prioritizes and distributes workload 
amongst team members accordingly. 
Designs and develops complex data-
mart processes and applications. 
Reviews architectural design for new 
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Key Personnel Title RFP Responsibilities 
processes and applications. 
Supervises and conducts quarterly 
coaching to team members. 
Maintains ongoing self-study program 
to enhance knowledge of SQL, PL/SQL, 
Oracle TOAD, Oracle Warehouse 
Builder, HTLM dB, MS Access and 
Business Objects. 
Documents development activities by 
following the development and IS 
change management guidelines 
Oversees reconciliation between claims 
paid and encounters 
 


Scott Wicker  
Manager of Data 
Management 


Oversees the Data Management team 
activities and supervise team members 
to ensure projects and activities are 
completed timely and accurately while 
following the Activity Life Cycle (ALC). 
Assists in data modeling, desktop 
application design and development, 
data analysis, data mining, data-mart 
processes, and business intelligence 
while following the development life 
cycle. Plays an important role in the 
Architectural team and Healthcare 
Informatics Activity Review Committee 
(ARC). Leads major technical projects 
within the department. 


John McAnally  
Associate Director of 
Strategic Analysis 


Directs strategic analysis for data 
coding, oversees health care analysis 


John Davis 
Associate Director of 
Business Analysis 


Directs business analysis for data 
coding, oversees health care analysis 


Tracy Teung, Snigdha 
Kolachala, Ellen Sinclair, 
Jim Brodersen, Nathan 
Maier, Robert Korkow, 
Nataniel-David Schultz, 
Jonathon Kinzel 


Senior IT Data Analytics 
Analyst 


Completes projects and development 
activities timely and accurately while 
following the Activity Life Cycle (ALC). 
Major duties include identifying 
potential and actual trend opportunities 
in the data, designing and developing 
creative solutions to health care and 
financial questions, developing original 
reports based on interpreted findings, 
working with end users to understand 
and implement new data reporting 
requirements and working alone or with 
a team, including external team 
members. 
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Key Personnel Title RFP Responsibilities 


Adam Patonal, Helen 
Prusakov, Chris 
Stephenson, James 
Mallniemi, Kevin Hare,  


IT Data Analytics Analyst 


Completes health care analysis and 
reports timely and accurately while 
following the Activity Life Cycle (ALC). 
Assists in interpretation and 
documentation of information and data 
to support several business units within 
the Managed Care Division. 
Responsible for supporting complex 
production reports.  


Deanna Bey Report Coordinator 


Prepares routine and ad-hoc reports, 
assisting with monthly capitation 
adjustment processing and projects as 
assigned. Resolves routine problems 
and questions, refers more complex 
problems to management. 


Cathy Hoff, Joseph Cole 
Senior Provider Data 
Specialist 


Generates reports using SQL queries 
and reporting tools to satisfy client 
requests. Processes provider requests 
for specific allowables. Maintains 
proprietary fee schedule. Studies and 
analyzes various fee schedules and 
relative value systems. 


JoAnne Mathis Reporting Analyst 


Generates reports using SQL queries 
and reporting tools to satisfy client 
requests. Processes provider requests 
for specific allowables. Maintains 
proprietary fee schedule. Studies and 
analyzes various fee schedules and 
relative value systems 


9. Other staff as needed for project 


Medicaid Operations Key 
Personnel 


Title RFP Responsibilities 


Kelly Simonson Vice President of Operations 
Overall compliance with all RFP 
requirements, implementation, pre-
readiness review, cost 


Lisa Jolly 
Associate Director, 
Compliance  


Compliance responsibilities 


Erin McMullin Program Administrator 
Preparation and review of marketing 
materials and member materials 


Debbie Jones Project Coordinator 
Submission of all required reports, 
SOBRA submission and reconciliation 
and capitation payment reconciliation 


 


Medical Directors Key 
Personnel 


Title RFP Responsibilities 


S. Daniel McBride, M.D. 
(Supervisor), Board certified 
General Surgery 


Chief Medical Director 


Provides leadership and direction to all 
medical directors, continuity of care 
and case management/UM clinical 
directors as it relates to the delivery of 
quality health care and medical 
practice, including but not limited to 
inpatient bed days, subacute care and 
coordination with other clinical 
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Medical Directors Key 
Personnel 


Title RFP Responsibilities 


subsidiaries. Oversees quality 
improvement and UM compliance to 
ensure all federal and State regulation 
accreditation standards are met.  


Carl Allen, M.D., Board 
Certified Gynecology 


Medical Director 


Oversees development of clinical 
practice standards and clinical policies 
and procedures 
Ensures that clinical operations 
initiatives focus on clinical excellence 
and performance improvement. 
Oversees quality improvement and UM 
compliance to ensure all federal and 
State regulation accreditation standards 
are met. 
Performs UM review of medical 
necessity cases for pre-service, 
concurrent and post-service review. 


Allan Ebbin, M.D., Board 
Certified Pediatrics, 
Preventive Medicine and 
Genetics 


Medical Director, Vice 
President of Health Care 
Quality and Education 


Oversees development of clinical 
practice standards and clinical policies 
and procedures 
Ensures that clinical operations 
initiatives focus on clinical excellence 
and performance improvement. 
Oversees quality improvement and UM 
compliance to ensure all federal and 
state regulation and accreditation 
standards are met.  
Performs UM review of medical 
necessity cases for pre-service, 
concurrent and post-service review. 


Linda Johnson, M.D., Board 
Certified Internal Medicine  
Bennett Mitchell, M.D., 
Board Certified Family 
Practice 
Craig Morrow, M.D.,Board 
Certified Internal Medicine  
Laurine Tibaldi, M.D., Board 
Certified Internal Medicine 
Smitha Muthialu, M.D. 
Board Certified Internal 
Medicine 
George Scleparis, M.D., 
Board Certified Cardiology 


Medical Director 


Oversees development of clinical 
practice standards and clinical policies 
and procedures 
Ensures that clinical operations 
initiatives focus on clinical excellence 
and performance improvement. 
Oversees quality improvement and UM 
compliance to ensure all federal and 
state regulation and accreditation 
standards are met. 
Performs UM review of medical 
necessity cases for pre-service, 
concurrent and post-service review.  


 


Member Services Key 
Personnel 


Title RFP Responsibilities 


David Stuczynski 
(Supervisor) 


Director 


Directs the efficient, on-going 
operations of the Member Services Call 
Center by organizing effective work 
teams and establishing and monitoring 
performance metrics. Benchmarks 
performance and service levels against 
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Member Services Key 
Personnel 


Title RFP Responsibilities 


service indicators within and outside 
the industry. 
Develops policies and procedures to 
enable the call center to operate within 
all state, federal and other accrediting 
agency guidelines. 
Ensures the preparation, presentation 
and dissemination of all call center 
statistical reporting and analysis to 
internal customers, external agencies 
and the board of directors. 
Champions process improvements, 
develops and implements strategic 
initiatives for the call center to ensure 
continued quality improvement 
including accuracy, timely 
responsiveness and member 
satisfaction. 
Develops strong working partnerships 
with other groups in Sierra that 
contribute to operational success 
(business and financial results, service 
performance and member satisfaction) 
within the Call Center, such as Human 
Resources, Government Affairs, 
Enrollment and Group Services. 
Develops and manages the operating 
and capital budgets for all Call Center 
units. 


Melinda Fife Manager 


Manages employees in an inbound and 
outbound ACD call center environment. 
Monitors telephone performance and 
ACD to meet and maintain performance 
standards.  Consistently promotes and 
maintains high-level quality customer 
service to members, providers, brokers, 
etc. Provides leadership, guidance and 
coaching to ensure maximum 
performance of team. Proactively 
identifies solutions, workflow or 
processes for improved departmental 
performance. Responsible for 
maintaining retention in accordance 
with company goals, analysis and 
reporting as it relates to member 
services. Maintains appropriate staffing 
within established budget guidelines, 
ongoing education while maintaining 
corporate goals and standards.  
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Member Services Key 
Personnel 


Title RFP Responsibilities 


DeMario Jackson, Louis 
Lingle 


Supervisor of Customer 
Service 


Responsible for daily direction, 
analysis, and reporting of several 
specialized teams within the Member 
Services department including training 
activities, audit and monitoring 
functions, and member 
correspondence. 


Belinda Coleman, Laura 
Helvitz 


Business Analyst 


Formulates and defines requirements, 
design, testing, implementation, 
training and support through research 
and fact-finding combined with an 
understanding of applicable business 
systems and business unit 
requirements. 


Marlen Cruz, Rocio Gaska, 
Blanca Martinez, Anamalia 
Saulala, Johanna Gomez 


Lead (Customer Service) 


Answers inbound calls regarding status 
of member eligibility, prior authorization 
of claim and issues pertaining to health 
insurance coverage. Provides detailed 
information regarding plan benefits, 
processes/procedures and claim 
adjudication. Assists members and 
providers telephonically, in writing or 
face-to-face with all levels of problem-
solving inquiries, provider information 
and general insurance service. Handles 
difficult callers, diffuses the situation 
and follows through on all issues in a 
timely manner. Assists in managing 
workflows and team/department 
objectives. 


Maelika Osley, Leandria 
Holiday, Kalvin Whitted, 
Natalie Lambert, Eneshia 
Love, Briana McElyea, 
Kimberly Fraga, Faith 
Brown, Gayle Heriford, 
Christa Loveall, Alshonda 
Coney, Randy Fagaragan, 
Natalie Sanchez, Vivian 
Matti, Steven Boyd, Clay 
Peck, Karen Thompson, 
Melissa Coyle, Julissa 
Barahona, Phyllis Johnson, 
Jessica Ornelas, Kimwona 
Wilmore, Ronald Evans, 
Ronnesha Smith, Phillip 
Feist, Jon Cowan, Wesley 
Benjamin, Brian Jessen, 
Nona Hawkins, Maria 
Ramirez 


Customer Service 
Representatives (English 
Speaking) 


Answers incoming calls regarding 
benefits, claims, eligibility and other 
inquiries as it relates to health 
insurance and acts as Member 
Advocate.  
Exercises judgment, thoroughly 
reviews and investigates claim 
problems and routes appropriately for 
resolution. 
Pro-active problem resolution for 
customer issues.  
Interacts with other company 
operational areas for resolution of 
customer issues. 
Composse member letters within 
guidelines of plan and State 
regulations. 
Processes claim and claim 
reconsideration requests within 
department standards. 
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Member Services Key 
Personnel 


Title RFP Responsibilities 


Maria-Elena Bunker, Jorge 
Posada, Lilana Tuitele, 
Monica Partida, Marisol 
Franco, Anabel Landeros 


Customer Service 
Representatives (Spanish 
Speaking) 


Answers incoming calls regarding 
benefits, claims, eligibility and other 
inquiries as it relates to health 
insurance and acts as member 
advocate.  
Exercises judgment, thoroughly 
reviews and investigates claim 
problems and routes appropriately for 
resolution. 
Pro-active problem resolution for 
customer issues.  
Interacts with other company 
operational areas for resolution of 
customer issues. 
Composes member letters within 
guidelines of plan and state regulations. 
Processes claim and claim 
reconsideration requests within 
department standards. 


 


Enrollment Key Personnel Title RFP Responsibilities 


Lori Yadav (Supervisor) 
Assistant Vice President – 
Group Services 


Enrollment and disenrollment 


 Mary Koker  Manager 


Effectively manages team members 
and/or resources, while promoting 
positive team morale, improving team 
member performance, administering 
corporate and department policies and 
procedures, ensuring corporate 
compliance, leading by example and 
successfully communicating.  
Periodically conduct supplemental 
audits on enrollment, eligibility, and 
reconciliations. Oversees preparation of 
weekly productivity reports. 
Assist in providing education and 
training within the team/department. 
Provides input to management with 
monitoring performance and 
productivity, evaluations and 
interviewing for existing and 
prospective staff. 
 Assists team members with issue 
resolution, time management, and 
prioritizing daily productivity. Leads 
and assists with special projects.  


Dasha Applewhite Supervisor 


Supervises daily operations and 
coordinates the work activities and 
schedules to ensure compliance with 
company, State and Federal 
regulations. Responsible for hiring, 
training, supervising, evaluating, and 
coaching staff. Tracks productivity and 
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Enrollment Key Personnel Title RFP Responsibilities 
quality audits of assigned employees; 
provides feedback to assigned 
employees regularly. Ensures that 
department, company and regulatory 
policies and procedures are followed in 
a consistent and timely manner. 
Monitors and records punctuality, 
attendance, and adherence to the 
department overtime policy. 


Alice Chanin, Debbie Floyd, 
Dottie Hawkins, Jessica 
Caldwell, Kalani Wilburn, 
Mary Kryah, Michelle Guy, 
SherRee Ray, Autumn 
Thornton, Dora Tellez, 
Hellena Walker, Norma 
Wyatt, Barbara Stallone, 
Megan Munoz, 


Enrollment Representatives 


Performs routing and varied daily 
enrollment transaction. 
Exercises judgment, thoroughly 
reviews and investigates enrollment 
problems and routes appropriately for 
resolution. 


Pro-active problem resolution for 
enrollment issues.  


Interaction with other company 
operational areas for resolution of 
enrollment issues. 


Compose member letters within 
guidelines of plan and state regulations. 


Processes enrollments within 
department standards 


Grace Pelino, Melany Perey, 
Austin Grimes, Terri 
Lambert, Jennifer Thurman 


Clerk 
Performs routine and varied clerical 
duties in accordance with standard 
procedures 


Debbie Burrows, Alvis 
McGee, Jo Vanscoter 


Quality Assurance 
Representatives 


Conducts reviews and summarizes 
audit results. Performs weekly audits of 
select, new and existing staff for 
individual review. Designs, coordinates 
and implements training courses. 
Participates in system conversion 
training. 


Kerri Van Horn 
Manager of Automation and 
Reporting 


Generates complex ad hoc reports 
using SQL queries and reporting tools 
to satisfy client requests. Studies and 
analyzes existing operations 
procedures. Technical consultant to IS 
clients, business systems analysts and 
other operational areas. Provides 
expertise in resolution of very complex 
SQL queries, understanding of the data 
structure of the corporate reporting 
database, and data extracts and/or 
reporting tools to assist other 
departments. 


Rhonda Campbell, Lance 
Tinklenberg, Tiffany 
Pomeroy 


IT Business Analyst 


Formulates and defines requirements, 
design, testing, implementation, 
training and support through research 
and fact-finding combined with an 
understanding of applicable business 
systems and business unit 
requirements. 







 
5.1 Vendor Information – Health Plan of Nevada


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 643 of 833
 


Enrollment Key Personnel Title RFP Responsibilities 


Louise Nelson Reporting Analyst 


Generates reports using SQL queries 
and reporting tools to satisfy client 
requests. Processes provider requests 
for specific data requirements. 


Katherine Robinson Project Coordinator 


Responsible for researching, 
summarizing and implementing key 
reports in accordance with all state and 
federal regulations as they pertain to 
enrollment. 


 


Pharmacy Services Key 
Personnel 


Title RFP Responsibilities 


Ryan Bitton (Supervisor) Pharmacy Director 
Implements and oversees all pharmacy 
related programs and initiatives, 
including medication reconciliation 


Jennifer Frederick 
(Supervisor) 


Manager of Clinical 
Pharmacy 


Provides departmental guidance on the 
policies and procedures of the 
Pharmacy Services department to 
ensure safe, cost-effective prescribing 
of drug therapy in accordance with 
applicable Prescription Benefit Riders. 
Provides oversight and develops 
training programs for all administrative 
and technical support staff. Assists the 
director of pharmacy services and other 
pharmacy services management with 
the implementation and oversight of all 
pharmacy related programs and 
initiatives. Maintains policies and 
procedures and supports staff 
regarding overall department functions. 


Albert Honold Manager of Pharmacy Audit 


Provides oversight and develop training 
programs for all administrative and 
technical support staff. Assists the 
director of pharmacy services and other 
pharmacy services management with 
the implementation and oversight of all 
pharmacy related programs and 
initiatives. Maintains policies and 
procedures and supports staff 
regarding overall department functions. 
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Pharmacy Services Key 
Personnel 


Title RFP Responsibilities 


Susan Courtney Supervisor Nurse 


Works in collaboration with 
management, staff, providers in 
coordinating new and continuing 
education, training and retraining in 
new procedures and technology; 
develops and maintains audits and 
reports for scheduled and ad hoc audits 
and reports; assists in identifying 
training deficiencies and participates in 
improvement processes; assists in 
developing, initiating, monitoring and 
reporting results of new or on-going 
departmental initiatives and quality 
assurance/quality improvement or other 
projects.  


Anthony Banks, Randall 
Machado 


Supervisor of Customer 
Service 


Serves as a pharmacy liaison with 
various internal and external 
customers; including retail pharmacy 
network, sales, member services, and 
providers. Supervises 4-8 full-time 
employees. 


Erin Brotherton, Riona 
Fujinaga, Maged Makar, 
Debra Mazza, Jimmy Tran 


Clinical Pharmacist  


Oversees and implements pharmacy 
programs that support the Medical 
Management department in achieving 
business and financial goals. 
Collaborates with all stakeholders in 
Identifying innovative opportunities to 
support safe transitions of care for our 
members. 


Terrell Walker Pharmacy Audit Analyst 


Responsible for the analysis and 
reconciliation of reimbursements and 
rebates from pharmaceutical 
companies. Maintains various 
supporting schedules used for financial 
tracking and disclosure. Also 
responsible for various aspects of the 
budget process. 


Lori Austin Customer Service Rep Lead 
Oversees customer service 
representatives 


Deitra Lynn Bell  Customer Service Rep Clinical pharmacist 
Julie Elizabeth Eubanks, 
Kacey Nicole Mays 


Customer Service Rep Operations/analytics 


Christopher Reid, Angelica 
Salonga, Karen Broughton 


Customer Service Rep  Call center prior authorization 


Cindy Rich Pharmacy Technician Call center prior authorization 
Sheila Bettridge – Szabo Senior Clerk Call center prior authorization 


G. Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.  


Our Certificate of Authority is included as Attachment 5.1.10.1 Experience Certificate of 
Authority. 
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H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Bilingual Staff Area Assigned Languages Spoken 
Maria Torres Administrative Assistant to Valerie Grosjean English, Spanish 
Carolina Triana Social Worker English, Spanish 
Virginia Dominguez High Risk Outpatient OB Case Manager English, Spanish 
Nancy Lozano DC Fundamental English, Spanish 
Jeanisa Mojica RN, Out of Area (OOA) English, Spanish 
Miriam Marin AC Clinical English, Spanish 


Sophia Wakefield 
Clinical Administrative Coordinator Sierra 
Healthcare Options Prior Authorization 


English, Spanish 


Maria J. Saltus 
Clinical Administrative Coordinator Prior 
Authorization/UM 


English, Spanish 


Lourdes Chapa 
Clinical Administrative Coordinator Prior 
Authorization/UM 


English, Spanish 


Maria Cordova 
Clinical Administrative Coordinator for Out of 
Area 


English, Spanish 


Efrain Escamilla Senior Appeal Representative English, Spanish 
Rosemary Pazos Senior Appeal Representative English, Spanish 
Gladys Davila FHH/FHS Business Office English, Spanish 


Hau Doan Actuarial Services 
English, Vietnamese, 


French 
Gertrude Fajardo HPN Finance English, Tagalog 


Snigdha Kolachala Healthcare Informatics 
English, Three East Indian 


Dialects 
Helen Prusakov Healthcare Informatics English, Russian 


Bingyu “Jade” Ye Actuarial Services 
English, Chinese 


(Mandarin) 


Tracy Yeung Healthcare Informatics 
English, Chinese 


(Cantonese and Mandarin) 
Tess Henric IT Business Analyst English, French 


Nicole Siegrist Project Coordinator 
English, American Sign 


Language 
Marilyn Alvarez Clinical Admin Coordinator English, Spanish 
Joshua Coello Business Operations Specialist English, Spanish 
Sonja Serrano Clinical Admin Coordinator English, Spanish 
Anna Rodriguez Clinical Admin Coordinator English, Spanish 
Angela Coello Clinical Admin Coordinator English, Spanish 
Katina Abernathy Claims Research English, Greek 
Noemi Buelna Claims Research English, Spanish 
Daisy Dumo Claims Research English, Tagalog 
Tish Hinojosa Claims Research English, Spanish 
Bernadette Javan Claims English, Tagalog 
Teresita King Claims Processor English, Tagalog 
Delia Klocke Claims Processor English, Tagalog 
Nancy Mosely Claims Processor English, Spanish 
Catalina Murillo Claims Processor English, Tagalog 
Karen Stevens Claims Processor English, Italian, Spanish 
Poima Tautolo Claims Processor English, Samoan 
Imelda Urrea Claims Processor English, Spanish 
Beth Wiebers  Claims Research English, Tagalog 
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I. List any associations or organizations to which the organization belongs. 


We have a large presence in the communities in which we serve and currently employ more 
than 900 Nevada residents. We understand how vital a local team is to understanding Nevada’s 
population, their health disparities and the issues that directly affect them. HPN and our parent 
organization, UnitedHealth Group take great pride in our corporate citizenship. We support 
Nevada communities through significant human and financial support and resources to address 
important health care, quality of life and educational issues of Nevadans. In addition, our 
partner, SMA has issued three payments to the HIE totaling $4.25 million. 


Substantial Philanthropic Contributions 
In 2010 and 2011, HPN and UnitedHealth Group’s philanthropic efforts in Nevada totaled 
more than $2.6 million. Our Nevada employees volunteered more than 4,000 hours in the State 
partnering with organizations including: 


 


HPN and UnitedHealth Group made a multi-year contribution of $15 million to Nevada 
organizations and agencies in 2008 to demonstrate our corporate citizenship and dedication to 
improving the quality of and access to health care in Nevada. As part of the cash contribution, 
Nevada Health and Human Services received $4.5 million, restoring up to 100 percent of 
funding for health and wellness programs in Nevada including:  


 Mental health triage, a program that removes the mentally ill from overflowing emergency 
rooms, and gets them sorely needed services.  


 A mobile mental health clinic for Reno and Sparks  


 Nevada Family Resource Centers that provide immunizations, access to health care and 
information, and outreach to at-risk populations across the State.  
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 Nevada Autism Program, which provides assistance to families of children with autism 
spectrum disorder  


 Fetal Alcohol Clinics, which fully funds 25 diagnostic clinics for fetal alcohol syndrome, one 
of the leading causes of mental retardation in the country.  


 Community Health Nursing, which provides wellness programs, family planning and cancer 
screening 


 $250,000 to the UNLV School of Nursing plus $250,000 from Sierra Health Services, to fund 
scholarships for graduate level nursing students. 


 $2 million to the Southern Nevada Health District to provide more than 23,000 free 
immunizations to dependents of employees of small businesses, and to provide 3,000 home 
nursing visits for at-risk families in Southern Nevada.  


 More than $7 million to the University Medical Center to improve health care delivery and 
fund infrastructure improvements for the benefit of the one in five persons in Southern 
Nevada who are uninsured or underinsured.  


Community Commitment and Leadership 
In addition to charitable contributions, some of the ways we are embedded in our local 
communities are as follows: 


 Twenty-six members of senior management sit on 36 boards including but not limited to: 


– Adoption Exchange 


– American Diabetes Association 


– American Heart Association 


– American Lung Association 


– American Red Cross 


– Baby’s Bounty 


– Better Business Bureau 


– Boys and Girls Club 


– CCSD School-Community Partnership 
Program 


– College of Southern Nevada 


– Easter Seals of Southern Nevada 


– Foundation for an Independent 
Tomorrow 


– Health Insight 


– Helping Hands of Vegas Valley 


– HELP of Southern Nevada 


– Leukemia and Lymphoma Society 


– Las Vegas Area Council Boy Scouts 


– Las Vegas Chamber of Commerce 


– March of Dimes 


– Nevada-American Association of 
Clinical Endocrinologists 


– Nevada Blind Children’s Foundation 


– Nevada Development Authority 


– Nevada Early Childhood Advisory 
Council 


– Ronald McDonald House Charities 


– Safe Nest 


– Southern Nevada Immunization Health 
Coalition 


– Spread the Word Nevada 


– St. Rose Dominican Hospitals 


– The Public Education Foundation 


– The Rape Crisis Center 


– YMCA of Southern Nevada 


 More than 4,000 hours annually of volunteer work with several non-profit community 
organizations including: 


– 3-Square Food Bank 


– American Cancer Society 
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– ALS Association 


– Focus School is a public/private initiative to create partnership between private Clark 
County public/private sector companies and at-risk school in the Clark County School 
District (CCSD). Through this program, HPN has a 21-year partnership with Twin 
Lakes Elementary School. We have provided free medical and vision screenings, library 
books, computer equipment, funding for literacy education and health education as well 
as created the first mentoring program at the elementary school level in the District. 
Annually, approximately 30 HPN employees volunteer to mentor at-risk children 
throughout the school year. CCSD recently recognized Anthony Banks, Pharmacy 
Services for 10-years of mentorship at Twin Lakes. 


Testimonial 


I am an employee of the behavioral health department within HPN. Shortly after beginning my 
employment, I volunteered to mentor to a child at Twin Lakes Elementary School. Each mentor is paired 
with a student. Weekly I go to the school and spend an hour with my mentee doing various activities (i.e., 
reading, playing board games, playing outdoor games or just talking). I was assigned a 3rd grader 
named Ben. We got along very well and partnered with two other mentors and their students and now 
have our own little group. It has been a wonderfully fulfilling experience for me. My student has 
requested that I be his mentor again this year! 


 The UnitedHealthcare Tenaya Campus auditoriums are used by several non-profit 
community organizations for training and development style workshops: 


– Community School District 


– Twin Lakes Mentoring 


– Caregivers and ASDO Conferences 


– Nursing workshops 


– Las Vegas Area Council Boy Scouts 


 2012 Sponsorships with employee involvement 


– American Lung Association – Scale the 
Stratosphere 


– Easter Seals of Southern Nevada – 
Walk with Me 


– American Diabetes Association – Tour 
De Cure Bike Ride 


– AFAN – Aid for Aids of Nevada, Inc. – 
Annual Aid Walk 


– Three Square – Volunteer 
Opportunities 


– Goodie Tow Shoes Foundation – Twin 
Lakes Shoe Giveaway 


– March of Dimes – March for Babies 
Walk 


–  Boys and Girls Clubs of Las Vegas – 
Girls Day Out 


– Ride 2 Recovery – Las Vegas Bike Ride 


– UnitedHealthcare Children’s 
Foundation – Teddy Bear Run 


– Goodie Two Shoes Foundation – 
Annual Rockin Walk Walkathon 


– Justin Timberlake Shriners Hospitals 
for Children’s Open – TeamSmile 
Dental Clinic 


– American Cancer Society – Making 
Strides Against Breast Cancer 


– American Heart Associations – Heart 
Walk 


– Boys and Girls Clubs of Las Vegas – 
Boys Nite Out 


– Alzheimer’s Association – Walk to End 
Alzheimer’s 
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 2011 Sponsorships with employee involvement 


– Make-A-Wish Foundation of Southern 
Nevada – Annual Kendall Tenney’s 5K 
Run for Wish 


– American Lung Association – Scale the 
Stratosphere 


– Nevada Child Seekers – Annual 
Race4Kids 


– Three Square – Volunteer 
Opportunities 


– National Multiple Sclerosis Society – 
Walk MS 


– Easter Seals of Southern Nevada – 
Walk with Me 


– Leukemia and Lymphoma Society – 
Team In Training for Walk/Run 


– March of Dimes – March for Babies 
Walk 


– Susan G. Komen of Southern Nevada – 
Race for the Cure Boys and Girls Club 
of Las Vegas – Girls Day Out 


– Goodie Two Shoes Foundation – 
Rockin Walk Walkathon 


– Justin Timberlake Shriners Hospitals 
for Children’s Open – TeamSmile 
Dental Clinic 


– American Cancer Society – Making 
Strides for Breast Cancer 


– American Diabetes Association – Step 
Out Walk to Stop Diabetes 


– American Heart Association – Heart 
Walk/Run 


– Juvenile Diabetes Research Foundation 
– Walk to Cure Diabetes 


 Immunizations and flu shots stations are offered at SMA clinics in association with the 
Southern Nevada Immunization Coalition. 


In addition to the above, we have donated and or supported the following Nevada-based 
organizations over the past four years (partial listing): 


 Abercrombie Music 


 Adam Thomas Memorial 
Fund 


 Adam's Place 


 Adelson Educational 
Campus 


 Adoption Exchange 


 After-School All-Stars 


 Aging Services Directors 
Organization (ASDO) 


 American Red Cross 


 American Wheelchair 
Veterans Association 


 Andre Agassi Charitable 
Foundation 


 Anti-Defamation League 


 Area Health Education 
Center of Southern 
Nevada 


 American Parkinson 
Disease Association Aid 
for AIDS of Nevada 
(AFAN) 


 Allegiance Benefit 
Foundation, Inc. 


 ALS of Nevada 


 Alzheimer's Association of 
Northern Nevada 


 Alzheimer's Association of 
Southern Nevada 


 Alzheimer's Research 


 CCSD Partnership 
Foundation 


 Chefs for Kids/Univ. of 
NV Cooperative Ext. 


 Child Focus  


 Child Haven Advocacy 
Network-Giving 
Enterprise, Inc. 


 Amazing Grace 
Conservatory 


 American Academy of 
Pediatrics 


 American Cancer Society 


 American Diabetes 
Association 


 American Heart 
Association 


 American Lung 
Association 


 Courtney Children's 
Foundation 


 Crohns and Colitis 
Foundation of America 


 Cultural Diversity 
Foundation 


 Cure 4 Kids Foundation 


 Cystic Fibrosis 
Foundation Nevada 
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 AREA Hotel and Casino 


 Assistance League of Las 
Vegas 


 Autism Coalition of 
Nevada 


 Autism Speaks 


 Baby's Bounty 


 Better Business Bureau of 
Southern Nevada 


 Big Brothers Big Sisters 


 Blind Center  


 Board of Regents 


 Boulder City Hospital 
Foundation 


 Boy Scouts of America 


 Boys and Girls Club  


 Boys Hope Girls Hope of 
Nevada 


 Boys Town Nevada 


 Brotherhood Welfare 
Trust Fund 


 Business Community 
Investment Council 
(BCIC) 


 Camp TLC 


 Camp to Belong/Child 
Focus 


 Candlelighters Childhood 
Cancer Foundation 


 Catholic Charities of 
Southern Nevada 


 Catholic Healthcare/ St. 
Rose Dominican Health 
Foundation 


 Friends of Las Vegas 
Metropolitan Police 
Department  


 Friends of the 
Commissioner  


 Friends of the Las Vegas 
Academy 


 Gamma Phi Delta 


(CHANGE, INC) 


 Children First 


 Children's Heart 
Foundation 


 Chinese American 
Chamber of Commerce 


 City of Las Vegas - Parks, 
Recreation Neighborhood 
Services Department 


 City of Reno - Parks, 
Recreation and 
Community Services 


 Clark County Association 
of Health Underwriters 
(CCAHU) 


 Clark County Department 
of Family Services 


 Clark County Medical 
Society Alliance (CCMSA) 


 Clark County School 
District 


 Clark County Treasurer 


 Clinics in Schools 


 Coalition of Concerned 
Women, Inc. 


 College of Southern 
Nevada Foundation (CSN) 


 Communities in Schools 


 Community Counseling 
Center 


 Community Partners for 
Better Health Coalition 


 Court Appointed Special 
Advocates (CASA) 
Foundation 


 Hemophilia Foundation of 
Nevada 


 HIMSS Nevada Chapter 


 Hirshberg Foundation to 
Pancreatic Cancer 
Research 


 Hope Link 


Chapter 


 Deaf Seniors of America, 
Inc. 


 Department of Social 
Services 


 Desert Defenders 
Association 


 Desert Research Institute - 
DRI 


 Directors of Volunteer in 
Agencies 


 DJs for PJs 


 Dollars Against Diabetes 


 Down Syndrome 
Organization  


 Easter Seals of Southern 
Nevada 


 Epicurian Charitable 
Foundation 


 Faith Lutheran Jr. Sr. 
High School 


 Family and Child 
Treatment 


 Family Leadership 
Outreach and Resources 


 Family Promise  


 Family to Family 
Connection 


 Finding Autistic Solutions 
for Tomorrow 


 Foundation for an 
Independent Tomorrow 


 Frederick Douglas 
Educational Fund 


 Friends of ITN 


 Las Vegas Area Council 
Boy Scouts 


 Las Vegas Chamber of 
Commerce  


 Las Vegas Chamber of 
Commerce Urban League 
Guild 







 
5.1 Vendor Information – Health Plan of Nevada


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 651 of 833
 


Sorority, Inc. 


 Gay and Lesbian 
Community Center of 
Southern Nevada 


 Girl Scouts of Frontier 
Council 


 Girls on the Run of Las 
Vegas 


 Girls Scouts  


 Golden Rainbow 


 Goodie Two Shoes 
Foundation  


 Goodwill 


 Grant a Gift Autism 
Foundation 


 Great Basin Primary Care 
Association 


 Greater Las Vegas After-
School All-Starts 


 Habitat for Humanity  


 Hadassah of Southern 
Nevada 


 Health InSight 


 Health Sciences System of 
the Nevada System of 
Higher Education 


 Healthcare Heroes 
Scholarship Fund 


 Heat FC 


 HELP 


 Helping Hands of Vegas 
Valley 


 Helping Hands Surgical 
Care 


 Musical Arts Society 


 Nathan Adelson Hospice 
Foundation 


 National Association of 
Social Workers 


 National Association of 
Women Business Owners 


 National Cancer Institute 


 Human Rights Campaign  


 Humane Society 


 Huntridge Teen Clinic, 
Inc. 


 I Have a Dream 
Foundation 


 In Business Las Vegas 


 International Association 
of Business 
Communicators 


 International House of 
Blues Foundation 


 Iron Eagle 


 JC 42 Charity Fundraiser 


 Jewish Federation of Las 
Vegas 


 Josephson Institute of 
Ethics 


 JRW Concepts Services, 
Inc. 


 Junior Achievement  


 Justin Timberlake 
Shriners Hospitals for 
Children Open 


 Juvenile Diabetes 
Research Foundation 


 KABOOM 


 Kids Wish Network 


 KNPR Public Radio 


 Komen Southern Nevada 
Race for the Cure 


 KSNV TV-3 


 KUNV 91.5 


 Lance Armstrong 
Foundation 


 Nevada Geriatric 
Education Center 


 Nevada Gives 


 Nevada Immunization 
Coalition - Early 
Childhood Health and 
Immunization Summit 


 Las Vegas Clark County - 
Library District 
Foundation 


 Las Vegas Fire and Rescue 
Foundation 


 Las Vegas Natural History 
Museum 


 Las Vegas Philharmonic 


 Las Vegas Rescue Mission 


 Las Vegas Senior Lifeline 


 Las Vegas Sun Camp  


 Latin Chamber of 
Commerce 


 Leadership North Las 
Vegas Optimist Club 
Nevada 


 Leukemia and Lymphoma 
Society 


 Liberace Foundation 


 Lied Discovery Children's 
Museum 


 Lou Ruvo Brain Institute  


 Make A Wish Foundation 


 March of Dimes 


 Marine Corps League 


 Mayor’s Prayer Breakfast 


 Meadows School 


 Mexican Patriotic 
Committee  


 Miracle Flights for Kids 


 Ms. Senior Nevada Inc. 


 Muscular Dystrophy 
Association of Southern 
Nevada 


 Outside Las Vegas 
Foundation 


 Pahrump Grad Night 


 Pahrump Senior Center 


 Pahrump Valley Chamber 
of Commerce 


 PAR for the Cure 
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 National Federation of 
Filipino American 
Association 


 National Forum for Black 
Public Administrators 


 National Jewish Medical 
and Research Center 


 National Multiple 
Sclerosis Society 


 National Silver Haired 
Congress 


 Nellis Air Force Ball 


 Nevada Arts Council 


 Nevada Ballet Theatre 


 Nevada Blind Children's 
Foundation, Inc. 


 Nevada Broadcasters 
Association 


 Nevada Business Journal 


 Nevada C.O.P.S. 


 Nevada Child Seekers 


 Nevada Childhood Cancer 
Foundation 


 Nevada Community 
Foundation, NV Pops 
Acct. 


 Nevada Covering Kids 
and Families 


 Nevada Cultural Affairs 
Foundation 


 Nevada Development 
Authority 


 Nevada Diabetes 
Association 


 School-Community 
Partnership Program 


 Scoliosis Association  


 Second Chance 
Foundation 


 Senior Games, City of 
Reno 


 Senior Spectrum 


 Nevada Network Against 
Domestic Violence 


 Nevada Orthopedic and 
Spine Center 


 Nevada Paralyzed 
Veterans of America 


 Nevada Partnership for 
Homeless Youth 


 Nevada Partnership for 
Inclusive Education 


 Nevada Police Athletic 
Federation 


 Nevada Pops 


 Nevada Public Health 
Foundation 


 Nevada Public Radio 


 Nevada Rural Hospital 
Partners Foundation 


 Nevada School Counselor 
Association 


 Nevada Senior Games, 
Inc. 


 Nevada State AFL CIO 


 Nevada Volunteers 


 New Vista Ranch, Inc. 


 North Las Vegas Chamber 
of Commerce 


 Northern Nevada 
Association of Health 
Underwriters 


 Nye Communities 
Coalition 


 Office of Continuing 
Medical Education and 
Professional Development 


 Olive Crest 


 Opportunity Village 


 Sunrise Children's 
Foundation 


 Temple Beth Shalom 


 The American Legion 


 The Carter Center 


 PATCH Foundation 


 Pershing General 
Hospital, Lovelock, NV 


 Political Action 
Committee (PAC) 


 Polycystic Kidney Disease 
Foundation 


 Prostate Cancer Resource 


 R.H. Fox Jr. Scholarship 
Fund 


 Rape Crisis Center 


 Revelation Scholarship 
Fund 


 Red Mountain Music 
Company 


 Regional Transportation 
Commission 


 Reno Sparks Chamber of 
Commerce 


 Resident Opportunity 
Self-Sufficiency 
Empowerment 
Foundation 


 Rising Star Outreach 


 Ronald McDonald House 
Charities 


 Roseman University of 
Health Sciences 


 RTC Viva Bike Vegas 


 Ruegy’s Readers, Inc. 


 Safe Nest 


 Salvation Army 


 Sandoval Inaugural 
Committee 


 Variety the Children's 
Charity of Southern 
Nevada 


 UNLV Nursing 
Scholarships  


 UNLV School of Nursing 


 VEA Charitable 
Foundation 
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Newspapers 


 SHIP State Health 
Insurance Assistance 
Program 


 Shrine Desert of Nevada 


 Solutions Recovery 


 Soroptimist International  


 Southern Highlands 
Charitable Foundation 


 Southern Nevada Health 
District 


 Southern Nevada Public 
Television  


 Southern Nevada Sons of 
Erin 


 Southern Nye County 
Community Services 
Directory 


 Sparks High School 


 Special Olympics Nevada 


 Spread the Word Nevada - 
Kids to Kids 


 Spring Valley Hospital 
Auxiliary 


 Springs Preserve 


 St. Jude's Ranch for 
Children 


 St. Therese Center HIV 
Outreach 


 Straight From the Streets 


 Sun Camp 


 Sun City Summerlin 
Community Association, 
Inc. 


 The Hole in the Wall Gang 
Fund 


 The Meadows School 


 The Peter C. Foy 
Foundation 


 The Pregnancy 
Foundation 


 The Public Education 
Foundation 


 The Shade Tree 


 The Smile Train 


 The Smith Center for 
Performing Arts 


 The Solutions Foundation 


 Three Square  


 Trauma Intervention 
Program 


 Twin Lakes Elementary 
School 


 United Blood Services 


 United Citizens 
Foundation 


 United Methodist Social 
Ministries 


 United Service 
Organizations, Inc. 


 United Way of Southern 
Nevada 


 UnitedHealth HEROES 


 UnitedHealthcare 
Children's Foundation 


 University of Nevada 
School of Medicine 


 University of Southern 
Nevada 


 Vegas PBS Channel 10 


 Veolia Transportation 


 Veterans of Foreign War 
(VFW) Senior Food 
Basket 10047 


 Volunteer Center of 
Southern Nevada 


 Volunteers in Medicine  


 Walker Furniture 


 Whatcom County Medical 
Society 


 Who's Who in Black Las 
Vegas 


 Women of Diversity 
Productions, Inc. 


 Women’s Club of 
Summerlin 


 Women’s Empowerment 
Network  


 Women’s Research 
Institute of Nevada 


 World Children's 
Wellness Foundation 


 YMCA 


 Young Israel Aish Las 
Vegas 


 Youth Services of America 


 Zelzah Shrine Center 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 654 of 833  November 2012
 


5.1.11 Plan of Operation 


The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 
different components required for the operation of a DHCFP contracted HMO. In each response, a 
comprehensive description detailing how the requirement will be implemented and maintained must 
be provided. In addition, descriptions of services which the Vendor believes may be beneficial in 
implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Providing Services Beyond the Requirements 
HPN can leverage our experience as a larger organization under UnitedHealth Group. With 
this experience administering benefits to diverse populations nationally (24 states and the 
District of Columbia), we are well positioned to determine how we provide services beyond 
those required in Section 4.2.2, Vendor Covered Services.  


HPN understands that all proposed value-added services must follow contract requirements 
and implementation standards. HPN determines the use of value-added services and benefits 
over time to assess their impact by reviewing relevant data, including survey data, clinical data 
or other utilization reports. Through this evaluation process, HPN identifies those value-added 
services that are more effective than others. We design tools and reporting mechanisms to 
measure changes in health risk and other health outcomes among our members as a result of 
these value-added services. 


Examples of value-added services HPN provides beyond those required in Section 4.2.2, 
include: 


 Bariatric procedures for older adolescents when medical experts agree that it is unsafe to 
delay the procedure  


 Reconstructive procedures to correct anomalies and defects considered potentially cosmetic 


 Surgeries performed to prevent the future risk of cancer as a result of genetic testing 


On a global basis, HPN makes the decision to cover medically necessary services beyond those 
required for all Medicaid and Nevada Check Up members, such as free sports and school 
physical and newborn circumcisions based upon industry standards of practice and care, 
Milliman Care Guidelines®, the local medical community expectations and uniformity of 
benefits with other insurance products. HPN’s Corporate Medical Affairs Committee (CMAC), 
which comprises medical directors, pharmacists, other clinical professionals, legal counsel, 
benefits administrators and others to review the clinical efficacy of specific benefits and services 
Decisions to add a non-covered benefit to the Medicaid and Nevada Check Up benefit package 
is made by the CMAC. 


On an individual basis, when requests for non-covered services are received from a medical 
provider, our medical director works with the senior vice president of operations and the 
Customer Response and Resolution department to review and approve the request. Decisions 
are based upon the medical necessity of the procedure, the long-term medical benefits, and the 
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social/psychological benefits that the outcome of the procedure is expected to have on the 
member’s life. 


Case Study Highlighting Requests Received and Approved for Non-Covered Services 


HPN received a request for bariatric surgery for a 500-pound 18-year-old female Nevada Check Up 
member. The member did not have a benefit for bariatric surgery because DHCFP requires a member to 
be between the ages of 21-55. Despite the lack of coverage, HPN approved the surgery because the 
member’s physicians did not believe she would live to be 21 years old without the surgical intervention.  


Non-Emergency Transportation  
HPN arranges and pays for certain types of non-emergency transportation, which is an 
excluded benefit under the Contract. This includes transportation to out-of-area medical 
services as well as transportation to lower level of care facilities. The decision to provide non-
emergency transportation is based upon medical necessity and member safety. 


HPN currently has a relationship with the DHCFP’s non-emergency transportation vendor, 
LogistiCare. Case managers work closely with LogistiCare to arrange non-emergency 
transportation for members who need to get to medical and dental appointments. However, 
there are instances when LogistiCare cannot meet the transportation time frame for the 
medical appointment. In those situations, HPN has decided to pay for the transportation to 
meet the medical needs of the member and reduce the overall medical costs that may arise from 
a delay in service. The following is an example of where we approved and paid for medical 
transport to Las Vegas even though LogistiCare is contracted with DHCFP for non-emergency 
transport. LogistiCare could not provide services because of the medical needs of this member. 


Case Study for Reno Medical Transport to Las Vegas 


A 2-year-old child was hospitalized in Reno with viral meningitis, causing encephalitis, dysphagia and 
bruxism. After 30 days in the hospital, the child’s condition improved but, he suffered from continued 
pronounced neurological deficits that required physical, occupational and speech therapy, and 
intravenous medication.  


There was no facility in Reno to accommodate his rehabilitation needs. 


Our Pediatric Case Management team worked with a skilled nursing facility in Las Vegas with a 
specialized pediatric program to accept this child. LogistiCare declined to transport the child because of 
his medical needs. For the benefit of the child, HPN’s medical director approved a medical flight from 
Reno to Las Vegas. At the time of discharge from the skilled nursing facility, the child was able to eat on 
his own, was walking and regained use of his upper extremities. 


Genetic Testing for Members with Strong Family History of Breast Cancer 
Over the last few years, HPN has approved genetic testing for our members with a strong 
family history of breast cancer. This test must be conducted by a special laboratory that does 
not accept Medicaid reimbursement. Several of our members tested positive for the breast 
cancer gene. Although not medically necessary, HPN approved and paid for bilateral 
mastectomy and a hysterectomy for the member due to the potential long-term impact on the 
member’s life. 


Newborn Circumcision 
HPN also provides newborn circumcision although it is not a covered Medicaid benefit. No 
authorization is required for circumcisions done by the pediatrician within 30 days of birth. 
Parents of our newborn male members choose circumcisions 70 percent of the time in Clark 
County and 35 percent in Washoe County. 


Medicaid Circumcisions by Region 
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Region 2010 2011 
Las Vegas 1,061 1,172 
Reno 161 174 
Grand Total 1,222 1,246 


New Technological Developments 
HPN continually evaluates new technological developments in our industry. HPN sends all new 
technology requests to a national Medical Technology Information Service. This national 
service includes comprehensive review and evaluation of current scientific evidence by 
dedicated clinical staff that is overseen by a board-certified physician. For individual UM cases, 
the results of the new technology review are submitted to the medical directors who are making 
the medical necessity review decisions. The medical directors review the medical technology 
review results and determine if the scientific evidence supports approval or denial for the case.  


New medical technology decisions are also made in general by the Corporate Medical Affairs 
Committee (CMAC). The current scientific evidence is reviewed to support a decision to cover 
or not cover this technology. Once a decision is made, a Healthcare Operations Protocol is 
created to make sure the UM decision is made consistently.  


The remainder of this section provides information on the types of services HPN offers that are 
beyond the requirements of this RFP including non-emergency transportation, value-added 
programs, Health Education and Wellness Division, expected value-added programs for the 
new contract. 


Value-Added Services to HPN Members ─ Description 
Many value-added services are offered at no cost to members. These beneficial services include 
the 24-hour Telephone Advice Nurse Service, health education programs, member incentive 
programs, extended clinic hours, supplemental non-emergency transportation services and 
certain non-covered medical benefits. The following table shows our current value-added 
services available to our members and the features of each: 


Value-Added Service Features  


Telephone Advice 
Nurse Service 


HPN’s toll-free 24-hour Telephone Advice Nurse service is available to all 
members, many of whom frequently call with general health care questions 
or for advice on acute or chronic health care situations and problems.  


Nationally recognized triage protocols and best practices are used to direct 
members to the appropriate level of care.  


Nurses coordinate hospital discharges after hours to include arranging 
home health, hospice, durable medical equipment and pharmacy services. 
All calls are recorded for quality and educational purposes.  


Members may call 800.288.2264 (TTY 711) to speak with a Telephone Advice 
Nurse.  
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Value-Added Service Features  


We’re@YourServiceSM 


 


 


We’re@YourService is a secure, web-based online member center that 
provides real-time access to a member's health benefits information. Use 
We're@YourService to:  


 Look up benefits and coverage 


 View claims history 


 View prior authorization history (if available/applicable) 


 View referral history (if available/applicable) 


 View electronic health records (if available/applicable) 


 Access health education and wellness tools 


 Securely message an advice nurse 


 Change your address 


We’re@YourServiceSM 
Mobile 


 


Specifically designed for your smartphone, We’re@YourService Mobile 
offers many of the same features found on We’re@YourService. Members 
use the mobile site to: 


 Look up benefits and coverage 


 View last 10 claims 


 View last 10 prior authorizations (if available/applicable) 


 View last 10 referrals (if available/applicable) 


 Call an advice nurse 


 View urgent care locations 


 Change your address 


Passport to Living 
Healthy 


 


The Passport to Living HealthySM program is a unique branded HPN 
program that is free and open to all eligible health plan member. This 
innovative internally developed program started with the creation of 
specialized passports for health plan members managing chronic 
conditions, including asthma, diabetes, chronic obstructive pulmonary 
disease (COPD) and heart failure. Additional no cost opportunities for 
members through the Passport to Living Healthy program are the:  


 Opportunity for health plan members, families and guests to attend 
community health fairs at the HPN office. Three health fairs have been 
held since 2011 with more than 2,500 individuals attending each event. 
One health fair included Elmo from Sesame Street and two health fairs 
focused on all ages and having them live healthy lifestyles.  


 Ability for health plan members (and their providers) to order brochures 
on multiple health topics to help manage their health.  


 Chance for parents of two year old children to receive a Turtle backpack in 
return for completed immunization records.  


Free Sports and School 
Physicals 


Members may receive a free sports or school physical annually from any 
contracted provider  


Medical Home 


(Level III NCQA Certified 
through SMA) 


We have a fully operational PCMH with SMA, our largest primary care 
provider in Southern Nevada where 29,000 of our members have a PCP. 
SMA is the first and only medical practice in Nevada to achieve NCQA 
accreditation as a Level III PCMH in both adult medicine and pediatrics. 
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Value-Added Service Features  
SMA is exclusively contracted with HPN for our members. 


Food for Thought


 
 


Food for Thought provides practical strategies to help families make 
healthier food choices and to create positive experiences involving food. 
With Sesame Workshop, the team set the following goals for the project:  


 Assist children and families in achieving a balanced and healthy diet by 
educating them about nutritionally sound foods that are easier to access 
and that are good for child development  


 Support caregivers facing economic challenges as they encourage 
children to eat healthy foods and be physically active and model these 
behaviors  


Provide resources that allow both children and adults to make healthy food 
choices based upon simple and familiar messages, including choosing 
between “sometime” and ”anytime” foods. 


A is for Asthma 


 


To help children who have asthma and their families, HPN has partnered 
with Sesame Workshop in the A is for Asthma program. This innovative 
program demonstrates how families can proactively handle their children’s 
asthma and gives children an understanding of what asthma is, tips on what 
to do when they have trouble breathing, and information on how people 
who have been diagnosed with asthma can live a fun and active lifestyle. 


Partnerships with community organizations are key to raising awareness 
about the A is for Asthma program and to linking parents and children to 
free educational materials, which include posters, activity pages, booklets, 
etc. HPN’s pediatric asthma initiative has three objectives: 


 Implement disease management for children ages four and younger 


 Create a provider-centric approach to engage high-volume providers in 
member education and follow-up 


 Analyze cost drivers 


Lead Away! HPN has developed educational materials to promote lead awareness 
among parents and children. Created in partnership with Sesame 
Workshop, the materials are visually appealing to children and feature well-
loved Sesame street characters. Available information also includes advice 
to parents about protecting their children from exposure to lead, including: 


 Keep It Clean  


 Wash Your Hands 


 Avoid Peeling Paint 


 Check Toys 


 Get Tested 


All materials are produced in English and Spanish, and can be made 
available in other languages upon request. 
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Value-Added Service Features  


Bright Futures 


 
We are excited to adopt the Bright Futures™ and American Academy of 
Pediatrics (AAP) recommendations for preventive pediatric health care as 
our standard for well-child care.  


Bright Futures is an initiative that addresses the health needs of children 
from a holistic perspective while taking the family and community into 
account when determining health promotion and disease prevention 
assessment and education. 


Bright Futures provides a national approach to managing the needs of the 
pediatric population by providing a framework and comprehensive set of 
guidelines for well-child care from birth to age 21.  


The guidelines are designed to represent a single standard of care and a 
common language based upon promotion of good health and disease 
prevention. 


Power Kids Camp 


 


Power Kids Camp is a six week, no cost summer camp for children ages 8-
12 considered obese or at risk for obesity.  


Provided in conjunction with a community partner, this program provides 
daily education by a registered dietician on healthy eating, healthy cooking 
and food shopping and exercise.  


Guest speakers offer information on healthy topics such as cycling and 
dancing. 


Text4baby 


 
Text4baby delivers educational text messages to promote healthy mothers 
and babies including prenatal and postpartum messages and well-baby 
care/visit reminders up to a year after deliver.  


Text4baby program information and instructions on enrollment are included 
in the brochure.  


All members are encouraged to sign up for the no-cost Text4baby program. 


The Clinic at Wal-Mart 


 


 


Get Well, Stay Well!  


Available to HPN members at three Wal-Mart locations in the Las Vegas 
Valley.  


Convenient Care Clinics provided diagnosis, testing and treatment for most 
minor injuries and illnesses, health screenings, preventive care and 
member education are also provided.  


Extended office hours are available and no appointments necessary.  


Centering Pregnancy 


 


Centering Pregnancy is a multifaceted model of group care that integrates 
the three major components of care: health assessment, education, and 
support, into a unified program within a group setting. 


Eight to 12 women with similar gestational ages meet together, learning 
care skills, participating in a facilitated discussion, and developing a 
support network with other group members. Each pregnancy group meets 
for a total of 10 sessions throughout pregnancy and early postpartum. The 
practitioner, within the group space, completes standard physical health 
assessments.  


Centering Pregnancy groups provide a dynamic atmosphere for learning 
and sharing that is impossible to create in a one-to-one encounter.  
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Value-Added Service Features  


Dr. Health E. Hound 


 


 


 


 


 


 


 


 


 


As the mascot of UnitedHealthcare, Dr. Health E. Hound travels all across 
the country, helping to educate children, their families and the community 
about healthy living.  


At a recent 2012 Passport to Living Healthy Kid’s All Ages Health Fair, 
mascot Dr. Health E. Hound engaged children by promoting the importance 
of preventive health visits including dental check-ups while their parents 
learned about their new health plan. Dr. Health E. Hound’s promotes 
elements from our partnership with Sesame Workshop, Food for Thought.  


In 2011, Dr. Health E. Hound participated in the following events:  


 Passport to Living Healthy All Ages Health Fair  


 Teddy Bear Run to support the UnitedHealthcare Children’s Foundation 


Continuing in 2012, we intend to conduct at least one Fitness Challenge per 
month, featuring Dr. Health E. Hound. On average, 400-500 children will 
complete the Fitness Challenge at each event. 


Diabetes Prevention 
and Control Alliance  
 
 
 
 
 
 


 


Two community-based provider network programs offering specific 
interventions to prevent members with pre-diabetes from progressing to 
diabetes and members with diabetes from developing complications. The 
two distinct community networks are: 


 NOT ME Diabetes Prevention Program (DPP) for those with pre-diabetes - 
the only evidence-based intervention program available in the commercial 
marketplace. 


 NOT ME Diabetes Control Program (DCP). This includes routine diabetic 
lab tests (HbA1c, LDL), limited physical exams, review of routine diabetic 
care and complication prophylaxis, medication management review, 
nutrition and goal setting 


Medicaid Incentives for 
Prevention of Chronic 
Diseases Grant 
Program 


As a key community partner in the State of Nevada, HPN was invited to join 
the DHCFP to apply for this critical national grant. Incentives are given to 
members with Diabetes to influence positive health outcomes. Mechanisms 
used to offer incentives are: Health Management RN health coach who 
provide telephone calls to members to encourage the completion of 
necessary medical tests and exams; and joining a weight management 
program for members with elevated Body Mass Index 


Health Management 
Program 


 


Program for members with chronic conditions including: 


 Asthma 


 COPD 


 Diabetes 


 Heart disease 


 Heart failure 


 High blood pressure 


Members receive reminders about needed tests and exams and RN health 
coach telephone calls for members with high or moderate risk for future 
health care utilization. Members receive written health education materials 
and information on available Health Education and Wellness classes. 
Provider profiles are sent each quarter to network providers to identify 
those members with chronic disease management needs. 


Complex Case Program for members with complex health care needs who need intensive 
and ongoing case management to facilitate the timely and appropriate 
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Value-Added Service Features  
Management provision of health care and services. Program is available to adults, 


children and teens.  


 HEROES Program 


 


 


The HEROES Service-learning grants program is a service-learning, health 
literacy initiative developed by UnitedHealth Group and Youth Service 
America. The program awards grants to help youth, ages 5-25, create and 
implement local, hands-on programs to fight childhood obesity.  


Each grant engages participating youth in service-learning, an effective 
teaching and learning strategy that supports student learning, academic 
achievement, and workplace readiness. 


In Nevada this year, we have conducted two programs through the HEROES 
program – Healthy Choices for Me through Touro University of Nevada and 
Edible Gardens in Public Elementary Schools through Create a Change 
Now, a non-profit organization in Southern Nevada. 


Tele-monitoring Bridge 
Program 


 


Program available to health plan members with heart failure who are at risk 
for potential health care utilization, Members are eligible for the program if 
they are referred by their PCPs or by home health or identified as needing 
services through the Health Management registry.  


Health plan members enrolled in the program weigh themselves and take 
their blood pressures every day through digital equipment. RN Health 
Coaches review a web-based tool to determine if the weights or blood 
pressures are out of range as set by their PCPs.  


If the members are out of range, the RN Health Coach calls the member to 
determine next steps and makes contact with their physicians as needed. 


Added-Value Services through the Health Education and Wellness Division 
HPN is the only health plan in Nevada with a health education and wellness (HEW) division. 
Eleven health educators with professional credentials—including registered dieticians, licensed 
alcohol and drug counselors, and certified health educators—teach 18 programs. The programs 
are so well received by HPN providers and members that more than 15,213 referrals were 
made in 2011.  


Six of our health educators are strategically located in clinics throughout the Las Vegas Valley 
and one in Reno. Members may participate in these programs in either a classroom setting or 
in an individual consultation environment. Some programs are bilingual with on-site, personal 
interpretation services available for Spanish-speaking members. Language Line is used for 
other interpretation needs.  


The following table shows our HEW programs and descriptions for members: 


Program Brief Description 


Asthma - Adult  
(ages 16 and up) 


Understand asthma and how to take control. Topics include triggers and 
treatments, medications and self-care. 


Asthma – Child 
(ages 1 to 15) 


Recognize the signs and symptoms of an asthma episode and the steps to make 
living with asthma manageable. 


Cancer Nutrition 


Education on 19 different types of cancer, general cancer nutrition, cancer 
prevention and managing cancer symptoms, including nutrition, physical 
activity, risk factors and screenings related to cancer. Learn strategies of coping 
with cancer and special considerations for cancer survivors.  


Diabetes 
 


The Balancing Act, accredited by the American Diabetes Association provides 
basic knowledge of preventive care; healthy food and activity choices; blood 
glucose monitoring; foot and eye care; stress management techniques and other 
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Program Brief Description 
effective ways to manage diabetes. 


Exercise 
Improve flexibility, mobility and balance without having to rely on specialized 
equipment. 


Understanding 
Insulin/  
Insulin Self-
Management 


Education on insulin management and learning the proper skills for 
administering, storing and the timing of insulin. 


Heart Health 
 
 
 
 


Recognize and control risk factors, blood pressure, cholesterol, triglycerides for 
heart disease and high blood pressure. Learn and understand lab results, food 
labels and tips for dining out. This program helps members keep heart health in 
control by reducing weight, exercise, taking medications correctly, reducing 
tobacco and alcohol use and eating from a balanced food plan. 


Lactation 
Learn proper breast feeding techniques, milk production and colostrum, 
guidelines to reduce fullness discomfort, safe handling of expressed milk breast 
pumps, storing and transporting breast milk. 


Lifestyle 
Management 


Designed to provide information, tools and support to make permanent lifestyle 
changes that results in stress reduction and stress management. It is also 
designed to increase knowledge of basic nutrition and fitness principles and 
encourage behavior modifications to control risk factors for chronic diseases 
and promote a high quality of life. 


Nutrition and 
Fitness 


Learn the principles of good nutrition and developing a fitness routine. Staying fit 
takes into account motivation, obstacles, barriers and lifestyle commitment to 
remain healthy and strong.  


Pregnancy  
Emphasizes good nutrition habits, proper weight gain, personal and home safety, 
exercise, coping with stress, emotions and discomforts of pregnancy. The 
course also covers baby’s first year.  


Preventive Health 
Care 


Explores adult preventive health care guidelines and presents a summary of 
periodic health examinations, screening tests, immunizations and counseling 
recommended for maintaining good health.  


Tobacco 
Cessation 
Program 


An evidence-based treatment plan, one-on-one consultation with a tobacco 
cessation counselor, three months in a personalized behavior modification 
program, three months of personalized medication (depending on assessment), 
and member follow-up as needed.  


Weight 
Management - 
Adult 


Develop a personal plan to make positive changes in eating and exercise habits 
to achieve healthy and permanent weight loss. 


Weight 
Management 
Support Group 


Focuses on a combination of nutrition and fitness, while incorporating a positive 
learning environment.  


Healthy Nutrition  
Toddlers and 
Preschoolers  
(ages 2 to 6) 


Designed to provide parents with guidelines and a step-by-step approach to 
good nutrition, activity and behavior modification for children so that they can 
make better choices as adults. This program provides information on their 
energy needs, portion sizes and food choices they require. 


Healthy Nutrition  
Children (ages 7 to 
13) 


Learn current health and nutrition information, advice on changing habits, 
physical activity and tips to get your children and family started. This fun-filled 
activity class makes it simple for kids to learn lifelong eating habits that help 
them achieve and maintain a healthy weight and a strong and healthy body.  


Healthy Nutrition  
Teen (ages 14 to 
17) 


Designed to help teenagers improve their eating and exercise habits while 
building self-esteem and positive attitudes. 


Women’s Health 


Focuses on topics such as prenatal care, osteoporosis, heart disease and some 
cancers (including breast, cervical and ovarian cancers). Provides general 
nutrition, exercise, stress management and screening recommendations for 
women.  
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Through our website www.MyHEWonline.com, members have access to diabetes, heart health, 
pregnancy, preventive health care, stop smoking and weight management programs. 
MyHEWOnline also has an online health risk assessment that identifies health and lifestyle 
profiles. After completing the questionnaire, a personalized profile with recommendations is 
provided to improve a member’s overall health.  


 


Case Study for a MyHEWOnline Success Story 


Karen K. has been smoking cigarettes for more than 40 years. She enrolled in the Tobacco Cessation 
program and finally quit smoking. Karen’s cough is now gone and she feels better than she ever has. 


“I have more energy to tackle new hobbies and enjoy activities with my family.” 


Value-Added Behavioral Health Services 
For members who need help with behavioral health issues, it is critical that the members are 
engaged in their treatment. In-person groups, classes, and assessments have been determined to 
be the most effective in making sure members are active participants in their health and get 
support from others in similar situations as available.  


Our behavioral health department is proud to offer the following multitude of in-person 
assessments, groups and classes for our health plan members (and their families as applicable):  


Program Brief Description 
Behavioral Health Family 
and Home Environment 
Assessment  


Evaluates the member’s family dynamics and home situation 


Parenting Class Equips parents with the skills needed to manage their children 


General Group Therapy for 
Children and Adolescents 


Conducted alongside the Parenting Classes. Participants are 
separated by age groups: 5-7 years-old, 8-9 years-old, 10-12 
years-old and 13+ years of age 


Adolescent Chemical 
Dependency Group 


Support for adolescents (ages 13-17) who are struggling with 
chemical dependence 


Confident Young Women 
Program for female adolescents (ages 13-17) to help improve 
confidence and build self-esteem 


Healthy Bodies Healthy 
Minds 


Program to promote physical fitness in children and adolescents 
through sports and outdoor play facilitated by former 
professional athletes 


Children of Divorced 
Parents 


Support for children ages 7-10 with divorced parents 


Children with Asperger’s 
Teach children diagnosed with this disorder socialization and 
communication skills 


Left Behind 
Support for children ages 7-13 whose parents are deported to 
their country of origin 
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Program Brief Description 
Discipline through Martial 
Arts 


Teaches children discipline and confidence through martial arts 


Anti-Bullying Group 
Teaches children (ages 8-12) and teens (ages 13-17) strategies to 
handle and respond to bullies, including cyber bullying 


Getting Around 
Collaborative program with the Southern Nevada Center for 
Independent 


 


Behavioral Health Group Success Story – Left Behind 


A 10-year-old member was evaluated by the behavioral health provider for symptoms of anxiety and 
Post-Traumatic Stress Disorder due to witnessing his father being taken away by the Immigration and 
Citizenship Enforcement (ICE) Agency for immigration exclusion.  


A wrap-around treatment plan was implemented immediately to help the member deal with separation 
anxiety and to maintain healthy school and peer relations. Services provided by HPN’s behavioral health 
provider included individual therapy, psychosocial rehabilitation services, and the value-added service 
“Left Behind” a specialized programs to help children cope with the pain and anxiety of separation related 
to deportation enforcement.  


This member has become a leader of the specialized group and now helps other children who are 
experiencing the same situation. 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


UM Program Structure and Oversight 
HPN maintains a successful UM program with the oversight of two dedicated physicians. The 
UM team has the following responsibilities:  


 Implement guidelines and procedures to medical necessity review 


 Confirm the application of these guidelines and procedures is consistent among reviewers 


 Use specialist consultants in UM decision making 


 Make medical necessity review decisions for all types of service (pre-service, concurrent 
review and post-service, including a review of claims) according to appropriate timelines 


 Administer additional key services to coordinate admission and health care services 


 Evaluate new medical technology for medical necessity decisions 


 Monitor and evaluate guidelines and procedures and potential for over- and under-
utilization 


HPN conducts these UM activities to make sure our members receive timely and needed 
evidence-based health care and services. We have demonstrated success in our UM program in: 


 Meeting required timeliness standards – in the second quarter of 2012, we processed 
approval and denial letters within 2 days of notification – 12 days under the DHCFP 
timeline 


 Providing needed care and services to the majority of our Medicaid and Nevada Check Up 
members when requested – 97 percent of medical necessity requests were approved in 2011 


 Making sure that our physicians and other health care professional reviewers make medical 
necessity decisions consistently – all of our reviewers passed the annual Inter-rater 
Reliability Reviews in 2012 
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 Evaluating the potential for over- and under-utilization of services through a focused review 
– in 2011, our review of four key HEDIS use of services measures showed that none of the 
rates were less than the 10th percentile or above the national 90th percentile as compared to 
health plans across the country. This indicates no over- and under-utilization.  


Physician Oversight 
Dr. S. Daniel McBride, chief medical officer, the dedicated senior physician, and Dr. Timothy 
Justice, behavioral health practitioner supervise and oversee the UM program. These two 
senior physicians set policies and procedures, review and decide UM cases, and participate in 
UM Committee meetings. Appropriate practitioners also develop, adopt and review criteria for 
the UM program.  


Under the oversight of these two senior physicians, all pre-service and concurrent review 
decisions are supervised by qualified medical and behavioral health professionals. Under these 
appropriately licensed professionals, all medical necessity decisions are made. Qualified 
medical and behavioral health professionals include, but not limited to: 


 Physicians who are board-certified and licensed in Nevada to make medical and behavioral 
health denials 


 Licensed pharmacists in the state of Nevada who can approve or deny pharmacy medical 
review requests 


 Addiction medicine specialists, psychologists, social workers and clinical nurse specialists 
who can approve and deny a limited type of behavioral health requests 


 Nurses who can make approval decisions on specific requests 


UM functions for both medical and behavioral health issues, are supported by adequate staff 
and resources to effectively perform the UM function. Under the direction of the two 
designated physicians and medical directors, the supervision and oversight of day-to-day 
functions are the primary responsibilities of Valerie Grosjean, RN, director, medical and 
clinical operations, Terri Jacque, RN, associate director, prior authorization, RN manager, 
prior authorization, RN supervisor, prior authorization for the review of medical requests.  


Primary responsibility for the review of behavioral health requests are completed by the RN 
manager. For the medical and behavioral health medical necessity review processes, full-time 
clinical staff with current unrestricted professional licenses or certifications are in place who 
have been extensively trained on clinical guidelines and procedures, case management 
philosophy and procedures, and available treatment resources. 


Pre-authorization and Concurrent Review Decisions Supervised by Qualified 
Medical Professionals 
Dr. McBride is responsible for setting medical policies and procedures, reviewing and deciding 
medical UM cases and participating in UM committee meetings. To perform these functions, he 
chairs the Corporate Medical Affairs Committee, the committee that finalizes decisions on 
medical policies, protocols and clinical guidelines; he co-chairs (with Dr. Allan Ebbin, vice 
president, health care quality and education) the UM Committee, the committee that reviews 
and approves all UM program documents, policies and procedures and processes, such as the 
approval of annual inter-rater reliability (IRR) results and the review of member and provider 
satisfaction survey results. Dr. McBride also co-chairs the Quality Improvement Committee, 
the committee that reviews and discusses all quality improvement activities, case management 
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and health management program activities. Dr. McBride oversees three full time medical 
directors who make medical necessity decisions. These medical directors supervise the pre-
authorization and concurrent review staff makes sure all decisions are consistent and based 
upon all necessary clinical information. 


Dr. Justice is the medical director for our behavioral health department within HPN. He is a 
board-certified psychiatrist with multiple years of experience and knowledge in behavioral 
health. Dr. Justice supervises the medical directors and consultants who make behavioral 
health pre-authorization and concurrent review decisions. Dr. Justice is responsible for setting 
behavioral health policies and procedures, reviewing and deciding behavioral health UM cases 
and participating in UM committee meetings. To perform these functions, Dr. Justice chairs the 
Behavioral Health Quality Improvement/UM Committee, the committee that reviews and 
approves UM and Quality Improvement program documentation, policies and procedures, 
protocols and clinical guidelines. This committee also reviews the ongoing UM program activity 
results, including evaluating member and provider satisfaction and IRR results for behavioral 
health providers. Dr. Justice oversees consultant behavioral health professionals who make 
medical necessity decisions. He oversees the pre-authorization and concurrent review staff and 
the behavioral health professionals confirm all decisions are consistent and based upon all 
necessary clinical information. 


Implementing Guidelines and Procedures for Medical Necessity Review 
Clinically valid guidelines and procedures support the two designated senior physicians and 
other qualified health care professionals in determining the medical necessity of service 
authorization requests for our members. UM decision-making guidelines and procedures are 
objective and based upon medical evidence, compatible with established principles of health 
care and flexible enough to allow for deviations as necessary.  


HPN and its delegates (if applicable) follow clearly written criteria for UM activities conducted 
to evaluate the necessity of medical and behavioral health services. HPN uses both nationally 
developed principles (Milliman Care Guidelines) and diagnosis or procedure-specific protocols 
(HCO Protocols) for decision-making. HPN has prior authorization policies and procedures in 
place that are consistent with the provision of covered medically necessary medical and dental 
care in accordance with community standards of practice. We follow a UM decision-making 
hierarchy when making UM decisions based upon clinical criteria. This hierarchy outlines the 
criteria consistent with evidence-based medicine, community standards of practice and State 
Medicaid benefits.  


UM Decision-Making Step-by-Step Process 
Utilization Management  
STEP 1: Review Evidence of Coverage and Benefit Plan Summary documents 


 Determine if a service or procedure is a covered benefit is the first step in making UM decisions: 
– The Evidence of Coverage and Benefit Plan Summaries are foundation documents used to 


determine benefit coverage. Covered, limited and excluded services and procedures are 
defined in these documents 


 Once it has been determined that the service or procedure is a covered benefit, medical necessity 
review begins 


 This benefit determination includes any covered benefits or services required by the State 
Medicaid Agency 
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Utilization Management  
STEP 2: Review of Internally Developed Health Care Operations Protocols 


 Review of Healthcare Operations protocols are completed to determine medical necessity: 
– The Healthcare Operations Protocols, used for medical and dental care UM decisions, are 


used following a comprehensive protocol development process 
– Intensive research of current scientific evidence, writing of the proposed protocol, review of 


the proposed protocol by the designated medical director, and then evaluation and approval 
by the Corporate Medical Affairs Committee of the proposed protocol is completed before 
the protocol can be used for UM decisions 


 If there is a Healthcare Operations Protocol available for use, the medical necessity decision is 
made 


STEP 3: Review of Milliman Care Guidelines 


 Review of Milliman Care Guidelines is completed when there is no internally developed Healthcare 
Operations Protocol available for the specific medical situation in question 


 If there is a Milliman Care Guidelines available for use, the medical necessity decision is made 
STEP 4: Review of New Medical Technology Requests 


 Review of new medical technology requests are completed when there is no benefits document, 
internally developed Healthcare Operations Protocol or Milliman Care Guideline available to make 
the UM decision  


– A new medical technology request is submitted to a dedicated Medical Technology 
Information Service. This service is staffed by clinicians and other medical professionals 
who review and summarize current scientific evidence and other data sources for use in this 
decision making  


 The completed new medical technology request, including a summary of the current scientific 
evidence, is then submitted for review and evaluation by the medical director. The medical 
necessity decision can then be made 


This entire review process for each protocol includes an evaluation of all existing relevant 
literature and current scientific evidence. The extra step of bringing all internally and 
externally developed protocols to the Corporate Medical Affairs Committee also allows the 
local physicians, practitioners, pharmacists, dental providers and others who participate on 
that committee to determine if the protocols are consistent with community standards of 
practice.  


Behavioral Health UM Decision-Making Step-by-Step Process 
Behavioral Health Utilization Management 
STEP 1: Review Evidence of Coverage and Benefit Plan Summary documents 


 Determining if a service or procedure is a covered benefit is the first step in making UM decisions: 
– The Evidence of Coverage and Benefit Plan Summaries are foundation documents used to 


determine benefit coverage. Covered, limited and excluded services and procedures are 
defined in these documents.  


 Once it has been determined that the service or procedure is a covered benefit, medical necessity 
review begins 


 This benefit determination includes any covered benefits or services required by the State 
Medicaid Agency  


STEP 2: Review of Utilization Guidelines Based Upon Levels of Care 


 Review of specific utilization guidelines are made to determine medical necessity: 
– The utilization guidelines and procedures are reviewed annually to address the appropriate 


clinical thresholds, identify the initial assessment guidelines that are used, determine the 
concurrent review guidelines that are applied, the times in which a referral is indicated for 
physician review, when a review is not indicated and the discharge criteria that are applicable


– The UM resource documents used to make UM decisions include but are not limited to:  
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Behavioral Health Utilization Management 
 Substance Abuse Guidelines from American Society of Additional Medicine 
 Mental Health Guidelines from American Psychiatric Association 
 Children and Adolescent Guidelines based upon American Academy of Child and 


Adolescent Psychiatry 
 Adult level of care guidelines, based upon the American Association of Community 


Psychiatry 
 DSM-IV TR 
 Milliman Care Guidelines 


STEP 3: Review of New Medical Technology Requests 


 Review of new medical technology requests are completed when there is no benefits document, 
internally developed Healthcare Operations Protocol or Milliman Care Guideline available to make 
the UM decision: 


– A new medical technology request is submitted to a dedicated Medical Technology 
Information Service. This service is staffed by clinicians and other medical professionals 
who review and summarize current scientific evidence and other data sources for use in this 
decision making 


 The completed new medical technology request, including summary of the current scientific 
evidence, is then submitted for review and evaluation by the medical director. The medical 
necessity decision is then be made 


Factors Effecting Medical Necessity Decisions 
Appropriately qualified professionals within HPN use the guidelines and procedures for 
making medical necessity review decisions according to the hierarchy of UM decision-making 
listed above. Medical necessity review decisions are made applying the appropriate and 
consistent UM guidelines and procedures that take into account the individual circumstances 
and the local delivery system.  


Criteria and Guidelines  
Appropriately qualified medical professionals apply the medical necessity review guidelines 
and procedures based upon individual member needs. At a minimum, the following conditions 
are considered when applying criteria to each individual case: 


 Age 


 Comorbidities 


 Complications 


 Progress of treatment 


 Psychosocial situation 


 Home environment, when applicable 


 Presence of acute or life-threatening illness 


Appropriately qualified medical professionals also apply guidelines and procedures that HPN 
based upon the local delivery system. HPN considers characteristics of its local delivery system 
available for specific health plan members, such as: 


 Availability of skilled nursing facilities, sub-acute care facilities or home care in HPN’s 
service area to support the member after hospital discharge 


 Coverage of benefits for skilled nursing facilities, sub-acute care facilities or home care 
where needed 
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 Local hospital’s ability to provide all recommended services within the estimated length of 
stay 


Behavioral Health Guidelines  
Additionally, our behavioral health department maintains specific guidelines and procedures 
for the utilization of each level of care in individual cases. These guidelines and procedures are 
reviewed annually and address the clinical thresholds for when a service is appropriate, 
including the: 


 Initial assessment guidelines and procedures used by the reviewers 


 Concurrent review guidelines and procedures applied 


 Situations in which the referrals are indicated for physician review  


 Situations in which the reviews are not indicated for physician review 


 Situations in which the discharge guidelines and procedures are applicable 


For certification of any level of care, the following conditions must be met:  


 An appropriate evaluation was performed to establish the presence of a treatable 
psychiatric condition  


 The member can be expected to benefit from appropriate treatment 


 Any level of treatment is based upon necessity, not convenience, and cannot be safely or 
effectively provided in a less acute setting 


 If inpatient psychiatric care is secondary to a physical condition putting the member at risk, 
the care is managed in a medical setting  


 Members must comply with appropriate treatment recommendations including but not 
limited to medication regimens, participation in therapeutic groups and individual sessions, 
treatment and discharge planning 


Written guidelines and procedures direct decision makers to alternatives when the factors 
mentioned above indicate that UM protocols are not appropriate. Appropriate practitioners 
are involved in developing, adopting and reviewing the medical necessity review guidelines and 
procedures. Practitioners with professional knowledge or clinical expertise in the area being 
reviewed have an opportunity to give advice or comment on development or adoption of UM 
criteria and on instruction for applying the criteria. Opinions are solicited through practitioner 
participation on a committee or by considering comments from practitioner to whom it has 
circulated the criteria. 


Local network specialists participate in HPN’s annual protocol review process by reviewing 
and recommending updates to protocols. Written or published criteria are reviewed and 
approved through the Corporate Medical Affairs Committee (CMAC), comprising physician 
representatives, HPN administration, other staff members, and other attendees as appropriate. 
Approved criteria are distributed to UM staff for education and implementation after 
committee approval. Implementation includes publication on the website of the finalized 
protocols at least 30 days prior to effective date. An appropriate practitioner is not limited to 
actively practicing practitioners. 


UM activities for behavioral health are also augmented by a roster of mental health and 
substance abuse practitioners who serve as peer reviewers. The behavioral health medical 
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director provides clinical oversight of the UM function, supervises all clinical decisions and is 
responsible for the credentialing of providers, quality improvement and quality assurance 
activities. Additionally, full-time analysts and the executive director of operations routinely 
work closely with the UM operations. All UM activities are conducted by properly trained, 
qualified, and supervised UM staff.  


Accessibility of Guidelines to Providers 
HPN makes the UM guidelines and procedures available to providers through a variety of 
methods. For example, the annual distributed Provider Summary Guide states in writing how 
practitioners can obtain UM guidelines and procedures through the Internet. HPN distributes 
these guidelines and procedures via the Internet and provides paper copies upon request.  


Consistency of Application of UM Guidelines and Procedures  
At least annually, HPN evaluates (using an IRR audit) the consistency with which the UM staff 
certifies services, uses guidelines and procedures, and makes UM decisions. Vignettes are used 
to facilitate consistent UM decision-making, making sure of the consistent application of the 
guidelines and procedures are used, and to identify and correct ambiguities in the guidelines 
and procedures. This evaluation is reviewed and approved and corrective actions are 
monitored annually by the UM task force. 


Use of Specialist Consultants in UM Decision-Making  
HPN uses consultants from appropriate specialty areas. Consultants representing the 
specialties of cardiology, gastroenterology, hematology, infectious disease, nephrology, 
neurology, orthopedics, pediatrics, and urology, among others, are used for review of 
individual cases, participation on peer review panels, and the review and development of UM 
guidelines and procedures. All consultants are either board-certified by one of the American 
Boards of Medical Specialties or possess other specialty certification appropriate to the 
provider’s discipline. If a local consultant cannot be identified in the same or similar specialty 
for case or guideline and procedure review, a referral is made to an independent review 
organization. 


Implementation of the UM Process: Types of Medical Review Requests and 
Timeliness Requirements for Making Decisions  
The scope of HPN’s UM program is expansive and includes pre-service, concurrent review, 
case management, and post-service review. This section explains how HPN makes decisions 
about medical necessity and the appropriateness of level of care all along the continuum of 
service delivery for Program members. 


Pre-service Determinations (Prior Authorization) 
Pre-service determinations involve cases or services that must be approved before the member 
obtains medical care. Prior authorization and pre-certification are pre-service claim 
determinations. 


Prior authorization is the assessment and screening of requests for health care services from 
providers. The screening determines if the treatment is compatible with the diagnosis, if the 
member has benefits for the services being requested, and if the requested services are provided 
by a qualified participating provider in an appropriate setting. Prior authorization is not 
required for urgently/emergently needed care. 
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Prior authorization can be requested through a variety of provider-friendly methods. HPN 
receives 75 percent of all requests through a web-based application on our website. This system 
has enhanced the timeliness of requests and decreased data entry errors because the web 
requests auto-generate into the claims payment system. Providers also submit requests in such 
traditional methods as telephone, fax, and mail. In 2012, HPN processed 54,457 prior 
authorization requests for members. Only 3 percent of the requests were denied for reasons 
such as lack of medical necessity and non-covered benefits, and one percent of the requests 
were redirected to a contracted provider or facility. 


The authorization and data entry of requested services or care is performed by various 
members of the prior authorization staff, as outlined below: 


Prior Authorization Decision Levels 
Level Case type Staff 
Level I Case requiring notification and data entry only UM representatives 


Level II 


Authorization of cases utilizing criteria and guidelines (e.g., 
elective inpatient cases, home health care, certain durable 
medical equipment, non-contracted and out-of-plan services, 
benefit questions, extension of benefits) 


Licensed staff (nurses) 
 


Level III Cases requiring specialized review and all potential denials 
Medical directors, 
provider advisors, 
pharmacists 


Services mandated by State and federal law, as well as by Contract, are approved or managed, 
as required. These services include: 


 Standing referrals/authorizations for specialist care for children with special health care 
needs (CSHCN) 


 Direct access to women’s health specialists 


 Post-mastectomy reconstructive surgery 


 Newborn hearing loss screening 


 Specified well-child activities and immunizations 


 Influenza vaccine (children and adults) 


 Pneumococcal vaccine polyvalent (children and adults) 


HPN’s prior authorization staff has the authority to approve all situations that meet pre-
determined guidelines and procedures. Potential denials or questionable cases are referred to 
the medical director for review. The prior authorization unit is supervised by a registered 
nurse, licensed in the State of Nevada, with a bachelor’s degree and a minimum of five years of 
clinical experience. 


The purpose of the prior authorization function is to make sure every HPN member receives 
quality care through the utilization of appropriate resources in the most appropriate setting 
and in the most cost-effective manner. This is achieved through the evaluation and 
determination of the appropriateness of the member’s and provider’s proposed use of medical 
resources prior to services being rendered, and the provision of any needed assistance to health 
care providers or member to confirm the appropriate use of resources. 
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Timeliness of UM Decision Making  
HPN complies with State and federal guidelines when processing prior authorization requests 
to make sure decisions are timely and minimize any disruption in the provision of health care. 
We continue to meet and exceed the State’s requirements. We continue to do internal 
monitoring of decision timeliness is performed quarterly in each Operational department. The 
operational audits involve a random sample of 30 cases per month. In fact, in 2011, the average 
time for HPN to process a request was five days, highlighting the efficiencies of HPN’s systems. 


The State’s decision time frame requirement is 14 days.  


The following table shows UM decisions and notification turn-around times for approvals and 
denials.  


Decision and Notification Turn-around Times Approvals and Denials 
UM Activity Decision Time Standard Notification of Decision 
Approval/denial (action) of 
non-urgent pre-service 
decisions 


Within 14 calendar days of 
request 


Within 14 calendar days of 
request 


Approval/denial (action) of 
urgent pre-service decisions 


Within three calendar days of 
request  


Within three calendar days of 
request  


Approval/denial urgent 
concurrent pre-service 
decisions 


Within 72 hours of request Within 72 hours of request 


Post-service decisions 
Within 30 calendar days of 
request 


Within 30 calendar days of 
request 


 


Timeliness Standards 
Expedited appeals: standard turnaround time for decisions 3 working days 
UM decisions: standard turnaround time 3 calendar days 


Concurrent Review (Continuity of Care)  
Concurrent review is an evaluation of a previously approved, ongoing course of treatment. At 
HPN, the continuity of care department provides initial and ongoing assessments of members 
receiving care in the inpatient setting to justify medical necessity based upon Milliman Care 
Guidelines. All elective admissions are screened prior to admission to determine the most 
appropriate level of care. The purpose of the concurrent review function is to assure continuity 
of care through the acute care episode and to appropriately facilitate the transition to the next 
level of care. The continuity of care staff performs daily reviews of all hospitalized members 
under the supervision of the medical director. All members are evaluated for discharge 
planning and arrangements. PCPs are notified of all admissions and discharges of their 
impaneled members. 


Chief Medical Officer Dr. S. Daniel McBride along with our medical directors, associate 
directors and managers, coordinates efforts with the onsite Case Management team to 
consistently assure appropriate bed day management as well as the appropriate discharge level 
of care. This team also conducts telephonic as well as onsite rounds with the HPN hospitalists 
allowing for peer-to-peer discussions. This is especially effective for complex cases.  


Providers and concurrent review nurses diligently identify and report any unexpected delays, 
complications, co-morbidities, or other incidents that occur. The Risk Management 
department, in conjunction with the Quality Management department, assumes responsibility 
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for evaluation, notification, and implementation of appropriate corrective action plans when 
potential member safety issues are identified. 


We take an active role in monitoring and evaluating the concurrent review process. All of our 
concurrent review clinical staff passed their IRR reviews in 2011. We also use Milliman Care 
Guidelines as our source for evidence-based concurrent review decisions. Milliman Care 
Guidelines have been nationally developed and are reviewed every year by an independent 
panel of clinical experts. Each case is reviewed individually and factors that take into account 
the individual’s health condition may be applied as needed to address unique situation of the 
health plan member.  


Process for Medical Review of Claims 
The Medical Adjudication department is composed of three clinical claims review RNs, one 
manager of clinical claims review RN, and one administrative support staff member. Staff 
members are supervised by a medical director who makes the final determination on cases that 
do not meet Milliman Care Guidelines or procedures. While RNs can approve post-service 
cases, only the medical director can deny retrospective review cases.  


This department is responsible for retrospective review of specific medical claims, including: 


 Review all emergency room claims submitted with diagnosis codes that are not on the 
approved emergency room list in the Facets claims processing system to determine the 
appropriate level of care, and medical necessity of the treatment 


 Review all claims for services that require prior authorization where prior authorization 
was not obtained for medical necessity and appropriate level of care (e.g., inpatient hospital 
admissions, diagnostic procedures, surgery) 


 Review all professional fees billed at the higher levels for correct level of care billing  


 Review claims for authorization, and potential carve-outs on large claims that are reviewed 
by the large claims committee  


 Review out-of-area, non-contracted facility claims for potential carve-out savings  


 Review ambulance and air ambulance claims for medical necessity 


 Review claims sent to Medical Adjudication department (MAD) by the claims staff when 
clinical edits are denying services and records are attached 


2011 Estimated Savings Report – MAD Denials for Specific Explanation of Benefit 
(EOB) Codes 
Total billed charges denied for selected EOB codes $43,654,991.23 
Estimated denied charges not paid for selected EOB codes $33,177,793.33 
Estimated net savings $7,630,892.47  


For behavioral health post-service reviews, the following process occurs:  


 Post-service review determinations are based solely on the medical/clinical information 
received from the attending physician or ordering provider at the time the care was 
provided.  


 Post-service review and notifications are completed within 30 calendar days of receipt of the 
request. This period may be extended one time by HPN for up to 15 calendar days provided 
that HPN determines that the extension is necessary because of matters beyond our control 
and notifies the member and provider, prior to the expiration of the initial 30 calendar day 
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period of the circumstances requiring the extension and the date when HPN expects to 
make a decision. If a member or provider fails to submit necessary information to decide 
the case, the notice of extension must specifically describe the required information, and the 
member and provider must be given at least 45 calendar days from the receipt of notice to 
respond to HPN’s request for more information.  


 Appeals for non-certification of retrospective reviews follow HPN’s standard appeal 
guidelines. 


Implementation of the UM Process:  


Other Key Services Admission and Health Care Coordination Services 
The Access Center is a one-stop shop staffed with specially trained medical professionals who 
assist both members and providers by making available telephone advice and admission 
coordination services 24 hours a day, seven days a week. 


The Access Center staff also assists in the timely procurement of needed care and services for 
members. This includes admission to the most appropriate facility to provide quality, cost-
effective care. When an emergent or urgent admission occurs, the Access Center makes sure 
the appropriate providers are identified, the appropriate level and site of service is used, and 
that additional or alternative services/care (e.g., durable medical equipment, home health 
services, case management services) are promptly provided and difficulties in obtaining 
services are quickly resolved. The Access Center also assists with follow-up of inpatient 
discharge plans and coordinates emergency room discharges, including arranging 
transportation and securing beds at sub-acute facilities. 


Denials 
HPN employs several medical directors who review all potential denials. The medical directors 
may contact requesting providers to obtain additional information or to discuss alternatives to 
care. Members and providers receive written notification of all denials. These notifications 
include the reason for the denial and the instructions for requesting an appeal. Only the 
medical director can deny services using established criteria and protocols. In 2011 only  
2.7 percent of all prior authorization requests for our Medicaid and Nevada Check Up 
members were denied.  


Appeals 
Members may appeal denial decisions through the Customer Response and Resolution 
department. The treating provider or the member may request an expedited appeal. If the 
member’s condition merits it, expedited appeals are resolved within 72 hours of receipt. Appeal 
requests for imminent inpatient care (e.g., post-stabilization care and concurrent review 
denials) are processed as “expedited appeals” and are managed by the UM Continuity of Care 
department. 


HPN did not have one case complete the State Fair Hearing process. As a result of the 
collaborative efforts with the pre-hearing, medical director, and representation from appeals 
and grievances, issues have been resolved without a hearing. Of the 54,457 prior authorization 
requests, 1,263 were denied, which resulted in 80 appeals. 


Evaluation of Medical Technology and Procedures 
HPN continually evaluates new technological developments in our industry. HPN sends all new 
technology requests to a national Medical Technology Information Service. This national 







 
5.1 Vendor Information – Health Plan of Nevada


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 675 of 833
 


service includes comprehensive review and evaluation of current scientific evidence by 
dedicated clinical staff that is overseen by a board-certified physician. For individual UM cases, 
the results of the new technology review are submitted to the medical directors who are making 
the medical necessity review decisions. The medical directors review the medical technology 
review results and determine if the scientific evidence supports approval or denial for the case.  


In general, new medical technology decisions also are made by the Corporate Medical Affairs 
Committee (CMAC). The current scientific evidence is reviewed to support a decision to cover 
or not cover this technology. For new medications, the pharmacy and therapeutics committee 
reviews new medications and presents its findings and recommendations to the CMAC. 
Consistent application of clinical protocols established through this process is routinely 
assessed during denial and appeal files audits, and during the annual evaluation of IRR audits. 
Once a decision is made, a Healthcare Operations Protocol is created to confirm the UM 
decision is made consistently.  


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, 
please explain. 


Our Process for Monitoring and Evaluating Guidelines and 
Procedures  
HPN has specific policies and processes in place to monitor and evaluate the clinical guidelines 
and procedures used to determine medical necessity of service authorization requests. We 
monitor and evaluate changes in technology or clinical treatment guidelines to incorporate any 
changes required.  


National Review of Clinical Guidelines 
In conjunction with UnitedHealthcare’s Medical Technology Assessment Committee (MTAC) 
and the National Medical Care Management Committee (NMCMC), HPN reviews nationally 
recognized clinical practice guidelines. Maintenance of guidelines is completed by the Associate 
Director of Medical Policy and adopted by HPN.  


Medical policies (including technology assessments) are developed based on scientific evidence, 
where such evidence exists. In the absence of incontrovertible scientific evidence, medical 
policies may be based upon national consensus statements by recognized authorities. Expert 
opinion, no matter how well regarded, is not the sole basis for medical policies or clinical 
guidelines used. 


UnitedHealthcare will develop medical policies based upon clinical evidence published in peer-
reviewed medical literature. A defined hierarchy of clinical evidence will be used, and this will 
be clearly communicated. 


All clinical guidelines are made available to clinical personnel, external network practitioners 
and members. Locally, we involve appropriate providers in the development or adoption of UM 
decision making guidelines and procedures through consultation with the health plan medical 
directors or through ad-hoc attendance at a UM task force or a CMAC meeting. All internally 
developed protocols are reviewed by the Corporate Medical Affairs Committee and revised and 
updated each year or more frequently as new clinical evidence is identified. 


Any local or nationally recognized guideline submitted must meet the following criteria: 
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 The guideline is based upon published clinical evidence, or, in the absence of published 
clinical evidence, based upon a national consensus of scientific experts. 


 The guideline is needed to meet a business need of the business unit (as stated in the 
“Background” section of this document.) 


 The guideline does not conflict with any current UnitedHealthcare medical policy or a 
nationally recognized clinical guideline accepted by UnitedHealthcare. 


 Associate Director of Medical Policy along with medical director leadership may make the 
decision about the choice of a nationally recognized clinical guideline when multiple 
guidelines are available. 


As previously stated, screening guidelines and procedures are also applied in a flexible manner 
based upon: 


 Currently accepted medical or health care practices 


 Members with specialized needs, including members with disabilities, acute conditions, or 
life-threatening illness 


 An assessment of the local delivery system 


HPN also uses evidence-based Milliman Care Guidelines for concurrent review that are 
compatible with established principles of health care and flexible enough to allow for 
deviations. Milliman Care Guidelines are developed and revised each year by national clinical 
experts.  


The following table shows UM activity and the guidelines and procedures used: 


UM Activity  Guidelines Used 


Pre-service (prior authorization) of 
inpatient and outpatient services 


Milliman Care Guidelines, 15th Edition 
2005 Health Care Operations Protocols 
St. Anthony’s Criteria March 2012 


Concurrent Review (continuity of care) 
Milliman Care Guidelines, 15th Edition 
2005 Health Care Operations protocols 
St. Anthony’s Criteria March 2012 


Post-service (retrospective review) 
Milliman Care Guidelines, 15th Edition 
2005 Health Care Operations protocols 
St. Anthony’s Criteria March 2012  


D. Describe your procedure for providing, monitoring and coordinating out-of-network services to 
enrolled recipients. 


Out-of-network Service Coordination to Members 
HPN has developed a very comprehensive provider network of approximately 4,000 providers 
who offer the majority of the Medicaid benefits in Nevada. In an effort to minimize out-of-
network services, HPN can leverage close-knit relationships with tertiary care facilities located 
outside Nevada, such as the UCLA Ronald Reagan Medical Center in Los Angeles, California, 
Children’s Hospital of Los Angeles, University of Southern California Medical Center, Scripps 
Green Medical Center, University Medical Center Tucson, Loma Linda Community Hospital, 
Bernardino County, California, and the University of California Medical Center, San 
Francisco, California. 


When members must obtain services from out-of-network providers (such as when the member 
needs to see a specialist for which HPN has no such specialist in its network), HPN:  
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 Coordinates with the out-of-network provider with respect to payment 


 Offers the opportunity to the out-of-network provider to become part of the network 


 Negotiates a contract or letter of agreement, to determine the rate prior to services being 
rendered 


Process for Providing Services 
There are certain services such as organ transplants and complex pediatric neurosurgery 
services that are not available in-state. Since 1997, HPN has coordinated these services for our 
members. We facilitate seamless coordinated out-of-network and out-of-state services. The 
Case Management department works with the medical director and the member to obtain 
high-quality, medically necessary services expeditiously. Our Case Management team, 
including the medical director, nurse case manager and social worker collaborate with the 
attending physicians and our Provider Services department to identify the best facility to meet 
the member’s medical needs. A member-specific Letter of Agreement is executed with the out-
of-network or out-of-state provider prior to the provision of services. Non-network providers 
are offered the opportunity to join the network. The Letter of Agreement is routed to the Prior 
Authorization department and Claims department to facilitate claims payment.  


In the event that emergency services are rendered to a member by a non-contracted provider 
(either in-state or out of state), HPN covers and pays for the services according the Nevada 
Medicaid Fee Schedule applying the “prudent layperson” definition of an emergency. 


To provide continuity of care for newly eligible members, HPN often allows a member to 
remain with the non-contracted provider for 90 days to complete the treatment plan. In these 
situations, the Prior Authorization department notifies the Provider Services department with 
approvals of out-of-network services. HPN then follows the Letter of Agreement process 
previously described in this section. Situations in which these out-of-network services occur 
include new members in their third trimester of pregnancy, new members in the midst of 
behavioral health services, and dental services. 


Process for Coordinating Services 
Our Case Management team arranges transportation for the member to the out-of-network or 
out-of-state provider, if necessary. The case manager and the medical director follow the 
member closely through the course of treatment to make certain quality medically necessary 
services are provided in a timely manner. At any time during the treatment, the medical 
director may contact the attending physicians to discuss the member’s progress. The medical 
director reviews cases daily. The member is followed through discharge with arrangements 
made for services to support the member once returning home.  


Case Study for Arranging Transportation for Out-of-Network or Out-of-State Providers  


An adolescent member suffered a sports injury that left him paralyzed as a quadriplegic. HPN quickly 
arranged to have the member transferred out-of-state to receive highly specialized neurological and 
orthopedic medical care. After many months of these services, the member walked with an assistive 
device for his high school graduation.  


Process for Monitoring Services 
HPN monitors the volume of services provided by out-of-network providers through its claims 
analysis process and completion of the Out-of-State Report completed for DHCFP quarterly. 
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Provider Services analyzes the claims information to determine if additional network providers 
are needed to meet member needs.  


E. Describe the roll and responsibilities of your case managers. 


Case Manager Roles and Responsibilities 
HPN employs an integrated care approach to coordinate the health care and services for our 
Medicaid and Nevada Check Up members. We have a single point of accountability at all 
transitions of care. HPN provides complex case management to health plan members of all ages 
with co-existing conditions—medical and behavioral—in any setting of care.  


The roles and responsibilities of individual case managers differ depending on the care setting: 


 Inpatient case managers coordinate the transitions of care within the inpatient setting for 
all levels and services. These case managers facilitate the discharges of our members from 
the hospital or other acute inpatient settings to their next setting of care. Inpatient case 
managers are responsible for educating our members and their care givers about what to 
expect next about the care they need, coordinating any appointments, tests and exams and 
referrals to specialists, and verify that a referral to complex case management in the 
outpatient setting is provided for anyone with ongoing needs. The goal of the inpatient case 
manager is to coordinate all needed services to prevent future care gaps and readmissions.  


 Complex case managers in the outpatient setting facilitate and coordinate care transitions 
and needed services. These case managers verify all needed tests and exams and 
appointments are kept as scheduled, any referrals to specialists and other services are 
made, and members and their caregiver navigate the health care system effectively to help 
them better self-manage their complex needs.  


 RN health coaches in health management facilitate the health care and services needed for 
health plan members with chronic conditions to better self-manage their long-term health. 
The primary role of the RN health coach is to educate the members about the tests and 
exams they need, changes in lifestyle, and barriers that affect their management of their 
long-term conditions.  


 Social workers support the case managers in evaluating and helping members access 
resources to address their socioeconomic and financial needs. The social workers are 
available to coordinate the services for any member in any setting of care.  


One key common responsibility for all case managers, RN health coaches and social workers is 
to identify the needs of our health plan members in any setting of care and quickly refer those 
individuals to the most appropriate clinical program. Our case managers are successful in this 
responsibility through the electronic communication avenues available. Our entire complex 
case management staff receives notifications/referrals once members are discharged from the 
inpatient setting, and an electronic system is available for our staff to use to complete these 
referrals. It is extremely beneficial for us to have this system, available to prevent unnecessary 
delays in transitions in care. 


Case Managers Coordinate the Care of our Members 
Our local professional Case Management team, with decades of collective experience, has 
coordinated the care of Nevada’s most vulnerable residents. HPN’s case managers have been 
responsible for all aspects of the day-to-day provision of case management services for health 
plan members.  
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Case Managers for our members are all in Nevada—they are not telephonically case managing 
from another state. Our inpatient case managers and hospitalists are physically located in 
Nevada hospitals, so they can serve the Medicaid patients face to face. We do not outsource our 
operations overseas or out of state. We believe that health care is best provided and managed 
locally. Our member satisfaction surveys and quality assurance scores are evidence of HPN’s 
commitment to the health care needs of our fellow Nevadans. Our State has long struggled with 
a shortage of nurses; as such, it has taken years of constant recruiting and retention efforts to 
have our current robust, skilled staff of the local case managers: 


Case Manager  Responsibilities 
OB/Pediatrics/NICU 


Pediatric Complex Case Manager 
Responsible for case management and care coordination 
for pediatric patient with high needs 


Senior Registered Nurse 
Responsible for running the NICU post discharge clinic 
as well as oversee the day-to-day operations of the 
inpatient case managers 


Onsite Registered Nurse Case Manager 
Responsible for onsite case management for pediatric, 
NICU and OB antepartum and postpartum patients 


High Risk Obstetric Case Manager 
 


Responsible for case management and care coordination 
for pregnant members 


Complex Case Management for Adult and Health Management 
Manager 
(Complex Case Management for 
Adults/Health Management) 


Responsible for managing the complex case management 
and health management program and staff 


Supervisor 
(Complex Case Management for 
Adults/Health Management) 


Responsible for supervising staff of complex case 
management and health management 


RN Case Managers  
(Complex Case Management for adults) 
and RN Health Coaches (Health 
Management) 


Responsible for managing the health care and services 
for members with complex issues and specific chronic 
conditions  


Onsite Registered Nurse Case Manager Responsible for onsite case management for adults 
Behavioral Health 
Senior Care Advocate Responsible for the utilization and case management of 


members for both inpatient and outpatient 
Manager,  
Social Work 


Responsible for managing the operations of the Social 
Work program and staff 


Social Worker 


Responsible for assisting health plan members with 
social and financial needs as appropriate. Two social 
workers are dedicated to the OB/Pediatric case 
management team and seven work with the adult case 
management team  


RN case managers have the following key roles and responsibilities:  


 Serve as the dedicated point of contact for a health plan member with complex health care 
needs to facilitate needsed care  


 Coordinate and provide ongoing case management for health plan members with complex 
health care needs 


 Facilitate referrals to social workers or behavioral health specialists who then provide social 
and functional case management services and behavioral health services to facilitate the 
member’s psycho-social well-being and mental health 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 680 of 833  November 2012
 


 Collaborate with Member Services to educate and help the health plan member use current 
health plan benefits and services 


 Work with Provider Services to facilitate needed letters of agreements as needed with 
facilities to provide health care and assistance to facilitate timely services for in-network 
providers 


 While participating in complex case management, the case manager is the point of contact  


The remainder of this section details HPN’s local, comprehensive case management program 
and provides more information on the roles and responsibilities of the case managers. 


Case Management Process 
Case management is defined as a collaborative process that assesses, plans, implements, 
coordinates, monitors, and evaluates options and services to meet an individual’s health care 
needs. This is accomplished through communication and the use of available internal and 
community resources. 


HPN provides individualized case management under the direction of the member’s PCP or 
PCMH providers by efficiently and effectively organizing, coordinating, and sequencing 
necessary services and resources. The case management process includes identification, 
assessment, and development of an appropriate care plan that is developed with the member 
(or their designee) and their PCP. 


Predictive Modeling Process – Impact Pro 
To perform predictive modeling processes, HPN uses the Impact Pro™ health care information 
solution. Impact Pro is used by health care organizations across the nation to gain better insight 
into the factors that affect their members’ health. Impact Pro combines a strong theoretical 
framework, clinical knowledge, rigorous empirical evidence and evidence-based medicine, all of 
which is essential in implementing an effective Chronic Care Management program. 


Although it has a variety of applications in the health care field, ranging from underwriting 
and actuarial analysis to support for direct treatment providers, we use Impact Pro to: 


 Identify, analyze, and stratify members into actionable groups based upon a clinical, 
episode-based predictive modeling and customizable program profiles. 


 Analyze the success and quality of current intervention programs  


 Complete member assessment and treatment planning more effectively, by providing our 
chronic care managers with the summary-level and detailed clinical information they need, 
and alerting them to gaps in care and opportunities for intervention. 


The core principle underlying Impact Pro is the concept of actionable data. Members who are 
placed in the higher risk levels are those members for whom our risk stratification processes 
identify clinical interventions that can be taken to improve clinical outcomes and help control 
unnecessary admissions. 


Case management focuses on early identification of high-risk members and those who have 
ongoing and complicated health service needs. Potential case management candidates may be 
identified as a result of direct or indirect patient care by the primary care team, hospitalists, 
specialists, concurrent review case managers, medical directors, telephone advice nurses, the 
Prior Authorization department, and referrals from ancillary providers, family members, and 
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community resources. Candidates may also be identified from electronic reports based upon 
various criteria (e.g., diagnosis and emergency room or urgent care utilization). In addition, 
HPN uses a series of analytic reports (Impact Pro), which identifies and stratifies members 
requiring comprehensive case management services. 


Case Study for Complicated Health Service Needs 


A 14-year-old member with acute lymphoblastic leukemia (ALL) was originally diagnosed in 2009. She 
received a bone marrow transplant and in 2011 suffered a relapse.  


This member was admitted to a local hospital and chemotherapy was restarted. Our Case Management 
team started following her case. Our social worker assisted her with enrolling in the homebound high 
school program, completing the SSI application and assuring a referral was sent to Candlelighters 
Childhood Cancer Foundation of Nevada (a local charity for pediatric cancer patients). 


After multiple readmissions for chemotherapy, the request was made for another bone marrow 
transplant. The member underwent a sibling donor stem cell transplant on July 25, 2011 at UAMC 
Tucson. HPN’s transplant Case Management team was actively involved with the authorization for the 
procedure and reviewed her case throughout UAMC Tucson hospitalization. 


HPN authorized the flight to Arizona although Nevada Check Up does not have a transport benefit. She 
had a very long stay with some complications, but was discharged to home in good health on October 6, 
2011. 


Our case managers are still involved in her case post-transplant. She has had no hospital admissions in 
2012. 


Social workers, working in support of the primary care teams, provide case management 
services when environmental and socio-economic concerns are suspected. The PCP and the 
primary care team members develop plans of care when members are identified as being at 
risk. The team is accountable for the member’s care plan and encourages or directs their 
progress by monitoring the completion of interventions. Plans of care include education and 
additional assessment by a specialist or a health care consultation when needed. The team, not 
a single discipline, is responsible for the care of the member. 


Health survey questionnaires are mailed to all new members at the time of enrollment. 
Members who self-identify ongoing medical needs with such conditions as pregnancy, asthma, 
diabetes, heart disease, HIV/AIDS, dialysis, and cancer are case managed. Providers, licensed 
health care providers, and nursing and support personnel are encouraged to refer members 
who: 


 Have high cost and frequent utilization patterns (e.g., members who have been hospitalized 
or used the emergency room frequently or are using multiple and potentially high cost 
medications) 


 Have organ transplantation (including candidates for transplantation) 


 Have been diagnosed with neurological diseases and spinal cord injuries  


 Have been diagnosed with cancer 


 Have multiple diagnoses who are seeing multiple specialists and require coordination of 
care 


 Have experienced severe trauma (e.g., burns, motor vehicle accidents, etc.) 


 Have chronic illnesses 


 Are high-risk children and adolescents (e.g., individuals with congenital anomalies, 
individuals with severe asthma and individuals on home ventilators) 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 682 of 833  November 2012
 


 Are high-risk pregnant women (e.g., individuals with congenital anomalies, individuals at 
risk of premature delivery and individuals presenting with other high-risk diagnoses) 


 Have complex medical and psychosocial issues  


High Risk Obstetrical Case Management 
HPN’s high-risk obstetrical (HROB) case management program focuses on the medical, social, 
functional, and psychological aspects of care for each member under their care. The program is 
staffed by registered nurses in conjunction with medical social workers and care coordination 
assistants who work intimately with the member’s obstetrician, perinatologist, and other 
medical providers. The case managers help members arrange medical care and appointments, 
transportation, and connection with community services such as Women, Infants, and Children 
(WIC) and Family to Family Connection. Early identification of high-risk pregnancies is the 
key to successful birth outcomes. 


HPN achieves early identification of high-risk pregnancies through several mechanisms: 


 Health survey questionnaire mailed to all new members 


 Maternal risk screening forms received from obstetricians 


 Referrals from obstetricians 


 Member self-referrals 


 UM reports documenting requests for procedures indicating high-risk pregnancies or 
diagnoses 


HROB case managers attempt to contact all new members via telephone to welcome them to 
HPN and confirm they are receiving prenatal care. The case managers also send welcome 
packets to newly pregnant members containing information on breastfeeding, childbirth 
classes, warning signs, healthy snack ideas, a contact list of case management and community 
resources, and information on the “Healthy Expectations” classes. The case managers also 
attempt to contact members recently discharged from the hospital to explain the importance of 
postpartum care and to assist with scheduling appointments. 


Our High Risk OB (HROB) program is comprehensive, focusing on high-risk pregnant 
members. We have an arrangement with our primary perinatology group to auto refer any of 
our pregnant members they are seeing to our HROB Case Management team. This referral 
allows us to understand why perinatology is following a member and to assist with coordinating 
efforts with them.  


Some of the features of our HROB include:  


 Perinatology automatically refers all members through an automated referral process to 
our HROB case managers 


 Case managers also attend SMA high-risk rounds as well as meet with members at their 
appointments as needed for complex or unable to contact cases 


 All inpatient antepartum are referred to the Social Work team as well as our case managers 


 Initial contact is made with the member while they are in the hospital 
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Average Monthly Cases 


The high risk obstetrics case 
managers average 25 members per 
month in case management with 
care plans completed and about 25-
30 in care management. 


 Postpartum patients are contacted in the hospital. We increased the face-to-face contacts 
with these members to confirm completion of the baby’s Medicaid application, PCP 
identification, and follow-up appointment 


Case Managers Assigned to Individually Work with High-Risk Members 
Our HROB case managers attend high-risk rounds at the SMA OB physician’s office, the 
largest obstetrical practice in Southern Nevada. This face-to-face interaction between the HPN 
case manager, as well as the social worker with the OB allows for a team approach to managing 
these high-risk or high-needs pregnancies. Also, to help limit the number of patients the HROB 
teams has who they have been unable to contact by 
phone or by mail, the HPN case managers arrange to 
meet with these mothers at their physician’s 
appointments. This service has proven to be very helpful 
in many cases.  


When a high-risk pregnant member is admitted to the 
hospital with pregnancy complications, HPN’s onsite 
case managers follow the inpatient stays. Our team reviews the inpatient stay to assure they 
meet medical criteria and then assist with the discharge planning to create a safe transition to 
home. In many cases, especially for hyperemesis gravidarum, we are able to get the pregnant 
member home with a continuation of services with home health as well as follow-up with the 
HROB Case Management team. The inpatient and the outpatient case manager collaborate 
during the inpatient stay. When an antepartum patient discharges from the acute care setting, 
they are automatically referred to the HROB Case Management team. This referral allows for 
the pregnant member to be given the contact information of the case manager prior to 
discharge in addition to being aware of a follow-up call.  


The HPN social worker that followed her in the hospital follows her at home for continuity of 
care.  HPN’s goal is to conduct a face-to-face interview with the mom post-partum and prior to 
their discharge from the hospital. If we are unable to connect in the hospital, the discharge care 
coordinator (DCC) calls the mom at home and obtains the needed information to notify the 
State of the baby’s delivery. We verify that the mom has applied for the baby’s Medicaid card, 
has WIC information and their follow-up appointments with the baby’s PCP and mom’s OB.  


The DCC also schedules follow-up appointments with the baby’s PCP and the mom’s 
obstetrician for postpartum care. This process has been extremely effective as evidenced in the 
table below by the increase in the number of women who completed a postpartum visit.  
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High-Risk Pediatric Case Management 
The high-risk pediatric case management program focuses on the medical, social, 
psychological, and functional needs of each member. Registered nurses with pediatric expertise, 
medical social workers, and care coordination assistants manage all aspects of the member’s 
care in conjunction with the primary care provider and the medical specialists. 


The high-risk pediatric case managers work closely with HPN’s medical director and 
community agencies, such as Nevada’s Early Intervention Program and the School Based Child 
Health Services Program, to make sure members identified as high-risk receive all necessary 
services as required on their Individual Family Service Plans (IFSP) and Individual Education 
Plans (IEP). 


Treatment plans are developed on a timely basis for children with special health care needs in 
conjunction with the PCP, specialists and members. Direct access is provided to specialists 
through standing referrals with open-ended service authorizations. 


In conjunction with the medical needs of HPN members designated as Children with Special 
Health Care Needs (CSHCN) are the psychological needs of those members who may also be 
designated as severely emotionally disturbed (SED) or seriously mentally ill young adults 
(SMI). Members who are designated as SED or SMI benefit from HPN’s integrated medical 
and psychological case management model. Every SED and SMI member is assigned to a 
behavioral health case manager. Our case manager follows the member through their course of 
treatment, which encompasses psychiatric and behavioral services as well as mental health 
rehabilitation services. These services assist the most fragile members in becoming functional 
members of the community. 


Behavioral Health – Case Management 
We consider behavioral health case management a supportive service that can enhance the 
mental health treatment of our members and thereby provide quality care, with services that 
can best meet the specific needs of the individual’s situation. Timely coordination of care 
promotes collaboration and enhanced service delivery. Communications with health care 
providers and mental health professionals make sure our members receive the highest quality 
of health care services. When a medical component is identified for the member, the case 
managers work closely or transfer to our Medical Case Manager team for the coordination of 
medical services and referrals. 


The Behavioral Health Case Management program contains the following elements:  


 Behavioral health experts. As this is an area that is highly specialized, behavioral health 
staff is qualified in the specific field, just as clinical staff personnel are licensed in different 
areas of the profession. This includes the medical doctor (MD/PhD) licensed as a 
psychiatrist, licensed clinical social worker (LCSW), marriage and family therapist (MFT), 
licensed clinical professional counselor (LCPC) or registered nurse (RN). 


 The clinician/case manager and the patient plan, coordinate, monitor, adjust, and advocate 
services directed toward the achievement of the individual personal goals for successful 
community living 


 Case management is provided by a clinician/case manager who is providing mental health 
or substance abuse services to the patient and identifies that the patient requires case 
management services to improve treatment success  
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 Case management is the practice in which the patient is a partner, to the greatest extent 
possible, in assessing needs, obtaining services, treatments and supports, and in prevention 
and management of crisis situations. The focus of the partnership is recovery and self-
management of mental illness and maintaining a quality of life 


 The intensity of the case management is directly tied to the level of acuity of the patient’s 
illness or needs  


 Clinicians providing case management services are supervised by a certified case manager 
and UM clinical supervisor. The UM clinical supervisor is supervised by our clinical 
director  


 Case management services include:  


– Assistance in maintaining, monitoring and modifying covered services  


– Communication and coordination of care with the patient’s family, general medical 
health care providers, community services, school systems, social services (state and 
county), judicial assistance, and other community services that assist people in need  


– Assistance in finding necessary resources other than meeting the patient basic needs  


– Assistance to the person with the development of life goals  


– Assistance in assessment of independent living skills or other areas of services for 
housing needs  


– Outreach, follow-up crisis contacts or community groups  


 Types of case management include:  


– Telephonic case management with patient and resources  


– Face-to-face case management with patient and resource  


– Family collateral contact either telephonic or in person:  


 When visiting a patient, the case manager carries a picture ID and a nametag 


 The case manager’s visit must be scheduled at least one day in advance, unless 
otherwise agreed 


 The case manager follows all reasonable hospital or facility procedures, including 
checking in with designated hospital or facility personnel 


– Community agencies, telephonic or in person for the coordination with facilities, 
providers, community agencies or other involved parties with or without the presence of 
the patient. 


– Case conferences to conduct case management planning with an inter-disciplinary team 
with or without the patient present 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


For eleven years, HPN’s high-risk obstetrical Case Management team worked with the District 
Office’s care coordination staff for members with high-risk pregnancies that had specific social 
needs. All high-risk pregnant women, as identified on the Maternal Risk Screening Form, were 
screened for homelessness, hunger, and domestic violence using the Social Needs Form as 
contractually required. HPN’s medical social workers worked with the District Office’s care 
coordination staff to make sure the patient had access to all appropriate community resources 
and HPN resources. When the District Office Care Coordination Program was dismantled in 
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2009, HPN’s high-risk obstetrical nurse and social worker case managers began working with 
other community agencies to support our members. 


All appropriate community resources such as Safe Nest or Safe House are available to our 
members to offer assistance with shelter and counseling for victims of domestic violence. Living 
Grace Home, Shade Tree, and a list of low-cost housing resources are provided for members 
who may be facing homelessness. We also engage the help of multiple agencies including but 
not limited to Lutheran Social Services and Catholic Charities to provide meals and food 
pantry assistance for members who are in need. HPN is also a community partner with Babies 
Bounty a local non-profit organization that provides baby items such as cribs and car seats for 
needy families.  


We have an ongoing commitment to work with community agencies and state agencies on 
behalf of our members. 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Assessment of Children with Special Health Care Needs  
It has been the policy and procedure of HPN to coordinate health care services for Medicaid 
and Nevada Check Up members who are identified as children with special health care needs 
(CSHCN) and remain voluntarily enrolled with HPN.  


A member may access services through community resources such as the Nevada Early 
Intervention, the Division of Child and Family Services (DCFS), School Based Child Health 
Services (SBHS) or other appropriate community services or may use HPN’s contracted 
provider network. Members receiving services through Title V program such as Nevada Early 
Intervention Services (NEIS), SBHS and DCFS are considered CSHCN. Assessment and 
coordination occur and we identify any ongoing special conditions, which require a course of 
treatment or regular monitoring of care using the appropriate health care professionals 
regardless of the referral source, including: 


 Members identified to HPN and by HPN as CSHCN are assigned to a pediatric case 
manager. 


 For members who access SBHS, the Individual Education Plan (IEP) is used by the 
pediatric case manager as the basis to complete an assessment. If the member has health 
care needs beyond the capacity of SBHC the case manager develops a treatment plan to 
coordinate and facilitate the provision of such health care services.  


 For members who access early childhood intervention services through NEIS and DCFS, 
the Individualized Family Services Plan (IFSP) is used by the pediatric case manager to 
complete an assessment. If the member has health care needs beyond the capacity of NEIS 
and DCFS, the case manager develops a treatment plan to coordinate such health care 
services.  


 If the member’s needs are fulfilled by NEIS, DCFS or SBHS the case is placed in tracking 
status in the case management database. The care coordination assistant contacts the 
parents/guardians at 3-month intervals to determine if new health care issues have occurred 
that NEIS, DCFP or SBHS cannot address. If issues are found, the case is referred to a 
pediatric case manager. If no needs are found, the case may be closed. If the member is 
disenrolled from HPN, the case is closed. 
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 For other members deemed CSHCN an assessment and treatment plan is developed in 
conjunction with the member’s PCP, with the member’s participation and in consultation 
with specialists. The treatment plan specifies the services the member needs to improve 
their function. 


 For a member who requires ongoing specialist care, the pediatric case manager works with 
the medical director and the specialist to develop a referral/prior authorization for an 
estimated number of specialist visits required to meet the member’s needs. 


 The care coordination assistant completes the CSHCN Report quarterly and submits it to 
the senior Medicaid program coordinator to forward to the DHCFP within 45 days after the 
close of the quarter.  


Developing a Comprehensive Treatment Plan 
The development of a comprehensive treatment plan involves a series of actions or steps that 
build upon a thorough medical and psychosocial assessment. The RN case manager works with 
the member’s parent or guardian and PCP telephonically to develop the treatment plan. Once 
developed, the treatment plan is mailed to the PCP or medical specialist for review, approval 
and signature. The treatment plan outlines a course of treatment or regular care monitoring 
with consideration for members requiring specialist care through a standing referral or 
approved number of specialist visits based upon the member’s needs. Treatment plans are 
reviewed and updated by the RN pediatric case manager as often as the member’s needs 
warrant but no longer than every 60 days. Members designated as CSHCN remain on pediatric 
case management services as long as they are enrolled with HPN.  


Parental Involvement  
Parents play a critical role in the development of their child’s treatment plan. Parents learn 
about the treatment plan by participating in the process with the case manager to identify 
potential barriers. For any underage member, the parents or guardian must give consent for 
treatment. For this consent to be properly informed, the adults need to be involved from the 
beginning in the diagnosis, and then the formulation of the treatment plan. They must also have 
ready access to the treatment team if problems arise with treatment, or if the expected progress 
does not occur. 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Mental Health and Rehabilitative Services Network 
Our culturally diverse behavioral health provider network consists of 139 providers. We 
currently meet all access and availability standards required in this Contract. 


Provider Number of Providers 
Licensed psychiatrists 25 
Licensed psychologists 42 
Licensed marriage and family therapists 17 
Licensed clinical social workers 31 
Licensed alcohol and drug counselors 19 
Psychiatric prescribers (APN, DO) 5 
Total: 139 
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HPN has successfully provided exceptional mental health and rehabilitative services and will 
continue to do so with the new Contract without any disruption of care as patients continue 
their relationships with their established HPN providers. 


For the specialty of behavioral health, HPN follows NCQA Access and Availability Standards 
as listed below. The driving time standards are in alignment with those recommended by 
Graduate Medical Education National Advisory Committee Study.  


Access and Availability Standards:  


Specialty 
Ratio of Providers 
Southern Nevada 


Ratio of Providers 
Northern Nevada 


Drive time 
Southern Nevada 


Drive time 
Northern Nevada 


Psychiatrist  1/10,000  1/10,000 
95% within 90 
minutes


95% within 90 
minutes 


Psychologist  1/20,000  1/20,000 
95% within 90 
minutes


95% within 90 
minutes 


Masters 
Level 


1/5,000  1/5,000 
95% within 90 
minutes


95% within 90 
minutes 


 
Current Statistics: 


Specialty 
FTE’s Required Actual FTE’s FTE’s Required Actual FTE’s 
Southern Nevada Northern Nevada 


Psychiatrist  8  17 1.9 12
Psychologist  4  28 .97 6
Masters Level  17  39 4 16


All behavioral health providers are required to complete HPN’s rigorous credentialing process 
prior to executing a contract. All providers are recredentialed every three years. The 
credentialing process is complaint with the NCQA requirements as well as the credentialing 
and recredentialing requirements of this RFP.  


In accordance with a new prevision of Center for Medicare/Medicaid Services (CMS), we check 
all behavioral health clinical and capitated provider staff monthly for sanctions or debarment 
through the Office of the Inspector General. This was done annually prior to the new 
requirement.  


Example of a Provider Who Was Difficult to Recruit 
Due to the remoteness of some areas of Nevada, extra efforts are often taken for recruitment 
for network provider. HPN’s behavioral health department is always up for the challenge. For 
example, due to member need, additional psychiatrists were needed in Northern Nevada. Our 
behavioral health department went the extra mile to obtain a Medicaid psychiatrist who was 
new in private practice and unfamiliar with contracting with insurance companies.  


At first he stated that he preferred self-pay patients, however after a few conversations and 
persistence from our behavioral health department, we were able to walk this provider through 
the steps of submitting a claim, verifying eligibility, and payment. We addressed his concerns, 
placed him at ease and the provider was enthusiastic to credential and contract with us. 
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I. Provide your policies and procedures for emergency and post stabilization services. 


Policies and Procedures for Emergency and Post-Stabilization 
Services 
HPN has maintained a policy on emergency and post stabilization services for our Medicaid 
and Nevada Check Up members since 1998. HPN’s policy is fully compliant with federal 
regulations for emergency and post stabilization services and has been successfully audited by 
DHCFP. This policy was most recently reviewed by DHCFP in 2011.  


The Emergency and Post Stabilization Policy is included as Attachment 5.1.11.1 Emergency 
and Post Stabilization Policy and is summarized in the following paragraphs. 


Emergency Room Services  
HPN reimburses for emergency services furnished by any provider. No prior or post 
authorization is required for emergency care and no prior notice is required. Members may 
receive emergency services at any emergency room in the United States of America. 


 HPN members presenting to the emergency room undergo a medical screening examination to 
determine if an emergency medical condition exists. Emergency room physicians are asked to 
call the 24-hour Access Center to assist members with hospital admissions or other alternatives. 
HPN does not limit the definition of an emergency medical condition on the basis of a list of 
diagnoses or symptoms. HPN pays the provider for emergency services, applying the “prudent 
layperson” definition of an emergency. HPN also pays for emergency services rendered when a 
representative of the health plan instructs the member to seek emergency services. Services are 
paid according to the Medicaid fee schedule, unless a lower amount is mutually agreed upon. 
Emergency room service providers do not need to notify HPN within 10 days of services to be 
paid for the services rendered.  


A medical director reviews claims for emergency services that appear to be non-emergent. The 
medical director decides if the claim is paid as emergent or non-emergent upon review of the 
medical records submitted with the claim. In cases where a member’s condition is determined 
to be non-emergent, HPN reimburses the hospital for the cost of necessary medical tests, 
according to the Medicaid fee schedule or at a previously agreed upon rate. Emergency room 
physicians are also reimbursed according to the Medicaid fee schedule or the contracted rate.  


Post-Stabilization Care  
HPN pays for post-stabilization services that are approved by a network provider or a plan 
representative. HPN also pays for services that are not pre-approved by a network provider or 
a plan representative, but were administered to maintain the member’s stabilized condition 
within one hour of a request to HPN for pre-approval of further post-stabilization services. In 
addition, HPN pays for services that are not pre-approved by a network provider or a plan 
representative, but administered to maintain, improve, or resolve the members stabilized 
condition in a situation where HPN does not respond to a request for pre-approval within one 
hour or HPN cannot be contacted or HPN and the treating physician cannot reach an 
agreement regarding the member’s care and the network provider or other health plan 
representative is not available for consultation. 


HPN’s financial responsibility for non-approved post-stabilization services ends when a 
network physician assumes responsibility for the member’s care through transfer or HPN and 
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Transition Experience 


We are the only health plan in Nevada 
with experience transitioning members 
between Medicaid, Commercial and 
Medicare products. 


Transition Care Plans 


We develop transition plans to ensure 
continuity of care – whether a member is 
transitioning to or from our plan.  


the treating physicians reach an agreement concerning the member’s care or the member is 
discharged. 


5.1.11.2 Enrollment 


Provide your policy and procedure or transitioning a recipient from or to FFS or another Vendor’s 
plan.  


Transition of Care 
We have more experience transitioning care from or to 
a Medicaid FFS plan or another health plan than any 
other health plan in Nevada. Because we are the only 
health plan in Nevada with experience transitioning 
members between Medicaid, Commercial and 
Medicare products, we are uniquely positioned to 
accommodate this process when the Silver State 
Exchange is fully developed under the Affordable Care Act. Maximizing our experience, our 
single platform and our relentless focus on what is best for members; members will be able to 
move seamlessly between Medicaid and our Exchange products.  


Our Successful Transition of Care Process 
For 15 years, we have made every effort to seamlessly transition care for newly enrolled 


members, whether the member is transitioning from 
Medicaid FFS into Medicaid managed care, or from 
another health plan into HPN, regardless of the 
treatment they are receiving. Supported by a 
comprehensive transition care policy and procedures, 
we coordinate health care services upon notification by 


a member or provider or the DHCFP that a newly enrolled member is currently receiving 
health care services in the Medicaid or Nevada Check Up FFS plan. We assist in the transition 
and coordination of those services into the health plan. We also transition care for certain 
members upon notification that the members are transitioning to another Medicaid contractor 
or the Medicaid FFS plan. Assistance may be provided through UM, Case Management, 
Member Services and Pharmacy Services. 


Reflecting our commitment to ensure all members are cordially welcomed into our health plan, 
as well as identifying each member’s health care needs to assure appropriate transition of care, 
we identify members with high needs to initiate ongoing treatment using a proven care 
coordination approach. Likewise, for those members transitioning to another health plan, we 
want to assure that they continue to receive the high quality of care they received through our 
plan. 


Our policy outlines transition care plans are developed in the following cases: 


 New members with medical conditions such as pregnancy, organ or tissue 
transplantation, chronic illnesses, terminal illnesses and intractable pain 


 New members receiving chemotherapy, dialysis, or other significant outpatient 
treatments 


 New members taking prescription medications or using durable medical equipment 
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 New members scheduled for surgery 


 New members who are hospitalized 


 New members with prior authorization for services after enrollment into our plan 


 New members with post-surgical follow-up medical appointments. 


To ensure continuity of care, new members in the third trimester of pregnancy may continue 
receiving OB services from non-contracted providers through their postpartum care. New 
members with high-risk pregnancies are case managed through the high-risk OB case 
management program. 


Members requiring a transition plan are identified through a variety of methods, including 
provider requests, member requests, and the health survey questionnaire form (a self-
evaluation form mailed to new members upon enrollment). 


Transition Care Matters to Our Members 


In 2006, DHCFP requested that we accept a new member, two-year old Angelina with a rare genetic 
disorder requiring intense case management services. Angelina was a member of a Medicaid managed 
care organization (MCO) that was being replaced by a new MCO. While typically, Angelina would have 
transitioned from the exiting to the new MCO, DHCFP believed that we were best equipped to manage 
her complex health care needs. We readily accepted Angelina as a member and began managing her 
care. She was immediately assigned to a high-risk pediatric case manager who worked closely with her 
parents, the pediatric neurologist and our pediatric medical director to coordinate her medical services. 
Angelina was sent to Lucille Packard Children’s Hospital where she received a successful bone marrow 
transplant, stopping the neurological progression of her disease. 


The following steps outline our procedures for transitioning a recipient from or to FFS or 
another Vendor’s plan: 


Assessment for Case Management 
Health survey questionnaires are reviewed by the Case Management department to determine 
if case management services are needed. Members identified as requiring medical case 
management are assigned to a case manager for assistance. A case manager coordinates the 
transfer and coordination of medical services upon review and a determination by the 
medical director as to the appropriate course of treatment. The case manager also contacts 
any additional departments that need to be involved. Other departments may include UM (for 
prior authorization of medical services) and pharmacy services (for coordination of the 
prescription and non-prescription drug benefit). 


The following page contains a sample care plan for a high risk OB/GYN patient. 
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Prescription Drug Transition 
New members taking prescription medication who are not included on the formulary may 
continue receiving the medication through the prior authorization process. A pharmacist or 
medical director in the Pharmacy Services department reviews the medical information 
supplied by the member’s provider and makes a decision based upon medical necessity and 
failed courses of therapy with therapeutically equivalent formulary drugs. 
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Hospital Case Management 
A new member receiving inpatient services is assigned a hospital case manager who reviews 
the current treatment plan and completes an assessment of future needs. This information is 
forwarded to the medical director for review and approval. Decisions to transfer care to plan 
providers are made by the medical director on a case-by-case basis. At discharge, the hospital 
case manager contacts the member to verify that an appointment with the PCP has been 
made. 


Medical Records Transition 
Our Member Services department assists new members in obtaining their medical records. 
Members are asked to telephone the medical or dental provider’s office and request a copy of 
their medical or dental records. A member services representative may also place the call if 
the member is having difficulty obtaining a copy of the records. 


Transitioning Members to another Plan 
Continuity of care is as important for members who leave our plan as it is for our new 
members. When members choose to leave our health plan, their care coordinators work with 
the new health plan to coordinate the care transition and provide the gaining managed care 
organization with the following information upon request: 


 Member name, address, telephone number and Medicaid number 


 Plan enrollment date and disenrollment date 


 Diagnosis 


 Current PCP 


 Current home- and community-based services in place 


 Care coordinator name and telephone number 


 Date completed 


Further, upon notification that a member is transitioning to another Medicaid contractor or 
the Medicaid FFS program, we provide the receiving entity with the following information as to 
whether the member is: 


 Hospitalized 


 Pregnant 


 Receiving dialysis 


 Chronically ill (e.g., diabetic, hemophilic, etc.) 


 Receiving significant outpatient treatment or medications, or pending payment 
authorization request for evaluation or treatment 


 On an apnea monitor 


 Receiving behavioral or mental health services 


 Nevada Early Intervention Services in accordance with the Individualized Family Service 
Plan (IFSP) provides a case manager who assists in developing a plan to transition the child 
to the next service delivery system. For most children this is the school district and services 
are provided for the child through an Individual Education Program (IEP) 


 Involved in, or pending authorization for, major organ or tissue transplantation 
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Leading the Way 


Our active involvement in the 
development of the HIX 
ensures our ability to 
successfully transition 
members when necessary.  


 Scheduled for surgery or post-surgical follow-up on a date subsequent to transition 


 Scheduled for prior authorized procedures or therapies on a date subsequent to transition 


 Referred to a specialist(s) 


 Receiving substance abuse treatment for members 21 and older 


 Receiving prescription medications 


 Receiving durable medical equipment or currently using rental equipment 


 Currently experiencing health problems  


 Receiving case management (including the case manager’s name and phone number) 


To maintain compliance with all confidentiality requirements, we obtain the member’s 
signature on the Member Authorization to Disclose Protected Health Information (PHI) form 
before releasing any information. 


The Transition of Care Policy meets all requirements outlined in section 4.3.10 in the Scope of 
Work for this RFP and is included as Attachment 5.1.11.2. 


Transitioning Between HPN and the Health Insurance Exchange 
As previously said, we are the only vendor in the State of Nevada who has both a commercial 
population and a Medicaid population; therefore, we are the only vendor who has experience 
seamlessly transitioning members from Nevada Medicaid to a commercial product and from a 
commercial product to Nevada Medicaid. We do this on a daily basis for Nevadans in 
partnership with the DHCFP, the DHCFP’s third party eligibility vendor, commercial 
employer groups, commercial employers’ third party eligibility vendors, unions and 
individuals. 


We have established policies and procedures specific to Nevada for transferring and receiving 
relevant patient information and other pertinent materials to and from commercial plans, and 
when the Health Insurance Exchange (HIX) is formally established, we will have the same for 
that information to and from the HIX. As with all exchanges of data of this type from HPN, this 
has been and will continue to be done in complete compliance with HIPAA and other privacy 
laws.  


Not only are we committed to participate in the commercial 
Silver State Health Insurance Exchange as required by this RFP, 
we have been closely involved in the design and development of 
the Silver State HIX. We have employees serving on two Silver 
State HIX committees, and they have been actively participating 
since the committees were established. 


Because we manage the eligibility, claims, prior authorizations and other services on one single 
information system (Facets) for commercial and Medicaid members, each member’s 
information will be seamlessly managed between Medicaid and our MCO Transition Qualified 
Health Plan in the Silver State HIX. This approach to information management will minimize 
any adverse impact transitioning might have on our members. 


Here is a copy of our policy and procedure: 
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Comprehensive Member Handbook 


We received a score of 100 percent for 
member materials in our latest DHCFP 
audit. 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Our Member Handbook 
To keep members engaged in managing their health and to confirm they have information to 
help them access appropriate care and services, we mail a Member Handbook to each new 
member’s household within five business days of enrollment. The Member Handbook is part of 
an overall communication strategy designed to provide our members first-class materials that 
contain the information they need in an easily understood format.  


We are proud to provide effective communication 
materials to Nevada Medicaid and Nevada Check Up 
members and have done so for more than 15 years. We 
received a perfect score of 100 percent on the Member 
Materials standard in our 2011 audit conducted by 
DHCFP’s external quality review organization. 


Presenting Member Information 
Our Member Handbook presents information in a user-friendly way that helps members easily 
understand and use the material. We have extensive experience developing member materials 
at an appropriate literacy level and for culturally diverse populations. Our Member Handbook 
is written at the eighth grade reading comprehension level and is available in multiple 
languages. The Member Handbook provides information on how to access health care services 
and programs available to support their health. The handbook also outlines member rights and 


responsibilities and includes the grievance and appeals 
processes as well as list of covered benefits. It also offers 
information on living wills and durable power of 
attorney, to help members plan for and make 
responsible medical care decisions. 


As we have demonstrated throughout our 15-year 
relationship with Medicaid and Nevada Check Up 
program, we are committed to complying with all State 
and federal requirements as well as those requirements 
outlined in Section 4.4.1.1 of the Scope of Work for this 
RFP. 


Updates are mailed to members when changes occur to 
the Member Handbook. The Member Handbook is 
reviewed by a team that includes the compliance officer, 
Medicaid operations director and the Medicaid 
marketing staff. Annual changes can include program 
additions, State policy changes or contract amendments 


and are submitted to the State for approval prior to printing. Handbooks are provided for: 


 SmartChoice/NorthernChoice (Our Medicaid program name in Clark and Washoe 
Counties) 


 Nevada Check Up (Our SCHIP program name in Clark and Washoe Counties) 
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We have provided a sample of each Member Handbook as Attachment 5.1.11.3. The Member 
Handbooks are also available online at www.hpnmedicaidnvcheckup.com. 


Identification Card 
We do not issue a separate ID card. To verify eligibility and obtain health care services, our 
program members use their State-issued benefit card. We worked with DHCFP and medical 
practices to streamline the member identification card process and eliminate the confusion 
caused by a State-supplied card and a health plan card. Based upon feedback, we no longer 
issue a separate ID card. This process works very effectively and has been used for most of our 
15-year relationship with the State.  


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


We successfully assign, auto-assign and change PCPs and sites for members. Leveraging the 
longest standing Medicaid provider network in Nevada, with more than 4.000 contracted 
providers, we have simple, efficient, member-friendly processes to assist members in 
establishing a medical home. We continue to be evaluated favorably on customer satisfaction 
surveys when asked about PCP assignment and selection procedures. In fact, during the last 12 
years, we have been audited six times by DHCFP’s external quality review organization and we 
consistently achieve high scores on state-sponsored audits of our Medicaid Managed Care 
Program as evidenced in the following table. 


HPN Audit Results 
Year Overall Audit Results 
2000 98.75% 
2002 98.0% 
2004 100% 
2006 97% 
2009 99% 
2011 98.7% 


Selecting a PCP 
Before attempting to assign a PCP, we provide tools and support to encourage new members to 
select a PCP for them and their family members using the information in the Member 
Handbook, the tools on the member website and our Member Services department. We 
encourage new members to select a PCP at the time of enrollment. The importance of the 
selection, as well as the process for selecting and changing a PCP, is explained in the Member 
Handbook and a provider directory is included with the new member materials and available 
online. Members may simply call Member Services and inform the member services 
representative of an initial PCP selection or a PCP change. Confirmation of the member’s PCP 
choice is sent in a separate letter following selection. 


Members may choose a different PCP for each family member. We encourage parents to 
choose a pediatrician as the PCP for their children. Women are advised to choose a medical 
PCP and an OB/GYN PCP. We also encourage members to choose a provider they like or know 
from previous experiences and to select one that is geographically convenient for them. 


If a member does not notify us of a PCP choice, a provider is auto-assigned within 10 days of 
enrollment. In this situation, all children in a single family are assigned to the same provider.  
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A member services representative enters all PCP selections and changes into the enrollment 
system.  


Changing a PCP 
The Member Handbook and member website include detailed information on members’ rights 
to change a PCP for any reason. Consistent with our current contract, the information in the 
Member Handbook is submitted to DHCFP for approval prior to publication and distribution.  


To make changing a PCP stress-free for our members, they are instructed to call Member 
Services so that a member services representative can facilitate a PCP change, making sure that 
the chosen PCP is appropriate to the care needed and that the practice is designated as open or 
accepting new patients. Member Services then performs all of the steps necessary to complete 
the PCP change, which is effective immediately.  


Auto-Selecting a PCP 
If a member does not select a PCP during the enrollment process, no PCP is designated on the 
enrollment file that comes from the State and we auto-assign a PCP, designating one that is 
part of a PCMH. A ZIP code algorithm ensures that the PCP/PCMH is within the appropriate 
distance from the member’s residence. Members receive a letter informing them of the auto-
assignment with instructions to call Member Services if they want to change the PCP/PCMH. 
Members can also change their PCP/PCMH during the welcome call. 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of 
urban Clark and Washoe counties? 


Maintaining the Provider Network 
As a result of our current partnership with the State of Nevada, we have a fully developed and 
maintained network of approximately 4,000 providers that render the managed care benefits 
outlined in this RFP. Upon contract execution, we will continue to work with our providers to 
maintain satisfaction and uphold the stability of our network to provide the high-quality 
services that best serve the needs of all Medicaid and Nevada Check Up members.  


While other vendors may promise to develop a network (both for Medicaid and commercial 
business, as required by the Health Insurance Exchange section), HPN is the only vendor with 
an established network for both. This means that if HPN is awarded this bid, the 104,000-plus 
members we currently serve will not have to worry whether an unproven vendor can 
successfully contract with medical, dental, mental health, hospitals and other health care 
providers. In short, there will be no transition of care issues for the State’s most vulnerable 
population.  


HPN has in place a comprehensive provider access and availability policy and procedure, 
which has been audited and approved by the DHCFP’s EQRO. We ensure adequate physical 
and geographical access to medically covered services for enrolled members. On a quarterly 
basis, we use GeoAccess mapping and data driven analyses to ensure compliance with the 
state’s access standards. The report includes member to provider ratios, average driving 
distances to the nearest primary care locations and open/closed panel status for PCPs. HPN’s 
access and availability audit scores reflect the exemplary performance of our provider network. 
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Access and Availability Audit Scores 
2006 Audit Score 2009 Audit Score 2011 Audit Score 


100% 95.5% 100% 


We demonstrate, through quarterly access and availability reporting, the ability to exceed 
regulatory compliance requirements for the following access and availability measures, as 
contractually required by the DHCFP: 


 The PCP-to-member ratio of least one full-time equivalent (FTE) PCP for every 1,500 
members per service area. 


Actual PCP to Member Ratio for HPN 


Clark County Washoe County 
1:133* 1:128* 


*Exceeds the 1:1,500 requirements. 


 


 At least 50 percent of the PCP network accepts eligible members. 


Percentage of Contracted PCP and Dentists with an Open Panel 


Provider Type Clark County Washoe County 
Medical Providers 96% ** 84% ** 
Dental Providers  100%** 100% ** 
** Exceeds the 50 percent open panel requirements. 


	
 The all-inclusive specialist to member ratio of 1:1,500. 	


Number of Specialist Providers Contracted for Members	


Clark County Washoe County 
3,040 974 


Number of Miles a Member Traveled to a Provider 


Clark County Washoe County 
 1.2 Miles to Medical PCP** 1.6 Miles to Medical PCP** 
2.5 Miles to Dental Provider 2.5 Miles to Dental Provider 
**Exceeds the 1 PCP with 25 miles requirement. 


B. Provide a sample of all base network provider contracts. 


In compliance with the RFP, please refer to the following attachments for samples of all base 
network provider contracts: 


 MEDICAID Primary Care Physician FFS _ Template 


 MEDICAID Consulting Provider _ Template 


C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


HPN has a longstanding agreement in place with Nevada Health Centers for all of its locations 
and for all of the services it provides. HPN is also contracted with Health Access in Washoe 
County, which provides services to the Reno/Sparks marketplace. As one of Nevada largest 
Federally Qualified Health Centers (FQHCs), Nevada Health Centers operates 23 health 
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centers, one dental center and seven Women, Infant and Children clinics throughout the state 
of Nevada. These health centers provide HPN’s members with essential primary care services 
including prenatal and newborn care, immunizations and family medicine. Presently, more 
than 8,000 of our Medicaid and Nevada Check Up members have an FQHC as their primary 
care provider.  


As new FQHCs and Rural Health Centers (RHCs) become established in the urban Clark and 
Washoe counties, HPN will work diligently to secure agreements with these providers to 
further enhance HPN’s comprehensive, geographically accessible provider network.  


Because of our commitment and interest in FQHC providers, we have dedicated staff that is 
responsible for our enterprise-wide relationship strategy for FQHCs. This strategy includes 
several components, including, but not limited to: 


 A federal and state advocacy agenda to advocate for support of community health centers 


 Promotion of volunteerism through our UnitedHealth Group Volunteers program 


 Grant donations to FQHCs to develop additional services in under-served areas 


 A contracting strategy to include FQHCs/RHCs in our networks 


 Establishing PCMHs and Medicaid Health Homes with FQHCs and RHCs 


 A relationship management strategy that provides dedicated provider advocates to FQHCs 
to support their care of our members. 


 An broad board of executive FQHC CEOs that meets quarterly with UnitedHealthcare 
Medicaid executives 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


Monitoring Network Access and Deficiencies  
HPN provides access to a comprehensive network of providers and meets the state’s access and 
availability standards. 


Our Provider Relations and Operations teams perform comprehensive monitoring relative to 
the performance of our HPN network to ensure compliance with the following: 


 Access to health screenings, reproductive services and immunizations 


 Access to covered services is consistent with the degree of urgency 


 Office waiting times 


 Primary care physician-to-recipient ratios  


 Specialist to recipient ratios 


 Appointment wait times for standard and urgent care 


 Average drive time to PCP offices  


 


This evaluation is conducted through the collection and analysis of performance indicators 
including, not limited to: 


 GeoAccess reports 


 Member complaints and appeals  
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 Member and provider satisfaction surveys 


 The CAHPS member satisfaction survey provider access questions  


 Provider office site visits  


 Secrete shopper calls 


 After hours access audits 


 Case manager and medical director feedback  


 Appointment wait times 


HPN’s ongoing and thorough monitoring of provider compliance with the established access 
and availability requirements allow for early detection of deficiencies by the contracted 
providers within HPN’s network. In the event a deficiency is found within the HPN provider 
network, the provider services department addresses the issue with the specific provider(s) and 
mandates compliance with their contractual obligations through implemented corrective action 
plans. Continued failure by the provider/provider group to comply would lead to further 
disciplinary action, up to and including termination of a provider/provider group contract.    


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of 
action to ensure positive provider relations. Include in your response information regarding 
contracting; compensation; policy and procedures; disputes; and, communications. 


Monitoring Access Standards 
We know how important it is for our members to be able to access care when and where they 
need it. To ensure our members have ready access to quality health care, our comprehensive 
network enables us to meet or exceed Nevada access standards. Our Quality Improvement 
Committee (QIC), which comprises our senior management, is responsible for monitoring all 
aspects of compliance with access standards. 


As evidenced by the table below, the number of providers participating in HPN’s Medicaid 
provider network has continued to grow annually for the last several years. This constant 
growth provides members enrolled in HPN’s plan with access to the best physicians within the 
state of Nevada.  


Number of contracted providers combined in Clark and Washoe Counties:  


Year Number of Providers 
2008 3,370 
2009 3,531 
2010 3,551 
2011 3,837 
2012 4,019 


Our vast experience and knowledge of managing the Nevada market has led to HPN receiving 
exemplary scores from Nevada’s DHCFP and Policy EQRO with respect to Access and 
Availability audits.  


The following table outlines our most recent audit scores in this area, and showcases our 
successes for the state:  
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Access and Availability Audit Scores 
2006 Audit Score 2009 Audit Score 2011 Audit Score 


100% 95.5% 100% 


We actively monitor our provider network to identify issues with individual providers, as well 
as any trends. Initial reviews occur at the departmental level, with trended information 
reported to the QIC to identify performance improvement opportunities.  This process 
includes: 


 Secret Shopper audits of practices for appointment scheduling wait times 


 Reviewing network performance against access standards  


 Identifying and developing recommendations to address geographic and clinical needs for 
network expansion  


 Monitoring, evaluating and implementing improvement plans for access and availability of 
network practitioners, including evaluating member satisfaction data  


 Monitoring the linguistic competencies of provider offices as compared to members and 
providing access to a language line, which provides more than 170 languages 


 Evaluating data on practitioner and provider contract denials 


 Recommending topics for and review provider communications  


 Analyzing HEDIS provider data  


 Analyzing, identifying opportunities and recommending interventions to address provider 
satisfaction including member trends and complaints. 


Our Provider Services department is responsible for management oversight of the provider 
network.  In an effort to foster positive provider relations, HPN provider services advocates 
conduct comprehensive site visits with newly contracted providers, during which our policies 
and procedures (including practice guidelines, contracting, compensation, medical record 
requirements, disputes and communications) are reviewed and discussed. During this initial 
site visit, providers also receive the latest version of the annual Provider Summary Guide and 
are instructed on how to use the HPN’s website, www.healthplanofnevada.com and the online 
provider portal, We’re@YourService®. The information available online includes, but is not 
limited to the following: HPN policies and procedures, the Provider Summary Guide, the 
Provider Directory (updated monthly), the preferred drug list and the semi-annual provider 
newsletters. HPN’s We’re@YourService® allows providers to use an Internet connection from 
their offices to obtain benefit and eligibility information, check claims status and submit prior 
authorization requests electronically. Following the initial site visit with a newly contracted 
provider, we schedule follow-up provider site visits periodically for continuing education, 
ongoing assistance and support.  


Also, our provider services advocates are assigned to specific provider groups to assist 
providers with areas of education or inquiries that providers may have related to compliance 
with HPN’s policies/procedures and/or access and availability standards. Providers and their 
office staff have direct access to their assigned provider advocate, via telephone or e-mail, who 
is responsible for ongoing education and support.  


Finally, it is our policy to notify members and the DHCFP of changes in the provider network 
with respect to provider terminations. Our Provider Services department forwards the 
terminating provider’s information and the number of impacted members to HPN’s 
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Compliance department as notice of a change. Our Compliance department reaches out to 
DHCFP within the required timeframe to advise of potential impact to members due to 
network change. Affected members are notified in writing of PCP and specialist terminations 
within 15 days after receipt or issuance of the termination. Members are auto-assigned to 
another PCP until the member calls Member Services to change the PCP.  


For a member in active treatment, our case management staff use information obtained from 
the prior provider to coordinate care and confirm that the member’s care is not disrupted 
during the transition process. The case manager works collaboratively with our Provider 
Services department to verify that members have access to providers and covered services. 
Further, HPN’s overall provider turnover rate has continually been less than one percent. 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the 
plan(s) you anticipate offering. If you currently have a physician incentive plan, so indicate and 
provide a summary. 


HPN offers multi-faceted physician incentive plans to recognize and reward our network 
providers on key quality indicators and outcomes.  


Currently, PCP practices are evaluated against their peers (as defined by practice type) for 
quality on rates of performance for such measures as diabetes tests, such as LDL screening, eye 
exams, microalbumin testing and HbA1c screens. PCPs receive non-financial incentives for 
meeting or exceeding the rates of their peers on one or more of these diabetes quality measures. 
This program has made payments to PCPs and has aligned incentives for achieving quality 
goals, improving access and encouraging appropriate ER utilization as well as increasing the 
administrative efficiencies of increasing reliance upon electronic claims submission and 
payment. 


Another incentive plan that we currently offer involves educational materials and incentive 
programs for network provider offices to encourage the receipt of tests and exams. Through the 
Pediatric Provider Education Program, select groups of high-volume Medicaid medical groups 
receive incentives such as jump ropes, pedometers and sports balls. HPN offers providers the 
chance to participate in the education program if the providers agree to: 


 Continue to distribute educational materials to parents during office visits about well-child 
and adolescent well care, childhood immunizations, lead screenings, healthy diets and 
nutrition 


 Offer non-financial incentives to children who complete needed tests, exams and 
immunizations  


 Meet and work with the health plan’s Quality Improvement staff on key performance 
measurement areas  


 Review confidential lists of children and teens who are noted to be non-compliant 


 Use non-financial incentives to improve the rates of well-child visits, adolescent well care, 
childhood immunizations and lead screenings  


The goal of the program is to allow providers to give out incentives to children once the key 
health visits and exams, such as well-child visits, are completed. In addition, the health plan 
sends out multiple reminders to receive well-child visits, adolescent well care, lead screenings, 
and other exams in return for other incentives, such as turtle backpacks.  
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We offer capitated and/or gain share arrangements to providers who participate in our 
Accountable Care models. These payments take a variety of forms. The most common 
components are FFS procedure code payments plus a care management fee plus a percentage 
of the gain share. Currently with SMA we have offered a capitated arrangement to incentive 
our Accountable Care model with them. 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? 
If so, please identify the services and the sole source subcontracts you currently have or intend to 
have. 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Narrative Resumes 


H. The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transaction. Vendor(s) should acknowledge their 
understanding that NPI’s must be used. 


HPN requires, captures, and maintains providers’ NPI in both our claims and provider 
demographic database. At any point HPN contracts with a new provider, we require that the 
provider submit to us the NPI. Currently, HPN complies with the NPI requirements as stated 
in the RFP and, with the new contract, will continue to meet the requirements. 
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5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP.  


Our Internal Quality Assurance Plan 
We maintain an ongoing internal quality assurance plan, called our Quality Improvement (QI) 
program for the services we furnish to our members. Building on our long-term success and 
experience, we will comply with all 18 quality standards as required in RFP Section 4.8 and as 
described in our detailed responses to this section of our proposal.  


We continually refine our QI program to ensure that we operate in accordance with all 
applicable State and federal regulatory and contractual requirements. We evaluate our QI 
program annually to determine our effectiveness, address barriers and challenges, identify 
potential opportunities for improvement and take additional actions based upon this program 
review. We consistently have received high marks for our QI program from the DHCFP in all 
EQRO audits.  


Goals of our Quality Improvement Program 
Our QI program is rooted in principles of continuous quality improvement that foster data-
driven decision-making. We focus on continually leveraging opportunities we have for 
improvement. Ours QI program is a combination of two major activities: 


 Continuous Quality Improvement (CQI)—the trending and analysis of ongoing aggregate 
data for purposes of prospective planning 


 Quality Assurance (QA)—the retrospective monitoring and problem solving associated with 
the quality of health care delivered 


We measure, monitor and analyze the outcomes of care and services according to 
predetermined and objective standards. We then apply interventions that continuously 
improve the level of health care and services we provide to our Medicaid and Nevada Check Up 
members (herein referenced as member), addressing specific focus areas as needed. 


Scope of the QI Program 
Through the ongoing implementation of the QI program, a comprehensive scope of quality 
improvement activities is in place that includes health promotion, quality of care monitoring 
and quality of service monitoring. The scope of the program is also defined by the range of 
quality indicators we have selected to monitor and analyze.  


Key Quality Improvement Program Activities 
Program Activities 


Key health promotion 
and education activities 
include, but not limited 
to: 


 Education to members 
 Outreach to members 
 Education of providers  
 Identification of high-risk members for health care utilization and 


chronic conditions (to reduce complex health situations and 
prevent the occurrence of long-term health problems) or 
members with existing chronic conditions 
 Linkage of health promotion activities to quality improvement 


activities  
Key quality of care 
monitoring includes, but 


 Review of areas reflective of high volume, high-risk services that 
were identified during the annual monitoring of demographic and 
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Key Quality Improvement Program Activities 
Program Activities 
is not limited to: epidemiological needs of the membership  


 Monitoring of services provided by contracted health care 
delivery systems including inpatient facilities (acute and sub-
acute), ambulatory facilities and services (dental, home health 
and hospice) and mental health and substance abuse facilities  
 Monitoring of services provided by individual providers that 


include practitioners in the areas of primary care, specialty care, 
OBGYN care, mental health and substance abuse and dental care 
 Review of services reflecting acute and chronic care  
 Review of practitioner documentation through medical records  
 Visits to practitioner offices  
 Review, update and dissemination of clinical practice guidelines  
 Monitoring of the continuity and coordination of care across 


different health care settings  
 Monitoring of complaints and appeals  
 Monitoring of potential under- and over-utilization of health care 


services and health care  
 Monitoring of the appropriate accessibility and availability of 


services and health care  
 Monitoring member and provider satisfaction and measuring the 


performance of providers  


Key quality of service 
monitoring includes, but 
is not limited to: 


 Monitoring of complaints, concerns and appeals  
 Ensuring the appropriateness of Member Services provided 


through evaluation of telephone access and member and 
provider satisfaction with customer service  
 Ensuring the timeliness and appropriateness of claims 


processing  
 Ensuring the availability and accessibility of services and 


providers through the monitoring of numbers of primary care, 
dental care, high volume-specialists and behavioral health 
providers; numbers of providers with open panels; geographic 
distribution of medical, dental and behavioral health providers; 
and through member and provider satisfaction rates of access 
and availability of services and providers  
 Ensuring the appropriateness of the UM process (as needed) 


through evaluation of inter-rater reliability of decisions made by 
health plan staff, timeliness of decision-making, telephone 
access and member and provider satisfaction 
 Monitoring that complex case management for adults, children, 


teens and pregnant women is available to members with complex 
health conditions 
 Monitoring that health management (e.g., disease) is available to 


members identified with chronic conditions to help coordinate 
health care and services and to facilitate access to necessary 
resources 


The HPN QI Program is supported by:  
 A clearly defined reporting structure, which includes the governing body, our Board of 


Directors, the Quality Improvement Committee and various quality improvement 
subcommittees and task forces  


 Clearly defined roles and responsibilities of the designated senior executive, senior medical 
director, dental director and behavioral health practitioner  







 
5.1 Vendor Information – Health Plan of Nevada


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 707 of 833
 


 Active participation of health plan providers  


 Dedicated resource  


 Documentation of committee actions and quality improvement activities, including 
meetings, monitoring and analysis of quality indicators and quality improvement study 
results, communications with providers and members and program policies 


 Implementation of the quality improvement and quality assurance program methodologies  


Quality Improvement Program Structure, Accountability and Oversight 
The ultimate accountability for the QI program rests with our Board of Directors. The chart 
below and subsequent committees depicts our organizational governance and committee 
structure responsible for developing, implementing and overseeing our QI program.  


Board of Directors 
The Board of Directors is the governing body for HPN. The Board of Directors is responsible 
for formulating the vision and strategic goals, promoting effective and efficient executive 
management performance and promoting quality of the health care and services provided to 
members. The board’s functions as they relate to the QI program are to: 


 Review, evaluate and approve the QI program description, annual QI program evaluation 
and QI program work plan 


 Review and evaluate periodic reports from the QI program delineating actions taken and 
improvements made (usually quarterly) 


 Review and evaluate summary key indicator reports, study updates, results of member 
surveys and HEDIS reports to include an analysis of significant trends, variations and action plans 


 Direct the operational QI program and take action as appropriate based upon the review of 
reports and updates 


The membership is composed of HPN leadership and other designees as appointed by the 
Board. The Board of Directors meets at least quarterly and has ultimate responsibility for the 
QI program and related processes and activities. 


Local Committees for Development, Implementation and Oversight 
As depicted in the chart below, three major committees—the Quality Improvement Committee, 
Credentialing Committee, Quality Review Committee, Corporate Medical Affairs Committee 
and the UM Committee—are responsible for developing, implementing and overseeing our QI 
program. Below is a summary of the membership and respective functions of these key local 
committees within our QI program and our supporting subcommittees.  
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Quality Improvement Committee  
The Quality Improvement Committee is the decision-making body that is ultimately 
responsible for the implementation, coordination and integration of all Quality Improvement 
activities. This committee analyzes, monitors and evaluates the results of Quality Improvement 
activities, recommends actions to improve performance, and makes policy decisions. The 
Quality Improvement Committee meets at least quarterly and is co-chaired by Dr. McBride 
and the Vice President, Health Care Quality and Education, Dr. Allan Ebbin.  


The Quality Improvement Committee membership includes: Dr. Allan Ebbin or designee 
(Chair), Dr. McBride, Deborah Wheeler, Director, Clinical Quality, Behavioral Health 
representative, Member Services representative, chief nursing officer, Provider Services 
representative, Pharmacy Services representative, Customer Response & Resolution 
representative, UM representative and other health plan medical directors and network 
physicians.  


Quality Improvement Committee Responsibilities 
The responsibilities of the Quality Improvement Committee are to: 


 Report directly to the Board of Directors with a focused report at least on a quarterly basis 


 Establish quality improvement goals for HPN 


 Implement and oversee our Quality programs 
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 Review and analyze our population profiles for our membership 


 Review and analyze satisfaction, complaints and appeals data 


 Identify important aspects of health care and service 


 Monitor health care and service quality, access and availability indicators in an ongoing 
manner 


 Monitor for potential under- and over-utilization of health care and services 


 Monitor the completion of quality improvement studies and activities, including Health 
Management programs, through evaluation of detailed status reports and rates in an 
ongoing manner 


 Analyze the results of our quality improvement activities and the impact of health and case 
management programs including clinical rates achieved according to national and local 
benchmarks and participation and engagement rates of our clinical programs 


 Approve the implementation of new quality improvement studies 


 Approve quality improvement policies and procedures and make decisions related to 
implementation and monitoring of the policies 


 Provide a supportive environment to discuss activities that can help practitioners and 
providers improve the safety of clinical practices 


 Oversee delegated quality improvement activities through review of applicable reports, 
audit results, processes and policies and procedures 


 Review and evaluate the cultural competency program in place through ongoing status 
reports and work plans 


 Receive input and feedback from our members and providers about the QI program 
including from the Community Advisory Board 


Quality Review Committee 
The Quality Review Committee is the key committee responsible for implementing quality 
assurance activities for the health plan. This committee tracks, monitors, evaluates and takes 
action in response to findings found during quality assurance activities. The Quality Review 
Committee meets a minimum of four times per year and is chaired by Dr. Ebbin, or his 
designee. 


The Quality Review Committee membership includes: Dr. Allan Ebbin or designee (Chair), Dr. 
McBride, Ms. Wheeler, other health plan medical directors, dental director, network 
physicians representing primary care and specialty medical fields, and legal counsel.  


Quality Review Committee Responsibilities 
The responsibilities of the Quality Review Committee are to: 


 Report directly to the Board of Directors with summary reports of quality assurance 
activities at least on a quarterly basis 


 Implement and oversee quality assurance activities in our Quality programs 


 Provide summary reports of quality assurance activities to the Board of Directors 


 Conduct peer review of quality of care or risk management cases 


 Determine providers in need of focused review 


 Determine and monitor quality of care indicators for use in quality reviews  
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 Review, approve and track corrective action plans 


 Identify system issues and refer to appropriate quality improvement committees, task forces 
or subcommittees 


 Report activities and corrective action plans to the Credentialing Committee, as 
appropriate 


 Include copies of all corrective action plans in the individual provider file for re-
credentialing purposes 


Credentialing Committee 
The Credentialing Committee is the committee responsible for overseeing the credentialing and 
re-credentialing processes for network providers. This committee reviews all applications for 
credentialing and re-credentialing and recommends approval into the network. The 
Credentialing Committee meets at least eight times per year and is chaired by the 
Credentialing medical director.  


Credentialing Responsibilities 
The responsibilities of the Credentialing Committee are to: 


 Report directly to the Board of Directors through a focused report with credentialing and 
re-credentialing statistics presented quarterly 


 Perform peer-review credentialing and re-credentialing for practitioners and organizational 
providers 


 Monitor and analyze credentialing quality indicators and, when appropriate, implement 
action plans 


 Oversee delegated credentialing functions through review of status reports and audit results 
as applicable 


 Analyze results of medical record reviews and site visits  


 Monitor the provider network continuously for licensure board actions or sanctions 


Corporate Medical Affairs Committee 
The Corporate Medical Affairs Committee is the critical clinical advisory committee that 
recommends and approves clinical guidelines and UM Protocols for HPN. The UM protocols 
are used by the medical directors to make UM decisions. The Corporate Medical Affairs 
Committee meets at least four times per year (more frequently as needed) and is chaired by Dr. 
McBride. 


The Corporate Medical Affairs Committee membership includes: Dr. McBride, Chief, Dr. 
Ebbin, or designee (Chair), other health plan medical directors, network physicians 
representing primary care and specialty medical fields, pharmacists, Pharmacy Services 
representative, medical management representatives, clinical quality representative, UM 
compliance representative, provider services representative, product management 
representative behavioral health representative, customer response and resolution 
representative, Medicaid operations representative and legal counsel.  


Corporate Medical Affairs Committee Responsibilities 
The responsibilities of the Corporate Medical Affairs Committee are to: 


 Report directly to the Board of Directors 
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 Review and approve our Clinical Guidelines, UM protocols, clinical practice guidelines, 
policies and procedures 


 Evaluate, review and approve new medical technologies 


 Oversee patient safety activities as relevant to the health plan 


UM Committee 
The UM Committee guides the implementation of the UM program for HPN. Through this 
committee, the UM program, work plan and evaluation documents are reviewed and approved. 
The committee also reviews trends in utilization, including indicators related to potential 
under- and over-utilization, and inpatient and outpatient utilization. Member and provider 
satisfaction results related to the UM process and compliance activities are also monitored. The 
UM Committee meets quarterly (or as needed) and is co-chaired by Dr. McBride, and Dr. 
Ebbin.  


The UM Committee membership includes: Dr. McBride, Dr. Ebbin, or designees (co-chairs), 
Ms. Wheeler, Director, Clinical Quality, medical management representatives, other health 
plan medical directors, UM compliance representative, pharmacy services representative, 
customer response and resolution representative, Medicaid operations representative, 
behavioral health representative and network physicians. 


UM Committee Responsibilities 
The responsibilities of the UM Committee are to: 


 Report directly to the Board of Directors 


 Develop solutions directly related to UM operational issues 


 Address internal UM issues as they relate to a specific business unit 


 Implement and oversee UM activities of the HPN UM program 


 Review and approve UM criteria and procedures for implementation 


 Evaluate the consistency of UM decision-making by all clinical reviewers 


 Analyze member and provider satisfaction with the UM process and implement actions 
targeting sources of dissatisfaction 


 Monitor under- and over-utilization, analyze results and implement actions to achieve 
appropriate utilization 


 Distribute affirmative statement to members, providers and employees regarding no 
incentives for UM 


 Oversee delegated UM functions, including program descriptions, regular reports and 
annual audits 


 Approve UM policies, including new technology 


 Monitor results of UM compliance audits, including UM and appeals and corrective action 
plans. 


Quality Improvement Subcommittees 
Our QI subcommittees include representation from multiple disciplines, a mix of provider 
types and staff from various health plan departments. The practitioners and providers 
represent both the geographic complexity of our networks as well as the practicing physician 







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 712 of 833  November 2012
 


membership, including PCPs, OB/GYNs, specialists, mental health and substance abuse 
practitioners and dentists. Behavioral Health QI/UM Subcommittee 


Behavioral Health QI/UM Subcommittee 
The Behavioral Healthcare Quality Improvement/UM Subcommittee is responsible for the 
monitoring and analysis of behavioral health quality indicators and behavioral health clinical 
guidelines, oversight of any delegated arrangements that involve the provision of behavioral 
health services and, when appropriate, the implementation of action plans. This sub-committee 
monitors and analyzes results of behavioral health quality improvement and studies and makes 
recommendations to the Quality Improvement Committee for future quality improvement 
efforts. The Behavioral Health Quality Improvement/UM Sub-committee meets at least 
quarterly and is chaired by Behavioral Health Medical Director, Dr. Timothy Justice.  


The Behavioral Health Quality Improvement/UM Committee membership includes: Dr. Justice 
or designee (Chair), behavioral health quality improvement representative, behavioral health 
UM representative, clinical quality representative, credentialing representative and network 
physicians representing primary care and behavioral health fields.  


Behavioral Healthcare QI/UM Subcommittee Responsibilities  
The responsibilities of the Behavioral Healthcare QI/UM Subcommittee are to: 


 Report to the Quality Improvement Committee with reports and results from behavioral 
health quality improvement and UM activities 


 Establish quality improvement goals for behavioral health care 


 Implement and oversee the Behavioral Health Quality and UM program, including review 
and approval of the program description, work plan and evaluation 


 Identify important aspects of care and service for behavioral health 


 Monitor and analyze behavioral health quality and utilization indicators, and when 
appropriate, implement action plans 


 Approve behavioral health quality improvement and UM policies and procedures 


 Review and update Mental Health and Substance Abuse UM Protocols 


 Monitor indicators to identify over- and under-utilization 


 Analyze the impact and effectiveness of the behavioral health UM program 


 Oversee any delegated behavioral health functions conducted by organizations 


Northern Nevada Quality Improvement Subcommittee 
The Northern Nevada Quality Improvement Subcommittee serves as an important practitioner 
advisory committee. Through this committee, we gain critical practitioner participation in 
planning, designing, implementing and reviewing activities of the QI program in northern 
Nevada. This quality improvement subcommittee also makes recommendations to the Quality 
Improvement Committee for future quality improvement efforts. The Northern Nevada 
Quality Improvement Subcommittee meets at least two times per year and is chaired by Dr. 
Ebbin.  


The Northern Nevada Quality Improvement Subcommittee membership includes: Dr. Ebbin, 
or designee (Chair); Ms. Wheeler; provider services representative; other health plan medical 
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directors as needed; medical management representative; behavioral health representative; 
and network physicians representing primary care and specialty medical fields. 


Northern Nevada Quality Improvement Subcommittee Responsibilities 
The responsibilities of the Northern Nevada Quality Improvement Subcommittee are to: 


 Report to the Quality Improvement Committee through routine reports and feedback about 
quality improvement activities 


 Serve as a practitioner advisory committee representing the interests of our northern 
Nevada provider network 


 Participate in the planning, design, implementation and review of quality improvement 
activities as they impact the northern Nevada provider network 


 Assist in monitoring and analyzing the results of health management, health promotion and 
preventive health quality improvement activities and make recommendations for future 
efforts 


 Assist in monitoring compliance with our clinical guidelines 


 Promote health management and preventive health programs and clinical/preventive health 
guidelines to northern Nevada practitioners and members 


Medicaid Quality Improvement Subcommittee 
The Medicaid QI Subcommittee is responsible for the monitoring and analysis of the Medicaid 
program health quality indicators, oversight of any delegated arrangements that involve the 
provision of Medicaid services and, when appropriate, the implementation of action plans. The 
Medicaid QI Subcommittee monitors and analyzes results of the Medicaid program QI and 
studies and makes recommendations to the Quality Improvement Committee for future quality 
improvement efforts. The Medicaid Quality Improvement Subcommittee meets at least four 
times per year and is chaired by Dr. Ebbin. 


The Medicaid QI Subcommittee membership includes: Dr. Ebbin or designee (Chair); Ms. 
Wheeler; Ms. Simonson, Director, Medicaid Operations; provider services representative; 
other health plan medical directors as needed; medical management representative; behavioral 
health representative; and Dr. Rawson. 


Medicaid Quality Improvement Subcommittee Responsibilities 
The responsibilities of the Medicaid Quality Improvement Subcommittee are to: 


 Report to the Quality Improvement Committee through routine reports 


 Review, discuss and approve all Medicaid policies and procedures related to the quality 
improvement process 


 Discuss and offer recommendations for how to improve quality of care and services through 
review of quality improvement rates and study results 


 Provide input and recommendations on the QI program and its effectiveness 


Quality Improvement Task Forces 
We have in place additional standing task forces that are responsible for monitoring and taking 
action, when appropriate, on specific focused areas of health care or service and related quality 
improvement activities. These task forces and committees include representation from our 
administration, medical management, other health plan departments and the provider 
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network, as appropriate, for their scope of responsibilities. To promote communication and the 
coordination of quality improvement efforts across the organization, these task forces and 
committees report to the QI program via the annual program evaluation and to the Quality 
Improvement Committee, by exception. 


Women’s Health and Neonatal Task Force 
The Women’s Health and Neonatal Task Force reviews and evaluates programs, policies and 
services available to members. Key focus areas are on preventive health for women, 
management of chronic conditions and health care and services provided during pregnancy. 
The Women’s Health and Neonatal Health Task Force meets between four and six times a year 
and more frequently as needed and is co-chaired by Dr. Carl Allen and Noreen Dentscheff, 
Associate Director, OB/Pediatrics.  


The Women’s Health and Neonatal Task Force membership includes: Dr. Carl Allen and 
Noreen Dentscheff, Associate Director, OB/Pediatrics or designees (co-chairs), Medicaid 
operations representative, provider services representative, health education and wellness 
representative, health informatics representative, medical management representative, 
customer response and resolution representative, behavioral health representative, member 
services representative, pharmacy services representative, clinical quality representatives, and 
network providers. The Women’s Health and Neonatal Task Force reports to the Quality 
Improvement Committee 


Women’s Health and Neonatal Task Force Responsibilities 
The responsibilities of the Women’s Health and Neonatal Task Force are to: 


 Report to the Quality Improvement Committee through routine reports. 


 Implement, monitor and recommend changes to health plan programs and initiatives to 
comply with federal, state and local regulatory requirements 


 Engage in quality improvement activities to improve the performance measurement rates as 
related to women’s health issues 


 Work with network providers to develop programs that allow for system-wide 
improvement  


 Provide input and recommendations into the evaluation related to program effectiveness 


Child and Adolescent Health Task Force  
The Child and Adolescent Health Task Force focuses on areas related to child and adolescent 
health that impact members and providers. The Child and Adolescent Health Task Force meet 
between four and six times a year and more frequently as needed and is chaired by Dr. Rutu 
Ezhuthachan, Pediatric Medical Director. The Child and Adolescent Health Task Force reports 
to the Quality Improvement Committee.  


The Child and Adolescent Health Task Force membership includes: Dr. Rutu Ezhuthachan, 
Pediatric Medical Director or designee (Chair), Deborah Wheeler, Director, Clinical Quality, 
Medicaid operations representative, provider services representative, medical management 
representative, customer response and resolution representative, health education and wellness 
representative, behavioral health representative, member services representative, pharmacy 
services representative, clinical quality representatives; and network providers.  
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Child and Adolescent Health Task Force Responsibilities 
The responsibilities of the Child and Adolescent Health Task Force are to: 


 Report to the Quality Improvement Committee through routine reports and implement 
quality improvement activities designed to improve the health care and services for children 
and adolescents 


 Work with network providers on programs focused on child and adolescent health 


 Review performance measurement results for indicators that focus on child and adolescent 
health 


Customer Centric Task Force 
The Customer Centric Task Force focuses on areas that impact members. The Customer 
Centric Task Force meets between four and six times a year and more frequently as needed, 
and is chaired by Dr. Ebbin. The Customer Centric Task Force reports to the Quality 
Improvement Committee.  


The Customer Centric Task Force membership includes: Dr. Ebbin or designee (Chair), Ms. 
Wheeler, Director, Clinical Quality, Medicaid operations representative, provider services 
representative, medical management representative, customer response and resolution 
representative, behavioral health representative, member services representative, pharmacy 
services representative, clinical quality representatives, and network providers.  


Customer Centric Task Force Responsibilities 
The responsibilities of the Customer Centric Task Force are to: 


 Report to the Quality Improvement Committee through routine reports and discussion 
summaries from the task force 


 Monitor and implement activities that confirm compliance with NCQA accreditation and 
other regulatory requirements that impact members and providers and affect multiple 
departments throughout the organization 


 Review policies and procedures that impact multiple areas within the health plan that come 
under the purview of our Quality Improvement structure, forwarding to the Quality 
Improvement Committee for final approval 


 Identify and implement strategies to verify members receive culturally and linguistically 
appropriate services 


 Assist health plan in providing a supportive environment to help practitioners and 
providers improve the safety of their clinical practices 


 Monitor industry sources for information on patient safety best practices 


 Assess current organizational practices and implement programs as they relate to patient 
safety 


 Develop and administer a plan for collecting and conveying information on provider and 
practitioner safety and quality, including activities to collect information on providers’ 
actions, all to improve patient safety and to make performance data publicly available for 
members and practitioners 


 Make recommendations to the Quality Improvement Committee and Corporate Medical 
Affairs Committee on patient safety issues. 
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National Committees that Support our QI Program 
Because we are a UnitedHealth Group company we benefit by collaborating with various 
national committees due to the additional tools, technology, capabilities and resources they 
bring to the local plan. 


National Quality Assurance Performance Improvement Committees 
Committee Description 


Executive Medical Policy 
Committee (EMPC) 


Committee is responsible for overseeing the development, 
implementation and evaluation of the medical policies across 
UnitedHealth Group. 


National Medical 
Technology Assessment 
Committee (MTAC) 


Committee is responsible for the development and management of 
evidence-based position statements on selected medical 
technologies. In addition, the committee is responsible for 
assessment of the evidence supporting new and emerging 
technologies as well as new indications for existing technologies. 


National P&T Committee 
(P&T) 


Committee is responsible for providing the clinical oversight for 
the development and maintenance of the formulary and clinical 
pharmacotherapy policies. 


Acquiring Input from Members  


Input and Feedback Used in the QI Program and by our Quality Improvement 
Committee 
Throughout the QI process we seek input from members through focus groups, the input from 
our Community Advisory Board, feedback requested through the website and through calls to 
Member Services, providers, state partners and key community stakeholders such as our 
Community Advisory Board (CAB). This input is obtained, in part, through our CAB to 
actively improve the quality of health care and services provided to members. We will continue 
to leverage our assets, capabilities and employees to provide our members, providers and 
members with cost-effective, high-value and high-quality services.  


In late 2011, the Customer Centric Task Force (an advisory group to the Quality Improvement 
Committee) determined that we could benefit from additional community feedback, 
particularly from the diverse areas of the state. CAB was created as a vehicle to assemble a 
diverse group of professionals who are involved in their communities and can assist the health 
plan in understanding distinctive points of view related to our membership and their health 
care. Goals of the CAB include:  


 Guiding the health plan to incorporate perspectives from diverse groups and organizations 
to enhance health plan quality improvement efforts 


 Developing tools and resources for network providers to become more culturally aware and 
more effective communicators 


 Helping to create communications to members that are effective for diverse populations  


 Providing cultural diversity education to network providers and health plan employees 


The first CAB meeting was held in Las Vegas in mid-2012. The purpose of this meeting was to:  


 Provide us with feedback on issues discussed 


 Allow community representatives to voice concerns 


 Assist in the development and implementation of community education 
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 Advise and make recommendations to HPN regarding diversity initiatives  


In addition to health plan representatives, which included physicians, nurses, social workers, 
Medicaid program staff and quality improvement staff, CAB invitees included among others 
the executive director from the Southern Nevada Immunization & Health Coalition (SNIHC), 
the CEO of the Urban League, a local podiatrist, the COO of Nevada Health Centers, and the 
president and founder of Lupus of Nevada. Groups represented at the first meeting included 
representatives from the following groups or communities: African Americans, Latinos and the 
physically disabled. For future meetings, invitations will also be extended to representatives 
from the following groups: American Indians, Filipinos and the individuals with disabilities.  


CAB reported a motivating discussion about how the health plan can best reach members of 
the community who may not have access to quality health care, particularly to childhood 
immunizations. 


Member Focus Group Example 
We conduct focus groups of members to gain their input and feedback. During the last focus 
group, members were asked about key issues that may impact their health care and services. 
Key findings demonstrated that:  


 Members were satisfied with the consistency and overall health care received for their 
children, providing a level of confidence and satisfaction with coverage 


 Members who participated in the culturally diverse issues focus group were satisfied with 
customer service and feel that providers try hard to communicate with them  


– There is an occasional wait time for translation services that was acceptable 


 Members also discussed the need for health fairs, educational opportunities for healthy 
living and nutrition and information on how to keep kids healthy  


As a result of this focus group, we hosted three health fairs in 2011 and 2012; two for children 
and one for all ages. These health fairs focused on healthy living and physical activity for all 
ages. Specific healthy living cookbooks and other educational materials were also produced to 
assist adults and families in learning about how to live and eat healthy.  
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We look forward to our continued partnership and collaboration with DHCFP and the EQRO 
in these quality monitoring and evaluation activities. We have consistently worked with and 
will continue to provide reporting data, even if it is above and beyond that stipulated in this 
section, as requested by DHCFP or the EQRO. We will also participate in additional EQRO 
activities as assigned and required by DHCFP.  


Specifically, we comply with all of the quality standards in RFP Section 4.8. For the past 15 
years, we have implemented an ongoing quality assessment and performance improvement 
program for the services we furnish to our members. Our QI program consists of systematic 
activities to monitor the health care and services delivered to members according to 
predetermined and objective standards. Opportunities for improvement are identified, in 
addition to barriers, and action is then taken to address specific focus areas as needed. An 
annual QI program evaluation is conducted to monitor and review all activities conducted, to 
review successes and program effectiveness, address barriers and challenges, identify potential 
opportunities for improvement and take additional actions based upon this program review. 
We will continue to implement this program in addition to all required performance 
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improvement projects, systematic interventions and an ongoing evaluation of the impact and 
effectiveness of our internal QI program. Detailed responses to all questions are included in 
RFP Section 4.8.  


Going Beyond the Minimum Requirements to Improve Quality of Care and 
Services for our Members  


Demonstrating Key Successes in Quality Improvement 
We have demonstrated high levels of compliance in each and every EQRO audit conducted by 
the DHCFP. This high level of success can be attributed to the local dedicated and talented 
team of leadership, management and staff who manage and implement the internal QI 
program. This staff is dedicated to improving the services and health care for the members in 
the State of Nevada. The results (shown below) highlight this ongoing commitment.  


EQRO Audit Results for HPN 


Year Overall Audit Result 
2000 98.75% 
2002 98% 
2004 100% 
2006 97% 
2009 99% 
2011 98.7% 


Example of Improving the Service for our Members 
We go beyond just meeting the needed compliance for our quality requirements. We conduct 
innovative and focused quality improvement interventions that are designed to improve quality 
outcomes and educate our members.  


We have created an innovative Passport to Living Healthy program to educate our members 
about chronic conditions and how to stay healthy through in-person events and written 
educational materials; we have implemented a Guided Care program for our members to 
ensure that they have adequate education and resources to transition from the inpatient setting 
to home; we have created our own educational materials for members to address gaps 
identified during quality improvement activities, such as a Diabetes A1C pocket log, a recipe 
book of healthy recipes that contains culturally sensitive recipes in addition to a meal planner, a 
food diary, a weight log, nutrition for cancer resource booklets, among others. The compilation 
of these resources was developed to improve the self-management practices of our members, 
thereby improving care.  


Achieving Set Goals for Performance Improvement Projects 
Each year, we conduct and submit two Performance Improvement Projects (PIPs) to the State 
of Nevada for review and approval. We always meet a high level of compliance for all of our 
projects. Two examples of PIP compliance include the childhood immunization and lead 
screening rates where we achieved statistically significant improvements. The results below 
highlight our ongoing commitment.  







 
Helping People Live Healthier Lives


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


Page 720 of 833  November 2012
 


Exceeding Goals for Performance Improvement Projects  


Childhood Immunization 
Combination 2 


2006-2007 2007-2008 2008-2009 2009-2010 


 Year 1 Year 2 Year 3 Year 4 
Percent of Evaluation Elements Met 100% 100% 98% 100% 
Percent of Critical Evaluation 
Elements Met 


100% 100% 100% 100% 


Validation Status Met Met Met Met 


Lead Screening  2007-2008 2008-2009 2009-2010 


  Year 1 Year 2 Year 3 
Percent of Evaluation Elements Met  100% 100% 98% 
Percent of Critical Evaluation 
Elements Met 


 100% 100% 100% 


Validation Status  Met Met Met 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and 
Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the 
care delivered to enrolled recipients? 


We continuously have and will continue to monitor and measure quality improvement of the 
health care delivered to members. Consistent with the State Quality Assessment and 
Performance Improvement Strategy, we look forward to extending our collaboration with the 
State to not only confirm compliance with federal and State statutory and regulatory 
requirements on quality but to go beyond compliance with the minimum requirements. We join 
with the State and CMS in the goal of raising the quality of care provided to, and received by, 
Medicaid beneficiaries in the state. 


Consistent with the proposed goals identified in Healthy People 2020, DHCFP established the 
following quality goals for the 2012−2013 Strategy to improve the health and wellness of 
members and make sure they have access to high quality and culturally appropriate care: 


Quality Goals for 2012-2013 Strategy 


 Goal 1: Improve the health and wellness of members by increasing the use of preventive services, 
thereby modifying health care use patterns for the population 


 Goal 2: Reduce or eliminate health care disparities for members 


 Goal 3: Improve the health and wellness of new mothers and infants and increase new mother 
education about family planning and newborn health and wellness 


We are an active and collaborative partner with the DHCFP to formulate and meet the goals of 
the Nevada Strategy. We have in place multiple quality strategies consistent with the DHCFP.  


 We improve the health and wellness of members by conducting outreach for them to receive 
preventive services. Our focused QI initiatives focus on child and adolescents and adults of 
all ages. This comprehensive approach is consistent with the DHCFP.  


 We reduce or eliminate health care disparities for members using a continuous quality 
improvement framework. We have put into place a multi-faceted Cultural Sensitivity and 
Diversity program that addresses physician and patient communication, health education, 
reducing disparities in health care and recruitment and training for employees. We 
achieved 100 percent on all of the mandated requirements in 2011 and we continue to move 
forward in developing enhanced strategies.  
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Supporting Performance Measurement through Strong Processes 
and Systems 
Each year, we participate in the State of Nevada’s EQRO audits of its Information Systems and 
Medical Record Review processes. These audits must be passed to report the HEDIS measures 
to the State.  


Our Experience 
We have successfully met all requirements each year since HEDIS performance measures have 
been reported to the State of Nevada. We have met all requirements related to:  


 Sound Coding Methods for Medical Data 


 Data Capture and Transfer of Medical, Membership and Practitioner Data 


 Data Integration required to meet HEDIS Measures 


 Control Procedures that support HEDIS Reporting Integrity 


 Medical Record Validation 


We are proud to showcase some Quality Improvement case studies that demonstrate the health 
plan’s ongoing commitment and interventions that are improving quality of care.  


Demonstrating Improvements in Diabetes and Asthma Management 
through Focused Initiatives 


Success Story – Diabetes Care Improvements 


Demonstrated diabetes care improvements have been noted for the Medicaid population from 2006 to 
2012. Statistically significant improvements have been seen in Hemoglobin A1C testing, LDL screening, 
and medical attention for nephropathy HEDIS rates as reported in this time period. 


 Similar improvements have been seen for the same period in the Use of Appropriate 
Medications for People with Asthma HEDIS rate for the Medicaid and Nevada Check Up 
populations. The rate for the Medicaid population was a statistically significant 
improvement while the rate for the Nevada Check Up population is in the 90th percentile.  


 Multi-faceted interventions have centered on the member. Focused reminders for needed 
tests and exams, Passport to Living Healthy educational binders and phone calls are 
available for members at high and moderate risk from a registered nurse health coach. 
Physicians receive quarterly provider profiles aimed at facilitating needed care for 
members and non-financial incentives at the end of the year if they meet or exceed specific 
clinical benchmarks (for diabetes management only) as compared to their peers.  


Case Studies 
Success Story - Improving the Care and Services for a Member with Diabetes 


Two members with diabetes at high risk for future health care utilization, demonstrated improvements in 
their clinical status. These members have been enrolled in Health Management and also worked with 
their PCPs to manage their health. The outcomes achieved were positive. Sarah’s Hemoglobin A1C level 
was out of range at 16.7 in 2011. Her most recent Hemoglobin A1C level in 2012 demonstrated a thirty 
percent decrease to 11.7. Betty’s Hemoglobin A1C level in 2012 was 8, a decrease from 9 in 2011.  


 


Success Story - Improving the Care and Services for a Child with Asthma 


A child with asthma was identified as high risk for future health care utilization. A registered nurse health 
coach made contact with the parent of this child with asthma in 2009 to conduct telephone calls every 60 
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days. At first, the mother avoided the telephone calls from the registered nurse health coach but slowly 
the registered nurse health coach gained the trust of the parent. In fact, the child is now at low risk for 
future health care utilization.  


Quote from the registered nurse health coach: “Once she (the mother) realized she could control his 
asthma and predict how he will react with changes in weather and contact with triggers, it dawned on her 
that she had learned these things from this program. She is a great supporter of this program and returns 
every call. She has finally placed her trust in me and shares her fears about her son’s illness and what 
may happen.” 


Reducing the Numbers of Avoidable Emergency Room Visits 
We have always maintained a low rate of emergency room visits per 1,000 members as reported 
using HEDIS for both the Medicaid and Nevada Check Up populations. With that in mind, we 
are now working with DHCFP and the other State Medicaid health plans on a collaborative 
project to further reduce the numbers of emergency room visits by focusing on those visits by 
members that could have been avoided. During this project, multiple interventions have been 
put into place, including reminder letters after members have visited the emergency room to 
offer alternatives to the emergency room such as urgent care centers and the 24-Hour 
Telephone Advice Nurse service. 


Of most interest, a pilot program has been initiated in southern Nevada hospitals. A dedicated 
outreach coordinator is placing telephone calls soon after an emergency room visit to members. 
The outreach coordinator educates the member about potential alternatives to the emergency 
room and to better understand the reasons for the visit. This pilot has produced more seamless 
handoffs to health plan programs, such as Complex Case Management and Health 
Management to help those individuals better manage their health.  


Case Studies: Impact of Dedicated Outreach on Individual Members after Emergency Room Visits 


 A 54-year-old male member went to the emergency room for abdominal pain that he had 
experienced for 24 hours. He went to the emergency room because he did not have an assigned 
PCP. The outreach coordinator called a network PCP and set up an 8:00 a.m. walk-in appointment 
the next day for the member.  


 A 36-year-old female member with tooth pain went to the emergency room because she thought she 
had only emergency room coverage for services. This member was unaware that she had primary 
care benefits. The outreach coordinator set up a conference call between the member and Member 
Services. Member Services reviewed the member’s coverage with her in detail and helped her select 
a PCP and OB/GYN provider.  


 A 21-year old male member, without a PCP, went to the emergency room to have a prescription filled 
because it required a prior authorization. The outreach made a call to this member. During the call, 
she found out that the member, a recently discharged Marine and head of a five-person household, 
was in need of a family doctor in Las Vegas. She conferenced in Pharmacy Services who authorized 
an additional 30-day supply for his medication. She then called Member Services who helped the 
member select a PCP for his entire family. The outreach coordinator then reinforced to the member 
that the prescription was only good for 30 days and additional refills will require prior authorization 
from his PCP.  


 A 2-year-old female member with a head laceration went to the emergency room because the 
mother of that member did not know of any urgent care locations. The outreach coordinator 
educated the mother about how to select a PCP, urgent care locations and the Telephone Advice 
Nurse service. 


 A 6-year-old male member was taken to the emergency room by his mother for wheezing. The 
outreach coordinator referred this parent and child to Complex Case Management for appropriate 
follow-up for asthma management. 
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C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please 
describe their systems capability to collect and report race, ethnicity, and language over and 
above what is given to them by the DHCFP? 


We collect the two HEDIS measures, Language Diversity of Membership and Race/Ethnicity 
Diversity of Membership each year in our Cultural and Sensitivity Program for Medicaid and 
Nevada Check Up members. In 2012, our HEDIS measure results showed the following:  


 Language Diversity 


– English was the preferred language spoken by 80 percent of Medicaid and 99 percent of 
Nevada Check Up members 


– Non-English was the preferred language spoken by 20 percent of Medicaid and 1 
percent of Nevada Check Up members 


 Race and Ethnicity Diversity 


– Forty-six percent of Medicaid members and 78 percent of Nevada Check Up members 
reported being of some other race  


– Twenty-nine percent of Medicaid members and 15 percent of Nevada Check Up 
members reported being Caucasian 


– Twenty-one percent of Medicaid members and 5 percent of Nevada Check Up members 
reported being Black or African American 


– Less than five percent of both Medicaid and Nevada Check Up members reported being 
Asian, American Indian Native American or Other Pacific Islander or of two other races 


To collect and report these HEDIS measures, we use the data on race and ethnicity and 
primary language collected in our Facets eligibility system. We employ Facets to collect all 
eligibility data submitted to us by the DHCFP as the data is collected at the time of enrollment. 
Specifically, we receive the race and ethnicity and language data fields in their daily and 
monthly HIPAA x12 834 (5010) eligibility files. We then update the information in the Facets 
application.  


All staff members who have access to Facets, Member Services, Complex Case Management, 
Health Management, UM, Enrollment, among others, can currently view the primary language 
of each member. Member Services uses this information to review any discrepancies and to 
decide when to use verbal or potential written translation services for individual members. The 
race and ethnicity information in Facets is currently only being used for reporting; however, 
we are creating an extension to Facets for 2013 that will allow this information to be accessible 
to all staff members who need it.  


We submit this data to our HEDIS auditor to verify our rates prior to final submission.  


Going Beyond Information from DHCFP: Our Systems Capability 
We also have the unique systems capability of accessing race and ethnicity and primary 
language information from our affiliate SMA, our largest Medicaid provider. During visits at 
SMA, our members provide race and ethnicity and language information to their providers. 
This data is captured in Touchworks, SMA’s electronic medical record. Our current systems 
and data marts currently include data from Touchworks through SMA’s reporting to the 
health plan.  
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Fast, Efficient Claims Adjudication and 
Payment 


During the first three quarters of 2012, HPN: 


 Auto-adjudicated 71.3 percent of all claims 


 Paid 98.1 percent of Medicaid claims in 30 
days, significantly surpassing DHCFP’s 
requirement of 90 percent in 30 days 


We are in the process of improving our system’s capability to capture race and ethnicity and 
primary language information from SMA. Once this capability is in place, we will compare 
SMA’s information to the information we receive from the DHCFP and our own data marts to 
review for discrepancies. We will address any discrepancies and send them to the DHCFP for 
processing.  


Case Examples: Using and Analyzing Race and Ethnicity and Primary Language Information 
Tracked through Member Services 


The language preferences of members calling into Member Services are noted and tracked in the 
Member Services call system. Member Services prepares a report from the external translation system 
to determine the numbers of calls coming in from members who speak different languages. These 
reports identify any additional languages being requested to determine if members have other needs.  


We conducted an analysis in 2011 of our members who requested verbal translations from Member 
Services. Close to 9,700 verbal translation services were requested, comprising 39 different languages. 
Spanish was the most requested language, at 96 percent of the requests, followed by Korean at less 
than 1.0 percent. These statistics support the fact that within the State of Nevada and the health plan, 
there is a need for assistance for verbal translation and written materials primarily in Spanish.  


Because no additional languages have been identified that meet the 5 percent or 1,000 members 
(whichever is less) threshold, currently no materials have been translated into a language other than 
Spanish. Korean as a primary language was identified by 285 members, but this number of members 
only accounts for .002 percent of the membership. However, Member Services and Quality Improvement 
are discussing whether we need to create additional health educational materials in this language.  


TTY Services 
In addition to language translation services, TTY services are available for members with 
hearing impairments and Member Services tracks these requests along with requests for 
written materials in a larger font. Any members who need TTY services can request them 
through 711, the Nevada Relay Service.  


Complex Case Management and Health Management  
Information on cultural needs and language preferences is also available for use by Complex 
Case Management, Health Management clinical staff and support personnel. Program 
participants are asked about their cultural needs and language preferences in order for 
individualized care plans to be developed and implemented. This information is tracked in the 
electronic system for all staff to view. We are working to identify a method to integrate the 
information from Facets on race and ethnicity and primary language for the case managers 
and registered nurse health coaches to communicate more effectively with our members. 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Auto-Adjudication 
Our model for ensuring timely and accurate 
payment of claims in accordance with State and 
federal statutes and regulations is based on: 


 Claims Processing System: We use Facets 
version 5.01, the acknowledged leader in 
managed care software. We have been using 
Facets since 1999, with frequent 
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implementations of custom enhancements and extensions that have improved the 
functionality and performance of this industry-leading managed care platform. Over the 
past 13 years, the Facets platform has proven to be a reliable and efficient workhorse for us, 
DHCFP, and our other customers and members throughout the State of Nevada. With a 5-
year track record of more than 99.9 percent online availability, Facets will continue to 
provide us with a reliable, technologically advanced engine in our ongoing quest for 
excellence and innovation. 


 Comprehensive Management Tools and Reports, including the following: 


– Daily Inventory and Load Balancing Reports: Inventory of claims by type for 
monitoring of timeliness 


– Claims Pend Reports: Identification of claims delayed due to issues such as missing 
pricing, manual processing 


– Daily EDI and Production Reports: Identification of incoming claims volume 


– Aging Reports: Monitoring timeliness through aging claims 


– Weekly and Monthly Scorecard Metrics: State and internal monitoring metrics 


– Microsoft Access 


– Crystal Reporting 


– Corporate Reporting Database (CRD) 


 Highly Qualified and Trained Staff: All newly hired claims processing analysts are required 
to participate in a 6- to 8-week course. To ensure accuracy, once initial training is 
completed, the work of new hires is subject to ongoing auditing until they reach required 
performance standards. 


 Management Flexibility: We maintain high claims processing accuracy rates and low 
turnaround times through our flexible management of work queues and priorities, as 
demonstrated by our ability to load-balance our thoroughly trained claims processing staff 
as needed. 


 Continuous Review of Performance: We conduct ongoing review of our auto-adjudication 
performance metrics to facilitate our ability to meet and exceed required federal and State 
turnaround times. 


 Disaster Recovery Plan: We have established a comprehensive Disaster Recovery Plan that 
encompasses discrete production systems distributed among three geographically disparate 
data centers in Southern Nevada that have been prioritized for recovery in the event of a 
disaster impacting any one of the data centers. Depending on the nature and severity of the 
disaster, our production systems can be recovered locally in one of the three Southern 
Nevada data centers or the enterprise data centers of our parent company, UnitedHealth 
Group in three different Midwestern cities. 


Throughout our 15-year partnership with DHCFP, we have consistently exceeded State 
standards for claims processing. As demonstrated by the reporting results below, we exceed 
both federal and State contractual requirements, paying 90 percent of claims in 30 days and 
99 percent in 60 days. We ensure compliance through rigorous daily reporting and monitoring, 
and our continual emphasis on process improvement facilitates maximum output and prompt 
payment through an efficiently flowing claims process. 
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The table below illustrates our strong performance in claims management for the past three 
years.  


Year Claims Processed in 30 Days Claims Processed in 60 Days 
2010 97.64%* 100.00%** 
2011 91.49%* 99.91%** 


    2012*** 98.12%* 99.99%** 
*Performance far surpasses both state and federal regulation percent requirement. 
**Performance far surpasses state and federal regulation requirements for both percent and timeframe. 
***2012 results are complete through the first, second and third quarters. 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non-clean claims? 
What is your percent of claims pended? What is your denial rate? What is your rate of claims 
resubmission? 


We have established a record of efficiency in our claims processing and payment. Our industry-
leading claims processing system, Facets, greatly improves the timeliness and accuracy of 
claims processing, expediting the payment of claims while maintaining integrity and 
maximizing recoveries from responsible third-party insurers. Regardless of whether the claim 
is considered clean or non-clean, our goal is to process in excess of 90 percent of claims within 
30 days. 


We constantly monitor our claims processing performance to verify compliance with State and 
federal timeliness and accuracy requirements. During the first three quarters of 2012, we 
processed 98.1 percent of all Medicaid clean claims to a completed status within 30 days, 
surpassing the requirement cited in this RFP. The following tables indicate payment aging 
profiles of Medicaid clean and non-clean claims for 2012 (year to date). 


2012 Payment Aging Profile for All Claims* 
Within Percentage 


0-30 Days 98.13% 
31+ Days 1.87% 


Total 100.00% 
*2012 results are complete through the first, second and third 
quarters. 


Auto-Adjudicated and Pended Claims 
During the first three quarters of 2012, our claims processing software system automatically 
processed 71.3 percent of claims received to completion without the need for pending or 
manual intervention. The remaining 28.7 percent of pended claims were passed to an analyst 
for more intense review. The top four reasons for pending claims for further review are: 


 Absence of a Nevada Medicaid Provider Number 


 An ER claim that does not meet the necessary criteria 


 Lack of prior authorization 


 Authorization codes that do not correctly match the claim 


We measure and maintain our ability to efficiently and accurately process claims through 
ongoing rigorous evaluation of our automated processes. 
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Denial and Resubmission Rates 
We processed 610,074 medical, dental, vision and mental health services claims for Medicaid 
and Nevada Check Up members during the first three quarters of 2012. The denial rate during 
this period was 6.2 percent. Approximately 6.8 percent of total claims processed are 
resubmitted to us by providers for reconsideration, with an average reprocessing turnaround 
time of 17 days. 


The following table details our reconsideration rates over the last three years: 


Year 
Original 
Claims 


Reconsiderations
Ratio of Reconsiderations 


to Original Claims 
2010 754,897 38,619 5.1% 
2011 845,457 58,235 6.9% 
2012* 610,074 42,684 6.9% 


*2012 results are complete through the first, second and third quarters. 


1. Provide a recent set of unedited month-end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 
If you are not currently a Nevada Medicaid HMO, redacted sample reports will be accepted. 


Please refer to Attachment 5.1.11.6.B.1 for the requested report samples. 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


We successfully address all of the State’s requirements and recommendations for detecting and 
reporting fraud through a proactive and highly structured process aimed at identifying 
patterns that may indicate inappropriate behavior. Our Ethics and Integrity program 
promotes legal compliance, fosters ethical conduct within our company and provides guidance 
to our officers, employees, contractors, agents and health care providers. 


We adhere to the enterprise-wide Principles of Ethics and Integrity (Principles) operationalized 
by our parent company, UnitedHealth Group, across all of its Medicaid offerings in 24 states 
and the District of Columbia. While the Principles require employee adherence, they also enjoy 
strong employee support. The Principles encompass processes for compliance with written 
policies, procedures and standards of conduct and program integrity to: 


 Prevent, detect, report and deter fraud, waste and abuse (FWA) 


 Promote UnitedHealth Group and HPN core values 


 Act as good corporate citizens 


The Principles serve as a guide to acceptable and appropriate business conduct and compliance 
with contractual requirements by our officers, employees, contractors, subcontractors and 
vendors. Through the Principles, we are firmly positioned and committed to the highest 
standards of program integrity for preventing FWA within all levels of our organization, 
extending to our network providers, subcontractors and vendors. 


We have adapted the overarching Ethics and Integrity program to our unique needs here in the 
State of Nevada through the development of a Special Investigative Unit (SIU). The SIU is led 
by Supervisor of Claims Investigation and Recovery Phyllis Rost, who directs the activities of a 
full-time investigator. Together with Senior Business Consultant Marci Ainsworth, Ms. Rost 
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has worked closely with federal and state regulators as well as DHCFP to further refine and 
develop our comprehensive FWA program, the Ethics and Integrity Program. 


In addition to our robust internal and enterprise FWA efforts, we have developed collaborative 
relationships with DHCFP and state and federal law enforcement agencies to ensure our 
compliance with requirements and enhance our fraud detection and prevention capabilities. 
For example, we participate in a quarterly call with the State’s Medicaid Fraud Control Unit 
(MFCU) to ensure collaboration and coordination of investigative actions. 


Identifying Suspected Fraud 


Detection and Prevention 
Our FWA program has a strong focus on conserving the State’s valuable resources through the 
detection and prevention of fraud and misuse, with key efforts in the following areas: 


 Paper Claims: Fraud detection begins in the Claims Support mailroom, where paper claims 
are subject to visual review and screening, with referral of suspect claims to the 
investigator. 


 Electronic Claims: Electronic claims with issues that can potentially signal fraud (e.g., 
ineligible members, duplicate claim submission, unauthorized services) are identified by a 
series of automated edits in our claims processing system and are automatically denied or 
routed for further review. 


 Coding: We have incorporated into our Facets claims platform a clinical editor based on the 
National Correct Coding Initiative (NCCI) that edits against inappropriate code 
combinations. Coding issues are addressed by our internal Medical Adjudication 
department, which reviews claims to determine accurate coding levels for processing. 


 Reporting: We have implemented customized reporting to scrutinize claim submission and 
utilization patterns for inconsistencies or deviations 
from any established patterns, including billing, 
utilization and demographics. Our SIU will also 
request additional customized reports as necessary 
through our Healthcare Informatics department. 


 Employee Training: All HPN employees are required 
to undergo FWA training immediately upon hire and 
annually thereafter; employees in our Claims, Member 
Services, and Provider Services departments receive 
intensive training on the False Claims Acts, focusing 
on identifying and reporting potentially fraudulent 
medical claims. 


 Employee Engagement: We require all personnel to be on the alert for potential fraudulent 
activities and forward any suspect claims to SIU for review. 


 Expert Software Assistance: We have developed a relationship with CGI Technologies and 
Solutions (CGI), a fraud and abuse consulting service. CGI uses Custom Audit Software 
and Business Intelligence Modules to deliver fraud and abuse identification reports of 
suspected fraudulent claims along with data mining case analysis reports. 
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Investigation 
A typical FWA investigation begins with a claim referral arising from the claim pending 
process. All employees in our Claims, Member Services, and Provider Services departments are 
trained to identify potential fraud or claim discrepancies. Front-line screening for FWA is 
managed by: 


 Claims Administration: Education and training enables staff to identify and report 
potentially fraudulent medical claims. 


 Member Services: Representatives are trained to identify potential fraud and gather needed 
information from members. 


 Provider Services: Representatives monitor billing issues and educate providers on our 
fraud prevention and detection program and systems. 


 Fraud Investigator: Our dedicated fraud investigator examines claims and services that 
diverge from current practice patterns or approved industry coding practices using 
separate processes for members and providers as follows: 


– Suspected Member Fraud Reviews: The fraud investigator audits the member’s claim 
history, obtains relevant medical records and other appropriate documentation for 
review by our medical director, interviews any persons who may have applicable 
information, and arranges any necessary legal consultations. 


– Suspected Provider Fraud Review: The fraud investigator audits the provider’s claims 
history, obtains medical records representing a random sampling of claims within the 
relevant timeframe for review by our medical director, gathers any additional relevant 
documentation, and arranges any necessary legal consultations. 


SIU investigations that indicate we have issued payment inappropriately or in excess of our 
actual obligation, the supporting documentation with claim detail is immediately forwarded to 
our Recovery Unit for initiation of the post-payment recovery process. 


The following three examples details our proactive approach to detecting fraud, waste and 
abuse among our network providers and taking decisive action based upon the results of 
thorough investigations: 


Provider 1 
 Summary: In June 2009, when we became aware of irregularities associated with 


Provider 1’s claims submissions, we began an internal investigation his billing and medical 
records for the previous 18 months. The results of the investigation indicated that 
Provider 1 billed in excess of reasonable medical-community standards for the services he 
provided to HPN members. 


 Action: We negotiated a settlement agreement with Provider 1 for repayment of excess 
claims reimbursement totaling $1,250,000.00. 


Provider 2 
 Summary: We identified several areas of concern in claims and medical records submitted 


by Provider 2, including: 


– Over-prescription to multiple patients of narcotics, tranquilizers and muscle relaxers 


– Routine use of inappropriate billing codes 
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– Inappropriate application of standardized information from automated medical records 
to subsequent dates of service, often resulting in incorrect or conflicting information 


– Use of boilerplate history/complaints, diagnoses and prescribed medication (including 
narcotics) across multiple patient records 


– A high frequency of visits not supported by patient condition or diagnosis 


 Action: We terminated Provider 2’s contract effective January 4, 2011. 


Provider 3 
 Summary: Review of Provider 3’s claims and medical records revealed several issues of 


great concern, including: 


– An excessive number of prescriptions for narcotics and benzodiazepines, most of which 
were also for maximum monthly dosages 


– Routine use of inappropriate billing codes for established patients 


– Inappropriate application of standardized information from automated medical records 
to subsequent dates of service, often resulting in incorrect or conflicting information 


– Use of boilerplate history/complaints, diagnoses and prescribed medication (including 
narcotics and benzodiazepines) across multiple patient records 


– Numerous monthly medication-refill visits with patients almost uniformly sharing 
diagnoses of cervicalgia or lumbago 


 Action: We terminated Provider 3’s contract effective January 2012 


Reporting Suspected Fraud 
We report insurance fraud to the appropriate authorities, including but not limited to: 


 Department of Insurance for the State of Nevada 


 Department of Fraud Division 


 State Attorney General 


 Local Federal Bureau of Investigation (FBI) Office 


 Las Vegas Metropolitan Police Department 


 DHCFP 


 Professional licensing boards and other applicable organizations 


When an internal investigation indicates probable Medicaid fraud, we complete and submit to 
DHCFP with supporting documentation either the Member Potential Medicaid Fraud form or 
the Provider Potential Medicaid Fraud form as appropriate. 


Ongoing efforts to investigate Medicaid fraud in collaboration with the FBI and the Nevada 
State Attorney General’s office have led to several convictions. These successes in curbing 
fraud, waste and abuse serve as confirmation of our conscientious stewardship of the State’s 
Medicaid resources, illustrate a clear deterrent to potential fraud perpetrators, and reinforce 
the value of our aggressive FWA program to all HPN employees. 
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The following figure illustrates our adherence to State fraud-reporting requirements. 


 


To further expand our fraud detection capabilities, we have been working with an outside 
vendor to improve our data-scrubbing and automated profiling functions. Through this 
relationship, we have been able to obtain detailed reports of suspected fraudulent claims and 
data mining case analysis, and can request specialized reports for audit as necessary. 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Under our existing contract with DHCFP, we have established efficient policies and procedures 
for identifying, billing and collecting payments from members or other liable parties (e.g., 
third-party coverage carriers). 


Effective recovery of third-party dollars is essential to the State of Nevada and its health care 
program. The escalating cost of health care programs and federal regulations dictate the need 
for flexible methods to ensure that DHCFP is the payer of last resort for services rendered to 
our members. We have implemented proven third-party liability (TPL) processes and 
procedures to carry out TPL discovery, cost avoidance and recovery activities. Under our 
existing contract, we provide meaningful help to DHCFP in keeping costs under control. Our 
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experienced TPL staff provides careful oversight and diligently researches and tracks 
indication of other third-party coverage. 


The most effective approach to TPL is cost avoidance, under which claims covered by other 
available resources are prevented from processing. Our sophisticated IT infrastructure uses 
proprietary software to expedite identification of members with other forms of insurance and 
isolate any claims that must be submitted to other payers. This process ensures our ability to 
quickly inform the State via confidential electronic transmission of any discrepancies, further 
enabling the State to investigate the third-party coverage status of a member. Once TPL is 
identified and verified directly with the other payer, we coordinate activities to ensure costs for 
services are either avoided or recovered from the liable party. If we cannot establish TPL 
immediately, the claim is adjudicated and post-payment recovery is pursued, as appropriate. 


Third-Party Liability/Subrogation 
Our policies and procedures ensure Medicaid is always the payer of last resort through 
thorough investigation of claims for potential third-party payers. Claims exceeding $150 for 
members with suspected or known third-party liability are automatically forwarded to the 
Coordination of Benefits (COB) department. COB staff reach out to members to solicit 
information on additional insurance coverage as well as details for any claims with accident- 
related diagnoses. Once third-party liability has been confirmed, we vigorously pursue 
reimbursement. In compliance with federal and state regulations, claims for prenatal services 
are paid prior to confirming third-party liability. 


We identify evidence of overlapping coverage through a variety of information resources, 
including: 


 TPL resources identified and communicated to us by DHCFP 


 DHCFP’s EVS eligibility system 


 Internal units (e.g., prior authorization and member services) 


 Provider claims 


 Member COB questionnaires 


 Signed member/authorized representative acknowledgements confirming any prior 
resources 


 Explanations of benefits (EOBs) submitted with claims 


Once third-party liability has been confirmed, we vigorously pursue reimbursement. In 
compliance with federal and state regulations, claims for prenatal services are paid prior to 
confirming third-party liability. 


We file subrogation liens on paid medical claims that are the result of an accident. We review 
and update our subrogation files every 90 days. 


Coordination of Benefits 
When we identify a member who has health coverage through an alternative primary payer, we 
document the information and apply a coordination of benefits flag in our Facets claims 
system. This flag allows us to apply COB determinations at the time of claims processing. Once 
a member has been identified as having other coverage as a primary payer, the member’s 
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claims history is audited and any overpayments identified are referred for post-payment 
recovery. Recovery dollars are tracked and reported to DHCFP monthly. 


All members with alternative primary coverage are identified in our claims system and 
updated every 12 months. To assist the State with TPL determination and potential recovery of 
Medicaid funds from claims paid on behalf of members, we provide DHCFP this electronic 
membership file on a quarterly basis for transmission to the State’s third-party liability vendor. 


Please refer to Attachment 5.1.11.6.D for our TPL policies. 


Retrospective Post-Payment Recoveries 
We use an auto-recoupment process for overpayments through our core transaction system, 
Facets. When an overpayment to a provider has been identified post-claims payment, we send 
the provider a letter requesting an immediate refund or advising the provider to file an appeal 
within 30 days. If the provider does not respond within 30 days, we send a second letter that 
allows the provider an additional 30 days. At the end of that time, we send a third and final 
letter allowing another 10 days for payment before the affected claim is down-adjusted and the 
overpayment referred for collection. 


In accordance with our established procedures, post payments from third parties are recorded 
as offsets to claims payments. We report to DHCFP monthly any monies recovered from third-
party or primary payers via an encounter file and a COB subrogation report. 


2011 and 2012 Cost Savings 
The following table illustrates the results of our activities on behalf of the State to conserve 
precious Medicaid resources. 


Year TPL/Subrogation 
COB 


Recovery 
Savings Diversions 


2012* $145,544.44 $1,818,315.20 $3,306,416.82 $1,482,528.09 
2011 $183,479.14 $2,269,827.23 $4,914,884.39 $1,245,745.33 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Our Grievances and Appeals History with DHCFP 
We maintain a best-in-class structured grievance and appeals system that affords members 
recourse for having their issues addressed, documented, investigated and resolved in 
compliance with State and federal regulations. Our approach is based upon established written 
policies and procedures for members, providers and subcontractors that outline the grievance 
and appeal process and define member rights regarding any disputes with us. In 2011, we 
received an overall score of 97 percent for our grievances and appeals processes audit 
conducted by DHCFP’s EQRO.  
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Results-Oriented  
Grievance and Appeal Process 


 Our Nevada campus contains claims, 
enrollment, and provider and member 
services staff allowing timely collaboration 
and resolution 


 Established policies and procedures that 
comply with DHCFP requirements 


 Professional, highly skilled employees 


 Established process for triage to identify 
standard or expedited appeals or 
grievances 


 All notices of action inform member or 
provider of their rights and steps to take 


 Random audits are conducted for 
compliance with DHCFP requirements 


We comply with all DHCFP’s requirement for 
providing grievance and appeal information to 
members as well as providers and subcontractors. 
Upon enrollment, each member receives a copy of 
the Member Handbook in English or Spanish that 
contains a detailed description of what to do when 
they have a grievance and how to file an appeal or 
request a State Fair Hearing when appropriate. In 
addition, any unfavorable notice of action issued 
by us informs the member and provider of their 
grievance and appeal or rights to a State Fair 
Hearing. 


When providers and subcontractors join our 
network, they receive an introductory letter, a 
copy of the Provider Summary Guide and an 
executed contract. The Provider Summary Guide 


contains current information specific to the Medicaid and Nevada Check Up plan, including 
our provisions pertaining to members’ rights and responsibilities.  


In addition, we communicate our grievance and appeals process to members, providers and 
subcontractors at least annually through various media including the Member Handbook, 
member newsletters, the provider manual, fax and telephone notification when appropriate, 
specific written notification and website information. 


Our Grievance, Appeal and State Fair Hearing Process 
Our member grievances and appeals process contains the following three primary components:  


 Grievance: The grievance process handles members’ expressions of dissatisfaction about 
any matter — except any issue resulting from an “action” that is covered under the appeals 
process. 


 Appeal: The appeal process handles requests for review of an “action,” such as: the denial 
or limited authorization of a requested service; type of level of service; reduction, 
suspension or termination of a previously authorized service; denial of payment for a 
service; or failure of the health plan to act within established time requirements for service 
accessibility. 


 State Fair Hearing: Through this component, we inform members of their right to access 
Nevada’s State Fair Hearing process. The State Fair Hearing is a formal meeting where an 
impartial hearing officer listens to all of the facts and then makes a decision based upon the 
law. 


Providing Members Information about the Grievance System 
Upon enrollment members receive written information that clearly explains grievance system 
policies and procedures in a welcome packet, Member Handbook and online through our 
member website.  


Our Member Services department receives calls to address various member issues — the 
majority of which are resolved during the initial call. Issues that require more research are 
documented as grievances and forwarded electronically to the Customer Response and 
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Exceeding Requirements 


We resolve grievances within 30 days as 
compared to DHCFP’s 90-day 
requirement. 


Resolution department (CR&R). CR&R then processes and resolves the grievances. If 
grievances are allegations of potential quality of care issues, they are forwarded to our Quality 
Management department, where a quality of care investigation follows, in accordance with all 
applicable quality management processes and procedures. 


All member grievances are acknowledged in writing whether they are received in writing or 
orally. The date of receipt is based upon the date of the first telephone call with a plan 
representative. The receipt of written member grievances is acknowledged in writing as 
specified in Nevada statutes or otherwise specified by the State.  


Timelines for Resolving a Grievance 
We investigate and resolve all grievances uniformly for all members, monitoring reports at 
least twice daily for compliance with DHCFP requirements. Our goal is to resolve every 
member issue as quickly and efficiently as possible. In support of that goal, we have resolved 
member grievances within 30 days since 2009 
compared to DHCFP’s 90 day requirement. In 
2011, we received an overall score of 97 percent for 
our grievances and appeals processes audit 
conducted by DHCFP’s external EQRO.  


The flowchart on the following page illustrates the grievance process. 
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Recording and Acknowledging Member Appeals 
When a member or authorized representative expresses verbally or in writing any 
dissatisfaction or disagreement with our actions, we regard the expression as a request to 
appeal an action. A member (or member’s authorized representative, including one of their 
providers) may file an appeal on behalf of a member. A member’s request for an appeal must 
be made within 90 days from receipt of the notice of the action. We accept appeals in writing or 
verbally.  


CR&R has a highly skilled staff whose primary responsibilities are to review all receipts, oral 
and written, to identify appeal requests. This process is referred to as triage and occurs 
multiple times throughout the day to verify all appeals are recorded and captured the same day 
they are received. We use a two-step process to verify that all appeals are recorded, reported 
accurately and reflected in our quarterly report to DHCFP. During this process, one employee 
is responsible and accountable to appropriately determine if the request is a grievance, an 
appeal or both and manually enter the request into the secure triage log. In the second step, 
another employee repeats the process, but enters the information into our customized 
Complaint Tracking and Reporting (CTRS) system. On a weekly basis, the triage log is 
compared to CTRS to confirm that all receipts are appropriately logged and validated.  


All appeals are electronically documented using Macess, our grievance and appeal 
documentation system, and an appeal case file is created which contains all documents 
pertinent to the appeal. All appeal requests are acknowledged in writing.  


The flowchart on the following page illustrates the appeals process. 
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Timely Resolution of a Standard Appeal 
After the appeal is logged into our database for tracking purposes and the acknowledgement 
letter is sent, the appeal is assigned to an appeal coordinator. Appeal coordinators are highly 
skilled; investigating all appeals uniformly for all members and confirming that the assigned 
appeal specialist and other decision-makers are unbiased and have the clinical expertise 
pertinent to resolve the appeal. 


Member appeals regarding prior authorization of non-emergent outpatient services, 
concurrent review of inpatient services or denial of outpatient services are reviewed by a health 
care provider who has not previously reviewed the case, and is of the same or similar specialty 
as the type of provider who manages the medical condition, procedure or treatment under 
review. Depending upon the type of appeal, additional research may include review of 
information within the claims system, authorization system and call documentation system, as 
well as contacting internal staff or external providers that may have information related to the 
case and review of all pertinent benefit information 


During the appeal process, we consider the member’s representative or an estate representative 
of a deceased member as parties to the appeal. We advise the member or authorized 
representative of the: 


 Opportunity to present evidence related to the appeal and inform him or her of the limited 
time available to do so 


 Right to examine the appeal case file, including medical records and any other documents 


 Right to request a State Fair Hearing  


In 2002, we were commended as the best practice for appeals and grievances. In addition, our 
commitment to DHCFP compliance is evidenced by our 97 percent score in the 2011 audit 
conducted by DHCFP’s external audit organization.  


The following chart illustrates our 2012 results (January through August) in resolving appeals 
within 30 days of receipt. 
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Upon completion of this process, the Notice of Appeal Resolution is issued, containing the 
results of the resolution process, including the legal citations or authorities supporting the 
determination along with the completion date. For appeals not resolved wholly in favor of the 
member, the member is notified of: 


 The right to request a State Fair Hearing within 90 days after the date of the Notice of 
Appeal Resolution and how to make the request 


 The right to receive continued benefits pending the hearing and how to request continued 
benefits. 


 Information explaining the member may be held liable for the cost of benefits if the State 
Fair Hearing decision upholds our decision 


Reversals of a Decision to Deny Authorization of Services 
If during our internal appeal process or the State Fair Hearing, a decision to deny, limit or 
delay services is reversed and we receive notification from the Medical Director or State Fair 
Hearing Officer, we provide the disputed services as expeditiously as the member’s health 
condition requires and are responsible for payment for these services. 


Expedited Member Appeals  
We process an expedited appeal, received in writing or orally, when taking the time for a 
standard resolution could jeopardize the member’s health or life or when the request is made 
by a provider. The procedures for an expedited appeal follow the same requirements as 
standard appeals, except as specifically detailed by the State. We inform the member or 
provider of the limited time available to present evidence and allegations of fact or law, in 
person and in writing.  


Upon receipt of expedited appeals, we make three attempts within 24 hours to notify members 
of their right to present evidence, including how to present it and the time frame in which it is 
accepted. In addition, we send the member a written acknowledgement explaining their rights 
and educating the member how and where to provide corroborating information. Evidence can 
be submitted in person, in writing or by facsimile. If we deny a request for expedited resolution 
of an appeal, we make every effort to contact the member via telephone and follow-up with a 
written notice within two calendar days, and transfer the appeal to the standard appeal 
process. We inform the member of his or her right to file an expedited grievance in response to 
our decision.  


We notify the member of the outcome of the expedited appeal within three working days as 
required by DHCFP. In the case of an expedited appeal involving an ongoing emergency or 
continued hospitalization, the expedited appeal is completed in a time frame appropriate to the 
nature of the medical or dental immediacy of the condition, but no later than three working 
days after receiving the member’s request for an expedited appeal. In cases when additional 
time is needed, we abide by DHCFP’s requirements, including those related to notifying 
member. 


The flowchart on the following page illustrates the expedited appeal process. 
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Testament to Success 


We have never had a single case go 
through the entire fair hearing process. 
This is a testament to the quality and 
fairness of our grievance and appeals 
processes.  


Access to Fair Hearing for Medicaid Members  
A State Fair Hearing process is available to members, 
and we inform members that they have access to this 
process during the appeal process. One noteworthy 
exception is when appeals are being reviewed under 
our internal expedited member appeal process, which 
requires members to wait until our expedited appeal 
process is exhausted before accessing the State Fair 


Hearing process. 


When a member requests a State Fair Hearing, we: 


 Complete the Office of Administrative Hearings (OAH) request for fair hearing and 
submits the form electronically to the appropriate fair hearings office within five calendar 
days of the member’s request for a fair hearing 


 Prepare an evidence packet for submission to the State Fair Hearings staff and send a copy 
of the packet to the member within five calendar days.  


 Act as a representative in the State Fair Hearing. 


We are bound by the decision of the Fair Hearing Officer in all State Fair Hearing proceedings. 


Reporting 
Through CTRS, our staff maintains, records and stores all grievance and appeals activity, 
including policy-mandated time frames for member contact and resolution. CTRS security 
protocols allow staff and managers at various levels and departments to have read, write or 
update permissions to individual CTRS data elements and modules. CTRS allows staff to 
identify open/outstanding and priority grievances requiring resolution and to query and review 
a member’s grievance history. 


Its capacities include standard management reports to track our resolution time frames and ad 
hoc query functionality. CTRS affords us significant flexibility to add or remove data fields, as 
specified by DHCFP and to provide reporting capabilities based upon multiple data elements, 
filters and sorting options. 


Following are examples of our CTRS reporting capabilities: 


 Allow data elements to be easily added for reporting to DHCFP 


 Track grievances by type, status or other elements, as requested. 


 Identify resolution of all cases with open, closed or outstanding grievances or appeals. 


 Track staffing resolution time frames for grievances and appeals. 


 Allow tracking of referrals to other entities. 


 Allow input on State Fair Hearing process. 


 Allow customized reporting and inquiry capabilities on multiple data elements. 


We maintain CTRS data, as specified by DHCFP, to document the life cycle of a member’s 
grievance or appeal.  
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Excellence in Grievance Resolution 


100 percent of grievances resolved in 30 
days for 2009 through 2012 


B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes? If so, what are your standards and what have been your 
performance outcomes? 


Standards for Grievance and Appeal Processing 
We have established performance standards in place for member and provider grievances, 
appeals and expedited appeals. For standard appeals and grievances, the standard is resolution 
within 30 days from receipt of the request. Expedited appeals are resolved within three 
working days from receipt. In all cases, the date of receipt is determined by date we receive the 
grievance, appeal or expedited appeal. While the standard as described in this RFP requires 
grievance resolution within 90 days for member 
disputes, we actually resolves grievances within 30 
days to ensure timely resolution for our members and 
providers, minimizing disruption and inconvenience. 


CR&R records, tracks and resolves all grievances and appeals and has mechanisms in place to 
ensure that they are resolved in the respective 90 days and 30 days as required by DHCFP. Our 
members and providers receive their rights in writing, including the right to request a State 
Fair Hearing.  


Performance Outcomes 
CR&R management monitors grievance tracking reports twice daily to ensure compliance with 
performance standards are not jeopardized. As the Medicaid and Nevada Check Up contractor 
for the last 15 years, we are proud of our performance in grievance resolution rates. For 
example, although DHCFP resolution requirement is 90 days for resolution, we exceed this 
standard by resolving grievances within 30 days.  


The following table illustrates our performance for resolution of grievances for the years 2009 
through the third quarter of 2012. 


Results 2009 2010 2011 2012 
% resolved in 30 days 100% 100% 100% 100% 


Our performance standard for resolution of appeals is as follows: 


Standard 2012* 
100% standard appeals resolved in 30 days 100% 
*Through Q3 2012 


Likewise, the performance standard for resolution of appeals is to resolve 100 percent of 
appeals within 30 days.  


In addition, as our customer satisfaction scores demonstrate, the number of appeals recorded 
per 1,000 members continues to decrease as illustrated in the following chart.  
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In addition to CR&R management monitoring reports, the appeal and grievance coordinators 
also monitor their individual reports twice daily. Non-compliance with resolution standards 
results in disciplinary action.  


Frequency Standards for Grievance & Appeals: Nevada’s Benchmark 1.96/1000 
Our extremely low appeal rates demonstrate that the need for our members to request appeals 
is rare — further evidence that members receive the services they are promised. A recent 


analysis of 10 states’ UnitedHealthcare Community & State 
Medicaid experience showed an average appeal rate of 3.2 
per 1,000 members while our appeal rate is only 0.67 per 
1,000 members – a nearly 80 percent rate reduction for our 
members compared to the experience of the other states. 
The 1.96/1000 members is our established benchmark and 
we exceed that performance. When appeals do occur, 
members and providers are comforted knowing that they 
can contact someone who is physically based in Nevada and 
who understands our health care system. We have never 


had a single case go through the entire fair hearing process – a testament to the quality and 
fairness of our grievance and appeals processes.  


Monitoring and Meeting Performance Standards 
Our Nevada-based Compliance Officer Lisa Jolly monitors member and provider issue 
reporting. When analysis of data yields opportunities for improvement, we investigate the root 
cause to determine strategies for improvement. Corrective Action Plans (CAPs) are developed 
where deficiencies are identified, and are monitored to verify timely resolution. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with 
the proposed contract, numbers and types of staff for each function identified, lines of authority 
governing the interaction of staff, and relationships with major subcontractors. Identify key personnel 
and senior-level management staff and clearly delineate lines of authority over all functions of the 
proposed contract and lines of authority within the corporate structure. 


Please find organizational charts for each functional unit of our organization associated with 
the proposed contract with numbers and types of staff for each function and lines of authorities 
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governing the interaction of staff. Our first organizational chart below identifies key personnel 
and senior-level management staff, including our relationship with our one subcontractor, HBI. 
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5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use 
to build a network? 


HPN has a comprehensive, extensive, culturally diverse and stable provider network of 
approximately 4,000 providers that has been in place for the past 15 years to service our 
members. Our provider network is the most tenured, longest-standing and largest in the State, 
with exclusive contracts with a number of provider groups, including the largest OB and multi-
specialty provider group in the state – SMA and Human Behavioral Institute (HBI), a 
culturally diverse provider group with 20 years of experience providing behavioral health 
services to our members. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


This RFP supports and defines an existing program that is constantly monitored by DHCFP 
and HPN for implementation effectiveness. We will provide our detailed work plan and 
timeline for performing the nominal new obligations set forth in the contract. This work plan 
and timeline will specifically outline our plans to add the orthodontia, residential treatment 
center and hospice benefits and providers to our comprehensive Medicaid Managed Care 
Program enjoyed by more than 104,000 members. We have executed contracts with 
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orthodontia and hospice providers for our commercial line of business that will be easily 
extended for our members. We have five existing fully executed contracts with residential 
treatment centers in Nevada. 


As all of our operations are already in place in Nevada, we can leverage our established and 
proven operating systems to ensure continuity of care with no disruptions for our 104,000 
members or our approximately 4,000 providers.  


We have provided a sample work plan as Attachment 5.1.11.9- Implementation Gantt Chart 
for implementation and evaluation efforts for these three new benefits that will be effective July 
1, 2013. Our work plan will also provide a detailed timeline on our HIX gold and silver product 
development and implementation plan as well as ABD. 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review 
these reporting requirements and acknowledge 


We support DHCFP through a wide variety of routine reports. We currently meet all of the 
Medicaid managed care reporting requirements detailed in this RFP and Attachment I Forms 
and Reporting Guide at a high level of proficiency, and we will continue to do so under the new 
contract. The State’s audit results for DHCFP Contractual Standard XVII Data Collection are 
perhaps the best illustration of our reporting proficiency: 


Data Collection Audit Scores 
Audit Year Score 


2000 100% 
2002 100% 
2004 100% 
2006 100% 
2009 100% 


Because the audits listed in the table above reveal consistent 100 percent compliance, this 
standard was waived in our 2011 audit. 


In compliance with DHCFP reporting requirements as outlined in Attachment I Forms and 
Reporting Guide, we provide a wide variety of reports according to required timeframes as 
indicated below: 


DHCFP Report 
Designation 


Report Description 


Monthly Report 
Q9 Request for Retro-Capitation Payment 


Quarterly Reports 
 Certification Statement 


Q1 Statement of Revenue and Expenses 
Q3 Enrollment 
Q4 Utilization Data 
Q5 Medical Claims Payable 
Q7 Large Claims Tracking 
Q8 Third Party Liability 
Q10 Claims Report 
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DHCFP Report 
Designation 


Report Description 


 Annual Reports Due within 90 Days of Year-End 
 Certification Statement 


A1 Listing of Contractor Officers and Directors 
A2 Balance Sheet Report 
A3 Related Party Transactions 


 Annual Reports Due within 120 Days of Year-End 
Report Description 
Annual Footnote Disclosure 
Schedule H (from NAIC-Section III only) 
Independent Audit Requirement Reports 
Due within 120 Days of Year-End 
Report Description 
Independent Audit Report 
Account’s Report on Compliance 
Annual Audit/Contractor YTD Financial Reconciliation Report 


We have a history of close collaboration with DHCFP in its efforts to streamline the 
administration of the Medicaid and Nevada Check Up programs, including providing 
meaningful data in useful formats. Toward that end, we have responded to requests from 
DHCFP for a number of ad hoc reports over the years, including: 


 Insure Kids Now 


 Medicaid HIV/AIDS pharmacy costs 


 Orthotic services costs 


 Behavioral health costs 


 FQHC paid claims costs 


 NPI listing for all contracted providers 


 CMS 416 reports 


 Circumcision rates 


 Maternal child block grant 


 Claims/encounter counts for meaningful use 


 SOBRA payment audit 


 Access to pediatricians and specialists in Washoe County 


 Association of State and Territorial Dental Directors (ASTDD) data request 


 PCP information 


 Dental data request (CY 2011) 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


HPN strives to provide technology leadership to the State of Nevada through a commitment to 
providing progressive, state-of-the-art information technology capabilities. Our Nevada-based, 
dedicated IT staff has the capacity, experience and the technical expertise to provide 
compatible interfaces that meet current and future State or program requirements. We follow 
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an Agile Methodology that allows us to work with the State in a collaborative manner to build 
solutions that meet its needs in a timely fashion. We have successfully developed and 
implemented all of the interfaces that DHCFP has requested during our longstanding 
partnership, demonstrating our ability to provide technology solutions that support new 
interface requirements. For example, in 2012, we partnered with the State to adapt quickly to a 
daily HIPAA 834 (5010) enrollment process to better service rapidly changing membership. In 
addition we worked closely with DHCFP and its Fiscal Agent (Hewlett Packard) to provide 
HIPAA 837 (5010) Professional and Institutional test files as they embarked upon development 
of a data warehouse approach to encounter processing. 


Cutting-Edge Technology Infrastructure 
Information technology is a key factor in our ability to effectively manage health benefit 
programs for DHCFP and deliver quality, cost-effective health care to its members. As 
evidenced by State audits, we consistently meet and exceed the requirements of the current 
DHCFP contract. With 15 years of demonstrated competence in electronic enrollment and 
premium processing, provider network management, electronic claims processing, automated 
UM, patient-centered case management, sophisticated electronic encounter reporting, auditing 
and management processes, we are clearly capable of supporting all of the IT-related 
requirements cited in this RFP. 


We have the time-proven expertise to provide all transactions in the appropriate HIPAA-
compliant format following the requirements of the National EDI Transaction Set 
Implementation Guide and the EDI Companion Guides specified by DHCFP.  


Facets Core Administration Platform 
We use the most current release (version 5.01) of the Facets™ core administration platform, 
the acknowledged industry leader in managed care software, to administer our managed 
Medicaid programs. Nationally, 47 percent of managed Medicaid members are processed using 
Facets.  


Over the past 13 years, the Facets platform has proven to be a reliable and efficient progressive 
solution for HPN, DHCFP, CMS and our other customers and members throughout the State 
of Nevada. With a five-year track record of more than 99.9 percent online availability, Facets 
will continue to provide us with a stable, technologically advanced engine in our ongoing quest 
for excellence and innovation. The following diagram summarizes the integrated Facets 
platform that supports all of the functionality we deliver to DHCFP in providing health care 
services to our members. 
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HPN Technology Leadership Supporting DHCFP Goals 
Following are a number of examples that demonstrate our leadership in information 
technology that have a direct impact on the services, interfaces and interoperable capabilities 
required by this RFP: 


 HPN@YourService: Since 2000, HPN has provided web-based, online self-service 
capabilities to providers and members through HPN@YourService®. Highlights of this 
interactive website include: 


– Members and providers can conveniently verify eligibility, benefits, claims and prior 
authorization requests — in fact, the same member and provider data that can be 
obtained through our Member Services Center, either from a live member services 
representative or our interactive voice response (IVR) system. 


– In 2012, HPN improved access to HPN@YourService through a mobile application that 
allows members and providers to retrieve the same information from their Internet-
enabled phone or other mobile device. 


– Beginning in 2012, HPN members had access to their Explanation of Benefits (EOBs) 
online via HPN@YourService in addition to the hard copies they receive in the mail. 
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 Online Prior Authorization: Providers can request prior authorization review online 
through HPN@YourService, significantly decreasing the amount of time and improving the 
level of efficiency as compared to similar requests submitted over the phone or via fax. 
More than 80 percent of requests for prior authorization submitted to HPN are received 
and processed online. 


 Electronic Medical Records Available through HPN@YourService: Members 
who are patients of SMA, the largest multi-specialty physician practice in Nevada, can 
access their individual SMA electronic health records (EHRs) online via 
HPN@YourService. EHR data is available to SMA members and their treating physicians 
throughout the State of Nevada. 


 Automated Referral Facility: In 2005, we introduced our Automated Referral Facility 
(ARF), the only web-based system in Nevada allowing providers to electronically refer 
patients to another provider. As more than 80 percent of provider referrals are submitted 
through ARF, providers have demonstrated their wholehearted approval of this unique 
system for a variety of reasons, including: 


– Eliminating the barrage of telephone calls and inter-office faxing between provider 
offices that had previously been the hallmark of handling patient referrals 


– Automatic forwarding of critical information to the consulting provider (e.g., patient 
history, lab results, imaging studies and physician notes) that dramatically improves the 
continuity of care for Medicaid and Nevada Check Up members 


– Facilitation of two-way provider communication, creating a portal for discussion and 
ensuring complete patient records for both providers 


 HealtHIE Nevada Health Information Exchange: HPN and SMA have been leaders 
in the funding and development of the non-profit, community-based HealtHIE Nevada HIE, 
which is now operational in both northern and southern Nevada. Our active participation 
has resulted in a HIE that encourages health systems, physicians, laboratories, diagnostic 
imaging facilities and other ancillary providers to securely share clinical patient data to 
eliminate redundant diagnostic services and improve access to critical health information at 
the point of care. 


 Electronic Funds Transfer: Since 2007, HPN providers have had access to electronic 
funds transfer in addition to HIPAA-compliant electronic remittance advices (X12 835, 
v5010). Providers also have online access to their Explanations of Payment (EOPs) via 
HPN@YourService. 


 CORE Testing: We were among the first plans to successfully execute the Committee on 
Operating Rules for Information Exchange (CORE®) Phase I and II testing processes. 
CORE’s operating rules certify our ability to deliver more efficient and predictable patient-
eligibility and claims-verification information to doctors, hospitals, physician offices and 
other care providers. We are currently working on achieving compliance with Phase III of 
CORE by January 1, 2014, as required by the Administrative Simplification rules in the 
Affordable Care Act (ACA). 


 RAPS Transmission in ANSI x12 837 (v5010): In 2012, we were at the leading edge 
of Medicare Advantage plans in beginning transmissions of our Risk Adjustment (RAPS) 
required claims and encounter data in ANSI x12 837 (v5010) format to CMS. Our 
aggressive adoption of this technology demonstrates our readiness to meet RFP 
requirements to submit fully compliant HIPAA encounters to DHCFP and its fiscal agent. 
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Our progressive, state-of-the-art information technology capabilities are unique in the State of 
Nevada. We regard information technology proficiency as critical to the smooth performance of 
routine administrative functions and essential to living up to our commitments to quality 
assurance and patient care management. We are continually evaluating the technological 
landscape and adjusting our strengths accordingly in system-wide operating efficiencies and 
enhanced service levels. 


Awards and Recognition 
HPN has received national recognition for our superior technology 
infrastructure and innovative performance, including recognition on the 
“InformationWeek 500” list of the most innovative users of information 
technology in 2006 and 2007. Our parent organization, UnitedHealth 
Group, was recognized again in 2012. 


The active participation of our leaders has been of pivotal importance in 
the development of the State’s HIE, HealtHIE Nevada. This community-
based HIE was developed to help Nevada providers improve the 


timeliness, quality and coordination of care for their patients. HPN contributed to the 
development of HealtHIE Nevada in myriad ways, including: 


 In 2009, our CIO, Bob Schaich, was appointed by Governor Jim Gibbons to serve on the 
Nevada Blue Ribbon Task Force for Health Information Technology. This select group was 
charged with guiding the planning and legislative development necessary to support the 
State’s HIE. 


 In 2011, Mr. Schaich was nominated by the Technology Business Alliance of Nevada for the 
prestigious CIO/CTO of the Year award, partly in recognition of the leadership role played 
by HPN and our affiliate, SMA, in the funding and development of the non-profit 
community-based HealtHIE Nevada. 


 HealtHIE Nevada is now operational in both northern and southern Nevada, with Mr. 
Schaich continuing to provide leadership as treasurer of the Board of Directors. At the 
same time, both HPN and SMA remain active participants in the HIE. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


HIPAA Compliance Status 
HPN is in full compliance with all HIPAA requirements. We are committed to ensuring the 
confidentiality of Nevada members’ protected health information (PHI) through compliance 
with HIPAA regulations, the Health Information Technology for Economic and Clinical Health 
(HITECH) Act, and Nevada privacy laws and regulations. We carefully monitor both federal 
and Nevada legislation and regulations and take appropriate action when necessary to ensure 
ongoing compliance. 


HIPAA Resources 
Leadership and Staffing 
Our Privacy Officer Keith Hawkins, is responsible for monitoring and ensuring HIPAA 
compliance, including developing and implementing privacy policies and procedures. Mr. 
Schaich serves as our HIPAA security officer, with primary responsibility for administering all 
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information systems security in accordance with HIPAA and other federal and State laws. Mr. 
Hawkins tracks and responds to HIPAA complaints filed with HPN, the Office for Civil Rights 
(OCR), HHS, DHCFP and the Nevada Attorney General’s Office. 


In his role as HIPAA security officer, Mr. Schaich reviews the function and validity of all 
policies, procedures and security controls as part of the annual Risk Assessment process. 
UnitedHealth Group completes an enterprise-wide comprehensive risk assessment that 
evaluates global security threats and vulnerabilities both externally and internally. The results 
of this assessment are used to determine the need for new or enhanced security policies and 
procedures. HPN evaluates the risks for the Nevada Market, and Mr. Schaich updates the 
Information Systems (IS) Security Policies and procedures as needed. 


Staff members designated by Mr. Schaich are responsible for the daily review of all systems 
security practices, including the management of access to all systems. Audits are performed 
quarterly to validate PHI access appropriateness. 


Committee Support 
A Confidentiality Advisory Board comprising representatives from various HPN departments 
meets at least quarterly to consult with and advise Mr. Hawkins on HIPAA compliance issues. 
A separate Compliance Committee with representatives from various HPN departments meets 
monthly to hear reports on and discuss privacy issues as well as other compliance matters. Mr. 
Hawkins is also a member of UnitedHealth Group’s Privacy and Security Practice Group and 
the Privacy Council. 


Employee Training 
We continually promote HIPAA awareness to employees using a variety of methodologies. All 
HPN employees are required to complete a web-based HIPAA Privacy and Security training 
course within 30 days of hire and annually thereafter. Each employee must pass a test at the 
end of the training module and certify course completion and comprehension of the contents. 
The course is revised periodically based on changes in privacy and security laws and 
regulations. We provide this education through our ULearn computer-based training system. 
ULearn courses include topics such as Ethics and Integrity and HIPAA awareness. All new 
employees must also review and sign off on the IS Security Policy during new hire orientation.  


In addition to the annual training that is conducted on a company-wide basis, Mr. Hawkins and 
his staff provide periodic in-service training to individual departments. This year, six live 
sessions were conducted in front of nearly 300 current employees. The Privacy Office is 
planning two additional sessions before the end of 2012 addressing approximately 100 
additional employees. 


Our intranet website, InSite, also facilitates easy employee access to several HIPAA resources 
such as our privacy policies, general guidelines for disclosing PHI, a personal representative 
reference guide, Member Services Call Center guidelines, our Process for Reporting Privacy 
Incidents and Privacy Incident Report Form, and Business Associate information. HIPAA-
related reminders to employees are periodically posted on InSite, including warnings that 
intentional unauthorized access to, use or disclosure of PHI will result in disciplinary action, up 
to and including termination. Before being permitted to log on to our computer systems, every 
employee must acknowledge a warning stating that any unauthorized attempt to access or use 
the computer system or any information on it by employees or other persons may result in 
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termination of employment, civil fines and criminal penalties. The warning also reminds 
employees that the system must be used only for authorized business purposes. 


Approach to HIPAA Compliance 
Privacy Policies and Procedures 
We have developed and maintain a Notice of Privacy Practices that is distributed to all 
members upon enrollment. We also expedite redistribution of the Notice within 60 days of 
making any material changes, and post it prominently on our website, 
www.healthplanofnevada.com. The Notice explains the actions open to a member who believes 
his or her privacy rights have been violated, including how to file a complaint with HPN or the 
Secretary of the U.S. Department of Health & Human Services (HHS). The Notice also clearly 
states that we do not retaliate against members for filing complaints. 


In compliance with the HIPAA Privacy Rule, provisions of the HITECH Act and Nevada law, 
we maintain written policies and procedures, including but not limited to: 


 Identification and authentication 


 Permissible uses and disclosures of PHI 


 Uses and disclosures of PHI requiring member authorization 


 Disclosures to third parties 


 The Minimum Necessary Standard 


 Marketing 


 De-identification of PHI 


 Limited data sets 


 Employee sanctions 


 Business Associates 


 Breach notification and reporting requirements 


 Privacy complaints and incidents 


 Administrative, technical and physical safeguards 


 Document retention 


 Individual rights of members to: 


– Request an amendment to their PHI 


– Request a restriction on disclosures of their PHI 


– Request confidential communications from HPN 


– Access, inspect, and obtain a copy of their PHI 


– Obtain an accounting of certain disclosures of their PHI by HPN 


Our zero-tolerance policy and Code of Conduct prohibit unauthorized access to, use or 
disclosure of PHI by employees. Any violation of the policy or Code of Conduct will result in 
disciplinary action, up to and including termination. 


In compliance with the HITECH Act, HPN has a process for reporting suspected privacy and 
security incidents. All security incidents must be reported immediately to the Security Officer. 
Suspected privacy incidents must be immediately reported to one of several designated 
employees and/or the Privacy Office. Due to specific breach reporting requirements from CMS, 
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incidents involving HPN members are reported to staff dedicated to tracking and investigating 
Medicare and Medicaid incidents. 


To assist with the required logging and tracking of privacy incidents and breaches, 
UnitedHealth Group developed a web-based Enterprise Incident Management (EIM) Tool. 
Dedicated employees are responsible for entering incidents in the EIM Tool and conducting a 
thorough investigation of every reported incident. All privacy and security incidents are 
analyzed by legal personnel to determine if a breach occurred and if notification to the 
impacted individual(s), DHCFP, HHS and/or the Nevada Attorney General’s Office is required. 


We use the EIM Tool to produce monthly Quality Assurance reports that are reviewed by the 
Legal department and Privacy Office to ensure accuracy and completeness of all incident and 
breach records. The results of detailed quarterly reports are reported to UnitedHealth Group’s 
senior management and Board of Directors along with our senior management, Confidentiality 
Advisory Board and Compliance Committee. We monitor incident trends to identify problem 
areas, and the Legal department and Privacy Office work with business leaders to implement 
targeted corrective action plans when necessary, which frequently include process 
improvement efforts and ongoing monitoring. HPN staff participates in monthly meetings of 
UnitedHealth Group’s EIM User Group to discuss issues related to the EIM Tool. 


We monitor our compliance with privacy policies and procedures, and make revisions and 
updates as necessary. In addition, individual departments such as Claims, Member Services 
and Group Services maintain their own department-specific privacy policies and procedures. 


Security Policies and Procedures 
Our IS Security Policy complies with all HIPAA security rule requirements. The current IS 
Security Policy and associated procedures include sanctions against employees, up to and 
including termination, for violations of the privacy and security policies. 


Electronic Security 
An Intrusion Detection System enabling immediate detection of security incidents and signs of 
compromise is installed on the UnitedHealth Group network used by HPN. Anti-virus software 
is deployed and updated on all HPN servers, workstations, and laptop and tablet computers. 
All email and Internet traffic is filtered for malicious email and software. Both a user ID and 
password are required to gain access to any application on an HPN system. 


To restrict employee access to only the absolutely essential electronic PHI, we have 
implemented the following procedures: 


 All employee access to PHI must be manager-approved through a Security Access Request 
(SAR) form. 


 Employees with access rights are thoroughly trained on computer security awareness and 
acceptable computer practices. 


 In compliance with HIPAA’s Minimum Necessary Standard, employees are granted access 
to information in applications on a “need to know” basis in accordance with their job 
functions. 


 Annual entitlement reviews are conducted to ensure that unnecessary access privileges are 
discontinued. 
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 All non-employees, contractors, consultants, temporary workers and outsourcing 
organizations must be granted access through a SAR form initiated by the appropriate 
manager. Non-employees are assigned temporary accounts configured to expire in 30 days 
or less. Continuing privileges for non-employees must be reviewed and reapproved at least 
every 30 days and the relevant manager must notify IS Security of any changes in status. 


 Status-change notifications routinely trigger disabling of accounts. 


 Each third-party consultant, contractor and vendor is held accountable to the same level of 
security compliance as employees through a Business Associate Addendum. 


 All personnel are required to immediately report security-related issues to HIPAA Security 
Officer Bob Schaich. Our Incident Response team evaluates and prioritizes potential 
security incidents and initiates any remediation actions. 


 Access to our physical workspace is restricted to authorized HPN employees, temporary 
employees, and subcontractor personnel. All guests and visitor must check in at the security 
desk, obtain a visitor badge, and be escorted at all times while on HPN property. 


 Business continuity and disaster recovery plans are used to facilitate the restoration of all 
business-critical applications and data, and are reviewed and updated in conjunction with 
the annual Risk Assessment procedure. 


Information Security 
In addition to implementing procedures for authorizing access and conducting periodic audits 
of individuals who have been granted access privileges, we have also implemented a number of 
information security measures, including: 


 Controlled disposal of confidential information, whether electronic or non-electronic. 
Retired or obsolete disks, tapes and computer equipment are disposed through a 
professional disposal and recycling organization that ensures complete inaccessibility of 
information from the destroyed or recycled materials. For non-electronic media, locked 
shred bins are conveniently placed in all buildings. All fax machines are monitored on a 
daily basis and are posted with notices reminding employees to promptly collect incoming 
faxes. 


 File-backup procedures: All sensitive, valuable, or critical information that resides on our 
computer systems is backed up daily, and selected files from backups are periodically 
restored to validate the effectiveness of every backup process. Backup tapes are stored in 
facilities geographically separate from the production systems until forced protections have 
expired. Backup tapes and hardware are fully cataloged and inventoried regularly. 


 Limited user accessibility: Every user-accessible system has a password-protected screen 
saver to prevent access to the system on unattended workstations. Dual-factor 
authentication is required for remote access to the network, and remote access connections 
are monitored and logged. 


 System auditing: Our standard business practices include performance of routine quarterly 
and as-needed targeted audits of systems containing PHI to ensure confidentiality and to 
comply with the security standards outlined in HIPAA and other federal and State laws. 


 Email security: Incoming email is routed to a gateway that scans every message for viruses, 
malware or information that would classify the message as spam. Outgoing email is routed 
to a separate email gateway that scans each message for PHI or other personal information. 
All messages that contain PHI or other personal information are encrypted using 1024-bit 
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Rivet, Sharrir, Aldman (RSA) key encryption and the 168-bit triple Data Encryption 
Standard (DES) algorithm before being transported to a storage server. This process also 
notifies the member of emails containing PHI or other personal information and providing 
a link to a website through which such messages can be accessed via an encrypted 
communication channel. 


 Secure transmission protocols: HPN has the capability to send and receive PHI via Secure 
File Transfer Protocol (SFTP/https) server using 128-256 bit Secure Socket Layer (SSL) 
encryption for transporting and encrypting files and passwords. In addition, data can be 
exchanged using Pretty Good Privacy (PGP) incorporating both the RSA algorithm and the 
International Data Encryption Algorithm (IDEA) using 2,048-bit keys. 


Physical Security 
HPN has implemented thorough surveillance and physical access controls. For example, HPN 
facilities and data centers are monitored at all times, and proximity badge readers are used to 
manage physical access authorization, logging and auditing. All workstations and laptop and 
table computers use encryption software to safeguard PHI. SFTP, email encryption and 
workstation/laptop/tablet encryption mechanisms are used for all electronic transactions, email 
and static data on devices. Disk and tape storage in the data centers is being migrated to 
hardware-based encryption technology as older storage systems and media are retired. 


Administrative Simplification 
HPN has established and will continue to maintain full compliance with the HIPAA 
Administrative Simplification requirements for standard transactions and code sets. Since the 
initial implementation of HIPAA in 2003, HPN has kept pace with the evolving requirements of 
Administrative Simplification, including the upgrade to v5010 for HIPAA standard 
transactions that went into effect January 1, 2012. HPN was among the first health plans to 
complete the Committee on Operating Rules for Information Exchange (CORE®) Phase I and 
II testing process. This process certifies our ability to deliver more efficient and predictable 
patient-eligibility and claims-verification information to hospitals, physicians and other care 
providers according to CORE operating rules. 


Project work is currently underway to complete the changes necessary to support the transition 
to ICD-10 effective October 1, 2014 as well as address the changes required by the HITECH 
Act and the Patient Protection and Affordable Care Act (PPACA) to support Phase III CORE 
operating rules for electronic remittance advice (ERA) and electronic funds transfer (EFT) 
transactions. 


HPN has the internal technology resources and expertise to successfully respond to the changes 
to HIPAA Administrative Simplification requirements as they continue to evolve. 


Subcontractor Privacy Requirements 
Any third party conducting business with HPN that may have access to PHI is required to have 
a Business Associate Addendum included in their service contract. Our standard Business 
Associate Addendum complies with HIPAA and HITECH requirements, and requires the third 
party to maintain the confidentiality of any PHI that may be accessed. Business Associate 
Addendums are maintained and tracked by our Legal department. 
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Flexibility is Key to 
HPN’s IT Approach 


With HIPAA-compliant 
systems that are fully 
established and highly 
flexible, HPN can quickly 
modify our IT infrastructure 
to adapt to new benefit 
structures and regulations 
in an ever-evolving health 
care landscape. 


B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


Since 2003, when HIPAA transaction standards were first implemented, HPN has garnered 
more than nine years of experience receiving and processing HIPAA-compliant electronic 
claims and encounters and in submitting HIPAA-compliant encounters to CMS and other 
clients. Our MIS solution is fully compliant with the requirements associated with HIPAA of 
1996, as amended or modified. Our systems are fully compliant with HIPAA privacy, security, 
transaction and code set standards. We use the following file format standards for our 
electronic transactions: 


 Premium payments (X12F 820) (currently provided to DHCFP) 


 Enrollment and disenrollment into a health plan (X12N 834) (currently received from 
DHCFP) 


 Payment and remittance advice (X12N 835-remittance advice) 


 Claims encounter data (X12N 837 and NCPDP) (currently provided to CMS) 


 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization) 


 Claims status Inquiry and response (X12N 276-inquiry and 277-response) 


 Referrals and prior authorizations (X12N 278-both request and approval of authorization) 


We have also achieved compliance with the new x12 5010 EDI standards and have started work 
on ICD-10 compliance. Our integrated system gives us the ability to respond more quickly to 
regulatory changes, evidenced by the fact we were one of the first to achieve 5010 certification 
— far in advance of most of our competitors. 


We are committed to working collaboratively with DHCFP and its 
contractors to develop and test a process for submitting 
encounters to the State’s MMIS. In the meantime, HPN has 
developed significant expertise in submitting HIPAA-compliant 
encounters to CMS and other clients. We are fully prepared to 
submit HIPAA-compliant encounter data to DHCFP’s MMIS 
using the HIPAA formats ANSI X 12 837 for professional, 
institutional, and dental encounters as well as the National Council 
for Prescription Drug Programs (NCPDP) format for pharmacy 
encounters when the State and the fiscal agent are ready to accept 
these transactions. 


We currently receive 91 percent of our facility, professional and dental claims and encounters 
electronically. All system edits that apply to paper claims also apply concurrently to electronic 
claims. In 2012, HPN was among the first to begin transmitting Risk Adjustment (RAPS) 
required claims and encounter data in ANSI x12 837 (v5010) format to CMS. 


Following is a detailed description of our operational procedures for receiving and processing 
HIPAA-compliant claims and encounters received from our providers: 
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 Providers submit claims and encounters directly to clearinghouses, which then transmit the 
claims and encounters to HPN in a HIPAA-compliant format. Files are sent to the payer ID 
and are received at the SFTP site and uploaded into the claims processing system while 
being tracked and audited by the Electronic Data Interchange (EDI) Tracking Database. 


 HPN sends and receives EDI files through an SFTP server, using 128-bit SSL/SSH/https 
encryption for transporting and encrypting files and logins on the server. In addition, we 
use Pretty Good Privacy (PGP) encryption on the files, which ensures the security and 
privacy of the files, both during transmission and at rest. EDI files are processed using the 
market-leading PaperFree Systems validation software to verify transaction compliance 
with ANSI x12 (5010) and NCPDP formats and syntax. All data received through the FTP 
site are also logged into the EDI tracking database to log file receipts and the resulting file 
processing. The EDI tracking database compiles file statistics on all files received and 
processed. 


 Daily claims information from our tracking database is reconciled against valid claims 
uploaded into the claims processing system and rejected claims from the EDI files, ensuring 
the integrity of the data being received and validates every file and every transaction. 


 EDI files create an E-doc image of the data transmitted, which is verified against the 
uploaded data during adjudication and the quality assurance audit process. 


5.1.12  


Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


5.1.12.2 Federal Tax Identification Number 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  


B. Balance Statement 


The above requested information has been included in Part III – Confidential Financial 
Proposal. 
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5.1 Vendor Information – Anis Abi-Karam LTD d/b/a Human Behavior Institute 


5.1.1  


Vendors must provide a company profile in the table format below. 


Question Response 
Company name: Anis Abi-Karam LTD d/b/a Human 


Behavior Institute 


Ownership (sole proprietor, partnership, etc.): Domestic Professional Corporation 


State of incorporation: Nevada 


Date of incorporation: 6/9/1995 


# of years in business: 25 


List of top officers: Anis Abi-Karam, President 


Location of company headquarters: 2740 South Jones Blvd., Las Vegas, NV 
89146 


Location(s) of the company offices: Southern Nevada and Northern Nevada 


Location(s) of the office that will provide the services 
described in this RFP: 


2740 South Jones Blvd., Las Vegas, NV 
89146 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: 


139 HBI Employees and more than 300 
Network Providers in Southern Nevada 
and Northern Nevada 


Number of employees nationally with the expertise to 
support the requirements in this RFP: 


HBI will rely on its administrative 
support staff located at 2740 South Jones 
Blvd., Las Vegas, NV 89146 


Location(s) from which employees will be assigned 
for this project: 


Clark and Washoe County in Nevada 


5.1.2  


Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of another 
state must register with the State of Nevada, Secretary of State’s Office as a foreign corporation 
before a contract can be executed between the State of Nevada and the awarded vendor, unless 
specifically exempted by NRS 80.015. 


5.1.3  


The selected vendor, prior to doing business in the State of Nevada, must be appropriately licensed 
by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding the 
Nevada Business License can be located at http://sos.state.nv.us. 
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Question Response 
Nevada Business License Number: NV19951093065 


Legal Entity Name: Anis Abi-Karam LTD 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes  No X 


If “No”, provide explanation. 


Anis Abi-Karam LTD does business as Human Behavior Institute. 


5.1.4  


Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 


5.1.5  


Has the vendor ever been engaged under contract by any State of Nevada agency?  


Yes  No X 


If “Yes”, complete the following table for each State agency for whom the work was performed. 
Table can be duplicated for each contract being identified. 


Question Response 
Name of State agency: N/A 


State agency contact name: N/A 


Dates when services were 
performed: 


N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 


5.1.6  


Are you now or have you been within the last two (2) years an employee of the State of Nevada, or 
any of its agencies, departments, or divisions? 


Yes  No X 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or (b) 
any person who has been an employee of an agency of the State of Nevada within the past two (2) 
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years, and if such person will be performing or producing the services which you will be contracted 
to provide under this contract, you must disclose the identity of each such person in your response to 
this RFP, and specify the services that each person will be expected to perform. 


5.1.7  


Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 


Does any of the above apply to your company? 


Yes  No X 


If “Yes”, please provide the following information. Table can be duplicated for each issue being 
identified. 


Question Response 
Date of alleged contract failure or breach: N/A 


Parties involved: N/A 


Description of the contract failure, contract breach, or 
litigation, including the products or services 
involved: 


N/A 


Amount in controversy: N/A 


Resolution or current status of the dispute: N/A 


If the matter has resulted in a court case: Court Case 
Number 


N/A N/A 


Status of the litigation: N/A 


5.1.8  


Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule for 
RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. 


Yes X No  


Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP. In order for any exceptions 
to the insurance requirements to be considered they must be documented in detail in Attachment B. 
The State will not accept additional exceptions and/or assumptions if submitted after the proposal 
submission. 
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Upon contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Not applicable. 


5.1.9  


Company background/history and why vendor is qualified to provide the services described in this 
RFP. Limit response to no more than five (5) pages. 


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  


Dr. Anis Abi-Karam, a licensed clinical psychologist and established Nevada resident, founded 
Human Behavior Institute (HBI) in 1990. As a behavioral health professional, Dr. Abi-Karam’s 
public sector service history goes back to the 1970s when he directed and supervised an inter-
disciplinary community mental health agency in California and served an underprivileged 
population comprising over 40 percent Hispanic, 40 percent African-American and the 20 
percent mixed-race background.  


HBI’s provider selection process is rigorous – recruiting only those providers who are 
experienced in their field of specialty and have good community standing. HBI offers weekly 
clinical training and communications on practice guidelines and updates to network providers. 
As a result of consistent education and communication, requests for mental health services are 
appropriate and within established clinical practice standards and medical necessity criteria.  


HBI’s current specialized programs include: 


 Crisis Mobile Team (also referred to as the 
Rapid Response Mobile Team) 


 Family and Home Environment 
Assessment 


 Parenting Class 


 General Group Therapy for Children and 
Adolescents 


 Adolescent CD Group 


 Confident Young Women 


 Healthy Bodies Healthy Minds 


 Children of Divorced Parents 


 Children with Asperger’s 


 Left Behind 


 Discipline through Martial Arts 


 Anti-Bullying Group 


 Getting Around 


 Case Management 


The above value-added specialized programs are typically non-reimbursable services that have 
proven to be very powerful in augmenting traditional therapeutic interventions, resulting in 
expedited recovery, decreasing the members’ need for day treatment, inpatient hospitalization 
and other more intensive services and substantially reducing the cost of treatment. 


Traditionally, we provide a full range of customized products and services. Whether it’s small 
business, union fund, public sector organization, self-funded plan or large insurance carrier 
they have the expertise to tailor a program specifically to the group’s needs. 
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HBI’s clinical services also include: 


 Individual counseling 


 Marriage and family counseling 


 Medication management 


 Employee assistance programs 


 Spotlight Addiction Recovery Program 


 TeenTalk Adolescent Program 


 Renaissance Golden Years  


 OPEN Outreach Psychiatric Evaluation 
Program  


 HEART Home Enrichment And 
Rehabilitation Treatment Program  


 Psychosocial rehabilitation 


 Independent living skills 


Human Behavior Institute’s entire activities are monitored by the HPN quality improvement 
committee (QIC) which meets monthly to review policies, utilization, credentialing, complaints 
and clinical services delivered by HBI and our network. Our QIC members consist of: plan 
representatives, independent psychiatrists, psychologists, social workers and HBI’s medical 
director, clinical director and network managers. Our QIC is responsible for identifying 
quality improvement issues, ensuring regulatory compliance and implementing quality 
improvement recommendations and pursuing opportunities to advance patient care. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals.  


HBI is 100 percent owned by Anis Abi-Karam LTD. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining 
whether an inverse preference applies pursuant to Nevada Revised Statutes. 


HBI is a resident of Nevada. Founder Dr. Anis Abi-Karam has been a Nevada resident since 
1979. 


D. The location of disaster recovery back-up site. 


With assistance from HPN’s behavioral health team, in May 2012 HBI created a 
comprehensive business continuity recovery plan. During a recent URAC accreditation audit, 
HBI was given high marks with the possibility of being accepted into a Best Practices category 
for HBI’s business continuity recovery plan. This plan covers all areas that prove to be a 
potential risk to operations, including but not limited to business process details; plan intro, 
plan overview and general recovery information; critical customer, vendors, regulators, 
contracted entities; vital records and offsite storage locations. 


 Recovery teams and locations: 


– The locations of our disaster recovery back-up sites are: 


 2740 South Jones Blvd. Las Vegas, NV 89146 


 6039 Eldora Avenue Suite A Las Vegas, NV 89146 


 6039 Eldora Avenue Suite F Las Vegas, NV 89146 


 6039 Eldora Avenue Suite G Las Vegas, NV 89146 


 200 South Virginia, 8th Floor Reno, NV 89501 
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 6039 Eldora Avenue Suite G Las Vegas, NV 89146 


 200 South Virginia, 8th Floor Reno, NV 89501 


 Recovery plan that includes: 


– Loss of access to the facility (without equipment or system failure) 


– Equipment failure (with or without data loss) 


– Disruption of power supply or telecommunication (at service provider level) 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Anis Abi-Karam, Ltd., d/b/a Human Behavior Institute 


Anis Abi-Karam, President; or Keith Beagle, Business and Contract Director; 2740 South 
Jones Blvd., Las Vegas, NV 89146; 702-248-8866 


F. The size of organization in assets, revenue and people. 


HBI has more than $15M in assets and revenue, 92 HBI personnel and more than 300 
independent network providers in Southern and Northern Nevada. 


G. The organizational chart of your senior management by function including key personnel. 


 


H. The areas of specialization. 


HBI specializes in Medicaid behavioral/mental health and chemical dependency disorders. 
Their network comprising more than 139 providers in Southern and Northern Nevada also 
specialize in these areas. 


I. The company’s main product/service lines and annual revenues for each product/service line in 
2004 and 2005. 


One hundred percent of the revenue of Anis Abi-Karam, LTD is derived from providing a 
continuum of behavioral health services, managed care services, UM, claims processing and 
adjudication and/or provider network access for contracted insurance plans and trusts. 
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J. The corporate philosophy and mission statement. 


HBI believe that the management and delivery of behavioral health services is a partnership 
among members, providers, employers, and shareholders. As such, they promote early 
intervention, wellness and high-quality accessible behavioral health to their customers in an 
efficient and financially sound manner.  


HBI accomplishes these goals with a team of highly creative, dedicated, professional and skilled 
staff members and providers. As a team, they regularly evaluate current practices and 
implement innovative programs and services to meet the needs of their industry partners. Their 
flexibility allows us to address the needs of members, providers and employers with accessible, 
cost-effective and clinically appropriate resources. 


K. A description of any plans for future growth and development of your organization. 


With assistance from HPN’s behavioral health department, HBI continually reviews reports 
and statistics to proactively review expansion when the need arises. For example, inpatient 
admission utilization in northern Nevada is closely monitored. Since January 2012, there have 
only been 32 HPN Medicaid inpatient admissions. If this utilization should significantly 
increase, they are ready to begin a Rapid Response Team in the Reno area.  


With combined capability to provide managed care and clinical programs, they will continue to 
develop behavioral health and addiction programs based on community needs. To support the 
growth and development of our services, they invest in advanced information systems that have 
paperless record management features, allowing our clinicians to have quick access to patient 
care information pursuant to regulations created to protect PHI and ensure HIPAA 
compliance.  


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project 
management techniques, what resources and organization, etc.? 


Recent Market Expansion 
HBI expands locations and services based on need and demand resulting from fluctuation 
needs of the HPN members, which includes coverage areas. HBI is always up for the challenge. 
When HBI entered into the exclusive contractual agreement with HPN, they acted quickly. 
Shortly after the agreement signing in June 2011, they added additional space to the operations 
in Southern Nevada with new provider offices and waiting room space. More importantly, we 
opened new operations, where none previously existed, in Reno to meet the demand of the HPN 
members in Northern Nevada. 


They make every effort to match the minority status of HPN members in regards to ethnicity. 
In addition to the above, they also upgraded our phone system capabilities to accommodate the 
increased volume directly related from HPN’s Medicaid business. The new upgrade allows for 
additional transfers, monitoring, reporting and performance measures.  
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Behavioral Health Freedom of Choice Expansion 
HPN’s behavioral health department continually monitors and maintains diversity with their 
providers to meet the needs and cultural sensitivity of our Medicaid. With this review, HBI 
recruits minority clinicians.  


Soon after the exclusive agreement signing, HBI began facing the challenge of recruitment of 
mental health specialists. The goal is to recruit qualified U.S. Citizens and Legal Permanent 
Residents. HBI added information to their website and reached out to local 
universities/colleges, job postings were placed in the following expanded cities: (California) Los 
Angeles, San Diego, Bakersfield, Fresno, San Luis Obispo, Inland Empire, Mojave County, 
Orange County, (Arizona) Phoenix, Tucson, and (New Mexico) Albuquerque. Qualified 
candidates were being hired, but not enough. Subsequently, HBI decided to extend their 
recruitment to Mexico and have interviewed a number of highly qualified clinicians equal to 
those credentialed in the United States. 


Beginning June 2012, through the Treaty Non-Immigrant Visa/North American Free Trade 
Agreement (TN/NAFTA) provisions, HBI began recruiting and employing qualified 
professionals from Mexico to join their team of inter-disciplinary and multi-cultural clinicians 
that are serving HPN’s Medicaid rapidly growing Hispanic community. 


Current growth efforts include:  


 Creating the Children and Family Services Department to provide focused clinical services 
to children and families 


 Expanding to additional 10,000 square feet of office space to accommodate growing clientele 
at HBI’s Las Vegas and Reno offices; in addition to utilizing the services of our affiliated 
providers whose offices are located in other various areas in Clark and Washoe County 


 Upgrading communication equipment and reporting system to monitor quality in customer 
service 


 Expanding human resource department to ensure compliance with labor-related 
regulations  


 Employing qualified professionals who inherently understand the needs of a culturally 
diverse community 


 Improving information distribution and communication by enhancing the HBI network 
website, facilitating provider orientation trainings through web seminars, manuals and 
newsletters 


 Emphasizing staff training and customer service by streamlining HBI’s policies and 
procedure handbooks 


5.1.10  


Length of time vendor has been providing services described in this RFP to the public and/or private 
sector. Please provide a brief description. 


As described in 5.1.9.1.A above, HBI has been providing mental health care services and 
managed care programs since 1990 and initially sub-contracted as behavioral health Medicaid 
Managed Care provider in 1995. We tailor our clinical and operational systems to support 
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specific populations and serving both commercial and public sector groups, small and large 
businesses, union trust funds, and nationally recognized insurance plans. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


HBI is a full-service behavioral health organization. They develop and implement managed 
behavioral health services to Medicaid, Medicare, commercial insurance plans, employee 
assistance programs, self-funded employers, union trusts and third-party administrators. Their 
services are designed to manage mental health and substance abuse treatment across a 
continuum of care. Accountability, creativity and measurable outcomes are hallmarks of our 
behavioral care products. They tailor our clinical and operational systems to support specific 
populations and serving both commercial and public sector groups, small and large businesses, 
union trust funds and nationally recognized insurance plans.  


HBI began performing UM in 1987 – at the time when managed care was in its infancy. 
Throughout the years, headed by our founder and president, Dr. Anis Abi-Karam, Ph.D., We 
have developed a comprehensive UM procedures and protocol recognized as one of the best in 
the country. Adhering to high standards, Dr. Abi-Karam has provided consultations to major 
national insurance groups on establishing and implementing UM protocols. Their UM adheres 
to NCQA and URAC standards and often exceeds guidelines established by these two 
accreditation bodies. Our UM program is currently on its third term of accreditation with 
URAC and has met or exceeded accreditation expectations since its first qualification in 2007.  


Understanding the needs of the community, HBI developed a provider network in Nevada 
consisting of more than 300 inter-disciplinary mental health clinicians: licensed board certified 
MD/OD/psychiatrists, psychologists, clinical social workers, applied behavioral analysts, 
alcohol and drug counselors, marriage and family therapists and certified mental health 
clinicians. HBI’s provider network is a mature, well established and has the most qualified 
clinicians in the State of Nevada. Most of the providers have been panel members for more 
than a decade. This exhibits stability and the quality of services being rendered, ensuring 
satisfaction among members as well as providers. In 2006, they expanded their network to the 
State of Hawaii and continue to serve the communities in the main islands of Oahu, Hawaii, 
Maui, and Kawai with more than 200 network providers.  


1. Managing a network of Medicaid Providers; 


HBI’s provider network is mature, well-established and has the most qualified clinicians in the 
State of Nevada. Most of the providers have been panel members for more than a decade. This 
indicates stability and quality of services being rendered, ensuring satisfaction among members 
as well as providers. 


HBI’s provider selection process is rigorous – recruiting only those providers who are 
experienced in their field of specialty and have good community standing. HBI offers weekly 
clinical training and communications on practice guidelines and updates to network providers. 
As a result of the regular provider education, requests for mental health services are 
appropriate and within established clinical practice standards and medical necessity criteria. 


Providers’ practices are monitored through quality improvement initiatives such as: 
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 After-hours emergency response 


 Site visits 


 Treatment record review 


 Utilization requests and trending 


 Provider access (within 25 miles) 


HBI’s provider network consists of: 


 Clark County: 


– 304 Individual Providers 


– 5 Psychiatric Facilities 


 Washoe County: 


– 72 Individual Providers 


– 1 Psychiatric Facility 


The following trends or scenarios are based on the many years of experience they have 
observed in serving the Medicaid population: 


 Medicaid members tend to call at the last minute claiming to have an urgent need to be seen 
immediately, but then tend to have a high “no show” rate when they are scheduled 


 Providers are reluctant to see Medicaid members for the following reasons: 


– They tend to not show up for their appointments 


– Their mental health problems are psychosocial in nature; with emphasis on social, legal, 
and financial issues. 


2. Managed care programs for Medicaid recipients; 


In providing managed care programs for Medicaid members, HBI addressed the following 
trends: 


Traditional Practice versus Specialized Programming  
Medicaid members present a different challenge from other members. Their mental health 
needs go beyond the traditional mental health issues and can include a combination of any of 
the following factors: 


 Socio-economic 


 Housing 


 Transportation 


 Unemployment and rehab training 


 Disabilities and co-occurring conditions 


 Dysfunctional home environment and poor 
parenting skills 


 Language barriers and cultural 
assimilation 


 Broken family bonds due to deportation 


 Poverty, legal and social issues 


 Lack of therapeutic motivation 


 Over-dependence on the system 


 Lack of accountability towards caregivers 


 Unrealistic expectations on what the 
system can do for them 


These factors must be considered when developing any therapeutic mental health interventions 
to achieve a positive outcome and progress. For this reason, HBI developed specialized 
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programs to address these issues in addition to traditional interventions like individual, family 
and group counseling and rehabilitative services such as basic skills training, psychosocial 
rehabilitation and day treatment. 


For example, HBI recognized the need to address the family dynamics that contribute to the 
well-being of the child, so HBI created the Family and Home Environment Assessment Team - 
to evaluate the member’s family dynamics and home situation and engage the family as a whole 
in the treatment plan. 


Another example is the reality of broken families due to divorce or immigration exclusions; 
therefore, they developed the following programs: 


 Children of Divorced Parents - to help kids ages 7-10 with divorced parents 


 Left Behind - to help children ages 7-13 whose parents are deported to their country of 
origin. 


HBI also has the following specialized programs to address other psycho-social needs: 


 Getting Around - a collaborative program with the Southern Nevada Center for 
Independent Living 


 Parenting Class - designed to equip parents with the skills they need to manage their 
children. 


 General Group Therapy for Children and Adolescents - held alongside the Parenting 
Classes; participants are separated by age groups: 5-7 years-old, 8-9 years-old, 10-12 years-
old and 13+ years. 


 Adolescent CD Group - for adolescents (ages 13-17) who are struggling with chemical 
dependence.  


 Confident Young Women - designed especially for female adolescents (ages 13-17) to help 
improve their confidence and build self-esteem 


 Healthy Bodies Healthy Minds - promote physical fitness and prevent obesity in children 
and adolescents through sports and outdoor play facilitated by former professional athletes 


 Children with Asperger’s - to teach children diagnosed with this disorder socialization and 
communication skills 


 Discipline through Martial Arts - to teach children discipline and confidence through 
martial arts 


 Anti-Bullying Group - to teach children (ages 8-12) and teens (ages 13-17) how to handle 
and respond to bullies, including cyber bullying. 


Member Demographic and Attendance  
Human Behavior Institute (HBI) created a Rapid Assessment approach where members can 
“walk-in” and speak with a clinician. The clinician assesses the member’s needs and then 
schedule’s the member for a follow-up session with a counselor. This process addresses the 
urgent need to see a provider, offering flexibility and access to care without having to schedule 
an appointment. 
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Rapid Assessment Scheduled and Attended – Hispanic v. Other Groups June 1, 2011 – May 31, 2012 


Member Scheduled 
Demographic 
Ratio 


Attended 
Attendance 
Rate 


No-Show 


 Hispanic  970  43 percent  636  66 percent  34 percent 
 Others  1284  57 percent  739  58 percent  42 percent 
 Total  2254    1375  61 percent  39 percent 


This table illustrates that: 


 The total no-show rate among scheduled members is 39 percent. In prior years, HBI’s data 
reflected a no-show rate of 54 percent, which is 15 percent higher than the current rate. 


 In previous years, the number of Hispanic members made only 16 percent of those seeking 
treatment. Table I above shows 43 percent, a huge increase within the Hispanic population 
for the reported period. 


 Hispanics have a no-show rate of 34 percent compared to 42 percent for other groups 
combined. This may be partly attributed to the bilingual staff that HBI has worked hard to 
assemble, allowing HBI to better identify with the cultural needs of this population. By 
addressing the cultural needs of the family as a whole, Hispanics are more likely to show for 
their visits. 


Intervention/Recommendation 
With the increase in Hispanic members seeking services, it became apparent that our staffing 
ratio must be modified to accommodate this population. Currently, 70 to 80 percent of the 
support staff and 47 percent of the clinical staff of HBI are bilingual. HBI continues to recruit 
more bilingual counselors. It should be noted that other minorities like the Filipinos prefer to 
communicate in English. 


Difference in Rapid Assessment Attendance between Adult v. Child/Adolescent Members 


Member Scheduled 
Demographic 


Ratio 
Attended Attendance Rate 


Child/Adolescent 2254 69 percent 1375 61 percent 
Adult 1011 31 percent 594 59 percent 
Total 3265   1969 60 percent 


This table illustrates that: 


 There is no significant difference in attendance between adults and children/adolescents.  


 When analyzing the monthly attendance, it revealed that the month of December is the least 
scheduled and attended by adults followed by the months of May, June and July which 
coincide with winter and summer breaks. 


 The highest scheduled and attended months were March and April which suggest that 
families may have reached the threshold of tolerance and in need of some relief. 
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No-Show 
 


Confidential Information 


This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


Narrative Resumes 


HBI is committed to provide the utmost care for our clients and to focus on those who are 
responsive and want the help that they offer. 


Access and Triage 
 


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Narrative Resumes 
 


SED/SMI Determinations 
SED/SMI (Severe Emotional Disturbance/Severe Mentally Illness) data collected by Human 
Behavior Institute during the past 14 months (June 2011 – July 2012) revealed a 56 percent 
average disenrollment rate. This is based on the total SED/SMI assessments performed by HBI, 
per plan guidelines, on our patients and those being seen by other providers. To address 
concerns or reasons when members choose to dis-enroll, they strive to educate and inform 
members of the different services that are offered under the health plan as well as fee-for-
service (FFS) Medicaid. The health plan can attach a printed communication to the SED/SMI 
forms that can be handed out to the member during the SED/SMI evaluation to allow them to 
make an informed decision whether to stay with the managed care plan or switch to FFS 
Medicaid 


3. Administering Medicaid utilization and case management programs; 


HBI ensures that all patients, regardless of program enrollment, are assessed for case 
management. Case management is a supportive service provided to enhance treatment and 
services that best meet the needs of the patients. 
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With more than 20 years of experience, our case management is comprehensive and designed to 
manage and reduce mental health care costs without compromising services. It encompasses 
coordination between behavioral and medical health care to help the patient heal medically and 
psychiatrically. Patients are introduced and guided through the system until they are 
discharged from treatment.  


HBI’s behavioral health case managers meet regularly with insurance plan medical case 
workers to discuss “cross-over” cases – bridging the services between the medical and 
behavioral health care. 


Features include but not limited to: 


 Early Identification of High Risk Patients  


 Evaluation and Referral  


 Utilization Review  


 Counseling  


 Discharge Planning  


 Patient and Provider Education  


 Intervention and Follow-Up  


 Monitoring treatment plans and compliance 


 Management Consultation  


 Coordination with Medical and County Agencies 


 Establish Level of Care/Special services 


– Refer to appropriate services (i.e. homebound, inpatient, RTC, group home, outpatient, 
etc.) 


– Wrap-around services (including rehabilitation and basic training services) 


– Coordinate for disease management  


4. Medicaid claims processing and adjudication 


Not applicable to our subcontractor. 


Submitted HBI claims are reviewed and processed within the timeframe set by regulatory 
standards of appropriate state and federal jurisdiction, and Division of Labor Regulations. 
Both members and providers that disagree with the claims processing determination have 
access to an appeal process. 


Procedure 
HBI reviews claims for complete information and accuracy. Claims are then verified with 
HBI’s managed care system to confirm: 


 Timely filing 


 Patient eligibility for services under the members benefit plan 


 Authorization by the HBI UM department 


 Diagnosis is eligible under the Mental Health and Chemical Dependency Benefit  


 Appropriate provider for the type of services  
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 Numbers of visits have been within the authorization timeframe 


If all of the criteria are met the claim is processed for payment. Following strict procedures and 
minimizing payment errors increases provider satisfaction and reduces complaints. 


Features 
 HBI provides expedited automated claims processing assuring rapid and accurate payment. 


 HBI provides full claims processing service or claims processing via a third party 
administrator 


 HBI regularly meets and exceeds industry standards for claims timeliness and accuracy 


 Claim Processing Guidelines = 30 days for clean claims 


 HBI Average Processing ≤ 15 days (13.65 days based on actual processed claims for 2010) 


 Electronic filing option 


5. Project management; and 


HBI's quality improvement committee is the umbrella under which all review and monitoring 
activities are conducted. Quality management activities include the following: 


Functions 
 Ascertain the quality of patient care provided  


 Monitor and maintain utilization compliance standards  


 Monitor and maintain credentialing standards and performance of providers and facilities  


 Monitor risk management issues  


 Monitor the process of the grievance committee  


 Monitor and report patient and provider satisfaction  


Objectives 
 Deliver appropriate quality and cost effective mental health care  


 Observe the delivery of effective, safe, and clinically sound care in the most appropriate 
setting  


 Provide ongoing monitoring of the care provided  


 Identify and resolve quality related issues  


 Implement recommendations and pursue opportunities to improve patient care  


 Ensure compliance with pertinent laws, regulations, and accreditation standards  


 Seek input from sources such as patient, service counselors, and community agencies  


Accountability 
Human Behavior Institute’s entire activities are monitored by the Quality Improvement 
Committee which meets monthly to review policies, utilization, credentialing, complaints, and 
clinical services delivered by HBI and HPN’s network. 


Quality Improvement Committee 
HBI's Quality Management Committee members are consisted of: 
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 Behavioral Health Clinicians 


– Psychiatrists 


– Psychologists 


– Licensed clinical social workers 


 Board certified general practitioner M.D. 


 Plan administrator representatives 


 Behavioral health billing and office management representative 


 Provider services coordinator 


 Certified UM-QM nurse practitioner 


Each committee member executes a confidentiality agreement to maintain patient and provider 
information in strict confidence in accordance with HIPAA, state and federal regulations. 


6. Qualifications of key personnel. 


Dr. Anis Abi-Karam – President and Clinical Director of Human 
Behavior Institute 


Professional Experience 


Human Behavior Institute – Las Vegas, NV 


President and Clinical Director – Nevada Health Facilities/December 1978 – 
Present 
 Manages and directs the work of a private agency comprising an inter-disciplinary team of 


professionals including psychiatrists, psychologists, licensed social workers, marriage and 
family therapists, and drug and alcohol counselors.  


 Provides evaluation, psychological testing, intervention, counseling, and psychotherapy to 
adults, children, adolescents and families.  


 Uses various techniques to deal with psychological issues such as bio-feedback training and 
hypnotherapy.  


 Developed and implemented Employee Assistance programs to many industries throughout 
Nevada. Directs UM staff/Case Management system that encompasses pre-authorization, 
gatekeeping, concurrent review and retro-review for chemical dependency and psychiatric 
related diagnosis. 


Las Vegas Mental Health Center – Las Vegas, NV 


Chief of Psychology, Dept. For Hospital Services/December 1984 – September 
1988 
 Responsible for planning, organizing, supervising and directing the work of the Psychology 


department.  


 Attended administrative meeting, served on various committees.  


 Conducted inter-disciplinary team meetings and participated in treatment and discharge 
planning.  


 Provided evaluation, psychological assessment and psychotherapy to patients and their 
families.  
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 Reevaluated patients who had been committed through the court system.  


 Evaluated patients for referrals to civil commitment.  


 Dealt with all types of patient population at different levels of emotional severity. 


Staff Psychologist, Las Vegas Mental Health Center/December 1978 – 
December 1984 
 Functioned as a staff psychologist at the agency.  


 Responsibilities included direct patient care to individuals, families and groups, intake 
evaluation and treatment plan, psychological testing and assessment, consultation and in-
service training to various departments and conducted specialized treatment groups.  


 Worked at the center’s different departments (i.e., inpatient, outpatient, and partial 
hospitalization programs). 


HOPE (Golden State) Community Mental Health Center - Lake View Terrace, CA 


Director, Adult Outpatient and Psychology Departments/March 1977 – April 
1978 
 Responsible for planning, organizing and directing the work of the Psychology and 


Outpatient departments.  


 Provided psycho-diagnostic evaluation, crisis intervention, consultation, counseling, and 
psychotherapeutic treatment for inpatients and outpatients.  


 Provided consultation to social, legal and other related community agencies.  


 Functioned as a cross center "Team Leader" assigning inpatients and outpatients to 
therapists and counselors.  


 Assigned therapists to intake and emergency duties.  


 Supervised a branch office operation.  


 Administered and established written policies and procedures.  


 Evaluated and assisted with grant applications, budgeting, in-service education, staffing and 
quality control. 


 Assigned therapists to develop technical expertise in areas necessary for the development of 
the center.  


Program Manager, Adult Outpatient Department, Golden State Community 
Mental Health Center – February 1975 – August 1976 
 Responsible for overall operation of the Adult Outpatient department which consisted of 


psychiatric, alcohol and drug abuse and learning rehabilitation services.  


 Supervised a branch office operation.  


 Provided evaluation, consultation, and direct outpatient care as described in two previous 
jobs. 


Education/Credentials 
 Master of Science, Pepperdine University  


 Doctor of Psychology, United States International University  
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Professional and Community Affiliations 
 Clinical Psychologist - State of Nevada #PY0173 


 Certified Marriage-Family Therapist - State of Nevada #150 


 Hospital Extension Committee  


 Peer Review Committee  


 Quality Assurance Committee  


 Utilization Review Committee  


 Executive Committees 


 Hospital Professional Staff Organization 


 


Robert Peprah – HBI Medical Director 


Overview 
Certified in Psychiatry and Neurology 


Professional Experience 
Private Practice – Las Vegas, NV 


HBI Medical Director/August 2003 – Present 


 


BHC Montevista Hospital – Las Vegas, NV 


Attending Electroconvulsive Therapy Unit/July 2000 – Present 


Las Vegas, NV/ October 1994 – July 2003 


Medical Director – Charter Counseling Center/January 1995 – June 1997 


 


Southern Nevada Adult Mental Health - Las Vegas, NV 


Senior Psychiatrist/July 1993 – June 1995 


 


Harlem Hospital Center – New York, NY 


Associate Attending Outpatient Services /July 1988 – June 1993 


Associate Attending Inpatient Services Day/July 1985 – June 1988 


 


Monteflore Rikers Island Health Services 


Psychiatrist/July 1988 – June 1993 
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University of Nevada/July 1993 – June 1995 


Assistant Clinical Professor 


 


Columbia University/July 1982 – June 1993 


Clinical Instructor 


 


Education/Credentials 
 University of Ghana (Pre-Medical), June 1971 -July 1972 


 Ghana Medical School. M .D. 1976 


 Licensure: Nevada: 6821, New York: 143422, New Jersey: 44121, Pennsylvania: MD-
038553-L 


Professional and Community Affiliations 
 American Board of Psychiatry and Neurology, November 1983 – Board Certification 


 BHC Montevista Hospital – Board Certification 


Spring Mountain Treatment Center – Board Certification 


 


Maureen Cash – HBI Quality Improvement Manager 


Overview 
 Successful and progressive experience in the design and implementation of various health 


care programs in communities, hospitals and managed care organizations.  


 An innovator that can create and implement successful, efficient managed programs.  


 A fully qualified manager with experience in developing programs, directing personnel and 
possesses knowledge of health care administration, as well as budgets. 


Professional Experience 
 
Self Employed - Quality Healthcare Consultant – Las Vegas, NV/1998 – Present 


Humana Health Care Plans – Las Vegas, NV/1988 - 1998 


Quality Improvement Manager/January 1996 - 1998 
 Responsible for the overall Quality Management program for the health plan including 


Quality Management Committee coordination, monitoring of Quality Indicators, HEDIS 
programs, ambulatory reviews, preventive care programs, and Quality Improvement 
Evaluation, programs and Work Plan documentation for the market. 


Director of Workers Compensation/January 1995 - 1996 
 Directed the overall operations of a Managed Care-¬ Workers Compensation Program. 


Coordinated case management for a State Industrial Insurance System contract totaling 
9000 employers and representing 55,000 employees.  
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Associate Executive Director/August 1993 – January 1995 
 Responsible for the initial Reno expansion market provider contracting and development of 


the workers compensation program for Humana. Statutory Accountant/July 1999 – July 
2002 


Executive Director/April 1990 – August 1993 
 Responsible for the overall operations of the Nevada Humana market office. Services 


included HMO, PPO, and Medicare Supplement product lines. 


Network Development Manager/November 1988 – April 1990 
 Network contracting for Humana's PPO and HMO with emphasis on fee schedules, market 


planning and provider education. Assisted market office in the development of the HMO 
start up. 


Blue Cross Blue Shield of Nevada 


Professional Services Manager/1998 
 Contract development for PPO for the entire state of Nevada.  


 Development of a network of hospital and ancillary providers, directly responsible for 
contract negotiation and implementation of a provider services program. (200 providers)  


 Negotiated contracts that directly improved the company's financial status. 


Foundation Health Plan – Las Vegas, NV 


Director of Operations/1986 – 1988 
 Initial development and planning for HMO startup operation.  


 Responsible for the overall Administrative Operations including budget planning, market 
strategy and contract negotiation.  


 Direct supervision of the Quality Assurance and Utilization Review department, Claims and 
Customer Service. 


Kimberly Services - Las Vegas, NV 


Administrator/1985 - 1986 
 Administrator for total health care delivery program including: Out of state recruiting of 


nursing personnel, staff relief, Medicare, Medicaid and private duty services.  


 Responsible for budget, profit and Joss analysis, contract negotiations and marketing. 


 


Keith Q. Beagle – HBI Business and Contracting Director 


Overview 
 Nevada resident for 27 years. Successful careers in finance, sales and managed care. 


Extensive network developed throughout Nevada as a direct result of business, community, 
political and personal relationships.  


 Served as Chairman of the Nevada Association of Health Plans for four years, appointed by 
Governor Guinn to Public Health Services Task Force and numerous boards. 
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Professional Experience 


The Keith Beagle Company – Las Vegas, NV 


Chief Executive Officer/2002 – Present 
 The Company is focused on health care related issues. Past contracts include: development 


and licensing a physician owned medical malpractice mutual company in the State of 
Nevada, outpatient clinic projects for St. Rose Hospital (Catholic Healthcare West) and 
work for Schaller Anderson and Amerigroup, national manage care companies pursuing 
Medicaid opportunities in the State of Nevada.  


 Currently contracted part-time with Human Behavior Institute, a mental health HMO. 


Nevada Care Inc. (subsidiary of imx, Inc.) – AZ, NV, IA and IL 


Senior Vice President – imx, Inc./2001 - 2002  
 Directed the government programs and represented the parent company and subsidiaries in 


the various State legislatures where licensed. 


President, NevadaCare/1994 – 2001 
 Began with a small PCCM (Primary Care Case Management) program, completed the 


HMO licensing process and grew to become the State’s second largest HMO with more than 
70,000 members and revenue in excess of $200 million per year.  


 Developed NevadaCare into the State’s largest Medicaid managed care program with 
approximately 40,000 members. The network included approximately 3300 physicians and 
12 hospitals. Acquisitions included the School of Medicine PCCM program and the Nevada 
HMO operations of Amil International, Humana and UnitedHealthcare. 


Northern Nevada Health Network – Reno, NV 


Chief Operating Officer/1991 - 1994 
 Took a small physician owned PPO network and expanded it to become one of the largest 


PPO’s in Northern Nevada.  


 Prior to selling the PPO to Sierra Health Services, NNHN was serving approximately 75,000 
members, with clients ranging from small employers to large insurance carriers, including 
the contract for the State of Nevada employees. NNHN was selected as one of the MCO 
networks for the State of Nevada workers comp managed care program.  


United States Navy 
Honorably Discharged/1973 - 1977 
 


Education/Credentials 
 B.S., Economics, University of Nevada, Reno 


 Graduate, Omega Commercial Lending School 


 Managed Care, Sales, Marketing and Lending Seminars 


Professional and Community Affiliations 
 Past Chairman, Nevada Association of Health Plans 
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 Board Member, Appointment by Governor Guinn – Public Health Services Task Force on 
Access 


 Board Member, Appointment by Commissioner Molasky – Health Insurance Portability 
and Accountability Act 


 Executive Board Member, Past President, Junior Achievement of Northern Nevada 


 Member - Nevada Development Authority 


 Member - Nevada Museum of Art 


 Member - Sierra Arts Foundation 


 Member – Canyon Ridge Christian Church 


 Member - Las Vegas Chamber of Commerce 


B. Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


HBI incentivizes behavioral health inpatient and outpatient facilities by providing additional 
overflow business when they have proven to have excellent treatment plans and patient health 
outcomes. For example, Spring Mountain Treatment Center in Las Vegas, Nevada, has proven 
to lower the inpatient Length of Stay (LOS) and readmission rate by 13 percent. Since they are 
always willing to assist HBI and work together in transitioning patients smoothly to outpatient 
appropriate services, members have moved back quickly to productive life styles. HBI 
incentivizes Spring Mountain Treatment Center by providing additional inpatient admissions. 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Recently HBI underwent the URAC reaccreditation process. The URAC representative noted 
that many areas of our operations were “best practice” worthy. This included, but not limited 
to policies, procedures/protocols and our business continuity recovery plan.  


Also as mentioned throughout this RFP, HBI has provided best practice performance with the 
development of the Rapid Response Team, whereby inpatient admissions have significantly 
reduced and members are placed in an appropriate level of care.  


In addition, their ability to create outpatient specialized groups to meet the needs of HPN’s 
members is notable. Without HBI’s innovative approach to create unique services, we believe 
the patient health outcomes would not be as successful and inpatient admissions would 
increase. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Not applicable to our subcontractor. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the 
specific responsibilities of each of these individuals in relation to the requirements set forth 
herein. This information must be included in vendor’s technical response to the RFP. 


Please refer to 5.1.10.6 Qualifications of Key Personnel for résumés of key HBI personnel. 
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Employee Name Credential Job Title/Responsibility Bilingual 
Executive/Administrative Staff 


Abi-Karam, Anis PhD 
HBI President/Clinical 
Director 


Arabic 


Bachmeier, Karyn  Credentialing Assistant  
Bachmeier, Lauryn  Admin Assistant  


Beagle, Keith  
Business and Contract 
Director 


 


Cash, Maureen 
RN, CPHQ, CHCQM, 
CCM 


QI Director  


Deaton, Resurreccion  
Executive Assistant  
to Dr. Abi-Karam 


Tagalog, Spanish 


Duarte, Delilah  UM Assistant Spanish 
Durant, Sandra L  Admin Assistant  
Hidalgo, Karla  Admin Assistant Spanish 
Keperling, Patricia   Office Manager  
Lerma, Grecia  Admin Assistant Spanish 
Madrid, Roberto  Maintenance/Janitorial Spanish 
Marotta, Barbara  Intake  
Medel, Yenia  Intake Assistant Spanish 
Morrison, Susan   Claims Manager  
Natividad, Angela  Admin Assistant Spanish 


Quilit, Helen  
UM/Credentialing 
Supervisor 


 


Ramirez, Veronica  Admin Assistant Spanish 
Von, Lorena  Maintenance/Janitorial Spanish 
Wehner, Elizabeth  Admin Assistant Spanish 
Clinical Staff – Las Vegas 
Gupta, Anurag MD Psychiatrist Hindi 


Peprah, Robert MD 
Psychiatrist/Medical 
Director 


 


Arendsen, Barbara PhD Psychologist  
Frantom, Linda Speed Psychologist  
Vecchio, Jennifer PhD Psychologist  
Norensberg, Brian Speed Psychology Assistant  


Cid, Maria R. Speed 
Psychology Assistant / 
Rapid Response Team 


Spanish 


Williams, Johnna Speed 
Psychology Assistant/ 
Rapid Response Team 


 


Tedoff, Marc PhD, BCABA 
Board Certified Applied 
Behavioral Analyst 


 


Johnson, Pam RN Rapid Response Team  
Corcoran, Leslie MFT Therapist  


DeStefani, Giulliana LMFT Therapist 
Portuguese, 


Spanish 
Ghali, Bethany LCSW Therapist  
Gonzalez, Maribel MA Therapist Spanish 
Iturrios-Cruz, Victor  MA Therapist Spanish 
Jarmin, Elizabeth LCSW Therapist  
Jensen, Thomas MFT Therapist  
Mahoney, Diane MA Therapist  
Mcdaniel-Swallow, 
Michelle 


LCSW Therapist  


Mcmanigell, Tamara CPC Therapist  
Mendoza, Isaac MS Therapist Spanish 
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Employee Name Credential Job Title/Responsibility Bilingual 
Morgan, Angele LCSW Therapist  
Moss, Terri MFT Therapist  
Niswonger, Jody LCSW Therapist  
Poutz, Colleen MA Therapist  
Quinlan, Kathleen LCSW Therapist  
Reger, Stacy MS Therapist  
Riccobono, Philip LCSW Therapist  
Sarna, Dawn MFT Therapist  


Stolberg, Paul MS 
Therapist/ 
Rapid Response Team 


 


Tretiak, Deborah LCSW Therapist  
Uribe, Abraham MS Therapist Spanish 
Webb, Melissa LCSW Therapist  
Zuber, Danielle LCSW Therapist Spanish 
Cuevas, Marco CCDA CD Assistant Spanish 
Paisano, Bob LADC CD Counselor  
Sanchez, Jaime Cesar LADC CD Counselor Spanish 
Frankel, Louise CBA Behavioral Analyst Spanish 
Melvin, Randi CBA Behavioral Analyst Spanish 
Ancheta, Katrina  PSR/BST Clinician Spanish 
Arriaga, Marco A  PSR/BST Clinician Spanish 
Bagumyan, Naira  PSR/BST Clinician Spanish 
Gray, Myisha  PSR/BST Clinician  
Lomassaro, Jessica  PSR/BST Clinician Spanish 
Madaris, Yasmine  PSR/BST Clinician Spanish 
Maldonado, Zitlalic  PSR/BST Clinician Spanish 
Mckinney, Vernessa  PSR/BST Clinician  
Midgett, Tara  PSR/BST Clinician  
Miranda, Armanda  PSR/BST Clinician Spanish 
Montalbo, Marinel  PSR/BST Clinician Spanish 
Navarro, Tia  PSR/BST Clinician Spanish 
Nevarez, Luz  PSR/BST Clinician Spanish 
Ramos, Wilson  PSR/BST Clinician Spanish 
Sanda, Laura  PSR/BST Clinician Spanish 
Seigler, Richard  PSR/BST Clinician Spanish 
Weathers, Dexter  PSR/BST Clinician  


Padilla, Thomas  
PSR/BST Supervisor / 
Home Assessment 
Team 


Spanish 


Clinical Staff - Reno 
Levenson, Marvin PhD Psychologist  
Allegria, Mickey LMFT Therapist Spanish 
Childs, Annette PhD, LCSW Therapist  
Clark, Jerry PhD, LMFT Therapist  
Freda, Michael PhD, LMFT Therapist  
Goodwill-Freda, Karen LMFT Therapist  
Levenson, Cherry LMFT Therapist  
Lowey, Theresa LMFT Therapist  
Noyes, Patty LMFT Therapist  
Pass, Brandy LMFT Therapist  
Plevel, Tania MFT Therapist  
Shannon, Richard LCSW Therapist Spanish 
Hawkins, Leslie  PSR/BST Clinician  
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Employee Name Credential Job Title/Responsibility Bilingual 
Jensen, Aurelie  PSR/BST Clinician  


Menzies, Lacy   
PSR/BST Clinician / 
Home Assessment 
Team 


 


F. Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


1. Information Systems 


Tarik Abi-Karam, IT Staff 


Resurreccion Deaton, Executive Assistant 


End2End Computer Support 


2. Utilization/Case Management 


Helen Quilit, UM Coordinator 


3. Claims Payment 


Not applicable to our subcontractor 


4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Maureen Cash, RN, CPHQ, CHCQM, CCM - QI Director 


5. Health Education 


Dr. Anis Abi-Karam, PhD, Clinical Director 


6. Data Coding 


Not applicable to our subcontractor. 


7. Contract Negotiation Specialists/Network Recruiters 


Keith Beagle - Business and Contract Director 


8. Encounter Data 


Susan Morrison, Claims Manager 


9. Other staff as needed for project 


See list of HBI Staff “E” above. 
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G. Provide copies of any current licenses or certifications, including your license to operate as an 
HMO in Nevada.  
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H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


See list of HBI Staff “E” above. 


I. List any associations or organizations to which the organization belongs. 


HBI belongs to the following associations and organizations: 


 URAC HUM-Accredited 


 Las Vegas Chamber of Commerce  


 Reno Chamber of Commerce 


5.1.11  


Plan of Operation 


The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 
different components required for the operation of a DHCFP contracted HMO. In each response, a 
comprehensive description detailing how the requirement will be implemented and maintained must 
be provided. In addition, descriptions of services which the Vendor believes may be beneficial in 
implementing and/or maintaining this program shall be included. 
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5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


As a full-service behavioral health organization, HBI is capable of developing and 
implementing specialized programs beyond those required in this RFP, proven by our ongoing 
“value-added” specialized groups such as: 


 Parenting Class - Equips parents with the skills they need to manage their children. 


 General Group Therapy for Children and Adolescents - Held alongside the Parenting 
Classes; participants are separated by age groups: 5-7 years-old, 8-9 years-old, 10-12 years-
old and 13+ years. 


 Adolescent CD Group - For adolescents (ages 13-17) who are struggling with chemical 
dependence.  


 Confident Young Women - Helps improve confidence and builds the self-esteem of female 
adolescents (ages 13-17) 


 Healthy Bodies Healthy Minds - Promotes physical fitness in children and adolescents 
through sports and outdoor play facilitated by former professional athletes 


 Children of Divorced Parents - Helps kids ages 7-10 with divorced parents 


 Children with Asperger’s - Teaches children diagnosed with this disorder socialization and 
communication skills 


 Left Behind - Helps children ages 7-13 whose parents are deported to their country of 
origin. 


 Discipline through Martial Arts - Teaches children discipline and confidence through 
martial arts 


 Anti-Bullying Group - Teaches children (ages 8-12) and teens (ages 13-17) how to handle 
and respond to bullies, including cyber bullying. 


 Getting Around - A collaborative program with the Southern Nevada Center for 
Independent Living 


These specialized groups are just some of the examples of non-traditional interventions that 
HBI recognized as necessary to address some of the unique needs of the Medicaid members 
especially the children, adolescents and their families. 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


HBI began performing UM in 1987 – at the time when managed care was at its infancy. 
Throughout the years, headed by their founder and president, Dr. Anis Abi-Karam, Ph.D., we 
have developed a comprehensive UM procedure and protocol recognized as one of the best in 
the country. Adhering to high standards, Dr. Abi-Karam has provided consultations to major 
national insurance groups on establishing and implementing UM protocols. HBI’s UM adheres 
to NCQA and URAC standards and often exceeds guidelines established by these two 
accreditation bodies. Our UM process is currently on its third term of accreditation with 
URAC and was rated among the top ten best in the country. 
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HBI UM criteria are developed by network clinicians - detailed, clinically appropriate, yet 
simple and friendly to use. These criteria are reviewed and tested for reliability by the Quality 
Improvement Committee and based on nationally established standards from: 


 American Psychiatric Association’s Mental Health Guidelines 


 American Society of Addictive Medicine guidelines for substance abuse 


 American Academy of Child and Adolescent Psychiatry Guidelines 


 American Association of Community Psychiatry for Level of Care 


 Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) 


 Milliman and Robertson Health Care Guidelines 


 Health Care Guidelines 


 Clinical history with HBI cases 


 Industry and specific preference of special insurance/employer groups 


HBI’s UM plan guides the UM department to ensure compliance with state and federal 
regulations, HBI, URAC and community UM standards. HBI does not financially reward UM 
personnel for making UM determinations and ensures that there is not a “conflict of interest” 
with HBI personnel. UM decisions are made based only on appropriateness of care and 
existence of coverage. The purpose of the UM plan is to ensure that HBI members receive 
quality mental health and addiction services in the most appropriate level of care, and cost 
effective setting. 


A notable portion of HBI’s UM criteria are the development of the rehabilitative services (PSR 
and BST) which research shows is non-existent in any other health plan. 


The UM plan is reviewed annually or more frequently as required by program modifications or 
change in State or plan certification. The criteria serve as a guide for HBI clinical managers are 
not intended to be construed or to serve as a standard of treatment, nor are this Clinical 
criterion intended to replace sound clinical judgment. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, 
please explain. 


HBI entire activities are monitored by the Quality Improvement Committee which meets 
monthly to review policies, utilization, credentialing, complaints and clinical services delivered 
by HBI and our network. 


D. Describe your procedure for providing, monitoring and coordinating out-of-network services to 
enrolled recipients. 


Not applicable our subcontractor. HPN’s behavioral health department provides all UM and 
support for providing, monitoring and coordinating out-of-network services.  


Although HBI is not contracted with HPN to provide out-of-network services, there may be 
cases when an out-of-network provider is the best course of treatment. HBI will accommodate 
HPN members in these emergency or special cases. 
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E. Describe the roll and responsibilities of your case managers. 


The key role and responsibility of HBI’s behavioral health case managers is to bridge the 
services between the medical and behavioral health care providers by: 


 Meeting regularly with insurance plan medical case workers to discuss “cross-over” cases – 
bridging the services. 


 Assisting hospital staff with discharge planning and follow-up treatment with patients who 
are admitted for psychiatric treatment 


 Routinely visiting patients at the hospital to coordinate services 


 Engaging the family with every step of the treatment process. 


 Establishing a therapeutic relationship with family members by familiarizing them with 
and creating a level of comfort that encourages compliance. 


 Preparing an outpatient treatment plan before the member is discharged from hospital to 
ensure continuity of care. 


 Interfacing with community agencies and employers to assist in accommodation upon 
discharge 


 Providing support to patients ensuring that they follow-up in treatment upon discharge 


 Coordinating outpatient community services and monitoring compliance and recovery. 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Requests to provide psychiatric evaluations and/or chemical dependence treatment services to 
high risk pregnant women are usually initiated by the medical plan case managers and are 
scheduled to be seen for psychiatric evaluation within 48 hours at HBI. An HBI behavioral 
health case manager is assigned to the case who coordinates and communicates treatment (as 
described in “E” above) based on the treatment plan between the behavioral health clinicians, 
PCP, medical case manager, patient’s family and/or related community services. 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Children with Special Health Care Needs with co-morbid psychiatric conditions are assisted 
through HBI Case Management program and assigned an HBI behavioral health case manager 
who coordinates and communicates the treatment plan (as described in “E” above) between the 
behavioral health clinicians, PCP, medical case manager, patient’s family, and/or related 
community services. 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


As a full-service behavioral health provider, HBI along with more than 300 network providers 
can provide the necessary mental health and rehabilitative services to SED and/or SMI 
members. 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable to our subcontractor. 
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5.1.11.2 Enrollment 


Provide your policy and procedure for transitioning a recipient from or to FFS or another Vendor’s 
plan.  


Transitioning a Member from Fee-for-Service 
If a member is transitioning from Medicaid FFS and their behavioral health provider is 
already part of HBI’s network providers, the movement is seamless. The member continues the 
outpatient services with that provider unless they choose differently.  


In the event that the provider is not part of HBI’s provider network or contacted with HPN, 
HBI works with the current behavioral health provider to develop an appropriate transition 
plan, whereby the member may continue services with that provider for a period of time. It 
should be noted that there have been many times that the provider develops a relationship with 
HBI and becomes part of HBI’s provider network. If this does not take place, HPN’s 
behavioral health department will reach out to the current provider and develop a Letter of 
Agreement (LOA) for the duration of the agreed transitional timeframe.  


Transitioning a Member to Fee-for-Service 
Almost all Medicaid providers that are contracted with HPN also are accepted under the state’s 
FFS plan. The member continues behavioral health services as usual with no disruption of care. 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable to our subcontractor. HPN provides the Member Handbooks and identification 
cards to HPN members. 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable to our subcontractor. HPN is responsible for all members’ assignments to 
PCP’s. 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of 
urban Clark and Washoe counties? 


HBI’s provider network is mature, well established and has the most qualified clinicians in the 
State of Nevada. Most of the providers have been panel members for more than a decade. This 
proves stability and quality of services being rendered, ensuring satisfaction among members 
as well as providers. 


HBI’s provider network consists of: 


 Clark County: 


– 304 Individual Providers 


– 5 Psychiatric Facilities 


 Washoe County: 


– 72 Individual Providers 


– 1 Psychiatric Facility 
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B. Provide a sample of all base network provider contracts. 


Not applicable to our subcontractor. 


C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


Not applicable to our subcontractor. 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


HPN’s behavioral health department is responsible for the oversight and evaluation of HBI’s 
performance regarding Access and Availability. This specific oversight function is provided 
through Geo Access reports, quality site review audits and consumer secret shopper phone 
audits (reviewed monthly). 


Should the event arise whereby HBI does not meet a required standard, HPN’s behavioral 
health department would impose a corrective action plan to HBI. We would be required to 
respond with a resolution work plan and the timeframe expected to correct the issue. If the 
deficiency was to continue, HPN can impose a financial penalty with certain standards. For 
example, if Access and Availability standards are not met, per contract, HPN can impose a 
three percent deduction from HBI’s monthly capitated payment until cured. 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of 
action to ensure positive provider relations. Include in your response information regarding 
contracting; compensation; policy and procedures; disputes; and, communications. 


At HBI, they look at their providers as part of a large family. Staying in contact with them is 
crucial for provider satisfaction. We are staffed with a dedicated provider liaison officer whose 
sole purpose is to ensure that their providers receive the best service available and address any 
questions they may have regarding delivery of quality behavioral health services. The outcome 
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has been positively received, minimizing and eliminating potential complaints from our 
providers.  


The following are some of the protocols established to keep the line of communication with 
their providers open: 


 Provider orientation – Helps providers understand managed care 


 Newsletters – (HBINetwork News) published quarterly to address common issues that affect 
our providers’ practice 


 Webinars – An online open-forum presentation of various topics to improve clinical 
practices 


 Clinical consultation – Peer-to-peer consultation to help clarify clinical issues 


 Site visits – Personal approach to help providers resolve issues and clarify procedures in the 
comfort of their offices 


 Telephone and email communication – Ongoing communications addressing administrative 
and clinical practice issues at the most direct and immediate level of response. 


Patient Satisfaction Survey 
Improvement on their provider network is usually a result of HBI’s response to member 
feedback. Annually, HBI solicits comments from members on what they think of their provider, 
the quality of service and HBI in general. The responses they gather are factored into the 
annual action plan approved by HBI’s Quality Improvement Committee, to improve access, 
availability and treatment outcomes. 


The overall member satisfaction annual survey is consistently rated at 90+ percent based on 
about 500 members who participate in the survey. Some of the questions presented to them 
involved: 


 Satisfaction with their therapist 


 Ease of scheduling appointments 


 Helpfulness of HBI personnel 


 Improvement on symptoms 


 Quality of service 


 Overall experience with HBI 


HBI’s provider selection process is rigorous – recruiting only those providers who are 
experienced in their field of specialty and have good community standing. HBI offers weekly 
clinical training and communications on practice guidelines and updates to network providers. 
As a result of continuous and regular education, requests for mental health services are 
appropriate and within established clinical practice standards and medical necessity criteria. 


Providers’ practices are monitored through quality improvement initiatives like: 


 After-hours emergency response 


 Site visits 


 Treatment record review 


 Utilization requests and trending 


 Provider access (within 25 miles) 
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F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the 
plan(s) you anticipate offering. If you currently have a physician incentive plan, so indicate and 
provide a summary. 


Not applicable to our subcontractor. 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? 
If so, please identify the services and the sole source subcontracts you currently have or intend to 
have. 


HBI does not have any current plans to expand to other subcontract commitments. 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transactions.  


Not applicable to our subcontractor. HBI is not an insurance health plan. 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP.  


Please refer to Attachment 5.1.11.5.A_HBI’s Quality Improvement Program document. 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and 
Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the 
care delivered to enrolled recipients? 


Please refer to Attachment 5.1.11.5.B_HBI’s Quality Improvement Workplan. 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please 
describe their systems capability to collect and report race, ethnicity, and language over and 
above what is given to them by the DHCFP? 


HBI has the systematic capability to customized forms that can be captured HEDIS 
information and other pertinent information that may be required for reporting purposes. 
Member data can be compiled using demographic information and any other fields and 
customized reports can be generated monthly, quarterly and annually. 


More importantly, HBI’s administrative and clinical staff as well as our provider network 
consists of multi-cultural backgrounds that have inherent understanding of the cultural needs 
of the diverse Medicaid population we serve. Eighty percent of HBI’s administrative and 
clinical staff is Spanish speaking. Their provider network identifies 32 different languages 
spoken in their practices. If necessary, they have contracted with an outside agency to provide 
translation for any language not currently available within HBI and our network. 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Not applicable to our subcontractor. HPN processes all claims. 
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B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non-clean claims? 
What is your percent of claims pended? What is your denial rate? What is your rate of claims 
resubmission? 


1. Provide a recent set of unedited month-end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 
If you are not currently a Nevada Medicaid HMO, redacted sample reports will be accepted. 


Not applicable to our subcontractor. HPN processes all claims. 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable to our subcontractor. Although HBI may provide information, HPN provides 
the investigation on any suspected provider and/or member fraud.  


Per exclusive contract agreement, HBI is required to have established “written policies for all 
employees, contractors and agents, that provide detailed information about the False Claims 
Act established under sections 3729 through 3733 of Title 31, United States Code, 
administrative remedies for false claims and statements established under chapter 38 of Title 
31, United States Code, any State laws pertaining to civil or criminal penalties for false claims 
and statements, and whistleblower protections under such laws, with respect to the role for 
such laws in preventing and detecting fraud, waste, and abuse in federal health care programs 
of the Social Security Act of 1932.” 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable to our subcontract. There is no patient liability on Medicaid members. 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Not applicable to our subcontractor. HPN is responsible for all grievances, appeals and fair 
hearings. 


B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes? If so, what are your standards and what have been your 
performance outcomes? 


Not applicable to our subcontractor. HPN is responsible for all grievance, appeal and provider 
disputes. 
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5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with 
the proposed contract, numbers and types of staff for each function identified, lines of authority 
governing the interaction of staff, and relationships with major subcontractors. Identify key personnel 
and senior-level management staff and clearly delineate lines of authority over all functions of the 
proposed contract and lines of authority within the corporate structure. 


 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use 
to build a network? 


HBI’s behavioral health provider network is established and has more than 139 providers in 
Southern and Northern Nevada. This strong provider network consists of 25 Licensed 
Psychiatrists, 42 Licensed Psychologists, 17 Licensed Marriage and Family Therapists, 31 
Licensed Clinical Social Workers, 19 Licensed Alcohol and Drug Counselors, and 5 other 
Psychiatric Prescribers (APN, DO.)  


This established provider group is diverse to meet the needs and cultural sensitivity of HPN’s 
Medicaid population. Currently, HBI’s network providers are 70 percent minority. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable to our subcontractor. 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review 
these reporting requirements and acknowledge 
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 5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Not applicable to our subcontractor. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


HBI has a strict confidentiality policy for Quality Improvement Committee activities and 
patient/provider information in accordance with state and federal laws. This policy applies to 
any information written or verbal including cellular phone conversations, and electronic 
records, including facsimiles and emails) in our possession that could disclose medical, mental 
health, addictions abuse or dental condition or the use of specific services, such as claims 
information or information collected in the course of UM, case management, quality 
management or other HBI processes and programs.  


HBI’s QI Director and Compliance Officer, Maureen Cash, ensures that HBI clinical services 
and its network of providers are compliant with current regulatory laws pertaining to HIPAA 
and PHI, by attending national and regional conferences with accreditation organizations like 
URAC, NCQA, and government agencies responsible in enforcing HIPAA and PHI compliance. 


Any updates and recent changes in regulations are incorporated into HBI’s policies and 
monitored by HBI’s Quality Improvement Committee. These policies include, but not limited to 
the following: 


 RR-6 Confidentiality Policy 


 RR-7 Consumer Rights and Responsibilities 


 RR-15 Data Integrity 


 RR-17 Breach of Unsecured PHI 


 TR-1 Maintenance of Treatment Records 


 TR-3 Disclosing PHI in a Search Warrant 


 QM-7 Regulatory Compliance 


To inform the public of these regulatory compliance, HBI shares this information to our clients 
by providing printed materials and posting HIPAA and PHI security guidelines and policies in 
conspicuous areas in our offices. 


B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


Not applicable to our sub-contractor. HPN is responsible for processing all claims. 


5.1.12  


Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


Not applicable to our sub-contractor. 
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5.1.12.1 Dun and Bradstreet Number 


Not applicable to our sub-contractor. 


5.1.12.2 Federal Tax Identification Number 


HBI’s Federal Tax Identification number is 88-0342146. 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement  


B. Balance Statement 


Not applicable to our sub-contractor 
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5.2 Subcontractor Information 


5.2.1  


Does this proposal include the use of subcontractors? Check the appropriate response in the table 
below. 


Yes X No  


If “Yes”, vendor must: 


5.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor will perform services. 


Human Behavior Institute (HBI) is the only third party that HPN is engaging to provide 
services under the contract. All other services will be provided by HPN and its affiliates. HBI 
provides UM functions for mental health and substance abuse services. 


HPN developed a highly effective medical home for behavioral health services in 2011 with our 
exclusive contractor, HBI. Through HBI, our members have access to more than 139 culturally 
diverse behavioral health providers in Clark and Washoe Counties. 


5.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


A. Describe the relevant contractual arrangements; 


HBI has a full risk-capitated provider arrangement to provide mental health and substances 
abuse services directly through their clinic or arrange for services to be provided through a 
health plan contracted provider. HBI is delegated to provide UM services for services provided 
outside their clinic. The delegation agreement is for approval of services only; denials are 
issued through our Behavioral Health department. 


B. Describe how the work of any subcontractor(s) will be supervised, channels of communication 
will be maintained and compliance with contract terms assured; and 


HPN is currently responsible for oversight of all network subcontracts and is accountable for 
any responsibilities we delegate to any subcontracted provider and will continue to do so with 
the new contract.  


Our Behavioral Health department has developed and maintains an extensive oversight 
program for HBI, which is our sole subcontractor provider. We ensure all elements of the 
contract and delegation agreement are met. This includes, but is not limited to, day-to-day 
communication, audits, monthly review of reports and statistical interdisciplinary meeting and 
committee attendance. 


Currently, we evaluate our only third-party subcontractor through the following mechanisms 
and evaluations: 


Audit and Evaluations 
 Quarterly file audit review 


– Focus is on file content, information and treatment plans 
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 Monthly Secret Shopper audit 


– Focus is on customer service and meeting accessibility standards 


 Annual Delegation Agreement audit completed by our behavioral health Medical Director 


– Focus to review all aspects of delegation agreement to include utilization and case 
management 


 Monthly sanction and debarment checks 


– To ensure professionals are in good standings with licenses  


 Annual Capitated Provider Site Review 


– Very extensive on-site review with all operations and clinical aspects of HBI. All policies, 
procedures and services are reviewed by the Behavioral Health team, to include: 


 Administrative 


 Appointments 


 Available Services 


 Billing/Claims/Reports 


 Clinical Staff 


 Confidentiality 


 Crisis Services 


 Customer Service 


 Desk Audit 


 Discharge Review 


 File Audit 


 Medical Records Review 


 Personnel Files 


 Quality Assurance 


 Safety 


 Annual Inter Rater Reliability (IRR) Audits 


 Annual review of HBI’s Business Continuity/Disaster Recovery Plan 


 Annual review (attestation) of all HBI staff receiving specific training 


– Code of Conduct Training 


– Fraud, Waste and Abuse Training 


– Confidentiality Training, including HIPAA  


Reports and Statistical Report Review 
 Behavioral health discharges, including mental health and chemical dependency inpatient 


discharges and average length of stay 


 Timeliness o1f UM decision making 


 Effectiveness of delivery of follow-up after mental health and chemical dependency 
hospitalization care 


 Behavioral health inpatient readmission rates 


 Behavioral health, including mental health and chemical dependency bed days per thousand  


 Monthly and Quarterly Key Quality Indicator Reporting 


 Rapid Response Timeliness 


 Number of UM cases handled by type (pre-service, urgent concurrent or post-service) and 
by service (inpatient or outpatient) 


 Outpatient mental health and chemical dependency utilization including visits per thousand 
and average visits per member per episode and penetration percentages  
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 Annual review of HBI’s Quality Improvement Program Description and UM Program 
Description. 


 Review and approval of the entity’s Standard Operating Procedures related to behavioral 
health members  


Meetings and Committees 
 Monthly Joint Operations Committee (JOC) meetings 


 Bi-monthly Fiscal Protection Meeting – Claims and Encounter reviews to ensure accurate 
reconciliation of capitation payments 


 Bi-monthly Capitation Reconciliation meetings to review 


 Large Case Management Committee 


C. Describe your previous experience with subcontractor(s). 


HPN entered into a full-risk, capitated provider arrangement with HBI on June 1, 2011. HBI’s 
reputation preceded them – they have a deep understanding of the Medicaid population based 
on their 20 years of experience with the population. Our intention that HBI could help us 
improve opportunities to identify high-risk members with severe mental health conditions to 
better coordinate care with other providers and social services, control inpatient and outpatient 
utilization, and decrease provider waste and abuse were rewarded by the results they provided.  


Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 
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Confidential Information 
This Confidential Information as defined in the RFP has been labeled as such and submitted in 
a separate binder marked:  “Part I B Confidential Technical”.  This information qualifies as 
confidential business information under N.R.S. 333.020 5.(b).  It relates to the amount of 
expenditures including data relating to cost submitted in support of this bid. 


 


 


 


 


 


 


 


Narrative Resumes 


5.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


A. Selecting and qualifying appropriate subcontractors for the project/contract; 


Our oversight begins before a subcontractor is selected. We select only subcontractors who 
support us in improving the effectiveness and efficiency of the delivery of health services and 
have a strong reputation for customer service and administrative excellence. We use a 
comprehensive process for selection of vendors, including reference and background checks. In 
accordance with HIPAA, we enter into business associate agreements with all subcontracted 
partners to ensure compliance with privacy and security regulations. Upon selection of a 
vendor, we establish a standardized vendor management process which includes methods for 
reporting and measuring performance as agreed upon with the vendor. In addition, if the 
vendor will handle member data or have direct connectivity to our systems, we complete a 
thorough data security assessment, and ensure full integration of these vendors with our own 
internal systems and processes.  


Our selection process also includes a due-diligence review of the candidate’s past performance 
and experience, financial strength, innovation, and the ability to meet our security standards. 
When selecting new subcontractors, our Operations team evaluates each vendor in three 
categories - quality, accessibility and cost. Following our evaluation process, we select a 
subcontractor and establish an agreement to govern the operating relationship. This agreement 
includes ensuring receipt of all required data including encounter data, ensuring utilization of 
health care services are at an appropriate level, ensuring delivery of administrative and health 
care services at an acceptable or higher level of care that meets all standards and ensures 
adherence to required grievance policies and procedures. 


B. Ensuring subcontractor compliance with the overall performance objectives for the project; 


HPN conducts self-monitoring of compliance with laws, policies, and contractual obligations. 
Self-monitoring activities allows our compliance staff to assess programs and processes, 
evaluate process data, and suggest internal process and systemic improvements. Our 
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compliance staff, aided by on-site counsel and national compliance functional areas, initiates 
audits and other reviews for subcontractor awareness of and adherence with laws, policies and 
regulatory obligations. HPN has created an internal audit tool, based on the more than 250 
standards included in the State Operational and Financial Review (OFR) process. Our internal 
audit process monitors about 250 standards each year. The results from these monitoring 
programs are included in our quarterly integrity and compliance reports and presented at the 
Compliance Committee. These audits and other reviews detect non-compliance and 
inadequacies, allowing for additional evaluation and critique, which, in turn, leads to self-
correction and process improvement.  


C. Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; and 


We build partnerships with our subcontractors to maximize health care benefits through 
collaboration and development of innovative, transparent, and cost-effective programs. Our 
subcontractors work with us to evaluate health care delivery and outcomes; ensure standards 
are met to promote uniformity and cost-effective service; understand the importance of 
program oversight and monitoring to identify and eliminate fraud, waste, and abuse; and 
ensure service excellence in accordance with contractual requirements.  


Should HPN choose another subcontractor, members of our Executive team will work together 
to oversee the contractual requirements outlined in subcontractor agreements, such as policies, 
procedures, deliverables, organization and performance metrics. Together, this group will 
ensure all contractual and regulatory requirements meet or exceed expectations. HPN will 
develop thorough operating agreements and enforces those agreements, up to and including 
subcontract terminations. In accordance with the operating agreement, delegated Executive 
team members monitor and manage subcontractor performance through the mechanisms 
described below. These mechanisms facilitate subcontractor oversight and allow us to evaluate 
performance, especially with respect to contractual requirements. 


Operating Agreements 
We rely on the operating agreement, which incorporates a description of required functions 
and service levels, the process by which HPN assesses performance, the recourse if service 
standards or expectations are not met (including revocation of delegation or imposing other 
sanctions if the subcontractor’s performance is inadequate), and the authority of our Executive 
team to drive change. This agreement is put in place with the consent of HPN, the 
subcontractor and DHCFP. 


CEO Authority 
In certain cases, our operating agreements include sign-off authority to approve or deny 
proposed changes in a subcontractor’s policies. If a partner wishes to change a policy, 
technology or other key elements of services for our members, this must include explicit 
approval from HPN and an agreement that we understand the impacts for our members. 


Statistics and Reports 
We require all subcontractors to submit monthly or quarterly reports and statistics to HPN to 
illustrate their effectiveness. Key indicators used to monitor our subcontractors include 
provider service levels, call center statistics, claims timeliness and claims accuracy statistics. 
Subcontractors may also discuss at the health plan Compliance Oversight Committee as needed 
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to review for any issues that are identified. The committee can provide feedback and 
recommendations and escalate issues as needed to senior leadership.  


Auditing 
In addition to ongoing oversight and reporting, we also perform periodic reviews of our 
subcontractors to verify the vendors are meeting the requirements of their agreement with 
HPN. We report audit results in our compliance or operations committee meetings, which 
include our leadership team. 


Fraud 
Through internal reviews, we review the operations of our subcontractors and identify areas 
for improvement. The compliance officer collaborates with internal business segment leads to 
conduct contractual monitoring and assess reporting criteria. Based on findings and evaluation, 
these work teams recommend practice modifications and implement process improvements. 
Contractual compliance reporting results are reviewed by our Compliance Committee along 
with recommended plans of action to correct deficiencies as discovered. If an issue is identified, 
we will provide details on performance issues that appear to be non-compliant with our 
operating agreements with our respective subcontractors or each State’s contract.  


Results 
The structure and rigorous processes instituted and described above have improved 
subcontractor performance and member and provider services. HPN uses these overall 
monitoring approaches and mechanisms to identify and prioritize areas for improvement; set 
quantifiable goals and metrics; and drive improved performance through setting clear 
expectations, communicating, collaborating, and monitoring indicators diligently. By creating a 
systemic approach to continuously evaluate and improve our operations with our 
subcontractors, we have a process that promotes ongoing identification and remediation of 
operational challenges. 


D. Providing proof of payment to any subcontractor(s) used for this project/contract, if requested by 
the State. Proposal should include a plan by which, at the State’s request, the State will be 
notified of such payments. 


HPN pays HBI through our capitation process. We use our Facets system to produce the 
capitation check paid to them. Upon request from the State, we can produce a cancelled check 
as proof of payment and notify the State of such payments. 


5.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 5.1, 
Vendor Information. 


Please refer to Tab Section 5.1 Vendor Information Anis Abi-karam LTD d/b/a/ Human 
Behavior Institute. 


5.2.1.5 Business references as specified in Section 5.3, Business References must be provided for any 
proposed subcontractors. 


Please find references for HBI in Section 5.3, Business References. 


5.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required of 
the subcontractor is provided to the vendor. 
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Prior to the commencement of any work, HPN ensures all insurance required of the 
subcontractor is provided by making it a provision in our contracts with all subcontractors. 


5.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in Section 
5.2, Subcontractor Information. The vendor must receive agency approval prior to subcontractor 
commencing work. 


HPN will notify the using agency of the intended use of any subcontractors not identified within 
our original proposal and will provide the information originally requested in the RFP in 
Section 5.2, Subcontractor Information. 
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5.3 Business References 


5.3.1  


Vendors should provide a minimum of three (3) business references from similar projects performed 
for private, state and/or large local government clients within the last three (3) years. 


5.3.2 


 Vendors must provide the following information for every business reference provided by the vendor 
and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.  


Reference #: 1 


Company Name: HPN 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: State of Nevada -HMO Services 


Primary Contact Information 
Name: Donna Lopez, Quality Control 


Officer 


Street Address: 901 S. Stewart Street, Suite 1001 


City, State, ZIP Carson City, NV 89701 


Phone, including area code: 775-684-7020 


Facsimile, including area code: 775-684-7028 


Email address: dlopez@peb.state.nv.us  


Alternate Contact Information
Name: Nancy Spinelli, Public Information 


Officer 


Street Address: 901 S. Stewart Street, Suite 1001 


City, State, ZIP Carson City, NV 89701 


Phone, including area code: 775-684-7020 


Facsimile, including area code: 775-684-7028 


Email address: nspinelli@peb.state.nv.us 
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Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Provide HMO Health Benefits, 
Managed Care services, claim 
administration, eligibility file 
management for State employees 
and dependents. 


Original Project/Contract Start 
Date: 


1/1/1992 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: $217,200,000.00 


Final Project/Contract Date: 7/1/12 - 6/30/2016 (current contract) 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


 


Reference #: 2 


Company Name: HPN 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Children’s Heart Center 


Primary Contact Information 
Name: William Evans, MD 


Street Address: 3006 S. Maryland Parkway 


City, State, ZIP Las Vegas, NV 89109 


Phone, including area code: 702-732-1290 


Facsimile, including area code: 702-732-1385 


Email address: wnevans50@aol.com 


Alternate Contact Information
Name: Steve Eisen 


Street Address: 3006 S. Maryland Parkway 


City, State, ZIP Las Vegas, NV 89109 
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Phone, including area code: 702-732-1290 


Facsimile, including area code: 702-732-2385 


Email address: seisen@childrensheartcenter.com  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Contracted provider who provides 
medical care to children with heart 
disease  


Original Project/Contract Start 
Date: 


6/1/98 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: Not Applicable 


Final Project/Contract Date: Ongoing 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 


 


Reference #: 3 


Company Name: HPN 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Nevada Orthopedic and Spine Center 


Primary Contact Information 
Name: Avi Schlesinger, Chief Executive 


Officer 


Street Address: 3710 South Robertson Blvd. 


City, State, ZIP Culver City, CA 90232 


Phone, including area code: 310-202-6204, ext.136 


Facsimile, including area code: 310-202-0831 


Email address: pmg222@aol.com  
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Alternate Contact Information
Name: Julia Lipkowitz 


Street Address: 2650 N. Tenaya Way, #301 


City, State, ZIP Las Vegas, NV 89128 


Phone, including area code: 702-878-0393 


Facsimile, including area code: 702-258-5580 


Email address: julial@nevadaorthopedic.com  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Contracted provider for orthopedic 
services 


Original Project/Contract Start 
Date: 


6/26/01 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: Not Applicable 


Final Project/Contract Date: Ongoing 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 


 


Reference #: 4 


Company Name: HPN 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Retina Consultants of Nevada 


Primary Contact Information 
Name: Jeff Parker, MD 


Street Address: 653 N. Town Center, #518 


City, State, ZIP Las Vegas, NV 89144 
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Phone, including area code: 702-369-0200 


Facsimile, including area code: 702-369-4143 


Email address: JEFFRETINA@aol.com  


Alternate Contact Information
Name: Kris Simmons 


Street Address: 653 N. Town Center, #518 


City, State, ZIP Las Vegas, NV 89144 


Phone, including area code: 702-369-0200 


Facsimile, including area code: 702-369-4143 


Email address: ksimmons@rcnlv.com  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Contracted provider specializing in 
diseases and surgeries of the retina  


Original Project/Contract Start 
Date: 


4/1/2000 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: Not Applicable 


Final Project/Contract Date: Ongoing 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 


 


Reference #: 5 


Company Name: HPN 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: School Administrators’ & Professional-Technical 
Employees’ Welfare Trust 
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Primary Contact Information 
Name: Nick Venturini, Benefits Manager 


Street Address: 4055 S. Spencer St. Ste. 230 


City, State, ZIP Las Vegas, NV 89119 


Phone, including area code: 702-796-9602 


Facsimile, including area code: 702-796-9624 


Email address: nick.venturini@ccasa.net  


Alternate Contact Information
Name: Steve Augspurger 


Street Address: 4055 S. Spencer St. Ste. 230 


City, State, ZIP Las Vegas, NV 89119 


Phone, including area code: 702-796-9602 


Facsimile, including area code: 702-796-9624 


Email address: ccasa@interact.ccsd.net  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Not applicable as this is a current 
customer of HPN. 


Original Project/Contract Start 
Date: 


1998 


Original Project/Contract End Date: Contract has not ended. 


Original Project/Contract Value: Not Applicable 


Final Project/Contract Date: Current 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Current 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Current 
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Reference #: 6 


Company Name: HPN 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Steinberg Diagnostic Medical Imaging Center 


Primary Contact Information 
Name: David Steinberg, MD 


Street Address: 2767 North Tenaya Way 


City, State, ZIP Las Vegas, NV 89128 


Phone, including area code: 702-240-1232 


Facsimile, including area code: 702-243-7531 


Email address: dsteinberg@sdmi-lv.com 


Alternate Contact Information
Name: Stacey Webb 


Street Address: 2767 North Tenaya Way 


City, State, ZIP Las Vegas, NV 89128 


Phone, including area code: (702) 240-1232 


Facsimile, including area code: (702) 243-7531 


Email address: swebb@sdmi-lv.com 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Contracted provider for orthopedic 
services 


Original Project/Contract Start 
Date: 


9/1/99 


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value: Not Applicable 


Final Project/Contract Date: Ongoing 
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Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Ongoing 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Ongoing 


 


Reference #: 7 


Company Name: Human Behavior Institute 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Teachers Health Trust 


Primary Contact Information 
Name: Peter Alpert, CEO 


Street Address: 2950 E. Rochelle Ave. 


City, State, ZIP Las Vegas, NV 89121 


Phone, including area code: (702) 866-6171 


Facsimile, including area code: (702) 794–2093 


Email address: palpert@teachershealthtrust.org 


Alternate Contact Information
Name: Sheri Purtill, Director of 


Contracting and Provider Relations 


Street Address: 2950 E. Rochelle Ave. 


City, State, ZIP Las Vegas, NV 89121 


Phone, including area code: (702) 866-6171 


Facsimile, including area code: (702) 866-6121 


Email address: spurtill@teachershealthtrust.org 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


To provide UM, Provider Network, 
EAP, Management Reporting, 
Access and Referral and outpatient 
mental health services to THT 
members. 
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Original Project/Contract Start 
Date: 


1/1/2002 


Original Project/Contract End Date: Current 


Original Project/Contract Value: $212,493.96/annually (approx.) 


Final Project/Contract Date: Current 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Current 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Current 


 


Reference #: 8 


Company Name: Human Behavior Institute 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: LifeSynch/HUMANA 


Primary Contact Information 
Name: Collee Tucker, Network Contracting 


Executive 


Street Address: 8722 E San Alberto Dr. #200 


City, State, ZIP Scottsdale, AZ 85258 


Phone, including area code: (480) 609-5165 


Facsimile, including area code: (866) 662-9683 


Email address: ctucker6@lifesynch.com 


Alternate Contact Information
Name:  


Street Address:  


City, State, ZIP  


Phone, including area code:  


Facsimile, including area code:  


Email address:  
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Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Lease HBI Provider Network, 
Access and Referral 


Original Project/Contract Start 
Date: 


  


Original Project/Contract End Date: Current 


Original Project/Contract Value: $42,000/year (approx.) 


Final Project/Contract Date: Current 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Current 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Current 


 


Reference #: 9 


Company Name: Human Behavior Institute 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: CareMore Health Plan of Nevada 


Primary Contact Information 
Name: Joanne Steffen 


Street Address: 12900 Park Plaza Dr., #150 


City, State, ZIP Cerritos, CA 90703 


Phone, including area code: (702) 715-6539 


Facsimile, including area code:   


Email address: Joanne.Steffen@CareMore.com 


Alternate Contact Information
Name:  


Street Address:  


City, State, ZIP  







 
5.3 Business References


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services


RFP # 1988  Page 831 of 833
 


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Psychology and Psychiatry Clinical 
Services 


Original Project/Contract Start 
Date: 


1/10/2010 


Original Project/Contract End Date: Current 


Original Project/Contract Value: $175/hour 


Final Project/Contract Date: Current 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Current 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Current 


5.3.3  


Vendors must also submit Attachment F, Reference Questionnaire to the business references that are 
identified in Section 5.3.2.  


HPN has requested that the identified references in Attachment F, Reference Questionnaire be 
sent directly to the Purchasing Division. 
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5.4 Vendor Staff Resumes 


A resume must be completed for each proposed individual on the State format provided in 
Attachment G Proposed Staff Resume, for key personnel to be responsible for performance of any 
contract resulting from this RFP. 


Please find resumes for all of our proposed staff in Attachment G, Proposed Staff Resume. 








 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


ΞContractor �   Subcontractor 
Name: Donald  J. Giancursio  Ξ Key Personnel 
Classification: President # of Years in Classification: 3 


Brief Summary: of 
Experience: 


3  years directing the Nevada Market Operations, an affiliate of 
UnitedHealthcare, Inc. an affiliate of UnitedHealth Group Inc.  
Accountable for the profitable and efficient operation and growth of the 
business by directing key leadership in the attainment of corporate goals.  
Provides strategic direction for all lines of business. 


# of Years with Firm: 16 years  
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:4/2008-Present 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Health Plan of Nevada, Inc. 
April 2008- present 
President – Health Plan of Nevada, Inc. 
President of Nevada’s largest health maintenance 
organization, providing a full spectrum of consumer-
oriented health benefit plans and services to individuals, 
public sector employers and businesses. 
 


Required Information: 
 
MMYYYY to MMYYYY: 8/2006-4/2008 
Vendor Name: Sierra Health Services 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Sierra Health Services, Inc. 
August 2006 to April 2008 
Sr. Vice President, Sales and Marketing 
Responsible for the management of the Managed 
Healthcare Division marketing, sales, account 
management activities and administration.  Also 
responsible for northern Nevada sales.  


Required Information: 
 
MMYYYY to MMYYYY: 1/1997-8/2006 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Health Plan of Nevada, Inc.  
January 1997 to August 2006 
Vice President, Sales and Marketing 
Responsible for the management of the Managed 
Healthcare Division marketing, sales, account 
management activities and administration.  Also 
responsible for northern Nevada sales. 
 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


California State University 
Fullerton 
California  
BA Business Administration 
 
 
 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Cynthia Kiser Murphey 
(702) 740-6600 
New York New York 
3790 Las Vegas Blvd So. 
Las Vegas NV 89109 


 


 Glenn Christensen 
(702) 897-1165 
Velstand Investments LLC 
1450 Horizon Ridge Pkwy B304 
Henderson NV 89012 
 


 


Frank Collins 
(702) 353-2899 
21433 E Hwy M 
Stockton MO 65785 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


Ξ   Contractor �   Subcontractor 
Name: Kyle Clingo Ξ Key Personnel  
Classification: SVP, Operations # of Years in Classification: 1 yr 9 mo 


Brief Summary: of 
Experience: 


As SVP, Operations, experience in and responsibility for most of our Nevada 
insurance operational areas including Member Services, Claims, 
Broker/Employer Services, Enrollment, Billing, Collections, Commissions, 
Complaints, Appeals, Grievances, Coordination of Benefits,  and Recoveries.  
Other areas of responsibility include Behavioral Health, Workers’ 
Compensation, Health Education, Wellness, Southwest Medical Patient Call 
Center, and Print Shop. Appointment to Nevada Life and Health Insurance 
Guarantee Association.  


# of Years with Firm: 10  
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:   
Vendor Name: 
Client Name:  
Client Contact Name:  
Client Address,  
Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
012012 through present 
Health Plan of Nevada, Inc. 
Health Plan of Nevada, Inc. 
Don Giancursio 
2720 N Tenaya Way, Las Vegas, NV 89128, 
(702) 242-7379,  kyle.clingo@uhc.com 
Senior Vice President, Operations, NV Market 
 


Required Information: 
 
MMYYYY to MMYYYY:   
Vendor Name: 
Client Name:  
Client Contact Name:   
Client Address,  
Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
112002 to 122012 
Health Plan of Nevada, Inc. 
Health Plan of Nevada, Inc. 
Don Giancursio 
2720 N Tenaya Way, Las Vegas, NV 89128, 
(702) 242-7379,  kyle.clingo@uhc.com 
Vice President, Client Services, NV Market 
 







Required Information: 
 
MMYYYY to MMYYYY:  
Vendor Name: 
Client Name:  
Client Contact Name:  
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
022002 to 072002 
Solari Hospice Care 
Oversaw day-to-day functions of all aspects of business. 
Managed all aspects of this start-up from concept to a 
functioning hospice, including all planning, licensures, 
certifications, hiring and provider contracting 
 
052001 to 112001 
Tower Health Nevada 
Executive Director  
Managed all aspects of the physician-owned HMO including 
claims processing, customer service, underwriting, appeals, 
enrollment, sales, provider contracting, data management, 
pharmacy benefit management, and product development. 
Established and managed all aspects of area health plan 
operations. 
 
051995 to 042001 
Rapid City Regional Hospital 
Administration  
Oversaw day-to-day functions of all aspects of managed care 
organization. Managed all aspects of the managed care 
organization including claims processing, customer service, 
billing, appeals, enrollment, sales, marketing, provider 
contracting, information systems, actuarial, fee schedule 
development, pharmacy benefit management, and nurse case 
management. 
 


EDUCATION 
Description # of Years Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Marriott School of Mgmt, Brigham Young University 
Provo 
UT 
BS, Business Management and Finance 
Cum Laude  


Institution and Degree 
City: 
State: 
Degree/Achievement: 
Certifications 


Washington University School of Medicine 
St. Louis 
MO 
Master’s Degree Healthcare Administration 
  


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Don Giancursio  
CEO, UnitedHealthcare (“UHC”), NV Market 
(702) 838-2098 / Fax (702) 240-4824 
don.giancursio@uhc.com 
 
Dr. Kevin Host 
Sr. Vice President, OptumRx 
(913) 253-0765/Fax (913) 253-0643      
kevin.host@optum.com  
 
Jeffrey Warnick 
CFO, Fabulous Freddy’s 
(702) 933-5374/Fax (702) 933-5379 
jeff@fabfred.com 
 


 



mailto:don.giancursio@uhc.com

mailto:kevin.host@optum.com

mailto:jeff@fabfred.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc.  


   Contractor �   Subcontractor 
Name: Sachin D. Shah  Key Personnel 


Classification: 
Senior Vice President (SVP) & 
Chief Financial Officer (CFO) 


# of Years in 
Classification: 2 years 1 month 


Brief Summary: of 
Experience: 


As SVP and CFO, experience in and responsible for finance, actuarial, 
underwriting, and health informatics for Nevada marketplace.  Officerships in 
HMO, indemnity, home health, health delivery and other managed care related 
UHC subsidiary companies.  Appointment to reinsurance and risk adjustment 
advisory subcommittee of Silver State Health Insurance Exchange board. 


# of Years with Firm: 5 years 1 month 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:  08/2010 - present 
Vendor Name:  Health Plan of Nevada 
Client Name:  NA 
Client Contact Name:  NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


08/2010- Present 
Health Plan of Nevada 
Senior Vice President & CFO, Nevada Market 
Responsible for actuarial, financial, health informatics and 
underwriting functions within the health plan.  
 
 


Required Information: 
 
MMYYYY to MMYYYY:  08/2007 – 08/2010 
Vendor Name: United HealthCare 
Client Name:  NA 
Client Contact Name:  NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


08/2007-08/2010 
Director of Finance – Strategic Initiatives 
Responsible for executive financial reporting, provider 
settlements, process improvement, strategic initiatives, 
customer focus. 
 
 


Required Information: 
 
MMYYYY to MMYYYY:  05/2003 – 08/2007 
Vendor Name: 
Client Name:  Zurich Financial Services 
Client Contact Name:  Terry Gray 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


05/2003-08/2007 
Zurich Financial Services 
Assistant Vice President, Director of Financial Operations 
Provided financial planning, forecasting, reporting and 
analysis. 
 
 







 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Minnesota 
Minneapolis   
MN 
BS, Business / Accounting 
CPA (inactive) 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


 
Don Giancursio  
CEO, UnitedHealthcare (“UHC”), NV Market 
(702) 838-2098 / Fax (702) 240-4824 
don.giancursio@uhc.com 
 
Marc R Briggs  
Regional VP-M&I, UHC, UT, NV, ID Markets 
(702) 433-0866 or (801)982-4519 
marc.briggs@uhc.com 
 
Brian Thompson 
CFO, UHC  E&I 
(952) 992-4732 
brian_r_thompson@uhc.com 
 


 



mailto:don.giancursio@uhc.com

mailto:marc.briggs@uhc.com

mailto:brian_r_thompson@uhc.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


 X Contractor O   Subcontractor 


Name: Bob Schaich Ξ Key Personnel 


Classification: 
Senior Vice-President & 
Chief Information Officer # of Years in Classification: 13 


Brief Summary: of 
Experience: 


30+ years in managed care, insurance, and information technology as an 
operations executive, management consultant and CIO. 


# of Years with Firm: 13 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
11/1999 to Present:  
Vendor Name: Health Plan of Nevada 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


11/1999 – Present: Senior Vice President & CIO, 
responsible for all information systems and services for 
Health Plan of Nevada. 
 
 
 
 
 


Required Information: 
 
06/1997 to 11/1999: 
Vendor Name: PricewaterhouseCoopers 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


06/1997 – 11/1999: National Director, Health Insurance 
& Managed Care Consulting for 
PricewaterhouseCoopers. 
 
Responsible for nationwide business development and 
delivery of consulting services to the insurance and 
managed care industry. 


Required Information: 
 
01/1994 to 03/1997:  
Vendor Name: UnitedHealthcare 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


01/1994 – 03/1997: Vice President, Claims Cost 
Management and Operations Strategy, 
UnitedHealthcare. 


Responsible for integrating and managing claim cost 
containment, fraud and abuse, recovery services, and 
electronic commerce programs and staff from three 
legacy companies. 
 


EDUCATION 
Description  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Kent State University 1973-1976 
Kent  
Ohio  
BA, Philosophy  
  







 
Description  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of North Carolina 1976 – 1978 
Chapel Hill  
North Carolina  
MA, Philosophy  
  


Description  
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Hartford University 1978-1982 
West Hartford  
Connecticut  
MBA  
  


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Deborah Huber 
Executive Director 
HealthInsight Nevada 
702-933-7305 Office 
702-968-4501 Fax 
dhuber@healthinsight.org 


 


Chris Bosse 
Vice President, Government Relations 
Renown Health 
775-982-5761 Office 
775-982-5754 Fax 
cbosse@renown.org 


 


Marc Bennett 
CEO 
HealthInsight 
801-892-6611 Office 
801-892-0160 Fax 
mbennett@healthinsight.org 


 



mailto:dhuber@healthinsight.org

mailto:cbosse@renown.org





 
PROPOSED STAFF RESUME 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Health Plan of Nevada, Inc. 


 Ξ Contractor �   Subcontractor 
Name: Scott Cassano Ξ Key Personnel 
Classification: SVP Provider Relations # of Years in Classification: 12 


Brief Summary: of 
Experience: 


20 + years in healthcare with specific emphasis on provider network 
contracting, negotiation, assess and availability reporting and cost analysis. 
 


# of Years with Firm: 21 years 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
1/2000 to Present 
Vendor Name: Health Plan of Nevada, Inc. 
Client Name:N/A 
Client Contact Name:N/A 
Client Address, Phone Number, Email:N/A 
Role in Contract/Project:N/A 
Details and Duration of Contract/Project:N/A 


1/2000 to Present – Senior Vice President, Provider 
Relations – Responsible for network strategy 
development by line of business, HMO, PPO, Medicaid, 
Worker’s compensation. Negotiate provider, facility and 
ancillary agreements. Oversee credentialing, 
contracting, servicing and directory operations for 
provider network. Review modeling of proposals and 
financial impact of recommended contract changes. 
 


Required Information: 
 
5/1994 to 12/1999: 
Vendor Name: Health Plan of Nevada, Inc. 
Client Name:N/A 
Client Contact Name:N/A 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


05/1994 to 12/1999 – Director, Provider Relations  
Directed the network development and contracting 
department including provider network development, 
contracting, access and availability reporting, cost 
analysis and negotiations.  


Required Information: 
 
03/1993 to 04/1994: 
Vendor Name: Sierra Health & Life Insurance 
Company, Inc. 
Client Name:N/A 
Client Contact Name:N/A 
Client Address, Phone Number, Email:N/A 
Role in Contract/Project:N/A 
Details and Duration of Contract/Project:N/A 


03/1993 to 04/1994 – Project Coordinator, Product 
Development – Work plan development by functional 
area for new product and Third Party Liability 
installations. Strategy development, pricing, filing, 
operational setup and training, post implementation 
review and refining. Prepare and present research 
analysis including market segmentation and penetration 
reports. Assist with new product implementations, 
responsible for departmental budget. 


EDUCATION 







Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


State University of New York at Albany 
Albany 
New York 
Bachelor of Science in Business Administration 
Minor – Economics 
 
 
 
 
 
 


 
REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Jeff Parker 
MD 
Retina Consultants of Nevada 
(702) 369-0200 
(702) 369-4143 
jeffretina@aol.com 


 


Avi Schlesinger 
President 
Practice Management Group 
(310) 936-9395 
(310) 202-0831 
Pmg222@aol.com 


 


David Steinberg 
MD 
Steinberg Diagnostics 
(702) 240-1232 
(702) 243-7531 
dsteinberg@sdmi-lv.com 


 



mailto:jeffretina@aol.com

mailto:Pmg222@aol.com

mailto:dsteinberg@sdmi-lv.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc.  


Ξ   Contractor �   Subcontractor 
Name: S. Daniel McBride, MD � Key Personnel 
Classification: Chief Medical Officer # of Years in Classification: 1 year 


Brief Summary: of 
Experience: 


24 experience years as a surgeon.  Two years of experience as a 
general/family practice physician. Provides leadership and direction to all 
medical directors, medical management, case management and utilization 
management clinical directors related to the delivery of quality healthcare and 
medical practice, including but not limited to inpatient bed days, sub-acute 
care and coordination with other clinical subsidiaries.  Oversees Quality 
Improvement and Utilization Management Compliance Programs to ensure all 
Federal and State regulation accreditation standards are met. 


# of Years with Firm: 1 Year 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to MMYYYY: 08/2012 to Present 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


08/2012 to Present, Health Plan of Nevada 
Chief Medical Officer 
Provides leadership and direction to all clinical directors 
in medical, case and utilization management. Promotes 
collaboration with internal and external healthcare teams 
for all healthcare delivery in inpatient sites as it relates 
to quality, clinical care, financial goals and productivity. 
Guides the review of medical criteria protocols used by 
the health plan. Provides oversight of pharmacy, 
corporate medical affairs, quality improvement and 
utilization management committees.  


Required Information: 
 
MMYYYY to MMYYYY: 06/2011 to 08/2012 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


06/2011 to 08/2012, Health Plan of Nevada 
Medical Director 
Responsible for hospital inpatient bed day management, 
prior authorization for diagnostic and medical 
procedures/referrals.  Member of performance 
improvement/quality committee, credentialing 
committee. Work with provider relations regarding 
contracting with specialist and network providers and 
hospital systems. 


Required Information: 
 
MMYYYY to MMYYYY: 1987 to 05/2011 
Vendor Name: General Surgery Associates 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


1987 to 5/2011, General Surgery Associates 
Surgeon, Managing Partner 
Provided surgical service to all major hospitals and 
insurance providers. Covered emergency room needs for 
uninsured patients. Serviced as Chief of Staff at Spring 
Valley Hospital for eight years, and on the executive 
committees of two other hospitals.  Member of the 
Nevada State Board of Medical Examiners from 2005-
2009. 
 
 







 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Oregon 
Eugene 
Oregon 
BA General Science 
 
University of Nevada School of Medicine 
Reno 
Nevada 
 
Tufts University School of Medicine 
Boston 
Massachusetts 
MD 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


1. Edwin P Homansky, MD 
500 N Rainbow Boulevard, Suite 203 
Las Vegas, NV 89107 
(702) 259-1228 
(702) 259-1252 fax 
Email:  Boxdoc7@aol.com 
 
2. Congressman Joe Heck 
132 Cannon House Office Building 
Washington DC 20515 
Email:  joe@heck4nevada.com 
 
3. Douglas Cooper 
Executive Director 
Nevada State Board of Medical Examiners 
1105 Terminal Way, Suite 301 
Reno, NV 89502 
(775) 688-2559 
Email: dccnsmbe@medboard.nn.gov 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


Ξ   Contractor �   Subcontractor 
Name: Kelly Simonson Ξ Key Personnel 


Classification: 
Assistant Vice President, 
Medicaid Operations # of Years in Classification: 14 


Brief Summary: of 
Experience: 


14 years experience directing the Medicaid Managed Care Program in 
Nevada. Negotiate contracts with DHCFP on behalf of the health plan. Work 
daily with DHCFP and internal health plan departments on all contract and 
operational aspects of the program. Drive healthcare affordability and 
operational efficiency initiatives for the Medicaid managed care program with 
the health plan.  


# of Years with Firm: 21 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 062005 to Present 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Assistant Vice President, Medicaid Operations and 
Health Education & Wellness 
• Negotiate Medicaid Managed Care Contract with the 


Division of Health Care Financing and Policy 
(DHCFP). 


• Provide direction to all HPN operational 
departments to implement contractual requirements. 


• Provide oversight of all HPN Operational 
departments involved in the Medicaid line of 
business to ensure compliance with contractual 
requirements. 


• Direct efforts to meet membership goals. 
• Direct efforts to meet financial goals. 
• Liaison between HPN and DHCFP. 
• Supervise and direct Medicaid and HEW employees 


to attain strategic planning goals. 
• Oversee operations for HEW clinic and worksite 


programs. 
• Facilitate program development for clinic and 


worksite programs. 
• Develop outcome measurements tools to monitor 


effectiveness of programs. 
• Negotiate and monitor HEW contracts. 
• Present HEW programs and services through oral 


and visual presentations. 







Required Information: 
 
MMYYYY to MMYYYY: 051998 to 062005 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Director, Medicaid Operations 
• Negotiate Medicaid Managed Care Contract with the 


Division of Health Care Financing and Policy 
(DHCFP). 


• Provide direction to all HPN operational 
departments to implement contractual requirements. 


• Provide oversight of all HPN Operational 
departments involved in the Medicaid line of 
business to ensure compliance with contractual 
requirements. 


• Direct efforts to meet membership goals. 
• Direct efforts to meet financial goals. 
• Liaison between HPN and DHCFP. 


Required Information: 
 
MMYYYY to MMYYYY: 051995 to 051998   
Vendor Name: Family Healthcare Services 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Clinical Manager 
• Responsible for the development, implementation, 


coordination, and supervision of all aspects of home 
healthcare. 


• Responsible for the appropriate utilization of home 
care services. 


• Developed and implemented policies and procedures 
for the company. 


• Interviewed, hired, and terminated employees. 
• Guided and evaluated supervisory personnel in the 


performance of their job functions. 
• Actively participated in performance improvement 


activities to ensure compliance with state and federal 
regulations, professional and company standards. 


• Instrumental in preparing the company for the Joint 
Commission of Accreditation of Healthcare 
Organization Survey. 


• Accountable for the organization development and 
implementation of the company’s Ambulatory 
Treatment Center. 


EDUCATION 
Description  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of St. Francis  
Joliette  
Illinois  
Master of Science – Health Services Administration 2001 
  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Pennsylvania State University  
University Park  
Pennsylvania  
Bachelor of Science – Nursing 1988 
  







REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


1. Joy Cleveland 
Director, Managed Care 
Kindred Healthcare 
2250 E. Flamingo Road 
Las Vegas, NV 89119 
Telephone: 702-784-4300  ext. 3013 
Fax: 702-784-4331 
Email- joy.cleveland@kindredhealthcare.com 
 
2. David M. Marlon 
President, Solutions Recovery Inc. 
9811 W. Charleston Blvd, Suite 2626 
Las Vegas, NV 89117 
Telephone: 702-228-8520 
Fax: 702-448-7205 
Email dmarlon@solutionsvegas.com 
 
3. Marc Briggs 
Regional Vice President 
UnitedHealth Care 
2525 Lake Park Blvd. 
West Valley City, Utah 84120 
Telephone: 801-982-4519 
Fax: 801-982-3282 
Email: marc.briggs@uhc.com 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


ΞContractor �   Subcontractor 
Name: Michael Schramm  Ξ Key Personnel 
Classification: Director Finance # of Years in Classification: 12 
Brief Summary: of 
Experience: 


12 years as Finance Director in various roles including Government Programs 
Finance and Internal Audit. 


# of Years with Firm: 
15 
 


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 12/2000 to Present 
Vendor Name: Health Plan of Nevada, Inc. 
Client Name:  MA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Details and Duration of Contract/Project: NA 


12/2000 to Present 
Health Plan of Nevada 
Director of Finance 
Directs all financial services and reporting for the 
Medicaid and Medicare business within Health Plan of 
Nevada. Responsible for all development and reporting 
of financial results in the company.  


Required Information: 
 
MMYYYY to MMYYYY:   10/1996 to 12/2000 
Vendor Name:   Sahara Hotel & Casino 
Client Name:  NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project:  NA 
Details and Duration of Contract/Project: NA 


10/1996- 12/2000 
Sahara Hotel & Casino 
Corporate Controller 
Responsible for financial reporting and analysis.  
 


  
EDUCATION 


Institution Name:  
City:   
State:   
Degree/Achievement: 
Certifications:   


University of Nevada, Las Vegas 
Las Vegas 
Nevada 
Business, Accounting 


REFERENCES 
Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


 


Andrew Duncan   Department of Justice   702-249-9208  
aduncan444@aol.com 


Stacy Ross    702-858-7584    srosspert@aol.com 


Darren VanDover   Caesars Entertainment   815405-4001  
dvandover@harrahs.com 


 


 



mailto:aduncan444@aol.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


ΞContractor �   Subcontractor 
Name: Deborah Wheeler  Ξ Key Personnel 
Classification: Director Clinical Quality # of Years in Classification: 18 
Brief Summary: of 
Experience: 


Oversees corporate wide quality improvement, performance, disease 
management, utilization management and compliance. 


# of Years with Firm: 6 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: June 2006 to Present 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Health Plan of Nevada, Inc. 
June 2006- present 
Director, Quality Improvement 


• Ensures compliance with quality and utilization 
management-related federal and state regulatory 
requirements and NCQA accreditation standards. 


• Directs implements and evaluates all organizational 
level activities designed to improve the quality of 
care and service for health plan members enrolled in 
commercial, Medicaid and Medicare lines of 
business.  


• Oversees the development of all member educational 
materials and content for all quality improvement and 
Health Management activities and acts as a 
contributing writer the Health Matters newsletter.  


• Collaborates and helps direct quality improvement 
activities and reporting with the sister medical group 
and sister organizations to ensure compliance and 
that coordinated efforts are in place.  


• Develops and implements innovative quality 
improvement activities with the Quality Improvement 
Department  


• Participates and acts as the quality liaison for national 
UnitedHealthcare activities as needed 







Required Information: 
 
MMYYYY to MMYYYY: 07/1999-06/2006 
Vendor Name: America’s Health Insurance 
Plans 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


America’s Health Insurance Plans (AHIP) 
July 1999 to June 2006 
Director Quality Initiatives 


• Provided oversight for organizational initiatives 
focused on health care quality, performance 
measurement, voluntary accreditation, patient safety, 
management of chronic conditions.  


• Acted as the liaison to national organizations to 
provide health insurance plan perspective on quality 
improvement, voluntary accreditation, patient safety 
and related topics. Developed and identified 
opportunities for new grant and externally funded 
national initiatives. 


• Led the development of multiple publications and 
resource tools for health insurance plans related to 
accreditation standards, performance measurement 
benchmarks, disparities in care, management of 
chronic conditions, and patient safety.  
 


Required Information: 
 
MMYYYY to MMYYYY: 07/1995-06/1999 
Vendor Name: Oxford Health Plans 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Oxford Health Plans  
Manager, Quality Improvement Studies 
July 1995-June 1999 


• Designed and implemented clinical studies, member- 
and physician-directed interventions as well as post-
intervention analysis. 


• Implemented quality improvement activities 
pertaining to HEDIS and NCQA 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of New Hampshire 
Durham 
New Hampshire 
Bachelor of Arts, Political Science / Gerontology 
 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of North Carolina 
Chapel Hill 
NC 
Master of Science in Public Health in Health Policy with concentration in Long 
Term Care 


 
REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Stephen Daniel Mc Bride, MD 
Chief Medical Officer 
UnitedHealth Care 
2716 N. Tenaya Way 
Las Vegas, Nevada 89128 
Telephone: 702-240-8700 
Email:  Stephen.McBride@uhc.com 







 


Allan Ebbin, MD 
Medical Director 
Health Plan of Nevada, Inc. 
Health Care Quality & Education 
2716 N. Tenaya Way, 6th Flr 
Las Vegas, NV  89128 
Telephone:  702-242-7731 
Email: allan.ebbin@uhc.com 


 


Valerie Grosjean, RN, MHA, CCM 
Director, Medical and Clinical Management 
Operations 
Health Plan of Nevada, Inc. 
2716 N Tenaya Way, 4th Flr 
Las Vegas, NV 89128 
Telephone: 702-797-2140 
Email: valeria.grosjean@uhc.com 
 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc.  


Ξ   Contractor �   Subcontractor 


  
Name: Noreen Dentscheff Ξ Key Personnel 


Classification: 


Associate Director  
Medical Management 
OB/Peds/NOCU # of Years in Classification:  2 


Brief Summary: of 
Experience: 


24 years of experience working in health care providing care and services for 
the maternal /child population. While hospital based, worked as an educator 
for patients, nurses, and physicians in areas related to lactation, child birth 
education and fertility. Actively involved with JACHO and state certifications 
for maternal/child units as well the special care nursery. Wrote, developed and 
directed training videos for parents involving infant care, infant feeding, and 
infant safety. Worked closely with social worker for hospital discharge 
planning, as well as development of insurance justification for continued stay. 
Upon entering the realm of managed care, have worked closely with the 
creation of programs, initiatives, and positive bed day management for the 
maternal/ child population. 


# of Years with Firm: 5 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 01/2011 to  present  
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Associate Director, Medical Management OB/Peds/ 
NICU 


• Directs clinical operations for inpatient and 
outpatient case management for the pediatric, 
and obstetrical members for northern and 
southern Nevada 


• Oversee operation for the NICU Post Discharge 
Clinic 


• Oversee pediatric patients in out of area facilities 
• Coordinates efforts with the social work manager 


ensuring appropriate coordination of care for all 
Medicaid pediatric and obstetrical patients 


• Directs effort to ensure appropriate bed day 
management 


• Actively participates in community based task 
groups for maternal/child health 


• Develop policy and protocols related to the 
pediatric and obstetrical populations 


• Developed a face to face process for all 
Medicaid Postpartum discharges 


• Liaison between medical management and HPN 
Medicaid operations departments 


• Currently involved in a Nurse Leadership 
Executive Program 







Required Information: 
 
MMYYYY to MMYYYY:5/2009 to 12/2010 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Manager , Medical Management 
Obstetrics/Pediatrics/NICU 


• Manage inpatient case managers at all hospitals 
with obstetrics, pediatrics and NICU patients. 


• Developed the NICU Post Discharge Clinic 
• Developed new processes for NICU rounding. 
• Member of the March of Dimes Program 


Services Committee 
Required Information: 
 
MMYYYY to MMYYYY:9/2007 to 5/2009 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


Case Manager, Medical Management 
Obstetrics/Pediatrics Team 


• Onsite reviews and inpatient case management at 
various area hospital following obstetrical, 
pediatric and NICU patients. 


• Responsible for the coordination of transferring 
members from non-contracted facility to 
contracted facilities.  


Required Information: 
 
MMYYYY to MMYYYY:6/2003 to 9/2007 
Vendor Name: Encompass Health Management 
System 
Client Name: N/A 
Client Contact Name: Valerie Tuel 
Client Address, Phone Number, Email: 1776 
West Lakes Parkway, Des Moines, IA 50266 
(515) 223-2900 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


Case Manager, Utilization Review, Maternity 
Management Case Manager 


• Provided onsite hospital utilization reviews and 
case management for adult as and pediatric 
patients  


• Functioned as the lead case manager for all 
NICU patients for inpatient and outpatient case 
management needs 


• Helped establish a maternity management 
program 


Required Information: 
 
MMYYYY to MMYYYY:7/2002 to 6/2007 
Vendor Name: Colonial Home Health 
Client Name: N/A 
Client Contact Name: Christine Watson 
(deceased) 
Client Address, Phone Number, Email: 
Company Sold to Maxium Home Health 
Role in Contract/Project: 
Details and Duration of Contract/Project 


Pediatric Clinical Manager 
• Managed pediatric home health nurses, physical 


therapists, and speech therapists 
• Followed complex cases as well for home health 


needs 
• Established Home Synergis program 
• Liaison between home health agency and 


insurance providers 
• Developed policies for URAC compliance  







Required Information: 
 
MMYYYY to MMYYYY:6/1989 to 6/2002 
Vendor Name: St. Elizabeth Health Center 
Client Name: N/A 
Client Contact Name: Patricia Lane 
Client Address, Phone Number, Email: 1044 
Belmont Ave., Youngstown , Ohio 330(746-
7211) 
Role in Contract/Project: 
Details and Duration of Contract/Project 


Nursery/ Post-Partum Nurse, Director of Perinatal 
Education 


• Nurse in the well nursery and level II nursery for 
an inner city hospital with an average birth rate 
of 3000 deliveries per year. 


• Advanced to the department of perinatal 
education 


• Became the director of the education department 
• Responsible for the production of a teaching 


video that was provided to all patients delivering 
at the hospital. 


• Established a lactation program working towards 
becoming a Baby Friendly Hospital  


• Member of the education committee for JACHO 
compliance and state compliance 


• Developed programs for community based 
education and health fairs with the focus on the 
maternal/ child population 


• Liaison for the hospital and the Diocese of 
Youngstown. 


• Provided fertility awareness to the area parochial 
high schools and middle schools. 


•  Wrote, produced, and directed a teaching video 
for the Diocese of Youngstown for Natural 
Family Planning.   


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Kent State University 
Kent 
Ohio 
Bachelor of Science- Nursing                            1985 
CCM                                                                   2010 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


1. Dr. Allan Ebbin 
VP Healthcare, Quality and Education 
United Healthcare, Nevada 
2716 N. Tenaya Way 
Las Vegas, Nevada 89128 
702 242-7747 
 


2. Valerie Tuel 
Director , Encompass 


       1776 West Lakes Parkway 
       Des Moines, IA 50266 
       515 778-2295 


 
3. Valerie Grosjean 


Director Clinical Management 
United Healthcare 
2716 N. Tenaya Way 
Las Vegas, Nevada 89128 
702 797-2140 







 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


Ξ   Contractor �   Subcontractor 
Name: Terri Jacque, RN, MSN Ξ Key Personnel 
Classification: Director Clinical Services # of Years in Classification: 19 months 


Brief Summary: of 
Experience: 


19 months experience directing the prior authorization department in 
Nevada. Responsible for ensuring programs of prior authorizations meet 
regulatory compliance for Center for Medicare and Medicaid Services (CMS), 
and National Committee for Quality Assurance (NCQA). 


# of Years with Firm: 19 months 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 02/2011 to Present 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Direct Clinical Services 
• Responsible for the direction and leadership of the 


medical management health plan programs including 
prior authorization and new programs that support 
health plan initiations and regulatory guidelines 
related to medical management. 


• Direct efforts to meet membership prior 
authorization goals. 


• Directs efforts to meet operational segment and 
business goals, financial, customer/provider 
satisfaction, and execution. 


• Responsible to identify and execute operational 
efficiencies ensuring the staff have education, 
resources, and tools to complete task. 


• Directs efforts to ensure the prior authorization 
department maintains confidentiality, with 
adherence to ethic, legal and accreditation and 
regulatory standards. 


• Directs efforts to have prepared and present 
quarterly summary results to medical management 
leadership. 


• Interviewed, hired, and terminate employees. 
• Responsible for guiding and evaluating supervisory 


personnel in the performance of their job functions. 







Required Information: 
 
MMYYYY to MMYYYY: 01/2007 to 02/2011 
Vendor Name: Kingman Regional Medical 
Center (KRMC) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Director, Case Management/Utilization 
Management/Social Workers 
• Responsible for implementation, coordination, 


education, and supervision of case management 
model, utilizing social workers – no model had 
previously existed. 


• Responsible to assure continuous education of 
Center for Medicare and Medicaid Services (CMS) 
rules and regulations as well as education for The 
Joint Commission standards. 


• Responsible for obtaining contractual agreement, 
implementation, coordination, education, and 
supervision of Milliman criteria for appropriateness 
of admission and continued stay. 


• Direct efforts to ensure continued education for 
InterQual and evidence based guidelines for the best 
practice outcomes for patients. 


• Responsible for creating, implementation, 
coordination, education, and supervision of clinical 
pathways for safe discharge planning, utilization 
management and case and outcome management.  


• Directs efforts to meet operational segment and 
business goals, financial, patient/customer/provider 
satisfaction, and execution. 


• Interviewed, hired, and terminated employees. 
• Guided and evaluated supervisory personnel in the 


performance of their job functions. 
• Actively participated in performance improvement 


activities to ensure compliance with state and federal 
regulations, professional and company standards. 


• Instrumental in preparing the company for the Joint 
Commission of Accreditation of Healthcare 
Organization Survey. 


Required Information: 
 
MMYYYY to MMYYYY: 12/1992 to 12/2006 
Vendor Name: East Texas Medical Center 
(ETMC) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Nursing Informatics/Case Management/Utilization 
Review 
• Responsible and accountable for the development, 


implementation, coordination, and supervision of 
Siemen’s beta system Clinical Suite – the new 
electronic medical record creation.  


• Developed and implemented policies and procedures 
for the company based on the creation of clinical 
suite. 


• Interviewed, hired, and terminated employees. 
• Guided and evaluated supervisory personnel in the 


performance of their job functions. 
EDUCATION 


Description  
Institution Name: 
City: 


University of Texas at Tyler  
Tyler  







State: 
Degree/Achievement: 
Certifications: 


Texas  
Master of Science – Nursing Education 2005 
  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Texas at Tyler  
Tyler  
Texas  
Bachelor of Science – Nursing 2003 
  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Tyler Junior College  
Tyler  
Texas  
Associate Degree in Nursing  
  


 


 
 
 
1994 
 


 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


ΞContractor �   Subcontractor 
Name: Valerie Grosjean  Ξ Key Personnel 


Classification: 
Director, Medical & 
Clinical Operations # of Years in Classification: 7 


Brief Summary: of 
Experience: 


7 years of experience directing the Medicaid Managed Care inpatient and 
outpatient programs for Nevada.  Operational oversight of case management 
activities and initiatives that support utilization and financial performance. 


# of Years with Firm: 7 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Health Plan of Nevada, Inc. 
June 2005- present 
Director, Medical & Clinical Operations 


• Establish corporate initiatives and implement 
strategies to achieve utilization business and 
financial goals 


• Evaluate current health plan agreements and 
programs for ROI and direct the re-engineering 
and implementation of new and existing 
programs 


• Establish and maintain collaborative 
relationships with business partners both within 
the company and the community. 


• Collaborate with senior management of multiple 
company department to develop multi-functional 
advancement of programs 


• Analyze utilization and operational data to 
identify organizational opportunities and 
implement changes that are in alignment with 
corporate financial goals and strategic endeavors. 


• Collaborate with corporate leadership to achieve 
financial goals with provider and vendor 
contracting. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2000- April 2005 
Pinnacle Health Care- Las Vegas Nevada 
Sr. Director of Clinical Services 


• Provide direction and leadership for Hospitalists 
and Case Management programs in the Las 
Vegas area.  


• Support business development in new markets 
• Ensure that operational services and goals are in 


alignment with contracted managed care 
organizations. 


 
  







EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of St. Francis 
Joliette 
Illinois 
Masters of Science- Health Services Administration  2005 
 
Commission of Case Management Certification 
Certified Case Management 2005 to present 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Marc Briggs 
Regional Vice President 
UnitedHealth Care  
2525 Lake Park Blvd. 
West Valley City, Utah 84120 
Telephone:  801-982-3282 
Email:  marc.briggs@uhc.com 


 


Stephen Daniel Mc Bride, MD 
Chief Medical Officer 
UnitedHealth Care 
2716 N. Tenaya 
Las Vegas, Nevada 89128 
Telephone: 702-240-8700 
Email:  Stephen.McBride@uhc.com 


 


Lynn Rosenbach 
Chief Executive Officer 
Southwest Medical Associates 
2720 N. Tenaya 
Las Vegas, Nevada 89128 
Telephone:  702-242-7151 
Email:  Lynn.Rosenbach@uhc.com 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


Ξ   Contractor �   Subcontractor 
Name: David Stuczynski Ξ Key Personnel 


Classification: 
Recipient (Enrollee) 
Services Manager # of Years in Classification: 6 


Brief Summary: of 
Experience: 


Over 18 years of comprehensive contact center management experience 
covering a number of functions including inbound and outbound calls, 
customer service and sales.  Managed support functions including 
correspondence, e-mail support, chat service and vendor management. 


# of Years with Firm: 6 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 062007 to Present 
Vendor Name: Health Plan of Nevada  
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Call Center Director  
• Oversee call center functions for Member Services 


and Patient Services call centers 
• Ensure compliance with call center requirements for  


Commercial, Medicare and Medicaid products 
• Manage customer service call center operation for 


Part D drug plan 


Required Information: 
 
MMYYYY to MMYYYY: 062005 to 062007 
Vendor Name: Credit One Bank 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Call Center Manager  
• Oversee customer service operations for credit card 


program 


Required Information: 
 
MMYYYY to MMYYYY: 022003 to 062005 
Vendor Name: Wells Fargo 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Personal Banker 
• Promote bank products and services, generate new 


accounts and loans 


EDUCATION 
Description  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


State University of New York  
Buffalo  
New York  
Bachelor of Arts – Economics 1989 
  







REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


1. Pam Smith 
Director CR&R 
P (702) 243-8431 
F (702) 869-2484 
pam.smith1@uhc.com 
 
2. Melinda Fife 
Call Center Manager 
P (702) 242-7567 
F (702) 869-2484 
melinda.fife@uhc.com 
 
3. Jerilee Buerck 
Senior Regulatory Affairs Analyst 
P (702) 243-8598 
F (702) 869-2484 
jerilee.buerck@uhc.com 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


Ξ   Contractor �   Subcontractor 
Name: Michelle Walker Ξ Key Personnel 
Classification: Director, Provider Services # of Years in Classification: 4 


Brief Summary: of 
Experience: 


An accomplished results-driven management professional with extensive 
Healthcare/Managed Care Network Development, Contracting and 
Credentialing background. Approximately 12 years of proven leadership and 
project management experience, exceptional interpersonal, motivational, 
team-building and decision-making skills. Adapt quickly to changing 
situations and priorities. Possess a solid understanding of network 
requirements as they relate to Medicare, Medicaid and commercial lines of 
business. Hands-on experience in all aspects of Network Development, 
Contracting and Credentialing. 


# of Years with Firm: 12 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 062008 to Present 
Vendor Name: Health Plan of Nevada 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Director, Provider Relations 
• Successfully manage staff and daily production of 


provider relations and credentialing activities 
• Responsible for full range of provider relations 


interactions, including working on end-to-end 
provider claim concerns, provider education on 
applicable health plan policies and guidelines and 
training and development of provider education 
programs 


• Implement programs to build and nurture positive 
relationships between the health plan, providers 
(physician, hospital, ancillary, etc.), and practice 
managers 


• Direct and implement strategies relating to the 
development and management of a provider 
network, identifying gaps in network composition 
and services and ensuring established access and 
availability standards are adhered to by network 
providers 


• Collaborate with internal departments to implement 
operational changes  


• Ensure all provider relations and credentialing 
activities and reporting are conducted in accordance 
with state and federal guidelines and accreditation 
standards 







Required Information: 
 
MMYYYY to MMYYYY: 062005 to 062008 
Vendor Name: Sierra Health Services, Inc. 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Manager, Network Development and Contracts 
• Provide direct management oversight to contracting 


and credentialing employees 
• Responsible for the development and maintenance of 


Commercial, Medicare and Medicaid HMO provider 
networks and PPO provider network in Nevada and 
surrounding areas 


• Negotiate contract language and reimbursement 
rates with providers and facilities for various 
provider networks 


• Assist providers daily in resolution of inquires/issues 
with regard to operational and servicing concerns, 
claims payment, etc. 


• Negotiate contracts, amendments and individual 
letter of agreements with various in area and out of 
area providers 


• Negotiate reimbursement rates with providers based 
on a variety of payment methodologies, including 
capitation, per diem, global rates, discounted fee-for-
service 


• Work daily with internal departments to resolve of 
variety of operational issues/questions that may 
arise, to include: Legal Department, Claims 
Department, HCSA, Case Management, Member 
Services, Sales, etc. 


Required Information: 
 
MMYYYY to MMYYYY: 102003 to 052005 
Vendor Name: Sierra Health Services, Inc. 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Provider Network Analyst/Project Manager 
• Assist vice president in the development and 


negotiations of risk sharing, facility, ancillary and 
other high-level agreements 


• Coordinate utilization and reimbursement analysis 
for current and potential providers 


• Responsible for department compliance with NCQA, 
CMS and all other state or federal legislative 
guidelines 


• Coordinate the resolution of issues relating to 
provider contracts re: claims, credentialing, 
capitation and compliance. 


EDUCATION 
Description  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Southern Illinois University  
Carbondale  
Illinois  
Bachelor of Science – Healthcare Management 1994 - 1998 
  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Academy of Healthcare Management  
Las Vegas  
Nevada  
  
PAHM Certification 2002 







REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


1. Lynn Rosenbach 
Chief Executive Officer  
Southwest Medical Associates  
2720 N. Tenaya Way  
Las Vegas, Nevada  89128  
Phone: 702-560-2821  
Lynn.Rosenbach@uhc.com 
 
2. Scott Cassano 
Vice President 
United Healthcare – Nevada Market 
2720 N. Tenaya Way  
Las Vegas, Nevada  89128 
Phone: 702-242-7070  
scott.cassano@uhc.com 
 
3. Simone Cook 
Director, Managed Care, NV  
St. Rose Dominican Hospitals 
1776 E. Warm Springs, Ste #100 
Las Vegas, Nevada 89119 
Phone: (702) 616-7620 
Simone.Cook@DignityHealth.org 
 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


Ξ   Contractor �   Subcontractor 
Name: Pam Smith Ξ Key Personnel 
Classification: Grievance Coordinator # of Years in Classification: 9 


Brief Summary: of 
Experience: 


23 total years of managed care experience with 14 years in management. 9 
years of management accountable for compliance with state, federal and 
regulatory requirements for appeals and grievances.  


# of Years with Firm: 23 years 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
062003 to Present: 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Director, Customer Response and Resolution (CR&R) 
• Accountable for compliance with various regulatory 


requirements (state, federal, CMS, NCQA) and 
healthcare reform) as it relates to complaints, 
appeals, and grievances. 


• Provide leadership, direction, goals and expectations 
as it relates to the regulatory requirements for 
appropriate review, investigation and handling of 
appeals, complaints and grievances.  


• Reporting for trending and analysis of appeals, 
complaints and grievances. Provides trending 
analysis to various committees and board of 
directors.   


• Oversight of reporting responsibilities for accuracy 
of data and compliance with reporting requirements. 


• Analyze data to identify trends and root cause 
analysis. Reports results to various committees, task 
forces and board of directors. 


• Implements effective interventions through 
collaboration with multiple departments and/or 
medical directors to improve member/provider 
satisfaction with the expectation of an overall 
reduction in the category of the appeal, complaint 
and/or grievance.  


• Accountable for successful audits conducted by the 
various regulatory agencies (State, Federal, CMS, 
NCQA). 


• Accountable for CMS Star Rating of 4 for all 
measures affecting appeals and grievances. 


• Accountable to manage department within budget 
constraints without jeopardizing the quality of work 
or regulatory requirements. 







Required Information: 
 
061998 to 062002: 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Manager, Customer Service 
• Provide leadership and direction for performance 


guarantee requirements, departmental standards, 
goals and objectives. 


• Accountable for call handle rates. 
• Accountable for appropriate staffing, policy and 


procedures, annual evaluations, coaching and 
mentoring for staff development.  


• Accountable for compliance with various regulatory 
agencies as it related to customer service (for 
example NCQA) 


• Provided quarterly and annual reports of 
departmental achievements. 


• Accountable for review, investigation and response 
to various Department of Insurance inquiries. 


• Participant in various committees and task forces as 
it related to customer service. 


• Performed random auditing for customer service 
skills and accuracy of information provided. 


• Responsible to provide staff with updates and 
changes affecting benefits, employers, brokers, etc. 


Required Information: 
 
061994 to 061998: 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Supervisor,  Member Services 
• Supervised up to 30 employees at any given time. 
• Responsible for the training of member services 


representatives. 
• Monitored incoming/outgoing calls and reassigned 


staff as necessary to meet call handle rates. 
• Responsible for appropriate staffing and 


departmental call handle rates. 
• Responsible for annual reviews, coaching and 


mentoring of staff for excellent customer service.  
• Liaison between member services and other internal 


departments for resolution of member and provider 
issues. 


• Coordinated, facilitated and participated in 
Grievance Committee Reviews.  Responsible for 
case preparation for a full and fair review of the 
issue by the Grievance Committee. 


EDUCATION 
Description # of Years Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Farmington High School  
Farmington  
New Mexico  
High school diploma 1975 
Various classes and management courses offered 
through Sierra Health Services and United Healthcare  


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


1. David Stuczynski, Assistant Vice-President,  
Call Center 
P  (702) 736-8709 
F (702) 869-2484 
david.stuczynski@uhc.com 
 
2. Dean Tsai, MD, Medical Director, Family 
Home Hospice 
P (702) 702-560-2851 
F (702) 383-9826 
dean.tsai@uhc.com 
 
3. Marc Briggs, Regional Vice-President 
P (801) 928-4519 
F (801) 982-3282 
marc.briggs@uhc.com 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


ΞContractor �   Subcontractor 
Name: Corrine, Spaeth  Ξ Key Personnel 
Classification: Director Claims Processing # of Years in Classification: 30 
Brief Summary: of 
Experience: Responsible for administration of all aspects of claims processing.  
# of Years with Firm: 30 


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 01/2001- Present 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Health Plan of Nevada, Inc. 
January 2001 to Present 
Director,  Claims Processing 


• Under the direct supervision of the AVP, responsible 
for the administration of automated medical claims 
systems on a corporate-wide basis. 


• Duties include the establishment of production 
standards, review of error ratios, and maintenance of 
turn-around time. 


• Recommend technological improvements and 
consults in all matters concerning claims 
management and training. 


• Responsible for areas of image scanning, vertexing of 
data and all claim adjudication of all product lines. 


• Monitor of aging, production, accuracy and state and 
federal regulations with regard to timelines 


Required Information: 
 
MMYYYY to MMYYYY: 05/1998 to 01/2001 
Vendor Name: Health Plan of Nevada 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Health Plan of Nevada 
May 1998 to January 2001 
Manager, HPN Claims Processing 


• Responsible for day-to-day operations for the HPN 
claims teams. 


• Coordinates and monitors QA methods/standards for 
all HPN team functions. 


• Implementation of new initiatives and programs 
impacting all Claims Operations Services team, 
taking the lead for HPN. 


• Implementation of new initiatives and workflow that 
reduce pended claims, while complying with 
regulatory guidelines for claims turnaround. 


• Oversight and management of HPN’s 
Reconsideration process ensuring timeliness and 
quality across all impacted teams. 







 Health Plan of Nevada 
September 1997 to May 1998 
Supervisor, Claims Administration 


• Supervise the processing of claims by monitoring, 
planning and work distribution. 


• Responsible for meeting and reporting established 
production, quality and cycle time standards. 


• Responsible for the acquisition, development and 
evaluation of employees. 


• Directs the development and/or revision of claim 
policies and procedures.  


• Facilitate service to internal and external customers 
by interacting the HPN departments and upper 
management 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of North Dakota 
Grand Forks 
North Dakota 
Bachelors of Science 
H.I.A. Accreditation (Health Insurance Associate) 


REFERENCES 
Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


 


Alice Fitzpatrick 
Retired:  Assistant Vice President of Claims Operations 
United Healthcare 
7817 Mill Hopper Avenue 
Las Vegas, Nevada  89128 
Telephone:  702-254-1711 
Email:  fitz035@cox.net 


David M. Marlon 
President, Solutions Recovery, Inc. 
9811 W. Charleston Blvd., Suite 2626 
Las Vegas, Nevada  89117 
Telephone:  702-228-8520 
Fax:  702-448-7205 
Email:  dmarlon@solutionsvegas.com 


Jody Evans 
State Farm Insurance Agent 
8450 West Sahara, Suite 111 
Las Vegas, Nevada  89117 
Telephone:  702-251-9760 
Fax:  702-251-7020 
Email:  Jody.evans.cq0s@statefarm.com 
 


 
 


 



mailto:fitz035@cox.net

mailto:dmarlon@solutionsvegas.com

mailto:Jody.evans.cq0s@statefarm.com





12 
RESUME 


MICHELLE AGNEW, MBA, MHCM 
8524 Estrelita Drive, Las Vegas, NV 89128 


(702) 812-8396 
 


 
COMPANY NAME: Health Plan of Nevada, Inc. 


Ξ   Contractor �   Subcontractor 
Name: Michelle Agnew Ξ Key Personnel 
Classification: Executive Director # of Years in Classification: 12 


Brief Summary: of 
Experience: 


Over twenty-three year management/leadership experience, multitask orientated, 
ability to work under highly stressful situations, ability to travel without restraints. 
MOU/MOA & contract knowledge, grant compliance & implementation, business & 
location development, OSHA & safety knowledge, human resources experience, 
financial & budgetary, program enhancement & development, communicator, media 
experience, state agency knowledge, marketing & promotions, capital campaigns, 
proficient in most computer software,  accounting (A/R & A/P), payroll, medical 
terminology, billing and insurance, HMO, PPO, FFS, Medicaid, Medicare, 
contractual & non-contractual agreements, claims, coding, ICD9/CPT, etc. 


# of Years with Firm: 2.5 years 
RELEVANT PROFESSIONAL EXPERIENCE 


MMYYYY to Present: 06/2010 to Present 
Vendor Name: Health Plan of Nevada 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


06/2010 to Present – Executive Director 
Health Plan of Nevada, Inc. 
Behavioral Healthcare Options, Inc. (BHO) 
Provide the expertise of the behavioral health specialty 
within Health Plan of Nevada. Responsible for all 
behavioral health operations and complete operational 
and clinical oversight of subcontracted capitated entity 
for behavioral health.  


MMYYYY to MMYYYY: 02/2000-02/2010 
Vendor Name: Nevada Health Centers, Inc. 
Client Name: 
Client Contact Name: Steven Hanson 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


02/2000 to 02/2010 – Chief Operations Officer 
Nevada Health Centers, Inc. (NVHC) 
Federally Qualified Health Center 
Responsible for the operations and Human Resources of 
the largest nonprofit in the state of Nevada. Private not-
for-profit organization, FQHC 501(c)3, consisting of 36 
sites statewide, 340 employees, 180,000 patient visits 
with an annual budget exceeding 35 million. Services 
included family practice, call center, Women Infant 
Children program, dental, homeless, mammography, 
behavioral health, eligibility and outreach programs and 
Obstetrical/gynecology practices. Directly responsible 
for all operations, human resources, physical plant, 
budgets, expansion, developing and enhancing programs 
and formulating strategic planning.  


  
EDUCATION 







Institution Name: 
City: 
State: 
Degree/Achievement: 
 


University of Phoenix (Nevada campus) 
Las Vegas 
Nevada 
Master Business Administration (MBA) 
Master of Health Care Management (MHCM) 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Steven C. Hansen 
President/CEO Presbyterian Medical Services 
New Mexico, FQHC 501(c)3 
(505) 629-6917 
1422 Paseo de Peralta, Santa Fe, New Mexico, 
87501 
Steve_hansen@pmsnet.org 
 
Dr. Carl Heard 
Chief Medical Officer, St. Mary’s 
Nevada 
(775) 450-6545 
8880 West Sunset Road, Las Vegas, NV 89148 
carlheard@carlheard.com 
 
Les Grey 
Medical Operations Consultant 
(248) 369-6164 
Les_grey@yahoo.com 
 
 
 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


ΞContractor �   Subcontractor 
Name: Ryan Bitton  Ξ Key Personnel 
Classification: Director Pharmacy Services # of Years in Classification: 6 


Brief Summary: of 
Experience: 


Direct 30 employee pharmacy management department including formulary 
management, affordability initiatives,  pharmaceutical contracting, call center 
management, prior authorization workflow management, pharmacy representative on 
various internal committees, management of clinical corporate pharmacists, and 
pharmacists working in ambulatory care clinics 


# of Years with Firm: 6 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present:04/2011 to present 
Vendor Name: Health Plan of Nevada 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Health Plan of Nevada, Inc. 
April 2011- present 
Director Pharmacy Services 


• Oversee a department of 30 employees which operate 
and oversee a pharmacy and provider help desk 


• Prior authorization process  
• Anti-coagulation clinic  
• Pharmacy network oversight 
• Pharmacy benefit managers for our Commercial, 


Medicare, and Medicaid lines of business 
• Provide clinical and operational services to 


Southwest Medical Associates (the largest physician 
group in Southern Nevada).   


• Pharmacy &Therapeutic process, the formularies for 
each line of business 


• Liaison with pharmaceutical manufacturers 
• Accreditation with NCQA pharmacy lead 
• CMS compliance for Part D lead, Part D Medicare 


Star Ratings lead,  
• Pharmacy Benefit Management  relationships 
• Oversight of the continued integration into United 


Healthcare processes 
Required Information: 
 
MMYYYY to MMYYYY:08/2007-04/2011 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Health Plan of Nevada, Inc. 
August 2007- April 2011 
Manager, Pharmacy Services         


• Responsible for pharmaceutical contracting  
• Call center management  
• Prior authorization workflow management 
• Pharmacy representative on internal committees 
• Management of clinical corporate pharmacists, and 


pharmacists working in ambulatory care clinics 
• Clinical Prior Authorization Review Pharmacist, 


review prior authorization, non-formulary, and step-
therapy requests for Commercial, Medicare, and 
Medicaid lines of business 


 







MMYYYY to MMYYYY: 12/2000-03/2007 
Vendor Name: Walgreens 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Walgreens          
December 2000-March 2007 


• Floating staff pharmacist throughout the Boise, Idaho 
area-22 months 


• Technician and Intern in Idaho Falls, Pocatello, 
Boise, and Nampa-4 ½ years 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Idaho State University 
Pocatello 
ID 
Doctor of Pharmacy 
                           


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Boise State University 
Boise 
ID 
Master in Business Administration 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Steve Evans, M.D. 
9908 Glenrock Drive, 
LV, NV 89134 
H8sucla@gmail.com 


 


Susan Maddux 
UnitedHealthcare, Employer & Individual 
Pharmacy Solutions 
13655 Riverport Drive 
Maryland Heights, MO 63043 
314-592-7531 
susan_v_maddux@uhc.com 


 


Lida Etemad 
UnitedHealthcare, Employer & Individual 
Pharmacy Solutions 
5901 Lincoln Drive 
Edina, MN 55436 
Lida_etenad@uhc.com 


 



mailto:H8sucla@gmail.com

mailto:Lida_etenad@uhc.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc.  


Ξ   Contractor �   Subcontractor 
Name: Lisa Jolly Ξ Key Personnel 


Classification: 
Compliance Officer, 
Medicaid Operations  # of Years in Classification: 1.5 


Brief Summary: of 
Experience: 


Licensed attorney with six years of experience working in regulatory and 
compliance roles within the Health plan.  


# of Years with Firm: 6 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
022811 to Present: 
Vendor Name: Health Plan of Nevada (HPN) 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Associate Director of Compliance- Medicaid Operations  
• Develops, implements and maintains the 


Medicaid compliance program. 
• Responsible for managing compliance with 


Medicaid contract.  
• Coordinates and develops reports, projects, and 


assessment tools to verify compliance. 
• Establishes and implements policies/ 


procedures and best practices to promote 
compliance with applicable laws and 
contractual obligations. 


• Conducts legal research and monitors changes 
in requirements to mitigate risks and achieve 
compliance. 


• Supports the collection of data for program 
audits and facilitates remediation where 
necessary.  


• Develops compliance communications for staff 
and providers.  


• Responsible for increasing compliance 
awareness among health plan staff.  


• Drives Medicaid compliance problem 
resolution.  


 
 







Required Information: 
 
050110 to 022511: 
Vendor Name: UnitedHealthcare 
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Business Consultant 
• Acted as a resource regarding the interpretation 


and implementation of the Patient Protection 
and Affordable Care Act (PPACA). 


• Participated in operational strategy meetings 
regarding the compliance and implementation 
of PPACA. 


• Completed legal research regarding PPACA 
implementation and its application to the Sierra 
Health and Life and Health Plan of Nevada 
products.   


• Drafted, filed and received Department of 
Insurance approval for Sierra Health and Life 
and Health Plan of Nevada Individual and 
Group, PPACA policy endorsements. 


• Completed research regarding the Medicare 
Improvements and Patients and Providers Act 
(MIPPA) as it applied the Medicare Supplement 
(Medigap) business.   


• Drafted new Medicare Supplement materials to 
incorporate changes recommended by the 
National Association of Insurance 
Commissioners and required under MIPPA.    


• Filed materials with Department of Insurance 
and responded to all requests for information.   


• Received approval for MIPPA compliant 
materials.   


• Organized and participated in operational 
meetings regarding strategic planning for 
Medicare Supplement line of business.     







Required Information: 
 
092303 to 121507: 
Vendor Name: Sierra Health Services  
Client Name: N/A 
Client Contact Name: N/A 
Client Address, Phone Number, Email: N/A 
Role in Contract/Project: N/A 
Details and Duration of Contract/Project: N/A 


Contract Administrator 
• Responsible for ensuring compliance with state 


and federal regulations of insurance products, 
agreements, contracts and corresponding 
marketing materials with respect to Medicare 
Supplement lines of business.  


• Maintained documentation of Medicare 
Supplement regulatory filings, dispositions and 
correspondence.  


• Drafted Medicare Supplement insurance policy 
language and application materials in 
accordance with state and federal guidelines. 


• Researched, analyzed and summarized 
applicable state and federal regulations. 


• Responsible for communications between state 
Departments of Insurance and Sierra Health and 
Life. 


• Acted as a resource for internal departments 
regarding interpretation of insurance policy 
language. 


• Completed research and analysis for internal 
departments regarding the application of federal 
and state regulations to policyholder/member 
care. 


• Prepared and coordinated annual and quarterly 
regulatory filings in accordance with applicable 
state and federal laws. 


• Reviewed and edited marketing materials to 
ensure compliance with state regulations.   


• Assisted in the transition of operations of 
Medicare Supplement product from a Third 
Party Administrator to in-house resources.   


• Interacted with Hospital Administrators 
regarding Medicare Select agreements and was 
responsible for driving problem resolution.  
 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


William S. Boyd School of Law- University of Nevada, Las Vegas  
Las Vegas 
Nevada 
Juris Doctorate      
Nevada Bar License: #8516                                                                            


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of California, Irvine 
Irvine 
California 
Bachelor of Arts- Criminology, Law & Society 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


1.Kelly Simonson 
Assistant Vice President, Medicaid Operations a 
Health Education & Wellness 
2716 N. Tenaya Way 
Las Vegas, NV 89129 
Telephone: 702-242-7497 
Fax: 258-3563  
Email Kelly.simonson@uhc.com 
 
2. David M. Marlon 
President, Solutions Recovery Inc. 
9811 W. Charleston Blvd, Suite 2626 
Las Vegas, NV 89117 
Telephone: 702-228-8520 
Fax: 702-448-7205 
Email dmarlon@solutionsvegas.com 
 
3. Elda Luna Sidhu 
General Counsel 
University of Nevada, Las Vegas 
4505 Maryland Parkway, Box 451085 
Las Vegas, Nevada  89154-1085 
Telephone: (702) 895-5185 
Fax: (702) 895-5299 
elda.sidhu@unlv.edu 
 


 



mailto:Kelly.simonson@uhc.com

mailto:dmarlon@solutionsvegas.com

mailto:elda.sidhu@unlv.edu





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada 


Ξ   Contractor �   Subcontractor 
Name: Darren Mehling Ξ Key Personnel 
Classification: AVP-Operations # of Years in Classification: 3 


Brief Summary: of 
Experience: 


Supports Nevada operations by providing management in the areas of 
reporting, analysis, data management and various program initiatives.  Create 
financial/account information, statistical charts and reports that improved cost 
containment and provided senior management with data utilized for decision 
support.  Develop processes and procedures to administer the reconciliation of 
multi-million dollar programs such as Medicare Secondary Payer tracking, 
Medicare Pharmacy Data Event (PDE) reconciliation and Capitation recovery. 


# of Years with Firm: 15 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


042009 to Present 
Health Plan of Nevada 
Assistant Vice President - Operations 
Support Nevada operations by providing management in 
the areas of reporting, analysis, data management and 
various program initiatives.  Createp financial/account 
information,  statistical charts and reports that improved 
cost containment and provided senior  management with 
data used in the decision making process.   Develop 
processes and procedures to administer the 
reconciliation of multi-million dollar programs such as 
Medicare Secondary Payer tracking, Medicare 
Pharmacy Data Event (PDE) reconciliation and 
Capitation recovery. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


052006 to 042009 
Health Plan of Nevada 
Director, Reporting, Analysis and Operations 
Directed a team of full-time employees whose mission 
was to provide standard and ad-hoc reports for the 
Managed Care Division.  Architected processes to 
standardize reports ranging from computation of Sales 
Incentives to Pharmacy Utilization statistics.  Designed 
and implemented a Pharmacy Claims data mart which 
was utilized to streamline Pharmacy reporting.  
Developed coding standards, source protocols and 
developmental procedures to produce quality results - 
consistently.  Responsible for all aspects of employee 
relations such as job descriptions, hiring, evaluations 
and staff development 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


042003 to 052006 
Health Plan of Nevada 
Senior Database Administrator/Data Architect 
Managed production instances (SQL Server and Oracle 
RAC) ranging in size from less than 1GB to over 
400GB.  Responsible for all aspects of administration 
such as Backup, Recovery , Database Replication, 
Account Administration, Memory settings (including 
Address Windowing Extensions) and storage plan.  
Developed a set of jobs to monitor blocking and log 
server statistics that were utilized to establish 
performance baselines/troubleshoot performance issues.  
Developed a database deployment standards document 
that was used by other DBA’s when they were 
creating/administrating instances.  Architected a variety 
of data models such as inventory management (a data 
model used to track IT infrastructure), surveys, and Task 
Requests/fulfillment. 
 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


George Mason University 
Fairfax 
Virginia 
BS-Economics 
 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Mike Ehlman 
Director of Managed Care Applications 
Health Plan of Nevada 
702-242-7464 
Michael.Ehlman@uhc.com 
 
Michael Goffinet 
Self Employed 
702-234-9993 
michaelgoffinet@cox.net 
 
Keith Stumbaugh 
Purchasing Manager 
Steel Edge, Inc. 
702-672-4667 
kgsrangers@cox.net 


 



mailto:Michael.Ehlman@uhc.com





2.5 
PROPOSED STAFF RESUME 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Health Plan of Nevada, Inc. 


 Ξ Contractor �   Subcontractor 
Name: Shaun Schoener  Ξ Key Personnel 


Classification: 
Associate Director/Network 
Contracting # of Years in Classification:  2.5 


Brief Summary: of 
Experience: 


Seven years of experience in managed care provider network negotiations, 
contracting and analysis. Develop and enhance provider networks for multiple 
lines of business within the managed care organization. Negotiate contracts 
and reimbursement rates for hospital, physician and ancillary providers.  


# of Years with Firm: 7 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
02/2010 to Present 
Vendor Name: Health Plan of Nevada, Inc. 
Client Name:N/A 
Client Contact Name:N/A 
Client Address, Phone Number, Email:N/A 
Role in Contract/Project:N/A 
Details and Duration of Contract/Project:N/A 


02/2010 to Present:  Associate Director/Network 
Contracting – Conduct and assist in cost effective, high 
level negotiations with professional, facility and 
ancillary healthcare providers on behalf of all lines of 
business.  Perform complex fiscal analysis with strong 
analytical thinking. 
 
 


Required Information: 
 
11/2005 to  01/2010 
Vendor Name: Health Plan of Nevada, Inc. 
Client Name:N/A 
Client Contact Name:N/A 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


11/2005 – 01/2010: Provider Network Analyst - 
Coordinate/supervise special projects as they pertain to 
providers, clients, contracts and negotiations.  
Coordinate the resolution of issues relating to provider 
contracts re: claims, credentialing, capitation and 
compliance with contractual agreements. Ensure 
departmental compliance with state and federal 
regulations and requirements.     


Required Information: 
 
11/2004 – 10/2005 
Vendor Name: Strategic Solutions 
Client Name:N/A 
Client Contact Name:N/A 
Client Address, Phone Number, Email:N/A 
Role in Contract/Project:N/A 
Details and Duration of Contract/Project:N/A 


11/2004 – 10/2005 - Communications & Policy 
Manager – Perform professional level statistical analysis 
and research for clients, including the healthcare 
industry.  Determine appropriate analytical techniques 
and data gathering processes in order to obtain required 
information for reliable and valid measures. 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Nevada, Las Vegas 
Las Vegas 
NV 
Bachelor of Arts in Political Science and Master of Public Administration 
 
 







 
 


REFERENCES 
Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Rory Reid 
Attorney, Lionel Sawyer & Collins 
 (702) 383-8836 - phone 


 


Dan Giraldo 
Director, Government Affairs 
Bank of America 
(702) 338-4191 


 
Thom Reilly, President;  
The Reilly Group 
 (702) 809-1092 - phone 


 







•  
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc.  


Ξ   Contractor �   Subcontractor 
Name: Lori Yadav Ξ Key Personnel 


Classification: 
Assistant Vice President, 
Group Services # of Years in Classification: 13 


Brief Summary: of 
Experience: 


Twenty three years directing and managing operational areas as it relates to 
enrollment, eligibility, case installation, billing, commissions, collections and 
accounts receivable for commercial and government programs. 


# of Years with Firm: 23 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 10/24/1989 to present 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Health Plan of Nevada 
10/24/1989 to Present 
Assistant Vice President, Group Services 
Twenty three years directing and managing operational 
areas as it relates to enrollment, eligibility, case 
installation, billing, commissions, collections and 
accounts receivable for commercial and government 
programs. 
 


  
  


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Western Governors University 
4001 South 700 East, Suite 700 
Salt Lake City, UT 84107 
B.S. Business-Information Technology Management 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


• Kyle Clingo, Sr. Vice President, Health 
Plan of Nevada, Inc., 702-242-7379, 
kyle.clingo@uhc.com 


• Patricia Lopes, Accountant, H & R Block, 
702-683-3725, plopes@embarqmail.com 


• Terry Jicinsky, Sr. Vice President 
Operations, Las Vegas Convention Center 
and Visitors Authority, 702-892-0711, 
tjicinsky@lvcva.com  


 



mailto:kyle.clingo@uhc.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Health Plan of Nevada, Inc. 


ΞContractor �   Subcontractor 
Name: Raymond D. Rawson, DDS, MA  Ξ Key Personnel 
Classification: Dental Director # of Years in Classification: 7 


Brief Summary: of 
Experience: 


18 years providing dental quality and utilization review.  Authorization 
oversight of dental case activities and appeal and grievances support for 
dental cases. Clark County Peer Review Committee member for 2 years.  
Director of dental programs, University and Community College System of 
Nevada for 27 years. Dental director and professor, Community College of 
Southern Nevada for 26 years. 48 years as clinical dentist in private practice, 
Las Vegas, NV.  


# of Years with Firm: 7 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: June 2005 to Present 
Vendor Name: Health Plan of Nevada 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Health Plan of Nevada, Inc. 
June 2005- present  
Dental Director; responsible for the oversight and, 
implementation and review of the dental program. 
Member of the health plan’s dental quality and dental 
utilization management committees. Provides oversight 
and revisions of the health plan’s dental care standards, 
practice guidelines and protocols. Reviews quality of 
care issues and provides oversight of plans of correction. 
Oversight of dental network recruiting activities. Works 
with provider network to provide training and education.  


MMYYYY to MMYYYY: 2045 to Present 
Vendor Name: Quality Assurance & Utilization 
Review Organization 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Dental Director Services 
1994 – Present 
Dental Director of the Quality Assurance and Utilization 
Review Organization.  
Provides oversight of quality and utilization services 
related to dental care.  


MMYYYY to MMYYYY: 1968 to Present 
Vendor Name: Private Dental Practice 
Client Name: NA 
Client Contact Name: NA 
Client Address, Phone Number, Email: NA 
Role in Contract/Project: NA 
Details and Duration of Contract/Project: NA 


Private Dental Practice 
1968-Present 
Provide family dentistry in private practice setting.  
 


EDUCATION 







Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Nevada Las Vegas 
Las Vegas 
Nevada 
Bachelors of Science 
D.D.S. Loma Linda University, School of Dentistry 
Armed Forces institute of Pathology, Bethesda, MD 
American Board of Forensic Odontology 
American Board of Oral Medicine 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Richard Layton, CPA & Forensic Auditor 
Layton Layton & Tobler LLP, CPA's  
606 S. 6th Street 
Las Vegas, NV 89101 
702-384-1995 


 


Edward E. Herschaft, DDS  
Professor (with Tenure) UNLV -School of 
Dental Medicine 
1001 Shadow Mountain Ln. MS7412 
Las Vegas, NV 89106 
702-300-2255 
702-895-1410 
 


 


Kerry Davis, DDS  
CSN Dental Faculty Practice  
6375 W Charleston Blvd, Suite A500 
Las Vegas, NV 89146 
702-651-5510 
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1.8 Coordination with the State-Designated Health Insurance Exchange 
(HIX) 


In addition to providing Medicaid Managed Care services, the Vendor must also provide, at a 
minimum; one (1) Silver and one (1) Gold Qualified Health Plan (QHP) on the Individual Exchange 
of the State designated Health Insurance Exchange (HIX), which could be either a State HIX or the 
federal HIX. Lack of a Gold and Silver QHP in the State-designated HIX will disqualify any 
submitted bid. The QHPs offered pursuant to this requirement must meet the qualifications of an 
MCO Transition QHP (to distinguish these plans from other QHPs that may not meet the following 
standards), as described below.  


The purpose of this requirement is to minimize adverse impacts and improve continuity of care of 
individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize the 
negative impacts related to recipients who move, sometimes frequently, between the programs, due to 
changes in eligibility status. An MCO Transition QHP must: 


1.8.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care 
and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or ACA) 
and the associated Federal regulations; 


1.8.2 Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance; 


1.8.3 Be certified as a QHP in accordance with the criteria determined by the State-designated HIX;  


1.8.4 Be able to accept enrollees during the initial open enrollment of the State-designated HIX 
beginning October 1, 2013 for an initial effective date of coverage of January 1, 2014; 


1.8.5 Use the same provider network as is available to those eligible for Medicaid in addition to any 
network adequacy standards set by the State-designated HIX; 


1.8.6 Be available to consumers in the same geographic area as the geographic area served by the 
Vendor’s MCO; 


1.8.7 Coordinate prior authorizations and edit patterns for members who transition between the 
Vendor’s MCO and the Vendor’s QHP; 


1.8.8 Use a formulary that is similar to that of the Vendor’s MCO. If a drug or its generic 
equivalent is covered by the Vendor’s MCO but is not covered by the MCO Transition QHP, the 
MCO Transition QHP must cover that drug as it would any other similar tier drug (same cost sharing) 
for a period of time as determined by a transition plan dictated by medical necessity, potential side 
effects, etc.; 


1.8.9 Cover any benefit required to be covered by Vendor’s MCOs, that is not otherwise part of 
Nevada’s Essential Health Benefits package, for a period of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc.; and 


1.8.10 Be priced reasonably as compared to other QHPs available on the Exchange. To be “priced 
reasonably,” MCO Transition QHP premiums (before the Federal Advanced Premium Tax Credit is 
applied) must be no more than 15% greater than the median premium offered on the Exchange for 
similarly situated individuals (based on age, smoking status, family size and geographic location). 
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The Vendor is not required to offer QHPs on the SHOP Exchange of the State-designated HIX at this 
time. The Vendor is not required to offer platinum, bronze or catastrophic QHPs on the State-
designated HIX at this time. This requirement does not preclude the Vendor from offering other 
QHPs at any of the metal tiers on the Individual or SHOP Exchanges within the State-designated 
HIX. Additionally, the Vendor may designate other QHPs (at any of the metal tiers on the Individual 
or SHOP Exchanges within the State-designated HIX) as MCO Transition QHPs if such QHPs meet 
the requirements described in this section. The MCO Transition QHP designation may be displayed 
on the website of the State-designated HIX where QHPs are sold, as other quality indicators may be 
displayed, at the discretion of the State-designated HIX. 


Please provide a statement indicating your willingness to comply with this section. Please provide 
sample transition plans for drugs and services that may be covered by the MCO but not covered by 
the MCO Transition QHP. Please provide any additional criteria that should be included to minimize 
the adverse impacts of churn. 


The DHCFP reserves the right to modify this Section to meet the requirements and regulations of the 
State and/or federal HIX, as determined by the Nevada Governor, the Nevada State Legislature, the 
Center for Consumer Information and Insurance Oversight (CCIIO), and/or other federal government 
entities. 


“Please provide a statement indicating your willingness to comply with this section. Please provide 
sample transition plans for drugs and services covered by the MCO but not covered by the MCO 
Transition QHP. Please provide any additional criteria that should be included to minimize the 
adverse impacts of churn.” 


Health Plan of Nevada is willing to comply with this Section 1.8 as detailed below. HPN fully 
supports the efforts and intentions of the HIX Board and DHCFP to address concerns related 
to Network, Benefit and pricing assurances as the Nevada Health Insurance Exchange is 
implemented. HPN recognizes that there are many significant details regarding the HIX that 
are not known as of the submission of this proposal and, therefore, HPN commits to continue to 
participate on the various committees of the HIX Board and to help effectuate an optimal 
solution for Nevadans who are transitioning from Medicaid into HIX products. HPN currently 
has employees actively serving as participants on two Nevada HIX committees as part of our 
commitment to the success of the Silver State HIX.  


With specific reference to the transitional period where continuity of coverage and care could 
be at risk due to medical necessity, HPN currently has a Continuity of Care transition plan for 
its existing Medicaid and commercial members and will implement a Continuity of Care 
transition plan for each qualified, transitioning member who is under an active treatment plan 
for a chronic or acute condition for a period of up to 90 days to minimize the potential adverse 
impacts of “churn” between the Medicaid program and the HIX products. To further minimize 
the adverse impacts of churn, because HPN manages the claims, eligibility, prior authorizations 
and other services on one single information system (Facets) for both commercial and Medicaid 
members, each patient’s information will be seamlessly managed between Medicaid and our 
MCO Transition QHP.  


Health Plan of Nevada is uniquely qualified in that it currently provides commercial plans in 
the individual, small group and large group insurance markets in Nevada and has been a 
Medicaid MCO in Nevada since 1997. No other carrier can make that representation.  
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As such, Health Plan of Nevada will provide, at a minimum, one Silver and one Gold Qualified 
Health Plan (QHP) on the Nevada Health Insurance Exchange (HIX).  


In addition, based upon the information available and requirements as they are known today, 
Health Plan of Nevada either currently meets the existing Medicaid MCO requirements in this 
RFP or will meet the requirements, stated as follows: 


 1.8.1: Meet the requirements of the Patient Protection and Affordable Care Act and the 
Health Care and Education Reconciliation Act of 2010 (together referred to as the 
Affordable Care Act or ACA) and the associated Federal regulations; 


 1.8.2: Meet the licensing requirements of the Department of Business and Industry, Division 
of Insurance; 


 1.8.3: Be certified as a QHP in accordance with the criteria determined by the Nevada 
State-designated HIX;  


 1.8.4: Be able to accept enrollees during the initial open enrollment of the Nevada State-
designated HIX beginning October 1, 2013 for an initial effective date of coverage of 
January 1, 2014; 


 1.8.5: Health Plan of Nevada will provide a continuity of care plan that allows HPN 
members to continue to be seen by current Medicaid providers for up to 90 days if their 
current provider has not agreed to participate in the HIX products. It should be noted that 
HPN currently has the longest-standing Medicaid MCO provider network in the State of 
Nevada. HPN also has existing, established provider networks for its commercial products 
in Nevada. HPN will make its best efforts to provide the same primary care provider 
network as is available to those eligible for our Medicaid MCO to members who qualify for 
HIX products.  


Currently, a number of HPN contracted providers already participate across HPN’s 
Medicaid, commercial and Medicare networks. The current composition of the HPN 
provider network for the commercial product does have differences from the HPN provider 
network for the Nevada Medicaid MCO. One reason for the differences in network design is 
due to the inherent dissimilarities in the healthcare needs of the Medicaid MCO population 
compared to the commercial population. This is particularly true as it pertains to our 
Obstetrics and Pediatrics network for Medicaid, which is broader than our commercial 
network. Also, the commercial product does not have a State of Nevada regulated fee 
schedule that the provider community is obligated to accept. Fee schedules for commercial 
products are negotiated on a case by case basis with each provider entity. HPN recognizes 
that, absent a legislative mandate, providers are free to make their own determinations and, 
thus, no MCO can credibly commit without reservation to this requirement at this time. 
However, because HPN has long-standing relationships with many of these Nevada primary 
care providers, we are confident that our relationships will prove to be advantageous as we 
actively pursue updated contracts with these primary care providers to participate in both 
our HIX and Medicaid networks.  


For specialists and hospitals, HPN believes that having a network configuration for the HIX 
program which closely aligns with our long-standing commercial network in Nevada is most 
beneficial. Absent a legislative mandate, we anticipate that hospitals and many specialists 
will be reluctant to accept payment schedules comparable to Medicaid as providers are free 
to make their own determinations to participate in the HIX program. As the relationship 
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between the Medicaid member and the primary care physician is of utmost importance, we 
will make our best efforts to preserve that relationship.  


HPN is committed to comply with any network adequacy standards set by the HIX and 
Division of Insurance. Should a member’s current Medicaid provider not be contracted to 
participate in one or both of the products, we will provide continuation coverage with that 
provider for up to 90 days prior to transitioning the member to an in network provider as 
described previously in section 1.8 of this bid, with particular attention provided to those 
members currently in a course of treatment with their existing healthcare provider. In 
summary, we are confident that our established and proven Nevada network will allow the 
most flexibility and consistency for any individual moving to the QHP from Medicaid as 
well as moving to Medicaid from the QHP; 


 1.8.6: HPN’s Transition QHP will be available to consumers in the same geographic area as 
the geographic area served by Health Plan of Nevada’s Medicaid MCO. It should be noted 
that HPN’s commercial products are currently offered and services are provided in the 
geographic areas served by HPN’s Medicaid MCO; 


 1.8.7: Coordinate prior authorizations and edit patterns for members who transition 
between Health Plan of Nevada’s Medicaid MCO and our HIX QHP to ensure continuity of 
care. HPN is also uniquely qualified with the fact that we plan to continue to process all 
Medicaid and commercial services on a single information systems platform, Facets, which 
will significantly help with the smooth transition of patients’ care between Medicaid and 
our HIX QHP to help minimize the adverse impacts of churn. It should be noted that HPN 
already has prior authorization and continuity of care requirements for its commercial 
population in Nevada; 


 1.8.8: HPN intends to use a formulary that is similar to that of Health Plan of Nevada’s 
Medicaid MCO. If a drug or its generic equivalent is covered by Health Plan of Nevada’s 
Medicaid MCO but is not covered by our HIX Transition QHP, we will implement a 
medically necessary Continuity of Care transition plan for a period of up to 90 days to cover 
that drug as any other similar tier drug (same cost sharing). As described in Amendment 
No. 1 to RFP No. 1988 Question No. 27, HPN agrees to maintain this “for a period of time as 
determined by a transition plan dictated by medical necessity, potential side effects, etc.” 
This will ensure that the transition from the Medicaid MCO to the MCO Transition QHP 
will be efficient and effective for the patient;   


 1.8.9: HPN will cover any benefit required to be covered by Health Plan of Nevada’s 
Medicaid MCO that is not otherwise part of Nevada’s Essential Health Benefits package 
during the Continuity of Care transition plan for a period of up to 90 days. As described in 
Amendment No. 1 to RFP No. 1988 Question No. 41, HPN agrees to maintain this “for a 
period of time as determined by a transition plan dictated by medical necessity, potential 
side effects, etc.” This will ensure that the transition from the Medicaid MCO to the MCO 
Transition QHP will be efficient and effective for the patient;  


 1.8.10: HPN fully supports HIX and DHCFP goal of ensuring that transitional HIX 
products are reasonably and competitively priced and intends to offer competitively priced 
MCO Transition QHPs (one Silver and one Gold) HIX products as compared to other 
QHPs available on the HIX. Assuming sound application of standard actuarial principles 
and rational behavior by competing MCOs, HPN anticipates meeting the “priced 
reasonably” standard as defined by (and before the Federal Advanced Premium Tax Credit 
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is applied) premiums being no more than 15% greater than the median premium offered on 
the HIX for similarly situated individuals (based on age, smoking status, family size and 
geographic location). Committing to an unknown price is dependent on rational competitor 
behavior, rate approval by the Nevada Division of Insurance, unknown competitor rates in 
the HIX, a financially viable set of benefits to be announced and approved by the Silver 
State Health Insurance Exchange and Federal Government, and actuarially-sound pricing. 
At the same time, we are concerned that the risk corridor mechanism, as stated in the final 
rule issued on March 23, 2012, “Patient Protection and Affordable Care Act; Standards 
Related to Reinsurance, Risk Corridors and Risk Adjustment,” will not provide adequate 
protection to QHP issuers against the substantial rate setting uncertainty that exists in the 
HIX marketplace. The definitions provided in the final rule reduce the level of protection 
against losses provided by the risk corridor mechanism. As a result, the risk corridor (if not 
corrected) will fail to provide meaningful stabilization in the HIX marketplace. This lack of 
adequate protection may contribute to fewer issuers participating in the HIX, and increases 
the potential for irrational pricing. We are actively working with organizations such as 
American Health Insurance Plans (AHIP), and the American Academy of Actuaries to 
advocate for needed corrections to the risk corridor program. 


As found in Amendment No. 1 to RFP 1988, HPN agrees with the DHCFP that: “State staff 
will work with the vendor to ensure HIX standards are reasonable and do not create an 
undue burden.” HPN does not anticipate that any MCO will offer a price that is 
substantially below the anticipated pricing for QHPs, but is concerned that if there are very 
few QHPs (such as two) and if one or more QHPs intends to price its product in an 
aggressive manner to achieve other business goals, then the combination of few competitors 
and irrational pricing might make the ability to meet the standard of premiums being no 
more than 15% greater than the median premium offered on the HIX for similarly situated 
individuals unachievable. Absent such unanticipated competitor behavior and approval of 
all carriers’ plans and rates by the Division of Insurance, HPN fully commits to this 
requirement. 
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OTHER INFORMATION 


Section 4: Scope of Work pg. 37 – Response to Aged, Blind, and Disabled Expansion 


HPN provides the most stable and longest standing contracted Medicaid provider network in 
the state of Nevada today. In addition to our current Medicaid membership, our multiple 
product provider networks meet the needs of over 332,000 Commercial and 58,000 Medicare 
Nevada members. All products combined, our provider networks include more than 1474 
PCPs; 28 FQHC locations; 1787 Specialists; 485 Behavioral Health Providers and 40 hospitals 
statewide with more than 350 providers located in counties outside of Washoe and Clark.  With 
a limited number of Medicaid program recipients living in counties outside of Washoe and 
Clark counties, HPN is well positioned to expand program requirements and our diverse 
provider network to the aged, blind and disabled populations. The table below reflects our 
analysis of membership associated with the recent Nevada Care Management Organization 
RFP # 1958. 


 


HPN fully supports the desire of DHCFP to effectively manage all recipients in the Medicaid 
Program. Providers servicing these geographic service areas are limited today and members 
often receive their care in Clark or Washoe counties. Extending these program requirements to 
more rural areas of the state will require modification of certain requirements under today’s 
contract, particularly regarding member access standards.  As such HPN has commercial 
insurance products that are more flexible and appropriate for under-served areas since no 
MCO can meet the existing HMO provider access requirements of 25 miles.  Using these 
commercial access standards allows more flexibility for MCOs and we meet these standards 
today.  


With our diverse product offerings and expansive network we believe we are well positioned to 
work with DHCFP to develop and implement statewide solutions to serve the currently enrolled 
Medicaid populations as well as aged, blind and disabled beneficiaries who would benefit from 
managed care services. In addition, we would see an increased use of telemedicine capabilites 
and healthcare extenders to mitigate some of the access to care issues. In other states, such as 
Washington and New Mexico, we have worked with CMMI on Project ECHO to expand access 
to speciality care through electronic case rounds with primary care physicians,  


# of Members % of Members # of Members % of Members # of Members % of Members
w/o conditions                         718 21% 4,296                  15% 2,606                       21%
cond_AIDS_indicator                           14 0% 431                      2% 58                             0%
cond_Asthma_indicator                         555 16% 4,972                  18% 2,021                       16%
cond_BronchEmph_indicator                           85 3% 1,211                  4% 452                          4%
cond_Diabetes_indicator                         332 10% 4,237                  15% 1,263                       10%
cond_ESRD_indicator                           97 3% 1,968                  7% 520                          4%
cond_Heart_Dis_indicator                         870 26% 11,161                39% 3,481                       28%
cond_MH_indicator                     1,489 44% 11,947                42% 5,248                       42%
cond_Neoplasm_indicator                         245 7% 3,187                  11% 1,152                       9%
cond_Obesity_indicator                         285 8% 2,519                  9% 1,061                       8%
cond_SA_indicator                         681 20% 5,104                  18% 2,840                       23%
# of Unique Members                     3,393 100% 28,315                100% 12,567                    100%


0 - Others 890 - Reno 894 - Las Vegas
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We look forward to working more closely with DHCFP to expand programs to Nevada’s most 
vulnerable populations. 







 
Optional Proposal Opportunity 


 


Part I A: Technical Proposal Medicaid Managed Care Organization Services 


RFP # 1988  Page 1 of 4 
 


OPTIONAL PROPOSAL OPPORTUNITY 


2.1 Overview of Optional Opportunity: Public Employees Benefit Plan Insurance 
Coverage 


The State of Nevada, Purchasing Division, on behalf of the Public Employees’ Benefits Program 
(PEBP), headquartered in Carson City, Nevada, is soliciting proposals for fully insured Health 
Maintenance Organization (HMO) services for all counties in the State of Nevada. Vendors may 
choose to bid on this optional component of the RFP. 


PEBP currently contracts with two HMO’s, Hometown Health Plan HMO in northern Nevada (13 
counties) and Health Plan of Nevada in southern Nevada (4 counties).  Dental benefits are offered 
through PEBP’s self-funded PPO dental plan.  Information about the current plan design can be 
found on the PEBP website at www.pebp.state.nv.us. 


Health Plan of Nevada, Inc. (HPN) is pleased to be one of the current HMO offerings to the 
State of Nevada employees through the Public Employees’ Benefit Program (PEBP).  This 
agreement was recently renewed on July 1st, 2012, and HPN is looking forward to honoring 
our commitment over the next four years.  HPN would like the opportunity to partner with 
PEBP to expand our current offering to additional counties to allow more State of Nevada 
employees access to an HMO option administered by Heath Plan of Nevada.  HPN holds a 
license to provide benefits to eligible participants in certain counties within Nevada.  
UnitedHealthcare of Nevada, the parent company for HPN, also maintains a license under 
Sierra Health and Life Insurance Company, Inc.  Sierra Health and Life Insurance Company, 
Inc. is a preferred provider organization (PPO) and can offer plans on a fully-insured basis if 
PEBP is interested in offering a suite of products to the eligible participants.  Many competitive 
and innovative organizations within the State of Nevada are offering their employees a suite of 
products similar to what is offered to Medicare eligible retirees today through the Medicare 
Exchange.  Offering a suite of products to participants allows each individual family to select 
which plan fits their family’s needs.  HPN and UnitedHealthcare of Nevada would be interested 
in providing PEBP with product options and pricing upon receipt of data to allow us to assess 
PEBP’s population. 


2.2 SCOPE 


PEBP encourages Vendors to provide alternatives to the current HMO plan designs.   


2.2.1  PEBP is committed to providing the highest quality health benefits with an emphasis on 
customer service, preventive and wellness benefits, utilization management and promoting informed 
health care utilization while preserving individual choices and options.  PEBP is soliciting proposals 
from vendors who will work in partnership with PEBP, provide exemplary services and make the 
desires and goals of this agency a priority.  


2.2.2  HMO participants should have access to a comprehensive choice of providers within the 
covered service as well as outside of Nevada for emergency and specialized care.  The plans should 
include a full complement of reputable, qualified professionals, a variety of specialists and include 
centers of excellence.  


2.2.3  All plans shall include, but not be limited to, the following services and plan provisions: 



http://www.pebp.state.nv.us/
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2.2.3.1 Customer Service; 


2.2.3.2 Utilization Review; 


2.2.3.3 Concurrent Review; 


2.2.3.4 Disease Management; 


2.2.3.5 Large Case Management; 


2.2.3.6 Wellness Benefits; 


2.2.3.7 Vision Benefits; and 


2.2.3.8 Mandated Health Benefits. 


HPN provides a comprehensive managed care program with a focus on quality and customer 
service.  Our organization believes in the benefits of preventive care and focuses on early 
detection/prevention to ensure we are delivering on our corporate mission statement of 
“Helping People Live Healthier Lives”.  HPN promotes screenings by educating our members 
on the benefits of identifying chronic conditions at an early onset.  HPN has engaged in the 
national fight against diabetes by launching a program in conjunction with the YMCA to 
manage those with diabetes and to identify at risk individuals to ensure they do not become 
diabetic.  This is just one of the many programs HPN offers as part of our wellness and 
preventive benefits.  These wellness tools and programs are integrated into the overall delivery 
model ensuring a cohesive approach to caring for our members. 


Our network provides many choices to participants by contracting with large provider 
practices and individual physician offices to ensure there’s an option to meet the needs and 
expectations of our members regardless of what type of office best suits their needs.  All of our 
plan offerings include coverage for emergent situations that arise when traveling out of the 
service area.  We also contract with urgent care facilities and convenient care clinics to ensure 
on-demand care settings are available to our members.  Our members also have access to a 24 
hour telephone advice nurse line that can assist with questions and coordinate appropriate 
setting for care to be received based upon the description of the symptoms.  The HPN network 
includes a comprehensive listing of primary care physicians along with specialists.  HPN has 
access to centers of excellence and will refer a patient to these facilities for treatment.  
Additionally, for a physician to participate in our network, they must meet our extensive 
credentialing criteria.  They also must maintain this level of quality to continue to be listed as a 
contracted provider with HPN including complying with quality standards and meeting 
appropriate patient satisfaction results. 


The Health Plan of Nevada HMO program incorporates all of the following provisions and 
services: 


 Customer Service 


 Utilization Review 


 Concurrent Review 


 Disease Management 


 Large Case Management 


 Wellness Benefits 
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 Vision Benefits 


 Mandated Health Benefits 


2.3 Effective Date 


The effective date of the contract resulting from this RFP is anticipated to be July 1, 2013; however, 
the State reserves the right to initiate service at an earlier date. The contract term will be Four (4) 
years with a possible one (1) year extension. No contract is deemed effective unless and until 
approved by the Nevada State Board of Examiners (NRS 284.1729). 


Health Plan of Nevada, Inc. (HPN) is pleased to be one of the current HMO offerings to the 
State of Nevada employees through the Public Employees’ Benefit Program (PEBP).  This 
agreement was recently renewed on July 1st, 2012, and HPN is looking forward to honoring 
our commitment over the next four years.  HPN would like the opportunity to partner with 
PEBP to expand our current offering to additional counties to allow more State of Nevada 
employees access to an HMO option administered by Heath Plan of Nevada.   


HPN can meet the anticipated effective date of July 1, 2013 for expansion options or an earlier 
date if the State elects to initiate service earlier.  HPN is able to enter into a four (4) year 
agreement to provide HMO benefits to State of Nevada employees.  HPN would like to partner 
with PEBP to continue to meet the needs of those participants eligible to participate in Health 
Plan of Nevada HMO benefit plans and expand our offering to additional areas contingent 
upon the availability of contracted providers and within the scope of our license as part of this 
benefit offering. 


2.4 System of Record 


2.4.1  PEBP maintains the system of record for participant eligibility, which means that PEBP has the 
responsibility of eligibility final determination, maintenance of eligibility records, and reporting of 
eligibility for its participants and their dependents.  Please confirm your organization’s willingness to 
accept these terms.  For information on PEBP’s eligibility requirements, please refer to the Master 
Plan Document at www.pebp.state.nv.us/. 


2.4.2 Employees (regardless of Medicare eligibility) who cover a dependent who has Medicare Part 
A and retirees who are not eligible for free Medicare Part A and who cover a dependent who has 
Medicare Part A may enroll in the PEBP PPO or HMO plan.   For information on PEBP’s eligibility 
requirements, please refer to the Master Plan Document at www.pebp.state.nv.us. 


HPN accepts eligibility determinations from PEBP under the current HMO offering and would 
continue to accept these transactions based upon the Master Plan Document which outlines the 
PEBP eligibility requirements.  HPN acknowledges these eligible employees and dependents 
may be eligible for Medicare Part A and are eligible to enroll into the HMO plan. 
 


2.5 Background on PEBP 


The PEBP oversees the administration of the health insurance programs offered to eligible 
individuals. Eligible individuals include full-time state employees, certain non-state local government 
agencies, full-time employees of the Nevada System of Higher Education, and members of the 
Nevada Senate and Assembly. Dependents of the above-mentioned groups may also be covered.  



http://www.pebp.state.nv.us/
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Benefits are also extended to retirees who are not participating in the Medicare Exchange and are 
receiving benefits from specified public retirement systems and their surviving spouses and/or 
eligible dependent children. 


Health Plan of Nevada is privileged to be one of the HMO benefit offerings today through 
PEBP to individuals eligible for benefits under this program.  HPN is interested in expanding 
services and working with PEBP to meet the needs of the eligible participants. 
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Claims Investigation 







CIR # =.:::..~ 


Effective Date of Revision 06/15/12 
Original Effective Date 05/15/98 


2040C 


__=...:...::::.:~ 


Total Pages __=_7 
Applies to HPN/SHL..:....:.:.....:..:.:..:=..:....:.= 


Title:	 Claims Investigation for Possible Misrepresentation Review 
Process 


Purpose:	 Provide guidelines for the detection, (whether unintentional or deliberate), and 
subsequent reporting of claims information that may possibly be misrepresented 
cases. 


GENERAL GUIDELINES 


1.	 Background 


In an effort to curb health insurance fraud, many states have enacted legislation 
requiring insurance companies that conduct business in those states to report 
suspected cases. 


Note:	 Misrepresentations of any billing or claim information result in overpayments and 
impact overall cost of providing health insurance to the community. 


Every claim should be carefully scrutinized for: 


Necessary information for claims processing 
Any suspicious or inappropriate information 


Prior to payment, refer all claims to the Claims Investigation and Recovery (CIR) 


Unit when it is suspected there is deliberate or unintentional: 


Misrepresentation 
Omission of critical claims information 
Discrepancy of information that could impact eligibility for payment 
conside ration 


All suspected cases will be referred to Senior Management and upon agreement, 
will be forwarded to the proper agencies for further investigation (see Technical 
Guidelines, Section 2) 


2.	 General Protocols 


A.	 All Departments bear responsibility for the detection and validation of
 
misrepresented claims information
 


B.	 Using the following resources and data (see Tables 1 and 2), refer any claims 
suspected of misrepresentation to the CIR Unit: 
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Table 1. 


Claims Department 


Utilization Management 


Enrollment Services 


Provider Relations 


Member Services 


Misrepresentation Validation Process 


Resources and Data Available (by Departmen~) 


Review Facets or Macess for: 
• Claims inquiry/history 
• Medical records 
• Pre-authorizations 
• Provider related information 


Check for: 
• Medical effectiveness 
• Gender/age inconsistencies 
• Unusual/unfamiliar diagnoses or treatment 
• Identification of patterns of accident claims by an individual or family 
Check: 
• Eligibility information 
• Signature/address verification 
• Employer information 
• Unusual qualifying events such as: 


• Adoption 
· Guardianship 
· Over-age students 


Check: 
• Contract status 
• Qualifications/specialty 
• Number of practice sites 
• Signature verification 
• Service history 


Check: 
• Grievance pending 
• Grievance history 
• General Member information 


Table 2. 


Misrepresentation Validation Process 


Resources and Data Available (by Entl~/Clrcumstance) 


Note: lncludes, but Is not 1.lmlted to, the following claim Information. 


Circumstance Action/Steps Taken/Remarks 


Relative to Provider • Type of service 
• Date of service 
• Identity of patient 
• Total amount of charges 
• Employer 
• Patient address 
• Assignment of benefits 
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Misrepresentation Validation Process -
, 


Resources and Data Available (by Entity/Circumstance) 


Note: 


Circumstance 


Relative to Employer 


Relative to Member/Patient 


Includes, but ls not limited to. the following claim Information. 


Action/Steps Taken/Remarks 


• Employment 
• Eligibility of Member and Dependents 
• Occupation/job status 
• Identity and age 
• Employee address 


• Provider of service 
• Type of service 
• Date of service 
• Total amount of charges 
• Assignment of benefits 
• Location service provided 


TECHNICAL GUIDELINES 


1. Claims Clerical Support Staff responsibilities 


A.	 Claims Clerical Support Staff will review and forward any claims suspected of 
misrepresentation to the CIR Unit: 


Vertex Unit must reject claim if misrepresentation is suspected 
Forward information to Claims Clerical Support Unit 


2. Claims Analyst responsibilities 


A. Claims Analysts who suspect misrepresentation will: 


Adjudicate claim as completely as possible 
Pend claim 607 for CIR Claims Investigator review 


3. CIR Claims Investigator responsibilities 


A. CIR Claims Investigator will: 


Review and investigate claims/possible cases 
Inform appropriate entities 
Render a determination 


Notes: • Claims should never be pended for more than thirty (30) days. 
• Refer to Tables 3 through 7 for detailed guidelines. 
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4.	 Case Review Procedure 


A.	 All case files prepared by CIR Claims Investigator include some or all of the 
following (Sample file with Director): 


Member/Provider name
 
Member/Provider number
 
Provider type
 
Contract status
 
Member effective date
 
Region/location
 


B.	 Case review includes: 


Case summary 
Copies of all claims 
Medical records and all lab/x-ray reports (when applicable) 


Telephone correspondence (CSFs and written documentation) 


Written correspondence 
Facets and/or CRD reports with pertinent information flagged 


C.	 Case file will be reviewed by: 


Director, Claims Investigation and Recovery Unit 
Medical Director 
Legal Department 


D.	 Notification Process (not necessarily in this order): 


Credentialing 
Government Affairs 
President HPN/SHL 
Vice President, Customer Service Operations 
Director, Provider Services (when Contracted Provider) 


E.	 Upon agreement from the above, the following will apply: 


Case will always be referred to: 


Attorney General's office 
State Department of Insurance 


When applicable, case may be referred to: 


Federal Bureau of Investigation (FBI) 


State Licensing Board 
Other applicable organization 
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Table 3. 


CIR Claims Investigator - Claims Pended 607 


Circumstance Action/Remarks 


Possible Misrepresentation • Access appropriate resources and available data necessary to validate 
claim information 


607 Pends • Should be resolved within thirty (30) days 


• No Member/Provider response received and claim pended for thirty (30) 


days: 
. Override Disallow with Explanation Code (EOB) 


a. Member - 064 (File closed - no response - Mbr) 


b. Provider - OA9 (File closed - no response - Prov) 


Table 4. 


CIR Claims Investigator - No Misrepresentation Identified 


Circumstance Action/Steps Taken/Remarks 


Claim Pended 607 • Enter Claim Note: 
Example: 
Attachment Description field: CLCIR - OK to pay 
Note field: Pay claims w/DOB Xx/XXlXX. Per MD's office, due to billing error. 


• Release claim for payment 


Multiple Pends • Warning Messages and Claim Notes may identify multiple pends 
• Enter Claim Note as indicated previously 
• Re-adjudicate claim and pend to appropriate code 


Claims Not On System 
(Received from Claims Clerical 
Support Unit or other source) 


• CIR Claims Investigator writes initials and 607 on claim form (lower left 
side of form) 


• Alerts Vertex Unit that claim has been reviewed so not to reject as 


altered claim 


Table 5. 


CIR Claims Investigator - Probable Misrepresentation 


Circumstance Action/Steps Taken/Remarks 


Suspected Omission or 
Deception of Claims 
Information 


• Update Member Notes as appropriate to case 


Examples: 
Attachment Description field: "CLCIR - Claims from Dr. Smith" 
Note field: "Pend 607 all claims for services from Dr. Smith." 
or 
Note field: "Pend 607 all DOB do not match, for ?'s call (tel. ext. #)." 


• Print Claim(s)/Member Records from system 


• Prepare: 
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" " 


CIR Claims Inv~stigator  Probable Misrepresentation 


Circumstance Action/Steps Taken/Remarks 
'L 


· Information for presentation to department Supervisor/Manager 
• Fraud Notification form required by state agencies that investigate 


insurance fraud 
• Advise all appropriate entities as determined by the case: 


· Enrollment - Eligibility issues 
· Sales - Employer misrepresentation 


Note: Refer to Table 7 for Special Notification Requirements of cases involving 
Federal employees. 


Review claims in recovery on a monthly basis 
• Check Member Notes entered by Recovery Specialist 


Record savings on Claims Investigation Report located in EXCEL 
• Savings include Benefit Conservation (benefits prevented from being paid) 
• Close case 


· Place file in "closed file" cabinet 


Paid Claims Recovery 
Process 


Monies/Savings Recovered 


Table 6. 


Additional Resources Available (Contact as applicable) 


National Health Care Anti-Fraud Association - (202) 659-5955 Telephone 
(202) 833-3636 FAX 


Nevada Fraud Investigation - (702) 486-4009 (or other state aqencies) 


American Medical Association - (312) 464-4738 


National Insurance Crime Bureau - (708) 430-2430 


AEGIS Network - (800) 776-2271 


Table 7. 


Special Notification Requirements for Probable Misrepresentations (Federal Employees) 


Notify the Office of Personnel Management (OPM), Office of the Inspector General, concerning 
cases in the Federal Employees Health Benefits (FEHB) Program. 


Send notice of investigation to: 
Chief of Health & Life Insurance Investigative Branch 
Office of Inspector General 
Office of Personnel Management 
2300 Clarendon Blvd., Ste. 1301 
Arlington, VA 22201 


Send a copy of the investigation notice to: 
Program Planning & Evaluation Division 
Attn: Fraud & Abuse Coordinator 
Office of Insurance Programs 
Office of Personnel Management 
P.O. Box 707 
Washington, DC 20044 


Criteria for notifying OPM: 
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$pecialN6Jification Requirements for Probable Misrepresentations (Federal Employees) 


• Entire scope of investigation exceeds $20,000 and includes claims for FEHB enrollee and 
• Investigation coordinated with any other federal law enforcement agency (such as the FBI, Defense 


Criminal Investigative Service, Health & Human Service Office of Inspector General, or U.S. Postal Inspection 
Service), or 


• Entire scope of investigation includes at least $10,000 in claims for FEHB Program enrollees, or 
• Amount of fraud committed by FEHB Program enrollee exceeds $5,000 


Notification of Settlement Agreements: 
Overpayments are recovered which resulted from apparent false, fictitious, fraudulent, or misleading 
claims submitted by the Provider and at least $10,000 of identified overpayments were paid through 
FEHB Program: 


• Include following specific language in settlement agreement: 
"This settlement in no way waives the rights of the United States Government under any Federal 
statute to pursue civil andlor criminal fines, penalties, recoveries, etc. for claims submitted to the 
carrier under the Federal Employees Health Benefits (FEHB) Program." 


• Do not include any confidentiality clause that could restrict government's access to the 
agreement. 


• Send notice of settlement agreement and a copy of agreement to the Office of the Inspector General 
• Send copy of notice of settlement agreement and copy of agreement document to the Program 


Planning and Evaluation Division 
• FEHB Program overpayments excluded from final settlement agreement for any reason: 


• Notify Office of the Inspector General 
• Provide explanation for exclusion 


Notifications of Subpoenas Received: 


Subpoena Duces Tecum or Grand Jury Subpoena received from any local, state or federal law 
enforcement agency requesting information about provider(s) that has billed FEHB Program: 
• Notify Office of the Inspector General 
• Respond to subpoena in accordance with established procedures 


Policies and procedures are reviewed and updated on an annual basis,' however, program guidance 
received in the interim that would prompt revisions is reviewed. inserviced to staff and attached to the 
existing policy and procedure, with updates made during the annual review process. 


Confidential and Proprietary. r('; Unitedllealthcare. Inc. 
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Procedure #	 900.607A 
-------=-==..:..::~...., 


Effective Date of Revision 08/23/11 
8/15/92Original Effective Date__.=--:...:.:...::.= 


Total Pages ...,....,..,,~_:__~ 


HPN/SHLApplies to	 ~~=.!....!.: 


Title:	 607 Status Reason 
(Pended for Possible Misrepresentation) 


Purpose:	 Document when a claim is pended 607 and outline how Claims Investigation and 
Recovery (CIR) resolve the pend. 


GENERAL GUIDELINES 


1.	 Background 


A. Unintentional or deliberate misrepresentations of claim/billing information can: 


Result in overpayments 
Impact the cost of health insurance 


B.	 Every claim should be carefully reviewed for: 


Necessary claim information 
Suspicious/inappropriate information 


C.	 Claims are reviewed by CIR when they are suspected of: 


Misrepresentation 
Omission of critical information 
Discrepancies that could impact eligibility for payment 


2.	 General Protocols 


A.	 Claims Clerical Support staff or Vertexers should look for: 


Obvious alterations
 
Erasures
 
Strikeovers
 


B.	 Suspicious claims are pended/routed at analysts, vertexers or Clerical Support 
staff's discretion 


TECHNICAL GUIDELINES 


1.	 Claims Analyst Responsibility 


A.	 Claims analysts should look for any of the following: 
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Warning Signals 


Circumstance Actions/Remarks 


Substantial billed 
amounts 


Without an assignment 
• Member reimbursements with billed amount in excess of $300 require 


Lead Analyst review 
Signature similarities • Patient and provider writing style appears identical 


Illogical treatment 
procedures 


• Repeated physical therapy visits for elderly patients 
• Unlikely/impossible services for age/gender 


Suspicious claim 
form/format 


• Differs from standard HCFA 1450/1500, UB82/92, Superbill 


Non-urgent services • Billed for Saturdays, Sundays, or holidays 


Location of provider • Geographically inconsistent with: 
• Patient's address 
• Place of employment 


• Care does not appear to be: 
· Urgent or emergent out-of-area 
• Consistent with other claims on same DOS 


Example: 
Las Vegas member 
1) Treated in Alaska on 3/15/96 for eczema 
2) Claims Inquiry/History or authorizations indicate member inpatient at Valley Hospital 


3/13-3/18/96 


Patient age and 
diagnosis discrepancies 


Examples; 
(1): Obvious Discrepancy 


System indicates the date of birth is 1/1/13 
• Claim indicates date of birth as 1/1/69, and DX is pregnancy 


(2): Probable data entry error 
System indicates the date of birth is 1/1/13 
• Claim indicates date of birth 1/1/00 and DX is osteoporosis 


Misc. reasons • Unusual/unfamiliar diagnosis or medical terms 
• Excessive charges or treatment 
• Pattern of accident claims by an individual or family 
• Doctor and patient have same address/last name 


• Watch address with P.O. Box 
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SUSPECTED MISREPRESENTATION 


Adjudicate claim 
• Resolve all pends higher than 607 on the hierarchy 


Enter claim note: 
• Explain reason for 607 pend 
• Include list of all subsequent pends to be addressed after 607 resolved 


Examples: 
Attachment Description field: CLPND - 607 
Note field: "Pended 607...008 ? ..Pend to 528." 
or 
Note field: "Pended 607...married dependent? Pend to 698 then 605." 


• Pend claim 607 


2. CIR responsibility 


A. Resolve 607 pends within 30 days from date claim pended. 


B. Use the following guidelines: 


CIR DETERMINATION 
CLAIM 


CHARACTERISTICS CIRPROCEDURE 


No misrepresentation 
detected 


607 only pend code • Remove 607 pend 
• Enter claim notes 
• Release claim for payment 


Multiple pends indicated 
by claim notes 


• Resolve 607 pend before pending claim to 
another area 


• Pend claim to next appropriate pool 
Possible 
misrepresentation 


All claims for member 
reviewed 


• Enter member note advising analyst to pend 
all claims 607 


(suspected omission or 
deception of claim information) 


Single claim in question • Enter claim note regarding claim status 


Misrepresentation 
determined 


All claims for member 
involved 


• Enter member note regarding claim status 
• Disallow claims with appropriate explanation 


code 
Single claim involved • Enter claim note regarding resolution 


• Disallow claim with appropriate explanation 
code 


Policies and procedures are reviewed and updated on an annual basis; however. program guidance 
received in the interim that would prompt revisions is reviewed. inserviced to staff and attached to the 
existing policy and procedure, with updates made during the annual review process. 


Confidential and Proprietary. ,e> UnitedlIealthcare. Inc. 
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HPN/SHLApplies to	 ....:...:..:.....:..::..:.:...;= 


Title:	 Process for the Return of Claims to Providers 


Purpose:	 To outline the criteria for claim rejection and the process to return rejected claims 
to the Provider of Service. 


GENERAL GUIDELINES 


1.	 Background 


A.	 Vertex Unit makes the determination when documents cannot be processed. 
Claims are 'Rejected' by the system and/or the Vertex Unit. 


B.	 Claims Clerical Support Unit receives daily report listing all rejected documents and 
reasons for rejection. 


C.	 Rejected documents are returned to the Provider for various reasons, including: 


• Member eligibility issues 
• Insufficient information 
• Illegible print or bill entirely hand written 
• Future Date billed 
• Photocopies/Carbon copies of claim forms, bills or receipts 
• Erasures, whiteout, strikeovers, different pen/ink 
• The following exceptions can be vertexed 


Exceptions:	 Handwritten claims are NOT returned to the following Providers 
(Claims rejected for any other reason are returned): 


THC
 
FHS
 
SHMO (EC Codes)
 
St Mary's Home Care (US's with altered total charges)
 
Almost You (mastectomy bras & prosthesis)
 
Carol's Post Mastectomy Supplies (mastectomy bras & prosthesis)
 
Fremont (coordination of benefits)
 
SHO (mental health claims)
 
NDC # handwritten
 
All Folders from Member Services, Analysts or Managers
 
Claims with 607 and initials written on them indicating they have been
 
checked by the Fraud Department
 


D.	 Documents rejected for the reason of 'Altered' are routed to Claims Investigation 
and Recovery (CIR) for review. 


TECHNICAL GUIDELINES 


1.	 Claims Clerical Support Unit Responsibilities 


A.	 Research Process For Eligibility Verification of a Rejected Document 
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1.	 Hard Copies of rejected documents are retrieved 


2.	 If rejection was due to lack of identification or eligibility of patient, a search 
is performed in Facets by: 


Name 
Facets Number 
Social Security Number 
Date of Birth 
Medicaid Number 


3.	 To deem a patient ineligible, Facets Eligibility information is checked for: 


Effective Date of Coverage 
Termination of Coverage 
Type of Coverage (Medical vs. Dental) 


B.	 Claim Return Process 


1.	 Form is generated out of Corro in Macess (sample attached) 


2.	 Form is filed in the Member Folder (if possible) 


3.	 Hard copy of claim is attached to the form and returned to the Provider 


4.	 Altered claim letters are filed in the Provider Folder if available 


Policies and procedures are reviewed and updated on all annual basis; however. program guidance 
received in the interim that wouldprompt revisions is reviewed, inserviced to staff and attached to the 
existing policy and procedure, with updates made during the annual review process. 


Confidential and Proprietary..(~) Unitedliealthcare. Inc. 
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SAMPLE FORM
 


COMPANY LOGO
 


Date: 
Patient: (E) PATIENT NAME 


Member #: (E) MEMBER # 


(E) ADDRESSEE 
(E) ADDRESS 
(E) ADDRESS 
(E) CITY (E) STATE (E) ZIP CODE 


We are unable to allow benefits for the above named patient at this time for the 
reason(s) checked below. 


o Unable to identify patient as a HPN / SHL Plan member 


o Our records indicate this member's coverage terminated on DATE 


o Our records indicate this member's coverage is effective on DATE 


o No dependent coverage 


o Unable to process from this statement 


o No Medical Coverage for this Date of Service DATE 


o No Medical Coverage 


o Information on the Claim has been altered, is handwritten, or is a photocopy 


o No Dental Coverage 


o Other: EXPLAIN 


If you determine that coverage has been reinstated, please attach this notice to your claim when 
rebilling. Your assistance in this matter will be greatly appreciated. 


If you have any questions, and you live in the Las Vegas area, please contact our office by calling 
(702) 242-7300. If you are calling from outside Las Vegas, please dial (800) 777-1840. 


Thank You 


(E) Initials 
(HPN - Return) 
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~
 
SIERRA HEALTH AND LIFE
 


AUnited~..althcare Cornparry 


Date: _Date
 


_Complete Address
 


Attention: Billing Department
 


Our office is in receipt of your claim regarding:
 


Patient Name: (ELFirst Name2 _Last Name2 
Member Number: (ELMember Number FILL:2 14 
Date of Service: _Date of Service 
Amount billed: $_Amount Billed 


The above claim has been received by SHL, and at this time, the claim cannot be processed for 
payment. It is apparent that some of the information on the claim has been altered. 


Pursuant to our company policy we cannot accept altered claim forms, handwritten claims, or 
photocopies of claim forms. All claims must be submitted on the correct form with clean 
unaltered information. 


Sincerely, 


Claims Administration Department 


P.O. Box 15645 Las Vegas, Nevada 89114-5645 (702) 242-7400 







Page 5 Procedure #: 948C 


~
 
HEALTH PLAN OF NEVADA 


AUniledHeall~are Company 


Date: _Date 


_Complete Address 


Attention: Billing Department
 


Our office is in receipt of your claim regarding:
 


Patient Name: (ELFirst Name2 _Last Name2 
Member Number: (ELMember Number FILL:2 14 
Date of Service: _Date of Service 
Amount billed: $_Amount Billed 


The above claim has been received by HPN, and at this time, the claim cannot be processed 
for payment. It is apparent that some of the information on the claim has been altered. 


Pursuant to our company policy we cannot accept altered claim forms, handwritten claims, or 
photocopies of claim forms. All claims must be submitted on the correct form with clean 
unaltered information. 


Sincerely, 


Claims Administration Department 


Good health takes a good p l an ." 


P.O. Box 15645 • Las Vegas. Nevada 89114-5645 • (702) 242-7200 
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CERTIFICATE HOLDER



© 1988-2010 ACORD CORPORATION.  All rights reserved.
ACORD 25 (2010/05)



AUTHORIZED REPRESENTATIVE



CANCELLATION



DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE



LOCJECT
PRO-POLICY



GEN'L AGGREGATE LIMIT APPLIES PER:



OCCURCLAIMS-MADE



COMMERCIAL GENERAL LIABILITY



GENERAL LIABILITY



PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $



MED EXP (Any one person) $



PERSONAL & ADV INJURY $



GENERAL AGGREGATE $



PRODUCTS - COMP/OP AGG $



$RETENTIONDED



CLAIMS-MADE



OCCUR



$



AGGREGATE $



EACH OCCURRENCE $UMBRELLA LIAB



EXCESS LIAB



DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (Attach ACORD 101, Additional Remarks Schedule, if more space is required)



INSR
LTR TYPE OF INSURANCE POLICY NUMBER



POLICY EFF
(MM/DD/YYYY)



POLICY EXP
(MM/DD/YYYY) LIMITS



WC STATU-
TORY LIMITS



OTH-
ER



E.L. EACH ACCIDENT



E.L. DISEASE - EA EMPLOYEE



E.L. DISEASE - POLICY LIMIT



$



$



$



ANY PROPRIETOR/PARTNER/EXECUTIVE



If yes, describe under
DESCRIPTION OF OPERATIONS below



(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?



WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N



AUTOMOBILE LIABILITY



ANY AUTO
ALL OWNED SCHEDULED



HIRED AUTOS
NON-OWNED



AUTOS AUTOS



AUTOS



COMBINED SINGLE LIMIT



BODILY INJURY (Per person)



BODILY INJURY (Per accident)
PROPERTY DAMAGE $



$



$
$



THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.



INSR
ADDL



WVD
SUBR



N / A



$



$



(Ea accident)



(Per accident)



THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).



The ACORD name and logo are registered marks of ACORD



COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:



INSURED



PHONE
(A/C, No, Ext):



PRODUCER



ADDRESS:
E-MAIL



FAX
(A/C, No):



CONTACT
NAME:



NAIC #



INSURER A :



INSURER B :



INSURER C :



INSURER D :



INSURER E :



INSURER F :



INSURER(S) AFFORDING COVERAGE



SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.



Manashi Mukherjee



CHI-004527583-01



05/01/2013 LIMIT PER OCCURRENCE01-825-33-58



of Marsh USA Inc.



     Attn: Healthcare.accountsCSS@marsh.com FAX 212-948-1307



N



3



09/20/2012



$1,000,000



THE STATE OF NEVADA IS INCLUDED AS LOSS PAYEE WHERE REQUIRED BY WRITTEN CONTRACT.



     CARSON CITY, NV  89701



     THE STATE OF NEVADA�



A 05/01/2012



401115-CRIME-3RD P-12-13



CRIME (3rd Party)



19445



     99 HIGH STREET�
     MARSH USA INC.�



     BOSTON, MA  02110��



     2720 TENAYA WAY�
     HEALTH PLAN OF NEVADA, INC.�



     LAS VEGAS, NV  89128



     1000 EAST WILLIAM STREET, SUITE 111�
     CARSON CITY DISTRICT OFFICE�



National Union Fire Ins Co Pittsburgh PA
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HPN Certificate of Liability Insurance 



Old Republic Insurance Company 



American Guarantee & Liability 
Insurance Company 



Travelers Property Casualty Company of 
America 



 



  



















CERTIFICATE HOLDER



© 1988-2010 ACORD CORPORATION.  All rights reserved.
ACORD 25 (2010/05)



AUTHORIZED REPRESENTATIVE



CANCELLATION



DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE



LOCJECT
PRO-POLICY



GEN'L AGGREGATE LIMIT APPLIES PER:



OCCURCLAIMS-MADE



COMMERCIAL GENERAL LIABILITY



GENERAL LIABILITY



PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $



MED EXP (Any one person) $



PERSONAL & ADV INJURY $



GENERAL AGGREGATE $



PRODUCTS - COMP/OP AGG $



$RETENTIONDED



CLAIMS-MADE



OCCUR



$



AGGREGATE $



EACH OCCURRENCE $UMBRELLA LIAB



EXCESS LIAB



DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (Attach ACORD 101, Additional Remarks Schedule, if more space is required)



INSR
LTR TYPE OF INSURANCE POLICY NUMBER



POLICY EFF
(MM/DD/YYYY)



POLICY EXP
(MM/DD/YYYY) LIMITS



WC STATU-
TORY LIMITS



OTH-
ER



E.L. EACH ACCIDENT



E.L. DISEASE - EA EMPLOYEE



E.L. DISEASE - POLICY LIMIT



$



$



$



ANY PROPRIETOR/PARTNER/EXECUTIVE



If yes, describe under
DESCRIPTION OF OPERATIONS below



(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?



WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N



AUTOMOBILE LIABILITY



ANY AUTO
ALL OWNED SCHEDULED



HIRED AUTOS
NON-OWNED



AUTOS AUTOS



AUTOS



COMBINED SINGLE LIMIT



BODILY INJURY (Per person)



BODILY INJURY (Per accident)
PROPERTY DAMAGE $



$



$
$



THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.



INSR
ADDL



WVD
SUBR



N / A



$



$



(Ea accident)



(Per accident)



THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).



The ACORD name and logo are registered marks of ACORD



COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:



INSURED



PHONE
(A/C, No, Ext):



PRODUCER



ADDRESS:
E-MAIL



FAX
(A/C, No):



CONTACT
NAME:



NAIC #



INSURER A :



INSURER B :



INSURER C :



INSURER D :



INSURER E :



INSURER F :



INSURER(S) AFFORDING COVERAGE



SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.



1,000,000



05/01/2013



Manashi Mukherjee



HWXJUB472M477912 (XWC OH)



CHI-004527586-01



1,000,000



5,000,000



HRJUB472M476712 (MA & WI)



26247



5,000,000



of Marsh USA Inc.



     Attn: Healthcare.AccountsCSS@Marsh.com/FAX 212-948-1307



N



X



2,000,000



05/01/2012



05/01/2012



1



05/01/2014



B



C



3,000,000



MWZY59664
1,000,000



25674
American Guarantee & Liability Ins Co



1,000,000



POLICY INCLUDES WAIVER OF SUBROGATION ON A BLANKET BASIS WHERE REQUIRED BY WRITTEN CONTRACT WITH UNITEDHEALTH GROUP, EXECUTED PRIOR TO LOSS. 



X



09/20/2012



05/01/2012



RE: THE STATE OF NEVADA��
 THE GENERAL LIABILITY POLICY INCLUDES A BLANKET ADDITIONAL INSURED ENDORSEMENT FOR PERSONS OR ORGANIZATIONS WHERE UNITEDHEALTH GROUP IS OBLIGATED TO PROVIDE 



05/01/2012



     CARSON CITY, NV  89701



     THE STATE OF NEVADA�



SUCH STATUS BY WRITTEN CONTRACT OR AGREEMENT, ONLY TO THE MINIMUM EXTENT REQUIRED AND SUBJECT TO POLICY TERMS AND CONDITIONS.  THE WORKERS COMPENSATION 



X



C



Travelers Property Casualty Company Of America



401115--GWXS-12-13



10,000



05/01/2013
C



24147



1,000,000



1,000,000



HC2JUB472M475512  (AOS)



05/01/2013AUC596527904



     333 SOUTH 7TH STREET, SUITE 1600�
     MARSH USA INC.�



X



     MINNEAPOLIS, MN  55402-2427��



X



     2720 TENAYA WAY�
     HEALTH PLAN OF NEVADA, INC.�



     LAS VEGAS, NV  89128



X



     1000 EAST WILLIAM STREET, SUITE 111�
     CARSON CITY DISTRICT OFFICE�



05/01/2012



05/01/2013



A



Old Republic Insurance Co



















 



 



 



 



 



Attachment 5.1.8-3 



HPN Certificate of Liability Insurance 



H&W Indemnity Ltd 



 



  



















CERTIFICATE HOLDER



© 1988-2010 ACORD CORPORATION.  All rights reserved.
ACORD 25 (2010/05)



AUTHORIZED REPRESENTATIVE



CANCELLATION



DATE (MM/DD/YYYY)CERTIFICATE OF LIABILITY INSURANCE



LOCJECT
PRO-POLICY



GEN'L AGGREGATE LIMIT APPLIES PER:



OCCURCLAIMS-MADE



COMMERCIAL GENERAL LIABILITY



GENERAL LIABILITY



PREMISES (Ea occurrence) $
DAMAGE TO RENTED
EACH OCCURRENCE $



MED EXP (Any one person) $



PERSONAL & ADV INJURY $



GENERAL AGGREGATE $



PRODUCTS - COMP/OP AGG $



$RETENTIONDED



CLAIMS-MADE



OCCUR



$



AGGREGATE $



EACH OCCURRENCE $UMBRELLA LIAB



EXCESS LIAB



DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES  (Attach ACORD 101, Additional Remarks Schedule, if more space is required)



INSR
LTR TYPE OF INSURANCE POLICY NUMBER



POLICY EFF
(MM/DD/YYYY)



POLICY EXP
(MM/DD/YYYY) LIMITS



WC STATU-
TORY LIMITS



OTH-
ER



E.L. EACH ACCIDENT



E.L. DISEASE - EA EMPLOYEE



E.L. DISEASE - POLICY LIMIT



$



$



$



ANY PROPRIETOR/PARTNER/EXECUTIVE



If yes, describe under
DESCRIPTION OF OPERATIONS below



(Mandatory in NH)
OFFICER/MEMBER EXCLUDED?



WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY Y / N



AUTOMOBILE LIABILITY



ANY AUTO
ALL OWNED SCHEDULED



HIRED AUTOS
NON-OWNED



AUTOS AUTOS



AUTOS



COMBINED SINGLE LIMIT



BODILY INJURY (Per person)



BODILY INJURY (Per accident)
PROPERTY DAMAGE $



$



$
$



THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED.  NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.



INSR
ADDL



WVD
SUBR



N / A



$



$



(Ea accident)



(Per accident)



THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW.  THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT:  If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed.  If SUBROGATION IS WAIVED, subject to
the terms and conditions of the policy, certain policies may require an endorsement.  A statement on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).



The ACORD name and logo are registered marks of ACORD



COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:



INSURED



PHONE
(A/C, No, Ext):



PRODUCER



ADDRESS:
E-MAIL



FAX
(A/C, No):



CONTACT
NAME:



NAIC #



INSURER A :



INSURER B :



INSURER C :



INSURER D :



INSURER E :



INSURER F :



INSURER(S) AFFORDING COVERAGE



SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.



.



CHI-004527588-01



'Retroactive Date:  1-1-77'



.



     Governors Square, Building 4, 2nd Floor�



1



01/01/2012PROFESSIONAL LIABILITY /A



09/20/2012



$5,000,000



 COVERAGE APPLIES FOR THE HEALTHCARE PROFESSIONAL LISTED BELOW WHILE EMPLOYED BY THE NAMED INSURED OR WHERE REQUIRED BY WRITTEN CONTRACT WHILE RENDERING 
PROFESSIONAL SERVICES WITHIN THE SCOPE OF THEIR DUTIES FOR THE NAMED INSURED: ��



     CARSON CITY, NV  89701



     THE STATE OF NEVADA�



 EVIDENCE OF COVERAGE FOR: EVIDENCE OF INSURANCE



401115-H&W2-PL5MH-12-13



EACH CLAIM



ERRORS & OMISSIONS



01/01/2013



     P.O. Box 1051�
     Marsh Management Services Cayman Ltd.�



     23 Lime Tree Bay Avenue�



     Grand Cayman KY1-1102, Cayman Islands�



     2720 TENAYA WAY�
     HEALTH PLAN OF NEVADA, INC.�



     LAS VEGAS, NV  89128



H&W012 01/12



     1000 EAST WILLIAM STREET, SUITE 111�
     CARSON CITY DISTRICT OFFICE�



H & W Indemnity Ltd





cbodden


Marsh Stamp

















 


Title: Out-of-Plan Services for Medicaid and Nevada Check Up Members that Require HPN Reimbursement 


Policy No.: WRHCO132 Date Issued: 8/98        Date Reviewed/Revised 08/23/2011             Page 1 of 4 


 


 


Policy 
Name: 


Out-of-Plan Services for Medicaid and Nevada Check 
Up Members that Require HPN Reimbursement 


Master 
Policy #: 


WRHCO132 Original Effective Date: 08/1998 


Application: 
UnitedHealthcare 
Nevada Market Last Review/Revision Date: 08/2011 


 
 
 
 
 
Review/Approval:   


 Kelly Simonson, AVP Medicaid Operations Date 


  


   
   


  


   
 


 
 
 
 
Review/Revision History:    
 WRHCO132 Reviewed/Revised 08/23/2011 
 WRHCO132 Reviewed 10/2010 
 WRHCO132 Reviewed Revised 8/2009 
 WRHCO132 Reviewed/Revised 8/2008 
 WRHCO132 Reviewed/Revised 08/2007 
 WRHCO132 Reviewed/Revised 10/2006 
 WRHCO132 Reviewed/Revised 06/2005 
 UMTF Reviewed 06/24/2004 
 WRHCO132 Reviewed/Revised 11/2003 
 CMQISC Reviewed 11/20/2003 
 CMQISC Reviewed 09/26/2002 


 







Title: Out-of-Plan Services for Medicaid and Nevada Check Up Members that Require HPN Reimbursement 


Policy No.: WRHCO132 Date Issued: 8/98                       Date Reviewed/Revised: 08/23/2011 Page 2 of 4 


 


 
Title: Out-of-Plan Services for Medicaid and Nevada Check Up Members 


that Require HPN Reimbursement 
 
Policy:  
It is the policy of Health Plan of Nevada (HPN), to include in the HPN benefit package 
certain Medicaid and Nevada Check Up services which must be reimbursed to 
providers with whom HPN (the insurance company) may not have a formal contract. 
These services include Non-Network Providers, Emergency Room Services, Federally 
Qualified Health Centers, Rural Health Clinics and Out-of-State Providers. 
 
Regulatory Reference: 
As required in contract 1509 with the State of Nevada, Division of Health Care 
Financing and Policy (DHCFP)  this policy supports the regulatory requirements of the 
following: 
 


 RFP 1509, Section 2.1.10  
 Social Security Act (SSA) Title XIX 
 42 CFR 438.113 and  
 42 CFR 438.114 


 
 
Policy Directions: 
 
Non-Network Providers  
When it is necessary for members to obtain services from non-network providers, such 
as where the member needs to see a specialist for which HPN has no such specialist in 
its network, HPN must:  
 
A. Coordinate with the out-of-network provider with respect to payment; 
 
B. Offer the opportunity to the out-of-network provider to become part of the network; 


and 
 
C. Negotiate a contract or letter of agreement, to determine the rate prior to services 


being rendered. 
 
 
Family Planning Services 
A. Family planning services may be obtained from any qualified provider, even if the 


provider is not part of the HPN’s provider network. Prior authorization is not required 
for this service. 


 
B. Claims Operations will coordinate payment of services. The capitation rate paid to 


HPN by DHCFP includes payments for family planning services. HPN must, at a 
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minimum, pay qualified non-plan providers for services rendered to its participants 
at the rate paid by DHCFP.  


 
C. Family planning services include education, counseling, physical examinations, birth 


control devices and supplies, Norplant and Depoprovera. 
 
D. Tubal ligations and vasectomies for individuals over 21 years of age are also 


covered. 
 
Emergency Room Services  
A. Members presenting to the emergency room (ER) must have a medical screening 


examination to determine if an emergency medical condition exists. 
 
B. ER physicians should call the Access Center to assist the member with alternatives 


to hospital admission or for assistance with admission to the hospital. 
 
C. HPN will pay the network or non-network provider for emergency services, applying 


the “prudent layperson” definition of an emergency, rendered at a rate limited to the 
amount that would have been paid if the service had been provided under the fee-
for-service Medicaid program, unless a lower amount is mutually agreed to between 
HPN and the party (ies) rendering service. No prior or post authorization will be 
required for emergency care by contracted or non-network providers. 


 
D. Pursuant to 1932(b)(20(D)) of the Social Security Act, A non-contracted provider, in 


or out of state, of emergency services must accept as payment in full no more than it 
would have received if the services were provided under the Medicaid fee-for-
service program.  


 
E. HPN will pay for emergency services rendered when a representative of the Plan 


instructs the member to seek emergency services. 
 
F. HPN reimburses the hospital the cost of necessary medical tests, at a rate 


equivalent to that paid by DHCFP or at a previously agreed upon rate when, after 
examination, a members condition was determined to be non-emergent. HPN 
reimburses the ER physician for the service provided at the contracted rate.  


 
G. HPN will not limit the definition of an emergency medical condition on the basis of a 


list of diagnoses or symptoms. A medical director will review claims for emergency 
services that appear to be non-emergent. The medical director will decide if the 
claim will be paid as emergent or non-emergent upon review of the medical records 
submitted with the claim. 


 
H. HPN will not refuse to pay for emergency services rendered because the Plan was 


not notified by the rendering provider(s) of the members screening and treatment 
within 10 calendar days of the date the services were rendered.  
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Post-Stabilization Care  
HPN will pay for post-stabilization services: 
 
A. Rendered to members by contracted or non-contracted providers that are approved 


by a network provider or a Plan representative.  
 
B. Obtained within or outside the network that are not pre-approved by a network 


provider or other Plan representative, but administered to maintain the members 
stabilized condition within one hour of a request to HPN for pre-approval of further 
post-stabilization services.  


 
C. Obtained within or outside the network that are not pre-approved by a network 


provider or other Plan representative but administered to maintain, improve, or 
resolve the members stabilized condition if HPN does not respond to a request for 
pre-approval within one hour or HPN cannot be contacted or HPN and the treating 
physician cannot reach an agreement regarding the members care and the network 
provider or other Plan representative is not available for consultation. 


 
D. HPN’s financial responsibility for non-approved post-stabilization services ends 


when a network physician assumes responsibility for the members care through 
transfer or HPN and the treating physicians reach an agreement concerning the 
members care or the member is discharged.   


 
Federally Qualified Health Center (FQHC) and Rural Health Clinic (RHC) 
HPN will pay for services provided by a Federally Qualified Health Center (FQHC) or a 
Rural Health Clinic (RHC). HPN will pay the FQHC or RHC at a rate equivalent to that 
rate paid by DHCFP, per the Medicaid Fee-for-Service Program, whether or not the 
FQHC or RHC is contracted. 
 
Out-of-State Providers  
When a member obtains medical services from an out-of-state provider HPN will 
negotiate a rate prior to services being rendered, whenever possible. HPN will inform 
the provider to accept Medicaid reimbursement as payment in full, with exception only 
for third-party liability. The provider cannot bill, accept or retain payments from Medicaid 
or Nevada Check Up members. Pursuant to 1932(b)(2)(D) of the Social Security Act, 
out of state providers of emergency services must accept as payment in full no more 
than it would receive if the services had been provided under the Medicaid fee-for-
service program.  
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Title: Transition of Care for Medicaid and Nevada Check Up 
Members 


 
 


Policy:  
It is the policy of Health Plan of Nevada (HPN) to coordinate medical and dental 
services for Medicaid and Nevada Check Up members enrolled in the Plan.  
 
Regulatory Reference: 
As required in contract 1509 with the State of Nevada, Division of Health Care 
Financing and Policy (DHCFP) this policy supports the regulatory requirements of the 
following: 
 


• RFP 1509, Section 2.2.10  
• 42 CFR 438.208 
 


Policy Direction: 
 
HPN to coordinate medical and dental services upon notification by a member, a 
medical or dental provider or the DHCFP that a newly enrolled member is currently 
receiving medical and dental services in the Medicaid or Nevada Check Up Fee-for-
Service Program. HPN will assist in the transition and coordination of those services 
into the Plan. HPN will also transition care for certain members upon notification that the 
members are transitioning to another Medicaid contractor or the Medicaid Fee-for 
Service Program. Assistance may be provided through Utilization Management, Case 
Management, Member Services and Pharmacy Services.  
 
Process:  
 


I. New members for which transition and coordination of services may occur 
include the following: 


 
1. Members with a medical condition such as: 


a. High risk pregnancy  
b. Major organ or tissue transplantation services in progress 
c. Chronic illness 
d. Terminal illness 
e. Intractable pain 
 


2. Members who, at the time of enrollment, are receiving; 
a. Chemotherapy and/or radiation 
b. Significant outpatient treatment or dialysis 
c. Prescription medications or durable medical equipment (DME) 
d. Other significant medical or dental services not included in the State Plan 


but covered by Medicaid under Early Periodic Screening Testing and 
Diagnosis (EPSDT) for children 
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3. Members who, at enrollment: 
a. Are scheduled for inpatient or medical or dental surgeries 
b. Are currently in the hospital for medical or dental issues 
c. Have prior authorization for medical or dental procedures and/or therapies 


for dates after enrollment 
d. Have post-surgical medical or dental follow-up care scheduled 


 
II. A member who at the time of enrollment is in the third trimester of her pregnancy 


is allowed to stay with her current non-contracted obstetrical provider through 
postpartum care, if she so chooses.  


 
III. A member who at the time of enrollment is in the first or second trimester of her 


pregnancy and is receiving obstetrical care from a non-contracted provider may 
be transitioned to a contracted obstetrical provider. Decisions will be made on a 
case-by-case basis depending upon the credentialing status of the provider and 
the provider’s willingness to accept payment from HPN and comply with the 
Managed Care Program. 


 
IV. A member, provider, or DHCFP who notifies HPN of the need to coordinate and 


transfer medical or dental services is initially assisted by the Member Services 
Department. A member with a medical need is referred to Case Management.  A 
case manager is assigned and coordinates the transfer and coordination of 
medical and dental services by contacting additional departments that need to be 
involved. Other departments include Utilization Management for prior 
authorization of medical services and Pharmacy Services for coordination of the 
prescription and non-prescription drug benefit.  


 
V. HPN attempts to identify members who at the time of enrollment are under 


medical or dental care by using a Health Survey Questionnaire. A Health Survey 
Questionnaire is mailed to all new members upon enrollment. Members are 
asked to complete the form and return it to HPN via US Mail at no cost to the 
member.  


 
VI. Health Survey Questionnaires are reviewed by the Case Management 


Department to determine if case management services are needed. Those 
members identified as requiring medical case management or dental services 
are assigned to a case manager for assistance.  


 
VII. A member who at the time of enrollment is receiving endodontic or periodontic 


services initiated in the Fee-for-Service Medicaid or Nevada Check Up Programs 
will be transitioned to a HPN dental provider upon enrollment into the plan.  


 
VIII. HPN’s Member Services Department will assist the member in obtaining his/her 


medical records. The member will be instructed to telephone the medical or 
dental provider’s office and request a copy of the medical or dental records. A 
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Member Services Representative may also place the call if the member is having 
difficulty obtaining a copy of his/her records.  


  
IX. Upon notification of enrollment of a hospitalized member, a hospital case 


manager is assigned to the case and completes a chart review of the current 
treatment plan, introduces him/herself to the member, and completes an 
assessment of future needs. This information is forwarded to the Medical Director 
for review and approval. Decisions to transfer care to plan providers are made by 
the Medical Director on a case-by-case basis. At discharge, the hospital case 
manager contacts the member to verify that an appointment with the primary 
care provider (PCP) has been made.   


 
X. Upon notification that a member is transitioning to another Medicaid contractor or 


the Medicaid Fee-for-Service Program, HPN will provide the receiving entity with 
the PCP’s name and following information as to whether the member is: 


a. Hospitalized 
b. Pregnant 
c. Receiving dialysis 
d. Chronically ill (e.g., diabetic, hemophilic, etc.) 
e. Receiving significant outpatient treatment and/or medications, and/or 


pending payment authorization request for evaluation or treatment 
f. On an apnea monitor 
g. Receiving behavioral or mental health services 
h. Nevada Early Intervention Services in accordance with the 


Individualized Family Service Plan (IFSP) provides a case manager 
who assists in developing a plan to transition the child to the next 
service delivery system.  For most children this would be the school 
district and services are provided for the child through an Individual 
Education Program (IEP) 


i. Involved in, or pending authorization for, major organ or tissue 
transplantation 


j. Scheduled for surgery or post-surgical follow-up on a date subsequent 
to transition 


k. Scheduled for prior authorized procedures and/or therapies on a date 
subsequent to transition 


l. Referred to a specialist(s) 
m. Receiving substance abuse treatment for recipients 21 and older 
n. Receiving prescription medications 
o. Receiving durable medical equipment or currently using rental 


equipment 
p. Currently experiencing health problems  
q. Receiving case management (including the case manager’s name and 


phone number) 
 


HPN will obtain the member’s signature on the Member Authorization to Disclose 
Protected Health Information (PHI) form before releasing information. 
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Welcome to Health Plan of Nevada, Inc. (HPN) 
Nevada Check Up! 


 
 
We would like to thank you for choosing us to arrange the quality care your child 
deserves.  We think you will find that we can provide your child with programs, which 
exceed the services your child would receive on a commercial insurance plan. 
 
The information in this handbook will help you understand your benefits with Health 
Plan of Nevada.  It will also help you decide when and how to get appropriate 
medical and dental care for your child.   
 
Please keep this document in a safe place.  
 
Translation services in languages other than English are available through our 
Member Services Department.  Please call 702-242-7317 or 1-800-962-8074 for 
help.   
 
Hearing impaired members may contact us at 800 962-8074 by calling through the 711 relay 
service.   
 
Visually impaired members may call our Member Services Department at  
702-242-7317 or 1-800-349-3538.  We can also give you documents in larger print 
for easier reading. 
 
Please, go to our website at www.hpnmedicaidnvcheckup.com for more info about 
our Medicaid program. 
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evidence of insurance coverage between the Managed Care Organization (MCO) Health Plan 
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 When you have a question, look for the answer in this handbook. 
If you still have questions after you read this handbook, call Member Services Department 
between 8 AM and 5PM, Monday through Friday.  
.   
The phone numbers are:  702-242-7317 or 1-800-962-8074 
 


 The physical location of the Health Plan of Nevada, Inc. Member Services department is: 
2720 North Tenaya Way, 1st Floor 
Las Vegas, Nevada 89128 


 


 If your child needs to see a Primary Care Provider (PCP), call the PCP’s office. 
You will need to choose a PCP to be your child’s primary care physician.  You can call our 
Member Services Department for help choosing a doctor.   The Phone number is: 702-242-
7317 or 1-800-962-8074. 
 
For your reference write your child’s PCP’s name, office location and phone number here. 
 
 The PCP is:            
 
 Location:             
 
 Telephone:             
 


 If your child needs to see a dentist, call your dentist’s office. 
Your child can see any of the dentists listed in the Nevada Check Up Directory. If you need help 
finding a dentist call Member Services 702-242-7317 or 1-800-962-8074. 


 


 If your child needs medical care “after hours” (for a problem that should not wait until your 
doctor can see you) go to an Urgent Care Center listed in the Nevada Check Up Directory. 


 
 If your child needs dental treatment “after hours”, call your dentist’s office.  
 
 If your child has a medical emergency (your child needs medical care immediately for a very 


serious problem) go to a hospital emergency room right away.  Call 911 for any life threatening 
condition such as major injuries from an accident, severe chest pain, unconsciousness or  
 difficulty breathing   


 
 If you need an answer to a medical or dental problem, call your PCP or dentist during office 


hours.   Or call our Telephone Advice Nurse at 702-242-7330 or 1-800-288-2264, 24 hours a 
day, 7 days a week. 


 
 If you need to speak to your Welfare Case worker, call you case worker at the following 


numbers: 
 Toll Free:    800-992-0900 
 Northern NV:   775-684-7200 
 Southern NV:  702-486-1646 


This Member Handbook Has Important Information  
About Your Child’s Health Benefits 
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Health Plan of Nevada, Inc. (HPN) is the largest and most experienced health plan in Nevada.  We began offering 
Nevada Check Up in 1998.  In Clark County, we call the plan HPN Nevada Check Up. In Washoe County, the plan is 
called Nevada Check Up-Northern Nevada.  As a health plan, we work with doctors, nurses, hospitals and other 
healthcare workers and medical facilities.  Our goal is to help your child stay healthy and to arrange the best care 
possible for your child. 
 
HPN is a managed care company. This means: 


 Members have a personal doctor, a Primary Care Provider (PCP), to see when healthcare is needed. 
 Members can schedule regular checkups with the PCP.  This will allow the PCP to get to know your child and 


help your child stay well. 
 The PCP arranges necessary extra care for your child through our network of doctors, hospitals and other 


healthcare facilities.  
 
Members must see a PCP to get a referral before:


 Going to a hospital 
 Seeing a specialist 


 Having tests done  
 Getting most other special healthcare services.   


 
If you take your child to a hospital or get other special services without a referral from your child’s PCP, services may 
not be covered under the plan.  It is your responsibility to make sure the your child’s provider is in the Nevada Check 
Up Provider Directory.    
 
In an emergency, you can take your child straight to the emergency room. If your child is outside of the Clark or 
Washoe County service area, he or she may get emergency services from any emergency room, even if the 
emergency room is not listed in the Nevada Check Up Provider Directory.  
 
In an emergency, members may go to any emergency room (ER), even if the ER is not listed in the Provider 
Directory.  
 


 
You will get a member card for each of your children who are enrolled with Nevada Check Up from the Division of 
Healthcare Financing and Policy. The card indicates that your child is eligible for Nevada Check Up. You should 
always take your child’s Nevada Check Up card to medical and dental appointments.  
 


 
As an HPN member, you may select a doctor from the Nevada Check Up Provider Directory to be your child’s Primary 
Care Provider (PCP).  We have included a provider directory in this packet.  This PCP is your child’s personal doctor.  
Each of your children enrolled in HPN can also choose a PCP.  PCPs work in one of these areas:


 General or Family Practice 
 Internal Medicine 
 Gynecology  


 Pediatrics 
 Obstetrics  


 
Under HPN, you can choose a different PCP for your children and a different PCP for yourself.  For children, we 
suggest you choose a pediatrician or family practice provider to be their PCP.  Once you have chosen your PCP, HPN 
will send you a letter confirming your choice.   
  
If your child is pregnant, you will choose an Obstetrician to take care of your child during the pregnancy until after the 
baby is born.  
 
One of the first things you should do is make an appointment for your child to see a PCP.  During this first checkup, 
the PCP finds out about your child’s health needs. The PCP will help you plan routine checkups, shots and tests to 
help your child stay well.  Also make an appointment for your child to see a dentist right away. 
 
The PCP will coordinate your child’s medical needs. If your child needs lab tests or x-rays, needs to see a specialist or 
needs to go to the hospital, the PCP arranges that. The PCP will refer your child to specialists and places listed in the 


Introduction to Health Plan of Nevada, Inc. (HPN)
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HPN Provider Directory.
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If you feel your child needs care from any other type of doctor, or any other type of special care, you must take your 
child to the PCP first. Your child may only get care from doctors and hospitals listed in the HPN Provider Directory for 
the Nevada Check Up program. If your child needs emergency medical treatment, you may take your child to any 
emergency room.  


 
How to Help the PCP Take Care of Your Child: 


 Choose a PCP your child likes and wants to stay with   
 Plan ahead so you can learn as much as possible during every doctor visit  
 Listen to your child’s PCP.  Follow the PCP’s instructions to help your child get well and stay healthy. 
  


 


 
You received a Nevada Check Up Provider Directory with this handbook.  This directory lists doctors you can choose 
as your child’s PCP.  If the doctor your child is seeing now is on the list, your child can stay with that doctor.  If you 
need more help choosing any of the PCPs in the directory, call Member Services at  702-242-7317, or toll free 1-800-
962-8074.  You may also visit our website at www.hpnmedicaidnvcheckup.com. This site is updated monthly. 
 
When You Choose a Primary Care Provider (PCP):  
Try to choose a PCP who:  


 Has an office that is easy for you to get to 
 Has office hours when you can arrange to get there 
 You can talk to easily, speaks your language and will listen to you. 


 
To select a PCP, call our Member Services Department, 702-242-7317 or 1-800-962-8074. If you do not choose a 
PCP for your child, we will assign one. Please call Member Services to verify your child’s PCP. 
 
If you want to change your child’s Primary Care Provider, call us at any time.  Before you take your child to a 
different PCP, please call us and tell us who you would like the new PCP to be. Usually, the change will be effective 
the 1st of the next month. Just call Member Services at 702-242-7317 or 1-800-962-8074. 
 
If our contract with your child’s provider is terminated, HPN will notify you within 15 days of the date of the termination 
notice so you can chose a new provider.      
 


 
Your child may see any dentist listed in the Nevada Check Up directory.  If the dentist your child is currently seeing is 
in the directory, they can stay with that dentist. Young children may need to see a pediatric dentist.  If you need more 
information about the dentists in the Provider Directory, call our Member Services Department at  
702-242-7317 or 1-800-962-8074. A monthly updated SmartChoice and NorthernChoice Provider Directory is on our 
website, www.hpnmedicaidnvcheckup.com.  
 
When selecting a dentist, choose one who: 


 Has an office that is easy for you to get to 
 Has office hours when you can arrange to get there  
 You can speak to easily, who speaks your language and will listen to you.  


 
Dental benefits are listed on pages 10-11 


Selecting Your Child’s Primary Care Provider (PCP) - continued 
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How to Choose Your Child’s Dentist 







 8


 


 
When Your Child is Under a Doctor’s Care at the Time of Enrollment into HPN 
If your child is under a Doctor’s care at the time of enrollment, call our Member Services department at 702-242-7317 
or 1-800-962-8074. It is very important that we know the type of services you are getting and the doctor, dentist or 
other medical provider you are using. We will help you stay with your provider or change to a provider listed in the 
HPN Provider Directory for the Nevada Check Up program.  
 
When Your Child Needs to See a Doctor 
If your child needs to see a doctor, you should call your child’s PCP for an appointment, unless it is an emergency. If 
your child gets sick when the doctor’s office is closed, you can call the Telephone Advice Nurse at 702-242-7330 or 1-
800-962-8074 anytime, 24 hours a day, 7 days a week. You may also go to any of the urgent care centers listed in the 
HPN Provider Directory for the Nevada Check Up program.  
 
When you call your child’s PCP you should get a medical appointment within these time frames: 


 Routine appointments within two weeks 
 Urgent appointments within two calendar days 
 Emergent appointments same day. 


 
If your child is pregnant, she should get an obstetrical appointment within these time frames: 


 Within seven calendar days of the first request for women in their first or second trimesters 
 Within three calendar days of the first request for women in their third trimester 
 Within three calendar days being notified of a high-risk pregnancy 
 Immediately for emergency conditions. 


 
When Your Child Needs to See a Dentist 
When your child needs dental care, call the dentist for an appointment.  If your child has a dental emergency, call your 
dentist, 24 hours a day, 7 days a week.  


 
When you call your child’s dentist, you should get a dental appointment within these time frames: 


 Routine appointments within 30 days 
 Urgent or referral appointments within three calendar days 
 Emergent appointments immediately. 
 


When Your Child Needs to See a Specialist or go to a Hospital 
There are times when your child’s PCP may feel your child needs to see a specialist. The PCP will help you choose 
one from the HPN Provider Directory for the Nevada Check Up program and give you a referral form. Take this form 
with you when you see the specialist.  If the specialist needs to see you more often, he will need to get prior 
authorization by calling our Utilization Management Department at 702-242-7345 or 1-800-288-2264. 
 
When you call your child’s specialist, you should get an appointment within these time frames: 


 Routine appointments within 30 calendar days of referral 
 Urgent appointments within three calendar days of referral 
 Same day, medically necessary appointments within 24-hours of referral. 


 
Expect not to wait more than one hour from your scheduled appointment time to see your child’s PCP or dentist, 
unless there is an emergency. In the case of an emergency, you may need to wait longer than one hour while the 
medical provider or dentist takes care of the patient with an emergency.  
 
If you have trouble getting an appointment or wait in the office longer than one hour, call Member Services at  
702-242-7317 or 1-800-962-8074.  We’ll be happy to help you. 
 
On the Day of Your Child’s Appointment: 


 Arrive 15 minutes before the scheduled appointment 
 Call the doctor’s office if you are going to be late or cannot keep your child’s appointment  
 Always bring your child’s Nevada Check Up card with you 
 Before you talk with the doctor, write some notes about what you want to tell the doctor. 


How to Get Healthcare Services
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 While you are talking with the doctor, write notes about what you need to do once you leave. These notes 


might tell you:   
 How and where to get any medication your child needs 
 How and when to take the medication 
 Where and when to go for lab tests or x-rays 
 What food to eat or exercises to do 


 If your child needs to come back for another visit, make the appointment before you leave. 
 
Getting Your Child’s Prescription Filled 
Your child’s doctor may give your child a prescription for medicine. Ask the doctor if you have any questions about the 
medicine or how to take it.  You can also ask the pharmacist where you get the medicine. HPN has a preferred list of 
drugs for your child to use. The preferred drug list is on our website, www.hpnmedicaidnvcheckup.com. Ask the doctor 
if the medicine he/she is prescribing for your child is on the HPN Preferred Drug List. If the medicine is not on the list, 
HPN may not pay for the medicine, or the medicine may require prior approval. If it does, your PCP may call our 
Pharmacy Services Department at 702-242-7050 or 1-800-925-7455 for approval  
 
As an HPN member, your child’s prescriptions may be filled at any Kmart, Wal-Mart, CVS, Sav-On, Albertsons, 
Vons, Smiths, Safeway, Target or Walgreen’s stores. If you need help finding a drug store or pharmacy in your 
area, ask at the doctor’s office or call Member Services at 702-242-7317 or 1-800-962-8074. 
 
Prior Authorization Requirements 
There are some medical services that need approval before you can get the services.  Your doctor will ask HPN for the 
approval first and then help you get the care you need. Before you seek the services ordered by your child’s doctor 
ask the doctor if HPN has approved the services. HPN may not pay for services you get that are not approved.  If you 
are not sure, ask your doctor to call our Member Services Department at 702-242-7317 or 1-800-962-8074. The doctor 
may also see if the request was approved electronically at www.healthplanofnevada.com using the link to HPN 
@YourService.  
 
Services that require authorization may include:


 Hospital admissions 
 Outpatient surgeries 
 Some procedures, lab tests, and x-rays 
 Medical equipment & supplies 


 Specialist care 
 Physical, occupational and speech therapy 
 Some medications. 


 
If the doctor feels your child needs to go to the hospital, the doctor will make the arrangements.  The doctor will call 
HPN for approval.  The only time you should take your child to a hospital without the doctor’s approval is in an 
emergency.  In that case, go to the nearest hospital emergency room. 
 


 
 
 
 


When You Should Use the Emergency Room 
In a life-threatening emergency, go to the nearest emergency room or call 911. Prior authorization is not needed for 
emergency care. Tell the emergency room desk clerk that your child is an HPN member of the Nevada Check Up 
program.  As soon as you can, or the next day, call the PCP’s office and tell the office staff about your child’s 
emergency room visit. 
 
Emergency care is needed right away when your child’s health might be in serious danger. This may be caused by a 
sudden illness or injury. Some examples are:
 


 Serious accidents 
 Severe cuts or burns 
 Chest pain 
 Severe or unusual bleeding 
 Trouble breathing 
 Emergency labor & delivery 
 


 Choking 
 Severe pain 
 Unconsciousness 
 Seizures 
 Possible poisoning 
 And any other situation that could endanger life. 


 


 
 
 


How to Get Healthcare Services - continued


Emergency Care 
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When your child gets emergency medical services he/she will also receive post stabilization services.  Post 
stabilization care means covered services, related to emergency medical conditions that are given to keep your child 
stabilized, or to improve your child’s condition.  These services are covered even if they are not provided by a doctor 
or hospital listed in the HPN Provider Directory for the Nevada Check Up program.  
 
Remember emergency rooms are for true emergencies only. For non-emergent conditions see your PCP 
during regular office hours or go to one of the Urgent Care Centers listed in the HPN Provider Directory for the 
Nevada Check Up program.   
 
Dental Emergencies 
If you think your child has a dental emergency, ask yourself:  


 Does my child need help to control bleeding?  
 Does my child need help to stop significant pain or stop an infection? 
 Is my child likely to lose teeth if he/she doesn’t get care right away? 


 
If you answered “yes” to any of these questions, call your child’s dentist right away. 
 


 
Urgent care is care needed sooner than a routine doctor’s visit. Urgent care is not emergency care. You should not 
take your child to an emergency room for urgent care needs unless your doctor or a Health Plan of Nevada staff 
member tells you to go there. Examples of urgent care conditions are:


 Sprains 
 Broken bones 
 Minor cuts and bruises 
 Non-severe bleeding 
 Non-severe allergic reactions 


 Low-grade fevers 
 Earaches 
 Headaches 
 Cold or flu symptoms 
 Frequent urination. 


 
If your child needs care during regular office hours, call the office. The office staff will arrange for your child to get care 
as quickly as possible. If the doctor cannot see you right away, go to an urgent care center listed in the HPN Provider 
Directory for the Nevada Check Up program. They have evening and weekend hours. No appointment is needed.  If 
you have an urgent dental need such as a toothache, call your dentist for an appointment. 
 
After office hours call our Telephone Advice Nurse at 702-242-7330 or 1-800-288-2264. The nurse will help you decide 
the best place to get help.  
 


 
The HPN service area covers metropolitan Clark and Washoe Counties.  When you are out of the service area during 
an emergency, your child should seek attention at the nearest hospital emergency room or urgent care center. Make 
sure you tell them your child is an HPN member.  Also, tell your doctor or dentist your child went to an emergency 
room while you were away.   
 
If your child is being treated for a medical or dental problem and is going to be away for more than a few days, let your 
doctor or dentist know. If you have any questions while you are away, call Member Services at 1-800-962-8074. 
 


 
If you need help deciding what to do, call the 24-Hour Telephone Advice Nurse.  This free service is available 24 hours 
a day, 7 days a week.  The nurse can answer most basic health questions and can help you decide if your child needs 
to see the doctor.  
 
The 24-hour phone number is 702-242-7330 or 1-800-288-2264. 
 
 


Emergency Care - continued 


Urgent Care 


Out of Area Healthcare Services 


Telephone Advice Nurse  
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As an HPN member, you get all the basic Nevada Check Up state benefits at no cost to you.  Your PCP will arrange 
your care.  You will need to use an HPN approved healthcare facility and medical or dental provider for most of these 
services, including: 
 
Ambulance Services (for emergency services only) 


 Medically necessary ground or air ambulance 
EXCLUDES:  non-emergency medical transportation 


 
Ambulatory Surgery Centers 


 Medically necessary surgeries that can be performed on an outpatient basis where the member can safely 
return home within 24 hours or less 


EXCLUDES:  cosmetic surgeries, fabric wrapping of abdominal aneurysm, intestinal bypass surgery for treatment 
of obesity, transvenous catheter pulmonary embolectomy, extracranial-intracranial arterial bypass, breast 
reconstruction for cosmetic purposes only (allowed following mastectomy), stereotactic cingulotomy, LASIK and 
other eye surgeries to treat vision disorders, non-FDA approval implants, transsexual surgery, chochleostomy w/ 
neurovascular transplant for Meniere’s Disease, non-medically necessary, non-effective or investigational 
surgeries or procedures. 


 
Botulimun Toxin type A (Botox) 


 Injections are covered for certain spastic conditions including cerebral palsy, stroke, head trauma, spinal cord 
injuries and multiple sclerosis. 


 
Chiropractors 


 Treatment limited to the following when referred through the Well Baby/ Well Child   program: 
 Office visits 
 Physical therapy 
 X-ray 
 Spinal Manipulation 
 


Cochlear Implants 
 Hearing evaluation, surgical implantation of the device, follow-up care and service. 
 Equipment and supplies with some limits 
 Repairs, adjustments and replacement with some limits 
 Damage or loss insurance required at the time of implant 
 


Dental Benefits  
Diagnostic and Preventative Services 


 Oral exam every 6 months 
 X-ray 
 Cleaning and fluoride treatment every 6 months 
 Sealants once per permanent tooth  
 Space maintenance therapy 


 
 Restorative Services 


 Fillings  
 Crowns 
 Root canals 
 Gum procedures 


 
 Periodontal Services 


 Certain Periodontal services for pregnant women 
 


 
 


 
 Dentures 


 Partial and full dentures to stop weight loss  
 To get a job when front teeth are missing 
 Emergency replacement of lost or stolen dentures  
 Emergency x-rays for diagnostic purposes 
 Denture adjustments 
Continued on next page 


 


 


Medical and Dental Benefits 
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 Dental Surgery 


 Includes anesthesia or analgesia 
 TMJ services  


 
 Emergency Dental Services 


 Services to control bleeding, lessen severe pain and/or stop infection 
 Procedures to avoid the loss of teeth 
EXCLUDES: cosmetic services-unless approved to return the member to work, gold crown, braces. 
LIMITATIONS: Services limited to $600 per member per year. Out of area benefit limited to emergency 
services only.  If a parent/guardian requests services above $600 they must agree to be billed by the provider 
for the amount above the $600 annual maximum. 


 
Diabetic Services 


 Diabetes management training  
 Diabetic supplies with some limits 
 Insulin pumps 


 
Durable Medical Equipment 


 Equipment that can be used repeatedly for a medical condition or injury 
Examples:  Oxygen and related supplies, walkers, canes, crutches, hospital beds, apnea monitors, commodes, 
wheelchairs, ventilators, home uterine monitors, and phototherapy unit  


EXCLUDES: deluxe equipment when standard equipment meets the need, motorized scooters, liquid oxygen, 
breast pumps, air conditioners, dehumidifiers, humidifiers, car seats, elevators, stair lifts, exercise equipment, 
household equipment, hygiene equipment, motorized lifts for vehicles, ramps, traction devices, TENS units and 
reachers. Replacement of lost, damaged or stolen equipment.  This is not an all-inclusive list. 
 


Well Baby/ Well Child Program 
 Includes health and development history, unclothed exam, immunizations, lab procedures, health education, 


vision, hearing and dental screenings 
 
Emergency Room Services (plan and out-of-plan) 


 Hospital and physician services for medical emergencies 
 Post-stabilization services for medical emergency 


 
End Stage Renal Disease 


 Hemodialysis, peritoneal dialysis and other dialysis procedures 
 Certain nutritional supplies 


 
Family Planning Services and Supplies 


 Medical office visits 
 Counseling 
 Physical Examinations 
 Birth control devices and supplies  
 Missed abortions 
EXCLUDES: infertility services, undoing of sterilization services, hysterectomies and abortions unless the mother’s 
life is in danger if the fetus is carried to term or the pregnancy resulted from rape or incest. 


 
Hearing Aids & Services 


 Hearing exam 
 Hearing aid(s) and related supplies  
 Hearing aid testing and repairs 
 Replacement of broken/lost hearing aid(s) only if covered by insurance purchased with original hearing aid(s) 
 Replacement of lost or damaged earmold(s)  
EXCLUDES: eyeglass-hearing aid unit combined, replacement of lost-broken hearing aid(s) if replacement is not 
covered by insurance purchased with original aid 
Continued on next page 
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Home Health Care 


 Skilled nursing services with limits 
 Physical therapy visits, occupational therapy visits, speech therapy visits, respiratory therapy visits 
 Registered dietician visits  
 Limited personal care services with a skilled service as ordered by a physician 
EXCLUDES:  respite, homemaker, companion, social work or sitter service and routine personal supplies 
 
 


 


Immunizations 
Ages 0-21 


 All childhood immunizations covered under Well Baby/ Well Child   program including Varicella, DTaP, Flu, 
HiB, Hepatitis A, B and C, MMR, Pneumococcal, HPN, Rotavirus, and Meningitis. 


 
Inpatient Hospital Services 


 Acute care admissions including all necessary physician care, testing, surgery and anesthesia when ordered 
by a physician or dentist 


 Out of state inpatient hospital services for emergencies and when care is unavailable in service area 
 Observation stays up to 48 hours 
 Swing bed stays up to 45 days 
EXCLUDES: swing bed stays over 45 days, when medical condition or treatment needs do not meet acute care 
guidelines or services can be provided in a less restrictive setting, certain administrative days, residential 
treatment center placement after the first month 


 
Inpatient and Outpatient Rehabilitation Services 


 Physical, Occupational or Speech evaluations  
 Medically necessary physical, occupational or speech therapy with limits 
 High-dose oxygen treatment for wounds 
EXCLUDES:  non-medically necessary therapy and personal comfort items 
 


Laboratory Services 
 Includes all medically necessary diagnostic tests 
EXCLUDES:  post death exams, fertility tests and some genetic testing 


 
Medical Supplies 


 Disposable medical supplies to treat a medical condition including diabetic syringes and needles, dressings, 
pads, diapers for members over age 3 (Use of multiple types of briefs, diapers, pullons, or protective 
underwear in any size combination cannot exceed the maximum limit either 100 units or 186 units per month, 
depending on the item, without PA) , catheter and irrigation items, ostomy supplies, saline, sterile and non-
sterile gloves 


 Authorize one month’s supply at a time. 
EXCLUDES:  sanitary napkins, band-aides, cosmetics, dental care items, personal hygiene items, rubbing alcohol, 
hydrogen peroxide, Neosporin and other topical preparations 


 
Mental Health and Substance Abuse Services 
Inpatient Mental Health Services 


 Psychiatric services  
 Alcohol/substance abuse & treatment services 
 Rehabilitative services  
 Outpatient counseling (Psychiatric and Psychological Services) 
 Psychological testing and/or evaluation prescribed by a physician 
 Crisis intervention therapy 
 Targeted case management services 
 Chemical therapy services 
 Psychiatric observation units services 


 Continued on next page 
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Ocular Care 


 Exam and glasses every 12 months 
 Repairs and replacement for damaged eyeglasses 
 Lightweight lenses to balance the weight of the glasses 
 Glass or plastic lenses 
 Bifocals and trifocals in some instances 
 Contact lenses for treatment of a medical condition 
 Plastic or metal frame  
 EXCLUDES:  repair or replacement of broken or lost eyeglasses for adults; sunglasses or cosmetic lenses; 


contact lenses; replacement of lenses; blended or progressive multi-focal lenses; ultra lightweight plastic 
lenses for adults; cost of an extended warranty to repair/replace glasses/frames with ornamentation, eyeglass 
frames which attach to or act as a holder for hearing aides; any surgical procedure to improve vision, when 
vision is ok using glasses 


 
Outpatient Alcohol and Substance Abuse Services 


 Office/clinic visits provided by medical personnel 
 Individual, group and family therapy sessions  
 Methadone therapy 
EXCLUDES:  persons living in residential treatment centers (RTC);  substance abuse support or peer support 
group services; therapy for parenting skills; therapy for gambling disorders; custodial services; partial 
hospitalization. 


 
Orthotics 


 Tools needed to straighten or correct a deformity such as braces, orthopedic shoes, elastic stockings, back 
support/corsets, splints, cervical collars, and burn garments 


 
Parenteral Therapy 


 Fluids with vitamins and nutrients given through veins 
 Infusion pump one at a time 
 One supply kit and one administration kit per day. 


EXCLUDES:  nutritional supplements for infants with allergies who can use soy formula, diabetic diets, and 
supplements to ulcer diets. 
  
Pharmacy (generic drug required unless physician requests a brand name) 


 Drugs approved by the Food and Drug Administration and part of the HPN 2-Tier Drug List  
 Family planning items such as condoms, diaphragms, oral contraceptives, Norplant, foams and jellies 
 Over the counter drugs ordered by the PCP 
 Prenatal vitamins 
 Smoking cessation products 
EXCLUDES:  Weight loss drugs, fertility drugs, drugs used for cosmetic purposes or hair growth, “Less than 
Effective Drugs”, experimental drugs, coverage for lost medication, environmental drugs, Viagra 


 
Physician, Physician Assistant and Nurse Practitioner Services and Consultations 
(Surgical and non-surgical) 


 Medically necessary primary care and specialist office visits 
 Urgent care services 
 Emergency room services 
 Services to diagnose and treat an illness or injury 
 Preventative services covered under Well Baby Well Child  
 Well-child care  
 Immunizations 
EXCLUDES:  investigational or experimental procedures not approved by the FDA, clinical trials and 
investigational studies 
 


 
 


Continued on next page 
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Podiatry 


 Treatment if referred through Well Baby/ Well Child   program 
EXCLUDES:  preventive care such as cleaning and soaking of feet, applying creams and routine foot care 


 
Pregnancy and Maternity Services 


 PCP or nurse mid-wife visits for prenatal care and testing 
 Specialist care for complications 
 Delivery services in a hospital or birthing center 
 After-delivery care 
 Treatment for pre-term labor 
 Treatment of incomplete, missed or septic abortions when medically necessary 
 Abortions to end pregnancies resulting from rape or incest 


 
Prostheses and Prosthetic Supplies 


 Tools necessary to replace missing body parts such as, false limbs and eyes 
 Adjustments and repairs 
 Replacement when ordered by a PCP 
EXCLUDES:  routine testing and cleaning 


 
Radiology (X-Ray) Services 


 Medically necessary x-ray services ordered by a doctor such as MRI or PET scans, ultrasounds 
 
Skilled Nursing Facility Care 


 All medically necessary care for the first 45 days. Nevada Medicaid covers the cost of care as of the 46th day.  
 
Surgical Services 


 Medically necessary surgeries 
 Inpatient/Outpatient/Ambulatory facility services 


 
 
 


 Physician Services 
 Surgical Assistant Services 
 Anesthesia Services including nurse anesthetist 
 Circumcisions for newborns under 1 month of age 
EXCLUDES:  Medically unnecessary cosmetic procedures to improve appearance 


 
Transportation 


 Emergency transportation only (see Ambulance Services) 
EXCLUDES:  non-emergency transportation to medical services, transportation to non-covered services, travel to 
visit a hospitalized patient, transport of a deceased person, transports between facilities and cost of a car rental. 
 


 
Transplants (Organ) 


 Medically necessary organ transplants that are not experimental 
 Familial and unrelated bone marrow donor search and match services are covered 
 Meals and lodging to and from and while receiving medical services and transportation to and from medical 


services 
EXCLUDES: Transplants for some illnesses and stages of illnesses, experimental organ transplants, organ 
transplants that will not make a difference in the patient’s health, and unsafe organ transplants 
 


 
This is just a basic list of the covered medical and dental services your child may receive from HPN.  Remember that 
your child must have approval from the PCP and HPN before your child receives some health services.  These 
include specialist visits and hospital stays.  Your child’s provider or our Member Services staff at 702-242-7317 or 1-
800-962-8074 can answer questions you have about these services. 


Medical and Dental Benefits - continued 
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Family planning services help people of child-bearing age who do not want to get pregnant. These 
services include: 


 Counseling 
 Various kinds of birth control, including over-the-counter and prescription birth control supplies. 


 
Your child can get family planning services:  


 From the PCP or from any doctor, clinic or family planning center that takes Nevada Check Up patients 
 
Your child does not have to get family planning services from a PCP in the HPN Provider Directory for the Nevada 
Check Up program.  You do not need a referral from your child’s PCP, but please bring your child’s Nevada Check Up 
card with you.  Always have your child tell the PCP when she is using birth control pills or other family 
planning methods.  
 


 
Mental health benefits are available to HPN Nevada Check Up members.  There is a special process to identify and 
care for Seriously Emotionally Disturbed (SED) children. The HPN staff, our doctors and other health care providers 
will help these members through the process. 
 
If you have questions about mental health benefits, please call Member Services at 702-242-7317 or 1-800-962-8074.  
If your child needs mental health or substance abuse services or is receiving these services and would like to change 
the therapist, call Behavioral Healthcare Options 702-364-1484 or 1-800-873-2246.  
 


 
Emergency Transportation 
Emergency transportation is a covered benefit for HPN members. If your child has a medical emergency, call 911.  An 
ambulance will drive you to a hospital for emergency medical care. Remember to only call 911 for true medical 
emergencies as described on page 8.  
 


 
 


Health Plan of Nevada, Inc. (HPN) provides several added benefits to assist each of our plan members in staying 
healthy and well.  The following are three examples of benefits for you. 
 


 Member Services phone number: 702-242-7317 or 1-800-962-8074.  Our friendly staff will help with any 
question you have about your benefits.  They can help if you have a problem getting health care.  You should 
also tell them about any suggestions or grievances you have. 
 


 24-hour Telephone Advice Nurse: 702-242-7330 or 1-800-288-2264.  Having a sick child or getting sick 
yourself can be very frightening in the middle of the night.  But as an HPN member, you can call our 
Telephone Advice Nurse.  The nurse can tell you what you need to do for your problem and whether you need 
to follow up with your PCP or dentist.  Also, you can call the nurse with questions that you don’t think are 
serious enough to ask your doctor or dentist. 


 Health Education Classes.  As an HPN member, you can take special classes to help you learn good health 
habits and manage illnesses. We have the following classes to help people with health problems take better 
care of themselves so they can stay as active as possible: 


 
 Asthma – Adult (Ages 16 and up) 
 Asthma – Child (Ages 1 – 15) 
 Cancer Nutrition 
 Chronic Obstructive Pulmonary Disease 
 Diabetes 
 Understanding Insulin / Insulin Self-Management 


 Exercise 
 Healthy Aging: Up2Me 
 Heart Failure 
 Heart Health 
 Lactation 
 Lifestyle Management 


A Special Note about Family Planning Services 


A Special Note about Mental Health Benefits


Transportation 


Special Benefits for HPN Members
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 Nutrition and Fitness 
 Pregnancy 
 Preventative Healthcare 
 Senior Health 
 Tobacco Cessation Program 
 Weight Management – Adult 


 Weight Management Support Group 
 Healthy Nutrition Toddlers and Preschoolers 


(ages 2 – 6) 
 Healthy Nutrition Children (Ages 7-13) 
 Healthy Nutrition Teen (ages 14-17) 
 Women’s Health 


 
If you want to take a class call the Health Education and Wellness department 702-877-5356 or 1-800-720-7253. The 
classes are free. You may find more information about these programs on our website, 
www.hpnmedicaidnvcheckup.com.  Use the, “A Guide to Services” link and then click on “Health Education and 
Wellness”.  
 
If your child has asthma  
HPN has a special program to help children with asthma and their families. This program is called “One Small Breath 
at a Time.”  It includes classes and special gifts for children who follow the program.  If your child has asthma, be sure 
to ask your doctor about this program. 
 
Health Education Classes 
As an HPN member, your child can take special classes to help learn good health habits and manage illnesses. We 
have the following classes to help people with health problems take better care of themselves so they can stay as 
active as possible: 
 The Puff Stops Here – to stop smoking 
 The Balancing Act – for people with diabetes 
 One Small Breath at a Time – for children with 


asthma 


 Healthy Expectation – for pregnant women (for more on 
this program see the flyer in this packet) 


 Teen Lean- weight management for adolescents  
 Camp Lean- weight management for children 


 Heart Health – blood pressure and cholesterol  
management.  


 
If your child wants to take a class, you can enroll by calling Health Education and Wellness at 702-877-5356 or  
1-800-720-7253. You may find more information about these programs on our website, 
www.hpnmedicaidnvcheckup.com. Use the, “A Guide to Services” link and then click on, “Health Education and 
Wellness”.  
 


If your child has asthma: 
HPN has a special program to help children with asthma and their families. This program is called “One Small Breath 
at a Time.”  It includes classes and special gifts for children who follow the program.  If your child has asthma, be sure 
to ask your PCP about this program. 
 
 


 
Your child’s unborn baby is very special. We are here to help your child during her pregnancy and after the baby is 
born so both mom and baby will be strong and healthy. It is very important to the health of the mom-to-be and the 
unborn baby to see a PCP early in the pregnancy. The best way to give a baby a good start in life is to get prenatal 
care right away. 
 
Take Care of Your Child During Her Pregnancy 
Tell your child’s PCP if she is pregnant. If you think your child might be pregnant but are not sure, the PCP can give 
your child a quick, easy test to find out.  If your child is pregnant, choose an obstetrician from the HPN Provider 
Directory for the Nevada Check Up program. If you need help, call Member Services 702-242-7317 or 1-800-962-
8074. We will help you choose an obstetrician.   
 
These specially trained doctors provide care during pregnancy and deliver babies.  Make an appointment to see 
your child’s obstetrician right away for a complete checkup.  The doctor will tell your child what to expect during 
her pregnancy and how to take care of herself and her unborn baby. The obstetrician will check to see if your child’s 
unborn baby might need special care.  The obstetrician will stay in touch with your child’s PCP in case she has other 
health needs. 


(continued on next page) 


Pregnancy Care and Services


Special Added Benefits for HPN Members - continued
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Educational programs for moms-to-be 
If your child is pregnant, call our Obstetrical Case Management department.  For Southern Nevada call 702-243-8547 
or in Northern Nevada 775-828-3406. The registered nurses will answer any questions you may have and send you 
information on having a healthy pregnancy. 
 
Your child may also attend a free health pregnancy class called “Healthy Expectations.”  During the class, the health 
educator will provide information on:


 Nutrition 
 Proper weight gain 
 Exercise 


 Stress, emotions and hormonal changes 
 Safety for you and the baby 
 Breastfeeding and formula feeding. 


 


Prizes for getting prenatal care: You may receive a gift of baby goods for completing your prenatal care. The 
number of needed prenatal visits is based on when you became a member of HPN. If you joined HPN in your: 
 


 
Avoiding a Premature Birth 
Premature babies have lots of health problems from birth and for many years later. To avoid a premature baby it is 
important to know about premature labor. Premature labor occurs before the 37th week of your pregnancy. The signs 
of premature labor are:


 Menstrual-like cramping 
 Contractions 
 Lower backache 


 Abdominal, thigh or back pressure 
 Increase or change in vaginal discharge


 
If your child is having signs of pre-term labor call you obstetrician right away. There are treatments available to stop 
pre-term labor which will help your child have a full-term healthy baby. 
 
Delivering the Baby 
Your child will probably have the baby in the hospital. The obstetrician your child usually works with will deliver the 
baby.  Some mothers want to have a certified nurse-midwife deliver the baby.   If your child wants her baby to be 
delivered this way, ask the obstetrician to help you find a certified nurse-midwife, who is in the HPN Provider Directory 
for the Nevada Check Up program. A monthly updated version of the provider directory may be found on our website, 
www.hpnmedicaidnvcheckup.com. 
 
Baby Blues 
Babies need lots of care, but so does the new mom. Some women have postpartum depression after the baby is born. 
Some signs of postpartum depression are feeling sad, crying a lot, having trouble sleeping or just not feeling like 
yourself. If the new mom has any of these symptoms, please call your child’s PCP or call Behavioral Healthcare 
Options 702-364-1484 or 1-800-873-2246.  
 
Birth Control after the Baby is Born 
A new mom’s body needs to rest after pregnancy. Pregnancies too close together increase the chance of having a 
premature or low-birth weight baby. It is recommended that at least one year passes before becoming pregnant again. 
Talk to your child’s PCP about birth control methods.  
 
A Healthy Start for Your Child’s New Baby 
Your child’s baby may become an HPN member from the date of birth if the pregnancy is reported to both the Division 
of Health Care Financing and Policy’s Nevada Check Up office and HPN prior to and within 14 days of the baby’s birth. 
If this notification is not provided to both offices, the baby will not be a member as of the date of birth. Instead, the baby 
may become a member the first day of the next month following the birth. Make sure you call our Member Services 
Department at 702-242-7317 or 1-800-962-8074 and the Nevada Check Up office at 1-877-543-7669 to report the 
pregnancy and birth of the child.  


9th month of pregnancy 1 prenatal visit is needed 5th month of pregnancy 9 prenatal visits are needed 


8th month of pregnancy 5 prenatal visits are needed 4th month of pregnancy 11 prenatal visits are needed 


7th month of pregnancy 7 prenatal visits are needed 3rd month of pregnancy 12 prenatal visits are needed 


6th month of pregnancy 8 prenatal visits are needed 2nd month of 
pregnancy 


13 prenatal visits are needed 


1st month of pregnancy 14 prenatal visits are needed 


Pregnancy Care and Services - continued
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If your child is pregnant and has other children on Nevada Check Up, the Nevada Check Up Office needs to be 
informed that she is pregnant. Call 1-877-543-7669. If your child has other health insurance, the baby will be covered 
under that health insurance for the first month of life. The baby will be covered by Nevada Check Up after the first 
month. If your child does not have other health insurance, the baby will be covered by Nevada Check Up from the date 
of birth, but only if you inform the office of the pregnancy prior to the birth of the baby.  
 
One of the most important things you will need to do right after childbirth is to choose a PCP for your child’s baby. The 
baby should receive a checkup within the first week after birth and circumcisions for baby boys are usually a part of 
this visit.  If you need help choosing a PCP for the baby, call Member Services at 702-242-7317 or  
1-800-962-8074 or visit our website, www.hpnmedicaidnvcheckup.com. You may choose either a pediatrician or a 
family practice doctor. Please let us know your choice by calling 702-242-7317 or 1-800-962-8074. If we don’t hear 
from you, we will assign the baby to a PCP. You can change the PCP by calling Member Services. 
 
 


 
One of the most important things you can do to keep your children healthy is to make sure they have their regular Well 
Baby/ Well Child checkups and shots.  Your child’s PCP will help you arrange the checkups and shots that are right for 
each child’s age group. These services are free of charge. If you need help scheduling an appointment call Member 
Services 702-242-7317 or 1-800-962-8074. 
 
Special Checkups for Children From Their Primary Care Provider 
Your children will receive special health screenings and physical exams at least once a year as part of their Well Child 
visit. These visits are offered to help your children stay healthy, provide required shots and to catch and treat health 
problems early.  Included in the visit are the following: 
 
 A health history 
 A physical exam 
 Immunizations (shots) 
 


 Laboratory tests 
 Health education 
 Vision services 
 


 Hearing services 
 Dental services 
 Other needed healthcare services and treatment


It is very important that you bring your children in to see the PCP when they are due for this special testing. HPN will let 
you know when your children need to come in for these screenings.  You will receive a post card in the mail as a 
reminder. 
 
The schedule to the right will help you remember when 
you should bring your child in for a regular checkup: 
 
Shots to Protect Your Children against getting sick 
Your children should receive all required shots by the time 
they are 2 years old.  If you are taking your children in for 
regular checkups, their PCP will see that they get their shots 
when they are supposed to.  Your children probably don’t 
like getting shots, but these shots, called immunizations or 
vaccinations, can protect them from illnesses such as: 
 


Checkup schedule 
Within 2 weeks of birth 
1 month
2 months
4 months
6 months
9 months
12 months
18 months
24 months


 
 Diphtheria 
 Tetanus 
 Whooping cough-Pertussis 
 Measles 


 Polio 
 Mumps 
 Chicken pox 
 Hepatitis A, B or C 


 Chronic ear infection 
 Rotavirus 
 Spinal Meningitis 
 Flu 


Your child will also need booster shots before entering kindergarten and seventh grade.
 
Teen Well-Care 
Teenagers need well checks too. It is recommended that adolescents have annual well-care visits. HPN’s health 
promotion program, “Teen Health” targets children between the ages of 12 and 21 years of age.  Your teen may need 
shots in order to enter Middle School or once he/she turns 12 years old.  Please check with your child’s PCP. 
 


 


Keeping Your Children Healthy With Well Baby/ Well Child Visits  


Dental Services 


Once a year 
after age two 


Pregnancy Care and Services- continued
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Regular Dental Check Ups for Your Child 
It is very important that your child has healthy teeth.  Healthy teeth add to your child’s overall wellness. Children with 
good teeth eat well, sleep well, feel good about themselves, and do well in school.  
 
Your child needs to have his/her teeth checked every six months. The dentist will examine your child’s teeth to make 
sure they are in good shape, treat any problems and clean and put fluoride on his/her teeth. Fluoride keeps the teeth 
strong and helps prevent tooth decay.  As an HPN member your child can see any of the dentists listed in the HPN 
Provider Directory for the Nevada Check Up program. If you need help choosing a dentist, call our Member Services 
Department, 702-242-7317 or 1-800-962-8074.  
 
You and your child need to do your part to make sure your child’s teeth are healthy. Remember to brush and floss your 
child’s teeth in the morning, before bedtime and after eating. Brushing and flossing prevents tooth decay and gum 
disease. It is also important to make and keep dental check up visits every six months for your child.  


 
HPN wants to provide quality healthcare for our members. We have a program that watches the results of your child’s  
healthcare and plans ways to improve those results. This quality improvement program includes the following 
activities: 


 Mailings to children who need a well-child PCP visit  
 Mailings to children due for shots 
 Mailings to women who may be pregnant encouraging maternity care 
 Member satisfaction surveys on healthcare services  
 Educational mailings to members with asthma  
 Educational mailings to members with diabetes. 


 
These programs are designed to help our members. They provide reminders to get care and information on staying 
well and managing illnesses. For more information on the quality improvement program, call Member Services,  
702-242-7317 or 1-800-962-8074. 


 
Some services that Nevada Check Up pays for are not part of your HPN benefit package. You do not have to see your 
child’s PCP or dentist first. 
 


Some services you get directly through Nevada Check Up are: 
 Indian Health Services and Tribal Clinics 
 The cost of care in a special facility - like an institution for people who are mentally retarded or a residential 


treatment facility for alcoholism or drug abuse 
 Services for people who need long term care - like staying in a nursing home longer than 45 days. 
 Orthodontic Services. 


 


If you have questions about these services, please contact Nevada Check Up at 1-877-543-7669. 
 
 


 
It is very important that you follow the rules when getting medical care so you are not billed for services. Your child 
must get care from the doctors, dentists and other medical providers listed in the HPN Provider Directory for the 
Nevada Check Up program. You must get a referral from your child’s PCP to see a specialist or get certain services. 
The only exception is during a medical emergency.  (continued on next page) 
 
It is also important to know your child’s benefits. If your child gets medical or dental care that is not a benefit, you may 
be billed for those services. For example, if you pick a pair of glasses that costs more than the benefit, you will need to 
pay the difference. You may also get a bill for medical care your newborn gets, if you don’t tell the Nevada CheckUp 
Office that the baby was born.  Services received outside the country are not covered benefits. HPN will not pay for 
these services.  
 


Quality Improvement  


When You Might Get a Bill 


Services You Receive Directly Through Nevada Check Up 
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If you have insurance in addition to HPN, you need to let us know.  You also need to tell your doctors and other 
medical providers.  Your other insurance must be billed first.  If you need help coordinating your medical insurance, 
call Member Services at 702-242-7317 or 1-800-962-8074 for help. 
 


 
To be an active partner in your child’s healthcare, you should know your child’s rights and take responsibility for thier 
good health. 
 
Your child has the right:  


 To be treated with respect, to be listened to and to be a part of decisions that affect his/her healthcare 
 To be treated with consideration for his/her dignity and privacy 
 To get the information on available treatment options and alternatives presented in an easily understood 


manner 
 all members have the right to request and obtain this information at least once per year. 


 To refuse care from doctors, dentists and other healthcare workers your child does not like 
 To be able to make a grievance or appeal that is listened to and promptly responded to 
 To tell us in advance how your 18 year old child would like to be cared for if he/she is terminally ill or injured 


(see next page) 
 To request and receive a copy of his/her medical records and ask that they be amended or corrected (more 


information about your rights and access to records on page 23) 
 To have all information about his/her health and medical and dental care kept private.  The only times we 


release this information are:                                                                                         
 When it needs to be shared with others for important medical or legal reasons; 
 To help us improve the quality and cost-effectiveness of the care we give your child; 
 When you tell us in writing we can give it to someone else. 


 To choose a PCP and dentist for your child from the HPN Provider Directory, who speaks your language and 
understands your culture, whenever possible 


 To get a second opinion from a qualified, contracted provider 
 To be provided with information about the health plan, its services, the providers and your child’s rights and 


responsibilities 
 To get oral interpretation services free of charge 
 To get timely services from a non-contracted provider, if the services are not available from a contracted 


provider 
 To have direct access to women’s health specialists for female members. 


 
Your Responsibilities as a Parent/Guardian:   


 To tell HPN, and the doctors, dentists and other healthcare providers, things we need to know to give your 
child good healthcare 


 To make an appointment when your child needs routine care  
 To keep your child’s medical and dental appointments 
 To be on time for your child’s appointments 
 To ask questions about your child’s health if you don’t understand the doctor’s or dentist’s instructions 
 To follow your child’s doctor’s or dentist’s advice about taking care of your child 
 To follow directions about taking medications and what to do when your child is sick 
 To get a referral from your child’s PCP before getting any health services, unless  


 It is an emergency or, 
 Your child is getting certain kinds of services like family planning. 


Your Child’s Rights and Responsibilities 


Other Insurance 
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Nevada law says you have the right to make decisions about your health care if you are 18 years of age and 
older as long as you are able to do so.  If your child becomes sick, his/her doctor will tell you what is wrong with your 
child, the types of treatment your child can choose and what might happen if your child does not get care. A child who 
is age 18 has the right to refuse care, even if the doctor feels the child needs it in order to save their life. 
 
Sometimes when people get very sick they are not able to make decisions or tell doctors what they want.  For 
example, if there is no hope that they will get well again, some people don’t want the doctor to keep them alive by 
feeding them through a tube or putting them on machines.  If your child feels this way, it is very important that your 
child tells the doctor and their family about this while he or she is still healthy and able. This is done by a 
written “advance directive.” 
Continued on next page- 
 
There are two main types of advance directives: 
 


 A “Living Will” (also called a “Declaration”) tells the doctor and your family what kind of health care your 
child wants, or does not want, if he/she becomes unable to tell them. 


 A “Durable Power of Attorney for Health Care” names someone your child chooses to make health care 
decisions for him/her if he/she cannot make their own decisions. 


 
 


An advance directive must be in writing and your child must sign it.  It must also be signed by a notary public or 
by two other people as witnesses. Make sure your family and your child’s PCP have copies so they will know how to 
help your child.  
 
Your child may change his/her advance directive at any time.  Put the change in writing in the same way your child 
did the first time.  Make sure your child’s PCP and family knows about the change.   Make sure the date is on it so 
others will know which directive is the most recent. 
 
If your child needs to, he/she can have both types of advance directives.  And if he/she chooses, he/she does not 
have to have an advance directive. It is totally up to him/her. 
 
We want to know what kind of medical care your child wants.   If your child wants to make an advance directive, a 
lawyer can write one for him/her.  If your child can’t see a lawyer, the people in the PCP’s office have forms and can 
help him/her.  Or, you can call our Member Services staff at 702-242-7317 or 1-800-962-8074.  
 
Nevada Check Up requires that we keep information in your medical file telling us whether or not your child 
has an advance directive.  Please talk with your child’s PCP about adding this information to your child’s medical 
record. 
 
If your child’s PCP will not follow an advance directive because of his/her conscience, please contact Member 
Services at 702-242-7317 or 1-800-962-8074.    
 
If you have a complaint about the Advance Directive information please call the Division of Health Care Financing & 
Policy at 1-877-543-7669. 
 
Health Plan of Nevada, Inc. does not discriminate based on whether members have or do not have advance 
directives. 


When Your 18 Year-Old Child Can’t Make Healthcare Decisions  
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As you look through this handbook, you will probably notice that we urge you to call us or your child’s PCP or dentist 
often.  We are better able to help you when you stay in touch with us.  Every year you may ask us for: 


 A provider list 
 Your rights and responsibilities as a member of HPN 
 Information on grievances and appeals 
 Benefits including how to get them 
 Prior authorization requirements 
 Family planning services 
 After-hours and emergency services information including, how, where and when to get services 
 Referral to specialists 
 Post-stabilization services 
 How to get medical benefits that are not available through HPN 
 Information on the structure and operations of our health plan 
 Information on quality performance indicators 
 Member satisfaction survey information  
 Physician incentive plans.    
        


Here are some examples of when you should contact us. Call Member Services at 702-242-7317 or 1-800-
962-8074 


 When you are already getting care when you join HPN 
 With any questions about medical or dental benefits; 
 If you need an updated copy of this handbook. 
 If you want to change your child’s PCP or dentist; 
 Whenever you move, even if you still live within the HPN service area.  Let us know if you plan to leave the 


service area for more than a month, or move away; 
 


 If your phone number changes; 
 If your child is pregnant, or has a baby; 
 If your child is covered by any health benefits, in addition to your HPN.  For example, tell us:  


 If you have a health insurance policy for your child 
 If you receive a settlement for your child after being in an accident  


 If you have a problem getting the health care your child needs; 
 With an issue or concern about HPN or one of our PCPs, dentists or other health care providers; 
 If you think you want to leave HPN’s Nevada Check Up program; or 
 If you have a suggestion you think would improve HPN’s Nevada Check Up services or programs.  


 


 
From time to time, we will send you important information that you should keep with this handbook like news about: 


 Changes to the medical or dental benefits or plan 
 Changes to the list of doctors and network of providers your child can use; or 
 Information about our special programs and benefits. 


 
We may also call you or send you a survey form to ask how you like HPN’s Nevada Check Up program.  The survey 
helps us know what you think of your child’s PCP and dentist and other health services.  What you think is very 
important to us. 
 
We may also send you a letter if your child is hurt in a motor vehicle accident or injured through no fault of their own. 
This letter will ask you to call us and let us know if there is another insurance company that might help pay for your 
medical care. We call this situation, Third Party Liability. All we ask is that you call us and let us know if there is 
another insurance company, we will contact them. If there isn’t, we will pay for the medical care. You are not 
responsible for the cost of this care. 


When You Should Contact Us . . .  


When We Might Contact You. . . 
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Fraud is lying with the knowledge that the lie could result in a benefit to someone.  Waste and Abuse are practices that 
result in unnecessary cost to health programs, or payment for services that are not medically necessary.   HPN makes 
every effort to identify, prevent and investigate Fraud, Waste and Abuse (FWA).  It is also your right and responsibility 
to inform us if you notice FWA.  Please call our Ethics Hotline at 1-800-637-4454 if you are aware of any of the 
following: 


 Falsifying claims/encounters 
 Alteration of claim 
 Double billing 
 Billing for services not provided 
 Denying access to services/benefits 
 Failure to refer for needed services 
 Member eligibility fraud 
 Physical abuse 


 Mental Abuse 
 Emotional abuse 
 Neglect 
 Failure to report third party liability 
 Misrepresentation of medical condition 
 And other types of fraud, waste or abuse 


 


You may also write to Health Plan of Nevada, P.O. Box 15645, Las Vegas, NV  89114-5645,  Atten:  Compliance 
Officer, 2724-2. 


 


How Member Services can help you 


 
Call and talk to a Member Services staff member whenever you have a problem of any kind with HPN or any of our 
doctors, dentists, providers or services.  The phone numbers are: 702-242-7317 in the Las Vegas area, 1-800-962-
8074 outside the Las Vegas area. 
 
Our Member Services team is here to help you.  They will listen to your concerns and try their best to solve your 
problems.  If after that you feel your problem has not been solved, you may have the right to file an appeal or 
grievance. 
 
You have the right to file an appeal within 90 days of receiving a notice for any of the following issues: 


 The services you requested were denied or limited 
 The services your child was receiving are reduced, suspended or stopped 
 Part or all of the payment for a service your child received is denied 
 Your request for services was not responded to timely 
 HPN does not resolve your grievance or appeal timely 


 


 
There Are Two Kinds of Appeals You Can File: 
 
Standard (30 days) You can ask for a standard appeal.  We will send you a letter letting you know we received your 
appeal within three calendar days.  We must give you a written decision no later than 30 days after we get your 
appeal.  (We may extend this time by up to 14 days if you request an extension, or if we need additional information 
and the extension benefits you.) 
 
Expedited (72 hour review) You may ask for an expedited appeal if your PCP believes that your child’s health could 
be seriously harmed by waiting too long for a decision and is willing to support this. 
 
We must decide on an expedited appeal no later than 72 hours, three working days after we get your appeal.  (We 
may extend this time by up to 14 days if you request an extension, or if we request an extension from the State, in 
order to obtain additional information, and the extension benefits you.)  We will call you whenever possible to let you 
know the decision.  If we are unable to contact you, you will receive written notice of our decision within 2 days of 
making the decision. 


Fraud, Waste and Abuse (FWA)


What to Do If You Have an Appeal or a Grievance 


Appeals 
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If we decide your request for an expedited appeal does not meet the criteria, we will change it to a standard appeal.  
We will let you know verbally, whenever possible and send you written notice within two calendar days.  If any doctor  
 
asks for an expedited appeal for you, or supports you in asking for one, and the doctor indicates that waiting for 30 
days could seriously harm your child’s health, we will automatically give you an expedited appeal. 
 
What Do I Include With My Appeal? 
 
You should include your child’s name, address, member ID number, reasons for appealing, and any evidence you 
wish to attach.  You may send in supporting medical records, doctors’ letters, or other information that explains why we 
should provide the service.  Call your doctor if you need this information to help you with your appeal.  You may send 
in this information or present this information in person if you wish or you may authorize another adult to do so on your 
child’s behalf.  
 
How to file a Standard Appeal: You or your authorized representative should mail or deliver your signed appeal 
request to Health Plan of Nevada, Inc., 2720 North Tenaya Way,  P.O. Box 15645, Las Vegas, NV  89114-
5645 
 
Standard appeals may be filed by calling our Member Services Department at 702-242-7317 or 1-800-962-8074, but 
must be followed by a written, signed appeal. 
 
How to file an Expedited Appeal: You or your child’s PCP acting on your behalf or authorized representative should 
contact us by telephone or fax: Fax #  702-242-6462  Phone # 702-242-7317  
     Toll free  1-800-962-8074  TTY/TDD 702-242-9214  
     TTY/TDD 1-800-349-3538 
 
State Fair Hearing 
 
If you still do not agree with our decision, after all of HPN’s appeals have been completed, you can ask for a State Fair 
Hearing by contacting the Nevada Medicaid Hearings Unit at 1-775-684-3604, or 1100 East William Street, Suite 204, 
Carson City, NV  89701.  You must ask for this hearing within 90 days of receiving the final Appeal Notice from HPN.  
You may also request a State Fair Hearing if we fail to make our decision in a timely manner.  That is, within the time 
frames described in this section. 
 


We can help you through the grievance and appeals process.  Interpreter services are available.  We are available 
from 8:00 a.m. to 5:00 p.m., Monday through Friday.  You have a right to review your case file, including medical 
records and any other documents and records used during the appeals process. 
 


Continuation of Service 
         
If you would like to appeal a Notice of Action or Adverse Determination you have received from HPN, you can request 
to have services you are receiving continued during the appeal process.  You will need to make the request for 
continuation of services within ten (10) calendar days of the date of the Notice of Action if your Appeal involves the 
following: 


 the termination of services,  
 the suspension of services or  
 the reduction of services.  


 
Your request for continuation of services can be made as long as the continued services were ordered by an 
authorized provider.  Your request will be considered as long as the original periods covered by the original 
authorization have not expired or your request has not exceeded the intended effective date of HPN’s proposed action. 
           
If your benefits are continued by HPN pending the outcome of an Appeal, they will be continued until one of the 
following occurs: 


 you withdraw your Appeal; 
 ten (10) calendar days pass after the notice of action is mailed (unless the enrollee requests an Appeal and 


continuation of benefits until the hearing decision is reached); 
 the hearing officer issues an adverse decision to the enrollee; or; 
 the time period governing service limits of a previously authorized service have been met. 


Appeals - continued 
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If the final decision is adverse to you, HPN may recover the cost of services in dispute furnished during the Appeal to 
the extent they were furnished solely because of the requirements pertaining to the continuation of services pending 
the Appeal outcome decision. 
 
 


You have the right to file a grievance if you have an issue with: 
 Services you received through HPN 
 The care or services you received from one of our doctors or other health care providers 
 You need to file your grievance within 90 days 
 You may file a grievance in two ways: 


 Call us at 702-242-7317 or 1-800-962-8074, or  
  Write to Health Plan of Nevada, PO Box 15645, Las Vegas, NV  89114 


 
We take your grievance seriously and will try to get it settled to your satisfaction.  If you need help filing a grievance, 
just call our Member Services Department at 702-242-7317 or 1-800-962-8074.  Our representatives will be happy to 
help you.  Oral interpreter services are also available.  Once we receive your grievance the following will occur: 


 You will receive a letter from us within three calendar days telling you we have received your grievance.  Our 
staff may also contact you to make sure they understand the situation. 


 Within 90 days of the day we receive your grievance, we will send you a letter letting you know the outcome.  
We may extend this time up to 14 calendar days if additional information is needed and the extension will 
benefit you. 


 
 
 


 
 


HPN takes privacy and the security of your personal and health information very seriously.  Enclosed in the member 
packet you will find a “Notice of Privacy Practices” which address our current policy and the uses of your personal 
and health information.   


 
 


 
Beginning July 1, 2009 an enrollment “Lock-In” will be applied to each membership with Nevada Medicaid and Nevada 
Check Up.  All members will have 90 days to “switch” health plans if they choose.  After 90 days, members will be 
“Locked In” to the health plan of their choice.   
 
If you choose to cancel your enrollment with our health plan, you will be required to submit, in writing a request for 
disenrollment.  The health plan will determine if there is “good cause” for switching plans.  
 
Please mail your request for disenrollment to HPN Enrollment, P.O. Box 15645, Las Vegas, NV  89114-5645.  
Information to include in your request for disenrollment is: 


 Member Name 
 Member Medicaid # 
 Member Social Security Number 
 Member Date of Birth 
 Head of Household Name 
 


 Head of Household Medicaid # 
 Head of Household Social Security Number 
 Head of Household Date of Birth 
 Current contact information 


o Address &Telephone #


If your request for change in health plans is approved, you will be notified by HPN.  Your child will be disenrolled no 
later than the 1st day of the second month following the request. 
 
We hope you will want to stay with HPN’s Nevada Check Up plan as long as you are eligible for the program, 
and that you will let us know how we can serve you better. 


Appeals - continued 


If You No Longer Want Your Child to Be A Member of Nevada Check Up  


Notice of Privacy Practices 


Grievances 
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Members will be allowed to change plans once per year, for any reason, during an “open enrollment” period.  The 
open enrollment period will be from July to September each year or as determined by the State of Nevada.  
 


 


 
Your child must be on Nevada Check Up to be enrolled in HPN’s Nevada Check Up plan. If your child loses his/her 
coverage, the Nevada Check Up office will let us know. Premium payments are due on the first day of each quarter, 
January 1, April 1, July 1, and October 1. Failure to pay the quarterly premium will result in loss of insurance coverage 
under Nevada Check Up. If your child loses his/her Nevada Check Up coverage for a short time and gets back on 
Nevada Check Up within the year, your child will again be in HPN unless you choose another health plan for your 
child.  
 
 


 
 
 
 
 
 
 


Remember: 
Bring your child’s Nevada Check Up card 


whenever your child gets health care. 
 
 
 
 


 
 
 
 
 
 


Health Plan of Nevada 
PO Box 16545  


Las Vegas, NV 89114-5645 
www.hpnmedicaidnvcheckup.com 


 
 
 


Form No. 21.NV.97.038R1 


If Your Child is No Longer on Nevada Check Up 


If You No Longer Want Your  Child to Be A Member Of  Nevada Check Up 
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Welcome to Health Plan of Nevada, Inc (HPN)  
SmartChoice and NorthernChoice! 


 
We would like to thank you for choosing Health Plan of Nevada, Inc. a UnitedHealthcare 
Company to arrange for the quality care you expect and deserve.  We think you will find that we 
can provide you with programs which exceed standard Medicaid options. We also have added 
value benefits that you won’t get anywhere else. 
 
This Handbook contains information about what we offer through Health Plan of Nevada (HPN).  
The handbook will also help you decide when and how to get appropriate medical and dental 
care.  Please keep this document handy.   
 
Oral interpretation services in languages other than English are available through our Member 
Services Department. Please call 702-242-7317 or 1-800-962-8074 for help. 
 
Hearing impaired members may call our TTY/TTD line at 702-242-9214 or 1-800-349-3538 for 
help.  
 
Visually impaired members may call our Member Services Department for help at 702-242-
7317 or 1-800-349-3538. We can also give you documents in larger print for easier reading. 
 
 
Please visit our website at www.hpnmedicaidnvcheckup.com for more information about our 
programs. 
 


 
LA TRADUCCIÓN EN ESPAÑOL DE ESTE DOCUMENTO COMIENZA EN LA PÁGINA 30 


 
 
 
 
 
 
 
 
 
 
 
 
 


This handbook is not a Certificate of Insurance and shall not be construed or interpreted as evidence of 
insurance coverage between the Managed Care Organization (MCO) Health Plan of Nevada, Inc. 
(HPN), and the member.
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• When you have a question, look for the answer in this handbook. 


If you still have questions after reading this handbook, call our Member Services Department between 
 8 AM and 5 PM, Monday through Friday. 


 
The phone numbers are:  702-242-7317 or 1-800-962-8074       


 
• If you need to see a doctor, call your doctor’s office. 


You will need to choose a doctor to be your Primary Care Physician.  You can call our Member Services 
Department for help choosing a doctor.   
 
The phone numbers are:  702-242-7317 or 1-800-962-8074 
 
For your reference write your doctor’s name, office location and phone number here. 
 
 My doctor is:           
 
 Location:           
 
 Telephone:           


 
 
• If you need to see a dentist, call your dentist’s office. 


You may choose to see any of the dentists listed in the HPN SmartChoice or NorthernChoice Provider 
Directory. If you need help, call Member Services at 702-242-7317 or 1-800-962-8074. 


 
• If you need medical treatment “after hours”  


(for a problem that should not wait until your doctor can see you),  
Go to an Urgent Care Center in the SmartChoice or NorthernChoice Provider Directory. 


 
• If you need dental treatment “after hours”, call your dentist’s office. 
 
• If you have a medical emergency (you need help immediately for a very serious problem), go to the 


nearest hospital emergency room.  Or call 911 for any life-threatening situation, such as major 
injuries from an accident, severe chest pain, unconsciousness or difficulty breathing. 


 
• If you need an answer to a medical or dental problem, call your doctor/dentist during regular office 


hours.  Or call our Telephone Advice Nurse at 702-242-7330 or 1-800-288-2264 anytime, 24 hours a 
day, 7 days a week. 


 
• If you need to speak to your Welfare Case worker: call you case worker at the following numbers: 
 


• Toll Free:  800-992-0900 
• Northern NV:  775-684-7200 
• Southern NV:  702-486-1646 


 
 


This Member Handbook has important information  
about your health benefits. 
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Health Plan of Nevada, Inc. (HPN), is the largest and most experienced health plan in Nevada.  In Clark County, the 
HPN Medicaid plan is called SmartChoice.  In Washoe County, the HPN Medicaid plan is called NorthernChoice.  We 
work with doctors, dentists, nurses, hospitals and other healthcare workers and medical facilities.  Our goal is to help 
you stay healthy and arrange for the best care possible when you become ill. 
 
HPN is a Managed Care Organization. This means that: 


• Members have a Primary Care Provider (PCP) or personal doctor, to see when you need medical care. 
• Members may make appointments for regular checkups with their PCP or personal doctor.  This helps the PCP 


get to know you and help you stay well.   
• Your PCP arranges necessary extra care through our network of doctors, hospitals and other healthcare 


facilities. 
  
Members must see a doctor and get a referral before: 


• Going to a hospital  Seeing a specialist 
• Having tests done.  Getting most other special health care services 


 
If you go to a hospital or get other special services without a referral, the cost may not be covered under the plan. It is 
the member’s job to make sure the doctor you see is listed in the Provider Directory. 
 
In an emergency, members may go to any emergency room (ER), even if the ER is not listed in the Provider 
Directory.   
 


 
You will get a Medicaid card from the state for each of your family members who get these Medicaid benefits. You will 
not get a membership card from HPN.  Members should always bring their Medicaid card to all healthcare 
appointments.   
 


 
As an HPN member you may select a doctor from the Provider Directory to be your Primary Care Provider (PCP). We 
have included a provider directory in this packet. Your PCP is your personal doctor. Each of your family members 
enrolled in HPN can also choose a PCP.  PCPs work in one of these areas:


• General or family practice  
• Internal medicine 
• Gynecology  


• Pediatrics 
• Obstetrics  


 
Under HPN, you can choose a different PCP for your children and a different PCP for yourself.  For children, we 
suggest you choose a pediatrician or family practice provider to be their PCP.  Once you have chosen your PCP, HPN 
will send you a letter confirming your choice.   
 
If you are pregnant, you will choose an obstetrician to take care of your pregnancy until after the baby is born.  Women 
can choose family practitioners, internists, obstetricians or gynecologists as PCPs.  Some PCPs will take care of people 
of all ages, from babies through adulthood.  If your PCP does, and you want everyone in your family to have the same 
PCP, that’s fine. The choice is up to you.  
 
One of the first things you should do is make an appointment to see your PCP.  During this first checkup, the PCP finds 
out about your healthcare needs. He/she will help you plan routine checkups, shots and tests to help you stay well.  
 
Your PCP will coordinate your medical needs. If you need lab tests, x-rays, need to see a special doctor or need to go 
to the hospital, your PCP will make the arrangements. The PCP will give you a referral to medical providers and places 
listed in the HPN SmartChoice or NorthernChoice Provider Directory.   


 
Continued on next page 


Introduction to Health Plan of Nevada, Inc.  (HPN) 


Membership card 


Selecting Your Primary Care Provider (PCP)  
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If you feel you need care from any other type of doctor, or any other type of special care, you must go to your PCP.  
You may only get care from doctors and hospitals listed in the HPN SmartChoice or NorthernChoice Provider Directory. 
If you need emergency medical treatment, you may get medical services from any emergency room. 
 
How to help your doctor take care of you: 


• Choose a PCP you like and want to stay with  
• Plan ahead so you can learn as much as possible during every doctor visit 
• Listen to your PCP.  Follow his/her instructions to help you get well and stay healthy 


 
You received an HPN SmartChoice or NorthernChoice Provider Directory with this handbook, which lists doctors you 
can choose as your PCP.  If the doctor you are seeing now is on the list, you can stay with him/her.  If you want more 
information about any of the doctors in the Provider Directory, call our Member Services staff at 702-242-7317 or  
1-800-962-8074. A monthly updated SmartChoice and NorthernChoice Provider Directory may also be found on our 
website, www.hpnmedicaidnvcheckup.com.  
 
When you choose a primary care physician (PCP)  
Try to choose a doctor who:       Has an office close to your home  


• Has office hours convenient for  you  
• You can speak to easily, who speaks your language and will listen to you. 


 
To select a PCP, call our Member Services Department at 702-242-7317 or 1-800-962-8074. If you do not choose a 
PCP, we will assign you one. Please call Member Services to verify your PCP. 
 
If you want to change your PCP, call us at any time.  Before you go to a different doctor, please call us and tell us 
who you would like your new PCP to be. Usually, the PCP change will be effective the 1st of the next month. Just call 
Member Services at 702-242-7317 or 1-800-962-8074. 
 
If our contract with your child’s provider is terminated, HPN will notify you within 15 days of the date of the termination 
notice so you can chose a new provider.      
 


 
You may see any dentist listed in the HPN SmartChoice or NorthernChoice Provider Directory. If the dentist you are 
currently seeing is in the directory, you can stay with him/her. Young children may need to see a pediatric dentist. If you 
need more information about the dentists in the Provider Directory, call our Member Services Department at  
702-242-7317 or 1-800-962-8074. A monthly updated SmartChoice and NorthernChoice Provider Directory is on our 
website, www.hpnmedicaidnvcheckup.com.  
 
When selecting a dentist, choose one who: 


• Has an office that is easy for you to get to 
• Has office hours when you can arrange to get there  
• You can speak to easily, who speaks your language and will listen to you.  


 
Dental benefits are listed on pages 10 and 11. Members under the age of 21 have full dental benefits. Member’s ages 
21 and older have emergency dental benefits only. 
 


 
If you are getting care from a doctor when you join HPN, call our Member Services department at 702-242-7317 or  
1-800-962-8074. It is very important that we know the type of services you are getting and the doctor, dentist or other 
medical provider you are using. We will help you to stay with your provider or change to a provider listed in the HPN 
SmartChoice or NorthernChoice Provider Directory.  
 
 


Continued on next page 


Your Primary Care Provider (PCP) continued 


When you are under a doctor’s care at the time of enrollment in HPN 


How to choose your dentist 



http://www.hpnmedicaidnvcheckup.com/
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When you need to see your PCP 
You should call your PCP for an appointment, unless it is an emergency. If you get sick when the doctor’s office is 
closed, you should call HPN’s Telephone Advice Nurse at 702-242-7330 or 1-800-288-2264 anytime 24 hours a day, 
7 days a week.   
 
We also recommend that you try to find an Urgent Care Center or Quick Care Center close to your home for medical 
needs that aren’t emergencies but can’t wait for your PCP’s office to be open.  Urgent care locations are listed in the 
provider directory. More information is located on page 9.  


 
When you call your PCP, you should get a medical appointment in these time frames: 


• Routine appointments within two weeks 
• Urgent appointments within two calendar days 
• Emergent appointments same day. 


 
If you are pregnant, you should get an obstetrical appointment in these time frames: 


• Within seven calendar days of the first request for women in their first or second trimesters; 
• Within three calendar days of the first request for women in their third trimester; 
• Within three calendar days of being diagnosed a high-risk pregnancy; or 
• Immediately for emergency conditions. 


 
When you need to see your dentist 
When you need dental care, call your dentist for an appointment. If you have a dental emergency call your dentist, 24 
hours a day, 7 days a week.  When you call your dentist, you should get a dental appointment in these time frames: 


• Routine appointments within 30 calendar days 
• Urgent  appointments within three calendar days 
• Emergent appointments immediately. 


 
When you need to see a specialist or go to the hospital 
There are times when your doctor may feel you need to see a specialist. Your PCP will help you choose one from the 
HPN SmartChoice or NorthernChoice Provider Directory and give you a referral form. Take this form with you when you 
see the specialist. If the specialist needs to see you more often, he will need to get prior authorization by calling our 
Utilization Management Department at 702-242-7345 or 1-800-288-2264. 
 
When you call your specialist, you should get an appointment in these time frames: 


• Routine appointments within 30 calendar days of referral 
• Urgent appointments within three calendar days of referral 
• Same day, medically necessary appointments within 24-hours of referral. 


 
Expect not to wait more than one hour from your scheduled appointment time to see your doctor or your dentist unless 
there is an emergency.  In the case of an emergency, you may need to wait longer than one hour while the doctor or 
dentist takes care of the patient with an emergency.   
 
If you have trouble getting an appointment or wait in the office longer than one hour, call Member Services at  
702-242-7317 or 1-800-962-8074. We’ll be happy to help you. 
 
On the day of your appointment: 


• Arrive 15 minutes before the scheduled appointment 
• Call the doctor’s or dentist’s office if you are going to be late or cannot keep your appointment 
• Always bring your Medicaid card with you 
• Before you talk with the doctor or dentist, write some notes about what you want to tell him/her 
• While you are talking with the doctor or dentist, write notes about what you need to do once you leave. These 


notes might tell you:   
• How and where to get any medication you need to take.  How and when to take the  medication 
• Where and when to go for lab tests or x-rays 
• What food to eat or exercises to do. 
• If you need to come back for another visit, make the appointment before you leave. 


How to get healthcare services  
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Getting your prescription filled 
Your doctor may give you a prescription for medicine. Ask your doctor if you have any questions about the medicine or 
how you should take it.  You can also ask the pharmacist when you pick up your medicine. HPN has a preferred list of 
drugs for you to use.  The preferred drug list is on our website, www.hpnmedicaidnvcheckup.com. Ask your doctor if 
the medicine he/she is prescribing is on the preferred list.  If the medicine is not on the list, HPN may not pay for it or 
the medicine may require prior approval.  If it does, your doctor may call our Pharmacy Services Department at  
702-242-7050 or 1-800-925-7455 for approval.  
 
As an HPN member, you can get your prescriptions filled at any Kmart, Wal-Mart, CVS, Sav-On, Albertsons, Vons, 
Safeway, Smiths, Target or Walgreen’s stores.  If you need help finding a drug store or pharmacy, ask at the 
doctor’s office or call Member Services at 702-242-7317 or 1-800-962-8074.  
 
Prior authorization requirements 
There are some medical services that need approval before you can get the services. Your doctor will ask HPN for the 
approval first and then help you get the care you need. Before you get the services ordered by your doctor ask the 
doctor if HPN has approved the services. HPN may not pay for services you get that are not approved.  If you are not 
sure, ask your doctor or call our Member Services Department at 702-242-7317 or 1-800-962-8074. The doctor may 
also see if the service was approved electronically at www.healthplanofnevada.com using the link to HPN 
@YourService.  
 
Services that require authorization may include:
 


• Hospital admissions 
• Outpatient surgeries 
• Some procedures, lab tests, x-rays and 


services  


• Medical equipment & supplies 
• Specialist care 
• Physical, occupational and speech therapy 
• Some medications.


 
If your doctor feels you need to go to the hospital, he/she will make the arrangements.  The doctor will call HPN for 
approval. The only time you should go to a hospital without your doctor’s approval is in an emergency.  In that case, go 
to the nearest hospital emergency room. 
 


 
When you should use the emergency room 
In a life-threatening emergency, go to the nearest emergency room or call 911. Prior authorization is not needed for 
emergency care. Tell the emergency room desk clerk that you are an HPN member and that you have a Medicaid card. 
 
As soon as you can, or the next day, call your PCP’s office.  Tell the office staff about your emergency room visit. 
 
Emergency care is needed right away when your health might be in serious danger. This may be caused by a sudden 
illness or injury. Some examples are: 
 


• Serious accidents 
• Severe cuts or burns 
• Chest pain 
• Severe or unusual bleeding 
• Trouble breathing 
• Emergency labor and delivery 
• Choking 
• Severe pain 


• Unconsciousness 
• Seizures 
• Possible poisoning 
• And any other situation that could risk your life. 


 
 


 


 
When you get emergency medical services, you will also receive “post stabilization” services.  These are services, to 
continue your medical treatment after you are well enough to leave the ER.  These services are covered even if they 
are not provided by a doctor or hospital listed in the HPN SmartChoice or NorthernChoice Provider Directory.  
 
 


Continued on next page 
 


How to get healthcare services - continued 


Emergency care 
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Remember emergency rooms are for true emergencies only. For non-emergency conditions see your doctor 
during regular office hours or go to an Urgent Care Center listed in the SmartChoice or NorthernChoice 
Provider Directory.   
 
Dental Emergencies 
If you have a dental emergency, ask yourself: Do I need help to control bleeding? Do I need help to stop significant pain 
or stop an infection? Am I likely to lose my teeth if I don’t get care right away? 
 
If you answered “yes” to any of these questions, call your dentist right away. 
 
 


 
Urgent care is care you receive at a free-standing Urgent Care location such as Southwest Medical Associates 
(SMA) or University Medical Center (UMC) Quick Care clinics.   
 
Urgent care is care you need sooner than a routine doctor’s visit. Urgent care is not emergency care that you would 
receive at the Hospital. You should not go to an emergency room for urgent care needs unless your doctor or a 
Health Plan of Nevada, Inc. (HPN) staff member tells you to go there. Examples of urgent care conditions are: 


• Sprains 
• Broken bones 
• Minor cuts and bruises 
• Non-severe bleeding 
• Non-severe allergic reactions 


• Low-grade fevers 
• Earaches 
• Headaches 
• Cold or flu symptoms 
• Frequent urination. 
 


If you need care during your PCP’s regular office hours, call the office. The office staff will arrange for you to get care 
as quickly as possible. If your doctor cannot see you right away, go to an Urgent Care Center listed in the HPN 
SmartChoice or NorthernChoice Provider Directory. They have evening and weekend hours. No appointment is 
needed.  If you have an urgent dental need such as a toothache, call your dentist for an appointment. 
 
After office hours call our Telephone Advice Nurse at 702-242-7330 or 1-800-288-2264. The nurse will help you decide 
the best place to get help.  
 
 


 
The HPN service area covers metropolitan, Clark and Washoe Counties.  When you are out of the service area during 
an emergency, you should seek attention at the nearest hospital emergency room or Urgent Care Center.  Make sure 
you tell them you are an HPN member.  Also, tell your doctor or dentist you went to an emergency room while you were 
away.   
 
If you are being treated for a medical or dental problem and going to be away for more than a few days, let your doctor 
or dentist know.  If you have any questions while you are away, call Member Services at 1-800-962-8074. 
 
 


 
If you need help deciding what you should do for a medical concern, call our Nurses.  The 24-Hour Telephone Advice 
Nurse is a free service available 24 hours a day, 7 days a week.  The nurse can answer most basic health questions 
and can help you decide if you need to see your doctor.  
 
The 24-hour phone number is 702-242-7330 or 1-800-288-2264. 


Urgent care 


Out of area healthcare services 


Telephone Advice Nurse 


Emergency care - continued 
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As an HPN member, you get all the basic Medicaid benefits at no cost to you.  Your doctor will arrange your 
care.  You will need to use an HPN approved healthcare facility and medical provider for most of these 
services, including: 
 
Ambulance Services (for emergency services only) 


• Medically necessary ground or air ambulance 
EXCLUDES:  non-emergency medical transportation 


 
Ambulatory Surgery Centers 


• Medically necessary surgeries that can be performed on an outpatient basis where the member can safely 
return home with 24 hours or less 


EXCLUDES:  cosmetic surgeries, fabric wrapping of abdominal aneurysm, intestinal bypass surgery for treatment 
of obesity, transvenous catheter pulmonary embolectomy, extracranial-intracranial arterial bypass, breast 
reconstruction for cosmetic purposes only (allowed following mastectomy), stereotactic cingulotomy, LASIK and 
other eye surgeries to treat vision disorders, non-FDA approval implants, transsexual surgery, chochleostomy w/ 
neurovascular transplant for Meniere’s Disease, non-medically necessary, non-effective or investigational surgeries 
or procedures. 


 
Botulimun Toxin type A (Botox) 


• Injections are covered for certain spastic conditions including cerebral palsy, stroke, head trauma, spinal cord 
injuries and multiple sclerosis. 


 
Chiropractors 


• Treatment limited to the following when referred through the EPSDT program: 
• Office visits 
• Physical therapy 
• X-ray 
• Spinal Manipulation 


 
Cochlear Implants 


•  Hearing evaluation, surgical implantation of the device, follow-up care and service. 
• Equipment and supplies with some limits 
• Repairs, adjustments and replacement with some limits 
• Damage or loss insurance required at the time of implant 


 
Dental Benefits Age 21 and older 


• Coverage is limited to emergency extractions, palliative care and may also be eligible to receive prosthetic care 
(dentures/partials) under certain guidelines and limitations.  


• Limited oral evaluation in emergencies 
• X-rays in emergencies 
• Sedative fillings 
• Temporary crown (fractured tooth) 
• Full mouth debridement as palliative only 
• Emergency prosthetic repair to dental prosthetics that are rendered completely unserviceable.  Loose dentures 


or dentures with broken/missing teeth do not meet the intent of the definition unless irritation is present and 
sufficiently documented. 


• Oral surgery for palliative treatment, emergency extractions 
• Palliative treatment of dental pain, including minor procedure with description of patient condition required 
• As of October 1, 2007, periodontal scaling and root planning for pregnant recipients is a covered service.  In 


addition, due to the risk of pregnancy gingivitis, a second cleaning will be covered during pregnancy as well as 
100% coverage of the treatment of inflamed gums around wisdom teeth during pregnancy. 


   
 
 


Continued on next page 


Medical and dental benefits 
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EXCLUDES : Cosmetic services - unless prior approved to return the member to work, Routine and preventive 
dental care, such as periodic prophylaxis, restoration of  incipient or minor decay, treatment of sensitivity to hot and 
cold or other minor pain is not covered for persons 21 years of age and older.  (Prophylaxis and restorative dental 
services under pregnancy related services require predetermination and are reviewed on an individual basis based 
on medical necessity.) Crowns are not allowed for persons 21 years of age and older, except where required on an  
anchor or abutment tooth for a partial denture.  Gold crowns are not a covered benefit for any age. TMJ services 
are not covered 


 
Dental Benefits Ages 0-20 


• Diagnostic and Preventative Services 
• Comprehensive Oral exam every year 
• X-ray 
• Cleaning and fluoride treatment every 6 months 
• Sealants once per permanent tooth  
• Space maintenance therapy 
 


 
• Restorative Services 


• Fillings  
• Crowns 
• Root canals 
• Gum procedures 


 
• Periodontal Services 


• Certain Periodontal services for pregnant women 
 
• Dentures 


• Partial and full dentures to stop weight loss  
• To get a job when front teeth are missing 
• Emergency replacement of lost or stolen dentures  
• Emergency x-rays for diagnostic purposes 
• Denture adjustments 


 
• Dental Surgery 


• Includes anesthesia or analgesia 
• TMJ services for members under age 21 


 
• Emergency Dental Services 


• Services to control bleeding, lessen severe pain and/or stop infection 
• Procedures to avoid the loss of teeth 
EXCLUDES: cosmetic services-unless approved to return the member to work, gold crown, braces 
LIMITATIONS: Out of area benefit limited to emergency services only 


 
Diabetic Services 


• Diabetes management training  
• Diabetic supplies with some limits 
• Insulin Pump 


 
Durable Medical Equipment 


• Equipment that can be used repeatedly for a medical condition or injury 
  Examples:  Oxygen and related supplies, walkers, canes, crutches, hospital beds, apnea monitors,  
  commodes, wheelchairs, ventilators, home uterine monitors, and phototherapy unit  
EXCLUDES: deluxe equipment when standard equipment meets the need, motorized scooters, liquid oxygen, 
breast pumps, air conditioners, dehumidifiers, humidifiers, car seats, elevators, stair lifts, exercise equipment, 
household equipment, hygiene equipment, motorized lifts for vehicles, ramps, traction devices, TENS units and 
Reachers.  Replacement of lost, damaged or stolen equipment.  This is not an all-inclusive list.  


Continued on next page 
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Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 


• Limited to members under age 21 
• Includes health and development history, unclothed exam, immunizations, lab procedures, health education, 


vision, hearing and dental screenings 
 
Emergency Room Services (plan and out-of-plan) 


• Hospital and physician services for medical emergencies 
• Post-stabilization services for medical emergency 


 
End Stage Renal Disease 


• Hemodialysis, peritoneal dialysis and other dialysis procedures 
• Certain nutritional supplies 


 
Family Planning Services and Supplies 


• Medical office visits 
• Counseling 
• Physical Examinations 
• Birth control devices and supplies  
• Tubal ligations and vasectomies for eligible persons 21 years of age or older 
• Missed abortions 
EXCLUDES: infertility services, undoing of sterilization services, hysterectomies and abortions unless the mother’s 
life is in danger if the fetus is carried to term or the pregnancy resulted from rape or incest. 


 
Gastric Bypass Surgery 


• Coverage for members who meet the criteria 
EXCLUDES: coverage for pregnant women, women less than 6 months partum, or women who plan to become 
pregnant within 18-24 months post gastric bypass surgery 


 
Hearing Aids & Services 


• Hearing aid(s) and related supplies  
• Hearing aid testing and repairs 
• Replacement of broken/lost hearing aid(s) only if covered by insurance purchased with original hearing aid(s) 
• Replacement of lost or damaged ear mold(s) only for those under 21 
EXCLUDES: eyeglass-hearing aid unit combined, replacement of ear molds for members 21 years of age and 
older, replacement of lost-broken hearing aid(s) if replacement is not covered by insurance purchased with original 
aid(s 


 
Home Health Care 


• Skilled nursing services with limits 
• Physical therapy visits, occupational therapy visits, speech therapy visits, respiratory therapy visits 
• Registered dietician visits  
• Limited personal care services with a skilled service as ordered by a physician 
EXCLUDES:  respite, homemaker, companion, social work or sitter service and routine personal supplies 


 
Immunizations 
Ages 0-21 


• All childhood immunizations covered under EPSDT including Varicella, TDaP, Flu, Hepatitis A, B, & C, HiB 
MMR, Pneumonia, Polio, Rotavirus and Meningitis. 


 
Ages 21 and over 


• Tetanus, Rabies, Flu, Pneumonia, Hepatitis B, and HPV for females between ages of 9-26 years old. 
  


Continued on next page 
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Inpatient Hospital Services 


• Acute care admissions including all necessary physician care, testing, surgery and anesthesia when ordered by 
a physician or dentist 


• Out of state inpatient hospital services for emergencies and when care is unavailable in service area 
• Observation stays up to 48 hours 
• Swing bed stays up to 45 days 
 
EXCLUDES: swing bed stays over 45 days, when medical condition or treatment needs do not meet acute care 
guidelines or services can be provided in a less restrictive setting, certain administrative days, residential treatment 
center placement after the first month 
 


Inpatient and Outpatient Rehabilitation Services 
• Physical, Occupational or Speech evaluations  
• Medically necessary physical, occupational or speech therapy with limits 
• High-dose oxygen treatment for wounds 
EXCLUDES:  non-medically necessary therapy and personal comfort items 


 
Laboratory Services 


• Includes all medically necessary diagnostic tests 
EXCLUDES:  post death exams, fertility tests and some genetic testing 


 
Medical Supplies 


• Disposable medical supplies to treat a medical condition including diabetic syringes and needles, dressings, 
pads, diapers for members over age 3 (Use of multiple types of briefs, diapers, pullons, or protective 
underwear in any size combination cannot exceed the maximum limit either 100 units or 186 units per month, 
depending on the item, without PA) , catheter and irrigation items, ostomy supplies, saline, sterile and non-
sterile gloves 


• Authorize one month’s supply at a time. 
EXCLUDES:  sanitary napkins, band-aides, cosmetics, dental care items, personal hygiene items, rubbing alcohol, 
hydrogen peroxide, Neosporin and other topical preparations 


 
Mental Health and Substance Abuse Services 
Inpatient Mental Health Services 


• Covered for members under age 21 or age 65 and older  
• Alcohol/substance abuse & treatment services 
• Rehabilitative services  
• Outpatient counseling (Psychiatric and Psychological Services) 
• Psychological testing and/or evaluation prescribed by a physician 
• Crisis intervention therapy 
• Targeted case management services 
• Chemical therapy services 
• Psychiatric observation units services 


 
Ocular Care for members 0-21 years of age 


• Exam and glasses every 12 months 
• Repairs and replacement for damaged eyeglasses 
• Lightweight lenses to balance the weight of the glasses 
• Glass or plastic lenses 
• Bifocals and trifocals in some instances 
• Contact lenses for treatment of a medical condition 
• Plastic or metal frame  
EXCLUDES:  repair or replacement of broken or lost eyeglasses for adults; sunglasses or cosmetic lenses; contact 
lenses; replacement of lenses; blended or progressive multi-focal lenses; ultra lightweight plastic lenses for adults; 
cost of an extended warranty to repair/replace glasses/frames with ornamentation, eyeglass frames which attach to 
or act as a holder for hearing aides; any surgical procedure to improve vision, when vision is ok using glasses 


 
Continued on next page 
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Outpatient Alcohol and Substance Abuse Services 


• Office/clinic visits provided by medical personnel 
• Individual, group and family therapy sessions  
• Methadone therapy 
EXCLUDES:  persons living in residential treatment centers (RTC); family and marriage counseling; substance 
abuse support or peer support group services; inpatient mental health services for members between the ages of 
21 and 64; therapy for parenting skills; therapy for gambling disorders; custodial services; partial hospitalization. 
 


Orthotics 
Tools needed to straighten or correct a deformity such as braces, special shoes, elastic stockings, back 
support/corsets, splints, cervical collars, and burn garments 


 
Parenteral Therapy 


• Fluids with vitamins and nutrients given through veins 
• Infusion pump one at a time 
• On supply kit and one administration kit per day. 
EXCLUDES:  nutritional aides for the elderly, infants with allergies who can use soy formula, diabetic diets, and 
supplements to ulcer diets.         


 
Pharmacy (generic drug required unless physician requests a brand name) 


• Drugs approved by the Food and Drug Administration and part of the HPN 2-Tier Drug List  
• Family planning items such as condoms, diaphragms, oral contraceptives, Norplant, foams and jellies 
• Over the counter drugs ordered by the doctor 
• Prenatal vitamins 
• Smoking cessation product 
EXCLUDES:  Weight loss drugs, fertility drugs, drugs used for cosmetic purposes or hair growth, “Less than 
Effective Drugs”, experimental drugs, coverage for lost medication, environmental drugs, Viagra 


 
Physician, Physician Assistant and Nurse Practitioner Services and Consultations 
(Surgical and non-surgical) 


• Medically necessary primary care and specialist office visits 
• Urgent care services 
• Emergency room services 
• Services to diagnose and treat an illness or injury 
• Preventative services covered under EPSDT 
• Well-child care  
• Immunizations 
• Well-woman care 
EXCLUDES:  investigational or experimental procedures not approved by the FDA, clinical trials and investigational 
studies 


 
Podiatry 


Treatment of those under age 21 if referred through EPSDT 
EXCLUDES:  preventive care such as cleaning and soaking of feet, applying creams and routine foot care 


 
Pregnancy and Maternity Services 


• Doctor or nurse mid-wife visits for prenatal care and testing 
• Specialist care for complications 
• Delivery services in a hospital or birthing center 
• After-delivery care 
• Treatment for pre-term labor 
• Treatment of incomplete, missed or septic abortions when medically necessary 
• Abortions to end pregnancies resulting from rape or incest 
•  


Continued on next page 
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Prostheses and Prosthetic Supplies 


• Tool necessary to replace missing body parts such as, false limbs and eyes 
• Adjustments and repairs 
• Replacement when ordered by a doctor 
EXCLUDES:  routine testing and cleaning 


 
Radiology (X-Ray) Services 


• Medically necessary x-ray services ordered by a doctor such as MRI or PET scans, ultrasounds 
• Bone Mineral Density every two years when medically indicated 
• Mammograms yearly for women age 40 and older  


 
Skilled Nursing Facility Care 


• All medically necessary care for the first 45 days. Nevada Medicaid covers the cost of care as of the 46th day.  
 
Surgical Services 


• Medically necessary surgeries 
• Inpatient/Outpatient/Ambulatory facility services 
• Physician Services 
• Surgical Assistant Services 


Surgical Services 
• Anesthesia Services including nurse anesthetist 
• Circumcisions for newborns under 1 month of age 
EXCLUDES:  Medically unnecessary cosmetic procedures to improve appearance 


 
Transportation 


• Emergency transportation only (see Ambulance Services) 
• Cost of meals and lodging when traveling to and from medical services or while receiving medical care 
EXCLUDES:  non-emergency transportation to medical services transportation to non-covered services, travel to 
visit a hospitalized patient, transport of a deceased person, transports between facilities and cost of a car rental 
 
NOTE: Non-emergency transportation and the cost of meals and lodging when traveling to and from medical 
services or while receiving medical care is a Medicaid covered benefit, but is not part of the HPN Nevada Check Up 
program.  Least expensive form of transportation will be offered. 


 
Transplants (Organ) 


• For members 21 or older, coverage limited to medically necessary kidney, liver, corneal and bone marrow 
transplants   


• For members under 21, any medically necessary organ transplant that is not experimental 
• Familial and unrelated bone marrow donor search and match services are covered 
• Meals and lodging to and from and while receiving medical services and transportation to and from medical 


services 
EXCLUDES: Transplants for some illnesses and stages of illnesses, experimental organ transplants, organ 
transplants that will not make a difference in the patient’s health, and unsafe organ transplants 


 
 
This is just a basic list of the covered medical and dental services you may receive from HPN.  Remember, you must 
have approval from your PCP and HPN before you receive some health services.  These include specialist 
visits and hospital stays.  Your PCP or our Member Services staff at 702-242-7317 or 1-800-962-8074 can answer 
questions you have about these services. 
 


Medical and dental benefits - continued 
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Family planning services help people of child-bearing age who do not want to get pregnant. These 
services include: 


• Counseling 
• Various kinds of birth control, including over-the-counter and prescription birth control supplies. 


 
You can get family planning services 


• From your PCP or 
• From any doctor, clinic or family planning center that takes Medicaid patients. 


 
You do not have to get family planning services from doctor in the HPN Provider Directory.  You do not need a referral 
from your PCP, but please bring your Medicaid card with you.  Always tell your PCP when you are using birth 
control pills or other family planning methods.  
 


 
Mental health benefits are available to HPN Nevada Check Up members.  There is a special process to identify and 
care for Seriously Emotionally Disturbed (SED) children. The HPN staff, our doctors and other health care providers will 
help these members through the process. 
 
If you have questions about mental health benefits, please call Member Services at 702-242-7317 or 1-800-962-8074.  
If your child needs mental health or substance abuse services or is receiving these services and would like to change 
the therapist, call Behavioral Healthcare Options 702-364-1484 or 1-800-873-2246.  
 
 


 
Non-emergency Transportation 
Non-emergency transportation to medical and dental services is available to all Medicaid recipients. If you need a ride 
to a doctor’s appointments make your reservation 48 hours before your medical or dental appointment. 
 
Emergency Transportation 
Emergency transportation is a covered benefit for HPN members. If you have a medical emergency, call 911.  An 
ambulance will drive you to a hospital for emergency medical care. Remember to only call 911 for true medical 
emergencies as described on page 7.  
 


 
Health Plan of Nevada, Inc. (HPN) provides several added benefits to assist each of our plan members in staying 
healthy and well.  The following are three examples of benefits for you. 
 


• Member Services phone number: 702-242-7317 or 1-800-962-8074.  Our friendly staff will help with any 
question you have about your benefits.  They can help if you have a problem getting health care.  You should 
also tell them about any suggestions or grievances you have. 
 


• 24-hour Telephone Advice Nurse: 702-242-7330 or 1-800-288-2264.  Having a sick child or getting sick 
yourself can be very frightening in the middle of the night.  But as an HPN member, you can call our Telephone 
Advice Nurse.  The nurse can tell you what you need to do for your problem and whether you need to follow up 
with your PCP or dentist.  Also, you can call the nurse with questions that you don’t think are serious enough to 
ask your doctor or dentist. 
 


Continued on next page 
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• Health Education Classes.  As an HPN member, you can take special classes to help you learn good 


health habits and manage illnesses. We have the following classes to help people with health problems take 
better care of themselves so they can stay as active as possible:


 
• Asthma – Adult (Ages 16 and up) 
• Asthma – Child (Ages 1 – 15) 
• Cancer Nutrition 
• Chronic Obstructive Pulmonary Disease 
• Diabetes 
• Understanding Insulin / Insulin Self-


Management 
• Exercise 
• Healthy Aging: Up2Me 
• Heart Failure 
• Heart Health 
• Lactation 
• Lifestyle Management 


• Nutrition and Fitness 
• Pregnancy 
• Preventative Healthcare 
• Senior Health 
• Tobacco Cessation Program 
• Weight Management – Adult 
• Weight Management Support Group 
• Healthy Nutrition Toddlers and Preschoolers 


(ages 2 – 6) 
• Healthy Nutrition Children (Ages 7-13) 
• Healthy Nutrition Teen (ages 14-17) 
• Women’s Health 


 
If you want to take a class call the Health Education and Wellness department 702-877-5356 or 1-800-720-7253. The 
classes are free. You may find more information about these programs on our website, 
www.hpnmedicaidnvcheckup.com.  Use the, “A Guide to Services” link and then click on “Health Education and 
Wellness”.  
 
If your child has asthma  
HPN has a special program to help children with asthma and their families. This program is called “One Small Breath at 
a Time.”  It includes classes and special gifts for children who follow the program.  If your child has asthma, be sure to  
ask your doctor about this program. 
 


 
You and your unborn baby are very special.  We are here to help you during your pregnancy and after your baby is born 
so you will both be strong and healthy. It is very important to your health and your baby to see a doctor early in your 
pregnancy. The best way to give your baby a good start in life is to get prenatal care right away.  
 
Caring for you during your pregnancy 
Tell your doctor if you are planning to have a baby or if you are pregnant. If you think you might be pregnant but are not 
sure, your doctor can give you a quick, easy test to find out. 
 
If you are pregnant, choose an obstetrician from the HPN SmartChoice or NorthernChoice Provider Directory. If you 
need help, call Member Services 702-242-7317 or 1-800-962-8074. We will help you choose an obstetrician.  These 
doctors are specially trained to care for pregnant women and to deliver babies.  Make an appointment to see your 
obstetrician right away for a complete checkup.  He/she will tell you what to expect during your pregnancy and how 
to take care of yourself and your unborn baby.  Your obstetrician will check to see if your unborn baby might need 
special care.  He/she also stays in touch with your PCP in case you have other health needs. 
 
Educational programs for moms-to-be 
If you are pregnant, call our obstetrical case management. The registered nurses will answer any questions you may 
have and send you information on having a healthy pregnancy.   In Southern Nevada call 702-243-8547 and in 
Northern Nevada call 775-828-3406. 
 
You may also attend a free Health Pregnancy class, “Healthy Expectations”. During the class the health educator 
provides information on: 
• Nutrition   Proper weight gain 
• Exercise   Stress, emotions and hormonal changes 
• Safety for you and the baby   Breastfeeding and formula feeding. 


 Continued on next page 
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Prizes for getting prenatal care 
HPN members who get all of the required prenatal care may receive a gift of baby goods. The number of needed 
prenatal visits is based on when you became a member of HPN. If you joined HPN in your: 
 


 
Avoiding a premature birth 
Premature babies have lots of health problems from birth and for many years later. To avoid a premature baby it is 
important to know about premature labor. Premature labor occurs before the 37th week of your pregnancy. The signs of 
premature labor are: 


• Menstrual-like cramping 
• Contractions 
• Lower backache 
• Abdominal, thigh or back pressure 
• Increase or change in vaginal discharge. 


 
If you are having signs of pre-term labor call your obstetrician right away. There are treatments available to stop  
pre-term labor which will help you have a full-term healthy baby. 
 
Delivering your baby 
You will probably have your baby in the hospital.  Your obstetrician, or another doctor he/she works with, will deliver the 
baby.  Some mothers want to have a certified nurse-midwife deliver the baby.   If you want your baby to be delivered by 
a certified nurse-midwife, ask your PCP to help you find one who is in the HPN SmartChoice or NorthernChoice 
Provider Directory. A monthly updated version of the provider directory is on our website, 
www.hpnmedicaidnvcheckup.com.  
 
Baby blues 
Babies need lots of care, but so do you. Some women have postpartum depression after the baby is born. Some signs 
of postpartum depression are feeling sad, crying a lot, having trouble sleeping or just not feeling like yourself. If you 
have any of these symptoms, please call your doctor or call Behavioral Healthcare Options 702-364-1484 or  
1-800-873-2246.  
 
Birth control after the baby is born 
Your body needs to rest after your pregnancy. Pregnancies too close together increase your chance of having a 
premature or low-birth weight baby. It is recommended that you wait at least one year before becoming pregnant again. 
Talk to your doctor about birth control methods that are right for you.  
 
A healthy start for your new baby 
Your new baby automatically joins HPN when he/she is born. Make sure you call our Member Services Department 
at 702-242-7317 or 1-800-962-8074 to report the birth of your child as soon as you are home from the hospital. 
You must also call your case worker at the Welfare Office to report the birth of your baby. If you don’t report the 
birth, you may be responsible to pay for your baby’s medical care. 
 
One of the most important things you will need to do right after childbirth is to choose a doctor for your baby. Your baby 
should receive a checkup within two weeks after birth and circumcisions for baby boys are usually a part of this visit. 
Your baby will need more well-child visits during the first two years of life and immunizations are part of these visits. It is 
very important that your baby receive the recommended well-child visits and immunizations. More information on these 
visits and immunizations is provided in the next section, “Keeping your children healthy.”   


Continued on next page 


9th month of pregnancy 1 prenatal visit is needed 5th month of pregnancy 9 prenatal visits are needed 


8th month of pregnancy 5 prenatal visits are needed 4th month of pregnancy 11 prenatal visits are needed 


7th month of pregnancy 7 prenatal visits are needed 3rd month of pregnancy 12 prenatal visits are needed 


6th month of pregnancy 8 prenatal visits are needed 2nd month of pregnancy 13 prenatal visits are needed 


1st month of pregnancy 14 prenatal visits are needed 


Pregnancy care and services - continued 







 19 


 
If you need help choosing a doctor for your baby, call Member Services at 702-242-7317 or 1-800-962-8074 or visit our 
website for the most recent version of the provider directory at, www.hpnmedicaidnvcheckup.com. Our staff will help 
you find a doctor for your baby. You may choose either a pediatrician or a family practice doctor. Please let us know 
your choice by calling 702-242-7317 or 1-800-962-8074. If we don’t hear from you, we will assign your baby to a doctor. 
You can change your child’s doctor by calling Member Services.  
 
 


 
One of the most important things you can do to keep your children healthy is to make sure they get regular checkups.   
Early, periodic screening diagnosis and treatment (EPSDT) is just what it says.  Have your child seen early and often, 
after two-years-old they should be seen yearly for a well child exam and any shots they need.  Your child’s doctor will 
help you arrange the checkups and shots that are right for each child’s age group. These services are free of charge. If 
you need help scheduling an appointment call Member Services  
 


 
Special checkups for children from the EPSDT program 
Children are under the age of 21, may receive well-child doctor visits as part of Nevada Medicaid’s EPSDT program.  
These visits are offered to help your children stay healthy, provide required shots and to catch and treat health 
problems early. Included in the visit are the following:
 


• A health history 
• A physical exam 
• Immunizations (shots) 
• Laboratory tests 
• Health education 


• Vision services 
• Hearing services 
• Dental services 
• Other needed healthcare services and treatment. 


It is very important that you bring your children in to see the doctor when they are due for this special testing. HPN will let 
you know when your children need to come in for these screenings. You will receive a post card in the mail as a reminder.  
 
The schedule to the right will help you remember  
when you should bring your child in for a regular checkup: 
 
Shots to protect your children against getting sick 
Your children should receive all required shots by the time  
they are 2 years old. If you are taking your children in for  
regular checkups, their doctor will see that they get their  
shots when they are supposed to. Your children probably  
don’t like getting shots, but these shots, called  
immunizations or vaccinations, can protect them from  
illnesses such as: 
 
  


• Diphtheria     
• Tetanus 
• Whooping cough (Pertussis) 
• Measles  
• Polio 
• Mumps  
• Chicken pox  


• Hepatitis B   
• Hepatitis A 
• Chronic ear infections 
• Spinal Meningitis 
• Flu 


 


 
Your child will also need booster shots before entering daycare, kindergarten and seventh grade.  
 
Adolescent Well-Care 
Adolescents need well checks too. It is recommended that adolescents have annual well-care visits.  Your teen may 
need shots once he/she turns 12 years old.  Please check with your child’s PCP. 
  


Checkup schedule 
Within 2 weeks of birth 


At age 1 month 
At age 2 months 
At age 4 months 
At age 6 months 
At age 9 months 
At age 12 months 
At age 18 months 
At age 24 months 


Once a year thereafter 


Keeping your children healthy through the EPSDT program 
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Regular dental check ups for your child 
It is very important that your child has healthy teeth.  Healthy teeth add to your child’s overall wellness. Children with 
good teeth eat well, sleep well, feel good about themselves and do well in school.  
 
You will receive a postcard in the mail reminding you that your child is due for his/her check up. When you receive the 
postcard, make an appointment with your child’s dentist right away.  
 
Your child needs to have his/her teeth checked every six months. The dentist will examine your child’s teeth to make 
sure they are in good shape; treat any problems, and clean and put fluoride on his/her teeth.  Fluoride keeps the teeth 
strong and helps prevent tooth decay. 


t 
As an HPN member, your child can see any of the dentists listed in the HPN SmartChoice or NorthernChoice Provider 
Directory.  If you need help choosing a dentist, call our Member Services Department at 702-242-7317 or  
1-800-962-8074.   
 
Emergency Dental Services for you 
HPN covers emergency dental services for adults 21 years of age and older. In the event of a dental emergency, call 
one of the dentists listed in the HPN SmartChoice or NorthernChoice Provider Directory. He/she will see you within 24 
hours. You may also go to an Urgent Care Center listed in the Provider Directory.  
 
You and your child need to do your part to make sure your teeth are healthy.  Remember to brush and floss your/your 
child’s teeth in the morning, before bedtime and after eating.  Brushing and flossing prevents tooth decay and gum 
disease.  It is also important to make and keep dental check up visits every six months for your child.  Remember that 
adults only receive dental services in emergencies, so keep those teeth healthy by brushing and flossing! 
 


  
HPN wants to provide quality healthcare for our members. We have a program that watches the results of your 
healthcare and plans ways to improve those results. This quality improvement program includes the following activities: 


• Mailings to children who need a well-child doctor visit  
• Mailings to children due for shots 
• Mailings to women who may be pregnant encouraging maternity care 
• Member satisfaction surveys on healthcare services  
• Educational mailings to members with asthma  
• Educational mailings to members with diabetes. 


 
These programs are designed to help our members. They provide reminders to get care and information on staying 
well and managing illnesses. For more information on the quality improvement program, call Member Services, 702-
242-7317 or 1-800-962-8074. 


 


  
Some services that Medicaid pays for are not part of your HPN benefit package. You will use your Medicaid card to get 
these services from any doctor, dentist or facility that  takes Medicaid patients. You do not have to see your doctor or 
dentist first. 
 
Some services you get directly through Medicaid are: 


• Home and community-based waiver services 
• Non-emergency medical transportation – call Logisticare at 1-800-638-3472 for transportation to medical 


and dental care when it is not an emergency.  
• ICF/MR services (intermediate care facility for the mentally retarded) 
• School based health services - for certain children who have an Individual Education Plan so they can get 


special care in the school 
• Indian Health Services and Tribal Clinics 


Continued on next page 


Quality improvement 


Services you receive directly through Medicaid 


Dental services 







 21 


 
• The cost of care you receive before becoming an HPN member - the Division of Health Care Financing 


and Policy will continue to decide whether to pay for health services you received while you were on Fee-for-
Service Medicaid 


• The cost of care in a special facility - like an institution for people who are mentally retarded or a residential 
treatment facility for alcoholism or drug abuse 


• Services for people who need long term care - like staying in a nursing home longer than 45 days 
• Transitional rehabilitative services - helps injured or disabled people learn or relearn skills needed for daily 


living 
• Orthodontic services- Braces for members under the age of 21 who meet the criteria. 


 
If you have questions about these services, please contact your Nevada State Welfare Division caseworker. 
 


 
It is very important that you follow the rules when getting medical care so you are not billed for services. You must get 
care from the doctors, dentists and other medical providers listed in the HPN SmartChoice or NorthernChoice Provider 
Directory. You must get a referral from your PCP to see a specialist or get certain services. The only exception is during 
a medical emergency.  
 
It is also important to know your benefits. If you get medical or dental care that is not a Medicaid benefit, you may be 
billed for those services. For example, if you pick a pair of glasses that costs more than the benefit, you will need to pay 
the difference.  
 
Services received outside the country are not covered Medicaid benefits. HPN will not pay for these services. You may 
also get a bill for medical care your newborn recieves, if you don’t tell your case worker you had a baby. 
 


 
If you have insurance in addition to HPN, you need to let us know. You also need to tell your doctors and other medical 
providers. Your other insurance must be billed first. If you need help coordinating your medical insurance, call Member 
Services 702-242-7317 or 1-800-962-8074 for help.  
 
 


 
To be an active partner in your healthcare, you should know your rights and take responsibility for your good health. 
 
You have the right:  


• To be treated timely, with respect, to be listened to and to be a part of decisions that affect your healthcare 
• To be treated with consideration for your dignity and privacy 
• To get the information on available treatment options and alternatives presented in an easily understood 


manner 
• To get the information you need about the HPN plan’s services and healthcare providers 
• To get a second opinion from a qualified, contracted provider  
• To choose a PCP for you and your child from the HPN Provider Directory, who speaks your language and 


understands your culture, whenever possible 
• To be able to make a grievance or appeal that is listened to and promptly responded to 
• To tell us in advance how you would like to be cared for if you are terminally ill or injured (see next page) 
• To get a second opinion from a qualified, contracted provider  
• To get timely services from a non-contracted provider, if the services are not available from a contracted 


provider 
• To request and receive a copy of your medical records and ask that they be amended or corrected 
• To have all information about your health and medical and dental care kept private.  The only times we release 


this information are:  
Continued on next page 


When you might get a bill 


Other insurance  


Your rights and responsibilities 


Services you receive directly through Medicaid - continued 
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• When it needs to be shared with others for important medical or legal reasons 
• To help us improve the quality and cost-effectiveness of the care we give you 
• When you tell us in writing we can give it to someone else 
• When it is necessary to protect your health and safety 
• To have direct access to women’s health specialists for female members. 


 
Your responsibilities are:  


• To tell HPN, and your doctors, dentists and other healthcare providers, things we need to know to give you 
good healthcare 


• To tell HPN when you are getting care at the time you enroll with us 
• To make an appointment when you need routine care  
• To keep medical and dental appointments 
• To be on time for your appointments 
• To ask questions about your health and if you don’t understand your doctor’s or dentist’s instructions 
• To follow your doctor’s or dentist’s advice about taking care of yourself 
• To follow directions about taking your medications and what to do when you are sick; and 
• To get a referral from your PCP before getting any health services, unless  


o it is an emergency or, 
o you are getting certain kinds of services like family planning. 


 
 


 


 
Nevada law states you have the right to make decisions about your health care if you are 18 years of age and 
older as long as you are able to do so.  If you become sick, your doctor will tell you what is wrong with you, the types of 
treatment you can choose and what might happen if you do not get care.  You have the right to refuse care, even if your 
doctor feels you need it in order to save your life. 
 
Sometimes when people are very sick they are not able to make decisions or tell doctors what they want.  For example, 
if there is no hope that they will get well again, some people don’t want the doctor to keep them alive by feeding them 
through a tube or putting them on machines.  If you feel this way, it is very important that you tell your doctor and 
family what your alternative is while you are still healthy and able to tell them. This is done by a written 
“advance directive.” 
 
There are two main types of advance directives: 


• A “Living Will” (also called a “Declaration”) tells the doctor and your family what kind of healthcare you 
want, or do not want, if you become unable to tell them. 


• A “Durable Power of Attorney for Health Care” names someone you choose to make healthcare decisions 
for you if you cannot make your own decisions. 


 
 


An advance directive must be in writing and you must sign it.  It must also be signed by a notary public or by two 
other people as witnesses. Make sure your family and your PCP have copies so they will know how to help you.  
 
You may change your advance directive at any time.  Put the change in writing in the same way that you did the first 
time.  Make sure your doctor and family knows about the change.   Make sure the date is on it so others will know 
which directive is the most recent. If you need to, you can have both types of advance directives.  And if you choose, 
you do not have to have an advance directive.  It is totally up to you. 
 
We want to know what kind of medical care you want.   If you want to make an advance directive, a lawyer can 
write one for you.  If you can’t see a lawyer, the people in your PCP’s office have forms and can help you.  Or, you can 
call our Member Services staff at 702-242-7317 or 1-800-962-8074.  
 
If you have a complaint about the Advance Directive information please call the Division of Health Care Financing and 
Policy, 1-800-360-6044 or 1-877-453-7669. 
 
Health Plan of Nevada, Inc. (HPN), Inc. does not discriminate on the basis of whether members have or do not 
have advance directives. 
 


When you can’t make your own healthcare decisions 


Your rights and responsibilities - continued 
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As you look through this handbook, you will probably notice that we urge you to call us or your doctor or dentist often.  
We are better able to help you when you stay in touch with us. Every year you may ask us for: 


• A provider list  
• Your rights and responsibilities as a member of HPN 
• Information on grievances and appeals 
• Benefits including how to get them 
• Prior authorization requirements  
• Family planning services  
• After-hours and emergency services information including how, where and when to get services 
• Referral to specialists 
• Post-stabilization services 
• How to get Medicaid benefits that are not available through HPN 
• Information on the structure and operations of our health plan 
• Information regarding quality performance indicators 
• Enrollee satisfaction survey results 
• Physician incentive plans. 
 


Here are some examples of when you should contact us (call Member Services at 702-242-7317 or  
1-800-962-8074): 


• When you are already getting care when you join HPN 
• With any questions about your HPN benefits 
• If you want to change your/your child’s PCP 
• Whenever you move, even if you still live within the HPN service area.  Let us know if you plan to leave the 


service area for more than a month, or move away 
• If your phone number changes 
• If you are pregnant, or have a baby 
• If you are covered by any health benefits, in addition to your HPN.  For example, tell us:  


• If you have a health insurance policy 
• If you get workers’ compensation for a problem that happened on the job 
• If you receive an insurance payment after being in an accident  
• If you are in a car accident or hurt through no fault of your own 


• If you have a problem getting the healthcare you need 
• With an issue or concern about HPN or one of our doctors, dentists or other healthcare providers 
• If you think you want to leave the HPN plan; or 
• If you have a suggestion you think would improve HPN services or programs.  


 
 


 
And when we might contact you: 
From time to time, we will send you important information that you should keep with this handbook -- like news about: 


• Changes to your HPN benefits or plan 
• Changes to the list of doctors and network of providers you can use; or 
• Information about our special programs and benefits. 


 
We may also call you or send you a survey form to ask how you like the HPN plan and what you think of your doctor, 
your child’s dentist and other health services.  What you think is very important to us. 
 
We may also send you a letter if you are hurt in a motor vehicle accident or injured through no fault of your own. This 
letter will ask you to call us and let us know if there is another insurance company that might help pay for your medical 
care.  We call this situation Third Party Liability.  All we ask is that you call us and let us know if there is another 
insurance company; we will contact them.  If there isn’t, we will pay for the medical care. You are not responsible for the 
cost of this care.   
 


 


When you should contact us . . . 


When we might contact you . . . 
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Fraud is lying with the knowledge that the lie could result in a benefit to someone.  Waste and Abuse are practices that 
result in unnecessary cost to health programs, or payment for services that are not medically necessary.   HPN makes 
every effort to identify, prevent and investigate Fraud, Waste and Abuse (FWA).  It is also your right and responsibility 
to inform us if you notice FWA.  Please call our Ethics Hotline at 1-800-637-4454 if you are aware of any of the 
following: 


• Falsifying claims/encounters 
• Alteration of claim 
• Double billing 
• Billing for services not provided 
• Denying access to services/benefits 
• Failure to refer for needed services 
• Member eligibility fraud 
• Physical abuse 
 


• Mental abuse 
• Emotional abuse 
• Neglect 
• Failure to report third party liability 
• Misrepresentation of medical condition 
• And other types of fraud, waste or abuse 


 
 


You may also write to Health Plan of Nevada, Inc. (HPN). P.O. Box 15645, Las Vegas, NV  89114-5645, Atten:  
Medicaid Compliance Officer, 2716-2 
 


 
Call and talk to a Member Services staff member whenever you have a problem of any kind with HPN or any of our 
doctors, dentists, providers or services.   
 
The phone numbers are: 702-242-7317 in the Las Vegas area 


1-800-962-8074 outside the Las Vegas area 
 


Our Member Services team are here to help you.  They will listen to your concerns and try their best to solve your 
problems.  If after that, you feel your problem has not been solved, you may have the right as an HPN member to file 
an appeal or grievance. 
 
 
 
 
 


 
You have the right to file an appeal within 90 days of receiving a notice for any of the following issues: 


• The services you requested were denied or limited 
• The services you were receiving are reduced, suspended or stopped 
• Part or all of the payment for a service you received is denied  


 


• Your request for services was not responded to timely 
HPN does not resolve your grievance or appeal timely.  
 
There Are Two Kinds of Appeals You Can File 
 
Standard (30 days) - You can ask for a standard appeal.  We will send you a letter letting you know we received your 
appeal within three calendar days. We must give you a written decision no later than 30 days after we get your appeal. 
(We may extend this time by up to 14 days if you request an extension, or if we need additional information and the 
extension benefits you).  
 
Expedited (72 hour review) - You may ask for an expedited appeal if your doctor believes that your health could be 
seriously harmed by waiting too long for a decision and is willing to support this.  
 


Continued on next page


Fraud, Waste and Abuse (FWA) 


What to do if you have an appeal or a grievance 


Appeals  
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We must decide on an expedited appeal no later than three working days, after we get your appeal.  (We may extend 
this time by up to 14 days if you request an extension, or if we request an extension from the State, in order to obtain 
additional information and the extension benefits you.) We will call you whenever possible to let you know the decision. 
If we are unable to contact you, you will receive written notice of our decision within two days of making the decision. 
 
If we decide your request for an expedited appeal does not meet the criteria, we will change it to a standard appeal. We 
will let you know verbally, whenever possible and send you written notice within two calendar days.  If any doctor asks 
for an expedited appeal for you, or supports you in asking for one, and the doctor indicates that waiting for 30 days 
could seriously harm your health, we will automatically give you an expedited appeal. 
 
What Do I Include With My Appeal?  
You should include your name, address, member ID number, reasons for appealing, and any evidence you wish to 
attach. You may send in supporting medical records, doctors' letters, or other information that explains why we should 
provide the service.  Call your doctor if you need this information to help you with your appeal. You may send in this  
information or present this information in person if you wish or you may authorize another adult to do so on your behalf. 
 
How to file a Standard Appeal: You or your authorized representative should mail or deliver your written appeal to  
Health Plan of Nevada, Inc. (HPN),  2720 North Tenaya Way, P.O. Box 15645, Las Vegas, NV  89114-5645. 
Standard appeals may be filed by calling our Member Services Department at 702-242-7317 or 1-800-962-8074, but 
must be followed by a written, signed appeal request.  
 
How to file an expedited appeal: You or your doctor acting on your behalf or your authorized representative should 
contact us by telephone or fax: 


Fax #:    702-242-6462 
 Phone #:  702-242-7317   TTY/TDD:   702-242-9214 
 Toll Free:   1-800-962-8074  TTY/TTD:   1-800-349-3538 
 
State Fair Hearing: If you still do not agree with our decision, after all of HPN’s appeals have been completed, you can 
ask for a State Fair Hearing by contacting the Nevada Medicaid Hearings Unit at 1-775-684-3704 or 1100 East William 
Street, Suite 204, Carson City, NV 89701. You must ask for this hearing within 90 days of receiving the final Appeal 
Notice from HPN.  You may also request a State Fair Hearing if we fail to make our decision in a timely manner.  That 
is, within the time frames described in this section. 
 
If you need information or help, call the State Medicaid Office at:  


Las Vegas: 702-486-3000 extension 43604   or 1-800-992-0900, extension 43604 
Carson City:  1-775-684-3604, extension 43604  or 1-800-992-0900, extension 43602 


 
If you need legal assistance, call the Legal Services Program: 


in Clark County 702-386-1070, or in Washoe County call 775-329-2727 
 
If you need information or help, call us at: 


Phone #: 702-242-7317  Toll free: 1-800-962-8074 
TTY/TDD:  702-242-9214  TTY/TTD:  1-800-349-3538 


 
We can help you through the grievance and appeals process. Interpreter services are available. We are available from 
8:00 AM to 5:00 PM, Monday through Friday. You have a right to review your case file, including medical records and 
any other documents and records used during the appeals process.  
 


Continued on next page 
 


 


Appeals - continued 
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If you would like to appeal a Notice of Action or Adverse Determination you have received from HPN, you can request 
to have services you are receiving continued during the appeal process.  You will need to make the request for 
continuation of services within ten (10) calendar days of the date of the Notice of Action if your Appeal involves the 
following: 


• the termination of services,  
• the suspension of services or  
• the reduction of services.  


 
Your request for continuation of services can be made as long as the continued services were ordered by an authorized 
provider.  Your request will be considered as long as the original periods covered by the original authorization have not 
expired or your request has not exceeded the intended effective date of HPN’s proposed action. 
           
If your benefits are continued by HPN pending the outcome of an Appeal, they will be continued until one of the 
following occurs: 


• you withdraw your Appeal; 
• ten (10) calendar days pass after the notice of action is mailed (unless the enrollee requests an Appeal and 


continuation of benefits until the hearing decision is reached); 
• the hearing officer issues an adverse decision to the enrollee; or; 
• the time period governing service limits of a previously authorized service have been met. 


 
If the final decision is adverse to you, HPN may recover the cost of services in dispute furnished during the Appeal to 
the extent they were furnished solely because of the requirements pertaining to the continuation of services pending the 
Appeal outcome decision. 
 
 


 
You have the right to file a grievance if you have an issue with: 


• Services you received through HPN 
• The care or services you received from one of our doctors or other healthcare providers 
• You need to file your grievance within 90 days  
• You may file a grievance in two ways: 


• Call us at 702-242-7317 or 1-800-962-8074, or 
• Write to Health Plan of Nevada, Inc. (HPN), PO Box 15645, Las Vegas, NV 89114 


 
We take your grievance seriously and will try to get it settled to your satisfaction. If you need help filing a grievance, just 
call our Member Services Department at 702-242-7317 or 1-800-962-8074. Our representatives will be happy to help 
you. Oral interpreter services are also available. Once we receive your grievance the following will occur: 


 
• You will receive a letter from us within three calendar days telling you we have received your grievance. Our 


staff may also contact you to make sure they understand the situation. 
• Within 90 days of the day we receive your grievance, we will send you a letter letting you know the outcome. 


We may extend this time up to 14 calendar days if additional information is needed and the extension will 
benefit you.  


 
 
 
 
 
 
HPN takes privacy and the security of your personal and health information very seriously.  Enclosed in the 
member packet you will find a “Notice of Privacy Practices” which address our current policy and the uses of your 
personal and health information.   


Grievances 


APPEALS - continued 


Notice of Privacy Practices 
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Beginning on October 1, 2009 members will be required to stay with their health plan unless they can prove good cause 
for switching between plans.   Members will be allowed to change plans once per year, for any reason, during an “open 
enrollment” period.  The open enrollment period will be from July to September each year or as determined  by the 
State of Nevada.  
 
After this 90-day period, members will be “locked in” to their health plan.  Members may submit to their health plan a 
request for disenrollment.  The health plan will determine if there is “good cause” for switching plans.  Please mail your 
request for disenrollment to HPN Enrollment, P.O. Box 15645, Las Vegas, NV  89114-5645.  Information to include in 
your request for disenrollment is: 
 


• Member Name 
• Member Medicaid # 
• Member Social Security Number 
• Member Date of Birth 
• Head of Household Name 
 
 


 
• Head of Household Medicaid # 
• Head of Household Social Security Number 
• Head of Household Date of Birth 
• Current contact information 


o Address 
o Telephone #


If your request for change in health plans is approved, you will be notified by HPN.  Your child will be disenrolled no 
later than the 1st day of the second month following the request. 
 


We hope you will want to stay with HPN as long as you are on Medicaid, 
and that you will let us know how we can serve you better. 


 
 


 
You must be on Medicaid to be enrolled in the HPN plan.  If you lose your coverage, the Division of Health Care 
Financing and Policy will let us know.  
 
If you lose your Medicaid coverage for a short time and get back on Medicaid, you will again be an HPN member unless 
you choose another health plan. 
 


 


If you no longer want to be a member of HPN 


If you are no longer on Medicaid 
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Remember: 
Bring your Medicaid card 


whenever you get healthcare. 
 
 
 
 
 
 
 
 


 
Health Plan of Nevada, Inc. (HPN) 


PO Box 16545 
Las Vegas, NV 89114-5645 


www.hpnmedicaidnvcheckup.com 
Form No. 21.NV.97.038R1 
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		Caring for you during your pregnancy

		Delivering your baby

		A healthy start for your new baby

		Special checkups for children from the EPSDT program

		Shots to protect your children against getting sick

		Regular dental check ups for your child

		Emergency Dental Services for you



		Some services you get directly through Medicaid are:

		Dental services

		If you have questions about these services, please contact your Nevada State Welfare Division caseworker.

		It is very important that you follow the rules when getting medical care so you are not billed for services. You must get care from the doctors, dentists and other medical providers listed in the HPN SmartChoice or NorthernChoice Provider Directory. Y...

		To be an active partner in your healthcare, you should know your rights and take responsibility for your good health.

		You have the right:

		Your rights and responsibilities

		Your responsibilities are:

		There are two main types of advance directives:

		Your rights and responsibilities - continued

		Here are some examples of when you should contact us (call Member Services at 702-242-7317 or

		1-800-962-8074):

		And when we might contact you:

		When you should contact us . . .

		There Are Two Kinds of Appeals You Can File

		Fraud, Waste and Abuse (FWA)

		Appeals

		What Do I Include With My Appeal?

		Las Vegas: 702-486-3000 extension 43604   or 1-800-992-0900, extension 43604

		If you need legal assistance, call the Legal Services Program:

		in Clark County 702-386-1070, or in Washoe County call 775-329-2727

		Phone #: 702-242-7317  Toll free: 1-800-962-8074

		We hope you will want to stay with HPN as long as you are on Medicaid,

		If you no longer want to be a member of HPN

		If you are no longer on Medicaid



		Remember:

		Form No. 21.NV.97.038R1
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Human Behavior Institute 
Quality Improvement Program 


2012 
 


I. Program Content 
 
Purpose 
The purpose of the Quality Improvement Program is to evaluate, monitor and make 
recommendations to improve the quality of mental health and substance abuse 
services provided to patients and clinicians of HBI.  
 
This comprehensive program seeks to improve services on an ongoing basis and 
incorporates all processes related to HBI and mental health and substance abuse 
services. 
 


Scope 
The Human Behavior Institute provides comprehensive mental health and substance 
abuse services.  This includes inpatient, outpatient, partial hospitalization, 
group/individual therapy services, utilization management, case management and 
claims services.  All services provided by the Human Behavior Institute and network 
providers are subject to quality improvement activities.  These activities include the 
evaluation of structure, process and outcome of mental health and substance abuse 
delivery systems. 
 
Pediatric, adult and senior populations are included in the monitoring of processes or 
clinical studies and are included in the scope of the Quality Improvement Program.  An 
analysis of the demographics of the plan assists in the identification of the areas that 
may need improvement.   
 
HBI does not discriminate providers or patients with respect to race, ethnic origin, 
socioeconomic status or religion. 
 
The provider network includes inpatient, outpatient, mental health, substance abuse, 
and network provider offices for children and adults.  Service access is evaluated to 
ensure that the patient receives care within the HBI standards of access and 
availability. 
 
Under and over utilization of mental health and substance abuse care is evaluated 
through performance indicators, which monitor the utilization practices within HBI and 
the provider network.  Over utilization is monitored through reviewing high volume and 
high-risk diagnoses.  
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There are special indicators in place to review access, pre-service and concurrent 
inpatient and outpatient length of stay and preventative health concerns. 
 
In addition to clinical quality, quality of service is also measured by regular review of 
service issues such as access to telephone services, member and provider 
satisfaction, along with member and provider appeals.   


 


Goals and Objectives 
 
The goals of the Human Behavior Institute Quality Improvement Program are: 
 


 To ensure quality, cost effective care to all mental health and substance 
patients accessing care within the HBI network 


 To proactively seek methods to improve mental health and substance abuse 
care to HBI patients 


 To promote the integration of all management activities, which will result in 
increased communications and improved services 


 To promote patient, network providers and HBI staff satisfaction 


 To ensure patient access and availability to the Human Behavior Institute 
Provider Network is timely  


 To develop interventions that will improve patient’s mental health and well-
being, including substance abuse abstinence and prevention 


 To provide patient and provider services that are effective in responding to their 
individual needs and requests 


 To involve network providers and HBI contracted insurance carriers, employer 
groups  and HBI staff with the Quality Improvement process  


 Improve patient’s mental health with preventative programs, and early 
identification of disease. 


 To ensure a safe environment for all inpatient and outpatient services. 


 To ensure that the patient receives the most appropriate level of care including 
medication management 


 To ensure ongoing compliance to URAC standards 


 
Process 
The Human Behavior Institute’s continuous quality improvement process (CQI) 
includes the following elements: 
 


 Identification of problems and opportunities to improve services 


 Determining the root causes of problems 


 Exploring alternatives and developing plans of action to correct problems 


 Activating the plan, monitoring the results and modifying the approach, when 
indicated. 
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II. Accountability of Quality Improvement Activities 
 
The organization structure for the Quality Improvement activities at the Human 
Behavior Institute is shown in Human Behavior Institute organizational chart.  
 
The Human Behavior Institute President is the sole owner that has the ultimate 
responsibility for the oversight responsibility of all quality improvement activities. 


 
The HBI President’s responsibility includes: 


 Review, make recommendations and approve Annual QI Evaluations, 
Programs and Work Plans  


 Approve key performance indicators and performance goals for the delivery of 
mental health clinical mental health and substance abuse therapy services, 
utilization management services and claims services. 


 Receive reports on quality improvement activities, including opportunities for 
improvement actions when performance does not meet the HBI goals. 


 Provide feedback to the Quality Improvement Committee in response to their 
Quality Improvement Reports. 


 
The President has delegated the oversight responsibility for the Quality Improvement 
Program that includes: 


 Strategic quality planning to determine the goals and objectives for the quality 
improvement to meet the needs of the patients, providers and contracted 
carriers. 


 Provide proactive leadership and guidance to HBI for systematic quality 
improvement in mental health care/substance care and services. 


 Monitor performance in meeting the goals and objectives 
 Ensure appropriate resources are provided to meet QI Program goals and 


objectives 
 Integrate and coordinate quality improvement activities throughout the HBI 


departments 
 Review the QI Program annually and make recommendations on improving the 


services to the overall QI Program. 
 
The Clinical Director of the Human Behavior Institute is responsible for the oversight 
and implementation of the Quality Improvement Program.  He is actively involved with 
the Quality Improvement Committee as the Chairman of the Committee. 
 


III. Quality Improvement Committee 
 
Due to the size of HBI, the Quality Improvement Committee is an “umbrella 
committee” with sub-committees that can meet at the same time.  The QI Committee 
provides the operational oversight for the entire Quality Improvement Program and all 
activities within the plan.  The President of HBI has empowered the Quality 
Improvement Committee in developing the QI Program and QI Work Plan Matrix.  
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Purpose: 
 Determine the goals and objectives for the quality improvement activities to 


meet the needs of the patients, network providers, contracted carriers, and HBI 
staff. 


 Provide leadership and guidance for systematic quality improvement in clinical 
care, member services and provider services. 


 Provide resources to meet the quality improvement goals. 


 Monitor performance goals in the quality improvement activities. 
 Integrate and coordinate clinical and service quality through the HBI network of 


providers. 
 Provides guidance to HBI staff, clinicians and network providers on quality 


management priorities and projects 
 Approves Annual QI Program and QI Work Plan Matrix 
 Identify, track and trend key indicators for all of HBI services, patients and 


providers, as listed in the QI Work Plan Matrix  


 Approves QI Projects 
 
The Quality Improvement Committee has the following sub-Committees: 


 Quality Management 
 Utilization Management 
 Credentialing 


 


Membership: 
 Clinical Director, Chairman, is responsible for the overall function of 


the Committee, monitoring status of the Committee reporting and 
facilitates discussion and decisions. 


 Medical Director is responsible for representing HBI on matters relating 
to psychiatric services, clinical quality and utilization management. 


 Quality Improvement Director is responsible for assuring compliance 
with statutory requirements and the integration of clinical and service 
quality improvement activities. 


 Claims Office Manager is responsible for the business operations of 
claims processing and facilitates activities with patient access, claims 
and benefit issues. 


 Network Relations Manager is responsible for provider relations and 
representing contracting and network issues. 


 Network and HBI Clinicians are responsible for providing peer 
perspective regarding community clinical practice patterns and make 
recommendations on clinical quality issues. 


 Insurance Carrier Representatives are responsible for providing 
perspective regarding insurance issues, benefit interpretation and 
community needs concerning their receiving mental health services and 
substance abuse services, 
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 Employer Group Representatives are responsible for providing 
perspective on the needs of employees, human resource department for 
EAP programs, mental health and substance abuse issues. 


 
All members of the QI Committee sign the HBI Affirmative Statement Agreement 
concerning conflict of interest, confidentiality and no financial incentives. 
 
Meetings:  Monthly meetings are schedule for the third Tuesday of the month for 
approximately two hours.  At least quarter meetings are scheduled annually. 
Quorum:  A quorum is established when over fifty percent of the members are in 
attendance.  An attendance grid reflects that attendance of each committee member.  
In the event a member has two absences annually, the Committee has the authority to 
terminate and replace that member. 
Voting:  All members have voting privileges.  When clinical quality issues are 
presented, only licensed peer clinicians may vote.  
Minutes:  There are contemporaneous minutes taken of all proceedings, which are 
privileged and confidential.  The minutes are kept in the CRAFE format. 
Reports to: The Human Behavior Institute President 
 


Quality Management Committee 
 
The Quality Management Committee is a sub-Committee of the Quality Improvement 
Committee and is responsible for monitoring all aspects of service and clinical quality 
programs. 
 


Purpose:  The Quality Management Committee has the oversight function of ensuring 


that patients and providers accessing services within the HBI network received quality 
clinical care and services. 
 


 Develop and implement policies and procedures that affect the services provided 
to all patients, network providers, HBI clinicians and HBI employees. 


 Annual review all HBI policies and procedures to provide an opportunity to improve 
services  


 Review quarterly quality reports concerning, provider and member appeals and 
member service issues to assess for trends that may require improvements. 


 Make recommendations to the UM Committee on reports of clinical quality issues 
and approve corrective action plans. 


 Make recommendations to the Credentials Committee on reports of clinical quality 
issues and approve corrective action plans. 


 Develop and implement safety programs for providers, patients and HBI staff. 
 Develop and implement performance standards for HBI patients and providers. 
 Develop and implement clinical studies to track and trend for clinical services for 


improvements. 


 Review access reports to ensure standards are being met and make 
recommendations for corrective action plans, when necessary. 
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 Review and make recommendations on adverse event reports that are received 
from the UM Committee.  


 Analyze and make recommendations from the annual satisfaction surveys for 
clinicians and patients. 


 Review and make recommendations on continuity of care reports from the UM 
Department. 


 Evaluate and make recommendations on the use of clinical practice guidelines to 
ensure the safety of the patient care. 


 Review and make recommendations on medication management reports to ensure 
that safety of patients receiving medications from HBI network providers. 


 Ensure that adequate personnel and technical resources are available to 
accomplish quality improvement activities. 


 Ensure that measurement standards for the Quality Improvement Work Plan are 
practical, effective and quantifiable. 


 Provide guidance to HBI staff, clinicians and network providers on quality 
management priorities and projects 


 Approves QI Action Plans  and communicates results to HBI staff 
 Monitors progress in QI Action Plan goals and recommends when the QI Action 


Plan can be closed. 
 Develops, Monitors and Evaluates the effectiveness of the QI Program and QI 


Work Plan annually 
 Monitor ongoing compliance of URAC Standards 
 
Membership: 


 Clinical Director, Chairman is responsible for the overall function of the 
Committee, monitoring status of the Committee reports and facilitates 
discussion and decisions. 


 Medical Director is responsible for representing HBI on matters relating 
to psychiatric services, clinical quality and utilization management. 


 Quality Improvement Director is responsible for assuring compliance 
with statutory requirements, URAC standards and the integration of 
clinical and service quality improvement activities. 


 Network Development Manager is responsible for provider relations 
and representing contracting and network issues. 


 Claims Office Manager is responsible for the business operations of 
claims processing and facilitates activities with patient access, claims 
and benefit issues.  


 Network and HBI Clinicians are responsible for providing peer 
perspective regarding community clinical practice patterns and make 
recommendations on clinical quality issues. 


 Insurance Carrier Representatives are responsible for providing 
perspective regarding insurance issues, benefit interpretation and 
community needs concerning their receiving mental health services and 
substance abuse services, 
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 Employer Group Representatives are responsible for providing 
perspective on the needs of employees, human resource department for 
EAP programs, mental health and substance abuse issues. 


 
Meetings:  Monthly meetings are schedule for the third Tuesday of the month for 
approximately two hours.  At least quarterly meetings are scheduled annually. 
Quorum:  A quorum is established when over fifty percent of the members are in 
attendance. 
Voting:  All members have voting privileges  
Minutes:  There are contemporaneous minutes taken of all proceedings, which are 
privileged and confidential.  The minutes are kept in the CRAFE format. 
Reports to:  Quality Improvement Committee 


 


Credentials Committee 
 
The Credentials Committee is a sub-Committee of the Quality Improvement 
Committee, which is empowered by the Human Behavior Institute President. 
 
The mission of the Credentials Committee shall be the thorough review of all clinicians 
by verifying credentials, references, licenses and National Practitioners Data Bank 
information and Medicaid and Medicare sanctions.  Provide ongoing monitoring of the 
providers, thereby making a good faith effort to provide a highly professional and 
qualified network of providers. 
 


Purpose:  Credentialing of new providers as defined within their scope of practice.  


Re-credentialing providers as defined within their scope of practice and reviewed 
every three years after the initial credentialing cycle. 
 


 Evaluation of Credentialing application and all aspects of review of the scope of 
practice of providers. 


 Evaluation for re-credentialing including key performance indicators submitted 
by the Human Behavior Institute Utilization Management and Provider Service 
Departments, before making a recommendations for the provider to continue to 
have participating provider status. 


 Examination of the previous malpractice history of both new clinicians and 
current participating clinicians before making recommendations to accept to the 
HBI network of providers. 


 Recommendation of clinicians for Corrective Action Plans based on 
examination of information addressed to the Committee. 


 Review of Corrective Action Plans and make recommendations for the 
clinician’s privileges base on the Corrective Action Plan summaries. 


 Ensure that the patients receive care by licensed qualified clinicians 
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     Membership: 
 
Clinical Director, Chairman is responsible for the overall function of the 
Committee, monitoring the status of the provider files and facilitates discussions of 
the Committee, interviews the initial applicants, at the recommendation of the 
Committee. 
Medical Director is responsible for representing the clinicians on matters relating 
to psychiatric services, clinical quality and utilization management. 
Clinician Committee Members are responsible for the review of provider 
information and making final determinations of approval or denial of privileges for 
the HBI network. 
Quality Improvement Director is responsible for assuring compliance of statutory 
requirements, URAC and the integration of clinical services and service quality 
issues. 
Network Relations Manager is responsible for provider relations and presents the 
applicants profile to the Committee with verifications of credentials, sanctions and 
adverse reports.  
Business Office Manager Is responsible for providing information on provider 
claim issues, patient access and cooperation with servicing the HBI patients. 
Insurance Carrier and Employer Group Representatives are responsible for 
providing information on the needs of their plans as relating to network 
development. 
 


Meetings: Committee meetings are held monthly on the third Tuesday of the month.  
(Minimum of quarterly meetings are conducted annually) 
Voting:  All Committee members have voting privileges. 
Quorum:  A quorum is established with over fifty per cent of the members present. 
Minutes:  Minutes are taken at all proceedings, which are confidential and proprietary.  
Minutes are taken in the CRAFE format. 
Reports to:  Quality Improvement Committee   


 
Utilization Management Committee 


 
The Utilization Management Committee provides guidance and leadership to 
utilization management services in providing quality services. 


 
Purpose: 


 Annually reviews and approves utilization management criteria used by the 
Human Behavior Institute UM Department 


 Monitor, evaluate for trends and make recommendations for quality 
improvement projects on the quarterly UM reports in utilization management  


 Monitor and evaluate utilization patterns of psychiatric and substance abuse 
services for making improvements to patients and clinicians. 


 Monitors and evaluates over and underutilization of inpatient and outpatient 
services for potential improvements 
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 Reviews, makes recommendations and approves the UM annual evaluation 
report 


 Makes recommendations to improve UM service issues for inpatient and 
outpatient care. 


 Monitors to ensure URAC compliance 
 


Membership 
Clinical Director, Chairman is responsible for the overall function of the 
Committee and facilitates clinical monitoring for review by the Committee.  
Responsible for the implementation of recommendations made by the Committee. 
Medical Director is responsible for representing the clinicians on matters relating 
to psychiatric services, clinical quality and utilization management. 
HBI Clinician Members are responsible for providing peer perspective on the 
community standards of utilization management and making recommendations to 
the Committee.  Provide representation of all network providers on matters that 
affect the services provided by HBI network clinicians. 
Quality Improvement Director is responsible for assuring compliance of statutory 
requirements and URAC of clinical services and service quality issues. 
Network Development Manager is responsible for provider relations and 
representing contracting and network issues. 
Business Office Manager is responsible for providing information on provider UM 
issues brought to the attention of the HBI business office. 
Insurance Carrier and Employer Group Representatives are responsible for 
providing information on UM issues that have been brought to their attention by 
employees and members accessing services with the HBI network. 


 
Meetings: Committee meetings are held monthly on the third Tuesday of the month.  
(Minimum of quarterly meetings are held during the calendar year.) 
Voting:  All Committee members have voting privileges. (For clinical quality issues only 
licensed peers have voting privileges) 
Quorum:  A quorum is established with over fifty per cent of the members present. 
Minutes:  Minutes are taken at all proceedings, which are confidential and proprietary.  
Minutes are taken in the CRAFE format. 
Reports to:  Quality Improvement Committee            


 


IV. Coordination 
Coordination of Management Activities 
 


Coordination of Management Activities occurs in both formal and informal methods.  The 
Quality Improvement Committee reports to the Human Behavior Institute President.  The 
Quality Improvement Committee has all of the sub-Committees reporting to it directly to 
coordinate activities on a monthly and ongoing basis.  HBI departmental supervisors are 
members of the QI Committee and it is their responsibility to keep their department 
informed of QI activities. 
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Committee meetings are recorded in the CRAFE format to facilitate communications of 
the Committee activities and assure the follow-up of action plans. 
 
The Annual Quality Improvement Evaluation uses information from all departments – 
Provider Services, Utilization Management, Business Office, Claims Services, Member 
Services and Administration. 
 


Coordination of Services  
The coordination of services is assessed though UM key indicators within the QI Work 
Plan matrix.  
 
Provider and member satisfaction surveys are conducted annually.  These surveys are 
analyzed and evaluated for trends in making QI Action Plans for improvements. 
 
Providers are sent surveys to evaluate the educational and operational needs of the 
provider to improve services to HBI patients. 
 
UM reports are utilized to track adverse outcomes and sentinel events of inpatients.  
These are reviewed quarterly for trends and potential quality issues. 
 


V. Communications and Recording 
 


Internal 
All Committee minutes are taken in the CRAFE format includes: 
 


Conclusion 
Recommendation 
Action 
Follow-up 
Evaluation 
 


Minutes are completed after each Committee meeting and are available for review and 
approval by the next Committee meeting.  All minutes are dated, signed by the 
Committee Chairman and are considered “Privileged and Confidential”. 
 
Departmental memos are distributed in hard copy or email notes.  Designated Human 
Behavior Institute employees have access to the Internet and have Internet email 
addresses for both internal and external communications.  
 
Newsletters are distributed to providers, HBI employees and patients (via carrier 
newsletters) throughout the year and at least annually to provide updated information on 
products, provider directories, programs and policies.  
 
The Quality Improvement Committee minutes are sent to the Human Behavior Institute 
President at least annually for review and recommendations for HBI clinical services. 
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External 
 
Provider notices are sent to all providers on a regular basis to provide updated 
information on new products and activities of the Human Behavior Institute. 
 
New providers to the HBI network are given a provider manual that contains information 
on services and policies of the Human Behavior Institute.  
 
Patients are given information on HBI programs at the new patient orientation, initial 
appointments and when new programs are developed.  Brochures and the HBI Patient 
Guides are available at the HBI Clinic and available to network providers for distribution.  
 
HBI released a new internet web-site in 2007 available to HBI clinicians and members. 
 


VI. Resources 
Data Resources 
 
Utilization Management Reports The Medical Manager Software program has reports 
available to monitor UM activities on a daily, weekly and annual basis. 
 
Claims Analysis Reports The Medical Manager Software program captures 
demographic and claims data.  Reports are available on a daily, weekly and annual basis. 
 
Client Satisfaction Reports Surveys are conducted by HBI annually.  Patients are given 
a satisfaction survey upon completion of a therapy visit and are asked to mail back to the 
HBI Administrative Department.  The member does not need to identify him or herself in 
the survey. 
 
PC Based software include: 
 Medical Manager 
 Word 
 Power Point 
 Excel 
 Lotus Smart Suite 
 Internet access 
 LAN system tying HBI computers together to share information 
 Medicare and Medicaid online sanctions reporting 
 Nevada Licensing Bureau online monitoring of Sanctions 


Department of Health and Human Services--Office of Inspector General – LEIE 
online  


  


VII. Evaluation and Trending 
The Quality Improvement Program is broad in scope to monitor the quality of care and 
services provided by the Human Behavior Institute including the following: 
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 Data are tracked and trended monthly, quarterly and annually as delineated in the 


QI Work Plan Matrix 
 Data are assessed for negative trends and opportunities to improve services or 


care to patients. 
 Root cause analysis is completed to direct QI action plans using the URAC QIP 


format 
 Interventions are determined and implemented in QI  action plans 
 Barriers are identified to assist in the implementation of corrective action plans 
 Re-measurements are conducted to evaluate improvements for corrective action 


plans and programs. 
 Continued follow-up and trending are assured through the CRAFE format of the 


Committee minutes, annual QI evaluation and quarterly reports to the Quality 
Improvement Committee and President. 


 


VIII. Confidentiality 
All Committee proceedings, minutes and memos regarding Committee activities are 
considered privileged and confidential.  Discussions within the Committee forum are not 
shared outside the Committee meeting, particularly in regards to the clinical and peer 
review.  Actions of the Committee may be shared on a need to know basis.  Members of 
the Committees sign the HBI Affirmative Statement Agreement (includes confidentiality, 
conflict of interest and no financial incentives) when they initially become a member of a 
Committee.  Minutes and information relating to the Committees are kept in a confidential 
and locked area. 
Patient information is considered confidential.  Any documents containing patient name 
identifiers are handled confidentially.  Patient treatment records and information regarding 
clinical care are filed in a secure, locked area. 
 
Protected Health Information (PHI) may not be used or disclosed in violation of the Health 
Insurance Portability and Accountability Act (HIPAA) privacy Rule (45 C.F.R. parts 160 
and 164 or in violation of State of Nevada laws.  
 
Credentialing information is considered confidential.  Any documents containing provider 
name identifiers is handled confidentially.  Credentials files are kept in a locked secure 
area. Closed credential files are located within the HBI facility in a secure file.  
 
Carriers or governmental officials that conduct audits with HBI must sign the HBI 
Affirmative Statement Agreement, prior to reviewing HBI information. 
 
Dr. Anis Abi-Karam is the designated Privacy Officer for the Human Behavior Institute. 
 


IX. Compliance  
The Human Behavior Institute is a licensed behavioral health company with the State of 
Nevada.  
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The Human Behavior Institute complies with all of the applicable statutory, regulatory 
requirements.  This currently includes (but not limited to) URAC Core and UM Standards, 
NCQA, Joint Commission, HIPAA,  Designated State’s Division of Insurance, Designated 
States Board of Health, Designated State and  Federal Regulations. 
 


X. Quality Improvement Work Plan Matrix 
All departments participate in the preparation of the Quality Improvement Work Plan 
Matrix.  The Quality Improvement Committee approves the work plan annually.  It is then 
forwarded to the Human Behavior Institute President for approval and recommendations.   
 
The QI Work Plan Matrix is a tool used to keep track of the progress and implementation 
of the QI Program. 
 
An annual evaluation is completed each year as a basis for the QI Program and QI Work 
Plan Matrix for the following year.  The evaluation provides information on the 
accomplishments and the limitations and makes recommendations for the next year. 
 
The Quality Improvement Committee approves recommendations and forwards it to the 
Human Behavior Institute President for final approval. 
 
Approved by the Quality Improvement Committee on March 20, 2012 
 
 
Signed:   ____________________________                 Date:  March 20, 2012 
  Anis Abi-Karam 
  Chairman  


HBI President 
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A.  CONTINUITY AND 


COORDINATION OF CARE 


WORK PLAN 


GOALS 
 


WORK PLAN 


ACTIVITIES 


RESPONSIBLE PERSON 


& TITLES 
 


TARGET DATE FOR 


COMPLETION 
 


1. Between General 
Medical Care and 
Behavioral Health 


Communicate with PCP on mental 
health or substance abuse issues 
for high-risk patients. 


 


Ensure that PCPs have 
appropriate mental health or 
substance abuse treatment 
information on high-risk patients 
from HBI clinicians. 
 
Referral to Case Management 
Services when indicated. 


Dr. Abi-Karam Clinical Director Ongoing services 
 
Annual summary to QI 
Committee 


2. HBI  Information 
Distribution 


Improve communications and 
timely updates to clinicians and 
members of HBI services by 
establishing an HBI website for 
clinicians and patients in 2011. 


Provide clinicians and members 
with a website to access timely 
communications. 


Dr. Abi-Karam Clinical Director Quarterly updates to QI 
Committee 
 
Annual summary to QI 
Committee 


3. Adverse Incident 
Report 


Analysis of all adverse incidents for 
possible QI action plan. 


Submit quarterly reports to the UM 
Committee for review and 
recommendations. 


Maureen Cash QI Director Quarterly reports to QIC on  
Catastrophic Case Report 
 
Annual summary to QI 
Committee 


4. Follow-up after 
inpatient 
hospitalization— 


       7 and 30 days 


Goals:   
7 days: 57% 
30 days: 77% 
 


Monitor Follow-up after 
Hospitalization for possible 
improvements. 
 


Dr. Abi-Karam Clinical Director 
 
 
 


Annual summary to QI 
Committee 


5. BH Bed days/1000 9.50 Monitor Bed-days for opportunities 
for improvement. 
 
Report findings quarterly to UM 
Committee for review and 
recommendations. 
 


Dr. Abi-Karam, Clinical Director Annual Summary report to UM 
and QI Committee 


6. BH Admits/1000 1.86 Monitor Admits per 1000 for 
opportunities for improvement. 
 
Report findings quarterly to UM 
Committee for review and 
recommendations. 
 


Dr. Abi-Karam, Clinical Director Annual Summary report to UM 
and QI Committee 


7. BH Average LOS 4.50 Monitor Average LOS for 
opportunities for improvement 
 
Report findings quarterly to UM 
Committee for review and 


Dr. Abi-Karam, Clinical Director Annual Summary report to UM 
and QI Committee 
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recommendations. 
8. BH Readmits/1000 .35 Monitor Readmits per 1000 for 


opportunities of improvement 
 
Report findings quarterly to UM 
Committee for review and 
recommendations. 


Dr. Abi-Karam, Clinical Director Annual Summary report to UM 
and QI Committee 


9. Denials  
- Total Outpatient 
# denials  
 
Total Inpatient  
# denials  
- Denial % or denial rate 


PTMPY  
 


Monitor: 


 Total number of denials 


 In-patient 


 Outpatient 
 


Calculation of inpatient denial 
%: 
      Total number of denials x 
100 
     Total number of referrals 
 
Denial Rate goals : less than 3%  
 
Identify trends in denial patterns 
that may need a QI Action plan. 


Monitor denial patterns that reflect 
trends in services. 


 
Report any trends in patterns to 
UM Committee. 


 
UM Committee does analysis and 
recommendation for possible QI 
Action plans. 


Dr. Abi-Karam Clinical Director Report to UM Committee at the 
end of each quarter. 


 
Annual Summary report to UM 
and QI Committee 


B.  ACCESS WORKPLAN 


GOALS 


WORKPLAN 


 ACTIVITIES 


RESPONSIBLE PERSON 


& TITLE 


TARGET DATE FOR 


COMPLETION 


1. Geo Access of HBI 
Clinicians 


HBI clinicians must be available 
within 30 miles and/or 30 minutes 
from the patient’s residence. 


Annual evaluation of geo access 
given to the QI Committee.  
 
Analysis and recommendation for 
possible QI Action plans. 
 


Maureen Cash QI Director Annual summary to QI 
Committee 
 


2. Review of Clinician and 
Facility terminations 


Identification of issues or trends in 
provider contracting.  


Annual review of terminated HBI 
clinician contracts to assess for 
trends. 
 
Analysis and recommendation for 
possible QI Action plans. 
 
 


Maureen Cash QI Director Annual summary to QI 
Committee 
 


3. After hour availability of 
HBI clinicians  


All clinicians must meet the after 
hour available standards. 


Conduct after hour survey of 
availability. 
 
Report to QI Committee 
Analysis and recommendation for 
possible QI Action plans. 


Maureen Cash QI Director Annual summary to QI 
Committee 
 







Human Behavior Institute 


2012 QI WORKPLAN Matrix 


 


HBI 2012 QI Work Plan Matrix 
Approved QIC 3-20-12 


 
    Page 3 of 8 


 
 


4. Monitoring of high 
volume high frequency 
diagnoses 


Ensure that quality mental health 
and substance abuse services are 
provided to patients accessing 
services that meet the criteria of 
high volume and high frequency. 
 
 


Annual analysis of high volume 
and high frequency diagnosis to 
determine trend. 
 
Report to QI Committee 
 
Analysis and recommendation for 
possible QI Action plans. 


Dr. Abi-Karam Clinical Director Annual summary to QI 
Committee 
 


5. Telephone access Ensure that the caller has access to 
telephone information by a person   
within 30 seconds and an 
abandonment rate of less than 5%. 


Quarterly reports of telephone 
access are given to the QI 
Committee for analysis and 
recommendations. 


Maureen Cash QI Director Quarterly report to QI Committee 
with annual summary. 


C. PATIENT SAFETY WORKPLAN 


GOALS 


WORKPLAN 


 ACTIVITIES 


RESPONSIBLE PERSON  


& TITLE 


TARGET DATE FOR 


COMPLETION 


1. 1.Referral TAT and 
% meeting standard  


 


Maintain HBI standards of 
processing UM Authorizations. 


Monitor   the time it takes to 
process inpatient and outpatient 
authorizations. 
 
Report findings quarterly to UM 
Committee for review and 
recommendations. 
 
Report to UM Committee 
 
Analysis and recommendation for 
possible QI Action plans. 


Dr. Abi-Karam Clinical Director Report at the end of each 
quarter to UM Committee. 


2. Inter-rater Reliability 
Evaluation 


 


Evaluate all licensed UM personnel 
via inter-rater reliability testing once 
a year. 
 
Passing score: 95% 
 


Administer annual IRR testing to all 
UM licensed personnel. 
 
Develop IRR specific testing for 
each job description. 
Report to UM Committee 
 
Analysis and recommendation for 
possible QI Action plans. 


Dr. Abi-Karam Clinical Director Annual summary to QI 
Committee 
 


3. Clinical Guidelines Ensure consistent use of HBI 
Clinical Guidelines by clinicians. 
 
Passing score: 85% 


Develop and Implement a 
standardized audit tool for the use 
of each clinical practice guideline. 
 
Evaluate high volume clinicians in 
the use of HBI clinical guidelines. 
 
Analysis and recommendation for 


Dr. Abi-Karam Clinical Director Annual summary to QI 
Committee 
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possible QI Action plans. 
 
 


4.  Medical 
Technology Review 


Provide most current technological 
services to HBI patients. 
 
Provide analysis of any new 
medical technology for 
implementation within HBI 
standards of care. 


Annual review by a panel of 
clinicians of new technologies to 
provide recommendations for new 
technologies for HBI patients. 


Dr. Abi-Karam Clinical Director Annual summary to QI 
Committee 


5. Monitoring of high 
volume high 
frequency 
diagnoses 


Ensure that quality mental health 
and substance abuse services are 
provided to patients accessing 
services that meet the criteria of 
high volume and high frequency. 


Annual analysis of high volume 
and high frequency diagnosis to 
determine trends. 
 
Analysis and recommendation for 
possible QI Action plans. 


Dr. Abi-Karam Clinical Director Annual summary to QI 
Committee 


6. Site visits and 
Treatment Record 
reviews 


Ensure quality health care services 
by HBI network providers by 
comparing them to HBI standards. 
 
Passing score: 90% 
 
 


High volume clinicians will have a 
site visit and treatment record 
review to ensure that HBI 
standards are met. 
A licensed clinician to provide 
facility site reviews on all high 
volume providers, or by 
recommendations by the QI or 
Credentials Committee. 
 
Report to QM Committee. 
 
Analysis and recommendation for 
possible QI Action plans. 


Dr. Abi-Karam Clinical Director Ongoing program with annual 
summary to QI Committee. 


7. Credentialing and 
Re-credentialing of 
clinicians  


All clinicians to be credential prior 
to seeing HBI patients 
 
All clinicians re-credentialed every 
three years.  
Ensure that clinicians have an 
appropriate level of training and 
active unrestricted license to 
provide services. 


Credentials Committee meets 
monthly, at least 10 times a year to 
review HBI clinicians. 


Helen Quilit Provider Relations 
Manager 


Ongoing monthly credentialing 
with annual summary to QI 
Committee. 


8. Monitoring of 
Sanctions and 
limitations of all 
licensed clinicians. 


All HBI clinicians must maintain an 
active unrestrictive license to 
provide services to HBI patients. 


Credentialing Coordinator monitors 
licensing sanctions and limitation 
reporting released by licensing 
agencies.  
 
Any problems are reported to the 
Credential Committee for review 


Helen Quilit  Provider Relations 
Manager 


Ongoing with quarterly summary 
report given to the Credential 
Committee. 
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and recommendations. 
 
 
 


D. OTHER QI ACTIVITIES  WORKPLAN  


GOALS 


WORKPLAN 


ACTIVITIES 


RESPONSIBLE PERSON 


& TITLE 


TARGET DATE FOR 


COMPLETION 


1.  Annual QI Program 
Evaluation 


Identify areas of improving the 
delivery of services. 


Annual analysis of the QI Work 
Plan Matrix provided to the QI 
Committee for recommendation. 
 
Report to UM Committee 
Analysis and recommendation for 
possible QI Action plans. 


Maureen Cash QI Director Annual summary to QI 
Committee 
 


2. Quarterly QM Reports--
Appeals


Identify trends in services and 
quality of care to HBI patients 
 
 


Report findings of Appeal reports 
for members and clinicians 
quarterly to UM Committee for 
review and recommendations. 
 
Analysis and recommendation for 
possible QI Action plans. 


Maureen Cash QI Director Quarterly reports given to UM 
Committee. 
 
Annual Summary report to QI 
Committee 


3.  Quality of Care Concerns-
Denials AMA 


To identify trends in processes and 
services that impacts the care to 
HBI patients with evaluation of 
denials and AMA patients. 


Quarterly reports are given to the 
QI Committee on all patients that 
access psychiatric or CD services: 


UM denial reports  
    Inpatient 
     Outpatient  
AMA report 
Catastrophic Case Report 
 


Analysis and recommendation for 
possible QI Action plans. 


Maureen Cash QI Director Quarterly reports given to QI 
Committee. 
 
Annual summary to QI 
Committee 


4.  Resource Availability 
 


Ensure appropriate resources are 
available to provide quality services 
to clinicians and members. 


Ongoing monitoring and annual 
review of HBI systems and human 
resources in providing services, 
reporting capabilities and QI 
activities. 
 
Report to QI Committee 
 
Analysis and recommendation for 
possible QI Action plans. 


Maureen Cash QI Director Ongoing monitoring 
 
Annual summary to QI 
Committee 
 







Human Behavior Institute 


2012 QI WORKPLAN Matrix 


 


HBI 2012 QI Work Plan Matrix 
Approved QIC 3-20-12 


 
    Page 6 of 8 


5.  Annual review of HBI 
policies 


Ensure that current trends of care, 
technology and services are 
provided to all HBI clinicians, staff 
and patients. 


QI Committee Review of all HBI 
policies annually. 
 
Analysis and recommendations 
made by QI Committee. 


Maureen Cash QI Director Annual summary to QI 
Committee 


6.  Annual Performance 
reviews for HBI staff 


Maintain a high quality of personnel 
providing services to HBI clinicians 
and patients 


Provide annual performance 
appraisals for each individual HBI 
staff member. 
 
Development of individual QI 
Action Plans for employee, if 
indicated. 


Dr. Abi-Karam Ongoing performance reviews 
 
Annual summary to QI 
Committee 
 


7.  Maintain current 
Affirmative Statement 
Agreements 


Maintain the confidentiality, no 
conflict of interest, including 
acknowledgement of no financial 
incentives, within HBI staff, 
clinicians and personnel that 
access confidential information 
within HBI. 


Monitor all personnel, consultants, 
committee members and auditors 
by having them sign an Affirmative 
statement agreement that is 
maintained in the HBI 
administrative offices. 


Resy Deaton Administrative Asst. Ongoing documentation 
 
Annual summary to QI 
Committee 


8.  Data Integrity Ensure the data integrity of HBI 
systems with at least annual testing 
of system integrity and disaster 
recovery drills.  


Annual analysis of the HBI systems 
data integrity and disaster recovery 
reliability. 
 
Report to QI Committee 
 


Analysis and recommendation 
for possible QI Action plans. 


Susan Morrison Manager Ongoing monitoring of system 
integrity.  Report any 
deficiencies to QI Committee. 
 
Annual summary to QI 
Committee 


9.  Regulatory Compliance Compliance with applicable laws, 
rules and regulations in behavioral 
and substance abuse services. 


Annual review of licenses and 
certificates for providing mental 
health and substance abuse 
services in the State of Nevada. 


Maureen Cash QI Director Ongoing monitoring of regulatory 
requirements. 
 
 Report any deficiencies to QI 
Committee. 
 
Annual summary to QI 
Committee 
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10.  Communications for 
clinicians and members 


Distribution of accurate information 
on HBI services and activities. 


All information that is distributed by 
HBI is reviewed by Dr. Karam or 
designated HBI department 
manager, prior to release. 
 
 
 
 


Dr. Abi-Karam Clinical Director Ongoing monitoring of 
information distribution. 
 
 Report any deficiencies to QI 
Committee. 
 
Annual summary to QI 
Committee 


11.  URAC Compliance Monitoring of URAC Standards Provide education and 
implementation of all URAC Core 
and UM Standards. 


Dr. Abi-Karam Clinical Director 
 
Maureen Cash QI Director 


Ongoing development and 
implementation of URAC 
standards and educational 
programs. 


12.  QI Projects 
 


Development, implementation and 
monitoring of  Quality Improvement 
Projects by the QIC 
 


Submit all QI action plans to QI 
Committee for approval and 
recommendations. 


Maureen Cash QI Director Ongoing implementation. 
 
Quarterly reports, if indicated to 
QI Committee. 
 
Annual reports to QI Committee. 


14. Client Satisfaction Survey Identify areas of improvement to 
increase client satisfaction of HBI 
services and clinicians. 


Distribute HBI Network client 
satisfaction surveys in a method 
that ensure the most surveys 
returned to HBI for tabulation. 
 
Report to QI Committee 
 
Analysis and recommendation for 
possible QI Action plans. 


Resy Deaton  Administrative Asst. Annual summary to QI 
Committee 


16.  Member Education 
Programs 


Improve patient’s understanding of 
HBI mental health and substance 
abuse services by providing 
educational and patient orientation 
programs. 


Provide HBI patient orientation 
programs. 
 
Provide educational programs, 
upon request, to contracted 
carriers for their groups and carrier 
staff and for HBI patients. 


Dr. Abi-Karam Clinical Director Ongoing Educational programs 
 
Annual summary to QI 
Committee 


17.  Provider Education 
Programs 


Provide at least 8 educational 
programs to network providers and 
12 programs to HBI clinicians. 
 


Educate HBI clinicians on 
managed care, case management, 
HBI UM programs and URAC 
standards. 
 
Provide educational programs to 
HBI network providers with 
orientation programs  


Dr. Abi-Karam Clinical Director Ongoing program  
 
Annual summary to QI 
Committee 
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18.  Business office staff 
training 


Provide at least 4 educational 
training programs to HBI business 
office, claims and UM staff. 


Educate HBI staff on current 
methods of mental health and 
substance abuse services, HBI 
policies and URAC standards. 
 


Dr. Abi-Karam Clinical Director 
 
Susan Morrison Office Manager 


Ongoing program  
 
Annual summary to QI 
Committee 


19.  Provider, Employer and 
Carrier participation in QI 
Activities 


Ensure that there is community 
involvement in HBI’s Quality 
Improvement Activities. 
 
Ensure at least quarterly QI 
Committee meetings per year. 


Have participating clinicians, 
employers, and community 
representatives as members of the 
QI Committee. 


Dr. Abi-Karam QI Chairman Attendance at monthly ongoing 
QI Committee meetings 
 
With annual summary reported 
to QI Committee. 


 
 
 
QI COMMITTEE   
MEETINGS 


   


QI Committee Monthly at least quarterly per year Third Tuesday of the month 12:00 PM PST 


 Sub-committees of the QI Committee are: 
Quality Management  
Utilization Management  
Credential  
 


  


QI PROGRAM CONTACT   Phone # E-mail: 
QI Director Maureen Cash  702-248-8866 ext 202 admin@hbinetwork.com 


QIC Chairperson Dr. Abi-Karam  702-248-8866 ext 202 admin@hbinetwork.com 


QI COMMITTEE  
 
APPROVAL 


Date to Committee  
 
 
 
_______________________________Date:__________________ 
Dr. Abi-Karam QI Committee Chairman  
 
______________________________  Date: _________________ 
Dr. Abi-Karam QI Committee Chairman 


  
 
QI Program Approved March 20, 2012 
 
QI Work Plan Matrix   March 20, 2012 


 








TYPE OF 
PROVIDER 
DISPUTE


TOTAL NUMBER OF 
PROVIDER DISPUTES 
CARRIED OVER FROM 


PREVIOUS REPORT


Denied Claims -PRIOR 
AUTHORIZATION NOT 


OBTAINED
399


Denied Claims - 
STALEDATE ISSUES 137


Denied Claims - NON-
COVERED BENEFIT 37


Denied Claims - *OTHER 
CLAIMS ISSUES 679


SUBTOTALS 1252


TIMELY PAYMENT


HMO COVERAGE POLICY 
AND PROCEDURE 


ISSUES


OTHER PROVIDER 
DISPUTES


SUBTOTALS


GRAND TOTALS


*  The Contractor is required to provide specific explanations of the "other" category with regard to the basis of the dispute.


MCO PROVIDER
GRIEVANCE AND APPEAL REPORT FORM


MCO NAME:    Health Plan of Nevada -
                        Nevada Check Up / Northern Nevada Check Up
Report Month / Year:   3rd Quarter --  2012


TOTAL NUMBER OF 
PROVIDER 


DISPUTES THIS 
REPORTING PERIOD


NUMBER OF 
GRIEVANCES 


RESOLVED IN < OR 
EQUAL TO 90 DAYS 
FROM COLUMNS 1 + 


2


NUMBER OF 
GRIEVANCES 


RESOLVED IN > 90 
DAYS FROM 


COLUMNS 1 + 2


NUMBER OF 
APPEALS 


RESOLVED IN < OR 
EQUAL TO 30 DAYS


NUMBER OF 
APPEALS 


RESOLVED IN > 
30 DAYS


AVERAGE 
RESOLUTION 
TIME OF ALL 
DISPUTES (IN 


DAYS)


NUMBER OF 
DISPUTES 
AFFIRMED


NUMBER OF 
DISPUTES 


DENIED


349 N/A N/A 334 15 14 322 27


108 20


16 5 3


128 N/A N/A 126 2 16


8 N/A N/A 6 2


424 162


1071 N/A N/A 1009 62 14 859 212


586 N/A N/A 543 43 13


N/A N/A


N/A N/A


N/A N/A


N/A N/A


TOTAL NUMBER OF OUT-OF-NETWORK PROVIDERS WHO 
SUBMITTED DISPUTES IN CURRENT QUARTER:                               35


TOTAL NUMBER OF NETWORK PROVIDERS:  


TOTAL NUMBER OF NETWORK PROVIDERS WHO SUBMITTED 
DISPUTES IN CURRENT QUARTER:                             316
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TYPE OF 
PROVIDER 
DISPUTE


TOTAL NUMBER OF 
PROVIDER DISPUTES 
CARRIED OVER FROM 


PREVIOUS REPORT


Denied Claims -PRIOR 
AUTHORIZATION NOT 


OBTAINED
3921


Denied Claims - 
STALEDATE ISSUES 1621


Denied Claims - NON-
COVERED BENEFIT 512


Denied Claims - *OTHER 
CLAIMS ISSUES 9194


SUBTOTALS 15248


TIMELY PAYMENT


HMO COVERAGE POLICY 
AND PROCEDURE 


ISSUES


OTHER PROVIDER 
DISPUTES


SUBTOTALS


GRAND TOTALS


*  The Contractor is required to provide specific explanations of the "other" category with regard to the basis of the dispute.


MCO PROVIDER
GRIEVANCE AND APPEAL REPORT FORM


MCO NAME:    Health Plan of Nevada -
                         SmartChoice / Northern Choice
Report Month / Year:  3rd Quarter --  2012


TOTAL NUMBER OF 
PROVIDER 


DISPUTES THIS 
REPORTING PERIOD


NUMBER OF 
GRIEVANCES 


RESOLVED IN < OR 
EQUAL TO 90 DAYS 
FROM COLUMNS 1 + 


2


NUMBER OF 
GRIEVANCES 


RESOLVED IN > 90 
DAYS FROM 


COLUMNS 1 + 2


NUMBER OF 
APPEALS 


RESOLVED IN < OR 
EQUAL TO 30 DAYS


NUMBER OF 
APPEALS 


RESOLVED IN > 
30 DAYS


AVERAGE 
RESOLUTION 
TIME OF ALL 
DISPUTES (IN 


DAYS)


NUMBER OF 
DISPUTES 
AFFIRMED


NUMBER OF 
DISPUTES 


DENIED


3452 N/A N/A 3251 201 15 3110 342


743 314


22 95 116


1057 N/A N/A 1039 18 15


211 N/A N/A 150 61


4119 2262


11101 N/A N/A 10290 811 15 8067 3034


6381 N/A N/A 5850 531 15


N/A N/A


N/A N/A


N/A N/A


N/A N/A


TOTAL NUMBER OF OUT-OF-NETWORK PROVIDERS WHO 
SUBMITTED DISPUTES IN CURRENT QUARTER:                                            284


TOTAL NUMBER OF NETWORK PROVIDERS:  


TOTAL NUMBER OF NETWORK PROVIDERS WHO SUBMITTED 
DISPUTES IN CURRENT QUARTER:                                            1127
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From Ellen's New CRD Report


PAID_YR PAID_MO CATEGORY PAYER CAT_GRP LOB_GROUP CLM_CNT BATCH_CNT% THRU PUT


2012 1 MEDICAID HPN MCAD 64,393        47,101       


2012 1 MEDICAID HPN NMED 71               71              


2012 1 MEDICAID TOTAL 64,464        47,172        73.2%


2012 2 MEDICAID HPN MCAD 63,271        45,549       


2012 2 MEDICAID HPN NMED 79               79              


2012 2 MEDICAID TOTAL 63,350        45,628        72.0%


2012 3 MEDICAID HPN MCAD 77,477        55,338       


2012 3 MEDICAID HPN NMED 62               62              


2012 3 MEDICAID TOTAL 77,539        55,400        71.4%


2012 4 MEDICAID HPN MCAD  71,655        53,103       


2012 4 MEDICAID HPN NMED  95               95              


2012 4 MEDICAID TOTAL 71,750        53,198        74.1%


2012 5 MEDICAID HPN MCAD  75,303        52,493       


2012 5 MEDICAID HPN NMED  85               84              


2012 5 MEDICAID TOTAL 75,388        52,577        69.7%


2012 6 MEDICAID HPN MCAD 65,380        46,702       


2012 6 MEDICAID HPN NMED 103             103            


MEDICAID TOTAL 65,483        46,805        71.5%


2012 7 MEDICAID HPN MCAD 67,592        47,321       


2012 7 MEDICAID HPN NMED 69               69              


2012 7 MEDICAID TOTAL 67,661        47,390        70.0%


2012 8 MEDICAID HPN MCAD 61,378        42,639       


2012 8 MEDICAID HPN NMED 57               57              


2012 8 MEDICAID TOTAL 61,435        42,696        69.5%


2012 9 MEDICAID HPN MCAD 63,004        44,362       


2012 9 MEDICAID HPN NMED ‐              ‐             


2012 9 MEDICAID TOTAL 63,004        44,362        70.4%


MEDICAID YTD TOTAL 610,074     435,228     71.3%


Batch Throughput Report - 3Q12
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Denial Summary - 3Q12
Summary of Claims Processed / Claims Fully Denied ‐ All Lines of Business (excluding Lifeprint)
Medical and Dental


JAN 12 FEB 12 MAR 12 APR 12 MAY 12 JUN 12 JUL 12 AUG 12 SEP 12 2012 YTD
64,464       63,350       77,539     71,750     75,388     65,483     67,661      61,435     63,004     610,074  


JAN 12 FEB 12 MAR 12 APR 12 MAY 12 JUN 12 JUL 12 AUG 12 SEP 12 2012 YTD
3,514          3,846          5,249        4,234        4,767        3,911        4,201         4,496        3,888        38,106    


JAN 12 FEB 12 MAR 12 APR 12 MAY 12 JUN 12 JUL 12 AUG 12 SEP 12 2012 YTD
5.5% 6.1% 6.8% 5.9% 6.3% 6.0% 6.2% 7.3% 6.2% 6.2%


NUMBER OF CLAIMS PROCESSED


NUMBER OF CLAIMS DENIED


DENIAL % BY PRODUCT


MEDICAID


MEDICAID


MEDICAID
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Denials - 3Q12


TYPE EXCD_GROUP COUNT BILLED COUNT BILLED COUNT BILLED COUNT BILLED


MEDICAL CLAIM RECOVERY
MEDICAL CONTRACT SAVINGS 29            431,516.96$      28           448,318.26$      26            382,479.92$      330         202,539.80$     
MEDICAL INSUFFICIENT INFORMATION 385          985,249.69$      384         1,105,012.24$   544          1,444,678.56$   487         2,399,390.33$  
MEDICAL MEDICAL NECESSITY 305          248,968.89$      280         250,945.84$      354          307,749.16$      256         208,220.29$     
MEDICAL NO P/A , BENEFIT PENALTY OR MAX ME 1,703       936,662.70$      1,516      1,247,276.39$   2,028        1,210,869.40$   1,830      1,178,575.95$  
MEDICAL NOT A COVERED BENEFIT 85            44,112.95$        106         76,589.11$        150          107,490.34$      108         36,396.60$       
MEDICAL NOT PRIMARY PAYOR 246          251,312.99$      275         649,628.77$      394          395,596.76$      280         242,553.64$     
MEDICAL OTHER 203          585,044.45$      717         784,945.16$      981          758,973.70$      296         663,886.26$     


TOTAL REPORTABLE MEDICAL DENIALS 2,956       3,482,868.63$  3,306      4,562,715.77$   4,477        4,607,837.84$   3,587      4,931,562.87$  


DENTAL CONTRACT SAVINGS ‐           ‐$                    ‐          ‐$                    ‐           ‐$                    ‐          ‐$                   
DENTAL INSUFFICIENT INFORMATION 242          55,956.68$        208         60,104.40$        417          98,814.94$        376         95,224.53$       
DENTAL MEDICAL NECESSITY 9              3,326.05$          6             2,129.10$           12            5,943.70$           9             2,269.00$          
DENTAL NO P/A , BENEFIT PENALTY OR MAX ME 23            4,998.63$          19           9,917.27$           17            5,955.00$           25           3,899.30$          
DENTAL NOT A COVERED BENEFIT 1              100.00$             1             300.00$              1              100.00$              1             50.00$               
DENTAL NOT PRIMARY PAYOR 75            32,720.32$        62           25,240.83$        78            34,474.20$        65           29,616.85$       
DENTAL OTHER 208          79,847.03$        244         131,832.10$      247          95,320.36$        171         78,777.17$       


TOTAL REPORTABLE DENTAL DENIALS 558          176,948.71$     540         229,523.70$      772          240,608.20$      647         209,836.85$     


TOTAL REPORTABLE DENIALS 3,514       3,659,817.34$  3,846      4,792,239.47$   5,249        4,848,446.04$   4,234      5,141,399.72$  


Jan‐12 Feb‐12 Mar‐12 Apr‐12
MEDICAID MEDICAID MEDICAID MEDICAID
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Denials - 3Q12


TYPE EXCD_GROUP


MEDICAL CLAIM RECOVERY
MEDICAL CONTRACT SAVINGS
MEDICAL INSUFFICIENT INFORMATION
MEDICAL MEDICAL NECESSITY
MEDICAL NO P/A , BENEFIT PENALTY OR MAX ME
MEDICAL NOT A COVERED BENEFIT
MEDICAL NOT PRIMARY PAYOR
MEDICAL OTHER


TOTAL REPORTABLE MEDICAL DENIALS


DENTAL CONTRACT SAVINGS
DENTAL INSUFFICIENT INFORMATION
DENTAL MEDICAL NECESSITY
DENTAL NO P/A , BENEFIT PENALTY OR MAX ME
DENTAL NOT A COVERED BENEFIT
DENTAL NOT PRIMARY PAYOR
DENTAL OTHER


TOTAL REPORTABLE DENTAL DENIALS


TOTAL REPORTABLE DENIALS


COUNT BILLED COUNT BILLED COUNT BILLED COUNT BILLED


199          213,178.20$      25           332,249.79$      29            365,863.31$      15           240,721.81$     
620          2,132,710.69$   507         1,584,829.44$   565          3,984,932.51$   569         1,364,013.30$  
305          244,223.07$      241         259,375.08$      213          192,445.40$      216         187,749.45$     


2,016       1,084,988.19$   1,767      858,444.54$      1,878        1,643,479.90$   1,907      1,032,104.30$  
99            36,113.74$        131         51,560.23$        150          46,113.70$        101         38,021.80$       
318          550,084.29$      312         437,619.88$      349          495,015.75$      297         568,578.75$     
326          705,425.97$      283         445,984.07$      325          621,830.27$      660         358,849.60$     


3,883       4,966,724.15$   3,266      3,970,063.03$   3,509        7,349,680.84$   3,765      3,790,039.01$  


1              190.00$              1             3,578.00$           ‐           ‐$                   
560          128,571.78$      377         87,438.01$        343          97,727.99$        449         101,761.82$     
8              1,020.00$           14           2,533.00$           27            5,616.01$           10           1,980.00$          
28            10,217.00$        15           6,149.00$           26            8,189.45$           23           7,222.18$          
1              8.00$                  ‐          ‐$                    1              6.15$                  1             8.00$                 
60            20,739.74$        76           29,890.75$        88            34,183.68$        56           21,691.28$       
226          50,345.37$        162         53,738.35$        207          81,561.91$        192         71,459.83$       


884          211,091.89$      645         183,327.11$      692          227,285.19$      731         204,123.11$     


4,767       5,177,816.04$   3,911      4,153,390.14$   4,201        7,576,966.03$   4,496      3,994,162.12$  


MEDICAID
May‐12 Jun‐12


MEDICAID MEDICAID MEDICAID
Jul‐12 Aug‐12


Attachment 5.1.11.6B1_Month‐End Management Reports
Denial Types 3Q12 Page 6 of 10







Denials - 3Q12


TYPE EXCD_GROUP


MEDICAL CLAIM RECOVERY
MEDICAL CONTRACT SAVINGS
MEDICAL INSUFFICIENT INFORMATION
MEDICAL MEDICAL NECESSITY
MEDICAL NO P/A , BENEFIT PENALTY OR MAX ME
MEDICAL NOT A COVERED BENEFIT
MEDICAL NOT PRIMARY PAYOR
MEDICAL OTHER


TOTAL REPORTABLE MEDICAL DENIALS


DENTAL CONTRACT SAVINGS
DENTAL INSUFFICIENT INFORMATION
DENTAL MEDICAL NECESSITY
DENTAL NO P/A , BENEFIT PENALTY OR MAX ME
DENTAL NOT A COVERED BENEFIT
DENTAL NOT PRIMARY PAYOR
DENTAL OTHER


TOTAL REPORTABLE DENTAL DENIALS


TOTAL REPORTABLE DENIALS


COUNT BILLED COUNT BILLED


18                  213,890.63$         699         2,830,758.68$    
488               1,901,430.20$     4,549      16,902,246.96$  
155               146,350.07$         2,325      2,046,027.25$    


1,807            850,452.11$         16,452   10,042,853.48$  
102               35,372.60$           1,032      471,771.07$       
305               427,534.91$         2,776      4,017,925.74$    
202               488,871.72$         3,993      5,413,811.20$    


3,077            4,063,902.24$     31,826   41,725,394.38$  


‐                ‐$                       2             3,768.00$            
484               102,613.17$         3,456      828,213.32$       
4                    1,557.00$             99           26,373.86$          
42                  12,469.13$           218         69,016.96$          
‐                ‐$                       7             572.15$               
86                  35,741.39$           646         264,299.04$       
195               74,464.76$           1,852      717,346.88$       


811               226,845.45$         6,280      1,909,590.21$    


3,888            4,290,747.69$     38,106   43,634,984.59$  


MEDICAID MEDICAID
Sep‐12 YTD Sep‐12


Attachment 5.1.11.6B1_Month‐End Management Reports
Denial Types 3Q12 Page 7 of 10







Clinical Edit Savings - 1&2Q12


PRODUCT LOB DENIAL DENIAL DESCRIPTION UNITS BILLED AMT
CORRESPONDIN


G ALLOWABLE*


Allow to 


Billed


Medicaid Medicaid N01 PX incidental to primary PX 12,331 $2,088,681.55 $323,970.83
Medicaid Medicaid N02 PX redundant to primary PX 956 $224,178.51 $51,241.94
Medicaid Medicaid N04 F/U svc disallow 99 $3,177.67 $1,093.39
Medicaid Medicaid N05 Svc not cov'd same day as surg 492 $63,704.93 $22,423.23
Medicaid Medicaid N06 Assist surg not cov'd 16 $18,907.50 $3,213.38
Medicaid Medicaid N14 Invalid gender for PX 14 $1,432.04 $214.64
Medicaid Medicaid N17 Invalid POS for PX 9 $2,728.05 $685.30
Medicaid Medicaid N25 Procedure part of basic service 23,175 $526,420.09 $96,510.45


Medicaid Total 37,092 $2,929,230.34 $499,353.16 17%


Grand Total 37,092 $2,929,230.34 $499,353.16 17%


Medicaid rates for Medicaid claims.
*Excludes claims having a total allow of zero dollars
*A default rate of 50% of billed was used where a rate was not available
*Medicaid rates applied are not adjusted for "under/over 21" percentages
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2011 Goals
ALL DATA EXCLUDES LIFEPRINT Average Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec


314,754        299,212        315,653       324,115       319,506       309,991       286,569        301,953       301,556       269,638       
Membership 476,502        490,353        489,750       489,438       487,278       486,856       486,815        487,026       485,482       485,194       
Receipts PM/PM 0.661  0.610 0.645 0.662 0.656 0.637 0.589 0.620 0.621 0.556


Original Claims Processed 307,298        290,199        274,281       323,373       304,648       324,327       272,008        304,256       284,991       268,615       
Recon Claims Processed 21,060          18,873          17,963         21,459         20,008         24,794         21,046          17,790         19,837         18,997         
Total Claims Processed 328,358        309,072        292,244       344,832       324,656       349,121       293,054        322,046       304,828       287,612       
Total $ Paid 75,067,193$ 76,894,217$ 69,383,988$ 80,864,828$ 75,308,933$ 86,701,808$ 75,918,510$ 76,577,963$ 75,732,331$ 74,251,096$ 


Batch Throughput %  
 Commercial 62% 61% 61% 59% 64% 64% 61% 61% 63% 59% 63%


Medicaid 72% 69% 73% 72% 71% 74% 70% 71% 70% 70% 70%
Medicare 57% 62% 61% 63% 63% 65% 66% 62% 65% 62% 68%
Medi-Gap 65% 80% 76% 77% 76% 75% 78% 74% 78% 77% 78%


Vertexing CPH 68.1 66.0 72.0 74.0 76.0 75.0 75.0 74.0 72.0 68.0 68.0
Vertexers - # of FTEs 12 11 12 12 11 10 10 10 10 10
Vertex Mgmt/Lead FTEs 3 3 3 3 3 3 3 3 3 3
Vertex Open Positions 0 1 0 0 1 2 2 2 2 2


Analyst CPH 15.0 15.0 15.7 18.0 16.1 16.3 15.8 15.7 16.2 16.0 14.9
Claims Analysts - # of FTE's 43 43 41 40 39 39 38 39 43 43
Claims Mgmt/Lead/Research FTE 25 25 25 25 25 28 28 27 26 26
Claims Analyst in Training 8 10 11 12 16 13 13 13 12 11
Open Positions 8 6 7 7 4 4 5 5 3 4


Financial Accuracy % 99.1 98.0 99.4 99.4 99.0 99.3 99.1 99.1 99.3 99.35
 (based on pre-payment
 QA review by ICQC)


Quarterly Random QA Review 97.6 95.0 99.8 96.8
Procedural only  


Paid to Billed Ratio - HPN 12.9% 13.0% 11.9% 12.6% 12.6% 12.6% 12.2% 12.5% 12.1% 12.8%
Paid to Billed Ratio - SHL-Commercial 17.3% 17.6% 15.7% 15.4% 15.5% 15.9% 16.6% 16.9% 16.7% 16.8%


Support Stats  
    Docs Scanned/hr 1,851            2,000      1,754            1,907           1,845           1,896           1,921           1,808            2,058           1,716           1,759           
    Claims Prepped/hr 196               200         187              188              197              211              185              220               189              208              205              
    Rejects handled/hr 26                 28           26                27                26                27                31                30                 28                27                28                
Support Clerks - # of FTEs 15                 15                14                14                15                15                15                 14                11                11                
Support Mgmt/Leads FTE 3                   3                  3                  3                  3                  3                  3                   3                  3                  3                  
Support Open Positions 0 -               1                  1                  -               -               -                1                  4                  4                  


Total Month-End # of Pends 87,087          68,805          64,356           58,102           56,517           59,760           52,402           50,398           41,639           42,751            
   Month-End Vertex Backlog 10,682          7,367            7,199           6,364           4,760           2,520           4,387            7,280           3,319           7,473           
   UHC-NV Month-End Scan Backlog 8,584            4,100            5,123           4,079           9,990           4,594           6,658            5,202           10,080         9,029           
   UHC-NV Month-End EDI Inventory 5,109            1,950            9,526           13,135         6,437           9,557           18,285          9,804           919              1,038           
   % of New Claims Processed Within: 


0-7 Days 11.88% 13.60% 15.10% 13.60% 13.20% 13.60% 14.30% 12.40% 12.70% 11.80%
8-14 Days 9.46% 9.20% 8.60% 8.20% 9.50% 9.20% 7.50% 8.40% 12.90% 16.20%
15-30 Days 66.13% 67.60% 74.40% 76.80% 74.30% 75.50% 75.90% 77.30% 72.30% 70.00%


Claims Operations Services - UHC - Nevada Market
2012 - Key Indicator Report


Claims Uploaded into Facets
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2011 Goals
ALL DATA EXCLUDES LIFEPRINT Average Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec


     Total Percent within 30 days 87.47% 95.00% 90.40% 98.10% 98.60% 97.00% 98.30% 97.70% 98.10% 97.90% 98.00% 0.00% 0.00% 0.00%
31-45 Days ** 12.26% 9.50% 1.90% 1.40% 3.00% 1.70% 2.30% 1.90% 2.10% 2.00%
46-60 Days ** 0.18% 0.10% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
61+ Days 0.09% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%


100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Excludes Lifeprint:
   % of Dollars Paid Within 30 Days: * 69.35% 90.00% 66.30% 95.90% 96.40% 92.20% 93.40% 95.90% 94.60% 94.90% 90.90%


 * State of NV regs = 95% of claims ** Includes pends being managed to Medicare Guidelines
  or 90% of dollars within 30 days


Summary of  FTE Counts: 2011 YE Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Claims Analysts/Vertex/Support 69 69                 67                  66                  65                  64                  63                  63                  64                  64                  -                -              -              
Management/Lead/Research 31 31                 31                  31                  31                  34                  34                  33                  32                  32                  -                -              -              
Analysts in Training 8 10                 11                  12                  16                  13                  13                  13                  12                  11                  -                -              -              
Open Positions 9 7                   8                    8                    5                    6                    7                    8                    9                    10                  -                -              -              
Total Claims Processing 117 117               117                117                117                117                117                117                117                117                -                -              -              
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TYPE OF 
PROVIDER 
DISPUTE


TOTAL NUMBER OF 
PROVIDER DISPUTES 
CARRIED OVER FROM 


PREVIOUS REPORT


Denied Claims -PRIOR 
AUTHORIZATION NOT 


OBTAINED
399


Denied Claims - 
STALEDATE ISSUES 137


Denied Claims - NON-
COVERED BENEFIT 37


Denied Claims - *OTHER 
CLAIMS ISSUES 679


SUBTOTALS 1252


TIMELY PAYMENT


HMO COVERAGE POLICY 
AND PROCEDURE 


ISSUES


OTHER PROVIDER 
DISPUTES


SUBTOTALS


GRAND TOTALS


*  The Contractor is required to provide specific explanations of the "other" category with regard to the basis of the dispute.


MCO PROVIDER
GRIEVANCE AND APPEAL REPORT FORM


MCO NAME:    Health Plan of Nevada -
                        Nevada Check Up / Northern Nevada Check Up
Report Month / Year:   3rd Quarter --  2012


TOTAL NUMBER OF 
PROVIDER 


DISPUTES THIS 
REPORTING PERIOD


NUMBER OF 
GRIEVANCES 


RESOLVED IN < OR 
EQUAL TO 90 DAYS 
FROM COLUMNS 1 + 


2


NUMBER OF 
GRIEVANCES 


RESOLVED IN > 90 
DAYS FROM 


COLUMNS 1 + 2


NUMBER OF 
APPEALS 


RESOLVED IN < OR 
EQUAL TO 30 DAYS


NUMBER OF 
APPEALS 


RESOLVED IN > 
30 DAYS


AVERAGE 
RESOLUTION 
TIME OF ALL 
DISPUTES (IN 


DAYS)


NUMBER OF 
DISPUTES 
AFFIRMED


NUMBER OF 
DISPUTES 


DENIED


349 N/A N/A 334 15 14 322 27


108 20


16 5 3


128 N/A N/A 126 2 16


8 N/A N/A 6 2


424 162


1071 N/A N/A 1009 62 14 859 212


586 N/A N/A 543 43 13


N/A N/A


N/A N/A


N/A N/A


N/A N/A


TOTAL NUMBER OF OUT-OF-NETWORK PROVIDERS WHO 
SUBMITTED DISPUTES IN CURRENT QUARTER:                               35


TOTAL NUMBER OF NETWORK PROVIDERS:  


TOTAL NUMBER OF NETWORK PROVIDERS WHO SUBMITTED 
DISPUTES IN CURRENT QUARTER:                             316
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TYPE OF 
PROVIDER 
DISPUTE


TOTAL NUMBER OF 
PROVIDER DISPUTES 
CARRIED OVER FROM 


PREVIOUS REPORT


Denied Claims -PRIOR 
AUTHORIZATION NOT 


OBTAINED
3921


Denied Claims - 
STALEDATE ISSUES 1621


Denied Claims - NON-
COVERED BENEFIT 512


Denied Claims - *OTHER 
CLAIMS ISSUES 9194


SUBTOTALS 15248


TIMELY PAYMENT


HMO COVERAGE POLICY 
AND PROCEDURE 


ISSUES


OTHER PROVIDER 
DISPUTES


SUBTOTALS


GRAND TOTALS


*  The Contractor is required to provide specific explanations of the "other" category with regard to the basis of the dispute.


MCO PROVIDER
GRIEVANCE AND APPEAL REPORT FORM


MCO NAME:    Health Plan of Nevada -
                         SmartChoice / Northern Choice
Report Month / Year:  3rd Quarter --  2012


TOTAL NUMBER OF 
PROVIDER 


DISPUTES THIS 
REPORTING PERIOD


NUMBER OF 
GRIEVANCES 


RESOLVED IN < OR 
EQUAL TO 90 DAYS 
FROM COLUMNS 1 + 


2


NUMBER OF 
GRIEVANCES 


RESOLVED IN > 90 
DAYS FROM 


COLUMNS 1 + 2


NUMBER OF 
APPEALS 


RESOLVED IN < OR 
EQUAL TO 30 DAYS


NUMBER OF 
APPEALS 


RESOLVED IN > 
30 DAYS


AVERAGE 
RESOLUTION 
TIME OF ALL 
DISPUTES (IN 


DAYS)


NUMBER OF 
DISPUTES 
AFFIRMED


NUMBER OF 
DISPUTES 


DENIED


3452 N/A N/A 3251 201 15 3110 342


743 314


22 95 116


1057 N/A N/A 1039 18 15


211 N/A N/A 150 61


4119 2262


11101 N/A N/A 10290 811 15 8067 3034


6381 N/A N/A 5850 531 15


N/A N/A


N/A N/A


N/A N/A


N/A N/A


TOTAL NUMBER OF OUT-OF-NETWORK PROVIDERS WHO 
SUBMITTED DISPUTES IN CURRENT QUARTER:                                            284


TOTAL NUMBER OF NETWORK PROVIDERS:  


TOTAL NUMBER OF NETWORK PROVIDERS WHO SUBMITTED 
DISPUTES IN CURRENT QUARTER:                                            1127
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From Ellen's New CRD Report


PAID_YR PAID_MO CATEGORY PAYER CAT_GRP LOB_GROUP CLM_CNT BATCH_CNT% THRU PUT


2012 1 MEDICAID HPN MCAD 64,393        47,101       


2012 1 MEDICAID HPN NMED 71               71              


2012 1 MEDICAID TOTAL 64,464        47,172        73.2%


2012 2 MEDICAID HPN MCAD 63,271        45,549       


2012 2 MEDICAID HPN NMED 79               79              


2012 2 MEDICAID TOTAL 63,350        45,628        72.0%


2012 3 MEDICAID HPN MCAD 77,477        55,338       


2012 3 MEDICAID HPN NMED 62               62              


2012 3 MEDICAID TOTAL 77,539        55,400        71.4%


2012 4 MEDICAID HPN MCAD  71,655        53,103       


2012 4 MEDICAID HPN NMED  95               95              


2012 4 MEDICAID TOTAL 71,750        53,198        74.1%


2012 5 MEDICAID HPN MCAD  75,303        52,493       


2012 5 MEDICAID HPN NMED  85               84              


2012 5 MEDICAID TOTAL 75,388        52,577        69.7%


2012 6 MEDICAID HPN MCAD 65,380        46,702       


2012 6 MEDICAID HPN NMED 103             103            


MEDICAID TOTAL 65,483        46,805        71.5%


2012 7 MEDICAID HPN MCAD 67,592        47,321       


2012 7 MEDICAID HPN NMED 69               69              


2012 7 MEDICAID TOTAL 67,661        47,390        70.0%


2012 8 MEDICAID HPN MCAD 61,378        42,639       


2012 8 MEDICAID HPN NMED 57               57              


2012 8 MEDICAID TOTAL 61,435        42,696        69.5%


2012 9 MEDICAID HPN MCAD 63,004        44,362       


2012 9 MEDICAID HPN NMED ‐              ‐             


2012 9 MEDICAID TOTAL 63,004        44,362        70.4%


MEDICAID YTD TOTAL 610,074     435,228     71.3%


Batch Throughput Report - 3Q12
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Denial Summary - 3Q12
Summary of Claims Processed / Claims Fully Denied ‐ All Lines of Business (excluding Lifeprint)
Medical and Dental


JAN 12 FEB 12 MAR 12 APR 12 MAY 12 JUN 12 JUL 12 AUG 12 SEP 12 2012 YTD
64,464       63,350       77,539     71,750     75,388     65,483     67,661      61,435     63,004     610,074  


JAN 12 FEB 12 MAR 12 APR 12 MAY 12 JUN 12 JUL 12 AUG 12 SEP 12 2012 YTD
3,514          3,846          5,249        4,234        4,767        3,911        4,201         4,496        3,888        38,106    


JAN 12 FEB 12 MAR 12 APR 12 MAY 12 JUN 12 JUL 12 AUG 12 SEP 12 2012 YTD
5.5% 6.1% 6.8% 5.9% 6.3% 6.0% 6.2% 7.3% 6.2% 6.2%


NUMBER OF CLAIMS PROCESSED


NUMBER OF CLAIMS DENIED


DENIAL % BY PRODUCT


MEDICAID


MEDICAID


MEDICAID
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Denials - 3Q12


TYPE EXCD_GROUP COUNT BILLED COUNT BILLED COUNT BILLED COUNT BILLED


MEDICAL CLAIM RECOVERY
MEDICAL CONTRACT SAVINGS 29            431,516.96$      28           448,318.26$      26            382,479.92$      330         202,539.80$     
MEDICAL INSUFFICIENT INFORMATION 385          985,249.69$      384         1,105,012.24$   544          1,444,678.56$   487         2,399,390.33$  
MEDICAL MEDICAL NECESSITY 305          248,968.89$      280         250,945.84$      354          307,749.16$      256         208,220.29$     
MEDICAL NO P/A , BENEFIT PENALTY OR MAX ME 1,703       936,662.70$      1,516      1,247,276.39$   2,028        1,210,869.40$   1,830      1,178,575.95$  
MEDICAL NOT A COVERED BENEFIT 85            44,112.95$        106         76,589.11$        150          107,490.34$      108         36,396.60$       
MEDICAL NOT PRIMARY PAYOR 246          251,312.99$      275         649,628.77$      394          395,596.76$      280         242,553.64$     
MEDICAL OTHER 203          585,044.45$      717         784,945.16$      981          758,973.70$      296         663,886.26$     


TOTAL REPORTABLE MEDICAL DENIALS 2,956       3,482,868.63$  3,306      4,562,715.77$   4,477        4,607,837.84$   3,587      4,931,562.87$  


DENTAL CONTRACT SAVINGS ‐           ‐$                    ‐          ‐$                    ‐           ‐$                    ‐          ‐$                   
DENTAL INSUFFICIENT INFORMATION 242          55,956.68$        208         60,104.40$        417          98,814.94$        376         95,224.53$       
DENTAL MEDICAL NECESSITY 9              3,326.05$          6             2,129.10$           12            5,943.70$           9             2,269.00$          
DENTAL NO P/A , BENEFIT PENALTY OR MAX ME 23            4,998.63$          19           9,917.27$           17            5,955.00$           25           3,899.30$          
DENTAL NOT A COVERED BENEFIT 1              100.00$             1             300.00$              1              100.00$              1             50.00$               
DENTAL NOT PRIMARY PAYOR 75            32,720.32$        62           25,240.83$        78            34,474.20$        65           29,616.85$       
DENTAL OTHER 208          79,847.03$        244         131,832.10$      247          95,320.36$        171         78,777.17$       


TOTAL REPORTABLE DENTAL DENIALS 558          176,948.71$     540         229,523.70$      772          240,608.20$      647         209,836.85$     


TOTAL REPORTABLE DENIALS 3,514       3,659,817.34$  3,846      4,792,239.47$   5,249        4,848,446.04$   4,234      5,141,399.72$  


Jan‐12 Feb‐12 Mar‐12 Apr‐12
MEDICAID MEDICAID MEDICAID MEDICAID
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Denials - 3Q12


TYPE EXCD_GROUP


MEDICAL CLAIM RECOVERY
MEDICAL CONTRACT SAVINGS
MEDICAL INSUFFICIENT INFORMATION
MEDICAL MEDICAL NECESSITY
MEDICAL NO P/A , BENEFIT PENALTY OR MAX ME
MEDICAL NOT A COVERED BENEFIT
MEDICAL NOT PRIMARY PAYOR
MEDICAL OTHER


TOTAL REPORTABLE MEDICAL DENIALS


DENTAL CONTRACT SAVINGS
DENTAL INSUFFICIENT INFORMATION
DENTAL MEDICAL NECESSITY
DENTAL NO P/A , BENEFIT PENALTY OR MAX ME
DENTAL NOT A COVERED BENEFIT
DENTAL NOT PRIMARY PAYOR
DENTAL OTHER


TOTAL REPORTABLE DENTAL DENIALS


TOTAL REPORTABLE DENIALS


COUNT BILLED COUNT BILLED COUNT BILLED COUNT BILLED


199          213,178.20$      25           332,249.79$      29            365,863.31$      15           240,721.81$     
620          2,132,710.69$   507         1,584,829.44$   565          3,984,932.51$   569         1,364,013.30$  
305          244,223.07$      241         259,375.08$      213          192,445.40$      216         187,749.45$     


2,016       1,084,988.19$   1,767      858,444.54$      1,878        1,643,479.90$   1,907      1,032,104.30$  
99            36,113.74$        131         51,560.23$        150          46,113.70$        101         38,021.80$       
318          550,084.29$      312         437,619.88$      349          495,015.75$      297         568,578.75$     
326          705,425.97$      283         445,984.07$      325          621,830.27$      660         358,849.60$     


3,883       4,966,724.15$   3,266      3,970,063.03$   3,509        7,349,680.84$   3,765      3,790,039.01$  


1              190.00$              1             3,578.00$           ‐           ‐$                   
560          128,571.78$      377         87,438.01$        343          97,727.99$        449         101,761.82$     
8              1,020.00$           14           2,533.00$           27            5,616.01$           10           1,980.00$          
28            10,217.00$        15           6,149.00$           26            8,189.45$           23           7,222.18$          
1              8.00$                  ‐          ‐$                    1              6.15$                  1             8.00$                 
60            20,739.74$        76           29,890.75$        88            34,183.68$        56           21,691.28$       
226          50,345.37$        162         53,738.35$        207          81,561.91$        192         71,459.83$       


884          211,091.89$      645         183,327.11$      692          227,285.19$      731         204,123.11$     


4,767       5,177,816.04$   3,911      4,153,390.14$   4,201        7,576,966.03$   4,496      3,994,162.12$  


MEDICAID
May‐12 Jun‐12


MEDICAID MEDICAID MEDICAID
Jul‐12 Aug‐12
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Denials - 3Q12


TYPE EXCD_GROUP


MEDICAL CLAIM RECOVERY
MEDICAL CONTRACT SAVINGS
MEDICAL INSUFFICIENT INFORMATION
MEDICAL MEDICAL NECESSITY
MEDICAL NO P/A , BENEFIT PENALTY OR MAX ME
MEDICAL NOT A COVERED BENEFIT
MEDICAL NOT PRIMARY PAYOR
MEDICAL OTHER


TOTAL REPORTABLE MEDICAL DENIALS


DENTAL CONTRACT SAVINGS
DENTAL INSUFFICIENT INFORMATION
DENTAL MEDICAL NECESSITY
DENTAL NO P/A , BENEFIT PENALTY OR MAX ME
DENTAL NOT A COVERED BENEFIT
DENTAL NOT PRIMARY PAYOR
DENTAL OTHER


TOTAL REPORTABLE DENTAL DENIALS


TOTAL REPORTABLE DENIALS


COUNT BILLED COUNT BILLED


18                  213,890.63$         699         2,830,758.68$    
488               1,901,430.20$     4,549      16,902,246.96$  
155               146,350.07$         2,325      2,046,027.25$    


1,807            850,452.11$         16,452   10,042,853.48$  
102               35,372.60$           1,032      471,771.07$       
305               427,534.91$         2,776      4,017,925.74$    
202               488,871.72$         3,993      5,413,811.20$    


3,077            4,063,902.24$     31,826   41,725,394.38$  


‐                ‐$                       2             3,768.00$            
484               102,613.17$         3,456      828,213.32$       
4                    1,557.00$             99           26,373.86$          
42                  12,469.13$           218         69,016.96$          
‐                ‐$                       7             572.15$               
86                  35,741.39$           646         264,299.04$       
195               74,464.76$           1,852      717,346.88$       


811               226,845.45$         6,280      1,909,590.21$    


3,888            4,290,747.69$     38,106   43,634,984.59$  


MEDICAID MEDICAID
Sep‐12 YTD Sep‐12
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Clinical Edit Savings - 1&2Q12


PRODUCT LOB DENIAL DENIAL DESCRIPTION UNITS BILLED AMT
CORRESPONDIN


G ALLOWABLE*


Allow to 


Billed


Medicaid Medicaid N01 PX incidental to primary PX 12,331 $2,088,681.55 $323,970.83
Medicaid Medicaid N02 PX redundant to primary PX 956 $224,178.51 $51,241.94
Medicaid Medicaid N04 F/U svc disallow 99 $3,177.67 $1,093.39
Medicaid Medicaid N05 Svc not cov'd same day as surg 492 $63,704.93 $22,423.23
Medicaid Medicaid N06 Assist surg not cov'd 16 $18,907.50 $3,213.38
Medicaid Medicaid N14 Invalid gender for PX 14 $1,432.04 $214.64
Medicaid Medicaid N17 Invalid POS for PX 9 $2,728.05 $685.30
Medicaid Medicaid N25 Procedure part of basic service 23,175 $526,420.09 $96,510.45


Medicaid Total 37,092 $2,929,230.34 $499,353.16 17%


Grand Total 37,092 $2,929,230.34 $499,353.16 17%


Medicaid rates for Medicaid claims.
*Excludes claims having a total allow of zero dollars
*A default rate of 50% of billed was used where a rate was not available
*Medicaid rates applied are not adjusted for "under/over 21" percentages
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2011 Goals
ALL DATA EXCLUDES LIFEPRINT Average Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec


314,754        299,212        315,653       324,115       319,506       309,991       286,569        301,953       301,556       269,638       
Membership 476,502        490,353        489,750       489,438       487,278       486,856       486,815        487,026       485,482       485,194       
Receipts PM/PM 0.661  0.610 0.645 0.662 0.656 0.637 0.589 0.620 0.621 0.556


Original Claims Processed 307,298        290,199        274,281       323,373       304,648       324,327       272,008        304,256       284,991       268,615       
Recon Claims Processed 21,060          18,873          17,963         21,459         20,008         24,794         21,046          17,790         19,837         18,997         
Total Claims Processed 328,358        309,072        292,244       344,832       324,656       349,121       293,054        322,046       304,828       287,612       
Total $ Paid 75,067,193$ 76,894,217$ 69,383,988$ 80,864,828$ 75,308,933$ 86,701,808$ 75,918,510$ 76,577,963$ 75,732,331$ 74,251,096$ 


Batch Throughput %  
 Commercial 62% 61% 61% 59% 64% 64% 61% 61% 63% 59% 63%


Medicaid 72% 69% 73% 72% 71% 74% 70% 71% 70% 70% 70%
Medicare 57% 62% 61% 63% 63% 65% 66% 62% 65% 62% 68%
Medi-Gap 65% 80% 76% 77% 76% 75% 78% 74% 78% 77% 78%


Vertexing CPH 68.1 66.0 72.0 74.0 76.0 75.0 75.0 74.0 72.0 68.0 68.0
Vertexers - # of FTEs 12 11 12 12 11 10 10 10 10 10
Vertex Mgmt/Lead FTEs 3 3 3 3 3 3 3 3 3 3
Vertex Open Positions 0 1 0 0 1 2 2 2 2 2


Analyst CPH 15.0 15.0 15.7 18.0 16.1 16.3 15.8 15.7 16.2 16.0 14.9
Claims Analysts - # of FTE's 43 43 41 40 39 39 38 39 43 43
Claims Mgmt/Lead/Research FTE 25 25 25 25 25 28 28 27 26 26
Claims Analyst in Training 8 10 11 12 16 13 13 13 12 11
Open Positions 8 6 7 7 4 4 5 5 3 4


Financial Accuracy % 99.1 98.0 99.4 99.4 99.0 99.3 99.1 99.1 99.3 99.35
 (based on pre-payment
 QA review by ICQC)


Quarterly Random QA Review 97.6 95.0 99.8 96.8
Procedural only  


Paid to Billed Ratio - HPN 12.9% 13.0% 11.9% 12.6% 12.6% 12.6% 12.2% 12.5% 12.1% 12.8%
Paid to Billed Ratio - SHL-Commercial 17.3% 17.6% 15.7% 15.4% 15.5% 15.9% 16.6% 16.9% 16.7% 16.8%


Support Stats  
    Docs Scanned/hr 1,851            2,000      1,754            1,907           1,845           1,896           1,921           1,808            2,058           1,716           1,759           
    Claims Prepped/hr 196               200         187              188              197              211              185              220               189              208              205              
    Rejects handled/hr 26                 28           26                27                26                27                31                30                 28                27                28                
Support Clerks - # of FTEs 15                 15                14                14                15                15                15                 14                11                11                
Support Mgmt/Leads FTE 3                   3                  3                  3                  3                  3                  3                   3                  3                  3                  
Support Open Positions 0 -               1                  1                  -               -               -                1                  4                  4                  


Total Month-End # of Pends 87,087          68,805          64,356           58,102           56,517           59,760           52,402           50,398           41,639           42,751            
   Month-End Vertex Backlog 10,682          7,367            7,199           6,364           4,760           2,520           4,387            7,280           3,319           7,473           
   UHC-NV Month-End Scan Backlog 8,584            4,100            5,123           4,079           9,990           4,594           6,658            5,202           10,080         9,029           
   UHC-NV Month-End EDI Inventory 5,109            1,950            9,526           13,135         6,437           9,557           18,285          9,804           919              1,038           
   % of New Claims Processed Within: 


0-7 Days 11.88% 13.60% 15.10% 13.60% 13.20% 13.60% 14.30% 12.40% 12.70% 11.80%
8-14 Days 9.46% 9.20% 8.60% 8.20% 9.50% 9.20% 7.50% 8.40% 12.90% 16.20%
15-30 Days 66.13% 67.60% 74.40% 76.80% 74.30% 75.50% 75.90% 77.30% 72.30% 70.00%


Claims Operations Services - UHC - Nevada Market
2012 - Key Indicator Report


Claims Uploaded into Facets
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2011 Goals
ALL DATA EXCLUDES LIFEPRINT Average Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec


     Total Percent within 30 days 87.47% 95.00% 90.40% 98.10% 98.60% 97.00% 98.30% 97.70% 98.10% 97.90% 98.00% 0.00% 0.00% 0.00%
31-45 Days ** 12.26% 9.50% 1.90% 1.40% 3.00% 1.70% 2.30% 1.90% 2.10% 2.00%
46-60 Days ** 0.18% 0.10% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
61+ Days 0.09% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%


100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Excludes Lifeprint:
   % of Dollars Paid Within 30 Days: * 69.35% 90.00% 66.30% 95.90% 96.40% 92.20% 93.40% 95.90% 94.60% 94.90% 90.90%


 * State of NV regs = 95% of claims ** Includes pends being managed to Medicare Guidelines
  or 90% of dollars within 30 days


Summary of  FTE Counts: 2011 YE Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Claims Analysts/Vertex/Support 69 69                 67                  66                  65                  64                  63                  63                  64                  64                  -                -              -              
Management/Lead/Research 31 31                 31                  31                  31                  34                  34                  33                  32                  32                  -                -              -              
Analysts in Training 8 10                 11                  12                  16                  13                  13                  13                  12                  11                  -                -              -              
Open Positions 9 7                   8                    8                    5                    6                    7                    8                    9                    10                  -                -              -              
Total Claims Processing 117 117               117                117                117                117                117                117                117                117                -                -              -              
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CIR # =~ 


Effective Date of Revision 06/15/12 
Original Effective Date 10/16/92 


2001F 


__~:.....:...=:....:::..=. 


Total Pages ----:.4 
Applies to HPN/SHL--'--'-'---=--=.:.=-=--= 


Title: Coordination of Benefits (COB) Review Protocol 


Purpose: Provide guidelines regarding the COB review and investigation process. 


GENERAL GUIDELINES: 


1. Benefit Interpretation 


A. The Company reserves right to coordinate benefits when: 


Dual health insurance coverage exists
 
Medical illness or injury claims might otherwise be reimbursed:
 


Examples:	 Motor vehicle accident (MVA) claims 
Personal injury (PI) claims 


B. COB will: 


Investigate and confirm when other insurance carrier (OIG) may have 
primary liability 
Document Member/Subscriber on-line records with confirmed COB 
circumstances 


ENTER CLAIM NOTE: 


" *PAY* NO OTHER INS PER TIC. (Initials/Date) ClM # REFERENCE 
(Enter claim # referred to COB to verify 01) - or - CSF RCVD 
(whichever applies) " 


GENERAL PROTOCOLS 


1. Claims requiring COB investigation 


A. Claims pended to 605 pool by: 


System
 
Claims Analyst
 


B. Mail received by COB Administrative Support who: 


Separates by category (COB vs. Personal Injury) 
Enters Member note 
Provides hard copy to appropriate COB Representative 
Upon completion by COB Representative, forwards to Claims Clerical for 
scanning 


Images downloaded	 to Claims Investigation and Recovery (CIR) 
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correspondence 


C.	 E-mail from Claims Analyst received in COB Inbox (with all information 
necessary to investigate other insurance) when each of the following conditions 
has occurred: 


1.	 Claim denied for records, itemization or any other reason - and
2.	 EOB from other insurance carrier attached to claim - and
3.	 COB has not been documented in the Member/Subscriber records 


TECHNICAL GUIDELINES 


1.	 COB investigation initiated by: 


Claim in 605 pend pool
 
Referral form (may indicate if other insurance involved)
 


Inquiry/inquiry response:
 
Telephone inquiry
 


E-mail in COB Inbox
 


2.	 COB Representative Guidelines 


Circumstance Action/Remarks 


605 pend pool claim • Review on-line information for any COB information including: 


· Facets 


· I-MAX Member folder 
• Contact Provider of service for possible record of OIC 
• Contact Member by telephone 
• Contact Member's employer (Human Resources) for information 
• Generate letter #403 No COB information 


(on-line/by phone) • Letter will be delivered to and mailed out by COB Administrative Support 
• Enter Member note: 


Example: "COB inq sent. Deny w/EOB OBH". (initials/date) 


• Accept claim 
• Enter claim note: 


Example: "PAY - No other health insurance coverage per correspondence". (initials/date) 


• Validate Primary and Secondary liability 


No indication of OIC 
on claim 


Indication of OIC or 
E-mail in COB Inbox • Accept claim 


• Adjudicate claim based on Circumstance 


Note: If all necessary COB information cannot be validated, COB letter will be sent. 


Response received -
NoOIC 


• Enter Member note for Member/Subscriber and all family members 


Example: "PAY - NO OIC PER MEMBER RESPONSE (received date)". (initials/date) 


• Review claims history for Member/Subscriber and all family members to 
release previously denied claims with EOB OBH (Clm still under COB ck) message 
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Action/RemarksCircumstance 


COB inquiry/Duplicate Coverage Inquiry (DCI) returned 
OIC Primary (not 
Response received 


• Verify following data: 
HPN, SHL) Name/address of OIC 


•	 Policy/group number 
•	 Confirm all covered dependents 
•	 Employer name (contracting with other carrier) 


Employee Retirement Income Security Act (ERISA) Group 
•	 Active/Retiree, when applicable 


• Verify benefits: 
•	 Medical/DentalNision/Pharmacy 


• Enter data on member/subscriber and all family member's COB screen when 
applicable 


• Enter member note: 


Example:	 "(OIC name) PRIME OVER HPN/SHL PERRESPONSE RECEIVED 
(date) (specify birthday or gender rule for dependent children). EFFECTIVE 
(date)". (initials/date) 


• Coordinate benefits: 
•	 EOB attached - process and release claims 
•	 No EOB attached - obtain information by telephone when possible 


• Unable to coordinate benefits: 
• Disallow with line level EOB 214 (Resubmit w/prime carrier's EOB) 


• Review claims history for previously denied claims: 
•	 EOB attached - process and release claims 
•	 No EOB attached - Disallow with line level EOB 214 (Resubmit w/prime 


carrier's EOB) 
Generate letter #410 for HPN members only 


Note: Repeatsteps listed above for all family members when applicable. 


COB inquiry 
Dual coverage 
Response received 


• Verify eligibility information in system 
(Primary and • Enter data on member/subscriber and all family member's COB screen when 
Secondary - HPN, applicable 
SHL) • Enter member note: 


Examples:	 "(HPN/SHL) DUAL MEMBER EFF MM/DDIYY PER RESPONSE 
RECEIVED (date). THIS IS PRIMARY NUMBER. SECONDARY NUMBER 
IS (member number) - or - DUAL MEMBER EFF MM/DDIYY. THIS IS 
SECONDARY NUMBER. PRIMARY NUMBER IS (member number)". 
(initials/date) 


• Flag, as prime, both Primary and Secondary member numbers in order for claim 
to pend 505 


• Adjudicate or Duplicate claim under Primary member number - or 
Adjudicate or Duplicate claim under Secondary member number 


• Release claim for payment 
• Review Claims history for previously denied claims 


Note: Repeatsteps listed above for all family members when applicable. 







Page 4 CIR #: 2001 F 


3. Claims overpaid due to lack of coordination of benefits: 


Complete overpayment notice form
 
Attach any applicable correspondence
 
Forward to Recovery Unit
 


Policies and procedures are reviewed and updated on an annual basis; however. program guidance 
received in the interim that would prompt revisions is reviewed. inserviced to staff, and attached to the 
existing policy and procedure. with updates made during the annual review process. 


Confidential and Proprietary.v; UnitedHealthcare. Inc. 
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CIR # ----'=.=....:= 


Effective Date of Revision 06/15/12 
Original Effective Date 07/17/92 


2010C 


__....:..:..,;:..:..:..= 


Total Pages	 _=_ 


Applies to	 HPN/SHL....o...:.:c....:...::...:.:...= 


Title:	 Third Party Liability (TPL) Procedure 
Coordination of Benefits (COB) Responsibility 


Purpose:	 Outline the method for processing potential and confirmed third party liability (TPL) 
claims. 


GENERAL GUIDELINES 


1.	 Benefit Interpretation 


A.	 Payment received for medical services and supplies from third party suit or 
settlement: 


•	 Member obligated to reimburse the company for: 
Actual cost incurred for such services and supplies provided under 
certificate up to the amount Member receives 


B.	 Payment not yet made to Member; Company has the right to: 


•	 Recover all medical benefits paid on behalf of Member through subrogation 
•	 File lien against anticipated awards through court proceedings or 


settlement 


C.	 Third Party Liability does not apply to: 


•	 Residents of the state of Arizona 
•	 Nevada Individual Plans 
•	 Nevada Conversion Plans 


However, if Member has dual coverage through a Nevada Individual or Conversion 
plan and any other HPN/SHL plan, third party subrogation for PI does apply. 


Example:	 Coverage #1 -Individual Plan, Neither subrogation or COB applies. 
Coverage #2 - Commercial Plan, Both subrogation and COB applies. 


Note:	 Medicaid Member/Provider issues are evaluated on a case-by-case basis. 


2.	 General Protocols 


A.	 Coordination of Benefits responsibility: 


•	 Review claims and provide preliminary determination of possible TPL 
•	 Forward inquiry to Member requesting details/information 
•	 Upon reply from Member: 


Assess response and render decision regarding TPL 
Forward information to appropriate departmental staff member 







Page 2 CIR #: 2010C 


Refer to the following guidelines:
 


Note: Medicaid Members, pay claims and pursue TPL.
 


TECHNICAL GUIDELINES 


P .!Jres for Third Party Liability 


Steps/RemarksCircumstance 


Recovery Rep: 601 claim pool 
• Draw claim in receipt date order and review 
• Render preliminary determination for possible TPUpersonal injury (PI) 


Example: Motor vehicle accident (MVA), slip and fall, dog bite, etc. 


• Enter Member note 


Example: "PI inquiry sent for (description of illness or injury) with acc. date MM/DDIYY. 
Deny with EOB 216 or OFG. Info per (Clm #, Correspondence #)." (initials/date) 


• Override disallowed amount with EOB 216 or OFG (Pending injury/illness reply) 


Notes: EOB 216/ OFG: 
• Suspends claim payment 
• Restricts claim from being included on pended claim reports 
• Remains closed until additional information received 


When information received: 
• EOB 216/ OFG removed 
• Claim released and processed accordingly 


• Generate letter #400 
• A COB Inquiry Form is included with all letter #400 mailings 
. Letter delivered to and mailed by Clerk 


Note: There are specific Provider/Line of business exceptions to the above process. 
Please see Management for additional information and specialized instruction. 


Claims (with EOB Clerk: 
216/0FG) • Letters and copies are delivered via Information Systems (I.S.): 
received from • Verify information on letter is accurate 
Recovery Rep If no claim number appears on the letter, make an additional copy for filing 


· Send original letter 
· Scan and file documentation into Member folder 


No response Clerk: 
received to • No response within ten to fifteen (10 -15) days of initial letter request: 
COB/PI inquiry Send a second (2nd 


) request letter 


· Update notes to indicate 2nd request sent 
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Procedures for Third Party Liability 


Circumstance Steps/Remarks 


Response to Clerk: 
COB/PI inquiry • Receive response necessary for determination of justifiable TPL 
received • Forward information to Recovery Rep for decision 


• Upon completion by Recovery Rep, forward to Clerk 
• Scan and file documentation into Member folder 


TPL benefits may 
be available 


Clerk: 
• Enter Member notes 


Example: "Poss. TPL. Sent to (name of Recovery Rep that sent letter)." 
(initials/date) 


• Verify if any new claims received: 
• If so, process accordingly 


Note: In TPL situations, claims payment is not withheld. However, payment amounts are 
tracked and a lien is filed against any recovery award the Member is entitled to, up to 
the total amount of the award. 


No TPL benefits 
available 


Recovery Rep: 
• Enter Member note 


Example: "Pay claims for (description of illness or injury) with ace. date MM/DDIYY. 
No TPL per PI response rec'd." (initials/date) 


• Verify if any new claims have been received 
. If so, process accordingly 


• Release all related pending claims and claims previously denied with EOB 216/0FG 
(Pending injury/illness reply) 


Policies and procedures are reviewed and updated on an annual basis; however. program guidance 
received in the interim that would prompt revisions is reviewed. inserviced to staff, and attached to the 
existing policy and procedure, with updates made during the annual review process. 


Confidential and Proprietary. ,<':) Unitedlleolthcare, Inc. 
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Procedure #	 900.6011 
-------=:....=..;:;""'""'-'~ 


Effective Date of Revision 03/19/12 
Original Effective Date 02/13/92__=-=-=,-=-=
 
Total Pages --:-:~:_:_::_,....,..,..:.
 


HPN/SHL
Applies to	 ..:....:.:...~=....o= 


Title:	 601 Status Reason 
(Coordination of Benefits (COB) - Send Personal Inquiry) 


Purpose:	 Document when a claim is pended 601 and describe how the Claims Investigation and 
Recovery Department (CIR) resolves the pend. 


GENERAL GUIDELINES 


1.	 Background 


A.	 Health Plan of Nevada (HPN) and Sierra Health & Life (SHL) reserve the right to recover 
payments when medical illness or injury claims are reimbursed through third party 
liability (TPL) litigation or settlement. 


Note: Third party subrogation for personal injury (PI) does not apply to: 
•	 State of Arizona 


Nevada Individual Plans 
•	 Nevada Conversion Plans 


However, if Member has dual coverage through a Nevada Individual or Conversion 
plan and any other HPN/SHL plan, third party subrogation for PI does apply. 


Example:	 Coverage #1 - Individual Plan, Neither subrogation or COB applies. 
Coverage #2 - Commercial Plan, Both SUbrogation and COB applies. 


Examples of potential TPL situations: 
Motor vehicle accidents (MVA) (includes Vehicular accidents occurring at home) 


Note:	 For Medicaid Member MVAs, refer to Pay and Pursue guidelines. 


Personal injury (PI) (accidents occurring on or by another person's property) 


Dog bite(s) - Not family pet 
Slip and Fall(s) 


Workers' compensation (WC) 


On-the-job injuries/illnesses 


Auto vs. Pedestrian accident 


Exceptions:	 Accidents at Home 


Vehicular accidents occurring at own home: 
•	 Do not Pend 
Non-vehicular accidents at home are not potential TPL's: 


Do not Pend 601 


B.	 Potential TPL claims investigated and resolved by CIR: 


Coordination of Benefits (COB) Unit investigates and refers identified cases to 
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Subrogation (Subro) Unit 


Subro Unit recovers payments 


C. Analyst pends c1aim(s) 601 when possibility of third party settlement. 


TECHNICAL GUIDELINES 


1. Claims Analyst Responsibilities: 


PROCEDURE COMMENTS 


Identify potential 
TPL situations 


Diagnosis code (OX) or Member notes indicate current claim is related to existing or 
new TPL issue 
• If existing issue: 


· Follow instructions in Member notes 
• If new issue: 


· Follow instructions below to pend claim 601 


Notes: Claim should indicate DX due to an accident as a result of another entity's 


negligence. (E.g. do not pend joint pain. shoulder pain, etc.) 


Pend claim 601 • Enter claim note: 


Example: 
Attachment Description field: "CLPND - 601" 
Note field: "Pended clm 601 for OX 848.9... .DOl/DOS MMIDDNY." 


• Resolve all errors/warnings 
· Claim must be ready to release for payment prior to pending to CIR 


• Pend claim 601 


2. Coordination of Benefits Unit Responsibilities: 


A. Preliminary investigation: 


DETERMINATION RESOLUTION 


No TPL involved 


(applies to all 
regions) 


• Enter Member note: 


Example: 


Attachment Description field: "CUSubro - (date of illness/injury)" 


Note field: "Pay claims - COB not pursuing (description of illness or injury) per 
(claim #, ER report, corresp #)." (initials/date) 


• Release claim to pay 


Pay and Pursue 
(appliesto all regions) 


Possible TPL; pay claims/pursue subrogation concurrently 
• Enter Member note: 
Example: 
Attachment Description field: "CUSubro - (date of illness/injury)" 
Note field: "Pay and pursue claims for (description of illness or injury) with acc date 


MMIDDNY." PI inq sent. (initials/date) 
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DETERMINATION RESOLUTION 


• Generate PI letter # 400 


• Release claim to pay 


Medicaid Only Motor Vehicle Accidents (MVAs): 


• Adjudicate all Medicaid Member MVAs with Pay and Pursue guidelines above 


• Override with Explanation Code (EOB) 1DX (Claim Level) "TPL liability questionnaire 
sent to Medicaid member" 


Pended claim 
(does not apply to TX) 


TPL probable (no claim related to this condition should be paid until information received) 


• Enter Member note: 


Example: 
Attachment Description field: "CUSubro - (date of illness/injury)" 
Note field: "PI inq sent. Deny w/EOS 216 per (claim #, ER report, corresp #)." (initials/date) 


• Generate PI letter # 400 


B. Follow-up investigation: 


Circumstance Actions/Remarks 


No response to PI System will: 
questionnaire • Auto generate second request approximately 10 working days from 


original request 


Support Specialist will: 
• Update initial Member note using Cbange mode: 


Example: 
Note field: "2nd req for PI sent." (initials/date) 


Claims Analyst will: 
• Override disallow with explanation code 216 (Pending injury/illness reply) and 


release claim 


PI response received Support Specialist will: 
• Update initial Member note using Change mode: 


Example: 
Note field: "Pay claims for (description of illness or injury) and related OX's with ace 


date MM/DDIYY. No TPL per PI response rec'd MM/DDIYY." (initials/date) 


• Distribute response to Sr. COB Representative for distribution 


COB Representative will: 
• Release claims pended 601 and all claims previously denied with 
explanation code 216 (Pending injury/illness reply) 


Support Specialist will: 
• Forward claim to Subro Unit, when necessary 


3. Subrogation Unit Responsibilities: 
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STEPS RESOLUTION 
Review c1aim(s) • Confirm subrogation situation 


• Perform additional investigation, when necessary 


Initiate recovery • File Iien(s) 


Update • Member notes 


Follow-up on case until 
resolved 


• Regular contact regarding status of case 
• Document contacts until resolved 
• Recover payments 
• Close file 


4. Time standard for resolving 601 pends: 


A. 98% within thirty (30) working days 


B. 100% within forty five (45) working days 


Policies and procedures are reviewed and updated on an annual basis; however. program guidance received 
in the interim that would prompt revisions is reviewed. inserviced to staff. and attached to the existing policy 
and procedure, with updates made during the annual review process. 


Confidential and Proprietary. (:) Unitedllealthcare, Inc. 
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Effective Date 04/10/12~....:..=....:....=. 


Original Effective Date 05/19/94__=-=-='-=--'
Total Pages -=- ---:.4 


HPN/SHLApplies to	 -'-"-....:..:.:..=..:...,,= 


Title:	 605 Status Reason 
(Pended for Coordination of Benefits (COB) Investigation) 


Purpose:	 Document when a claim is pended 605 and describe how the Claims Investigation 
and Recovery Department (CIR) resolves the 605 pend. 


GENERAL GUIDELINES 


1.	 Background 


A.	 Health Plan of Nevada (HPN) and Sierra Health & Life (SHL) reserve the right to 
coordinate benefits in dual health insurance coverage situations. 


B.	 Dual coverage situations initially investigated and documented by COB. 


C.	 Claim pended 605 when indicated another insurance carrier has primary liability, 
and other insurance carrier (OIC) information not established. 


Note:	 Refer to Policy PR 900.505 to coordinate benefits when ole information 
established. 


D.	 COB Filing Limit - (Provider bills Primary Insurer, EOP submitted): 


Allow 6 months beyond initial 90 day filing limit (Total of 9 months from 
DOS) 


TECHNICAL GUIDELINES 


1.	 Claims Analyst responsibilities 


PROCEDURE ACTION/STEPS/REMARKS 


Research member's 
records for COB 
information 


• Review Member notes 
Note: If Member notes exist, follow instructions accordingly. 


Identify potential COB 
situations 


• Provider charges fee for completion of claim form (another form may have been 
sent to another carrier) 


• Claim shows credit (more than $200) not paid by HPN/SHL 
• Diagnosis of end stage renal disease 
• Dependent children 
• Spouse 
• Subscriber Medicare ace 
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PROCEDURE 


Do not pend claim 
605 


Individual Plans no 
COB 


Another carrier's 
explanation of benefits 
(EOB) attached to 
claim 


Member notes indicate 
"OIC" or "No OIC" 


COB identified; no OIC 
information on file 


ACTION/STEPS/REMARKS 


• If the patient is our subscriber (not a dependent) and the other 
insurance information is under the spouse (Exception - does not apply to 
Medicaid) 


• If a claim for a Senior Dimensions member indicates Medicare 
coverage (release for payment for all $ amounts) 


• If paid amount is $150 or less and patient/member is: 
•Dependent spouse 
•Dependent child with different last name 
•Member over age 65 (not Medicare Advantage) 


Exception: If paid amount is over $150 and any of the above scenarios apply, pend 
claim 605. 


• If dependent child with same last name (release for payment for all $ 
amounts) 


Pend 605 (for all $ amounts) unless Member notes indicate otherwise - or if 
EOB is spouse of our subscriber and has our member as the spouse on the 
plan 


Pend 605 for CIR to update member notes every 12 months (based on entry date 
of last note) 


• Enter claim note 


Example: 
Attachment Description field: CLPND - 605 
Note field: "OIC noted". 


• Resolve all errors/warning messages 
• Pend claim 605 


Note: Do not pend 605 if the patient is our subscriber (not a dependent) and the 
other insurance information is under the spouse. 


• All edits and errors should be resolved prior to COB pend. Claim should 
be set up and ready to process 
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2. COB Representative responsibilities 


PROCEDURE ACTION/STEPS/REMARKS 


Investigate and 
confirm OIC 
information 


• Review all system information: 
· Facets 
· Macess 


• Check for other insurance on all claim types: 
· Medical 
· Dental 
. Vision 
· Pharmacy 


• When necessary, contact: 
· Provider 
· Member 
· Member's employer 


Confirmation not 
received 


• Send COB inquiry to member 
• Enter member note: 


Example: 
Attachment Description field: CLCOB 
Note field: "COB inq sent. Deny with EOB OBH". (initials/date) 


• Deny claim with explanation code OBH 


Confirmation 
received - OIC 
Primary (not HPN, 
SHL) 


• Contact other insurance carrier for effective date of coverage 
• Coordinate benefits by phone if no EOB received 
• Enter member note: 


Example: 
Attachment Description field: CLCOB 
Note field: "(OIC name) is primary per (birthday rule, gender rule, or other source) eft 


MM/DDNY". (initials/date) 


• Adjudicate claim and release for payment 


• Review Claims history for pended or previously denied claims 


• Add COB record so future claims will pend for coordination of benefits 


• Update other family member records when applicable 


Confirmation 
received - Primary 
(HPN,SHL) 


• Enter member note: 


Example: 
Attachment Description field: CLCOB - (HPN/SHL) Primary 
Note field: "(HPN/SHL) is primary over (OIC name) due to (birthday rule, etc.)" (initials/date) 


• Adjudicate claim and release for payment 
• Review Claims history for pended or previously denied claims 
• Update other family member records when applicable 
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ACTION/STEPS/REMARKS 


Confirmation 


PROCEDURE 


• Verify eligibility information in system 
received - Dual • Enter member note: 
coverage (Primary 


Examples:and Secondary 
Attachment Description field: CLCOB HPN, SHL) 
Note field: "Dual member eft MM/DDIYY. This is Primary number. Secondary number is 


(member number)" - or - "Dual member eft MM/DDIYY. This is Secondary 
number. Primary number is (member number)". (initials/date) 


• Flag both Primary and Secondary member numbers so claim pends 505 
• Adjudicate or Duplicate claim under Primary member number - or 


Adjudicate or Duplicate claim under Secondary member number 


• Release claim for payment 


• Review Claims history for pended or previously denied claims 


• Update other family member records when applicable 


Confirmation - No • Enter member note: 
OIC 


Example:
 
Attachment Description field: CLCOB
 
Note field: "Pay - No other health insurance per call to provider". (initials/date)
 


• Adjudicate claim and release for payment 
· Review Claims history for pended or previously denied claims 


I • Update other family member records when applicable 


Policies andprocedures are reviewed and updated on WI annual basis: however, program guidance 
received in the interim that would prompt revisions is reviewed, inserviced to staff and attached to the 
existing policy and procedure. with updates made during the annual review process. 


Confidential and Proprietary. ce, UnitedHealthcare, Inc. 
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CIR # .=...:..~ 


Effective Date of Revision 08/08/12 
08/24/92 


2110D 


Original Effective Date__=~= 
Total Pages	 --=6 
Applies to	 HPN/SHL-'....:.:.......:....:.:...=.:....:.:::.
 


Title:	 Third Party Liability Procedure 
(Subrogation Responsibility) 


Purpose:	 Outline the method for processing recoveries resulting from Third Party Liability 
(TPL) claims. 


GENERAL GUIDELINES 


1.	 Benefit Interpretation 


A.	 Payment received for medical services and supplies from a third party suit or 
settlement: 


Member obligated to reimburse the company for actual costs it incurred for 
benefits provided under the certificate up to the amount member recovers 


B.	 Payment not yet made to member: 


Company has the right to recover all medical benefits to be paid on behalf 
of insured through subrogation (filing a lien against anticipated awards through 
court proceedings or settlement). 


C.	 Third Party Liability does not apply to:
 
Residents of the state of Arizona
 
Nevada Individual Plans
 
Nevada Conversion Plans
 


Note: Medicaid member/provider issues are evaluated on a case-by-case basis. 


D.	 Examples of TPL include, but are not limited to:
 
Motor vehicle accident (MVA)
 


Slip and fall
 
Dog bite - Only if non family pet
 
Automobile Vs pedestrian accident
 


2.	 General Protocols 


A.	 Subrogation Department responsibility: 


Investigate third party liability claims based on the response received from 
the personal injury (PI) letter of inquiry. (See CIR 2110.1 for more information) 
Correspond with appropriate entities for: 
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Status 
Negotiation 
Settlement 


Document information where applicable (Excel report, Facets notes, etc.) 
Refer to the following guidelines: 


CIRCUMSTANCE .. ACTION/REMARKS 


TPL benefits Recovery Rep: 
available • Create Macess file for member 


• Prepare summary statement of charges paid related to injury/illness 
• Send Notice of Lien with copy of summary statement (see attachments) to: 


• Attorney representing our member 
• Third party insurance carrier 
· Member 


• Enter/adjust member notes: 
Example: 
Attachment Description field: "CLISUBRO MVA (date of accident)" 
Note field: "Pay claims related to (MM/DDIYY) MVA per corr. rec'd (date of corr) no medpay 


lien filed." (initials/date) 


• Enter file information in Excel with: 
· Member name • Attorney and/or auto insurance name 
· Date of MVNinjury . Lien amount 
• Lien date • Rep's initials 


Follow-up (F/U) Recovery Rep: 
procedure • Review member claims inquiry/history for new related bills: 


· Print copy of member's profile 
· Forward to be added to lien 


• Contact attorney to determine status of case 
• Update Excel report as necessary with: 
• Additional charges, if applicable 
• New F/U date 
· Rep's initials 


Case settled or 
discount 
negotiated 


Recovery Rep: 
• Review member's claim history for new related bills 
• Negotiate lien settlement 


. Negotiation authorization levels are: 


Title 
Recovery Rep 
Supervisor 
Director/Consultant 
VP 


Write-off 
up to $500 
$500 up to $1000 


$1000 up to $10,000 
above $10,000 


Approved Reduction 
balance up to $500 
balance $500 up to $1000 
balance up to $10,000 
above $10,000 


Notes: Requests to "zero" out an account balance greater than $10,000 or to negotiate a 
discount greater than 50%, must be authorized by the Director of Claims Investigation 
and Recovery, the Assistant Vice President of Claims Operations Services and the Vice 
President of Customer Service Operations. 


Requests to "zero" out an account balance $25,000 and greater must be 
authorized by the same signatories mentioned above, as well as, the Vice 
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, 


AOTION/REMA~KS" ", 


President of Finance. 


OIRCUMSTANOE 


• Update Excel report 
• Type notes in Macess 
• Await receipt of settlement 


Member not Recovery Rep: 
pursuing • Send request to Management for approval to close file 
settlement  • Send letter notification (HPN/SHL will expect reimbursement if decision is made to pursue 


in the future) to Member Lien amount is 
• Remove Member lien from subrogation report greater than (» 
• Place documentation in file for sixty (60) day follow up $25,000 
• After 60 days, review Blackstone (District Court online information) for: 


• Member activity 
• Cases opened for settlement 


Note:	 If case has been re-opened, send Member new lien for reimbursement. 
If case has not been re-opened, scan information into Member folder with no 
additional follow up. 


No response from Recovery Rep: 
Member • Review the following systems for possible alternate address information: 
Returned Mail · Facets/Macess/IOX 


· Lexis Nexis (Legal Department software) 


· Internet 


Note:	 If new address located, send Member follow up letter to new address. 
If no additional address located, send request to Management for approval to 
close file. 


Funds/settlement Olerk: 
received • Place check number and amount on check log 


• Update Excel report 
• Send copy to Macess folder 


• Update Facets member notes 


Policies and procedures are reviewed and updated on an annual basis,' however, program guidance 
received in the interim that would prompt revisions is reviewed inserviced to staff and attached to the 
existing policy and procedure, with updates made during the annual reriew process. 
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Confidential and Proprietary, (:' Unitedllealthcare. Inc. 
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Sample Letter 


Date 


Re: Lien balance: 
Date of loss: 


Dear (Name): 


Enclosed please find our lien and/or documents regarding the above referenced member. If 
your client has incurred any medical expenses that we have not considered or has any change 
in legal representation, please notify us in writing or call (702) XXX - XXXX. 


The amounts represented may not be our final lien amount. To obtain our final lien amount, 
contact our office prior to settlement. 


Thank you in advance for your cooperation. 


Sincerely, 


Claims Investigation and Recovery 


Enclosure:	 Lien 
Bills 
Summary 


cc: 
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Sample Letter 


Date 


Patient name: 
Date of loss: 


NOTICE OF LIEN 


Sierra Health and Life Insurance Company, Inc., a California Corporation licensed as a Life and 
Health Insurance Company, hereby gives notice that it claims a lien with reference to services 
rendered to (name) as a result of an accident on (date). This lien applies to any amounts now 
due or which may hereafter become payable to the patient, his/her heirs, his/her legal 
guardians or legal representative out of any recovery or recoveries collected or to be collected, 
whether by judgement, settlement or compromise from any insurance company(s) or any 
person(s) who is at present unknown, who may be liable for damages. 


(Name of Supervisor) 
Claims Operations Services 
[#38 SHL Member Lien] 







Page 7 CIR #: 21100 


Sample Letter 


Date 


Patient name: 
Date of loss: 


NOTICE OF LIEN 


Health Plan of Nevada, Inc., a Nevada Corporation licensed as a Health Maintenance
 
Organization under NAC.695 C180, hereby gives notice that it claims a lien with reference to
 
services rendered to (name) as a result of an accident on (date). This lien applies to any
 
amounts now due or which may hereafter become payable to the patient, his/her heirs, his/her
 
legal guardians or legal representative out of any recovery or recoveries collected or to be
 
collected, whether by judgement, settlement or compromise from any insurance company(s) or
 
any person(s) who is at present unknown, who may be liable for damages.
 


(Name of Supervisor)
 
Claims Operations Services
 
[#39 HPN Member Notice of Lien]
 





		01.Att_5.1.11.6D_TPL_Policy_COB_Review

		02.Att_5.1.11.6D_TPL_Policy_COB

		03.Att_5.1.11.6D_TPL_Policy_COB_601

		04.Att_5.1.11.6D_TPL_Policy_COB_605

		05.Att_5.1.11.6D_TPL_Policy_Subrogation




[image: image1.png]



April 12, 2013

***NOTICE OF AWARD***

A Notice of Award discloses the selected vendor(s) and the intended contract terms resulting from a

State issued solicitation document.  Contract for the services of an independent contractor do not 


become effective unless and until approved by the Board of Examiners.


		RFP/BID:

		1988





		For:

		Medicaid Managed Care Organization Services





		Vendor:

		Amerigroup Nevada, Inc.

Health Plan of Nevada





		Term:

		July 1, 2013 thru June 30, 2017





		Awarded Amount:

		Amerigroup Nevada, Inc.  $1,464,429,904.00

Health Plan of Nevada     $1,586,465,729.00





		Using Agency:

		Department of Health and Human Services – Division of Health Care Financing and Policy








************************************************************************************


This Notice of Award has been posted in the following locations:


		State Library and Archives

		100 N. Stewart Street

		Carson City



		State Purchasing

		515 E. Musser Street

		Carson City



		Health & Human Services - DHCFP

		1100 E.William Street

		Carson City 





Pursuant to NRS 333.370, any unsuccessful proposer may file a Notice of Appeal


 within 10 days after the date of this Notice of Award.


NOTE:  This notice shall remain posted until April 22, 2013

Revised as of 10/05/11






ID Task Name Duration Start Finish
0 Health Plan of Nevada 2013 RFP 239 days Wed 1/2/13Mon 12/2/13
1 Hospice Benefit 41 days Fri 3/1/13 Fri 4/26/13
2 Contract 3 hospice providers 21 days Fri 3/1/13 Fri 3/29/13
3 Load benefits to Facets 20 days Mon 4/1/13 Fri 4/26/13
4 Orthodontia Benefit 83 days Wed 1/2/13 Fri 4/26/13
5 Contract 3 orthodontia providers 42 days Wed 1/2/13 Thu 2/28/13
6 Load orthodontia benefits to Facets 20 days Mon 4/1/13 Fri 4/26/13
7 Residential Treatment Change 20 days Mon 4/1/13 Fri 4/26/13
8 Update benefit schedule 20 days Mon 4/1/13 Fri 4/26/13
9 Member Materials 66 days Fri 3/1/13 Fri 5/31/13


10 Update member materials 21 days Fri 3/1/13 Fri 3/29/13
11 State approval of member materials 20 days Mon 4/1/13 Fri 4/26/13
12 Print member materials 23 days Wed 5/1/13 Fri 5/31/13
13 Member Services Training 19 days Tue 6/4/13 Fri 6/28/13
14 Build Health Insurance Exchange Product 130 days Tue 6/4/13 Mon 12/2/13
15 Load HIE product into Facets 42 days Tue 6/4/13 Wed 7/31/13
16 Update member materials 1 day Fri 8/30/13 Fri 8/30/13
17 State approval of member materials 19 days Tue 9/3/13 Fri 9/27/13
18 Print member materials 21 days Mon 9/30/13 Mon 10/28/13
19 Member Services Training 25 days Tue 10/29/13 Mon 12/2/13
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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
CW JF TL MS BJ weighted 


ALTIUS 1.  Demonstrated Competence 10.0 8.0 6.0 5.0 7.0 6.0  64.0
  
2.  Experience in performance of comparable engagements 20.0 8.0 5.0 6.0 7.0 9.0  140.0


   
3.  Conformance with the terms of this RFP 20.0 9.0 5.0 5.0 6.0 7.0 128.0
 
4. Expertise and availability of key personnel 10.0 7.0 5.0 6.0 7.0 6.0  62.0
 
5.  Cost 30.0 3.0 3.0 5.0 1.0 5.0  102.0
 
6. Adequacy of Management Approach 10.0 9.0 5.0 5.0 7.0 6.0  64.0
 


 
 Pass/Fail


Financial Stability (pass/fail)      
Technical Ave 458.0


   
    Average Score 560.0


Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
CW JF TL MS BJ weighted 


AMERIGROUP 1.  Demonstrated Competence 10.0 10.0 6.0 8.0 8.0 8.0  80.0
   
2.  Experience in performance of comparable engagements 20.0 10.0 7.0 7.0 9.0 9.0  168.0


    
3.  Conformance with the terms of this RFP 20.0 10.0 6.0 6.0 8.0 9.0 156.0
 
4. Expertise and availability of key personnel 10.0 10.0 6.0 7.0 9.0 9.0  82.0
 
5.  Cost 30.0 8.0 6.0 7.0 6.0 9.0  216.0
 
6. Adequacy of Management Approach 10.0 10.0 6.0 5.0 7.0 9.0  74.0
 


 
 Pass/Fail


Financial Stability (pass/fail)      
Technical Ave 560.0
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   776.0Average Score







Consensus Scoresheet 
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Weight Eval 1 Eval 2 Eval 3 Eval 4 Eval 5  Average
CW JF TL MS BJ weighted 


HEALTH PLAN NV 1.  Demonstrated Competence 10.0 10.0 6.0 7.0 9.0 9.0  82.0
   
2.  Experience in performance of comparable engagements 20.0 10.0 7.0 8.0 9.0 9.0  172.0


    
3.  Conformance with the terms of this RFP 20.0 10.0 7.0 8.0 9.0 9.0 172.0
 
4. Expertise and availability of key personnel 10.0 10.0 6.0 8.0 9.0 9.0  84.0
 
5.  Cost 30.0 9.0 7.0 7.0 7.0 9.0  234.0
 
6. Adequacy of Management Approach 10.0 10.0 6.0 5.0 8.0 9.0  76.0
 


 
 Pass/Fail


Financial Stability (pass/fail)      
Technical Ave 586.0


   
    820.0Average Score





		Consensus Scoring
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CoventryCares of Nevada 
“Lighting Your Path to Good Health” 


 
 
 
 


Part 1A – Technical Proposal 


RFP Title: Medicaid Managed Care Organization Services 


RFP: 1988 


Vendor Name: CoventryCares of Nevada  
(a Medicaid product of Altius Health Plans, Inc.) 


Address: CoventryCares of Nevada  
1140 North Tower Center Dr.. Ste. 190 
Las Vegas, NV 89144 


Altius Health Plans, Inc. 
10421 South Jordan Gateway, Ste. 400 
South Jordan, UT  84095 


Proposal Opening Date: November 15, 2012 


Proposal  2:00 PM 
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State of Nevada Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 


 


 
 


Administrator 


 
SUBJECT: Amendment No. 1 to Request for Proposal No. 1988 


DATE OF AMENDMENT: October 10, 2012 


DATE OF RFP RELEASE: September 7, 2012 


DATE AND TIME OF OPENING: November 15, 2012 @ 2:00 P.M. 


AGENCY CONTACT: Gail Burchett, Procurement Staff Member 
 
 
The following shall be a part of RFP No. 1988 for Medicaid Managed Care Organization Services.  
If a vendor has already returned a proposal and any of the information provided below changes that 
proposal, please submit the changes along with this amendment.  You need not re-submit an entire 
proposal prior to the opening date and time. 
 
 
Section I: RFP CHANGE 
 
Section 10 of Attachment D, State Contract Form, Inspection and Audit, should be amended to 
add the following section: 
 
d.  Related Entities:  DHCFP may terminate this Contract with one hundred-eighty (180) calendar 
days prior written notice if a Related Entity to the Contractor provides Managed Care Organization 
Services under a separate contract procured through RFP 1988 (2012).  For purposes of this 
paragraph, a Related Entity is an entity that that DHCFP in its sole discretion determines has 
common ownership or management with the Contractor that is not in the best interest of the 
administration of the Medicaid program.  
 
 
 Section II: TIMELINE CHANGE 
 
The due date for the second set of questions has been changed to October 19, 2012. All else 
regarding the timeline remains the same. 
 


Deadline for submitting second set of questions 10/15/2012@ 2:00 PM 
10/19/2012 @ 2:00 PM 


Answers posted to website  On or about 10/24/2012  


Deadline for submittal of Reference Questionnaires No later than 4:30 PM on 11/14/2012  


Deadline for submission and opening of proposals No later than 2:00 PM on 11/15/2012  
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Section III: ANSWERS TO QUESTIONS 
 


1. We would please like the Nevada Medicaid Health Plan RFP scores from 2006. 


Validated RFP 1509 
Consensus score sheet FOUR DECIMALS.xls 


 
2. Is it permissible for two MCOs to each bid if there is a pending merger or acquisition or if 


one bidder is a subsidiary of another bidder? In other state procurements, there has been a 
prohibition of joint bids by multiple entities or multiple bids by related or soon-to-be related 
entities especially in a state where there are 2 awards. 
 
It is permissible by Nevada State Law if proposals are separate and not intended to be 
conjoined.  Review added language in Section 10 d. for additional information.  


 
3. Section 4.15.5 requires vendors to provide either a NPI or an API. During the process of the 


last RFP when we applied for a NPI, DHCFP responded to us that it was not necessary for 
us to obtain a NPI. Do we now need to obtain a NPI? Is the Vendor allowed to submit the 
assigned APIs with the proposal? 


Adopted by the Secretary of Health and Human Services (HHS) as mandated by the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA), under the 
National Provider Identifier Regulation (that was published in the Federal Register on 
January 23, 2004), a health care provider who is a covered entity, as defined at 45 C.F.R. 
Part 160.103, is required to obtain a National Provider Identifier (NPI) by May 23, 2007, 
except for small health plans.  The compliance date for small health plans was May 23, 
2008.     
 


4. The previous 2006 RFP had same/similar requirements regarding the non-inclusion of 
elaborate artwork and extraneous presentation materials. It also included formatting 
requirements regarding font for responses to questions: Written responses must be in 
bold/italics and placed immediately following the applicable RFP question, statement and/or 
section. Exceptions/assumptions to this may be considered during the evaluation process. 
How will exceptions be considered in terms of bid scoring? Would the state consider 
allowing questions to be formatted in bold italics and the responses to be in regular font 
style? 
 
Respondents are expected to adhere to the formatting as requested in the RFP. 
 


5. Contract language in the Scope of Work depicts requirements that have since been removed 
from the current Medicaid Managed Care Organization Services contract with the State of 
Nevada. Is it the State’s intent to reinsert contract language that was previously removed 
from our existing contract? Examples of this language include:  
 
Page 106, Quality Assurance 4.7.25 Dental Services, Number of Children with Dental 
Sealants. Is it the State’s intent that we are required to report on the number of children with 
dental sealants for the future contract?  
 
Section 4.7.25, Section C, should be deleted:  
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C. Required Measures 
 
The following State devised HEDIS-like measure will be reported: 


 
1. Number of Children with Dental Sealants 


 
2. The percentage of members ages six (6) through fourteen (14) years as of 


December 31st of the measurement year, who were continuously enrolled 
during the measurement year and who received at least one (1) dental sealant 
on a permanent molar tooth during the measurement year.  The DHCFP will 
also monitor utilization through reported encounter data. 


 
3. Based on the ADA guidelines permanent teeth begin to erupt anywhere from 6 


to 12 years of age depending on the tooth. Not all 6 year olds will have their 
permanent teeth yet. CDT code D1351 should be accompanied by tooth 
numbers or letters to distinguish which tooth the sealant is placed on. The CDT 
code is billed in box 24 on the ADA form and the tooth number or letter will be 
in box 27. The tooth numbers or letters in box 27 will distinguish if the tooth is 
a permanent tooth.  


 
4. Numerator: One (1) or more protective dental sealants administered on at least 


one (1) permanent molar tooth during the measurement year.  A member had a 
dental sealant if a submitted claim/encounter contains CDT code D1351.   


 
5. Denominator: The percentage of members who had at least one (1) visit with a 


dental practitioner during the measurement year, using the codes found in 
table ADV-A of the Annual Dental Visit HEDIS measure.  


  
Page 184, Plan of Operation 5.1.11 Medical Services under F., Describe your plan to 
coordinate and communicate with DHCFP’s DO care coordination staff on behalf of high 
risk pregnant women. Is it the State’s intent that we are required to coordinate with 
DHCFP's DO care coordination staff for the future contract? 
 
Vendor should describe experience, if any.  
 


6. Is it the state’s intent to change current reporting requirements outlined in sections 4.15.3 
and 4.15.5 regarding claim and encounter submissions. Current process allows for 
submission directly to Milliman. c. Pg. 174 Information Systems and Technical 
Requirements Section 4.15.3 Data Report Files 4.15.3.2 the requirement for MCO 
encounters to successfully pass all claims edits in the MMIS. Will we need to successfully 
pass all claims edits in the MMIS during the future contract? d. Pg. 174 Information Systems 
and Technical Requirements Section 4 .15.3 Data Report Files 4.15.3.3 is the requirement 
for the MCO to have a minimum 95% pass rate for encounters. Will the plan need to have a 
minimum of 95% pass rate for encounters during the future contract? e. Pg. 175 4.15.5 
NPI/API Transaction Requirements All encounters must be submitted electronically as fully 
HIPAA compliant 'shadow claims.' This includes but is not limited to, providing DHCFP, 
through its fiscal agent, the NPI on all providers. Will the plan need to submit "shadow 
claims" during the future contract? 
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DHCFP and its fiscal agent have, since the writing of this RFP, embarked upon a data 
warehouse approach to encounters whereby no policy-related edits will be applied—only 
minimal edits will be applied such as record layout compliance, data type, and checksums. 
Minimum pass rates will apply; transmittals to DHCFP’s actuary will also remain in 
place until such time as the data warehouse solution provides a means for DHCFP to 
provide rate-setting data to its actuary. 


 
4.15.5, shadow claims: this is in part a repetition of the prior section with an emphasis on  
HIPAA and CMS regulations; DHCFP is making every effort to remain HIPAA 
compliant in the context of a somewhat unorthodox data warehouse approach to 
encounters. The intent here is to underscore that, even though the encounters transmittal 
channel(s) may involve the MMIS directly, this is not intended to suggest that HIPAA and 
CMS compliance do not apply in their full force and intent. 
 
EDI companion guides may be found at: http://www.medicaid.nv.gov/providers/edi.aspx  
And the Rx companion guide at: http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx 


  
Amended Language: 


4.15.3.2  Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the edits.  A 
written list of technical rules will not be made available; however, the Vendor will have 
adequate access to fiscal agent staff that will assist in the development of the interface.  In 
developing the encounter data interface, the Vendor will be provided with companion 
guides and details of any applicable edits and descriptions of the edits.  The Vendor will 
have adequate access to fiscal agent staff to assist in the development of the interface. 
 


7. Is the Transitional QHP only available for individuals who lose Medicaid coverage? 
 
The state has not set a limit on who may enroll in the MCO Transition QHP.  However, 
the State will work with the awarded Vendor(s) to determine appropriate eligibility 
requirements to minimize the effects of adverse selection (on both the MCP Transition 
QHP and other QHPs) and maintain a stable exchange and market. 
 


8. The Scope of Work is a comprehensive outline of contract terms and requirements. Is 
DHCFP seeking affirmation of compliance or intent to comply with each section and 
subsection in the Scope of Work? Will affirmation be deemed a compliant response for the 
Scope of Work section? Would DHCFP consider instituting a page limit for each response? 


See Section 10.2.2.6, Tab VI – Section 3 - for specific RFP requirements for the Scope of 
Work section.  There is no page limit for responses.  
 


9. When will the actuaries for the State of Nevada release the data book that contains Unit 
Cost, Utilization and projected membership information? The link provided in the data book 
attachment provides limited EPSDT information. 
 
Attachment N, Data Book, is unfortunately misnamed, as it contains only an EPSDT 
chart and a list of essential community providers. Membership data and FY14-15 
projections are available in Attachment K for Medicaid; projections are in Attachment M 
for CHIP (Nevada Checkup). Please also see question #230, a link to the most recent rate 
development actuarial document. 



http://www.medicaid.nv.gov/providers/edi.aspx

http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx
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10. At 1.1, the RFP states "Currently, DHCFP contracts with two (2) Vendors in the urban areas 


of Washoe and Clark Counties. Other areas may become mandatory managed care during 
the course of this contract and are to be considered as covered for this Request for 
Proposal." At 4, the RFP states "The geographic service areas included in the contracts will 
be urban Clark and Washoe Counties; however, other counties, or the entire State, may 
become mandatory managed care during the period of this contract and will be considered as 
part of the service area for this RFP".  Please clarify the timing of this decision by the State. 
 
There is no current time plan for this decision.  
 


11. At 1.1, the RFP states "Currently, DHCFP contracts with two (2) Vendors in the urban areas 
of Washoe and Clark Counties."  Please post current Medicaid contracts. 
 


Amerigroup Contract 
exec 11 10 08.pdf


Amendment #2 
(2).pdf


Executed 
Amendment #3 - AGP.pdf


Executed 
Amendment #4 - AGP.pdf


Executed 
Amendment #5 - AGP.pdf


Executed 
Amendment #6 - AGP.pdf


Executed 
Amendment #7 - AGP (2).pdf


Executed 
Amendment #8 - AGP.pdf 


 
 


HPN exec 08 08 
2006.pdf


Amendment #2 
Scanned.pdf


Executed 
Amendment #3 - HPN.pdf


Executed 
Amendment #4 - HPN.pdf


Executed 
Amendment #5 - HPN.pdf


Executed 
Amendment #6 - HPN.pdf


Executed 
Amendment #7 - HPN.pdf


Executed 
Amendment #8 - HPN.pdf 


12. At 1.2.1, the RFP states "The mission of DHCFP in this procurement is to improve the 
health of Nevadans by emphasizing preventive care and appropriate utilization".  How much 
out-of-state Medicaid utilization is there? Where and what providers/specialties? 
 
Medicaid has catchment areas in California, Arizona, Idaho and Utah. Out of state 
treatment for a recipient generally occurs when there is not a provider in Nevada who is 
able to provide services to recipient. The majority of transplants that do not occur within 
the State of Nevada occur in California hospitals. The main providers of service out-of-
state are Physicians, Hospitals and Residential Treatment Centers. A small percentage of 
the Medicaid population receives treatment out of state. It is difficult to determine the 
exact amount as Physicians and Hospitals may see a recipient multiple times during a 
course of treatment.   
 


13. The following questions relate to the Medicaid Scope of Work at 4.  The RFP states "At the 
sole discretion of the DHCFP, this contract may be expanded to include services to 
Medicaid Aged, Blind, and Disabled recipients." Please clarify the timing of this decision by 
the State.  Please provide the “projected number of Medicaid and Nevada Check Up 
recipients,” including potential Medicaid ABD recipients.  In addition to Clark and Washoe 
Counties, how will other geographic service areas be defined? 
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There is no current time plan for this decision.  We do not have any additional 
information at this time.  
 


14. At 4.2.1.8A, the RFP states "Members with disabilities, chronic conditions, or complex 
conditions shall be allowed to select a specialist as their PCP." The following questions 
relate to the above.  Are there any limitations to which specialist types may be PCPs?  Are 
members able to be assigned at the clinic level for PCPs? 
 
There are no limitations to which specialist types may be PCPs.  It is expected that 
members will have an individual physician assigned as their PCP; members are not 
allowed to be assigned at the clinic level.  The state will entertain exceptions if, in the case 
of certain specialties, it is impossible to assign an individual PCP; however all possibilities 
should be exhausted before approaching the State with such a request. 
 


15. At 4.2.3.1, the RFP references services provided at Indian Health Service Facilities and 
Tribal Clinics.  Are Vendors financially responsible for services provided to Native 
Americans at Indian Health Service Facilities? 
 
Please refer to section 7.1.2.6 of the RFP which says the following:  The Vendor is not 
responsible for payment of any service received by an enrolled recipient at an IHS facility 
or Tribal Clinic.  The IHS facility or Tribal Clinic will submit their claims directly to 
DHCFP’s Fiscal Agent and will be paid by DHCFP through the Medicaid FFS fee 
schedule.  The DHCFP requests that vendors read the entire RFP prior to submitting 
questions that are clearly answered elsewhere in the document. 
 


16. At 4.3.3.2, the RFP describes the algorithm developed by CHCFP.  Please describe the 
“weighted preference” that the state’s auto-assignment algorithm will give to a new Vendor. 
 
Presently, the auto-assignment algorithm assigns members to plans on a case basis (to 
preserve family assignments) on a one-to-one basis when the enrollment margin between 
plans is less than 10%; if greater, the assignment is as it appears in the chart (34%/66%), 
and this is the “weighted preference” given to “new plans” should one be awarded and 
have 10% or more fewer recipients. Assignments—again—are made on a case basis, so 
the only time an assignment is at the level of an individual is when a case has only one 
member. 
 
The State reserves the right to change the auto-assignment algorithm at any time using 
quality or other criteria for the bases of assessment or to eliminate the weight preference 
altogether.   
 


17. At 4.5.4, the RFP requires provider contracts be approved by CHCFP.  Do Vendors have the 
ability to contract with network providers utilizing an amendment to their commercial 
contract prior to RFP submission and/or state approval of Vendor’s agreement? 
 
Section 4.5.4.5 says the following:  “Subcontracts which must be submitted to the DHCFP 
for advance written approval include any subcontract between the Vendor, excluding 
network provider contracts.”   


 
The vendor may enter into any contracts with providers that they wish; however this is not 
necessary, nor advisable, prior to the award of the contract.  The State’s interest in 
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provider contracts is in validating that they are in agreement with Title XIX and Title XXI 
rules and regulations, and that they meet all requirements of the Vendor(s) contract with 
the State.  The DHCFP does not expect that thousands of individual contracts will be 
delivered to us; however we reserve the right to demand a copy of individual contracts at 
any time. 
 


18. At 4.5.6.2, the RFP requires the Vendor to provide a sample of all base network provider 
contracts.  Are we required to submit the complete commercial base agreement with the 
Medicaid Amendment or are Vendors allowed to submit the Medicaid Amendment only? 
 
Vendors are expected to submit all necessary information to demonstrate agreements are 
complete.  
 


19. At 4.13.3, the RFP provides for subcontractors to the Vendor for this contract.  Are Vendors 
allowed to use subcontractors to fulfill the RFP requirements related to the Health Insurance 
Exchanges (e.g. to provide services and/or benefits)?  Are Vendors allowed to use 
subcontractors for the Public Employees Benefit Plan (PEBP) optional proposal 
opportunity? 
 
Yes, Vendors can use subcontractors as long as the requirements and goals of the RFP 
are met.   
 
PEBP requires all its vendors to identify any subcontractors and their role in providing 
services to PEBP prior to the subcontractor actually providing services or accessing 
PEBP data.  Subcontractors can be added during the contract as long as PEBP is notified 
and approves of the subcontractor in advance of the subcontractor providing services or 
accessing PEBP data.  PEBP also includes language regarding the security and location 
(physical, designated servers and storage devices, etc.) of PEBP data in its contracts and 
applies penalties for the use of subcontractors or movement of PEBP data without prior 
approval from PEBP.  
 


20. At 5.1.9.1.I, the RFP requests "The Company’s main product/service lines and annual 
revenues for each product/service line in 2004 and 2005."  Does the state want more recent 
data than the years specified “2004 and 2005”? 
 
Amended Language for 5.1.9.1.I:  The Company’s main product/service lines and annual 
revenues for each product/service line in 2004 and 2005 for the two most recent years for 
which full data are available. 
 


21. At 1.8, the RFP requires the Vendor must participate on the Individual Exchange of the State 
Health Insurance Exchange (HIX). This requires the Vendor to meet requirements of the 
ACA and HIX that have not yet been finalized.  Given this lack of specification, what 
options do Vendors have to remedy issues presented by State and Federal requirements 
released after Proposals are submitted? 
 
It is not expected that the vendor submit a Qualified Health Plan with the response to this 
RFP.  As stated in the second to last paragraph in section 1.8, the vendor response must 
include a statement indicating the vendor’s willingness and ability to comply with this 
section.  State staff will work with the vendor to ensure HIX standards are reasonable and 
do not create an undue burden.  If a policy is issued by the Exchange that the vendor feels 
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will substantially degrade the vendor’s ability to provide an MCO Transition QHP, the 
vendor will, within 10 business days of the public approval or announcement of a policy, 
provide in writing to the Division of Health Care Financing and Policy and to the 
Director of the Exchange, a report that clearly indicates which policy created such 
degradation, the reasons why such degradation will occur, the requirements listed in 
section 1.8 that may not be met and a suggested remedy to eliminate such degradation.  
The Division of Healthcare Financing and Policy and the Exchange will review the report 
for reasonableness and, if the report is found to be reasonable, will determine whether the 
Exchange issued policy or the RFP requirement should be changed. 
 


22. The following question relates to the State-Designated Health Insurance Exchange (HIX) at 
1.8.  The RFP mentions that there is a certain level of churn expected among enrolled 
individuals. Has the state evaluated how much churn is expected among the population? If 
yes, can the state share this information and/or data? 
 
The State-Designated Health Insurance Exchange (HIX) has not evaluated how much 
churn is expected.  However, DHCFP churn information is as follows:   
 
Managed Care/FFS Churn Counts 
Source Disposition     
  May Jun Jul Aug 
MCO 295 MCO to FFS 737 576 755 852 
MCO 65c FFS to MCO*    7829    9428    9361    7702 
      
   


   
   
   
 


* determined by number of choice letters sent for period, 
which indicates a member having a FFS segment of some 
duration prior to MCO choice and assignment   


 
 


23. At 1.8, the RFP states "The QHPs offered pursuant to this requirement must meet the 
qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that 
may not meet the following standards), as described below." The following questions relate 
to the above.  How does an MCO Transition QHP differ from HIX QHP?  Please provide 
guidance on ability to provide Medicaid, MCO transition QHP and HIX QHP from one plan. 
 
Sections 1.8.5 through 1.8.10 provide requirements for MCO Transition QHPs that may 
be more stringent than those required of other QHPs. 
 


24. At 1.8.3, the RFP states "Be certified as a QHP in accordance with the criteria determined 
by the State-designated HIX".  Has this criteria been clearly defined? 
 
The Exchange is in the process of creating the certification criteria.  Policies that have 
been approved are minimalistic and generally do not place restrictions on QHPs beyond 
what is required of the Affordable Care Act.  It is expected the Board will discuss QHP 
certification processes at its November Board meeting. Advisory Committee 
Recommendations Approved by the Board can be found at: 







Amendment 1 RFP 1988 Page 9 of 46 
 


http://exchange.nv.gov/uploadedFiles/exchangenvgov/Content/About/Board%20Approved
%20Recommendations.pdf 
 


25. At 1.8.5, the RFP states "Use the same provider network as is available to those eligible for 
Medicaid in addition to any network adequacy standards set by the State-designated HIX".  
Please provide guidance on ability to have variation. 
 
The intent of this section is to allow an individual to continue their relationship with a 
provider if the individual loses Medicaid eligibility and must move to QHP coverage.  
While it would be ideal to allow this same flexibility for an individual moving from QHP 
coverage to Medicaid, it is understood that network adequacy standards may require 
broader networks of QHPs than may be required of MCOs.  Further, it is understood that 
provider reimbursement rates may vary between Medicaid and the MCO Transition QHP. 
 


26. At 1.8.7, the RFP states "Coordinate prior authorizations and edit patterns for members who 
transition between the Vendor’s MCO and the Vendor’s QHP".  How does the EHB 
compare to/differ from Nevada Medicaid benefits? 
 
This information is contingent upon the Governor’s Budget and Legislative approval.  
 


27. At 1.8.8, the RFP states "Use a formulary that is similar to that of the Vendor’s MCO. If a 
drug or its generic equivalent is covered by the Vendor’s MCO but is not covered by the 
MCO Transition QHP, the MCO Transition QHP must cover that drug as it would any other 
similar tier drug (same cost sharing) for a period of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc.".  Please provide guidance on how 
“similar” will be defined. 
 
If the drug is a generic or has a generic equivalent, and that drug is not covered on the 
MCO Transition QHP, the MCO Transition QHP must cover the generic equivalent at 
cost sharing levels that are similar to any other generic drug.  If a brand drug (that does 
not have a generic equivalent) is not covered on the MCO Transition QHP, the MCO 
Transition QHP must cover the brand drug at cost sharing levels that are similar to any 
other brand drug.  If a specialty drug (that does not have a generic equivalent) is not 
covered on the MCO Transition QHP, the MCO Transition QHP must cover the specialty 
drug at cost sharing levels that are similar to any other specialty drug.  Such coverage 
must be maintained for a period of time as determined by a transition plan dictated by 
medical necessity, potential side effects, etc.  Exceptions to this requirement must be 
noted. 
 


28. At 1.8.9, the RFP states "Cover any benefit required to be covered by Vendor’s MCOs, 
which is not otherwise part of Nevada’s Essential Health Benefits package" The following 
questions relate to the above.  Has the State defined Essential Health Benefits and any other 
benefit design standards?  What efforts, if any, will the state provide to ensure members 
assigned to a plan's QHP will be assigned to the plan’s QHP transition plan or Medicaid 
plan? Or vice-a-versa? 


 
Pursuant to the Affordable Care Act, the Secretary of the U.S. Department of Health and 
Human Services designates each state’s package of Essential Health Benefits.  This 
designation has not yet occurred for any state.  Individuals who lose Medicaid eligibility 



http://exchange.nv.gov/uploadedFiles/exchangenvgov/Content/About/Board%20Approved
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will be notified of their options on the Exchange.  The MCO Transition QHP designation 
may be displayed and defined on the website of the Exchange. 
 


29. At 1.8.10, the RFP states "Be priced reasonably as compared to other QHPs available on the 
Exchange. To be "priced reasonably," MCO Transition QHP premiums (before the Federal 
Advanced Premium Tax Credit is applied) must be no more than 15% greater than the 
median premium offered on the Exchange for similarly situated individuals (based on age, 
smoking status, family size and geographic location).  "The following questions relate to the 
above.  Actuarial value requirements for MCO Transition QHP – will it be the same as NV 
HIX QHP?  Premium Rates for MCO Transition – how will those be determined? 
 
MCO Transition QHPs must meet all of the requirements of any other QHP offered on 
the Exchange, including the actuarial value requirements of the associated metal tier.  
Premiums for the MCO Transition QHP will be determined by the vendor. 
 


30. The following questions relate to the Public Employees Benefit Plan (PEBP) optional 
proposal opportunity at 2. • Will there be a separate procurement issued for the PEBP or is 
this the only bidding opportunity? • Can a Vendor bid on the PEBP opportunity and not bid 
on the Medicaid Managed Care contract procurement? • Will the evaluation and award of 
the PEBP opportunity be completely separate from the Medicaid evaluation and award? 
How will the PEBP opportunity be scored as part of this procurement?  How is the PEBP 
proposal to be submitted? This is not clear in the Technical Proposal instructions. • Please 
post current State employee contracts. 
 
PEBP maintains its own RFP schedule for HMO services.  The current contracts for 
HMO services expire on June 30, 2015 (Northern Nevada) and June 30, 2016 (Southern 
Nevada).  The Optional Proposal Opportunity in this RFP represents an alternative option 
for PEBP to consider for awarding HMO services.  Depending on the responses, PEBP 
may or may not award HMO services from this RFP.  If PEBP does award a contract 
based on the responses to this RFP, it may be in addition to or a replacement of the 
current contracts.  This determination would be made by the PEBP Board.  If PEBP does 
not opt to award a contract based on the responses to this RFP, then PEBP will release its 
RFPs for HMO services on their normal schedule.   
 
A Vendor cannot propose on the PEBP opportunity and not propose on the Medicaid 
Managed Care contract procurement.  This RFP will be awarded per the scope of work 
and terms and conditions of the RFP.  Please refer to the evaluation criteria included in 
the RFP.  
 
The PEBP section of this RFP should be included as a separate stand-alone component of 
the vendor’s RFP response in such a manner that there is clear differentiation between 
the components of the vendor’s response that are directed towards the DHCFP project 
and those directed towards the PEBP project.  Since the DHCFP intends to award a 
contract or contracts from this RFP and PEBP may or may not award a contract from 
this RFP, the components need to stand on their own merit.  If a vendor chooses to 
propose on the PEBP section of this RFP then each question in the section should be 
answered in order with appropriate detail. 
 
This information is not readily available to DHCFP and PEBP.  If vendors want 
information on current state contracts they should contact State Purchasing.   
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31. At 2.2.2, the RFP states "HMO participants should have access to a comprehensive choice 


of providers within the covered service as well as outside of Nevada for emergency and 
specialized care."  Please provide data on out-of-state PEBP utilization.  Please provide 
clarification on the types of providers/specialties that are referenced in this section and 
which specific geographic service area. 
 
It is intended that the geographic service area for the HMO product be the entire State of 
Nevada (all 17 counties).  If this is not an option for the respondent, the service area must 
be clearly identified in the vendor response by Nevada County.  Under the current PEBP 
plans, a participant who resides out of state must enroll in the PPO Plan.  However, if an 
HMO participant is out of state on a temporary basis and requires medical services, they 
must have access to healthcare.  There may be a requirement to seek prior authorization if 
non emergency, but in emergency situations the HMO plan should pay the claims after 
applying their standard in-network deductibles.  Out of state utilization of HMO members 
is not readily available but is minimal.  It is intended that the HMO participants have 
access to an all-inclusive set of providers who cover the spectrum of medical fields within 
the service area defined in the vendor’s response. 
 


32. Regarding the PEBP proposal at 2, in order to provide a comprehensive quote for the full 
HMO programs with the embedded vision plan, will the State be providing the following 
information?  24 months of paid claims for medical and vision broken out by month.  Total 
enrolled membership broken out by month Large Claims over $25,000 with status and 
prognosis 2 years of rate history for both HMO plans.  Employee census; include age or 
DOB, gender, zip codes, enrollment status.  Current Evidence of Coverage for both HMO 
plans. 
 
PEBP will not be providing all of the requested information.  For plan year 2013 (July 1, 
2012- June 30, 2013) the total HMO enrollment was as follows:   
 
Northern Nevada HMO (Hometown Health Plan):  5,574 (58% Participant Only; 11% 
Participant + Spouse; 21% Participant + Children; 10% Employee + Family) 
 
Southern Nevada HMO (Health Plan of Nevada):  5,954 (60% Participant Only; 12% 
Participant + Spouse; 19% Participant + Children; 9% Employee + Family) 
 
These figures include active employees and both State and non-State non-Medicare 
eligible retirees.  Enrollment is not expected to fluctuate significantly in the upcoming two 
years unless the Board takes actions to change the significantly alter the self-funded PPO 
plan design. 
 
Migration between plans during the year without meeting certain eligibility criteria is 
prohibited per the plan document.  Monthly enrollment would only increase or decrease 
based on a qualifying event in which the participant is allowed to leave the HMO plan 
(such as moving out of the service area).  Newly hired employees may also enroll in the 
plan of their choice including the HMO.   
 
Attached are the current rates for both the Northern Nevada HMO (Hometown Health 
Plan) and the Southern Nevada HMO (Health Plan of Nevada).  There are rate caps in 
place for each year for each plan.   
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The current Evidence of Coverage documents for each plan is on the respective carrier’s 
websites which can be reached via the PEBP website at www.pebp.state.nv.us.  


HMO_Base_Rates.xl
s


HHP claims exp21 
xls.pdf  


 
 


33. Regarding the PEBP proposal at 2, in order to provide a comprehensive quote for the self-
funded dental PPO plan, will the State be providing the following information?  24 months 
of paid claims dental data, broken out by month Number of contracts and number of 
members by month to correspond with each month of paid claims 3 year history of the 
dental administrative fee, including most current year. If there are components such as 
commission and/or provider fee, please break out separately is a multi-year agreement 
desired? If so, for how long?  Have there been any changes to the dental plan in the last 3 
years? If yes, what were the changes? What was in place before? When did the change take 
effect?  Is there a census that provides all covered contracts with gender, zip code, date of 
birth and rate tier (single, sub and spouse, sub and dependent child(ren), family)? 
 
The self-funded dental plan is not part of this RFP.  This RFP is for HMO services for 
medical, pharmaceutical and vision only.  The standard PEBP benefits package includes 
dental coverage regardless of medical plan selection.  PEBP participants and their 
covered dependents will remain on the existing PEBP dental plan.   
 


34. Regarding the PEBP proposal at 2 for dental/ancillary services:  Will the State provide a 
dental census of covered employees?  Will the State provide detailed information to do a 
dental network/re-pricing analysis? This file should detail dentist taxpayer ID. number, 
city/address, billed charges, paid claims charges, ADA number, and whether or not the 
dentist is In Network or Out of Network.  Will the State provide monthly dental claims 
experience, monthly dental enrollment of covered employees/dependent 
units/families/members by month for last three years.  Does the State wish quotes on Life, 
Optional Life or Disability Coverages? Vision coverage? If so, we will need materials, 
claims experience, plans for these lines of coverage. 
 
The self-funded dental plan is not part of this RFP.  This RFP is for HMO services for 
medical, pharmaceutical and vision only.  The standard PEBP benefits package includes 
dental coverage regardless of medical plan selection.  PEBP participants and their 
covered dependents will remain on the existing PEBP dental plan.  Life, Optional Life 
and Disability Coverage quotes are not requested as part of this RFP.  Those services are 
already covered under existing contracts and are not included in the scope of work for this 
RFP.  Vision coverage should be included in the HMO plan provided in the vendor’s 
response. 
 


35. The RFP defines the "Vendor" as "organization/individual submitting a proposal in response 
to this RFP.” Please confirm that for the purposes of responding to this RFP regarding 
experience, including the reference section that the Vendor may include in their response the 
contracts held by affiliates/parent organizations of the bidding entity. For example, in 
addition to Nevada-specific experience, a Vendor may have relevant experience in other 
states through its parent and affiliate health plans. Please confirm that affiliate and/or parent 



http://www.pebp.state.nv.us
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company experience may be represented in the responses relating to experience and 
qualifications in the proposal. 
 
For the purpose of this RFP, references, qualifications and experience must be for the 
vendor (organization/individual) submitting the proposal and not affiliates or parent 
companies unless specific sections refer to parent organizations.  See Questions #188, 
#189 and #190.  
 


36. Please confirm that deliverables identified for the Vendor in the Scope of Work (Section 4) 
should be provided during readiness review unless a timeframe is specified. 
 
Yes. 
 


37. Section 1.14, page 5, requires bidders to have a license in all "mandatory managed care 
counties." Should DHCFP choose to expand the geographic area of the program, please 
confirm that awarded vendors would be given the opportunity to obtain a certificate of 
authority in additional counties at that time? 
 
Yes. 
 


38. Section 1.2. Please confirm the geographic service areas for enrollment purposes. Will 
DHCFP publish a list of the zip codes in urban Clark and Washoe county service areas? 
 
The information is available in Excel format upon request by contacting the Purchasing 
Division’s designee, Gail Burchett, by e-mail at gburchett@admin.nv.us. 
 


39. Section 1.8.5. Please clarify the meaning of “same provider network as is available to those 
eligible for Medicaid.” Would the bidder meet this requirement if it met the State-designated 
Health Insurance Exchange (HIX) or Medicaid program network adequacy requirements and 
at least offered HIX participation to its Medicaid network providers, including significant 
traditional Medicaid providers? Bidders may need to amend provider contracts to add the 
HIX programs. Some Medicaid network providers may decline to participate in a bidder’s 
HIX network or demand reimbursement that does not allow the bidder to meet the section 
1.8.10 premium requirements. As such, bidders may not be able to guarantee the exact same 
network for HIX networks as for Medicaid. 
 
An MCO Transition QHP must meet all of the requirements of any other QHP, including 
the network adequacy standards of the Exchange and the Division of Insurance.  
Exceptions to requirements of section 1.8 of this RFP that exceed the requirements of 
QHPs must be clearly indicated. 
 


40. Please define what is intended by the requirement included in 1.8.7 which requires the 
Vendor to “coordinate edit patterns” for members who transition to the Vendor’s Managed 
Care Organization (MCO) and the Vendor’s Qualified Health Plan (QHP). Please define 
“edit patterns.” 
 
Edit patterns means any plan exception made for an individual in relation to an episode of 
care to allow the individual to receive appropriate cost effective medical care. 
 



mailto:gburchett@admin.nv.us
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41. Please clarify the following regarding Section 1.8.9:  Section 1.8.9 requires that the Vendor 
continue to cover certain benefits that would not otherwise be part of Nevada’s essential 
health benefits package for a certain period of time. Please confirm this understanding. 
Additionally, please confirm that the benefits to be continued would not include coverage of 
cost-sharing such as co-payments and deductibles. If cost-sharing is to be included in the 
benefits to be continued, we strongly recommend that the State reconsider the provision in 
1.8.10 which would limit the premium for the Transition QHP to no more than 15% greater 
than the median premium offered on the exchange. • It is our understanding that Section 
1.8.9 specifically applies only to those individuals who are enrolled in the Vendors’ MCO 
and transition to the Vendor’s Transition QHP. Please confirm that our understanding is 
correct. 
 
The requirements of 1.8.9: 
 


1. Apply only to individuals who lose Medicaid eligibility and become eligible for the 
MCO Transition QHP for a length of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc. 
 


2. Apply only to services that are covered and do not apply to cost sharing.  Cost 
sharing for such services should be similar to cost sharing of other similar services 
that would otherwise be covered by a QHP. 


 
It is expected that the Essential Health Benefits package for Medicaid will be very similar 
to that of the individual market and will likely represent little to no increase in cost 
compared to other QHPs.  The State will work with the vendor on the habilitative 
coverage category.  Exceptions to requirements of Section 1.8 of this RFP that exceed the 
requirements of QHPs must be clearly indicated. 
 


42. Section 1.8.10. What data will be made available to price the plans required under the health 
care exchange? Will there be a limit on administrative load? 
 
MCO Transition QHPs are required to follow all requirements of the Affordable Care 
Act, the Division of Insurance and the Exchange that pertain to the individual market, 
including the 80% Medical Loss Ratio cap.  The State has no data to price the MCO 
Transition QHPs, nor does it have data to price any other QHPs. 
 


43. Section 2.4. Is the State's intent with the Public Employees’ Benefits Program (PEBP) 
option to add a third vendor to serve the program with the two current incumbents, or is the 
State continuing with two health plans to serve PEBP recipients and may consider 
respondents of this RFP to possibly supplant incumbents? Will additional points be provided 
to, or will the State look more favorably on, respondents that choose to submit this optional 
proposal? 
 
The Optional Proposal Opportunity in this RFP represents an alternative option for 
PEBP to consider for awarding HMO services.  Depending on the responses, PEBP may 
or may not award HMO services from this RFP.  If PEBP does award a contract based on 
the responses to this RFP, it may be in addition to or a replacement of the current 
contracts.  This determination would be made by the PEBP Board.  If PEBP does not opt 
to award a contract based on the responses to this RFP, then PEBP will release its RFPs 
for HMO services on their normal schedule.  Should PEBP choose to award a contract to 
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a vendor (or vendors) resulting from this RFP, the contract termination notices with its 
current vendors would be honored.  There is no scoring advantage given to vendors who 
include the PEBP option in their response.   
 


44. Please clarify the following regarding Section 4 (Scope of Work):  Section 4 references the 
potential expansion of the contracts to the Aged, Blind and Disabled (ABD) population. 
Please explain whether this would also include an expansion to other geographic areas in the 
State. How will the vendors selected under this contract relate to the vendor and program 
enrollees in the Care Management Organization which was procured earlier this year?  May 
vendors build in a separate line item for PPACA costs that may differ depending on whether 
PPACA moves forward, or if there is repeal and replace scenario?  If there is a change to 
PPACA requirements that are known to-date that significantly change the administrative 
work involved, will the administrative load be revisited?  Will the administrative load be 
revisited if the ABD population is included in the covered populations, or will the same 
administrative load be used? 
 
There are no current timelines or plans for the expansion of contracts to the ABD 
Population.  See Question #75 related to Care Management Organization.  There is no 
additional information to provide at this time regarding the ABD population.  
 


45. Section 4.2.2. It is our understanding that several of the covered services included in Section 
4.2.2 represent new and expanded covered benefits under the contract. Please confirm that it 
is the intent of the DHCFP that the following services should be covered by the MCOs; 
intensive outpatient treatment, alcohol and substance abuse treatment, hospice, orthodontia, 
habilitation and medication management, methadone treatment, nursing facilities. 
 
Yes.  On orthodontia (age-specific criteria applies, see Medicaid Services Manual 1000) 
 


46. Section 4.2.2.24.D. This section lists several types of Mental Health Services that are 
covered by the Vendor. One of the types listed for Mental Health Services is “services,” 
which is included as item D. Please define what these “services” are. 
 
4.2.2.24, Mental Health Services, should be amended to read: 


 
A. Inpatient Psychiatric Hospital; 
B. Mental Health Outpatient Clinic; 
C. Mental Health Rehabilitative Treatment 
D. Services;  
E. D. Psychologist; 
F. E. Outpatient Psychiatric  
G.F. Residential Treatment Center (RTC) 
H.G. Case Management 
I. H. Habilitation services:  Instrumental Activities of Daily Living (IADL)/Activities of 


Daily Living (ADL); and 
J. I. Medication Management 


 
 


47. Section 4.2.3. Habilitation and Medication Management are listed under covered Mental 
Health Services. Please confirm the populations that would be eligible to receive these 
services. 
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All recipients eligible for the Managed Care program are eligible for all covered medically 
necessary services.  
 


48. Section 4.2.8 indicates that the Vendor must reimburse providers and coordinate Activities 
of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL) for CSHCN. 
Please confirm the populations that would be eligible to receive these services. 
 
All recipients eligible for the Managed Care program are eligible for all covered medically 
necessary services.  
 


49. Section 4.3.10.3. This paragraph appears to envision members transitioning between the 
MCO and the HIX. Is the intent of this section to clarify transition planning between the 
MCO and the MCO's qualified health plan or to/from other HIX plans? If the intent is to 
transfer to other HIX plans, please describe the process whereby the receiving health plan 
obtains information and details about the services the member had been receiving in the 
prior plan. 
 
A person may change eligibility status during a care episode.  That person may then be 
eligible for Exchange coverage or other non-exchange coverage to include individual and 
employer based coverage.  The Vendor should have a procedure in place to notify any 
insurance carrier or plan of relevant patient information.  This assumes the Vendor is 
notified which organization has assumed responsibility for the individual’s coverage.  The 
Exchange may facilitate the transfer of information by informing the Vendor in which 
QHP the individual has enrolled, if allowed by law.  The Exchange will never take 
possession of any PHI. 
 


50. In Section 4.5.5.5 please confirm that when a new member is identified through our initial 
health risk screening assessment, a comprehensive assessment should be performed on those 
members identified with a need. This assessment is then performed within 90 days of 
enrollment to further determine case management and other services. 
 
Confirmed. 
 


51. Section 4.7.2.5.C. Dental Sealants, a HEDIS-like measure, are no longer reported to 
DHCFP. Is it the intent of the State to reinstate reporting the percentage of members ages 6-
14 with at least one dental sealant during the year? 
 
See Question #5. 
 


52. Section 4.8.5.7.A. We understand that within the written description of the IQAP, we are to 
include the method for performing provider reviews. Please clarify the specific elements 
listed in Section 4.8.5.7.A and B that we are to address, especially the meaning of element 
B. “to health professionals and Vendor staff regarding performance and patient health care 
outcomes.” 
 
4.8.5.7 B. should be amended to read:   
 
Feedback to health professionals and Vendor staff regarding performance and patient 
health care outcomes.  
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53. Section 4.8.6.2. Item number 6 notes that Vendors must conduct PIPs that focus on 


utilization of ambulatory care. However it is our understanding that DHCFP will direct the 
MCOs with regard to the PIPs that must be implemented. Please explain how this provision 
relates to the PIPs determined by DHCFP. Are these PIPs in addition to the required two 
PIPs or component parts of them? 
 
Section 4.8.6.2.c.3 states that the “Vendor will be required annually to conduct and report 
on a minimum of two PIPs.” It is expected that the vendor will maintain a robust quality 
improvement program and structure that enables ongoing evaluation of services such that 
the Vendor can identify opportunities for improvement and implement targeted strategies 
to improve the quality of services and health outcomes of the Vendor’s population. Thus, 
it is expected that the Vendor will have its own internal performance improvement 
projects (PIPs) underway at any given time. In addition to the internal performance 
improvement projects performed by the Vendor, DHCFP will require the Vendor to 
annually conduct and report on a minimum of two PIPs, which will be submitted to 
DHCFP’s external quality review organization (EQRO) for validation. DHCFP will 
provide instruction on the PIP topics to be submitted to the EQRO for validation.  
 


54. Section 4.8.13.6. Please describe what is envisioned by the inclusion of recipient satisfaction 
surveys in the credentialing process. Current CAHPS surveys do not identify providers 
specifically or tie to the provider in any way so it is difficult to understand how vendors 
would implement this requirement. 
 
As part of the Recredentialing process, the Vendor is expected to consider other data that 
would weigh into the decision to recredential a provider. This includes recipient 
satisfaction surveys. CAHPS surveys are not specifically mentioned in the RFP as the type 
of survey the Vendor would use to obtain more information about recipients’ satisfaction 
with a particular provider. 
 


55. Section 4.8.18.2.B requires a "comprehensive" assessment on all new members within 90 
days of enrollment and further describes in detail the qualifications of the individuals who 
may conduct the assessment. These requirements appear to be included in the context of the 
potential of new populations such as the aged blind and disabled members and/or members 
with complex chronic conditions and yet many of the members eligible for the program will 
be healthy children and adults. Please confirm that MCOs may meet this requirement by 
conducting an initial health risk assessment to determine whether an extensive 
comprehensive assessment is necessary and appropriate. 
 
Refer to section 4.8.18.1.A for initial health risk assessment.  
 


56. Section 4.8.18.2.D. The last paragraph of this section notes that the Vendor must honor 
ongoing care treatment plans for members transferred from another Medicaid Vendor, a 
State designated HIX plan or other existing care treatment plans. Please explain how the 
MCOs will receive information about existing care and treatment plans for these members. 
 
The vendor should propose methods based on medical necessity. 
 


57. Section 4.8.18.4. Please confirm that Vendors should use their own stratification and 
identification methods to identify the members who can most benefit from case 
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management. The list included in 4.8.18.4 appears to show conditions that would be likely 
to trigger the need for Case Management, but may not be the sole reason for case 
management services. As we understand the requirements, the vendor should build 
processes and protocols to ensure that members who need case management services will 
get them. 
 
Yes. 
 


58. Section 4.8.18.4. Item J includes Members in Supportive Housing. Please define the 
population envisioned to receive services under this provision. 
 
Refer to Section 2103.5 of the Medicaid Services Manual located on the DHCFP website. 
 


59. Section 4.8.20.3 notes that the Vendor must have linkages between these functions and the 
quality assurance program. Please explain what is envisioned under the "Benefits Redesign" 
line item. 
 
MCOs are required to provide and make available a minimum set of services determined 
by Federal and state requirements. If the Vendor were to offer benefits that were above 
and beyond the contractually required benefits offered to recipients (such as 2nd pair of 
glasses or contact lenses), then we would want to see that changes to benefits (or benefits 
redesign) are linked to data uncovered as part of their ongoing QA activities.  
 


60. Section 5.1.10.1.E states that the respondent must “Provide the names, résumés, and any 
additional pertinent information regarding key personnel responsible for performance of any 
contract resulting from this RFP. Section 5.4 is also requesting that “a resume must be 
completed for each proposed individual on the State format provided in Attachment G 
Proposed Staff Resume, for key personnel to be responsible for performance of any contract 
resulting from this RFP.” Please confirm that respondents should submit resumes of key 
personnel in response to both Sections (5.1.10.1.E and 5.4), or should respondents submit 
the resumes in one place or the other and not both? 
 
5.1.10.1. E states:  “This information must be included in vendor’s technical response to 
the RFP.”  Technical response information for résumés is submitted under Attachment G, 
same as note in Section 5.4. 
 


61. Section 5.1.11.4. Please provide further clarification and the definition of sole source 
subcontracts as included in "benefits services." Would sole source refer to those contracts 
between the vendor and a category of service provider for which there are no alternative 
providers identified? 
 
This refers to exclusivity agreements.  For example if you have or intend to have an 
arrangement with a single hospital in Washoe County and negotiate a price with them 
based on 100% of your book of business, effectively freezing out all other hospitals in 
Washoe County or an agreement with a provider or facility to only access your plan 
(emergencies being the obvious exception) then the DHCFP expects to be aware of this 
arrangement.  This applies across the board to all provider and facility types. It also 
extends beyond the original proposal and should be considered an ongoing requirement 
for the duration of the vendor’s contract with DHCFP. 
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62. Section 5.1.11.6.D. Since the covered populations are those eligible under the TANF and 
CHIP programs for which there is no patient liability, please explain under what 
circumstances the Vendor would be determining and collecting patient liability. 
 
Subrogation.  
 


63. Section 5.2.1.4 Requires vendors to submit the same information for any proposed 
Subcontractor as included in Section 5.1, Vendor Information. Is the intent of this section to 
require Vendors to submit items 5.1.1 through 5.1.12 for all subcontractors OR is the intent 
that Vendors submit items 5.1.1 through 5.1.8 up to Corporate Background section? 
Sections 5.1.9. through 5.1.12 would largely be not applicable to a subcontractor which 
would typically provide only a particular service or small subset of services under the 
contract. Additionally, the full list of items included in 5.1.1 through 5.1.12 is extensive and 
will result in a huge volume of material for Vendors with even a few subcontracts. 
 
The State requires a response from each subcontractor for items 5.1.1 thru 5.1.12.  The 
State acknowledges that the volume of information may be extensive; however the 
information is necessary to make informed decisions. 
 


64. Sections 5.3 and 5.1. Please confirm that Vendors may seek business references from the 
customers of their affiliates and other entities in the corporate family. 
 
Yes. 
 


65. Section 10.1.5 states that the respondent must place written responses "immediately 
following the applicable RFP question, statement and/or section." Does the State expect 
respondents to include all requirement language in our responses for Tab VI - Scope of 
Work (Section 4) and Tab VII - Company Background and References? For the Scope of 
Work, there are 141 pages of requirement language alone and including this material in the 
final response will greatly increase the volume of pages and material. 
 
The State expects the vendors to follow the format requirements as listed in the RFP this 
includes Section 10.1.5.   Sections of the RFP that are vendor informative only may be 
redacted. Responses must follow the format of the RFP. 
 


66. Section 10.2.2.6. In responding to the Tab VI Scope of Work (Section 4), are respondents 
expected to simply affirm their ability to meet each requirement, or is the State expecting 
more detail in how respondents will meet each requirement? 
 
Vendor is expected to provide appropriate information to demonstrate how they will meet 
each requirement.   
 


67. Attachment I. The posted Forms and Reporting Guide does not include all the items 
referenced in this section. Will DHCFP post complete Forms & Reporting Guide? 
 
Note tabs on the Attachment I on the Excel workbook.  
 


68. Attachment O. How will the administrative load change after the first year? Will the same 
percentage load be applied to each year? If so, will the administrative load be a percentage 
of premium or on a per member per month basis. 
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The administrative rate is a percentage of the premium. The rate may change from year to 
year, and will be determined by actuarial assessment within a sound range of age/gender 
cohort rates, applied risk assessment, and other industry standard factors. 
 


69. Attachment O. Is there a detailed format to be used for the cost proposal? How will the cost 
proposal be weighted in the final scoring of the bid? 
 
State purchasing rules dictate that scoring methodology, weights, etc, are not released 
until a Notice of Award is made.  Attachment O has cost proposal format.  
 


70. Please confirm that vendors should describe their value-added benefits (VAB) in response to 
5.1.11.1 with key information such as description, benefit limits, and eligibility categories. 
Please confirm also that VAB costs should be excluded from the cost proposal. 


 
Yes, to both.  
 


71. Section 1.8: This provision appears to require vendors offering the Silver and Gold health 
plan on the Individual Exchange to cover benefits for a period of time when a member 
transitions into the health plan. Please describe the process that will facilitate giving the HIX 
health plan information and details about the member's condition or existing services to be 
considered for a transition plan. 
 
See Question #49. 
 


72. RFP Section 10.1.5 states that “Written responses must be in bold/italics and placed 
immediately following the applicable RFP question, statement and/or section.” Are 
respondents expected to include section headings and narrative headings in bold/italics as 
well? We recommend allowing for headings to be in font styles other than bold/italics to 
make it easier for evaluators to differentiate headings from the narrative of the written 
response. 
 
Responses shall be as requested in the RFP. 
 


73. Regarding Section 1.1. Is there the possibility that the state will award Medicaid contracts to 
three MCOs instead of two due to the pending membership growth from ACA reform and 
the likelihood of the state adding more populations and/or geographic areas? 
 
No. 
 


74. Section 1.1 Does the covered population include Dual Eligibles? 
 
No. 
 


75. Section 1.1 If the state adds more populations and/or geographic areas to the MCO program, 
will the new proposed Care Management Organization (CMO) model still operate for those 
populations and/or geographic areas? If so, please explain how enrollment and auto-
assignment processes would work when both the MCO and CMO models are options. 
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Current populations eligible for the MCO program are not eligible for the CMO Program.   
CMO population is specifically for FFS.  
 


76. Section 1.1.4 For the Benchmark Plan: What is the legislative bill #? What is the expected 
date for passing the legislation? Is there a working document available for review? 
 
This information is contingent upon the Governor’s approval of the expanded population, 
and subsequent budget and possible legislative approval.  There is no bill number at this 
time.  There are no working documents available for review.  
 


77. Section 1.3.2.5 Please define "shadow claims". 
 
Encounter claims; claims collected but not paid by DHCFP. 
 


78. Section 1.4.2.1 Please verify that mental retardation is a covered benefit under this contract 
that the MCOs are responsible for managing the benefit, and will be at risk for costs of care. 
 
Mental retardation is not a benefit. 
 


79. Regarding Section 1.6.2.  If a Vendor includes a caveat to the RFP language in either the 
technical proposal or the cost proposal (Attachment O) does this section mean that the RFP 
language overrides that caveat? 
 
Any exceptions proposed should be clearly listed in the exceptions to the RFP Section.  
 


80. Regarding Section 1.8.  What are the timeframes for establishing Qualified Health Plans 
such as a readiness review? 
 
It is expected carriers will begin submitting QHPs to the Nevada Division of Insurance for 
rate review and certification on March 1, 2013.  It is expected the vendor will work with 
DHCFP to determine appropriate timelines for additional review. 
 


81. Regarding Section 1.8. In the layout of the response for the RFP, where would the response 
for the willingness to comply with section 1.8 needs to be placed? 
 
Directly following the paragraph that requires such response. 
 


82. Section 1.8 What are the HIX requirements for the State of Nevada? 
 
See www.exchange.nv.gov. 
 


83. Regarding Section 2. If a Vendor chooses to bid on the PEBP optional opportunity, what is 
the process for bidding on it? What are the components that must be submitted and how 
should they be submitted? 
 
The PEBP section of this RFP should be included as a separate stand-alone component of 
the vendor’s RFP response in such a manner that there is clear differentiation between 
the components of the vendor’s response that are directed towards the DHCFP project 
and those directed towards the PEBP project.  Since the DHCFP intends to award a 
contract or contracts from this RFP and PEBP may or may not award a contract from 



http://www.exchange.nv.gov
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this RFP, the components need to stand on their own merit.  If a vendor chooses to bid on 
the PEBP section of this RFP then each question in the section should be answered in 
order with appropriate detail.   
 


84. Regarding Section 2. Is the PEBP opportunity limited only to Vendors who bid on the 
Medicaid opportunity? 
 
Yes. 
 


85. Regarding Section 2.  Can further information be provided for the requirements of the 
optional proposal opportunity? 
 
This question is not specific enough for PEBP to answer.  See additional clarifications in 
responses to questions 19, 30, 31, 32, 33, 34, 43, 83 and 88.   
 


86. Regarding Section 2. In the layout of the response, where would the optional proposal 
opportunity for Section 2 be placed? 
 
Section 2. 
 


87. Regarding Section 1.8.10.  Is there a format or preference for the sample transition plan for 
drugs and services? 
 
No. 
 


88. Regarding Section 2.  If the state were to reserve the right to initiate service at an earlier 
date, how early could that be prior to the 7-1-2013 date? 
 
Amended Section 2.3:  
 
The effective date of the contract resulting from this RFP is anticipated to be July 1, 2013. 
; however, the State reserves the right to initiate service at an earlier date.  The contract 
term will be Four (4) years with a possible one (1) year extension.  No contract is deemed 
effective unless and until approved by the Nevada State Board of Examiners (NRS 
284.1729).  
 


89. Regarding Section 2.3. Does the right to change effective start date to an earlier date only 
apply to Section 2/Optional Proposal? 
 
See Question #88.  
 


90. Regarding Section 4.5.3.3. Will the state provide a list of “Essential Community Providers” 
falling under subsections A, B, C, J, K, and N? 
 
4.5.3.3 Essential Community Providers should be amended to: 
 
Examples of Essential Community Providers are listed in Attachment N.  An essential 
community provider is defined as a provider:   
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91. Regarding Section 3.  Are there more specific SMI and SED definitions including the level 
of “qualified provider” required to make this assessment and the range of diagnoses or 
conditions included? Are there specific forms used in administering the assessment? 
 
Refer to Section 400 of the Medicaid State Manual for provider information on SMI/SED 
and assessment.  
 


92. Regarding Section 3.  Are network providers and facilities in the MCO's network considered 
subcontractors? 
 
Section 3 is the Acronyms/Definitions section of the RFP.  The definition given for 
subcontractors is as follows:  “Third party, not directly employed by the contractor, who 
will provide services identified in this RFP.  This does not include third parties who 
provide support or incidental services to the contractor.”  If medical services are being 
provided as part of this contract, and those will be provided by a physician / hospital, etc., 
then this would mean they are a subcontractor.  That having been said, there are 
situations throughout the RFP where it is specifically stated that subcontractor 
requirements do not apply to medical providers.  The vendor should evaluate each 
requirement individually.  The part of the definition that says “This does not include 
third parties who provide support or incidental services to the contractor” is addressing 
janitorial services, landscapers, the company who delivers your bottled water, etc. 


 
93. Regarding Section 4.  Please provide the zip codes for urban Clark and Washoe counties. 


 
See Question #38. 
 


94. Regarding Section 4. Regarding the requirements of the ACA, can the wording be adjusted 
to clarify that Vendors only have to meet requirements relevant to functioning as a Medicaid 
MCO? 
 
In this particular section of the RFP the ACA requirements pertain only to this contract, 
therefore vendors only have to meet these requirements relevant to functioning as a 
Nevada Medicaid/ Nevada Check Up MCO.  To be clear, the State does not have an 
interest in the vendor’s commercial business, but we do not limit this requirement to only 
Title XIX recipients. 
 


95. Regarding Section 4. This section states that at the sole discretion of the DHCFP, the 
contract may be expanded to include services to Medicaid Aged, Blind, and Disabled 
recipients and that the DHCFP and the Vendor will negotiate mutually agreed on, actuarially 
sound capitated payment rates for the expansion at least 90 days prior to the effective date. 
What happens in the event that the DHCFP and the Vendor cannot come to a mutual 
agreement that rates for the expansion are actuarially sound? Can a Vendor opt not to 
participate in the expansion if they cannot reach agreement? 
 
The vendor cannot opt out of this requirement.  Rates are set by an independent actuarial 
firm under contract to DHCFP.  The rates must be determined to be actuarially sound by 
CMS.  If CMS determines the rates are sound then the vendor must accept this business.  
Any negotiations will be within an actuarially sound range and may not go outside that 
range.  This is exactly the same arrangement for the rest of the business with DHCFP; the 
State will never go outside of an actuarially sound range, neither higher nor lower, as 
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determined by our contracted actuarial firm.  To be clear this applies to TANF / CHAP 
and Nevada Check Up capitation payments, and it is always the State’s actuary who will 
set the rate, never the vendor’s actuary.  However, we encourage active participation by 
the vendors actuary during the rate setting period to point out any anomalies they feel 
should be considered. 
 


96. Regarding Section 4. Please confirm that any increase in costs to a Vendor related to 
payments to providers would be included as an adjustment to the capitation rate for actuarial 
soundness. 
 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; and, no, not “any” increase in cost to a Vendor 
would necessarily be included as an “adjustment” to the capitation rate, though increases 
in cost to a Vendor are indeed part of the rate development process. 
 


97. Section 4, 4th paragraph Does ‘urban area’ as referenced have the same geographical 
definition as the Division of Insurance’s use of ‘urban’ in stating the service area on an 
insurer’s Certificate of Authority? If not, please explain or list the difference(s). 
 
As used in this RFP, “urban area” means not rural or frontier and it is determined by zip 
code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not 
required to establish a provider network in any rural / frontier areas, nor are they 
required to serve any recipients who live in rural / frontier areas but could travel into an 
urban area.  Whether or not this matches the DOI Certificate of Authority definition is of 
no relevance to this proposal; however this does not excuse any vendor from meeting all 
DOI requirements. 
 


98. Section Last paragraph. What is the notice timeframe for the addition of services, if 
applicable? 
 
Section not defined, cannot respond.  
 


99. Section 4.2.1.4 As long as the MCO’s definition of “medically necessary services” is not 
more restrictive than the State, can the MCO utilize different authorization requirements 
than what is used by the State? 
 
The MCO can utilize different authorization requirements than what is used by the State, 
as long as they are not more restrictive.  It is important to note, though, that any services 
not covered by Medicaid will not be considered in future rate setting and should be 
considered as having been provided at the sole expense of the MCO.  For instance, you 
can offer infant circumcision to your Medicaid recipients but this is at your sole expense.   


 
Future rates will not be set using a “cost plus” methodology where an MCO would benefit 
from being inappropriately generous with their authorization requirements and profiting 
from an administrative markup on higher than necessary costs.  For instance if the State 
allows 10 units and you consistently authorize 30 units you may find that your costs will 
exceed your compensation.  On the other hand if by authorizing 30 units you achieve 
improved health outcomes then you might benefit financially from that decision. 
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100. Section 4.2.1.6 Please provide examples of circumstances where DHCFP would request the 
removal of a prior auth requirement. What information would the MCO be required to 
provide to DHCFP to make that decision? 
 
A decision during a fair hearing that contradicted the decision of an MCO and/or 
transition from FFS prior authorization to a managed care organization.  
 


101. Section 4.2.1.6, paragraph 3.  What criteria would the State utilize in removing prior 
authorization requirements? If the MCO could show financial impact on these changes, 
would the cap be adjusted mid contract/cycle? 
 
See Question #100; and No.  
 


102. Section 4.2.1.6. Does the MCO have the ability to implement authorization 
requirements/edits that are different than the fee-for-service program? 
 
The Vendor shall coordinate prior authorizations and edit patterns with those used in the 
fee-for-service program. 
 


103. Section 4.2.1.6.  Are the edit patterns available for those used in the fee-for-service 
program? 
 
Yes. 
 


104. Section 4.2.1.7.  Does the contracted provider network need to be submitted with the RFP? 
 
No. 
 


105. Section 4.2.1.7 Does the provider network supported by written agreements include Letters 
of Intent (LOIs) and Letters of Agreement (LOAs)? 
 
Yes. 
 


106. Section 4.2.1.7 item B.  Is there a listing of providers that currently do not accept Medicaid 
that could be provided by the state? 
 
No. 
 


107. Section 4.2.1.8 C.  Can the MCO limit the time period a member can use his/her current 
provider if an appropriate in-network provider is available? 
 
Yes. 
 


108. Section 4.2.1.8 Item A.  What type of provider is considered a state-operated clinic PCP? 
 
PCP clinic’s that are operated by the State of Nevada.   
 


109. Section 4.2.1.8 Item A.  What type of specialist does the state consider a PCP? 
 
Any specialist can be a PCP based on medically necessary conditions.  
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110. Section 4.2.2.24.d.  The list of Mental Health Services on page 45 includes: “D. Services”; 


Please verify that this is a typo. 
 
See Question #46. 
 


111. Section 4.2.2.29.  Does services rendered by an optometrist/optician include both medically 
necessary vision and routine vision services? 
 
Yes. 
 


112. Section 4.2.2.31.  What is considered as Personal Care Aide? 
 


See State Medicaid Services Manual Chapter 1402 Personal Care Aide Program.  
 


113. Section 4.2.2.47.  Please define court ordered treatment. 
 
This refers to court orders for treatment issued by a court in Nevada.  This will usually 
involve children and adolescents and ordered by a family court.   
 


114. Section 4.2.2.47.  Is the Vendor obligated to pay for court ordered services if they are not 
considered a covered service by the State or the Vendor? 
 
The vendor is obligated to reimburse medically necessary services that are within the State 
Plan and/or Managed Care contract if the recipient is eligible for Medicaid or Nevada 
Check UP.  
 


115. Section 4.2.3.1 Will the State provide identifiers on the eligibility file that indicate if the 
member is Native American? Are there other cultural/ethnic or race indicators on the 
eligibility file? 
 
Yes, to both.  


 
116. Section 4.2.3.3, 4th paragraph.  Please confirm if the current School District contracts will 


be maintained by the State or if the MCO will contract directly? Are there any contract 
nuance requirements such as exemption from co-pay, co-insurance, exemption from prior 
authorization or UM requirements, etc.? 
 
The current School District contracts will be maintained by the State; the MCO will not 
contract directly.  Since the MCO will not be part of these contracts there are no contract 
nuance requirements that the MCO needs to be aware of. 
 


117. Section 4.2.3.8.  What are the MCO’s alternatives if a member or member’s parent/guardian 
refuses to authorize an assessment for SMI or SED? 
 
The MCO will continue to case manage the recipient.  
 


118. Section 4.2.4 For Title XIX children, the Vendor is responsible for reimbursement of all 
medically necessary services under EPSDT whether or not the service is in the State Plan. 
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Will the cost of these services be included in the capitation revenue to the Vendor from 
DHCFP? 
 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; increases in cost to a Vendor are indeed part of 
the rate development process, and medically necessary EPSDT services would of course 
be accounted for in that process. 
 


119. Section 4.2.7.  What clinical guidelines may the Vendor use for developing the PDL? 
 
Refer to Chapter 1203.1A for coverage and limitations and Medicaid Operations Manual 
(MOM) Chapter 200 for Pharmacy & Therapeutics (P&T) Bylaws. 
 


120. Section 4.2.7 – general.  Are there prescription program benefits that limit number and/or 
type of prescriptions that can be filled per month? 
 
Refer to Medicaid Services Manual Chapter 1200. 
 


121. Section 4.2.7 – general.  Are all recipients entitled to the same prescription drug coverage 
benefit? Or does it vary based on medical assistance category? 
 
All recipients are entitled to the same prescription drug coverage benefit. 
 


122. Section 4.2.7 – general. May the Vendor define/determine what constitutes a specialty 
pharmacy product and must this definition be approved by the state? 
 
The vendor is expected to offer pharmacy benefits that mirror or exceed Medicaid FFS. 
 


123. Section 4.2.7 – general. Is the Vendor permitted to utilize a preferred specialty pharmacy for 
designated pharmaceuticals? 
 
Yes, however this pharmacy must be readily accessible to all of the plan’s members. 
 


124. Section 4.2.7 – general. Are there specific therapeutic categories of drugs that have 
mandated coverage rules? e.g. all HIV drugs must be on the PDL and may not require prior 
auth. 
 
Refer to Medicaid Services Manual Chapter 1200.  The vendor is expected to comply with 
NRS 422. 
 


125. Section 4.2.7 – general. Are the pharmacies that process prescription drug claims for 
Medicaid recipients required to have any additional or specific Medicaid registration with 
the state or are their usual NPIs acceptable? 
 
They must be enrolled as a Nevada Medicaid provider. 
 


126. Section 4.2.7 – general. Are there Medicaid recipients who reside outside the state where 
they may need to receive pharmacy services, such as, but not limited to, foster children in 
homes outside Nevada? 
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Yes. 
 


127. Section 4.2.7 – general.  Will Vendors be able to determine the prescription drug benefit 
design, such as days’ supply per fill, maintenance quantities, co-pays, refill too soon logic? 
 
Vendors may propose their drug benefit design, but should consult the Medicaid Services 
Manual Chapter 1200.  However, they may not be more restrictive than FFS and may not 
have co-pays. 
 


128. Section 4.2.7 – general.  For decisions on the medical necessity of a prior authorization for 
prescription drugs, may these decisions be determined by a qualified health care professional 
or must the decision be rendered by a medical director? 
 
Approvals may be made by an appropriate, qualified, licensed health care professional; 
denials may only be made by a licensed physician. 
 


129. Section 4.2.7 – general. For outpatient prescription drugs for the treatment of substance 
abuse, are they considered a behavioral health benefit or are they to be covered as part of a 
member's prescription drug benefit? 
 
What to consider these is entirely a decision of the vendor and may not be the same in 
every situation.  However, may never be less than FFS.  
 


130. Section 4.2.7 – general. For outpatient drugs to treat substance abuse disorders, are they 
covered for just the period of detox to prevent withdrawal or is maintenance therapy to be 
covered? 
 
Whatever is medically necessary. 
 


131. Section 4.2.7 – general. For outpatient drugs for maintenance of substance abuse disorder, 
are there limits in quantity, duration or scope to which a Vendor must cover this therapy? 
 
Whatever is medically necessary. 
 


132. Section 4.2.7 – general. If the Vendor may establish its own formulary/PDL based on 
clinical criteria, may the Vendor also establish its own prior authorization criteria and 
quantity limits for drugs on that PDL? 
 
Yes, based on best practice or evidence based practice standards. 
 


133. Section 4.2.7 – general. Is the Vendor required to gain approval of the individual prior 
authorization criteria from the state prior to use? 
 
No, as long as it is based on best practice or evidence based practice standards. 
 


134. Section 4.2.7 – general.  If the Vendor is required to get its prior auth criteria approved, 
through what process is this accomplished? 
 
The process of review for the prior authorization criteria would be in the Readiness 
Review. 
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135. Section 4.2.7.  May the Vendor’s transition of care policy for prescriptions be based solely 


on medical necessity and process of the Vendor or does the state have specific guidelines for 
this process, e.g. day supply and transition duration etc.? 
 
This RFP does not require any specific guidelines other than best practice or evidence 
based practice standards. 
  


136. Section 4.2.10.4.  How are FQHC wrap around payments currently handled and what is the 
expectation for the MCOs and wrap around payments with this contract? 
 
DHCFP is responsible for FQHC wrap payments; MCOs will be responsible for quarterly 
reporting on FQHC/RHC activity. 
 


137. Section 4.2.11.1 D. Is the DHCFP’s ability to require removal of the prior authorization 
requirement for various procedures based on reported approval data and any other relevant 
information limited to OB Global payments? 
 
No. 
 


138. Section 4.2.11.3.  Do Maternity Encounters need to be sent as a separate encounter file? 
 
No. See http://www.medicaid.nv.gov/providers/edi.aspx. 
 


139. Section 4.2.11.5.  Will the adjustment to the capitation payment be equivalent to what the 
Vendor will need to pay to providers? 
 
This is a risk-based contract; in some instances, Stop/loss claims for example, the State 
shares the risk. It is expected that Vendors will negotiate reasonable and advantageous 
terms with providers given the economies of scale associated with large membership(s). 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; increases in cost to a Vendor are indeed part of 
the rate development process, but this is not the sole consideration. 
 


140. Section 4.3.10.1. What is the mechanism for the State to inform the MCO of newly enrolled 
members with indicated medical conditions or members who are receiving specified 
services? 
 
No mechanism in place.  
 


141. Section 4.3.10.2. Is there a specified timeframe that the sharing of relevant patient 
information between MCOs or from/to FFS must occur when a member has been transferred 
from one Plan to another or to/from FFS? The only indication of a timeframe is specific to 
when a member is hospitalized at the time of the change and that is 5 days. 
 
Relevant patient information should be transferred within five (5) days.  
 


142. Section 4.4.1.1 DD.  Does this reference the first termination notice or should this reference 
a final termination notice? 
 



http://www.medicaid.nv.gov/providers/edi.aspx
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First Termination.  
 


143. Section 4.4.2.  What are the required hours of operation for Enrollee/Customer Services? 
 
At a minimum, traditional working hours of Monday through Friday, 8:00 a.m. through 
5:00 p.m., and not less than what may be provided to the Vendor’s commercial clients.   
 


144. Section 4.4.3.2. Will the state provide a current enrollment file to determine where the 
provider network will need to be located to meet the requirements of PCPs and Specialists as 
defined in NAC 695C.160? 
 
Vendor to supply information that it will meet NAC requirements.  
 


145. Section 4.5.  “Network providers are required to use designated practice guidelines…” Does 
the State have a set of guidelines that it intends to require? 
 
Refer to the remaining portion of the first sentence of Section 4.5, second paragraph: 
“…and protocols mutually agreeable to the Vendor and DHCFP.  Prior to the contract 
start date the Vendor shall identify the practice guidelines it intends to use for acceptance 
by DHCFP.   
 


146. Section 4.5.1.  Are the practice guidelines and protocols available currently? 
 
Yes, Refer to Question #145.  
 


147. Section 4.5.6.6.  Will the state change the year from 2014 to 2013 for this section? 
 
Yes.   


Section 4.5.6.6 should read:  The ACA requires increased payment to PCPs and certain 
specialty and subspecialty providers starting in 2013 2014. The Vendor must work 
cooperatively with DHCFP and its actuary to develop a methodology for identifying which 
portions of the capitation payment are directly attributable to this increase. The Vendor 
must comply with all ACA requirements regarding the PCP payment increase, including, 
but not limited to, providing reports that prove the additional portion of capitation was 
distributed to the physicians entitled to receive the higher reimbursement.  
 


148. Section 4.5.8 What is the projected turnaround time from the state to review all the provider 
and recipient communication? Does the state need to approve all documents prior to 
building the network for the RFP? 
 
Except for information expressly specified in the RFP with a specific turnaround time for 
review and approval on provider and recipient communication, the turnaround time is ten 
(10) days.  
 


149. Section 4.5.8.1 Provider Policy and Procedure Manual for each distinct class of provider – 
What is considered a distinct class of provider? 
 
See Attachment L – Provider Types.  
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150. Section 4.8.13.5 Please confirm that the state will permit Vendors to incorporate providers 
already participating in a Vendor's existing non-Medicaid network product that have current 
credentials without having to undergo a full re-credentialing event. 
 
The State will allow a Vendor to incorporate providers that have already undergone initial 
credentialing in the Vendor’s network ONLY if the credentialing process used to 
credential the provider was at least as stringent as the process listed in Section 8.8.13.5 of 
this RFP. The Vendor would have to demonstrate the stringency of the credentialing 
program to DHCFP in order for DHCFP to approve it. Further, the Vendor must follow 
the Recredentialing requirements listed in Section 4.8.13.6 for all providers 36 months 
after initial credentialing was approved. 
 


151. Section 4.8.13.5. If the state has credentialed a provider for Medicaid, can a new entrant 
Vendor use that status as part of the Vendor's credentialing process to streamline it and if so, 
for how long will that prior credentialing be valid? 
 
The Vendor is required to initially credential all providers in its network. 
 


152. Section 4.8.14.1 C. If a specialist is chosen as a PCP, how should that specialist be reported 
for network information? Does the specialist count as both a PCP and a specialist? 
 
If a specialist is chosen as a PCP, they should be reported as a specialist.  The specialist 
does not count as both.  
 


153. Section 4.8.17.1. Will the state require use of a particular set of clinical criteria, medical 
necessity guidelines, or utilization management criteria for prior authorizations and 
continuing care authorizations or will Vendors continue to use their own criteria provided 
that they meet accepted industry standards? 
 
The Vendor is expected to propose a set or sets of clinical criteria, medical necessity 
guidelines, and utilization management criteria to be used in its program and meet the 
requirements listed in Section 4.8.17 of this RFP. The Vendor is also expected to 
demonstrate how its proposed criteria and guidelines meet accepted industry standards. 
 


154. Section 4.8.18.2 B. Does the assessment only need to be provided for members new to 
Medicaid Managed Care? 
 
No. 
 


155. Section 4.9.2.2.  Are the race/ethnicity data collection categories requested the same as the 
federally identified 6 racial groups and Hispanic/Non Hispanic ethnicity groupings or is the 
state requiring additional local granular data collection? 


 
No. The State utilizes the more granular Department of Agriculture race distinctions. 
 
 


156. Section 4.10.2. RFP Performance Security Deposit requirement differs from Attachment E. 
Insurance Schedule (A.6). Please confirm bond amount and when it needs to be provided to 
the State. 
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The intent of the requirement of Section 4.10.2 is that the Vendor is required to provide a 
performance security deposit.  To conform to Section 4.10.2 Performance Security 
Deposit, Attachment E is amended to read as follows: 
 


The Vendor is required to provide a performance security deposit in the 
form of a bond furnished by a surety company authorized to do business 
in the State of Nevada to DHCFP in order to guarantee payment of the 
Vendor’s obligations under this contract.  The performance security 
deposit may be utilized by DHCFP to remedy any breach of contract or 
sanctions imposed on the Vendor and shall meet the following criteria: 
 
The amount of the performance security deposit shall be equal to one 
hundred and ten percent (110%) of highest month’s total capitation 
amount in the first quarter or fifteen million dollars ($15 million), 
whichever is greater. 


 
157. Section 4.10.5 Are there any performance guarantees for claims payment timeliness? 


 
Section 4.10.5.6 of the RFP spells out the requirements for timely claims payments, 
including Code of Federal Regulation (CFR) requirements.  Not meeting all federal 
requirements, including those for timely claims payment, may be considered a breach. 
 


158. Section 4.10.5.5. Please provide additional detail on the specific provider types and the 
percentages of DHCFP's payment responsibility as it relates to the following statement, "In 
addition, this system must include edits for unbundling and edits for certain provider types 
where DHCFP’s payment responsibility is for federal share only." 
 
At this time, there are no managed care situations where this occurs. However, in the 
future, the MCOs may be required to contend with other government entities and/or 
agreements in these types of situations. The vendor system must include edits that identify 
inappropriate bundling or unbundling of claims.   
 


159. Section 4.10.5.5. Is it the State's intent that the MCO manage and/or coordinate multiple 
funding streams when the DHCFP’s responsibility is for the Federal share only? 
 
No.  
 


160. Section 4.10.5.7. The RFP states that the Vendor shall verify reimbursed services were 
actually provided to enrolled recipients. What type of documentation is expected? 
 
The vendor should propose what documentation they would believe is appropriate to 
submit.  
 


161. Section 4.10.6. This section refers to Attachment I, which requires balance sheet 
information. To the extent that a Vendor contracts using a legal entity that writes multiple 
lines of business, is a combined balance sheet acceptable to meet these reporting 
requirements? 
 
Yes. 
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162. Section 4.10.6. This section requires a copy of the annual independent audit report as 
submitted to the Division of Insurance. If the Vendor will be contracting with DHCFP using 
an entity that is domiciled in another state that writes other lines of business, is the audit 
report that was submitted to the Insurance Department for that entity's state of domicile 
acceptable to meet this requirement? 
 
Yes. 
 


163. Section 4.10.6. This section refers to attachment I, which references Generally Accepted 
Accounting Principles as the basis of reporting. The audited financials are prepared on a 
statutory basis of accounting that differs from GAAP. Is that acceptable? 
 
Yes, however, please note this well and provide a narrative of differences. 
 


164. Section 4.10.7. What are the reporting requirements for Third-Party Liability? 
 
All information on the third party, including collections and collection attempts, are to be 
reported to DHCFP (including circumstances under which the third party refuses to pay) 
on the Third Party Quarterly Report located in the Forms and Reporting Guide. TPL and 
subrogation collections may also be reported to DHCFP through encounter data and 
other required reports. 
 
Amended language for 4.10.7, Third-Party Liability and Subrogation,  
 


4.10.7 Third-Party Liability and Subrogation 
 
Third-party liability (TPL) refers to any individual, entity (e.g., insurance 
company) or program (e.g., Medicare), including group health plans, as 
defined in Section 607(1) of the Employee Retirement Income Security 
Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 
6035 of the Deficit Reduction Act of 2005. TPL also includes the 
Coordination of Benefits (COB) cost avoidance and COB recovery. Under 
Section 1902(a) (25) of the Social Security Act, DHCFP and its providers 
are required to take all reasonable measures to identify legally liable third 
parties and treat verified TPL as a resource of the Medicaid and CHIP 
recipient.  
 
Subrogation is the principle under which an insurer that has paid a loss 
under an insurance policy is entitled to all the rights and remedies 
belonging to the insured against a third party with respect to any loss 
covered by the policy. 


 
The DHCFP contracted managed care organization, as the Division’s 
vendor, shall act as the State’s authorized agent for the limited purpose of 
TPL collection, within the limitation of the Fair Debt Collection Practices 
Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR 
§ 433.135 et seq and 42 CFR 433.147 154.  The managed care 
organization’s capitated payments include an offset in the rates for these 
collections. The contracted managed care organization shall vigorously 
pursue billing prior resources as these amounts are considered part of 
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their risk based capitation payment.  The managed care organization is 
required to secure signed acknowledgements from enrolled Medicaid 
recipients or their authorized representative confirming any prior 
resources (e.g., Medicare, worker’s compensation, private insurance, 
etc.). 
 
The contracted managed care organization must pursue third-party 
liability in accordance with 42 CFR 433.139 and Sections 103.6 104 and 
3603.20 23 of the Nevada Medicaid Services Manual.  The Vendor must 
also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The 
managed care organization may utilize the EVS eligibility system to assist 
in accomplishing this objective.  
 
The managed care organization is responsible not only for pursuing 
third-party resources that it identifies but also for pursuing third-party 
resources identified and communicated to the managed care organization 
by DHCFP. 
 
All information on the third party, including collections and collection 
attempts, are to be reported to DHCFP (including circumstances under 
which the third party refuses to pay) on the Third Party Quarterly Report 
located in the Forms and Reporting Guide. TPL and subrogation 
collections may also be reported to DHCFP through encounter data and 
other required reports.  The DHCFP will monitor and evaluate the 
managed care organization’s TPL and subrogation collection reports to 
validate collection activities and results. The managed care organization 
will then be expected to meet or exceed baseline target collections as 
determined by DHCFP and its actuaries.  The baseline target amount will 
be built into future rates. If the managed care organization does not meet 
or exceed baseline TPL and subrogation collections, DHCFP will 
conduct a review to determine if there is a legitimate reason.  If there is 
no legitimate reason as determined by the Division, the difference 
between baseline and actual collections will be deducted from the 
managed care organization’s costs before the data is used to set future 
rates.  DHCFP will prospectively adjust capitation rates to account for 
expected TPL collections. 
 
Vendor is required to obtain TPL information independently of DHCFP 
for the purpose of avoiding claim payments or recovering payments made 
from liable third parties.  TPL recovery may be incorporated into 
capitated rate development by DHCFP and its actuary. Vendor has 365 
days from claim paid date to recover TPL payment; after 365 days, 
Vendor forfeits the right to recovery to the State unless Vendor can 
provide evidence that the recovery effort is active and/or in dispute. 


 
 


165. Section 4.10.7. What is the current COB methodology for the State of Nevada? 
 
Medicaid is the Payor of last resort.   
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166. Section 4.10.7. Are there any provider groups excluded from COB? 


 
Yes- Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS);Children with 
Special Health Care Needs (CSHCN); and State Victims of Crime. 
 


167. Section 4.10.7. Will a COB indicator be present on the State eligibility file or transmitted to 
the Vendor in a separate file? 
 
No.   


 
168. Section 4.10.7. Are there instances when the state will waive the requirement to obtain 


signed acknowledgement of prior resources? As examples, instances where signature is 
unable to be obtained due to frequent address changes, or authorized representative may not 
be aware of or able to confirm other insurance coverage held by an estranged parent 
potentially located in another state or the authorized representative is unwilling to confirm 
prior resources due to concern for losing eligibility. 
 
No.  
 


169. Is it the intent of the State to have COB and subrogation reported on Report Q8? 
 
Yes, understanding COB and subrogation are two separate and distinct processes.   
 


170. Section 4.10.7. Is it the intent of the State to have all potential subrogation reported on 
Report Q8 or only those cases where there is a confirmed liable third party from a recovery 
that can be obtained? 
 
If subrogation is truly the DHCFP subrogation, when there has been an accident and 
there is another party (car insurance etc) that is responsible for damages, then we want all 
potential.  Refer to definition of Subrogation.  
 


171. Section 4.10.7 Please provide the baseline target collections amount. 
 
This will be determined by DHCFP’s actuary prior to the first program year.  
 


172. Section 4.10.7. Does the State have any provider groups/specialties that are not held to 
standard NAIC/COB processing guidelines? 
 
Indian Health Programs. 
 


173. Section 4.10.7 – Report Q8. Please advise what value is intended to be populated in the 
field, Enrollee Billing #. 
 
Vendor assigned individual enrollee billing number.  
 


174. Section 4.12.2. Can the Department elaborate on what the requirement is for this section or 
are you expecting our current HIPAA processing guidelines? 
 
Current HIPAA compliance processing and guidelines. 
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Amended Language:  
 
Section 4.12.2 The Vendor shall have an MIS capable of documenting administrative and 
clinical procedures while maintaining the privacy and confidentiality requirements 
pursuant to HIPAA. The Vendor shall provide DHCFP with aggregate performance and 
outcome data, as well as its policies for transmission of data from network providers. The 
Vendor shall submit its work plan or readiness survey assessing its ability to comply with 
Health Insurance Portability and Accountability Act (HIPAA) mandates in preparation 
for the standards and regulations.  Any re-tooling of the Vendor’s information system to 
become ICD-10 compliant will be solely at the vendor’s expense.  
 
 


175. Section 4.12.4.2 Please describe the current electronic verification system. 
 
It is a web-available eligibility and enrollment verification application that is updated on a 
daily basis for the purpose of providers’ gate-keeping recipients. 
 


176. Section 4.12.4.2 Please clarify that the MCO will be required to check the State’s website 
for member eligibility in addition to the eligibility feed data received from the State? 
 
That is the purpose of the electronic verification system (EVS). Typically, it is the service 
provider contracted by the MCO that performs this gate-keeping function, but it offers 
utility for the MCO as well (in cases where the MCO’s system is down or the system is out 
of sync due to eligibility transmittal processing lag). 
 


177. Section 4.14.1 Will separate encounter files be required for each line of business? 
 
See our EDI companion guides at: http://www.medicaid.nv.gov/providers/edi.aspx 
And the Rx companion guide at: http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx 
 


178. Section 4.14.8 Section states: This report is added to Section 6 of Attachment I, Forms and 
Reporting Guide. In what format would the state like the quarterly reports documenting the 
access and availability of the network? What is Section 6? 
 
Amended Language for 4.14.8 
 
The Vendor and its subcontractors must provide DHCFP with quarterly reports 
documenting the access and availability of its network.  Reports must be submitted within 
forty-five (45) business days after close of the quarter to which they apply.  This report is 
added to Section 6 of Attachment I, Forms and Reporting Guide. 
 


179. Section 4.15.2.15. Will MCOs be receiving daily enrollment files or monthly? 
 
Both. The daily is a delta file, changes only; the monthly is a comprehensive file. 
 


180. Section 4.15.2.15. Is this a 5010 834 daily file? 
 
Yes. 
 



http://www.medicaid.nv.gov/providers/edi.aspx

http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx
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181. Section 4.15.2.16. Is this a 5010 834 monthly file? 
 
Yes. 
 


182. Section 4.15.3.3. For encounters, please elaborate on what are the progressive sanctions and 
monetary penalties associated with not meeting the required standards? Are the sanctions 
and penalties assessed on a monthly, quarterly or annual basis? 
 
DHCFP and its fiscal agent have, since the writing of this RFP, embarked upon a data 
warehouse approach to encounters whereby no policy-related edits will be applied—only 
minimal edits will be applied such as record layout compliance, data type, and checksums. 
Minimum pass rates will apply; transmittals to DHCFP’s actuary will also remain in 
place until such time as the data warehouse solution provides a means for DHCFP to 
provide rate-setting data to its actuary. 


 
To answer the question directly, it is only “In the event the Vendor fails to demonstrate 
affirmative, good faith efforts to achieve these requirements” that any sanctions would 
apply. 
 


183. Section 4.15.5. Can the state clarify the definition of a “shadow claim”? 
 
See Question #77. 
 


184. Section 4.15.5. Are taxonomy codes required for all providers? 
 
Yes. 
 


185. Section 4.16.6. The link in the RFP links to the Healthlink data site. Is this correct or is there 
another location for the requirements document layouts? 
 
4.16.6..18 MIS – Health Plan Notification. 
 
All transactions must be HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, EDI 
Companion Guides can be found at the following website: 
http://www.healthlink.com/edi_companion_guide.asp  
http://www.medicaid.nv.gov/providers/edi.aspx.  These companion guides contain HIPAA 
compliant technical specifications.  
 


186. Section 5.1.9. For the five (5) pages limit, is that intended for 5.1.9.1 A through L or for the 
5.1.9 statement? 
 
Yes. 
 


187. Section 5.1.9.1 C. Please clarify the definition for the following terms in the RFP: 
Contractor, Firm, MCO, Vendor, Organization. 
 
Both “Contractor” and “Vendor” are defined in the Acronyms/Definitions section of the 
RFP.  The terms “Firm” and “Organization” have no peculiar meaning in this RFP that 
would require clarification.  The term “MCO” is an acronym that stands for Managed 



http://www.healthlink.com/edi_companion_guide.asp

http://www.medicaid.nv.gov/providers/edi.aspx
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Care Organization.  It would be advisable for any vendor who does not understand these 
terms to carefully consider whether they are qualified to meet the requirements of this 
RFP before bidding. 
 


188. Section 5.1.9.1 F. Does organization refer to the parent company? 
 
Yes. 
 


189. Section 5.1.9.1 K and L. Does organization refer to the parent company? 
 
Yes.  This section is entirely concerned with the parent company. 
 


190. Section 5.1.10. Can the response in this section refer to the parent company? 
 
The intent of this section is that the proposer will give an accurate representation of 
whatever entity will be providing these services for the State.  Please feel free to also 
provide information on the parent company if you feel that would be beneficial. 
 


191. Section 5.1.10.1 H. Are specific, non-key or non-senior management staff to be named in 
this response? 
 
Vendor is to determine who would be appropriate staff to be named in the response.  
 


192. Section 5.1.10.1 I. Does “organization”  refer to the parent company? 
 
The intent of this section is that the proposer will give an accurate representation of 
whatever entity will be providing these services for the State.  Please feel free to also 
provide information on the parent company if you feel that would be beneficial. 
 


193. Section 5.1.9.1. There is a five (5) page limit for this section. Will the requested 
organizational chart count as one of the pages? 
 
Yes. 
 


194. Section 5.1.9.1 H. How is “specialization” defined in this context? 
 
The following are provided as examples of specialization:  Do you specialize in Medicaid 
managed care, or is your specialty commercial health insurance with a Medicaid 
component?  Do you specialize in Medicare Special Needs Plans and are looking to 
expand into the Medicaid market? 
 


195. Section 5.1.9.1 I. Instead of 2004 and 2005, for which years should the requested 
information be provided? 
 
See Question #20.  
 


196. Section 5.1.10.1 F. Are the actual staff names required for the staff level positions such as 
concurrent review nurses, case managers or claims processors? What level of staff are actual 
names needed? Are FTE numbers sufficient by position? 
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Key management personnel must be named; operational staff members may be identified 
by FTE numbers.  If FTE numbers are used please indicate the actual number of staff 
and the percentage of their time that will be dedicated to Nevada Medicaid. 
 


197. Section 5.1.10.1 E. The RFP requires that we provide names and resumes for key personnel. 
For new Vendors (entrants), can we submit an organizational chart with proposed “positions 
and job descriptions” opposed to “names and resumes” for positions that will be filled upon 
contract award? Please confirm "senior management" should be included with "key 
personnel". 
 
Senior Management should be included with key personnel.  You may submit an 
organizational chart with proposed positions and job descriptions.  However, the State 
reserves the right to review the intended hire for the new position. 
 


198. Section 5.1.11.3 A. Is it acceptable to provide a sample copy of an enrollee handbook and 
identification card that are currently used by one of our parent company’s Medicaid health 
plans in another state? 
 
 Yes. 
 


199. Section 5.1.11.4 H. How should Vendors respond to this question since the NPI 5/23/2007 
deadline is in the past? 
 
Section 5.1.11.4.H should read: 
 
The National provider Identifier (NPI) is the standard unique health identifier for health 
care providers.  Health plans must use the NPIs of any health care provider or subpart to 
identify the health care provider or subpart in standard transaction.  By the 05/23/07 
compliance date.  How will your health plan be prepare for use of NPIs to identify 
providers on standard transactions in order to be in compliance by the deadlines of 
05/23/07? 
 


200. Section 5.1.11.5 C What level of success has DHCFP had with collecting race, ethnicity and 
language data? How detailed is the data provided by DHCFP to MCOs currently? 
 
Information is self-reported and validated during in-person interviews for eligibility 
determinations and are limited in scope.  
 


201. Section 5.1.11.10.  Should the last sentence end with the word “acknowledge” or is the end 
of the sentence missing? 
 
 Modify to acknowledge receipt of the DHCFP financial reporting requirements.   
 


202. Section 5.2. Please confirm subcontractors do not include providers (PCPs and Specialists)? 
 
Yes, subcontractors do not include network providers.  
 


203. Section 5.2. Please confirm subcontractors are defined as those managing health services 
only? 
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See Question #202. 
 


204. Section 5.2.1.4. Is it correct that information for any proposed subcontractors must be 
provided for all of Section 5.1? Most of the 5.1 subsections have questions that are not 
applicable for a proposed subcontractor. Please clarify which subsections/questions within 
Section 5.1 are required for proposed subcontractor information. 
 
Yes, this is correct. 
 


205. Section 5.3.1. Are references able to be submitted for the parent organization for new 
entrants to Nevada Medicaid Managed Care? 
 
References need to be submitted for the vendor that will be proposing on the RFP. 
 


206. Section 5.3.1. Can references be mailed in for purposes of tracking and ensuring the 
minimum number of references are received? 
 
References must not be sent in by the vendor that is proposing on the project. 
 


207. Section 6. Please clarify the last sentence of Section 6 “Vendors must provide detailed fixed 
prices of all costs associated with the responsibilities and related services. 
 
Amend the last sentence of Section 6 to read: 
 
Vendors must provide detailed fixed prices of all costs associated with the responsibilities 
and related service for this RFP. 
 


208. Section 6.1. RFP refers reader to Section 10, proposal submission requirements form and 
content regarding the administrative cost submission. It is not clear from that section what 
format is being requested. Is there a specific cost template that respondents should 
complete? Can this be clarified? 
 
Please respond to the Cost Sheet located in the RFP as Attachment O. 
 


209. Section 6.2. Are we to include the Non-Medical costs as part of the Non-Medical 
Administrative cost component even though they are considered to not be administrative 
costs? 
 
Yes. Administrative and Non-Medical costs together are the “administrative load” 
percentage, however, we require them to be detailed distinctly. 
 


210. Section 6.1.1. Please clarify whether overall administrative costs refers to overall Non-
Medical Administrative costs or the combination of Non-Medical and Medical 
administrative costs. 
 
See Question #209. 
 


211. Section 6.1.1. In the event that a Vendor had to rent space solely for the administration of 
this contract, should that be considered a direct cost? 
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No. 
 


212. Section 6.1.2. To the extent that we have allocated indirect costs to the Medical component 
of administrative costs, what additional supporting detail will be required? 


 
The precise nature of indirect costs allocated. 
 


213. Section 6.2.1. Is the expectation that the profit % is explicitly disclosed as a component of 
the Non-Medical Administrative costs in 6.1.1? 
 
Yes, the Sections are distinct.  
  


214. Section 6.2.2. Please clarify what is being requested for this portion of the rate? Is this a 
subset of the profit load? 
 
The two are distinct within this section. The respondent may not necessarily allocate for 
risk/contingency. 
 


215. Section 8.2.1. Should the “Section 10.1.1 through Section 10.1.3” referenced actually be 
Section 8.1.1 through Section 8.1.3? 
 
No. 
 


216. Section 8.2.1. This section states that additional questions may be submitted via email. Does 
this mean that the second set of questions may be submitted in two ways, either by email or 
by using the RFP Question Submittal Form referenced in Section 8.1.1? 
 
No.  Please follow the directions listed for the second set of questions. 
 


217. Section 10.1.5. Are both bold and italics required for response text or can it be one or the 
other? 
 
Either is fine. 
 


218. Section 10.1.5. Do Vendors have the discretion to use different colors for RFP question text 
and response text to more clearly differentiate the two types of text? 
 
You may send your questions to State Purchasing using different colors if you want. 
 


219. Section 10.2.2.4 E & F E: Can you provide more details regarding “Vendor licensing 
agreements”? F: Other than the DOI operating license, what type of licenses and/or 
certifications are needed from Vendors? 
 
Vendors are expected to know what other licenses are required to do business within the 
State of Nevada. 
 


220. Section 10.2.2.5. Since exceptions and/or assumptions will be stated on Attachment B, is it 
necessary to restate those exceptions and/or assumptions where the language is located in 
the RFP document or is it sufficient to state that Attachment B has the exceptions and/or 
assumptions related to that RFP document language? 
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All exceptions and assumptions must be stated on Attachment B. Further, if within the 
body of the RFP a question is asked which you disagree with, the State expects an answer 
stating so. See 10.2.2.5 regarding documenting technical exceptions and/or assumptions. 
 


221. Section 10.6.4.1. For the Master CD contents, there is no mention of Part III – Confidential 
Financial. Should Part III be included on the Master CD? If not, should a separate CD be 
provided for it or should Part III not be provided electronically? 
 
A separate CD for Part III may be provided. 
 


222. Section 11.1. Will any further scoring information be released prior to the award of the 
RFP? 
 
No. 
 


223. Section 11.3. For the layout of the RFP response, where would this response need to be 
placed? 
 
Please refer to Section 5.1.7. 
 


224. Section Attachment E – Insurance Schedule A.6. Will the State approve use of Surety’s 
annual bond form for the Performance Security Deposit? 


 
The approved forms of performance security deposit are outlined in Attachment E – 
Insurance.  
 


225. Section Attachment J. Please confirm these capitated rates are in effect for November 1, 
2012. 
 
Yes. Typically, rates are set for a calendar year, though DHCFP reserves the right to 
assess rates at any time. 
 


226. Section Attachment N Please indicate if this attachment can be expanded to include cost 
(paid dollars and per member per month amounts) elements by category of aid and category 
of service (Inpatient, outpatient, ER, etc) for bidders' assessments in evaluation of 
opportunities and administrative expectations for this bid. 
 
It cannot.  
 


227. Section Attachment O. The attachment refers to the administrative costs being reflected 
relative to rates effective November 1, 2012. Please clarify if we need to show 
administrative costs relative to each rate cell, region, and MCO. 
 
You may at your discretion however you must also include a combined administrative rate 
for statewide operations. 
 


228. Section Attachment O. Please confirm administrative costs are to be reflected as a 
percentage of revenue. 
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Yes. 
 


229. Section 1.8. Will the MCO transitional products be available to any Nevada resident or just 
those coming off Medicaid? 
 
See Question #7. 
 


230. Section 1.8. How long will someone be eligible for enrollment in the MCO Transition QHP 
(less than 1 year, 1 year, more)? 
 
See Question #7. 
 


231. Section 1.8. Will the state subsidize the MCO Transition QHP product beyond the federal 
subsidies or at least for the additional MCO benefits beyond Essential Health Benefits? 
 
No.  Such additional benefits are transitional in nature only and are only provided due to 
an episode of care that occurs during a loss of Medicaid eligibility.  These benefits would 
not be available to any other individual on the MCO Transition QHP. 
 


232. Section 1.8. There is a “priced reasonably” requirement – will the state provide MCOs with 
information to assist in pricing within the desired range? 
 
No. 
 


233. Section 1.8. What types of QHPs is the “priced reasonably” requirement comparing the 
MCO Transition QHP to? 
 
 “Other QHPs available on the Exchange” means QHPs offered in the same metal tier as 
MCO Transition QHP. 
 


234. Section 1.8. For the “priced reasonably” requirement, how is “geographic location” for 
similarly situated individuals defined (e.g., zip code, city, county, etc.)? 
 
The geographic location is the standard service area that will be defined by the State 
pursuant to the Affordable Care Act. 
 


235. Section 1.8. When is the “priced reasonably” requirement determined? Will this occur 
before or after the anticipated BOE approval of the awarded Medicaid MCOs’ contracts? 
 
This requirement cannot be determined until other QHPs have been submitted to the 
Division of Insurance for rate review (after March 1, 2013), which will likely be after 
BOE approval of the Medicaid MCO contracts.  Also, See Question #21. 
 


236. Section 1.8. What happens if an MCO is determined not to have priced the MCO Transition 
QHP reasonably? Does an MCO have an opportunity to re-price? If not or we are unable to 
re-price, what happens to the MCO’s Medicaid membership, assuming that the pricing 
determination occurs after Medicaid enrollment begins for the new contract, and when 
would it happen? When would the MCO have another chance for Transition QHP approval? 
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DHCFP and Exchange staff will work with the vendor to help meet the goals of section 
1.8 for the enrollment deadline of October 1, 2013.  Also, see questions 21 and 244. 
 


237. Section 1.8. What sort of data reporting will the state require for the MCO Transition QHP 
members? 
 
The State will require the MCO Transition QHP meet the same reporting requirements of 
other QHPs.  For the requirements of section 1.8 that are more stringent than those 
required of other QHPs, DHCFP staff will work with the vendor to provide the 
appropriate reporting to measure the requirements. 
 


238. Section 1.8. Will the state require some handoff in the reverse situation – moving from 
MCO Transition QHP to Medicaid MCO? 
 
The State expects an appropriate level of coordination between the MCO QHP and 
Medicaid Vendor(s) plans, especially with respect to requirement 1.8.7.  All other 
requirements in section 1.8 apply only to the MCO Transition QHP. See Section 
4.8.18.2.D for more information. 
 


239. Section 4.10.7. Please advise if the Medicaid enrollment form contains a release of 
information that extends to the MCO and the applicability to which this would extend to the 
requirement to obtain a signed acknowledgement from the member. 
 
Third-party liability (TPL) is a self reporting element. MCO’s are responsible for 
developing and distributing communication forms to enrolled Medicaid recipients after 
DHCFP approval. 
 


240. Section 5.1.9.1 C.  Please clarify what the “preference” is that could be applied and how is 
“inverse preference” defined? 
 
Per NRS Statute 333.336, Nevada Based Business Owned by Service Related Disabled 
Veteran describes the only allowable preference within the State of Nevada. 
 
Inverse preference does not apply for this RFP.  


241. Section 5.1.9.1 C. What is the specific Nevada Revised Statute that is applicable for this 
preference? 
 
See Question # 240. 
 


242. Section 5.1.10 – 5.2.1.4. Are there any page limits for responses to any of the 5.1.10 through 
5.2.1.4 sections? 
 
No. 


 
243. Section 10.2.2.6 and 13. Should the referenced section for Tab VI be Section 4 instead of 


Section 3? 
 
Yes. 
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244. Section 10.2.2.7 and 13. Should the referenced section for Tab VII be Section 5 instead of 
Section 4? 
 
Yes. 
 


245. Section 4.2.1.16.D.1-3. Please define what constitutes vital materials. 
 
Vital materials are anything that contains information that could directly impact the 
enrollees care, services or coverage.   
 


246. Section State Plan XIX, 3.1-12.a.4. Turnaround times on prior authorization of drugs is 24 
hours for a response; Is a response required to be a decision of coverage? 
 
A response may be an approval or a denial of the authorization request. 
 


247. Section State Plan XIX, 3.1-12.a.4. If more information is needed from the requesting 
provider to determine the medical necessity of a prior authorization request, can additional 
information be requested? 
 
Yes, in compliance with MSM 3600 and 42 CFR 438.114. 
 


248. Section State Plan XIX, 3.1-12.a.4. If additional information is requested to complete a prior 
authorization request, what timeframe may the Vendor hold the request to await the 
requested info? 
 
The business processing operating procedures are five (5) days.  
 


249. Section 4.3.5.1. Please confirm that the Vendor is responsible for making the determination 
if the member is able to disenroll from the plan outside of the open enrollment period. What 
role does the State play in regard to member disenrollment? 
 
Yes, the Vendor is responsible for determining recipient request for dis-enrollment, refer 
to MSM 3603.15. DHCFP’s role is to support MCO decision and provide State Fair 
Hearing process if requested. 
 


250. Section 4.5.8 and 4.5.8.2 B. Should the provider newsletter timeframe for approval be ten 
days instead of twenty days? 
 
Yes.  
 


251. Section 7. Please confirm that this report is for total accumulative dollars paid over $20,000 
per member. 
  
Yes. 
 


252. Section 4. Other than specific sections in section 5 requiring section 4 to be answered, are 
“understand and comply” responses acceptable? 
 
Yes. 
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This document must be submitted in the “State 
Documents” section/tab of vendors’ technical proposal 


 


253. Section GENERAL. Are there any EOB printing requirements? 
 
Yes, See Section 4.2.1.16.D.2 
 


254. Section GENERAL. Are there specific behavioral health facility and practitioner access 
standards or are these providers included under the general heading of “Specialist” 
providers? If different access standards do exist, what are they? 
 
Yes, they are included under the general heading of “Specialist.”  Refer to MSM 400 for 
any specific behavioral health practitioner standards.  
 


255. Section 10.2. Are transmittal/introductory letters allowed with the RFP submission? If so, 
can the letter be placed prior to Tab I? 
 
This is allowed and the placement is a determination made by the vendor not the State. 
 


256. Section GENERAL. How many years of prior claims history will the state provide to new 
Vendors? 
 
Two years will be provided to the vendor(s) awarded the contract(s).  
 


 
ALL ELSE REMAINS THE SAME FOR RFP 1988. 
 


Vendor shall sign and return this amendment with proposal submitted. 
 
NAME OF VENDOR  Altius Health Plans, Inc. 
AUTHORIZED 
SIGNATURE 


 


TITLE Chief Executive Officer DATE  November 7, 2012 
 


RFP 1988 Amendment 1 
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State of Nevada Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 


 


 
 


Administrator 


 
SUBJECT: Amendment 2 to Request for Proposal 1988 


DATE OF AMENDMENT: October 30, 2012 


DATE OF RFP RELEASE: September 7, 2012 


DATE AND TIME OF OPENING: November 15, 2012 @ 2:00 P.M. 


AGENCY CONTACT: Gail Burchett, Procurement Staff Member 
 
 
The following shall be a part of RFP 1988 for Medicaid Managed Care Organization Services.  
If a vendor has already returned a proposal and any of the information provided below changes 
that proposal, please submit the changes along with this amendment.  You need not re-submit an 
entire proposal prior to the opening date and time. 
 
 
Section I: RFP CHANGES 
 
Item: 1 State Solicitation, Scope of Work, “Disenrollment Requirements and Limitations,” 
Section 4.3.5.1(d) should be amended as follows:  
 
Current RFP Language:  
 
4.3.5.1(d) Other reasons, including but not limited to, poor quality of care, lack of access to 


services covered under the contract, or lack of access to providers experienced in 
dealing with the recipient's health care needs. 


 
Amended RFP Language:  
 
4.3.5.1(d)  Other reasons, including but not limited to, poor quality of care, lack of access to 


services covered under the contract, lack of access to providers experienced in 
dealing with the recipient's health care needs or when the State imposes 
intermediate sanctions, as described in 42 CFR 438.702(a)(3). 


 
Item: 2 State Solicitation, Scope of Work, “Member Handbook,” Section 4.4.1.1.CC, should 
be amended as follows:  
 
Current RFP Language: 
 
4.4.1.1. CC The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above.  The Vendor shall 
issue updates to the Member Handbook on a monthly basis when there are 
material changes that will affect access to services and information about the 
Managed Care Program; this includes additions and changes to the provider 
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network.  The Vendor shall also provide such notices in its semi-annual recipient 
newsletters and shall maintain documentation verifying handbook updates. 


 
Amended RFP Language:  
 
4.4.1.1. CC The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above.  The Vendor shall 
issue updates to the Member Handbook, 30-days before the intended effective 
date, as described in 42 CFR 438.10(f)(4), when there are material changes that 
will affect access to services and information about the Managed Care Program; 
this includes additions and changes to the provider network.  The Vendor shall 
also provide such notices in its semi-annual recipient newsletters and shall 
maintain documentation verifying handbook updates 


 
Item: 3 State Solicitation, Scope of Work, “Network,” Section 4.5.2 should be amended as 
follows:  
 
Current RFP Language: 
 
4.5.2 The Vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 
or certification under applicable State law, solely on the basis of that license or 
certification.  If the Vendor declines to include an individual or groups of 
providers in its network, it must give the affected network provider(s) written 
notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to 
require the Vendor to contract with providers beyond the number necessary to 
meet the needs of its members; or, preclude the Vendor from using different 
reimbursement amounts for different specialties or for different practitioners in 
the same specialty; or, preclude the Vendor from establishing measures that are 
designed to maintain quality of services and control costs and are consistent with 
its responsibilities to members. 


 
The Vendor must provide to the State supporting documentation, in a format 
specified by the State, which demonstrates it has the capacity to serve the 
expected enrollment in its service area in accordance with the State’s standards 
for access to care. Such documentation must demonstrate that the Vendor offers 
an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a 
contract with the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the Vendor’s operations that would affect 
adequate capacity and services. A significant change includes but may not be 
limited to:  changes in the Vendor’s services, benefits, geographic service area or 
payments; or, enrollment of a new population in the network. 


 
Amended RFP Language:  
 
4.5.2 The Vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 
or certification under applicable State law, solely on the basis of that license, 
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specialty or certification.  If the Vendor declines to include an individual or 
groups of providers in its network, it must give the affected network provider(s) 
written notice of the reason for its decision. 42 CFR 438.12 (a) may not be 
construed to require the Vendor to contract with providers beyond the number 
necessary to meet the needs of its members; or, preclude the Vendor from using 
different reimbursement amounts for different specialties or for different 
practitioners in the same specialty; or, preclude the Vendor from establishing 
measures that are designed to maintain quality of services and control costs and 
are consistent with its responsibilities to members. 


 
The Vendor must provide to the State supporting documentation, in a format 
specified by the State, which demonstrates it has the capacity to serve the 
expected enrollment in its service area in accordance with the State’s standards 
for access to care. Such documentation must demonstrate that the Vendor offers 
an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a 
contract with the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the Vendor’s operations that would affect 
adequate capacity and services. A significant change includes but may not be 
limited to:  changes in the Vendor’s services, benefits, geographic service area or 
payments; or, enrollment of a new population in the network. 


 
Item: 4 State Solicitation, Scope of Work, “Provider Contracts,” Section 4.5.6.7, should be 
amended as follows:  
 
Current RFP Language: 


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and 
the reporting requirements outlined in 42 CFR 423.208 and 423.10.  The Vendor 
must provide information regarding its physician incentive plan(s) to the State, 
CMS, and any Medicaid and Nevada Check Up recipient, upon request.  The rules 
and guidelines for physician incentive plans also apply to the Vendor’s 
subcontractors. 


 
Amended RFP Language:  


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and 
the reporting requirements outlined in 42 CFR 422.208 and 422.210, pursuant to 
42 CFR 438.6(h) (1).  The Vendor must provide information regarding its 
physician incentive plan(s) to the State, CMS, and any Medicaid and Nevada 
Check Up recipient, upon request.  The rules and guidelines for physician 
incentive plans also apply to the Vendor’s subcontractors.  


 
Item: 5 State Solicitation, Scope of Work, “Provider Contracts,” Section 4.5.6.11 should be 
amended as follows:  
 
Current RFP Language: 
 
No current language 
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Amended RFP Language:  
 
4.5.6.11 The Vendor(s) will support and participate in all activities related to the DHCFP’s 


Medicaid Adult Incentive Grant.  The Vendor(s) must participate in any future 
grants awarded to Medicaid that affect MCOs or MCO members.   


 
Item: 6 State Solicitation, Scope of Work, “Medical Records,” Section 4.6, should be amended 
as follows:  
 
Current RFP Language: 
 
4.6 Complete medical records shall be maintained by the Vendor’s contracted 


providers, for each enrolled recipient in accordance with Standard XII, Section 
4.9.18 of this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 
 
The Vendor shall have written policies and procedures to maintain the 
confidentiality of all medical records and, pursuant to Standard XII, Section 
4.9.18, accessibility and availability of medical records, record keeping, and 
record review process. Not more than ten (10) calendar days after submitting a 
request, the State shall have access to a member’s medical record, whether 
electronic or paper, and has the right to obtain copies at the Vendor’s expense. 


 
The recipient’s medical record is the property of the provider who generates the 
record. The Vendor shall assist the member or the parent/legal guardian of the 
member in obtaining a copy of the member’s medical records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon 
receipt of such a request but not more than thirty (30) calendar days from the date 
of request. Each member or parent/legal guardian of the member is entitled to one 
(1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish 
such records. 


 
When an enrolled recipient changes primary care providers and/or health plans, 
the Vendor’s contracted provider must forward all medical records in their 
possession to the new provider within ten (10) working days from receipt of the 
request.  


 
Amended RFP Language:  
 
4.6 Complete medical records shall be maintained by the Vendor’s contracted 


providers, for each enrolled recipient in accordance with Standard XII, Section 
4.8.16 of this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 


 
The Vendor shall have written policies and procedures to maintain the 
confidentiality of all medical records and, pursuant to Standard XII, Section 
4.8.16, accessibility and availability of medical records, record keeping, and 
record review process. Not more than ten (10) calendar days after submitting a 
request, the State shall have access to a member’s medical record, whether 
electronic or paper, and has the right to obtain copies at the Vendor’s expense. 
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The recipient’s medical record is the property of the provider who generates the 
record. The Vendor shall assist the member or the parent/legal guardian of the 
member in obtaining a copy of the member’s medical records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon 
receipt of such a request but not more than thirty (30) calendar days from the date 
of request. Each member or parent/legal guardian of the member is entitled to one 
(1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish 
such records. 


 
When an enrolled recipient changes primary care providers and/or health plans, 
the Vendor’s contracted provider must forward all medical records in their 
possession to the new provider within ten (10) working days from receipt of the 
request. 


 
Item: 7 State Solicitation, Scope of Work, “Mental Health,” Section 4.7.2.4 should be 
amended as follows:  
 
Current RFP Language:  
 
4.7.2.4 Mental Health 


 
B. Required Measures 
 


 The following HEDIS measures will be reported:  
 


1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 
Care and Ambulatory Services 


 
2.  Follow-Up after Hospitalization for Mental Illness 
 
3. The percentage of discharges for members six (6) years of age and older who were 


hospitalized for treatment of selected mental health disorders, who were continuously 
enrolled for thirty (30) days after discharge (without gaps) and who were seen on an 
ambulatory basis or who were in day/night treatment with a mental health provider. 


 
4. Two (2) separate calculations are required:  


 
a. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to thirty (30) days 
after hospital discharge, and 


 
b. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to seven (7) days 
after hospital discharge. 
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Amended RFP Language  
 


4.7.2.4  Mental Health 
 


B. Required Measures 
 


The following HEDIS measures will be reported:  
 
1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 


Care and Ambulatory Services 
 
2. Follow-Up After Hospitalization for Mental Illness - The percentage of discharges for 


members six (6) years of age and older who were hospitalized for treatment of 
selected mental health disorders, who were continuously enrolled for thirty (30) days 
after discharge (without gaps) and who were seen on an ambulatory basis or who 
were in day/night treatment with a mental health provider. Two (2) separate 
calculations are required:  


 
a. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to thirty (30) days 
after hospital discharge, and 


 
b. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to seven (7) days 
after hospital discharge. 


 
Item: 8 State Solicitation, Scope of Work, “State Quality and Performance Improvement,” 
Section 4.9 Title should be amended as follows:  
 
Current RFP Language: 
 
4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATERGY 
 
Amended RFP Language:  
 
4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATEGY 
 
Item: 9  State Solicitation, Scope of Work, “Enrollee Grievances and Appeals,” Section 4.11.1, 
should be amended as follows:  
 
Current RFP Language: 
 
4.11.1 The authority for the following provisions concerning Enrollee Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), and 
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483.23(a) (5) (ii). NRS695G.090 exempts Medicaid from the provisions of NRS 
695G.200- 695G 230 that regard grievances and appeals. 


 
The Vendor’s enrollee grievance and appeal system must be in writing and 
submitted to DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the Vendor’s 
enrollee grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The 
Vendor may not implement any policies and procedures concerning its enrollee 
grievance and appeal system without first obtaining the written approval of the 
DHCFP. 


 
An enrollee or an enrollee’s representative (including a provider on behalf of an 
enrollee) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the Vendor for 
resolution. In the event a provider files an appeal on the enrollee’s behalf, the 
provider must first obtain the enrollee’s written permission with the exception of 
an expedited appeal (Refer to RFP Section 4.11.4.3). 


 
In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, 
but if not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The Vendor is required to provide access to and information about the 
State Fair Hearing process in the event an enrollee’s appeal is not resolved in 
favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


 
An enrollee may file an appeal or grievance either orally or in writing. Unless the 
enrollee has requested an expedited resolution, an oral appeal may be followed by 
a written, signed appeal. If a grievance or appeal is filed orally, the Vendor is 
required to document the contact for tracking purposes and to establish the earliest 
date of receipt.  There is no requirement to track routine telephone inquiries. 


 
For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry.  An appeal is a specific request for 
review of one of the following actions: 


 
Amended RFP Language:  
 
4.11.1 The authority for the following provisions concerning Enrollee Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 
483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the 
provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


 
The Vendor’s enrollee grievance and appeal system must be in writing and 
submitted to DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the Vendor’s 
enrollee grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The 
Vendor may not implement any policies and procedures concerning its enrollee 
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grievance and appeal system without first obtaining the written approval of the 
DHCFP. 


 
An enrollee or an enrollee’s representative (including a provider on behalf of an 
enrollee) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the Vendor for 
resolution. In the event a provider files an appeal on the enrollee’s behalf, the 
provider must first obtain the enrollee’s written permission with the exception of 
an expedited appeal (Refer to RFP Section 4.11.4.3).  


 
In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, 
but if not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The Vendor is required to provide access to and information about the 
State Fair Hearing process in the event an enrollee’s appeal is not resolved in 
favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


 
An enrollee may file an appeal or grievance either orally or in writing. Unless the 
enrollee has requested an expedited resolution, an oral appeal may be followed by 
a written, signed appeal. If a grievance or appeal is filed orally, the Vendor is 
required to document the contact for tracking purposes and to establish the earliest 
date of receipt.  There is no requirement to track routine telephone inquiries. 


 
For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry.  An appeal is a specific request for 
review of one of the following actions: 


 
Item: 10 State Solicitation, Scope of Work, “Reporting, Recipient Satisfaction Reporting” 
Section 4.14.5 should be amended as follows:  
 
Current RFP Language:  
 
4.14.5 Each Vendor must collect and submit to DHCFP a child and adult Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) survey measuring 
recipient satisfaction prior to the third quarter of each contract year, unless the 
requirement is waived by DHCFP due to an EQRO performed survey.  This may 
be done in conjunction with the Vendor’s own satisfaction survey. DHCFP 
requires data stratified to indicate the satisfaction level of parents or guardians of 
Nevada Check Up participants.  Vendors are required to report results from the 
CAHPS Child Medicaid Survey and the Supplemental Items for the Child 
Questionnaires on dental care, access to specialist care, and coordination of care 
from other health providers DHCFP may request a specific sample, and/or survey 
tool. Survey results must be disclosed to the State, and, upon State’s or enrollee’s 
request, disclosed to enrollees. 


 
4.14.5 Each Vendor must collect and submit to DHCFP a child and adult Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) survey, as well as a 
CAHPS survey for Children with Chronic Conditions (CCC), measuring recipient 
satisfaction prior to the third quarter of each contract year, unless the requirement 
is waived by DHCFP due to an EQRO performed survey.  This may be done in 
conjunction with the Vendor’s own satisfaction survey. DHCFP requires data 
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stratified to indicate the satisfaction level of parents or guardians of Nevada 
Check Up participants.  Vendors are required to report results from the CAHPS 
Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items for 
the Child Questionnaires on dental care, access to specialist care, and 
coordination of care from other health providers DHCFP may request a specific 
sample, and/or survey tool. Survey results must be disclosed to the State, and, 
upon State’s or enrollee’s request, disclosed to enrollees. 


 
Item: 11 State Solicitation, Scope of Work, “Data Report Files,” Section 4.15.3.2 should be 
amended as follows:  


Current RFP Language: 


4.15.3.2 Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the 
edits.  A written list of technical rules will not be made available; however, the 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


 
Amended RFP Language  


4.15.3.2 In developing the encounter data interface, the Vendor will be provided with 
companion guide and details of any applicable edits and description of edits. The 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


 
Item: 12 State Solicitation, Scope of Work, “Information Systems and Technical 
Requirements:  Interfaces,” Section 4.15.6 should be amended as follows:  
 
Current RFP Language:   
 
No current language:  
 
Amended RFP Language  
 
4.15.6 Contractor must maintain current International Classification of Diseases (ICD) 


and Electronic Data Interchange (EDI) compliance as defined by CMS regulation 
and policy and no funding will be provided for contractor’s compliance.  


 
Item: 13 State Solicitation, Scope of Work, “Capitation Recovery,” Section 7.1.4 should be 
amended as follows:  
 
Current RFP Language:  
 
7.1.4 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor 


to recover improperly paid capitation. 
 
Amended RFP Language  
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7.1.4 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor 
to recover improperly paid capitation.   


 
7.1.4.1 The DHCFP will recover capitation payments for those 


individuals identified as “incarcerated” from the date of 
incarceration.  MCO’s will not be responsible for any medical 
costs for the identified period of incarceration.   


 
Item:  14 State Solicitation, Attachment L, “Provider Types,” should be amended as 
follows: 
 


Attachment L  - 
Provider Types and Specialties only.pdf 


 
Item:  15 State Solicitation, Attachment I, “Forms and Reporting Guide,” should be amended 
with the addition of the following forms:  
 
 


SED-SMI 
Determination Form _2012-10.pdf 


Copy of 1988 
Attachment I Section 4 Appendix A CMS 416.xls 


1988 Attachment I 
Forms  Reporting Guide Section 2 Financial Reporting.doc


 
1988 Attachment I 


Forms  Reporting Guide Section 3 Grievance  Appeals.doc
1988 Attachment I 


Forms  Reporting Guide Section 4 Quality Assurance.doc 
1988 Attachment I 


Forms  Reporting Guide Section 5 Voluntary Population Reporting.doc 
1988 Attachment I 


Forms  Reporting Guide Section 6 Network Adequacy.doc


 
Copy of 1988 


Attachment I Section 2 Appendix C Financial Reports.xls
Copy of 1988 


Attachment I Section 3 Appendix A Resolution Reports.xls 
Copy of 1988 


Attachment I Section 4 Appendix A Maternal and Birth EPSDT.xls 
 


SECTION II: ANSWERS TO QUESTIONS 
 


1. Please clarify how the 2014 Affordable Care Act insurer fee is being addressed in the state’s rate 
development: Will it be included in the initial rate as a separate component of administrative 
cost, or will there be a rate adjustment in 2014 to account for the increase in cost to the Managed 
Care Organizations. 
 
Rate development occurs during the last quarter of each calendar year for the following 
calendar year. 2014 ACA insurer fees will be calculated as a separate component and included 
in 2014 rates, should the ACA be in effect at that time. 
 


2. In the summary of Administrative Costs in section 6.1, are Premium Taxes specifically to be 
included in the total costs? 
 
Yes. Premium Taxes are a Direct Non-Medical Administrative Cost, and amount to 3.5% of 
premium (see http://www.leg.state.nv.us/NRS/NRS-680B.html#NRS680BSec027); the rate is 
generally halved to 1.75% if the insurer is domiciled in Nevada, with some exceptions; please 
examine the statute with care (see http://www.leg.state.nv.us/NRS/NRS-
680B.html#NRS680BSec050). 
 



http://www.leg.state.nv.us/NRS/NRS-680B.html#NRS680BSec027

http://www.leg.state.nv.us/NRS/NRS
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3. We are seeking clarification to the responses to questions 4, 72 and 217 in Amendment No. 1. 
The responses to Questions 4 and 72 seem to read that respondents are expected to adhere to the 
bold italics requirement, yet the response to question 217 reads that either bold or italics is fine. 
Does the response format require both bold and italics or bold or italics? 
 
As noted in Questions 4 and 72 of Amendment 1, respondents are expected to adhere to the 
formatting as requested in the RFP.  Bold or Italics or Bold Italics is fine.   
 


4. Attachment E, Item 6 of RFP 1988 refers to Section 3.9.2.1 under the Performance Security 
Amount required. Since Section 3.9.2.1 appears to be excluded from the RFP, please confirm to 
which section of the RFP that vendors should refer to.  
 
Please refer to Section 4.10.2, Performance Security Deposit. 
 


5. Please clarify the following regarding RFP Section 1.8:  How does the State envision “guiding” 
eligible MCO members to enroll in a MCO Transition QHP – specifically, to the product offered 
by their current Medicaid MCO – to ensure seamless coverage and all the aspects of continuity 
(for example, benefit coverage, network, treatment) the State is seeking? Is the State open to 
additional approaches to smooth those transitions?  Further, given that MCO Transition QHPs 
will very likely have associated monthly premiums – and may be more expensive than 
“standard” QHPs – how does the State contemplate educating eligible enrollees during the 
shopping experience about the unique benefits of MCO Transition QHPs in order to mitigate the 
risk of members selecting potentially cheaper options that don’t include the advantage of MCO 
Transition options?  How does the State contemplate helping MCOs avert the unintended 
consequence of only members needing MCO “continuation” benefits enrolling in MCO 
transition plans, thereby potentially unbalancing the risk pool? 
 
States across the country are grappling with the problem regarding how to deal with churn. 
Many states are concerned that "MCO Transition QHPs" or "Bridge Products" will actually 
be cheaper than standard QHPs because the networks are the same or similar to the MCO and 
may include the lower reimbursement rates of the MCO.  If the MCO Transition QHPs are 
significantly less expensive than the typical QHP, and there are at least two competing MCO 
Transition QHPs, then the second least expensive silver QHP (upon which the advance 
premium tax credit is based) will be significantly cheaper than the rest of the market.  This 
would create a situation in which the advance premium tax credit is artificially depressed, 
making every other insurance product more expensive (due to the lower tax credit), and 
potentially unaffordable, for those who are eligible for the tax credit.  
 
There are several ways to guard against an artificially lower advance premium tax credit, 
including 1) only allowing one MCO Transition QHP, 2) charging a surcharge for the MCO 
Transition QHPs to make their premiums equal to the next lowest silver QHP, 3) restricting 
eligibility to only those families who have a family member that has been on Medicaid within 
the past 12 months (or some other appropriate time period).  The State expects further 
guidance from CMS later this year regarding the bridge concept.  The State seeks MCO 
partners that will assist the State in creating an appropriate solution for Nevada. 
 
The author of this question appears to have exactly the opposite concern- that the MCO 
Transition QHPs will instead be more expensive than other QHPs.  The vendor should 
indicate whether it is expected that the MCO Transition QHP will be more or less expensive 
than traditional QHPs and why this is the case.  The State is seeking a partner that can assist 
the State in reducing the incidents of churn where possible and, when churn is inevitable, 
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reducing its effects.  The State is open to suggestions regarding outreach and guiding 
enrollees to the proper QHP. 
 
Finally, the State recognizes that many of the requirements of QHPs to be sold in the 
Exchange have not yet been finalized.  Furthermore, CMS has yet to release guidance on 
many important topics such as reinsurance and risk adjustment, essential health benefits, etc. 
The State does not expect vendors to have a QHP ready for rate review and certification at the 
time this RFP is to be submitted.  Rather, the State expects the vendor to demonstrate that the 
vendor can provide an MCO Transition QHP that meets most, if not all of the requirements of 
this section, and an acknowledgment that the vendor will work as a partner with the State to 
provide a viable MCO Transition QHP that meets the goals of this section and does not harm 
the market.  The State may, at the State's discretion, determine that MCO Transition QHPs 
will not be offered on the Exchange. 
 


6. Section 2 Regarding Section 2 (PEBP Opportunity), the state has expressed an interest for a 
statewide HMO option. Would the state consider a phased-in approach that includes Vendor 
offering an HMO plan in 3 southern NV counties and expanding to remaining northern Nevada 
counties at a future agreed-upon date? Would the state consider a PPO or ASO option instead of 
an HMO? 
 
No. 
 


7. Sections 2 If Vendor declines to bid at this time, are they prohibited from bidding once the state 
releases the PEBP RFP during its normal cycle? 
 
No. 
 


8. Section 10.1.6 Regarding 10.1.6: Is color art illustrating vendor and partner logos or member 
photos considered “elaborate artwork”? 
 
Yes. 
 


9. Section 10.2.2.4 E Please clarify the response should only include material agreements needed 
for the performance of the RFP. 
 
Yes. 
 


10. Section 10.2.2.4 F Please clarify if the response to this question also needs to include 
subcontractors. 
 
Yes. 
 


11. Section 4.0 Scope of Work, 5th paragraph What is the notice timeframe for the addition of 
services, if applicable? We understand that the State can expand the contract to include another 
population and rate negotiations will occur at 90 days prior to the effective date. In addition to 
these 90 days, how much notice will be given regarding implementing additional programming 
this population may require [i.e., new case manager programs, provider contracts, et al]? 30 
days? 60 days? 6 months? 
 
This will be part of the negotiation process.  The Vendor(s) will be expected to propose a 
realistic timeframe for implementing additional programming this population may require.  
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The State’s External Quality Review Organization (EQRO) will assist the State in confirming 
the timeline proposed is realistic, and the EQRO will perform a readiness review of the 
Vendor’s ability to perform prior to implementation. 
 


12. Section 4.10.7 Does the State have any provider groups/specialties that are not held to standard 
NAIC/COB processing guidelines? 


No, there are no exceptions for COB; however, as stated previously, there are exceptions to the 
TPL rule: 


a. Indian/Tribal Health Services (IHS); 


b. Children with Special Health Care Needs; and 


c. State Victims of Crime. 


Medicaid is primary payer to these three programs; however, this does not negate the 
provider’s responsibility to pursue Other Health Coverage (OHC). For specific information on 
IHS billing, refer to Chapter 600, section 603.8. 


13. Section 4.10.7 Please clarify the distinction, for the purposes of this contract, between “TPL” and 
“subrogation”. Are casualty claims considered a prior resource requiring the recipient’s signed 
acknowledgment? Please also confirm whether there is a “safe harbor” provision for the Vendor 
in the event that the member fails to cooperate with the Vendor’s request for a signed 
acknowledgment. 


Please refer to the definition for TPL.  Casualty claims are considered to be Subrogation.  
There is not a “safe harbor” provision for Vendor(s).  


14. Section 4.14.8 Amended Language states: The Vendor and its subcontractors must provide 
DHCFP with quarterly reports documenting the access and availability of its network. Reports 
must be submitted within forty-five (45) business days after close of the quarter to which they 
apply. This report is added to Section 6 of Attachment I, Forms and Reporting Guide. In what 
section and/or paragraph in Attachment I, Forms and Reporting Guide, does it state how to 
document access and availability of our network? Does the state want the MCO to follow the 
same format as listed in Appendix A, of the 4th HMO Contract Amendment to the HPN 
agreement, Network Adequacy Report Forms? 
 
Please refer to the corrected Attachment I, Forms and Reporting Guide in Amendment 2. 
Network Adequacy reports may be found in Attachment I, Section 4, Reports 6A-6D.  See 
Section I, Item #15, of this Amendment for the updated Forms and Reporting Guides.  
 


15. Section 4.2.7 -general Follow-up from previous question response (Amendment 1, question 125) 
– Pharmacies that process prescriptions for Medicaid members must be enrolled as a Nevada 
Medicaid provider. Will the state supply a file of Medicaid providers that include pharmacies for 
use by the MCOs? 
 
Yes, the State will provide a Medicaid provider guide.  
 


16. Section 5.1.11.6 D Section 5.1.11.6.D. requests policies and procedures for determining and 
collecting patient liability. The Medicaid Services Manual states that patient liability is 
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determined by the DWSS and collected by the facility. Please confirm that both determination 
and collection are the responsibility of the Vendor. Please also clarify the handling of patient 
liability in the subrogation context. Does the Vendor include the patient liability in its TPL and 
Subrogation collections? If so, does the Vendor retain patient liability amounts when these are 
reimbursed, or are they refunded to the patient? 


Yes, this is a Vendor(s) responsibility. The Vendor will retain TPL and Subrogation up to the 
amount of claims paid by the MCO. See Section 4.10.7 – Third Party Liability and 
Subrogation for Vendor(s) responsibilities.   


17. Section 5.2.1.4 Are subcontractors required to provide a performance security deposit of $15 
million? 
 
No. 
 


18. Section Amendment 1 For Amendment 1, question 38, Geographic service areas: In the file 
received from Ms. Burchett named, Nevada Zip Codes 04-01-06.xls, do the following columns 
represent “Urban” zip codes – Column D (Current Medicaid HMO) and Column E (Current 
Check Up HMO)? What does Column G (Potential HMO Areas) represent? Should those zip 
codes also be included in the “urban” zip code geographical area of RFP? 
 
No. 
 


  
MCO Coverage 


Areas - Zip Codes.pdf 
 


19. Section Amendment 1 In follow up to the answer to amendment 1, question #99. Must the 
MCO’s prior authorization list match the current FFS prior authorization list? To be more 
specific, can the MCO require prior authorization on services for which FFS does not require 
prior authorization? 
 
The MCO prior authorization on services must not be more restrictive than FFS and must 
ensure that medical necessity is a consideration.  See Section 4.2.2 and Chapter 3600 of the 
Medicaid Services Manual. 
 


20. Section Amendment 1 The state previously replied in Amendment 1, question #102 “The Vendor 
shall coordinate prior authorizations and edit patterns with those used in the fee-for-service 
program.” What process currently exists, or is expected to exist, for this coordination to take 
place? 
 
In part from the RFP section 4.2.1.6, the DHCFP, at its sole discretion, may require removal 
of the prior authorization requirement for various procedures based on reported approval data 
and any other relevant information. 
 
With the above excerpt in mind, the Vendor is urged to coordinate prior authorizations and 
edit patterns with those used in fee-for-service by utilizing resources available via DHCFP’s 
fiscal agent portal (see http://www.medicaid.nv.gov/Home.aspx ) as well as DHCFP’s Provider 
Support (https://dhcfp.nv.gov/providersupport.htm) and Rates and Cost Containment units 
(https://dhcfp.nv.gov/ratesUnit.htm).  



http://www.medicaid.nv.gov/Home.aspx

https://dhcfp.nv.gov/providersupport.htm

https://dhcfp.nv.gov/ratesUnit.htm
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21. Section Amendment 1 The state’s answer to Question #9 indicates there is a link to the most 
recent rate development actuarial document in response to Question #230. Question #230’s 
answer, though, is unrelated to this topic and does not have the link. Please provide the link. 
 
See attachment for the most recent actuarial capitation rates.  
   


CY 2012 Cap Rates 
20120229.pdf  


 
22. Section Amendment 1 Based on the state’s response to Question #30; is it correct that the only 


proposal response required for the PEBP optional opportunity is to respond to Sections 2.1 
through 2.5? 
 
No.  If submitting for the optional PEBP opportunity, you must submit as described in the 
RFP and explain how this optional opportunity will be provided throughout the Scope of 
Work.  
 


23. Section Amendment 1 from the state’s responses to Questions #30 and #83, is a “separate stand-
alone component” supposed to be a separate binder for PEBP or just a separate tabbed section 
within the Medicaid technical proposal? 


 
The PEBP section should be a separate binder.  
 


24. Section Amendment 1 from the state’s responses to Questions #30 and #83, if a separate binder 
is required for PEBP, how many copies are required? Is a separate CD required? 
 
See Question #23.  The Vendor shall provide the same number of copies as requested for the 
RFP.  A separate CD is required.   
 


25. Section Amendment 1 Based on the state’s response to Question #32; please confirm that if a 
vendor chooses to respond to the PEBP optional opportunity, a cost proposal for PEBP is not 
required. If a cost proposal is required, what format and what level of detail should be provided? 
Should the PEBP cost proposal be submitted separately from the PEBP technical proposal? How 
many copies of the PEBP cost proposal should be provided, and should there be a separate CD 
for it? 


The cost proposal should be in the format requested with the information requested. . A cost 
proposal is required and should be submitted in the four tier format in use for current PEBP 
plans (participant only, participant + spouse, participant + children and participant + family).  
The rate proposal should be submitted for the PEBP population and should be separate from 
the technical proposal. The format will be the same as that required for the DHCFP portion of 
the RFP.  A separate CD is required 


26. Section Amendment 1 The answer to Question #66 conflicts with the answer to Question #252. 
Please confirm that the Question #252 answer is correct. 
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Vendor is expected to provide appropriate information to demonstrate how they will meet each 
requirement of the Scope of Work.  Vendor will be responsible to determine how to respond to 
each Section.    There are questions, as per Question #252, where Vendor(s) may determine 
that “understand and comply” would be an appropriate or desired way to respond. 
 


27. Section Amendment 1 Based on the state’s answer to Question #75, is it correct that if new 
populations are added to the MCO program in the future, those populations would no longer be 
eligible for the CMO program since they would no longer be FFS? 
 
Yes. 
 


28. Section Amendment 1 In the state’s answer to Question #150, there is a typo in the section 
referenced as 8.8.13.5. This should be 4.8.13.5 instead, correct? 
 
Yes. 
 


29. Section Amendment 1 The state answered “Yes” for Question #186. Does that “Yes” mean that 
the five page limit is for all of 5.1.9, including 5.1.9.1 A through L? 
 
Yes.  
 


30. Section Amendment 1 for the state’s answer to Question #199, the language referencing the 
5/23/07 NPI compliance date was deleted. However, no new language was added to replace it. 
Since the new Section 5.1.11.4.H is now just two statements, what is the question that vendors 
should be responding to in their proposals or are vendors just supposed to acknowledge their 
understanding that NPIs must be used? 
 
Section 5.1.11.4.H is amended to read: 
 
Current RFP Language:  
 
The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify 
the health care provider or subpart in standard transaction 
 
Amended RFP Language:   


 
The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify 
the health care provider or subpart in standard transaction. Vendor(s) should acknowledge 
their understanding that NPI’s must be used.  
 


31. Section Amendment 1 for the state’s answer of “No” to Question #215; please explain how 
Section 10.1.1 through Section 10.1.3 is related to submitting the second set of questions. It 
appeared that those section references were a typo and that they should have been Section 8.1.1 
through 8.1.3. Considering that the RFP Question Submittal Form link is posted for Amendment 
1 on the Purchasing Division website that also implies that the correct section reference should 
be 8.1.1 through 8.1.3. The state’s answer to Question #216, though, makes the process more 
unclear. Given the state’s answer to Question #216, this vendor is emailing the second set of 
questions. Although it will be too late for vendors to use this information, please clarify this issue 
since Amendments must be signed and are considered part of the proposal. 
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Question #215 should have been answered Yes. Sections 8.2.1 in the RFP should refer to 
sections 8.1.1 through 8.1.3.  Section 8.1.3 references the Timeline, which is specified in 
Section 9, and the processes for submission identified in Section 10.  
 


32. Section Amendment 1 for Question #218, the use of different colors for text was in reference to 
the text used in a vendor’s technical proposal submission, not a vendor’s submission of questions 
to State Purchasing. Please confirm that vendors have the discretion to use different colors for 
RFP question text and response text, including illustrations and tables, within the vendor’s 
technical proposal submission. 
 
Refer to Section 10.1.6 of the RFP.  Colors may be used as appropriate for illustrations and 
tables.   
 


33. Section Amendment 1 Based on the state’s answer to Question #221; please confirm that for Part 
III – Confidential Financial, the requirement is to submit it as hardcopies with 1 original and 2 
identical copies as stated in Section 10.5.1.1. There is no requirement to submit an electronic 
copy of Part III on a CD, but vendors may do so at their discretion. 
 
Vendor(s) should submit a separate CD for Part III.  
 
Section 10.6.4.3 is amended as follows:  
 
Current RFP Language:  
 
No current language  
 
Amended RFP Language:   


10.6.4.3 One (1) “Confidential Financial Information CD” with the 
confidential financial information.  The electronic files must follow 
the format and content section, “Part III, Confidential Financial”.  
The CD must be packaged in a case and clearly labeled as follows: 


 
Confidential Financial Information CD 
RFP No: 1988 
Vendor Name:  
Contents: Part III – Confidential Financial 


Information  
 







Amendment 2 RFP 1988 Page 18 of 23 


 
 
Section 13 is amended as follows:  
 
Section 13 Submission Checklist 
 
Part I A– Technical Proposal Submission Requirements Completed 


Required number of Technical Proposals per submission requirements  


Tab I Title Page  


Tab II Table of Contents  


Tab III Vendor Information Sheet  


Tab IV State Documents  


Tab V Attachment B – Technical Proposal Certification of Compliance with Terms and Conditions of RFP  


Tab VI Section 3 – Scope of Work  


Tab VII Section 4 – Company Background and References  


Tab VIII Attachment G – Proposed Staff Resume(s)  


Tab IX Other Information Material  


Part I B – Confidential Technical Submission Requirements  


Required number of Confidential Technical Proposals per submission requirements  


Tab I Title Page  


Tabs Appropriate tabs and information that cross reference back to the technical proposal  


Part II – Cost Proposal Submission Requirements  


Required number of Cost Proposals per submission requirements  


Tab I Title Page  


Tab II Cost Proposal  


Tab III Attachment P -  Cost Proposal Certification of Compliance with Terms and Conditions of RFP  


Part III – Confidential Financial Submission Requirements  


Required number of Confidential Financial Proposals per submission requirements  


Tab I Title Page  


Tab II Financial Information and Documentation  


CDs Required  


One (1) Master CD with the technical and cost proposal contents only  


One (1) Public Records CD with the technical and cost proposal contents only  


One (1) Confidential Financial Information CD  


Reference Questionnaire Reminders  


Send out Reference Forms for Vendor (with Part A completed)  


Send out Reference Forms for proposed Subcontractors (with Part A completed, if applicable)  







Amendment 2 RFP 1988 Page 19 of 23 


 
 


34. Section Amendment 1 Amendment 1, Question 30 indicates the current PEBP HMO plans expire 
6/30/15 (Northern NV) and 6/30/16 (Southern NV). However, in Section 2 relating to the 
optional PEBP opportunity (2.3), it indicates the effective date is July 1, 2013. Does this date 
apply to the PEBP HMO plan effective date or are the anticipated effective dates 7/1/15 (SNV) 
and 7/1/16 (NNV)? 


Should PEBP choose the option of using the winning Vendor(s) of this RFP, the start date for 
PEBP would occur once the contracted termination notices of existing contracts are honored 
and the PEBP Board has approved the contract(s)?  PEBP has 180-day termination notice 
provisions. If negotiations were concluded early enough, this could go into effect July 1, 2013.  
The means the contract start date could occur before 2015. The PEBP option is to determine if 
there are opportunities for reduced costs or enhanced benefits based on the economy of scale. 
The PEBP Board will have the final say on the implementation date should PEBP move 
forward with the awarded Vendor(s). 


35. Section Amendment 1 Amendment 1, Question 32 originally requested the more detailed 
information needed to provide a comprehensive quote (detailed census, claims history, etc.). For 
the most part, this information was not provided in the response. Is the Vendor expected to 
provide premium rates as part of the response? Or is the state simply looking for the Vendor’s 
capabilities at this point and expects to negotiate premium at a later date? If the parties could not 
agree on rates, would the Vendor be allowed to withdraw their proposal? 


Should PEBP chose to utilize the winning Vendor(s) from this RFP for its’ HMO services, it 
would be pending successful negotiations.  PEPB included the expiration dates for the HMO 
contracts currently in effect.  The effective date of July 1, 2013 is the earliest that PEBP could 
implement a new contract, if PEBP chose to cancel the current contracts.  The determination 
will be based on the responses to the RFP and the PEBP Board’s decision regarding canceling 
existing contracts and entering into a new one. The PEBP option is to determine if there are 
opportunities for reduced costs or enhanced benefits based on the economy of scale. The 
vendor is expected to provide a cost proposal.  Subsequent vendor negotiations may be 
necessary and the vendor would be able to withdraw the proposal if the terms are not 
satisfactory. 


36. Section Amendment 1 Regarding 10.1.6 and question 72: Must text in graphs, charts and tables 
supporting a RFP response be presented in bold-italic? 
 
No. 
 


37. Section Amendment 1 For the response to the RFP, is it acceptable to only include the first and 
last page of Amendment 1 or does the entire document need to be submitted? 
 
The entire Amendment should be submitted.  
 


38. Section Amendment 1 for Amendment 1, question 5, should the RFP be amended to be section 
4.7.2.5? 
 
Yes. 
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39. Section Amendment 1 Based on the response to Amendment 1, questions 243, 244, 250 and 251 
should the RFP be amended? 
 
Sections 10.2.2.6 and 10.2.2.7 are amended as follows:  


Current RFP Language: 
 


10.2.2.6 Tab VI – Section 3 – Scope of Work 


10.2.2.7 Tab VII– Section 4 - Company Background and References 
 
Amended RFP Language:  


10.2.2.6 Tab VI – Section 4 – Scope of Work 


10.2.2.7 Tab VII– Section 5 - Company Background and References 
 
Section 4.5.8.2.B is amended as follows:  
 
Current RFP Language: 
 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers.  DHCFP must prior approve all provider announcements, 
regardless of method of dissemination.  If the DHCFP does not respond within twenty (20) 
days, the newsletter will be considered approved. 
 
Amended RFP Language:  
 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers.  DHCFP must prior approve all provider announcements, 
regardless of method of dissemination.  If the DHCFP does not respond within ten (10) days, 
the newsletter will be considered approved. 
 


40. Section Attachment E Provision 6. Performance Security 3) – requires security to be deposited 
no later than ten (10) working days following award of the contract. This language contradicts 
the requirement under the RFP Fiscal Requirement 4.10.2.1. (pg. 141) which states the 
performance security deposit must be deposited within fifteen (15) calendar days after the end of 
the first quarter of the contract. Please clarify. 
 
Both are correct.  The initial deposit of $15,000,000 must be deposited within 10 working days 
following award of the contract to contractor, as stated in the Insurance Schedule 
(Attachment E).  This amount must be reviewed at the end of the first quarter and may need to 
be increased as described in §4.10.2.1.  That is, after the first quarter, if it is determined that 
110% of the highest months capitation in that quarter is greater than $15,000,000, then the 
deposit must be increased to that greater amount; if the calculation of 110% of the highest 
month in that quarter is less than $15,000,000, then the amount will remain at $15,000,000.  
Please note that 4.10.2.2 requires another review after the end of the first year of the contract. 
 


41. Section Attachment G – Resume Define the term “Classification”. 
 
There are no unique classification codes for this RFP.  Classifications examples are:  
Physician, Physician Assistant, etc.  
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42. Section Attachment G – Resume Under “Relevant Professional Experience”, define the 


difference between Vendor Name vs. Client Name. 
 
Vendor Name:  Company 
Client Name:  Contact 
 


43. Section Attachment G – Resume - Is the purpose of the resume to provide you information 
regarding experience within the health plan? Or, is it for the staff’s prior experience which would 
include other entities? 
 
Staff’s prior experience which might include a staff member’s prior experience with other 
entities. 
 


44. Section Attachment L – Provider Types Clarification is needed regarding Provider Types and 
potential duplication. Example: Provider Type #24 – Certified Registered Nurse Practitioner, 
Nurse Anesthetist, Nurse Mid-Wife, Physicians Assistants. However, #72 also identifies Nurse 
Anesthetist, #74 Nurse Midwife and #77 Physician’s Assistant? 
 
Attachment L is updated and attached, see Section I, Item #13 of this Amendment. 
 


45. Section Attachment L – Provider Types What is the description of #17 Special Clinics? Would 
this be a MCO provider type contracting responsibility? 
 
A new provider types list has been attached (see Question #44) that identifies ‘special clinics’.  
 
Yes, except for the Indian Health Services. 
 


46. Section General Facility reimbursement – How does the state handle or plan to handle GME, 
Intensity Operating Allowance (IOA) or other supplement payments to the MCO and or 
provider? 
 
Neither IOA nor GME are part of this contract.  However, certain supplemental payments are 
detailed in 4.2.11.3 Maternity Kick Payment (SOBRA) and 4.2.11.5 Low Birth Weight Babies. 
 


47. Section General Will an amended RFP be made available? 
 
No, a Unified Version will not be available, but Amendments 1 and 2 are available in their 
entirety through Purchasing.  
 


48. Section Medicaid Services Manual, Section 203 Non-emergency services must be billed using 
the most appropriate code, either 99281 or 99282. Does the state have a listing of non-emergent 
diagnoses for the ER? 
 
Diagnostic codes are provided by the doctor, based on the medical condition.  This does not 
place the definition of an emergency on the diagnosis code. Section 203.4A of the MSM 
defines emergency services “as a case in which delay in treatment of more than 24 hours 
could result in severe pain, loss of life, limb, eyesight or hearing, injury to self or bodily harm 
to others.”  
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49. Section Sect. 4.2.3 Benefit Exclusions as listed in the Medicaid Service Manual Sect 3603.4 
include the following: All nursing facility stays over 45 days, Swing bed stays in acute hospitals 
over 45 days, Residential Treatment Center (RTC) Limitations, Hospice, Institutions for Mental 
Diseases (IMDs), however the current RFP does not list these as benefit exclusions. Are the 
services listed above to be included MCO services for the RFP? 
 
The covered services are described in section 4.2.2 of the RFP.  The Medicaid Services 
Manual 3600 will be amended prior to the contract effective date to reflect the changes in the 
new MCO contract(s).   
 


50. Section 4.10.7 - The managed care organization is required to vigorously pursue billing prior 
resources. If amounts are recovered that are the direct result of billing the prior resources and a 
signed acknowledgement has not been returned from the enrolled Medicaid recipient or his/her 
authorized representative, is the managed care organization entitled to retain amounts recovered? 
 
See Question #164, in Amendment 1.  Vendor(s) are required to obtain TPL information 
independently of DHCFP for the purpose of avoiding claim payments or recovering payments 
made from liable third parties.  TPL recovery may be incorporated into capitated rate 
development by DHCFP and its actuary. Vendor has 365 days from claim paid date to recover 
TPL payment; after 365 days, Vendor forfeits the right to recovery to the State unless Vendor 
can provide evidence that the recovery effort is active and/or in dispute 
 


51. Section 4.2.3.3 and 4.5.3.3 H Based on section 4.2.3.3, DHCFP has provider contracts with 
several school districts. However section 4.5.3.3 H, lists school-based clinics as a required 
essential community provider for vendors to contract with. Please clarify the distinction between 
the two sections and if vendors are to contract with school-based clinics. 
 
Section 4.2.3.3 is specific to certain medically necessary covered services delivered by School 
Based Centered Health Centers (SBCHC) to eligible Medicaid and Nevada Check Up 
recipients.  
 
School-based clinics referenced in 4.5.3.3 may include, but are not limited to officially 
designated SBCHC’s.  
 


52. Section 4.2.3.10 and 4.5.3.3 L and M Based on section 4.2.3.10, recipients in Child Welfare are 
excluded from managed care. However section 4.5.3.3 L and M, lists Child Welfare related 
services and agencies as being required essential community providers. Please clarify the 
distinction between the two sections and if vendors are to contract with Child Welfare related 
services and agencies. 
 
Section 4.5.3.3 L and M is specific to the Division of Child and Family Services (DCFS) and 
the County Child Welfare Agencies as essential community providers. Section 4.2.3.10 
identifies recipients in Child Welfare, who are excluded from MCO enrollment. There may be 
times when DCFS and County Child Welfare Providers have provided services to a FFS 
recipient who then moves into managed care. Contracting with these providers will help 
ensure continuity of care of these recipients.  
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This document must be submitted in the “State 
Documents” section/tab of vendors’ technical 


proposal 


 
 
ALL ELSE REMAINS THE SAME FOR RFP 1988. 


 
 


Vendor shall sign and return this amendment with proposal submitted. 
 
 


NAME OF VENDOR  Altius Health Plans, Inc. 


AUTHORIZED SIGNATURE   


TITLE  Chief Executive Officer DATE  Nov. 7, 2012 
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10.2.2.4 Tab IV – State Documents 


 
The State documents tab must include the following: 


 
E. Copies of any vendor licensing agreements and/or hardware and software 


maintenance agreements. 
 


To the best of our knowledge, vendor does not have any licensing agreements 
and/or hardware and software maintenance agreements that are material to the 
performance of this RFP.  To the extent this changes in the future, vendor will 
promptly notify DHHS. 
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ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 
WITH TERMS AND CONDITIONS OF RFP 


 
I have read, understand and agree to comply with the terms and conditions specified in this Request for 
Proposal.   
 


YES X I agree to comply with the terms and conditions specified in this RFP. 


 
ESI agrees to comply with the terms and conditions specified in this RFP as they pertain only to section 5.1.8, 
which is the only section applicable to ESI as a subcontractor to Coventry, with the exceptions to section 
5.1.8 that have been provided within the attached redlined version of the Insurance Requirements. 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
 
In order for any exceptions and/or assumptions to be considered they MUST be documented in detail in 
the tables below.  The State will not accept additional exceptions and/or assumptions if submitted after the 
proposal submission deadline.  Vendors must be specific.  Nonspecific exceptions or assumptions may 
not be considered.  If the exception or assumption requires a change in the terms or wording of the 
contract, the scope of work, or any incorporated documents, vendors must provide the specific language 
that is being proposed in the tables below. 
 
Express Scripts, Inc.   
Company Name  


 


   


Signature    
    
Edward B. Ignaczak   November 8, 2012 
Print Name   Date 
 


 
Vendors MUST use the following format.  Attach additional sheets if necessary. 


 
EXCEPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be identified) 


   
   


 
 


ASSUMPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must be identified) 


   


   


 
This document must be submitted in Tab V of vendor’s technical proposal 
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1. OVERVIEW OF PROJECT  


1.1 DIVISION STRATEGIC PLAN AND OBJECTIVES 


 The State of Nevada, Purchasing Division, on behalf of the Division of Health Care Financing 
and Policy (hereinafter referred to as “DHCFP”) a Division of the State of Nevada, Department 
of Health and Human Services (DHHS), is soliciting responses from qualified Vendors to 
provide risk-based capitated Managed Care Organization (Vendor) services designed in support 
of the Title XIX (Medicaid) and Title XXI State Child Health Insurance Program (CHIP is also 
known as Nevada Check Up) medical assistance programs.   


 Please be on notice that on the advice of the Division of Insurance pursuant to NRS 695G.090 
and NRS 679A.130, et. al., Managed Care Organizations must have a Certificate of Authority for 
all mandatory managed care counties issued in accordance with NRS 695G in order to solicit 
and submit bids for this RFP.  Contact the Nevada Division of Insurance for information on 
obtaining a Certificate of Authority.   


 DHCFP will contract with two (2) Vendors to provide services, in the statewide, designated 
areas, to Medicaid recipients determined categorically eligible under the Family Medical 
Categories (FMC) of Temporary Assistance to Needy Families (TANF) and Child Health 
Assurance Program (CHAP), as well as Nevada Check Up/CHIP recipients that will include the 
administration or delivery of the following services: 


1.1.1 Maintenance of a provider network designed to encourage health care providers to deliver cost-
effective quality services; 


1.1.2 Provision of utilization review and management of health care services, and provision of 
treatment in accordance with established protocols and standards of care;  


1.1.3 The implementation of peer review and other quality assurance techniques to ensure 
appropriate services are rendered; and 


1.1.4 Implementation of a Benchmark Plan to address the needs of newly eligible recipients under the 
Patient Protection and Affordable Care Act (ACA) of 2010. The Benchmark Plan is applicable to 
the newly eligible childless adult recipients and will be part of the broader Medicaid plan 
(pending the approval of the Nevada Governor and Legislature). 


 A qualified Vendor is one that can deliver medically necessary covered services in an efficient 
and effective manner while ensuring the highest standards of performance, integrity, customer 
service, and fiscal accountability.  DHCFP will contract with Vendors that can demonstrate their 
understanding of the importance of the tasks and the impact they have on the lives of Nevada 
Medicaid and Nevada Check Up recipients. 


 Currently, DHCFP contracts with two (2) Vendors in the urban areas of Washoe and Clark 
Counties. Other areas may become mandatory managed care during the course of this contract 
and are to be considered as covered for this Request for Proposal.  The DHCFP managed care 
program, through the use of Vendors, has been in effect since April of 1997.  The current 
Vendor contracts have been in place since November 1, 2006. 
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 In order to facilitate the vendor’s response to this RFP, various supporting Medicaid and Nevada 
Check Up data has been provided in Attachment N, Data Book. 


 The contract resulting from this RFP shall be effective from July 1, 2013, to June 30, 2017. An 
open enrollment process will be conducted prior to full implementation of all contracts that result 
from this RFP.  


1.2 GOALS – MISSION STATEMENT 
 The mission of the Nevada Division of Health Care Financing and Policy (Nevada Medicaid and 


Nevada Check Up) is to: purchase and provide quality health care services to low-income 
Nevadans in the most efficient manner; promote equal access to health care at an affordable 
cost to the taxpayers of Nevada; restrain the growth of health care costs; and review Medicaid 
and other State health care programs to maximize potential federal revenue. 


 The mission of DHCFP in this procurement is to improve the health of Nevadans by: 


 1.2.1 Emphasizing preventive care and appropriate utilization; 


 1.2.2 Enhancing continuity of care through integrated medical and social case management; 


 1.2.3 Ensuring a medical home for Medicaid and Nevada Check Up recipients; and 


 1.2.4 Ensuring that each recipient can access high quality, comprehensive healthcare services within 
the recipient's service area. 


  DHCFP will accomplish this mission by contracting for measurable results that improve recipient 
access, recipient satisfaction; maximize program efficiency, effectiveness, integrity, and 
responsiveness; and reduce operational costs. 


1.3 DVISION SRTATEGIC PLAN AND OBJECTIVES 
 1.3.1 Primary factors that are creating significant areas of change within DHCFP and the medical 


assistance programs are: 


  1.3.1.1 Procurement for risk based capitated rate Vendor contracts;  


  1.3.1.2 The implementation of the provisions of the ACA and the establishment of a 
Benchmark Plan for new Medicaid eligible (pending the approval of the Nevada 
Governor and Legislature); 


  1.3.1.3 Coordination with the State and/or Federal Health Insurance Exchange, as directed 
by the Nevada Governor and the Legislature, to ensure smooth transitions between 
Medicaid and the HIX; and 


  1.3.1.4 Cost-containment/avoidance initiatives. 
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 1.3.2 Enrollment in managed care is mandatory in urban Washoe and Clark Counties for TANF/CHAP 
Medicaid recipients. The objectives of this procurement are to: 


  1.3.2.1 Improve recipient access to medically necessary covered services; 


  1.3.2.2 Provide recipients choices for managed health care; 


  1.3.2.3 Manage utilization of services through case management and effective outreach 
programs; 


  1.3.2.4 Reduce operational costs;  


  1.3.2.5 Incorporate managed care encounter data (shadow claims) into the existing MMIS; 


  1.3.2.6 Streamline and simplify the Medicaid and Nevada Check Up health care program 
administration; 


  1.3.2.7 Provide and implement a process for continuous quality improvement; and 


  1.3.2.8 Minimize the occurrence of fraud, abuse, and waste in the Medicaid and Nevada 
Check Up programs. 


 The successful Vendor will demonstrate the ability to consistently meet these objectives and will 
be evaluated, in part, by the degree to which the Vendor demonstrates how it will achieve these 
objectives through measurable outcome data. 


1.4 HOW MEDICAID AND NEVADA CHECK UP OPERATE IN NEVADA 
1.4.1 DHCFP administers the Medicaid and Nevada Check-Up Programs in accordance with the 


applicable Title XIX and Title XXI State Plans, all applicable Nevada Revised Statutes (NRS), 
the Social Security Act, Code of Federal Regulations (CFR’s), the United States Code (USC) 
and the Nevada Administrative Code (NAC).   DHCFP may adopt such regulations and policies 
as deemed necessary and may also amend the Title XIX or Title XXI State Plans at its sole 
discretion, in accordance with federal law. 


1.4.2 In addition to the State Plan services, the Medicaid program includes a number of Waiver 
categories, which are as follows: 


  1.4.2.1 The Waiver for Persons with Mental Retardation and Related Conditions – 
Administered by DHCFP and operated by the State of Nevada, Division of Mental Health and 
Developmental Services Division (MHDS); 


  1.4.2.2 The Waiver for the Frail Elderly - Administered by DHCFP and operated by the 
State of Nevada, Aging and Disability Services Division (ADSD); 


  1.4.2.3 The Waiver for People with Disabilities – Administered and operated by DHCFP; 


  1.4.2.4 The Assisted Living Waiver – Administered and operated by the ADSD; and 
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1.4.2.5 The Nevada Comprehensive Care Management Waiver (pending CMS approval) - Administered 
by DHCFP. 


1.4.3 An Administrator, appointed by the Director of Health and Human Services (DHHS), manages 
DHCFP, under whose authority the following sections operate:  


 1.4.3.1 Compliance Unit; 


  A.  Hearings 


  B.  Recipient Civil Rights (including HIPAA) Surveillance Utilization Review Subsystem 
(SURS) 


  C.  Medicaid Estate Recovery (MER) 


  D.  Policy 


   1.4.3.2 Information Services Unit; 


   1.4.3.3 Program Administration Section; 


   1.4.3.4 Continuum of Care Unit; 


   1.4.3.5 Business Lines Unit; 


   1.4.3.6 Program Services Unit; 


   1.4.3.7 Grants Management Unit; and 


   1.4.3.8 District Offices Unit. 


   1.4.3.9 Fiscal Services Section 


    A.  Accounting & Budget Unit; 


    B.  Rates & Cost Containment Unit; and 


    C.  Personnel Unit. 


1.4.4 Nevada operates both a fee-for-service system and managed care delivery system.  The State 
of Nevada’s Medicaid and Nevada Check Up managed care program and services for Non-
Emergency Transportation (NET) broker program are monitored by DHCFP’s Business Lines 
Unit. 


1.4.5 The DHCFP’s managed care program currently offers a risk-based capitated rate program 
operated through contracts with Managed Care Organizations (Vendors).  DHCFP contracts 
with Vendors to provide covered medically necessary services for eligible recipients at an 
established risk-based capitation rate.  
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1.4.6 Enrollment in a managed care organization is mandatory for TANF/CHAP recipients when there 
is more than one managed care option from which to choose in a particular geographic service 
area.   Managed care enrollment is mandatory for all CHIP recipients when an option is 
available in their service area.   


1.4.7 The eligibility and enrollment functions for the Medicaid and Nevada Check Up programs are 
the responsibility of DHCFP and the Division of Welfare and Supportive Services (DWSS).  The 
DWSS determines Medicaid recipient eligibility for the TANF/CHAP programs, while DHCFP 
makes eligibility determinations for the Nevada Check Up program. 


1.4.8 DHCFP currently contracts with a fiscal agent for fee-for-service (FFS) claims processing and 
related functions and a Quality Improvement Organization-like Vendor (QIO) for FFS payment 
authorization, concurrent and retrospective review and related functions.  Other independent 
contractors provide services, which include but are not limited to external quality review, 
actuarial services, non-emergency transportation (NET) services, and other clinical and 
administrative services. 


1.4.9 The DHCFP Medical Care Advisory Committee (MCAC) was established, in accordance with 42 
CFR 431.12, to ensure adequate community and provider input is obtained regarding decisions 
affecting the levels and types of services covered under the program.  


 The MCAC is comprised of nine (9) members who include, but are not limited to, health care 
professionals, other providers, and consumers, all of whom offer specialized advice on various 
components of the program.  


1.5 CONTRACTING FOR RESULTS 
  DHCFP’s fundamental commitment is to contract for results.  A successful result is defined as 


the generation of discrete, defined, measurable, and beneficial outcomes that support its 
mission and objectives and satisfy the requirements of the resulting contract.  DHCFP expects 
potential Vendors to prescribe specific solutions that will achieve DHCFP’s objectives and the 
service levels described elsewhere in this RFP.  Simply put, this RFP describes what is required 
and places the responsibility for how it is accomplished on the Vendor.  Vendors should 
consider and identify cost saving and cost-avoidance methods and measures when developing 
their proposals. 


1.6 REPRESENTATIONS 
1.6.1 DHCFP will consider all representations contained in a proposal as the Vendor’s response to 


this RFP.  DHCFP will also consider any oral or written presentations, correspondence, 
discussions, and negotiations as representations of the Vendor’s expertise in performing similar 
activities for entities such as DHCFP.  DHCFP accepts these representations as inducements to 
enter into a mutually beneficial relationship with the Vendor under the terms and conditions of 
this RFP. 


1.6.2 Any contract resulting from this RFP shall consist of this Request for Proposal, any addenda 
thereto, the Vendor's technical proposal and the cost proposal (Attachment O) submitted in 
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response to the RFP.  In the event of a conflict in language between the documents referenced 
above, the provisions and requirements set forth and/or referenced in the Request for Proposal 
and addenda shall govern. 


1.6.3 If a proposal is silent regarding an RFP requirement, then DHCFP assumes that the Vendor will 
meet that requirement at no additional cost.  However, DHCFP reserves the right under its sole 
discretion to waive the conflict in writing.  Such written clarification shall govern in case of 
conflict with the applicable requirements stated in the RFP, any addenda thereto, or the 
Vendor’s proposal.  In all other matters not affected by the written clarification, the RFP and 
addenda shall govern. 


1.6.4 This RFP is intended to solicit proposals for a contract. 


1.7 MEDICAID MANAGEMENT INFORMATION SYSTEM (MMIS) 
 The DHHS implemented a Medicaid Management Information System (MMIS) in October 2003.  


1.7.1 The MMIS ensures that all elements of the process flows, requirements, interfaces and reports, 
support claims and encounter data processing, capitated payments, information needs, and 
include the ability to support multiple claims systems.   


1.7.2 The MMIS Claims Processor incorporates all FFS and managed care capitated payments and 
the various stand-alone applications including the following databases:  


 1.7.2.1 Nevada Check Up;  


 1.7.2.2 Hospital Health Care;  


 1.7.2.3 Surveillance/Utilization Review Subsystem (SURS);  


 1.7.2.4 Notices of Decision (NODs); 


 1.7.2.5 Hospice;  


 1.7.2.6 High Risk Pregnancy Data and Care Coordination;  


 1.7.2.7 Health Care Cost Containment, Pharmacy; and  


 1.7.2.8 The Home and Community Based Waiver Services.  


1.7.3 The MMIS Vendor provides the following administrative functions: 


 1.7.3.1 Provider Relations / Training; 


 1.7.3.2 Third Party Liability Recovery (TPL) for the FFS program only; 


 1.7.3.3 FFS Payment Authorization Requests; 


 1.7.3.4 Pre-Admission Screening and Resident Review (PASRR); 
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 1.7.3.5 Provider Audits, including: Nursing Facility (NF); Intermediate Care Facility for the 
Mentally Retarded (ICF/MR); Hospital; Federally Qualified Health Center (FQHC); and, 
Rural Health Clinic (RHC); 


 1.7.3.6 FFS Medical Claims Review; 


 1.7.3.7 Operation of the Drug Rebate Program; 


 1.7.3.8 Eligibility engine, which will provide eligibility determination functions for Medicaid, 
Nevada Check Up, and the Silver State Health Insurance Exchange; and 


 1.7.3.9 Data warehousing and counter data collection (under development). 


1.8 COORDINATION WITH THE STATE-DESIGNATED HEALTH INSURANCE EXCHANGE (HIX) 
 In addition to providing Medicaid Managed Care services, the Vendor must also provide, at a 


minimum; one (1) Silver and one (1) Gold Qualified Health Plan (QHP) on the Individual 
Exchange of the State designated Health Insurance Exchange (HIX), which could be either a 
State HIX or the federal HIX.  Lack of a Gold and Silver QHP in the State-designated HIX will 
disqualify any submitted bid. The QHPs offered pursuant to this requirement must meet the 
qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that may 
not meet the following standards), as described below.  


 The purpose of this requirement is to minimize adverse impacts and improve continuity of care 
of individuals and families who have a change in Medicaid or CHIP eligibility status; to minimize 
the negative impacts related to recipients who move, sometimes frequently, between the 
programs, due to changes in eligibility status.  An MCO Transition QHP must: 


1.8.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health Care 
and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act or 
ACA) and the associated Federal regulations; 


1.8.2 Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance; 


1.8.3 Be certified as a QHP in accordance with the criteria determined by the State-designated HIX;  


1.8.4 Be able to accept enrollees during the initial open enrollment of the State-designated HIX 
beginning October 1, 2013 for an initial effective date of coverage of January 1, 2014; 


1.8.5 Use the same provider network as is available to those eligible for Medicaid in addition to any 
network adequacy standards set by the State-designated HIX; 


1.8.6 Be available to consumers in the same geographic area as the geographic area served by the 
Vendor’s MCO; 


1.8.7 Coordinate prior authorizations and edit patterns for members who transition between the 
Vendor’s MCO and the Vendor’s QHP; 
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1.8.8 Use a formulary that is similar to that of the Vendor’s MCO. If a drug or its generic equivalent is 
covered by the Vendor’s MCO but is not covered by the MCO Transition QHP, the MCO 
Transition QHP must cover that drug as it would any other similar tier drug (same cost sharing) 
for a period of time as determined by a transition plan dictated by medical necessity, potential 
side effects, etc.; 


1.8.9 Cover any benefit required to be covered by Vendor’s MCOs, that is not otherwise part of 
Nevada’s Essential Health Benefits package, for a period of time as determined by a transition 
plan dictated by medical necessity, potential side effects, etc.; and 


1.8.10 Be priced reasonably as compared to other QHPs available on the Exchange.  To be “priced 
reasonably,” MCO Transition QHP premiums (before the Federal Advanced Premium Tax 
Credit is applied) must be no more than 15% greater than the median premium offered on the 
Exchange for similarly situated individuals (based on age, smoking status, family size and 
geographic location). 


 The Vendor is not required to offer QHPs on the SHOP Exchange of the State-designated HIX 
at this time.  The Vendor is not required to offer platinum, bronze or catastrophic QHPs on the 
State-designated HIX at this time. This requirement does not preclude the Vendor from offering 
other QHPs at any of the metal tiers on the Individual or SHOP Exchanges within the State-
designated HIX.  Additionally, the Vendor may designate other QHPs (at any of the metal tiers 
on the Individual or SHOP Exchanges within the State-designated HIX) as MCO Transition 
QHPs if such QHPs meet the requirements described in this section.  The MCO Transition QHP 
designation may be displayed on the website of the State-designated HIX where QHPs are sold, 
as other quality indicators may be displayed, at the discretion of the State-designated HIX. 


 Please provide a statement indicating your willingness to comply with this section.  Please 
provide sample transition plans for drugs and services that may be covered by the MCO but not 
covered by the MCO Transition QHP.  Please provide any additional criteria that should be 
included to minimize the adverse impacts of churn. 


 The DHCFP reserves the right to modify this Section to meet the requirements and regulations 
of the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State 
Legislature, the Center for Consumer Information and Insurance Oversight (CCIIO), and/or 
other federal government entities.. 


CoventryCares of Nevada understands and is willing to comply with the requirements set forth in 
Sections 1  - 1.8.10. 


Coventry currently offers a variety of individual plans within the State of Nevada and other 
States.  These individual plans are marketed under our CoventryOne product name.  CoventryOne 
has extensive experience in the individual market and has the resources and capabilities to 
develop a complaint MCO transitional plan in partnership with the State.  


Coventry can provide a transitional plan on the State designated Health Insurance Exchange 
(exchange), and we believe that it will be priced reasonably (defined as having a price differential 
no more than 15%), before subsidy is considered, relative to other Gold & Silver Coventry plans, 
after adjusting for network size.  At this point we do not know how competitors will price, so we 
cannot be sure that the price will fall within 15% of the median of all plans offered.  Also, before 
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doing a price comparison with other plans, it would be necessary to adjust for the size of the 
network – a limited HMO network will likely have a smaller price point than a broader network; 
for this reason it is important that the 15% differential expectation only be applied to plans with 
comparable network scope. 


To ensure continuity of care for members moving between CoventryCares’s MCO and QHP, we 
are committed to developing transition plans for drugs and services that may be covered under the 
MCO but not under the QHP. Transition plans will be developed once Nevada has defined its 
Essential Health Benefits. The cornerstone of the transition plan will be centered around medical 
necessity. If a member is receiving a non-covered QHP service or drug where changes or 
discontinuation may be detrimental to the desired outcome, our Medical Director will review the 
medical necessity. If determined to meet medical necessity criteria, the service or drug will be 
authorized for a specified time frame. The time frame will be determined by the condition of the 
member, the potential side effects of discontinuation of the service or drug, and the availability of 
alternatives. CoventryCares’ Case Managers will be engaged as needed to assist with transitional 
plan development. 


We recommend the State require members to remain with the same MCO when moving from 
Medicaid to the QHP. This will allow for improved care coordination as the member's historical 
information including authorizations, medical/pharmacy/behavioral health claims as well as any 
case/disease management activity would be readily available. 
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2.  OPTIONAL PROPOSAL OPPORTUNITY 
2.1 OVERVIEW OF OPTIONAL OPPORTUNITY:  PUBLIC EMPLOYEES BENEFIT PLAN 


INSURANCE COVERAGE 


  The State of Nevada, Purchasing Division, on behalf of the Public Employees’ Benefits Program 
(PEBP), headquartered in Carson City, Nevada, is soliciting proposals for fully insured Health 
Maintenance Organization (HMO) services for all counties in the State of Nevada. Vendors may 
choose to bid on this optional component of the RFP. 


  PEBP currently contracts with two HMO’s, Hometown Health Plan HMO in northern Nevada (13 
counties) and Health Plan of Nevada in southern Nevada (4 counties).  Dental benefits are 
offered through PEBP’s self-funded PPO dental plan.  Information about the current plan design 
can be found on the PEBP website at www.pebp.state.nv.us.  


2.2 SCOPE 


  PEBP encourages Vendors to provide alternatives to the current HMO plan designs.   


2.2.1 PEBP is committed to providing the highest quality health benefits with an emphasis on 
customer service, preventive and wellness benefits, utilization management and 
promoting informed health care utilization while preserving individual choices and 
options.  PEBP is soliciting proposals from vendors who will work in partnership with 
PEBP, provide exemplary services and make the desires and goals of this agency a 
priority.  


2.2.2 HMO participants should have access to a comprehensive choice of providers  
 within the covered service as well as outside of Nevada for emergency and specialized care.  


The plans should include a full complement of reputable, qualified professionals, a variety of 
specialists and include centers of excellence.  


2.2.3 All plans shall include, but not be limited to, the following services and plan provisions: 
2.2.3.1 Customer Service; 


2.2.3.2 Utilization Review; 


2.2.3.3 Concurrent Review; 


2.2.3.4 Disease Management; 


2.2.3.5 Large Case Management; 


2.2.3.6 Wellness Benefits; 


2.2.3.7 Vision Benefits; and 



http://www.pebp.state.nv.us
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2.2.3.8 Mandated Health Benefits. 


 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


2.3 EFFECTIVE DATE 
  The effective date of the contract resulting from this RFP is anticipated to be July 1, 2013.; 


however, the State reserves the right to initiate service at an earlier date. The contract term will 
be Four (4) years with a possible one (1) year extension. No contract is deemed effective unless 
and until approved by the Nevada State Board of Examiners (NRS 284.1729). 


2.4 SYSTEM OF RECORD 
2.4.1 PEBP maintains the system of record for participant eligibility, which means that PEBP has the 


responsibility of eligibility final determination, maintenance of eligibility records, and reporting of 
eligibility for its participants and their dependents.  Please confirm your organization’s 
willingness to accept these terms.  For information on PEBP’s eligibility requirements, please 
refer to the Master Plan Document at www.pebp.state.nv.us/. 


2.4.2 Employees (regardless of Medicare eligibility) who cover a dependent who has Medicare Part A 
and retirees who are not eligible for free Medicare Part A and who cover a dependent who has 
Medicare Part A may enroll in the PEBP PPO or HMO plan.   For information on PEBP’s 
eligibility requirements, please refer to the Master Plan Document at www.pebp.state.nv.us. 


2.5 BACKGROUND ON PEBP 


  The PEBP oversees the administration of the health insurance programs offered to eligible 
individuals. Eligible individuals include full-time state employees, certain non-state local 
government agencies, full-time employees of the Nevada System of Higher Education, and 
members of the Nevada Senate and Assembly. Dependents of the above-mentioned groups 
may also be covered.  Benefits are also extended to retirees who are not participating in the 
Medicare Exchange and are receiving benefits from specified public retirement systems and 
their surviving spouses and/or eligible dependent children.. 


For our response to Section 2, please see our separate proposal for the PEBP. 


3. ACRONYMS/DEFINITIONS  


 


For the purposes of this RFP, the following acronyms/definitions will be used: 


Acronym Description 



http://www.pebp.state.nv.us/

http://www.pebp.state.nv.us
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Acronym Description 


Access A recipient's ability to obtain medical care.  The ease of access is 
determined by components such as the availability of medical services 
and their acceptability to the recipient, the location of health care 
facilities, transportation, and hours of operation and cost of care. 


Action The denial or limited authorization of a requested service, including: (1) 
the type or level of service; (2) The reduction, suspension, or 
termination of a previously authorized service; (3) The denial, in whole 
or in part, of payment for a service; (4) The failure to provide services in 
a timely manner, as defined by the State; or (5) For a resident of rural 
area with only one Vendor, the denial of a Medicaid enrollee’s request 
to exercise his or her right, to obtain services outside the network. 


Administrative 
Cut-Off Date 


A date each month selected by DHCFP.  Changes made to the Medicaid 
recipient eligibility system prior to this date are effective the next 
month and are shown on the recipient’s Medicaid card.  Changes made 
to the computer system after this date become effective the first day of 
the second month after the change was made. 


Advance Directive An Advance Directive refers to a written statement, completed in 
advance of a serious illness or condition, which allows the recipient to 
direct health care decisions when the recipient is unable to do so.  The 
advance directive allows the recipient to make decisions regarding the 
use or refusal of life sustaining treatments.  An Advance Directive 
consists of Declarations (Living Wills) and Durable Powers of Attorney 
for Health Care Decisions, recognized under Nevada State law, which 
relate to the provision of care when an individual 18 years of age and 
older has an incurable or irreversible condition, and is unable to 
communicate health care decisions verbally. 


Adverse 
Determination 


Refers to a denial, termination, reduction, or suspension of an applicant 
or recipient’s request for service or eligibility determination.  The term 
also refers to a determination made by Nevada Medicaid against a 
provider or provider applicant to deny, terminate, suspend, or lock out 
a provider application. 


AFDC Aid to families with dependent children.  Refer to definition for TANF. 


AFDC-UP Aid to families with dependent children – Unemployed Parent 
Program.  Refer to definition for two parent TANF 


AFDC – RMO Aid to families with dependent children related to Medicaid only. 


Age/Sex Rates A set of rates for a given group product in which there is a separate rate 
for each grouping of age and sex categories. 
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Appeal A request for review of an action as “action” is defined here in. 


Appropriate Refers to the Division of Health Care Financing and Policy’s ability to 
provide coverage for medically necessary services to a recipient based 
on regulations, and the Division’s available resources and utilization 
control procedures. 


Assessment An assessment is a process that is conducted by Nevada Medicaid 
and/or its contractors to evaluate the medical necessity of an 
individual’s request for a Nevada Medicaid covered service. 


Assumption An idea or belief that something will happen or occur without proof.  
An idea or belief taken for granted without proof of occurrence. 


Authorized 
Representative 


An authorized representative is an individual who has been designated 
by an applicant or recipient as having authority to act on behalf of the 
applicant or recipient. 


Awarded Vendor The organization/individual that is awarded and has an approved 
contract with the State of Nevada for the services identified in this 
RFP. 


BBA Balanced Budget Act. A congressional law and set of statutes that 
amends and modifies Medicaid regulations. The rules can be found in 
42 CFR Part 438, Subparts A through J. 


BBS Bulletin Board System. A secure File Transfer Protocol (FTP) site on 
which provider and recipient files are posted for access by contracted 
MCOs and the DHCFP. 


Benefit A Service authorized by the plan. 


BOE State of Nevada Board of Examiners 


Capitation 
Payment 


A payment the State agency makes periodically to a contractor on 
behalf of each recipient enrolled under a contract for the provision of 
medical services under the State Plan.  The State agency makes the 
payment regardless of whether the particular recipient receives services 
during the period covered by the payment. 


Cardholder Means the person named on the face of a Medicaid card to whom or for 
whose benefit the Medicaid card is issued by the DWSS. 


Care-Coordinator A professional, whose background is most frequently anchored in the 
disciplines of social work and/or nursing, who assesses, plans, 
implements, coordinates, monitors and evaluates options to meet an 
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individual’s health needs. Care coordination links persons who have 
complex personal or social circumstances or health needs, which place 
them at risk of not receiving appropriate services. It also ensures 
coordination of these services. 


Case-Management Case management is a process by which an individual’s needs are 
identified and social and medical services to meet those needs are 
located, coordinated, and monitored. Case Management may be 
targeted to certain populations and in certain areas of the State under 
the authority of Section 1905(a) (19) of the Social Security Act. 


CFR Code of Federal Regulations 


CHAP Child Health Assurance Program –  This is a federally required coverage 
group for: 


(1) Pregnant women and children through age five (5) who meet eligibility 
requirements.  Once a pregnant woman is eligible, she remains eligible 
during her pregnancy and the postpartum period regardless of change in 
income. 


(2) Children age six (6) or older born after September 30, 1983 who meet 
eligibility requirements are eligible for Medicaid under CHAP 


CHIP A program of health care services for children birth to 19 years of age 
whose parents and/or legal guardians are living at 200 to 250 percent of 
the federal poverty level.  See also Nevada Check Up. 


Claim Means (1) a bill for services; (2) a line item of services; or (3) all services 
for one recipient within a bill.  “Claim” is further defined as 
communication, whether oral, written, electronic or magnetic, which is 
used to identify specific goods, items or services as reimbursable 
pursuant to the plan, or which states income or expense and is or may 
be used to determine a rate of payment pursuant to the plan. 


Clean-Claim Means a claim that can be processed without obtaining additional 
information from the provider of the service or from a third party. It 
includes a claim with errors originating in a State's claims system. It 
does not include a claim from a provider who is under investigation for 
fraud or abuse, or a claim under review for medical necessity. 


Clinic Services As amended by the Deficit Reduction Act of 1984, section 1905(a) (9) 
describes clinic services as “services furnished by or under the direction 
of a physician without regard to whether the clinic itself is 
administered by a physician.” Regulations at 42 CFR 440.90 define 
clinic services as preventive, diagnostic, therapeutic, rehabilitative, or 
palliative items or services that: 
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Are provided to outpatients; 


(1) Are provided by a facility that is not part of a hospital but is  organized 
and operated to provide medical care to outpatients; and, 


(2) Except in the case of nurse-midwife services, as specified in 42CFR 
440.165, are furnished by or under the direction of a physician or 
dentist. 


CMS Medicaid and CHIP programs are administered by the states with the 
Centers for Medicare and Medicaid Services formerly known as the 
Health Care Financing Administration, Department of Health and 
Human Services. CMS has responsibility for monitoring State 
compliance with federal requirements and providing federal financial 
participation (FFP).  CMS monitors State programs to assure minimum 
levels of service are provided, as mandated in the Code of Federal 
Regulations (CFR’s). 


COB Coordination of Benefits Means an individual has personal medical 
health insurance coverage that is or may be liable to pay all or part of 
the expenditures for medical assistance furnished under the State 
Medicaid Plan.  COB includes cost avoidance and recovery when other 
medical health insurance exists. 


Cold Call 
Marketing 


Any unsolicited personal contact by the Vendor or contractor with the 
potential enrollee for the purpose of marketing as defined in this 
section 


Competent Properly or well qualified and capable. 


Confidential 
Information 


Any information relating to the amount or source of any income, 
profits, losses or expenditures of a person, including data relating to 
cost or price submitted in support of a bid or proposal.  The term does 
not include the amount of a bid or proposal.  Refer NRS 333.020(5) (b). 


Confidentiality Confidentiality pertains to all safeguards required to protect all 
information which concerns Medicaid and SHCIP applicants and 
recipients, Medicaid providers, and any other information which may 
not be disclosed by any party pursuant to federal and State law, and 
Medicaid Regulations, including, but not limited to NRS Chapter 422, 
and 42 CFR 431. 


Contract Approval 
Date 


The date the State of Nevada Board of Examiners officially approves 
and accepts all contract language, terms and conditions as negotiated 
between the State and the successful vendor. 


Contract Award The date when vendors are notified that a contract has been 
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Date successfully negotiated, executed and is awaiting approval of the Board 
of Examiners. 


Contractor The company or organization that has an approved contract with the 
State of Nevada for services identified in this RFP.  The contractor has 
full responsibility for coordinating and controlling all aspects of the 
contract, including support to be provided by any subcontractor(s).  
The contractor will be the sole point of contact with the State relative 
to contract performance. 


Covered Services Covered services are those services for which Nevada Medicaid may 
reimburse providers. 


Cross Reference A reference from one document/section to another document/section 
containing related material. 


CSHCN Children who have, or are at risk for, chronic physical, developmental, 
behavioral, or emotional conditions; and also require health and related 
services of a type and amount beyond that required by children in 
general; and are receiving services through family-centered, 
community-based, coordinated care systems receiving grant funds, 
under Section 501 (a)(1)(D) of Title V of the Social Security Act 
(known as Nevada Early Intervention Program); or children self-
identified by parents/guardians as potentially having special health care 
needs. 


Customer Department, Division or Agency of the State of Nevada. 


Cultural 
competency 


An awareness and appreciation of customs, values, and beliefs and the 
ability to incorporate them into the assessment, treatment and 
interaction with any individual. 


Culture The integrated pattern of human behavior that includes thought, 
communication, actions, customs, beliefs, values and institutions of a 
racial, ethnic, religious or social group.  Culture defines the preferred 
ways for meeting needs, and may be influenced by factors such as 
geographic location, lifestyle and age. 


DCFS The Division of Child and Family Services. 


Denied Service Any medical service requested by a provider for a Medicaid recipient 
for whom the Contractor denies approval for payment. 


Dental Director The Contractor’s Director of Dental Services, who is required to be a 
Doctor of Dental Science or a Doctor of Medical Dentistry and licensed 
by the Nevada Board of Dentistry, designated by the Contractor to 
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exercise general supervision over the provision of dental services by the 
Contractor. 


Dental-Related 
Services 


These may include radiology, physician, anesthesiologist, outpatient 
facility and pharmacy related to a covered medically necessary dental 
service or procedure. 


Dental Services These include covered diagnostic, preventive or corrective services or 
procedures that include treatment of the teeth and associated 
structures of the oral cavity for disease, injury or impairment that may 
affect the oral or general health of the eligible Medicaid recipient up to 
age 21 years and eligible Nevada Check Up recipients up to the birth 
month of their 19th year; and dentures, emergency extractions and 
palliative care for 21 years old and older.  The Vendor is responsible for 
covered dental services as described in Chapter 1000 of the Medicaid 
Services Manual and the DHCFP Managed Care Contract. 


Dentist A person licensed to practice dentistry or dental surgery as defined in 
Nevada Revised Statutes 631.215. 


DHCFP Nevada Division of Health Care Financing and Policy. 


DHHS The State of Nevada Department of Health and Human Services. 


Disenrollment Process of terminating individuals or groups from enrollment with a 
Managed Care Plan.  Except where expressly required by federal or 
state regulations, disenrollment may not occur mid-month.  Under 
most circumstances, requests for disenrollment are effective the first 
day of the month following receipt of the request, providing that the 
request is within policy/contract guidelines and is submitted before the 
administrative cut-off date. 


Division/Agency The Division/Agency requesting services as identified in this RFP. 


DME Durable Medical Equipment, Devices and Gases - Durable medical 
equipment is defined as equipment, devices, and gases which can 
withstand repeated use, and is primarily and customarily used to serve 
a medical purpose, and generally is not useful to a person in the absence 
of illness or injury. 


Eligibility Term that references a person’s status to receive Medicaid program 
benefits. 


Emergency 
Medical Condition 


A medical condition manifesting itself by acute symptoms of sufficient 
severity (including severe pain) that a prudent layperson, who 
possesses an average knowledge of health and medicine, could 
reasonably expect the absence of immediate medical attention to result 
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in placing the health of the individual (or, with respect to a pregnant 
woman, the health of the woman or her unborn child) in serious 
jeopardy; serious impairment to bodily functions; or serious 
dysfunction of any bodily organ or part. 


Emergency 
Medical 
Transportation 


Emergency medical transportation is use of a ground or air ambulance, 
as medically necessary, to transport a recipient with an emergency 
medical condition.  A ground or air ambulance resulting from a “911” 
communication is considered emergency medical transportation, as 
specified in Medicaid Services, Chapter XIX. 


Emergency 
Services 


Emergency services means, with respect to an individual enrolled with 
an organization, covered inpatient and outpatient services that are 
furnished by a provider qualified to furnish such services and are 
needed to evaluate or stabilize an emergency medical condition.  The 
Contractor must not require the services to be prior or post-authorized. 


Encounter A covered service or group of services delivered by a provider to a 
recipient during a visit, or as a result of a visit (e.g., pharmacy) between 
the recipient and provider. 


Encounter Data Data documenting a contact of service delivered to an eligible recipient 
by a provider. 


Enrollee A Medicaid or Nevada Check UP recipient who is enrolled in a 
managed care program. 


EPSDT Early and Periodic Screening, Diagnosis and Treatment - A preventive 
health care program, the goal of which is to provide to eligible children 
under the age of 21 the most effective, preventive health care through 
the use of periodic examinations, standard immunizations, diagnostic 
services, and treatment services which are medically necessary and 
designed to correct or ameliorate defects in physical or mental illnesses 
or conditions.  42 U.S.C. Section 1396d (a) (4) (B). 


EQR External Quality Review - The review and evaluation by an External 
Quality Review Organization of information on quality, timeliness, and 
access to the health care and services that a Vendor, or their 
contractor(s), furnish to Medicaid recipients. 


EQRO External Quality Review organization – An organization that meets the 
competence and independence requirements set forth in CFR 438.354, 
and performs external quality review, and other EQR-related activities 
as set forth in CFR 438.358, or both. 


Essential A healthcare provider that (a) has historically provided services to 
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Community 
Providers 


underserved populations and demonstrates a commitment to serve low-
income, underserved populations who make up a significant portion of 
its patient population or, in the case of a sole community provider, 
serves underserved patients within its clinical capability; and (b) waives 
charges or charges for services on a modified sliding fee scale based on 
income and does not restrict access or services because of a client’s 
financial limitations. 


Evaluation 
Committee 


An independent committee comprised of a majority of State officers or 
employees established to evaluate and score proposals submitted in 
response to the RFP pursuant to NRS 333.335. 


EVE Electronic Verification of Eligibility - A means to verify an individual’s 
eligibility for services covered by the State of Nevada’s Medicaid 
program, via the Internet. 


Exception A formal objection taken to any statement/requirement identified 
within the RFP. 


External Quality 
Review Protocols 


A series of procedures or rules to monitor, measure, and document 
information on quality, timeliness, and access to the health care and 
services that an Vendor or their contractors furnish to Medicaid and 
Nevada Check Up recipients. 


Family Planning 
Services 


Section 1905(a)(4)(C) of the Social Security Act requires states to 
provide family planning services and supplies (directly or under 
arrangements with others) to individuals of childbearing age (including 
minors who can be considered to be sexually active) who are eligible 
under the State plan and who desire such services and supplies. Section 
1902(a) (10) (A) specifies family planning services be made available to 
categorically needy Medicaid recipients while §1902(a) (10) (C) 
indicates the services may be provided to medically needy Medicaid 
recipients at the State’s option. The term "family planning services" is 
not defined in the law or in regulations. However, Congress intended 
that emphasis be placed on the provision of services to "aid those who 
voluntarily choose not to risk an initial pregnancy," as well as those 
families with children who desire to control family size. In keeping 
with congressional intent, these services may be defined as narrowly as 
services, which either prevent or delay pregnancy, or they may be more 
broadly defined to also include services for the treatment of infertility. 
However, the Medicaid definition must be consistent with overall State 
policy and regulation regarding the provision of family planning 
services. 


FFP Federal Financial Participation - Usually expressed as a percentage or 
fraction of certain expenditures for which DHCFP is entitled to 
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reimbursement by the federal government in accordance with 
applicable laws and regulations. 


FFS Fee for Service Reimbursement- A health care delivery program 
whereby DHCFP medical assistance program recipients are served by 
health care providers reimbursed on a per service or point of service 
basis. 


First Step Program The Division of Child and Family Services (DCFS) early intervention 
services for families and their children, ages birth through two (2) years 
(to third birthday), with suspected or confirmed developmental delays. 


Fiscal Agent The program's fiscal agent is an entity under contract to the DHCFP 
with responsibility for the prompt and proper processing of all claims 
for payment of covered services in accordance with policies and 
procedures established by Nevada Medicaid.  In addition, the fiscal 
agent may: 


1) Provide the auditing function for providers under cost 
reimbursement; 


2) Perform a cursory pre-payment review on all claims; 


3) Trace, identify and apply any and all prior resources, including 
third-party liability and subrogation; 


4) Supply provider education and provider services; and, 


5) Other administrative services. 


FMC Family Medical Category – Applications for Medicaid are treated as 
application for Family Medical Coverage. 


Fraud An intentional misrepresentation of truth for the purpose of inducing 
another in reliance upon it to part with some valuable thing belonging 
to him or to surrender a legal right.  A false representation of a matter 
of fact, whether by words or by conduct, by false or misleading 
allegations, or by concealment of that which should have been 
disclosed, which deceives and is intended to deceive another so that he 
shall act upon it to his legal injury. 


FQHC Federally Qualified Health Center - Means an entity as defined in 42 
CFR 405.2401(b).  An FQHC is located in a rural or urban area 
designated as either a shortage area, or an area that has a medically 
underserved population and has a current provider agreement with 
DHCFP. 


Geographic The Vendor can elect to offer health care services to recipients residing 
in any or all towns, cities, and/or counties in Nevada for which the 
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Service Area Vendor has been certified by the Nevada State Insurance 
Commissioner.  The Vendor must meet the requirements of NAC 
695c.160. 


Grievance Means any oral or written communications made by an enrollee, or a 
provider acting on behalf of the enrollee with the enrollee’s written 
consent, to any DHCFP managed care health plan employee or its 
providers expressing dissatisfaction with any aspect of the Medicaid 
managed care health plan or provider’s operations, activities or 
behavior, regardless of whether the communication requests any 
remedial actions. 


HCBS Home and Community Based Services.-Section 1915(c) of the Act 
authorizes the Secretary of Health and Human Services (HHS) to waive 
certain Medicaid statutory requirements to enable States to cover a 
broad array of home and community-based services as an alternative to 
institutionalization. These waivers include state wideness, 
comparability and categorical eligibility of institutional Medicaid 
which allows States to offer a wide array of services, defined by the 
State, to those recipients who may otherwise require 
institutionalization. 


Health Care Plan An arrangement whereby any person undertakes to provide, arrange 
for, pay for, or reimburse any part of the cost of any health care 
services, and at least part of the arrangement consists of arranging for, 
or the provision of, health care services paid for by, or on behalf of, the 
recipient on a periodic prepaid basis (according to NRS 695C.030.4). 


Health Care 
Services 


Any services included in the furnishing to any natural person of 
medical or dental care or hospitalization or incident to the furnishing 
of such care or hospitalization, as well as the furnishing to any person 
any other services for the purpose of preventing, alleviating, curing or 
healing human illness or injury (according to NRS 695C.030.5). 


Healthy Kids The Division refers to the EPSDT program as Healthy Kids. 


Hearing A hearing is an orderly, readily available proceeding before a hearing 
officer, which provides for an impartial process to determine the 
correctness of an agency action (See Chapter 3100).  Recipients and 
Medicaid providers are afforded an opportunity for hearing in certain 
circumstances and when requested in a timely manner.  An agency or 
HMO adverse determination made against a recipient’s request for 
service or payment as well as a determination against a provider that 
terminates or denies a provider application may provide opportunity 
for hearing. 
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HEDIS Healthcare Effectiveness Data and Information Set - HEDIS is the 
performance measurement tool of choice for more than 90 percent of 
the nations managed care organizations. It is a set of standardized 
measures that specifies how health plans collect; audit and report on 
their performance in important areas ranging from breast cancer 
screening, to helping patients control their cholesterol to customer 
satisfaction. Purchasers and others use HEDIS data to compare plan 
performance. 


HEDIS 
Compliance Audit 


A comprehensive assessment by a HEDIS Certified Auditor using 
findings from the HEDIS Baseline Assessment Tool (BAT), from audits 
in prior years (if applicable) and the HEDIS logical measure groups to 
select a core set of measures from all Vendor-reported measures. The 
auditor evaluates the core set of measures across all applicable domains 
described in the HEDIS specifications and extrapolates findings from 
the core set to all measures reported by the Vendor. 


HIX Health Insurance Exchange 


HMO Health Maintenance Organization A Health Maintenance Organization, 
by Nevada Medicaid standards, is an entity that must provide its 
Medicaid or CHIP enrollees inpatient hospital, outpatient hospital, 
laboratory, x-ray, family planning, physician, and home health services.  
The HMO provides these services for a premium or capitation fee, 
whether or not the individual enrollee receives services. 


Home Health 
Services 


Home health services are a mandatory benefit for individuals entitled 
to nursing facility services under the State's Medicaid plan. Services 
must be provided at a recipient's place of residence and must be 
ordered by a physician as part of a plan of care that the physician 
reviews every sixty days. Home health services must include nursing 
services, as defined in the State's Nurse Practice Act, that are provided 
on a part-time or intermittent basis by a home health agency, home 
health aide services provided by a home health agency, and medical 
supplies, equipment, and appliances suitable for use in the home. 
Physical therapy, occupational therapy, speech pathology, and 
audiology services are optional services States may choose to provide. 
To participate in the Medicaid program, a home health agency must 
meet the conditions of participation for Medicare. 


Hospital Hospital means an inpatient medical facility licensed to provide 
services at an acute level of care for the diagnosis, care and treatment of 
human illness primarily for patients with disorders other than mental 
diseases.  For purposes of Medicaid, a "hospital" must meet the 
requirements for participation in Medicare as a hospital.  It is not an 
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Institution for Mental Diseases (IMD), a Nursing Facility (NF), or an 
Intermediate Care Facility for the Mentally Retarded (ICF/MR), 
regardless of name or licensure. 


Indian Health 
Care Services 


These are services that the United States Government provides to 
federally recognized American Indian Tribes and Alaska Native 
Villages (“Indian tribes”) based on a special government-to-
government relationship.  This relationship is the result of treaties 
between the federal government and Indian tribes and federal 
legislation.  The Indian Health Services (IHS) is the primary source of 
medical and other health services for American Indian and Alaska 
Native people living on federal Indian reservations and other 
communities serviced by the IHS.  The HIS delivery system includes 
over 500 health care facilities, including 51 hospitals, operated directly 
by the IHS or by Indian tribes or tribal organizations under agreements 
(contracts, grants, or compacts) authorized by Title I or III of the 
Indian Self-Determination and Education Assistance Act (Public Law 
93-638, as amended). 


Inpatient Hospital 
Services 


"Inpatient hospital services" means services ordinarily furnished in a 
hospital for the care and treatment of an inpatient under the direction 
of a physician or dentist and furnished in an institution that (a) is 
maintained primarily for the care and treatment of patients with 
disorders other than tuberculosis; (b) is licensed as a hospital by an 
officially designated authority for State standard-setting; (c) meets the 
requirements for participation in Medicare; and (d) has in effect a 
utilization review plan, applicable to all Medicaid patients, that meets 
the requirements of 42 CFR 482.30, 42 CFR 456.50-456.145 and 42 
CFR 440.10  Inpatient hospital services do not include Skilled Nursing 
Facilities (SNF) or Intermediate Care Facilities (ICF) services 
furnished by a hospital with swing bed approval. 


Institutions for 
Mental Diseases 


In 1988, P.L. 100-360 defined an institution for mental diseases as a 
hospital, nursing facility, or other institution of more than 16 beds 
primarily engaged in providing diagnosis, treatment, or care of persons 
with mental diseases, including medical attention, nursing care, and 
related services. This definition is in §1905(I) of the Act and in 42 CFR 
435.1009. The regulations also indicate that an institution is an IMD if 
its overall character is that of a facility established and maintained 
primarily for the care and treatment of individuals with mental 
diseases. 


Key Personnel Vendor staff responsible for oversight of work during the life of the 
project and for deliverables. 
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LCB Legislative Counsel Bureau 


LEP Limited English Proficiency – inability to read, write or understand the 
English language at a level that permits one to interact effectively with 
health care providers or the vendor. 


Licensure The act or practice of granting licenses as to practice a profession. 


Lock out Refers to a provider sanction that suspends the Medicaid agreement 
between the State Nevada Medicaid Program and the provider for a set 
period of time. 


LOI Letter of Intent - notification of the State’s intent to award a contract 
to a vendor, pending successful negotiations; all information remains 
confidential until the issuance of the formal notice of award. 


Managed Care A system of health care delivery that influences utilization and cost of 
services and measures performance. The goal is a system that delivers 
value by giving people access to quality, cost–effective health care. 


Managed Health 
Plan 


Provides one or more products which:  1) integrate financing and 
management with delivery of health care services to an enrolled 
population; 2) employ or contract with an organized provider network 
which delivers services and (as a network or individual provider) 
shares financial risk or has some incentive to deliver quality, cost-
effective services; and 3) use an information system capable of 
monitoring and evaluating patterns of covered persons’ uses of medical 
services and the cost of those services. 


Marketing Any communication from the HMO, including its employees, affiliated 
providers, agents or contractors, to a Medicaid or Nevada Check Up 
recipient who is not enrolled with the HMO that can reasonably be 
interpreted as intended to influence the recipient to enroll with the 
HMO or either not to enroll in or to disenroll from another HMO’s 
plan. 


Marketing 
Materials 


Means materials that are produced in any medium, by or on behalf of 
HMO that can reasonably be interpreted as intended to market to 
potential enrollees. 


Maternity Kick 
Payment  
(SOBRA) 


The Maternity Kick Payment is payment made to the HMO which 
intended to reimburse the health plans for costs associated specifically 
with covered delivery costs and postpartum care. 


May Indicates something that is recommended but not mandatory.  If the 
vendor fails to provide recommended information, the State may, at its 
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sole option, ask the vendor to provide the information or evaluate the 
proposal without the information. 


Medicaid Title XIX of the Social Security Act is a federal program which pays for 
medical benefits to eligible low-income persons needing health care.  In 
Nevada, it is administered by the Department of Health and Human 
Services, Division of Health Care Financing and Policy, subject to 
oversight by CMS.  The program costs are shared by the federal and 
State governments. 


Medicaid or 
Nevada Check Up 
Billing Number 


The Billing Number is an eleven digit number in one of the following 
forms:  12345600010 or 00000123456 used to identify Medicaid 
recipients or, the same type of numbering order ending in ‘999’ used to 
identify Nevada Check Up recipients.    Providers use the billing 
number when submitting claims for payment on services provided to 
eligible program recipients. 


Medicaid and 
Nevada Check Up 
Card 


Medicaid and Nevada Check Up Card means an instrument or device 
evidencing eligibility for receipt of Medicaid or Nevada Check Up 
covered services.  It is issued by the Fiscal Agent for the use of the 
cardholder in obtaining the types of medical and remedial care for 
which assistance may be provided under the Plan. 


Medicaid Fraud 
Control Unit  - 
MFCU 


MFCU is a federally funded and mandated State fraud unit, 
independent of the State Medicaid agency and authorized by the 
Medicare-Medicaid Anti-Fraud and Abuse Amendments of 1977.  The 
purpose of MFCU is to investigate and prosecute provider fraud in the 
Medicaid program.  In Nevada, MFCU was established by the 1991 
Legislature within the Office of the Attorney General. 


Medical 
Assistance to the 
Aged, Blind and 
Disabled.- 
MAABD 


MAABD is a Medicaid eligibility category which provides medical 
coverage for certain persons who are eligible for and/or may be 
receiving Supplemental Security Income (SSI), persons who qualify for 
Home and Community Based Services (HCBS), certain persons who 
qualify for Medicare coverage, and certain disabled children who 
would be eligible for nursing facility placement but who are being 
cared for in their home for less cost than what would be incurred in 
such placement. 


Medical Care 
Advisory 
Committee- 
MCAC 


MCAC is a federally mandated advisory committee whose purpose is to 
act in an advisory capacity to the State Medicaid Administrator. 


Medical Home Refers to inclusion of a program recipient on the patient panel of a 
Primary Care Physician (PCP) or a Primary Care Site (PCS) and the 
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ability of the recipient to rely on the PCP/PCS for access to and 
coordination of their medical care. 


Medical Necessity To be considered a medical necessity (medically necessary) items and 
services must have been established as safe and effective as determined 
by Nevada Medicaid.  The items and services must be: 


1) Consistent with the symptoms or diagnosis of the illness or injury 
under treatment; 


2) Necessary and consistent with generally accepted professional 
medical standards; 


3) Not furnished for the convenience of the recipient, the attending 
physician, the caregiver, or to the physician supplier; and, 


4) Furnished at the most appropriate level that can be provided safely 
and effectively to the recipient. Medicaid will only cover items and 
services that are appropriate and necessary for the diagnosis or 
treatment of an illness or an injury, or to improve the functioning of 
a malformed body part. 


The DHCFP will only cover items and services which are reasonable 
and necessary for the diagnosis or treatment of an illness or injury or to 
improve the functioning of a malformed body member. 


MHDS The Nevada Division of Mental Health and Developmental Services 


Mid Level 
Practioner 


Includes physician assistants and nurse practitioners (advanced 
practice nurses). 


Must Indicates a mandatory requirement.  Failure to meet a mandatory 
requirement may result in the rejection of a proposal as non-responsive. 


NAC Nevada Administrative Code –All applicable NAC documentation may 
be reviewed via the internet at:  www.leg.state.nv.us 


NCQA An organization that develops health care measures that assess the 
quality of care and services that commercial and Medicaid managed 
care clients receive. 


Nevada Check Up Children’s Health Insurance Program (CHIP) provided under Title XXI 
of the Social Security Act to children whose families exceed Medicaid 
limits, but is equal to or less than 200% of the federal poverty level. 


Nevada Early 
Intervention 


Clinics operating to serve children, from birth to their third (3rd) 
birthday, providing early intervention services for children with 
known or suspected developmental delays.  These clinics receive Title 
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Program V funding. 


Nevada Division of 
Welfare and 
Supportive 
Services 


The Nevada Division of Welfare and Supportive Services (DWSS) 
provides eligibility determinations and services enabling Nevada 
families, the disabled and elderly to receive temporary cash and/or 
medical assistance, in an effort to achieve their highest level of self-
sufficiency. 


The DWSS administers the Food Stamp and Temporary Assistance to 
Needy Families (TANF) programs and determines eligibility for the 
Nevada Medicaid program. 


NOA Notice of Award – formal notification of the State’s decision to award a 
contract, pending Board of Examiners’ approval of said contract, any 
non-confidential information becomes available upon written request. 


Non-Emergency 
Transportation 
(NET) Broker 


A NET Broker contracts with individual transportation companies who 
provide transportation for eligible recipients of the DHCFP medical 
assistance programs.  The NET Broker manages, authorizes, and 
coordinates NET services for these recipients.  The NET Broker also 
provides various utilization management reports to Nevada Medicaid 
for quality assurance purposes.  The NET Broker may perform the 
transportation services with limitations. 


NRS Nevada Revised Statutes – All applicable NRS documentation may be 
reviewed via the internet at:  www.leg.state.nv.us. 


Orthodontics The branch of dentistry used to correct malocclusions (the "bite") of the 
mouth and restore it to proper alignment and function. Nevada 
Medicaid authorizes payment for orthodontics for qualified Medicaid 
recipients less than 21 years of age and for qualified Nevada Check Up 
recipients up to the birth month of their 19th year of age. 


Other Health Care 
Coverage (OHC) 


As defined by Nevada Medicaid, OHC means any private health 
coverage plan or policy which provides or pays for health care services.  
Exclusions to OHC include but are not limited to Medicaid managed 
care, automobile insurance, and life insurance. 


Out of Network 
Provider 


These are certain types of providers with whom formal contracts may 
not be in place with the Contractor.  However, the Contractor benefit 
package includes Medicaid services for which the Contractor will 
reimburse for specific services. The Contractor must either negotiate a 
rate with out-of-network providers or pay the FFS rate. 


Outpatient Outpatient services are those medically necessary services provided for 
the diagnosis and/or treatment of an illness or disease for which the 
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Acronym Description 


Services patient will not require care in a facility for more than 24 hours. 


Pacific Time (PT) Unless otherwise stated, all references to time in this RFP and any 
subsequent contract are understood to be Pacific Time. 


Parity Parity is a state of uniformity or similarity. 


Patient Liability Patient Liability is that portion of a recipient's income that must be 
paid toward the cost of care. 


Performance 
Improvement 
Project  (PIP) 


Activities conducted by managed care organizations designed to 
improve the quality of care or services received by managed care 
enrolled recipients. 


Performance 
Indicators 


Performance indicators are preset criteria which involve the recipient 
or provider and show the outcomes and impact level of Contract 
performance on specified sets of the population. 


Personal Care 
Services 


Personal care services are an optional Medicaid benefit provided to 
individuals who are not inpatients or residents of a hospital, nursing 
facility, intermediate care facility for the mentally retarded or 
institution for mental disease.  Personal care services must be: 


1) Authorized for an individual by a physician in a plan of treatment or 
in accordance with a service plan approved by the State; 


2) Provided by an individual who is qualified to provide such services 
and who is not a member of the individual’s family; and 


3) Furnished in a home or other location. 


These services may include a range of human assistance provided to 
persons, of all ages, with disabilities and chronic conditions which 
enable them to accomplish tasks that they would normally do for 
themselves if they did not have a disability. 


Personal 
Representative 


A personal representative is: 


1) A parent, including a parent who is an emancipated minor; 


2) A guardian of the person as defined in NRS Chapter 159, an 
executor or administrator; 


3) A person who has authority to make health care decisions under a 
power of attorney for health care; or 


4) A person who is designated, in writing, as a personal 
representative for a Medicaid or Nevada Check Up recipient (this 
authority may be granted only by the recipient or, in the case of a 
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minor child or adult who is adjudicated incompetent, his/her parent 
or guardian). 


Plan of Correction 
(POC) 


A detailed written plan describing the actions and/or procedures to 
remedy deviation from the stated standard(s) or contractual and/or 
legal mandates. 


Post-Stabilization 
Services 


Means covered services, related to an emergency medical condition, 
that are provided after an enrollee is stabilized in order to maintain the 
stabilized condition or to improve or resolve the enrollee's condition. 


Potential Enrollee A Medicaid recipient who is subject to mandatory enrollment or may 
voluntarily elect to enroll in a given managed care program, but is not 
yet an enrollee of a specific Vendor. (Potential enrollee definition is 
applicable to the Information Requirements – in 42 CFR 438.10, not to 
the Marketing section – in 42 CFR 438.104.) 


Prepaid Benefits 
Package 


The set of health care-related services for which plans will be capitated 
and responsible to provide. 


Primary Care 
Provider (PCP) 


Physicians who practice general medicine, family medicine, general 
internal medicine, general pediatrics, or osteopathic medicine.  
Physicians who practice obstetrics and gynecology may function as 
PCPs for the duration of the health plan member’s pregnancy. 


Primary Care Site 
(PCS) 


A location, usually a clinic, where a recipient chooses to access primary 
health care.  The recipient’s medical record is maintained at this 
location, and a rotating staff of physicians manages and coordinates the 
recipient’s medical needs. 


Prior Resources Prior resources are any non-Medicaid coverage, public or private, 
which can be used to pay for medical services.  These resources and 
benefits are payable before Medicaid benefits are paid. 


Private Duty 
Nursing Services 


Private duty nursing is an optional Medicaid service which States may 
elect to provide.  Chapter 42 CFR 440.80 defines private duty nursing 
services as nursing services for recipients who require more individual 
and continuous care than is available from a visiting nurse or routinely 
provided by the nursing staff of the hospital or nursing facility, and are 
provided through an agency: 


1) By a registered nurse or a licensed practical nurse; 


2) Under the direction of the recipient’s physician; and 


3) At the State’s option, to a recipient in one or more of the following 
locations: 
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Acronym Description 


a) his or her own home; 


b) hospital; or, 


c) nursing facility. 


Proprietary 
Information 


Any trade secret or confidential business information that is contained 
in a bid or proposal submitted on a particular contract.  (Refer to NRS 
333.020 (5) (a). 


Provider Any individual or entity that is engaged in the delivery of health care 
services and is legally authorized to do so by the State in which it 
delivers the services.  This includes: a person who has applied to 
participate or who participates in the plan as a provider of goods or 
services; or a private insurance carrier, health care cooperative or 
alliance, health maintenance organization, insurer, organization, entity, 
association, affiliation, or person, who contracts to provide or provides 
goods or services that are reimbursed by or are a required benefit of the 
plan. (1) For the fee-for-service program any individual or entity 
furnishing Medicaid services under an agreement with the Division is a 
provider.  (2) For the managed care program, any individual or entity 
that is engaged in the delivery of health care services and is legally 
authorized to do so by the State in which it delivers the services is a 
provider. 


Provider Dispute The term provider dispute encompasses both grievances and appeals.  
An appeal is a request to review an action as an “action” is described 
herein.  A grievance is an expression of dissatisfaction with any aspect 
of the Medicaid managed care health plan’s operations, activities or 
behavior, regardless of whether the communication requests any 
remedial actions. 


Provider Exclusion Refers to an action taken by the federal Office of the Inspector General 
(OIG) of the United States Department of Health and Human Services, 
which prohibits individual practitioners and/or providers from 
participating in providing services under and submitting claims for 
such services for reimbursement from any and all federally funded 
health care programs.  An exclusionary action by the OIG is immediate 
grounds for termination of a State Medicaid Provider Agreement and 
Vendor subcontractor agreement and offers no opportunity for hearing 
with Nevada Medicaid. 


Prudent Layperson A person who possesses an average knowledge of health and medicine, 
who could reasonably expect the absence of immediate medical 
attention to result in placing the health of the individual (or, with 
respect to a pregnant woman, the health of the woman or her unborn 
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child) in serious jeopardy, serious impairment to bodily functions, or 
serious dysfunction of any bodily organ or part. 


Public Record All books and public records of a governmental entity, the contents of 
which are not otherwise declared by law to be confidential must be 
open to inspection by any person and may be fully copied or an abstract 
or memorandum may be prepared from those public books and public 
records.  (Refer to NRS 333.333 and NRS 600A.030 [5]). 


Qualified Clinical 
Staff 


Those who are appropriately licensed or certified to perform medically 
necessary services or render clinical expertise, evaluation, and 
judgment in accordance with State and federal laws. 


Quality Assurance 
(QA) 


A formal set of activities to review and affect the quality of services 
provided.  Quality assurance includes quality assessment and corrective 
actions to remedy any deficiencies identified in the quality of direct 
patient, administrative and support services. 


Quality 
Improvement 


A continuous process that identifies problems in organizational 
systems, including health care delivery systems which tests solutions to 
those problems and constantly monitors the solutions for 
improvement. 


Quality 
Improvement 
Organization 
(QIO) 


Titles XI and XVIII of the Social Security Act (the Act) provide the 
statutory authority for the broad objectives and operations of the 
Utilization and Quality Control Quality Improvement Organization 
(QIO) program. The Peer Review Improvement Act of the Tax Equity 
and Fiscal Responsibility Act of 1982 established utilization and quality 
control Quality Improvement Organizations (QIOs). 


QIOs operate under contract with the Secretary of Health and Human 
Services to review Medicare services, once so certified by CMS.  They 
may also contract with State Medicaid agencies and private insurers.  
The utilization review/control requirements of 42 CFR 456, are deemed 
met if a State Medicaid agency contracts with a Medicare certified QIO, 
designated under Part 475, to perform review/control services (42 CFR 
431.630). 


Reasonable 
Promptness/ 


Timeliness 


All service request determinations will be issued within a reasonable 
promptness by Nevada Medicaid and its contractors.  Reasonable 
promptness means Nevada Medicaid and its contractors will take 
action to approve, deny, terminate, reduce or suspend service(s) within 
fourteen (14) calendar days from the date the service authorization 
request is received. 
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Recipient Means a natural person who receives benefits pursuant to the plan. 


Records Means medical, professional or business records relating to the 
treatment or care of a recipient, or to goods or services provided to a 
recipient, or to rates paid for such goods or services, and records 
required to be kept by the plan. 


Redacted The process of removing confidential or proprietary information from a 
document prior to release of information to others. 


Referral The recommendation by a physician, dentist and/or Contractor, and in 
certain instances, the recommendation by a parent, legal guardian 
and/o9r authorized representative, for a covered recipient to receive 
medically necessary care from a different provider. 


Regulation  A U.S. Department of Health and Human Services statement of general 
applicability designed to implement or interpret federal law, policy or 
procedure; or a statement of Nevada Medicaid of general applicability 
designed to implement or interpret State or federal law, policy or 
procedure. 


Reinsurance Insurance purchased by a Contractor, insurance company, or self-
funded employer from another insurance company to protect itself 
against all or part of the losses that may be incurred in the process of 
honoring the claims of its participating providers, policyholders, or 
employees and covered dependents. 


 


Request for 
Hearing 


A clear, written request from either a provider or Medicaid recipient to 
the Division or its HMO contractor(s) for a hearing relating to a 
sanction and/or adverse determination.  In the case of a provider 
sanction or adverse determination, it is a request made after all HMO 
and Division remedies have been exhausted by the provider. 


RFP Request for Proposal - a written statement which sets forth the 
requirements and specifications of a contract to be awarded by 
competitive selection as defined in NRS 333.020(8). 


 


Risk Contract Means under which the contractor assumes risk for the costs of the 
services covered under the contract and incurs loss if the cost of 
furnishing the services exceeds the payments under the contract. 
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Rural Health 
Clinic (RHC) 


Rural Health Clinic (RHC), defined in 42 CFR 491.2, means a clinic 
that is located in a rural area designated as a shortage area.  It is not a 
rehabilitation agency or a facility primarily for the care and treatment 
of mental diseases. 


Sanction A sanction refers to an action taken either by Nevada Medicaid or the 
Office of Inspector General (OIG) against a provider or provider 
applicant. 


SB99 Prompt pay bill now incorporated into the Nevada Revised Statutes as 
NRS 695C.185. 


Secretary The Secretary of the United States Department of Health and Human 
Services. 


Seriously 
Emotionally 
Disturbed (SED) 


This determination can only be made by a qualified provider on behalf 
of a minor child. 


Serious Mental 
Illness (SMI) 


This determination can only be made by a qualified provider on behalf 
of an adult. 


Service Means any procedure, intervention, or item reimbursable under 
Medicaid or CHIP. 


Service Area The geographic area served by the Contractor as approved by State 
regulatory agencies and/or as detailed in the certificate of authority. 


Service 
Authorization 
Request (SAR) 


A Service Authorization Request (SAR) is a request for the provision of 
a service made on behalf of a managed care enrollee.  The request may 
be made by the enrollee, a provider, or some other entity or individual 
acting on behalf of the enrollee.  A SAR may be made either in writing 
or orally. 


Service Levels Service levels are various measurable requirements that pertain to the 
delivery system structure of the contract and are used for evaluating 
contract performance and compliance. 


SFY State Fiscal Year, July 1st through June 30th. 


Shall Indicates a mandatory requirement.  Failure to meet a mandatory 
requirement may result in the rejection of a proposal as non-responsive. 


Should Indicates something that is recommended but not mandatory.  If the 
vendor fails to provide recommended information, the State may, at its 
sole option, ask the vendor to provide the information or evaluate the 
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proposal without the information. 


State The State of Nevada and any agency identified herein. 


Statement of 
Work 


A statement of the work or services which the Contractor is to perform 
under any contract awarded, and which is generally in the form of an 
exhibit attached to the contract. 


State Plan (aka 
“The Plan”) 


The State Plan is a comprehensive statement submitted by the state 
Medicaid agency describing the nature and scope of its program and 
giving assurance that it will be administered in conformity with the 
specific requirements stipulated in the pertinent title of the Act, and 
other applicable official issuances of the Department of Health and 
Human Services (HHS).  The State Plan contains all information 
necessary for the Department to determine whether the plan can be 
approved, as a basis for Federal Financial Participation (FFP) in the 
State program. 


The State Plan consists of written documents furnished by the State to 
cover each of its programs under the Act including the medical 
assistance program (Title XIX).  After approval of the original plan by 
HHS, all relevant changes, required by new statutes, rules, regulations, 
interpretations, and court decisions, are required to be submitted 
currently so HHS may determine whether the plan continues to meet 
federal requirements and policies.  Determinations regarding State 
Plans (including plan amendments and administrative practice under 
the plans) originally meet, or continue to meet, the requirements for 
approval based on relevant federal statutes and regulations. 


State Quality 
Assessment and 
Performance 
Improvement 
Strategy 


A written document that describes methods DHCFP uses to assess and 
improve the quality of managed care services offered by all managed 
care organizations. 


Subcontractor Third party, not directly employed by the contractor, who will provide 
services identified in this RFP.  This does not include third parties who 
provide support or incidental services to the contractor. 


Subrogation Subrogation is the principle under which an insurer that has paid a loss 
under an insurance policy is entitled to all the rights and remedies 
belonging to the insured against a third party with respect to any loss 
covered by the policy. 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 55 


Acronym Description 


Supplemental 
Omnibus Budget 
Reconciliation Act 
of 1996  (SOBRA) 


Legislation of the Omnibus Budget Reconciliation Act (OBRA) of 1986. 


Surveillance and 
Utilization 
Review Subsystem 
(SURS) 


SURS is the acronym for Surveillance and Utilization Review 
Subsystem of the Division of Health Care Financing and Policy.  It is an 
integral part of the automated Medicaid Management Information 
System (MMIS) which is used to monitor service utilization and abuse. 


Targeted Case 
Management 


Targeted case management is a service that refers to the identification 
of a “target” group for whom case management services will be 
provided.  This targeting may be done by age, type or degree of 
disability, illness or condition, or another identifiable characteristic or 
combination thereof.  These services are defined as “services which 
assist an individual, eligible under the plan, in gaining access to needed 
medical, social, educational and other service.”  The intent of these 
services is to allow States to reach beyond the usual bounds of the 
Medicaid program to coordinate a broad range of activities and services 
necessary to the optimal functioning of the Medicaid recipient. 


Targeted case management has a specific meaning for Nevada Medicaid 
& Nevada Check Up.  TCM, as defined by Medicaid Services manual, 
Chapter 2500, is carved out of the managed care contracts.  Case 
management, which differs from Targeted Case Management, is 
required from the contracted managed care organization. 


Temporary 
Assistance for 
Needy Families 
(TANF) 


Medicaid eligibility category which became effective January 1, 1997 as 
a result of the Personal Responsibility and Work Opportunity Act of 
1996.  TANF eligibility allows for cash payments.  In addition, States 
have the option of including Medicaid eligibility as a program benefit.  
Nevada has elected to include Medicaid coverage under this eligibility 
option. 


Third Party 
Liability (TPL) 


Means any individual, entity (e.g., insurance company) or program 
(e.g., Medicare), including group health plans, as defined in Section 
607(1) of the Employee Retirement Income Security Act of 1974 [29 
USC and 1167 (1)] service benefits plans and Section 6035 of the Deficit 
Reduction Act of 2005. TPL includes COB cost avoidance and COB 
recovery. 


Trade Secret Information, including, without limitation, a formula, pattern, 
compilation, program, device, method, technique, product, system, 
process, design, prototype, procedure, computer programming 
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instruction or code that: derives independent economic value, actual or 
potential, from not being generally known to, and not being readily 
ascertainable by proper means by the public or any other person who 
can obtain commercial or economic value from its disclosure or use; and 
is the subject of efforts that are reasonable under the circumstances to 
maintain its secrecy. 


USC United States Code 


User Department, Division, Agency or County of the State of Nevada. 


Utilization The statewide surveillance and utilization program that safeguards 
against unnecessary or inappropriate use of Medicaid services and 
against excess payments; assesses the quality of those services; provides 
for the control of the utilization of, including inpatient services 
provided in accordance with 42 CFR 456 Subpart B. 


Utilization control "Utilization Control" refers to the federally mandated methods and 
procedures that may include utilization review to safeguard against 
unnecessary or inappropriate utilization of care and services to 
Medicare and Medicaid recipients.  (42 CFR 456.50-456.145). 


Utilization review A formal assessment of medical necessity, efficiency, and/or 
appropriateness of health care services and treatment plans on a 
prospective, concurrent or retrospective basis. 


Vendor Organization/individual submitting a proposal in response to this RFP. 


Will Indicates a mandatory requirement.  Failure to meet a mandatory 
requirement may result in the rejection of a proposal as non-responsive. 
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3.1 STATE OBSERVED HOLIDAYS 
 The State observes the holidays noted in the following table.  Note:  When January 1st, July 4th, 


November 11th or December 25th falls on Saturday, the preceding Friday is observed as the 
legal holiday.  If these days fall on Sunday, the following Monday is the observed holiday. 


 


Holiday Day Observed 


New Year’s Day January 1 


Martin Luther King Jr. Birthday Third Monday in January 


Presidents' Day Third Monday in February 


Memorial Day Last Monday in May 


Independence Day July 4 


Labor Day First Monday in September 


Nevada Day Last Friday in October 


Veterans' Day November 11 


Thanksgiving Day Fourth Thursday in November 


Family Day 
Friday following the Fourth Thursday 
in November 


Christmas Day December 25 


 


 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 3 – 3.1. 


 


4. SCOPE OF WORK 
 DHCFP intends to contract with highly qualified and experienced Vendors, which will administer 


a managed care program to assist DHCFP in reaching its goal to expand enrollment of the 
targeted populations into a managed care entity 


 Authorization to operate as a certified Vendor in the State of Nevada with the projected number 
of Medicaid and Nevada Check Up recipients by the United States Secretary of Health and 
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Human Services and the Insurance Commissioner of the State of Nevada are conditions 
precedent to the contract and shall continue as conditions during the term of any contract  The 
Vendor must hold a current certificate of authority from the Nevada State Insurance 
Commissioner for the applicable contract period and throughout the contract period, or have a 
written opinion from the Insurance Commissioner that such a certificate is not required The 
awarded Vendor must provide proof of a valid certificate of authority prior to the contract 
readiness review. 


 The Vendor must agree to meet all requirements of the ACA, whether it is in effect at the time of 
the contract signing, including any future amendments to the ACA, for the duration of the 
contract, including any contract extensions Other than adjustments to the capitation rates that 
maintain actuarial soundness, the cost of meeting any existing or new ACA requirements will be 
the sole responsibility of the Vendor. 


 The geographic service areas included in the contracts will be urban Clark and Washoe 
Counties; however, other counties, or the entire State, may become mandatory managed care 
during the period of this contract and will be considered as part of the service area for this RFP 


 At the sole discretion of the DHCFP, this contract may be expanded to include services to 
Medicaid Aged, Blind, and Disabled recipients. Vendor must propose to provide services in all 
geographic service areas. DHCFP and the vendor will negotiate mutually agreed on, actuarially 
sound capitated payment rates for the expansion areas at least ninety (90) days prior to the 
effective date in of the new service area. 


 At the State’s sole option, the Vendor may be required to contract with other agencies within the 
DHHS, the Juvenile Justice system, or various Washoe and Clark County entities in providing 
medically necessary services, including behavioral health services If this option is exercised and 
there is any resulting expense incurred by the Vendor, the DHCFP will adjust the capitation rate 
so that it remains actuarially sound. 


 The contract resulting from this RFP shall be effective from July 1, 2013, to June 30, 2017 with 
the possibility of a one (1) year extension if in the best interest of the State. An open enrollment 
process will be conducted prior to full implementation of all contracts that result from this RFP 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4. 


4.1. VENDOR DUTIES AND RESPONSIBILITIES  
 The Vendor’s senior staff and other key staff as identified by the Vendor shall participate in all 


meetings scheduled by DHCFP. The purpose of these meetings includes, but is not limited to, 
the discussion of contract compliance, DHCFP auditing functions and responsibilities, and any 
other applicable issues concerning administration and management of the contract as well as 
program and service delivery The frequency of such meetings may include, at a minimum, 
monthly teleconferences and/or videoconferences in addition to quarterly on-site meetings The 
location of the on-site meetings will be at either the DHCFP administrative offices in Carson City 
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or a site in Las Vegas It is the sole responsibility of the DHCFP to provide reasonable advanced 
notice of such meetings, including location, time, date, and agenda items for discussion  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.1. 


4.2. MEDICAL SERVICES 
 Except as otherwise provided in this RFP, the Vendor’s benefits package provided to DHCFP 


members shall not be less in amount, duration, and scope than those covered services 
specified in the respective State Plans for Title XIX and XXI programs and the Nevada Medicaid 
Service Manual, but may be more than stated therein. The Vendor shall not issue any insurance 
certificate or evidence of insurance to any Medicaid or Nevada Check Up recipient Any 
insurance duty shall be construed to flow to the benefit of DHCFP and not to the Medicaid or 
Nevada Check Up enrolled recipient Any changes in benefit amount, duration, or scope shall be 
preceded by a review of impact on capitation amounts. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2. 


4.2.1 Vendor Managed Care Benefit Package 


 Each Vendor must provide, either directly or through subcontractors, the managed care benefit 
package, as described in this RFP, to enrolled recipients to ensure all medically necessary 
services covered under the State Plan are available and accessible to them. The State of 
Nevada Title XIX State Plan can be accessed on the DHCFP’s website at 
http://dhcfp.state.nv.us/ The State of Nevada Title XXI State Plan can be accessed on the 
Nevada Check Up website at www.nevadacheckup.nv.gov 


 The Vendor must abide by all ACA requirements, including the provision of Essential Health 
Benefits (EHBs), as defined in the ACA. 


 The Vendor must furnish services in the same amount, duration and scope as services 
furnished to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which 
states that the vendor: 


4.2.1.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably be 
expected to achieve the purpose for which the services are furnished; 


4.2.1.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required service solely 
because of diagnosis, type of illness, or condition of the member; 


4.2.1.3 May place appropriate limits on a service on the basis of criteria applied under the State plan, 
such as medical necessity, or for the purpose of utilization control, provided the services 
furnished can reasonably be expected to achieve their purpose, as required in Section 4.2.2; 


4.2.1.4 Must specify what constitutes “medically necessary services” in a manner that is no more 
restrictive than that used in the State Medicaid program as indicated in State statutes and 



http://dhcfp.state.nv.us/

http://www.nevadacheckup.nv.gov
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regulations, the State Plan, and other State policy and procedures, including the Medicaid 
Services Manual (MSM).  The State of Nevada Title XIX State Plan can be accessed on the 
DHCFP’s website at http://dhcfp.state.nv.us/.  


4.2.1.5 The State of Nevada Title XXI State Plan can be accessed on the Nevada Check Up website at 
www.nevadacheckup.nv.gov.  The Vendor shall address the extent to which it is responsible for 
covering services related to the following: 


 A. The prevention, diagnosis, and treatment of health impairments; 


 B. The ability to achieve age-appropriate growth and development; and 


 C. The ability to attain, maintain or regain functional capacity.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.1—4.2.1.5.C. 


CoventryCares will ensure all medically necessary services covered under the State Plan are 
available and accessible to members. Services will be provided in sufficient amount, duration and 
scope to reasonably achieve the purpose for which the service was furnished. We will not 
arbitrarily deny or reduce the amount, duration or scope of a required service solely for cost 
savings or because of the diagnosis, illness or condition. 


CoventryCares will place appropriate limits on a service based on criteria, on the basis of medical 
necessity, and/or utilization control, provided that the services furnished can be reasonably 
expected to achieve their purpose. We use McKesson’s InterQual®


 Clinical Decision Support 
Criteria. This criteria assists with driving appropriate, quality driven care and is evidence based. 


We make certain that the comprehensive benefit package is properly administered through our 
utilization management process, which includes set prior authorization criteria, an exception 
process, and internally developed criteria to address experimental and investigational therapies or 
procedures. Our medical management program is designed to focus on the unique and diverse 
needs of the individual. 


For our youngest members, CoventryCares Cub CareSM program provides a comprehensive 
approach to ensuring children receive the necessary screening and services to allow them to 
achieve age-appropriate growth and development. 


Cornerstones of Cub CareSM are: 


• Coordinating care and services with the member’s medical home 


• Improving member outcomes through targeted education promoting health behaviors 


• Emphasizing disease prevention and the management of chronic conditions 


• Using culturally and linguistically appropriate materials in alternative formats for members 
who are hearing or visually impaired or who have limited English proficiency 


 



http://dhcfp.state.nv.us/

http://www.nevadacheckup.nv.gov
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4.2.1.6 Must, for itself and its subcontractors, have in place and follow, written policies and procedures 
for the processing of requests for initial and continuing authorizations of services. 


 The Vendor must have in effect mechanisms to ensure consistent application of review criteria 
for authorization decisions and consult with the requesting and/or servicing provider, when 
necessary. 


 The Vendor shall monitor prior authorization requests DHCFP, at its sole discretion, may require 
removal of the prior authorization requirement for various procedures based on reported 
approval data and any other relevant information. 


 Any decision made by the Vendor to deny a service authorization request or to authorize a 
service in an amount, duration, or scope that is less than requested, must be made by a health 
care professional who has appropriate clinical expertise in treating the member’s condition or 
disease. 


 The Vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-
service program.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.6. 


Coventry managed care organizations (MCOs) administer customized Medicaid managed care 
programs in 10 states, covering approximately one million TANF, CHIP, Pregnant Women, ABD, 
Foster Care Children, Dual Eligible and Long Term Care beneficiaries. We have extensive 
experience for, and written procedures supporting, requests for initial and continuing 
authorizations of services. 
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4.2.1.7 Must maintain and monitor a network of appropriate providers that is supported by written 
agreements and is sufficient to provide adequate access to all services covered under the 
contract for both the TANF/CHAP and CHIP (Nevada Check Up) populations. In establishing 
and maintaining the network, the Vendor must consider the following: 


 A. The anticipated DHCFP recipient managed care enrollment; 


 B. The numbers of network providers who currently are and are not accepting new Medicaid 
and Nevada Check Up recipients; 


 C. The expected utilization of services, taking into consideration the characteristics and heath 
care needs of specific Medicaid and Nevada Check Up populations represented in the 
RFP; 


 D. The numbers and types (in terms of training, experience, and specialization) of providers 
required to furnish the contracted Medicaid covered services; and 


 E. The geographic location of providers and enrolled recipients, considering distance 
(pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used by 
members, and whether the location provides physical access for members with disabilities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.7. 


We will expand upon our currently contracted commercial contracts to build the CoventryCares 
network that includes services provided by: 


• Physicians 


• Physician extenders 


• Ancillaries 


• Community-based providers (FQHCs and RHCs) 


• Facility services 


Building the Medicaid network from our current commercial contracts, with amendments, allows 
minimal time and effort in creating a comprehensive network of providers to serve the 
populations defined. Recognizing the importance of having a diverse network, we work closely 
with our subcontractors and potential new providers to ensure the network meets the adequacy 
standards of DHCFP. 


In addition to the above, participation in the network can result from nominations directly to 
CoventryCares or to the subcontractors by:  


• Member nominations 


• Provider nominations 


• Identification/referrals from CoventryCares’ case managers 
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Providers are mapped utilizing GeoAccess standards defined by DHCFP and Coventry internal 
standards against member addresses. Identified gaps result in focused recruitment efforts. The 
effort to build a comprehensive network in Clark and Washoe counties has already begun. 


The CoventryCares network will meet DHCFP adequacy standards by the time of the award 
recipient readiness review process. 


Our Member Services staff works closely with our network contractors to ensure processes are 
followed that allow expansion of the provider population. This further develops the network to 
eliminate potential gaps in care for the membership. The network as well as access triggers 
enables us to handle the expected increase in membership. 


The potential new populations and the projected growth will be handled by the following 
methods: 


• Review of demographic member data, by county and zip code, as provided 


• Evaluation and assessment of each county’s total number of licensed providers, hospitals, and 
additional providers as defined by the State 


• GeoAccess to assess network geographic locations of providers for members, including an 
assessment of distance/travel times 


• Provider feedback, obtained from provider meetings 


Maintenance of the provider network involves several key components. A primary source of 
communication of those components with the providers’ community is the Provider Manual. The 
CoventryCares Provider Manual contains policies and procedures, including but not limited to: 


• Provider rights and responsibilities 


• Member rights and responsibilities 


• Utilization management processes/procedures 


• Provider availability requirements 


• Credentialing and re-credentialing processes 


• Provider and member complaints, grievances, and appeal processes 


• Member benefit information and coverage 


• Program information such as EPSDT, Maternity, Family Planning, and Vaccines for Children 


• Care management programs and coordination of care 


• State and Federal mandates 


• Billing and payment procedures 


• Network management requirements 


The CoventryCares Provider Manual is distributed to any new contracted provider. The Provider 
Manual is updated annually and distributed at least 30 calendar days in advance of the effective 
date. If there are policy or procedure changes for participating providers, updates will be 
submitted to DHCFP for advance approval prior to distribution. Updates are distributed 
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throughout the year either in person by the Provider Relations staff,  by fax blast and/or website 
updates. 


 


4.2.1.8 Must allow each member to choose his or her health care professional, including primary care 
provider (PCP), to the extent possible and appropriate. 


 A. Members with disabilities, chronic conditions, or complex conditions shall be allowed to 
select a specialist as their PCP. These members shall be allowed to select a State-operated 
clinic as their PCP.  


 B. Members with disabilities must be given an additional 30 days to select a PCP. 


 C. Vendor must allow for continued use of a member’s provider(s) until the member can be 
transferred to an appropriate network provider(s). 


 D. Vendor must allow for a pregnant member’s continued use of their OB/GYN, if at all 
possible.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.8. 


Process for Assigning Members to a PCP or PCS 
Coventry has a dedicated Medicaid Enrollment Department to support the Medicaid line of 
business. This organization is spread out between two different locations in Harrisburg, 
Pennsylvania and Newark, Delaware. This experienced team services approximately one million 
Coventry Medicaid members. 


Coventry has built a strong network of physicians, hospitals and other health care providers to 
provide a broad range of services to meet the medical needs of our members. In support of our 
member’s rights and responsibilities, we engage with the member to choose a Primary Care 
Physician (PCP) or Primary Care Site (PCS) as their Medical Home. 


CoventryCares provides materials and services, including a Provider Directory, Member 
Handbook, website and a member service toll-free number for asking questions or requesting 
assistance or information in various languages. 


Coventry understands that eligibility is determined by the State. The Coventry Enrollment 
Department will receive and process eligibility files to maintain accurate and current monthly 
eligibility for our members. 


Figure 1 illustrates Coventry’s primary care provider assignment process. 
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Figure 1: Primary Care Provider Assignment Process 


 
Sophisticated enrollment logic begins with every effort made to preserve the member’s existing 
PCP or PCS relationship. During the file upload process, the logic will validate to determine if the 
834 member record contains the member’s choice of PCP or PCS and will assign that PCP or PCS 
to the member if the choice is valid. 


If the member’s choice of a PCP or PCS is not valid, the member’s history is reviewed to confirm 
whether the member had a Coventry Medicaid contract in our Management Information System 
(IDX) within the prior six months. When a previous contract is identified, the member will be 
reassigned to the previous PCP or PCS, if he/she is still part of Coventry’s provider network. In 
cases where the member is new to Coventry and did not choose a participating PCP or PCS, or we 
are unable to successfully match a participating PCP or PCS, the member will be placed into an 
unassigned PCP or PCS status. Members can change their PCP/PCS by calling our Customer 
Service Department. These changes are made real-time and will generate a new ID card to be sent 
to the member. 


A member in a Medicaid or Nevada Check-up program who does not choose a PCP or PCS within 
five business days of effective date will be auto assigned to a PCP or PCS based on age, gender, zip 
code (within a 25 mile radius), family case unit, and language compatibility. 


In addition, Coventry recognizes that a member identified with Special Needs or Chronic 
Conditions may best be served by a specialty physician who adopts the duties and responsibilities 
of a PCP or PCS for that member. Health Services will guide this process and provide assurance 
that the assignment is in the member’s best interest. Pregnant members’ OB/GYNs can serve as 
their PCP or PCS during their pregnancy and postpartum care. If a member is disabled or needs 
specialty care, he or she can choose a PCP or PCS within 30 days. If the member does not call 
within that timeframe, the member will be assigned to a PCP or PCS based on claims that have 
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been received or auto assigned to a PCP or PCS based on age, gender, zip code (within 25 miles), 
family case unit, and language compatibility. Also, measures are taken to ensure that siblings 
under the age of 18 are kept with the same PCP/PCS. 


Process for Changing a PCP or PCS 
Coventry understands that members can change their PCP or PCS at any time without having to 
provide a reason. Should a PCP or PCS terminate their contract with Coventry, we will notify 
members of the termination and proactively reassign a new PCP or PCS assignment within 15 days 
of the provider’s termination date. 


 


4.2.1.9 Must provide female members with direct access to a women’s health specialist within the 
network for covered care necessary to provide women’s routine and preventive health care 
services. This is in addition to the member’s designated primary care provider (PCP), if that 
source is not a women’s health specialist. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.9. 


CoventryCares is cognizant of the need for a member to seek medical services by someone who 
they feel understands their concerns and can address their health needs. CoventryCares currently 
allows a woman to select a Women‘s Health Specialist as her medical home. The member will find 
the information regarding access to care in the Member Handbook. The providers are educated by 
their provider relations representative and the Provider Manual  regarding direct access to 
Women‘s Health Specialists. Female members have direct access to the following services with no 
referral required: 


• Routine preventive women‘s health services 


• Screening Pap smear 


• Bone mass measurement, if at risk 


 


4.2.1.10 Must cover these services out-of-network for the member adequately and timely for as long as 
the Vendor is unable to provide them.  If the network is unable to provide necessary services 
covered under the contract to a particular member, the Vendor must coordinate with out—of-
network providers with respect to payment. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.10. 
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4.2.1.11 Must provide for a second opinion from a qualified health care professional within the network, 
or arrange for the member to obtain one outside of the network, at no cost to the member. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.11. 


 


4.2.1.12 Must coordinate with out-of-network providers with respect to payment. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.12. 


 


4.2.1.13 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 and 
Sections 4.5 and 4.8.15 of this RFP.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.13. 


Coventry has a Credentialing Verification Center that has existing credentialing processes that 
are compliant with federal and state regulations. 


 


4.2.1.14 Must ensure that the network providers offer hours of operation that are no less than the hours 
of operation offered to commercial members or comparable to Medicaid FFS, if the provider 
services only Medicaid members pursuant to 42 CFR 438.206; must meet and require its 
providers to meet State standards for timely access to care and services, taking into account the 
urgency of the need for services; must make services included in the RFP available twenty-four 
(24) hours per day, seven (7) days per week, when medically necessary;  must establish 
mechanisms to ensure compliance by providers; monitor providers regularly to ensure 
compliance; and, must take corrective action if there is a failure to comply.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.14. 


During our provider education, recruitment, and contracting activities, we set the expectation 
that in-network providers’ hours of operation must meet or exceed those provided to our 
commercial members and required for Medicaid fee-for-service members. All of our provider 
contracts require those in our network to meet State standards for timely access to care and 
services, taking into account the urgency of the need for services, and that when medically 
necessary, they must be available 24 hours a day, 7 days a week. We routinely track and monitor 
providers to ensure compliance, with corrective actions specified in case of non-compliance. 
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4.2.1.15 Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week.  
The Vendor must have written policies and procedures describing how recipients and providers 
can obtain urgent coverage and emergency services after business hours and on weekends.  
Policies and procedures must include provision of direct contact with qualified clinical staff.  
Urgent coverage means those problems which, though not life-threatening, could result in 
serious injury or disability unless medical attention is received.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.15. 


Coventry has experience in administering customized Medicaid managed care programs in ten 
states, covering approximately one million beneficiaries and has developed written policies and 
procedures describing how recipients and providers can obtain urgent coverage and emergency 
services after business hours and on weekends. Each Medicaid MCO’s provider manual and 
member handbook outline these procedures. 


 


4.2.1.16 The Vendor must participate in State and federal efforts to promote the delivery of services in 
a culturally competent manner to all members, including those with limited English proficiency 
and diverse cultural and ethnic backgrounds pursuant to MSM Chapter 100, Section 103.6.  For 
the purposes of this RFP, the State has identified the prevalent non-English language in Nevada 
to be Spanish.  The BBA Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 
438.206(c) (2), and DHCFP requires that vendors offer accessible and high quality services in a 
culturally competent manner. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.16. 


CoventryCares has demonstrated that care is best provided when the network reflects and 
supports the cultural and linguistic needs of the population it serves. We do not discriminate in 
any fashion for recruitment and credentialing of providers. Our emphasis on geographic diversity 
ensures members appropriate proximity to providers who can address medical, social and cultural 
needs. 


We additionally support our provider network by ensuring access to certified interpreters, 
signers and TTY/TDD services. 
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4.2.1.16 


  A. Cultural Competency Plan 


  Each Vendor must have a comprehensive cultural competency program, which is described 
in a written plan. The Cultural Competency Plan (CCP) must describe how care and services 
will be delivered in a culturally competent manner. The CCP must identify the goals and 
objectives of the Vendor’s cultural competency program and encompass the goals and 
objectives described in the DHCFP Quality Assessment and Performance Improvement 
Strategy (IQAPS). The CCP must be reviewed and updated annually and submitted to 
DHCFP in the second quarter of each calendar year. 


  The Vendor must identify a staff person, title or position responsible for the CCP. If there is a 
change in the staff member responsible for the CCP, the Vendor must notify the DHCFP.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.16.A. 


Reflecting our commitment to cultural competency , the CCP will fall under the purview of Tanna 
Ferrin, Regional VP, Quality Improvement. Ms. Ferrin has extensive  experience in reducing 
health disparities, working with diverse populations, and leading teams to ensure the provision of 
cultural and linguistic appropriate services. 


4.2.1.16 


 B. The CCP must contain a description of Staff Recruitment and Retention: 


  The Vendor must demonstrate how it plans to recruit and retain staff who can meet the 
cultural needs of the Vendor’s members. Cultural competence is part of job descriptions.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.1.16.B. 


CoventryCares is committed to ensuring access to cultural and linguistically appropriate services. 
Our CCP will demonstrate our commitment to provide quality services to all of our members with 
a focus to reduce health disparities. We understand the tenants of any successful plan must 
include a demonstrated commitment from senior leadership, recruitment and retention of a 
motivated diverse workforce, required cultural competency development through an incentivized 
training continuum of introduction to proficiency, data collection, use, and analysis to identify, 
design and implement targeted quality improvement initiatives, access to linguistically 
appropriate services through certified vendors and best practice adherence, and last but not least, 
involvement of our stakeholders in the review, approval, and evaluation of our plan. 


 


C. Education and Training 


  1. The training program consists of the methods the Vendor will use to ensure that staff at 
all levels and across all disciplines receive ongoing education and training in culturally 
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and linguistically appropriate service delivery to members of all cultures. The Vendor 
regularly assesses the training needs of the staff and updates the training programs, 
when appropriate. Trainings are also customized to staff based on the nature of the 
contacts they have with providers and/or members. 


  2. The education program consists of methods the Vendor will use for providers and other 
subcontractors with direct member contact.  The education program will be designed to 
make providers and subcontractors aware of the importance of providing services in a 
culturally competent manner.  The Vendor must also make additional efforts to train or 
assist providers and subcontractors in receiving training in how to provide culturally 
competent services.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.1.16.C–4.2.1.16.C.2. 


 


D.  Culturally Competent Services and Translation/Interpretation Services 


  The Vendor describes the method for the ongoing evaluation of the cultural diversity of its 
membership, including maintaining an up-to-date demographic and cultural profile of the 
Vendor’s members. A regular assessment of needs and/or disparities is performed, which is 
used to plan for and implement services that respond to the distinct cultural and linguistic 
characteristics of the Vendor’s membership. Culturally competent care requires that the 
Vendor regularly evaluate its network, outreach services and other programs to improve 
accessibility and quality of care for its membership It must also describe the provision and 
coordination needed for linguistic and disability-related services  


  A Vendor, at the point of contact, must make members aware that translation services are 
available The services that are offered must be provided by someone who is proficient and 
skilled in translating language(s)The availability and accessibility of translation services 
should not be predicated upon the non-availability of a friend or family member who is 
bilingual. Members may elect to use a friend or relative for this purpose, but they should not 
be encouraged to substitute a friend or relative for a translation service.  


 The Vendor must demonstrate that they use a quality review mechanism to ensure that 
translated materials convey intended meaning in a culturally appropriate manner. The 
Vendor must provide translations in the following manner: 


  1. All materials shall be translated when the Vendor is aware that a language is spoken by 
3,000 or 10% (whichever is less) of the Vendor’s members who also have Limited English 
Proficiency (LEP) in that language. 


  2. All vital materials shall be translated when the Vendor is aware that a language is 
spoken by 1,000 or 5% (whichever is less) of the Vendor’s members who also have LEP in 
that language.  Vital materials must include, at a minimum, notices for denial, reduction, 
suspension or termination of services, and vital information from the member handbook. 


  3. All written notices informing members of their right to interpretation and translation 
services in a language shall be translated into the appropriate language when the Vendor is 
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aware that 1,000 or 5% (whichever is less) of the Vendor’s members speak that language 
and have LEP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.1.16.D.– 4.2.1.16.D.3. 


• CoventryCares is committed to ensuring access to cultural and linguistically appropriate 
services. Our CCP will demonstrate our commitment to provide quality services to all of our 
members with a focus to reduce health disparities. We understand the tenants of any 
successful plan must include: 


• Demonstrated commitment from senior leadership 


• Recruitment and retention of a motivated diverse workforce 


• Required cultural competency development through an incentivized training continuum of 
introduction to proficiency 


• Data collection use, and analysis to identify, design and implement targeted quality 
improvement initiatives 


• Access to linguistically appropriate services through certified vendors and best practice 
adherence 


• Involvement of our stakeholders in the review, approval, and evaluation of our plan 


With nearly 40% of Nevada’s population ethnically or racially diverse, we understand the 
importance of ensuring member materials are accurately translated and available in languages and 
formats appropriate to the population at all points of access. 


 


 E. Evaluation and Assessment of CCP 


  The Vendor must evaluate the CCP to determine its effectiveness and identify opportunities 
for improvement. Evaluations are completed on an annual basis and a copy of the 
evaluation is sent to DHCFP The evaluation may, for example, focus on: comparative 
member satisfaction surveys, outcomes for certain cultural groups, member complaints, 
grievances, provider feedback and/or Vendor employee surveys If issues are identified, they 
are tracked and trended, and actions are taken to resolve the issue(s). 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.16.E. 


In addition to Coventry’s Medicaid MCOs in Missouri and Pennsylvania, CoventryCares of 
Nevada intends to seek NCQA’s Multi-Cultural Health Care Distinction. This is part of 
Coventry’s overall goal to have all Medicaid MCOs NCQA accredited. 


 


4.2.1.17 The Vendor shall adhere to professional standards of medical or paramedical care and 
services, and comply with all local, state and federal statutes, rules and regulations relating to 
the Vendor's performance under the contract, including, but not limited to, non-interference with 
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recipient/health care provider communications and prohibitions against factoring and accepting 
or paying kickbacks for services provided to DHCFP members.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.1.17. 


CoventryCares maintains the highest ethical standards in transparency and adherence to all local, 
state, and federal laws and statutes. Our membership has the right to unimpeded communication 
with their services providers. In addition, it is against company policy (and punishable by 
termination and legal action) to offer, pay, factor, or accept kickbacks for any service provided to 
our members. 


4.2.2 Vendor Covered Services 
 No enrolled recipient shall receive fewer services in the managed care program than they would 


receive in the current State Medicaid Plan, except for excluded services in Section 4.2.3, 
Excluded Services and Coverage Limitations below. 


 At a minimum, the Vendor must provide directly, or by subcontract, all covered medically 
necessary services, which shall include, but may not be limited to, the following: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.2. 


4.2.2.1 Ambulatory Surgery Centers; 


4.2.2.2 Alcohol and Substance Abuse Treatment, including; 


4.2.2.3 Intensive Outpatient Treatment; 


4.2.2.4 Case Management; 


4.2.2.5 Certified Registered Nurse Practitioner; 


4.2.2.6 Chiropractor (for EPSDT eligible recipients); 


4.2.2.7 Dental and Dental Related Services, including Orthodontia; 


4.2.2.8 Disposable Medical Supplies; 


4.2.2.9 Durable Medical Equipment; 


4.2.2.10 Early Periodic Screening, Diagnosis and Treatment (EPSDT);  


4.2.2.11 Emergency Transportation;  


4.2.2.12 End Stage Renal Disease Facilities; 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 73 


4.2.2.13 Family Planning Services; 


4.2.2.14 Hearing Aid Dispenser and Related Supplies; 


4.2.2.15 Home Health Agency; 


4.2.2.16 Hospital Inpatient; 


4.2.2.17 Hospital Outpatient; 


4.2.2.18 Hospice; 


4.2.2.19 Inpatient Medical Rehabilitation Center or Specialty Hospital; 
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4.2.2.20 Intermediate Care Facility;  


4.2.2.21 Intravenous Therapy (TPN); 


4.2.2.22 Laboratory—Pathology/Clinical; 


4.2.2.23 Medical Rehabilitation Center or Specialty Hospital; 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


4.2.2.24 Mental Health Services: 


 A. Inpatient Psychiatric Hospital; 


 B. Mental Health Outpatient Clinic;  


 C. Mental Health Rehabilitative Treatment;   


 D. Services; 


E. D. Psychologist; 


F. E. Outpatient Psychiatric; 


G. F. Residential Treatment Center (RTC); 


H. G. Case Management; 


I. H. Habilitation services: Instrumental Activities of Daily Living (IADL)/ Activities of Daily Living 
(ADL); and 


J. I. Medication Management. 


4.2.2.25 Methadone Treatment; 


4.2.2.26 Nursing Facilities; 


4.2.2.27 Nurse Anesthetist; 


4.2.2.28 Certified Nurse Midwife; 


4.2.2.29 Opticians/Optometrists; 


4.2.2.30 Outpatient Surgery; 


4.2.2.31 Personal Care Aide; 


4.2.2.32 Pharmacy; 


4.2.2.33 Physician/Osteopath; 
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4.2.2.34 Physician Assistants; 


4.2.2.35 Podiatrist (for EPSDT eligible recipients); 


4.2.2.36 Private Duty Nursing; 


4.2.2.37 Prosthetics; 


4.2.2.38 Radiology and Noninvasive Diagnostic Centers; 


4.2.2.39 Residential Treatment Centers; 


4.2.2.40 Rural Health Clinics and Federally Qualified Health Centers; 


4.2.2.41 Skilled Nursing Facility; 


4.2.2.42 Special Clinics; 


4.2.2.43 Swing Beds Stays;  


4.2.2.44 Therapy: 


 A. Audiology; 


 B. Occupational; 


 C. Physical; 


 D. Respiratory; 


 E. Speech; and, 


 F. Other services as defined in the Medicaid Services Manual (MSM). 


4.2.2.45 Transitional Rehabilitative Center;  


4.2.2.46 Transplantation of State Plan covered organs and tissue, and related immunosuppressant 
drugs. The State of Nevada Title XIX State Plan can be accessed on the DHCFP’s website at 
http://dhcfp.state.nv.us/. Any new services added or deleted from the DHCFP medical 
assistance programs benefit package will be analyzed for inclusion or exclusion in the Vendor 
benefit package.  DHCFP via its Title XIX State Plan Attachment 3.1.E covers Corneal, Kidney, 
Liver and Bone Marrow transplants and associated fees for adults. For children up to age 21 
any medically necessary transplant that is not experimental will be covered. The health plan 
may claim transplant case reimbursement from DHCFP for in-patient medical expenses above 
the threshold of $100,000 in a one-year period (State Fiscal Year). 75% of the expenses above 
$100,000 are reimbursed to the health plan;  


4.2.2.47 Court-ordered treatment, if it is a medically necessary, covered service; 


4.2.2.48 Institutions for Mental Diseases (IMDs); and 



http://dhcfp.state.nv.us/
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4.2.2.49 The IMDs are a Vendor covered service The DHCFP reserves the right to develop a 
partial risk arrangement with the Vendor for recipient inpatient IMD medical costs.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.2.1–4.2.2.49. 


4.2.3 Excluded Services and Coverage Limitations  
 The following services are either excluded as a Vendor covered benefit or have coverage 


limitations Exclusions and limitations are identified as follows: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3. 


 


4.2.3.1 All services provided at Indian Health Service Facilities and Tribal Clinics 


 All Native Americans may access and receive covered medically necessary services at Indian 
Health Service (IHS) facilities and Tribal Clinics Native Americans who are eligible as Nevada 
Check Up (Title XXI) recipients are mandatorily enrolled in managed care Native Americans 
who are eligible as Nevada Medicaid (Title XIX) recipients may choose to be voluntarily enrolled 
in managed care. If a Native American who is enrolled in managed care seeks covered services 
from IHS, the Vendor should request and receive medical records regarding those covered 
services/treatments provided by HIS. If covered services are recommended by IHS and the 
member seeks those services through the Vendor, the Vendor must either provide the service 
or must document why the service is not medically necessary. The documentation may be 
reviewed by DHCFP or other reviewers The Vendor is required to coordinate all services with 
IHS If a Nevada Medicaid (Title XIX) eligible Native American recipient elects to disenroll from 
the Vendor, the disenrollment will commence no later than the first day of the second 
administrative month after which all covered medically necessary services will be reimbursed by 
FFS.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.1. 
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4.2.3.2 Non Emergency Transportation (NET) 


 The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically 
necessary non-emergency transportation. The Vendor and its subcontractors shall coordinate 
with the NET Broker, if necessary, to ensure NET services are secured on behalf of enrolled 
recipients. The Vendor and its subcontractors must also verify medical appointments upon 
request by DHCFP or the NET Broker. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.2. 


 


4.2.3.3 School-Based Child Health Services (SBCHS) with Limitations 


 DHCFP has provider contracts with several school districts to provide certain medically 
necessary covered services through School Based Child Health Services (SBCHS) to eligible 
Title XIX Medicaid and Title XXI Nevada Check Up recipients. 


 Eligible Medicaid members who are three (3) years of age and older can be referred by their 
primary care physician (PCP), school physician, special education teacher, school nurse, school 
counselor, parent or guardian, or social worker to school based child health services for an 
evaluation If the child is found eligible for these services, then an Individual Education Plan 
(IEP) is developed for the child The IEP specifies services needed for the child to meet his/her 
educational goals A copy of the IEP will be sent to the child’s PCP within the managed health 
care plan, and maintained in the member’s medical record. 


 The school districts provide, through school district employees or contract personnel, the 
majority of specified medically necessary covered services Nevada Medicaid reimburses the 
school districts for these services in accordance with the school districts’ provider contract. The 
Vendors will provide covered medically necessary services beyond those available through the 
school districts, or document why the services are not medically necessary. The documentation 
may be reviewed by DHCFP or its designees Title XIX Medicaid-eligible children are not limited 
to receiving health services through the school districts. Services may be obtained through the 
Vendor rather than the school district if requested by the parent/legal guardian. The Vendor 
must reimburse School-Based Child Health services provided by a Federally Qualified Health 
Center (FQHC) or a Rural Health Clinic (RHC). These services must not have restrictions of 
prior authorization or PCP referral requirements. The Vendor case manager shall coordinate 
with the school district in obtaining any services which are not covered by the plan or the school 
district. 


 The Vendor will stay up-to-date on efforts to promote State standards for School-Based Health 
Services. The Vendor will ensure their delivery systems support the integration of School-Based 
Health Services with Medicaid managed care services.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.3. 
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4.2.3.4 Intermediate Care Facility for the Mentally Retarded (ICF/MR) 


 Members requiring this service are not eligible for managed care.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.4. 


 


4.2.3.5 Adult Day Health Care 


 Members requiring this service are not eligible for managed care.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.5. 


 


4.2.3.6 Home and Community Based Waiver Services  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.6. 


 


4.2.3.7 Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) 
Assessments 


 All PASRR and LOC are performed by the State’s fiscal agent. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.7. 
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4.2.3.8 Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI), with Limitations 


 The Vendor must ensure that members, who are referred for evaluation for SED/SMI, or who 
have been determined SED/SMI, are obtaining the medically necessary evaluations by a 
network PCP, and that the member is receiving covered medically necessary medical, mental 
health and mental health rehabilitation services. 


 The Vendor or its identified subcontractors/network providers must ensure that the 
parent/guardian of a minor member who is referred for SED assessment, or an adult who is 
referred for SMI assessment, is fully informed of the reason why the assessment is necessary, 
and must obtain authorization from the minor member’s parent/guardian or from the enrolled 
adult or his/her personal representative to conduct the assessment and to release the 
determination to the DHCFP and/or its designee. 


 (Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in 
the DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal 
representative designation form, is available upon request.) 


 The Vendor and its identified subcontractors/network providers are the only entities that have 
the authority to make the SED or SMI determination for its enrolled recipients If any entity other 
than the Vendor or its identified subcontractors/network providers makes a determination on 
behalf of a Medicaid recipient who is enrolled in managed care at the time such determination is 
made, the determination will be rejected and the entity will be directed to refer the enrolled 
recipient to the Vendor for a determination and services. SED or SMI determinations made by 
authorized entities referenced in Chapter 400 of the Nevada Medicaid Services Manual 
under Fee-for-Service Medicaid will be considered valid for members who transition from Fee-
for-Service Medicaid to managed care Likewise, determinations made by the Vendor or its 
identified subcontractors/network providers will be considered valid for members who transition 
from managed care to Fee-for-Service Medicaid SED or SMI determinations made by 
appropriately licensed mental health practitioners within the 12-month period preceding initial 
Medicaid eligibility will be considered valid for either Fee-for-Service Medicaid or managed care 
members. 


 If an enrolled recipient is determined to be either SED or SMI, the Vendor must ensure that 
DHCFP requirements for data collection are met. 


 Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of 
disenrolling from managed care, if determined to be SED or SMI The State may, at its sole 
discretion, remove the option for these Medicaid recipients determined SED to be voluntarily 
disenrolled from managed care in the future. 


 Pursuant to the State of Nevada Title XXI State Plan, in urban areas only, Nevada Check Up 
recipients must remain enrolled with the managed care organization that is responsible for 
ongoing patient care. 


 Recipients who receive either an SED or SMI determination must be redetermined at least 
annually For recipients who have voluntarily elected to remain enrolled in managed care, the 
process for these redeterminations is the same as for the initial SED or SMI determination as 
stated above. 
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 Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to 
disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting 
Guide.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.8. 


 


4.2.3.9 Targeted Case Management 


 Targeted case management has a specific meaning for Nevada Medicaid & Nevada Check Up 
TCM, as defined by Chapter 2500 in the Medicaid Services Manual, is carved out of the 
managed care contracts Case management, which differs from Targeted Case Management, is 
required from the contracted Vendors.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.9. 


 


4.2.3.10 Child Welfare 


 Recipients in Child Welfare, including those under juvenile justice and foster care programs, are 
excluded from Managed Care at this time 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.3.10. 


 


4.2.4 EPSDT Services (Medicaid) & Well Baby/Child Services (Nevada Check Up) 
 The Vendor will be required to conduct Early Periodic Screening Diagnostic and Treatment 


(EPSDT) screenings of its recipients under the age of twenty-one (21) years The screening 
must meet the EPSDT requirements found in the Medicaid Services Manual (MSM) Chapter 
1500; as well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 
441.50 through 441.63 The Vendor must conduct all interperiodic screening on behalf of 
recipients, as defined in the Medicaid Services Manual (MSM) Chapter 1500. 


 Medically necessary screening, diagnostic and treatment services identified in an EPSDT 
periodic or interperiodic screening must be provided to all eligible Medicaid children under the 
age of 21 years if the service is listed in 42 U.S.C§ 1396 d(a)  For Title XIX children, the Vendor 
is responsible for reimbursement of all medically necessary services under EPSDT whether or 
not the service is in the State Plan The Vendor is responsible for the oral examination 
component of the EPSDT physical exam and referral to a dental provider, as per the dental 
periodicity schedule or when medically necessary The Vendor is responsible for the 
coordination of care in order to ensure all medically necessary coverage is being provided under 
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EPSDT The services which need to be provided through the Vendor include, but are not limited 
to, the following in accordance with 1905(r) of the Social Security Act and the MSM Chapter 
1500: 


 EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada 
Check Up recipients) are basically one and the same and are billed using the same codes with 
the same reimbursement Because Nevada Check Up can no longer reimburse for any 
treatments outside of the state plan, (as EPSDT allows), their screenings cannot be called 
“EPSDT”, and thus the term Well baby/Well child is used The Vendors are not required to pay 
for any treatments outside of the state plan for Nevada Check Up members. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.4. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


82  Medicaid Managed Care Organization Services RFP 1988 


4.2.4.1 Screening services which include a comprehensive health and developmental history (including 
assessment of both physical and mental health development);  


4.2.4.2 A comprehensive, unclothed physical exam;  


4.2.4.3 Age-appropriate immunizations (according to current American Committee On Immunization 
Practices – ACIP—schedule);  


4.2.4.4 Laboratory tests (including blood lead level assessment appropriate to age and risk as directed 
by current federal requirements);  


4.2.4.5 Health education; 


4.2.4.6 Vision services;  


4.2.4.7 Dental services;  


4.2.4.8 Hearing services; and  


4.2.4.9 Other necessary health care, diagnostic services, treatment, and other measures described in 
Section 1905(a) of the Social Security Act to correct or ameliorate defects and physical and 
mental illnesses and conditions discovered by the screening services, whether or not such 
services are covered under the State Medicaid Plan.  


 The Vendor is not required to provide any items or services determined to be unsafe or 
ineffective, or which are considered experimental. However, as long as there are peer reviewed 
studies showing the treatment to be effective in the case, this provides the basis for approval as 
non-experimental. Appropriate limits may be placed on EPSDT services based on medical 
necessity 


 The Vendor is required to provide information and perform outreach activities to eligible enrolled 
children for EPSDT services These efforts may be reviewed and audited by DHCFP or its 
designee Refer to the Medicaid Services Manual (MSM), federal documents cited in this 
Section, and Section 4.4.1, Information Requirements of this RFP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.4.1– 4.2.4.9. 


4.2.5 Additional Preventive Services 
 The Vendor is encouraged to offer additional preventive or cost-effective services to enrolled 


recipients if the services do not increase the cost to the State. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.5. 
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4.2.6 Dental Services 
 Dental services are included in the managed care benefit package in urban Washoe and Clark 


Counties. The geographic service areas included in the contracts will be urban Clark and 
Washoe Counties; however, other counties, or the entire state, may become mandatory 
managed care during the period of this contract and dental services will be included in the 
managed care benefit package for these areas. The Vendor will be responsible for all covered 
medically necessary dental services which are covered under FFS The Vendor is required to 
cover any diagnostic, preventive, or corrective procedures that include the treatment of the teeth 
and associated structures of the oral cavity for disease, injury or impairment which may affect 
the oral or general health of children and any emergency services for adults In Clark and 
Washoe, a Title XIX recipient is enrolled in the Fee for Service (FFS) benefit plan during their 
first month of eligibility. When the recipient is in the FFS benefit plan, claims must be submitted 
to DHCFP’s fiscal agent After the first month, the recipient is required to choose a Managed 
Care Organization (“Vendor”). Absent a choice, DHCFP’s fiscal agent assigns the recipient to a 
Vendor Once enrolled in a Vendor, dental services are prior-authorized through the Vendor and 
claims are submitted to the Vendor for payment. Emergent services (e.g., emergency 
extractions, palliative care and necessary dentures) are covered regardless of the benefit plan 
in which the recipient is enrolled. 


 Nevada Check Up members are enrolled in managed care immediately and do not go through 
the fee-for-service choice period. 


 Pending approval of a Section 1115 Research and Demonstration Waiver by CMS, DHCFP may 
require recipients to choose a Medicaid MCO Vendor as part of their eligibility application or be 
auto-assigned immediately upon approval of Medicaid eligibility Recipients would be allowed a 
90-day period to change MCOs without cause. 


 In addition, currently, recipients who temporarily lose eligibility but return within 60 calendar 
days are automatically re-assigned to their prior MCO Vendor. Those recipients who return after 
60 days are given a 30 day choice period during which they may select enrollment in either 
Vendor Under the 1115 Waiver, the DHCFP is seeking to modify this so that all returning 
Medicaid recipients are auto-assigned to their prior Vendor, regardless of the length of the break 
in eligibility, as long as that Vendor is still contracted with the State. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.6. 


4.2.6.1 Vendor-Covered Dental Services 


 At a minimum, the Vendor must provide directly, or by subcontract, all covered medically 
necessary dental services to Title XIX Medicaid-eligible enrolled children under the age of 
twenty-one (21) and Title XXI Nevada Check Up-eligible children through their eighteenth year 
and emergency services for adults, as outlined in the Medicaid Services Manual (MSM), 
Chapter 1000, entitled “Dental Services”. 


4.2.6.2 Vendor, Subcontractor and Dentist Responsibilities 


 Dentist-To-Recipient Ratios: The Vendor must have at least one (1) full-time equivalent (FTE) 
dentist per one thousand five hundred (1,500) recipients per geographic service area The 
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Vendor’s dental provider network must also include at a minimum one (1) pediatric dentist, one 
(1) dental hygienist, and one (1) oral surgeon In clinic practice settings where a dentist provides 
direct supervision of dental residents who have a temporary permit from the State Board of 
Dentistry in good standing, the Vendor may request and DHCFP may authorize the capacity to 
be increased as follows: one (1) dental resident per one thousand (1,000) recipients per Vendor 
The dentist shall be immediately available for consultation, supervision, or to take over 
treatment as needed Under no circumstances shall a dentist relinquish or be relieved of direct 
responsibility for all aspects of care of the recipients enrolled with the dentist. 


 In order to increase capacity, the Vendor shall submit for prior approval by DHCFP a detailed 
description of the dentist delivery system to accommodate an increased patient load, work flow, 
professional relationships, work schedules, coverage arrangements, and a twenty-four-hour (24-
hour) access system. 


4.2.6.3 Dental Director's Office 


 The Vendor shall have staff designated to the dental program, including but not limited to a 
Dental Director The Dental Director shall be responsible for the oversight of development, 
implementation and review of the Vendor's internal quality assurance program for the dental 
program, including adherence to any plan of correction (POC) The Dental Director need not 
serve full time or be a salaried employee of the Vendor, but the Vendor must be prepared to 
demonstrate it is capable of meeting all requirements using a part-time or contracted non-
employed director. The Vendor may also use assistant or associate Dental Directors to help 
perform the functions of this office. The Dental Director and the Vendor's utilization 
management and quality assurance committee must be accountable to the Vendor's governing 
body. The Dental Director must be licensed to practice in the State of Nevada and be board-
certified or board-eligible in his or her field of specialty. 


 The responsibilities of the Dental Director must include the following: 


 A. Serves on the Vendor’s applicable utilization review/quality assurance committee(s); 


 B. Directs the development and implementation of the Vendor's Internal Quality Assurance 
Plan (IQAP) and utilization management activities, and monitors the quality of the dental 
care that Vendor recipients receive regarding dental services; 


 C. Oversight of the development and revision of the Vendor's dental care standards, practice 
guidelines and protocols; 


 D. Reviews all potential quality-of-care problems regarding dental services, and oversees 
development and implementation of plans of correction; 


 E. Oversight of the Vendor's referral process for specialty and out-of-network services.  All 
services prescribed by a dentist or requested by an enrolled recipient which are denied by 
the Vendor must be reviewed by a dentist; the reason for the denial must be documented 
and logged; all denials must identify appeal rights of the recipient; 


 F. Oversight of the Vendor's dental provider recruiting and credentialing activities; 
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 G. Serves as a liaison between the Vendor and its dental providers, communicating regularly 
with the Vendor's dental providers, including oversight of provider education, in-service 
training and orientation; and 


 H. Availability to the Vendor's medical staff for consultation on referrals, denials, grievances, 
and appeals, and problems regarding dental services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.6.1—4.2.6.3.H 


CoventryCares ensures that Scion, our dental subcontractor, will comply as well through their 
existing Medicaid dental network. 


4.2.7 Pharmacy Services 
 Pharmacy services are included in the Vendor benefit package The Vendor may design its own 


pharmacy formulary based on clinical guidelines Medications not covered in the Vendor's 
formulary must be available through a non-formulary request process based on physician 
certification and justification of medical necessity Pharmacy coverage benefits are based on 
Attachment 3.1A (Section 12a) of the Nevada Medicaid State Plan The State of Nevada Title 
XIX State Plan can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/ 


 The Vendor may use generic substitutions unless the physician/dentist justifies the medical 
necessity of the brand-name pharmaceutical. 


 The Vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another 
Vendor, to the Vendor The Vendor will not terminate a current prescription without consulting 
with the prescribing provider. The Vendor must then document the reasons a drug is not 
medically necessary if a current prescription is terminated. 


 The DHCFP shall approve the Vendor’s formulary prior to implementation. The Medicaid 
Services Manual Chapter 1200 Section 1203.1B (4) stipulates the conditions with which a 
prescriber must comply to certify that a specific brand of medication is medically necessary for a 
particular patient The physician should document in the patient’s medical record the need for 
the brand-name product in place of the generic form The procedure of the certification must 
comply with the following: certification must be in the physician’s own handwriting; certification 
must be written directly on the prescription blank; and a phrase indicating the need for a specific 
brand is required(An example would be “Brand Medically necessary.”)  Substitution of generic 
drugs prescribed by brand name must also comply with NRS 639.2583. 


 The Vendors shall submit all pharmacy encounters and outpatient administered drug encounters 
to DHCFP or its vendor and DHCFP shall submit these encounters for rebate from manufacturers 
and the Secretary pursuant to the Section 2501 of the ACA effective from an April 1, 2010 date of 
service. The encounters shall be submitted in a mutually agreed upon format and in a mutually 
agreed upon timeframe, but no later than quarterly. The Vendors agree to modify the medical 
claims system to mandate providers submit National Drug Code (NDC) codes and related 
information necessary for DHCFP to process the claim for rebates The Vendors agree to modify 
the pharmacy claims processing systems to accommodate additional data elements in 



http://dhcfp.state.nv.us/





CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


86  Medicaid Managed Care Organization Services RFP 1988 


compliance with current National Council for Prescription Drug Programs (NCPDP) transactions 
standards and guidelines, such that pharmacy encounters can be submitted by DHCFP for 
rebates. 


 Within 60 calendar days of receipt of any disputed encounter file from DHCFP or its vendor, the 
Vendors shall, if needed, correct and resubmit any disputed encounters and send a response file 
that includes 1) corrected and resubmitted encounters and/or 2) an explanation of why the 
disputed encounters could not be corrected. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.7. 


CoventryCares ensures that Express Scripts, our pharmacy subcontractor, will comply. 


4.2.8 Children with Special Health Care Needs (CSHCN) and Mental Health Services for Adults 
 The Vendor benefit package includes certain services for members with special health care 


needs, including CSHCN, Early Intervention, and mental health services for adults The Vendor 
must reimburse certain types of providers with whom formal contracts may not be in place and 
coordinate these services, including but not limited to occupational, Activities of Daily Living 
(ADL) and Instrumental Activities of Daily Living (IADL), speech and physical therapies, with 
other services in the Vendor benefit package. 


 The Vendor must implement mechanisms to assess each member identified to the Vendor as 
an individual with special health care needs in order to identify any ongoing special conditions of 
the member that require a course of treatment or regular care monitoring The assessment 
mechanisms must use appropriate health care professionals 


 The Vendor must produce a treatment plan for members with special health care needs who are 
determined through an assessment to need a course of treatment or regular care monitoring 
The treatment plan must be: 


4.2.8.1 Developed by the member’s primary care provider with member participation, and in 
consultation with any specialists caring for the member; 


4.2.8.2 Approved by the Vendor in a timely manner, if approval is required by the Vendor; and 


4.2.8.3 In accordance with any applicable State quality assurance and utilization review standards. 


 For members with special health care needs who are determined through an assessment by 
appropriate health care professionals to need a course of treatment or regular care monitoring, 
the Vendor must have a mechanism in place to allow these members access to a specialist 
through a standing referral or an approved number of visits, as deemed appropriate for the 
member’s condition and identified needs  


 The Vendor is required to adhere to MSM Chapter 400, Section 4.2.3.3 of this RFP, and Section 
5 of the Forms and Reporting Guide of this RFP for all SED and SMI referrals and 
determinations, and must reimburse providers of these services pursuant to the referenced 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 87 


Nevada Medicaid policies and procedures Pursuant to Section 4.2.3.8 of this RFP, Title XIX 
Medicaid eligible recipients have the option of disenrolling from the Vendor if determined to be 
SED or SMI (unless the DHCFP, at its sole discretion, removes the option for these Medicaid 
recipients determined SED to be voluntarily disenrolled from managed care in the future) Title 
XXI Nevada Check Up recipients must remain enrolled with the Vendor who is responsible for 
ongoing patient care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.8.–4.2.8.3. 


CoventryCares will identify children with special health care needs (CSHCN) through methods 
such as, but not limited to, the IDX Claims system, HRAs and PCP Referrals. Other mechanisms 
could include member self, caregiver or MCO staff referral, community outreach workers and 
transition of care information shared from other MCOs or from FFS. For every child identified 
with special needs, a comprehensive assessment will be performed by our case manager. A case 
management plan will be developed in conjunction with the member’s treatment plan as 
prescribed by a PCP and in consultation with any specialists caring for the child. 


IDX Claims System 
Membership files are stored in Coventry’s IDX claims system. The information stored is then used 
when deciding member eligibility and for claim adjudication. Membership demographics and any 
special indicators supplied by the State are retained, reported, and used to identify members in 
need of  care coordination/case management activities. In order to provide targeted or modified 
communications and care when appropriate, we store these indicators: 


• Date of birth 


• Gender 


• Race 


• Ethnicity 


• Language 


• Program/Aid Category 


• Guarantor information 


• Foster Care information 


• Pregnancy indicator and expected due date 


Health Risk Assessments (HRAs) 
CoventryCares will screen all new members using an age-appropriate Health Risk Assessment 
(HRA) questionnaire. Our comprehensive screening program will identify those children with 
special needs as well as those who may be in need of preventative services. HRAs are conducted 
telephonically or in-person, unless a member requests a copy be sent to them via mail. A 
telephonic approach allows the screener to conduct assessments on all eligible members within 
the household during one telephone call. If unable to reach the member after multiple attempts, a 
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voice message is left (after validation of member location/telephone number) instructing the 
member to call. If no response is received from voice message, or if we are not able to leave a voice 
message, then a letter is sent to the member asking them to contact us. 


For children who screen positive during the HRA process, a system-generated referral is made to 
case management. Our pediatric case manager will conduct a more in-depth assessment to 
determine the child’s specific needs and develop the comprehensive case plan. 


PCP Referrals 
PCP referrals are another source used to identify children with special health care needs. It is an 
extremely important and proactive role as providers often have knowledge of conditions/needs 
and barriers to accessing care. The PCP possesses the best and most current knowledge of the 
member’s health needs and health status. PCPs play a critical role in referring children with  
special health needs to the MCO for enrollment into our disease management, case management 
and condition management programs. 


Comprehensive Assessment After Special Needs Identification 
CoventryCares’ case manager will perform a comprehensive assessment of any member identified 
with a special need to determine the goals and interventions necessary to achieve an optimal level 
of health. The assessments are based on nationally recognized standards and take into account the 
specific medical, psychosocial and behavioral health needs of the pediatric member. An 
assessment of the member’s cultural and linguistic status is completed to ensure all aspects of the 
member’s care needs are addressed in a way that the member can understand and accept. During 
the assessment process, our case manager will also identify any missing preventative services such 
as well-child visits, immunizations, dental and vision screenings and other EPSDT components. 


Any barriers to care that are identified in the assessment process are addressed in the case 
management plan to facilitate maximum effectiveness. Family and caregiver needs are also 
assessed. The case manager works closely with the family and/or caregiver providing education 
regarding the member’s condition and treatment plan, helping them to identify signs of stress and 
depression in themselves and assisting them with coping skills and support services. 


Treatment Plan Development 
The treatment plan for the child with special health care needs will be developed by the member’s 
primary care physician in concert with any specialists caring for the member and will have input 
from the member or caregiver. The PCP will be required to communicate that treatment plan to 
the CoventryCares’ case manager to allow development of the case management plan. 
CoventryCares’ case management plan will be based on that treatment plan prescribed by the 
PCP.  Members will have access to any in-network specialist that is identified in the PCP’s 
treatment plan without need for referral/authorization. Medically necessary out-of-network 
specialty care will be authorized in visit increments to allow easy access. CoventryCares will also 
allow a specialist to act as the member’s PCP when there is an identified need. 


CoventryCares’ case management plan will be developed in collaboration with the member, 
his/her PCP, specialty care providers, behavioral health providers, ancillary care providers, school 
administrators, family, and/or caregiver. Long and short-term, prioritized goals are developed 
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specific to the member’s and/or caregiver’s needs and preferences. Ongoing evaluation of the case 
management plan is accomplished through frequent communication with the member, caregivers, 
family and all members of the care team. Interim reassessments or new assessments may be done 
to evaluate progress or evaluate new conditions or situations that may arise. The case management 
plan is modified as needed. Goals are 
updated and appropriate interventions 
are planned. All interactions are 
documented in Navigator Care (our case 
management software system), including 
assessments, case plans, interventions 
and outcomes. 


The case management plan facilitates a 
multi-disciplinary approach to the 
provision of appropriate, cost-effective 
health care services. The case manager 
coordinates services between the 
member’s medical home, specialty care 
providers, social workers, school 
administrators, ancillary providers, 
community-based providers including 
FQHCs and RHCs, hospital discharge 
planners, community resources, 
behavioral health providers and our 
disease management programs.  The case 
plan will include coordination of services 
provided in the schools and those that 
are not covered by the school or 
CoventryCares.  The goal is a holistic 
approach to meeting the health care 
expectations of children with special 
health care needs. 


In our CoventryCares of Kentucky plan, we 
identified a young non-verbal, autistic foster child 
with a seizure disorder for case management. 
Completing a comprehensive assessment, our case 
manager focused initially on the two-year old boy’s 
safety needs because he was having seizure activity 
while asleep and wandering that sometimes 
resulted in injuries. The member’s physician 
recommended obtaining a cuddle swing, a Noah 
world bed, and a wander vest to protect him. 
Our case manager coordinated the effort to acquire 
the needed equipment between the PCP, two in-
network DME providers, and the bed manufacturer. 
Working with the child’s foster care worker, we 
provided regular updates to the member’s foster 
mom on the status of the authorizations. Through 
our coordination of all involved parties, the 
equipment was quickly approved and delivered.  
The boy experienced no subsequent falls or injuries 
The case manager and a CoventryCares pharmacist 
also assisted in obtaining timely authorizations for 
necessary medications for the member’s child. A 
follow-up call was made to verify the foster mother 
received the medicine ensuring there were no 
missed doses of the boy’s medication. 
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4.2.9 Transplantation of Organs and Tissue, and Related Immunosuppressant Drugs 
 These services are covered, with limitations, when medically necessary Coverage limitations for 


these services are defined in the Title XIX State Plan. The State of Nevada Title XIX State Plan 
can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/ DHCFP via its Title XIX 
State Plan Attachment 3.1.E covers Corneal, Kidney, Liver and Bone Marrow transplants and 
associated fees for adults. For children up to age 21 any medically necessary transplant that is 
not experimental will be covered. The health plan may claim transplant case reimbursement 
from DHCFP for in-patient medical expenses above the threshold of $100,000 in a one-year 
period (State Fiscal Year)75% of the expenses above $100,000 are reimbursed to the health 
plan. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.9. 


4.2.10 Out-of-Network Services 
 If the Vendor’s provider network is unable to provide medically necessary services covered 


under the plan to a particular member, the Vendor must adequately and timely cover these 
services out-of-network for the member for as long as the Vendor is unable to provide them. 
The Vendor benefit package includes covered medically necessary services for which the 
Vendor must reimburse certain types of providers with whom formal contracts may not be in 
place The Vendor must also coordinate these services with other services in the Vendor benefit 
package. The services/providers are as follows: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.10. 



http://dhcfp.state.nv.us/
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4.2.10.1 Out-of-Network Providers 


 When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e, 
the member needs to see a specialist for which the Vendor has no such specialist in its 
network), the Vendor must: 


 A. Coordinate with out-of-network providers with respect to payment;  


 B. Offer the opportunity to the out-of-network provider to become part of the network; and 


 C. Negotiate a contract to determine the rate prior to services being rendered or pay a rate not 
to exceed the FFS rate paid by DHCFP. 


4.2.10.2 Emergency Services 


 The Vendor must cover and pay for emergency services regardless of whether the provider who 
furnished the services has a contract with the Vendor The Vendor must pay the out-of-network 
provider for emergency services, applying the “prudent layperson” definition of an emergency, 
rendered at a rate equivalent to that paid by DHCFP, unless otherwise mutually agreed to 
between the Vendor and the party(s) rendering service 


 No prior or post-authorization can be required for emergency care provided by either network or 
out-of-network providers. The Vendor may not deny payment for treatment obtained when the 
member has an emergency medical condition and seeks emergency services, applying the 
“prudent layperson” definition of an emergency; this includes the prohibition against denying 
payment in those instances in which the absence of immediate medical attention would have 
resulted in placing the health of the member in serious jeopardy, serious impairment to bodily 
function, or serious dysfunction of any bodily part or organ. The Vendor may not deny payment 
for emergency services treatment when a representative of the Vendor instructs the member to 
seek emergency services care. 


 Pursuant to 42 CFR 438.114, the Vendor may not limit what constitutes an emergency medical 
condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to 
cover emergency services based on the emergency room provider, hospital, or fiscal agency not 
notifying the member’s PCP, Vendor, or the DHCFP of the member’s screening, and treatment 
within ten (10) calendar days of the presentation for emergency services. 


 A member who has an emergency medical condition may not be held liable for payment of 
subsequent screening and treatment needed to diagnose the specific condition or stabilize the 
patient The attending physician or the provider actually treating the member is responsible for 
determining when the member is sufficiently stabilized for transfer or discharge and that 
determination is binding on the Vendor. 


4.2.10.3 Post-Stabilization Services 


 The Vendor is financially responsible for:   


 A. Post-stabilization services obtained within or outside the network that are pre-approved 
by a network provider or organization representative;   
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 B. Post-stabilization services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but administered to 
maintain the member's stabilized condition within one (1) hour of a request to the Vendor 
for pre-approval of further post-stabilization care services; and 


 C. Post-stabilization care services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but are 
administered to maintain, improve, or resolve the member's stabilized condition if Vendor 
does not respond to a request for pre-approval within one (1) hour, or the Vendor cannot 
be contacted or the Vendor and the treating physician cannot reach an agreement 
concerning the member's care and a network provider or other organization 
representative is not available for consultation.  In this situation, the Vendor must give 
the treating physician the opportunity to consult with a network physician and the treating 
physician may continue with care of the member until a network physician is reached or 
one of the criteria in 42 CFR 438.114(e)  and 42 CFR 422.113 is met. 


  Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the Vendor’s financial 
responsibility for post-stabilization care it has not pre-approved ends when a network 
physician with privileges at the treating hospital assumes responsibility for the member’s 
care or a network physician assumes responsibility for the member's care through 
transfer or the Vendor and the treating physician reach an agreement concerning the 
member's care or the member is discharged. 


  Pursuant to CFR 438.114(e), the Vendor charges for post stabilization care services 
provided by an out-of-network provider to a beneficiary may be no greater than the 
amount the vendor would charge if the services had been obtained in network 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.10.1—4.2.10.3.C. 


 


4.2.10.4 Federally Qualified Health Center (FQHC) and (RHC) 


  The Vendor must pay for services provided by a Federally Qualified Health Center (FQHC) 
or a Rural Health Clinic (RHC), including dental care. Vendors may enter into contracts with 
FQHCs or RHCs provided that payments are at least equal to the amount paid other 
providers for similar services. If the Vendor does not have a contract with an FQHC or RHC, 
the Vendor must pay at a rate equivalent to that paid by the DHCFP (i.e. FFS rate)This does 
not apply to out-of-network providers of emergency services. The Vendor must demonstrate 
a good faith effort to negotiate a contract with FQHCs and RHCs and include all licensed 
and qualified FQHC and RHC providers in the Vendor’s network Contracting with just one 
provider at each FQHC or RHC does not constitute a good faith effort to include the FQHC 
or RHC in the Vendor’s network. The Vendor must report to DHCFP payments and visits 
made to FQHCs and/or RHCs.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.10.4. 
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4.2.10.5 Out-Of-State Providers 


 When it is necessary for recipients to obtain emergency or urgent services from an out-of-state 
(OOS) provider, the Vendor must negotiate a contract to determine the rate prior to services 
being rendered. The Vendor must inform the provider to accept Vendor reimbursement as 
payment in full. The only exception is for third-party liability The provider must not bill, accept or 
retain payments from Medicaid or Nevada Check Up recipients.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.10.5. 


 


4.2.11 Obstetrical/GYN Services 
 The Vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women 


enrolled in the Vendor for maternal high risk factors. The Maternity Risk Screening Form helps 
identify the need for medical and non-medical services. These services are defined as 
preventive and/or curative services and may include, but are not limited to, patient education, 
nutritional services, personal care services or home health care, substance abuse services, and 
care coordination services, in addition to maternity care. The Vendor may use the Maternity 
Risk Screening Form or its own in—house form in conducting the screening Any identification of 
high-risk factors will require the PCP, OB provider, case manager or other health care 
professional to refer the woman who is determined to be at risk for preterm birth or poor 
pregnancy outcome to the Vendor’s Case Manager As appropriate, the Vendor shall assist the 
recipient in contacting appropriate agencies for care coordination of non-covered/carved-out 
plan services or community health information. The Vendor’s Case Manager will begin medical 
case management services for those risk factors identified on the maternity Risk Screen A 
sample Maternity Risk Screen form is included in the Forms and Reporting Guide. 


 DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews 
as needed to validate coordination and assess medical management of prenatal care and high-
risk pregnancies. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.11. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


94  Medicaid Managed Care Organization Services RFP 1988 


4.2.11.1 Obstetrical Global Payment 


 Length of time that the pregnant woman is enrolled with the Vendor is not a determining factor 
in payment to the obstetrician Payment to the delivering obstetrician for normal routine 
pregnancy shall be based upon the services and number of visits provided by the obstetrician to 
the pregnant woman through the course of pregnancy. Payments are determined by Current 
Procedural Terminology (CPT) codes submitted by the provider. The Vendor must provide 
separate payment for covered medically necessary services required as a result of a non-
routine pregnancy. 


 A Global Payment will be paid to the delivering obstetrician, regardless of network affiliation, 
when the member has been seen seven (7) or more times If the obstetrician has seen the 
member less than seven (7) times, the obstetrician may be paid according to a negotiated rate 
of less than the FFS rates established for pregnancy-related CPT codes. 


 A. Network Providers 


  For all cases, the Vendor must have policies and procedures in place for transitioning the 
eligible pregnant recipient to a network provider. 


  1. Vendor must allow for a pregnant member’s continued use of their OB/GYN, if at all 
possible.  


 B. Non-network Providers 


  The Vendor may reimburse a non-network provider at a negotiated rate of less than the FFS 
rates established for pregnancy-related CPT codes. 


 C. New Members within the Last Trimester of Pregnancy 


  A pregnant woman who is enrolled with the Vendor within the last trimester of pregnancy 
must be allowed to remain in the care of a non-network provider if she so chooses The 
Vendor must have policies and procedures for this allowance. 


 D. Prior Authorization 


  The Vendor’s prior authorization policies and procedures must be consistent with the 
provision of prenatal care in accordance with community standards of practice DHCFP, at its 
discretion, may require removal of the prior authorization requirement for various procedures 
based on reported approval data and any other relevant information. The Vendor is required 
to provide written notification to all affected network providers within thirty (30) days of the 
end of a reported quarter regarding the elimination of the prior authorization requirement,  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.11.1. 
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4.2.11.2 Certified Nurse Midwife Services   


 The Vendor must make certified nurse midwife services available to members if such services 
are available in the Vendor's service area If the Vendor does not have a contract for said 
services, the Vendor may pay the certified nurse midwife provider according to a negotiated 
rate not to exceed the FFS rates established for pregnancy-related CPT code.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.11.2. 


 


4.2.11.3 Maternity Kick Payment (Sixth Omnibus Budget Reconciliation Act aka SOBRA) 


  When a recipient gives birth to a live infant of any gestational age, and there is an 
accompanying provider claim for the delivery, the Vendor will receive the full Maternity Kick 
payment. In order for the Vendor to qualify for a Maternity Kick payment for either a 
miscarriage or stillbirth, the recipient must be in the third trimester of pregnancy, which 
commences with the twenty-seventh (27th) week of gestation, when the miscarriage or 
stillbirth occurs. However, only one Maternity Kick payment will be processed per delivery 
episode regardless of how many babies are delivered. Maternity Kick claim adjudication will 
be initiated upon electronic receipt of birth information via the Provider Supplied Data File The 
Provider Supplied Data File will specifically include: Provider Number, Record Type, Record 
Creation Date, Recipient Billing ID Number, Recipient Name, Recipient SSN, Delivery Date, 
Birth Indicator, Gender, Birth Provider Number, Birth Location, and Gestational Weeks 
Pregnant. Additional birth information may be requested to complete SOBRA financial 
reporting. Vendor shall provide documentation required for verification within 21 calendar days 
of request by DHCFP Failure to comply may result in rejection of the SOBRA claim in 
question. 


  Maternity Kick Payment requests must be submitted within 270 days from date of delivery. 
The DHCFP will process and pay requests for payment within 30 days of receipt of the 
verifiable SOBRA request as defined in the Attachment I Forms & Reporting Guide. 


  The Maternity Kick Payment is intended to offset most of the costs to the Vendors for costs 
associated specifically with the covered delivery of a child, including prenatal and postpartum 
care, Ante partum care is included in the capitation rate paid for the mother. Costs of care for 
the newborn are included in the newborn capitation rate. 


  It is not the intent of the DHCFP to pay a SOBRA payment in a situation where there is no 
accompanying provider claim for the delivery.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.11.3. 
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4.2.11.4 Family Planning Services 


 Federal regulations grant the right to any member of childbearing age to receive family planning 
services from any qualified provider, even if the provider is not part of the Vendor’s provider 
network. The Vendor may not require family planning services to be prior authorized Family 
planning services are provided to members who want to control family size or prevent unwanted 
pregnancies. Family planning services may include education, counseling, physical 
examinations, birth control devices, supplies, and Norplant. 


 Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients 
twenty-one (21) years of age or older Tubal ligations and vasectomies to permanently prevent 
conception are not covered for any recipient under the age of twenty-one (21) or any recipient 
who is adjudged mentally incompetent or is institutionalized. 


 The Vendor must, at a minimum, pay qualified out-of-network providers for family planning 
services rendered to its members at the FFS rate paid by DHCFP. The Vendor will be 
responsible for coordinating and documenting out-of-plan family planning services provided to 
its recipients and the amounts paid for such services.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.11.4. 


 


4.2.11.5 Low Birth Weight Babies 


 The capitation payment for the 0—1 age group will be adjusted to allow funding for a low birth-
weight supplemental payment for vendors This amount will be determined by the State’s 
actuary, and will remain budget neutral to the State Money drawn from the 0—1 age group will 
be distributed in an actuarially sound manner to offset expenses to either Vendor that receives a 
disproportionately large number of low birth weight babies It is not expected that the money will 
end up evenly distributed between the Vendors, nor is it expected that these supplemental 
payments will fully offset the actual medical cost of these low birth-weight babies. 


 Once determined and agreed upon by the submitting Vendor and DHCFP as meeting the 
criteria for payment, any claims will be paid out within 30 days of receipt by the DHCFP The 
distribution will be incident based throughout the year and there will be no requirement for 
bundling of claims by the Vendors. Although incident based, it is not limited by birth episode 
criteria but rather will be paid out for each child delivered; i.e. twice for twins, three times for 
triplets, etc. The weight to be considered low birth weight will be determined by the State with 
the mutual agreement of the State’s actuary and both vendors, and with the understanding that 
the actual weight in grams may be considered very low birth weight, or worse, by some national 
standards. 


 The low birth weight funds determined by the State’s actuary are drawn from what would 
otherwise be paid in the form of capitation. Because the methodology applied must be neutral to 
the State, and there exists the possibility that, should enrollment trend exceed expectations, a 
deficit or surplus may occur. The number of low birth weight payments made during a plan year 
will be a function of caseload using a methodology determined by DHCFP and its actuary and 
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will adjudicate in accordance with birth date and time. No supplemental payments will be made 
for deliveries beyond the number funded. Conversely, should deliveries fall short of the number 
funded, any surplus will be paid back to the plans as in a manner determined by the State’s 
actuary, and mutually agreed upon by the Vendors. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.11.5. 


 


4.2.12 Coordination with Other Vendors and Other Services  
 Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the Vendor is required to implement procedures 


to coordinate services it may provide to the member with the services the member may receive 
from any other Vendor Upon request or notification of need, the Vendor is required to 
communicate with other Vendors serving the member the results of its identification and 
assessment of any special health care needs to ensure that services are not duplicated, and to 
ensure continuity of care The Vendor’s procedures must ensure that, in the process of 
coordinating care, each member’s privacy is protected consistent with the confidentiality 
requirements in 45 CFR Parts 160 and 164 [(the Health Insurance Portability and Accountability 
Act (HIPAA)]. 


 The Vendor case managers will be responsible for coordinating services with other appropriate 
Nevada Medicaid and non-Medicaid programs. This coordination includes referral of eligible 
members, to appropriate community resources and social service programs, including 
supportive housing. 


 In addition to routine care coordination with other Vendors, the Vendor is responsible for 
designating a specific clinician or case manager to ensure continuity of services for members 
with special needs These members may include, but are not limited to: juveniles temporarily 
detained by a state or county agency (See Section 3); Seriously Emotionally Disturbed children 
and adults with Severe Mental Illness (see Section 4.2.3.8); Children With Special Health Care 
Needs (see Section 4.2.8); and, women with high-risk pregnancies (see Chapter 600, Section 
603.4 of the Medicaid Services Manual) Care coordination must address critical issues such as 
out-of-home placement, specialized mental health services and therapies, and needs that may 
typically be filled by community resources and social service programs. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.12. 


4.2.13 Immunizations 
 The Vendor shall require its network providers to enroll in the Vaccines for Children Program 


(VFC), which is administered by the Nevada State Health Division Providers licensed by the 
State to prescribe vaccines may request to be enrolled in the Nevada State Health Division’s 
VFC Program. The Immunization Program will review and approve provider enrollment requests 
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The Vender shall require VFC enrolled providers to cooperate with the Nevada State Health 
Division for purposes of performing orientation and monitoring activities regarding VFC Program 
requirements. 


 Upon successful enrollment in the VFC Program, providers may request state—supplied 
vaccine to be administered to members through eighteen (18) years of age in accordance with 
the most current Advisory Committee on Immunization Practices (ACIP) schedule and/or 
recommendation, and following VFC program requirements as defined in the VFC Provider 
Enrollment Agreement. 


 The Vendors shall require VFC-enrolled network providers to participate in the Nevada State 
Health Division’s Immunization Registry to ensure the DHCFP’s goal to fully immunize children 
up to the age of two (2) years Vendors must reimburse the Washoe County and Clark County 
Health Departments for the administration of vaccinations when immunizations were provided to 
their enrolled recipients. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.13. 


4.2.14 Mental Health Services 
 Mental health is an integral part of holistic health care. The Vendor shall take affirmative steps 


to ensure that covered, medically necessary mental health services are provided to enrolled 
recipients. The Vendor shall provide the following services: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.2.14. 


4.2.14.1 Inpatient Psychiatric Hospital; 


 The Vendor is required to contract with Southern Nevada Adult Mental Health Services 
(SNAMHS) and Northern Nevada Adult Mental Health Services (NNAMHS) (the DHCFP 
reserves the right to change this requirement, pending the decision of the Governor and the 
Legislature to expand the Medicaid enrollment to childless adults, per the ACA). 


4.2.14.2 Mental Health Outpatient Clinic; 


 The Vendor shall develop incentives encouraging diversions from emergency rooms and 
psychiatric hospital placement into outpatient clinics, when appropriate. 


4.2.14.3 Mental Health Rehabilitative Treatment Services; 


4.2.14.4 Psychologist; 


4.2.14.5 Outpatient Psychiatric; 


4.2.14.6 Residential Treatment Center (RTC); 
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 The Vendor is responsible for reimbursement of all RTC charges including admission, bed day 
rate, and ancillary [i.e., physician services, optometry, laboratory, dental and x-ray services, 
etc.] services.  


4.2.14.7 Case Management; 


4.2.14.8 Habitation Services: Instrumental Activities of Daily Living/Activities of Daily Living 
(IADL/ADL); 


 The DHCFP reserves the right to change this requirement, pending the decision of the Governor 
and the Legislature to expand the Medicaid enrollment to childless adults, per the ACA. 


4.2.14.9 Methadone Treatment; and 


4.2.14.10 Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.2.14.1–4.2.14.10. 


CoventryCares ensures our behavioral health services subcontractor, MHNet, will comply. 


4.3 ENROLLMENT AND DISENROLLMENT REQUIREMENTS AND LIMITATIONS 
 The eligibility and enrollment functions are the responsibility of DHCFP and the Division of 


Welfare and Supportive Services (DWSS)The Vendor shall accept each recipient who is enrolled 
in or assigned to the Vendor by DHCFP and/or its enrollment sections and/or for whom a 
capitation payment has been made or will be made by the DHCFP to the Vendor. The first date 
a Medicaid or Nevada Check Up-eligible recipient will be enrolled is not earlier than the 
applicable date in the Vendor’s specified contract. 


 The Vendor must accept recipients eligible for enrollment in the order in which they apply 
without restriction, up to the limits set under the contract The Vendor acknowledges that 
enrollment is mandatory except in the case of voluntary enrollment programs that meet the 
conditions set forth in 42 CFR 438.50(a). The Vendor will not, on the basis of health status or 
need for health services, discriminate against recipients eligible to enroll. The Vendor will not 
deny the enrollment nor discriminate against any Medicaid or Nevada Check Up recipients 
eligible to enroll on the basis of race, color or national origin and will not use any policy or 
practice that has the effect of discrimination on the basis of race, color or national origin. If the 
recipient was previously disenrolled from the Vendor as the result of a grievance filed by the 
Vendor, the recipient will not be re-enrolled with the Vendor unless the recipient wins an appeal 
of the disenrollment. The recipient may be enrolled with another Vendor. 


 The Vendor is not financially responsible for any services rendered during a period of retroactive 
eligibility. However, the Vendor is responsible for services rendered during a period of 
retroactive enrollment in situations where errors have caused an individual to not be properly 
enrolled with the Vendor. The DHCFP is responsible for payment of applicable capitation for the 
affected months. As described in Section 3603.15 (B) (1) of the Medicaid Services Manual, the 
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Vendor is responsible for Medicaid newborns as of the date of birth, whether retroactive 
eligibility, retroactive enrollment, or both are involved. 


 The Vendor must notify a recipient that any change in status, including family size and 
residence, must be immediately reported by the recipient to their DWSS eligibility worker. The 
Vendor must provide DHCFP with notification of all births and deaths and demographic 
changes. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3. 


4.3.1 Enrollment of Pregnant Women 
 The eligibility of Medicaid applicants is determined by the DWSS.4.3.2 DWSS notifies the 


State’s fiscal agent, who enrolls the applicant Letters are sent to the new recipients requiring 
them to select a vendor or have a vendor automatically assigned. The Vendor must have written 
policies and procedures for pregnant women. The chosen Vendor will be notified of the 
pregnant women’s choice by the State’s fiscal agent The Vendor shall be responsible for all 
covered medically necessary obstetrical services and pregnancy-related care commencing at 
the time of enrollment. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.1. 


4.3.2 Enrollment of Program Newborns  
 The Vendor must have written policies and procedures for enrolling newborns of enrolled 


recipients. The Vendor is required to report births electronically on a weekly basis to the DHCFP 
via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site The Vendor 
will be responsible for all covered medically necessary services included in the Vendor benefit 
package to the qualified newborn. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.2. 
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4.3.2.1 Medicaid-Eligible Newborns 


 Unless there are overriding enrollment conditions, all Title XIX Medicaid eligible newborns born 
to enrolled recipients are enrolled effective the date of birth if the mother of the newborn was 
enrolled with the vendor as of the newborn’s date of birth. The newborn will remain enrolled with 
the vendor for as long as it maintains its Vendor enrollment eligibility. 


 The Vendor is not financially responsible for any services rendered during a period of retroactive 
eligibility However, as described herein, the Vendor will be responsible for all Medicaid 
newborns as of the date of birth if the mother of the newborn was enrolled with, or should have 
been enrolled with, the Vendor as of the newborn’s date of birth. In situations where it is 
determined that eligibility decisions were made that caused incorrect enrollment decisions, the 
MMIS may be corrected to show correct enrollment In this situation, the Vendor will be 
responsible for services rendered during this corrected timeframe. The timeframe to make such 
corrections will be limited to 180 days from any incorrect enrollment date. 


4.3.2.2 Nevada Check Up/CHIP Newborns 


 The Head of Household/Mother must notify the DHCFP of the newborn within 14 days following 
the delivery in order to qualify to receive coverage from the date of birth. If the family into which 
the baby is born is a Nevada Check Up family currently receiving coverage from the Vendor for 
a sibling of the newborn, and the newborn is qualified to receive coverage from the date of birth 
and is eligible for Nevada Check Up, the Vendor shall receive a capitation payment and provide 
coverage for the month of birth. The Vendor will also receive a capitation payment and provide 
coverage for all subsequent months that the child remains enrolled with the Vendor. If 
notification is not received as required herein, the newborn will be enrolled as of the first day of 
the next administrative month from the date of notification. 


 If the mother has other health insurance coverage that provides for 30 days of coverage for the 
newborn, the newborn will be enrolled as of the first day of the next administrative month If the 
coverage extends beyond that 30 day period the child will not be eligible for Nevada Check Up 
until after the insurance expires and the child’s eligibility is determined under Nevada Check Up 
eligibility rules. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.3.2.1—4.3.2.2. 


4.3.3 Auto Assignment Process 
 For Medicaid recipients who do not select a Vendor, DHCFP will assign the recipient to a 


Vendor, based upon federally required enrollment default criteria that include: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.3. 
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4.3.3.1 The maintenance of existing provider, individual relationships or relationships with traditional 
Medicaid providers; and 


4.3.3.2 Distributing the recipients among the Vendors based upon an algorithm developed by DHCFP 
when maintaining such relationships is not possible.  In order to serve the best interests of the 
State, the algorithm will give weighted preference to any new Vendor as well as Vendors with 
significantly lower enrollments, based on a formula developed by DHCFP. The DHCFP reserves 
the right to adjust the auto-assignment algorithm in consideration of the Vendors’ clinical 
performance measure results or other measurements, as deemed by DHCFP. 


 The algorithm is as follows:  


Auto Assignment Algorithm if combined Medicaid and NV Check Up Enrollment differs by >10% 


Number of Vendors in 
Geographic Service Area 


Percentage of Recipients 
Assigned to Largest Vendor 


Percentage of Recipients 
Assigned to 2nd Largest 


Vendor 


2 plans 34% 66% 


The function of the algorithm is to ultimately achieve no more than a 10% differential in 
combined Medicaid and Nevada Check Up enrollment between Vendors At the end of the 
open enrollment period, if the enrollment differential between the two Vendors is greater than 
10%, the algorithm will assign both Medicaid & Nevada Check Up members exclusively to the 
Vendor with the smaller enrollment until the differential between the Vendors’ enrollments is 
10% The algorithm will then assign equally to the two Vendors Assignment is by head of 
household. 
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4.3.3.3 The Vendor will accept as enrolled all members appearing on monthly enrollment reports and 
infants enrolled by virtue of the enrollment status of the mother. The Vendor may not 
discriminate against beneficiaries on the basis of health needs or health status. The Vendor 
may not encourage a member to disenroll because of health care needs or a change in health 
care status. Further, a member's health care utilization patterns may not serve as the basis for 
disenrollment from the Vendor.  An auto assignment algorithm of 1:1 will be applied for all 
families who do not choose or are otherwise assigned to a specific Vendor. The algorithm will 
remain 1:1 as long as both vendors enrollment is within 10% of each other. The algorithm will 
become 2:1 if either plan should fall outside the 10% range and will return to the 1:1 ratio the 
month following the lower enrollment plan reaching parity (10%). The DHCFP reserves the right 
to adjust the auto-assignment algorithm in consideration of the Vendors’ clinical performance 
measure results or other measurements. 


 Nevada Check Up is limited in its ability to adjust the algorithm and will only assign 100% of new 
members who do not select to the transitioning in Vendor until parity is reached At that point 
Nevada Check Up members who do not select will be assigned on a 1:1 basis even if a Vendor 
falls outside the 10% variance. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.3.3.1—4.3.3.3. 


4.3.4 Automatic Reenrollment 
 A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada 


Check Up eligibility for a period of two (2) months or less will be auto—assigned with the Vendor 
once they are redetermined as eligible in the third month  


 Pending approval of a Section 1115 Research and Demonstration Waiver by CMS, DHCFP may 
require recipients to choose a Medicaid MCO Vendor as part of their eligibility application or be 
auto-assigned immediately upon approval of Medicaid eligibility Recipients would be allowed a 
90-day period to change MCOs without cause. 


 In addition, currently, recipients who temporarily lose eligibility but return within 60 calendar 
days are automatically re-assigned to their prior MCO Vendor. Those recipients who return after 
60 days are given a 30 day choice period during which they may select enrollment in either 
Vendor Under the 1115 Waiver, the DHCFP is seeking to modify this so that all returning 
Medicaid recipients are auto-assigned to their prior Vendor, regardless of the length of the break 
in eligibility, as long as that Vendor is still contracted with the State. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.4. 
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4.3.5 Disenrollment Requirements and Limitations 
4.3.5.1 Disenrollment at the Request of the Member 


 Recipients are locked into their Vendor, with the exceptions of disenrollment due to good cause 
and during an annual open enrollment period. 


 New recipients to Medicaid are always given their choice of two health plans and have 90 days 
from notice of enrollment to change their Vendor before they are locked in 


 Recipients who lose eligibility and regain eligibility will be auto assigned to a Vendor on the 
criteria of family members in a Vendor, previous enrollment history in a Vendor, or random 
assignment. 


 DHCFP will hold an open enrollment period at least once per year. During open enrollment, 
recipients are free to change Vendors or to remain with their current Vendor Those recipients 
who elect to change will have 90 days to return to their previous Vendor. 


 Once locked in to a Vendor, a member may request disenrollment from the Vendor with cause 
at any time. Once locked in to a Vendor, if a recipient wishes to disenroll during the lock-in 
period, they must notify their Vendor   in writing. The Vendor will determine if there is good 
cause to allow disenrollment Switching Vendors to access a specific provider or facility will 
generally not be considered good cause 


 Good cause for disenrollment as defined in 42CFR438.56 includes: 


 A. The recipient moves out of the Vendor service area. 


 B. The plan does not, because of moral or religious objections, cover the service the recipient 
seeks. 


 C. The recipient needs related services (for example a cesarean section and a tubal ligation) to 
be performed at the same time; not all related services are available within the network; and 
the recipient's primary care provider or another provider determines that receiving the 
services separately would subject the recipient to unnecessary risk. 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


 D. Other reasons, including but not limited to, poor quality of care, lack of access to services 
covered under the contract, or lack of access to providers experienced in dealing with the 
recipient's health care needs or when the State imposes intermediate sanctions, as 
described in 42 CFR 438.702(a)(3). 


 E. If the Vendor determines that there is sufficient cause to disenroll, they will notify DHCFP’s 
Business Lines Unit by fax using the form supplied in Attachment S, Disenrollment Form 
of this RFP. The Vendor must make a determination as expeditiously as the member’s 
health requires and within a timeline that may not exceed fourteen (14) calendar days 
following receipt of the request for disenrollment. 


 F. A Notice of Decision (NOD) must be sent in writing by the Vendor to the recipient within ten 
(10) calendar days of the decision. 
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 DHCFP’s Business Lines Unit will notify the States Fiscal Agent to effect the disenrollment at 
the first of the next administrative month. 


 If the Vendor denies the request for disenrollment for lack of good cause, a Notice of Decision 
must be sent in writing to the recipient within 10 days of the decision Appeals rights must be 
included with the Notice of Decision. The Vendor is required to inform the member of their right 
to a State Fair Hearing, how to obtain such a hearing, and representation rules must be 
explained to the member and provided by the Vendor pursuant to 42 CFR 431.200(b); 42 CFR 
431.220(5); 42 CFR 438.414; and 42 CFR 438.10(g)(1)The State ensures access to State fair 
hearing for any recipient dissatisfied with a determination that there is not good cause for 
disenrollment. 


 The DHCFP requires that the recipient seek redress through the Vendors grievance system 
before making a determination on the recipient's request. The grievance process, if used, must 
be completed in time to permit the disenrollment (if approved) to be effective no later than the 
first day of the second month following the month in which the recipient files the request. 


 If, as a result of the grievance process, the Vendor approves the disenrollment, the State 
agency is not required to make a determination If the Vendor cannot make a determination, the 
Vendor may refer the request to the State. 


 If the Vendor or State agency (whichever is responsible) fails to make a disenrollment 
determination so that the recipient can be disenrolled within the timeframes specified, the 
disenrollment is considered approved 


 If the State Agency receives a request directly from the recipient, the recipient will be directed to 
begin the process by requesting disenrollment through their Vendor. 


 A recipient who is disenrolled at their request will be automatically enrolled with the other 
contracted Vendor at the beginning of the next administratively possible month. 


 Disenrollment procedures are pursuant to 42CFR438.56(d).  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.3.5–4.3.5.1. 


 


4.3.5.2 Disenrollment at the Request of the Vendor 


 The Vendor may request disenrollment of a recipient if the continued enrollment of the member 
seriously impairs the Vendor’s ability to furnish services to either this particular member or other 
members. In addition, the Vendor must confirm the member has been referred to the Vendor’s 
Enrollee Services Department and has either refused to comply with this referral or refused to 
act in good faith to attempt to resolve the problem Prior approval by DHCFP of a Vendor’s 
request for the member’s disenrollment is required If approval is granted, the member will be 
given notice by the Vendor that disenrollment will occur effective the first day of the next month 
following administrative cut off. 


 DHCFP will make a determination on such a request within five (5) days If approval is granted, 
the member will be given notice by the Vendor that disenrollment will occur effective the first day 
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of the next month following administrative cut off In the event DHCFP fails to make a 
disenrollment determination within the timeframes specified, the disenrollment shall be 
considered approved. 


 A Vendor may not request disenrollment of a member for any of the following reasons: 


 A. An adverse change in the member’s health status; 


 B. Pre-existing medical condition; 


 C. The member’s utilization of medical services; 


 D. Diminished mental capacity; 


 E. Uncooperative or disruptive behavior resulting from his/her special needs (except when 
continued enrollment of such a member seriously impairs the Vendor’s ability to furnish 
services to either this particular member or other members); 


 F. A member’s attempt to exercise his/her grievance or appeal rights; or 


 G. Based on the member’s national origin, creed, color, sex, religion, age, pursuant to Section 
3.2 of this RFP and applicable CFR’s.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.5.2. 


 


4.3.5.3 Disenrollment Pursuant to a Finding of SED or SMI Status or Children With Special Health Care 
Needs (CSHCN) and Mental Health Services for Adults:  See Section 4.2.8 of this RFP. The 
State may, at its sole discretion, remove the option for these Medicaid recipients determined 
SED to be voluntarily disenrolled from managed care in the future.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.5.3. 


 


4.3.5.4 Disenrollment due to the member relocating outside of the Vendor’s service area, pursuant to 
42 CFR 438.56(d)(2).  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.5.4. 
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4.3.6 Enrollment, Disenrollment and Other Updates  
 The Vendor must have written policies and procedures for receiving monthly updates from 


DHCFP of recipients enrolled in, and disenrolled from, the Vendor, and other updates pertaining 
to these recipients. The updates will include those newly enrolled with the Vendor. The Vendor 
must incorporate these updates into its management information system. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.6. 


 


4.3.6.1 An open enrollment period will be held annually. The open enrollment period may be changed 
solely at the State’s discretion.  During the open enrollment period, a member may disenroll 
from their Vendor without cause.  


4.3.6.2 Notice of termination rights — The State shall, through its fiscal agent, provide for notice to each 
such individual of the opportunity to terminate (or change) enrollment under such conditions. 
Such notice shall be provided at least 60 days before each annual enrollment opportunity 
described in subparagraph (A)(ii)(II) of the Social Security Act of 1932. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.3.6.1—4.3.6.2. 


4.3.7 Enrollment Interface 
 Upon initiation of the transition phase for a new Vendor, the Vendor must furnish the technical 


means by which the Vendor’s Enrollment Sections can: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.7. 


 


4.3.7.1 Determine the number of recipients each enrolled PCP will accept as new patients; and  


4.3.7.2 Transmit member elections regarding PCP assignment for the forthcoming month.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.3.7.1—4.3.7.2. 


4.3.8 Provider Enrollment Roster Notification 
 The Vendor must either notify or provide the means for providers to verify recipients’ PCP 


selection. The Vendor must establish and implement a mechanism to inform each PCP about 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


108  Medicaid Managed Care Organization Services RFP 1988 


any newly enrolled recipients assigned to the PCP on at least a monthly basis This information 
must be made available to each PCP within five (5) business days of the Vendor receiving the 
Membership File The Enrollment Sections will pass the Membership File through the system for 
verification of eligibility prior to distribution to the Vendor, who will in turn be responsible for 
keeping individual participating providers informed The Vendor may elect to update its 
Membership File more frequently to keep PCPs informed of the enrollment activity 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.8. 


4.3.9 Change in a Recipient's Status 
 Within seven (7) calendar days of becoming aware of any changes in a recipient's status, 


including changes in family size and residence, the Vendor must electronically report the 
change(s) to DHCFP via the provider supplied data file. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.9. 


4.3.10 Transitioning/Transferring of Recipients 
4.3.10.1 Transitioning Recipients into Vendors 


 The Vendor will be responsible for recipients as soon as they are enrolled and the Vendor is 
aware of the member in treatment The Vendor must have policies and procedures for 
transitioning recipients currently receiving services in the FFS program into the Vendor’s plan. 
The Vendor must have policies and procedures including, without limitation, the following to 
ensure a recipient's smooth transition from FFS to the Vendor: 


 A. Recipients with medical conditions such as: 


  1. Pregnancy (especially if high risk); 


  2. Major organ or tissue transplantation services in process; 


  3. Chronic illness; 


  4. Terminal illness; and/or 


  5. Intractable pain. 
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 B. Recipients who, at the time of enrollment, are receiving: 


  1. Chemotherapy and/or radiation therapy; 


  2. Significant outpatient treatment or dialysis; 


  3. Prescription medications or durable medical equipment (DME); and/or 


 4. Other services not included in the State Plan but covered by Medicaid under EPSDT for 
children. 


 C. Recipients who at enrollment: 


  1. Are scheduled for inpatient surgery(s); 


  2. Are currently in the hospital; 


  3. Have prior authorization for procedures and/or therapies for dates after their enrollment; 
and/or, 


  4. Have post-surgical follow-up visits scheduled after their enrollment.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.3.10–4.3.10.1. 


Coventry has experience in administering customized Medicaid managed care programs in ten 
states, covering approximately one million beneficiaries and has developed expertise transitioning 
recipients from fee-for-service to managed care. Coventry’s Medicaid MCOs currently have 
written policies and procedures to support the process. 
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4.3.10.2 Transferring Recipients between Vendors 


 It may be necessary to transfer a recipient from one Vendor to another or to FFS for a variety of 
reasons When notified that a member has been transferred to another plan or to FFS, the 
Vendor must have written policies and procedures for transferring/receiving relevant patient 
information, medical records and other pertinent materials to the other plan or current FFS 
provider. This includes any Care Management Organizations (CMOs) providing services to the 
FFS population. 


 Prior to transferring a recipient, the Vendor (via their subcontractors when requested by the 
Vendor) must send the receiving plan or provider information regarding the recipient’s condition 
This information shall include the name of the assigned PCP, as well as the following 
information, without limitation, as to whether the recipient is: 


 A. Hospitalized; 


 B. Pregnant; 


 C. Receiving dialysis; 


 D. Chronically ill (e.g., diabetic, hemophilic, etc.); 


 E. Receiving significant outpatient treatment and/or medications, and/or pending payment 
authorization request for evaluation or treatment; 


 F. On an apnea monitor; 


 G. Receiving behavioral or mental health services; 


 H. Receiving Nevada Early Intervention Services in accordance with an Individualized Family 
Service Plan (IFSP), which provides a case manager who assists in developing a plan to 
transition the child to the next service delivery system. For most children, this would be the 
school district and services are provided for the child through an Individual Education 
Program (IEP); 


 I. Involved in, or pending authorization for, major organ or tissue transplantation; 


 J. Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 


 K. Scheduled for prior authorized procedures and/or therapies on a date subsequent to 
transition; 


 L. Referred to a Specialist(s); 


 M. Receiving substance abuse treatment for recipients twenty-one (21) and older; 


 N. Receiving prescription medications; 


 O. Receiving durable medical equipment or currently using rental equipment;  
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 P. Currently experiencing health problems; or  


 Q. Receiving case management (including the case manager’s name and phone number).  


 When a recipient changes Vendors or reverts to FFS while hospitalized, the transferring Vendor 
shall notify the receiving Vendor, the receiving provider, or the DHCFP Quality Improvement 
Organization (QIO) as appropriate, of the change within five (5) calendar days.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.10.2. 


Coventry has experience in administering customized Medicaid managed care programs in ten 
states, covering approximately one million beneficiaries and has developed expertise transitioning 
recipients from one MCO to another. Coventry’s Medicaid MCOs currently have written policies 
and procedures to support the process. 


 


4.3.10.3 Transitioning Recipients between Vendor and the State Designated Health Insurance 
Exchange (HIX)  


 A recipient may need to be transitioned between Medicaid and the State-designated Health 
Insurance Exchange (HIX), due to changes in eligibility. When notified that a member is being 
transferred to the HIX, the Vendor must have written policies and procedures for 
transferring/receiving relevant patient information and other pertinent materials to/from the HIX. 
This must be done in compliance with the Health Insurance Portability and Accountability Act 
(HIPAA) and other privacy laws. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.3.10.3. 
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4.4 RECIPIENT SERVICES 


4.4.1 Information Requirements  
 The Vendor must have written information about its services and access to services available 


upon request to members and potential members This written information must also be 
available in the prevalent non-English languages, as determined by the State, in its particular 
geographic service area The Vendor must make free, oral interpretation services available to 
each member and potential member This applies to all non-English languages, not just those 
that the State identifies as prevalent 


 The Vendor is required to notify all members and potential members that oral interpretation is 
available for any language and written information is available in prevalent languages The 
Vendor must notify all members and potential members how to access this information 


 The Vendor’s written material must use an easily understood format The Vendor must also 
develop appropriate alternative methods for communicating with visually and hearing-impaired 
members, and accommodating physically disabled recipients in accordance with the 
requirements of the Americans with Disabilities Act of 1990 All members and potential members 
must be informed that this information is available in alternative formats and how to access 
those formats. The Vendor will be responsible for effectively informing Title XIX Medicaid 
members who are eligible for EPSDT services, regardless of any thresholds. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.4–4.4.1. 


Today, Coventry managed care organizations (MCOs) administer customized Medicaid managed 
care programs in 10 states, covering approximately one million TANF, CHIP, Pregnant Women, 
ABD, Foster Care Children, Dual Eligible and Long Term Care beneficiaries, and currently meet all 
required communication under this section. 


Currently Coventry’s MCOs have developed Member Handbooks and other educational materials 
that meet the readability requirements of the federal regulations and have been approved by their 
respective State Agencies. 
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4.4.1.1 Member Handbook 


 The Vendor must provide all members with a Member Handbook. The Vendor can meet this 
requirement by sending the Member Handbook to the head of the household. The handbook 
must be written at no higher than an eighth (8th) grade reading level and must conspicuously 
state the following in bold print. 


 “THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE 
CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE BETWEEN 
THE VENDOR AND THE ENROLLEE.” 


 A. The Vendor must submit the Member Handbook to DHCFP before it is published and/or 
distributed.  DHCFP will review the handbook and has the sole authority, in conjunction 
with the Medical Care Advisory Committee (MCAC), to approve or disapprove the 
handbook and the Vendor’s policies and procedures. The Vendor must agree to make 
modifications in handbook language if requested by the DHCFP, in order to comply with 
the requirements as described above or as required by CMS or State law.  In addition the 
Vendor must maintain documentation that the handbook is updated at least once per year.  
Prior to contract start date, the initial handbook must be submitted to DHCFP for its MCAC 
review.  Thereafter, annual updates must be submitted to DHCFP for approval before 
publication and/or distribution.   


 B. The Vendor must mail the handbook to all members within five (5) business days of 
receiving notice of the recipient’s enrollment and must notify all members of their right to 
request and obtain this information at least once per year or upon request.  The Vendor 
will also publish the Member Handbook on the Vendor’s Internet website upon contract 
implementation and will update the website at least monthly, as needed, to keep the 
Member Handbook current.  At a minimum, the information enumerated below must be 
included in the handbook. 


 C. Explanation of benefits and how to obtain benefits, including out-of-plan benefits, and how 
to access them, the address and telephone number of the Vendor’s office or facility, and 
the days the office or facility is open and services are available. 


 D. The role of the primary care provider (PCP) and a description of how the enrolled recipient 
will receive confirmation of their selection of a PCP, if a PCP was designated at the time of 
enrollment.  


 E. Note: Confirmation of the member's PCP selection may be via an ID card and not printed 
directly in the member handbook. 


 F. A list of current network PCPs who are and who are not accepting new patients in the 
member’s service area, including their board certification status, addresses, telephone 
numbers, availability of evening or weekend hours, all languages spoken, with information 
on specialists and hospitals. The list may be supplied as a separate document from the 
member handbook. The provider list shall be updated by the Vendor monthly. 


 G. Any restrictions on the member’s freedom of choice among network providers. 


 H. Procedures for changing a PCP. 
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 I. Member rights and protections as specified in 42 CFR 438.100. 


 J. The amount, duration and scope of benefits available under the contract in sufficient detail 
to ensure that members understand the benefits to which they are entitled. 


 K. Procedures for obtaining benefits, including authorization requirements. 


 L. The extent to which, and how, enrollees may obtain benefits, including family planning 
services, from out-of-network providers. 


 M. Procedures for disenrollment without cause during the 90 day period beginning on the 
date the enrollee receives notice of enrollment and the annual open enrollment period. 
The handbook must also have procedures for disenrolling with cause. 


 N. A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada 
Check Up eligibility will be auto-assigned as follows: by family affiliation (if other family 
members are enrolled); by history (assigned to the last Vendor in which the recipient was 
enrolled); or randomly. 


 O. The extent to which, and how, after-hours and emergency coverage are provided 
including: what constitutes an emergency medical condition; emergency and post 
stabilization services with reference to the definitions in 42 CFR 438.114; the fact that prior 
authorization is not required for emergency services; the process and procedures for 
obtaining emergency services, including the 911-telephone system or its local equivalent; 
the locations of any emergency settings and other locations at which providers and 
hospitals furnish emergency and post stabilization services under the contract;  the fact 
that, subject to regulatory limitations, the member has a right to use any hospital or other 
setting for emergency care. 


 P. Explanation of procedures for urgent medical situations, and how to utilize services in 
other circumstances, including the recipient services telephone number; clear definitions of 
urgent care, emergency care, and emergency transportation, and clarification of the 
appropriate use of each. 


 Q. Policy on referrals for specialty care and for other benefits not furnished by the member’s 
PCP, including explanation of authorization procedures. 


 R. How and where to access any benefits that are available under the Title XIX and Title XXI 
State Plans but are not covered under the contract, including any cost sharing, and how 
transportation is provided.  For a counseling or referral service that the Vendor does not 
cover because of moral or religious objections, the Vendor need not provide the 
information on how or where to obtain the service.  The Vendor must notify the State 
regarding services that meet this criteria and in those instances, the State must provide 
the information on where and how to obtain the service. 


 S. Procedures for accessing emergency and non-emergency services when the recipient is in 
and out of the Vendor service area. 


 T. Information on grievance and fair hearing procedures in Section 4.11 of this RFP, as 
specified in 42 CFR 438.10(g). 
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 U. Information on procedures for recommending changes in policies and services. 


 V. The Vendor must provide adult members with written information on advance directives’ 
policies and include a description of applicable State law.  This information must reflect 
changes in State law as soon as possible but no later than 90 days after the change.  The 
Vendor must ask each health care practice to ensure that a signed “Acknowledgment of 
Patient Information on Advance Directives” form is included in the recipient's medical 
record.  (A sample form is available online at 
http://dhcfp.state.nv.us/advancedirectives.htm). 


 W. To the extent available, quality and performance indicators, including member satisfaction. 


 X. The Vendor is also required to provide to the member upon request, information on the 
structure and operation of the Vendor and information about physician incentive plans as 
set forth in 42 CFR 438.6(h). 


 Y. The member handbook must include a distinct section for eligible recipients which explains 
the EPSDT program and includes a list of all the services available to children; a 
statement that services are free and a telephone number which the member can call to 
receive assistance in scheduling an appointment. 


 Z. Information regarding prescription coverage. 


 AA. Notification of the member’s responsibility to report any on-going care corresponding to a 
plan of care at the time of enrollment, and their right to continue that treatment under the 
Vendor on a transitional basis. 


 BB. Notification of the member’s responsibility to report any third-party payment service to the 
Vendor and the importance of doing so. 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


 CC. The Vendor must give each member written notice of any significant change, as defined 
by the State, in any of the enumerations noted above.  The Vendor shall issue updates to 
the Member Handbook, 30-days before the intended effective date, as described in 42 
CFR 438.10(f)(4), on a monthly basis when there are material changes that will affect 
access to services and information about the Managed Care Program; this includes 
additions and changes to the provider network.  The Vendor shall also provide such 
notices in its semi-annual recipient newsletters and shall maintain documentation verifying 
handbook updates. 


 DD. The Vendor must give written notice of termination of a contracted provider, within fifteen 
(15) business days after receipt or issuance of the termination notice.  This notice shall be 
provided to each member who received his/her primary care from, or was seen on a 
regular basis by, the terminated provider. 


 EE. Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, 
including hotlines, e-mail addresses and the address and telephone number of the 
Vendor’s fraud and abuse unit. 



http://dhcfp.state.nv.us/advancedirectives.htm)
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CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.4.1.1. 


Refer to Attachment 1 for our sample member handbook in Tab IX-Other Information Material of 
our submission. 
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4.4.1.2 Advance Directives Requirements 


 Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, 
including advance directives, Vendors must have written policies and procedures with respect to 
all emancipated adult members receiving medical care through the Vendor Specifically, this act 
requires the Vendor: 


 A. To provide written information to each member at the time of enrollment concerning: 


  1. The member’s rights, under State law, to make decisions concerning medical care, 
including the right to accept or refuse medical treatment and the right to formulate advance 
directives; 


  2. The Vendor’s policies with regard to a member’s right to execute an advance directive, 
including a requirement that the network provider present a statement of any limitations in 
the event the provider cannot implement an advance directive on the basis of conscience.  
At a minimum, the provider’s statement of limitation, if any, must:   


  a. Clarify any differences between institution-wide conscience objections and those that 
may be raised by individual network providers;  


  b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; 
and 


  c. Describe the range of medical conditions or procedures affected by the conscience 
objection. 


 B. Vendor will educate the member to inform his/her provider to document in the member’s 
medical record whether the member has executed an advance directive; 


 C. Not to condition the provision of care or otherwise discriminate against an individual based 
on whether or not the individual has executed an advance directive; 


 D. To ensure compliance with requirements of State laws regarding advance directives, 
including informing members that any complaints concerning the advance directives 
requirements may be filed with the appropriate State agency which regulates Vendors; and 


 E. To educate Vendor staff and providers on issues concerning advance directives, at least 
annually. 


  Sample advance directives policies, procedures and forms, as well as patient information 
concerning Nevada law, are available on the DHCFP’s website:  
http://dhcfp.state.nv.us/advancedirectives.htm. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.4.1.2. 


Today, Coventry managed care organizations (MCOs) administer customized Medicaid managed 
care programs in 10 states, covering approximately one million TANF, CHIP, Pregnant Women, 



http://dhcfp.state.nv.us/advancedirectives.htm
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ABD, Foster Care Children, Dual Eligible and Long Term Care beneficiaries. In these programs, we 
currently make use of advance directive brochures for our members. 


 


4.4.2 Enrollee Services Department 
 The Vendor shall maintain a Enrollee Services Department (aka, Member Services Department) 


that is adequately staffed with qualified individuals who shall assist enrolled recipients, enrolled 
recipients’ family members, or other interested parties (consistent with laws on confidentiality 
and privacy) in obtaining information and services under the Vendor’s plan. The Enrollee 
Services Department is to be operated at least during regular business hours  


 At a minimum, Enrollee Services Department staff must be responsible for the following:  


 Explaining the operation of the Vendor; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.4.2. 


 


4.4.2.1 Assisting members in selecting and/or changing PCPs or Primary Care Sites (PCSs).  The 
Vendor must report any PCP/PCS changes electronically to the DHCFP; 


4.4.2.2 Explaining covered benefits; 


4.4.2.3 Assisting members to make appointments and obtain services; 


4.4.2.4 Resolving, recording and tracking member grievances and appeals in a prompt and timely 
manner; 


4.4.2.5 Responding to member inquiries; and 


4.4.2.6 Assisting members in obtaining out-of-area and out-of-network care. 


 While the Enrollee Services Department will not be required to operate after business hours, the 
Vendor must comply with the requirement to provide urgent care and emergency coverage 
twenty-four (24) hours per day, seven (7) days per week The Vendor must have written policies 
and procedures describing how enrolled recipients and providers can obtain urgent coverage 
and emergency services after business hours and on weekends  Policies and procedures must 
include provision of direct contact with qualified clinical staff Urgent coverage means those 
problems which, though not life-threatening, could result in serious injury or disability unless 
medical attention is received. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.4.2.1—4.4.2.6. 
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Today, Coventry managed care organizations (MCOs) administer customized Medicaid managed 
care programs in ten states, covering approximately one million TANF, CHIP, Pregnant Women, 
ABD, Foster Care Children, Dual Eligible and Long Term Care beneficiaries and currently have 
written processes and procedures in place that meet this requirement. Coventry has a dedicated 
Medicaid Customer Service Organization (CSO) to support the Medicaid business. 


 


4.4.3 Medical Provider Requirements 
4.4.3.1 Primary Care Provider (PCP) or Primary Care Site (PCS) 


 The Vendor shall allow each enrolled recipient the freedom to choose from among its 
participating PCPs and change PCPs as requested. 


 Each enrolled recipient must be assigned to a PCP or Primary Care Site (PCS), within five (5) 
business days of the effective date of enrollment Members with disabilities, chronic conditions, 
or complex conditions must be allowed to select a specialist as their PCP. Members with 
disabilities must be given an additional 30 days to select a PCP. The Vendor may auto-assign a 
PCP or PCS that has traditionally served the Medicaid population to an enrolled recipient who 
does not make a selection at the time of enrollment If the enrolled recipient desires, the Vendor 
shall allow him or her to remain with his or her existing PCP if the PCP is a member of Vendor’s 
primary care network.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.4.3–4.4.3.1. 


 


4.4.3.2 Twenty-Five (25) Mile Rule 


 The Vendor must offer every enrolled recipient a PCP or PCS located within a reasonable 
distance from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may 
not be more than twenty-five (25) miles from the enrolled recipient’s place of residence per NAC 
695C.160 without the written request of the recipient.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.4.3.2. 


 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


120  Medicaid Managed Care Organization Services RFP 1988 


4.4.3.3 Assignment of a PCP or PCS  


 If an enrolled recipient does not choose a PCP, the Vendor shall match enrolled recipients with 
PCPs by one or more of the following criteria:  


 A. Assigning enrolled recipients to a provider from whom they have previously received 
services, if the information is available; 


 B. Designating a PCP or PCS who is geographically accessible to the enrolled recipient per 
NAC 695C.160 (25 Mile Rule);  


 C. Assigning all children within a single family to the same PCP;  


 D. Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner experienced in 
treating that condition, if the Vendor knows of the condition; and/or 


 E. Assigning a member to a PCP upon receipt of a claim for services rendered by a PCP to the 
member. 


 The Vendor shall ensure that enrolled recipients receive information about where they can 
receive care during the time period between enrollment and PCP selection/assignment The 
Vendor shall notify the enrolled recipient in writing of his or her assigned PCP within five (5) 
business days of assignment.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.4.3.3. 
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4.4.3.4 Changing a PCP or PCS   


 A. An enrolled recipient may change a PCP or PCS for any reason.  The Vendor shall notify 
enrolled recipients of procedures for changing PCPs.  The materials used to notify enrolled 
recipients shall be approved by DHCFP prior to publication and/or distribution. 


 B. In cases where a PCP has been terminated, the Vendor must notify enrolled recipients in 
writing and allow recipients to select another primary care provider, or make a re-
assignment within fifteen (15) business days of the termination effective date, and must 
provide for urgent care for enrolled recipients until re-assignment. 


 C. The Vendor may initiate a PCP or PCS change for an enrolled recipient under the following 
circumstances: 


  1. Specialized care is required for an acute or chronic condition; 


  2. The enrolled recipient’s residence has changed such that distance to the PCP is greater 
than twenty-five (25) miles.  Such change will be made only with the consent of the member; 


  3. The PCP ceases to participate in the Vendor’s network;  


  4. Legal action has been taken against the PCP, which excludes provider participation; or 


  5. The recipient will be given the right to select another PCP or PCS within the Vendor 
network. 


 D. The Vendor shall document the number of requests to change PCPs and the reasons for 
such requests.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.4.3.4. 


 


4.4.3.5 Use of Medical Homes and Accountable Care Organizations 


 A. The Vendor is required to use existing patient-centered medical homes/health homes, when 
available and appropriate. 


 B. Vendor should use supportive provider services and contracting to support the expansion of 
patient-centered medical homes/health homes. 


 C. Vendor shall use Accountable Care Organizations (ACOs) and other innovative models, 
when available and appropriate.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.4.3.5. 
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4.5 NETWORK 
 The Vendor is required to establish and manage provider networks in geographically accessible 


locations as specified in NRS 695C.070.11 and 695C.080.2 (a) The Vendor shall maintain a 
network of physicians, hospitals, and other health care professionals and ancillary services 
through which it provides the items and services included in covered benefits in a manner that 
complies with the requirements of this section and meets access standards described in 
Section 4.5.5 of this RFP The Vendor shall ensure that its network providers are appropriately 
credentialed and well coordinated with other network services and services available outside of 
the health plan network The network shall include an adequate number of PCPs, specialists, 
and hospitals appropriately credentialed as health care professionals located in geographically 
and physically accessible locations to meet the access standards specified in this RFP The 
Vendor’s management oversight includes, but is not limited to, credentialing, maintenance, 
provider profiling, peer review, dispute resolution and Medical Director Services  


 Network providers will be required to use designated practice guidelines and protocols mutually 
agreeable to the Vendor and DHCFP Prior to the contract start date the Vendor shall identify the 
practice guidelines it intends to use for acceptance by DHCFP Submission shall occur after 
awarded contract. The State shall accept or reject within ten (10) business days of receipt  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5. 


4.5.1 The Vendor must adopt practice guidelines and protocols which: 
4.5.1.1 Are based on valid and reliable clinical evidence or a consensus of health care professionals in 


the particular field; 


4.5.1.2 Consider the needs of the Vendor’s members; 


4.5.1.3 Are adopted in consultation with contracting health care professionals; and 


4.5.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.5.1. – 4.5.1.4. 
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4.5.2 The Vendor must:  
4.5.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start date and, 


upon request, to members and potential members, including prior authorization policies and 
procedures; 


4.5.2.3 Ensure that decisions for utilization management, member education, coverage of services, and 
other areas to which the guidelines apply are consistent with the guidelines; 


4.5.2.3 Meet and require its providers to meet State standards for timely access to care and services, 
taking into account the urgency of the need for services; 


4.5.2.4 Ensure that its providers offer hours of operation that are no less than the hours of operation 
offered to commercial members or comparable to Medicaid FFS, if the provider serves only 
Medicaid members;   


4.5.2.5 Make services included in the contract available twenty-four (24) hours per day, seven (7) days 
a week, when medically necessary; 


4.5.2.6 Establish mechanisms to ensure compliance by providers; 


4.5.2.7 Monitor providers regularly to determine compliance; 


4.5.2.8 Take corrective action if there is a failure to comply by network providers; and 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


4.5.2.9 Participate in state and federal efforts to promote the delivery of services in a culturally 
competent manner to all members, including those with limited English proficiency and diverse 
cultural and ethnic backgrounds.   


 The Vendor may not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his/her license or certification under applicable State 
law, solely on the basis of that license, specialty or certification. If the Vendor declines to include 
an individual or groups of providers in its network, it must give the affected network provider(s) 
written notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to require 
the Vendor to contract with providers beyond the number necessary to meet the needs of its 
members; or, preclude the Vendor from using different reimbursement amounts for different 
specialties or for different practitioners in the same specialty; or, preclude the Vendor from 
establishing measures that are designed to maintain quality of services and control costs and 
are consistent with its responsibilities to members. 


 The Vendor must provide to the State supporting documentation, in a format specified by the 
State, which demonstrates it has the capacity to serve the expected enrollment in its service 
area in accordance with the State’s standards for access to care. Such documentation must 
demonstrate that the Vendor offers an appropriate range of preventive, primary care, and 
specialty services and maintains a network of providers that is sufficient in number, mix, and 
geographic distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a contract with the 
State and at anytime thereafter when there has been a significant change, as defined by the 
State, in the Vendor’s operations that would affect adequate capacity and services. A significant 
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change includes but may not be limited to:  changes in the Vendor’s services, benefits, 
geographic service area or payments; or, enrollment of a new population in the network. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.2.–4.5.2.9. 


4.5.3 Network Management 
4.5.3.1 Primary Care Provider (PCP) or Primary Care Site (PCS) Responsibilities 


 The PCP or a physician in a PCS serves as the recipient’s initial point of contact with the 
Vendor As such, the PCP or the physician at the PCS is responsible for the following: 


 A. Delivery of covered medically necessary, primary care services and preventive services, 
including EPSDT screening services; 


 B. Provision of twenty-four (24)-hour, seven (7) days per week coverage; 


 C. Referrals for specialty care and other covered medically necessary services in the managed 
care benefit package; 


 D. Members shall be allowed to self-refer for family planning, obstetrical, gynecological, mental 
health and substance abuse services, within the Vendor’s network; 


 E. Continuity and coordination of the enrolled recipient’s health care; and 


 F. Maintenance of a current medical record for the enrolled recipient, including documentation 
of all services provided by the PCP, and specialty or referral services, or out-of-network 
services such as family planning and emergency services. 


 Although PCPs must be given responsibility for the above tasks, the Vendor must agree to 
retain responsibility for monitoring PCP and PCS activities to ensure they comply with the 
Vendor’s and the State’s requirements. The Vendor is prohibited from imposing restrictions on 
the above tasks.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.5.3.—4.5.3.1. 


 


4.5.3.2 Laboratory Service Providers 


 The Vendor shall ensure that all laboratory testing sites providing services under this contract 
have a valid Clinical Laboratory Improvement Amendments (CLIA) certificate, a CLIA 
identification number, and comply with CLIA regulations as specified by 42 CFR Part 493 The 
Vendor shall provide to DHCFP, on request, copies of certificates of any laboratories with which 
it conducts business. 
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CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.3.2. 


 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


4.5.3.3 Essential Community Providers 


Examples of Essential Community Providers are listed in Attachment N.  An essential community 
provider is defined as a provider: 


 A. That accepts patients on a sliding scale fee, determined on the income of the patient; 


 B. That does not restrict access or services due to financial limitations of a patient; and 


 C. That can demonstrate to DHCFP that the restriction of patient base from this provider would 
cause access problems for either Medicaid or low-income patients. 


  The Vendor is required to negotiate in good faith with all of the following essential 
community providers who are located in the plan’s geographic service area(s): 


 D. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to provide health 
care services;  


 E. The University Medical Center of Southern Nevada to provide inpatient and ambulatory 
services; 


 F. The University of Nevada School of Medicine  (UNSOM) System, including Mojave Mental 
Health clinics, to provide health care and behavioral health care services;  


 G. University of Nevada, Las Vegas, School of Dentistry; 


 H. School-Based Clinics;  


 I. Mental Health and Developmental Services Division (MHDS); 


 J. Health Division; 


 K. Substance Abuse Prevention and Treatment Agency (SAPTA); 


 L. Division of Child and Family Services;  


 M. County Child Welfare Agencies; and 


 N. Any health provider designated by DHCFP as an essential community provider.  DHCFP will 
notify the Vendor of providers designated by DHCFP as essential community providers.   


 O. At the States option, the Vendor may be required to contract with other agencies within the 
DHHS, the Juvenile Justice system, Disproportionate Share Hospitals (DSH), or various 
Washoe and Clark County entities in providing medically necessary services, including 
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behavioral health.  If this option is exercised and there is any resulting additional expense 
incurred by the vendor, the DHCFP will adjust the capitation rate so that it remains 
actuarially sound. 


 P. Negotiating in good faith requires, at a minimum, offering contracts that are at least as 
beneficial to the provider as contracts with other providers in the same geographic area for 
similar services. Providers who work through one of the essential community providers must 
be negotiated in good faith. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.3.3. 


 


4.5.4 Subcontractors 
 All Subcontracts, including delegation agreements, must be in writing, must be prior approved 


by the DHCFP, and must contain all applicable items and requirements as set forth in the 
DHCFP Managed Care Contract, as amended The Vendor may not delegate any item or 
requirement in the DHCFP Managed Care Contract to any subcontractor or network provider 
without the express, written approval of the DHCFP The Vendor’s failure to obtain advance 
written approval of a Subcontract from the DHCFP will result in the application of a penalty 
equal to one (1) month’s current capitation payment for an adult female TANF recipient for each 
day that the subcontractor was in effect without the DHCFP’s approval. Without limitation the 
Vendor must make all Subcontracts available within five (5) business days of a request by the 
DHCFP This includes but is not limited to administrative, technical and medical providers. 


 The Vendor may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to enrolled recipients on whose behalf the DHCFP 
makes Capitation payments to the Vendor. Notwithstanding the use of subcontractor(s), the 
Vendor accepts and acknowledges its obligation and responsibility under this Contract as 
follows:  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.4. 


 


4.5.4.1 For the provision of and/or arrangement for the services to be provided under this Contract; 


4.5.4.2 For the evaluation of the prospective subcontractor’s ability to perform the activities to be 
delegated; and 


4.5.4.3 For the payment of any and all claims payment liabilities owed to providers for services 
rendered to enrolled recipients under this RFP, for which a subcontractor is the primary obligor 
provided that the provider has exhausted its remedies against the subcontractor; provided 
further that such Provider would not be required to continue to pursue its remedies against the 
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subcontractor in the event the subcontractor becomes insolvent, in which case the provider may 
seek payment of such claims from the Vendor.  For the purposes of this section, the term 
“Insolvent” shall mean: 


 A. The adjudication by a court of competent jurisdiction or administrative tribunal of a party as a 
bankrupt or otherwise approving a petition seeking reorganization, readjustment, 
arrangement, composition, or similar relief under the applicable bankruptcy laws or any 
other similar, applicable Federal or State law or statute; or 


 B. The appointment by such a court or tribunal having competent jurisdiction of a receiver or 
receivers, or trustee, or liquidator or liquidators of a party or of all or any substantial part of 
its property upon the application of any creditor or other party entitled to so apply in any 
insolvency or bankruptcy proceeding or other creditor’s suit. 


4.5.4.4 For the oversight and accountability for any functions and responsibilities delegated to any 
subcontractor.  The Vendor shall indemnify and hold the State of Nevada, the DHCFP and their 
officials, representatives and employees harmless from any and all liabilities, losses, 
settlements, claims, demands, and expenses of any kind (including but not limited to attorneys’ 
fees) which are related to any and all claims payment liabilities owed to providers for services 
rendered to enrolled recipients under this RFP for which a subcontractor is the primary obligor, 
except to the extent that the Vendor and/or subcontractor has acted with respect to such 
provider claims in accordance with the terms of this RFP. 


4.5.4.5 Subcontracts which must be submitted to the DHCFP for advance written approval include any 
subcontract between the Vendor, excluding network provider contracts, and any individual, firm, 
corporation or any other entity engaged to perform part or all of the selected Vendor’s 
responsibilities under the DHCFP Managed Care Contract.  This provision includes, but is not 
limited to, contracts for vision services, dental services, mental or behavioral health services, 
claims processing, member services, provider services, and/or pharmacy services. This 
provision does not include, for example, purchase orders. In addition, the Vendor must provide 
written information to the DHCFP prior to the awarding of any contract or Subcontract regarding 
the disclosure of the Vendor’s ownership interests of five percent (5%) or more in any delegated 
entity or Subcontractor.  


4.5.4. 6 As part of its provider contracting and subcontracting, the Vendor agrees that it shall comply 
with the procedures set forth in Attachment D, Contract Form. 


4.5.4.7 Subcontractor contracts may not be structured to provide financial or other incentives to 
providers and subcontractors for denying or limiting services. 


4.5.4.8 The use of “gag” clauses in subcontractor contracts is prohibited. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.5.4.1— 4.5.4.8. 
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4.5.5 Access and Availability 
 The Vendor shall: 


 4.5.5.1 Ensure adequate physical and geographic access to covered services for enrolled 
recipients. 


 4.5.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure 
compliance with access standards, and take appropriate corrective action, if necessary, to 
comply with such access standards.  


 4.5.5.3 Partner actively with DHCFP, community providers and stakeholders to identify and 
address issues and opportunities to improve health care access and availability for Medicaid 
and CHIP members.  


 4.5.5.4 The Vendor will assure access to health screenings, reproductive services and 
immunizations through county and state public health clinics. 


 4.5.5.5 Promotion of care management and early intervention services may be accomplished 
by completing welcome calls and/or visits to new members. This method ensures that an 
orientation with emphasis on access to care, choice of PCP and availability of an initial health 
risk screening occurs proactively with each member who becomes enrolled. If a screening risk 
level determines need for further care management a care management referral will be 
completed.  


 4.5.5.6 Maintain an adequate network that ensures the following: 


  A. PCP-To-Recipient Ratios 


  The Vendor must have at least one (1) full-time equivalent (FTE) primary care provider, 
considering all lines of business for that provider, for every one thousand five hundred 
(1,500) members per service area However, if the PCP practices in conjunction with a 
health care professional the ratio is increased to one (1) FTE PCP for every one 
thousand eight hundred (1,800) recipients per service area. 


  B. PCP Network Requirements 


  Demonstrate that the capacity of the PCP network meets the FTE requirements for 
accepting eligible recipients per service area This ratio cannot exceed the FTE 
requirement In no case may a single provider accept more members than allowed by the 
FTE requirement  


  C. Primary Care Provider Participation 


  Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must 
contractually agree to accept eligible recipients At least fifty percent (50%) of the 
aforementioned PCPs must accept eligible recipients at all times If the Vendor has a 
contract with a Federally Qualified Health Center (FQHC) and/or the University of 
Nevada Medical School, the physicians of these two (2) organizations can be counted to 
meet the fifty percent (50%) participation and fifty percent (50%) acceptance 
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requirement DHCFP or its designee may audit the Vendor’s network monitoring tool for 
compliance. 


  D. Physician Specialists 


  The Vendor must provide access to all types of physician specialists for PCP referrals, 
and it must employ or contract with specialists, or arrange for access to specialty care 
outside of the Vendor’s network in sufficient numbers to ensure specialty services are 
available in a timely manner. The Vendor should provide access to at least two 
specialists/subspecialists in their service areas. The minimum ratio for specialists (i.e., 
those who are not PCPs) is one (1) specialist per one thousand five hundred recipients 
per service area (1:1,500). 


  These ratios may be adjusted by DHCFP for under-served areas, upon the analysis of 
physician specialist availability by specific service area. 


4.5.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of urgency, 
as follows: 


 A. Emergency Services   


  Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven 
(7) days a week, with unrestricted access, to enrolled recipients who present at any qualified 
provider, whether a network provider or a out-of-network provider  


 B. PCP Appointments 


  1. Same-day, medically necessary, primary care provider appointments;  


  2, Urgent care PCP appointments are available within two (2) calendar days; and 


 3. Routine care PCP appointments are available within two (2) weeks.  The two (2) week 
standard does not apply to regularly scheduled visits to monitor a chronic medical 
condition if the schedule calls for visits less frequently than once every two (2) weeks. 


 C. Specialist Appointments 


  For specialty referrals to physicians, therapists, behavioral health services, vision services, 
and other diagnostic and treatment health care providers, the Vendor shall provide: 


  1. Same day, medically necessary appointments within twenty-four (24) hours of referral; 


  2. Urgent care appointments within three (3) calendar days of referral; and 


  3. Routine appointments within thirty (30) calendar days of referral. 


  Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


 D. Prenatal Care Appointments 
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  Initial prenatal care appointments shall be provided for enrolled pregnant recipients as 
follows: 


  1. First trimester within seven (7) calendar days of the first request; 


  2. Second trimester within seven (7) calendar days of the first request; 


  3. Third trimester within three (3) calendar days of the first request; and 


  4. High-risk pregnancies within three (3) calendar days of identification of high risk by the 
Vendor or maternity care provider, or immediately if an emergency exists. 


 E. Dental Appointments: 


  Dental care shall be provided immediately for dental emergencies, urgent care or referral 
appointments within three (3) calendar days and routine appointments with dentists and 
dental specialists shall be provided within thirty (30) calendar days or sooner if possible. 


4.5.5.8 Appointment Standards 


 The Vendor shall have established written policies and procedures: 


 A. Disseminating its appointment standards to all network providers, and must assign a specific 
staff member of its organization to ensure compliance with these standards by the network.   


 B. Concerning the education of its provider network regarding appointment time requirements, 
the Vendor shall: 


  1. Monitor the adequacy of its appointment process and compliance; and  


  2. Implement a Plan of Correction (POC) when appointment standards are not met. 


4.5.5.9 Office Waiting Times 


 The Vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or 
specialist’s office is no more than one (1) hour from the scheduled appointment time, except 
when the provider is unavailable due to an emergency Providers are allowed to be delayed in 
meeting scheduled appointment times when they “work in” urgent cases, when a serious 
problem is found, or when the patient has an unknown need that requires more services or 
education than was described at the time the appointment was scheduled. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.5.5–4.5.5.9 


CoventryCares will comply with Sections 4.5.5.1 through 4.5.5.6 through the following criteria, 
analysis and monitoring of the network. 


CoventryCares analyzes the impact of the provider network and follows our process to recruit 
providers sufficient in number, mix, and geographic distribution to meet the needs of the number 
of anticipated members. We will submit documentation of adequate physical and geographical 
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access to covered services for enrolled recipients to DHCFP on a quarterly basis and notify 
members of any potential changes within a 15 day window of such changes. 


We recognize that true access to care must be reviewed continuously, beyond simply ensuring 
provider-to-member ratio requirements. CoventryCares reviews and monitors claim statistics, 
which include encounter and utilization data to ensure the PCP-to-recipient ratios and other 
specialists meet the guidelines requested by DHCFP. The CoventryCares network development 
approach will measure appropriate proximity, capacity, and type of provider(s) so that provider 
recruitment efforts are geared toward filling any provider gaps identified and/or arranging 
alternative sources. 


Reports define the designated capacity of the providers performing the care to ensure they 
continue to meet the guidelines defined. Our data also defines the willingness of the provider 
network to accept new patients at the guidelines referenced in Section 4.5.5.6. Using these 
reports, we are able to identify areas that require additional contracting resources and ensure 
appropriate staff is assigned to the region to obtain the necessary provider agreements. We ensure 
that members have access to the type of provider they need. 


Following the protocol defined in Section 4.5.5.7 we encourage providers to use their best 
judgment when referring patients to the emergency department, and we have not created any 
artificial barriers to members for accessing emergency medical services. We have developed a 
network of cost effective urgent care and convenience clinics across the defined areas that treat 
urgent conditions. Our members also have access to a 24-hour Nurse Line that employs physician-
directed protocols for assessing and triaging members. CoventryCares requires all medical and 
behavioral providers to be available to direct care for our members 24 hours a day, seven days a 
week for treating an emergency medical condition.  


Our contracted providers also follow appointment standards defined in Section 4.5.5.7 for PCPs, 
specialists, prenatal care providers, dental and behavioral health providers as defined in the 
Provider Manual for non-emergent services. CoventryCares and our subcontractors conduct 
random surveys of providers called “Secret Shopper” surveys to confirm their routine and after-
hours access meets our standards for 24-hour access to care. Providers are required to maintain 
telephone access for after-hours access to care through the following methods identified in the 
Provider Manual: 


• Providers are required to provide direct access, use a call coverage service or utilize a nurse 
triage line 


• Providers must refrain from directing members to call 9-1-1 as the only option for after-hours 
access 


The Member Handbook, explains for members how, in case of emergency, they can go to the 
nearest emergency department, in network or out. 


Office Waiting Time standards defined in Section 4.5.5.9 are published in the Member Handbook 
and Provider Manual. They are reviewed with providers during orientations and routine provider 
visits and sent at least annually via the Provider Newsletter. 


We monitor our directly contracted providers and subcontractors to ensure compliance with 
these standards. All providers who do not meet standards are educated and re-surveyed within 
three months of the initial survey to ensure compliance with appointment standards. If providers 
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are still not meeting documented guidelines, corrective actions are implemented on a one-by-one 
basis. 


On a quarterly basis, our Appeal and Grievance department reviews and analyzes member 
grievances to identify potential access and availability issues, including appointment times, for 
root cause analysis and intervention opportunities. Provider-specific corrective action plans are 
implemented as necessary. 


 


4.5.5.10 Access Exceptions 


 Document and submit to DHCFP, in writing, justification for exceptions to access standards set 
forth in Section 4.5.5 of this RFP. Such justifications shall include alternative standards that are 
equal to or better than the usual and customary community standards for accessing care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.5.10. 


 


4.5.5.11 Provider Terminations 


 The Vendor must give written notice of termination of a contracted provider, within fifteen (15) 
days of receipt or issuance of the termination notice, to each member who received his/her 
primary care from, or was seen on a regular basis by the terminated provider.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.5.11. 


 


4.5.5.12 Notification of Significant Network Changes 


 The Vendor will notify DHCFP’s designated staff, within one (1) working day, of any unexpected 
change that would impair its provider network This notification shall include: 


 A. Information about the nature of the change and how the change will affect the delivery of 
covered services; and 


 B. The Vendor’s plans for maintaining the quality of member care if the provider network 
change is likely to result in deficient delivery of covered services. 


  The Vendor must notify DHCFP of any change in its network that will substantially affect the 
ability of recipients to access services as soon as the change is known, or not later than 
fourteen (14) days prior to the change.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.5.12. 
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4.5.5.13 Prohibited Practices 


  The Vendor shall take affirmative action so that recipients are provided access to covered 
medically necessary services without regard to race, national origin, creed, color, gender, 
sexual preference, religion, age, health status, physical or mental disability, except where 
medically indicated Prohibited practices include, but are not limited to, the following: 


 A. Denying or not providing an enrolled recipient a covered service or available facility; 


 B. Providing an enrolled recipient a covered service which is different, or is provided in a 
different manner, or at a different time from that provided to other recipients, other public 
or private patients, or the public at large; 


 C. Subjecting an enrolled recipient to segregation or separate treatment in any manner 
related to the receipt of any covered medically necessary service, except where 
medically indicated; 


 D. The assignment of times or places for the provision of services on the basis of race, 
national origin, creed, color, gender, sexual preference, religion, age, physical or mental 
disability, or health status of the recipient to be served;  


 E. The Vendor may not prohibit, or otherwise restrict, a health care professional acting 
within the lawful scope of practice, from advising or advocating on behalf of a member 
who is his or her patient: 


 1. For the member's health status, medical care, or treatment options, including any 
alternative treatment that may be self-administered; 


 2. For any information the member needs in order to decide among all relevant 
treatment options; 


 3. For the risks, benefits, and consequences of treatment or non-treatment; and 


 4. For the member's right to participate in decisions regarding his or her health care, 
including the right to refuse treatment, and to express preferences about future 
treatment decisions. 


 F. Charging a fee for a medically necessary covered service or attempting to collect a co-
payment. Subject to the maximum allowable charges specified in 42 CFR 447.54 (a) and 
(b), Title XXI recipients may be required to pay income-related deductible, coinsurance or 
co-payment charges.  In accordance with 42 CFR 447.50-60 the cost sharing for title XIX 
recipients under managed care will be no more than cost sharing permitted under FFS. 


  If the Vendor knowingly executes a subcontract with a provider with the intent of allowing, 
encouraging, or permitting the subcontractor to implement unreasonable barriers or 
segregate (i.e., the terms of the subcontract are more restrictive than the Vendor’s contract 
with DHCFP or incentives or disincentives are structured to steer enrolled recipients to 
certain providers) the Vendor will be in default of its contract with DHCFP In addition, if the 
Vendor becomes aware of any of its existing subcontractors’ failure to comply with this 
section and does not take immediate action, it will be in default of its contract with DHCFP.  
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CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.5.13. 


 


4.5.6 Provider Contracts 
4.5.6.1 The Vendor will execute and maintain, for the term of the contract, written provider agreements 


with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers 
to provide enrolled recipients with all medically necessary covered services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.–4.5.6.1. 


 


4.5.6.2 The Vendor will provide, for DHCFP’s review, a copy of its base provider contract prior to 
execution.  In addition, prior to distributing or executing any substantive changes or 
amendments to the base contract, the Vendor shall submit drafts of standard language for any 
such contract to DHCFP for review.  Provider contracts must meet all state and federal 
requirements.  The Vendor shall submit any of its provider contracts to the DHCFP upon 
request.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.2. 


 


4.5.6.3 The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP.  The effort must include outreach to 
providers who are not currently participating in DHCFP’s medical assistance programs or have 
a signed agreement but do not actively accept eligible recipients.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.3. 


 


4.5.6.4 Prior to becoming a network provider, a provider who is a non-Medicaid provider must be 
referred to DHCFP for completion of the Medicaid provider enrollment. However, Vendors may 
enter into single case agreements with non-Medicaid providers as needed.  Any provider 
located outside of the state of Nevada must be licensed in their home state of practice in order 
to enter into a single case agreement with a Vendor.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.4. 
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4.5.6.5 The Vendor must also have written policies and procedures for monitoring its providers, and for 
disciplining providers who are found to be out of compliance with the Vendor’s medical 
management standards.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.5. 


 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


4.5.6.6 The ACA requires increased payment to PCPs and certain specialty and subspecialty providers 
starting in 2013 2014. The Vendor must work cooperatively with DHCFP and its actuary to 
develop a methodology for identifying which portions of the capitation payment are directly 
attributable to this increase. The Vendor must comply with all ACA requirements regarding the 
PCP payment increase, including, but not limited to, providing reports that prove the additional 
portion of capitation was distributed to the physicians entitled to receive the higher 
reimbursement.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.6. 


 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and the reporting 
requirements outlined in 42 CFR 423.208 and 423.10 42 CFR 422.208 and 422.210, pursuant 
to 42 CFR 438.6(h) (1).  The Vendor must provide information regarding its physician incentive 
plan(s) to the State, CMS, and any Medicaid and Nevada Check Up recipient, upon request.  
The rules and guidelines for physician incentive plans also apply to the Vendor’s 
subcontractors.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.7. 


 


4.5.6.8 Provider contracts may not be structured to provide financial or other incentives to providers and 
subcontractors for denying or limiting services.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.8. 


 


4.5.6.9 The use of “gag” clauses in Provider contracts is prohibited.  
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CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.9. 


 


4.5.6.10 All provider contracts must be made available to the DHCFP, upon request. Refer to 
Section 4.13.3.11.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.10. 


 


4.5.6.11 The Vendor(s) will support and participate in all activities related to the DHCFP’s Medicaid 
Adult Incentive Grant.  The Vendor(s) must participate in any future grants awarded to 
Medicaid that affect MCOs or MCO members.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.6.11. 


Coventry has experience working with states and other stakeholders on grant programs. 
Coventry’s Michigan Medicaid MCO just completed a grant program with the Center for Health 
Care Strategies. The program was in partnership with several other MCOs in the state. 


4.5.7 Provider Directory 
 The Vendor will publish its provider directory and any subcontractors’ provider directory via an 


Internet website upon contract implementation and will update the website on a monthly basis 
for all geographic service areas The Vendor will provide DHCFP with the most current provider 
directory upon contract award for each geographic service area Upon request by DHCFP, the 
Vendor must confirm the network adequacy and accessibility of its provider network and any 
subcontractor’s provider network. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.7. 
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4.5.8 Provider and Recipient Communications 
 All general communications to providers and recipients including mass letter mailings, fax-


blasts, brochures, batch e-mails and communications specifically mentioned in this contract 
must be submitted to DHCFP for approval prior to release If DHCFP does not respond within 
ten (10) working days the Vendor may consider the communication approved This provision 
does not pertain to communications on specific topics to individual providers and recipients. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.8. 


 


4.5.8.1 Provider Policy and Procedure Manual 


 The Vendor must prepare, subject to the approval of DHCFP, a Provider Policy and Procedure 
Manual for each distinct class of provider The Vendor shall document the approval of the 
provider manual by the Vendor’s Medical Director, and shall maintain documentation verifying 
that the provider manual is reviewed and updated at least annually. 


 Upon approval of DHCFP, the Vendor may publish the manual material related to more than 
one category of provider in a single volume The Vendor must furnish one (1) copy of the manual 
to each provider upon recruitment into the network, and must update all copies of the manual in 
each provider’s possession when changes are made by the Vendor Provider update notices 
sent via facsimile, mail, and e-mail may be utilized to update the provider manual when changes 
are made by the Vendor The Vendor can meet this requirement by furnishing one (1) copy of 
the manual and one (1) copy of the manual updates to each provider practice where several 
providers within the practice are participants in the network. One (1) hard copy and one (1) 
electronic copy of the Provider Manual shall be provided to DHCFP That electronic copy must 
be updated with the same frequency as the hardcopy manual copies furnished to providers The 
manual shall include, at a minimum, the following information: 


 A. The policies and procedures to be implemented by the Vendor to ensure provider contract 
compliance; 


 B. The procedures governing verification of recipient eligibility and the process for receiving 
and disseminating recipient enrollment data to participating providers;  


 C. Prior authorization procedures and requirements; 


 D. The procedures for claims administration; 


 E. Provider credentialing criteria; 


 F. Provider network management; 


 G. The benefits and limitations available to enrolled recipients under the program, including any 
restrictions on recipients’ freedom of choice imposed by the program and any/all payment 
obligations; 
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 H. Administrative and billing instructions, including: a list of procedure codes; edits; units; 
payment rates; and all pertinent information necessary to submit a clean claim in a timely 
manner; 


 I. Procedure to dispute adverse payment and contract decisions; and  


  Policies and procedures to be implemented by the Vendor to manage quality improvement 
and member service utilization.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.8.1. 


 


4.5.8.2 Provider and Recipient Communications Activities 


A. Provider Workshops 
The Vendor must conduct, at least annually, provider workshops in the geographic service area 
to accommodate each provider site In addition to presenting education and training materials of 
interest to all providers, the workshops must provide sessions for each discrete class of 
providers whenever the volume of recent changes in policy or procedures in a provider area 
warrants such a session. All sessions should reinforce the need for providers to verify recipient 
eligibility and enrollment prior to rendering services in order to ensure that the recipient is 
Medicaid-eligible and that claims are submitted to the responsible entity. Individual provider site 
visits will suffice for the annual training requirement. 


AMENDMENT 1 and 2 REVISED THE FOLLOWING ITEM. 


B. Provider Newsletter 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers DHCFP must prior approve all provider announcements, 
regardless of method of dissemination If the DHCFP does not respond within twenty (20) ten 
(10) days, the newsletter will be considered approved. 


C. Recipient Newsletter 
The Vendor must, subject to the prior review and approval of DHCFP, publish a newsletter for 
enrolled recipients at least twice per year The newsletter will focus on topics of interest to 
enrolled recipients and must be written at an eighth (8th) grade level of understanding reflecting 
cultural competence and linguistic abilities. 


  
The Vendor must provide a draft copy of all newsletters to DHCFP for approval prior to 
publication and distribution Additionally, these newsletters and announcements regarding 
provider workshops must be published on the Vendor’s website.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.8.2. 
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4.5.9 Network Maintenance 
4.5.9.1 Maintenance of the network includes, but is not limited to: 


 A. Initial and ongoing credentialing; 


 B. Adding, deleting, and periodic contract renewal; 


 C. Provider education; and 


 D. Discipline/termination, etc.  


 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.5.9—4.5.9.1. 


 


4.5.9.2 The Vendor must have written policies and procedures for monitoring its network providers, and 
for disciplining those who are found to be out of compliance with the Vendor’s medical 
management standards.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.9.2. 


Coventry’s Medicaid MCOs currently have written policies and procedures that comply with this 
requirement. 


 


4.5.9.3 The Vendor must take appropriate action related to dual FFS and managed care network 
providers, as follows:  


 A. Upon the Vendor’s awareness through public sources of any disciplinary action, or any 
sanction taken against a network provider, or any suspected provider fraud or abuse, the 
Vendor shall immediately inform DHCFP;   


 B. The Vendor is required to check the Office of the Inspector General (OIG) website at least 
monthly to confirm its network providers have not been sanctioned by the OIG; and 


 C. If the Vendor is notified or discovers that the OIG, DHCFP or another state Medicaid agency 
or certification/licensing entity has taken an action or imposed a sanction against a network 
provider, the Vendor shall review the provider’s performance related to this RFP and take 
any action or impose any sanction, including disenrollment from the Vendor’s Provider 
Network. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.9.3. 
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4.5.10 Provider Credentialing 


 The Vendor must have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the Vendor, including PCPs and 
PCSs, specialists, and other health care professionals, are licensed by the State and qualified to 
perform their services, excluding non-contracted obstetrical providers. The Vendor may not 
employ or contract with providers excluded from participation in federal health care programs 
under Section 1128 of the Social Security Act. 


 The Vendor shall provide Credentialing Criteria for review and approval by DHCFP and ensure 
that all network providers meet the criteria 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.5.10. 


Today, Coventry managed care organizations (MCOs) administer customized Medicaid managed 
care programs in ten states, covering approximately one million TANF, CHIP, Pregnant Women, 
ABD, Foster Care Children, Dual Eligible and Long Term Care beneficiaries and currently have 
written processes and procedures in place that meet this credentialing and re-credentialing 
requirement. 
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AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


4.6 MEDICAL RECORDS 
 Complete medical records shall be maintained by the Vendor’s contracted providers, for each 


enrolled recipient in accordance with Standard XII, Section 4.9.18 4.8.16 of this RFP. The 
records shall be available for review by duly authorized representatives of the State and CMS 
upon request. 


 The Vendor shall have written policies and procedures to maintain the confidentiality of all 
medical records and, pursuant to Standard XII, Section 4.9.18 4.8.16, accessibility and 
availability of medical records, record keeping, and record review process. Not more than ten 
(10) calendar days after submitting a request, the State shall have access to a member’s 
medical record, whether electronic or paper, and has the right to obtain copies at the Vendor’s 
expense. 


 The recipient’s medical record is the property of the provider who generates the record. The 
Vendor shall assist the member or the parent/legal guardian of the member in obtaining a copy 
of the member’s medical records, upon written request, from the provider. Records shall be 
furnished in a timely manner upon receipt of such a request but not more than thirty (30) 
calendar days from the date of request. Each member or parent/legal guardian of the member is 
entitled to one (1) free copy of the requested medical records The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish such records. 


 When an enrolled recipient changes primary care providers and/or health plans, the Vendor’s 
contracted provider must forward all medical records in their possession to the new provider 
within ten (10) working days from receipt of the request. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.6. 


Today, Coventry managed care organizations (MCOs) administer customized Medicaid managed 
care programs in 10 states, covering approximately one million TANF, CHIP, Pregnant Women, 
ABD, Foster Care Children, Dual Eligible and Long Term Care beneficiaries and currently have 
written processes and procedures in place that meet confidentiality of medical records 
requirements. 
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4.7 QUALITY ASSURANCE STANDARDS 
4.7.1 Overview 


 The common goal of the managed care program is a successful partnership with quality health 
plans to provide care to DHCFP members, while focusing on continuous quality improvement 
The current member population encompasses the TANF/CHAP Medicaid eligibility category, as 
well as the Nevada Check Up/CHIP population. Traditionally, the Medicaid population is a high-
risk, high-volume user of health care services  


 The role of managed care is to ensure accessibility and availability to appropriate health care, 
provide for continuity of care, and provide quality care to enrolled recipients A major focus of 
managed care is health promotion and disease prevention. The aforementioned populations 
mainly comprised of parents, pregnant women and/or children, benefit from targeted preventive 
health care services, the quality and availability of which are monitored and evaluated by the 
DHCFP in conjunction with the DHCFP’s EQRO contractor The Vendor is required to work 
collaboratively with the DHCFP and the EQRO in these quality monitoring and evaluation 
activities By virtue of the DHCFP’s contract with the EQRO and the federal regulations which 
set forth the State’s mandates for an EQRO, the Vendor will be required to provide reporting 
data beyond that stipulated in this section and will participate in those additional EQRO activities 
as assigned and required by the DHCFP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.7—4.7.1. 


4.7.2 Quality Measurements 
 All Healthcare Effectiveness Data and Information Set (HEDIS) measures in this contract are to 


be reported for a calendar year, using the most current version of National Committee for 
Quality Assurance (NCQA) HEDIS specifications. HEDIS measures may not necessarily 
correspond to the contract periods, but may overlap them. DHCFP and/or the EQRO may 
conduct on-site review as needed to validate medical measures reported. The Vendor must use 
audited data, and is responsible for ensuring all updates to the measure are reflected in the 
final, reported rates. The DHCFP reserves the right to require the Vendor to report on additional 
quality measures not listed here. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2. 


 


4.7.2.1 Pregnancy 


A. Standard 


 The Vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are 
provided with quality prenatal care Quality prenatal care provides for increased access to 
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prenatal services, and ensures necessary monitoring of high-risk pregnancies to obtain healthy 
birth outcomes. 


 The Vendor’s prior authorization policies and procedures must be consistent with the provision 
of prenatal care in accordance with community standards of practice and the Medicaid Services 
Manual. 


B. Required Measures 


 The following HEDIS measures will be reported:  


 1. Prenatal and Postpartum Care 


  a. Timeliness of Prenatal Care  


  b. Postpartum Care   


 2. Weeks of Pregnancy at Time of Enrollment in the Vendor 


 3. Frequency of Ongoing Prenatal Care 


  This measure uses the same denominator and deliveries as the “Prenatal and Postpartum 
Care” measure 


  Following HEDIS methodology, rates are to be reported as those women who received <21 
percent, 21-40 percent, 41-60 percent, 61-80 percent, and 81-100 percent of the expected 
number of prenatal care visits. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2.1. 
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4.7.2.2 Comprehensive Well Child Periodic and Interperiodic Health Assessments/Early Periodic 
Screening Diagnosis and Treatment (EPSDT)/Healthy Kids 


 A. Standard: 
The Vendor shall take affirmative steps to achieve at least a participation rate greater than or 
equal to the national average for EPSDT screenings Well Child Care promotes healthy 
development and disease prevention in addition to possible early discovery of disease and 
appropriate treatment 


 B. Required Measures: 


 The following HEDIS measures will be reported: 


 1. Children’s Access to Primary Care Providers 


 2. Well-Child Visits in the First 15 Months of Life 


 3. Well-Child Visits in the Third, Fourth, Fifth, and Sixth Year of Life 


 4. Adolescent Well-Care Visits 


  DHCFP will require quarterly submission of progress reports outlining advances achieved in 
reaching the established EPSDT goals of the Vendor The quarterly reports must address at 
a minimum these components: program monitoring, program evaluation, member outreach, 
provider education, and provider compliance with mandatory components of EPSDT visits. 
The progress report will determine the effectiveness of the Vendors interventions and is to 
be submitted in conjunction with the quarterly CMS 416 reports 


 DHCFP and/or EQRO may conduct desk and/or on-site review as needed, to include, but not be 
limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in 
primary care provider contracts, and the process for notification of members Vendor internal 
quality assurance of the EPSDT program shall include monitoring and evaluation of the referrals 
that are the result of an EPSDT screening  


 The Vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for 
each quarter of the federal fiscal year (FFY), October 1st through September 30th The Vendor is 
required to submit the final CMS 416 Report to the DHCFP no later than March 1st after the FFY 
reporting period concludes The Vendor must send a quarterly report in order to track the 
progress the Vendor is making throughout the year The Vendor is required to complete all line 
items of the CMS 416 Report and submit separate reports for the CHIP and TANF/CHAP 
populations. 


 If the Vendor cannot satisfactorily demonstrate to DHCFP at least a participation rate not less 
than the national baseline average, as determined by DHCFP or its contracted EQRO, the 
DHCFP may require the Vendor to submit a Plan of Correction (POC) to DHCFP The POC 
should identify improvements and/or enhancements of existing outreach, education, and case 
management activities, which will assist the Vendor to improve the screening rate and increase 
the participation percentage  







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 145 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2.2. 


4.7.2.3 Immunizations 


 A. Standard: 


  Immunization Age appropriate immunizations (according to current Advisory Committee on 
Immunization Practices (ACIP) schedule) 


 B. Required Measures: 


  The following HEDIS measures will be reported: 


  1. Childhood Immunization Status 


  Immunization status may be reviewed through EPSDT claims and encounter data, 
and/or through an annual immunization audit based on DHCFP’s or its designee’s 
random sampling of EPSDT information In addition, DHCFP could collaborate with the 
Nevada Health Division to track and trend Immunization Registry data. 


  The Vendor’s HEDIS immunization measurement rates must be comparable to the 
HEDIS National Medicaid average If the Vendor has not satisfactorily demonstrated the 
ability to meet the HEDIS immunization national Medicaid average, the Vendor will be 
required to submit a POC to DHCFP. The POC should identify improvements/ 
enhancements of existing outreach, education, case management activities, and the 
Vendor’s staff person who is/are responsible for implementing and monitoring the POC.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2.3. 
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4.7.2.4 Mental Health 


 A. Standard: 


  The Vendor shall take affirmative steps to ensure that covered medically necessary mental 
health and mental health rehabilitative services are provided to enrolled recipients as 
required in RFP Sections 4.2.2 and 4.2.8 Mental health is an integral part of holistic health 
care The measurement methodology below demonstrates elementary steps toward 
continuing review of the quality and adequacy of mental health care services. 


 AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


B. Required Measures 


  The following HEDIS measures will be reported:  


  1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night Care 
and Ambulatory Services 


  2. Follow-Up After Hospitalization for Mental Illness – The percentage of discharges for 
members six (6) years of age and older who were hospitalized for treatment of selected 
mental health disorders, who were continuously enrolled for thirty (30) days after 
discharge (without gaps) and who were seen on an ambulatory basis or who were in 
day/night treatment with a mental health provider. Two (2) separate calculations are 
required:  


 a. The percentage of discharges for members who had an ambulatory or day/night 
mental health visit on the date of discharge, up to thirty (30) days after hospital 
discharge, and 


 b. The percentage of discharges for members who had an ambulatory or day/night 
mental health visit on the date of discharge, up to seven (7) days after hospital 
discharge.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2.4. 
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4.7.2.5 Dental Services 


 A. Dental Services Quality Improvement 


  The Vendor’s Internal Quality Assurance Program Improvement (IQAP) Committee and 
IQAP Coordinator will review the Vendor’s dental program quarterly to assure quality dental 
care is promoted through demonstration of oversight and monitoring of dental activities and 
ensure appropriate referrals are provided to the members when indicated 


 B. Standard 


  The Vendor shall take action to ensure access to quality dental care for all eligible Medicaid 
and Nevada Check Up members Vendor baselines will be established over the first contract 
year 


  The following HEDIS measure will be reported: 


  1. Annual Dental Visit  


  The percentage of members, ages two (2) through twenty-one (21) years as of December 
31st of the measurement year, who were continuously enrolled during the measurement 
year and who had at least one (1) dental visit during the measurement year  The DHCFP will 
also monitor utilization through reported encounter data 


AMENDMENT 1 and 2 REVISED THE FOLLOWING ITEM. 


4.7.2.5 


 C. Required Measures 


  The following State devised HEDIS-like measure will be reported: 


  1. Number of Children with Dental Sealants 


 2. The percentage of members ages six (6) through fourteen (14) years as of December 
31st of the measurement year, who were continuously enrolled during the measurement 
year and who received at least one (1) dental sealant on a permanent molar tooth during 
the measurement year.  The DHCFP will also monitor utilization through reported 
encounter data. 


 3. Based on the ADA guidelines permanent teeth begin to erupt anywhere from 6 to 12 
years of age depending on the tooth. Not all 6 year olds will have their permanent teeth 
yet. CDT code D1351 should be accompanied by tooth numbers or letters to distinguish 
which tooth the sealant is placed on. The CDT code is billed in box 24 on the ADA form 
and the tooth number or letter will be in box 27. The tooth numbers or letters in box 27 
will distinguish if the tooth is a permanent tooth.  


 4. Numerator: One (1) or more protective dental sealants administered on at least one (1) 
permanent molar tooth during the measurement year.  A member had a dental sealant if 
a submitted claim/encounter contains CDT code D1351.   
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 5. Denominator: The percentage of members who had at least one (1) visit with a dental 
practitioner during the measurement year, using the codes found in table ADV-A of the 
Annual Dental Visit HEDIS measure.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.7.2.5.– 4.7.2.5.B. 


 


4.7.2.6 Use of Appropriate Medications for People with Asthma (ASM) 


 A. Required Measures  
The percentage of members 5–56 years of age during the measurement year who were 
identified as having persistent asthma and who were appropriately prescribed medication 
during the measurement year  
DHCFP and/or the EQRO may conduct on-site review as needed to validate medical 
measures reported.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2.6. 


 


4.7.2.7 Lead Screening in Children:  


 A. Required Measures 
The percentage of children two years of age who had one or more capillary or venous lead 
blood tests for lead poisoning by their second birthday. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2.7. 
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4.7.2.8 Comprehensive Diabetes Care 


 Required Measures 


 The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had 
each of the following: 


 1. Hemoglobin A1c (HbA1c) testing 


 2. HbA1c poor control (>9.0%) 


 3. HbA1c good control (<7.0%) 


 4. Eye exam (retinal) performed 


 5. LDL-C screening 


 6. LDL-C control (<100 mg/dL) 


 7. Medical attention for nephropathy 


 8. Blood pressure control (<130/80 mm Hg) 


 9. Blood pressure control (<140/90 mm Hg)  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2.8. 
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4.7.2.9 Plan of Correction (POC) Procedure 


 A Plan of Correction (POC) must include, but may not be limited to, the following:  


 A. Specific problem(s) which require corrective action; 


 B. The type(s) of corrective action to be taken for improvement;  


 C. The goals of the corrective action;  


 D. The time-table for action;  


 E. The identified changes in processes, structure, internal/external education;  


 F. The type of follow-up monitoring, evaluation and improvement; and 


 G. The Vendor staff person(s) responsible for implementing and monitoring the POC. 


 H. The POC should also identify improvements and enhancements of existing outreach, and 
case management activities, if applicable. 


 Unless otherwise specified by DHCFP, the Vendor has thirty (30) days from date of notification 
by DHCFP to submit a POC, as specified The Vendor’s POC will be evaluated by DHCFP to 
determine whether it satisfactorily addresses the actions needed to correct the deficiencies. If 
the Vendor’s POC is unsatisfactory, DHCFP will indicate the section(s) requiring revision and/or 
necessary additions and request a satisfactory plan be submitted by the Vendor, unless 
otherwise specified, within thirty (30) days of receipt of DHCFP’s second directive If the 
Vendor’s second plan is unsatisfactory, DHCFP may declare a material breach Within ninety 
(90) calendar days after the Vendor has submitted an acceptable POC or one has been 
imposed, DHCFP will initiate a follow-up review, which may include an on-site review   


 If the Vendor’s non-compliance with the provision of covered medically necessary benefits and 
services becomes an impediment to ensuring the health care needs of recipients and/or the 
ability of providers to adequately attend to those health care needs, the DHCFP shall take 
administrative sanction against the Vendor Such a sanction will disallow further enrollment and 
may also include adjusting auto-assignment formulas used for recipient enrollment purposes. 
Such sanctions will continue until Vendor compliance with the provision of benefits/services is 
achieved. Liquidated damages, as outlined in the General Terms of the contract, may also be 
assessed if other measures fail to produce adequate compliance results from the Vendor  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.7.2.9. 
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4.8  STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
 Federal regulations (42 CFR 438.240) mandate that States must, through its contracts, require 


each managed care organization (Vendor) to have an ongoing quality assessment and 
performance improvement program for the services it furnishes its members. Internal Quality 
Assurance Programs (IQAPs) consist of systematic activities, undertaken by the Vendor, to 
monitor and evaluate the care delivered to enrolled recipients according to predetermined, 
objective standards, and effect improvements as needed. 


 An annual review of the Vendor will be conducted by the DHCFP or its designee. In addition, 
DHCFP will monitor and analyze grievances and appeals, provider disputes and will periodically 
conduct patient and provider satisfaction surveys. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8. 


4.8.1 The Vendor must conduct performance improvement projects that focus on clinical and 
non-clinical areas and that involve the following: 


4.8.1.1 Measurement of performance using objective quality indicators; 
4.8.1.2 Implementation of system interventions to achieve improvement in quality; 
4.8.1.3 Evaluation of the effectiveness of the interventions; and 
4.8.1.4 Planning and initiation of activities for increasing or sustaining improvement.| 


 The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP. 


 The Vendor must report the status and results of each project to the DHCFP as requested, 
including those that incorporate the requirements of 42 CFR 438.240 (a)(2). Each performance 
improvement project must be completed in a reasonable time period so as to generally allow 
information on the success of performance improvement projects in the aggregate to produce 
new information on quality of care every year. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.1 -4.8.1.4. 


CoventryCares has a comprehensive, enterprise-wide Internal Quality Assurance Program (IQAP) 
to ensure members’ medical and service needs are being met and the quality of care and services to 
members and providers are continuously improved. The MCO utilizes quantitative and qualitative 
methods to analyze and improve process performance and outcomes. 


The IQAP provides the framework and structure for systematic activities, through which the 
MCO collects, analyzes and acts on results to monitor and evaluate the care delivered to its 
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members. The IQAP sets predetermined, objective standards and effects improvements as needed. 
It is a continuous process that involves: 


• Setting goals and objectives 


• Monitoring key performance indicators 


• Analyzing data 


• Identifying opportunities 


• Prioritizing needs 


• Identifying barriers 


• Identifying desired outcomes 


• Implementing interventions 


• Evaluating processes 


• Communicating effectively 


Measurement of Performance Using Objective Quality Indicators 
Coventry’s Medicaid MCOs have extensive experience developing performance improvement 
projects (PIPs) in both clinical and non-clinical areas. Each PIP involves a quality indicator that is 
objective and measurable such as HEDIS. All planned interventions in PIPs have the goal of 
improving the quality CoventryCares provides to its members. These interventions are tied to an 
indicator that is measurable either qualitatively or quantitatively. As interventions or activities are 
evaluated, the criteria will include the level of improvement that was increased and the 
sustainability of that level. Annually, each PIP is evaluated to determine whether it is appropriate 
to close the PIP, if more time is needed for an intervention, or if a new intervention is needed. 
CoventryCares will complete performance projects as specified by the state agency. 


The following is an example of a PIP from CoventryCares of Michigan surrounding childhood 
obesity that was scored 100% by Health Services Advisory Group (HSAG).   


CoventryCares of Michigan identified an issue surrounding the number of children who were 
being screened for obesity in the physician offices and were being appropriately counseled 
regarding nutrition and exercise. Baseline HEDIS® data showed the percentage of children with a 
documented BMI percentile was significantly lower than the Michigan weighted average and was 
also lower than the NCQA 50th percentile. A barrier analysis was completed and interventions 
developed to address the issues. A few of the interventions included: 


• Development of provider tools such as a laminated BMI percentile card to hang by the office 
scale 


• Provider incentive for performing and documenting the BMI percentile  


• Provider and member education regarding childhood obesity 


• Distribution of the Doc Bear Shuffle videos to schools, head start centers and other areas with 
high concentrations of children 


• Results showed a large increase over the baseline measurement in BMI screening percentile. 
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Figure 32 illustrates the results of the BMI Screening PIP. 


Figure 32: Study Indicator 1—BMI Screening Percentile 


Time Period 
Measurement 


Covers 
Indicator 


Measurement 
 


Numerator 
 


Denominator 
Rate or 
Results Goal 


Statistical Test  
Significance 
and p value  


Baseline -  
Total 
 


70 431 16.24% 2010 
Michigan 
Medicaid Wt. 
Avg: 37.8%, 
NCQA 
50th%: 
16.9% 


NA 


Baseline  
3-11 yr olds 


32 265 12.08% 2010 
Michigan 
Medicaid Wt 
Avg: 37.3% 


 


January 1, 
2009- 
December 31, 
2009 


Baseline  
12-17 yr olds 


38 166 22.89% 2010 
Michigan 
Medicaid Wt 
Avg: 38.8% 


 


Remeasurement 
1 - Total 


203 431 47.10% 
 


2011 
Michigan 
Medicaid Wt. 
Avg: 46.6%, 
NCQA 
50th%: 
37.7% 


Chi-square = 
93.4,  
d.f. =1, 
p value 
=0.0001 


Remeasurement 
1 – 3-11 yr olds 


131 278 47.12% 2011 
Michigan 
Medicaid Wt 
Avg: 45.7% 


 


January 1, 
2010- 
December 31, 
2010 
 


Remeasurement 
1 – 12-17 yr olds 


72 153 47.06% 2011 
Michigan 
Medicaid Wt 
Avg: 48.2% 


 


 


Health Outcomes—evidence-based quality indicators are used to evaluate improvements in health 
outcomes including: 


• Measuring utilization of acute care services, hospital admission and readmission rates 


• Medication adherence and error rates 


• Monitoring adverse events 
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• Adherence to evidence-based treatment guidelines 


• Potentially avoidable hospitalization rates across health care settings 


Enrollee Satisfaction—we monitor multiple data sources to assess enrollee satisfaction with the 
quality and receipt of care including: 


• Tracking and trending of enrollee complaints to include quality of care and service 


• Ongoing review of complaint trends with regard to care access or underutilization issues 


• Analyzing CAHPS Survey results and identifying areas for improvement in enrollee 
satisfaction with the MCO and providers including cultural needs of the enrollees 


• Analyzing provider satisfaction surveys to ensure provider services support enrollee health 


• Analyzing disease, care and utilization management satisfaction to improve service delivery 
and to evaluate effectiveness of educational materials for enrollees 


Other Quality Indicators—for evaluating the impact of our care management program include: 


• Collection and analysis of HEDIS® data to identify enrollee compliance with health promotion 
and preventive screenings, and disease/chronic condition management 


• Reviewing GeoAccess, after hours and appointment availability information and assessing the 
provider network for appropriate and timely access to care 


• Reviewing effectiveness of both the methods for identification and quality indicators used to 
monitor enrollees in our chronic care improvement programs 


• Measuring quality improvement project outcomes such as changes in health status, functional 
status and enrollee satisfaction, and valid proxies of these outcomes 


• Measuring over-and under-utilization 


• Monitoring continuity and coordination of care 


• Monitoring appeal overturn rates 


Daily Operational Reports—a series of daily reports are used to manage the day-to-day 
operations, including: 


• Inpatient census of hospital admissions 


• Admission report: Skilled Nursing Facility (SNF), Sub-Acute, Transitional Care 


• Multiple readmission reports 


Sample Daily Operational Reports-The UM department uses a series of daily management reports 
to manage the day-to-day operations, including and not limited to: 


 


Report Name  Description  Frequency  


Inpatient Census Details hospital 
admissions  


Daily 
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Report Name  Description  Frequency  


SNF, Sub-Acute, Transitional 
Care 


Admission 
report  


Daily 


Pended Authorizations (IDX, 
Directprovider.com) 


Authorizations 
must be 
updated within 
10 days  


Daily 


Readmission  60 days  Daily 


 


Program Evaluation Reports—a series of semi-annual reports are used to evaluate program goals 
are met and measure the program return on investment, including: 


• Early Indicator Reports 


• Program Goals Evaluation Reports 


• Return on Investment (ROI) Reports 


• Pro forma Reports 


Implementation of System Interventions to Achieve Improvement 
in Quality 
The CoventryCares IQAP requires the implementation of system interventions to achieve 
improvement in quality. Examples of system interventions implemented by Coventry to support 
the achievement of improvements in quality include, but are not limited to: 


• In 2011, a system enhancement was implemented to provide our Customer Service 
representatives with clinical notifications of gaps in HEDIS® and EPSDT services via a clinical 
notifications “pop up” in the Customer Service documentation module. This allows the 
Customer Service representatives an opportunity to provide outreach to the member at the 
time of the member call in to the MCO. The clinical notification provides gaps in care 
information for the member and for his or her family members. 


• In 2012 for all of the Coventry Medicaid members, the automation of a Medicaid HEDIS® 
dashboard occurred, which allows us to monitor on a monthly basis our members’ gaps in care, 
identify deficient areas and implement interventions on a timely basis. 


• Another system intervention implemented in 2012, was the enhancement of the Case Manager 
care plans to address HEDIS® gaps in care when working with a member and/or their provider. 


Evaluation of the Effectiveness of the Interventions 
The IQAP provides the framework for CoventryCares to continually monitor, evaluate and 
improve the quality and safety of care and service provided to all members, and all external and 
internal customers. The IQAP foundation is structured from evidence based medicine. It will 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


156  Medicaid Managed Care Organization Services RFP 1988 


provide an ongoing evaluation process that lends itself to improving identified shortcomings or 
improper utilization. 


The QI Work Plan is a schedule of planned activities for the year which identifies the timeframes 
and accountability for measuring intervention effectiveness. Activities are compared to 
predetermined goals. Improvement activities identified during the year and other changes may be 
made to the QI Work Plan with approval by the Quality Improvement Committee on an ongoing 
basis. The QI Work Plan is assessed and updated quarterly and annually, which is included as part 
of the Annual QI Program Evaluation. 


In addition to the ongoing monitoring defined by the QI Work Plan, an evaluation of the QI 
Program will be completed annually to determine the effectiveness of the QI Program and to 
determine the goals and objectives for the following year. The QI Program Evaluation will be 
reviewed and approved by the Quality Improvement Committee and then submitted by the CEO 
to the Board of Directors. 


Planning and Initiation of Activities for Increasing or Sustaining 
Improvement 
As a result of the ongoing evaluation of the effectiveness of interventions, CoventryCares plans 
and initiates activities for increasing or sustaining improvement. If goals are not met or downward 
trends are identified, barrier analysis committees may be formed to conduct root cause analysis. 


The above referenced QA activities are required by the CoventryCares IQAP and monitored by 
the Quality Improvement Committee as identified via the QI Work Plan. 


4.8.2 The Vendor must: 
 4.8.2.1 Submit performance improvement measurement data annually using standard measure 


required by DHCFP, including those that incorporate the requirements of 42 CFR 438.204 and 
438.240 (a)(2); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.2-4.8.2.1. 


 


4.8.2.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the 
Vendor’s performance; or 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.2.2. 
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4.8.2.3 Perform a combination of activities described in RFP Sections 4.8.2.1 and 4.8.2.2 above. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.2.3. 


4.8.3 DHCFP will use the most current sources for the IQAP guidelines and the most current 
NCQA Standards and Guidelines. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.3. 


We ensure compliance with IQAP guidelines, current NCQA Standards and Guidelines, as well as 
all applicable regulatory requirements. 


4.8.4 The Vendor is required to maintain a health information system that collects, analyzes, 
integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the 
objectives of the ongoing IQAP. The systems must provide information on areas 
including, but not limited to, utilization, grievances and appeals, and disenrollment for 
other than the loss of program eligibility. The basic elements of a health information 
system with which a Vendor must comply include the following: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.4 


CoventryCares maintains robust information systems and analytical resources that support the 
IQAP. At the core of data collection and analytical capabilities is the Coventry Data Warehouse 
(CDW) which serves as the central repository for member and provider data. The Data 
Warehouse includes, but is not limited to, medical claims, encounters, pharmacy claims, 
behavioral health encounters/claims; lab encounters and results; as well as encounters and claims 
from capitated providers and delegated vendors. The Data Warehouse provides the source data 
for a variety of information tools such as the business reporting tool COGNOS, the HEDIS® 
Reporting application  and the predictive modeling tool. The Data Warehouse has a quality audit 
process to ensure the data is accurate, valid and complete. In addition, there are several other 
applications, such as NavCare for case management functions and Navigator for call 
documentation, that are used to document and collect information that supports the overall 
process to collect, analyze, and integrate valid and accurate data. 


These systems are used to support the data collection activities for Quality Improvement Projects 
(QIP) reporting, performance measurement outcomes for disease and case management and 
complaint and quality of care and quality of services tracking and trending. These activities are 
performed in order to identify opportunities for improvement in the MCO’s service delivery 
processes. In addition, the data is used to conduct an annual QI Program Evaluation in order to 
assess the effectiveness of the QI program. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


158  Medicaid Managed Care Organization Services RFP 1988 


CoventryCares’ information systems are designed to collect, analyze and integrate health 
information to support our quality activities. All system applications and sources of data are 
accessible to the MCO staff, including: 


• Medical and pharmacy claims 


• Encounter data 


• Enrollment and disenrollment information 


• Utilization data 


• Inquiries, appeals and grievances 


• Disease management 


• Case management 


• Health risk assessments 


CoventryCares uses these data sources to monitor and evaluate network performance, care 
delivery, cost and efficacy, as well as member and provider satisfaction. Regular reporting is 
supplemented by trending data as well as by ad hoc and drill-down capability. 


Coventry MCOs employ a variety of robust reporting tools to monitor, measure and evaluate the 
quality and appropriateness of the care and services provided to our members using encounter 
data, trending and ad hoc reports. Some of the routine reports that are most useful to our QI 
program include, but are not limited to: 


• Encounter data 


• Medical Expense Review (MER) reports 


• Preventive service reports (EPSDT monitoring) 


• Multi-admission reports 


• Emergency department readmission reports 


• Days/1000 reports 


• Drug utilization reports 


• Daily census reports 


• HEDIS® 


• Gaps in care reports 


• Disease Management reports 


• Appeals and Complaint reports 


Encounter Data 
Encounter data is used to: 


• Monitor over-and under-utilization practices 
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• Perform member outreach to those who are lacking services 


• Evaluate utilization patterns and trends 


• Identify gaps in the provider network 


Encounter data is also used for state-specific reporting such as federally required services, family 
planning services, abortions and sterilizations. 


Medical Expense Report (MER) 
Monthly and on a rolling quarterly basis, the Medical Expense Report (MER) uses encounter data 
to identify outliers and trends or patterns in utilization. The report has detailed “drill-down” 
capabilities to fully explore the utilization drivers, delineating unit cost, units of service and 
trends over time. Coventry compares each MCO’s results to Coventry-wide results and relevant 
benchmarks, including state-specific data. 


CoventryCares analyzes all utilization components in order to determine whether utilization is 
driven by population changes, provider services, changes in utilization patterns or unit costs, such 
as: 


• Visits per 1,000 members 


• Visits per patient 


• Unit costs 


• Procedures per 1,000 members 


• Facility days per 1,000 members 


• Average length of stay per facility admission 


An Executive Summary is prepared for review by leaders from actuarial, finance, administration, 
operations, provider relations/contracting, and medical management. The review examines 
utilization, utilization outliers and information about what is happening in the communities that 
we serve. CoventryCares actively seeks information from members, providers and our community 
partners to identify issues that impact our ability to deliver appropriate care at the right time, at 
the appropriate level, and in an integrated fashion. 


This review process results in a Medical Expense Management Plan (MEMP). The MEMP details 
specific action items to: 


• Control, reduce or increase utilization of identified services 


• Improve the quality of care delivered 


• Reduce costs 


During bi-weekly meetings, progress on initiatives and interventions to enact these action items is 
monitored, improvement is measured, and the MEMP is revised to address newly-identified 
utilization trends. 
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EPSDT Reports 
These system-generated reports identify members who have not received all EPSDT services, 
including immunizations or screenings. The member, parent, and/or guardian are contacted with a 
reminder of the need for the screenings and encouraged to schedule an appointment with their 
PCP. PCPs are notified of members who have missed immunizations or well-child screenings. In 
addition, reports identify population trends in general. Educational endeavors to correct these 
trends are addressed in member newsletters, provider fax blasts and other outreach programs. 


Multiple Admission Report 
The Multiple Admission Report identifies members with hospitalizations occurring three or more 
times in a rolling twelve-month period. The report is produced daily and summarized monthly. 


Daily, this detailed report is used to: 


• Refer members to our case management and disease management programs 


• Prompt concurrent review to identify readmission triggers 


• Identify members who may be using multiple providers rather than seeking care through their 
medical home 


Monthly summary reports can assist in identifying potential increases or decreases in members 
with multiple admissions or the number of admissions/member. 


Emergency Department Readmission Report 
Produced quarterly, the Emergency Department Readmission Report identifies members with 
more than three admissions in the prior six months. Once identified, the member’s history is 
reviewed by a Medical Director to determine appropriate interventions, including: 


• Contacting the member’s primary care provider to work collaboratively on a plan to redirect 
the member to his or her medical home, when appropriate 


• Telephone calls to members to reinforce education 


• Enrolling the member in Complex Case Management to provide additional monitoring and 
education 


• Mailings to educate members on the appropriate use of the emergency department, urgent care 
and medical home 


Aggregate data is reviewed to determine general trends or patterns that also warrant intervention. 
Members and providers are educated regarding these issues through the member newsletter and 
provider fax blasts, respectively. 


Days/1000 
This monthly report helps measure the effectiveness of our Medical Management program as it 
relates to inpatient stays. These reports monitor acute, rehab and skilled days, benchmarking 
CoventryCares’ results against: 


• Other Coventry Medicaid MCOs, individually and collectively 
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• Coventry-established benchmarks 


• State data (if available) 


We review this data in our Medical Management Operations meetings to identify trends in 
utilization and to determine if additional analysis or actions are warranted. 


Drug Utilization Reports 
Coventry performs analysis on pharmacy utilization reports. In Coventry Medicaid populations, 
we monitor key statistics such as: 


• Generic fill rate 


• Cost per prescription 


• Prescriptions—per member, per month 


• Top 25 most-used drugs and their costs 


Coventry has established initiatives based upon the results of these reports, such as the Narcotics 
Safety Program. 


Daily Census Report 
Produced daily, by facility, this report is used to manage members in the acute care setting. The 
report includes: 


• Member demographics 


• Admitting physician 


• Admission date 


• Admitting diagnosis 


• Length of stay 


The report facilitates grand rounds for concurrent review staff as a means to encourage 
discussions around discharge planning, quality of care events, and member referrals to case 
management or disease management programs. 


HEDIS® 
Reported annually, Healthcare Effectiveness Data and Information Set (HEDIS®) information is 
used to monitor and trend clinical and service performance to identify areas for performance 
improvement and to develop action plans. Coventry receives monthly HEDIS® administrative data 
to determine interim performance rates and to evaluate if interventions are effective or if 
additional interventions are needed to improve the outcomes before the end of the measurement 
year. 


The following Medicaid HEDIS® measures are created and reviewed monthly using the Quality 
Spectrum Insight (QSI) software: 
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Effectiveness of Care 


Prevention and Screening: 
• Adult BMI Screening (ABA) 


• Weight Assessment and Counseling for Children and Adolescents (WCC) 


• Child Immunization Status with Lead Screening (CISQ) 


• Immunizations for Adolescents (IMA) 


• Human Papilloma Virus Vaccine for Female Adolescents (HPV) 


• Breast Cancer Screening (BCS) 


• Cervical Cancer Screening (CCS) 


• Chlamydia Screening in Women (CHL) 


• Colorectal Cancer Screening (COL) 


Respiratory Conditions: 
• Appropriate Testing for Children with Pharyngitis (CWP) 


• Appropriate Treatment for Children with Upper Respiratory Infection (URI) 


• Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis (AAB) 


• Use of Spirometry Testing in COPD (SPR) 


• Pharmacotherapy Management of COPD (PCE) 


• Use of Appropriate Medications for People with Asthma (ASM) 


• Medication Management for People with Asthma (MMA) 


Cardiovascular Conditions: 
• Cholesterol Management for Patients with Cardiovascular Conditions (CMC) 


• Controlling High Blood Pressure (CBP) 


• Persistence of Beta Blocker Treatment After A Heart Attack (PBH) 


Diabetes: Comprehensive Diabetes Care (CDC) 


Musculoskeletal: 
• Disease Modifying Anti-Rheumatic Drug Therapy for Rheumatoid Arthritis (ART) 


• Use of Imaging Studies for Low Back Pain (LBP) 
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Behavioral Health: 
• Antidepressant Medication Management (AMM) 


• Follow-Up Care for Children Prescribed ADHD Medication (ADD) 


• Follow-Up After Hospitalization for Mental Illness (FUH) 


Medication Management: Annual Monitoring for Patients on Persistent Medications 
(MPM) 


Access/Availability of Care: 
• Adults Access to Preventive Services (AAP) 


• Children and Adolescent Access to Primary Care Providers (CAP) 


• Annual Dental Visit (ADV) 


• Initiation and Engagement of Alcohol and Other Drug Dependence (IET/AOD) 


• Prenatal and Postpartum Care (PPC) 


Utilization and Relative Resource Use: 
• Frequency of Ongoing Prenatal Care (FPC) 


• Well Child in the First Fifteen Months of Life (W15) 


• Well Child in the Third-Sixth Years of Life (W34) 


• Adolescent Well Care (AWC) 


Providers can also view this data through directprovider.com. Using the real-time interface to 
directprovider.com, providers can: 


• View and print existing HEDIS® measures for which a given member is compliant/not 
compliant, along with related member data and member reminders 


• Submit HEDIS® data to Coventry that is not already on file, to be included in the compilation 
of future HEDIS® measures, via secure messaging functionality 


• View and print a report with existing HEDIS® measures and related member data 


Gaps in Care 
Coventry’s Care Management Tool (CMT) quickly identifies members with gaps in care, 
including HEDIS®—like measures, at the member level. Our CMT can: 


• Assist Case Managers in establishing member-specific interventions 


• Assist the Disease Management team in establishing member-specific outreach 


• Identify all non-compliant members for a particular measure/standard of care 
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Disease Management (DM) 
DM compliance and utilization statistics are available for each DM program via Cognos Cube 
reports. The disease management reporting cube data is derived from claims 
(medical/pharmaceutical/lab) and membership data extracted directly from the Coventry Data 
Warehouse (CDW). As DM members are identified via the clinical rules engine nightly, this 
information is stored in the application NavODS.DM Enrollment table, and is extracted monthly 
into the cube for trend reporting. This data is extracted on a rolling 28-month basis and includes 
all plans and lines of business. All data is based on a calendar year and updated on a monthly basis 
(21st of the month). Clinical outcome measures are reviewed annually as part of the 
comprehensive clinical practice guideline process. Evaluation of program outcomes is reviewed 
globally for all of Coventry through the annual DM program evaluation and at the MCO level. Post 
review, if trends or discrepancies are found in the program outcomes, further analysis is 
completed. Dependent on the findings, changes or adjustments to the program(s) will be made. 


Four DM cube reports are available, they include: 


• Quarterly Reporting—report shows the DM membership, paid $ per member, paid $ pmpm, 
emergency department visits – total per 1000, emergency department visits – condition per 
1000, outpatient visits total per 1000, outpatient visits condition per 1000, admits total per 
1000, admits condition per 1000, readmits total per 1000, readmits condition per 1000 and 
monitor compliance by risk by quarter. 


• Annual Reporting—report shows the DM membership, paid $ per member, paid $ pmpm, 
emergency department visits – total per 1000, emergency department visits – condition per 
1000, outpatient visits total per 1000, outpatient visits condition per 1000, admits total per 
1000, admits condition per 1000, readmits total per 1000, readmits condition per 1000 and 
monitor compliance by risk on an annual basis. 


• Visits Report Annual—report shows an annual summarization of emergency department 
visits, Outpatient visits, Admits and Readmits for all Coventry MCOs by risk. 


• Managed Reports/Prompted Reports (3)—the user is prompted via drop-down boxes for the 
report content. Plan name is required but all other options are optional, and include: 


o Member Demographic 


o Newly Identified Members 


o Member Noncompliance 


Appeal, Grievance and Complaint Reports 
The Navigator appeal reports provide a standardized format for reporting and calculating routine 
complaint, grievance and appeal statistics. The following reports are available:  


• Appeal Rate Report 


• Appeal Category Report 


• Appeal Status Report 


• Appeal Overturn Report 
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• Average Days to Close Appeal 


• Open Appeal Report 


• Appeal Detail Report 


• Turn Around Time Report 


• Complaint Volume 


• Complaint Detail by category and reason 


• Grievance Detail Age Report 


• Grievance QOC Detail 


• Grievance QOS Detail 


• Grievance Snapshot 


• Grievance Detail Report 


• Grievance Summary Report 


Enrollment and Disenrollment Data 
Data on enrollment and disenrollment is evaluated to identify any issues or concerns, e.g., trends 
in increases in disenrolled members from a certain PCP or provider group. 


Trending 
CoventryCares uses collected information to perform data and comparative analyses, develop 
performance improvement projects, establish performance monitoring measures for our Quality 
Improvement program, and drive the development of interventions to improve the service and 
quality of care for members. 


Collected data is used to track compliance and non-compliance for specified indicators. Areas of 
non-compliance are reviewed for barrier analysis and possible interventions. Member and 
provider interventions include: 


• Educational outreach in the form of articles in the member newsletter 


• Outreach calls 


• Educational articles sent to providers via fax blasts 


• Mailings 


• Updates via our provider portal 


• Telephone calls 


• Provider meetings 


• Face-to-face interactions 
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Ad Hoc Reporting 
In addition to encounter data and trending tools, Coventry uses ad hoc reports generated directly 
from the Coventry Data Warehouse (CDW). The CDW is an Oracle-based, enterprise-wide data 
repository supporting decision making at the MCO and corporate levels and used to meet state 
and federal reporting mandates. 


With claims data integrated into the CDW, ad hoc or regular reports can be generated. Coventry 
reporting cubes containing data allow reporting directly from the CDW through a reporting 
interface and provide drill down-reports to the member, provider and individual claim level, when 
appropriate. 


Coventry MCOs regularly use ad hoc reporting when areas of quality and expense do not meet 
predicted results. Ad hoc reports can be used to determine root causes or trends. For example, an 
increase in bed days noted at a particular facility would lead to an ad hoc report detailing the 
diagnosis type and admitting physician in order to determine the root causes of the increase. 


4.8.4.1 Collect data on member and provider characteristics as specified by the DHCFP, and on 
services furnished to the members through an encounter data system or other methods as may 
be specified by the DHCFP; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.4.1. 


 


4.8.4.2 Verify the data received from providers is accurate, complete, and timely; and in accordance 
with 42 CFR 438.242(b) (2); and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.4.2. 


 


4.8.4.3 Make all collected data available to the DHCFP and upon request to CMS as required. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.4.3. 


4.8.5 Standard I: Written IQAP Description 
 The Vendor has a written description of its IQAP. This written description meets the following 


criteria: 


 4.8.5.1 Goals and Objectives 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5-4.8.5.1. 
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Our quality program is the backbone of what we do. CoventryCares‘s IQAP is reviewed annually 
and approved by the Quality Improvement Committee. The following are the Goals and 
Objectives from the IQAP: 


• Promote a collaborative, organizational culture committed to continuous improvement in 
outcomes of care and service, including clinical, functional, cost, satisfaction and safety 


• Provide dynamic leadership, guidance and collaboration with providers, community 
organizations and other strategic partners in promoting quality improvement focused on 
improving outcomes of care, service, satisfaction and safety to maximize timeliness, efficiency, 
effectiveness, safety, patient-centeredness and equitability 


• Create and support an organizational framework for quality improvement that supports active 
learning, knowledge sharing, teamwork and open communication 


• Require a systemic approach to quality improvement that is board-directed, clinician-
supported, evidence-based and data-driven 


• Institute a reliable data reporting system for transparent dissemination of standardized, 
understandable information on key quality of care, service and safety indicators 


• Conduct and oversee clinical and non-clinical/operational performance improvement projects 
(PIPs) that achieve, through ongoing measurement and intervention, demonstrable and 
sustained improvement in significant aspects of member clinical care, safety, service and 
satisfaction, as well as non-clinical aspects of services provided 


• Require collaboration and coordination of delegated quality improvement activities and 
oversee performance by subcontractors through: 


o Evaluation of the subcontractor activities 


o Participation by subcontractors in CoventryCares’ quality improvement activities 


• Provide for the safety of membership through: 


o Identification, investigation, tracking, trending and reporting of any quality of care issues 


o Coordination of care and services across health care settings 


o Ongoing member and provider education about safety-related issues 


• Provide for the integrated behavioral health needs of members through coordination of 
behavioral and medical health services with providers to continuously improve identification, 
education and intervention for members with behavioral health needs 


• Ensure ongoing oversight and monitoring of delegated functions, including at least an annual 
review of the entities’ quality program and utilization management programs. The results are 
reported in the CoventryCares’ Utilization Management Committee (UMC) meetings. 


• Use the information provided by DHCFP at the time of enrollment on race, ethnicity and 
primary language or means of communication for each member to assist in culturally and 
linguistic appropriate care delivery 


• Respond proactively to member expectations and actively to member feedback concerning the 
quality of care, quality of service and safety 
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• Facilitate the most appropriate allocation of resources 


• Monitor for compliance with DHCFP’s expectations, quality standards and NCQA standards 


• Provide an annual evaluation of the effectiveness of the quality strategy to the Department in 
accordance with the established schedule 


• Integrate the Quality Improvement Systems for Managed Care (QISMC) into the overall 
quality strategy 


•  


4.8.5.2 The written description contains a detailed set of quality assurance (QA) objectives, which are 
developed annually and include a timetable for implementation and accomplishment.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.2. 


In addition to the goals and objectives in the CoventryCares’ IQAP, the IQAP requires and 
approves an annual work plan of quality improvement indicators to be monitored and quality 
improvement projects to be undertaken giving consideration to demonstrated clinical or services 
needs. The work plan includes a timetable for implementation and accomplishment. A sample of 
the work plan template is attached: 


Figure 33 illustrates QI Work Plan Template 


Figure 33: QI Work Plan Template 


QI Work Plan 


NCQA 
Requirement 


Aspects 
of Care/ 
Service 


Reason 
for 


Selection 
Objective  Activity Responsible 


Staff Date Due 


QI 1 
Board of Director 
Reports 


QI Operations Coventry  QI Accountability to 
the Governing Body  


Results of monitoring: 
—QI activities 
—actions taken 
—areas identified as 
needing improvement or 
have demonstrated 
improvement.  


Director 
QI/Accreditation 


Annually 


Annual Training QI Operations Coventry, 
NCQA, 
URAC, CMS, 
State 
requirements 


Ongoing training is 
essential for QI 
accountability  


Annual staff training on: 
-QI initiatives 
-Accreditation standards 
-Regional process/policies 
and procedures 
-CMS guidelines and 
requirements 


Director 
QI/Accreditation 
Director HEDIS® 


Quarterly/Annual 
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QI Work Plan 


NCQA 
Requirement 


Aspects 
of Care/ 
Service 


Reason 
for 


Selection 
Objective  Activity Responsible 


Staff Date Due 


DOI Support of 
DOI audits 


State DOI Compliance with 
DOI regulations 


Provide support to 
compliance/legal/ 
regulatory team relating to 
Department of Insurance 
inquires related to 
practitioner credentialing 
and quality of care 
Prepare documentation for 
onsite review  


Regional QI 
Coordinator 


As requested 
and ongoing 


QI 1 B 
QI 8 
UM 1 


Program 
Description 


NCQA, CMS, 
URAC, State 
requirements 


Define the quality 
structure and 
processes 


Annual review and 
approval of QI/UM/DM 
program descriptions 


Regional QI VP 
owns—QI 
Managers 
complete their 
sections 


March <year> 


QI 4A Cultural 
Competence 


CMS, NCQA Annual assessment 
of member cultural, 
ethnic and linguistic 
characteristics with 
implementation of 
interventions as 
indicated. 
CAHPS 
Language line 
Other member 
surveys 


  Regional QI 
Coordinator 


Annually<month> 


QI 6 A 
RR 6C 


Member 
satisfaction—
surveys, such 
as CAHPS 
Survey, CSO 
Survey, 
Member 
understanding 
of Health Plan 
policies and 
complaints 


NCQA, CMS, 
URAC, State  


Implement 
mechanisms to 
assess and improve 
member 
satisfaction 


Monitor member 
satisfaction through DSS 
Research, report and 
analysis, implement 
interventions for areas not 
meeting goal. 


Regional QI 
Coordinator 


Annual <month> 


 


4.8.5.3 Scope 


A.  The scope of the IQAP is comprehensive, addressing both the quality of clinical care and the 
quality of non-clinical aspects of service, such as and including: availability, accessibility, 
coordination, and continuity of care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.3. 


The following is the scope statement from the CoventryCares’ IQAP: 
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The scope of the QI Program encompasses both health care service and/or member service 
provided to external and internal customers. External and internal customers are defined as 
members, providers, employers, governmental agencies, service partners and employees. 


• Demographics: Age, Sex, Language, Race/ethnicity, Rural/urban residence 


• Epidemiology: 


o Incidence by diagnostic or procedure codes 


o Cost by diagnostic or procedure codes 


o High risk diagnoses or procedures 


• Special needs populations: 


o Disease category 


o Socioeconomic condition 


o English as a second language 


o Disability 


• Aspects of care and service within the QI Program include: 


o Access 


o Availability 


o Utilization, both over and under 


o Continuity and coordination 


o Effectiveness 


o Efficiency 


o Satisfaction 


o Safety 


o Timeliness 


• Categories of care within the QI Program include: 


o Acute and Chronic Care 


o Preventive Care 


o High Risk Care 


o High Volume Care 


o Routine, Urgent and Emergency Care 


o Primary and Specialty Care 


o Health and Wellness Education 


• Public health goals are integrated into the QI activities as appropriate. 


CoventryCares utilizes and cooperates with existing public health and community agencies to 
meet specialized member needs. This includes participation with employer-sponsored wellness 
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and health management programs as well as community-wide initiatives for selected health 
problems specific to the communities within our service area. 


 


B.  The IQAP methodology provides for review of the entire range of care provided by the Vendor, 
including services provided to CSHCN, by assuring that all demographic groups, care settings 
(e.g., inpatient, ambulatory, including care provided in private practice offices and home care); 
and types of services (e.g., preventive, primary, specialty care, and ancillary) are included in the 
scope of the review. The review of the entire range of care is expected to be carried out over 
multiple review periods and not on a concurrent basis.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.3 B. 


 


4.8.5.4 Specific Activities 


 The written description specifies quality of care studies and other activities to be undertaken 
over a prescribed period of time, and methodologies and organizational arrangements to be 
used to accomplish them. Individuals responsible for the studies and other activities are clearly 
identified and qualified to develop the studies and analyze outcomes.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.4. 


The IQAP for CoventryCares requires a quality improvement strategy that supports an active, 
ongoing, and comprehensive Quality Improvement (QI) Program with the overall goal of 
continuous improvement in member and client service and health care services. The QI Program is 
designed to objectively and systematically monitor key indicators and measures of member health 
care and service, maintain ongoing quality of care studies, utilize analysis methodologies, identify 
opportunities for improvement, report identified deficiencies to appropriate entities for corrective 
action, and assess whether identified problems are resolved. 


The IQAP for CoventryCares contains a detailed section under the heading of Authority, 
Responsibility and QI Program Resources which delineates the adequacy of necessary resources. 
The QI Work Plan identifies the individuals responsible for overseeing QI studies and activities. 
Functional area leaders are identified to lead projects based on the focus of the study or activity. 
QI staff participate on workgroups to ensure appropriate study methodology is employed and 
adequate analytic resources are secured. 
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Figure 34 illustrates staffing for QI programs. 


Figure 34: Staff for the QI Programs 


Role Name/Title 


Plan Level: 


Medical Director Dr. Dennis Harston 


QI VP Tanna Ferrin, RN 


QI Director Mary Walter, RN 


QI Manager Dale Rasmussen, RN 


QI Coordinator(s)  Joyce Scott, RN, Recruiting, RN 


HEDIS® Project Consultant Beth Artman 


Health Care Analyst Recruiting 


Outreach Coordinator Recruiting 


Additional Plan Support: 


HS Director Carol Zollinger, RN 


Pharmacy Director Steve Reich, PharmD 


Provider Relations Director Carma Ericson 


Claim/Customer Service 
Director(s) 


Shelly Ulibarri 


Additional Corporate Support 
In addition to plan level staff that support the QI program, CoventryCares is supported by 
corporate resources, including: 


• Medical Economic Director to provide support and consultation in performing health care cost 
analytics and clinical outcome evaluations 


• Certified Coders to assist with ensuring current coding is used in clinical program design and 
evaluation 


• Corporate HEDIS® VP and Corporate HEDIS® Director to provide support and consultation in 
the overall management of HEDIS® improvement strategies 


• Corporate QI VP to provide support and consultation in the development of QI studies and 
accreditation 
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4.8.5.5 Continuous Activity 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.5. 


A contributing factor in the success of the Altius quality improvement program, which will be 
used for CoventryCares, is the monitoring at each monthly meeting of the Quality Improvement 
Committee (QIC) key indicators of care and service for each department critical to providing 
quality care and service to our members. Specifically those departments include member services, 
pharmacy, utilization management, provider credentialing and provider and member appeals. 
Additionally the QIC reviews the periodic outcomes for quality improvement projects at 
predetermined intervals. 


 


 


4.8.5.6 The written description provides for continuous performance of the activities, including tracking 
of issues over time. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.6. 


The CoventryCares’ IQAP does require continuous performance of the activities, including 
tracking of issues over time. The very first objective in the IQAP is to design and maintain an 
effective QI infrastructure and systematic processes that support continuous quality 
improvement, including measurement, trending, analysis, intervention and re-measurement. 


 


4.8.5.7 Provider Review 


 A. Review by physicians and other health professionals of the process followed in the provision 
of health services; and 


 AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 B. Feedback to health professionals and Vendor staff regarding performance and patient health 
care outcomes. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.5.7.– 4.8.5.7.B. 


The IQAP program structure ensures oversight of the processes followed in the provision of health 
services by the CoventryCares network physicians. This is accomplished through a variety of 
activities that include routine medical record review, tracking and trending of quality of 
care/quality of services issues, measurement against adherence to clinical practice guidelines, 
physician level HEDIS® rates, as well as medical director review of UM requests that do not meet 
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medical necessity guidelines. Results of these activities are shared with the physician along with 
identified opportunities for improvement and tools for achieving needed improvement. 


The IQAP program ensures the oversight of the MCO staff regarding performance and patient 
health care outcomes. For utilization management staff, this is accomplished through routine case 
audits, ensuring the correct application of medical necessity criteria as well as adherence to 
policies and procedures. For case management staff, case audits are performed to ensure 
adherence to case management standards as well as adherence to policies and procedures. Results 
of these audits are taken to the Quality Improvement Committee. 


4.8.5.8 Focus on Health Outcomes 


 The IQAP methodology addresses health outcomes to the extent consistent with existing 
technology. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.8. 


One of the stated objectives in the CoventryCares’ IQAP is to improve the health status and health 
outcomes of members with chronic conditions through disease management programs or other 
outreach programs. 


4.8.6 Standard II: Systematic Process of Quality Assessment and Improvement 
 The IQAP objectively and systematically monitors and evaluates the quality and 


appropriateness of care and service provided to enrolled recipients through quality of care 
studies and related activities, and pursues opportunities for improvement on an ongoing basis. 
The IQAP has written guidelines for its Performance Improvement Projects (PIPs) and related 
activities. These guidelines include: 


 Specification of Clinical or Health Services Delivery Areas to be Monitored 


4.8.6.1 The monitoring and evaluation of care reflects the population serve by the Vendor in terms of 
age groups, disease categories and special risk status, including CSHCN. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6-4.8.6.1. 


The Scope of the QI Program, as specified in the CoventryCares IQAP, requires that QI activities 
reflect the demographics of the membership population including: 


• Demographics 


o Age 


o Sex 


o Race/ethnicity 


• Rural/urban residence 
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o Epidemiology 


o Incidence by diagnostic or procedure codes 


o Cost by diagnostic or procedure codes 


o High risk diagnoses or procedures 


• Special needs populations, including CSHCN 


o Disease category 


o Socioeconomic condition 


o English as a second language 


o Disability 


 


4.8.6.2 For the TANF/CHAP and Nevada Check Up recipients, the IQAP will monitor and evaluate, at a 
minimum, care and services in certain priority areas of concern selected by the DHCFP. These 
were selected from among those identified by the Centers for Medicare and Medicaid Services 
(CMS) and the DHCFP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2. 


Within Coventry there are analytical resources available to CoventryCares. All of the internal and 
external resources contribute to sound analytical capabilities for quality improvement monitoring 
and evaluation for the above listed aspects of care and service. Examples follow in the specific 
recommended areas of concern. 


 The following are recommended clinical areas of concern and health services delivery areas of 
concern: 


 A. Clinical Areas of Concern 


 1. Childhood Immunizations (monitoring will be required by DHCFP for recipients); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.1. 


Childhood immunization rates are part of the Healthcare Effectiveness Data and Information Set 
(HEDIS®) information which is reported annually and used to monitor and trend clinical and 
service performance to identify areas for performance improvement and to develop action plans. 
Coventry receives monthly HEDIS® administrative data to determine interim performance rates 
and to evaluate if interventions are effective or if additional interventions are needed to improve 
the outcomes before the end of the measurement year. 
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 2. Pregnancy (monitoring will be required by DHCFP for recipients); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.2. 


The following is an example from HealthCare USA, Coventry’s Missouri Medicaid MCO, 
regarding the pregnancy monitoring program that would be conducted for CoventryCares. 


2011 Clinical Practice Guideline Compliance for Pregnancy 
Management – Prenatal and Postnatal Care 
Pregnancy Management – Prenatal and Postnatal clinical practice guideline (CPG) compliance 
was measured on a whole population basis for provider performance of the CPG. Performance was 
measured against the following HEDIS® measures: 


 


Performance 
Measure 


2009 
Statewide 
HEDIS® 


Rate 


2010 
Statewide 
HEDIS® 


Rate 


2011 
Statewide 
HEDIS® 


Rate 


2011 
NCQA 75th 
Percentile 


Plan Goal 
2011 


NCQA 75th 
Percentile 


2011 NCQA 
90th 


Percentile 
Benchmark 


Timeliness of 
Prenatal Care 86.57% 88.63% 92.8% 90.2% 90.2% 93.19% 


Postpartum Care 61.57% 63.11% 62.9% 70.56% 70.56% 75.2% 


 


Analysis, Results and Conclusion 


Results with Comparison to Standard and Goal 
Timeliness of Prenatal Care has had continued increase for the second consecutive year. An 
increase of two percentage points is noted in 2010, and in 2011 the increase from 2010 is 4.17 
percentage points. HealthCare USA met its goal of the NCQA 75th Percentile. 


The Postpartum Care measure increased in 2010 by 1.54 percentage points, and in 2011 decreased 
by 0.2 percentage points. HealthCare USA falls below its goal of the NCQA 75th percentile that 
HealthCare USA established as its goal. 


While HealthCare USA has set the goals of the 75th percentile, HealthCare USA will re-evaluate 
the goal annually with the ultimate goal being the 90th percentile. 


Timeliness of Prenatal Care. The percentage of deliveries that received a prenatal visit in the first 
trimester or within 42 days of enrollment in the organization. 


A review of the data was performed on the HEDIS® prenatal care members that failed to meet the 
timeliness of prenatal care criteria and showed the following results: 


• The members who did not meet the measurement criteria by region: 
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o Central Region 142 or 12% 


o Eastern Region 718 or 63% 


o Western Region 285 or 25% 


• The members who did not meet the measurement criteria by race: 


o Unknown 47 or 4% 


o White 480 or 42% 


o African-American 615 or 54% 


• The majority of members who did not meet the measurement criteria were young adults. 


o 241 members or 21% were 19 years of age or younger 


o 521 members or 46% were between the ages of 20-25 


o 201 members or 18% were between the ages of 26-29 


o 169 members or 15% were between the ages of 30-39 


o 13 members or 1% were > 40 


A drill-down of the data using NavCare was performed on 154 members who failed to meet the 
HEDIS® criteria and showed the following results: 


• 75 members initiated prenatal care in second trimester and 28 members initiated prenatal care 
in the third trimester 


• 17 visits were within the time frame but were not coded to meet the HEDIS® criteria by eight 
different providers/facilities 


• 14 members’ first prenatal visit was obtained in an Emergency Department. None of these meet 
the HEDIS® coding criteria for prenatal care 


• 7 members had HealthCare USA as a secondary insurer and there were no claims for prenatal 
care 


• 6 members did meet the qualifications of the standard—error in administrative processing 


• 4 members did not have prenatal care. Ages of these members: 17, 20, 23 and 30. 


• Top ten Primary Care Providers with members who did not meet the prenatal HEDIS® criteria 


Barriers 
Figure 35 illustrates member, provider and MCO barriers regarding prenatal care. 


Figure 35: Member, Provider and MCO Barriers 
Barriers 


Member Barriers Opportunity Selected for 
Improvement Yes/ No 


Unwanted pregnancy or Member education of No 
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denial of pregnancy importance of prenatal care 


Lack of knowledge of 
obstetric benefits 


Member education of obstetric 
benefits 


Yes 


Members with mental 
illness are less likely to 
follow-up and to obtain 
prenatal care 


Address member’s mental 
health needs 


Yes 


Members with substance 
abuse issues not as likely 
to seek prenatal care 


Strengthen referral process 
from MHNet 
Discuss educational programs 
at delegation oversight 
meetings 


Yes 


Members not making 
appointment with provider 
until second or third 
trimester 


Provide member education 
about the importance of early 
prenatal care via HealthCare 
USA website and member 
newsletters 


Yes 


Provider Barriers Opportunity Selected for 
Improvement Yes/ No 


Members with substance 
abuse issues are not likely 
to seek prenatal care 


MHNet to educate Mental 
Health providers on the 
importance of referring 
pregnant members to 
HealthCare USA via provider 
newsletters and website 


Yes 


Lack of understanding of 
HEDIS® measures for 
Timeliness of Prenatal Care 


Distribute article in Provider 
Newsletter regarding the 
methodology and specifics for 
OB HEDIS® measures 


Yes 


MCO Barriers Opportunity Selected for 
Improvement Yes/No 


Member addresses and 
telephone numbers from 
the monthly state report are 
often incorrect, and when 
corrected, this is not a 
savable field 


Identify fields for correct 
member demographic 
information that are not 
overridden by the monthly 
downloads 


No 


 


Postpartum Care. The percentage of deliveries that had a postpartum visit on or between 21 and 
56 days after delivery. 
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A review of the data was performed on the HEDIS® postpartum care members who failed to meet 
the Postpartum Care criteria and showed the following results: 


• The members who failed to meet the measurement criteria by region: 


o Central Region 779 or 15% 


o Eastern Region 3,339 or 66% 


o Western Region 977 or 19% 


• The members who failed to meet the measurement criteria by race: 


o Unknown 266 or 5% 


o African American 1895 or 37% 


o White 2920 or 57% 


The majority of members who did not meet the measurement criteria were young adults: 


o 302 members or 6% were 19 years of age or younger 


o 2,264 members or 44% were between the ages of 20-25 years 


o 1,249 members or 25% were between the ages of 26 – 29 years 


o 1,177 members or 23% were between 30 – 39 years of age 


o 103 members or 2% were >40 


A drill-down of the data using NavCare was performed on 550 members who failed to meet the 
HEDIS® criteria and showed the following results: 


• 356 members did not have a visit within the postpartum time frame 


• 7 members had a visit that was 1-5 days late 


• 58 members received their postpartum visit early; 6 of these were 1 to 3 days early 


• 70 members had visits within the postpartum time frame but the visit CPT code did not meet 
the HEDIS® criteria 


• 52 members had a visit for sterilization or contraception without a postpartum visit during the 
postpartum time frame 


• 15 members received treatment for gynecological problems (vaginitis-11; cervical dysplasia-2; 
ovarian cyst—2; genital herpes—1) 


• During the postpartum timeframe, member visited for: 


o 7 members were hospitalized (wound infection—5; cardiac—2) 


o 6 members received treatment for renal problems (UTI—4; Kidney stones—1; 
polynephritis—1) 


o 3 members were treated for postpartum depression via OB/Gyn provider 


o 3 members were treated for abdominal pain in the Emergency Department 
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 3. Cervical Cancer/Pap Smears (monitoring will be required by the State of Nevada Health 
Division); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.3. 


Cervical Cancer/Pap Smear rates are part of the Healthcare Effectiveness Data and Information Set 
(HEDIS®) information which is reported annually and used to monitor and trend clinical and 
service performance to identify areas for performance improvement and to develop action plans. 
Coventry receives monthly HEDIS® administrative data to determine interim performance rates 
and to evaluate if interventions are effective or if additional interventions are needed to improve 
the outcomes before the end of the measurement year. 


 4. Comprehensive Well-Child Periodic Health Assessment (will be required by DHCFP for 
recipients); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.4. 


Comprehensive Well-Child Periodic Health Assessment rates are part of the Healthcare 
Effectiveness Data and Information Set (HEDIS®) information which is reported annually and 
used to monitor and trend clinical and service performance to identify areas for performance 
improvement and to develop action plans. Coventry receives monthly HEDIS® administrative data 
to determine interim performance rates and to evaluate if interventions are effective or if 
additional interventions are needed to improve the outcomes before the end of the measurement 
year. 


In addition to monthly HEDIS® reports, CoventryCares will monitor our members’ receipt of well 
child visits via our EPSDT tracking system. 


Figure 36 illustrates a sample EPSDT tracking report. 


Figure 36: Sample EPSDT Tracking Report 


Identified Year/Month = 2012/02 


Plan = XYZ 


Plan Description = ABC 


Provider Name Total 
Eligible 


Members 


Total 
Active 


Eligible 
Members 


2012-
08 


2012-
09 


Current 
Compliant % 


% 
Change 


Dr. A 22 19 10 10 52.63% 0.00% 


Dr. B 37 32 16 16 50.00% 0.00% 


Dr. C 12 9 6 6 66.67% 0.00% 
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Identified Year/Month = 2012/02 


Plan = XYZ 


Plan Description = ABC 


Provider Name Total 
Eligible 


Members 


Total 
Active 


Eligible 
Members 


2012-
08 


2012-
09 


Current 
Compliant % 


% 
Change 


Dr. D 30 27 12 14 51.85% 7.41% 


Dr. E 8 7 1 1 14.29% 0.00% 


Dr. F 2 2 1 1 50.00% 0.00% 


Dr. G 10 9 7 7 77.78% 0.00% 


Dr. H 2 2 1 2 100.00% 50.00% 


Dr. I 1 1 0 1 100.00% 100.00% 


 


 5. Lead Toxicity (screening required under EPSDT guidelines); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.5. 


The EPSDT reminder system provides us with data to allow our clinical team to monitor our 
members’ compliance with receipt of these services and implement intervention focused on 
improving compliance. Figure 37 is an example of the types of reports the system provides. 
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Figure 37: Blood Lead Positive Report 


 


 6. Pregnancy Prevention and/or Family Planning (monitoring will be required by DHCFP for 
recipients); and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.6. 


CoventryCares offers materials and resources for both members and prospective members that 
educate and empower them to make the best decisions for themselves and their families as it 
relates to Pregnancy Prevention and Family Planning. In each of our markets throughout the 
country, Coventry has successful experience educating members through innovative educational 
programs and relevant, topic-specific literature to assist them in their need for services. Our case 
managers and social workers use several tools including local resource directories to assist them in 
finding additional Pregnancy Prevention and Family Planning and providing valuable information 
to our members. 


In addition, the outreach team has partnered with many local organizations and government 
offices to work together in the community to provide education for all existing and prospective 
members. Some of this work has resulted in creating coalitions within the community to work 
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together on specific areas such as infant mortality. As an example, Coventry’s Missouri Medicaid 
MCO worked with the Infant Mortality Coalition in St. Louis’ 27th Ward. The Coalition’s 
members had the highest rate of low birth weight babies and infant mortality. To combat this, the 
MCO distributed pregnancy test kits in the ward. The kits also contained a list of FQHCs in the 
area so members could seek help if the pregnancy test was positive. 


For Pregnancy Prevention and Family Planning, the CoventryCares outreach team will work with 
resources in both Washoe and Clark Counties that include: 


• Parenting Project.  This organization provides a series of free educational  programs to help 
parents be more effective in raising their children.  The following programs are offered at 
various locations throughout Clark County: 


o BabyCare 


o Nurturing Parents and Families 


o ABC’s of Parenting 


o ParenTeen Solutions 


o Blended Families 


• Family Planning Clinic.  This organization provides services to Clark and Washoe County 
residents in need of birth control. Its mission is to prevent unwanted pregnancy  or to plan 
pregnancies. Available birth control includes condoms, IUDs, birth control pills, and Depo-
Provera injections. This organization also provides education on natural family planning. 


• Planned Parenthood.  This organization is the nation’s leading sexual and reproductive health 
care provider and advocate serving over five million women each year. This service is provided 
in various locations in both counties. Its mission is to provide high quality services for women, 
men and teens such as birth control services, pregnancy testing, STD and HIV testing and 
treatment, emergency contraception, and screening for breast cancer. 


Some programs it provides in the community at various locations include: 


o Teen Talk: Abstinence-based , after school, weekly support group for girls 6th–8th grade 


o Teen Success: Support group for pregnant and parenting teens (child care is available for 
those in need so they can participate) 


o Male Investment Program: 8–12 weeks sex education program for males 12–24 


o Parent Talk: Helping parents talk with teens  


CoventryCares is committed to identifying all resources to help our members whether they are 
planning on a family or seeking pregnancy prevention.  


 


 7. Hearing and Vision Screening and Services for Medicaid members less than twenty-one (21) 
years of age will be required by DHCFP for members.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.7. 
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Hearing and vision screenings are part of the comprehensive well child visits and are monitored 
via our EPSDT education program. 


A core component of CoventryCares’ health education process is written reminders to members. 
These include postcard birthday reminders for well child visits, annual lead screening, dental 
screenings and other EPSDT-recommended services. We also send providers notification of 
members who are due for EPSDT visits. To ensure provider compliance with EPSDT/Preventive 
Health requirements, we conduct periodic medical record audits and document results in the 
EPSDT database. 


Receipt of well child visits are monitored via our EPSDT reporting tool as well as via our monthly 
HEDIS® administrative reports. 


 B. Health Services Delivery Areas of Concern 


 1. Access to Care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.1. 


CoventryCares will closely monitor access to care via our IQAP The following is an example from 
HealthCare USA, a Coventry Medicaid MCO, on how access to care would be closely monitored 
for CoventryCares. 


Member Services Telephone Service Levels—HealthCare USA considers telephone access for our 
members as critical to their care and service. Therefore, HealthCare USA monitors telephone 
access for member services. Analysis of the data shows that: 


The 2011 results for Abandonment Rate each month met the Health Plan goal of <3% and the 
monthly Average Speed of Answer met the required <30-second goal. The 2011 annual average 
assessment for phone quality monitoring was 97.99%. This is above the goal of greater than or 
equal to 97%. Thus, all goals were met.  


Provider Availability and Accessibility—HealthCare USA follows the goals and standards for its 
GeoAccess analysis that are set by the Department of Insurance, Financial Institutions and 
Professional Registration (DIFP) on an annual basis. For 2010, HealthCare USA met the 
established goals for the following: 


• Hospital GeoAccess 


• Ancillary GeoAccess 


• PCP GeoAccess 


• Specialty Care GeoAccess 


Practitioner accessibility is assessed by the Provider Relations Department via appointment/after 
hours surveys and a review of member complaints regarding accessibility of the medical network. 
These surveys were conducted telephonically as “secret shopper” surveys where the practice was 
queried about appointment access to measure compliance with appointment accessibility 
standards. Calls were also conducted after hours to confirm the accessibility of practices outside 
of normal office hours and if an acceptable mechanism for after hours access is in place. In 2011, 
673 practices across all three regions were surveyed by the Provider Relations team between 
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May—October 2011. All providers who did not meet the standard were reviewed with a MCO 
Medical Director to determine further actions, including corrective action and directory 
suppression. 


 


 2. Utilization of Services; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.2. 


The following are excerpts from HealthCare USA’s 2011 Utilization Management Program 
Evaluation. A similar evaluation will be done for CoventryCares. 


PROGRAM OVERVIEW 


The Utilization Management Program objectives listed below pertain to all services. The 
program objectives would also pertain to delegated services should such delegation be 
undertaken pending the approval of the State of Missouri. 


• Promote the efficient provision of services in a quality setting appropriate to the needs 
of the subscribers. 


• Monitor certain areas of health care management (i.e., HEDIS® measures, areas of high 
volume, high risk, high cost, and high resource utilization). 


• Apply appropriate industry standards and Plan-approved utilization management 
criteria during the Care Management process. 


• Integrate utilization management activities and performance measures into the Quality 
Improvement Program; to coordinate opportunities for improvement at all levels of the 
organization; develop and implement action plans and evaluate the effectiveness of the 
interventions. 


• Design systems that address priority issues in an ongoing efficient and effective 
manner. 


• Establish policies and procedures to achieve and maintain compliance with internal and 
external standards, regulatory and accrediting body requirements, and all applicable 
federal and state laws/regulations. 


The HealthCare USA UM Program Evaluation report provides barrier analysis and outcome data 
for the following areas: 


• Changes in UM Processes 


• UM Criteria/Guidelines 


• Inter-Rater Reliability 


• Timeliness of UM Decisions 


• Pre-Authorization Phone Stats 


• Inpatient Utilization Stats 
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• Emergency Department Utilization Stats 


• Pharmacy Utilization 


• Appeals and Grievances Rate, Overturn Rate, Timeliness of Determinations 


• Denial Rates 


• Delegation of UM 


• Case Management – Complex and Non-Complex 


• Complex Case Management Program Satisfaction 


• Effectiveness Measures for Complex Case Management 


• Disease Management 


• Member Satisfaction with UM 


• Provider Satisfaction with UM 


 3. Coordination of Care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.3. 


The following is an example from HealthCare USA on how coordination of care would be closely 
monitored for CoventryCares. 


Coordination of Behavioral Health with Medical Case Management 


In an effort to provide comprehensive wellness services to our members, MHNet and the MCO 
partnered to most effectively address a member’s health care needs. MHNet feels that this 
increased partnership will reduce readmission rates, increase quality of care and eliminate any 
duplication of services. We want to focus on the person, not just the diagnosis, in order to best 
serve our members. Care coordination helps ensure an individual’s needs and preferences for care 
are understood and that those needs and preferences are shared between providers, the individual 
and families as a person moves from one health care setting to another. Care among many different 
providers must be well-coordinated to avoid waste, over-utilization, under-utilization, or misuse 
of prescribed medications and conflicting plans of care. By identifying potential co-morbid 
conditions early in treatment, MHNet and the MCO implement wraparound services and referrals 
that will: 


• Reduce Emergency Department visits and inpatient admissions 


• Promote proactive treatment 


• Provide care in the least restrictive setting 


• Address the total needs of an individual 
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 4. Continuity of Care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.4. 


The following is an example from HealthCare USA on how continuity of care would be closely 
monitored for CoventryCares. 


Within our medical system today, communication among practitioners is paramount to increase 
the coordination of care and help provide the best outcomes for our members. Lack of continuity 
could jeopardize the health care of our members; therefore HealthCare USA monitors the 
continuity and coordination of medical care and depending on the data outcomes, implements 
interventions as needed. All monitoring mechanisms are reviewed by the Quality Management 
Committee and other related sub-workgroups to assist in the identification of opportunities for 
improvement. In the Annual Evaluation, HealthCare USA reviewed the following for continuity 
and coordination of care with barrier analysis and interventions: 


• Continuity of care for patients with diabetic eye exams 


• Discharge of women who delivered inpatient and percentage who had a postpartum visit with 
an OB practitioner 


• Members who were discharged from an inpatient setting with authorization for home care and 
the percentage who had a visit within 2 days post discharge or 2 days post authorization 


• Provider satisfaction survey question ‘Feedback provided to you by the specialists when you 
refer patients’. 


 


 5. Health Education; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.5. 


Building on the experience of Coventry’s existing Medicaid markets, CoventryCares will offer a 
comprehensive health education program that aims to assist members by providing educational 
and motivation tools for individuals and families. Critical to the success of any educational 
program is identifying the unique needs of the population. In Medicaid, we are cognizant that 
many issues impacting members’ ability to achieve good health are related to psycho-social and 
economic issues. Initiatives that we develop take into consideration these issues that may result in 
barriers to receiving appropriate and timely health care. CoventryCares will provide our members 
with targeted educational modules offered within the communities where they live. 
CoventryCares will also work with providers and community organizations to establish new 
educational programs. 


Outreach and Education 
CoventryCares will provide members with health information that is easy to understand and 
culturally sensitive. If barriers exist preventing members from receiving or understanding this 
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health information, our special needs and case management units assist members in overcoming 
these obstacles. All outreach and educational materials are submitted to the appropriate 
governing bodies for approval before distribution. 


Experience from our other Coventry Medicaid MCOs, has helped shape our health education 
program. A staple of our community outreach is not only to educate our members but to educate 
community partners. Outreach to members, community organizations and provider partners is an 
extension of our medical, quality and provider relations programs. Enhanced member knowledge 
engages and empowers them to access such services. 


This outreach strategy focuses on: 


• Primary prevention 


• Secondary prevention encompassing early diagnosis and treatment  


• Tertiary prevention aimed at preventing relapse, while maintaining independent functioning 


Our interventions empower members’ awareness by encouraging responsibility for utilizing 
screening and follow-up services, thereby improving their overall health and well-being. 
Education efforts focus on scheduling appointments and accessing services to maximize program 
benefits. The goal is to assure that members receive early intervention for their health issues 
before problems become complex. 


Available tools include: 


• Health Risk Assessments (HRAs) 


• Outreach calls 


• Community health education classes coordinated with participating providers  


• Website Extras: 


o Patient safety tips and links to member-friendly websites. 


o “KidsHealth”, a comprehensive library of health information for families featuring age-
appropriate information for kids, teens and parents 


Focus on Childhood Wellness 
A core component of the CoventryCares health education process is written reminders to 
members. These include postcard birthday reminders for well child visits, annual lead screening, 
dental screenings and other EPSDT-recommended services. We also send providers notification 
of members who are due for EPSDT visits. To ensure provider compliance with EPSDT/Preventive 
Health requirements, we conduct periodic medical record audits and document results in the 
EPSDT database. 


Childhood Immunization Program 
In partnership with our providers, community organizations and school systems, education will 
be provided to parents and children on the importance of receiving timely and appropriate 
immunizations. 


Outreach and care coordination activities include: 
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• Monthly identification of children not receiving immunizations 


• Reminder mailers to members/parents/guardians 


• Member reminder calls 


• Coordination with the child’s health home 


• Partnering with school clinics to ensure immunizations 


• Health education classes 


• Assistance with addressing barriers to care 


• Distribution of immunization educational materials 


 


 6. Emergency Services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.6. 


For monitoring and evaluation of emergency services, the following example is from Coventry’s 
Nebraska Medicaid market. 


According to a 2012 study in Annals of Emergency Medicine, "Compared with individuals with 
private insurance, Medicaid beneficiaries were affected by more barriers to timely primary care 
and had higher associated Emergency Department utilization.” In addition, "Overall, Medicaid 
beneficiaries were more than twice as likely to have greater than or equal to 1 Emergency 
Department visit (39.6% versus 17.7% for private insurance)." 


While the benefits of a health care home and PCPs caring for non-urgent issues are well known, a 
survey completed in 2007 by the St. Louis Integrated Health Network (IHN) showed that 40% of 
non-urgent Emergency Department visits were made because patients did not know which 
provider was their PCP. This and other studies have indicated that the Medicaid population has 
greater barriers to using primary care and establishing a medical home, despite having health 
insurance. 


To combat the rising number of Emergency Department visits in their population, CoventryCares 
of Nebraska implemented an Emergency Department redirection program in 2010 that can be 
replicated in Nevada as a best practice. Quarterly reports are run to identify members that have 
had more than three Emergency Department visits in the prior six months. Once members are 
identified, they are reviewed by the Medical Directors to determine a course of action, which may 
include: 


• Contacting the member’s primary care provider to work collaboratively on a plan to redirect 
the member to his or her medical home when appropriate 


• Case Manager or Outreach Coordinator calling member to reinforce education 


• Enrolling member in Complex Case Management to provide additional monitoring and 
education  
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• Mailings to educate members on the appropriate use of the emergency department, urgent care 
and medical home 


To date, the program has significantly deterred repeat high volume Emergency Department users 
in the CoventryCares of Nebraska populations. Figure 38 summarizes the results. 


Figure 38: NE Emergency Department Redirection Outcomes 


 Q4 2010 Q4 2011 


Members with more than 3 Emergency Department visits 265 97 


Members in Case Mgmt with more than 3 Emergency 
Department visits 


16 19 


Members referred to Complex Case Management 65 15 


Number of letters mailed 236 87 


Results in Nebraska indicate a 36% reduction in Emergency Department visits from Q4 2010 to 
Q4 2011. 
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 C. Performance Improvement Projects (PIPs) 


 In accordance with 42 CFR 438.358(b): 


 1. Validation of Performance Improvement Projects required by the State to comply with 
requirements set forth in 42 CFR 438.240(b); and 


 2. Projects that were under way during the preceding twelve (12) months. 


 3. Quality of care studies are an integral and critical component of the health care quality 
improvement system. The Vendor will be required annually to conduct and report on a minimum 
of two PIPs. 


 4. The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of 
care. The PIPs are designed to target and improve the quality of care or services received by 
managed care enrolled recipients. The Vendor will utilize, as a resource, the Centers for 
Medicare & Medicaid Services (CMS) guidelines as outlined in the most recent version of the 
CMS publication Conducting Performance Improvement Projects, A Protocol for Use in 
Conducting Medicaid External Quality Review Activities, Final Protocol. 


 5. A PIP will be required to decrease inappropriate utilization of emergency department visits.  


 6. The Vendor must conduct PIPs that focus on utilization of ambulatory care:  


 7. This measurement of quality indicators; the Vendors must implement a system of 
interventions to achieve improvement in quality; evaluate effectiveness of the interventions; and 
institute planning and initiation of activities for increasing or sustaining improvement. 


 8. The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP. 


 9. At its discretion and/or as required or directed by DHCFP, the Vendor’s IQAP also monitors 
and evaluates other important aspects of care and service. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 C. 


Included in its responsibilities, the IQAP delineates that the Quality Improvement Committee is 
to: 


• Maintain a structured process to plan, approve, monitor and document each PIP including the 
designation of a responsible individual to lead that project. The documentation is to be done 
on the approved QI project description form and is to include objective measurements 
whenever possible. 


• Monitor the progress and success of each project in meeting projected improvement goals and 
make changes accordingly. 


The QIC approves and periodically reviews the outcomes for all PIPs to ensure that the objectives 
stated in 42 CFR 438.358(b) are met. 
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Two PIP examples are provided as attachments from other Coventry Medicaid MCOs 
demonstrating the capability and effectiveness of Coventry’s performance improvement projects. 


Refer to Attachment 9 for HealthCare USA’s Emergency Department Usage PIP in Tab IX-Other 
Information Material of our submission. 


Refer to Attachment 10 for Coventry Health Care of Florida’s Improving Adult Access To Care 
PIP in Tab IX-Other Information Material of our submission. 


 


4.8.6.3 Use of Quality Indicators 


 Quality indicators are measurable variables relating to a specified clinical or health services 
delivery area, which are reviewed over a period of time to monitor the process or outcomes of 
care delivered in that area.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3. 


The Vendor is required to: 


 A. Identify and use quality indicators that are objective, measurable, and based on current 
knowledge and clinical experience; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3.A. 


The IQAP foundation is structured from evidence-based medicine, clinical practice guidelines, as 
well as medical and scientific evidence-based reviews. This includes the use of evidence-based 
quality indicators that are measurable, objective and based on current knowledge and clinical 
experience to evaluate improvements in health outcomes. 


 B. Monitor and evaluate quality of care through studies which include, but are not limited to, the 
quality indicators also specified by the CMS Center for Medicaid and CHIP Services, with 
respect to the priority areas selected by the State; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3.B. 


CoventryCares utilizes objective, measurable indicators based on current knowledge and clinical 
expertise as well as CMS and CHIP-specified indicators to monitor the provision of services/care 
and to identify areas needing improvement. 


 C. Ensure methods and frequency of data collection are effective and sufficient to detect the 
need for program change; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3.C. 
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CoventryCares maintains information systems and analytical resources that support the IQAP. At 
the core of data collection and analytical capabilities is the Coventry Data Warehouse (CDW) 
that serves as the central repository for member and provider data. The Data Warehouse includes, 
but is not limited to, medical claims, encounters, pharmacy claims, behavioral health 
encounters/claims; lab encounters and results; as well as encounters and claims from capitated 
providers and delegated vendors. The Data Warehouse provides the source data for a variety of 
information tools such as a business reporting tool, a HEDIS® reporting application and a 
predictive modeling tool. The Data Warehouse has a quality audit process to ensure the data is 
accurate, valid and complete. In addition, there are several other applications, such as NavCare for 
case management functions and Navigator for call documentation, that are used to document and 
collect information that supports the overall process to analyze and integrate valid and accurate 
data. 


These systems are used to support the data collection activities for Quality Improvement Projects 
(QIP) reporting, performance measurement outcomes for disease and case management, and 
quality of care and quality of services tracking and trending. These activities are performed in 
order to identify opportunities for improvement in the MCO’s service delivery processes. In 
addition, the data is used to conduct an annual QI Program Evaluation in order to assess the 
effectiveness of the QI program. 


 


 D. Have mechanisms to detect under and over utilization. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3.D. 


One of the stated goals in the Utilization Management Program Overview is to detect under-
utilization as well as over-utilization. 


CoventryCares’ objective is to use, monitor and modify data collection and reporting systems to 
provide utilization information that meets internal needs and external requirements of mandatory 
and voluntary review organizations. 


An under-utilization program is designed to focus on the utilization patterns of the providers 
with members in relation to items such as: authorizations, outpatient referrals, specialist referrals, 
grievances and complaints regarding access, and quality of care. 


Grievance and Appeals Units also perform regular drill-down reviews of all cases to identify 
evidence of grievances related to access. All grievances related to potential quality of care are 
referred to the QI department for investigation according to the established process. The QI 
department reviews and analyzes complaint data. Complaints related to quality of care, access to 
care and inability to obtain referrals is reviewed specifically for incidences related to risk 
providers and is tracked and trended for intervention, when deemed appropriate. 
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4.8.6.4 Use of Clinical Care Standards/Practice Guidelines 


 A. The IQAP studies and other activities monitor quality of care against clinical care or health 
service delivery standards or practice guidelines specified for each area identified in Sections 
4.8.5.3.A and 4.8.5.3.B above; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.A. 


The IQAP Program foundation for CoventryCares utilizes only evidence-based practice guidelines 
and care delivery standards. 


CoventryCares promotes preventive health services to its members and providers, which serve as 
recommendations for individuals at normal risk. CoventryCares’ preventive health guidelines also 
include individuals with risk factors that impact a large number of members and/or have potential 
for significant adverse health outcomes. CoventryCares utilizes evidence-based items or services 
that have in effect a rating of "A" or "B" in the current recommendations of the United States 
Preventive Services Task Force for the prevention and early detection of disease, in addition to 
guidelines supported by the U.S. Department of Health Resources and Services Administration 
(HRSA) developed by the American Academy of Pediatrics. 


Guidelines address these categories of members: 


• Infants 


• Children/adolescents 


• Adults 


• Elderly members 


• Members who require prenatal/perinatal care 


Additionally, CoventryCares utilizes evidence-based clinical practice guidelines along with 
medical and scientific evidence based reviews as the foundation for all disease management 
programs. Guidelines selected are developed by professional organizations and are reviewed 
annually for relevance and accuracy. National guideline clearinghouses are searched annually to 
ensure the most relevant and current guidelines are used for our programs. In addition, off-cycle 
review is conducted as indicated for any urgent new recommendations. Providers can access the 
evidence-based clinical guidelines used in our disease management programs via the provider 
portal website. 


 


 B. The standards/guidelines are based on reasonable scientific evidence and developed or 
reviewed by Vendor providers; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.B. 


CoventryCares utilizes McKesson’s InterQual® Medical Criteria, which is evidence-based. It was 
first introduced in 1978 and is currently used by many hospitals, MCOs and government 
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programs. The McKesson-InterQual® criteria is a nationally recognized product. Yearly, McKesson 
meets with physicians throughout the country, including disease-specific specialists to update 
their criteria. It is designed to provide an objective screening tool for determining the appropriate 
Level of Care or Care Planning needs for medical management of an individual patient. 


CoventryCares utilizes evidence-based items or services that have in effect a rating of "A" or "B" in 
the current recommendations of the United States Preventive Services Task Force for the 
prevention and early detection of disease, in addition to guidelines supported by the U.S. 
Department of Health Resources and Services Administration (HRSA) developed by the American 
Academy of Pediatrics. 


In addition, Coventry and CoventryCares utilize internally developed standards, guidelines, 
policies and new technology assessments. Such standards and guidelines are evidence-based, 
developed and/or reviewed by the appropriate clinical experts. 


 


 C. The standards/guidelines focus on the process and outcomes of health care delivery, as well 
as access to care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.C. 


The standards/guidelines do include process, outcomes of health care delivery, access to care, and 
availability of services. 


 D. A mechanism is in place for continuously updating the standards/guidelines;  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.D. 


All standards/guidelines are reviewed at least annually and revised as indicated. The Utilization 
Management Committee and the Quality Improvement Committee are responsible for ensuring 
that review/revision. 


 E. The standards/guidelines are included in provider manuals developed for use by Vendor 
providers, or otherwise disseminated, including but not limited to, dissemination on the provider 
website, to all affected providers as they are adopted and to all members and potential 
members upon request; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.E. 


The provider manual gives the providers their choices on how to obtain copies of policies, 
standards and guidelines. The choices include via the provider website, DirectProvider.com, or 
they may call directly and request a copy by mail or fax. The provider contract contains a clause 
whereby the providers agree to follow such policies, standards and guidelines. 


Members and potential members may call the Customer Service number on the back of their 
enrollment card and obtain applicable policies, standards and guidelines. 
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 F. The standard/guidelines address preventive health services; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.F. 


CoventryCares publishes preventive health guidelines annually. Those guidelines are in 
accordance with the recommendations of the U.S. Preventive Services Task Force. 


 G. The standards/guidelines are developed for the full spectrum of populations enrolled in the 
plan; and  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.G. 


The standards/guidelines cover the full spectrum of our membership. 


 H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the 
Vendor’s providers, whether the providers are organized in groups, as individuals, or in 
combinations thereof. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.H. 


The IQAP does require that approved, evidence-based standards and guidelines be used for all 
quality studies. 


 


4.8.6.5 Analysis of Clinical Care and Related Services 


 A. Qualified clinicians monitor and evaluate quality through the review of individual cases where 
there are questions about care, and through studies analyzing patterns of clinical care and 
related service. For issues identified in the IQAPs targeted clinical areas, the analysis includes 
the identified quality indicators and uses clinical care standards or practice guidelines. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
4.8.6.5.A. 


The review of individual cases for possible quality of care issues is essential in ensuring that 
members receive quality care. Unacceptable medical quality is defined as inappropriate 
service/care, substandard service/care, or failing to provide necessary service/care. Altius has a 
defined process to review quality issues and that process will be used for CoventryCares. The 
purpose of this process is to: 


• Identify instances of unacceptable medical quality 


• Evaluate quality concerns presented to Quality Improvement Department 


• Intervene by taking corrective action (education, intensified review, or termination for cause) 
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• Monitor the frequency and severity of problems over time, both system and provider problems 


Quality of care issues can be identified from multiple sources including: 


• Customer Service 


• Utilization Management 


• Complaint Letters 


• Occurrence Reports 


• Physician Referred Quality Issues 


• Regulatory Agency Referred Quality Issues 


• Sales 


• Marketing 


• Claims 


• Provider Services 


• Pharmacy Benefit Management 


• Legal Action 


Identified issues are referred to the Quality Improvement Department for investigation. Upon 
completion of that investigation, the issue is reviewed by the Medical Director. The Medical 
Director designates whether the issue is for Quality of Care or Quality of Service and indicates the 
level of severity. The Medical Director Review documents comments to support the severity 
assignment and determines action to be taken. That action many include referring the case to the 
Peer Review Committee comprised of community physicians representing a cross section of 
specialties. Finally all issues as well as the resultant determination and action are tracked and 
trended for review by the Quality Improvement Committee. 


 


 B. Multi-disciplinary teams are required, when available and appropriate, to analyze and 
address systems issues. The Vendor must have in effect mechanisms to assess quality  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.8.6.5.B. 


CoventryCares, under the direction of the Quality Improvement Committee, will implement 
multi-disciplinary workgroups and teams to address quality and system issues.  An example of 
this is the HEDIS workgroup. The HEDIS workgroup is a multi-disciplinary team.  It is lead by the 
QI department and includes, but is not limited to  data analysts, members from health services, 
provider networks, member service and claims.  Coventry uses this model in other markets and 
has found it to be effective when analyzing HEDIS data, identifying opportunities for 
improvement and addressing system issues. 


One  example of  a multi-disciplinary team  identifying and correcting a system issue occurred in 
our Virginia and West Virginia Medicaid plans.  Analysis of well child visit data identified an 
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issue with how our system captured newborn temporary ID’s assigned by the states.  A multi-
disciplinary team comprised of QI, IT, and enrollment worked together to confirm the root cause 
of the issue and implement a system fix. The fix corrected the issue to allow our system to connect 
the temporary ID to the permanent ID assigned to the newborn from the MCO.  Prior to the fix 
the well child visit data was inaccurate, hindering the plans’ ability to adequately measure the 
receipt of well child visits and plan for appropriate outreach. 


 


 C. From 4.8.6.3.A and 4.8.6.3.B above, clinical and related service areas requiring improvement 
are identified. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.5.C. 


CoventryCares utilizes objective, measurable indicators based on current knowledge and clinical 
expertise as well as CMS and CHIP-specified indicators to monitor the provision of services/care 
and to identify areas needing improvement. 


 D. The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. 
The Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.5.D. 


CoventryCares is committed to reducing and eliminating health disparities and will work with 
DHCFP to identify and use race and ethnicity data accordingly. CoventryCares will organize 
interventions designed to reduce and/or eliminate identified disparities. 


 


 E. The Vendor shall allow access to clinical studies, when available and appropriate. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.5.E. 
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4.8.6.6 Implementation of Corrective Actions 


 The IQAP includes written procedures for taking corrective action whenever, as determined 
under the IQAP, inappropriate or substandard services are furnished, or services that should 
have been furnished were not. 


 These written corrective action procedures include: 


 A. Specification of the types of problems requiring corrective action; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.–4.8.6.6.A. 


The IQAP specifies that the Quality Improvement Committee is responsible to identify 
improvement opportunities to enhance care and service. The Quality Issues Policy approved by 
the QIC defines unacceptable medical quality that requires corrective action as inappropriate 
service/care, substandard care/service, or the failure to provide necessary service/care.  In addition 
to corrective actions instituted as a result of quality of care or service concerns, Coventry Cares 
will issue corrective action plans based on any sub-standard findings identified during the course 
of annual delegated vendor oversight audits.   


 


 B. Specification of the person(s) or body responsible for making the final determinations 
regarding quality problems; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.B. 


Potential issues are referred to the Quality Improvement Department for investigation. Upon 
completion of that investigation the issue is reviewed by the Medical Director. The Medical 
Director designates whether the issue is a Quality of Care or Quality of Service and indicates the 
level of severity. The Medical Director makes the final determination and documents comments to 
support the severity assignment and action to be taken. 


Figure 39 below identifies the levels of severity and corresponding actions. 


Figure 39: Levels Of Severity and Corresponding Actions 


Severity 
Level:  Description Notes 


1 No problem or issue 
identified 


The issue is assigned a Level 1 status, closed and 
may be tracked.  No further investigation is 
warranted.  This code can be assigned by a QI 
Coordinator after case review or at any level of 
Peer Review.   
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Severity 
Level:  Description Notes 


2 Potential for adverse 
patient outcome, but 
no actual detrimental 
effect occurred.  


The case is assigned a Level 2 status and is 
reviewed.  Level 2 is a quality issue with no 
increased risk for associated adverse outcomes.  
This Outcome Code can only be assigned by a 
Medical Director or at Peer Review levels.  Any 
trends after 6 months will be reported to the Peer 
Review Committee. 


3 Adverse member 
outcome requiring 
additional 
medical/surgical 
treatment 


The case is assigned a Level 3 status and is 
tracked.  Assignment of this code indicates a need 
for improvement in documentation or the delivery of 
care.  If indicated, the Medical Director will discuss 
the case with the provider. A verbal or written 
action plan will be developed by the provider.  This 
Outcome Code can only be assigned at Peer 
Review levels. Any trends after 6 months will be 
reported to the Peer Review Committee 


4 Adverse patient 
outcome resulting in 
imminent danger to 
body or mind or to 
death (which might 
not have been 
expected to occur). 


This outcome code denotes the need for 
improvement in the quality of care provided.  There 
is a provider liability and/or substandard 
performance.  The case will be reviewed and 
discussed at the Peer Review Committee.  The 
Peer Review Committee will determine if the case 
should be reported to the Credentialing Committee 
for possible dismissal of the provider 


5 Serious member 
outcome while care 
is ongoing - 
immediate attention 
required 


This outcome code indicates a situation that 
requires direct intervention by the MCO Medical 
Director while care is on-going.  Cases deemed as 
potentially falling into this category will be reviewed 
immediately by the Medical Director and 
intervention initiated as appropriate for the 
situation.  The Peer Review Committee will be 
notified and the case may be presented to the 
Credentialing Committee.  


 


 C. Specific actions to be taken; provision of feedback to appropriate health professionals, 
providers and staff; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.C. 


The Quality Issues Policy delineates that actions to be taken may include, in addition to tracking 
and trending, a letter to the involved physician or clinic indicating whether a response is required, 
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and/or a referral to the Credentialing Committee or Network Management Committee.  As noted 
in the table above, actions are conducted according to the  level of severity. 


 


 D. The schedule and accountability for implementing corrective actions; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.D. 


The QI department is responsible for requesting and monitoring the implementation of the 
corrective action.  The corrective action will be reviewed by the Medical Director for approval.  
The summary of determinations from quality of care investigations is reported quarterly to the 
QIC. The QIC then monitors for the effectuation of corrective action. 


 


 E. The approach to modifying the corrective action if improvements do not occur; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.E. 


If improvements do not occur, the QIC designates a task force under the direction of the Medical 
Director and the QI Department staff to conduct a root cause analysis to determine causative 
factors and propose further action to be taken. 


 F. Procedures for terminating the affiliation with the physician, or other health professional or 
provider. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.F. 


The QIC has approved an Appeal and Fair Hearing Policy for Provider Contract Termination 
which specifies procedures for terminating the affiliation with physicians, providers, or other 
health professionals in accordance with applicable laws and regulations. This policy allows one 
appeal of a decision that results in a provider’s contract termination or non-renewal from the 
Network, unless law or contract requires a different process. Termination without cause shall 
occur in accordance with the provider’s contract, and unless required within the provider 
agreement, shall not require a mechanism for an appeal or fair hearing. 


Prior to termination or non-renewal, CoventryCares will inform the provider in writing of the: 


• The intent to terminate or non-renew, including the effective date of the proposed action 


• The grounds for termination 


• The opportunity to appeal the decision, including instructions that a written appeal request 
with: (i) an explanation of why the provider believes the initial decision is incorrect, and (ii) 
and any and all relevant supporting information and documentation, must be submitted to 
Altius within 20 days of notification of the proposed termination or non-renewal 


• The timeframe for response to an appeal 14 business days 
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• The opportunity for a Fair Hearing within 14 business days after a determination has been 
issued by Altius on the provider’s appeal of the decision 


In the event of a Nevada provider contract termination or non-renewal, CoventryCares shall 
comply with any applicable Nevada required provisions for coverage of continued medical 
treatment for members 


If CoventryCares has a reasonable basis to believe that the provider may correct the conduct 
giving rise to the notice of termination or non-renewal, Altius may, at its discretion, place the 
provider on probation with corrective action requirements, restrictions, or both as necessary to 
protect patient care. 


 


4.8.6.7 Assessment of Effectiveness of Plans of Correction (POC) 


 A. As actions are taken to improve care, there is monitoring and evaluation of the Plan of 
Correction (POC) to assure required changes have been made. In addition, changes in practice 
patterns are monitored. 


 B. The Vendor assures follow-up on identified issues to ensure actions for improvement have 
been effective. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.7. 


A stated responsibility of the Quality Improvement Committee is to: 


• Annually develop a work plan of quality improvement indicators to be monitored and quality 
improvement projects to be undertaken giving consideration to demonstrated clinical or 
service needs and the availability of needed resources 


• Receive and review key quality of care and service indicators 


• Identify improvement opportunities to enhance care and service 


• Maintain a structured process to plan, approve, monitor, and document each QIP including 
the designation of a responsible individual to lead that project. The documentation is to be 
done on the approved QI project description form and is to include objective measurements 
whenever possible 


• Monitor the progress and success of each project in meeting projected improvement goals and 
make changes accordingly 


The following is an example of how a potential issue was identified in another Coventry MCO: 


Routine monitoring of re-credentialing timeframes demonstrated a potential concern in the 
timeframes in which providers were being re-credentialed. The MCO’s Director of Provider 
Relations brought this concern to the Service Improvement workgroup to flag as an area of 
concern. The workgroup brought this concern to the QI Committee and based on consistent 
negative data trends, a corrective action plan (CAP) was initiated. Under the direction of the 
CAP, a focused team was implemented to oversee and monitor the development of a work plan to 
address the CAP. The Service Improvement work group monitors the CAP six times a year and 
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the progress on the CAP is reported to the MCO QI Committee on a quarterly basis. This CAP is 
still active. 


 


4.8.6.8 Evaluation of Continuity and Effectiveness of the IQAP  


 A. The Vendor conducts a regular and periodic examination of the scope and content of the 
IQAP to ensure that it covers all types of services in all settings, as specified in RFP Section 
4.8.5. 


 B. At the end of each year, a written report on the IQAP is prepared which addresses: quality 
assurance studies and other activities completed; trending of clinical and service indicators and 
other performance data; demonstrated improvements in quality; areas of deficiency and 
recommendations for corrective action; and an evaluation of the overall effectiveness of the 
IQAP. 


 C. There is evidence that quality assurance activities have contributed to significant 
improvements in the care delivered to recipients. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.8. 


The IQAP requires an annual evaluation in writing which addresses: 


• The effectiveness of the QI program for the previous year 


• The appropriateness of the program structure, processes and objectives 


• The success in meeting the QI program’s goals for that year including an explanation of 
barriers to completion of unmet goals and planned activities 


• An analysis of changes in trends and corrective actions taken as a result of the trends 


• Evidence that the activities have contributed significant improvements in the care delivered to 
members 


• Recommendations for the upcoming year, which include a schedule of QI activities as well as 
the identification of activities that will carry over into the next year 
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4.8.7 Standard III: Accountability to the Governing Body 
 The Governing Body of the Vendor is the Board of Directors or, where the Board’s participation 


with quality improvement issues is not direct, a designated committee of the senior 
management of the Vendor that is responsible for the Vendor IQAP review. Responsibilities of 
the Governing Body for monitoring, evaluating and making improvements to care include: 


4.8.7.1 Oversight of IQAP 


 There is documentation that the Governing Body has approved the overall IQAP and an annual 
IQAP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.– 4.8.7.1. 


Annually, the Board of Directors reviews the written evaluation of the previous year’s quality 
work plan, the proposed quality work plan for the current year, as well as a revised IQAP. 


 


4.8.7.2 Oversight Entity 


 The Governing Body has formally designated an entity or entities within the Vendor to provide 
oversight of the IQAP and is accountable to the Governing Body, or has formally decided to 
provide such oversight as a committee of the whole. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.2. 


The CoventryCares authority structure is comprised of a Board of Directors, which is responsible 
for organizational governance and delegates responsibility for the quality improvement process to 
the Quality Improvement Committee (QIC). 


 


4.8.7.3 IQAP Progress Reports 


 The Governing Body routinely receives written reports from the IQAP describing actions taken, 
progress in meeting quality assurance objectives, and improvements made. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.3. 


The Board of Directors receives a detailed annual assessment of the effectiveness of the quality 
program in meeting its objectives and resultant outcomes. 
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4.8.7.4 Annual IQAP Review 


 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, 
a written report on the IQAP. This annual quality program evaluation report shall be submitted to 
DHCFP annually in the second calendar quarter and at minimum include: 


 A. Studies undertaken;  


 B. Results; 


 C. Subsequent actions and aggregate data on utilization and quality of services rendered; and 


 D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.4.– 4.8.7.4.A–D. 


The Board of Directors does receive an annual review of the results of the quality work plan 
including all quality improvement projects undertaken and their results, trends on all indicator 
data with resultant corrective action taken as indicated, as well as recommended revisions to the 
IQAP for the upcoming year. 


 


4.8.7.5 Program Modification 


 Upon receipt of regular written reports delineating actions taken and improvements made, the 
Governing Body takes action when appropriate, and directs that the operational IQAP be 
modified on an ongoing basis to accommodate review findings and issues of concern with the 
Vendor. This activity is documented in the minutes of the meetings of the Governing Board in 
sufficient detail to demonstrate that it has directed and followed up on necessary actions 
pertaining to quality assurance. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.5. 


An annual response is received from the Board of Directors upon their review of the annual 
assessment. The response is reviewed by the QIC with revised action plans as indicated. 


4.8.8 Standard IV: Active QA Committee 
 The IQAP delineates an identifiable structure responsible for performing quality assurance 


functions within the Vendor. This committee or other structure has: 


4.8.8.1 Regular Meetings 


 The structure/committee meets on a regular basis with specified frequency to oversee IQAP 
activities. This frequency is sufficient to demonstrate that the structure/committee is following up 
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on all findings and required actions, but in no case are such meetings less frequent than 
quarterly. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.–4.8.8.1. 


The Quality Improvement Committee is required to meet at least quarterly by the approved IQAP; 
however, the committee typically meets monthly. 


 


4.8.8.2 Established Parameters for Operating 


 The role, structure and function of the structure/committee are specified. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.2. 


The IQAP specifies all of the committees supporting the quality program. For each committee, the 
committee’s responsibilities, frequency of meeting, membership of the committee, and reporting 
responsibility is delineated. 


 


4.8.8.3 Documentation 


 There are records documenting the structures/committee’s activities, findings, recommendations 
and actions. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.3. 


All committees supporting the quality program are required to keep detailed minutes. 


 


4.8.8.4 Accountability 


 IQAP subcommittees are accountable to the Governing Body and they report to it (or its 
designee) on a scheduled basis on activities, findings, recommendations and actions. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.4. 


All committees report to the Quality Improvement Committee monthly. In turn, the Quality 
Improvement Committee reports annually to the Board of Directors a detailed annual assessment 
of the effectiveness of the quality program in meeting its objectives and resultant outcomes. 
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4.8.8.5 Membership 


 There is active participation in the IQAP committee from Vendor providers, who are 
representative of the composition of the Vendor’s providers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.5. 


The Quality Improvement Committee and other supporting committees are comprised of provider 
members representative of the provider network. 


4.8.9 Standard V: IQAP Supervision 
 There is a designated senior executive who is responsible for IQAP implementation. The 


Vendor’s Medical Director has involvement in quality assurance activities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.9. 


As delineated in the IQAP, ultimate accountability for the QI Program rests with the Board of 
Directors. The Board has delegated responsibility for the operational activities to the Chief 
Executive Officer (CEO). 


The Vice President of Medical Affairs, a Nevada licensed physician, is responsible for the QI 
Program and provides both operational and clinical oversight for the program. The Vice President 
of Medical Affairs reports to the CEO. 


4.8.10 Standard VI: Adequate Resources 
 The IQAP has sufficient material resources and staff with the necessary education, experience, 


or training to effectively carry out its specified activities. (Refer to Section 4.7.2) 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.10. 


The IQAP requires that sufficient staff and resources be available to support the day-to-day 
operations of the quality program. The Quality Department for CoventryCares is supported by the 
Coventry Western Regional Quality Improvement Department. This region is led by the VP for 
Quality Improvement who is a master’s prepared registered nurse. 


In addition to the Regional Vice President of Quality Improvement, the QI team includes a QI 
Director. The QI Director manages a HEDIS® team that consists of a HEDIS® Manager, 5 HEDIS® 
Outreach Coordinators, and 2 Health Care Analysts. The QI Director also manages a 
QI/Accreditation team that consists of a QI Manager and 4 QI Coordinators. 
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4.8.11 Standard VII: Provider Participation in IQAP 
4.8.11.1 Participating physicians and other providers are kept informed about the written IQAP through 


provider newsletters and updates to the provider manual. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.11–4.8.11.1 


CoventryCares keeps contracted physicians and other providers informed about its quality 
activities by way of several means of communication. These include: 


• Annual update letter from the Vice President of Medical Affairs 


• Updates on DirectProvider.com 


• Provider online portal 


• Provider and member website 


• Medical Advisory Committee 


• Information brought to offices by staff especially the Provider Relations staff 


• Fax blasts to provider offices 


• Provider newsletter 


• Provider manual 


• Visits from the Medical Directors and staff from Utilization Management and Quality 
Improvement 


 


4.8.11.2 The Vendor includes in its provider contracts and employment agreements, for physician 
and non-physician providers, a requirement securing cooperation with the IQAP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.11.2. 


A standard clause in all provider contracts for CoventryCares requires providers to cooperate 
with internal policies and programs. 


 


4.8.11.3 Contracts specify that hospitals and other Vendors will allow the Vendor access to the medical 
records of its recipients.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.11.3. 


A standard clause in all provider contracts for CoventryCares requires access to members’ medical 
records. 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 209 


4.8.12 Standard VIII: Delegation of IQAP Activities 
 The Vendor remains accountable for all IQAP functions, even if certain functions are delegated 


to other entities. If the Vendor delegates any quality assurance activities to Vendors, it must: 


 4.8.12.1 Have a written description of the delegated activities, the delegate’s accountability for 
these activities, and the frequency of reporting to the Vendor; 


 4.8.12.2 Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided; and 


 4.8.12.3 Provide evidence of continuous and ongoing evaluation of delegated activities, 
including approval of quality improvement plans and regular specified reports.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.12.– 4.8.12.3. 


The IQAP for CoventryCares specifies: 


CoventryCares may delegate some aspects of Credentialing and Utilization Management 
according to our delegation policy. However, CoventryCares retains the final denial authority and 
ultimate accountability for any delegated activity. Prior to delegating functions to another entity, 
CoventryCares will conduct a review of the potential contractor’s policies, procedures and 
capacity to perform delegated functions. Performance expectations, methods of oversight, and 
processes for evaluation are contained in delegation agreements between CoventryCares and the 
delegate and in CoventryCares’ policy and procedures. Any delegate is obligated to meet 
minimum performance expectations and maintain those standards throughout the duration of the 
delegated arrangement. In the event a delegate is unable to adequately perform a delegated 
function, CoventryCares may resume performance of that function. At a minimum, an annual 
audit, as well as evaluation of all delegate activities, are conducted and reported to the QIC. 
Corrective action plans are implemented based upon oversight results as deemed necessary by the 
QIC. 


The CEO of CoventryCares retains the right to delegate these functions. Any delegated functions 
are fully described in a required signed, written formal delegation agreement between 
CoventryCares and each delegated entity, which includes an effective date. All agreements with 
delegated entities must include the Plan’s right to resume the responsibility for conducting the 
delegated function should the delegated entity fail to meet Plan standards. The delegated entity 
may not sub-delegate its responsibilities without written approval from CoventryCares. 
CoventryCares retains overall accountability for any delegated functions. 
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4.8.13 Standard IX: Credentialing and Recredentialing 
 The IQAP contains provisions to determine whether physicians and other health care 


professionals, who are licensed by the State and who are under contract to the Vendor, are 
qualified to perform their services. These provisions are: 


4.8.13.1 Written Policies and Procedures 


 The Vendor has written policies and procedures for the credentialing process, which include the 
Vendor’s initial credentialing of practitioners, as well as its subsequent recredentialing, 
recertifying and/or reappointment of practitioners. The Vendor will comply with NAC 679B.0405 
which requires the use of Form NDOI-901 for use in credentialing providers. 


 DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The Vendor agrees to allow DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.–4.8.13.1. 


CoventryCares has written credentialing and recredentialing policies and procedures that guide 
all aspects of the program. These policies and procedures are reviewed and revised as needed at 
least annually. 


The policies and procedures for the credentialing and recredentialing program provide a 
mechanism by which to obtain, verify, review and evaluate a practitioner’s professional 
credentials, qualifications and other criteria to determine whether the practitioner should be 
approved to provide and continue to provide health care services to members. The objective is to 
ensure that only licensed practitioners who are professionally competent and continuously meet 
the credentialing requirements established by the Credentialing Committee shall be approved to 
provide health services to members. 


The scope of the policy and procedure applies to physicians (M.D.s, D.O.s), dentists (D.D.S.s), 
podiatrists (D.P.M.s), chiropractors (D.C.s), doctors of philosophy (Ph.D.s), and all mid-level 
providers including, certified nurse mid-wives (C.N.M.s), physician assistants, (P.A.s), advanced 
practice registered nurses, (A.P.R.N.s), marriage, family and child counselors, (M.F.C.C.s), 
physical therapists, (P.T.s), occupational therapists, (O.T.s), licensed clinical social workers, 
(L.C.S.W.s), optometrists, (O.D.s), speech therapists, (S.L.P.s), and audiologists, (Au.D.s). 


The policy delineates the responsibilities of the Board of Directors, the Credentialing Committee, 
and the responsible staff members from the MCO (ranging from the Vice President of Medical 
Affairs to the Credentialing Coordinator). 


Outlined in the policy are: 


• Required practitioner qualifications 


• Confidentiality of applications and findings 


• Application process 


• Verification process 
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• Requirements and process for recredentialing 


• Performance monitoring 


• Provider directory listing 


• File maintenance 


• Practitioner rights 


• Delegation requirements 


 


4.8.13.2 Oversight by Governing Body 


 The Governing Body, or the group or individual to which the Governing Body has formally 
delegated the credentialing function, has reviewed and approved the credentialing policies and 
procedures. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.2. 


The Board of Directors delegates responsibility for all committees supporting the quality program 
to the Quality Improvement Committee. In turn, the Quality Improvement Committee requires 
the Credentialing Committee to review/revise policies at least annually and to report that 
accomplishment as part of the annual program effectiveness. 


 


4.8.13.3 Credentialing Entity 


 The Vendor designates a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.3. 


Credentialing decisions are made by the Credentialing Committee for CoventryCares. This 
Committee meets monthly. 


 


4.8.13.4 Scope 


 The Vendor identifies those practitioners who fall under its scope of authority and action. This 
shall include, at a minimum, all physicians and other licensed independent practitioners included 
in the Vendor’s literature for recipients, as an indication of those practitioners whose service to 
recipients is contracted or anticipated. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.4. 
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All contracted physicians and providers of service listed in the Provider Directory are required to 
complete review by the Credentialing Committee upon initial contracting and then every three 
years thereafter. 
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4.8.13.5 Process 


 The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 


 A. The practitioner holds a current valid license to practice in Nevada or a current valid license 
to practice in the state where the practitioner practices. 


 B. Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the 
scope of their license to prescribe drugs, with the exception of all participating dentists. 


 C. Graduation from medical school and completion of a residency, or other post-graduate 
training, as applicable. 


 D. Work history. 


 E. Professional liability claims history. 


 F. The practitioner holds current, adequate malpractice insurance according to the Vendor’s 
policy. 


 G. Any revocation or suspension of a State license or DEA number. 


 H. Any curtailment or suspension of medical staff privileges (other than for incomplete medical 
records). 


 I. Any sanctions imposed by the OIG or the DHCFP. 


 J. Any censure by any state or county Medical Association, Dental Board or any other 
applicable licensing or credentialing entity. 


 K. The Vendor obtains information from the National Practitioner Data Bank, the Nevada Board 
of Medical Examiners, the State Board of Osteopathic Medicine, the Nevada Dental Board, any 
equivalent licensing boards for out—of-state providers, and any other applicable licensing 
entities for all other practitioners in the plan. 


 L. The application process includes a statement by the applicant regarding: 


 1. Any physical or mental health problems that may affect current ability to provide health care; 


 2. Any history of chemical dependency/ substance abuse; 


 3. History of loss of license and/or felony convictions; 


 4. History of loss or limitation of privileges or disciplinary activity; and, 


 5. An attestation to correctness/ completeness of the application. 


 This information should be used to evaluate the practitioner’s current ability to practice. 
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CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5–4.8.13.5.L. 


CoventryCares is in compliance with the Credentialing/Recredentialing process requirements. 
Coventry’s Credentialing Plan complies with all applicable state, federal and regulatory 
credentialing requirements. The Credentialing Plan is continually updated based on any new 
state, federal or regulatory credentialing requirement and is subject to annual reviews against 
these requirements. 


 


 M. There is an initial visit to each potential primary care practitioner’s office, including 
documentation of a structured review of the site and medical record keeping practices to ensure 
conformance with the Vendor’s standards. If the Vendor’s credentialing process complies with 
the current NCQA standards, it is not required to conduct initial site visits. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5.M. 


Coventry’s credentialing process does comply with current NCQA standards. CoventryCares is 
pursuing NCQA accreditation. 


 


 N. The Vendor’s provider credentialing must comply with 42 CFR §1002.3. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5.N. 


 


 O. If the Vendor has denied credentialing or enrollment to a provider where the denial is due to 
Vendor concerns about provider fraud, integrity, or quality the Vendor is required to report this to 
the State within 15 calendar days. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5.O. 


 


 P. If the Vendor decredentials, terminates, or disenrolls a provider, the Vendor must inform the 
State, within 15 calendar days. If the decredentialing, termination or disenrollment of a provider 
is due to suspected criminal actions, or disciplinary actions relate to fraud or abuse the State will 
notify HHS-OIG. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5.P. 
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4.8.13.6 Recredentialing 


 A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, 
or recertification) is described in the Vendor’s policies and procedures, including: 


 A. Evidence that the procedure is implemented at least every 36 months; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.6.–.4.8.13.6.A. 


The Coventry Provider Database systematically schedules provider recredentialing activity to 
occur every 36 months. 


 


 B. The Vendor conducts periodic review of information from the National Practitioner Data Bank 
and all other applicable licensing entities, along with performance data, on all practitioners, to 
decide whether to renew the participating practitioner agreement. At a minimum, the 
recredentialing, recertification or reappointment process is organized to verify current standing 
on items listed in Section 4.8.13.5.A through 4.8.13.5.M and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.6.B. 
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 C. The recredentialing, recertification or reappointment process also includes review of data 
from: 


 1. Recipient grievances and appeals; 


 2. Results of quality reviews; 


 3. Utilization management; 


 4. Recipient satisfaction surveys; and 


 5. Re-verification of hospital privileges and current licensure, if applicable. 


 6. The Vendor’s provider recredentialing must comply with 42 CFR §1003.3 


 If the Vendor has denied recredentialing or enrollment to a provider where the denial is due to 
the Vendor concerns about provider fraud, integrity or quality the Vendor is required to report 
this to the DHCFP, with 15 calendar days. 


 If the Vendor decredentials, terminates or disenrolls a provider the Vendor must inform the State 
within 15 calendar days. If the decredentialing, termination or disenrollment of a provider is due 
to suspected criminal actions, or disciplinary actions relate to fraud or abuse the DHCFP will 
notify HHS-OIG. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.6.C. 1–6. 


 


4.8.13.7 Delegation of Credentialing Activities 


 If the Vendor delegates credentialing and recredentialing, recertification, or reappointment 
activities, there is a written description of the delegated activities, and the delegate’s 
accountability for these activities. There is also evidence that the delegate accomplished the 
credentialing activities. The Vendor monitors the effectiveness of the delegate’s credentialing 
and reappointment or recertification process. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.7. 


CoventryCares’ IQAP specifies: 


CoventryCares may delegate some aspects of Credentialing and Utilization Management, 
However, CoventryCares retains the final denial authority and ultimate accountability for any 
delegated activity. Prior to delegating functions to another entity, CoventryCares will conduct a 
review of the potential contractor’s policies and procedures and capacity to perform delegated 
functions. Performance expectations, methods of oversight, and processes for evaluation are 
contained in delegation agreements between CoventryCares and the delegate and in 
CoventryCares’ policy and procedures. Any delegate is obligated to meet minimum performance 
expectations and maintain those standards throughout the duration of the delegated 
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arrangement. In the event a delegate is unable to adequately perform a delegated function, 
CoventryCares may resume performance of that function. At a minimum, an annual audit, as well 
as evaluation of all delegate activities, are conducted and reported to the QIC. Corrective action 
plans are implemented based upon oversight results as deemed necessary by the QIC. 


The CEO retains the right to delegate these functions. Any delegated functions are fully described 
in a required signed written formal delegation agreement between CoventryCares and each 
delegated entity, which includes an effective date. All agreements with delegated entities must 
include the MCO’s right to resume the responsibility for conducting the delegated function 
should the delegated entity fail to meet MCO standards. The delegated entity may not sub-
delegate its responsibilities without written approval from CoventryCares. CoventryCares retains 
overall accountability for any delegated functions. 


 


4.8.13.8 Retention of Credentialing Authority 


 The Vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The Vendor has policies and procedures for the suspension, reduction 
or termination of practitioner privileges.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.8. 


The policy statement in the Credentialing Delegation Policy states “CoventryCares retains 
authority to make final credentialing determinations regarding any provider even if a delegation 
agreement is in place. The delegated credentialing agreement between Coventry and the delegate 
includes the Reservation of Rights provision whereas Coventry reserves the right to approve, 
suspend, or terminate any individual health care provider credentialed or re-credentialed by the 
Delegate.” 


CoventryCares will adopt an Appeal and Fair Hearing Policy for Provider Contract Termination 
which specifies procedures for terminating the affiliation with physicians, providers, or other 
health professionals in accordance with applicable laws and regulations. This policy allows one 
appeal of a decision that results in a provider’s contract termination or non-renewal from the 
Network, unless law or contract requires a different process. Termination without cause shall 
occur in accordance with the provider’s contract, and unless required within the provider 
agreement, shall not require a mechanism for an appeal or fair hearing. 


Prior to termination or non-renewal, CoventryCares will inform the provider in writing of: 


• The intent to terminate or non-renew, including the effective date of the proposed action 


• The grounds for termination 


• The opportunity to appeal the decision, including instructions that a written appeal request 
with: (i) an explanation of why the provider believes the initial decision is incorrect, and (ii) 
and any and all relevant supporting information and documentation, must be submitted to 
CoventryCares within 20 days of notification of the proposed termination or non-renewal 


• The timeframe for response to an appeal 14 business days 
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• The opportunity for a Fair Hearing within 14 business days after a determination has been 
issued by CoventryCares on the provider’s appeal of the decision 


In the event of a Nevada provider contract termination or non-renewal, CoventryCares shall 
comply with any applicable Nevada required provisions for coverage of continued medical 
treatment for members. 


If CoventryCares has a reasonable basis to believe that the provider may correct the conduct 
giving rise to the notice of termination or non-renewal, CoventryCares may, at its discretion, place 
the provider on probation with corrective action requirements, restrictions, or both as necessary 
to protect patient care. 


 


4.8.13.9 Reporting Requirement 


 There is a mechanism for, and evidence of implementation of, the reporting of serious quality 
deficiencies resulting in suspension or termination of a practitioner, to the appropriate 
authorities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.9. 


The policy on Reporting to Authorities requires the reporting of Final Adverse Actions to the 
state licensing boards and other appropriate authorities, as defined by the National Practitioner 
Data Bank (NPDB), and required by federal legislation. 


The process includes the following: 


• The Medical Director determines presence of reportable action 


• The Medical Director consults with legal department concerning appropriateness of reporting 
practitioner/provider to authorities pursuant to the Health Care Quality Improvement Act of 
1986 


• If the Medical Director and legal department recommend sanctions, notice of that decision 
will immediately be sent to the provider by certified mail. 


• Such notice must include: 


o Statement of the proposed action, e.g., termination of participation 


o Reason for the proposed action 


o Statement that the provider has the right to request a hearing within a specified time 
period but not less than 30 days after the date of the notice 


o A description of the hearing procedure 


• Upon provider/practitioner hearing conclusion, the Medical Director will determine presence 
of reportable action 


• Actions, deemed non-reportable, will be documented thoroughly with provider/practitioner 
monitoring conducted appropriately. Copies of all correspondence will be maintained in the 
practitioner/provider file. 
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• Actions, which are deemed to be reportable, will be forwarded to the National Practitioner 
Data Bank and the appropriate State licensing board within 15 days from the adverse action 
taken. Actions are submitted to the appropriate authorities by the Credentialing Analyst via 
the Internet using the data submission link assigned to the entity, or as otherwise directed by 
the authoritative entity. 


 


4.8.13.10 Provider Dispute Process 


 There is a provider dispute process for instances wherein the Vendor chooses to deny, reduce, 
suspend or terminate a practitioner’s privileges with the Vendor. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.10. 


The QIC has approved an Appeal and Fair Hearing Policy for Provider Contract Termination 
which specifies procedures for terminating the affiliation with physicians, providers, or other 
health professionals in accordance with applicable laws and regulations. This policy allows one 
appeal of a decision that results in a provider’s contract termination or non-renewal from the 
Network, unless law or contract requires a different process. Termination without cause shall 
occur in accordance with the provider’s contract, and unless required within the provider 
agreement, shall not require a mechanism for an appeal or fair hearing. 


Prior to termination or non-renewal, CoventryCares will inform the provider in writing of: 


• The intent to terminate or non-renew, including the effective date of the proposed action 


• The grounds for termination 


• The opportunity to appeal the decision, including instructions that a written appeal request 
with: (i) an explanation of why the provider believes the initial decision is incorrect, and (ii) 
and any and all relevant supporting information and documentation, must be submitted to 
CoventryCares within 20 days of notification of the proposed termination or non-renewal 


• The timeframe for response to an appeal 14 business days 


• The opportunity for a Fair Hearing within 14 business days after a determination has been 
issued by CoventryCares on the provider’s appeal of the decision 


In the event of a Nevada provider contract termination or non-renewal, CoventryCares shall 
comply with any applicable Nevada required provisions for coverage of continued medical 
treatment for members 


If CoventryCares has a reasonable basis to believe that the provider may correct the conduct 
giving rise to the notice of termination or non-renewal, CoventryCares may, at its discretion, place 
the provider on probation with corrective action requirements, restrictions, or both as necessary 
to protect patient care. 
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4.8.14 Standard X: Recipient Rights and Responsibilities  
 The Vendor demonstrates a commitment to treating recipients in a manner that acknowledges 


their rights and responsibilities. 


4.8.14.1 Written Policy on Recipient Rights 


 The Vendor has a written policy that recognizes the following rights of recipients: 


 A. To be treated with respect, and recognition of their dignity and need for privacy; 


 B. To be provided with information about the Vendor, its services, the practitioners providing 
care, and recipients’ rights and responsibilities; 


 C. To be able to choose primary care practitioners, including specialists as their PCP if the 
member has a chronic condition, within the limits of the plan network, including the right to 
refuse care from specific practitioners; 


 D. To participate in decision-making regarding their health care, including the right to refuse 
treatment; 


 E. To pursue resolution of grievances and appeals about the Vendor or care provided; 


 F. To formulate advance directives; 


 G. To have access to his/her medical records in accordance with applicable federal and state 
laws and to request that they be amended or corrected as specified in 45 CFR Part 164;  


 H. To guarantee the member’s right to be free from any form of restraint or seclusion used as a 
means of coercion, discipline, convenience, or retaliation; and 


 I. To receive information on available treatment options and alternatives, presented in a manner 
appropriate to the enrollee’s condition and ability to understand. 


4.8.14.2 Written Policy on Recipient Responsibilities 


 The Vendor has a written policy that addresses members’ responsibility for cooperating with 
those providing health care services. This written policy addresses members’ responsibility for: 


 A. Providing, to the extent possible, information needed by professional staff in caring for the 
recipient; and 


 B. Following instructions and guidelines given by those providing health care services. 


 The Vendor may include additional recipient responsibilities in their member communications 
(such as, the recipient is responsible for being on time for scheduled appointments and 
canceling appointments in a timely manner, the recipient is responsible for reporting fraud 
and/or abuse, etc.). 
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CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14 –.4.8.14.2. 


CoventryCares will meet the requirements in 4.8.14 and 4.8.14.2. The policy for Member Rights 
and Responsibilities contains the following member responsibilities: 


• A responsibility to be considerate and respectful of CoventryCares staff and providers 


• A responsibility to get familiar with your coverage and the rules you must follow to get care 


• A responsibility to keep appointments with diagnostic or treatment staff 


• A responsibility to understand what medications to take 


• A responsibility to supply information (to the extent possible) that the organization and its 
practitioners and providers need in order to provide care 


• A responsibility to follow plans and instructions for care that they have agreed on with their 
practitioners 


• A responsibility to understand their health problems and participate in developing mutually 
agreed upon treatment goals to the degree possible 


• Members have a responsibility (and right) to report instances of suspected fraud and abuse 


• A responsibility to offer constructive criticism to CoventryCares about their health rights and 
responsibilities 


 


4.8.14.3 Communication of Policies to Providers 


 A copy of the Vendor’s policies on recipients’ rights and responsibilities is provided to all 
participating providers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.3. 


Providers will be advised of the Member Rights and Responsibilities Statement in the Provider 
manual, provider communications such as the provider newsletters, and CoventryCares website. 


 


4.8.14.4 Communication of Policies to Recipients 


 Upon enrollment, recipients are provided a written statement that includes information on their 
rights and responsibilities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.4. 


Distribution of the Member Rights and Responsibilities (MRR) Statement will be done primarily 
through the member handbook for new membership at the time of enrollment. Existing 
membership will be annually advised of the MRR Statement through the member newsletter and 
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updated member handbook. Additionally the MRR Statement will be posted on the member 
website. 


 


4.8.14.5 Recipient Grievance and Appeals Procedures 


 The Vendor has a system(s) linked to the IQAP for addressing recipients’ grievances and 
providing recipient appeals. This system includes: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5. 


CoventryCares has a well established grievance and appeals process that meets all regulatory and 
accreditation requirements. The Appeals Committee reports monthly into the Quality 
Improvement Committee. 


 


 A. Procedures for registering and responding to grievances and appeals within 30 days. 
Vendors must establish and monitor standards for timeliness; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.A. 


CoventryCares has detailed grievance and appeal policies and procedures which delineate the 
process to be followed to meet all regulatory and accreditation requirements. Additionally, the 
Appeals and Grievance Department reports timeliness statistics to the Quality Improvement 
Committee each month. 


 


 B. Documentation of the substance of grievances, appeals, and actions taken; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.B. 


The Grievance and Appeals Policy requires the documentation of the decision reached by the 
Appeals Committee for each case. Trends of issues coming from grievances and appeals are then 
presented each month to the Quality Improvement Committee. From those trend reports, 
corrective actions are taken with the ongoing goal to reduce the number of grievances and appeals. 


 


 C. Procedures ensuring a resolution of the grievance and providing the recipient access to the 
State Fair Hearing process for appeals; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.C 
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All acknowledgement letters as well as the determination letters contain member rights to pursue 
the State Fair Hearing process. 


 


 D. Aggregation and analysis of grievance and appeal data and use of the data for quality 
improvement; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.D. 


Aggregate data is reported to the Quality Improvement Committee routinely depicting the types 
of services being appealed, the timeliness of responding to appeals, the volume of appeals, and the 
overturn rate of the initial decision by the Appeals Committee. 


 


 E. Compliance with DHCFP due process and fair hearing policies and procedures specific to 
Nevada Medicaid and Nevada Check Up recipients; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.E. 


CoventryCares is in compliance with Nevada fair hearing policies and procedures. 


 


 F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.F. 


CoventryCares understands and will comply with the requirements set forth in 42 CFR 438 
Subpart F Grievance and Appeals. 


 


4.8.14.6 Recipient Suggestions 


 Opportunity is provided for recipients to offer suggestions for changes in policies and 
procedures. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.6. 


A variety of mechanisms will be utilized to afford the members the opportunity to offer 
suggestions for changes in policies and procedures such as member focus groups, ad-hoc focus 
group meetings in community settings, and feedback provided through member service calls. 
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4.8.14.7 Steps to Assure Accessibility of Services 


 The Vendor takes steps to promote accessibility of services offered to recipients. These steps 
include: 


 A. The points of access to primary care, specialty care and hospital services are identified for 
recipients; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7–A. 


Members will have several avenues to learn of accessibility of services. Those avenues include 
published information in the member handbook, information on the member website, member 
newsletters, and by calling in directly to Customer Service. 


 


 B. At a minimum, recipients are given information about: 


 1. How to obtain services during regular hours of operations; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7.B.–1. 


An example of how members are informed about how to obtain services during regular hours of 
operations comes from the member handbook: 


24-Hour Care 


You will choose a Primary Care Physician (also called a PCP) who can take care of all of your 
health needs, 24 hours a day, every day. You can call your PCP for care anytime, day or night. 
When your PCP is out, he or she will have someone to take his or her place. Your PCP or your 
PCP’s on-call doctor will be able to help you at all hours of the day and night, even on weekends 
and holidays. For routine and urgent care, call your PCP. 


To see your PCP, just call the doctor’s office and make plans for a visit. If you need health care and 
your PCP’s office is closed, you should still call his or her office and tell them you are a 
CoventryCares of Nevada member. Your PCP or someone from his or her office will call you back. 


 


 2. How to obtain emergency and after-hour care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7.B.2 


Members are provided information on how to obtain emergency and after-hour care through the 
following communications: 


• Member handbook 


• Member ID card 
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• MCO Website 


• Member newsletter 


 


 3. How to obtain emergency out-of-service area care; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7.B.3 


The Member Handbook is a source of information for the members on how to obtain emergency 
services both in and out of the area. The following member handbook language is a draft based on 
an existing Coventry Medicaid MCO’s member handbook. 


What is an Emergency? 


Emergency care is care that you need right away. An emergency means your life could be 
threatened or you could be hurt permanently (disabled) if you don’t get care quickly. If you are 
pregnant, it could mean harm to the health of you or your fetus. You do not have to go to a 
CoventryCares of Nevada provider in an emergency. However, if you are in the service area, you 
can only go to a provider who is not in the CoventryCares of Nevada provider network when the 
delay in getting care from a CoventryCares of Nevada provider could reasonably be expected to 
cause your condition to worsen if left unattended. When you are told you need emergency care by 
either your PCP or a CoventryCares of Nevada representative, we will pay for the medical 
screening exam and any other medically necessary emergency services rendered in the hospital 
emergency department. Some examples of an emergency are: 


• Trouble breathing 


• Severe or unusual bleeding 


• Poisoning 


• Convulsions or seizures 


• Broken bones 


• Sudden onset of severe pain 


• Chest pain 


• Any vaginal bleeding in pregnancy 


• Unconsciousness (blacking out) 


• Severe burns 


In the Service Area 


If you have an emergency, you may not have time to call your PCP. If you do have time to call, he 
or she will help you decide what to do. If it is after your doctor’s regular office hours, you should 
call the after hours number for your doctor. Keep this number in a place you can get to quickly 
when you need it. 
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Your PCP or a doctor on call for your PCP can be reached 24 hours a day. If you need an 
ambulance for an emergency, call 911. Ambulance service is only covered when there is an 
emergency or when we have preauthorized it. Hospital emergency departments that are not in the 
CoventryCares of Nevada network should be used only when the delay of a longer travel time to a 
hospital within the CoventryCares of Nevada network could reasonably be expected by a prudent 
layperson to cause the member’s condition to worsen if left unattended. 


If you must stay in the hospital after an emergency, your provider must call us within 24 hours or 
by the end of the next working day if the 24-hour deadline falls on a weekend or legal holiday. 


Outside the Service Area 


If an emergency occurs while you are out of the service area, seek care. If you need to go to a 
hospital, call CoventryCares of Nevada within 24 hours or by the end of the next working day if 
the 24-hour deadline falls on a weekend or legal holiday. You may need to keep getting care while 
you are out of the service area. If so, you must get the visits preauthorized before you go back for 
any follow-up visits. Call CoventryCares of Nevada Customer Service at 1-XXX-XXX-XXX; TDD 
1-XXX-XXX-XXX to tell us what care you need. We can work with you and the health care 
providers to review the care you need for preauthorization. However, we will not preauthorize 
ongoing care out of the service area when you are able to come back to the service area for the care 
you need. 


Show your CoventryCares of Nevada ID card to the health care providers and ask that they file 
the claims with us. In some cases you may be asked to pay for emergency care. 


Post Stabilization Care 


This is medically needed care a member gets after an emergency condition has been stabilized. We 
do not require preauthorization for post stabilization care. 


 


 4. How to obtain the names, qualifications and titles of the professionals who provide and/or are 
responsible for their care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7.B.4 


The Member Handbook provides the members guidance on how to obtain information regarding 
providers by calling Customer Service. 


 


4.8.14.8 Information Requirements 


 A. Recipient information (for example, subscriber brochures, announcements, and handbooks) 
in prose, written at an eighth (8th) grade level, that is readable and easily understood. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.8.A. 
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 B. Written information is available in the prevalent languages of the population groups served. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.8.B. 


CoventryCares will analyze on an annual basis the languages of its member populations. The 
analysis includes language line usage, Census data, and CAHPS survey. Data is analyzed to ensure 
all services are accessible to all members and are provided in a culturally competent manner, 
including those with limited English proficiency or reading skills and those with diverse cultural 
and ethnic backgrounds. Communication between patients and their health care providers is 
essential for ensuring quality health care and developing trusting relationships. It is an important 
component of patient satisfaction, compliance, and outcomes and the lack of language services can 
affect access to health care services as well as preventive care. It is the policy of CoventryCares to 
develop and maintain processes to meet the cultural, ethnic, racial, and linguistic needs and 
preferences of it's membership. The MCO strives to ensure that all services, both clinical and non-
clinical, are accessible to all members and are provided in a culturally competent manner. 


We understand the DHCFP requirement from 4.2.1.16.D1-3, as shown below: 


1. All materials shall be translated when the Vendor is aware that a language is spoken by 
3,000 or 10% (whichever is less) of the Vendor’s members who also have Limited 
English Proficiency (LEP) in that language. 


2. All vital materials shall be translated when the Vendor is aware that a language is 
spoken by 1,000 or 5% (whichever is less) of the Vendor’s members who also have LEP 
in that language.  Vital materials must include, at a minimum, notices for denial, 
reduction, suspension or termination of services, and vital information from the 
member handbook. 


3. All written notices informing members of their right to interpretation and translation 
services in a language shall be translated into the appropriate language when the 
Vendor is aware that 1,000 or 5% (whichever is less) of the Vendor’s members speak 
that language and have LEP. 


All member information will be available in English and in Spanish. Materials are produced to 
meet this requirement. 


 


4.8.14.9 Confidentiality of Patient Information 


 The Vendor acts to ensure that the confidentiality of specified patient information and records is 
protected. The Vendor: 


 A. Has established in writing, and enforced, policies and procedures on confidentiality, including 
confidentiality of medical records; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.– 4.8.14.9.A. 
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CoventryCares has a policy to protect the confidentiality of its members. That policy mandates 
the following: 


All Health Service employees are responsible to preserve the confidentiality of individually-
identifiable health information. For all full-time, temporary, or part-time employees or any 
temporary employees of the Health Services Department (UM, Appeals, Credentialing and 
Quality Improvement), the following Acknowledgement of Confidentiality Policy will be signed 
at initial employment and signed annually thereafter as a reminder of the importance of this policy 
content. This policy is in addition to any confidentiality policies generally applicable to employees 
of Coventry. 


Additionally employees who work from home are required to sign the UM Work at home 
agreement. Employees working from home must comply with Privacy Compliance Program 
including all of the specific privacy policies and procedures prepared in connection with the 
Privacy Compliance Program. In addition employees must also comply with employment policies 
and procedures in accordance with the Coventry Employment Handbook. 


This Confidentiality Policy applies to both member medical information as well as provider 
specific data. Under no circumstances may provider specific data be released to any entity other 
than the providers themselves. Aggregate provider information may be utilized for comparative 
purposes if the pooled information is large enough to protect the identity of the individual 
providers. 


Individually-identifiable health information will be used only for purposes necessary for 
conducting the business of Altius including evaluation activities. Medical records obtained in UM 
are utilized for prior authorization, concurrent review, discharge planning, case management, 
disease management, quality assurance/audits, claims payment, and/or administrative review. 
Medical records obtained in QI are utilized for disease management, quality improvement studies, 
patient education services, data compilation such as HEDIS®, regulatory or accreditation agency 
review, and complaint review. Medical records obtained in Appeals are utilized for processing of 
appeal/grievance requests. Sharing of medical records will be limited to individuals with 
legitimate need to know for the minimum period of time that is necessary to complete the 
business purpose. 


Patient specific medical records are handled in accordance with company policy to assure 
confidentiality and compliance with state and federal guidelines. Consequently, it is policy not to 
disclose medical information except where required by law, or if permitted by law. Pursuant to 
this policy, it is necessary to ensure that such confidential and personal information obtained by 
personnel during the Health Services processes are protected to the highest degree possible. The 
procedures listed below must always be followed unless instructed otherwise by your manager or 
legal counsel. 


Failure to comply with the Privacy Compliance program will result in corrective action up to and 
including immediate termination of employment. 
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 B. Ensures patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside of the 
Vendor;  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.B. 


All provider contracts contain language informing offices of the need to safeguard member 
confidentiality. A routine part of provider office site visits is an assessment of confidentiality 
mechanisms. Complaints received from members are reviewed by the QIC for complaints on 
confidentiality breaches with action taken accordingly. 


 


 C. Shall hold confidential all information obtained by its personnel about recipients related to 
their examination, care and treatment and shall not divulge it without the recipient’s 
authorization, unless: 


 1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


 2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health 
care entities, or to coordinate insurance or other matters pertaining to payment; or 


 3. It is necessary in compelling circumstances to protect the health or safety of an individual. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.C.– 4.8.14.9.C.3. 


CoventryCares will ensure that proper written authorization from the member/individual (or the 
member/individual’s caregiver) will be obtained before CoventryCares may use, disclose, or 
request from another Covered Entity, a member/individual’s PII and/or PHI for any purpose 
except for those that pertain to treatment, payment, health care operations or as otherwise 
permitted by law for which a prior authorization is not required. 


CoventryCares will always act within strict accordance of a valid authorization. CoventryCares 
will make every reasonable effort to not use, disclose or request PII and/or PHI based on an 
authorization that is known to be invalid, expired or revoked. 


Business Need Review – As the necessity of an authorization for the use and/or disclosure of 
PII/PHI should be an infrequent occurrence, it is important to assure that, 1) an authorization is 
required, 2) that the use or disclosure of PII/PHI is necessary for the intended business process 
and 3) the authorization is compliant with state law requirements. 


Examples of uses, disclosures or requests that may require an authorization prior to use and/or 
disclosure include: 


• Marketing purposes – such as the disclosure of PII/PHI to another company for the purpose of 
marketing products or services that are not health-related 


• Research purposes – such as the disclosure of a list of member/individuals having a specific 
illness or disease for the purpose of enrolling them in a research study or program 
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 D. Must report any release of information in response to a court order to the recipient in a timely 
manner; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.D. 


CoventryCares will maintain an Accounting of Disclosures of Protected Health Information, as 
required by federal and state laws, and will provide a report of required accountings of disclosures 
upon request. Each disclosure, for which an accounting must be documented, will include the date 
of the disclosure, what was disclosed, the purpose of the disclosure, the name and address (if 
known) of each person or entity to whom the disclosure was made, and the member to whom the 
PHI pertained. 


Disclosures Requiring an Accounting – All disclosures, except those set forth in the following 
exceptions, must be accounted for in accordance with the Privacy Rule. 


The following require an accounting of disclosure: 


• Disclosures to a health oversight agency, such as MCO audits by regulatory agencies or market 
conduct reviews 


• Disclosures to the Secretary of Health and Human Services to investigate or determine 
compliance with the federal Privacy Rule 


• Disclosures that are required by law; for public health activities; about victims of abuse, 
neglect or domestic violence; for judicial or administrative proceedings; for law enforcement 
purposes and for specialized government functions 


• Inappropriate disclosures, such as explanation of benefits sent to the incorrect provider or 
documents containing Protected Health Information sent to the incorrect fax number 


Note: Ongoing routine disclosures pertaining to the same member, going to the same person or 
entity, may be accounted for once, as long as the frequency, number of disclosures made and date 
of last disclosure are documented. 


Excluded Disclosures – The following disclosures are not required to be documented, and 
therefore, will not be included in an Accounting of Disclosures requested by the member: 


• Disclosures for the purpose of carrying out treatment, payment or health care operations 


• Disclosures to the member of their own PHI 


• Disclosures that were made pursuant to a member’s authorization 


• Disclosures to a personal representative of the member 


• Disclosures to the member’s family, close personal friend or other person identified by the 
member where the member has opted in to such disclosures of information directly relevant to 
such person’s involvement with care or payment 


• Disclosures to notify or assist in notifying the member’s family, close personal friend or other 
person identified by the member where the member has opted in to such disclosures of the 
member’s general medical condition or death 
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• Disclosures for disaster relief purposes 


• Disclosures for national security or intelligence purposes 


• Disclosures to correctional institutions or law enforcement officials having custody of the 
member, if the PHI is necessary for the provision of health care to the member 


• Disclosures made prior to April 14, 2003 


 


 E. May disclose recipient records whether or not authorized by the recipient, to qualified 
personnel, defined as persons or agency representatives who are subject to standards of 
confidentiality that are comparable to those of the State agency. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.E. 


CoventryCares will ensure that proper written authorization from the member/individual (or the 
member/individual’s caregiver) will be obtained before CoventryCares may use, disclose, or 
request from another Covered Entity, a member/individual’s PII and/or PHI for any purpose 
except for those that pertain to treatment, payment, health care operations or as otherwise 
permitted by law for which a prior authorization is not required. 


CoventryCares will always act within strict accordance of a valid authorization. CoventryCares 
will make every reasonable effort to not use, disclose or request PII and/or PHI based on an 
authorization that is known to be invalid, expired, or revoked. 


 


4.8.14.10 Treatment of Minors 


 The Vendor has written policies regarding the treatment of minors. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.10. 


CoventryCares has a policy on the treatment of minors that is in compliance with NRS 129.030. 
Specifically it states: 


• Except as otherwise provided in NRS 450B.525, a minor may give consent for the services 
provided in subsection 2 for himself or herself or for his or her child, if the minor is: 


o Living apart from his or her parents or legal guardian, with or without the consent of the 
parent, parents or legal guardian, and has so lived for a period of at least 4 months; 


o Married or has been married 


o A mother, or has borne a child 


o In a physician’s judgment, in danger of suffering a serious health hazard if health care 
services are not provided 


• Except as otherwise provided in subsection 4 and NRS 450B.525, the consent of the parent or 
parents or the legal guardian of a minor is not necessary for a local or state health officer, board 
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of health, licensed physician or public or private hospital to examine or provide treatment for 
any minor, included within the provisions of subsection 1, who understands the nature and 
purpose of the proposed examination or treatment and its probable outcome, and voluntarily 
requests it. The consent of the minor to examination or treatment pursuant to this subsection 
is not subject to disaffirmance because of minority. 


• A person who treats a minor pursuant to subsection 2 shall, before initiating treatment, make 
prudent and reasonable efforts to obtain the consent of the minor to communicate with his or 
her parent, parents or legal guardian, and shall make a note of such efforts in the record of the 
minor’s care. If the person believes that such efforts would jeopardize treatment necessary to 
the minor’s life or necessary to avoid a serious and immediate threat to the minor’s health, the 
person may omit such efforts and note the reasons for the omission in the record. 


• A minor may not consent to his or her sterilization. 


• In the absence of negligence, no person providing services pursuant to subsection 2 is subject 
to civil or criminal liability for providing those services. 


• The parent, parents or legal guardian of a minor who receives services pursuant to subsection 2 
are not liable for the payment for those services unless the parent, parents or legal guardian has 
consented to such health care services. The provisions of this subsection do not relieve a 
parent, parents or legal guardian from liability for payment for emergency services provided to 
a minor pursuant to NRS 129.040. 


 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 233 


4.8.14.11 Assessment of Recipient Satisfaction 


 The Vendor conducts periodic survey(s) of recipient satisfaction with its services: 


 A. The survey(s) include content on perceived problems in the quality, availability and 
accessibility of care. 


 B. The survey(s) assess at least a sample of: 


  1. All recipients; 


  2. Recipient requests to change practitioners and/or facilities; and 


  3. Disenrollment by recipients. 


 C. As a result of the survey(s), the Vendor: 


  1. Identifies and investigates sources of dissatisfaction;  


  2. Outlines action steps to follow up on the findings; and 


  3. Informs practitioners and providers of assessment results. 


 D. The Vendor re-evaluates the effects of the above activities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.11.– 4.8.14.11.D 


CoventryCares will use the Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
survey to assess members’ perception of the quality of health care and services they receive. 
CoventryCares will monitor multiple data sources to assess member satisfaction with the quality and 
receipt of care including: 


• Tracking and trending of member complaints to include quality of care and service 


• Ongoing review of complaint trends with regard to care access or under-utilization issues 


• Analyzing CAHPS Survey results and identifying areas for improvement in member 
satisfaction with the MCO and providers including cultural needs of the members 


• Analyzing provider satisfaction surveys to ensure provider services support member health 


• Analyzing disease, care and utilization management satisfaction to improve service delivery 
and to evaluate effectiveness of educational materials for members 


Annually, results of the CAHPS survey are made available to providers via the provider website 
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4.8.15 Standard XI: Standards for Availability and Accessibility  
 The Vendor has established standards for access (e.g., to routine, urgent and emergency care; 


telephone appointments; advice; and recipient service lines) and complies with Section 4.5.5 of 
this RFP. Performance on these dimensions of access is assessed against the standards. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.15. 


CoventryCares has established access standards, and compliance with those standards is 
monitored by the Quality Improvement Committee. Compliance to the access standards is 
assessed in a variety of ways. Periodic Secret Shopper calls are made to a sampling of the provider 
network to determine if their appointment availability meets the appointment availability 
standards. Additionally, the reasons for complaint calls to Customer Service are compiled to find 
access issues. Telephone and service lines statistics are compiled monthly for Customer Service 
and Utilization Management and reported to the Quality Improvement Committee. Finally, 
advice line metrics and complaint handling is monitored with the vendor and reported 
periodically to the Quality Improvement Committee. The Quality Improvement Committee 
reviews all of the findings for access to service looking for opportunities for improvement and 
taking action as needed to improve access when the standards are not met. 


4.8.16 Standard XII: Medical Record Standards  
4.8.16.1 Accessibility and Availability of Medical Records 


 A. The Vendor shall include provisions in all provider contracts for HIPAA compliance with 
regard to access to medical records for purposes of quality reviews conducted by the Secretary 
of the United States Department of Health and Human Services (the Secretary), DHCFP, or 
agents thereof. 


 B. Records are available to health care practitioners at each encounter. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.16.– 4.8.16.1. 


The provider contracts and the provider manual for CoventryCares do contain the requirement 
specified in 4.8.16.1. Examples of typical language from the provider manual and the provider 
contracts are demonstrated below. 


Provider Manual Language 


Access to and Copying of Records 
Provider will not bill the member or the MCO for expenses related to copying of medical records 
in the following circumstances: 
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• Used in order for making a determination regarding whether a service is a covered service for 
which payment is due 


• Requested by a state or federal agency, including the Centers for Medicare and Medicaid 


• Used in order to assist the MCOs quality improvement, utilization review and risk 
management programs 


The provider should allow access to all records, books, and papers relating to professional and 
ancillary care provided to members. This includes financial, accounting, and administrative 
records. These documents should be available for photocopying during normal business hours. 


The provider agrees to maintain all member records for services rendered for at least seven years. 


Provider Contract Language: 


 2.9 Access to and Copying of Records. 


 2.9.1 Copies. Except as required by applicable state or federal law, 
Medical Group understands and agrees that neither Coventry, Payor, nor Members shall be 
required to reimburse Medical Group for expenses related to providing copies of patient records 
or documents to any local, State or Federal agency or Coventry or Payor: (i) pursuant to a request 
from any local, State or Federal agency (including, without limitation, the Centers for Medicare 
and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to administration of 
Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk Management Programs, 
including the collection of HEDIS® data; or (iii) in order to assist Coventry or Payor in making a 
determination regarding whether a service is a Covered Service for which payment is due 
hereunder; or (iv) for any other purpose. 


 2.9.2 Access. All records, books, and papers of Medical Group pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Coventry and Payor, its designee and/or authorized State or Federal authorities during Medical 
Group’s normal business hours. Medical Group further agrees that it shall release a Member’s 
medical records to Coventry and Payor as required by law or upon Medical Group’s receipt of a 
Member consent form.  In addition, Medical Group shall allow Coventry and Payor to audit 
Medical Group’s records for payment and claims review purposes. 
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4.8.16.2 Record Keeping 


 Medical records may be on paper or electronic. The Vendor takes steps to promote 
maintenance of medical records in a legible, current, detailed, organized and comprehensive 
manner that permits effective patient care and quality review. Medical records must be 
maintained as follows: 


 A. Medical Record Standards – The Vendor sets standards for medical records. The records 
reflect all aspects of patient care, including ancillary services. These standards shall, at a 
minimum, include requirements for: 


 1. Patient Identification Information – Each page on electronic file in record contains the 
patient’s name or patient ID number; 


 2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, address, 
employer, home and work telephone numbers, and marital status; 


 3. Entry Date – All entries are dated; 


 4. Provider Identification – All entries are identified as to author; 


 5. Legibility – The record is legible to someone other than the writer. A second reviewer should 
evaluate any record judged illegible by one physician reviewer; 


 6. Allergies – Medication allergies and adverse reactions are prominently noted on the record. 
Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location; 


 7. Past Medical History [for patients seen three (3) or more times] – Past medical history is 
easily identified including serious accidents, operations, and illnesses. For children, past 
medical history relates to prenatal care and birth; 


 8. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed 
immunization record or a notation that immunizations are up to date with documentation of 
specific vaccines administered and those received previously (by history); 


 9. Diagnostic information; 


 10. Medication information; 


 11. Identification of Current Problems – Significant illnesses, medical conditions and health 
maintenance concerns are identified in the medical record; 


 12. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and 
substance abuse is present for patients twelve (12) years and over and seen three (3) or more 
times; 


 13. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the 
record. Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s 
initials or other documentation signifying review. Consultation and significantly abnormal lab and 
imaging study results have an explicit notation in the record of follow-up plans;  
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 14. Emergency care; 


 15. Hospital Discharge Summaries – Discharge summaries are included as part of the medical 
record for: 1) all hospital admissions that occur while the patient is enrolled with the Vendor; and 
2) prior admissions as necessary; and 


 16. Advance Directive – For medical records of adults, the medical record documents whether 
or not the individual has executed an advance directive and documents the receipt of 
information about advance directives by the recipient and confirms acknowledgment of the 
option to execute an advance directive. An advance directive is a written instruction such as a 
living will or durable power of attorney for health care relating to the provision of health care 
when the individual is incapacitated. 


 B. Patient Visit Data – Documentation of individual encounters must provide adequate evidence 
of, at a minimum: 


 1. History and Physical Examination – Comprehensive subjective and objective information is 
obtained for the presenting complaints; 


 2. Plan of treatment; 


 3. Diagnostic tests; 


 4. Therapies and other prescribed regimens; 


 5. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up 
care, call or visit. Specific time to return is noted in weeks, months, or PRN (as needed). 
Unresolved problems from previous visits are addressed in subsequent visits; 


 6. Referrals and results thereof; and 


 7. All other aspects of patient care, including ancillary services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.16.2.– 4.8.16.2.B. 


CoventryCares has established medical record documentation standards that meet the 
requirements in 4.8.16.2. 
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4.8.16.3 Record Review Process 


 A. The Vendor has a system (record review process) to assess the content of medical records 
for legibility, organization, completion and conformance to its standards; and 


 B. The record assessment system addresses documentation of some or all of the items listed in 
Section 4.8.14.2, above. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.16.3.– 4.8.16.3.B. 


The attached policy and audit tool is an example of the process utilized to review a sampling of 
practitioners’ medical records as well as the audit criteria. 


Refer to Attachment 11 for our Medical Record Review Policy and Procedure in Tab IX-Other 
Information Material of our submission. 


Refer to Attachment 12 for our Medical Record Review Tool in Tab IX-Other Information 
Material of our submission. 


4.8.17 Standard XIII: Utilization Review 
4.8.17.1 Written Program Description 


 The Vendor has a written utilization review management program description, which includes, at 
a minimum, procedures to evaluate medical necessity, criteria used, information sources and 
the process used to review and approve the provision of medical services.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.– 4.8.17.1. 


Attached is a Utilization Management Program Overview example that depicts a typical UM 
process including criteria and procedures to review medical necessity, information sources and 
the process to evaluate the provision of medical services. 


Refer to Attachment 13 for our Utilization Program Management Overview in Tab IX-Other 
Information Material of our submission. 


 


 


4.8.17.2 Scope 


 The program has mechanisms to detect under-utilization as well as over-utilization. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.2. 
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One of the stated goals in the Utilization Management Program Overview example is to detect 
under-utilization as well as over-utilization. 


CoventryCares’ objective is to use, monitor and modify data collection and reporting systems to 
provide utilization information, which may include, but is not limited to, the over-and under-
utilization, that meets internal needs and external requirements of mandatory and voluntary 
review organizations. 


An under-utilization program is designed to focus on the utilization patterns of the providers 
with members in relation to items such as: authorizations, outpatient referrals, specialist referrals, 
grievances and complaints regarding access, and quality of care. 


Grievance and Appeals Units also perform regular drill-down reviews of all cases to identify 
evidence of grievances related to access. All grievances related to potential quality of care are 
referred to the QI department for investigation according to the established process. The QI 
department reviews and analyzes complaint data. Complaints related to quality of care, access to 
care and inability to obtain referrals is reviewed specifically for incidences related to risk 
providers and is tracked and trended for intervention, when deemed appropriate. 


4.8.17.3 Pre-Authorization and Concurrent Review Requirements 


 For Vendors with pre-authorization or concurrent review programs: 


 A. Pre-authorization and concurrent review decisions are supervised by qualified medical 
professionals; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.–4.8.17.3.A. 


The Utilization Management Program Overview example defines how qualified medical 
professionals supervise the pre-authorization and concurrent review decisions. Specifics from the 
Overview are: 


Vice President Medical Affairs (Dr. Dennis Harston) 
The Chief Executive Officer delegates overall responsibility for the Utilization Management 
Program to the Vice President Medical Affairs, a Board Certified Physician through the American 
Board of Medical Specialties (ABMS), who holds a current, unrestricted medical license (MD or 
DO). 


The Vice President Medical Affairs is directly responsible for all Utilization Management 
decisions based on medical necessity; approves and directs the utilization and quality monitoring 
and evaluation activities including oversight of clinical decision-making aspects; reviews 
unresolved clinical quality of care issues, recommends actions and monitors follow up; provides 
guidance for clinical operational aspects; provides direction for the development and 
implementation of the Medical Services Strategic Plan; researches, assesses and provides a clinical 
determination for requests involving new technologies; has periodic consultation with 
practitioners in the field; and ensures the organizational objective to have qualified clinicians 
accountable to the organization for decisions affecting consumers. 
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Medical Director (Dr. David Harris, Dr. Michael Falvo) 
The Vice President Medical Affairs may delegate clinical review responsibility to the Medical 
Director. The Medical Director makes Utilization Management decisions based on medical 
necessity; may review unresolved clinical quality of care issues; recommends actions and monitors 
follow up; researches, assesses and provides a clinical determination for requests involving new 
technologies; performs other assignments as directed by the Vice President Medical Affairs. 


Physician Advisors/Independent Review Organizations 
The Physician Advisors are participating physicians, who are Board Certified, representing 
different specialties in the community. Their role, as defined by the Vice President Medical 
Affairs, is to advise about generally accepted practice standards in their areas of expertise. They 
may recommend and provide input into Utilization Management policy and procedures; and may 
recommend the development and/or adoption of clinical practice guidelines in their areas of 
expertise, including both preventive and non-preventive guidelines. They may review and 
recommend the development and/or adoption of health management programs relevant to the 
membership needs. 


Independent Review Organizations provide assistance to the Vice President Medical Affairs by 
making peer review decisions on a case-by-case basis. They will review cases specific to their field 
of expertise, and they are reimbursed according to the agreed-upon contracted rate. 


 


 B. Efforts are made to obtain all necessary information, including pertinent clinical information, 
and consult with the treating physician, as necessary; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.B. 


One of the stated goals in the UM Program Overview example is to ensure efforts are made to 
obtain all necessary clinical information to enable a complete and efficient medical review. This 
can include consultation with the ordering or treating physician as indicated. 


 


 C. The reasons for decisions are clearly documented and available to the recipient; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.C. 


All utilization reviews are documented in the electronic utilization management systems, and 
members can obtain information about the determinations by calling Customer Service. 
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 D. The Vendor’s prior authorization policies and procedures must be consistent with provision of 
covered medically necessary medical and dental care in accordance with community standards 
of practice; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.D. 


As stated in the Utilization Management Program Overview, a Medical Advisory Committee is 
active. The members of this Committee are participating physicians, who are Board Certified, 
representing different specialties in the community served. Their role, as defined by the Vice 
President Medical Affairs, is to advise about generally accepted practice standards in their areas of 
expertise. They may recommend and provide input into Utilization Management policy and 
procedures and may recommend the development and/or adoption of clinical practice guidelines 
in their areas of expertise, including both preventive and non-preventive guidelines. They may 
review and recommend the development and/or adoption of health management programs 
relevant to the membership needs. 


 


 E. There are well-publicized and readily available mechanisms for recipient appeals and 
grievances as well as provider disputes. Providers may pursue an appeal on the recipient’s 
behalf with the recipient’s written authorization. The Notice of Action must include a description 
of how to file an appeal; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.E. 


The member handbook, the member website, and an attachment to all notice of action letters 
advise members and physicians of their appeal rights. 


 


 F. Appeal and grievance decisions are made in a timely manner as warranted by the health of 
the enrolled recipient; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.F. 


The Quality Improvement Committee monitors the appeal and grievance turnaround times 
monthly to ensure that all accreditation and regulatory requirements are met. 


 


 G. There are mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction or other measures; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.G. 
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Each month, the Quality Improvement Committee receives and evaluates a report of member 
complaints received. Additionally, a yearly member and provider satisfaction survey is completed, 
reported to the Quality Improvement Committee, and evaluated for opportunities for 
improvement. 


 


 H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, Vendors must ensure that 
compensation to individuals or entities that conduct utilization management activities is not 
structured so as to provide incentives for the individual or entity to deny, limit, or discontinue 
medically necessary services to any member; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.H. 


As stated in the Utilization Management Program Overview, staff who are involved in decision 
processes, including, but not limited to, Medical Directors, Physician Advisors and other 
utilization management staff, will be compensated at the contracted rate or salary based on their 
overall work performance. They are not compensated based on the outcome of individual 
certification decisions or based on the number or type of non-certification decisions rendered. 


 


 I. If the Vendor delegates responsibility for utilization management, it has mechanisms to ensure 
that the delegate meets these standards. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.I. 


The IQAP for CoventryCares specifies: 


CoventryCares may delegate some aspects of Credentialing and Utilization Management, 
according to our delegation policy. However, CoventryCares retains the final denial authority and 
ultimate accountability for any delegated activity. Prior to delegating functions to another entity, 
CoventryCares will conduct a review of the potential contractor’s policies and procedures and 
capacity to perform delegated functions. Performance expectations, methods of oversight, and 
processes for evaluation are contained in delegation agreements between CoventryCares and the 
delegate and in CoventryCares’ policy and procedures. Any delegate is obligated to meet 
minimum performance expectations and maintain those standards throughout the duration of the 
delegated arrangement. In the event a delegate is unable to adequately perform a delegated 
function, CoventryCares may resume performance of that function. At a minimum, an annual 
audit, as well as evaluation of all delegate activities, are conducted and reported to the QIC. 
Corrective action plans are implemented based upon oversight results as deemed necessary by the 
QIC. 


CoventryCares’ CEO retains the right to delegate these functions. Any delegated functions are 
fully described in a required signed written formal delegation agreement between CoventryCares 
and each delegated entity, which includes an effective date. All agreements with delegated 
entities must include the MCO’s right to resume the responsibility for conducting the delegated 
function should the delegated entity fail to meet MCO standards. The delegated entity may not 
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sub-delegate its responsibilities without written approval from CoventryCares. CoventryCares 
retains overall accountability for any delegated functions. 


4.8.18 Standard XIV: Continuity of Care System 
 The Vendor has put a basic system in place, which promotes continuity of care and case 


management. The Vendor must take a comprehensive and collaborative approach to coordinate 
care for the eligible population and conditions as specified by DHCFP through an effective case 
management program, partnerships with primary care physicians and specialists, provider and 
recipient participation, recipient/family outreach and education, and the ability to holistically 
address member’s health care needs. Care coordination must include not only the specific 
diagnosis, but also the complexities of multiple co-morbid conditions, including behavioral 
health, and related issues such as the lack of social or family support. 


4.8.18.1 Vendor must offer and provide case management services which coordinate and monitor the 
care of members with specific diagnosis and/or who require high-cost or extensive services. The 
Vendor’s case management program must include, at a minimum, the following: 


 A. Identification of members who potentially meet the criteria for case management; through 
health risk assessment and tailoring care management programs to the recipients need, 
respecting the role of the recipient to be a decision maker in the care planning process. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.–4.8.18.1.A. 


CoventryCares identifies members for whom we expect intensive management will improve 
quality of care and reduce inappropriate use of medical care. 


The Case Management (CM) program is not a treatment plan. Medical treatments are determined 
solely by the member’s physician. The program is designed to engage, educate and empower 
members to take ownership for their health care. 


The CM program offers special assistance to members with serious and complex, long-term 
medical needs and promotes quality of care to reduce the likelihood of extended, more costly 
health care. It provides a method for ensuring that health care for members is improved while 
medical costs are managed to the appropriate level. 


Our CM program proactively identifies members at risk for worsening of an existing illness or 
disability. Our Case Managers focus on the continuum of care, addressing the health care needs of 
the member/caregiver, and stressing medically appropriate care and member/caregiver 
involvement in the health care process. Those members whose health care needs require, or are 
expected to require, extensive use of specific medical resources are assessed for enrollment in the 
CM program. 


We use multiple sources to identify members for referral to case management. Our predictive 
modeling Care Management Tool (CMT) and Clinical Rules Engine (CRE) routinely mine medical 
and pharmacy claims utilizing clinical algorithms to identify members for disease management 
and the case management programs. 
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Other referral sources include, but are not limited to: 


• Prospective referrals from members 


• Providers 


• MCO employees 


• Transition of care forms 


• Completed health risk assessments (HRAs) 


These sources may identify members before claims have been incurred. 


CoventryCares will screen all new members using an age-appropriate Health Risk Assessment 
(HRA) questionnaire. Our comprehensive screening program will identify those members with 
case management needs as well as those who may be in need of preventative services. HRAs are 
conducted telephonically or in-person, unless a member requests a copy be sent to them via mail. 
A telephonic approach allows the screener to conduct assessments on all eligible members within 
the household during one telephone call. Members can also complete an HRA online via a secured 
link on our Web site. Members who answer affirmative to any question flagging them as potential 
high risk will be referred to our Case Manager for a more in-depth assessment. It is during this 
process that our Case Manager, along with the member, determines the member’s needs and 
begins to develop the comprehensive case plan. 


 


 B. Assessment of the health condition for members with a positive screen. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.B. 


Case managers have a variety of standardized assessment forms to assist them in the evaluation of 
the member’s needs and barriers to achieving optimal health outcomes. The assessment tools 
incorporate nationally recognized standards of care and are specific to the member’s health 
condition or situation. 


 


 C. Notification to the members PCP of the member’s enrollment in the Vendor’s case 
management program; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.C. 


Case Managers notify the PCP of the member’s enrollment in Case Management during the Case 
Plan Review and Comment process. 
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 D. Development and implementation of a care treatment plan for members in case management 
based on the assessment which includes: 


 1. Member and PCP participation in both development and implementation phases of the care 
treatment plan; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.D - 4.8.18.1.D.1. 


The Case Manager works in conjunction with the member/caregiver and primary care provider to 
develop a member-centric case plan to address knowledge deficits and barriers to care. Next, the 
Case Manager develops and prioritizes goals and relevant interventions to implement the case 
plan. Periodically, the Case Manager contacts the member to monitor progress and updates the 
case plan as appropriate. Finally, the Case Manager documents all steps of the case management 
process including interactions, interventions and outcomes. 


 


 2. Coordination of care and communication between the member, PCP, and other service 
providers and Case Managers; and  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.D.2. 


The Case Manager coordinates all of the member’s needs in conjunction with the 
member/caregiver, primary care provider and case management team including: 


• Education regarding his or her disease or condition, treatment plan, preventive health care, 
standards of care, medications and benefits 


• Completion of additional assessments, if warranted 


• Collaboration with the member and his or her medical home to facilitate compliance with the 
treatment plan 


• Case planning to achieve optimal outcomes 


• Coordination of services within the health care continuum including community resources 


• Assistance in scheduling appointments and transportation 


• Selecting or changing his or her primary care provider 


• Monitoring progress towards goals 
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 3. Coordination with State and county agencies, as appropriate, [e.g., the Aging and Disability 
Services Division; Division of Child & Family Services; Governor’s Office of Consumer Health 
Assistance (CHA); Office of Disability Services; http://govcha.state.nv.us/Health Division; Mental 
Health and Developmental Services Division (MHDS); Division of Welfare and Supportive 
Services; and Substance Abuse Prevention and Treatment Agency (SAPTA)], as well as other 
public assistance programs, such as the Women, Infant, Children (WIC) program; teen 
pregnancy programs; parenting programs; and, Child Welfare programs. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.D.3. 


CoventryCares will keep a current listing of appropriate community resources and state and 
county agencies available for members. The Case Managers and Social Workers will be provided 
this information as part of their ongoing training to ensure coordination with all community 
resources in meeting the member’s needs.  


4.8.18.2 The following components should be incorporated into the Vendor case management program:  


 A. Identification 


 Vendor must have mechanisms in place to identify members potentially eligible for case 
management services. These mechanisms must include an administrative data review (e.g. 
diagnosis, cost threshold, and/or service utilization) and may also include telephone interviews; 
mail surveys; provider/self referrals; or home visits. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2 - 4.8.18.2.A. 


CoventryCares uses multiple sources to identify members for case management referral, including, 
but not limited to: 


• Prospective referrals from members, providers, MCO employees, transition of care forms, and 
completed health risk assessments (HRA). These sources may identify members before claims 
have been incurred. 


• Our predictive modeling Care Management Tool (CMT) and Clinical Rules Engine (CRE) 
routinely mine medical and pharmacy claims utilizing clinical algorithms to identify members 
for disease management and the case management programs. 


 B. Assessment 


 The Vendor must arrange for or conduct an initial comprehensive assessment of new members, 
to confirm the results of a positive identification and to determine the need for case 
management services within 90 days of enrollment. Face-to-face assessments shall be 
conducted, as necessary. The goals of the assessment are to identify the member’s existing 
and/or potential health care needs and assess the member’s need of case management 
services. 


 The comprehensive assessment must evaluate the member’s physical health, behavioral 
health, co-morbid conditions, and psycho-social, environmental, and community support needs. 



http://govcha.state.nv.us/Health
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The assessment must be completed by a physician, physician assistant, RN, LPN, licensed 
social worker, or a graduate of a two-or four-year allied health program. If the assessment is 
completed by another medical professional, there should be oversight and monitoring by either 
a registered nurse or physician. 


 Furthermore, the Vendor must provide information to the members and their PCPs that they 
have been identified as meeting the criteria for case management, including their enrollment 
into case management services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.B. 


Case Managers have a variety of standardized assessment tools to evaluate the member’s needs 
and barriers to achieving optimal health outcomes. Specific to the member’s health condition, the 
assessment tools incorporate nationally-recognized standards of care. 


After completing a brief initial assessment, the Case Manager reviews any existing claims history, 
HRA, transition of care forms, and may visit with the member/caregiver and/or provider to 
identify if the member could benefit from enrollment in the case management program. After the 
initial assessment, if the member enters the Case Management Program, the Case Manager 
completes a comprehensive assessment specific to the member.  


Program activities include: 


• Stratification for intervention – If enrolled in the program, the Case Manager will stratify the 
member based upon the severity of  his or her condition, needs, probability of acute care 
admission, and projection of future costs. The level of stratification (low, moderate, high) 
drives the frequency of initial and ongoing outreach interactions. 


• Case planning – The Case Manager works in conjunction with the member/caregiver and 
primary care provider to develop a member-centric case plan to address knowledge deficits 
and barriers to care. 


Care plan development and goal- setting must include member participation and agreement. 
Reassessment is important to determine graduation from case management. It is periodically 
conducted to assess completion of goals after an Emergency Department visit or hospitalization as 
a result of psychosocial changes. 


 C. Prioritize Care Needs of the Member 


 The Vendor must develop methods to synthesize assessment information to prioritize care 
needs and develop treatment plans. Once the members care needs have been identified, the 
Vendor must, at a minimum: 


 1. Develop a care treatment plan (as described below); 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.18.2.C. - 4.8.18.2.C.1. 


The Case Manager develops and prioritizes goals and relevant interventions to implement the case 
plan for the member. 
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 2. Implement member-level interventions;  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.C.2. 


The care treatment plan contains member–level interventions in the form of specific goals to be 
met. 


 


 3. Continuously monitor the progress of the patient; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.C.3. 


After the Case Manager develops and prioritizes goals and relevant interventions to implement 
the case plan, the Case Manager periodically reaches out to the member to monitor progress and 
updates the case plan as appropriate. 


 


 4. Identify gaps between care recommended and actual care provided, and propose and 
implement interventions to address the gaps; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.C.4. 


The purpose of the periodic assessment with the member is to  


• Identify progress in meeting goals 


• Identify gaps in recommended care and actual care provided 


• Revise the goals and treatment plan to address gaps 


 5. Re-evaluate the member’s care needs and adjust the level of case management services 
accordingly. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.C.5. 


The periodic reassessments result in adjustments to the care treatment plan and the level of case 
management services needed. 


 


 D. Care Treatment Plan 


 Based on the assessment, the Vendor must assure and coordinate the placement of the 
member into case management and development of a care treatment plan within 90 days of 
membership. The care treatment plan as defined by DHCFP is the one developed by the 
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Vendor. The member and the member's PCP must be actively involved in the development of 
the care treatment plan. The designated PCP is the physician who will manage and coordinate 
the overall care for the member. Ongoing communication regarding the status of the care 
treatment plan may be accomplished between the Vendor and the PCP’s designee (i.e. qualified 
health professional). Revisions to the clinical portion of the care treatment plan should be 
completed in consultation with the PCP. 


 The Vendor must arrange or provide for professional care management services that are 
performed collaboratively by a team of professionals (which may include physicians, physician 
assistants, nurses, specialists, pediatricians, pharmacists, behavior health specialists, and/or 
social workers) appropriate for the member’s condition and health care needs. 


 The care treatment plan should reflect the member’s primary medical diagnosis and health 
condition, any co-morbidity, and the member’s psychological and community support needs. At 
a minimum, the Vendor’s physical health Case Manager must attempt to coordinate care with 
the member’s Case Manager from other health systems, including behavioral health. The care 
treatment plan must also include specific provisions for periodic reviews of the member’s 
condition and appropriate updates to the plan. 


 Vendor must honor ongoing care treatment plans, as medically necessary, for members 
transferred into the Vendor’s plan from another Medicaid Vendor, a State-designated HIX plan 
or any other existing care treatment plans. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.D. 


Our care plans meet the requirements specified in section 4.8.18.D.  


 


 E. Designation of PCP 


 For members with case management needs, the designated PCP is the physician who will 
manage and coordinate the overall care for the member. See Section 4.2.1.8 for other PCP 
designation requirements. In addition, the Vendor will facilitate the coordination of the members 
care and ensure communications between the member, PCP, and other service providers and 
Case Managers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.E. 


The PCP plays an integral role in the management and care coordination activities of the 
CoventryCares member enrolled in Case Management.  


The PCP is responsible for developing and maintaining the treatment plan for the member. Our 
Case Manager develops the case management plan around this treatment plan, in concert with the 
PCP, any other treatment providers and the member. Long and short-term, prioritized goals are 
developed specific to the member’s and/or caregiver’s needs and preferences. Ongoing evaluation 
of the case management plan is accomplished through frequent communication with the member, 
caregivers, family and all members of the care team. Interim reassessments or new assessments 
may be done to evaluate progress or evaluate new conditions or situations that may arise. The case 
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management plan is modified as needed. Goals are updated and appropriate interventions are 
planned. Any changes to the case plan are communicated in writing to the member, the PCP and 
other service providers. 


CoventryCares will allow a specialist or State-operated clinic to act as the member’s PCP when 
need is identified in accordance with section 4.2.1.8. 


 


4.8.18.3 Case Management Program Staffing 


 The Vendor must identify the staff that will be involved in the operations of the case 
management program, including but not limited to: Case Manager supervisors, Case Managers, 
and administrative support staff. The Vendor must identify the role/functions of each case 
management staff member as well as the required educational requirements, clinical licensure 
standards, certification and relevant experience with case management standards and/or 
activities. Furthermore, the Vendor must provide Case Manager staff/member ratios based on 
the member risk stratification and different levels of care being provided to members. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.3. 


CoventryCares is committed to providing cultural and linguistic appropriate services to all 
members. Staffing for Case Management for CoventryCares will be based upon membership, 
member risk stratification and specialty program needs in accordance to ratios for 100,000 
members. The Case Management Department at CoventryCares will be staffed with the following 
positions. 


Manager of Case Management 
The Manager of Case Management is responsible for the daily management of the health services 
area of Complex Case Management. This position serves in an active managerial role in the 
development, implementation, and evaluation of the case management process. Job specifications 
include: 


• Registered nurse with current state RN license. Bachelor’s degree preferred 


• Case management certification required 


• Previous experience (usually 5+ years) in case management 


• Significant experience (usually 3+ years) clinical experience 


• Previous experience (usually 3+ years) managerial experience 


Supervisor of Case Management 
The Supervisor of Case Management is responsible for the daily supervision of the Complex Case 
Management team. Serves in an active managerial role in the development, implementation, and 
evaluation of the utilization management process. Job specifications include: 


• Registered nurse with current state RN license 
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• Case management certification required 


• Bachelor’s degree or equivalent experience preferred 


• Significant experience (usually 2+ years) in utilization management 


• Significant experience (usually 3+ years) clinical experience 


• Previous experience (usually 2+ years) supervisory experience 


Social Workers 
The Social Workers function as the central coordinator of care for members identified as having 
long-term rehabilitation needs as a result of catastrophic illness. Responsible for implementing 
and coordinating all case management activities relating to catastrophic cases including 
consultant referrals, home care visits, use of community resources and alternative levels of care. 
Provides psychosocial interventions through resource identification, program development and 
other means. Interventions provided for members in complex caseload as well as to the 
membership in conjunction with the Utilization Management/Complex Case Management team. 
Job specifications include: 


• Master’s degree in Social Work from an accredited school of social work required. LSW 
preferred 


• Minimum of two years experience in medical social work. Thorough knowledge of casework 
and group work principles, practices, and methodology. Extensive knowledge of community 
resources. 


• Considerable knowledge of individual and group behavior and inter-relationships among 
social, economic, psychological, and physical factors 


• Considerable knowledge of the regulations, standards, and policies which relate to social work 
practice 


• Ability to work effectively with members, families, and others to enhance psychosocial 
adjustment to illness and injury 


• Ability to analyze, interpret and evaluate a member’s clinical status and recommend an 
appropriate course of action based on professional perspective 


Case Managers 
Case Managers function as the central coordinator of care for members identified as having 
chronic disease processes or for members in select physician practices. Responsible for 
implementing and coordinating all case management activities relating to catastrophic cases and 
chronically ill members including consultant referrals, home care visits, use of community 
resources, and alternative levels of care. May be responsible for developing and executing 
implementation plans with a physician practice to coordinate all case management activities. May 
use computer-based systems to review medical experience of members and interact with plan 
staff. This position may specialize within a disease area. Job specifications include: 


• Registered nurse with current state RN license. Bachelor’s degree preferred 
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• Case management certification preferred 


• Previous experience (usually 1+ years) in case management 


• Significant experience (usually 3+ years) clinical experience 


• Utilization management experience and knowledge of community resources preferred 


• Experience with using computer systems as part of the clinical activity 


A general staffing model is presented in Figure 40 below (based upon an assumption of 100,000 
members). However, these numbers would need to be adjusted upon member enrollment, need 
determination and risk stratification. 


Figure 40: General Staffing Model 


Area Job Title FTEs 


Administration VP/Director, Health Services 0 


Administrative Assistant 1 


Social Workers 2 


Complex Case Mgrs/Condition Mgmt Nurses 12 


Supervisors 3 


CM 


UM Director—Health Services 1 


NICU NICU Case Manager 2 


HROB High Risk OB Nurse Case Manager 6 


 


4.8.18.4 Case Management Conditions 


 The Vendor must, at a minimum, provide case management to members with the following 
clinical and behavioral health conditions:  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4. 


The following programs will be deployed for members of CoventryCares. 


• Congestive Heart Failure (CHF) 


• Coronary Artery Disease (CAD) 


• Hypertension (HTN) 


• Diabetes 


• Chronic Obstructive Pulmonary Disease (COPD) 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 253 


• Asthma 


Medical Program Overview 
CoventryCares manages members with chronic medical conditions such as diabetes, including co-
morbid conditions, through comprehensive and integrated case management programs that 
incorporate: 


• Disease Management 


• Case Management 


• Chronic Care Management 


• Coordination/Transition of Care 


Each of CoventryCares clinical programs are designed to improve the quality of life and decrease 
health care costs for individuals with chronic conditions. The fundamental tenets of all of our care 
programs include: empowering our members; promoting strong linkage to the member’s medical 
home; and adherence to case plans and evidence-based guidelines. 


Disease Management 
Coventry and CoventryCares use evidence-based clinical practice guidelines along with medical 
and scientific evidence based reviews as the foundations for all disease management programs. 
Guidelines are selected by professional organizations and are reviewed annually for relevance and 
accuracy. National guideline clearinghouses are searched annually to ensure the most relevant 
current guidelines are used for our programs. Off-cycle review is conducted as indicated for any 
urgent new recommendations. Providers can access the evidence-based clinical guidelines used in 
the disease management programs via the provider portal website. 


Disease Management is a population-based approach to managing members with chronic illness. 
Members with a specific disease/condition are identified through a variety of methods including 
claims data, pharmacy data, hospitalizations, Health Risk Assessment (HRA) data, and referrals. 
Our Care Management Tool (CMT) can effectively mine multiple sources of data to identify and 
refer members that are potential candidates for our Disease Management programs. The level of 
intervention is then based on risk stratification as follows. 


The Disease Management Program focuses on diseases/conditions that are representative of high 
volume, high risk, or high cost for the Health Plan. Those members at high risk requiring 
individualized management are referred to the Health Plan’s Complex Case Management 
Program. Moderate risk and low risk members receive educational mailings, outbound welcome 
calls for newly identified members, outbound calls for knowledge assessments and education, and 
unlimited inbound calls, educational mailings, reminder calls for gaps in care, and reminder post 
cards. 


The goals of the Disease Management Program are to improve the members’ health care outcomes, 
reduce morbidity and mortality, and reduce overall health costs. Coventry and CoventryCares 
work with members and physicians to achieve the following goals: 


• Educate and empower members towards self-management 
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• Educate and support physicians through evidenced-based guidelines 


• Educate on the prevention of acute events due to identified disease management condition 


Members are identified for the programs by the CoventryCares clinical rules engine and our Case 
Management Tool which mines claims data (medical and pharmacy) and Health Risk Assessment 
data to identify members with the selected chronic conditions. Members are then flagged in 
Navigator Care, our case management system, and contacted to encourage enrollment into the 
appropriate disease management program(s). Members with more than one condition (co-
morbids) will be enrolled, with the member’s permission, in all applicable programs. Members are 
also stratified as high, moderate or low risk based upon clinical algorithms which drive the level of 
outreach intervention.  


Stratifying Members According to Risk Level 
CoventryCares’ disease management programs are based on providing targeted interventions 
according to a member’s risk level. Using claims data, the members are identified and stratified 
into three risk levels: high, moderate and low. Stratification occurs at identification and then 
quarterly on-cycle using original stratification rules. Clinical claims stratification is as follows: 


• High Risk– members with two emergency department or inpatient events within the past six 
months 


• Moderate Risk– members with one emergency department or inpatient event within the past 
six months or a co-morbidity of diabetes 


• Low Risk– all members not at high or moderate risk 


The disease management interventions are stratified as shown in Figure 41: 


Figure 41: Disease Management Interventions by Stratification Levels 


Program Low Risk Moderate Risk High Risk 


Disease 
Management 
Chronic 
Condition 


• New Member 
Packet 


• Quarterly 
educational 
mailings 


• Case management 
(minimal to 
moderate 
intervention) 


• Bi-annual 
indicator letters 
for gaps in care 


• Outbound calls—
for new members 


• All Low-Risk 
interventions, plus 


o Case management 
(moderate 
intervention) 


o Outbound calls— 
for new members 
and gaps in care 


• All Moderate-Risk 
interventions, plus 


o Intensive case 
management 
(high 
intervention) 
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Members enrolled in programs are contacted to educate them about their disease/condition, 
explain the importance of regular office visits and compliance with condition-specific standards 
of care, and educate them regarding diet and exercise to improve overall health status. New 
members receive a welcome kit that includes a welcome letter explaining the program, and a 
brochure that includes condition-specific educational materials. 


Members will receive quarterly educational mailings specific or relevant to their disease condition. 
If a member has more than one chronic disease or condition (co-morbid), they will be enrolled in 
all applicable programs and receive welcome kits/mailings relevant to all programs. All 
educational materials sent to members are written at a sixth-grade reading level or lower. 


In addition to the mailings described above, members stratified as moderate or high-risk also 
receive targeted indicator letters reminding them to obtain important tests or to visit their 
treating physicians. For diabetes, all members regardless of risk level are sent the targeted 
indicator letter for missed services. These targeted interventions are based on evidence-based 
clinical guidelines and are mailed every six months to members who are missing one or more of 
the indicators according to claims data. 


Additional information and resources are available to our members on the CoventryCares website 
and through the online wellness programs. For members without access to a computer, the Case 
Manager prints and mails relevant materials to the member as needed. 


 


 A. Congestive Heart Failure (CHF); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.A. 


Heart Failure 
The CoventryCares Heart Failure Program consists of a multidisciplinary team working with our 
Medicaid members and physician providers to achieve the goals of improving the member’s 
quality of life and reduce avoidable medical events. The program employs state-of-the-art 
technology and a collaborative approach to achieve success. The team involves the member, any 
caregivers or family involved, the member’s physician and other ancillary providers, Medical 
Directors, Case Managers, pharmacists, social workers and the management and administrative 
team. 


The program has been structured to provide targeted education that will increase compliance 
with the member’s physician-prescribed treatment plan. The evidence-based treatment plan is 
tailored to improve compliance with screenings, tests and vaccinations as prescribed by the 
physician. The program involves the management of members by a Case Manager (CM). 


The Program Director/Medical Director serves as a subject matter expert and provides leadership 
to the team. The Program Director/Medical Director acts as the final decision-maker on member 
selection for enrollment, a liaison between the program and providers, and leader in the 
coordination of all program activities. 


The CM maintains a caseload of members identified for program participation; educates and 
manages members to an optimal state of wellness, and acts as a member advocate. In addition, the 
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CM plays a critical role in communication with providers. The CM is responsible for engaging all 
members of the care team including the member, the member’s family and/or caregiver, the 
treating physician and any ancillary providers, Medical Director, pharmacists, social worker and 
behavioral health team as appropriate. 


In addition, using just-in-time technology, the program is targeted at improving the timeliness of 
this care. In achieving compliance with and timeliness of the treatment plan, the member will have 
fewer inpatient admissions, emergency department visits and other complications of chronic 
illness, have an overall improvement in his/her state of well-being, and thus have a higher quality 
of life. Additional benefits of treatment plan compliance include the reduction in health care costs, 
including a reduction in avoidable inpatient admissions and emergency department visits, and 
possibly a delay in the progression of the disease. 


Program Health Benefits 
The program is designed to enhance member outcomes via focus on enhanced care coordination, 
disease education using techniques focused on the member’s activation level, pharmacy 
management, socioeconomic obstacle management, prevention and wellness activities and co-
morbidity management in the Medicaid population. In addition, encouragement of utilization of 
highly effective adjuncts, such as Pulmonary Rehabilitation, are felt to be critical to these 
outcomes. 


The program has been structured to provide targeted education to  increase compliance with the 
member’s physician-prescribed treatment plan. In achieving compliance with the treatment plan, 
members gain improved condition-specific knowledge. Through compliance with treatment 
plans, members experience: 


• Fewer inpatient admissions, Emergency Department visits, and other complications of chronic 
illness 


• An overall improvement in their state of well-being, and higher quality of life 


Program Cost Benefits 
The success of the program will be determined by the results of financial, utilization and clinical 
outcomes. The goal of the CoventryCares Heart Failure Condition Management programs is to: 


• Improve the member’s quality of life 


• Reduce avoidable medical events, especially emergency department visits and inpatient 
admissions, which improves overall treatment compliance 


• Reduce overall medical costs 


In addition, the program will focus on activities targeted at improving HEDIS® measures. 


Recent program data has revealed a 30% reduction in heart failure-related hospital re-admissions 
at 60 days. In addition, there was a 12% increase in the member PCP visits indicating a more 
appropriate use of outpatient services. Outcomes data shows a 65% reduction in inpatient admits, 
24% reduction in the 30-day re-admit rate, and total medical spending reduction of 16% with an 
increase in total pharmacy spending. 
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 B. Coronary Arterial Disease (CAD); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.B. 


Coronary Artery Disease Management 
CoventryCares recognizes the significant burden of cardiovascular disease. CoventryCares 
developed a program that provides ongoing, comprehensive case management to members with 
coronary artery disease (CAD) that increases the member’s awareness of his or her condition and 
the value of its treatment and self-management. With proper education and self-care, members 
with CAD can prevent or control related complications and lead healthier lives. 


Program Goals 
CoventryCares works with our members and physicians to achieve the following coronary disease 
management program goals: 


• Moving members towards self-management 


• Supporting physicians through evidence-based guidelines 


• Preventing acute events due to CAD 


Case management services are provided to all members with CAD. All members with the 
condition are identified and are included in the program. They are given information about how to 
opt-out, if they choose. 


Informing and Educating Providers 
Providers who care for CoventryCares’ members are provided information about the CAD Disease 
Management Program. This program information is either mailed or made available to them 
through our Web site. 


Identifying Members 
All members age 18 and older with a diagnosis of CAD in the past 12 months are included in the 
program. Members are identified on a daily basis from a variety of sources including: 


• Medical Claims 


• Inpatient Referral 


• Staff Identification (CSO, concurrent review nurses) 


• 24-hour Nurse Line 


• Member Self-identification (including HRAs) 
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Clinical Guidelines 
The clinical guidelines for the program are based on those developed by the American Heart 
Association and the National Heart, Lung and Blood Institute. In addition to routine preventive 
and follow-up care, all CoventryCares’ members identified with CAD have the following 
screening and preventive services: 


• Documented Angiotensin Converting Enzyme (ACE Inhibitor) or Angiotensin II Receptor 
Blockers (ARB) 


• Documented Beta Blocker use 


• Cholesterol testing annually with an LDL<100 and reduction to less than 70 or high dose statin 
therapy 


• Annual provider visit 


• Annual influenza vaccination, as well as a pneumococcal vaccination at least once in a lifetime. 
Revaccination is recommended for those older than 64 if the pneumococcal vaccine was 
administered more than five years prior. 


• Advice on aspirin use 


• Advice to quit smoking 


Targeted Interventions by Risk Level 
Interventions are chosen based on their ability to impact behavior and are targeted to members by 
risk level. Research has shown that the more targeted or directed the message/intervention is to 
the member, the greater the influence on the member’s behavior. CoventryCares’ model for 
disease management provides case management for those at the highest risk for CAD 
complications, targeted mailings to those at moderate risk, and reminders and general education 
to all members. 


Newly identified members with CAD receive a Welcome Call and a Welcome Kit that contains: 


• Welcome letter 


• CAD action plan 


• CAD brochure 


All members with CAD receive quarterly educational mailings that include: 


• CAD action plan 


• General health information regarding CAD 


• Smoking cessation information 


• Information on the importance of flu and pneumonia vaccines 


Members at moderate risk (in addition to the above interventions) who have not completed all of 
the clinical measures receive an indicator letter (e.g., no claim for cholesterol test, or no annual 
visit to provider). 
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In addition to the above interventions, the following is done for all high risk members enrolled in 
case management: 


• Conduct CAD assessment in Navigator Care 


• Provide case management and follow the guidelines for co-morbidities 


• If the member has co-morbidities managed through another program, they will receive 
reminders regarding necessary tests and services 


• Review and educate the member about the medications taken 


• Coordinate care with the cardiologist 


• Send additional educational materials to the member, if necessary 


• Remind members about the importance of receiving pneumonia and flu vaccines 


The program has produced incremental improvements in the Coventry Medicaid population with 
CAD, specifically in the areas of medication adherence and compliance with recommended 
laboratory testing. Figure 42 shows annual LDL screening outcomes. 


Figure 42: Outcome Measures for Annual Low-density Lipoprotein (LDL) 


  2010 2011 


Active Members 2,025 3,820 


Compliant Population 1,183 2,380 


Non-Compliant Population 842 1,440 


A
N


N
U


A
L 
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Compliance % 58.4% 62.3% 


 


C. Hypertension (excluding Mild Hypertension); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.C. 


CoventryCares’ Hypertension Case Management Program is designed to improve quality of life 
and manage costs for hypertensive members. Members are stratified based on disease severity: low 
risk, moderate risk, or high risk tiers. 


At every tier, the case management interventions include the following initiatives: 


• Measure weight, waist circumference and blood pressure 


• Follow laboratory measures 


• Counsel regarding lifestyle behaviors 


• Real-time communication with medical home, as needs arise 


• Referral to community resources 
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In addition to traditional Case Management for hypertension members, CoventryCares uses a 
multi-faceted approach to managing members with chronic health and/or co-morbid conditions 
such as hypertension. Our integrated disease management (DM) and innovative case management 
(CM) and condition management programs (CMP) allow us to identify and intervene utilizing 
nationally recognized standards of care. 


 


 D. Diabetes; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.D. 


CoventryCares’ Diabetes Case Management Program is designed to improve quality of life and 
manage costs for diabetic members. Members are stratified based on disease severity: low risk, 
moderate risk, or high risk tiers. 


At every tier, the case management interventions focus on the following initiatives: 


• Measure weight, waist circumference and blood pressure 


• Follow laboratory measures, including Hemoglobin AIC 


• Counsel regarding lifestyle behaviors 


• Real-time communication with medical home, as needs arise 


• Referral to community resources 


In addition to traditional Case Management for diabetic members, CoventryCares uses a multi-
faceted approach to managing members with chronic health and/or co-morbid conditions such as 
diabetes. Our integrated disease management (DM) and innovative case management (CM) and 
condition management programs (CMP) allow us to identify and intervene utilizing nationally 
recognized standards of care. 


Targeted Interventions by Risk Level 
Interventions are chosen based on their ability to impact behavior and are targeted to members by 
risk level. Research has shown that the more targeted or directed the message/intervention is to 
the member, the greater the influence on the member’s behavior. CoventryCares model for disease 
management provides case management for those at the highest risk for Diabetes complications, 
targeted mailings to those at moderate risk, and reminders and general education to all members. 


Newly identified members with Diabetes receive a Welcome Call and a Welcome Kit that 
contains: 


• Welcome letter 


• Diabetes action plan 


• Diabetes brochure 


All members with Diabetes receive quarterly educational mailings that include: 


• Diabetes action plan 
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• General health information regarding smoking cessation information 


• Information on the importance of flu and pneumonia vaccines 


Members at moderate risk (in addition to the above interventions) who have not completed all of 
the clinical measures receive an indicator letter (e.g., no claim for cholesterol test, or no annual 
visit to provider). 


In addition to the above interventions, the following is done for all high risk members enrolled in 
case management: 


• Conduct Diabetes assessment in Navigator Care 


• Provide case management and follow the guidelines for co-morbidities 


• If the member has co-morbidities managed through another program, they will receive 
reminders regarding necessary tests and services 


• Review and educate the member about the medications taken 


• Coordinate care with the physician 


• Send additional educational materials to the member, if necessary 


• Remind members about the importance of receiving pneumonia and flu vaccines 


CoventryCares ’s Diabetes Disease Management Program is also designed to improve quality of 
life and manage costs for diabetic members. 


The clinical guidelines for the program are based on those developed by the American Diabetes 
Association. All Coventry Health Care members identified as having diabetes should have, in 
addition to routine preventive and follow-up care, the following screening and preventive 
services: 


• Documented medication compliance: oral anti-diabetic or insulin 


• Documented HbA1c twice yearly if meeting treatment goals or four times yearly if not meeting 
goals or if there is a change in treatment 


• Annual comprehensive dilated eye exam for adults and children 10 years and older, with type 2 
diabetes, beginning at diagnosis and then annually thereafter 


• Foot exam at least annually 


• Microalbumin/Creatine ratio: <30mg/g 


• Annual lipid profile with LDL<100mg 


• Annual influenza vaccination, as well as a pneumococcal vaccination for all members greater 
than two years of age at least once in a lifetime. Revaccination is recommended for those > 64 
if the pneumococcal vaccine was administered more than five years ago. 


• Advise to quit smoking 


• Blood pressure treatment to attain/maintain a blood pressure of less than 130/80 or 95th 
percentile for age, sex, and height 
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 E. Chronic Obstructive Pulmonary Disease (COPD); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.E. 


CoventryCares manages members with chronic medical conditions such as chronic obstructive 
pulmonary disease (COPD), including co-morbid conditions, through comprehensive and 
integrated case management programs. 


Targeted Interventions by Risk Level 
Interventions are chosen based on their ability to impact behavior and are targeted to members by 
risk level. Research has shown that the more targeted or directed the message/intervention is to 
the member, the greater the influence on the member’s behavior. CoventryCares model for disease 
management provides case management for those at the highest risk for COPD complications, 
targeted mailings to those at moderate risk, and reminders and general education to all members. 


Newly identified members with COPD receive a Welcome Call and a Welcome Kit that contains: 


• Welcome letter 


• COPD action plan 


• COPD brochure 


All members with COPD receive quarterly educational mailings that include: 


• COPD action plan 


• General health information regarding smoking cessation information 


• Information on the importance of flu and pneumonia vaccines 


Members at moderate risk (in addition to the above interventions) who have not completed all of 
the clinical measures receive an indicator letter (e.g., no claim for cholesterol test, or no annual 
visit to provider). 


In addition to the above interventions, the following is done for all high risk members enrolled in 
case management: 


• Conduct COPD assessment in Navigator Care 


• Provide case management and follow the guidelines for co-morbidities 


• If the member has co-morbidities managed through another program, they will receive 
reminders regarding necessary tests and services 


• Review and educate the member about the medications taken 


• Coordinate care with the physician 


• Send additional educational materials to the member, if necessary 


• Remind members about the importance of receiving pneumonia and flu vaccines 
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CoventryCares COPD Disease Management Program is also designed to improve quality of life 
and manage costs for COPD members. 


The clinical guidelines for the program are based on those developed by the Global Initiative for 
Chronic Obstructive Lung Disease, World Health Organization, National Heart, Lung and Blood 
Institute and the American Lung Association. The Chronic Obstructive Pulmonary Disease clinical 
guideline source used is Global Strategy for the Diagnosis, Management, and Prevention of 
Chronic Obstructive Pulmonary Disease. 


All members identified as having COPD should have, in addition to routine preventive and follow-
up care, the following screening and preventive services: 


• Short acting bronchodilators, then long acting agents (alone, then in combination), then 
addition of inhaled steroids 


• Routine Pulmonary function testing 


• Provider visit annually 


• Annual influenza vaccination, as well as a pneumococcal vaccination at least once in a lifetime. 
Revaccination is recommended for those > 64 if the pneumococcal vaccine was administered 
more than five years ago 


• Advise to quit smoking 


 


 F. Asthma; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.F. 


CoventryCares manages members with chronic medical conditions such as Asthma including co-
morbid conditions, through comprehensive and integrated case management programs. 


Targeted Interventions by Risk Level 
Interventions are chosen based on their ability to impact behavior and are targeted to members by 
risk level. Research has shown that the more targeted or directed the message/intervention is to 
the member, the greater the influence on the member’s behavior. CoventryCares model for disease 
management provides case management for those at the highest risk for Asthma complications, 
targeted mailings to those at moderate risk, and reminders and general education to all members. 


Newly identified members with Asthma receive a Welcome Call and a Welcome Kit that contains: 


• Welcome letter 


• Asthma action plan 


• Asthma brochure 


All members with Asthma receive quarterly educational mailings that include: 


• Asthma action plan 
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• General health information regarding smoking cessation information 


• Information on the importance of flu and pneumonia vaccines 


Members at moderate risk (in addition to the above interventions) who have not completed all of 
the clinical measures receive an indicator letter (e.g., no claim for cholesterol test, or no annual 
visit to provider). 


CoventryCares’s Asthma Disease Management Program is also designed to improve quality of life 
and manage costs for Asthma members. 


The clinical guidelines for the program are based on those developed by the American Lung 
Association and National Heart, Lung and Blood Institute (http://www.nhlbi.nih.gov/). All 
Coventry Health Care members identified as having asthma should have, in addition to routine 
preventive and follow-up care, the following screening and preventive services: 


• Documented appropriate asthma medication use 


• Provider visit annually (Internal Medicine/Family Practitioner or Pulmonologist for adults; 
Pediatrician/Family Practitioner or Allergist for children) 


• Annual influenza vaccination, as well as a pneumococcal vaccination at least once in a lifetime. 
Revaccination is recommended for those > 64 if the pneumococcal vaccine was administered 
more than five years ago. 


• Advise to quit smoking 


 


G. Severe Mental Illness; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.G. 


CoventryCares delegates all behavioral health/substance abuse services to Coventry’s subsidiary, 
MHNet, a managed behavioral health organization (MBHO) accredited by the National 
Committee for Quality Assurance (NCQA) and URAC. 


MHNet’s treatment philosophy is member-oriented and outcome-driven. MHNet’s health 
specialists and clinical personnel work with the member, member’s caregiver, provider, and 
CoventryCares’ Case Managers to determine specific needs, including those that do not fall into 
routine areas of treatment. 


Also, this team develops treatment protocols and outreach programs to accommodate specific 
member needs. By tailoring treatment systems to even the most unique requirements, MHNet 
successfully provides comprehensive, quality care. MHNet’s team includes: 


• Regional Executive Director -licensed clinician accountable for all behavioral health case 
management and utilization management functions; primary contact for escalated provider or 
member issues; and primary interface with the State for behavioral health service issues 


• Clinical Care Advocate Supervisor - supervises case management team who performs daily 
utilization management and case management functions for member services 



http://www.nhlbi.nih.gov/)





Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 265 


• Case Managers – review, authorize, and coordinate behavioral health services for members 


• Discharge Planners – assist patients discharged from acute facilities or connected to outpatient 
services for ongoing aftercare 


• Provider Relations Specialist– addresses provider inquiries as well as coordinates network 
management and development 


• Quality Improvement Specialist – ensures compliance with the CoventryCares quality 
improvement programs to ensure program, accreditation, and regulatory standards are met 


• Compliance Specialist – oversees federal and state government or insurance program 
requirement compliance, coordinates all marketing material filings with the appropriate and 
applicable agencies and administrations, and provides research and analysis when requested 


Our primary objectives are comprehensive care, coordination of care, and continuity of care. These 
objectives are critically important to the Medicaid member who may have fewer resources and 
need more assistance navigating care. Every member calling in for treatment may be assessed for 
needed services from a Care Advocate who coordinates the member’s care with all providers and 
ensures that he/she receives continuous appropriate care. 


Whether a new member or an existing member is moved from one level of care to another, we feel 
strongly that a member’s treatment should never be interrupted, and we have built our successful 
processes and protocols around that principle. 


MHNet also: 


• Encourages the member’s compliance with his/her recommended treatment plan 


• Monitors progress 


• Regularly contacts the member directly to identify and remove barriers to care and make sure 
he/she is receiving optimal treatment 


MHNet assigns a licensed Care Advocate to all members being discharged from a hospital 
admission, as well as specialized Discharge Planners, to ensure a smooth transition back home, 
needed treatment services, and community-based supports for continued care. MHNet initiates 
follow-up member telephone calls and discharge letters to members post discharge in order to 
improve member follow-through with treatment plans and identify any barriers to care that can 
be addressed to prevent unnecessary recidivism. 


MHNet’s coordinated Case Management approach allows us to partner with community 
providers to establish treatment plans. These plans consider not only the member’s current care 
but also previous and potential behavioral health and medical conditions, co-morbidities, and 
substance abuse problems. 


Continuum of Care 
MHNet’s continuum of care for SMI and non-SMI members includes access to the following key 
services: 


• Outpatient office counseling visits 


• Outpatient psychiatry and medication management services (MD, ARNP) 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


266  Medicaid Managed Care Organization Services RFP 1988 


• Home-based counseling and nursing visits 


• Home-based case management programs 


• Coordination with school-
based treatment services 


• Local CMHC programs and 
services 


• Hospital-based outpatient 
programs (e.g., IOP, Partial 
Hospital) 


• Residential treatment 
programs 


• Acute inpatient treatment 


• Medical acute 
detoxification programs 


• Telemedicine services 


• Telephonic case and disease 
management programs 


MHNet recognizes that 
members with SMI may 
require additional supports to 
manage their care. Generally, 
the services provided to 
members with SMI feature 
enhanced home and 
community program-based 
interventions focused on: 


• Individual goal setting 


• Symptom 
reduction/maintenance 


• Increasing support systems 


• Skill building and 
development 


• Improved community 
tenure 


All MHNet members, whether SMI or non-SMI, have full access to the continuum of services as 
needed via a toll-free behavioral health access telephone number. MHNet believes that treating 
members with non-SMI diagnoses is best practice and prevents the potential for member 
deterioration. 


This member’s story exhibits MHNet’s approach to coordination of care and case 
management activity that includes a member-centric focus, a take charge and active 
involvement in the health and wellness of our members, and successfully achieving the 
objective of including all key stakeholders in the members’ health service delivery system. 


Jane is a 14-year old female with a history of 14 emergency department (Emergency 
Department) visits within the past six months. MHNet’s case management and care 
coordination clinical initiatives with our Health Plans includes a review of high volume 
Emergency Department visits with subsequent behavioral health Case Manager outreach 
to members to assess needs and educate about available services and ongoing coordination 
with the Health Plan/PCP. 


Jane’s health care activity was reviewed as part of a combined Plan/MHNet case rounding 
program. Despite chronic Emergency Department visits for a variety of ailments reported 
by her mother, and multiple physician and neurological consults, no specific medical 
diagnosis could be identified. Further assessment revealed that she missed 45 percent of 
school days, failing four out of seven classes, and is at significant risk of not passing to the 
ninth grade level. The state Division of Family Services (DFS) was called to assess the 
home environment and found Jane in a wheel chair with a mask on her face. They also 
reported two older children in the home were on disability and that the mother had applied 
for disability for this member as well. The school reported Jane functioned well socially 
during the days she attended with no significant medical issues, and that she appears bright 
and able to perform better than her current level of functioning. They reported her mother 
frequently picked her up from school at about 10:00 a.m. reporting various illnesses and the 
need for doctor appointments. Munchausen Syndrome and Conversion Disorder were the 
suspected diagnoses. Behavioral health services were offered but initially refused by the 
mother. 


MHNet Case Manager engaged the mother with telephonic case management and was able 
eventually to have Jane begin therapy appointments. A care coordination meeting was 
organized (with the mother’s consent) by MHNet that included Jane’s therapist, teachers, 
school counselor, school nurse, the DFS case worker, and MHNet/Plan representatives 
(including our psychiatric Medical Director). The mother was invited to attend but 
refused. A plan was developed which involved more frequent therapy appointments with 
Jane and her mother, an evaluation of the need for child psychiatry services (previously 
rejected by her mother), supportive confrontation with her mother by the therapist about 
Jane’s history of health services activity with a recommendation for a short-term 
residential treatment program to create needed separation and further assessment of her 
functioning without her mother present, and increased involvement of both DFS and the 
school to ensure her school attendance improves quickly and significantly. It is too early at 
the time of this writing to report on clinical outcomes. 
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For this reason, the primary distinction between the continuum of care for SMI versus non-SMI 
members is the enhanced services offered to those with a SMI, which may include:  


• Assertive Community Treatment (ACT) team services 


• Peer support services 


• Supported employment services 


• Supported housing services 


These evidence-based practices may offer the additional supports that a member with a SMI 
diagnosis requires. MHNet does not limit these services based on member diagnosis. 


Licensed clinicians are available 24 hours a day, seven days a week. During business hours, 
Customer Service Representatives ask the caller a few questions to determine if a Care Manager 
should manage the call. The Customer Service Representatives facilitate prior authorization for 
routine outpatient services with a participating provider for an evaluation. 


MHNet’s after-hours hotline allows for members and providers to speak directly to a MHNet 
Clinical Care Advocate to arrange for both emergent and urgent services. When members in a 
crisis call MHNet’s toll-free telephone number, they are prompted to hit option #1, and they are 
connected to a live Clinical Care Advocate for immediate assistance. For routine services, 
requested after-hours, MHNet’s answering service takes a message and the call for routine 
services is returned the next business day. 


After-hours services include Crisis and Intervention Services with qualified behavioral health staff 
available to assess emergent and urgent needed services. 


Intensive Case Management 
MHNet treats the whole person, not just the disease, using a personalized and comprehensive 
approach to diagnosis and treatment. 


MHNet starts with early identification using all information available through behavioral health 
and medical claims, case management records and pharmacy data, as well as a comprehensive 
telephone assessment to ensure that the member is in the right program with the best-suited 
intensity of services. 


Empowered through this approach, MHNet addresses common issues in the Medicaid population. 
Members with SMI are placed in our disease management program to help them achieve better 
outcomes, closely following them through every step of their treatment and providing them with 
the support they need to improve their behavioral health. 


MHNet coordinates with CoventryCares to customize each member’s treatment, considering the 
whole person and the intricate interaction of physical, mental, emotional, environmental and 
social factors affecting his/her life and health. Care Advocates become health coaches and work to: 


• Support family involvement in member treatment 


• Promote disease awareness and member self-management through education 


• Encourage each member to follow best practices 
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MHNet’s Intensive Case Management Program decreases the member’s symptoms and enhances 
his/her level of functioning, achieving a superior clinical outcome and higher client satisfaction. 


The program also helps us realize a significant medical cost offset by coordinating medical and 
behavioral health care for members. We do this by building strong partnerships with providers 
and PCPs, providing practice guidelines and educational materials, focusing on increasing the 
medical community’s awareness of certain diseases, and supporting provider treatment plans. 


We also partner with State and community agencies to conduct outreach and coordinate care. A 
collaborative team, MHNet, CoventryCares’ disease management team and the treating providers 
assess the member’s mental/health status, treatment progress and goals, medication management, 
and how to best move forward with case planning. 


The program is structured around frequent assessments of the member’s recovery and resiliency, 
providing measurement and process outcomes data. Results are reviewed at the individual as well 
as aggregate level. MHNet’s Intensive Case Management Program is integrated into all levels of 
case management—from routine to critical case management. 


 H. High-Risk or High-Cost Substance Abuse Disorders; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.H. 


MHNet’s formal Coordination of Care 
program ensures members with co-morbid 
conditions receive an integrated approach 
to their treatment resulting in improved 
clinical outcomes for both behavioral and 
medical health conditions. 


Coordinated Case Management is intended 
to both reduce the cost, and improve the 
clinical outcomes, for those members with 
co-occurring medical and behavioral health 
conditions. This illness combination is 
often undiagnosed and under-treated, but 
highly common, and so presents a real 
opportunity to reduce the risks to these members. MHNet’s coordination of care initiatives focus 
on “connecting the dots” between programs to better identify and address the needs of members; 
therefore, assuring that the most comprehensive care is being provided. 


In an effort to provide comprehensive wellness services to our members, MHNet and the Health 
Plan partner to most effectively address a member’s health care needs. MHNet anticipates that 
this increased partnership will: 


• Reduce readmission rates 


• Increase the quality of care and eliminate any duplication of services 


• Focus on the person, not just the diagnosis, in order to best serve our members 


5


Why do individuals with behavioral health issues 
have higher medical costs?


n More and amplified physical symptoms
n More diagnostic tests and lab costs 


n Incorrect diagnoses and repeat visits for symptoms
n More emergency room visits


n Increased rates of hospitalization


n Lower adherence to recommended treatment
n Increased complications


n More injuries
n Poorer prognosis, less functional improvement, 


increased morbidity


n Difficulty complying with/sticking to 
treatment regimens


n Limited support system to help maintain stability


Cost 
Reduction 
Opportunity
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With regard to readmission rates, MHNet adopts, promotes, and monitors compliance to Clinical 
Practice Guidelines in ICM which mirrors the Coventry guidelines. 


Figure 43: shows MHNet’s company-wide readmission rates. 


Figure 43: MHNet Readmission Rates 


Readmission Rates 


 Goal 2010 2011 Change in % 
Points (pp)  


7 days 


Medicaid 5.0% 3.69% 2.66% -1.0pp 


30 days 


Medicaid 14.0% 12.48% 9.07% -3.4pp 


90 Days 


Medicaid 17.0% 24.07% 21.64% -2.4pp 


Also, care coordination helps ensure an individual’s needs and preferences for care are understood 
and that those needs and preferences are shared between providers, the individual and families as 
a member moves from one health care setting to another. Care among many different providers 
must be well-coordinated to avoid waste, over-utilization, under-utilization, or misuse of 
prescribed medications and conflicting plans of care. 


By identifying potential co-morbid conditions early in treatment, MHNet and the Health Plan can 
implement wraparound services and referrals that will: 


• Reduce emergency department visits and in-patient admissions 


• Promote proactive treatment 


• Provide care in the least restrictive setting 


• Address the total needs of an individual 
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 I. Severe Cognitive and/or Developmental Limitation;  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.I. 


Services for members with developmental disability often require specialized services to address 
their needs. MHNet contracts with specialty providers, such as psychologists with ABA training 
or psychiatrists with a developmental specialization, to assist with members with developmental 
disorders. Often these members require a multi-disciplinary team to address their conditions. 
MHNet’s Case Manager assists with care coordination and case management services for the 
member and the member’s family. Access to family support services and advocacy groups can help 
families with members who have developmental disability. For example, we provide home-based 
services with specialized providers (particularly those with autism spectrum specialization) to 


To illustrate our experience: 


Marianne is a 21-year old female, with an Opiate addiction and is pregnant. 


Her call to MHNet and initial telephone screening triggered her referral into the 
MHNet Intensive Case Management program due to her substance dependence 
and pregnancy status. 


MHNet was able to quickly facilitate Marianne’s admission to a local specialty 
CSTAR residential treatment program for pregnant substance dependent women 
post discharge from a safe medical detox service. MHNet Case Managers 
coordinated with the hospital and the residential treatment program while 
Marianne was in the hospital to ensure she had access to an appropriate level and 
intensity of care at discharge. She was transferred directly from the hospital into 
the residential program with no gap in care or risk of losing contact with the 
member post discharge—a challenge that is commonly seen in this particular 
population. MHNet Case Managers also coordinated and communicated with the 
health plan in order to ensure involvement from the medical case management 
department and close coordination with the member’s PCP. 


Marianne has since completed the level one of the substance abuse program and 
has successfully moved to level two. She has engaged in a clinical relationship 
with a therapist who she will continue with post discharge. She was referred for 
additional community-based services through a local CMHC, and will remain 
involved in a methadone program as part of her treatment until she delivers her 
baby under the care of her PCP and a psychiatrist. She has remained sober, and 
she attends NA groups on a regular basis. Marianne is currently 28 weeks 
pregnant with a healthy baby. 
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provide treatment services for members and their families who do not have ABA covered benefits, 
but are at risk of or are over utilizing acute and/or sub-acute service. 


MHNet consults with universities on best practices for those with developmental disabilities. For 
example, Nova Southeastern University in Florida reviewed our autism criteria and services, and 
we incorporated their feedback into our medical necessity review criteria which helps guide 
authorization services for members. In addition, clinical staff training has occurred in the area of 
developmental disabilities to ensure that staff understands the unique treatment needs of these 
members. 


 


 J. Members in Supportive Housing; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.J. 


MHNet’s partnership with non-medical services, including community-based providers, best fits 
into a continuum of care. This partnership offers a wealth of programs to specifically meet the 
needs of Medicaid consumers. 


A key component of the recovery and resiliency model is the use of peer support programs for 
consumers and their families. Services such as peer support, supported employment and 
supportive housing can maximize the chance for success for those living with chronic mental 
illness. These services can and should occur throughout the care continuum from those 
discharging from an acute hospital to those consumers living in the community and accessing 
outpatient services. 


Peer support at the time of discharge can assist the member and member’s family to locate 
regional resources and support groups. Supportive housing may allow a member to discharge from 
a hospital setting to a safe and structured environment in the community with the most support 
to prevent a reoccurrence of symptoms. Supportive employment can assist consumers with skill 
development and increase the likelihood of independence. The MHNet Care Advocate can assist 
with the coordination of these services and activities via our case management program. 


Some of the programs offered by provider partners and authorized by MHNet include (but are not 
limited to): 


• Family Support Services (through Public Health and other sources) 


• Psychosocial Rehabilitation 


• School-based services 


• Home-based services 


Homeless Assist Program 
Homelessness is highly stressful. It leaves people feeling vulnerable, overwhelmed, and helpless. 
For most, the stress of being homeless is compounded by past traumatic experiences, such as 
catastrophic illness, violence, combat, abrupt separations, and physical and sexual abuse 
(Homelessness Resource Center). MHNet is committed to partnering with community agencies to 
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create wraparound services that will assist individuals who are homeless and unable to access 
behavioral health care. 


MHNet partners with the local shelters, case management and outreach organizations to help 
create a communications network. The largest barrier in working with individuals who are 
homeless is communication. Due to these members transient living situations, communication 
designed at promoting ongoing support can be difficult and cumbersome. MHNet’s 
Communications Network will be created initially by establishing business agreements to allow 
for locating and communicating with the homeless individual and their support system (including 
family, Primary Physicians, friends). MHNet partners with community organizations to provide 
education to members and staff regarding the behavioral health services and outreach available to 
the homeless member and the ease with which services can be accessed. Interventions include: 


• MHNet establishes Business Agreements with Community Organizations who provide 
residential, Case Management and outreach services to allow for confidential communication 
and location of members 


• Informational Brochures/Posters: MHNet will create and distribute materials targeted at 
individuals who are homeless through community partners to educate them on services 
available to them 


• MHNet hosts lunch and learns for community agency staff on working with individuals with 
mental illness and care coordination 


• MHNet establishes an outreach coordinator to partner with the community agencies to assist 
in locating members and ensuring that their basic needs are met. 


• MHNet partners with community agencies to create support groups for members and their 
community supports/family members 


• MHNet partners with community agencies to establish advocates for members in need or with 
the desire for this type of support. 


Family Support Services Program 
Medicaid members in the community often remain in need of additional wraparound support 
services when the existing community services and programs are not meeting their specific needs. 
The primary goal of MHNet’s Family Support Services Program designates additional Case 
Managers to provide added and collateral outreach and advocacy services to the families of the 
Medicaid members. The wraparound process is based on a philosophy in which services are highly 
individualized to meet the needs of children (adults) and families (Burchard & Clarke, 1990; 
VanDenBerg & Grealish, 1996). The family (natural or community) is the center in the process of 
identifying their strengths, setting their goals, determining their major needs, and developing 
strengths-based options in coordination with an interdisciplinary team. MHNet’s Family Support 
Services Program assists the members and their family support systems, advocating for the 
members necessity to achieve their highest level of functioning in the community. 


At time of enrollment, the member will be notified of the availability of Family Support Services 
Program. Families who opt to participate in this program will receive the following: 
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• “Direct Connect” – Family members are assigned a MHNet Coordinator to assist them in 
identifying, supporting and accessing typical and atypical services for the member. The 
Coordinator is available to answer questions and offer support in order to assist family 
members in advocating for their loved one. Family members will also receive regular outreach 
calls from their assigned Coordinator to provide encouragement and support in coping with 
the family member with behavioral health needs. 


• Linkage to Support Groups and Local Advocates – MHNet partners with local advocacy 
groups that can provide the following services: support groups, education and advocacy. These 
groups assist members and their family members in ensuring that they are the center of the 
treatment team. Coordinators assist and ensure the successful development of these groups. 


Participants in the Family Support Services Program have the unique opportunity to assist 
MHNet in developing and shaping additional interventions designed to enhance the quality of 
services for members. At least biannually MHNet surveys all participants to provide feedback and 
seek opportunities for improvement of the current Program. 


MHNet provides customary educational and motivational mailings to all participants to assist 
them in coping with the challenges of supporting and advocating for their loved one. 


Coordination efforts with Community Mental Health Centers (CMHCs) are a priority for MHNet 
and greatly contribute to the success of these wraparound services efforts. Our ability to develop 
relationships with these stakeholders is an influential aspect of our services that provides a direct 
benefit to our consumers. 


 K. Members with Complex Conditions. 


 However, Vendor’ should focus on all members whose health conditions warrant case 
management services and should not limit these services only to members with these 
conditions (e.g., cystic fibrosis, cerebral palsy, sickle cell anemia, etc.). 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.K. 


Members with Complex Conditions 
CoventryCares aims for the early identification of members for whom intensive management can 
be expected to improve the quality of care and reduce inappropriate use of medical care. The Case 
Management (CM) program is not a treatment plan. Medical treatments are determined solely by 
the member’s physician. The intent of the program is to engage, educate and empower members to 
take ownership for their health care. 


The CM program offers special assistance to members with serious and complex, long-term 
medical needs and promotes quality of care to reduce the likelihood of extended, more costly 
health care. It provides a method for ensuring that health care for members is improved while 
medical costs are managed to the appropriate level. 


Our CM program proactively identifies members at risk for worsening of an existing illness or 
disability. Our Case Managers focus on the continuum of care, addressing the health care needs of 
the member/caregiver, and stressing medically appropriate care and member/caregiver 
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involvement in the health care process. Members whose health care needs require, or are expected 
to require, extensive use of specific medical resources are assessed for enrollment in the CM 
program. The Case Manager works directly with the member/caregiver, family, PCP and specialty 
providers. 


Members with Other Conditions 
The CM program of CoventryCares does indeed focus on all diagnoses. The CM program offers 
special assistance to members with serious and complex, long-term medical needs and promotes 
quality of care to reduce the likelihood of extended, more costly health care. It provides a method 
for ensuring that health care for members is improved while medical costs are managed to the 
appropriate level. 


 


4.8.18.5 Case Management Strategies 


 The Vendor must follow best-practice and/or evidence-based clinical guidelines when devising a 
member’s treatment plan and coordinating the case management needs. Should a Vendor 
employ a disease management methodology (e.g., grouper, predictive modeling, proprietary 
screening algorithms) to identify and/or stratify members in need of various levels of health 
coaching and care intervention, the methods must be validated by scientific research and/or 
nationally accepted and recognized in the health care industry. 


 The Vendor must develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines or best practice approaches to assist in providing a high level 
of quality care to Vendor members. 


 The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. The 
Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.5. 


All CoventryCares case management and disease management programs are based upon best-
practice and evidence-based nationally recognized clinical guidelines. 


Our predictive modeling Care Management Tool (CMT) and Clinical Rules Engine (CRE), which 
routinely mine medical and pharmacy claims utilizing clinical algorithms to identify members for 
disease management and the case management programs, have been thoroughly tested and 
validated. 


CoventryCares recognized the importance of sharing evidence-based clinical guidelines and 
practices with our physician partners. This is accomplished in a variety of ways including: 


• Mailings 


• Newsletters 


• Medical Advisory Committees 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 275 


• Provider website 


• Provider manuals 


• Direct delivery to physician offices by provider representatives 


 


4.8.18.6 Information Technology System for Case Management: 


 The Vendor’s information technology system for its case management program must maximize 
the opportunity for communication between the Vendor, PCP, the patient, other service 
providers and Case Managers. The Vendor must have an integrated database that allows 
Vendor staff that may be contacted by a member in case management to have immediate 
access to and review of the most recent information within the Vendor’s information systems 
relevant to the case. The integrated database may include the following: administrative data, 
call center communications, service authorizations, care treatment plans, patient assessments 
and case management notes. For example, Vendor member services staff must have access to 
a member’s case management notes and recent inpatient or emergency department utilization if 
contacted by that member. The information technology system must also have the capability to 
share relevant information (i.e. utilization reports, care treatment plans, etc.) with the member, 
the PCP, and other service providers and Case Managers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.6. 


The basis of CoventryCares case management program is our online documentation system, called 
Navigator Care (NavCare), which includes: 


• Greater than 60 diagnosis-specific assessments 


• A clinical rules engine that identifies potential members for care management 


• Predictive modeling software for claims analysis to help identify high-risk members and 
opportunities to reduce treatment costs 


• Claims received 


• Lab results 


• Prescriptions dispensed 


• Authorizations requested 


• Concurrent review notes for hospitalizations 


• All call center contacts 


• Disease management programs in which the member is enrolled 


• Enrollment and eligibility information 


• All case management contacts, assessments, and care plans 


• Menu-driven goals and interventions based upon clinical practice guidelines 


• A tickler system for interventions and alerts for missed services 
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• Coordination of multiple aspects of health education and member care options 


• Integrated care management reports that incorporate social and medical care managers 


• Evaluation of outcomes of each member care plan to ensure improved health has been achieved 


This online documentation system captures all contacts with members and/or their designated 
representatives and providers. If the PCP chooses not to participate in the development of the 
treatment plan, that is also documented in this system. 


 


4.8.19 Standard XV: IQAP Documentation 


4.8.19.1 Scope 


 The Vendor shall document that it is monitoring the quality of care across all services and all 
treatment modalities, according to its written QAP. (This review of the entire range of care is 
expected to be carried out over multiple review periods and not on a concurrent basis.) 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.19 - 4.8.19.1. 


Documentation of CoventryCares’ compliance can be found in the minutes of the monthly Quality 
Improvement Committee meetings, the QI Work Plan and the annual assessment of the 
effectiveness of the QAP. The Quality Improvement Committee minutes are maintained by the QI 
VP and are available, upon request. 


The QI Work Plan is a schedule of planned activities for the year. The QI Work Plan is developed 
drawing largely from recommendations from the annual QI Program Evaluation. The QI Work 
Plan activities reflect the scope of the QI Program and address the needs of the members as 
reflected in membership demographics and epidemiological data. Areas of significant focus 
include partially resolved and unresolved activities from the prior year. These activities include 
clinical and service improvement activities that have the greatest potential impact on quality of 
care and quality of service to include a focus on patient safety. 


At a minimum, the QI Work Plan includes a clear description of the monitoring and improvement 
activity and sub-activities (sub-tasks), the specific time frame and the party responsible for the 
conduct of the activity. Activities are compared to predetermined goals. Improvement activities 
identified during the year and other changes may be made to the QI Work Plan with approval by 
the Quality Improvement Committee (QIC) on an ongoing basis. The QI Work Plan is assessed 
and updated quarterly and is documented in the minutes of the QIC. Annually, the QI Work Plan 
is assessed as part of the Annual QI Program Evaluation. 


The QI Work Plan is reviewed and approved by the QIC and then submitted to the Board of 
Directors for each entity within its region. 


An evaluation of the QI Program and Work Plan is completed annually to determine the following 
and is not limited to: 


• Appropriateness of care 
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• The result of QI activities implemented during the year through analyzing outcome data, to 
identify quantifiable improvements in care and services 


• Identification of limitations and barriers with recommendations for the upcoming year, 
including the evaluation of activities that will carry over into the next year 


• Compliance with Regulatory requirement and accrediting bodies 


• Effectiveness of the QI Program and to determination of the goals and objectives for the 
following year 


The Quality Improvement Committee reviews and approves the QI Program Evaluation and then 
submits it to the Board of Directors. 
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Figure 4http://teams.cvty.com/biz/corpmedicaid/RequestforProposals/NVRFP2012/Shared%20Documents/Forms/AllItems.aspx?RootFolder=/biz/corpmedicaid/RequestforProposals/NVRFP2012/Shared%20Documents/Final%20Print&FolderCTID=&View=%7bE906E62F-AD9B-4A75-ABB4-924CB37A1D8E%7d4: Sample Work Plan 
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4.8.19.2 Maintenance and Availability of Documentation 


 The Vendor must maintain and make available to the DHCFP, and upon request to the 
Secretary, studies, reports, protocols, standards, worksheets, minutes, or such other 
documentation as requested concerning its quality assurance activities and corrective actions. 


CoventryCares of Nevada understands and will comply with the requirements in Section 4.8.19.2. 


4.8.20 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management 
Activity  


 The findings, conclusions, recommendations, actions taken and results of the actions taken as a 
result of QA activity, are documented and reported within the Vendor’s organization and through 
the established QA channels. 


4.8.20.1 Quality assurance information is used in recredentialing, reconstructing and/or annual 
performance evaluations.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.20 - 4.8.20.1. 


CoventryCares continually monitors participating practitioners and considers information from 
quality assurance activities for assessment of continued participation between recredentialing 
periods and at the time of re-credentialing. CoventryCares performs interim monitoring of 
licensure, Medicare/Medicaid sanctions, Quality of Care complaints, Quality of Service 
complaints, and Service Center-Specific complaints. Ongoing monitoring ensures that 
CoventryCares identifies, and when appropriate acts upon, important quality or safety concerns 
in a timely manner. 


Coventry’s Credentialing Verification Center (CVC) periodically performs ongoing monitoring of 
state and federal sanctions on behalf of CoventryCares between credentialing cycles. The method 
of monitoring these activities is dependent on the availability, periodicity, and methodologies 
provided by the various notification entities. CVC staff conducts monitoring of participating 
provider issues within 30 days of release of the entities’ information by the state and federal 
agencies. 


In addition, the CVC monitors new federal sanctions as available and within 30 days of the release 
of the report., as published by  


• U.S. Government Department of Health and Human Services Office of the Inspector General 
(OIG/LEIE) database 


• Office of Personnel Management (OPM) database 


• System for Award Management (SAM) database (formerly the GSA/EPLS) 


In addition, any provider found with a Federal sanction will be subject to automatic 
administrative termination. 
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If either a new licensing sanction or an OIG/OPM/SAM sanction is discovered on a participating 
provider, the information is transmitted immediately by CVC staff to the CoventryCares 
Credentialing Analyst for Medical Director review. In addition, a Notification form is sent to the 
CoventryCares monthly indicating that the monitoring has been performed even if no providers 
were identified, as a quality check of process completion. 


Quality of Care, Quality of Service, and Service Center-Specific complaints are reviewed as 
received. The QI Department obtains all relevant medical records and reviews with the Medical 
Director. The Medical Director determines if further action is warranted, which may include 
review with a Peer Committee. 


 


4.8.20.2 Quality assurance activities are coordinated with other performance monitoring activities, 
including utilization management, risk management and resolution and monitoring of recipient 
grievances and appeals. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.20.2. 


The agenda template for the monthly Quality Improvement Committee meetings is below. Each 
month, the Chief Medical Director gives an update on Advisory Committees as well as an update 
on risk and legal issues. A report of complaints received is analyzed. Finally, key departments 
provide their monthly performance monitoring reports of key indicators. 


• Medical Updates: 


o Advisory Committees 


o Legal Update 


• Medicaid Complaint Analysis 


• Review of Operations Reports: 


o Customer Service 


o Quality  


o Credentialing  


o UM 


o Member Appeals 


o Provider Reconsiderations 


o Pharmacy 


 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 281 


4.8.20.3 There is a linkage between quality assurance and the other management functions of the 
Vendor such as: 


 A. Network changes; 


 B. Benefits redesign; 


 C. Medical management systems (e.g., pre-certification); 


 D. Practice feedback to practitioners; 


 E. Patient education; and 


 F. Recipient services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.20.3. 


Staff members of the quality assurance department attend key committees within our MCO to 
ensure coordination between quality and other management functions. This includes the Steering 
Committee, with representatives from: 


• Network Contracting and Provider Relations 


• Utilization Management 


• Compliance 


• Pharmacy 


• Customer Service 


• Sales 


• Underwriting 


• Benefits 


• Medical Management 


• Quality 


This meeting is held every two weeks so all departments can share updates and information. 
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4.8.21 Standard XVII: Data Collection  
 The Vendor must provide DHCFP with uniform utilization, cost, quality assurance, and recipient 


satisfaction/complaint data on a regular basis, in accordance with Section 4.7, Quality 
Assurance Standards. The Vendor will submit information to DHCFP in accordance with the 
contract, performance measures and reports. Data for measures of quality, utilization, recipient 
satisfaction and access will be reported for the contract population. 


4.8.21.1 Specific areas of study required will be stated in the contract with each individual Vendor. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.21 - 4.8.21.1. 


 


4.8.21.2 Data or studies required by the contract must be submitted timely, and be accurate and 
complete. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.21.2. 


 


4.8.21.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal 
and obstetrical care are required annually. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.21.3. 


4.8.22 Standard XVIII: Dispute Resolution 


 The Vendor must staff a provider services unit to handle provider questions and disputes. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.22. 


CoventryCares will-staff a provider services unit to handle provider questions and disputes using 
Provider Representatives. The Provider Representatives will be in frequent contact with their 
assigned provider offices to supply information, answer questions, and assist with issues. 


Additionally, CoventryCares has a formal provider dispute process to handle provider grievances 
and appeals. Monitoring data from this provider dispute process is reported monthly to the 
Quality Improvement Committee. 
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4.8.22.1 The Vendor must resolve ninety percent (90%) of written, telephone or personal contacts 
within thirty (30) calendar days of the date of receipt. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.22.1 


 


4.8.22.2 A written record in the form of a file or log is to be maintained by the Vendor for each provider 
inquiry or dispute to include the nature of it, the date filed, dates and nature of actions taken, 
and final resolution. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.22.2. 


The Provider Services Department maintains a log of provider questions and disputes. This log 
includes the date of receipt, investigative findings, dates and nature of actions taken, and the date 
of final resolution. Tracking and trending reports are compiled from this log quarterly and 
reported to the QIC. 


 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


4.9. STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATERGY 
 The State’s Quality Assessment and Performance Improvement Strategy has two basic 


purposes: 


 To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and  


 To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the quality 
of care provided to, and received by, Medicaid beneficiaries in the state.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.9. 
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4.9.1 The DHCFP developed a Medicaid and Nevada Check Up Managed Care Quality Assessment 
and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 
42 CFR 438.200. The purpose of this quality strategy is to: 


 CFR 438.202 – State Responsibilities 


 4.9.1.1 Have a written strategy for assessing and improving the quality of managed care 
services offered by all managed care organizations (Vendors);  


 4.9.1.2 Obtain the input of recipients and other stakeholders in the development of the strategy 
and make the strategy available for public comment before adopting it to final; 


 4.9.1.3 Ensure that the Vendors comply with standards established by the DHCFP;  


 4.9.1.4 Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the 
strategy periodically, as needed; and,  


 4.9.1.5 Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy 
whenever significant changes are made, and two (2) regular reports on the implementation 
and effectiveness of the strategy. 


 The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its 
management and direction. The Vendor is also required to participate in quality initiatives that 
align with the goals and objectives identified in the DHCFP’s Performance Measures, as defined 
in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program and an 
annual Work Plan.  


CFR 438.204 – Elements of State Quality Strategies 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.9.1 


 


4.9.2 The Strategy incorporates procedures that: 


4.9.2.1 Assess the quality and appropriateness of care and services furnished to all DHCFP medical 
assistance program recipients enrolled in managed care under the Vendor contract, as well as 
to enrolled recipients who have special health care needs; 


4.9.2.2 The Vendor will develop a cultural competency plan that will include methods to encourage 
culturally-competent contact between recipients and providers, staff recruitment, staff training, 
translation services, and the development of appropriate health education materials. The 
Vendor is responsible for promoting the delivery of services in a culturally competent manner, 
solely determined by DHCFP, to all members including those with limited English proficiency 
(LEP) and diverse cultural and ethnic background. The Vendor will develop methods to collect 
report and identify the race, ethnicity and primary language spoken of each enrolled recipient. 
The Vendor will track primary language information in the health plans’ customer services 
systems. DHCFP will provide race and ethnicity and primary language spoken data for the 
Medicaid population to the Vendor(s) through a monthly interface. The Vendors may alert 
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DHCFP, as part of the demographic update interface with DWSS NOMADS system, of any 
known discrepancies in the race and ethnicity or primary language data they receive from 
DHCFP. This data will be utilized to gather baseline data and will lead to the development of a 
Performance Improvement Projects (PIP) or quality improvement project. Such a 
project will incorporate data from the State enrollment file according to the race and ethnicity 
categories as defined by CMS. The data will be used to generate stratified reports as 
recommended by the Centers for Medicare and Medicaid Services (CMS) and compliant with 
the Health Insurance Portability and Accountability Act (HIPAA) for race and ethnicity categories 
to identify disparities. The Vendor’s will organize interventions specifically designed to reduce or 
eliminate disparities in health care; 


4.9.2.3 Monitor regularly and evaluate the contracted Vendors’ compliance with the standards and a 
description of how the DHCFP will regularly monitor and evaluate Vendor compliance with the 
DHCFP established standards for access to care, structure and operations, and quality 
measurement and improvement. This may include, for example, a description of the types of 
reviews the DHCFP will perform, how often it will monitor these standards, and how the results 
of the DHCFP’s efforts will be reported; 


4.9.2.4 Arrangements for external quality reviews including a description of the DHCFP’s arrangements 
for an annual, independent external quality review of the timeliness, outcomes, and accessibility 
of the services covered under each Vendor contract. This section should include a broad 
description of the scope of the contract (e.g., calculating HEDIS measures or designing 
performance improvement projects, etc.) including the term of the contract; 


4.9.2.5 For Vendors, the performance measures and levels developed by CMS in consultation with 
States and other relevant stakeholders; 


4.9.2.6 An information system that supports initial and ongoing operation and review of the DHCFP’s 
quality strategy; 


4.9.2.7 For Vendors only, a description of how the DHCFP uses intermediate sanctions in support of its 
quality strategy. These sanctions must, at a minimum, meet the requirements specified in 42 
CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanctions as a 
vehicle for addressing identified quality of care problems; and 


4.9.2.8 Standards, at least as stringent as those in 42 CFR Part 438 for access to care, structure and 
operations, and quality measurement and improvement. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.9.2—4.9.2.8. 
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4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATERGY 
 The State’s Quality Assessment and Performance Improvement Strategy has two basic 


purposes: 


 To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and 


 To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the quality 
of care provided to, and received by, Medicaid beneficiaries in the state. 


4.9.1 The DHCFP developed a Medicaid and Nevada Check Up Managed Care Quality 
Assessment and Performance Improvement Strategy (henceforth, referred to as the 
Strategy), pursuant to 42 CFR 438.200. The purpose of this quality strategy is to: 


CFR 438.202 – State Responsibilities 


4.9.1.1 Have a written strategy for assessing and improving the quality of managed care services 
offered by all managed care organizations (Vendors);  


4.9.1.2 Obtain the input of recipients and other stakeholders in the development of the strategy and 
make the strategy available for public comment before adopting it to final; 


4.9.1.3 Ensure that the Vendors comply with standards established by the DHCFP;  


4.9.1.4 Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy 
periodically, as needed; and,  


4.9.1.5 Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever 
significant changes are made, and two (2) regular reports on the implementation and 
effectiveness of the strategy. 


 The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its 
management and direction. The Vendor is also required to participate in quality initiatives that 
align with the goals and objectives identified in the DHCFP’s Performance Measures, as defined 
in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program and an 
annual Work Plan.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.9 – 4.9.1.5. 
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CFR 438.204 – Elements of State Quality Strategies 


4.9.2 The Strategy incorporates procedures that: 
4.9.2.1 Assess the quality and appropriateness of care and services furnished to all DHCFP medical 


assistance program recipients enrolled in managed care under the Vendor contract, as well as 
to enrolled recipients who have special health care needs; 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.9.2 - 4.9.2.1. 


The ability of CoventryCares to meet the overall requirements in 5.1.11.5.B is defined by our 
comprehensive, evidence-based IQAP Program, which is described in detail in the 
Section 5.1.11.5.A response. Monitoring to ensure the stated goals are met is the responsibility of 
the Quality Improvement Committee which meets monthly. The Quality Improvement 
Committee is guided by a structured QI Work Plan that designates the frequency and 
accountability for every performance indicator. 


4.9.2.2 The Vendor will develop a cultural competency plan that will include methods to encourage 
culturally-competent contact between recipients and providers, staff recruitment, staff training, 
translation services, and the development of appropriate health education materials. The 
Vendor is responsible for promoting the delivery of services in a culturally competent manner, 
solely determined by DHCFP, to all members including those with limited English proficiency 
(LEP) and diverse cultural and ethnic background. The Vendor will develop methods to collect 
report and identify the race, ethnicity and primary language spoken of each enrolled recipient. 
The Vendor will track primary language information in the health plans’ customer services 
systems. DHCFP will provide race and ethnicity and primary language spoken data for the 
Medicaid population to the Vendor(s) through a monthly interface. The Vendors may alert 
DHCFP, as part of the demographic update interface with DWSS NOMADS system, of any 
known discrepancies in the race and ethnicity or primary language data they receive from 
DHCFP. This data will be utilized to gather baseline data and will lead to the development of a 
Performance Improvement Projects (PIP) or quality improvement project. Such a project will 
incorporate data from the State enrollment file according to the race and ethnicity categories as 
defined by CMS. The data will be used to generate stratified reports as recommended by the 
Centers for Medicare and Medicaid Services (CMS) and compliant with the Health Insurance 
Portability and Accountability Act (HIPAA) for race and ethnicity categories to identify disparities. 
The Vendor’s will organize interventions specifically designed to reduce or eliminate disparities 
in health care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.2. 


CoventryCares is committed to providing cultural and linguistic appropriate services to all 
members. Our dedication to assuring cultural competency is best demonstrated by commitments 
made by Coventry’s Missouri and Pennsylvania Medicaid MCOs to obtain the NCQA Distinction 
in Multicultural Health Care (MHC). The NCQA MHC standards were developed from a 
consensus of other standards which includes the federal Office of Minority Health (OMH), the 
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National Quality Forum (NQF), recommendations from the Institute of Medicine (IOM), federal 
and state regulations and research evidence. The NCQA MHC standards address data collection 
and use, quality improvement, language services, staff hiring and training, community 
involvement, and corporate governance. 


4.9.2.3 Monitor regularly and evaluate the contracted Vendors’ compliance with the standards and a 
description of how the DHCFP will regularly monitor and evaluate Vendor compliance with the 
DHCFP established standards for access to care, structure and operations, and quality 
measurement and improvement. This may include, for example, a description of the types of 
reviews the DHCFP will perform, how often it will monitor these standards, and how the results 
of the DHCFP’s efforts will be reported; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.3. 
Based on experience in other Coventry Medicaid markets, CoventryCares will be prepared to 
participate reviews the DHCFP will perform, and will be prepared to provide all requested 
documentation and data to meet the objectives of the DHCP reviews. 


 


4.9.2.4 Arrangements for external quality reviews including a description of the DHCFP’s arrangements 
for an annual, independent external quality review of the timeliness, outcomes, and accessibility 
of the services covered under each Vendor contract. This section should include a broad 
description of the scope of the contract (e.g., calculating HEDIS measures or designing 
performance improvement projects, etc.) including the term of the contract; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.4. 


Based on experience in other Coventry Medicaid markets, CoventryCares will be prepared to 
participate in annual external quality reviews and will be prepared to provide all requested 
documentation and data to meet the objectives of the annual external reviews. 


 


4.9.2.5 For Vendors, the performance measures and levels developed by CMS in consultation with 
States and other relevant stakeholders; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.5. 


Based on experience in other Coventry Medicaid markets, CoventryCares will be prepared to 
report and implement improvement initiatives on performance measures and levels developed by 
CMS in consultation with States and other relevant stakeholders. 
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4.9.2.6 An information system that supports initial and ongoing operation and review of the DHCFP’s 
quality strategy; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.6. 


As noted in Section 4.8.4 of this response, CoventryCares maintains information systems and 
analytical resources that support the IQAP. At the core of data collection and analytical 
capabilities is the Coventry Data Warehouse (CDW), which serves as the central repository for 
member and provider data. The Data Warehouse includes, but is not limited to, medical claims, 
encounters, pharmacy claims, behavioral health encounters/claims; lab encounters and results; as 
well as encounters and claims from capitated providers and delegated vendors. The Data 
Warehouse provides the source data for a variety of information tools such as a business reporting 
tool, a HEDIS® Reporting application, and a predictive modeling tool. The Data Warehouse has a 
quality audit process to ensure the data is accurate, valid and complete. In addition, there are 
several other applications—such as NavCare for case management functions, and Navigator for 
call documentation—that are used to document and collect information that supports the overall 
process to collect, analyze, and integrate valid and accurate data. 


These systems are used to support the data collection activities for Quality Improvement Projects 
(QIP) reporting, performance measurement outcomes for disease and case management,  
complaint, quality of care and quality of services tracking and trending. These activities are 
performed in order to identify opportunities for improvement in the MCO’s service delivery 
processes. In addition, the data is used to conduct an annual QI Program Evaluation in order to 
assess the effectiveness of the QI program. 


 


4.9.2.7 For Vendors only, a description of how the DHCFP uses intermediate sanctions in support of its 
quality strategy. These sanctions must, at a minimum, meet the requirements specified in 42 
CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanctions as a 
vehicle for addressing identified quality of care problems; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.7. 


 


4.9.2.8 Standards, at least as stringent as those in 42 CFR Part 438 for access to care, structure and 
operations, and quality measurement and improvement. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.8. 
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4.10 FISCAL REQUIREMENTS 
4.10.1 Vendor Fiscal Standards 


 The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified 
Vendors. The Vendor must comply with all DOI standards in addition to the managed care 
program standards described in this section.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.10 – 4.10.1. 


 


4.10.2 Performance Security Deposit 


 The Vendor is required to provide a performance security deposit in the form of a bond 
furnished by a surety company authorized to do business in the State of Nevada to DHCFP in 
order to guarantee payment of the Vendor’s obligations under this contract. The performance 
security deposit may be utilized by DHCFP to remedy any breach of contract or sanctions 
imposed on the Vendor and shall meet the following criteria: 


4.10.2.1 The amount of the performance security deposit shall be equal to one hundred and ten 
percent (110%) of highest month’s total capitation amount in the first quarter or fifteen million 
dollars ($15 million), whichever is greater. This must be deposited with the State Treasurer 
within fifteen (15) calendar days after the end of the first quarter of the contract. The total 
capitation amount is the sum of all capitation payments for all members for the month; and 


4.10.2.2 After the initial year of the contract DHCFP will require the Vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and ten percent 
(110%) of the preceding year’s highest month’s total capitation payment or fifteen million dollars 
($15 million), whichever is greater. 


4.10.2.3 Vendors submitting performance security to the State of Nevada in the form a surety bond 
must utilize a company that meets the below listed requirements: 


 A. A.M. Best A-VII rated insurance company 


 B. Certified by the Department of Treasury, Financial Management Services for Nevada 


 C. Licensed by the Nevada Department of Business and Industry, Insurance Division 


4.10.2.4 The Vendor must maintain the performance security deposit after the contract term for a 
length of time to be determined by DHCFP in order to cover all outstanding liabilities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.10.2 – 4.10.2.4. 
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4.10.3 Vendor Liability 


The Vendor must ensure that its members are not held liable for any of the following: 


4.10.3.1 The Vendor’s debts, in the event of the Vendor’s insolvency; 


4.10.3.2 For services provided to the member in the event of the organization failing to receive 
payment from the State for such services; 


4.10.3.3 For services provided to a member in the event a health care provider with a contractual, 
referral, or other arrangement with the Vendor fails to receive payment from the state or the 
organization for such services; or 


4.10.3.4 For payments to a provider who furnishes covered services under a contractual, referral, or 
other arrangement with the Vendor in excess of the amount that would be owed by the recipient 
if the Vendor had directly provided the services. 


4.10.3.5 To ensure continuation of services to members during insolvency pursuant to State Medicaid 
Manual (SMM) 2086.6.B. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.10.3-4.10.3.5. 


 


4.10.4 The requirements set forth in Section 4.10.3 above shall be included in all subcontracts. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.10.4. 


 


4.10.5 Timely Payment of Claims 


4.10.5.1 The Vendor shall be responsible for paying all claims for properly accessed and, if necessary, 
authorized covered services provided to enrolled recipients on dates of service when they were 
eligible for coverage unless the services are excluded under the DHCFP managed care contract 
or the Nevada Medicaid State Plan. The Vendor will adjudicate and pay all claims in accordance 
with state and federal statutes and regulations.  


4.10.5.2 The Vendor must have a claims processing system and Management Information System 
(MIS) sufficient to support the provider payment and data reporting requirements specified in the 
contract. 


4.10.5.3 The Vendor shall have written policies and procedures for processing claims submitted for 
payment from any source and shall monitor its compliance with these procedures. 


4.10.5.4 The Vendor shall allow network and non-network providers to submit an initial claim for 
covered services. The Vendor shall allow all network providers to submit claims for 
reimbursement up to ninety (90) days from the last date of service and non-network providers 
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one hundred and eighty (180) days from the last date of service unless a shorter time period is 
negotiated. Vendor shall allow providers of emergency transportation 180 days from the last 
date of service to submit claims for reimbursement. The Vendor’s claims payment system shall 
use standard claim forms wherever possible. In addition, the Vendor shall have the capability to 
electronically accept and adjudicate claims 


4.10.5.5 The Vendor’s claims processing system shall ensure that duplicate claims are denied. In 
addition, this system must include edits for unbundling and edits for certain provider types 
where DHCFP’s payment responsibility is for federal share only. 


4.10.5.6 The Vendor must meet the requirements for timely claims payment in 42 CFR 447.45d (2) and 
(d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6). The Vendor agrees for 
valuable consideration that NRS §695C.185 and NRS§695C.128 shall apply to the terms of any 
contract entered into as a result of this RFP. The Vendor and its providers may, by mutual 
agreement, establish an alternative payment schedule but such a schedule must be stipulated 
in the provider’s network contract. 


4.10.5.7 The Vendor shall verify that reimbursed services were actually provided to enrolled recipients 
by providers and subcontractors. 


4.10.5.8 The Vendor shall provide DHCFP with information prior to implementation of any changes to 
the software system to be used to support the claims processing function as described in the 
Vendor’s proposal and incorporated by reference in the contract. 


4.10.5.9 A medical review of claims will be conducted when the appropriateness of service, procedure, 
or payment is in question. Medical reviews must be conducted by a licensed medical 
clinician(s). 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.10.5 – 4.10.5.9. 


Coventry has been providing Medicaid Managed Care programs since 1995. Our Managed Care 
Organizations (MCOs) administer ten customized Medicaid managed care programs covering 
approximately one million TANF, ABD, LTC, Dual Eligibles, Foster Care Children and CHIP 
beneficiaries. Coventry has subsidiary managed care companies that provide full-risk Medicaid 
Managed Care programs in Florida, Kansas, Kentucky, Maryland, Michigan, Missouri, Nebraska, 
Pennsylvania, Virginia and West Virginia. 


Coventry operates an effective system that features consistent claims handling procedures, 
advanced adjudication capabilities and thorough monitoring measures, reducing turnaround time 
and enhancing provider payment and program experience. Year -over-year, our Medicaid business 
has met or exceeded the claims timeliness standards established internally by Coventry and those 
set forth by individual State and Federal requirements. CoventryCares will comply with all claims 
timeliness standards as defined by the State of Nevada. 


Coventry successfully processes claims to meet timeliness standards for various products and 
state markets using IDX, our core claims management system. IDX serves as the backbone of 
managed care claims processing and uses powerful relational database technology. IDX is a fully 
integrated, scalable application that encompasses all aspects of our business. This is our core 
transactional system that manages in-plan services, benefit usage tracking, enrollment and 
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eligibility, provider contracts, fee schedules, provider network affiliations, claims payment, 
encounter data processing and reporting, premium billing and reconciliation. 


 


4.10.6 Financial Solvency  


 The Vendor must demonstrate that it has adequate financial reserves and administrative ability 
to carry out its contractual obligations. The Vendor must maintain financial records and provide 
DHCFP with various financial statements upon request and as outlined in the contract and 
Attachment I, Forms and Reporting Guide, including any revisions or additions to the document. 


4.10.6.1 The Vendor will submit a copy of its annual Independent Audit Report to DHCFP, as 
submitted to the Division of Insurance. 


4.10.6.2 The Vendor will submit its quarterly and annual financial reports to DHCFP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.10.6 – 4.10.6.2. 


Altius, with the backing of our parent company, Coventry, has a well-documented history of 
financial stability. Coventry is a nationwide managed health care company that has the financial 
capacity to ensure long-term stability for our membership to access quality health care services. 


Based in Bethesda, Maryland and publicly traded (NYSE:CVH), Coventry was recently ranked 
number 212 on the Fortune 500 and is included in the Standard & Poor’s 500 Index (the S&P 
500). We operate MCOs, network rental companies, insurance companies, and workers’ 
compensation services companies. 


We provide a full range of risk- and fee-based managed care products and services to a broad 
cross-section of individuals, employer and government-funded groups, government agencies, and 
other insurance carriers and Health Plan administrators. Coventry remains committed to a 
conservative financial discipline with a well-diversified revenue base. 


In 2011, Coventry’s revenues were $12.2 billion, with assets of $8.8 billion including cash and 
investments of $4.3 billion. For the year ended December 31, 2012, Altius reported total capital 
and surplus of $54.8 million equivalent to 367.1% of Authorized Control Level Risk-Based Capital. 
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AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


4.10.7 Third-Party Liability and Subrogation 


 Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program 
(e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee 
Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and 
Section 6035 of the Deficit Reduction Act of 2005. TPL also includes the Coordination of 
Benefits (COB) cost avoidance and COB recovery. Under Section 1902(a) (25) of the Social 
Security Act, DHCFP and its providers are required to take all reasonable measures to identify 
legally liable third parties and treat verified TPL as a resource of the Medicaid and CHIP 
recipient.  


 Subrogation is the principle under which an insurer that has paid a loss under an insurance 
policy is entitled to all the rights and remedies belonging to the insured against a third party with 
respect to any loss covered by the policy. 


 The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the 
State’s authorized agent for the limited purpose of TPL collection, within the limitation of the Fair 
Debt Collection Practices Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 
CFR § 433.135 et seq and 42 CFR 433.147 154. The managed care organization’s capitated 
payments include an offset in the rates for these collections. The contracted managed care 
organization shall vigorously pursue billing prior resources as these amounts are considered 
part of their risk based capitation payment. The managed care organization is required to 
secure signed acknowledgements from enrolled Medicaid recipients or their authorized 
representative confirming any prior resources (e.g., Medicare, worker’s compensation, private 
insurance, etc.). 


 The contracted managed care organization must pursue third-party liability in accordance with 
42 CFR 433.139 and Sections 103.6 104 and 3603.20 23 of the Nevada Medicaid Services 
Manual. The Vendor must also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization 
may utilize the EVS eligibility system to assist in accomplishing this objective.  


 The managed care organization is responsible not only for pursuing third-party resources that it 
identifies but also for pursuing third-party resources identified and communicated to the 
managed care organization by DHCFP. 


 All information on the third party, including collections and collection attempts, are to be 
reported to DHCFP (including circumstances under which the third party refuses to pay) on the 
Third Party Quarterly Report located in the Forms and Reporting Guide. TPL and subrogation 
collections may also be reported to DHCFP through encounter data and other required reports. 
The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation 
collection reports to validate collection activities and results. The managed care organization will 
then be expected to meet or exceed baseline target collections as determined by DHCFP and 
its actuaries. The baseline target amount will be built into future rates. If the managed care 
organization does not meet or exceed baseline TPL and subrogation collections, DHCFP will 
conduct a review to determine if there is a legitimate reason. If there is no legitimate reason as 
determined by the Division, the difference between baseline and actual collections will be 
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deducted from the managed care organization’s costs before the data is used to set future 
rates. DHCFP will prospectively adjust capitation rates to account for expected TPL collections.  


 Vendor is required to obtain TPL information independently of DHCFP for the purpose of 
avoiding claim payments or recovering payments made from liable third parties.  TPL recovery 
may be incorporated into capitated rate development by DHCFP and its actuary. Vendor has 
365 days from claim paid date to recover TPL payment; after 365 days, Vendor forfeits the right 
to recovery to the State unless Vendor can provide evidence that the recovery effort is active 
and/or in dispute. 


 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.10.7. 


 


4.10.8 Reserving 


 As part of its accounting and budgeting function, the Vendor will be required to establish an 
actuarially sound process for estimating and tracking incurred but not reported claims (IBNRs). 
The Vendor must provide documentation of the IBNRs review and certification by an actuary. 
The Vendor must reserve funds by major categories of service (e.g., hospital inpatient, hospital 
outpatient, physician, and pharmacy) to cover both IBNRs and reported but unpaid claims 
(RBUCs). As part of its reserving methodology, the Vendor must conduct annual reviews to 
assess the actuarial validity of its reserving methodology, and make adjustments as necessary. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.10.8. 
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4.10.9 Prohibition on Payments to Institutions or Entities Located Outside of the United States  


 Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act 
(the Act), the Vendor shall not provide any payments for items or services provided under the 
State Plan or under a waiver to any financial institution or entity located outside of the United 
States (U.S.). 


 Payments for items or services provided under the State Plan to financial institutions or entities 
such as provider bank accounts or business agents located outside of the United States are 
prohibited by this provision. Further, this Section prohibits payments to telemedicine providers 
located outside of the U.S. Additionally; payments to pharmacies located outside of the U.S. are 
not permitted. 


 Any payments for items or services provided under the State Plan or under a waiver to any 
financial institution or entity located outside of the U.S. may be recovered by the State from the 
Vendor. 


 For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term 
“United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of 
the Act defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin 
Islands, Guam, the Northern Mariana Islands, and American Samoa, when used under Title 
XIX. 


 The phrase, “items or services provided under the State Plan or under a waiver” refers to 
medical assistance for which the State claims Federal funding under section 1903(a) of the Act. 
Tasks that support the administration of the Medicaid State Plan that may require payments to 
financial institutions or entities located outside of the U.S. are not prohibited under this statute. 
For example, payments for outsourcing information processing related to Plan administration or 
outsourcing call centers related to enrollment or claims adjudication are not prohibited under this 
statute.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.10.9. 
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4.11 GRIEVANCES, APPEALS AND FAIR HEARINGS 
 The Vendor shall establish a system for members, which includes a grievance process, an 


appeal process, and access to the State Fair Hearing system. The Vendor shall establish a 
similar system to resolve disputes with providers. The Vendor must provide information about 
these systems to members at the time of enrollment and to providers and subcontractors at the 
time they enter into a contract. As described in Section 4.7.2 of this RFP, the Vendor must 
submit to DHCFP quarterly reports that document the grievance and appeal activities listed on 
the templates located in the Forms and Reporting Guide.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.11. 


CoventryCares considers the grievance and appeal process an important part of our continuous 
quality improvement efforts. Often, we first learn of opportunity for improvement through a 
grievance or appeal. Because of the information that can be learned from our members and 
providers during the grievance and appeal process, CoventryCares regularly reviews grievances 
and appeals to identify trends and unique issues that need to be addressed. 


CoventryCares’ Grievance and Appeal process complies with all applicable state and federal 
requirements regarding member grievance, appeals, and State Fair Hearings. All functional areas 
are engaged in the grievance and appeal process as needed. The Appeals Manager oversees all 
operations in order to resolve member grievances and appeals, and to ensure adherence to all 
relevant timeframes and requirements. 


Grievance and Appeals System 
CoventryCares’ Grievance and Appeals system addresses member grievances and appeals and 
access to the State Fair Hearing process outlined in Chapter 3100 of the MSM. The system process 
is explained through sources that include: 


• Member Handbook 


• Notice of Action letters 


• Member Services representatives 


• Health Services staff; 


• Appeal Coordinators 


• CoventryCares Web site 


We provide members with simplified instructions on: 


• How to file a grievance or appeal 


• How to request a State Fair Hearing 


We offer members assistance by providing interpreter services, help with completion of forms, 
access to a toll-free number with TTY/TDD services, and arrangement of non-emergency 
transportation service to attend appeal hearings. 
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AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


4.11.1 Enrollee Grievances and Appeals 


 The authority for the following provisions concerning Enrollee Grievances and Appeals is found 
in 42 CFR 438 Subpart F (Subsections 400-424). Additional and cross-referenced regulations 
include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) 
and (d) and (g) (1), 438.210(c), and 483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 
exempts Medicaid from the provisions of NRS 695G.200—695G 230 that regard grievances and 
appeals. 


 The Vendor’s enrollee grievance and appeal system must be in writing and submitted to DHCFP 
for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at 
anytime thereafter when the Vendor’s enrollee grievances and appeals policies and procedures 
have been revised or updated (not including grammatical or readability revisions or updates). 
The Vendor may not implement any policies and procedures concerning its enrollee grievance 
and appeal system without first obtaining the written approval of the DHCFP. 


 An enrollee or an enrollee’s representative (including a provider on behalf of an enrollee) may 
file a grievance or submit an appeal directly with the DHCFP. However, such grievances and 
appeals will be referred to the Vendor for resolution. In the event a provider files an appeal on 
the enrollee’s behalf, the provider must first obtain the enrollee’s written permission with the 
exception of an expedited appeal (Refer to RFP Section 4.11.4.3). 


 In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, but if not 
satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The Vendor is 
required to provide access to and information about the State Fair Hearing process in the event 
an enrollee’s appeal is not resolved in favor of the enrollee. Grievances are not eligible for 
referral to the State Fair Hearing process. 


 An enrollee may file an appeal or grievance either orally or in writing. Unless the enrollee has 
requested an expedited resolution, an oral appeal may be followed by a written, signed appeal. 
If a grievance or appeal is filed orally, the Vendor is required to document the contact for 
tracking purposes and to establish the earliest date of receipt. There is no requirement to track 
routine telephone inquiries. 


 For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry. An appeal is a specific request for review of one of the 
following actions: 


4.11.1.1 The denial or limited authorization of a requested service; 


4.11.1.2 The reduction, suspension or termination of a previously authorized service; 


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


4.11.1.4 The failure to provide services in a timely manner; or 


4.11.1.5 The failure of a Vendor to act within the required timeframes for resolution and notification of 
appeals and grievances. 
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 A grievance is an expression of dissatisfaction about any matter other than one of the actions 
listed above. Possible issues for grievances include, but are not limited to, access to care, 
quality of services, interpersonal relationships between Vendor staff and enrollees, and failure to 
respect an enrollee’s rights. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.11.1–4.11.1.5. 


 


4.11.2 Authorization and Notice Timeliness Requirements 


 The Vendor must provide standard authorization decisions as expeditiously as the enrollee’s 
health requires and within the State’s established timelines that may not exceed fourteen (14) 
calendar days following receipt of the request for service, with a possible extension of up to 
fourteen (14) additional calendar days if the enrollee or provider requests the extension; or, the 
Vendor justifies (to the DHCFP upon request) a need for additional information and how the 
extension is in the enrollee’s interests. 


 For cases in which a provider indicates or the Vendor determines that following the standard 
timeframe could seriously jeopardize the enrollee’s life or health or ability to attain, maintain, or 
regain maximum function, the Vendor must make an expedited authorization decision and 
provide a Notice of Action as expeditiously as the enrollee’s health condition warrants and no 
later than three (3) working days after receipt of the request for service. The Vendor may extend 
the three (3) working days time period by up to fourteen (14) calendar days if the enrollee 
requests an extension or if the Vendor justifies (to the State upon request) a need for additional 
information and how the extension is in the enrollee’s interest. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.11.2. 
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4.11.3 Notice of Action 


 The Vendor must provide a written notice of action to the enrollee when the Vendor takes action 
or makes an adverse determination affecting the enrollee. If a provider has made a request on 
an enrollee’s behalf and the Vendor makes an adverse determination, the provider must be 
notified but this notification need not be in writing. 


 To ensure ease of understanding by non-English speaking or visually impaired enrollees, or 
enrollees with limited reading proficiency, the written notice to the enrollee must meet the 
language and format requirements of 42 CFR 438.10(c) and (d). 


 A written notice of action to the enrollee must meet the following requirements and must explain: 


4.11.3.1 The action the Vendor or its subcontractor has taken or intends to take; 


4.11.3.2 The reasons for the action; 


4. 11.3.3 The enrollee’s or the provider’s right to file an appeal; 


4. 11.3.4 The enrollee’s right to request a State Fair Hearing after the enrollee has exhausted the 
Vendor’s internal appeal procedures; 


4.11.3.5 The procedures for exercising the enrollee’s rights to appeal; 


4.11.3.6 The circumstances under which expedited resolution is available and how to request it; 


4.11.3.7 The enrollee’s rights to have benefits continue pending the resolution of the appeal, how to 
request that benefits be continued, and the circumstances under which the enrollee may be 
required to pay the costs of these services; 


4.11.3.8 That the enrollee may represent himself or use legal counsel, a relative, a friend, or other 
spokesman; 


4.11.3.9 The specific regulations that support, or the change in federal or State law that requires the 
action; and 


4.11.3.10 The enrollee’s right to request an evidentiary hearing if one is available or a state agency 
hearing, or in cases of action based on change in law, the circumstances under which a hearing 
will be granted. 


 The Vendor must give notice at least ten (10) days before the date of action when the action is a 
termination, suspension, or reduction of previously authorized covered services. This timeframe 
may be shortened to five (5) days if probable enrollee fraud has been verified.  


 The Vendor must give notice by the date of the action for the following circumstances:   


4.11.3.11 In the death of the enrollee;  
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4.11.3.12 A signed written enrollee statement requesting termination or giving information requiring 
termination or reduction of services (where the enrollee understands that this must be the result 
of supplying that information); 


4.11.3.13 The enrollee’s admission to an institution where he is ineligible for further services; 


4.11.3.14 The enrollee’s address is unknown and mail directed to him has no forwarding address; 


4.11.3.15 The enrollee has been accepted for Medicaid services by another local jurisdiction; 


4.11.3.16 The enrollee’s physician prescribes the change in level of medical care; 


4.11.3.17 An adverse determination made with regard to the preadmission screening requirements for 
nursing facility admissions on or after January 1, 1989; or 


4.11.3.18 The safety or health of individuals in a facility would be endangered; the residents health 
improves sufficiently to allow a more immediate transfer or discharge; an immediate transfer or 
discharge is required by the resident’s urgent medical needs; or the resident has not resided in 
a nursing facility for thirty (30) days (applies only to adverse action for nursing facility transfers). 


4.11.3.19 The Vendor must give a Notice of Action on the date of action when the action is a denial of 
payment.  


4.11.3.20 The Vendor must give notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or expedited 
service authorizations. Untimely service authorizations constitute a denial and are thus adverse 
actions. 


4.11.3.21 Notice of Actions must include: 


 A. The enrollee’s right to file a grievance if he or she disagrees with that decision; and 


 B. The enrollee’s right to receive written resolution notice. In addition, reasonable efforts shall 
be made to provide oral resolution notice. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.11.3—4.11.3.21. 
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4.11.4 Handling of Grievances and Vendor Appeals  


 The Vendor is required to dispose of each grievance and resolve each appeal and to provide 
notice as expeditiously as the enrollee’s health condition requires within the State’s established 
time frames specified as follows: 


4.11.4.1 Standard disposition of grievances:  The Vendor is allowed no more than ninety (90) days 
from the date of receipt of the grievance. 


4.11.4.2 Standard resolution of appeals: The Vendor is allowed no more than thirty (30) days from the 
date of receipt of the appeal. 


4.11.4.3 Expedited resolution of appeals:  The Vendor is allowed up to three (3) working days from the 
date of receipt of the appeal. The Vendor is required to establish and maintain an expedited 
review process for appeals when the Vendor determines or the provider indicates that taking the 
time for a standard resolution could seriously jeopardize the enrollee’s life or health or ability to 
attain, maintain, or regain maximum function. The Vendor must ensure that punitive action is not 
taken against a provider who supports an expedited appeal. If the Vendor denies a request for 
an expedited resolution of an appeal, it must transfer the appeal to the standard resolution of 
appeals and make reasonable efforts to give the enrollee oral notice of the denial and follow up 
within two (2) calendar days with a written notice. 


4.11.4.4 The vendor must inform the enrollee of the limited time available to present evidence and 
allegations of fact or law, in person or in writing, in the case of the expedited resolution. 


4.11.4.5 These time frames may be extended up to fourteen (14) days if the enrollee requests such an 
extension or the Vendor demonstrates to the satisfaction of the DHCFP that there is a need for 
additional information and how the extension is in the enrollee’s interests. If the State grants the 
Vendor’s request for an extension, the Vendor must give the enrollee written notice of the 
reason for the delay. 


 In handling grievances and appeals, the Vendor must meet the following requirements:  


4.11.4.6 The Vendor must provide enrollees any reasonable assistance in completing forms and 
taking other procedural steps, including assisting the enrollee and/or the enrollee’s 
representative to arrange for non-emergency transportation services to attend and be available 
to present evidence at the appeal hearing. This also includes, but is not limited to, providing 
interpreter services and toll-free numbers that have adequate TTY/TTD and interpreter 
capability; 


4.11.4.7 Acknowledge receipt of each grievance and appeal; 


4.11.4.8 Ensure that the individuals who make decisions on grievances and appeals were not involved 
in any previous level of review or decision-making; and 


4.11.4.9 Ensure that the individuals who make decisions on grievances and appeals are health care 
professionals who have the appropriate clinical expertise, as determined by the State, in treating 
the enrollee’s condition or disease if the grievance or appeal involves any of the following: 


 A. An appeal of a denial that is based on medical necessity; 
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 B. A grievance regarding the denial of an expedited resolution of an appeal; or 


 C. A grievance or appeal that involves clinical issues. 


The process for appeals also requires: 


4.11.4.10 That oral inquiries seeking to appeal an action are treated as appeals (in order to establish 
the earliest possible filing date for the appeal) and must be confirmed in writing unless the 
enrollee requests expedited resolution; 


4.11.4.11 That the enrollee is provided a reasonable opportunity to present evidence, and allegations of 
fact or law, in person as well as in writing, and that the enrollee is informed by the Vendor of the 
limited time available for this in the case of expedited resolution; 


4.11.4.12 That the enrollee and his/her representative is provided the opportunity, before and during 
the appeals process, to examine the enrollee’s case file, including medical records, and any 
other document and records considered during the appeals process; and 


4.11.4.13 Include, as parties to the appeal, the enrollee and his/her representative or the legal 
representative of a deceased enrollee’s estate. 


 The Vendor shall notify the enrollee of the disposition of grievances and appeals in written 
format. The written notice must include the results of the resolution process and the date it was 
completed. For appeals that are not wholly resolved in favor of the enrollee, the notice must also 
include:  


4.11.4.14 The right of the enrollee to request a State Fair Hearing from the DHCFP and how to do so;  


4.11.4.15 The right to request to receive benefits while the hearing is pending and how to make this 
request; and 


4.11.4.16 That the enrollee may be held liable for the cost of those benefits if the State Fair Hearing 
Officer upholds the Vendor’s action. 


 For expedited appeal resolution requests, the Vendor is required to make a good faith effort to 
provide an oral notice of the disposition in addition to the required written notice.  


 The Vendor is required to maintain records of grievances and appeals, which the State will 
review as part of the State’s quality strategy. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.11.4—4.11.4.16. 


 


4.11.5 State Fair Hearing Process 


 The State Fair Hearing process is described in Chapter 3100 of the MSM. An enrollee, 
enrollee’s representative or the representative of a deceased enrollee’s estate has the right to 
request a State Fair Hearing from the DHCFP when they have exhausted the Vendor’s appeal 
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system without receiving a wholly favorable resolution decision. The request for a State Fair 
Hearing must be submitted in writing within ninety (90) calendar days from the date of the 
Vendor’s notice of resolution. The Vendor will participate in the State Fair Hearing process, at 
the Vendor’s expense, in each circumstance in which an enrollee for whom the Vendor has 
made an adverse determination requests a State Fair Hearing. The Vendor is bound by the 
decision of the Fair Hearing Officer. (Please refer to the Chapter 3100 of the MSM for 
timeframes for standard and expedited State Fair Hearings.) 


 The Vendor is required to inform the enrollee of their right to a State Fair Hearing, how to obtain 
such a hearing, and representation rules must be explained to the enrollee and provided by the 
vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 
438.10(g)(1).  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.11.5. 
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4.11.6 Continuation of Benefits While the Vendor’s Appeal Process and the State Fair Hearing are 
Pending 


 The Vendor must continue the enrollee’s benefits while the Vendor’s internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions exist: 


4.11.6.1 The appeal is submitted to the Vendor on or before   the later of the following:  within ten (10) 
days of the Vendor mailing the Notice of Action; or, the intended effective date of the Vendor’s 
proposed action; 


4.11.6.2 The appeal involves the termination, suspension, or reduction of a previously authorized 
course of treatment; 


4.11.6.3 The services were ordered by an authorized provider; 


4.11.6.4 The original periods covered by the original authorization have not expired; and 


4.11.6.5 The enrollee requests an extension of benefits. 


 If, at the enrollee’s request, the Vendor continues the enrollee’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs: 


4.11.6.6 The enrollee withdraws the appeal; 


4.11.6.7 Ten (10) days pass after the Vendor mails the notice of action, providing the resolution of the 
appeal against the enrollee, unless the enrollee, within the 10-day timeframe has requested a 
State Fair Hearing with continuation of benefits until a State Fair Hearing decision is reached; 


4.11.6.8 A State Fair Hearing Officer issues a hearing decision adverse to the enrollee; and 


4.11.6.9 The time period of service limits of a previously authorized service has been met. 


 If the final resolution of the appeal is adverse to the enrollee, the Vendor may recover the cost 
of the services furnished to the enrollee while the appeal was pending, to the extent that they 
were furnished solely because of the requirements of this section and in accordance with policy 
set forth in 42 CFR 431.230(b). 


 If the Vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that 
were not furnished while the appeal was pending, the Vendor must authorize or provide the 
disputed services promptly and as expeditiously as the enrollee’s health condition requires. If 
the Vendor or State Fair Hearing Officer reverses a decision to deny authorization of services, 
and the enrollee received the disputed services while the appeal was pending, the Vendor or 
the State must pay for those services in accordance with State policy and regulations. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.11.6–4.11.6.9. 
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4.11.7 Provider Grievances and Appeals  


 The Vendor must establish a process to resolve any provider grievances and appeals that are 
separate from, and not a party to, grievances and appeals submitted by providers on behalf of 
enrollees. Written grievance and appeals procedures must be included, for review and approval, 
at the time the Vendor policies and procedures are submitted to the DHCFP and at anytime 
thereafter when the Vendor’s provider grievance and appeals policies and procedures have 
been revised or updated. The Vendor may not implement any policies and procedures 
concerning its provider grievance and appeal system without first obtaining the written approval 
of the DHCFP. 


 The following provisions reflect minimum requirements and are not intended to limit the scope of 
the Vendor’s grievance and appeals process for providers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.11.7. 


Coventry has experience in administering customized Medicaid managed care programs in ten 
states, covering approximately one million beneficiaries and has developed written policies and 
procedures to support the provider grievance and appeals process. 


 


4.11.7.1 General Requirements 


 The Vendor must accept written or oral grievances and appeals that are submitted directly by 
the provider as well as those that are submitted from other sources, including the DHCFP. An 
oral appeal must be followed by a written, signed appeal; however, the oral appeal must count 
as the initial date of appeal. The Vendor must keep a written or electronic record of each 
provider grievance and appeal to include a description of the issue, the date filed, the dates and 
nature of actions taken, and the final resolution. The Vendor must issue a final decision, in 
writing, no later than: 


 A. Ninety (90) days after a grievance is filed; and 


 B. Thirty (30) days after an appeal is filed. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.11.7.1. 
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4.11.7.2 State Fair Hearings 


 Pursuant to Nevada Revised Statute 422.306, when a provider has exhausted the Vendor’s 
internal appeals process, the provider has the right to submit a written request to the DHCFP for 
a State Fair Hearing. It is the Vendor’s responsibility to notify the provider of this right at the time 
the provider enters into a contract with the Vendor and when the outcome of an appeal is not 
wholly in favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 
438.414; and 42 CFR 438.10(g)(1). Disputes eligible for the State Fair Hearing process include: 


 A. Denial or limited authorization of a requested service; 


 B. Reduction, suspension or termination of a previously authorized service; 


 C. Denial, in whole or in part, of payment for a service; 


 D. Demand for recoupment; or 


 E. Failure of the Vendor to meet specified timeframes (e.g., authorization, claims processing, 
appeal resolution). 


 The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, 
termination or other contract disputes between the Vendor and its providers and/or 
subcontractors. Likewise, grievances as defined in Section 4.11.1 are not eligible for State Fair 
Hearings. The Vendor is bound by the decision of the Fair Hearing Officer and must comply with 
any decision resulting from the Fair Hearing process 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.11.7.2. 


4.12 MANAGEMENT INFORMATION SYSTEM 
4.12.1 The Vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining 


information sufficient to substantiate and report Vendor’s compliance with the contract 
requirements. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.12 – 4.12.1. 


Our core system, IDX, serves as the backbone of managed care processing and uses powerful 
relational database technology. Navigator (our internal communication system), Navigator Care 
(Care Coordination Management System), Web portals, Coventry Provider Database (CPD), and 
the Coventry Data Warehouse (CDW) all reference this system for information such as eligibility, 
authorizations and claims. 


IDX is a fully integrated, scalable application that encompasses all aspects of our Medicaid, 
Medicare, and commercial lines of business. This is our core transactional system that manages in-
plan services, benefit usage tracking, enrollment and eligibility, provider contracts, fee schedules, 
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provider network affiliations, claims payment and processing (including Maternity), encounter 
data reporting, premium billing and reconciliation. 


IDX updates Navigator and Navigator Care eligibility data, authorization, and claims data each 
time a user requests a view of one of those items. Each IDX field is individually mapped to a 
corresponding field in Navigator. 


The IDX architecture is Client/Server based and highly scalable. Coventry’s MCO servers are 
clustered and share redundant, network-attached storage devices. IDX uses high performance 
post-relational database technology that is suited to heavy transaction loads and high growth 
requirements. IDX has accommodated the continuous growth of all lines of Coventry’s business 
for over a decade and is ideally suited to accommodate our anticipated growth well into the 
future. 


 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


4.12.2 The Vendor shall have an MIS capable of documenting administrative and clinical procedures 
while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The Vendor 
shall provide DHCFP with aggregate performance and outcome data, as well as its policies for 
transmission of data from network providers. The Vendor shall submit its work plan or readiness 
survey assessing its ability to comply with Health Insurance Portability and Accountability Act 
(HIPAA) mandates in preparation for the standards and regulations. Any re-tooling of the 
Vendor’s information system to become ICD-10 compliant will be solely at the vendor’s 
expense. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.12.2. 


Our leadership has established a corporate Privacy Office, which has overall responsibility for 
developing policies and procedures to safeguard protected health information (PHI) against uses 
and disclosures that are inconsistent with applicable law. All policies and procedures regarding 
privacy and security are reviewed on an annual basis. We are dedicated to ensuring that our 
privacy practices regarding the secure storage, transmission and allowable release of individually 
identifiable health information comply with all federal and state laws and regulations, including, 
but not limited to, the HIPAA Privacy Rule, and the HITECH Act. 


 


4.12.3 The Vendor shall have internal procedures to ensure that data reported to DHCFP are valid and 
to test validity and consistency on a regular basis.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.12.3. 


Encounter data is mapped using translation rules into the state-required format utilizing HIPAA 
Guidelines. Mapping rules include checking for required data and allowing for the application of 
default values as required by the State. If a claim does not contain the necessary data to create a 
formatted claim, the claim is rejected and a report is provided for appropriate updates. 
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According to Coventry policy, all rejected claims must be addressed within thirty (30) days. If the 
appropriate information can be received from the provider, the claim will be corrected and re-
submitted within that timeframe. Due to the strong processes and controls Coventry has in place, 
Coventry has never received a request from any organization to create or adhere to a corrective 
action plan regarding the submission of encounter data. 


Coventry analyzes and responds to any encounter rejected by the State for medical claims and by 
the respective capitated vendor for capitated claims. An encounter team comprised of claims 
processors, information systems analysts, and certified professional coders review all claims-
associated acceptance/rejection rates to ensure accuracy as well as to increase acceptance rates. All 
capitated vendors are reported and trended via a subcontractor oversight meeting. 


 


4.12.4 Eligibility Data 


4.12.4.1 The Vendor enrollment system shall be capable of linking records for the same enrolled 
recipient that are associated with different Medicaid and/or Nevada Check Up identification 
numbers; e.g., recipients who are re-enrolled and assigned new numbers. 


4.12.4.2 At the time of service, the Vendor or its subcontractors shall verify every enrolled recipient’s 
eligibility through the current electronic verification system. 


4.12.4.3 The Vendor shall update its eligibility database whenever enrolled recipients change names, 
phone numbers, and/or addresses, and shall notify DHCFP of such changes. 


4.12.4.4 The Vendor shall notify DHCFP if the addresses of recipients are not accurate. DHCFP will 
notify the caseworker at the DWSS either to correct the address or terminate the case if the 
recipient is no longer a resident of the State.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.12.4 – 4.12.4.4. 


 


4.12.5 Encounter and Claims Records  


4.12.5.1 The encounter data reporting system should be designed to assure aggregated, unduplicated 
service counts provided across service categories, provider types, and treatment facilities. The 
Vendor shall use a standardized methodology capable of supporting CMS reporting categories 
for collecting service event data and costs associated with each category of service.  


4.12.5.2 The Vendor shall collect and submit service specific encounter data in the appropriate CMS 
1500, UB 04, and the/or appropriate ADA Dental Claim format or an alternative format if prior 
approved by DHCFP. The data shall be submitted in accordance with the requirements set 
forth. The data shall include all services reimbursed by Medicaid.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.12.5 – 4.12.5.2. 
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4.12.6 EPSDT Tracking System 


 The Vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid 
eligible child by name and Medicaid identification number. The system shall allow the Vendor to 
report annually on the CMS reporting form. This system shall be enhanced, if needed, to meet 
any other reporting requirements instituted by CMS or DHCFP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.12.6. 
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4.13 OPERATIONAL REQUIREMENTS 
4.13.1 Medical Director's Office 


 The Vendor must designate a Medical Director to be responsible for the oversight of 
development, implementation and review of the Vendor's Internal Quality Assurance Program, 
including implementation of and adherence to any Plan of Correction. The Medical Director 
need not serve full time or be a salaried employee of the Vendor, but the Vendor must be 
prepared to demonstrate it is capable of meeting all requirements using a part-time or 
contracted non-employee director. The Vendor may also use assistant or associate Medical 
Directors to help perform the functions of this office. The Medical Director and the Vendor's 
Utilization Management and Internal Quality Assurance Plan Committee are accountable to the 
Vendor's governing body. The Medical Director must be licensed to practice medicine in the 
State of Nevada and be board-certified or board-eligible in his or her field of specialty.  


The responsibilities of the Medical Director include the following: 


4.13.1.1 Serves as co-chairman of the Vendor's Utilization Management and Quality Assurance Plan 
committee; 


4.13.1.2 Directs the development and implementation of the Vendor's Internal Quality Assurance Plan 
(IQAP) and utilization management activities and monitoring the quality of care that Vendor 
enrollees receive; 


4.13.1.3 Oversees the development and revision of the Vendor's clinical care standards and practice 
guidelines and protocols; 


4.13.1.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


4.13.1.5 Oversees the Vendor's referral process for specialty and out-of-network services. All services 
prescribed by a PCP or requested by an enrollee which are denied by the Vendor must be 
reviewed by a physician, physician assistant, or advanced nurse practitioner with the reason for 
the denial being documented and logged; 


4.13.1.6 Oversees the Vendor's provider recruitment and credentialing activities; 


4.13.1.7 Serves as a liaison between the Vendor and its providers, communicating regularly with the 
Vendor's providers, including oversight of provider education, in-service training and orientation; 


4.13.1.8 Serves as the Vendor’s consultant to medical staff with regard to referrals, denials, grievances 
and problems; 


4.13.1.9 Ensures enrollee Individual Family Service Plans (IFSPs) and Individualized Education 
Programs (IEPs) are followed; and 


4.13.1.10 Ensures coordination of out-of-network services. 


 The Vendor must also identify a liaison, which can be the Medical Director, to work with DHCFP 
regarding utilization review and quality assurance issues. 
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CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.13 – 4.13.1.10. 


 


4.13.2 Vendor Operating Structure and Staffing 


 The Vendor must assure DHCFP that the organization is adequately staffed with experienced, 
qualified personnel. The Vendor shall provide such assurances as follows: 


4.13.2.1 Provide DHCFP with an updated organizational chart, every six (6) months or whenever a 
significant change in the organization occurs. The organizational chart must depict each 
functional unit of the organization, numbers and types of staff for each function identified, lines 
of authority governing the interaction of staff, and relationships with major subcontractors. The 
organizational chart must also identify key personnel and senior-level management staff and 
clearly delineate lines of authority over all functions of the Contract. The names of key 
personnel must be shown on the organizational chart. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.13.2–4.13.2.1. 


 


4.13.2.2 The Vendor must have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. At a minimum, the Vendor must have qualified 
staff in the following areas: 


 A. Executive management, including a Nevada Medicaid/CHIP  


 B. Operations Manager; 


 C. Accounting and budgeting; 


 D. Medical Director's office; 


 E. Medical Management, including quality assurance/utilization review; 


 F. Recipient services; 


 G. Provider services; 


 H. Grievances, appeals, and fair hearings; 


 I. Claims processing; and 


 J. Management information systems (MIS). 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.2.2. 
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4.13.2.3 With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
assigned to any other responsibility and must be housed in the Vendor’s Nevada administrative 
offices, key personnel may be responsible for more than one area. The Vendor shall ensure that 
all staff has appropriate training, education, and experience to fulfill the requirements of their 
positions, including the Nevada Medicaid/CHIP Operations Manager. The Vendor shall inform 
DHCFP in writing within seven (7) calendar days of any changes in the following key positions: 


 A. Administrator; 


 B. Chief Financial Officer; 


 C. Medical Director; 


 D. Recipient Services Manager; 


 E. Provider Services Manager; 


 F. Grievance and Appeals Coordinator; 


 G. Claims Administrator; and 


 H. Nevada Operations Manager. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.13.2.3. 


 


4.13.3 Subcontractors 


 The Vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with 
health care professionals.  


 The Vendor shall comply with the following: 


4.13.3.1 All subcontracts must fulfill the requirements of 42 CFR 438.6 that are appropriate to the 
service or activity delegated under the subcontract; 


4.13.3.2 The Vendor is responsible for oversight of all network subcontracts and is accountable for any 
responsibilities it delegates to any subcontracted provider (AKA, subcontractor). The Vendor 
must evaluate the prospective subcontractor’s ability to perform the activities to be delegated; 


4.13.3.3 All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, shall 
be prior—approved by DHCFP. Prior to the award of any subcontract or execution of an 
agreement with a delegated entity, the Vendor must provide written information to the DHCFP 
disclosing the Vendor’s ownership interest of five percent (5%) or more in the subcontractor or 
delegated entity, if applicable. All subcontracts shall be submitted to DHCFP for approval prior 
to their effective date. Failure to obtain advance written approval of a subcontract from DHCFP 
will result in the application of a penalty of one (1) month’s current capitation payment for an 
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adult female  TANF recipient for each day that the subcontractor was in effect without the 
DHCFP’s approval; 


4.13.3.4 By the service start date and whenever a change occurs, submit to DHCFP for review and 
approval the names of any material subcontractors the Vendor has hired to perform any of the 
requirements of the Contract and the names of their principals; 


4.13.3.5 Maintain all agreements and subcontracts relating to the contract in writing. Provide copies of 
all agreements and subcontracts to DHCFP within five (5) days of receiving such request. All 
such agreements and subcontracts shall contain relevant provisions of the contract appropriate 
to the subcontracted service or activity, specifically including but not limited to the provisions 
related to confidentiality, HIPAA requirements, insurance requirements and record retention. 
The Vendor has the responsibility to assure that subcontractors are adequately insured to 
current insurance industry standards; 


4.13.3.6 Remain fully responsible for meeting all of the requirements of the Contract regardless of any 
subcontracts for the performance of any Contract responsibility. No subcontract will operate to 
relieve the Vendor of its legal responsibility under the Contract; 


4.13.3.7 Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or imposing 
sanctions if the subcontractor’s performance is inadequate or substandard; 


4.13.3.8 Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, 
consistent with industry standards and/or State laws and regulations. If the Vendor identifies 
deficiencies or areas for improvement, the Vendor and the subcontractor must take corrective 
action; 


4.13.3.9 Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the 
Vendor’s intention to terminate any such subcontract; and 


4.13.3.10 Within thirty (30) calendar days of the date of request, the Vendor must provide full and 
complete information about the ownership of any subcontractor with whom the Vendor has had 
business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the 
twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105. 
Failure to timely comply with the request will result in withholding of payment by the State to the 
Vendor. Payment for services will cease on the day following the date the information is due and 
begin again on the day after the date on which the information is received. 


4.13.3.11 DHCFP retains the right to review contracts between the Vendor and providers. DHCFP 
agrees to protect the terms of Vendor-Provider contracts, if the Vendor clearly label individual 
documents as a "trade secret" or "confidential"” as per Section 25 of Attachment D, Contract 
Form of contract. 


 In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, the Vendor will be 
financially responsible to refund the amount of the federal disallowance and the corresponding 
state share to DHCFP. If such disallowance is treated as a default or breach, or otherwise 
subject the Vendor to sanctions under Section 13 of Attachment D Contract Form, any such 
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liquidated damages are not exclusive and are in addition to any other remedies available under 
this contract. All existing subcontracts, requiring amendments to meet the requirements of this 
contract, shall be amended. All future subcontracts must meet the requirements of this contract 
and any amendments thereto. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.13.3—4.13.3.11. 


 


4.13.4 Policies and Procedures 


 Written policies and procedures must be developed by the Vendor to provide a clear 
understanding of the program and its operations to Vendor staff, DHCFP, other DHCFP 
Vendors and the providers (network and non-network). 


 Policies and procedures must be developed, in accordance with the DHCFP managed care 
contract, amendments, attachments, and MSMs, for each of the Vendor functions. The Vendor’s 
policies and procedures must be kept in a clear and up-to-date manual. The Policy and 
Procedure Manual will be used as a training tool, and subsequently as a reference when 
performing contract related activities. The Policy and Procedure Manual must be reviewed at 
least annually for accuracy and updated as needed.  


 DHCFP must be provided with at least three (3) hard copies and an electronic copy of the 
Vendor Policy and Procedure Manual, including any exhibits, attachments or other 
documentation included as part of the Vendor Policy and Procedure Manual. DHCFP reserves 
the right to review and reject any policies or procedures believed to be in violation of federal or 
state law. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.13.4. 
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4.13.5 Implementation 


4.13.5.1 Vendor Plan 


 The Vendor shall: 


 A. Develop and submit to DHCFP for approval, no later than one (1) month after notification that 
DHCFP has selected it for Contract negotiations, a detailed work plan and timeline for 
performing the obligations set forth in the Contract for the first contract year. 


 B. Provide DHCFP with updates to the initial work plan and timeline, identifying adjustments that 
have been made to either, and describing the Vendor’s current state of readiness to perform 
all Contract obligations. Until the service start date, the Vendor shall provide biweekly written 
updates to the work plan and timeline, and thereafter as often as DHCFP determines 
necessary. 


 C. Unless otherwise agreed to by DHCFP, submit to DHCFP within a minimum of ten (10) 
working days of the service start date, all deliverables to permit any DHCFP identified 
modifications. 


 D. Beginning no later than thirty (30) calendar days prior to the service start date, the Vendor 
shall implement procedures necessary to obtain executed subcontracts and Medicaid 
provider agreements with a sufficient number of providers to ensure satisfactory coverage of 
initial enrollments. The DHCFP reserves the right to require an access report at any time 
after the service start date when barriers to access or network inadequacies are identified or 
are questionable. 


 E. Ensure that all workplace requirements DHCFP deems necessary, including but not limited to 
office space, post office boxes, telephones and equipment, are in place and operative as of 
the service start date. 


 Ensure that there is no interruption of covered services to enrolled recipients and work 
cooperatively with DHCFP to meet these requirements. 


 G. Ensure that a toll-free telephone number is in operation at the Vendor’s office as of 8:00 a.m. 
(Pacific Time) on the first day of the open enrollment period and remains in operation for the 
duration of the contract, unless otherwise directed or agreed to by DHCFP. A single 
telephone number may be utilized as long as there is a menu option to channel different 
caller categories, e.g. recipients, providers, etc.   


 H. Ensure that a toll-free hotline telephone number is in operation for recipient access at the 
Vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open enrollment period 
and remains in operation for the duration of the contract, unless otherwise directed or agreed 
to by DHCFP. 


 I. Establish and implement enrollment procedures and maintain applicable enrolled recipient 
data. 


 J. Establish its Provider Network and maintain existing Provider Agreements with such 
Providers, all in accordance with the provisions set forth in Section 4.5.  
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4.13.5.2 Pre-Implementation Readiness Review 


 DHCFP may conduct Operational and Financial Readiness Reviews on all awarded Vendors 
and will, subject to the availability of DHCFP resources, provide technical assistance as 
appropriate. The purpose of the readiness reviews is to assess the Vendor’s readiness and 
ability to provide services to enrolled recipients. The areas that may be reviewed include, but 
are not limited to: financial operations; administration and organization; enrollee services; 
provider network; quality improvement; and, management information systems, including claims 
processing and reporting systems. The Vendor shall provide necessary documentation specified 
by DHCFP and cooperate with DHCFP or its designees in conducting the review. DHCFP shall 
determine when the Vendor may begin marketing and providing program services. Provision of 
services as set forth in the contract is also subject to review and prior approval of CMS. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.13.5—4.13.5.2. 


 


4.13.6 Presentation of Findings 


The Vendor must obtain DHCFP’s approval prior to publishing or making formal public presentations of 
statistical or analytical material that includes information about enrolled recipients. This material 
must protect specific individual recipient privacy and confidentiality to the extent required by 
both federal and state law and regulation. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.13.6. 


 


4.13.7 Vendor Marketing Materials 


 The Vendor may develop marketing materials for distribution during any open enrollment period. 
The Vendor must request and obtain permission from DHCFP to distribute materials during an 
open enrollment period as well as in other locations or to implement an advertising campaign. 
Marketing materials must be submitted to the DHCFP for review and approval a minimum of 
sixty (60) days prior to the scheduled Medical Care Advisory Committee (MCAC) meeting for 
approval. The MCAC Schedule is subject to change. Please refer to the DHCFP website, 
http://dhcfp.nv.gov for revisions. Notwithstanding the requirement that the MCAC must review all 
Vendor marketing materials, the DHCFP has the sole authority to approve or disapprove 
materials (including updates to existing materials), distribution and advertising campaigns. The 
Vendor, or any provider, organization, or agency that contracts with the Vendor, is not permitted 
to market directly to potential enrollees. Vendors are also prohibited from providing materials 
that contain false or misleading information, and from initiating cold calls to potential enrollees. 


 The Vendor may not distribute, in any manner, marketing materials related to the managed care 
program without the prior written approval of DHCFP. This includes any updates to previously 
approved materials. Although federal regulations require the MCAC to review Vendor marketing 
materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the DHCFP has the 
sole authority to approve the Vendor’s marketing materials. If DHCFP approval is granted, the 



http://dhcfp.nv.gov
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Vendor must distribute the materials to its entire service area, as indicated in the contract and 
must comply with the requirements in Section 4.4.1 to ensure that, before enrolling, the potential 
enrollee receives the accurate oral and written information that he/she needs to make an 
informed decision regarding whether to enroll with the Vendor. The Vendor may not seek use of 
approved marketing materials to influence enrollment in conjunction with the sale or offering of 
any private insurance. The Vendor may not, directly or indirectly, engage in door-to-door, 
telephone, or other cold-call marketing activities. 


 The Vendor must provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud enrollees 
or potential enrollees or the DHCFP. Statements that will be considered inaccurate, false, or 
misleading include but are not limited to any assertion or statement that:  


4.13.7.1 The recipient must enroll with the Vendor in order to obtain benefits or in order not to lose 
benefits; or 


4.13.7.2 The Vendor is endorsed by CMS, the federal or state government, or similar entity. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.13.7—4.13.7.2. 


 


4.13.8 Fraud and Abuse 


 Vendors must comply with all applicable program integrity requirements, including those 
specified in 42 CFR 455 and 42 CFR 438 Subpart H. Vendor or any subcontractor that receives 
or makes annual payments under the State Plan of at least $5,000,000, as a condition of 
receiving such payments, shall: 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.13.8. 
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4.13.8.1 Fraud and Abuse Program: 


 Vendors must have a program that includes administrative and management arrangements or 
procedures, including a mandatory compliance plan to guard against fraud and abuse. The 
Vendor’s compliance plan must designate staff responsibility for administering the plan and 
include clear goals, milestones or objectives, measurements, key dates for achieving identified 
outcomes, and explain how the Vendor will determine the compliance plan’s effectiveness. 


 The Vendor’s compliance program which safeguards against fraud and abuse must, at a 
minimum, specifically address the following: 


 A. Employee education about false claims recovery:  


 In order to comply with Section 6032 of the Deficit Reduction Act of 2005 Vendors must, as 
a condition of receiving Medicaid payment, do the following: 


  1. Establish written policies for all employees of the entity (including management), and 
of any contractor or agent of the entity, that provide detailed information about the 
False Claims Act established under sections 3729 through 3733 of Title 31, United 
States Code, administrative remedies for false claims and statements established 
under chapter 38 of Title 31,  United States Code, any State laws pertaining to civil 
or criminal penalties for false claims and statements, and whistleblower protections 
under such laws, with respect to the role of such laws in preventing and detecting 
fraud, waste, and abuse in Federal health care programs (as defined in section 
1128B(f)) of the Social Security Act of 1932;  


  2. Educate employees and contractors on the Vendor’s policies and procedures for 
detecting and preventing fraud, waste, and abuse;  


  3. Educate employees and contractors on the laws governing the rights of employees 
to be protected as whistleblowers; and 


  4. Include in any employee handbook the required written policies regarding false 
claims recovery. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.1. 


Refer to Attachment 2 for our Program Integrity Plan and related exhibits in Tab IX-Other 
Information Material of our submission. It includes the Code of Business Conduct and Ethics and 
the Fraud, Waste and Abuse Procedures for CoventryCares. The referenced documents outline 
our plan to identify and report suspected fraud by a provider or recipient. The Program Integrity 
Plan includes, but is not limited to, the following: 


• Education and training on anti-fraud, waste and abuse policies and procedures for employees, 
providers, members and third-party vendors/subcontractors, including monitoring for 
prohibited affiliations and maintenance of education documentation 


• Detection and prevention of suspected fraud, waste and abuse through review of medical 
claims and reporting by members, providers and vendors 
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• Thorough investigations of suspected fraud, waste and abuse by a corporate Special 
Investigations Unit (SIU) dedicated solely to review of possible abuse by an employee, 
provider, member or vendor 


• Detailed reporting of suspected incidents of fraud, waste or abuse to DHCFP’s assigned entity 
within specified timeframes, including names, dates, places, source and nature of the 
complaint/incident, provider type and approximate range of dollars involved (if applicable) 


• Annual review and revision of the plan to evaluate its effectiveness and modify as appropriate 


• Cooperation with state and federal agencies in auditing and investigating our MCO, as 
applicable, to determine if we are complying with this plan 


 


4.13.8.2 Disseminate the required written policies to all contractors and agents, who must abide by 
those written policies. Include as part of such written policies, detailed provisions regarding the 
entity’s policies and procedures for detecting and preventing fraud, waste, and abuse. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.2. 


 


4.13.8.3 Include in any employee handbook for the entity, a specific discussion of the laws described in 
Section 4.13.8.1, the rights of employees to be protected as whistleblowers, and the entity’s 
policies and procedures for detecting and preventing fraud, waste, and abuse.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.3. 


 


4.13.8.4 Monitoring for fraud and abuse  


 The Vendor’s program which safeguards against fraud and abuse must specifically address the 
Vendor’s prevention, detection, investigation, and reporting strategies in at least the following 
areas: 


 A. Embezzlement and theft – Vendors must monitor activities on an ongoing basis to prevent 
and detect activities involving embezzlement and theft (e.g., by staff, providers, contractors, 
etc.) and respond promptly to such violations. 


 B. Underutilization of services – Vendors must monitor for the potential under-utilization of 
services by their members in order to assure that all Medicaid-covered services are being 
provided, as required. If any under-utilized services are identified, the Vendor must 
immediately investigate and, if indicated, correct the problem(s) which resulted in such 
under-utilization of services. 


 C. The Vendor’s monitoring efforts must, at a minimum, include the following activities: a) an 
annual review of their prior authorization procedures to determine that they do not 
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unreasonably limit a member’s access to Medicaid-covered services; b) an annual review of 
the procedures providers are to follow in appealing the Vendor’s denial of a prior 
authorization request to determine that the process does not unreasonably limit a member’s 
access to Medicaid-covered services; and c) ongoing monitoring of Vendor service denials 
and utilization in order to identify services which may be underutilize. 


 D. Claims submission and billing – On an ongoing basis, Vendors must identify and correct 
claims submission and billing activities which are potentially fraudulent including, at a 
minimum, double-billing and improper coding, such as up coding and bundling. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.4. 


4.13.8.5 Reporting fraud and abuse 


 When an Vendor investigation reveals that an incident of suspected fraud and/or abuse by a 
member or provider may have occurred, the Vendors is required to report  the instances of 
suspected fraud and/or abuse to the Surveillance and Utilization Review Section (SURS) at the 
DHCFP no later than ten (10) business days after the completion of an investigation. At a 
minimum the Vendor’s investigation must provide the following information: 


 A. Provider’s name and Medicaid provider number or Provider Reporting Number (PRN); 


 B. Member’s name and Medicaid number; 


 C. Source of complaint; 


 D. Type of provider; 


 E. Nature of complaint; 


 F. Approximate range of dollars involved, if applicable; 


 G. Results of Vendor’s investigation and actions taken; 


 H. Name(s) of other agencies/entities (e.g., medical board, law enforcement) notified by 
Vendor; and 


 I. Officials to whom the case has been referred. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.5. 
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4.13.8.6 Monitoring for Prohibited Affiliations 


 The Vendor’s policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the 
Vendor will not knowingly have a relationship with individuals debarred by Federal Agencies. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.6. 


 


4.13.8.7 Data Certification 


 Pursuant to 42 CFR 438.604 and 42 CFR 438.606, Vendors are required to provide certification 
as to the accuracy, completeness, and truthfulness of data and documents submitted to 
DHCFP, which may affect Vendor payment.  


 A. Vendor Submissions 


  Vendors must submit the appropriate DHCFP certification as to the accuracy, completeness, 
and truthfulness of all data and documents submitted to DHCFP which may affect Vendor 
payment.  


 B. Source of Certification  


  The above Vendor data submissions must be certified by one of the following: 


  1. The Vendor’s Chief Executive Officer; 


  2. The Vendor’s Chief Financial Officer; or 


  3. An individual who has delegated authority to sign for, or who reports directly to, the 
Vendor’s Chief Executive Officer or Chief Financial Officer. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.7. 
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4.13.8.8 Vendor shall  


 A. Adhere to federal and state regulations, and the provider agreement, to establish written 
policy for dissemination to their staff; 


 B. Ensure policies are adopted by any contractor or agent acting on their behalf; Educate staff 
on the regulations. 


 C. Educate staff on the regulations; 


 D. Disseminate this information to new staff within 30 days from the date of hire; 


 E. Provide signed Certification Form, signed provider agreement, copies of written policy and 
employee handbook; 


 F. Maintain documentation that staff has been educated, within the required timeframes; 


 G. Maintain documentation on the education of staff, and make it readily available for review by 
state or federal officials; and 


 H. Provide requested re-certification within required timeframes to ensure ongoing compliance. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.8. 


 


4.13.8.9 The vendor shall include terms in its subcontracts requiring its subcontractors to comply with 
Section 4.13.8.10. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.13.8.9. 
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4.13.8.10 Vendor agrees to furnish to DHCFP or to the Secretary on request, the information below: 


 A. Information that must be submitted.  


 B. Vendor must submit, within 35 days of the date on a request by the Secretary or the 
DHCFP, full and complete information regarding: 


 1. The ownership of any subcontractor with whom the Vendor has had business 
transactions totaling more than $25,000 during the 12-month period ending on the date 
of the request; and 


 2. Any significant business transactions between the Vendor and any wholly-owned 
supplier, or between the Vendor and any subcontractor, during the 5-year period ending 
on the date of the request. 


 C. Denial of Federal Financial Participation (FFP) 


 1. FFP is not available in expenditures for services furnished by Vendors who fail to comply 
with a request made by the Secretary or the DHCFP under Section 4.13.8.10 or under 
Section 42 CFR420.205. 


 2. FFP will be denied in expenditures for services furnished during the period beginning on 
the day following the date the information was due to the Secretary or the DHCFP and 
ending on the day before the date on which the information was supplied. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.13.8.10. 


4.14 REPORTING 
 Adequate data reporting capabilities are critical to the ability of CMS and DHCFP to effectively 


evaluate the DHCFP’s managed care programs. The success of the managed care program is 
based on the belief that recipients will have better access to care, including preventive services, 
and will experience improved health status, outcomes, and satisfaction within the managed 
health care delivery system. To measure the program's accomplishments in each of these 
areas, the Vendor must provide DHCFP and/or its contractors with uniform utilization, cost, 
quality assurance, and recipient satisfaction and grievance/appeal data on a regular basis. It 
must also cooperate with DHCFP in carrying out data validation steps. 


 The Vendor must meet all reporting requirements and timeframes as required in Attachment I, 
Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by both 
parties. Failure to meet all reporting requirements and timeframes as required by this RFP and 
all attachments thereto may be considered to be in default or breach of the contract. 


 Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, 
information or documents received from Vendor may be open to public disclosure and copying. 
The State will have the duty to disclose, unless a particular record is made confidential by law or 
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a common law balancing of interests. This includes compensation arrangements, profit levels, 
consumer satisfaction levels, audits and findings, pertinent litigation, and outcomes/HEDIS data. 


 Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that 
Vendor agrees to indemnify and defend the State for honoring such a designation. The failure to 
so label any document that is released by the State shall constitute a complete waiver of any 
and all claims for damages caused by any release of the records. If a public records request for 
a labeled document is received by the State, the State will notify the Vendor of the request and 
delay access to the material until seven (7) working days after notification to the Vendor. Within 
that time delay, it will be the duty of Vendor to act in protection of its labeled record. Failure to 
so act shall constitute a complete waiver. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14. 


 


4.14.1 Encounter Reporting 


 Vendors must submit encounter data in accordance with the requirements in this contract, to 
include any revisions or additions which contain information regarding encounter data, including 
DHCFP’s media and file format requirements, liquidated damages and submittal timeframes. 
The Vendor must assist DHCFP in its validation of encounter data. Compliance with reporting 
requirements is described in this RFP.  


 The Vendor is required to submit encounter data for the Nevada Check Up program in the same 
manner as the Medicaid program. Nevada Check Up recipients must be separately identified 
from Medicaid recipients, but the information can be combined for submission. 


 The Vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 
42 CFR 438.808. 


 All encounters must be submitted for proper and accurate reporting and must be submitted in a 
within ninety (90) days of receipt of encounter.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.1. 


4.14.2 Summary Utilization Reporting 


 The Vendor shall produce reports using HEDIS, as specified in Section 4.7.2. The Vendor must 
submit these reports to DHCFP in a timely manner pursuant to Section 3.6 in addition to the 
other reports required by this contract. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.2. 
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4.14.3 Dispute Resolution Reporting 


 The Vendor must provide DHCFP with quarterly reports documenting the number and types of 
provider disputes, recipient grievances, appeals and fair hearing requests received by the 
Vendor and its subcontractors. Reports must be submitted within forty-five (45) business days 
after close of the quarter to which they apply.  


 These reports are to include, but not be limited to, the total number of recipient grievances, the 
total number of notices provided to recipients, the total number of recipient and appeals 
requests, and provider disputes filed, including reporting of all subcontractor’s recipient 
grievances, notices, appeals and provider disputes. The reports must identify the recipient 
grievance or appeal issue or provider dispute received; and verify the resolution timeframe for 
recipient grievances and appeals and provider disputes. 


 Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and 
provider dispute information, including, but not limited to, specific outcomes, shall be retained 
for each occurrence for review by the DHCFP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.3. 


4.14.4 Quality Assurance Reporting 


 Performance Improvement Projects (PIPs) will be performed by the Vendors pursuant to 
guidelines established jointly by the Vendors, DHCFP, and the External Quality Review 
Organization (EQRO), as well as those identified in this RFP. In addition, the Vendor must 
provide outcome-based clinical reports and Management Reports as may be requested by 
DHCFP. Should the Vendor fail to provide such reports in a timely manner, the DHCFP will 
require the Vendor to submit a POC to address contractual requirements regarding timely 
reporting submissions. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.4. 


 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


4.14.5 Recipient Satisfaction Reporting 


 Each Vendor must collect and submit to DHCFP a child and adult Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children 
with Chronic Conditions (CCC), measuring recipient satisfaction prior to the third quarter of each 
contract year, unless the requirement is waived by DHCFP due to an EQRO performed survey. 
This may be done in conjunction with the Vendor’s own satisfaction survey. DHCFP requires 
data stratified to indicate the satisfaction level of parents or guardians of Nevada Check Up 
participants. Vendors are required to report results from the CAHPS Child Medicaid Survey, the 
CAHPS CCC Survey, and the Supplemental Items for the Child Questionnaires on dental care, 
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access to specialist care, and coordination of care from other health providers DHCFP may 
request a specific sample, and/or survey tool. Survey results must be disclosed to the State, 
and, upon State’s or enrollee’s request, disclosed to enrollees. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.5. 


 


4.14.6 Financial Reporting 


 The Vendor must meet the financial reporting requirements set forth in the Forms and Reporting 
Guide, including any revisions or additions to the document.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.6. 


 


4.14.7 Fraud and Abuse Reporting 


 The Vendor must provide DHCFP with monthly reports documenting the number and types of 
disciplinary actions, sanctions, and suspected or confirmed cases of fraud and abuse received 
by the Vendor and its subcontractors. Reports are monthly but may be submitted on a quarterly 
basis. Reports must be submitted within Forty-five (45) business days after close of the quarter 
to which they apply. Major or significant instances of fraud or abuse must be reported to the 
DHCFP within 10 business days after the completion of the investigation. This report is added to 
Attachment I, Section 3 of the Forms and Reporting Guide. 


 The Vendor and its subcontractors must provide immediate notification to DHCFP regarding all 
suspected recipient and provider fraud and abuse pursuant to 42 CFR 455.15. 


 Upon the Vendor’s awareness of any disciplinary action, sanction taken against a network 
provider, or any suspected fraud or abuse, the Vendor shall immediately inform DHCFP.  


 The Vendor and/or its subcontractors are responsible for informing DHCFP of any suspected 
recipient fraud or abuse.  


 These reporting requirements shall be included in all Vendor subcontracts. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.7. 
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AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


4.14.8 Network Adequacy 


 The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the 
access and availability of its network. Reports must be submitted within forty five (45) business 
days after close of the quarter to which they apply. This report is added to Section 6 of 
Attachment I, Forms and Reporting Guide. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.8. 


 


4.14.9 Hospital Adequacy 


 The Vendor must provide DHCFP with a quarterly report on the adequacy of contracted 
hospitals to the assigned recipient caseload. The report shall document the number and types 
of specialties covered by contracted hospitals. Reports must be submitted within forty five (45) 
business days after close of the quarter to which they apply. This report is added to Section 6 of 
Attachment I, Forms and Reporting Guide. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.9. 


 


4.14.10 Out-of-State Services 


 The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the 
number and types of services provided to Nevada Medicaid recipients outside of the state of 
Nevada or its catchments. The report shall document the reasons the services were provided 
out of state. Reports must be submitted within forty five (45) business days after close of the 
quarter to which they apply. This report is added to Section 6 Attachment I, Forms and 
Reporting Guide. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.10. 
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4.14.11 Other Reporting 


 The Vendor shall be required to comply with additional reporting requirements upon the request 
of DHCFP. Additional reporting requirements may be imposed on the Vendor if DHCFP 
identifies any area of concern with regard to a particular aspect of the Vendor’s performance 
under this contract. Such reporting would provide DHCFP with the information necessary to 
better assess the Vendor’s performance. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.14.11. 


 


4.15 INFORMATION SYSTEMS AND TECHNICAL REQUIREMENTS 
4.15.1 Data Requirements 


 The Vendor will be required to provide compatible data in a DHCFP prescribed format for the 
following functions: 


 4.15.1.1 Enrollment; 


 4.15.1.2 Eligibility; 


 4.15.1.3 Provider Network Data; 


 4.15.1.4 PCP Assignment; 


 4.15.1.5 Claims Payment; and 


 4.15.1.6 Encounter Data. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.15 – 4.15.1.6. 
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4.15.2 Interfaces 


 The Vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish 
schedules for each interface. The DHCFP’s Medicaid Management Information System (MMIS) 
will interface with the Vendor’s system in the following areas, although not necessarily limited to 
these areas:  


 4.15.2.1 Health Plan—Encounter Data (encounter data reflects all services provided to 
clients for whom the health plan pays.)  


 4.15.2.2 Health Plan—Weekly Stop Loss File 


 4.15.2.3 Health Plan—Weekly Supplemental Omnibus Budget Reconciliation Act 
(SOBRA) File 


 4.15.2.4 Health Plan—Network Data File 


 4.15.2.5 Health Plan—Client Update File 


 4.15.2.6 MMIS—Encounter Data Error File (HIPAA X12 837 and NCPDP) 


 4.15.2.7 MMIS—Encounter Data informational Errors File 


 4.15.2.8 MMIS—SOBRA Error File 


 4.15.2.9 MMIS—Stop Loss Error File 


 4.15.2.10 MMIS—Stop Loss Rejection File 


 4.15.2.11 MMIS—Health Plan Error File 


 4.15.2.12 MMIS—Third Party Liability Update File 


 4.15.2.13 MMIS—Client Demographic Data 


 4.15.2.14 MMIS—Newborn Data 


 4.15.2.15 MMIS—Daily Health Plan Enrollee File 


 4.15.2.16 MMIS—Health Plan Enrollee File 


 4.15.2.17 MMIS—Network Data Exception File 


 4.15.2.18 MMIS—Network Primary Care Provider (PCP) Updates 


 4.15.2.19 MMIS—Client PCP changes 


 4.15.2.20 MMIS—Client Enrollment Updates 


 4.15.2.21 MMIS—Health Plan Notification 
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 4.15.2.22 Health Division Immunization Registry 


 4.15.2.23 Vital Statistics Birth Records 


 All transactions must be in a HIPAA-compliant format. In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, Vendors will find EDI 
Companion Guides at the following website: 
http://www.healthlink.com/edi_companion_guide.asp. These companion guides contain HIPAA-
compliant technical specifications. 


 The Vendor shall be responsible for any new and/or modified interfaces that may be required by 
CMS, including but not limited to, HIPAA regulations, and at the vendor’s own expense. 


 Vendors may access additional information regarding the MMIS system and associated 
interfaces by requesting review of the redacted version of the First Health Services Contract and 
attachments. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.15.2 – 4.15.2.23. 


 



http://www.healthlink.com/edi_companion_guide.asp
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4.15.3 Data Report Files 


 Upon request from DHCFP, the Vendor must provide encounter data report files in prescribed 
data fields to DHCFP’s encounter data processing agent on a monthly basis. DHCFP will 
provide the required data fields and data transfer instructions upon at the time of the request, 
and will allow a time frame mutually agreeable to DHCFP and the Vendor from the delivery of 
this information for the Vendor to comply with this requirement.  


 Encounters must: 


 4.15.3.1 Successfully pass through the HIPAA compliance editors used by the State’s fiscal 
agent. The DHCFP will not entertain any requests for other compliance checkers to be used for 
the convenience of proposers. 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 4.15.3.2 Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the edits. A written 
list of technical rules will not be made available; however, the Vendor will have adequate access 
to fiscal agent staff that will assist in the development of the interface. In developing the 
encounter data interface, the Vendor will be provided with companion guides and details of any 
applicable edits and descriptions of the edits.  The Vendor will have adequate access to fiscal 
agent staff to that will assist in the development of the interface. 


 


 4.15.3.3 A minimum of ninety-five percent (95%) of the data must successfully pass all 
encounter edits within the first six (6) months of submission, with ninety seven percent (97%) 
passing all thereafter. In the event the Vendor fails to demonstrate affirmative, good faith efforts 
to achieve these requirements, progressive sanctions, including monetary penalties, may be 
applied until data submissions meet the required standards. The Vendor will not be held liable 
for encounters that do not successfully pass all encounter edits if the Vendor is not solely 
responsible for the failure. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.15.3 – 4.15.3.3. 


 







Tab VI: Section 4- Scope of Work  


Medicaid Managed Care Organization Services RFP 1988 333 


4.15.4 HIPAA Transaction Requirements 


 All electronic transactions must be accepted/transmitted in a HIPAA-compliant format. These 
include, but are not limited to: 


 4.15.4.1 Premium payments (X12F 820) 


 4.15.4.2 Enrollment and disenrollment into a health plan (X12N 834) 


 4.15.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization) 


 4.15.4.4 Referrals and prior authorizations (X12N 278-both request and approval of 
authorization) 


 4.15.4.5 Claims encounter data (X12N 837 and NCPDP) 


 4.15.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response) 


 4.15.4.7 Payment and remittance advice (X12N 835-remittance advice) 


 In addition to complying with the requirements of the National EDI Transaction Set 
Implementation Guide, proposers will find EDI Companion Guides at the following website: 
http://www.healthlink.com/edi_companion_guide.asp. These companion guides contain HIPAA 
compliant technical specifications for each transaction. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.15.4 – 4.15.4.7. 


 


4.15.5 NPI/API Transaction Requirements  


 The Vendor must provide DHCFP with an National Provider Identifier, (NPI), including any 
taxonomy code(s), with their proposal, unless it is determined that they are neither a covered 
nor an eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the 
State’s fiscal agent. The Vendors must electronically transmit and receive fully HIPAA compliant 
transactions. This applies to all HIPAA regulations currently effective and those in draft form. 
Throughout the duration of the initial contract and any extensions, the State will not bear any of 
the cost for any enhancements or modifications to the Vendors information system(s) or the 
systems of any of the Vendors subcontractors or Vendors, to make it compliant with any HIPAA 
regulations. This includes those HIPAA requirements currently in effect or future regulations as 
they become effective.  


 All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This 
includes but is not limited to, providing DHCFP, through its fiscal agent, the NPI on all providers. 


 Without exception, all providers contracting through the Vendor must be registered with DHCFP 
as a Medicaid provider. This includes any providers who are required to have NPI and those 
who are not required by CMS, but are eligible to receive an NPI. If an eligible provider submits 



http://www.healthlink.com/edi_companion_guide.asp
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their claims on paper, they must still use an NPI, and the shadow claim of that paper encounter 
must be submitted from the Vendor to the State’s fiscal agent electronically and it must include 
the provider's NPI. This applies for any providers who have obtained a taxonomy code in 
addition to their NPI. The taxonomy code must be provided to the State’s fiscal agent, and that 
taxonomy code must be used appropriately on all encounters submitted to the State’s fiscal 
agent on behalf of DHCFP. The same NPI and taxonomy codes must be used for any third party 
insurance, including but not limited to private insurance and Medicare, for which the Vendor 
rebills. 


 Without exception, all encounters from sub-capitated providers must be captured by the Vendor 
and transmitted to the State’s fiscal agent following the guidelines outlined above. These must 
be fully detailed encounters following HIPAA requirements and using HIPAA compliant 
transactions, including but not limited to the use of NPI and taxonomy. 


 For those providers who are defined as "Atypical" by federal regulation, a similar state devised 
numbering system will be used. The State calls this an Atypical Provider Identifier (API). This 
API is issued by the State’s fiscal agent on behalf of the State. The Vendors must be capable of 
accepting and transmitting this API. All encounters from atypical providers must be captured by 
the Vendors and submitted to the State’s fiscal agent using the API. The Vendors must ensure 
that every atypical provider contracted with them has obtained this API from the State’s fiscal 
agent before any payment can be made by the Vendor to that provider. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.15.5. 


 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


4.15.6 Contractor must maintain current International Classification of Diseases (ICD) and Electronic 
Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding will 
be provided for contractor’s compliance. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.15.6. 
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4.16 DHCFP RESPONSIBILITIES 
 DHCFP will be responsible for the following: 


4.16.1 External Quality Review 


 DHCFP will contract, to the extent required by federal law, with an External Quality Review 
Organization (EQRO) to conduct independent, external reviews of the quality of services 
provided by the Vendor. These reviews will be conducted at least annually.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.16 – 4.16.1. 


 


4.16.2 Due Process  


4.16.2.1 The DWSS is responsible for all appeals pertaining to eligibility for Medicaid. The DHCFP is 
responsible for all appeals pertaining to eligibility for the Children’s Health Insurance Program 
(CHIP), the appeals process for disenrollment from managed care programs, and for providing a 
State Fair Hearing to all recipients who request such a hearing for all actions taken on medical 
assistance program benefits. 


4.16.2.2 DHCFP will receive all recipient requests for state fair hearings, arrange for the fair hearings 
and provide the fair hearings officer. Upon receipt of the fair hearing request, DHCFP will 
forward a copy to the Vendor. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.16.2– 4.16.2.2. 


4.16.3 DHCFP On-Site Audits 


 The DHCFP may schedule on-site audits at the Vendor’s primary place of business. The 
purpose of these audits is to confirm contract compliance and to more effectively manage 
DHCFP contract monitoring and oversight responsibilities of the Vendor. These audits will be 
scheduled in advance and will focus on contract sections prior identified by the DHCFP. The 
Vendor will be informed of the scheduling, focus of the audit and the expectations regarding 
Vendor’s participation no less than thirty (30) days in advance of the on-site visit. The vendor 
will have all prior requested data and information available at the time the audit begins. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.16.3. 
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4.16.4 Actuarial Services 


 The DHCFP will contract to the extent required by federal and state law with an actuarial 
contractor to establish rates using a methodology that is certified as actuarially sound and in 
compliance with state and federal law. Rate reviews will be conducted at least annually. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.16.4. 


 


4.16.5 Encounter Data Processing 


 The DHCFP will contract with an encounter data processing agent to accept, edit, process, and 
review encounter data submitted by contracted Vendors. It is DHCFP’s sole responsibility to 
determine the format in which the data is to be submitted. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.16.5. 
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4.16.6 Data Interface: 


 The Vendor will work closely with the State staff and the State's fiscal agent to establish 
schedules for each data interface. The Vendor’s data system will interface with the DHCFP’s 
MMIS data system in the following areas, although not necessarily limited to these areas:  


4.16.6.1 Health Plan—Encounter Data (encounter data reflects all services provided to clients for 
which the health plan pays);  


4.16.6.2 Health Plan—Weekly Stop Loss File;  


4.16.6.3 Health Plan—Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) File;  


4.16.6.4 Health Plan—Network Data File;  


4.16.6.5 Health Plan—Client Update File;  


4.16.6.6 MMIS—Encounter Data Error File (HIPAA X12 837 and NCPDP);  


4.16.6.7 MMIS—Encounter Data informational Errors File;  


4.16.6.8 MMIS—SOBRA Error File;  


4.16.6.9 MMIS—Stop Loss Error File; MMIS—Stop Loss Rejection File;  


4.16.6.10 MIS—Health Plan Error File; MMIS—Third Party Liability Update File;  


4.16.6.11 MIS—Client Demographic Data; MMIS—Newborn Data;  


4.16.6.12 MIS—Daily Health Plan Enrollee File;  


4.16.6.13 MIS—Health Plan Enrollee File;  


4.16.6.14 MIS—Network Data Exception File;  


4.16.6.15 MIS—Network Primary Care Provider (PCP) Updates;  


4.16.6.16 MIS—Client PCP changes;  


4.16.6.17 MIS—Client Enrollment Updates; and 


4.16.6.18 MIS—Health Plan Notification. 


 AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 All transactions must be in a HIPAA-compliant format. In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, EDI Companion 
Guides can be found at the following website: 
http://www.healthlink.com/edi_companion_guide.asp 
http://www.medicaid.nv.gov/providers/edi.aspx. These companion guides contain HIPAA 
compliant technical specifications. 



http://www.healthlink.com/edi_companion_g

http://www.medicaid.nv.gov/providers/edi.aspx
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 Further information regarding managed care interfaces, inputs, processing and outputs is 
available through a soft copy of the fiscal agent’s REDATED proposal in the DHCFP Information 
Technology library. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.16.6 – 4.16.6.18. 


 


4.16.7 Website Access 


 The DHCFP will maintain an Internet link on its official website at which the Vendor’s website 
can be accessed. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.16.7. 


 


4.17 COST CONTAINMENT AND/OR COST AVOIDANCE INITIATIVES 
 The Vendor shall develop policies and procedures that ensure cost containment and avoidance 


initiatives that positively impact health outcomes and result in cost savings to the State. Cost 
containment and avoidance initiatives must be provided to the DHCFP for review and approval 
prior to implementation.  


 The Vendor will also propose a shared savings model focusing on reductions in behavioral and 
mental health related lengths of stay, re-admissions, and ER utilization in general hospitals. 
Disincentives shall be created to reduce the over-utilization of referrals from general hospitals to 
State IMD hospitals.  


 The Vendor will also demonstrate its ability to operate an effective claims processing system 
that minimizes payment errors and, through the effective use of system edits and audits, 
prevents loss of public funds to fraud, abuse, and/or waste. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.17. 
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5.1 Vendor Information 


5.1.1 Vendors must provide a company profile in the table format below 


 


Question Response 


Company name: Altius Health Plans Inc. 


Ownership (sole proprietor, 
partnership, etc.): 


Corporation - Domestic - Profit 


State of incorporation: Utah 


Date of incorporation: 07/01/1987 


# of years in business: 35 years since the start of operations in March 
1976  


List of top officers: Todd D. Trettin – Chief Executive Officer 


Brett Clay – Chief Financial Officer 


Dennis Harston – VP Medical Affairs 


Kevin Lawlor – VP Network Development 


Stan Rogers – VP Sales & Marketing 


Tanna Ferrin – VP Quality Improvement 


Christy Daffern – Director of Medicaid NV 
Operations 


Frank Kyle – Director Regulatory Affairs 


Location of company headquarters: 10421 South Jordan Gateway 
Suite 400 
South Jordan, Utah 84095 


Location(s) of the company offices: Utah: 


Altius Health Plans Inc. 
10421 South Jordan Gateway, 
Suite 400 
South Jordan, Utah 84095 


Nevada: 


Coventry Health Care/Altius Health Plans 
Inc. 
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Question Response 


1140 North Town Center Dr. Ste 190 
Las Vegas , NV 89144 


Idaho: 


Altius Health Plans Inc. 
3501 Elder St., Ste 104 
Boise. ID 83705 


 


Location(s) of the office that will 
provide the services described in this 
RFP: 


Utah: 


Altius Health Plans Inc. 
10421 South Jordan Gateway, 
Suite 400 
South Jordan, Utah 84095 


Nevada: 


Coventry Health Care/Altius Health Plans  
1140 North Town Center Dr. Ste 190 
Las Vegas , NV 89144 


 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


Current: UT – 141 
 NV – 12 


Additional New Hires  
(based on 100,000 members): 
 NV - 82 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


1,028 


Location(s) from which employees will 
be assigned for this project: 


Utah: 


Altius Health Plans Inc. 
10421 South Jordan Gateway, 
Suite 400 
South Jordan, Utah 84095 


Nevada: 


Coventry Health Care/Altius Health Plans  
1140 North Town Center Dr. Ste 190 
Las Vegas , NV 89144 


Florida: 


Coventry Health Care, Inc.  
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Question Response 


Prior Authorization 
5130 Eisenhower Blvd. 
Tampa, FL 33634 


Texas 


Coventry Health Care, Inc.  
Customer Service Organization (CSO) 
14955 Heathrow Forest Parkway 
Houston, TX  77032 


 


 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
5.1.2. 


Altius Health Plans, Inc. is registered as a foreign corporation in Nevada. CoventryCares of 
Nevada will be Altius’ Medicaid product name.  


 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRs76. Information 
regarding the Nevada Business License can be located at http://sos.state.nv.us 


 


Question Response 


Nevada Business License Number: NV Business ID: NV20061072406 


Entity Number: E0486492006-3 


Legal Entity Name: Altius Health Plans, Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes  No X 



http://sos.state.nv.us





CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


344  Medicaid Managed Care Organization Services RFP 1988 


 


If “No”, provide explanation. 


Altius Health Plans, Inc. is a licensed Health Maintenance Organization in Nevada. The Altius 
Medicaid product will be known as CoventryCares of Nevada in order to maintain a consistent 
Coventry name brand with other Coventry Medicaid products across the country. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). 
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal. Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
5.1.4. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 


 


Yes  No X 


 


 If “Yes”, complete the following table for each State agency for whom the work was performed. 
Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were 
performed: 


 


Type of duties performed:  


Total dollar value of the contract:  
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5.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


 If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 


 If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to 
perform. 


 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 
or criminal litigation  


 in which the vendor has been alleged to be liable or held liable in a matter involving a contract 
with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform 
or fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 


 Does any of the above apply to your company? 


 


Yes  No X 
 


 If “Yes”, please provide the following information. Table can be duplicated for each issue being 
identified. 


 
Question Response 


Date of alleged contract failure or 
breach: 


 


Parties involved:  
Description of the contract 
failure, contract breach, or 
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Question Response 
litigation, including the products 
or services involved: 
Amount in controversy:  
Resolution or current status of the 
dispute: 


 


Court Case Number If the matter has resulted in a 
court case:   
Status of the litigation:  


 


5.1.8  Vendors must review the insurance requirements specified in Attachment E, 
 Insurance Schedule for RFP 1988. Does your organization currently have or will your 


organization be able to provide the insurance requirements as specified in Attachment E.  


 


 Does any of the above apply to your company? 


Yes X 


To the best of our knowledge and after 
reasonable diligence, our organization 
meets the requirements specified in 
Attachment E, with the exception of the 
items identified on Attachment B 


No  


 


 Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP. In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B. The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


 


 Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 
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5.1.9 Company Background/History 
 And why the vendor is qualified to provide the services described in this RFP. Limit response to 


no more than five (5) pages. 


 A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the 
public and/or private sector. 


Altius Health Plans, Inc. (Altius) is a subsidiary of Coventry Health Care, Inc. (Coventry). Altius 
has been operating MCOs for 35 years since 1976. Acquired by Coventry in 2003, Altius provides a 
full range of risk and fee-based managed care products and services including, HMO, POS, PPO, 
Medicare Advantage Plan, Federal Employees Health Benefits Program and Network Rental. 


Altius is licensed in the states of Utah, Idaho, Wyoming and Nevada. Enrollment in our company’s 
traditional group health plan and insurance company lines of business is 8,400 members in Nevada 
and more than 173,000 risk-based and non-risk members for all of Altius. For the Nevada 
membership, 56% is in Individual products and 44% is in Employer Group products. Altius has 
been providing managed care services in Nevada for nearly three years. 


Coventry is a national managed health care company based in Bethesda, Maryland, operating 
MCOs, insurance companies, network rental services companies, and Workers’ Compensation 
services companies. Coventry also provides a full range of risk and fee-based managed care 
products and services.  


Enrollment in our company’s traditional group health plan and insurance company lines of 
business exceeds 5.3 million members. Coventry serves more than 42,500 employer group 
customers, and employs more than 14,000 people nationwide. 


Since 1995, Coventry has maintained a successful history of operating Medicaid Managed Care 
programs. Today, Coventry managed care organizations (MCOs) administer customized Medicaid 
managed care programs in 10 states, covering approximately one million TANF, CHIP, Pregnant 
Women, ABD, Foster Care Children, Dual Eligible and Long Term Care beneficiaries. 


 


 B. Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals. 


Altius Health Plans, Inc. (Altius) was incorporated in the State of Utah in 1982 and has been 
operating since 1976. In 2003, Altius was acquired by Coventry Health Care, Inc. (Coventry). 
Altius is a wholly owned subsidiary of Coventry. In November 2009, Altius was approved as a 
Health Maintenance Organization (HMO) in Nevada. 


Coventry is currently a publicly traded company. Figure 15 lists our major shareholders. 
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Figure 15: Coventry Major Shareholders 


Shareholder % Ownership Shareholder % Ownership 


FMR LLC 10.03% Vanguard Specialized Funds 6.01% 


Wellington Management 
Company, LLP 


9.06% The Vanguard Group, Inc. 5.67% 


BlackRock, Inc. 8.65% Other Public Investors 60.58% 


 


 C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or 
vendors who are residents in the state of Nevada? This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


Altius Health Plans, Inc. (Altius) is a resident of the State of Utah. According to the State of 
Nevada’s response to Question #240 in RFP 1988’s Amendment 1, inverse preference is not 
applicable for this RFP. 


 D.  The location of disaster recovery back-up site. 


Our disaster recovery back-up site is located in Cranberry Township, Pennsylvania. 


 


 E The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


Name Address Telephone Number 


Christy Daffern,  
Director of Operations 


1140 Town Center Drive, Suite 190 
Las Vegas, NV 89144 


(702) 515-3108 


 


 F.  The size of organization in assets, revenue and people. 


Please see below for information as of 12/31/11 


Entity Assets Revenue People 


Coventry Health Care, Inc. $8,813,532,000 $12,186,863,000 14,400 


Altius Health Plans, Inc. $109,166,572 $442,556,000 140 
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 G The organizational chart of your senior management by function including key 
personnel. 


Atius Health Plans, Inc.
Board of Directors


Chief Executive Officer
Todd Trettin


VP, Sales
Stan Rogers


Dir, Medicare Ops
Camie Grande


Dir, Underwriting
Suzanne Sweat


Manager, HR
Lani Anderson


 Director, 
Operations


Christy Daffern


Director, 
Regulatory 
Compliance
Frank Kyle


VP, Network Dev.
Kevin Lawlor


West Regional VP, 
Quality 


Improvement
Tanna Ferrin


VP, Medical Affairs
Dennis Harston, 


MD


VP, Business Dev
(Encounter Data)


Barbara Witte


Director, Applications 
Development


(Information Systems)
Sherry Thornton


VP, Operations
(Claims Payment, Data 
Coding, Customer Srvc)


Joel Coppadge


Chief Financial 
Officer


Brett Clay


Director, Health 
Services


Carol Zollinger, RN


Admin 
Specialist
Amy Baird


Corporate Areas


November 2012  
 


 H. The areas of specialization. 


Altius has traditionally focused on commercial health insurance for groups and individuals but has 
committed to expanding to include a Medicaid line of business—a specialty area for our parent 
company, Coventry. We have more than 30 years of experience in managing an HMO Federal 
Employees Health Benefits Program under contract with the U.S. Office of Personnel Management 
and have specialized management experience with Medicare Advantage programs.  


Further, Altius has Medicaid managed care experience in the State of Utah. We plan to leverage 
the expertise of our staff as well as Coventry’s Medicaid leadership to bring a solid Medicaid 
managed care program to the State of Nevada and effectively manage Medicaid members’ 
transitions between the Medicaid MCO and MCO Transition Qualified Health Plan (QHP). 
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Coventry currently has Medicaid and/or Children’s Health Insurance Program (CHIP) managed 
care contracts in the states of Florida, Kentucky, Pennsylvania m Kansas, Missouri, Virginia, 
Maryland, Nebraska, West Virginia and Michigan. 


With approximately 1 million Medicaid/CHIP members, Coventry’s strength is providing 
innovative techniques and approaches for state governments derived from longstanding 
companywide health care principles and applying them to public sector health care programs.  


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 I. The Company’s main product/service lines and annual revenues for each product/service line 
in 2004 and 2005 for the two most recent years for which full data are available. 


($ in thousands)
As of 12/31/10 As of 12/31/11 As of 12/31/10 As of 12/31/11


Commercial Risk $ 5,540,470 $ 6,009,848 $ 383,444 $ 401,190
Commercial Management Services 327,084 302,522 8,709 6,246


Medicare Advantage 2,114,205 2,382,330 36,840 30,195
Medicaid Risk 1,133,353 1,381,706 - -


Health Plan & Medical Services 9,115,112 10,076,406 428,993 437,631


Medicare Part D 1,604,198 1,226,734 - -
Other Premiums 100,130 105,597 610 1,834


Other Management Services 101,017 95,923 2,237 3,091
Specialized Managed Care 1,805,345 1,428,254 2,847 4,925


Workers' Compensation 755,055 783,784 - -


Other/Eliminations (87,596) (101,761) - -
Total Operating Revenues $ 11,587,916 $ 12,186,683 $ 431,840 $ 442,556


Source: CVH 2011 10-K & internal documents


Total Coventry Altius


Total Operating Revenue by Product Line/Service


 


 J. The corporate philosophy and mission statement. 


Coventry Health Care is a diversified, nationally managed health care company dedicated to 
delivering high-quality health care solutions at an affordable price. With a presence in every state 
in the nation, Coventry currently serves approximately 5.3 million individuals, ensuring they 
receive the greatest possible value for their health care investment. 


While national in scale, we are locally focused in our relationships, operations, decision making, 
and in doing what makes sense for our communities. Since Coventry’s inception more than 25 
years ago, our reputation has been based on our ongoing commitment to honesty, integrity and 
operating in accordance with the highest ethical and legal standards. Our culture is driven by 
trust and building collaborative relationships with clients, providers, members, regulators and 
community leaders in our pursuit of delivering excellent service and satisfaction. Through those 
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relationships, we ensure that our members receive the right care at the right time, in the right 
setting, and in the right way. 


 K. A description of any plans for future growth and development of your organization. 


Coventry focuses on these key priorities for growth and development: 


• Expanding our footprint in the regions in which currently we operate 


o We focus on demonstrating our expertise, partnership approach, and ability to deliver 
excellent service 


o Providing effective solutions for health insurance exchanges 


o We offer both exceptional options and exceptional price 


• Building collaborative relationships with providers to improve service 


o We identify new ways to enhance service, eliminate waste, and adopting a holistic 
approach to care 


• Driving operational excellence and controlling expenditures 


o We ensure that we continuously deliver high-quality insurance offerings at an affordable 
cost 


 L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market 
expansion and/or additional business line identified. For example, what kind of planning and 
project management techniques, what resources and organization, etc.? 


Since 1995, Coventry has grown from serving less than a million members in three states to 
operating more than two dozen health plans serving 5.3 million members and beneficiaries in 
all 50 states.  


With each business expansion, we remain focused on our key objectives: 


• Leveraging the full strength of our capabilities and expertise across geographic areas and 
product lines 


• Maintaining flexibility and scalability to quickly respond to the specific needs of our clients 


• Providing seamless transitions so that our clients quickly realize the benefits of our managed 
care solutions 


In 2010, Coventry was selected by the state of Nebraska as one of two managed care organizations 
to serve Medicaid beneficiaries in ten counties. Because of our extensive Medicaid experience, we 
quickly developed a customized work plan to satisfy Nebraska’s specific program objectives, 
technology requirements, compliance rules, and quality specifications. The plan was designed to 
implement a managed care program that assured meeting specific member needs. Nebraska is 
similar to Nevada in that both have started out as commercial insurance MCOs.   
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5.1.10 Length of time vendor has been providing services described in this RFP  
 to the public and/or private sector. Please provide a brief description. 


Altius has been operating MCOs for 35 years, and was acquired by Coventry in 2003. With primary 
operations in Utah, Altius has been providing managed care services in Nevada for nearly three 
years, with an office in Las Vegas.  


Although most of Altius’ current client base is in the private sector, we have expanded into public 
sector programs such as Medicare Advantage and we also have Medicaid managed care experience 
in Utah.  


For the Nevada Medicaid program, in addition to our broad managed care expertise, we will be 
supported by the extensive Medicaid managed care resources of our parent company, Coventry. For 
17 years, Coventry has maintained a successful history of operating Medicaid Managed Care 
programs and today, Coventry managed care organizations (MCOs) administer customized 
Medicaid managed care programs in 10 states, covering approximately 1 million TANF, CHIP, 
Pregnant Women, ABD, Foster Care Children, Dual Eligible and Long Term Care beneficiaries. 


Altius and Coventry ensure that every person and organization we serve receives the greatest 
possible value for their health care investment. We do this by: 


• Bringing together members, state customers, and providers 


• Making the best information available 


• Collaborating with all partners to devise solutions that help people enjoy optimal health 


We realize that these are challenging times, and while we cannot predict the future of health care, 
we can prepare for it. With our extensive background in individual health insurance and 
Medicaid managed care, we offer solutions to the State of Nevada that will minimize disruption 
for Medicaid members transitioning between Medicaid and the Health Insurance Exchange 
(HIX). We will help Nevadans continue to manage their health and wellness seamlessly, while 
implementing initiatives to improve quality of care and administrative costs. 


Our years of experience working with both commercial and Medicaid members, in combination 
with our knowledgeable clinical and administrative staff, provide our state clients with Medicaid 
programs with proven managed care methodologies. Elements of our Medicaid programs include: 


• Successful continuity of care integration of recipients from other MCOs 


• Quality disease management services for  


o Asthma 


o Diabetes 


o COPD 


o CHF 
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o Coronary Artery Disease 


o Depression 


• Establishment of a medical home 


• Member-centric case management models that employ community resources 


• Integrated medical and behavioral health case management 


• Preventative care, including: 


o Immunizations 


o Screenings 


o Well woman care 


o EPSDT 


• Evidence-based medical management supported by in-house clinical professionals 


• Comprehensive pharmacy benefit management with cost control mechanisms such as: 


o Formulary management 


o Prior authorization 


o Step therapy 


• Educational materials and outreach health promotion activities that assist members and their 
families to better understand the health care system and make informed decisions 


Our administrative services are designed to manage total costs and provide members and 
providers with high-quality member service. They include.: 


• High-touch member and provider services with cross-functional teams that are responsive to 
cultural and linguistic needs 


• Comprehensive provider network coverage with effective monitoring to ensure timely access 
to care 


• An information technology infrastructure—including software systems, hardware platforms, 
and communication links— that enables quick expansion to address future volume, adopt new 
and more efficient technologies and support new programs 


• Member and provider Web tools, featuring a personal health record and online eligibility and 
claims information. The ID cards and personal health record are also available through a 
mobile application. 


• Pursuit of NCQA accreditation and focus on addressing quality performance measures 


• Investment in claims processing technologies with specialized software to identify and correct 
provider coding inaccuracies and high-dollar claim reviews to substantiate billed charges 


• A continuum of activities to prevent, detect, review and report fraud and abuse 


The table below shows Coventry’s Special Investigations Unit (SIU) Medicaid Savings for 2012 
through Septemeber.  
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SIU Metrics Q1 2012 Q2 2012 Q3 2012 2012 YTD


Pend Savings $1,011 $165,571 $197,838 $364,420


2012 - Coventry SIU Medicaid Savings


 
 


Further details regarding our managed care experience are provided in section 5.1.10.1.A. 


5.1.10.1. Experience 


 A. Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


  1. Managing a network of Medicaid Providers; 


Our provider network is the foundation of our products and services. We contract with: 


• Primary care providers 


• Specialists 


• Ancillary providers 


• Level 1 trauma centers 


• Children hospitals 


• Prevalent facilities (i.e. teaching facilities, other hospitals) 


• Federally Qualified Health Centers 


• Rural Health Clinics 


• Community Health Centers that provide health care services at pre-negotiated rates to 
members 


Our provider network offers a means of managing health care costs by reducing the per-unit price 
of medical services accessed through the network while also providing an increased number of 
patients to providers. It optimizes savings through a combination of increased penetration to a 
broad network and discounted unit costs savings.  


• The majority of the facility contracts have fixed rate structures that ensure cost effectiveness 
while incentivizing providers to control utilization; the fixed rate structures include per diems 
based on the intensity of care and/or Diagnosis Related Group-based pricing for inpatient care 


• Hospital outpatient charges are typically controlled by fixed fee schedules or on a per-case 
basis; for facilities or procedures not covered by fixed pricing arrangements, charge master 
controls are negotiated, limiting the increasing trend in health care unit cost 


• Our contracted primary care and specialist physicians are compensated under an established 
local fee schedule structured around the resource-based relative value scale 


• Ancillary providers are paid on a fixed fee schedule or a capitation basis 
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• Prescription drug benefits are provided through a Pharmacy Benefit Manager utilizing a 
formulary; drug prices are negotiated at discounted rates through a national network of 
pharmacies 


Our MCO has capitation arrangements for certain ancillary health care services, such as laboratory 
services and, in some cases, physician and radiology services. Under some capitated and 
professional capitation arrangements, physicians may also receive additional compensation from 
risk sharing and other incentive arrangements. Capitation arrangements limit our MCOs’ 
exposure to the risk of increasing medical costs but expose them to risk as to the adequacy of the 
financial and medical care resources of the provider organization. Our MCO is ultimately 
responsible for the coverage of the members pursuant to the Medicaid contract. To the extent that 
a provider organization faces financial difficulties or otherwise is unable to perform its obligations 
under capitation arrangements, our MCO will continue the care. Consequently, our MCOs may 
have to incur costs in excess of the amounts they would otherwise have to pay under the original 
capitation arrangements. We do not consider the financial risk associated with our existing 
capitation arrangements to be material. 


Our local market network development strategy is further tailored to meet specific state Medicaid 
agency requirements, special health needs of the target community, standard access points with 
provider groups and hospital-owned practices, and individual providers. 


We continuously explore new alliances with providers to ensure adequate capacity. If during the 
contracting and implementation process we identify and confirm a gap in our provider network, 
we immediately move to determine what local options are available to satisfy the need. Our 
experience gives us the advantage of both understanding where network shortages may occur and 
the alternative resources to address them. 


We engage in a comprehensive process for network management activities: 


• Developing and facilitating provider education and training to improve member satisfaction 
and improve the delivery and quality of care 


• Provider performance reporting 


• Provider network change reporting 


• Continuously update and report to the provider community the changes in the Provider 
Manual 


• Provider online resources through the website and our secure provider web portal, 
directprovider.com 


o These tools allow providers to access Health Plan resources for member eligibility, claim 
information, authorization processes, clinical guidelines, Provider Manuals, and member 
support 


• Routine review of providers’ credentials and implementation of policies and procedures 


• Ongoing consultation with providers who serve our members 


Additionally, our Provider Relations department supports the provider network through training 
and education that includes the availability of our suite of Provider Performance Monitoring 
Tools. 
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Coventry Provider Performance Monitoring Tools 
Coventry has a suite of Provider Performance Monitoring tools we use to generate reports specific 
to our members that support: 


• Predictive modeling 


• Performance for health home 


• Medical management 


• Actuarial performance 


• Provider network management 


Through these functional capabilities and reports, we can better communicate with primary care 
practices; working together with them to improve access for needed services and identify 
opportunities for targeted outreach using these three tools: 


• Provider Support Tool (PST) – This web-based tool provides comprehensive and targeted 
information to primary care practices to support care and health improvement. For example, 
the PST provides a “one page snapshot report” to PCPs to identify members who have HEDIS® 
gaps in care, over-utilization of Emergency Department visits and avoidable hospital 
admissions. In addition, our providers have the ability to send information back to us to close 
any relevant gaps in care based on information in their medical records. 


• Coventry Care Management Tool (CMT) – This tool provides an episode-based predictive 
modeling and care management analytics solution so that we can use clinical, risk, and 
administrative data to facilitate better targeted health care services to members who can 
benefit the most. For example, the CMT allows for a “360 degree member view” including 
condition-specific and actionable priority alerts to our Care and Disease Management Team 
through our medical management system, NavCare. The CMT has enhanced algorithms that 
allow for improved member stratification and identification of high-risk members based on a 
single characteristic, as well as a combination of multiple risk attributes and clinical 
indicators. This is used by our Care and Disease Management teams for improved care 
coordination activities. 


• Network Decision Support Tool (NST) – With this tool, we can profile our network 
providers. The NST creates groups of providers by specialty and identifies the most efficient 
and highest quality providers. The NST helps us develop our internal referral process to refer 
our special needs population to a highly effective narrow network of providers to ensure 
quality outcomes for this at-risk population. 


We have refined our processes over time to ensure that our provider and member orientation, 
education and communication strategies address the needs of providers in all settings. Our goal, 
whether providers are in a rural setting or an urban setting, is to build collaborative relationships 
by providing well-trained, responsive and accessible Provider Relations representatives who are 
familiar with the unique aspects of office practice. 
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5.1.10.1 Experience 


 A. Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


  2. Managed care programs for Medicaid recipients; 


Coventry’s Medicaid Managed Care Business 


Coventry’s subsidiary managed care companies are contracted to provide full-risk Medicaid 
Managed Care programs in Florida, Kansas, Kentucky, Maryland, Michigan, Missouri, Nebraska, 
Pennsylvania, Virginia and West Virginia. More than 52% of Coventry members are enrolled in 
government-sponsored programs, including Medicaid, Medicare Advantage, Medicare Part D and 
the Federal Employees Health Benefit Plan. National in scope, yet local in focus, Coventry’s 
Medicaid expertise helps Medicaid recipients in communities across the nation gain control over 
their health challenges and assists states in controlling their Medicaid cost. 


Since 1995, Coventry has been providing Medicaid Managed Care programs. On a combined basis, 
Coventry managed care organizations (MCOs) administer ten customized Medicaid managed care 
programs covering approximately 1,000,000 TANF, CHIP, ABD, Pregnant Women, Foster Care 
Children, Dual Eligible and Long Term Care beneficiaries. Many of our innovative techniques and 
approaches for state governments have been derived from applying our longstanding 
companywide health care principles to public sector health care programs, while strongly 
recognizing the uniqueness and challenges of serving the Medicaid population. Figure 16 provides 
a comprehensive listing of Medicaid populations served by Coventry’s Medicaid MCOs. 


Figure 16: Coventry Capitated Medicaid State Programs 


 Enrollee Populations 


State TANF ABD PW CHIP FCC Duals LTC 


Florida X X X X X X X 


Kansas X  X X    


Kentucky X X X X X X  


Maryland X X X X X   


Michigan X X X X X X  


Missouri X  X X X   


Nebraska  X X X X X   


Pennsylvania X X X  X   
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 Enrollee Populations 


State TANF ABD PW CHIP FCC Duals LTC 


Virginia X X X X    


West Virginia X  X     
TANF – Temporary Assistance for Needy 
Families 
ABD – Aged, Blind, & Disabled 
PW – Pregnant Women 


CHIP – Children’s Health Insurance Program 
FCC – Foster Care Children 
LTC – Long Term Care 
Duals – Dual Eligibles 


In addition to local MCO staff, Coventry Medicaid MCOs use corporate and affiliate company 
resources to effectively provide services to the State Medicaid agencies. Our proven programs, 
processes and expertise help our members in communities across the nation access health care in 
the right place, at the right time, and in the most cost-effective manner. We also provide the 
additional support needed to access community resources to gain control over health challenges. 


Our years of experience working with Medicaid members, in combination with our highly 
knowledgeable clinical and administrative staff, provide our state clients the benefit of 
successfully leveraging their Medicaid programs with proven managed care technologies. 
Additionally, we possess the Medicaid experience needed to understand the challenges public 
entities such as the Department face in fulfilling their primary Medicaid health care mission. 


Coventry’s Medicaid programs include the following elements: 


• Member-centric case management models, utilizing community resources 


• Integrated medical, behavioral health and social case management approach 


• Preventative care including immunizations, well-woman-care and EPSDT 


• Establishment of a medical home 


• Quality disease management services for asthma, diabetes, COPD, CHF, coronary artery 
disease and depression 


• Successful integration of recipients from other MCOs 


• Pursuit of accreditation by National Committee for Quality Assurance (NCQA) 


Coventry believes that health care is local and for that reason, we will expand our existing office 
in the State.  Coventry will create numerous new jobs in the state of Nevada to support this 
business.  As an organization that is national in scope and local in focus, we bring the best of both 
to the State.  Coventry brings a proven track record with solid financial results combined with a 
local subsidiary company with local management to interact with all the stakeholders in 
Medicaid. 







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 359 


5.1.10.1 Experience 


 A. Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


  3. Administering Medicaid utilization and case management programs; 


Coventry has 17 years of experience administering Medicaid utilization and case management 
programs. We have a comprehensive suite of clinical services designed to achieve optimal cost and 
quality outcomes. We focus on prevention and proper management of illnesses and chronic 
conditions through early identification, stratification, intervention, health monitoring and 
education. Coventry’s suite of services encompass several integrated programs that work together 
to ensure that the member receives medically necessary services at the right time, for the right 
reason and in the right setting. 


• Coventry Healthy Outcomes: utilization management and concurrent review 


• Coventry PersonalCare® Condition Support: disease and condition management 


• CoventryCaresTM For You: enhanced case management 


• The BearThat CaresSM: maternity and high risk neonate case management 


• Cub CareSM: preventative and comprehensive well-child program 


• 24-hour nurse advise line 


CoventryCares clinical programs are powered by the Coventry Management tool, our single-
source platform that captures information received through member transactions enrollment data, 
benefit plan information and other data that is essential for helping members achieve optimal 
outcomes. Multiple sources of data are automatically entered and stored in the Coventry Data 
Warehouse (CDW) which constantly sorts through the data to identify care support intervention 
opportunities. 


Coventry Healthy Outcomes 
The purpose of Coventry's utilization management program, Healthy Outcomes, is to coordinate, 
direct and monitor the quality and cost effectiveness of health care resources. Utilization 
management ensures that services are rendered in a timely manner, provided in appropriate 
settings and that services are planned, individualized and evaluated for quality and effectiveness. 
Healthy Outcomes establishes continuum of care principles that integrate a range of services 
appropriate to meet members’ needs, while maintaining flexibility in modifying services, as needs 
change. 


As part of Healthy Outcomes, we offer prospective review, concurrent review and retrospective 
review. Because we are a local MCO, nurses are available to go on-site to local hospitals to perform 
utilization review. This gives us the opportunity to become familiar with the facilities, practice 
patterns, and the physicians. It also allows for care coordination and discharge planning activities 
to ensure a safe discharge for the member. 
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Key functions of the program are to identify over-utilization as well as under-utilization of clinical 
resources. Components of the program include: 


• Prospective review, concurrent review, retrospective review, peer review 


• Case management, disease management and discharge planning 


• Analysis of utilization data 


• Drafting of new medical utilization policies or revision of existing policies based upon ongoing 
analysis of utilization data 


• Identification of opportunities to improve quality of care and services 


• Interface with Provider Relations in identifying need for providers and network development 


Prospective Review 
Prior authorization presents an opportunity to determine medical necessity and appropriateness 
of services, procedures and equipment prospectively. It also affords the opportunity to determine 
whether the services, procedures or equipment are a covered benefit for the member. The prior 
authorization nurse conducts a review to determine the medical necessity, benefit limits and 
appropriateness of inpatient hospital stays, inpatient rehabilitation, short procedure units and 
special treatment rooms for elective procedures. Requests for prior authorization are reviewed 
against established current InterQual Procedures criteria and benefit limits. Prior Authorization 
nurses have access to the Medical Director for consultation on prior-authorization requests. Prior 
authorization for a non-urgent request is completed by appropriate clinical reviewers. Decisions 
and notifications are made in a timely manner taking into consideration the medical needs of the 
member. Generally 87% of authorizations are completed in the same day and no longer than two 
business days after receipt of the information necessary to make the determination. Request for 
services that are not able to be approved by a prior authorization coordinator are forwarded to the 
Medical Director. Approximately 90% of prior authorizations are approved. 


Concurrent Review 
The goal of concurrent review is to manage, where appropriate, inpatient admissions and lengths 
of stay while promoting quality outcomes. Our on-site nurses collaborate with internal and 
external staff, practitioners and their representatives to ensure that discharge needs are met in a 
timely manner and that continuity of quality care is provided. Assessments are conducted 
concurrently during on-site visits, by telephone or fax. Procedures for completing reviews in a 
timely fashion and notifying providers of all decisions have been established. 


For cases admitted to the hospital through the emergency department, we perform concurrent 
review to determine medical necessity and appropriateness of the admission and the need for 
continued inpatient stay. 


Retrospective Review 
Retrospective review is a review and audit process of inpatient and outpatient care to assess 
overall pattern of care and coordination by all disciplines. We base review determinations solely 
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on the medical information available to the attending physician or ordering provider at the time 
the medical care was provided. Retrospective review includes but is not limited to: 


• Emergency admissions 


• Inpatient services 


• Outpatient services 


Coventry PersonalCare® Condition Support 
Coventry PersonalCare® Condition Support is a population-based approach to managing 
members with chronic illness. Members with a specific disease/condition are identified through a 
variety of methods including medical and pharmacy claims data, member service calls, lab data, 
and health risk assessment results. Our Care Management Tool (CMT) can effectively mine 
multiple sources of data to identify members that are potential candidates for the PersonalCare®  
Condition Support program. The CMT then assigns a stratification level for interventions. 


The CoventryCares PersonalCare® Condition Support program manages members’ conditions 
such as the following: 


• PersonalCare®  Asthma 


• PersonalCare® Chronic Obstructive Pulmonary Disease 


• PersonalCare® Congestive Heart Failure 


• PersonalCare® Coronary Artery Disease 


• PersonalCare® Depression 


• PersonalCare® Diabetes 


Once the member is identified and stratified as 
high-, medium- or low-risk, the member will 
receive a welcome kit that includes a welcome 
letter, action plan and informational brochure. As 
a follow-up to the welcome kit, an outreach phone 
call will be placed to the member. Members 
identified as high-risk will receive an outreach call 
from a case manager. The case manager will 
perform an assessment and outline needs and 
corresponding interventions. Members identified 
as medium- or low-risk will receive an outreach 
call from an outreach coordinator who is trained 
to ask targeted questions to obtain information 
from the member regarding his/her specific 
condition. These questions are aimed at evaluating 
the member’s understanding of his/her condition 
and determining if the member is taking 
appropriate actions to control it. 


A 60-year old CoventryCares of Kentucky 
member who resided in a rural area of the 
state was identified as high risk through 
the PersonalCare® Condition Support 
program. The member had difficulty 
managing her diabetes because she had to 
limit her food budget to afford her insulin. 
She also lacked transportation for her 
medical appointments. CoventryCares 
was able to locate and refer her to a food 
service program through a local senior 
center that delivered meals to her home 
three days a week. Through a local broker, 
we were able to arrange transportation 
services to and from her medical 
appointments. The Member was 
extremely grateful and thankful for the 
services provided to her by 
CoventryCares. 
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The ultimate goal of our disease management program is to promote self-care and compliance. We 
consistently mine data for the absence or prevalence of compliance indicators to ensure disease 
management participants are following their recommended treatment plans. Non-compliant 
members stratified as high- and medium-risk will receive letters based on clinical gaps in care. 
These letters alert members to the opportunity for improvement. An additional outbound call will 
be placed to non-compliant members. Further outreach includes quarterly mailings to all 
participants. 


CoventryCaresTM for You 
CoventryCaresTM For You is our case management program designed to help members navigate 
the health care system. Our case managers coordinate resources for members and make the most 
sense of benefits through the process. They also give members the tools and information needed to 
manage their conditions and receive the right care. Using an integrated, holistic approach, 
CoventryCaresTM For You addresses all the members’ needs-medical, physical, mental and 
psychosocial. 


The case management process consists of: 


• Member Identification – multiple sources are used to identify members for referral to case 
management. This includes, but is not limited to: 


o Prospective referrals from members, providers, MCO employees, transition of care forms, 
and completed health risk assessments (HRA). These sources may identify members before 
claims have been incurred. 


o Our predictive modeling Care Management Tool (CMT) and Clinical Rules Engine (CRE) 
routinely mine medical and pharmacy claims utilizing clinical algorithms to identify 
members for disease management and the case management programs. 


• Member Assessment – case managers have a variety of standardized assessment forms to assist 
them in the evaluation of the member’s needs and barriers to achieving optimal health 
outcomes. The assessment tools incorporate nationally recognized standards of care and are 
specific to the member’s health condition or situation. 


• Enrollment – After completing a comprehensive  assessment, the case manager will review any 
existing claims history, HRA, transition of care forms, and may visit with the 
member/caregiver and/or provider to identify if the member could benefit from enrollment in 
the case management program. Program activities include: 


o Stratification for intervention – If enrolled in the program, the case manager will stratify 
the member based upon the severity of the condition, needs, probability of acute care 
admission, and projection of future costs. The level of stratification (low, moderate, high) 
drives the frequency of initial and ongoing outreach interactions. 


o Case planning – The case manager works in conjunction with the member/caregiver and 
primary care provider to develop a member-centric case plan to address knowledge deficits 
and barriers to care. CoventryCares social workers assist in the development of the case 
plan, when needed, to ensure social barriers to optimal health are addressed. 
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o Implementation of the case plan – The case manager develops and prioritizes goals and 
relevant interventions to implement the case plan. Goals to address gaps in care are always 
included. 


o Monitoring and modifying the case plan – The case manager reaches out to the member to 
monitor progress and updates the case plan as appropriate. 


o Documentation – The case manager documents all steps of the case management process 
including interactions, interventions and outcomes. 


o Discharge and/or disenrollment – When a member meets discharge criteria, requests to be 
disenrolled, or is non-compliant after multiple attempts to engage, the case manager will 
discharge the case or disenroll the member as appropriate. 


• Members that may be appropriate for case management include, but are not limited to: 


o CoventryCares PersonalCare® enrollees who stratify as high risk 


o Members with disease/diagnosis-specific processes, including conditions that can be 
categorized as: 


• Life-threatening, such as malignancy, coronary disease, cerebral vascular 
accidents, asthma, extreme prematurity, and severe burns 


• Capable of causing serious disability without necessarily being life-threatening 
such as cerebral vascular accidents, hip replacements, congestive heart failure, 
chronic heart disease, asthma, and uncontrolled diabetes 


• Associated with severe long-
term disabilities and affecting 
multiple organ systems such as 
diabetes, coronary artery 
disease, hypertension, and 
obesity 


• Acute in nature and requiring 
long-term hospitalization such 
as coronary bypass surgery 
with complications, strokes, 
pneumonia, and multiple co-
morbidities 


o Children with special health care needs 


o Multiple hospital admissions for certain 
conditions 


o Facility readmissions within a specified 
timeframe 


o Emergency Department treatment for 
certain conditions or inappropriate 
utilization 


o Extensive and/or prolonged home care services after discharge from an inpatient facility 


Levi is an 18 month old with several 
complex medical issues. CoventryCares in 
Pennsylvania successfully assisted Levi’s 
family in keeping him home rather than 
placing him in a transitional care or 
medically fragile home. CoventryCares’ 
case manager arranged shift nursing care 
and infusion services in the home to 
prevent institutionalization. The shift 
nurses educated Levi’s mother on how to 
care for him. The case manager has visited 
Levi and has attended several medical 
appointments. English is the family’s 
second language, so the case manager 
assisted in accessing translation services 
and bi-lingual physicians when 
appropriate. CoventryCares has effectively 
assisted in keeping this family together 
and Levi is thriving in the comfort of his 
home. 
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o Increased cost(s) of medical management 


o Significant social or financial situations that place the member at risk for health issues or 
safety issues 


• The case manager coordinates all of the member’s needs in conjunction with the 
member/caregiver, primary care provider and case management team including: 


o Education regarding their disease or condition, treatment plan, preventive health care, 
standards of care, medications and benefits 


o Completion of additional assessments if warranted 


o Collaboration with the member and his/her medical home to facilitate compliance with the 
treatment plan 


o Case planning to achieve optimal outcomes 


o Coordination of services within the health care continuum including community resources 


o Assistance in scheduling appointments and transportation 


o Selecting or changing their primary care provider 


o Monitoring progress towards goals 


The Bear That CaresSM 
CoventryCares’ The Bear That CaresSM program is designed to promote prenatal health, 
postpartum care and infant health. There are two components to The Bear That CaresSM: 


• High risk OB (HROB) 


• Neonatal intensive Care (NICU) 


High Risk OB 
The high risk OB component of The Bear That CaresSM is designed to increase the number of full 
term births for members. It is member-focused and community-based, supporting individualized 
telephonic and face-to-face interaction with the member. The program improves birth outcomes 
through member education, care coordination, addressing substance use disorders, collaborating 
with providers and community resources, and promoting prevention. This condition management 
program is designed to avoid Neonatal Intensive Care Unit (NICU) costs related to preterm birth 
prevention and interventional fetal-maternal complications while improving the quality of care as 
measured by clinical, functional, cost and satisfaction measures, including pregnancy-related 
HEDIS® measures. 


The program focuses on identifying members based on stratification logic that have the highest 
risk for preterm birth. Interventions based on “best practices”, use of 17P (17-Alpha 
Hydroxyprogesterone Caproate is a weekly injection used for prevention of repeat preterm labor 
in women with a preterm labor history) , and processes supported by national organizations form 
the foundation of the program. The goal of this program is to identify as early as possible the 
individuals at risk and to provide interventions that improve the gestational age at birth. 
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Pillars of the Program 
• Avoid NICU costs related to preterm birth and maternal admissions from complications 


• Promote early access to prenatal care 


• Identify high risk pregnancy members early and offer case management assistance to the 
member and the provider 


• Educate the members with general educational modules in addition to any specific identified 
educational needs 


• Identify and facilitate care coordination and community resources for members with 
substance abuse 


• Develop strong one-on-one relationships with members and with high-volume providers 


• Improve HEDIS® rates (prenatal and postpartum) 


• Improve member satisfaction 


• Improve provider collaboration 


Outcomes 
In 2011, outcomes data for pregnant women enrolled in the program showed: 


• 83% of women had healthy newborns not requiring NICU care 


• 4% improvement in educational module pre and post intervention tests scores 


• 97% of women reported a positive overall experience on our satisfaction survey 


• 70% of providers surveyed reported enrolled women were more likely to keep their follow-up 
appointment because of the case management support 


High Risk Neonate 
The neonatal intensive care component of The Bear That CaresSM is uniquely positioned to 
support evidence-based clinical “best practices” as a method of improving clinical care while 
controlling unnecessary cost. The Bear That CaresSM - (NICU) has three areas of focus: 


• Correct InterQual® guided bed leveling for the NICU inpatient 


• Expedited safe discharge for NICU babies 


• Case management support for NICU graduates post-discharge 


According to a multi-institutional collaborative NICU study by Mills, et. al., (Pediatrics, Nov 
2006; 118: S124 - S133), a myriad of problems arise from the lack of a collaborative, organized 
approach to discharge planning, which focuses on critical communication with the family and 
communication between team members before and at the time of discharge. CoventryCares’ 
NICU program component provides assistance, direction, and collaboration with the direct NICU 
care team in expediting safe, well-planned discharges for babies from the neonatal ICU. 


Once discharged, low birth weight babies run a 22%-50% chance of hospital readmission due to 
special needs. Nowhere are these factors more pronounced than in Medicaid members. The Bear 
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That CaresSM identifies at-risk NICU graduates for intensive case management services designed 
to improve care and appropriately manage utilization. The program is intended to facilitate 
evidence-based clinical care, address high costs, utilization, and quality of care in the NICU 
patient and NICU graduate in the first two years of life. 


The health benefits of the program include each of the following for NICU members: 


• Integration of all appropriate MCO support services in the well-planned, safe and expeditious 
discharge of NICU babies 


• Improved linkage to the medical home for a NICU graduate (baby post-discharge) 


• Reductions in post-discharge morbidity and mortality in NICU graduates 


• Improvements in utilization of MCO provider network for care of NICU graduates 


• Reductions in post-discharge readmissions and post-discharge emergency department visits in 
the first 1-2 years post-discharge. 


• Improvements in the well child visit and immunization HEDIS® scores 


Outcomes 
In 2011, satisfaction survey data for babies enrolled in the program showed: 


• 100% had an established medical home and parents understand the importance of follow-up 
care 


• 85% of parents rated the program very good or excellent 


• 82% of parents reported an increased ability to care for their baby 


Cub CareSM 
Cub CareSM is a CoventryCares program that supports a comprehensive approach to members 
obtaining EPSDT screening and services through outreach efforts that address the needs of 
members living in rural and urban areas alike. We will work at the community level with 
hospitals, physicians, and service organizations to improve the health and wellness of Nevada’s 
most vulnerable citizens. 


Cub CareSM ensures members receive recommended preventive care and medically necessary 
follow-up treatment. It includes written, telephonic and Web-based communications to 
effectively inform and educate all eligible members and their families about available services. 


Cornerstones of Cub CareSM are: 


• Coordinating care and services with the member’s medical home 


• Improving member outcomes through targeted education promoting healthy behaviors 


• Emphasizing disease prevention and the management of chronic conditions 


• Using culturally and linguistically-appropriate materials for all members including alternative 
formats for members who are hearing or visually impaired or who have limited English 
proficiency. 
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Outlined below are key steps to member education and outreach strategy: 


• Providing outreach and education to members and providers regarding preventive care/clinical 
practice guidelines and EPSDT services: 


o Written information is provided to the member in the member handbook upon enrollment, 
and is reinforced on an ongoing basis in our member newsletters, monthly member 
reminders, quarterly educational mailings for disease management participants, and annual 
birthday card mailings 


o Telephonic education by a trained member services representative or a case manager 


o Outreach and Community Development representatives provide educational materials 
during targeted community events such as health fairs, school programs, baby showers and 
Quality and Member Access Committee meetings 


o Information is disseminated to providers in the Provider Manual, Fax Blasts, notification of 
non-compliant members, and individualized training by Provider Services staff 


• Web-based educational materials are also a part of our education and awareness strategy: 


o KidsHealth®  from Nemours is available to all members and providers via the 
CoventryCares Web site. The KidsHealth®  link provides information to parents, kids and 
teens about health, behavior and development from before birth through the teen years. 
The information contained on the site is 
available in English and Spanish and provides 
unbiased, reliable information to help families 
pursue good health and wellness for a lifetime. 
The site offers interactive games, puzzles, and 
short videos for an enhanced learning 
experience. For example: “A Kid’s Guide to 
Shots” is a featured article that helps kids understand why they need shots and what to 
expect at the doctor’s office. This article is also available in Spanish and has an audio 
component as well. 


Information regarding EPSDT can be found on our Web site. Internal training on EPSDT 
requirements is an important component of our program. All staff (nurses, provider services, 
member services, outreach and community development representatives) are trained upon hire, 
and the member service and case management staff are provided training at least annually 
thereafter on EPSDT. Scheduling assistance is offered to members during Member Services calls 
and provided to members upon request. 


CoventryCares’ internal system performs a variety of processing functions related to EPSDT. The 
system identifies and tracks EPSDT services and generates notices to eligible members. Our 
system fully supports the state’s goals of providing appropriate screening services to eligible 
children. Three mutually supportive operational components provide the foundation for the 
system: (1) producing an internal CMS 416 report to monitor progress and ratios; (2) monitoring 
for compliance and non-compliance; and (3) providing written reminder notifications to members 
and providers. 
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The following are key features of each component: 


• Internal CMS 416 Report (EPSDT reporting)– produced quarterly and annually, it was 
developed using the specifications and methodology of the CMS 416  


• Member Tracking – the Coventry 416 report identifies members who are compliant and non-
compliant with screening protocols. Our system also provides real-time member-level 
information to support the member services and case management functions. 


o Technology includes electronic alerts that are provided to member services and nursing 
staff. These alerts indicate if a member is missing or is due for an EPSDT service. Our 
member services and nursing staff are able to discuss the importance of EPSDT visits and 
assist with scheduling appointments at the time of the member interaction. 


• Written Monthly Reminders – are generated for both the member and physician. These 
automated EPSDT reminders are proactive, reminding of services that are due and/or reactive 
indicating a missed screening. Annual birthday cards and reminder postcards are sent to 
members.  Providers receive a listing of members on their panels who are due for an EPSDT 
screening or who have been identified as missing a screening. 


• Data Sources – several information systems supply specific types of data to the EPSDT System 
as follows: 


o Data Warehouse supplies demographic and eligibility data such as name, address, 
telephone number, date of birth, member case number and the categories of eligibility for 
Medicaid 


o Claims Processing System supplies claims and visit data necessary for determining if an 
EPSDT screening took place and for capturing the necessary information for the 416 Report 


o External data sources such as State immunization registries are also used 


Provider orientations feature a description of the EPSDT program outlining CoventryCares and 
the PCP's roles in providing services, follow-up and education to members. During the EPSDT 
training, the provider is made aware of the basic components that must be provided during the 
EPSDT exam including: 


• Comprehensive health and developmental history 


• Comprehensive unclothed physical examination 


• Vision testing 


• Hearing testing 


• Laboratory tests including lead, cholesterol and hemoglobin 


• Immunizations 


• Dental screening 


CoventryCares requires providers to use approved screening tools. Training also includes 
information about proper EPSDT documentation and billing procedures. In addition to provider 
orientations, EPSDT information is included in the Provider Manual, on our Web site, and in 
Provider Newsletters and Fax Blasts. 
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Periodic medical record reviews against preventive health guidelines are performed to ensure 
providers are compliant with screenings, immunizations, physical exams, appropriate referrals, 
and follow-up for any problems or issues. EPSDT quality audits are conducted to validate 
compliance with the EPSDT Program and to ensure that all components of age-appropriate exams 
and referrals are completed. 


The basic EPSDT procedure is: 


1. A scoring standard is established for medical record review elements communicated to 
providers 


2. Providers are selected for review in all geographical regions based on panel size and date of 
last review 


3. A detailed data query for each provider is completed 


4. Medical records are reviewed for compliance 


5. Reviews are analyzed and tabulated 


6. Results are communicated to providers 


7. Second reviews are conducted on providers that are non-compliant 


8. Results are reviewed and discussed at our Quality Improvement Committee meetings 


9. Overall or individual opportunities are identified for improvement 


10. Appropriate actions are taken  


CoventryCares’ staff monitor 416 reporting so that referrals resulting from an EPSDT visit are 
identified and met with timely and appropriate services. We recognize the importance of EPSDT 
compliance and follow-up and offer multi-faceted solutions to EPSDT management. EPSDT 
services provide coverage for medically necessary items/services that are not routinely covered by 
Medicaid. EPSDT service requests are subject to prior authorization. All requests for members 
under the age of 21 are considered potentially EPSDT services and are reviewed for medical 
necessity. 


Case management services, including assessment and reassessment for children identified with 
any abnormal findings during their EPSDT screening, are offered to our members and their 
families. Our nurses and social workers work closely with a child’s family and medical home to 
coordinate the appropriate care and services resulting from an EPSDT exam. Assistance is 
provided to members who require help with scheduling appointments, arranging transportation, 
or obtaining language translation services. 


Educating members and families on the importance of follow-up for any abnormal findings is key 
to ensuring that needs identified in a screening are met with timely and appropriate services. Our 
nurses and social workers reach and educate members via: 


• Telephone 


• Mail 


• Home health services 


• Community resources 
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Our focus on education ultimately empowers the member and their family to assume increased 
personal responsibility and self-management. 


24 Hour Nurse Advice Line 
CoventryCares offers all members access to our 24 hour nurse advice line. This service is available 
24 hours a day, 365 days a year. Our member-centric nurse line provides high-touch call center 
services designed to direct the member to appropriate medical resources , including: 


• Self-care 


• Physician office appointment 


• Urgent care 


• Emergency department 


• 911 calls 


This program has been successful in redirecting members who otherwise would have gone to the 
emergency department to appropriate care. In the last annual report of 2011, the nurse advice line 
was able to redirect 27% of members whose original intent was to go to the emergency 
department to a more appropriate level of care such as urgent care or the PCP’s office. 


 


5.1.10.1. Experience 


 A. Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


 4. Medicaid claims processing and adjudication 


Coventry has been providing Medicaid Managed Care programs since 1995. Our Managed Care 
Organizations (MCOs) administer ten customized Medicaid managed care programs covering 
approximately 1 million TANF, ABD, LTC, Dual Eligibles, Foster Care Children and CHIP 
recipients. Coventry. has subsidiary managed care companies that provide full-risk Medicaid 
Managed Care programs in Florida, Kansas, Kentucky, Maryland, Michigan, Missouri, Nebraska, 
Pennsylvania, Virginia and West Virginia. 


Coventry operates an effective system that administers: 


• Consistent claims handling procedures 


• Advanced adjudication capabilities 


• Thorough monitoring measures 


Combined, these features reduce turnaround time enhancing provider payment and program 
experience. 


Year after year, our Medicaid business has met or exceeded both our own claims timeliness 
standards and those set by individual state and federal requirements. CoventryCares will comply 
with all claims timeliness standards as defined by the State of Nevada. 
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We accomplish these high standards using IDX, our core claims management system. IDX serves 
as the backbone of our managed care claims processing and. IDX is a fully integrated, scalable 
application that encompasses all aspects of our business. It uses powerful relational database 
technology to manage: 


• In-plan services 


• Benefit usage tracking 


• Enrollment and eligibility 


• Provider contracts 


• Fee schedules, provider network affiliations 


• Claims payment 


• Encounter data processing and reporting 


• Premium billing 


• Reconciliation 


Figure 17 is an excerpt from our Customer Service Organization (CSO) Dashboard report that 
demonstrates our claim timeliness performance for ALL claims—both clean and non-clean—for 
our entire Medicaid population. 


Figure 17: Coventry Claim Timeliness Results 2011 and YTD September 2012 


Measure  Coventry Goal 2011 2012 


% of Claims processed in 15 days >92.5% 95.2% 94% 


% of Claims processed in 30 days >99.0% 99.5% 99.3% 


Average days in inventory 2.5 1.4 1.9 


Regularly scheduled audits of our claim examiners and our system performance confirm payment 
accuracy. Results are reviewed and appropriate corrective actions are taken when necessary to 
prevent future errors from occurring. Our team of dedicated Medicaid claims processing experts, 
combined with our advanced technology systems, enables us to deliver the high-quality results 
shown in Figure 18. 


Figure 18: Coventry Claim Accuracy Results 2011 and YTD September 2012 


Measure  Coventry Goal 2011 2012 


Financial Accuracy  
($ error/total correct $) >99% 99.5% 99.2% 


Payment Accuracy 
(# payment errors/total # audited) >98% 98.9% 98.7% 


Overall Accuracy  >95% 97.7% 96.4% 
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Measure  Coventry Goal 2011 2012 
(# total errors/total # audited) 


 
As part of our commitment to claims payment accuracy, Coventry has an independent, internal 
Claims Quality Assurance Team that audits claim payments on both manual and auto-adjudicated 
claims. Three audit types are utilized by Coventry to ensure adherence to contract  requirements 
across all claim types (i.e. electronic and paper). The three types of audits used by Coventry are: 


• Auto-Adjudication Audits—This review focuses on claims adjudicated and finalized without 
manual intervention; Each month, a statistically valid sample of auto-adjudicated claims is 
randomly selected for review. 


• Focused Audits—Focused audits are performed on an as-needed basis and are requested by 
management to validate suspected issues: 


o Focused audit samples are developed based upon the scope of the audit 


o Examples of focus audits include, but are not limited to, Coordination of Benefits, high 
dollar claims, multiple procedure reductions or employee-specific evaluations 


• Employee Audits—Claims processed by an examiner are randomly audited for financial and 
data accuracy: 


o Each employee‘s work quality is monitored via a sampling of claims reviewed every two 
weeks 


o Examiner claim samples are selected based on a percentage of the volume processed by the 
individual. These samples are from five stratified levels based upon the claim approved 
amount. 


Employee audit outcomes are documented as a component of Coventry employee performance 
review process and within individual employment records. This data provides management with 
the information necessary to provide focused training, bonus programs and, when applicable, 
corrective action. 


Reports from all audits are published monthly and quarterly, benchmarking and trending results. 
Errors are categorized by type and information that includes financial impact, description of error, 
and responsible department. Once the audit results are published and reviewed, process 
improvement opportunities are identified and implemented which include, but are not limited to: 
staff refresher training, system improvements, benefit or provider set-up changes, as well as 
follow-up audits to ensure any process improvements were effective. 


Beginning with initial training, we emphasize the importance for each examiner to achieve daily 
goals, and introduce efficiency measures that encompass both productivity and quality results By 
providing clearly defined quality and production goals, Coventry fully engages examiners in the 
monitoring and management of claim inventories. Management utilizes work queues to 
differentiate types of claims based on complexity, and distributes work accordingly In doing so, 
we are able to match assigned work to the examiner’s proficiency levels, and increase overall 
claims quality accuracy. To assist examiners in achieving these results, management tracks and 
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trends examiner performance to identify the need for coaching, focused audits or corrective 
action. 


In order to reinforce our culture of quality, the management team has established a bi-weekly 
Claims Quality Workgroup to review errors and evaluate trend reports across the Medicaid 
business. In these meetings, the management team, along with senior examining staff, work 
together to:  


• Develop training plans 


• Update processing guidelines 


• Identify provider education opportunities 


• Share best practices 


• Distinguish potential system enhancement opportunities to improve overall outcomes and 
increase quality 


The workgroup documents deliverables and tracks progress through meeting minutes and 
updates to the full management team during bi-weekly staff meetings. 


Historically, Coventry‘s Medicaid MCOs average a claims auto-adjudication rate of 82%. Because 
auto-adjudication provides efficiencies in overall operations and ultimately improves claims 
timeliness and accuracy, Coventry is committed to ongoing initiatives to evaluate and improve 
claims auto-adjudication. Changes to maintain up-to-date and accurate system rules are guided 
through our Operations Change Management Process and comply with all legislation, including 
Sarbanes-Oxley. 


Beyond our commitment to systems improvement, we also recognize the critical role our 
examining staff play in exceeding established standards. We source and hire experienced member 
service and claims industry professionals to not only improve quality but enhance our service 
delivery Therefore, as a foundation, all employees hired for both claims and member service 
positions participate in an intensive 6-week training program that focuses on: 


• Managed care principles 


• State Medicaid specific requirements 


• Cultural competency 


• HIPAA regulation and compliance 


• Fraud, waste and abuse 


• Claim and telephone quality 


• Online policies and procedures 


• Claims fundamentals and interpretation 


• Claim processing—CMS 1500 and UB04 


At the conclusion of each training topic or module, assessment examinations are completed to 
ensure the new hire’s understanding of the training materials and to demonstrate ability to 
perform the defined functions at Coventry's stringent quality standards. New hires failing to meet 
required benchmarks are evaluated and provided additional training, coaching, and support to 
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ensure their comprehension. After these additional steps, if an employee fails to meet the 
requirements, he or she is released from employment. 


Upon successful completion of the initial training program, the post-new hire curriculum 
continues the learning experience. Approximately one to two weeks after on-the-job experience, 
the new hire returns to the training environment to refresh and expand on the principles and 
materials delivered through the new hire curriculum. The CSO further supplements and supports 
the learning experience by preparing a detailed, individual training plan that expands over the 
subsequent 18 months.  Training formats may be Web-based or instructor-led and are designed to 
improve areas of need.  Courses include, but are not limited to:  


• Coordination of Benefits (COB) fundamentals 


• Enhanced soft skills training 


• Benefits 


• Claims interpretation 


Staff training and development is a fluid and interactive process among the employee, Training 
Department, and the Management Team. Areas of opportunity to improve skills are continuously 
identified through the following: 


• Quality monitoring programs for Claims and Customer Service 


• Supervisor observation 


• Individual member and provider feedback 


• Focus group/team meetings 


• Feedback from CAHPS member satisfaction surveys 


• Feedback from Coventry-sponsored provider satisfaction surveys 


As other opportunities are recognized, specific individual or team training plans are implemented. 


To further enhance their skills, employees are encouraged and coached to pursue continuing 
education opportunities. Employees can obtain materials and resources to manage their 
development through SABA, our Web-based central repository for company-wide education and 
development (offered through our corporate Employee Development Department). Topics within 
SABA include: 


• Situational coaching 


• Presentation skills 


• Effective time management  


• Communication styles 


We also encourage our employees to pursue continuing education through our partnerships with 
institutions of higher learning. 
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Claims Processing and Adjudication 
Coventry has a dedicated Medicaid Customer Service Organization (CSO) to support the 
Medicaid business. The CSO, comprised of 350 employees, currently serves approximately one 
million Medicaid members for claims processing and member service needs. This organization has 
four different locations as follows: 


• Newark, Delaware 


• Houston, Texas 


• Springfield, Missouri 


• Sunrise, Florida 


Having multiple sites provides continuity of service in the event of a natural disaster or other 
circumstance causing prolonged business disruption. 


Coventry actively employs a variety of checks and balances to ensure claims meet timely 
processing requirements. Beginning with overall management, claims inventory levels and aging 
are monitored daily, weekly and monthly and reported throughout our organization. Management 
and examiners use an array of tools to actively monitor claim volume and age. In addition to 
market-specific evaluation and planning, the Management team holds daily collaboration 
meetings to ensure appropriate staffing levels are in place to support business needs across the 
entire Medicaid operation. 


Electronic claims are received Monday through Friday and paper claims are received Monday 
through Saturday, at multiple times throughout the day. The batches are logged, loaded, and 
processed in IDX in real time IDX records the date of claim receipt, real-time claim status history 
and payment dates. The system tracks prompt payment standards as specified by each state. 


Paper claims received by our subcontracted data vendor must be submitted into the claim system 
with a monthly average of 30 hours of the received date and marked with the actual received date. 
Once received, the claims are transferred to Coventry in a 5010 electronic format. 


Electronic claims are submitted through an electronic data interface (EDI) using the ASC X12N 
837 format mandated by the HIPAA Transaction regulation to an electronic mailbox dedicated for 
Coventry Health Plans. Providers may submit their EDI claims either directly to Coventry's 
preferred trading partner, Emdeon, or they may submit them indirectly by using their own claim 
clearinghouse. 


Electronic claims received through the clearinghouse transfer are entered into the system within 
24 hours. All EDI claims that pass the review are forwarded to Coventry along with statistical 
reconciliation reports related to the claims submitted. Automated processes check the claim file 
for HIPAA compliance (ForeSight and SeeBeyond), then load claims that pass into the IDX system 
for processing. Any issues are reported to the clearinghouse for correction and resubmission 
according to established service level agreements. The clearinghouse and EDI Team receive email 
notifications of all exception situations. In 2011, Coventry’s Medicaid MCOs averaged an 84.5% 
EDI submission rate and are currently at 86.5% 2012 YTD. Our electronic submission rate, coupled 
with our auto-adjudication rate, supports timely processing of claims. 


Once ForeSight and SeeBeyond validate the electronic claims transactions, the IDX system verifies 
the validity, integrity, and completeness of the data, including: 
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• Member matching and eligibility to confirm member eligibility on the dates of service 


o Edits identify members who are retroactively enrolled beyond the start-up date of 
operations. 


• Provider matching logic to validate NPI against provider name and validate potential 
mismatches. 


• Covered services review—confirms that billed services are covered by the member’s benefit 
plan and determine if claims should pend for post-service review of medical necessity and 
appropriateness. 


• Valid service provider review—confirms a provider is contracted or has received authorization 
to provide out-of-network, non-emergent services 


• Prior authorization review—matches a claim with an approved authorization 


o Coventry maintains service authorization requirements on IDX by procedure or procedure 
code range, dates of service and is able to accommodate variations within benefit plan and 
by provider 


• Quantity of service review—confirms if quantity exceeds the authorized limit or benefit limit 


• Third party liability review—checks for other insurance, if other insurance was billed, if 
service should be paid first and then researched for potential overpayment recovery, and if an 
EOB from the other insurer was submitted with the claim 


• Editing for exact duplicate claims submissions—validates whether the claim was previously 
submitted and processed 


• Editing for possible duplicate claim submissions—pends claims with potential duplication of 
billed services for manual review 


• Contract terms review—applies fee schedules/reimbursement methods based on the terms and 
conditions of the provider’s contract 


• High Dollar claim review—pends claims that generate a payment over certain dollar 
thresholds and places them in a special high-dollar queue; Subject Matter Experts (SMEs) or 
other claim experts provide additional review and approval of these claims 


Coventry also uses industry-standard, integrated claims auditing tools to capture provider 
submission errors and verify the clinical accuracy of professional claims. Clinical accuracy is 
essential given that procedure codes determine provider reimbursement. The IDX system flags 
certain claims (non-inpatient claims) to go through an adjudication process using coding 
software. Verisk is an automated claims auditing system that verifies the clinical accuracy of 
professional claims. Coventry uses this software to expedite and ensure the accuracy of claim 
payments and audit correct coding combinations. 


Verisk helps expedite prompt provider payment by reducing the number of claims pended or 
denied. Edits are then applied to the claims in IDX to expedite and ensure proper claim payment 
accuracy . Inaccurate billing submission errors can lead to incorrect reimbursement. Some 
inaccuracies resulting from coding practices are unbundled procedures, separate billing for 
incidental and mutually-exclusive procedures, and the incorrect use of coding rules. Coventry uses 
this as an additional measure to support fraud and abuse prevention and investigation. Verisk 
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examines the coding relationship between the submitted codes to ensure procedural coding rules 
are applied correctly If Verisk notes a claim is not in accordance with any of its criteria, the claim 
is pended for review and forwarded to the appropriate department for resolution. 


Once a claim has passed Verisk, iHealth software looks for correct coding based on the National 
Correct Coding Initiative (NCCI)The iHealth program aligns Coventry's payment policies and 
claims adjudication system with nationally-accepted coding standards and guidelines of the 
Centers for Medicare and Medicaid Services (CMS) and the American Medical Association 
(AMA)iHealth enhances the efficiency of Coventry's clinical coding and medical payment policy 
application for professional and institutional claims. This implements an additional code review 
step through an interface with the code auditing vendor. 


Once a claim is approved for payment or denial, it’s processed through a series of rules called 
“night jobs” (a series of automated logical statements that a claim passes against nightly) that 
identify the potential need to pend the claim for additional review by a claims examiner. If the 
claim cannot be auto-adjudicated by the system, it is pended for manual review and adjudication. 


All pended claims are held in “pend queues” within IDX. The Claims and Service teams work 
through the pend queues daily, paying close attention to the volume and aging of claims 
inventories. Each team works with other areas of the company to resolve pend issues based on the 
reason for the pend. All teams work pended claims in a first-in/first-out (FIFO) order. Coventry is 
responsible for processing pended claims in conjunction with the associated state’s interest 
regulations and claim timeliness parameters. Claims pend for reasons such as filing issues, 
provider contract issues, member eligibility issues, high-dollar claims, and other criteria set in 
accordance with Coventry policy. 


All claims that generate a payment over certain dollar thresholds are pended by IDX and placed 
into a special high-dollar queue. Our current monetary threshold is$3,000 and greater, with 
multiple levels of review. These thresholds are applied to the approved payment amount instead 
of the billed amount to ensure timely and accurate payments to our Providers. Once the claim is 
pended, the claim is reviewed by a minimum of two claim examiners with release authority levels 
that vary based on the total paid charges of the claim. 


In addition, all claims in excess of $50,000 are sent to the Coventry Corporate Medical 
Management Department for clinical and additional financial review. The process involves review 
of the itemized billing statement to ensure accuracy of billed charges. Additional considerations 
during review of the itemized bill include review for: 


• Billing errors and/or clinically suspicious billing 


• Drug charges 


• Duplicate charges/services 


After appropriate steps are taken and the claim is approved or denied by the examiner, night job 
process checks if another rule applies. If another rule is to be applied, the claim again pends for 
examiner review. This process continues until the claim is no longer affected by night job rules. 


Once the process is complete, the status of the claim is updated to deny status or the claim is sent 
to IDX Accounts Payable module to prepare the payment, the remittance advice, and explanation 
of benefits (if applicable) to be sent to the provider and/or member. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


378  Medicaid Managed Care Organization Services RFP 1988 


Coventry is committed timely provider notifications of claims disposition. We encourage 
providers to use Electronic Remittance Advice (ERA) and Electronic Funds Transfer (EFT) 
transactions. Coventry’s Medicaid MCOs achieved a 48.2% ERA utilization rate in the second 
quarter of 2012 and have completed over 135,000 EFTs YTD in 2012. 


In addition, providers have 24-hour a day, 7-day a week access to check a member‘s eligibility, 
view benefits, inquire about claims, submit authorizations, view member ID cards, and view 
remittance advices through Directprovider.com, our online provider portal. Directprovider.com is 
linked to the IDX system and provides real-time data and status updates, and the service is 
available at no cost. 


 


5.1.10.1. Experience 


 A. Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


 5. Project management; and 


To ensure successful and timely contract implementation—including the transition of members 
from the existing MCO—we have assembled a senior leadership Management and 
Implementation Team made up of experienced Medicaid implementation leaders to coach our 
current Nevada team members throughout the process. 


Experienced, Accountable Professionals 
The Coventry implementation team brings more than 17 years of experience in implementing 
managed care products in new markets like Nevada. 


• In 2010, we accomplished two very successful implementations in Nebraska and Pennsylvania; 
additionally, in July 2012 our Nebraska MCO expanded statewide, and  in October 2012 we 
further expanded our Pennsylvania MCO into a “New West” region 


• In 2011, we had a successful implementation in the Commonwealth of Kentucky, and recently 
we were awarded additional Medicaid business in Kentucky—as a result, starting in January 
2013, CoventryCares of Kentucky will have a statewide presence 


•  In 2012, we acquired new Medicaid business in Kansas 


In implementation we deploy an experienced Medicaid team with in-depth Medicaid managed 
care experience. For Nevada, this means that DHCFP will work with experienced, professional 
staff that is experienced in not only leveraging national best practices, but also tailoring them to 
fit the unique needs of the Nevada population. 


In 2010, the state of Nebraska issued a Medicaid MCO RFP for 10 counties to transition its 
existing Primary Care Case Management program (PCCM) and one Managed Care program. 
Upon winning the award, Coventry began educating both the provider and member communities 
regarding the benefits of a managed care plan versus PCCM. We engaged community advocacy 
groups and incorporated them into the outreach plan—which led to Coventry’s successful 
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transition of 48,000 members into the program with only a few complaints from providers or 
members. 


 


5.1.10.1. Experience 


 A. Explain in detail the experience your organization has in providing the services requested in this 
RFP, including specific experience with the following: 


 6. Qualifications of key personnel. 


Management and Implementation Team 
As described in 5.1.10.1 A5, Coventry will  use our Management and Implementation Team to 
coach the Nevada Medicaid team. 


The Management and Implementation Team will remain in place until after the start of the 
contract to ensure a smooth operational start. Figure 19 lists the team members and their 
functional areas of responsibility; following Figure 19 are brief biographies highlighting the 
breadth and depth of our team’s experience. 


Figure 19: Management and Implementation Team 


Functional Area CoventryCares Key 
Personnel 


Coventry Medicaid Corporate 
Coach 


Administration Todd Trettin, CEO Claudia Bjerre, Senior VP, 
Medicaid Division 


Administration Christy Daffern, 
Director of Operations 


Debra Pennington, VP, 
Operations, Medicaid Division 


Finance Brett Clay, CFO Mike Burgoyne, CFO, 
Medicaid Division 


Health Services 
Administration 


Dr. Dennis Harston, VP, 
Medical Affairs 


Dr. Alonzo White, VP, Medical 
Affairs, Medicaid Division 


Utilization/Case 
Management, Health 


Education and 
Outreach 


Carol Zollinger, 
Director of Health 


Services  


Deborah Gase, VP, Health 
Services, Medicaid Division 


Quality Improvement 
and Reporting 


Tanna Ferrin, Regional 
VP, Quality 


Improvement  


Deanna Marcelo, VP, Quality 


Contract Negotiation 
Specialists/Network 


Kevin Lawlor, VP, Kim Sizemore, VP Network 
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Functional Area CoventryCares Key 
Personnel 


Coventry Medicaid Corporate 
Coach 


Recruiters Network Development Management 


Grievances, Appeals 
and Fair Hearings, and 


Compliance 


Frank Kyle, Director of 
Regulatory Compliance 


Debra Waln, VP, Government 
Compliance, Medicaid Division 


Claims Payment, Data 
Coding and Customer 


Service 


Corporate Function Joel Coppadge, VP, Service 
Operations, Medicaid Division 


Management 
Information Systems 


Corporate Function Sherry Thornton, Director 
Applications Development, 


Medicaid Division 


Encounter Data Corporate Function Barbara Witte, VP Business 
Development, Medicaid 


Division 


Coventry Team Biographies 
All key senior members of our team have prior Medicaid managed care experience. Other 
Coventry-wide resources will be available for support through the implementation and ongoing 
operation of this program. 


Todd Trettin President & CEO, Altius 
Todd is a highly qualified health care executive with over 28 years of extensive leadership. He 
possesses a thorough understanding of the impact market forces have on the industry, plus proven 
ability to identify solutions and strategies to achieve market and operating objectives. 


Prior to joining Altius in 2009, Todd served in a variety of executive leadership positions such as 
CFO with IHC Health Plans/Select Health and as Sr. Vice President Actuarial, Underwriting, 
Rating, Finance and Data Reporting. In these roles, he was responsible for all financial, 
information technology, actuarial and underwriting services. Todd is a Certified Public 
Accountant and holds an MBA from the University of Phoenix. 


Claudia Bjerre Sr. Vice President, Medicaid Division 
Claudia has more than 28 years of health care industry experience including in-depth knowledge 
of Medicaid and expertise in implementing numerous Medicaid product expansions and 
programs. She has extensive knowledge of all functional areas critical to successful managed care 
operations including Health Plan Administration, Network Development, Medical Cost 
Management and Customer Relations. 
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In her current role, she is responsible for: developing business plans and strategies for new 
Medicaid markets; overseeing the preparation and response to RFPs; and ensuring compliance 
with governmental relations and regulatory affairs. Prior to this, she was the Chief Executive 
Officer and President of HealthCare USA, and had responsibility for the overall operations, 
including long-range planning, effectiveness and quality, network management, underwriting and 
physician relations. Claudia currently serves on a variety of for-profit, non-profit and 
governmental boards and committees. 


Christy Daffern Director, Operations (Operations Manager), Altius 
Christy has more than 15 years of managed care experience, including provider contracting, 
service and operations, and commercial sales and retention. In her current position, she oversees 
operations for Altius’ sales and network management functions. 


Prior to joining Altius in 2010, Christy served in a variety of senior leadership positions with 
organizations such as HealthCare Partners of Nevada as its Director of IPA Operations and as 
Senior Account Manager with PacifiCare. Christy holds a Bachelor of Science degree in Health 
Care Administration from the University of Nevada Las Vegas. 


Debra Pennington Vice President, Operations, Medicaid Division 
Debra has more than 28 years of managed care experience including nine years of operational 
experience in Medicaid. As Vice President of Medicaid Operations, she oversees the 
implementation of all operational functions for the ten Medicaid managed care programs. Debra is 
responsible for ensuring all functional areas are efficient and comply with all federal/state statutes 
and contract requirements. Debra also manages the team that handles new business opportunities 
and expansion, as well as the implementation of new products. Debra lead the implementation for 
the new Kentucky Medicaid MCO as well as other projects within Coventry.   
 
Since joining Coventry Health Care in 2001, Debra has served in a variety of executive positions 
including Vice President of Health Operations for two states. Prior to joining Coventry, Debra 
served in a variety of senior leadership positions with organizations such as Qualchoice of 
Virginia, the University of Virginia Health Services Foundation, and Blue cross and Blue shield of 
Mississippi. In these roles, she developed and executed business strategy and long-term plan 
initiatives as well maintaining community, legislative, regulatory and provider relationships with 
key decision makers and influencers. 


 Brett Clay Chief Financial Officer, Altius 
Brett is a financial leader with 21 years of accounting experience of which 18 of those years were 
spent in the managed health care industry. Brett has been with Altius since 1998 and has provided 
oversight of all aspects of its financial reporting, budgeting, forecasting, and strategic planning 
and analysis. 


As Chief Financial Officer, Brett leads the development of Altius’ goals and objectives for finance 
functions and activities related to its Medicaid program. His specific responsibilities include 
general ledger accounting, cash management, financial reporting, budgeting, forecasting, risk 
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management and internal auditing. Brett holds a Master of Business Administration from the 
University of Arizona. 


Michael Burgoyne Chief Financial Officer, Medicaid Division 
In his current role as Chief Financial Officer of Coventry’s Medicaid Division, Mike is responsible 
for the financial oversight of Coventry’s Medicaid MCOs. His duties include monthly financial 
reporting, budget and forecasting, rate setting analysis, revenue reconciliation, and new business 
analysis. 


A Coventry financial leader since 1998, Mike has served in a variety of roles with diverse 
responsibilities. These duties ranged from analyzing potential merger and acquisition 
opportunities and negotiation of purchase agreements to financial reporting and analysis for 
Coventry’s member service operations including claims service and provider systems. In addition 
to holding a Bachelor of Arts in accounting, Mike is also credentialed as a Certified Public 
Accountant. 


Dennis Harston, MD Vice President, Medical Affairs, Altius 
With more than 20 years experience as a practicing physician and 16 years in managed health care, 
Dr. Harston brings a wealth of experience to Altius. He has experience in medical management of 
health care for commercial, Medicare, and Medicaid insured patients. In his current position, Dr. 
Harston’s areas of responsibility encompass medical management, quality management, peer 
review and accreditation. 


Dr. Harston has been with Altius since 1998. Prior to this, he has worked as a Medical Director 
where he directed the affairs of an HMO, PPO and IPA medical delivery systems caring for 
174,000 members. His duties included all facets of medical management including utilization 
management, network development, medical policy, quality management NCQA certification, and 
risk management. Dr. Harston holds a MD from Baylor College of Medicine and an MBA from the 
University of Utah. 


Alonzo White, MD Vice President, Medical Affairs, Medicaid Division 
Dr. White is a seasoned health care executive with over 27 years of industry experience. As Vice 
President Medical Affairs, he is responsible for utilization management and the quality 
improvement initiatives for Coventry as well as providing both operational and clinical oversight 
for the program. 


Before joining Coventry, Dr. White served as Medical Director for a number of health care 
organizations including Anthem Care Management,, Health Management Corporation and Blue 
Cross/Blue Shield. Throughout his career, his strategic and financial skills have enabled him to 
effect positive changes and improved quality of health care delivery. In addition to numerous 
industry certifications and awards, Dr. White also holds an MBA from the University of 
California. 
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Carol Zollinger Director, Health Services, Altius 
Carol has more than 26 years of nursing experience including 15 years of health insurance 
experience. In her current position, she has responsibility for wellness initiatives, provider and 
facility credentialing, quality improvement, utilization management, appeals and accreditation. 


Prior to rejoining Altius in 2012, Carol served as a Case Manager with Lakeview Hospital and as 
Director of Health Services with Altius, both in the state of Utah. She holds an active Utah 
Registered Nurse license. 


Deborah Gase Vice President, Health Services, Medicaid Division 
Deborah is a seasoned health care executive with over 15 years of Medicaid managed care 
experience. She possesses a broad knowledge in utilization management, case and disease 
management, and quality improvement as well as an in-depth understanding of HEDIS® and 
NCQA accreditation standards/processes. In her current position, she provides operational 
guidance to new Medicaid business and clinical guidance for new program development. Deborah 
also serves as a liaison for the Medicaid division in the configuration and implementation of new 
care management IT solutions. 


Prior to joining Coventry in 2004, Deborah served in a variety of leadership roles responsible for 
managing the quality improvement and health services departments encompassing oversight of all 
health services activities including prior authorization, concurrent review, case and disease 
management. A registered nurse in the state of Michigan, Deborah received her BSN from Mercy 
College of Detroit. 


Tanna Ferrin Vice President, Quality Improvement, Altius 
Tanna provides leadership and direction for the quality improvement function and activities for 
Altius and Coventry’s West region. Her position includes responsibility for the overall 
coordination, implementation, and monitoring of activities to yield quality-driven, compliant, and 
cost-effective results. 


Prior to joining Altius in 2002, Tanna served in a variety of senior leadership positions with 
organizations such as Primary Health Group as Vice President of Health Services and as a Director 
of Medical Services with Intergroup. Tanna holds a Master of Science in Nursing. 


Deanna Marcelo Vice President, Quality Improvement, Corporate 
Deanna is an seasoned health care executive with over 23 years in the insurance industry. A 
registered nurse. her background includes diverse experience with managed care, accreditation, 
HEDIS® and clinical program development. 


Deanna joined Coventry in 1995 and has been working in Coventry’s Corporate Quality 
Improvement department for more than ten years. In this role, she maintains corporate oversight 
of Quality Improvement, HEDIS®, Disease Management, Accreditation, Appeals and Preventive 
Care/Wellness. Prior to Coventry, Deanna served in a variety of Quality Improvement positions 
including health services coordinator and nurse manager. 
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Joel Coppadge Vice President, Service Operations, Medicaid Division 
Since joining Coventry in 2000, Joel has served in a variety of senior leadership positions within 
the organization such as operations director and business manager. In these roles, he developed 
and executed business strategy and long-term plan initiatives as well maintaining community, 
legislative, regulator and provider relationships with key decision makers and influencers. 


Joel currently serves as Vice President, Customer Service Operations for Coventry’s Medicaid 
Division and is responsible for providing professional service to members and providers by 
answering inquiries regarding their health care benefits and the provider network. He oversees 
Coventry’s Medicaid full risk business operations including enrollment, member service and 
claims administration. Joel also manages its claims adjudication and claims processing operations. 


Kevin Lawlor Vice President, Network Development, Altius 
Kevin has 15 years of health care experience, both on the MCO and provider sides, in a wide range 
of roles including managing Medicare and Medicaid products as well as legal counsel with 
responsibility for legal affairs, risk management and compliance. Kevin recently joined Altius as 
Vice President, Network Development, and has overall responsibility for the strategy and 
management of provider contracts and relations. 


Kevin holds a law degree from the University of Utah. In prior roles, he has worked at 
Intermountain Healthcare where he provided legal counsel on a range of transactional issues, with 
primary focus on physician relationships and also served as General Counsel and Chief 
Compliance Officer for Vail Valley Medical Center with overall responsibility for the hospital’s 
legal and compliance affairs. 


Kim Sizemore Vice President, Network Management, Corporate 
Kim is a health care leader with over 25 years in the insurance industry. She provides Coventry 
with extensive strategic planning, network development and health system contract experience. 
Kim’s specific areas of expertise include hospital system negotiations, financial analysis/modeling, 
and provider network operations and administration. 


She has been with Coventry for more than seven years and was formerly with First Health Group 
Corporation as an Assistant Vice President of Network Development. Kim’s current role involves 
planning, implementing and supporting network development and expansion specific to 
Medicaid product lines. 


Frank Kyle Director, Regulatory Compliance, Altius 
Frank has more than 23 years of experience in the managed care organization industry including 
administration of Group and Individual plans, Medicare Advantage plans, Federal Employee 
Health Benefit Program and Self-funded plans. He has specific expertise in MCO operations, 
regulatory compliance, and product development. 


Frank has been with Altius since 1998 as Director of Regulatory Compliance in which his areas of 
primary responsibility included oversight of federal and state regulatory compliance, 
group/individual contracts, federal employee plan, TPA administration oversight, and HIPAA 
privacy. Frank holds a Master of Business Administration degree and has served in a variety of 
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financial roles including Director of Finance, Manager of Financial Systems, and as a Financial 
Analyst. 


Debra Waln VP, Medicaid Compliance Officer, Medicaid Division 
Debra is an executive with 30 years of managerial experience in Medicaid. She is a thought leader 
in all aspects of Medicaid, including operations, contracting, health services, policies and 
procedures and regulations. As the Corporate Medicaid Compliance Officer, she provides 
leadership and governance for all Coventry Medicaid MCOs. Debra is responsible for creating an 
environment of compliance and ethical behavior and standards. 


Sherry Thornton Director, Applications Development, Medicaid Division 
Sherry has more than 12 years applications experience that encompasses claims, encounters, 
member service, finance, sales and marketing, provider relations and medical management. She 
supports Coventry’s internal systems for government programs and new business initiatives, and 
oversees its systems development. Sherry also ensures compliance with federal and state laws, 
regulations, and standards related to health information and coding principles. 


As Director of Applications Development, Sherry is responsible for planning, directing and 
controlling the resources and efforts of MIS teams to accomplish large Medicaid project 
implementations and support IT operational needs for Medicaid MCOs within Coventry. Prior to 
joining Coventry, Sherry worked as an IT/EDI Manager for Centene Corporation and as a Senior 
Project Manager for BlueCross and BlueShield of Missouri. 


Barbara Witte Vice President, Business Development, Medicaid Division 
Barb has more than 20 years of health care industry experience including MCO management, 
finance and new business acquisition. Barb has been responsible for the direct oversight of all plan 
operational areas including compliance, contracting, utilization management (including appeals 
and quality), and government programs such as Medicare/Medicaid. 


Barb currently serves as Vice President of Business Development for the Medicaid division of 
Coventry Health Care. She is responsible for managing business development activities in assigned 
states including bid strategy, government and community relations, provider network 
development, and operational implementation. Since joining Coventry in 2007, Barb has served in 
a variety of executive positions including CEO, COO, CFO and Controller. 


 


5.1.10.1. Experience 


 B. Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


We have significant experience with quality-based incentive programs which are termed 
“Medical Home” models or pay for performance. Connecting with a medical home is a crucial 
component in improving both access to health care and quality of care for members 
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CoventryCares encourages members to establish a relationship with a primary care physician to 
obtain early and preventive care. We recognize and understand that medical homes are strategies 
for helping individuals with chronic conditions manage those conditions better. Our Medical 
Home philosophy is rooted in the following: 


• Comprehensive networks 


• Enhanced coordination 


• Individualized care management to manage and coordinate all of the services the person 
receives from multiple providers 


• Promotion of good health 


• Help with transitions from one kind of setting to another 


• Support to both the individual and his/her family members 


• Referrals to community and social support services 


Members with chronic illnesses tend to have more complex, longstanding needs and a broader 
variety of different providers involved. In other words, they have to go to many different 
providers who may not communicate with each other and who never see the whole person, only 
the illnesses they treat. Our model presents a framework for the delivery of comprehensive, 
holistic care that is member/family-centered. Vital to our team-based approach is the patient 
“Navigator” who functions in a key care coordination capacity, ensuring proactive member 
contacts, transitional care office visits, and wellness examinations. Onsite, the “Navigator” serves 
as a sole point of contact for our care management nurses who can deliver vital information to the 
practice. 


A licensed clinician, the Navigator’s responsibilities include: 


• Facilitating communication among members and health care providers 


• Coordinating care through collaboration with all members of the multi-disciplinary team 


• Ensuring appropriate medical records are available at medical and behavioral health 
appointments 


• Facilitating follow-up appointments 
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Figure 20: Medical Home Diagram 
 


 
 


This comprehensive model blends hospital, post-acute and practice systems, inpatient and 
outpatient member care management, and tightly-wrapped CoventryCares medical management 
programs to benefit our members. 


For example, CoventryCares of Kansas has partnered with Via Christi Health System in Wichita, 
Kansas to build a comprehensive model that supports our initiatives. Practices have embraced the 
model and outcomes described below are encouraging. Over 800 members are currently enrolled 
in the program and after 11 months, the pilot results indicate that overall utilization of high-dollar 
services is lower. Data through September 2011 indicates: 


• 63.6% of members enrolled in the program keep their follow-up visit two weeks after an 
inpatient admission for targeted conditions as compared to a Coventry of Kansas average 
of 47% and our national benchmark of 42%. Readmissions are a particular focus, and the 
data has shown that an office visit within this period after discharge is associated with a 
42% reduction in readmissions at 30 days. 


• Ambulatory Care Sensitive Condition (ACSC) admissions for selected conditions for the 
Via Christi members are running at 33/1000 versus 46.2/1000, a 28.6% reduction to date; 
ACSC admissions are defined by the Agency for Healthcare Quality and Research (AHRQ) 
as “conditions for which good outpatient care can potentially prevent the need for 
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hospitalization or, for which early intervention can prevent complications or more severe 
disease” and is a key measure of success. 


Coventry provides monthly claims data extracts to the association leadership, who contract with 
a consultant that provides analytical resources to mine data for performance improvement 
opportunities and compare peer groups. Coventry also provides each participating practice with 
an online, member-centric application. With the ability to be managed at the physician level or 
practice level, this online tool helps identify gaps in care for their assigned members and maximize 
HEDIS®—and Medicaid-specific quality improvement goals. 


As another example, the specified quality of care measures that are collected and reported on in 
our Medical Home environment in our Kentucky Medicaid MCO include: 


• Adolescent Well-Care Visits (AWC) 


• Adults Access to Preventive/Ambulatory Health Services (AAP) 


• Annual Dental Visit (ADV) 


• Appropriate Treatment for Children with Upper Respiratory Infection 


• Children and Adolescent Access to Primary Care Providers (CAP) 


• Lead Screening in Children (LSC) 


• Use of Appropriate Medications for People with Asthma (ASM) 


• Well-Child Visits in the First 15 Months of Life (W15) 


• Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W34) 


• Follow-up Visits within two weeks of select IP discharge 


• Avoidable Emergency Department Admissions 


Further, Coventry provides primary care centers/FQHCs/RHCs regular financial performance and 
quality metric reports for the combined group. Each center’s physician leadership committee uses 
this data to educate their member practices on care improvement opportunities. For example, 
Coventry identified some physicians with a concerning pattern of prescription duplication within 
the same drug class for the same member. Working with the primary care centers leadership, we 
were able to identify the root causes of the practice variance. The group educated the practice and 
the practice agreed to educate their staff on record keeping changes that were required to better 
manage patient care. 


Our reimbursement model supports the goals of our program and focuses heavily on member 
quality outcomes in addition to improvements in utilization and cost. These models represent a 
framework for the delivery of comprehensive, holistic care that is member/family-centered. 
Potential additional reimbursement to the providers for these services includes: 


• Gain Share Incentive Compensation Models— that include gain share medical loss ratio 
funding and trigger bonus funding 


• PCP Thin Capitation Incentives—if the PCP performs the following value-added services as it 
relates to the management of the members: 


o Develop written care plans 
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o Develop and implement a multi-disciplinary care team 


o Identify and comply with evidence-based guidelines and use gaps in care data 


o Provide extended office hours 


o Acquire and implement Electronic Medical Record systems (EMRs) 


o Review level data, including gaps in care and specialist performance reports to incorporate 
into daily practice with a goal of improving outcomes while lowering costs 


o Complete comprehensive annual assessments and physical examinations, including defined 
condition screening, review of advance directives, end of life counseling, care plan building 
and complete diagnostic coding  


o Cooperate with Health Plan’s care and condition managers 


• Medical Quality and Coding Incentive—PCP receives additional reimbursement for each 
HEDIS® form accurately and timely completed, for cooperating with retrospective review of 
medical records, and for documenting laboratory examinations scores and related indicators as 
specified by HEDIS® 


• PCP Quality Incentive Payments (QIP)—payment formulas that additionally reimburse for 
the successful performance of the following PCP performance measures: 


o Evidence-based guideline compliance 


o Preventable admissions 


o Pharmacy compliance/performance 


o Avoidable emergency department visits 


o Immunizations 


o Follow-up visits two weeks after inpatient discharge 


Member Incentives 
Coventry also has experience utilizing member incentives to reward positive behavior. Figure 21 
outlines various incentives used by our Medicaid MCOs. 


Figure 21: Medicaid MCO Incentives 


State Incentive  Outcomes 


Missouri Prenatal care 
$30 gift card for 5 prenatal visits 


HEDIS 2012 timeliness of prenatal 
care rate exceeds NCQA 75th 
percentile 


West Virginia Prenatal/postpartum care 
$10 gift card for 6 prenatal care visits 
and timely postpartum visit 


HEDIS 2012 timeliness of prenatal 
care rate and frequency of ongoing 
prenatal care >81% of visits rate 
exceeds NCQA 90th percentile 
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State Incentive  Outcomes 


Maryland Diabetic eye exam 
$25 gift card for annual diabetic eye 
exam 


HEDIS 2012 CDC eye exam rate 
exceeds the NCQA 75th percentile 


 Well child visits (3-6 years) 
$25 gift card for annual well child visit 


HEDIS 2012 Well care visit rate for 
children 3-6 yrs. exceeds NCQA 75th 
percentile 


Michigan Diabetic lab tests 
$25 gift card for annual diabetic lab 
tests 


HEDIS 2012 CDC LDL-C screening 
rate exceeds the NCQA 75th 
percentile 


 Breast cancer screening 
$25 gift card for annual mammogram 
with quarterly drawing for $150 Visa gift 
card 


HEDIS 2012 Breast Cancer Screening 
rate exceeds NCQA 75th percentile 


 Adolescent well care visits 
$25 gift card for well visit with a drawing 
for a Nintendo Wii 


HEDIS 2012 Adolescent well care visit 
rate exceeds NCQA 75th percentile 


Nebraska  Prenatal care  
Pack-n-play portable crib for completing 
at least 7 prenatal visits 


HEDIS 2012 timeliness of prenatal 
care rate exceeds NCQA 75th 
percentile 


 


5.1.10.1. Experience 


 C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Coventry has invested in systems, programs, and processes all designed to ensure that our 
members receive health care services that are current, consistent, and evidence-based. 


Use of Evidence-Based Medicine 
Coventry has created an internal department devoted to ensuring care provided to our members  
is in accordance with nationally recognized standards of care. This department is staffed with 
clinical professionals, including a physician, who are experienced in various types of care 
standards. This department oversees several processes that ensure quality care for CoventryCares’ 
members when standard guidelines such as InterQual® are not applicable. The processes are as 
follows: 


• New technology: Requests for the use of new technology go through a rigorous process to 
ensure the efficacy of the technology has been proven. An extensive literature search is 
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conducted from medical/scientific journals, medical databases, specialty medical societies and 
applicable government publications. A recommendation from the results of the literature 
search is taken to Coventry’s Technology Assessment Committee, which consists of physicians 
of varying specialties, to determine coverage of the technology. 


• Off-label drug use: Requests for the use of off-label drug use go through a similar review 
process as new technology. The off-label drug review process determines whether a drug is 
reasonable, safe and effective for the treatment of the member’s illness/injury even though the 
drug is typically not indicated for that condition. 


• Rare disease management: Coventry considers a condition to be a rare disease when a review 
of the current published peer reviewed medical literature, the National Cancer Institute 
Physician Data Query (PDQ), the National Comprehensive Cancer Network (NCCN) Clinical 
Practice Guidelines, and other appropriate sources indicate there is not standard treatment 
available for the condition. Requests for treatment coverage for a rare disease are evaluated via 
external consultants who are experts in the treatment of the rare disease. These reviews are 
coordinated by the corporate medical management team. 


• Transplant Network: Coventry contracts with a specialized network of transplant facilities 
with proven excellence in transplantation. The network includes facilities and doctors with 
specific proficiency in adult and pediatric transplant care. Coventry thoroughly evaluates each 
transplant program before they become part of the Coventry transplant network, The 
programs are evaluated against established program credentialing criteria that include 
program experience, physician experience, transplant volume, patient survival rates, patient 
education and discharge planning. Each year, every transplant program in the network must 
undergo an extensive review to ensure the standards for participation in the network are 
maintained. This review along with Coventry’s case management program ensure transplant 
members are receiving quality transplant care. 


Supporting Information Systems 
In 2011, Coventry made a significant investment in enhancing our supporting information systems. 
We launched a suite of tools that support predictive modeling, medical management, performance 
for health homes, and provider network management. The tools include: 


• Care Management Tool (CMT): The CMT is an episode-based predictive modeling and care 
management analytics solution. It allows CoventryCares to use clinical, risk, and 
administrative data to facilitate better targeted health care services to members who will 
benefit the most. For example, the CMT allows for a “360-degree member view” including 
condition-specific and actionable priority alerts to our Care and Disease Management Team. 
The CMT has improved algorithms that allow for improved member stratification and 
identification of high-risk members based on a single characteristic, as well as a combination 
of multiple risk attributes and clinical indicators. This will be used by our Care and Disease 
Management teams for improved care coordination activities. 


• Provider Support Tool (PST): The PST is a mechanism to communicate critical health 
information about our members to their PCP. This tool is used in several Coventry Medicaid 
markets today to support medical homes and high performance networks. The PST is Web-
based and provides comprehensive and targeted information to primary care practices to 
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support care and health improvement. For example, the PST provides a “one page snapshot 
report” to PCPs to identify members who have HEDIS® gaps in care, over-utilization of 
emergency department visits and avoidable hospital admissions. In addition, providers have 
the ability to send information back to CoventryCares to close any relevant gaps in care based 
on information in their medical records. 


• Network Decision Support Tool (NST): The NST will allow CoventryCares to profile our 
network providers. The NST will create groups of providers by specialty and identify the most 
efficient and highest quality providers. 


These tools will allow CoventryCares to gain better insight into the factors that affect our 
members’ health and allow us to work better with members and their providers to achieve an 
optimal level of health. 


Use of 17-Alpha Hydroxyprogesterone Caproate (17P) 
The American College of Obstetrics and Gynecology (ACOG) recommends the use of 17 Alpha 
Hydroxyprogesterone Caproate (17P) for prevention of repeat pre-term labor in pregnant women 
with a history of pre-term labor in a previous pregnancy. In 2005, Coventry’s Missouri Medicaid 
MCO was a pioneer in demonstrating the efficacy of 17P in the Medicaid population. Our 
published Missouri study demonstrated reductions in pre-term delivery, with resultant decreases 
in NICU admissions and NICU length of stay for babies born to women who were given 17-P. All 
Coventry Medicaid MCOs have adopted a process to optimize the utilization of 17P in accordance 
with ACOG guidelines and recommendations. 


Each Health Services Department uses the existing Case Management Identification Process 
(Pregnancy Assessment Form). The CoventryCares system flags Disease Management indicators 
to identify members for whom 17P administration may be appropriate. The Case Manager will 
perform a member assessment to determine appropriateness for the medication and will contact 
the Obstetrician, as needed, to explain the availability of 17P. The provider and member 
notification and education tool includes: 


• Coverage Statement 


• Payment policy 


• How to file the claim for payment 


• Prior authorization instructions 


• Procurement of medication 


The MCOs work with contracted pharmacies to assure easy access to 17P for all clinically eligible 
members and their providers, as well as to track 17P utilization reports for the MCO’s review and 
ongoing monitoring. 


Emergency Department (ED) Case Management 
According to a 2012 study in Annals of Emergency Medicine, "Compared with individuals with 
private insurance, Medicaid beneficiaries were affected by more barriers to timely primary care 
and had higher associated Emergency Department utilization.” In addition, "Overall, Medicaid 
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beneficiaries were more than twice as likely to have greater than or equal to 1 Emergency 
Department visit (39.6% versus 17.7% for private insurance)." 


While the benefits of a health care home and PCPs caring for non-urgent issues are well known, a 
survey completed in 2007 by the St. Louis Integrated Health Network (IHN) showed that 40% of 
non-urgent Emergency Department visits were made because patients did not know which 
provider was their PCP. This and other studies have indicated that the Medicaid population has 
greater barriers to using primary care and establishing a medical home, despite having health 
insurance. 


To combat the rising number of Emergency Department visits in their population, CoventryCares 
of Nebraska implemented an Emergency Department redirection  program in 2010 that can be 
replicated in Nevada as a best practice. Quarterly reports are run to identify members that have 
had more than three Emergency Department visits in the prior six months. Once members are 
identified, they are reviewed by the Medical Directors to determine a course of action, which may 
include: 


• Contacting the member’s primary care provider to work collaboratively on a plan to redirect 
the member to his or her medical home when appropriate 


• Case Manager or Outreach Coordinator calling member to reinforce education 


• Enrolling member in Complex Case Management to provide additional monitoring and 
education 


• Mailings to educate members on the appropriate use of the emergency department, urgent care 
and medical home 


To date, the program has significantly deterred repeat high volume Emergency Department users 
in the CoventryCares of Nebraska populations. Figure 22 summarizes the results. 


Figure 22: NE Emergency Department Redirection Outcomes 


 Q4 2010 Q4 2011 


Members with more than 3 Emergency Department visits 265 97 


Members in Case Mgmt with more than 3 Emergency 
Department visits 


16 19 


Members referred to Complex Case Management 65 15 


Number of letters mailed 236 87 


Results in Nebraska indicate a 36% reduction in Emergency Department visits from Q4 2010 to 
Q4 2011. 


Pharmacy 
Coventry has invested in several pharmacy programs that help to ensure CoventryCares members 
receive high quality, cost effective care. These programs include: 


• Enhanced polypharmacy management 
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• Unique University partnerships 


• E-Prescribing 


• Generic prescribing 


• Enhanced Refill Too Soon 


• Enhanced Prior Authorization 


• Enhanced Narcotic Safety and Appropriate use 


Enhanced Polypharmacy Management 
Use of multiple medications is recognized as an increasingly serious problem in the health care 
system. The U.S. General Accounting Office reports significant morbidity and mortality associated 
with inappropriate polypharmacy. 


Polypharmacy is also an expensive practice: The Centers for Medicare and Medicaid Services 
estimates that polypharmacy costs the nation’s MCOs more than $50 billion annually (Berenbeim 
2002). CoventryCares has developed a program to combat these startling statistics. Traditional 
Polypharmacy programs consist of managed care entities contacting the providers only by mail. 
Our program not only employs mailed documentation and recommendations to the provider, but 
also schedules meetings with the provider groups to review member utilization and provide 
specific recommendations to the providers to enhance member care. A clinical pharmacist 
provides the recommendations, and then facilitates the prescription profile—for example, 
assisting with discontinuing duplicate therapy or adding a drug based on evidence-based 
medicine. The program focuses on three groups of users based on claims data pulls: 


• Group 1: Adult members with 15 unique medications 


• Group 2: Members under 18 with ten unique medications 


• Group 3: Members with two or more antipsychotics and/or two or more antidepressants. 


This program was recently implemented in CoventryCares of Kentucky. Results are reported 
below. 


• 4,100 Unique Member Medication Profiles reviewed 


• 1,200 Unique Prescribers 


• 25% of members had potential interventions (one fourth of those had multiple interventions) 


• 50% of the prescribers responded with the following: 


o 14% would review with patient at next appointment 


o 15% continue current therapy 


o 18% made recommended changes 


Unique University Partnerships 
Coventry looks to partner with local health care entities such as universities to bring innovative 
programs to members. One example of this is CoventryCares of Kentucky’s partnership with the 
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University of Kentucky’s College of Pharmacy to implement point of service Pharmacist Case 
Management. 


Although drug utilization review (prospective DUR) performed at point of dispensing can 
identify targeted problems at the time of dispensing, it does not provide a comprehensive picture 
of the appropriateness and safety of a member’s medication therapy. To address the excessive 
utilization of prescription drugs in Kentucky Medicaid recipients, comprehensive pharmacist case 
management is needed. 


University of Kentucky has proposed to conduct a pilot program in late 2012 using a small 
network of community pharmacies. These pharmacies will document the impact of pharmacist 
case management on prescription drug utilization, drug costs and total health care costs for a 
small group of high-utilization, complex patients. Five pharmacies will be recruited. Each 
pharmacist will perform case management for ten patients, for a total of 50 patients. 


The College of Pharmacy’s Center for Advancement of Pharmacy Practice (CAPP) will provide 
pharmacist training and monitoring to ensure consistent delivery and documentation of 
pharmacist case management services. The College of Pharmacy’s Institute for Pharmaceutical 
Outcomes and Policy will store project data and analyze project-related outcomes. 


The intervention will occur over a six month period, with monthly status reports provided to 
CoventryCares. In addition, the College of Pharmacy will provide a complete analysis of the 
outcomes data and prepare an outcomes evaluation report to document the impact of the 
pharmacist case management intervention. 


E-prescribing 
CoventryCares considers the use of E-prescribing a best-practice and strongly encourages its use 
to CoventryCares providers. The Institute of Medicine has recommended that all prescriptions be 
written electronically to improve safety—more than 1.5 million Americans are hurt each year by 
preventable medication errors. 


The benefits of E-prescribing include: 


• Improved patient safety and overall quality of care 


• Decreased risk of medication errors 


• Warning and Alert systems at the point of prescribing 


• Overall medication management through drug utilization review (DUR) programs 


o DUR programs perform checks against the patient's current medications for drug-drug 
interactions, drug-allergy interactions, diagnoses, body weight, age, drug appropriateness, 
correct dosing, contraindications, adverse reactions, duplicate therapy alert, and alerts the 
provider if interactions are found 


• Access to a patient's medical history 


o Knowing the patient's medical history at the time of prescribing can serve as an alert to 
drug inappropriateness 


• Reduces or eliminates telephone calls and call-backs to pharmacies 
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• Eliminates faxes to pharmacies 


• Streamlines the refill requests and authorization processes 


• Increases patient compliance 


• By checking with health care formularies at point-of-care, generic substitutions and generic 
first-line therapy choices are encouraged, thus reducing patient costs 


E-prescribing also improves reporting ability. For example, query reporting to identify all patients 
who have had a particular medication prescribed to them during a drug recall or to ascertain the 
frequency of medication prescribed by certain providers would be simply impossible with only a 
paper prescription system. 


Generic Prescribing 
CoventryCares actively promotes generic medications, and our preferred drug list promotes 
clinically appropriate first-line generically-equivalent medications. 


We promote generic medications by covering only A/B rated generic product to a Formulary 
brand-name drug, and by promoting therapeutic equivalent alternatives (products that are 
chemically or generically different but yield the same therapeutic effect). Step-therapy protocols 
also facilitate promoting the use of generic alternatives over more costly branded products. 


Many of the largest-selling drugs in the United States have lost patent protection in the past few 
years, providing significant opportunities to leverage this market shift. For example, the two 
largest selling categories of drugs in most budgets are antidepressants and proton pump 
inhibitors. Each category now has multiple generic drugs with data demonstrating them to be as 
safe and as effective as the other branded drugs in the group. 


These generic drugs have equal efficacy as compared to the brand name prescription medications. 


Enhanced Refill Too Soon 
The Enhanced Refill Too Soon program helps eliminate overuse or stockpiling of medications by 
members. For refills, the traditional rule allows a prescription to be refilled when 75% of days of 
prescription supply has expired. For example, a 30-day prescription supply: 


• Can be refilled on day 22, leaving eight days of medication remaining 


• Can be refilled 30 days after the last refill instead of in 30-day increments from the original 
prescription date 


Figure 23 shows how traditional refill allows members to refill early and acquire additional 
medication at additional cost to the health care system. 
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Figure 23: Traditional Refill Can Allow Over-dispensing 
 


 30 Days 60 Days 90 Days 120 Days 150 Days 180 Days 


30 day 
supply, 
I pill/day 


        


           


 Day 1—
30 pills 
dispensed 


Refill at  
22  
days— 
8 pills  
left over 


Refill at 
44 
days— 
16 pills 
left 
over 


Refill at 
66  
days— 
24 pills 
left over 


Refill at 
88  
days— 
32 pills 
left over 


Refill at 
110 
days— 
40 pills 
left over 


Refill at 
132 
days— 
48 pills 
left over 


Refill at 
154 
days— 
56 pills 
left over 


Refill at 
176 days— 
64 pills  
left over 


 


Enhanced Refill Too Soon prevents this by adding additional criteria to a refill, taking into 
account 180 days from the date of the most recent prescription being processed. It calculates a 
total supply on hand within that 180-day period and determines whether the current prescription 
should be filled. This process is automated through Coventry’s point-of-sale system and sends 
alerts to the pharmacist when the refill is “too soon.” 


Enhanced Refill Too Soon prevents members from over-consuming prescription medication. As a 
result, members can avoid potentially harmful consequences. Furthermore, these medications are 
often very costly. As the traditional system could allow refills when 75% of the days supply has 
passed, an additional 25% of the days supply could be prescribed. Through the Enhanced Refill 
Too Soon Program, this 25% of additional medication will not get filled, saving up to 25% of 
pharmaceutical costs. 


Enhanced Prior Authorization 
Prior authorization (PA) is a method of pharmacy benefit administration designed to encourage 
cost-effective use of drugs. Coventry has further enhanced the traditional PA process with an 
integrated solution drawing from our Medical Claims data to drive authorizations. 


Incorporating our medical claims with our point-of-sale pharmacy system, our Enhanced Prior 
Authorization program: 


• Recognizes members with a history/diagnosis of a particular condition 


• Permits the related medication claim to be paid without provider action 


Essentially, if the medical claim warrants the use of a particular medication, the medication is 
automatically authorized without the provider having to request a prior authorization. If the 
medical diagnosis is missing, or member demographics do not fit the prescription, a member can 
still receive the medication but the provider would need to follow traditional channels for 
authorization. 


Enhanced Prior Authorization members can receive their medications sooner because they are 
automatically authorized to fill the particular prescription. The enhanced PA also: 
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• Streamlines the PA process 


• Maximizes efficiency 


• Minimizes member disruption 


• Minimizes provider workload for medically valid and necessary prescription drug claims 


The traditional prior authorization process can take up to two days to be approved. Automatic 
authorization of certain medications eliminates this lag in beginning treatment, preventing 
conditions from worsening and reducing additional treatment costs in the future. Streamlining 
and automating the Prior Authorization system improves efficiency and reduces overhead costs, 
while also allowing providers more time to attend to member needs. 


Enhanced Narcotic Safety and Appropriate Use 
Prescription Drug Abuse is the Nation’s fastest growing drug problem and the CDC has classified 
prescription drug abuse as an epidemic. The latest National Survey on Drug Use and Health shows 
that prescription drugs are the second-most abused category of drugs after marijuana 
(www.whitehouse.gov). The misuse and abuse of prescription drugs is not only costly, it can 
result in death. Unintentional deaths due to opioid use has steadily climbed in recent years. 


Following the review of medical literature, Coventry has designed and is implementing a program 
targeted at the management of narcotic drugs to ensure safe and appropriate use of these 
medications. The goal of the program is to ensure ease of access for members with legitimate 
health needs and deter the inappropriate utilization: 


• Schedule II and III short-acting opiate-containing medications (with and without  
acetaminophen, aspirin, or ibuprofen), pentazocine and tramadol products will be provided in 
up to a 15 day supply without prior authorization. Members will be allowed one refill of the 
original 15-day supply within 30 days of the day the original prescription was filled. 


• A third prescription for short-acting opiate-containing medication within six months from the 
date the original prescription was filled will require prior authorization. 


• All long-acting opiate-containing medications will require prior authorization prior to the 
original fill. 


o Medical Claims data will be integrated at point of services to ensure members that have a 
diagnosis such as cancer and have a prescription for a narcotic will not need to go through 
the prior authorization process. 


• Requests for prior authorizations will be accompanied with at least the following: 


o A treatment plan that includes a diagnosis and goals of therapy 


o Documentation of provision of an assessment of addiction risk with the therapy 


o A pain management contract that addresses: 


• Consequences of unexplained loss or shortage of medications 


• Consequences of obtaining similar prescription medications from other prescribers 


• An agreement with the member to only use one pharmacy 



http://www.whitehouse.gov)
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• Any additional information needed to satisfy the criteria outlined in clinical coverage 
criteria for the use of Long Acting Opioids or Chronic use of Short-acting Opioids 


Intervention and monitoring should lead to an overall increase in appropriate use, translating to 
an increase in the health of the community. 


Behavioral Health 
MHNet, CoventryCares’ behavioral health partner, is committed to best practices in providing 
member-focused service planning and treatment services. Additionally, process review and 
improvement is part of MHNet’s paradigm. We are continually reviewing current processes and 
systems for more efficient and/or automated opportunities to ensure we offer quality services to 
our MCO partners and members. 


Clinical Initiatives 
• Clinical Practice Guideline Compliance for Major Depressive Disorder 


• Clinical Practice Guideline Compliance for Bipolar Disorder 


• Improving Ambulatory Follow-up Appointments After Discharge from Inpatient Mental 
Health Treatment 


• Coordination of Care Between Medical and Behavioral 


• Psychotropic Medications Prescribed in the Primary Care Setting 


Preventive Behavioral Health Initiatives 
• Secondary Prevention for Adolescents of Adults Diagnosed with Depressive Disorder 


• Secondary Prevention for Anxiety Disorder 


• Secondary Prevention by Supporting Families of Children with Attention Deficit 
Hyperactivity Disorder (ADHD) 


• Identification and Treatment of Postpartum Depression 


• Identification and Treatment of Depression and the Older Adult 


 


5.1.10.1. Experience 


 D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services. 


Coventry’s Medicaid Managed Care Business 
Altius Health Plans Inc. is a wholly-owned subsidiary of Coventry Health Care, Inc., a national 
managed health care company. Coventry’s subsidiary managed care companies are contracted to 
provide full-risk Medicaid Managed Care programs in  
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• Florida • Michigan • Pennsylvania 


• Kansas • Missouri • Virginia 


• Kentucky, • Nebraska • West Virginia 


• Maryland   


More than 52% of Coventry members are enrolled in government-sponsored programs, including 
Medicaid, Medicare Advantage, Medicare Part D and the Federal Employees Health Benefit Plan. 
National in scope, yet local in focus, Coventry’s Medicaid expertise helps Medicaid recipients in 
communities across the nation gain control over their health challenges and assists states in 
controlling their Medicaid cost. 


Since 1995, Coventry has been providing Medicaid Managed Care programs. On a combined basis, 
Coventry managed care organizations (MCOs) administer ten customized Medicaid managed care 
programs covering approximately one million TANF, CHIP, ABD, Foster Care Children, Dual 
Eligible and Long Term Care beneficiaries. Many of our innovative techniques and approaches for 
state governments have been derived from applying our longstanding, companywide health care 
principles to public sector health care programs, while strongly recognizing the uniqueness and 
challenges of serving the Medicaid population. Figure 24 provides a comprehensive listing of 
Coventry’s Medicaid contracts with a description of scope of work, contract dates, and 
membership/population types. 


Figure 24: Coventry Medicaid Contracts 


Contract Name Scope of Work and 
Services Provided Contract Dates 


Number of 
Members and 
Population Types 


Florida Medicaid 
managed care program 
contract 
 


Full Medicaid benefit 
excluding, 
transportation, in 10 
counties 


Entered program in 1985 
Coventry acquired in 
2007 
Current Contract 
Duration: September 1, 
2009 through August 30, 
2012 


48,750: TANF, 
Pregnant Women, 
ABD, Foster Care 
Children 


Florida Healthy Kids 
managed care program 
contract 
 


Full CHIP benefit in 19 
counties 


Entered program in 1993 
Coventry acquired in 
2007 
Current Contract 
Duration: October 1, 2008 
through September 30, 
2009 with three 1-year 
renewals through 
September 30, 2012 


19,900: CHIP 
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Contract Name Scope of Work and 
Services Provided Contract Dates 


Number of 
Members and 
Population Types 


Florida Nursing 
Home/LTC Diversion 
program contract 
 


Medicare/Medicaid 
Nursing Home/LTC 
services for Dual 
Eligibles in 3 counties 


Entered program in 1999 
Coventry acquired in 
2007 
Current Contract 
Duration: September 1, 
2011 through August 30, 
2012 


1,180: LTC 


Kansas HealthWave 
managed care program 
contract 
 


Full Medicaid/CHIP 
benefits, excluding 
behavioral health and 
dental, in 74 counties 


Entered program in 2007 
Coventry acquired in 
2012 
Current Contract 
Duration: January 1, 2007 
through June 30, 2011 
with renewal through 
December 31, 2012. 


154,260: TANF, 
Pregnant Women, 
CHIP 


Kentucky Medicaid 
managed care program 
contract 
 


Full Medicaid/CHIP 
benefits, except 
transportation, in 7 
regions 


July 6, 2011 through June 
30, 2014 


236,580: TANF, 
Pregnant Women, 
CHIP, ABD 
including 
Medicare, Foster 
Care Children 


Maryland HealthChoice 
managed care program 
contract 
 


Full Medicaid/CHIP 
benefits, excluding 
dental for children under 
age 21 and pregnant 
women, specialty 
behavioral health, and 
transportation, in 4 
counties 


Entered program in 2003 
Current Contract 
Duration: July 1, 2012 
through June 30, 2013 


12,460: TANF, 
Pregnant Women, 
ABD, CHIP, 
Foster Care 
Children 


Michigan Medicaid 
managed care program 
contract 
 


Full Medicaid benefit, 
excluding dental, 
substance abuse & 
inpatient behavioral 
health, for 5 counties 


Entered program in 1979 
First Coventry contract in 
2004 
Current Contract 
Duration: October 1, 2009 
through September 30, 
2012 


42,660: TANF, 
Pregnant Women, 
ABD including 
Medicare 


Michigan MIChild 
managed care program 
contract  
 


Full CHIP benefit, 
excluding behavioral 
health and dental, for 7 
counties 


October 1, 2011 through 
September 30, 2012 


620: CHIP 
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Contract Name Scope of Work and 
Services Provided Contract Dates 


Number of 
Members and 
Population Types 


Missouri MO HealthNet 
managed care program 
contract 
 


Full Medicaid/CHIP 
benefits, excluding 
pharmacy, for all 3 
managed care regions 


Entered program in 1995 
Current Contract 
Duration: July 1, 2012 
through June 30, 2013 


251,670: TANF, 
Pregnant Women, 
CHIP, Foster Care 
Children 


Nebraska 
Medicaid/CHIP 
managed care program 
contract  
 


Full Medicaid/CHIP 
benefits, excluding 
behavioral health, 
dental, transportation 
and pharmacy, for 10 
counties in Omaha and 
Lincoln areas 


April 2, 2010 through 
June 30, 2013 


50,380: TANF, 
Pregnant Women, 
ABD, CHIP, 
Foster Care 
Children 


Nebraska 
Medicaid/CHIP 
managed care program 
contract  
 


Full Medicaid/CHIP 
benefits, excluding 
behavioral health, 
dental, transportation 
and pharmacy, for all 
counties except 10 
counties in Omaha and 
Lincoln areas 


July 1, 2012 through June 
30, 2015 


42,380: 
TANF, Pregnant 
Women, ABD, 
CHIP, Foster Care 
Children 


Pennsylvania 
HealthChoices physical 
health managed care 
program contract 
 


Full Medicaid benefit, 
excluding behavioral 
health, for Southeast 
Zone in Philadelphia 
area 


January 1, 2010 through 
December 31, 2014 
(began servicing 
members 4/1/10) 


18,700: TANF, 
Pregnant Women, 
ABD including 
Medicare, Foster 
Care Children 


Pennsylvania 
HealthChoices physical 
health managed care 
program contract 
 


Full Medicaid benefit, 
excluding behavioral 
health, for Southwest 
Zone in Pittsburgh area 


April 1, 2012 through 
December 31, 2016 


11,480: 
TANF, Pregnant 
Women, ABD 
including 
Medicare, Foster 
Care Children 


Pennsylvania 
HealthChoices physical 
health managed care 
program contract 
 


Full package of physical 
health services 
excluding  non-
emergency 
transportation and 
behavioral health for 
New West Zone 


 


Contract started October 
1, 2012  


20,000: 
TANF, Pregnant 
Women, State 
General 
Assistance, SSI 
with the exception 
of duals, foster 
care children 
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Contract Name Scope of Work and 
Services Provided Contract Dates 


Number of 
Members and 
Population Types 


Virginia Medallion 
II/FAMIS managed care 
program contract 
 


Full Medicaid/CHIP 
benefits, excluding 
dental, for 70 
localities/counties 


Entered program in 1996 
Current Contract 
Duration: July 1, 2012 
through June 30, 2013 


36,670: TANF, 
Pregnant Women, 
ABD, CHIP 


West Virginia Mountain 
Health Trust managed 
care program contract 
 


Full Medicaid benefit, 
excluding behavioral 
health, dental, 
pharmacy, and 
transportation, in 52 
counties  


Entered program in 1996 
Coventry acquired in 
1999 
Current Contract 
Duration: July 1, 2012 
through June 30, 2013 


62,200: TANF, 
Pregnant Women 


 


In addition to local MCO staff, Coventry Medicaid MCOs use corporate and affiliate company 
resources to effectively provide services to the State Medicaid agencies. Our proven programs, 
processes and expertise help our members in communities across the nation access health care in 
the right place, at the right time, and in the most cost-effective manner. We also provide the 
additional support needed to access community resources to gain control over health challenges. 


Our years of experience working with Medicaid members, in combination with our highly 
knowledgeable clinical and administrative staff, provide our state clients the benefit of 
successfully leveraging their Medicaid programs with proven managed care technologies. 
Additionally, we possess the Medicaid experience needed to understand the challenges public 
entities such as DHCFP face in fulfilling their primary Medicaid health care mission. 


 


5.1.10.1 Experience 


 E. Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the requirements 
set forth herein.  This information must be included in vendor’s technical response to the RFP. 


Figure 25 lists key personnel for performance of any contract resulting from this RFP. 


Figure 25: Key Personnel Information 


Functional Area Key Personnel Responsibilities 


Administration Todd Trettin, CEO • Provide leadership for overall MCO 
operations 


• Ensures functional areas deliver 
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Functional Area Key Personnel Responsibilities 
quality services 


Administration Christy Daffern, Director 
of Operations 


• Develops strategic, operational and 
tactical business plans to achieve 
business goals 


• Reviews and directs the performance 
of operational areas including 
measurement and reporting for 
initiatives 


Finance Brett Clay, CFO • Responsible for developing and 
overseeing financial functions 


• Oversees the preparation and analysis 
of financial reports a 


Health Services 
Administration 


Dr. Dennis Harston, VP, 
Medical Affairs 


• Provides technical expertise in 
medical management  


• Oversees quality improvement and 
pharmacy programs and chairs all 
peer-review committees 


Utilization/Case 
Management, 
Health Education 
and Outreach 


Carol Zollinger, Director of 
Health Services  


• Oversees prior-authorization, 
concurrent review and case 
management 


• Assures staffing levels and staff 
competencies are appropriate to 
accomplish duties productively and 
efficiently 


Quality 
Improvement and 
Reporting 


Tanna Ferrin, Regional VP, 
Quality Improvement  


• Develops strategic, operational and 
tactical business plans to achieve 
quality improvement goals  


• Oversees staff performance to ensure 
quality management standards are 
continually met and maintained and 
goals meet state and federal quality 
and compliance regulations  


Contract 
Negotiation 
Specialists/Network 
Recruiters 


Kevin Lawlor, VP, 
Network Development 


• Manages and directs all physician, 
facility and ancillary provider 
contracting 


• Directs all activities related to 
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Functional Area Key Personnel Responsibilities 
provider relations and contract 
administration 


Grievances, Appeals 
and Fair Hearings, 
and Compliance 


Frank Kyle, Director of 
Regulatory Compliance 


• Coordinates, strategizes, and 
recommends policy positions with 
senior management regarding 
legislative issue and regulatory 
concerns 


• Responsible for all regulatory filings  


Claims Payment, 
Data Coding and 
Customer Service 


Joel Coppadge, VP, Service 
Operations, Medicaid 


Division 


• Provides senior management 
oversight and accountability for 
operational effectiveness, ensuring 
functional operations teams meet 
contract obligations 


• Partners with IT to develop or acquire 
technologies which maximize 
efficiency and effectiveness 


Management 
Information 
Systems 


Sherry Thornton, Director 
Applications Development, 


Medicaid Division 


• Directs multiple project teams and is 
responsible for all phases of system 
development and implementation 


• Develops proactive business 
relationships to implement solutions 
for business direction 


Encounter Data Barbara Witte, VP Business 
Development, Medicaid 


Division 


• Responsible for structuring, 
negotiating and implementing a 
variety of transactions with clients 


• Identifies potential companies, 
products, market sectors and 
geographic scope for collaborations 
and partnering projects 


 


Refer to Tab VIII for Resumes of key personnel for Altius and all proposed subcontractors. 
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5.1.10.1 Experience 


 F. Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


Our Staffing Plan, Figure 26, is based upon award of the contract and assumes membership of 
100,000. 
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Figure 26: CoventryCares Staffing Plan 


This Staffing Plan below is based upon award of the contract and membership  assumption of 100K. 


Functional Area Project Supervisor Full-Time Staff 
(Proposed) 


Dedication to  
NV Medicaid  


1. Information 
Systems 


Sherry Thornton, Director-
Applications Development 


1 Product Development 
Specialist 


1 Sr. Business Analyst 


50% 


 


50% 


2. Utilization/ Case 
Management 


 


Carol Zollinger, RN, 
Director-Health Services  


1 Admin Specialist 2 


12 Complex Case Manager -
Condition Management 
Nurse 


8 Concurrent Review 
Coordinator 


2 Social Worker 


3 Manager, Health Services 


1 Director, Health Services- 
Utilization Management 


6 Prior Authorization 
Representative 


4 Prior Authorization 
Coordinator 


1 Supervisor, Prior 
Authorization  


2 Complex Case Manager -
NICU Case Manager 


6 Complex Case Manager -
High Risk OB Nurse Case 
Manager 


1 Director, Health Services-
Care Management 


100% 


100% 


 


100% 
 


100% 


100% 


100% 


 


100% 
 


100% 


100% 


 


100% 


 


100% 


 


100% 


3. Claims Payment Joel Coppadge,                                
VP-Operations  


14 Assoc. Technical Claims 
Specialist 


22 Assoc. Customer 
Communications Specialist 


3 Supervisor, Service 
Operations 


1 Manager, Service 
Operations 


1 Director, Service Center 
Operations 


100% 


 


100% 


 
100% 


 
100% 


 


33% 
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This Staffing Plan below is based upon award of the contract and membership  assumption of 100K. 


Functional Area Project Supervisor Full-Time Staff 
(Proposed) 


Dedication to  
NV Medicaid  


4. Quality 
Improvement and 
Reporting (e.g., 
HEDIS, CMS 416) 


Tanna Ferrin, RN,                       
West Regional VP-Quality 
Improvement 


2 QI Coordinator  


1 QI Analyst 


1 QI Director 


100% 


100% 


100% 


5. Health Education Carol Zollinger, RN, 
Director-Health Services 


1 Manager, Health Services 
(EPSDT) 


100% 


6. Data Coding Joel Coppadge,                           
VP-Operations* 


1 Medical Review Nurse 100% 


7. Contract 
Negotiation 
Specialists/ 
Network Recruiters 


Kevin Lawlor,                              
VP-Network Development 


1 Sr. Provider Contracting 
Specialist 


2 Provider Relations Rep 


1 Credentialing Analyst 


2 Admin Specialist 2 


100% 


 


100% 


100% 


100% 


8. Encounter Data Barbara Witte,                            
VP-Business Development 


1 Business Analyst  50% 


9. Other staff needed for project 


Administration Todd Trettin,                              
Chief Executive Officer 


1 VP, General Manager -
Medicaid 


1     Operations Director - 
Christy Daffern 


100% 


 


 


Finance Brett Clay,                                 
Chief Financial Officer  


1 Sr. Accountant  


1 Financial Analyst 


1 Accounts Payable Analyst 


100% 


100% 


100% 


Health Services 
Admin. 


Dennis Harston, MD,             
VP-Medical Affairs 


2 Medical Director 


1 Health Care Analyst  


100% 


100% 


Appeals /Grievances Frank Kyle,                            
Director-Regulatory Affairs 


1 Admin Spec 2 


2 Appeals Coordinator 


1 Medical Review Nurse 


1 Manager, Appeals  


100% 


100% 


100% 


100% 


Compliance Frank Kyle,                               
Director- Regulatory Affairs 


1 Compliance Analyst 


1 Manager, Decision Support  


100% 


100% 
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This Staffing Plan below is based upon award of the contract and membership  assumption of 100K. 


Functional Area Project Supervisor Full-Time Staff 
(Proposed) 


Dedication to  
NV Medicaid  


Community Outreach Carol Zollinger, RN, 
Director-Health Services 


1 Admin Spec 2 


5 Outreach Coordinator 


2 Community Nutrition Tech 


1 Director, Community 
Development 


100% 


100% 


100% 


100% 


* Gray-shaded rows indicate Corporate Functions/Staff, thus not all functions are 100% dedicated to NV 
Medicaid.  


 


Refer to Attachment 3 for Job Descriptions of all proposed staff positions in Tab IX-Other 
Information Material of our submission. 


Refer to Attachment 4 for the proposed Altius Organization Chart provided in Tab IX-Other 
Information Material of our submission. 


5.1.10.1 Experience 


 G. Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada. 


Refer to Tab IV-State Documents-F for copies of Altius Health Plans, Inc.’s Certificate of 
Authority and URAC Certification. 


 


5.1.10.1 Experience 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


CoventryCares has demonstrated that care is best provided when the MCO reflects and supports 
the cultural and linguistic needs of the population we serve. We do not discriminate in any 
fashion for recruitment, and our emphasis on diversity ensures staff who can address medical, 
social, and cultural needs of our members, as shown in Figure 27. 


Figure 27: CoventryCares Bilingual Staff 


Customer Service Organization 
(CSO) Position 


Number of FTEs Language 


Associate Customer Communication 
Specialist 


10 Spanish 
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Customer Service Organization 
(CSO) Position 


Number of FTEs Language 


Associate Integrated Service 
Specialist 


1 Spanish 


Customer Communication Specialist 1 Spanish 


Integrated Service Specialist 3 Spanish 


Senior Customer Communication 
Specialist 


1 Spanish 


Supervisor 2 Spanish 


Altius Health Plans, Inc. Position Number of FTEs Language 


Account Executive 1 Sign Language 


Administrative Specialist  1 Spanish 


Associate Customer Communication 
Specialist 


1 Danish 


Associate Customer Communication 
Specialist 


1 Bosnian 


Medical Review, LPN 1 Sign Language 


Manager, Accounting 1 Tagalong 


Manager, Actuarial 1 Spanish 


Manager, Health Services 1 Hmong 


Provider Relations Representative 1 Polish 


Special Investigations Unit Review 
Nurse 


1 Sign Language 


Senior Provider Contracting 
Specialist 


1 Spanish 


Supervisor, Medical Review 1 Spanish 


Vice President, Medical Affairs 1 Spanish 


 


Our Customer Service Organization (CSO) includes bilingual representatives to ensure quality 
services for our Spanish-speaking members who are not fluent in English. Our goal is to handle 
Spanish-speaking callers in-house using our bilingual resources since they best know and 
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understand our business. Other members who are not fluent in English are assisted through 
Language Line, Coventry’s interpreter service provider. 


Language Line mirrors our commitment to service. Recognized as a leader in telephone 
interpretation, Language Line provides translation services in over 190 languages and is available 
24 hours a day, seven days a week. 


In addition to translation services, we utilize the national 711 Relay service for members who are 
deaf or hearing impaired. 


Our member service staff educates members on the availability of translation and interpreter 
services. In addition to those mentioned above, services available for our members with Limited 
English Proficiency include: 


• Spanish menu options 


• Face-to-face interpreter services 


• Printed materials in non-English languages 


All written materials are also accessible in alternate formats for visually or hearing-impaired 
members. 


 


5.1.10.1 Experience 


 I. List any associations or organizations to which the organization belongs. 


We are members of the following associations/organizations: 


• Nevada Business Authority (Investor Level Membership) 


“To be the leading resource for the membership by promoting ethical practices and generating 
awareness of health insurance industry issues through education, legislations, advocacy, and 
involvement.” 


• Clark County Association of Health Underwriters 


The Clark County chapter of The National Association of Health Underwriters represents 
more than 100,000 licensed health insurance agents, brokers, general agents, consultants and 
benefit professionals through more than 200 chapters across America. NAHU members service 
the health insurance needs of large and small employers as well as people seeking individual 
health insurance coverage. Every day, NAHU members work to obtain insurance for clients 
who are struggling to balance their desire to purchase high-quality and comprehensive health 
coverage with the reality of rapidly escalating medical care costs. As such, one of NAHU's 
primary goals is to do everything we can to promote access to affordable health insurance 
coverage. 


In addition our parent company, Coventry, belongs to: 


• Medicaid Health Plans of America 
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With a majority of Medicaid beneficiaries receiving health care through Medicaid MCOs, 
MHPA continues to work to inform the public on the many ways Medicaid MCOs improve the 
delivery and quality of care. 


• National Association of Community Health Centers 


Community Health Centers serve 20 million people at more than 8,000 sites located 
throughout all 50 states and U.S. territories. 


To address health center needs such as public financial help, a unified voice, and research, 
information, training and advocacy, the National Association of Community Health Centers 
(NACHC) organized in 1971 to serve health centers in a variety of ways: 


o Provide research-based advocacy for health centers and their clients 


o Educate the public about the mission and value of health centers 


o Train and provide technical assistance to health center staff and boards 


Develop alliances with private partners and key stakeholders to foster the delivery of primary 
health care services to communities in need 


• Council of State Governments 


The Council of State Governments is our nation’s only organization serving all three branches 
of state government. CSG is a region-based forum that fosters the exchange of insights and 
ideas to help state officials shape public policy. This offers unparalleled regional, national and 
international opportunities to network, develop leaders, collaborate and create problem-
solving partnerships. 


 


5.1.11.1. Medical Services 


 A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


The CoventryCares’ health services staff will continually assess the individual member’s need for 
services that may be required beyond those listed in section 4.2.2, Vendor Covered Services. 
CoventryCares has more than 17 years of experience providing services to individuals enrolled in 
Medicaid programs across the country. As a result, we intimately understand the need to address 
barriers that impact an individual’s ability to seek care. Many of the barriers are psychosocial in 
nature. However, environmental factors exist and present significant challenges as well. Our 
corporate culture emphasizes that each of our employees is responsible for delivering services that 
best meet the needs of our members. Our dual strategy includes both assessment and review of 
needs at every touch point and continual review of outcome data to identify potential need of 
additional services—up to and including non-covered services. 


In addition to member-focused and internal activities, CoventryCares’ leadership and community 
outreach staff are engaged with statewide organizations and groups that address issues that 
impact our membership such as childhood obesity, infant mortality, safe communities, literacy 
and nutrition. 
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Member Focus 
CoventryCares has multiple touch points where we assess the needs of our membership.  
During the prior authorization, concurrent review, case management processes, home visits, and 
at member’s request, staff may identify the need 
for additional services in order to allow the 
member to obtain optimal health. 


Improved Services 
CoventryCares determines the need for 
additional services based on focused review of 
health outcomes data that identifies the specific 
needs of the Nevada Medicaid population. 
Programs or value-added services will be 
developed to address those identified needs. 


An example of this occurred in the 
CoventryCares of Michigan MCO. The Detroit area was identified as a high-risk zone for lead 
poisoning. Case managers now arrange lead abatement services for kids with elevated lead levels 
through a local community organization. The case managers work with the agency to arrange 
home visits to assess the home and educate caregivers on how to protect their families from lead 
poisoning. They also furnish them with the appropriate cleaning supplies and instructions on how 
to clean up lead dust. 


CoventryCares Weight Management Program 
Nevada’s obesity percentages have risen steadily since 2003. 


Coventry’s Medicaid MCOs have implemented a Childhood Obesity Management Program, 
“Movers and Shapers”, which uses a team of case managers, social workers, dieticians and health 
coaches to promote wellness and prevention activities to combat obesity. We empower members 
and their caregivers to effectively manage the member’s physical activity and nutrition. 


One of the most popular “Movers and Shapers” activities is when Doc Bear, 
Coventry Health Care’s Medicaid mascot, leads a group of children dancing and 
singing to the Doc Bear Shuffle, a music and dance video. This song/line dance 
allows everyone moving to join in the fun—no partner is necessary. Through this 
activity, we sing and dance in schools, at health fairs, and at our Fitness Fridays 
events.  In the Hispanic communities, salsa music is used. 


An excerpt of the lyrics: 


Let’s get outside and chill 
You been indoors for too long 
So put that game down 
This the new song 
We’re in here getting strong 
And we can do this shuffle like all night long 
We eat good, eat healthy 


In CoventryCares of Michigan, data 
revealed an increasing number of 
inpatient admissions and emergency 
department visits due to complications 
resulting from poor dental health several 
months after the State discontinued 
their adult dental benefit. CoventryCares 
instituted an adult dental benefit that 
allowed for a cleaning exam once every 
six months as well as limited services 
annually.  
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You feeling so good when your body feels wealthy 
You feel better live longer, you’re way stronger 
Dance with Doc Bear take a little weight off ya! 


The CoventryCares Weight Management Program offers: 


• Weight management and nutritional counseling 


• Identification of and referral to community resources including: 


o American Heart Association 


o Easter Seals 


o National School Lunch & Breakfast program 


• Case management links to members within the community (e.g., YMCA), as well as medical, 
social, behavioral health and dietician services 


• Physician education related to: 


o Program benefits 


o Body Mass Index (BMI) documentation 


o Nutritional counseling 


o Fitness and weight management programs at the Y 


• Community outreach and education including: 


o Community Leader Meetings 


o Fitness Friday Events 


o Fitness and weight management programs at the Y 


o Exercise activities with the Nintendo Wii 


o The Doc Bear Shuffle 


• Member education such as: 


o Well child visits 


o Nutritional counseling 


o Fitness Fridays in the community 


o Y fitness and weight management program 


o KidsHealth provides members information on nutrition and fitness 


o Bear Facts Newsletter: What BMI Can Tell You! 


Improving Maternal/Child Health 
Coventry Medicaid MCOs have a variety of value-added services surrounding maternal/child 
health. CoventryCares of Nebraska has implemented a prenatal/postpartum incentive program 
whereby the mom can receive a Pack-n-Play portable play yard/crib if she completes at least seven 
prenatal care visits. In 2011, CoventryCares of Nebraska distributed 433 Pack-n-Plays to new 
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moms. Prenatal and postpartum HEDIS rates for CoventryCares of Nebraska show scores above or 
very near the NCQA 75th percentile. 


Figure 28: 2012 HEDIS Prenatal and Postpartum Care rates—CoventryCares of Nebraska 


Measure Rate NCQA  
75th percentile 


Timeliness of prenatal care 90.23% 90.00% 


Postpartum care 70.23% 70.60% 


 


Coventry’s Missouri Medicaid MCO, CoventryCares of Michigan, and CoventryCares of 
Kentucky sponsor community baby showers that provide educational information for pregnant 
members as well as new mothers. Community organizations often participate and provide 
relevant gifts to members such as car seats or diaper bags. 


Supporting Psychosocial Needs 
Coventry’s Medicaid MCOs sponsor club memberships for our young members such as, but not 
limited to, 4-H clubs, scouts, and after school programs. We believe it is important to keep our 
young members involved in organized activities to promote total well-being. 


To keep members connected, CoventryCares of Michigan coordinates a free cell phone program 
through Assurance Wireless. Members receive a free cell phone with 250 free voice minutes and 
250 free texts each month. Calls/texts made to and from the member’s PCP or the MCO do not 
count against the minutes. Case managers and outreach staff use this technology to send text 
messages reminding the member about follow-up appointments, health information, notice of 
MCO events and other helpful tips. 


CoventryCares Community Affairs 
CoventryCares’ leadership and outreach staff 
actively participate with statewide organizations, 
community-based groups, and state departmental 
advisory groups and committees to build a network 
of community providers that addresses the needs of 
the community at large. Through these activities, we 
are able to identify and understand population-
based needs that have an impact on our members. 
An example of this activity is in Coventry’s 
Nebraska Medicaid MCO, CoventryCares of 
Nebraska. In response to a low income community’s 
need for increased access to fresh fruits and 
vegetables, the MCO partnered with a large food pantry. 


In Coventry’s Missouri Medicaid MCO, 
a high-risk OB member was confined to 
bed rest in one of the hottest summers on 
record in that state. The member’s home 
was without air-conditioning and she 
was at risk for additional medical 
complications due to the extreme heat. 
Our case manager worked with a local 
community agency and secured an air-
conditioner for the member and arranged 
for the installation. The member was able 
to remain comfortably in her home for 
the duration of her pregnancy. 
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In Nebraska, ongoing community needs assessments identified that 12% of Nebraskans lived in 
urban food deserts. Many of CoventryCares of Nebraska’s members reside within the identified 
areas. To address this need, CoventryCares of Nebraska partnered with the “Food Bank of the 
Heartland” non-profit organization to set up a fresh fruits and vegetable stand to increase the 
availability of fresh foods. Through the use of a food broker to ensure quality, the MCO purchased 
4,000 pounds of fresh fruits and vegetables per week, ensuring access for over 1,000 families. 


CoventryCares of Nebraska staff referred members to the 
food bank and coordinated with local SNAP (food stamps) 
departments to ensure they had representatives available to 
take applications. The MCO’s staff and local volunteers—
including some members—volunteered to manage the 
distributions. 


 


5.1.11.1. Medical Services 


 B. Describe the guidelines and procedures you will use to determine the medical necessity of 
service authorization requests. Include your process for medical review of claims. 


Prior Authorization 


Clinical Review Guidelines 
The current edition of InterQual® Guidelines is used as a reference to determine medical 
appropriateness and appropriate care settings. The guidelines are reviewed at least annually upon 
receipt of the latest version from McKesson. They are revised as necessary to ensure consistency 
with CoventryCares clinical practice guidelines, medical policy, new medical technology, and 
current standards of practice in the community. 


The Medical Director performs the review with input from affected service departments, the 
QM/UM Committee, and other Coventry Medical Directors as needed. The reviewed criteria, 
along with recommended revisions, are taken to the QIC and ultimately to the Board of Directors 
for final approval. Additionally, internally-developed clinical policies follow the same annual 
review process. 


New Technology Assessment 
Coventry’s Technology Assessment Committee (TAC) evaluates new medical technologies or new 
applications of established technologies including medical and behavioral procedures, drugs and 
devices for inclusion. This Committee is comprised of Coventry medical directors and physicians 
and specialists who review guidelines and approve proposed technology. At least one external 
physician serves on the TAC. Recommendations are received from the Corporate New Technology 
Coordinator and are distributed to the Medical Directors and Health Services staff. 


All technology assessments are accessible at all times for determining benefit coverage decisions 
and are available to providers and members upon request. The technology assessments are 
presented to the QIC and QM/UM Committee for approval at least annually. 


Through its network of 
community providers, in the 
summer of 2012 CoventryCares 
of Nebraska delivered 40,000 
pounds of food to its members. 







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 417 


Prior Authorization Requests 
Requests for prior authorization are accepted via telephone call, fax, and our DirectProvider.com 
portal. Prior Authorization Representatives record the information for an authorization in the 
Medical Management system. If the authorization request falls within the parameters for non-
clinical approval, the prior authorization request may be approved, and the provider is notified of 
the approval. If the request requires clinical judgment, the authorization request is pended to the 
Prior Authorization Coordinator for review. 


CoventryCares reviews all elective inpatient admissions and selects outpatient surgeries, 
procedures, and services on a prospective basis to establish medical necessity and level of service. 
The list of services that require prior authorization is reviewed at least annually, edited as needed, 
approved by the State and distributed to participating providers and published on the 
CoventryCares Web site. Prospective review includes the evaluation of: 


• Medical appropriateness of the recommended service or procedure 


• Level of service recommended 


• Date of service requested 


• Proposed length of stay, if applicable 


• Appropriateness of participating network providers 


Eligibility verification, benefit interpretation, and medical necessity reviews are conducted as part 
of the prospective review process. 


The Prior Authorization Coordinator reviews requests for care or service that require clinical 
judgment. If the request is approved, the Prior Authorization Coordinator enters the approval into 
the authorization system and generates an authorization notification to the provider. 


The Prior Authorization Coordinator determines benefit coverage for services that meet 
established criteria for medical necessity. An authorization number is provided at the time of the 
approval. Requests for services excluded by CoventryCares may be administratively denied by the 
Prior Authorization Coordinator or referred to a Medical Director. Cases not meeting medical 
necessity criteria are referred to a Medical Director for review. Only a Medical Director can deny, 
limit, or reduce a request. 


Providers are notified by telephone, and members and providers by written correspondence, of 
any adverse determinations in compliance with state- , federal- and URAC-standard timeframes. 
The notification includes instructions on how to initiate an expedited/standard appeal or State 
Fair Hearing. The criteria for the appropriateness of medical services are clearly documented and 
available to the member and/or provider upon request. Adverse determination files are maintained 
within the Health Services department, and our Medical Director is available to discuss a case 
with the requesting physician. 


Concurrent Review 
Concurrent review evaluates of ongoing care with regard to medical necessity, appropriateness, 
timeliness, quality, and potential case management candidates. This review extends from the time 
of admission until discharge and applies to all admissions to acute care, skilled care, or 
rehabilitative care. 
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Concurrent review facilitates the treating physician’s plan. It anticipates treatment and member 
needs as the member moves towards discharge. The Concurrent Care Review Coordinators confer 
with the member's attending physician, primary care physician, hospital social services, or 
discharge planners, as required by member needs. Sharing information this way, the Concurrent 
Care Review Coordinators can make informed decisions and interventions on the member's 
behalf. 


The Concurrent Review Coordinators conduct on-site or telephone concurrent reviews, 
depending on the volume of patients at a facility or the complexity of the member’s needs. The 
concurrent review process begins at admission to a hospital, skilled nursing facility, or acute 
rehabilitative facility. The Concurrent Care Review Coordinators conduct an initial review within 
one business day of the admission, and a continued stay review is conducted at varying intervals 
as a case warrants. 


The concurrent review process monitors and evaluates: 


• Criteria met for inpatient stay versus observation 


• Medical appropriateness of continued stay 


• Levels of care 


• Site of services 


• Treatment plan 


• Quality of care received 


• Cultural competence of care delivery 


• Discharge planning 


• Potential case management referrals 


In cases where admission criteria/continued stay criteria is not met, the Concurrent Review 
Coordinators refer the case to the Medical Director for medical review. A Medical Director is 
available to discuss the case with the attending physician. If a continued stay request is denied, 
the facility is notified both verbally and in writing. Written correspondence of the decision is sent 
to the facility, provider, and member. 


Timeframes for this correspondence follow state, federal and URAC guidelines and notifications 
include instructions on how to initiate an expedited/standard appeal. The criteria for the 
appropriateness of medical services are clearly documented and available upon request. Denial 
files are maintained within the Health Services Department. 


The Concurrent Care Review Coordinators are in a unique position to identify potential quality of 
care concerns, including medical errors, that may arise during the course of a member’s 
hospitalization. The Concurrent Care Review Coordinators refer identified concerns to the QI 
Department for further research. The QI Department follows CoventryCares policies and 
procedures regarding investigation of quality of care concerns. 
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Discharge Planning 
The Discharge Planning Process assesses a member’s need for care following an inpatient 
admission.  


Discharge planning reduces the likelihood of complications that can lead to readmission and 
ensure the availability of needed services and resources to support continuity of care upon the 
member’s return to the community. 


Concurrent Care Review Coordinators assess the patient's needs prior to and during an inpatient 
stay to anticipate care needs upon discharge. Interventions are planned in conjunction with the 
primary care provider, facility social services, and specialists to assist in the coordination of 
services for the patient in the home setting. Examples of medical care that can be arranged in the 
discharge planning phase include: 


• Home health care 


• Physical therapy 


• Speech therapy 


• Occupational therapy 


• Skilled nursing facility placement 


• Rehabilitation therapy facility placement 


• Home infusion therapy 


• Durable medical equipment 


Medical Review of Claims 
Coventry’s extensive set of business rules provides mitigating controls that pend claims for 
manual review in certain scenarios. For example, claims with attachments, high-dollar claims, and 
claims with provider matching errors. We also use industry-standard, integrated claims auditing 
tools to capture provider submission errors and verify the clinical accuracy of professional claims. 
Provider coding practices such as unbundled procedures, separate billing for incidental or 
mutually exclusive procedures, and the incorrect use of coding rules cause many of these coding 
errors. 


Our IDX claims processing system flags claims for adjudication using Verisk software. Verisk is an 
automated claims auditing system that verifies the clinical accuracy of professional claims that 
Coventry’s Special Investigations Unit (SIU) uses to expedite and ensure the accuracy of claim 
payments and audit correct coding combinations. 


SIU Metrics Q1 2012 Q2 2012 Q3 2012 2012 YTD


Pend Savings $1,011 $165,571 $197,838 $364,420


2012 - Coventry SIU Medicaid Savings


 
Verisk helps expedite prompt provider payment by reducing the number of claims pended or 
denied. It examines submitted claim codes, and if it identifies any issues, queues the claim for 
adjudication. 
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Once a claim has passed Verisk, iHealth software looks for correct coding based on the Correct 
Coding Initiative (CCI), which follows Medicare and Medicaid coding guidelines. An edit 
recommendation is returned to the Technical Claims Specialist for final review and adjudication. 
Figure 29 shows 2012 year-to-date savings through September. 


Figure 29: 2012 Year-To-Date Savings Through September 


Product 2012 Year To Date Savings 
Through September 


Verisk $11,221,617 


iHealth $12,191,488 


 


5.1.11.1. Medical Services 


 C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, 
please explain. 


Health Services staff are evaluated annually using a standard, McKesson-developed, inter-rater 
reliability (IRR) examination to evaluate the consistency and accuracy of implementing criteria in 
the authorization process. A summary report is developed and presented to the Quality 
Improvement Committee (QIC) and Utilization Management Committee (UMC) outlining the 
results, trending patterns, opportunities for improvement and implemented actions. More 
frequent staff audits are performed between the annual IRR examinations to ensure staff are 
meeting performance expectations. 


Staff performance and adherence to departmental policies and procedures, and consistency in 
utilizing clinical criteria are assessed through random sampling audits and statistical report 
compilations. Each employee is expected to maintain at least baseline scores and continual 
improvement and growth as demonstrated in the scores will be encouraged. Components of 
performance that are assessed include: 


• Case file review to assess the proper application of criteria, the use of IDX (our claims payment 
system) and NavCare (our case management system) occur at least quarterly for experienced 
staff; For new staff members, the audits are more frequent until competence is demonstrated. 
The accuracy of these reviews is monitored by the applicable management staff. 


• Telephone etiquette is closely monitored for new staff. For experienced staff who have 
demonstrated a consistent performance meeting expectations, monitoring occurs periodically 
and/or as concerns arise. 


• Call volume, case volume, turnaround time, and productivity reports are compiled monthly to 
assess productivity levels. 


Timeliness standards for determinations and notification of determinations are established and 
performance is monitored to evaluate compliance with internal and external standards. 
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CoventryCares has a process to manage emergent/expedited cases both during and after normal 
business hours. 


All determinations for services are tracked for patterns and timeliness, studied for trends, and the 
resulting analysis is reported to the appropriate committees that include the QIC and QM/UM 
Committee for evaluation, action, and follow-up. 


Clinical Review Guidelines 
The current edition of InterQual® Guidelines is used as a reference to determine medical 
appropriateness and appropriate care settings. The guidelines are reviewed at least annually upon 
receipt of the latest version from McKesson. They are revised as necessary to ensure consistency 
with CoventryCares clinical practice guidelines, medical policy, new medical technology, and 
current standards of practice in the community. 


The Medical Director performs the review with input from affected service departments, the 
QM/UM Committee, and other Coventry Medical Directors as needed. The reviewed criteria, 
along with recommended revisions, are taken to the QIC and ultimately to the Board of Directors 
for final approval. Additionally, internally-developed clinical policies follow the same annual 
review process. 


New Technology Assessment 
Coventry’s Technology Assessment Committee (TAC) evaluates new medical technologies or new 
applications of established technologies including medical and behavioral procedures, drugs and 
devices for inclusion. This Committee is comprised of Coventry medical directors and physicians 
and specialists who review guidelines and approve proposed technology. At least one external 
physician serves on the TAC. Recommendations are received from the Corporate New Technology 
Coordinator and are distributed to the Medical Directors and Health Services staff. 


All technology assessments are accessible at all times for determining benefit coverage decisions 
and are available to providers and members upon request. The technology assessments are 
presented to the QIC and QM/UM Committee for approval at least annually. 


 


5.1.11.1. Medical Services 


 D. Describe your procedure for providing, monitoring and coordinating out-of-network services to 
enrolled recipients. 


CoventryCares uses key data resources and GeoAccess reports to routinely monitor access to care, 
appropriate member-to-provider ratios, and travel distance and times. Using these reports, we can 
identify areas that require additional contracting resources and ensure appropriate staff is 
assigned to obtain the necessary provider agreements, ensuring that members have access to the 
providers they need. 


CoventryCares will have a PCP-driven model of care and Medical Home in which timely access to 
physician services is critical to managing a member’s health care needs. We focus primarily focus 
on presenting a broad and comprehensive network that minimizes need and usage of out-of-
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network providers. There are times however, when in-network services cannot be provided or 
services with an out-of-network provider must be maintained through a transitional period for 
new members. In these cases, our health services staff work with the member and the provider to 
ensure access to the needed care. 


CoventryCares recognizes the importance of continuity of member care. Our goal is to have all 
members receiving appropriate care from in-network providers. The Care Management team 
coordinates continuation of health care services to nonparticipating providers until the out-of-
network provider is contracted or the member can be reasonably transferred to an in-network 
provider without disrupting care. CoventryCares negotiates and makes reasonable efforts to 
ensure that the nonparticipating provider meets our standards. We also attempt to contract with 
the provider for inclusion in our network. CoventryCares Provider Relations team trains all 
providers on our continuity of care policies and procedures and our providers also receive a 
Provider Manual as a reference for policies, including continuity of care. 


When members cannot access care within our provider network and must go to an out-of-
network provider, we reach out to the provider’s office, through telephone calls from our Provider 
Relations and Medical Management teams and personal visits by a Provider Relations 
representative. When necessary, We enter into Limited Provider Agreements specific to a 
member with out-of-network providers to ensure that the member has access to necessary 
providers and that the providers have obligated themselves to an agreed-upon reimbursement 
level. The Limited Provider Agreement provides a framework for CoventryCares’ expectations for: 


• Payment provisions 


• Quality of care, including sharing of member medical records 


• Medical management and utilization management processes 


• No-balance billing of the member 


CoventryCares covers emergency services when furnished by an out-of network provider, 
applying the “prudent layperson” definition of an emergency. CoventryCares also understands 
and assures members access to Family Planning Services in and out of network. 


 


Quality of Care 
Any potential quality issue identified with an out-of-network provider is reported to the Quality 
Improvement department. 


CoventryCares has an established process for tracking and reporting Quality of Care issues and 
adverse events for all services provided to our members. Events are identified through coding on 
claims data and referrals from our clinical team. The Quality Improvement (QI) Department 
investigates any identified issues including care provided by out-of-network providers. Quality of 
care concerns may also be identified through member complaint calls. 


When we receive an adverse event or member complaint regarding an out-of-network provider, 
we investigate and document it. The provider or facility may be contacted and medical records 
may be requested for more information about the event. If, after review by the QI team, the case 
can be resolved, it is closed. If the case is more serious, it is forwarded to a Medical Director for 
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additional review. The Medical Director may close the case after review or recommend it be 
presented to the QI/UM Committee for peer review. In each case, all information is documented 
and saved for reference in case the provider is considered for future referral. 


CoventryCares will routinely monitor out-of-network referral reports to identify providers or 
provider types that may need to be invited into the provider network. 


 


5.1.11.1. Medical Services 


 E. Describe the role and responsibilities of your Case Managers. 


The CoventryCares Case Management (CM) Program is a collaborative process that assesses, 
plans, implements, coordinates, monitors and evaluates options and services to meet members’ 
health care needs through communication and explanation of benefits. 


Our CM Program adheres to URAC/NCQA case management standards. Eligible members are 
considered enrolled in the program and receive outreach and interventions without a specific 
request for participation. Participation is voluntary and the member has the right to “opt-out” of 
the program; following an explanation of case management and reason for the contact, if the 
member declines to continue with case management, the member is given the Case Manager’s 
telephone number in case he or she reconsiders. 


Our Case Manager facilitates communication and coordination among all members of the health 
care team, including the member/caregiver, in the decision-making process in order to minimize 
fragmentation of health care delivery. Our Case Manager also educates the member/caregiver and 
the health care team about the case management program, available community resources and 
member benefits. 


The Case Manager links the member/caregiver, the providers, the community, and CoventryCares. 
Our Case Managers identify appropriate providers and facilities throughout the continuum of care 
while ensuring that available resources are being used in a timely and cost-effective manner. Case 
management enables direct communication among the Case Manager, member, and providers to 
optimize the outcomes for all parties and achieve optimum clinical outcomes for both the member 
and family. 


The CM program is not a treatment plan—medical treatments are determined solely by the 
member’s health care providers. Members are reminded that participation in the CM program 
should not substitute for the care they receive from their health care providers. The steps in the 
CoventryCares case management process are: 


• Case Identification 


• Case Review—Assessment 


• Member Enrollment 


• Case Plan Development 


• Discharge/Disenrollment 
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Case Identification 
The first step in the CM process is member identification through multiple referral sources 
including: 


• Care Management Tool (CMT) and Clinical Rules Engine 


o The CMT is an episode-based predictive modeling and case management analytic solution 
that allows for the identification and stratification of members to identify those who 
would most benefit from our clinical programs. 


• Health Risk Assessments (HRA) 


• Multiple Admission Reporting (MAR) 


• Emergency Department Reporting 


• Health plan staff including Utilization Management personnel, Concurrent Review, Medical 
Director, Member Services, Provider Relations, and Community Development 


• Providers 


• Self-referral by the member or caregiver 


• The Nevada Division of Health Care, Financing, and Policy (DHCFP) 


Once the member is identified, the Case Manager will complete a thorough case review including 
an initial assessment before enrollment into the program. 


Our case identification process will focus on all members whose health conditions warrant case 
management services. Conditions include but are not limited to: 


• Congestive Heart Failure (CHF) 


• Coronary Artery Disease (CAD) 


• Hypertension 


• Diabetes 


• Chronic Obstructive Pulmonary Disease (COPD) 


• Asthma 


• Severe Mental Illness 


• High-Risk or High-Cost Substance Abuse Disorders 


• Severe Cognitive and/or Developmental Limitations 


• Members in Supportive Housing 


• Members with complex conditions 


• High-Risk Pregnancy 
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Case Review—Assessment 
CoventryCares Case Managers perform a comprehensive, evidence-based assessment of the 
member’s health care needs to determine whether case management will improve outcomes and 
use resources more appropriately. 


While reviewing the file, our Case Manager determines if the services included in the member’s 
treatment plan are appropriate, high-quality, and cost-effective. The Case Manager also evaluates 
other factors such as the member’s age, co-morbidities, severity of illness and/or disability, 
duration of disability, and the member’s specific problems and strengths. 


Enrollment in our CM program is based on the Case Manager’s determination that intensive 
management will assist in: 


• Prevention of or reduction in repeat inpatient hospital admissions 


• Prevention of or reduction in repeat emergency department visits 


• Redirection of care or services to a more appropriate setting 


• Improvement of quality and outcome of multiple services provided after discharge from an 
inpatient facility 


• Prevention of, or reduction in, repeat preterm deliveries 


• Improvement of outcomes for scheduled surgeries (e.g., non-elective hysterectomy) 


• Appropriate management of transplants 


• Increased member engagement and compliance 


Member Enrollment 
Members are enrolled in the Case Management Program when the Case Manager identifies 
actionable needs that require interventions and the member agrees to participate in the program. 
The member/caregiver, family, and provider are contacted to introduce our Case Manager, explain 
the case management role, obtain consent, and discuss the member’s needs. 


Our Case Management Tool facilitates enrollment decisions by identifying projected resource 
consumption and probability of hospitalization at the individual member level. A thorough, 
objective assessment, including contact and consent from the member and/or the family, is key to 
a successful outcome. 


Upon enrollment into the CM program, we assign the member an acuity level is. Acuity levels are 
based on the intensity of interventions, how often the member needs to be reassessed, and the 
level of involvement the Case Manager has with the member/caregiver. Our CMT software assists 
the Case Manager with assigning acuity levels. 


• Acuity Level I—Stable 


This member has uncomplicated case management needs that require short-term monitoring 
and contact based on health status. Interventions generally include arranging for care and 
focus on educating the member to facilitate/validate compliance with the treatment plan. 
Goals are being met and the expectation is that this member should be approaching discharge 
from CM soon. 
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We begin the initial assessment within two to three business days of notification and reassess 
every 60 days. 


• Acuity Level II—Intermediate 


This member is usually chronically ill or has co-morbid conditions with a potential for sudden 
change in the intensity or level of care. This may be due to the natural progression of the 
medical condition, new co-morbidities, risk factors, prior history or risk due to unstable or 
unsafe social situations. This member generally requires coordination of services, possible 
referral to community-based resources, behavior modification, and education. 


We begin the initial assessment within two to three business days of notification (sooner if 
conditions warrant) and reassess every 30 days. 


• Acuity Level III—Intensive 


This member has complex needs that require close monitoring and contact based on current 
symptoms/complications. This member generally has a significant medical condition and may 
have multiple co-morbidities. The member requires complex planning and coordination of 
multiple services and/or assessment for increased intensity of services. 


We begin the initial assessment within two to three business days of notification and reassess 
every 14 days or more frequently if needed. 


Case Plan Development 
A member-specific and timely case plan is the basis for successful management of members with 
complex needs. The case plan is not a course of treatment—medical treatments are determined 
solely by the member’s physician/providers. 


Thee case plan is a methodology used to ensure that once a course of treatment has been agreed 
upon by the member/caregiver and physician/providers, the case plan identifies certain goals, 
objectives, processes and procedures to ensure the most effective outcomes. Involving all 
participants in the member’s care is critical to an effective case plan. 


The case plan includes interventions that are based on the member or caregiver’s level of 
“activation” that is assessed using the Patient Activation Measure® (PAM). The PAM score 
measures the member’s knowledge, skills and confidence for managing their health and health 
care. Understanding a member’s activation level helps better tailor the case plan to the individual. 
The lower the PAM score, the more likely a member is to be readmitted to the hospital or have 
poor care coordination between health care providers. Members with low PAM scores need more 
coaching and education to help build confidence and competency. Their interventions focus on a 
few important tasks such as basic medication management or learning simple things about their 
condition. Interventions for members with higher PAM scores focus on stretch goals such as 
losing more weight or developing medication management plans for when routines change. 


Through case management, the member/caregiver is involved in the development, understanding, 
refinement, modification, and day-to-day living with the case plan. The case plan integrates the 
member/caregiver’s preferences and abilities to optimize self-care, disease/symptom management, 
and outcomes. 
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Case Plan Key Functions 
A well-developed case plan includes: 


• A guide to ensure the member/caregiver and all providers of care understand and share the 
same goals 


• Documentation of case management interventions 


• Identification of potential barriers to positive outcomes and solutions to mitigate obstacles 


• Target dates for reassessment 


• Identification of possible gaps in care 


• Measurements to determine if goals were met, not met, or partially met 


Case Plan Elements 
Member-centric case plans are tailored to the specific needs of the member/caregiver. Every case 
plan includes certain critical elements: 


• Assessment of the member/caregiver and family desires, opinions, benefits, cultural beliefs and 
health beliefs 


• Member’s specific clinical condition including the severity, co-morbidities, special needs, and 
the stage of illness 


• Evidence-based clinical guidelines 


• Specific, individual goals 


• Interventions to facilitate positive outcomes of the goals 


• Follow-up date functions with specific and appropriate timeframes 


• Disease management programs to enhance member education 


• Community resources for education and support 


• Evaluation of goals to measure success 


Case Plan Implementation 
Implementation of the case plan may include  


• Authorization of services based on established clinical guidelines and criteria 


• Accessing community resources 


• Meetings with providers and/or the member/caregiver 


• Social worker and referral to existing MCO disease management programs 


The CoventryCares Case Manager coordinates between the member/caregiver and the providers 
to implement the case plan. Our Case Manager monitors quality and sets timelines for expected 
outcomes, goals, and follow-up. The Case Manager actively promotes the communication process 
among all parties involved. 
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The health delivery process is streamlined to focus on the best treatment or approach for the 
member, minimizing and even eliminating unnecessary steps and promoting timely provision of 
care and appropriate utilization of resources. 


Case Plan Monitoring and Modification 
A CoventryCares Case Manager reviews and modifies the case plan based on  


• How well goals are being met 


• Appropriateness of continued services 


• Member/caregiver and family needs 


• Quality of care 


Our Case Manager reviews the case plan in conjunction with the provider, member/caregiver and 
the multi-disciplinary team, which may include pharmacy, social workers, and behavioral health 
clinical care advocates. After the review, our Case Manager initiates and implements plan 
modifications as necessary. Continuous monitoring and re-assessment occur to accommodate any 
changes in the treatment or progress. 


Each encounter with the member/caregiver and provider is documented in Navigator Care, our 
case management software system. Ongoing documentation provides specific milestones of the 
member’s progress. 


Discharge/Disenrollment 
CM services are discontinued whenever the member/caregiver: 


• Meets all of the case plan goals 


• Requests that CM services be discontinued 


• Refuses to participate in CM or is non-responsive to multiple outreach attempts 


• Will receive no further benefit from the case management services 


• Is not progressing in the current program and Case Manager has set-up community resources 
for follow-up 


• Is non-compliant with the case plan 


• Becomes ineligible for coverage 


When case management is no longer warranted, or when the member requests to discontinue 
participation in the program, the case is closed and all parties involved are notified. However, 
after the member is disenrolled, any significant change in the member’s condition will re-trigger 
the member for review by CM. 


Documentation and Reporting 
Ongoing assessment of the member’s progress in meeting the specific goals allows the 
CoventryCares Case Manager to modify the case plan and document any barriers. Timely and 







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 429 


complete documentation in each member’s record is required. Our CM program requires regular 
reporting and includes: 


• Volume of incoming and outgoing calls made by each Case Manager 


• Summary report detailing the number of members 


o Assessed 


o Enrolled 


o Not enrolled 


o Discharged/disenrolled 


• Cost-savings report 


• Summary report with the outcome of goals 


• Utilization management report with costs before and after CM 


Behavioral Health Care Coordination 
MHNet, a Coventry-owned subsidiary, is CoventryCares’ behavioral health provider. MHNet 
employs an Intensive Case Management Model for members who have concurrent medical and 
behavioral problems.  


Together, the MHNet Intensive Clinical Care Advocate, the member, and the provider participate 
in a treatment team that ensures the appropriate type and location of care for the member. For 
those members being followed through intensive case management protocols, psychiatrists and 
selected allied behavioral health providers are chosen in conjunction with specialty programs (e.g., 
chemical dependency and geriatric-psych-programs, partial hospitalization programs, or intensive 
structured outpatient therapy programs). 


To further the member’s coordination of care, MHNet includes integrated care management in 
which Behavioral Health Care Advocates work alongside their MCO counterparts. This successful 
model of true integrated care management will be implemented in Nevada. 


Behavioral Health Integration and Condition Management: 


• Behavioral Health Care Advocates are co-located with Medical Case Managers to maximize 
coordination of care 


• Member is encouraged to sign a consent form for exchange of information between physical 
and behavioral health providers; the Care Team facilitates an exchange of current information 
between all treating providers 


• MHNet assists in managing the behavioral health component of the member’s health care 
through development of case plans that include behavioral health goals focusing on recovery 
and resiliency 
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Coordination of Care Program 
MHNet also has developed a Coordination of Care program to ensure that members with co-
morbid conditions receive an integrated treatment approach to their resulting in improved clinical 
outcomes for both behavioral and medical health conditions. 


In an effort to provide comprehensive wellness services to our members, MHNet and 
CoventryCares partner to most-effectively address a member’s health care needs. The benefits of 
this partnership are to: 


• Reduce readmission rates 


• Increase the quality of care and eliminate any duplication of services 


• Focus on the person, not just the diagnosis, in order to best serve members 


Care coordination ensures a member’s needs and preferences for care are understood and that 
those needs and preferences are shared among providers, individuals, and families as a member 
moves from one health care setting to another. Care among different providers must be well-
coordinated to avoid waste, over-utilization, under-utilization, or misuse of prescribed 
medications and conflicting plans of care. 


By identifying potential co-morbid conditions early in treatment, MHNet and CoventryCares 
implement wraparound services and referrals that: 


• Reduce emergency department visits and inpatient admissions 


• Promote proactive treatment 


• Provide care in the least restrictive setting 


• Address the total needs of an individual 


5.1.11.1. Medical Services 


 F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


CoventryCares has a long and successful history of providing specialized services to high-risk 
pregnant members. Pregnant members complete a comprehensive prenatal risk assessment. 
Members who are identified through this process as having social needs such as hunger, 
homelessness or domestic violence are referred to DHCFP’s District Office care coordination staff 
using the Social Needs Referral form. 


CoventryCares social workers and Case Managers complete and submit the form and ensure 
documentation is included in the member’s case management record. Our social workers and Case 
Managers work with the district office staff to ensure the member’s immediate needs are met and 
prevent duplication of services. 


Providers, members, and community-based organizations providing support services also can 
notify us of developing or emerging needs. CoventryCares understands that barriers can develop 
after initial assessments—by the very nature of being eligible for Medicaid, a pregnant member is 
often at risk of developing physical and social factors that place her pregnancy at risk.  
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Recognized by URAC, our best-in- class high risk OB program, The Bear That CaresSM (formerly 
known as “Beary Important Bundle”) provides patient-centered case management that results in; 


• Early entry into prenatal care 


• increased access to care 


• Nutritional supplements for moms 


• Increased gestational age and birth weights of our babies 


The face-to-face nature of our High Risk OB program The Bear That CaresSM enables the social 
worker or Case Manager to readily identify potentially life-threatening conditions that otherwise 
might be difficult to pick up through telephone interaction. 


The Bear That CaresSM Program 
Care coordination services are integral to the CoventryCares The Bear That CaresSM program for 
High Risk OB (HROB) condition management. The program increases the number of full-term 
births for its female members. It is member-focused and community-based, supporting 
individualized telephonic and face-to-face interaction with the member. The program improves 
birth outcomes through member education, care coordination, addressing substance use 
disorders, collaborating with providers and community resources, and promoting prevention. The 
Bear That CaresSM helps avoid Neonatal Intensive Care Unit (NICU) costs related to preterm 
birth prevention and interventional fetal-maternal complications while improving the quality of 
care as measured by clinical, functional, cost, and satisfaction measures, including pregnancy-
related HEDIS® measures. 


Pillars of the Program: 
• Avoid NICU costs related to preterm birth and maternal admissions from complications 


• Promote early access to prenatal care 


• Identify high-risk pregnancy members early, and offer case management assistance to the 
member and the provider 


• Educate members with general educational modules in addition to any specific identified 
educational needs 


• Identify and facilitate care coordination and community resources for all pregnant members, 
including those identified with mental health and addiction barriers 


• Develop strong one-on-one relationships with members and with high-volume providers 


• Improve HEDIS® rates (prenatal and postpartum) 


• Improve member satisfaction 


• Improve provider collaboration 


An integral component of the program is the creation of HROB case management pods that 
employ a variety of talents to provide a supportive relationship with the member. Each case 
management pod consists of: 
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• A Case Manager to focus on the clinical assessment, case plan development and educational 
needs. They may participate in home visits to mothers and providers 


• A Social Worker to provide social support and arrange community resources for members in 
need of those services; They may visit member homes, provider offices, FQHCs and 
Community Mental Health Centers, and may also evaluate member needs surrounding 
behavioral or substance use complications 


• An MHNet Case Manager, when applicable, to focus on behavioral health or substance abuse 
needs 


• A Non-clinical staff member or peer to provide home visits, support community events, assist 
with appointment scheduling and transportation arrangements 


The program’s goal  is to identify as early as possible the individuals at risk for preterm birth and 
provide interventions to improve the gestational age at birth. The program stratifies members to 
identify those at highest risk and provides interventions based on “best practices” and use of 17P 
(a weekly injection used for prevention of repeat preterm labor in women with a history of 
preterm labor) and processes supported by national organizations form the foundation of the 
program.  


Our mechanisms for early identification of pregnancies: 


• Pregnancy assessments 


• Daily emergency department logs 


• Daily referrals from concurrent review and 
prior authorization nurses 


• Health Risk Assessments 


• Lab tests positive for pregnancy 


• Direct member contact 


Recognizing that each member is an individual, a 
case plan is developed with specific interventions 
supporting the member and family to achieve a 
positive birth outcome. The following 
interventions provide the framework for the 
program. 


• Early identification of possible 17 alpha-
hydroxyprogesterone (or alternative) 
candidacy to promote evaluation/initiation of 
treatment and then support the member 
throughout treatment. 


• Member educational modules: 


o Prenatal Tests 


o What is a High Risk Pregnancy 


Chelsea was a pregnant member in 
CoventryCares of West Virginia. She had 
a history of previous preterm deliveries 
and was identified for enrollment into The 
Bear That CaresSM. Upon assessment, the 
Case Manager discovered Chelsea was not 
receiving prenatal care and had plans to 
deliver her baby at home by herself. The 
Case Manager provided counseling and 
educational information surrounding the 
importance of prenatal care and the 
dangers of an unassisted home delivery. 
Chelsea still was not convinced. The Case 
Manager made a referral to Right From 
the Start, a state sponsored program in 
West Virginia. After several weeks and a 
valiant collaborative effort between 
CoventryCares’ team and the Right From 
the Start staff, Chelsea finally agreed to go 
to one prenatal visit. One turned into 
several more throughout her third 
trimester. Chelsea delivered a healthy full-
term baby in the hospital. 
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o Lifestyle Suggestions While Pregnant 


o Communicating With Providers 


o Substance Abuse 


o Smoking and Pregnancy 


• Coordination of care and services 


• Interaction with behavioral health providers, community mental health centers, behavioral 
health vendors, and appropriate community resources for substance abuse and behavioral 
health issues. 


• As feasible and appropriate, the Case Manager and/or Social Worker will make a member 
home visit 


• High risk members are followed in the program through their postpartum visit. 


 


5.1.11.1. Medical Services 


 G. Describe the policies and procedures you have in place to assess enrollees identified as 
Children with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be 
developed. 


CoventryCares will identify children with special health needs (CSHCN) through methods such 
as: 


• Our IDX Claims system 


• HRAs 


• PCP Referrals 


Other mechanisms may include: 


• Member self referral 


• Caregiver or MCO staff referral 


• Information from community outreach workers 


• Transition of care information shared from other MCOs or from FFS 


For every child identified with special needs, a comprehensive assessment will be performed by a 
CoventryCares Case Manager. A case management plan will be developed in conjunction with the 
member’s treatment plan as prescribed by the PCP and in consultation with any specialists caring 
for the child. 


IDX Claims System 
Membership files are stored in Coventry’s IDX claims system. The information stored is then used 
when deciding member eligibility and for claim adjudication. Membership demographics and any 
special indicators supplied by the State are retained, reported, and used to identify members in 
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need of care coordination/case management activities. In order to provide targeted or modified 
communications and care when appropriate, we store these indicators: 


• Date of birth 


• Gender 


• Race 


• Language 


• Program/Aid Category 


• Guarantor information 


• Foster Care information 


• Pregnancy indicator and expected due date 


Health Risk Assessments (HRAs) 
CoventryCares will screen all new members using an age-appropriate Health Risk Assessment 
(HRA) questionnaire. Our comprehensive screening program will identify children with special 
needs as well as those who may be in need of preventative services. HRAs are conducted 
telephonically or in-person, unless a member requests a copy be sent to them via mail. A 
telephonic approach allows the screener to conduct assessments on all eligible members within 
the household during one telephone call. If unable to reach the member after multiple attempts, a 
voice message is left (after validation of member location/telephone number) instructing the 
member to call. If no response is received from voice message, or if we are not able to leave a voice 
message, then a letter is sent to the member asking them to contact us. 


For children who screen positive during the HRA process, a system-generated referral is made to 
case management. Our pediatric Case Manager conducts a more in-depth assessment to determine 
the child’s specific needs and develop the comprehensive case plan. 


PCP Referrals 
PCP referrals are another source used to identify children with special health care needs, it is an 
extremely important and proactive role as providers often have knowledge of conditions/needs 
and barriers to accessing care. The PCP possesses the best and most current knowledge of the 
member’s health needs and health status. PCPs play a critical role in referring children with  
special health needs to the MCO for enrollment into our disease management, case management 
and condition management programs. 


Comprehensive Assessment After Special Needs Identification 
CoventryCares’ Case Manager will perform a comprehensive assessment of any member identified 
with a special need to determine the goals and interventions necessary to achieve an optimal level 
of health. The assessments are based on nationally recognized standards and take into account the 
specific medical, psychosocial and behavioral health needs of the pediatric member. An 
assessment of the member’s cultural and linguistic status is completed to ensure all aspects of the 
member’s care needs are addressed in a way that the member can understand and accept. During 
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the assessment process, our Case Manager will also identify any missing preventative services 
such as well-child visits, immunizations, dental and vision screenings and other EPSDT 
components. 


Any barriers to care that are identified in the assessment process are addressed in the case 
management plan to facilitate maximum effectiveness. Family and caregiver needs are also 
assessed. The Case Manager works closely with the family and/or caregiver providing education 
regarding the member’s condition and treatment plan, helping them to identify signs of stress and 
depression in themselves and assisting them with coping skills and support services. 


Treatment Plan Development 
The treatment plan for the child with special health care needs will be developed by the member’s 
primary care physician in concert with any specialists caring for the member and will have input 
from the member or caregiver. The PCP will be required to communicate that treatment plan to 
the CoventryCares’ Case Manager to allow development of the case management plan. 
CoventryCares’ case management plan will be based on that treatment plan prescribed by the 
PCP.  Members will have access to any in-network specialist that is identified in the PCP’s 
treatment plan without need for referral/authorization.  Medically necessary out-of-network 
specialty care will be authorized in visit increments to allow easy access. CoventryCares will also 
allow a specialist to act as the member’s 
PCP when there is an identified need. 


CoventryCares’ case management plan 
will be developed in collaboration with 
the member, his/her PCP, specialty care 
providers, behavioral health providers, 
ancillary care providers, school 
administrators, family, and/or caregiver. 
Long and short-term, prioritized goals are 
developed specific to the member’s and/or 
caregiver’s needs and preferences. 
Ongoing evaluation of the case 
management plan is accomplished through 
frequent communication with the 
member, caregivers, family and all 
members of the care team. Interim 
reassessments or new assessments may be 
done to evaluate progress or evaluate new 
conditions or situations that may arise. 
The case management plan is modified as 
needed. Goals are updated and 
appropriate interventions are planned. All 
interactions are documented in Navigator 
Care (our case management software 
system), including assessments, case 
plans, interventions and outcomes. 


CoventryCares of Kentucky identified a young non-
verbal, autistic foster child with a seizure disorder 
for case management. Completing a comprehensive 
assessment, the Case Manager focused initially on 
the two-year old boy’s safety needs because he was 
having seizure activity while asleep and wandering 
that sometimes resulted in injuries. The member’s 
physician recommended obtaining a cuddle swing, a 
Noah world bed, and a wander vest to protect him. 
The Case Manager coordinated the effort to acquire 
the needed equipment between the PCP, two in-
network DME providers, and the bed manufacturer. 
Working with the child’s foster care worker, the 
Case Manager provided regular updates to the 
member’s foster mom on the status of the 
authorizations. Through coordination of all 
involved parties, the equipment was quickly 
approved and delivered. 
The boy experienced no subsequent falls or injuries 
The Case Manager and a CoventryCares pharmacist 
also assisted in obtaining timely authorizations for 
necessary medications for the member’s child. A 
follow-up call was made to verify the foster mother 
received the medicine ensuring there were no 
missed doses of the boy’s medication. 
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The case management plan facilitates a multi-disciplinary approach to the provision of 
appropriate, cost-effective health care services. The Case Manager coordinates services between 
the member’s medical home, specialty care providers, social workers, school administrators, 
ancillary providers, community-based providers including FQHCs and RHCs, hospital discharge 
planners, community resources, behavioral health providers and our disease management 
programs. The case plan will include coordination of services provided in the schools and those 
that are not covered by the school or CoventryCares.  The goal is a holistic approach to meeting 
the health care expectations of children with special health care needs. 


5.1.11.1. Medical Services 


 H. Describe the network you have in place to provide mental health and rehabilitative services 
to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


MHNet currently contracts with numerous community-based programs, non-residential facility 
programs with a wide array of clinical services, and hospitals and residential facilities to address 
the needs of Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) 
adults. While these relationships already are established and working well, MHNet is expanding 
its network to enhance the number or providers, the range of services offered, and the capabilities 
of our providers to meet the challenges presented by consumers covered under the Nevada 
Medicaid plan. 


For over seven years, MHNet has provided behavioral health management as well as the 
professional and institutional provider network for Altius Health Plans’ over 160,000 commercial 
members. During this time, we have built strong relationships with the providers in the 
communities of Las Vegas and Reno as well as in other areas of the state. 


Historically, provider networks developed for commercial members have differed significantly 
from those established for Medicaid members. However, with Mental Health Parity and certain 
provisions of the Affordable Care Act, these network differences are becoming less distinct. 


During our tenure in Nevada, we have experienced the critical needs in the behavioral health care 
system. As noted by the National Alliance on Mental Illness in reviews conducted in both 2006 
and 2009: 


Although the state legislature increased mental health funding in previous years, over $20 million in cuts in 2008 
and an $11 million cut in 2009 have resulted in closures of clinics, reduced services, and staff cuts in state hospitals 
and outpatient care. Deeper cuts are anticipated. The governor’s biennial budget for 2010-2011 has proposed 
additional cuts of 10 percent or more ... 


In a state with high rates of severe depression and other serious mental illnesses—as well as suicides—a strong 
commitment is needed to restore and expand the mental health safety net. Without one, Nevada will find its 
emergency departments and criminal justice system overwhelmed—and costs being shifted to other sectors of state 
and local government. 


The state of needs within the Nevada behavioral health system require that the behavioral health 
manager of the Medicaid program take a number of crucial steps to ensure that services are 
successfully delivered for the state’s most vulnerable individuals: 


• Work closely and in partnership with the MCO 
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• Creatively collaborate with current providers to develop cost-effective programs that can 
accommodate the challenges of the current system 


• Collaborate with the State and provider community to develop needed services, programs, and 
solutions 


• Expand the availability and use of member-based services as well as the use of peer supports 


• Improve the cultural competency of care providers so they can better serve minority 
communities 


• Work with community organizations and the state and federal government to expand 
supportive housing for the mentally ill 


MHNet has already begun working with our providers on addressing unmet needs and will 
continue to do so under the Medicaid contract. 


Severely Emotionally Disturbed (SED) Children 
As noted in the NAMI report: 


“Nevada has also established Assertive Community Treatment (ACT) teams, medication 
clinics, and recovery focused clubhouses and certified peer specialists. These and other 
positive developments, such as mental health courts, where preliminary outcomes data 
show remarkable success in reducing jail days, need to be sustained.” 


As we have successfully done in other states, MHNet will work closely with Nevada safety net 
providers to support the initiatives underway in Clark and Washoe counties, and look for 
opportunities to improve and expand the system. In Nevada, as in other states, we will utilize 
programs available through Community Mental Health Centers (CMHCs) including school-based 
and in-home services to treat SED members in the community. MHNet also will: 


• Contract for services such as targeted case management, Assertive Community Treatment 
(ACT), and wraparound services for members to supplement traditional outpatient services to 
ensure members and families have access to a full continuum of services on an outpatient basis. 


• Work with key providers to implement utilization management and encounter data collection 
that do not detract from the provider’s primary job which is to deliver care to the member 


• Coordinate services for these vulnerable children with the MCO to treat the whole person, 
training behavioral health providers to have co-occurring medical disorders addressed by 
physicians and encouraging the coordination of care between PCPs and behavioral health 
practitioners. 


Seriously Mentally Ill (SMI) Adults 
As with the most vulnerable children, MHNet will contract with current providers in the care 
system to ensure the availability of the continuum of care needed by these recipients and will 
work with providers, consumers, the state, and concerned organizations to develop services that 
are needed. 


MHNet will include the CMHCs illness management and recovery programs as well as 
therapeutic rehabilitation programs to care for SMI members in the community. We will include 
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contracts for services such as targeted case management, ACT, and peer support services for 
members to augment routine outpatient services to deliver a full continuum of services. 


One of Nevada’s greatest challenges is to adequately fund mental health services, including 
supportive housing. While not nominally a part of this contract, MHNet understands that many 
recipients, especially those with long-standing mental illness, are better able to take advantage of 
treatment resources when their basic needs are met. We also will explore with current safety net 
providers contractual arrangements that free them from many of the burdens of utilization 
management and encounter reporting. 


As part of provider training, MHNet will include information and segments on cultural 
competency. We also will recruit and include available providers with cultural competencies and 
specialties so that minority clients have access to providers who might be better able to work with 
them. With nearly 40 percent of Nevada’s population ethnically or racially diverse, providing 
services consistent with Culturally and Linguistically Appropriate Services (CLAS) standards will 
improve the care of seriously ill Nevadans. 


Finally, as with children, MHNet will work with providers and the MCO to encourage and 
facilitate effective coordination of care and treatment of co-occurring disorders. 


 


5.1.11.1. Medical Services 


 I. Provide your policies and procedures for emergency and post stabilization services. 


CoventryCares’ definition of “emergency services”, “emergency medical condition”, and 
“emergency out of area” are based on the CMS “prudent layperson” definition. 


Emergency services means covered inpatient and outpatient services that are: 


• Furnished by a provider qualified to furnish emergency services 


• Needed to evaluate or stabilize an emergency medical condition 


Emergency medical condition means a condition manifesting itself by acute symptoms of 
sufficient severity (including pain). This condition may be as a result of an injury, sickness, or 
mental illness which occurs suddenly, and is such that a prudent layperson, with an average 
knowledge of health and medicine, could reasonably expect the absence of immediate medical 
attention to result in: 


• Serious jeopardy to the health of the individual (or unborn child) 


• Serious impairment to bodily functions 


• Serious dysfunction of any bodily organ or part 


Emergency out of area means covered services provided when an enrollee is temporarily absent 
from the plan’s service area, that are immediately required as a result of: 


• An unforeseen illness, injury, or condition 


• It is not reasonable given the circumstances to obtain services through the MCO 


Post-stabilization care means covered services that are: 
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• Related to an emergency medical condition 


• Provided after an enrollee is stabilized 


• Provided to maintain the stabilized condition, or under certain circumstances to improve or 


resolve the enrollee’s condition 


 Members with emergency health care needs may access care at either participating or non-
participating emergency department facilities. 


A medical emergency continues as long as the member is unable to be transferred to an 
appropriate hospital/facility because the transfer would be medically unreasonable. 


CoventryCares does not require a member to return to the service area for emergency services. 


Life threatening emergencies do not require prior authorization. These emergencies will be 
reviewed on a retrospective basis. 


Refer to Attachment 5 for our Emergency Services Policy and Procedure in Tab IX-Other 
Information Material of our submission. 


 


5.1.11.2 Enrollment 


Provide your policy and procedure for transitioning a recipient from or to FFS or another Vendor’s plan. 


CoventryCares is committed to ensuring the continuity of care whenever a member transitions 
from or to FFS or another MCO. 


After identifying a member transitioning 
between entities, it is important to 
understand the member’s needs and 
ensure there are no gaps in care to ensure 
a smooth transition. Means of 
identification could include: 


• Notification from the State 


• Notification from the other MCO 


• Direct member notification 


• Health risk assessment 


• Notification from provider 


• Notification from internal sources 
such as member services, utilization 


Jane was a new member in Pennsylvania who was in 
active treatment for several medical and behavioral 
health needs. Prior to her transition, CoventryCares 
of Pennsylvania proactively contacted her former 
MCO and completed the necessary transition of 
care form. This prepared  the case management 
group to fully understand  Jane’s unique needs and 
challenges. As soon as she became active with the 
MCO, a Case Manager facilitated scheduling of 
Jane’s doctor appointments, refilling of active 
prescriptions, and educating Jane about her special 
medical issues. While Jane’s case was challenging, 
the Case Manager empowered her to become more 
responsible for her own health care needs. To date, 
there has been significant improvement with the 
treatment plan prescribed by Jane’s physician—she 
now keeps her doctor appointments and stays 
compliant with refilling her prescriptions. 
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management staff, and community outreach staff 


All members transitioning to CoventryCares will be contacted to determine their prior MCO. If 
transitional needs are identified, every effort will be made to contact the prior MCO to 
understand the member’s needs. During the outreach call, the member will be educated on 
CoventryCares benefits and services and will be assessed for the potential need for case or disease 
management services. 


If a member is accessing care from an out-of network provider, we will contact the provider to 
discuss the importance of continuity of care and attempt to bring the provider into the network 
or enter into a limited provider agreement. If full network participation is not achieved, the 
member will be transitioned to an in-network provider when appropriate. 


Pregnant members will continue to receive services from their behavioral health and/or substance 
abuse treatment provider until the birth of the child, the cessation of pregnancy or loss of 
eligibility. In addition, women in their third trimester of pregnancy will be allowed to continue to 
receive services, through the postpartum period (defined as 60 days from date of birth) from their 
prenatal care provider, even if the provider is out-of-network. 


Not only is it important for CoventryCares to recognize members that are transitioning to our 
program, it is important to assist a member in transferring to another MCO or FFS. 
CoventryCares is committed to working with other MCOs to ensure continuity of care and a 
seamless transition.  


Refer to Attachment 6 for our Transition of Care Policy and Procedure in Tab IX-Other 
Information Material of our submission. 


5.1.11.3. Recipient Services 


 A. Provide a sample copy of your current or proposed enrollee handbook and identification card 
you may issue to enrolled recipients. 


Refer to Attachment 1 for our sample member handbook in Tab IX-Other Information Material of 
our submission. 


Refer to Attachment 7 for our sample identification card in Tab IX-Other Information Material of 
our submission. 


5.1.11.3. Recipient Services 


 B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or 
PCS, including your process for changing a PCP or PCS. 


Process for Assigning Members to a PCP or PCS 
Coventry has a dedicated Medicaid Enrollment Department to support the Medicaid line of 
business with offices in Harrisburg, Pennsylvania and Newark, Delaware. This experienced team 
services approximately one million Coventry Medicaid members. 


Coventry has built a strong network of physicians, hospitals and other health care providers to 
provide a broad range of services to meet the medical needs of our members. In support of our 
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member’s rights and responsibilities, we engage members to choose a Primary Care Physician 
(PCP) or Primary Care Site (PCS) as their Medical Home. 


CoventryCares provides materials and services including a Provider Directory, Member 
Handbook, website and a member service toll-free number for asking questions or requesting 
assistance or information in various languages. 


Coventry understands that eligibility is determined by the State. The Coventry Enrollment 
Department will receive and process eligibility files to maintain accurate and current monthly 
eligibility for our members. Figure 30 illustrates the PCP assignment process. 


Figure 30: Primary Care Provider Assignment Process 
 


 


Sophisticated enrollment logic begins with every effort made to preserve the member’s existing 
PCP or PCS relationship. During the file upload process, the logic will validate to determine if the 
834 member record contains the member’s choice of PCP or PCS and will assign that PCP or PCS 
to the member if the choice is valid. 


If the member’s choice of a PCP or PCS is not valid, the member’s history is reviewed to confirm 
whether the member had a Coventry Medicaid contract in our Management Information System 
(IDX), within the prior six months. When a previous contract is identified, the member will be 
reassigned to the previous PCP or PCS, if he/she is still part of Coventry’s provider network. In 
cases where the member is new to Coventry and did not choose a participating PCP or PCS, or we 
are unable to successfully match a participating PCP or PCS, the member will be placed into an 
unassigned PCP or PCS status. Members can change their PCP/PCS by calling our Customer 
Service Department. These changes are made real-time and will generate a new ID card to be sent 
to the member. 
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A member in a Medicaid or Nevada Check-up program who does not choose a PCP or PCS within 
5 business days of effective date will be auto-assigned to a PCP or PCS based on age, gender, zip 
code (within a 25 mile radius), family case unit, and language compatibility. 


In addition, Coventry recognizes that a member identified with Special Needs or Chronic 
Conditions may best be served by a specialty physician who adopts the duties and responsibilities 
of a PCP or PCS for that member. Health Services will guide this process and provide assurance 
that the assignment is in the member’s best interest. Pregnant members may see their OB/GYN 
during their pregnancy and postpartum care. If a member is disabled or needs specialty care, he or 
she can choose a PCP or PCS within 30 days. If the member does not call within that timeframe, 
the member will be assigned to a PCP or PCS based on claims that have been received or auto-
assigned to a PCP or PCS based on age, gender, zip code (within 25 miles), family case unit, and 
language compatibility. Also, measures are taken to ensure that siblings under the age of 18 are 
kept with the same PCP or PCS. 


Process for Changing a PCP or PCS 
Coventry understands that members can change their PCP or PCS at any time without having to 
provide a reason. Should a PCP or PCS terminate their contract with Coventry, we will notify 
members of the termination and proactively reassign a new PCP or PCS assignment within 15 days 
of the provider’s termination date. 


 


5.1.11.4. Network 


 A. What steps will you take to develop and maintain a network that ensures the ability to provide 
the managed care benefits required in this RFP to enrolled recipients in the required service 
areas of urban Clark and Washoe counties? 


We will expand upon our currently-contracted commercial contracts to build the CoventryCares 
network, including services provided by: 


• Physicians 


• Physician extenders 


• Ancillaries 


• Community-based providers (FQHCs and RHCs) 


• Facility services 


By using amendments to build the Medicaid network from our current commercial contracts, 
CoventryCares can create a comprehensive network of providers to serve the defined populations 
with minimal time and effort. Recognizing the importance of having a diverse network, we work 
closely with our subcontractors and potential new providers to ensure the network meets the 
adequacy standards of DHCFP. 


Subcontractors come to participate in our network by: 


• Member nominations 
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• Provider nominations 


• Identification/referrals from CoventryCares’ Case Managers 


Providers are mapped using GeoAccess standards defined by DHCFP and Coventry internal 
standards against member addresses. Identified gaps result in focused recruitment efforts. The 
effort to build a comprehensive network in Clark and Washoe counties has already begun. 


The CoventryCares network will meet DHCFP adequacy standards by the time of readiness 
review. Our Member Services staff works closely with our network contractors to ensure 
expansion of the provider population and eliminate potential gaps in care for the membership. 


Projected growth and potential new populations will be handled through: 


• Review of demographic member data, by county and zip code, as provided 


• Evaluation and assessment of each county’s total number of licensed providers, hospitals, and 
additional providers as defined by the State 


• GeoAccess reports to assess network geographic locations of providers for members, including 
an assessment of distance/travel times 


• Provider feedback, obtained from provider meetings 


The CoventryCares Provider Manual is a key tool for communication with our providers. It details 
policies and procedures, including: 


• Provider rights and responsibilities 


• Member rights and responsibilities 


• Utilization management processes and procedures 


• Provider availability requirements 


• Credentialing and re-credentialing processes 


• Provider and member complaints, grievances, and appeal processes 


• Member benefit information and coverage 


• Program information such as EPSDT, Maternity, Family Planning, and Vaccines for Children 


• Care management programs and coordination of care 


• State and Federal mandates 


• Billing and payment procedures 


• Network management requirements 


The CoventryCares Provider Manual is distributed to any newly-contracted provider. It is 
updated annually and distributed at least 30 calendar days in advance of the effective date. 
Updates for policy or procedure changes for participating providers will be submitted to DHCFP 
for advance approval and are distributed throughout the year through website updates, by fax 
blast, or in person by the Provider Relations staff. 


 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


444  Medicaid Managed Care Organization Services RFP 1988 


5.1.11.4. Network 


 B. Provide a sample of all base network provider contracts. 


Refer to Attachment 8 for our sample CoventryCares Provider Contract Templates in Tab IX-
Other Information Material of our submission. 


They include: 


• Physician/Provider Templates 


• Ancillary Templates 


• Medical Group Templates 


• Letter of Agreement Template 


• Letter of Intent Template 


• Medical Home Template 


 


5.1.11.4. Network 


 C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


To involve essential community providers, such as the Federally Qualified Health Centers, in our 
network, the current commercial FQHC/RHC clinic contracts (HAWC Community Health 
Centers and Nevada Health Centers) will be amended for Medicaid participation as Primary Care 
Providers (PCPs). 


The CoventryCares Provider Manual explains protocols for coordinating care and transferring 
information between PCPs and specialty care providers, including communications of best 
practices and recommended response times. 


During the orientation process, our provider relations representatives educate providers and their 
office staff on these protocols. These procedures are reviewed upon request or when we determine 
that procedures are not being followed by the practice. 


Figure 31 shows a letter of support from Nevada Health Centers, Inc., a partner in Nevada, 
indicating its positive experience with Coventry and how it is looking forward to enhancing a 
relationship with us for the Medicaid population. 


Figure 31: Letter of Support from Nevada Health Centers 
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We have also included local public health agencies in our network, recognizing the integral role 
they play in improving the health of Medicaid participants. They provide invaluable services such 
as: 


• Lead testing 


• VFC immunizations 


• Controlling communicable diseases 


• Increasing public awareness of chronic health conditions 


Collaborating with many of these local public health departments is an essential part of our case 
and disease management programs. 


 


5.1.11.4. Network 


 D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


CoventryCares will comply with Sections 4.5.5.1 through 4.5.5.6 through the following criteria, 
analysis and monitoring of the network. 


We analyze the impact of the provider network and follow our process to recruit providers 
sufficient in number, mix, and geographic distribution to meet the needs of the anticipated 
number of members. Quarterly, we will submit documentation to DHCFP of adequate physical 
and geographical access to covered services for enrolled recipients, and we will notify members of 
any changes within 15 days of the change. 


We recognize that true access to care must be reviewed continuously, beyond simply ensuring 
provider-to-member ratio requirements. CoventryCares reviews and monitors claim statistics, 
which include encounter and utilization data to ensure the PCP-to-recipient ratios and other 
specialists meet the guidelines requested by DHCFP. The CoventryCares network development 
approach will measure appropriate proximity, capacity, and type of providers so that provider 
recruitment efforts are geared toward filling provider gaps and arranging alternative sources. 


Reports define the capacity of the providers to ensure they continue to meet the defined 
guidelines. Our data also defines the willingness of the provider network to accept new patients 
at the guidelines referenced in Section 4.5.5.6. Using these reports, we can identify areas that 
require additional contracting resources and ensure appropriate staff is assigned to the region to 
obtain the necessary provider agreements—we ensure that members have access to the type of 
provider they need. 


Following the protocol defined in Section 4.5.5.7, we encourage providers to use their best 
judgment when referring patients to the emergency department. We have not created any 
artificial barriers to members for accessing emergency medical services. We have developed a 
network of cost-effective urgent care and convenience clinics across the defined areas to treat 
urgent conditions. Our members also have access to a 24-hour Nurse Line that employs physician-
directed protocols for assessing and triaging members. CoventryCares requires all medical and 
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behavioral providers to be available to direct care for our members 24 hours a day, seven days a 
week for emergency medical conditions. 


Our contracted providers also follow appointment standards defined in Section 4.5.5.7 for PCPs, 
specialists, prenatal care providers, dental providers, and behavioral health providers as defined in 
the Provider Manual for non-emergent services. CoventryCares and our subcontractors conduct 
random surveys of providers using “Secret Shopper” surveys to confirm that their routine and 
after-hours access meets our standards for 24-hour access to care. Providers are required to 
maintain telephone access for after-hours access to care through the following processes as 
identified in the Provider Manual. 


• Providers are required to provide direct access, use a call coverage service or use a nurse triage 
line 


• Providers must refrain from directing members to call 9-1-1 as the only option for after-hours 
access 


The Member Handbook explains for members how, in case of emergency, they can go to the 
nearest emergency department, in-network or out. 


Office Waiting Time standards defined in Section 4.5.5.9 are published in the Member Handbook 
and Provider Manual. They are reviewed with providers during orientations and routine provider 
visits and sent at least annually via the Provider Newsletter. 


We monitor our directly-contracted providers and subcontractors to ensure compliance with 
these standards. All providers who do not meet standards are educated and re-surveyed within 
3 months of the initial survey to ensure compliance with appointment standards. If providers are 
still not meeting documented guidelines, corrective actions are implemented on a individual basis. 


Quarterly, our Appeal and Grievance department reviews and analyzes member grievances to 
identify potential access and availability issues—including appointment times—for root cause 
analysis and intervention opportunities. Provider-specific corrective action plans are implemented 
as necessary. 


 


5.1.11.4. Network 


 E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of 
action to ensure positive provider relations. Include in your response information regarding 
contracting; compensation; policy and procedures; disputes; and, communications. 


CoventryCares understands and complies with those responsibilities of the PCP (Primary Care 
Provider) or PCS (Primary Care Site) as outlined in Sections 4.5.3 - 4.5.3.1. 


Our Provider Services department works directly with providers and their staff to ensure primary 
care services, preventive services (including EPSDT screenings), hours of operation, referrals to 
specialty care providers, coordination of care, and medical records retention policies and 
procedures are followed. Provider Service Representatives are assigned to each network provider 
to facilitate communication and build strong working relationships. 
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We recognize that true access to care must be reviewed continuously, beyond simply ensuring 
provider-to-member ratio requirements. CoventryCares reviews and monitors claim statistics, 
which include encounter and utilization data to ensure primary care, preventive and EPSDT 
screening services are meeting the guidelines requested by DHCFP. 


We monitor our directly contracted providers and subcontractors to ensure compliance with the 
standards set forth in Section 4.5.3. All providers who do not meet standards defined by DHCFP 
and the Provider Manual are educated and re-surveyed within three months of the initial survey 
to ensure compliance with referrals to specialty care providers, provisions of twenty-four hour, 
seven days a week coverage and medical records maintenance. If providers are still not meeting 
documented guidelines corrective actions are implemented on a one by one basis.  


On a quarterly basis our Appeal and Grievance department reviews and analyzes member 
grievances to identify potential access and availability issues for root cause analysis and 
intervention opportunities. Provider-specific corrective action plans are implemented as 
necessary. 


Provider Services also handles the following: 


• Inquiry resolution 


• Provider service support 


• Training on contract requirements and MCO policies and procedures 


• Contracting 


• Demographic updating 


• Educating providers individually and through provider workshops 


Maintenance of the provider network involves several key components. A primary source of 
communication of those components with the provider community is the Provider Manual. The 
CoventryCares Provider Manual contains policies and procedures, including: 


• Provider rights and responsibilities 


• Member rights and responsibilities 


• Utilization management processes/procedures 


• Provider availability requirements 


• Credentialing and re-credentialing processes 


• Provider and member complaints, grievances, and appeal processes 


• Member benefit information and coverage 


• Program information such as EPSDT, Maternity, Family Planning, and Vaccines for Children 


• Care management programs and coordination of care 


• State and Federal mandates 


• Billing and payment procedures 


• Network management requirements 
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The CoventryCares Provider Manual is distributed to any newly-contracted provider. It is 
updated annually and distributed at least 30 calendar days in advance of the effective date 
Updates for policy or procedure changes for participating providers will be submitted to DHCFP 
for advance approval and are distributed throughout the year through website updates, by fax 
blast, or in person by the Provider Relations staff. 


When a new provider joins a CoventryCares network, a Provider Services representative 
schedules an office orientation, which includes: 


• General overview of Coventry and CoventryCares 


• Review of the Provider Manual, (e.g., benefits, claims, authorization and referral process, 
grievance procedure) 


• Schedule of compensation and contractual obligations 


• Requirements of the state contract, (i.e., member eligibility, benefit plan, service and member 
accessibility standards, transfer and disenrollment procedures) 


• Review of various methods to verify eligibility 


• Provider education on MCO prior authorization, adverse determination, and referral 
procedures 


• Provider assistance with claims payment procedures 


• Handling of provider inquiries and issues 


• Review of specific covered health services for which providers are responsible, including any 
limitations or conditions on services 


• Claims submission instructions and process review of denied claims 


• Fraud and abuse guideline education 


• Education on member communication requirements  


• Review of EPSDT requirements  


• Review of HIPAA requirements 


• Review of HEDIS® measures 


• Review of important telephone numbers and contacts 
to facilitate interaction with key CoventryCares 
departments and affiliated providers 


• Review of CoventryCares hours of operation and how 
to access Provider Services and member service 


In addition to the local Provider Relations Department, 
provider support is available through the Customer 
Service Organization (CSO) using a toll-free telephone number where representatives are 
available Monday through Friday, 8:00 a.m. to 5:00 p.m. PST., except for state-designated 
holidays. 


Our commitment to our providers 
was demonstrated in March 2012 
when portions of  Kentucky were 
impacted by severe weather. 
Anticipating the needs of members 
and providers affected by the 
event, CoventryCares of Kentucky 
extended member service hours to 
10:00 p.m. ET Monday—Friday and 
remained open during the 
weekends for six weeks following 
the event. 
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After business hours, CoventryCares provides an interactive voice response (IVR) system that 
provides automated eligibility, claim, and authorization confirmation 24 hours a day, seven days a 
week. Providers have 24-hour access to information about member benefits, claims and 
authorization status through our provider portal, directprovider.com. The provider portal 
provides secure messaging options where providers can email questions to our CSO. All emails 
received are recorded in Navigator, our call documentation system. The CSO monitors and reports 
response times and provider satisfaction to the Quality Improvement Committee at least 
quarterly. 


CoventryCares’ Provider Services department monitors the provider network adequacy of 
services offered and appropriate accessibility to members with special needs. CoventryCares 
complies with NCQA access standards as well as state and federal regulations including the 
Americans with Disabilities Act (ADA). Provider access standards are included in the contract 
and Provider Manual. 


Providers joining CoventryCares’ provider network can submit the CAQH Universal Provider 
Datasource form or the Nevada State credentialing application. The standardized forms 
specifically ask providers accessibility-related questions, including if their facilities: 


• Offer handicap access to the building 


• Include handicap parking 


• Allow handicap access in restrooms 


• Are accessible to public transportation, if available 


When necessary, the CoventryCares Provider Services staff performs facility site reviews, which 
include handicap accessibility. 


We contract with health care service provides at pre-negotiated rates for members. These can 
include: 


• Primary care providers 


• Specialists 


• Ancillary providers 


• Level 1 trauma centers (University Medical Center) 


• Children’s hospitals 


• Prevalent facilities (i.e., teaching facilities (University of Nevada School of Medicine), and 
other hospitals) 


• Federally Qualified Health Centers 


• Rural Health Clinics 


• Community Health Centers 


Provider networks offer a means of managing health care costs by reducing the per-unit price of 
medical services accessed through the network while providing an increased number of patients 
to providers. 
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Our MCO has capitation arrangements for certain ancillary health care services, such as laboratory 
services and, in some cases, physician and radiology services. Under some capitated and 
professional capitation arrangements, physicians may also receive additional compensation from 
risk sharing and other incentive arrangements. Capitation arrangements limit our MCOs’ 
exposure to the risk of increasing medical costs but expose them to risk as to the adequacy of the 
financial and medical care resources of the provider organization. Our MCO is ultimately 
responsible for the coverage of the members pursuant to the member agreements. 


All claims payment disputes made by a provider contracted with CoventryCares where the 
provider is financially responsible for the claim under the contract will be addressed using a 
provider claim reconsideration procedure outlined in the Provider Manual. 


Our local market network development strategy is further tailored to meet specific state Medicaid 
agency requirements, special health needs of the target community, standard access points with 
provider groups and hospital-owned practices, and individual providers. 


 


5.1.11.4. Network 


 F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the 
plan(s) you anticipate offering. If you currently have a physician incentive plan, so indicate and 
provide a summary. 


Yes, CoventryCares will offer physician incentive plans to partner in innovative new approaches 
to the delivery, organization, and payment for health care. The goal of these partnerships is to 
provide increased value and outcomes to MCO members. We are currently working towards 
these arrangements listed below with physician groups in the defined areas.  


This program builds on the member-centered medical home model, but allows for more flexibility 
in the design and implementation to better meet the needs of CoventryCares physicians and 
members.  


Our reimbursement model supports the goals of our program and focuses heavily on member 
quality outcomes in addition to improvements in utilization and cost. These models represent a 
framework for the delivery of comprehensive, holistic care that is member/family-centered, thus 
potential additional reimbursement to the providers for these services includes the following 
measures: 


• Gain Share Incentive Compensation Models—that include gain share medical loss ratio 
funding and trigger bonus funding 


• PCP Thin Capitation Incentives—if the PCP performs the following value-added services as it 
relates to the management of the members: 


o Develop written care plans 


o Develop and implement a multi-disciplinary care team 


o Identify and comply with evidence-based guidelines and use gaps in care data 


o Provide extended office hours 


o Acquire and implement Electronic Medical Record systems (EMRs) 
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o Review level data, including gaps in care and specialist performance reports to incorporate 
into daily practice with a goal of improving outcomes while lowering costs 


o Complete comprehensive annual assessments and physical examinations, including defined 
condition screening, review of advance directives, end of life counseling, care plan building 
and complete diagnostic coding 


o Cooperate with our care and condition managers 


• Medical Quality and Coding Incentive—PCP receives additional reimbursement for each 
HEDIS® form accurately and timely completed, for cooperating with retrospective review 
of medical records, and for documenting laboratory examinations scores and related 
indicators as specified by HEDIS® 


• PCP Quality Incentive Payments (QIP)—payment formulas that additionally reimburse for 
the successful performance of the following PCP performance measures: 


o Evidence-based guideline compliance 


o Preventable admissions 


o Rx compliance/performance 


o Avoidable emergency department visits 


o Immunizations 


o Follow-up visits two weeks after inpatient discharge 


These models move away from volume-based reimbursement and provide incentives to the entire 
organization to develop efficient systems and demonstrate superior quality measures, yielding 
cost effectiveness, particularly in relation to primary care physicians. 


 


5.1.11.4. Network 


 G. Do you currently have or intend to have sole source subcontracts for any of the benefits 
services? If so, please identify the services and the sole source subcontracts you currently have 
or intend to have. 


CoventryCares does not currently have or intend to have any sole source subcontracts for the 
delivery of any of the benefits defined in the RFP. 
 


AMENDMENT 1 AND AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


5.1.11.4. Network 


 H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transaction. By the 05/23/07 compliance date.  How 
will your health plan be prepare for use of NPIs to identify providers on standard transactions in 
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order to be in compliance by the deadlines of 05/23/07? Vendor(s) should acknowledge their 
understanding that NPI’s must be used. 


CoventryCares understands that National Provider Identifiers (NPIs) must be used. 


Coventry complies with the use of NPI to identify providers on standard transactions. The 
Coventry Provider Database (CPD) system is used for provider credentialing and contracts. 
Coventry verifies a provider’s NPI at the time of credentialing. All NPIs are maintained and 
updated within the CPD. The Credentialing Verification Center (CVC ), as well as Provider 
System Administration (PSA) and the Coventry MCOs, maintain the ability to edit and update 
the practitioner’s NPI number. 


Inbound claims undergo a series of rigorous system edits to verify validity, integrity and 
completeness of all data elements that include requirements unique to each state Medicaid 
market. Our provider matching edit validates NPI against provider name for potential 
mismatches. 


Coventry also has extensive mitigating controls to improve identification of encounter errors prior 
to adjudication as well. Our encounter controls also include provider matching logic that validates 
NPI against provider name and potential mismatches. 


 


5.1.11.5 Quality Assurance 


 A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP. 


Altius Health Plans, Inc. is a successful and well respected managed care entity that has served 
several states in the mountain west for years. A contributing factor to that success is the Internal 
Quality Assurance Program (IQAP) that promotes objective and systematic monitoring and 
evaluation of member and client services and the quality and safety of health care services. This 
program fosters an environment of seeking and pursuing opportunities to improve member and 
health care service, to ensure that applicable regulatory standards are met, and to meet or exceed 
the standards of applicable accrediting organizations. The IQAP foundation is structured from 
evidence-based medicine. It provides an ongoing evaluation process that lends itself to improving 
identified shortcomings or improper balances. It is a strong and successful foundation upon which 
to add the Medicaid line of business for CoventryCares. 


In the rest of this section, the standards from RFP Section 4.8 are restated with our response to 
each of those sections. 


4.8  STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
 Federal regulations (42 CFR 438.240) mandate that States must, through its contracts, require 


each managed care organization (Vendor) to have an ongoing quality assessment and 
performance improvement program for the services it furnishes its members. Internal Quality 
Assurance Programs (IQAPs) consist of systematic activities, undertaken by the Vendor, to 
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monitor and evaluate the care delivered to enrolled recipients according to predetermined, 
objective standards, and effect improvements as needed. 


 An annual review of the Vendor will be conducted by the DHCFP or its designee. In addition, 
DHCFP will monitor and analyze grievances and appeals, provider disputes and will periodically 
conduct patient and provider satisfaction surveys. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8. 


4.8.1 The Vendor must conduct performance improvement projects that focus on clinical and 
non-clinical areas and that involve the following: 


4.8.1.1 Measurement of performance using objective quality indicators; 
4.8.1.2 Implementation of system interventions to achieve improvement in quality; 
4.8.1.3 Evaluation of the effectiveness of the interventions; and 
4.8.1.4 Planning and initiation of activities for increasing or sustaining improvement.| 


 The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP. 


 The Vendor must report the status and results of each project to the DHCFP as requested, 
including those that incorporate the requirements of 42 CFR 438.240 (a)(2). Each performance 
improvement project must be completed in a reasonable time period so as to generally allow 
information on the success of performance improvement projects in the aggregate to produce 
new information on quality of care every year. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.1 -4.8.1.4. 


CoventryCares has a comprehensive, enterprise-wide Internal Quality Assurance Program (IQAP) 
to ensure members’ medical and service needs are being met and the quality of care and services to 
members and providers are continuously improved. The MCO utilizes quantitative and qualitative 
methods to analyze and improve process performance and outcomes. 


The IQAP provides the framework and structure for systematic activities, through which the 
MCO collects, analyzes and acts on results to monitor and evaluate the care delivered to its 
members. The IQAP sets predetermined, objective standards and effects improvements as needed. 
It is a continuous process that involves: 


• Setting goals and objectives 


• Monitoring key performance indicators 


• Analyzing data 


• Identifying opportunities 


• Prioritizing needs 
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• Identifying barriers 


• Identifying desired outcomes 


• Implementing interventions 


• Evaluating processes 


• Communicating effectively 


Measurement of Performance Using Objective Quality Indicators 
Coventry’s Medicaid MCOs have extensive experience developing performance improvement 
projects (PIPs) in both clinical and non-clinical areas. Each PIP involves a quality indicator that is 
objective and measurable such as HEDIS. All planned interventions in PIPs have the goal of 
improving the quality CoventryCares provides to its members. These interventions are tied to an 
indicator that is measurable either qualitatively or quantitatively. As interventions or activities are 
evaluated, the criteria will include the level of improvement that was increased and the 
sustainability of that level. Annually, each PIP is evaluated to determine whether it is appropriate 
to close the PIP, if more time is needed for an intervention, or if a new intervention is needed. 
CoventryCares will complete performance projects as specified by the state agency. 


The following is an example of a PIP from CoventryCares of Michigan surrounding childhood 
obesity that was scored 100% by Health Services Advisory Group (HSAG).   


CoventryCares of Michigan identified an issue surrounding the number of children who were 
being screened for obesity in the physician offices and were being appropriately counseled 
regarding nutrition and exercise. Baseline HEDIS® data showed the percentage of children with a 
documented BMI percentile was significantly lower than the Michigan weighted average and was 
also lower than the NCQA 50th percentile. A barrier analysis was completed and interventions 
developed to address the issues. A few of the interventions included: 


• Development of provider tools such as a laminated BMI percentile card to hang by the office 
scale 


• Provider incentive for performing and documenting the BMI percentile  


• Provider and member education regarding childhood obesity 


• Distribution of the Doc Bear Shuffle videos to schools, head start centers and other areas with 
high concentrations of children 


• Results showed a large increase over the baseline measurement in BMI screening percentile. 


Figure 32 illustrates the results of the BMI Screening PIP. 


Figure 32: Study Indicator 1—BMI Screening Percentile 


Time Period 
Measurement 


Covers 
Indicator 


Measurement 
 


Numerator 
 


Denominator 
Rate or 
Results Goal 


Statistical Test  
Significance 
and p value  


January 1, 
2009- 


Baseline -  
Total 


70 431 16.24% 2010 
Michigan 


NA 
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Time Period 
Measurement 


Covers 
Indicator 


Measurement 
 


Numerator 
 


Denominator 
Rate or 
Results Goal 


Statistical Test  
Significance 
and p value  


 Medicaid Wt. 
Avg: 37.8%, 
NCQA 
50th%: 
16.9% 


Baseline  
3-11 yr olds 


32 265 12.08% 2010 
Michigan 
Medicaid Wt 
Avg: 37.3% 


 


December 31, 
2009 


Baseline  
12-17 yr olds 


38 166 22.89% 2010 
Michigan 
Medicaid Wt 
Avg: 38.8% 


 


Remeasurement 
1 - Total 


203 431 47.10% 
 


2011 
Michigan 
Medicaid Wt. 
Avg: 46.6%, 
NCQA 
50th%: 
37.7% 


Chi-square = 
93.4,  
d.f. =1, 
p value 
=0.0001 


Remeasurement 
1 – 3-11 yr olds 


131 278 47.12% 2011 
Michigan 
Medicaid Wt 
Avg: 45.7% 


 


January 1, 
2010- 
December 31, 
2010 
 


Remeasurement 
1 – 12-17 yr olds 


72 153 47.06% 2011 
Michigan 
Medicaid Wt 
Avg: 48.2% 


 


 


Health Outcomes—evidence-based quality indicators are used to evaluate improvements in health 
outcomes including: 


• Measuring utilization of acute care services, hospital admission and readmission rates 


• Medication adherence and error rates 


• Monitoring adverse events 


• Adherence to evidence-based treatment guidelines 


• Potentially avoidable hospitalization rates across health care settings 


Enrollee Satisfaction—we monitor multiple data sources to assess enrollee satisfaction with the 
quality and receipt of care including: 


• Tracking and trending of enrollee complaints to include quality of care and service 
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• Ongoing review of complaint trends with regard to care access or underutilization issues 


• Analyzing CAHPS Survey results and identifying areas for improvement in enrollee 
satisfaction with the MCO and providers including cultural needs of the enrollees 


• Analyzing provider satisfaction surveys to ensure provider services support enrollee health 


• Analyzing disease, care and utilization management satisfaction to improve service delivery 
and to evaluate effectiveness of educational materials for enrollees 


Other Quality Indicators—for evaluating the impact of our care management program include: 


• Collection and analysis of HEDIS® data to identify enrollee compliance with health promotion 
and preventive screenings, and disease/chronic condition management 


• Reviewing GeoAccess, after hours and appointment availability information and assessing the 
provider network for appropriate and timely access to care 


• Reviewing effectiveness of both the methods for identification and quality indicators used to 
monitor enrollees in our chronic care improvement programs 


• Measuring quality improvement project outcomes such as changes in health status, functional 
status and enrollee satisfaction, and valid proxies of these outcomes 


• Measuring over-and under-utilization 


• Monitoring continuity and coordination of care 


• Monitoring appeal overturn rates 


Daily Operational Reports—a series of daily reports are used to manage the day-to-day 
operations, including: 


• Inpatient census of hospital admissions 


• Admission report: Skilled Nursing Facility (SNF), Sub-Acute, Transitional Care 


• Multiple readmission reports 


Sample Daily Operational Reports-The UM department uses a series of daily management reports 
to manage the day-to-day operations, including and not limited to: 


 


Report Name  Description  Frequency  


Inpatient Census Details hospital 
admissions  


Daily 


SNF, Sub-Acute, Transitional 
Care 


Admission 
report  


Daily 


Pended Authorizations (IDX, 
Directprovider.com) 


Authorizations 
must be 
updated within 
10 days  


Daily 
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Report Name  Description  Frequency  


Readmission  60 days  Daily 


 


Program Evaluation Reports—a series of semi-annual reports are used to evaluate program goals 
are met and measure the program return on investment, including: 


• Early Indicator Reports 


• Program Goals Evaluation Reports 


• Return on Investment (ROI) Reports 


• Pro forma Reports 


Implementation of System Interventions to Achieve Improvement 
in Quality 
The CoventryCares IQAP requires the implementation of system interventions to achieve 
improvement in quality. Examples of system interventions implemented by Coventry to support 
the achievement of improvements in quality include, but are not limited to: 


• In 2011, a system enhancement was implemented to provide our Customer Service 
representatives with clinical notifications of gaps in HEDIS® and EPSDT services via a clinical 
notifications “pop up” in the Customer Service documentation module. This allows the 
Customer Service representatives an opportunity to provide outreach to the member at the 
time of the member call in to the MCO. The clinical notification provides gaps in care 
information for the member and for his or her family members. 


• In 2012 for all of the Coventry Medicaid members, the automation of a Medicaid HEDIS® 
dashboard occurred, which allows us to monitor on a monthly basis our members’ gaps in care, 
identify deficient areas and implement interventions on a timely basis. 


• Another system intervention implemented in 2012, was the enhancement of the Case Manager 
care plans to address HEDIS® gaps in care when working with a member and/or their provider. 


Evaluation of the Effectiveness of the Interventions 
The IQAP provides the framework for CoventryCares to continually monitor, evaluate and 
improve the quality and safety of care and service provided to all members, and all external and 
internal customers. The IQAP foundation is structured from evidence based medicine. It will 
provide an ongoing evaluation process that lends itself to improving identified shortcomings or 
improper utilization. 


The QI Work Plan is a schedule of planned activities for the year which identifies the timeframes 
and accountability for measuring intervention effectiveness. Activities are compared to 
predetermined goals. Improvement activities identified during the year and other changes may be 
made to the QI Work Plan with approval by the Quality Improvement Committee on an ongoing 
basis. The QI Work Plan is assessed and updated quarterly and annually, which is included as part 
of the Annual QI Program Evaluation. 
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In addition to the ongoing monitoring defined by the QI Work Plan, an evaluation of the QI 
Program will be completed annually to determine the effectiveness of the QI Program and to 
determine the goals and objectives for the following year. The QI Program Evaluation will be 
reviewed and approved by the Quality Improvement Committee and then submitted by the CEO 
to the Board of Directors. 


Planning and Initiation of Activities for Increasing or Sustaining 
Improvement 
As a result of the ongoing evaluation of the effectiveness of interventions, CoventryCares plans 
and initiates activities for increasing or sustaining improvement. If goals are not met or downward 
trends are identified, barrier analysis committees may be formed to conduct root cause analysis. 


The above referenced QA activities are required by the CoventryCares IQAP and monitored by 
the Quality Improvement Committee as identified via the QI Work Plan. 


4.8.2 The Vendor must: 
 4.8.2.1 Submit performance improvement measurement data annually using standard measure 


required by DHCFP, including those that incorporate the requirements of 42 CFR 438.204 and 
438.240 (a)(2); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.2-4.8.2.1. 


 


4.8.2.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to measure the 
Vendor’s performance; or 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.2.2. 


 


4.8.2.3 Perform a combination of activities described in RFP Sections 4.8.2.1 and 4.8.2.2 above. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.2.3. 


4.8.3 DHCFP will use the most current sources for the IQAP guidelines and the most current 
NCQA Standards and Guidelines. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.3. 
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We ensure compliance with IQAP guidelines, current NCQA Standards and Guidelines, as well as 
all applicable regulatory requirements. 


4.8.4 The Vendor is required to maintain a health information system that collects, analyzes, 
integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the 
objectives of the ongoing IQAP. The systems must provide information on areas 
including, but not limited to, utilization, grievances and appeals, and disenrollment for 
other than the loss of program eligibility. The basic elements of a health information 
system with which a Vendor must comply include the following: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.4 


CoventryCares maintains robust information systems and analytical resources that support the 
IQAP. At the core of data collection and analytical capabilities is the Coventry Data Warehouse 
(CDW) which serves as the central repository for member and provider data. The Data 
Warehouse includes, but is not limited to, medical claims, encounters, pharmacy claims, 
behavioral health encounters/claims; lab encounters and results; as well as encounters and claims 
from capitated providers and delegated vendors. The Data Warehouse provides the source data 
for a variety of information tools such as the business reporting tool COGNOS, the HEDIS® 
Reporting application  and the predictive modeling tool. The Data Warehouse has a quality audit 
process to ensure the data is accurate, valid and complete. In addition, there are several other 
applications, such as NavCare for case management functions and Navigator for call 
documentation, that are used to document and collect information that supports the overall 
process to collect, analyze, and integrate valid and accurate data. 


These systems are used to support the data collection activities for Quality Improvement Projects 
(QIP) reporting, performance measurement outcomes for disease and case management and 
complaint and quality of care and quality of services tracking and trending. These activities are 
performed in order to identify opportunities for improvement in the MCO’s service delivery 
processes. In addition, the data is used to conduct an annual QI Program Evaluation in order to 
assess the effectiveness of the QI program. 


CoventryCares’ information systems are designed to collect, analyze and integrate health 
information to support our quality activities. All system applications and sources of data are 
accessible to the MCO staff, including: 


• Medical and pharmacy claims 


• Encounter data 


• Enrollment and disenrollment information 


• Utilization data 


• Inquiries, appeals and grievances 


• Disease management 


• Case management 
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• Health risk assessments 


CoventryCares uses these data sources to monitor and evaluate network performance, care 
delivery, cost and efficacy, as well as member and provider satisfaction. Regular reporting is 
supplemented by trending data as well as by ad hoc and drill-down capability. 


Coventry MCOs employ a variety of robust reporting tools to monitor, measure and evaluate the 
quality and appropriateness of the care and services provided to our members using encounter 
data, trending and ad hoc reports. Some of the routine reports that are most useful to our QI 
program include, but are not limited to: 


• Encounter data 


• Medical Expense Review (MER) reports 


• Preventive service reports (EPSDT monitoring) 


• Multi-admission reports 


• Emergency department readmission reports 


• Days/1000 reports 


• Drug utilization reports 


• Daily census reports 


• HEDIS® 


• Gaps in care reports 


• Disease Management reports 


• Appeals and Complaint reports 


Encounter Data 
Encounter data is used to: 


• Monitor over-and under-utilization practices 


• Perform member outreach to those who are lacking services 


• Evaluate utilization patterns and trends 


• Identify gaps in the provider network 


Encounter data is also used for state-specific reporting such as federally required services, family 
planning services, abortions and sterilizations. 


Medical Expense Report (MER) 
Monthly and on a rolling quarterly basis, the Medical Expense Report (MER) uses encounter data 
to identify outliers and trends or patterns in utilization. The report has detailed “drill-down” 
capabilities to fully explore the utilization drivers, delineating unit cost, units of service and 
trends over time. Coventry compares each MCO’s results to Coventry-wide results and relevant 
benchmarks, including state-specific data. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


462  Medicaid Managed Care Organization Services RFP 1988 


CoventryCares analyzes all utilization components in order to determine whether utilization is 
driven by population changes, provider services, changes in utilization patterns or unit costs, such 
as: 


• Visits per 1,000 members 


• Visits per patient 


• Unit costs 


• Procedures per 1,000 members 


• Facility days per 1,000 members 


• Average length of stay per facility admission 


An Executive Summary is prepared for review by leaders from actuarial, finance, administration, 
operations, provider relations/contracting, and medical management. The review examines 
utilization, utilization outliers and information about what is happening in the communities that 
we serve. CoventryCares actively seeks information from members, providers and our community 
partners to identify issues that impact our ability to deliver appropriate care at the right time, at 
the appropriate level, and in an integrated fashion. 


This review process results in a Medical Expense Management Plan (MEMP). The MEMP details 
specific action items to: 


• Control, reduce or increase utilization of identified services 


• Improve the quality of care delivered 


• Reduce costs 


During bi-weekly meetings, progress on initiatives and interventions to enact these action items is 
monitored, improvement is measured, and the MEMP is revised to address newly-identified 
utilization trends. 


EPSDT Reports 
These system-generated reports identify members who have not received all EPSDT services, 
including immunizations or screenings. The member, parent, and/or guardian are contacted with a 
reminder of the need for the screenings and encouraged to schedule an appointment with their 
PCP. PCPs are notified of members who have missed immunizations or well-child screenings. In 
addition, reports identify population trends in general. Educational endeavors to correct these 
trends are addressed in member newsletters, provider fax blasts and other outreach programs. 


Multiple Admission Report 
The Multiple Admission Report identifies members with hospitalizations occurring three or more 
times in a rolling twelve-month period. The report is produced daily and summarized monthly. 


Daily, this detailed report is used to: 


• Refer members to our case management and disease management programs 


• Prompt concurrent review to identify readmission triggers 
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• Identify members who may be using multiple providers rather than seeking care through their 
medical home 


Monthly summary reports can assist in identifying potential increases or decreases in members 
with multiple admissions or the number of admissions/member. 


Emergency Department Readmission Report 
Produced quarterly, the Emergency Department Readmission Report identifies members with 
more than three admissions in the prior six months. Once identified, the member’s history is 
reviewed by a Medical Director to determine appropriate interventions, including: 


• Contacting the member’s primary care provider to work collaboratively on a plan to redirect 
the member to his or her medical home, when appropriate 


• Telephone calls to members to reinforce education 


• Enrolling the member in Complex Case Management to provide additional monitoring and 
education 


• Mailings to educate members on the appropriate use of the emergency department, urgent care 
and medical home 


Aggregate data is reviewed to determine general trends or patterns that also warrant intervention. 
Members and providers are educated regarding these issues through the member newsletter and 
provider fax blasts, respectively. 


Days/1000 
This monthly report helps measure the effectiveness of our Medical Management program as it 
relates to inpatient stays. These reports monitor acute, rehab and skilled days, benchmarking 
CoventryCares’ results against: 


• Other Coventry Medicaid MCOs, individually and collectively 


• Coventry-established benchmarks 


• State data (if available) 


We review this data in our Medical Management Operations meetings to identify trends in 
utilization and to determine if additional analysis or actions are warranted. 


Drug Utilization Reports 
Coventry performs analysis on pharmacy utilization reports. In Coventry Medicaid populations, 
we monitor key statistics such as: 


• Generic fill rate 


• Cost per prescription 


• Prescriptions—per member, per month 


• Top 25 most-used drugs and their costs 
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Coventry has established initiatives based upon the results of these reports, such as the Narcotics 
Safety Program. 


Daily Census Report 
Produced daily, by facility, this report is used to manage members in the acute care setting. The 
report includes: 


• Member demographics 


• Admitting physician 


• Admission date 


• Admitting diagnosis 


• Length of stay 


The report facilitates grand rounds for concurrent review staff as a means to encourage 
discussions around discharge planning, quality of care events, and member referrals to case 
management or disease management programs. 


HEDIS® 
Reported annually, Healthcare Effectiveness Data and Information Set (HEDIS®) information is 
used to monitor and trend clinical and service performance to identify areas for performance 
improvement and to develop action plans. Coventry receives monthly HEDIS® administrative data 
to determine interim performance rates and to evaluate if interventions are effective or if 
additional interventions are needed to improve the outcomes before the end of the measurement 
year. 


The following Medicaid HEDIS® measures are created and reviewed monthly using the Quality 
Spectrum Insight (QSI) software: 


Effectiveness of Care 


Prevention and Screening: 
• Adult BMI Screening (ABA) 


• Weight Assessment and Counseling for Children and Adolescents (WCC) 


• Child Immunization Status with Lead Screening (CISQ) 


• Immunizations for Adolescents (IMA) 


• Human Papilloma Virus Vaccine for Female Adolescents (HPV) 


• Breast Cancer Screening (BCS) 


• Cervical Cancer Screening (CCS) 


• Chlamydia Screening in Women (CHL) 


• Colorectal Cancer Screening (COL) 
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Respiratory Conditions: 
• Appropriate Testing for Children with Pharyngitis (CWP) 


• Appropriate Treatment for Children with Upper Respiratory Infection (URI) 


• Avoidance of Antibiotic Treatment in Adults with Acute Bronchitis (AAB) 


• Use of Spirometry Testing in COPD (SPR) 


• Pharmacotherapy Management of COPD (PCE) 


• Use of Appropriate Medications for People with Asthma (ASM) 


• Medication Management for People with Asthma (MMA) 


Cardiovascular Conditions: 
• Cholesterol Management for Patients with Cardiovascular Conditions (CMC) 


• Controlling High Blood Pressure (CBP) 


• Persistence of Beta Blocker Treatment After A Heart Attack (PBH) 


Diabetes: Comprehensive Diabetes Care (CDC) 


Musculoskeletal: 
• Disease Modifying Anti-Rheumatic Drug Therapy for Rheumatoid Arthritis (ART) 


• Use of Imaging Studies for Low Back Pain (LBP) 


Behavioral Health: 
• Antidepressant Medication Management (AMM) 


• Follow-Up Care for Children Prescribed ADHD Medication (ADD) 


• Follow-Up After Hospitalization for Mental Illness (FUH) 


Medication Management: Annual Monitoring for Patients on Persistent Medications 
(MPM) 


Access/Availability of Care: 
• Adults Access to Preventive Services (AAP) 


• Children and Adolescent Access to Primary Care Providers (CAP) 


• Annual Dental Visit (ADV) 


• Initiation and Engagement of Alcohol and Other Drug Dependence (IET/AOD) 


• Prenatal and Postpartum Care (PPC) 
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Utilization and Relative Resource Use: 
• Frequency of Ongoing Prenatal Care (FPC) 


• Well Child in the First Fifteen Months of Life (W15) 


• Well Child in the Third-Sixth Years of Life (W34) 


• Adolescent Well Care (AWC) 


Providers can also view this data through directprovider.com. Using the real-time interface to 
directprovider.com, providers can: 


• View and print existing HEDIS® measures for which a given member is compliant/not 
compliant, along with related member data and member reminders 


• Submit HEDIS® data to Coventry that is not already on file, to be included in the compilation 
of future HEDIS® measures, via secure messaging functionality 


• View and print a report with existing HEDIS® measures and related member data 


Gaps in Care 
Coventry’s Care Management Tool (CMT) quickly identifies members with gaps in care, 
including HEDIS®—like measures, at the member level. Our CMT can: 


• Assist Case Managers in establishing member-specific interventions 


• Assist the Disease Management team in establishing member-specific outreach 


• Identify all non-compliant members for a particular measure/standard of care 


Disease Management (DM) 
DM compliance and utilization statistics are available for each DM program via Cognos Cube 
reports. The disease management reporting cube data is derived from claims 
(medical/pharmaceutical/lab) and membership data extracted directly from the Coventry Data 
Warehouse (CDW). As DM members are identified via the clinical rules engine nightly, this 
information is stored in the application NavODS.DM Enrollment table, and is extracted monthly 
into the cube for trend reporting. This data is extracted on a rolling 28-month basis and includes 
all plans and lines of business. All data is based on a calendar year and updated on a monthly basis 
(21st of the month). Clinical outcome measures are reviewed annually as part of the 
comprehensive clinical practice guideline process. Evaluation of program outcomes is reviewed 
globally for all of Coventry through the annual DM program evaluation and at the MCO level. Post 
review, if trends or discrepancies are found in the program outcomes, further analysis is 
completed. Dependent on the findings, changes or adjustments to the program(s) will be made. 


Four DM cube reports are available, they include: 


• Quarterly Reporting—report shows the DM membership, paid $ per member, paid $ pmpm, 
emergency department visits – total per 1000, emergency department visits – condition per 
1000, outpatient visits total per 1000, outpatient visits condition per 1000, admits total per 
1000, admits condition per 1000, readmits total per 1000, readmits condition per 1000 and 
monitor compliance by risk by quarter. 
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• Annual Reporting—report shows the DM membership, paid $ per member, paid $ pmpm, 
emergency department visits – total per 1000, emergency department visits – condition per 
1000, outpatient visits total per 1000, outpatient visits condition per 1000, admits total per 
1000, admits condition per 1000, readmits total per 1000, readmits condition per 1000 and 
monitor compliance by risk on an annual basis. 


• Visits Report Annual—report shows an annual summarization of emergency department 
visits, Outpatient visits, Admits and Readmits for all Coventry MCOs by risk. 


• Managed Reports/Prompted Reports (3)—the user is prompted via drop-down boxes for the 
report content. Plan name is required but all other options are optional, and include: 


o Member Demographic 


o Newly Identified Members 


o Member Noncompliance 


Appeal, Grievance and Complaint Reports 
The Navigator appeal reports provide a standardized format for reporting and calculating routine 
complaint, grievance and appeal statistics. The following reports are available:  


• Appeal Rate Report 


• Appeal Category Report 


• Appeal Status Report 


• Appeal Overturn Report 


• Average Days to Close Appeal 


• Open Appeal Report 


• Appeal Detail Report 


• Turn Around Time Report 


• Complaint Volume 


• Complaint Detail by category and reason 


• Grievance Detail Age Report 


• Grievance QOC Detail 


• Grievance QOS Detail 


• Grievance Snapshot 


• Grievance Detail Report 


• Grievance Summary Report 
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Enrollment and Disenrollment Data 
Data on enrollment and disenrollment is evaluated to identify any issues or concerns, e.g., trends 
in increases in disenrolled members from a certain PCP or provider group. 


Trending 
CoventryCares uses collected information to perform data and comparative analyses, develop 
performance improvement projects, establish performance monitoring measures for our Quality 
Improvement program, and drive the development of interventions to improve the service and 
quality of care for members. 


Collected data is used to track compliance and non-compliance for specified indicators. Areas of 
non-compliance are reviewed for barrier analysis and possible interventions. Member and 
provider interventions include: 


• Educational outreach in the form of articles in the member newsletter 


• Outreach calls 


• Educational articles sent to providers via fax blasts 


• Mailings 


• Updates via our provider portal 


• Telephone calls 


• Provider meetings 


• Face-to-face interactions 


Ad Hoc Reporting 
In addition to encounter data and trending tools, Coventry uses ad hoc reports generated directly 
from the Coventry Data Warehouse (CDW). The CDW is an Oracle-based, enterprise-wide data 
repository supporting decision making at the MCO and corporate levels and used to meet state 
and federal reporting mandates. 


With claims data integrated into the CDW, ad hoc or regular reports can be generated. Coventry 
reporting cubes containing data allow reporting directly from the CDW through a reporting 
interface and provide drill down-reports to the member, provider and individual claim level, when 
appropriate. 


Coventry MCOs regularly use ad hoc reporting when areas of quality and expense do not meet 
predicted results. Ad hoc reports can be used to determine root causes or trends. For example, an 
increase in bed days noted at a particular facility would lead to an ad hoc report detailing the 
diagnosis type and admitting physician in order to determine the root causes of the increase. 







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 469 


4.8.4.1 Collect data on member and provider characteristics as specified by the DHCFP, and on 
services furnished to the members through an encounter data system or other methods as may 
be specified by the DHCFP; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.4.1. 


 


4.8.4.2 Verify the data received from providers is accurate, complete, and timely; and in accordance 
with 42 CFR 438.242(b) (2); and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.4.2. 


 


4.8.4.3 Make all collected data available to the DHCFP and upon request to CMS as required. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.4.3. 


4.8.5 Standard I: Written IQAP Description 
 The Vendor has a written description of its IQAP. This written description meets the following 


criteria: 


 4.8.5.1 Goals and Objectives 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5-4.8.5.1. 


Our quality program is the backbone of what we do. CoventryCares‘s IQAP is reviewed annually 
and approved by the Quality Improvement Committee. The following are the Goals and 
Objectives from the IQAP: 


• Promote a collaborative, organizational culture committed to continuous improvement in 
outcomes of care and service, including clinical, functional, cost, satisfaction and safety 


• Provide dynamic leadership, guidance and collaboration with providers, community 
organizations and other strategic partners in promoting quality improvement focused on 
improving outcomes of care, service, satisfaction and safety to maximize timeliness, efficiency, 
effectiveness, safety, patient-centeredness and equitability 


• Create and support an organizational framework for quality improvement that supports active 
learning, knowledge sharing, teamwork and open communication 
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• Require a systemic approach to quality improvement that is board-directed, clinician-
supported, evidence-based and data-driven 


• Institute a reliable data reporting system for transparent dissemination of standardized, 
understandable information on key quality of care, service and safety indicators 


• Conduct and oversee clinical and non-clinical/operational performance improvement projects 
(PIPs) that achieve, through ongoing measurement and intervention, demonstrable and 
sustained improvement in significant aspects of member clinical care, safety, service and 
satisfaction, as well as non-clinical aspects of services provided 


• Require collaboration and coordination of delegated quality improvement activities and 
oversee performance by subcontractors through: 


o Evaluation of the subcontractor activities 


o Participation by subcontractors in CoventryCares’ quality improvement activities 


• Provide for the safety of membership through: 


o Identification, investigation, tracking, trending and reporting of any quality of care issues 


o Coordination of care and services across health care settings 


o Ongoing member and provider education about safety-related issues 


• Provide for the integrated behavioral health needs of members through coordination of 
behavioral and medical health services with providers to continuously improve identification, 
education and intervention for members with behavioral health needs 


• Ensure ongoing oversight and monitoring of delegated functions, including at least an annual 
review of the entities’ quality program and utilization management programs. The results are 
reported in the CoventryCares’ Utilization Management Committee (UMC) meetings. 


• Use the information provided by DHCFP at the time of enrollment on race, ethnicity and 
primary language or means of communication for each member to assist in culturally and 
linguistic appropriate care delivery 


• Respond proactively to member expectations and actively to member feedback concerning the 
quality of care, quality of service and safety 


• Facilitate the most appropriate allocation of resources 


• Monitor for compliance with DHCFP’s expectations, quality standards and NCQA standards 


• Provide an annual evaluation of the effectiveness of the quality strategy to the Department in 
accordance with the established schedule 


• Integrate the Quality Improvement Systems for Managed Care (QISMC) into the overall 
quality strategy 


•  







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 471 


4.8.5.2 The written description contains a detailed set of quality assurance (QA) objectives, which are 
developed annually and include a timetable for implementation and accomplishment.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.2. 


In addition to the goals and objectives in the CoventryCares’ IQAP, the IQAP requires and 
approves an annual work plan of quality improvement indicators to be monitored and quality 
improvement projects to be undertaken giving consideration to demonstrated clinical or services 
needs. The work plan includes a timetable for implementation and accomplishment. A sample of 
the work plan template is attached: 


Figure 33 illustrates QI Work Plan Template 


Figure 33: QI Work Plan Template 


QI Work Plan 


NCQA 
Requirement 


Aspects 
of Care/ 
Service 


Reason 
for 


Selection 
Objective  Activity Responsible 


Staff Date Due 


QI 1 
Board of Director 
Reports 


QI Operations Coventry  QI Accountability to 
the Governing Body  


Results of monitoring: 
—QI activities 
—actions taken 
—areas identified as 
needing improvement or 
have demonstrated 
improvement.  


Director 
QI/Accreditation 


Annually 


Annual Training QI Operations Coventry, 
NCQA, 
URAC, CMS, 
State 
requirements 


Ongoing training is 
essential for QI 
accountability  


Annual staff training on: 
-QI initiatives 
-Accreditation standards 
-Regional process/policies 
and procedures 
-CMS guidelines and 
requirements 


Director 
QI/Accreditation 
Director HEDIS® 


Quarterly/Annual 


DOI Support of 
DOI audits 


State DOI Compliance with 
DOI regulations 


Provide support to 
compliance/legal/ 
regulatory team relating to 
Department of Insurance 
inquires related to 
practitioner credentialing 
and quality of care 
Prepare documentation for 
onsite review  


Regional QI 
Coordinator 


As requested 
and ongoing 


QI 1 B 
QI 8 
UM 1 


Program 
Description 


NCQA, CMS, 
URAC, State 
requirements 


Define the quality 
structure and 
processes 


Annual review and 
approval of QI/UM/DM 
program descriptions 


Regional QI VP 
owns—QI 
Managers 
complete their 
sections 


March <year> 
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QI Work Plan 


NCQA 
Requirement 


Aspects 
of Care/ 
Service 


Reason 
for 


Selection 
Objective  Activity Responsible 


Staff Date Due 


QI 4A Cultural 
Competence 


CMS, NCQA Annual assessment 
of member cultural, 
ethnic and linguistic 
characteristics with 
implementation of 
interventions as 
indicated. 
CAHPS 
Language line 
Other member 
surveys 


  Regional QI 
Coordinator 


Annually<month> 


QI 6 A 
RR 6C 


Member 
satisfaction—
surveys, such 
as CAHPS 
Survey, CSO 
Survey, 
Member 
understanding 
of Health Plan 
policies and 
complaints 


NCQA, CMS, 
URAC, State  


Implement 
mechanisms to 
assess and improve 
member 
satisfaction 


Monitor member 
satisfaction through DSS 
Research, report and 
analysis, implement 
interventions for areas not 
meeting goal. 


Regional QI 
Coordinator 


Annual <month> 


 


4.8.5.3 Scope 


A.  The scope of the IQAP is comprehensive, addressing both the quality of clinical care and the 
quality of non-clinical aspects of service, such as and including: availability, accessibility, 
coordination, and continuity of care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.3. 


The following is the scope statement from the CoventryCares’ IQAP: 


The scope of the QI Program encompasses both health care service and/or member service 
provided to external and internal customers. External and internal customers are defined as 
members, providers, employers, governmental agencies, service partners and employees. 


• Demographics: Age, Sex, Language, Race/ethnicity, Rural/urban residence 


• Epidemiology: 


o Incidence by diagnostic or procedure codes 


o Cost by diagnostic or procedure codes 


o High risk diagnoses or procedures 


• Special needs populations: 


o Disease category 
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o Socioeconomic condition 


o English as a second language 


o Disability 


• Aspects of care and service within the QI Program include: 


o Access 


o Availability 


o Utilization, both over and under 


o Continuity and coordination 


o Effectiveness 


o Efficiency 


o Satisfaction 


o Safety 


o Timeliness 


• Categories of care within the QI Program include: 


o Acute and Chronic Care 


o Preventive Care 


o High Risk Care 


o High Volume Care 


o Routine, Urgent and Emergency Care 


o Primary and Specialty Care 


o Health and Wellness Education 


• Public health goals are integrated into the QI activities as appropriate. 


CoventryCares utilizes and cooperates with existing public health and community agencies to 
meet specialized member needs. This includes participation with employer-sponsored wellness 
and health management programs as well as community-wide initiatives for selected health 
problems specific to the communities within our service area. 


 


B.  The IQAP methodology provides for review of the entire range of care provided by the Vendor, 
including services provided to CSHCN, by assuring that all demographic groups, care settings 
(e.g., inpatient, ambulatory, including care provided in private practice offices and home care); 
and types of services (e.g., preventive, primary, specialty care, and ancillary) are included in the 
scope of the review. The review of the entire range of care is expected to be carried out over 
multiple review periods and not on a concurrent basis.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.3 B. 
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4.8.5.4 Specific Activities 


 The written description specifies quality of care studies and other activities to be undertaken 
over a prescribed period of time, and methodologies and organizational arrangements to be 
used to accomplish them. Individuals responsible for the studies and other activities are clearly 
identified and qualified to develop the studies and analyze outcomes.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.4. 


The IQAP for CoventryCares requires a quality improvement strategy that supports an active, 
ongoing, and comprehensive Quality Improvement (QI) Program with the overall goal of 
continuous improvement in member and client service and health care services. The QI Program is 
designed to objectively and systematically monitor key indicators and measures of member health 
care and service, maintain ongoing quality of care studies, utilize analysis methodologies, identify 
opportunities for improvement, report identified deficiencies to appropriate entities for corrective 
action, and assess whether identified problems are resolved. 


The IQAP for CoventryCares contains a detailed section under the heading of Authority, 
Responsibility and QI Program Resources which delineates the adequacy of necessary resources. 
The QI Work Plan identifies the individuals responsible for overseeing QI studies and activities. 
Functional area leaders are identified to lead projects based on the focus of the study or activity. 
QI staff participate on workgroups to ensure appropriate study methodology is employed and 
adequate analytic resources are secured. 


Figure 34 illustrates staffing for QI programs. 


Figure 34: Staff for the QI Programs 


Role Name/Title 


Plan Level: 


Medical Director Dr. Dennis Harston 


QI VP Tanna Ferrin, RN 


QI Director Mary Walter, RN 


QI Manager Dale Rasmussen, RN 


QI Coordinator(s)  Joyce Scott, RN, Recruiting, RN 


HEDIS® Project Consultant Beth Artman 


Health Care Analyst Recruiting 


Outreach Coordinator Recruiting 
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Role Name/Title 


Additional Plan Support: 


HS Director Carol Zollinger, RN 


Pharmacy Director Steve Reich, PharmD 


Provider Relations Director Carma Ericson 


Claim/Customer Service 
Director(s) 


Shelly Ulibarri 


Additional Corporate Support 
In addition to plan level staff that support the QI program, CoventryCares is supported by 
corporate resources, including: 


• Medical Economic Director to provide support and consultation in performing health care cost 
analytics and clinical outcome evaluations 


• Certified Coders to assist with ensuring current coding is used in clinical program design and 
evaluation 


• Corporate HEDIS® VP and Corporate HEDIS® Director to provide support and consultation in 
the overall management of HEDIS® improvement strategies 


• Corporate QI VP to provide support and consultation in the development of QI studies and 
accreditation 


 


4.8.5.5 Continuous Activity 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.5. 


A contributing factor in the success of the Altius quality improvement program, which will be 
used for CoventryCares, is the monitoring at each monthly meeting of the Quality Improvement 
Committee (QIC) key indicators of care and service for each department critical to providing 
quality care and service to our members. Specifically those departments include member services, 
pharmacy, utilization management, provider credentialing and provider and member appeals. 
Additionally the QIC reviews the periodic outcomes for quality improvement projects at 
predetermined intervals. 
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4.8.5.6 The written description provides for continuous performance of the activities, including tracking 
of issues over time. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.6. 


The CoventryCares’ IQAP does require continuous performance of the activities, including 
tracking of issues over time. The very first objective in the IQAP is to design and maintain an 
effective QI infrastructure and systematic processes that support continuous quality 
improvement, including measurement, trending, analysis, intervention and re-measurement. 


 


4.8.5.7 Provider Review 


 A. Review by physicians and other health professionals of the process followed in the provision 
of health services; and 


 AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 B. Feedback to health professionals and Vendor staff regarding performance and patient health 
care outcomes. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.5.7.– 4.8.5.7.B. 


The IQAP program structure ensures oversight of the processes followed in the provision of health 
services by the CoventryCares network physicians. This is accomplished through a variety of 
activities that include routine medical record review, tracking and trending of quality of 
care/quality of services issues, measurement against adherence to clinical practice guidelines, 
physician level HEDIS® rates, as well as medical director review of UM requests that do not meet 
medical necessity guidelines. Results of these activities are shared with the physician along with 
identified opportunities for improvement and tools for achieving needed improvement. 


The IQAP program ensures the oversight of the MCO staff regarding performance and patient 
health care outcomes. For utilization management staff, this is accomplished through routine case 
audits, ensuring the correct application of medical necessity criteria as well as adherence to 
policies and procedures. For case management staff, case audits are performed to ensure 
adherence to case management standards as well as adherence to policies and procedures. Results 
of these audits are taken to the Quality Improvement Committee. 


4.8.5.8 Focus on Health Outcomes 


 The IQAP methodology addresses health outcomes to the extent consistent with existing 
technology. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.5.8. 
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One of the stated objectives in the CoventryCares’ IQAP is to improve the health status and health 
outcomes of members with chronic conditions through disease management programs or other 
outreach programs. 


4.8.6 Standard II: Systematic Process of Quality Assessment and Improvement 
 The IQAP objectively and systematically monitors and evaluates the quality and 


appropriateness of care and service provided to enrolled recipients through quality of care 
studies and related activities, and pursues opportunities for improvement on an ongoing basis. 
The IQAP has written guidelines for its Performance Improvement Projects (PIPs) and related 
activities. These guidelines include: 


 Specification of Clinical or Health Services Delivery Areas to be Monitored 


4.8.6.1 The monitoring and evaluation of care reflects the population serve by the Vendor in terms of 
age groups, disease categories and special risk status, including CSHCN. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6-4.8.6.1. 


The Scope of the QI Program, as specified in the CoventryCares IQAP, requires that QI activities 
reflect the demographics of the membership population including: 


• Demographics 


o Age 


o Sex 


o Race/ethnicity 


• Rural/urban residence 


o Epidemiology 


o Incidence by diagnostic or procedure codes 


o Cost by diagnostic or procedure codes 


o High risk diagnoses or procedures 


• Special needs populations, including CSHCN 


o Disease category 


o Socioeconomic condition 


o English as a second language 


o Disability 


 


4.8.6.2 For the TANF/CHAP and Nevada Check Up recipients, the IQAP will monitor and evaluate, at a 
minimum, care and services in certain priority areas of concern selected by the DHCFP. These 
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were selected from among those identified by the Centers for Medicare and Medicaid Services 
(CMS) and the DHCFP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2. 


Within Coventry there are analytical resources available to CoventryCares. All of the internal and 
external resources contribute to sound analytical capabilities for quality improvement monitoring 
and evaluation for the above listed aspects of care and service. Examples follow in the specific 
recommended areas of concern. 


 The following are recommended clinical areas of concern and health services delivery areas of 
concern: 


 A. Clinical Areas of Concern 


 1. Childhood Immunizations (monitoring will be required by DHCFP for recipients); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.1. 


Childhood immunization rates are part of the Healthcare Effectiveness Data and Information Set 
(HEDIS®) information which is reported annually and used to monitor and trend clinical and 
service performance to identify areas for performance improvement and to develop action plans. 
Coventry receives monthly HEDIS® administrative data to determine interim performance rates 
and to evaluate if interventions are effective or if additional interventions are needed to improve 
the outcomes before the end of the measurement year. 


 


 2. Pregnancy (monitoring will be required by DHCFP for recipients); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.2. 


The following is an example from HealthCare USA, Coventry’s Missouri Medicaid MCO, 
regarding the pregnancy monitoring program that would be conducted for CoventryCares. 


2011 Clinical Practice Guideline Compliance for Pregnancy 
Management – Prenatal and Postnatal Care 
Pregnancy Management – Prenatal and Postnatal clinical practice guideline (CPG) compliance 
was measured on a whole population basis for provider performance of the CPG. Performance was 
measured against the following HEDIS® measures: 
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Performance 
Measure 


2009 
Statewide 
HEDIS® 


Rate 


2010 
Statewide 
HEDIS® 


Rate 


2011 
Statewide 
HEDIS® 


Rate 


2011 
NCQA 75th 
Percentile 


Plan Goal 
2011 


NCQA 75th 
Percentile 


2011 NCQA 
90th 


Percentile 
Benchmark 


Timeliness of 
Prenatal Care 86.57% 88.63% 92.8% 90.2% 90.2% 93.19% 


Postpartum Care 61.57% 63.11% 62.9% 70.56% 70.56% 75.2% 


 


Analysis, Results and Conclusion 


Results with Comparison to Standard and Goal 
Timeliness of Prenatal Care has had continued increase for the second consecutive year. An 
increase of two percentage points is noted in 2010, and in 2011 the increase from 2010 is 4.17 
percentage points. HealthCare USA met its goal of the NCQA 75th Percentile. 


The Postpartum Care measure increased in 2010 by 1.54 percentage points, and in 2011 decreased 
by 0.2 percentage points. HealthCare USA falls below its goal of the NCQA 75th percentile that 
HealthCare USA established as its goal. 


While HealthCare USA has set the goals of the 75th percentile, HealthCare USA will re-evaluate 
the goal annually with the ultimate goal being the 90th percentile. 


Timeliness of Prenatal Care. The percentage of deliveries that received a prenatal visit in the first 
trimester or within 42 days of enrollment in the organization. 


A review of the data was performed on the HEDIS® prenatal care members that failed to meet the 
timeliness of prenatal care criteria and showed the following results: 


• The members who did not meet the measurement criteria by region: 


o Central Region 142 or 12% 


o Eastern Region 718 or 63% 


o Western Region 285 or 25% 


• The members who did not meet the measurement criteria by race: 


o Unknown 47 or 4% 


o White 480 or 42% 


o African-American 615 or 54% 


• The majority of members who did not meet the measurement criteria were young adults. 


o 241 members or 21% were 19 years of age or younger 


o 521 members or 46% were between the ages of 20-25 


o 201 members or 18% were between the ages of 26-29 


o 169 members or 15% were between the ages of 30-39 
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o 13 members or 1% were > 40 


A drill-down of the data using NavCare was performed on 154 members who failed to meet the 
HEDIS® criteria and showed the following results: 


• 75 members initiated prenatal care in second trimester and 28 members initiated prenatal care 
in the third trimester 


• 17 visits were within the time frame but were not coded to meet the HEDIS® criteria by eight 
different providers/facilities 


• 14 members’ first prenatal visit was obtained in an Emergency Department. None of these meet 
the HEDIS® coding criteria for prenatal care 


• 7 members had HealthCare USA as a secondary insurer and there were no claims for prenatal 
care 


• 6 members did meet the qualifications of the standard—error in administrative processing 


• 4 members did not have prenatal care. Ages of these members: 17, 20, 23 and 30. 


• Top ten Primary Care Providers with members who did not meet the prenatal HEDIS® criteria 


Barriers 
Figure 35 illustrates member, provider and MCO barriers regarding prenatal care. 


Figure 35: Member, Provider and MCO Barriers 
Barriers 


Member Barriers Opportunity Selected for 
Improvement Yes/ No 


Unwanted pregnancy or 
denial of pregnancy 


Member education of 
importance of prenatal care 


No 


Lack of knowledge of 
obstetric benefits 


Member education of obstetric 
benefits 


Yes 


Members with mental 
illness are less likely to 
follow-up and to obtain 
prenatal care 


Address member’s mental 
health needs 


Yes 


Members with substance 
abuse issues not as likely 
to seek prenatal care 


Strengthen referral process 
from MHNet 
Discuss educational programs 
at delegation oversight 
meetings 


Yes 


Members not making 
appointment with provider 
until second or third 


Provide member education 
about the importance of early 
prenatal care via HealthCare 


Yes 
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trimester USA website and member 
newsletters 


Provider Barriers Opportunity Selected for 
Improvement Yes/ No 


Members with substance 
abuse issues are not likely 
to seek prenatal care 


MHNet to educate Mental 
Health providers on the 
importance of referring 
pregnant members to 
HealthCare USA via provider 
newsletters and website 


Yes 


Lack of understanding of 
HEDIS® measures for 
Timeliness of Prenatal Care 


Distribute article in Provider 
Newsletter regarding the 
methodology and specifics for 
OB HEDIS® measures 


Yes 


MCO Barriers Opportunity Selected for 
Improvement Yes/No 


Member addresses and 
telephone numbers from 
the monthly state report are 
often incorrect, and when 
corrected, this is not a 
savable field 


Identify fields for correct 
member demographic 
information that are not 
overridden by the monthly 
downloads 


No 


 


Postpartum Care. The percentage of deliveries that had a postpartum visit on or between 21 and 
56 days after delivery. 


A review of the data was performed on the HEDIS® postpartum care members who failed to meet 
the Postpartum Care criteria and showed the following results: 


• The members who failed to meet the measurement criteria by region: 


o Central Region 779 or 15% 


o Eastern Region 3,339 or 66% 


o Western Region 977 or 19% 


• The members who failed to meet the measurement criteria by race: 


o Unknown 266 or 5% 


o African American 1895 or 37% 


o White 2920 or 57% 


The majority of members who did not meet the measurement criteria were young adults: 


o 302 members or 6% were 19 years of age or younger 


o 2,264 members or 44% were between the ages of 20-25 years 
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o 1,249 members or 25% were between the ages of 26 – 29 years 


o 1,177 members or 23% were between 30 – 39 years of age 


o 103 members or 2% were >40 


A drill-down of the data using NavCare was performed on 550 members who failed to meet the 
HEDIS® criteria and showed the following results: 


• 356 members did not have a visit within the postpartum time frame 


• 7 members had a visit that was 1-5 days late 


• 58 members received their postpartum visit early; 6 of these were 1 to 3 days early 


• 70 members had visits within the postpartum time frame but the visit CPT code did not meet 
the HEDIS® criteria 


• 52 members had a visit for sterilization or contraception without a postpartum visit during the 
postpartum time frame 


• 15 members received treatment for gynecological problems (vaginitis-11; cervical dysplasia-2; 
ovarian cyst—2; genital herpes—1) 


• During the postpartum timeframe, member visited for: 


o 7 members were hospitalized (wound infection—5; cardiac—2) 


o 6 members received treatment for renal problems (UTI—4; Kidney stones—1; 
polynephritis—1) 


o 3 members were treated for postpartum depression via OB/Gyn provider 


o 3 members were treated for abdominal pain in the Emergency Department 


 3. Cervical Cancer/Pap Smears (monitoring will be required by the State of Nevada Health 
Division); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.3. 


Cervical Cancer/Pap Smear rates are part of the Healthcare Effectiveness Data and Information Set 
(HEDIS®) information which is reported annually and used to monitor and trend clinical and 
service performance to identify areas for performance improvement and to develop action plans. 
Coventry receives monthly HEDIS® administrative data to determine interim performance rates 
and to evaluate if interventions are effective or if additional interventions are needed to improve 
the outcomes before the end of the measurement year. 


 4. Comprehensive Well-Child Periodic Health Assessment (will be required by DHCFP for 
recipients); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.4. 







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 483 


Comprehensive Well-Child Periodic Health Assessment rates are part of the Healthcare 
Effectiveness Data and Information Set (HEDIS®) information which is reported annually and 
used to monitor and trend clinical and service performance to identify areas for performance 
improvement and to develop action plans. Coventry receives monthly HEDIS® administrative data 
to determine interim performance rates and to evaluate if interventions are effective or if 
additional interventions are needed to improve the outcomes before the end of the measurement 
year. 


In addition to monthly HEDIS® reports, CoventryCares will monitor our members’ receipt of well 
child visits via our EPSDT tracking system. 


Figure 36 illustrates a sample EPSDT tracking report. 


Figure 36: Sample EPSDT Tracking Report 


Identified Year/Month = 2012/02 


Plan = XYZ 


Plan Description = ABC 


Provider Name Total 
Eligible 


Members 


Total 
Active 


Eligible 
Members 


2012-
08 


2012-
09 


Current 
Compliant % 


% 
Change 


Dr. A 22 19 10 10 52.63% 0.00% 


Dr. B 37 32 16 16 50.00% 0.00% 


Dr. C 12 9 6 6 66.67% 0.00% 


Dr. D 30 27 12 14 51.85% 7.41% 


Dr. E 8 7 1 1 14.29% 0.00% 


Dr. F 2 2 1 1 50.00% 0.00% 


Dr. G 10 9 7 7 77.78% 0.00% 


Dr. H 2 2 1 2 100.00% 50.00% 


Dr. I 1 1 0 1 100.00% 100.00% 


 


 5. Lead Toxicity (screening required under EPSDT guidelines); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.5. 
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The EPSDT reminder system provides us with data to allow our clinical team to monitor our 
members’ compliance with receipt of these services and implement intervention focused on 
improving compliance. Figure 37 is an example of the types of reports the system provides. 


 


Figure 37: Blood Lead Positive Report 


 
 


 6. Pregnancy Prevention and/or Family Planning (monitoring will be required by DHCFP for 
recipients); and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.6. 


CoventryCares offers materials and resources for both members and prospective members that 
educate and empower them to make the best decisions for themselves and their families as it 
relates to Pregnancy Prevention and Family Planning. In each of our markets throughout the 
country, Coventry has successful experience educating members through innovative educational 
programs and relevant, topic-specific literature to assist them in their need for services. Our case 
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managers and social workers use several tools including local resource directories to assist them in 
finding additional Pregnancy Prevention and Family Planning and providing valuable information 
to our members. 


In addition, the outreach team has partnered with many local organizations and government 
offices to work together in the community to provide education for all existing and prospective 
members. Some of this work has resulted in creating coalitions within the community to work 
together on specific areas such as infant mortality. As an example, Coventry’s Missouri Medicaid 
MCO worked with the Infant Mortality Coalition in St. Louis’ 27th Ward. The Coalition’s 
members had the highest rate of low birth weight babies and infant mortality. To combat this, the 
MCO distributed pregnancy test kits in the ward. The kits also contained a list of FQHCs in the 
area so members could seek help if the pregnancy test was positive. 


For Pregnancy Prevention and Family Planning, the CoventryCares outreach team will work with 
resources in both Washoe and Clark Counties that include: 


• Parenting Project.  This organization provides a series of free educational  programs to help 
parents be more effective in raising their children.  The following programs are offered at 
various locations throughout Clark County: 


o BabyCare 


o Nurturing Parents and Families 


o ABC’s of Parenting 


o ParenTeen Solutions 


o Blended Families 


• Family Planning Clinic.  This organization provides services to Clark and Washoe County 
residents in need of birth control. Its mission is to prevent unwanted pregnancy  or to plan 
pregnancies. Available birth control includes condoms, IUDs, birth control pills, and Depo-
Provera injections. This organization also provides education on natural family planning. 


• Planned Parenthood.  This organization is the nation’s leading sexual and reproductive health 
care provider and advocate serving over five million women each year. This service is provided 
in various locations in both counties. Its mission is to provide high quality services for women, 
men and teens such as birth control services, pregnancy testing, STD and HIV testing and 
treatment, emergency contraception, and screening for breast cancer. 


Some programs it provides in the community at various locations include: 


o Teen Talk: Abstinence-based , after school, weekly support group for girls 6th–8th grade 


o Teen Success: Support group for pregnant and parenting teens (child care is available for 
those in need so they can participate) 


o Male Investment Program: 8–12 weeks sex education program for males 12–24 


o Parent Talk: Helping parents talk with teens  


CoventryCares is committed to identifying all resources to help our members whether they are 
planning on a family or seeking pregnancy prevention.  
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 7. Hearing and Vision Screening and Services for Medicaid members less than twenty-one (21) 
years of age will be required by DHCFP for members.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 A.7. 


Hearing and vision screenings are part of the comprehensive well child visits and are monitored 
via our EPSDT education program. 


A core component of CoventryCares’ health education process is written reminders to members. 
These include postcard birthday reminders for well child visits, annual lead screening, dental 
screenings and other EPSDT-recommended services. We also send providers notification of 
members who are due for EPSDT visits. To ensure provider compliance with EPSDT/Preventive 
Health requirements, we conduct periodic medical record audits and document results in the 
EPSDT database. 


Receipt of well child visits are monitored via our EPSDT reporting tool as well as via our monthly 
HEDIS® administrative reports. 


 B. Health Services Delivery Areas of Concern 


 1. Access to Care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.1. 


CoventryCares will closely monitor access to care via our IQAP The following is an example from 
HealthCare USA, a Coventry Medicaid MCO, on how access to care would be closely monitored 
for CoventryCares. 


Member Services Telephone Service Levels—HealthCare USA considers telephone access for our 
members as critical to their care and service. Therefore, HealthCare USA monitors telephone 
access for member services. Analysis of the data shows that: 


The 2011 results for Abandonment Rate each month met the Health Plan goal of <3% and the 
monthly Average Speed of Answer met the required <30-second goal. The 2011 annual average 
assessment for phone quality monitoring was 97.99%. This is above the goal of greater than or 
equal to 97%. Thus, all goals were met.  


Provider Availability and Accessibility—HealthCare USA follows the goals and standards for its 
GeoAccess analysis that are set by the Department of Insurance, Financial Institutions and 
Professional Registration (DIFP) on an annual basis. For 2010, HealthCare USA met the 
established goals for the following: 


• Hospital GeoAccess 


• Ancillary GeoAccess 


• PCP GeoAccess 


• Specialty Care GeoAccess 







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 487 


Practitioner accessibility is assessed by the Provider Relations Department via appointment/after 
hours surveys and a review of member complaints regarding accessibility of the medical network. 
These surveys were conducted telephonically as “secret shopper” surveys where the practice was 
queried about appointment access to measure compliance with appointment accessibility 
standards. Calls were also conducted after hours to confirm the accessibility of practices outside 
of normal office hours and if an acceptable mechanism for after hours access is in place. In 2011, 
673 practices across all three regions were surveyed by the Provider Relations team between 
May—October 2011. All providers who did not meet the standard were reviewed with a MCO 
Medical Director to determine further actions, including corrective action and directory 
suppression. 


 


 2. Utilization of Services; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.2. 


The following are excerpts from HealthCare USA’s 2011 Utilization Management Program 
Evaluation. A similar evaluation will be done for CoventryCares. 


PROGRAM OVERVIEW 


The Utilization Management Program objectives listed below pertain to all services. The 
program objectives would also pertain to delegated services should such delegation be 
undertaken pending the approval of the State of Missouri. 


• Promote the efficient provision of services in a quality setting appropriate to the needs 
of the subscribers. 


• Monitor certain areas of health care management (i.e., HEDIS® measures, areas of high 
volume, high risk, high cost, and high resource utilization). 


• Apply appropriate industry standards and Plan-approved utilization management 
criteria during the Care Management process. 


• Integrate utilization management activities and performance measures into the Quality 
Improvement Program; to coordinate opportunities for improvement at all levels of the 
organization; develop and implement action plans and evaluate the effectiveness of the 
interventions. 


• Design systems that address priority issues in an ongoing efficient and effective 
manner. 


• Establish policies and procedures to achieve and maintain compliance with internal and 
external standards, regulatory and accrediting body requirements, and all applicable 
federal and state laws/regulations. 


The HealthCare USA UM Program Evaluation report provides barrier analysis and outcome data 
for the following areas: 


• Changes in UM Processes 
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• UM Criteria/Guidelines 


• Inter-Rater Reliability 


• Timeliness of UM Decisions 


• Pre-Authorization Phone Stats 


• Inpatient Utilization Stats 


• Emergency Department Utilization Stats 


• Pharmacy Utilization 


• Appeals and Grievances Rate, Overturn Rate, Timeliness of Determinations 


• Denial Rates 


• Delegation of UM 


• Case Management – Complex and Non-Complex 


• Complex Case Management Program Satisfaction 


• Effectiveness Measures for Complex Case Management 


• Disease Management 


• Member Satisfaction with UM 


• Provider Satisfaction with UM 


 3. Coordination of Care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.3. 


The following is an example from HealthCare USA on how coordination of care would be closely 
monitored for CoventryCares. 


Coordination of Behavioral Health with Medical Case Management 


In an effort to provide comprehensive wellness services to our members, MHNet and the MCO 
partnered to most effectively address a member’s health care needs. MHNet feels that this 
increased partnership will reduce readmission rates, increase quality of care and eliminate any 
duplication of services. We want to focus on the person, not just the diagnosis, in order to best 
serve our members. Care coordination helps ensure an individual’s needs and preferences for care 
are understood and that those needs and preferences are shared between providers, the individual 
and families as a person moves from one health care setting to another. Care among many different 
providers must be well-coordinated to avoid waste, over-utilization, under-utilization, or misuse 
of prescribed medications and conflicting plans of care. By identifying potential co-morbid 
conditions early in treatment, MHNet and the MCO implement wraparound services and referrals 
that will: 


• Reduce Emergency Department visits and inpatient admissions 


• Promote proactive treatment 
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• Provide care in the least restrictive setting 


• Address the total needs of an individual 


 


 4. Continuity of Care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.4. 


The following is an example from HealthCare USA on how continuity of care would be closely 
monitored for CoventryCares. 


Within our medical system today, communication among practitioners is paramount to increase 
the coordination of care and help provide the best outcomes for our members. Lack of continuity 
could jeopardize the health care of our members; therefore HealthCare USA monitors the 
continuity and coordination of medical care and depending on the data outcomes, implements 
interventions as needed. All monitoring mechanisms are reviewed by the Quality Management 
Committee and other related sub-workgroups to assist in the identification of opportunities for 
improvement. In the Annual Evaluation, HealthCare USA reviewed the following for continuity 
and coordination of care with barrier analysis and interventions: 


• Continuity of care for patients with diabetic eye exams 


• Discharge of women who delivered inpatient and percentage who had a postpartum visit with 
an OB practitioner 


• Members who were discharged from an inpatient setting with authorization for home care and 
the percentage who had a visit within 2 days post discharge or 2 days post authorization 


• Provider satisfaction survey question ‘Feedback provided to you by the specialists when you 
refer patients’. 


 


 5. Health Education; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.5. 


Building on the experience of Coventry’s existing Medicaid markets, CoventryCares will offer a 
comprehensive health education program that aims to assist members by providing educational 
and motivation tools for individuals and families. Critical to the success of any educational 
program is identifying the unique needs of the population. In Medicaid, we are cognizant that 
many issues impacting members’ ability to achieve good health are related to psycho-social and 
economic issues. Initiatives that we develop take into consideration these issues that may result in 
barriers to receiving appropriate and timely health care. CoventryCares will provide our members 
with targeted educational modules offered within the communities where they live. 
CoventryCares will also work with providers and community organizations to establish new 
educational programs. 
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Outreach and Education 
CoventryCares will provide members with health information that is easy to understand and 
culturally sensitive. If barriers exist preventing members from receiving or understanding this 
health information, our special needs and case management units assist members in overcoming 
these obstacles. All outreach and educational materials are submitted to the appropriate 
governing bodies for approval before distribution. 


Experience from our other Coventry Medicaid MCOs, has helped shape our health education 
program. A staple of our community outreach is not only to educate our members but to educate 
community partners. Outreach to members, community organizations and provider partners is an 
extension of our medical, quality and provider relations programs. Enhanced member knowledge 
engages and empowers them to access such services. 


This outreach strategy focuses on: 


• Primary prevention 


• Secondary prevention encompassing early diagnosis and treatment  


• Tertiary prevention aimed at preventing relapse, while maintaining independent functioning 


Our interventions empower members’ awareness by encouraging responsibility for utilizing 
screening and follow-up services, thereby improving their overall health and well-being. 
Education efforts focus on scheduling appointments and accessing services to maximize program 
benefits. The goal is to assure that members receive early intervention for their health issues 
before problems become complex. 


Available tools include: 


• Health Risk Assessments (HRAs) 


• Outreach calls 


• Community health education classes coordinated with participating providers  


• Website Extras: 


o Patient safety tips and links to member-friendly websites. 


o “KidsHealth”, a comprehensive library of health information for families featuring age-
appropriate information for kids, teens and parents 


Focus on Childhood Wellness 
A core component of the CoventryCares health education process is written reminders to 
members. These include postcard birthday reminders for well child visits, annual lead screening, 
dental screenings and other EPSDT-recommended services. We also send providers notification 
of members who are due for EPSDT visits. To ensure provider compliance with EPSDT/Preventive 
Health requirements, we conduct periodic medical record audits and document results in the 
EPSDT database. 
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Childhood Immunization Program 
In partnership with our providers, community organizations and school systems, education will 
be provided to parents and children on the importance of receiving timely and appropriate 
immunizations. 


Outreach and care coordination activities include: 


• Monthly identification of children not receiving immunizations 


• Reminder mailers to members/parents/guardians 


• Member reminder calls 


• Coordination with the child’s health home 


• Partnering with school clinics to ensure immunizations 


• Health education classes 


• Assistance with addressing barriers to care 


• Distribution of immunization educational materials 


 


 6. Emergency Services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 B.6. 


For monitoring and evaluation of emergency services, the following example is from Coventry’s 
Nebraska Medicaid market. 


According to a 2012 study in Annals of Emergency Medicine, "Compared with individuals with 
private insurance, Medicaid beneficiaries were affected by more barriers to timely primary care 
and had higher associated Emergency Department utilization.” In addition, "Overall, Medicaid 
beneficiaries were more than twice as likely to have greater than or equal to 1 Emergency 
Department visit (39.6% versus 17.7% for private insurance)." 


While the benefits of a health care home and PCPs caring for non-urgent issues are well known, a 
survey completed in 2007 by the St. Louis Integrated Health Network (IHN) showed that 40% of 
non-urgent Emergency Department visits were made because patients did not know which 
provider was their PCP. This and other studies have indicated that the Medicaid population has 
greater barriers to using primary care and establishing a medical home, despite having health 
insurance. 


To combat the rising number of Emergency Department visits in their population, CoventryCares 
of Nebraska implemented an Emergency Department redirection program in 2010 that can be 
replicated in Nevada as a best practice. Quarterly reports are run to identify members that have 
had more than three Emergency Department visits in the prior six months. Once members are 
identified, they are reviewed by the Medical Directors to determine a course of action, which may 
include: 
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• Contacting the member’s primary care provider to work collaboratively on a plan to redirect 
the member to his or her medical home when appropriate 


• Case Manager or Outreach Coordinator calling member to reinforce education 


• Enrolling member in Complex Case Management to provide additional monitoring and 
education  


• Mailings to educate members on the appropriate use of the emergency department, urgent care 
and medical home 


To date, the program has significantly deterred repeat high volume Emergency Department users 
in the CoventryCares of Nebraska populations. Figure 38 summarizes the results. 


Figure 38: NE Emergency Department Redirection Outcomes 


 Q4 2010 Q4 2011 


Members with more than 3 Emergency Department visits 265 97 


Members in Case Mgmt with more than 3 Emergency 
Department visits 


16 19 


Members referred to Complex Case Management 65 15 


Number of letters mailed 236 87 


Results in Nebraska indicate a 36% reduction in Emergency Department visits from Q4 2010 to 
Q4 2011. 
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 C. Performance Improvement Projects (PIPs) 


 In accordance with 42 CFR 438.358(b): 


 1. Validation of Performance Improvement Projects required by the State to comply with 
requirements set forth in 42 CFR 438.240(b); and 


 2. Projects that were under way during the preceding twelve (12) months. 


 3. Quality of care studies are an integral and critical component of the health care quality 
improvement system. The Vendor will be required annually to conduct and report on a minimum 
of two PIPs. 


 4. The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of 
care. The PIPs are designed to target and improve the quality of care or services received by 
managed care enrolled recipients. The Vendor will utilize, as a resource, the Centers for 
Medicare & Medicaid Services (CMS) guidelines as outlined in the most recent version of the 
CMS publication Conducting Performance Improvement Projects, A Protocol for Use in 
Conducting Medicaid External Quality Review Activities, Final Protocol. 


 5. A PIP will be required to decrease inappropriate utilization of emergency department visits.  


 6. The Vendor must conduct PIPs that focus on utilization of ambulatory care:  


 7. This measurement of quality indicators; the Vendors must implement a system of 
interventions to achieve improvement in quality; evaluate effectiveness of the interventions; and 
institute planning and initiation of activities for increasing or sustaining improvement. 


 8. The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP. 


 9. At its discretion and/or as required or directed by DHCFP, the Vendor’s IQAP also monitors 
and evaluates other important aspects of care and service. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.2 C. 


Included in its responsibilities, the IQAP delineates that the Quality Improvement Committee is 
to: 


• Maintain a structured process to plan, approve, monitor and document each PIP including the 
designation of a responsible individual to lead that project. The documentation is to be done 
on the approved QI project description form and is to include objective measurements 
whenever possible. 


• Monitor the progress and success of each project in meeting projected improvement goals and 
make changes accordingly. 


The QIC approves and periodically reviews the outcomes for all PIPs to ensure that the objectives 
stated in 42 CFR 438.358(b) are met. 
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Two PIP examples are provided as attachments from other Coventry Medicaid MCOs 
demonstrating the capability and effectiveness of Coventry’s performance improvement projects. 


Refer to Attachment 9 for HealthCare USA’s Emergency Department Usage PIP in Tab IX-Other 
Information Material of our submission. 


Refer to Attachment 10 for Coventry Health Care of Florida’s Improving Adult Access To Care 
PIP in Tab IX-Other Information Material of our submission. 


 


4.8.6.3 Use of Quality Indicators 


 Quality indicators are measurable variables relating to a specified clinical or health services 
delivery area, which are reviewed over a period of time to monitor the process or outcomes of 
care delivered in that area.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3. 


The Vendor is required to: 


 A. Identify and use quality indicators that are objective, measurable, and based on current 
knowledge and clinical experience; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3.A. 


The IQAP foundation is structured from evidence-based medicine, clinical practice guidelines, as 
well as medical and scientific evidence-based reviews. This includes the use of evidence-based 
quality indicators that are measurable, objective and based on current knowledge and clinical 
experience to evaluate improvements in health outcomes. 


 B. Monitor and evaluate quality of care through studies which include, but are not limited to, the 
quality indicators also specified by the CMS Center for Medicaid and CHIP Services, with 
respect to the priority areas selected by the State; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3.B. 


CoventryCares utilizes objective, measurable indicators based on current knowledge and clinical 
expertise as well as CMS and CHIP-specified indicators to monitor the provision of services/care 
and to identify areas needing improvement. 


 C. Ensure methods and frequency of data collection are effective and sufficient to detect the 
need for program change; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3.C. 
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CoventryCares maintains information systems and analytical resources that support the IQAP. At 
the core of data collection and analytical capabilities is the Coventry Data Warehouse (CDW) 
that serves as the central repository for member and provider data. The Data Warehouse includes, 
but is not limited to, medical claims, encounters, pharmacy claims, behavioral health 
encounters/claims; lab encounters and results; as well as encounters and claims from capitated 
providers and delegated vendors. The Data Warehouse provides the source data for a variety of 
information tools such as a business reporting tool, a HEDIS® reporting application and a 
predictive modeling tool. The Data Warehouse has a quality audit process to ensure the data is 
accurate, valid and complete. In addition, there are several other applications, such as NavCare for 
case management functions and Navigator for call documentation, that are used to document and 
collect information that supports the overall process to analyze and integrate valid and accurate 
data. 


These systems are used to support the data collection activities for Quality Improvement Projects 
(QIP) reporting, performance measurement outcomes for disease and case management, and 
quality of care and quality of services tracking and trending. These activities are performed in 
order to identify opportunities for improvement in the MCO’s service delivery processes. In 
addition, the data is used to conduct an annual QI Program Evaluation in order to assess the 
effectiveness of the QI program. 


 


 D. Have mechanisms to detect under and over utilization. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.3.D. 


One of the stated goals in the Utilization Management Program Overview is to detect under-
utilization as well as over-utilization. 


CoventryCares’ objective is to use, monitor and modify data collection and reporting systems to 
provide utilization information that meets internal needs and external requirements of mandatory 
and voluntary review organizations. 


An under-utilization program is designed to focus on the utilization patterns of the providers 
with members in relation to items such as: authorizations, outpatient referrals, specialist referrals, 
grievances and complaints regarding access, and quality of care. 


Grievance and Appeals Units also perform regular drill-down reviews of all cases to identify 
evidence of grievances related to access. All grievances related to potential quality of care are 
referred to the QI department for investigation according to the established process. The QI 
department reviews and analyzes complaint data. Complaints related to quality of care, access to 
care and inability to obtain referrals is reviewed specifically for incidences related to risk 
providers and is tracked and trended for intervention, when deemed appropriate. 
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4.8.6.4 Use of Clinical Care Standards/Practice Guidelines 


 A. The IQAP studies and other activities monitor quality of care against clinical care or health 
service delivery standards or practice guidelines specified for each area identified in Sections 
4.8.5.3.A and 4.8.5.3.B above; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.A. 


The IQAP Program foundation for CoventryCares utilizes only evidence-based practice guidelines 
and care delivery standards. 


CoventryCares promotes preventive health services to its members and providers, which serve as 
recommendations for individuals at normal risk. CoventryCares’ preventive health guidelines also 
include individuals with risk factors that impact a large number of members and/or have potential 
for significant adverse health outcomes. CoventryCares utilizes evidence-based items or services 
that have in effect a rating of "A" or "B" in the current recommendations of the United States 
Preventive Services Task Force for the prevention and early detection of disease, in addition to 
guidelines supported by the U.S. Department of Health Resources and Services Administration 
(HRSA) developed by the American Academy of Pediatrics. 


Guidelines address these categories of members: 


• Infants 


• Children/adolescents 


• Adults 


• Elderly members 


• Members who require prenatal/perinatal care 


Additionally, CoventryCares utilizes evidence-based clinical practice guidelines along with 
medical and scientific evidence based reviews as the foundation for all disease management 
programs. Guidelines selected are developed by professional organizations and are reviewed 
annually for relevance and accuracy. National guideline clearinghouses are searched annually to 
ensure the most relevant and current guidelines are used for our programs. In addition, off-cycle 
review is conducted as indicated for any urgent new recommendations. Providers can access the 
evidence-based clinical guidelines used in our disease management programs via the provider 
portal website. 


 


 B. The standards/guidelines are based on reasonable scientific evidence and developed or 
reviewed by Vendor providers; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.B. 


CoventryCares utilizes McKesson’s InterQual® Medical Criteria, which is evidence-based. It was 
first introduced in 1978 and is currently used by many hospitals, MCOs and government 
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programs. The McKesson-InterQual® criteria is a nationally recognized product. Yearly, McKesson 
meets with physicians throughout the country, including disease-specific specialists to update 
their criteria. It is designed to provide an objective screening tool for determining the appropriate 
Level of Care or Care Planning needs for medical management of an individual patient. 


CoventryCares utilizes evidence-based items or services that have in effect a rating of "A" or "B" in 
the current recommendations of the United States Preventive Services Task Force for the 
prevention and early detection of disease, in addition to guidelines supported by the U.S. 
Department of Health Resources and Services Administration (HRSA) developed by the American 
Academy of Pediatrics. 


In addition, Coventry and CoventryCares utilize internally developed standards, guidelines, 
policies and new technology assessments. Such standards and guidelines are evidence-based, 
developed and/or reviewed by the appropriate clinical experts. 


 


 C. The standards/guidelines focus on the process and outcomes of health care delivery, as well 
as access to care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.C. 


The standards/guidelines do include process, outcomes of health care delivery, access to care, and 
availability of services. 


 D. A mechanism is in place for continuously updating the standards/guidelines;  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.D. 


All standards/guidelines are reviewed at least annually and revised as indicated. The Utilization 
Management Committee and the Quality Improvement Committee are responsible for ensuring 
that review/revision. 


 E. The standards/guidelines are included in provider manuals developed for use by Vendor 
providers, or otherwise disseminated, including but not limited to, dissemination on the provider 
website, to all affected providers as they are adopted and to all members and potential 
members upon request; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.E. 


The provider manual gives the providers their choices on how to obtain copies of policies, 
standards and guidelines. The choices include via the provider website, DirectProvider.com, or 
they may call directly and request a copy by mail or fax. The provider contract contains a clause 
whereby the providers agree to follow such policies, standards and guidelines. 


Members and potential members may call the Customer Service number on the back of their 
enrollment card and obtain applicable policies, standards and guidelines. 
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 F. The standard/guidelines address preventive health services; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.F. 


CoventryCares publishes preventive health guidelines annually. Those guidelines are in 
accordance with the recommendations of the U.S. Preventive Services Task Force. 


 G. The standards/guidelines are developed for the full spectrum of populations enrolled in the 
plan; and  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.G. 


The standards/guidelines cover the full spectrum of our membership. 


 H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the 
Vendor’s providers, whether the providers are organized in groups, as individuals, or in 
combinations thereof. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.4.H. 


The IQAP does require that approved, evidence-based standards and guidelines be used for all 
quality studies. 


 


4.8.6.5 Analysis of Clinical Care and Related Services 


 A. Qualified clinicians monitor and evaluate quality through the review of individual cases where 
there are questions about care, and through studies analyzing patterns of clinical care and 
related service. For issues identified in the IQAPs targeted clinical areas, the analysis includes 
the identified quality indicators and uses clinical care standards or practice guidelines. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
4.8.6.5.A. 


The review of individual cases for possible quality of care issues is essential in ensuring that 
members receive quality care. Unacceptable medical quality is defined as inappropriate 
service/care, substandard service/care, or failing to provide necessary service/care. Altius has a 
defined process to review quality issues and that process will be used for CoventryCares. The 
purpose of this process is to: 


• Identify instances of unacceptable medical quality 


• Evaluate quality concerns presented to Quality Improvement Department 


• Intervene by taking corrective action (education, intensified review, or termination for cause) 
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• Monitor the frequency and severity of problems over time, both system and provider problems 


Quality of care issues can be identified from multiple sources including: 


• Customer Service 


• Utilization Management 


• Complaint Letters 


• Occurrence Reports 


• Physician Referred Quality Issues 


• Regulatory Agency Referred Quality Issues 


• Sales 


• Marketing 


• Claims 


• Provider Services 


• Pharmacy Benefit Management 


• Legal Action 


Identified issues are referred to the Quality Improvement Department for investigation. Upon 
completion of that investigation, the issue is reviewed by the Medical Director. The Medical 
Director designates whether the issue is for Quality of Care or Quality of Service and indicates the 
level of severity. The Medical Director Review documents comments to support the severity 
assignment and determines action to be taken. That action many include referring the case to the 
Peer Review Committee comprised of community physicians representing a cross section of 
specialties. Finally all issues as well as the resultant determination and action are tracked and 
trended for review by the Quality Improvement Committee. 


 


 B. Multi-disciplinary teams are required, when available and appropriate, to analyze and 
address systems issues. The Vendor must have in effect mechanisms to assess quality  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 4.8.6.5.B. 


CoventryCares, under the direction of the Quality Improvement Committee, will implement 
multi-disciplinary workgroups and teams to address quality and system issues.  An example of 
this is the HEDIS workgroup. The HEDIS workgroup is a multi-disciplinary team.  It is lead by the 
QI department and includes, but is not limited to  data analysts, members from health services, 
provider networks, member service and claims.  Coventry uses this model in other markets and 
has found it to be effective when analyzing HEDIS data, identifying opportunities for 
improvement and addressing system issues. 


One  example of  a multi-disciplinary team  identifying and correcting a system issue occurred in 
our Virginia and West Virginia Medicaid plans.  Analysis of well child visit data identified an 
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issue with how our system captured newborn temporary ID’s assigned by the states.  A multi-
disciplinary team comprised of QI, IT, and enrollment worked together to confirm the root cause 
of the issue and implement a system fix. The fix corrected the issue to allow our system to connect 
the temporary ID to the permanent ID assigned to the newborn from the MCO.  Prior to the fix 
the well child visit data was inaccurate, hindering the plans’ ability to adequately measure the 
receipt of well child visits and plan for appropriate outreach. 


 


 C. From 4.8.6.3.A and 4.8.6.3.B above, clinical and related service areas requiring improvement 
are identified. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.5.C. 


CoventryCares utilizes objective, measurable indicators based on current knowledge and clinical 
expertise as well as CMS and CHIP-specified indicators to monitor the provision of services/care 
and to identify areas needing improvement. 


 D. The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. 
The Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.5.D. 


CoventryCares is committed to reducing and eliminating health disparities and will work with 
DHCFP to identify and use race and ethnicity data accordingly. CoventryCares will organize 
interventions designed to reduce and/or eliminate identified disparities. 


 


 E. The Vendor shall allow access to clinical studies, when available and appropriate. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.5.E. 


 







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 501 


4.8.6.6 Implementation of Corrective Actions 


 The IQAP includes written procedures for taking corrective action whenever, as determined 
under the IQAP, inappropriate or substandard services are furnished, or services that should 
have been furnished were not. 


 These written corrective action procedures include: 


 A. Specification of the types of problems requiring corrective action; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.–4.8.6.6.A. 


The IQAP specifies that the Quality Improvement Committee is responsible to identify 
improvement opportunities to enhance care and service. The Quality Issues Policy approved by 
the QIC defines unacceptable medical quality that requires corrective action as inappropriate 
service/care, substandard care/service, or the failure to provide necessary service/care.  In addition 
to corrective actions instituted as a result of quality of care or service concerns, Coventry Cares 
will issue corrective action plans based on any sub-standard findings identified during the course 
of annual delegated vendor oversight audits.   


 


 B. Specification of the person(s) or body responsible for making the final determinations 
regarding quality problems; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.B. 


Potential issues are referred to the Quality Improvement Department for investigation. Upon 
completion of that investigation the issue is reviewed by the Medical Director. The Medical 
Director designates whether the issue is a Quality of Care or Quality of Service and indicates the 
level of severity. The Medical Director makes the final determination and documents comments to 
support the severity assignment and action to be taken. 


Figure 39 below identifies the levels of severity and corresponding actions. 


Figure 39: Levels Of Severity and Corresponding Actions 


Severity 
Level:  Description Notes 


1 No problem or issue 
identified 


The issue is assigned a Level 1 status, closed and 
may be tracked.  No further investigation is 
warranted.  This code can be assigned by a QI 
Coordinator after case review or at any level of 
Peer Review.   
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Severity 
Level:  Description Notes 


2 Potential for adverse 
patient outcome, but 
no actual detrimental 
effect occurred.  


The case is assigned a Level 2 status and is 
reviewed.  Level 2 is a quality issue with no 
increased risk for associated adverse outcomes.  
This Outcome Code can only be assigned by a 
Medical Director or at Peer Review levels.  Any 
trends after 6 months will be reported to the Peer 
Review Committee. 


3 Adverse member 
outcome requiring 
additional 
medical/surgical 
treatment 


The case is assigned a Level 3 status and is 
tracked.  Assignment of this code indicates a need 
for improvement in documentation or the delivery of 
care.  If indicated, the Medical Director will discuss 
the case with the provider. A verbal or written 
action plan will be developed by the provider.  This 
Outcome Code can only be assigned at Peer 
Review levels. Any trends after 6 months will be 
reported to the Peer Review Committee 


4 Adverse patient 
outcome resulting in 
imminent danger to 
body or mind or to 
death (which might 
not have been 
expected to occur). 


This outcome code denotes the need for 
improvement in the quality of care provided.  There 
is a provider liability and/or substandard 
performance.  The case will be reviewed and 
discussed at the Peer Review Committee.  The 
Peer Review Committee will determine if the case 
should be reported to the Credentialing Committee 
for possible dismissal of the provider 


5 Serious member 
outcome while care 
is ongoing - 
immediate attention 
required 


This outcome code indicates a situation that 
requires direct intervention by the MCO Medical 
Director while care is on-going.  Cases deemed as 
potentially falling into this category will be reviewed 
immediately by the Medical Director and 
intervention initiated as appropriate for the 
situation.  The Peer Review Committee will be 
notified and the case may be presented to the 
Credentialing Committee.  


 


 C. Specific actions to be taken; provision of feedback to appropriate health professionals, 
providers and staff; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.C. 


The Quality Issues Policy delineates that actions to be taken may include, in addition to tracking 
and trending, a letter to the involved physician or clinic indicating whether a response is required, 
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and/or a referral to the Credentialing Committee or Network Management Committee.  As noted 
in the table above, actions are conducted according to the  level of severity. 


 


 D. The schedule and accountability for implementing corrective actions; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.D. 


The QI department is responsible for requesting and monitoring the implementation of the 
corrective action.  The corrective action will be reviewed by the Medical Director for approval.  
The summary of determinations from quality of care investigations is reported quarterly to the 
QIC. The QIC then monitors for the effectuation of corrective action. 


 


 E. The approach to modifying the corrective action if improvements do not occur; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.E. 


If improvements do not occur, the QIC designates a task force under the direction of the Medical 
Director and the QI Department staff to conduct a root cause analysis to determine causative 
factors and propose further action to be taken. 


 F. Procedures for terminating the affiliation with the physician, or other health professional or 
provider. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.6.F. 


The QIC has approved an Appeal and Fair Hearing Policy for Provider Contract Termination 
which specifies procedures for terminating the affiliation with physicians, providers, or other 
health professionals in accordance with applicable laws and regulations. This policy allows one 
appeal of a decision that results in a provider’s contract termination or non-renewal from the 
Network, unless law or contract requires a different process. Termination without cause shall 
occur in accordance with the provider’s contract, and unless required within the provider 
agreement, shall not require a mechanism for an appeal or fair hearing. 


Prior to termination or non-renewal, CoventryCares will inform the provider in writing of the: 


• The intent to terminate or non-renew, including the effective date of the proposed action 


• The grounds for termination 


• The opportunity to appeal the decision, including instructions that a written appeal request 
with: (i) an explanation of why the provider believes the initial decision is incorrect, and (ii) 
and any and all relevant supporting information and documentation, must be submitted to 
Altius within 20 days of notification of the proposed termination or non-renewal 


• The timeframe for response to an appeal 14 business days 
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• The opportunity for a Fair Hearing within 14 business days after a determination has been 
issued by Altius on the provider’s appeal of the decision 


In the event of a Nevada provider contract termination or non-renewal, CoventryCares shall 
comply with any applicable Nevada required provisions for coverage of continued medical 
treatment for members 


If CoventryCares has a reasonable basis to believe that the provider may correct the conduct 
giving rise to the notice of termination or non-renewal, Altius may, at its discretion, place the 
provider on probation with corrective action requirements, restrictions, or both as necessary to 
protect patient care. 


 


4.8.6.7 Assessment of Effectiveness of Plans of Correction (POC) 


 A. As actions are taken to improve care, there is monitoring and evaluation of the Plan of 
Correction (POC) to assure required changes have been made. In addition, changes in practice 
patterns are monitored. 


 B. The Vendor assures follow-up on identified issues to ensure actions for improvement have 
been effective. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.7. 


A stated responsibility of the Quality Improvement Committee is to: 


• Annually develop a work plan of quality improvement indicators to be monitored and quality 
improvement projects to be undertaken giving consideration to demonstrated clinical or 
service needs and the availability of needed resources 


• Receive and review key quality of care and service indicators 


• Identify improvement opportunities to enhance care and service 


• Maintain a structured process to plan, approve, monitor, and document each QIP including 
the designation of a responsible individual to lead that project. The documentation is to be 
done on the approved QI project description form and is to include objective measurements 
whenever possible 


• Monitor the progress and success of each project in meeting projected improvement goals and 
make changes accordingly 


The following is an example of how a potential issue was identified in another Coventry MCO: 


Routine monitoring of re-credentialing timeframes demonstrated a potential concern in the 
timeframes in which providers were being re-credentialed. The MCO’s Director of Provider 
Relations brought this concern to the Service Improvement workgroup to flag as an area of 
concern. The workgroup brought this concern to the QI Committee and based on consistent 
negative data trends, a corrective action plan (CAP) was initiated. Under the direction of the 
CAP, a focused team was implemented to oversee and monitor the development of a work plan to 
address the CAP. The Service Improvement work group monitors the CAP six times a year and 
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the progress on the CAP is reported to the MCO QI Committee on a quarterly basis. This CAP is 
still active. 


 


4.8.6.8 Evaluation of Continuity and Effectiveness of the IQAP  


 A. The Vendor conducts a regular and periodic examination of the scope and content of the 
IQAP to ensure that it covers all types of services in all settings, as specified in RFP Section 
4.8.5. 


 B. At the end of each year, a written report on the IQAP is prepared which addresses: quality 
assurance studies and other activities completed; trending of clinical and service indicators and 
other performance data; demonstrated improvements in quality; areas of deficiency and 
recommendations for corrective action; and an evaluation of the overall effectiveness of the 
IQAP. 


 C. There is evidence that quality assurance activities have contributed to significant 
improvements in the care delivered to recipients. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.6.8. 


The IQAP requires an annual evaluation in writing which addresses: 


• The effectiveness of the QI program for the previous year 


• The appropriateness of the program structure, processes and objectives 


• The success in meeting the QI program’s goals for that year including an explanation of 
barriers to completion of unmet goals and planned activities 


• An analysis of changes in trends and corrective actions taken as a result of the trends 


• Evidence that the activities have contributed significant improvements in the care delivered to 
members 


• Recommendations for the upcoming year, which include a schedule of QI activities as well as 
the identification of activities that will carry over into the next year 
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4.8.7 Standard III: Accountability to the Governing Body 
 The Governing Body of the Vendor is the Board of Directors or, where the Board’s participation 


with quality improvement issues is not direct, a designated committee of the senior 
management of the Vendor that is responsible for the Vendor IQAP review. Responsibilities of 
the Governing Body for monitoring, evaluating and making improvements to care include: 


4.8.7.1 Oversight of IQAP 


 There is documentation that the Governing Body has approved the overall IQAP and an annual 
IQAP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.– 4.8.7.1. 


Annually, the Board of Directors reviews the written evaluation of the previous year’s quality 
work plan, the proposed quality work plan for the current year, as well as a revised IQAP. 


 


4.8.7.2 Oversight Entity 


 The Governing Body has formally designated an entity or entities within the Vendor to provide 
oversight of the IQAP and is accountable to the Governing Body, or has formally decided to 
provide such oversight as a committee of the whole. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.2. 


The CoventryCares authority structure is comprised of a Board of Directors, which is responsible 
for organizational governance and delegates responsibility for the quality improvement process to 
the Quality Improvement Committee (QIC). 


 


4.8.7.3 IQAP Progress Reports 


 The Governing Body routinely receives written reports from the IQAP describing actions taken, 
progress in meeting quality assurance objectives, and improvements made. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.3. 


The Board of Directors receives a detailed annual assessment of the effectiveness of the quality 
program in meeting its objectives and resultant outcomes. 
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4.8.7.4 Annual IQAP Review 


 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, 
a written report on the IQAP. This annual quality program evaluation report shall be submitted to 
DHCFP annually in the second calendar quarter and at minimum include: 


 A. Studies undertaken;  


 B. Results; 


 C. Subsequent actions and aggregate data on utilization and quality of services rendered; and 


 D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.4.– 4.8.7.4.A–D. 


The Board of Directors does receive an annual review of the results of the quality work plan 
including all quality improvement projects undertaken and their results, trends on all indicator 
data with resultant corrective action taken as indicated, as well as recommended revisions to the 
IQAP for the upcoming year. 


 


4.8.7.5 Program Modification 


 Upon receipt of regular written reports delineating actions taken and improvements made, the 
Governing Body takes action when appropriate, and directs that the operational IQAP be 
modified on an ongoing basis to accommodate review findings and issues of concern with the 
Vendor. This activity is documented in the minutes of the meetings of the Governing Board in 
sufficient detail to demonstrate that it has directed and followed up on necessary actions 
pertaining to quality assurance. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.7.5. 


An annual response is received from the Board of Directors upon their review of the annual 
assessment. The response is reviewed by the QIC with revised action plans as indicated. 


4.8.8 Standard IV: Active QA Committee 
 The IQAP delineates an identifiable structure responsible for performing quality assurance 


functions within the Vendor. This committee or other structure has: 


4.8.8.1 Regular Meetings 


 The structure/committee meets on a regular basis with specified frequency to oversee IQAP 
activities. This frequency is sufficient to demonstrate that the structure/committee is following up 
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on all findings and required actions, but in no case are such meetings less frequent than 
quarterly. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.–4.8.8.1. 


The Quality Improvement Committee is required to meet at least quarterly by the approved IQAP; 
however, the committee typically meets monthly. 


 


4.8.8.2 Established Parameters for Operating 


 The role, structure and function of the structure/committee are specified. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.2. 


The IQAP specifies all of the committees supporting the quality program. For each committee, the 
committee’s responsibilities, frequency of meeting, membership of the committee, and reporting 
responsibility is delineated. 


 


4.8.8.3 Documentation 


 There are records documenting the structures/committee’s activities, findings, recommendations 
and actions. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.3. 


All committees supporting the quality program are required to keep detailed minutes. 


 


4.8.8.4 Accountability 


 IQAP subcommittees are accountable to the Governing Body and they report to it (or its 
designee) on a scheduled basis on activities, findings, recommendations and actions. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.4. 


All committees report to the Quality Improvement Committee monthly. In turn, the Quality 
Improvement Committee reports annually to the Board of Directors a detailed annual assessment 
of the effectiveness of the quality program in meeting its objectives and resultant outcomes. 
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4.8.8.5 Membership 


 There is active participation in the IQAP committee from Vendor providers, who are 
representative of the composition of the Vendor’s providers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.8.5. 


The Quality Improvement Committee and other supporting committees are comprised of provider 
members representative of the provider network. 


4.8.9 Standard V: IQAP Supervision 
 There is a designated senior executive who is responsible for IQAP implementation. The 


Vendor’s Medical Director has involvement in quality assurance activities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.9. 


As delineated in the IQAP, ultimate accountability for the QI Program rests with the Board of 
Directors. The Board has delegated responsibility for the operational activities to the Chief 
Executive Officer (CEO). 


The Vice President of Medical Affairs, a Nevada licensed physician, is responsible for the QI 
Program and provides both operational and clinical oversight for the program. The Vice President 
of Medical Affairs reports to the CEO. 


4.8.10 Standard VI: Adequate Resources 
 The IQAP has sufficient material resources and staff with the necessary education, experience, 


or training to effectively carry out its specified activities. (Refer to Section 4.7.2) 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.10. 


The IQAP requires that sufficient staff and resources be available to support the day-to-day 
operations of the quality program. The Quality Department for CoventryCares is supported by the 
Coventry Western Regional Quality Improvement Department. This region is led by the VP for 
Quality Improvement who is a master’s prepared registered nurse. 


In addition to the Regional Vice President of Quality Improvement, the QI team includes a QI 
Director. The QI Director manages a HEDIS® team that consists of a HEDIS® Manager, 5 HEDIS® 
Outreach Coordinators, and 2 Health Care Analysts. The QI Director also manages a 
QI/Accreditation team that consists of a QI Manager and 4 QI Coordinators. 
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4.8.11 Standard VII: Provider Participation in IQAP 
4.8.11.1 Participating physicians and other providers are kept informed about the written IQAP through 


provider newsletters and updates to the provider manual. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.11–4.8.11.1 


CoventryCares keeps contracted physicians and other providers informed about its quality 
activities by way of several means of communication. These include: 


• Annual update letter from the Vice President of Medical Affairs 


• Updates on DirectProvider.com 


• Provider online portal 


• Provider and member website 


• Medical Advisory Committee 


• Information brought to offices by staff especially the Provider Relations staff 


• Fax blasts to provider offices 


• Provider newsletter 


• Provider manual 


• Visits from the Medical Directors and staff from Utilization Management and Quality 
Improvement 


 


4.8.11.2 The Vendor includes in its provider contracts and employment agreements, for physician 
and non-physician providers, a requirement securing cooperation with the IQAP. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.11.2. 


A standard clause in all provider contracts for CoventryCares requires providers to cooperate 
with internal policies and programs. 


 


4.8.11.3 Contracts specify that hospitals and other Vendors will allow the Vendor access to the medical 
records of its recipients.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.11.3. 


A standard clause in all provider contracts for CoventryCares requires access to members’ medical 
records. 
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4.8.12 Standard VIII: Delegation of IQAP Activities 
 The Vendor remains accountable for all IQAP functions, even if certain functions are delegated 


to other entities. If the Vendor delegates any quality assurance activities to Vendors, it must: 


 4.8.12.1 Have a written description of the delegated activities, the delegate’s accountability for 
these activities, and the frequency of reporting to the Vendor; 


 4.8.12.2 Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided; and 


 4.8.12.3 Provide evidence of continuous and ongoing evaluation of delegated activities, 
including approval of quality improvement plans and regular specified reports.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.12.– 4.8.12.3. 


The IQAP for CoventryCares specifies: 


CoventryCares may delegate some aspects of Credentialing and Utilization Management 
according to our delegation policy. However, CoventryCares retains the final denial authority and 
ultimate accountability for any delegated activity. Prior to delegating functions to another entity, 
CoventryCares will conduct a review of the potential contractor’s policies, procedures and 
capacity to perform delegated functions. Performance expectations, methods of oversight, and 
processes for evaluation are contained in delegation agreements between CoventryCares and the 
delegate and in CoventryCares’ policy and procedures. Any delegate is obligated to meet 
minimum performance expectations and maintain those standards throughout the duration of the 
delegated arrangement. In the event a delegate is unable to adequately perform a delegated 
function, CoventryCares may resume performance of that function. At a minimum, an annual 
audit, as well as evaluation of all delegate activities, are conducted and reported to the QIC. 
Corrective action plans are implemented based upon oversight results as deemed necessary by the 
QIC. 


The CEO of CoventryCares retains the right to delegate these functions. Any delegated functions 
are fully described in a required signed, written formal delegation agreement between 
CoventryCares and each delegated entity, which includes an effective date. All agreements with 
delegated entities must include the Plan’s right to resume the responsibility for conducting the 
delegated function should the delegated entity fail to meet Plan standards. The delegated entity 
may not sub-delegate its responsibilities without written approval from CoventryCares. 
CoventryCares retains overall accountability for any delegated functions. 
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4.8.13 Standard IX: Credentialing and Recredentialing 
 The IQAP contains provisions to determine whether physicians and other health care 


professionals, who are licensed by the State and who are under contract to the Vendor, are 
qualified to perform their services. These provisions are: 


4.8.13.1 Written Policies and Procedures 


 The Vendor has written policies and procedures for the credentialing process, which include the 
Vendor’s initial credentialing of practitioners, as well as its subsequent recredentialing, 
recertifying and/or reappointment of practitioners. The Vendor will comply with NAC 679B.0405 
which requires the use of Form NDOI-901 for use in credentialing providers. 


 DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The Vendor agrees to allow DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.–4.8.13.1. 


CoventryCares has written credentialing and recredentialing policies and procedures that guide 
all aspects of the program. These policies and procedures are reviewed and revised as needed at 
least annually. 


The policies and procedures for the credentialing and recredentialing program provide a 
mechanism by which to obtain, verify, review and evaluate a practitioner’s professional 
credentials, qualifications and other criteria to determine whether the practitioner should be 
approved to provide and continue to provide health care services to members. The objective is to 
ensure that only licensed practitioners who are professionally competent and continuously meet 
the credentialing requirements established by the Credentialing Committee shall be approved to 
provide health services to members. 


The scope of the policy and procedure applies to physicians (M.D.s, D.O.s), dentists (D.D.S.s), 
podiatrists (D.P.M.s), chiropractors (D.C.s), doctors of philosophy (Ph.D.s), and all mid-level 
providers including, certified nurse mid-wives (C.N.M.s), physician assistants, (P.A.s), advanced 
practice registered nurses, (A.P.R.N.s), marriage, family and child counselors, (M.F.C.C.s), 
physical therapists, (P.T.s), occupational therapists, (O.T.s), licensed clinical social workers, 
(L.C.S.W.s), optometrists, (O.D.s), speech therapists, (S.L.P.s), and audiologists, (Au.D.s). 


The policy delineates the responsibilities of the Board of Directors, the Credentialing Committee, 
and the responsible staff members from the MCO (ranging from the Vice President of Medical 
Affairs to the Credentialing Coordinator). 


Outlined in the policy are: 


• Required practitioner qualifications 


• Confidentiality of applications and findings 


• Application process 


• Verification process 
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• Requirements and process for recredentialing 


• Performance monitoring 


• Provider directory listing 


• File maintenance 


• Practitioner rights 


• Delegation requirements 


 


4.8.13.2 Oversight by Governing Body 


 The Governing Body, or the group or individual to which the Governing Body has formally 
delegated the credentialing function, has reviewed and approved the credentialing policies and 
procedures. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.2. 


The Board of Directors delegates responsibility for all committees supporting the quality program 
to the Quality Improvement Committee. In turn, the Quality Improvement Committee requires 
the Credentialing Committee to review/revise policies at least annually and to report that 
accomplishment as part of the annual program effectiveness. 


 


4.8.13.3 Credentialing Entity 


 The Vendor designates a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.3. 


Credentialing decisions are made by the Credentialing Committee for CoventryCares. This 
Committee meets monthly. 


 


4.8.13.4 Scope 


 The Vendor identifies those practitioners who fall under its scope of authority and action. This 
shall include, at a minimum, all physicians and other licensed independent practitioners included 
in the Vendor’s literature for recipients, as an indication of those practitioners whose service to 
recipients is contracted or anticipated. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.4. 
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All contracted physicians and providers of service listed in the Provider Directory are required to 
complete review by the Credentialing Committee upon initial contracting and then every three 
years thereafter. 
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4.8.13.5 Process 


 The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 


 A. The practitioner holds a current valid license to practice in Nevada or a current valid license 
to practice in the state where the practitioner practices. 


 B. Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the 
scope of their license to prescribe drugs, with the exception of all participating dentists. 


 C. Graduation from medical school and completion of a residency, or other post-graduate 
training, as applicable. 


 D. Work history. 


 E. Professional liability claims history. 


 F. The practitioner holds current, adequate malpractice insurance according to the Vendor’s 
policy. 


 G. Any revocation or suspension of a State license or DEA number. 


 H. Any curtailment or suspension of medical staff privileges (other than for incomplete medical 
records). 


 I. Any sanctions imposed by the OIG or the DHCFP. 


 J. Any censure by any state or county Medical Association, Dental Board or any other 
applicable licensing or credentialing entity. 


 K. The Vendor obtains information from the National Practitioner Data Bank, the Nevada Board 
of Medical Examiners, the State Board of Osteopathic Medicine, the Nevada Dental Board, any 
equivalent licensing boards for out—of-state providers, and any other applicable licensing 
entities for all other practitioners in the plan. 


 L. The application process includes a statement by the applicant regarding: 


 1. Any physical or mental health problems that may affect current ability to provide health care; 


 2. Any history of chemical dependency/ substance abuse; 


 3. History of loss of license and/or felony convictions; 


 4. History of loss or limitation of privileges or disciplinary activity; and, 


 5. An attestation to correctness/ completeness of the application. 


 This information should be used to evaluate the practitioner’s current ability to practice. 
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CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5–4.8.13.5.L. 


CoventryCares is in compliance with the Credentialing/Recredentialing process requirements. 
Coventry’s Credentialing Plan complies with all applicable state, federal and regulatory 
credentialing requirements. The Credentialing Plan is continually updated based on any new 
state, federal or regulatory credentialing requirement and is subject to annual reviews against 
these requirements. 


 


 M. There is an initial visit to each potential primary care practitioner’s office, including 
documentation of a structured review of the site and medical record keeping practices to ensure 
conformance with the Vendor’s standards. If the Vendor’s credentialing process complies with 
the current NCQA standards, it is not required to conduct initial site visits. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5.M. 


Coventry’s credentialing process does comply with current NCQA standards. CoventryCares is 
pursuing NCQA accreditation. 


 


 N. The Vendor’s provider credentialing must comply with 42 CFR §1002.3. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5.N. 


 


 O. If the Vendor has denied credentialing or enrollment to a provider where the denial is due to 
Vendor concerns about provider fraud, integrity, or quality the Vendor is required to report this to 
the State within 15 calendar days. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5.O. 


 


 P. If the Vendor decredentials, terminates, or disenrolls a provider, the Vendor must inform the 
State, within 15 calendar days. If the decredentialing, termination or disenrollment of a provider 
is due to suspected criminal actions, or disciplinary actions relate to fraud or abuse the State will 
notify HHS-OIG. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.5.P. 
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4.8.13.6 Recredentialing 


 A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, 
or recertification) is described in the Vendor’s policies and procedures, including: 


 A. Evidence that the procedure is implemented at least every 36 months; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.6.–.4.8.13.6.A. 


The Coventry Provider Database systematically schedules provider recredentialing activity to 
occur every 36 months. 


 


 B. The Vendor conducts periodic review of information from the National Practitioner Data Bank 
and all other applicable licensing entities, along with performance data, on all practitioners, to 
decide whether to renew the participating practitioner agreement. At a minimum, the 
recredentialing, recertification or reappointment process is organized to verify current standing 
on items listed in Section 4.8.13.5.A through 4.8.13.5.M and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.6.B. 
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 C. The recredentialing, recertification or reappointment process also includes review of data 
from: 


 1. Recipient grievances and appeals; 


 2. Results of quality reviews; 


 3. Utilization management; 


 4. Recipient satisfaction surveys; and 


 5. Re-verification of hospital privileges and current licensure, if applicable. 


 6. The Vendor’s provider recredentialing must comply with 42 CFR §1003.3 


 If the Vendor has denied recredentialing or enrollment to a provider where the denial is due to 
the Vendor concerns about provider fraud, integrity or quality the Vendor is required to report 
this to the DHCFP, with 15 calendar days. 


 If the Vendor decredentials, terminates or disenrolls a provider the Vendor must inform the State 
within 15 calendar days. If the decredentialing, termination or disenrollment of a provider is due 
to suspected criminal actions, or disciplinary actions relate to fraud or abuse the DHCFP will 
notify HHS-OIG. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.6.C. 1–6. 


 


4.8.13.7 Delegation of Credentialing Activities 


 If the Vendor delegates credentialing and recredentialing, recertification, or reappointment 
activities, there is a written description of the delegated activities, and the delegate’s 
accountability for these activities. There is also evidence that the delegate accomplished the 
credentialing activities. The Vendor monitors the effectiveness of the delegate’s credentialing 
and reappointment or recertification process. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.7. 


CoventryCares’ IQAP specifies: 


CoventryCares may delegate some aspects of Credentialing and Utilization Management, 
However, CoventryCares retains the final denial authority and ultimate accountability for any 
delegated activity. Prior to delegating functions to another entity, CoventryCares will conduct a 
review of the potential contractor’s policies and procedures and capacity to perform delegated 
functions. Performance expectations, methods of oversight, and processes for evaluation are 
contained in delegation agreements between CoventryCares and the delegate and in 
CoventryCares’ policy and procedures. Any delegate is obligated to meet minimum performance 
expectations and maintain those standards throughout the duration of the delegated 
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arrangement. In the event a delegate is unable to adequately perform a delegated function, 
CoventryCares may resume performance of that function. At a minimum, an annual audit, as well 
as evaluation of all delegate activities, are conducted and reported to the QIC. Corrective action 
plans are implemented based upon oversight results as deemed necessary by the QIC. 


The CEO retains the right to delegate these functions. Any delegated functions are fully described 
in a required signed written formal delegation agreement between CoventryCares and each 
delegated entity, which includes an effective date. All agreements with delegated entities must 
include the MCO’s right to resume the responsibility for conducting the delegated function 
should the delegated entity fail to meet MCO standards. The delegated entity may not sub-
delegate its responsibilities without written approval from CoventryCares. CoventryCares retains 
overall accountability for any delegated functions. 


 


4.8.13.8 Retention of Credentialing Authority 


 The Vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The Vendor has policies and procedures for the suspension, reduction 
or termination of practitioner privileges.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.8. 


The policy statement in the Credentialing Delegation Policy states “CoventryCares retains 
authority to make final credentialing determinations regarding any provider even if a delegation 
agreement is in place. The delegated credentialing agreement between Coventry and the delegate 
includes the Reservation of Rights provision whereas Coventry reserves the right to approve, 
suspend, or terminate any individual health care provider credentialed or re-credentialed by the 
Delegate.” 


CoventryCares will adopt an Appeal and Fair Hearing Policy for Provider Contract Termination 
which specifies procedures for terminating the affiliation with physicians, providers, or other 
health professionals in accordance with applicable laws and regulations. This policy allows one 
appeal of a decision that results in a provider’s contract termination or non-renewal from the 
Network, unless law or contract requires a different process. Termination without cause shall 
occur in accordance with the provider’s contract, and unless required within the provider 
agreement, shall not require a mechanism for an appeal or fair hearing. 


Prior to termination or non-renewal, CoventryCares will inform the provider in writing of: 


• The intent to terminate or non-renew, including the effective date of the proposed action 


• The grounds for termination 


• The opportunity to appeal the decision, including instructions that a written appeal request 
with: (i) an explanation of why the provider believes the initial decision is incorrect, and (ii) 
and any and all relevant supporting information and documentation, must be submitted to 
CoventryCares within 20 days of notification of the proposed termination or non-renewal 


• The timeframe for response to an appeal 14 business days 
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• The opportunity for a Fair Hearing within 14 business days after a determination has been 
issued by CoventryCares on the provider’s appeal of the decision 


In the event of a Nevada provider contract termination or non-renewal, CoventryCares shall 
comply with any applicable Nevada required provisions for coverage of continued medical 
treatment for members. 


If CoventryCares has a reasonable basis to believe that the provider may correct the conduct 
giving rise to the notice of termination or non-renewal, CoventryCares may, at its discretion, place 
the provider on probation with corrective action requirements, restrictions, or both as necessary 
to protect patient care. 


 


4.8.13.9 Reporting Requirement 


 There is a mechanism for, and evidence of implementation of, the reporting of serious quality 
deficiencies resulting in suspension or termination of a practitioner, to the appropriate 
authorities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.9. 


The policy on Reporting to Authorities requires the reporting of Final Adverse Actions to the 
state licensing boards and other appropriate authorities, as defined by the National Practitioner 
Data Bank (NPDB), and required by federal legislation. 


The process includes the following: 


• The Medical Director determines presence of reportable action 


• The Medical Director consults with legal department concerning appropriateness of reporting 
practitioner/provider to authorities pursuant to the Health Care Quality Improvement Act of 
1986 


• If the Medical Director and legal department recommend sanctions, notice of that decision 
will immediately be sent to the provider by certified mail. 


• Such notice must include: 


o Statement of the proposed action, e.g., termination of participation 


o Reason for the proposed action 


o Statement that the provider has the right to request a hearing within a specified time 
period but not less than 30 days after the date of the notice 


o A description of the hearing procedure 


• Upon provider/practitioner hearing conclusion, the Medical Director will determine presence 
of reportable action 


• Actions, deemed non-reportable, will be documented thoroughly with provider/practitioner 
monitoring conducted appropriately. Copies of all correspondence will be maintained in the 
practitioner/provider file. 
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• Actions, which are deemed to be reportable, will be forwarded to the National Practitioner 
Data Bank and the appropriate State licensing board within 15 days from the adverse action 
taken. Actions are submitted to the appropriate authorities by the Credentialing Analyst via 
the Internet using the data submission link assigned to the entity, or as otherwise directed by 
the authoritative entity. 


 


4.8.13.10 Provider Dispute Process 


 There is a provider dispute process for instances wherein the Vendor chooses to deny, reduce, 
suspend or terminate a practitioner’s privileges with the Vendor. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.13.10. 


The QIC has approved an Appeal and Fair Hearing Policy for Provider Contract Termination 
which specifies procedures for terminating the affiliation with physicians, providers, or other 
health professionals in accordance with applicable laws and regulations. This policy allows one 
appeal of a decision that results in a provider’s contract termination or non-renewal from the 
Network, unless law or contract requires a different process. Termination without cause shall 
occur in accordance with the provider’s contract, and unless required within the provider 
agreement, shall not require a mechanism for an appeal or fair hearing. 


Prior to termination or non-renewal, CoventryCares will inform the provider in writing of: 


• The intent to terminate or non-renew, including the effective date of the proposed action 


• The grounds for termination 


• The opportunity to appeal the decision, including instructions that a written appeal request 
with: (i) an explanation of why the provider believes the initial decision is incorrect, and (ii) 
and any and all relevant supporting information and documentation, must be submitted to 
CoventryCares within 20 days of notification of the proposed termination or non-renewal 


• The timeframe for response to an appeal 14 business days 


• The opportunity for a Fair Hearing within 14 business days after a determination has been 
issued by CoventryCares on the provider’s appeal of the decision 


In the event of a Nevada provider contract termination or non-renewal, CoventryCares shall 
comply with any applicable Nevada required provisions for coverage of continued medical 
treatment for members 


If CoventryCares has a reasonable basis to believe that the provider may correct the conduct 
giving rise to the notice of termination or non-renewal, CoventryCares may, at its discretion, place 
the provider on probation with corrective action requirements, restrictions, or both as necessary 
to protect patient care. 
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4.8.14 Standard X: Recipient Rights and Responsibilities  
 The Vendor demonstrates a commitment to treating recipients in a manner that acknowledges 


their rights and responsibilities. 


4.8.14.1 Written Policy on Recipient Rights 


 The Vendor has a written policy that recognizes the following rights of recipients: 


 A. To be treated with respect, and recognition of their dignity and need for privacy; 


 B. To be provided with information about the Vendor, its services, the practitioners providing 
care, and recipients’ rights and responsibilities; 


 C. To be able to choose primary care practitioners, including specialists as their PCP if the 
member has a chronic condition, within the limits of the plan network, including the right to 
refuse care from specific practitioners; 


 D. To participate in decision-making regarding their health care, including the right to refuse 
treatment; 


 E. To pursue resolution of grievances and appeals about the Vendor or care provided; 


 F. To formulate advance directives; 


 G. To have access to his/her medical records in accordance with applicable federal and state 
laws and to request that they be amended or corrected as specified in 45 CFR Part 164;  


 H. To guarantee the member’s right to be free from any form of restraint or seclusion used as a 
means of coercion, discipline, convenience, or retaliation; and 


 I. To receive information on available treatment options and alternatives, presented in a manner 
appropriate to the enrollee’s condition and ability to understand. 


4.8.14.2 Written Policy on Recipient Responsibilities 


 The Vendor has a written policy that addresses members’ responsibility for cooperating with 
those providing health care services. This written policy addresses members’ responsibility for: 


 A. Providing, to the extent possible, information needed by professional staff in caring for the 
recipient; and 


 B. Following instructions and guidelines given by those providing health care services. 


 The Vendor may include additional recipient responsibilities in their member communications 
(such as, the recipient is responsible for being on time for scheduled appointments and 
canceling appointments in a timely manner, the recipient is responsible for reporting fraud 
and/or abuse, etc.). 
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CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14 –.4.8.14.2. 


CoventryCares will meet the requirements in 4.8.14 and 4.8.14.2. The policy for Member Rights 
and Responsibilities contains the following member responsibilities: 


• A responsibility to be considerate and respectful of CoventryCares staff and providers 


• A responsibility to get familiar with your coverage and the rules you must follow to get care 


• A responsibility to keep appointments with diagnostic or treatment staff 


• A responsibility to understand what medications to take 


• A responsibility to supply information (to the extent possible) that the organization and its 
practitioners and providers need in order to provide care 


• A responsibility to follow plans and instructions for care that they have agreed on with their 
practitioners 


• A responsibility to understand their health problems and participate in developing mutually 
agreed upon treatment goals to the degree possible 


• Members have a responsibility (and right) to report instances of suspected fraud and abuse 


• A responsibility to offer constructive criticism to CoventryCares about their health rights and 
responsibilities 


 


4.8.14.3 Communication of Policies to Providers 


 A copy of the Vendor’s policies on recipients’ rights and responsibilities is provided to all 
participating providers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.3. 


Providers will be advised of the Member Rights and Responsibilities Statement in the Provider 
manual, provider communications such as the provider newsletters, and CoventryCares website. 


 


4.8.14.4 Communication of Policies to Recipients 


 Upon enrollment, recipients are provided a written statement that includes information on their 
rights and responsibilities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.4. 


Distribution of the Member Rights and Responsibilities (MRR) Statement will be done primarily 
through the member handbook for new membership at the time of enrollment. Existing 
membership will be annually advised of the MRR Statement through the member newsletter and 
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updated member handbook. Additionally the MRR Statement will be posted on the member 
website. 


 


4.8.14.5 Recipient Grievance and Appeals Procedures 


 The Vendor has a system(s) linked to the IQAP for addressing recipients’ grievances and 
providing recipient appeals. This system includes: 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5. 


CoventryCares has a well established grievance and appeals process that meets all regulatory and 
accreditation requirements. The Appeals Committee reports monthly into the Quality 
Improvement Committee. 


 


 A. Procedures for registering and responding to grievances and appeals within 30 days. 
Vendors must establish and monitor standards for timeliness; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.A. 


CoventryCares has detailed grievance and appeal policies and procedures which delineate the 
process to be followed to meet all regulatory and accreditation requirements. Additionally, the 
Appeals and Grievance Department reports timeliness statistics to the Quality Improvement 
Committee each month. 


 


 B. Documentation of the substance of grievances, appeals, and actions taken; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.B. 


The Grievance and Appeals Policy requires the documentation of the decision reached by the 
Appeals Committee for each case. Trends of issues coming from grievances and appeals are then 
presented each month to the Quality Improvement Committee. From those trend reports, 
corrective actions are taken with the ongoing goal to reduce the number of grievances and appeals. 


 


 C. Procedures ensuring a resolution of the grievance and providing the recipient access to the 
State Fair Hearing process for appeals; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.C 
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All acknowledgement letters as well as the determination letters contain member rights to pursue 
the State Fair Hearing process. 


 


 D. Aggregation and analysis of grievance and appeal data and use of the data for quality 
improvement; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.D. 


Aggregate data is reported to the Quality Improvement Committee routinely depicting the types 
of services being appealed, the timeliness of responding to appeals, the volume of appeals, and the 
overturn rate of the initial decision by the Appeals Committee. 


 


 E. Compliance with DHCFP due process and fair hearing policies and procedures specific to 
Nevada Medicaid and Nevada Check Up recipients; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.E. 


CoventryCares is in compliance with Nevada fair hearing policies and procedures. 


 


 F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.5.F. 


CoventryCares understands and will comply with the requirements set forth in 42 CFR 438 
Subpart F Grievance and Appeals. 


 


4.8.14.6 Recipient Suggestions 


 Opportunity is provided for recipients to offer suggestions for changes in policies and 
procedures. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.6. 


A variety of mechanisms will be utilized to afford the members the opportunity to offer 
suggestions for changes in policies and procedures such as member focus groups, ad-hoc focus 
group meetings in community settings, and feedback provided through member service calls. 
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4.8.14.7 Steps to Assure Accessibility of Services 


 The Vendor takes steps to promote accessibility of services offered to recipients. These steps 
include: 


 A. The points of access to primary care, specialty care and hospital services are identified for 
recipients; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7–A. 


Members will have several avenues to learn of accessibility of services. Those avenues include 
published information in the member handbook, information on the member website, member 
newsletters, and by calling in directly to Customer Service. 


 


 B. At a minimum, recipients are given information about: 


 1. How to obtain services during regular hours of operations; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7.B.–1. 


An example of how members are informed about how to obtain services during regular hours of 
operations comes from the member handbook: 


24-Hour Care 


You will choose a Primary Care Physician (also called a PCP) who can take care of all of your 
health needs, 24 hours a day, every day. You can call your PCP for care anytime, day or night. 
When your PCP is out, he or she will have someone to take his or her place. Your PCP or your 
PCP’s on-call doctor will be able to help you at all hours of the day and night, even on weekends 
and holidays. For routine and urgent care, call your PCP. 


To see your PCP, just call the doctor’s office and make plans for a visit. If you need health care and 
your PCP’s office is closed, you should still call his or her office and tell them you are a 
CoventryCares of Nevada member. Your PCP or someone from his or her office will call you back. 


 


 2. How to obtain emergency and after-hour care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7.B.2 


Members are provided information on how to obtain emergency and after-hour care through the 
following communications: 


• Member handbook 


• Member ID card 
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• MCO Website 


• Member newsletter 


 


 3. How to obtain emergency out-of-service area care; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7.B.3 


The Member Handbook is a source of information for the members on how to obtain emergency 
services both in and out of the area. The following member handbook language is a draft based on 
an existing Coventry Medicaid MCO’s member handbook. 


What is an Emergency? 


Emergency care is care that you need right away. An emergency means your life could be 
threatened or you could be hurt permanently (disabled) if you don’t get care quickly. If you are 
pregnant, it could mean harm to the health of you or your fetus. You do not have to go to a 
CoventryCares of Nevada provider in an emergency. However, if you are in the service area, you 
can only go to a provider who is not in the CoventryCares of Nevada provider network when the 
delay in getting care from a CoventryCares of Nevada provider could reasonably be expected to 
cause your condition to worsen if left unattended. When you are told you need emergency care by 
either your PCP or a CoventryCares of Nevada representative, we will pay for the medical 
screening exam and any other medically necessary emergency services rendered in the hospital 
emergency department. Some examples of an emergency are: 


• Trouble breathing 


• Severe or unusual bleeding 


• Poisoning 


• Convulsions or seizures 


• Broken bones 


• Sudden onset of severe pain 


• Chest pain 


• Any vaginal bleeding in pregnancy 


• Unconsciousness (blacking out) 


• Severe burns 


In the Service Area 


If you have an emergency, you may not have time to call your PCP. If you do have time to call, he 
or she will help you decide what to do. If it is after your doctor’s regular office hours, you should 
call the after hours number for your doctor. Keep this number in a place you can get to quickly 
when you need it. 
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Your PCP or a doctor on call for your PCP can be reached 24 hours a day. If you need an 
ambulance for an emergency, call 911. Ambulance service is only covered when there is an 
emergency or when we have preauthorized it. Hospital emergency departments that are not in the 
CoventryCares of Nevada network should be used only when the delay of a longer travel time to a 
hospital within the CoventryCares of Nevada network could reasonably be expected by a prudent 
layperson to cause the member’s condition to worsen if left unattended. 


If you must stay in the hospital after an emergency, your provider must call us within 24 hours or 
by the end of the next working day if the 24-hour deadline falls on a weekend or legal holiday. 


Outside the Service Area 


If an emergency occurs while you are out of the service area, seek care. If you need to go to a 
hospital, call CoventryCares of Nevada within 24 hours or by the end of the next working day if 
the 24-hour deadline falls on a weekend or legal holiday. You may need to keep getting care while 
you are out of the service area. If so, you must get the visits preauthorized before you go back for 
any follow-up visits. Call CoventryCares of Nevada Customer Service at 1-XXX-XXX-XXX; TDD 
1-XXX-XXX-XXX to tell us what care you need. We can work with you and the health care 
providers to review the care you need for preauthorization. However, we will not preauthorize 
ongoing care out of the service area when you are able to come back to the service area for the care 
you need. 


Show your CoventryCares of Nevada ID card to the health care providers and ask that they file 
the claims with us. In some cases you may be asked to pay for emergency care. 


Post Stabilization Care 


This is medically needed care a member gets after an emergency condition has been stabilized. We 
do not require preauthorization for post stabilization care. 


 


 4. How to obtain the names, qualifications and titles of the professionals who provide and/or are 
responsible for their care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.7.B.4 


The Member Handbook provides the members guidance on how to obtain information regarding 
providers by calling Customer Service. 


 


4.8.14.8 Information Requirements 


 A. Recipient information (for example, subscriber brochures, announcements, and handbooks) 
in prose, written at an eighth (8th) grade level, that is readable and easily understood. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.8.A. 
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 B. Written information is available in the prevalent languages of the population groups served. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.8.B. 


CoventryCares will analyze on an annual basis the languages of its member populations. The 
analysis includes language line usage, Census data, and CAHPS survey. Data is analyzed to ensure 
all services are accessible to all members and are provided in a culturally competent manner, 
including those with limited English proficiency or reading skills and those with diverse cultural 
and ethnic backgrounds. Communication between patients and their health care providers is 
essential for ensuring quality health care and developing trusting relationships. It is an important 
component of patient satisfaction, compliance, and outcomes and the lack of language services can 
affect access to health care services as well as preventive care. It is the policy of CoventryCares to 
develop and maintain processes to meet the cultural, ethnic, racial, and linguistic needs and 
preferences of it's membership. The MCO strives to ensure that all services, both clinical and non-
clinical, are accessible to all members and are provided in a culturally competent manner. 


We understand the DHCFP requirement from 4.2.1.16.D1-3, as shown below: 


1. All materials shall be translated when the Vendor is aware that a language is spoken by 
3,000 or 10% (whichever is less) of the Vendor’s members who also have Limited 
English Proficiency (LEP) in that language. 


2. All vital materials shall be translated when the Vendor is aware that a language is 
spoken by 1,000 or 5% (whichever is less) of the Vendor’s members who also have LEP 
in that language.  Vital materials must include, at a minimum, notices for denial, 
reduction, suspension or termination of services, and vital information from the 
member handbook. 


3. All written notices informing members of their right to interpretation and translation 
services in a language shall be translated into the appropriate language when the 
Vendor is aware that 1,000 or 5% (whichever is less) of the Vendor’s members speak 
that language and have LEP. 


All member information will be available in English and in Spanish. Materials are produced to 
meet this requirement. 


 


4.8.14.9 Confidentiality of Patient Information 


 The Vendor acts to ensure that the confidentiality of specified patient information and records is 
protected. The Vendor: 


 A. Has established in writing, and enforced, policies and procedures on confidentiality, including 
confidentiality of medical records; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.– 4.8.14.9.A. 
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CoventryCares has a policy to protect the confidentiality of its members. That policy mandates 
the following: 


All Health Service employees are responsible to preserve the confidentiality of individually-
identifiable health information. For all full-time, temporary, or part-time employees or any 
temporary employees of the Health Services Department (UM, Appeals, Credentialing and 
Quality Improvement), the following Acknowledgement of Confidentiality Policy will be signed 
at initial employment and signed annually thereafter as a reminder of the importance of this policy 
content. This policy is in addition to any confidentiality policies generally applicable to employees 
of Coventry. 


Additionally employees who work from home are required to sign the UM Work at home 
agreement. Employees working from home must comply with Privacy Compliance Program 
including all of the specific privacy policies and procedures prepared in connection with the 
Privacy Compliance Program. In addition employees must also comply with employment policies 
and procedures in accordance with the Coventry Employment Handbook. 


This Confidentiality Policy applies to both member medical information as well as provider 
specific data. Under no circumstances may provider specific data be released to any entity other 
than the providers themselves. Aggregate provider information may be utilized for comparative 
purposes if the pooled information is large enough to protect the identity of the individual 
providers. 


Individually-identifiable health information will be used only for purposes necessary for 
conducting the business of Altius including evaluation activities. Medical records obtained in UM 
are utilized for prior authorization, concurrent review, discharge planning, case management, 
disease management, quality assurance/audits, claims payment, and/or administrative review. 
Medical records obtained in QI are utilized for disease management, quality improvement studies, 
patient education services, data compilation such as HEDIS®, regulatory or accreditation agency 
review, and complaint review. Medical records obtained in Appeals are utilized for processing of 
appeal/grievance requests. Sharing of medical records will be limited to individuals with 
legitimate need to know for the minimum period of time that is necessary to complete the 
business purpose. 


Patient specific medical records are handled in accordance with company policy to assure 
confidentiality and compliance with state and federal guidelines. Consequently, it is policy not to 
disclose medical information except where required by law, or if permitted by law. Pursuant to 
this policy, it is necessary to ensure that such confidential and personal information obtained by 
personnel during the Health Services processes are protected to the highest degree possible. The 
procedures listed below must always be followed unless instructed otherwise by your manager or 
legal counsel. 


Failure to comply with the Privacy Compliance program will result in corrective action up to and 
including immediate termination of employment. 
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 B. Ensures patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside of the 
Vendor;  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.B. 


All provider contracts contain language informing offices of the need to safeguard member 
confidentiality. A routine part of provider office site visits is an assessment of confidentiality 
mechanisms. Complaints received from members are reviewed by the QIC for complaints on 
confidentiality breaches with action taken accordingly. 


 


 C. Shall hold confidential all information obtained by its personnel about recipients related to 
their examination, care and treatment and shall not divulge it without the recipient’s 
authorization, unless: 


 1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


 2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health 
care entities, or to coordinate insurance or other matters pertaining to payment; or 


 3. It is necessary in compelling circumstances to protect the health or safety of an individual. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.C.–4.8.14.9.C.3. 


CoventryCares will ensure that proper written authorization from the member/individual (or the 
member/individual’s caregiver) will be obtained before CoventryCares may use, disclose, or 
request from another Covered Entity, a member/individual’s PII and/or PHI for any purpose 
except for those that pertain to treatment, payment, health care operations or as otherwise 
permitted by law for which a prior authorization is not required. 


CoventryCares will always act within strict accordance of a valid authorization. CoventryCares 
will make every reasonable effort to not use, disclose or request PII and/or PHI based on an 
authorization that is known to be invalid, expired or revoked. 


Business Need Review – As the necessity of an authorization for the use and/or disclosure of 
PII/PHI should be an infrequent occurrence, it is important to assure that, 1) an authorization is 
required, 2) that the use or disclosure of PII/PHI is necessary for the intended business process 
and 3) the authorization is compliant with state law requirements. 


Examples of uses, disclosures or requests that may require an authorization prior to use and/or 
disclosure include: 


• Marketing purposes – such as the disclosure of PII/PHI to another company for the purpose of 
marketing products or services that are not health-related 


• Research purposes – such as the disclosure of a list of member/individuals having a specific 
illness or disease for the purpose of enrolling them in a research study or program 
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 D. Must report any release of information in response to a court order to the recipient in a timely 
manner; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.D. 


CoventryCares will maintain an Accounting of Disclosures of Protected Health Information, as 
required by federal and state laws, and will provide a report of required accountings of disclosures 
upon request. Each disclosure, for which an accounting must be documented, will include the date 
of the disclosure, what was disclosed, the purpose of the disclosure, the name and address (if 
known) of each person or entity to whom the disclosure was made, and the member to whom the 
PHI pertained. 


Disclosures Requiring an Accounting – All disclosures, except those set forth in the following 
exceptions, must be accounted for in accordance with the Privacy Rule. 


The following require an accounting of disclosure: 


• Disclosures to a health oversight agency, such as MCO audits by regulatory agencies or market 
conduct reviews 


• Disclosures to the Secretary of Health and Human Services to investigate or determine 
compliance with the federal Privacy Rule 


• Disclosures that are required by law; for public health activities; about victims of abuse, 
neglect or domestic violence; for judicial or administrative proceedings; for law enforcement 
purposes and for specialized government functions 


• Inappropriate disclosures, such as explanation of benefits sent to the incorrect provider or 
documents containing Protected Health Information sent to the incorrect fax number 


Note: Ongoing routine disclosures pertaining to the same member, going to the same person or 
entity, may be accounted for once, as long as the frequency, number of disclosures made and date 
of last disclosure are documented. 


Excluded Disclosures – The following disclosures are not required to be documented, and 
therefore, will not be included in an Accounting of Disclosures requested by the member: 


• Disclosures for the purpose of carrying out treatment, payment or health care operations 


• Disclosures to the member of their own PHI 


• Disclosures that were made pursuant to a member’s authorization 


• Disclosures to a personal representative of the member 


• Disclosures to the member’s family, close personal friend or other person identified by the 
member where the member has opted in to such disclosures of information directly relevant to 
such person’s involvement with care or payment 


• Disclosures to notify or assist in notifying the member’s family, close personal friend or other 
person identified by the member where the member has opted in to such disclosures of the 
member’s general medical condition or death 
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• Disclosures for disaster relief purposes 


• Disclosures for national security or intelligence purposes 


• Disclosures to correctional institutions or law enforcement officials having custody of the 
member, if the PHI is necessary for the provision of health care to the member 


• Disclosures made prior to April 14, 2003 


 


 E. May disclose recipient records whether or not authorized by the recipient, to qualified 
personnel, defined as persons or agency representatives who are subject to standards of 
confidentiality that are comparable to those of the State agency. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.9.E. 


CoventryCares will ensure that proper written authorization from the member/individual (or the 
member/individual’s caregiver) will be obtained before CoventryCares may use, disclose, or 
request from another Covered Entity, a member/individual’s PII and/or PHI for any purpose 
except for those that pertain to treatment, payment, health care operations or as otherwise 
permitted by law for which a prior authorization is not required. 


CoventryCares will always act within strict accordance of a valid authorization. CoventryCares 
will make every reasonable effort to not use, disclose or request PII and/or PHI based on an 
authorization that is known to be invalid, expired, or revoked. 


 


4.8.14.10 Treatment of Minors 


 The Vendor has written policies regarding the treatment of minors. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.10. 


CoventryCares has a policy on the treatment of minors that is in compliance with NRS 129.030. 
Specifically it states: 


• Except as otherwise provided in NRS 450B.525, a minor may give consent for the services 
provided in subsection 2 for himself or herself or for his or her child, if the minor is: 


o Living apart from his or her parents or legal guardian, with or without the consent of the 
parent, parents or legal guardian, and has so lived for a period of at least 4 months; 


o Married or has been married 


o A mother, or has borne a child 


o In a physician’s judgment, in danger of suffering a serious health hazard if health care 
services are not provided 


• Except as otherwise provided in subsection 4 and NRS 450B.525, the consent of the parent or 
parents or the legal guardian of a minor is not necessary for a local or state health officer, board 
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of health, licensed physician or public or private hospital to examine or provide treatment for 
any minor, included within the provisions of subsection 1, who understands the nature and 
purpose of the proposed examination or treatment and its probable outcome, and voluntarily 
requests it. The consent of the minor to examination or treatment pursuant to this subsection 
is not subject to disaffirmance because of minority. 


• A person who treats a minor pursuant to subsection 2 shall, before initiating treatment, make 
prudent and reasonable efforts to obtain the consent of the minor to communicate with his or 
her parent, parents or legal guardian, and shall make a note of such efforts in the record of the 
minor’s care. If the person believes that such efforts would jeopardize treatment necessary to 
the minor’s life or necessary to avoid a serious and immediate threat to the minor’s health, the 
person may omit such efforts and note the reasons for the omission in the record. 


• A minor may not consent to his or her sterilization. 


• In the absence of negligence, no person providing services pursuant to subsection 2 is subject 
to civil or criminal liability for providing those services. 


• The parent, parents or legal guardian of a minor who receives services pursuant to subsection 2 
are not liable for the payment for those services unless the parent, parents or legal guardian has 
consented to such health care services. The provisions of this subsection do not relieve a 
parent, parents or legal guardian from liability for payment for emergency services provided to 
a minor pursuant to NRS 129.040. 
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4.8.14.11 Assessment of Recipient Satisfaction 


 The Vendor conducts periodic survey(s) of recipient satisfaction with its services: 


 A. The survey(s) include content on perceived problems in the quality, availability and 
accessibility of care. 


 B. The survey(s) assess at least a sample of: 


  1. All recipients; 


  2. Recipient requests to change practitioners and/or facilities; and 


  3. Disenrollment by recipients. 


 C. As a result of the survey(s), the Vendor: 


  1. Identifies and investigates sources of dissatisfaction;  


  2. Outlines action steps to follow up on the findings; and 


  3. Informs practitioners and providers of assessment results. 


 D. The Vendor re-evaluates the effects of the above activities. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.14.11.– 4.8.14.11.D 


CoventryCares will use the Consumer Assessment of Healthcare Providers and Systems (CAHPS) 
survey to assess members’ perception of the quality of health care and services they receive. 
CoventryCares will monitor multiple data sources to assess member satisfaction with the quality and 
receipt of care including: 


• Tracking and trending of member complaints to include quality of care and service 


• Ongoing review of complaint trends with regard to care access or under-utilization issues 


• Analyzing CAHPS Survey results and identifying areas for improvement in member 
satisfaction with the MCO and providers including cultural needs of the members 


• Analyzing provider satisfaction surveys to ensure provider services support member health 


• Analyzing disease, care and utilization management satisfaction to improve service delivery 
and to evaluate effectiveness of educational materials for members 


Annually, results of the CAHPS survey are made available to providers via the provider website 
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4.8.15 Standard XI: Standards for Availability and Accessibility  
 The Vendor has established standards for access (e.g., to routine, urgent and emergency care; 


telephone appointments; advice; and recipient service lines) and complies with Section 4.5.5 of 
this RFP. Performance on these dimensions of access is assessed against the standards. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.15. 


CoventryCares has established access standards, and compliance with those standards is 
monitored by the Quality Improvement Committee. Compliance to the access standards is 
assessed in a variety of ways. Periodic Secret Shopper calls are made to a sampling of the provider 
network to determine if their appointment availability meets the appointment availability 
standards. Additionally, the reasons for complaint calls to Customer Service are compiled to find 
access issues. Telephone and service lines statistics are compiled monthly for Customer Service 
and Utilization Management and reported to the Quality Improvement Committee. Finally, 
advice line metrics and complaint handling is monitored with the vendor and reported 
periodically to the Quality Improvement Committee. The Quality Improvement Committee 
reviews all of the findings for access to service looking for opportunities for improvement and 
taking action as needed to improve access when the standards are not met. 


4.8.16 Standard XII: Medical Record Standards  
4.8.16.1 Accessibility and Availability of Medical Records 


 A. The Vendor shall include provisions in all provider contracts for HIPAA compliance with 
regard to access to medical records for purposes of quality reviews conducted by the Secretary 
of the United States Department of Health and Human Services (the Secretary), DHCFP, or 
agents thereof. 


 B. Records are available to health care practitioners at each encounter. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.16.– 4.8.16.1. 


The provider contracts and the provider manual for CoventryCares do contain the requirement 
specified in 4.8.16.1. Examples of typical language from the provider manual and the provider 
contracts are demonstrated below. 


Provider Manual Language 


Access to and Copying of Records 
Provider will not bill the member or the MCO for expenses related to copying of medical records 
in the following circumstances: 
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• Used in order for making a determination regarding whether a service is a covered service for 
which payment is due 


• Requested by a state or federal agency, including the Centers for Medicare and Medicaid 


• Used in order to assist the MCOs quality improvement, utilization review and risk 
management programs 


The provider should allow access to all records, books, and papers relating to professional and 
ancillary care provided to members. This includes financial, accounting, and administrative 
records. These documents should be available for photocopying during normal business hours. 


The provider agrees to maintain all member records for services rendered for at least seven years. 


Provider Contract Language: 


 2.9 Access to and Copying of Records. 


 2.9.1 Copies. Except as required by applicable state or federal law, 
Medical Group understands and agrees that neither Coventry, Payor, nor Members shall be 
required to reimburse Medical Group for expenses related to providing copies of patient records 
or documents to any local, State or Federal agency or Coventry or Payor: (i) pursuant to a request 
from any local, State or Federal agency (including, without limitation, the Centers for Medicare 
and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to administration of 
Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk Management Programs, 
including the collection of HEDIS® data; or (iii) in order to assist Coventry or Payor in making a 
determination regarding whether a service is a Covered Service for which payment is due 
hereunder; or (iv) for any other purpose. 


 2.9.2 Access. All records, books, and papers of Medical Group pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Coventry and Payor, its designee and/or authorized State or Federal authorities during Medical 
Group’s normal business hours. Medical Group further agrees that it shall release a Member’s 
medical records to Coventry and Payor as required by law or upon Medical Group’s receipt of a 
Member consent form.  In addition, Medical Group shall allow Coventry and Payor to audit 
Medical Group’s records for payment and claims review purposes. 
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4.8.16.2 Record Keeping 


 Medical records may be on paper or electronic. The Vendor takes steps to promote 
maintenance of medical records in a legible, current, detailed, organized and comprehensive 
manner that permits effective patient care and quality review. Medical records must be 
maintained as follows: 


 A. Medical Record Standards – The Vendor sets standards for medical records. The records 
reflect all aspects of patient care, including ancillary services. These standards shall, at a 
minimum, include requirements for: 


 1. Patient Identification Information – Each page on electronic file in record contains the 
patient’s name or patient ID number; 


 2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, address, 
employer, home and work telephone numbers, and marital status; 


 3. Entry Date – All entries are dated; 


 4. Provider Identification – All entries are identified as to author; 


 5. Legibility – The record is legible to someone other than the writer. A second reviewer should 
evaluate any record judged illegible by one physician reviewer; 


 6. Allergies – Medication allergies and adverse reactions are prominently noted on the record. 
Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location; 


 7. Past Medical History [for patients seen three (3) or more times] – Past medical history is 
easily identified including serious accidents, operations, and illnesses. For children, past 
medical history relates to prenatal care and birth; 


 8. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed 
immunization record or a notation that immunizations are up to date with documentation of 
specific vaccines administered and those received previously (by history); 


 9. Diagnostic information; 


 10. Medication information; 


 11. Identification of Current Problems – Significant illnesses, medical conditions and health 
maintenance concerns are identified in the medical record; 


 12. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and 
substance abuse is present for patients twelve (12) years and over and seen three (3) or more 
times; 


 13. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the 
record. Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s 
initials or other documentation signifying review. Consultation and significantly abnormal lab and 
imaging study results have an explicit notation in the record of follow-up plans;  
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 14. Emergency care; 


 15. Hospital Discharge Summaries – Discharge summaries are included as part of the medical 
record for: 1) all hospital admissions that occur while the patient is enrolled with the Vendor; and 
2) prior admissions as necessary; and 


 16. Advance Directive – For medical records of adults, the medical record documents whether 
or not the individual has executed an advance directive and documents the receipt of 
information about advance directives by the recipient and confirms acknowledgment of the 
option to execute an advance directive. An advance directive is a written instruction such as a 
living will or durable power of attorney for health care relating to the provision of health care 
when the individual is incapacitated. 


 B. Patient Visit Data – Documentation of individual encounters must provide adequate evidence 
of, at a minimum: 


 1. History and Physical Examination – Comprehensive subjective and objective information is 
obtained for the presenting complaints; 


 2. Plan of treatment; 


 3. Diagnostic tests; 


 4. Therapies and other prescribed regimens; 


 5. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up 
care, call or visit. Specific time to return is noted in weeks, months, or PRN (as needed). 
Unresolved problems from previous visits are addressed in subsequent visits; 


 6. Referrals and results thereof; and 


 7. All other aspects of patient care, including ancillary services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.16.2.– 4.8.16.2.B. 


CoventryCares has established medical record documentation standards that meet the 
requirements in 4.8.16.2. 
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4.8.16.3 Record Review Process 


 A. The Vendor has a system (record review process) to assess the content of medical records 
for legibility, organization, completion and conformance to its standards; and 


 B. The record assessment system addresses documentation of some or all of the items listed in 
Section 4.8.14.2, above. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.16.3.– 4.8.16.3.B. 


The attached policy and audit tool is an example of the process utilized to review a sampling of 
practitioners’ medical records as well as the audit criteria. 


Refer to Attachment 11 for our Medical Record Review Policy and Procedure in Tab IX-Other 
Information Material of our submission. 


Refer to Attachment 12 for our Medical Record Review Tool in Tab IX-Other Information 
Material of our submission. 


4.8.17 Standard XIII: Utilization Review 
4.8.17.1 Written Program Description 


 The Vendor has a written utilization review management program description, which includes, at 
a minimum, procedures to evaluate medical necessity, criteria used, information sources and 
the process used to review and approve the provision of medical services.  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.– 4.8.17.1. 


Attached is a Utilization Management Program Overview example that depicts a typical UM 
process including criteria and procedures to review medical necessity, information sources and 
the process to evaluate the provision of medical services. 


Refer to Attachment 13 for our Utilization Program Management Overview in Tab IX-Other 
Information Material of our submission. 


 


 


4.8.17.2 Scope 


 The program has mechanisms to detect under-utilization as well as over-utilization. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.2. 
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One of the stated goals in the Utilization Management Program Overview example is to detect 
under-utilization as well as over-utilization. 


CoventryCares’ objective is to use, monitor and modify data collection and reporting systems to 
provide utilization information, which may include, but is not limited to, the over-and under-
utilization, that meets internal needs and external requirements of mandatory and voluntary 
review organizations. 


An under-utilization program is designed to focus on the utilization patterns of the providers 
with members in relation to items such as: authorizations, outpatient referrals, specialist referrals, 
grievances and complaints regarding access, and quality of care. 


Grievance and Appeals Units also perform regular drill-down reviews of all cases to identify 
evidence of grievances related to access. All grievances related to potential quality of care are 
referred to the QI department for investigation according to the established process. The QI 
department reviews and analyzes complaint data. Complaints related to quality of care, access to 
care and inability to obtain referrals is reviewed specifically for incidences related to risk 
providers and is tracked and trended for intervention, when deemed appropriate. 


4.8.17.3 Pre-Authorization and Concurrent Review Requirements 


 For Vendors with pre-authorization or concurrent review programs: 


 A. Pre-authorization and concurrent review decisions are supervised by qualified medical 
professionals; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.–4.8.17.3.A. 


The Utilization Management Program Overview example defines how qualified medical 
professionals supervise the pre-authorization and concurrent review decisions. Specifics from the 
Overview are: 


Vice President Medical Affairs (Dr. Dennis Harston) 
The Chief Executive Officer delegates overall responsibility for the Utilization Management 
Program to the Vice President Medical Affairs, a Board Certified Physician through the American 
Board of Medical Specialties (ABMS), who holds a current, unrestricted medical license (MD or 
DO). 


The Vice President Medical Affairs is directly responsible for all Utilization Management 
decisions based on medical necessity; approves and directs the utilization and quality monitoring 
and evaluation activities including oversight of clinical decision-making aspects; reviews 
unresolved clinical quality of care issues, recommends actions and monitors follow up; provides 
guidance for clinical operational aspects; provides direction for the development and 
implementation of the Medical Services Strategic Plan; researches, assesses and provides a clinical 
determination for requests involving new technologies; has periodic consultation with 
practitioners in the field; and ensures the organizational objective to have qualified clinicians 
accountable to the organization for decisions affecting consumers. 
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Medical Director (Dr. David Harris, Dr. Michael Falvo) 
The Vice President Medical Affairs may delegate clinical review responsibility to the Medical 
Director. The Medical Director makes Utilization Management decisions based on medical 
necessity; may review unresolved clinical quality of care issues; recommends actions and monitors 
follow up; researches, assesses and provides a clinical determination for requests involving new 
technologies; performs other assignments as directed by the Vice President Medical Affairs. 


Physician Advisors/Independent Review Organizations 
The Physician Advisors are participating physicians, who are Board Certified, representing 
different specialties in the community. Their role, as defined by the Vice President Medical 
Affairs, is to advise about generally accepted practice standards in their areas of expertise. They 
may recommend and provide input into Utilization Management policy and procedures; and may 
recommend the development and/or adoption of clinical practice guidelines in their areas of 
expertise, including both preventive and non-preventive guidelines. They may review and 
recommend the development and/or adoption of health management programs relevant to the 
membership needs. 


Independent Review Organizations provide assistance to the Vice President Medical Affairs by 
making peer review decisions on a case-by-case basis. They will review cases specific to their field 
of expertise, and they are reimbursed according to the agreed-upon contracted rate. 


 


 B. Efforts are made to obtain all necessary information, including pertinent clinical information, 
and consult with the treating physician, as necessary; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.B. 


One of the stated goals in the UM Program Overview example is to ensure efforts are made to 
obtain all necessary clinical information to enable a complete and efficient medical review. This 
can include consultation with the ordering or treating physician as indicated. 


 


 C. The reasons for decisions are clearly documented and available to the recipient; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.C. 


All utilization reviews are documented in the electronic utilization management systems, and 
members can obtain information about the determinations by calling Customer Service. 
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 D. The Vendor’s prior authorization policies and procedures must be consistent with provision of 
covered medically necessary medical and dental care in accordance with community standards 
of practice; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.D. 


As stated in the Utilization Management Program Overview, a Medical Advisory Committee is 
active. The members of this Committee are participating physicians, who are Board Certified, 
representing different specialties in the community served. Their role, as defined by the Vice 
President Medical Affairs, is to advise about generally accepted practice standards in their areas of 
expertise. They may recommend and provide input into Utilization Management policy and 
procedures and may recommend the development and/or adoption of clinical practice guidelines 
in their areas of expertise, including both preventive and non-preventive guidelines. They may 
review and recommend the development and/or adoption of health management programs 
relevant to the membership needs. 


 


 E. There are well-publicized and readily available mechanisms for recipient appeals and 
grievances as well as provider disputes. Providers may pursue an appeal on the recipient’s 
behalf with the recipient’s written authorization. The Notice of Action must include a description 
of how to file an appeal; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.E. 


The member handbook, the member website, and an attachment to all notice of action letters 
advise members and physicians of their appeal rights. 


 


 F. Appeal and grievance decisions are made in a timely manner as warranted by the health of 
the enrolled recipient; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.F. 


The Quality Improvement Committee monitors the appeal and grievance turnaround times 
monthly to ensure that all accreditation and regulatory requirements are met. 


 


 G. There are mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction or other measures; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.G. 
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Each month, the Quality Improvement Committee receives and evaluates a report of member 
complaints received. Additionally, a yearly member and provider satisfaction survey is completed, 
reported to the Quality Improvement Committee, and evaluated for opportunities for 
improvement. 


 


 H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, Vendors must ensure that 
compensation to individuals or entities that conduct utilization management activities is not 
structured so as to provide incentives for the individual or entity to deny, limit, or discontinue 
medically necessary services to any member; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.H. 


As stated in the Utilization Management Program Overview, staff who are involved in decision 
processes, including, but not limited to, Medical Directors, Physician Advisors and other 
utilization management staff, will be compensated at the contracted rate or salary based on their 
overall work performance. They are not compensated based on the outcome of individual 
certification decisions or based on the number or type of non-certification decisions rendered. 


 


 I. If the Vendor delegates responsibility for utilization management, it has mechanisms to ensure 
that the delegate meets these standards. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.17.3.I. 


The IQAP for CoventryCares specifies: 


CoventryCares may delegate some aspects of Credentialing and Utilization Management, 
according to our delegation policy. However, CoventryCares retains the final denial authority and 
ultimate accountability for any delegated activity. Prior to delegating functions to another entity, 
CoventryCares will conduct a review of the potential contractor’s policies and procedures and 
capacity to perform delegated functions. Performance expectations, methods of oversight, and 
processes for evaluation are contained in delegation agreements between CoventryCares and the 
delegate and in CoventryCares’ policy and procedures. Any delegate is obligated to meet 
minimum performance expectations and maintain those standards throughout the duration of the 
delegated arrangement. In the event a delegate is unable to adequately perform a delegated 
function, CoventryCares may resume performance of that function. At a minimum, an annual 
audit, as well as evaluation of all delegate activities, are conducted and reported to the QIC. 
Corrective action plans are implemented based upon oversight results as deemed necessary by the 
QIC. 


CoventryCares’ CEO retains the right to delegate these functions. Any delegated functions are 
fully described in a required signed written formal delegation agreement between CoventryCares 
and each delegated entity, which includes an effective date. All agreements with delegated 
entities must include the MCO’s right to resume the responsibility for conducting the delegated 
function should the delegated entity fail to meet MCO standards. The delegated entity may not 
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sub-delegate its responsibilities without written approval from CoventryCares. CoventryCares 
retains overall accountability for any delegated functions. 


4.8.18 Standard XIV: Continuity of Care System 
 The Vendor has put a basic system in place, which promotes continuity of care and case 


management. The Vendor must take a comprehensive and collaborative approach to coordinate 
care for the eligible population and conditions as specified by DHCFP through an effective case 
management program, partnerships with primary care physicians and specialists, provider and 
recipient participation, recipient/family outreach and education, and the ability to holistically 
address member’s health care needs. Care coordination must include not only the specific 
diagnosis, but also the complexities of multiple co-morbid conditions, including behavioral 
health, and related issues such as the lack of social or family support. 


4.8.18.1 Vendor must offer and provide case management services which coordinate and monitor the 
care of members with specific diagnosis and/or who require high-cost or extensive services. The 
Vendor’s case management program must include, at a minimum, the following: 


 A. Identification of members who potentially meet the criteria for case management; through 
health risk assessment and tailoring care management programs to the recipients need, 
respecting the role of the recipient to be a decision maker in the care planning process. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.–4.8.18.1.A. 


CoventryCares identifies members for whom we expect intensive management will improve 
quality of care and reduce inappropriate use of medical care. 


The Case Management (CM) program is not a treatment plan. Medical treatments are determined 
solely by the member’s physician. The program is designed to engage, educate and empower 
members to take ownership for their health care. 


The CM program offers special assistance to members with serious and complex, long-term 
medical needs and promotes quality of care to reduce the likelihood of extended, more costly 
health care. It provides a method for ensuring that health care for members is improved while 
medical costs are managed to the appropriate level. 


Our CM program proactively identifies members at risk for worsening of an existing illness or 
disability. Our Case Managers focus on the continuum of care, addressing the health care needs of 
the member/caregiver, and stressing medically appropriate care and member/caregiver 
involvement in the health care process. Those members whose health care needs require, or are 
expected to require, extensive use of specific medical resources are assessed for enrollment in the 
CM program. 


We use multiple sources to identify members for referral to case management. Our predictive 
modeling Care Management Tool (CMT) and Clinical Rules Engine (CRE) routinely mine medical 
and pharmacy claims utilizing clinical algorithms to identify members for disease management 
and the case management programs. 
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Other referral sources include, but are not limited to: 


• Prospective referrals from members 


• Providers 


• MCO employees 


• Transition of care forms 


• Completed health risk assessments (HRAs) 


These sources may identify members before claims have been incurred. 


CoventryCares will screen all new members using an age-appropriate Health Risk Assessment 
(HRA) questionnaire. Our comprehensive screening program will identify those members with 
case management needs as well as those who may be in need of preventative services. HRAs are 
conducted telephonically or in-person, unless a member requests a copy be sent to them via mail. 
A telephonic approach allows the screener to conduct assessments on all eligible members within 
the household during one telephone call. Members can also complete an HRA online via a secured 
link on our Web site. Members who answer affirmative to any question flagging them as potential 
high risk will be referred to our Case Manager for a more in-depth assessment. It is during this 
process that our Case Manager, along with the member, determines the member’s needs and 
begins to develop the comprehensive case plan. 


 


 B. Assessment of the health condition for members with a positive screen. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.B. 


Case managers have a variety of standardized assessment forms to assist them in the evaluation of 
the member’s needs and barriers to achieving optimal health outcomes. The assessment tools 
incorporate nationally recognized standards of care and are specific to the member’s health 
condition or situation. 


 


 C. Notification to the members PCP of the member’s enrollment in the Vendor’s case 
management program; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.C. 


Case Managers notify the PCP of the member’s enrollment in Case Management during the Case 
Plan Review and Comment process. 
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 D. Development and implementation of a care treatment plan for members in case management 
based on the assessment which includes: 


 1. Member and PCP participation in both development and implementation phases of the care 
treatment plan; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.D - 4.8.18.1.D.1. 


The Case Manager works in conjunction with the member/caregiver and primary care provider to 
develop a member-centric case plan to address knowledge deficits and barriers to care. Next, the 
Case Manager develops and prioritizes goals and relevant interventions to implement the case 
plan. Periodically, the Case Manager contacts the member to monitor progress and updates the 
case plan as appropriate. Finally, the Case Manager documents all steps of the case management 
process including interactions, interventions and outcomes. 


 


 2. Coordination of care and communication between the member, PCP, and other service 
providers and Case Managers; and  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.D.2. 


The Case Manager coordinates all of the member’s needs in conjunction with the 
member/caregiver, primary care provider and case management team including: 


• Education regarding his or her disease or condition, treatment plan, preventive health care, 
standards of care, medications and benefits 


• Completion of additional assessments, if warranted 


• Collaboration with the member and his or her medical home to facilitate compliance with the 
treatment plan 


• Case planning to achieve optimal outcomes 


• Coordination of services within the health care continuum including community resources 


• Assistance in scheduling appointments and transportation 


• Selecting or changing his or her primary care provider 


• Monitoring progress towards goals 
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 3. Coordination with State and county agencies, as appropriate, [e.g., the Aging and Disability 
Services Division; Division of Child & Family Services; Governor’s Office of Consumer Health 
Assistance (CHA); Office of Disability Services; http://govcha.state.nv.us/Health Division; Mental 
Health and Developmental Services Division (MHDS); Division of Welfare and Supportive 
Services; and Substance Abuse Prevention and Treatment Agency (SAPTA)], as well as other 
public assistance programs, such as the Women, Infant, Children (WIC) program; teen 
pregnancy programs; parenting programs; and, Child Welfare programs. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.1.D.3. 


CoventryCares will keep a current listing of appropriate community resources and state and 
county agencies available for members. The Case Managers and Social Workers will be provided 
this information as part of their ongoing training to ensure coordination with all community 
resources in meeting the member’s needs.  


4.8.18.2 The following components should be incorporated into the Vendor case management program:  


 A. Identification 


 Vendor must have mechanisms in place to identify members potentially eligible for case 
management services. These mechanisms must include an administrative data review (e.g. 
diagnosis, cost threshold, and/or service utilization) and may also include telephone interviews; 
mail surveys; provider/self referrals; or home visits. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2 - 4.8.18.2.A. 


CoventryCares uses multiple sources to identify members for case management referral, including, 
but not limited to: 


• Prospective referrals from members, providers, MCO employees, transition of care forms, and 
completed health risk assessments (HRA). These sources may identify members before claims 
have been incurred. 


• Our predictive modeling Care Management Tool (CMT) and Clinical Rules Engine (CRE) 
routinely mine medical and pharmacy claims utilizing clinical algorithms to identify members 
for disease management and the case management programs. 


 B. Assessment 


 The Vendor must arrange for or conduct an initial comprehensive assessment of new members, 
to confirm the results of a positive identification and to determine the need for case 
management services within 90 days of enrollment. Face-to-face assessments shall be 
conducted, as necessary. The goals of the assessment are to identify the member’s existing 
and/or potential health care needs and assess the member’s need of case management 
services. 


 The comprehensive assessment must evaluate the member’s physical health, behavioral 
health, co-morbid conditions, and psycho-social, environmental, and community support needs. 



http://govcha.state.nv.us/Health
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The assessment must be completed by a physician, physician assistant, RN, LPN, licensed 
social worker, or a graduate of a two-or four-year allied health program. If the assessment is 
completed by another medical professional, there should be oversight and monitoring by either 
a registered nurse or physician. 


 Furthermore, the Vendor must provide information to the members and their PCPs that they 
have been identified as meeting the criteria for case management, including their enrollment 
into case management services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.B. 


Case Managers have a variety of standardized assessment tools to evaluate the member’s needs 
and barriers to achieving optimal health outcomes. Specific to the member’s health condition, the 
assessment tools incorporate nationally-recognized standards of care. 


After completing a brief initial assessment, the Case Manager reviews any existing claims history, 
HRA, transition of care forms, and may visit with the member/caregiver and/or provider to 
identify if the member could benefit from enrollment in the case management program. After the 
initial assessment, if the member enters the Case Management Program, the Case Manager 
completes a comprehensive assessment specific to the member.  


Program activities include: 


• Stratification for intervention – If enrolled in the program, the Case Manager will stratify the 
member based upon the severity of  his or her condition, needs, probability of acute care 
admission, and projection of future costs. The level of stratification (low, moderate, high) 
drives the frequency of initial and ongoing outreach interactions. 


• Case planning – The Case Manager works in conjunction with the member/caregiver and 
primary care provider to develop a member-centric case plan to address knowledge deficits 
and barriers to care. 


Care plan development and goal- setting must include member participation and agreement. 
Reassessment is important to determine graduation from case management. It is periodically 
conducted to assess completion of goals after an Emergency Department visit or hospitalization as 
a result of psychosocial changes. 


 C. Prioritize Care Needs of the Member 


 The Vendor must develop methods to synthesize assessment information to prioritize care 
needs and develop treatment plans. Once the members care needs have been identified, the 
Vendor must, at a minimum: 


 1. Develop a care treatment plan (as described below); 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.18.2.C. - 4.8.18.2.C.1. 


The Case Manager develops and prioritizes goals and relevant interventions to implement the case 
plan for the member. 
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 2. Implement member-level interventions;  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.C.2. 


The care treatment plan contains member–level interventions in the form of specific goals to be 
met. 


 


 3. Continuously monitor the progress of the patient; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.C.3. 


After the Case Manager develops and prioritizes goals and relevant interventions to implement 
the case plan, the Case Manager periodically reaches out to the member to monitor progress and 
updates the case plan as appropriate. 


 


 4. Identify gaps between care recommended and actual care provided, and propose and 
implement interventions to address the gaps; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.C.4. 


The purpose of the periodic assessment with the member is to  


• Identify progress in meeting goals 


• Identify gaps in recommended care and actual care provided 


• Revise the goals and treatment plan to address gaps 


 5. Re-evaluate the member’s care needs and adjust the level of case management services 
accordingly. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.C.5. 


The periodic reassessments result in adjustments to the care treatment plan and the level of case 
management services needed. 


 


 D. Care Treatment Plan 


 Based on the assessment, the Vendor must assure and coordinate the placement of the 
member into case management and development of a care treatment plan within 90 days of 
membership. The care treatment plan as defined by DHCFP is the one developed by the 
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Vendor. The member and the member's PCP must be actively involved in the development of 
the care treatment plan. The designated PCP is the physician who will manage and coordinate 
the overall care for the member. Ongoing communication regarding the status of the care 
treatment plan may be accomplished between the Vendor and the PCP’s designee (i.e. qualified 
health professional). Revisions to the clinical portion of the care treatment plan should be 
completed in consultation with the PCP. 


 The Vendor must arrange or provide for professional care management services that are 
performed collaboratively by a team of professionals (which may include physicians, physician 
assistants, nurses, specialists, pediatricians, pharmacists, behavior health specialists, and/or 
social workers) appropriate for the member’s condition and health care needs. 


 The care treatment plan should reflect the member’s primary medical diagnosis and health 
condition, any co-morbidity, and the member’s psychological and community support needs. At 
a minimum, the Vendor’s physical health Case Manager must attempt to coordinate care with 
the member’s Case Manager from other health systems, including behavioral health. The care 
treatment plan must also include specific provisions for periodic reviews of the member’s 
condition and appropriate updates to the plan. 


 Vendor must honor ongoing care treatment plans, as medically necessary, for members 
transferred into the Vendor’s plan from another Medicaid Vendor, a State-designated HIX plan 
or any other existing care treatment plans. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.2.D. 


Our care plans meet the requirements specified in section 4.8.18.D.  


 


 E. Designation of PCP 


 For members with case management needs, the designated PCP is the physician who will 
manage and coordinate the overall care for the member. See Section 4.2.1.8 for other PCP 
designation requirements. In addition, the Vendor will facilitate the coordination of the members 
care and ensure communications between the member, PCP, and other service providers and 
Case Managers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.E. 


The PCP plays an integral role in the management and care coordination activities of the 
CoventryCares member enrolled in Case Management.  


The PCP is responsible for developing and maintaining the treatment plan for the member. Our 
Case Manager develops the case management plan around this treatment plan, in concert with the 
PCP, any other treatment providers and the member. Long and short-term, prioritized goals are 
developed specific to the member’s and/or caregiver’s needs and preferences. Ongoing evaluation 
of the case management plan is accomplished through frequent communication with the member, 
caregivers, family and all members of the care team. Interim reassessments or new assessments 
may be done to evaluate progress or evaluate new conditions or situations that may arise. The case 
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management plan is modified as needed. Goals are updated and appropriate interventions are 
planned. Any changes to the case plan are communicated in writing to the member, the PCP and 
other service providers. 


CoventryCares will allow a specialist or State-operated clinic to act as the member’s PCP when 
need is identified in accordance with section 4.2.1.8. 


 


4.8.18.3 Case Management Program Staffing 


 The Vendor must identify the staff that will be involved in the operations of the case 
management program, including but not limited to: Case Manager supervisors, Case Managers, 
and administrative support staff. The Vendor must identify the role/functions of each case 
management staff member as well as the required educational requirements, clinical licensure 
standards, certification and relevant experience with case management standards and/or 
activities. Furthermore, the Vendor must provide Case Manager staff/member ratios based on 
the member risk stratification and different levels of care being provided to members. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.3. 


CoventryCares is committed to providing cultural and linguistic appropriate services to all 
members. Staffing for Case Management for CoventryCares will be based upon membership, 
member risk stratification and specialty program needs in accordance to ratios for 100,000 
members. The Case Management Department at CoventryCares will be staffed with the following 
positions. 


Manager of Case Management 
The Manager of Case Management is responsible for the daily management of the health services 
area of Complex Case Management. This position serves in an active managerial role in the 
development, implementation, and evaluation of the case management process. Job specifications 
include: 


• Registered nurse with current state RN license. Bachelor’s degree preferred 


• Case management certification required 


• Previous experience (usually 5+ years) in case management 


• Significant experience (usually 3+ years) clinical experience 


• Previous experience (usually 3+ years) managerial experience 


Supervisor of Case Management 
The Supervisor of Case Management is responsible for the daily supervision of the Complex Case 
Management team. Serves in an active managerial role in the development, implementation, and 
evaluation of the utilization management process. Job specifications include: 


• Registered nurse with current state RN license 
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• Case management certification required 


• Bachelor’s degree or equivalent experience preferred 


• Significant experience (usually 2+ years) in utilization management 


• Significant experience (usually 3+ years) clinical experience 


• Previous experience (usually 2+ years) supervisory experience 


Social Workers 
The Social Workers function as the central coordinator of care for members identified as having 
long-term rehabilitation needs as a result of catastrophic illness. Responsible for implementing 
and coordinating all case management activities relating to catastrophic cases including 
consultant referrals, home care visits, use of community resources and alternative levels of care. 
Provides psychosocial interventions through resource identification, program development and 
other means. Interventions provided for members in complex caseload as well as to the 
membership in conjunction with the Utilization Management/Complex Case Management team. 
Job specifications include: 


• Master’s degree in Social Work from an accredited school of social work required. LSW 
preferred 


• Minimum of two years experience in medical social work. Thorough knowledge of casework 
and group work principles, practices, and methodology. Extensive knowledge of community 
resources. 


• Considerable knowledge of individual and group behavior and inter-relationships among 
social, economic, psychological, and physical factors 


• Considerable knowledge of the regulations, standards, and policies which relate to social work 
practice 


• Ability to work effectively with members, families, and others to enhance psychosocial 
adjustment to illness and injury 


• Ability to analyze, interpret and evaluate a member’s clinical status and recommend an 
appropriate course of action based on professional perspective 


Case Managers 
Case Managers function as the central coordinator of care for members identified as having 
chronic disease processes or for members in select physician practices. Responsible for 
implementing and coordinating all case management activities relating to catastrophic cases and 
chronically ill members including consultant referrals, home care visits, use of community 
resources, and alternative levels of care. May be responsible for developing and executing 
implementation plans with a physician practice to coordinate all case management activities. May 
use computer-based systems to review medical experience of members and interact with plan 
staff. This position may specialize within a disease area. Job specifications include: 


• Registered nurse with current state RN license. Bachelor’s degree preferred 
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• Case management certification preferred 


• Previous experience (usually 1+ years) in case management 


• Significant experience (usually 3+ years) clinical experience 


• Utilization management experience and knowledge of community resources preferred 


• Experience with using computer systems as part of the clinical activity 


A general staffing model is presented in Figure 40 below (based upon an assumption of 100,000 
members). However, these numbers would need to be adjusted upon member enrollment, need 
determination and risk stratification. 


Figure 40: General Staffing Model 


Area Job Title FTEs 


Administration VP/Director, Health Services 0 


Administrative Assistant 1 


Social Workers 2 


Complex Case Mgrs/Condition Mgmt Nurses 12 


Supervisors 3 


CM 


UM Director—Health Services 1 


NICU NICU Case Manager 2 


HROB High Risk OB Nurse Case Manager 6 


 


4.8.18.4 Case Management Conditions 


 The Vendor must, at a minimum, provide case management to members with the following 
clinical and behavioral health conditions:  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4. 


The following programs will be deployed for members of CoventryCares. 


• Congestive Heart Failure (CHF) 


• Coronary Artery Disease (CAD) 


• Hypertension (HTN) 


• Diabetes 


• Chronic Obstructive Pulmonary Disease (COPD) 
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• Asthma 


Medical Program Overview 
CoventryCares manages members with chronic medical conditions such as diabetes, including co-
morbid conditions, through comprehensive and integrated case management programs that 
incorporate: 


• Disease Management 


• Case Management 


• Chronic Care Management 


• Coordination/Transition of Care 


Each of CoventryCares clinical programs are designed to improve the quality of life and decrease 
health care costs for individuals with chronic conditions. The fundamental tenets of all of our care 
programs include: empowering our members; promoting strong linkage to the member’s medical 
home; and adherence to case plans and evidence-based guidelines. 


Disease Management 
Coventry and CoventryCares use evidence-based clinical practice guidelines along with medical 
and scientific evidence based reviews as the foundations for all disease management programs. 
Guidelines are selected by professional organizations and are reviewed annually for relevance and 
accuracy. National guideline clearinghouses are searched annually to ensure the most relevant 
current guidelines are used for our programs. Off-cycle review is conducted as indicated for any 
urgent new recommendations. Providers can access the evidence-based clinical guidelines used in 
the disease management programs via the provider portal website. 


Disease Management is a population-based approach to managing members with chronic illness. 
Members with a specific disease/condition are identified through a variety of methods including 
claims data, pharmacy data, hospitalizations, Health Risk Assessment (HRA) data, and referrals. 
Our Care Management Tool (CMT) can effectively mine multiple sources of data to identify and 
refer members that are potential candidates for our Disease Management programs. The level of 
intervention is then based on risk stratification as follows. 


The Disease Management Program focuses on diseases/conditions that are representative of high 
volume, high risk, or high cost for the Health Plan. Those members at high risk requiring 
individualized management are referred to the Health Plan’s Complex Case Management 
Program. Moderate risk and low risk members receive educational mailings, outbound welcome 
calls for newly identified members, outbound calls for knowledge assessments and education, and 
unlimited inbound calls, educational mailings, reminder calls for gaps in care, and reminder post 
cards. 


The goals of the Disease Management Program are to improve the members’ health care outcomes, 
reduce morbidity and mortality, and reduce overall health costs. Coventry and CoventryCares 
work with members and physicians to achieve the following goals: 


• Educate and empower members towards self-management 
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• Educate and support physicians through evidenced-based guidelines 


• Educate on the prevention of acute events due to identified disease management condition 


Members are identified for the programs by the CoventryCares clinical rules engine and our Case 
Management Tool which mines claims data (medical and pharmacy) and Health Risk Assessment 
data to identify members with the selected chronic conditions. Members are then flagged in 
Navigator Care, our case management system, and contacted to encourage enrollment into the 
appropriate disease management program(s). Members with more than one condition (co-
morbids) will be enrolled, with the member’s permission, in all applicable programs. Members are 
also stratified as high, moderate or low risk based upon clinical algorithms which drive the level of 
outreach intervention.  


Stratifying Members According to Risk Level 
CoventryCares’ disease management programs are based on providing targeted interventions 
according to a member’s risk level. Using claims data, the members are identified and stratified 
into three risk levels: high, moderate and low. Stratification occurs at identification and then 
quarterly on-cycle using original stratification rules. Clinical claims stratification is as follows: 


• High Risk– members with two emergency department or inpatient events within the past six 
months 


• Moderate Risk– members with one emergency department or inpatient event within the past 
six months or a co-morbidity of diabetes 


• Low Risk– all members not at high or moderate risk 


The disease management interventions are stratified as shown in Figure 41: 


Figure 41: Disease Management Interventions by Stratification Levels 


Program Low Risk Moderate Risk High Risk 


Disease 
Management 
Chronic 
Condition 


• New Member 
Packet 


• Quarterly 
educational 
mailings 


• Case management 
(minimal to 
moderate 
intervention) 


• Bi-annual 
indicator letters 
for gaps in care 


• Outbound calls—
for new members 


• All Low-Risk 
interventions, plus 


o Case management 
(moderate 
intervention) 


o Outbound calls— 
for new members 
and gaps in care 


• All Moderate-Risk 
interventions, plus 


o Intensive case 
management 
(high 
intervention) 
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Members enrolled in programs are contacted to educate them about their disease/condition, 
explain the importance of regular office visits and compliance with condition-specific standards 
of care, and educate them regarding diet and exercise to improve overall health status. New 
members receive a welcome kit that includes a welcome letter explaining the program, and a 
brochure that includes condition-specific educational materials. 


Members will receive quarterly educational mailings specific or relevant to their disease condition. 
If a member has more than one chronic disease or condition (co-morbid), they will be enrolled in 
all applicable programs and receive welcome kits/mailings relevant to all programs. All 
educational materials sent to members are written at a sixth-grade reading level or lower. 


In addition to the mailings described above, members stratified as moderate or high-risk also 
receive targeted indicator letters reminding them to obtain important tests or to visit their 
treating physicians. For diabetes, all members regardless of risk level are sent the targeted 
indicator letter for missed services. These targeted interventions are based on evidence-based 
clinical guidelines and are mailed every six months to members who are missing one or more of 
the indicators according to claims data. 


Additional information and resources are available to our members on the CoventryCares website 
and through the online wellness programs. For members without access to a computer, the Case 
Manager prints and mails relevant materials to the member as needed. 


 


 A. Congestive Heart Failure (CHF); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.A. 


Heart Failure 
The CoventryCares Heart Failure Program consists of a multidisciplinary team working with our 
Medicaid members and physician providers to achieve the goals of improving the member’s 
quality of life and reduce avoidable medical events. The program employs state-of-the-art 
technology and a collaborative approach to achieve success. The team involves the member, any 
caregivers or family involved, the member’s physician and other ancillary providers, Medical 
Directors, Case Managers, pharmacists, social workers and the management and administrative 
team. 


The program has been structured to provide targeted education that will increase compliance 
with the member’s physician-prescribed treatment plan. The evidence-based treatment plan is 
tailored to improve compliance with screenings, tests and vaccinations as prescribed by the 
physician. The program involves the management of members by a Case Manager (CM). 


The Program Director/Medical Director serves as a subject matter expert and provides leadership 
to the team. The Program Director/Medical Director acts as the final decision-maker on member 
selection for enrollment, a liaison between the program and providers, and leader in the 
coordination of all program activities. 


The CM maintains a caseload of members identified for program participation; educates and 
manages members to an optimal state of wellness, and acts as a member advocate. In addition, the 
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CM plays a critical role in communication with providers. The CM is responsible for engaging all 
members of the care team including the member, the member’s family and/or caregiver, the 
treating physician and any ancillary providers, Medical Director, pharmacists, social worker and 
behavioral health team as appropriate. 


In addition, using just-in-time technology, the program is targeted at improving the timeliness of 
this care. In achieving compliance with and timeliness of the treatment plan, the member will have 
fewer inpatient admissions, emergency department visits and other complications of chronic 
illness, have an overall improvement in his/her state of well-being, and thus have a higher quality 
of life. Additional benefits of treatment plan compliance include the reduction in health care costs, 
including a reduction in avoidable inpatient admissions and emergency department visits, and 
possibly a delay in the progression of the disease. 


Program Health Benefits 
The program is designed to enhance member outcomes via focus on enhanced care coordination, 
disease education using techniques focused on the member’s activation level, pharmacy 
management, socioeconomic obstacle management, prevention and wellness activities and co-
morbidity management in the Medicaid population. In addition, encouragement of utilization of 
highly effective adjuncts, such as Pulmonary Rehabilitation, are felt to be critical to these 
outcomes. 


The program has been structured to provide targeted education to  increase compliance with the 
member’s physician-prescribed treatment plan. In achieving compliance with the treatment plan, 
members gain improved condition-specific knowledge. Through compliance with treatment 
plans, members experience: 


• Fewer inpatient admissions, Emergency Department visits, and other complications of chronic 
illness 


• An overall improvement in their state of well-being, and higher quality of life 


Program Cost Benefits 
The success of the program will be determined by the results of financial, utilization and clinical 
outcomes. The goal of the CoventryCares Heart Failure Condition Management programs is to: 


• Improve the member’s quality of life 


• Reduce avoidable medical events, especially emergency department visits and inpatient 
admissions, which improves overall treatment compliance 


• Reduce overall medical costs 


In addition, the program will focus on activities targeted at improving HEDIS® measures. 


Recent program data has revealed a 30% reduction in heart failure-related hospital re-admissions 
at 60 days. In addition, there was a 12% increase in the member PCP visits indicating a more 
appropriate use of outpatient services. Outcomes data shows a 65% reduction in inpatient admits, 
24% reduction in the 30-day re-admit rate, and total medical spending reduction of 16% with an 
increase in total pharmacy spending. 
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 B. Coronary Arterial Disease (CAD); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.B. 


Coronary Artery Disease Management 
CoventryCares recognizes the significant burden of cardiovascular disease. CoventryCares 
developed a program that provides ongoing, comprehensive case management to members with 
coronary artery disease (CAD) that increases the member’s awareness of his or her condition and 
the value of its treatment and self-management. With proper education and self-care, members 
with CAD can prevent or control related complications and lead healthier lives. 


Program Goals 
CoventryCares works with our members and physicians to achieve the following coronary disease 
management program goals: 


• Moving members towards self-management 


• Supporting physicians through evidence-based guidelines 


• Preventing acute events due to CAD 


Case management services are provided to all members with CAD. All members with the 
condition are identified and are included in the program. They are given information about how to 
opt-out, if they choose. 


Informing and Educating Providers 
Providers who care for CoventryCares’ members are provided information about the CAD Disease 
Management Program. This program information is either mailed or made available to them 
through our Web site. 


Identifying Members 
All members age 18 and older with a diagnosis of CAD in the past 12 months are included in the 
program. Members are identified on a daily basis from a variety of sources including: 


• Medical Claims 


• Inpatient Referral 


• Staff Identification (CSO, concurrent review nurses) 


• 24-hour Nurse Line 


• Member Self-identification (including HRAs) 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


560  Medicaid Managed Care Organization Services RFP 1988 


Clinical Guidelines 
The clinical guidelines for the program are based on those developed by the American Heart 
Association and the National Heart, Lung and Blood Institute. In addition to routine preventive 
and follow-up care, all CoventryCares’ members identified with CAD have the following 
screening and preventive services: 


• Documented Angiotensin Converting Enzyme (ACE Inhibitor) or Angiotensin II Receptor 
Blockers (ARB) 


• Documented Beta Blocker use 


• Cholesterol testing annually with an LDL<100 and reduction to less than 70 or high dose statin 
therapy 


• Annual provider visit 


• Annual influenza vaccination, as well as a pneumococcal vaccination at least once in a lifetime. 
Revaccination is recommended for those older than 64 if the pneumococcal vaccine was 
administered more than five years prior. 


• Advice on aspirin use 


• Advice to quit smoking 


Targeted Interventions by Risk Level 
Interventions are chosen based on their ability to impact behavior and are targeted to members by 
risk level. Research has shown that the more targeted or directed the message/intervention is to 
the member, the greater the influence on the member’s behavior. CoventryCares’ model for 
disease management provides case management for those at the highest risk for CAD 
complications, targeted mailings to those at moderate risk, and reminders and general education 
to all members. 


Newly identified members with CAD receive a Welcome Call and a Welcome Kit that contains: 


• Welcome letter 


• CAD action plan 


• CAD brochure 


All members with CAD receive quarterly educational mailings that include: 


• CAD action plan 


• General health information regarding CAD 


• Smoking cessation information 


• Information on the importance of flu and pneumonia vaccines 


Members at moderate risk (in addition to the above interventions) who have not completed all of 
the clinical measures receive an indicator letter (e.g., no claim for cholesterol test, or no annual 
visit to provider). 
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In addition to the above interventions, the following is done for all high risk members enrolled in 
case management: 


• Conduct CAD assessment in Navigator Care 


• Provide case management and follow the guidelines for co-morbidities 


• If the member has co-morbidities managed through another program, they will receive 
reminders regarding necessary tests and services 


• Review and educate the member about the medications taken 


• Coordinate care with the cardiologist 


• Send additional educational materials to the member, if necessary 


• Remind members about the importance of receiving pneumonia and flu vaccines 


The program has produced incremental improvements in the Coventry Medicaid population with 
CAD, specifically in the areas of medication adherence and compliance with recommended 
laboratory testing. Figure 42 shows annual LDL screening outcomes. 


Figure 42: Outcome Measures for Annual Low-density Lipoprotein (LDL) 


  2010 2011 


Active Members 2,025 3,820 


Compliant Population 1,183 2,380 


Non-Compliant Population 842 1,440 


A
N


N
U


A
L 
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Compliance % 58.4% 62.3% 


 


C. Hypertension (excluding Mild Hypertension); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.C. 


CoventryCares’ Hypertension Case Management Program is designed to improve quality of life 
and manage costs for hypertensive members. Members are stratified based on disease severity: low 
risk, moderate risk, or high risk tiers. 


At every tier, the case management interventions include the following initiatives: 


• Measure weight, waist circumference and blood pressure 


• Follow laboratory measures 


• Counsel regarding lifestyle behaviors 


• Real-time communication with medical home, as needs arise 


• Referral to community resources 
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In addition to traditional Case Management for hypertension members, CoventryCares uses a 
multi-faceted approach to managing members with chronic health and/or co-morbid conditions 
such as hypertension. Our integrated disease management (DM) and innovative case management 
(CM) and condition management programs (CMP) allow us to identify and intervene utilizing 
nationally recognized standards of care. 


 


 D. Diabetes; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.D. 


CoventryCares’ Diabetes Case Management Program is designed to improve quality of life and 
manage costs for diabetic members. Members are stratified based on disease severity: low risk, 
moderate risk, or high risk tiers. 


At every tier, the case management interventions focus on the following initiatives: 


• Measure weight, waist circumference and blood pressure 


• Follow laboratory measures, including Hemoglobin AIC 


• Counsel regarding lifestyle behaviors 


• Real-time communication with medical home, as needs arise 


• Referral to community resources 


In addition to traditional Case Management for diabetic members, CoventryCares uses a multi-
faceted approach to managing members with chronic health and/or co-morbid conditions such as 
diabetes. Our integrated disease management (DM) and innovative case management (CM) and 
condition management programs (CMP) allow us to identify and intervene utilizing nationally 
recognized standards of care. 


Targeted Interventions by Risk Level 
Interventions are chosen based on their ability to impact behavior and are targeted to members by 
risk level. Research has shown that the more targeted or directed the message/intervention is to 
the member, the greater the influence on the member’s behavior. CoventryCares model for disease 
management provides case management for those at the highest risk for Diabetes complications, 
targeted mailings to those at moderate risk, and reminders and general education to all members. 


Newly identified members with Diabetes receive a Welcome Call and a Welcome Kit that 
contains: 


• Welcome letter 


• Diabetes action plan 


• Diabetes brochure 


All members with Diabetes receive quarterly educational mailings that include: 


• Diabetes action plan 
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• General health information regarding smoking cessation information 


• Information on the importance of flu and pneumonia vaccines 


Members at moderate risk (in addition to the above interventions) who have not completed all of 
the clinical measures receive an indicator letter (e.g., no claim for cholesterol test, or no annual 
visit to provider). 


In addition to the above interventions, the following is done for all high risk members enrolled in 
case management: 


• Conduct Diabetes assessment in Navigator Care 


• Provide case management and follow the guidelines for co-morbidities 


• If the member has co-morbidities managed through another program, they will receive 
reminders regarding necessary tests and services 


• Review and educate the member about the medications taken 


• Coordinate care with the physician 


• Send additional educational materials to the member, if necessary 


• Remind members about the importance of receiving pneumonia and flu vaccines 


CoventryCares ’s Diabetes Disease Management Program is also designed to improve quality of 
life and manage costs for diabetic members. 


The clinical guidelines for the program are based on those developed by the American Diabetes 
Association. All Coventry Health Care members identified as having diabetes should have, in 
addition to routine preventive and follow-up care, the following screening and preventive 
services: 


• Documented medication compliance: oral anti-diabetic or insulin 


• Documented HbA1c twice yearly if meeting treatment goals or four times yearly if not meeting 
goals or if there is a change in treatment 


• Annual comprehensive dilated eye exam for adults and children 10 years and older, with type 2 
diabetes, beginning at diagnosis and then annually thereafter 


• Foot exam at least annually 


• Microalbumin/Creatine ratio: <30mg/g 


• Annual lipid profile with LDL<100mg 


• Annual influenza vaccination, as well as a pneumococcal vaccination for all members greater 
than two years of age at least once in a lifetime. Revaccination is recommended for those > 64 
if the pneumococcal vaccine was administered more than five years ago. 


• Advise to quit smoking 


• Blood pressure treatment to attain/maintain a blood pressure of less than 130/80 or 95th 
percentile for age, sex, and height 
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 E. Chronic Obstructive Pulmonary Disease (COPD); 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.E. 


CoventryCares manages members with chronic medical conditions such as chronic obstructive 
pulmonary disease (COPD), including co-morbid conditions, through comprehensive and 
integrated case management programs. 


Targeted Interventions by Risk Level 
Interventions are chosen based on their ability to impact behavior and are targeted to members by 
risk level. Research has shown that the more targeted or directed the message/intervention is to 
the member, the greater the influence on the member’s behavior. CoventryCares model for disease 
management provides case management for those at the highest risk for COPD complications, 
targeted mailings to those at moderate risk, and reminders and general education to all members. 


Newly identified members with COPD receive a Welcome Call and a Welcome Kit that contains: 


• Welcome letter 


• COPD action plan 


• COPD brochure 


All members with COPD receive quarterly educational mailings that include: 


• COPD action plan 


• General health information regarding smoking cessation information 


• Information on the importance of flu and pneumonia vaccines 


Members at moderate risk (in addition to the above interventions) who have not completed all of 
the clinical measures receive an indicator letter (e.g., no claim for cholesterol test, or no annual 
visit to provider). 


In addition to the above interventions, the following is done for all high risk members enrolled in 
case management: 


• Conduct COPD assessment in Navigator Care 


• Provide case management and follow the guidelines for co-morbidities 


• If the member has co-morbidities managed through another program, they will receive 
reminders regarding necessary tests and services 


• Review and educate the member about the medications taken 


• Coordinate care with the physician 


• Send additional educational materials to the member, if necessary 


• Remind members about the importance of receiving pneumonia and flu vaccines 
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CoventryCares COPD Disease Management Program is also designed to improve quality of life 
and manage costs for COPD members. 


The clinical guidelines for the program are based on those developed by the Global Initiative for 
Chronic Obstructive Lung Disease, World Health Organization, National Heart, Lung and Blood 
Institute and the American Lung Association. The Chronic Obstructive Pulmonary Disease clinical 
guideline source used is Global Strategy for the Diagnosis, Management, and Prevention of 
Chronic Obstructive Pulmonary Disease. 


All members identified as having COPD should have, in addition to routine preventive and follow-
up care, the following screening and preventive services: 


• Short acting bronchodilators, then long acting agents (alone, then in combination), then 
addition of inhaled steroids 


• Routine Pulmonary function testing 


• Provider visit annually 


• Annual influenza vaccination, as well as a pneumococcal vaccination at least once in a lifetime. 
Revaccination is recommended for those > 64 if the pneumococcal vaccine was administered 
more than five years ago 


• Advise to quit smoking 


 


 F. Asthma; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.F. 


CoventryCares manages members with chronic medical conditions such as Asthma including co-
morbid conditions, through comprehensive and integrated case management programs. 


Targeted Interventions by Risk Level 
Interventions are chosen based on their ability to impact behavior and are targeted to members by 
risk level. Research has shown that the more targeted or directed the message/intervention is to 
the member, the greater the influence on the member’s behavior. CoventryCares model for disease 
management provides case management for those at the highest risk for Asthma complications, 
targeted mailings to those at moderate risk, and reminders and general education to all members. 


Newly identified members with Asthma receive a Welcome Call and a Welcome Kit that contains: 


• Welcome letter 


• Asthma action plan 


• Asthma brochure 


All members with Asthma receive quarterly educational mailings that include: 


• Asthma action plan 
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• General health information regarding smoking cessation information 


• Information on the importance of flu and pneumonia vaccines 


Members at moderate risk (in addition to the above interventions) who have not completed all of 
the clinical measures receive an indicator letter (e.g., no claim for cholesterol test, or no annual 
visit to provider). 


CoventryCares’s Asthma Disease Management Program is also designed to improve quality of life 
and manage costs for Asthma members. 


The clinical guidelines for the program are based on those developed by the American Lung 
Association and National Heart, Lung and Blood Institute (http://www.nhlbi.nih.gov/). All 
Coventry Health Care members identified as having asthma should have, in addition to routine 
preventive and follow-up care, the following screening and preventive services: 


• Documented appropriate asthma medication use 


• Provider visit annually (Internal Medicine/Family Practitioner or Pulmonologist for adults; 
Pediatrician/Family Practitioner or Allergist for children) 


• Annual influenza vaccination, as well as a pneumococcal vaccination at least once in a lifetime. 
Revaccination is recommended for those > 64 if the pneumococcal vaccine was administered 
more than five years ago. 


• Advise to quit smoking 


 


G. Severe Mental Illness; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.G. 


CoventryCares delegates all behavioral health/substance abuse services to Coventry’s subsidiary, 
MHNet, a managed behavioral health organization (MBHO) accredited by the National 
Committee for Quality Assurance (NCQA) and URAC. 


MHNet’s treatment philosophy is member-oriented and outcome-driven. MHNet’s health 
specialists and clinical personnel work with the member, member’s caregiver, provider, and 
CoventryCares’ Case Managers to determine specific needs, including those that do not fall into 
routine areas of treatment. 


Also, this team develops treatment protocols and outreach programs to accommodate specific 
member needs. By tailoring treatment systems to even the most unique requirements, MHNet 
successfully provides comprehensive, quality care. MHNet’s team includes: 


• Regional Executive Director -licensed clinician accountable for all behavioral health case 
management and utilization management functions; primary contact for escalated provider or 
member issues; and primary interface with the State for behavioral health service issues 


• Clinical Care Advocate Supervisor - supervises case management team who performs daily 
utilization management and case management functions for member services 



http://www.nhlbi.nih.gov/)
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• Case Managers – review, authorize, and coordinate behavioral health services for members 


• Discharge Planners – assist patients discharged from acute facilities or connected to outpatient 
services for ongoing aftercare 


• Provider Relations Specialist– addresses provider inquiries as well as coordinates network 
management and development 


• Quality Improvement Specialist – ensures compliance with the CoventryCares quality 
improvement programs to ensure program, accreditation, and regulatory standards are met 


• Compliance Specialist – oversees federal and state government or insurance program 
requirement compliance, coordinates all marketing material filings with the appropriate and 
applicable agencies and administrations, and provides research and analysis when requested 


Our primary objectives are comprehensive care, coordination of care, and continuity of care. These 
objectives are critically important to the Medicaid member who may have fewer resources and 
need more assistance navigating care. Every member calling in for treatment may be assessed for 
needed services from a Care Advocate who coordinates the member’s care with all providers and 
ensures that he/she receives continuous appropriate care. 


Whether a new member or an existing member is moved from one level of care to another, we feel 
strongly that a member’s treatment should never be interrupted, and we have built our successful 
processes and protocols around that principle. 


MHNet also: 


• Encourages the member’s compliance with his/her recommended treatment plan 


• Monitors progress 


• Regularly contacts the member directly to identify and remove barriers to care and make sure 
he/she is receiving optimal treatment 


MHNet assigns a licensed Care Advocate to all members being discharged from a hospital 
admission, as well as specialized Discharge Planners, to ensure a smooth transition back home, 
needed treatment services, and community-based supports for continued care. MHNet initiates 
follow-up member telephone calls and discharge letters to members post discharge in order to 
improve member follow-through with treatment plans and identify any barriers to care that can 
be addressed to prevent unnecessary recidivism. 


MHNet’s coordinated Case Management approach allows us to partner with community 
providers to establish treatment plans. These plans consider not only the member’s current care 
but also previous and potential behavioral health and medical conditions, co-morbidities, and 
substance abuse problems. 


Continuum of Care 
MHNet’s continuum of care for SMI and non-SMI members includes access to the following key 
services: 


• Outpatient office counseling visits 


• Outpatient psychiatry and medication management services (MD, ARNP) 
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• Home-based counseling and nursing visits 


• Home-based case management programs 


• Coordination with school-
based treatment services 


• Local CMHC programs and 
services 


• Hospital-based outpatient 
programs (e.g., IOP, Partial 
Hospital) 


• Residential treatment 
programs 


• Acute inpatient treatment 


• Medical acute 
detoxification programs 


• Telemedicine services 


• Telephonic case and disease 
management programs 


MHNet recognizes that 
members with SMI may 
require additional supports to 
manage their care. Generally, 
the services provided to 
members with SMI feature 
enhanced home and 
community program-based 
interventions focused on: 


• Individual goal setting 


• Symptom 
reduction/maintenance 


• Increasing support systems 


• Skill building and 
development 


• Improved community 
tenure 


All MHNet members, whether SMI or non-SMI, have full access to the continuum of services as 
needed via a toll-free behavioral health access telephone number. MHNet believes that treating 
members with non-SMI diagnoses is best practice and prevents the potential for member 
deterioration. 


This member’s story exhibits MHNet’s approach to coordination of care and case 
management activity that includes a member-centric focus, a take charge and active 
involvement in the health and wellness of our members, and successfully achieving the 
objective of including all key stakeholders in the members’ health service delivery system. 


Jane is a 14-year old female with a history of 14 emergency department (Emergency 
Department) visits within the past six months. MHNet’s case management and care 
coordination clinical initiatives with our Health Plans includes a review of high volume 
Emergency Department visits with subsequent behavioral health Case Manager outreach 
to members to assess needs and educate about available services and ongoing coordination 
with the Health Plan/PCP. 


Jane’s health care activity was reviewed as part of a combined Plan/MHNet case rounding 
program. Despite chronic Emergency Department visits for a variety of ailments reported 
by her mother, and multiple physician and neurological consults, no specific medical 
diagnosis could be identified. Further assessment revealed that she missed 45 percent of 
school days, failing four out of seven classes, and is at significant risk of not passing to the 
ninth grade level. The state Division of Family Services (DFS) was called to assess the 
home environment and found Jane in a wheel chair with a mask on her face. They also 
reported two older children in the home were on disability and that the mother had applied 
for disability for this member as well. The school reported Jane functioned well socially 
during the days she attended with no significant medical issues, and that she appears bright 
and able to perform better than her current level of functioning. They reported her mother 
frequently picked her up from school at about 10:00 a.m. reporting various illnesses and the 
need for doctor appointments. Munchausen Syndrome and Conversion Disorder were the 
suspected diagnoses. Behavioral health services were offered but initially refused by the 
mother. 


MHNet Case Manager engaged the mother with telephonic case management and was able 
eventually to have Jane begin therapy appointments. A care coordination meeting was 
organized (with the mother’s consent) by MHNet that included Jane’s therapist, teachers, 
school counselor, school nurse, the DFS case worker, and MHNet/Plan representatives 
(including our psychiatric Medical Director). The mother was invited to attend but 
refused. A plan was developed which involved more frequent therapy appointments with 
Jane and her mother, an evaluation of the need for child psychiatry services (previously 
rejected by her mother), supportive confrontation with her mother by the therapist about 
Jane’s history of health services activity with a recommendation for a short-term 
residential treatment program to create needed separation and further assessment of her 
functioning without her mother present, and increased involvement of both DFS and the 
school to ensure her school attendance improves quickly and significantly. It is too early at 
the time of this writing to report on clinical outcomes. 
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For this reason, the primary distinction between the continuum of care for SMI versus non-SMI 
members is the enhanced services offered to those with a SMI, which may include:  


• Assertive Community Treatment (ACT) team services 


• Peer support services 


• Supported employment services 


• Supported housing services 


These evidence-based practices may offer the additional supports that a member with a SMI 
diagnosis requires. MHNet does not limit these services based on member diagnosis. 


Licensed clinicians are available 24 hours a day, seven days a week. During business hours, 
Customer Service Representatives ask the caller a few questions to determine if a Care Manager 
should manage the call. The Customer Service Representatives facilitate prior authorization for 
routine outpatient services with a participating provider for an evaluation. 


MHNet’s after-hours hotline allows for members and providers to speak directly to a MHNet 
Clinical Care Advocate to arrange for both emergent and urgent services. When members in a 
crisis call MHNet’s toll-free telephone number, they are prompted to hit option #1, and they are 
connected to a live Clinical Care Advocate for immediate assistance. For routine services, 
requested after-hours, MHNet’s answering service takes a message and the call for routine 
services is returned the next business day. 


After-hours services include Crisis and Intervention Services with qualified behavioral health staff 
available to assess emergent and urgent needed services. 


Intensive Case Management 
MHNet treats the whole person, not just the disease, using a personalized and comprehensive 
approach to diagnosis and treatment. 


MHNet starts with early identification using all information available through behavioral health 
and medical claims, case management records and pharmacy data, as well as a comprehensive 
telephone assessment to ensure that the member is in the right program with the best-suited 
intensity of services. 


Empowered through this approach, MHNet addresses common issues in the Medicaid population. 
Members with SMI are placed in our disease management program to help them achieve better 
outcomes, closely following them through every step of their treatment and providing them with 
the support they need to improve their behavioral health. 


MHNet coordinates with CoventryCares to customize each member’s treatment, considering the 
whole person and the intricate interaction of physical, mental, emotional, environmental and 
social factors affecting his/her life and health. Care Advocates become health coaches and work to: 


• Support family involvement in member treatment 


• Promote disease awareness and member self-management through education 


• Encourage each member to follow best practices 
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MHNet’s Intensive Case Management Program decreases the member’s symptoms and enhances 
his/her level of functioning, achieving a superior clinical outcome and higher client satisfaction. 


The program also helps us realize a significant medical cost offset by coordinating medical and 
behavioral health care for members. We do this by building strong partnerships with providers 
and PCPs, providing practice guidelines and educational materials, focusing on increasing the 
medical community’s awareness of certain diseases, and supporting provider treatment plans. 


We also partner with State and community agencies to conduct outreach and coordinate care. A 
collaborative team, MHNet, CoventryCares’ disease management team and the treating providers 
assess the member’s mental/health status, treatment progress and goals, medication management, 
and how to best move forward with case planning. 


The program is structured around frequent assessments of the member’s recovery and resiliency, 
providing measurement and process outcomes data. Results are reviewed at the individual as well 
as aggregate level. MHNet’s Intensive Case Management Program is integrated into all levels of 
case management—from routine to critical case management. 


 H. High-Risk or High-Cost Substance Abuse Disorders; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.H. 


MHNet’s formal Coordination of Care 
program ensures members with co-morbid 
conditions receive an integrated approach 
to their treatment resulting in improved 
clinical outcomes for both behavioral and 
medical health conditions. 


Coordinated Case Management is intended 
to both reduce the cost, and improve the 
clinical outcomes, for those members with 
co-occurring medical and behavioral health 
conditions. This illness combination is 
often undiagnosed and under-treated, but 
highly common, and so presents a real 
opportunity to reduce the risks to these members. MHNet’s coordination of care initiatives focus 
on “connecting the dots” between programs to better identify and address the needs of members; 
therefore, assuring that the most comprehensive care is being provided. 


In an effort to provide comprehensive wellness services to our members, MHNet and the Health 
Plan partner to most effectively address a member’s health care needs. MHNet anticipates that 
this increased partnership will: 


• Reduce readmission rates 


• Increase the quality of care and eliminate any duplication of services 


• Focus on the person, not just the diagnosis, in order to best serve our members 


5


Why do individuals with behavioral health issues 
have higher medical costs?


n More and amplified physical symptoms
n More diagnostic tests and lab costs 


n Incorrect diagnoses and repeat visits for symptoms
n More emergency room visits


n Increased rates of hospitalization


n Lower adherence to recommended treatment
n Increased complications


n More injuries
n Poorer prognosis, less functional improvement, 


increased morbidity


n Difficulty complying with/sticking to 
treatment regimens


n Limited support system to help maintain stability


Cost 
Reduction 
Opportunity
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With regard to readmission rates, MHNet adopts, promotes, and monitors compliance to Clinical 
Practice Guidelines in ICM which mirrors the Coventry guidelines. 


Figure 43: shows MHNet’s company-wide readmission rates. 


Figure 43: MHNet Readmission Rates 


Readmission Rates 


 Goal 2010 2011 Change in % 
Points (pp)  


7 days 


Medicaid 5.0% 3.69% 2.66% -1.0pp 


30 days 


Medicaid 14.0% 12.48% 9.07% -3.4pp 


90 Days 


Medicaid 17.0% 24.07% 21.64% -2.4pp 


Also, care coordination helps ensure an individual’s needs and preferences for care are understood 
and that those needs and preferences are shared between providers, the individual and families as 
a member moves from one health care setting to another. Care among many different providers 
must be well-coordinated to avoid waste, over-utilization, under-utilization, or misuse of 
prescribed medications and conflicting plans of care. 


By identifying potential co-morbid conditions early in treatment, MHNet and the Health Plan can 
implement wraparound services and referrals that will: 


• Reduce emergency department visits and in-patient admissions 


• Promote proactive treatment 


• Provide care in the least restrictive setting 


• Address the total needs of an individual 
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 I. Severe Cognitive and/or Developmental Limitation;  


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.I. 


Services for members with developmental disability often require specialized services to address 
their needs. MHNet contracts with specialty providers, such as psychologists with ABA training 
or psychiatrists with a developmental specialization, to assist with members with developmental 
disorders. Often these members require a multi-disciplinary team to address their conditions. 
MHNet’s Case Manager assists with care coordination and case management services for the 
member and the member’s family. Access to family support services and advocacy groups can help 
families with members who have developmental disability. For example, we provide home-based 
services with specialized providers (particularly those with autism spectrum specialization) to 


To illustrate our experience: 


Marianne is a 21-year old female, with an Opiate addiction and is pregnant. 


Her call to MHNet and initial telephone screening triggered her referral into the 
MHNet Intensive Case Management program due to her substance dependence 
and pregnancy status. 


MHNet was able to quickly facilitate Marianne’s admission to a local specialty 
CSTAR residential treatment program for pregnant substance dependent women 
post discharge from a safe medical detox service. MHNet Case Managers 
coordinated with the hospital and the residential treatment program while 
Marianne was in the hospital to ensure she had access to an appropriate level and 
intensity of care at discharge. She was transferred directly from the hospital into 
the residential program with no gap in care or risk of losing contact with the 
member post discharge—a challenge that is commonly seen in this particular 
population. MHNet Case Managers also coordinated and communicated with the 
health plan in order to ensure involvement from the medical case management 
department and close coordination with the member’s PCP. 


Marianne has since completed the level one of the substance abuse program and 
has successfully moved to level two. She has engaged in a clinical relationship 
with a therapist who she will continue with post discharge. She was referred for 
additional community-based services through a local CMHC, and will remain 
involved in a methadone program as part of her treatment until she delivers her 
baby under the care of her PCP and a psychiatrist. She has remained sober, and 
she attends NA groups on a regular basis. Marianne is currently 28 weeks 
pregnant with a healthy baby. 
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provide treatment services for members and their families who do not have ABA covered benefits, 
but are at risk of or are over utilizing acute and/or sub-acute service. 


MHNet consults with universities on best practices for those with developmental disabilities. For 
example, Nova Southeastern University in Florida reviewed our autism criteria and services, and 
we incorporated their feedback into our medical necessity review criteria which helps guide 
authorization services for members. In addition, clinical staff training has occurred in the area of 
developmental disabilities to ensure that staff understands the unique treatment needs of these 
members. 


 


 J. Members in Supportive Housing; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.J. 


MHNet’s partnership with non-medical services, including community-based providers, best fits 
into a continuum of care. This partnership offers a wealth of programs to specifically meet the 
needs of Medicaid consumers. 


A key component of the recovery and resiliency model is the use of peer support programs for 
consumers and their families. Services such as peer support, supported employment and 
supportive housing can maximize the chance for success for those living with chronic mental 
illness. These services can and should occur throughout the care continuum from those 
discharging from an acute hospital to those consumers living in the community and accessing 
outpatient services. 


Peer support at the time of discharge can assist the member and member’s family to locate 
regional resources and support groups. Supportive housing may allow a member to discharge from 
a hospital setting to a safe and structured environment in the community with the most support 
to prevent a reoccurrence of symptoms. Supportive employment can assist consumers with skill 
development and increase the likelihood of independence. The MHNet Care Advocate can assist 
with the coordination of these services and activities via our case management program. 


Some of the programs offered by provider partners and authorized by MHNet include (but are not 
limited to): 


• Family Support Services (through Public Health and other sources) 


• Psychosocial Rehabilitation 


• School-based services 


• Home-based services 


Homeless Assist Program 
Homelessness is highly stressful. It leaves people feeling vulnerable, overwhelmed, and helpless. 
For most, the stress of being homeless is compounded by past traumatic experiences, such as 
catastrophic illness, violence, combat, abrupt separations, and physical and sexual abuse 
(Homelessness Resource Center). MHNet is committed to partnering with community agencies to 
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create wraparound services that will assist individuals who are homeless and unable to access 
behavioral health care. 


MHNet partners with the local shelters, case management and outreach organizations to help 
create a communications network. The largest barrier in working with individuals who are 
homeless is communication. Due to these members transient living situations, communication 
designed at promoting ongoing support can be difficult and cumbersome. MHNet’s 
Communications Network will be created initially by establishing business agreements to allow 
for locating and communicating with the homeless individual and their support system (including 
family, Primary Physicians, friends). MHNet partners with community organizations to provide 
education to members and staff regarding the behavioral health services and outreach available to 
the homeless member and the ease with which services can be accessed. Interventions include: 


• MHNet establishes Business Agreements with Community Organizations who provide 
residential, Case Management and outreach services to allow for confidential communication 
and location of members 


• Informational Brochures/Posters: MHNet will create and distribute materials targeted at 
individuals who are homeless through community partners to educate them on services 
available to them 


• MHNet hosts lunch and learns for community agency staff on working with individuals with 
mental illness and care coordination 


• MHNet establishes an outreach coordinator to partner with the community agencies to assist 
in locating members and ensuring that their basic needs are met. 


• MHNet partners with community agencies to create support groups for members and their 
community supports/family members 


• MHNet partners with community agencies to establish advocates for members in need or with 
the desire for this type of support. 


Family Support Services Program 
Medicaid members in the community often remain in need of additional wraparound support 
services when the existing community services and programs are not meeting their specific needs. 
The primary goal of MHNet’s Family Support Services Program designates additional Case 
Managers to provide added and collateral outreach and advocacy services to the families of the 
Medicaid members. The wraparound process is based on a philosophy in which services are highly 
individualized to meet the needs of children (adults) and families (Burchard & Clarke, 1990; 
VanDenBerg & Grealish, 1996). The family (natural or community) is the center in the process of 
identifying their strengths, setting their goals, determining their major needs, and developing 
strengths-based options in coordination with an interdisciplinary team. MHNet’s Family Support 
Services Program assists the members and their family support systems, advocating for the 
members necessity to achieve their highest level of functioning in the community. 


At time of enrollment, the member will be notified of the availability of Family Support Services 
Program. Families who opt to participate in this program will receive the following: 







Tab VII: Section 5 - Company Background and References  


Medicaid Managed Care Organization Services RFP 1988 575 


• “Direct Connect” – Family members are assigned a MHNet Coordinator to assist them in 
identifying, supporting and accessing typical and atypical services for the member. The 
Coordinator is available to answer questions and offer support in order to assist family 
members in advocating for their loved one. Family members will also receive regular outreach 
calls from their assigned Coordinator to provide encouragement and support in coping with 
the family member with behavioral health needs. 


• Linkage to Support Groups and Local Advocates – MHNet partners with local advocacy 
groups that can provide the following services: support groups, education and advocacy. These 
groups assist members and their family members in ensuring that they are the center of the 
treatment team. Coordinators assist and ensure the successful development of these groups. 


Participants in the Family Support Services Program have the unique opportunity to assist 
MHNet in developing and shaping additional interventions designed to enhance the quality of 
services for members. At least biannually MHNet surveys all participants to provide feedback and 
seek opportunities for improvement of the current Program. 


MHNet provides customary educational and motivational mailings to all participants to assist 
them in coping with the challenges of supporting and advocating for their loved one. 


Coordination efforts with Community Mental Health Centers (CMHCs) are a priority for MHNet 
and greatly contribute to the success of these wraparound services efforts. Our ability to develop 
relationships with these stakeholders is an influential aspect of our services that provides a direct 
benefit to our consumers. 


 K. Members with Complex Conditions. 


 However, Vendor’ should focus on all members whose health conditions warrant case 
management services and should not limit these services only to members with these 
conditions (e.g., cystic fibrosis, cerebral palsy, sickle cell anemia, etc.). 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.4.K. 


Members with Complex Conditions 
CoventryCares aims for the early identification of members for whom intensive management can 
be expected to improve the quality of care and reduce inappropriate use of medical care. The Case 
Management (CM) program is not a treatment plan. Medical treatments are determined solely by 
the member’s physician. The intent of the program is to engage, educate and empower members to 
take ownership for their health care. 


The CM program offers special assistance to members with serious and complex, long-term 
medical needs and promotes quality of care to reduce the likelihood of extended, more costly 
health care. It provides a method for ensuring that health care for members is improved while 
medical costs are managed to the appropriate level. 


Our CM program proactively identifies members at risk for worsening of an existing illness or 
disability. Our Case Managers focus on the continuum of care, addressing the health care needs of 
the member/caregiver, and stressing medically appropriate care and member/caregiver 
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involvement in the health care process. Members whose health care needs require, or are expected 
to require, extensive use of specific medical resources are assessed for enrollment in the CM 
program. The Case Manager works directly with the member/caregiver, family, PCP and specialty 
providers. 


Members with Other Conditions 
The CM program of CoventryCares does indeed focus on all diagnoses. The CM program offers 
special assistance to members with serious and complex, long-term medical needs and promotes 
quality of care to reduce the likelihood of extended, more costly health care. It provides a method 
for ensuring that health care for members is improved while medical costs are managed to the 
appropriate level. 


 


4.8.18.5 Case Management Strategies 


 The Vendor must follow best-practice and/or evidence-based clinical guidelines when devising a 
member’s treatment plan and coordinating the case management needs. Should a Vendor 
employ a disease management methodology (e.g., grouper, predictive modeling, proprietary 
screening algorithms) to identify and/or stratify members in need of various levels of health 
coaching and care intervention, the methods must be validated by scientific research and/or 
nationally accepted and recognized in the health care industry. 


 The Vendor must develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines or best practice approaches to assist in providing a high level 
of quality care to Vendor members. 


 The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. The 
Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.5. 


All CoventryCares case management and disease management programs are based upon best-
practice and evidence-based nationally recognized clinical guidelines. 


Our predictive modeling Care Management Tool (CMT) and Clinical Rules Engine (CRE), which 
routinely mine medical and pharmacy claims utilizing clinical algorithms to identify members for 
disease management and the case management programs, have been thoroughly tested and 
validated. 


CoventryCares recognized the importance of sharing evidence-based clinical guidelines and 
practices with our physician partners. This is accomplished in a variety of ways including: 


• Mailings 


• Newsletters 


• Medical Advisory Committees 
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• Provider website 


• Provider manuals 


• Direct delivery to physician offices by provider representatives 


 


4.8.18.6 Information Technology System for Case Management: 


 The Vendor’s information technology system for its case management program must maximize 
the opportunity for communication between the Vendor, PCP, the patient, other service 
providers and Case Managers. The Vendor must have an integrated database that allows 
Vendor staff that may be contacted by a member in case management to have immediate 
access to and review of the most recent information within the Vendor’s information systems 
relevant to the case. The integrated database may include the following: administrative data, 
call center communications, service authorizations, care treatment plans, patient assessments 
and case management notes. For example, Vendor member services staff must have access to 
a member’s case management notes and recent inpatient or emergency department utilization if 
contacted by that member. The information technology system must also have the capability to 
share relevant information (i.e. utilization reports, care treatment plans, etc.) with the member, 
the PCP, and other service providers and Case Managers. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.18.6. 


The basis of CoventryCares case management program is our online documentation system, called 
Navigator Care (NavCare), which includes: 


• Greater than 60 diagnosis-specific assessments 


• A clinical rules engine that identifies potential members for care management 


• Predictive modeling software for claims analysis to help identify high-risk members and 
opportunities to reduce treatment costs 


• Claims received 


• Lab results 


• Prescriptions dispensed 


• Authorizations requested 


• Concurrent review notes for hospitalizations 


• All call center contacts 


• Disease management programs in which the member is enrolled 


• Enrollment and eligibility information 


• All case management contacts, assessments, and care plans 


• Menu-driven goals and interventions based upon clinical practice guidelines 


• A tickler system for interventions and alerts for missed services 
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• Coordination of multiple aspects of health education and member care options 


• Integrated care management reports that incorporate social and medical care managers 


• Evaluation of outcomes of each member care plan to ensure improved health has been achieved 


This online documentation system captures all contacts with members and/or their designated 
representatives and providers. If the PCP chooses not to participate in the development of the 
treatment plan, that is also documented in this system. 


 


4.8.19 Standard XV: IQAP Documentation 


4.8.19.1 Scope 


 The Vendor shall document that it is monitoring the quality of care across all services and all 
treatment modalities, according to its written QAP. (This review of the entire range of care is 
expected to be carried out over multiple review periods and not on a concurrent basis.) 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.19 - 4.8.19.1. 


Documentation of CoventryCares’ compliance can be found in the minutes of the monthly Quality 
Improvement Committee meetings, the QI Work Plan and the annual assessment of the 
effectiveness of the QAP. The Quality Improvement Committee minutes are maintained by the QI 
VP and are available, upon request. 


The QI Work Plan is a schedule of planned activities for the year. The QI Work Plan is developed 
drawing largely from recommendations from the annual QI Program Evaluation. The QI Work 
Plan activities reflect the scope of the QI Program and address the needs of the members as 
reflected in membership demographics and epidemiological data. Areas of significant focus 
include partially resolved and unresolved activities from the prior year. These activities include 
clinical and service improvement activities that have the greatest potential impact on quality of 
care and quality of service to include a focus on patient safety. 


At a minimum, the QI Work Plan includes a clear description of the monitoring and improvement 
activity and sub-activities (sub-tasks), the specific time frame and the party responsible for the 
conduct of the activity. Activities are compared to predetermined goals. Improvement activities 
identified during the year and other changes may be made to the QI Work Plan with approval by 
the Quality Improvement Committee (QIC) on an ongoing basis. The QI Work Plan is assessed 
and updated quarterly and is documented in the minutes of the QIC. Annually, the QI Work Plan 
is assessed as part of the Annual QI Program Evaluation. 


The QI Work Plan is reviewed and approved by the QIC and then submitted to the Board of 
Directors for each entity within its region. 


An evaluation of the QI Program and Work Plan is completed annually to determine the following 
and is not limited to: 


• Appropriateness of care 
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• The result of QI activities implemented during the year through analyzing outcome data, to 
identify quantifiable improvements in care and services 


• Identification of limitations and barriers with recommendations for the upcoming year, 
including the evaluation of activities that will carry over into the next year 


• Compliance with Regulatory requirement and accrediting bodies 


• Effectiveness of the QI Program and to determination of the goals and objectives for the 
following year 


The Quality Improvement Committee reviews and approves the QI Program Evaluation and then 
submits it to the Board of Directors. 
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Figure 44: Sample Work Plan 


 


 


QI Work Plan 


NCQA 
requirement 


Aspects of 
Care/ Service 


Reason for 
Selection 


Objective  Activity Responsible 
Staff 


Date Due 


QI 1 
Board of 
Director 
Reports 


QI Operations Coventry  QI Accountability to 
the Governing Body  


Results of monitoring: 
-QI activities 
-actions taken 
-areas identified as 
needing improvement or 
have demonstrated 
improvement.  


Director QI/ 
Accreditation 


Annually 


Annual 
Training 


QI Operations Coventry, 
NCQA, 
URAC, 
CMS, State 
requirements 


Ongoing training is 
essential for QI 
accountability  


Annual staff training on: 
-QI initiatives 
-Accreditation standards 
-Regional process/policies 
and procedures 
-CMS guidelines and 
requirements 


Director QI/ 
Accreditation  


Director HEDIS® 


Quarterly/
Annual 


QI 1 B 
QI 8 
UM 1 


Program 
Description 


NCQA, 
CMS, 
URAC, State 
requirements 


Define the quality 
structure and 
processes 


Annual review and 
approval of QI/UM/DM 
program descriptions 


Regional QI VP 
owns—QI 
Managers 
complete their 
sections 


March 
<year> 


QI 4A Cultural 
Competence 


CMS, NCQA Annual assessment of 
member cultural, 
ethnic and linguistic 
characteristics with 
implementation of 
interventions as 
indicated. 
CAHPS 
Language line 
Other member 
surveys 


  Regional QI 
Coordinator 


Annually<
month> 


QI 6 A 
RR 6C 


Member 
satisfaction—
surveys, such 
as CAHPS 
Survey, CSO 
Survey, 
Member 
understanding 
of Health Plan 
policies and 
complaints 


NCQA, 
CMS, 
URAC, State  


Implement 
mechanisms to 
assess and improve 
member satisfaction 


Monitor member 
satisfaction through DSS 
Research, report and 
analysis, implement 
interventions for areas not 
meeting goal. 


Regional QI 
Coordinator 


Annual 
<month> 
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4.8.19.2 Maintenance and Availability of Documentation 


 The Vendor must maintain and make available to the DHCFP, and upon request to the 
Secretary, studies, reports, protocols, standards, worksheets, minutes, or such other 
documentation as requested concerning its quality assurance activities and corrective actions. 


CoventryCares of Nevada understands and will comply with the requirements in Section 4.8.19.2. 


4.8.20 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management 
Activity  


 The findings, conclusions, recommendations, actions taken and results of the actions taken as a 
result of QA activity, are documented and reported within the Vendor’s organization and through 
the established QA channels. 


4.8.20.1 Quality assurance information is used in recredentialing, reconstructing and/or annual 
performance evaluations.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.20 - 4.8.20.1. 


CoventryCares continually monitors participating practitioners and considers information from 
quality assurance activities for assessment of continued participation between recredentialing 
periods and at the time of re-credentialing. CoventryCares performs interim monitoring of 
licensure, Medicare/Medicaid sanctions, Quality of Care complaints, Quality of Service 
complaints, and Service Center-Specific complaints. Ongoing monitoring ensures that 
CoventryCares identifies, and when appropriate acts upon, important quality or safety concerns 
in a timely manner. 


Coventry’s Credentialing Verification Center (CVC) periodically performs ongoing monitoring of 
state and federal sanctions on behalf of CoventryCares between credentialing cycles. The method 
of monitoring these activities is dependent on the availability, periodicity, and methodologies 
provided by the various notification entities. CVC staff conducts monitoring of participating 
provider issues within 30 days of release of the entities’ information by the state and federal 
agencies. 


In addition, the CVC monitors new federal sanctions as available and within 30 days of the release 
of the report., as published by  


• U.S. Government Department of Health and Human Services Office of the Inspector General 
(OIG/LEIE) database 


• Office of Personnel Management (OPM) database 


• System for Award Management (SAM) database (formerly the GSA/EPLS) 


In addition, any provider found with a Federal sanction will be subject to automatic 
administrative termination. 
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If either a new licensing sanction or an OIG/OPM/SAM sanction is discovered on a participating 
provider, the information is transmitted immediately by CVC staff to the CoventryCares 
Credentialing Analyst for Medical Director review. In addition, a Notification form is sent to the 
CoventryCares monthly indicating that the monitoring has been performed even if no providers 
were identified, as a quality check of process completion. 


Quality of Care, Quality of Service, and Service Center-Specific complaints are reviewed as 
received. The QI Department obtains all relevant medical records and reviews with the Medical 
Director. The Medical Director determines if further action is warranted, which may include 
review with a Peer Committee. 


 


4.8.20.2 Quality assurance activities are coordinated with other performance monitoring activities, 
including utilization management, risk management and resolution and monitoring of recipient 
grievances and appeals. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.20.2. 


The agenda template for the monthly Quality Improvement Committee meetings is below. Each 
month, the Chief Medical Director gives an update on Advisory Committees as well as an update 
on risk and legal issues. A report of complaints received is analyzed. Finally, key departments 
provide their monthly performance monitoring reports of key indicators. 


• Medical Updates: 


o Advisory Committees 


o Legal Update 


• Medicaid Complaint Analysis 


• Review of Operations Reports: 


o Customer Service 


o Quality  


o Credentialing  


o UM 


o Member Appeals 


o Provider Reconsiderations 


o Pharmacy 
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4.8.20.3 There is a linkage between quality assurance and the other management functions of the 
Vendor such as: 


 A. Network changes; 


 B. Benefits redesign; 


 C. Medical management systems (e.g., pre-certification); 


 D. Practice feedback to practitioners; 


 E. Patient education; and 


 F. Recipient services. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.20.3. 


Staff members of the quality assurance department attend key committees within our MCO to 
ensure coordination between quality and other management functions. This includes the Steering 
Committee, with representatives from: 


• Network Contracting and Provider Relations 


• Utilization Management 


• Compliance 


• Pharmacy 


• Customer Service 


• Sales 


• Underwriting 


• Benefits 


• Medical Management 


• Quality 


This meeting is held every two weeks so all departments can share updates and information. 
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4.8.21 Standard XVII: Data Collection  
 The Vendor must provide DHCFP with uniform utilization, cost, quality assurance, and recipient 


satisfaction/complaint data on a regular basis, in accordance with Section 4.7, Quality 
Assurance Standards. The Vendor will submit information to DHCFP in accordance with the 
contract, performance measures and reports. Data for measures of quality, utilization, recipient 
satisfaction and access will be reported for the contract population. 


4.8.21.1 Specific areas of study required will be stated in the contract with each individual Vendor. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.8.21 - 4.8.21.1. 


 


4.8.21.2 Data or studies required by the contract must be submitted timely, and be accurate and 
complete. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.21.2. 


 


4.8.21.3 Monitoring and tracking of grievance/appeal information, childhood immunization, and prenatal 
and obstetrical care are required annually. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.21.3. 


4.8.22 Standard XVIII: Dispute Resolution 


 The Vendor must staff a provider services unit to handle provider questions and disputes. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.22. 


CoventryCares will-staff a provider services unit to handle provider questions and disputes using 
Provider Representatives. The Provider Representatives will be in frequent contact with their 
assigned provider offices to supply information, answer questions, and assist with issues. 


Additionally, CoventryCares has a formal provider dispute process to handle provider grievances 
and appeals. Monitoring data from this provider dispute process is reported monthly to the 
Quality Improvement Committee. 
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4.8.22.1 The Vendor must resolve ninety percent (90%) of written, telephone or personal contacts 
within thirty (30) calendar days of the date of receipt. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.22.1 


 


4.8.22.2 A written record in the form of a file or log is to be maintained by the Vendor for each provider 
inquiry or dispute to include the nature of it, the date filed, dates and nature of actions taken, 
and final resolution. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.8.22.2. 


The Provider Services Department maintains a log of provider questions and disputes. This log 
includes the date of receipt, investigative findings, dates and nature of actions taken, and the date 
of final resolution. Tracking and trending reports are compiled from this log quarterly and 
reported to the QIC. 


 


5.1.11.5 Quality Assurance 


 B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy 
and Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement of 
the care delivered to enrolled recipients? 


Our response to Section 4.9 outlines in detail how CoventryCares will monitor and measure 
quality improvement of the care delivered to enrolled recipients. 


CoventryCares has a comprehensive, enterprise-wide Internal Quality Assurance Program (IQAP) 
to ensure members’ medical and service needs are being met and the quality of care and services to 
members and providers are continuously improved. The MCO utilizes quantitative and qualitative 
methods to analyze and improve process performance and outcomes. 


The IQAP provides the framework and structure for systematic activities, through which the 
MCO collects, analyzes and acts on results to monitor and evaluate the care delivered to its 
members. The IQAP sets predetermined, objective standards and effects improvements as needed. 


In the rest of this section, the standards from RFP Section 4.9 are restated with our responses to 
each of those sections. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


586  Medicaid Managed Care Organization Services RFP 1988 


4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATERGY 
 The State’s Quality Assessment and Performance Improvement Strategy has two basic 


purposes: 


 To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and 


 To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the quality 
of care provided to, and received by, Medicaid beneficiaries in the state. 


4.9.1 The DHCFP developed a Medicaid and Nevada Check Up Managed Care Quality 
Assessment and Performance Improvement Strategy (henceforth, referred to as the 
Strategy), pursuant to 42 CFR 438.200. The purpose of this quality strategy is to: 


CFR 438.202 – State Responsibilities 


4.9.1.1 Have a written strategy for assessing and improving the quality of managed care services 
offered by all managed care organizations (Vendors);  


4.9.1.2 Obtain the input of recipients and other stakeholders in the development of the strategy and 
make the strategy available for public comment before adopting it to final; 


4.9.1.3 Ensure that the Vendors comply with standards established by the DHCFP;  


4.9.1.4 Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy 
periodically, as needed; and,  


4.9.1.5 Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever 
significant changes are made, and two (2) regular reports on the implementation and 
effectiveness of the strategy. 


 The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its 
management and direction. The Vendor is also required to participate in quality initiatives that 
align with the goals and objectives identified in the DHCFP’s Performance Measures, as defined 
in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program and an 
annual Work Plan.  


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.9 – 4.9.1.5. 
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CFR 438.204 – Elements of State Quality Strategies 


4.9.2 The Strategy incorporates procedures that: 
4.9.2.1 Assess the quality and appropriateness of care and services furnished to all DHCFP medical 


assistance program recipients enrolled in managed care under the Vendor contract, as well as 
to enrolled recipients who have special health care needs; 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 4.9.2 - 4.9.2.1. 


The ability of CoventryCares to meet the overall requirements in 5.1.11.5.B is defined by our 
comprehensive, evidence-based IQAP Program, which is described in detail in the 
Section 5.1.11.5.A response. Monitoring to ensure the stated goals are met is the responsibility of 
the Quality Improvement Committee which meets monthly. The Quality Improvement 
Committee is guided by a structured QI Work Plan that designates the frequency and 
accountability for every performance indicator. 


4.9.2.2 The Vendor will develop a cultural competency plan that will include methods to encourage 
culturally-competent contact between recipients and providers, staff recruitment, staff training, 
translation services, and the development of appropriate health education materials. The 
Vendor is responsible for promoting the delivery of services in a culturally competent manner, 
solely determined by DHCFP, to all members including those with limited English proficiency 
(LEP) and diverse cultural and ethnic background. The Vendor will develop methods to collect 
report and identify the race, ethnicity and primary language spoken of each enrolled recipient. 
The Vendor will track primary language information in the health plans’ customer services 
systems. DHCFP will provide race and ethnicity and primary language spoken data for the 
Medicaid population to the Vendor(s) through a monthly interface. The Vendors may alert 
DHCFP, as part of the demographic update interface with DWSS NOMADS system, of any 
known discrepancies in the race and ethnicity or primary language data they receive from 
DHCFP. This data will be utilized to gather baseline data and will lead to the development of a 
Performance Improvement Projects (PIP) or quality improvement project. Such a project will 
incorporate data from the State enrollment file according to the race and ethnicity categories as 
defined by CMS. The data will be used to generate stratified reports as recommended by the 
Centers for Medicare and Medicaid Services (CMS) and compliant with the Health Insurance 
Portability and Accountability Act (HIPAA) for race and ethnicity categories to identify disparities. 
The Vendor’s will organize interventions specifically designed to reduce or eliminate disparities 
in health care; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.2. 


CoventryCares is committed to providing cultural and linguistic appropriate services to all 
members. Our dedication to assuring cultural competency is best demonstrated by commitments 
made by Coventry’s Missouri and Pennsylvania Medicaid MCOs to obtain the NCQA Distinction 
in Multicultural Health Care (MHC). The NCQA MHC standards were developed from a 
consensus of other standards which includes the federal Office of Minority Health (OMH), the 
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National Quality Forum (NQF), recommendations from the Institute of Medicine (IOM), federal 
and state regulations and research evidence. The NCQA MHC standards address data collection 
and use, quality improvement, language services, staff hiring and training, community 
involvement, and corporate governance. 


4.9.2.3 Monitor regularly and evaluate the contracted Vendors’ compliance with the standards and a 
description of how the DHCFP will regularly monitor and evaluate Vendor compliance with the 
DHCFP established standards for access to care, structure and operations, and quality 
measurement and improvement. This may include, for example, a description of the types of 
reviews the DHCFP will perform, how often it will monitor these standards, and how the results 
of the DHCFP’s efforts will be reported; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.3. 
Based on experience in other Coventry Medicaid markets, CoventryCares will be prepared to 
participate reviews the DHCFP will perform, and will be prepared to provide all requested 
documentation and data to meet the objectives of the DHCP reviews. 


 


4.9.2.4 Arrangements for external quality reviews including a description of the DHCFP’s arrangements 
for an annual, independent external quality review of the timeliness, outcomes, and accessibility 
of the services covered under each Vendor contract. This section should include a broad 
description of the scope of the contract (e.g., calculating HEDIS measures or designing 
performance improvement projects, etc.) including the term of the contract; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.4. 


Based on experience in other Coventry Medicaid markets, CoventryCares will be prepared to 
participate in annual external quality reviews and will be prepared to provide all requested 
documentation and data to meet the objectives of the annual external reviews. 


 


4.9.2.5 For Vendors, the performance measures and levels developed by CMS in consultation with 
States and other relevant stakeholders; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.5. 


Based on experience in other Coventry Medicaid markets, CoventryCares will be prepared to 
report and implement improvement initiatives on performance measures and levels developed by 
CMS in consultation with States and other relevant stakeholders. 
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4.9.2.6 An information system that supports initial and ongoing operation and review of the DHCFP’s 
quality strategy; 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.6. 


As noted in Section 4.8.4 of this response, CoventryCares maintains information systems and 
analytical resources that support the IQAP. At the core of data collection and analytical 
capabilities is the Coventry Data Warehouse (CDW), which serves as the central repository for 
member and provider data. The Data Warehouse includes, but is not limited to, medical claims, 
encounters, pharmacy claims, behavioral health encounters/claims; lab encounters and results; as 
well as encounters and claims from capitated providers and delegated vendors. The Data 
Warehouse provides the source data for a variety of information tools such as a business reporting 
tool, a HEDIS® Reporting application, and a predictive modeling tool. The Data Warehouse has a 
quality audit process to ensure the data is accurate, valid and complete. In addition, there are 
several other applications—such as NavCare for case management functions, and Navigator for 
call documentation—that are used to document and collect information that supports the overall 
process to collect, analyze, and integrate valid and accurate data. 


These systems are used to support the data collection activities for Quality Improvement Projects 
(QIP) reporting, performance measurement outcomes for disease and case management,  
complaint, quality of care and quality of services tracking and trending. These activities are 
performed in order to identify opportunities for improvement in the MCO’s service delivery 
processes. In addition, the data is used to conduct an annual QI Program Evaluation in order to 
assess the effectiveness of the QI program. 


 


4.9.2.7 For Vendors only, a description of how the DHCFP uses intermediate sanctions in support of its 
quality strategy. These sanctions must, at a minimum, meet the requirements specified in 42 
CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanctions as a 
vehicle for addressing identified quality of care problems; and 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.7. 


 


4.9.2.8 Standards, at least as stringent as those in 42 CFR Part 438 for access to care, structure and 
operations, and quality measurement and improvement. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
4.9.2.8. 
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5.1.11.5 Quality Assurance 


 C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor describe 
their systems capability to collect and report race, ethnicity, and language over and above 
what is given to them by the DHCFP? 


A stated objective of the IQAP is to use the information provided by DHCFP at the time of 
enrollment on race, ethnicity and primary language or means of communication for each member 
to assist in culturally competent care delivery. 


The MCO ensures that data on the individual member's race, ethnicity, and language are collected 
in health records, and integrated into the MCO's management information systems. In addition to 
the Department of Agriculture race and ethnicity data categories, our systems collect an 
additional seven ethnicity categories and 13 additional racial (including sub-groupings) categories. 
This demographic information is collected, verified, and updated within our system at multiple 
touch points: 


• When members contact the MCO 


• When caseworkers contact the member 


• During concurrent review 


• During the chart audit process 


The 834 file provides individualized race, ethnicity, and language data. Our systems allow us to 
use the information in an aggregate format that enables us to identify trends, gaps in services to a 
particular group, and monitor the increase or decrease of a population in our service areas. 


 


5.1.11.6. Fiscal Requirements 


 A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Coventry has a dedicated Medicaid Customer Service Organization (CSO) to support the 
Medicaid business. The CSO, comprised of 350 employees, currently serves approximately one 
million Medicaid members for claims processing and member service needs. This organization has 
four different locations as follows: 


• Newark, Delaware 


• Houston, Texas 


• Springfield, Missouri 


• Sunrise, Florida 


Having multiple sites provides continuity of service in the event of a natural disaster or other 
circumstance causing prolonged business disruption. 
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Coventry actively employs a variety of checks and balances to ensure claims meet timely 
processing requirements. Beginning with overall management, claims inventory levels and aging 
are monitored daily, weekly and monthly and reported throughout our organization. Management 
and examiners use an array of tools to actively monitor claim volume and age. In addition to 
market-specific evaluation and planning, the Management team holds daily collaboration 
meetings to ensure appropriate staffing levels are in place to support business needs across the 
entire Medicaid operation. 


Coventry operates an effective system that features consistent claims handling procedures, 
advanced adjudication capabilities and thorough monitoring measures, reducing turnaround time 
and enhancing provider payment and program experience. Year over year, our Medicaid business 
has met or exceeded the claims timeliness standards established internally by Coventry and those 
set forth by individual State and Federal requirements. CoventryCares will comply with all claims 
timeliness standards as defined by the State of Nevada. 


Coventry successfully processes claims to meet timeliness standards for various products and 
state markets using IDX, our core claims management system. IDX serves as the backbone of 
managed care claims processing and uses powerful relational database technology. IDX is a fully 
integrated, scalable application that encompasses all aspects of our business. This is our core 
transactional system that manages in-plan services, benefit usage tracking, enrollment and 
eligibility, provider contracts, fee schedules, provider network affiliations, claims payment, 
encounter data processing and reporting, premium billing and reconciliation. 


Figure 45 is an excerpt from our monthly CSO Dashboard report that demonstrates our claim 
timeliness performance for ALL claims, both clean and non-clean, for our entire Medicaid 
population. 


Figure 45: Coventry Claim Timeliness Results 2011 and YTD September 2012 


Measure  
Coventry 


Goal 2011 2012 


% of Claims processed in 15 days >92.5% 95.2% 93.9% 


% of Claims processed in 30 days >99.0% 99.5% 99.3% 


Average days in inventory 2.5 1.4 1.9 


 


Regularly scheduled audits of our claim examiners and system performance confirm payment 
accuracy results. Results are reviewed and appropriate corrective actions are taken when 
necessary to prevent future errors from occurring. Our team of dedicated Medicaid claims 
processing experts, combined with our advanced technology systems, has enabled us to deliver 
high quality results as illustrated in Figure 46. 
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Figure 46: Coventry Claim Accuracy Results 2011 and YTD September 2012 


Measure  Coventry Goal 2011 2012 


Financial Accuracy  
($ error/total correct $) >99% 99.5% 99.2% 


Payment Accuracy 
(# payment errors/total # audited) >98% 98.9% 98.7% 


Overall Accuracy  
(# total errors/total # audited) >95% 97.7% 96.4% 


As part of our commitment to claims payment accuracy, Coventry has an independent, internal 
Claims Quality Assurance Team that audits claim payments on both manually and auto-
adjudicated claims. 


Historically, Coventry‘s Medicaid MCOs average a claims auto-adjudication rate of 82%. 
Understanding that auto-adjudication provides efficiencies in overall operations, as well as 
ultimately improves claims timeliness and accuracy, Coventry is committed to several ongoing 
initiatives to evaluate and improve claims auto-adjudication. Changes to maintain up-to-date and 
accurate system rules are guided through the Operations Change Management Process, complying 
with all legislation including Sarbanes-Oxley. 


Figure 47 represents Coventry's Medicaid claims timeliness from September 2011 through 
September 2012. 


Figure 47: Date Received to Date Processed 
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5.1.11.6. Fiscal Requirements 


 B. Describe your claims payment performance using the most recent available annual period as 
the time frame of reference. What is your payment aging profile for clean and non-clean claims? 
What is your percent of claims pended? What is your denial rate? What is your rate of claims 
resubmission? 


 1. Provide a recent set of unedited month-end management reports from your claims system.  
At a minimum, samples should include aging report, clean claim payment rate, denial rate 
and pended. 


 If you are not currently a Nevada Medicaid HMO, redacted sample reports will be accepted. 


Coventry operates an effective system that features consistent claims handling procedures, 
advanced adjudication capabilities and thorough monitoring measures, thereby reducing 
turnaround time and enhancing provider payment and program experience. Year over year, our 
Medicaid business has met or exceeded the claims timeliness standards established internally and 
those set forth by Federal and individual State requirements. CoventryCares will comply with all 
claims timeliness standards defined by the State of Nevada. 


Coventry actively employs a variety of checks and balances to ensure claims meet timely 
processing requirements. Beginning with overall management, claims inventory levels and aging 
are monitored daily, weekly and monthly and reported throughout our organization. Management 
and examiners use an array of tools to actively monitor claim volume and age. A daily inventory 
report is utilized  to ensure consistent tracking and trending of results and capabilities. The report 
includes the number of claims received and keyed or pended, as well as the total number of non-
standard correspondences received, providing real-time reporting of actual pended claims 
inventory. Using such reports, Management can respond quickly to fluctuations and balance 
resources in support of achieving goals and objectives. 


In addition to market-specific evaluation and planning, the Management team holds daily 
collaboration meetings to ensure appropriate staffing levels are in place to support business needs 
across the entire Medicaid operation. 


Coventry internally publishes a weekly and monthly Customer Service Organization (CSO) 
Dashboard that provides several key performance indicators for both claims and member service. 
This report is generated for all of the individual States as well as a roll-up for all lines of business 
which includes Medicaid, Medicare and Commercial.  


Refer to Attachment 14 for our Sample Claims Reports in Tab IX-Other Information Material of 
our submission. 


Payment Aging Profile for Clean and Non-clean Claims 
The last annual period of 2011 shows Coventry's Medicaid operation processed clean and non-
clean claims within 15 and 30 days of receipt at 95.2% and 99.5% respectively, while achieving a 
financial accuracy of 99.5%. Our YTD 2012 results indicate that we continue to trend in the same 
positive direction as the previous year. Figure 48 demonstrates our claim timeliness performance 
for ALL claims, both clean and non-clean claims for our entire Medicaid population. 
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Figure 48: Coventry Claim Timeliness Results 2011 and YTD September 2012 


Payment Aging Profile 2011 2012 


% of Claims processed in 15 days 95.2% 94.0% 


% of Claims processed in 30 days 99.5% 99.3% 


Average days in inventory  1.4 1.9 


Percent of Claims Pended 
All manual claims are worked in a first-in/first-out (FIFO) order. Coventry is responsible for 
processing pended claims in conjunction with the associated State’s interest legislation and claim 
timeliness parameters. Claims can pend for a variety of reasons, including filing issues, provider 
contract issues, member eligibility issues and other criteria (such as high dollar claims) set in 
accordance with Coventry’s policy. Figure 49 shows Coventry’s Percent of Claims Pended for 2011 
and YTD September 2012. 


Figure 49: Coventry Pends Percent of Inventory Results 2011 and YTD September 2012 


Percent of Pended Claims 2011 2012 


Pends Percent of Inventory  14.6% 14.8% 


Pends Per Thousand Members 10.1 15.3 


 


Denial Rate 
Claims can be denied for a variety of reasons including, but not limited to, duplicate submissions, 
failure to obtain an authorization, member ineligibility, non-covered services, incorrect billing and 
lack of information needed for benefit determination and adjudication. A summary of the 
disposition or reason codes that define any claim adjustments, ineligible amounts, denials, or 
payments are listed at the end of every remittance advice summary sent to providers. This 
information is also available to providers through directprovider.com.  
Coventry considers a claim that has a single line being paid as a paid claim; therefore the denial 
rate represented below is reflective of fully denied claims. Figure 50 shows Coventry’s denial rate 
results for 2011 and YTD August 2012. 


Figure 50: Coventry Denial Rate Results 2011 and YTD August 2012 


Denial Rate  2011 2012 


Denial Rate  14.8% 15.3% 
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Rate of Claims Resubmission 
The monitoring of claim resubmission rates are included in Coventry’s adjustment review process. 
Coventry monitors the percentage of claim adjustments performed on a weekly and monthly 
basis. The adjustment rate below reflects claims adjusted due to provider resubmissions and claim 
payment adjustments (such as retroactive fee schedule updates and incorrect manual 
adjudication). Figure 51 shows Coventry’s Adjustment Rate Results for 2011 and YTD August 
2012. 


Figure 51: Coventry Adjustment Rate Results 2011 and YTD August 2012 


Claim Resubmission Rate 2011 2012 


Adjustment Rate  4.3% 3.9% 


 


5.1.11.6. Fiscal Requirements 


 C. Describe your plan to identify and report suspected provider and recipient fraud. 


CoventryCares has a Program Integrity Plan with exhibits, including the Code of Business 
Conduct and Ethics and the fraud, waste and abuse procedures. These documents outline our plan 
to identify and report suspected fraud by a provider or recipient. The plan includes, but is not 
limited to: 


• Education and training on anti-fraud, waste and abuse policies and procedures for employees, 
providers, members and third-party vendors/subcontractors, including monitoring for 
prohibited affiliations and maintenance of education documentation 


• Detection and prevention of suspected fraud, waste and abuse through review of medical 
claims and reporting by members, providers and vendors 


• Thorough investigations of suspected fraud, waste and abuse by a corporate Special 
Investigations Unit (SIU) dedicated solely to review of possible abuse by an employee, 
provider, member or vendor 


• Detailed reporting of suspected incidents of fraud, waste or abuse to DHCFP’s assigned entity 
within specified timeframes, including names, dates, places, source and nature of the 
complaint/incident, provider type and approximate range of dollars involved (if applicable) 


• Annual review and revision of the plan to evaluate its effectiveness and modify as appropriate 


• Cooperation with state and federal agencies in auditing and investigating our MCO, as 
applicable, to determine if we are complying with this plan 


Refer to Attachment 2 for our Program Integrity Plan and related exhibits in Tab IX-Other 
Information Material of our submission. 
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5.1.11.6. Fiscal Requirements 


 D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Coventry’s third-party vendor, First Recovery Group, receives monthly data feeds of paid medical 
claims experience, pharmacy claims experience, as well as member and provider demographic 
information. Coventry’s third-party vendor investigates diagnosis and trauma codes for potential 
subrogation cases by using proprietary software to perform automated analysis of:  


• Claim data, based on review of all levels of ICD-9-CM diagnosis codes (not just the primary 
diagnosis code) and CPT codes within all episodes of care 


• Cost of treatment 


• Demographics and eligibility associated with an individual 


• Any related claims matters 


Coventry’s third-party vendor investigates over 3,000 ICD-9-CM diagnosis codes as well as dollar 
thresholds, member correspondence, and other related information in order to analyze claims and 
identify paid medical expenses that indicate potential subrogation. Once the medical expenses for 
a member with at least one claim flagged as a potential subrogation recovery reach $250, the case 
is opened and investigated (however, the $250 threshold is not a firm limit, and Coventry reserves 
the right to request that Coventry’ third party vendor to reduce the threshold). 


Refer to Attachment 15 for First Recovery Group’s File Handling Policy and Procedure in Tab IX-
Other Information Material of our submission. 


 


 


5.1.11.7. Grievances, Appeals and Fair Hearings 


 A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


CoventryCares considers the grievance and appeal process an important part of our continuous 
quality improvement efforts. Often, we first learn of opportunity for improvement through a 
grievance or appeal. Because of the information that can be learned from our members and 
providers during the grievance and appeal process, CoventryCares regularly reviews grievances 
and appeals to identify trends and unique issues that need to be addressed. 


CoventryCares’ Grievance and Appeal process complies with all applicable state and federal 
requirements regarding member grievance, appeal and State Fair Hearing. All functional areas are 
engaged in the grievance and appeal process as needed. The Appeals Manager oversees all 
operations in order to resolve member grievances and appeals, and to ensure adherence to all 
relevant timeframes and requirements. 
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Reconsiderations 
In some cases, an initial request for coverage of a service or care may be denied because the clinical 
criteria provided does not support medical necessity. In cases where a Notice of Action is issued 
and additional information exists that may affect the Medical Director’s decision, CoventryCares 
offers a reconsideration. Through this process, within five working days of the Notice of Action, a 
provider or member may present additional information to the Medical Director. The Medical 
Director then considers whether the additional clinical documentation supports the medical 
necessity of the request. If the information changes the Medical Director’s initial decision, the 
request is approved and the provider and member are notified. 


Grievance and Appeals System 
CoventryCares’ Grievance and Appeals system addresses member grievances and appeals and 
access to the State Fair Hearing process outlined in Chapter 3100 of the MSM. The system process 
is explained through sources that include: 


• Member Handbook 


• Notice of Action letters 


• Member Services representatives 


• Health Services staff 


• Appeal Coordinators 


• CoventryCares Web site 


We provide members with simplified instructions on: 


• How to file a grievance or appeal 


• How to request a State Fair Hearing 


We offer members assistance by providing interpreter services, help with completion of forms, 
access to a toll-free number with TTY/TDD services, and arrangement of non-emergency 
transportation service to attend appeal hearings. 


Members are informed that they must exhaust CoventryCares’ internal appeal process prior to 
accessing their right to a State Fair Hearing. 


To ensure an impartial process, the individual who reviews a grievance or appeal is never the 
individual who made the initial determination or a subordinate to that individual. Furthermore, 
for grievances or appeals based in whole or in part on medical judgment, clinical issues, or the 
denial of an expedited resolution of an appeal, the reviewers must: 


• Hold an active, unrestricted license to practice medicine 


• Be a health care professional with appropriate training and experience in the field of medicine 
involved in the medical judgment (i.e., the same or similar specialty) 


CoventryCares does not take punitive action against a provider who requests an expedited or 
standard appeal on behalf of a member, or who supports a member’s appeal. 
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Grievances 
CoventryCares acknowledges receipt of a member’s grievance within five working days, and 
provides written resolution of the grievance to the member within 90 calendar days of receipt. 
Grievances include any written or oral expression of dissatisfaction with any aspect of care other 
than those issues that are subject to appeal because they are the result of an action (as the term 
“action” is defined by 42 CFR § 438.400(b)). Grievances may be resolved by Member Services 
staff, or handled directly by a CoventryCares staff member in the operational area that is specific 
to the member’s grievance. Member complaints are treated as grievances. 


Standard Appeals 
CoventryCares defines an appeal as a request, either oral or written, by a member or a member’s 
authorized representative, to review an action. The appeal must be received by CoventryCares 
within 90 calendar days following the receipt date of our Notice of Action for it to be considered 
an appeal.  


If the member or provider wishes to file an oral appeal, CoventryCares obtains and documents all 
required information necessary to initiate it. The oral appeal is then confirmed in writing by a 
CoventryCares Appeal Coordinator. Upon receipt of the oral appeal request, the Appeal 
Coordinator sends a letter of confirmation to the member along with the appeal form for the 
member to complete, sign and return. This serves as written confirmation that the member wishes 
to pursue the request for an appeal. The appeal form must be received within 10 calendar days for 
the appeal process to continue. If the appeal form is not received, the appeal is closed. If the appeal 
form is subsequently received, the form is treated as a new appeal request.  


We acknowledge standard appeals within five working days of receipt of the appeal. The 
acknowledgement letter includes the Appeal Coordinator’s telephone number and the address 
needed for the member to submit any additional information to be considered as part of the 
appeal. 


The Appeal Coordinator assists members as needed. The member is invited to attend—in person 
or by telephone—an appeal meeting or submit, in writing, any evidence and/or allegations of fact 
or law to the Appeal Committee. If the member is not able to attend the appeal meeting but has 
written information to submit into consideration, the Appeal Coordinator presents this evidence 
on behalf of the member. 


CoventryCares considers the member, the member’s authorized representative, or estate 
representative of a deceased member as parties to the appeal. As such, CoventryCares provides the 
member, or the member’s authorized representative, the opportunity to review all information in 
the member’s case file, including medical records and all other documents and records. The 
member is welcome to review this information before and during the appeal process.  


CoventryCares resolves appeals as expeditiously as the member’s health condition requires and 
provides written notification of the resolution to the member within 30 calendar days from the 
date the appeal was received. At the member’s request, CoventryCares will extend the timeframe 
for the resolution of an appeal up to 14 calendar days. In addition, if CoventryCares requires 
additional information and therefore needs to extend the timeframe up to 14 calendar days, the 
member is given written notice of the reason for the delay. The member has a right to file a 
grievance if they disagree with the delay. 
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CoventryCares provides written resolution for each appeal received. Information included in the 
written resolution notice to the member includes: 


• The specific reason(s) for the determination (i.e., “not a covered benefit” or “not medically 
necessary”) 


• A reference to the specific provision of the Member Handbook for which the determination 
was based 


• If the Action is based on medical necessity, experimental treatment or a similar exclusion (i.e., 
investigational, cosmetic), CoventryCares provides instructions for requesting a written 
explanation of the clinical rationale 


• A statement that the member is entitled to receive reasonable access to all documents, records, 
and other information relevant to the appeal 


• A statement of the member’s right to request a State Fair Hearing. The State Fair Hearing must 
be requested within 90 calendar days of the resolution notification by CoventryCares 


• The member’s right to continuation of health benefits during the time that the State Fair 
Hearing is pending, along with instructions on how to request the continuation, including a 
statement that the member may be responsible for the entire cost of services rendered if the 
State Fair Hearing is decided against the member 


CoventryCares continues to provide benefits to the member while the appeal is pending if: 


• The member or provider filed a timely appeal on or before the later of the following: 


o The 10th calendar day of CoventryCares’ mailing the Notice of Action 


o The intended effective date of CoventryCares’ proposed Action 


• The member or provider is appealing a decision to terminate, suspend, or reduce a previously 
authorized service/course of treatment 


• Services were ordered by an authorized provider 


• The original period of coverage by the original authorization has not expired 


• The member requests extension of benefits 


The benefits are continued until one of the following occurs: 


• The member withdraws the appeal 


• The member does not request a State Fair Hearing within 10 calendar days from the date 
CoventryCares mailed the initial notification 


• A State Fair Hearing decision adverse to the member is made 


• The authorization expires or authorization service limits are met 


Following resolution of the appeal, CoventryCares may seek to recover the cost of the 
continuation of services furnished to the member while the appeal was pending if the final 
resolution of the appeal upholds CoventryCares’ action. 


In the event services were not furnished while an appeal was pending and CoventryCares or the  
State Fair Hearing process reverses a decision to deny, limit or delay services, the plan authorizes 
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or provides the services as promptly and as expeditiously as the member’s health condition 
requires. If CoventryCares or the State Fair Hearing process reverses a decision to deny 
authorization of services, and during that time the member received the disputed services, 
CoventryCares pays for the services in question. 


Expedited Appeal Process 
An expedited appeal is an appeal that must be reviewed more quickly than the normal appeal 
process because the application of standard appeal timeframes could seriously jeopardize: 


• The life or health of the member 


• The member’s ability to attain, maintain or regain maximum function 


The appeal is considered expedited when the member’s treating provider deems the care to be 
urgent or when a delay in the treatment or care would subject the member to severe pain that 
could not be adequately managed without the treatment or care that is being requested. This 
process cannot be used to appeal actions for services that have already been rendered. 


CoventryCares has a specific process for resolving expedited appeals within three working days of 
receipt when we determine—through a member request or through a provider’s on behalf or in 
support of the member—that taking the standard time to review the appeal could seriously 
jeopardize the member’s life or health or ability to attain, maintain, or regain maximum function. 


CoventryCares’ expedited appeal process follows all standard appeal regulations for expedited 
appeal requests except where differences are specifically noted in the regulation for expedited 
resolution. Expedited appeals may be received verbally or in writing. If received verbally, written 
confirmation is not required. An expedited review is resolved within three working days of the 
request. 


Upon receipt of the appeal, the Appeal Coordinator contacts the member or member’s authorized 
representative to notify them of receipt of the expedited appeal and the date, time and place of the 
appeal hearing. The Appeal Coordinator informs the member or member’s authorized 
representative of their rights during the expedited appeal process, including information on how 
to contact the Appeal Coordinator (for example, a toll-free telephone number and mailing 
address). The Appeal Coordinator informs the member or the member’s authorized representative 
of the opportunity to participate in the hearing in person, via conference call, or other appropriate 
technology and of the three working day timeframe available for the member to present evidence 
and allegations of fact or law, in person and/or in writing for the hearing of expedited appeals. 


Members are offered assistance through the appeal process by provision of interpreter services, 
help with completion of forms, access to a toll-free number with TTY/TDD services, and 
arrangement of non-emergency transportation service to attend appeal hearings. The member or 
the member’s authorized representative is also notified of the right to request and receive, free of 
charge, reasonable access before and during the appeal process, to all documents, records and 
other information considered in the appeal process. 


An appeal cannot be expedited if: 


• It regards a retrospective review of services that have already been rendered 


• It does not satisfy the requirements for expedited handling 
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The Appeal Coordinator provides prompt oral notice of a denial for a request of an expedited 
appeal and written notice within two calendar days. The appeal is then transferred to the 
standard timeframe of 30 calendar days from the date CoventryCares received the appeal. 


If the member or member’s authorized representative requests an extension, CoventryCares 
extends the timeframe for resolution of an appeal up to 14 calendar days. In addition, if 
CoventryCares requires additional information and, therefore, needs to extend the timeframe up 
to 14 calendar days, the member is given written notice of the reason for the delay. The member 
has a right to file a grievance if they disagree with the delay. 


CoventryCares provides the member or member’s authorized representative with telephone and 
written notification of the Appeal Committee’s decision on an expedited appeal as soon as 
possible, taking into account the medical exigencies of the case, but not later than three working 
days after receipt of the expedited appeal request. 


State Fair Hearings 
CoventryCares provides members and providers with information regarding the member’s right 
to file for a State Fair Hearing with DHCFP as outlined in Chapter 3100 of the MSM, and a 
summary of how the process works. Members are informed that they must exhaust 
CoventryCares’ internal appeal process prior to filing a request for a State Fair Hearing. 


Members and others who may act as the member’s authorized representative may request a State 
Fair Hearing within 90 calendar days from the date of our notice of appeal resolution. 
CoventryCares coordinates with DHCFP and complies with any request made by DHCFP 
regarding the State Fair Hearing process, including, but not limited to: 


• Participation in pre-hearing conferences (if scheduled) 


• Submission of evidence relevant to the action taken 


• Participation in the State Fair Hearing itself via telephone or in person 


In the event CoventryCares or the member is dissatisfied with the outcome of the State Fair 
Hearing, either party may seek recourse by appealing to the appropriate District Court of the State 
of Nevada within 90 days after written notice of the decision is made. 


 


5.1.11.7. Grievances, Appeals and Fair Hearings 


 B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes? If so, what are your standards and what have been your 
performance outcomes? 


We continually monitor ways in which the frequency of member and provider appeals can be 
reduced. Each week, all CoventryCares departments that receive grievances and appeals meet to 
identify trends and solutions and implement and monitor action plans. Additionally, 
CoventryCares conducts quarterly trending and analysis of all grievances and appeals through the 
CoventryCares Quality Improvement Committee. The Quarterly Report is reviewed by the 
Quality Improvement Committee and includes: 
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• Number of grievances and appeals, including expedited appeal requests 


• Nature of grievances and appeals 


• Resolution 


• Timeframe for resolution 


• IQAP initiatives and administrative changes as a result of analysis of grievances and appeals 


The threshold standard for the number of appeals which are overturned is currently 20% or 
below, per quarter. For the 2nd quarter of 2012, the overturn rate among all lines of business was 
19.7%. 


During quarterly analysis, grievance and appeals trends are identified for process improvement 
and/or procedural changes. This may include, but is not limited to, patterns of suspected fraud or 
abuse, medical necessity criteria changes and staff education. By focusing on the number of 
appeals which are overturned, we can identify those areas which may need improvement to better 
inform members, providers and employees in the provision of member benefits. This analysis, in 
turn, is expected to reduce the number of appeals received. 


 


5.1.11.8 Operational Requirements 


 Provide an organizational chart depicting each functional unit of your organization associated 
with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors.  Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 


Refer to Attachment 4 for the proposed Altius Organization Chart provided in Tab IX-Other 
Information Material of our submission. 


 


5.1.11.9. Implementation 


 A. If you currently do not have an established network, what time frame and approach will you use 
to build a network? 


We will expand upon our currently contracted commercial contracts to build the CoventryCares 
network that includes services provided by: 


• Physicians 


• Physician extenders 


• Ancillaries 


• Community-based providers (FQHCs and RHCs) 


• Facility services 
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Building the Medicaid network from our current commercial contracts, with amendments, allows 
minimal time and effort in creating a comprehensive network of providers to serve the 
populations defined. Recognizing the importance of having a diverse network, we work closely 
with our subcontractors and potential new providers to ensure the network meets the adequacy 
standards of DHCFP. 


In addition to the above, participation in the network can result from nominations directly to 
CoventryCares or to the subcontractors by: 


• Member nominations 


• Provider nominations 


• Identification/referrals from CoventryCares’ Case Managers 


Providers are mapped utilizing GeoAccess standards defined by DHCFP and Coventry internal 
standards against member addresses. Identified gaps result in focused recruitment efforts. The 
effort to build a comprehensive network in Clark and Washoe counties has already begun. 


The CoventryCares network will meet DHCFP adequacy standards by the time of the award 
recipient readiness review process. 


5.1.11.9. Implementation 
 B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all 


program requirements. 


 


Refer to Attachment 16 for the Altius Implementation Gantt Chart in Tab IX-Other Information 
Material of our submission. 


 


 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 


5.1.11.10  Reporting 


  The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. 
Review these reporting requirements and acknowledge receipt of the DHCFP financial reporting 
requirements. 


CoventryCares of Nevada understands and will comply with the requirements set forth in Section 
5.1.11.10. 


We acknowledge receipt of the DHCFP financial reporting requirements. 
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5.1.11.11  Information Systems and Technical Requirements 


 Based upon the information provided in this RFP and available in the Vendors’ library, provide 
your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


CoventryCares confirms that our existing systems have the ability to provide compatible 
interfaces required for the proposed contract. 


The extensive information systems available at Coventry can provide compatible data in the 
format prescribed by DHCFP. The enrollment, eligibility, provider network, PCP assignments, 
claims payment and encounter data will be stored in the Coventry systems described in the 
following response. 


Figure 52 illustrates the major system interfaces and information flows within Coventry’s entities. 


Figure 52: Systems Interface and Information Flows Diagram 


 
 


Throughout the rest of this question and other questions in the Information Systems section, more 
detail is provided regarding our extensive information systems. Our following systems description 
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illustrates how our systems interface with other entities and how our various components support 
all major functional areas. The same infrastructure will be utilized for the DHCFP contract. 


IDX – In-Plan Services, Maternity Care Payments, Provider 
Network, Service Access, Claims Payment and Processing 
(including Maternity) and Encounter Data Reporting 
Our core system, IDX, serves as the backbone of managed care processing and uses powerful 
relational database technology. Navigator (our internal communication system), Navigator Care 
(Care Coordination Management System), Web portals, Coventry Provider Database (CPD), and 
the Coventry Data Warehouse (CDW) all reference this system for information such as eligibility, 
authorizations and claims. 


IDX is a fully integrated, scalable application that encompasses all aspects of our Medicaid, 
Medicare, and commercial lines of business. This is our core transactional system that manages in-
plan services, benefit usage tracking, enrollment and eligibility, provider contracts, fee schedules, 
provider network affiliations, claims payment and processing (including Maternity), encounter 
data reporting, premium billing and reconciliation. 


IDX updates Navigator and Navigator Care eligibility data, authorization, and claims data each 
time a user requests a view of one of those items. Each IDX field is individually mapped to a 
corresponding field in Navigator. 


The IDX architecture is Client/Server based and highly scalable. Coventry’s MCO servers are 
clustered and share redundant, network-attached storage devices. IDX uses high performance 
post-relational database technology that is suited to heavy transaction loads and high growth 
requirements. IDX has accommodated the continuous growth of all lines of Coventry’s business 
for over a decade and is ideally suited to accommodate our anticipated growth well into the 
future. 


Navigator – Member Services, Complaint/Grievance/Fair Hearings, 
Service Access 
Coventry has designed and built its own custom system, (Navigator – a member relationship 
management tool) which is used to document all contacts from members and to track and manage 
all work related to those contacts. Navigator documents and tracks incoming and outgoing 
contacts. Any required follow-up or additional activity related to the contact is auto-generated to 
the appropriate area for fulfillment. The system monitors for evidence of completion of the 
activity. 


Navigator maintains individual contact histories for all members, employer groups and providers, 
as well as external entities. Each and every member contact coming into or out of each Coventry 
MCO, including correspondence and e-mail contacts, is maintained for a comprehensive contact 
history regarding the member. 


Navigator interacts with the Coventry source administrative and claim system, IDX, to provide 
real-time data regarding eligibility, contracted providers, authorizations and claims. 


Navigator contains modules that apply specifically to appeals and clinical management. These 
modules are accessed through special user permissions to protect the data. Both have a selection of 
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reports that provide information specific to the topic. The appeals module manages all aspects of 
an appeal from a member or provider from initiation to resolution, including timeliness of 
response. Data elements required for state-mandated reporting are provided for appeals. 


Navigator Care – Coordination of Care, Quality 
Management/Utilization Management, Special Needs 
Condition/disease management and complex case management are tracked in a dedicated module 
called Navigator Care (NavCare). NavCare interfaces with IDX to locate candidates for these 
programs and solicit participation. NavCare monitors their ongoing participation and contact 
with MCO Case Managers. Programs supported include: 14 Disease Types (Asthma, Diabetes), 
Case Management and Condition Management, Member Reminders (Flu Shots, disease-specific) 
and Medicaid Wellness (EPSDT). 


NavCare contains over 70 member assessment questions that are used as detailed analytic tools for 
monitoring member goals and self management. Case managers conduct goal planning with 
members to support member self-management. This information is available to providers via 
www.directprovider.com. A member’s provider has the ability to update/comment on the 
member’s progress and suggest alternative goals and objectives. 


Coventry Provider Database (CPD) – Provider Network and 
Services 
CPD maintains provider information for over 860,000 providers and captures key provider data 
(PIN, multiple office addresses, products, practices), ensuring data quality and preventing 
duplication. The CPD is the source of Coventry’s HEDIS® provider measurement data, which is 
audited according to NCQA HEDIS® Compliance Audit™ specifications. This application is used 
to generate provider directories, both on paper and on the Web. Web directories are updated on a 
weekly basis, complete with languages spoken, directions to offices and whether new patients are 
being accepted. 


CPD is the master system for provider credentialing and contracts. Once providers are entered in 
CPD, they may be entered for claims processing and payment in IDX. It is also the source system 
for www.directprovider.com, Coventry’s provider Web portal (described below)In addition, 
member service representatives are able to view CPD information through Navigator when 
providers call for support or information. 


Directprovider.com – Provider Services 
Directprovider.com is Coventry’s secure provider portal. This portal offers registered providers 
the ability to check a member’s eligibility and benefits, inquire about claims, submit 
authorizations, view member ID cards and view remittance advices. This service is available at no 
costDirectprovider.com is linked to the IDX system for the most recent data and status updates. 


My Online Services (MOS) – Member Services 
My Online Services is Coventry’s member portal. It is an easy-to-use member-friendly tool that 
allows members to access member service. My Online Services offers the user the ability to view 



http://www.directprovider.com

http://www.directprovider.com
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his/her personal and eligibility information; view and print his/her ID card; view benefits, claims 
and authorizations; search for a provider or specialist; access decision support tools such as 
hospital quality comparisons, and enter personal health information through a Personal Health 
Record (PHR). 


MOS draws its information in real time from the IDX system, so the user may see the most up-to-
date data upon logging onto the portal. If a member requests to update his/her address 
information, the request is routed to Navigator for review and final update by a member service 
representative. The request and follow-up are tracked within Navigator, and the actual change is 
recorded within IDX for full traceability. 


Coventry Mobile 
Members can also access My Online Services on the go through the free Coventry Mobile 
application. Coventry Mobile gives secure access to view, email and fax the following information: 


• Member ID card 


• Allergy and immunization details 


• Emergency contact information 


• Provider search results 


On Coventry Mobile, members may also: 


• View medical claims 


• View benefit usage 


• Update My Health Information 


• View member/dependent mobile information 


• Search for providers 


Coventry Data Warehouse (CDW) – Reporting, Data Transmissions, Pharmacy 
The CDW is an Oracle-based enterprise-wide data repository supporting decision making at the 
MCO and corporate levels. It is used to meet State and Federal reporting mandates. CDW derives 
its data from the transactional systems and integrates third party encounter data from a variety of 
areas, such as from a state’s contracted pharmacy vendor. The CDW is refreshed on the last day of 
each month with a snapshot of application system data. 


The warehouse supports reporting via multiple data marts. These data marts are accessed by 
management and staff to develop reports and further analyze data to monitor and constantly 
improve the delivery of services to our membership. Any external claims data such as Pharmacy 
claims, Behavioral Health claims, or that is required of DHCFP can be stored to the CDW as 
required. 


These systems remain synchronized using interfaces, rather than manual data entry. This 
approach ensures that data integrity and consistency are maintained. Figure 53 summarizes 
system interfaces and includes the trigger/type of interface and frequency. 
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Figure 53: Summary of System Interfaces 


Interface Source Target Frequency Trigger Direction Type 


Eligibility IDX Navigator Real Time Automated One Way P2P* 


Eligibility IDX Navigator Care Real Time Automated One Way P2P 


Eligibility IDX My Online Services Real Time Automated One Way P2P 


Eligibility Inquiry 
& Response 


IDX Directprovider.com Real Time Automated Bi-directional Engine 


Eligibility Inquiry 
& Response 


IDX Emdeon Office Real Time Automated Bi-directional Engine 


Eligibility IDX CDW Batch, monthly Automated One Way P2P 


Eligibility 
Updates 


State IDX Batch, daily Automated One Way Engine 


Eligibility IDX State Batch, daily Automated One Way Engine 


Authorizations Navigator Care IDX Batch, daily Automated One Way P2P 


Authorizations 
Inquiry & 
Response 


IDX Emdeon Batch, daily Automated One Way Engine 


Authorizations 
Inquiry, Update 
& Response 


IDX Directprovider.com Real Time Automated Bi-directional Engine 


Authorizations 
Update 


Directprovider.
com 


IDX Real Time Automated One Way Engine 


Authorizations IDX My Online Services Real Time Automated One Way P2P 


Authorizations IDX CDW Batch, monthly Automated One Way P2P 


Reports IDX Directprovider.com Batch, monthly Automated One Way P2P 


HRA Results CDW Navigator Care Real Time  Automated One Way P2P 


Claims Inquiry 
& Response 


Emdeon Office IDX Real Time Automated Bi-directional Engine 


Claims Inquiry 
& Response 


Directprovider.
com 


IDX Real Time Automated Bi-directional Engine 


Claims IDX CDW Batch, monthly Automated One Way P2P 


Remittance 
Advice 


IDX Directprovider.com Batch, twice 
weekly 


Automated One Way Engine 


Remittance 
Advice 


IDX Emdeon Office Batch, twice 
weekly 


Automated One Way Engine 
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Interface Source Target Frequency Trigger Direction Type 


Encounters IDX State Batch, monthly Automated One Way Engine 


Claims View IDX My Online Services Real Time Automated One Way P2P 


Provider ID File CPD State Batch, weekly Automated One Way P2P 


Provider ID File State CPD Batch, weekly Automated One Way P2P 


Enrollment 
Reconciliation 


IDX State Batch, monthly Automated One Way Engine 


Premium 
Payment 


State FTP site Batch, monthly Automated One Way P2P 


Other Vendors Other Vendors CDW Batch, monthly Automated One Way P2P 


Pharmacy Pharmacy 
vendor 


CDW Batch, weekly Automated One Way P2P 


Behavioral 
Health  


MHNet CDW Batch, weekly Automated One Way P2P 


* P2P = Point-to-point 


 


Figure 54 depicts Coventry’s internal controls. 


Figure 54: Internal Controls Diagram 
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Coventry's IT department follows a methodology utilizing industry best practices for managing all 
phases of the Systems Development Life Cycle (SDLC), which is based on the Project 
Management Institute (PMI) body of knowledge (PMBOK). 


Every Coventry IT project is directed by an experienced Project Manager (PM) well versed in 
current project management tools and techniques. The SDLC used by Coventry defines specific 
rules for a simplified and standard approach during all phases of a project. Our project 
methodology has built-in controls and checkpoints throughout the life cycle to aid the project 
manager in tracking and managing progress, issues, and key milestones. Standard documents are 
used, each phase requires its own set of deliverables, and management must sign off before it can 
proceed. 


Due to the complexity of this project, the number of resources on the project team and the clear 
definition of the project scope, a waterfall approach will be utilized. 


Phases of the Waterfall Approach 
 


 


Capacity Planning 
Capacity planning is a key component of preparing for new business. Coventry ensures that all 
performance, storage and system availability standards can be met up-front before each new 
business is added to our systems. Numerous factors, including projected membership, storage 
requirements, transactional processing volumes and network bandwidth are considered as part of 
the evaluation process. Annual reviews are conducted to ensure sufficient capacity is maintained. 
Coventry will follow this process to ensure that its systems are fully prepared to handle the State 
of Nevada’s Medicaid plan. 


Identifying Modifications and Updates 
Coventry’s systems must be flexible and scalable to effectively support our millions of members 
across the country. Coventry’s system of record has been designed to meet federal and state 
policies, standards and needs, which allows our dedicated IT team to implement new Medicaid 
plans quickly and effectively. Coventry’s in-house programming and development staff work daily 
to enhance our systems to grow with our membership and market needs. 


Configuration of Systems 
In order to prepare Coventry’s system of record and all interfacing systems to support the State of 
Nevada’s Medicaid business, a Project Team is defined. Resources perform a thorough analysis of 
the MCO Contract to ensure compliance with all policies, procedures and requirements is within 
the project scope. The project team will work closely with the DHCFP staff and the DHCFP’s 
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fiscal agent to establish requirements and schedule for each interface. This analysis includes each 
of Coventry’s major systems to determine the updates required to meet requirements of the State. 


Throughout the design and construction phases of the implementation, each system is configured 
based on the analysis performed to conform to the State of Nevada’s requirements and business 
needs including unique business rules. 


Extensive test plans are created to validate the unique business rules, valid values for critical data 
and data exchanges and interfaces that are mandatory for the State of Nevada’s Medicaid 
business. Included in these test plans are test cases to validate that the systems handle State-
required scenarios appropriately. Management sign off on testing results is required before 
deploying to production. 


 


5.1.11.12. HIPAA Compliance 


 A. Describe your status, resources, and approach to HIPAA compliance. 


Our leadership has established a corporate Privacy Office, which has overall responsibility for 
developing policies and procedures to safeguard Protected Health Information (PHI) against uses 
and disclosures that are inconsistent with applicable law. All policies and procedures regarding 
privacy and security are reviewed on an annual basis. We are dedicated to ensuring that our 
privacy practices regarding the secure storage, transmission and allowable release of individually 
identifiable health information comply with all federal and state laws and regulations, including, 
but not limited to, the HIPAA Privacy Rule, and the HITECH Act. 


Each MCO site has a Business Unit Privacy Leader (BUPL) to act as the lead for privacy and 
security policy compliance, reporting back to the corporate Privacy Office. This individual has the 
responsibility of implementing privacy compliance and security procedures at the local office 
level. In addition, responsibilities of the BUPL include: 


• Coordinating efforts within the local office to resolve complaints regarding corporate privacy 
or security practices and procedures 


• Notifying and assisting the corporate Information Risk Management Team in the investigation 
of privacy and security complaints 


• Ensuring that employees of the local office are aware of their obligations to comply with the 
corporate Privacy and Security Compliance Program and its associated policies and procedures 
(e.g., locking workstations, appropriate storage and disposal of confidential information) 


• Assisting the Information Risk Management Team in responding to privacy and security 
requests and inquiries 


• Assisting the Information Risk Management Team in review of the local office’s compliance 
with administrative, technical, and physical safeguards 


• Performing walkthroughs of the local office during and after regular working hours on a 
monthly basis to monitor employee compliance with privacy and security policies and report 
any non-compliance issues to local management and the corporate privacy team 
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Through the corporate Privacy Office, we have implemented administrative, physical and 
technical safeguards for PHI that reasonably and appropriately protect the confidentiality, 
integrity and availability of PHI, including EPHI, that we create, receive, maintain or transmit on 
behalf of clients. 


Privacy safeguards include: 


• Providing training and education for our personnel on policies and procedures regarding the 
appropriate uses and disclosures of PHI and overseeing the implementation and enforcement 
of these policies and procedures 


• Ensuring the proper handling, use and disclosure of members’ PHI while administering their 
health care benefits and providing an appropriate level of member service 


• Recognizing each member’s right to privacy and treating their health information with the 
strictest confidence 


• Only sharing health information with others when it is appropriate for ensuring delivery of 
health care services, administration of health care benefits or health care payments, or as 
otherwise required by law 


• Sending all faxes and emails with a confidentiality notice that notifies the recipient that the 
information contained in the transmission is confidential, proprietary or privileged 
information and may be subject to protection under the law, including the Health Insurance 
Portability and Accountability Act 


• Possessing shredder bins in multiple locations throughout the office. All employees are 
mandated to shred all documentation containing any PHI once it is not needed to perform job 
functions 


Security safeguards include: 


• Using encrypted portable devices when circumstances require the mobile transmission of PHI. 
Only select employees have the ability to store information on encrypted portable devices. 
System safeguards are in place to ensure that such storage only occurs with approved 
encrypted portable devices. 


• Encrypting any transmission of electronic communication containing protected health 
information. 


• Using a HIPAA-compliant email system ensuring that if information containing PHI must be 
submitted to the recipient via email, it can be transmitted through an encrypted secure 
appliance. Only the recipients intended to receive these emails will be notified to create an 
account and a password and will then be able to open the message. 


• Locating all confidential data in secure locked file cabinets when it is not needed to conduct 
current business activities. 


• Identifying, monitoring and restricting access by all guests or visitors. 


• Conducting regular walk-throughs of the office premises at all locations to assure PHI is in 
secure locked file cabinets when it is not needed to perform job functions. 


• Guaranteeing management is responsible for authorizing all user access. 
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• Maintaining a managed care system of record, IDX, which is role-based and controlled 
through user profiles in Security Plus, a modular component of IDX. Password authentication 
is required and login/password security is monitored. Accounts are locked after three failed 
login attempts. Access is removed promptly upon employee termination and also after 90 days 
of account inactivity. 


• Regularly backing up and securely storing all information system and electronic media. 


When using or disclosing personally identifiable information (PII) or when requesting PII from 
another entity, we make reasonable efforts to limit PII to the minimum necessary to accomplish 
the intended purpose of the use, disclosure or request. To accomplish this, the following 
standards apply: 


• Routine or recurring requests for uses or disclosures are subject to review on an annual basis as 
part of a continuous improvement process to determine if the: (a) appropriate amount of PII is 
used and disclosed; and (b) the appropriate categories/classes of employees have access to such 
information 


• Non-routine or non-recurring disclosures will not be made unless it is verified that the 
disclosure is permitted and the content is that which is minimally necessary for the purpose of 
the request 


• We will not use, disclose or request an entire medical record unless it is specially justified, 
documented and approved as reasonably necessary 


• Our employees will have access to and use only the minimum amount of PII that is reasonably 
needed to properly perform their assigned duties and job requirements 


We also protect stored information by using classification standards to protect data in our 
possession. The classification standards for documents/data are designed to support the 
“principle of least privilege” (i.e., an employee must be able to access only such information and 
resources as are necessary to its legitimate purpose) as well as meet regulatory requirements. All 
employees who may have exposure to our data are expected to comply with this policy. 


Data classification must be recorded and maintained within the system, application, and database 
documentation, to include any segregation of duties documentation, and pertinent disaster 
recovery/business continuity documentation. 


If a suspected breach incident does occur, the BUPL, in conjunction with the corporate Privacy 
Office is required to investigate, remediate and document any reported or identified conflicts 
with privacy policies and procedures. All incidents are filed and reported in a timely manner to 
meet Health and Human Services (HHS) guidelines, as covered entities have 60 days to 
investigate, remediate and implement additional safeguards. 


The BUPL works with the Privacy Office and MCO attorney to determine if member notification 
is required. If it is determined that an incident has resulted in an inappropriate disclosure of PHI 
(as defined by HIPAA regulations), the BUPL will document an Accounting of Disclosure. 


Incidents involving 500 members or more are required to be reported immediately to the Privacy 
Office, so that immediate notification may be made to HHS. 
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5.1.11.12 HIPAA Compliance 


B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


Electronic Claims Submission Process 
Electronic claims are submitted through an electronic data interchange (EDI) utilizing the format 
mandated by the HIPAA transaction regulation. Coventry uses Emdeon as the primary third-party 
vendor that EDI claims may be submitted to by our providers. 


Providers may submit their EDI claims either directly to Emdeon or they may submit them 
indirectly by using their own claim clearinghouse, such as Gateway Relay Health, and SSI. 
Emdeon performs edits specific to the clearinghouse and some limited Coventry-defined edits. 
Emdeon keeps track of all claims submitted to them by assigning a specific reference number to 
each submission. 


In addition to the EDI claim submitters mentioned above, Coventry also receives EDI files from 
our third-party keying vendor, Affiliated Computer Services, Inc(ACS)ACS is the third-party 
keying vendor Coventry uses to key in the paper claims. These files follow the same steps as the 
true EDI claims described above. 


Before EDI claims are loaded into IDX, the electronic claim files are processed through the 
SeeBeyond and Foresight systems. These systems perform file validation and generate 
acknowledgements as follows: 


• Trading partner validation—validates that the trading partner has permission to submit the 
transaction 


• HIPAA validation as necessary (via Foresight InStream product) 


• Translation and mapping—SeeBeyond translates files into formats acceptable for uploading 
into the claims adjudication system 


• Generation of HIPAA 999 functional acknowledgements 


EDI claims are then loaded into Coventry’s claims processing system through a batch upload 
program. Our Enterprise Business Integration department oversees an automated process for 
logging, loading and processing the daily EDI files from all trading partners as well as sending 
acknowledgment reports back to the trading partners. The Emdeon EDI claim files go through 
validation edit checks and any noncompliant claims are automatically sent back to Emdeon. 


Validation is performed by the SeeBeyond system. This process validates the claim submission 
files and sends alert e-mails to trading partners and the Enterprise Business Integration 
department. 


The Front End Operations staff in Customer Service Operations reconciles the file counts from all 
trading partners against claims accepted and filed into Coventry’s claims processing system. All 
discrepancies are researched and validated. 
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Encounter Submission Process 
Coventry successfully provides encounter data in the 837 format to the states of Virginia, 
Maryland, Michigan, Nebraska and Kentucky in accordance with the quality, format, scheduling 
and submission standards of those states. This includes capitated arrangements with both 
Maryland and Michigan mental health providers, vision and laboratory services. Coventry’s 
Michigan Medicaid MCO has capitated arrangements with primary care practitioners as well. For 
our MCOs in other states, encounter data is submitted in a proprietary format provided by the 
state. 


Providers and subcontractors are required to submit complete claims per industry-accepted 
standards. Coventry enforces industry-accepted clean claims standards by partnering with 
Emdeon/WebMD, where standards for submission of claims data are enforced. In the case of 
denied claims, Coventry provides all details to the State, provided that the information submitted 
to Coventry follows HIPAA 837 standards. The accuracy and completeness of claims and 
utilization data is further addressed via provisions in Coventry provider contracts, through the 
enforcement of policies which specifically define requirements for data quality and timeliness, and 
through sanctions if the policy is not followed. This data is validated using a variety of tools and 
processes to ensure claims are adjudicated appropriately, transformed into encounter data files, 
sent to the State per its specifications, and reconciled. 


Encounter data is mapped using translation rules into the 837 format as required by the State and 
HIPAA Guidelines. Mapping rules include checking for required data and allowing for the 
application of default values as required by the State. If a claim does not contain the necessary 
data to create an 837-formatted claim, the claim is rejected and a report is provided for 
appropriate updates. 


According to Coventry policy, all rejected claims must be addressed within thirty (30) days. If the 
appropriate information can be received from the provider, the claim will be corrected and re-
submitted within that timeframe. Due to the strong processes and controls Coventry has in place, 
Coventry has never received a request from any organization to create or adhere to a corrective 
action plan regarding the submission of encounter data. 


Coventry analyzes and responds to any encounter rejected by the State for medical claims and by 
the respective capitated vendor for capitated claims. An encounter team comprised of claims 
processors, information systems analysts, and certified professional coders review all claims-
associated acceptance/rejection rates to ensure accuracy as well as to increase acceptance rates. All 
capitated vendors are reported and trended via a subcontractor oversight meeting. 
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5.1.12  Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial.  


 5.1.12.1 Dun and Bradstreet Number 


 5.1.12.2 Federal Tax Identification Number 


 5.1.12.3 The last two (2) years and current year interim: 


   A. Profit and Loss Statement 


   B. Balance Statement 


This information is included in Section 10.5, Part III – Confidential Financial proposal. 


5.2 SUBCONTRACTOR INFORMATION 
5.2.1 Does this proposal include the use of subcontractors? Check the appropriate response in the 


table below. 


Yes X No  


 


 If “Yes”, vendor must: 


5.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor will perform services. 


The following subcontractors will be utilized for the following services in the CoventryCares 
program. 


Vendor Service RFP Reference from 4.2.2 


Express Scripts, Inc. 
(ESI) 


Pharmacy 4.2.2.32 


MHNet Behavioral Health 4.2.2.2, 4.2.2.24, 4.2.2.48, 
4.2.2.49 


National Imaging 
Associates, Inc. (NIA) 


Utilization of High-
Tech Radiology 


Services 


4.2.2.38 


Scion Dental Dental 4.2.2.7 


Triad Healthcare Utilization of Pain 4.2.2.33 
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Vendor Service RFP Reference from 4.2.2 
Management by 


Physician/Osteopath 


Vision Service Plan 
Insurance, Inc. (VSP) 


Vision 4.2.2.29 


 


 


5.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


 A.  Describe the relevant contractual arrangements; 


 


Vendor Relevant Contractual Arrangements 


Express Scripts, Inc./Medco National Agreement with Coventry Health Care, Inc. 
for all lines of business (Commercial, Medicare and 
Medicaid) 
ASO arrangement 
Financial Penalties tied to Performance Guarantees 


MHNet National Agreement with Coventry Health Care, Inc. 
Requires an amendment to the agreement 
Expect to be capitated arrangement 
Financial Penalties tied to Performance Guarantees 


National Imaging Associates, 
Inc. (NIA) 


National Agreement with Coventry Health Care, Inc. 
with Commercial and Medicaid lines of business 
Requires an amendment to the agreement 
Capitated arrangement 
Financial Penalties tied to Performance Guarantees 


Scion Dental New agreement 
Expect to be capitated arrangement 
Financial penalties tied to Performance Guarantees 


Triad Healthcare National Agreement with Coventry Health Care, Inc. 
for Commercial and Medicaid lines of business 
Requires an amendment to the agreement 
Capitated arrangement 
Financial Penalties tied to Performance Guarantees 
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Vendor Relevant Contractual Arrangements 


Vision Service Plan 
Insurance, Inc. (VSP) 


New agreement 
Expect to be capitated arrangement 
Financial Penalties tied to Performance Guarantees 


 


5.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


 B.  Describe how the work of any subcontractor(s) will be supervised, channels of 
communication will be maintained and compliance with contract terms assured; and 


CoventryCares understands that subcontractors are a direct extension of the MCO. Therefore, 
Coventry and CoventryCares have created subcontractor oversight processes that ensure all 
subcontractors are performing according to MCO contract requirements and federal and state 
regulations. These processes include: 


• Monthly meetings to discuss any issues or concerns 


• Assign staff to be a direct contact with subcontractors for day-to-day issues or concerns 


• A formal policy and procedure for subcontractor oversight 


• Due diligence audits prior to entering a subcontractor agreement 


• Written contracts with documented responsibilities and performance criteria with corrective 
action and termination processes 


• Routine monitoring activities (including complaint and grievance logs) and reports 


• Independent evaluation of subcontractor performance through a cross-functional oversight 
committee 


• Use of on-site subcontractor audits 


• Annual review of all oversight committees by CoventryCares’ Quality Improvement 
Committee (QIC) 


In the event standards are not met, CoventryCares requires a written plan of corrective action 
from the subcontractor and follow-up audits are conducted to ensure compliance. 


 


5.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 


 C.  Describe your previous experience with subcontractor(s). 


Figure 55 lists the CoventryCares subcontractors and the work they perform for Coventry Health 
Care, Inc. 
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Figure 55: CoventryCares Subcontractors 


Vendor Coventry Line of Business and 
Location 


Service 


Express Scripts, Inc.(ESI) For all Coventry lines of business 
(Commercial, Medicare and 
Medicaid) and locations (as 


applicable) 


Pharmacy 


MHNet Commercial – IA, KS, LA, NE, TN, 
MO, IL, UT, DE, FL, GA, NV, PA, 


VA, WV 
Medicare – KS, NE, TX, MO, GA, 


PA 
Medicaid – KY, MO, DE, VA 


 


Behavioral Health 


National Imaging Associates, Inc. 
(NIA) 


Medicaid – PA, KY, VA and FL Utilization of High-Tech 
Radiology Services 


Scion Dental Medicaid - MI Dental 


Triad Healthcare For all Coventry lines of business 
(Commercial, Medicare and 
Medicaid) starting in 2013 


Utilization of Pain 
Management by 


Physician/Osteopath 


Vision Service Plan Insurance, 
Inc. (VSP) 


Commercial – VA, NC, SC, WV 
Medicaid – VA, WV, KY 


Vision 


 
 


5.2.1.3. Vendors must describe the methodology, processes and tools utilized for: 


 A. Selecting and qualifying appropriate subcontractors for the project/contract; 


The criteria utilized in reviewing a potential subcontractor to fit the needs of a specific market are 
the following: 


• Review of the subcontractor’s current network 


• Cost analysis of the impact of the subcontractor maintaining the business on behalf of 
CoventryCares 


• Ability of the subcontractor to be able to adopt our policies and procedures 


• Interface capabilities for operations 


• Review of our national contractual partners and the services they provide 


CoventryCares has a comprehensive and aggressive program to manage subcontractors and 
guarantee performance for the Medicaid program. Contractual language obligates subcontractors 
to meet specified: 
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• General contract terms and conditions 


• Performance standards and guarantees 


• Reporting requirements 


• Subcontractor audit support requirements 


• Defined interface and management responsibilities 


Before entering into an agreement with a subcontractor, CoventryCares verifies that all 
subcontractors have information systems capabilities and processes, as applicable to their contract 
functions, equivalent to CoventryCares’ systems. 


A key method of monitoring subcontractor performance is evaluating encounter submissions. 
CoventryCares requires subcontractors to submit control files with their submitted encounter 
files. The control files are compared with the submitted file to ensure data integrity prior to 
processing. When the received files are processed, the data fields are reviewed to verify that: 


• Required data is present 


• Each field has the correct data type 


• Related fields are completed properly 


• Control fields in the headers and trailers match 


If errors are found, the file is returned to the subcontractor for correction and resubmission. These 
errors generate an alert to both the operational and information systems staff for follow up. By 
following up on any errors immediately, we can correct mistakes as they occur and prevent the 
same errors from recurring. 


5.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


 B. Ensuring subcontractor compliance with the overall performance objectives for the project; 


We ensure all subcontractors perform according to MCO contract requirements and federal and 
state regulations through a pre-delegation assessment and delegation oversight process. 


Pre-Delegation Assessment 
CoventryCares only delegates activities to subcontractors who have demonstrated the ability to 
not only perform the delegated duties, but also have mechanisms in place to document the 
activities and produce associated reports. We understand the need to track the services provided 
to ensure a fully integrated model for our members. Coventry Health Care, Inc. (Coventry) has 
experience working with subcontractors in all of its Medicaid markets and has a thorough RFP 
process to ensure each vendor will provide its services within Coventry’s standards. 


As part of the delegation assessment process, CoventryCares conducts pre-delegation audits prior 
to signing and implementing any delegation agreement. Our subject matter experts evaluate the 
entity’s ability to perform the functions in accordance with the MCO contract requirements and 
relevant evidence-based guidelines where appropriate. During this assessment period, the 
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subcontractor’s ability to provide services and all required encounter data is evaluated. In 
addition, all policies, procedures, and activities relevant to the function delegated are evaluated.  


Delegation 
If approved for delegation by DHCFP, CoventryCares enters into a written agreement with the 
subcontractor outlining the specific service or activities to be delegated. The subcontractor 
agreement also outlines the process by which we evaluate the delegate’s activity and the 
opportunities for improvement with the remedy if the delegate does not meet its obligations. We 
require that all services be performed in accordance with our contract requirements and federal 
and state regulations.  


Coventry’s subcontractor oversight includes the following components: 


1. Receipt of Required Data 


CoventryCares contractually requires its subcontractors to provide, at a minimum, reporting 
of the following data: Utilization activity, access to service results, member services statistics, 
and complaint and grievance activity. This information is regularly reviewed in a meeting with 
each subcontractor and a cross functional team of CoventryCares staff. Annually, 
subcontractors are required to submit all of their operational policies and procedures which 
are reviewed by CoventryCares’ Operations staff to ensure that the policies are in compliance 
with DHCFP regulations. Quality Improvement plans and results are required. These are 
reviewed by CoventryCares’ Quality Improvement Committee. Any vendor who conducts a 
member satisfaction survey is required to submit an annual summary of the results which is 
reviewed by CoventryCares’ Quality Improvement Committee. 


2. Encounter Data 


A key method of monitoring subcontractor performance is evaluating encounter submissions. 
Coventry requires subcontractors to submit control files with their submitted encounter files. 


The control files are compared with the submitted file to ensure data integrity prior to 
processing. When the received files are processed, the data fields are reviewed to verify that: 


• All required data is present 


• Each field has the correct data type 


• Related fields are completed properly 


• The control fields in the headers and trailers match 


If errors are found, the file is returned to the subcontractor for correction and resubmission. 
These errors generate an alert to both the operational and information systems staff for follow-
up. Errors are considered high priority and are worked immediately.  


3. Utilization of Health Care Services at an Appropriate Level 


Quarterly meetings are held with subcontractors to discuss results and areas for improvement. 
In these meetings, utilization statistics are reviewed. Each vendor provides utilization metrics 
and consultation about how CoventryCares compares to other members’ results and industry 
standards. Utilization metrics are reported for the current reporting period and with year-to-
date totals. 
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Utilization results are also reported to Senior Coventry Medicaid Leadership, at 
CoventryCares’ Quality Improvement Committee, and during State and EQRO audits.  


4. Administrative and Health Care Services 


CoventryCares uses an oversight committee with representation from cross-functional MCO 
departments to review and monitor the subcontractor, ensuring compliance with applicable 
federal and state regulations and MCO contract requirements. Performance measure tools 
reviewed as part of the oversight process include, but are not limited to: 


• Utilization Management metrics, including appropriate level of care 


• Access and availability results, including geo-access reports 


• Quality Improvement activities 


• Provider appeal and grievance reports 


• Member appeal and grievance reports 


• Policies and procedures  


• Member and provider satisfaction survey results 


• Member service metrics (such as average speed to answer, hold time and abandonment 
rate) 


• Claims processing metrics, including timeliness and accuracy 


• Other report activity 


The oversight committee reviews reports from the subcontractors on a quarterly basis or more 
frequently if needed. Any encounter information is reviewed and checked for accuracy and 
reasonableness. On an annual basis, the committee will review program descriptions, work plans, 
evaluations and policies and procedures of each subcontractor as well as general materials used for 
members and providers. Subcontractors are required to submit all member materials to 
CoventryCares prior to their use so that they can be reviewed for readability and state 
requirements. CoventryCares submits all member materials to the state prior to their use. As 
needed, an on-site audit may be conducted. 


In the event a subcontractor does not meet the required standards, CoventryCares requires a 
written plan of corrective action from the subcontractor, and follow-up audits are conducted to 
ensure compliance. If a subcontractor is unable or unwilling to implement necessary corrective 
action within a predetermined period of time, sanctions will be applied, including up to 
termination of the agreement. The agreements with existing subcontractors contain clauses that 
allow termination for non-performance of contract requirements and/or the inability of the 
subcontractor to meet established performance standards. We choose to enter into agreements 
with subcontractors who have positive track records and outstanding reputations with the 
provider network, members and the community. 
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5.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


 C.  Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; 
and 


All subcontractors are required to have quality improvement programs, work plans and 
evaluations. We ensure all Nevada quality objectives are included into subcontractor quality 
programs, work plans and evaluations. We review the results of quality improvement programs 
quarterly and annually to assure compliance to the quality objectives of the state of Nevada. 


 


5.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


 D.  Providing proof of payment to any subcontractor(s) used for the project/contract, if 
requested by the State.  Proposal should include a plan by which, at the State’s request, the 
State will be notified of such payments. 


We provide electronic copies of all checks issued to any vendors/providers and the corresponding 
remittance advice for provider payments. We provide tracking numbers for any ACH or wire 
payments issued to vendors and providers, back-up documentation supporting the payment, and 
the corresponding remittance advice for provider payments. Additionally, we provide copies of 
the "canceled check" for all cleared check payments. For provider claim payments, we provide 
electronic copies of check and EFT registers listing the check and EFT number, payment date, 
payee and amount. We issue 1099s to all vendors and providers who meet the annual threshold to 
receive a 1099. 


At the State’s request, any of the above will be provided in the State’s preferred format. 


 


5.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 5.1, 
Vendor Information. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.2.1.4. 


The subcontractors’ responses for Section 5.1, Vendor Information are included in the RFP 
submission immediately following the Altius Section 5.3.6 response.  Subcontractor responses, 
except for resumes and confidential financial information, are provided in alpha-order as listed 
below.  All resumes can be found pursuant to requirements under Tab VIII of the RFP proposal.  
The confidential financial information can be found immediately following the Altius response in 
Part III – Confidential Financial proposal. 


• Express Scripts, Inc. 


• MHNet 


• National Imaging Associates, Inc. 


• Scion Dental, Inc. 
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• Triad Healthcare 


• Vision Service Plan Insurance, Inc. 


 


5.2.1.5 Business references as specified in Section 5.3, Business References must be provided for 
any proposed subcontractors. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.2.1.5. 


The business references for subcontractors are provided in Section 5.2.1.5 within each 
subcontractor’s response. 


5.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.2.1.6. 


 


5.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not identified 
within their original proposal and provide the information originally requested in the RFP in 
Section 5.2, Subcontractor Information.  The vendor must receive agency approval prior to 
subcontractor commencing work. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.2.1.7. 


5.3 Business References 
5.3.1 Vendors should provide a minimum of three (3) business references from similar projects 


performed for private, state and/or large local government clients within the last three (3) years. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.3.1. 
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5.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor:  
 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor. 
 


Reference #:  


Company Name:  


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name:  


Primary Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the  
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project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Original Project/Contract Start 
Date: 


 


Original Project/Contract End 
Date: 


 


Original Project/Contract Value:  


Final Project/Contract Date:  


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


 


 
CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.3.2. 


The following business references are for Altius Health Plans, Inc. (Reference # 1, 2 and 3) and for 
Coventry Medicaid (Reference # 4, 5 and 6). 


The business references for subcontractors are provided in Section 5.2.1.5 within each 
subcontractor’s response. 


 


Reference #: 1- Salt Lake County TPA 


Company Name: Altius Health Plans, Inc. / Coventry Health Care, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Salt Lake County TPA  
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Primary Contact Information 


Name: Ilene Rhodes 


Street Address: 2001 South State Street, #4600 


City, State, Zip Salt Lake City, Utah 84190 


Phone, including area code: 385-468-0593 


Facsimile, including area code: 385-468-0573 


Email address: irhodes@slco.org 


Alternate Contact Information 


Name: Andrea Andersen 


Street Address: 2001 South State Street, #4600 


City, State, Zip Salt Lake City, Utah 84190 


Phone, including area code: 385-468-0598 


Facsimile, including area code: 385-468-0573 


Email address: aandersen@slco.org 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Altius/Coventry was awarded the bid 
to be the TPA for the self-funded Salt 
Lake County Health Insurance Plan. 
This includes claims payment, 
enrollment via electronic files, 
provider contracting, case 
management, pharmacy management. 


Original Project/Contract Start Date: 4/1/2012 


Original Project/Contract End Date: On going 


Original Project/Contract Value: Cost savings of 3 million dollars 


Final Project/Contract Date: On going 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or under N/A 



mailto:irhodes@slco.org

mailto:aandersen@slco.org
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the original budget/ cost proposal, and if not, 
why not? 


 


Reference #: 2 - Davis School District 


Company Name: Altius Health Plans, Inc. / Coventry Health Care, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Davis School District 


Primary Contact Information    


Name: Steve Baker 


Street Address: 45 East State Street 


City, State, Zip Farmington, Utah 84025 


Phone, including area code: 801-402-5315 


Facsimile, including area code:  


Email address: stbaker@dsdmail.net 


Alternate Contact Information 


Name: NA 


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 


Fully Insured POS plan.  They have 
been with us for the past 28 years. 
HMO product and we just added a 
QHDHP onto their options this year. 



mailto:stbaker@dsdmail.net
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applicable: 


Original Project/Contract Start Date:  


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value:  


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


yes 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


NA 


 


Reference #: 3 - Washington County School District 


Company Name: Altius Health Plans, Inc. / Coventry Health Care, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Washington County School District 


Primary Contact Information    


Name: Tammara Robinson 


Street Address: 121 W. Tabernacle 


City, State, Zip St. George, UT 84770 


Phone, including area code: 435-673-3553 ext.5119 


Facsimile, including area code:  


Email address: trobinson@admin.washk12.org 


Alternate Contact Information 


Name: NA 


Street Address:  


City, State, Zip  



mailto:trobinson@admin.washk12.org
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Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Fully Insured POS plan.  They have 
been with us for the past 8 years. We 
have a very extensive Wellness 
program with the district. We also 
provide wellness coaching for them.  


Original Project/Contract Start Date:  


Original Project/Contract End Date: Ongoing 


Original Project/Contract Value:  


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


yes 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


NA 


 


Reference #: 4 - Medicaid Managed Care Physical Health Service 


Company Name: 
CoventryCares of Nebraska 


For Altius Health Plans, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Medicaid Managed Care Physical Health Service 


Contract 42417 04 ; RFP 3140Z1 


Contract 51285 04; RFP 3192Z1 


Primary Contact Information  


Name: Vivianne Chaumont 
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Street Address: 301 Centennial Mall South 


PO Box 95026 


 


City, State, Zip Lincoln, NE  68509-5026 


Phone, including area code: (402) 471-2135 


Facsimile, including area code: (402) 471-9449 


Email address: vivianne.chaumont@nebraska.gov 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Managed Care Organization(MCO) 
that authorizes, arranges, provides, 
and pays for the delivery of services in 
a basic benefits package to enrolled 
Medicaid clients.  The care of clients 
enrolled in the MCO is managed by 
the MCO through its network of 
Primary Care Providers (PCPs), 
Specialists, Hospitals, and other 
providers of care who contract 
directly with the MCO.  Managed 
care offers an opportunity to assure 
access to a PCP, coordination of 
medical care, emphasizes preventive 
care, and encourages the appropriate 
utilization of services in the most 
cost-effective settings. 


Original Project/Contract Start Date: 8/1/10 Contract 42417 04 ; RFP 3140Z1 



mailto:vivianne.chaumont@nebraska.gov
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7/1/12 Contract 51285 04; RFP 3192Z1 


Original Project/Contract End Date: Contract 42417 04- 7/31/13 if the State 
doesn’t exercise the two one year 
extensions allowed in the contract.  


Contract 51285 01-6/30/15 if the State 
doesn’t exercise the two one year 
extensions allowed in the contract.  


Original Project/Contract Value: Contract 42417 04 ; RFP 3140Z1-
$120,000,000 annually 


Contract 51285 04; RFP 3192Z1- 
$100,000,000 annually 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Ongoing  


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Ongoing 


 


Reference #: 5 - MO HealthNet Managed Care 


Company Name: 
HealthCare USA of Missouri LLC (HealthCare USA)  


For Altius Health Plans, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X  VENDOR  SUBCONTRACTOR 


Project Name: MO HealthNet Managed Care 


Primary Contact Information 


Name: Susan M. Eggen 


Street Address: 615 Howerton Court 


City, State, Zip Jefferson City, MO 65109 


Phone, including area code: 573-526-4274 


Facsimile, including area code: 573-526-4651 
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Email address: Susan.M.Eggen@dss.mo.gov 


Alternate Contact Information 


Name: Shelley R. Farris 


Street Address: 615 Howerton Court 


City, State, Zip Jefferson City, MO 65109 


Phone, including area code: 573-526-4274 


Facsimile, including area code: 573-526-4651 


Email address: Shelley.R.Farris@dss.mo.gov 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Medicaid managed care for TANF 
children and adults, CHIP children, 
foster care children, and pregnant 
women.  Managed Care MCOs  are at 
full risk and are paid using actuarially 
sound risk adjusted rates.  Services 
include the full Medicaid benefits 
package except for pharmacy which is 
carved out to the MO HealthNet 
Division.  Also, behavioral health care 
is carved out for foster children / 
children in State Custody.  


Original Project/Contract Start Date: The State of Missouri first contracted 
with HealthCare USA in September 
1995 with ongoing contracts through 
current.  The most recent Managed 
Care contract began 7/1/12. 


Original Project/Contract End Date: Original 1995 contract ended in 1998. 


Current contract ends 6/30/13 with 
two one year renewals through 
6/30/15.  These renewals are at the 
State’s option only. 


Original Project/Contract Value: $700 million per year 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time Yes 



mailto:Susan.M.Eggen@dss.mo.gov
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originally allotted, and if not, why not? 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Yes 


 


Reference #: 6 - Agency for Health Care Administration 


Company Name: 
Coventry Health Plan of Florida, Inc. 


For Altius Health Plans, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Agency for Health Care Administration 


Primary Contact Information 


Name:  Kenyatta Smith 


Street Address: 27237 Mahan Drive 


MS #50 


 


City, State, Zip Tallahassee, FL 32308 


Phone, including area code: 850-412-4068 


Facsimile, including area code: 850-410-1676 


Email address: Kenyatta.smith@ahca.myflorida.com 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  



mailto:Kenyatta.smith@ahca.myflorida.com
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Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


The Company is currently contracted 
with the state Medicaid agency as a 
Managed Care Organization and 
services Medicaid enrollees in several 
counties within the state of Florida.  


Original Project/Contract Start Date: The Company has partnered with the 
state of Florida for nearly 12 years and 
provided coverage as a Managed Care 
Organization to Medicaid enrollees 
throughout the state.   


Original Project/Contract End Date: Current contract period ends 
8/31/2015.  


Original Project/Contract Value: Current contract period is 9/1/12 – 
8/31/15. Most recent prior contract 
period was 9/1/2009 – 8/31/2012. 


Final Project/Contract Date: Current contract period is 9/1/12 – 
8/31/15.  


Was project/contract completed in time 
originally allotted, and if not, why not? 


N/A 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


N/A 


 


5.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business 
references that are identified in Section 5.3.2 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.3.3. 


 


5.3.4 The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.3.4. 
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5.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 9, RFP Timeline for inclusion in the 
evaluation process.  Reference Questionnaires not received, or not complete, may adversely 
affect the vendor’s score in the evaluation process.   


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.3.5. 


 


5.3.6 The State reserves the right to contact and verify any and all references listed regarding the 
quality and degree of satisfaction for such performance. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Section 5.3.6. 


Tab VIII of the RFP proposal.  The confidential financial information can be found immediately 
following the Altius response in Part III – Confidential Financial proposal. 


• Express Scripts, Inc. 


• MHNet 


• National Imaging Associates, Inc. 


• Scion Dental, Inc. 


• Triad Healthcare 


• Vision Service Plan Insurance, Inc. 


5.4 Vendor Staff Resumes 
 A resume must be completed for each proposed individual on the State format provided in 


Attachment G Proposed Staff Resume, for key personnel to be responsible for performance 
of any contract resulting from the RFP. 


Attachment G, proposed vendor staff resumes, are included in Tab VIII. 
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COMPANY BACKGROUND AND 
REFERENCES:  


SUBCONTRACTOR ESI 
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INTENTIONALLY LEFT BLANK 
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5.1 VENDOR INFORMATION 


 


5.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: Express Scripts, Inc.  


Ownership (sole proprietor, 
partnership, etc.): As a publically traded company, Express Scripts, Inc.  


has numerous shareholders that hold equity within the 
company. No shareholder currently own more than 4.9% 
of Express Scripts shares.  


State of incorporation: Express Scripts was incorporated in Missouri in 
September 1986. The company re-incorporated in 
Delaware in March 1992. 


Date of incorporation: Express Scripts was incorporated in Missouri in 
September 1986. The company re-incorporated in 
Delaware in March 1992. 


# of years in business: Express Scripts has been in business for 26 years.  


List of top officers: Please see our response to 5.1.9G for an organizational 
chart of Express Scripts senior management.  


Location of company 
headquarters: 


 
Headquartered in St. Louis, Missouri, Express Scripts 
has more than 200 facilities on three continents.  
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Question Response 


Location(s) of the company 
offices: 


Please see the table below for Express Scripts office locations: 


Office Location 
Patient Care Contact Center Tempe, Arizona 
Express Scripts Pharmacy Tempe, Arizona 


Sales Office Woodland Hills, California 
Express Scripts Canada Mississauga, Ontario 
Express Scripts Canada Montreal, Quebec 
Express Scripts Canada Toronto, Ontario 


Patient Care Contact Center Pueblo, Colorado 
Government Affairs Office Washington, D.C. 
Specialty Distribution Site New Castle, Delaware 
Specialty Distribution Sites Lake Mary, Florida 
Specialty Distribution Site Oldsmar, Florida 


Specialty Site Orlando, Florida 
Specialty Contact Center Orlando, Florida 


Sales Office Palm Harbor, Florida 
Patient Care Contact Center St. Marys, Georgia 
Specialty Benefit Services Indianapolis, Indiana 


Specialty Pharmacy Byfield, Massachusetts 
Administrative Office Bloomington, Minnesota 


Patient Care Contact Center Bloomington, Minnesota 
Headquarters St. Louis, Missouri 


Administrative Office St. Louis, Missouri 
Technology and Innovation 


Center 
St. Louis, Missouri 


Patient Care Contact Center Maryland Heights, Missouri 
Card Distribution Maryland Heights, Missouri 


Administrative Offices Maryland Heights, Missouri 
Specialty Pharmacy Omaha, Nebraska 
Administrative Office Parsippany, New Jersey 


Express Scripts Pharmacy Albuquerque, New Mexico 
Specialty Pharmacy Brewster, New York 


Express Scripts Pharmacy Troy, New York 
Specialty Warehouse Grove City, Ohio 


Express Scripts Pharmacy Mason, Ohio 
Express Scripts Pharmacy Bensalem, Pennsylvania 
Express Scripts Pharmacy Harrisburg, Pennsylvania 
Express Scripts Pharmacy Trevose, Pennsylvania 
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Question Response 


Patient Care Contact Center Fort Worth, Texas 
Specialty Pharmacy Houston, Texas 


  


Please see below for our home delivery pharmacy 
locations: 


The Express Scripts Pharmacy is our national network of 10 
wholly owned, home delivery pharmacies located across the 
United States. Our pharmacies are located in the following 
cities and states: Willingboro, New Jersey; Columbus, Ohio; 
Fairfield, Ohio; Las Vegas, Nevada; Fort Worth, Texas; 
Tampa, Florida; Spokane, Washington; Richmond, Virginia; 
Pittsburgh, Pennsylvania; and Whitestown, Indiana. 


 


Location(s) of the office that will 
provide the services described in 
this RFP: 


The support services being described within this RFP 
will be based in our St. Louis, Missouri corporate 
headquarters.  


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


Express Scripts employs 107 patient care advocates in 
our Patient Care Contact Center located in Las Vegas, 
Nevada. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


Express Scripts has more than 33,000 employees 
nationally.  


Location(s) from which 
employees will be assigned for 
this project: 


The support services being described within this RFP 
will be based in our St. Louis, Missouri corporate 
headquarters. 


 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


Express Scripts is not registered in the State of Nevada, however we acknowledges the referenced 
statutes as it relates to an executable contract.  
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5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


 


Question Response 


Nevada Business License 
Number: 


16685 (Third Party Administrator) 
PH02290 (Specialty Pharmacy) 
PH02580 (Pharmacy) 
PH01812 (Pharmacy) 
PH01553 (Pharmacy) 
PH01555 (Pharmacy) 


Legal Entity Name: Express Scripts, Inc.  


 


 Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 


 If “No”, provide explanation. 


Not applicable. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


Express Scripts will comply with all state and federal laws and regulations applicable to pharmacy 
benefit managers in providing pharmacy benefit management services, including maintaining any 
necessary licenses and permits.  



http://sos.state.nv.us
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5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes X No  


 


 If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: Due to the contractual arrangements and obligations Express 
Scripts has to our clients, we cannot release client names or 
client-identifying information. 


State agency contact name:  


Dates when services were 
performed: 


 


Type of duties performed:  


Total dollar value of the 
contract: 


 


 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


 If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 


Not applicable.  


 If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
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two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to 
perform. 


Not applicable.  


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 
or criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


 


 Does any of the above apply to your company? 


 


Yes  No X 


 


Express Scripts and its affiliated companies (including Medco Health Solutions) are occasionally 
party to legal or administrative proceedings arising out of the ordinary course of our business. As a 
publicly traded company, we are prohibited by law and regulation from providing information on 
significant legal proceedings except through public announcements. We report significant legal 
proceedings in accordance with Securities and Exchange Commission (SEC) rules. 
 


 If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 


Date of alleged contract 
failure or breach: 


 


Parties involved:  


Description of the contract 
failure, contract breach, or 
litigation, including the 
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Question Response 


products or services involved: 


Amount in controversy:  


Resolution or current status of 
the dispute: 


 


Court Case Number If the matter has resulted in a 
court case: 


  


Status of the litigation:  


 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 1988.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  


I agree to comply with the terms and conditions specified in this RFP as they pertain to section 
5.1.8 only as applicable to ESI, with the following exceptions in Attachment 1 in Tab IX-Other 
Information Material of our submission. 
 


 Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP.  In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


 


 Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 
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5.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


  


 A. Provide a general description of the primary business of your organization and its client 
base. Include the length of time vendor has been providing services described in this RFP to 
the public and/or private sector.   


Express Scripts provides fully integrated pharmacy benefit management services, including network 
claims processing, home delivery, benefit design consultation, drug utilization review, formulary 
management, and clinical programs while ensuring our clients remain in full compliance with new 
regulations resulting from healthcare reform legislation. We also provide specialty pharmaceuticals 
distribution, retiree benefit coverage through Medicare Part D, and consumer-directed healthcare. 
We deliver our services with the utmost attention to protecting your healthcare information, as 
demonstrated by our Health Information Trust Alliance (HITRUST) certification. 


Express Scripts was founded in 1986 as a joint venture between a St. Louis-area retail pharmacy 
chain, which is no longer operating, and Sanus Corporate Health Systems. 


 


 B. Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.   


Since becoming a publicly traded corporation in 1992, we have sought to improve our opportunities 
through strategic acquisitions and mergers. Our recent merger with Medco Health Solutions 
enhances our ability to drive out the $400 billion in annual pharmacy-related waste through our 
innovation and alignment with clients. We are in the process of creating a new product offering, 
which will deliver even more value to clients and the most advanced care to patients. 


Today, we provide pharmacy benefit management services to more than 100 million members. We are 
based in St. Louis, with offices throughout the United States and in Canada. Express Scripts also 
provides specialty services through CuraScript Pharmacy, Inc., a wholly owned subsidiary 
headquartered in Orlando, Florida. 


As a publically traded company, we have numerous shareholders that hold equity in the company. 
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 C. Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or 
vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


Express Scripts is based in St. Louis, Missouri, with offices throughout the United States and in 
Canada. Express Scripts also provides specialty services through CuraScript Pharmacy, Inc., a wholly 
owned subsidiary headquartered in Orlando, Florida. 


 D. The location of disaster recovery back-up site. 


All critical files are backed up on a nightly basis and stored in a secured, off-site vault. Procedures 
and processes are in place to allow the network to be redirected to IBM’s Sterling Forest, NY 
processing center in the event of a disaster.  


 E. The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


Karen Schneider 


225 Summit Avenue, Montvale, NJ 07645 


(201) 269 – 6770 


karen_schneider@express-scripts.com 


  


F. The size of organization in assets, revenue and people. 


In 2011, Express Scripts’ revenue was $46.1 billion.  During the same time period, Medco’s revenue 
was $70.1 billion. Express Scripts currently employs more than 33,000 people. Please see the Annual 
Reports provided to review our organizational assets in Section 10.5, Part III – Confidential 
Financial proposal.  


 G. The organizational chart of your senior management by function including key personnel. 


An organizational chart of our corporate officers is provided below. 



mailto:karen_schneider@express-scripts.com
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 H. The areas of specialization. 


Express Scripts and Medco Health Solutions have united to create a healthcare leader that discovers, 
develops, and flawlessly implements proven solutions to address your healthcare challenges in regard 
to managing our clients’ pharmaceutical benefit. Our unmatched scale and scope will deliver 
additional value to your organization. 


A Commitment to Service and Stability 


Our focus on delivering value for the State derives from a simple belief that you deserve our best 
work. Providing outstanding service each day requires expertise in plan performance, client 
satisfaction, and implementation. We excel in these areas: 


Trend Management — Express Scripts rates as the best trend manager among PBMs, according to a 
2011 Morgan Stanley survey of consultants. 


Client Satisfaction — Express Scripts achieves higher client satisfaction ratings than our major 
competitors, as shown in a 2011 Morgan Stanley consultant survey. 


Implementation — Since 2001, Express Scripts has implemented more than 3,100 clients. In 2011, we 
achieved a 98.5% implementation satisfaction rating, validating both our implementation process and 
personnel. 







Tab VII: Section 5 - Company Background and References: Subcontractor ESI  


Medicaid Managed Care Organization Services RFP 1988 649 


Enabling People to Choose Better Health 


When it comes to their health, people want to do the right thing. When they fail to do so, it costs 
money. We can help bridge this gap between intent and behavior, resulting in healthier members and 
more value in the pharmacy benefit. 


At our Research & New Solutions Lab, Express Scripts studies how people interact with their drug 
therapy. We translate our insights into solutions for the challenges facing plan sponsors. For 
example, ScreenRx, our proprietary adherence solution, leverages the power of predictive modeling to 
detect future risk for nonadherence, tailoring interventions for individual patients based on their 
specific needs. ScreenRx will be available in 2013. 


Our Therapeutic Resource Centers further support the goal of enabling better member decisions by 
providing specialized treatment for patients with chronic and complex conditions. Personalized, real-
time Health Action Plans use available pharmacy, medical, and lab data to help our specialist 
pharmacists identify members’ health-related and savings-related opportunities. 


In addition to lowering costs, this approach adds value by guiding members into the optimal delivery 
channel, keeping them more adherent to their therapy, and delivering the most cost-effective 
medication. Our solutions help activate members’ best intentions to improve health and reduce 
wasteful spending. 


 AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 I. The Company’s main product/service lines and annual revenues for each product/service line 
in 2004 and 2005 for the two most recent years for which full data are available. 


Express Scripts provides fully integrated pharmacy benefit management services, including network claims 
processing, home delivery, benefit design consultation, drug utilization review, formulary 
management, and clinical programs while ensuring our clients remain in full compliance with new 
regulations resulting from healthcare reform legislation. We also provide specialty pharmaceuticals 
distribution, retiree benefit coverage through Medicare Part D, and consumer-directed healthcare. 
We deliver our services with the utmost attention to protecting your healthcare information, as 
demonstrated by our HITRUST certification. The following table details revenues by line of business: 


Year 
Home Delivery 
and Specialty 


Revenue* 


Emerging 
Markets** 
Revenue* 


Retail 
(Network) 
Revenue* 


2011 $14,547.4 $1,300.6 $30,007.3 


2010 $13,398.2 $1,166.3 $30,147.8 


*Reported in millions 


**This segment includes services related to: distribution of pharmaceuticals and medical supplies to providers and clinics, 
fertility services to providers and patients, and healthcare account administration and implementation of consumer-directed 
healthcare solutions 
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 J. The corporate philosophy and mission statement. 


Express Scripts mission is to make the use of prescription drugs safer and more affordable for our 
plan sponsors and their members. To that end, we focus on pharmacy benefit strategies that manage 
drug spend without compromising health outcomes or shifting costs to members.  


Our recent merger with Medco Health Solutions creates a healthcare leader that discovers, develops, 
and flawlessly implements proven solutions to address your healthcare challenges. Building upon a 
strong clinical foundation, the new Express Scripts applies our understanding of behavioral science 
to enhance the member experience, enabling members to make better decisions and achieve healthier 
results. As we move forward, we will continue to pursue innovation along this path.  


Express Scripts has never been owned by a pharmaceutical manufacturer, and this legacy of 
independence guides all that we do. We align our interests with those of our plan sponsors and their 
members, not other entities within the supply chain. 


 


 K. A description of any plans for future growth and development of your organization. 


At Express Scripts, we have a history of complementing our strong organic growth with strategic 
mergers and acquisitions, creating opportunities to enter new business segments, offer new services, 
and increase the scope of our business. 


A perfect example of our growth model, our merger with Medco has accelerated our ability to protect 
consumers from the rising cost of drugs. Our breadth and depth of services across traditional PBM 
management, specialty management, and Medicare Part D are unparalleled in the industry. With 
healthcare reform on the horizon, as well as an upcoming wave of brand-name drugs losing patent 
protection, we are ideally positioned to help clients and members navigate the rapidly changing 
landscape. 


 L. Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for 
the market expansion and/or additional business line identified.  For example, what kind of 
planning and project management techniques, what resources and organization, etc.? 


On April 2, 2012, Express Scripts, Inc. merged with Medco Health Solutions. This merger enhances 
our ability to drive out the $400 billion in annual pharmacy-related waste through our innovation and 
alignment with clients. Additionally, our combined clinical and behavioral expertise will enable us to 
improve health outcomes like never before — increasing therapy adherence, closing gaps in care, and 
enhancing the overall member experience. More than just driving out pharmacy-related waste, 
Express Scripts makes it easier for people to choose better health.  


Combining our companies is a dynamic process. We have analyzed each legacy organization’s 
product suite, and expect to announce our combined offering in the coming weeks. We have also 
decided upon a single technology platform that will provide industry-leading service to our clients; 
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clients will be upgraded to this platform on a rolling basis, through the end of 2013. As we move 
forward with our expanded product suite, additional savings will be available to continue to drive 
down costs, eliminate waste, and improve health outcomes.  


5.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


With more than 13 years of experience with state-sponsored Medicaid business, Express Scripts 
currently manages 38 Medicaid plans covering more than 5.3 million Medicaid members. These 
clients include members enrolled in State Children’s Health Insurance Program; Temporary 
Assistance to Needy Families; Aged, Blind, and Disabled; Developmentally Disabled; and Dual 
Eligible members across nearly 18 states. Our 96% client retention rate over the past three years 
testifies to our expertise in this realm.  


5.1.10.1 Experience 
 A. Explain in detail the experience your organization has in providing the services requested in 


this RFP, including specific experience with the following: 


 


  1. Managing a network of Medicaid Providers; 


 


With more than 13 years of experience with state-sponsored Medicaid business, Express Scripts 
currently manages 38 Medicaid plans covering more than 5.3 million Medicaid members. These 
clients include members enrolled in State Children’s Health Insurance Program; Temporary 
Assistance to Needy Families; Aged, Blind, and Disabled; Developmentally Disabled; and Dual 
Eligible members across nearly 18 states. Our 96% client retention rate over the past three years 
testifies to our expertise in this realm. 
 


  2. Managed care programs for Medicaid recipients; 


Through personalized care delivered by experienced specialist pharmacists within our Therapeutic 
Resource Centers, we improve patient safety, therapy adherence, and affordability, closing gaps in 
care and optimizing therapies for the State’s members who have chronic conditions. Member 
counseling interventions based on proprietary predictive models ensure at-risk members receive the 
right message at the right time to effect positive changes in their medication-taking behavior. 
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Our network of specialized pharmacists provides expertise to members with chronic and complex 
conditions such as diabetes, cancer, high blood pressure, asthma, heart conditions, high cholesterol 
and mental wellness.  
 


  3. Administering Medicaid utilization and case management programs; 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada’s PBM needs.  


 


  4. Medicaid claims processing and adjudication 


Medicaid claims are processed and adjudicated; however, Express Scripts has Medicaid-specific 
adjudication customization ability and has customized our system in many ways to support the unique 
needs of our Medicaid clients. Each year, Express Scripts adjudicates hundreds of millions of 
prescription-drug claims, including Medicaid claims, 99% of which are processed though our point-
of-sale network.   
 


  5. Project management; and 


Our Medicare and Medicaid Solutions business unit consists of more than 500 employees, all of 
whom have completed an extensive training and certification process to ensure robust knowledge of 
the Medicare benefit. These employees manage our Medicaid business by supporting the following: 
 


• Health plan account service  
• Finance and analytics 
• Clinical services  
• Operations  
• Business and product development 
• Compliance 
• Legal and regulatory 


 


  6. Qualifications of key personnel. 


Our key Medicaid personnel include two directors focused on the Medicaid product, a pharmacist 
dedicated to Medicaid clinical programs, and eight full-time employees that support and develop 
Medicaid solutions and interpret/implement Medicaid guidance. Our personnel have combined 
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healthcare experience of more than 30 years in insurance, with more than seven years direct 
involvement in Medicaid.   
 


 B. Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


Express Scripts has a long history of applying an evidence-based approach in the evaluation and 
reporting of our trend and clinical programs. Fundamental to this approach is the use of rigorous 
research design in reporting program effectiveness. This ensures an accurate assessment of the 
impact of our programs net of the natural change in prescription, medical utilization or medication 
adherence. Another important component of this evidence-based approach is the identification and 
measurement of outcomes. Outcomes from clinical interventions can include intermediate or short-
term outcomes, such as drug discontinuation or compliance improvement, in addition to final 
outcomes (i.e., cardiovascular events or disease prevention). Intermediate and final outcomes are 
measured both from a clinical or economic perspective.   


Experience 


Express Scripts’ researchers have more than 20 years of experience in the analysis and clinical 
categorization of measuring healthcare service delivery performance.  Express Scripts has led the 
industry in studying the effects of pharmacy benefit design and formulary policies on medical 
consequences, health care expenditures, and member satisfaction, publishing in numerous journals 
and being the only PBM to win industry scientific awards.   


Client Case Example 


The following details outline an example of a client that implemented Express Scripts’ integrated data 
product offering and the program’s results:  


• Client with over 95,000 member lives 
• A clinical rule targeting members at risk of Chronic Heart Failure (CHF) was initiated 


for the Third Quarter of 2011  
• 56.5% of the client’s members were missing ACE-ARB prescription therapy to control 


CHF 
• Outreach to doctors included over 400 letters mailed during the Third and Fourth 


Quarters of 2011 that covered over 50% of members at risk 
• These program interventions decreased this Gap in Care from 56.5% to 51.0% 
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 C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Express Scripts continuously makes capital investments to improve business practices, treatment 
protocols and enhance the services in support of clients. We continue to invest in infrastructure and 
technology. We believe these investments will provide efficiencies in operations, facilitate growth, and 
enhance the service we provide to our clients. 


Our merger with Medco offered Express Scripts a unique opportunity to transform our claims system 
platform for the benefit of our clients and their members.  


Our new platform will be based primarily on legacy Medco’s operating platform. This decision 
represents a continuation in a multi-year initiative intended to synergize with our business market 
through a more agile enterprise. This initiative includes upgrades to — and realignment of — our 
information systems, and is designed to improve business processes and data management across our 
company by delivering a single set of integrated data, processes, and technologies that will allow for 
greater scale and standardization across our operations. 
 


 D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


With more than 13 years of experience with state-sponsored Medicaid business, Express Scripts 
currently manages 46 Medicaid plans covering more than 5.3 million Medicaid members. These 
clients include members enrolled in State Children’s Health Insurance Program; Temporary 
Assistance to Needy Families; Aged, Blind, and Disabled; Developmentally Disabled; and Dual 
Eligible members across nearly 21 states. 


In support of our Medicaid clients, Express Scripts:  


• Participates in client and state meetings 
• Provides implementation experts for new business or expansions 
• Offers RFP support 
• Delivers standard and custom formulary support 
• Ensures compliance with state oversight requirements 
• Provides prior authorization and after-hour coverage 
• Offers operational support with state encounter files, pharmacy files, physician files, 


and customized pharmacy networks 
• Provides clinical products specific to diseases prevalent in Medicaid or products that 


are designed for Medicaid populations 
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Medicaid Service Model 


Recognizing the unique needs of Medicaid clients, Express Scripts has established a Medicaid service 
model that ensures we: 


• Understand each Medicaid plan and its unique state requirements 
• Respond quickly to meet new state requirements 
• Drive continuing improvement through the efforts of our Medicaid Steering Committee and focus 


groups 
• Focus on creating innovative trend and care programs designed specifically for the Medicaid 


market 
 


 E. Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the 
requirements set forth herein.  This information must be included in vendor’s technical 
response to the RFP. 


Karen Schneider 


Marilyn J. Gordon 


Pamela Mansky Sherman 


Refer to Attachment G, proposed vendor staff resumes, are included in Tab VIII. 


 F. Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


Refer to Attachment G, proposed vendor staff resumes, included in Tab VIII. 


 


  1. Information Systems 


 


  2. Utilization/Case Management 


 


  3. Claims Payment 
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  4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


 


  5. Health Education 


 


  6. Data Coding 


 


  7. Contract Negotiation Specialists/Network Recruiters 


 


  8. Encounter Data 


 


  9. Other staff as needed for project 


 


 G. Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada.   


Express Scripts will comply with all state and federal laws and regulations applicable to pharmacy 
benefit managers in providing pharmacy benefit management services, including maintaining any 
necessary licenses and permits.  


Refer to Attachment 2 for Express Scripts’  State of Nevada TPA in Tab IX-Other Information 
Material of our submission. 


 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


To assist members who do not speak English, Express Scripts subscribes to Language Line, which 
provides translation services for up to 189 foreign languages, including the major languages of Asia, 
Africa, Europe, and South America. These languages represent approximately 98.6% of all customer 
requests from the 6,809 languages spoken in the world today. Experienced professionals staffing this 
line have the skills necessary to understand and accurately interpret the nuances of both language 
and culture.  
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In addition, Express Scripts employs a team of in-house representatives that specialize in providing 
service to Spanish-speaking members. These translation capabilities are available 24 hours a day, 365 
days a year. 


We are also in the process of expanding our pool of patient care advocates who speak Spanish, 
Express Scripts is revising our systems to enhance our ability to route Spanish-speaking members 
directly to bilingual staff, including pharmacists when possible and appropriate. Express Scripts’ 
internal computer systems will flag language preference on an ongoing basis to help ensure 
important written communications and outbound telephone calls are placed to members in their 
primary language.  


 


 I. List any associations or organizations to which the organization belongs. 


Express Scripts is active in pharmacy organizations, healthcare organizations, and standards 
development organizations. 


We maintain active membership with the National Council for Prescription Drug Programs 
(NCPDP), the Workgroup for Electronic Data Interchange (WEDI), and the Object Management 
Group to ensure our involvement in the development of industry standards. We also play an active 
role in the Strategic National Implementation Process (SNIP). 


Express Scripts participates in numerous additional organizations, including: 


• URAC 
• Joint Commission Home Care Advisory Council 
• Pharmaceutical Care Management Association  
• Healthcare Distribution Management Association 
• The Business Roundtable 
• The American Benefits Council 
• The Generic Pharmaceutical Association 
• National Association of Chain Drug Stores 
• Health Information Trust Alliance 
• Pharmacy Quality Alliance 
• Healthcare Information Technology Standards Panel 
• National Prescription Identifier Program 
• National Minority Supplier Development Council 
• Women’s Business Enterprise National Council 
• North Central Regional Small Business Council 
• Minnesota Minority Supplier Development Council 
• St. Louis Minority Business Council 
• New York Business Council 
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• Various state pharmacy associations 


In addition, Express Scripts supports additional organizations conferences, including: 


• McKesson Pharmacy Strategies Conference 
• Cardinal Health Retail Business Conference 
• Food Marketing Institute 


 


5.1.11 Plan of Operation 
 The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 


different components required for the operation of a DHCFP contracted HMO.  In each 
response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided.  In addition, descriptions of services which the Vendor believes 
may be beneficial in implementing and/or maintaining this program shall be included. 


Please see below for Express Scripts’ responses.  


5.1.11.1 Medical Services 


 


 A. Describe how you will determine the need to provide services beyond those required in 
Section 4.2.2, Vendor Covered Services. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs. However, Express Scripts will provide information to 
CoventryCares of Nevada in regard to the support of pharmaceutical benefit management services.   


 B. Describe the guidelines and procedures you will use to determine the medical necessity of 
service authorization requests.  Include your process for medical review of claims. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
 


 C. Do you have a process for monitoring and evaluating these guidelines and procedures?  If 
so, please explain. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
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 D. Describe your procedure for providing, monitoring and coordinating out-of-network 
services to enrolled recipients. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs. However, Express Scripts supports CoventryCares of Nevada 
in ensuring members have access to retail pharmacies based on the standards outlined within the 
RFP.  
 


 E. Describe the roll and responsibilities of your case managers. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
 


 F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination 
staff on behalf of high risk pregnant women. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
 


 G. Describe the policies and procedures you have in place to assess enrollees identified as 
Children with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN 
be developed? 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  


 H. Describe the network you have in place to provide mental health and rehabilitative services 
to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
 


 I. Provide your policies and procedures for emergency and post stabilization services.  


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
In an instance where a member needs medication that requires a medical necessity review but that 
process has not been completed, CoventryCares provides a 5 day emergency supply of medications 
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without authorization. The point of sale pharmacy provider may submit a series of pre-
determined codes as part of the online claim transaction in order to identify the emergency 
condition.  This process allows the member’s prescribing provider to start the prior authorization 
process without interruption or delay in access to the prescribed medications.  If a dispensing 
pharmacy uses the appropriate “emergency” or transition fill codes, the ESI claims system will 
allow the claim to pay if all other conditions are met. 


5.1.11.2 Enrollment 
 Provide your policy and procedure for transitioning a recipient from or to FFS or another 


Vendor’s plan.  


We have the capabilities to load and transfer prescription history in an agreed-upon format as 
provided by the previous vendor and will work with CoventryCares of Nevada to support this 
transition.  


 


5.1.11.3 Recipient Services 


 


 A. Provide a sample copy of your current or proposed enrollee handbook and identification 
card you may issue to enrolled recipients. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
 


 B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or 
PCS, including your process for changing a PCP or PCS. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
 


5.1.11.4 Network 
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 A. What steps will you take to develop and maintain a network that ensures the ability to 
provide the managed care benefits required in this RFP to enrolled recipients in the required 
service areas of urban Clark and Washoe counties? 


Express Scripts maintains several comprehensive, stable network options, including a custom 
Coventry network, that can provide the State’s members with access to retail network pharmacies. If 
the State or CoventryCares of Nevada identifies any concerns about network access, we can contract 
with additional pharmacies that meet our URAC-sanctioned credentialing requirements and contract 
terms. During our recruitment process, we contact the appropriate retail chain or independent 
pharmacy contracting representatives directly. 


 B. Provide a sample of all base network provider contracts. 


Refer to Attachment 3 for Express Scripts’ Sample Retail Network Contract provided in Tab IX-
Other Information Material of our submission. 


 


 C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
 


 


 D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


If an access gap has been identified, the CoventryCares of Nevada can email requests for network 
pharmacy additions to your account team. Once we receive your recommendation, we send a 
pharmacy contract to the pharmacy the next business day. Any pharmacy that agrees to the terms and 
conditions of the contract and meets our URAC-sanctioned credentialing requirements can join the 
Express Scripts provider network. We can add new pharmacies within three business days after we 
have received certification, a completed and signed contract from the pharmacy, and verification that 
all information is correct, which may take up to five business days.  


Please see our response to the question E. below in regard to the monitoring and evaluation of retail 
network pharmacies.  


 


 E. How will you monitor contracted network provider’s activities to ensure they comply with 
your requirements and those set forth in Section 4.5.3, Network Management?  Describe 
your plan of action to ensure positive provider relations. Include in your response 
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information regarding contracting; compensation; policy and procedures; disputes; and, 
communications. 


Express Scripts’ Retail Network Audit program ensures our pharmacy network meets your needs 
through the comprehensive utilization of the following audit types:   


• Continuous Automated Review Audits 
• Next-Day Desk/Phone Audits 
• Historical Desk/Phone Audits 
• Field Audits (on-site) 


Network Assurance Audit Program 


The Network Assurance Audit program ensures our pharmacy network conforms to billing practices 
as outlined in the Pharmacy Provider Agreement and Pharmacy Network Provider Manual. We 
subject a sampling of claims to desk and field audits to achieve a broad survey of the pharmacy 
network. As an added measure of network assurance, all high-dollar claims undergo further scrutiny 
for billing compliance. Under the Network Assurance Audit Program, we return 100% of audit 
recoveries to CoventryCares of Nevada with no additional fees.  


Pharmacy Scorecards 


Express Scripts uses internal Pharmacy Scorecards to monitor compliance with retail pharmacy 
performance standards. We use the Pharmacy Scorecard data to profile chain pharmacies against 
their GeoCompetitors. This profiling helps us identify pharmacies that need educational guidance in 
areas such as generic substitution or dispense as written (DAW) code usage. We monitor several key 
statistical indicators: 


• Generic utilization 
• Generic efficiency 
• Percent of rejected claims 
• Audit corrections and recoveries 
• Percent of Usual & Customary (U&C) price 
• Percent of missed opportunities by patient/prescriber request 
• Brand and generic discounts and dispensing fees 
• Average reimbursements by unit day and per claim 
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Senior Management Involvement 


In addition to Pharmacy Scorecards, Pharma & Retail Strategy senior management meets with senior 
pharmacy managers at national conferences and regional meetings, where they present: 


• Brand, generic, and multisource brand dispensing rates and generic efficiency rates among 
GeoCompetitors  


• Dispense as written (DAW) code rates 
• Reversal percentages 
• Indicators of proper days’ supply submission and other related triggers 
• New marketplace generic conversion performance 


Our Pharmaceutical & Retail Strategy staff then collaborates with senior pharmacy managers to 
develop action plans designed to provide plan sponsors and members with pharmacy networks that 
perform at the highest levels at these meetings. 


Day-to-Day Service 


Our retail account managers oversee issues pertaining to the operations of a pharmacy within the 
chain or pharmacy services administrative organization community. This team’s responsibilities 
include: 


• Offering daily service support on claims adjudication, benefits explanation, and network access 
issues 


• Providing communications on new client programs, changes in existing programs, and industry-
focused issues 


• Resolving remittance and reimbursement issues 
• Producing pharmacy-focused reporting and seeking opportunities for improved performance 
• Functioning as a liaison between pharmacy providers and Sales & Account Management staff on 


pilot programs 


Pharmacy Care Team 


The Pharmacy Care team handles escalated independent pharmacy issues regarding contracting, 
claim adjudication, and claim reimbursement. 


 


 F. Do you anticipate offering any physician incentive plan(s)?  If so, provide a summary of the 
plan(s) you anticipate offering.  If you currently have a physician incentive plan, so indicate 
and provide a summary. 


Express Script’s network pharmacy contract requires pharmacies to dispense generics as allowed by 
law and plan design. Because our pricing structure provides an inherent incentive to dispense 
generics, we do not have a separate “generic incentive” or higher dispensing fee for generic drugs. 
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Instead, we set the MAC prices that we pay participating pharmacies at a level that allows them to 
realize a greater profit on generics than they do on brands. This aligns interests among providers, 
plans sponsors, members, and Express Scripts.  


Promoting Best Practices and Superior Service 


Our retail account managers and account directors work with pharmacy chains, pharmacy services 
administrative organizations, and leading independent stores to resolve issues and promote best 
practices. We ensure the highest levels of member service through: 


• Contractual requirements for service and compliance with generic policies and formularies 
• Extensive pharmacy audits to ensure compliance with contractual and program requirements 
• Educational materials such as our Pharmacy Provider Manual, Express Scripts-initiated 


communications, and a quarterly pharmacy newsletter to educate pharmacists about new 
customers and their pharmacy benefit programs, Express Scripts’ program launches, pertinent 
clinical data, formulary updates, and changes to provider policy guidelines. The newsletter is 
created internally and blast-faxed to network pharmacies. 


 G. Do you currently have or intend to have sole source subcontracts for any of the benefits 
services?  If so, please identify the services and the sole source subcontracts you currently 
have or intend to have. 


Express Scripts does not subcontractor core benefit services.  


 AMENDMENT 1 AND AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


5.1.11.4. Network 


 H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transaction. By the 05/23/07 compliance date.  How 
will your health plan be prepare for use of NPIs to identify providers on standard transactions in 
order to be in compliance by the deadlines of 05/23/07? Vendor(s) should acknowledge their 
understanding that NPI’s must be used.  


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  


5.1.11.5 Quality Assurance 
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 A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP.  


Express Scripts’ combination of state-of-the-art technology, innovative processes, and accuracy 
provides the highest level of quality and the capabilities to meet the quality standards outlined within 
Section 4.8. We distinguish ourselves in the PBM marketplace by offering prescription dispensing 
through pharmacies where advanced automated technology is applied to the single-minded pursuit of 
zero defects. Our accuracy rate across our entire home delivery pharmacy network during 2011 was 
99.999%. 


As the provider of PBM services in support of Coventry, and in turn, the State, we employ strict 
quality assurance policies and procedures to ensure that the right patient receives the right 
medication every time. These quality processes are integral to our business and form the cornerstone 
of our home delivery services. Upon receipt of an order, the prescription undergoes administrative 
and clinical processing as follows: 


Administrative Review — Our data entry staff uses color imaging to capture and store an electronic 
image of all original prescriptions and input the information provided on the prescription into our 
system. Our system checks the prescription for eligibility, drug coverage, plan design, generic 
substitution, and DEA number verification among other quality checks. 


Quality Review — A registered pharmacist performs a quality review of all prescriptions 


Physician Intervention — Express Scripts’ pharmacists contact the prescribing physician via phone 
or fax for clarification and verification of a prescription order when appropriate. 


Plan Design and Clinical Review — Upon verification, the prescription is entered into the system and 
checked against the patient’s drug profile for interactions, geriatric dosing, concomitant therapy, 
refill-too-soon, and other contraindications such as disease states and allergies. 


Specialized Review — Prescriptions targeted for intervention by our Therapeutic Resource Centers 
are routed to a team of specially trained pharmacists who focus on specific conditions and provide 
cognitive services to members.  


Dispensing — After all reviews are completed, prescription orders are electronically routed to Express 
Scripts’ automated dispensing pharmacies or our special handling dispensing pharmacy. Our state-
of-the-art automated pharmacies use robotics, conveyor systems, and bar-code technology to dispense 
approximately two million prescriptions per week. Our special handling pharmacy handles 
prescriptions that require manual dispensing, such as compound and controlled prescriptions. 


Packaging — Once the prescription has been dispensed, it is routed to the packaging area for 
appropriate packaging, depending on the nature of the drug. For specific drugs, Express Scripts 
maintains special shipping and packaging processes due to temperature sensitivity.  
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Shipping — Express Scripts uses a combination of first-class mail and express mail drop ship to ship 
prescriptions to members. These shipping methods ensure accurate and timely delivery. Various 
overnight carriers are also used for delivery of all Schedule II prescriptions and boxed shipments. 


In addition, Express Scripts maintains a comprehensive system of tracking, reporting, analyzing, and 
preventing medication-related events across our home delivery pharmacy network. As a part of this 
process, we generate weekly reports to analyze performance levels and determine specific areas 
requiring improvement. Safety tools such as root cause analysis and Failure Mode and Effect 
Analysis are also employed as appropriate.  


At the system level, the Directors of Pharmacy Practice, subject matter experts, and relevant staff 
members hold regular quality reviews, called Site Quality Councils. At the pharmacy level, employee 
quality and feedback meetings are held in the pharmacies on a regular basis. These meetings update 
employees on performance improvement opportunities and published reports of external hazards in 
order to learn from other organizations’ events. We also monitor and review individual employee 
quality performance, conducting retraining or taking disciplinary action when necessary. 


Through process improvements, system enhancements, and systematic performance monitoring, our 
home delivery pharmacies ensure high-quality prescription processing and dispensing. 


 


 B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy 
and Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement 
of the care delivered to enrolled recipients? 


The Express Scripts Client Benefit Administration department ensures quality through: 


Quality Assurance and File Documentation — This procedure provides guidelines for required 
documentation to be included with each benefit request packet for quality assurance and electronic 
filing. 


Quality Assurance of Benefit Requests — We check all benefit requests for accuracy, 
appropriateness, and correct system setup. Once Client Benefit Administration completes a request, it 
is transferred to the testing team for a complete and thorough audit of the change. 


Claims Testing of Benefit Requests — In the event of a new benefit or a change to an existing benefit, 
Express Scripts employs a variety of quality assurance methods (including test claims, verification, 
and database queries) to ensure the benefit processes properly. If the result is incorrect, the Client 
Benefit Administration team reviews and updates the change accordingly. 


Performance Monitoring and Quality Improvement — This policy and procedure specifies what 
corrective measures and documentation are required whenever an error is discovered in an active 
benefit. A Five-Point Communication Report must be completed upon discovery of an error that 
impacts an active benefit. This document describes the impact of the error, the steps taken to correct 
it, and a plan for prevention in the future. 
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Retail Network 


Our Client Assurance Audit program is a comprehensive audit solution in which you receive real-
time, continuous review of your specific claims. We return 100% of recovered overpayments to the 
State, assessing a percentage of recoveries as fees. For this level of service and focus on your specific 
utilization, we assess percent share fees only when recoveries are made.   


The program encompasses several types of audits: 


• Continuous Automated Review Audits 
• Next-Day Desk/Phone Audits 
• Historical Desk/Phone Audits 
• Field Audits (on-site) 
 


 C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please 
describe their systems capability to collect and report race, ethnicity, and language over and 
above what is given to them by the DHCFP? 


Typically, the State would provide information on member diversity via the eligibility/enrollment file 
the State would provide. Upon request, we can work with the State to build processes to collect 
diversity information and report that to the State for the purposes of HEDIS measurement. 


5.1.11.6 Fiscal Requirements 


 


 A. How will you ensure timely payment of claims in accordance with state and federal statutes 
and regulations? 


We reimburse our network pharmacies in compliance with all federal and state prompt pay 
regulations.  
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 B. Describe your claims payment performance using the most recent available annual period 
as the time frame of reference.  What is your payment aging profile for clean and non-clean 
claims?  What is your percent of claims pended?  What is your denial rate?  What is your 
rate of claims resubmission?  


  1. Provide a recent set of unedited month-end management reports from your claims 
system.  At a minimum, samples should include aging report, clean claim payment rate, 
denial rate and pended. If you are not currently a Nevada Medicaid HMO, redacted 
sample reports will be accepted. 


Refer to Attachment 4 for Express Scripts’ Sample Claims Report, as well as a Sample CDUR 
Report in Tab IX-Other Information Material of our submission. 


 


 C. Describe your plan to identify and report suspected provider and recipient fraud. 


Our comprehensive, proactive investigation and analytics fraud, waste, and abuse program helps the 
CoventryCares of Nevada detect potential fraud, control prescription-drug and medical costs, and 
maximize member health and safety.  


Our program identifies potential problem prescribers and members with unusual or excessive 
utilization patterns. We seamlessly monitor physician and patient utilization patterns to enable the 
CoventryCares of Nevada to reduce wasteful spending and risk associated with fraud, waste, and 
abuse.  


Process 


• Fraud referrals generated 
• Collaboration on cases—quarterly consultation calls 
• Best practices and solutions to mitigate risk  
• Advance analytics systems 
• Identify and review outliers 
• Suspicions flagged for investigative review 
• Member, physician profile reviews 
• Prescription verification 
• Industry-leading investigative expertise 


  
In support of our efforts to detect and prevent fraud, waste, and abuse, Express Scripts reports 
pharmacy audit recovery results (at the claim and group levels) to plan sponsors on a monthly basis 
with the invoice. In addition, using our online reporting application, [CoventryCares of Nevada] can 
generate reports useful in the detection of potential member and prescriber fraud.  


Member reports — Outline high utilization of controlled substance prescriptions, members with high 
plan costs, members using a [CoventryCares of Nevada]-defined number of pharmacies, and 
members using a State-defined number of prescribers 
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Prescriber reports — Ranking reports detail prescriber activity by drug, as well as drug detail by 
prescriber 


 


 D. Describe and submit your policies and procedures for determining and collecting patient 
liability. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  


5.1.11.7 Grievances, Appeals and Fair Hearings 


 


 A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  


 B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes?  If so, what are your standards and what have been your 
performance outcomes? 


This is not applicable to the PBM services Express Scripts will provide in support of the 
CoventryCares of Nevada PBM needs.  
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5.1.11.8 Operational Requirements 
 Provide an organizational chart depicting each functional unit of your organization associated 


with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors.  Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 
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5.1.11.9 Implementation 


 


 A. If you currently do not have an established network, what time frame and approach will you 
use to build a network? 


Express Scripts currently has a custom pharmacy network in place for CoventryCares of Nevada, as 
well as other established pharmacy networks. 
 


 B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all 
program requirements. 


 


We recommend a minimum implementation time frame of 120 days to 180 days. We have extensive experience 
with implementations and utilize a process that is both structured and flexible to deliver a successful transition 
for each client, regardless of size. The process includes a comprehensive project plan and timeline, frequent 
implementation status reports to CoventryCares of Nevada, thorough testing of all systems, and sign-off for 
each phase.  


Refer to Attachment 5 for Express Sample Implementation Timeline in Tab IX-Other Information 
Material of our submission. 


 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 


5.1.11.10  Reporting 


  The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. 
Review these reporting requirements and acknowledge receipt of the DHCFP financial reporting 
requirements.  


Express Scripts acknowledges receipt of the financial reporting requirements and is fully capable 
of supporting CoventryCares of Nevada to meet the reporting requirements described within this 
RFP and in Attachment I. 5.1.11.11 Information Systems and Technical Requirements 


 Based upon the information provided in this RFP and available in the Vendors’ library, provide 
your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


Express Scripts is fully capable of supporting Coventry to meet the informational systems and 
technical requirements described within this RFP.  
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Express Scripts’ systems enable us to provide superior service to CoventryCares of Nevada and supply the 
information you need to make the best decisions for your members. Our solutions are: 


Flexible — Our plan design, eligibility, reporting, and analytics capabilities demonstrate our agility. Through 
our partnership with our data center manager, we provide unlimited, rapid scalability. Our solutions integrate 
easily and securely with our clients and partners. 


Secure — Our web and reporting security, based on industry best practices, complies with rigorous Department 
of Defense guidelines. Our systems also fully comply with HIPAA security and privacy guidelines, as well as 
Payment Card Industry requirements. 


Reliable — Express Scripts’ systems feature a dual-site, fault-tolerant infrastructure and automated failover. 
This arrangement reduces the chance of a service disruption. If one were to occur, our rapid recovery plan can 
restore core systems within 72 hours. 


Integrated — We have combined the strengths of our acquisitions into a single powerful platform. Our 
consolidated, simplified architecture eliminates migration-related risks and provides a broad spectrum of 
capabilities to meet the needs of our diverse customer base. 


 


5.1.11.12 HIPAA Compliance 


 


 A. Describe your status, resources, and approach to HIPAA compliance. 


Express Scripts assumes a “dual role” under HIPAA as both a business associate of our clients and a 
covered entity in our role as a pharmacy provider.  


Generally defined as health plans under the regulations, most of our clients are considered "Covered 
Entities" (45 CFR Sec. 160.103) and must comply with the regulations’ many substantive 
requirements, including: 


• Transmitting information, or having your business associates transmit information, in 
the formats specified in the transaction standards 


• Using reasonable efforts to use, disclose, or request only the minimum amount of 
protected health information necessary for any particular activity 


• Maintaining processes to accommodate individual rights. 


Express Scripts also dedicates significant corporate resources to ensure ongoing HIPAA and 
HITECH compliance. Our HIPAA and HITECH team works with business units, account 
management teams, and others to address the confidentiality of protected health information. We also 
employ a privacy officer who is responsible for establishing policies and procedures related to the 
protection of health information, implementing employee education and training protocols, handling 







Tab VII: Section 5 - Company Background and References: Subcontractor ESI  


Medicaid Managed Care Organization Services RFP 1988 673 


member privacy-related complaints, and performing other activities to ensure we meet HIPAA and 
HITECH mandates. 


Express Scripts Meets Your Needs 


As your pharmacy benefit manager, Express Scripts has all systems, processes, and procedures in place 
to meet our business associate duties and responsibilities under HIPAA. Our Business Associate 
Agreement provides clients with assurances that Express Scripts will meet our commitments under the 
HIPAA business associate provisions. Express Scripts has long maintained stringent policies and 
procedures to protect patient privacy and is strongly committed to safeguarding PHI in compliance with 
the HIPAA privacy standards. Under existing HIPAA Privacy Standards, access to protected health 
information is granted based on the nature of a person’s job responsibilities. Such responsibilities may 
include but are not limited to the dispensing of prescription of prescription drugs, the rendering of 
health management programs and services, and the processing and payment of claims. The extent of 
access to protected health information should be the amount reasonably required to permit the person to 
effectively perform the duties and responsibilities of his or her job. 


Express Scripts Pharmacy 


The Express Scripts Pharmacy acts as a covered entity. As such, it must be able to transmit information 
in specified formats and ensure only the minimum amount of protected health information is used to 
perform a defined set of activities.  


 


 B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


 


Express Scripts requires pharmacies to submit all claims using at least the National Council for 
Prescription Drug Programs (NCPDP) telecommunication standard D.0 in order to be compliant with 
HIPAA regulations. If a pharmacy transmits a claim in a different format, Express Scripts rejects the 
claim. We process hundreds of millions of claims per year under these guidelines. 


Express Scripts offers all of our Medicaid customers, including states, an encounter file product that 
includes encounter file submission and error reconciliation services. We collect and share drug 
payment information with our health plan clients, who then share this information with the State.  
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5.1.12 Financial information and documentation to be included in Part III, Confidential Financial 
of vendor’s response in accordance with Section 10.5, Part III – Confidential Financial.  


5.1.12.1 Dun and Bradstreet Number 


5.1.12.2 Federal Tax Identification Number 


5.1.12.3 The last two (2) years and current year interim: 
 A. Profit and Loss Statement  


 B. Balance Statement 


This information is included in Section 10.5, Part III – Confidential Financial proposal. 


 


5.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor:  
 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor. 
 


Reference #:  


Company Name:  


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name:  


Primary Contact Information 


Name:  


Street Address:  


City, State, Zip  
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Phone, including area code:  


Facsimile, including area code:  


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


 


Original Project/Contract Start 
Date: 


 


Original Project/Contract End 
Date: 


 


Original Project/Contract Value:  


Final Project/Contract Date:  


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 
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Reference #:  1 - UCare of Minnesota 


Company Name: Express Scripts, Inc 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  X SUBCONTRACTOR 


Project Name: PBM Services, Medicaid and Medicare 


Primary Contact Information 


Name: Al Heaton 


Street Address: 500 Stinson Blvd. NE 


City, State, Zip Minneapolis, MN 55413-2615 


Phone, including area code: (612) 676-3587 


Facsimile, including area code: (612) 884-2214 


Email address: aheaton@ucare.org 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


UCare continued its Medicaid and 
Medicare business with Express 
Scripts, covering approximately 
280,000 lives in total. Services include 
claim adjudication, Prior 
Authorization, Rebate 



mailto:aheaton@ucare.org
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Administration, Formulary 
Administration, Reporting, and 
Account Management Services 


Original Project/Contract Start Date: The current contract period began Jan 
1, 2010 


Original Project/Contract End Date: 3 year contract 


Original Project/Contract Value: Approximately 5.71 million Rxs per 
year. 


Final Project/Contract Date: The current contract period began Jan 
1, 2010 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes, implementation was completed 
in sixty days. 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Yes, contract is being executed within 
the original offer parameters and 
contract guarantees. 


 


 


Reference #:  2 - Emblem Health 


Company Name: Express Scripts, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  X SUBCONTRACTOR 


Project Name: Managed Medicaid Implementation 


Primary Contact Information 


Name: Dr. William Gillespie (Chief Medical 
Officer) 


Street Address: 55 Water St 


City, State, Zip New York, NY 10041 


Phone, including area code: (646) 447-5797 


Facsimile, including area code:  
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Email address: wgillespie@emblemhealth.com 


Alternate Contact Information 


Name: Mohamed Diab (VP Pharmacy 
Services) 


Street Address: 55 Water St 


City, State, Zip New York, NY 10041 


Phone, including area code: (646) 447-5893 


Facsimile, including area code: N/A 


Email address: mdiab@EmblemHealth.com 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Emblem Health implemented a 
Managed Medicaid program with 
Express Scripts for approximately 
230,000 lives. Services include claim 
adjudication, Prior Authorization, 
Rebate Administration, Formulary 
Administration, Reporting, and 
Account Management Services 


Original Project/Contract Start Date: 10/1/2011 


Original Project/Contract End Date: 12/31/2016 


Original Project/Contract Value: Approximately 4 Million Scripts/Year 


Final Project/Contract Date: 10/1/2011 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. Implemented full program in 
approximately 3 Months 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Within budgeted parameters 


 


 


 


 


 



mailto:wgillespie@emblemhealth.com
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Reference #:  3 - UPMC Health Plan 


Company Name: Express Scripts, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: PBM Services, commercial, Medicaid and Medicare 


Primary Contact Information 


Name: Chronis Manolis (VP, Pharmacy 
Services) 


Street Address: US Steel Building, 600 Grant Street, 
55th Floor 


City, State, Zip Pittsburgh, PA 15219 


Phone, including area code: 412-454-7642 


Facsimile, including area code:  


Email address: manolisch@upmc.edu 


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


UPMC implemented its full service 
commercial, Medicaid and Medicare 
business with Express Scripts, 
covering approximately 685,000 lives 
in total. Services include claim 



mailto:manolisch@upmc.edu
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adjudication, Prior Authorization, 
Rebate Administration, Formulary 
Administration, Reporting, Home 
Delivery, Specialty and Account 
Management Services 


Original Project/Contract Start Date: The current contract period began 
July 01, 2006 


Original Project/Contract End Date: 3 year contract 


Original Project/Contract Value: Approximately 10.6 Million 
Scripts/Year 


Final Project/Contract Date: The current contract period began 
July 01, 2011 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. Implemented full program in 
approximately 5 Months 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Within budgeted parameters 
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COMPANY BACKGROUND AND 
REFERENCES:  


SUBCONTRACTOR MHNET 
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INTENTIONALLY LEFT BLANK 
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5.1 VENDOR INFORMATION 


 


5.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: MHNet Specialty Services, LLC  


Ownership (sole proprietor, 
partnership, etc.): 


Limited Liability Corporation 


State of incorporation: Maryland 


Date of incorporation: December 13, 2007 


# of years in business: 25 years 


List of top officers: Tim Nolan, CEO 


Kevin Middleton, President & COO 


John J. Ruhlmann, Corp. Controller & Asst. Treasurer 


William Scheerer, Controller & Treasurer 


Jonathan Weinberg, Asst. Secretary 


Shirley R. Smith, Secretary 


Melinda Tuozzo, Asst. Treasurer 


Location of company 
headquarters: 


Austin, Texas 


Location(s) of the company 
offices: 


Austin, Texas; Orlando, Florida; St. Louis, Missouri; 
Louisville, Kentucky 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Orlando, Florida 


Number of employees locally with 
the expertise to support the 
requirements identified in this 


Initially 11 to 15 based upon membership 
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Question Response 


RFP: 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


273 


Location(s) from which 
employees will be assigned for 
this project: 


Orlando, Florida and Nevada 


 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


MHNet understands and shall comply with the requirements set forth in Section 5.1.2.  


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76. Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


 


Question Response 


Nevada Business License 
Number: 


NV20081613586 


Legal Entity Name: MHNet Specialty Services, LLC 


 


 Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 



http://sos.state.nv.us
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 If “No”, provide explanation. 


 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). 
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal. Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


MHNet understands and shall comply with the requirements set forth in Section 5.1.4. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


 


Yes  No X 


 


 If “Yes”, complete the following table for each State agency for whom the work was performed. 
Table can be duplicated for each contract being identified. 


Question Response 


Name of State agency: N/A 


State agency contact name:  


Dates when services were 
performed: 


 


Type of duties performed:  


Total dollar value of the 
contract: 


 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 
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Yes  No X 


 


 If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 


N/A 


 If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to 
perform. 


N/A 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 
or criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity. 
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


 


 Does any of the above apply to your company? 


 


Yes  No X 


 


 If “Yes”, please provide the following information. Table can be duplicated for each issue being 
identified. 


Question Response 


Date of alleged contract 
failure or breach: 


N/A 


Parties involved:  
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Question Response 


Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


 


Amount in controversy:  


Resolution or current status of 
the dispute: 


 


Court Case Number If the matter has resulted in a 
court case: 


  


Status of the litigation:  


 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 1988. Does your organization currently have or will your organization be able 
to provide the insurance requirements as specified in Attachment E. 


Yes X 


To the best of our knowledge and after 
reasonable diligence, our organization 
meets the requirements specified in 
Attachment E, with the exception of the 
items identified on Attachment B 


No  


 


 


 Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP. In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B. The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


 


 Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 
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5.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP. Limit response to no more than five (5) pages. 


  


 A. Provide a general description of the primary business of your organization and its client 
base. Include the length of time vendor has been providing services described in this RFP to 
the public and/or private sector.  


MHNet Specialty Services, LLC (MHNet) has provided management of comprehensive mental 
health and substance abuse treatment under contract with managed care organizations and 
employers since 1985. We have extensive experience in managing risk and non-risk arrangements.  


We also have been providing these services for Medicaid and CHIP consumers since 1997. As a 
full-risk behavioral health services provider for Medicaid consumers, MHNet creates specialized, 
clinically-driven programs dedicated to meeting this population’s specific needs. Since 2006, 
MHNet successfully has implemented seven new Medicaid programs. As of 2012, we manage these 
services for approximately 500,000 members.  


Not only does MHNet provide Medicaid and CHIP services in Kentucky, Missouri, Maryland, 
Virginia, Georgia, and Florida, but through our relationships with external entities as well as 
other Coventry health plans, MHNet is able to forge strong, integrated services that incorporate 
the best of both the health plan and the behavioral health specialty.  


 


 B. Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.  


MHNet is a national behavioral health care company headquartered in Austin, Texas. Founded by 
clinicians in 1985, MHNet has experienced strong and steady growth for over 25 years through 
successful delivery of behavioral health solutions into a large, financially sound company 
providing service 24 hours a day, every day, across the country to over three million covered lives. 
In 2008, MHNet Behavioral Health merged under Coventry Health Care, Inc. as MHNet Specialty 
Services, LLC, a wholly-owned subsidiary. As a publicly traded company, Coventry is our major 
shareholder/principal. 


 C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or 
vendors who are residents in the state of Nevada? This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


No. MHNet is not a resident of Nevada, but is located in Texas. As a subcontractor to 
CoventryCares of Nevada, the contract will be with CoventryCares of Nevada and MHNet’s 
contracting preferences will not apply in this situation. 
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 D. The location of disaster recovery back-up site. 


MHNet’s disaster recovery back-up site is located in Phoenix, Arizona.  


 E. The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


As a subcontract, the contract will be set up through CoventryCares of Nevada. 


 F. The size of organization in assets, revenue and people. 


MHNet’s assets are over $120 million and revenues are almost $114 million. We currently employ 
273 staff members nationwide. 


 G. The organizational chart of your senior management by function including key personnel. 


 


 H. The areas of specialization. 


MHNet’s areas of specialization include:  


• Comprehensive behavioral health and substance abuse services focused on creating positive 
outcomes for our clients and members 
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• Creating specialized, clinically-driven programs dedicated to meeting the specific needs of 
our client’s members 


• A collaborative utilization review process that is transparent to members resulting in 
nominal denials, appeals and grievances, improved clinical outcomes, and significantly 
reduced risk for members 


 


 AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 I. The Company’s main product/service lines and annual revenues for each product/service line 
in 2004 and 2005 for the two most recent years for which full data are available. 


Main Product/Service Lines 2010 2011 


Commercial $57,754,000 $67,328,000 


Medicaid $23,455,000 $21,176,000 


Medicare $10,861,000 $10,382,000 


Employer Services  $8,061,000  $6,710,000 


 


 J. The corporate philosophy and mission statement. 


Forward-Thinking Treatment Philosophy  
MHNet’s treatment philosophy is people-oriented, customer-focused, and measurement-driven. 
MHNet’s health specialists and clinical personnel work with the health plan to determine specific 
needsincluding those that do not fall into routine areas of treatmentand develop treatment 
protocols and outreach programs to accommodate those needs. By tailoring treatment systems to 
even the most unique requirements, we are successful in providing comprehensive, quality care at 
substantially lower costs. 


Two of our primary objectives are comprehensive coordination of care and continuity of care. 
Every member calling in for treatment receives services from a case manager who coordinates the 
member’s care with all providers and ensures that he or she receives continuous appropriate care. 
We feel strongly that a member’s treatment should never be interrupted, whether he or she is a 
new member or a member being moved from one level of care to another, and we have built our 
successful processes and protocols based on that principle. Case Managers also encourage the 
member’s compliance with his or her recommended treatment plan, monitor progress, and 
periodically contact the member directly to make sure he or she is receiving optimal treatment. 
MHNet’s coordinated Case Management approach allows us to make treatment decisions that are 
farsighted and create therapy plans that consider not only the member’s current care but also 
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previous and potential mental health and medical conditions, co-morbidities, and substance abuse 
problems.  


Mission Statement 
MHNet Specialty Services provides the highest quality mental health and substance abuse services 
to members through an integrated health care delivery system that produces consistent, superior 
clinical outcomes; maintains member dignity; recognizes special needs and preferences; and offers 
affordable behavioral health care services in the least restrictive setting. 


 


 K. A description of any plans for future growth and development of your organization.   


MHNet, in partnership with CoventryCares of Kentucky, recently was awarded the Kentucky 
Medicaid expansion contract for Region 3 with implementation scheduled for January 1, 2013.  


MHNet also is preparing to review Requests for Proposals for several upcoming state Medicaid 
contracts, including Dual-Eligible opportunities in at least three states, with proposals to follow. 
We feel there is significant opportunity for growth in the government sector.  


Additionally, we are pursuing growth opportunities for our managed behavioral health business 
with select health plans and third-party administrators. We have a long history of working with 
health plans to manage their behavioral health services and are currently soliciting potential 
health plans with which to work.  


Internally, MHNet is continually adding new and innovative policies and procedures and 
enhancing our existing ones. It is our intent to be on the cutting edge of behavioral health 
treatment. We want to offer the best programs possible for our members and health plan and 
government clients.  


 L. Please identify any recent market expansion and/or business line addition by your 
organization. Describe the implementation approach and methodology you employed for the 
market expansion and/or additional business line identified. For example, what kind of 
planning and project management techniques, what resources and organization, etc.? 


MHNet’s recent market expansions and/or business line additions include the following: 


• 11/1/2011: implemented Kentucky Medicaid services 


• 7/1/2012: expansion on Medicaid services in St. Louis, Missouri 


• Throughout 2012: successfully supported CMS expansions for our current client base in 
OK, AR, and TX  


• 1/1/2013: launching a new client installation for Medicaid in Michigan 


• 1/1/2013: expanding Medicaid services in Kentucky 
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Implementation Approach 
MHNet utilizes a hub and spoke model for implementation. Once Operations is given the go-
ahead for an installation, whether it be a new client or expansion of existing business, the 
Installation lead will outreach to the client’s lead counterpart and gather some initial information 
needed for MHNet to formulate our draft installation plan. The MHNet lead will then schedule a 
series of core team meetings including the core team identified by the client. These meetings will 
continue weekly at the very least, depending on the complexity of the client through go live and 
beyond as the team deems appropriate.  


One of the first tasks the core team does is identify the sub-committees required for the 
installation. Typical sub-committees include:  


• Network 


• Information Technology 


• Benefits/Claims 


• Quality/Compliance 


• Utilization Management 


• Communications/Training 


• Contracting/Finance 


These sub-committees, which meet weekly, are co-chaired by a MHNet lead and a client lead. The 
MHNet lead manages the agenda and their own, more detailed work plan. The sub-committees 
report into the core team meetings weekly regarding their progress and any barriers or decision 
points needed from the core team. The overall project plan is tracked by the core team lead 
through completion. Decisions made by the core team are documented on a Decision Statements 
log for future reference.  


 


5.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector. Please provide a brief description. 


MHNet Specialty Services (MHNet) was established in 1985 as a national behavioral health care 
organization to provide managed care services to an HMO client. Since 1997, we have provided 
managed behavioral health services to Medicaid in addition to Medicare and commercially 
insured members. Currently, MHNet manages the care of over 500,000 Medicaid members in six 
states.  
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5.1.10.1 Experience 
 A. Explain in detail the experience your organization has in providing the services requested in 


this RFP, including specific experience with the following: 


  1. Managing a network of Medicaid Providers; 


MHNet has over 15 years of experience developing and managing networks of Medicaid providers. 
MHNet has developed and manages successful Medicaid networks in the following geographies: 
Missouri, Kentucky, Maryland, Virginia, Georgia, Florida, and Texas. MHNet has a proven track 
record for recruitment and development of robust and comprehensive statewide provider 
networks in geographically challenging service areas. MHNet has consistently delivered on our 
commitments prior to go-live for new customers.  


Through our multi-level network analyses, MHNet is able to differentiate behavioral health access 
requirement variations between frontier, rural, and urban counties; particularly related to 
psychiatry and home-based services. To further integrate behavioral health provider network 
development with medical services, MHNet co-locates in specific states and works closely with 
the physical health MCOs on a regular basis; developing action and follow-up plans related to 
ongoing and/or specific network needs.  
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During the implementation process, MHNet contacts current providers and facilities, including 
Community Mental Health Centers, not in our network, aggressively pursuing contracts to ensure 
a fully functional network by go-live date. MHNet also works with other stakeholders, such as 
Medicaid members, to determine additional needs and implement strategies to fill those needs.  


The following success story highlights how our services impacted one of our members: 


Joe is a 10-year old male diagnosed with Bipolar Disorder with severe mood swings and 
behavioral problems that rapidly became out of control, and at times, dangerous to himself 
and others within his home. When MHNet first took over the case, he was receiving 
therapy two times per week at school and two times per month at home. The school he 
attended was for children with behavior disorders. He also was seeing a psychiatrist via 
telemedicine due to geographic access challenges. 


Due to his multiple mental health admissions, MHNet engaged Joe and his family in our 
Intensive Case Management (ICM) program. 


Subsequent to a third readmission, MHNet facilitated an admission to a specialty 
contracted program involving a Partial Hospitalization program with an overnight 
boarding level of care (his benefits did not include a residential benefit). MHNet 
recommended Joe stay longer, but he was discharged back home after several days. His 
mother had looked into possible alternative funding streams for long-term residential 
placement; however, she was not able to use State funds because she had used them in the 
past. 


MHNet coordinated with the local CMHC (State agency) and the State Department of 
Mental Health (DMH) by telephone to facilitate coordination with the mother. In the 
meantime, Joe was readmitted to a hospital because he was a threat to his brother at home.  


As a result of MHNet’s care coordination and case management activity, DMH stepped in 
and Joe received additional State-supported services and other available resources. The 
CMHC began looking into the availability of longer term residential placement (a service 
not included in the managed care benefit package but available on a case-by-case basis as 
coordinated by the managed behavioral health organization). Joe did receive placement 
services. MHNet also facilitated services for his mother to attend a weekly parenting group 
for additional support and family therapy to prepare for his eventual return home. 


The mother stated the MHNet ICM programs were “amazing”, and “ICM went beyond the 
call of duty and I have been very impressed – my Care Advocate is really great.” 
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5.1.10.1 Experience 


  2. Managed care programs for Medicaid recipients; 


As a full-risk behavioral health services provider for Medicaid members, MHNet creates 
specialized, clinically-driven programs dedicated to meeting this population’s specific needs. 
Whenever appropriate, MHNet uses alternative treatment settings such as mobile crisis teams 
and home-based counseling, as well as nursing and case management visits for members with 
transportation issues and other barriers in accessing treatment services.  


MHNet also provides numerous preventive behavioral health programs targeting specific 
populations of members. MHNet recognizes that providers are the cornerstones of successful and 
continuing treatment for these members. Our preventive behavioral health programs were 
developed to promote early identification, increase awareness of best practices, and complement 
the services that are provided.  


Current Preventive Behavioral Health Programs:  
• Adolescent Depression Preventive Behavioral Health Program 


• Anxiety Disorder Preventive Behavioral Health Program 


• Attention Deficit/Hyperactivity Disorder Preventive Behavioral Health Program 


• Depression and the Older Adult Preventive Behavioral Health Program 


• Postpartum Depression Preventive Behavioral Health Program 


The following success story highlights how our services impacted one of our members: 
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5.1.10.1 Experience 


 3. Administering Medicaid utilization and case management programs; 


Since 1997, MHNet’s treatment philosophy has been member-oriented and outcome-driven. 
MHNet’s health specialists and clinical personnel work with the member, member’s caregiver, 
provider, and MCO case managers to determine specific needs, including those that do not fall 
into routine areas of treatment.  


Susan is a 28-year old female, with multiple hospital admissions subsequent to 
escalating symptoms of depression with suicidal gestures by overdosing on her 
medications. She also was diagnosed with PTSD and has a history of opiate addiction in 
partial remission. MHNet involved our access to several board certified psychiatrist 
medical directors and consultants on several occasions during Susan’s admissions. A 
plan of longer length of stays post discharge in a Partial Hospital Program was 
implemented to enhance treatment services and engage Susan to remain active with her 
treatment plan. Increasing alternative levels of care also improved her length of 
community-based tenure. 


MHNet’s case management staff coordinated treatment services with the hospital 
providers, Susan’s psychiatrist, and her outpatient therapist to ensure a coordinated 
discharge plan was being developed. Community-based resources were also identified to 
enhance her safety-net post discharge, and transportation services were provided (as a 
plan benefit) to improve the likelihood of her active participation.  


MHNet located a provider who specialized in Eye Movement Desensitization and 
Reprocessing (EMDR) treatment and a new psychiatrist which Susan requested. She 
also was referred to attend Narcotics Anonymous (NA) meetings at least weekly to 
remain sober, and she cooperated. 


After approximately six months of her last discharge, a member Case Management 
satisfaction survey was performed with positive member feedback. “Every time I need 
something, Teresa (MHNet Case Manager) has been on top of things. I have nothing 
negative to say. She has offered me help with doctors and other programs. She is always 
there if I ever needed anything changed. She has had a positive impact on me, just when I 
was about to do something else, she really helped me out. 
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Also, this team develops treatment protocols and outreach programs to accommodate specific 
member needs. By tailoring treatment systems to even the most unique requirements, MHNet 
successfully provides comprehensive, quality care.  


Our primary objectives are comprehensive care, and coordination and continuity of care. These 
objectives are critically important to the Medicaid member who may have fewer resources and 
need more assistance navigating care. Every member calling in for treatment may be assessed for 
needed services by a Case Manager who coordinates the member’s care with all providers and 
ensures that he or she receives continuous appropriate care.  


Whether a new member or an existing member transitioning from one level of care to another, we 
feel strongly that a member’s treatment should never be interrupted, and we have built our 
successful processes and protocols around that principle. 


MHNet also: 


• Encourages members’ compliance with their recommended treatment plan 


• Monitors progress, and 


• Regularly contacts members directly to identify and remove barriers to care and make sure 
they are receiving optimal treatment 


MHNet coordinates treatment services with Community Mental Health Centers (CMHCs) and 
other qualified special health care providers, other providers of behavioral health services, and 
State-operated or State-contracted psychiatric hospitals regarding admission and discharge 
planning, treatment objectives and projected length of stay for members committed to State 
psychiatric hospitals.  


MHNet assigns licensed Case Managers to all members being discharged from a hospital 
admission, as well as specialized Discharge Planners, to ensure a smooth transition back home, 
needed treatment services, and community-based supports for continued care. MHNet initiates 
follow-up member telephone calls and discharge letters to members post discharge in order to 
improve member follow-through with treatment plans and identify any barriers to care, which 
can be addressed to prevent unnecessary recidivism. 


MHNet’s coordinated Case Management approach allows us to partner with community 
practitioners to establish treatment plans. These plans consider not only the member’s current 
care but also previous and potential mental health and medical conditions, co-morbidities, and 
substance abuse problems. 


For example, by implementing our Utilization Management program to ensure members in 
Kentucky receive the highest quality of care in the least restrictive setting, MHNet has 
significantly reduced inpatient utilization in less than one year. MHNet does not create barriers to 
inpatient admissions, but works cooperatively with hospital partners to ensure that all members 
with acute life threatening needs have access to inpatient services 24 hours a day, 7 days a week. 
MHNet also works with hospitals to arrange alternate care if inpatient services are not indicated.  


Once a member is admitted, MHNet works with the facility to begin discharge planning. 
MHNet’s dedicated discharge planning staff works with the member and facility to ensure 
appropriate discharge plans are in place. The discharge planner follows the member post 
discharge to ensure coordination of care with the outpatient provider. MHNet also provides a 
psychiatric consultation as needed to ensure that the member’s acute needs are being addressed 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


698  Medicaid Managed Care Organization Services RFP 1988 


and offers alternative treatment options as needed. Based on this approach, MHNet successfully 
has reduced inpatient average lengths of stay and overall inpatient days. 


Shorter inpatient stays with quality discharge planning and coordinated care also have led to a 
decrease in readmission rates. 


5.1.10.1 Experience 


  4. Medicaid claims processing and adjudication 


MHNet operates an effective system that features consistent claims handling procedures, 
advanced adjudication capabilities and thorough monitoring measures that result in reduced 
turnaround time and enhanced provider payment and program experience. Year over year, our 
Medicaid business has met or exceeded the claims timeliness standards established internally by 
MHNet and/or as set forth by individual State requirements. MHNet will comply with all claims 
timeliness standards defined by the State of Nevada. All claims are monitored and reviewed for 
timely processing Our metrics as of the end of September 2012 were:  


• 95.7 percent for processed within 15 days  


• 99.3 percent for processed within 30 days 


MHNet successfully processes claims to meet timeliness standards for various products and state 
markets using IDX, our claims management system. IDX records the date of claim receipt, real-
time claim status history and payment dates. The system is capable of tracking prompt payment 
standards as specified by each state. 


Furthermore, MHNet actively employs a variety of checks and balances to ensure claims meet 
required timely processing requirements. Beginning with overall management, claims inventory 
levels and aging metrics, which are monitored daily, weekly, and monthly, are reported 
throughout our organization. Management and examiners use an array of tools to actively monitor 
claim volume and age. In addition to market-specific evaluation and planning, the Management 
team holds daily collaboration meetings to ensure appropriate staffing levels are in place to 
support business needs across the entire Medicaid operation.  


Historically, MHNet has been averaging a claims auto-adjudication rate of 60 percent. 
Understanding that auto-adjudication provides efficiencies in overall operations, as well as 
ultimately improving claims timeliness and accuracy, MHNet is committed to several ongoing 
initiatives to evaluate and improve claims auto-adjudication. Our auto-adjudication rate for the 
last two weeks in September 2012 averaged 69.7 percent. 


Changes to maintain up-to-date and accurate system rules are guided through the Operations 
Change Management Process, complying with all legislation including Sarbanes-Oxley. While 
MHNet is committed to the improvement of systems, we also recognize the critical role our 
examining staff play in our ability to exceed established standards. Beginning with initial training, 
we emphasize the importance of each examiner in achieving daily goals. By providing 
individualized claim processing, as well as defined quality goals, MHNet fully engages examiners 
in the monitoring and management of claim inventories. To assist examiners in achieving these 
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results, management tracks and trends examiner performance to identify the need for coaching, 
focused audits or corrective action. 


As part of our commitment to claims payment accuracy, MHNet has an independent, internal 
Claims Quality Assurance Team that audits claim payments on both manually and auto-
adjudicated claims. 


We continue to implement training initiatives and interventions to improve and achieve our 
quality metrics:  


• Working with authorization departments to create a workflow where the Customer 
Service Organization [CSO] will receive notification when an authorization is retroactively 
updated. 


• Escalating any contract concerns with our Provider Services Administration 
[PSA]/contracting teams that are brought to their attention, requesting review of the 
contract and completing necessary updates. Weekly meetings occur with the Contracting 
and PSA departments. 


• Reviewing night job rules to ensure all necessary claims are pended that may auto 
adjudicate incorrectly. 


• Identifying quality trends, providing additional clarification along with necessary updates 
to the team, and providing further quality focus in our unit meetings. 


• Conducting training focused on MHNet-specific claim quality. 


• Implementing a high dollar process more compatible with the Commercial business to help 
with our processors’ dollar pull thresholds.  


• Reviewing claim processing staff skills and realigning their work assignments. With the 
extra focus on quality, the staff was assigned specific inventory to work based on the skills 
and quality they have demonstrated to date. 


• Communicating updates to the team through our internal online documentation resource 
on a regular basis. 


• Trending manual adjudication errors and providing additional one-on-one trainings or 
specific monthly trainings. 


5.1.10.1 Experience 


 5. Project management; and 


MHNet has extensive knowledge and experience in project management. This is an integral part 
of how we do business. Whether the project is a change to an existing system, conversion to a new 
system or technology, installation of a new client or product within a client, or process changes, 
MHNet’s project management process is followed. Project leads are identified. Project plans are 
developed. Project teams are launched, and the project plans are worked and tracked to ensure 
timely execution.  
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For installation of new clients, MHNet utilizes a hub and spoke model for implementation. Once 
Operations is given the go-ahead for an installation, whether it be a new client or expansion of 
existing business, the Installation lead will outreach to the client’s lead counterpart and gather 
some initial information needed for MHNet to formulate our draft installation plan. The MHNet 
lead will then schedule a series of core team meetings including the core team identified by the 
client. These meetings will continue weekly at the very least, depending on the complexity of the 
client through go-live and beyond as the team deems appropriate.  


One of the first tasks the core team does is identify the sub-committees required for the 
installation. Typical sub-committees include:  


• Network 


• Information Technology 


• Benefits/Claims 


• Quality/Compliance 


• Utilization Management 


• Communications/Training 


• Contracting/Finance 


These sub-committees, which meet weekly, are co-chaired by a MHNet lead and a client lead. The 
MHNet lead manages the agenda and their own, more detailed work plan. The sub-committees 
report into the core team meetings weekly regarding their progress and any barriers or decision 
points needed from the core team. The overall project plan is tracked by the core team lead 
through completion. Decisions made by the core team are documented on a Decision Statements 
log for future reference.  


5.1.10.1 Experience 


 6. Qualifications of key personnel. 


Figure 1: Key Personnel 


Title of Position Qualifications 


President & COO Doctoral degree in a behavioral health-related field and at least 15 
years of prior operational and management experience in a managed 
care setting. 


Vice President, Operations Master’s degree in business. Over 20 years’ experience in managed 
care contracting and operations. 


Regional Executive Director Master’s degree in a behavioral health-related field. Licensure as an 
independent mental health professional is preferred. If there is no 
Clinical Case Manager Supervisor, the Regional Executive Director 
shall be a licensed behavioral health clinician with at least a Master’s 
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Title of Position Qualifications 
degree and five years post-Master’s clinical experience. 


Medical Director Board-certified licensed psychiatrist. Five years’ post- residency 
clinical experience and prior experience in a managed care setting are 
preferred. 


Clinical Case Manager 
Supervisors 


Licensed behavioral health clinician with a minimum of a Master’s 
degree and five years post-Master’s clinical experience. 


Case Managers Licensed behavioral health clinicians whom, at a minimum, are 
Registered Nurses or Master’s-prepared clinicians. 


Customer Service 
Representatives 


Minimum of a high school diploma or equivalent. A college degree 
and/or one to two years’ experience in a behavioral health setting are 
strongly preferred. 


National Director, Quality 
Management 


Master’s degree in a behavioral health-related field. At least 10 years 
of quality improvement experience in a managed care setting is 
preferred. 


 


5.1.10.1 Experience 
 B. Describe your experience with performance incentives based on targeted health outcome 


standards. In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


At this time, MHNet does not offer performance incentives based on targeted health outcome 
standards. 


5.1.10.1 Experience 
 C. Describe where you have invested in the improvement of services, treatment protocols, and 


development of best practices. 


MHNet is committed to best practices in providing any member-focused service planning and 
treatment services. Additionally, process review and improvement is part of MHNet’s paradigm. 
We are continually reviewing current processes and systems for more efficient and/or automated 
opportunities to ensure we offer quality services to our clients and members.  


Areas where we have invested in improvements include: 
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Clinical Initiatives 
• Clinical Practice Guideline Compliance for Major Depressive Disorder 


• Clinical Practice Guideline Compliance for Bipolar Disorder 


• Improving Ambulatory Follow-up Appointments After Discharge from Inpatient Mental 
Health Treatment 


• Coordination of Care Between Medical and Behavioral 


• Psychotropic Medications Prescribed in the Primary Care Setting 


Preventive Behavioral Health Initiatives 
• Secondary Prevention for Adolescents of Adults Diagnosed with Depressive Disorder 


• Secondary Prevention for Anxiety Disorder 


• Secondary Prevention by Supporting Families of Children with Attention Deficit 
Hyperactivity Disorder (ADHD) 


• Identification and Treatment of Postpartum Depression 


• Identification and Treatment of Depression and the Older Adult 


5.1.10.1 Experience 
D. Describe the experience your organization has had working with state government and/or 


experience in specifically related services.  


MHNet has extensive experience working with state governments in managing risk and non-risk 
arrangements. We have been providing services for Medicaid and CHIP members since 1997. As a 
full-risk behavioral health services provider for Medicaid members, MHNet creates specialized, 
clinically-driven programs dedicated to meeting this population’s specific needs. Since 2006, 
MHNet has successfully implemented seven new Medicaid programs. As of 2012, we are managing 
services for approximately 500,000 Medicaid and CHIP members.  


Not only does MHNet provide Medicaid and CHIP services in Kentucky, Missouri, Maryland, 
Virginia, Georgia, and Florida, but through our relationships with other Coventry health plans as 
well as external health plans, MHNet is able to forge strong, integrated services that incorporate 
the best of both the health plan and the behavioral health specialty.  


5.1.10.1 Experience 
 E. Provide the names, résumés, and any additional pertinent information regarding key 


personnel responsible for performance of any contract resulting from this RFP. In addition, 
specify the specific responsibilities of each of these individuals in relation to the 







Tab VII: Section 5 - Company Background and References: Subcontractor MHNet  


Medicaid Managed Care Organization Services RFP 1988 703 


requirements set forth herein. This information must be included in vendor’s technical 
response to the RFP. 


MHNet’s key personnel team includes:  


• Anjum Mobin, MD – Medical Director: Oversees the medical management programs and 
provides medical leadership to ensure excellent quality of care and services is provided to 
members. 


• Malaika Vasiliadis, LMHC – Regional Executive Director: Accountable for all behavioral 
health case management and utilization management functions; primary contact for 
escalated provider or member issues; and primary interface with the State for behavioral 
health service issues.  


• Lynn Watson, LCSW – Manager, Behavioral Health Services: Oversees the Behavioral 
Health department to ensure effectiveness and the accuracy of the policies and procedures 
are implemented and maintained; also identifies and implements best practices to enhance 
efficiency. 


• Lillian Fernandez, LMHC – Supervisor, Behavioral Health Services: Supervises both 
Inpatient Case Managers and Discharge Case Managers, in order to provide daily oversight 
and direction in all areas of case management. 


• Kellie Dietal, LMHC – Supervisor, Behavioral Health Services: Supervises the outpatient 
clinical case management staff; assists in the development, implementation, and evaluation 
of the utilization management process; and provides direct services to members to ensure 
internal and external customer requirements are achieved. 


• Talitha Appenzeller, MBA, Vice President – Operations: Oversees the following teams: 
Operations, Network Development, Provider Relations, Customer Service, and 
Training/Auditing ; serves as lead for new client installations and project plans; and is 
responsible for process review and documentation across all departments focused on 
identification of process defects, identifying efficiencies, and implementing process 
improvements. 


• Jacki Roschbach, MSS, National Director – Quality Management: Oversees all Quality 
Services including Quality Management, Appeals, Compliance, Reporting and Health Care 
Initiatives; also ensures compliance with clients’ quality improvement programs to ensure 
program, accreditation, and regulatory standards are met. 


Attachment G, proposed vendor staff resumes, are included in Tab VIII. 


5.1.10.1 Experience 
 F. Provide the names of any additional full-time staff and project supervisors with contract 


responsibilities in the following area: 
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  1. Information Systems 


Pat Levis – Manager, Applications Development 


  2. Utilization/Case Management 


Jacki Roschbach, MSS – National Director, Quality Management 


  3. Claims Payment 


Michael Fitzgerald – Director, Services Center Operations 


  4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Jacki Roschbach, MSS – National Director, Quality Management 


  5. Health Education 


Rudy Schenk, MPA/HSA – Account Manager supports the MCO’s efforts  


  6. Data Coding 


Pat Levis – Manager, Applications Development 


  7. Contract Negotiation Specialists/Network Recruiters 


Marc Besserman, MHA – National Director, Network Operations 


  8. Encounter Data 


Pat Levis – Manager, Applications Development 


  9. Other staff as needed for project 


None specifically noted at this time 







Tab VII: Section 5 - Company Background and References: Subcontractor MHNet  


Medicaid Managed Care Organization Services RFP 1988 705 


5.1.10.1 Experience 
 G. Provide copies of any current licenses or certifications, including your license to operate as 


an HMO in Nevada.  


Figure 2: State Licensing/Certifying Agencies for Utilization Review 


Licensing/Certifying Agency Current Certificate 
– Effective Date 


Alabama Bureau of Health Provider Services, State Department of Public 
Health 01/01/2000 


Arkansas Department of Health 01/14/1999 


Georgia Office of Insurance and Fire Safety 01/23/2004 


Illinois, State of Illinois Department of Financial and Professional Regulation 01/23/2004 


Indiana Department of Insurance 05/31/2005 


Iowa Department of Insurance 10/24/2008 


Kentucky Environmental and Public Protection Cabinet, Office of Insurance 11/01/2007 


Louisiana Department of Insurance 12/22/1999 


Maryland Insurance Administration 03/28/2005 


Missouri Division of Market Conduct, Missouri Department of Insurance 12/23/2000 


Mississippi Department of Insurance 03/12/1999 


Nebraska Department of Insurance 10/09/2008 


Nevada Division of Insurance 07/17/2005 


New York Bureau of Managed Care, Certification and Surveillance  06/01/2001 


Oklahoma Life Accident and Health, UR Division, Oklahoma Department of 
Insurance 01/05/2003 


Pennsylvania Department of Health, Bureau of Managed Care 10/26/1999 


South Carolina Department of Insurance 05/26/2004 


Tennessee Commerce/Insurance Department 07/01/2004 


Texas Department of Insurance, HMO Compliance 09/22/2003 
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Licensing/Certifying Agency Current Certificate 
– Effective Date 


Virginia Department of Insurance, Utilization Review 07/09/2008 


Refer to Attachment 1 for MHNet’s Current Licenses in Tab IX-Other Information Material of our 
submission. 


5.1.10.1 Experience 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Figure 3: Bilingual Staff 


Area Language Spoken Staff 


Credentialing Spanish 
Sean Spillane 
Brandi Pitts 


Provider Relations Spanish 


Rafael Pinero 
Jeanette Rosario 
Maribel Jimenz 
Lizette Rivera 


Customer Services Spanish 


Monica Garcia 
Erica Lopez 
Mayra Zamarran 
Yisell Reyes 
Sonia Ortiz 
Lilliam Lozada 
Betsy Torres 


Treatment Records Specialist Spanish Eva Perez 


Quality Improvement Spanish 
Christine Ruiz 
Becky Alfaro 


Appeals Spanish Luis Ortiz 


 I. List any associations or organizations to which the organization belongs. 


Currently, MHNet belongs to the following:  
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• Medicaid Health Plans of America 


• National Association of Community Health Centers 


• Council of State Governments 


5.1.11 Plan of Operation 
 The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 


different components required for the operation of a DHCFP contracted HMO. In each 
response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes 
may be beneficial in implementing and/or maintaining this program shall be included. 


 


5.1.11.1 Medical Services 
 A. Describe how you will determine the need to provide services beyond those required in 


Section 4.2.2, Vendor Covered Services. 


Services beyond those required in Section 4.2.2, or value-adds, are in one of four categories: 


Expansion of the Medicaid Benefits Plan  
It is often advantageous to cover care and treatment that is not eligible for coverage under the 
standard Medicaid benefit plan. A simple example in the behavioral health area is: 


• Including psychiatric facilities that might normally be excluded;  


• Adding benefits such as Intensive Outpatient Program, Partial Hospital Program or 
Residential Treatment;or  


• Extending the available benefit to allow more of a service.  


The expansion of the services and providers available allows greater flexibility in responding to 
the varying treatment needs of individuals under their management. 


Expanding Capacity 
Many Medicaid members live in areas that lack a full range of services. Whether due to a rural 
location, undesirable area, or historically low rates, they find accessing certain services difficult. If 
MHNet provides coverage in these areas, we may invest funds in opening up services to these 
previously under-served individuals. Some examples of how this has been done include such 
things as: 


• Pre-purchasing psychiatrist’s time to get them to open hours to Medicaid members 
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• Giving grants to assist a provider organization to expand their services to an under-served 
area 


• Providing training funds to develop more Peer Support Counselors and open up Member-
Run Organizations 


• Granting seed money and technical assistance for a rural health clinic to add psychiatry 
and behavioral health services 


• Developing mobile therapy services (Winnebago therapists) to take the treatment to the 
member (also can be combined with telemedicine to bring physician services to rural areas) 


All of these incentives have the goal of helping the care system for Medicaid recipients develop 
and expand so that members in need of care have access to it. The hope is that through proper 
care, earlier intervention, and more frequent and thorough follow-up, members’ overall health is 
improved and there are long-term cost savings for the community. 


Incentives for Members 
This category is an important benefit. The intent is to increase the likelihood that members will 
engage in certain behaviors that we would associate with better treatment outcomes. Some of the 
more frequent behaviors targeted include: 


• Keeping outpatient follow-up appointments after acute care (hospitalization) 


• Taking medicine as prescribed 


• Attending therapy sessions 


Just about any behavior that would be associated with a positive health outcome can be targeted. 
The keys are to target a specific behavior that can be measured, tie an incentive to the target 
behavior that will motivate the member, and make sure that the targeted behavior will actually 
improve health outcomes or reduce costs over time. 


There is an infinite variety of incentive that can be developed for targeted behaviors. The key to 
this behavior-modification approach is to closely tie the incentive to the desired behavior and 
ensure that the performance of the desired behavior will result in the desired outcome. 


Supporting Members’ Access to Health Care  
This benefit is not necessarily tied to a specific health care service or function. Based on Maslow’s 
concept of a hierarchy of human needs, the application of this benefit is meant to address the 
conditions necessary for individuals to attend to their health care needs. The assumption is that a 
person who is homeless will first spend time finding shelter and will not attend treatment 
sessions if he or she does not have a place to sleep. Or who can expect a mother to attend 
parenting classes when she has no food on the table?  


This is used as a short-term, often emergency, solution to resolve barriers to members receiving 
their care. Included in this category might be transportation (cab vouchers, bus tokens), one-time 
payment of utilities, or building wheelchair ramps. The key is that the funds are tied to the overall 
ability of the member to participate in his or her treatment, but it is difficult to directly tie them 
to a particular treatment. 
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5.1.11.1 Medical Services 
B. Describe the guidelines and procedures you will use to determine the medical necessity of 


service authorization requests. Include your process for medical review of claims. 


In order to ensure consistent decisions, all case and utilization management staff, and physician 
reviewers use MHNet’s Medical Necessity Criteria unless different criteria are required. MHNet 
developed its Medical Necessity Criteria (MNC) to parallel clinical practice. The appropriate 
treatment of mental illness necessitates a comprehensive assessment that examines not just the 
symptoms of the illness, but also includes the individual’s physical health, his/her living 
environment, and available financial and social resources.  


The Medical Necessity Criteria are clinically based for each level of care for children, adolescents, 
adults, and seniors. The Criteria also includes parameters for precertification and concurrent 
review of all levels of care. MHNet’s Medical Necessity Criteria are made available and provided 
upon request to all members and providers.  


Description of UM Functions Performed 
MHNet Service Centers perform precertification, concurrent review, retrospective review, case 
management, and patient triage and telephonic assessment for behavioral health services. Once 
care and services have been authorized, MHNet does not reverse certification decisions.  


Precertification (Pre-Service Review) 
Due to parity, no authorization is required for the initial assessment, CPT codes 90801, 90802, or 
for medication management, and CPT code 90862.  


However, precertification (pre-service review) is required for inpatient mental health 
hospitalizations, inpatient detoxification, chemical dependency rehabilitation, partial 
hospitalization, intensive structured outpatient, and ongoing therapy sessions (such as CPT codes 
90806, 90847, 90805, 90807, and others).  


The purpose of the precertification function is to coordinate patient care with the treating facility 
or practitioner to determine the best course of treatment for the member.  


For intensive levels of care, Licensed Case Managers conduct a comprehensive telephonic 
assessment of the clinical information to determine the least restrictive level of care to adequately 
meet the member’s needs. Case Managers utilize Medical Necessity Criteria to assist in all 
precertification determinations. Case Managers have the authority to approve all situations that 
meet criteria as well as refer cases to a Physician Reviewer for review if authorization cannot be 
given by the Case Manager. A Case Manager manages all requests for any treatment that is urgent 
or emergent.  


For routine outpatient services, Customer Service Representatives facilitate precertification with 
a participating practitioner for an evaluation. The Customer Service Representatives ask the 
practitioner screening questions to determine if the member needs to speak to a Case Manager. 


The Regional Executive Director, who is a licensed behavioral health clinician, supervises the 
utilization and case management staff.  
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When a member, practitioner, or provider fails to precertify care, the Customer Service 
Representative or Case Manager notifies the caller of MHNet’s precertification procedures. When 
we learn about the failure to precertify, written notification of MHNet’s precertification 
procedures is available upon request within 24 hours for urgent requests and no later than five 
calendar days for non-urgent requests. 


Concurrent Review 
Case Managers conduct telephone-based concurrent review on all members admitted to inpatient 
mental health hospitalizations, inpatient detoxification, chemical dependency rehabilitation, 
partial hospitalization and intensive structured outpatient care. Concurrent review includes 
review of medical necessity, discharge planning, researching, and coordinating referrals, usually to 
less intensive levels of care. 


Case Managers use Medical Necessity Criteria to assist with all concurrent review determinations. 
The Case Managers identify quality issues and potential quality of care concerns. The Case 
Managers ensure that the member’s treatment is appropriate and effective using MNC and clinical 
practice guidelines. A Physician Reviewer is available to review difficult cases as well as all 
situations where the requested services do not appear necessary to address the member’s 
condition.  


Review of ongoing outpatient services are managed through a written Treatment Progress Report 
that includes both requests from the treating participating practitioner for additional sessions as 
well as information necessary to determine if care is progressing or if additional treatment 
interventions may be necessary.  


Case Managers review the requests against predetermined criteria for authorization. The purpose 
of the ongoing review is to continue coordination of patient care with the treating facility or 
practitioner to determine the best course of treatment for the member. 


Retrospective Review (Post-Service Reviews) 
Retrospective reviews (post-service reviews) are conducted upon request to determine the 
medical necessity of treatment that was rendered without precertification from MHNet. The 
member, treating practitioner, family member or other designated member representative may 
petition for a retrospective review. Review determinations are made by Case Managers based on 
the information available to the treating practitioner at each stage in the treatment. Case 
Managers have the authority to approve all treatment that meets Medical Necessity Criteria and 
refer potential denials or questionable cases to a Physician Reviewer for review. 


Non-traditional Therapy Service Review 
Special and non-traditional services required by seriously, persistently, or acutely ill members may 
be approved through agreement between the Case Manager and the provider. Care for these 
particular members does not fit well into the standard care management model and is, instead, 
administered on a case-by-case basis by the Case Manager. 
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5.1.11.1 Medical Services 
 C. Do you have a process for monitoring and evaluating these guidelines and procedures? If 


so, please explain. 


Yes. MHNet utilizes Medical Necessity Criteria for each level of care. MHNet obtains 
recommendations for additions or changes to its Medical Necessity Criteria from internal and 
external providers covering the range of disciplines credentialed by MHNet annually. MHNet’s 
Medical Directors and clinical staff along with a sample of providers from multiple disciplines are 
solicited for suggestions for any new technologies that should be approved. The recommendations 
include feedback from the Case Managers, Medical Directors and participating provider and 
practitioners. The Medical Director also conducts a literature search of any relevant, recently 
published literature related to utilization management criteria for managed behavioral health care. 
Medical Necessity Criteria is reviewed, revised as appropriate and approved by the MHNet 
Utilization Improvement Committee. Medical Necessity Criteria are provided to all practitioners 
and providers upon request. 


MHNet’s Medical Necessity Criteria permit consistent, objective decision making by Case 
Managers and Physician Reviewers. On a regular basis, MHNet’s Clinical Case Management 
Supervisor reviews a randomly selected sample of cases for each Case Manager. The focus of the 
review determines if Case Managers appropriately applied the Medical Necessity Criteria. The 
results of the individual reviews are discussed with the Case Manager.  


MHNet also completes an aggregate inter-rater reliability study bi-annually.  


5.1.11.1 Medical Services 
 D. Describe your procedure for providing, monitoring and coordinating out-of-network services 


to enrolled recipients. 


The goal is that members’ needs can be addressed by in-network providers. However, this is not 
possible at all times, either due to the unavailability of the service within the network, or because 
the member is facing a need for emergency care while he or she is outside of the coverage area. 


When a member seeks services by a non-contracted provider, MHNet works closely with that 
provider to: 


• Ensure the safety and security of the member 


• Ensure that the provider is properly licensed and credentialed to perform the level of care 
being delivered  


• Monitor the care to ensure that member is properly treated 


• Negotiate a Single Case Agreement with the provider  


• If this provider is within the service area, consider asking the provider to join the network  


• Make arrangements to transfer the member to an in-network provider as soon as it is 
medically and practically prudent to do so  
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Out-of-network providers receive at least the same level of oversight and utilization management 
as do network providers; if the provider is unknown or in any way questionable, MHNet 
clinicians may institute closer monitoring and oversight to ensure the safety and proper care of the 
member. 


MHNet monitors higher levels of care for non-par providers/facilities in the same manner as we do 
for participating providers.  


5.1.11.1 Medical Services 


 E. Describe the role and responsibilities of your case managers. 


MHNet offers Case Management to members identified as high risk due to diagnosis, multiple 
admissions, life threatening suicide attempts or needing additional services and who have 
complicating factors that, without intensive intervention coordinated by MHNet, would result in 
further deterioration in the severity of illness. 


MHNet’s Case Managers serve in the role of care coordinator and facilitator with other providers. 
Our Case Manager seldom, if ever, has face-to-face contact with the member. MHNet’s Case 
Manager mostly interacts with the member telephonically and electronically. Face-to-face or 
direct interaction with the member is the role of the Field Case Manager, who is typically 
employed by a network provider, often a community mental health center or other clinic. 


The MHNet Case Manager addresses a member’s longitudinal course of care including continuity 
and coordination among providers, practitioners, and sites of care both within behavioral health 
and between behavioral health and physical health. The Case Manager works with the Field Case 
Manager to ensure that care planning and treatment is a collaborative process that includes the 
member as an active participant of the treatment team.  


MHNet’s Case Managers: 


• Ensure that members receive a thorough assessment and treatment planning, and 
coordination of services while continually evaluating the effectiveness of the treatment 
being delivered to ensure the highest level of quality care and clinical outcomes 


• Assist members and their provider as they attempt to find other treatment providers, 
needed services, or other behavioral health care resources 


• Ensure that the member’s benefits are used appropriately and that necessary 
authorizations and approvals are in place 


Discharge Planning/Intensive Case Management 
MHNet’s Case Managers also serve as Discharge Planning Case Managers. In this role, they 
contact all members prior to discharge from the acute setting to provide education and assist the 
member with creating and understanding the discharge plan. The Case Manager assists the 
member in determining individual needs for aftercare, schedules appointments and communicates 
the information to the member and facility. The Case Manager sends the member a discharge 
follow-up letter, which includes appointment times, dates, and contact information. The day prior 
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to the appointment, the Case Manager contacts the member as a reminder to ensure compliance 
with his or her scheduled follow-up appointment. Following the member’s appointment, the Case 
Manager verifies the member’s compliance. If a member is not compliant with follow-up care, the 
Case Manager re-contacts the member and assists in re-scheduling additional follow-up 
appointments.  


One of the challenges with a seriously and/or persistently mentally ill population is getting them 
to engage in case management. However, involvement in case management has a direct correlation 
with successful recovery, tenure in the community, participation in aftercare, and overall health 
improvement. The involvement of the MHNet Case Manager as a Discharge Resource Advocate 
eases this engagement process and increases the number of individuals who enroll in the program. 


5.1.11.1 Medical Services 
 F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination 


staff on behalf of high risk pregnant women. 


Care coordination and communication with DHCFP’s DO care coordination staff for pregnant 
women is the direct responsibility of CoventryCares of Nevada. However, MHNet recognizes the 
important role of behavioral health in both the compliance of high-risk pregnant women with 
their care plans as well as the need for addressing risky behavioral issues such as alcohol or drug 
use during pregnancy. For this reason, MHNet places the highest level of priority on behavioral 
health services for women identified as having a high-risk pregnancy. When an expectant mother 
is identified by the health plan as needing behavioral health assistance, MHNet will: 


• Assign a Care Coordinator to work directly with the health plan’s Case Manager 


• Work directly with the Case Manager and member to schedule and facilitate a thorough 
behavioral health assessment and treatment plan 


• Obtain immediate admission to substance abuse or other treatment needed 


• Monitor the case throughout the pregnancy and facilitate additional referrals or care as 
necessary 


MHNet recognizes that high-risk pregnancies often result in severe emotional problems following 
the birth of the child. Therefore, in Nevada, MHNet, in conjunction with CoventryCares, will 
offer its Postpartum Depression Program. Through collaboration, CoventryCares and MHNet will 
assist new mothers in early identification of the signs and symptoms of Postpartum Depression. 
MHNet will facilitate referrals to appropriate Behavioral Health Professional(s), thereby helping 
achievement of an optimal clinical outcome. MHNet and health plans work with members and 
their physicians to achieve the following goals: 


• Education of new mothers regarding Postpartum Depression and the postpartum blues or 
“Baby Blues” 


• Education and support of Primary Care Physicians, Family Practice Physicians, 
Pediatricians and OB-GYN providers through provision and utilization of evidence-based 
guidelines 
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• Provision of a self-screening tool to members 


• Promotion of referrals to MHNet for thorough evaluation by a behavioral health specialist 


5.1.11.1 Medical Services 
G. Describe the policies and procedures you have in place to assess enrollees identified as 


Children with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN 
be developed? 


To further support members at highest risk for out-of-home placement, MHNet identifies 
members for Care Management. MHNet’s Care Management (CM) program is an integrated and 
evidence-based program, utilizing the best practices from traditional case management, intensive 
case management, clinical algorithms, and clinical practice guidelines. The program includes: 


• Early identification 


• Collaboration of Behavioral and Medical Practice Model 


• Promotion of Patient Self-Management 


• Process Outcomes and Measurement 


 Program Goals 
• Develop and implement successful care management plan to optimize the level of 


functioning in everyday life and to reduce utilization of more restrictive levels of care 


• Access appropriate community resources and supports 


• Facilitate engagement with the full range of behavioral health outpatient services 


• Coordinate care to include medical, behavioral and psychosocial needs 


Discharge Criteria 
Members discharged from the CM program will meet the following criteria: 


• Member feels care management goals have been met and is ready for discharge 


• When the member does not readmit to an inpatient setting for 90 days, if the admitting 
issue was chronic readmission 


• MHNet Medical Director recommends discharge based on member noncompliance with 
Care Management Plan 


Discharge notifications are sent to all treating providers and community partners/supports 
identified by the member. 
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5.1.11.1 Medical Services 
 H. Describe the network you have in place to provide mental health and rehabilitative services 


to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


MHNet currently contracts with numerous community-based programs, non-residential facility 
programs with a wide array of clinical services, and hospitals and residential facilities to address 
the needs of Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) 
adults. While these relationships already are established and working well, MHNet is expanding 
its network to enhance the number of providers, the range of services offered, and the capabilities 
of our providers to meet the challenges presented by members covered under the Nevada 
Medicaid program. 


For over seven years, MHNet has provided behavioral health management as well as the 
professional and institutional provider network for Altius Health Plans’ over 160,000 commercial 
members. During this time, we have built strong relationships with the providers in the 
communities of Las Vegas and Reno as well as in other areas of the state. 


Historically, provider networks developed for commercial members have differed significantly 
from those established for Medicaid members. However, with Mental Health Parity and certain 
provisions of the Affordable Care Act, these network differences are becoming less distinct. 


During our tenure in Nevada, we have experienced the critical needs in the behavioral health care 
system. As noted by NAMI in reviews conducted in both 2006 and 2009: 


Although the state legislature increased mental health funding in previous years, 
over $20 million in cuts in 2008 and an $11 million cut in 2009 have resulted in 
closures of clinics, reduced services, and staff cuts in state hospitals and outpatient 
care. Deeper cuts are anticipated. The governor’s biennial budget for 2010-2011 has 
proposed additional cuts of 10 percent or more…. 


In a state with high rates of severe depression and other serious mental illnesses—as 
well as suicides—a strong commitment is needed to restore and expand the mental 
health safety net. Without one, Nevada will find its emergency rooms and criminal 
justice system overwhelmed—and costs being shifted to other sectors of state and 
local government. 


The state of needs within the Nevada behavioral health system require that the behavioral health 
manager of the Medicaid program take a number of crucial steps to ensure that services are 
successfully delivered for the state’s most vulnerable individuals: 


• Work closely and in partnership with the health plan 


• Creatively collaborate with current providers to develop cost-effective programs that can 
accommodate the challenges of the current system 


• Collaborate with the State and provider community to develop needed services, programs, 
and solutions 


• Expand the availability and use of member-based services as well as the use of peer 
supports 
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• Improve the cultural competency of care providers so they can better serve minority 
communities 


• Work with community organizations and the state and federal government to expand 
supportive housing for the mentally ill 


MHNet has already begun working with our providers on addressing unmet needs and will 
continue to do so under the Medicaid contract. 


Severely Emotionally Disturbed (SED) Children 
As noted in the NAMI report: 


“Nevada has also established Assertive Community Treatment (ACT) teams, 
medication clinics, and recovery focused clubhouses and certified peer specialists. 
These and other positive developments, such as mental health courts, where 
preliminary outcomes data show remarkable success in reducing jail days, need to 
be sustained.” 


As we have successfully done in other states, MHNet will work closely with Nevada safety net 
providers to support the initiatives underway in Clark and Washoe counties, and look for 
opportunities to improve and expand the system. In Nevada, as in other states, we will utilize 
programs available through Community Mental Health Centers (CMHCs) including school-based 
and in-home services to treat SED members in the community. MHNet also will: 


• Contract for services such as targeted case management, Assertive Community Treatment 
(ACT), and wrap-around services for members to supplement traditional outpatient 
services to ensure members and families have access to a full continuum of services on an 
outpatient basis 


• Work with key providers to implement utilization management and encounter data 
collection that do not detract from the provider’s primary job which is to deliver care to 
the member  


• Coordinate services for these vulnerable children with the health plan to treat the whole 
person, training behavioral health providers to have co-occurring medical disorders 
addressed by physicians and encouraging the coordination of care between PCPs and 
behavioral health practitioners  


Seriously Mentally Ill (SMI) Adults 
As with the most vulnerable children, MHNet will contract with current providers in the care 
system to ensure the availability of the continuum of care needed by these recipients and will 
work with providers, members, the state, and concerned organizations to develop services that 
are needed. 


MHNet will include the CMHCs’ illness management and recovery programs as well as 
therapeutic rehabilitation programs to care for SMI members in the community. We will include 
contracts for services such as targeted case management, ACT, and peer support services for 
members to augment routine outpatient services to deliver a full continuum of services.  
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One of Nevada’s greatest challenges is to adequately fund mental health services, including 
supportive housing. While not nominally a part of this contract, MHNet understands that many 
recipients, especially those with long-standing mental illness, are better able to take advantage of 
treatment resources when their basic needs are met. We also will explore with current safety net 
providers contractual arrangements that free them from many of the burdens of utilization 
management and encounter reporting. 


As part of provider training, MHNet will include information and segments on cultural 
competency. We also will recruit and include available providers with cultural competencies and 
specialties so that minority clients have access to providers who might be better able to work with 
them. With nearly 40 percent of Nevada’s population ethnically or racially diverse, providing 
services consistent with Culturally and Linguistically Appropriate Services (CLAS) standards will 
improve the care of seriously ill Nevadans. 


Finally, as with children, MHNet will work with providers and the health plan to encourage and 
facilitate effective coordination of care and treatment of co-occurring disorders. 


5.1.11.1 Medical Services 


 I. Provide your policies and procedures for emergency and post stabilization services.  


In the event of an emergency situation for both mental health and substance abuse, MHNet’s 
priority is on providing the member with the most immediate access to care available.  


MHNet offers around-the-clock access to Case Managers trained to consult, calm, and advise 
members exhibiting symptoms that require emergency assistance. Case Managers will direct that 
member to the nearest emergency facility if possible or contact the local authorities to ensure the 
safety of a member if the situation calls for this type of intervention. MHNet’s qualified Case 
Managers work to diffuse the situation and secure the safety of the member before any additional 
steps are taken. 


Emergency services do not require prior authorization. However, MHNet Case Managers are 
available to certify treatment 24 hours a day when the member presents directly at the facility. If 
the member does go directly to the facility, MHNet relies on the “Prudent Layperson” test.  
A “Prudent Layperson” is considered to be a person without medical training who draws on 
his/her practical experience when making a decision regarding whether or not emergency 
treatment is needed. In seeking emergency services, a member satisfies the “Prudent Layperson” 
test if other similarly situated laypersons would have believed, on the basis of observing clinical 
symptoms, that emergency treatment was necessary. In such cases, MHNet will consider the 
presenting symptoms, not just a diagnosis. 
Additionally, requests for psychiatric medications and medication appointments shall be treated 
as a request for emergency services when a member is without necessary prescribed medications. 
When the situation is stabilized, the Case Manager will proceed with securing the most 
immediate treatment facility available, even if that facility is not in MHNet’s network. The Case 
Manager will work the attending physician to coordinate suitable and appropriate care for the 
member.  
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For members with non-life-threatening emergencies or in need of urgent services, the member 
may be directed to the office of a practitioner skilled in crisis intervention or a facility for 
assessment.  


MHNet follows up with every member who presents with an urgent or emergent need to ensure 
that the member actually received services and to begin the discharge planning process if the 
member was admitted.  


5.1.11.2 Enrollment 
 Provide your policy and procedure for transitioning a recipient from or to FFS or another 


Vendor’s plan.  


N/A. The MCO is responsible for enrollment and disenrollment. 


5.1.11.3 Recipient Services 


 


 A. Provide a sample copy of your current or proposed enrollee handbook and identification 
card you may issue to enrolled recipients. 


Providing enrollee handbooks and identification cards is the MCO’s responsibility. MHNet does 
not create a separate member handbook. We do, however, provide behavioral health benefit 
information to the MCO for inclusion in its handbook so members can access all benefit 
information easily. 


 B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or 
PCS, including your process for changing a PCP or PCS. 


N/A. This process is not applicable for behavioral health services. 


 


5.1.11.4 Network 
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 A. What steps will you take to develop and maintain a network that ensures the ability to 
provide the managed care benefits required in this RFP to enrolled recipients in the required 
service areas of urban Clark and Washoe counties? 


MHNet ensures timely accessibility to a comprehensive and qualified provider network through 
multi-faceted efforts: 


• Focused analysis and recruitment efforts prior to the go-live date  


• Ongoing network refinement throughout the length of the contract 


• Comprehensive credentialing and re-credentialing process  


MHNet incorporates a network adequacy policy to meet the needs of the members served. The 
policy includes detailed access standards and practitioner ratios by geographic classification and by 
provider type. MHNet continually refines strategies to use data-driven methodologies in order to 
tailor overall health services to the member population. Also, MHNet ensures appointment 
accessibility requirements are met through ongoing monitoring of primary care availability and 
capacity. Our ongoing monitoring includes: 


• Ongoing Practitioner Surveys 


• Review of provider-to-member ratio and capacity review 


• Site visits  


• Monthly secret shopper surveys of 10 percent of the provider network 


• Quarterly appeals and grievance trend and analysis reviews 


Network Adequacy Standards 
MHNet sets standards and collects data about the members’ ability to access care for a non-life 
threatening emergency visit within six hours, urgent care within eight hours, and an appointment 
for a routine office visit within 10 business days. MHNet analyzes performance against the above 
standards and implements interventions as needed to ensure appropriate access. If access does not 
meet the above standards, MHNet will complete single case agreements with non-par providers 
while additional recruitment occurs to meet these standards. 


MHNet has incorporated a network adequacy policy to meet the needs of the members served. The 
following definitions outline the geographic regions assessed by the standards. Urban is defined 
as a population of greater than 3,000 people per square mile. Suburban is defined as a population of 
greater than 1,000 but less than 3,000 people per square mile. Rural is defined as a population of less 
than 1,000 people per square mile. 


Figure 4: Practitioner Ratios 


Provider 
Type 


Location 
Type 


Geographic Standard/ 
Numeric Standards Target Results Goal 


Met 
Urban • 1 physician in 10 miles Physician 


Suburban • 1 physician in 30 miles 


95.0% 97.3% Yes 
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Provider 
Type 


Location 
Type 


Geographic Standard/ 
Numeric Standards Target Results Goal 


Met 
Rural • 1 physician in 60 miles 
Ratio • 1 physician/10,000 members 100.0% 19/10,000 Yes 
Urban • 1 non-physician in 10 miles 


Suburban • 1 non-physician in 30 miles 
Rural • 1 non-physician in 60 miles  


95.0% 97.9% Yes 
Non-physician 


Ratio • 1 non-physician/2,000 members 100.0% 17/2,000 Yes 
Urban • 1 acute care facility in 20 miles 


Suburban • 1 acute care facility in 40 miles 
Acute Care 
Facility 


Rural • 1 acute care facility in 60 miles 


95.0% 97.5% Yes 


Network Recruitment and Refinement 
As part of our continuous commitment to network refinement, activity related to behavioral 
health network access, quality improvement, and key result area performance is reviewed monthly 
with the physical health MCO during joint operational oversight face-to-face meetings between 
the physical health MCO and MHNet leaders. 


Provider network expansion activity is routinely analyzed and enhanced to eliminate access 
barriers. MHNet uses geographic accessibility and network availability reporting to identify any 
potential network gaps and implements recruitment strategies to enhance behavioral health 
provider services. MHNet also tracks and trends the use of single-case agreements (used when a 
member accesses an out-of-network facility or practitioner). Any pattern of out-of-network 
access leads to provider outreach for contracting purposes. This strategy includes ongoing 
augmentation of psychiatry and advanced nurse practitioner services throughout the State, in 
addition to ancillary and facility-based providers, to better meet the medication and treatment 
needs of our members.  


 B. Provide a sample of all base network provider contracts. 


Refer to Attachment 2 for MHNet’s Network Provider Contract Samples in Tab IX-Other 
Information Material of our submission. 


 


 C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


MHNet’s partnership with non-medical services, including Federally Qualified Health Centers 
(FQHCs) and other community-based providers, best fits into the continuum of care. These safety 
net providers are important components of the service delivery mental health system. MHNet 
relies upon these provider agencies to support our members with a wide array of both clinical 
treatment including behavioral health telemedicine services (a safety net product in itself) and 
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basic needs supportive programs. Our partnerships offer a wealth of programs to specifically meet 
Medicaid members’ needs. 


A key component of recovery and resiliency is peer support programs for members and their 
families. These services can and should occur throughout the care continuum from those 
discharging from an acute hospital to those members living in the community and accessing 
outpatient services.  


Some programs offered by provider partners and authorized by MHNet include (but are not 
limited to): 


• Family support services (through Public Health and other sources) 


• Psychosocial rehabilitation 


• School-based services 


• Home-based services 


• Programs to assist the homeless 


Also, coordination efforts with FQHCs and Community Mental Health Centers (CMHCs) are a 
priority for MHNet and greatly contribute to the success of these wraparound services efforts. 
Our ability to develop relationships with these stakeholders is an influential aspect of our services 
that provide a direct benefit to our members.  


During the implementation process, MHNet contacts current providers and facilities, including 
FQHCs and CMHCs not in our network, to aggressively pursue contracts and ensure a fully 
functional network by go-live date. MHNet also works with other stakeholders, such as Medicaid 
members, to determine additional needs and implement strategies to fill those needs.  


 D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


 


The Vendor shall: 


4.5.5.1 Ensure adequate physical and geographic access to covered services for enrolled 
recipients. 


MHNet ensures timely accessibility to a comprehensive and qualified provider network through: 


• Focused analysis and recruitment efforts prior to the go-live date  


• Ongoing network refinement throughout the length of the contract 


• Comprehensive credentialing and re-credentialing process  


MHNet incorporates a network adequacy policy to meet the needs of the members served. The 
policy includes detailed access standards and practitioner ratios by geographic classification and by 
provider type.  
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Throughout our ongoing network development process, MHNet also works closely with 
providers and members to ensure that our network contains qualified providers to treat members 
with special needs. Our multipronged process includes identifying current safety net providers 
and partnering with them to identify other key resources; developing a strong, active Member 
Advisory Group to suggest providers; and working with providers to develop services to fill 
identified gaps. 


MHNet also ensures appointment accessibility requirements are met through ongoing monitoring 
of primary care availability and capacity using industry and internal monitoring standards. As 
stated earlier, our ongoing monitoring includes: 


• Practitioner Surveys 


• Provider-to-member ratio and capacity review 


• Site visits  


• Provider network secret shopper surveys  


• Appeals and grievance trend and analysis reviews 


 


4.5.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure 
compliance with access standards, and take appropriate corrective action, if necessary, to 
comply with such access standards.  


On a quarterly basis or as requested, MHNet generates GeoAccess reports to assess compliance 
with stated access standards. In the event any access result(s) are below the stated access 
standard, MHNet initiates appropriate corrective action which includes, but is not limited to: 


• Generating GeoAccess provider report 


• Identifying any access standard deficiency(ies) 


• Developing a targeted recruitment plan to eliminate identified deficiency: 


5.5 Identifying universe of available and potential providers 


5.6 Initiating provider recruitment 


5.7 Completing all necessary provider recruitment to eliminate access deficiency 


4.5.5.3 Partner actively with DHCFP, community providers and stakeholders to identify and address 
issues and opportunities to improve health care access and availability for Medicaid and 
CHIP members.  


MHNet will actively partner with DHCFP, community providers, and stakeholders to improve 
health care access and availability. During the implementation process, MHNet contacts current 
providers and facilities, including FQHCs and CMHCs not in our network, to aggressively pursue 
contracts and ensure a fully functional network by go-live date.  


MHNet also works with other stakeholders, such as Medicaid members, to determine additional 
needs and implement strategies to fill those needs. Throughout our ongoing network development 
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process, MHNet works closely with providers and members to ensure that our network contains 
qualified providers to treat members with special needs. Our multipronged process includes: 


• Identifying current safety net providers and partnering with them to identify other key 
resources  


• Developing a strong, active Member Advisory Group to suggest providers  


• Working with providers to develop services to fill identified gaps 


4.5.5.4 The Vendor will assure access to health screenings, reproductive services and 
immunizations through county and state public health clinics. 


N/A. These services are managed through the MCO. 


4.5.5.5 Promotion of care management and early intervention services may be accomplished 
by completing welcome calls and/or visits to new members. This method ensures that an 
orientation with emphasis on access to care, choice of PCP and availability of an initial 
health risk screening occurs proactively with each member who becomes enrolled. If a 
screening risk level determines need for further care management a care management 
referral will be completed.  


N/A. These services are managed through the MCO. 


4.5.5.6 Maintain an adequate network that ensures the following: 


A. PCP-To-Recipient Ratios 
 
The Vendor must have at least one (1) full-time equivalent (FTE) primary care provider, 
considering all lines of business for that provider, for every one thousand five hundred 
(1,500) members per service area. However, if the PCP practices in conjunction with a 
health care professional the ratio is increased to one (1) FTE PCP for every one 
thousand eight hundred (1,800) recipients per service area. 


MHNet understands and shall comply with the requirements set forth in Section 4.5.5.6.A. 


B. PCP Network Requirements 
 
Demonstrate that the capacity of the PCP network meets the FTE requirements for 
accepting eligible recipients per service area. This ratio cannot exceed the FTE 
requirement. In no case may a single provider accept more members than allowed by 
the FTE requirement.  


MHNet understands and shall comply with the requirements set forth in Section 4.5.5.6.B. 


C. Primary Care Provider Participation 
 
Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must 
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contractually agree to accept eligible recipients. At least fifty percent (50%) of the 
aforementioned PCPs must accept eligible recipients at all times. If the Vendor has a 
contract with a Federally Qualified Health Center (FQHC) and/or the University of 
Nevada Medical School, the physicians of these two (2) organizations can be counted to 
meet the fifty percent (50%) participation and fifty percent (50%) acceptance 
requirement. DHCFP or its designee may audit the Vendor’s network monitoring tool for 
compliance. 


MHNet understands and shall comply with the requirements set forth in Section 4.5.5.6.C. 


D. Physician Specialists 
 
The Vendor must provide access to all types of physician specialists for PCP referrals, 
and it must employ or contract with specialists, or arrange for access to specialty care 
outside of the Vendor’s network in sufficient numbers to ensure specialty services are 
available in a timely manner. The Vendor should provide access to at least two 
specialists/subspecialists in their service areas. The minimum ratio for specialists (i.e., 
those who are not PCPs) is one (1) specialist per one thousand five hundred recipients 
per service area (1:1,500). 
 
These ratios may be adjusted by DHCFP for under-served areas, upon the analysis of 
physician specialist availability by specific service area. 


MHNet understands and shall comply with the requirements set forth in Section 4.5.5.6.D. 


4.5.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of 
urgency, as follows: 
 
A. Emergency Services   
 
Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, 
seven (7) days a week, with unrestricted access, to enrolled recipients who present at 
any qualified provider, whether a network provider or a out-of-network provider.  


MHNet understands and shall comply with the requirements set forth in Section 4.5.5.7.A. 
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B. PCP Appointments 


1. Same-day, medically necessary, primary care provider appointments;  


2. Urgent care PCP appointments are available within two (2) calendar days; 
and 


3. Routine care PCP appointments are available within two (2) weeks. The two 
(2) week standard does not apply to regularly scheduled visits to monitor a 
chronic medical condition if the schedule calls for visits less frequently than 
once every two (2) weeks. 


PCP appointments are managed and scheduled by the MCO. 


 C. Specialist Appointments 
  
For specialty referrals to physicians, therapists, behavioral health services, vision services, 
and other diagnostic and treatment health care providers, the Vendor shall provide: 
 
1. Same day, medically necessary appointments within twenty-four (24) hours of referral; 


  2. Urgent care appointments within three (3) calendar days of referral; and 


  3. Routine appointments within thirty (30) calendar days of referral. 


Appointments with behavioral health providers are as follows: 


• Emergent need - scheduled within six hours of calling MHNet 


• Urgent need - scheduled within 24 hours of calling MHNet 


• Routine outpatient visits - scheduled within 10 business days of the call 


Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


MHNet does allow access to a child/adolescent specialist(s) if requested by the parent(s). 
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D. Prenatal Care Appointments 


  Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows: 


1. First trimester within seven (7) calendar days of the first request; 


2. Second trimester within seven (7) calendar days of the first request; 


3. Third trimester within three (3) calendar days of the first request; and 


4. High-risk pregnancies within three (3) calendar days of identification of high risk by the Vendor 
or maternity care provider, or immediately if an emergency exists. 


N/A. Prenatal care appointments are managed and scheduled by the MCO. 


E. Dental Appointments: 


 Dental care shall be provided immediately for dental emergencies, urgent care or referral 
appointments within three (3) calendar days and routine appointments with dentists and dental 
specialists shall be provided within thirty (30) calendar days or sooner if possible. 


N/A. Dental appointments are managed and scheduled by the MCO’s dental vendor. 


4.5.5.8 Appointment Standards 


  The Vendor shall have established written policies and procedures: 


A. Disseminating its appointment standards to all network providers, and must assign a 
specific staff member of its organization to ensure compliance with these standards by 
the network.  


B. Concerning the education of its provider network regarding appointment time 
requirements, the Vendor shall: 


1 Monitor the adequacy of its appointment process and compliance; and  


2. Implement a Plan of Correction (POC) when appointment standards are not met. 


MHNet does have established written policies and procedures related to appointment standards. 
Information related to these standards are distributed to providers upon credentialing when they 
receive their Quick Reference Guide as well as via our provider newsletters.  


A team of Provider Relations Coordinators and Provider Relations Representatives contact 
approximately 1,000 providers covering a broad geographic area each month to determine 
appointment availability. These results are tabulated against MHNet network access standards 
and are broken out by prescribing practitioner and allied providers. 
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Our MHNet company-wide goals are that 80 percent of prescribing practitioners will have 
available appointments within 10 days, and 85 percent within 10 days for allied providers. If 
deficiencies are noted in any area, Network Development seeks to contract additional providers in 
that area.  


These figures are discussed at monthly Corporate QI Committee meetings, variances are analyzed, 
and action plans are assigned as needed.  


4.5.5.9 Office Waiting Times 


  The Vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or 
specialist’s office is no more than one (1) hour from the scheduled appointment time, except 
when the provider is unavailable due to an emergency. Providers are allowed to be delayed 
in meeting scheduled appointment times when they “work in” urgent cases, when a serious 
problem is found, or when the patient has an unknown need that requires more services or 
education than was described at the time the appointment was scheduled. 


MHNet tracks behavioral health provider office waiting times via our online documentation 
system with codes that would specify this as a type of member complaint. In these cases, we offer 
to help the member by addressing the matter with the provider, or helping them find another 
provider.  Any egregious violation of this we would investigate as a quality of care complaint.  


 E. How will you monitor contracted network provider’s activities to ensure they comply with 
your requirements and those set forth in Section 4.5.3, Network Management? Describe 
your plan of action to ensure positive provider relations. Include in your response 
information regarding contracting; compensation; policy and procedures; disputes; and, 
communications. 


Communications/Positive Provider Relations 
MHNet is committed to establishing and maintaining positive relationships with our network 
providers. The mission of the MHNet provider relations staff is to ensure maintenance of the 
MHNet contracted practitioner, facility, and program network. This is accomplished by providing 
the highest level of service to the network through comprehensive education and continual 
support.  


It is also the mission of the Provider Relations Department to ensure that MHNet contracted 
providers share the same philosophy of treatment and ensure quality outcomes to the members we 
mutually serve. Education and training is provided in the following manner: 


• Face-to-face meetings during the recruitment process 


• Welcome packet materials upon initial credentialing 


• During site visits including treatment record review 


• During investigation and resolution of complaints or appeals 


• During investigation of sentinel events 
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• Information via our provider Web portal that makes working with MHNet as easy as 
possible for our network providers 


MHNet partners with providers to increase provider education and maintain positive 
relationships through provider newsletters, onsite and webinar trainings, forums and 
workgroups, and ongoing communication via MHNet's provider Web portal. 


Provider satisfaction and retention are attained through the following practices: 


• Provider relations’ prompt assistance to identified issues or complaints 


• Assistance with claims issue 


• Provider assistance for general questions 


Timely Access via Credentialing and Monitoring 
Affiliate providers are required to comply with the MHNet credentialing program as defined by 
the National Committee for Quality Assurance (NCQA). Once credentialed, every provider 
completes our Subspecialty Questionnaire which lists over 40 specialties. This allows us to 
ascertain accessibility of certain specialties in defined geographic areas as well as capture all 
provider specialty information to ensure members are matched to the most appropriate provider 
for care. 


The Subspecialty Questionnaire allows providers to identify all their areas of specialization such 
as substance abuse, developmental disabilities, severe and persistent mental illness, victims of 
abuse and neglect (trauma informed care) as well as culturally-specific expertise.  


MHNet ensures appointment accessibility requirements are met through ongoing monitoring of 
primary care availability and capacity. Our monitoring includes: 


• Ongoing Practitioner Surveys 


• Review of provider-to-member ratio and capacity review 


• Site visits  


• Monthly secret shopper surveys of 10 percent of the provider network 


• Quarterly appeals and grievance trend and analysis reviews 
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4.5.3 Network Management 


4.5.3.1 Primary Care Provider (PCP) or Primary Care Site (PCS) Responsibilities 


 The PCP or a physician in a PCS serves as the recipient’s initial point of contact with the 
Vendor. As such, the PCP or the physician at the PCS is responsible for the following: 


A. Delivery of covered medically necessary, primary care services and preventive services, 
including EPSDT screening services; 


B. Provision of twenty-four (24)-hour, seven (7) days per week coverage; 


C. Referrals for specialty care and other covered medically necessary services in the managed 
care benefit package; 


D. Members shall be allowed to self-refer for family planning, obstetrical, gynecological, mental 
health and substance abuse services, within the Vendor’s network; 


E. Continuity and coordination of the enrolled recipient’s health care; and 


F. Maintenance of a current medical record for the enrolled recipient, including documentation 
of all services provided by the PCP, and specialty or referral services, or out-of-network 
services such as family planning and emergency services.  
 
Although PCPs must be given responsibility for the above tasks, the Vendor must agree to 
retain responsibility for monitoring PCP and PCS activities to ensure they comply with the 
Vendor’s and the State’s requirements. The Vendor is prohibited from imposing restrictions 
on the above tasks.  


MHNet understands and shall comply with the requirements set forth in Section 4.5.3.1 as they 
apply to behavioral health services. 


4.5.3.2 Laboratory Service Providers 


 The Vendor shall ensure that all laboratory testing sites providing services under this contract 
have a valid Clinical Laboratory Improvement Amendments (CLIA) certificate, a CLIA 
identification number, and comply with CLIA regulations as specified by 42 CFR Part 493. The 
Vendor shall provide to DHCFP, on request, copies of certificates of any laboratories with which 
it conducts business.  


N/A. Laboratory service providers are included in the MCO’s provider network. 
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4.5.3.3. Essential Community Providers 
 
An essential community provider is defined as a provider: 


A. That accepts patients on a sliding scale fee, determined on the income of the 
patient; 


B. That does not restrict access or services due to financial limitations of a patient; 
and 


C. That can demonstrate to DHCFP that the restriction of patient base from this 
provider would cause access problems for either Medicaid or low-income 
patients. 


D. The Vendor is required to negotiate in good faith with all of the following essential 
community providers who are located in the plan’s geographic service area(s): 


E. A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to 
provide health care services;  


F. The University Medical Center of Southern Nevada to provide inpatient and 
ambulatory services; 


G. The University of Nevada School of Medicine (UNSOM) System, including 
Mojave Mental Health clinics, to provide health care and behavioral health care 
services;  


H. University of Nevada, Las Vegas, School of Dentistry; 


I. School-Based Clinics;  


J. Mental Health and Developmental Services Division (MHDS); 


K. Health Division; 


L. Substance Abuse Prevention and Treatment Agency (SAPTA); 


M. Division of Child and Family Services;  


N. County Child Welfare Agencies; and 


O. Any health provider designated by DHCFP as an essential community provider. 
DHCFP will notify the Vendor of providers designated by DHCFP as essential 
community providers.  


P. At the States option, the Vendor may be required to contract with other agencies 
within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals 
(DSH), or various Washoe and Clark County entities in providing medically 
necessary services, including behavioral health. If this option is exercised and 
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there is any resulting additional expense incurred by the vendor, the DHCFP will 
adjust the capitation rate so that it remains actuarially sound. 


Q. Negotiating in good faith requires, at a minimum, offering contracts that are at 
least as beneficial to the provider as contracts with other providers in the same 
geographic area for similar services. Providers who work through one of the 
essential community providers must be negotiated in good faith. 


MHNet understands and shall comply with the requirements set forth in Section 4.5.3.3 as they 
apply to behavioral health services. 


 F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the 
plan(s) you anticipate offering. If you currently have a physician incentive plan, so indicate 
and provide a summary. 


MHNet is willing to consider a risk share arrangement with the Community Mental Health 
Centers in Nevada. Currently, we are negotiating such a pilot agreement in Kentucky with certain 
Community Mental Health Centers (CMHCs). We believe this program will be beneficial to all 
parties involved. The program will ensure excellent coverage for Nevada's Medicaid population, 
while providing the CMHCs with the potential of additional performance-based reimbursements. 


Such a pilot program may include the following elements: 


Case Rates 
• Case rates selected as a means to manage utilization for patients in a given month 


• Case rate net of gain share withhold amount paid once monthly for each utilizing member 


Mutual Benefits of Case Rates 
• Ease of operations related to elimination of Outpatient Treatment Request (OTR) process 


resulting in SG&A savings for both parties 


• Predictable revenue and cash flow per month allows for more effective planning 


• Ability to deliver necessary service based on clinical needs of members  


• Focus is on clinical outcomes  


Gain Share – General 
• The evaluation period for all gain share to be based on 12 months worth of data with three 


months run-out. 


• The current gain share target is 15 percent of the case rate. 


• This will be administered on a withhold basis. 


• 75 percent of the withhold reimbursed based on outpatient targets. 


•  25 percent of the withhold reimbursed based on inpatient/Residential Treatment Center 
(RTC) targets. 
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• Targets for both inpatient and outpatient are tiered at 100 percent, 75 percent, 50 percent, 
and 25 percent reimbursement. 


o Failure to meet targets results in no gain share. 


o Outpatient reimbursement will depend on the diagnosis mix of the provider. For example, 
providers will not be penalized severely if they only see one schizophrenic patient and fail 
to meet targets. 


Gain Share – Outpatient 
• The number of months on average patients see the provider will be the gain share 


parameter 


• The diagnostic categories are as follows: 


o ADHD, Disruptive Behavior Disorder, Impulse Control Disorder 


o Bipolar Disorder, Depressive Disorder 


o  Schizophrenia and Psychotic Disorders 


o All Other Diagnosis 


Gain Share – Inpatient 
• Inpatient gain share is determined using targets based on the percentage of members at a 


CMHC who have an inpatient or RTC admission in the same 12 month evaluation period. 


• The goal for the inpatient parameter is to ensure proper care for the member at the CMHC 
so that members do not end up seeking higher levels of care as a result of the contract. 


• The proposed inpatient target uses projected 12 month inpatient use and sets the 50 
percent reimbursement level using the 25th percentile of the CMHCs. 


o State Data will be used as the basis for the inpatient gain share. The 25th percentile of 
facilities was deemed to have a reasonable number of inpatient usage. 


• The decrements are based on the standard deviation of inpatient use amongst the CMHCs. 


• Targets and reimbursement are tiered at 100 percent, 75 percent, 50 percent, and 25 
percent.  


 G. Do you currently have or intend to have sole source subcontracts for any of the benefits 
services? If so, please identify the services and the sole source subcontracts you currently 
have or intend to have. 


No. MHNet does not currently have or intend to have sole source subcontracts for any of the 
benefits services. 
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 AMENDMENT 1 AND AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


5.1.11.4. Network 


 H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transaction. By the 05/23/07 compliance date.  How 
will your health plan be prepare for use of NPIs to identify providers on standard transactions in 
order to be in compliance by the deadlines of 05/23/07? Vendor(s) should acknowledge their 
understanding that NPI’s must be used. 


MHNet acknowledges our understanding that NPI’s must be used and has been fully compliant 
with all applicable rules and regulations regarding the use of NPIs to identify providers on our 
standard transaction sets since the federal requirement became effective in 2007. We collect NPI 
information from providers as part of our standard credentialing process. Additionally, that 
information is continually updated as new information is gathered (i.e., for non-participating 
providers, we collect it via the claims forms as provided). Our system also allows collection of all 
NPIs a single provider might have (group as well as individual).  


5.1.11.5 Quality Assurance 


 


 A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP.  


MHNet’s treatment philosophy is people-oriented, customer-focused, and measurement-driven. 
By tailoring treatment systems to even the most unique requirements, we have been successful in 
providing comprehensive, quality care at the greatest possible value. We believe that the best 
treatment is provided to members through a collaborative partnership with the facilities and 
practitioners who provide the services. MHNet has focused its energy and resources on creating 
health care delivery systems that provide the highest quality treatment and services, resulting in 
superior clinical outcomes and member satisfaction. We are rigidly ethical in our business 
practices and are committed to setting a new standard for customer service. 


MHNet’s Mission is to provide the highest quality mental health and substance abuse services to 
members through an integrated health care delivery system that produces consistently superior 
clinical outcomes, maintains patient dignity, recognizes special needs and preferences, and offers 
affordable behavioral health care services in the least restrictive setting.  


These objectives are critically important to the Medicaid member who may have fewer resources 
and need more assistance navigating the care system. Every member calling for treatment may be 
assessed by a Care Advocate who coordinates the member’s care with all providers and ensures 
that a comprehensive recovery plan is in place.  


1. Quality of Care 
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MHNet’s Case Management system achieves outcomes unique in the industry: 


• Enhanced Health of Members 
• Superior Clinical Outcomes 
• Collaborative, Educational Utilization Review Process 
• Utilization Review Transparent to the Member 
• Minimal Appeals and Complaints 
• Appropriate, Cost-Effective Utilization 


Optimal treatment begins when the first call requesting service or benefit certification is received. 
The process continues through all necessary steps for service delivery, including utilization 
management and claims review. At all points in the management process, member care is the 
responsibility of the treating clinician. MHNet Case Managers facilitate appropriate treatment 
with the best suited practitioner or facility. 
We use a quality focused, integrated health care delivery system model in which we work in 
concert with our providers to achieve the best clinical outcomes for members. Denials of care are 
considered only as a last resort. The utilization review process is essentially transparent to 
members. Denials, appeals, and grievances are nominal. Clinical outcomes are significantly 
improved. Risk is significantly reduced. 
2. Least Restrictive Philosophy 


Ours is an outpatient, problem-focused orientation. Hospital-based treatment is viewed necessary 
when a highly structured, secure treatment setting is required rather than as a preferred mode of 
treatment. This orientation is not only cost effective, but allows members to continue to function 
productively within their social and work environments. MHNet's specialists and administrative 
personnel work with member groups to determine specific needs, including those needs that do 
not fall into routine areas of treatment. By tailoring treatment systems to even the most unique 
requirements, we have been successful at providing comprehensive, quality care at substantially 
lower costs. 
3. Member-Centered Service 


As a company providing professional services, we are judged not only by the quality of our service, 
but also by how responsive we are to members’ needs. Clinically trained professionals are available 
on a 24-hour basis to respond to emergencies. Our provider network includes professionals 
geographically located for easy access to all members. Expertise and experience are the 
cornerstones of MHNet. At every stage of treatment, members receive the counseling and 
problem-solving care it takes to return them to more productive lives both in the workplace and 
at home. Appropriateness of treatment and intensity of services is based on the member’s clinical 
presentation.  
The Corporate and Regional Medical Directors provide clinical leadership and direction to the 
regional offices. The Medical Directors review difficult cases with the Clinical Case Managers. The 
Regional Medical Directors also conduct peer-to-peer discussions regarding member treatment 
and—only after all alternatives are reviewed—deny treatment based on the Medical Necessity 
Criteria. 
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4.8  STANDARDS FOR INTERNAL QUALITY ASSURANCE PROGRAMS 
 Federal regulations (42 CFR 438.240) mandate that States must, through its contracts, require 


each managed care organization (Vendor) to have an ongoing quality assessment and 
performance improvement program for the services it furnishes its members. Internal Quality 
Assurance Programs (IQAPs) consist of systematic activities, undertaken by the Vendor, to 
monitor and evaluate the care delivered to enrolled recipients according to predetermined, 
objective standards, and effect improvements as needed. 


 An annual review of the Vendor will be conducted by the DHCFP or its designee. In addition, 
DHCFP will monitor and analyze grievances and appeals, provider disputes and will periodically 
conduct patient and provider satisfaction surveys.  


 


4.8.1 The Vendor must conduct performance improvement projects that focus on clinical and non-
clinical areas and that involve the following: 
4.8.1.1 Measurement of performance using objective quality indicators; 
4.8.1.2 Implementation of system interventions to achieve improvement in quality; 
4.8.1.3 Evaluation of the effectiveness of the interventions; and 
4.8.1.4 Planning and initiation of activities for increasing or sustaining improvement.| 


  The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP. 
The Vendor must report the status and results of each project to the DHCFP as requested, 
including those that incorporate the requirements of 42 CFR 438.240 (a)(2). Each 
performance improvement project must be completed in a reasonable time period so as to 
generally allow information on the success of performance improvement projects in the 
aggregate to produce new information on quality of care every year.  


The purpose of the IQAP is to ensure that all members’ behavioral health and service needs are 
being met, the quality of care and service are optimized and continuously improved while 
maintaining cost effective utilization of health care resources. This is accomplished by systematic 
monitoring and evaluation of provided services and by actively pursuing opportunities for 
improvement. MHNet partners with MCOs to participate in quality initiatives across the 
continuum of care. 


Currently, these MHNet performance outcomes and Health Care Initiatives (HCIs) can be 
tailored to address members’ specific needs: 


• Data report/file outcomes 


• Call center telephone access outcomes 


• Dashboard reporting 


• Claim payment timeliness 


• Network access and availability strategies 


• Fraud and Abuse 
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• Member complaints 


• Provider education 


• Health Care Initiatives 


Additionally, MHNet and the physical health MCO can develop and implement several new 
initiatives aimed at the identified specific needs of the member population. These can include case 
management activity focused on co-morbid conditions (those involving both medical and 
behavioral health disorders), a pilot involving enhanced behavioral health discharge planning that 
includes face-to-face meetings with members/family prior to their discharge, coordination of care 
and treatment planning meetings with community agencies for complex cases where treatment 
plan compliance is an identified concern, and a case management/outreach initiative related to 
identified high cost cases. These new and important initiatives are developed specific to and 
driven by the special needs of the member population. 


Current MHNet Innovative Programs 
MHNet has developed and initiated several targeted and clinically tailored health care initiatives 
aimed at coordinating care and improved health outcomes for our members. These initiatives are 
both data driven, (i.e. based on diagnosis, cost, and utilization trends), and creatively relevant to 
our members’ needs in specific areas. These new clinical program descriptions are as follows: 


Face-to-Face Consumer Discharge Planning Pilot Program 
MHNet recognizes the added barriers Medicaid members face in terms of appropriate access to 
care. These barriers sometime result in significant challenges with keeping our caring hands 
around our members and effectively ensuring they obtain appropriate treatment services. It is 
vital, particularly with higher risk members, that we implement additional measures in order to 
maintain a helping relationship and support members in making healthy decisions.  


In an effort to enhance our ability to “touch” and support our highest risk members with another 
Medicaid client, MHNet coordinates with several high-volume facilities and has implemented an 
onsite discharge planning program involving face-to-face communication with identified 
members. The program’s purpose is to have direct contact with members/parents/family/facility 
treatment staff in order to foster improved member adherence with treatment follow-up care 
resulting in increased health outcomes and reduced readmissions/recidivism.  


The program’s objectives include: 


• Analyze the needs of the member/family, and coordinate with the facility treatment team 
to provide appropriate referrals and resources that meet the member’s 
specific/individualized needs 


• Promote use of available community resources and self help 


• Personalize the case management process with face-to-face interaction with identified 
members to promote self responsibility for positive outcomes 


• Collect relevant member demographic data to be used in follow-up care and case 
management activity via continued telephone calls, letters, and e-mail (as appropriate) 
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• Improve goodwill between the hospitals and MHNet by giving assistance to facility Social 
Workers, Discharge Planners, and Utilization Review staff via onsite support with the 
discharge planning process  


• Onsite discharge planning 


Profiling, using these types of indicators, allows us to anticipate which members are less likely to 
adhere to recommended treatment. Using these predictive indicators, MHNet Care Advocates 
make on-site visits with members and the treatment team at the hospital prior to discharge to 
review the treatment plan, remove any identified barriers, and ensure members and their support 
system understand and are engaged with the treatment plan. We also provide scheduled 
appointments so that members have appointment information before they leave the facility. Once 
discharged, the member/provider office is contacted to ensure follow-up occurred as planned. 


Bipolar and Psychotic Consumer Safety and Clinical Intervention Programs 
Based on a review of utilization and cost trend over time, MHNet identified Bipolar Disorders as 
one of the fastest growing diagnoses among Medicaid members. While this finding was not a huge 
surprise as many external studies have reported similar trends, it is very important information 
when determining what type of health care initiatives makes the most sense for our members.  


MHNet developed and implemented two creative interventions to address the growing trend and 
to ensure identified members receive the best practice treatment approaches. 


MHNet’s first Bipolar and Psychotic Disorder program is focused on a patient safety model 
involving outreach and education to both providers and members. An approved member 
educational letter and brochure, as well as a prescribing provider letter, are mailed based on 
members who are receiving mood stabilizing medications. Outreach is targeted to both 
psychiatrists and non-behavioral health prescribing providers and their members when the 
member is not receiving BH therapy services.  


MHNet projects the total impacted by this initiative in the first year will be approximately 500 
members, and roughly 350 prescribing physicians. We anticipate the impact to: 


• Increase member penetration to appropriate ambulatory behavioral health therapy services  


• Slightly increase some member access to intensive case management services 


• Reduce overall readmission rates  


MHNet’s second Bipolar program is focused on child members who are identified with a Bipolar 
Disorder diagnosis and are high risk based on a history of access to acute behavioral health 
services and low adherence to their post-discharge treatment plan.  


In a similar Medicaid market, MHNet has partnered with a large residential treatment program to 
enhance treatment services for members who have been identified as complex, but not acute, for a 
variety of health/socio/familial reasons. These members are in need of more than the traditional 
acute intervention and require additional alternative treatment services to best meet their needs. 
Short-term residential-based programming provides that extra service and allows for a longer 
needs assessment and treatment planning timeframe. This service encompasses a family 
educational and treatment component to ensure a systemic approach is achieved. Intensive case 
management services also are applied as appropriate. 
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Bipolar Children 
MHNet has recognized the increase in the Bipolar diagnosis for children in the recent years. Most 
of these children have chronic behavioral issues that are not effectively treated in a traditional 
inpatient setting. MHNet has initiated a program for these members to be admitted to a 
residential facility for a period of 30 days where the member can attend individual therapy 
sessions, group therapy, family sessions, and recreational activities in order to address specific 
issues that are causing chronic readmissions to inpatient hospitals. MHNet remains in touch with 
the facility on an ongoing basis to gather current clinical information and ensure goals are being 
attained.  


MHNet’s goal is to reduce the overall cost of care for the identified members by 20 percent. The 
success of this program is measured not only by cost reduction for the members but also based on 
their readmission rates after this intervention.  


ADHD Quality Improvement Program at MHNet 
Even when children are receiving services through MHNet, we seek to ensure that their parents 
are accessing available assistance for coping with ADHD. Offering enhanced and comprehensive 
services to children with ADHD as well as their parents increases the efficacy of treatment for the 
affected children. Research is replete with significant findings that a combination of 
psychopharmacology and psychotherapy is most efficacious for treating psychological disorders 
including ADHD. NIMH reports that, for some outcomes important to a child’s daily functioning 
such as academic performance and familial relations, the combination of behavioral therapy and 
medication was necessary to produce improvements. Further, a combination program allows the 
child to be treated with somewhat lower doses of medication (NIMH, 1999). 


MHNet identified this activity as an opportunity to promote the continuity and coordination of 
member care between behavioral health care providers. MHNet receives pharmacy data from the 
physical health MCO regarding members who have filled a prescription for ADHD medication. 
Identified members receive an outreach from MHNet, providing education and resources on 
ADHD, as well as promoting engagement in family therapy. MHNet also notifies the member’s 
current prescribing provider of this outreach along with a copy of the educational materials. This 
notification encourages providers to review the information with the member, as well as 
encouraging participation in family therapy. There are no differences in this program for members 
in rural versus urban areas.  


On an annual basis, MHNet monitors the following measurable goals for this quality improvement 
activity:  


• Proportion of eligible ADHD families who complete an initial psychotherapy session 


• Proportion of eligible ADHD families who complete an initial psychotherapy session and at 
least one follow-up psychotherapy session with an in-network behavioral health care 
practitioner 


• Proportion of eligible ADHD families who complete an initial psychotherapy and at least 
two follow-up psychotherapy sessions with an in-network behavioral health care 
practitioner 
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• Proportion of eligible ADHD families who complete an initial psychotherapy session and 
three or more follow-up psychotherapy sessions with an in-network behavioral health care 
practitioner 


High Cost Initiative 
Typically, a relatively small number of members access treatment services in a manner which 
produces the largest costs. In recognition of this health care reality, MHNet has implemented a 
health care initiative aimed at clinically intervening with these identified members for existing 
clients.  


This program identifies members with a behavioral health spend of $8,000 or more per quarter to 
ensure members are receiving appropriate behavioral health treatment services and care 
coordination. Since the recent inception of this program, of the 22 members identified as meeting 
the intervention threshold, 50 percent have engaged in the MHNet intensive case management 
program.   


Provider Network  
To augment our network, MHNet has several current initiatives: 


• Recruitment of Physician Assistants (PAs) to provide outpatient care 


• Expanding network availability with additional CMHC services in all regions  


• Network expansion initiatives emphasizing increased use of faith-based and ethnic 
organizations to better address cultural diversity needs among the members 


Medical and Behavioral Health Treatment Coordination 
Care coordination between medical and behavioral health treatment services is important to 
addressing all of the member’s needs. MHNet’s coordination of care programs keep Primary Care 
Physicians informed of the behavioral health services their patients are receiving. These programs 
include: 


• Mailing PCPs the member’s clinical information via the Outpatient Treatment Request 
form (OTR). This highlights key clinical information received from outpatient behavioral 
health provider services. The OTR provides the following information: 


5.8 Member demographic information 


5.9 Diagnosis (Axis I – III) 


5.10 Description of symptoms 


5.11 Severity rating of symptoms 


5.12 Medication information 


5.13 Type of services received 


5.14 Health status (i.e. if member is pregnant) 


5.15 BH Provider information  
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• Sending PCPs notification and information when members discharge from a behavioral 
health admission. We view this as a vital piece of information for the primary care provider 
to possess. The PCP Discharge Letter shares key information that includes: member name, 
DCN#, Provider Facility information, date of admission/discharge, and diagnosis. The 
objective is to keep PCPs informed of their patient’s treatment status, particularly those 
who have accessed the most acute/emergent level of care. 


The above referenced QA activities are required by the CoventryCares of Nevada IQAP and 
monitored by the Quality Improvement Committee.4.8.2 The Vendor must: 


 4.8.2.1  Submit performance improvement measurement data annually using standard measure 
required by DHCFP, including those that incorporate the requirements of 42 CFR 438.204 and 
438.240 (a)(2); 


MHNet understands and shall comply with the requirements set forth in Section 4.8.2.1. 


 4.8.2.2  Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to 
measure the Vendor’s performance; or 


MHNet understands and shall comply with the requirements set forth in Section 4.8.2.2. 


 4.8.2.3  Perform a combination of activities described in RFP Sections 4.8.2.1 and 4.8.2.2 
above. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.2.3. 


4.8.3 DHCFP will use the most current sources for the IQAP guidelines and the most current 
NCQA Standards and Guidelines. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.3 ensuring 
compliance with IQAP guidelines and current NCQA Standards and Guidelines, as well as all 
applicable regulatory requirements. 







Tab VII: Section 5 - Company Background and References: Subcontractor MHNet  


Medicaid Managed Care Organization Services RFP 1988 741 


4.8.4 The Vendor is required to maintain a health information system that collects, analyzes, 
integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the 
objectives of the ongoing IQAP. The systems must provide information on areas 
including, but not limited to, utilization, grievances and appeals, and disenrollment for 
other than the loss of program eligibility. The basic elements of a health information 
system with which a Vendor must comply include the following: 


MHNet’s information systems are designed to collect, analyze, and integrate health information to 
support our quality activities. All system applications and sources of data are accessible to our 
staff, including: 


• Behavioral health claims • Encounter data 


• Enrollment and disenrollment • Utilization data 


• Grievances, inquiries and appeals • Disease management 


• Case management • Health risk assessments 
 


MHNet uses these data sources to monitor and evaluate network performance, care delivery, cost 
and efficacy, as well as member and provider satisfaction. Regular reporting is supplemented by 
trending data as well as by ad hoc and drill-down capability. 


MHNet’s On-Demand Information System (ODIS®) captures data from all relevant fields of 
member eligibility, provider and facility information, quality improvement, authorization, and 
claims processes. The system allows us to report any combination of data elements—in any format 
and medium—and is available on a daily, weekly, quarterly, and annual basis. We currently 
provide more than 100 quality improvement, HEDIS®, case management, and utilization reports as 
part of our standard offering. Over 95 percent of all ad-hoc report requests are completed within 
one business day. 


Access 


• Members with emergent needs who are seen within six hours 
• Members with urgent needs who are seen within 24 hours 


• Members with routine needs who are seen within 10 business days 


• Member access to psychological testing 


• Average speed of telephone answer (ASA) 


• Telephone call abandonment rate 


Availability 


• Members with appropriate facility availability 
• Members with appropriate practitioner availability 


• Members with appropriate practitioner ratio  
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Care of Members 


• Patients admitted for mental illness who complete a follow-up visit within 30 days of 
hospital discharge 


• Patients admitted for Depressive Disorders who complete a follow-up visit within 30 days 
of hospital discharge 


• Patients admitted for detox who complete a follow-up visit within 30 days of hospital 
discharge 


• Patients under 18 years of age who complete one family therapy or evaluation session 
within 30 days of initial outpatient assessment 


Information Management 


• Claims: Rate of Provider Claims Payment 
• Credentialing and Recredentialing Activities 


• Completeness of practitioner treatment records  


Quality Improvement 


• Member satisfaction 
• Provider satisfaction 


• Treatment consistent with Bipolar Disorder Practice Guideline 


• Outpatient treatment plans consistent with Depression Practice Guideline 


Member Rights and Responsibilities 


• Non-certified days overturned on appeal 
• Cases with non-certified days resulting in partial or complete overturn on appeal 


• Appeal resolution timelines 


Risk Management 


• Complaints 
• Complaint resolution timeliness 


• Requests to change provider 


• Patient safety monitoring 


• Sentinel events 


Utilization Management 


• Inpatient days per 1,000 members per year 
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• Partial hospital visits per 1,000 members per year 


• Outpatient visits per 1,000 members per year 


• Average length of hospital stay 


• Patients readmitted to inpatient care within 90 days of inpatient discharge 


• Readmission episodes within 90 days of inpatient discharge 


• Patients readmitted to inpatient care within 30 days of inpatient discharge 


• Readmission episodes within 30 days of inpatient discharge 


• Pended cases resolved within 24 hours 


• Consistency of application of medical necessity criteria (inter-rater reliability)  


Measurement Requirements 


• Continuity and coordination of care within behavioral health 
• Continuity and coordination with medical care 


• Clinical issue identified in collaboration with relevant medical delivery system (Region 
specific) 


• Timeliness of UM decisions 


• Clinical information consistently supports UM decisions 


• Assessment of preventive health programs 


• Quality and utilization improvement program evaluations 


4.8.4.1 Collect data on member and provider characteristics as specified by the DHCFP, and on 
services furnished to the members through an encounter data system or other methods 
as may be specified by the DHCFP; 


MHNet understands and shall comply with the requirements set forth in Section 4.8.4.1. 


4.8.4.2 Verify the data received from providers is accurate, complete, and timely; and in 
accordance with 42 CFR 438.242(b) (2); and 


MHNet understands and shall comply with the requirements set forth in Section 4.8.4.2. 


4.8.4.3 Make all collected data available to the DHCFP and upon request to CMS as required. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.4.3. 
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4.8.5 Standard I:  Written IQAP Description 
 The Vendor has a written description of its IQAP. This written description meets the following 


criteria: 


 


4.8.5.1 Goals and Objectives 


Since its origin, MHNet has maintained a strong pledge to provide quality care and service to 
members and to customers. This is reflected in the MHNet philosophy and mission statement 
and clearly communicated through national and service center leadership. This commitment has 
been demonstrated through the planned allocation of resources to the program, the involvement of 
MHNet staff in all aspects of the program, system enhancements and the active participation of 
practitioner and health plan partners. 


MHNet’s Mission is to provide the highest quality behavioral health services to members 
through an integrated health care delivery system that produces consistent superior clinical 
outcomes, maintains member dignity, recognizes special needs and preferences, and offers 
affordable behavioral health care services in the least restrictive setting. 


The goals and objectives of the program are: 


• Promote positive clinical outcomes 


• Assure that performance data are integrated with the decision making process 


• Foster consistent applications of quality improvement methods and tools to improve care 
and service 


• Develop and maintain an effective Risk Management and Patient Safety Program 


• Ensure that members’ cultural and linguistic needs are met 


• Ensure appropriate coordination of care for members with complex health needs 


MHNet maintains a detailed program description that defines our quality improvement structures 
and processes and assigns responsibility to appropriate individuals.  The Quality Improvement 
Program Description describes how MHNet improves the quality and safety of clinical care and 
services provided to members.  The program description is updated at least annually and 
approved by the Quality Improvement Committee and the Board of Managers. 


MHNet maintains a QI Committee that develops, implements, and oversees the QI program.  The 
committee recommends policy decisions, analyzes and evaluates the results of QI activities, 
ensures practitioner participation in the QI program through planning, design implementation or 
review, institutes needed actions, ensures follow-up as appropriate, and maintains signed and 
dated minutes. The committee meets a minimum of 10 times per year and has interdepartmental 
representation.   
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4.8.5.2 The written description contains a detailed set of quality assurance (QA) objectives, 
which are developed annually and include a timetable for implementation and 
accomplishment.  


In addition to the goals and objectives in MHNet‘s IQAP, the IQAP requires and approves an 
annual work plan of quality improvement indicators to be monitored and quality improvement 
projects to be undertaken giving consideration to demonstrated clinical or services needs. The 
work plan includes a timetable for implementation and accomplishment. 


4.8.5.3 Scope 
A.  The scope of the IQAP is comprehensive, addressing both the quality of clinical care and the 


quality of non-clinical aspects of service, such as and including: availability, accessibility, 
coordination, and continuity of care. 


The scope of the QI Program encompasses both behavioral health care and/or customer services, 
addressing both the quality of clinical care and non-clinical aspects of service. Our program 
evaluates the following, but is not limited to, provider availability and accessibility, and 
coordination and continuity of care. As stated earlier, our primary objectives focus on 
comprehensive care, and coordination and continuity of care as these are critically important to 
the Medicaid member who may have fewer resources and need more assistance navigating care.   


B. The IQAP methodology provides for review of the entire range of care provided by the Vendor, 
including services provided to CSHCN, by assuring that all demographic groups, care settings 
(e.g., inpatient, ambulatory, including care provided in private practice offices and home care); 
and types of services (e.g., preventive, primary, specialty care, and ancillary) are included in the 
scope of the review. The review of the entire range of care is expected to be carried out over 
multiple review periods and not on a concurrent basis.  


MHNet understands and shall comply with the requirements set forth in Section 4.8.5.3.B. 


4.8.5.4 Specific Activities 
 The written description specifies quality of care studies and other activities to be undertaken 


over a prescribed period of time, and methodologies and organizational arrangements to be 
used to accomplish them. Individuals responsible for the studies and other activities are clearly 
identified and qualified to develop the studies and analyze outcomes.  


The IQAP for MHNet requires a quality improvement strategy that supports an active, ongoing, 
and comprehensive Quality Improvement (QI) Program with the overall goal of continuous 
improvement in member and client service and health care services. The QI Program is designed to 
objectively and systematically monitor key indicators and measures of member health care and 
service, maintain ongoing quality of care studies, utilize analysis methodologies, identify 
opportunities for improvement, report identified deficiencies to appropriate entities for corrective 
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action, and assess whether identified problems are resolved. The IQAP for MHNet contains a 
detailed section under the heading of ”Resources Dedicated to Quality Improvement” which 
delineates the adequacy necessary resources. 


The table below outlines the resources devoted to the Quality Improvement Program. 


Positions FTE/ 
Consultant Responsibility % Time Dedicated 


to Quality 


Corporate Medical 
Director 1 FTE 


Provides oversight to the QI 
Program, leadership in clinical and 
preventive practice guideline 
development and monitoring, and 
medical consultation 


50% 


President/Chief 
Operating Officer 1 FTE 


Provides leadership and oversight of 
all regional QI activities, information 
management and analysis 


5% 


Controller 1 FTE Provides financial oversight of 
quality activities 5% 


Vice President, 
Operations 1 FTE 


Provides oversight and leadership in 
operations activities, new business 
transitions, coordination of 
departments and system changes 


20% 


National Director, 
Quality Improvement 1 FTE Oversight of QI program; 


accreditation and compliance 100% 


Regulatory 
Compliance Analyst 1 FTE Oversight of the compliance 


program 100% 


National Director, 
Network Operations 1 FTE 


Assure integration of quality 
improvement and 
network/credentialing activities 


15% 


Regional Medical 
Director 1 FTE 


Oversight of the regional QI 
program; leadership in regional 
clinical and preventive practice 
guideline development and 
monitoring; medical consultation 


25% 


Supervisor, Behavioral 
Health Case 
Management 
 
Manager, Behavioral 
Health Case 
Management 


10 FTE 
 
 
2 FTE 
 


Provides oversight and data 
collection for all QI activities. Serve 
as members of the Regional and 
Corporate QI/UI Committees. Assist 
in oversight of Utilization 
Management plan for the region, 
complaints and provider appeals. 


25% 
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Positions FTE/ 
Consultant Responsibility % Time Dedicated 


to Quality 


Supervisor, Quality 
Improvement 2 FTE 


Chairs the QI Committee, 
responsible for the implementation 
of the Quality Improvement and 
Utilization Management plan for all 
Regions; Quality Improvement 
Activities, data collection, 
monitoring, and trending of data. 


100% 


Quality Improvement 
Specialist 4 FTE 


Chairs the QI Committee, 
responsible for the implementation 
of the Quality Improvement and 
Utilization Management plan for the 
Region; Quality Improvement 
Activities, data collection, 
monitoring, and trending of data. 


100% 


Training & Quality 
Specialist 
 
Trainer 


2 FTE 
 
 
2 FTE 


Provides new employee training as 
well as ongoing training to MHNet 
staff and audits to ensure compliant 
outcomes 


50% 


Appeals Supervisor 
 
 
Appeals Specialist 


1 FTE 
 
 
3 FTE 


Process member and provider 
appeals.  Analyze appeals reasons 
for process improvements 


100% 


Policy and 
Compliance Specialist 2 FTE 


Ensures MHNet compliance via 
policies and procedures, licensure 
status and accreditation processes 


100% 


Information 
Administrator 
 
Associate Information 
Administrator 


1 FTE 
 
1 FTE 


Assists QI Department with creation 
of scheduled and ad hoc reporting 100% 


Behavioral Health 
Case Manager 
 
Discharge Planner 
 
Complex Discharge 
Planner 


71.5 FTE 
 
5 FTE 
 
6 FTE 


Collection for all access data and 
implementation of QI activities 20% 
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Positions FTE/ 
Consultant Responsibility % Time Dedicated 


to Quality 


Customer Service 55 FTE Implement procedures for data 
collection and reporting 10% 


Credentialing Staff 21 FTE Data input, consolidation of QI 
information in credentialing files 25% 


Provider Relations 
Staff 16 FTE 


Assists Network Relations Director 
with credentialing and network 
development related to access 
issues, practitioner satisfaction 
surveying, provider interface and 
completion of treatment record 
reviews, and other provider-related 
activities as needed 


25% 


Account Management 
Staff 10 FTE 


Act as a liaison to the health plans.  
Assist in coordinating quality and 
compliance activities 


25% 


Administrative 
Specialist 2 FTE 


Assists QI Department 
organizational and administrative 
tasks 


100% 


4.8.5.5 Continuous Activity 


MHNet’s Quality Improvement Program is comprehensive and encompasses all aspects of the 
organization. It is the mission of Quality Improvement personnel to systematically measure and 
analyze performance, contribute essential information to management decision making, improve 
organizational functioning, and guide engineering of structures and processes to improve 
outcomes for members in order to enhance value and meet and exceed customer expectations. 


The program promotes continuous quality improvement throughout the organization and 
supports the organizational mission to provide the highest quality mental health and chemical 
dependency health care services to our client’s members. 


Six Sigma  
MHNet actively employs the Six Sigma philosophy, procedures, and tools to continuously 
improve processes within a zero defect model. The goal of Six Sigma is to both improve quality 
and reduce costs. By adopting Six Sigma, MHNet has taken our processes to a higher level and 
improved compliance with member expectations. Current Six Sigma projects include:  


• Decreasing readmission rates 


• Improving provider retention 
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• Improving ambulatory follow-up after inpatient discharge 


MHNet’s Quality Improvement Program is designed to ensure delivery of best-in-practice 
solutions for our customers.  


 


4.8.5.6 The written description provides for continuous performance of the activities, including 
tracking of issues over time. 


MHNet’s IQAP does require continuous performance of the activities, including tracking of issues 
over time. The very first objective in the IQAP is to design and maintain an effective QI 
infrastructure and systematic processes that support continuous quality improvement, including 
measurement, trending, analysis, intervention and re-measurement. 


4.8.5.7 Provider Review 


 A. Review by physicians and other health professionals of the process followed in the provision 
of health services; and 


 AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 B. Feedback to health professionals and Vendor staff regarding performance and patient health 
care outcomes.. 


MHNet actively pursues practitioner involvement and input into our providing behavioral health 
services to members. 


On a quarterly basis, Provider Advisory Boards meet regionally. QI specialists and Provider 
Relations staff coordinate these meetings to ask questions and elicit feedback on all aspects of our 
services from claims turnaround times to clinical outreach programs. 


Our providers also are integral  in the revision of MHNet’s Medical Necessity Criteria. Annually, 
providers review the current criteria and furnish feedback to MHNet’s Regional Quality 
Improvement staff.  
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4.8.5.8 Focus on Health Outcomes 
 The IQAP methodology addresses health outcomes to the extent consistent with existing 


technology. 


One of the stated objectives in the MHNet’s IQAP is to improve the health status and health 
outcomes of members with chronic conditions through disease management programs or other 
outreach programs. 


4.8.6 Standard II:  Systematic Process of Quality Assessment and Improvement 
 The IQAP objectively and systematically monitors and evaluates the quality and 


appropriateness of care and service provided to enrolled recipients through quality of care 
studies and related activities, and pursues opportunities for improvement on an ongoing basis. 
The IQAP has written guidelines for its Performance Improvement Projects (PIPs) and related 
activities. These guidelines include: 


 Specification of Clinical or Health Services Delivery Areas to be Monitored 


MHNet’s IQAP specifies that the Quality Improvement Committee is responsible to: 


• Maintain a structured process to plan, approve, monitor, and document each PIP including 
the designation of a responsible individual to lead that project. The documentation is to be 
done on the approved QI project description form and is to include objective 
measurements whenever possible. 


• Monitor the progress and success of each project in meeting projected improvement goals 
and make changes accordingly. 


The Quality Improvement Program is built around the Key Performance.  MHNet identifies 
opportunities for improvement. At least one opportunity must be identified to reduce errors or 
improve patient safety.  At least one opportunity must be focused on members.  The minimum 
number of opportunities identified will be: 


• Two service improvement activities 


• Two clinical improvement activities 


• Two preventive health initiatives 


Service Improvement Activities 
• The assessment of accessibility of services will identify an opportunity for improvement if 


not meeting the established targets. 


• The assessment of complaints, appeals and enrollee satisfaction survey will identify an 
opportunity for improvement if not meeting established targets or if trends are identified. 


• The assessment of collaborative activities with the medical delivery system will identify an 
opportunity for improvement if not meeting established targets or if trends are identified. 
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A possible service collaborative activity is improving the transfer of the Outpatient 
Treatment Record to the PCP. 


Clinical Improvement Activities 
• The assessment of clinical key performance indicators.  Possible clinical activities include:  


5.16 Improving the HEDIS results for Ambulatory Follow-up for Mental Illness 


5.17 Improving the community tenure for members with multiple readmission 
episodes through the Intensive Case Management program 


5.18 Improving the management of ADHD 


• The assessment of collaborative activities with the medical delivery system will identify an 
opportunity for improvement if not meeting established targets or if trends are identified. 
A possible service collaborative activity is improving the HEDIS results for the Anti-
Depressant Medication Management measure. 


Every performance indicator utilizes sound rigorous methodology for measurement and analysis.  
Interventions are carefully planned and developed following a thorough analysis of the reasons for 
the current level of performance. All performance indicators are developed and implemented with 
sufficient methodological rigor that they can be used as QIAs if necessary.  QIA forms are 
completed annually, when an accreditation survey is scheduled or until another need arises to 
provide a synopsis of a specific activity, or a request is made by the health plan for more frequent 
analysis, based on the availability of concurrent data. 


4.8.6.1 The monitoring and evaluation of care reflects the population serve by the Vendor in 
terms of age groups, disease categories and special risk status, including CSHCN. 


MHNet’s quality improvement activities will reflect the demographics of the membership 
population including, but not limited to, the following factors: 


• Demographics 


o Age 


o Sex 


o Race/ethnicity 


• Rural/urban residence 


o Epidemiology 


o Incidence by diagnostic or procedure codes 


o Cost by diagnostic or procedure codes 


o High risk diagnoses or procedures 


• Special needs populations, including CSHCN 


o Disease category 
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o Socioeconomic condition 


o English as a second language 


o Disability 
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4.8.6.2  For the TANF/CHAP and Nevada Check Up recipients, the IQAP will monitor and 
evaluate, at a minimum, care and services in certain priority areas of concern selected by 
the DHCFP. These were selected from among those identified by the Centers for 
Medicare and Medicaid Services (CMS) and the DHCFP. 


 The following are recommended clinical areas of concern and health services delivery areas of 
concern: 


 A. Clinical Areas of Concern 


 1. Childhood Immunizations (monitoring will be required by DHCFP for recipients); 


 2. Pregnancy (monitoring will be required by DHCFP for recipients); 


 3. Cervical Cancer/Pap Smears (monitoring will be required by the State of Nevada Health 
Division); 


 4. Comprehensive Well-Child Periodic Health Assessment (will be required by DHCFP for 
recipients); 


 5. Lead Toxicity (screening required under EPSDT guidelines); 


 6. Pregnancy Prevention and/or Family Planning (monitoring will be required by DHCFP for 
recipients); and 


 7. Hearing and Vision Screening and Services for Medicaid members less than twenty-one (21) 
years of age will be required by DHCFP for members.  


 B. Health Services Delivery Areas of Concern 


 1. Access to Care; 


 2. Utilization of Services; 


 3. Coordination of Care;  


 4. Continuity of Care;  


 5. Health Education; and 


 6. Emergency Services. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.6.2 A and B. 
All of the internal and external resources available to MHNet contribute to sound analytical 
capabilities for quality improvement monitoring and evaluation for the above listed aspects of care 
and service. 
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 C. Performance Improvement Projects (PIPs) 


 In accordance with 42 CFR 438.358(b): 


 1. Validation of Performance Improvement Projects required by the State to comply with 
requirements set forth in 42 CFR 438.240(b); and 


 2. Projects that were under way during the preceding twelve (12) months. 


 3. Quality of care studies are an integral and critical component of the health care quality 
improvement system. The Vendor will be required annually to conduct and report on a minimum 
of two PIPs. 


 4. The purpose of a PIP is to assess and improve processes, thus enhancing the outcomes of 
care. The PIPs are designed to target and improve the quality of care or services received by 
managed care enrolled recipients. The Vendor will utilize, as a resource, the Centers for 
Medicare & Medicaid Services (CMS) guidelines as outlined in the most recent version of the 
CMS publication Conducting Performance Improvement Projects, A Protocol for Use in 
Conducting Medicaid External Quality Review Activities, Final Protocol. 


 5. A PIP will be required to decrease inappropriate utilization of emergency department visits.  


 6. The Vendor must conduct PIPs that focus on utilization of ambulatory care:  


 7. This measurement of quality indicators; the Vendors must implement a system of 
interventions to achieve improvement in quality; evaluate effectiveness of the interventions; and 
institute planning and initiation of activities for increasing or sustaining improvement. 


 8. The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP. 


 9. At its discretion and/or as required or directed by DHCFP, the Vendor’s IQAP also monitors 
and evaluates other important aspects of care and service. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.6.2 C. The 
IQAP delineates that the responsibilities of the Quality Improvement Committee include to: 


• Maintain a structured process to plan, approve, monitor and document each PIP including 
the designation of a responsible individual to lead that project. The documentation is to be 
done on the approved QI project description form and is to include objective 
measurements whenever possible. 


• Monitor the progress and success of each project in meeting projected improvement goals 
and make changes accordingly. 
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4.8.6.4 Use of Clinical Care Standards/Practice Guidelines 
 A. The IQAP studies and other activities monitor quality of care against clinical care or health 


service delivery standards or practice guidelines specified for each area identified in Sections 
4.8.5.3.A and 4.8.5.3.B above; 


The IQAP Program foundation for MHNet utilizes only evidence-based practice guidelines and 
care delivery standards. 


 B. The standards/guidelines are based on reasonable scientific evidence and developed or 
reviewed by Vendor providers; 


In order to ensure consistent decisions, all case and utilization management staff, and physician 
reviewers use MHNet’s Medical Necessity Criteria unless different criteria are required. MHNet 
developed its Medical Necessity Criteria (MNC) to parallel clinical practice. The appropriate 
treatment of mental illness necessitates a comprehensive assessment that examines not just the 
symptoms of the illness, but also includes the individual’s physical health, his/her living 
environment, and available financial and social resources.  


The Medical Necessity Criteria are clinically based for each level of care for children, adolescents, 
adults, and seniors. The Criteria also include parameters for precertification and concurrent 
review of all levels of care. MHNet’s Medical Necessity Criteria are made available and provided 
upon request to all members and providers.  


 C. The standards/guidelines focus on the process and outcomes of health care delivery, as well 
as access to care; 


The standards/guidelines do include process, outcomes of health care delivery, access to care, and 
availability of services. 


 D. A mechanism is in place for continuously updating the standards/guidelines;  


Annually, under the direction of the Corporate Medical Director, the Corporate Utilization 
Improvement Committee [CUIC] reviews recommendations for amending the Criteria.  


 E. The standards/guidelines are included in provider manuals developed for use by Vendor 
providers, or otherwise disseminated, including but not limited to, dissemination on the provider 
website, to all affected providers as they are adopted and to all members and potential 
members upon request; 


MHNet’s provider manual gives the providers their choices on how to obtain copies of policies, 
standards, and guidelines. The choices include via MHNet’s website, or they may call directly and 
request a copy by mail or fax. The provider contract contains a clause whereby the providers agree 
to follow such policies, standards and guidelines. 


Members may call the Customer Service number on the back of their enrollment card and obtain 
applicable policies, standards and guidelines. 
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 F. The standard/guidelines address preventive health services; 


MHNet published preventive health guidelines annually. Those guidelines are in accordance with 
the recommendations of the U.S. Preventive Services Task Force. 


 G. The standards/guidelines are developed for the full spectrum of populations enrolled in the 
plan; and  


The standards/guidelines cover the full spectrum of the plan membership. 


 H. The IQAP shall use these standards/guidelines to evaluate the quality of care provided by the 
Vendor’s providers, whether the providers are organized in groups, as individuals, or in 
combinations thereof. 


The IQAP does require that approved, evidence-based standards and guidelines be used for all 
quality studies. 


4.8.6.5 Analysis of Clinical Care and Related Services 
 A. Qualified clinicians monitor and evaluate quality through the review of individual cases where 


there are questions about care, and through studies analyzing patterns of clinical care and 
related service. For issues identified in the IQAPs targeted clinical areas, the analysis includes 
the identified quality indicators and uses clinical care standards or practice guidelines. 


MHNet’s risk management processes provide a system to prevent or monitor and evaluate quality 
through the review of individual cases where there are questions about care. These processes also 
include an intensive evaluation of undesired events that occur within and outside of the 
organization.  MHNet’s goals include quick resolution of complaints and maintaining the safety of 
members. In order to carry out these goals, MHNet collaborates with providers, members, and 
governmental agencies in all appropriate instances.    


Complaints 
Members have a right to voice complaints about the organization or care provided.  The complaint 
management procedure ensures that complaints are addressed in an appropriate and timely 
manner.  A member who is not satisfied with the complaint resolution has the right to appeal the 
decision.   


Complaints are resolved by the individual receiving the complaint whenever possible.  The 
member is advised of the right to appeal any decision and the appeal process.  The Clinical 
Director or his/her designee manages complaints that relate to quality-of-care issues. Complaints 
that relate to claims issues are documented in our call tracking system.  


National Service Center complaint data are aggregated quarterly and reviewed by the Regional 
Quality Improvement Committee (RQIC).  The minutes of the RQIC are submitted to the MHNet 
Quality Improvement Committee (MHNet QIC).  The minutes include the analysis of the 
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complaint data and actions or recommendations.  Actual performance data are attached to the 
minutes. 


A copy of the complaint report is placed in the practitioner’s file in the National Service Center for 
review in the recredentialing process.  Complaints or inquiries regarding claims are not placed in 
the provider’s file. 


Requests To Change Provider 
Requests to change provider are managed through the same system as the complaint process.  
These requests are also documented in our call tracking system.  A copy of the report is placed in 
the practitioner’s file in the National Service Center for review during the recredentialing process. 
The National Service Center data are aggregated semi-annually and reviewed and analyzed by the 
RQIC.  The minutes of the RQIC are submitted to the CQIC.  The minutes include an analysis of 
the data and actions and recommendations.  Actual performance data are attached to the minutes. 


Sentinel Events 
Due to the seriousness of unanticipated and undesirable outcomes such as an unexpected death, 
completed suicide or serious suicide attempt, homicide or serious homicide attempt, and 
allegations of physical or sexual abuse, MHNet requires an intensive investigation of the case and 
the possible cause(s).  The QI Coordinator, the Medical Director and other staff, as deemed 
appropriate, review the circumstances of each case.  A Sentinel Event Analysis Form is begun and 
forwarded to the National Director of Quality Management. A narrative report of the findings is 
prepared, and a summary of these findings and any recommendations are presented to the 
Regional Quality Improvement Committee.  The MHNet Quality Improvement Committee is 
informed of the findings of the review through the monthly RQIC meeting minutes. 


 B. Multi-disciplinary teams are required, when available and appropriate, to analyze and 
address systems issues. The Vendor must have in effect mechanisms to assess quality and 
appropriateness of care furnished to members with special health care needs. 


The above policy defines the use of multi-disciplinary teams as required. This policy is in effect for 
all members including those with special health care needs. 


 C. From 4.8.6.3.A and 4.8.6.3.B above, clinical and related service areas requiring improvement 
are identified. 


MHNet utilizes objective, measurable indicators based on current knowledge and clinical 
expertise as well as CMS and CHIP-specified indicators to monitor the provision of services/care 
and to identify areas needing improvement. 


 D. The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. 
The Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.6.5.D. 
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 E. The Vendor shall allow access to clinical studies, when available and appropriate. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.6.5.E. 


4.8.6.6 Implementation of Corrective Actions 
 The IQAP includes written procedures for taking corrective action whenever, as determined 


under the IQAP, inappropriate or substandard services are furnished, or services that should 
have been furnished were not.  


 These written corrective action procedures include: 


 A. Specification of the types of problems requiring corrective action; 


 B. Specification of the person(s) or body responsible for making the final determinations 
regarding quality problems; 


 C. Specific actions to be taken; provision of feedback to appropriate health professionals, 
providers and staff; 


 D. The schedule and accountability for implementing corrective actions; 


 E. The approach to modifying the corrective action if improvements do not occur; and 


 F. Procedures for terminating the affiliation with the physician, or other health professional or 
provider. 


The IQAP for Nevada states in the overall section on quality improvement strategy that MHNet 
supports an active, ongoing, and comprehensive Quality Improvement (QI) Program with the 
overall goal of continuous improvement in member and client service and health care services. The 
QI Program is designed to objectively and systematically monitor key indicators and measures of 
member health care and service, identify opportunities for improvement, report identified 
deficiencies to appropriate entities for corrective action, and assess whether identified problems 
are resolved. 


Furthermore, the IQAP specifies that the Quality Improvement Committee is responsible to: 


•  Identify improvement opportunities to enhance care and service. 


• Assign committees, work groups or individuals responsible for designing and effecting needed 
improvements as identified. 


MHNet has a policy in effect for identification of poor quality, and has a system to track and 
manage poor quality when it is identified.  The process of managing care can identify potential 
instances of untoward events or delivery of poor quality care to members.  Identification can come 
through a number of sources, including but not limited to, the following: 


• Risk management issues not identified as sentinel events 
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• Inpatient and outpatient concurrent review for utilization decisions 


• Treatment record reviews 


• Reviews of individual or aggregated member grievances or practitioner complaints 


• Case referrals from health plans or government agencies 


• Routine reviews of care for measurement of compliance with clinical practice guidelines or 
preventive health programs 


The MHNet staff member who identifies the untoward event or occurrence of potential quality of 
care concern is responsible for notifying the Regional Executive Director and Regional Quality 
Improvement Specialist same day of notification. Upon completion of the review, the results are 
recorded for inclusion in the Practitioner Performance Profile that accompanies the 
recredentialing process. The Regional Quality Improvement Committee will review the findings 
and provide any recommendations for further actions.   


4.8.6.7  Assessment of Effectiveness of Plans of Correction (POC) 
 A. As actions are taken to improve care, there is monitoring and evaluation of the Plan of 


Correction (POC) to assure required changes have been made. In addition, changes in practice 
patterns are monitored. 


 B. The Vendor assures follow-up on identified issues to ensure actions for improvement have 
been effective. 


Stated responsibilities of the Quality Improvement Committee are to: 


• Annually develop a work plan of quality improvement indicators to be monitored and 
quality improvement projects to be undertaken giving consideration to demonstrated 
clinical or service needs and the availability of needed resources. 


• Receive and review key quality of care and service indicators. 


• Identify improvement opportunities to enhance care and service. 


• Maintain a structured process to plan, approve, monitor, and document each QIP including 
the designation of a responsible individual to lead that project. The documentation is to be 
done on the approved QI project description form and is to include objective 
measurements whenever possible. 


• Monitor the progress and success of each project in meeting projected improvement goals 
and make changes accordingly. 
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4.8.6.8  Evaluation of Continuity and Effectiveness of the IQAP  
 A. The Vendor conducts a regular and periodic examination of the scope and content of the 


IQAP to ensure that it covers all types of services in all settings, as specified in RFP Section 
4.8.5. 


 B. At the end of each year, a written report on the IQAP is prepared which addresses: quality 
assurance studies and other activities completed; trending of clinical and service indicators and 
other performance data; demonstrated improvements in quality; areas of deficiency and 
recommendations for corrective action; and an evaluation of the overall effectiveness of the 
IQAP. 


 C. There is evidence that quality assurance activities have contributed to significant 
improvements in the care delivered to recipients. 


The IQAP specifies that the Quality Improvement Program is made up of the following elements. 


1. A. Quality Improvement Program Description 
2. B. QI Annual Evaluation which addresses: 


1. The effectiveness of the QI Program for the previous year. 
2. The appropriateness of the program structure, processes and objectives. 
3. The success in meeting the QI Program goals for that year including an explanation of 


barriers to completion of unmet goals and planned activities. 
4. An analysis of changes in trends and corrective actions taken as a result of the trends. 
5. Recommendations for the upcoming year, which include a schedule of QI activities as 


well as the identification of activities that will carry over into the next year. 


Stated responsibilities of the Quality Improvement Committee are to: 


• Annually review the effectiveness of the QI work plan and prepares a written assessment. 


• Annually develop a work plan of quality improvement indicators to be monitored and 
quality improvement projects to be undertaken giving consideration to demonstrated 
clinical or service needs and the availability of needed resources. Some projects may carry 
over from year to year. 


• Identify improvement opportunities to enhance care and service. 


• Monitor the progress and success of each project in meeting projected improvement goals 
and make changes accordingly. 
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4.8.7 Standard III:  Accountability to the Governing Body 
 The Governing Body of the Vendor is the Board of Directors or, where the Board’s participation 


with quality improvement issues is not direct, a designated committee of the senior 
management of the Vendor that is responsible for the Vendor IQAP review. Responsibilities of 
the Governing Body for monitoring, evaluating and making improvements to care include: 


4.8.7.1 Oversight of IQAP 


 There is documentation that the Governing Body has approved the overall IQAP and an annual 
IQAP. 


Annually, the Board of Directors reviews the written evaluation of the previous year’s quality 
work plan, the proposed quality work plan for the current year, and a revised IQAP. 


4.8.7.2  Oversight Entity 
 The Governing Body has formally designated an entity or entities within the Vendor to provide 


oversight of the IQAP and is accountable to the Governing Body, or has formally decided to 
provide such oversight as a committee of the whole. 


The MHNet authority structure is comprised of a Board of Directors, which is responsible for 
organizational governance and delegates responsibility for the quality improvement process to the 
Quality Improvement Committee (QIC). 


4.8.7.3  IQAP Progress Reports 
 The Governing Body routinely receives written reports from the IQAP describing actions taken, 


progress in meeting quality assurance objectives, and improvements made.  


The Board of Directors receives a detailed assessment of the effectiveness of the quality program 
in meeting its objectives and resultant outcomes. 
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4.8.7.4  Annual IQAP Review 
 The Governing Body formally reviews on a periodic basis, but no less frequently than annually, 


a written report on the IQAP. This annual quality program evaluation report shall be submitted to 
DHCFP annually in the second calendar quarter and at minimum include: 


 A. Studies undertaken;  


 B. Results; 


 C. Subsequent actions and aggregate data on utilization and quality of services rendered; and 


 D. An assessment of the IQAPs continuity, effectiveness and current acceptability. 


The Board of Directors does receive an annual review of the results of the quality work plan 
including all quality improvement projects undertaken and their results, trends on all indicator 
data with resultant corrective action taken as indicated, as well as recommended revisions to the 
IQAP for the upcoming year. 


4.8.7.5  Program Modification 
 Upon receipt of regular written reports delineating actions taken and improvements made, the 


Governing Body takes action when appropriate, and directs that the operational IQAP be 
modified on an ongoing basis to accommodate review findings and issues of concern with the 
Vendor. This activity is documented in the minutes of the meetings of the Governing Board in 
sufficient detail to demonstrate that it has directed and followed up on necessary actions 
pertaining to quality assurance. 


An annual response is received from the Board of Directors upon their review of the annual 
assessment. The response is reviewed by the QIC with revised action plans as indicated. 


4.8.8 Standard IV:  Active QA Committee 
 The IQAP delineates an identifiable structure responsible for performing quality assurance 


functions within the Vendor. This committee or other structure has: 


4.8.8.1 Regular Meetings 


 The structure/committee meets on a regular basis with specified frequency to oversee IQAP 
activities. This frequency is sufficient to demonstrate that the structure/committee is following up 
on all findings and required actions, but in no case are such meetings less frequent than 
quarterly. 


The Quality Improvement Committee meets 10 months per year as specified in the IQAP. 
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4.8.8.2 Established Parameters for Operating 


 The role, structure and function of the structure/committee are specified. 


The IQAP specifies all of the committees supporting the quality program. For each committee, the 
committee’s responsibilities, frequency of meeting, membership of the committee, and reporting 
responsibility is delineated.  


4.8.8.3 Documentation 
 There are records documenting the structures/committee’s activities, findings, recommendations 


and actions. 


All committees supporting the quality program are required to keep detailed minutes. 


4.8.8.4 Accountability 
 IQAP subcommittees are accountable to the Governing Body and they report to it (or its 


designee) on a scheduled basis on activities, findings, recommendations and actions. 


All committees report to the Quality Improvement Committee monthly. In turn, the Quality 
Improvement Committee reports to the Board of Directors. 


4.8.8.5 Membership 
 There is active participation in the IQAP committee from Vendor providers, who are 


representative of the composition of the Vendor’s providers. 


The Quality Improvement Committee and other supporting committees are comprised of provider 
members representative of the provider network. 


4.8.9 Standard V:  IQAP Supervision 
 There is a designated senior executive who is responsible for IQAP implementation. The 


Vendor’s Medical Director has involvement in quality assurance activities.  


Ultimate accountability for the QI Program rests with the Board of Directors. The Board may 
delegate responsibility for the operational activities to the President/Chief Operating Officer 
(COO). 
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The Corporate Medical Director is responsible for the QI Program and provides both operational 
and clinical oversight for the program. The Medical Director  reports to the President/COO. 


4.8.10  Standard VI:  Adequate Resources 
 The IQAP has sufficient material resources and staff with the necessary education, experience, 


or training to effectively carry out its specified activities. (Refer to Section 4.7.2) 


The IQAP requires that sufficient staff and resources be available to support the day-to-day 
operations of the quality program. The quality staff is comprised of Medical Directors, the 
Regional Director of Quality Management, a Manager for Quality Improvement, Quality 
Improvement Specialists, a Data Analyst, and an Administrative Assistant. 


4.8.11  Standard VII:  Provider Participation in IQAP 
4.8.11.1  Participating physicians and other providers are kept informed about the written IQAP 


through provider newsletters and updates to the provider manual. 


MHNet keeps contracted physicians and other providers informed about its quality activities by 
way of an annual update letter from the Corporate Medical Director, through updates on the 
MHNet website, through the Medical Advisory Committee, and by information brought to offices 
by staff, especially the Provider Relations staff. 


4.8.11.2The Vendor includes in its provider contracts and employment agreements, for 
physician and non-physician providers, a requirement securing cooperation with the 
IQAP. 


A standard clause in all provider contracts for MHNet requires providers to cooperate with 
internal policies and programs. 


4.8.11.3  Contracts specify that hospitals and other Vendors will allow the Vendor access to the 
medical records of its recipients.  


A standard clause in all provider contracts for MHNet requires access to members’ medical 
records. 
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4.8.12  Standard VIII:  Delegation of IQAP Activities 
 The Vendor remains accountable for all IQAP functions, even if certain functions are delegated 


to other entities. If the Vendor delegates any quality assurance activities to Vendors, it must: 


 4.8.12.1  Have a written description of the delegated activities, the delegate’s accountability for 
these activities, and the frequency of reporting to the Vendor; 


 4.8.12.2  Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided; and 


 4.8.12.3  Provide evidence of continuous and ongoing evaluation of delegated activities, 
including approval of quality improvement plans and regular specified reports.  


MHNet does not delegate any IQAP functions at this time. 


4.8.13  Standard IX:  Credentialing and Recredentialing 
 The IQAP contains provisions to determine whether physicians and other health care 


professionals, who are licensed by the State and who are under contract to the Vendor, are 
qualified to perform their services. These provisions are: 


4.8.13.1  Written Policies and Procedures 


 The Vendor has written policies and procedures for the credentialing process, which include the 
Vendor’s initial credentialing of practitioners, as well as its subsequent recredentialing, 
recertifying and/or reappointment of practitioners. The Vendor will comply with NAC 679B.0405 
which requires the use of Form NDOI-901 for use in credentialing providers. 


MHNet has written credentialing and recredentialing policies and procedures that guide all 
aspects of the program. These policies and procedures are reviewed and revised as needed at least 
annually. 


 DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The Vendor agrees to allow DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.13.1. 
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4.8.13.2  Oversight by Governing Body 
 The Governing Body, or the group or individual to which the Governing Body has formally 


delegated the credentialing function, has reviewed and approved the credentialing policies and 
procedures. 


The Board of Directors has delegated responsibility for development and modification of 
credentialing and recredentialing policies and procedures, and oversight of credentialing and 
recredentialing activities to the Corporate Credentials Committee (CCC). The committee reviews 
and, when appropriate, revises policies at least annually, and reports this  as part of the annual 
program effectiveness. 


4.8.13.3  Credentialing Entity 
 The Vendor designates a credentialing committee, or other peer review body, which makes 


recommendations regarding credentialing decisions. 


Credentialing decisions are made by the Corporate Credentialing Committee for MHNet. This 
Committee meets at least monthly, and more often as needed, and maintains detailed minutes of 
its meetings that include discussions, decisions, recommendations, actions, and follow-up..  


4.8.13.4  Scope 
 The Vendor identifies those practitioners who fall under its scope of authority and action. This 


shall include, at a minimum, all physicians and other licensed independent practitioners included 
in the Vendor’s literature for recipients, as an indication of those practitioners whose service to 
recipients is contracted or anticipated. 


Each practitioner shall meet the criteria established by MHNet to participate in the network.  
This shall include: 


• Psychiatrists who are state licensed 


• Physicians who are certified in addiction medicine and state licensed 


• Psychologists who have graduated from a doctoral-level psychology program and who are 
state certified or licensed 


• Master’s level counselors who are state certified or state licensed 


• Master’s level clinical nurse specialists or advanced registered nurse practitioners who are 
nationally or state certified or state licensed 


• Master’s level Board Certified Behavior Analyst® (BCBA®) 
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All practitioners falling under MHNet's scope of authority shall be contracted and credentialed 
prior to joining the network.  All credentialing practitioners shall be recredentialed every three 
years from the date of decision. 
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4.8.13.5  Process 
 The initial credentialing process obtains and reviews primary source verification of the following 


information, at a minimum: 


 A. The practitioner holds a current valid license to practice in Nevada or a current valid license 
to practice in the state where the practitioner practices. 


 B. Valid Drug Enforcement Administration (DEA) certificate for all practitioners authorized by the 
scope of their license to prescribe drugs, with the exception of all participating dentists. 


 C. Graduation from medical school and completion of a residency, or other post-graduate 
training, as applicable. 


 D. Work history. 


 E. Professional liability claims history. 


 F. The practitioner holds current, adequate malpractice insurance according to the Vendor’s 
policy. 


 G. Any revocation or suspension of a State license or DEA number. 


 H. Any curtailment or suspension of medical staff privileges (other than for incomplete medical 
records). 


 I. Any sanctions imposed by the OIG or the DHCFP. 


 J. Any censure by any state or county Medical Association, Dental Board or any other 
applicable licensing or credentialing entity. 


 K. The Vendor obtains information from the National Practitioner Data Bank, the Nevada Board 
of Medical Examiners, the State Board of Osteopathic Medicine, the Nevada Dental Board, any 
equivalent licensing boards for out- of-state providers, and any other applicable licensing 
entities for all other practitioners in the plan. 


 L. The application process includes a statement by the applicant regarding: 


 1. Any physical or mental health problems that may affect current ability to provide health care; 


 2. Any history of chemical dependency/ substance abuse; 


 3. History of loss of license and/or felony convictions; 


 4. History of loss or limitation of privileges or disciplinary activity; and, 


 5. An attestation to correctness/ completeness of the application.  


MHNet is in compliance with the Credentialing/Recredentialing process requirements specified 
in section 4.8.13.5. 
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 This information should be used to evaluate the practitioner’s current ability to practice. 


 M. There is an initial visit to each potential primary care practitioner’s office, including 
documentation of a structured review of the site and medical record keeping practices to ensure 
conformance with the Vendor’s standards. If the Vendor’s credentialing process complies with 
the current NCQA standards, it is not required to conduct initial site visits. 


Coventry’s credentialing process does comply with current NCQA standards. MHNet has 
maintained NCQA accreditation since 1999. 


 N. The Vendor’s provider credentialing must comply with 42 CFR §1002.3. 


MHNet understands and shall comply with the requirements set forth in 42 CFR §1002.3. 


 O. If the Vendor has denied credentialing or enrollment to a provider where the denial is due to 
Vendor concerns about provider fraud, integrity, or quality the Vendor is required to report this to 
the State within 15 calendar days. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.13.5.O. 


 P. If the Vendor decredentials, terminates, or disenrolls a provider, the Vendor must inform the 
State, within 15 calendar days. If the decredentialing, termination or disenrollment of a provider 
is due to suspected criminal actions, or disciplinary actions relate to fraud or abuse the State will 
notify HHS-OIG. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.13.5.P. 


4.8.13.6  Recredentialing 
 A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, 


or recertification) is described in the Vendor’s policies and procedures, including:  


 A. Evidence that the procedure is implemented at least every 36 months;  


All practitioners participating in MHNet’s practitioner panel shall have applicable credentials re-
verified to determine that they continue to meet MHNet’s criteria for participation.  The 
recredentialing cycle shall be three years from the date of the previous decision. 


 B. The Vendor conducts periodic review of information from the National Practitioner Data Bank 
and all other applicable licensing entities, along with performance data, on all practitioners, to 
decide whether to renew the participating practitioner agreement. At a minimum, the 
recredentialing, recertification or reappointment process is organized to verify current standing 
on items listed in Section 4.8.13.5.A through 4.8.13.5.M and 


MHNet is in compliance with the requirements set forth in Section 4.8.13.6.B. 
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 C. The recredentialing, recertification or reappointment process also includes review of data 
from: 


 1. Recipient grievances and appeals; 


 2. Results of quality reviews; 


 3. Utilization management; 


 4. Recipient satisfaction surveys; and 


 5. Re-verification of hospital privileges and current licensure, if applicable. 


 6. The Vendor’s provider recredentialing must comply with 42 CFR §1003.3 


MHNet understands and shall comply with the requirements set forth in Section 4.8.13.6.C. 


 If the Vendor has denied recredentialing or enrollment to a provider where the denial is due to 
the Vendor concerns about provider fraud, integrity or quality the Vendor is required to report 
this to the DHCFP, with 15 calendar days. 


MHNet understands and shall comply with the requirement set forth above. 


 If the Vendor decredentials, terminates or disenrolls a provider the Vendor must inform the State 
within 15 calendar days. If the decredentialing, termination or disenrollment of a provider is due 
to suspected criminal actions, or disciplinary actions relate to fraud or abuse the DHCFP will 
notify HHS-OIG. 


MHNet is in compliance with the requirements set forth above. 


4.8.13.7  Delegation of Credentialing Activities 
 If the Vendor delegates credentialing and recredentialing, recertification, or reappointment 


activities, there is a written description of the delegated activities, and the delegate’s 
accountability for these activities. There is also evidence that the delegate accomplished the 
credentialing activities. The Vendor monitors the effectiveness of the delegate’s credentialing 
and reappointment or recertification process. 


MHNet does not delegate any credentialing and recredentialing, recertification, or reappointment 
activities at this time. 
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4.8.13.8  Retention of Credentialing Authority 
 The Vendor retains the right to approve new practitioners and sites, and to terminate or suspend 


individual practitioners. The Vendor has policies and procedures for the suspension, reduction 
or termination of practitioner privileges.  


N/A. Since MHNet does not delegate any credentialing activities at this time, MHNet retains all 
credentialing authority. 


4.8.13.9 Reporting Requirement 
 There is a mechanism for, and evidence of implementation of, the reporting of serious quality 


deficiencies resulting in suspension or termination of a practitioner, to the appropriate 
authorities. 


MHNet values our relationships with our members and providers.  In order to make sure that 
members are receiving the care that does not adversely affect their health or welfare, MHNet staff 
understands that any serious quality issues related to a provider must be reported to the proper 
authorities in a timely and complete manner.   


Procedurally, MHNet follows this process for reporting serious quality issues. 


The following actions must be reported: 


• Professional review action based on a practitioner’s professional competence or professional 
conduct that adversely affects his/her clinical privileges for a period of more than 30 days. 


• Acceptance of the surrender or restriction of clinical privileges while the practitioner is under 
investigation by the hospital or health care entity relating to possible professional 
incompetence or improper professional conduct. 


• Termination or suspension of a provider’s contract with MHNet. 


• Only final actions are reported.  A final, reportable action occurs when the Corporate 
Credentials Committee makes a final decision on the course of action to be taken after 
considering all available information including the report of any appeal hearing panel, if such 
was convened. 


• MHNet’s legal counsel must review all action prior to reporting. 


The information must be reported within seven days of the adverse action being taken. 


For final, reportable actions, reports are made to: 


• The Health Plan  


• National Practitioner Data Bank (NPDB) 


• Appropriate state licensing or regulatory agencies 


Providers have the right to formally appeal any adverse actions taken.  
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4.8.13.10 Provider Dispute Process 
 There is a provider dispute process for instances wherein the Vendor chooses to deny, reduce, 


suspend or terminate a practitioner’s privileges with the Vendor. 


MHNet practitioners shall have the right to appeal adverse credentialing, recredentialing, and 
network participation decisions as the following practitioner appeal process outlines: 


Practitioners are notified in writing of all adverse credentialing and recredentialing decisions 
including an explanation of the reason(s) for the decision.   


Adverse credentialing letters will, if applicable, contain a description of how to appeal the 
decision.   


Adverse recredentialing letters will contain a description of how to appeal the decision.  


When an appeal is available: 


• The practitioner is given no less than 30 days to request an appeal.  The request must be in 
writing to the Credentialing Director. 


• The appeal hearing must be held within 30 days of the request. 


• The practitioner must be notified in writing of the date, time and place of the appeal hearing 
using the notification method described in the practitioner’s agreement. 


• The practitioner must be notified he or she has the right to be represented by an attorney at 
the appeal hearing; to call, examine, and cross examine witnesses; to present relevant evidence; 
and to submit a written statement at the close of the appeal hearing. 


• A written record will be made of the hearing and a copy will be provided to the practitioner 
upon payment of any related costs. 


If MHNet calls any witnesses, the practitioner is given a list of those witnesses. 


The notification includes a statement that should the practitioner fail to attend the appeal hearing 
without good cause, the right to an appeal hearing is forfeited. 


The Appeal Hearing Committee is composed of a panel of at least three practitioners in the same 
discipline as the practitioner requesting the appeal with at least one of the three being in the same 
specialty, if applicable, as the practitioner requesting the appeal. 


Members of the Appeal Hearing Committee must not be in direct economic competition with the 
practitioner involved.  The Regional Executive Director or designee facilitates the appeal hearing. 


The Appeal Hearing Committee has the responsibility to review the appeal and to make an appeal 
decision within 30 calendar days of receipt of all information necessary to review the appeal. 


The decision is reported to the Corporate Credentials Committee at the next regularly scheduled 
meeting.  The Corporate Credentials Committee renders a decision based on the 
recommendations from the Appeal Hearing Committee. 


The practitioner is notified in writing within two business days of the Corporate Credentials 
Committee’s decision and rationale. 
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If the decision of the Appeal Hearing Committee is not in the practitioner’s favor, the practitioner 
may request a Second Level Appeal Hearing in writing within 30 days of the notification. 


The Committee for the Second Level is composed of a panel of at least three practitioners in the 
same discipline as the practitioner requesting the appeal who were not involved in the original 
Appeal Hearing.   


The procedure for the Second Level Appeal Hearing is the same as the First Level outlined above. 
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4.8.14  Standard X:  Recipient Rights and Responsibilities  
 The Vendor demonstrates a commitment to treating recipients in a manner that acknowledges 


their rights and responsibilities. 


4.8.14.1  Written Policy on Recipient Rights 


 The Vendor has a written policy that recognizes the following rights of recipients: 


 A. To be treated with respect, and recognition of their dignity and need for privacy; 


 B. To be provided with information about the Vendor, its services, the practitioners providing 
care, and recipients’ rights and responsibilities; 


 C. To be able to choose primary care practitioners, including specialists as their PCP if the 
member has a chronic condition, within the limits of the plan network, including the right to 
refuse care from specific practitioners; 


 D. To participate in decision-making regarding their health care, including the right to refuse 
treatment; 


 E. To pursue resolution of grievances and appeals about the Vendor or care provided; 


 F. To formulate advance directives; 


 G. To have access to his/her medical records in accordance with applicable federal and state 
laws and to request that they be amended or corrected as specified in 45 CFR Part 164;  


 H. To guarantee the member’s right to be free from any form of restraint or seclusion used as a 
means of coercion, discipline, convenience, or retaliation; and 


 I. To receive information on available treatment options and alternatives, presented in a manner 
appropriate to the enrollee’s condition and ability to understand. 


4.8.14.2  Written Policy on Recipient Responsibilities 


 The Vendor has a written policy that addresses members’ responsibility for cooperating with 
those providing health care services. This written policy addresses members’ responsibility for: 


 A. Providing, to the extent possible, information needed by professional staff in caring for the 
recipient; and 


 B. Following instructions and guidelines given by those providing health care services.  


 The Vendor may include additional recipient responsibilities in their member communications 
(such as, the recipient is responsible for being on time for scheduled appointments and 
canceling appointments in a timely manner, the recipient is responsible for reporting fraud 
and/or abuse, etc.). 


MHNet will meet the requirements in 4.8.14 and 4.8.14.2.  
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4.8.14.3  Communication of Policies to Providers 
 A copy of the Vendor’s policies on recipients’ rights and responsibilities is provided to all 


participating providers. 


Providers will be advised of the Member Rights and Responsibilities Statement in the provider 
manual, provider communications such as the provider newsletters, and MHNet’s website. 


4.8.14.4  Communication of Policies to Recipients 
 Upon enrollment, recipients are provided a written statement that includes information on their 


rights and responsibilities. 


Upon enrollment, distribution of the Member Rights and Responsibilities statement is 
distributed by the MCO. When members access behavioral health services, they receive MHNet’s 
member handbook, which also includes the Member Rights and Responsibilities statement. This 
statement is also posted on our website. 


4.8.14.5  Recipient Grievance and Appeals Procedures  
 The Vendor has a system(s) linked to the IQAP for addressing recipients’ grievances and 


providing recipient appeals. This system includes: 


MHNet has a well established grievance and appeals process that meets all regulatory and 
accreditation requirements. The Appeals Committee reports monthly into the Quality 
Improvement Committee. 


 A. Procedures for registering and responding to grievances and appeals within 30 days. 
Vendors must establish and monitor standards for timeliness; 


MHNet has detailed grievance and appeal policies and procedures that delineate the process to be 
followed to meet all regulatory and accreditation requirements. Additionally, the Appeals and 
Grievance Department reports timeliness statistics to the Quality Improvement Committee each 
month. 


 B. Documentation of the substance of grievances, appeals, and actions taken; 


The Grievance and Appeals Policy requires the documentation of the decision reached by the 
Appeals Committee for each case. Trends of issues coming from grievances and appeals are then 
presented each month to the Quality Improvement Committee. From those trend reports, 
corrective actions are taken with the ongoing goal to reduce the number of grievances and appeals. 
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 C. Procedures ensuring a resolution of the grievance and providing the recipient access to the 
State Fair Hearing process for appeals;  


All acknowledgement letters as well as the determination letters contain member rights to pursue 
the State Fair Hearing process. 


 D. Aggregation and analysis of grievance and appeal data and use of the data for quality 
improvement; 


Aggregate data is reported to the Quality Improvement Committee routinely depicting the types 
of services being appealed, the timeliness of responding to appeals, the volume of appeals, and the 
overturn rate of the initial decision by the Appeals Committee. 


 E. Compliance with DHCFP due process and fair hearing policies and procedures specific to 
Nevada Medicaid and Nevada Check Up recipients; and 


MHNet is in compliance with Nevada fair hearing policies and procedures. 


 F. Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


MHNet understands and shall comply with the requirements set forth in 42 CFR 438 Subpart F 
Grievance and Appeals. 


4.8.14.6  Recipient Suggestions 
 Opportunity is provided for recipients to offer suggestions for changes in policies and 


procedures. 


A variety of mechanisms will be utilized to afford the members the opportunity to offer 
suggestions for changes in policies and procedures such as member focus groups, ad-hoc focus 
group meetings in community settings, and feedback provided through member service calls. 
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4.8.14.7  Steps to Assure Accessibility of Services 
 The Vendor takes steps to promote accessibility of services offered to recipients. These steps 


include: 


 A. The points of access to primary care, specialty care and hospital services are identified for 
recipients; and 


 B. At a minimum, recipients are given information about: 


 1. How to obtain services during regular hours of operations; 


 2. How to obtain emergency and after-hour care; 


 3. How to obtain emergency out-of-service area care; and 


 4. How to obtain the names, qualifications and titles of the professionals who provide and/or are 
responsible for their care. 


Members will have several avenues to learn of accessibility of services. Those avenues include 
published information in the member handbook, information on the member website, member 
newsletters, and by calling in directly to Customer Service. 


4.8.14.8  Information Requirements 
 A. Recipient information (for example, subscriber brochures, announcements, and handbooks) 


in prose, written at an eighth (8th) grade level, that is readable and easily understood. 


 B. Written information is available in the prevalent languages of the population groups served. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.14.8. 


4.8.14.9  Confidentiality of Patient Information  
 The Vendor acts to ensure that the confidentiality of specified patient information and records is 


protected. The Vendor: 


 A. Has established in writing, and enforced, policies and procedures on confidentiality, including 
confidentiality of medical records; 


MHNet values the privacy and confidentiality of any information received. MHNet has developed 
extensive and comprehensive policies and procedures to ensure the maintenance of caller and 
organizational confidentiality. MHNet employees are trained in and compliant with Federal and 
State confidentiality laws in addition to the Ethics codes of professional licensing boards and 
associations. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


778  Medicaid Managed Care Organization Services RFP 1988 


Additionally, all MHNet employees have received separate training on HIPAA Regulations. 
Caller-specific information obtained during any process conducted by MHNet is maintained and 
eventually destroyed in a manner that ensures the privacy of customers and their employees, and 
is in strict compliance with state and federal record keeping laws and regulations. 


Callers’ confidentiality is protected on the telephone. Telephone calls are never recorded without 
the caller’s permission. MHNet’s Management Information Systems Department maintains the 
security of MHNet’s computer databases through passwords and other security controls to 
restrict access to caller-specific information and sensitive material. The MHNet Security Officer 
oversees this process. Passwords are needed for entry into all databases and MHNet’s electronic 
mail. All MHNet facilities require keyed entry to the workplace. Files within the workplace are 
either locked in file cabinets or kept in locked file rooms.  


 


 B. Ensures patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside of the 
Vendor;  


All provider contracts contain language informing offices of the need to safeguard member 
confidentiality. A routine part of provider office site visits is an assessment of confidentiality 
mechanisms. Complaints received from members are reviewed by the QIC for complaints on 
confidentiality breaches with action taken accordingly. 


 C. Shall hold confidential all information obtained by its personnel about recipients related to 
their examination, care and treatment and shall not divulge it without the recipient’s 
authorization, unless: 


 1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


 2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other health 
care entities, or to coordinate insurance or other matters pertaining to payment; or 


 3. It is necessary in compelling circumstances to protect the health or safety of an individual. 


MHNet will ensure that proper written authorization from the member/individual (or the 
member/individual’s Personal Representative) will be obtained before MHNet  may use, disclose, 
or request from another Covered Entity, a member/individual’s PII and/or PHI for any purpose 
except for those that pertain to treatment, payment, health care operations or as otherwise 
permitted by law for which a prior authorization is not required. 


MHNet will always act within strict accordance of a valid authorization. MHNet will make every 
reasonable effort to not use, disclose or request PII and/or PHI based on an authorization that is 
known to be invalid, expired or revoked. 


Business Need Review – As the necessity of an authorization for the use and/or disclosure of 
PII/PHI should be an infrequent occurrence, it is important to assure that, 1) an authorization is 
required, 2) that the use or disclosure of PII/PHI is necessary for the intended business process 
and 3) the authorization is compliant with state law requirements.  
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Examples of uses, disclosures or requests that may require an authorization prior to use and/or 
disclosure include: 


• Marketing purposes – such as the disclosure of PII/PHI to another company for the 
purpose of marketing products or services that are not health-related. 


• Research purposes – such as the disclosure of a list of member/individuals having a specific 
illness or disease for the purpose of enrolling them in a research study or program. 


 D. Must report any release of information in response to a court order to the recipient in a timely 
manner; and 


MHNet will maintain an Accounting of Disclosures of Protected Health Information, as required 
by federal and state laws, and will provide a report of required accountings of disclosures upon 
request. Each disclosure, for which an accounting must be documented, will include the date of 
the disclosure, what was disclosed, the purpose of the disclosure, the name and address (if 
known) of each person or entity to whom the disclosure was made, and the member to whom the 
PHI pertained. 


Disclosures Requiring an Accounting – All disclosures, except those set forth in the following 
exceptions, must be accounted for in accordance with the Privacy Rule. 


The following require an accounting of disclosure: 


• Disclosures to a health oversight agency, such as health plan audits by regulatory agencies 
or market conduct reviews; 


• Disclosures to the Secretary of Health and Human Services to investigate or determine 
compliance with the federal Privacy Rule; 


• Disclosures that are required by law; for public health activities; about victims of abuse, 
neglect or domestic violence; for judicial or administrative proceedings; for law 
enforcement purposes and for specialized government functions; 


• Inappropriate disclosures, such as explanation of benefits sent to the incorrect provider or 
documents containing Protected Health Information sent to the incorrect fax number. 


Note: Ongoing routine disclosures pertaining to the same member, going to the same person or 
entity, may be accounted for once, as long as the frequency, number of disclosures made and date 
of last disclosure are documented. 


Excluded Disclosures – The following disclosures are not required to be documented, and 
therefore, will not be included in an Accounting of Disclosures requested by the member: 


• Disclosures for the purpose of carrying out treatment, payment or health care operations; 


• Disclosures to the member of their own PHI; 


• Disclosures that were made pursuant to a member’s authorization; 


• Disclosures to a personal representative of the member; 
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• Disclosures to the member’s family, close personal friend or other person identified by the 
member where the member has opted in to such disclosures of information directly 
relevant to such person’s involvement with care or payment; 


• Disclosures to notify or assist in notifying the member’s family, close personal friend or 
other person identified by the member where the member has opted in to such disclosures 
of the member’s general medical condition or death; 


• Disclosures for disaster relief purposes; 


• Disclosures for national security or intelligence purposes; 


• Disclosures to correctional institutions or law enforcement officials having custody of the 
member, if the PHI is necessary for the provision of health care to the member; and 


• Disclosures made prior to April 14, 2003. 


 E. May disclose recipient records whether or not authorized by the recipient, to qualified 
personnel, defined as persons or agency representatives who are subject to standards of 
confidentiality that are comparable to those of the State agency. 


MHNet will ensure that proper written authorization from the member/individual (or the 
member/individual’s Personal Representative) will be obtained before MHNet may use, disclose, 
or request from another Covered Entity, a member/individual’s PII and/or PHI for any purpose 
except for those that pertain to treatment, payment, health care operations or as otherwise 
permitted by law for which a prior authorization is not required. 


MHNet will always act within strict accordance of a valid authorization. MHNet will make every 
reasonable effort to not use, disclose or request PII and/or PHI based on an authorization that is 
known to be invalid, expired or revoked. 


4.8.14.10  Treatment of Minors 


 The Vendor has written policies regarding the treatment of minors. 


MHNet has a policy on the treatment of minors that is in compliance with Nevada regulations. 
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4.8.14.11  Assessment of Recipient Satisfaction 
 The Vendor conducts periodic survey(s) of recipient satisfaction with its services: 


 A. The survey(s) include content on perceived problems in the quality, availability and 
accessibility of care. 


 B. The survey(s) assess at least a sample of: 


 1. All recipients; 


 2. Recipient requests to change practitioners and/or facilities; and 


 3. Disenrollment by recipients. 


 C. As a result of the survey(s), the Vendor: 


 1. Identifies and investigates sources of dissatisfaction;  


 2. Outlines action steps to follow up on the findings; and 


 3. Informs practitioners and providers of assessment results. 


 D. The Vendor re-evaluates the effects of the above activities. 


MHNet understands and shall comply with the requirements set forth in Section 4.8.14.11.A–D. 


4.8.15  Standard XI:  Standards for Availability and Accessibility  
 The Vendor has established standards for access (e.g., to routine, urgent and emergency care; 


telephone appointments; advice; and recipient service lines) and complies with Section 4.5.5 of 
this RFP. Performance on these dimensions of access is assessed against the standards. 


MHNet has established access standards, and compliance with those standards is monitored by 
the Quality Improvement Committee. The assessment of compliance to the access standards is 
assessed in a variety of ways. Periodic Secret Shopper calls are made to a sampling of the provider 
network to determine if their appointment availability meets the appointment availability 
standards. Additionally, the reasons for complaint calls to Customer Service are compiled to find 
access issues. Telephone and service lines statistics are compiled monthly for Customer Service 
and Utilization Management and reported to the Quality Improvement Committee. Finally, 
advice line statistics and complaint handling is monitored with the vendor and reported 
periodically to the Quality Improvement Committee. The Quality Improvement Committee 
reviews all of the findings for access to service looking for opportunities for improvement and 
taking action as needed to improve access when the standards are not met. 
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4.8.16  Standard XII:  Medical Record Standards  
4.8.16.1  Accessibility and Availability of Medical Records 


 A. The Vendor shall include provisions in all provider contracts for HIPAA compliance with 
regard to access to medical records for purposes of quality reviews conducted by the Secretary 
of the United States Department of Health and Human Services (the Secretary), DHCFP, or 
agents thereof. 


 B. Records are available to health care practitioners at each encounter. 


The provider contracts for MHNet do contain the requirement specified in 4.8.16.1. 
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4.8.16.2  Record Keeping 
 Medical records may be on paper or electronic. The Vendor takes steps to promote 


maintenance of medical records in a legible, current, detailed, organized and comprehensive 
manner that permits effective patient care and quality review. Medical records must be 
maintained as follows: 


 A. Medical Record Standards – The Vendor sets standards for medical records. The records 
reflect all aspects of patient care, including ancillary services. These standards shall, at a 
minimum, include requirements for: 


 1. Patient Identification Information – Each page on electronic file in record contains the 
patient’s name or patient ID number;  


 2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, address, 
employer, home and work telephone numbers, and marital status; 


 3. Entry Date – All entries are dated;  


 4. Provider Identification – All entries are identified as to author; 


 5. Legibility – The record is legible to someone other than the writer. A second reviewer should 
evaluate any record judged illegible by one physician reviewer; 


 6. Allergies – Medication allergies and adverse reactions are prominently noted on the record. 
Absence of allergies (no known allergies – NKA) is noted in an easily recognizable location;  


 7. Past Medical History [for patients seen three (3) or more times] – Past medical history is 
easily identified including serious accidents, operations, and illnesses. For children, past 
medical history relates to prenatal care and birth; 


 8. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a completed 
immunization record or a notation that immunizations are up to date with documentation of 
specific vaccines administered and those received previously (by history); 


 9. Diagnostic information; 


 10. Medication information; 


 11. Identification of Current Problems – Significant illnesses, medical conditions and health 
maintenance concerns are identified in the medical record; 


 12. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and 
substance abuse is present for patients twelve (12) years and over and seen three (3) or more 
times; 


 13. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in the 
record. Consultation, lab, and x-ray reports filed in the chart have the ordering physician’s 
initials or other documentation signifying review. Consultation and significantly abnormal lab and 
imaging study results have an explicit notation in the record of follow-up plans;  
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 14. Emergency care; 


 15. Hospital Discharge Summaries – Discharge summaries are included as part of the medical 
record for: 1) all hospital admissions that occur while the patient is enrolled with the Vendor; and 
2) prior admissions as necessary; and 


 16. Advance Directive – For medical records of adults, the medical record documents whether 
or not the individual has executed an advance directive and documents the receipt of 
information about advance directives by the recipient and confirms acknowledgment of the 
option to execute an advance directive. An advance directive is a written instruction such as a 
living will or durable power of attorney for health care relating to the provision of health care 
when the individual is incapacitated. 


 B. Patient Visit Data – Documentation of individual encounters must provide adequate evidence 
of, at a minimum: 


 1. History and Physical Examination – Comprehensive subjective and objective information is 
obtained for the presenting complaints; 


 2. Plan of treatment; 


 3. Diagnostic tests; 


 4. Therapies and other prescribed regimens; 


 5. Follow-up – Encounter forms or notes have a notation, when indicated, concerning follow-up 
care, call or visit. Specific time to return is noted in weeks, months, or PRN (as needed). 
Unresolved problems from previous visits are addressed in subsequent visits; 


 6. Referrals and results thereof; and 


 7. All other aspects of patient care, including ancillary services. 


MHNet has established medical record documentation standards that meet the requirements in 
4.8.16.2. 


4.8.16.3  Record Review Process 
 A. The Vendor has a system (record review process) to assess the content of medical records 


for legibility, organization, completion and conformance to its standards; and 


 B. The record assessment system addresses documentation of some or all of the items listed in 
Section 4.8.14.2, above. 


An essential component of MHNet’s quality patient care is a consistent and complete treatment 
record. MHNet’s guidelines and processes ensure that treatment records [medical records] are 
legible, organized, complete, and conform to our standards. 
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Treatment Record Guidelines 
• Each page in the treatment record contains the patient’s name or identification number as 


well as the patient’s address, employer or school, home and work telephone numbers 
including emergency contacts, marital or legal status, appropriate consent forms and 
guardianship information if relevant. 


• All entries in the treatment record include the responsible clinician’s name, professional 
degree, and relevant identification number, if applicable. 


• The record is legible to someone other than the writer.  A second surveyor examines any 
record judged to be illegible by one clinical surveyor. 


• Medication allergies, adverse reactions and relevant medical conditions are clearly 
documented and dated. 


• Presenting problems, along with relevant psychological and social conditions affecting the 
patient’s medical and psychiatric status and the results of a mental status exam are 
documented. 


• Special status situations, such as imminent risk of harm, suicidal ideation, or elopement 
potential, are prominently noted, documented, and revised in compliance with written 
protocols. 


• Each record indicates what medications have been prescribed, the dosages of each, and the 
dates of initial prescription or refills. 


• A medical and psychiatric history is documented, including previous treatment dates, 
provider identification, therapeutic interventions and responses, sources of clinical data 
and relevant family information. For children and adolescents, past medical and 
psychiatric history includes prenatal and perinatal events, along with a complete 
developmental history (physical, psychological, social, intellectual and academic).  For 
patients 12 and older, documentation includes past and present use of cigarettes and 
alcohol, as well as illicit, prescribed and over-the-counter. 


• A DSM-IV diagnosis is documented, consistent with the presenting problems, history, 
mental status examination, and/or other assessment data. 


• Treatment plans are consistent with diagnoses and have both objective measurable goals 
and estimated timeframes for goal attainment or problem resolution and include 
preliminary discharge plan, if applicable.  Continuity and coordination of care activities 
between the primary clinician, consultants, ancillary providers and health care institutions 
are included, as appropriate. 


• Continuity and coordination of care activities between the primary clinician, consultants, 
ancillary providers and health care institutions are included, as appropriate. 


• Informed consent for medication and the patient’s understanding of the treatment plan is 
documented. 


• Progress notes describe patient strengths and limitations in achieving treatment plan goals 
and objectives and reflect treatment interventions that are consistent with those goals and 
objectives.  Documented interventions include continuity and coordination of care 
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activities, as appropriate. Dates of follow-up appointments or, as applicable, discharge 
plans are noted. 


• Evidence of parent (legal guardian) involvement in the treatment for children under the 
age of 18 within the first 45 days of treatment, if clinically appropriate. (N/A if adult 
patient). 


Treatment Record Review 
• MHNet conducts treatment record reviews on an ongoing basis using our approved 


treatment record review tool. 


• Each Service Center selects care sites for treatment record review.  The sites are selected on 
the basis of high utilization, quality or utilization concerns identified by the Case 
Management staff, and complaints received from members.  A care site may be a solo 
practitioner, a group practice or a clinic. 


• Each Service Center reviews a minimum of 180 treatment records within a 24-month time 
period. 


• MHNet’s Service Center staff selects a random sample of three to ten records from the site 
for review by a licensed clinician. 


• MHNet's Treatment Record Review Data Collection Tool is used for all treatment record 
reviews and addresses each of the points described above. These criteria are measured for 
each record selected. 


• Sites of care are expected to meet the performance expectation set by the National Service 
Center.  The minimum performance level expected by the MHNet Quality Improvement 
Committee is contained on the Key Performance Indicator Program Master and is revised 
from time to time. 


• The findings from the record review for each site are shared with the site along with 
aggregated results from all sites reviewed during the period. 


• Any site of care that does not meet the performance expectation set by the Service Center 
will be determined to have an opportunity for improvement. 


• The Service Center will follow-up as appropriate. The lower the score, the more intensive 
should be the follow-up. 


• The data from all record reviews conducted in the reporting period are aggregated. 


• When the aggregate results are below the minimum performance expectation set by the 
MHNet Quality Improvement Committee, the Service Center is responsible for 
implementing actions to improve overall treatment record documentation quality in the 
Service Center. 


• Reports of both aggregate and site-specific findings are made semi-annually to the 
Regional Quality Improvement Committee. 







Tab VII: Section 5 - Company Background and References: Subcontractor MHNet  


Medicaid Managed Care Organization Services RFP 1988 787 


• The data and findings are reviewed semi-annually by the MHNet Quality Improvement 
Committee through the minutes and attachments of the Regional Quality Improvement 
Committee. 


• Copies of treatment record review results are placed in the credentialing file of each 
practitioner who is active at the site for review during the recredentialing process. 


 


4.8.17  Standard XIII:  Utilization Review 
4.8.17.1  Written Program Description 


 The Vendor has a written utilization review management program description, which includes, at 
a minimum, procedures to evaluate medical necessity, criteria used, information sources and 
the process used to review and approve the provision of medical services.  


MHNet has established case and utilization management procedures that are non-intrusive to the 
member and the provider rendering services. MHNet’s Case Managers work directly with 
providers when authorization is required to reach mutually agreeable treatment solutions that 
keep the best interest of the member at the forefront.  


In order to ensure consistent decisions, all case and utilization management staff, and physician 
reviewers use MHNet’s Medical Necessity Criteria unless different criteria are required. The 
Medical Necessity Criteria are clinically based for each level of care for children, adolescents, 
adults, and geriatrics; it also includes parameters for precertification and concurrent review of all 
levels of care. MHNet’s Medical Necessity Criteria are made available and provided upon request 
to all members and providers.  


Description of UM Functions Performed 
MHNet Service Centers perform precertification, concurrent review, retrospective review, case 
management and patient triage and telephonic assessment for behavioral health services. Once 
care and services have been authorized, MHNet does not reverse certification decisions.  


Precertification (Pre-Service Review) 
Due to parity, no authorization is required for the initial assessment, CPT codes 90801, 90802, or 
for medication management, and CPT code 90862. An extensive list of Error! Hyperlink reference not 
valid. is available on our website.  


However, precertification (pre-service review) is required for inpatient mental health 
hospitalizations, inpatient detoxification, chemical dependency rehabilitation, partial 
hospitalization, intensive structured outpatient, and ongoing therapy sessions (such as CPT codes 
90806, 90847, 90805, 90807, and others).  


The purpose of the precertification function is to coordinate patient care with the treating facility 
or practitioner to determine the best course of treatment for the member.  







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


788  Medicaid Managed Care Organization Services RFP 1988 


For intensive levels of care, Licensed Case Managers conduct a comprehensive telephonic 
assessment of the clinical information to determine the least restrictive level of care to adequately 
meet the member’s needs. Case Managers utilize Medical Necessity Criteria to assist in all 
precertification determinations. Case Managers have the authority to approve all situations that 
meet criteria and as well as refer cases to a Physician Reviewer for review if authorization cannot 
be given by the Case Manager. A Case Manager manages all requests for any treatment that is 
urgent or emergent.  


For routine outpatient services, Customer Service Representatives facilitate precertification with 
a participating practitioner for an evaluation. The Customer Service Representatives ask the 
practitioner screening questions to determine if the member needs to speak to a Case Manager. 


The Regional Executive Director, who is a licensed behavioral health clinician, supervises the 
utilization and case management staff.  


When a member, practitioner, or provider fails to precertify care, the Customer Service 
Representative or Case Manager notifies the caller of MHNet’s precertification procedures. When 
we learn about the failure to precertify, written notification of MHNet’s precertification 
procedures is available upon request within 24 hours for urgent requests and no later than five 
calendar days for non-urgent requests. 


 


Concurrent Review 
Care Advocates conduct frequent telephone-based concurrent review on all members admitted to 
inpatient mental health hospitalizations, inpatient detoxification, chemical dependency 
rehabilitation, partial hospitalization and intensive structured outpatient care. Concurrent review 
includes review of medical necessity, discharge planning and researching, and coordinating 
alternatives to higher levels of care. Care Advocates use Medical Necessity Criteria to assist with 
all concurrent review determinations. The Care Advocates identify quality issues and potential 
quality of care concerns. The Care Advocates ensure that the member’s treatment is appropriate 
and effective. A Physician Reviewer is available to review difficult cases and all potential denials 
or questionable cases. Review of ongoing outpatient services are managed through a written 
request from the treating participating practitioner requesting additional sessions. Requests are 
made by citing the clinical criteria including current mental status, treatment goals and progress 
towards meeting the treatment goals. Care Advocates review the requests against predetermined 
criteria for authorization. The purpose of the ongoing review is to continue coordination of 
patient care with the treating facility or practitioner to determine the best course of treatment for 
the member. 


MHNet does not authorize a course of treatment; care is authorized at the service level. However, 
shall MHNet reduce or terminate services in a previously approved course of treatment, MHNet 
issues the determination far enough in advance of the reduction or termination to allow for an 
appeal of the determination to be completed. 


Retrospective Review (Post-Service Reviews) 
Retrospective reviews (post-service reviews) are conducted upon request to determine the 
medical necessity of treatment that was rendered without precertification from MHNet. The 
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member, treating practitioner, family member or other designated member representative, may 
petition for a retrospective review. Review determinations are made by Care Advocates based on 
the information available to the treating practitioner at each stage in the treatment. Care 
Advocates have the authority to approve all treatment that meets Medical Necessity Criteria and 
refer potential denials or questionable cases to a Physician Reviewer for review. 


Case Management 
Case management addresses a member’s longitudinal course of care including continuity and 
coordination among providers, practitioners and sites of care both within behavioral health and 
between behavioral health and physical health. Case management is a collaborative process, which 
includes the member as an active participant of their treatment team. MHNet’s case management 
process provides assessment, thorough treatment planning, and coordination of services while 
continually evaluating the effectiveness of the treatment to ensure the highest level of quality care 
and clinical outcomes. Case management includes assisting members to access mental health care 
within the most efficient time frame by the most appropriate practitioner or in the most 
appropriate treatment setting. It is necessary to promote efficient use of benefits to maximize 
member and family access to necessary care while minimizing depletion of family resources. In 
addition, MHNet has implemented Intensive Case Management for members who have been 
identified as high risk due to diagnosis, multiple admissions, life threatening suicide attempts or 
who require additional services and have complicating factors that, without intensive 
intervention coordinated by MHNet, would result in further deterioration in the severity of 
illness. The cases that receive Intensive Case Management are reviewed at least monthly by a 
Clinical Supervisor and reviewed by a Medical Director as needed. 


Triage and Initial Assessment 
Licensed clinicians are available 24 hours a day, seven days a week. During business hours, 
Customer Service Representatives ask the caller a few questions to determine if a Care Advocate 
should manage the call. The Customer Service Representatives facilitate precertification for 
routine outpatient services with a participating practitioner for an evaluation. They verify 
eligibility, answer benefit inquiries, resolve complaints, and provide routine referrals and 
authorizations. The Care Advocates assist members with clinical determinations, urgent and 
emergent care, crisis calls and referrals to facilities. The goal of the referral and triage process is to 
provide accurate information and referrals to appropriate practitioners or providers. 


Our after-hours hotline allows for members and providers to speak directly to a MHNet Clinical 
Care Advocate to arrange for both emergent and urgent services. When members in a crisis call 
our toll-free number, they are prompted to hit option #1 and they are connected to a live Clinical 
Care Advocate for immediate assistance. For routine services, requested after-hours, MHNet’s 
answering service takes a message and the call for routine services is returned the next business 
day. 


Discharge Planning/Intensive Case Management 
MHNet’s Intensive Case Management/Discharge Planning Care Advocates contact all members 
prior to discharge from the acute setting to provide education and assist the member with 
creating and understanding the discharge plan. The Care Advocate assists the member in 
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determining individual needs for aftercare, schedules appointments and communicates the 
information to the member and facility. The Care Advocate sends the member a discharge follow-
up letter, which includes appointment times, dates, and contact information. The day prior to the 
appointment, the Care Advocate contacts the member as a reminder to ensure compliance with 
his or her scheduled follow-up appointment. Following the member’s appointment, the Care 
Advocate verifies the members’ compliance. If a member is not compliant with follow-up care, the 
Care Advocate re-contacts the member and assists in re-scheduling additional follow-up 
appointments.  


MHNet implements Intensive Case Management for members identified as high risk due to 
diagnosis, multiple admissions, life threatening suicide attempts or needing additional services 
and have complicating factors that, without intensive intervention coordinated by MHNet, would 
result in further deterioration in the severity of illness. Cases receiving Intensive Case 
Management are reviewed at least monthly by the Care Advocate and are also staffed with the 
Clinical Supervisor on a monthly basis monthly to identify opportunities for additional services to 
better support the member.  


Use of the Medical Necessity Criteria 
MHNet utilizes Medical Necessity Criteria for each level of care. Once each year, the MHNet 
Utilization Improvement Committee reviews recommendations made under the direction of the 
Corporate Medical Director. The recommendations include feedback from the Care Advocates, 
Medical Directors and participating provider and practitioners. The Medical Director also 
conducts a literature search of any relevant, recently published literature related to utilization 
management criteria for managed behavioral health care. Medical Necessity Criteria is reviewed, 
revised as appropriate and approved by the MHNet Utilization Improvement Committee. Medical 
Necessity Criteria are provided to all practitioners and providers upon request. 


4.8.17.2  Scope 
 The program has mechanisms to detect under-utilization as well as over-utilization. 


One of the stated goals in the UM Program Overview example is to detect under-utilization as 
well as over-utilization. 


4.8.17.3  Pre-Authorization and Concurrent Review Requirements 
 For Vendors with pre-authorization or concurrent review programs: 


 A. Pre-authorization and concurrent review decisions are supervised by qualified medical 
professionals; 


The UM Program Overview example defines how qualified medical professionals supervise the 
pre-authorization and concurrent review decisions. Specifics from the Overview are: 
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Vice President Medical Affairs 
The Chief Executive Officer delegates overall responsibility for the Utilization Management 
Program to the Vice President Medical Affairs, a Board Certified Physician through the American 
Board of Medical Specialties (ABMS), who holds a current, unrestricted medical license (MD or 
DO). 


The Vice President Medical Affairs is directly responsible for all Utilization Management 
decisions based on medical necessity; approves and directs the utilization and quality monitoring 
and evaluation activities including oversight of clinical decision-making aspects; reviews 
unresolved clinical quality of care issues, recommends actions and monitors follow up; provides 
guidance for clinical operational aspects; provides direction for the development and 
implementation of the Medical Services Strategic Plan; researches, assesses and provides a clinical 
determination for requests involving new technologies; has periodic consultation with 
practitioners in the field; and ensures the organizational objective to have qualified clinicians 
accountable to the organization for decisions affecting members. 


Medical Director 
The Vice President Medical Affairs may delegate clinical review responsibility to the Medical 
Director. The Medical Director makes Utilization Management decisions based on medical 
necessity; may review unresolved clinical quality of care issues; recommends actions and monitors 
follow up; researches, assesses and provides a clinical determination for requests involving new 
technologies; performs other assignments as directed by the Vice President Medical Affairs. 


Physician Advisors/Independent Review Organizations 
The Physician Advisors are participating physicians, who are Board Certified, representing 
different specialties in the community. Their role, as defined by the Vice President Medical 
Affairs, is to advise about generally accepted practice standards in their areas of expertise. They 
may recommend and provide input into UM policy and procedures; may recommend the 
development and or adoption of clinical practice guidelines in their areas of expertise, including 
both preventive and non-preventive guidelines. They may review and recommend the 
development and or adoption of health management programs relevant to the membership needs. 


Independent Review Organizations provide assistance to the Vice President Medical Affairs 
making peer review decisions made on a case-by-case basis. They will be called upon to review 
cases specific to their field of expertise and they are reimbursed according to the agreed-upon 
contracted rate. 


 B. Efforts are made to obtain all necessary information, including pertinent clinical information, 
and consult with the treating physician, as necessary; 


One of the stated goals in the UM Program Overview example is to ensure efforts are made to 
obtain all necessary clinical information to enable a complete and efficient medical review. This 
can include consultation with the ordering or treating physician as indicated. 
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 C. The reasons for decisions are clearly documented and available to the recipient; 


All utilization reviews are documented in the legacy systems and members can obtain information 
about the determinations by calling Customer Service. 


 D. The Vendor’s prior authorization policies and procedures must be consistent with provision of 
covered medically necessary medical and dental care in accordance with community standards 
of practice; 


As stated in the UM Program Overview, a Medical Advisory Committee is active. The members of 
this Committee are participating physicians, who are Board Certified, representing different 
specialties in the community served. Their role, as defined by the Vice President Medical Affairs, 
is to advise about generally accepted practice standards in their areas of expertise. They may 
recommend and provide input into UM policy and procedures and may recommend the 
development and/or adoption of clinical practice guidelines in their areas of expertise, including 
both preventive and non-preventive guidelines. They may review and recommend the 
development and/or adoption of health management programs relevant to the membership needs. 


 E. There are well-publicized and readily available mechanisms for recipient appeals and 
grievances as well as provider disputes. Providers may pursue an appeal on the recipient’s 
behalf with the recipient’s written authorization. The Notice of Action must include a description 
of how to file an appeal; 


The member handbook, the member website, and an attachment to all determination letters 
advise members and physicians of their appeal rights. 


 F. Appeal and grievance decisions are made in a timely manner as warranted by the health of 
the enrolled recipient; 


The Quality Improvement Committee monitors the appeal and grievance turnaround times 
monthly to ensure that all accreditation and regulatory requirements are met. 


 G. There are mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction or other measures; 


Each month. the Quality Improvement Committee receives and evaluates a report of member 
complaints received. Additionally, a yearly member and provider satisfaction survey is completed, 
reported to the Quality Improvement Committee, and evaluated for opportunities for 
improvement. 
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 H. Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, Vendors must ensure that 
compensation to individuals or entities that conduct utilization management activities is not 
structured so as to provide incentives for the individual or entity to deny, limit, or discontinue 
medically necessary services to any member; and 


As stated in the UM Program Overview, staff who are involved in decision processes, including, 
but not limited to, Medical Directors, Physician Advisors and other utilization management staff, 
will be compensated at the contracted rate or salary based on their overall work performance. 
They are not compensated based on the outcome of individual certification decisions or based on 
the number or type of non-certification decisions rendered. 


 I. If the Vendor delegates responsibility for utilization management, it has mechanisms to ensure 
that the delegate meets these standards. 


MHNet does not delegate any utilization management functions at this time. 


4.8.18  Standard XIV:  Continuity of Care System 
 The Vendor has put a basic system in place, which promotes continuity of care and case 


management. The Vendor must take a comprehensive and collaborative approach to coordinate 
care for the eligible population and conditions as specified by DHCFP through an effective case 
management program, partnerships with primary care physicians and specialists, provider and 
recipient participation, recipient/family outreach and education, and the ability to holistically 
address member’s health care needs. Care coordination must include not only the specific 
diagnosis, but also the complexities of multiple co-morbid conditions, including behavioral 
health, and related issues such as the lack of social or family support. 


4.8.18.1  Vendor must offer and provide case management services which coordinate and monitor the 
care of members with specific diagnosis and/or who require high-cost or extensive services. The 
Vendor’s case management program must include, at a minimum, the following: 


 A. Identification of members who potentially meet the criteria for case management; through 
health risk assessment and tailoring care management programs to the recipients need, 
respecting the role of the recipient to be a decision maker in the care planning process. 


MHNet aims for the early identification and effective management of members for whom 
intensive management can be expected to improve the quality of care and reduce inappropriate 
use of medical care. The Case Management (CM) program is not a treatment plan. Medical 
treatments are determined solely by the member’s physician. The intent of the program is to 
engage, educate and empower members to take ownership for their health care. 


The CM program offers special assistance to members with serious and complex, long-term 
medical needs and promotes quality of care to reduce the likelihood of extended, more costly 
health care. It provides a method for ensuring that health care for members is improved while 
medical costs are managed to the appropriate level. 
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Our CM program proactively identifies members at risk for worsening of an existing illness or 
disability. Our case managers focus on the continuum of care, addressing the health care needs of 
the member/caregiver, and stressing medically appropriate care and member/caregiver 
involvement in the health care process. Those members whose health care needs require, or are 
expected to require, extensive use of specific medical resources are assessed for enrollment in the 
CM program. 


To identify members. multiple sources are used for referral to case management. This includes, but 
is not limited to. prospective referrals from members, providers, health plan employees, transition 
of care forms, and completed health risk assessments (HRA). These sources may identify members 
before claims have been incurred. 


Our predictive modeling Case Management Tool (CMT) and Clinical Rules Engine (CRE) 
constantly mine medical and pharmacy claims utilizing clinical algorithms to identify members for 
disease management and the case management programs. 


 B. Assessment of the health condition for members with a positive screen. 


Case managers have a variety of standardized assessment forms to assist them in the evaluation of 
the member’s needs and barriers to achieving optimal health outcomes. The assessment tools 
incorporate nationally recognized standards of care and are specific to the member’s health 
condition or situation. 


 C. Notification to the members PCP of the member’s enrollment in the Vendor’s case 
management program;  


The case manager works directly with the member/caregiver, family, PCP and specialty providers. 


 D. Development and implementation of a care treatment plan for members in case management 
based on the assessment which includes: 


 1. Member and PCP participation in both development and implementation phases of the care 
treatment plan; 


The case manager works in conjunction with the member/caregiver and primary care provider to 
develop a member-centric case plan to address knowledge deficits and barriers to care. Next, the 
case manager develops and prioritizes goals and relevant interventions to implement the case plan. 
Periodically, the case manager reaches out to the member to monitor progress and updates the 
case plan as appropriate. Finally, the case manager documents all steps of the case management 
process including interactions, interventions and outcomes. 


 2. Coordination of care and communication between the member, PCP, and other service 
providers and case managers; and  


The case manager coordinates all of the member’s needs in conjunction with the 
member/caregiver, primary care provider and case management team including: 
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• Education regarding their disease or condition, treatment plan, preventive health care, 
standards of care, medications and benefits 


• Completion of additional assessments, if warranted 


• Collaboration with the member and his or her medical home to facilitate compliance the 
treatment plan 


• Case planning to achieve optimal outcomes 


• Coordination of services within the health care continuum including community resources 


• Assistance in scheduling appointments and transportation 


• Selecting or changing his or her primary care provider 


• Monitoring progress towards goals 


 3. Coordination with State and county agencies, as appropriate, [e.g., the Aging and Disability 
Services Division; Division of Child & Family Services; Governor’s Office of Consumer Health 
Assistance (CHA); Office of Disability Services; http://govcha.state.nv.us/Health Division; Mental 
Health and Developmental Services Division (MHDS); Division of Welfare and Supportive 
Services; and Substance Abuse Prevention and Treatment Agency (SAPTA)], as well as other 
public assistance programs, such as the Women, Infant, Children (WIC) program; teen 
pregnancy programs; parenting programs; and, Child Welfare programs. 


The Case Managers and Social Workers are well-trained in coordinating with all community 
resources to ensure the members needs are met. 


4.8.18.2  The following components should be incorporated into the Vendor case management 
program:  


 A. Identification 


 Vendor must have mechanisms in place to identify members potentially eligible for case 
management services. These mechanisms must include an administrative data review (e.g. 
diagnosis, cost threshold, and/or service utilization) and may also include telephone interviews; 
mail surveys; provider/self referrals; or home visits. 


MHNet’s Care Management program is an integrated and evidence-based program, utilizing the 
best practices from traditional case management, intensive case management, clinical algorithms, 
and clinical practice guidelines to identify members. 


We start our program with early identification of members using all information available through 
behavioral health and medical claims, case management records, and pharmacy data, as well as 
comprehensive assessment data.  


Additionally, we are able to identify members real-time through our Utilization Management 
program and referrals from the health plan, CMHCs, providers, and hospitals.  


We analyze the data to target members for appropriate levels of care: 



http://govcha.state.nv.us/Health
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•  Members non-adherent to prescription regimen or no corresponding therapy 


•  Members with multiple readmissions to an acute level of care 


•  Members with multiple ER visits 


•  Any member who has made a serious attempt to harm themselves or someone else 


  


 


 B. Assessment 


 The Vendor must arrange for or conduct an initial comprehensive assessment of new members, 
to confirm the results of a positive identification and to determine the need for case 
management services within 90 days of enrollment. Face-to-face assessments shall be 
conducted, as necessary. The goals of the assessment are to identify the member’s existing 
and/or potential health care needs and assess the member’s need of case management 
services. 


 The comprehensive assessment must evaluate the member’s physical health, behavioral 
health, co-morbid conditions, and psycho-social, environmental, and community support needs. 
The assessment must be completed by a physician, physician assistant, RN, LPN, licensed 
social worker, or a graduate of a two-or four-year allied health program. If the assessment is 
completed by another medical professional, there should be oversight and monitoring by either 
a registered nurse or physician. 


 Furthermore, the Vendor must provide information to the members and their PCPs that they 
have been identified as meeting the criteria for case management, including their enrollment 
into case management services. 


The initial assessment will be conducted by the MCO. If behavioral health needs are identified 
during the initial assessment, MHNet will coordinate services with the MCO to ensure optimal 
health outcomes. 


Additionally, MHNet is in compliance with the requirements specified in section 4.8.18.B.  


 C. Prioritize Care Needs of the Member 


 The Vendor must develop methods to synthesize assessment information to prioritize care 
needs and develop treatment plans. Once the members care needs have been identified, the 
Vendor must, at a minimum:  


 1. Develop a care treatment plan (as described below);  


When behavioral health needs are identified, MHNet’s Case Manager coordinates with the 
medical  case manager to develop and prioritize goals and relevant interventions to implement the 
case plan. 
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 2. Implement member - level interventions;  


The care treatment plan contains member- level interventions in the form of specific goals to be 
met. 


 3. Continuously monitor the progress of the patient; 


When the member’s primary needs are behavioral, MHNet’s case manager periodically reaches 
out to the member to monitor progress and updates the case plan as appropriate. 


 4. Identify gaps between care recommended and actual care provided, and propose and 
implement interventions to address the gaps; and 


The purpose of the periodic assessment with the member is to identify the progress in meeting 
goals, identify gaps in care recommended and actual care provided, and revise the goals and 
treatment plan accordingly to address gaps.  


 5. Re-evaluate the member’s care needs and adjust the level of case management services 
accordingly. 


The periodic reassessments result in adjustments to the care treatment plan and the level of case 
management services needed. 
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 D. Care Treatment Plan 


 Based on the assessment, the Vendor must assure and coordinate the placement of the 
member into case management and development of a care treatment plan within 90 days of 
membership. The care treatment plan as defined by DHCFP is the one developed by the 
Vendor. The member and the member's PCP must be actively involved in the development of 
the care treatment plan. The designated PCP is the physician who will manage and coordinate 
the overall care for the member. Ongoing communication regarding the status of the care 
treatment plan may be accomplished between the Vendor and the PCP’s designee (i.e. qualified 
health professional). Revisions to the clinical portion of the care treatment plan should be 
completed in consultation with the PCP. 


 The Vendor must arrange or provide for professional care management services that are 
performed collaboratively by a team of professionals (which may include physicians, physician 
assistants, nurses, specialists, pediatricians, pharmacists, behavior health specialists, and/or 
social workers) appropriate for the member’s condition and health care needs. 


 The care treatment plan should reflect the member’s primary medical diagnosis and health 
condition, any co-morbidity, and the member’s psychological and community support needs. At 
a minimum, the Vendor’s physical health case manager must attempt to coordinate care with 
the member’s case manager from other health systems, including behavioral health. The care 
treatment plan must also include specific provisions for periodic reviews of the member’s 
condition and appropriate updates to the plan. 


 Vendor must honor ongoing care treatment plans, as medically necessary, for members 
transferred into the Vendor’s plan from another Medicaid Vendor, a State-designated HIX plan 
or any other existing care treatment plans. 


MHNet is in compliance with the requirements specified in section 4.8.18.D. 


 E. Designation of PCP 


 For members with case management needs, the designated PCP is the physician who will 
manage and coordinate the overall care for the member. See Section 4.2.1.8 for other PCP 
designation requirements. In addition, the Vendor will facilitate the coordination of the members 
care and ensure communications between the member, PCP, and other service providers and 
case managers. 


MHNet is in compliance with the requirements specified in section 4.8.18.E. 


4.8.18.3  Case Management Program Staffing 
 The Vendor must identify the staff that will be involved in the operations of the case 


management program, including but not limited to: case manager supervisors, case managers, 
and administrative support staff. The Vendor must identify the role/functions of each case 
management staff member as well as the required educational requirements, clinical licensure 
standards, certification and relevant experience with case management standards and/or 
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activities. Furthermore, the Vendor must provide case manager staff/member ratios based on 
the member risk stratification and different levels of care being provided to members. 
 


MHNet’s Case Management staff includes the following positions. 


• The Medical Director must be a board-certified licensed psychiatrist with five years of 
post-residency clinical experience; prior experience in a managed care setting is preferred. 
The Medical Director’s responsibilities include: 


5.19 Clinical/medical leadership and consultation;  


5.19.1 Performing peer reviews and providing resolution of utilization management 
appeals; 


5.19.2 Acting as a liaison between other physicians and professionals; 


5.19.3 Providing in-service training to MHNet staff; and 


5.19.4 Adhering to MHNet or client utilization improvement policies and 
procedures. 


5.20 Regional Executive Directors must have a Master’s degree in a behavioral health-
related field. Licensure as an independent mental health professional is preferred. If 
there is no Clinical Case Manager Supervisor, the Regional Executive Director must 
be a licensed behavioral health clinician with at least a Master’s degree and five 
years of post-Master’s clinical experience. The Regional Executive Director: 


5.20.1 Implements the Regional Utilization Improvement Program; 


5.20.2 Modifies the Regional Utilization Improvement Program’s policies and 
procedures as appropriate to the Regional Office’s structure, lines of 
business, and account requirements; 


5.20.3 Chairs the RQIC; 


5.20.4 Supervises and trains clinical staff regarding policies and procedures for 
utilization improvement (utilization management and case management) 
along with the Regional Medical Director; 


5.20.5 Ensures that data on the utilization subset of the Key Performance Indicators 
are collected and presented to the RQIC; and 


5.20.6 Coordinates utilization improvement with functions and activities of 
Regional Office. 


5.21 Clinical Case Manager Supervisors must be licensed behavioral health clinicians 
with a minimum of a Master’s degree and five years of post-Master’s clinical 
experience. The Clinical Case Manager Supervisor: 


5.21.1 Directs the day-to-day operations of the Utilization Management and Case 
Management Departments; 


5.21.2 Supervises the Utilization Management and Case Management staff,  


5.21.3 Evaluates performance and makes recommendations for personnel actions; 
and 
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5.21.4 Evaluates the consistency with which Clinical Case Managers apply 
MHNet’s Medical Necessity Criteria. 


5.22 Clinical Case Management staff must be licensed behavioral health professionals 
who are, at a minimum, registered nurses or Master’s-level clinicians. Clinical Case 
Managers: 


5.22.1 Perform triage, assessment, and referral; and 


5.22.2 Provide utilization and case management services. 


5.23 Customer Service Representatives must have a minimum of a high school diploma or 
equivalent, with two years of college preferred. Their duties involve taking routine 
calls and making routine appointments. Customer Service Representatives: 


5.23.1 Provide information to members regarding benefits and eligibility; and 


5.23.2 Facilitate routine referrals of members by matching members with 
practitioners based on geography and member choice (such as a preference 
for a male or female therapist). 


 


Staffing for Case Management for MHNet would be based upon membership, member risk 
stratification and specialty program needs. A general model is presented below based upon an 
assumption of 100,000 members. However, these numbers would need to be adjusted upon 
member enrollment, need determination, and risk stratification.  


Figure 5: Case Management Staffing 
Area Job Title FTEs 


Administrative Regional Executive Director 1 


Supervisors 3 


Case Managers 11 Case Management 


Discharge Planner 1 


Customer Service Customer Service Representatives 3 


 


4.8.18.4 Case Management Conditions 


The Vendor must, at a minimum, provide case management to members with the following clinical and 
behavioral health conditions:  


The following programs would be deployed for Nevada members. 
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A. Congestive Heart Failure (CHF); 


B. Coronary Arterial Disease (CAD); 


C. Hypertension (excluding Mild Hypertension); 


D. Diabetes; 


E. Chronic Obstructive Pulmonary Disease (COPD); 


F. Asthma; 


In conjunction with the MCO, MHNet’s Medical and Behavioral High Cost Co-morbid 
Conditions program employs interventions for decreasing cost of care for many high-cost and 
chronic medical diagnoses and/or member populations. MHNet completes a Depression screening 
upon identification of these members. Based on the outcome of the Depression screening, 
members then receive educational information about their related diagnosis and MHNet provides 
one of two levels of Case Management for identification of additional resources that would result 
in reduced depressive symptoms. These interventions target treatment compliance in order to 
reduce Readmission rates, ER visits, and overall costs of care.  


MHNet identifies members via reports from the Health Risk Assessment (HRA) or during the 
MCO triage and/or concurrent review process. The medical diagnoses/member populations 
identified are typically (and can be modified based on the MCO/membership experience): 


• Sickle Cell Disease 


• Diabetes 


• Asthma 


• COPD (Chronic Obstructive Pulmonary Disease) 


• NICU (Neonatal Intensive Care Unit) infants 


• Mothers of NICU infants  


Level One: Intensive Case Management 
MHNet offers this program to our identified “high risk” members. These include, but are not 
limited to: 


• Members with multiple readmissions to an acute level of care 


• Members with complicating medical factors  


• Members who have made serious attempt to harm themselves or others 


• Members with complicating psychosocial factors 


• Referrals from the MCO 
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Level Two: Short-term Case Management 
The MHNet/MCO Coordination of Care Case Managers follow members identified for this level 
of case management. These members are contacted once a month for three months via telephone 
to ensure their compliance with medical treatment and to offer any additional resources that 
might be helpful. 


Program Goals 
• Focus on compliance with recommended treatment plans and medication regimen to 


reduce utilization of more restrictive levels of care 


• Optimize the level of functioning in everyday life 


• Access appropriate community resources and supports 


• Facilitate engagement with the full range of outpatient services 


• Coordinate any medical issues with the MCO 
Case Managers 


Outcome Measures 
• Number of members identified based on HRA 


assessment and/or MCO triage/concurrent 
review 


• Number/percent of members enrolled in 
Intensive Case Management and Short-term 
Case Management as a result of identification 


• Depression scores at time of admission and at 
discharge via MCO Coordination of Care Case 
Managers 


• Readmission Rates of members  


• Rate of ER visits  


• Overall cost of care  


G. Severe Mental Illness; 


As stated earlier, our treatment philosophy is member-oriented and outcome-driven. Our health 
specialists and clinical personnel work with the member, member’s caregiver, provider, and 
CoventryCares’ case managers to determine specific needs, including those that do not fall into 
routine areas of treatment.  


Also, this team develops treatment protocols and outreach programs to accommodate specific 
member needs. By tailoring treatment systems to even the most unique requirements, MHNet 
successfully provides comprehensive, quality care.  


Over the past seven months that 
I have been Montevista 
Hospital’s Clinical Director, 
MHNet has been very responsive 
to the needs of our shared 
clients. MHNet is invested in 
their clients and responds 
quickly when we have a question 
or need to discuss what is best 
for the client. We very much 
appreciate and value our 
relationship with the MHNet 
staff.   


– Ronald D. Ambuehl, MS NCC 
MAC, Director of Clinical 
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Our primary objectives are comprehensive care, coordination of care, and continuity of care. These 
objectives are critically important to the Medicaid member who may have fewer resources and 
need more assistance navigating care. Every member calling in for treatment may be assessed for 
needed services by a Care Advocate who coordinates the member’s care with all providers and 
ensures that he/she receives continuous appropriate care.  


Whether a new member or an existing member is moved from one level of care to another, we feel 
strongly that a member’s treatment should never be interrupted, and we have built our successful 
processes and protocols around that principle. 


MHNet also: 


• Encourages the member’s compliance with his/her recommended treatment plan 


• Monitors progress 


• Regularly contacts the member directly to identify and remove barriers to care and make 
sure he or she is receiving optimal treatment 


MHNet assigns a licensed Care Advocate to all members being discharged from a hospital 
admission, as well as specialized Discharge Planners, to ensure a smooth transition back home, 
needed treatment services, and community-based supports for continued care. MHNet initiates 
follow-up member telephone calls and discharge letters to members post discharge in order to 
improve member follow-through with treatment plans and identify any barriers to care that can 
be addressed to prevent unnecessary recidivism. 


MHNet’s coordinated Case Management approach allows us to partner with community 
providers to establish treatment plans. These plans consider not only the member’s current care 
but also previous and potential behavioral health and medical conditions, co-morbidities, and 
substance abuse problems. 


Continuum of Care 
MHNet’s continuum of care for SMI and non-SMI members includes access to the following key 
services: 


• Outpatient office counseling visits 


• Outpatient psychiatry and medication management services (MD, ARNP) 


• Home-based counseling and nursing visits  


• Home-based case management programs  


• Coordination with school-based treatment services  


• Local CMHC programs and services 


• Hospital-based outpatient programs (i.e. IOP, Partial Hospital) 


• Residential treatment programs 


• Acute inpatient treatment 


• Medical acute detoxification programs 
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• Telemedicine services  


• Telephonic case and disease management programs 


 


MHNet recognizes that members with SMI may require additional supports to manage their care. 
Generally, the services provided to members with SMI feature enhanced home and community 
program-based interventions focused on: 


• Individual goal setting 


• Symptom reduction/maintenance 


• Increasing support systems 


• Skill building and development 


• Improved community tenure 


 


Story Below 
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All MHNet members, whether SMI or non-SMI, have full access to the continuum of services as 
needed via a toll-free behavioral health access telephone number. MHNet believes that treating 


This member’s story exhibits MHNet’s approach to coordination of care and case 
management activity that includes a member-centric focus, a take charge and active 
involvement in the health and wellness of our members, and successfully achieving the 
objective of including all key stakeholders in the members’ health service delivery system. 


Jane is a 14-year old female with a history of 14 emergency department (ED) visits within the 
past six months. MHNet’s case management and care coordination clinical initiatives with 
our Health Plans includes a review of high volume ED visits with subsequent behavioral 
health Case Manager outreach to members to assess needs and educate about available 
services and ongoing coordination with the Health Plan/PCP. 


Jane’s health care activity was reviewed as part of a combined Plan/MHNet case rounding 
program. Despite chronic ED visits for a variety of ailments reported by her mother, and 
multiple physician and neurological consults, no specific medical diagnosis could be 
identified. Further assessment revealed that she missed 45 percent of school days, flunking 
four out of seven classes, and is at significant risk of not passing to the ninth grade level. The 
state Division of Family Services (DFS) was called to assess the home environment and 
found Jane in a wheel chair with a mask on her face. They also reported two older children 
in the home were on disability and that mother had applied for disability for this member as 
well. The school reported Jane functioned well socially during the days she attended with 
no significant medical issues, and that she appears bright and able to perform better than 
her current level of functioning. They reported her mother frequently picked her up from 
school at about 10:00 a.m. reporting various illnesses and the need for doctor appointments. 
Munchausen Syndrome and Conversion Disorder were the suspected diagnoses. Behavioral 
health services were offered but initially refused by the mother. 


MHNet Case Manager engaged the mother with telephonic case management and was able 
eventually to have Jane begin therapy appointments. A care coordination meeting was 
organized (with the mother’s consent) by MHNet that included Jane’s therapist, teachers, 
school counselor, school nurse, the DFS case worker, and MHNet/Plan representatives 
(including our psychiatric Medical Director). The mother was invited to attend but refused. 
A plan was developed which involved more frequent therapy appointments with Jane and 
her mother, an evaluation of the need for child psychiatry services (previously rejected by 
mother), supportive confrontation with mother by the therapist about Jane’s history of 
health services activity with a recommendation for a short-term residential treatment 
program to create needed separation and further assessment of her functioning without 
mother present, and increased involvement of both DFS and the school to ensure her school 
attendance improves quickly and significantly. It is too early at the time of this writing to 
report on clinical outcomes. 
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members with non-SMI diagnoses is best practice and prevents the potential for member 
deterioration.  


Forthis reason, the primary distinction between the continuum of care for SMI versus non-SMI 
members is the enhanced services offered to those with a SMI, which may include: 


• Assertive Community Treatment (ACT) team services 


• Peer support services 


• Supported employment services 


• Supported housing services  


These evidence-based practices may offer the additional supports that a member with a SMI 
diagnosis requires. MHNet does not limit these services based on member diagnosis.  


Licensed clinicians are available 24 hours a day, seven days a week. During business hours, 
Customer Service Representatives ask the caller a few questions to determine if a Care Manager 
should manage the call. The Customer Service Representatives facilitate prior authorization for 
routine outpatient services with a participating provider for an evaluation.  


MHNet’s after-hours hotline allows for members and providers to speak directly to a MHNet 
Clinical Care Advocate to arrange for both emergent and urgent services. When members in a 
crisis call MHNet’s toll-free telephone number, they are prompted to hit option #1, and they are 
connected to a live Clinical Care Advocate for immediate assistance. For routine services, 
requested after-hours, MHNet’s answering service takes a message and the call for routine 
services is returned the next business day. 


After-hours services include Crisis and Intervention Services with qualified behavioral health staff 
available to assess emergent and urgent needed services.  


Intensive Case Management 
MHNet treats the whole person, not just the disease, using a personalized and comprehensive 
approach to diagnosis and treatment.  


MHNet starts with early identification using all information available through behavioral health 
and medical claims, case management records and pharmacy data, as well as a comprehensive 
telephone assessment to ensure that the member is in the right program with the best-suited 
intensity of services. 


Empowered through this approach, MHNet addresses common issues in the Medicaid population. 
Members with SMI are placed in our disease management program to help them achieve better 
outcomes, closely following them through every step of their treatment and providing them with 
the support they need to improve their behavioral health. 


MHNet coordinates with CoventryCares to customize each member’s treatment, considering the 
whole person and the intricate interaction of physical, mental, emotional, environmental, and 
social factors affecting his or her life and health. Care Advocates become health coaches and work 
to:  


• Support family involvement in member treatment  
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• Promote disease awareness and member self-management through education 


• Encourage each member to follow best practices 


MHNet’s Intensive Case Management Program decreases the member’s symptoms and enhances 
his/her level of functioning, achieving a superior clinical outcome and higher client satisfaction. 


The program also helps us realize a significant medical cost offset by coordinating medical and 
behavioral health care for members. We do this by building strong partnerships with providers 
and PCPs, providing practice guidelines and educational materials, focusing on increasing the 
medical community’s awareness of certain diseases, and supporting provider treatment plans.  


We also partner with the State and community agencies to conduct outreach and coordinate care. 
A collaborative team, MHNet, CoventryCares’ disease management team and the treating 
providers assess the member’s mental/health status, treatment progress and goals, medication 
management, and how to best move forward with case planning.  


The program is structured around frequent assessments of the member’s recovery and resiliency, 
providing measurement and process outcomes data. Results are reviewed at the individual as well 
as aggregate level. MHNet’s Intensive Case Management Program is integrated into all levels of 
case management – from routine to critical case management. 


 


H. High-Risk or High-Cost Substance Abuse Disorders; 


MHNet’s formal Coordination of Care program ensure members with co-morbid conditions 
receive an integrated approach to their treatment resulting in improved clinical outcomes for both 
behavioral and medical health conditions. 


Coordinated Case Management is intended to both reduce the cost, and improve the clinical 
outcomes, for those members with co-occurring medical and behavioral health conditions. This 
illness combination is often undiagnosed and under-treated, but highly common, and so presents 
a real opportunity to reduce the risks to these 
members. MHNet’s coordination of care initiatives 
focus on “connecting the dots” between programs to 
better identify and address the needs of members; 
therefore, ensuring that the most comprehensive 
care is being provided. 


In an effort to provide comprehensive wellness 
services to our members, MHNet and the MCO 
partner to most effectively address a member’s 
health care needs. MHNet anticipates that this 
increased partnership will: 


• Reduce readmission rates 


• Increase the quality of care and eliminate any duplication of services 


• Focus on the person, not just the diagnosis, in order to best serve our members 


5


Why do individuals with behavioral health issues 
have higher medical costs?


n More and amplified physical symptoms
n More diagnostic tests and lab costs 
n Incorrect diagnoses and repeat visits for symptoms


n More emergency room visits
n Increased rates of hospitalization


n Lower adherence to recommended treatment


n Increased complications
n More injuries
n Poorer prognosis, less functional improvement, 


increased morbidity
n Difficulty complying with/sticking to 


treatment regimens
n Limited support system to help maintain stability


Cost 
Reduction 
Opportunity
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With regard to readmission rates, MHNet adopts, promotes, and monitors compliance to Clinical 
Practice Guidelines in ICM which mirrors the CoventryCares guidelines.  


 


Figure 6: Readmission Rates 


Readmission Rates 


  Goal 2010 2011 
Change in 


Percentage 
Points (pp)  


7 days  


Medicaid  5.0% 3.69% 2.66% -1.0pp 


30 days  


Medicaid  14.0% 12.48% 9.07% -3.4pp 


90 Days  


Medicaid  17.0% 24.07% 21.64% -2.4pp 


 


Also, care coordination helps ensure an individual’s needs and preferences for care are understood 
and that those needs and preferences are shared between providers, the individual and families as 
a member moves from one health care setting to another. Care among many different providers 
must be well-coordinated to avoid waste, over-utilization, under-utilization, or misuse of 
prescribed medications and conflicting plans of care.  


By identifying potential co-morbid conditions early in treatment, MHNet and the MCO can 
implement wraparound services and referrals that will: 


• Reduce ER visits and in-patient admissions 


• Promote proactive treatment 


• Provide care in the least restrictive setting 


• Address the total needs of an individual 


 


Story Below 
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.  


I. Severe Cognitive and/or Developmental Limitation;  


Services for members with developmental disability often require specialized services to address 
their needs. MHNet contracts with specialty providers, such as psychologists with ABA training 
or psychiatrists with a developmental specialization, to assist with members with developmental 
disorders. Often these members require a multi-disciplinary team to address their conditions. 
MHNet’s Case Manager assists with care coordination and case management services for the 
member and the member’s family. Access to family support services and advocacy groups can help 
families with members who have developmental disability. For example, we provide home-based 
services with specialized providers (particularly those with autism spectrum specialization) to 
provide treatment services for members and their families who do not have ABA covered benefits, 
but are at risk of or are over utilizing acute and/or sub-acute service. 


To illustrate our experience: 


Marianne is a 21-year old female, with an Opiate addiction and is pregnant. 


Her call to MHNet and initial telephone screening triggered her referral into the MHNet 
Intensive Case Management program due to her substance dependence and pregnancy 
status. 


MHNet was able to quickly facilitate Marianne’s admission to a local specialty CSTAR 
residential treatment program for pregnant substance dependent women post discharge 
from a safe medical detox service. MHNet Case Managers coordinated with the hospital 
and the residential treatment program while Marianne was in the hospital to ensure she 
had access to an appropriate level and intensity of care at discharge. She was transferred 
directly from the hospital into the residential program with no gap in care or risk of losing 
contact with the member post discharge—a challenge that is commonly seen in this 
particular population. MHNet Case Managers also coordinated and communicated with 
the health plan in order to ensure involvement from the medical case management 
department and close coordination with the member’s PCP. 


Marianne has since completed the level one of the substance abuse program and has 
successfully moved to level two. She has engaged in a clinical relationship with a therapist 
who she will continue with post discharge. She was referred for additional community 
based services through a local CMHC, and will remain involved in a methadone program as 
part of her treatment until she delivers her baby under the care of her PCP and a 
psychiatrist. She has remained sober, and she attends NA groups on a regular basis. Her 
baby is currently healthy at 28 weeks pregnant. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


810  Medicaid Managed Care Organization Services RFP 1988 


MHNet consults with universities on best practices for those with developmental disabilities. For 
example, Nova Southeastern University in Florida reviewed our autism criteria and services, and 
we incorporated their feedback into our medical necessity review criteria, which helps guide 
authorization services for members. In addition, clinical staff training has occurred in the area of 
developmental disabilities to ensure that staff understands the unique treatment needs of these 
members. 


J. Members in Supportive Housing; and 


MHNet’s partnership with non-medical services, including community-based providers, best fits 
into a continuum of care. This partnership offers a wealth of programs to specifically meet the 
needs of Medicaid members. 


A key component of the recovery and resiliency model is the use of peer support programs for 
members and their families. Services such as peer support, supported employment and supportive 
housing can maximize the chance for success for those living with chronic mental illness. These 
services can and should occur throughout the care continuum from those discharging from an 
acute hospital to those members living in the community and accessing outpatient services. 


Peer support at the time of discharge can assist the member and member’s family to locate 
regional resources and support groups. Supportive housing may allow a member to discharge from 
a hospital setting to a safe and structured environment in the community with the most support 
to prevent a reoccurrence of symptoms. Supportive employment can assist members with skill 
development and increase the likelihood of 
independence. The MHNet Case Manager can assist 
with the coordination of these services and activities 
via our case management program. 


Some of the programs offered by provider partners 
and authorized by MHNet include (but are not 
limited to): 


• Family Support Services (through Public 
Health and other sources) 


• Psychosocial Rehabilitation 


• School-based services 


• Home-based services 


Program to assist the homeless 
Homelessness is highly stressful. It leaves people feeling vulnerable, overwhelmed, and helpless. 
For most, the stress of being homeless is compounded by past traumatic experiences, such as 
catastrophic illness, violence, combat, abrupt separations, and physical and sexual abuse 
(Homelessness Resource Center). MHNet is committed to partnering with community agencies to 
create wraparound services that will assist individuals who are homeless and unable to access 
behavioral health care. 


MHNet partners with the local shelters, case management and outreach organizations to help 
create a communications network. The largest barrier in working with individuals who are 
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homeless is communication. Due to these members transient living situations communication 
designed at promoting ongoing support can be difficult and cumbersome. MHNet’s 
Communications Network will be created initially by establishing business agreements to allow 
for locating and communicating with the homeless individual and their support system (including 
family, Primary Physicians, and friends). MHNet partners with community organizations to 
provide education to members and staff regarding the behavioral health services and outreach 
available to the homeless member and the ease with which services can be accessed. Interventions 
include: 


• MHNet establishes Business Agreements with Community Organizations who provide 
residential, Case Management and outreach services to allow for confidential 
communication and location of members 


• Informational Brochures/Posters: MHNet creates and distributes materials targeted at 
individuals who are homeless through community partners to educate them as to the 
services that are available to them 


• MHNet hosts lunch and learns for community agency staff on working with individuals 
with mental illness and care coordination 


• MHNet establishes an outreach coordinator to partner with the community agencies to 
assist in locating members and ensuring that their basic needs are met. 


• MHNet partners with community agencies to create support groups for members and their 
community supports/family members 


• MHNet partners with community agencies to establish advocates for members in need or 
with the desire for this type of support. 


Family Support Services Program 
Medicaid members in the community often remain in need of additional wraparound support 
services when the existing community services and programs are not meeting their specific needs. 
The primary goal of MHNet’s Family Support Services Program designates additional Case 
Managers to provide added and collateral outreach and advocacy services to the families of the 
Medicaid members. The wraparound process is based on a philosophy in which services are highly 
individualized to meet the needs of children (adults) and families (Burchard & Clarke, 1990; 
VanDenBerg & Grealish, 1996). The family (natural or community) is the center in the process of 
identifying their strengths, setting their goals, determining their major needs, and developing 
strengths-based options in coordination with an interdisciplinary team. MHNet’s Family Support 
Services Program assists the members and their family support systems, advocating for the 
members necessity to achieve their highest level of functioning in the community. 


At time of enrollment, the member will be notified of the availability of Family Support Services 
Program. Families who opt to participate in this program will receive the following: 


• “Direct Connect” – Family members are assigned a MHNet Coordinator to assist them in 
identifying, supporting and accessing typical and atypical services for the member. The 
Coordinator is available to answer questions and offer support in order to assist family 
members in advocating for their loved one. Family members will also receive regular 
outreach calls from their assigned Coordinator to provide encouragement and support in 
coping with the family member with behavioral health needs. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


812  Medicaid Managed Care Organization Services RFP 1988 


• Linkage to Support Groups and Local Advocates– MHNet partners with local advocacy 
groups that can provide the following services: support groups, education and advocacy. 
These groups assist members and their family members in ensuring that they are the center 
of the treatment team. Coordinators assist and ensure the successful development of these 
groups.  


• Participants in the Family Support Services Program have the unique opportunity to assist 
MHNet in developing and shaping additional interventions designed to enhance the 
quality of services for members. At least biannually, MHNet surveys all participants to 
provide feedback and seek opportunities for improvement of the current program. 


• MHNet provides customary educational and motivational mailings to all participants to 
assist them in coping with the challenges of supporting and advocating for their loved one. 


Coordination efforts with Community Mental Health Centers (CMHCs) are a priority for MHNet 
and greatly contribute to the success of these wraparound services efforts. Our ability to develop 
relationships with these stakeholders is an influential aspect of our services that provides a direct 
benefit to our members.   


K. Members with Complex Conditions. 


MHNet has an Intensive Case Management Model for members who have concurrent medical and 
behavioral problems. Together, the MHNet Intensive Clinical Care Advocate, the member, and the 
practitioner are participants in a treatment team that ensures the appropriate type and location of 
care for the member. For those members being followed through intensive case management 
protocols, psychiatrists and selected allied mental health providers are chosen in conjunction with 
specialty programs (i.e., chemical dependency and geriatric-psych-programs, partial 
hospitalization programs, or intensive structured outpatient therapy programs). 


To further the member’s coordination of care, MHNet’s approach includes integrated care 
management wherein Behavioral Health Care Advocates are placed alongside their medical MCO 
counterparts. This is a successful endeavor in true integrated care management. Currently, this 
model is in place in Missouri and Kentucky. MHNet will develop the Intensive Case Management 
Model for Nevada as well.  


Mental Health Integration and Condition Management: 


• Behavioral Health Care Advocates will be located with Medical Care Managers to 
maximize coordination of care. 


• Member is encouraged to sign a consent form for exchange of information between 
physical and mental health providers. Care Team facilitates an exchange of current 
information between all treating providers. 


• MHNet assists in managing the mental health component of the member’s health care 
through development of care plans that include behavioral health goals focusing on 
recovery and resiliency.  


Members with chronic behavioral illness have a variety of care options to best meet their needs in 
the least restrictive environment. Typically, members are in need of the most intensive behavioral 
health services (inpatient, partial hospital or intensive outpatient services) for a very short time 
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for stabilization relative to their ongoing treatment and recovery. Once members are stabilized, 
members are transitioned to a lesser restrictive environment or step down levels for ongoing 
services, such as intensive outpatient or partial hospitalization. 


Members receiving intensive treatment, as well as members identified as having a chronic 
behavioral illness but not needing intensive care, have their needs for ongoing and community-
based services routinely assessed and re-evaluated in coordination with the Care Team. These 
members are assigned a Behavioral Health Care Advocate who is part of the Care Team. This 
licensed behavioral health clinician maintains regular contact with the member to ensure 
adherence to a treatment plan that is focused on the goals of recovery and resiliency.  


To that end, medication reconciliation and adherence checks are provided when a member 
transitions from intensive behavioral illness treatment to outpatient or when requested by the 
Care Team. Ongoing care provided to members through existing community resources is 
documented and shared with the Care Team to ensure coordination of care.  


However, Vendor’ should focus on all members whose health conditions warrant case management 
services and should not limit these services only to members with these conditions (e.g., cystic 
fibrosis, cerebral palsy, sickle cell anemia, etc.). 


As stated before, MHNet’s treatment philosophy is people-oriented and customer-focused. Every 
member calling for treatment may be assessed by a Care Advocate who coordinates the member’s 
care with all providers and ensures that a comprehensive recovery plan is in place.  


4.8.18.5  Case Management Strategies 
 The Vendor must follow best-practice and/or evidence-based clinical guidelines when devising a 


member’s treatment plan and coordinating the case management needs. Should a Vendor 
employ a disease management methodology (e.g., grouper, predictive modeling, proprietary 
screening algorithms) to identify and/or stratify members in need of various levels of health 
coaching and care intervention, the methods must be validated by scientific research and/or 
nationally accepted and recognized in the health care industry. 


All of the case management and disease management programs for MHNet are based upon best-
practice and evidence-based nationally-recognized clinical guidelines. 


MHNet has adopted Clinical Practice Guidelines from the American Psychiatric Association 
(APA) for the following conditions: Schizophrenia, Major Depressive Disorders, Bipolar 
Disorders, and Substance Abuse Disorders. Each of these protocols provides information on the 
specific illness and different treatment options available to members. Our Corporate Medical 
Director has composed a summary of these guidelines.  


Additionally, MHNet has developed Practice Guidelines for Pediatric Bipolar Disorder and Opiate 
Detoxification to further assist providers in developing treatment plans for patients. MHNet 
monitors practitioner adherence to the guidelines for Major Depressive and Bipolar Disorders. We 
analyze claims data for members with these diagnoses to determine the rate of those receiving 
psychotherapy and medication management within the first 12 weeks of treatment or following an 
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inpatient hospital discharge. Providers are given individual report cards to educate them on their 
compliance as compared to their peers. MHNet’s Medical Director is available to discuss any 
opportunities for improvements with individual providers. 


 The Vendor must develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines or best practice approaches to assist in providing a high level 
of quality care to Vendor members. 


MHNet recognized the importance of sharing evidence-based clinical guidelines and practices 
with our physician partners. This is accomplished in a variety of ways including mailings, 
newsletters, Medical Advisory Committees, the provider website, provider manuals, as well as 
delivery directly to physician offices by provider representatives. 


 The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. The 
Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care. 


MHNet understands and shall comply. 


4.8.18.6  Information Technology System for Case Management: 
 The Vendor’s information technology system for its case management program must maximize 


the opportunity for communication between the Vendor, PCP, the patient, other service 
providers and case managers. The Vendor must have an integrated database that allows 
Vendor staff that may be contacted by a member in case management to have immediate 
access to and review of the most recent information within the Vendor’s information systems 
relevant to the case. The integrated database may include the following: administrative data, 
call center communications, service authorizations, care treatment plans, patient assessments 
and case management notes. For example, Vendor member services staff must have access to 
a member’s case management notes and recent inpatient or emergency department utilization if 
contacted by that member. The information technology system must also have the capability to 
share relevant information (i.e. utilization reports, care treatment plans, etc.) with the member, 
the PCP, and other service providers and case managers. 


The basis of MHNet’s management program is our online documentation system, called Navigator 
Care (NavCare), which includes: 


• Greater than 60 diagnosis-specific assessments 


• A clinical rules engine that identifies potential members for care management 


• Predictive modeling software for claims analysis to help identify high-risk members and 
opportunities to reduce treatment costs 


• Claims received 


• Lab results 


• Prescriptions dispensed 
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• Authorizations requested 


• Concurrent review notes for hospitalizations 


• All call center contacts 


• Disease management programs in which the member is enrolled  


• Enrollment and eligibility information 


• All case management contacts, assessments, and care plans 


Menu-driven goals and interventions based upon clinical practice guidelines 


• A tickler system for interventions and alerts for missed services 


• Coordination of multiple aspects of health education and member care options 


• Integrated care management reports which incorporate social and medical care managers 


• Evaluation of outcomes of each member care plan to ensure improved health has been 
achieved 


This online documentation system captures all contacts with members and/or their designated 
representatives and providers. If the PCP chooses not to participate in the development of the 
treatment plan, that is also documented in this system. 


4.8.19  Standard XV:  IQAP Documentation 


4.8.19.1  Scope 
 The Vendor shall document that it is monitoring the quality of care across all services and all 


treatment modalities, according to its written QAP. (This review of the entire range of care is 
expected to be carried out over multiple review periods and not on a concurrent basis.) 


MHNet understands and complies with this requirement. Documentation of this compliance can 
be found in the minutes of the monthly Quality Improvement Committee as well as the annual 
assessment of the effectiveness of the QAP. 


4.8.19.2  Maintenance and Availability of Documentation 
The Vendor must maintain and make available to the DHCFP, and upon request to the Secretary, 


studies, reports, protocols, standards, worksheets, minutes, or such other documentation as 
requested concerning its quality assurance activities and corrective actions. 


MHNet understands and shall comply with the requirements in 4.8.19.2. 
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4.8.20  Standard XVI: Coordination of Quality Assurance (QA) Activity with Other Management 
Activity  


 The findings, conclusions, recommendations, actions taken and results of the actions taken as a 
result of QA activity, are documented and reported within the Vendor’s organization and through 
the established QA channels.  


 4.8.20.1  Quality assurance information is used in recredentialing, reconstructing and/or annual 
performance evaluations.  


MHNet performs interim monitoring of licensure, Medicare/Medicaid sanctions, Quality of Care 
complaints, Quality of Service complaints, and Service Center-Specific complaints. Ongoing 
monitoring ensures that MHNet identifies, and when appropriate acts upon, important quality or 
safety concerns in a timely manner. 


Quality of Care, Quality of Service, and Service Center-Specific complaints are reviewed as 
received. These are received through various sources, including, but not limited to, MHNet’s Call 
Centers, Claims, health plan partners, and providers. 


Complaints regarding quality of care provided by MHNet or regarding a practitioner managed by 
MHNet are thoroughly reviewed and investigated. MHNet defines quality of care complaints as 
allegations of issues with care or treatment received, quality of treatment, education and 
explanation, or breach of confidentiality. Complaints that involve an alleged quality of care issue 
or that are identified as potentially compromising the quality of care for a member may require 
formal review by a licensed clinician. The Quality Improvement Coordinator is responsible for 
managing the investigation of allegations. Additional information may be obtained from the 
member, the practitioner [with the member’s consent], and the case management file.  


Committee minutes will reflect the findings and recommendations of the Committee. 


Documentation 
Navigator is updated throughout the process for tracking and trending of all reported 
complaints/concerns as defined by Network Operations staff. This database also is utilized to 
assess quality issues as needed. The number of complaints is reported to the Quality Improvement 
Committee on an annual basis. This report breaks down complaint trends for evaluation and 
recommendation of action, if needed, by the QIC. 


 4.8.20.2  Quality assurance activities are coordinated with other performance monitoring 
activities, including utilization management, risk management and resolution and 
monitoring of recipient grievances and appeals. 


The monthly Quality Improvement Committee and Utilization Improvement Committee meetings 
review regional as well as organizational performance monitoring activities including, but not 
limited to, utilization management, risk management and resolution, and grievances and appeals. 


The following agenda template outlines those areas addressed in the Quality Improvement 
Committee meeting.  
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• Approval of previous monthly minutes 


• Approval of regional QI Committee minutes 


• Old Business 


• Standing Agenda Items 


o Sentinel Events/Complaints/Quality of Care 


o Compliance Updates 


o Risk Management 


o Fraud & Abuse Committee 


o Network Updates 


o Discharge Appointment Contracting Update 


• New Business 


The monthly Utilization Improvement Committee follows the QI meeting and is led by the 
Corporate Medical Director. Each month, regional and organization-wide utilization trends for 
various levels of care are reviewed and discussed.  


4.8.20.3  There is a linkage between quality assurance and the other management functions of 
the Vendor such as: 


 A. Network changes; 


 B. Benefits redesign; 


 C. Medical management systems (e.g., pre-certification); 


 D. Practice feedback to practitioners; 


 E. Patient education; and 


 F. Recipient services. 


MHNet understands and will comply with 4.8.20.3. 
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4.8.21  Standard XVII:  Data Collection  
 The Vendor must provide DHCFP with uniform utilization, cost, quality assurance, and recipient 


satisfaction/complaint data on a regular basis, in accordance with Section 4.7, Quality 
Assurance Standards. The Vendor will submit information to DHCFP in accordance with the 
contract, performance measures and reports. Data for measures of quality, utilization, recipient 
satisfaction and access will be reported for the contract population. 


 4.8.21.1  Specific areas of study required will be stated in the contract with each individual 
Vendor. 


MHNet understands and will comply with 4.8.21.1. 


 4.8.21.2  Data or studies required by the contract must be submitted timely, and be 
accurate and complete. 


MHNet understands and will comply with 4.8.21.2. 


 


4.8.21.3  Monitoring and tracking of grievance/appeal information, childhood immunization, and 
prenatal and obstetrical care are required annually. 


MHNet understands and will comply with 4.8.21.3. 


4.8.22  Standard XVIII:  Dispute Resolution 


 The Vendor must staff a provider services unit to handle provider questions and disputes. 


MHNet does have a well-staffed provider services department. The Provider Representatives are 
in frequent contact with their assigned provider offices to supply information, answer questions, 
and assist with issues. 


Additionally MHNet has a formal provider dispute process to handle provider grievances and 
appeals. Monitoring data from this provider dispute process is reported monthly to the Quality 
Improvement Committee. 


4.8.22.1  The Vendor must resolve ninety percent (90%) of written, telephone or personal 
contacts within thirty (30) calendar days of the date of receipt. 


MHNet understands and will comply with 4.8.22.1. 
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4.8.22.2  A written record in the form of a file or log is to be maintained by the Vendor for each 
provider inquiry or dispute to include the nature of it, the date filed, dates and nature of 
actions taken, and final resolution. 


MHNet understands and will comply with 4.8.22.2. 
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 5.1.11.5 Quality Assurance 
 B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy 


and Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement 
of the care delivered to enrolled recipients? 


4.9  STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT STRATERGY 


The State’s Quality Assessment and Performance Improvement Strategy has two basic purposes: 


To ensure compliance with federal and state statutory and regulatory requirements on quality, and   


To go beyond compliance with the minimum statutory and regulatory requirements by implementing 
multiple methods for “continuous quality improvement” in order to raise the quality of care 
provided to, and received by, Medicaid beneficiaries in the state.  


4.9.1  The DHCFP developed a Medicaid and Nevada Check Up Managed Care Quality Assessment 
and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 
42 CFR 438.200. The purpose of this quality strategy is to: 


CFR 438.202 – State Responsibilities 


4.9.1.1  Have a written strategy for assessing and improving the quality of managed care services 
offered by all managed care organizations (Vendors);  


4.9.1.2  Obtain the input of recipients and other stakeholders in the development of the strategy and 
make the strategy available for public comment before adopting it to final; 


4.9.1.3  Ensure that the Vendors comply with standards established by the DHCFP;  


4.9.1.4  Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the strategy 
periodically, as needed; and,  


4.9.1.5  Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy whenever 
significant changes are made, and two (2) regular reports on the implementation and 
effectiveness of the strategy. 


The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its management 
and direction. The Vendor is also required to participate in quality initiatives that align with the 
goals and objectives identified in the DHCFP’s Performance Measures, as defined in the 
DHCFP budget. The Strategy is in two parts: an overriding conceptual program and an annual 
Work Plan.  


CFR 438.204 – Elements of State Quality Strategies 


4.9.2  The Strategy incorporates procedures that: 


4.9.2.1  Assess the quality and appropriateness of care and services furnished to all DHCFP medical 
assistance program recipients enrolled in managed care under the Vendor contract, as well as 
to enrolled recipients who have special health care needs; 







Tab VII: Section 5 - Company Background and References: Subcontractor MHNet  


Medicaid Managed Care Organization Services RFP 1988 821 


4.9.2.2  The Vendor will develop a cultural competency plan that will include methods to encourage 
culturally-competent contact between recipients and providers, staff recruitment, staff training, 
translation services, and the development of appropriate health education materials. The 
Vendor is responsible for promoting the delivery of services in a culturally competent manner, 
solely determined by DHCFP, to all members including those with limited English proficiency 
(LEP) and diverse cultural and ethnic background. The Vendor will develop methods to collect 
report and identify the race, ethnicity and primary language spoken of each enrolled recipient. 
The Vendor will track primary language information in the health plans’ customer services 
systems. DHCFP will provide race and ethnicity and primary language spoken data for the 
Medicaid population to the Vendor(s) through a monthly interface. The Vendors may alert 
DHCFP, as part of the demographic update interface with DWSS NOMADS system, of any 
known discrepancies in the race and ethnicity or primary language data they receive from 
DHCFP. This data will be utilized to gather baseline data and will lead to the development of a 
Performance Improvement Projects (PIP) or quality improvement project. Such a 
project will incorporate data from the State enrollment file according to the race and ethnicity 
categories as defined by CMS. The data will be used to generate stratified reports as 
recommended by the Centers for Medicare and Medicaid Services (CMS) and compliant with 
the Health Insurance Portability and Accountability Act (HIPAA) for race and ethnicity categories 
to identify disparities. The Vendor’s will organize interventions specifically designed to reduce or 
eliminate disparities in health care; 


4.9.2.3  Monitor regularly and evaluate the contracted Vendors’ compliance with the standards and a 
description of how the DHCFP will regularly monitor and evaluate Vendor compliance with the 
DHCFP established standards for access to care, structure and operations, and quality 
measurement and improvement. This may include, for example, a description of the types of 
reviews the DHCFP will perform, how often it will monitor these standards, and how the results 
of the DHCFP’s efforts will be reported; 


4.9.2.4  Arrangements for external quality reviews including a description of the DHCFP’s 
arrangements for an annual, independent external quality review of the timeliness, outcomes, 
and accessibility of the services covered under each Vendor contract. This section should 
include a broad description of the scope of the contract (e.g., calculating HEDIS measures or 
designing performance improvement projects, etc.) including the term of the contract; 


4.9.2.5  For Vendors, the performance measures and levels developed by CMS in consultation with 
States and other relevant stakeholders; 


4.9.2.6  An information system that supports initial and ongoing operation and review of the DHCFP’s 
quality strategy; 


4.9.2.7  For Vendors only, a description of how the DHCFP uses intermediate sanctions in support of its 
quality strategy. These sanctions must, at a minimum, meet the requirements specified in 42 
CFR 438 Subpart I. The DHCFP’s description specifies its methodology for using sanctions as a 
vehicle for addressing identified quality of care problems; and 


4.9.2.8  Standards, at least as stringent as those in 42 CFR Part 438 for access to care, structure and 
operations, and quality measurement and improvement. 
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MHNet closely monitors key outcome measures to judge the effectiveness of our many programs 
and initiatives.  


First and foremost, MHNet judges the effectiveness of our program by examining our ability to 
improve outcomes. MHNet’s clinically-driven, outcome-oriented model is member-centric and 
works under the assumption that if outcomes improve, other factors such as return-on-
investment and participant satisfaction will also benefit. Furthermore, the interrelated nature of 
key outcomes measures means that for outcomes to improve, initiatives to improve compliance 
must be a top priority.  


In order to assess MHNet’s effectiveness at improving outcomes, MHNet generates quarterly and 
annual Quality Improvement reports that analyze Key Performance Indicators [KPI] and offer 
programs to further improve MHNet services. KPIs included in these reports include information 
related to the accessibility of services, member and provider satisfaction, success rates of Clinical 
Practice Guidelines [CPG], and Readmission data.  


MHNet also monitors the effectiveness of our Case Management activities, and the effect these 
activities have upon improving outcomes and compliance. For instance, MHNet examines the rate 
of follow-up after being discharged from an inpatient facility. This indicator is broken down into 
rates for those with mental illness, rates for those with depression and rates for those with 
substance abuse issues. Additionally, the reports examine the rate of compliance for 7 day and 30 
day periods.  


MHNet’s focus on accessibility, in terms of telephonic access to MHNet representatives and 
accessibility of providers, has a dramatic effect on participant satisfaction. Each quarter, MHNet 
assesses the wait times and call abandonment rate for members calling to access care. MHNet’s 
access standards for these indicators are a testament to the efficiency of our operations. MHNet 
standards dictate 98 percent of calls must be answered within 30 seconds. Additionally, MHNet 
requires a call abandonment rate must be lower than 2 percent.  


The quarterly and annual QI reports also examine network adequacy. MHNet analyzes each 
geographic coverage area to ensure all members have appropriate access to care. Furthermore, 
MHNet assesses the network to ensure the cultural and language needs of members are being met. 
By lowering the barriers to treatment, MHNet is able to improve both outcomes and member 
satisfaction. 


MHNet also analyzes our ability to provide members with the services they need in the least 
restrictive setting. Case Managers use the Medical Necessity Criteria to authorize treatment plans 
that improve outcomes and prevent behavioral health issues from becoming more severe. By being 
proactive, MHNet is able to reduce the overall cost of claims by identifying and addressing issues 
before inpatient treatment is necessary. 


Additionally, MHNet is developing a Provider Report Card on member recidivism and cost 
savings. This mechanism will help MHNet and providers understand the outcomes of the care 
provided. MHNet also will utilize the Provider Report Card to rank providers and reward our 
best performing partners. 
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 C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please 
describe their systems capability to collect and report race, ethnicity, and language over and 
above what is given to them by the DHCFP? 


All HEDIS data is collected and stored through the MCO. 


5.1.11.6 Fiscal Requirements 


 


 A. How will you ensure timely payment of claims in accordance with state and federal statutes 
and regulations? 


MHNet operates an effective system that features consistent claims handling procedures, 
advanced adjudication capabilities and thorough monitoring measures, thereby reducing 
turnaround time and enhancing provider payment and program experience. MHNet will comply 
with all claims timeliness standards defined by the State of Nevada. 


MHNet actively employs a variety of checks and balances to ensure claims meet timely processing 
requirements. Beginning with overall management, claims inventory levels and aging are 
monitored daily, weekly and monthly and reported throughout our organization. Management 
and examiners use an array of tools to actively monitor claim volume and age. A daily inventory 
report is utilized to ensure consistent tracking and trending of results and capabilities. The report 
includes the number of claims received and keyed or pended, as well as the total number of non-
standard correspondences received, providing real-time reporting of actual pended claims 
inventory. Using such reports allows Management the ability to respond quickly to fluctuations 
and balance resources in support of achieving goals and objectives. 


In addition to market-specific evaluation and planning, the Management team holds daily 
collaboration meetings to ensure appropriate staffing levels are in place to support business needs 
across the entire MHNet business.  


MHNet internally publishes a weekly and monthly Customer Service Organization (CSO) 
Dashboard that provides several key performance indicators for both claims and customer service. 
This report is generated for all of the MHNet business.  


 B. Describe your claims payment performance using the most recent available annual period 
as the time frame of reference. What is your payment aging profile for clean and non-clean 
claims? What is your percent of claims pended? What is your denial rate? What is your rate 
of claims resubmission?  


The last annual period of  2011 shows MHNet’s  operations’ processed clean and non-clean claims 
within 15 and 30 days of receipt at a percentage of 85 percent and 96.40 percent. We went 
through a system conversion and an implementation of a new book of business.  Our year-to-date 
2012 results indicate that we have improved tremendously from the previous year.  The table 
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below demonstrates our claim timeliness performance for ALL claims, both clean and non-clean 
claims for our entire Medicaid population.   


Figure 7: MHNet Claim Timeliness Results 2011 and YTD August 2012 


Payment Aging Profile 2011 2012 


% of Claims processed in 15 days 85.00% 91.44% 


% of Claims processed in 30 days 96.40% 98.10% 


Average days in inventory  2.90 2.70 


Percent of Claims Pended 
All manual claims are worked in a first-in/first-out (FIFO) order. MHNet is responsible for 
processing pended claims in conjunction with the associated State’s interest legislation and claim 
timeliness parameters. Claims can pend for a variety of reasons, including filing issues, provider 
contract issues, member eligibility issues and other criteria (such as high dollar claims) set in 
accordance with MHNet policy. 


F: MHNet Pends Percent of Inventory Results*  


Percent of Pended Claims 2011 2012 


Pends Percent of Inventory  8.0% 5.4% 


Pends Per Thousand Members 0.5 0.3 


*2011 and YTD August 2012 


Denial Rate 
Claims can be denied for a variety of reasons, including but not limited to, duplicate submissions, 
failure to obtain an authorization, member ineligibility, non-covered services, incorrect billing and 
lack of information needed for benefit determination and adjudication. A summary of the 
disposition or reason codes that define any claim adjustments, ineligible amounts, denials, or 
payments are listed at the end of every Remittance Advice Summary sent to providers. This 
information also is available to providers through our secure provider portal: 
www.mhnetdirectprovider.com, which is located on our website. 


MHNet considers a claim that has a single line being paid as a paid claim; therefore, the denial rate 
represented below is reflective of fully denied claims. 


Figure 9: MHNet Denial Rate Results* 


Denial Rate  2011  2012 


Denial Rate  14.8% 15.4% 



http://www.mhnetdirectprovider.com
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*2011 and YTD August 2012 


Rate of Claims Resubmission 
MHNet does not currently monitor claim resubmission rates; however, the percentage of claim 
adjustments is tracked on a monthly basis. The adjustment rate below reflects claims adjusted due 
to provider resubmissions and claim payment adjustments (such as retroactive fee schedule 
updates and incorrect manual adjudication).  


Figure 10: MHNet Adjustment Rate Results* 


Claim Resubmission Rate 2011  2012 


Adjustment Rate  6.6% 5.9% 


*2011 and YTD August 2012 


  1. Provide a recent set of unedited month-end management reports from your claims 
system. At a minimum, samples should include aging report, clean claim payment rate, 
denial rate and pended. If you are not currently a Nevada Medicaid HMO, redacted 
sample reports will be accepted. 


Refer to Attachment 3 for MHNet’s sample claims report in Tab IX-Other Information Material of 
the submission. 


 


 C. Describe your plan to identify and report suspected provider and recipient fraud. 


MHNet’s parent company, Coventry Health Care, manages fraud and abuse internally by the 
Special Investigations Unit. The SIU is responsible for detecting and investigating suspected 
fraudulent activity or abuse by providers when the provider claims are processed through the 
Coventry claims processing system (currently IDX). Additionally, the SIU is responsible for 
detecting and investigating suspected employee and member medical claim fraud. Suspect claims 
are identified from a variety of sources including, but not limited to the following: 


• Tips from members, providers and customer service personnel; 


• Referrals from claims personnel or provider relations personnel; 


• Information obtained through Coventry’s involvement in the National Health Care Anti-
Fraud Association; 


• Information obtained through contact with other insurers and managed care plans; 


• Information obtained in conjunction with studies or queries conducted by the Health Plan 
or other Coventry entities; 


• Information developed by the SIU through data mining, claims queries and anti-fraud 
software; 
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• Referrals from Federal and State regulatory and law enforcement agencies such as the State 
Departments of Insurance, the FBI, State and local police departments, or any other agency; 
and 


• Provider and/or member claims flagged in Health Plan’s claims processing system. 
(Depending on the nature or extent of the problem and the type of service, an individual 
provider may be placed on prepayment review to avoid unnecessary expenditures during 
the review process.) 


 This Department reviews both prospective and retrospective claims submitted by providers. Our 
team of investigators reviews historical claims detail and provider billing behavior for suspicious 
patterns or activity. The SIU has a dedicated hotline for reporting fraud, waste and abuse. Persons 
also may report suspected violations to The Coventry Health Care Comply Line, which is staffed 
24 hours a day. Callers may remain completely anonymous and are legally protected from 
retaliation for raising questions or reporting suspected violations in good faith. 


 D. Describe and submit your policies and procedures for determining and collecting patient 
liability. 


Coventry’s third-party vendor, First Recovery Group, receives monthly data feeds of paid medical 
claims experience, pharmacy claims experience, as well as member and provider demographic 
information. Coventry’s third-party vendor investigates diagnosis and trauma codes for potential 
subrogation cases by using proprietary software to perform automated analysis of:  


• Claim data, based on review of all levels of ICD-9-CM diagnosis codes (not just the 
primary diagnosis code) and CPT codes within all episodes of care 


• Cost of treatment 


• Demographics and eligibility associated with an individual 


• Any related claims matters 


Coventry’s third-party vendor investigates over 3,000 ICD-9-CM diagnosis codes as well as dollar 
thresholds, member correspondence, and other related information in order to analyze claims and 
identify paid medical expenses that indicate potential subrogation. Once the medical expenses for 
a member with at least one claim flagged as a potential subrogation recovery reach $250, the case 
is opened and investigated (however, the $250 threshold is not a firm limit, and Coventry reserves 
the right to request that Coventry’ third party vendor to reduce the threshold). 


Refer to Attachment 4 for First Recovery Group’s File Handling Policy and Procedure in Tab IX-
Other Information Material of our submission. 


5.1.11.7 Grievances, Appeals and Fair Hearings 
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 A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Coordinated case management is MHNet’s recommended mechanism for decision-making and 
dispute resolution for persons who are served under multiple managing entities to avoid cost 
shifting and ensure that the best interest of the member is met. 


Grievance Resolution 
MHNet defines a complaint as “any expression of dissatisfaction, either written or verbal.” 


MHNet has standard policies and procedures for tracking and resolving member and provider 
inquiries, including both oral and written complaints and appeals. A member or a member 
advocate [guardian/parent of a child or incompetent adult, or an agency that has legal custody of 
an individual] may make a complaint. MHNet provides assistance for the complainant with 
special needs in understanding the complaint process and subsequent appeals process as needed. 


Upon receiving a complaint or grievance, the staff member who receives the complaint initiates 
the investigation/resolution process by documenting essential information pertaining to the 
complaint in MHNet’s case management module. 


Whenever possible, the complaint is resolved through research, investigation, and resolution at 
the time of initial contact with the complainant. Such complaints may be construed as 
misunderstandings or a problem of misinformation that is resolved promptly by clearing up the 
misunderstanding or supplying the appropriate information to the satisfaction of the member. 
These complaints are tracked and trended through the system. The complainant is advised of the 
resolution decision and the right and process to appeal if the complainant disagrees with the 
resolution decision. 


When the decision for resolution cannot be made at the time of the initial call, or the complaint is 
not related to a misunderstanding, the complainant is informed of the complaint management 
process. The oral complaint is documented in the system and forwarded to the appropriate staff 
member for follow-up.  


The staff member investigating the complaint will thoroughly research all issues involved in the 
complaint. The staff member may need to request additional information or documentation, as 
appropriate, from individuals alleged in the complaint and will do so within five business days 
from the date of receipt of the complaint. 


The staff member investigating the complaint determines the resolution of the complaint, when 
applicable, and in discussion with the Regional Executive Director. 


If required or requested by the complainant, MHNet can send a Complaint Resolution letter. The 
MHNet Complaint Resolution Letter includes specific language to support the resolution 
decision. 
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 B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes? If so, what are your standards and what have been your 
performance outcomes? 


Yes. MHNet does have performance standards for the frequency of enrolled recipient grievances 
and appeals and provider disputes.  


Grievances 
MHNet’s policy is that all verbal expressions of dissatisfaction are recorded for trending, analysis, 
and appropriate intervention.  


Figure 11: Grievances for 2011 


Overall Rates Total 


Reason Type N Rate/1,000 % Total 


Practitioner Complaints 38 0.230 23.60% 


Quality of Care 40 0.240 24.84% 


Balance Billing 27 0.180 16.77% 


MHNet Network 27 0.170 16.77% 


Claims 17 0.110 10.56% 


Practitioner Staff Complaints 12 0.080 7.45% 


Total 161 1.010 100.00% 


Appeals 
In regards to appeals, disagreements may arise with members, practitioners or providers regarding 
utilization management decisions. Appeals constitute a request to overturn a prior decision or any 
expressed disagreement or dissatisfaction with an adverse determination. Standards for 
timeliness of responding to appeals are determined by the urgency of the situation. MHNet 
collaborates with relevant medical delivery systems and health care practitioners to resolve 
appeals in a timely manner.  


 Figure 12: Provider Appeal Standards 


Provider Appeal Standards 


Expedited 24 hours 


Precertification 15 days 
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Provider Appeal Standards 


Post-service 30 days 


Figure 13: Provider Appeals Outcomes  


MHNet Specialty Services – Provider Appeals  


 Medical Necessity Criteria  2009 2010 2011 


Number of Provider appeals received 840 1154 922 


Percent Completed Timely 93.9% 93.8% 93.1% 


Percent of Provider appeals overturned  18.6% 15.9% 19.2% 


 Administrative 2009 2010 2011 


Number of Provider appeals received 645 1332 1155 


Percent Completed Timely  93.0% 95.5% 93.9% 


Percent of Provider appeals overturned  45.7% 42.4% 38.0% 


5.1.11.8 Operational Requirements 
 Provide an organizational chart depicting each functional unit of your organization associated 


with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors. Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 


Refer to Attachment 5 for MHNet’s Organizational Charts in Tab IX-Other Information Material 
of our submission. 


5.1.11.9 Implementation 


 


 A. If you currently do not have an established network, what time frame and approach will you 
use to build a network? 


MHNet has successfully recruited and developed statewide provider networks even in 
geographically challenging service areas. MHNet has a proven track record of delivering robust, 
comprehensive networks in advance of the go-live date. 
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One of the many hallmarks of our success in managing a non-adversarial delivery system is our 
direct contact with and recruitment of providers through our commitment interview process. 
MHNet always customizes its provider network to meet the unique needs of its customers, and 
we will complete this fine-tuning during the State of Nevada’s implementation.  


Additionally, MHNet routinely performs accessibility analyses to ensure that over time, our 
provider networks continually remain matched to member access needs. MHNet never considers 
network development to be complete—rather it is an ongoing and evolving process. We are 
committed to the continual maintenance, refinement, and expansion of the provider network to 
meet the needs of all our plan members, wherever they are located. 


Recruitment Plan 
MHNet’s recruitment plan has multiple steps and quality checks to ensure members receive access 
to the appropriate professionals within the timeframe necessary for the urgency of their clinical 
needs at a reasonable geographical distance. During the implementation phase, the network is 
evaluated against the current member population by performing disruption analysis against 
previous utilization patterns (if available), and established member/provider ratios. Corporate and 
regional Network Development staff evaluates the provider and facility network gaps against the 
universe of providers in the area. These lists are prioritized by additional information, which 
includes providers currently providing services to members, as well as client recommended or 
required providers. Appointments are established to meet with providers and discuss the 
opportunities and obligations of MHNet’s contracted providers. The MHNet Network 
Development staff provides an overview of MHNet’s philosophy to ensure the provider shares the 
same systematic view and principles. This is the cornerstone for establishing non-adversarial 
provider relationships.  


Should a member require a service unavailable in the established network, MHNet locates a 
provider who can perform the required service. We authorize service as a single out-of-network 
exception to expedite treatment for the member. We also attempt to contract with the provider 
in order to ensure that this service is in the established network for future use. 


MHNet accepts requests to add providers to the network who are recommended by our client or 
its members. Although regional staff may have assessed the network to be adequate, the clinician 
can still participate. MHNet will include requested providers in the network, but will first 
conduct an interview with these providers to determine their level of acceptance of the following 
issues: (a) provider recruitment and selection process is one of mutual selection and commitment; 
(b) MHNet’s philosophy and case management approach make it essential for providers to 
understand our policies, procedures, fee schedule, and utilization experience; and (c) expectation 
of and commitment to a fully supportive, mutually responsible relationship. 


Geographic Challenges 
Through our network analyses, MHNet recognizes behavioral health access variations between 
rural and urban areas, particularly related to psychiatry and home-based services. To further 
integrate behavioral health provider network development with medical services, MHNet reports 
and reviews these activities monthly during operational oversight meetings between the health 
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plans and MHNet. Additional action planning and follow-up related to network needs also are 
addressed.  


 


 B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all 
program requirements. 


Refer to Attachment 6 for MHNet’s Gantt Chart in Tab IX-Other Information Material of our 
submission. 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 


5.1.11.10  Reporting 


  The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. 
Review these reporting requirements and acknowledge receipt of the DHCFP financial reporting 
requirements. 


MHNet has received, reviewed and acknowledges our ability to provide reports as requested. 


5.1.11.11 Information Systems and Technical Requirements 
 Based upon the information provided in this RFP and available in the Vendors’ library, provide 


your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


MHNet acknowledges our ability to provide compatible interfaces with existing and proposed 
information systems. 


5.1.11.12 HIPAA Compliance 


 


 A. Describe your status, resources, and approach to HIPAA compliance. 


Our leadership has established a corporate Privacy Office, which has overall responsibility for 
developing policies and procedures to safeguard Protected Health Information (PHI) against uses 
and disclosures that are inconsistent with applicable law. All policies and procedures regarding 
privacy and security are reviewed on an annual basis. We are dedicated to ensuring that our 
privacy practices regarding the secure storage, transmission and allowable release of individually 
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identifiable health information comply with all federal and state laws and regulations, including, 
but not limited to, the HIPAA Privacy Rule, and the HITECH Act. 


Each MCO site has a Business Unit Privacy Leader (BUPL) to act as the lead for privacy and 
security policy compliance, reporting back to the corporate Privacy Office. This individual has the 
responsibility of implementing privacy compliance and security procedures at the local office 
level. In addition, responsibilities of the BUPL include: 


• Coordinating efforts within the local office to resolve complaints regarding corporate 
privacy or security practices and procedures 


• Notifying and assisting the corporate Information Risk Management Team in the 
investigation of privacy and security complaints 


• Ensuring that employees of the local office are aware of their obligations to comply with 
the corporate Privacy and Security Compliance Program and its associated policies and 
procedures (e.g., locking workstations, appropriate storage and disposal of confidential 
information) 


• Assisting the Information Risk Management Team in responding to privacy and security 
requests and inquiries 


• Assisting the Information Risk Management Team in review of the local office’s 
compliance with administrative, technical, and physical safeguards 


• Performing walkthroughs of the local office during and after regular working hours on a 
monthly basis to monitor employee compliance with privacy and security policies and 
report any non-compliance issues to local management and the corporate privacy team 


Through the corporate Privacy Office, we have implemented administrative, physical and 
technical safeguards for PHI that reasonably and appropriately protect the confidentiality, 
integrity and availability of PHI, including EPHI, that we create, receive, maintain or transmit on 
behalf of clients. 


Privacy safeguards include: 


• Providing training and education for our personnel on policies and procedures regarding 
the appropriate uses and disclosures of PHI and overseeing the implementation and 
enforcement of these policies and procedures 


• Ensuring the proper handling, use and disclosure of members’ PHI while administering 
their health care benefits and providing an appropriate level of member service 


• Recognizing each member’s right to privacy and treating their health information with the 
strictest confidence 


• Only sharing health information with others when it is appropriate for ensuring delivery of 
health care services, administration of health care benefits or health care payments, or as 
otherwise required by law 


• Sending all faxes and emails with a confidentiality notice that notifies the recipient that 
the information contained in the transmission is confidential, proprietary or privileged 
information and may be subject to protection under the law, including the Health 
Insurance Portability and Accountability Act 
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• Possessing shredder bins in multiple locations throughout the office. All employees are 
mandated to shred all documentation containing any PHI once it is not needed to perform 
job functions 


Security safeguards include: 


• Using encrypted portable devices when circumstances require the mobile transmission of 
PHI. Only select employees have the ability to store information on encrypted portable 
devices. System safeguards are in place to ensure that such storage only occurs with 
approved encrypted portable devices. 


• Encrypting any transmission of electronic communication containing protected health 
information. 


• Using a HIPAA-compliant email system ensuring that if information containing PHI must 
be submitted to the recipient via email, it can be transmitted through an encrypted secure 
appliance. Only the recipients intended to receive these emails will be notified to create an 
account and a password and will then be able to open the message. 


• Locating all confidential data in secure locked file cabinets when it is not needed to 
conduct current business activities. 


• Identifying, monitoring and restricting access by all guests or visitors. 


• Conducting regular walk-throughs of the office premises at all locations to assure PHI is in 
secure locked file cabinets when it is not needed to perform job functions. 


• Guaranteeing management is responsible for authorizing all user access. 


• Maintaining a managed care system of record, IDX, which is role-based and controlled 
through user profiles in Security Plus, a modular component of IDX. Password 
authentication is required and login/password security is monitored. Accounts are locked 
after three failed login attempts. Access is removed promptly upon employee termination 
and also after 90 days of account inactivity. 


• Regularly backing up and securely storing all information system and electronic media. 


When using or disclosing personally identifiable information (PII) or when requesting PII from 
another entity, we make reasonable efforts to limit PII to the minimum necessary to accomplish 
the intended purpose of the use, disclosure or request. To accomplish this, the following 
standards apply: 


• Routine or recurring requests for uses or disclosures are subject to review on an annual 
basis as part of a continuous improvement process to determine if the: (a) appropriate 
amount of PII is used and disclosed; and (b) the appropriate categories/classes of 
employees have access to such information 


• Non-routine or non-recurring disclosures will not be made unless it is verified that the 
disclosure is permitted and the content is that which is minimally necessary for the 
purpose of the request 


• We will not use, disclose or request an entire medical record unless it is specially justified, 
documented and approved as reasonably necessary 
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• Our employees will have access to and use only the minimum amount of PII that is 
reasonably needed to properly perform their assigned duties and job requirements 


We also protect stored information by using classification standards to protect data in our 
possession. The classification standards for documents/data are designed to support the 
“principle of least privilege” (i.e., an employee must be able to access only such information and 
resources as are necessary to its legitimate purpose) as well as meet regulatory requirements. All 
employees who may have exposure to our data are expected to comply with this policy. 


Data classification must be recorded and maintained within the system, application, and database 
documentation, to include any segregation of duties documentation, and pertinent disaster 
recovery/business continuity documentation. 


If a suspected breach incident does occur, the BUPL, in conjunction with the corporate Privacy 
Office is required to investigate, remediate and document any reported or identified conflicts 
with privacy policies and procedures. All incidents are filed and reported in a timely manner to 
meet Health and Human Services (HHS) guidelines, as covered entities have 60 days to 
investigate, remediate and implement additional safeguards. 


The BUPL works with the Privacy Office and MCO attorney to determine if member notification 
is required. If it is determined that an incident has resulted in an inappropriate disclosure of PHI 
(as defined by HIPAA regulations), the BUPL will document an Accounting of Disclosure. 


Incidents involving 500 members or more are required to be reported immediately to the Privacy 
Office, so that immediate notification may be made to HHS. 


 B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


Electronic Claims Submission Process 
Electronic claims are submitted through an electronic data interchange (EDI) utilizing the format 
mandated by the HIPAA transaction regulation. Coventry uses Emdeon as the primary third-party 
vendor that EDI claims may be submitted to by our providers. 


Providers may submit their EDI claims either directly to Emdeon or they may submit them 
indirectly by using their own claim clearinghouse, such as Gateway Relay Health, and SSI. 
Emdeon performs edits specific to the clearinghouse and some limited Coventry-defined edits. 
Emdeon keeps track of all claims submitted to them by assigning a specific reference number to 
each submission. 


In addition to the EDI claim submitters mentioned above, Coventry also receives EDI files from 
our third-party keying vendor, Affiliated Computer Services, Inc(ACS)ACS is the third-party 
keying vendor Coventry uses to key in the paper claims. These files follow the same steps as the 
true EDI claims described above. 


Before EDI claims are loaded into IDX, the electronic claim files are processed through the 
SeeBeyond and Foresight systems. These systems perform file validation and generate 
acknowledgements as follows: 


• Trading partner validation—validates that the trading partner has permission to submit 
the transaction 
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• HIPAA validation as necessary (via Foresight InStream product) 


• Translation and mapping—SeeBeyond translates files into formats acceptable for 
uploading into the claims adjudication system 


• Generation of HIPAA 999 functional acknowledgements 


EDI claims are then loaded into Coventry’s claims processing system through a batch upload 
program. Our Enterprise Business Integration department oversees an automated process for 
logging, loading and processing the daily EDI files from all trading partners as well as sending 
acknowledgment reports back to the trading partners. The Emdeon EDI claim files go through 
validation edit checks and any noncompliant claims are automatically sent back to Emdeon. 


Validation is performed by the SeeBeyond system. This process validates the claim submission 
files and sends alert e-mails to trading partners and the Enterprise Business Integration 
department. 


The Front End Operations staff in Customer Service Operations reconciles the file counts from all 
trading partners against claims accepted and filed into Coventry’s claims processing system. All 
discrepancies are researched and validated. 


Encounter Submission Process 
Coventry successfully provides encounter data in the 837 format to the states of Virginia, 
Maryland, Michigan, Nebraska and Kentucky in accordance with the quality, format, scheduling 
and submission standards of those states. This includes capitated arrangements with both 
Maryland and Michigan mental health providers, vision and laboratory services. Coventry’s 
Michigan Medicaid MCO has capitated arrangements with primary care practitioners as well. For 
our MCOs in other states, encounter data is submitted in a proprietary format provided by the 
state. 


Providers and subcontractors are required to submit complete claims per industry-accepted 
standards. Coventry enforces industry-accepted clean claims standards by partnering with 
Emdeon/WebMD, where standards for submission of claims data are enforced. In the case of 
denied claims, Coventry provides all details to the State, provided that the information submitted 
to Coventry follows HIPAA 837 standards. The accuracy and completeness of claims and 
utilization data is further addressed via provisions in Coventry provider contracts, through the 
enforcement of policies which specifically define requirements for data quality and timeliness, and 
through sanctions if the policy is not followed. This data is validated using a variety of tools and 
processes to ensure claims are adjudicated appropriately, transformed into encounter data files, 
sent to the State per its specifications, and reconciled. 


Encounter data is mapped using translation rules into the 837 format as required by the State and 
HIPAA Guidelines. Mapping rules include checking for required data and allowing for the 
application of default values as required by the State. If a claim does not contain the necessary 
data to create an 837-formatted claim, the claim is rejected and a report is provided for 
appropriate updates. 


According to Coventry policy, all rejected claims must be addressed within thirty (30) days. If the 
appropriate information can be received from the provider, the claim will be corrected and re-
submitted within that timeframe. Due to the strong processes and controls Coventry has in place, 
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Coventry has never received a request from any organization to create or adhere to a corrective 
action plan regarding the submission of encounter data. 


Coventry analyzes and responds to any encounter rejected by the State for medical claims and by 
the respective capitated vendor for capitated claims. An encounter team comprised of claims 
processors, information systems analysts, and certified professional coders review all claims-
associated acceptance/rejection rates to ensure accuracy as well as to increase acceptance rates. All 
capitated vendors are reported and trended via a subcontractor oversight meeting. 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial 
of vendor’s response in accordance with Section 10.5, Part III – Confidential Financial.  


5.1.12.1 Dun and Bradstreet Number 


5.1.12.2 Federal Tax Identification Number 


5.1.12.3 The last two (2) years and current year interim: 
 A. Profit and Loss Statement  


 B. Balance Statement 


This information is included in Section 10.5, Part III – Confidential Financial proposal. 


 


5.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor:  
 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor. 
 


Reference #:  


Company Name:  


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 
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Project Name:  


Primary Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


 


Original Project/Contract Start 
Date: 


 


Original Project/Contract End 
Date: 


 


Original Project/Contract Value:  


Final Project/Contract Date:  


Was project/contract completed in  
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time originally allotted, and if not, 
why not? 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


 


 
 


Reference #: 1- Coventry of Virginia 
Company Name: MHNet 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project 
Name: 


RFP: 1988 – Medicaid Managed Care Organization 
Services 


Primary Contact Information 


Name: John Muraca 
Street Address: 1000 Research Park Blvd, suite 


200 
City, State, Zip Charlottesville, VA 22911 
Phone, including area code: 434.951.2468 
Facsimile, including area code: 434. 951.2557 
Email address: jmuraca@cvty.com 


Alternate Contact Information 
Name: Sue Molnar 
Street Address: 9881 Maryland Drive 
City, State, Zip Richmond, VA 23233 
Phone, including area code: 804.747.3700 
Facsimile, including area code: 866.669.2459 
Email address: smolnar@cvty.com 


Project Information 



mailto:jmuraca@cvty.com

mailto:smolnar@cvty.com
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Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


MHNet Specialty Services 
provides mental health and 
substance abuse services for 
Medicaid members covered under 
Coventry of VA Medicaid plans.   
 
Behavioral health services 
include: member services, 
community referrals, utilization 
management, case management, 
QI programs, provider appeals, 
network contracting, and claims 
processing. 


Original Project/Contract Start 
Date: 


1/1/2010 


Original Project/Contract End 
Date: 


N/A – Current client 


Original Project/Contract Value: $5.61 million [est. 2012 annual 
revenue] 


Final Project/Contract Date: N/A – Current client 
Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Current client – project/contract is 
still in progress 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


Current client – project/contract is 
still in progress 


 


 


Reference #: 2 - Healthy Palm Beaches 


Company Name: MHNet 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project 
Name: 


RFP: 1988 – Medicaid Managed Care Organization 
Services 


Primary Contact Information 
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Name: Thomas Cleare 


Street Address: 2601 10th Ave North 


City, State, Zip Palm Springs, FL  33461 


Phone, including area code: 561.804.5868 


Facsimile, including area code: 561.659.4620 


Email address: tcleare@hcdpbc.org 


Alternate Contact Information 


Name: Claudia Faulkner 


Street Address: 2601 10 Ave N  


City, State, Zip Palm Springs, FL  33461 


Phone, including area code: 561.804.5891 


Facsimile, including area code: 561.659.1628 


Email address: cfaulkne@hcdpbc.org 


Project Information 


Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


MHNet Specialty Services 
provides mental health and 
substance abuse services for 
Medicaid members covered under 
Healthy Palm Beaches Medicaid 
plans.   
 
Behavioral health services 
include: member services, 
community referrals, utilization 
management, case management, 
QI programs, provider appeals, 
network contracting, and claims 
processing. 


Original Project/Contract Start 
Date: 


7/1/2006 


Original Project/Contract End 
Date: 


N/A – Current client 


Original Project/Contract Value: $1.46 million [est. 2012 annual 
revenue] 


Final Project/Contract Date: N/A – Current client 



mailto:tcleare@hcdpbc.org

mailto:cfaulkne@hcdpbc.org
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Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Current client – project/contract is 
still in progress 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


Current client – project/contract is 
still in progress 


 


 


Reference #: 3 - HealthCare USA 


Company Name: MHNet 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project 
Name: 


RFP: 1988 – Medicaid Managed Care Organization 
Services 


Primary Contact Information 


Name: Kim Covert, CEO 


Street Address: 10 S. Broadway 


City, State, Zip St. Louis, MO  63102 


Phone, including area code: 314.241.5300 


Facsimile, including area code: N/A 


Email address: kdcovert@cvty.com 


Alternate Contact Information 


Name: Pat Brosnan, CFO 


Street Address: 10 S. Broadway 


City, State, Zip St. Louis, MO  63102 


Phone, including area code: 314. 444.7989 


Facsimile, including area code: N/A 


Email address: pwbrosnan@cvty.com 


Project Information 



mailto:kdcovert@cvty.com

mailto:pwbrosnan@cvty.com
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Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


MHNet Specialty Services 
provides mental health and 
substance abuse services for 
Medicaid members covered under 
Healthcare USA Medicaid plans.   
 
Behavioral health services 
include: member services, 
community referrals, utilization 
management, case management, 
QI programs, provider appeals, 
network contracting, and claims 
processing. 


Original Project/Contract Start 
Date: 


1/16/1997 


Original Project/Contract End 
Date: 


Current client – project/contract is 
still in progress 


Original Project/Contract Value: $21.99 million [est. 2012 annual 
revenue] 


Final Project/Contract Date: N/A – Current client 


Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Current client – project/contract is 
still in progress 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


Current client – project/contract is 
still in progress 
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COMPANY BACKGROUND AND 
REFERENCES:  


SUBCONTRACTOR NIA 
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INTENTIONALLY LEFT BLANK 
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5.1 VENDOR INFORMATION 


 


5.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: National Imaging Associates, Inc. (NIA) 


Ownership (sole proprietor, 
partnership, etc.): 


Corporation—an indirect, wholly owned subsidiary 
of Magellan Health Services, Inc. (Magellan) 


 


State of incorporation: Delaware 


Date of incorporation: 1996 


# of years in business: 17 years (since 1995) 


List of top officers: • Chief Executive Officer –  Tina Blasi 
• Executive Vice President – René Lerer, M.D. 
• Executive Vice President, Chief Medical 


Officer – Thomas Dehn, M.D., F.A.C.R. 
• Vice President, Secretary – Daniel Gregoire 
• Vice President, Treasurer – Jonathan Rubin 
• Vice President, Assistant Secretary –  


Linton Newlin 
• Vice President – Dennis Lazaroff 
• Assistant Secretary – Margie Smith 
• Assistant Secretary – John DiBernardi 


Location of company 
headquarters: 


6950 Columbia Gateway Drive 
Columbia, Maryland  21046 


Location(s) of the company 
offices: 


NIA has Customer Care Centers in St. Louis, 
Missouri; Phoenix, Arizona; and Rancho Cordova, 
California. 


Location(s) of the office that will 
provide the services described in 


For its radiology benefits management (RBM) 
program, NIA staff will support the State of Nevada 
comprehensively through several locations. NIA’s 
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Question Response 


this RFP: support of the RBM program will be represented 
across multiple office locations staffed by senior 
business leaders who are highly experienced in the 
Medicaid space including the following: 


§ St. Louis, Missouri National Operations/Call 
Center—prior authorization/utilization 
management (UM) services, related clinical 
transactions, and a myriad of administrative and 
clinical program resources;  NIA statewide 
imaging network support will be coordinated by 
an NIA Network Development Director based in 
Missouri, who has developed NIA’s network in 
Nevada and has great familiarity with the Nevada 
provider community 


§ California—network support resources, including 
provider services training, orientation, and service   


§ California, Missouri, Washington, D.C.—
comprehensive (Medicaid experienced) NIA 
account service team (comprising a Senior 
Account Manager, Radiologist Medical Director, a 
Senior Analytics Director, and a Client Service 
Lead). 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


As detailed in the above response, NIA will staff its 
RBM program with three experienced team members 
who will be on the ground in Nevada..   


NIA’s Provider Services Team will be very involved 
with this account. Tina Kaplan, NIA’s Vice President, 
Provider Relations, will oversee all provider training 
and orientation activities. Kevin Apgar, NIA’s Senior 
Provider Relations Manager for Nevada since 2001, 
will lead these activities and ensure that all Nevada 
providers understand the parameters of the RBM 
program and have the tools needed to participate 
with the program with great ease. They also will 
provide education and training to all Coventry 
personnel and State of Nevada Medicaid personnel as 
needed. 


NIA will align its Network team to all development 
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Question Response 


and contracting activities, with Debbie House, NIA’s 
Senior Area Contract Manager for the Nevada 
market. Ms. House, who will serve as NIA’s Network 
lead, has great familiarity with the community 
providers. She will leverage NIA’s already established 
statewide provider contracts that are in place today. 
As needed, NIA can deploy additional Area Contract 
Managers who are part of its current team.  


Staff Qualifications 
The following speaks to the expertise of NIA’s team 
members: 
§ Tina Kaplan has been with NIA since 2008. She 


oversees all of the education and provider 
outreach activities for the Nevada market and 
ensures that all provider relations and education/ 
communication plans are implemented and 
instituted. Prior to joining NIA, Ms. Kaplan was 
Director of Provider Relations for Coventry 
Healthcare of Delaware for five years. She oversaw 
the education, services, recruitment, and provider 
negotiations for more than 25,000 providers in 
Delaware, New Jersey, and Maryland. She 
previously was Manager, Medicaid Program 
Operations for Coventry Healthcare of Delaware. 


§ Kevin Apgar maintains excellent provider 
relationships, educates Nevada providers (both 
new and existing) on NIA policies and 
procedures, and provides outreach to both 
ordering providers and imaging facilities to 
encourage usage of NIA’s online tools. Mr. Apgar 
educates providers via webinars, on-site face-to-
face visits, phone outreach, and large provider 
educational forums. He also is responsible for 
instituting the communication and education 
plans for NIA customers in Nevada. NIA’s 
communication plan comprises many educational 
tools including PowerPoint presentations, 
Frequently Asked Questions, and Quick Reference 
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Question Response 


Guides.  


§ Debbie House joined NIA in 2008 and is 
responsible for, and has knowledge of, negotiating 
contracts for six states including Nevada. She 
provides oversight to the fee schedule creation 
and contract execution process, as well as 
auditing initiatives to ensure that everything is 
done properly. 
 Ms. House also serves as a subject matter expert 
for others on the team. For nine years prior, she 
served as an Area Contract Manager for Magellan 
Behavioral Health. She built and maintained 
networks in various states and engaged in 
contract negotiation, credentialing/ 
recredentialing, claims issues, and problem 
resolution. Known as the "SWAT" person, she 
dealt with any issues that came up in any state. 
For almost 20 years prior, Ms. House worked for 
Washington State Blue Shield (Regence Blue 
Shield, formerly known as Pierce County Medical 
Blue Shield) and served in the Claims, Customer 
Service, and Provider Service departments. She 
then moved to Provider Relations, where she 
negotiated contracts, conducted provider 
training, and handled problem resolution. 


Current Activities in Nevada 
Since 2003, NIA has performed extensive provider 
outreach and education to Nevada providers 
including the following: 
• 300 Nevada provider outreach and education calls 


(ordering and imaging providers/staff) 
• 54 imaging Nevada provider on-site visits 
• 34 Nevada ordering provider on-site visits 
• 8 Nevada provider-office Town Hall Sessions 


conducted with more than 400 Nevada ordering, 
imaging, and hospital providers in attendance. 


Number of employees nationally 
with the expertise to support the 


As a nationally recognized leader in the RBM space, 
NIA brings a wide range of national resources and 







Tab VII: Section 5 - Company Background and References: Subcontractor NIA  


Medicaid Managed Care Organization Services RFP 1988 849 


Question Response 


requirements in this RFP: local market expertise to support the State of Nevada 
Medicaid program.   


NIA has 446 employees nationally and brings the 
State tremendous experience with a Medicaid 
presence in 31 national markets and serving more 
than 6 million Medicaid recipients nationally. Locally, 
NIA works with one Nevada Payor today and 
provides services to 85,000 Medicaid members. The 
number of employees that would be aligned to 
support the State of Nevada Medicaid account would 
be extensive and generally would represent a wide 
range of staffing across multiple business areas 
including the following: 


• National Operations/Call Center (clinical and 
operational hub)— 126 employees 


• Provider Relations/Servicing—2 employees 
• Network Development—2 employees 
• Account Service Team—5 employees 
• Executive Oversight—3 employees. 


Location(s) from which 
employees will be assigned for 
this project: 


The employees designated to serve the State of 
Nevada are located in Missouri, California, and 
Washington, D.C. 


 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


NIA is registered with the State of Nevada, Secretary of State’s Office as a foreign corporation.  


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


 


 



http://sos.state.nv.us
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Question Response 


Nevada Business License 
Number: 


16233 


Legal Entity Name: National Imaging Associates, Inc. 


 


 Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 


 If “No”, provide explanation. 


N/A 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


NIA confirms that it is licensed by the State of Nevada for Utilization Review, under license 
number 16233. The current license, initiated in October of 2002, is in effect until March 1, 2013. 
NIA confirms that it will maintain this licensure throughout the life of a contract to provide 
services to the State of Nevada. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes  No X 


  


 If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 
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Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were 
performed: 


 


Type of duties performed:  


Total dollar value of the 
contract: 


 


 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


 If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 


N/A 


 If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to 
perform. 


No, neither NIA nor Magellan currently employ any person who has been an employee of an 
agency of the State of Nevada within the past two years. 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 
or criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
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adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


 


 Does any of the above apply to your company? 


 


Yes  No X 


 


 If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 


Date of alleged contract 
failure or breach: 


N/A 


Parties involved: N/A 


Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


N/A 


Amount in controversy: N/A 


Resolution or current status of 
the dispute: 


N/A 


Court Case Number If the matter has resulted in a 
court case: 


N/A N/A 


Status of the litigation: N/A 


 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 1988.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 
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Yes X No  


 


 Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP.  In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


NIA has provided its exceptions in a red-lined copy of Attachment B. 


 Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


NIA will provide a Certificate of Insurance identifying the coverages as specified in Attachment E, 
Insurance Schedule for RFP 1988 upon contract award. 
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5.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


  


 A. Provide a general description of the primary business of your organization and its client 
base. Include the length of time vendor has been providing services described in this RFP to 
the public and/or private sector.   


As of June 30, 2012, National Imaging Associates, Inc. (NIA) serves 6.1 million Medicaid lives—
representing approximately 35 percent of NIA’s book of business. Nearly 85,000 of those lives are 
served by NIA in the State of Nevada. Approximately 1 million lives (6 percent of NIA’s business) 
are Medicare lives, and the remaining 10.2 million (59 percent) are Commercial lives. 


As a recognized leader in the Radiology Benefits Management (RBM) space, NIA has provided 
innovative clinical solutions to Payors since 1995, partnering with 51 national/regional customers 
and serving more than 17 million lives in 26 states. In 2008, NIA began partnering with a Payor to 
provide RBM services for the State of Nevada (Medicaid).  


TABLE 1—NIA PROGRAM SOLUTIONS AND PROGRAM HIGHLIGHTS 
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NIA has a proven track record in delivering clinically effective, quality focused, and financially 
viable programs for Payors. NIA offers  a comprehensive range of  programs and strategies focused 
on addressing the many challenges in the outpatient imaging arena (costs, quality, provider 
performance, patient safety) including advanced imaging, OB ultrasound, pain management, 
emergency department imaging, etc. See Table 1 for brief program descriptions. 


NIA brings Payors an unprecedented level of expertise in managing imaging in the Medicaid 
space. The company provides customized programs to address utilization and site-of-service 
challenges, as well as customized strategies to maximize provider performance. NIA has a 
Medicaid presence in 31 national markets and 26 states, which includes the State of Nevada. NIA 
has implemented 13 Medicaid Plans in the past 22 months and can deliver a powerful RBM 
program to the State of Nevada. 


 B. Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.   


NIA, founded in 1995 as a division of Corning Life Sciences, Inc., became an independent entity in 
1996. On January 31, 2006, Magellan Health Services, Inc. (Magellan), purchased NIA from its 
shareholders, making NIA an indirect, wholly owned subsidiary of Magellan. Headquartered in 
Avon, Connecticut, Magellan is the country’s leading diversified health services organization. 
Magellan is a publicly traded, for-profit corporation that registers its stock with the U.S. 
Securities and Exchange Commission and trades actively on the NASDAQ Stock Market under 
the ticker symbol MGLN. Table 2 lists Magellan’s major shareholders. 


Originally founded to provide RBM services for advanced imaging modalities, NIA has since 
expanded its program offerings to include a more comprehensive suite of programs and solutions 
that address customer cost-of-care challenges. These solutions include the management of cardiac, 
oncology, pain, OB ultrasounds, emergency department imaging, and genetic testing. 


TABLE 2—MAGELLAN HEALTH SERVICES, INC. MAJOR SHAREHOLDERS 


Rank Institution  Type 
Current 
Position  Filing Date Ownership 


1 Barclays Global Investors/BlackRock Fund 
Advisors Third Party 2,116,118 6/30/12 7.73% 


2 The Vanguard Group, Inc. Third Party 1,757,577 6/30/12 6.42% 


3 RS Investment Management Co., LLC Third Party 1,388,798 6/30/12 5.08% 
 
 


 C. Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or 
vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


NIA is a Delaware corporation. The State of Delaware does not apply procurement preferences 
that are not available to the State of Nevada. 
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 D. The location of disaster recovery back-up site. 


NIA uses Iron Mountain for daily data backup and offsite storage of data recovery media. If NIA 
declares a “disaster,” the media are delivered to its designated hot site, SunGard Recovery 
Services, in Philadelphia, Pennsylvania. 


 E. The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


Darlene Burton, Senior Vice President, Business Partnerships, National Imaging Associates, Inc. 


6950 Columbia Gateway Drive, Columbia, Maryland 21046 


Telephone number: 954-401-433, E-mail address: dmburton@magellanhealth.com  


 F. The size of organization in assets, revenue and people. 


Through June 30, 2012, Magellan Health Services (Magellan), parent of NIA, reported year-to-date 
net revenue of $1.579 billion. NIA’s reported segment is $165.7 million. Magellan’s total assets as of 
June 30, 2012 totaled $1.409 billion, which includes unrestricted cash and investments of $239.5 
million. Asset information in not disclosed by business segment. This information is in agreement 
with Form 10-Q for the quarterly period ended June 30, 2012. Per Magellan’s Form 10-K for the 
year ended December 31, 2011, Magellan had approximately 4,800 full- and part-time employees. 
This disclosure is made only on an annual basis. NIA had approximately 446 employees. 


 G. The organizational chart of your senior management by function including key personnel. 


Table 3—National Imaging Associates Senior Management 


 



mailto:dmburton@magellanhealth.com
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 H. The areas of specialization. 


Areas of NIA specialization include providing management solutions for high cost of care areas of 
outpatient imaging including advanced imaging, cardiac imaging, non-advanced imaging, OB 
ultrasound, and pain management. NIA’s solutions include a myriad of customized strategies 
ranging from clinical strategies (utilization management, validation of records, ordering/imaging 
request trends), provider assessment (accreditation, adherence to quality processes), broad access 
to competitively priced freestanding imaging networks, effective claims review activities (fraud, 
abuse, over-billing), and ongoing provider profiling.   


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 I. The Company’s main product/service lines and annual revenues for each product/service line 
in 2004 and 2005 for the two most recent years for which full data are available. 


NIA’s annual net revenue for RBM services was $1.4 million in 2010 and $1.5 million in 2011. 


 J. The corporate philosophy and mission statement. 


NIA’s corporate philosophy is to deliver products and services that are built on a strong 
foundation of clinical integrity. NIA helps ensure that patients receive timely referrals to 
appropriate levels of needed care, that unnecessary procedures are not authorized, and that no 
customer’s or public money is wasted.  


NIA’s mission is to deliver innovative, clinically driven specialty management programs that 
create value for its customers and improve the overall health care experience for consumers. 


 K. A description of any plans for future growth and development of your organization. 


NIA has built its reputation on staying on the cutting edge of program development. Product 
innovation is a core NIA competency that results from its proven model that incorporates the 
voice of the customer, robust empirical modeling and informatics, and unparalleled clinical rigor 
and expertise. NIA is committed to providing innovative UM solutions and deploys a dedicated 
Product Innovation team, led by a senior vice president who reports directly to NIA’s CEO.  


Figure 1, illustrates NIA’s Product Innovation Strategy, which begins with the identification of 
high growth areas of health care through environmental scans, customer feedback, consultation 
with diverse medical experts, and analysis of NIA’s expansive data mart and other data. NIA 
consults with industry experts including specialty physicians, specialized coding and billing 
experts, and professional societies to determine NIA’s ability to affect cost and quality for these 
areas. NIA builds each of its products on a foundation of the highest clinical integrity, and the 
company incorporates feedback and clinically sound programmatic elements that minimize 
disruption to the provider workflows, while ensuring that recipients receive the most clinically 
appropriate care. NIA incorporates customized education for its customers’ staff, rolls out 
complementary consumer materials, and employs an extensive provider engagement strategy that 
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addresses the clinical underpinnings of the clinical programs and incorporates provider feedback 
into product enhancements. NIA’s comprehensive approach to product innovation ensures that 
its programs are clinically appropriate, that they proactively address provider concerns, and that 
they educate consumers, ultimately to drive cost and quality optimization for its customers.  


FIGURE 1—NIA’S PRODUCT INNOVATION STRATEGY 


 
 


 L. Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for 
the market expansion and/or additional business line identified.  For example, what kind of 
planning and project management techniques, what resources and organization, etc.? 


Founded in 1995 as an RBM pioneer, NIA continues to expand both in terms of its product 
portfolio and the markets it serves. From its foundation in managing advanced imaging, NIA has 
expanded to offer its customers solutions in cardiac services, radiation oncology, ultrasound, pain 
management, and emergency department imaging. NIA always has served commercial as well as 
managed Medicaid and Medicare lines of business, although Medicaid continues to grow as the 
health care landscape changes and states and Medicaid plans recognize the value of NIA’ services.   


5.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


For more than 17 years, NIA has been providing customized management solutions to address the 
numerous pressing quality, clinical, and financial challenges across the outpatient imaging 
spectrum. Recognized as a national leader in the radiology industry, NIA currently partners with 
17 customers in serving 6.08 million Medicaid lives nationally. In 2000, NIA implemented its first 
Medicaid customer partnership with Gateway Health Plan located in Pittsburgh, Pennsylvania. 
Since that time, NIA has continued to build a strong foundation of Medicaid customers. Today, 
NIA has a Medicaid presence in 17 markets across the country, including the State of Nevada.  







Tab VII: Section 5 - Company Background and References: Subcontractor NIA  


Medicaid Managed Care Organization Services RFP 1988 859 


 


5.1.10.1 Experience 
 A. Explain in detail the experience your organization has in providing the services requested in 


this RFP, including specific experience with the following: 


 


  1. Managing a network of Medicaid Providers; 


NIA has developed and currently manages Medicaid networks in a number of markets, including 
Florida, Georgia, Illinois, Kentucky, Louisiana, Missouri, Ohio, Pennsylvania, and South Carolina, 
with 765 imaging facilities. In addition to contracting, NIA has several years of experience in most 
of these markets with both ordering and imaging providers in education and communications, 
problem resolution, and relationship management under Medicaid. This includes adhering to any 
specific customer and state requirements regarding filing and approval of communication and 
contracting documents. 


  2. Managed care programs for Medicaid recipients; 


For more than 17 years, NIA has been providing customized management solutions to address the 
numerous pressing quality, clinical, and financial challenges across the outpatient imaging 
spectrum. Recognized as a national leader in the radiology industry, NIA currently partners with 
17 customers in serving 6.08 million Medicaid lives nationally. In 2000, NIA implemented its first 
Medicaid customer partnership with Gateway Health Plan located in Pittsburgh, Pennsylvania. 
Since that time, NIA has continued to build a strong foundation of Medicaid customers. Today, 
NIA has a Medicaid presence in 17 markets across the country, including the State of Nevada.  


  3. Administering Medicaid utilization and case management programs; 


NIA brings extensive expertise in administering utilization management (UM) services. NIA 
administers UM programs for 51 commercial and state agency customers covering 17.28 million 
lives across 26 states (including Nevada), as of June 30, 2012. Of those lives, 6.08 million are 
Medicaid, 1.0 million are Medicare, and 10.2 million are commercial. Of its total membership, NIA 
administers UM programs on a risk basis for 4.45 million lives and on an administrative services 
only (ASO) basis for 12.8 million lives.  


The company has been successful in developing focused UM solutions to address the diverse 
needs of TANF and CHIP Medicaid populations, among others. NIA has worked with these 
underserved populations far longer than any other RBM organization and understands the age-
related, geographic, and local (urban/rural) differences in demand. Many recipients share the 
common denominator of anxiety, which is known to double non-mental health care utilization. 
This especially is reflected in the demand for lumbar (back-pain) MRI and brain (headache) MRI. 
NIA’s in-depth understanding of the social and clinical challenges in serving the Medicaid 
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population manifests in a holistic approach that includes a number of physician reviewers with 
specific psychosocial competence. Additionally, NIA’s attention to addressing radiation exposure 
especially in the female and younger populations speaks to a sincere quality concern beyond mere 
economic issues. 


  4. Medicaid claims processing and adjudication 


Under the RBM model for CoventryCares of Nevada, NIA will apply authorization matching, 
proprietary claim edits, and multiple procedure discounts to all outpatient imaging claims.  NIA 
currently supports the processing of claims for Medicaid advanced radiology services for three 
health plans covering 13 States; its earliest experience being in 2010. Today, NIA efficiently 
processes an average of 70,000 radiology claims per month.  


  5. Project management; and 


NIA’s Implementation team has a strong track record of successfully implementing more than 90 
customer programs. The team has demonstrated success and very high satisfaction rates with the 
implementations of Medicaid plans using a proven implementation methodology and approach. 
Key to NIA’s success is its ability to leverage proven project management tools and a highly 
effective team structure, driven by an experienced NIA project manager who oversees the process, 
end to end. Early on, during NIA’s implementation period, the team works collaboratively with 
the customer to identify and then embed in its clinical system Informa, detailed business 
requirements and non-standard customer procedures and nuances. This ensures that the precise 
information relating to timeframes, clinical criteria and algorithms, and all customer-specific 
business rules load into Informa immediately upon verification of recipient eligibility during the 
prior authorization process. 


The following are some of the best practices that guide NIA’s Implementation Team project 
management approach: 


• Effective project work plan that serves as the roadmap for all implementation activity and 
ensures adherence to best practices, key dates, and milestones 


• Structured weekly meetings and reports to all stakeholders 
• Regular senior leadership forums between the customer and NIA 
• Formal project management status reporting and issue tracking 
• Pairing of subject matter experts in cross-functional teams to ensure identification and 


integration of requirements 
• Contingency plans for any identified risks to ensure a successful go-live experience 
• Provision of NIA resources to support the customer in meeting timelines. 


ACCOUNT MANAGEMENT SERVICES 


NIA’s Vice President of Account Management, Laurie Merandi, will be involved with the 
implementation from day one and will have ongoing responsibility for the relationship with 
CoventryCares of Nevada and with the State. She will have ready access to a cross-functional 
team, providing the ability to resolve issues in an expedited fashion. 
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Ms. Merandi will serve as the day-to-day contact for the State and CoventryCares of Nevada. She 
will be accountable for performing all aspects of defined account management activities and will 
have the main responsibility for ensuring that NIA continuously meets all program goals and 
objectives. Ms. Merandi also will be responsible for documenting ongoing issues and trends for 
the State; managing critical customer reporting, dashboards, and performance; navigating 
sensitive concerns across key NIA business leaders to ensure expeditious resolution; and leading 
quarterly Joint Operating Committee meetings to review quarterly program performance, current 
market trends, and specific provider profiling highlights. 


  6. Qualifications of key personnel. 


The NIA team designated to serve Coventry and the State of Nevada brings a wealth of experience 
to the program. The team consistently receives positive reviews about its commitment and 
performance to NIA’s Health Plan customers, including State Medicaid Plans. NIA encourages the 
State of Nevada to talk with NIA’s customers about its ability to meet high expectations and 
deliver a superior level of service. The following describes qualifications of NIA’s key personnel: 


• Michael Pentecost, M.D., F.A.C.R., Associate Chief Medical Officer—after training at USC, 
Dr. Pentecost was in private and academic practice in Southern California from 1980 
through 1992. From 1992 through 1996, he was the Chief of Interventional Radiology and 
Vice-Chair of Radiology at the University of Pennsylvania. At Penn, he was a senior fellow 
in the Leonard Davis Institute of Health Economics, a collaboration of the School of 
Medicine and The Wharton School. In 1996, Dr. Pentecost was  named Professor and Chair 
of Radiology at Georgetown University in Washington, D.C. In 2005, he became the 
director of the Mid-Atlantic Permanente Medical Group radiology practice, the division of 
Kaiser Permanente in Maryland, Virginia, and the District of Columbia. In 2008, he joined 
National Imaging Associates as Associate Chief Medical Officer. Dr. Pentecost has served 
as President of the Society of Interventional Radiology and the Society for Health Services 
Research in Radiology. He is the editor of the radiology textbook Abrams’ Angiography, 
Interventional Radiology. He served on the Board of Chancellors of the American College 
of Radiology from 1997 through 2003 and was a founding member of the Editorial Board of 
the Journal of the American College of Radiology.   


• Laurel Douty, Senior Vice President, Clinical Operations—Ms. Douty joined NIA in 2008. 
She is a creative thinker with proven success in the development of strategic business 
solutions and products. Prior to joining NIA, she served at WellPoint/Lumenos as the Vice 
President of Consumer Sales and Engagement. During her tenure there, she created a 
consumer engagement product designed to transform the way consumers viewed their role 
in the health care process—from purchasing and managing health services to adopting 
healthier lifestyles. In addition, she was part of the team to facilitate the integration of the 
Lumenos consumer-driven health plans within the WellPoint infrastructure. Ms. Douty 
also has extensive experience in benefits, compensation, organizational culture, and change 
management through leadership roles with Baylor Health Care System, Central and South 
West Corporation, and Hewitt Associates. Ms. Douty holds a bachelor’s degree from the 
University of Texas at Arlington. She also is a graduate of Leadership Texas and Menttium 
100. 
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• Annalisa Cooper, Senior Vice President, Client Services—Ms. Cooper has been in the 
health care industry for more than 20 years. She joined NIA in 2008. As Vice President of 
Client Services for NIA, Ms. Cooper served as senior lead for a large, national health plan 
and was responsible for managing the account team dedicated to that account. With 
extensive health care experience in operational management, customer service, and 
satisfaction, as well as sales and business development, Ms. Cooper is a resourceful and 
innovative leader. For eight years prior to NIA, Ms. Cooper served as a Vice President at 
Lumenos, where she led account management/implementation, customer service, 
eligibility, and claims operations for a startup company that became one of largest 
consumer-driven health plans in the nation. Prior to Lumenos, she was Executive Vice 
President for ValueOptions, where she had full P&L responsibility and directed the 
financial, administrative, and client management for the commercial division. She has 
demonstrated success in customer retention and growth during her long career. Ms. 
Cooper has a Bachelor of Science degree from the University of Maryland and a Master of 
Science degree from Johns Hopkins University.    


• Laurie Merandi, Vice President, Account Management—Ms. Merandi previously served as 
a regional vice president of account management for Lumenos/WellPoint. During her 
tenure, Ms. Merandi provided leadership and strategic oversight to a team of account 
executives and account managers who were responsible for long-term strategic business 
plans for their customers. She also was recognized for her ability to establish and maintain 
key strategic relationships with customer groups and consultants/brokers by delivering 
value and bottom-line results. Prior to joining Lumenos, Ms. Merandi served in a number of 
key positions at ValueOptions. She also has held positions with Principal Health Care of 
the Mid-Atlantic Region, CIGNA Health Care of Georgia and American Psych 
Management. Ms. Merandi earned her bachelor's degree in political science and her 
master's degree in health care administration from Gannon University. 


• Debra Guerino, Vice President, Implementation—Ms. Guerino joined the NIA organization 
in 2009 and has oversight of customer implementations. For more than a decade, she has 
held senior and executive level positions at major health plans. She came to NIA from 
Coventry Dental, where she was Director of Strategic Accounts, Group Dental Service, Inc. 
Her responsibilities included health plan sales development, training, and new business 
penetration of small, key, and corporate account dental product offerings across seven 
Southeast Regional Coventry Healthcare plans. Previously, Ms. Guerino held several 
positions at United Healthcare, including Regional Vice President Dental and National 
Account Dental Executive. At CIGNA Healthcare, Ms. Guerino was Senior Director/Dental 
Distribution Transition Lead, and at Prudential HealthCare, she served as Senior Account 
Manager. Ms. Guerino received her B.S. in Business Administration from the University of 
South Florida and received a Florida Health, Life and Variable Annuities License and 
Health and Life licensure in more than 27 additional states. 


• Marsha Marsh, Vice President, Call Center Operations—Ms. Marsh joined Magellan in 
1984 and has more than 20 years of experience in managing Employee Assistance and 
Managed Behavioral Health Care programs. Before moving over to NIA, she maintained 
“state of the art” customer relationships for Magellan’s Western Division. Prior to joining 
Magellan, Ms. Marsh served as Vice President of Operations for Merit Behavioral Care, 
where she was responsible for clinical operations, network operations, and claims 
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operations in the National Service Center in St. Louis, Missouri. Prior to that, she was Vice 
President of Operations for Personal Performance Consultants, Inc., managing employee 
assistance services and managed care services for a large group of corporate customers. Ms. 
Marsh has held progressively more challenging positions that included management of 
clinical operations, network management, account management, and marketing support. 
Ms. Marsh’s prior experience includes direct outpatient treatment with social service 
agencies and in private practice, as well as teaching and consultation. Ms. Marsh earned a 
B.A. in psychology from Western Illinois University, a M.S.W. from the University of 
Illinois, Chicago Circle; and her M.B.A. from Loyola University. 


• Vonda LeDay, Vice President, Quality Operations—Ms. LeDay came to Magellan in 2002, 
after serving as the director of clinical operations, finance manager, for United Behavioral 
Health. In that role, she directed a customer service call center and care management 
operations for more than 600,000 members. She directed successful completion of the 
URAC audit and participated in a successful NCQA audit. While at Magellan, Ms. LeDay 
has served in a number of key roles, including General Manager of NIA’s call center, 
Director of Clinical Services, Vice President of Operations Implementation, and Director of 
Customer Service. Ms. LeDay is a licensed clinical social worker in the state of Missouri 
and serves as a practicing social worker from 1985 through 1989. She then served as Adjunct 
Professor at the University of Maryland, Asian Division in Japan. Ms. LeDay received her 
M.A. in Business Administration from the University of Maryland, College Park, European 
Division and her Master of Social Work degree from Washington University. Ms. LeDay 
received her B. A. in Psychology/Sociology from Southwest Baptist University. 


• Philip Rose, Director, Client Analytics—Mr. Rose has been with NIA since 2010. He came 
to NIA from Citrix Systems, where he served as Director of Global Sales Compensation and 
Senior Manager of North American Sales Operations. Previously, he was employed by 
CIGNA Healthcare, from 1993 through 2004. His most recent position at CIGNA was as 
Senior Director of Finance, where he was responsible for monthly reconciliation and 
reporting of 12.5 million dental members and more than $3 billion in revenue. He oversaw 
the preparation of monthly operating reports, network plan, and sales compensation for 
regional vice presidents. Mr. Rose received his B.S. degree in Finance from the University of 
Florida. 


 


 B. Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


NIA utilizes its standards of performance to customize the ordering process for providers. Because 
NIA bases its management on a specific point in time as opposed to targeted health outcomes, 
NIA believes this is the best way to measure provider performance. NIA utilizes its extensive data 
warehouse as well as industry-accepted standards such as the Centers for Medicare and Medicaid 
(CMS) efficiency measures to measure provider performance. NIA offers those providers who 
order consistently within the guidelines a streamlined process to ease the administrative burden 
of prior authorization. 
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While circumstances may differ for each customer, NIA’s programs have proven to accomplish the 
following: 


• Measure the performance of imaging providers in the community (using efficiency measures) 
against industry-accepted standards utilized by CMS and the impact of the program on 
changing over utilization compared to accepted benchmarks  


• Compare physician ordering behaviors across modality, line of business, and area of the 
country to identify high performing providers who order within the guidelines and providers 
who frequently order outside the guidelines. 


 C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Since its inception, NIA has invested in strategies that promote clinical excellence, provider 
engagement, and innovation. NIA has developed successful clinical programs that leverage clinical 
efficiencies, incorporate best practices, and create new capabilities for the future. The company 
has created long-term, positive relationships with national, regional, and local health plans and 
government agencies, adding value through aggressively managing costs, engaging recipients in 
the decision-making process, and delivering new and innovative solutions on an ongoing basis. 


For example, a critical part of NIA’s utilization management services is to ensure that accepted 
medical processes are completed prior to imaging. This may include conservative therapy, other 
low-tech testing, lab work, or even alternative advanced imaging. The key focus is the “right test” 
at the “right time.” NIA’s clinical teams are trained on helping ordering providers’ offices 
understand the guidelines NIA is applying and have the skills and knowledge to support guideline 
education as part of the process.   


NIA aims to make the clinical process as efficient as possible for the ordering providers in a 
customer’s network by providing technology tools that streamline the process. NIA bases its 
proprietary algorithms on the clinical information necessary to approve or quickly pass the case on 
for additional review.  


NIA’s program bases its clinical determinations on comprehensive, evidence-based clinical criteria 
created with the guidance of nationally recognized community and academic radiologists. NIA 
clinicians structure guidelines on its analysis of public, peer-reviewed articles; health plan medical 
policies; Centers for Medicare and Medicaid Services (CMS) policies; specialty physician reviews; 
professional society guideline statements; and other rigorous scientific documents. Primary 
societal resources that NIA uses for its clinical criteria development and updates include the 
following: 


• American College of Cardiology Appropriateness Criteria 
• American Cancer Society 
• American Health Association 
• American College or Radiation Oncology 
• Society of Nuclear Medicine 
• Society of Interventional Radiology 
• Agency for Healthcare Research and Quality, American Institute of Ultrasound in Medicine 
• American Academy of Neurology 
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• American College of Obstetricians and Gynecologists 
• American Academy of Pediatrics 
• American College of Radiology Appropriateness Criteria. 


NIA's program uses a decision-tree methodology as part of its prior authorization process. Driving 
this pathway process are proprietary, clinical algorithms that NIA clinicians created, based on 
NIA’s clinical criteria and using the industry’s largest database, which includes more than 150 
million imaging encounters. NIA’s researchers have set the standard for the development and use 
of clinical algorithms in diagnostic imaging management, creating algorithms that are supported 
by innovative technologies and proprietary software systems, including Informa, which is NIA’s 
clinical-decision support software, and CaseLogix, which is its rules engine. NIA’s extensive data 
warehouse and analytic capabilities provide the company with additional data on regional and/or 
provider practice patterns that support further customization of its clinical pathways based on 
provider practices in Nevada.  


Patient radiation safety is an integral part of NIA’s utilization management philosophy. Even if a 
test is medically necessary, an ordering provider may take an alternate pathway if he or she is 
aware of a patient’s radiation exposure. NIA also believes it is their obligation to educate the 
community—both providers and recipients—about the importance of having recipients share 
their past radiation exposure with their providers. NIA’s approach to patient radiation safety is a 
best practice in the industry, providing data to the health plan, to the provider at the point of 
ordering, and to the community. NIA’s patient-safety community approach through its 
www.radiationcalculator.com Web site was nominated for a 2012 best practice award from 
URAC. (Winners have not yet been announced.) 


 D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


NIA has a diverse book of business, which includes proven Medicaid experience and a strong 
understanding of state regulatory requirements for the Medicaid population. NIA has sound 
clinical knowledge of the diverse populations within the Medicaid segment—ABD, TANF, SSI, 
CHIP—and of the solutions that have been effective in addressing high utilization, high unit cost, 
high hospital facility usage, and potential patient exposure to radiation. 


NIA’s comprehensive scope of services for Medicaid populations includes such critical 
components as the following: 


• Utilization management process that increases quality while reducing costs 
• Successful call center operations that work fluidly with the client systems  
• One-on-one consultative approach with a broad team of NIA physicians to orient and educate 


providers on NIA’s appropriateness criteria. 
• Extensive provider outreach, communication, and a myriad of Web-based provider tools.  
• State-of-the-art radiation awareness program (focused on maternal and pediatric health). 
• Streamlined program for processing appeals 
• Industry-leading IT team that works closely with each customer, defining critical interfaces 


and data pathways 
• Suite of Web-based provider tools and reporting portals 



http://www.radiationcalculator.com
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• Inclusive set of customized Web-based reports and data analytics 
• Ongoing expertise and consultation around advanced radiology issues, emerging technologies, 


Centers for Medicare and Medicaid Services (CMS) policy, industry trends, and innovative 
solutions. 


EXPERIENCE WITH STATE GOVERNMENT 


NIA was the first RBM company to be awarded a state Medicaid contract. NIA initially 
contracted with the Commonwealth of Pennsylvania’s DPW Bureau of Fee-for-Service to manage 
advanced radiology studies for their non-dual Medicaid recipients in 2008 and has held the 
contract ever since. Currently, NIA services approximately 450,000 recipients under this 
program. On a prior authorization basis, NIA conducts utilization management review for MRI, 
MRA, CT, CCTA, and PET scans. Recognizing the difference between the needs of Fee-for-
Service programs and Commercial plans, NIA partnered with the Bureau for various 
customizations, such as educating NIA staff to be proficient in their care management and 
eligibility systems, including data entry directly into their application, customization of many 
reports to be consistent with established Commonwealth forms, fair hearing 
presentations/representation for appeals and targeted provider outreach to assist providers in 
rural areas on the administration of the program, where the provider’s participation is critical for 
access issues.  The program savings and return on investment are proprietary, but the customer 
and NIA are pleased with the results. After an initial-three year term, the Commonwealth 
renewed NIA’s contract twice.  


EXPERIENCE WITH SPECIFICALLY RELATED SERVICES  


NIA partnered with its first Medicaid customer, Gateway Health Plan, in 2000. Today, NIA serves 
17 national/regional plans in 17 states, including the State of Nevada. Through its health plan 
partnership in Nevada, NIA serves nearly 85,000 of the State’s Medicaid recipients. 


(All statistics for NIA are as of June 30, 2012—Quarter 2.)  


 E. Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the 
requirements set forth herein.  This information must be included in vendor’s technical 
response to the RFP. 


Please refer to Tab VIII  to view résumés for the following key NIA personnel, who will be 
responsible for performance of any contract with CoventryCares of Nevada resulting from this 
RFP: 


• Michael Pentecost, M.D., F.A.C.R., Associate Chief Medical Officer—Dr. Pentecost will be 
responsible for all medical aspects of NIA’s performance including, but are not limited to, 
scientific development, medical operations, medical quality assurance, utilization 
management, physician staffing, credentialing of peer clinical reviews and consultants, 
medical community relations, medical research and publication, and medical marketing 
and sales. For example, he also will lead the scientific effort to establish and maintain 
NIA’s system to promote and achieve appropriate utilization of medical diagnostic 
imaging; supervise NIA’s medical operations; and supervise ongoing relations with 
Coventry and State of Nevada Medical Directors. 
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• Laurel Douty, Senior Vice President, Clinical Operations—Ms. Douty will provide executive 
leadership over NIA’s call center and clinical operations for the State of Nevada and Coventry 
to ensure that NIA delivers excellent customer service and regulatory compliance. She will 
lead all clinical initiatives to ensure that clinical appropriateness and patient safety are the 
focus of all clinical decisions, in keeping with NIA’s overarching utilization management 
philosophy. Ms. Douty also will continue to develop initiatives to drive State and provider 
satisfaction, to improve clinical appropriateness, and to ensure efficient and appropriate 
delivery of services. In addition, reporting to Ms. Douty are the following key positions that 
will actively participate in serving the State of Nevada: Medical Director (M.D.), Clinical 
Advisor (M.D.), Vice President Call Center Operations, Vice President Provider Relations, 
Vice President Network Development, Manager Clinical Operations, and Operations Hub 
Director. 


• Annalisa Cooper, Senior Vice President, Client Services—Ms. Cooper will provide senior-level 
oversight and leadership of NIA’s Account Management services and will have ultimate 
responsibility for ensuring State of Nevada satisfaction with NIA’s services. She will monitor 
NIA’s implementation process as well as its service standards, issue resolution, data analysis, 
and delivery of other value-based services. A key member of the Account Management team 
for the State of Nevada, Ms. Cooper will have direct oversight of the NIA’s Vice President of 
Account Management and Vice President of Implementation. 


• Laurie Merandi, Vice President, Account Management—Ms. Merandi will serve as Account 
Executive and day-to-day, primary NIA contact for Coventry and the State of Nevada. She will 
be   responsible for providing solutions that align with the State’s overall program objectives. 
Through her relationships with internal NIA and Magellan account stakeholders, she will 
support the strategic alignment of NIA operations, IT, finance, product innovation, network, 
vendor management, claims, legal, and clinical services on behalf of the State of Nevada and 
Coventry. She will assume a leadership role in coordinating these resources to achieve the 
State’s program objectives, maintain account satisfaction, and ensure that NIA’s products and 
services support the needs of the State of Nevada, as well as its providers and enrollees. 


• Debra Guerino, Vice President, Implementation—as Vice President of Implementation and 
Project Manager for the State of Nevada, Ms. Guerino will be accountable for the successful 
and seamless operational implementation for the State. She will manage NIA’s very detailed 
implementation work plan with the Department, guiding the implementation structure, 
strategy, issue and risk management, resource allocation, and prioritization. She will lead her 
experienced team of implementation professionals and resources, and she will work hand-in-
hand with NIA’s Account Management to ensure that NIA implements a program that fully 
meets the needs of the State, reducing heavy lifting for the State and Coventry, and keeping 
any disruption for providers and enrollees to an absolute minimum.  


• Marsha Marsh, Vice President, Call Center Operations—Ms. Marsh will oversees all call 
center-related operations involved with the State of Nevada account, including NIA’s 
Medicaid-designated intake staff. She will oversee all call center operations, serve as a key 
member of the implementation process for the State, manage and train call center staff on the 
State’s program, and manage the efficient use of call center staff resources to ensure excellent 
customer service for providers and enrollees. Ms. Marsh also will oversee program 
performance, ensuring appropriate telephone service levels and meeting NIA’s contractual 
obligations to the State and Coventry. 
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• Vonda LeDay, Vice President, Quality Operations—Ms. LeDay is the senior leader for NIA 
quality performance and operations. She will provide direction and leadership for NIA’s 
proactive quality program in support of the State of Nevada that is performance driven and 
focused on quality and process improvement. She will direct and lead NIA’s comprehensive 
quality program for the State, ensuring that NIA meets all customer, compliance, regulatory, 
and accreditation standards. 


• Philip Rose, Director, Client Analytics—Mr. Rose will be responsible for preparing and 
delivering analytics in support of account management for Coventry and the State of 
Nevada. He will work directly with Ms. Merandi and Ms. Cooper to analyze program results 
and develop custom analysis. He also will coordinate with internal reporting functions to 
maximize the use of data in support of the State and to ensure consistency in reporting. Mr. 
Rose will work closely with NIA Finance and Operations to analyze results for internal 
reporting and management. 


 F. Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


 


  1. Information Systems 


Data Setup in NIA’s System—Cathy Soucy, Senior Manager of Analysis and Programming 


Configuration of the State’s setup in NIA’s Clinical System—Lynette Ledesma, Senior IT Director 


  2. Utilization/Case Management 


Clinical Utilization Management Oversight—Janet Maurer, M.D., Medical Director 


Clinical Utilization Management—Brian Zimmerman, M.D., Clinical Advisor 


  3. Claims Payment 


Implementation of the State’s Claims Adjudication Processes—Terri Chadwell, Project Manager 
of Claims 


Ongoing Supervision of Claims Processing—Wendy Schaaf, Supervisor of Claims 


  4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Quality Improvement—Joann Albright, Magellan Senior Vice President, QI Outcomes and 
Research 


Reporting—William Henderson, Senior Vice President, Client Analytics 


Compliance—LaNell Collins, National Compliance Officer 







Tab VII: Section 5 - Company Background and References: Subcontractor NIA  


Medicaid Managed Care Organization Services RFP 1988 869 


  5. Health Education 


This area is not applicable to NIA, which does not provide health education staff as part of its 
radiology benefits management program. 


  6. Data Coding 


Data Coding of the State’s setup on NIA’s Claims System—Brian Robinson, Senior Business 
Analyst 


  7. Contract Negotiation Specialists/Network Recruiters 


Contract Negotiation/Network Recruiter—Debbie House, Senior Area Contract Manager 


  8. Encounter Data 


Establishment of Data Interfaces—Jennifer Millichamp, Supervisor of Analysis and Programming 


  9. Other staff as needed for project 


Provider Relations—Tina Kaplan, Vice President, Provider Relations and Education; Kevin Apgar, 
Provider Relations Manager; Debbie House, Senior Area Contract Manager 


Network Development—Robert Radler, Vice President Network Development 


Operations—Kevin Frederick, Operations Hub Director 


 G. Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada.   


Refer to Attachment 1 for a copy of NIA’s license to engage in the business of insurance in the 
State of Nevada in the capacity of Utilization Review in Tab IX-Other Information Material of the 
submission. NIA does not operate as an HMO in Nevada. 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


NIA contracts with  Pacific Interpreters, its partner organization, to provide interpretation in 
more than 200 languages. For example, Pacific Interpreters has on staff interpreters who can 
converse in languages commonly spoken in Nevada, such as Spanish, Tagalog, Chinese, French, 
German, Korean, Italian, Japanese, Vietnamese, and Thai. This ensures that all non-English-
speaking providers and enrollees have equal access to the same level of services as those who do 
speak English.  


Should NIA staff members encounter an enrollee or provider who speaks a language other than 
English, they quickly contact the Pacific Interpreters service. If NIA’s intake staff does not 
recognize the language, the Pacific Interpreters operator helps to identify it and “conferences in” 
an interpreter within seconds. Pacific Interpreters is available to enrollees, providers, and NIA 
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staff during regular call center hours. Pacific Interpreters employs only skilled and professional 
interpreters who are specially trained in customer service and who exhibit cultural sensitivity in 
their handling of medical, financial, insurance, legal, and emergency services terminology. 


 I. List any associations or organizations to which the organization belongs. 


NI’s parent company, Magellan Health Services, participates as a  sponsor of the National 
Association of Medicaid Directors (NAMD) and the National Association of State Budget Officers 
(NASBO.) (Neither association has corporate membership categories.) 
Magellan is a member of the California, Florida, New York, and Texas health plan associations, and 
a member (and serve on the board) of the National Association of Specialty Health Organizations 
(NASHO), an affiliate of the American Association of Preferred Provider Organizations (AAPPO.) 
Magellan also is a member of the Republican Governors Association and Republican Governors 
Association Executive Roundtable, as well as the Democratic Governors Association and Democratic 
Governors Association CEO Roundtable. 
Additionally, NIA is well established clinically and widely recognized within the ranks of academia, 
affording the State of Nevada access to a powerhouse of internal and external physician thought 
leadership. NIA’s clinical leadership, cardiologists, obstetricians, and interventional radiologists all 
are highly regarded leaders in their respective fields. NIA has leveraged this expertise to build 
customized program solutions—Advanced Imaging, Cardiac, Radiation Oncology, OB Ultrasound, 
Pain, and Emergency Department Imaging—and provider-focused processes, workflows, and tools. 
With NIA’s focus on clinical excellence, the State of Nevada will benefit from its far-ranging 
affiliations with academic radiology departments and other nationally recognized specialty 
management utilization professionals and associations.  
NIA’s Chief Medical Officer, Thomas Dehn, M.D., has been a Fellow of the American College of 
Radiology since 1995. Dr. Dehn’s professional organization memberships include the American 
College of Radiology, New Jersey Radiologic Society, Radiology Business Management Association, 
American Medical Peer Review Association, and the American Medical Association. Diagnostic 
Imaging Magazine has named Dr. Dehn one of the nation’s “Twenty Most Influential People in 
Radiology.”  
NIA’s Associate Chief Medical Officer, Michael Pentecost, M.D., is board certified in Interventional 
Radiology and has been a Fellow of the American College of Radiology since 1992. Some of his 
professional organization memberships include the American College of Radiology, the Radiological 
Society of North America, and the American College of Radiology in Reston, Virginia, where he 
served on the Board of Chancellors for six years. Dr. Pentecost formerly was Professor and 
Chairman of Radiology at Georgetown University School of Medicine, and he held Associate 
Professor positions at the University of Southern California School of Medicine and the University of 
Pennsylvania School of Medicine. Dr. Pentecost received his medical degree from the Tulane 
University School of Medicine. 
David M. Hodges, M.D., M.P.H., NIA’s Senior Vice President, Cardiac Clinical Products, provides 
the clinical leadership for the NIA cardiac imaging program. He is board certified in Cardiovascular 
Medicine and Internal Medicine and is a Fellow of the American College of Cardiology. Dr. Hodges 
received his medical degree from the New York School of Medicine and a Master of Science degree 
from the Harvard School of Public Health. 
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Janet Maurer, M.D., NIA’s Operations Medical Director, has served as an Associate Professor of 
Medicine at the University of Toronto and a Clinical Professor at the University of Arizona College of 
Medicine in Phoenix. Her certifications include a Fellow of Respiratory Medicine, the Royal College 
of Physicians and Surgeons; Diplomate of Pulmonary Medicine, the American Board of Internal 
Medicine; and Diplomate of Internal Medicine, American Board of Internal Medicine. She received 
her medical degree from the University of Minnesota Medical School. 


5.1.11 Plan of Operation 
 The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 


different components required for the operation of a DHCFP contracted HMO.  In each 
response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided.  In addition, descriptions of services which the Vendor believes 
may be beneficial in implementing and/or maintaining this program shall be included. 


 


5.1.11.1 Medical Services 


 


 A. Describe how you will determine the need to provide services beyond those required in 
Section 4.2.2, Vendor Covered Services. 


As part of its clinical review / prior authorization process, NIA‘s Physician Specialists will 
collaborate with CoventryCares of Nevada to ensure that any additional clinical needs are 
addressed.   NIA and CoventryCares of Nevada also will collaboratively evaluate State of Nevada 
program data received throughout the advanced imaging authorization process and/or claims 
review activities and develop an ongoing opportunity assessment for future cost and quality 
initiatives that the State could undertake. Generally, when NIA first implements an RBM 
program, it requires approximately 100 days of authorization/claim activity before trends and 
provider profiling can be captured. Through a formal customer interface meeting, Coventry will 
present these programmatic/savings opportunities specific to imaging. 


As the RBM vendor, NIA also has a comprehensive technology assessment process, given the 
continual changes in the use of imaging equipment. NIA brings forward any changes in the use of 
imaging equipment to its customers for review and determination of benefit coverage. NIA’s 
Medical Directors continually examine peer-reviewed literature and society guidelines including 
the National Comprehensive Cancer Network (NCCN) recommendations. 


 B. Describe the guidelines and procedures you will use to determine the medical necessity of 
service authorization requests.  Include your process for medical review of claims. 


NIA’S CLINICAL GUIDELINES 
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NIA uses one of the industry’s most comprehensive, evidence-based sets of clinical criteria as part 
of its prior authorization process. NIA Clinicians developed the criteria through an extensive 
process of innovation and refinement and structured all guidelines on their analysis of public, 
peer-reviewed articles; health plan medical policies; Centers for Medicare and Medicaid Services 
(CMS) policies; specialty Physician reviews, professional society guideline statements, and other 
rigorous reviews of scientific documents. Table 4 provides a listing of the primary resources NIA 
uses to develop and update its clinical criteria. 


Table 4—Primary Resources for Clinical Criteria Development and Updates 


Clinical Criteria Primary Resources 


Agency for Healthcare Research 
and Quality 


American College of Cardiology 
Appropriateness Criteria 


American Institute of Ultrasound 
in Medicine 


American Academy of Neurology American College of Obstetricians 
and Gynecologists 


Centers for Medicare and Medicaid 
Services (CMS) 


American Academy 
of Pediatrics 


American College of Radiology 
Appropriateness Criteria 


Society of Interventional 
Radiology 


American Cancer Society American Health Association Society of Nuclear Medicine 


 American College of Radiation 
Oncology 


 


NIA chose to develop proprietary guidelines due to the absence of high quality, commercially 
available guidelines. NIA adjusts all of its guidelines for age and gender. For example, a request for 
a brain CT for an adolescent or young female likely will result in a recommendation to substitute a 
brain MRI due to the dangers of radiation exposure.  


NIA’s clinical criteria guide the ordering provider and NIA to the most appropriate services for 
each enrollee, based on the patient’s unique circumstances. In all cases, NIA expects and exercises 
the use of clinical judgment consistent with the standard of good medical practice when applying 
these criteria.  


NIA’S CLINICAL ALGORITHMS 


NIA uses proprietary clinical algorithms to automate and expedite the prior authorization 
process, ensuring quick evaluations of medical necessity and providing guidance for applying 
NIA’s clinical criteria in an appropriate and efficient manner.  


NIA embeds its algorithms into its clinical system, Informa, which utilizes a decision-tree 
methodology to drive the prior authorization process. Ordering providers prefer this exclusive 
methodology, because it “flattens” the algorithm and enables a rapid and more efficient 
determination. In most cases, Nevada ordering providers will receive an approval in only a few 
minutes.  


When a provider’s office requests an authorization, either online or via NIA’s call center, the 
algorithms begin with a confirmation of the ordering provider’s desired procedure—such as brain 
CT, knee MRI, or cardiac PET—and then immediately request the suspected disease category. 
Categories could include tumor, trauma, infection, and congenital presentations. The algorithms 
put the request in the context of the proper disease process, echoing the manner in which a skilled 
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clinician thinks. The user need not answer questions unrelated to his or her clinical supposition, 
and the consultation/recommendation quickly is proffered and processed. This differs from 
traditional, procedure-based algorithms that typically ask/answer numerous irrelevant questions, 
which can pose a significant barrier to their efficient application and execution over large 
populations. 


NIA’S PRIOR AUTHORIZATION PROCESS—INTAKE 


Because of NIA’s presence in the State, many Nevada providers already are familiar with the NIA 
intake process. Nevada providers may submit a request in a variety of ways, such as online 
through the NIA provider Web tool, RadMD.com, or telephonically through the NIA Customer 
Care Center. For telephonic requests, NIA will designate an intake team of non-clinical Customer 
Care Associates with extensive training in serving Medicaid customers and will train them on the 
State’s specific requirements. NIA’s clinical system, Informa, enables NIA to insert all applicable 
State of Nevada criteria, timeliness requirements, and program and policy nuances. At intake, 
Informa automatically loads State of Nevada-specific information. Because RadMD.com and all 
NIA clinical and non-clinical staff involved in the process use clinical screens and sophisticated 
queues within Informa, NIA is able to alert all staff members to such requirements.  


During the intake process with NIA’s Customer Care Team, and through RadMD.com, NIA’s 
proprietary clinical algorithms guide the process to determine if NIA can approve a test at that 
point. NIA’s algorithms provide highly focused, scripted questions that immediately can 
determine if the request meets clinical criteria. This clinically sound and logical step-by- step 
progression of scripted questions quickly leads to an accurate and efficient authorization 
determination for most authorization requests during intake.  


In those cases where a request meets State-approved clinical criteria, Informa approves the 
request, and the ordering provider receives a tracking number. If Informa cannot approve a 
request, based on the clinical information provided, the requests passes to NIA’s specialty-based 
team of nurse Initial Clinical Reviewers or directly to a board-certified NIA Physician Clinical 
Reviewer if the clinical nature of the case indicates that to be the most appropriate next step. For 
example, requests for brain CTs often pass directly to NIA Physician Clinical Reviewers, given the 
consideration that brain MRI in most clinical situations is the better test and does not involve the 
dangers associated with radiation exposure.  


SPECIALTY REVIEW BY NIA INITIAL CLINICAL REVIEWERS 


NIA incorporates this highly efficient model into its prior authorization process to ensure quality, 
while enabling NIA to approve a greater percentage of requests without elevating them to the 
Physician Clinical Review level. This model features clinical specialization review in which NIA 
organizes its Initial Clinical Reviewer team (Nurses) into six Specialty Clinical Pods—cardiac, 
abdomen/pelvis, orthopedic, neurology, oncology, and general studies. NIA provides its Nurses 
with intensive training in their assigned specialty to help address and approve more of the 
requests that the algorithms in Informa are unable to approve at intake. Each Specialty Clinical 
Pod also has an NIA Physician Advisor who supports the team in understanding clinical 
guidelines specific to their specialty, explaining changes to the guidelines, and responding to 
questions from the Initial Clinical Review (Nurse) team as they review cases.  


NIA also uses technology at this level to expedite the approval process for the provider. As the 
first step in this review, Informa produces a form that indicates clearly to the ordering provider’s 
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office the information required to finalize the case. NIA’s “dynamic fax” capabilities minimize the 
records needed to approve the case by clearly indicating to the ordering provider’s office what 
information is necessary—whether that be the office visit note, results of testing, or the delivery 
of conservative therapy. 


If the additional clinical information received is adequate for the NIA Initial Clinical Reviewer to 
approve the request, the Nevada ordering provider will receive a tracking number and disclaimer. 
If the NIA Initial Clinical Reviewer still is unable to approve the request, the request pends for 
review by a board-certified NIA Physician Clinical Reviewer. No one other than an NIA Physician 
Clinical Reviewer is authorized to make a clinical denial determination. 


REVIEW BY NIA’S PHYSICIAN CLINICAL REVIEWERS 


NIA Physician Clinical Reviewers—who are board-certified medical doctors—review pended 
cases and those not approvable by Informa or through NIA’s Initial Clinical Review process. NIA 
Physician Clinical Reviewers evaluate the severity of the patient’s medical condition—including 
age, comorbidities, and progress of treatment—and applying radiology imaging criteria to 
determine medical necessity and appropriateness.  


NIA Physician Clinical Reviewers carefully review each referred request. Before issuing a clinical 
denial determination, NIA makes a reasonable effort to contact and engage the ordering provider 
in a peer-to-peer dialogue with the NIA Physician Clinical Reviewer to discuss the proposed 
procedure and the provider’s reasons for prescribing it. NIA’s Physician Clinical Reviewers 
educate the ordering provider on the reasons why the request does not meet clinical criteria and 
offer suggestions for possible alternative studies as appropriate. 


NIA never limits an ordering provider’s access to its panel of board-certified NIA Physician 
Clinical Reviewers that represent virtually every medical and surgical specialty and subspecialty. 
NIA maintains this extensive panel to ensure that Nevada providers can speak with an NIA 
physician in the same or closely related specialty at any time during regular business hours. This 
enables, for example, a Nevada cardiologist to consult directly with an NIA board-certified 
cardiologist to ensure the most clinically appropriate utilization management determination. NIA 
audits its Physician Reviewers on an ongoing basis and holds them to a clinical appropriateness 
score of greater than 99 percent.  


NIA’S CLINICAL QUALITY VALIDATION PROTOCOL 


Another differentiating component of NIA’s prior authorization process for the State of Nevada is 
its Clinical Validation Required (CVR) protocol. Through CVR, NIA targets high volume studies 
with known or suspected over utilization—such a Lumbar Spine MRI—and applies a clinical 
quality validation protocol during the prior authorization process.  


Through CVR, NIA requires the ordering provider to provide written documentation confirming 
indications for approval (for example, neurologic abnormalities, conservative treatment). NIA will 
not accept a handwritten, signed attestation or affirmation in place of an office visit record or 
documented report, such as an x-ray or EMG. 


NIA routinely assesses its clinical review process to identify opportunities to improve the clinical 
integrity of its clinical determinations. Requesting and reviewing the clinical record helps ensure 
that patients receive the most appropriate, effective care, while it helps NIA understand physician 
ordering patterns. This helps NIA in customizing its utilization management process. This process 
also is very valuable in confirming patient medical information and the provider’s application of 
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the clinical appropriateness of ordering diagnostic imaging tests. Information on provider-specific 
approvals and disapprovals for studies requiring a medical record review can assist the State in 
understanding provider practice patterns as well.  


MEDICAL REVIEW OF CLAIMS 


NIA does not conduct a medical review of all claims. Its involvement is dependent on the 
contract. For the existing contract between CoventryCares of Nevada and the State of Nevada, 
CoventryCares of Nevada assumes responsibility for claims payment. If CoventryCares of Nevada 
receives a claim that requires clinical review, CoventryCares of Nevada can forward it to NIA for a 
medical necessity review and recommendation. 


 C. Do you have a process for monitoring and evaluating these guidelines and procedures?  If 
so, please explain. 


Yes. All revisions are the result of a scientific process of clinical consensus, approved by the NIA 
Associate Chief Medical Officer, Michael Pentecost, M.D., F.A.C.R. and the NIA Clinical 
Guideline Work Group. NIA’s Clinical Department reviews its clinical guidelines at least 
annually, but typically far more frequently on an ad hoc basis—especially those guidelines that 
relate to cutting-edge technologies. The guideline review and revision process occurs over the 
course of the year, and the formal annual review is completed by late summer or early fall of each 
year. This allows NIA enough time to notify customers, demonstrate compliance with specific 
state notification requirements, and make parallel algorithm changes. NIA implements the 
annually revised guidelines in January. 


Dr. Pentecost is responsible for the oversight of the development, revision, and maintenance of the 
clinical guidelines and algorithms and must approve all revisions of NIA’s guidelines. NIA’s review 
procedure is applicable to annual as well as ad hoc reviews of clinical guidelines, and it applies to 
new technology and new uses of existing technology.  


NIA is able to initiate criteria reviews in a number of ways, including scheduled annual review, a 
request form NIA’s internal Quality Improvement Committee, external peer reviews, literature 
reviews, NIA’s Clinical Initiative Work Group, a health plan request, CMS-driven updates, and 
government agencies (such as the FDA). NIA updates and documents the guideline as a draft in 
the NIA standard guideline format, identifying any additions or exclusions to the current 
guideline. Dr. Pentecost, along with the NIA Medical Director and relevant physician 
stakeholders, receives the highlighted document for review and comment. NIA integrates the 
Medical Director’s suggestions and comments into the guideline.  


NIA incorporates any findings or opportunities uncovered during its new technology assessment 
process into the review and presentation of its clinical guidelines. The drafts of the guidelines are 
noted as approved by the physician stakeholders, and the NIA Quality Improvement Committee 
reviews the guidelines and renders an approval. The new document highlighting any 
additions/exclusions to the current or existing guideline is forwarded to nurse and physician 
reviewers, and NIA notifies its account executives when the change results in a review that will 
have a different clinical determination.  


NIA posts the final draft of the revised/updated guideline in an “Update” folder on NIA’s intranet 
site for review. The effective or go-live date of the updated guideline also is displayed along with 
the guideline. NIA’s Clinical Informaticist (or designee) links the final version of the guideline to 
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NIA’s clinical system, Informa, and an NIA Programmer Analyst is notified to update the clinical 
guideline for RadMD.com provider Web site. NIA distributes the guidelines to account 
management personnel for final presentation to customers. 


 D. Describe your procedure for providing, monitoring and coordinating out-of-network 
services to enrolled recipients. 


NIA will follow CoventryCares of Nevada’s rules based on out-of-network and product 
requirements. NIA will review claims for medical necessity, determine if there is a geoaccess, 
urgency, or clinical reason that warrants using an out-of-network facility, and coordinate with 
CoventryCares of Nevada.  


 


NIA may approve out-of-network services on advanced radiology procedures according to the 
State of Nevada’s benefit policies. NIA only can render approval for advanced radiology 
procedures performed out-of-network after appropriate coordination with Coventry. 


 E. Describe the roll and responsibilities of your case managers. 


This question is not applicable to NIA, which manages radiology benefits and is not involved in 
case management. 


 F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination 
staff on behalf of high risk pregnant women. 


This question is not applicable to NIA, which manages radiology benefits and is not involved in 
care coordination. 


 G. Describe the policies and procedures you have in place to assess enrollees identified as 
Children with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN 
be developed? 


This question is not applicable to NIA, which manages radiology benefits and is not involved in 
treatment plans for enrollees identified as CSHCN. 


 H. Describe the network you have in place to provide mental health and rehabilitative services 
to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


This question is not applicable to NIA, which manages radiology benefits and does not provide 
mental health and rehabilitative services. 


 I. Provide your policies and procedures for emergency and post stabilization services.  


NIA’s policy is that an enrollee or an enrollee’s health care provider never be required to inform or 
contact NIA prior to the provision of emergency care, including emergency treatment. 
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Accordingly, NIA can provide a retrospective authorization process for accommodating clinically 
urgent, medically necessary imaging procedures outside of a hospital emergency room. 


The NIA program focuses on managing elective, non-emergent outpatient exams. NIA does not 
manage imaging performed for patients in an inpatient setting or for those who present in the 
emergency room or are on observation status.  


Post-stabilization services are not applicable to NIA’s function as a radiology benefits manager. 


5.1.11.2 Enrollment 
 Provide your policy and procedure for transitioning a recipient from or to FFS or another 


Vendor’s plan.  


This is not applicable to NIA. As a radiology benefits manager, NIA will not be responsible for 
transitioning a recipient from or to FFS or another Vendor’s plan; however, NIA will provide 
medical records/history upon request.   


5.1.11.3 Recipient Services 


 


 A. Provide a sample copy of your current or proposed enrollee handbook and identification 
card you may issue to enrolled recipients. 


This question is not applicable to NIA.  


 B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or 
PCS, including your process for changing a PCP or PCS. 


This question is not applicable to NIA.  


5.1.11.4 Network 


 


 A. What steps will you take to develop and maintain a network that ensures the ability to 
provide the managed care benefits required in this RFP to enrolled recipients in the required 
service areas of urban Clark and Washoe counties? 


Through prior Payor relationships in the State of Nevada, NIA already has freestanding imaging 
provider networks established in Clark and Washoe Counties. The following outlines the steps 
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NIA will take to ensure the ability of NIA to provide the managed care benefits required in the 
State’s RFP. 


CLARK COUNTY—NIA FREESTANDING IMAGING NETWORK 


• NIA currently has an established freestanding imaging network in Clark County, Nevada for 
Commercial and Medicare lines of business. NIA intends to amend these provider contracts 
for participation with Medicaid through a process that will take 60 days to complete. 


• NIA will develop the Nevada Medicaid freestanding imaging network with providers 
accredited by ACR or IAC at rates lower than the State Medicaid fee schedule and anticipates 
positive provider participation. 


• NIA’s Medicaid freestanding network in Clark County currently has 17 contracts covering 35 
locations.  


WASHOE COUNTY—NIA FREESTANDING IMAGING NETWORK 


• Washoe County represents a small number of available imaging providers to be recruited by 
NIA. This can be achieved easily to meet the needs of the State of Nevada. NIA currently has a 
national contract in place with a Washoe County provider site affiliated with this national 
entity. 


• NIA will develop the Nevada Medicaid freestanding imaging network with providers 
accredited by ACR or IAC at rates lower than the State Medicaid fee schedule and anticipates 
positive provider participation. 


• New network development will take 90 days and NIA’s freestanding imaging network in 
Washoe County would represent 3 contracts covering 4 locations.  


 B. Provide a sample of all base network provider contracts. 


Refer to Attachment 2 for NIA’s sample provider contract with the Medicaid addendum in Tab 
IX-Other Information Material of the submission. 


 C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


In other Medicaid programs in which NIA participates, NIA has worked with Payors to 
incorporate Federally Qualified Health Centers as a fabric of the community network. NIA can 
collaborate with CoventryCares of Nevada in identifying these facilities. NIA has a minimum 
requirement for these facilities of accreditation either by the American College of Radiology 
(ACR) or the Intersocietal Accreditation Commission (IAC).  


NIA would work collaboratively with any Federally Qualified Health Centers in its Payor 
customer network to provide education, training, communication, and other operational support 
for the management of radiology network services. This includes facilitating access to the NIA 
provider Web site, RadMD.com, and its call center for authorization requests. 
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 D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


Relative to Sections 4.5.5.1 and 4.5.5.2, NIA monitors geo access on a monthly basis against the 
required standards and using the combined NIA freestanding imaging network and NIA’s Payor 
customer imaging providers. A minimum requirement of participation in the NIA network 
includes accreditation by the American College of Radiology (ACR) or Intersocietal Accreditation 
Commission (IAC). NIA also monitors the availability of these providers on a monthly basis. NIA 
addresses any deficiencies in its network by recruiting freestanding accredited providers in the 
deficient modality or geographic area.   


NIA addresses appointment standards in its provider agreements and through provider education. 
NIA’s Provider Relations staff monitors and manages any issues with access and appointment 
times. 


Relative to Section 4.5.5.8 and 4.5.5.9, outpatient procedures that NIA manages require prior 
authorizations, which generally are valid for 30 to 60 days, depending on the customer and the 
state. NIA does not require prior authorization for emergency room and inpatient 
procedures. NIA addresses the monitoring of access and availability in written policies and 
procedures that involve provider monitoring and network performance. NIA’s Provider 
Performance Inquiry and Review policy includes the review of access and availability. NIA’s 
Provider Network Ongoing Monitoring policy addresses member issues related to access. 
Additionally, NIA’s Medicaid Addendum to its Provider Contract includes language similar or 
identical to the following, depending on state requirements:  


2.1  Provision of Covered Services to Enrollees.  Imaging Facility shall be available to accept 
referrals of Enrollees from NIA for Covered Services within the scope of Imaging Facility’s 
practice.  Imaging Facility shall render such services in accordance with the terms of the 
Agreement, this Medicaid Addendum, any applicable Imaging Facility handbook and NIA 
Policies and Procedures.  Imaging Facility agrees to render all Covered Services in its office or 
in such other facilities and locations as are mutually agreed to by the parties hereto.  Imaging 
Facility shall not discriminate against Enrollees on the basis of health status or need for 
health care services or on the basis of race, color or national origin and will not use any policy 
or practice that has the effect of discrimination on the basis of race, color, or national origin. 


 


Please note that Sections 4.5.5.3 through 4.5.5.7 do not apply to NIA and its network. 


 E. How will you monitor contracted network provider’s activities to ensure they comply with 
your requirements and those set forth in Section 4.5.3, Network Management?  Describe 
your plan of action to ensure positive provider relations. Include in your response 
information regarding contracting; compensation; policy and procedures; disputes; and, 
communications. 


NIA monitors its imaging providers on a monthly basis for state licensing board actions/sanctions, 
federal exclusions/debarments (inclusive of Medicare/Medicaid sanctions), professional society 
actions/sanctions, and malpractice issues. Upon discovery of an action/sanction, NIA follows 
appropriate steps according to its Professional Provider Inquiry and Review Policy. NIA requires 
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all network providers to maintain a log of adverse incidents and to inform NIA of such incidents 
and the actions taken to correct said incidents. NIA may request information on the adverse 
incident in compliance with contractual obligations with the practitioner, inclusive of medical 
records and imaging studies. 


NIA also reviews any enrollee complaints it receives regarding a provider, as detailed within its 
Customer Comment Policy. NIA will assign each complaint to a designee of its Regional Network 
and Credentialing Committee (RNCC), with the outcome/resolution of the complaint reported to 
the RNCC. The RNCC may take action against the provider based on provider compliance and 
actions in the resolution of the complaint. NIA will conduct provider satisfaction surveys to 
ensure provider awareness and that NIA addresses issues in a timely, concise manner. 


NIA will use a DHHS-specific contract amendment to ensure compliance with policies and 
procedures not already represented in its standard provider agreements. NIA will educate existing 
and newly recruited providers regarding both NIA and DHHS policies and procedures as part of 
its program implementation process. Should the State of Nevada’s program requirements or 
operational expectations change in the future, NIA will update the contract amendment 
accordingly and utilize its regional provider education representatives to coordinate provider 
training/education through office visits, phone-based trainings, and mailings. 


 F. Do you anticipate offering any physician incentive plan(s)?  If so, provide a summary of the 
plan(s) you anticipate offering.  If you currently have a physician incentive plan, so indicate 
and provide a summary. 


NIA does not offer any physician incentive plans. The NIA network consists primarily of 
freestanding imaging providers. Physicians contracted with its Payor customers that order 
advanced imaging procedures obtain authorizations through NIA, but this does not include any 
incentive arrangements. 


 G. Do you currently have or intend to have sole source subcontracts for any of the benefits 
services?  If so, please identify the services and the sole source subcontracts you currently 
have or intend to have. 


NIA currently does not have, or intend to have, sole source subcontracts. 
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AMENDMENT 1 AND AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


5.1.11.4. Network 


 H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transaction. By the 05/23/07 compliance date.  How 
will your health plan be prepare for use of NPIs to identify providers on standard transactions in 
order to be in compliance by the deadlines of 05/23/07? Vendor(s) should acknowledge their 
understanding that NPI’s must be used. 


NIA acknowledges it is in full compliance with NPI. Prior to activation within the provider 
network, NIA collects the NPI from every provider and then primary source verifies it through the 
NPPES Web site. NIA stores the NPI in its provider data repository and extracts it for inclusion 
in all outgoing transactions and reports. Additionally, NIA re-verifies every provider’s NPI as 
accurate and up to date every three years in conjunction with its re-credentialing process. 


5.1.11.5 Quality Assurance 


 


 A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP.  


NIA will comply with the quality standards outlined in Section 4.8 of the RFP by implementing 
its  internal Quality Improvement (QI) Program. The written NIA program provides an end-to-
end QI approach that includes the objective and systematic monitoring of the quality and safety of 
advanced radiology services provided to a Payor’s enrollees and participants. NIA’s QI program 
accomplishes its mission and promotes its vision through the implementation of an outcomes-
oriented, continuous quality improvement program. To support this approach, NIA uses a written, 
internal QI Program Description as a dynamic document that is responsive to the voices of all 
stakeholders, is flexible in its actions, and is readily modifiable as conditions warrant. NIA 
maintains this program throughout the year and prepares a revised version on an annual basis.  


NIA’S DEFINE, MEASURE, ANALYZE, IMPROVE, CONTROL CYCLE 


Pursuant to Section 4.8.1, NIA’s QI Program for the State of Nevada will employ such systematic 
processes as Lean Six Sigma methodologies. Additionally, the NIA QI Program obtains input from 
a broad spectrum of stakeholders and uses the Define, Measure, Analyze, Improve, Control 
(DMAIC) cycle process to ensure the timely identification of critical variables and their root 
causes (barriers). (See Figure 2.) NIA uses DMAIC process outcomes to develop measurable 
interventions that lead to improvement. 
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FIGURE 2—NIA’S DMAIC QUALITY PROCESSES 


 
NIA QUALITY WORK PLAN 


Pursuant to 4.8.5, NIA’s primary purpose is to manage high quality, outpatient, advanced 
diagnostic radiology in a safe, efficient, and effective manner to Payor’s enrollees and participants. 
NIA consistently endeavors to maintain high quality clinical care and patient safety as well as to 
demonstrate quality in member services. In order to accomplish the goals of the QI Program, NIA 
develops and monitors an annual Quality Work Plan, with specific measurable objectives and 
activities. NIA identifies the objectives and activities through the previous year’s QI Program 
Evaluation, ongoing internal review, results from accreditation/regulatory activities, and 
monitoring of special-risk member populations. 


Figure 3 illustrates how this approach leads to systems evolution and the development of a culture 
of quality. 
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Figure 3—Development of a Culture of Quality 


 
All of NIA’s QI activities incorporate this approach to solving complex or multifaceted problems 
in a logical and systemic manner, thus leading to continuous quality improvement. This ensures 
that activities conducted meet or exceed identified measures and goals. NIA first defines customer 
expectations, and it then captures, trends, and analyzes data for root causes of below-goal 
performance. Further, NIA develops and implements measurable interventions to improve 
performance, and it disseminates information throughout its organization, receiving feedback 
through internal loops including its Quality Improvement Committee, (QIC). The QIC receives 
committee reports, at pre-determined intervals, and has oversight of quality program goals and 
achievements.  


ASSURANCE OF CONTINUED QUALITY IMPROVEMENT AND COMPLIANCE WITH 
QUALITY STANDARDS 


NIA’s process promotes continuous quality improvement relative to Section 4.8.6, while it 
supports and enhances the integration of quality and accountability within operations and in the 
delivery of services and care for members. NIA’s approach leads to systems evolution and the 
development of a culture of quality.  


NIA has developed a QI Program Description that will serve the following purposes and 
compliance with the State’s quality standards:  


• Promote the performance of consistent, appropriate, and timely utilization of outpatient 
diagnostic imaging 


• Help ensure provider conformance with the appropriate use of diagnostic imaging technology 
through the implementation of a prior authorization process 


• Assist Coventry and the State in the reviews of potential over and under utilization when 
identified through the NIA analytic process 


• Monitor the program’s surveys to provide a high level of consistent services to the State, its 
enrollees, and the Nevada provider community. 
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In order to accomplish these goals, NIA develops and monitors an annual Quality Work Plan 
outlining the objectives, scope, and all planned activities for the calendar year. NIA identifies 
these objectives and activities through the following:  


• The previous year’s annual QI Program Evaluation  
• Performance measures  
• Customer organization requirements  
• Accreditation and regulatory requirements  
• Audit findings. 


 


 B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy 
and Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement 
of the care delivered to enrolled recipients? 


• The following are steps NIA will take in the overall monitoring and measuring quality 
improvement of care delivered to enrolled recipients, in adherence with the State’s Quality 
Assessment and Performance Improvement Strategy and Work Plan in RFP Section 4.9 as 
indicated: ensure consistent use of medical necessity criteria through Inter-Rater Reliability 
conducted on all UM staff members rendering decisions (Section 4.9.2.1) 


• Review and update clinical criteria annually, more frequently as needed (Section 4.9.2.1) 
• Visit high volume providers to evaluate service settings (Section 4.9.2.1) 
• Conduct regular case audits to evaluate the quality of staff services (Section 4.9.2.2) 
• Use recording tools to monitor calls, capturing the audio and screen flow of calls to improve 


the audit process and provide coaching opportunities (Section 4.9.2.2) 
• Conduct daily and weekly internal audits of health plan-specific and timeliness reports and 


annual audits of focused UM service activities (Sections 4.9.2.3, 4.9.2.5, 4.9.2.6, and 4.9.2.8) 
• Update and approve the annual Quality Program Description (annual quality goals) and 


Quality Work Plan (scheduled activities and indicators) (Section 4.9.2.3) 
• Document, track, and address all reported quality of care concerns (Section 4.9.2.3 and 4.9.2.7) 
• Participate in evaluating new technology or new technology applications (Section 4.9.2.3) 
• Maintain process to address specific provider incidents, including corrective actions, and 


changes of network status (Section 4.9.2.4) 
• Analyze satisfaction data; identify/implement appropriate interventions (Section 4.9.2.4) 
• Report monthly on core indicators for benchmarking and comparisons (Section 4.9.2.6) 
• Maintain response process for member/provider complaints/appeals (Section 4.9.2.7) 
• Maintain URAC UM accreditation and NCQA UM certification (Section 4.9.2.8) 
• Conduct provider performance reviews (profiling)—utilization directed and quality focused, 


and based on national guidelines; offer an opportunity for measurable improvement through 
recommended action plans. 
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 C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please 
describe their systems capability to collect and report race, ethnicity, and language over and 
above what is given to them by the DHCFP? 


The design of NIA’s platform and process precludes the collection of HEDIS information during 
the front-end process. However, there is retrospective clinical information and provider practice 
information that NIA can provide to support some imaging-related HEDIS outcomes such as 
mammography recall and radiation exposure.  


To integrate the knowledge inherent in its guidelines to the clinical practice of prior 
authorization, NIA embeds its highly effective algorithms and customer- and state-specific 
business rules into Informa, NIA’s browser-based clinical system used by its Customer Care 
Associates at NIA’s call center and by providers through the RadMD.com Web site. NIA also 
includes requirements specific to its customers regarding timeliness and turnaround times. 
Through Informa’s efficient queue system, NIA makes this information readily accessible to its 
utilization management staff through their clinical screens to help ensure accurate and efficient 
processing of prior authorization requests.  


5.1.11.6 Fiscal Requirements 


 


 A. How will you ensure timely payment of claims in accordance with state and federal statutes 
and regulations? 


Please note: under the proposed claims model for the State of Nevada, NIA will apply 
authorization-matching, proprietary claim edits and multiple procedure discounts to outpatient 
imaging claims and CoventryCares of Nevada will produce claim checks. 


 


NIA processes claims electronically through its Radiology Claims Adjudication and Payment 
System (RCAPS). RCAPS is a commercially developed claims system that supports all eligibility, 
benefit, and claim functions. NIA supports the system internally and owns the source code, which 
allows maximum flexibility in modifying the application as NIA’s business needs evolve. RCAPS is 
a robust claims pre-processing adjudication and administration application that is linked to NIA’s 
clinical system, Informa. This integration between applications allows eligibility information to 
display in Informa, ensuring appropriate authorizations. In addition, clinical authorizations load 
automatically to RCAPS, facilitating timely and accurate claims processing and payment.  


NIA’s claims processing system supports claims payment to authorized providers based on the 
authorizations contained in the clinical information system. It can support payment to non-
participating or non-authorized services as supported by the benefit plan. The system supports 
auto-adjudication of clean claims that are received electronically or submitted on paper. All NIA 
systems comply with state and federal statutes and regulations, including HIPPA.  
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The key features of this application that are specific to the delivery of services include the 
following: 


• Integration of claims and care management systems 
• Claims auto-adjudication 
• EDI capabilities and batch processing 
• Benefit codes organized by types of service and diagnostic groupings 
• Configurable edits and algorithms based on customer-specific rules 
• Coordination of benefits (COB) and savings reports. 


Provider rates and payment arrangements are entered into the claims system by NIA’s Network 
staff. Electronic and paper claims or invoices received are processed and checked against the 
authorization system. Each claim or invoice is reviewed line by line to determine whether the 
service was authorized and provided within the service period. The system also reviews the 
number of units authorized and any special payment arrangements or fees. The same process is 
followed for claims received from out-of-plan providers, using the authorization as the guide for 
determining the appropriate payment.  


The electronic claims edits resident in RCAPS allow for customer-defined processing rules, as 
well as rules specific to individual state statutes and regulations. All NIA systems conform to 
applicable federal regulations and statutes.  


Refer to Attachment 3 for NIA’s claims processing workflow diagram in Tab IX-Other 
Information Material of the submission. 


 


 B. Describe your claims payment performance using the most recent available annual period 
as the time frame of reference.  What is your payment aging profile for clean and non-clean 
claims?  What is your percent of claims pended?  What is your denial rate?  What is your 
rate of claims resubmission?  


Please note:  under the proposed claims model for the State of Nevada, NIA will apply 
authorization-matching, proprietary claim edits and multiple procedure discounts to outpatient 
imaging claims and CoventryCares of Nevada will produce claim checks.   


 


Claims processing and payment is a shared resource between NIA and its parent company, 
Magellan Health Services, Inc. (Magellan). The following claims processing and payment 
performance goals and the calculation method of each measurement shown in Table 5 reflect 
overall Magellan and NIA performance. NIA’s Audit Team will incorporate any extra-contractual 
obligations into its calculations and report results in accordance with contractual performance 
standards and guarantees  


TABLE 5—PERFORMANCE GOALS 


 Financial Statistical Payment Processing Accuracy 


Performance 
Goal 


99% 97% 97% 97% 
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 Financial Statistical Payment Processing Accuracy 


Accuracy Rating Dollar Accuracy 
Rate (DAR) 


Statistical Compliance 
Rate (SCR) 


Payment Accuracy Rate 
(PAR) 


Overall Processing Rate 
(OPR) 


Definition Defined as the 
percentage of 
dollars reviewed 
that were correctly 
issued. 


Defined as the 
percentage of claims 
processed with correct 
statistics (non- financial 
errors). 


Defined as the 
percentage frequency 
of accurate payments 
(without regard to 
disbursement amounts).  


Frequency measure that 
depicts percentage of 
all claims processed 
accurately regardless of 
error type. 


Formula Formula—Total 
dollars paid less the 
total amount 
mispaid (absolute 
value of over plus 
under payments), 
divided by the total 
amount paid. 


Formula—Total claims 
reviewed less the 
number of claims with 
errors, divided by the 
total number of claims 
reviewed. 


Formula—Total claims 
reviewed less number of 
claims with 
disbursement errors, 
divided by the total 
number of claims. 


Formula—Total claims 
reviewed less the 
number of claims with 
both payment and non-
payment errors, divided 
by the total number of 
claims reviewed. 


 


Table 6 displays Magellan performance results related to core metrics. These results demonstrate 
NIA’s ongoing ability to maintain a high level of performance. Table 6 summarizes Claims Core 
Quality Indicators for 2010, 2011, and the first and second quarters of 2012.  


Table 6—Claims Core Quality Indicators 


Core Quality Indicator 2010 2011 
Quarter 1 


2012 
Quarter 2 


2012 


Financial Accuracy 99.78% 99.83% 99.85% 99.81% 


Statistical Accuracy 99.49% 99.54% 99.50% 99.59% 


Payment Accuracy 99.54% 99.59% 99.53% 99.62% 


Processing Accuracy 99.03% 99.13% 99.04% 99.20% 


 


NIA’s Claims department monitors inventory and aging of claims on an ongoing basis and 
allocates resources based on claims volume and age. NIA’s aggregate 30-day claims payment 
timeliness rate for calendar year 2011 was 99.77 percent. The percent of claims pended on first pass 
in 2011 was 10.9 percent, and its overall pend rate was 14.0 percent. NIA’s resubmission rate for 
2011 was 5.5 percent. 
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  1. Provide a recent set of unedited month-end management reports from your claims 
system.  At a minimum, samples should include aging report, clean claim payment rate, 
denial rate and pended. If you are not currently a Nevada Medicaid HMO, redacted 
sample reports will be accepted. 


Refer to Attachment 4 for NIA’s sample report in Tab IX-Other Information Material of the 
submission. 


 


 C. Describe your plan to identify and report suspected provider and recipient fraud. 


NIA’s systems are highly configurable and can be programmed with account-specific system edits 
and algorithms. These edits will stop a claim from completing auto-adjudication should manual 
intervention by a resolution specialist be required. For example, NIA has edits in place that will 
help its staff recognize fraudulent or duplicate claims. NIA has included National Correct Coding 
Initiative (NCCI) rules into its standard claims edits to help control improper coding leading to 
inappropriate payment. NIA’s clinical system, Informa, is linked to its claims processing system, 
RCAPS, to ensure appropriate authorizations are in place and to help reduce fraudulent claims.  


Once the adjudication process applies the system edits, a claim either adjudicates to a pay/deny 
status or is pended for additional review. The system supports an online, pended queue that can 
be assigned to staff using multiple rules. Once a claims processor enters the pended queue, claims 
are presented to the processor using a first-in/first-out rule. The processor examines the edits and 
has access to view the claim image, provider, and authorization information. The processor then is 
able to finalize the pended claim using the online adjudication process. Those claims that are not 
entered by batch, for example, CMS 1500 with attachments and UB04s, are routed electronically 
to the appropriate claim unit for online adjudication by claims processors. 


As part of NIA’s implementation process, its NIA Claims Work Group team will meet with 
Coventry and the State to analyze the claims processing needs for the contract. If specific edits are 
required to process claims, NIA’s team will ensure that edits are developed and ready for the go-
live date.  


Refer to Attachment 5 for a table of NIA’s standard claims edits in Tab IX-Other Information 
Material of the submission. 


FRAUD INVESTIGATION INITIATIVES 


Fraud Investigation also is a shared Magellan Health Services (Magellan) resource. In addition to 
system edits to identify inappropriate provider claims, within its corporate Security Department, 
Magellan maintains a sophisticated Special Investigations Unit (SIU), which is a member of the 
National Health Care Anti-Fraud Association (NHCAA). The SIU is responsible for detecting, 
preventing, and investigating suspected claims for fraud and abuse by consumers, providers, or 
other entities. The SIU investigates allegations of provider claims fraud, including billing for 
services not rendered, upcoding, unbundling, misrepresentation of non-covered services and 
duplicate billing.  


Magellan’s SIU reports any suspicion or knowledge of consumer fraud or abuse to the Office of 
the Inspector General (OIG) or other oversight agency(s), including customer-specific state 
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agencies, as appropriate. Every open case of detected offenses is monitored by Magellan’s Director 
of the SIU every 30 days until resolution. This includes the development and monitoring of 
corrective action initiatives related to any confirmed instance of non-compliance, fraud, and/or 
abuse. 


 


 D. Describe and submit your policies and procedures for determining and collecting patient 
liability. 


NIA utilizes enrollment data for the identification of a recipient’s alternative coverage policies. 
Informa (clinical system) and RCAPS (claims payment system) store the data received from the 
customer in addition to coverage identified by the claim and clinical teams at NIA. The storing of 
the coverage information includes the coverage carrier, policy type, policy number, and effective 
and end policy dates. With changes to the recent Medicare beneficiary processes, NIA has 
enhanced the Third Party Liability (TPL) dataset to allow for the identification of the Medicare 
administrator when applicable. Recipients with the additional coverage clearly are identified, and 
the records allow for further cost avoidance for this special population. 


System edits are in place in RCAPS to identify potential TPL situations, and proper coordination 
of benefits logic is applied in claims payments. RCAPS is programmed using “Order of Benefit 
Determination” logic, assuming Medicaid is the payer of last resort. Additionally, RCAPS 
processes claims for services that are covered by Medicaid, but that are known not to be covered 
by Medicare without submission of an EOB proving Medicare rejection if the member is dually 
eligible. It decreases the administrative burden on providers and reduces unnecessary manual 
claims processing. 


COB is a required field for NIA’s RCAPS system. System edits in RCAPS identify and pend claims 
that require coordination of benefits. TPL claims are identified by the following:  


• A checked box on the claim form indicating coverage 
• A money amount entered in the other insurance field 
• An attached EOB from a primary payer 
• The historical claim information 
• The member-provided information, such as coverage through a spouse. 


When NIA receives a claim with no information about other primary or secondary insurance, and 
there is no information in the NIA database, RCAPS automatically generates a letter requesting 
this information. Claims examiners also forward COB leads and discrepancies based on 
Explanation of Benefits (EOBs) that are attached to claims to the claims recovery department for 
final determination. New leads for primary coverage, determined as a result of investigation or 
received on returned COB letters, are entered into the claims processing system, which will then 
flag future claims for COB. Regardless of how the data initially is captured, the system will 
generate a follow-up COB letter to the member after 365 days, requesting updated information. 
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Once NIA receives the COB information, RCAPS is updated to reflect the reported information, 
and if no other insurance exists, all previously denied claims are reviewed and adjudicated in 
accordance with plan provisions. If other insurance information is reported, the previously denied 
claims remain in the denied status until such time the primary carrier EOB for each service is 
provided. 


Figure 4 provides a diagram of NIA’s claims workflow process. In the diagram, NIA applies the 
edits covering TPL at the point where NIA applies network information and account benefits. 
RCAPS then determines whether to pay the claim or pend it for further review. Figure 4 
illustrates NIA’s TPL process. 
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FIGURE 4—NIA COB/TPL CLAIMS FLOW 
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COST CONTAINMENT DEPARTMENT 


NIA’s Cost Containment Department reconciles claim payment errors for overpayments and 
underpayments through a referral process. Claim errors are routed to the Cost Containment 
Department by the auditing team, the claim processing team, customer service team, or through 
report analysis. Underpayment errors are referred to the claim processing team to facilitate claim 
adjustments, unless overpayments for a particular provider/member also are identified, in which 
case underpayment may be used to offset overpayments. Overpayment errors that are identified 
follow a standardized recovery process that includes tracking and monitoring in NIA’s Claims 
Recovery Management System (CRMS). The process requires notification via letter to the 
provider that allows 30 days for the provider to refund or appeal its request. If the provider has 
not contacted NIA within 45 days to make arrangements or appeal the decision, an automated 
retraction is initiated. NIA’s Cost Containment Department unit routinely reconciles outstanding 
recoveries using reports from the CRMS database. 


NIA’s Cost Containment Department also is dedicated to identifying and investigating cost 
reduction opportunities, including the development of methods for detecting “Other” or TPL. 
They also use legal resources to determine primary and secondary payment status that include the 
following: 


• Use of National Association of Insurance Commissioners (NAICA) Model COB Regulations to 
determine primary payer for commercial insurance 


• Use of Centers for Medicare and Medicaid Services (CMS) Guidelines for Medicare 
• Adherence to State and federal laws where applicable. 


RCAPS has the ability to record third-party coverage down to the dependent level. The system 
carries effective and termination dates for coverage so that there is a historical record for claims 
payment purposes. The other insurance data is captured in one of two methods. The customer 
may provide third party coverage as part of the membership feed, in which case the other 
insurance database is updated with the membership load. TPL is entered on a claim by a checked 
box on the claim form indicating coverage or by money amount entered in the other insurance 
field, or an EOB is attached. When other insurance is identified in this manner, the data captured 
to coordinate benefits is manually entered by the Cost Containment Department.  


5.1.11.7 Grievances, Appeals and Fair Hearings 


 


 A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


For the CoventryCares of Nevada program, NIA will not be   delegated to perform enrollee 
complaints/grievances and does not manage access to state fair hearings. However, NIA does 
perform investigations on complaints and would send its responses to Coventry within 30 days. 
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Coventry then would respond to the complainant. NIA can support Coventry as needed in Fair 
Hearings.   


For accounts that delegate member appeals to NIA, NIA follows policies or market regulations on 
acknowledgement of receipt of appeals, gathering appropriate authorizations (AUD) from 
enrollees, and timeliness of determinations and notifications of appeals. NIA would use Coventry 
denial letters, which also explain enrollee rights in relation to appeals. 


 B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes?  If so, what are your standards and what have been your 
performance outcomes? 


NIA does not have any performance standards on grievances, appeals, or provider disputes. NIA 
does monitor the frequency and trends of the events and would take action if appreciable changes 
are noted. NIA also monitors overturned appeals. NIA wants to keep the percent of overturned 
appeals as low as possible, but it does not have a yet identified target for an overturn rate.  


5.1.11.8 Operational Requirements 
 Provide an organizational chart depicting each functional unit of your organization associated 


with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors.  Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 


Refer to Attachment 6 for NIA’s organizational chart that depicts each functional unit of the 
organization associated with the proposed contract in Tab IX-Other Information Material of the 
submission. 


5.1.11.9 Implementation 


 


 A. If you currently do not have an established network, what time frame and approach will you 
use to build a network? 


NIA currently maintains contracts with freestanding imaging providers in Clark and Washoe 
Counties for both Commercial and Medicare lines of business. NIA plans to outreach proactively 
to each of these Nevada imaging providers to add a Medicaid LOB and appropriate language 
through an addendum to these existing contracts. NIA expects that this process will take 60 days 
to complete. 


Additionally, NIA plans to recruit other eligible Nevada imaging providers not currently 
contracted with NIA in both counties. Accreditation by the American College of Radiology (ACR) 
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and Intersocietal Accreditation Commission (IAC) is a minimum requirement to participate in the 
NIA network. NIA has a positive working relationship with the Nevada provider imaging 
community, maintains and monitors an active database, and has identified available facilities in 
Clark and Washoe Counties that will be eligible for network recruitment. NIA expects that 
contracting with these incremental Nevada imaging providers for Medicaid will take 90 days to 
complete. 


 B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all 
program requirements. 


Refer to Attachment 7 for NIA’s Gantt Chart detailing NIA’s proposed implementation process, a 
proposed Project Plan, and a Timeline Cylinder in Tab IX-Other Information Material of the 
submission. 


 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 


5.1.11.10  Reporting 


  The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. 
Review these reporting requirements and acknowledge receipt of the DHCFP financial reporting 
requirements. 


NIA is has received and is prepared to produce reports listed in Attachment 1 Forms and 
Reporting Guide where appropriate; however, in most cases, it is appropriate for the reporting to 
be rolled up and reported from CoventryCares of Nevada. In those situations the data that NIA 
supplies CoventryCares of Nevada, and which in most situations is transmitted by NIA daily, can 
be used to meet the requirements listed in Attachment 1. 


5.1.11.11 Information Systems and Technical Requirements 
 Based upon the information provided in this RFP and available in the Vendors’ library, provide 


your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


NIA understands that secure file transfer capability is of paramount importance to its customers. 
The company has extensive experience in establishing data interfaces between it systems and 
those of its customers’ internal data systems, including Coventry Health Care, Inc., but also those 
used by those services that support its customers and providers, such as external database 
facilities and clearinghouses. 


NIA has developed and tested all the HIPAA-compliant transactions (including the components 
for COB), and receives and sends 837P, 837I, 820, 835, 834, 270, 271, 276 and 277 transactions, in 
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addition to the 278. NIA uses the TA1 and the version 4010 997 (for 4010 837 claims) or the version 
5010 999 (for 5010 837 claims) standard responses and the version 3070 277 unsolicited 
transactions as an additional host-load notice for version 4010 837 claims feeds or the version 5010 
277CA (for 5010 837 claims). NIA’s fully functional HIPAA validator, EDIFECS, provides WEDI 
level-1 through level-6 validations, as well as level-7 companion guide edits.   


NIA supports Electronic Data Interface (EDI), File Transfer Protocol (FTP), SOAP/XML, and 
Network Data Mover (NDM). Business-to-Business Virtual Private Network (VPN) is NIA’s 
preferred process for transmitting and receiving files. NIA accepts and transmits data as often as 
required by the customer. 


All membership feeds, regardless of format, are processed through a translation-and-edit phase 
prior to updating its core system. To ensure that accurate data is loaded to the eligibility system, 
eligibility analysts review the edit reports and either omit or correct errors as specified by the 
customer. Files that contain no errors are then submitted to update the eligibility master files 
within the core system. 


Companywide, NIA currently supports 2,949 unique interfaces, and more than 500 million 
transactions per month, with more than 1 billion eligibility transactions per year. With the large 
number of interfaces it manages on a regular basis, it is essential that each be catalogued. NIA has 
developed a Universal Interface Tracking (UIT) application to track and maintain all of the 
various data file destinations, file layout descriptions, file transfer methods, and their purposes. 
Using search parameters such as business type, customer name, and state, NIA business analysts 
and programmers can drill down into detailed information about the interface. This includes the 
frequency of the file exchange, the last time a file was received or sent, the number of records in 
the file, and how many records need intervention because they were rejected, or they were 
accepted but did not pass system edits. Key contact information for both NIA and the customer is 
available on each tracking record to ensure the facilitation of timely communications when 
necessary. This application ensures that NIA will be able to accurately track and maintain all file 
exchanges that are required.  


All NIA data interfaces and file formats conform to HIPAA requirements for data security. 


5.1.11.12 HIPAA Compliance 


 


 A. Describe your status, resources, and approach to HIPAA compliance. 


NIA is fully compliant with the HIPAA Standards for Privacy, Electronic Transactions and 
Security.  


Refer to Attachment 8 for NIA’s 2012 HIPAA Compliance Statement, which outlines its 
initiatives, resources, and approach to maintaining HIPAA compliance in Tab IX-Other 
Information Material of the submission. 
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 B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


Please note:  under the proposed claims model for the State of Nevada, NIA will apply 
authorization-matching, proprietary claim edits, and multiple procedure discounts to outpatient 
imaging claims and CoventryCares of Nevada will produce claim checks.   


 


NIA’s adherence to HIPAA standards in processing provider claims starts at the point where NIA 
receives claims from providers. NIA offers several options for providers to submit claims for 
payment. NIA accepts paper claims, which it receives through its secured mailroom, and scans 
them directly into NIA’s RCAPS claim system to eliminate paper handling. NIA receives claims 
from providers electronically via its RadMD.com Web site. Providers also can submit claims 
through a clearinghouse. NIA has contracts in place with several clearinghouses and exchanges 
data with them using secure, HIPAA-compliant electronic data interfaces.  


NIA’s standard format for exchanging encounter data is the ASC X12N 837. NIA has developed a 
“Standard Companion Guide” for this format that provides detailed information on exchanging 
electronic information with its trading partners. The “Standard Companion Guide” outlines the 
overarching requirements and includes security information, file format requirements, testing, 
response times, and interchange specifications. Adjudicated encounters are pulled directly from 
RCAPS once the claims have been finalized. Transmission of encounter data can be scheduled as 
required and would include error-resolution timeframes.  


As a general rule, NIA utilizes the HIPAA-compliant code sets for encounter submissions. NIA has 
implemented Sarbanes-Oxley guidelines that ensure accuracy, timeliness, and completeness of 
encounter data submissions for all NIA business. 
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5.1.12 Financial information and documentation to be included in Part III, Confidential Financial 
of vendor’s response in accordance with Section 10.5, Part III – Confidential Financial.  


5.1.12.1 Dun and Bradstreet Number 


5.1.12.2 Federal Tax Identification Number 


5.1.12.3 The last two (2) years and current year interim: 
 A. Profit and Loss Statement  


 B. Balance Statement 


This information is included in Section 10.5, Part III – Confidential Financial proposal. 


 


5.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor:  
 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor. 
 


Reference #:  


Company Name:  


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name:  


Primary Contact Information 


Name:  


Street Address:  


City, State, Zip  
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Phone, including area code:  


Facsimile, including area code:  


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


 


Original Project/Contract Start 
Date: 


 


Original Project/Contract End 
Date: 


 


Original Project/Contract Value:  


Final Project/Contract Date:  


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 
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Reference #: 1 - PHPNI 


Company Name: Triad Healthcare, Inc 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: PHPNI 


Primary Contact Information 


Name:  Phil Wright, MD 


Street Address 8101 West Jefferson Blvd 


City, State, Zip:  Fort Wayne, IN 46804 


Phone, including area code:  206-969-2402 


Facsimile, including area code:  


Email address:  pwright@phpni.com 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization management for Pain 
Management, Spine Surgery and Joint 
Surgery 



mailto:pwright@phpni.com
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Original Project/Contract Start Date: April 2009 


Original Project/Contract End Date: Ongoing (one year term, extended by 
client) 


Original Project/Contract Value: $200K 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Completed on time.  Original contract 
extended and amended per client 
request 


Was project/contract completed within 
or under the original budget/cost 
proposal, and if not, why not? 


Completed within agreed upon terms 


     


 


Reference #: 2 - VNS 


Company Name: Triad Healthcare, Inc 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: VNS 


Primary Contact Information 


Name: Diane Novy 


Street Address: 1250 Broadway, 11th Floor 


City, State, Zip New York, NY 10001 


Phone, including area code: 212-609-4920 


Facsimile, including area code: 212-290-3029 


Email address: diane.novy@vnsny.org 


Alternate Contact Information 


Name:  



mailto:diane.novy@vnsny.org
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Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization Management for Physical 
Medicine  


Original Project/Contract Start Date: November 2006 


Original Project/Contract End Date: Original terms ended in December 
2011, extended annually by client. 


Original Project/Contract Value: <$100K 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Completed on time.  Original contract 
extended and amended per client 
request 


Was project/contract completed within 
or under the original budget/cost 
proposal, and if not, why not? 


Completed within agreed upon terms 


     


 


Reference #: 3 - Wellcare 


Company Name: Triad Healthcare, Inc 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 
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Project Name: Wellcare 


Primary Contact Information 


Name  John Featherston 


Street Address: 110 5th Avi, Floor 2 


City, State, Zip  New York, NY 10011 


Phone, including area code:  646-321-3692 


Facsimile, including area code:  


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization management for Physical 
Medicine  


Original Project/Contract Start Date: March 2007 


Original Project/Contract End Date: February 2008, extended by client 
annually 


Original Project/Contract Value: $250K 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Completed on time.   







Tab VII: Section 5 - Company Background and References: Subcontractor NIA  


Medicaid Managed Care Organization Services RFP 1988 903 


Was project/contract completed within 
or under the original budget/cost 
proposal, and if not, why not? 


Completed within agreed upon terms 
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COMPANY BACKGROUND AND 
REFERENCES:  


SUBCONTRACTOR SCION 
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5.1 VENDOR INFORMATION 


 


5.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: Scion Dental, Inc. 


Ownership (sole proprietor, 
partnership, etc.): 


C-Corporation 


State of incorporation: Delaware 


Date of incorporation: April 4, 2009 


# of years in business: 3.5 years 


List of top officers: Craig Kasten, Chairman of the Board 


Greg Borca, Chief Executive Officer 


Darrin Haehle, Chief Information Officer 


Lisa Sweeney, Chief Financial Officer 


Michelle Spencer, Chief Quality Officer 


Tom Conjurski, Chief Operating Officer 


Location of company 
headquarters: 


10201 N. Port Washington Road 


Mequon, WI  53092 


Location(s) of the company 
offices: 


10201 N. Port Washington Road 


Mequon, WI  53092 


 


N92 W14612 Anthony Avenue 


Menomonee Falls, WI  53051 


Location(s) of the office that will 
provide the services described in 
this RFP: 


10201 N. Port Washington Road 


Mequon, WI  53092 
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Question Response 


 


N92 W14612 Anthony Avenue 


Menomonee Falls, WI  53051 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


In Nevada – one Las Vegas Market Director.  Kevin 
Johnston 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


Approximately 200 


Location(s) from which 
employees will be assigned for 
this project: 


10201 N. Port Washington Road 


Mequon, WI  53092 


 


N92 W14612 Anthony Avenue 


Menomonee Falls, WI  53051 


 


And one local Las Vegas, Nevada Market Manager 


 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


   We are foreign qualified in every state and in Washington D.C. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


 


 


 



http://sos.state.nv.us
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Question Response 


Nevada Business License 
Number: 


Nevada Business License #: 656460 and 667216  


Legal Entity Name: Scion Dental of Nevada, LLC 


 


 Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes  No X 


 


 If “No”, provide explanation. 


Scion Dental of Nevada, LLC is a subsidiary of Scion Dental, Inc. - the legal name.  Scion Dental of 
Nevada, LLC is in good standing, and has been doing business in Nevada since 2010, as 
Amerigroup of Nevada's dental vendor/subcontractor.   


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


Scion understands and is in good standing for all licensing requirements. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes  No x 


No, Scion has never been engaged under contract by any State of Nevada agency. 


 If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 


 


 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


910  Medicaid Managed Care Organization Services RFP 1988 


Question Response 


Name of State agency: n/a 


State agency contact name:  


Dates when services were 
performed: 


 


Type of duties performed:  


Total dollar value of the 
contract: 


 


 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No x 


 


 If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 


No, Scion is not employed with the State of Nevada or any of its agencies.  Nor does it have any 
employees that are employed with the State of Nevada or any of its agencies.  


 If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to 
perform. 


 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 
or criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
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adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


No, Scion is not involved in any ongoing or contract failures, contract breaches, civil or criminal 
litigation that would impact our ability to perform fulfill its obligations 


 Does any of the above apply to your company? 


 


Yes  No x 


 


 If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 


Date of alleged contract 
failure or breach: 


n/a 


Parties involved:  


Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


 


Amount in controversy:  


Resolution or current status of 
the dispute: 


 


Court Case Number If the matter has resulted in a 
court case: 


  


Status of the litigation:  
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5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 1988.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 


Yes x No  


 


 Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP.  In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


 


 Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, Scion has the insurance requirements as specified in Attachment E.  


5.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


 Scion Dental is the pioneer of Medicaid dental management, having been dedicated to 
improving government dental programs for nearly twenty years.  By way of introduction, the 
Scion ownership team and many of the management team are the same people who founded Doral 
Dental in 1992 and grew it to over 6,500,000 members.  During this time we introduced a variety 
of industry innovations, improving Medicaid dental programs across the country. 
  
In 2004, we sold Doral Dental to DentaQuest of Boston, Massachusetts.  At the time of the sale, 
we maintained ownership of Doral's technology as well as the external company and staff which 
developed it - Wonderbox Technologies.  During a five year non-compete period, we continued 
developing the Enterprise System technology and became the dental industry leader by selling it 
on an application service provider(ASP) basis to other insurers, some of which are quite 
prominent.  Also during this time, we reviewed past weaknesses, observations and lessons - 
carefully improving the technology with a vision of once again incorporating a host of new 
innovations. 
  
That opportunity arrived in 2009, as Scion Dental was formed, once again marrying a talented and 
experienced leadership team with the leading technology in the industry.  Scion Dental has 
quickly become a national leader, growing rapidly with new implementations every month.  Scion 
will cover approximately 4.9M Medicaid members by January 1, 2013.  Our performance delivers 
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lower administration and benefit costs for MCO and state clients, while at the same time 
improving both the member and provider experience.   
  
At the heart of our relationship is the proven, robust technology platform.  The Scion Dental 
Enterprise System extends advantages to clients and other stakeholders which are unavailable 
anywhere else in the industry.  These are not marketing advantages, but massive, functional 
improvements designed to provide clients and state agencies the oversight and transparency of 
which they have always desired. 
  
The Enterprise System technology is woven throughout all workflow and processes, connecting 
providers, members, and clients in a singular, real-time environment.  The ability for our clients 
immediately access relevant dental program information through a secured web portal is a major 
competitive advantage. 
  
The Enterprise System includes access to the industry-leading Client Web Portal (CWP).  The 
portal is available to anyone authorized within HHSC, and subsequently configured by Scion to 
have secured rights.  The portal is accessible 24/7/365 from any personal computer by using an 
Internet Explorer web browser.  The portal allows secured access to our data center and 
computing environment.  
  
Through CWP, any client can access a variety of proven, industry-leading tools, including the 
Executive Dashboard.  The Executive Dashboard is the most innovative government oversight and 
transparency tool available.  Exploiting Microsoft SQL "data cubing" technology first introduced 
in 2008, Scion provides clients with real-time data on every meaningful operational and financial 
metric.   
  
The Executive Dashboard has tabs which cover claims, authorizations, member services and 
financials.  Each tab contains comprehensive, real-time information of activities within the client’s 
dental program, including detailed charts and graphs, with every page exportable to Excel or 
other formats for instance analysis and sharing.  Each tab also has drop-down lists to compare 
data by benefit plan (CHIP vs. Medicaid), region (one region compared to another region) and 
other options. 
  
Also within CWP is the Enterprise Business Intelligence System (eBIS).  eBIS is another web-
based tool that serves as a data warehouse, accessing all historical paid claims data.  The intuitive 
user interface has dozens of standard templates and the filter options produce thousands of 
variations of instant ad hoc reports, including provider profiling and cost trend reports.   
  
Next, access to our Customer Service Module (CSM) is available through CWP.  CSM is the 
internal tool that Scion staff uses to record all provider and member interactions.  By spring of 
2013, all calls from providers and members will be recorded, with links deposited within each 
CSM call record.  Our clients can access CSM on a "read-only" basis (you can review all the data 
but cannot modify or add anything) to have complete transparency to all provider and member 
interactions, including listening to the phone calls themselves.  If a provider or member complaint 
occurs, our client can immediately access all the details of the situation without the time delay 
and spin that comes from asking a vendor to respond.   
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Additionally, CWP allows our client to perform routine tasks such as checking claims and 
authorization status.  These features are helpful for immediate answers should someone be curious 
about delays or denials.   
  
Lastly, the sharing of documents and reports is performed securely through CWP.  All 
compliance, custom and ad hoc reporting is shared through the portal. 
  
None of the Client Web Portal functionality replaces Scion's obligation and commitment to 
expertly manage the client’s dental program.  It does however; provide our client with 
unprecedented oversight and transparency of all our actions.  Our client can easily monitor all 
member, provider and vendor activities simply by logging on to a computer. Nobody else in the 
industry offers these valuable features.  Best of all, with two to four major software releases a year, 
the functionality available to clients improves every year.  
  
 


 A. Provide a general description of the primary business of your organization and its client 
base. Include the length of time vendor has been providing services described in this RFP to 
the public and/or private sector.   


Scion Dental has been providing dental administrative services to Medicaid recipients in the 
public sector since its inception in 2009.  We have since grown to service approximately 4.2 
million Medicaid recipients, and will be at approximately 4.9M Medicaid recipients on January 1, 
2013.  Scion does not provide services to commercial members/private sector.  We are a 
government dental administrative company that focuses in this niche.  Scion has approximately 26 
managed care clients, in which all of these are in the Medicaid/CHIP programs.  Scion specifically 
has been providing dental services in the State of Nevada's program since October, 2010. 


 


 B. Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.   


The owners and leaders of Scion Dental are the undisputed pioneers of Medicaid dental 
management, as we have been dedicated to improving government dental programs for nearly 20 
years. By way of introduction, the Scion ownership team and many of the management team are 
the same people who founded Doral Dental in 1992 and grew it to over 6.5M members.  During 
this time, we introduced a variety of industry innovations, improving Medicaid dental programs 
across the country. 
 
In 2004, Doral Dental was sold to DentaQuest in Boston, Massachusetts. At the time of sale, we 
maintained ownership of Doral's technology as well as the external company and staff which 
developed it - Wonderbox Technologies. During a five-year noncompete period, we continued 
developing the Enterprise System technology and became the dental industry leader by selling it 
on an ASP basis to other insurers, some of which are quite prominent. Also during this time, we 
reviewed past weaknesses, observations and lessons – carefully improving the technology with a 
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vision of once again incorporating a host of innovations. 
 
That opportunity arrived in 2009, as Scion Dental was formed, again uniting a talented and 
experienced leadership team with the industry's leading technology. Scion Dental has quickly 
become a national leader, growing rapidly with new implementations every month. Our 
performance delivers lower administration and benefit costs for MCO and state clients, while at 
the same time improving both the Member and Provider experience.  
  
 


 C. Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or 
vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


Scion is incorporated in Delaware, domiciled in Wisconsin and foreign qualified in all 50 states.   


 


 D. The location of disaster recovery back-up site. 


The location of the disaster recovery back-up site is at:  N92 W14612 Anthony Avenue    
Menomonee Falls, WI  53051 


 


 E. The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


Mark K. Borca  10201 N. Port Washington Road    Mequon, WI  53092    262.834.6115 


 


 F. The size of organization in assets, revenue and people. 


As of 2011: Assets - $12 million.  Revenue - $25 million.  People - 200. 
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 G. The organizational chart of your senior management by function including key personnel. 


 


 H. The areas of specialization. 


Government program (Medicaid, CHIP, Medicare, etc.) dental management.  Scion is not a 
commercial dental insurer, but rather only a government program dental administrator. 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 I. The Company’s main product/service lines and annual revenues for each product/service line 
in 2004 and 2005 for the two most recent years for which full data are available. 


2010 - $5.5 million 


2011 - $20.5 million 


 J. The corporate philosophy and mission statement. 


Improving dental program management through reduced administrative cost, improved member 
and provider experience and technology innovations which drive unsurpassed transparency and 
oversight. 
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 K. A description of any plans for future growth and development of your organization. 


Scion is a rapidly growing company.  We currently administer dental programs and benefits for 
approximately 4.2 million Medicaid, CHIP and Medicare members.  By January 1, 2013, we will be 
administering dental programs and benefits for approximately 4.9 million Medicaid, CHIP and 
Medicare members, which means we are in the process of implementing approximately 800,000 of 
these members in the next three (3) months.  There has never been an operational issue as a result 
of our continued rapid growth.  In addition, in 2013 there are plans to increase staffing by 
approximately thirty (30) to forty (40) staff while continuing to increase our membership and 
client base. 


 


 L. Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for 
the market expansion and/or additional business line identified.  For example, what kind of 
planning and project management techniques, what resources and organization, etc.? 


Scion Dental has not added any business lines recently.  However, Scion Dental continues to add 
Medicaid and CHIP membership, new clients and new markets to our organization.  In the past 
six months, we have added three clients and 550,000 members in three separate states.  In the 
next four months, Scion is going to add approximately 700,000 members, in two new states.  
Scion Dental has a very precise implementation approach, and can be used in any market/state and 
no matter how big or small the membership is, as we're a very scalable organization.  Scion has a 
dedicated implementation team of five (5) people that dedicate themselves to every aspect of the 
project.  There is a detailed implementation plan that is broken out by various departments, who 
is responsible on each task/line item, and a target date for each responsible item.  Scion's typical 
timeline to implement a brand new market is ninety (90) days, and can be much shorter in some 
scenarios.  When Scion Dental entered the Nevada marketplace in 2010, we implemented this 
piece of business in 57 days (Network contracting was begun on August 4, 2010 and the go-live 
occurred on October 1, 2010).  Scion has not missed a deadline on implementing any new business 
in the history of our organization, which says a great deal considering how fast we are expanding.   


5.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


Scion Dental has been providing dental administrative services to Medicaid recipients in the 
public sector since its inception in 2009.  We have since grown to service approximately 4.2 
million Medicaid recipients, and will be at approximately 4.9M Medicaid recipients on January 1, 
2013.  Scion does not provide services to commercial members/private sector.  We are a 
government dental administrative company that focuses in this niche.  Scion has approximately 26 
managed care clients, in which all of these are in the Medicaid/CHIP programs.  Scion specifically 
has been providing dental services in the State of Nevada's Medicaid program since October, 
2010,. 
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5.1.10.1 Experience 
 A. Explain in detail the experience your organization has in providing the services requested in 


this RFP, including specific experience with the following: 


The owners and leaders of Scion Dental are the undisputed pioneers of Medicaid dental 
management, as we have been dedicated to improving government dental programs for nearly 20 
years. By way of introduction, the Scion ownership team and many of the management team are 
the same people who founded Doral Dental in 1992 and grew it to over 6.5M members.  During 
this time, we introduced a variety of industry innovations, improving Medicaid dental programs 
across the country. 


In 2004, Doral Dental was sold to DentaQuest in Boston, Massachusetts. At the time of sale, we 
maintained ownership of Doral's technology as well as the external company and staff which 
developed it - Wonderbox Technologies. During a five-year noncompete period, we continued 
developing the Enterprise System technology and became the dental industry leader by selling it 
on an application service provider(ASP) basis to other insurers, some of which are quite 
prominent. Also during this time, we reviewed past weaknesses, observations and lessons – 
carefully improving the technology with a vision of once again incorporating a host of innovations. 


That opportunity arrived in 2009, as Scion Dental was formed, again uniting a talented and 
experienced leadership team with the industry's leading technology. Scion Dental has quickly 
become a national leader, growing rapidly with new implementations every month. Our 
performance delivers lower administration and benefit costs for MCO and state clients, while at 
the same time improving both the Member and Provider experience.  Since that time, Scion has 
grown from zero (0) Medicaid members at its inception in April 2009, to currently 4.2M Medicaid 
members, to almost 5.0M Medicaid members on January 1, 2013 in less than four (4) years.  This 
tremendous growth shows what kind of experience and knowledge that Scion Dental possesses, 
not to mention that Scion has been operating in the Nevada market for over two (2) years with 
Amerigroup of Nevada. 


  1. Managing a network of Medicaid Providers; 


 


Scion Dental is a third party administrator of government sponsored dental programs in 28 states 
including the state of Nevada.  We currently service nearly 300 Nevada Medicaid providers in 
every facet of the program.  Beyond contracting and credentialing providers we also service all of 
the providers needs including paying claims and answering provider calls. The Scion Dental call 
center answers all provider questions including eligibility verification, claims, and benefit 
questions.   


 


Kevin Johnston is the local Scion Market Manager, and resides in the Las Vegas area and serves as 
a local resource for the provider community.  Kevin visits each office at least once per year for a 
face to face meeting and communicates with providers via phone and email on a daily basis.  Kevin 
also handles some of the provider education on Scions provider web portal that allows providers 
to administer the majority of their practice online.   
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The provider web portal is an online tool that allows providers to check eligibility, pay claims and 
submit authorizations online.  Providers are also able to view their remittances and keep member 
rosters for future verification needs.  All of this is available 24 hours a day for every provider’s 
convenience and also houses the provider manual for quick and easy reference. 


 


Scion Dental hosts periodic provider webinar training sessions where providers learn the benefits 
of the provider web portal.  We consistently contact providers to educate them on the benefits of 
an electronic relationship and strive to get each and every provider signed up for electronic funds 
transfer (EFT), electronic remittances, claims submission, and electronic authorization 
submissions.  We believe this will enhance the provider experience and lower their cost of 
participation. Scion Dental has staff in the home office that is dedicated to assisting providers 
with the electronic experience.  


 


Each and every provider’s office is contacted at least once per year to perform an access and 
availability survey.  This survey asks a series of questions about when members could be seen in an 
effort to validate that each provider will see members in accordance with their contract.  The 
questions asked include appointment wait time for routine care, after hours care, emergency care 
and urgent care. 


 


Every month Scion runs a geo-access report that compares the active provider network to the 
active membership.  This report shows gaps in member access based on state mileage 
requirements for general and specialists separately. 


 


 


  2. Managed care programs for Medicaid recipients; 


Scion Dental has been providing dental administrative services to Medicaid recipients in the 
public sector since its inception in 2009.  We have since grown to service approximately 4.2 
million Medicaid recipients, and will be at approximately 4.9M Medicaid recipients on January 1, 
2013.  Scion does not provide services to commercial members/private sector.  We are a 
government dental administrative company that focuses in this niche.  Scion has approximately 26 
managed care clients, in which all of these are in the Medicaid/CHIP programs.  Scion specifically 
has been providing dental services in the State of Nevada's Medicaid program since October, 2010.  


  3. Administering Medicaid utilization and case management programs; 


Key staff have been administering dental Medicaid Utilization and case management programs for 
over 20 years.  Guidance and oversight of these programs are provided by the Chief Dental Officer 
who has over 20 years in dental industry utilization management programs experience with over 
10 of those years specifically focused on administering Medicaid utilization and case management 
programs.   
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Additional clinical staff have been incorporated into the utilization management team to provide a 
high level of expertise in the appropriate administration of these programs.  In addition, over a 
dozen outside dental consultants participate in the management program through both 
professional clinical review and program interface where appropriate.  Most of these consultants 
have Medicaid dental experience.   


Finally Nevada based dental consultants are retained as part of the utilization management 
process to provide professional clinical review and local input as to any unique Nevada provider 
components that may affect the utilization management and case management program process as 
it applies to the Nevada Medicaid program. 


  4. Medicaid claims processing and adjudication 


Scion Dental has been extensive experience in managed dental care.  Scion Dental was established 
in April of 2009 and has processed and adjudicated Medicaid claims since August of 2009.  Prior 
to Scion Dental, the Scion Dental Leadership team founded Doral Dental USA, one of America’s 
largest dental insurance companies with more than 90% of its business in Medicaid program 
management, until the sale of the company in 2004. 


  5. Project management; and 


During the Implementation Scion assigns a Project Manager (PM) to the implementation team, in 
addition to implementation specialists responsible to support the PM. The PM is responsible for 
planning and documenting a well planned approach for the implementation from beginning to 
end.  The PM will provide guidance to the team and confirm the tasks are successfully executed 
and the project goes live according to the plan. The PM approach is flexible, and at Scion we have 
experience using both the traditional waterfall approach and agile approach for the 
implementation. 


  6. Qualifications of key personnel. 


Refer to Attachment G, proposed vendor staff resumes, included in Tab VIII. 


attached Resumes for:                                                                                                                                                                                                                              
Craig Kasten, Chairman of the Board                                                                                                                                        
Gregory Borca, Chief Executive Officer                                                                                                                                                                    
Lisa Sweeney, Chief Financial Officer                                                                                                                                                                                          
Darrin Haehle, Chief Information Officer                                                                                                                                                                                                    
Tom Conjurski, Chief Operating Officer                                                                                                                                                                                                    
Dr. Fred Tye, Chief Dental Officer                                                                                                                                                                                                     
Mark Borca, Vice President of Sales                                                                                                                                                                                                
Kevin Johnston, Market Director                                                                                                                                                                                                                                   
Jeanine Saer, Director of Administration                                                                                                                                                                                      
Monica Clement, Director of Provider Services                                                                                                                                                                                  
Carrie Klotzbach, Director of Utilization Management                                                                                                    
Beth Rabus, Director of Human Resources                                                                                                                                                   
Miranda Richter, Appeals Manager                                                                                                                                                                                    
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 B. Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


Scion Dental encourages providers to adopt tools that streamline administration, and is 
committed to collaboratively working with providers to structure financial incentives that drive 
our partner's quality goals. However, there is not yet clear consensus on dental quality metrics as 
there are for medical and behavioral health services. As the Dental Program evolves and matures, 
both Scion Dental and our partners will assess the data to establish benchmarks and identify 
opportunities to tie performance incentives to quality metrics. In the interim, incentives today 
drive improved efficiency and cost-effective service delivery. 


In accordance with state laws, Scion Dental will never adopt any incentives that encourage 
restriction of quality of care to control costs. 


Financial Incentives: Technology has driven substantial efficiency in health care, but many small 
dental practices lack the basic equipment, including computers, to benefit. To encourage provider 
adoption of technology, Scion Dental has, in other markets, invested in network providers to 
promote streamlined administration and efficiency, benefiting both Scion Dental and the dental 
office.  


Scion Dental delivered computers to provider offices that did not previously have one, enabling 
online authorizations and claims submission. The equipment is free of charge as long as the dentist 
commits to securing Internet access and submitting at least 99 percent of their authorization and 
claims electronically. In addition to providing desktop computers, Scion Dental reached out to 
provider offices with the highest volume of pre-authorizations requiring x-rays and developed a 
flatbed scanner purchase program for select offices to minimize handling of physical x-rays in plan 
administration. Such innovation boosts productivity for provider offices while reducing overall 
administrative costs for the plan. Scion Dental expects such programs to be particularly beneficial 
in more rural areas. 


Non-financial Rewards: As part of Scion Dental’s Gold Card program, providers whose Report 
Cards validate their proficiency and efficiency in care delivery benefit from relaxed administrative 
requirements. For example, top-performing practitioners may be exempt from certain pre-
authorization requirements. This streamlines plan administration and enhances provider 
satisfaction rates. 


 C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Regarding the improvement of treatment protocols, we define treatment protocols as the common 
practice patterns exercised by the local providers within the network.  Since dentistry does not 
have a set of diagnostic codes to compare to treatment outcomes like medicine does, we rely on 
several components to which we have invested in as part of our utilization management (UM) 
programs.  The development of standardized treatment protocols or decision algorithms for 
deciding on a particular treatment are reflected in the clinical criteria utilized in the authorization 
process.  Since the same clinical criteria are both utilized by the providers and our clinical review 
teams there is a high level of consistency in the determination of medically necessary treatment 
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through the authorization process. Relative to treatment protocols for those services not requiring 
prior authorization, we have develop several analytic tools to allow us to measure the average 
treatment patterns exercised by all providers in a local network and each provider individually.  
By these means we are able to identify individual provider treatment protocols that may vary 
statically from their peers and work with these providers to evaluate the protocols that result in 
their treatment submissions.  Since these protocols are measured in the local network 
environment they represent what would be characterized as the community standard treatment 
protocols and allow us to do valid peer to peer comparisons.  Finally the investment in the Peer 
Review Committee process allows periodic review and to monitor changes in the dental industry 
treatment protocols and incorporate where appropriate into our processes. 


 D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


Scion Dental does not have any direct contract experience with "state government" organizations 
such as DHCFP.  Rather we concentrate on partnering with Medicaid managed care organizations 
(MCOs) to administer dental programs on behalf of their partners, in this case DHCFP.  Scion has 
a long-standing history in working with Medicaid MCOs to improve their HEDIS scores, increase 
overall access to care, eliminate any barriers to care, increase provider network, eliminate any 
member/provider complaints and grievances, and increase the value proposition for dental on 
behalf of our MCO partners.   


 E. Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the 
requirements set forth herein.  This information must be included in vendor’s technical 
response to the RFP. 


Refer to Attachment G, proposed vendor staff resumes, included in Tab VIII. 


attached Resumes for:                                                                                                                                                                                                             
Craig Kasten, Chairman of the Board                                                                                                                                                                                              
Gregory Borca, Chief Executive Officer                                                                                                                                                                                                     
Lisa Sweeney, Chief Financial Officer                                                                                                                                                                                                   
Darrin Haehle, Chief Information Officer                                                                                                                                                                                                    
Tom Conjurski, Chief Operating Officer                                                                                                                                                                                                    
Dr. Fred Tye, Chief Dental Officer                                                                                                                                                                                                     
Mark Borca, Vice President of Sales                                                                                                                                                                                                
Kevin Johnston, Market Director                                                                                                                                                                                                                                   
Jeanine Saer, Director of Administration                                                                                                                                                                                      
Monica Clement, Director of Provider Services                                                                                                                                              
Carrie Klotzbach, Director of Utilization Management                                                                                                                                                                        
Beth Rabus, Director of Human Resources                                                                                                                                                                                               
Miranda Richter, Appeals Manager                                                                                                                                                                                                                                     
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 F. Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


 


  1. Information Systems 


Jim Zeisler, Director of Client Information Services 


Data Analysts: Mike Amborn, Troy Conway, Anushka Reddy, Nataliya Nenasheva, John Hanney, 
Christophe Tiako, Bhavna Bharadwaj, Wei Jiang, Thomas Lee, Yelena Yampolskaya, Jean Jurjevic 


EDI Analsysts: Ruslan Ahundov, Dan Wolf, EJ Buhrke, Artur Khachikyan, Tammie Van Ryzin, 
Karen Jakubowski 


Operational Support: Ryan Moon 


  2. Utilization/Case Management 


Carrie Klotzbach, Manager of UM                                                                                                                                                                                              
Brenda Becker, Team Lead Dental Review Specialist                                                                                                                                                                        
Jill Krause, Dental Review Specialist                                                                                                                                                                                                         
Carie Wright, Dental Review Specialist                                                                                                                                                                                             
Jessica Fogl, Dental Review Specialist                                                                                                                                                                                              
Sheeba Gill, Dental Review Specialist                                                                                                                                                                                               
Karen Volden, Dental Review Specialist 


  3. Claims Payment 


Jeanine Saer, Director of Administration                                                                                                                                                                      
Dental Reimbursement Analysts: Wendy Ryder, Cheryl Jacob, Melissa Smith, and Danielle 
Roberts 


Michelle Spencer – Chief Quality Officer 


Tom Conjurski – Chief Operating Officer 


Lisa Sweeney – Chief Financial Officer 


  4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Reporting: Brandon Thompson, Director of Quality and Compliance 


Carrie Fritz, Client Services Manager 


Quality Improvement: Quality Improvement and Compliance Committee: Brandon Thompson, 
Director of Quality and Compliance                                                                                                                                                     
Lisa Sweeney, Chief Financial Officer                                                                                                                                         
Michelle Spencer Chief Quality Officer                                                                                                                                                                                
Darrin Haehle, Chief Information Officer                                                                                                                                                                            
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Tom Conjurski, Chief Operations Officer                                                                                                                                                                                    
Fred Tye, Chief Dental Officer                                                                                                                                                                                                        
Beth Rabus, Director of Human Resources                                                                                                                                                                              
Jeanine Saer Director of Administration                                                                                                                                                                                      
Monica Clement, Director of Provider Services                                                                                                                                          
Jim Zeisler, Director of Client Information Services                                                                                                                                                              
Carrie Klotzbach, Manager of Utilization Review                                                                                                                                                                                 
Heidi Lueck, Controller                                                                                                                                                                                                               
Miranda Richter, Appeals Manager 


  5. Health Education 


Health Education and its relation to Scion Dental's scope of services is highly dependent upon 
each client's needs. Therefore, Scion Dental utilizes a customized approach with any client that 
seeks to involve Scion Dental within their Health Education Program. 


  6. Data Coding 


Jim Zeisler, Director of Client Information Services 


Data Analysts: Anushka Reddy, Nataliya Nenasheva, Bhavna Bharadwaj, Wei Jiang, Jean Jurjevic 


  7. Contract Negotiation Specialists/Network Recruiters 


Monica Clement – Director Network Development and Provider Relations 
Cassandra Holloway – Manager Network Development 
Mary Schwei- Network Development 


Erica Kohn-Network Development 


Kenesha Houston- Network Development 


Makeisha Gross-Network development  


Stratos  Amini-Hajibashi- Network Development 


Carissa Cain- Network Development 


Kevin Johnston – Nevada Network Development 


 


  8. Encounter Data 


Jim Zeisler, Director of Client Information Services 


Data Analysts: Anushka Reddy, Nataliya Nenasheva, John Hanney, Christophe Tiako, Bhavna 
Bharadwaj, Wei Jiang 


EDI Analsysts: Artur Khachikyan, Tammie Van Ryzin, Karen Jakubowski 
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  9. Other staff as needed for project 


Not Applicable 


 G. Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada.   


Refer to Attachment 1 for Scion’s TPA license, TPA license renewal form and UR license in Tab 
IX-Other Information Material of the submission. These are all the licensing requirements that are 
needed to operate as an MCO's dental vendor.   


 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Currently there are six bilingual CSRs: four Spanish, one Hmong and one Arabic and French 


 I. List any associations or organizations to which the organization belongs. 


Scion is not a part of any organizations in the State of Nevada, or anywhere outside of Nevada.   


5.1.11 Plan of Operation 
 The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 


different components required for the operation of a DHCFP contracted HMO.  In each 
response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided.  In addition, descriptions of services which the Vendor believes 
may be beneficial in implementing and/or maintaining this program shall be included. 


 


5.1.11.1 Medical Services 


 


 A. Describe how you will determine the need to provide services beyond those required in 
Section 4.2.2, Vendor Covered Services. 


The need to provide services beyond those required in the Vendor Covered Services section are 
determined through medical necessity need for those members under the age of 21.  Any such 
requests are reviewed by the Dental consultant utilizing criteria that would include but not be 
limited to: if the service requested meets generally accepted standards of dental practice, is 
appropriate to the identified dental condition and expected outcome, be appropriate for the 
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intensity of the dental service and level of dental setting and be the lowest cost alternative that 
effectively address and treats the dental problem. 


 B. Describe the guidelines and procedures you will use to determine the medical necessity of 
service authorization requests.  Include your process for medical review of claims. 


A number of procedures require prior authorization approval before initiating treatment.  The 
approval of a prior authorization request will be based on the documentation provided meeting 
the dental clinical criteria for medical necessity. The dental clinical criteria utilized for medical 
necessity determinations were developed from information collected from American Dental 
Association's Code Manuals, clinical articles and guidelines, as well as dental schools, practicing 
dentists, insurance companies, other dental related organizations, and local state or health plan 
requirements.  The medical review process begins with providing the documentation required and 
the clinical criteria that will generate a medical necessity approval.  This information is made 
available to all providers through the online provider reference manual.  In this way, all providers 
will know both the documentation needed to be sent as well as what clinical criteria the 
documentation should show in order to be approved for medical necessity.  Upon receipt of the 
necessary documentation, dental staff will review the documentation using the same clinical 
criteria to determine approval or denial.  If there is any instance of potential denial for not meeting 
medical necessity, the documentation will be referred to a Nevada licensed dental consultant for 
final decision.  Only a dental consultant can deny an authorization for not meeting the dental 
clinical criteria for medical necessity. 


 C. Do you have a process for monitoring and evaluating these guidelines and procedures?  If 
so, please explain. 


The dental clinical criteria guidelines are reviewed, updated and approved annualy by the Dental 
Peer Review Committee.  This committee is composed of independent Dental consultants familiar 
with Medicaid dental programs as well as the Nevada Dental Director and the Chief Dental 
Officer.  Additional State requirements or relevant criteria as well as any industry based criteria 
information will be incorporated in this review.  In addition, should there be substantial feedback 
from providers during the year on a particular criteria, this information will also be incorporated 
in the review process.  Historical experience has shown that, unlike medical procedures, the 
dental clinical criteria for procedures evolves at a slower pace and therefore, annual review is 
adequate with the option for special meetings if circumstances warrant.  The Nevada Dental 
Director and the Chief Dental Officer can implement minor modifications immediately if 
necessary to meet State specific changes to ensure consistency in timing.   


 D. Describe your procedure for providing, monitoring and coordinating out-of-network 
services to enrolled recipients. 


When a member requires dental services performed by a general dentist or dental specialist and 
one does not exist within an acceptable radius around the member’s location, the member can 
visit an OON provider for the requisite care. Scion will locate a provider willing to treat the 
member and monitor the member’s care throughout treatment. 
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 E. Describe the roll and responsibilities of your case managers. 


Not Applicable 


 F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination 
staff on behalf of high risk pregnant women. 


Not Applicable 


 G. Describe the policies and procedures you have in place to assess enrollees identified as 
Children with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN 
be developed? 


Not Applicable  When CoventryCares of Nevada identifies children with special health care 
needs, Scion will work with CoventryCares to ensure that these members receive the oral health 
care needs that they are afforded.  Scion will ensure that there is an appropriate contracted dental 
provider within the member’s geographic area that can assist the member will all of his/her health 
care needs.  Step one will begin with the identification of this member.  Step two will be to call 
Scion’s Member Call Center and find a list of contracted providers that will be able to meet the 
needs of this particular child.  Step three will be to ensure there is an appointment scheduled.  
Step four, if applicable, Scion has the ability to coordinate with CoventryCares on coordinating 
transportation for the child. 


 


 H. Describe the network you have in place to provide mental health and rehabilitative services 
to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not Applicable 


 I. Provide your policies and procedures for emergency and post stabilization services.  


There will be instances in which prior authorization for the procedure will not be possible due to 
emergent conditions with the patient.  Should the procedure need to be initiated under an 
emergency condition to relieve pain and suffering, the provider should provide treatment to 
alleviate the patient’s condition.  When a claim is sent for reimbursement, the provider will send 
the same documentation that would be sent for the prior authorization process.  This 
documentation will be subject to a retrospective review authorization process using the same 
dental clinical criteria as for the prior authorization process.  As with the prior authorization 
process, only a Nevada licensed dental consultant can issue a denial of a retrospective review 
authorization. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


928  Medicaid Managed Care Organization Services RFP 1988 


5.1.11.2 Enrollment 
 Provide your policy and procedure for transitioning a recipient from or to FFS or another 


Vendor’s plan.  


Not Applicable. Scion Dental is currently partnering with one of the two MCOs in the State of 
Nevada.  DHCFP would have all encounter data from our contracted MCO to transition to new 
MCO.  However, if that would not be the case, Scion Dental has every monthly 837D HIPAA 
compliant encounter file from October 2010 through current, and could supply those to either 
DHCFP or if requested by DHCFP to another contracted MCO.   


As for receiving new member’s information, Scion Dental would typically request claims history 
on any service in the past five (5) years that would have any sort of service limit or frequency 
limitation.  We would also request any open authorization requests as data integration points as 
well.  This would eliminate a new MCO or MCO’s vendor from paying duplicate services from the 
past, which would eliminate some potential fraud, or at a minimum waste and abuse within the 
Medicaid program. 


Also, from a continuation of care perspective, Scion’s Member Service Representatives are 
available to assist new members in obtaining a new dentist if their current dentist is not in the 
network. If the member is currently in treatment, Scion will facilitate care with an out of network 
dentist to complete treatment. 


 


5.1.11.3 Recipient Services 


 


 A. Provide a sample copy of your current or proposed enrollee handbook and identification 
card you may issue to enrolled recipients. 


Not Applicable 


 B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or 
PCS, including your process for changing a PCP or PCS. 


Not Applicable 


5.1.11.4 Network 
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 A. What steps will you take to develop and maintain a network that ensures the ability to 
provide the managed care benefits required in this RFP to enrolled recipients in the required 
service areas of urban Clark and Washoe counties? 


Scion currently has a network in Clark and Washoe counties consisting of 268 providers at 169 
locations.  Scion completes Geo access reports monthly to monitor member access in these 
counties.  When providers terminate the network, Scion actively recruits additional providers to 
maintain the network access. 


 B. Provide a sample of all base network provider contracts. 


Refer to Attachment 2 for Scion’s Provider Services Agreement in Tab IX-Other Information 
Material of the submission.  


 


 C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


Scion is committed to including all Federally Qualified Health Clinics (FQHCs), metropolitan or 
county Health Departments, and Accredited University affiliated dental programs as part of the 
core provider network. In the event FQHCs with the capacity to deliver dental services are not 
utilized, Scion Dental will demonstrate the appropriate range of services is available to the 
vulnerable populations. Scion Dental is also aware of all reimbursement-related requirements 
associated with the utilization of FQHCs. 


 D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


Scion performs availability surveys to a quarter of the network providers quarterly ensuring that 
all providers are surveyed at least annually. 


 


Scion Dental follows the state network adequacy guidelines and currently has an approved 
compliant provider network that includes general dentists and specialists.  Every month Scion 
runs a geo-access report that compares the active provider network to the active membership.  
This report shows if there are any gaps in member access based on state mileage requirements.   


 


Each and every provider’s office is contacted at least once per year to perform an access and 
availability survey.  This survey asks a series of questions about when members could be seen in an 
effort to validate that each provider will see members in accordance with their contract.  The 
questions asked include appointment wait time for routine care, after hours care, emergency care 
and urgent care.  Scion Dental has expectations that providers will see members for Urgent or 
Emergency care within 24 hours routine care within 30 days.  Besides this survey each office is 
visited in person by the local Scion Market Manager at lease on time per year. 
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If during this survey or during a site visit Scion determines that the provider is not meeting their 
obligations the local Market Manager or a Scion Dental representative will contact the office to 
discuss why they are unable to see members in a timely manner. If the office continues to not see 
members timely they could face termination from the provider network or a reduction in members 
that we will allow them to see. 


 


 


 E. How will you monitor contracted network provider’s activities to ensure they comply with 
your requirements and those set forth in Section 4.5.3, Network Management?  Describe 
your plan of action to ensure positive provider relations. Include in your response 
information regarding contracting; compensation; policy and procedures; disputes; and, 
communications. 


Scion monitors network providers' activities on a regular basis.  Scion has a local Market Manager 
in NV that performs in person visits to providers on a quarterly basis to review utilization and 
compensation, changes to policies, addition of new providers, and response to provider disputes. 


 F. Do you anticipate offering any physician incentive plan(s)?  If so, provide a summary of the 
plan(s) you anticipate offering.  If you currently have a physician incentive plan, so indicate 
and provide a summary. 


No, Scion does not offer any physician incentive plans.   


 G. Do you currently have or intend to have sole source subcontracts for any of the benefits 
services?  If so, please identify the services and the sole source subcontracts you currently 
have or intend to have. 


 No, Scion does not have any sole source subcontracts for any of the benefits services.   


AMENDMENT 1 AND AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


 H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transaction. By the 05/23/07 compliance date.  How 
will your health plan be prepare for use of NPIs to identify providers on standard transactions in 
order to be in compliance by the deadlines of 05/23/07? Vendor(s) should acknowledge their 
understanding that NPI’s must be used. 


Scion acknowledges the understanding that NPI’s must be used. Scion has been and will continue 
to be in compliance and use NPI as the standard and unique health identifier for all dental 
providers.  
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5.1.11.5 Quality Assurance 


 


 A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP.  


 


To meet a high-level of quality standards, Scion Dental has developed multiple policies and 
procedures to document its Internal Quality Assurance Program, as defined by the standards 
referenced with 4.8.5 and 4.8.6 within this RFP. These documents dictate that Scion Dental 
employs several auditing and tracking measures that objectively determine the accuracy and 
productivity of the services being provided. The outcomes of Scion’s audits and accuracy reviews 
are then reported to management. Compliance audits regarding contractual and regulatory 
deliverables are presented and reviewed to the Quality Improvement and Compliance Committee 
on a monthly basis.  


The Quality Improvement and Compliance Committee holds the responsibility and authority over 
the all quality efforts for Scion Dental, as delegate by the Executive Oversight Committee and the 
Board of Directors. It is within this committee that Scion Dental determines, based on evidence 
and recommendations presented by internal auditors and functional leaders, that all quality and 
compliance standards are met. The Committee uses the quality assurance information to influence 
its decisions on the management of its Quality Improvement Program and creating appropriate 
and beneficial Quality Improvement Projects (a.k.a. Performance Improvement Projects) for 
overall service enhancements. 


 


To further expand Scion Dental’s quality assurance efforts past audit and accuracy reviews,  
additional tactics are also utilized to cover monitoring provider and member calls, as well as 
comparisons and validation checks on potential mailings. Native authorization algorithms and 
system edits on upcoding, duplications, and authorization matching are also established to 
provide consistency and, when possible, stopping problems before they start. 


Collectively, all of these tactics and their use are documented throughout Scion Dental’s policies, 
procedures, processes, QI Program, Work Plan, and other official quality documents. The 
structure of the various oversight committees utilized to support the various departments in 
managing these efforts are also acknowledged and defined within Scion Dentals official 
documents.  


 B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy 
and Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement 
of the care delivered to enrolled recipients? 


Scion Dental utilizes a comprehensive quality and compliance structure that consists of multiple 
committees that work in unison to fulfill all quality and compliance initiatives. The composition 
of this structure includes an Executive Committee, Quality Improvement (QI) Committee, 
Compliance Committee, Cost of Care Subcommittee, Credentialing Subcommittee, and Peer 
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Review Subcommittee. All subcommittees work with each respective department/functional 
group to review and validate that all operational requirements are met. The productivity and 
compliance standards are then reported to the QI and Compliance Committee on a monthly basis 
for review.  This provides the overall reporting strategy to assure that Scion Dental is in full 
compliance with all governing statutory and regulatory requirements while provided continued 
quality improvement initiatives and projects, meeting the objects set forth by section 4.9 within 
this RFP.  To ensure that Scion Dental continues to improve upon its quality and compliant 
behaviors, QI Projects (QIP) are created, reported on, and reviewed monthly by the QI and 
Compliance Committee. The QIPs are designed with the direction of the Scion Dental QI Program 
and Work Plan, which is updated on an annual basis and defines the scope, goal and objectives, 
and process of the program. Each QIP is completed and implemented within a respective 
functional group or groups to ensure that the highest quality standards are practiced and 
maintained. 


 C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please 
describe their systems capability to collect and report race, ethnicity, and language over and 
above what is given to them by the DHCFP? 


Scion Dental is powered by Wonderbox Technologies' Enterprise System. This system is both 
robust and dynamic, allowing Scion Dental to capture and maintain many characteristics of a 
client's membership and the membership's claims, including information about race/ethnicity, 
gender, languages, along with many other characteristics. To apply these characteristics to HEDIS 
reporting, Scion Dental works with its clientele to customize the information that is included 
within the reports being provided. This means that Scion Dental will partner with DHCFP to 
report HEDIS measures needed to meet their needs. 


5.1.11.6 Fiscal Requirements 


 


 A. How will you ensure timely payment of claims in accordance with state and federal statutes 
and regulations? 


Scion Dental, Inc. recognizes the importance of timely and accurate claim payments. Scion Dental 
reviews the requirements of each state and federal statues and develops a check run schedule 
which supports that timely payment. Measurements and reporting metrics are in place that 
consistently and regularly monitor claim volumes, aging status, turn around time and adjudication 
results. In addition, measurements are in place to oversee payment accuracy and claim entry 
accuracy.   Scion Dental performs rigorous pre and post payment audits of claim payments and 
denials to verify the accuracy of the claims processing.   


 B. Describe your claims payment performance using the most recent available annual period 
as the time frame of reference.  What is your payment aging profile for clean and non-clean 
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claims?  What is your percent of claims pended?  What is your denial rate?  What is your 
rate of claims resubmission?  


In 2011, Scion Dental had a 99.7 % accuracy rate of clean claims paid within 30 days.  All received 
clean claims are either paid or denied.  Unclean claims are not processed and notification is sent to 
the party who submitted the claim.  Claims are also not pended as only clean are processed.  
Denial of claims percentage is dependent on correct provider submissions, thus there is no true 
claims resubmission rate – it is 100% completely dependent on the provider.  The denial rate for 
2011 was 9.7% .   


 


For YTD 2012, Scion has a 99.9% accuracy rate of clean claims paid within 30 days.  The denial 
rate for YTD 2012 is 9.2%. 


  1. Provide a recent set of unedited month-end management reports from your claims 
system.  At a minimum, samples should include aging report, clean claim payment rate, 
denial rate and pended. If you are not currently a Nevada Medicaid HMO, redacted 
sample reports will be accepted. 


Refer to Attachment 3 for Scion’s Sample Claims Reports in Tab IX-Other Information Material of 
the submission.  


 


 C. Describe your plan to identify and report suspected provider and recipient fraud. 


Scion shall utilize its suite of cost containment and fraud and abuse reports to determine outlier 
providers in the network.  These providers will have experience, based upon certain 
measurements, which fall notably outside the normal experience of providers in that market.  
After further investigation during chart reviews, code ratio reports and potentially talking to the 
member, Scion would then turn this case over to our MCO partner.   


 


 D. Describe and submit your policies and procedures for determining and collecting patient 
liability. 


Traditionally, we would follow our clients business rules in handling of other insurance including 
those around subrogation, and/or receive .  Scion’s belief is that we do not believe we do true 
subrogation for dental as it has not happened in any of our twenty (20) markets.  We have the 
ability to deny the ADA claims if one of the boxes below are checked.  We would deny the claim 
and pursue payment from the other insurer(s), but this not happened in the tens of thousands of 
dental claims that we have paid in Nevada on behalf of our client since October of 2010. 
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5.1.11.7 Grievances, Appeals and Fair Hearings 


 


 A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Scion Dental notifies the enrollee and the enrollee’s dental care provider of any denial for the 
request of dental services in writing. The denial notice provided to the enrollee contains clear and 
easy to understand language outlining the services that their dental provider requested and the 
reason that Scion Dental is denying coverage for said request. Enclosed with each denial letter is a 
notice to the enrollee explaining their appeal rights, a form to be completed if the enrollee would 
like to file an appeal, and a form for the member to request to continue their benefits during the 
appeal or fair hearing process. 


 


Each of these forms clearly explains to the enrollee the time limitations to their rights, what the 
enrollee can expect during the process, how to reach a language interpreter or TTY/TTD services 
toll free if needed, and instructions on how to file an appeal/fair hearing. There are telephone 
numbers provided throughout the literature advising the member to contact the MCO with any 
questions or if they need help understanding their rights or the appeal and fair hearing process. 
Members are given 90 calendar days from the their denial notice to file an appeal. 


 


Call center representatives document incoming verbal requests for appeals and grievances then 
route them immediately to the Appeals and Grievances department through the Enterprise 
system. The Appeals Specialists receive an email notification explaining the enrollee’s request and 
will follow-up with the member as needed to process the appeal or grievance. After receiving the 
member’s written confirmation of the request, the Appeals Specialist will work with an alternate 
dental consultant to review the member’s request as well as the initial submission and denial 
information to reach a new determination. The enrollee and the enrollee’s dental care provider is 
notified of the appeal outcome in writing. This notification contains information on fair hearings 
and how to file a fair hearing if the determination is not in favor of the enrollee.  


 


The appeals and grievances process is overseen by the Complaints, Appeals, and Grievances 
Manager. Random audits are performed monthly to ensure compliance and quality according to 
the established guidelines, policies, and procedures. Any changes to policies or procedures must 
be reviewed and approved by the Quality Improvement Committee prior to implementation. All 
policies and procedures are reviewed annually  and approved by the responsible group/individual 
as appropriate. 
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 B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes?  If so, what are your standards and what have been your 
performance outcomes? 


Our organization strives to reduce the number of appeals, grievances, and disputes received by 
providing outreach and education to members and providers respectively. While we do not 
currently have a performance standard, we would be open to discussing a mutually agreed upon 
standard if required. 


5.1.11.8 Operational Requirements 
 Provide an organizational chart depicting each functional unit of your organization associated 


with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors.  Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 


Scion is currently and has been administering a dental program in the State of Nevada on behalf of 
one of the two DHCFP contracted MCOs for over two years.  Scion does not subcontract or sub-
delegate any of its functions.   


Refer to Attachment 4 for Scion’s Organizational Chart in Tab IX-Other Information Material of 
the submission, that shows that all functions that are delegated from any MCO client are retained 
within Scion Dental.   


5.1.11.9 Implementation 


 


 A. If you currently do not have an established network, what time frame and approach will you 
use to build a network? 


Scion has an established dental network of 268 providers in its current Nevada service area.  If any 
additional areas would need to be recruited, Scion would contractually guarantee we would build 
a compliant network in thirty (30) days. 


 B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all 
program requirements. 


Refer to Attachment 5 for Scion’s Gantt Chart in Tab IX-Other Information Material of the 
submission. 
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AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 


5.1.11.10  Reporting 


  The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. 
Review these reporting requirements and acknowledge receipt of the DHCFP financial reporting 
requirements. 


Scion has reviewed all of the reporting requirements for this RFP, and acknowledges receipt and 
that we can provide all applicable dental reports.   


5.1.11.11 Information Systems and Technical Requirements 
 Based upon the information provided in this RFP and available in the Vendors’ library, provide 


your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


Scion Dental acknowledges we have the ability to provide compatible interfaces with existing and 
proposed information systems. 


5.1.11.12 HIPAA Compliance 


 


 A. Describe your status, resources, and approach to HIPAA compliance. 


Scion Dental operates with full compliance toward the HIPAA and the HIPAA 5010 requirements. 
To reach this level of compliance, Scion Dental's Human Resource department works to train each 
applicable employee on the requirements of HIPAA and provides continued education throughout 
their employment with Scion Dental.  After each employee is trained, Scion Dental then uses its 
Quality Assurance Initiatives and Quality Improvement Program and Work Plan to determine 
that consistent and compliant HIPAA related behaviors are maintained throughout the company's 
functional areas. In the event that there is a breach or non-compliant matter, employees are taught 
to utilize a dedicated process to report such behavior to the Quality and Compliance Department 
of Scion Dental. This department is directly managed by the Director of Quality and Compliance, 
ensuring that all breaches, violations, and/or non-compliant behavior is documented and, when 
necessary, reported. 
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 B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


Encounter Data and Utilization Reports are produced in any format our clients require. Encounter 
Files are presented in a HIPAA-compliant 837D format by default, but may be in a proprietary file 
format if required. All reports and data extracts are typically posted to a secure (SSH) FTP site 
hosted by Scion Dental for client retrieval. If the client desires, files may be transferred to a secure 
site hosted by the client. Scion Dental utilizes the Enterprise System, a fully HIPAA and HIPAA 
5010 compliant system, to manage and process all claims and encounter activities. This is a system 
that is used by multiple companies for many years and boasts being one of the industry’s first full 
5010 compliant systems available. Scion Dental has utilized this robust system since its inception. 
To provide full assurance that the Enterprise System manages a fully compliant HIPAA claim and 
encounter processing service, Scion Dental employs a variety of Quality Assurance measures and 
documents all errors for risk assessment to determine if a reportable breach has taken place. 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial 
of vendor’s response in accordance with Section 10.5, Part III – Confidential Financial.  


5.1.12.1 Dun and Bradstreet Number 


5.1.12.2 Federal Tax Identification Number 


5.1.12.3 The last two (2) years and current year interim: 
 A. Profit and Loss Statement  


 B. Balance Statement 


This information is included in Section 10.5, Part III – Confidential Financial proposal. 


 


5.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor:  
 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor. 
 


Reference #:  
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Company Name:  


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name:  


Primary Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


 


Original Project/Contract Start 
Date: 
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Original Project/Contract End 
Date: 


 


Original Project/Contract Value:  


Final Project/Contract Date:  


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


 


 
Reference #: 1 - Keystone Mercy Health Plan 


Company Name: Scion Dental, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR x SUBCONTRACTOR 


Project Name: Keystone Mercy Health Plan 


Primary Contact Information 


Name:  Dr. Larry Paul 


Street Address: 200 Stevens Drive 


Building 200 


City, State, Zip Philadelphia, PA  19113-1570 


Phone, including area code: (215) 937-7303 


Facsimile, including area code: n/a 


Email address: larry.paul@kmhp.com  


Alternate Contact Information 


Name: n/a 



mailto:larry.paul@kmhp.com
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Street Address: n/a 


City, State, Zip n/a 


Phone, including area code: n/a 


Facsimile, including area code: n/a 


Email address: n/a 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Scion is a dental vendor to Keystone 
Mercy Health Plan 


Original Project/Contract Start Date: 06/01/11 


Original Project/Contract End Date: current 


Original Project/Contract Value: $3 million + 


Final Project/Contract Date: Evergreen 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes, contract started on time and 
within time allotted. 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Yes, contract was within budget. 


 


Reference #: 2 - Denex Dental 


Company Name: Scion Dental, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR x SUBCONTRACTOR 


Project Name: Denex Dental 


Primary Contact Information 


Name: Mr. Ethan Foxman 
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Street Address: 111 Rockville Pike 


Suite 700 


City, State, Zip Rockville, MD 20850 


Phone, including area code: (240) 283-3514 


Facsimile, including area code: (240) 283-3515 


Email address: efoxman@denexdental.com  


Alternate Contact Information 


Name: n/a 


Street Address: n/a 


City, State, Zip n/a 


Phone, including area code: n/a 


Facsimile, including area code: n/a 


Email address: n/a 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Scion is Denex Dental’s operating 
platform and vendor for various 
functions. 


Original Project/Contract Start Date: 04.01.2009 


Original Project/Contract End Date: Current 


Original Project/Contract Value: $1 million + 


Final Project/Contract Date: Current 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes, the projected was completed in 
time. 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Yes, this was within the original 
budget. 


 



mailto:efoxman@denexdental.com
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Reference #: 3 - CareSource 


Company Name: Scion Dental, Inc. 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR x SUBCONTRACTOR 


Project Name: CareSource 


Primary Contact Information 


Name: Ms. Pollee Wilson, PMP 


Street Address: P.O. Box 8738 


City, State, Zip Dayton, OH  45401 


Phone, including area code: 937.531.2841 


Facsimile, including area code: 937.396.3268 


Email address: Pollee.wilson@caresource.com 


Alternate Contact Information 


Name: n/a 


Street Address: n/a 


City, State, Zip n/a 


Phone, including area code: n/a 


Facsimile, including area code: n/a 


Email address: n/a 


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Scion is a dental vendor of 
CareSource. 


Original Project/Contract Start Date: 10.16.2011 


Original Project/Contract End Date: Current 



mailto:Pollee.wilson@caresource.com
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Original Project/Contract Value: $2.5 million + 


Final Project/Contract Date: n/a 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes, the contract was completed in 
original time allotted. 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Yes, the contract was completed 
within the proposed budget. 
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COMPANY BACKGROUND AND 
REFERENCES:  


SUBCONTRACTOR TRIAD 
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INTENTIONALLY LEFT BLANK 
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5.1 VENDOR INFORMATION 


 


5.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: Triad Healthcare 


Ownership (sole proprietor, 
partnership, etc.): 


C Corp, privately held, owned by management 


State of incorporation: Connecticut 


Date of incorporation: 1997 


# of years in business: 15 years 


List of top officers: Agostino Villani, Chairman 


Vincent Coppola, CEO 


Karen Vigil, Chief Strategy Officer 


Eric Reimer, Board member 


Al Gaburo, Board member 


 


Location of company 
headquarters: 


80 Spring Lane, Plainville, CT  06062 


Location(s) of the company 
offices: 


80 Spring Lane, Plainville, CT  06062 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Administrative Staff:  Connecticut 


Clinical Staff:  mid-west/southwest region 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


15 
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Question Response 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


200 


Location(s) from which 
employees will be assigned for 
this project: 


Administrative staff will be based in Plainville, CT.  
Certain clinical staff will be located in other areas of 
the country. 


 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


Triad is a foreign corporation in Nevada and understands and will comply with this requirement.   


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


 


Question Response 


Nevada Business License 
Number: 


NV20121584913 


Legal Entity Name: Triad Healthcare, Inc.  


 


 Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 



http://sos.state.nv.us
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 If “No”, provide explanation. 


 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


Triad understands this statement and its requirements.   


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes  No X 


 


 If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were 
performed: 


 


Type of duties performed:  


Total dollar value of the 
contract: 
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5.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


 If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 


 


 If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to 
perform. 


Triad understands this statement and its requirements.  Triad does not have any employees 
impacted by this requirement. 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 
or criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


 


 Does any of the above apply to your company? 


 


Yes  No X 


 


 If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 
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Question Response 


Date of alleged contract 
failure or breach: 


 


Parties involved:  


Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


 


Amount in controversy:  


Resolution or current status of 
the dispute: 


 


Court Case Number If the matter has resulted in a 
court case: 


  


Status of the litigation:  


 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 1988.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  


 


 Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP.  In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


Triad understands this statement and its requirements.   


 Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Triad understands this statement and its requirements.   
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5.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 
 


 A. Provide a general description of the primary business of your organization and its client 
base. Include the length of time vendor has been providing services described in this RFP to 
the public and/or private sector.   


Triad Healthcare is a musculoskeletal health services company serving patients with painful spine 
and joint conditions.  Triad improves the quality of care and reduces medical costs by ensuring 
compliance to evidenced based medicine, coordinating member care, educating providers and 
members on preferred care approaches and by monitoring billing accuracy for the following 
specialized programs: 


• Physical Medicine (Chiropractic, Physical Medicine, Occupational Therapy, etc) 
• Pain Management (Interventional pain procedures and injections) 
• Musculoskeletal surgery 


o Spine Surgery 
o Joint Surgery (Hips, Knees, Shoulders etc). 


Our client base includes payors, employers and government agencies.  Our current client list 
includes: 


Blue Shield of California, BlueCross BlueShield of Tennessee, Aetna, Wellcare, Coventry, 
Chartered Health Plan, Visiting Nurse Services, Physicians Health Plan of Northern Indiana, Blue 
Cross Blue Shield of Florida. 
 


 B. Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.   


Triad Healthcare, Inc. is a corporation organized in the state of Connecticut.  Triad’s principle 
place of business is 80 Spring Lane, Plainville, CT 06062 and its Federal ID number is 39-1886617. 
Triad Healthcare, Inc. is the parent company with the following subsidiaries: 1) Triad Healthcare 
New Jersey IPA (organized in the state of New Jersey – incorporated in July 2004) and Triad 
Healthcare IPA, Inc. (organized in the state of New York – incorporated in November 1998).  The 
company website is www.triadhealthcareinc.com 
 


Major shareholders include: 


• Dr. Agostino Villani:  Chairman and Chief Quality Officer 


• Vincent Coppola:  President and Chief Executive Officer 


• Eric Reimer: Board member/advisor 


• Al Gaburo:  Board member/advisor 


 C. Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or 



http://www.triadhealthcareinc.com
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vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


Triad is a corporation organized in the State of Connecticut.  The state of Connecticut does not 
apply a preference, which is not afforded to bidders, or vendors who are residents in the State of 
Nevada. 


 D. The location of disaster recovery back-up site. 


Triad’s disaster recovery back-up site is located in Stamford, CT 
 


 E. The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


Vincent Coppola, President & CEO 


80 Spring Lane 


Plainville, CT 06062 


1-800-550-0540 


VCoppola@Triadhealthcareinc.com 


 F. The size of organization in assets, revenue and people. 


Assets (as of 8/31/12):  $7.6M 


Revenue (December 2012 forecast  annualized): $20.4M 


People (as of 8/31/12): 200 


 


 G. The organizational chart of your senior management by function including key personnel. 


 



mailto:VCoppola@Triadhealthcareinc.com
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 H. The areas of specialization. 


Triad’s area of specialization is musculoskeletal health.  Triad utilizes research-driven clinical 
expertise to improve quality of patient care and manage the appropriateness of care. We employ 
innovative information technology, evidence-based care and operational processes to deliver 
clinical value to payors, patients and providers.   


 AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 I. The Company’s main product/service lines and annual revenues for each product/service line 
in 2004 and 2005 for the two most recent years for which full data are available. 


• Benefit Areas   2010  2011 


• Physical Medicine  $5M  $5M 


• Pain Management $1M  $1.5M 


• Spine Surgery  $1M  $1M   


• Joint Surgery  $0.6m  $0.4M 


We provided the data above based on the two most recent full years of financial data.  Most of the 
company’s growth has occurred with contracts signed in late 2011 or 2012 but not implemented 
until 2012/2013, therefore not producing revenue until 2012/2013. 


 J. The corporate philosophy and mission statement. 


Vision Statement 


Triad’s vision is to create an environment that permits stakeholders in musculoskeletal 


care to communicate on a platform of common clinical language and universal health 


outcomes consistent with the communication that occurs between patients and their 


providers. From this perspective, medical necessity can be understood and delivered to 


meet the actual needs of the patient. Triad facilitates this communication and advocates for 


a transparent process that the provider and patient understand and so that the latest 


medical evidence is leveraged and factored into the care delivered to a patient.  Triad’s 


purpose is to enable providers to more effectively and efficiently diagnose and treat 


patients suffering from musculoskeletal pain. 


Mission Statement 
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Triad Healthcare’s mission is to improve the quality of care and reduce costs for procedures 


related to musculoskeletal care through specialized programs in Physical Medicine 


(Chiropractic/Physical Therapy), Pain Management (Interventional Pain 


Procedures/Injections) and Spine/Joint surgery. Triad works with payers and providers to 


perform clinical case reviews, care management, care coordination and patient education to 


achieve the goal of improving quality of care while reducing costs. Triad focuses on 


musculoskeletal pain patients because they present a unique set of challenges which results 


in significant provider inconsistency in treatment approach, a lack of a general 


understanding of industry best practices and evidenced based guidelines which ultimately 


results in poor clinical outcomes for the patient. 


 K. A description of any plans for future growth and development of your organization. 


Triad intends to remain focused on musculoskeletal health services since it is such a 
comprehensive clinical area.  Future growth plans include supporting ACO’s to provide better 
management of patients suffering from musculoskeletal pain, developing specialty networks (high 
quality/high performance) of high quality providers, expanding on Triad’s provider partnership 
strategy and providing additional member care management services.  At the current time, Triad 
does not plan to launch any new products that are outside of the musculoskeletal health services 
market. 


 L. Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for 
the market expansion and/or additional business line identified.  For example, what kind of 
planning and project management techniques, what resources and organization, etc.? 


In 2012 Triad has experienced significant growth in our Pain Management and Musculoskeletal 
Surgical Management programs.  Although these programs have been in development since 2008, 
Triad has seen a significant increase in demand for these programs in 2011 and 2012.  Given 
industry dynamics, payors have become more interested in implementing programs that improve 
the quality of care in these clinical areas.  Therefore several of Triad’s largest clients have been 
implemented in 2012.   


 


To meet the operational requirements to scale our business and meet the increasing demand for 
our programs, Triad has organized our company in a manner that supports our implementations.  
Triad has therefore created implementation teams/processes/plans to ensure successful 
implementation of our program as well as ongoing operational success.  See below: 


 


Ø Upon award of the RFP, Triad will develop an implementation strategy that includes a 
project plan. The plan will identify the following: 
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§ Milestones 


§ Activities/Task by implementation phase 


§ Activities/Task by discipline 


§ Assigned resources 


§ Dependencies and Predecessors 


§ Assignment of Critical Path  


Ø In addition to the project plan, the implementation strategy will include a weekly status 
report, RACI, communication, risks, issues and test management plans  


Ø Triad’s timeline strategy is forward looking: 


§ Timeline and activities are managed according to the plan and deviations from dates 
are managed based on assignment to or impact to critical path 


§ Forward looking outlook allows  opportunity to scribe risks and create risk 
mitigation plans 


§ Impacts to critical path are proactively managed thus potential missed dates or 
delays are communicated well in advance and alternative plans are identified 


 


Ø Triad has engaged in implementations for a variety of programs, and view the following as 
keys to success and expectations from Horizon: 


§ Dedicated Project Manager to facilitate communication with Client’s 
implementation team and track the activities of the program 


§ Commitment on dates and deliverables 


§ Identification of key stakeholders  


§ Communication strategy regarding status and issues  


§ Senior Leadership Sponsor to clear hurdles and roadblocks 


§ Escalation procedures 


§ Access to subject matter experts 


§ Collaboration on process and procedures 


Ø Detailed business requirements are initiated from the contract and defined during the 
requirements gathering, Out of Scope items are documented. The out of scope items will 
require a change request to include in  the program. 
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5.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


Triad Healthcare will be providing utilization management services for Pain Management as a 
subcontractor to CoventryCares of Nevada.  This is the only service we will be providing 
CoventryCares of Nevada. 


Triad Healthcare has been providing musculoskeletal health services since the company’s 
inception in 1997 (15 years).  Triad Healthcare is a musculoskeletal health services company 
serving patients with painful spine and joint conditions.  Triad improves the quality of care and 
reduces medical costs by ensuring compliance to evidenced based medicine, coordinating member 
care, educating providers and members on preferred care approaches and by monitoring billing 
accuracy for the following specialized programs: 


• Physical Medicine (Chiropractic, Physical Medicine, Occupational Therapy, etc) 
• Pain Management (Interventional pain procedures and injections) 
• Musculoskeletal surgery 


o Spine Surgery 
o Joint Surgery (Hips, Knees, Shoulders etc). 


Our client base includes payors, employers and government agencies.  Our current client list 
includes: 


Blue Shield of California, BlueCross BlueShield of Tennessee, Aetna, Wellcare, Coventry, 
Chartered Health Plan, Visiting Nurse Services, Physicians Health Plan of Northern Indiana, Blue 
Cross Blue Shield of Florida. 


5.1.10.1 Experience 
 A. Explain in detail the experience your organization has in providing the services requested in 


this RFP, including specific experience with the following: 


 


  1. Managing a network of Medicaid Providers; 


Network & Credentialing 


Triad Healthcare will be providing utilization management services for Pain Management as a 
subcontractor to CoventryCares of Nevada.  This is the only service we will be providing 
CoventryCares of Nevada. 


 


In order to meet the needs of our clients desiring our clinical quality programs, Triad does provide 
network enhancement and management services. We will recruit, credential and execute provider 
agreements with additional specialty providers to enhance Client’s existing provider network.  
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Our program works very well with large provider networks that offer high member satisfaction 
and access. We have an inclusive approach of network enhancement. We recommend offering 
participation to all licensed providers within the market who meet credentialing criteria. Triad 
does maintain baseline networks in most markets. We approach network development as 
“expansion through adoption” by expanding our client’s network using our existing baseline 
networks or recruiting from the population of non-participating providers. Our network program 
is inclusive; “open” to all licensed physical medicine providers. Any willing provider meeting 
Triad’s credentialing criteria and standards may participate in our program. As a result, our 
client’s networks are typically much larger than those of our competitors’. A large, open network 
offers better choice and access to health plan members and facilitates competition in the provider 
network resulting in better service to the patient.   


 


Triad routinely employs a variety of telephonic, face to face, electronic and paper-based 
recruitment campaigns and has experience with targeted telephonic and on-site/face to face 
relationship building with key local providers and the state associations to organize and facilitate 
provider group meetings in short time frames. 


 


Triad maintains, in all of its policies, procedures and contracts, the highest legal and compliance 
standards needed to fulfill state, Federal and accreditation requirements.  Triad credentials all 
providers according to established credentialing criteria and the network accreditation standards 
of URAC. The scope of Triad’s credentialing program is to evaluate and monitor the qualifications 
of providers who have submitted an application to become Cleint participating providers. Triad 
combines its internal primary source verification processes with services provided by CAQH to 
ensure that all providers’ credentials, conduct, education and practice history have been verified 
prior to approval by Triad’s or Client’s  Credentialing Committee. Providers must submit a 
credentialing application, and supporting documentation to initiate the credentialing or re-
credentialing process. Providers are re-credentialed every 36 months.  


 


Triad maintains a network relations team for provider recruitment, credentialing, re-credentialing 
and customer relations. In order to service providers more efficiently, Triad offers Online Provider 
Solutions, a secure web page permitting participating providers to submit care plans, view 
medical policies, provide input to program development, view and print determination letters and 
claims information and receive discounts on continuing education courses. Triad’s Online 
Provider Solutions web page can be accessed 24 hours, 7 days a week and makes doing business 
with Triad faster, easier and more efficient. It can be offered to participating providers directly 
through Triad or branded to Client through a single sign on technology permitting access through 
the individual plan’s existing websites.   


 


Triad will collect and maintain data to create provider practice profiles and analyses of provider 
accessibility, office demographics, member distribution, claims data and clinical utilization 
characteristics. Analysis of provider characteristics is used to prioritize network recruitment and 
to identify issues to drive network management initiatives and quality improvement programs. 
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Provider analyses are performed and reviewed internally, shared with clients and are available to 
providers as business dictates. 


 


Once the completed application is submitted for consideration, the Credentialing Department 
conducts a complete primary source verification all documents sent in by the provider.  Providers 
are then accepted into the Triad Network, provided they do not fail the network criteria.  The 
Credentialing Committee meets monthly to review any failed criteria files and to make 
recommendations on all files.  The Committee also reviews and approves all of the Credentialing 
policies and procedures on an annual basis.  For those providers welcomed into the network, 
Triad use Echosign to ease the administrative burden on the provider.  


 


  2. Managed care programs for Medicaid recipients; 


Triad Healthcare will be providing utilization management services for Pain Management as a 
subcontractor to CoventryCares of Nevada.  This is the only service we will be providing 
CoventryCares of Nevada. 


 


Triad currently serves health care market segments including National Account, Large/Mid, Small 
Group, Medicare and Medicaid.  With respect to Medicaid, Triad services Medicaid recipients in 
all our clinical programs.  Typically Triad subcontracts with a Medicaid health plan to service 
Medicaid recipients.  Triad ensures that it meets all state/federal requirements to provide services 
to Medicaid recipients. 


 


  3. Administering Medicaid utilization and case management programs; 


UM capabilities: 


 


Triad Healthcare will be providing utilization management services for Pain Management as a 
subcontractor to CoventryCares of Nevada.  This is the only service we will be providing 
CoventryCares of Nevada. 


 


Triad’s UM processes provide flexibility that is intended to integrate seamlessly into the 
individual providers preferred workflow. Upon exam of the patient, the provider can either 
request pre service review or treat the patient and submit a claim and medical records on a 
post-service basis for review. The provider or facility can submit either pre and post service 
requests directly to Triad through a secured web portal, dedicated fax lines, telephonically or 
via postal mail. Triad’s web portal can be provided behind our client’s website through single 
sign on technology. All information submitted through fax or paper is digitized (if not 
electronic) and the data collected is available for review in Triad's Pain Navigator system 
typically within hours of receipt, resulting in a rapid turn around time.  
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All cases are assessed for member eligibility, provider status, and availability of member 
benefits.  Those cases, which meet established criteria, are auto-adjudicated as approvals (no 
adverse determinations can be rendered either systematically or by administrative staff).  
These approvals are immediately loaded for distribution to the provider and member. Triad 
recognizes that physical medicine services are rendered by a variety of specialists.  Those pre 
service cases which cannot be auto-approved and all post service cases are loaded for care 
planning by a peer reviewer based upon parameters which include the same provider degree 
(e.g., MD, DO,DC, PT, OT, DOM), specialty (when applicable, e.g., acupuncture certification), 
and state of licensure (method/approach for reviewing cases is further defined in question 2.2 
– 2.7).   


 


A determination letter is generated outlining all services requested and are typically sent to 
the member (as delegated) and provider responsible for the patient's care via fax, secure email 
or on paper.  Determination letters can be sent to other departments or individuals responsible 
to coordinate and communicate determinations in a facility setting. Any adverse 
determination rendered includes a clear rationale to support the denial, and references 
applicable policies and peer reviewed literature, which support those positions.  Applicable 
reconsideration and appeal rights are provided, as well as the name of the peer reviewer who 
rendered the determination. A description of peer reviewer availability with contact numbers 
is also provided.   


  


Adverse determinations may trigger a coaching call to the treating provider or member as 
defined by the scope of the program, encouraging proactive discussion of the determination 
with the treating provider. 


 


The primary goal of Triad’s Utilization Management Program is to ensure the timely delivery 
of medically necessary health care benefits. The intent is to provide health plan enrollees 
access to services consistent with each health plan’s Policy, Certificate of Coverage language, 
applicable regulatory requirements (e.g., state and federal), and accrediting agencies (e.g., in 
accordance w/ URAC accreditation).  Triad continuously reviews and compares client medical 
policies to our own to ensure the delivery of care pursuant to our program output is compliant 
with all of the aforementioned. Unless otherwise required, medical necessity determinations 
are rendered by an actively practicing same specialty peer of the treating provider. Where 
same state jurisdiction is required, Triad complies with actively practicing same specialty 
peers of the treating provider in the same geographic location. Triad refers to our peer 
reviewers as "coaches" to emphasize their additional responsibilities of communication and 
building strong relationships with the provider community.  


  


All care is reviewed for compliance with medical policy on a case by case basis.  Each review is 
performed on a member specific basis, allowing for consideration of unique attributes of a 
highly variant patient population and their needs while incorporating individual health plan 
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benefit design. Triad’s Utilization Management program is always applied prior to the 
payment of a claim. 


  


Triad continuously monitors federal, state and local regulatory requirements and both URAC 
and NCQA standards for program compliance, in addition Triad applies a single standard to 
our UM programs which is compliant with the most stringent standard or regulatory 
requirement for each particular function that is delegated to us. For example, there are 
multiple standards and regulatory requirements for the turn around time for an initial UM 
determination. The most stringent current regulatory requirement is two days required by the 
state of Texas. Other jurisdictions range from 3 to 15 days. Triad applies a two day standard to 
our programs across all markets to ensure that we are always in compliance and are required, 
internally, to manage to this single standard of performance.  


 


At the discretion and preference of the treating provider, utilization management may be 
performed either before or after a service is provided to a member. Triad does not require any 
heath care provider to submit prior authorization, pre-notification or any other administrative 
process to support its utilization management programs. 


  


Pre-Service Review (aka. Prospective Review, Pre-Certification, Prior-Authorization, Pre-
Determination).  


 


This service is offered as a voluntary option for the participating provider. As the title 
suggests, this process facilitates a review of a proposed treatment plan at a time before the 
actual services are rendered by the provider. This process occurs immediately after a member 
has had an initial visit with their provider, been examined or assessed and a plan of care has 
been recommended by the provider. The initial workflow is described above in section 2.1. The 
plan of care is provided using a standard format created by Triad called an Initial Care Plan 
that captures the necessary clinical information to make a UM determination as well as 
baseline information from which to assess and compare clinical progress of the patient to 
future care plan recommendations should they be received. This data is integrated with 
historic claims data, real time, as received to permit Triad to incorporate coordination of care 
issues into its UM determinations (ie. When a plan of care from a provider is received, claims 
data is evaluated to determine whether other concurrent care is being provided for the same 
condition. This permits identification of redundant or incompatible treatment that must be 
considered as part of the UM determination).  


The data is initially analyzed systematically, being pushed through a series of edits driven by 
clinical algorithms and approved. If approval is not possible at this level of review, the data is 
organized and delivered into a clinical work queue where a specialty matched peer (local, 
actively practicing same specialty peer of the treating provider) reviews the recommended 
treatment plan for compliance to published medical policy, addressed any issues of non-
medically necessary care and references the determination with specific clinical rationale 
(generic) and makes any case specific clinical notations to document the determination. Once 
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complete, the determination is executed, bearing the signature of the reviewing provider and 
our system generates output specific to the program. This will always include written 
determination letters to the member and the provider in a form consistent with local statutory 
regulation and plan language, but may also include telephonic notification to the provider or 
member for clinical coaching or discussion of alternative care pathways. 


  


Post Service Review (aka. Retrospective Review, Pre-payment Audit) 


This is a default process for all claims for services for which there is not a Pre-Service review 
determination documented within Triad’s system. It applies to participating providers who 
have elected not to do Pre-Service review, participating providers who have billed services not 
requested during a Pre-Service review and for all claims submitted by non-participating 
providers.  


  


Post Service review is initiated when Triad either receives a claim directly from a provider or a 
claim file from HCSC. The billed services are compared to the services within Triad 
authorization logs to determine if an authorization for the services has been executed. If none 
is found, the claim (an any medical documentation submitted with the claim) is organized and 
delivered to a clinical work queue where a specialty matched peer (local, actively practicing 
same specialty peer of the treating provider) reviews documentation to determine if it is 
sufficient from which to make a medical necessity determination. If it is, the claim and medical 
record is reviewed for compliance to published medical policy, any issues of non-medically 
necessary care are addressed and a determination with specific clinical rationale (generic) and 
case specific clinical notations is completed. Once complete, the determination is executed, 
bearing the signature of the reviewing provider and our system generates output specific to the 
program. This will always include written determination letters to the member and the 
provider in a form consistent with local statutory regulation and plan language, but may also 
include telephonic notification to the provider or member for clinical coaching or discussion of 
alternative care pathways. 


  


If the claim requires additional medical information from which to render a UM 
determination, as determined by a specialty matched peer, a request for additional medical 
documentation will be generated to the provider and to the member and the claim will either 
be denied or pended for the additional records, depending on the line of business and local 
regulatory requirements. 


  


Under either case, when the requested medical records are received, the data is organized and 
delivered once again to a clinical queue for completion of a UM determination as noted above. 
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  4. Medicaid claims processing and adjudication 


Triad Healthcare will be providing utilization management services for Pain Management 
as a subcontractor to CoventryCares of Nevada.  This is the only service we will be 
providing CoventryCares of Nevada. 


 


Triad can support a fully delegated claims adjudication process or a daily authorization 
transfer process allowing its clients to adjudicate claims based on authorizations produced 
through Triads medical management program.  


 


Triad has many years of experience in performing authorization transfer to support client 
claims adjudication. We have the capability to batch customized daily authorization files 
produced as the output from our medical management process and transfer them 
electronically to our clients. The authorization file will contain all information necessary to 
adjudicate claims in house by the client. The authorization file will include but is not 
limited to: Client claim reference number, unique authorization reference number, date 
created, date received, member & provider demographic information, approved/denied 
services, amounts of visits allowed, DX codes, CPT codes, rationale for decision. 
Authorizations can be separated by pre and post service records.  These customizable file 
formats allow our clients to adjudicate claims at a service level based on our medical 
management process, eliminates the need to exchange benefit data and maintains control 
of member explanation of benefits & provider remittance advice.   


  


Our claims adjudication system integrates UM determinations for both par and non-par 
claims for Commercial, Medicare and Medicaid lines of business across multiple provider 
specialties. Through the use of rules based logic, specific rules are customized at the client, 
group, member and provider level.  This is extremely important to support clients’ with 
complex benefit structure and allows for simultaneous management of multiple provider 
networks contracted under multiple fee schedules.  


  


Triad’s configurable claims system offers flexibility in creating processing rules and allows 
a large volume of claims to be paid on multiple levels in accordance with client need. 
Because it is a scalable system, Triad has the ability to handle increased volumes, while still 
maintaining authenticity per client. Exception and adjudication rules can be modified and 
can be drilled down to differentiate among different groups within each client. Such rules 
can also be modified on a more global basis for specific issues. 


  


Triad’s claims adjudication, with respect to benefit deductibles, coinsurance, and/or out of 
pocket maximums, is applied based on accumulator data exchanges with our clients.  Triad 
has developed a complex eligibility and benefit application process that allows us to 
read/write accumulator data in real time to assure claims accuracy.  Visit limitations are 
applied during the authorization creation process, and are handled with similar fashion.   
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Triad defines a benefit application as co-pay, deductible, co-insurance or visit limitations. 
Benefit information can be received at either a group, subgroup or at a member specific 
level.  During claims adjudication, the claims system will read the benefit package 
applicable to the member and reduce payment based on deductible, coinsurance or co-pay.  
Specific visit limitations are applied during the authorization creation process.  The system 
will apply visit limitations on either a calendar or benefit year basis, as identified by the 
client.  The auditing of benefit application is incorporated into our general claims audits.   


  


The Triad Claims System also has the capability of applying multiple fee schedules, 
allowing us to coordinate and manage unique provider networks. The Claims System is 
designed to produce various output formats. Provider Remittance Advice and Member 
Explanations of Benefits are created in an electronic format that can be printed and 
distributed via postal service. Additionally, the output can be exported electronically in 
various and customizable file formats or made available upon a secured website. 


 


  5. Project management; and 


Triad deploys dedicated Account Management and Implementation Teams to manage client 
projects/implementations.  Our senior leadership is in daily communication with our account 
management/implementation teams and functional business units in order for us to assess 
resources and to ensure Triad staff has the tools they need to manage their projects.  Triad senior 
leadership is in daily communication with our project management teams so that any issues are 
raised immediately, and addressed quickly.  


 


  6. Qualifications of key personnel. 


Dr. Tino Villani:   


• Chairman and Chief Quality Officer 


• Over 20 years of MSK health care delivery experience 


• Over 15 years of benefit design and management experience 


• Founded Triad 


Vincent Coppola 


• Chief Executive Officer 


• 20 years of health care experience 
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• Served in senior level roles with national health plans (CIGNA and United), 


regional Blues such as Blue Shield of California and specialty health care 


companies such as Magellan 


 


 B. Describe your experience with performance incentives based on targeted health outcome 
standards.  In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


Triad Healthcare will be providing utilization management services for Pain Management as a 
subcontractor to CoventryCares of Nevada.  This is the only service we will be providing 
CoventryCares of Nevada. 


 


Triad has developed programs that provide incentives based on targeted health outcomes.  
Currently, Triad, as part of our current clinical programming, tracks patient clinical outcomes for 
certain clients.  This information will be used to set baseline information from which to design a 
specific incentive plan. 


 


 C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Triad Healthcare will be providing utilization management services for Pain Management as a 
subcontractor to CoventryCares of Nevada.  This is the only service we will be providing 
CoventryCares of Nevada. 


 
• Triad has developed educational materials used to provide further information about the 


procedure that the patient is seeking, as well as specific information on pre/post procedure 
preparation. 


 


• Triad has invested in development of a clinical outcomes call center where Triad tracks 
clinical outcomes of patients who have had treatment for a musculoskeletal condition.  
This survey is only provided to patients who are willing to have the survey performed.  
This information is important to assess the quality of care. 
 


• Triad has made significant investments in its care management platform; specifically it’s 
Pain Navigator application suite.  This proprietary application is the foundation for all of 
our key care management functions.   


Pain Navigator is an integrated platform that incorporates all of the functionality 
required for care planning and claims management.  Including: 


o Data capture from multiple incoming sources 
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o Daily secure data file exchanges with clients and vendors 
o Customizable rule engines to accommodate virtually any client-specific 
business logic 
o Customizable output (letters, rationale)  
o Member and physician outreach 
o Seamless integration between manual (human) and automated processes 
o Rapid throughput and high reliability 
o 24 x 7 access to system functionality and clinical records by Triad’s business 
and clinical staff 


 
Pain Navigator has been designed to facilitate member and physician outreach.  System 
functionality supports both administrative contact management and peer-to-peer coaching 
of physicians.  Automated processes allow the request, tracking, and input of care plans 
and clinical notes into standard data formats.  This information is made available to all 
downstream processes, and is accessible by our administrative and clinical reviewers to 
support interactions with members and physicians. 


 


 D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


Triad Healthcare will be providing utilization management services for Pain Management 
as a subcontractor to CoventryCares of Nevada.  This is the only service we will be 
providing CoventryCares of Nevada. 


Triad has experience with all health care market segments including Commercial Fully 
Insured, Commercial Self Funded, Individual, Medicare and Medicaid.  Our approach to 
assessing evidence based care is similar regardless of the market segment.  Triad has over a 
dozen clients across 28 states (including Nevada) and has active business is all our key 
musculoskeletal health care programs including Pain Management, Spine Surgery, Joint 
Surgery and Physical Medicine.   


Triad has the capabilities to support a variety of client operational models.  Triad can 
provide services on a risk carve out model where Triad manages the network and performs 
claims processing, in addition to the care management processes.  Triad also performs our 
services on an “ASO” basis (as is the case with our Coventry relationship) where Triad only 
manages the care management / utilization management process and does not perform any 
network or claims processing duties. 
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 E. Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the 
requirements set forth herein.  This information must be included in vendor’s technical 
response to the RFP. 


 F. Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


 


  1. Information Systems 


Paul Villani, Chief Information Officer and Corporate Security Officer 


Rajesh Charda, Senior Systems Architect 


James Ritchie, Information Security 


Mohammad Khan, Senior Manager of Medical Informatics 


  2. Utilization/Case Management 


Wesley Walsh, Utilization Management Committee Director 


  3. Claims Payment 


Not Applicable since Triad is not providing claims processing services to Coventry 


  4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Tino Villani, Chief Quality Officer 


  5. Health Education 


Rocco Labbadia, Senior Director of Clinical Operations 


  6. Data Coding 


Lynn Wuller, Data Collection Lead 


  7. Contract Negotiation Specialists/Network Recruiters 


Santo Sampino, Vice President of Provider Relations 
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  8. Encounter Data 


Not applicable; Triad is managing the pain management U/M process while CoventryCares of 
Nevada is managing the network 


  9. Other staff as needed for project 


Helena Young, VP Account Management and Implementation 


Jen Fournier, Chief Counsel 


Shandelle Cordero, Operational Account Management 


 G. Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada.   


Refer to Attachment 1 for Triad’s licenses and certifications in Tab IX-Other Information Material 
of the submission. 


 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Mayra Rivera Operations Spanish          


Marisol Carrero QM Spanish 


Marisol Nazario Mailroom Spanish 


Isabel Cordero IT/IS Spanish 


Betsy Rivera Operations Spanish 


Luz Bracetti QM Spanish 


Joanna Borrero Operations Spanish 


Joanne Casiano Operations Spanish 


George Febo Operations Spanish 


Eric Montanez Operations Spanish 


Lumar Rivera Operations Spanish 


Denise Homar Operations Spanish 


Hima Bobba IT/IS Tamil 


Dorothy Serafin Operations Polish 


Ivette Rivera  Clinical Spanish 


Navin Rai IT/IS Napalese 


Oleg Yevminov IT/IS Russian 


Paul Oak IT/IS Cambodian 
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Prasanna Annambhotla IT/IS Teligu/Hindi 


Rahul Mudimala Clinical  Teligu/Hindi  


Shandelle Cordero Operations Spanish 


 


 I. List any associations or organizations to which the organization belongs. 


URAC/NCQA 


5.1.11 Plan of Operation 
 The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 


different components required for the operation of a DHCFP contracted HMO.  In each 
response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided.  In addition, descriptions of services which the Vendor believes 
may be beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


 


 A. Describe how you will determine the need to provide services beyond those required in 
Section 4.2.2, Vendor Covered Services. 


Triad Healthcare will be providing utilization management services for Pain Management 
as a subcontractor to CoventryCares of Nevada.  This is the only service we will be 
providing CoventryCares of Nevada. 


Since Triad is a vendor to Coventry, they will determine the services selection.  Coventry 
Health Care, Inc. and Triad have a close business relationship whereas both parties meet 
frequently to determine future needs and opportunities.  In the event that CoventryCares 
of Nevada decides to include additional services at any time, Triad will work closely with 
CoventryCares of Nevada personnel to ensure that these additional services are effectively 
rolled out and supported. 


 


 B. Describe the guidelines and procedures you will use to determine the medical necessity of 
service authorization requests.  Include your process for medical review of claims. 


Triad’s UM methodology employs medical policy (criteria) based on peer review published 
sources as a foundation for utilization management. These policies are identified to all 
participating providers and are readily available for review on Triad’s website. 
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Post service or retrospectively, when Triad receives a claim for services that is accompanied 
by medical records, the claims and records are reviewed against published criteria by a 
Triad peer reviewer, who is an actively practicing clinician holding an active license. When 
a determination is made, a determination letter is generated to both the provider and the 
member and the claim is processed by CoventryCares of Nevada. Clinical rationale is 
included for any service deemed not medically necessary. 


When a provider elects to prior authorize a plan of care, they will submit a notice to this 
effect that includes their and their patients identifying information with accompanying 
medical records. This information will be reviewed against published criteria by a Triad 
peer reviewer, who is an actively practicing clinician holding an active license. When a 
determination is made, a determination letter is generated to both the provider and the 
member. Clinical rationale is included for any service deemed not medically necessary. 


 


 C. Do you have a process for monitoring and evaluating these guidelines and procedures?  If 
so, please explain. 


It is the policy of Triad Healthcare, Inc. to conduct quarterly inter-rater reliability 
exercises to eliminate case variation. At the end of each quarter, Triad’s Senior 
Medical/Clinical Director or designee shall choose a clinical issue for evaluation of inter-
rater reliability.  Such issues may be derived from specific cases reviewed during that 
quarter, need to assess application of a new or modification of medical policy, trends noted 
during care planning assessment or specific issues identified by the Medical Operations 
Committee (MOC) as most relevant to the need for ongoing training and improvement.   


In choosing the sample, the Senior Medical/Clinical Director or designee shall select a 
clinical scenario that challenges the clinical reviewers’ judgment in the application of 
medical policy and clinical criteria.  The Senior Medical/Clinical Director or designee shall 
email the Clinical Services Administrator with a detailed audit sample or treatment 
plan/reference number along with any comments the Senior Medical /Clinical Director or 
designee wishes to include in reference to the case.  


The designated Clinical Services Administrator shall populate a Clinical Coach Inter-rater 
Reliability Form and forward to the Senior Medical/Clinical Director or designee for 
approval.   


Upon approval, the Clinical Services Administrator shall arrange for distribution.  Each 
Peer Clinical Staff member will have one week to review the case and make a clinical 
determination with documentation noted as to their rationale for any denied services 
based upon current medical policy and clinical criteria. In addition, the Peer Clinical Staff 
member shall document any comments or questions that they would like to discuss in 
further detail, and return to the Clinical Services Administrator.  


 


The Clinical Services Administrator shall compile all returned Inter-rater Reliability 
responses and forward them to the Senior Medical/Clinical Director or designee who will 
have up to two (2) weeks to review the clinical determinations.  
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The Senior Medical/Clinical Director or designee will then review the individual responses 
of each of the Peer Clinical Staff members and determine if the responses were appropriate 
and consistent with expectation (pass or fail). 


The case will be formally presented by the Senior Medical/Clinical Director or designee 
and the Peer Clinical staff will discuss their determinations as they relate to current Triad 
medical policy and clinical criteria.  The Senior Medical/Clinical Director or designee will 
address any inconsistencies noted in the application of Triad’s current medical policy to 
develop an understanding of the accurate application of Triad’s existing medical policy.  A 
question and answer session will be held and any suggestions and/or issues affecting 
Triad’s existing Medical Policy will be documented by the Clinical Services Administrator 
by using the Medical Policy Proposal Form. 


 


 D. Describe your procedure for providing, monitoring and coordinating out-of-network 
services to enrolled recipients. 


Not applicable, Triad manages the pain management U/M process while CoventryCares of 
Nevada is managing the network 


 


 E. Describe the roll and responsibilities of your case managers. 


Not applicable, Triad manages the pain management utilization management process and 
will not be providing individualized patient case management services. 


 


 F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination 
staff on behalf of high risk pregnant women. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 


 


 G. Describe the policies and procedures you have in place to assess enrollees identified as 
Children with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN 
be developed? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 
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 H. Describe the network you have in place to provide mental health and rehabilitative services 
to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 


 


 I. Provide your policies and procedures for emergency and post stabilization services.  


Triad does not require prior approval of services for either emergent or urgent care, 
including post stabilization care subsequent to emergency treatment. If a call is received for 
emergent or urgent care, the treating provider will be notified that prior approval is not 
required. The services provided may be reviewed for medical necessity via Triad’s 
established post service review process 


5.1.11.2 Enrollment 
 Provide your policy and procedure for transitioning a recipient from or to FFS or another 


Vendor’s plan.  


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 


5.1.11.3 Recipient Services 


 


 A. Provide a sample copy of your current or proposed enrollee handbook and identification 
card you may issue to enrolled recipients. 


Not applicable, Triad manages the utilization management process and Coventry manages 
the benefits 


 


 B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or 
PCS, including your process for changing a PCP or PCS. 


Not applicable, Triad manages the utilization management process and Coventry manages 
the network and benefits 


 







Tab VII: Section 5 - Company Background and References: Subcontractor Triad  


Medicaid Managed Care Organization Services RFP 1988 973 


5.1.11.4 Network 


 


 A. What steps will you take to develop and maintain a network that ensures the ability to 
provide the managed care benefits required in this RFP to enrolled recipients in the required 
service areas of urban Clark and Washoe counties? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits and network 


 


 B. Provide a sample of all base network provider contracts. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the network 


 


 C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the network 


 


 D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 


 


 E. How will you monitor contracted network provider’s activities to ensure they comply with 
your requirements and those set forth in Section 4.5.3, Network Management?  Describe 
your plan of action to ensure positive provider relations. Include in your response 
information regarding contracting; compensation; policy and procedures; disputes; and, 
communications. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 
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 F. Do you anticipate offering any physician incentive plan(s)?  If so, provide a summary of the 
plan(s) you anticipate offering.  If you currently have a physician incentive plan, so indicate 
and provide a summary. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits and network 


 


 G. Do you currently have or intend to have sole source subcontracts for any of the benefits 
services?  If so, please identify the services and the sole source subcontracts you currently 
have or intend to have. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 


 


 AMENDMENT 1 AND AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


5.1.11.4. Network 


 H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transaction. By the 05/23/07 compliance date.  How 
will your health plan be prepare for use of NPIs to identify providers on standard transactions in 
order to be in compliance by the deadlines of 05/23/07? Vendor(s) should acknowledge their 
understanding that NPI’s must be used. 


Triad acknowledges the understanding of NPI’s and is currently in compliance with the 
handling of NPI’s 


5.1.11.5 Quality Assurance 


 


 A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP.  


Triad Healthcare will be providing utilization management services for Pain Management as 
a subcontractor to CoventryCares of Nevada.  This is the only service we will be providing 
CoventryCares of Nevada. 


Triad Quality Management Program monitors and improves the quality of services provided 
to and by participating providers.  Triad’s Quality Management Program develops and 
updates the quality management work plan annually, this includes adopting new standards 
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or changed standards as required to maintain compliance; measures & evaluate key 
indicators. The Quality Management Program is reviewed and approved annual by our 
quality committees. 


 


The Quality Improvement Projects (QIPs) – Triad maintains several QIPs addressing error 
reduction and consumer safety QIP.  If QIP is clinical in nature, the senior clinical staff 
person is involved in development of the QIP. All QIPs are presented to the quality 
committees for approval.  The QIPs are also monitored and reported to the Quality 
Committee on a quarterly basis.  All QIPs owner documents any changes or improvements 
related to the baseline measurement, and also conduct at least one re-measurement and a 
barrier analysis if the performance is not met.  All QIPs must have summary, goals and 
objectives, start date, target completion date, and status. 


 


Corrective Action Plans (CAPs) – CAPs may be generated from internal or external sources.  
A documented plan can be generated for quality improvement opportunities; initiatives 
requiring immediate action; emerging trends that impact services or delivery; patterns of 
inappropriate behavior that could pose a threat to member’s health, welfare, or safety.  All 
steps are monitored, documented and reported to the quality committees.  All Caps are 
researched appropriately by Subject Matter Experts and an action plan id developed with 
projected timelines. 


 


Triad Internal Audits - Triad identifies, plan, implement, and report audits by the Quality 
management service area.  The Quality Management (QM) team prepares and presents to 
CEO the quality audit plan.  This plan outlines current audit activities and proposes new 
audit activities.  An Audit Feedback is completed for each identified audit error found.  The 
audit feedback form identifies information related to the audit, audit score, description of 
error and appeals section.  All audit results are reported to the service leaders and an 
aggregated monthly data report to the quality committee.  Any quality improvement 
opportunity identified is documented using Corrective Action Plans (CAPs) or Quality 
Improvement Plan (QIPs). 


 


Quality Improvement Committees – The Quality Committees is to establish a system to 
assess and resolve issues.  There are several committees within the organization.  The 
Steering Team (ST) committee is staffed by individuals representing various service areas 
with the organization to ensure professional diversity and collaboration between areas.  The 
ST reviews and approves the Quality Management Program annually.   The Quarterly Quality 
Committee (QQC) – The ST has delegated the responsibility for the oversight of all 
administrative activities to QQC.    The Medical Quality Improvement Committee (MQIC) – 
The ST has delegated the responsibility for the oversight of all medical quality management 
activities to MQIC. 
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 Appeals - An appeal is a document received by a health care provider to review information 
for any dissatisfaction regarding administrative denials of services or claims payment.  As a 
result, the QM documents, reviews and respond to the health care provider.  All steps are 
monitored and documented by QM until a response to the requestor is complete.  This 
process ensures that all appeals are responded to in a timely(within 30 days), efficient 
manner, and adhere to all applicable state and federal laws in addition to URAC and NCQA 
standards as appropriate. All appeals are document/logged for quality improvement and 
reporting.  All appeals are reported to the quality committee on a quarterly basis.   


 
It is the responsibility of Provider Account Management (PAM) to understand and clearly 
define the needs of Triad’s participating providers and any providers participating with one 
of Triad’s clients (in a network management delegated relationship).  The objective of 
Provider Account Management is to earn the participating provider’s respect, support and 
cooperation by servicing their needs effectively and efficiently.  The Steering team has 
oversight of PAM.  All Providers must adhere to the initial training process, must go through 
the primary sources verification process, and holds a current valid license to practice. 
Recredentialing is completed every 36 months to ensure providers’ compliance with Triad’s 
credentialing criteria and URAC standards.  All credentialing and recredentialing 
information is presented to the quality committee on a quarterly basis.   


 


It is the policy of Triad to provide adequate telephonic access to providers, payors and 
consumers (members) for: 


• Direct telephone accessibility for each normal business day in each time zone where 
prior approval and clinical determinations are performed 


• Providing mechanisms to receive messages and make timely callbacks to providers 
and consumers (members) and recording after hours calls 


• Provider inquiries during their normal business hours, both clinical and 
administrative, unless mutually agreed. 


Triad shall maintain, at a minimum, a staff clinician available to take or return telephone calls 
during hours of office operations to perform authorization functions and answer any 
inquiries regarding review determinations, the Clinical Program’s requirements or 
operational review of policies and process. Telephone messages received after hours shall be 
retrieved from the general voice mail box by a member of administrative staff.   


An additional toll free number (888-825-1141) noted on Triad’s after hours message provides 
access to a staff clinician for urgent or emergent situations.   


 Note:  Triad does not require prior approval for Emergent/Urgent Care.  


 


All care that is contracted for utilization management must be reviewed for medical 
necessity and appropriateness.  Before the delivery of care, prior approval may be requested 
by a participating provider unless otherwise stipulated by applicable statute or clients 
certificate of coverage (benefit language) outlined in the plan specific addendum section of 
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Triad’s provider manual. Prior approval may also be accepted from a non participating 
provider when a delegated member has agreed to and accepted the terms of the voluntary 
prior approval agreement.  In the case of post service review (retrospective review) claims 
and medical records are submitted subsequent to the delivery of care.   


 


 B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy 
and Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement 
of the care delivered to enrolled recipients? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 


 


 C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please 
describe their systems capability to collect and report race, ethnicity, and language over and 
above what is given to them by the DHCFP? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits 


5.1.11.6 Fiscal Requirements 


 


 A. How will you ensure timely payment of claims in accordance with state and federal statutes 
and regulations? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits and claims 


 


 B. Describe your claims payment performance using the most recent available annual period 
as the time frame of reference.  What is your payment aging profile for clean and non-clean 
claims?  What is your percent of claims pended?  What is your denial rate?  What is your 
rate of claims resubmission?  


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits and claims 


 


  1. Provide a recent set of unedited month-end management reports from your claims 
system.  At a minimum, samples should include aging report, clean claim payment rate, 
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denial rate and pended. If you are not currently a Nevada Medicaid HMO, redacted 
sample reports will be accepted. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits and claims 


 


 C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits, claims and network 


 


 D. Describe and submit your policies and procedures for determining and collecting patient 
liability. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits, claims and network 


5.1.11.7 Grievances, Appeals and Fair Hearings 


 


 A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits and claims 


 


 B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes?  If so, what are your standards and what have been your 
performance outcomes? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits and claims 
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5.1.11.8 Operational Requirements 
 Provide an organizational chart depicting each functional unit of your organization associated 


with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors.  Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 


Refer to Attachment 2 for Triads organizational chart in Tab IX-Other Information 
Material of the submission. 


5.1.11.9 Implementation 


 


 A. If you currently do not have an established network, what time frame and approach will you 
use to build a network? 


Not applicable, Triad manages the pain management utilization management process and 
CoventryCares of Nevada manages the benefits and network 


 


 B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all 
program requirements. 


Refer to Attachment 3 for Triads Gantt Chart in Tab IX-Other Information Material of the 
submission. 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 


5.1.11.10  Reporting 


  The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. 
Review these reporting requirements and acknowledge receipt of the DHCFP financial reporting 
requirements. 


These have been received, reviewed and understood. 
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5.1.11.11 Information Systems and Technical Requirements 
 Based upon the information provided in this RFP and available in the Vendors’ library, provide 


your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


Yes, Triad reviewed these requirements and has the capabilities to provide the necessary 
interfaces 


5.1.11.12 HIPAA Compliance 


 


 A. Describe your status, resources, and approach to HIPAA compliance. 


Triad Healthcare, Inc. has maintained full compliance with HIPAA and its related regulations 
(such as the HITECH ACT) since the inception of the law. Triad has never been cited for a HIPAA 
breach, thanks to the dedicated efforts of the staff to safeguard PHI. Triad has a full compliance 
program which includes a Privacy Office and a Security Officer who monitor use of PHI, establish 
role based access controls and administer staff training during orientation and on an annual basis.  
These compliance officers work together to make sure the technical and physical safeguards are in 
place and work diligently with the staff in order to support privacy practices. 


The company has a full library of HIPAA related policies which cover use and disclosure and 
member rights, as well as the technical requirements of the law.  Each year the HIPAA policies are 
reviewed to ensure compliance and routine auditing of the physical office space supports 
compliant staff practices. 


   


 B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


Not Applicable 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial 
of vendor’s response in accordance with Section 10.5, Part III – Confidential Financial.  
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5.1.12.1 Dun and Bradstreet Number 


5.1.12.2 Federal Tax Identification Number 


5.1.12.3 The last two (2) years and current year interim: 
 A. Profit and Loss Statement  


 B. Balance Statement 


This information is included in Section 10.5, Part III – Confidential Financial proposal. 


 


5.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor:  
 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor. 
 


Reference #:  


Company Name:  


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name:  


Primary Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  
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Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


 


Original Project/Contract Start 
Date: 


 


Original Project/Contract End 
Date: 


 


Original Project/Contract Value:  


Final Project/Contract Date:  


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 
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Reference #: 1 - PHPNI 


Company Name: Triad Healthcare, Inc 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: PHPNI 


Primary Contact Information 


Name:  Phil Wright, MD 


Street Address 8101 West Jefferson Blvd 


City, State, Zip:  Fort Wayne, IN 46804 


Phone, including area code:  206-969-2402 


Facsimile, including area code:  


Email address:  pwright@phpni.com 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization management for Pain 
Management, Spine Surgery and Joint 
Surgery 


Original Project/Contract Start Date: April 2009 



mailto:pwright@phpni.com
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Original Project/Contract End Date: Ongoing (one year term, extended by 
client) 


Original Project/Contract Value: $200K 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Completed on time.  Original contract 
extended and amended per client 
request 


Was project/contract completed within 
or under the original budget/cost 
proposal, and if not, why not? 


Completed within agreed upon terms 


 


Reference #: 2 - VNS 


Company Name: Triad Healthcare, Inc 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: VNS 


Primary Contact Information 


Name: Diane Novy 


Street Address: 1250 Broadway, 11th Floor 


City, State, Zip New York, NY 10001 


Phone, including area code: 212-609-4920 


Facsimile, including area code: 212-290-3029 


Email address: diane.novy@vnsny.org 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  



mailto:diane.novy@vnsny.org
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Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization Management for Physical 
Medicine  


Original Project/Contract Start Date: November 2006 


Original Project/Contract End Date: Original terms ended in December 
2011, extended annually by client. 


Original Project/Contract Value: <$100K 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Completed on time.  Original contract 
extended and amended per client 
request 


Was project/contract completed within 
or under the original budget/cost 
proposal, and if not, why not? 


Completed within agreed upon terms 


 


 


Reference #: 3 - Wellcare 


Company Name: Triad Healthcare, Inc 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Wellcare 


Primary Contact Information 


Name  John Featherston 
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Street Address: 110 5th Avi, Floor 2 


City, State, Zip  New York, NY 10011 


Phone, including area code:  646-321-3692 


Facsimile, including area code:  


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract 
and description of services performed, 
including technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Utilization management for Physical 
Medicine  


Original Project/Contract Start Date: March 2007 


Original Project/Contract End Date: February 2008, extended by client 
annually 


Original Project/Contract Value: $250K 


Final Project/Contract Date: Ongoing 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Completed on time.   


Was project/contract completed within 
or under the original budget/cost 
proposal, and if not, why not? 


Completed within agreed upon terms 
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COMPANY BACKGROUND AND 
REFERENCES:  


SUBCONTRACTOR VSP 
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INTENTIONALLY LEFT BLANK 
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5.1 VENDOR INFORMATION 


 


5.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: Vision Service Plan Insurance, Inc. 


Ownership (sole proprietor, 
partnership, etc.): 


A U.S.-based not-for-profit corporation, Vision Service 
Plan has no owners, stockholders, or shareholders and is 
headquartered in California, and organized under a Board 
of Directors. VSP is properly licensed in all 50 states and 
the District of Columbia. Marchon® Eyewear, Eyefinity®, 
and five optical laboratories are owned by VSP Global® . 
VSP has partnered in joint ventures with five optical labs 
and contract with optical labs nationwide to ensure high 
quality local service.  


 


State of incorporation: Nevada 


Date of incorporation: July 10, 1986 


# of years in business: 57 years 


List of top officers: Rob Lynch, President and Director 


Jim McGrann, Secretary and Director 


Don Ball, Chief Financial Officer and Director 


Lester Earl Passuello, Treasurer 


 


Listed in the following table is VSP’s Board of Directors, 
which includes professionals from optometric and non-
optometric fields. 


 
Name  Title 


Matthew Alpert, O.D. Secretary 
Mark Bronstein, M.D., 
M.M.M. 


Director 


Walter Grubbs Director 
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Question Response 


Tim Jankowski, O.D., 
F.A.A.O. 


Past Chair 


Gordon W. Jennings, O.D. Treasurer 
Ken Johnson, O.D. Director 
Randy D. Lee, O.D. Vice Chair 
Dan Mannen, O.D., F.A.A.O. Director 
Leslie A. Murphy, CPA Director 
Bill O’Connell, CPA Director 
Ron Reynolds, O.D. Director 
Stuart Thomas, O.D. Chairman 
Jim Winnick, O.D., F.A.A.O. Director 


 
Our Board of Directors, along with members of VSP’s 
management staff, meets eight times per year to: 
Review existing VSP policies and procedures 
Introduce and vote on new policies and procedures 
Interact with VSP’s Quality Management and 


Credentialing Committees 


 


Location of company 
headquarters: 


Rancho Cordova, CA 


Location(s) of the company 
offices: 


VSP is headquartered in California and has an Eastern 
Operations Center (EOC) in Ohio. The following are 
photos and addresses: 
 


Corporate Headquarters 
3333 Quality Drive 


Rancho Cordova, CA 95670 
916.851.5000 or 800.852.7600 


 


Eastern Operations Center 
3400 Morse Crossing 
Columbus, OH 43219 


614.471.7511 or 800.462.7009 
 


In addition, VSP has 25 regional sales offices across the 
country to provide local service, including our local offices 
in Idaho and South Carolina.  


Location(s) of the office that will 
provide the services described in 
this RFP: 


Services will be provided to CoventryCares of Nevada 
from both our Corporate office in California and our EOC 
office in Ohio, in addition to our South Carolina and Idaho 
regional offices.  


Number of employees locally with 
the expertise to support the 


VSP Vision Care has nearly 1,800 employees in the U.S.  
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Question Response 


requirements identified in this 
RFP: 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


The VSP parent company and our wholly-owned 
subsidiaries include approximately 3,500 employees. 


Location(s) from which 
employees will be assigned for 
this project: 


For CoventryCares of Nevada, VSP employees will 
perform administrative duties from our California and our 
Eastern Operations Center. Additionally, our account 
executives will be able to assist CoventryCares of Nevada 
from their locations in South Carolina and Idaho.  


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a 
foreign corporation before a contract can be executed between the State of Nevada and 
the awarded vendor, unless specifically exempted by NRS 80.015. 


Vision Service Plan, Inc. is a Nevada-domiciled company (i.e, a "resident of Nevada"). 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


 


Question Response 


Nevada Business License 
Number: 


Nevada ID number is I-0931. 


Legal Entity Name: Vision Service Plan, Inc.  


 


Refer to Attachment 1 for VSP’s Certificate of Authority from State of Nevada Department of 
Insurance in Tab IX-Other Information Material of the submission. 


 


 Is “Legal Entity Name” the same name as vendor is doing business as? 


 



http://sos.state.nv.us
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Yes X No  


 


 If “No”, provide explanation. 


 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


 
VSP is a licensed insurance company in Nevada.  


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes X No  


 


 If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 


 


Question Response 


Name of State agency: State of Nevada 


State agency contact name: Not Available 


Dates when services were 
performed: 


July of 1980 - January of 1994 


Type of duties performed: Vision insurance 


Total dollar value of the 
contract: 


$2 million 
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5.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No X 


 


 If “Yes”, please explain when the employee is planning to render services, while on annual 
leave, compensatory time, or on their own time? 


 


 If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFP, and specify the services that each person will be expected to 
perform. 


VSP does not employ such individuals.  


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 
or criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity.  
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. 


 
There are no prior or ongoing contract failures, breaches, litigation or pending legal issues 
against VSP that would impact our ability to effectively administer the proposed vision 
plan.  


 


 Does any of the above apply to your company? 


 


Yes  No X 
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 If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


 


Question Response 


Date of alleged contract 
failure or breach: 


 


Parties involved:  


Description of the contract 
failure, contract breach, or 
litigation, including the 
products or services involved: 


 


Amount in controversy:  


Resolution or current status of 
the dispute: 


 


Court Case Number If the matter has resulted in a 
court case: 


  


Status of the litigation:  


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 1988.  Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  


 


 Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP.  In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


Yes. VSP will comply with the insurance requirements, except for item 'C'.  The insurer 
ACORD certificates no longer reflect the '30 day cancellation' notice or a '10 day non-
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payment' notice. While this requirement is no longer supported by the certificate, VSP is 
willing to assure compliance in the contract between VSP and CoventryCares of Nevada. 


 Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


VSP agrees. Upon award of contract, VSP will supply CoventryCares of Nevada our 
certificate of insurance.  


5.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


  A. Provide a general description of the primary business of your organization and its client 
base. Include the length of time vendor has been providing services described in this RFP to 
the public and/or private sector.   


VSP has been providing vision benefits since 1955. We provide seamless vision benefit 
administration, personalized for the unique needs of Coventry Nevada. With more than 
fifty years dedicated solely to vision care, we have significant experience implementing 
plans for clients that are similar to Coventry Nevada in size, complexity, and industry. 


We currently cover over 42,000 clients representing 58 million members, including:  


• Administering  Medicaid Programs to 54 clients with more than 5,027,682 total 
 members 


• 4,223 clients in the healthcare industry 
• Thousands of school districts and local governments 
• 16 state governments  and 121 health plans 
• 2,800 high-tech companies and 432 labor unions 
• 60% of Fortune 500 companies with a vision plan 
• 58% of Fortune’s “100 Best Companies 


to Work for in America” with a vision 
plan 


We deliver operational excellence  through 
flawless implementation with our 
Concierge Transition ServiceTM, followed 
by ease of administration that is a 
benchmark of  the benefits industry. 
Consistently exceptional (excellent and 
very good) ratings from our clients 
reinforce this, as shown in the 
accompanying graph showing the second quarter of 2012’s data. 


Client Satisfaction - Q2 2012
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 B. Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.   


A U.S.-based not-for-profit corporation, Vision Service Plan has no owners, 
stockholders, or shareholders and is headquartered in California. We’re properly 
licensed in all 50 states and the District of Columbia. Under the brand VSP Global®, we 
own Marchon® Eyewear, Eyefinity®, and five optical laboratories. We also have 
partnered in joint ventures with five optical labs and contract with optical labs 
nationwide to ensure high quality local service.  


 


Listed in the following table is VSP’s Board of Directors, which includes professionals 
from optometric and non-optometric fields. 


 
Name  Title Location 


Matthew Alpert, O.D. Secretary Calabasas, CA 
Mark Bronstein, M.D., M.M.M. Director Fountain Valley, CA 
Walter Grubbs Director Fair Oaks, CA 
Tim Jankowski, O.D., F.A.A.O. Past Chair Huntington Beach, CA 
Gordon W. Jennings, O.D. Treasurer Wytheville, VA 
Ken Johnson, O.D. Director Phoenix, AZ 
Randy D. Lee, O.D. Vice Chair Boise, ID 
Dan Mannen, O.D., F.A.A.O. Director St. Helens, OR 
Leslie A. Murphy, CPA Director Bloomfield Hills, MI 
Bill O’Connell, CPA Director Holden, MA 
Ron Reynolds, O.D. Director Mililani, HI 
Stuart Thomas, O.D. Chairman Athens, GA 
Jim Winnick, O.D., F.A.A.O. Director Livermore, CA  


 
Our Board of Directors, along with members of VSP’s management staff, meets eight 
times per year to: 


Review existing VSP policies and procedures 
Introduce and vote on new policies and procedures 
Interact with VSP’s Quality Management and Credentialing Committees 


 


 C. Is your firm a resident of Nevada or a resident of another state?  If so, please list the state of 
residence.  Does your resident state apply a preference, which is not afforded to bidders or 
vendors who are residents in the state of Nevada?  This information may be utilized in 
determining whether an inverse preference applies pursuant to Nevada Revised Statutes. 


Yes. Vision Service Plan, Inc. is a Nevada-domiciled company (i.e, a "resident of 
Nevada"). 
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 D. The location of disaster recovery back-up site. 


We back-up all system applications and data daily, and we’ve established our primary 
co-location facility in California that allows us to recover our critical systems within 
one hour with a maximum of fifteen minutes of data loss. 


As a responsible business partner, we take disaster and business recovery planning 
seriously. To support that, we test our business continuity and disaster recovery plans 
every year. We include the following critical business functions during the tests:  


§ Connecting with our remote sites in California and Ohio 
§ Bringing our mainframe system online at the co-location facility in California 
§ Ability to provide customer service over the phone and online  
§ Testing online functionality (mainframe and server based) 
§ Producing provider checks on voided stock 
§ Simulating claim processing 
§ Simulating online provider transactions like electronic claim submissions 


 


We have full-time employees who are focused on business continuity and use Living 
Disaster Recovery Planning System (LDRPS) planning tools along with automated 
calling systems to ensure that our response to any outage is immediate and executed as 
planned.   


With executive oversight, each division of our company also has its own tested 
business continuity plans to complement our company-wide efforts. 


 E. The name, address and telephone number of the Vendor’s point of contact for a contract 
resulting from this RFP. 


Warren Laird, VSP Senior Account Executive 
11 Brendan Way, B-33 
Greenville, South Carolina 29615 
Phone: 800.828.9984 x 9780 or 864.421.0707 
Fax: 864.421.0609 
E-mail: Warren.Laird@vsp.com  


 F. The size of organization in assets, revenue and people. 


Our current net worth is $1.1 billion, which equates to approximately 47% of annual 
premium. VSP is a financially sound organization with the resources to maintain a long-
term successful partnership with Coventry Nevada. 


The VSP parent company and all of our wholly-owned subsidiaries include 
approximately 3,500 employees. Of these, VSP Vision Care has nearly 1,800 employees 
in the U.S. – all dedicated to supporting you and your members with the best vision 
plan there is.  



mailto:Warren.Laird@vsp.com
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 G. The organizational chart of your senior management by function including key personnel. 


 
 


 H. The areas of specialization. 


VSP Vision Care is dedicated to providing the highest quality vision care benefits. 


 AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


 I. The Company’s main product/service lines and annual revenues for each product/service line 
in 2004 and 2005 for the two most recent years for which full data are available. 


As stated above, our main product is vision care. Provided below is the annual premium 
for the past five years.  


Year Annual Premium Revenue 
2011 $2,698,735,999 
2010 $2,562,553,858 


Rob Lynch 


President and CEO 


Jim McGrann 
Secretary, Director 


Jeff Everson 
Vice President, Sales 


Al Schubert 
Vice President, Managed Care 


GE Hiatt  
Division Vice President 


Warren Laird 
Senior Account Executive 


Sheri Galvan 
Senior Account Manager 


Dawn Costa 
Senior Account Executive 
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 J. The corporate philosophy and mission statement. 


Philosophy Statement 


We deliver personalized eyecare that helps people see well, stay healthy, and get the 
most out of life. Healthy vision supports healthy bodies, so we’re focused on making 
sure your members get in annually for a personalized VSP WellVision Exam®. Great 
eyewear is a given under our program, but it’s not more important than a thorough 
exam. We back up our philosophy with unique programs like Eye Health 
Management®, included free with every plan. This program focuses on the early 
treatment and management of both eye and related health conditions through our 
providers. It enhances our clients’ existing disease management and wellness programs 
by integrating both medical and vision data while collaborating to ensure patients 
receive the care they need through these programs. 


VSP’s Mission Statement 


Providing Vision for the Future 


 K. A description of any plans for future growth and development of your organization. 


VSP ensures CoventryCares of Nevada members get the very best eyecare experience. 
We build on the expertise of each of our companies and providers to deliver high-
quality products and innovative services. With significant growth organically and 
through carefully considered acquisitions, we’re expanding our vertically-integrated 
business and delivery model globally, including vision benefits, materials and practice 
management support. Through our resources and tools, like our online optical retail 
solution EyeconicTM and eStores by Eyeconic, our providers are able to deliver an 
eyecare experience that will meet the needs of the consumer of the future. To better 
serve you and your members in an ever-changing marketplace, we invest in systems, 
programs, and technology that allow us to continue to develop end-to-end solutions for 
all of your eyecare needs. Moving forward, our focus will continue to be on delivering 
the best value, exceptional service, quality programs, and more choices in providers and 
eyewear.  


 L. Please identify any recent market expansion and/or business line addition by your 
organization.  Describe the implementation approach and methodology you employed for 
the market expansion and/or additional business line identified.  For example, what kind of 
planning and project management techniques, what resources and organization, etc.? 


VSP Global®, the new brand representing our lines of business, uses an integrated 
business and delivery model through which we are expanding to a global level. By 
building on the expertise of each of our companies, and on the knowledge and 
experience of our providers and staff, we are able to produce and deliver high-quality 
products and innovative services that will benefit your organization and your members. 
By growing each line of business, and through merger and acquisition efforts, we 
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continue to develop integrated programs and end-to-end solutions that better position 
us to serve you in an ever changing marketplace.  


In 2012, we acquired Dragon Alliance, a leading goggle and eyewear brand in the action 
sports market. In 2011, we acquired CapOptique, an online frame distributor. With 
these acquisitions came some organizational changes designed to maximize our 
resources and leverage expertise across all of our companies. These changes included 
realigning resources in order to most effectively leverage their expertise enterprise-
wide. 


Any changes we make support our ability to effectively deliver the highest quality 
eyecare and services to our clients, members, and preferred providers while achieving 
our corporate goals of growth and operational excellence. We are always looking to 
enhance the quality and services we deliver. With that in mind, we plan to make 
additional future purchases/changes similar to those outlined above that will continue 
to reinforce our position as a market leader in eyecare.  


5.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


 
VSP provides vision benefit administration, personalized for the unique needs of 
CoventryCares of Nevada. With more than half a century dedicated to vision care, we 
have significant experience implementing plans for clients similar to CoventryCares of 
Nevada in size, complexity, and industry. VSP currently covers over 42,000 clients 
representing 58 million members, including 4,223 clients in the healthcare industry 
including:  


 


Administering various Medicaid Programs to 54 clients with more than 5,027,682 total 
members 


4,223 clients in the healthcare industry 


121 health plans  


10 Coventry MCOs 


Thousands of school districts and local governments 


16 state governments 


2,800 high-tech companies and 432 labor unions 


60% of Fortune 500 companies with a vision plan 


58% of Fortune’s “100 Best Companies to Work for in America” with a vision plan 
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5.1.10.1 Experience 
 A. Explain in detail the experience your organization has in providing the services requested in 


this RFP, including specific experience with the following: 


 


  1. Managing a network of Medicaid Providers; 


VSP has Medicaid Providers in all 50 states, which includes 100 Medicaid 
providers in Nevada offering 159 points of access.  


 


  2. Managed care programs for Medicaid recipients; 


VSP continues to work diligently to make high quality eye care services available 
to all populations. In an effort to better meet the needs of the under-insured, 
State Children Health Insurance Programs and Medicaid members, VSP has 
developed strategic employee teams to design, service and implement vision care 
plans that distinctly meet the needs of these members. Additionally, VSP is well 
versed with State Mandated vision programs and has a thorough understanding 
of scope of Medicaid vision coverage with a mature and experienced Medicaid 
network that is credentialed to NCQA standards. 


 
VSP is uniquely prepared to handle the additional responsibilities of access to 
care, safety net providers, customer service, multiple language requirements, 
disease management, diabetic outreach and targeted member communication 
materials that frequently comes with Medicaid programs.  Our excellence in 
service to these members and clients is evidenced by multiple Medicaid 
programs across the country that surpasses more than 5,027,682 million 
members and more than 54 clients who continue to renew their partnerships 
with VSP. 


 


  3. Administering Medicaid utilization and case management programs; 


VSP currently covers over 42,000 clients representing 58 million members for 
routine eye care benefits that do not require utilization or case management 
programs. All routine eye care is at pre-defined frequencies, and therefore does 
not require utilization or case management functions. 
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VSP’s managed care enrollment is outlined in the following table: 


 
Managed Care Covered Members 


Medicare 769,474  
Medicaid 5,027,682 
SCHIP 757,690 
Commercial 4,738,178  
TOTAL 11,293,024  


 


  4. Medicaid claims processing and adjudication 


Currently, 98% of VSP’s provider claims are submitted electronically to VSP, 
with 98% of these claims automatically adjudicated by our state-of-the art claim 
processing system, ProClaim. While ensuring compliance with all state and 
federal guidelines, our system automatically calculates claim payment according 
to the patient’s eligibility, plan coverage, and services rendered.  


 


Our system automatically adjudicates 98% of provider claims submitted 
electronically, ensuring quick and accurate claim payment.  


 


VSP has trained claim processors to handle the small percentage of claims that 
require manual processing. We conduct daily audits of our claim processors and 
systems to ensure accuracy and quality, and we consistently meet or exceed the 
following performance standards: 


 
Performance Area Standard 2011 


Year End 
Q3 2012 
Results 


Claims Financial Accuracy 99% 99.97% 99.85% 
Claims Processing Accuracy 99% 99.89% 99.80% 
Turnaround time (VSP provider 
within 5 business days) 


95% 99.51% 99.51% 


Turnaround time (other provider 
claims within 5 business days)  


95% 98.54% 98.80% 


Turnaround time (other provider 
claims within 15 business days)  


99% 99.97% 100% 


 
As part of our commitment to delivering an unparalleled benefit for our clients 
and members, VSP has developed an online claim processing system for our 
providers. Online claim submission offers a number of benefits to members, 
providers, and VSP, including greater accuracy and quicker turnaround time. 
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Our claim processing and payment systems for all lines of business are detailed 
in the following table: 


 
VSP Claim Processing and Payment Systems 


Name of System Description 
Benefit Delivery System • Checks patient eligibility online 


• Automatically calculates next eligible service date 
• Provides service request history 


Professional Relations 
Operating System 


• Contains all VSP provider fees 
• Manages provider payment for all VSP plans 


Eyefinity® Internet Site • Exclusive destination for electronic claim processing 
• Encrypts data to protect patient confidentiality 
• Uses password and ID authentication to enhance 


security 
ProClaim System • Adjudicates claims for CMS encounter reporting 


• Ensures accurate completion of the CMS form 
• Edits HCPCS, CPT, ICD-9 codes 
• Processes medical eyecare claims 
• Captures encounter data based on state requirements 
• Validates CMS 1500 claim form data 
• Verifies data against membership information 


 


  5. Project management; and 


Over 70 years of combined vision experience with over 200 successful 
implementations.  


 


  6. Qualifications of key personnel. 


VSP will provide an experienced account management team consisting of the 
following individuals: 


Al Schubert, Vice President - Managed Care 


G.E. Hiatt, Vice President – Managed Care  


Warren Laird, Senior Account Executive - Managed Care 


Dawn Costa, Senior Account Executive – Managed Care 


Sheri Galvan, Strategic Account Manager 
Qualifications of the key personnel are provided below: 


Al Schubert – Vice President, Managed Care & Health Policy 
 
Al began his career in sales and marketing in 1984. He joined VSP in February 1988 and is currently responsible for 
two large sales divisions. One division includes the business development, retention and the marketing of all VSP products 
to Managed Care Organizations. He also leads national health policy and advocacy for VSP. 
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Al became Vice President at VSP in 1990 and has been a major contributor to the exponential growth of the 
organization. He regularly speaks at industry conferences and is one of the country’s authorities on eyecare delivery systems 
and chronic disease, utilizing strategic partnerships. Al focuses on the important role of preventative care in the early 
detection of serious health conditions manifested through the eyes – a key factor in managing disease, achieving the best 
outcomes, and ultimately reducing healthcare costs.  
 
Education 


Cum Laude graduate, University of San Francisco and the McLaren School of Business  
 
Affiliations 


Past Chairman of the Board, National Association of Specialty Health Organizations (NASHO) 
American Association of Preferred Provider Organizations (AAPPO) Board of Directors 
Member of the Academic Talent Search (ATS) Advisory Committee for California State University at Sacramento 


 
Certifications/Licenses 


National Resident/Non-Resident Life & Health Agent Licenses 
 
Industry Articles 
Health Insurance Underwriter Magazine; November 2005 regarding the benefits of Eye Health Management® 


http://hiu.nahu.org/article.asp?article+1257 
Managed Healthcare Executive Magazine; January 2007 discusses eyecare disease management as a market position 


http://www.managedhealthcareexecutive.com/mhe/article/articleDetail.jsp?id=396683 
 


G.E. Hiatt –   Vice President Managed Care Sales 
 
G.E. brings nearly 27 years of healthcare industry experience to VSP. During his almost 19 years with VSP, Mr. Hiatt 
has been involved in the management of business development and client retention in VSP’s Central Region. Mr. Hiatt is 
also directly responsible for plan design, rating, and member satisfaction issues for the Managed Care Division. 
 
He has an extensive sales and service background and with previous direct responsibility for more than 80 clients including 
State Farm, ADM, Edward Jones, 3M, State of Missouri, University of Missouri, Anheuser Busch, SUPERVALU, 
Best Buy, Wells Fargo, and many more. 


 
 Education 


Bachelor of Science degree in Sociology and a Masters degree in Education, Truman State University, Missouri 
MBA in Business, Marketing, University of Missouri, Kansas City 


 
Certifications/Licenses 


National Resident/Non-Resident Life & Health Agent Licenses 
 


Warren Laird – Senior Account Executive, Managed Care 
 
Distinguishing Qualifications 


Served on US Congressman Bob Inglis’ Committee on Health Care for two years 



http://hiu.nahu.org/article.asp?article+1257

http://www.managedhealthcareexecutive.com/mhe/article/articleDetail.jsp?id=396683
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Member of the board for The Georgia Prevent Blindness Commission 
Strategic approach to benefits delivery; client and member focused. 


 
Relevant Experience 
Warren has been committed to exceptional service and growth at VSP since July 1995. He joined our team after leaving 
Healthsource of South Carolina (presently CIGNA of South Carolina) where he worked in sales and sales management 
for more than six years. While at Healthsource, Warren served on South Carolina Congressman Bob Inglis’ Committee 
on Health Care. After two years of service in Commercial sales capacity, Warren joined our Managed Care Division in 
July of 1997. His territory includes the states in New England, Mid-Atlantic and Southern regions. Warren currently 
manages such clients as CIGNA of Connecticut, CIGNA NY/NJ, Univera Health Plan, UHG MS, BMC 
HealthNet, Senior Whole Health, BCBS of VT and Virginia Premier Health Plan ( A Medicaid MCO). Warren’s 
accomplishments and contributions have been many. Most recently, Warren lead the managed care team in an effort to 
secure a national vision care agreement with Coventry. This incredible success not only contributes to VSP’s growth, but 
also exemplifies Warren’s strategic business approach, and ability to build strong client relationships. 
 
Education 


Bachelor of Science degree in Education, Bob Jones University 
 
Affiliations 


Member of National Association for Specialty Health Organizations (NASHO) 
Member of South Carolina Association of Health Plans  
Member of New York Business Group on Health (NYBGH) 
Member of Florida Health Care Coalition (FHCC) 


 
Certifications/Licenses 


South Carolina Resident/non resident Life and Health Agent License 
Certified Continuing Education Life and Health Instructor 
 


Dawn Costa – Senior Account Executive, Managed Care 
 
Dawn joined VSP in 1998. She brings more than 20 years of experience in the healthcare market industry to VSP. 
Dawn is currently responsible for working with our largest, most complex managed care and strategic alliance partners. She 
has won numerous achievement awards and has senior responsibilities for sales, servicing and advising our clients in the 
Pacific Northwest and Western territories. 
 
Dawn is also a qualified continuing education instructor and regularly conducts education and training classes regarding 
vision care. 
 
Education 


Bachelor of Arts degree in Marketing, California State University, Sacramento 
Associate degree in Licensed Nursing  


 
Affiliations 


Member of National Association of Health Underwriters (NAHU) 
Member of National Association for Specialty Health Organizations (NASHO) 
Member of American Association of Preferred Provider Organizations (AAPPO) 
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Participates in numerous local and regional chapters 
 
Certifications/Licenses 


Life Agent License 
 


Sheri Galvan – Senior Account Specialist 
 
Distinguishing Qualifications 


Specializes in Managed Care Organizations 
Navigates through regulatory compliance requirements, negotiates contract language, and finds positive ways to do business with 
a diverse set of clients 
Works with commercial, Medicare, and Medicaid MCO populations 


 
Relevant Experience 
 
Sheri joined VSP in March 1989. As a Senior Account Manager she is responsible for the overall administration, day-
to-day services, and operations of MCO-contracted business. For the past 16 years, she has managed the day-to-day service 
for a $30-million national MCO client. She has recently taken on a similar role for another national MCO client, which 
involved a complex implementation.   
 
Education 


Associate degree, Brooks College, Long Beach, California  
 
Volunteering 


Chairperson, Earth Day Celebration  
Elementary School Volunteering (room representative, acting as a communicator and aid for the parents and teachers). 
Participant, Red Ribbon Week 
Volunteer, Royal Family Kids Camp 
 


 B. Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most 
meaningful measure of health care service delivery performance. 


VSP does not offer performance incentives based on targeted health outcomes.  
 


 


 C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


VSP has a comprehensive Quality Management (QM) and Quality Improvement (QI) 
Program that presents a framework for ensuring quality eyecare for members accessing 
VSP’s doctors.  VSP’s QM/QI Program ensures quality vision and eye health care to 
members accessing VSP’s doctors. The program is designed to objectively and 
systematically monitor and evaluate the quality and appropriateness of care and 
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services. VSP continuously pursues opportunities for improvement and problem 
resolution. QM/QI plans activities each year as documented in the QI Work Plan and 
approved by the Patient and Provider Committee annually. Quarterly updates to the 
work plan reflect progress on QM/QI activities and are evaluated annually. The QM 
Committee reviews the updates and evaluations before forwarding to the Board of 
Directors.  
 


Development/Implementation Review Activities 
Potential Quality of Care 
Complaints and Grievances  


·   Doctor trends 
·   Complaint type trends 
·   Credentialing/Recredentialing and 
 Professional Review 
·   Doctor Improvement Action Plan 


Member, Client and VSP 
Doctor Satisfaction 


·   QA Report/Evaluations 
·   QA Doctor Reviews  
·   Company Satisfaction Survey Results 


Risk Management ·   Clinical Practice Guidelines and 
 Algorithms 
·   Assessment of New Technology 


Benefit Utilization ·   Identification of outlier practice 
patterns that may identify under or over 
utilization 


  


 D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.   


As previously mentioned, we currently cover over 42,000 clients representing 58 
million members for vision services, including:  
Administering Medicaid Programs to 54 clients with more than 5,027,682 total 
 members 
Numerous school districts and local governments, including the City of Reno 
16 state governments  
4,223  clients in the healthcare industry 


 


 E. Provide the names, résumés, and any additional pertinent information regarding key 
personnel responsible for performance of any contract resulting from this RFP.  In addition, 
specify the specific responsibilities of each of these individuals in relation to the 
requirements set forth herein.  This information must be included in vendor’s technical 
response to the RFP. 


VSP provides an experienced, responsive account team known for delivering 
exceptional service. Senior Account Executive Warren Laird, will oversee 
implementation. Senior Account Executive Dawn Costa, will provide ongoing service 
once the contract is in effect. Account Manager Sheri Galvan will be the VSP contact for 
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everyday needs. Vice President Al Schubert and Divisional Vice President GE Hiatt will 
also be available to assist to the CoventryCares of Nevada when needed.  
 


 
Al Schubert – Vice President, Managed Care & Health Policy 
 
Al began his career in sales and marketing in 1984. He joined VSP in February 1988 and is currently 
responsible for two large sales divisions. One division includes the business development, retention and the 
marketing of all VSP products to Managed Care Organizations. He also leads national health policy and 
advocacy for VSP. 
 
Al became Vice President at VSP in 1990 and has been a major contributor to the exponential growth of the 
organization. He regularly speaks at industry conferences and is one of the country’s authorities on eyecare delivery 
systems and chronic disease, utilizing strategic partnerships. Al focuses on the important role of preventative care 
in the early detection of serious health conditions manifested through the eyes – a key factor in managing disease, 
achieving the best outcomes, and ultimately reducing healthcare costs.  
  
Education 
Cum Laude graduate, University of San Francisco and the McLaren School of Business  


 
Affiliations 
Past Chairman of the Board, National Association of Specialty Health Organizations  (NASHO) 
American Association of Preferred Provider Organizations (AAPPO) Board of Directors 
Member of the Academic Talent Search (ATS) Advisory Committee for California State  University at 
Sacramento 


 
Certifications/Licenses 
National Resident/Non-Resident Life & Health Agent Licenses 


 
Industry Articles 
Health Insurance Underwriter Magazine; November 2005 regarding the benefits of Eye Health 
 Management® http://hiu.nahu.org/article.asp?article+1257 
Managed Healthcare Executive Magazine; January 2007 discusses eyecare disease management as a  market 
position  http://www.managedhealthcareexecutive.com/mhe/article/articleDetail.jsp?id=396683 


 


G.E. Hiatt –   Vice President Managed Care Sales 
 


G.E. brings nearly 27 years of healthcare industry experience to VSP. During his almost 19 years with VSP, 
Mr. Hiatt has been involved in the management of business development and client retention in VSP’s Central 
Region. Mr. Hiatt is also directly responsible for plan design, rating, and member satisfaction issues for the 
Managed Care Division. 


 
He has an extensive sales and service background and with previous direct responsibility for more than 80 clients 
including State Farm, ADM, Edward Jones, 3M, State of Missouri, University of Missouri, Anheuser Busch, 
SUPERVALU, Best Buy, Wells Fargo, and many more. 


 



http://hiu.nahu.org/article.asp?article+1257

http://www.managedhealthcareexecutive.com/mhe/article/articleDetail.jsp?id=396683
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 Education 
Bachelor of Science degree in Sociology and a Masters degree in Education, Truman State University, Missouri 
MBA in Business, Marketing, University of Missouri, Kansas City 


 
Certifications/Licenses 
National Resident/Non-Resident Life & Health Agent Licenses 


 


Warren Laird – Senior Account Executive, Managed Care 
 
Distinguishing Qualifications 
Served on US Congressman Bob Inglis’ Committee on Health Care for two years 
Member of the board for The Georgia Prevent Blindness Commission 
Strategic approach to benefits delivery; client and member focused. 
 
Relevant Experience 
Warren has been committed to exceptional service and growth at VSP since July 1995. He joined our team after 
leaving Healthsource of South Carolina (presently CIGNA of South Carolina) where he worked in sales and 
sales management for more than six years. While at Healthsource, Warren served on South Carolina 
Congressman Bob Inglis’ Committee on Health Care. After two years of service in Commercial sales capacity, 
Warren joined our Managed Care Division in July of 1997. His territory includes the states in New England, 
Mid-Atlantic and Southern regions. Warren currently manages such clients as CIGNA of Connecticut, 
CIGNA NY/NJ, Univera Health Plan, UHG MS, BMC HealthNet, Senior Whole Health, BCBS of 
VT and Virginia Premier Health Plan. Warren’s accomplishments and contributions have been many. Most 
recently, Warren lead the managed care team in an effort to secure a national vision care agreement with Coventry. 
This incredible success not only contributes to VSP’s growth, but also exemplifies Warren’s strategic business 
approach, and ability to build strong client relationships. 


 
Education 
Bachelor of Science degree in Education, Bob Jones University 


 
Affiliations 
Member of National Association for Specialty Health Organizations (NASHO) 
Member of South Carolina Association of  Health Plans  
Member of New York Business Group on Health (NYBGH) 
Member of Florida Health Care Coalition (FHCC) 


 
Certifications/Licenses 
South Carolina Resident/non resident Life and Health Agent License 
Certified Continuing Education Life and Health Instructor 


 


Dawn Costa – Senior Account Executive, Managed Care 
 
Dawn joined VSP in 1998. She brings more than 20 years of experience in the healthcare market industry to 
VSP. Dawn is currently responsible for working with our largest, most complex managed care and strategic 
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alliance partners. She has won numerous achievement awards and has senior responsibilities for sales, servicing 
and advising our clients in the Pacific Northwest and Western territories. 
 
Dawn is also a qualified continuing education instructor and regularly conducts education and training classes 
regarding vision care. 
 
Education 
Bachelor of Arts degree in Marketing, California State University, Sacramento 
Associate degree in Licensed Nursing  


 
Affiliations 
Member of National Association of Health  Underwriters (NAHU) 
Member of National Association for Specialty Health Organizations (NASHO) 
Member of American Association of Preferred Provider Organizations (AAPPO) 
Participates in numerous local and regional chapters 


 
Certifications/Licenses 
Life Agent License 


 


Sheri Galvan – Senior Account Manager 
 


Distinguishing Qualifications 
Specializes in Managed Care Organizations 
Navigates through regulatory compliance requirements, negotiates contract language, and  finds positive 
ways to do business with a diverse set of clients 
Works with commercial, Medicare, and Medicaid MCO populations 


 
Relevant Experience 


 
Sheri joined VSP in March 1989. As a Senior Account Manager she is responsible for the overall 
administration, day-to-day services, and operations of MCO-contracted business. For the past 16 years, she has 
managed the day-to-day service for a $30-million national MCO client. She has recently taken on a similar role 
for another national MCO client, which involved a complex implementation.   


 
Education 
Associate degree, Brooks College, Long Beach, California  


 
Volunteering 
Chairperson, Earth Day Celebration  
Elementary School Volunteering (room representative, acting as a communicator and aid for the parents and 
teachers). 
Participant, Red Ribbon Week 
Volunteer, Royal Family Kids Camp 
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 F. Provide the names of any additional full-time staff and project supervisors with contract 
responsibilities in the following area: 


 


  1. Information Systems 


Kyle Kelt, Director of IT 


 


  2. Utilization/Case Management 


Cheryl Johnson, Vice President, Eyecare Delivery Solutions 


  3. Claims Payment 


Dave Dunkinson, Director Claims Services 


 


  4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


Susan Egbert, Eye Health Strategies 


  5. Health Education 


Cheryl Johnson, Vice President, Eyecare Delivery Solutions 


  6. Data Coding 


Dave Dunkinson, Director Claims Services 


  7. Contract Negotiation Specialists/Network Recruiters 


Brooke Kondash, Provider Relations 


  8. Encounter Data 


Pamela Busby, Vice President of Client Services 


  9. Other staff as needed for project 


Not applicable. 
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 G. Provide copies of any current licenses or certifications, including your license to operate as 
an HMO in Nevada.   


Refer to Attachment 1 for VSP’s Certificate of Authority from State of Nevada 
Department of Insurance in Tab IX-Other Information Material of the submission. 


 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


VSP has five bilingual customer service reps to assist Spanish speaking callers. We also 
offer a Spanish customer service telephone line, 866.673.0307. For all other languages, 
VSP uses Language Line, a global interpreting services provider, to support more than 
190 languages.  
 
Many VSP providers can also accommodate non-English speaking members. Complete 
details of the languages spoken in our providers’ offices are available at vsp.com. The 
following illustration is an example of the information available on our website: 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 I. List any associations or organizations to which the organization belongs. 


VSP belongs to the following organizations:  
National Association of Vision Plans, NAVP 
American Association of Preferred Provider Association, AAPPO 
National Association of Specialty Health Care Organizations, NASHCO 
American Health Insurance Plan, AHIP 
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5.1.11 Plan of Operation 
 The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 


different components required for the operation of a DHCFP contracted HMO.  In each 
response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided.  In addition, descriptions of services which the Vendor believes 
may be beneficial in implementing and/or maintaining this program shall be included. 


 


5.1.11.1 Medical Services 


 


 A. Describe how you will determine the need to provide services beyond those required in 
Section 4.2.2, Vendor Covered Services. 


Most EPSDT services are covered under the Medicaid benefit. As long as the Medicaid 
member is eligible and VSP covers those services, the provider can bill VSP. If the 
benefit is exhausted, the provider would then need to bill the health plan for those 
EPSDT services. 


 B. Describe the guidelines and procedures you will use to determine the medical necessity of 
service authorization requests.  Include your process for medical review of claims. 


Routine vision does not require a determination of medical necessity or service 
authorized requests.  


 C. Do you have a process for monitoring and evaluating these guidelines and procedures?  If 
so, please explain. 


Not applicable. Refer to 5.1.11.1 B above.  


 D. Describe your procedure for providing, monitoring and coordinating out-of-network 
 services to enrolled recipients. 


VSP  will work with CoventryCares of Nevada to assess continuity of care needs of new 
members.  VSP simplifies out-of-network services by allowing other providers to 
contact us directly to check eligibility as well as submit claims directly to us under an 
assignment of benefits.  


 E. Describe the roll and responsibilities of your case managers. 


N/A 
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 F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination 
staff on behalf of high risk pregnant women. 


N/A 


 G. Describe the policies and procedures you have in place to assess enrollees identified as 
Children with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN 
be developed? 


Routine vision coverage is outside the scope of the program, VSP would only 
administer, products such as Primary Eye Care. 
 
The CSHSN program is designed to address children with very specific health care 
needs. The conditions covered under this program are as follows: 
Severe, chronic or disabling disorders are eligible, including but not limited to:  


Central Nervous System defects 
Cleft Palate and Craniofacial Conditions 
Convulsive disorders 
Cystic Fibrosis 
Eye conditions leading to loss of vision (ordinary refractive errors are excluded) 
Genito urinary system anomalies 
Heart Disease - Rheumatic and congenital 
Hearing loss 
Metabolic and Endocrine disorders such as:  


§ Diabetes* Hypothyroidism* and PKU 
Orthopedic (bone) conditions such as:  


§ Congenital malformations and amputations resulting from disease or 
accident 


Reconstructive Surgery for defects such as:  
§ Severe burns and other major disfigurements 


Pulmonary Conditions: Asthma - BPD 
 


 


 H. Describe the network you have in place to provide mental health and rehabilitative services 
to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


N/A 


 I. Provide your policies and procedures for emergency and post stabilization services.  


N/A 
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5.1.11.2 Enrollment 
 Provide your policy and procedure for transitioning a recipient from or to FFS or another 


Vendor’s plan.  


Upon request from the recipient’s new MCO, we can provide member past service 
history.  


5.1.11.3 Recipient Services 


 


 A. Provide a sample copy of your current or proposed enrollee handbook and identification 
card you may issue to enrolled recipients. 


Handbook and ID card would be provided by CoventryCares of Nevada.  


 


 B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or 
PCS, including your process for changing a PCP or PCS. 


This function will be handled by CoventryCares of Nevada.   


5.1.11.4 Network 


 


 A. What steps will you take to develop and maintain a network that ensures the ability to 
provide the managed care benefits required in this RFP to enrolled recipients in the required 
service areas of urban Clark and Washoe counties? 


VSP’s Medicaid network has 100 Medicaid providers we have in Nevada, including 65 
in Washoe County and 18 in Clark County. VSP has 10,401 Medicaid providers 
nationwide.  
Our Eyecare Delivery Solutions Division uses GeoAccess software as one way to 
measure our providers’ accessibility in various regions. Results from satisfaction 
surveys are also analyzed to ensure our provider accessibility is meeting the needs of 
VSP members and clients. Should accessibility gaps be identified, a recruitment plan is 
developed and executed based on the needs of the region or client.  
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 B. Provide a sample of all base network provider contracts. 


Refer to Attachment 2 for VSP’s sample provider contracts in Tab IX-Other 
Information Material of the submission. 


 


 C. What is your plan to involve essential community providers, such as the Federally Qualified 
Health Centers, in your network? 


Federally Qualified Health Centers are not part of VSP’s Medicaid network. 


 


 D. How will you monitor and evaluate performance and correct deficiencies relative to Section 
4.5.5.1 through 4.5.5.9, Access and Availability? 


On average, members can get an appointment for routine eyecare with a VSP provider 
within two weeks. Our formal policy for access to care is based on NCQA guidelines 
and meets Nevada’s standards.  
 
VSP’s Network providers agree to comply with all VSP standards and with state and 
federal regulations. The Credentialing and Recredentialing Policy the network provider 
must: 


Agree to provide the following access for VSP patients:  
24 hour access to provide instruction on how and where to obtain services 


Answer office by phone within 30 seconds or be able to leave a message within 45 
seconds 


Wait time should not exceed 30 minutes after scheduled time of appointment 
Routine, preventative eye exams should be made within 30 calendar days 
Medical exam should be made within 7 days 


Urgent care during office hours should be seen within 24 hours based on patient 
condition 


Emergent care should be directed to the appropriate emergency facility   
  


Description Standard 


Telephone Access A patient should be able to reach a VSP provider’s office, by 
phone, within 30 seconds on the first attempt. 


24-hour access after hours After hours, the following services should be reached within 45 
seconds: 


Answering service 


On-call service 


Pager 
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Description Standard 


Answering machine that provides instructions on how and 
where to obtain services from a VSP provider. 


In-office wait time A patient’s wait time should not exceed 30 minutes past the 
scheduled appointment.  


Routine Care Appointments The non-symptomatic patient will have access for a routine 
preventative eye examination within 30 calendar days 


Urgent Care Appointments During office hours, it is expected that members will be seen 
for urgent problems within 24 hours. The appointment 
decision will be based on the severity of the patient’s condition 
as determined by the provider. 


Emergent Care 
Appointments 


If the provider determines that emergency treatment should be 
rendered (serious or life threatening situation), the patient will 
be directed to the most appropriate emergency facility. 


Unscheduled Appointments All unscheduled visits will be evaluated (triaged) by a VSP 
provider to determine the severity of the condition and the 
disposition of the patient. The provider’s office will 
accommodate those who need to be seen immediately. 


 
We monitor via member satisfaction surveys and complaints and grievance tracking.  
 
The typical response rate to our client satisfaction surveys is around 30-45%. VSP 
surveys a statistically valid random sampling amount each quarter using a 95% 
confidence level with a maximum of 2.5% allowable error.  


 
Our latest quarterly patient satisfaction survey results show a rating of 99% satisfied 
with the time between setting the appointment and the visit.  


 


 E. How will you monitor contracted network provider’s activities to ensure they comply with 
your requirements and those set forth in Section 4.5.3, Network Management?  Describe 
your plan of action to ensure positive provider relations. Include in your response 
information regarding contracting; compensation; policy and procedures; disputes; and, 
communications. 


 


Provider Criteria 


Ensuring VSP has the highest quality providers for CoventryCares of Nevada members 
starts with selection. Our provider selection and participation criteria includes, but is 
not limited to, the following requirements. Our providers must: 
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Be a licensed, private practice optometrist or ophthalmologist 
Be in good standing with their state licensing board 
Be Diagnostic Pharmaceutical Agent (DPA) / Therapeutic Pharmaceutical Agent (TPA)  


certified as applicable to their state law (optometrists)  
Become certified by the American Board of Ophthalmology (ophthalmologists) 
Become certified by the American Osteopathic Board of Ophthalmology and 
 Otolaryngology (AOBOO) (ophthalmologists) 
Have malpractice insurance of at least $1 million per occurrence/$3 million aggregate 
Dispense eyewear 
Disclose loss or limitations of privileges or disciplinary activity 
Provide any history of loss of license and/or felony conviction  


 


Providers are monitored on a monthly basis. A sanctions report is provided to VSP 
monthly.  In addition to the reports below:  


OIG/DHHS exclusion report  
Quarterly Opt-Out report  


 


VSP monitors and addresses complaints and grievances according to Policy #1002, 
Member Complaints and Grievances.  Monthly monitoring occurs to address emerging 
trends. 


Credential and Recredential 


Provider credentialing is one of the core 
responsibilities a vision company has in ensuring the 
quality of its providers. VSP takes this responsibility 
seriously and are one of the few companies in the 
vision benefits industry to have received the National 
Committee for Quality Assurance (NCQA) 
credentialing certification. Our credentialing process 
includes primary source verification through: 


National Practitioner Data Bank 
State Board of Medical Examiners (ophthalmologists) 
State Board of Optometry (optometrists) 
Medicare/Medicaid (sanctions)  


 


During credentialing, the following information is verified: 


Licensure 
Insurance of $1 million per occurrence and $3 million aggregate 
TPA or DPA license, as applicable to state laws 
Clinical privileges in good standing 
Malpractice claim history  


 


We’re one of few companies 
across the country to receive 
credentialing certification by 


NCQA, the leading, 
independent evaluator of 


America’s healthcare quality. 
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VSP follows NCQA standards and recredential our providers every three years or 
sooner in accordance with state law. The following verification occurs during 
recredentialing:  


Physical and mental status 
Member or client complaints 
Quality assurance review results 
No chemical dependency or substance abuse 


 


Policies and Procedures 


Our Quality Management Provider Review Policy ensures the evaluation of the 
following areas: 


Quality of patient care and services including appropriate referrals  
Appropriateness of follow-up/treatment plans and outcome of care 
Compliance with VSP policies and procedures 
Appropriate medical record documentation  


Any deficiencies identified during the provider credentialing/recredentialing review are 
communicated to the provider. When a provider does not pass the initial review, 
education is provided and a follow-up review occurs within 6-12 months to ensure 
compliance. 


VSP also monitors providers for appropriate billing, including collection of co-pay 
charges, on a monthly basis. 


Compensation 


For exam, lens, and frame dispensing services, VSP providers are paid on a discounted 
fee-for-service basis.  


We use the following process to establish provider fees: 


Providers must submit a confidential fee survey, which includes their U&C fees,  during 
the application process. 
VSP calculates the payable fee for each professional service using the U&C fee and a 
 proprietary formula. 
The provider U&C fees are subject to regional discounts / maximums. 
U&C fees and calculated doctor payables are stored in VSP’s payment systems. 


As a condition of participation, our providers must accept our discounted fees as 
payment in full for covered services.  


Each year, our Board of Directors reviews the discounts and maximum payables and 
makes adjustments as necessary. If a provider’s fees are affected by the adjustment, they 
will receive notification directing them to view their new fees online. 


Disputes 


VSP works hard to make sure our members are happy. External awards as well as our 
own satisfaction survey results tell us that they are. Resolution of a complaint/grievance 
is the full responsibility of the customer service representative receiving the complaint. 
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VSP empowers our customer service representatives to address all complaints and 
resolve them in a timely and effective fashion. We guarantee same day call resolution at 
98%. And our complaint ratio is low – less than one per 1,000 members. Complaints are 
documented in an electronic workflow system that monitors the dates the 
documentation was created.  


 


Performance Area Standard 2011 
Results 


Q3 2012 
Results 


Call resolution (same day response) 98% 98.6% 99.6% 
Complaint acknowledgement within 5 
business days 


96% 99.1% 99.5% 


Complaint resolution within 30 
calendar days 


99% 98.7% 99.9% 


Average response to e-mail inquiries 
within 2 business days 


100% 100% 100% 


 
We also know it’s important to do the right thing when a member has a concern. We 
acknowledge the complaint within five business days. And we resolve 99% of 
complaints within 30 calendar days or less – guaranteed. Our Member and Provider 
Complaint/Grievance policy complies with NCQA standards.  


Our procedures include: 


• Acknowledging the complaint within 5 calendar days; resolving within 30 calendar 
days or less 


• Complying with state and federal confidentiality mandates related to protected 
member data 


• Properly coding and logging complaint data and entering it into the online tracking 
system 


• Investigating or escalating legal and/or quality of care issues to the Quality 
Management  Committee, Legal Division or clinical review professional as 
appropriate  


 


Communication 


Our member communication materials focus on two important things: understanding 
plan coverage and educating members on vision health. We provide these materials free 
of charge, with you taking care of distribution to your members.  


Our member communication materials:  
• Promote the importance of eye health and wellness 
• Explain how to use the plan 
• Include our toll-free number and website address 
• Offer Spanish versions 
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 F. Do you anticipate offering any physician incentive plan(s)?  If so, provide a summary of the 
plan(s) you anticipate offering.  If you currently have a physician incentive plan, so indicate 
and provide a summary. 


VSP is not offering a physician incentive plan. 


 


 G. Do you currently have or intend to have sole source subcontracts for any of the benefits 
services?  If so, please identify the services and the sole source subcontracts you currently 
have or intend to have. 


No. VSP does not use subcontractors for the essential functions of the group vision 
insurance policy.  


 


 AMENDMENT 1 AND AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


5.1.11.4. Network 


 H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the 
health care provider or subpart in standard transaction. By the 05/23/07 compliance date.  How 
will your health plan be prepare for use of NPIs to identify providers on standard transactions in 
order to be in compliance by the deadlines of 05/23/07? Vendor(s) should acknowledge their 
understanding that NPI’s must be used. 


VSP is in compliance with all applicable state and federal regulations and NCQA 
credentialing standards as it applies to NPI and acknowledges our understanding that 
NPI’s must be used. 


5.1.11.5 Quality Assurance 


 


 A. Provide a description of your Internal Quality Assurance Plan and how you will comply with 
quality standards in Section 4.8 of this RFP.  


As applicable to well vision exams and materials, VSP complies with Sections 4.8 and 
4.9 through our Quality Management (QM) and Quality Improvement (QI) Program. 
 
VSP has a comprehensive QM/QI Program that presents a framework for ensuring 
quality eyecare for members accessing VSP’s doctors. The QM/QI Program Description 
defines the goals, scope, structure, function and other components for the QM/QI 
Program at VSP. The program is designed to objectively and systematically monitor and 
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evaluate the quality and appropriateness of care and services. We strive to continuously 
pursue opportunities for improvement and issue resolution.   
  
Additional information is provided below:   
Quality Improvement Overview:  The QI process includes policies and procedures, 
which are reviewed annually, to monitor, review and improve care and services to 
provided to VSP members by VSP Doctors. There is a Q1 work plan, which is approved 
and evaluated annually; and updated quarterly. Information regarding the QM/QI 
program is available to members upon request and to providers.    
 
Improvement Activities: Include but are not limited to: Potential quality of care 
complaints and grievances, member and provider satisfaction, risk management, and 
benefit utilization. 
 
Patient safety: Is reviewed and addressed on an as needed basis. Patient safety includes 
but is not limited to: Potential quality of care complaints and grievances, clinical 
practice guidelines, and member surveys. 
 
QM/QI Policy: Addresses the following: Patient’s Rights and Responsibilities 
(including distribution), Access and Availability Standards and Monitoring, Network 
Access Standards, QA Interrater Reliability for doctor patient record reviews, Clinical 
Practice Guidelines and Algorithms to decrease variability in diagnosis and treatment, 
Covered Benefits, and Evaluation of Technology. 
 
2012 Work Plan: Includes Goals, Activities Planned, Responsible Dept., Interventions, 
Quarterly Updates, and Potential Barriers.  Some areas of focus include but are not 
limited to:  patient accessibility in all classification (urban/suburban/rural) 
nationally,  provide appropriate resources and education to  providers to ensure 
services provided to members is culturally and linguistically appropriate and 
meets applicable regulations, evaluate and address potential Quality of 
Care issues and monitor all member complaint trends, increase the rate of doctors 
following the two clinical practice guidelines (diabetes and glaucoma), and increase the 
rate of known patients with diabetes receiving annual eye exams.  
 


 B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy 
and Work Plan in RFP Section 4.9, how will you monitor and measure quality improvement 
of the care delivered to enrolled recipients? 


Refer to the response for 5.1.11.5 A.  
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 C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please 
describe their systems capability to collect and report race, ethnicity, and language over and 
above what is given to them by the DHCFP? 


This function is handled by CoventryCares of Nevada.   
In relation to HEDIS Measure Diversity of Medicaid Membership, VSP has the ability 
to store and share report data regarding race, ethnicity, and language over and above 
what is provided by the DHCFP.   


5.1.11.6 Fiscal Requirements 


 


 A. How will you ensure timely payment of claims in accordance with state and federal statutes 
and regulations? 


We conduct daily audits of our claim processors and systems to ensure accuracy and 
quality, and we consistently meet or exceed the performance standards listed 5.1.11.6 B. 


 


 B. Describe your claims payment performance using the most recent available annual period 
as the time frame of reference.  What is your payment aging profile for clean and non-clean 
claims?  What is your percent of claims pended?  What is your denial rate?  What is your 
rate of claims resubmission?  


Currently, 98% of VSP’s provider claims are submitted electronically to VSP, with 98% 
of these claims automatically adjudicated by our state-of-the art claim processing 
system, ProClaim. While ensuring compliance with all state and federal guidelines, our 
system automatically calculates claim payment according to the members eligibility, 
plan coverage, and services rendered.  


 


VSP consistently achieves exceptional claim processing results. Regular audits confirm 
this. Results are reflected below: 


Performance Standards 2011 
Year End  


 Q3 2012 
Results 


Claims Processing Results  Results 
99% Financial accuracy 99.97%  99.85% 
99% Processing accuracy 99.87%  99.80% 
95% Provider processed in 5 
business days 


99.51%  99.51% 


95% Other provider processed in 
5 business days 


99.54%  98.80% 


99% Other provider processed in 
15 business days 


99.97%  100% 
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VSP does not pend claims. If we receive a claim that is incomplete, we return it to the 
provider or member in order to obtain the missing information. When it is returned, it 
is processed as a new claim.  


 


Because VSP providers submit claims on behalf of members and must obtain 
authorization before providing services, claim denials are rare  


 


For the small percentage of claims, (1.5%) that are denied, we notify our members via 
denial letters along with the claims. 
 
Our standard is to price 95% of our claims within 5 working days.  Our claims system 
operates on first in, first out basis, regardless of whether it's a clean or non-clean 
claim. We do not pend any claims.  We either pay or deny.  Our denial rate is 1.5%. We 
do not track the rate of resubmission.  Since we do not pend claims, if the claim is 
denied and the provider rebills with the corrected information, then the claim starts 
over as a new claim in our system.  Our total adjustment rate is around 1.6%. 


 


  1. Provide a recent set of unedited month-end management reports from your claims 
system.  At a minimum, samples should include aging report, clean claim payment rate, 
denial rate and pended. If you are not currently a Nevada Medicaid HMO, redacted 
sample reports will be accepted. 


Refer to Attachment 3 for VSP’s sample of our comprehensive reporting package in Tab 
IX-Other Information Material of the submission. 


 C. Describe your plan to identify and report suspected provider and recipient fraud. 


Fraud detection and prevention are vital to ensuring the integrity of the plan as well as 
containing costs. We take fraud seriously as demonstrated by our efforts and quantified 
by the money we recover in restitution. We thoroughly train all of our employees in 
anti-fraud practices. Documented procedures and hundreds of system edits help us 
spot fraudulent activities and take action, including:  


  


Identification Procedures 


• Audit provider fees  


• Monitor provider charge amounts  


• Verify billed services match those 
authorized 


Collaboration Efforts 


• Member of the National Anti-
Fraud Association 


• Anti-Fraud Hotline, 800.877.7236 


• Dedicated Special Investigative 
Unit (SIU)  
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System Edits 


• Eligibility based on client’s 
membership file 


• Unique member ID numbers  


• Verify eligibility before authorizing 
services 


• Track service history for employee 
and dependents 


Fraud Actions  


• Thoroughly review suspected 
fraud cases 


• Educate provider/staff on VSP 
policies 


• If warranted, suspend provider 
membership and/or report to 
licensing agencies or legal 
authorities 


 


VSP’s dedicated Special Investigative Unit (SIU) includes highly trained Certified 
Fraud Examiners – which in the anti-fraud community represent the gold standard in 
fraud detection and prevention. The SIU works diligently to identify ways to reduce 
costs and save money for our clients and members. In 2011, our SIU recovered more than 
$3.9 million in restitution. While this represents less than 7% of our total claim 
expenditure, it demonstrates our commitment to identifying and combating fraud.  


 


Through a series of initiatives, cost controls, and process improvements, our SIU’s goals 
are to improve the quantity and quality of audits. As a result, the SIU has collected $9.9 
million in restitution since 2007. This past year VSP’s SIU also assisted the Department 
of Consumer Affairs with multiple cases involving misleading billing practices. 
Additionally, VSP’s SIU:   
Ensures all Certified Fraud Examiners have yearly training to stay certified.  
Covers anti-fraud activities throughout all 50 states.  
Meets with our Legal Division on a regular basis to review cases and identify new 


preventive controls to further combat fraud and abuse.  
Collaborates with our Information Technology and Enterprise Information Services 


Divisions to improve data mining and analysis capabilities. This allows the SIU to 
focus more time investigating cases and recovering restitution. 


 


 D. Describe and submit your policies and procedures for determining and collecting patient 
liability. 


Not applicable.  


5.1.11.7 Grievances, Appeals and Fair Hearings 
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 A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


VSP’s Claim Appeal policy is designed to allow the member, their authorized 
representative, or the provider the opportunity for a full and fair review of a denied 
claim, and to establish a procedure to process appeals as mandated by state and federal 
regulations in a timely manner. 


 


A Claim Appeal is a verbal or written request for reconsideration of a whole or partial 
denial of services, care, or treatment, which a member believes meets the guidelines for 
payment.   


  


Level One Appeals 


Requested by telephone, fax, in writing, or electronically. 
Must be made within 180 days of written notice of the initial claim denial. 
An acknowledgement letter is sent to the member or provider within five business 
 days of receiving the appeal. 
The review of the appeal is completed within 30 calendar days of receipt of all 


necessary information.  
The decision (upheld, modified or overturned) is communicated in writing to the 


member or VSP provider.  


 


Level Two Appeals 


Requested by telephone, fax, in writing, or electronically. 
Must be made within 60 days of VSP’s first level appeal upheld letter. 
Review is completed within 30 calendar days of receipt of all necessary information.  
The decision (upheld, modified or overturned) is communicated in writing to the 


member or VSP provider. 
Requested by telephone, fax, in writing, or electronically. 
An acknowledgement letter is sent to the member or provider within five business 
 days of receiving the appeal. 
The review of the appeal is completed within 30 calendar days of receipt of all 


necessary information.  
The decision (upheld, modified or overturned) is communicated in writing to the 
member or VSP provider.  


 


 B. Do you have performance standards for the frequency of enrolled recipient grievances and 
appeals and provider disputes?  If so, what are your standards and what have been your 
performance outcomes? 


VSP adheres to the policies outlined above for grievances and appeals.  
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Performance Area Standard 2011  
Results 


Q3 2012 
Results 


Complaint acknowledgement within 5 
business days 


96% 99.5% 99.5% 


Complaint resolution within 30 
calendar days 


99% 99.9% 99.9% 


Average response to e-mail inquiries 
within 2 business days 


100% 100% 100% 


5.1.11.8 Operational Requirements 
 Provide an organizational chart depicting each functional unit of your organization associated 


with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors.  Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 


Refer to Attachment 4 for VSP’s organizational charts in Tab IX-Other Information 
Material of the submission. 


 The following table briefly describes each of the major divisions and the number of 
employees at VSP, we have included in attachment 4organizational charts for the 
following divisions: 


 


Division Description Number of Employees 


Claim Services Processes payment for incoming paper claims and 
microfilms information for storage. 


111 


Client Financial Services Maintains existing client data in VSP’s systems, 
including billing. 


90 


Corporate Services Includes Facilities, Purchasing, Distribution and Mail 
Services. 


45 


Customer Service  Provides legendary service to VSP’s members, doctors 
and clients. 


517 


Enterprise Project 
Solutions 


Supports projects and eBusiness activities across VSP.  48 


Executive Includes the executive offices and support staff. 11 


Eyecare Delivery 
Solutions 


Includes Eye Health Strategies, Industry Outreach, 
Provider Marketing and Communications, Provider 
Relations, and Strategic Eyecare Partnerships 


118 
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Division Description Number of Employees 


Finance Includes Underwriting, Compliance, Tax and 
Accounting. 


82 


Human Resources Administers salary, benefits, training, employee relations 
and recruitment. 


47 


Information Technology Handles VSP’s technology needs including hardware, 
software and telecommunications. 


264 


Internal Audit Provides objective and independent internal auditing. 12 


International Vision Care Oversees VSP’s activities in international vision care 
markets. 


5 


Marketing Includes Consumer, Commercial, and Product 
Marketing and Corporate Communications.  


105 


Office of General Counsel Oversees regulatory compliance, drafts contracts and 
manages litigation as needed. 


21 


Sales Secures new business, renews contracts, maintains 
relationships with prospective and existing clients. 


305 


Total:       1,781 


5.1.11.9 Implementation 


 


 A. If you currently do not have an established network, what time frame and approach will you 
use to build a network? 


 


VSP has Medicaid providers in all 50 states, which includes 100 Medicaid providers in 
Nevada, 65 providers in Clark County and 18 providers in Washoe County offering 159 
points of access.  
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 B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all 
program requirements. 


With our Concierge Transition ServiceTM, the implementation will be seamless  


Refer to Attachment 5 for VSP’s Gantt Chart and implementation timeline in Tab IX-
Other Information Material of the submission. 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


5.1.11.10  Reporting 


  The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. 
Review these reporting requirements and acknowledge receipt of the DHCFP financial reporting 
requirements. 


VSP has reviewed Attachment I; Forms and Reporting Guide. We acknowledge receipt 
and comply with all known reporting requirements.  


5.1.11.11 Information Systems and Technical Requirements 
 Based upon the information provided in this RFP and available in the Vendors’ library, provide 


your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


VSP has current experience with Coventry for exchanging required data 


5.1.11.12 HIPAA Compliance 


 


 A. Describe your status, resources, and approach to HIPAA compliance. 


VSP is fully compliant with all applicable aspects of HIPAA.    
The following tables detail the current status of our compliance efforts regarding each 
HIPAA regulation that affects our organization. Additional information about our 
HIPAA compliance efforts can be found at vsp.com. 
 
VSP became compliant with the HIPAA Electronic Transactions Rule on October 16, 
2003. 


 
HIPAA Standard VSP’s Status 
Administrative Simplification Obtained an extension that covers all vision care benefit plans 
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HIPAA Standard VSP’s Status 
Compliance Act (ASCA) extension administered by us for our clients. 
834 Enrollment and Disenrollment 
transaction to provide enrollment 
data, including subscriber, 
dependent, and employer 
information  


Currently trading the 834 Enrollment transaction in the HIPAA 
compliant version 5010. An Implementation Guide and 
Connectivity Guide are available upon request. 


837 Encounter Reporting 
transaction, originating with a health 
plan and provided to another health 
plan for the purpose of reporting 
healthcare encounter information 


Currently trading the 837 Encounter Reporting transaction and 
is Claredi-certified as having the capability to send an 
outbound 837 Healthcare Claim: Professional (Encounter) 
transaction.  


820 Health Plan Premium Payment 
transaction, enabling employers and 
plan sponsors to make premium 
payments to health plans 


Completed the 820 Premium Payment transaction 
development and responds to client requests to trade. 


Use of a clearinghouse for standard 
transactions. 


Using the services of a clearinghouse (Eyefinity®) to facilitate 
transactions between VSP and our providers. 


 
VSP became compliant with the HIPAA Privacy Rule requirements on April 14, 2003. 


 
HIPAA Standard VSP’s Status 
Privacy Officer Appointed Cheryl Johnson, Privacy Officer responsible for 


administering all VSP privacy policies, processes, and training 
programs.  


Notice of Privacy Practices (NPP) Distributes the NPP to all self- administered plan clients every 
3 years. Members can also get an NPP from our Customer 
Service Division or access an electronic version on our 
website at https://www.vsp.com/privacy.html.  


Use and Disclosure of Protected 
Health Information (PHI) 


PHI will only be used for the purposes of treatment, payment, 
healthcare operations, or as otherwise required or permitted 
by law. 


Business Associate Agreements 
(BAA) 


We have executed a BAA with each vendor or contractor that 
has access to PHI. 


Minimum Necessary use of 
information 


Researched all disclosures to business associates to confirm 
that we are providing only that information which is necessary 
for the intended purpose. 


Privacy Complaint Process Implemented a process by which any VSP member may 
submit concerns about our privacy policy. 


Designated Medical Record Set Developed a designated record set that contains data about 
the benefits and services a member has received. 


Access to Protected Health 
Information (PHI) 


Implemented a designated record set that can be provided to 
members upon request. Members may request a copy of their 
Protected PHI in our Designated Medical Record set by calling 
Member Services or by accessing vsp.com. 


Right to Request a Restriction of or 
Amendment to PHI 


Implemented the processes to support and respond to a 
member's request for restriction of or an amendment to PHI. 
Members may request a restriction or an amendment by 
calling Member Services. 


Use of PHI for Marketing We do not use PHI for marketing purposes. 
 
VSP became compliant with the HIPAA Security Rule on April 21, 2005. 
 



https://www.vsp.com/privacy.html
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HIPAA Standard VSP’s Status 
Security Officer Appointed a Security Officer responsible for administering and 


monitoring all VSP security functionality and policies. 
Develop formal procedures 
addressing Administrative, Physical 
and Technical Security Services, and 
Technical Security Mechanisms 


Developed formal procedures addressing administrative, 
physical, and technical security services and technical security 
mechanisms. All members of our workforce receive 
appropriate security training, including but not limited to 
employees, contingent workers, vendors, board members, and 
medical consultants. 


 


 B. Describe your experience in processing HIPAA-compliant provider claims and in submitting 
HIPAA-compliant encounters to States. 


The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires 
health insurance carriers to meet a variety of regulations in areas such as electronic 
transactions, the privacy of patient information, and data security.  VSP is HIPAA 
compliant as described in 5.1.11.12 A and noted below. 
 


• VSP became compliant with the HIPAA Privacy Rule requirements on April 14, 
2003. 


• VSP became compliant with the HIPAA Electronic Transactions Rule on October 16, 
2003. 


• VSP became compliant with the HIPAA Security Rule on April 21, 2005. 
 
 


 5.1.12 Financial information and documentation to be included in Part III, Confidential Financial 
of vendor’s response in accordance with Section 10.5, Part III – Confidential Financial.  


5.1.12.1 Dun and Bradstreet Number 


5.1.12.2 Federal Tax Identification Number 


5.1.12.3 The last two (2) years and current year interim: 
 A. Profit and Loss Statement  


 B. Balance Statement 


This information is included in Section 10.5, Part III – Confidential Financial proposal. 
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5.3.2 Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor:  
 
The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor. 
 


Reference #:  


Company Name:  


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name:  


Primary Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 
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Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


 


Original Project/Contract Start 
Date: 


 


Original Project/Contract End 
Date: 


 


Original Project/Contract Value:  


Final Project/Contract Date:  


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


 


 
 


Reference #: 1 - Partnership Advantage 


Company Name: 
 
VSP 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Vision Insurance 


Primary Contact Information 


Name: Mary Kerlin 
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Street Address: 360 Campus Lane, Suite 100   
 


City, State, Zip Fairfield, CA 94534 
 


Phone, including area code: 707.863.4235 
 


Facsimile, including area code: mkerlin@partnershiphp.org 


Email address:  


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Provision of routine VisionCare to 
plan members. VSP provides 
delegated activities; claims payments, 
member services; cred, re-cred of 
network. 


Original Project/Contract Start Date: 4/1/1997 


Original Project/Contract End Date: n/a 


Original Project/Contract Value: $1.2million 


Final Project/Contract Date: n/a 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


yes 
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Reference #: 
2 - CareOregon 
 


Company Name: VSP 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Vision Insurance 


Primary Contact Information 


Name: Kass Jones 


Street Address: 315 SW 5th Avenue, Suite 900 


City, State, Zip Portland, OR 97204 


Phone, including area code: 503.416.3714 


Facsimile, including area code:  


Email address: jonesk@careoregon.org 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Provision of routine VisionCare to 
plan members. VSP provides 
delegated activities; claims payments, 
member services; cred, re-cred of 
network. 


Original Project/Contract Start Date: 10/1/1994 
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Original Project/Contract End Date: n/a 


Original Project/Contract Value: $1.9million 


Final Project/Contract Date: Na 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


Yes 


 


Reference #: 3 - San Francisco Health Plan 


Company Name: VSP 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Vision Insurance 


Primary Contact Information 


Name: Sari Weis 
 


Street Address: 201 3rd Street, Floor 7 


City, State, Zip San Francisco, CA 94103-3146 


Phone, including area code: 415.615. 4269 


Facsimile, including area code:  


Email address: sweis@sfhp.org 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  



mailto:sweis@sfhp.org
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Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Provision of routine VisionCare to 
plan members. VSP provides 
delegated activities; claims payments, 
member services; cred, re-cred of 
network. 


Original Project/Contract Start Date: 1/1/1997 


Original Project/Contract End Date: n/a 


Original Project/Contract Value: $401,000 


Final Project/Contract Date: n/a 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


yes 


 


 


Reference #: 4 - Santa Clara Family Health Plan 


Company Name: VSP 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Vision Insurance 


Primary Contact Information 


Name: Peggy Periandri 
 


Street Address: 210 E Hacienda Ave 
 


City, State, Zip Campbell, CA 95008-6617 
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Phone, including area code: 408.874.1782 


Facsimile, including area code:  


Email address: pperiandri@scfhp.com 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Provision of routine VisionCare to 
plan members. VSP provides 
delegated activities; claims payments, 
member services; cred, re-cred of 
network. 


Original Project/Contract Start Date: 2/1/2001 


Original Project/Contract End Date: n/a 


Original Project/Contract Value: $1.03 million 


Final Project/Contract Date: n/a 


Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or under 
the original budget/ cost proposal, and if not, 
why not? 


yes 
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TAB VIII 
ATTACHMENT G 


PROPOSED STAFF RESUMES 
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INTENTIONALLY LEFT BLANK 







 


5.4 Vendor Staff Resumes  
 
 


For Altius Health Plans, Inc. 
(CoventryCares of Nevada)  


 







 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


INTENTIONALLY LEFT BLANK 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Altius Health Plans 
Contractor �Subcontractor 
Name: Brett Clay  Key Personnel 
Classification: Chief Financial Officer # of Years in Classification: 5 years 


Brief Summary: of 
Experience: 


21 years of financial accounting experience including 18 of those years in 
the managed health care industry.  Lead all aspects of financial reporting, 
budgeting, forecasting, and strategic planning and analysis. 


# of Years with Firm: 14 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
8/4/2007 – present 
 
Altius Health Plans, Inc. 
Lani Anderson 
10421 South Jordan Gateway, Suite 400 
South Jordan, Utah 84095 
(801)933-3189; Lani.Anderson@ahplans.com 
 
Chief Financial Officer 
 Lead the development of goals and objectives for 


finance functions and activities related to their 
achievement including general ledger accounting, cash 
management, financial reporting, budgeting, 
forecasting and internal auditing. 


 Manage risk and reserves for claims incurred but not 
received accruals. 


 Perform strategic financial planning and analysis and 
integrate into business operations. 


 Support operations with system, policy, and process 
evaluations. 


 Support executive management on financial initiatives 
and other related duties as assigned. 


 Ensure integrity of functional areas for compliance 
with federal/state guidelines and company policies. 


 Direct the submission of all financial and compliance 
reports to state and federal regulatory agencies. 


 Responsible for the supervision, development, and 
review of staff. 


 Provide leadership and motivation to functional areas 
by setting clear expectations, supplying appropriate 
levels of support, communicating specific performance 
feedback, and giving timely and thorough performance 
evaluations. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 


 
 
10/30/1998 – 8/3/2007 
 
Altius Health Plans, Inc. 
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Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Lani Anderson 
10421 South Jordan Gateway, Suite 400 
South Jordan, Utah 84095 
(801)933-3189; Lani.Anderson@ahplans.com 
 
Director of Finance 
 Same scope of responsibilities as current position 


under the direction of previous CFO. 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
 
 
 
 
 
 
Certifications: 


University of Arizona 
Tucson 
Arizona 
Master of Business Administration 
 
University of Utah 
Salt Lake City 
Utah 
Bachelor of Science Degree in Accounting 
 
 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Lance Davis 
Chief Executive Officer 
InnerChange 
Phone: (801) 423-5307 
Fax: (801) 226-2226 
Email: lance@InnerChange.com 
 
Arnold B. Combe 
Vice President Administrative Services 
University of Utah 
Phone: (801) 581-6404 
Fax: (801) 581-4972 
Email: arnold.combe@admin.utah.edu 
 
Todd Trettin 
Chief Executive Officer 
Altius Health Plans 
Phone: (801) 933-3500 
Fax: 866-721-7936 
Email:  todd.trettin@ahplans.com 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Coventry Health Care, Inc. 


 Contractor  Subcontractor 
Name: Joel V. Coppadge  Key Personnel 
Classification: Vice President of Operations # of Years in Classification: 6 years 


Brief Summary: of 
Experience: 


More than 15 years of Managed Care Operations and 25 years of Insurance 
Operations experience, including Claims Administration, Customer Service, and 
Enrollment Operations. 


# of Years with Firm: 12.5 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
September 2009 to Present 
Coventry Health Care, Inc. 
Medicaid Customer Service Organization 
Doug Porter 
3721 TecPort, P.O. Box 67103, Harrisburg, PA 17111 
717-526-2714, dwporter@cvty.com 
 
Vice President 
Responsible for the Medicaid full risk business 
operations including enrollment, customer service, 
and claims administration.  In addition to the main 
site located in Newark, DE, all includes remote 
locations in  Harrisburg, PA, Sunrise, FL, Springfield, 
MO and Houston, TX 


Responsible for a total of 330 full time employees 
with an annual budget of $11.8 million. 


 Develops strategic, operational, and tactical 
business plans to achieve desired business goals. 
Builds and maintains collaborative relationships 
and alliances with internal and external 
customers including but not limited to, employer 
groups, provider groups, members, brokers, 
marketing, finance and medical management to 
achieve business goals. 


 Recruits, develops, and motivates staff. 
 Initiates and communicates a variety of personnel 


actions including employment, termination, 
performance reviews, salary reviews, and 
disciplinary actions. 


 Develops and manages the budget; controls 
expenses while meeting operational, financial, 
and service requirements.  


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 


 
 
May 2003 – September 2009 
Coventry Health Care, Inc. 
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Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Government Programs/Individual Product 
Mike Moorman 
750 Prides Crossing, Suite 200, Newark, DE 19713 
302-283-6521 moorman@cvty.com 
 
Director of Operations 
Responsible for directing the claims administration 
and customer service for the Medicaid full risk and 
Individual Product business. 
 Develops strategic, operational, and tactical 


business plans to achieve desired business goals. 
 Builds and maintains collaborative relationships 


and alliances with internal and external 
customers including but not limited to, employer 
groups, provider groups, members, brokers, 
marketing, finance and medical management to 
achieve business goals. 


 Recruits, develops, and motivates staff. 
 Initiates and communicates a variety of personnel 


actions including employment, termination, 
performance reviews, salary reviews, and 
disciplinary actions. 


 Develops and manages the budget; controls 
expenses while meeting operational, financial, 
and service requirements 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
July 2000 – May 2003 
Coventry Health Care, Inc. 
Customer Service Operations 
Mike Moorman 
750 Prides Crossing, Suite 200, Newark, DE 19713 
302-283-6521 moorman@cvty.com 
 
Business Manager 
Managed the activities of three supervisors and 45 
employees in departments specializing in claims 
processing and customer service.  
 Managed the team to be recognized as the winner 


of the company’s Superior Achievement Award 
for two consecutive years. 


 Hired, trained, and provided employee 
development for all employees. 


 Collaborated with the health plan, brokers, 
providers, and various internal operations. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Delaware State University 
Dover 
DE 
Bachelor of Science 
Business Administration 



mailto:moorman@cvty.com
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REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Mike Moorman 
Vice President 
Coventry Health Care, Inc. 
302-283-6521 
302-283-6787 
mmoorman@cvty.com 
 
Doug Porter 
Senior Vice President 
Coventry Health Care, Inc. 
717-526-2714 
717-541-5991 
dwporter@cvty.com 
 
Debra Waln 
Vice President 
Coventry Health Care, Inc. 
804-385-6018 
804-527-7059 
djwaln@cvty.com 
 
 


 







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Altius Health Plans 
Contractor �Subcontractor 
Name: Christy Daffern  Key Personnel 
Classification: Director, Operations # of Years in Classification: 1 year 


Brief Summary: of 
Experience: 


15 years managed care experience, including provider contracting, service 
and operations, and commercial sales and retention. 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
February 2010 – present 
 
Altius Health Plans 
Lani Anderson 
1140 N Town Center Dr, Ste 190 Las Vegas, NV 89144 
(801)933-3189; Lani.Anderson@ahplans.com 
 
Director, Operations 
 Oversee operations for Coventry’s local health plan 


sales and network management functions. 
 Accountable for commercial Individual and Group 


sales and retention goals. 
 Responsible for broker servicing, communication and 


education regarding company products and guidelines. 
 Develop and implement high performance networks to 


ensure quality of care and cost targets for commercial 
products are achieved. 


 Lead cross-functional team meetings to ensure the 
HealthCare Partners (HCP) high performance network 
for new HMO/POS products successfully implemented 
and running as planned.  The HCP contract includes 
delegation of claims, utilization management and 
credentialing functions which required pre-delegation 
audits and extensive coordination between internal 
departments and HCP, and ongoing oversight.   


 Accountable for physician, ancillary and hospital 
contracting and servicing activities, including provider 
communication, access of care and availability of 
services activities, and physician recruitment 
pertaining to fully insured, Health Plan, PPO, lease 
networks and workers’ compensation. 


 Ensure provider contracts are implemented accurately 
and timely in transaction systems.  


 Improve quality of health care and member 
satisfaction/retention by developing excellent broker, 
physician and hospital relationships. 


 
Required Information: 
 
MMYYYY to MMYYYY: 


 
 
January 2008 - February 2010 
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Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
HealthCare Partners of Nevada 
Hartley White 
770 E Warm Springs Rd, Ste 240 Las Vegas, NV 89119; 
702-318-2400; hwhite@hcpnv.com 
 
Director, IPA Operations 
 Contracted with 40 primary care practices to achieve 


company financial targets while introducing the first 
managed care pay for performance reimbursement 
model in Las Vegas. 


 Accountable for financial performance of global risk 
contract for 13,000 Medicare Advantage members. 


 Direct team of seven nurses and one medical director 
responsible for delivering disease & high risk case 
management services to high risk and/or chronically ill 
members, and working with our physicians to ensure 
members receive the right care, at the right time, in the 
right setting. 


 Implement strategies to ensure primary care physicians 
maximize revenue potential under Medicare 
Advantage funding guidelines.  


 Improve quality of health care and member 
satisfaction/retention by focusing on primary care 
physician education and performance feedback; 
develop excellent physician relations to influence 
behavior change. 


 Develop and implement performance improvement 
plans to achieve enhanced results in hospital 
utilization management. 


 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
April 1997 – January 2008 
 
PacifiCare (Now a United Health Care company) 
Human Resources  
700 E Warm Springs Rd, Ste 200, Las Vegas NV 89119 
800-367-5690, www.theworknumber.com 
 
As Senior Account Manager: 
 Responsible for the overall management of several 


hundred Small Group Accounts. 
 Influenced superior customer service delivery by 


developing and maintaining strong inter-company, 
broker and client relationships. 


 Consistently met or exceeded sales retention goals by 
effectively servicing brokers and groups; assisting 
brokers and employer group administrators with 
service issues including contract and benefit 
interpretation, claims, premium billing, and 
operational issues. 


 Reviewed renewal proposals with brokers and/or 
clients and negotiated rates. 
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 Gave presentations to employers and their employees 


to review new benefit policies and materials to ensure 
employees understood how to use complex benefit 
designs. 


 Secured and implemented new ancillary business 
(dental/vision/life) by quoting policies for existing 
book of business. 


 
As Provider Operations Manager: 
 Managed provider relation activities for NV’s then 


second largest health plan with over 1,000 
physicians/providers and 65,000 HMO/POS/PPO 
members. 


 Chaired Joint Operating Committee meetings with 
major provider groups and hospitals.  Acted as 
company liaison for all operational issues. 


 Responsible for provider communication and 
education regarding company products & guidelines. 


 Developed database to track physician contracting 
status and provider directory production.  Worked 
with business configuration unit to ensure contacts 
were loaded correctly. 


 Responsible for ensuring provider network compliance 
with NCQA/CMS/HEDIS standards, including policy 
and procedure implementation, audit preparation and 
regulator interviews.   


 Active participant on multiple cross-functional 
committees chartered to develop benefit plans, 
improve quality of health care, improve member 
satisfaction and increase plan membership. 


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University Nevada Las Vegas (UNLV) 
Las Vegas 
Nevada 
Bachelor of Science degree, Health Care Administration, 1996 
Nevada Health and Life Insurance Producer License #206461 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Rick Beavin, Market Leader (NV) 
Humana 
Phone: (702) 837-4409 
Fax: (502) 508-2041 
Email: rbeavin@humana.com 
 
 
Todd Lefkowitz, SVP Managed Care 
Operations & Network Development 
Healthcare Partners of Nevada 
Phone: 702-932-8536 
Fax: 702-932-8558 
Email: tlefkowitz@hcpnv.com 
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Stanley Rogers, VP Sales 
Altius Health Plans 
Phone: (702) 683-0529 
Fax: 866-721-7936 
Email:  srrogers@cvty.com 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Altius Health Plans 


Contractor Subcontractor 


Name: Tanna Ferrin, RN  Key Personnel 
Classification: West Regional VP of QI # of Years in Classification: Less than 1 


Brief Summary: of 
Experience: 


Over 40 years experience in managed care and hospitals in quality 
improvement, accreditation, HEDIS, utilization management, credentialing, and 
appeals. 


# of Years with Firm: 9 Years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
June 2003 – Present 
 
Altius Health Plans 
Lani Anderson 
10421 South Jordan Parkway, Suite 400 
South Jordan, UT 84095 
(801)933-3189; Lani.Anderson@ahplans.com 
 
Regional Vice President, Quality Improvement West 
Region 
 Develops strategic, operational, and tactical business 


plans to achieve desired quality improvement goals. 
 Oversees staff performance to ensure quality 


management standards are continually met and 
maintained and goals meet established state and 
federal quality and compliance regulations.   


 Ensures close collaboration occurs with all 
departments including credentialing, provider 
relations, health services, and customer service to 
collect and report quality improvement information to 
the Quality Improvement Committee, including the 
monitoring and evaluation of indicators. 


 Provides leadership and tactical guidance for the 
collection of data such as Healthcare Effectiveness 
Data and Information Set (HEDIS), Star, and Pay for 
Performance measures.  Responsible for the design and 
implementation of cross functional interventions to 
improve the results of HEDIS, Stars, and Pay for 
Performance measures. 


 Facilitates oversight of identified opportunities for 
quality improvement based on HEDIS results. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
August 1996 – October 2002 
 
Primary Health 
Company is no longer in business 



mailto:Lani.Anderson@ahplans.com
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Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Boise, Idaho 
 
Vice President, Health Services 
Primary Health was a multi-specialty physician group 
practice with 50 physicians, a start-up managed care 
entity, and an 800 physician member IPA.  My roles. 
responsibilities and accomplishments were: 
 
 Developed Utilization, Disease, and Care Management 


Programs including precertification, concurrent 
review, and pharmacy formulary management.  
Participated in designing and effecting HMO, PPO, 
and PPO products. 


 Provided leadership to the Director of Nursing, 
managed the Malpractice Risk Management Program, 
the Physician Credentialing Program, and the 
Occupational Health Program for the medical group. 


 Led the Sales and Marketing Department, followed by 
assuming leadership for Underwriting, Claims, 
Enrollment, and Customer Services. 


 Assisted in the start-up of the first viable managed 
care entity in Idaho. 


 Assisted in the expansion of the group practice from a 
primary care group to the largest multi-specialty 
physician group in the State of Idaho, with 50 staff 
physicians. Built a profitable 800 physician member 
IPA. 


 Created a very successful and innovative Care and 
Disease Management Program that turned traditional 
Utilization Management into a positive program 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
September 1995 – July 1996 
 
Intergroup 
Company is no longer in business 
Salt Lake City, UT 
 
Director, Medical Services 
Intergroup was an IPA-based managed care entity with 
100,000 commercial and Medicaid members.  My 
accomplishments were: 
 Designed and implemented new utilization 


management models to enhance operational efficiency, 
staff productivity, and team work. 


 Developed and effected algorithms to integrate the 
management of both the HMO members and the PPO 
members by the same UM staff. 


 Changed the restrictive process of requesting prior 
authorizations from a formal paper process to an 
optional fax or phone process.  The phone 
methodology facilitated the gathering of additional 
information in a more consultative approach. 


 Defined the decision parameters for authorizations or 
denials for the Medical Directors, nurses, and 
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Coordinators to maximize the use of their time. 
 Accomplished the first successful state Medicaid 


survey. 
 Obtained URAC accreditation. 
 Implemented a physician credentialing program. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Utah 
Salt Lake City 
Utah 
Master of Science in Nursing 
RN licensed in Nevada, Utah, Wyoming, and Idaho 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Diane Stewart 
Owner 
SWC HealthWorks, Inc 
801-269-8264 
Swc_healthworks@msn.com 
 
Jane Dyer 
Professor 
University of Utah 
801-585-9647 
Jane.dyer@nurs.utah.edu 
 
Sue Childress 
Director of Nursing 
Huntsman Cancer Institute 
801-585-7884 
Susan.childress@hci.utah.edu 
 


 







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Altius Health Plans 
Contractor �Subcontractor 
Name: Dennis Tucker Harston, MD  Key Personnel 
Classification: VP, Medical Affairs # of Years in Classification: 14 Years 


Brief Summary: of 
Experience: 


Physician specializing in family medicine since 1977, with 25 years of 
experience in medical management of health care for commercial, 
Medicare and Medicaid insured patients. 


# of Years with Firm: 14 Years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
October 1998  – present 
Altius Health Plans 
Coventry Health Care 
Lani Anderson 
10421 S. Jordan Gateway, Suite 400, South Jordan, UT  
84095; Lani.Anderson@ahplans.com 
 
VP, Medical Affairs 
 Responsible for the quality and utilization 


management departments with reporting relationships 
for 37 employees. 


 “Dotted line” accountability for the pharmacy benefit 
and costs. 


 Oversee national accreditation efforts 
 Oversee medical legal issues 
 Oversee fraud and abusive coding initiatives 
 Oversee claims editing initiatives for the region 
 Have worked to see smooth expansion of the health 


plan into three additional states. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
 
 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
 
 
Details and Duration of Contract/Project: 


 
August 1996  -  October 1998 
Talbert Medical Group 
Salt Lake City, UT 
(medical group is no longer in existence) 
 
Julie Day, MD  
801-213-8840 
 
 
Family Physician, Chairman of the Department of Family 
Practice; Member – Board of Directors 
 
Family physician in active practice with hospital 
privileges at St. Mark’s Hospital, Pioneer Valley Hospital.  
Chairman of the Talbert Department of Family Practice, 
Member – Board of Directors.  This independent 
multispecialty group practice with 100 physicians 
provided care for 100,000 patients, contracted with 
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several payors including Medicaid and Medicare.  
Experience with capitation contracts. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
 
 
 
 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
September 1994 – August 1996 
Richmond Health Care Group/Prudential Health Care 
System of Richmond 
Richmond, VA 
(medical group is no longer in existence) 
 
-- 
 
President/CEO; part-time clinical practice. 
Independent group model practice with 15 physicians and 
4 physician assistants.  HMO enrollment of 14,000 and 
POS enrollment of 15,000.   
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 
 
 
 
 
 
 
 
 
 


 
 
1985 – 1994 
FHP of Utah, Inc. 
Val Christensen - (801) 361-1730 
Salt Lake City, UT 
(medical group is no longer in existence) 
 
 Associate Vice President (Aug  1993 –Sep 1994) 
 Sr. Medical Director (Jan 1993 – Jul  1993 
 Medical Director of Utilization (Mar 1990 – Dec 1992) 
 Assoc. Medical Director of Staff (Sep 1988 – Mar 1990) 
 
This managed care company provided HMO, PPO and 
EPO services to 177,000 subscribers and had a staff model 
delivery system with 15 0 providers.  Responsibilities 
were in oversight of utilization management, quality 
assurance, professional staffing, national accreditation 
and risk management.  Medically administered a 
successful Medicaid product and participated in the 
implementation of a Medicare risk product. 
 
 Assoc. Medical Director, FHP Guam (Apr 1985 –Sep 


1988) 
 


Staff family physician and Associate Medical Director.  
Active clinical practice including hospital practice.  
Utilization management and staff management 
responsibilities. 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Baylor College of Medicine 
Houston 
Texas 
MD, 1974 
Board Certified in Family Medicine (1978, 1984, 1991, 1998, 2005, 2012) 
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REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Brent Jones, CEO 
Community Nursing Services 
383 W. Vine St., Ste 300 
Murray, UT  84123-4745 
Phone:  801-747-2128 
Fax: 801-639-5401 
E-mail: brent.jones@cns-cares.org 
 
Jeff Juchau, MD 
Canyon View Medical Group 
325 W. Center St. 
Spanish Fork, UT  84660 
Phone: 801-798-7301 
Fax: 801-798-8513 
E-mail:  jeffjuchau@msn.com 
 
Julie Day, MD 
University of Utah 
Greenwood Health Center 
7495 South State Street 
Midvale, UT 84047 
Phone: 801-213-8840 
Fax: 801-213-9465 
E-mail: julie.day@hsc.utah.edu 
 







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Altius Health Plans 


 Contractor Subcontractor 
Name: Frank Kyle  Key Personnel 


Classification: 
Director, Regulatory 
Compliance # of Years in Classification: 14 years 


Brief Summary of 
Experience: 


Over 23 years of experience in the managed care organization industry. 
Extensive understanding of health plan operations, regulatory compliance, 
product development.  Experience includes administration of Group and 
Individual plans, Medicare Advantage plans, Federal Employee Health Benefit 
Program and Self-funded plans. 


# of Years with Firm: 23 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
September 1989 to Present 
Altius Health Plans Inc. 
Altius Health Plans (formerly PacifiCare of Utah, Inc and 
formerly FHP of Utah, Inc.) 
Lani Anderson 
10421 South Jordan Gateway, Suite 400 
South Jordan, UT 84095 
(801)933-3189; Lani.Anderson@ahplans.com 
 
Oct 1998 to Present 
Director- Regulatory Compliance 
Areas of primary responsibility include: 


 Federal and State regulatory compliance oversight 
 Group/individual contract oversight 
 Federal Employee plan oversight 
 Benefit management 
 TPA administration oversight 
  General insurance 
 HIPAA privacy oversight 


 
Feb 1995 to Oct 1998 
Director- Regulatory Affairs,(PacifiCare of Utah) 
Areas of primary responsibility include: 


 Medicare and Medicaid cost reporting 
 Federal and State regulatory oversight 
 Medicare Risk plan compliance and oversight 
 Statutory financial reporting 
 Group Service Agreement oversight 


 
Sep 1989 to Oct 1995 
Associate Director- Finance, (FHP of Utah) 
Areas of primary responsibility included: 


 Enrollment  
 Accounts Receivable 



mailto:Lani.Anderson@ahplans.com
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 Coordination of Benefits 
 Third Party Recoveries 
 Claims 
 Medical provider contract review 


 
Departments are responsible to administer company 
product lines, which include HMO, PPO, Medicare, 
Medicaid, Cobra and Individual plans. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


 
 
January 1987 to September 1989 
 
Sierracin Corporation 
Sylmar, CA 91342 
 
 
Sierracin/Harrison, Controller – Complete accounting 
responsibility for manufacturing division.  Supervise staff 
accounting functions of Cost Accounting, Accounts 
Receivable, Accounts Payable, Payroll, Treasury, Fixed 
Assets and General Ledger.  Responsible for Division 
financial reporting and planning 
 
Sierracin Corporation, Corporate Manager – Financial 
Planning & Analysis.  Complete responsibility for annual 
Strategic & Financial plans and monthly forecast.  
Responsible for reporting of monthly financial results.  
Supported annual and interim reporting to the SEC.  
Interfaced with external auditors for interim reviews and 
annual audits.  Supported Tax department and special 
projects as assigned by senior management. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


 
 
July 1981 to January 1987 
 
Citicorp-TTI 
Santa Monica, CA 90405 
 
 
Manager of Accounting – Complete responsibility for 
Accounts Payable, Payroll, Accounts Receivable, Treasury 
and Fixed Assets in support of three legal Corporations.  
Full general accounting management function.  Instituted 
complete, ongoing account reconciliation and review 
mechanism.  Had tax function during most of this period. 
 
Manager of Financial Systems – Responsible for the 
development and maintenance of all financial systems 
used by the Finance department.  Project manager for a 
corporate divestiture project, which included the creation 
of separate accounting systems and records.  Evaluated 
major mainframe financial systems. 
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Supervisor of Financial Systems – Responsible for 
supporting the ongoing systems development within the 
Finance department.  Introduced personal computers, 
developed budgeting system for Sep84a major bank 
division, brought systems to current release levels.  
Established on site payroll function, together with 
associated systems and procedures. 
 
Financial Analyst – Responsible for reporting monthly 
financial activity to the parent corporation, and also for 
the preparation of monthly internal reporting package.  
Developed automated reports to accomplish most of the 
ongoing requirements. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
July 1979 to July 1981 
 
Litton Data Systems 
Van Nuys, CA 91409 
 
Financial Analyst – Responsible for the planning and 
forecasting of staffing levels, payroll requirements, and 
division benefit expenses.  Duties included variance 
analyses and special projects. 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 
 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Phoenix 
Salt City 
Utah 
Master of Business Administration 
None 
 
Brigham Young University 
Provo 
Utah 
Bachelor of Science – Business Management - Finance 
None 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


David Cusano  
Attorney, Coventry Health Care 
301-581-5451 
301-581-5562 
dlcusano@cvty.com 
 
 
Monica Zachary 
Director, Government Relations & Regulatory 
Compliance 
Coventry Health Care 
217-366-5649 
mlzachary@cvty.com 
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Todd Trettin 
Chief Executive Officer  
Altius Health Plans 
801-933-3709 
txtrettin@cvty.com 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME:   Altius Health Plans 
Contractor Subcontractor 
Name: Kevin Lawlor Key Personnel 
Classification: VP, Network Development # of Years in Classification: 9 months 


Brief Summary: of 
Experience: 


Fifteen years of healthcare experience, both on the health plan and provider 
sides in a wide range of roles including managing Medicare and Medicaid 
products as well as legal counsel with responsibility for legal affairs, risk 
management, and compliance. 


# of Years with Firm: 9 months 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
1/3/2012 – Current 
Altius Health Plans 
Lani Anderson – Human Resources 
10421 South Jordan Gateway, Suite 400, South Jordan, 
Utah (801) 355-1234 
 
VP, Network Development 
 Overall responsibility for the strategy and 


management of provider contracts and relations. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
12/28/2009 – 1/2/2012 
Intermountain Healthcare 
Russ Wight, Senior Counsel, Legal Department 
21 S. State Street, Suite 2200, Salt Lake City, Utah  
(801) 442-5000 
 
Counsel, Legal Department 
 Provide legal counsel on range of transactional issues, 


with primary focus on physician relationships. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
2/28/2005 – 12/11/2009 
Vail Valley Medical Center 
Doris Kirchner, President & CEO 
181 W. Meadow Drive, Vail, Colorado 
(801) 477-5187 
 
General Counsel and Chief Compliance Officer 
 Overall all responsibility for the legal and compliance 


affairs of the hospital. 
 
 
 


EDUCATION 
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Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Utah, College of Law 
Salt Lake City 
Utah 
Juris Doctrate, 1997 
 
The College of William and Mary 
Williamsburg 
Virginia 
Bachelor of Arts, 1993 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


 
Greg Matis, Senior Counsel 
Intermountain Healthcare 
(801) 442-3435 
Greg.Matis@imail.org 
 
Susan DuBois, Assistant Vice-President 
Physician Relations, Medical Affairs & CME 
Intermountain Healthcare 
(801) 442-2840 
Susan.Dubois@imail.org 
 
Suzie Draper, Vice-President Business Ethics 
and Compliance 
Intermountain Healthcare 
(801) 442-1502 
Suzie.Draper@imail.org 
 


 



mailto:Greg.Matis@imail.org

mailto:Susan.Dubois@imail.org

mailto:Suzie.Draper@imail.org





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Coventry Health Care 


Contractor Subcontractor 
Name: Sherry Thornton Key Personnel 


Classification: 
Director, Applications 
Development  # of Years in Classification: 3.5 Years 


Brief Summary: of 
Experience: 


12 years of applications experience encompasses claims, encounters, customer 
service, finance, sales and marketing, provider relations and medical 
management.  Supports internal systems for government programs and new 
business initiatives and will oversee the systems development for the Coventry 
Health Care.   


# of Years with Firm: 3.5 Years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
April 2009 - present 
 
Coventry Health Care, Inc. 
Mary Chesslo 
3200 Highland Avenue, Downers Grove, IL 60515 
(630) 737-3219; mfchesslo@cvty.com 
 
Director Applications Development, 
Responsible for planning, directing and controlling the 
resources and efforts of MIS teams to accomplish large 
Medicaid project implementations and support IT 
operational needs for Medicaid health plans within the 
corporation. 
 Developed budget processes and procedures to align 


and prioritize business objectives within limited 
resource parameters. 


 Led large-scale IT implementation for Pennsylvania, 
Nebraska, Kentucky and Florida  Medicaid business, 
including readiness reviews with State Medicaid 
agencies. 


 Provides leadership to team members to accomplish 
goals and objectives. 


 Ensures compliance with federal and state laws, 
regulations, and standards related to health 
information and coding principles. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 


 
 
July 2006 – April 2009 
 
Centene Corporation 
Mike Looney 
7711 Carondolet Ave., St. Louis, MO  63105 
(314) 725-4477; hr@centene.com 
 
Director Encounter Business Operations, Centene 
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Details and Duration of Contract/Project: Corporation A multi-line healthcare enterprise that 
provides programs and related services to individuals 
receiving benefits under Medicaid, including the 
Children's Health Insurance Program (CHIP), as well as 
Aged, Blind, or Disabled (ABD), Foster Care, Long-Term 
Care and Medicare (Special Needs Plans). 
 
 Responsible for ensuring timely and accurate 


submission of encounter data from health plans and 
subcontractors to State Medicaid agencies while 
ensuring compliance with all federal and state laws. 


 Established processes and dashboards to ensure 
accuracy and timeliness of encounters output and 
deliverables; achieving greater than 90% first time 
encounter acceptance for all Medicaid health plans. 


 Represented corporation in client interaction during 
the development of new business opportunities. 


 Reported operational progress, financial, issue and risk 
status to senior management and all business partners. 


 Developed a strong team through mentoring, training 
and effective organizational development practices. 


 
IT Manager/EDI 
 Responsible for project delivery and daily operations 


activities for electronic data interchange (EDI) 
function within corporation.  Managed a team of 31 
application programmers and business analysts that 
developed and implemented health care transactions 
for Medicaid and behavioral health lines of business. 


 Established processes and procedures to improve 
efficiency of EDI transactions for 11 health plans coast-
to-coast. 


 Ensured compliance with HIPAA and Sarbanes Oxley 
rules and mandates 


 Adopted ANSI X12 transaction standards to process 
claims, eligibility, claims status, electronic remits, 
paper claims and claims encounter reporting to various 
providers and state partners. 


 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
June 2000 – July 2006 
Wellpoint  
Blue Cross Blue Shield of Missouri 
Alan Purdom 
1831 Chestnut St, St. Louis, Mo  63103 
(317) 488-6000 ; HR@wellpoint.com 
     
Senior Project Manager, BlueCross and BlueShield of 
Missouri  
 Managed a team of 10 application programmers 


responsible for analysis, design, construction, 
documentation, test scripts and deployment of new 
EDI solutions: 270/271, 276/277, 278, 820, 834, 835, 837. 
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 Created a EDI solution using HIPAA-mandated federal 
regulations. 


 Collaborated with cross-functional departments (Data 
Warehouse, QA Testing, Systems Support, Business 
Groups, Network Administration) to develop optimal 
solutions. 


 Recommended software purchases to executive 
management and served on committees including 
ANSI X12 Organization, HIPAA Regulations, Federal 
Employee HIPAA Workgroup and Trizetto Software 
Workgroup. 


 Responsible for yearly budget planning and day-to-day 
EDI operations. 


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Phoenix 
Phoenix 
AZ 
Bachelor of Science/Management 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Mary Chesslo, Vice President Application 
Development 
Coventry Health Care 
3200 Highland Avenue, Downers Grove, IL  
60515  Phone: (630) 737-3219 
Fax: (630)737-2826 
mfchesslo@cvty.com 
 
Kathy Whaley, Vice President Operations 
HealthCare USA 
10 S. Broadway, Suite 1200, St. Louis, MO  
63103  Phone: (314) 444-7271 
Fax: (314)444-7994 
kmwhaley@cvty.com  
 
Shawn Blake, Vice President  IT 
Coventry Health Care 
120 East Kensinger Drive, Cranberry Township, 
PA 16066 
Phone: (724)778-5337 
Fax: (724)778-4232 
smblake@cvty.com  
 


 



mailto:kmwhaley@cvty.com

mailto:smblake@cvty.com
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PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Altius Health Plans  
Contractor �Subcontractor 
Name: Todd Trettin  Key Personnel 
Classification: CEO # of Years in Classification: 3 years 
Brief Summary: of 
Experience: Over 28 years of healthcare and leadership experience  
# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
September 2009 – present 
 
Altius Health Plans 
Lani Anderson 
10421 South Jordon Gateway, Suite 400 
South Jordon, UT 84095 
801-933-3189 
 
President & CEO Altius Health Plans 
 Responsible for all Altius Health Plan Operations and 


financial performance in Utah, Idaho, Nevada and 
Wyoming. 


 Responsible of regional strategic planning 
 Responsible for the development of provider risk/ 


reward models  
 Responsible for the following lines of business: 


 Commercial group risk 
 Commercial individual plans 
 Federal Employee Program 
 ASO- Self Funded Programs 
 Medicare  


 
Required Information: 
 
MMYYYY to Present: 
Vendor Name:  
Client Name:  
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
July 2000 to September 2009 
 
Intermountain Health Care 
Allison Gehling- HR 
801-442-7401 
5381 Green Street, Murray Utah 84123 
 
Vice President, CFO IHC Health Plans/SelectHealth  
Responsible for all financial, information technology, 
actuarial and underwriting services.  
 Changed plan designs, renewal and rating 


methodologies, resulting in improved loss ratios and 
market share in the large employer market 


 Modified conversion benefit design, saving company 
approximately $2 million annually 


 Restructured actuarial and underwriting departments, 
resulting in improved employee satisfaction, increased 
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knowledge base and better operating results 


 Increased reserves by $123 million (269%) in seven 
years from 120% of risk-based capital to 235%, greatly 
improving financial stability 


 Achieved tax exempt status resulting in refunds to 
individuals and employers 


 Improved premium collections in Small Employer and 
Individual lines of business 


 Awarded administration of Utah HIP program, 
significantly increasing hospital volumes 


 Changed Medicaid program from at-risk to leased 
network, resulting in increased membership (currently 
at 54K) and reduced risk  


 Moved subrogation services in-house improving 
recoveries and lowering costs 


 Contributed $18 million to ICCF, improving our 
commitment to healthcare for the needy 


 Developed low-cost plan for children, further 
demonstrating our contribution to the community 


 Developed a subsidized low-cost plan for children 
based on financial need  


 Reached commercial enrollment of 500,000 members 
 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
March 1984 to July 2000: 
Blue Cross Blue Shield of Utah 
Blue Cross Blue Shield of Utah 
PO Box 30270, Salt Lake City, Utah 84130 
801-333-5000 
 
Sr. Vice President Actuarial, Underwriting, Rating, 
Finance and Data Reporting 
 Established extensive monitoring procedures and 


developed new line of business and employer reports 
to improve underwriting results 


 Developed a strategic plan to restore profitability to 
individual and small group plans   


 Developed new month-end IBNR process improving 
predictability of liabilities 


 Established retention tables, rating trends and 
prepared corporate actuarial reports and forecasts 
improving reaction time to changes in the market 


 Collaborated with Sales to help take the company from 
near bankruptcy at $8 million in reserves to over $100 
million in reserves in six years 


 Takeover of the Farm Bureau individual business.  
Transitioned the product from an operating loss to 
profitability in 18 months 


 Active participant in the 1996 Small Group Reform 
legislative process.  


 Lobbied and helped write the legislation to ensure that 
Utah’s HIP program (High risk pool) remained viable 
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to ensure Individual insurance plans would be able to 
operate 


 Developed rating techniques and methodologies to 
meet market demands and comply with reform 


 Assisted in development of new products to aid in 
market share growth 


 Reorganizing the actuarial and underwriting 
departments, improving operational efficiency 


 Contracted with Intermountain and FHP to transition 
their Medicare risk programs to Medicare Supplement, 
resulting in enrollment and operational gains 


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


BA Accounting 1980, University of Utah 
MBA 1987, University of Phoenix 
CPA 1981; member AICPA, UACPA 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Dale Newton, CFO Valley Mental Health 
Ph 801-263-7111 
Email: dalen@vmh.com  
 
Jacque Millard, VP Chief Investment Officer, 
Intermountain Health Care 
Ph 801-442-3669 
Email: jacque.millard@imail.org 
 
Lisa Fallert, VP SelectHealth- Operations 
Ph 801-442-7777 
Email: lisa.fallert@selecthealth.org 
 


 



mailto:dalen@vmh.com
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PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Coventry Health Care, Inc.  


Contractor Subcontractor 


Name: Barbara Witte  Key Personnel 
Classification: VP, Business Development # of Years in Classification: 9 months 


Brief Summary: of 
Experience: 
 
 


Over a 13+ year period advanced from a Controller at a local health plan to 
Senior Leadership.  Experience includes direct oversight of all plan operational 
areas including compliance, contracting, utilization management, government 
programs (Medicare and Medicaid) and finance. 


# of Years with Firm: 13 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


 
 
3/1/2012-Present 
Coventry Health Care, Inc. 
Claudia Bjerre 
6705 Rockledge Dr, Suite 800 
Bethesda, MD  20817 
314-705-2126 
cbjerre@cvty.com 
 
 
VP, Business Development 
 Corporate wide encounter process 
 RFP team member 
 Dual Eligible preparation 
 Turn around specialist assisting Medicaid health 


plans with operational issues 
 
 
8/1/2011-2/28/12 
CoventryCares of Kentucky 
Tim Nolan, EVP-Coventry Health Care 
6705 Rockledge Dr., Ste. 800 
Bethesda, MD 20817 
(301) 581-5414 
tenolan@cvty.com 
 
Chief Executive Officer 
Start-up operations of Coventry’s largest Medicaid plan 
 Responsible for all plan wide functions and a local 


staff of 105. 
 
 
7/1/2007-7/31/2011 
Coventry Health Care 
Coventry Health Care of Nebraska/Iowa 
Charles Stark 
8320 Ward Parkway 
Kansas City, MO  64114 
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Chief Operating Officer/VP of Medicaid 
 RFP completion, implementation and oversight of 


50,000 Medicaid members in Nebraska 
 Responsible for Health Services, contracting, 


compliance, provider relations and Medicare PDP 
product. 


 
 
1/4/99-6/30/2007 
Coventry Health Care, Inc. 
Group Health Plan, Inc. 
Charles Stark 
8320 Ward Parkway 
Kansas City, MO  64114 
 
Controller to Chief Operating Officer 
 Responsible for finance, health services, compliance, 


contracting and provider relations. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
1995 - 1998 
 
National Hospice Management 
St. Louis, MO 
Business is no longer operational 
 
Chief Financial Officer 
 Responsible for contracting, risk management, annual 


audit and report preparation.  Supervised operational 
field managers who managed staff providing services 
to patients. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Webster University, St. Louis, MO - Masters of Business Administration 


Truman State University, Kirksville, MO - Bachelor of Science in Accounting 


Certified Public Accountant Certificate—Missouri 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 
 


George B. Wheeler 
Vice President, Managed Care 
Bon Secours Health System 
Phone: 804-627-5460 
Fax: 804-627-5535 
gbwheeler@mac.com 
 
 


Claudia Bjerre,  
Sr. Vice President, Medicaid 
Coventry Health Care 
Phone: (314)705-2126 
Fax: (314)444-7994 
cbjerre@cvty.com 
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Charles Stark 
Chief Executive Officer 
Coventry Health Care of Kansas 
Phone: (816)460-4315 
Fax: (816)941-4597 
crstark@cvty.com 
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PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Altius Health Plans 
Contractor �Subcontractor 
Name: Carol Zollinger, RN  Key Personnel 
Classification: Director, Health Services # of Years in Classification: 3 months 


Brief Summary: of 
Experience: 


26 years of nursing experience including 15 years of managed care 
experience 


# of Years with Firm: 4.7 years total 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 
 


 
 
August 2012 – present 
Altius Health Plans 
Coventry Health Care 
Lani Anderson 
10421 South Jordan Gateway, South Jordan, UT 84095 
(801)933-3189; Lani.Anderson@ahplans.com 
 
Director, Health Services 
 Oversee operations for Coventry’s local health plan 


Health Services functions including prior 
authorization, case management/disease 
management, concurrent review, appeals and pended 
claims. 


 Develops, directs, and supervises the implementation 
of all departmental policies and procedures, goals and 
objectives. 


 Oversees pre-authorization, concurrent review and 
case management programs 


 Assures staffing levels and staff competencies are 
appropriate to accomplish departmental duties and 
responsibilities productively and efficiently. 


 Maintains working knowledge and communication of 
legislature, consortiums, and impending insurance 
law changes that may potentially affect utilization 
trends, practices, and standards at the plan or 
corporate level. 


 Provides direction for the development of screening 
criteria, protocols, and benefit interpretations. 


 Coordinates and participates in provider 
orientation/development/maintenance activities 
specific to utilization management. 


 Assists in the identification and reporting of potential 
quality improvement issues. Responsible for assuring 
these issues are reported to the Quality Improvement 
Department. 


  Participates in the budgetary process at the plan 
level, including preparation of a departmental budget 
and monitoring for adherence. 


 Performs other duties as required.  
 
 







Carol Zollinger’s Resume – Page 2 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
December 2010 – August 2012 
Altius Health Plans 
Lakeview Hospital 
Elayne Shutt 
630 Medical Drive, Bountiful, UT 84010 
(801) 299-2211, elayne.shutt@hcahealthcare.com 
 
Case Manager 
 Review hospital admissions and continued stays for 


medical necessity and appropriate level of care and 
cost efficiency while coordinating with attending 
physician, staff nurses and insurance companies.  


 Conduct discharge planning activities and arrange for 
patient discharge needs as appropriate. 


 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
September 2008 – January 2012 
Altius Health Plans 
Maxim HealthCare 
 
Human Resources 
655 East 4500 S # 170,  Salt Lake City, UT 84107 
(801) 685-7070 
 
Immunization and Wellness Nurse 
 Provide influenza, hepatitis, pneumonia and tetanus 


immunizations to employees of corporations and the 
general public.  


 Perform wellness checks to employees of corporations 
and the general public and provide education relating 
to hypertension, diabetes, body fat/BMI, 
hypercholesterolemia and nutritional guidelines. 


 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
August 2005 – December 2010 
Altius Health Plans 
Premier Research (formerly Scirex) 
Human Resources 
3995 South 700 East #250, Salt Lake City, UT 84107 
Tel: (801) 266-8900  
 
Clinical Research Coordinator 
 Coordinates and conducts research protocols in a 


manner that ensures quality, consistency, timeliness, 
accuracy and patient safety. 


 Dispenses appropriate oral or IV investigational 
medication to study participants per protocol 
instructions within post bunionectomy surgical pain 
studies and third molar extraction pain studies. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
January 2000 – May 2004 
Altius Health Plans 
Coventry Health Care 
Lani Anderson 
10421 South Jordan Gateway, South Jordan, UT 84095 
(801)933-3189; Lani.Anderson@ahplans.com  
 
Director, Health Services (formerly UM) 
 Responsible for directing the operations of the 


medical utilization management division for a local 
managed health plan representing 170,000+ members 
from both self-insured and fully insured clients.  


 Responsible for administering company policies and 
managing 2 direct reports with 34 staff members. This 
included considerable experience in the interviewing, 
hiring, counseling and evaluation process, as well as, 
facilitating and implementing organizational 
restructuring and managing employee training 
requirements.  


 Responsible for managing operational expenses 
within a $2 million budget.  


 Responsible for providing support to marketing, 
claim administration, customer service, provider 
relations and pharmacy divisions which included 
extensive communication and integration for client 
servicing and organizational policy development. 


 Represented the Utilization Management department 
on numerous senior-level and inter-departmental 
committees. Acted as chairperson for URAC 
Accreditation and for the Cost of Health Care 
Committee whose primary focus was to control 
health costs for the client and organization through 
process improvement and revised products while 
ensuring appropriate, quality care for the patient. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Weber State University 
Ogden 
Utah 
Associate Degree – Nursing, 1986 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Dennis Harston, MD, VP Medical Affairs 
Altius 
Phone: (801) 933-3620 
Fax: (801) 323-6400 
Email: dennis.harston@ahplans.com 
 


Jack Taylor, MD  
Foothill Family Clinic &  
Phone: 801-486-3021 
Fax: 801-487-2894 
Email: jtaylor@foothillfamilyclinic.com  
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Elaine Shutt, RN, Assistant DON 
Lakeview Hospital 
Phone: (801) 299-2505 
Fax: (801) 299-2534 
Email:  elayne.shutt@hcahealthcare.com 
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5.4 Vendor Staff Resumes  
 


SUBCONTRACTOR: 
 


Express Scripts, Inc. 
(Pharmacy) 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Express Scripts 


Contractor Subcontractor 


Name: Marilyn J. Gordon  Key Personnel 
Classification: Account Management # of Years in Classification: 14 


Brief Summary: of 
Experience: 


Thirty years in the healthcare industry, focusing on formulary and trend 
management, developing client specific solutions designed to meet state and 
federal compliance requirements while maintaining high member and client 
satisfaction.  Led clinical teams responsible for both implementing and 
maintaining complex Health Plans, including Medicare and Medicaid business. 
Oversaw contract compliance and performance guarantee management. 


# of Years with Firm: 14 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Dec 2009-Present 
Express Scripts  
Marilyn Gordon 
322 Richard Mine Road, Wharton NJ 07885, 973-885-
9539, mjgordon@express-scripts.com 
Sen
Div


ior Director, Account Management, Health Plan 
ision 


 are Provide clinical and strategic oversight for Medic
and Medicaid Health Plan accounts 


 Manage Clinical Account Executives and Clinical 
Program Managers 


 gies Responsible for developing cost of care strate
compliant with regulations 


ment and implementation of quality  Develop
initiatives 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2008‐2009 
Express Scripts 
Marilyn Gordon 
322 Richard Mine Road, Wharton NJ 07885, 973-885-
9539, mjgordon@express-scripts.com 


 Contract Compliance and Strategy 
 contractual 
VP,


Identification and reporting of client 


 
obligations 
Management of financial guarantees 


 Led cross‐functional team to develop new reporting 
and tracking system of financial oblkigations 


 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2002‐2008 
Express Scripts 
Marilyn Gordon 
322 Richard Mine Road, Wharton
953
VP, 


 NJ 07885, 973-885-
9, mjgordon@express-scripts.com 
Clinical Program Management 


 rs responsible Led team of clinical program manage


   
for Labor Division clients 
Provided clinical strategic oversight


 Clinical lead for platform migration 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Michigan, Ann Arbor, MI  Master of Science, Pharmaceutical 
Chemistry 
 
Philadelphia College of Pharmacy and Science, Philadelphia, PA  Bachelor of 
Science, Pharmacy, Magna Cum Laude 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Nikki White, Vic
Division  


e President, Health Plan 


Express Scripts 
52‐837‐7650  9
NWhite@express‐scripts.com 
 


r Director, Account 
vices 


Jeff Steffen, Senio
rManagement Se


 Express Scripts 
513‐234‐7617 
jhsteffen@express‐scripts.com  


Stan Ferrell, Director, Clinical Services, Health 
‐3327  Plan Division Express Scripts 919‐803


 Stanley_Ferrell@express‐scripts.com 
 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Express Scripts, Inc.  


Contractor Subcontractor 


Name: Karen Schneider  Key Personnel 


Classification: 


Director of Operations, 
Health Plans, Coventry 
Commercial & Medicaid # of Years in Classification: 


2 years 8 
months 


Brief Summary: of 
Experience: 


Director of Operations for Coventry’s Commercial & Medicaid lines of 
business.  30+ years experience in the prescription benefit management field 
with a focus on ensuring operational excellence, driving process 
improvements, and providing excellent customer service.   


# of Years with Firm: 33 years in December 2012 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


February 2010 to Present 
Express Scripts, Inc. (previously Medco Health 
Solutions, Inc.)  
Karen Schneider 
225 Summit Avenue, Montvale, NJ 07645 
(201) 269 – 6770 
karen_schneider@express-scripts.com 
Director of Operations, Health Plans  
 Accountable for all aspects of operational excellence 


for Coventry Health Care’s Commercial and 
Medicaid lines of business.  


 Manage team of client facing Commercial & 
Medicaid Account Managers.  


 Manage all operational issues. 
 Implement strategic initiatives. 
 Ensure client satisfaction leading to retaining and 


growing the business. 
 Drive process improvements. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


January 2004 to February 2010 
Medco Health Solutions, Inc.  
Karen Schneider 
225 Summit Avenue, Montvale, NJ 07645 
(201) 269 – 6770 
karen_schneider@express-scripts.com 
Sr. Director of Operations, Account Management 
Operations & Services 
 Project leader for key initiatives and Six Sigma 


projects.  
 Led Client Service Team enhancements to drive 


increased efficiencies & productivity. 
 Focus on SOP development and governance.  
 



mailto:karen_schneider@express-scripts.com

mailto:karen_schneider@express-scripts.com





Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


December 1979 to December 2003 
Medco Health Solutions, Inc.  
Karen Schneider 
225 Summit Avenue, Montvale, NJ 07645 
(201) 269 – 6770 
karen_schneider@express-scripts.com 
 Held various positions in Account Management, 


Sales and Marketing organizations including 
Director of Planning & Measurement, Director of 
Project Management, and Account Manager  


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Phoenix 
Phoenix 
AZ 
Bachelor of Science in Business Management 
Six Sigma Black Belt  


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Mindy Messina, Sr. Na
& Executive Director, Clin


tional Account Executive 
ical Services  


Express Scripts, Inc.  
04‐971‐7443 (mobile)  


ipts.com
8
mindy_messina@express‐scr  
 
Nichole White, VP, Coventry 


 
Express Scripts, Inc.  
52‐837‐7650 ext. 377650 (office)9
nikki_white@express‐scripts.com 
 


f Operations, Coventry 
rs Compensation 


KC Murphy, Director o
Medicare Part D & Worke
Express Scripts, Inc.   
804) 967‐7109 (office) 
c_murphy@express‐scripts.com
(
k  
 


 



mailto:karen_schneider@express-scripts.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Express Scripts 


Contractor Subcontractor 


Name: Pamela Mansky Sherman  Key Personnel 
Classification: Account Management # of Years in Classification: 15 


Brief Summary: of 
Experience: 


Over twenty‐three years of extensive experience in the healthcare industry. 
Proven results in providing excellent client service by understanding a plan’s 
benefit philosophy, offering recommendations, and leading cross‐functional 
teams to develop innovative solutions for moderating costs and enhancing the 
quality of prescription benefits.  


# of Years with Firm:  


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


May 2005-Present 
Express Scripts (formerly Medco Health Solutions) 
Pamela Sherman 
100 Parsons Pond Drive, Franklin Lakes, NJ, 201-602-
5188, Pamela_Sherman@express-scripts.com 


ior Director, Clinical Services 
 
Sen


Provide clinical oversight for Health Plans and 
employer accounts 


 n Serves as the lead clinical account executive for seve
Managed Medicaid Plans 


 Participated in Medicaid Core teams responsible for 
the development of service models, strategies and 
training 


 ation data at Present clinical information and utiliz


 
quarterly and annual meetings 
Managed clinical account executives 


d new hires in account management  Mentore
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1998‐2005 
Medco Health Sol
Pamela Sherman 


utions 


100 Parsons Pond Drive, Franklin Lakes, NJ, 201-602-
5188, Pamela_Sherman@express-scripts.com 


ical Account Executive, Account Management 
 lth 
Clin


Managed the clinical strategies for employer, hea
plans, and third party administrator clients 


 Established customer relationships with benefit 
directors and consultants 


 Analyzed clinical program performance reports and 
sor’s offered opportunities to improve a plan spon


drug spend and trend 
 Participated in Pharmacy and Therapeutics 


Committee meetings 
otiation discussions with union leaders for 
ign changes 


 Led neg
plan des


Required Information: 1997‐1998 







 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Medco Health Sol
Pamela Sherman 


utions 


100 Parsons Pond Drive, Franklin Lakes, NJ
518


, 201-602-
8, Pamela_Sherman@express-scripts.com 
ager, Clinical Practices and Therapeutics 


  
Man


Managed the daily operations of appeals for various
clinical programs 


 Developed a consistent method for performing and 
recording coverage reviews 


 Created a monthly quality assurance review process 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Arnold & Marie Schwartz College of Pharmacy, Long Island University, Brooklyn, 
NY  Bachelor of Science, Pharmacy 
 
Herbert H. Lehman College, Bronx, NY  Master of Arts in Biology 
 
Herbert H. Lehman College, Bronx, NY  Bachelor of Arts, Biology, Magna Cum 
Laude, Phi Beta Kappa and Honors 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Mindy Messina, 
& Executive Director, 


Sr. National Account Executive 
Clinical Services  


Express Scripts 
04‐971‐7443 (cell)  8
mindy_messina@express‐scripts.com 
 
Chris J. Turoff, Senior Director, Clinical 
Services, Express Scripts 
(614) 336‐3341, chris_turoff@express‐
scripts.com 


Jody H. Allen, Pharm. D., FASHP 
Vice President, Clinical Account Management, 
Health Plans Express Scripts 804 967 7122  
jody_allen@express‐scripts.com 


 



mailto:chris_turoff@express-scripts.com
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5.4 Vendor Staff Resumes  
 


SUBCONTRACTOR: 
 


MHNet 
(Behavioral Health) 


 







 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


INTENTIONALLY LEFT BLANK 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: MHNet Specialty Services, LLC 


Contractor Subcontractor 


Name: Talitha Appenzeller, MBA  Key Personnel 
Classification: Vice President, Operations # of Years in Classification: < 1 year 


Brief Summary: of 
Experience: 


Has a broad base of 20+ years’ experience in health plan/behavioral health 
operations as well as very strong project management and organizational 
skills. Implementation process expertise includes interfacing with  
departments throughout both the client and MHNet’s organizations including 
electronic file transmissions and connectivity, benefit and claims system 
configuration, clinical processes and care management, training and  
communications, network recruitment, delegation, and provider relations, and 
regulatory compliance and contract negotiation. 


# of Years with Firm: 4.5 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


7/2012– present 
MHNet Specialty Services [Coventry Health Care] 
9606 N. Mopac Expressway, Suite 600 
Austin, TX  78759 
(512) 364-2149 
tjappenzeller@mhnet.com 
Vice President, Operations 
o Responsibility for Network Development, Provider 


Relations, and Customer Service in addition to 
below. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


6/2008 – 7/2012 
MHNet Specialty Services [Coventry Health Care] 
9606 N. Mopac Expressway, Suite 600 
Austin, TX  78759 
(512) 364-2149 
tjappenzeller@mhnet.com 
Director, Operations Support 
o Responsibility for Operations and Training/Auditing 


teams.  
o Served as the lead on last eleven new client 


installations and managed the project plans for four 
conversions including a claims system conversion, a 
phone system conversion, a domain conversion, and 
an accumulator transaction team.   


o Responsible for process review and documentation 
across all departments focused on identification of 
process defects, identifying efficiencies, and 
implementing process improvements. 


o Completely revamped the training program to 
include development of a training course library by 
role, an annual training calendar, scheduled new hire 
trainings, and refresher training schedules for all 







staff.  
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1/ 2000 – 5/2008 
OptumHealth (UBH)  
6300 Olson Memorial Highway 
Golden Valley, MN 55427 
763-757-5119 
Director, Claims Operations 
o Supported the escalated claims process for 


OptumHealth’s Public Sector (Medicare and 
Medicaid).  


o Developed a streamlined process resulting in faster 
turn-around times for resolution of complex, 
escalated issues as well as identification of root 
cause, putting into place a tracking system that 
reported results of findings, proposed and  
implemented solutions.  


o Business owner for three Just-Right-Services (JRS) 
Six-Sigma teams that re-designed other processes 
impacting Claims Operations (medi/medi 
identification across clients, non-par clinician and 
facility clean up and process centralization, and 
HCPC/CPT coding end-to-end process).  


o Served as the business lead for the NPI compliance 
project.  


 
Senior Director, New Business Operations-Independent 
Health Plan Segment 
o Managed a segment that installed and maintained 


mental health and substance abuse carve-out 
programs for regional non-United health plan clients 
who purchased those care management services 
from OptumHealth. This segment grew from three to 
twenty health plans during this period.  


o Managed implementation of new business, 
operational issues for current clients, and worked to 
identify and manage process improvements for our 
Segment.  


o Supervised a staff of twelve Account Management 
personnel and served as part of the Segment’s 
Management team; identifying new business 
strategies and market opportunities; then managed 
the process of operationalizing them. 


o Participated in finalist meetings with potential new 
clients, outlining installation strategy and advising 
options to both our senior management team and the 
potential client on how we could best serve their 
specific needs.  


 
 


EDUCATION 







Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


St. Ambrose University  
Davenport, 
Iowa 
Master’s Degree in Business Administration 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Robert Wilcox, CFO 
Genesis Health System 
(563) 421-1993 
Fax:  1999.email. 
wilcoxro@genesishealth.com 
 
Debra Pennington, VP Operations, Medicaid 
Division 
Coventry Health Care 
(434) 951-2432 
(434) 951-2552 
 
Mark Weinstein, CEO 
ICUBA 
(407) 354-4646 
(407) 386-3052 
 


 







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: MHNet Specialty Services, LLC 


Contractor Subcontractor 


Name: Kellie Dietal, LMHC  Key Personnel 


Classification: 
Supervisor, Behavioral 
Health Services # of Years in Classification: 1 year 


Brief Summary: of 
Experience: 


Over 20 years of clinical experience. Formal education, psychotherapy and 
advisement, advocacy, early childhood development, interpersonal skills, 
excellent written and verbal communication skills, networking, supervisory 
skills, quality assurance, customer service, case management, mediation, 
sales, marketing, development of programs, team player, detailed, organized, 
reliable and professional 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2012  – present 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Supervisor, Behavioral Health Case Management 
Responsible for the supervision of the outpatient clinical 
case management staff. Managerial role to include 
assisting in the development, implementation, and 
evaluation of the utilization management process.  
Provide direct services to members to ensure internal 
and external customer requirements are achieved. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


January 2010 – March 2012 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Inpatient Team Lead/Case Manager 
Case Management Services which include 
precertification, concurrent review and authorization 
based on medical necessity and within the benefit 
structure of the health plan. Supervision of the inpatient 
team and administrative staff. Chart reviews of staff for 
MNC and quality issues. Training on all new computer 
programs and policies and procedures. Assist supervisor 
with weekly staff meetings, projects and team 
development incentives.  







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1998 - August 2004 
Horizon Behavioral Services 
1035 Greenwood, Blvd., Lake Mary, FL 32746 
800-931-4646 
License Clinical Social Worker/Telephonic Case 
Manager 
o Provided Emergency Phone Counseling, Client 


Education and High Risk Prevention Counseling.  
Assisted clients with referrals to treatment based on 
clinical symptoms presented at the time of assessment. 


o Case managed a diverse population of clients from 
children to geriatrics. Managed the care they were 
receiving in inpatient and outpatient facilities to ensure 
appropriate clinical treatment was provided based on 
the level of care required for the client’s symptoms and 
diagnosis. 


o Implemented Programs to facilitate compliance with 
aftercare programs and follow up for clients after 
discharge from treatment to help ensure quality of care 
for clients. 


o Psychosocial Assessments, Needs Assessments, 
Case Documentation and Reporting. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Central Florida 
Orlando, Florida 
Master’s Degree in Clinical Social Work 
Bachelor Degree in Psychology 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Malaika Vasiliadis, Regional Executive Director, 
MHNet Specialty Services, (p)407-670-3423, (f) 
407-831-2426, mmvasiliades@cvty.com. 
 
Lynn Watson, Manager Behavioral Health 
Services, (p) 407-670-3425, (f) 407-831-2426, 
lmwatson@mhnet.com 
 
Lillian Fernandez, Supervisor, Behavioral Health 
Case Management, (p) 407-670-3422, (f) 407-
831-2426, lfernandez@cvty.com 


 



mailto:mmvasiliades@cvty.com

mailto:lmwatson@mhnet.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: MHNet Specialty Services, LLC 


Contractor Subcontractor 


Name: Lillian Fernandez, LMHC  Key Personnel 


Classification: 
Supervisor, Behavioral 
Health Services # of Years in Classification: 4 years 


Brief Summary: of 
Experience: 


Over 12 years experience of individual, crisis intervention, and telephonic 
counseling. Additionally four years of supervising Inpatient Case Managers and 
Discharge Case Managers.  


# of Years with Firm: 6 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2008 – present 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Supervisor, Inpatient Clinical Services 
Responsible for supervising both Inpatient Case Managers 
and Discharge Case Managers, in order to provide daily 
oversight and direction in all areas of case management 
(Utilization Review, application of Medical Necessity 
Criteria, Ambulatory Follow Up).  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2006 - 2008 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Inpatient Case Manager 
Provide case management services including pre-
certification, concurrent review and authorization to assigned 
cases in compliance with the available benefit structure and 
within the available continuum of care. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


2006-2007 
Family Ties 
425 N. Orange Ave., Suite 300, Orlando, FL  32801;  
407.836.0426 
Weekend Coordinator 
Supervise operation of facility and manage weekend staff 
trained in supervising visits between non-custodial parents 
and their children per court orders. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Troy State University 
Orlando 
Florida 
Master of Science in Counseling and Psychology 
Licensed Mental Health Counselor MH 7690 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Kimberlee A. Richardson, LPCC, LMHC 
Regional Executive Director 
MHNet Behavioral Health 
Tel. 502-719-8563 
Fax: 855-766-4980 
krichardson@mhnet.com 
 
Malaika Vasiliadis, LMHC 
Regional Executive Director 
MHNet Behavioral Health 
Tel. 407-670-3423 
Fax: 407-831-2426 
mvasiliadis@mhnet.com 
 
Lynn Watson, LCSW 
Manager, Behavioral Health Services 
MHNet Behavioral Health 
Tel. 800-835-2094 X 3073425 
Fax: 407-831-2426 
lmwatson@mhnet.com 
 


 



mailto:krichardson@mhnet.com

mailto:mvasiliadis@mhnet.com

mailto:lmwatson@mhnet.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: MHNet Specialty Services, LLC 


Contractor Subcontractor 


Name: Anjum Mobin, MD  Key Personnel 
Classification: Medical Director # of Years in Classification: < 1 year 
Brief Summary: of 
Experience: 


Oversees the medical management programs and provides medical leadership 
to ensure excellent quality of care and services is provided to members. 


# of Years with Firm: <1 year 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


September 2012  – present 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Medical Director 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2005 – September 2012 
Lakeside Behavioral Healthcare 
1800 Mercy Drive, Orlando, FL 32808: 407.875.3700 
Staff Psychiatrist CSU 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Dow Medical University 
Karachi, Pakistan 
MBBS 
 
Medical College of Ohio 
Toledo, OH 
Psychiatry Residency [PGY 2-4] 
 
Michigan State University 
Kalamazoo, MI 
Psychiatry Residency [PGY 1] 
 







University of Michigan 
Ann Arbor, MI 
Clinical Research and Externship, Child and Adolescent Psychiatry 
 
FL License: ME92241 
American Board of Psychiatry and Neurology 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Nusrat Baig, MD 
Central Florida Behavioral Hospital 
407.370.0111 
 
Sofia Qadir, MD 
Central Florida Behavioral Hospital 
407.370.0111 
 
Bao Duoung, MD 
Lakeside Behavioral Health Center 
407.875.3700 
 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: MHNet Specialty Services, LLC 


Contractor Subcontractor 


Name: Jacqueline Roschbach, MSS  Key Personnel 


Classification: 
National Director, Quality 
Management # of Years in Classification: 4 years 


Brief Summary: of 
Experience: 


Over 18 years experience in the healthcare industry with Medicare, Medicaid, 
Skilled Nursing Facilities and Developmentally Disabled/Dual Diagnosed 
programs. Her extensive knowledge ranges from managing the daily 
operations of residential care facilities for developmentally disabled and 
dually diagnosed adults, and quality of services and regulatory compliance to 
training staff, creating and implementing Alzheimer’s education programs, 
and facilitating family support groups. She also has designed and 
implemented quality improvement projects to increase utilization of 
preventive healthcare by Medicare beneficiaries, identified and facilitated 
community action teams, and coordinated presentations for a Peer Review 
Organization.  


# of Years with Firm: 10 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


October 2008 – present 
MHNet Specialty Services [Coventry Health Care] 
9606 N. Mopac Expressway, Suite 600, Austin, TX  
78759; 512.347.7900 
National Director, Quality Management 
o Oversees all Quality Services including Quality 


Management, Appeals, Compliance, Reporting and 
Health Care Initiatives. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


June 2002 – October 2008 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Regional Quality Improvement Coordinator  
o Managed the region’s day-to-day quality 


improvement activities, supporting Regional Quality 
Improvement Committee initiatives, developing 
drafts of program documents and quality 
improvement activities, completing reports 
reflecting the status of program implementation, 
implementing quality improvement studies including 
data collection and preliminary analysis, researching 
and resolving member complaints and appeals, and 
helping implement the National Service Center’s 
Quality Improvement Work Plan. 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


June 2007-June 2008 
Families and Community Together 
1170 Route 22 West, Mountainside, NJ 07092 
(908) 789-8500 
Quality Assurance Director  
o Oversaw the implementation of care management 


services to families of children with severe 
emotional disturbances, created and implemented 
education programs, and interfaced with state and 
non-profit agencies to develop and monitor quality 
indicators and implement new Medicaid programs in 
the State of New Jersey. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Colorado 
Denver 
Colorado 
Master’s in Social Sciences 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Kevin Middleton, PsyD – President, COO 
MHNet Behavioral Health 
P: 888.646.6889 
F: 724.741.4552  
kmiddleton@mhnet.com 
 
Talitha Appenzeller – VP, Operations 
MHNet Behavioral Health 
P: 512.364.2149 
F: 724.741.4552  
tjappenzeller@mhnet.com 
 
 
Debra Waln – VP, Government Compliance 
Coventry Health Care 
P: 804.385.6018 
F: 804.527.7059 
djwaln@cvty.com 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: MHNet Specialty Services, LLC 


Contractor Subcontractor 


Name: Malaika Vasiliadis, LMHC  Key Personnel 
Classification: Regional Executive Director # of Years in Classification: 3 years 
Brief Summary: of 
Experience: 


Over 18 years of experience of clinical, administrative, and management 
skills in the healthcare industry. 


# of Years with Firm: 13 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2009 – present 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Regional Executive Director 
o Oversees and directs the clinical and operational services 


provided to members and health plan/employer clients, 
responsible for development and implementation of 
behavioral health case management and utilization 
management policies and procedures, responsible for 
oversight of Health plan and accrediting body audits, 
assures staffing levels and staff competencies are 
appropriate to productively and efficiently accomplish 
departmental duties and responsibilities. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2005 – 2009 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Director of Clinical Operations for the National Service 
Center – Orlando 
o Directed the day-to-day operations of the Utilization 


Management and Case Management Departments and 
staff, evaluated staff performance, created and 
implemented policies and procedures and evaluated the 
consistency with (MHNet) Medical Necessity Criteria 
was applied. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2000-2005 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Clinical Supervisor 
o Coordinated day to day operations of the case 


management/UM departments, responsible for assessing 
the quality of services provided to the covered members, 
resolved and implemented changes that would improve 
the delivery of services.  


 
 


EDUCATION 







Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Troy State University 
Orlando 
Florida 
Master of Science degree in Counseling and Psychology 
Licensed Mental Health Counselor 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Mary Lou Osborne 
Title: Regional President 
Organization: Health America/Coventry Health 
Care 
Office #: 412.497.5884 
Fax#: 866.341.0412 
E-mail: mlosborne@cvty.com 
 
Ethan Kass, DO 
Title: Board Certifies Psychiatrist, Associate 
Medical Director 
Organization: Private Practice, MHNet 
Office #: 954.796.0590 
Fax#: 954.796.9978 
E-mail: EPBKass@aol.com 
 
Susan Norris, PhD  
Title: Solutions Director, Public Sector 
Organization: InfoMC 
Office #: 407.314.1195 
Fax#: 407.333.1484 
E-mail: Susann@infomc.com 
 


 
 
 







PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: MHNet Specialty Services, LLC 


Contractor Subcontractor 


Name: Lynn Watson, LCSW   Key Personnel 


Classification: 
Manager, Behavioral Health 
Services # of Years in Classification: 6 months 


Brief Summary: of 
Experience: 


Over 11 years of individual, crisis intervention, and telephonic counseling as 
well as 2.5 years of supervising Outpatient Case Managers. 


# of Years with Firm: 4 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


04/12 – present 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Manager, Behavioral Health Services 
o Oversight of operations of the Behavioral Health department 


to ensure effectiveness and the accuracy of the policies and 
procedures are implemented and maintained. Identify and 
implement best practices to enhance efficiency. 


o Assess quality of services provided to members. Assist 
senior management with operations planning and 
monitoring. Responsible for recommending and 
implementing changes that improve or enhance the delivery 
of service. 


o Monitor and evaluate Case Managers’ performance, 
efficiency and productivity according to quality management 
standards and performance guarantees. 


o Hold a leadership role in standing and ad hoc committees 
and workgroups to address efficiency concerns or new 
processes to ensure effective planning and information 
transfer. 


o Recruit, develop and motivate staff. Initiate and 
communicate a variety of personnel actions including 
employment, termination, performance reviews, salary 
reviews and disciplinary action. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


10/2009-04/2012 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Clinical Supervisor, Outpatient Services 
o Supervise case management/UM department staff, evaluate 


performance, and make recommendations for personnel 
actions. 


o Direct day-to-day operations of the case management/UM 
department and responsible for scheduling meetings, training 
and work schedules. 


o Responsible for implementing quality improvement 
activities in the case management/UM department including 
the monitoring of clinical care and documentation. 


o Responsible for overall productivity of case 







management/UM department and for monitoring individual 
worker’s performance to meet the department productivity 
standards. 


o Recommend changes to supervisor that would improve or 
enhance service delivery and implement changes and new 
programming. 


o Responsible for continuity of care in the provision of 
comprehensive case management services and for 
coordinating communication with other interested parties. 


o Direct supervisor to staff of up to 40 professional and non-
professional employees 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


5/2008 – 10/2009 
MHNet Specialty Services [Coventry Health Care] 
1211 State Road 436, Ste 355, Casselberry, FL  32707; 
407.831.6211 
Inpatient Case Manager 
o Provide triage and assessment of members requesting acute 


mental health care 


o Provide case management services including precertification, 
concurrent review and authorization of services 


o Apply the medical necessity criteria to requests for services 


o Provide supervision and leadership to assigned Customer 
Service Reps 


o Participate in the after hours on call schedule 


o Record and resolve member inquiries and complaints 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Wayne State University 
Detroit 
Michigan 
Master in Social Work 
Licensed Clinical Social Worker [LCSW] State of Florida 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Emily Forster, Social Worker 
Coventry Cares of Michigan 
Ph: 313-465-1544 
Fax: 866-889-7572 
eaforster@cvty.com 
 
Amanda Zeidan, Research Assistant 
Department of Psychiatry & Behavioral 
Neurosciences 
Wayne State University, School of Medicine 
Ph: 586-909-3580 
Amanda.Zeidan@wayne.edu 
 
Danielle Parrotta, Resource Room Teacher 
Mason Elementary School, Grosse Pointe School 
District 
Ph: 313-432-4400 
Danielle.Parrotta@gpschools.org 
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5.4 Vendor Staff Resumes  
 


SUBCONTRACTOR: 
 


National Imaging Associates, Inc. (NIA) 
(Radiology Management) 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Magellan Health Services, Inc. / National Imaging Associates 


Contractor Subcontractor 
Name: Annalisa Cooper Key Personnel 
Classification: Exempt # of Years in Classification: 5 


Brief Summary: of 
Experience: 


Ms. Cooper has been in the health care industry for more than 20 years. She 
joined NIA in 2008. As Vice President of Client Services for NIA, Ms. 
Cooper served as senior lead for a large, national health plan and was 
responsible for managing the account team dedicated to that account. With 
extensive health care experience in operational management, customer 
service, and satisfaction, as well as sales and business development, Ms. 
Cooper is a resourceful and innovative leader. For eight years prior to NIA, 
Ms. Cooper served as a Vice President at Lumenos, where she led account 
management/implementation, customer service, eligibility, and claims 
operations for a startup company that became one of largest consumer-driven 
health plans in the nation. Prior to Lumenos, she was Executive Vice 
President for ValueOptions, where she had full P&L responsibility and 
directed the financial, administrative, and client management for the 
commercial division. She has demonstrated success in customer retention and 
growth during her long career. Ms. Cooper has a Bachelor of Science degree 
from the University of Maryland and a Master of Science degree from Johns 
Hopkins University.    


# of Years with Firm: 5 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2007-Present 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Senior Vice President, NIA 
Senior oversight and leadership of Account Management 
Department, including Directors of Account Management, 
Account Executives, and support staff. Responsible for 
overall satisfaction of health plan clients, including 
monitoring of service standards, issue resolution, data 
analysis, and delivery of other value-based services. 
Responsible for retaining current business increasing same 
store growth and identifying up-sell opportunities. 
Responsible for negotiating contract terms, performance 
guarantees, and financial reconciliations in conjunction with 
finance and legal teams. Responsible for developing and 
managing budget for Account Management Department 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1999-2007 
WellPoint/Lumenos 
Vice President 
Recruited to impart leadership and expertise to co-develop 
and define corporate infrastructure while leading account 
management / implementation, customer service, eligibility, 
and claims operations for a startup company that became one 
of the largest consumer-driven health plan organizations in 
the nation. Directly led and mentored team of eight directors 







and vice presidents with indirect accountability for 200 staff 
members. Charged with selecting, negotiating, and managing 
ongoing relationships with strategic business partners; 
Instilled customer focus at every level of the organization. 
Achieved 100% of performance guarantees while retaining 
99% of all clients. Enhanced profitability by securing and 
implementing more than 100 corporate clients. Spearheaded 
design, planning, and establishment of Account Management 
and Customer Service operations and business units. Pivotal 
member of start-up leadership team recognized for unique 
ability to motivate staff through hands-on leadership and 
uncompromised compassion toward others. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1990-1999 
Value Behavioral Health 
Executive Vice President 
Built impressive record of achievement and advancement 
through series of progressively responsible positions leading 
to complete accountability for five national service centers 
with 1,000 employees servicing 890 national clients. 
Spearheaded all financial, administrative, account 
management, and clinical operations; scope of P&L 
responsibility encompassed $240 million in annual revenues. 
Led and motivated operations and account management 
teams. Selected accomplishments: Achieved 100% client 
retention throughout major corporate merger by 
implementing plan centered on cultivating customer-centric 
culture of stability and service while meeting all performance 
and client satisfaction standards. Generated profitability by 
establishing financial controls and stringently managing 
operating expenses and budgets, and tracking and reducing 
staffing expenses. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Johns Hopkins University 
Master of Science in Business Administration 
 
University of Maryland 
Bachelor of Science in Sociology 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Name:  Gary Strong 
Title: Director, National Contracting 
Organization: Centene Corporation 
Phone: 314-725-4477 
Fax:  None 
Email:  gstrong@centene.com 
 
Name:  Tina Shabanian   
Title: Director, Networks  
Organization: Blue Shield of California 
Phone: 818-228-2547  
Fax:  N/A  
Email:  Tina.Shabanian@blueshieldca.com   



mailto:gstrong@centene.com

mailto:Tina.Shabanian@blueshieldca.com





 
Name:  Julie C. Bryant   
Title: Manager, National Network Operations 
Organization: Coventry Health Care, Inc.  
Phone: 434-951-2435  
Fax:  434-951-2555 
Email:  JCBryant@cvty.com  
 


 



mailto:JCBryant@cvty.com





 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Magellan Health Services, Inc. / National Imaging Associates 


Contractor Subcontractor 


Name: Laurel Douty   Key Personnel 
Classification: Exempt # of Years in Classification: 4 


Brief Summary: of 
Experience: 


Ms. Douty joined NIA in 2008. She is a creative thinker with proven success 
in the development of strategic business solutions and products. Prior to 
joining NIA, she served at WellPoint/Lumenos as the Vice President of 
Consumer Sales and Engagement. During her tenure there, she created a 
consumer engagement product designed to transform the way consumers 
viewed their role in the health care process—from purchasing and managing 
health services to adopting healthier lifestyles. In addition, she was part of the 
team to facilitate the integration of the Lumenos consumer-driven health plans 
within the WellPoint infrastructure. Ms. Douty also has extensive experience 
in benefits, compensation, organizational culture, and change management 
through leadership roles with Baylor Health Care System, Central and South 
West Corporation, and Hewitt Associates. Ms. Douty holds a bachelor’s 
degree from the University of Texas at Arlington. She also is a graduate of 
Leadership Texas and Menttium 100. 


# of Years with Firm: 4 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2008-Present 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Senior Vice President, Clinical and Service Operations, NIA 
Executive leadership over Call Center Operations and 
Clinical Operations to ensure customer excellence and 
regulatory compliance is delivered to all clients. Leads all 
clinical initiatives to ensure clinical appropriateness and 
patient safety are focus of all decisions. Develops initiatives 
to drive customer and provider satisfaction, to improve 
clinical appropriateness, and to ensure efficient delivery of 
services. Develops and implements strategies to support 
consumer (patient) safety and engagement for Magellan’s 
Radiology Benefit Management Services. Leads the CMS 
Pilot initiative for decision support for NIA. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2004-2007 
WellPoint/Lumenos 
Vice President, Consumer Sales and Engagement 
Strategic management of client relationships, business growth 
and product development for health care company with over 
300,000 medical plan consumers. Developed and 
implemented strategic programs to increase health plan 
enrollment.  Client growth exceeded 45 percent per year and 
new client penetration exceeded 30 percent per year. Created 
consumer engagement product focused on increasing 
participation in key behavior change programs.  Participation 
rates increased significantly for all targeted clients. Designed 







and implemented client forums resulting in expansion of key 
consumer engagement opportunities within clients. Led 
creation of web based forums that included client strategy 
sessions and consumer engagement programs.  Participant 
program satisfaction was over 4.5 on a 5 point scale. 
Strategized with senior leadership on new sales and renewal 
growth goals resulting in client retention rate of over 95 
percent. Produced comprehensive training programs for the 
consumer driven health products offered to the individual, 
small market, and group market segments.  


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2000-2004 
Baylor Health Care System 
Vice President, Total Compensation, Director, Compensation 
and Benefits, Director, Benefits 
Strategic leadership of the design and delivery of benefits, 
compensation, and human resource systems for 15,000 
employees at over 275 business locations. Created new 
human resources business strategy to align pay and benefit 
packages with the critical recruiting and retention needs.  
Designed and implemented new health and wellness program 
that resulted in lower health care costs, higher program 
participation and a healthier workforce. Managed all 
employee communication and engagement activities 
including change management, benefit and compensation 
information, and culture initiatives. Created new 
compensation structure for job ranges, merit pay, incentive 
programs, and pay differentials based on business variables 
such as turnover, vacancies, and growth needs.  Worked with 
Board of Trustees to design an executive pay and incentive 
program that addressed both short-term and long-term 
business objectives. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Texas at Arlington  
Bachelor of Arts 
 


 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Name:  Gary Strong 
Title: Director, National Contracting 
Organization: Centene Corporation 
Phone: 314-725-4477 
Fax:  None 
Email:  gstrong@centene.com 
 
Name:  Andrea Yanopoulos   
Title: Project Manager 
Organization: AvMed Health Plans   
Phone: 434-951-2435  
Fax:  N/A  
Email:  Andrea.Yanopoulos@avmed.org 
 



mailto:gstrong@centene.com

mailto:Andrea.Yanopoulos@avmed.org





Name:  Teresa Willard 
Title: Consultant, Provider Network 
Management 
Organization:  Geisinger Health Plan 
Phone:  570-271-5103 
Fax:  N/A 
Email:  Twillard@thehealthplan.com 
 


 



mailto:Twillard@thehealthplan.com





 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 







PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Magellan Health Services, Inc. / National Imaging Associates 


Contractor     Subcontractor 


Name: Debra Guerino  Key Personnel 
Classification: Exempt # of Years in Classification: 3 


Brief Summary: of 
Experience: 


Ms. Guerino joined the NIA organization in 2009 and has oversight of 
customer implementations. For more than a decade, she has held senior and 
executive level positions at major health plans. She came to NIA from 
Coventry Dental, where she was Director of Strategic Accounts, Group 
Dental Service, Inc. Her responsibilities included health plan sales 
development, training, and new business penetration of small, key, and 
corporate account dental product offerings across seven Southeast Regional 
Coventry Healthcare plans. Previously, Ms. Guerino held several positions at 
United Healthcare, including Regional Vice President Dental and National 
Account Dental Executive. At CIGNA Healthcare, Ms. Guerino was Senior 
Director/Dental Distribution Transition Lead, and at Prudential HealthCare, 
she served as Senior Account Manager. Ms. Guerino received her B.S. in 
Business Administration from the University of South Florida and received a 
Florida Health, Life and Variable Annuities License and Health and Life 
licensure in more than 27 additional states. 


# of Years with Firm: 3 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2009-Present 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Vice President, Implementation, NIA 
Main responsibilities include oversight and prioritization of 
multiple active NIA commercial and Medicaid managed care 
client implementations from the senior perspective, ensuring 
development of overall client implementation strategy and 
successful execution of all implementation activities. Develop 
customized overall implementation strategies and approach to 
ensure contractual obligations are met and financial 
objectives of NIA and Magellan are achieved. Maintain 
regular customer interaction from a senior perspective, 
establishing a positive client relationship during the 
implementation period. Additionally, participate in the sales 
process to effectively demonstrate NIA’s implementation 
approach and experience. Scale and manage project managers 
to keep pace with the sales pipeline and company growth, 
both for new and incremental businesses sales. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2008-2009 
Group Dental Service, Inc. (Coventry Dental) 
Director of Strategic Accounts 
Dual responsibilities include: health plan sales development, 
training and new business penetration of small, key and 
corporate account dental product offerings across seven 
Southeast Regional Coventry Health Care Plans beginning 
January 2009, as well as, private label dental sales to 
Managed Care Organizations in the capacity of commercial 







dental plans, embedded Medicare and Individual products, 
discount dental plans and network lease arrangements. 
Partner with other Coventry Health Care subsidiaries to cross 
sell an ancillary product suite of dental, vision and life to 
their Fortune 500 clients and TPA book of business.   


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2002-2008 
United Healthcare 
Regional Vice President, Dental 
Manage in force and new business development in the 
Northeast and Mid-Atlantic marketplace from New England 
to Virginia (5,000 plus employees). Other responsibilities 
include managing a dental sales goal of $14 million dollars 
for both territories, management of new business Dental 
Account Executives, pipeline management, competitive 
intelligence, internal and external relationships with health 
care partners and brokers/consultants in the applicable 
regions.  


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of South Florida 
Bachelor of Science, Business Administration 
 


 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Name:  Gary Strong 
Title: Director, National Contracting 
Organization: Centene Corporation 
Phone: 314-725-4477 
Fax:  None 
Email:  gstrong@centene.com 
 
Name:  Julie C. Bryant   
Title: Manager, National Network Operations 
Organization: Coventry Health Care, Inc.  
Phone: 434-951-2435  
Fax:  434-951-2555 
Email:  JCBryant@cvty.com  
 
Name:  Andrea Yanopoulos   
Title: Project Manager 
Organization: AvMed Health Plans   
Phone: 434-951-2435  
Fax:  N/A  
Email:  Andrea.Yanopoulos@avmed.org 
 


 



mailto:gstrong@centene.com

mailto:JCBryant@cvty.com

mailto:Andrea.Yanopoulos@avmed.org





PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Magellan Health Services, Inc. / National Imaging Associates 


Contractor Subcontractor 


Name: Vonda LeDay  Key Personnel 
Classification: Exempt # of Years in Classification: 10 


Brief Summary: of 
Experience: 


Ms. LeDay came to Magellan in 2002, after serving as the director of clinical 
operations, finance manager, for United Behavioral Health. In that role, she 
directed a customer service call center and care management operations for 
more than 600,000 members. She directed successful completion of the 
URAC audit and participated in a successful NCQA audit. While at Magellan, 
Ms. LeDay has served in a number of key roles, including General Manager 
of NIA’s call center, Director of Clinical Services, Vice President of 
Operations Implementation, and Director of Customer Service. Ms. LeDay is 
a licensed clinical social worker in the state of Missouri and serves as a 
practicing social worker from 1985 through 1989. She then served as Adjunct 
Professor at the University of Maryland, Asian Division in Japan. Ms. LeDay 
received her M.A. in Business Administration from the University of 
Maryland, College Park, European Division and her Master of Social Work 
degree from Washington University. Ms. LeDay received her B. A. in 
Psychology/Sociology from Southwest Baptist University. 


# of Years with Firm: 10 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2012-Present 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Vice President, QI and Process Improvement 
 
Overall accountability for operational and clinical quality 
Compliance, Accreditation and Delegation for all lines of 
business (Commercial, Medicaid, Medicare) for multiple 
products across 48 customers serving 18 million members. 
Oversight of Quality Improvement Program across the 
Enterprise. Oversight of LSS Process Improvement program 
with a portfolio of improvement projects with ROI 
management. 


 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2010-2012 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
General Manager, NIA 
 
Overall operational accountability from implementation to 
customer service to operations to cost of care for over 18 
million members, including 4.3 million Medicaid members. 
Responsible for Utilization Management and Prior 
Authorization of advanced imaging and NIA’s full suite of 
program solutions, including OB Ultrasound, Cardiac, and 
Radiation Oncology. Manages activities of over 500 
personnel, including nurse-level and physician staff.  







Communicates client-specific objectives, establishes and 
monitors performance goals, and provides continuous 
feedback to improve performance and exceed expectations  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2004-2006 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Director of Customer Service 
 
Developed and communicated customer service team 
objectives. Established performance goals for customer 
service staff and ensured continuous feedback to all 
associates. Set service quality standards and put processes in 
place to regularly and consistently measure qualitative 
performance. Managed the implementation, maintenance, and 
achievement of customer service client operational/service 
commitments including service levels, performance 
guarantees and incentives. Facilitated first call resolution and 
call avoid strategies. Worked closely with the Operations 
Team to create balanced processes that meet both financial 
and associate satisfaction goals. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Maryland, College Park, European Division 
M.A., Business Administration 
 
Washington University 
Master of Social Work 
 
Southwest Baptist University 
B.A., Psychology/Sociology 


 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Name: Kevin Frederick 
Title: Sr. Director Operations Hub 
Organization: NIA 
Phone: 314-387-4745 
Fax: N/A 
Email:krfrederick@magellanhealth.com   
 
Name: Jan Maurer 
Title: Operations Medical Director 
Organization: NIA 
Phone: 602-572-2401 
Fax: N/A 
Email: jmaurer@magellanhealth.com 
 
Name: Joann Albright 
Title: SVP Quality Improvement 
Organization: Magellan Enterprise 
Phone: 410-953-2301 
Fax: N/A 
Email: JMAlbright@magellanhealth.com 


 



mailto:JMAlbright@magellanhealth.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Magellan Health Services, Inc. / National Imaging Associates 


Contractor Subcontractor 


Name: Marsha Marsh   Key Personnel 
Classification: Exempt # of Years in Classification: 23 


Brief Summary: of 
Experience: 


Ms. Marsh joined Magellan in 1984 and has more than 20 years of experience 
in managing Employee Assistance and Managed Behavioral Health Care 
programs. Before moving over to NIA, she maintained “state of the art” 
customer relationships for Magellan’s Western Division. Prior to joining 
Magellan, Ms. Marsh served as VP of Operations for Merit Behavioral Care, 
where she was responsible for clinical operations, network operations, and 
claims operations in the National Service Center in St. Louis, Missouri. Prior 
to that, she was VP of Operations for Personal Performance Consultants, Inc., 
managing employee assistance services and managed care services for a large 
group of corporate customers. Ms. Marsh has held progressively more 
challenging positions that included management of clinical operations, 
network management, account management, and marketing support. Ms. 
Marsh’s prior experience includes direct outpatient treatment with social 
service agencies and in private practice, as well as teaching and consultation. 
Ms. Marsh earned a B.A. in psychology from Western Illinois University, a 
M.S.W. from the University of Illinois, Chicago Circle; and her M.B.A. from 
Loyola University. 


 


# of Years with Firm: 23 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2006-Present 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Vice President, Call center Operations, NIA 


Manage Call Center Operations for National Imaging 
Associates, which serves 18 million covered lives, 
including Medicaid managed care lives. Manage a 
virtual call center, with primary sites in Phoenix, AZ 
and St. Louis, Mo., handling over 250,000 calls/month. 
Approximately 180 Authorization Representatives 
(ARs) receive telephonic pre-certification requests from 
Providers. Using clinical algorithms that are embedded 
in the clinical system, the ARs are able to approve over 
60% of the requests in the initial call. The call center 
uses state-of-the art technology, such as 
forecasting/scheduling applications, integrated voice 
response (IVR), and computer-telephone integration 
(CTI). Our outbound calls are supported by a predictive 
dialer (in implementation). 


 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2004-2006 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Vice President, Account Services, Health Plan Division 
Health Plan Division serves 43 Commercial Health Plan, 
Federal Employee Plan (FEP) and HMO Medicaid 
Customers, with over $600M in revenue, serving 19M 
members.  Responsible for setting up operational 
systems to serve Customers after sale is completed. 
Work collaboratively with Customer representatives and 
Magellan operating units to deliver services.  Work with 
the customer service call center, network development, 
clinical operations, quality improvement and 
information technology groups.  Collaborated with new 
products team to operationalize new products from a 
concept stage to service delivery reality. Helped develop 
credentialing criteria, contracting materials, and 
recruitment strategies for a specialty provider network; 
created a desk-level operations manual for the clinical 
team; helped develop claims system requirements and 
work flows. Led initiative to implement Sarbanes-Oxley 
requirements for corporate team. Documented business 
controls and developed standardized measurement 
methodology for performance guarantees, with 
centralized tracking and reporting to support financial 
forecasting and accruals of penalties. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1996-2003 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Executive Director, Employer Division 
Responsible for managing IBM Mental Health Care 
Program. In 2003, added responsibility for Technology 
Sector Unit including customers such as AT&T, Lucent 
Technologies and Avaya. Provided direct services to 
1.2M members, with account revenue of $22M. 
Assumed responsibility for IBM contract at a time when 
Customer was very unhappy and threatening to 
terminate. Successfully retained Customer for 7 years. 
Full responsibility for operations management and 
member satisfaction.  Full responsibility for Customer 
relationship and account renewal with IBM for first two 
years; then joint responsibility with a senior account 
executive. Direct management of 200 FTE, providing 
intake, utilization review, intensive care management, 
quality management, member services, provider 
payments, and reporting. 
 
 


EDUCATION 







Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Washington University 
Master of Social Work, 1973 
Goucher College 
Bachelor of Arts, 1972 


 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Name: Tim McIntyre 
Title:  Sr. Director, Provider Profiling 
Organization: Magellan Health Services 
Phone: (314) 387-5020 
Fax: (314) 292-1130 
Email: tamcintyre@magellanhealth.com 
 
Name: Diane Torminio 
Title: Director, Process and Product 
Engineer 
Organization:  Magellan/NIA 
Phone: (314) 255-9095 
Fax: (314) 292-1100 
Email: DCTorminio@magellanhealth.com 
 
Name: David Wadell 
Title: VP, Operations 
Organization: Magellan Health Services 
Phone: (314) 387-6040 
Fax: 1- (888) 656-3817  
Email: dmwadell@magellanhealth.com 
 


 



mailto:tamcintyre@magellanhealth.com

mailto:DCTorminio@magellanhealth.com

mailto:dmwadell@magellanhealth.com





 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Magellan Health Services, Inc. / National Imaging Associates 


Contractor Subcontractor 


Name: Laurie Merandi   Key Personnel 
Classification: Exempt # of Years in Classification: 4 


Brief Summary: of 
Experience: 


Ms. Merandi previously served as a regional vice president of account 
management for Lumenos/WellPoint. During her tenure, Ms. Merandi provided 
leadership and strategic oversight to a team of account executives and account 
managers who were responsible for long-term strategic business plans for their 
customers. She also was recognized for her ability to establish and maintain key 
strategic relationships with customer groups and consultants/brokers by 
delivering value and bottom-line results. Prior to joining Lumenos, Ms. Merandi 
served in a number of key positions at ValueOptions. She also has held positions 
with Principal Health Care of the Mid-Atlantic Region, CIGNA Health Care of 
Georgia and American Psych Management. Ms. Merandi earned her bachelor's 
degree in political science and her master's degree in health care administration 
from Gannon University. 


# of Years with Firm: 4 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2008 to Present 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Vice President, Account Management, NIA 
Act as a senior strategic business partner with large health 
plans in the delivery of advanced diagnostic imaging and 
radiation oncology management programs. Accountable for 
establishing and maintaining relationships with appropriate 
internal partners to execute client contract deliverables. 
Responsible for the growth, satisfaction and retention for 
both Risk and ASO customer base. Presents client 
performance metrics to key market leadership demonstrating 
the value/effectiveness of the program.  Strategize and 
execute additional management strategies to enhance overall 
program performance.  Provide oversight and leadership to an 
account management team directly responsible for the day to 
day client relationships. Project Lead for the development of 
Regional Audit Contract (RAC) partnership business for 
Medicare and Medicaid services.  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2008 
UPMC Health Plan 
Director 
Director, Integrated Account Management and Consumer 
Driven Healthcare. Provide strategic account management 
leadership for the Health Plan’s premier group health and 
wellness/health promotion accounts. Manage a team of 
Account Executives and Account Service Managers servicing 
the key accounts. Develop a strategic business plan to 
redefine the current Consumer Driven Plan portfolio (Health 
Reimbursement and Health Savings Accounts) for all market 







segments.  Activities include revising current basic plan 
offerings, evaluating underwriting model, revise marketing 
and communication materials and provide recommendations 
to support/promote consumerism within the organization. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2005-2008 
Lumenos/WellPoint 
Regional Vice President, Account Management for Northeast 
and Southeast Regions. 
Directly responsible for providing leadership and strategic 
oversight to a team of Account Executives and Account 
Managers managing mid-size and jumbo employer contracts. 
Developed short-term and long-term strategic business plans 
for customers designed to ensure alignment of client goals, 
customer satisfaction, growth and retention of accounts. 
Developed key strategic relationships with client groups and 
consultants/brokers to further build business partnerships. 
Led Request for Proposal (RFP) process for competitive 
rebids.  Ensure bid is customized to highlight competitive 
strength and successes of account.  Interface with 
underwriting department in setting rate structure and rate 
negotiations. Interfaced with internal operations to achieve 
client objectives for plan design and administration.  Develop 
client specific action plans with operations to address service 
delivery issues. Managed team to ensure milestone activities 
for implementations and renewals are completed on time for 
go-live.  


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Gannon University 
M.S., Health Care Administration 
Gannon University 
B.A., Political Science 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Name:  Lisa Lasick   
Title: Manager, Physician Contracting & 
Services 
Organization: AvMed Health Plans 
Phone: 305-671-5437  
Fax:  N/A  
Email:  Lisa.Lasick@avmed.org  
 
 
Name:  Julie C. Bryant   
Title: Manager, National Network Operations 
Organization: Coventry Health Care, Inc.  
Phone: 434-951-2435  
Fax:  434-951-2555 
Email:  JCBryant@cvty.com  
 
Name:  Andrea Yanopoulos   
Title: Project Manager 



mailto:Lisa.Lasick@avmed.org

mailto:JCBryant@cvty.com





Organization: AvMed Health Plans   
Phone: 434-951-2435  
Fax:  N/A  
Email:  Andrea.Yanopoulos@avmed.org 
 


 



mailto:Andrea.Yanopoulos@avmed.org





 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Magellan Health Services, Inc. / National Imaging Associates 


Contractor Subcontractor 


Name: Michael Pentecost, M.D., F.A.C.R   Key Personnel 
Classification: Exempt # of Years in Classification: 4 


Brief Summary: of 
Experience: 


After training at the University of Southern California (USC), Dr. Pentecost 
was in private and academic practice in Southern California from 1980 
through 1992.  


From 1992 through 1996, he was the Chief of Interventional Radiology and 
Vice-Chair of Radiology at the University of Pennsylvania. At Penn, he was a 
senior fellow in the Leonard Davis Institute of Health Economics, a 
collaboration of the School of Medicine and The Wharton School.  


In 1996, Dr. Pentecost was named Professor and Chair of Radiology at 
Georgetown University in Washington, D.C.  


In 2005, he became the director of the Mid-Atlantic Permanente Medical 
Group radiology practice, the division of Kaiser Permanente in Maryland, 
Virginia, and the District of Columbia.  


In 2008, he joined National Imaging Associates as Associate Chief Medical 
Officer.  


Dr. Pentecost has served as President of the Society of Interventional 
Radiology and the Society for Health Services Research in Radiology.  


He is the editor of the radiology textbook Abrams’ Angiography, 
Interventional Radiology.  


He served on the Board of Chancellors of the American College of Radiology 
from 1997 through 2003 and was a founding member of the Editorial Board 
of the Journal of the American College of Radiology.  


# of Years with Firm: 4 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2008-Present 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Associate Chief Medical Officer, NIA 
As Associate Chief Clinical Officer, Michael Pentecost, 
M.D., oversees clinical operations for NIA.  This includes all 
clinical-based call center activities, utilization management 
functions, and maintenance of CPT/HCPCS coding logic.  
Dr. Pentecost also is responsible for ongoing clinical interface 
with health plan clients.   
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 


2005-2008 
Kaiser Permanente Mid-Atlantic Permanente Medical Group 
Chief of Radiology and Director of the Institute for Health 
Policy in Radiology (2005-2010) 
 







Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1996 to 2005 
Chairman of the Department of Radiology 
Georgetown University Medical School 
Dr. Pentecost continues to teach at Georgetown as a full 
professor.  


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Tulane University School of Medicine 
M.D., 1975  
 
Tulane University  
B.S. Mathematics, 1971 
 
Licensure: California, District of Columbia, Maryland, Virginia 
 
Diplomate, American Board of Radiology, 1979 
Certificate of Added Qualification in Interventional Radiology, 1994,  
American Board of Radiology 
Recertified, Certificate of Added Qualification in Interventional Radiology, 2003, 
American Board of Radiology 
 
Dr. Pentecost has served as President of the Society of Interventional Radiology 
and the Society for Health Services Research in Radiology.  
He is the editor of the radiology textbook Abrams’ Angiography, Interventional 
Radiology.  
 
Dr. Pentecost served on the Board of Chancellors of the American College of 
Radiology from 1997 through 2003 and was a founding member of the Editorial 
Board of the Journal of the American College of Radiology.  


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Name: Virginia Calega, M.D. 
Title: Vice President Medical Management 
and Policy 
Organization: Highmark Healthy High 5 
Phone: 412-544-3861 
Fax: 412-544-2950 
Email: virginia.calega@highmark.com  
 
Name: Scott Spradlin, M.D. 
Title: Vice President, Medical Affairs 
Organization: Coventry Health Care of MO 
Phone: 800-743-3901 
Fax: 314-453-1958 
Email: SSpradlin@cvty.com  
 
Name: Terry Torbeck, M.D. 



mailto:virginia.calega@highmark.com

mailto:SSpradlin@cvty.com





Title: Vice President, Senior Medical Director 
Organization: CareSource 
Phone: 937-531-2220 
Fax:  N/A 
Email: Terry.Torbeck@csmg-online.com 
 


 



mailto:Terry.Torbeck@csmg-online.com





 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Magellan Health Services, Inc. / National Imaging Associates 


Contractor Subcontractor 
Name: Philip Rose   Key Personnel 
Classification:  # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Mr. Rose has been with NIA since 2010. He came to NIA from Citrix 
Systems, where he served as Director of Global Sales Compensation and 
Senior Manager of North American Sales Operations. Previously, he was 
employed by CIGNA Healthcare, from 1993 through 2004. His most recent 
position at CIGNA was as Senior Director of Finance, where he was 
responsible for monthly reconciliation and reporting of 12.5 million dental 
members and more than $3 billion in revenue. He oversaw the preparation of 
monthly operating reports, network plan, and sales compensation for regional 
vice presidents. Mr. Rose received his B.S. degree in Finance from the 
University of Florida. 


 


# of Years with Firm: 2 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


4/2010 to Present 
Magellan Health Services, Inc. 
55 Nod Road, Avon, CT 
Director, Client Analytics 


Work closely with the sales team in analyzing claims data 
and presenting solutions to assist clients in making decisions 
pertaining to various NIA products. Dedicated analytics 
resource for Radiation Oncology product.  


 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


11/2006 to 04/2010 
Citrix Systems 
Director, Global Sales Compensation 


Led global sales compensation team responsible for 
commission payments and compensation plan structure for 
1,000+ world-wide sales employees.  Successfully 
implemented a leading edge compensation software.  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


09/2004 to 11/2006 
CIGNA Healthcare 
Senior Director, Finance 


Led the Sales Operations team and prepared quarterly sales 
plan/quota for each of the six Regional Vice Presidents.  
Assisted in the preparation and modeling of the yearly 
compensation plans.   







EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Florida 
Gainesville 
Florida 
Bachelors of Science, Finance 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Name:  Christine Loy   
Title: Specialist IIIb, Vendor Management 
Organization: Florida Blue (formerly BCBS 
FL) 
Phone: 407-833-7843  
Fax:  407-804-4431  
Email:  Christine.Loy@bcbsfl.com  
 
Name:  Andrea Yanopoulos   
Title: Project Manager 
Organization: AvMed Health Plans   
Phone: 434-951-2435  
Fax:  N/A  
Email:  Andrea.Yanopoulos@avmed.org 
 


 



mailto:Christine.Loy@bcbsfl.com

mailto:Andrea.Yanopoulos@avmed.org
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5.4 Vendor Staff Resumes  
 


SUBCONTRACTOR: 
 


Scion Services 
(Dental) 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


Contractor Subcontractor 


Name: Mark Borca  Key Personnel 
Classification: Vice President of Sales # of Years in Classification: 3 years 
Brief Summary: of 
Experience: 


Mr. Borca has a proven track record for new business acquisition and 
management of client relationships. 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


August 2009 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
VP of Sales 


 Maintain responsibility for the company’s sales 
and marketing efforts including managing all 
aspects of the client relationship. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


February 2008 to August 2009  


Dental Economics 


Sugarland, TX 


 


Vice President of Business Development and 
Operations 


 Accountable for the oversight of all account 
management and sales processes across the 
country. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


February 2005  to February 2008  


Healthplex, Inc. 


Uniondale, NY  


 


Director of Business Development 


 Responsible for account management and sales 
initiatives in the state of New York and tri-state area.  


 Coordinated staff efforts to ensure the proper 
management of existing accounts and new client 
implementation processes.  


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Wisconsin 
Milwaukee, WI 
Studied Business Administration and Healthcare Management 







REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Scott Laihinen, Senior Vice President 
United Healthcare (Optum) 
262.573.9245 
Scott_r_laihinen@uhc.com 
 
Dave Brown, President 
Brutus Investments 
414.750.4999 
Davidbrown19@hotmail.com 
 
Mark Dasek 
The PMI Group 
414.803.1128 
Mark.dasek@pmigroup.com 
 


 



mailto:Scott_r_laihinen@uhc.com

mailto:Davidbrown19@hotmail.com

mailto:Mark.dasek@pmigroup.com





PROPOSED STAFF RESUME 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Scion Dental, Inc. 


 Contractor Subcontractor 


Name: Gregory J. Borca  Key Personnel 
Classification: Chief Executive Officer  # of Years in Classification: 3 years 


Brief Summary: of 
Experience: 


Over the last 19 years, Mr. Borca has founded and managed several successful 
organizations specializing in managed care benefits administration.  


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
2009 – Present 
Scion Dental, Inc. 
N92 W14612 Anthony Ave., Menomonee Falls, WI 53051 
262.834.4136 
gjborca@sciondental.com 
Chief Executive Officer 
- Responsible for the overall direction of Scion Dental. 
- Developed a method of utilizing cutting‐edge technology to 
drastically reduce costs while improving the overall member 
and dental provider experience. 


- Created innovative outreach tactics that increase member 
access to care. 


- Sets the strategic plan for the company by aligning internal 
and external resources to achieve the objective. 


- Coaches and leads the senior management of the company 
towards the objective. 


- Oversees measurement systems designed to validate 
company and individual performance. 


‐ Accountable for the quality and effectiveness of the overall 
client experience. 
 


Required Information: 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 


1997 – Present 
Vestica Healthcare, LLC 
N92 W14612 Anthony Ave., Menomonee Falls, WI 53051 
262.834.4136 
gjborca@vestica.com 
Chief Executive Officer 


‐ Responsible for the development and execution of growth 
and operational strategies 
 


Required Information: 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 


1993 – Present 
Wonderbox Technologies, LLC 
10201 N. Port Washington Road, Mequon, WI 53092 
262.834.4136 
gjborca@wonderboxtech.com 
Principle 


- Oversees all aspects of client relationships. 


RELEVANT PROFESSIONAL EXPERIENCE - Continued 



mailto:gjborca@sciondental.com

mailto:gjborca@vestica.com

mailto:gjborca@wonderboxtech.com





Required Information: 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
1993 – 2004 
Doral Dental, LLC 
12121 N. Corporate Parkway, Mequon, WI 53092 
 
Co‐Founder & Chief Executive Officer 


- Responsible for all aspects of development and execution of 
growth and operational strategies. 


- Under Mr. Borca’s leadership Doral was named the fastest 
growing privately held company in 2000. Inc. Magazine 
named Doral Dental USA, the 28th fastest growing company 
in America in 2000 up from 47th in 1999. 
 


EDUCATION 
Institution Name:                  
City: 
State: 
Degree/Achievement: 
Certifications: 


Marquette University 
Milwaukee 
Wisconsin 
Bachelor of Science in Organization and Leadership 
 


REFERENCES 
Minimum of three (3) required, including 
name, title, organization, phone number, 
fax number and email address 


Ethan Foxman, President  
Denex Dental  
(240) 283.3514 efoxman@gdsmd.com 
 
Tisch Scott,Sr. V.P. Network Strategy and Operations 
Amerigroup Corporation 
(773) 610‐1842 tscott3@amerigroupcorp.com 
 
Jerry Ganoni, President 
Humana, Inc.  
(920) 337‐7602 jganoni@humana.com  
 


 



mailto:efoxman@gdsmd.com

mailto:tscott3@amerigroupcorp.com

mailto:jganoni@humana.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


Contractor Subcontractor 


Name: Monica Clement Key Personnel 


Classification: 
Director of Provider 
Services # of Years in Classification: 2 years 


Brief Summary: of 
Experience: 


Ms. Clement has extensive experience in the managed care field ranging from 
directing provider functions to managing operational areas such as customer 
care and claims. 


# of Years with Firm: 1 year 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


September 2011 to present  
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Director of Provider Services (April 2012 to current) 
 


 Direct the overall provider experience through 
the management of staff in the areas of provider 
acquisition, credentialing, and provider call 
center.   


 Ensure organization meets all contractual 
obligations within the provider management 
area.   


 Evaluate trends to determine methods to increase 
provider acquisition and retention at cost 
effective and efficient manners 


 
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


September 2011 to April 2012 
Vestica Healthcare, LLC (sister company to Scion 
Dental) 
Mequon, WI  
 
Manager of Operations 
 


 Responsible for the oversight of  claims entry, 
claims payment and customer care departments. 


 Accountable for ensuring all operational areas 
met or exceeded both company and client service 
obligations. 


  Lead the development and implementation of 
new efficiencies based on the assessments and 
client needs. 


Required Information: 
 


September 2009 to January 2011 
FIS 







MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


Milwaukee, WI 
 
Call Center Supervisor 
 


 Responsible for managing a 24/7 call center which 
assisted users experiencing online banking issues.   


 Performed audits and call monitoring to identify 
potential training opportunities.   


 Responsible for monitoring incoming call volume 
and adjusting staff levels as necessary. 


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Kaplan College 
Davenport, IA 
B.S. Healthcare Administration 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Debra Keinert, Nursing Director 
Linden Heights, 
 414-217-4541 
victorianhistorian51@yahoo.com 
 
Mark Lane, Associate Director 
California Medical Association 
916-551-2865 
mlane@cmanet.org 
 
Brian Bastecki 
Dental Director, Horizon NJ Health 
609-718-9564 
brian_bastecki@horizonNJhealth.com 
 
 


 



mailto:victorianhistorian51@yahoo.com

mailto:mlane@cmanet.org

mailto:brian_bastecki@horizonNJhealth.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


Contractor Subcontractor 


Name: Tom Conjurski Key Personnel 
Classification: Chief Operations Officer # of Years in Classification: 1 year 


Brief Summary: of 
Experience: 


Mr. Conjurski’s successful track record includes experience in the areas of: 
strategic planning, accounting, finance, health care, IT and P & L 
responsibility. 


# of Years with Firm: 1 year 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


September 10, 2012  to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Chief Operating Officer 
 


 Oversee all operational areas within the organization 
with specific focus on attaining business objectives 
while increasing efficiency. 


 Responsible for the overall performance of all 
business operational units which includes developing 
forward thinking strategic plans and establishing 
priorities to improve, monitor and measure 
operational performance across each operational 
business area. 
 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2005 to 2012 
Bakersfield Family Medical Center 
Bakersfield:SLO, California 
 
Chief Financial Officer/Chief Operating Officer 
 


 Partnered with the CEO and the Senior Leadership 
Team in the development of strategies to achieve 
financial, operating, and clinical goals. 


 Directed the annual planning and budgeting process 
including the establishment of key metrics for 
growth, profitability and quality assurance.   


 Responsible for the P&L including the direct 
accountability for the monthly financial statements, 
cash flows and internal control environment.   


 Accountable for oversight of the IT department and 
strengthening the hardware and software 
infrastructure.   







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2002 to 2005 
Cigna 
Eden Prairie, MN 
 
AVP of Finance 
 


 Served as an active member of the senior leadership 
team and held accountable for the overall success of 
the divisions. 


 Assisted in the development of strategies to achieve 
financial and operating goals.   


 Directed the development of financial models and 
developed financial analyses of plans, products, 
projects and new business ventures.  


 Established metrics for growth, profitability and 
service delivery.   


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Wisconsin 
Milwaukee, WI 
Bachelors of Business Administration, Major in Accounting 
Cardinal Stritch University 
Milwaukee, WI 
Masters of Business Administration 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Dr. Glenn Goldis 
Medical Director-Ambulatory Care Services 
Monarch Health Care 
949-923-8200 
 
Robin Dow-Morales  
Was VP of Claims (currently in a Systems 
Implementation Leadership role) 
Bakersfield Family Medical Center 
661-846-3927 
 
Brenda Mendivel 
VP of Human Resources 
Bakersfield Family Medical Center 
661-846-4625 
 
 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


Contractor Subcontractor 


Name: Darrin Haehle Key Personnel 
Classification: Chief Information Officer # of Years in Classification: 3 years 
Brief Summary: of 
Experience: 


Mr. Haehle has over 25 years of systems design experience for the medical 
benefits administration field. 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2009 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Chief Information Officer 
 


 Responsible for managing and overseeing all 
information technology activities. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 1996 to present 


Wonderbox Technologies, LLC,  


Mequon, WI  


 


President and Chief Information Officer 


 
 Responsible for the design, development, and 


delivery of web-based benefits administration 
software systems, Supervising all personnel, and 
Managing client contracting and client 
relationships. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Wisconsin 
Milwaukee 
WI  
Bachelor of Science in Electrical Engineering and Computer Systems 
 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Scott Laihinen, Senior Vice President 
United Healthcare (Optum) 
262.573.9245 
Scott_r_laihinen@uhc.com 
 
Dr. Allen Finkelstein, President 
Bedford Healthcare Consulting 
(917) 880-1075 
afinkelsteinbhs@gmail.com 
 
John Seltenheim, Senior Vice President 
United Concordia Companies 
717.260.7260 
jon.seltenheim@ucci.com 
 


 



mailto:Scott_r_laihinen@uhc.com

mailto:afinkelsteinbhs@gmail.com

mailto:jon.seltenheim@ucci.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


 Contractor Subcontractor 


Name: Kevin Johnston Key Personnel 
Classification: Provider Relations Rep # of Years in Classification: 2 years 


Brief Summary: of 
Experience: 


Mr. Johnston has extensive experience in the area of provider relations 
particularly in developing and carrying out successful recruitment and 
retention strategies to maintain compliant provider networks. 


# of Years with Firm: 2 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


February 2011 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Market Director 
 


 Responsible for the successful recruitment and 
retention of dental providers. 


 Ensure timely and accurate resolution to provider 
inquiries. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


August 2004 to December 2006 
ACS State Healthcare, LLC 
Albuquerque, NM 
 
Provider Field Representative 
 


 Served as a liaison for providers in the resolution 
of enrollment and claims payment concerns. 


 Prepared and conducted training for large 
provider groups. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of New Orleans 
New Orleans 
Louisiana 
Bachelor of Arts 
 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Dr. Nathan Cherrington 
Cherringtoin Dental 
Las Vegas, NV  89128 
(702) 735-5066 
 
Joanne Cummings, 
Future Smiles 
(702) 889-3763 
 
Dr. Scott Biggs, 
Micro Endodontics 
(702) 463-5000 
 


 







 
PROPOSED STAFF RESUME 


 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: SCION DENTAL, INC 


 Contractor Subcontractor 


Name: Craig Kasten Key Personnel 
Classification: Chairman of the Board # of Years in Classification: 3 years 
Brief Summary: of 
Experience: 


Mr. Kasten brings 25 years of experience in managed dental and health care to the 
company’s industry pioneering operational strategies. 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2009 to Present 
Scion Dental, Inc  
 
Chairman of the Board 
 


 Sets the focus and direction for the organization 
and its executives. 


 Partners with the executive team to create and 
implement the organization’s strategic plan. 


 Oversees the creation and implementation of 
benefits administration for all Scion Dental 
clients. 


 
 


MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1998 to Present 
American Therapy Administrators LLC 
Owner/Manager 
 


 Provides appropriate guidance to ensure 
organizational success. 


 
 


MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


1997 to Present 
Vestica Healthcare LLC 
Chairman of the board 
 


 Provides direction and oversight to the executive 
team to ensure the organization is successful in the 
administration of healthcare solutions. 


 
 
 
 
 
 
 


EDUCATION 







 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
University of Wisconsin – Milwaukee, WI 
Master’s Degree: Business Administration 
Marquette University, Milwaukee WI 
Bachelor of Arts: Accounting 
Certified Public Accountant 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


John C Schaak 
Quarles & Brady LLP 
414.277.5743 
John.schaak@quarles.com 
 
Tommy Grabowski, President 
Vita Fitness & Physical Therapy 
414.272.8482 
 
Keven S. Hayhurst, Director 
Retirement Plan Solutions 
262.641.0800 
Keven@rplansolutions.com 
 


 



mailto:John.schaak@quarles.com

mailto:Keven@rplansolutions.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 
� Contractor Subcontractor 
Name: Carrie Klotzbach �Key Personnel 
Classification: Utilization Review Manager # of Years in Classification: 2 years 
Brief Summary: of 
Experience: 


Ms Klotzbach has 20 years experience in clinical, management and 
operational aspects of dentistry. 


# of Years with Firm: 2 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


June 2010 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Manager of Utilization Review 
 


 Ensure all dental utilization review processes 
are compliant with client and state 
guidelines. 


 Oversees dental authorization and review 
processes and staff. 


 Contribute to the planning and execution of 
quality improvement, automation, and 
implementation projects. 


 
 
 
 
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


September 2007 to June 2010 
Midwest Dental 
Brookfield, WI  
 
Regional Coordinator 
 


 Oversight of daily operations for four dental 
offices in the greater Milwaukee area.  


 Provided direction and supervision to office and 
clinical personnel including responsibility for 
finance, patient satisfaction and marketing 
support. 
 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


December 2006 to September 2007 
Midwest Dental 
Brookfield, WI 
 
Training Coordinator 
 


 Duties included training new and current dental 
assistants in clinical aspects of the position 
including new technology, procedures and daily 
operations.  


 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Madison Area Technical College 
Madison, WI 
Associate Degree in Dental Hygiene 
Edgewood College, Madison, WI 
Bachelor of Science in Criminal Justice 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Kerrie Brandenburg, CCO  
Applewhite Dental Partners 
608-558-0324 
 
Jennifer Rott, Field Manager 
Applewhite Dental Partners 
563-451-6445 
 
Carla Kellett, Office Manager 
First Choice Dental 
608-635-5177 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


 Contractor Subcontractor 


Name: Beth Rabus Key Personnel 
Classification: Director Human Resources # of Years in Classification: 3 years 
Brief Summary: of 
Experience: 


Ms Rabus has extensive experience in the administration of 
recruitment/selection programs and employee relations. 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2009 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Director of Human Resources 


 
 Responsible for the overall administration, 


coordination, and evaluation of Human 
Resources functions for Scion Dental. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


July 2000 to present 
Vestica Healthcare, Wonderbox Technologies 
Menomonee Falls, WI 53051 
 
Most recent title: Director of Human Resources 
Prior roles: Recruitment Coordinator, Manager of 
Human Resources 
 


 Responsible for the overall management of 
employee relations including providing counsel 
to employees and management personnel on all 
performance related matters. 


 Accountability for oversight of all benefit related 
programs 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Wisconsin 
Milwaukee, 
WI 
Bachelor of Business Administration in Human Resource Management 
Bachelor of Arts in Sociology 
Professional in Human Resources certification from the Society of Human 
Resource Management 
 
Concordia University 
Mequon, WI 
Masters of Business Administration 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Angela S. Kish, Sr. V.P. Operations 
Dentaquest 
262.834.3583 
Angela.kish@dentaquest.com 
 
Kimberly R. Masenthin 
Director of Human Resources 
Concordia University Wisconsin 
(262)243-4414 Phone and Fax 
Kimberly.Masenthin@cuw.edu 
 
Daniel J. Catanese 
Risk consultant, Employee Benefits 
Diversified Insurance Services 
262.439-4700 
Fax: (262) 439-4899 
dcatanese@divins.com 
 


 



mailto:Angela.kish@dentaquest.com

mailto:Kimberly.Masenthin@cuw.edu

mailto:dcatanese@divins.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


Contractor Subcontractor 


Name: Miranda Richter �Key Personnel 
Classification: Manager of Appeals # of Years in Classification: 3 years 


Brief Summary: of 
Experience: 


Ms Richter has been instrumental in the formation and operational success of 
the appeals department at Scion Dental and has extensive experience in 
management.    
 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


December 12, 2009 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Manager of Appeals 
 


 Oversee the complaints and appeals processes 
for dental and vision services. 


  Ensure all appeals and complaints are processed 
within the state and client guidelines.   


 Contribute to the planning and execution of 
quality improvement, automation, and 
implementation projects. 


 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 
 


April, 1998 to August 2009 
Wisconsin Hospitality Group 
Wauwatosa, WI 53226 
 
General Manager 
 


 Responsible for the overall productivity and 
profit of the organization. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 
 


Kilmer South High School 
Milwaukee 
Wisconsin 
High School Diploma 
 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Angelene Kultgen 
Regional Training Manager 
Wisconsin Hospitality Group 
414-364-2659 
 
Sophia Kalliantasis 
Assistant Manager (Former)/Nursing Student 
Wisconsin Hospitality Group/Milwaukee 
Area Technical College 
414-405-4218 
 
John Pellegrino 
Self Employed – Electrician 
262-456-1822 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


Contractor Subcontractor 


Name: Jeanine Saer Key Personnel 
Classification: Member Services manager # of Years in Classification: 2 years 


Brief Summary: of 
Experience: 


Ms Saer has over 15 years experience in creating and managing customer 
service teams as well as expertise in managing operational departments to 
ensure organizational success. 
 
 


# of Years with Firm: 2 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


January 2010 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Director of Administration 
 


 Direct the operational processes of Claims 
entry, Member Services, and Mailroom 
functions to ensure that all contractual 
obligations are met in a cost effective 
manner.  


 Responsible for identifying, developing and 
implementing best practices to ensure 
efficiency, cost effectiveness, and that 
contractual requirements are met and/or 
exceeded. 


 Evaluate departmental data to determine and 
identify areas of potential improvement. 


 
 


 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


February 2006 to September 2009 
Assurant Health 
Milwaukee, WI  
 
Director of Customer Service 
 


 Directed the implementation of computer 
telephony integration system which improved 
the customer experience and service results for 
the organization.   


 Implemented various process and system 
improvements that led to increasing customer 
satisfaction. 







 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


August 1995 to October 2005  
Hewlett Packard 
Colorado Springs, CO 
 
Senior Manager 
 


 Managed the customer service and order 
management team.  


 Developed and implemented successful cost effective 
solutions to increase productivity and monitor 
performance. 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Wisconsin 
Madison 
WI 
Bachelor of Arts in Psychology 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Shari Stepanovich 
Director of Customer Service, Assurant Health 
414-581-8777 
 
Joseph Zons 
Manager, Event Logistics and Technology 
Global Sales and Marketing, Rockwell 
Automation 
262-352-6343 
 
Tammie Strause 
CEO, The Pink Llama Gallery 
262-573-8750 


 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


Contractor Subcontractor 


Name: Lisa Sweeney Key Personnel 
Classification: Chief Financial Officer # of Years in Classification: 3 years 
Brief Summary: of 
Experience: 


Ms Sweeney brings significant experience and expertise in financial 
forecasting, global budgeting and provider reimbursement strategies. 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2009 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Chief Financial Officer 
 


 Responsible for strategic planning with the 
senior executive team for Scion and sister 
organizations while also maintaining oversight 
for all financial activities. 


 
 
 
 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


August 2006 to present 
Vestica Healthcare, LLC, Wonderbox Technologies, 
LLC 
Menomonee Falls, WI 53051 
 
Chief Financial Officer 
 


 Accountable for all financial activities. 


 Responsible for providing compliance oversight 
including keeping abreast of all federal, state, 
and client regulations. 


 
 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2001- August 2005 
Doral Dental, LLC 
12121 N. Corporate Parkway, Mequon, WI 53092 
 
Chief Financial Officer 
 


 Responsible for all aspects of finance 
management and played an active role in 
strategic planning initiatives. 


 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Wisconsin, Madison, WI – Bachelor of Business Administration in 
Accounting Information Systems. 
Marquette University, Milwaukee, WI - Master of Business Administration 
Licenses: Certified Public Accountant, Certified Management Accountant, Certified 
Financial Manager 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Phillip E. Hickman 
Executive Vice President 
Park Bank 
262.827.5120 
Fax: 262.827.4343 
philh@parkbankonline.com 
 
John T. Himmelspach CPA CITP 
Principal-Assurance Services 
SVA Certified Public Accountants 
262 923-5177 
himmelspachj@sva.com 
 
Steven L Imber, Chair, Insurance Group 
Polsinelli Shughart 
913.234.7469 
Fax: 913.451.6205 
SImber@Polsinelli.com 
 


 



mailto:philh@parkbankonline.com

mailto:himmelspachj@sva.com

mailto:SImber@Polsinelli.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: SCION DENTAL, INC 


Contractor Subcontractor 


Name: Fred Tye Key Personnel 
Classification: Chief Dental Officer # of Years in Classification: 3 years 
Brief Summary: of 
Experience: 


Dr. Tye serves as a resource for all clinical interpretation and analysis and oversees 
utilization review and operational management skills. 


# of Years with Firm: 3 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


April 2009 to present 
Scion Dental, Inc. 
Menomonee Falls, WI 53051 
 
Chief Dental Officer 
 


 Act as a strategic partner and provide oversight 
for all clinical functions within the organization. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2008-2009 


Coventry Health Care, Bethesda, MD 


Internal Consultant and Chief Dental Officer 


 
 Development plan and execution of dental 


administration for an integrated health plan 
including product design and filings, utilization 
management, disruption analysis and network 
acquisition. 


 







Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2005-2007 


CIGNA Health 


Bloomfield, CT  


 


Assistant Vice-President of Network Field 
Operations 


 
 Developed and executed focused PPO 


recruitment strategies to accommodate both 
regional and national sales strategies. 


 
 
 
 
 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Illinois, Urbana, IL 
Bachelor of Arts Chemistry with Psychology minor 
Loyola University School of Medicine, Chicago, IL 
Doctor of Dental Surgery 
JJ Kellogg Graduate School of Mgt, Northwestern University, Evanston, IL 
Master of Business Administration in Health Management & Finance 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Lee J. Chorley 
Senior Manager, Client Financial Administration 
Dearborn National 
630.691-0303 
Fax: 630.293.1760 
Lchorley@dnoa.com 
 
David G. McLinden 
National Account Manager 
Delta Dental of Illinois 
630-718-4746 
Fax 630-983-4246 
dmclinden@deltadentalil.com 
 
Ronald Inge, DDS 
Vice President Professional Services/Dental 
Director 
Washington Dental Service 
206-528-7329 
Fax: 206-985-4738 
ringe@deltadentalwa.com 
 


 



mailto:Lchorley@dnoa.com

mailto:dmclinden@deltadentalil.com

mailto:ringe@deltadentalwa.com
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5.4 Vendor Staff Resumes  
 


SUBCONTRACTOR: 
 


Triad Healthcare 
(Pain Management) 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Triad Healthcare 


Contractor Subcontractor X 


Name: Vincent Coppola  Key Personnel 
Classification: President & CEO, Full time # of Years in Classification:  


Brief Summary: of 
Experience: 


Seasoned health care business executive with significant experience serving in 
senior leadership roles encompassing strategy, corporate development, 
business development and finance. 


# of Years with Firm:  


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
Triad Healthcare 
Blue Shield of California 
Theresa McManaman 
50 Beale Street, San Francisco, CA, (800) 393-6130 
Contracting, Business Development, Strategy 
3 years 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
Triad Healthcare 
Blue Cross Blue Shield of Tennessee 
Beverly West 
1 Cameron Hill Circle, Chattanooga, TN 37402, 423-
535-5600 
Contracting, Business Development, Strategy 
2 year contract 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
Triad Healthcare 
VNS 
Diane Novy 
1250 Broadway 11th Floor, NY, NY 10001, 212-609-
4920 
Contracting 
3 years 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Bryant University 
Smithfield 
RI 
BS in Finance 
BS Degree 


REFERENCES 


X 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Eric Reimer, CEO CareCentrix, 860-930-5370, 
eric.reimer@carecentrix.com 
 
Jon Shields, Finance Executive at Aetna, 860-324-
5693, jonshields@gmail.com 
 
Chris Gorecki, Controller, Blue Shield of 
California, 415-229-5804, 
christoper.gorecki@blueshieldca.com 


 



mailto:eric.reimer@carecentrix.com

mailto:jonshields@gmail.com





 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Triad Healthcare 


Contractor Subcontractor X 


Name: Dr. Tino Villani  Key Personnel 
Classification: Chairman / Full Time # of Years in Classification:  


Brief Summary: of 
Experience: 


Industry expert in musculoskeletal care.  Has spent entire career treating 
patients with musculoskeletal care, or managing musculoskeletal care 
programs with health plans, government agencies and employers. 


# of Years with Firm:  


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
Triad Healthcare 
Blue Shield of California 
Theresa McManaman 
50 Beale Street, San Francisco, CA, (800) 393-6130 
Implementation 
3 years 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
Triad Healthcare 
Blue Cross Blue Shield of Tennessee 
Beverly West 
1 Cameron Hill Circle, Chattanooga, TN 37402, 423-
535-5600 
Implementation 
2 year contract 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
Triad Healthcare 
VNS 
Diane Novy 
1250 Broadway 11th Floor, NY, NY 10001, 212-609-
4920 
Implementation 
3 year contract 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Alelphi Universitiy 
Garden City 
NY 
BS in Biology and Doctor of Chiropractic Degree 
BS Degree 


REFERENCES 


X 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Eric Reimer, CEO CareCentrix, 860-930-5370, 
eric.reimer@carecentrix.com 
 
Alfred Gaburo, Principal at Princeton Public 
Affairs Group, 609-396-8838, gaburo@ppag.com 
 
Diane Novy, Director, VNS, 212-609-4920 
diane.novy@vnsny.org 
 


 



mailto:eric.reimer@carecentrix.com

mailto:diane.novy@vnsny.org

mailto:diane.novy@vnsny.org
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5.4 Vendor Staff Resumes  
 


SUBCONTRACTOR: 
 


Vision Service Plan Insurance, Inc. 
(VSP) 


(Vision) 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: Vision Service Plan 


����             Contractor ΞΞΞΞ            Subcontractor 
Name: Dawn Costa ����  Key Personnel 
Classification: Senior Account Executive # of Years in Classification: 25 
Brief Summary: of 
Experience: Strategic managed care consultant, benefit liaison and licensed nurse. 
# of Years with Firm:  


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


March /1998 to Current 
VSP Employee 
VSP Employee 
Dawn Costa  
3333 Quality Drive, Rancho Cordova, CA 95670 
Dawn.Costa@vsp.com 
Current VSP Employee  
15 years of Managed Care Support and Service 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


California State University of Sacramento 
6000 J Street 
Sacramento, CA 95819 
BA Degree Marketing Communications 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Janet Findlay 
Regional Vice President 
VSP 
800.852.7600 
Janet.Findlay@vsp.com 
 
Al Schubert 
Divisional Vice President 
VSP 
800.852.7600 
Al.Schubert@vsp.com 
 
GE Hiatt 
Vice President of Managed Care 
VSP 
800.852.7600 
GE.Hiatt@vsp.com 


 







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 







 
PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: VSP Vision Care 


����             Contractor ΞΞΞΞ            Subcontractor 


Name: G.E. Hiatt ����  Key Personnel 


Classification: 
Vice President,  Managed 
Care Sales # of Years in Classification: 13 


Brief Summary: of 
Experience: 
 
 
 
 
 
 
 
 


G.E. brings nearly 27 years of healthcare industry experience to VSP. During 
his almost 19 years with VSP, Mr. Hiatt has been involved in the 
management of business development and client retention in VSP’s Central 
Region. Mr. Hiatt is also directly responsible for plan design, rating, and 
member satisfaction issues for the Managed Care Division. 
 
He has an extensive sales and service background with previous direct 
responsibility for more than 80 clients including State Farm, ADM, Edward 
Jones, 3M, State of Missouri, University of Missouri, Anheuser Busch, 
SUPERVALU, Best Buy, Wells Fargo, and many more. 


# of Years with Firm: 
      
19 years with VSP Vision Care 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
04/1994 – Present  
VSP Vision Care  
222 South Riverside Plaza #2210 
Chicago, IL 60606  
312.466.1601 
VP / Manager of Team Lead 
 
 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
 
 
Institution Name: 
City: 
State: 
Degree/Achievement: 
 
 
Licenses: 


Truman State University 
Kirksville 
Missouri 
BS in Sociology, MA in Education 
 
 
University of Missouri 
Kansas City 
Missouri 
MBA in Marketing 
 
National Resident/Non-Resident Life & Health Agent Licenses 
 
 
 


REFERENCES 







Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


 
Mary Ellen Bartells  
Department Leader, Benefits 
Edward Jones & Co.  
(314) 515-9497 
(314) 515-9460 
mary.bartells@edwardjones.com 
 
George Kleine 
Benefit Manager 
Peter Kiewit Sons Inc. 
(402) 342-2052 x2808 
(402) 271-2939 
george.kleine@kiewit.com 
 
Michael Clarke 
Client Team Leader 
Hewitt Associates LLC 
(847) 442-3241 
(847) 554-1462 
mike.clarke@hewitt.com 
 


 







PROPOSED STAFF RESUME 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Vision Service Plan 


����             Contractor ���� ΞΞΞΞ            Subcontractor 
Name: Warren Laird ����  Key Personnel 
Classification: Senior Account Executive # of Years in Classification: 24 
Brief Summary: of 
Experience: Managed care sales, health plan sales. 
# of Years with Firm: 17 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


July 1995 til present 
VSP Employee 
VSP Employee 
Warren Laird 
11 Brendan Way, B-33, Greenville SC 29615 
Warren.laird@vsp.com 
17 years of managed care sales and support 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Bob Jones University 
Greenville 
SC 
BS Elementary Education 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Frank Romeo 
Regional Vice President 
VSP 
(404) 386-0979 
(770) 263-6008 
Frank.romeo@vsp.com 
 
Joe Orlowski 
Director of Sales 
ProBenefits, Inc. 
(888) 683-3682 ext 269 
(716) 831-8080 
jorlowski@probenefitsadmin.com 
 
Mike Ryder 
Director of Contracting 
Sentara 
(757) 552-7273 
(757) 552-7114 
jmryder@sentara.com 
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PROPOSED STAFF RESUME 


 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 


COMPANY NAME: VSP Vision Care, Inc. 


   Contractor    Subcontractor 


Name: Al Schubert  Key Personnel 
Classification: VP of Managed Care # of Years in Classification: 21 years 
Brief Summary: of 
Experience: 21 years at VP of Managed Care; 4 years at AE & RVP 
# of Years with Firm: 25 years 


RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2/88 – Present 
VSP Vision Care 
3333 Quality Drive 
Rancho Cordova, CA  95670 
916-851-5027 
Executive Sponsor of Contract 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of San Francisco 
San Francisco, CA 
Bachelor of Arts 
Licensed to sell insurance in all 50 states 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


 


 


Julian Roberts 
NASHO Executive Director & AAPPO VP 
(P) 404-634-8911    (F) 404-636-6658 
jrovers@nasho.org 


 


David Durrett 
Counsel of Cohen & Durrett 
(P) 916-927-8797    (F) 916-361-8798 
ddurrett@cohendurrett.com 


 


Mark Rayder 
Senior Public Policy Advisor at Alston + Bird, LLP 
(P) 202-756-3562    
Mark.rayder@alston.com 
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8. WRITTEN QUESTIONS AND ANSWERS 
 In lieu of a pre-proposal conference, the Purchasing Division will accept questions and/or 


comments in writing, received by email regarding this RFP. 


8.1 FIRST SET OF QUESTIONS AND ANSWERS 
8.11 The RFP Question Submittal Form is located on the Services RFP/RFQ Opportunities webpage 


at http://purchasing.state.nv.us/services/sdocs.htm.  Select this RFP number and the “Question” 
link. 


 8.1.2 The deadline for submitting questions is as specified in Section 9, RFP Timeline. 


 8.1.3 All questions and/or comments will be addressed in writing and responses emailed or 
faxed to prospective vendors on or about the date specified in Section 9, RFP Timeline. 


 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


8.2 SECOND SET OF QUESTIONS AND ANSWERS 
8.2.1 Additional questions may be submitted via email by the date specified in Section 9, RFP 


Timeline and according to the process identified in Section 10.1.1 through Section 10.1.3. 
Section 8.1.1 through Section 8.1.3. 


 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


9. RFP TIMELINE 
 The following represents the proposed timeline for this project.  All times stated are Pacific Time 


(PT).  These dates represent a tentative schedule of events.  The State reserves the right to 
modify these dates at any time. .  The State also reserves the right to forego vendor 
presentations and select vendor(s) based on the written proposals submitted. 


 


Task Date/Time 


Deadline for submitting first set of questions 09/26/2012@ 2:00 PM 



http://purchasing.state.nv.us/services/sdocs.htm
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Task Date/Time 


Answers posted to website  On or about 10/04/2012  


Deadline for submitting second set of questions 
10/15/2012@ 2:00 PM 


10/19/2012 @ 2:00 PM 


Answers posted to website  On or about 10/24/2012  


Deadline for submittal of Reference Questionnaires No later than 4:30 PM on 11/14/2012  


Deadline for submission and opening of proposals No later than 2:00 PM on 11/15/2012  


Evaluation period (approximate time frame) 11/16/2012-12/18/2012 


Selection of vendor  On or about 12/19/2012 


Anticipated BOE approval 03/12/2013 


Contract start date (contingent upon BOE 
approval) 


07/01/2013 
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10. PROPOSAL SUBMISSION REQUIREMENTS, FORMAT AND CONTENT 


10.1 GENERAL SUBMISSION REQUIREMENTS  
 Vendors’ proposals must be packaged and submitted in counterparts; therefore, vendors must 


pay close attention to the submission requirements.  Proposals will have a technical response, 
which may be composed of two (2) parts in the event a vendor determines that a portion of their 
technical response qualifies as “confidential” as defined within Section 3, Acronyms/Definitions. 


 If complete responses cannot be provided without referencing confidential information, such 
confidential information must be provided in accordance with Section 10.3, Part I B – 
Confidential Technical and Section 10.5, Part III Confidential Financial.  Specific references 
made to the tab, page, section and/or paragraph where the confidential information can be 
located must be identified on Attachment A, Confidentiality and Certification of Indemnification 
and comply with the requirements stated in Section 10.6, Confidentiality of Proposals. 


 The remaining section is the Cost Proposal.  Vendors may submit their proposal broken out into 
the three (3) sections required, or four (4) sections if confidential technical information is 
included, in a single box or package for shipping purposes. 


 The required CDs must contain information as specified in Section 10.6.4. 


 Detailed instructions on proposal submission and packaging follows and vendors must submit 
their proposals as identified in the following sections.  Proposals and CDs that do not comply 
with the following requirements may be deemed non-responsive and rejected at the State’s 
discretion. 


10.1.1 All information is to be completed as requested. 


10.1.2 Each section within the technical proposal and cost proposal must be separated by clearly 
marked tabs with the appropriate section number and title as specified in the following sections. 


10.1.3 Although it is a public opening, only the names of the vendors submitting proposals will be 
announced per NRS 333.335(6).  Technical and cost details about proposals submitted will not 
be disclosed.  Assistance for handicapped, blind or hearing-impaired persons who wish to 
attend the RFP opening is available.  If special arrangements are necessary, please notify the 
Purchasing Division designee as soon as possible and at least two (2) days in advance of the 
opening. 


10.1.4 If discrepancies are found between two (2) or more copies of the proposal, the master copy will 
provide the basis for resolving such discrepancies.  If one (1) copy of the proposal is not clearly 
marked “MASTER,” the State may reject the proposal.  However, the State may at its sole 
option, select one (1) copy to be used as the master. 


10.1.5 For ease of evaluation, the proposal must be presented in a format that corresponds to and 
references sections outlined within this RFP and must be presented in the same order.  Written 
responses must be in bold/italics and placed immediately following the applicable RFP question, 
statement and/or section.  Exceptions/assumptions to this may be considered during the 
evaluation process. 







CoventryCares of Nevada 
Lighting Your Path to Good Health Technical Proposal 


1046  Medicaid Managed Care Organization Services RFP 1988 


10.1.6 Proposals are to be prepared in such a way as to provide a straightforward, concise delineation 
of capabilities to satisfy the requirements of this RFP.  Expensive bindings, colored displays, 
promotional materials, etc., are not necessary or desired.  Emphasis should be concentrated on 
conformance to the RFP instructions, responsiveness to the RFP requirements, and on 
completeness and clarity of content. 


 Unnecessarily elaborate responses beyond what is sufficient to present a complete and 
effective response to this RFP are not desired and may be construed as an indication of the 
proposer’s lack of environmental and cost consciousness.  Unless specifically requested in this 
RFP, elaborate artwork, corporate brochures, lengthy narratives, expensive paper, specialized 
binding, and other extraneous presentation materials are neither necessary nor desired. 


 The State of Nevada, in its continuing efforts to reduce solid waste and to further recycling 
efforts requests that proposals, to the extent possible and practical:   


 10.1.6.1 Be submitted on recycled paper; 


 10.1.6.2 Not include pages of unnecessary advertising; 


 10.1.6.3 Be printed on both sides of each sheet of paper; and 


 10.1.6.4 Be contained in re-usable binders rather than with spiral or glued bindings. 


10.1.7 For purposes of addressing questions concerning this RFP, the sole contact will be the 
Purchasing Division as specified on Page 1 of this RFP.  Upon issuance of this RFP, other 
employees and representatives of the agencies identified in the RFP will not answer questions 
or otherwise discuss the contents of this RFP with any prospective vendors or their 
representatives.  Failure to observe this restriction may result in disqualification of any 
subsequent proposal per NAC 333.155(3).  This restriction does not preclude discussions 
between affected parties for the purpose of conducting business unrelated to this procurement. 


10.1.8 Any vendor who believes proposal requirements or specifications are unnecessarily restrictive 
or limit competition may submit a request for administrative review, in writing, to the Purchasing 
Division.  To be considered, a request for review must be received no later than the deadline for 
submission of questions. 


 The Purchasing Division shall promptly respond in writing to each written review request, and 
where appropriate, issue all revisions, substitutions or clarifications through a written 
amendment to the RFP. 


 Administrative review of technical or contractual requirements shall include the reason for the 
request, supported by factual information, and any proposed changes to the requirements. 


10.1.6 If a vendor changes any material RFP language, vendor’s response may be deemed non-
responsive per NRS 333.311. 
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10.2 PART I A – TECHNICAL PROPOSAL 
10.2.1 Submission Requirements 


 10.2.1.1 Technical proposal must include: 


  A. One (1) original marked “MASTER”; and  


  B. Nine (9) identical copies. 


 10.2.1.1 The technical proposal must not include confidential technical information (refer 
to Section 10.3, Part I B, Confidential Technical) or project costs.  Cost and/or pricing 
information contained in the technical proposal may cause the proposal to be rejected. 


10.2.2 Format and Content 


 10.2.2.1 Tab I – Title Page 


  The title page must include the following: 


 


Part I A – Technical Proposal 


RFP Title: Medicaid Managed Care 
Organization Services 


RFP: 1988 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


November 15, 2012 


Proposal Opening 
Time: 


2:00 PM 
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 10.2.2.2 Tab II – Table of Contents 


  An accurate and updated table of contents must be provided. 


 10.2.2.3 Tab III – Vendor Information Sheet 


  The vendor information sheet completed with an original signature by an individual 
authorized to bind the organization must be included in this tab. 


 10.2.2.4 Tab IV – State Documents 


  The State documents tab must include the following: 


  A. The signature page from all amendments with an original signature by an individual 
authorized to bind the organization. 


  B. Attachment A – Confidentiality and Certification of Indemnification with an original 
signature by an individual authorized to bind the organization. 


  C. Attachment C – Vendor Certifications with an original signature by an individual authorized 
to bind the organization. 


  D. Attachment Q – Certification regarding lobbying with an original signature by an individual 
authorized to bind the organization. 


  E. Copies of any vendor licensing agreements and/or hardware and software maintenance 
agreements. 


  F. Copies of applicable certifications and/or licenses. 


 10.2.2.5 Tab V - Attachment B  


 The Technical Proposal Certification of Compliance with Terms and Conditions of RFP with an 
original signature by an individual authorized to bind the organization must be included in this 
tab. 


 In order for any technical exceptions and/or assumptions to be considered they MUST be 
documented in detail in the tables in Attachment B - Technical Proposal Certification of 
Compliance.  Only technical exceptions and/or assumptions should be identified on this 
attachment.  The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission deadline.  Vendors must be specific.  Nonspecific exceptions or 
assumptions may not be considered.  If the exception or assumption requires a change in the 
terms or wording of the contract, the scope of work, or any incorporated documents, vendors 
must provide the specific language that is being proposed in Attachment B Technical Proposal 
Certification of Compliance.  . 
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AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


  10.2.2.6 Tab VI – Section 3 4 – Scope of Work 


  Vendors must place their written response(s) in bold/italics immediately following the 
applicable RFP question, statement and/or section. 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


  10.2.2.7 Tab VII– Section 4 5 – Company Background and References 


  Vendors must place their written response(s) in bold/italics immediately following the 
applicable RFP question, statement and/or section.  This section must also include the 
requested information in Section 5.2, Subcontractor Information, if applicable. 


  10.2.2.8 Tab VIII – Attachment G – Proposed Staff Resume(s) 


  Vendors must include all proposed staff resumes per Section 5.4, Vendor Staff Resumes in 
this section.  This section should also include any subcontractor proposed staff resumes, if 
applicable. 


  10.2.2.9 Tab IX – Other Informational Material 


  Vendors must include any other applicable reference material in this section clearly cross 
referenced with the proposal. 


10.3 PART I B – CONFIDENTIAL TECHNICAL  
 Vendors only need to submit Part I B if the proposal includes any confidential technical 


information (Refer to Attachment A, Confidentiality and Certification of Indemnification). 


10.3.1 Submission Requirements, if confidential technical information is being submitted. 


 10.3.1.1 Confidential technical information must include: 


  A. One (1) original marked “MASTER”; and 


  B. Nine (9) identical copies. 


 10.3.2 Format and Content 


 10.3.2.1 Tab I – Title Page 
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   The title page must include the following: 


 


Part I B – Confidential Technical Proposal 


RFP Title: Medicaid Managed Care 
Organization Services 


RFP: 1988 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


November 15, 2012 


Proposal Opening 
Time: 


2:00 PM 


 


 10.3.2.2 Tabs – Confidential Technical 


  Vendors must have tabs in the confidential technical information that cross reference back 
to the technical proposal, as applicable. 
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10.4 PART II – COST PROPOSAL 
10.4.1 Submission Requirements 


 10.4.1.1 Cost proposal must include: 


  A. One (1) original marked “MASTER”; and 


  B. Nine (9) identical copies. 


 10.4.1.2 The cost proposal must not be marked “confidential”.  Only information that is deemed 
proprietary per NRS 333.020(5)(a) may be marked as “confidential”. 


10.4.2 Format and Content 


 10.4.2.1 Tab I – Title Page 


  The title page must include the following: 


 


Part II – Cost Proposal 


RFP Title: Medicaid Managed Care 
Organization Services 


RFP: 1988 


Vendor Name:  


Address:  


Proposal Opening 
Date: 


November 15, 2012 


Proposal Opening 
Time: 


2:00 PM 
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10.4.2.2 Tab II – Cost Proposal 


 Vendor’s response for the cost proposal must be included in this tab. 


  10.4.2.3 Tab III – Attachment P 


  The Cost Proposal Certification of Compliance with Terms and Conditions of RFP with an 
original signature by an individual authorized to bind the organization must be included in this 
tab. 


  In order for any cost exceptions and/or assumptions to be considered they MUST be 
documented in detail in the tables in Attachment P.  Only cost exceptions and/or assumptions 
should be identified on this attachment, do not restate the technical exceptions and/or 
assumptions on this form.  The State will not accept additional exceptions and/or 
assumptions if submitted after the proposal submission deadline.  Vendors must be specific.  
Nonspecific exceptions or assumptions may not be considered.  If the exception or 
assumption requires a change in the terms or wording of the contract, the scope of work, or 
any incorporated documents, vendors must provide the specific language that is being 
proposed in Attachment P. 


10.5 PART III – CONFIDENTIAL FINANCIAL 
10.5.1 Submission Requirements 


10.5.1.1 Confidential financial information must include: 


 A. One (1) original marked “MASTER”; and 


 B. Two (2) identical copy. 


 


10.5.2 Format and Content 


 10.5.2.1 Tab I – Title Page 


 The title page must include the following: 


 


Part III – Confidential Financial Proposal 


RFP Title: Medicaid Managed Care 
Organization Services 


RFP: 1988 


Vendor Name:  







Tab IX: Other Informational Material 


Medicaid Managed Care Organization Services RFP 1988 1053 


Address:  


Proposal Opening 
Date: 


November 15, 2012 


Proposal Opening 
Time: 


2:00 PM 
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10.5.2.2 Tab II – Financial Information and Documentation 


  Dun and Bradstreet Number 


  The completed Attachment H, State of Nevada Registration Substitute IRS Form W-9 


  The last two (2) years and current year interim: 


  1. Profit and Loss Statement 


  2. Balance Statement 


10.6 CONFIDENTIALITY OF PROPOSALS 
10.6.1 As a potential contractor of a public entity, vendors are advised that full disclosure is required by 


law. 


10.6.2 Vendors are required to submit written documentation in accordance with Attachment A, 
Confidentiality and Certification of Indemnification demonstrating the material within the 
proposal marked “confidential” conforms to NRS §333.333, which states “Only specific parts of 
the proposal may be labeled a “trade secret” as defined in NRS §600A.030(5)”.  Not conforming 
to these requirements will cause your proposal to be deemed non-compliant and will not be 
accepted by the State of Nevada. 


10.6.3 Vendors acknowledge that material not marked as “confidential” will become public record upon 
contract award. 


10.6.4 The required CDs must contain the following: 


 10.6.4.1 One (1) “Master” CD with an exact duplicate of the technical and cost proposal 
contents only.  The electronic files must follow the format and content section for the 
technical and cost proposal.  The CD must be packaged in a case and clearly labeled as 
follows: 


 


 


Master CD 


RFP No: 1988 


Vendor Name:  


Contents: Part IA – Technical Proposal 


Part IB – Confidential Technical 


Part II – Cost Proposal 
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10.6.4.2 One (1) “Public Records CD” with the technical and cost proposal contents to be used for 
public records requests.  This CD must not contain any confidential or proprietary information.  
The electronic files must follow the format and content section for the redacted versions of the 
technical and cost proposal.  The CD must be packaged in a case and clearly labeled as 
follows: 


 


Public Records CD 


RFP No: 1988 


Vendor Name:  


Contents: Part IA – Technical Proposal for Public 
Records Request 


Part II – Cost Proposal for Public Records 
Request 


 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


10.6.4.3 One (1) “Confidential Financial Information CD” with the confidential financial information.  
The electronic files must follow the format and content section, “Part III, Confidential Financial”.  
The CD must be packaged in a case and clearly labeled as follows: 


 


Confidential Financial Information CD 


RFP No: 1988 


Vendor 
Name: 


 


Contents: Part III – Confidential Financial 
Information  
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10.6.5 It is the vendor’s responsibility to act in protection of the labeled information and agree to defend 
and indemnify the State of Nevada for honoring such designation.  Failure to label any 
information that is released by the State shall constitute a complete waiver of any and all claims 
for damages caused by release of said information. 


10.7 PROPOSAL PACKAGING 
10.7.1 If the separately sealed technical and cost proposals as well as confidential technical 


information and financial documentation, marked as required, are enclosed in another container 
for mailing purposes, the outermost container must fully describe the contents of the package 
and be clearly marked as follows: 


10.7.2 Vendors are encouraged to utilize the copy/paste feature of word processing software to 
replicate these labels for ease and accuracy of proposal packaging. 


 


Gail Burchett, Purchasing Officer II 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 1988 


PROPOSAL OPENING DATE: November 15, 2012 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Medicaid Managed Care Organization 
Services 


VENDOR’S NAME:  
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10.7.3 Proposals must be received at the address referenced below no later than the date and time 
specified in Section 9, RFP Timeline.  Proposals that do not arrive by proposal opening time and 
date WILL NOT BE ACCEPTED.  Vendors may submit their proposal any time prior to the 
above stated deadline. 


10.7.4 The State will not be held responsible for proposal envelopes mishandled as a result of the 
envelope not being properly prepared.  Facsimile, e-mail or telephone proposals will NOT be 
considered; however, at the State’s discretion, the proposal may be submitted all or in part on 
electronic media, as requested within the RFP document.  Proposal may be modified by 
facsimile, e-mail or written notice provided such notice is received prior to the opening of the 
proposals. 


10.7.5 The technical proposal shall be submitted to the State in a sealed package and be clearly 
marked as follows: 


 


Gail Burchett, Purchasing Officer II 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 1988 


PROPOSAL COMPONENT: PART I A - TECHNICAL 


PROPOSAL OPENING DATE: November 15, 2012 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Medicaid Managed Care Organization 
Services 


VENDOR’S NAME:  


 


10.7.6 If applicable, confidential technical information shall be submitted to the State in a sealed 
package and be clearly marked as follows: 


 


Gail Burchett, Purchasing Officer II 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 
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Carson City, NV  89701 


RFP: 1988 


PROPOSAL COMPONENT: PART I B – CONFIDENTIAL 
TECHNICAL 


PROPOSAL OPENING DATE: November 15, 2012 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Medicaid Managed Care Organization 
Services 


VENDOR’S NAME:  


 


10.7.7 The cost proposal shall be submitted to the State in a sealed package and be clearly marked as 
follows: 


 


Gail Burchett, Purchasing Officer II 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 1988 


PROPOSAL COMPONENT: PART II - COST 


PROPOSAL OPENING DATE: November 15, 2012 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Medicaid Managed Care Organization 
Services 


VENDOR’S NAME:  


 







Tab IX: Other Informational Material 


Medicaid Managed Care Organization Services RFP 1988 1059 


10.7.8 Confidential financial information shall be submitted to the State in a sealed package and be 
clearly marked as follows: 


Gail Burchett, Purchasing Officer II 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 1988 


PROPOSAL COMPONENT: PART III - CONFIDENTIAL FINANCIAL 
INFORMATION 


PROPOSAL OPENING DATE: November 15, 2012 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Medicaid Managed Care Organization 
Services 


VENDOR’S NAME:  


 


10.7.9 The CDs shall be submitted to the State in a sealed package and be clearly marked as follows: 


Gail Burchett, Purchasing Officer II 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


RFP: 1988 


PROPOSAL COMPONENT: CDs 


PROPOSAL OPENING DATE: November 15, 2012 


PROPOSAL OPENING TIME: 2:00 PM 


FOR: Medicaid Managed Care Organization 
Services 


VENDOR’S NAME:  
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CoventryCares of Nevada understands and is willing to comply with the requirements set forth in 
Sections 8  - 10.7.9. 
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Altius Health Plans’ (CoventryCares of Nevada)  
ATTACHMENTS 


Attachment # Attachment Name RFP Related 
Section 


1 Sample Member Handbook 4.4.1.1 
5.1.11.3 A 


2 Program Integrity Plan and related Exhibits 4.13.8.1 
5.1.11.6 C 


3 Job Descriptions of Proposed 5.1.10.1 F 
4 Altius Organization Chart – Proposed 5.1.10.1 F 


5.1.11.8 
5 Emergency Services Policy and Procedure 5.1.11.1 I 
6 Transition of Medical Services Policy and Procedure 5.1.11.2 
7 Sample ID Card 5.1.11.3 A 
8 Sample CoventryCares Provider Contract Templates:  


• Physician/Provider Templates 


• Ancillary Templates 


• Medical Group Templates 


• Letter of Agreement Template 


• Letter of Intent Template 


• Medical Home Template 


5.1.11.4.B 


9 HealthCare USA’s Emergency Department Usage PIP 4.8.6.2 C 
10 Coventry Health Care of Florida’s Improving Adult 


Access To Care PIP 
4.8.6.2 C 


11 Medical Record Review Policy and Procedure 4.8.16.3 
12 Medical Record Review Tool 4.8.16.3 
13 Utilization Management Program Overview 4.8.17.1 
14 Sample Claims Report 5.1.11.6 B 
15 First Recovery Group’s File Handling Policy and 


Procedure 
5.1.11.6 D 


16 Altius Implementation Gantt Chart  5.1.11.9 B 







 
 


Welcome to CoventryCares of Nebraska!  
 
Your decision to join CoventryCares of Nebraska (CoventryCares) 
is an important one for you and your family.  We welcome you.  
We have built a strong network of doctors, hospitals and other 
health care providers. They offer a broad range of services for 
your medical needs. 
 
It is important that you understand how your plan works.  This 
Member Handbook has the information you need to know about 
your CoventryCares benefits. Please take some time to read this 
Handbook.   
 
Our Customer Service Department is ready to answer any 
questions.  Call them at 1-888-784-2693 (TTY: 711), Monday 
through Friday, 8:00 am to 6:00 pm Central Time and 7:00 am to 
5:00 pm Mountain Time.  Call 711 if you have a speech or hearing 
problem and use a TTY. Or find us on the web at 
www.CoventryNebraskaMedicaid.com. 
 
We look forward to serving you and your family. 
 
Sincerely, 


 
Michael Nelson 
Chief Executive Officer    ver: 7/2012 


 
This handbook is available in audio version.  


Please call 1-888-784-2693 (TTY: 711) for a copy. 


Versión española del manual disponible llamando:  
1-888-784-2693 (TTY: 711)  
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Extra CoventryCares Benefits 
 Adult flu shots 
 Routine Adult Immunizations 
 Disease Management Programs 


 Asthma  High risk pregnancy 
 Chronic renal failure  Hypertension 
 Congestive heart failure  Low back pain 
 Coronary artery disease  Multiple sclerosis 
 COPD  Obesity 
 Diabetes  Sickle cell 
 HIV/AIDS  


 
 24/7 Nurse Line 1-877-620-1945 (TTY: 711) 
 Pregnancy Programs: 
 


 Healthy Mom, Happy Baby 
 Portable Crib program 
 After-baby delivery care program 
 Healthy Mom Gift Card program 
 Childbirth education classes 
 High risk pregnancy program 
 Text4baby text messaging program 


 
 Member Advisory Board- This committee allows 


CoventryCares to hear from members about how we can 
better serve you.  For more information, call Customer 
Service at 1-888-784-2693 (TTY: 711) 


 Member ID card 
 The Bear Facts newsletter 
 www.CoventryNebraskaMedicaid.com 
 Preventive health education mailings 
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Doc Bear Club 
Our Doc Bear Club is free to all CoventryCares children. No 
registration is required to be a club member! Benefits are 
automatic and include: 


 Paid membership to Boy Scouts of America 
 Paid membership to Girl Scouts of America  
 Birthday postcard during child’s birthday month 
 The Bear Facts newsletter 


 
Call Customer Service for details about these benefits. 


Transportation 
Do you need a ride to your appointment? 


 
Your transportation benefits are offered through Medicaid. 


  
CoventryCares does not provide non-emergency medical  


transportation. 


 
To schedule a ride, please call AMR/A2C at  


1-855-230-5353  
(TTY: 1-855-230-5354)  


 http://www.nebraskaaccess2care.com 
 


What information do I need to know when I call? 
 The street address including city and zip code of your pick up 


and drop off locations and telephone number 
 If you have a Nebraska Medicaid ID number, please have it 


ready for the AMR Customer Service Representative 
 For minors age12 and under- the name of the adult traveling 


with the child  
 Transportation is available to the provider of choice within 20 


miles radius of your home or the closest available provider. 
 



http://www.nebraskaaccess2care.com/
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Am I eligible to receive transportation? 
Call 1-855-230-5353 to see if you qualify. AMR can check to see if 
you qualify for transportation. 
 
How will I get to my appointment? 
Depending on your needs, AMR can offer you: 
 Mileage reimbursement for another person using their own 


vehicle to drive you to your appointment (examples: family 
member, friend or neighbor) 


 Public transit 
 Commercial vehicle 
 Wheelchair lift equipped vehicle 
 Escort 
 Commercial air, bus and train 
 
When do I have to call? 
You must call at least three (3) business days before your 
appointment. You can schedule a ride up to 30 days before 
your appointment. AMR/A2C may approve transportation that 
extends beyond the initial 30 days in some situations. 
 
What if I can’t give 3 business days notice? 
Urgent medical trips can be requested with less than 3 days’ 
notice. AMR/A2C may check with your doctor to make 
sure the appointment is urgent. 
 
Other Information: 
 If you have scheduled a return ride, your ride will arrive within 


15 minutes after your appointment is over. 
 If your wait is longer than 60 minutes, call 1-855-230-5353, 


select Option 2 and a Customer Service Representative will 
help you.  


 


For transportation services: 1-855-230-5353 
TTY: 1- 855-230-5354 


 







Phương Tiện Chuyên Chở 
 Qúi vị cần phương tiện chuyên chở đến các cuộc hẹn? 


 
Trợ giúp phương tiện chuyên chở được cung cấp thộng qua chương trình Medicaid. 


  
CoventryCares  không cung cấp phương tiện chuyên chở y tế không khẩn cấp.  


 
Đăng ký phương tiện chuyên chở, xin gọi AMR/A2C số:  


1-855-230-5353  
(TTY: 1-855-230-5354)  


 http://www.nebraskaaccess2care.com 
 
 Những thông tin gì tôi cần biết khi gọi lấy hẹn dịch vụ chuyên chở? 
 Địa chỉ nhà, tên đường, thành phố và mã số vùng nơi xe đến đón qúi vị, nơi qúi vị cần 


đến và số điện thoại 
 Cần số thẻ Nebraska Medicaid để cung cấp cho nhân viên dịch vụ khách hàng của AMR 
 Đối với khách hàng từ 12 tuổi trở xuống - cần tên của người lớn đi cùng 
 Phương tiện chuyên chở phục vụ trong vòng bán kính 20 miles kể từ nhà của quí vị đến 


cơ sở y tế theo lựa chọn của qúi vị hay cơ sở y tế gần nhất 
 
Tôi có đủ tiêu chuẩn có dịch vụ chuyên chở? 
Gọi số 1-855-230-5353 để biết qúi vị có đủ tiêu chuẩn hay không. AMR có thể kiểm tra xem 
nếu qúi vị đủ tiêu chuẩn được cung cấp phương tiện chuyên chở hay không. 
 
Làm sao tôi có thể đến được nơi hẹn? 
Tùy vào nhu cầu của qúi vị, AMR có thể cung cấp cho qúi vị: 
 Hoàn phí chuyên chở cho người sử dụng phương tiện cá nhân đưa qúi vị đến cuộc hẹn 


(ví dụ: thành viên trong gia đình, bạn bè, hay láng giềng) 
 Phương tiện chuyên chở công cộng 
 Phương tiện chuyên chở thuơng mại 
 Phương tiện chuyên chở có thiết bị nâng xe lăn 
 Hộ tống 
 Máy bay, xe bus, xe lửa thương mại 
 
Tôi phải gọi lúc nào? 
Qúi vị phải gọi ít nhất 3 ngày làm việc trước ngày qúi vị có cuộc hẹn. Qúi vị có thể gọi trước 
nhiều nhất 30 ngày trước ngày hẹn. Trong vài trường hợp, AMR/A2C có thể chấp thuận 
cung cấp phương tiện chuyên chở vượt qúa giới hạn 30 ngày ban đầu. 
 
Tôi phải làm gì nếu không thể gọi trước ít nhất ba ngày làm việc? 
Phương tiện chuyên chở y tế khẩn cấp có thể gọi để đặt chỗ trong vòng ít hơn ba ngày. 
AMR/A2C có thể liên hệ với bác sĩ của qúi vị để biết chắc cuộc hẹn của qúi vị là khẩn cấp. 
 
Các thông tin khác: 
 Nếu qúi vị đã có lịch hẹn phương tiện chuyên chở cho chuyến về, xe sẽ đến đón quí vị 


trong vòng 15 phút sau khi bạn xong cuộc hẹn. 
 Nếu qúi vị đợi lâu hơn 60 phút, hãy gọi:1-855-230-5353, Lựa Chọn 2, một nhân viên 


dịch vụ khách hàng sẽ giúp qúi vị.  
 


Cần phương tiện chuyên chở, gọi số: 1- 855-230-5353 
Người khiếm thính, gọi số: 1- 855-230-5354 







Tранспортные перевозки 
Вам нужен транспорт для поездки в госпиталь? 
Ваши бенефиты на возможность пользоваться транспортом предложены через программу 
 Medicaid. 
CoventryCares Не предоставляет транспорт для несрочных поездок . 
  
Что бы заказать транспорт,пожалуйста звоните AMR/A2C по телефону 
2333  
TT: 233  
http://www.nebraskaaccess2care.com 
Какую информацию нужно предоставить когда я звоню? 
· Ваш домашний адрес включая эрию код ,пункт с которого вас нужно забрать и пункт 
куда вы едите .Так же вам нужно указать номер вашего телефона. 
· Если у вас есть номер вашей Nebraska Medicaid карточки, пожалуйста имейте при себе 
для нашего AMR сотрудника . Для детей 12 лет и младше нужно сообщить полное имя 
человека который бедет сопровождать его. 
· Транспортное средство может быть использовано не больше чем 20 километров в 
радиусе от вашего дома или на меньшие дистанции.. 
Имею ли я право на пользованием транспорта? 
воните 1552305353 чтобы увидеть, если вы имеете право. AMR проверит если вы 
подходите по необходимым критериям. 
Как я поеду на приём в госпиталь? 
Это зависит от ваших нужд/потребностей, AMR может предложить вам следующее: 
· Оплата за километраж другому человеку, который использует свой транспорт для 
примера: ( этим человеком пожет являться ваш друг, сосед , родственник, знакомый) 
,который доставит вас на приём в госпиталь. 
· Комерческий транспорт 
· Креслоколяскы оборудованная подемом  
· Комерчиский автобус или поезд  
· Другие виды транспортных средств 
Когда нужно звонить? 
Вы должны позвонить по крайней мере за (3) рабочих дня до вашего приёма к доктору. 
Вы можете запланировать езду также за 30 дней раньше. 
MR/A2C может одобрить перевозку которая привышает больше чем 30 дней до вашего 
визита к доктору в некоторых ситуациях это допустимо. 
Что если я не смогу уведомить за 3 рабочих дня? 
Срочная медицинская поездка может быть заказана раньше чем за 3 дня ,.AMR/A2C 
проверит у доктора если ваш визит дребует срочного лечения или внимания  
Дополнительная информация : 
· Если вы заказали транспорт ,который вас должен доставить дoмой ,то это займёт 
примерно 15 минут после окончания вашего медицинского визита.  
· Если ваше ожидание превышает больше чем 0 минут то звоните 1552305353, 
нажмите 2 и оператор будет рад помочь вам.  
Для сервиса транспортных перевозок звоните: 1 552305353 
: 1 55230535 
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Definitions 
Action: Something you may Appeal such as:   
 Denial or limited Authorization of a requested service, 


including the type or level of service 
 Reduction, suspension or termination of a previously 


authorized service 
 Denial, in whole or in part, of payment for a service 
 Failure to provide services in a timely manner, as defined by 


the State 
 Failure of an MCO to act within specified timeframes 


 


Adult:  A Member who is age 21 or older. 
 


Appeal: A request for review of an Action. 
 


Authorization/Pre-Authorization: Also called precertify. Approval 
by the plan that is needed before certain services are provided so 
that the plan will pay for the services. 
 


Benefit Year (State): July 1 through June 30. 
 


Child/Children:  A Member(s) who is under age 21. 
 


Cosmetic Services and Surgery:  Services and surgery that are 
mainly to improve your looks.  Cosmetic services and surgery do 
not help your body work better or keep you from getting sick. 
 


CoventryCares of Nebraska (CoventryCares) Provider/ 
Participating Provider:  A doctor, hospital, or other licensed 
institution or health professional, such as a nurse midwife who has 
directly or indirectly signed a contract with CoventryCares to be 
part of its CoventryCares network.  These providers are also 
called participating providers.  The provider directory will list these 
CoventryCares providers.  This is also known as an in-network 
provider.  In-Network Provider: A health care provider who is in 
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CoventryCares of Nebraska’s provider network.  Out-of-Network 
Provider: A health care provider who is not in CoventryCares of 
Nebraska’s provider network.  The list can change and is 
available by calling Customer Service or visiting our website 
at www.CoventryNebraskaMedicaid.com. 
 


Covered Services (Covered Care):  The medical care, services 
or supplies, which CoventryCares will pay.  This care is described 
in this Handbook. 
 


Customer Service Department:  The CoventryCares staff who 
answer questions about your CoventryCares benefits.  The toll 
free numbers are 1-888-784-2693 (TTY: 711).  Staff members are 
available Monday through Friday from 8:00 am to 6:00 pm Central 
Time and 7:00 to 5:00 Mountain Time, except holidays. 
 


Dependent:  Any person in a Member’s family: 
 Who is eligible to be covered under this Handbook and; 
 Who is enrolled in the CoventryCares program. 


 


DHHS: Nebraska Department of Health and Human Services. 
 


Disenrollment: (1) A change in the status of a client from being 
enrolled with a specific health plan or PCP to being enrolled with a 
different health plan or PCP; OR (2) A change from being allowed 
to participate in Managed Care to not being allowed. 
 


Early and Periodic Screening, Diagnosis and Treatment 
(EPSDT): A program of preventive health care and well-child 
check-ups with age-appropriate tests and shots. 
 


Emergency Medical Condition:  A medical condition (including 
emergency labor and delivery) manifesting itself by acute 
symptoms of sufficient severity (including severe pain) where the 
absence of immediate medical attention could reasonably be 
expected to result in: 


 Serious jeopardy to the patient's health or the health of a 
woman and her unborn child; 


 Serious impairment to bodily functions;  
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 Serious dysfunction of any bodily organ or part. 
 
Emergency Services: Covered inpatient or outpatient services 
that are furnished by a qualified Medicaid provider and are needed 
to evaluate and stabilize an emergency medical condition.   
 


Enrollment Broker (EB): A company the State contracts with to 
assist Members with choosing a health plan and PCP, and who 
does other enrollment activities. 
 


Experimental or Investigational: A service, supply, equipment, 
drug or procedure is experimental or investigational if one or more 
of the following are met: 
 Any drug not approved for use by the Food and Drug 


Administration (FDA); any drug that is classified as IND 
(investigational new drug) by the FDA; any drug where pre-
authorization is requested that is proposed for off-label use, 
except as otherwise required by state law; 


 Any service, supply, equipment, drug or procedure that is 
subject to the review and/or approval of our corporate medical 
management team; 


 Any service, supply, equipment, drug or procedure that is the 
subject of a clinical trial that meets criteria for Phase I or II, as 
set forth by FDA regulations, or Phase III approved for the 
treatment of cancer by the National Institute of Health; or 


 Any service, supply, equipment, drug or procedure that is 
considered not to have demonstrated value based on clinical 
evidence reported by peer-reviewed medical literature and by 
generally recognized academic experts. 


 
Family Planning Services: Family planning services help you  
plan your family size. Services include the information on birth 
control methods. 
 


Grievance: A way for you to let us know you are unhappy about 
any matter other than an “Action”.  
 


Immunization A medicine that helps the body fight disease. 
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Managed Care Organization (MCO):  The health plan providing 
your Medicaid benefits. 
 


Medical Home:   Your Primary Care Provider (PCP) is your 
Medical Home.  A Medical Home helps make sure you get the 
right medical care when you need it.   Care is given by a provider 
who knows you and your health needs.   
 


Medically Needed/Medical Necessity:  Health care services and 
supplies which are medically appropriate and - 
 Necessary to meet the basic health needs of the Member; 
 Delivered in the most cost-efficient manner and type of setting 


appropriate for the delivery of the covered service; 
 Consistent in type, frequency, duration of treatment with 


scientifically based guidelines of national medical, research, or 
health care coverage organization or governmental agencies; 


 Consistent with the diagnosis of the condition; 
 Required for means other than convenience of the client or his 


or her doctor; 
 No more intrusive or restrictive than necessary to provide a 


proper balance of safety, effectiveness, and efficiency; 
 Of demonstrated value; and  
 At a level that is no more intense than can be safely provided. 
 


The fact that the doctor has performed or prescribed a procedure 
or treatment or the fact that it may be the only treatment for a 
particular injury, sickness, or mental illness does not mean it is 
covered.  Services and supplies which do not meet the definition 
of Medical Necessity are not covered. 
 
Member:  Any person who gets services from the Department of 
Health and Human Services (DHHS) and who has CoventryCares 
coverage. 
 
Member Handbook (Handbook): 
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This book as well as any amendment, or related document sent 
together with this book, that tells you about your coverage and 
your rights. 
 
Post-Stabilization Care:  Medically needed care a Member gets 
after an emergency condition has been controlled. 
 
Primary Care Provider (PCP):   A health care provider you 
choose or assigned by CoventryCares to give your main health 
care. (i.e. General Practice, Family Practice, Pediatrician, Internal, 
OB/GYN, Physician Assistant  and Nurse Practitioner) 
 
Prudent Layperson:  A person who does not have medical 
training, but who uses his or her practical experience to make a 
decision regarding whether or not emergency medical treatment is 
needed.  A prudent layperson will be considered to have acted 
reasonably if another layperson would have made the same 
decision in the same situation.  
 
Service Area:  The geographic area where you can get care 
under the CoventryCares program. 
 
Specialty Care Doctor/Specialist:  A doctor who gives health 
care to Members within his or her range of specialty.  For the 
purposes of this Handbook, a specialty care doctor does not mean 
an OB/GYN since an OB/GYN is a PCP. 
 
Urgent Care:  Medically needed care for an unexpected illness or 
injury for which you need services sooner than you could get in to 
see your doctor, but the situation is not serious enough for you to 
go to an emergency room. 
 
You/Your:  Refers to a Member. 
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About Your Coverage 
If you need to contact someone about your CoventryCares 
coverage, please contact: 
 


CoventryCares of Nebraska 
Customer Service Department 


PO Box 7810 
London, Kentucky  40742 


1-888-784-2693     (TTY: 711) 
 


If you have a medical question, our 24-Hour Nurse Line 1-877-
620-1945 (TTY: 711) can answer your medical questions 24 hours 
a day, seven days a week.  They can answer questions about 
your symptoms and what you should do. 
 


Please make sure you read and understand the Grievance 
procedure in this Handbook. Please read it before taking any other 
action.  Below are the addresses and telephone numbers for 
complaints/Grievances and Appeals:  
 
 


Complaints / Grievances 
CoventryCares of Nebraska 


Customer Service Department 
P.O. Box 7810 


London, Kentucky 40742 
1-888-784-2693 (TTY:711) 


 


Appeals 
CoventryCares of Nebraska 


Appeals Coordinator 
15950 West Dodge Road 
Omaha, Nebraska 68118 


1-800-471-0240 (TTY:711) 
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Your Rights and Responsibilities 
As a Member of CoventryCares, you have the right to: 
 
 Choose a Primary Care Provider (PCP) as your Medical 


Home. 
 Be treated with respect, dignity and privacy. 
 Be free from any form of restraint or seclusion used as means 


of coercion, discipline, convenience or retaliation. 
 Appropriate medical treatment with dignity and without regard 


to race, ethnicity, national origin, religion, sex, age, mental or 
physical disability, sexual orientation, genetic information or 
source of payment. 


 Have your personal information kept private. (See Notice of 
Privacy Practices). 


 Seek advice and help. 
 Receive medically appropriate services. 
 Give suggestions about our Members’ rights and 


responsibilities policy. 
 Additional information upon request about the structure and 


operation of CoventryCares of Nebraska. 
 Additional information upon request about physician incentive 


plans, if applicable. 
 Work with providers to make decisions about your health, you 


may refuse treatment. 
 Get information about your health, your PCP, CoventryCares 


providers and services and Members’ rights and 
responsibilities, annually. 


 Talk about all treatments for your condition in spite of cost or 
benefits. The information should be easy to understand. 


 Understand your diagnosis, treatment and prognosis. 
 Get the correct treatment quickly for physical and emotional 


problems. 
 Guidance for more medical care if your health care coverage 


ends. 
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 Get a copy of your medical records. Ask for corrections if 
needed. 


 Voice complaints about CoventryCares and services you get. 
 Find out how your provider is paid. 
 Join in decisions about care. Refuse treatment if you want. 
 Get information about changes in benefits at least 30 days 


before the change. 
 Ask for an emergency transfer from your PCP if your health or 


safety are in danger. 
 Get all information in a way that is easy to understand such as 


enrollment notices, informational materials, instructional 
materials and treatment options.  


 Have managed care and health plan materials explained if you 
do not understand. 


 Get a full description of your disenrollment rights at least once 
a year. 


 Get free translation services if needed. 
 Get services that are correct. They should not be denied or 


reduced because of your diagnosis, type of illness or medical 
condition. 


 Exercise your rights. It will not affect the way CoventryCares, 
our providers or the State agency treats you. 


 
Your responsibilities as a CoventryCares Member are to: 
 
 Call ACCESSNebraska if your family size changes. 
 Call ACCESSNebraska with changes to your name, address 


or telephone number. 
 Treat CoventryCares staff and your health care providers with 


respect and dignity. 
 Call Customer Service if you lose your CoventryCares 


Member ID card or if it is stolen. 
 Carry your Member ID card with you at all times. Show your 


Member ID card when you get services. 
 Keep all appointments. Cancel appointments 24 hours ahead 


if you cannot keep them. 
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 Get medical care from in-network providers. This does not 
include care for family planning or for emergencies, which may 
be provided by out-of-network Providers. 


 Follow your PCP orders on how to stay healthy, get the 
needed shots for you or your Children and know what care to 
get for your medical conditions. 


 Use the emergency department for emergencies only. 
 Give our staff information that we need to care for you. 
 Understand what medicine to take. 
 Follow your provider’s orders. 
 Understand your health condition. Share in the decisions for 


your health care. 
 Give us feedback about your health rights and responsibilities. 


 


You have a responsibility to follow CoventryCares rules. 
CoventryCares may ask you to be disenrolled if you do not follow 
the rules. Our Member Rights and Responsibilities statement is 
updated each year. For more information on rights and 
responsibilities, call Customer Service at 1-888-784-2693 (TTY: 
711). CoventryCares does not take Action against Members who 
exercise their rights.  


Access to Care 


You have a right to be seen by a doctor within certain timeframes. 
The timeframes depend upon the type of appointment you need, 
and where you live.  Please call Customer Service if you have a 
problem scheduling any appointment, or cannot be seen within 
these timeframes: 
 
The timeframes below apply if you live in Douglas, Sarpy, 
Lancaster, Washington, Cass, Seward, Gage, Otoe, Saunders, 
or Dodge County. 
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Primary Care Provider (PCP)  
Emergency 24 hours per day, 7 days per 


week 
Medically Necessary Same day 
Urgent care 2 calendar days 
Routine 14 working days 
 
Specialist  
Medically Necessary 2 working days 
Urgent care 3 working days 
Routine 30 working days 
 
Pregnancy care  
First trimester 14 working days 
Second trimester 7 working days 
Third trimester (high risk) 3 working days 
 
The timelines below apply if you live in any other county in 
Nebraska. 
Primary Care Provider (PCP)  
Emergency 24 hours per day, 7 days per 


week 
Urgent care 2 calendar days 
Routine 14 working days 
 
Specialist  
Routine 30 working days 
 
Pregnancy care  
First trimester 14 working days 
Second trimester 7 working days 
Third trimester (high risk) 3 working days 
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Advance Directives 
An advance directive is a statement you make about the medical 
care you would like before you need the care. There are different 
types of advance directives:  


 Living Wills - a written statement describing the type of life 
support you want or do not want if you become very sick or 
are suffering from a terminal illness.   


 Durable Power of Attorney for health care - a document 
you sign in which you name another person to make your 
medical decisions for you if you are medically or mentally 
unable to do so.  


 


In order to sign a Living Will or a Durable Power of Attorney for 
health care, you must be at least 19 years old and competent. If 
younger than 19, you must be either married or divorced, and 
competent.  
 
Nebraska law recognizes both Living Wills and Durable Powers of 
Attorney for health care.  CoventryCares will tell you if the law 
changes within 90 days of the change. 
 


Your health care provider or CoventryCares case manager will 
help you write down your wishes or make a copy of your written 
wishes if you have already written them.  These wishes or 
advance directives will be made a part of your medical records.  
You may change your mind at any time by putting your change in 
writing.  To request information from a CoventryCares case 
manager please call 1-888-784-2693 (TTY:711) 
 


You should tell your doctor or other health care provider if you 
have certain moral and/or religious beliefs that would stop you 
from making advance directives.  Your doctor or other health care 
provider will write down your objections to making advance 
directives and will make this a part of your medical records. 
 


CoventryCares supports your right to have advance directives and 
to have your instructions followed by your health care providers.  If 
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you have concerns about a provider not following your wishes, 
you may file a complaint with the State survey and certification 
agency: 


 
Survey and Certification 


Department of Regulation and Licensure 
Nebraska Department of Health and Human Services 


301 Centennial Mall South 
PO Box 94986 


Lincoln, NE 68509-4986 


Benefits Available from the State 
Some services are covered by the State of Nebraska. Please call 
the numbers below to learn how to receive these benefits: 
 Dental:  


o 1-877-255-3092  
o You may need to pay up to $3 copay for services 


 Mental Health and Substance Abuse: 
o 1-800-424-0333 
o You may have a $2 copay for these services 


 Pharmacy (except birth control) 
o 1-877-255-3092 
o You may have a $2 copay for generic drugs or $3 


copay for brand-name drugs. 
 Nursing Facility Long Term Care 


o ACCESSNebraska at 1-800-383-4278 or 
www.ACCESSNebraska.ne.gov 


 HCBS Waiver Services 
o ACCESSNebraska at 1-800-383-4278 or 


www.ACCESSNebraska.ne.gov 
 Hospice 


o ACCESSNebraska at 1-800-383-4278 or 
www.ACCESSNebraska.ne.gov 


 



http://www.accessnebraska.ne.gov/

http://www.accessnebraska.ne.gov/

http://www.accessnebraska.ne.gov/





25 


 
 
 
 


For rides to medical, dental, mental health/substance abuse and 
pharmacy services, please call AMR/A2C at 1-855-230-5353 
(TTY: 1-855-230-5354). 


Customer Service 
Our Customer Service staff are here to help you. They: 


 Explain how CoventryCares works 
 Help you find a doctor 
 Explain your rights and responsibilities 
 Explain your benefits 
 Help you get appointments and transportation to medical 


visits 
 Respond quickly to your questions 


 
Please call Customer Service when you need help at:1-888-784-
2693 (TTY: 711) 


Web Service 
You can find CoventryCares information and health related 
education material on the web.  
 
Go to www.CoventryNebraskaMedicaid.com 
 
On the website you will find information about: 


 Benefits and Services 
 How to use your benefits 
 Your rights and responsibilities 
 Special Programs 
 Doc Bear Club for kids 
 Providers 
 Health related topics for adults, adolescents and children 



http://www.coventrynebraskamedicaid.com/
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Enrollment 
Nebraska’s Medicaid Enrollment Center and CoventryCares help 
you sign up with an In-Network Provider. This is so you have a 
Medical Home for all your health care needs. CoventryCares also 
works with Nebraska Medicaid if there are any problems with 
enrollment. 
 
CoventryCares accepts all eligible Members. CoventryCares does 
not treat Members differently because of their: 
 Health or need for health care 
 Race, ethnicity, national origin, religion, sex, age, mental or 


physical disability, sexual orientation, genetic information or 
source of payment. 


ID Cards 
Each Member receives his or her own CoventryCares Member ID 
card. You need this to get most health services. You must carry 
this card with you at all times. Make sure to keep your card in a 
safe place. You will not receive a new card each month.  The 
State will also send you a card called the Medicaid Identification 
Card. Please keep both your CoventryCares and State ID card 
with you at all times.  
 
Your CoventryCares Member ID card will include:  
 Member ID number 
 Your name 
 Your PCP’s name and telephone number 
 Your CoventryCares effective date 
 Your State Medicaid ID number 


 
Your ID card shows the date you can start using your card and 
getting care from CoventryCares of Nebraska. You cannot get 
services through CoventryCares before this date.  
 







If you need another ID card, please call Customer Service at 1-
888-784-2693 (TTY: 711). We send new cards when:  
 


 You change or correct the spelling of a name 
 Your card is lost or stolen 
 You add a new Member to your family 
 You change your PCP 


 
Your card will look like this:  


 


Causes for Disenrollment 
You may ask to leave a health plan: 


For cause, at any time, for things like: 
 Poor medical quality of care 
 Lack of access to covered medical services 
 Lack of access to medical providers 
 
To request to be disenrolled with cause, call the Medicaid 
Enrollment Center at 1-888-255-2605 or write to them at: 
 


The Medicaid Enrollment Center 
4600 Valley Road, Suite 300 


Lincoln, NE  68510 
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You may disenroll, without cause, for the following reasons: 
 For any reason in the first 90 days of being a health plan 


Member or after the State sends you a Notice of Enrollment, 
whichever is later  


 For any reason once every 12 months after your first 90 days 
of enrollment 


 If you miss annual disenrollment because you are 
automatically re-enrolled. This is caused by temporarily losing 
Medicaid 


 When the State imposes intermediate sanctions on your health 
plan 


Case Management/ 
Disease Management 


You may have an ongoing illness, a history of health problems or 
problems following CoventryCares of Nebraska’s rules for getting 
health care. CoventryCares wants to work with you and your 
doctor to meet your health care needs.   
 
Case Management helps you get the best care in the best way 
possible.  Our nurses can help you make appointments. 
CoventryCares will follow state guidelines or nationally recognized 
guidelines for any care proposed.   
 
CoventryCares has special programs to provide information for 
members with:  
 Asthma  High risk pregnancy 
 Chronic renal failure  Hypertension 
 Congestive heart failure  Low back pain 
 Coronary artery disease  Multiple sclerosis 
 COPD  Obesity 
 Diabetes  Sickle cell 
 HIV/AIDS  
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These Disease Management programs help you take good care of 
yourself. 
 
Call us if you need Disease Management or Case Management 
services. Call us if you have special health care needs. If you 
have any questions about Case Management or Disease 
Management, call Customer Service at 1-888-784-2693; (TTY: 
711).  Tell Customer Service you want to speak to a Case 
Manager or Disease Manager. 
 
If you do not want Disease Management or Case Management 
services, call Customer Service at 1-888-784-2693 (TTY: 711). 


Health Survey 
Every new CoventryCares member will get a health survey call 
from CoventryCares of Nebraska. During this call you will be 
asked health questions. These questions will help us better serve 
you. Your answers are private.  
 
Our nurses use this information to provide you with health related 
education. This education material may be about a specific 
condition that you have. It may be general information in our 
quarterly Bear Facts newsletter. You may also get a call from a 
CoventryCares nurse. The goal of these materials and calls is to 
help you stay healthy.  


Nurse Line 
CoventryCares offers a free nurse advice service. You can call 1-
877-620-1945 and speak to a nurse 24 hours per day 7 days per 
week.  
 
Nurses can answer questions when you or an enrolled family 
member is sick, hurt, or you need medical advice. They can also 
help you decide whether to treat your problem at home, see your 
doctor, go to the urgent care center, or emergency room.   
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The nurse will: 
 Ask you about your problem 
 Help you decide what to do  
 Tell you what can be done at home to help you be more 


comfortable 
 The nurse may even call you back to see how you are 


feeling 


Changes You Need to Report 
You could lose your coverage if the State cannot contact you. If 
we do not know where you live, you will miss important 
information about your coverage.  
 
If you move or change your phone number, please report your 
new information to ACCESSNebraska at 1-800-383-4278 or go to 
www.ACCESSNebraska.ne.gov. Then call CoventryCares at 1-
888-784-2693 (TTY: 711). Please make sure you read all mail and 
return any phone messages from the State and CoventryCares of 
Nebraska.  


Choosing and Changing Your 
Primary Care Provider (PCP) 


You must choose a PCP. If you do not, one is chosen for you. 
Your PCP will manage your health care. You may choose a 
women’s health specialist as your Primary Care Provider. You can 
change your PCP by calling CoventryCares at 1-888-784-2693 
(TTY: 711).  You may ask for a specialist as your PCP if you have 
a chronic illness. If you need a free Provider Directory, call 
Customer Service at 1-888-784-2693 (TTY: 711) and we will mail 
one to you. Or, get one from our website at 
www.CoventryNebraskaMedicaid.com. 



http://www.accessnebraska.ne.gov/

http://www.coventrynebraskamedicaid.com/
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Communication/ Translation Services  
We want to make sure you understand your benefits. Customer 
Service can help if you: 
 Have problems hearing– 1-888-784-2693 (TTY: 711) 
 Have problems seeing–other format available 
 Have problems reading–other format or interpreters available 
 Do not speak English–translated materials in Spanish are 


available 
CoventryCares of Nebraska: 
1-888-784-2693 (TTY: 711) 


 
If you do not understand English, please call 1-888-784-2693 
(TTY: 711) and we will provide the information about your benefits 
to you in a language you can understand. We can also help you 
communicate with your doctor. This service is free. 
 
Si usted no entiende Inglés, por favor llame al: 1-888-784-2693 y 
nosotros le proveeremos la información acerca de sus beneficios 
en español. También podemos ayudarle a comunicarse con su 
médico. Este servicio es gratuito 


Do You Have Other Insurance? 
You must tell the State or CoventryCares immediately if you have 
any other insurance. Call CoventryCares at 1-888-784-2693 (TTY: 
711) with the insurance information. 
 
You must tell CoventryCares if you have been in an accident, hurt 
at work, or have had anything happen that may have caused you 
to get medical care that someone else may be responsible to pay.  


Direct Access 
You can get  


 Emergency Services  
 Family Planning 
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 Sexually Transmitted Disease Services   
from out-of-network providers without pre-authorization from 
CoventryCares of Nebraska.  If you are a Native American, you 
can receive services from a tribal clinic or Indian Health Services 
without pre-authorization. If you have a chronic or severe illness, 
like HIV/AIDS, CoventryCares encourages you to talk with your 
PCP about all your care. You can go to any provider without a 
referral. Some services may require pre-authorization. You can 
see a women’s health specialist as your PCP.  


Emergency and Urgent Care 
When an unexpected illness or injury occurs that could cause 
serious harm to you or your unborn child, your first choice should 
be your Primary Care Provider (PCP).  When this is not possible, 
there are other choices for care.  It is important to recognize a true 
medical emergency and be familiar with other choices. 
 
What should I do for medical care that is urgent, but not an 
emergency? 
Call your PCP.  Your PCP will have phone coverage 24 hours a 
day, 7 days a week.  Your PCP will give you advice on what to do 
about your condition.  You do not need permission from anyone to 
go to the Emergency Room.  You can also call our 24-Hour Nurse 
Line at 1-877-620-1945 (TTY: 711). 
 
Urgent Care 
Urgent Care is for an unexpected illness or injury, which is not life-
threatening but requires fast medical attention.  After-hours care 
facilities are available in some areas for medical conditions not 
considered a medical emergency.  Examples include: 
 
 Most broken bones  Sprains 
 Minor cuts or burns  Mild to moderate bleeding 
 
Examples of conditions that are not usually Urgent or Emergency 
care: 
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 Colds and flu  Sore throat 
 Sinus congestion  Rash 
 Headaches  
 
 
 
 
Medical Emergency 
A medical emergency is a serious medical condition resulting from 
an injury or illness. Emergencies arise suddenly and 
unexpectedly. They require immediate care and treatment to avoid 
placing your health in serious harm.  Examples are: 
 
 Chest pain  Trouble breathing 
 Unconsciousness (blacking 


out) 
 Sudden onset of severe 


pain 
 Poisoning  Convulsions or seizures 
 Severe cuts or burns  Severe or unusual bleeding 
 A serious accident  Any vaginal bleeding in 


pregnancy 
 
What should I do in an emergency? 
 Go immediately to the nearest emergency room at the 


nearest hospital. 
 If you need help getting to an emergency room fast, use a 


telephone and dial the numbers 911 to reach the Emergency 
Telephone System. 911 calls are answered 6 to12 seconds 
after you call. In some cases, there is about 5 to 6 seconds 
of silence before you hear someone answer. Do not hang 
up. If you do not speak English, it is important you tell the 
operator what language you speak. The 911 operator must 
ask some questions to understand your situation and where 
it is happening. Stay on the telephone for as long as you can 
so the operator can get you help. 


 The Nebraska Regional Poison Center telephone number is:  
o 1-800-222-1222 
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 Make an appointment with your PCP for follow-up care. 
 
If you have an emergency medical condition, you are not 
responsible for payment of later screenings and treatment needed 
to detect or stabilize the specific condition. If these services are 
requested and CoventryCares does not respond within 1 hour, 
cannot be reached, or CoventryCares and the physician treating 
you cannot reach agreement about your care, CoventryCares will 
pay for the services.  For services not pre-approved, 
CoventryCares will stop paying once your doctor assumes your 
care, transfers you to another place of service, CoventryCares 
and the treating doctor reach agreement about your care, or you 
are discharged. The attending emergency doctor, or the provider 
treating you, is responsible for determining when you are 
stabilized enough to transfer or discharge. CoventryCares pays for 
services utilized to diagnose or treat a medical emergency. 


Family Planning and 
Treatment for STDs 


These services are kept private. You may go to a CoventryCares 
provider or any Medicaid provider for family planning services. 
You may go to a CoventryCares provider or any Medicaid provider 
for treatment of a sexually transmitted disease (STD). You do not 
need to ask CoventryCares first.  CoventryCares pays for these 
services. 


Foreign Languages Spoken at 
Provider Offices 


If you speak a language other than English, please check our 
Provider Directory for a provider who speaks your language.  If 
you need a free Provider Directory, call Customer Service at 1-
888-784-2693 (TTY: 711) and we will mail one to you.  Or, go to 
www.CoventryNebraskaMedicaid.com for a provider list. You can 
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also use the Provider Search on our Website for the most up-to-
date provider information. Interpretation services are free. 


How Do I Get Health Care Services? 
Your Primacy Care Provider (PCP) provides all of your regular 


medical care. This is your Medical Home.  
Your PCP is on your ID card. 


 
You may get a Provider Directory free of charge. Call Customer 
Service at 1-888-784-2693 (TTY: 711) and we will mail one to you. 
You can also get a directory or search for a doctor on our website 
at www.CoventryNebraskaMedicaid.com.  
 
Then, make an appointment with your PCP. If you need help 
making an appointment, call Customer Service at 1-888-784-2693 
(TTY: 711) and we can help you. We can also help you schedule 
a ride to your medical appointments. 


 
Your PCP must see you within 14 days when you call for a regular 
health care appointment. Call 1-888-784-2693 (TTY: 711) if you 
need help. If you are pregnant, you have the right to see a health 
care provider sooner. In the first six months of pregnancy, you 
must be seen within seven days of calling for an appointment. In 
the last three months of your pregnancy, you must be seen within 
three days of calling for an appointment. 


Medical Help Away From Home 
We will pay for non-emergency care out of the area only if: 


 You call your PCP first and he or she says that it is 
important that you get care before you return home. 


 The doctor you see agrees to accept Nebraska Medicaid 
payment and they are a Nebraska Medicaid provider. 


 
Your PCP must then call CoventryCares to get approval.  If you do 
not speak to your PCP before you get non-emergency care when 
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you are away from home, you may have to pay for the care 
yourself.  If you cannot reach your PCP, please call Customer 
Service.   
 
This means if you or your family Members are out of town and 
need non-emergency care, CoventryCares will pay only if you get 
approval from CoventryCares first.   
 
If you need emergency care when you are out of town, go 
immediately to the Emergency Room (ER) at the nearest hospital.  
Call your PCP as soon as you can.   


Notice of Changes 
CoventryCares mails you notices about any changes at least 30 
days before benefits or our operations change. CoventryCares 
tells you at least 15 days in advance if your health care provider 
leaves our network. If your Nebraska Medicaid Managed Care 
benefits change or end, you are notified in writing. You may also 
call Customer Service at 1-888-784-2693 (TTY:711) about benefit 
changes.  


Out-of-Network Providers 
If CoventryCares cannot provide necessary, covered services for 
you in-network, we cover them out-of-network. We cover the 
services until we can provide them in-network. You must get 
permission to go out-of-network for all services except 
emergencies, family planning, and Indian Health Services. 


Second Opinion 
You may want a second opinion about an illness or surgery to 
confirm the treatment or care your doctor says you need.  Contact 
your doctor or CoventryCares Customer Service at 
1-888-784-2693 (TTY: 711) for help to get a second opinion.  
There is no cost to you for the second opinion from a 
CoventryCares provider. Second opinions from an out-of-network 
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provider require pre-authorization from CoventryCares of 
Nebraska. 


Telehealth Services 
CoventryCares may cover certain telehealth services.  
CoventryCares will direct to you to a provider that will be able to 
provide this service.  Call CoventryCares Customer Service at 1-
888-784-2693 (TTY: 711). 


What is a Primary Care Provider 
(PCP)? 


Your PCP is your Medical Home.  Your Primary Care Provider 
(PCP) takes care of all your main health care needs. If you have a 
new PCP, call your PCP and make an appointment, even if you 
are not sick. You can get to know each other. Your PCP will learn 
about your health to prevent or detect future illness.  
 
Your PCP is available 24 hours a day, 7 days a week. This 
includes holidays and weekends.  Your PCP’s phone number is 
on your CoventryCares Member ID card.  If you need care after 
the office closes, call the PCP’s office to find out how to get care 
after hours.  If it is not an emergency, leave a message.  If you still 
cannot reach your PCP, you may call the CoventryCares of 
Nebraska’s 24-Hour Nurse Line at 1-877-620-1945 (TTY: 711).   


What if I Need a Specialist? 
Your PCP arranges for services with specialists. He/she may give 
you a prescription or a note with the reason for your visit. Be sure 
to give this to the specialist. You do not need a referral form.  
 
Always check with your PCP before you get care from a specialist. 
You must see doctors in the CoventryCares provider network (in-
network) for all services other than emergency services and Indian 
Health Services, Family Planning. CoventryCares of Nebraska’s 
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pre-authorization department must approve all care from out-of-
network specialists.  
 
If you have a special health condition, you may ask your specialist 
to act as your PCP.  You or your provider should contact 
Customer Service at 1-888-784-2693 (TTY: 711) to make this 
request.  The provider must agree to be your PCP.  
 
You can get regular well woman OB/GYN care without seeing 
your PCP first. But you must get the services from an in-network 
provider. You may get Family Planning services from any 
Medicaid participating Family Planning provider. You do not need 
a referral from CoventryCares or your PCP.  


Wellness Care for Adults 
It is important to see your Primary Care Provider (PCP) for an 
annual physical.  The purpose of an annual physical is to receive 
a physical exam and preventive screenings that may find health 
problems early.  Annual physicals and preventive screenings are 
important because you may look healthy and feel well and still 
have a health problem. 
 
If you are pregnant, you should see your provider at once for 
prenatal care. You should not smoke, drink alcohol, or take any 
drugs not prescribed by your PCP.  It is unhealthy for you and 
your baby.  
 
We can help you stay healthy through preventive services such 
as: 


 Routine physicals every 12 months 
 Preventive screenings such as pap smears, mammograms 


and colonoscopies 
 Family Planning services 


 
You should set up an appointment for a physical with your PCP 
each year. 







Wellness Care for Children 
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 
is a special health program that covers health screening and 
treatment for Members age 20 and younger.  The EPSDT 
program provides regularly scheduled health checkups with tests 
and shots that are right for your age. It also provides care for any 
health problems found during an EPSDT checkup.  Routine 
EPSDT checkups are a good way to keep your child healthy.  The 
purpose of the EPSDT checkup is to find and treat childhood 
health problems early.  Regular EPSDT checkups are important 
because some Child/children may look healthy and feel well and 
still have a health problem. 
 


The EPSDT checkups include: 
 Health history and physical exam, including school and 


sports physicals 
 Hearing, vision and dental screening 
 Necessary lab tests, including lead screenings 
 Immunizations to help prevent illness, and 
 Health education 


You should set up an appointment for your child's health check 
with their PCP. 
 
Well-Child Visits 
Children should get checkups regularly.  The first well-child visit 
will be in the hospital when your baby is born.  You must set up a 
well-visit with your child’s PCP when the child is:  
 
 
 
 
 
 
 
You should set up an annual well-child visit with your child’s PCP 
beginning at the age of 3. 


3-5 days old 12 months old
1 month old 15 months old
2 months old 18 months old
4 months old 24 months old
6 months old 30 months old
9 months old  
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Immunizations 
Immunizations (shots) are necessary to help the body fight 
disease.  It is important for your child to get their shots on time.  
Children must have a record of these shots in order to begin 
school.  You may be required to provide a record of your child’s 
shots when you enroll them in school.   
 
The chart below is the recommended immunization schedule for 
people aged 0-18 years from the Department of Health and 
Human Services – Centers for Disease Control and Prevention.  
This chart can be used as a guide for you to help keep track of the 
shots your child needs. 
 


Immunization Record 
Age Immunization Date Received 
Birth Hep B  


1 month Hep B  


2 
months 


DTaP, Hib, IPV, PCV, Rota  


4 
months 


DTaP, Hib, IPV, PCV, Rota  


6 
months 


Hep B, DTaP, Hib, IPV, PCV, Influenza, 
Rota 


 


12 
months 


Hib, PCV, MMR, Varicella, Hep A 
Series 


 


15 
months 


DTaP  


4 – 6 
years 


DTaP, IPV, MMR, Varicella  


11 – 12 
years 


Tdap or Td, MCV, HPV (3 doses)  


13 – 18 
years 


Tdap or Td, MCV, HPV series (catch-
up) 


 


Every 
year 


Influenza (after 6 months)  
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Pre-Authorization 
There are some services that require pre-authorization from 
CoventryCares or the State before the care is provided. Most of 
the time, your PCP will order all care and will get any approval that 
is needed.  All care that is received from a doctor who is not in the 
CoventryCares network must be reviewed and approved before 
receiving the care.  You are responsible for requesting approval 
from CoventryCares for any out-of-network care and services. 
Services may be approved for one diagnosis but not for others. 
 


Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 


**The exclusions and limitations listed in this table are not meant to be a 
complete list.  Please contact Customer Service at 
1-888-784-2693 (TTY: 711) with coverage questions. 


 
Ambulance 
Services—emergency  
 


 
 


No 


Ambulance 
Services—non-
emergency 


Pre-authorization is needed 
for ambulance services that 
are not for emergency care. 
Please have your doctor call 


AMR/A2C at 
1-855-230-5353 


(TTY: 1-855-230-5354). 


Yes 


Breast Pump Rentals Pre-authorization is needed 
every 2 months, up to 12 
months. 


Written prescription 
needed from doctor 


Chiropractic Services 
 


Coverage is limited to 
manual treatment of the 


No 
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Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 
spine and one set of spinal  
x-rays per year. 
 Members under age 21 


may get up to 25 
treatments per benefit 
year.  


 Members over age 21 
may get up to 12 
treatments per benefit 
year. 


 
Diabetic Nutrition 
Counseling 


Pre-Authorization is 
required. 


Yes 


Durable Medical 
Equipment (DME) and 
Medical Supplies 


Items that are for 
convenience, are not 
medically needed, or are not 
ordered by a doctor are not 
covered. 


Yes-all Equipment 
and supplies with a 


cost of $500 or 
more 


(including any 
rentals) 


Early and Periodic 
Screening, Diagnosis 
and Treatment 
(EPSDT) 
 
 
 
 
 


All Children are given the 
care needed to promote 
health through the EPSDT 
Program.  Under 
CoventryCares of Nebraska, 
children may be eligible to 
receive certain otherwise 
non-covered services under 
EPSDT.  EPSDT covers 
medically necessary 
services, which will cure an 
illness or condition or at 


No 
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Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 
least keep it from getting 
worse. 


Eye Care and Eye 
Glasses 
 
All services must be 
performed by a licensed 
Block Vision provider: 
optometrist or optician. 
Call Block Vision at 1-
888-632-3937 (TTY: 
711). 
 
 
   
 
 


Exams: 
 Members under age 21 


may get 1 routine eye 
examination per year. 


 Members over age 21 
may get 1 routine eye 
examination every 2 
years. 


 Eye exercises 
(orthoptics) are limited to 
22 sessions for Members 
under age 21. 


 
Eye Glasses:  
 Members may get 1 pair 


of covered frames and 
lens in each 2 year 
period if certain 
guidelines are met. 


 Any upgrades or add-ons 
are not covered. 


 Contact lenses for routine 
vision correction are not 
covered. 


 


No 
 
 
 
 
 
 
 
 
 
 
 
 
 


No 
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Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 
Family Planning 
Services and Supplies 
 
Family Planning 
services may be 
obtained from any 
Medicaid Physician. 


Sterilization over the age 21 
is covered only when: 
 You request it in writing. 
 You are mentally 


competent. 
 It has been 30 days since 


the consent form was 
signed. 


 
Hysterectomies performed 
solely for the purpose of 
sterilization are not covered.  
 
There is no coverage for the 
treatment of infertility or 
services to promote fertility. 
 
Abortions are not covered 
unless the life of the mother 
is threatened by carrying the 
fetus to term. 


Yes - for 
sterilization and 


infertility services 


Foot Care 
 


House calls are only covered 
if you must stay in bed or if a 
trip to the foot doctor would 
harm you. 
 
The number of routine foot 
care visits may be limited. 


No 
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Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 
Hearing Aids and 
Services 
 
 


For Members age 20 and 
younger.  
 There are no limits. 
 
For Members age 21 and 
older: 
 Hearing aids are limited 


to one aid per ear every 
four years.  


 Hearing tests are 
covered. 


 
Non covered: 
Accessories that are for 
convenience, or in-the-canal 
(ITC) or completely in the 
canal (CIC) hearing aids.  
 


No 


High Risk Prenatal 
and Infant Services 
 
 
 
 
 
  


CoventryCares of 
Nebraska’s Healthy Mom, 
Happy Baby Program 
provides case management 
for Members at risk or who 
have complex or special 
health care needs. 
 
Please contact Customer 
Service for limits.  
 


Plan must be 
notified 


 
 
 
 
 
 


Home Health Care  The care must be 
prescribed by your 
doctor. 


 Your doctor must state 


Yes 







46 


      


 


Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 
that you are homebound 
and unable to receive the 
care at the hospital or at 
the doctor’s office. 


 There are other limits to 
the services that may 
apply. 


Inpatient and 
Outpatient Hospital 
Care 


Items that are not covered: 
 Any service that is not 


medically needed. 
 Cosmetic surgery done 


only to make you look 
better. 


 Convenience or comfort 
items. 


 Private room when not 
medically needed. 


 


Yes 


Maternity Care 
 
Please see your doctor 
as soon as you know 
you are pregnant.  
 


 Infertility treatment is not 
covered. 


 Planned home birth is not 
covered. 


 Please have your doctor 
notify CoventryCares 
once your pregnancy is 
confirmed. 


 


No 


Outpatient Tests 
 


 Paternity testing is not 
covered. 


 Services for the treatment 
of infertility is not 
covered. 


 Some tests need pre-


Yes  
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Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 
authorization. 


 


Physician Services  Physical – one routine 
physical exam every 12 
months when performed 
by your PCP. 


 Sports and school 
physicals annually. 


  


No 


Private Duty Nursing 
 
 
 
 


 Private duty nursing care 
in your home is covered. 


 There is a limit to the 
number of hours that can 
be used for overnight 
nursing services.  


 Pre-authorization is 
needed for all private 
duty nursing. 


 


Yes 


Radiology (X-rays, 
MRIs, CT scans, PET 
scans) 


 X-rays are covered if they 
are ordered by a doctor. 


 Some radiology may 
need pre-authorization. 


 


Yes  
 


Reconstructive 
Surgery 
  
 


Any surgery that is 
performed only to make you 
look better and is 
determined to be Cosmetic 
is not covered. 
  


Yes 
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Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 
Medical Rehab and 
Therapy Services 


There is a limit of 60 therapy 
sessions per benefit year for 
physical therapy, 
occupational therapy, and 
speech therapy services 
combined for Members 21 
and older. 
 
Non covered: 
 Maintenance therapy 
 Therapy for delays in 


speech that is not due to 
a specific disease or 
brain injury 


Yes for members 
under 21 years of 


age. 


Sterilization Services Sterilizations (male and 
female) require completion 
of informed consent forms at 
least 30 days prior to the 
date of the procedure. 
 
Hysterectomies are not 
covered if: 
 The sole purpose was to 


make the woman sterile 


 The woman is under the 
age of 21 


 The woman is legally not 
able to consent to the 
sterilization.  


Yes 







49 


 
 
 
 


Covered Services, Exclusions and 
Limits 


 
SERVICE OR SUPPLY 


 
EXCLUSIONS OR LIMITS 


PRE-
AUTHORIZATION 


 REQUIRED 
Tobacco Cessation - 
Stop Smoking 
Program 
 
 
 
 
 
 
 
 
 


Two stop smoking sessions 
per 12-month period are 
covered. A stop smoking 
session includes four visits 
with a medical provider or a 
tobacco cessation 
counselor. 
 
Certain medications, 
patches or gum to help you 
stop smoking are covered by 
Medicaid. Please call NMAP 
at 1-800-784-8669 for 
coverage questions. 


No 


Transplants Any testing or doctor visits 
for a transplant require 
approval before the services 
occur.   


Yes 


Urgent Care You must receive all of your 
Urgent Care from your PCP 
or Urgent Care Facility when 
you are in the service area. 
 


No 


 
 


Services Not Covered 
CoventryCares does not cover all conditions or services.  For 
example: 
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 If you want to have a Cosmetic procedure, such as an 
operation to improve your appearance, your plan will not 
pay for that.    


 Your doctor may want to do tests on your heart.  Some of 
these tests may not be covered. 


 
Many medical services and tests have complicated names.  It can 
be difficult to understand what will be covered and what will not.  
You can call Customer Service at 1-888-784-2693 (TTY: 711) to 
ask if something will be covered.  
 
Services not covered by CoventryCares of Nebraska: 
 Any health care not provided by a provider in our network 


(except emergency  family planning services and Indian 
Health Services) 


 Any care not covered by Nebraska Medicaid regulations 
(unless noted as a CoventryCares extra benefit) 


 Any care covered by Medicaid but not through CoventryCares 
of Nebraska, such as mental health, pharmacy and dental 
services 


 Any health service that is not medically necessary 
 Any hospital services that are convenience/personal comfort, 


custodial or respite care, unless otherwise noted  
 Autopsies 
 Contact lenses, unless to treat eye disease 
 Diagnostic and therapeutic services to achieve pregnancy 
 Elective abortions and related services 
 Experimental/investigational drugs, procedures or equipment 
 Elective Cosmetic surgery, supplies or treatments unless the 


surgery is to improve the functioning of a Member, to correct a 
visible disfigurement that would affect the person’s ability to 
obtain or hold employment; or post mastectomy breast 
reconstruction 


 Orthopedic shoes or shoe corrections for flexible or congenital 
flat feet 


 Services to lose weight 







 Services that you already have with workers’ compensation, 
Veteran’s Administration or other programs or insurance 


 Services that are not authorized by CoventryCares of 
Nebraska, if Authorization is required 


 
If you have any questions whether a procedure is covered, 
please speak to your PCP or call Customer Service at  
1-888-784-2693 (TTY: 711).   


Cost Sharing/Co-payments 
Effective October 1, 2012 the following co-payments will apply.  


 


Service Type  Co-payment Amount 
Chiropractic Office Visit $1 per visit 
Durable Medical Equipment  $3 per specified service 
Eye Glasses $2 per frames, lens, or 


frames with lenses 
Hearing Aids $3 per hearing aid 
Inpatient Hospital  $15 per admission 
Occupational Therapy (non-
hospital based) 


$1 per specified service 


Optometric Office Visit $2 per visit 
Outpatient Hospital Services $3 per visit 
Physical Therapy (non-hospital 
based) 


$1 per specified service 


Physician Office Visits 
(Excluding Primary Care 
Provider visits) 


$2 per visit 


Podiatrist Office Visits $1 per visit 
Speech Therapy (non-hospital 
based) 


$2 per specified service 
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Some people are not required to have a co-payment. They 
are: 


 Children 18 years and younger 
 Pregnant women through 60 days after delivery 
 Native Americans getting services from a tribal clinic or 


Indian Health Services provider 


Non-Emergency Transportation 
The State of Nebraska contracts with a company for non-
emergency medical transportation. The company is called 
AMR/A2C. CoventryCares does not offer transportation.  
 
If you need a ride to a health visit, please call  AMR/A2C at 1-855-
230-5353 (TTY: 1-855-230-5354).  The State requires you to call 
at least three working days before your visit. They cannot 
guarantee you will have a ride if you call less than three days 
before your visit. The medical transportation vendor must approve 
the ride before you go. 
 
Not Covered:   
 State of Nebraska benefits do not cover fees when you are 


absent or not ready for your scheduled transportation.   
 Please call AMR/A2C at 1-877-892-3990 (TTY: 1-855-230-


5354)  for a complete list of rides not covered. 


Complaint, Grievance and 
Appeal Procedures 


So that CoventryCares can meet your needs, we have set up 
Grievance, complaint and Appeal procedures.  You may use the 
Complaint, Grievance and Appeal Procedures if: 
 
 You do not agree with the way we interpret this Handbook. 
 The quality and speed of service does not meet your needs. 
 You do not agree with our decision not to pre-authorize care. 
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 You are not happy with your provider. 
 You suspect Medicaid fraud or abuse. 


Inquiries 
Inquiries are oral or written communication that CoventryCares 
Customer Service receives from Members or Member 
representatives.  Inquiries can be about: 
 The rules allowing you or a family member to get and keep 


CoventryCares coverage 
 The health care services available to you as a CoventryCares 


Member 
 The rules CoventryCares has for you to get your health care 


services 
 The Handbook and other information CoventryCares sends to 


you 
 Giving CoventryCares your new address if you move 
 PCP assignment 
 Translation services 


 
If you want to make an inquiry, call CoventryCares Customer 
Service at  1-888-784-2693 (TTY: 711).  We will make every effort 
to respond to your inquiry on that phone call.  If we cannot 
completely respond to your inquiry on the phone, we will call or 
write you back within 15 working days of the inquiry.  If you want 
to write to CoventryCares of Nebraska, please send the 
information to: 
 


CoventryCares of Nebraska 
Attn: Complaints 


Post Office Box 7810 
London, Kentucky 40742 
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Complaint/Grievance 
If you: 


 Do not agree with a decision made by CoventryCares of 
Nebraska 


 Are not happy with any services received, or  
 Are not happy about any other part of CoventryCares or 


your provider, 
 
you can file a complaint/Grievance. You may do this by calling 
CoventryCares Customer Service at 1-888-784-2693 (TTY: 711) 
or write it down and send it to the address listed above.  By doing 
this, you are filing a complaint to tell us why you do not like a 
decision.  You have 30 calendar days after the event you are 
unhappy about to file a complaint/Grievance.  If you need help in 
completing any forms or help with any other procedural steps to 
file a complaint/Grievance, including interpreter services, please 
call 1-888-784-2693 (TTY: 711).   


 
Complaints/Grievances are when you call or send a letter to 
CoventryCares to tell us you are not happy with any part of your 
benefits, services or CoventryCares of Nebraska.  If you call 
CoventryCares Customer Service at-1-888-784-2693 (TTY: 711)  
we will take all of the information you give us and investigate the 
problem.  We will try to get you an answer in 15 working days.  If 
that is not possible, you will get an answer in no longer than 30 
working days from the date the complaint/Grievance was filed.   


Appeals 
There may be times when CoventryCares says it will not pay at all 
or will not pay for part of a requested service. This is called an 
Action.  You may Appeal an Action. CoventryCares will send you 
a letter if we take any Action to:   
 


 Deny or give limited approval of a requested service 
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 Deny, reduce, suspend, or end a service that was already 
approved 


 Deny payments for a service 
 
The letter is called a Notice of Action.  The Notice of Action will tell 
you what we did and why.  It will also explain your right to Appeal 
or ask for a State Fair Hearing if you are unhappy with our Action.      
  
If you are not happy with our answer to your request or we have 
denied any part of your request for a health care service, you or 
someone else you approve can file an Appeal.  You have a two 
level Appeal process through CoventryCares of Nebraska.  To file 
an Appeal, or if you need help in completing any forms or help 
with any other procedural steps to file an Appeal, including 
interpreter services, please call 1-888-784-2693 (TTY: 711).  
You have 90 calendar days after the date we mail our Notice 
of Action to file an Appeal. 


 
To file an Appeal you will need to send us a written request with: 


 Your name 
 Your CoventryCares Member ID number 
 Your date of birth 
 Your provider’s name 
 The date of service 
 Your mailing address 
 An explanation of why we should reverse our decision 
 A copy of any information that will support your request, such 


as additional documents, records or information that would be 
helpful in your Appeal 


 
A written Appeal should be mailed to:  


 
CoventryCares of Nebraska 


Appeals Coordinator 
15950 West Dodge Road 
Omaha, Nebraska 68118 


 







56 


      


 


You can file an Appeal by calling CoventryCares of Nebraska.  If 
you call to file the Appeal you must also send CoventryCares your 
Appeal in writing.  Within three working days of our receipt we will 
send you a letter to confirm your Appeal request.  You must sign 
the letter and mail it back to CoventryCares for your Appeal to 
continue.  The letter will also tell you that you can get copies of 
documents, records and information about the Appeal.  We will 
give these documents to you at no charge. 
 
A doctor will look at your first level medical Appeal.  A committee 
will look at your first level benefit Appeal. None of the reviewers 
will have been involved in our first decision to not pre-authorize or 
cover the health services you are Appealing.  If your Appeal 
involves a medical issue, the doctor will have the appropriate 
training and experience in the field of medicine necessary to make 
the decision on the medical issue.  If your Appeal is an 
administrative Appeal (one not based on a medical issue), the 
Appeal Committee will consist of members of our senior 
management staff.   
 
An Appeal should be resolved within 15 working days from the 
date CoventryCares receives it.  If CoventryCares needs more 
time or more information for the Appeal, or if you want to provide 
more information, you or CoventryCares can ask for 14 additional 
calendar days to finish the Appeal.  If CoventryCares needs more 
time or information for the Appeal, you will be sent a written notice 
of the delay and the reasons for it before the 14th day.  You will 
have the right to file a Grievance if you disagree with the reason 
for the delay in the Appeal decision.  If you want to provide more 
information to CoventryCares regarding the Appeal, you must 
request the extension before the 14th day.   
 
If you are not happy with CoventryCares of Nebraska’s decision 
on your first level Appeal you have the right to request a second 
level of Appeal.   
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2nd Level Appeal 
You can file your second level Appeal by calling or writing 
CoventryCares of Nebraska.  If you call to file the Appeal you 
must also send your Appeal in writing to CoventryCares. Within 
three working days of our receipt we will send you a letter to 
confirm your Appeal request.  You must sign the letter and mail it 
back to CoventryCares for your Appeal to continue.  The letter will 
also tell you that you can get copies of documents, records and 
information about the Appeal.  We will give these documents to 
you at no charge. 
 
A Committee will look at your second level Appeal.  None of the 
people on the Appeal Committee will have been involved in our 
initial or first level Appeal decision to not pre-authorize or cover 
the health services you are Appealing.  If your Appeal involves a 
medical issue, the Committee will include a health care 
professional who has the appropriate training and experience in 
the field of medicine necessary for making the decision on the 
medical issue.  If your Appeal is an administrative Appeal (one not 
based on a medical issue), the Appeal Committee will consist of 
members of our senior management staff.   
 
You can come to the Appeal Committee meeting and talk to the 
Appeal Committee.  In addition, you may ask a doctor, health care 
provider or someone you choose to represent you, to meet with 
the Appeal Committee with you, or in your place.  If you decide to 
meet with the Appeal Committee and you need a special place to 
stay due to a disability, please call CoventryCares Customer 
Service at 1-888-784-2693 (TTY: 711).  We will try to 
accommodate you while you are meeting with the Appeal 
Committee. 
 
An Appeal should be resolved within 15 working days from the 
date CoventryCares receives it.  If CoventryCares needs more 
time or more information for the Appeal, or if you want to provide 
more information, you or CoventryCares can ask for 14 additional 
calendar days to finish the Appeal.  If CoventryCares needs more 
time or information for the Appeal, you will be sent a written notice 







58 


      


 


of the delay and the reasons for it before the 14th day.  You will 
have the right to file a Grievance if you disagree with the reason 
for the delay in the Appeal decision.  If you want to provide more 
information to CoventryCares regarding the Appeal, you must 
request the extension before the 14th day.   


Expedited (Fast) Appeals 
There is a fast Appeal process to respond to cases where 
following the standard time limit could seriously harm your life or 
health.  This is also called an expedited Appeal.  You have 90 
calendar days after the date we mail our notice of action to file an 
expedited Appeal. You have a two level expedited (fast) Appeal 
process through CoventryCares.  You may call CoventryCares 
Customer Service at 1-888-784-2693 (TTY: 711) for this type of 
Appeal.  If we allow the expedited (fast) Appeal, CoventryCares 
will make a decision within 72 hours of the date listed on the 
Notice of Action.  You may ask for another 14 calendar days to 
give more information.  CoventryCares may also have a good 
reason for needing more information.  We will send you a notice if 
there is a delay that you did not request.    
 
CoventryCares does not punish your doctor in any way for 
requesting a fast Appeal or for supporting your request for a fast 
Appeal. 
 
If we decide your Appeal is not a fast Appeal, we will handle your 
Appeal like a regular Appeal.  You and your doctor will receive a 
phone call or a letter letting you know that we will be following the 
normal Appeal process.  We will let you know what the normal 
Appeal process time frames are when we call or send you and 
your doctor the letter. 


State Fair Hearing Process 
If you are not happy with CoventryCares of Nebraska’s decision to 
deny, reduce, change or terminate payment for your health care 
services, you can request a State Fair Hearing if it is within 90 
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days of the date on our Notice of Action.  You can request a State 
Fair Hearing at the same time as, or instead of, Appealing to 
CoventryCares of Nebraska.  You have the right to participate in 
the State Fair Hearing or have a representative participate on your 
behalf.  You will receive a notice from the Nebraska Department of 
Health and Human Services of the phone number to call to 
participate in the hearing.  We will help you if you need it.  The 
State will make a decision within 90 days from the date you file the 
Appeal for regular Appeals. The State will decide within three 
working days for requests that meet the rules for an expedited 
(fast) Appeal.  Your request for a State Fair Hearing should be in 
writing and sent to: 


 
Nebraska Department of Health and Human Services 


Legal Services-Hearing Section 
PO Box 98914 


Lincoln, Nebraska 68509-8914 


Your Benefits During the Appeal or 
State Fair Hearing Process 


While your Appeal or State Fair Hearing is in process, you may 
request that your CoventryCares benefits continue if: 
 You or your doctor files the Appeal within 10 days of the date 


CoventryCares mailed the Notice of Action or the intended 
effective date of CoventryCares of Nebraska’s proposed 
Action and 


 Your Appeal is about our decision to terminate, suspend or 
reduce a course of treatment that was already preauthorized 
and 


 The services were ordered by an authorized provider and 
 The authorization period has not expired and  
 You request that your benefits be extended. 
 
To request a continuation of benefits, call CoventryCares 
Customer Service at 1-888-784-2693 (TTY: 711). 
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Additional information available to you upon request:  
 Information on the structure and operation of CoventryCares 
 Physician incentive plans, if applicable 
 
If the final result of your Appeal is to uphold the original decision to 
end, delay or limit the services and you continued to receive the 
services during the Appeal or State Fair Hearing process, we 
could ask that you pay for those services.   


What if I Get a Bill? 
Call Customer Service at 1-888-784-2693 (TTY: 711) and they will 
help you. They may also ask you to send the bill to CoventryCares 
of Nebraska. Include a note with the Member’s name, 
CoventryCares Member ID number and phone number. We may 
need to call you with questions. Be sure to include the medical 
reason you saw this provider. We also need to know if your PCP 
approved this care. Medicaid does not allow providers to bill 
Members for covered services when CoventryCares’ rules are 
followed. You may be responsible to pay for part of other 
services. Send your bill to: 
 


CoventryCares of Nebraska 
Attn: Customer Service 


PO Box 7810 
London, Kentucky  40742 


 
CoventryCares pays providers directly for all covered services of 
Nebraska Medicaid Managed Care. If you choose to pay for a 
service, you must agree in writing that you are responsible for 
paying before you get the service. You do not have to pay for 
covered health care services even if: 
 The State does not pay CoventryCares  
 CoventryCares does not pay your provider 
 Your provider’s bill is more than CoventryCares pays 
 CoventryCares cannot pay its bills 
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You may have to pay for services if: 
 You choose to get medical services not covered by Nebraska 


Medicaid 
 You go to an out-of-network provider without approval 
 


CoventryCares pays our providers monthly or through fee-for-
service agreements.  


Reporting Fraud and Abuse 
Committing fraud or abuse is against the law.  Fraud is a 
dishonest act done on purpose. 
 
Examples of fraud are: 


 Letting someone else use your CoventryCares ID card(s) 
or 


 Getting prescriptions with the idea of abusing or selling 
drugs. 


 


An example of provider fraud is: 
 Billing for services not provided. 


 


Abuse is an act that does not follow good practices.  An example 
of Member abuse is: 


 Going to the emergency room for something that is not an 
emergency. 


 


An example of provider abuse is: 
 Prescribing a more expensive item than is needed. 


 


You should report instances of fraud and abuse to: Coventry 
Fraud and Abuse Help Line at 1-866-806-7020 (TTY: 711). 


Satisfaction Survey 
CoventryCares surveys members at least once a year. You may 
get a survey to fill out. The results are available to you if you ask. 
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For a copy, please call Customer Service at 1-888-784-2693 
(TTY: 711) 


Confidentiality and Request for Your 
Medical Records 


Coventry understands the importance of keeping your personal 
and health information secure and private.  We are required by 
law to provide you with the Notice of Privacy Practices.  This 
notice informs you of your rights about the privacy of your 
personal information and how we may use and share your 
personal information.  Changes to this notice will apply to the 
information that we already have about you as well as any 
information that we may receive or create in the future.  You may 
request a copy at any time.  Both Coventry and your doctors make 
sure that all Member records are kept safe and private.  Coventry 
will limit access to your personal information to those who need it.  
We maintain appropriate safeguards to protect it.  For example, 
we protect access to our buildings and computer systems.  Our 
Privacy Office also assures the training of our staff on our privacy 
and security policies. 
 
To properly service your benefits, we may use and share your 
personal information for “treatment,” “payment” and “health care 
operations.”  We may limit the amount of information Coventry 
may share about you as required by law.  For example, HIV/AIDS, 
substance abuse and genetic information may be further protected 
by law.  Our privacy policies will always reflect the most protective 
laws that apply. 


In the doctor’s office, your medical record will be labeled with your 
identification and stored in a safe location in the office where other 
people cannot see your information.  If your medical information is 
on a computer, there will be a special password needed to see 
that information. 


 Your medical record cannot be sent to anyone else without your 
written permission, unless required by law.  When you ask your 
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doctor’s office to transfer records, they will give you a release 
form to sign.  It is the responsibility of the office to do this 
service for you.  If you have a problem getting your records or 
having them sent to another doctor, please contact Coventry 
Customer Service at 1-888-784-2693 (TTY: 711). 


 Below is a copy of your CoventryCares of Nebraska’s Notice of 
Privacy Practices. 


Your Privacy Matters 
In compliance with the Health Insurance Portability and 
Accountability Act (HIPAA), Coventry Health Carei is sending you 
important information about how your medical and personal 
information may be used and about how you can access this 
information. Please review the Notice of Privacy Practices 
carefully. If you have any questions, please call the Member 
Services number on the back of your membership identification 
card.  


 
Notice of Privacy Practices 


Effective: 4/14/2003 (Revised 1/1/2011)  


THIS NOTICE DESCRIBES HOW MEDICAL AND PERSONAL 
INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED  
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY.  


A. Our Commitment to Your Privacy  
We understand the importance of keeping your personal and 
health informationii secure and private. We are required by law to 
provide you with this notice. This notice informs you of your rights 
about the privacy of your personal information and how we may 
use and share your personal information. We will make sure that 
your personal information is only used and shared in the manner 
described. We may, at times, update this notice. Changes to this 
notice will apply to the information that we already have about 
you as well as any information that we may receive or create in 
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the future. Our current notice is posted at www.cvty.com. You 
may request a copy at any time. Throughout this notice, 
examples are provided. Please note that all of these examples 
may not apply to the services Coventry provides to your 
particular health benefit plan.  


B. What Types of Personal Information Do We Collect?  
To best service your benefits, we need information about you. 
This information may come from you, your employer, or other 
payors or health benefits plan sponsors, and our affiliates. 
Examples include your name, address, phone number, Social 
Security number, date of birth, marital status, employment 
information, or medical history. We also receive information from 
health care providers and others about you. Examples include the 
health care services you receive. This information may be in the 
form of health care claims and encounters, medical information, or 
a service request. We may receive your information in writing, by 
telephone, or electronically.  


C. How Do We Protect the Privacy of Your Personal 
Information?  
Keeping your information safe is one of our most important 
duties. We limit access to your personal information to those who 
need it. We maintain appropriate safeguards to protect it. For 
example, we protect access to our buildings and computer 
systems. Our Privacy Office also assures the training of our staff 
on our privacy and security policies.  


D. How Do We Use and Share Your Information for Treatment, 
Payment, and Health Care Operations?  
To properly service your benefits, we may use and share your 
personal information for “treatment,” “payment,” and “health care 
operations.” Below we provide examples of each. We may limit 
the amount of information we share about you as required by law. 
For example, HIV/AIDS, substance abuse, and genetic 
information may be further protected by law. Our privacy policies 
will always reflect the most protective laws that apply.  







65 


 
 
 
 


 
• Treatment: We may use and share your personal information 


with health care providers for coordination and management of 
your care. Providers include physicians, hospitals, and other 
caregivers who provide services to you.  


• Payment: We may use and share your personal information to 
determine your eligibility, coordinate care, review medical 
necessity, pay claims, obtain external review, and respond to 
complaints. For example, we may use information from your 
health care provider to help process your claims. We may also 
use and share your personal information to obtain payment 
from others that may be responsible for such costs.  


• Health care operations: We may use and share your 
personal information as part of our operations in servicing your 
benefits. Operations include credentialing of providers; quality 
improvement activities; accreditation by independent 
organizations; responses to your questions, or grievance or 
external review programs; and disease management, case 
management, and care coordination. We may also use and 
share information for our general administrative activities such 
as pharmacy benefits administration; detection and 
investigation of fraud; auditing; underwriting and rate-making; 
securing and servicing reinsurance policies; or in the sale, 
transfer, or merger of all or a part of a Coventry company with 
another entity. For example, we may use or share your 
personal information in order to evaluate the quality of health 
care delivered, to remind you about preventive care, or to 
inform you about a disease management program.  


 
We may also share your personal information with providers 
and other health plans for their treatment, payment, and certain 
health care operation purposes. For example, we may share 
personal information with other health plans identified by you or 
your plan sponsor when those plans may be responsible to pay 
for certain health care benefits.  
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E. What Other Ways Do We Use or Share Your Information?  
We may also use or share your personal information for the 
following:  


• Medical home / accountable care organizations:  Coventry 
may work with your primary care provider, hospitals and other 
health care providers to help coordinate your treatment and 
care.  Your information may be shared with your health care 
providers to assist in a team-based approach to your health.  


•  Health care oversight and law enforcement: To comply with 
federal or state oversight agencies. These may include, but 
are not limited to, your state department of insurance or the 
U.S. Department of Labor. 


• Legal proceedings: To comply with a court order or other 
lawful process. 


• Treatment options: To inform you about treatment options or 
health-related benefits or services. 


• Plan sponsors: To permit the sponsor of your health benefit 
plan to service the benefit plan and your benefits. Please see 
your employer’s plan documents for more information. 


• Research: To researchers so long as all procedures required 
by law have been taken to protect the privacy of the data. 


• Others involved in your health care: We may share certain 
personal information with a relative, such as your spouse, 
close personal friend, or others you have identified as being 
involved in your care or payment for that care. For example, to 
those individuals with knowledge of a specific claim, we may 
confirm certain information about it. Also, we may mail an 
explanation of benefits to the subscriber. Your family may also 
have access to such information on our Web site. If you do not 
want this information to be shared, please tell us in writing. 


• Personal representatives: We may share personal 
information with those having a relationship that gives them 
the right to act on your behalf. Examples include parents of an 
unemancipated minor or those having a Power of Attorney. 
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• Business associates: To persons providing services to us 
and who assure us that they will protect the information. 
Examples may include those companies providing your 
pharmacy or behavioral health benefits. 


• Other situations: We also may share personal information in 
certain public interest situations. Examples include protecting 
victims of abuse or neglect; preventing a serious threat to 
health or safety; tracking diseases or medical devices; or 
informing military or veteran authorities if you are an armed 
forces member. We may also share your information with 
coroners; for workers’ compensation; for national security; and 
as required by law.  


F. What About Other Sharing of Information and What 
Happens If You Are No Longer Enrolled?  


We will obtain your written permission to use or share your health 
information for reasons not identified by this notice and not 
otherwise permitted or required by law. If you withdraw your 
permission, we will no longer use or share your health information 
for those reasons. 


We do not destroy your information when your coverage ends. It is 
necessary to use and share your information, for many of the 
purposes described above, even after your coverage ends. 
However, we will continue to protect your information regardless 
of your coverage status. 


G. Rights Established by Law  


• Requesting restrictions: You can request a restriction on the 
use or sharing of your health information for treatment, 
payment, or health care operations. However, we may not 
agree to a requested restriction.   


• Confidential communications: You can request that we 
communicate with you about your health and related issues in 
a certain way, or at a certain location. For example, you may 
ask that we contact you by mail, rather than by telephone, or 
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at work, rather than at home. We will accommodate 
reasonable requests.  


• Access and copies: You can inspect and obtain a copy of 
certain health information. We may charge a fee for the costs 
of copying, mailing, labor, and supplies related to your 
request. We may deny your request to inspect or copy in some 
situations. In some cases denials allow for a review of our 
decision. We will notify you of any costs pertaining to these 
requests, and you may withdraw your request before you incur 
any costs.  You may also request your health information 
electronically and it will be provided to you in a secure format. 


• Amendment: You may ask us to amend your health 
information if you believe it is incorrect or incomplete. You 
must provide us with a reason that supports your request. We 
may deny your request if the information is accurate, or as 
otherwise allowed by law. You may send a statement of 
disagreement.  


• Accounting of disclosures: You may request a report of 
certain times we have shared your information. Examples 
include sharing your information in response to court orders or 
with government agencies that license us. All requests for an 
accounting of disclosures must state a time period that may 
not include a date earlier than six years prior to the date of the 
request and may not include dates before April 14, 2003. We 
will notify you of any costs pertaining to these requests, and 
you may withdraw your request before you incur any costs.  


H. To Receive More Information or File a Complaint  
Please contact Member Services to find out how to exercise any 
of your rights listed in this notice, or if you have any questions 
about this notice. The telephone number or address is listed in 
your benefit documents or on your membership card. If you 
believe we have not followed the terms of this notice, you may file 
a complaint with us or with the Secretary of the Department of 
Health and Human Services. To file a complaint with the 
Secretary, write to 200 Independence Avenue, S.W. Washington, 
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D.C. 20201 or call 1-877-696-6775. You will not be penalized for 
filing a complaint. To contact us, please follow the complaint, 
grievance, or appeal process in your benefit documents.  


i 


For purposes of this notice, the pronouns "we", "us" and "our" 
and the name "Coventry" refers to Coventry Health Care, Inc. and 
its licensed affiliated companies, including, but not limited to, 
Altius Health Plans, Inc.; Cambridge Life Insurance Company; 
Carelink Health Plans, Inc.; Coventry Health Care of Delaware, 
Inc.; Coventry Health Care of Florida, Inc., Coventry Health Plan 
of Florida, Inc. Coventry Health Care of Georgia, Inc.; Coventry 
Health Care of Iowa, Inc.; Coventry Health Care of Nebraska, Inc.; 
Coventry Health Care of Pennsylvania, Inc.; Coventry Health Care 
of Louisiana, Inc.; Coventry Health and Life Insurance Company; 
Coventry Health Care of Kansas, Inc.; Coventry Health Care 
National Accounts, Inc.; Coventry Summit Health Plan, Inc First 
Health Life & Health Insurance Company; First Health Services 
Corp.; Group Dental Services, Inc.; Group Health Plan, Inc.; 
HealthAmerica Pennsylvania, Inc., HealthAssurance 
Pennsylvania, Inc., HealthCare USA of Missouri, L.L.C.; Kansas 
Health Plan, Inc.; Mercy Health Plans; MHP, Inc.; MHNet 
Specialty Services, LLC.; MHNet of Florida, Inc.; MHNet Life and 
Health Insurance Company; Mental Health Associates, Inc.; 
Mental Health Network of New York IPA, Inc.; OmniCare Health 
Plan, Inc.; PersonalCare Insurance of Illinois, Inc.; Preferred 
Benefits Administrator, Inc.; Preferred Health Care, Inc.; Preferred 
Health Systems, Inc.; Preferred Health Systems Insurance 
Company; Preferred Plus of Kansas, Inc.; Southern Health 
Services, Inc.;and WellPath Select, Inc.   These entities abide by 
the privacy practices described in this Notice. 


ii


Under various laws, different requirements can apply to 
different types of information. Therefore we use the term 
"health information" to mean information concerning the 
provision of, or payment for, health care that is individually 
identifiable. We use the term "personal information" to include 
both health information and other nonpublic identifiable 







70 


      


 


information that we obtain in providing benefits to you. 
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PROGRAM INTEGRITY PLAN 


 
FOR 


 
ALTIUS HEALTH PLANS INC. 


 
In compliance with the contract between Altius Health Plans Inc. (“Health Plan”) and the 
Nevada Division of Health Care Financing and Policy (“Agency”), Health Plan adopts 
the following Program Integrity Plan.  The Program Integrity Plan meets those 
requirements of applicable state and federal law, including, but not limited to, 42 CFR § 
438.600 to 438.610 and additional requirements as described in Subtitle F, Section 6501 
through 6507, of the Patient Protection and Affordable Care Act (PPACA) of 2010.  As a 
subsidiary of Coventry Health Care, Inc. (“Coventry”), Health Plan receives support for 
many elements of the Program Integrity Plan.  However, Health Plan retains 
responsibility for ensuring implementation of this Integrity Plan, and Health Plan will 
provide oversight of all activities related to Program Integrity.  Health Plan works closely 
with Coventry’s Customer Service Operations (“CSO”) unit and Special Investigative 
Unit (“SIU”) for health care fraud prevention, detection, and investigation. 
 
A clearly articulated anti-fraud and abuse plan is a core requirement of program integrity.   
Health Plan’s Compliance Officer, Medicaid staff and the Corporate Medicaid 
Compliance Officer are responsible for the Program Integrity Plan.  Health Plan staff are 
accountable to Senior Management and responsible to coordinate with the Agency and 
any other state/federal authorities on any fraud or abuse case.   
 
I. Program Integrity -- General Obligations for Medicaid Health Plans 
 
As a condition of payment from the Agency, Health Plan must comply with applicable 
certifications, program integrity and prohibited affiliation requirements. 
 
 A.  Certifications 
 
All data submitted by Health Plan and its subcontractors must be certified for all 
documents specified by the state in the contract.   Any data that Health Plan submits to 
the Agency must be certified by one of the following: Chief Executive Officer (CEO), 
Chief Financial Officer (CFO), or an individual who has delegated authority and reports 
directly to the CEO or CFO.  The certification must attest to the data’s accuracy, 
completeness and truthfulness and be submitted concurrently with the certified data. 
 
 B.  Program Integrity 
 
Health Plan will maintain a mandatory compliance plan in effect that guards against fraud 
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and abuse. Written policies, procedures, and standards of conduct shall be conveyed to all 
employees through a mandatory Compliance and Ethics program that clearly 
demonstrates Health Plan’s and Coventry’s commitments to compliance with all 
applicable federal and state laws and regulations.  This commitment is demonstrated, in 
part, by the Health Plan’s designation of a Compliance Officer and a Compliance 
Committee accountable to senior management.  The Compliance Officer and Compliance 
Committee assure that there is (a) effective training and education for all employees; (b) 
effective lines of communication between the Compliance Officer and all employees; (c) 
enforcement of standards through well-publicized disciplinary guidelines; (d) internal 
monitoring and auditing; (e) prompt response to offenses; and (f) development of 
corrective action initiatives when warranted. 
 


C. Prohibited Affiliations 
 
Prohibited affiliations with individuals, owners and managing employees is a key 
component of assuring that Health Plan makes no payments for Medicaid services to any 
individual or entity debarred by any federal agency.  Health Plan assures compliance with 
this requirement through its credentialing policies and procedures, as well as through 
requiring that all providers and subcontractors submit an ownership disclosure so such 
individuals with ownership and/or controlling interest can be checked in the appropriate 
federal sanctions databases (EPLS, LEIE, etc).  Health Plan requires all subcontractors and 
delegated entities to apply the same due diligence.  
 
Health Plan will terminate the participation of any individual or entity found to be 
excluded, debarred, suspended or terminated by a federal health care program (Medicare, 
Medicaid, Tricare, FEHB) or any other state plan, or affiliated with someone who is, or if 
such individual has delinquent unpaid overpayments. 
 
Further, pursuant to applicable federal law, Health Plan shall make no payments to 
institutions or entities outside of the United States.   
 


D. Verification of Services for Members 
 


Health Plan is required to verify whether services reimbursed to providers were actually 
furnished to Members. Health Plan utilizes a survey (telephonic or mail) or explanation of 
benefits (EOB) mailing to meet this requirement.  Health Plan's verification method, EOB 
or member survey, assures a statistically valid sample of members based upon a percentage 
of paid claims. Health plan excludes certain ‘sensitive’ services from these verification 
activities to protect member confidentiality. 


 
 
II. Program Integrity – Fraud, Waste and Abuse 


 
In compliance with one or more contracts Health Plan may have with federal and/or state 
government agencies and because it is a good business practice for managed care 
organizations, such as Health Plan, to have a general fraud, waste and abuse detection 
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program, the plan adopts the following Anti-Fraud, Waste and Abuse program plan 
(“Anti-Fraud Plan”).  This Anti-Fraud Plan sets forth specific procedures to prevent 
health care fraud, including, but not limited to, claims fraud, employee fraud, and internal 
and external fraud.  Except as where specifically noted, Health Plan adopts this plan with 
respect to all lines of business, including any insurance or health benefit plan business 
administered on behalf of Coventry Health and Life Insurance Company. 
 
A. Anti-fraud Waste and Abuse Policy 


B. Education/Training 


C. Detection/Prevention 


D. Investigations 


E. Reporting Fraud and Abuse 


F. Review and Revision 


G. Auditing 


H. Exhibits  


 
A. ANTI-FRAUD WASTE AND ABUSE POLICY 


 
Altius Health Plans Inc. will not tolerate health care fraud, waste, or abuse in any 
of its relationships with internal and external parties.  Health Plan will identify, 
report, monitor, and when appropriate, refer for prosecution, situations in which 
suspected fraud or abuse occurs in accordance with applicable state and federal 
law, and Health Plan’s contract with the state Medicaid agency. 


 
The anti-fraud, waste and abuse goals of Altius Health Plans Inc. will be pursued 
by the plan, and relevant employees including those from the SIU and CSO, and 
where appropriate, vendors with whom the plan or Coventry has contracted to 
provide such services.  Health Plan and Coventry employees as well as vendors 
performing services on behalf of Health Plan, are responsible for: 


 
 Financial Responsibility, Accountability and Savings; 
 Civic Responsibility; 
 Customer Acquisition and Retention; 
 Regulatory Compliance; 
 Deterrence;  
 Investigation of Fraud Waste and Abuse; and 
 Anti-Fraud Training 
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B. EDUCATION/TRAINING 
 


Coventry and Health Plan recognize that health care fraud may be reduced once 
potential perpetrators realize that Health Plan’s personnel and associated 
stakeholders have the skills and commitment to detect and investigate fraudulent 
activity directed against Health Plan.   This is achieved through comprehensive 
and ongoing education and training activities.  


 
Employee Education/Training 


 
Anti-fraud, waste and abuse training is provided to all Coventry 
employees upon hire and as part of the annual Compliance and Ethics 
Program training distributed through an on-line learning tool.  Successful 
completion of the training, including the fraud, waste and abuse sections, 
is a condition of employment.  The Coventry corporate Chief Compliance 
Officer is responsible for assuring that all employees receive Compliance 
and Ethics Program training.  The fraud, waste and abuse training aims to 
increase employee awareness of suspicious claims or ineligible 
beneficiaries and to assist in deterring the payment of fraudulent claims or 
claims for ineligible beneficiaries.  It also reinforces Coventry’s 
commitment to integrate anti-fraud detection, prevention and reporting as 
a routine business practice.  In addition to the annual training, the SIU 
issues a quarterly anti-fraud newsletter with the latest fraud news and 
awareness reinforcement articles.  Coventry and the Health Plan would 
also provide supplemental and specialized training as needs are identified. 
 
The fraud, waste and abuse portion of the annual corporate Compliance 
and Ethics Program Training is designed to elicit an awareness, reaction 
and proper response to indicators of health care fraud.  Increasing early 
detection is a primary goal of the training and will be a benchmark of its 
effectiveness.  The fraud, waste and abuse training will include, but is not 
limited to, the detection of fraud in the following areas:  


 Overcharging and overpayment detection; 
 Claims processing guidelines; 
 Medical coding; 
 Duplicate bills; 
 Excessive charges; 
 Unnecessary services or supplies; 
 Over utilization; 
 Services not rendered or drugs not dispensed; 
 Miscoded or misleading claim information; 
 Drug switching; 
 Hospital inpatient or outpatient billing abuse or inappropriate 


commitment or confinement; 
 Addressing fraud, waste and abuse referrals; 
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 The SIU referral process; 
 Ineligible groups or members of groups; and 
 Statutory requirements dealing with fraud referrals. 


 
The fraud, waste and abuse training will be augmented over time by 
modules which will be delivered through a variety of media formats and 
distribution channels.  Advanced training topics may include, but are not 
limited to, the following:  
 
 The impact of fraud, waste and abuse; 
 Current health care/pharmacy/insurance fraud trends, schemes and 


those committing fraud, waste and abuse; 
 Historically relevant SIU case studies; and 
 Health care and pharmacy fraud, waste and abuse risk detection. 


 
In support of training and awareness efforts, all Coventry employees have 
access to the Health Care & Pharmacy Anti-Fraud, Waste and Abuse 
Guide (Exhibit 2) (the “Guide”) for their use in detecting fraud and 
referring claims to the SIU for investigation.  The Guide includes, but is 
not limited to, the following: 


 
 Information regarding the process to be employed when a suspicious 


claim is identified; 
 Law enforcement relations; 
 Possible indicators for health care and pharmacy fraud; 
 The duties and functions of the SIU and vendors; 
 The procedure for referral of a claim to the SIU;  
 The post referral procedure for communication; 
 Information regarding reporting of employee and member fraud;  
 The Coventry Health Care Comply Line phone number:  1-877-242-


5463 (1-877-CHC-LINE); and 
 The Coventry SIU Hotline: 1-866-806-7020 
 
The Guide as well as anti-fraud policies and procedures are available to 
employees on the company intranet site for the SIU 
(http://essentials/SIU/siu_menu.htm).  Anti-fraud training and reference 
material are continuously updated and published.  The Corporate 
Compliance Officer conducts a scheduled review of the annual training at 
least once every two years.   
 


SIU Investigator Education/Training 
 
Coventry will conduct training for SIU investigators that will include, but 
is not limited to: 
 
 The duties and functions of the SIU; 
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 Information for SIU investigators regarding general investigation 
guidelines, conducting interviews, report writing, information 
disclosure, and law enforcement relations; 


 Potential health care and pharmacy fraud indicators; 
 The process to be employed when a suspicious claim is identified; 
 The procedure for referral of a claim to the SIU; 
 The procedure for referral of a claim to the pharmacy benefit vendor 


and coordinating investigations with the pharmacy benefit vendor; 
 The investigation process for suspected member fraud; 
 The post-referral procedure for communication between Health Plan 


and the SIU; and 
 The procedure for recommending referral of suspected fraud to the 


appropriate authorities. 


Provider Education 
 
Fraud, waste and abuse information and updates may be communicated to 
providers through one or more sources, such as provider manuals, 
newsletters and Coventry web sites. 


 
Member Education 


 
Fraud, waste and abuse information and updates may be communicated to 
members through one or more sources, such as new member materials, 
explanation of benefits, plan newsletters, member handbooks, Coventry 
web sites and member identification cards. 
 


Third Party Vendor Education 
 
If the Health Plan utilizes one or more third parties to process some of its 
members’ claims and provide customer service, Coventry will review such 
third party’s fraud, waste and abuse program to ensure the third party 
provides proper fraud and abuse training to its employees assigned to 
Health Plan’s account, to the extent such third parties are not Coventry 
entities and incorporated or included in this training process.  Health Plan 
will also follow any specific requirements or protocols for such third party 
delegation as may be required by its contract with the state Medicaid 
agency. 
 
Third party companies contracted to provide services for Health Plan must 
complete compliance education, including fraud, waste and abuse, at the 
time of initial contracting and annually thereafter.  This function is 
overseen by the CHC Compliance and Ethics Program Office.   
 


C. DETECTION/PREVENTION 
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Identifying Persons and Organizations Involved in Suspicious Claims 
or Eligibility Activity 


 
Health Plan recognizes that early detection of fraud, waste and abuse 
limits its financial consequences on the health care system.  Health Plan 
understands that fraud may have either an internal or external origin.  
Health Plan, Coventry’s SIU and designated vendors will work together to 
ensure that the proper fraud detection guides are prepared, published and 
maintained to assist employees in the identification, detection, and 
handling of suspicious claims according to any applicable federal or state 
law (including, but not limited to, the requirements of 42 C.F.R. 
§§422.503(b)(4)(vi) & 423.504(b)(4)(vi)) contractual requirements, 
guidance issued by the Centers for Medicare and Medicaid Services 
(“CMS”); and this Anti-Fraud Plan.   
 
Medical Claims (i.e., claims processed through IDX) 
 


The SIU is responsible for detecting and investigating suspected 
fraudulent activity or abuse by providers when the provider claims are 
processed through the Coventry claims processing system (currently 
IDX).  Additionally, the SIU is responsible for detecting and 
investigating suspected employee and member medical claim fraud.  
Suspect claims are identified from a variety of sources including, but 
not limited to the following:   


 
 Tips from members, providers and customer service personnel; 
 Referrals from claims personnel or provider relations personnel; 
 Information obtained through Coventry’s involvement in the 


National Health Care Anti-Fraud Association; 
 Information obtained through contact with other insurers and 


managed care plans; 
 Information obtained in conjunction with studies or queries 


conducted by the Health Plan or other Coventry entities; 
 Information developed by the SIU through data mining, claims 


queries and anti-fraud software;    
 Referrals from federal and state regulatory and law enforcement 


agencies such as the State Departments of Insurance, the FBI, 
State and local police departments, Medicaid Fraud Control Units, 
State Medicaid Agencies, or any other agency; and 


 Provider and/or member claims flagged in Health Plan’s claims 
processing system.1  (Depending on the nature or extent of the 


                                                 
1 Information regarding providers who are flagged in Health Plan’s claims processing system may originate 


from the National Health Care Anti-Fraud Association (“NHCAA”) Database, the SIU Case Tracking 


Database, the OIG/OPM excluded/sanctioned provider database, and SIU’s use of retrospective analysis 


tools.  These sources are further explained in Section IV(A)(2)(c).  
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problem and the type of service, an individual provider may be 
placed on prepayment review to avoid unnecessary expenditures 
during the review process.)   


 
Role of Pharmacy Vendor (Vendor Audit Function/Vendor SIU)* 


Coventry, on behalf of its subsidiaries, has contracted with one or 
more pharmacy benefit vendors to administer pharmacy benefits for 
all pharmacy claims including Part D.  The pharmacy benefit vendors, 
through their audit and special investigations unit are responsible for 
the detection of fraud, waste and abuse involving pharmacy claims.  
For purposes of this Anti-Fraud Plan, the term “pharmacy claims” 
means those Health Plan pharmacy benefit claims processed through 
the third party pharmacy claims administrator’s system(s). 


 
The pharmacy benefit vendor will analyze Health Plan’s various 
pharmacy claims, both pre- and post-payment and will conduct on- 
and off-site post-payment audits.   The audits are designed to:  


 verify the accuracy of pharmacy claims submitted through 
observation of original records including, among other things, 
prescription hard copies and patient signature logs; and  


 identify erroneous billings through review of reports based on 
utilization and cost data. 


The pharmacy benefit vendor will identify pharmacies to audit based 
on such areas that include but are not limited to the following: 


 statistical review of the pharmacy claims submitted by pharmacies 
and auditing those pharmacies with claim activities indicating 
unusual or improper behavior and possible noncompliance to 
program parameters; 


 high dollar and abnormally submitted pharmacy claims (i.e., 
reasonableness of quantity and dosage form); and 


 tips from outside sources such as boards of pharmacy, law 
enforcement agencies, National Health Care Anti-Fraud 
Association, National Association of Drug Diversion 
Investigators, and other pharmacy organizations. 


 
 
 
 
 
 
*This section applies to those Health Plans that provide pharmacy services. 
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The pharmacy benefit vendor, through their audit function, meets 
regularly with the Coventry SIU to review findings, collaborate on 
cases and share information.  The vendor, through its auditing 
identifies recovery opportunities which are realized through the 
recovery functions of the contract.  The vendor also has the capacity 
to flag prescribers excluded by the state and the federal government to 
prevent their scripts from being filled at the point of sale.  The 
Coventry SIU evaluates the vendor’s performance and offers 
feedback to both the vendor and Coventry Pharmacy Operations on 
how to improve the relationship and processes.  The relationship 
between the pharmacy benefit vendor and the Coventry SIU and the 
work that is done between the two is essential to fulfilling 
Coventry’s’ anti-fraud commitment.  See Exhibit 6 for an overview of 
this service.   
 


 
Embezzlement/Internal Theft and Other Forms of Employee Fraud 


Coventry has several corporate policies that are designed to ensure 
employees conduct Coventry business in a legal and ethical manner.  
These policies are designed in part to detect, prevent and investigate 
embezzlement, internal theft and other forms of employee fraud.  
Attached hereto, as Exhibit 1, is Coventry’s relevant corporate 
Compliance and Ethics Program Policies and the Code of Business 
Conduct and Ethics. 
 
All employees receive yearly education and training on these policies 
and the Code of Business Conduct and Ethics.  Employees are 
required to report any suspected violations of this Code of Business 
Conduct and Ethics and Compliance and Ethics Program to their 
immediate supervisor, Coventry’s Chief Compliance Officer, a 
Coventry Compliance Officer or the Coventry Comply Line.  If the 
employee wishes to remain anonymous, the employee may report 
his/her suspicions via the CHC Compliance Program Comply Line:  
1-877-242-5463 (1-877-CHC-LINE). 
 


Reporting by Providers or Members 


Providers or members may report suspected fraud, waste and abuse 
by calling the CSO, as instructed on the member identification card, 
member explanation of benefits or provider remittance advice.  
Through member and provider handbooks, Health Plan has and will 
continue to direct members and providers to report suspected fraud, 
waste and abuse to the Health Plan.  Additional details on identifying 
and reporting fraud, waste and abuse are made available to members 
and providers on Coventry’s public websites.   
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Reporting by Vendors 


Vendors can report suspected fraud, waste and abuse by contacting 
the SIU according to the instructions in their Coventry fraud, waste 
and abuse training materials.   
 


 
D. INVESTIGATIONS 
 
Medical Provider Claim Investigations (i.e., Claims Processed 
Through IDX) 


 
Overview 


 
The investigation process begins with a referral.  There are 
multiple sources for referrals and there are well publicized 
channels for directing referrals to the SIU.  Generally speaking, 
there are four channels by which referrals originate:   


 Internally, from Coventry employees such as claims 
personnel, enrollment staff, and compliance and medical 
areas.   


 Externally, from sources such as member complaints and 
tips, law enforcement, government agencies and anti-fraud 
workgroups and trade associations.   


 Proactive and reactive efforts of the SIU including the 
SIU’s routine examination of claims data.  The SIU utilizes 
anti-fraud software that scrubs the data which identifies 
outliers that require investigation.   


 Pharmacy Benefit Manager (PBM) audit function.  
Coventry contracts with the PBM for their pharmacy audit 
services.  The Coventry SIU and the PBM’s audit team 
routinely meet to discuss audit outcomes, data analysis 
results, external leads and other intelligence about potential 
pharmacy fraud. 


 
 Hereinafter all detection methods to be called a “referral”.   


 
The well publicized channels for directing referrals to the SIU 
include an internal form available on the SIU’s intranet site.  A 
link to the SIU Referral Form is attached hereto as Exhibit 3.  
Coventry staff may also send referrals via SIU’s e-mail address.  
This e-mail address may also be used to ask questions of the SIU.  
The SIU uses e-mail exchanges to gather additional information 
from the referring party.  The SIU also promotes a hotline number 
as well as direct contact with SIU staff members.   


   December 2011
11 







 
The Coventry SIU is also responsible for establishing contacts with 
external parties, including other SIUs and law enforcement 
personnel to obtain referrals.  
 


 
Investigative Process 


 
Upon receipt of the referral or detection by the SIU, the SIU staff, 
which includes registered nurses, professional investigators, and 
data technicians, initiates the investigative process described 
below.  Claims shall be investigated and adjudicated within the 
applicable claims processing time frames. 
 
Initial Handling of Referral 


 
Upon receipt or detection of the referral, all relevant 
information is loaded into the SIU Case Tracking Database.  
The loading process includes preliminary investigative 
steps, such as the validation or verification of the provider's 
tax identification number (“TIN”) and patient name.   


 
Evaluating the Referral 


 
The Investigator must evaluate the referral to determine the 
merits or substance of the referral.  The following steps 
should be taken to evaluate the referral as it applicable 
given the fact and circumstances of the particular referral: 


 
 A review of all submitted documents for potential fraud 


indicators (see Exhibit 2).  
 
 A review of the provider claims history, provider pre-


authorization history, and/or member grievances 
records, as appropriate. 


 
 Identification of additional information needed to 


properly evaluate the referral, i.e., medical records for 
billed charges for specific dates of services. 


 
 Determination of whether additional investigation of 


the referral is warranted depending upon findings after 
initial evaluation. 


 
- If during the initial evaluation the possibility of 


fraud is eliminated, the referral should be closed.  
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- If fraud cannot be definitively eliminated, an 


investigation is initiated. 
  


 The referral in the SIU Case Tracking Database will be 
updated to reflect it is an open case.  Additionally, an 
electronic case file is also created on the SIU’s secure 
drive to store documentation.  The SIU Case Tracking 
Database allows easy access to all case files and 
contains pre-programmed reporting to track and 
manage the investigations being performed by the SIU 
staff.   


 
Case Development 


   
The Investigator utilizes the following sources of 
information to plan and develop the course and strategy of 
the investigation: 


 
 NHCAA Database.  Coventry, as a corporate member 


of the National Health Care Anti-Fraud Association 
(“NHCAA”), has access to tools developed by the 
Association for the dissemination of anti-fraud 
intelligence.  Specifically, the NHCAA has developed a 
database that includes a listing of providers that have 
demonstrated that they are or were involved in 
questionable billing practices.  Accessing this database 
assists the Investigator in identifying questionable 
billing patterns and/or potential provider schemes.   


 
 Software Tools.  Coventry utilizes an anti-fraud 


software tool, the StarSentinel by General Dynamics to 
identify potential fraud, waste and abuse. The rules- 
based software analyzes claim data on a post payment 
basis and identifies outliers for investigation.  The tool, 
which is administered by the SIU, is capable of 
generating several reports that afford varied looks at the 
data.  The SIU utilizes the tool to review providers who 
were not necessarily identified by the rules as an 
outlier.  The information is helpful with comparing 
providers by peer group, specialty and region, in order 
to identify those with irregular billing and/or high or 
low utilization.  
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 In addition, Coventry has engaged Verisk Health to 
provide additional analytics and validation services to 
further enhance our identification and management of 
potential fraud.  Verisk Healthy utilizes Fraud Finder 
Pro (FFP), a fraud identification software that couples 
state of the art technology with a validation component 
performed by nurses, nurse coders and investigators to 
identify potential fraud based on rule-based and 
predictive analytics.  


 
 


 Medical Records and Supporting Documentation.  
All providers contracted with the Health Plan are 
required to collect, process, maintain, store, retrieve and 
distribute member medical records in accordance with 
applicable state and federal laws and regulations and 
CMS, NCQA/URAC/AAAHC and JCAHO standards.  
If obtained, medical records are reviewed by the SIU 
nurses who assess the validity of the claim through an 
examination of variances between what is documented 
in the medical record and what has been submitted on 
the claim(s). 


 
 Review of Excluded Persons 


The Federal Government maintains various lists of 
excluded, debarred and sanctioned individuals and 
companies who are precluded from participating in 
government health care delivery.  Health Plan, through 
the credentialing process and through ongoing 
monitoring, ensures that individuals and companies 
who are excluded from participation in Federal 
programs are identified and flagged in the claim 
systems.  This includes actual health care providers, as 
well as those individuals with ownership or controlling 
interest of providers and companies with which Health 
Plan contracts.  Additionally, the pharmacy vendor 
follows a similar process to flag and prevent payment to 
any provider in its claim system which is excluded.  
The SIU reviews the contents of these databases to 
ensure that any provider in Coventry’s claim system or 
under investigation is not already excluded by the 
government.  The databases reviewed are: 


 OIG Exclusion Database:  The Department of 
Health and Human Services, Office of Inspector 
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 OPM Debarment List.  Under the authority of the 
Federal Employees Health Benefits Amendments 
Act of 1988 (5 USC § 8902a) and the Government-
wide Non-procurement Debarment and Suspension 
Common Rule (Executive Order 12549 and 5 CFR 
Part 970), the Administrative Sanctions Branch 
debars from participation in the Federal Employees 
Health Benefits Program (FEHBP) health care 
providers who have 1) lost professional licensure; 
2) been convicted of a crime related to delivery of 
or payment for health care services; 3) violated 
provisions of a federal program; or 4) are debarred 
by another federal agency.  


 GSA Excluded Parties List.  Using a web-based 
database, the General Service Administration 
maintains an Excluded Parties Listing System 
(EPLS), which identifies those parties excluded 
throughout the U.S. government (unless otherwise 
noted) from receiving federal contracts or certain 
subcontracts and from certain types of federal 
financial and non-financial assistance and benefits. 


Based upon the Investigator’s review of investigative 
sources, the Investigator will establish an investigative 
plan. 


 
Conducting the Investigation 


 
Depending upon the investigative plan, the Investigator 
may investigate the case by performing one or more of the 
following investigative measures: 


 
 Member Information.  Interviewing members, via 


telephone contact, enables the Investigator to confirm 
or refute whether the services charged were actually 
rendered. 
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 Provider/Billing Entity Information.  Researching the 
provider’s license and disciplinary actions to evaluate 
past history and behavior.  Contacting the provider’s 
office to confirm the listed phone number and address 
assists in determining the legitimacy of the provider 
and/or claim.  Searching for mail-drop listings may also 
result in discovery of a nonexistent provider or billing 
entity. 


 
 Clinical Review.  Medical records are reviewed to 


confirm if the services rendered were medically 
necessary.  Investigators who perform this level of 
review must be qualified as required by applicable law, 
possessing such qualifications as nursing degrees or 
other mandated clinical background or experience.  
Cases may contain charges that represent not generally 
accepted medical practices (i.e., application of 
experimental and investigational procedures or 
therapies.)  Additionally, the SIU has, as a resource, the 
health plan Medical Directors and Coventry corporate 
Medical Directors who evaluate claims where the 
medical necessity or appropriateness of the services is 
in question.  The SIU nurses coordinate the Medical 
Director review and incorporate the findings into the 
case.   


 
Closing the Investigation 


 
After the Investigator has concluded the investigation of the 
case, the Investigator completes an investigation report.  
The Investigator includes in the report the allegation, an 
executive summary, case notes and recommendations.  The 
Investigator’s recommendations may include recovery 
figures and suggested corrective actions.  The SIU will then 
present the report to the Health Plan and their established 
Fraud, Waste and Abuse Committee.  The committee, 
which is made up of compliance, medical, provider 
relations, financial and legal representatives reviews the 
case and determines the appropriate actions.  Such actions 
will be based upon Health Plan’s analysis of the report 
findings, its interpretation of applicable law, the provisions 
of Health Plan’s contractual requirements and its provider 
contracts, if applicable.  Possible actions include, but are 
not limited to, a determination that: 
 
 the claim or claims should be paid, denied in part, 
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 any provider or member activity should be reported 
to appropriate state and federal agencies;  


 action should be taken with respect to a member’s 
eligibility status; and/or 


 employee action needs to be taken (see section 
IV.D, below). 


 
If the claims involve a network provider, the Health Plan 
Medical Director and/or Compliance Officer will also 
determine whether to submit the case to Health Plan’s 
Credentialing Committee for review and possible action. 


 


Pharmacy Claim Investigations 
 


Overview 
 


As with medical claims, there are multiple sources of pharmacy 
referrals as described above in the medical claims section.  The 
well publicized channels for directing referrals to the SIU as 
described in this section also apply to pharmacy referrals.   
 
Pharmacy referrals are also generated from the pharmacy benefit 
vendor as described above.  It should be noted that the pharmacy 
benefit vendor will take charge of all referrals and investigations 
related to the behavior of the pharmacy, including the pharmacy 
employees, except in the case of interest conflict where the 
Coventry SIU would assume jurisdiction.  Pharmacy referrals and 
investigations involving a member or provider will be led by the 
SIU as described above.  However, in both situations the pharmacy 
benefit vendor and the SIU will work closely to investigate and 
resolve the allegation.  Further, Coventry reserves the right to 
object to any PBM decision that involves referring cases to law 
enforcement and the Medic or when a pharmacy contract is 
terminated.  
 
Upon receipt of the referral, the SIU will facilitate the 
communication and coordination of the referral to the pharmacy 
benefit vendor.  Likewise, if the pharmacy benefit vendor is the 
developer of the referral, they will communicate and coordinate the 
process with the SIU. 
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Investigative Process 
 


Upon receipt or detection of the referral, the pharmacy benefit 
vendor will handle, evaluate, plan and conduct the investigation in 
accordance with the pharmacy benefit vendor’s policies which 
have been provided to and reviewed by the SIU.   
 
If the pharmacy benefit vendor refers a case that involves 
suspected member or provider fraud, the SIU may take the 
following steps to investigate:  
 


 Review all filled prescriptions to determine suspicious 
utilization patterns that include: 


o drugs considered recreational or having high resell 
(street) value 


o multiple pharmacy utilization, including pharmacies 
more than twenty-five (25) miles from work or 
residence 


o comparison to medical services to determine if prior 
history is appropriate for prescribed medication 


o determine if multiple physicians (doctor shopping) 
prescribed the medication 


 Request related medical records or pharmacy records from 
health care providers, if appropriate. 


 Review medical records to determine if the prescriptions 
were written by licensed health care professionals for the 
purpose of the member’s medical treatment. 


 Review appropriate records to determine if the drugs were 
dispensed for use by the member, or were obtained through 
improper use of a member’s health plan prescription drug 
card. 


 Review the records with the Health Plan’s Medical and/or 
Pharmacy Director(s), to obtain their clinical opinion and 
expertise on issues such as appropriate dosage and 
utilization for the member’s medical condition.   


Closing the Investigation 
 


After the Investigator (either the pharmacy benefit vendor or SIU, 
depending on the type of case) has concluded the investigation of 
the case, an investigation report will be completed.  This report 
summarizes the results of the investigation and may include 
reimbursement recommendations. 
 
If the report is completed by the pharmacy benefit vendor, upon 
receipt of the investigative report, the SIU will evaluate the report 
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and supporting documentation and if necessary, conduct any 
additional investigation and/or supplement the report with any 
additional SIU findings or recommendations.   
 
The final Investigator’s report contains the allegation, an executive 
summary, case notes and recommendations.  The Investigator’s 
recommendations may include recovery figures and suggested 
corrective actions.  The SIU will then present the report to the 
Health Plan and their established Fraud, Waste and Abuse 
Committee.  The committee, which is made up of compliance, 
medical, provider relations, financial and legal representatives 
reviews the case and determines the appropriate actions.  Such 
actions will be based upon Health Plan’s analysis of the report 
findings, its interpretation of applicable law, the provisions of 
Health Plan’s contractual requirements and its provider contracts, 
if applicable.  Possible actions include, but are not limited to, a 
determination that: 


 
 the claim or claims should be paid, denied in part, or denied 


completely (if the claims are already paid, then a decision to 
deny, in whole or in part, would result in a recovery action 
against the provider or member); 


 any provider or member activity should be reported to 
appropriate state and federal agencies;  


 action should be taken with respect to a member’s eligibility 
status; and/or 


 member action needs to be taken (see section IV-D, below).  
 


If the claims involve a pharmacy contracted directly with Coventry 
(rather than through the pharmacy benefits vendor), the Pharmacy 
Director and/or Compliance Officer will also determine whether to 
submit the case to Health Plan’s Credentialing Committee and/or 
the Coventry Pharmacy Department for review and possible 
action.  Corrective actions involving pharmacies contracted 
through the pharmacy benefit vendor are carried out by the vendor.  
The SIU is notified of the corrective actions and communicates 
them as necessary to the health plan.   


Member Medical Claim Investigations (i.e., Claims Processed 
Through IDX) 


The investigation process begins with a referral and, as noted in medical 
claims section, there are multiple sources for referrals and there are well 
publicized channels for directing referrals to the SIU.  Sources include, but 
are not limited to, a member or provider inquiry, complaint, grievance or 
appeal.  Generally speaking, member medical claim investigations are 
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forwarded to the SIU by Health Plan or Coventry personnel.  Upon 
receipt, the SIU Investigator will log the information into the SIU Case 
Tracking Database and initiate an investigation.  During the course of the 
investigation the SIU may consult with the health plan Compliance Officer 
and involve as necessary other health plan disciplines such as medical and 
claims personnel. 
 
The SIU and/or any of the personnel described above will evaluate the 
referral to determine the merits or substance of the referral.  The following 
steps should be taken to evaluate the referral: 


 
 Review all submitted documents for potential fraud indicators (see 


Exhibit 2).  
 


 Identify additional information needed to properly evaluate the 
referral, i.e., medical records for billed charges for specific dates of 
services and obtain and review such information, if possible. 


 
 Interview the provider of services to determine if the member actually 


received the services. 
 


If during the evaluation the possibility of fraud or abuse is eliminated, the 
case should be closed.  If the issue involved pended claims the SIU shall 
instruct Customer Service Operations to process the claims according to 
plan guidelines.   


 
After the Investigator has concluded the investigation of the case, the 
investigator completes an investigation report.  The investigator’s report 
contains the allegation, an executive summary, case notes and 
recommendations.  The Investigator’s recommendations may include 
recovery figures and suggested corrective actions.  The SIU will then 
present the report to the Health Plan and their established Fraud, Waste 
and Abuse Committee.  The committee, which is made up of compliance, 
medical, provider relations, financial and legal representatives reviews the 
case and determines the appropriate actions.  Such actions will be based 
upon Health Plan’s analysis of the report findings, its interpretation of 
applicable law, the provisions of Health Plan’s benefit documents and 
contract with the state agency.  Possible actions include, but are not 
limited to, a determination that: 
 


 the claim or claims should be paid, denied in part, or denied 
completely; 


 any member activity should be reported to appropriate state 
and federal agencies;  


 action should be taken with respect to a member’s eligibility 
status; and/or 
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 member action needs to be taken   
 


Employee Investigations 


Cases involving suspected employee fraud will be reviewed and 
investigated in accordance with Coventry’s compliance policies and 
procedures attached as Exhibit 1. 


Member Safety (Abuse) 


If at any time during an investigation, the SIU, pharmacy benefit vendor, 
Coventry or Health Plan personnel reasonably believe a member’s health 
or safety may be in jeopardy or has been jeopardized as a result of the 
suspected fraud, the person investigating the case shall immediately report 
such concerns to the Health Plan Medical Director.  The Health Plan 
Medical Director will review the case, or have the case reviewed, in 
accordance with the Health Plan’s quality improvement and/or peer 
review procedures.   
 


E. REPORTING FRAUD AND ABUSE 
 
When Health Plan reasonably suspects fraud and abuse has occurred/is 
occurring and the suspected fraud and abuse involves a Medicaid member, 
a plan or Coventry employees actions that relate to a Medicaid member or 
the Medicaid program (such as reasonably suspected fraud and abuse in 
marketing/outreach services), or services allegedly rendered to a Medicaid 
member, the Medicaid compliance staff shall report such incidents to the 
Surveillance and Utilization Review Section (SURS) at the DHCFP no 
later than 10 (ten) business days after the completion of an investigation of 
the suspected fraud and abuse. 


 
All reports shall be sent to SURS in writing and shall include a detailed 
account of the incident and investigation results, including, but not limited 
to, names, dates, places, source and nature of the complaint, provider type 
and approximate range of dollars involved (if applicable) and reasonably 
suspected fraudulent activities. 


 
For any investigations relating to Medicaid members, health plan will 
notify SURS in writing of any action taken as a result of its investigation, 
including, but not limited to, suspension or termination (voluntary or 
involuntary) of a provider or subcontractor contract, or recovery of 
improper payments made to network providers. 


 
The plan will report quality issues to the Quality Improvement Department 
for further investigation.  Quality issues are those which, on an individual 
basis, affect the Medicaid members’ health (e.g. poor quality services, 
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inappropriate treatment, aberrant and/or abusive prescribing patterns, and 
withholding of medically necessary services from enrollees). 
 
Health Plan provides the contractually required reporting in addition to the 
immediate notification for suspected fraud and abuse.  The Health Plan 
utilizes the prescribed reporting templates as described in the contract.    
 


 F. REVIEW & REVISION 
 


Health Plan will routinely evaluate the effectiveness of the Anti-Fraud 
Plan.  As part of the review, Health Plan will also determine if it has 
modified the training protocols and procedures it follows for instances or 
suspected instances of health care and pharmacy fraud.  Health Plan will 
also determine if there was a change in the person or persons responsible 
for the anti-fraud program.  If so, Health Plan will modify this Plan 
accordingly.  Additionally, Coventry corporate will evaluate the Anti-
Fraud Plan on an annual basis.  A policy on this review process is 
enclosed as Exhibit 8.  


 
G. AUDITING 
 
To the extent permitted by law, Health Plan will cooperate fully with 
governmental agencies responsible for fraud, waste and abuse detection and 
prosecution activities in arranging for or participating in, any audit or review of 
Health Plan to determine if Health Plan is complying with this plan.  Such 
agencies may include, but are not limited to State Departments of Insurance, State 
Medicaid Agencies, Medicaid Fraud Control Unit, the U.S. Department of Health 
and Human Services Office of Inspector General, and United States Justice 
Department.  This cooperation shall include allowing access, in accordance with 
applicable law, to relevant SIU and Health Plan offices upon reasonable notice 
and at reasonable hours to conduct on-site reviews of Health Plan’s compliance 
with the Anti-Fraud Plan.  Health Plan and the SIU will also cooperate fully in all 
reviews, investigations and in any resulting subsequent legal action brought by 
appropriate governmental agencies against providers or members relating to 
fraud, waste and abuse issues.  Health Plan will maintain complete claims data 
that are accessible and retrievable for examination.  All records shall be retained 
in accordance with applicable law and Health Plan’s and Coventry’s policies. 


 
 
H. EXHIBITS 


 
Coventry Health Care Corporate Compliance Policies 


A. CHC Policy of Reporting of Potential Issues or Areas of Noncompliance................................. Exhibit 1A 


B. CHC Policy on Federal and State Government Agency Requests for Information, Audits, Interviews, 
Searches, and Other Contacts with CHC Regarding CHC or Affiliates..................................... Exhibit 1B 
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C. CHC Policy on Employee Training............................................................................................ Exhibit 1C 


D. Code of Business Conduct and Ethics...................................................................................... Exhibit 1D 


 
Coventry Health Care & Pharmacy Fraud, Waste & Abuse Guide...............Exhibit 2 
 
 
Sample SIU Referral Form .................................................................................Exhibit 3 
 
 
Policy for Identifying, Reporting, and Addressing Abusive/Fraudulent Behavior By 
Providers...............................................................................................................Exhibit 4 
 
 
MEDCO Pharmacy Audit Overview .................................................................Exhibit 6 
 
 
Fraud Plan Revision Policy .................................................................................Exhibit 8 
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COVENTRY HEALTH CARE 
COMPLIANCE AND ETHICS PROGRAM 


 
 


CHC Policy on Reporting of 
Potential Issues or Areas of Noncompliance 


 
           ___________ 
 
 
I. DUTY TO REPORT AND COMPLIANCE OFFICER INVESTIGATIONS 
 
 A. Employees are expected to report any suspected violations of the Code of Business 


Conduct and Ethics, the CHC Compliance and Ethics Program, or other 
irregularities to their supervisor, manager, a Human Resources Compliance 
Officer, the General Counsel, Chief Financial Officer or a Compliance Officer.  If 
the employee wishes to remain completely anonymous, that employee may submit 
his/her report through the CHC Compliance and Ethics Program’s Comply Line 
(1-877-242-5463).  This Comply Line number shall be posted in all work 
locations.  All reports must contain sufficient information to investigate the 
concerns raised.  No adverse action or retribution of any kind will be taken by 
CHC against an employee solely because he or she reports in good faith a 
suspected violation of the Code of Business Conduct and Ethics, the CHC 
Compliance and Ethics Program or other irregularity by any person other than the 
reporting employee. CHC will attempt to treat such reports confidentially and to 
protect the identity of the employee who has made a report to the maximum extent 
consistent with fair and rigorous enforcement of the Code of Business Conduct and 
Ethics and the Compliance and Ethics Program. 


  
 B. Any manager, supervisor, Compliance Officer, or other high-ranking employee 


who receives a report of a suspected violation or irregularity (e.g., a report made 
in-person and not placed through the Comply Line) shall complete a Compliance 
Report Form (See Attachment A).  The Report Form shall immediately be sent to 
a Compliance Officer for action.   Managers, supervisors and others who receive 
reports of suspected violations or irregularities shall make themselves available to 
the Compliance Officer during the investigation. 


 
 C. Upon receipt of the Report Form or a Comply Line Report, a Compliance Officer 


shall begin promptly an investigation and take corrective action where appropriate.  
 
 D. While the Compliance Officer will strive to keep all concerns/complaints 


confidential to the extent possible, the Compliance Officer may seek advice and 
guidance from other Compliance Officers and CHC’s legal counsel. 


 
 
II. DISCIPLINE OF VIOLATORS 
  
 A. The Compliance Officer will work with managers and supervisors to inform any 


employee of any allegations that may have been filed against him or her arising 
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from the Compliance and Ethics Program.  The employee will be given the 
opportunity, as appropriate, to state his or her position before any disciplinary 
action is imposed. 


 
 B. If the Compliance Officer determines that an employee has clearly violated the 


law, Code of Business Conduct and Ethics or the CHC Compliance and Ethics 
Program, that employee shall be subject to appropriate disciplinary action as 
determined by the Compliance Officer and relevant management.  


 
 C. The disciplinary action imposed may include, but is not limited to: 
 
   a. verbal warning 
   b. written warning 
   c. probation 
   d. suspension 
   e. demotion 
   f. dismissal 
 
  The sanction will depend on the seriousness of the offense. A record of the event 


and the discipline imposed shall be maintained in the employee's personnel file. 
 
 D. If there has been a violation of state or federal law, consult with CHC legal counsel 


for possible further reporting obligations. 
 
 
III. DISCIPLINE OF MANAGERS AND SUPERVISORS 
 
 Appropriate action will be taken against a violator's manager(s) or supervisor(s) to the 


extent that circumstances reflect inadequate supervision or a lack of due diligence. 
Appropriate action will be taken against any manager or supervisor who retaliates, directly 
or indirectly, against an employee who reports a violation of law, Code of Ethics or the 
CHC Compliance and Ethics Program.  


 
 
ATTACHMENT: 
 
Attachment A: Compliance Report Form 
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ATTACHMENT A 
COMPLIANCE REPORT FORM 


 
I. TO BE COMPLETED BY ANY MANAGER, SUPERVISOR, COMPLIANCE OFFICER 


OR OTHER SENIOR LEVEL EMPLOYEE WHO RECEIVES A REPORT OF 
SUSPECTED VIOLATION OR NON-COMPLIANCE. 


 
 


NAME OF EMPLOYEE PROVIDING INFORMATION:  ______________________________________ 


DATE:  _______________________________________________________ 


 
DESCRIPTION OF ALLEGED VIOLATION: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Forward this completed form and any associated documentation to the  


Chief Compliance Officer at: Compliance@cvty.com 
 
All information will be treated as confidential to the fullest extent permitted by law and the identity of 
the employee making the report will be protected to the maximum extent consistent with fair and 
rigorous enforcement of the Code of Business Conduct and Ethics and the Compliance and Ethics 
Program. 
 



mailto:Compliance@cvty.com
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Coventry Health Care, Inc. 


Policy Name:  
 
Government Requests for Information, Interviews, Searches and 
Other Contacts 
 


Policy & Procedure Number: 
 
Policy Principal:  Monica Zachary 


Original Effective Date: 
 


9/6/06 


Reviewed/Revised: 
 


10/12/11; 4/25/12 


Approved by: 
 
 
 
Name:   Laura Kelley 
Title:      SVP, Chief Compliance Officer 


Product:        Medicare                     Medicaid                             Commercial                FEHBP 
                        Workers’ Comp          Behavioral Health              Dental Services         All                                     


Purpose To provide a uniform method for employees to respond to any government agency (federal 
or state) request for information, whether during office hours or at home, concerning 
Coventry Health Care, Inc. and its subsidiaries (CHC), contracted providers, vendors, 
contractors or members. 


Policy Coventry will fully cooperate with government authorities while at the same time protecting 
the rights of CHC and its employees, contracted providers, vendors, contractors or 
members. 


Responsibility All CHC employees 


Definitions Government Agencies include but are not limited to: 
 


Organization 
 


Function 


Centers for Medicare and Medicaid 
Services (CMS) 
 


Federal agency overseeing administration of 
the Medicare and Medicaid programs 


Department of Health and Human 
Services Office of Civil Rights (OCR) 


Responsible for compliance with non-
discrimination and health information privacy 
laws  
 


Department of Health and Human 
Services Office of Inspector General 
(OIG) 


Responsible for audits, investigations, 
compliance initiatives, and law enforcement 
efforts in Medicare, Medicaid, and other 
public health and human services programs 
administered by HHS 
 


Federal Bureau of Investigation (FBI) Investigative arm of the U.S. Department of 
Justice 
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General Accounting Office (GAO) Responsible for examining all matters 
relating to the receipt and disbursement of 
public funds 
 


Medicare Drug Integrity Contractors 
(MEDICS) 


An organization that the CMS has 
contracted with to perform specific program 
integrity functions for Part D under the 
Medicare Integrity Program. The MEDIC is 
CMS’ designee to manage CMS audit, 
oversight, and anti-fraud and abuse efforts 
in the Part D benefit. 
 


Medicaid Fraud Control Unit (MFCU) Investigative arm of state Medicaid agencies 
 


Medicaid Program State run health insurance program jointly 
funded by the state and federal government 
for low-income and needy people.  
 


Occupational Safety and Health 
Administration (OSHA) 


An agency of the U.S. Department of Labor 
that issues and enforces standards for 
workplace safety and health 
 


State Attorney General’s Office Chief legal officer of the state responsible 
for investigating/prosecuting violations of 
state law 
 


State Department of Insurance A regulatory agency within a state that has 
authority over how the insurance industry 
conducts business  
 


State Office of Inspector(s) General Responsible for ensuring that state agencies 
operate efficiently, effectively and legally  


General Procedures Typically, interactions with government agencies are the responsibility of CHC Compliance, 
Public Relations, or Legal department staff unless you have been designated to interact with 
government agencies based on your job responsibilities. 
 
If an employee is contacted by a government agency, the employee should immediately 
contact a representative of the local Compliance, Corporate Compliance or Legal staff 
depending on the nature of the contact.  
 
All employees must cooperate with government representatives and provide accurate 
information to government representatives. Providing inaccurate statements to government 
representatives may result in obstruction of justice charges. 
 
Maintain a complete and accurate list of all visits by government representatives and all 
documentation supplied to government representatives.  
 


Procedure – Personal 
Contact 
 
 


A.  If a representative of a federal or state government agency contacts you in person 
anywhere, such as at the office or at home, requesting information regarding CHC or any 
CHC-affiliated entity, or any individual or entity with which CHC does business, you should do 
the following: 
• Contact a local health plan or Corporate  compliance staff member and/or a Legal 


department representative. 
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• Ask to see his or her identification and business card.  If these materials are 
unavailable, ask for the person's name and office, address and telephone number, 
identification number and call the government representative's office to confirm his 
or her authority.  If more than one government representative appears, there will 
often be one government representative in charge.  You should determine who this 
government representative is and ask that government representative to provide the 
information to you. 


 
• If the government representative wants to speak with you personally, find out why 


without getting into details.   
 
Interviews 
Ø It is not unusual for government representatives to try to suggest that you must speak 


with them when they first contact you or for the government representative to imply 
that it is wrong for you to refuse to speak with them during this first contact. 


 
Ø Government representatives may not threaten you in any way, require you to speak 


with them immediately or suggest that they may offer you a "deal" if you provide 
information to them. If a government representative tries any of these tactics, they are 
trying to intimidate you. You should not let the government representative intimidate 
you into speaking with him/her before you are ready. No matter what the government 
representative might tell you, you are allowed to schedule an appointment to speak 
with them at a different time.  


 
Ø You are entitled to have someone with you during any interview with a government 


representative.  CHC will arrange to have a CHC attorney present at no cost to you 
or, if you wish, you may consult with an attorney of your own choosing at your 
expense.   


 
Ø If you wish, you are free to speak with the government representative.  If you choose 


to be interviewed by a government representative before calling CHC legal counsel, 
contact the CHC legal counsel as soon as possible after the interview.  Remember 
that you may also have someone, like a co-worker or family member, present during 
the interview with the government representative.  You are encouraged to take notes 
during the interview. 


 
Ø During the interview with the government representative, you should follow these 


simple tips: 
 
 1. Always tell the truth.  If you do not recall something or have no knowledge about 


the topic that the government representative is asking about, say so.   
 
 2. In talking with the government representative, you should be very careful to 


answer questions completely, accurately and concisely so that there will be no 
misunderstanding as to what you are saying.  It is important to make clear to the 
government representative whether the information that you are providing is first-
hand knowledge, something you have heard, or speculation.  It is good practice to 
avoid speculation, but if you do speculate, it is important to make sure you let the 
government representative know that you are speculating. 


 
3. Contact the CHC legal counsel as soon as possible after the interview. 
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B.  If the government representative wants to search a facility or obtain documents from CHC,  
ask to see a legal document requesting the search, such as a search warrant and any affidavit 
supporting the warrant.  Make a copy of this legal documentation. 
    
Look at the date and time on the legal documentation to make sure that the government 
representative has a valid document.  A government representative may not search a business 
at a time other than within the time period specified in the legal document.  
 
Searches 
Ø If the government representative wants to obtain documents or search CHC on the 


spot, you should remember the following:  
 


1. A "search" occurs any time a government representative enters CHC's 
premises and begins to look for any documents or ask questions.  A search 
may not be conducted without a legally valid search warrant.  However, 
there are some government agencies that have the authority to assess 
penalties if representatives of the agency are not granted immediate access 
upon reasonable request to a health care entity.  These agencies include 
OSHA, state MFCUs, the OIG, and state Medicaid agencies.  Therefore, 
CHC employees should strive to be courteous and helpful to government 
representatives while following the guidelines set forth in this policy. 


2. If the warrant is valid, you may not stop the search.  However, it is appropriate 
to request that the government representative allow you to contact CHC legal 
counsel to have the CHC legal counsel determine the validity of the warrant.   


3. You should follow these steps after having the CHC legal counsel determine 
the validity of the warrant and after the CHC legal counsel instructs you on 
how to proceed: 


a. Appoint someone on site to be in charge. That person will be responsible 
for communicating with the government representative. 


b. Remember, it is a crime to obstruct an agent in the lawful execution of a 
valid search warrant.  Some other examples of unlawful behavior are: 
altering or destroying documents sought in an investigation; falsely 
denying knowledge of information; corruptly influencing another person 
to exercise the privilege against self-incrimination; or intimidating a 
witness with the intent of influencing testimony or retaliating against a 
witness for testifying in an official proceeding.  However, asking 
questions and demanding a copy of the warrant are not obstruction.  
Remain calm, polite and observant.  If you notice any employees 
engaging in any prohibited conduct, call the CHC legal counsel 
immediately. 


c. Government representatives may try to obscure the documents that 
they are seizing from you.  Therefore, it is very important that you try to 
keep a thorough list of all documents that the government 
representative is seizing or copying.  You should assign an employee to 
follow each government representative at a CHC site during their 
search.  This employee should take detailed notes of everything that the 
government representatives seize and those documents that the 
government representatives inspect, but do not seize or copy.  The 
employee should also take detailed notes of any conversations that the 
government representatives may have. 
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d. Get a detailed receipt from the government representative of all 


documents/items for which the government has obtained a copy, 
including the number of pages copied for reimbursement purposes.  If 
the government representative wishes to take original documents, ask if 
those documents may first be copied.  If the government representative 
will not allow copies, call CHC legal counsel.  If you cannot reach CHC 
legal counsel, ask if you can first make a list of all documents that the 
government is taking. 


 
e. It is not unusual for government representatives to seize documents or 


items whose loss will impede the day-to-day operation of CHC, such as 
member records and computers.  If a government representative wants 
to seize any computers, you should ask the representative if you can 
copy all files onto a disk.  You should also call CHC legal counsel at 
800-843-7421 to inform counsel that the government is seizing 
computers.  If the government representative wishes to seize member 
records, ask if those records may be copied so that member care or 
member confidentiality will not be compromised.  You should also call 
CHC legal counsel to inform counsel that the government is seizing 
member records.  If you cannot reach CHC legal counsel, take detailed 
notes.   


 
Ø You are required to answer questions concerning the location of documents. 


 
Ø You are not required to answer other questions, and you can tell the government 


representative that you prefer to wait until counsel is present.  As described above, 
CHC will supply you with a CHC attorney at no cost to you. 


 
Ø If you are asked to sign an affidavit of any kind, do not comment as to the validity of 


its contents and explain that you are not authorized to sign any document prior to 
review by legal counsel. 


 
Ø Contact CHC legal counsel immediately after a search is completed and relay all 


information and documentation 
 


Procedure – Request 
Received by Mail  
 
 


If you receive a request for documents or a subpoena in the mail from a government 
representative, send a copy to a Compliance Officer and a copy to CHC legal counsel. Do not 
respond to the request until receiving instructions from CHC legal counsel. 


Procedure – 
Communications Regarding 
an Investigation 


Do not discuss the matter with anyone without first receiving permission from CHC legal 
counsel to discuss the matter with that person.  Innocent parties may be hurt by rumors 
regarding the government contact, and CHC will not tolerate the spreading of such rumors 
by any employee or agent of CHC.  If you receive any inquiries from the media or any 
person or organization where you are unsure of how to respond, you should refer the 
inquiries to a Compliance Officer or CHC legal counsel. You should not attempt to provide 
any explanation other than to state that questions regarding the investigation will be 
answered by a Compliance Officer or CHC legal counsel.  Make attempts to obtain the 
identity and telephone number of the inquiring party and furnish that information to a 
Compliance Officer or CHC legal counsel.   
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Summary of Changes  


 
 


    
Date Name Summary of Changes 
4/25/12 M Zachary Complete re-write; new format; deleted reference to audits; two prior 


policies combined into one policy; 9/6/06 policies retired: Federal and 
State Government Agency Requests for Information, Audits, Interviews, 
Searches and Other Contacts with CHC Regarding CHC or its Affiliates, 
and Federal and State Government Agency Requests for Information, 
Audits, Interviews, Searches and Other Contacts with CHC Regarding a 
Third Party  
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COVENTRY HEALTH CARE COMPLIANCE AND ETHICS PROGRAM  


CHC Policy on Employee Training  


Drafted by:  CHC & Epstein Becker & Green Reviewed/Revised by:  CHC & EBG Date 
Reviewed/Revised/Approved:  August 1999 ; November 2010 


I.  INTRODUCTION  


CHC recognizes that for this Compliance and Ethics Program to be effective, employees 
must receive education and training as to the importance of compliance with applicable law 
and the Compliance and Ethics Program.  In this regard, CHC has developed a training 
program for all of its employees so that all employees are familiar with the Compliance and 
Ethics Program and understand all of its policies and procedures, including the Code of 
Business Conduct and Ethics.  


II.  IMPLEMENTATION  


A.  To implement the Compliance and Ethics Program, all existing employees will 
participate in a one-hour training session after CHC’s formal adoption of this 
Compliance and Ethics Program.  


B.  Employees will be asked to sign or electronically acknowledge a Statement of 
Understanding annually and at the time of hiring that they are aware of and will abide 
by the Compliance and Ethics Program (Attachment A). Employees will also be 
asked to sign or electronically acknowledge annually and at the time of hiring the 
Proprietary Information, Confidentiality and Non-Solicitation Agreement 
(Attachment B), the Pharmaceutical Company Relationships Employee 
Acknowledgement (Attachment C), and complete the Business Transactions with a 
Party In Interest (Attachment D).   


These Attachments are included in the Code of Business Conduct and Ethics. The 
Code of Business Conduct and Ethics can be found on the Compliance Center on 
Coventry Today (http://cvtynet.cvty.com). 


C.  As part of their initial orientation, all new employees will receive at least one hour of 
training within the first thirty (30) days of employment that discusses the goals and 
objectives of the Compliance and Ethics Program and familiarizes new employees 
generally with the Compliance and Ethics Program. Human Resources is responsible 
for ensuring the training occurs.  



http://cvtynet.cvty.com





Revised November 2010 2 


D.  After the initial orientation, all existing employees will receive  training at least once 
a year with respect to the Compliance and Ethics Program and Code of Business 
Conduct and Ethics. Each employee must attend at least one hour of Corporate 
Compliance and Ethics Program training in every 12-month period. An employee 
returning from leave who has missed a regularly scheduled training session, must 
complete the training session within 30 days of returning to active work status. 


 
III.  TRAINING SESSIONS  


A.  The Chief Compliance Officer or designee will work with Human Resources to 
monitor, develop and deliver the training and orientation sessions.  Human Resources 
shall keep a written record of all such training sessions. The Learning Link retains 
electronic records of all employee training completed via the learning management 
system. Completion of training is mandatory and will be one criteria for which 
employees will be evaluated during their reviews. Failure to complete training 
pursuant to the Compliance and Ethics Program shall result in disciplinary 
procedures, up to and including discharge or termination from employment.  


B.  At the direction of the Chief Compliance Officer, other training sessions may be held 
as the need arises to address changes in the Compliance and Ethics Program, in 
federal laws and regulations or any issues of interest.  Additional training will be 
conducted for specific employees who have responsibilities with specific compliance 
issues, such as employees responsible for government programs.  In addition, a 
Compliance Officer may direct specific employees to attend continuing education 
classes.  


 
IV.  TRAINING CONTENT - COMPLIANCE WITH CHC’s CORPORATE 


COMPLIANCE AND ETHICS PROGRAM  
A.  Employees shall be informed during the training session that strict compliance with 


the Compliance and Ethics Program and the Code of Business Conduct and Ethics is 
a condition of employment and that compliance with the Compliance and Ethics 
Program and the Code of Business Conduct and Ethics is one criteria upon which 
employees will be evaluated.  


B.  CHC training sessions may include, but are not limited to, procedures to follow when 
a federal or state agency requests information from or otherwise contacts CHC.  


C.  In conjunction with the annual certification, each employee shall certify 
electronically or through the Certification Form that he or she received and completed 
the general one-hour training session. Human Resources shall keep these 
certifications on file.  
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EMPLOYEE TRAINING CERTIFICATION FORM 


 


Compliance and Ethics Program Training Date:  _________________________________ 


 


      New Hire Training               Annual Employee Training  


 
 
 


* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 
 


Employee Name: __________________________________________________________ 


Employee Position: _________________________________________________________ 


Employee Signature Date: _____________________________________________________________ 


Supervisor/Manager Signature: _______________________________________________ 


 
Supervisor/Manager Signature Date:_________________________________________ 
 


 


Please return this completed form to a Human Resources representative.  


 
 
 
 


This form is not to be discarded or destroyed without prior consent of CHC legal counsel. 
 







 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


INTENTIONALLY LEFT BLANK 
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MESSAGE FROM THE CEO 


 
 
The Coventry Code of Business Conduct and Ethics is the foundation of our Compliance and 
Ethics Program and sets forth the guidelines which govern our actions, conduct and decisions 
as employees of Coventry.  


Our members, shareholders,  business partners, and fellow employees  expect that we will 
conduct our business honestly, ethically, and in full compliance with the laws and regulations 
which govern our business. To achieve this, we all have the responsibility to create and 
maintain a strong ethical and compliant culture at Coventry. Every action taken and decision 
made must be honest and ethical and fully compliant with the law. By taking this approach,  we 
can ensure our values and principles are reflected in every aspect of our business. 


Thank you for your commitment to Coventry’s Code of Conduct.  
 
Sincerely, 
 


 
 
Allen Wise, CEO 
Coventry Health Care, Inc. 
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I. PURPOSE  


Coventry Health Care, Inc., together with all of its subsidiaries (“CHC”), is dedicated to 
conducting its business in accordance with the highest standards of ethical conduct.  
CHC is committed to conducting its business activities with uncompromising integrity 
and in full compliance with the federal, state and local laws governing its business.  This 
commitment applies to relationships with stockholders, customers (enrollees, federal 
providers, state and local governments), contractors, vendors, competitors, auditors and 
all public and government bodies.   


To protect CHC’s reputation and to assure uniformity in standards of conduct, CHC has 
established this Code of Business Conduct and Ethics (“Code”) as part of its 
Compliance and Ethics Program (“Compliance and Ethics Program”).  Unless a 
provision of this Code states otherwise, this Code shall apply to all directors, officers and 
employees of CHC (collectively, “Covered Persons”).  For purposes of this Code:  (1) the 
term “employees” shall mean all persons employed directly by CHC, but shall exclude all 
non-management directors; (2) the term “officers” shall mean all persons in the position 
of Vice President or any superior position as indicated on CHC’s organizational chart; 
and (3) the term “directors” shall mean all management and non-management directors 
on CHC’s Board of Directors.   


Under the Compliance and Ethics Program, a Chief Compliance Officer has been 
appointed to ensure compliance with the Code, to serve as a contact for employees to 
report any potential violations of laws, regulations or this Code, and to take appropriate 
action against violators of any such laws, regulations, or this Code. The intent of the 
Code is to ensure that every Covered Person understands the proper standards of 
conduct and conforms his or her conduct with all applicable laws, rules and regulations, 
including the standards issued by the state and federal governmental programs in which 
CHC participates (e.g., Medicare (Parts C and D), Medicaid and Federal Employee 
Health Benefits programs.   


This Code exists to provide directors, officers, employees, sales representatives, 
stockholders, suppliers and members of the general public with an official statement of 
how CHC and its subsidiaries must and will conduct business in the marketplace.  Under 
this Code, all Covered Persons will conduct themselves in the full spirit of honest and 
lawful behavior.  In addition, Covered Persons must not cause another employee or non-
employee to act otherwise, whether through inducement, suggestion or coercion.  This 
Code and the policies and procedures of the Compliance and Ethics Program are not 
meant to cover all situations. Any doubts whatsoever as to the appropriateness of a 
particular situation, whether or not the situation is described within this Code, should be 
submitted either to your immediate supervisor or manager, CHC’s Chief Compliance 
Officer, a CHC Compliance Officer, or the CHC Comply Line. 


All employees of CHC are to read, understand, be familiar with, and immediately after 
being hired at CHC and at least annually after hire, sign or electronically acknowledge 
and submit to CHC through the CHC learning management system, their 
acknowledgment of reading and understanding the attached Statement of 
Understanding (Attachment A), the Proprietary Information, Confidentiality and Non-
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Solicitation Agreement (Attachment B), the Pharmaceutical Company Relationships 
Employee Acknowledgment (Attachment C) and will complete the Business 
Transactions With A Party In Interest (Attachment D).  All non-management directors of 
CHC must also read, understand, be familiar with, and immediately after being elected 
or appointed to the relevant CHC Board of Directors (the “Board”), and at least annually 
after such election or appointment, sign the attached Statement of Understanding 
(Attachment A).  At the discretion of management, other additional individuals may be 
asked to read and sign the Statement of Understanding.  Only CHC’s Chief Compliance 
Officer or CHC’s General Counsel (or the Audit Committee in the case of executive 
officers and directors of CHC) may make decisions regarding requests for interpretation 
of or exceptions to this Code.  


Any Covered Person violating any provision of this Code will be subject to disciplinary 
action, up to and including termination of employment.  In addition, promotion of and 
adherence to this Code and to the Compliance and Ethics Program will be one criterion 
used in evaluating the performance of Covered Persons.  To the extent that any 
additional policies are set forth in any other CHC manual, those policies should be 
consistent with this Code.  In case of any inconsistency, this Code shall govern. 


II. CONFLICT OF INTEREST 


Covered Persons must avoid situations where their personal interest could conflict or 
appear to conflict with their responsibilities, obligations or duties to further CHC’s interest 
or present an opportunity for personal gain apart from the normal compensation 
provided through employment.  Conflicts of interest may not always be clear-cut so if you 
have a question, you should consult with the CHC Compliance Officer or CHC’s General 
Counsel.  Any Covered Person who becomes aware of a conflict or potential conflict 
must report it to the Board (in the case of a director), CHC’s Chief Compliance Officer, a 
CHC Compliance Officer, or the CHC Comply Line. The following guidelines have been 
developed to help you identify conflicts of interest: 


A. Use of Corporate Funds and Assets 


Covered Persons may not use assets of the organization for their own personal 
benefit or gain.  All property and business of the organization shall be used in a 
manner designed to further CHC’s interest rather than the personal interest of an 
individual Covered Person.  Covered Persons are prohibited from the unauthorized 
use or taking of CHC’s equipment, supplies, software, data, intellectual property, 
materials or services.  Prior to engaging in any activity on CHC’s time which will 
result in remuneration or the use of CHC’s equipment, supplies, materials or services 
for personal or non-work related purposes, Covered Persons shall obtain the 
approval of their immediate supervisor or manager or other senior management of 
CHC. 


B. Outside Financial Interests 


The following is a list of the types of activities by Covered Persons, or household 
members of such Covered Persons, that might cause conflicts of interest.  This list is 
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not exhaustive and any questions regarding activities that may pose a potential 
conflict of interest should be directed to the Board (in the case of a director), a 
supervisor or manager, CHC’s Chief Compliance Officer, a Compliance Officer, a 
Human Resources representative, CHC’s General Counsel or the CHC Comply Line. 


• Ownership in or employment by any outside concern which does business 
with CHC.  This does not apply to stock or other investments held in a 
publicly held corporation, provided the value of the stock or other investments 
does not exceed 5% of the corporation’s stock.  CHC may, following a review 
of the relevant facts, permit ownership interests which exceed these amounts 
if management concludes such ownership interests will not adversely impact 
CHC’s business interest or the judgment of the employee. 


• Conduct of any business not on behalf of CHC, with any vendor, supplier, 
contractor, or agency, or any of their officers or employees. 


• Representation of CHC by a Covered Person in any transaction in which he 
or she or a household member has a substantial personal interest. 


• Disclosure or use of confidential, special or inside information of or about 
CHC, particularly for personal profit or advantage of the Covered Person or a 
household member or other. 


• Competition with CHC by a Covered Person, directly or indirectly, in the 
purchase, sale or ownership of property or property rights or interests, or 
business opportunities. 


Covered Persons who may have a conflict of interest must contact the Board (in the 
case of a director), CHC’s Chief Compliance Officer, a CHC Compliance Officer, or 
the CHC Comply Line for guidance. 


C. Outside Activities 


Employees should avoid outside employment or activities that may have a negative 
impact upon their job performance with CHC, and all Covered Persons should avoid 
outside employment or activities that may conflict with their obligations, loyalties or 
fiduciary responsibilities to CHC. 


D. Honoraria 


Employees, with the permission of CHC’s Chief Compliance Officer or CHC’s 
General Counsel, may participate as faculty and speakers at educational programs 
and functions on behalf of CHC during office hours.  Any honoraria in excess of Five 
Hundred Dollars ($500) shall be turned over to CHC unless the employee used time 
off, paid or unpaid, to attend the program or that portion of the program for which the 
honoraria is paid. 
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E. Participation on Boards of Directors/Trustees 


• An employee must obtain approval from CHC’s Chief Compliance Officer or 
CHC’s General Counsel prior to serving as a member of the board of 
directors/trustees of any organization whose interests may conflict with those of 
CHC.  CHC retains the right to prohibit membership on any board of 
directors/trustees where such membership might conflict with the best interest 
of CHC. 


• An employee who is asked, or seeks to serve on the board of directors/trustees 
of any organization whose interest would not have an impact on CHC (for 
example, civic, charitable, fraternal and so forth) is not required to obtain such 
prior approval. 


• All compensation received by an employee for board services provided during 
normal work time may be retained by the employee. 


• An employee, if so required by CHC, must disclose all board of 
directors/trustees activities in CHC’s annual conflict of interest disclosure 
statement contained in the Business Transactions with a Party of Interest  
(Attachment D). 


F. Corporate Opportunities 


Covered Persons are prohibited without the consent of the CHC Board of Directors 
from taking for themselves personally opportunities that are discovered through the 
use of corporate property, information or position.  No Covered Person may use 
corporate property, information, or position for improper personal gain, and no 
Covered Person may compete with CHC directly or indirectly without the consent of 
the Board (or an appropriate committee of the Board).  Covered Persons owe a duty 
to CHC to advance its legitimate interests when the opportunity to do so arises. 


G. Loans 


CHC’s executive officers and directors may never accept loans or guarantees of 
obligations from CHC, from other employees, officers or directors of CHC on behalf 
of or for the benefit of CHC, or from any other person or entity, including suppliers 
and vendors, having or seeking business with CHC, except as permitted by law.  No 
employee of CHC may accept loans or guarantees of obligations from any person or 
entity, including suppliers and vendors, having or seeking business with CHC. If you 
have any doubts as to whether a loan is permissible, contact CHC’s Chief 
Compliance Officer or CHC’s General Counsel for guidance. 


III. FRAUD AND ABUSE 


CHC expects all Covered Persons to comply scrupulously with all federal, state and local 
laws and government regulations. These laws and regulations prohibit (1) disguised 
payments in the submission of false, fraudulent or misleading claims to any government 
entity or third party payor, including claims for services not rendered, claims which 
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characterize the service differently than the service actually rendered, or claims which do 
not otherwise comply with applicable program or contractual requirements; and (2) 
making false representations to any person or entity in order to gain or retain 
participation in a program or to obtain payment for any service.  All Covered Persons 
must report immediately to the Board (in the case of directors), a supervisor or manager, 
CHC’s Chief Compliance Officer, a CHC Compliance Officer, or the CHC Comply Line 
any actual or perceived violation of this Code, the Compliance and Ethics Program, or 
any other CHC policy. 


• CHC will not tolerate fraud, waste or abuse in any of its relationships with 
internal and external parties.  CHC will identify, report, monitor, and when 
appropriate, refer for prosecution situations in which suspected fraud or 
abuse occurs. 


• CHC is committed to compliance with all laws and regulations that prohibit 
employment of, payment to, or contracting with individuals or entities 
excluded or barred from Federal health care programs, including Medicare 
and Medicaid, or sanctioned by the U. S. Department of the Treasury.   


• If any internal or external party, including employees, officers, directors, 
providers, agents/brokers, vendors, suppliers or contractors have been 
excluded, sanctioned, barred or convicted of health care fraud, CHC will 
terminate the employment or contract of such individuals or entities in 
accordance with CHC’s policy. 


• As part of the annually executed Statement of Understanding (Attachment 
A), each employee will certify annually that he or she has not been convicted 
of, or charged with, a criminal offense related to health care nor has he or she 
been listed by a federal agency as debarred, excluded or otherwise ineligible 
for participation in federally funded health care programs. 


IV. DEALING WITH THIRD PARTIES 


CHC obtains and keeps its business because of the quality of its products and services.  
CHC is committed to providing services that meet all contractual obligations and CHC’s 
quality standards.  Conducting business, however, with vendors, suppliers, contractors, 
providers and customers (subscribers or members) can pose ethical or even legal 
problems, especially in activities where differing local customs and market practices 
exist.  The following guidelines are intended to help all Covered Persons make the “right” 
decision in potentially difficult situations. 


A. Contract Negotiation 


CHC has an affirmative duty to disclose current, accurate and complete cost and 
pricing data where such data is required under appropriate federal or state law or 
regulation.  Employees involved in the pricing of contract proposals or in the 
negotiation of a contract must ensure the accuracy, completeness and currency of all 
data generated and given to supervisors and other employees.  Furthermore, all 
representations made by CHC employees to CHC’s customers and suppliers, both 
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government and commercial, must be accurate, complete and current.  The 
submission to a federal government customer of a representation, quotation, 
statement or certification that is false, incomplete or misleading can result in civil 
and/or criminal liability for CHC, the involved employee and any supervisors who 
condone such an improper practice.  All Covered Persons should endeavor to deal 
fairly with all of CHC’s vendors, suppliers, contractors, providers and customers, to 
the extent appropriate under applicable law and consistent with CHC policy and their 
duties of loyalty to CHC.  It is inappropriate to take unfair advantage of anyone 
through manipulation, concealment, abuse of privileged information, 
misrepresentation of material facts or any other practice that may be considered 
unfair dealing. 


B. Marketing and Advertising Activities 


In conducting all marketing and advertising activities, Covered Persons may offer 
only honest, straightforward, fully informative and nondeceptive information.  It is in 
the best interests of members, CHC and payors alike, for members, physicians and 
other referral sources to understand fully the services offered by CHC, and the 
potential financial consequences if CHC’s services are ordered.  Therefore, Covered 
Persons shall not distort the truth, make false claims, engage in comparative 
advertising or attack or disparage another competitor.  All direct-to-consumer 
marketing activities that involve giving anything of value to a member or potential 
member require compliance with this Code and the relevant policies.   


C. Antitrust and Competition 


Antitrust and competition laws apply to all commercial and federal domestic 
transactions conducted by CHC (and in some cases foreign transactions).  These 
laws are designed to ensure that competition exists and to preserve the free 
enterprise system.  These laws generally prohibit agreements to fix prices or 
participation in unfair practices that may reduce competition in the marketplace.  The 
antitrust laws applicable to CHC are complex and Covered Persons should consult 
CHC’s Chief Compliance Officer or CHC’s General Counsel if any questions arise as 
to the applicability of these laws to any activities conducted by Covered Persons.  At 
a minimum, antitrust laws prohibit Covered Persons from engaging in the following 
activities: 


• Discussions or agreements with competitors of CHC regarding price fixing, 
stabilization or discrimination.   


• Discussions or agreements with suppliers or customers of CHC that unfairly 
restrict trade or exclude other competitors from the marketplace.  


• Discussions or agreements with competitors of CHC to allocate territories, 
markets or customers.   


• Discussions or agreements with competitors of CHC to boycott suppliers, 
customers or providers.   
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• Requiring customers of CHC to buy from CHC through the use of coercion, 
express or implied.   


Employees responsible for areas of the business of CHC that may implicate the 
antitrust and competition laws must be aware of the laws in the jurisdictions in which 
CHC conducts business and the applicability of those laws.  Many countries have 
antitrust and competition laws that differ from the U.S. laws and employees must be 
aware of the specific laws in the jurisdictions in which they conduct the business of 
CHC.   


D. Anti-kickback and False Claims Issues 


Federal and state laws generally prohibit CHC and Covered Persons from offering or 
paying anything of value to induce the referral of patients for health care items or 
services when such items or services are reimbursable by federal health care 
programs.  These laws also prohibit soliciting or accepting anything of value under 
similar circumstances.  In addition, CHC and Covered Persons are subject to various 
state and federal laws prohibiting the filing of false claims.  False claims laws 
prohibit, among other activities, filing claims for services not rendered or not 
rendered as described in the claim, or otherwise submitting false data to a state or 
federal health care program and upon which reimbursement may be based in whole 
or in part.  Anti-kickback and false claims laws are complex and Covered Persons 
should consult CHC’s Chief Compliance Officer or CHC’s General Counsel when 
questions arise as to the applicability of these laws to any activities conducted by 
Covered Persons.  Covered Persons should be aware that these laws may apply 
outside of the Medicare and Medicaid contexts as well. 


CHC has adopted various policies designed to ensure compliance with federal and 
state anti-kickback and false claims laws.  For further information, refer to the 
Coventry Compliance Center on Coventry Today (http://cvtynet.cvty.com/).   


E. Gifts and Entertainment 


1. To avoid both the reality and the appearance of improper relations with vendors, 
suppliers, contractors, providers or customers (subscribers or members), the 
following standards apply to receipt of gifts and entertainment by CHC 
employees.  In addition to the standards listed here, CHC employees are 
required to sign, or acknowledge electronically through the CHC learning 
management system, the “Pharmaceutical Company Relationships Employee 
Acknowledgment”   (Attachment C). 


• CHC employees may not accept gifts of money under any circumstances 
nor may they solicit non-monetary gifts, gratuities or any other personal 
benefit or favor of any kind from vendors, suppliers, contractors or 
customers (subscribers or members). 


CHC employees and their immediate families may accept unsolicited, 
non-monetary gifts from a business firm or individual doing or seeking 



http://cvtynet.cvty.com/
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to do business with CHC only if: (1) the gift is no more than the 
nominal value of $100 per calendar year; or (2) the gift is advertising 
or promotional material that has a fair market value of no more than 
$100.  Gifts of more than $100 per calendar year may be accepted if 
protocol, courtesy or other special circumstances exist.  However, all 
such gifts with a fair market value of more than $100 must first be 
reported to CHC’s Chief Compliance Officer who will determine with 
CHC’s General Counsel  if the CHC employee may accept the gift or 
must return it. 


• CHC employees may not encourage or solicit entertainment from any 
individual or company with whom CHC does business.  From time to time, 
CHC employees may offer and/or accept entertainment, but only if the 
entertainment is reasonable, occurs infrequently and does not involve 
lavish expenditures.  CHC employees who have questions or concerns 
about entertainment must contact CHC’s Chief Compliance Officer or 
CHC’s General Counsel. 


2. The purpose of business entertainment and gifts in a commercial setting is to 
create good will and sound working relationships, not to gain unfair advantage 
with customers.  No gift or entertainment should ever be offered, given, or 
provided by any CHC employees, family member of a CHC employee or agent to 
a CHC customer unless it:  (1) is not a cash gift, (2) is consistent with customary 
business practices, (3) is not excessive in value, (4) cannot be construed as a 
bribe or payoff and (5) does not violate any laws or regulations.  Please discuss 
with a supervisor or manager, CHC’s Chief Compliance Officer, a Compliance 
Officer, a Human Resources representative, CHC’s General Counsel or the CHC 
Comply Line any gifts or proposed gifts that you are not certain are appropriate. 


 
F. Payment to Third Parties 


Agreements with agents, sales representatives, vendors, consultants and other 
contractors should be in writing and should clearly and accurately set forth the 
services to be performed, the basis for payment and the applicable rate or fee.  
Payments should be reasonable in amount, not excessive in light of common 
practice and equal to the value of the products or services.  Third parties should be 
advised that the agreement may be publicly disclosed. 


 
G. No Payments to Government Employees 


No CHC employee may offer or make available in any amount, directly or indirectly, 
any payment of money, gifts, services, entertainment or anything of value to any 
federal, state or local government official or employee. 
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H. Billing and Reimbursement 
CHC is committed to ensuring that its billing and reimbursement practices comply 
with all federal and state laws, regulations, guidelines and policies and that all bills 
are correct and reflect current payment methodologies.  CHC is committed further to 
ensuring that all members and customers receive timely and accurate bills and that 
all questions regarding billing are answered promptly and accurately. 


V. FINANCIAL REPORTING AND INTERNAL CONTROL 


False or misleading entries may not be made in the financial books or employment 
records of CHC for any reason.  No Covered Person may engage in any actions that 
result in or create false or misleading entries in CHC’s books and records. 


No payment or receipt on behalf of CHC may be approved or made with the intention or 
understanding that any part of the payment or receipt is to be used for a purpose other 
than that described in the documents supporting the transaction.  “Slush funds” or similar 
funds or accounts where no accounting for receipts or expenditures is made on CHC 
records are strictly prohibited. 


A. Personnel Records 


Salary, benefit and other personal information relating to employees shall be treated 
as confidential.  Personnel files, payroll information, disciplinary matters and similar 
information shall be maintained in a manner designed to ensure confidentiality in 
accordance with applicable laws.  Covered Persons will exercise due care to prevent 
the release or sharing of information beyond those persons who may need such 
information to fulfill their job function. 


B. Internal Control 


CHC has established control standards and procedures to ensure that assets are 
protected and properly used and that financial records and reports are accurate and 
reliable.  All Covered Persons share the responsibility for maintaining and complying 
with required internal controls. 


C. Financial Reporting 


All financial reports, accounting records, research reports, expense accounts, time 
sheets and other documents must accurately and clearly represent the relevant facts 
or the true nature of a transaction.  Employees who submit timesheets must be 
careful to do so in a complete, accurate and timely manner.  The employee’s 
signature on a timesheet is a representation that the timesheet accurately reflects 
the number of hours worked on the specified project.  Improper or fraudulent 
accounting, documentation or financial reporting is contrary to the policy of CHC and 
may be in violation of applicable laws. 
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D. Expense Accounts 


Many CHC employees regularly use CHC business expense accounts, which must 
be for legitimate business purposes and documented and recorded accurately. The 
submission of false, inappropriate or inaccurate expenses for reimbursement will 
result in disciplinary action up to, and including termination of employment, and may 
result in civil action or criminal charges.  If you are not sure whether a certain 
expense is for a legitimate business purpose, ask your supervisor or manager. 


E. Protection and Proper Use of Company Assets 


Covered Persons are expected to use good judgment in the utilization of CHC, 
customer and supplier property.  The use of CHC assets, facilities or services for any 
unlawful, improper or unauthorized purpose is strictly prohibited.  The use of CHC 
assets for non-CHC purposes is appropriate only when specifically authorized by 
CHC policy or procedure or when the user receives express authorization from his or 
her supervisor or manager.  Any personal use of a CHC resource must not result in 
added cost, disruption of business processes, or any other disadvantage to CHC.  
Supervisors and managers are responsible for the resources assigned to their 
respective departments and are empowered to resolve issues concerning their 
proper use. 


The theft or misuse of any property or services by any Covered Persons will result in 
that person being disciplined, terminated or possibly subjected to civil and criminal 
penalties.  CHC’s equipment, systems, facilities, corporate credit cards and supplies 
must be used only for conducting CHC business or for purposes authorized by 
management. 


VI. COMMUNICATION PRACTICES 


A. Confidential Information 


Covered Persons may have access to confidential information about CHC, its 
customers, suppliers and competitors or other information that might be of use to 
competitors or harmful to CHC or its customers, if disclosed.  Until released to the 
public, this information should not be disclosed to other Covered Persons who do not 
have a business need to know such information or to non-employees for any reason, 
except in accordance with established CHC procedures.  Confidential information of 
this kind includes, among other things, information or data on products, business 
strategies, corporate manuals, processes, systems or procedures.  Please refer to 
the separate CHC policy regarding confidential information entitled “Coventry Health 
Care, Inc. Statement of Policy Regarding Insider Trading and Confidentiality.”  
Please also see the Proprietary Information, Confidentiality and Non-Solicitation 
Agreement (Attachment B) to this Code. 
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B. Honest Communication and Fair and Accurate Disclosure 


CHC requires candor and honesty from Covered Persons in the performance of their 
responsibilities and in communication with our attorneys and auditors. No Covered 
Person shall make false or misleading statements to any member, person or entity 
doing business with CHC about other members, persons or entities doing business 
or competing with CHC, or about the products or services of CHC or its competitors. 


In drafting and filing periodic reports or other documents filed with the Securities and 
Exchange Commission and in other public communications, Covered Persons 
should take all steps necessary to ensure full, fair, accurate, timely and complete 
disclosure. Such steps should include going beyond the minimum requirements to 
convey a fair and accurate financial picture of CHC to public investors. 


Business records and communications often become public, and Covered Persons 
should always avoid exaggeration, derogatory remarks, guesswork, or inappropriate 
characterizations of people and companies that can be misunderstood.  This applies 
equally to e-mail, internal memos, and formal reports.   


C. Misappropriation of Proprietary Information 


Covered Persons shall not misappropriate confidential or proprietary information 
belonging to another person or entity nor utilize any publication, document, computer 
program, information or product in violation of a third party’s interest in such product.  
Covered Persons shall not improperly copy for their own use documents or computer 
programs in violation of applicable copyright laws or licensing agreements.  Covered 
Persons shall not utilize confidential business information obtained from competitors, 
including customer lists, price lists, contracts or other information in violation of a 
covenant not to compete, a prior employment agreement or in any other manner 
likely to provide an unfair or illegal competitive advantage to CHC. 


D. Privacy Issues Regarding Written and Electronic Mail 


Use of CHC’s e-mail systems involves additional considerations and requires special 
care. Covered persons must bear in mind that e-mail, text messages, instant 
messages and other electronic communications are not private, and their source is 
clearly identifiable. These communications may remain part of CHC’s business 
records long after they have supposedly been deleted. Covered Persons must 
ensure that their personal e-mail does not adversely affect CHC or its public image 
or that of its customers, partners, associates or suppliers. E-mail may not be used for 
external broadcast messages or to send or post chain letters, messages of a political 
or religious nature, or messages that contain obscene, profane, racial or otherwise 
offensive or discriminatory language or material.  Violations of this policy will result in 
disciplinary action up to, and including termination of employment. 


CHC reserves the right, subject to applicable laws, to monitor and review all written 
and electronic communications that Covered Persons send or receive at work or 
using CHC's systems, including, but not limited to, electronic mail, text messages, 
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instant messages, voicemail, envelopes, packages or messages marked "personal 
and confidential." 


E. Requests for Information 


Employees should only respond to inquiries or questions from third parties, either 
directly or indirectly, if such employee is certain that he or she is authorized to do so. 
Even if the employee is authorized by CHC regulations to provide such information, if 
there is a designated spokesperson or coordinated approach to dealing with that 
information the employee must refer the third party to the appropriate source within 
CHC.  Requests for information from financial and security analysts or investors 
should always be directed to the Chief Executive Officer or Chief Financial Officer as 
should requests for information from the media.  Requests from an attorney for 
information or to interview a Covered Person should be directed to CHC’s General 
Counsel. The CHC policies on requests for information may be accessed through the 
Coventry Compliance Center on Coventry Today 
(http://intranetprod.cvty.com/esc/esc_compliance.html). 


F. Maintenance of Company Records and Files 


All Covered Persons must follow CHC policy regarding the retention, disposal or 
destruction of any CHC records or files.  Laws and regulations require retention of 
certain CHC records for various periods of time, particularly in the tax, personnel, 
health and safety, environment, contract, customs and corporate structure areas. 
Records should always be retained or destroyed according to CHC’s record retention 
policies.  The Record Retention and Destruction Policy and state schedules may be 
accessed through the Coventry Compliance Center on Coventry Today 
(http://cvtynet.cvty.com/).  Covered Persons must strictly comply with this policy.  In 
the event of litigation or governmental investigation concerning CHC’s records or 
files, consult CHC’s General Counsel. 


G. Confidential Member Information  


Title II of the Health Insurance Portability and Accountability Act (HIPAA), along with 
other state and federal laws, require that Coventry protect the confidentiality, 
integrity, and availability of an individual's health information and prohibit 
unauthorized disclosure of protected health information (PHI).  


Covered Persons must never access or share member confidential information 
unless authorized, and assigned job duties require it for legitimate business or 
patient-care purposes. Coventry’s policies regarding the federal and state privacy 
and security laws and regulations can be found on the Policy Center 
(http://chcportal.cvty.com/ent/policycenter/default.aspx) 


VII. POLITICAL ACTIVITIES AND CONTRIBUTIONS 


CHC encourages each of its Covered Persons to be good citizens and to fully participate 
in the political process.  Covered Persons should, however, be aware that: (1) federal 



http://intranetprod.cvty.com/esc/esc_compliance.html

http://cvtynet.cvty.com/

http://chcportal.cvty.com/ent/policycenter/default.aspx
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law and the laws of most states prohibit corporate contributions to political candidates, 
political parties or party officials; and (2) Covered Persons who participate in partisan 
political activities must ensure that they do not leave the impression that they speak or 
act for or on behalf of CHC. 


VIII. DISCRIMINATION 


CHC believes that the fair and equitable treatment of employees, subscribers, members 
and other persons is critical to fulfilling its vision and goals. 


It is a policy of CHC to enroll subscribers and members without regard to the race, color, 
religious belief, sex, ethnic background, national origin, alienage, ancestry, citizenship 
status, age, marital status, pregnancy, sexual orientation, veteran status or physical or 
mental disability or history of disability of such person, or any other classification 
prohibited by law. 


It is a policy of CHC to recruit, hire, train, promote, assign, transfer, layoff, recall and 
terminate employees based on their own ability, achievement, experience and conduct 
without regard to race, color, religious belief, sex, ethnic background, national origin, 
alienage, ancestry, citizenship status, age, marital status, pregnancy, sexual orientation, 
veteran status or physical or mental disability or history of disability of such person or 
any other classification prohibited by law. 


No form of harassment or discrimination on the basis of race, color, religious belief, sex, 
ethnic background, national origin, alienage, ancestry, citizenship status, age, marital 
status, pregnancy, sexual orientation, veteran status or physical or mental disability or 
history of disability or any other classification prohibited by law will be permitted.  Each 
allegation of harassment or discrimination will be promptly investigated in accordance 
with applicable human resource policies and procedures. 


IX. IMPLEMENTATION 


Strict adherence to this Code is vital.  Management is responsible for ensuring that 
Covered Persons are aware of the provisions of the Code.  For clarification or guidance 
on any point in the Code, consult CHC’s Chief Compliance Officer or CHC’s General 
Counsel. 


To ensure that proper dissemination and understanding of this Code is achieved, the 
following implementation will be followed:  Employees will sign or electronically 
acknowledge through the CHC Learning Link the Statement of Understanding, 
(Attachment A), the Proprietary Information, Confidentiality and Non-Solicitation 
Agreement (Attachment B), the Pharmaceutical Company Relationships Employee 
Acknowledgment (Attachment C) and will complete the Business Transactions With A 
Party In Interest (Attachment D) at the time of hire and on an annual basis thereafter.  
Human Resources shall be responsible for making sure each employee signs or 
electronically acknowledges and completes the required Attachments A, B, C and D .  
Signing or acknowledgment and completion of the required Attachments A, B, C and D 
shall be done in conjunction with the training requirements set forth in CHC’s Policy on 
Employee Training.  New employees shall, within the first 30 days of employment, 
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complete their compliance training and sign or electronically acknowledge and complete 
the required Attachments A, B, C and D.  Refer to the CHC Policy on Employee Training 
on the Coventry Compliance Center on Coventry Today (http://cvtynet.cvty.com/).   
A. Covered Persons  


Covered Persons are required to report (in good faith) any actual or suspected 
dishonest or illegal activities or other violations of this Code.  Failure to report 
dishonest or illegal activities or reporting false information is a very serious violation 
of this Code and could be cause for immediate termination of employment. The 
reporting of a suspected Code violation may be made verbally or in writing. See 
Section X. below for the procedure to follow for reporting suspected violations of this 
Code.  It is a serious Code violation for any CHC employee to initiate or encourage 
reprisal action against an employee or other person who in good faith reports known 
or suspected Code violations.   


B. Board of Directors  
The Audit Committee of the Board of Directors is generally responsible for assuring 
that the business of CHC is conducted in accordance with the Code.  The Audit 
Committee will assure that the Code is properly administered.  If willful violations are 
discovered, the Audit Committee shall assure that the legal rights of individuals are 
protected, that CHC’s legal obligations are fulfilled and that proper disciplinary and 
legal actions are taken.  The Audit Committee will further see that corrective 
measures and safeguards are instituted to prevent recurrence of violations.   


Only the Audit Committee has the authority to waive any provision of this Code with 
respect to an executive officer or director of CHC.  If a waiver of this Code is granted 
for a director or executive officer, such waiver must be promptly and accurately 
disclosed as required by law or applicable stock exchange rule.  


C. Training  
On an annual basis, each employee must complete at least one hour of training 
dealing with compliance with laws, the Compliance and Ethics Program and/or this 
Code.  This attendance will be documented.  See CHC’s Policy on Employee 
Training.  In addition, employees directly involved in a government program shall 
receive additional compliance training in accordance with other government program 
training policies.  


The CHC Chief Compliance Officer shall establish such other training or 
dissemination of information to Covered Persons, as may be necessary or 
appropriate, to comply with all applicable laws and with this Code, including the 
continuation of existing compliance programs such as Medicare/Medicaid 
compliance and compliance with securities laws.  


The CHC Compliance Officer shall make periodic reports to CHC’s Chief Executive 
Officer and Board of Directors concerning compliance with the above training 
requirements. 



http://cvtynet.cvty.com/
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D.  CHC Officers, Supervisors and Managers  


All officers, supervisors and managers are required to report (in good faith) any 
actual or suspected dishonest or illegal activities or other violations of this Code  The 
procedures for reporting actual or suspected violations are set forth in Section X. 
below.  All officers, supervisors and managers are also responsible for ensuring that 
each of their employees has completed the annual compliance training, understands 
the training and has signed and completed, either in writing or electronically through 
the CHC learning management system, the required Attachments A, B, C and D.  
New employees shall, within the first 30 days of employment, complete the 
compliance and ethics training and sign, or electronically acknowledge through the 
CHC learning management system, the Statement of Understanding (Attachment A), 
the Proprietary Information, Confidentiality and Non-Solicitation Agreement 
(Attachment B), the Pharmaceutical Company Relationships Employee 
Acknowledgment (Attachment C) and complete the Business Transactions With A 
Party In Interest (Attachment D). 


Officers, supervisors and managers may be sanctioned for failing to instruct 
adequately their subordinates or for failing to detect non-compliance with applicable 
policies and legal requirements, where reasonable diligence on the part of the officer, 
supervisor or manager would have led to the discovery of any problems or violations 
and would have given CHC the opportunity to correct them earlier. 


X. PROCEDURES FOR REPORTING SUSPECTED VIOLATIONS (WHISTLEBLOWER 
POLICY) 


CHC has adopted this policy to promote the reporting or disclosure of Violations and 
potential Violations.  CHC does not encourage frivolous complaints, but it does want any 
Covered Person or vendor, supplier or agent of CHC (each an “Affected Person”) who 
knows of a Violation or potential Violation to contact a representative of CHC through 
one of the methods contained in Section X.G.  A “Violation” includes the following:  


• violations of law, including any rule of the securities and exchange commission, 
federal laws related to fraud against chc’s stockholders, and the laws and 
regulations of any jurisdiction in which chc operates;  


• violations of company policies (including this code of business conduct and 
ethics) and statutory or other requirements for good corporate governance;  


• improper accounting entries, violations of internal accounting controls or 
improper auditing matters;  


• any other matter, which in the good faith belief of any affected person, could 
cause harm to the business or public position of chc; or  


• any attempt to conceal a violation or evidence of a potential violation.  
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A. General Policy 


Any Affected Person who, in Good Faith, reports a Violation is referred to as a 
“Whistleblower” and is protected from any retaliation by CHC. “Good Faith” means 
that the Affected Person has a reasonably held belief that the disclosure is true and 
has not been made either for personal gain or for any ulterior motive. 


CHC notes that the Sarbanes-Oxley Act of 2002 (“SOX”) and the False Claims Act 
provide certain legal protection to whistleblowers. Under Section 806 of SOX, CHC 
and its officers, employees, contractors, subcontractors and agents cannot 
discharge, demote, suspend, threaten, harass, or in any other manner discriminate 
(collectively, “Retaliate”) against employees who provide information in investigations 
– including internal investigations – into certain types of violations of the securities 
laws and regulations, or who file proceedings relating to similar violations.  
Additionally, under Section 1107 of SOX, any person who 
 


knowingly, with the intent to retaliate, takes any action harmful  
to any person, including interference with the lawful employment  
or livelihood of any person, for providing a law enforcement officer  
any truthful information relating to the commission or possible  
commission of any Federal offense, shall be fined under this title  
or imprisoned not more than 10 years, or both. 


Under Section 3730(h) of the False Claims Act, any employee who is discharged, 
demoted, harassed or otherwise discriminated against because of lawful acts by the 
employee in furtherance of an action under the False Claims Act is entitled to relief to 
make that employee whole.  


B. Purpose of the Whistleblower Policy   


CHC has adopted this whistleblower policy in order to:   


• cause Violations to be disclosed before they can disrupt the business or 
operations of CHC, or lead to serious loss,   


• promote a climate of accountability with respect to Company resources, 
including its employees, and   


• ensure that no Affected Person should feel at a disadvantage in raising 
legitimate concerns. 


This policy provides a means whereby Affected Persons can safely raise, internally 
and at a high level, serious concerns and disclose information that the Affected 
Person believes in good faith could constitute a Violation. 


For a more detailed description of state and Federal laws which prohibit the filing of 
false claims and that protect Whistleblowers under such laws, refer to the Coventry 
Compliance Center on Coventry Today (http://cvtynet.cvty.com/).   



http://cvtynet.cvty.com/
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C. Affected Persons Protected   


This procedure offers protection to Affected Persons, who disclose matters that are, 
or could give rise to, Violations, provided the disclosure is made:  


• In good faith,  


• In the reasonable belief of the individual making the disclosure that the 
conduct or matter disclosed could give rise to a Violation, and    


• Pursuant to the procedures contained in Section X.G. below.   


No complaint that satisfies these conditions will result in dismissal or disciplinary 
action or any other form of discrimination for the complainant.  Any acts of Retaliation 
against a Whistleblower shall be treated by CHC as a serious disciplinary matter and 
could result in dismissal. 


D. Confidentiality of Disclosure   


CHC will treat all such disclosures as confidential and privileged to the fullest extent 
permitted by law.  CHC will exercise particular care to keep confidential the identity 
of any Affected Person, making an allegation under this procedure until a formal 
investigation is launched.  Thereafter, the identity of the Affected Person making the 
allegation may be kept confidential, if requested, unless such confidentiality is 
incompatible with a fair investigation or unless there is an overriding reason for 
disclosure.  In this instance, the Affected Person making the disclosure will be so 
informed.  Where disciplinary proceedings are invoked against any individual 
following a complaint under this procedure, CHC will normally require the name of 
the Affected Person to be disclosed to the person subject to such proceedings.   


CHC encourages individuals to put their name to any disclosure they make, but any 
Affected Person may also make anonymous disclosure as provided in Section 
X.G.1(f) below.  In responding to an anonymous complaint, CHC will pay due regard 
to fairness to any individual named in the complaint, the seriousness of the issue 
raised, the credibility of the complaint and will undertake to conduct an effective 
investigation and discovery of evidence. 


Investigations will be conducted as quickly as possible, taking into account the 
nature and complexity of the disclosure. 


E. Unsubstantiated Allegations   


If an Affected Person makes an allegation in good faith, which is not confirmed by 
subsequent investigation, no action will be taken against that individual.  In making a 
disclosure, all individuals should exercise due care to ensure the accuracy of the 
information. 


If after investigation a matter raised under this procedure is found to be without 
substance and to have been made for malicious or frivolous reasons, the Affected 
Person could become the subject of disciplinary action. 
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Where an allegation is not substantiated (a) the conclusions of the investigation will 
be made known both to the Affected Person who made the allegation and to the 
person against whom the allegation was made and (b) all papers relating to the 
allegation and investigation will be removed from the record. 


F. Follow-Up   


CHC’s Chief Compliance Officer will deliver a report of all substantiated material 
Violations and any subsequent actions taken to the Board of Directors or the 
appropriate committee of the Board.   


The conclusion of the investigation will be communicated to the person or persons 
against whom the complaint or allegation is made and to the Affected Person who 
made the complaint or allegation.   


G. Procedures 


1. Any disclosure made by an Affected Person under this policy must be reported to 
one of the following as appropriate:   


• to a supervisor or manager,  


• to the Chief Compliance Officer or a Compliance Officer of CHC,  


• to the Chief Financial Officer if the allegation relates to financial, accounting 
or auditing matters, or   


• if an employee wishes to remain completely anonymous, by calling CHC’s 
anonymous reporting hotline, “The Comply Line” at 1-877-242-5463, which is 
staffed twenty-four hours a day and seven days a week.   


Affected Persons are expected to report any suspected Violations. 


The Comply Line number shall be posted in all work locations.  All reports must 
contain sufficient information to investigate the concerns raised.  CHC will 
attempt to treat such reports confidentially and to protect the identity of the 
individual who has made a report to the maximum extent possible and as may be 
permitted under applicable law. 


2. All reports will be investigated. Upon receipt of credible reports of uspected 
violations or irregularities, CHC’s Chief Compliance Officer, or a CHC  
Compliance Officer shall see that appropriate corrective action takes place 
immediately. CHC will weigh relevant facts and circumstances, including, but not 
limited to, the extent to which the behavior was contrary to the express language 
or general intent of the Code, the seriousness of the behavior, the person’s 
history with CHC and other factors which CHC deems relevant. No adverse 
action or retribution of any kind will be taken by CHC against an Affected Person 
solely because he or she reports in good faith a suspected Violation. Proof of 
Violations may result in discipline ranging from warnings and reprimands to 
termination of employment or, where appropriate, the filing of a civil or criminal 
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complaint.  Disciplinary decisions will be made by operating management, 
subject to review by CHC’s Chief Compliance Officer, the Chief Human 
Resources Officer or CHC’s General Counsel. Individuals will be informed of the 
charges against them and will be given the opportunity, as appropriate, to state 
their position before any disciplinary action is imposed. 


If CHC’s Chief Compliance Officer determines that a material or 
significant violation of this Code or law has occurred, CHC’s Chief 
Compliance Officer will report such violation to the Board or the 
appropriate committee of the Board together with any reports or analysis 
that CHC’s Chief Compliance Officer or any member of the Board 
determines is necessary or appropriate for the Board to review. 


An Affected Person must wait at least two weeks for a response after 
reporting the Violation or potential Violation, unless the Affected Person 
believes in good faith that conditions warrant a quicker reply, in which 
case the Affected Person shall detail those conditions as part of his or her 
initial report.  


3. An Affected Person, who is not satisfied with the response after following the 
procedure set out in Section X.G.1. or who has not received a response within 
the time period contained in Section X.G.2., may invoke this Section X.G.3.  The 
Affected Person must continue to discuss any issues with the persons identified.  
However, the disclosure shall thereafter also be directed, in writing, and 
confidentially, to the Chair of the Board of Directors.  The Chair of the Board of 
Directors shall then make a preliminary investigation of such concerns and report 
in writing to CHC’s General Counsel, with a request that CHC’s General Counsel 
investigate further and report to the Board in a period of time specified by the 
Chair of the Board of Directors.  CHC’s General Counsel may appoint another 
person to undertake the preliminary investigation, provided that the findings and 
conclusions of the person so appointed shall be reported to, and endorsed by, 
CHC’s General Counsel before the report is made to the Board. 


4. If on preliminary examination the complaint or allegation is judged to be wholly 
without substance or merit, it shall be dismissed and the Affected Person 
informed of the decision and the reasons for such dismissal.  If it is judged that a 
prima facie case may exist, the matter shall be dealt with in accordance with 
CHC’s normal disciplinary procedures or as otherwise may be deemed 
appropriate according to the nature of the case.  The outcome of the 
investigation will be reported to the Affected Person.  


Subject to Section X.G.4., if any allegation of a Violation relates  
to a director or executive officer of CHC, the Chair of the  
Board of Directors may retain independent counsel to investigate  
the matter and to make a report to the Board. 
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THIS CODE SETS FORTH GENERAL GUIDELINES ONLY AND MAY NOT INCLUDE ALL 
CIRCUMSTANCES THAT WOULD FALL WITHIN THE INTENT OF THE CODE AND BE 
CONSIDERED A VIOLATION THAT SHOULD BE REPORTED.  AFFECTED PERSONS 
SHOULD REPORT ALL SUSPECTED DISHONEST OR ILLEGAL ACTIVITIES WHETHER OR 
NOT THEY ARE SPECIFICALLY ADDRESSED IN THE CODE. 
 


H. Website Publication 


This Code shall be posted on CHC’s intranet and internet websites. 


I. Annual Review   


This procedure will be reviewed annually by the Board or the appropriate committee 
of the Board after consultation with CHC’s Chief Compliance Officer, taking into 
account the effectiveness of the policy in promoting proper disclosure, but with a 
view to minimizing the opportunities to cause improper investigations.   


 
XI. LIMITATION ON EFFECT OF CODE OF BUSINESS CONDUCT AND ETHICS  


Nothing contained in this code is to be construed or interpreted to create a contract of 
employment, either express or implied, nor is anything contained in this code intended to 
alter a person’s status of “employment-at-will” with CHC to any other status.   


 
XII. RESERVATION OF RIGHTS   


CHC reserves the right to amend the Code of Business Conduct and Ethics, in whole or 
in part, at any time and solely at its discretion. 


ATTACHMENTS: 


Attachment A:  Statement of Understanding of and Compliance with CHC’s Code of 
 Business Conduct and Ethics 


 
Attachment B:  Proprietary Information, Confidentiality and Non-Solicitation Agreement 
 
Attachment C:  Pharmaceutical Company Relationships Employee Acknowledgment 
 
Attachment D:  Business Transactions With a Party in Interest 
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ATTACHMENT A 
STATEMENT OF UNDERSTANDING OF AND COMPLIANCE WITH 


CHC’S CODE OF BUSINESS CONDUCT AND ETHICS 
 
I certify that I have read and understand CHC’s Code of Business Conduct and Ethics and 
relevant other sections of the Compliance and Ethics Program and agree to abide by it during 
the entire term of my employment at CHC.  I acknowledge that: 


 
(1) I understand how the Code applies to me and agree to fully comply with each of its 


provisions; 
 
(2) I further understand that CHC expects each person to whom this Code applies to abide by its 


terms and conditions and to conduct the business and affairs of CHC in a manner consistent 
with its general statement of principles; 


 
(3) I have a duty to report and will report any alleged or suspected violation of any laws, 


regulations, the Code of Business Conduct and Ethics or the Compliance and Ethics Program 
to a supervisor or manager, CHC’s Chief Compliance Officer, a Compliance Officer, a Human 
Resources representative, CHC’s General Counsel or the CHC Comply Line; 


 
(4) Neither I nor a family member has been convicted of, or charged with, a criminal offense 


related to health care nor have I or a family member been listed by a federal agency as 
debarred, excluded or otherwise ineligible for participation in federally funded health care 
programs;  


 
(5) I have received compliance training either within this past year (for existing employees) or, if 


a new hire, within the first thirty (30) days of employment or, if an independent non-employee 
member of the Board of Directors, within 60 days of my election as a Director;   


 
(6) I know of no situation in which my personal interest or the personal interest of a household 


member could conflict with or appear to conflict with CHC’s interests.  I am not aware of any 
additional circumstances, other than those disclosed below, that could represent a potential 
violation of any law, regulation, the Code of Business Conduct and Ethics or the Compliance 
and Ethics Program;  


 
(7) I understand that any violation of any laws, regulations, the Code of Business Conduct and 


Ethics, the Compliance and Ethics Program, or any other corporate compliance policy or 
procedure is grounds for disciplinary action, up to and including discharge from employment. 


 
 
 
 
              
Name        Date        
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ATTACHMENT B 
PROPRIETARY INFORMATION, CONFIDENTIALITY 


AND NON-SOLICITATION AGREEMENT 
 
You may have access to or be made aware of confidential or proprietary information.  This could 
include, as examples, information about members, employer groups, providers, company 
financials, internal strategic plans, employee records including salary information, or similarly 
sensitive data. 
 
You are expected to use such information to perform your duties and to keep it totally 
confidential.  You are not to discuss or share confidential information with anyone inside or 
outside Coventry Health Care, Inc., its subsidiaries and affiliated entities (collectively, “CHC”), 
who does not have a direct need-to-know involvement.  Violation of confidentiality is grounds for 
immediate termination of employment.  You will also not discuss or share any confidential 
information after your employment with CHC ends, except as required by law. 
 
Computer data security is as much a concern as safeguarding other confidential materials and 
information.  The computer resources of CHC are vital to our operations.  They contain 
confidential data about members, employer groups, providers, CHC, directors, officers and 
employees.  It is our policy to protect this information, use it only for the purposes intended, and 
make it available only to those who need it.  In this effort, we will be guided by the following 
principles: 
 


(1) The computer resources of CHC are to be used only for authorized, legitimate purposes. 
 
(2) Our computer data is to be used only for the business needs of CHC and its subsidiaries. 
 
(3) A password will be required to access our computer records.  A password is private information 


and is to be used only by the person to whom it is issued. 
 
(4) Each of us must recognize the need to protect CHC’s computer data. Immediately report 


suspected abuses or violations of security to a supervisor or manager, CHC’s Chief 
Compliance Officer, a Compliance Officer, a Human Resources representative, CHC’s General 
Counsel or the CHC Comply Line. 


 
During employment with CHC and for the one-year period following termination of 
employment, you agree not to hire away any then-current employee of CHC, or to 
persuade any such employee to leave employment with CHC. 
 
I have read and understand the above Proprietary Information, Confidentiality and Non-
Solicitation Agreement, and I agree to abide by this Agreement.  I also understand that each 
CHC employee must sign this Agreement or acknowledge their agreement with it by electronic 
submission through the CHC Learning Link.   
 
 
              
Name          Date        
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ATTACHMENT C 
PHARMACEUTICAL COMPANY RELATIONSHIPS 


EMPLOYEE ACKNOWLEDGMENT 
 
It is the policy of Coventry Health Care, Inc., its subsidiaries and other affiliated entities 
(collectively, “CHC”) that all employees maintain certain standards of ethics and conduct as 
described herein with respect to the possible acceptance of any gifts from any pharmaceutical 
manufacturers, vendors, suppliers or contractors (each a “Pharmaceutical Company”), 
regardless of whether CHC currently does business with the Pharmaceutical Company 
(“Employee Gift Policy”).  This Employee Gift Policy also is applicable to the immediate family 
members (spouse and children) of the CHC Employee. 
 
Any CHC Employee violating this Employee Gift Policy will be subject to disciplinary action that 
may include termination of employment.  CHC also may elect to pursue any and all legal 
remedies available against any violator of this Employee Gift Policy. 
 
Money Gifts.  CHC Employees may not accept gifts of money from a Pharmaceutical Company 
under any circumstance. 
 
Non-Money Gifts.  CHC Employees may not solicit from a Pharmaceutical Company non-
monetary gifts, gratuities or any other personal benefits.  CHC Employees may accept 
unsolicited, non-monetary gifts from a Pharmaceutical Company only if:  (1) the gift is no more 
than the nominal value of $100 per calendar year and is reported to the CHC’s Chief 
Compliance Officer; or (2) the gift is advertising or promotional material that has a fair market 
value no greater than $100.  Gifts of more than $100 in value per calendar year may only be 
accepted if protocol, courtesy or other special circumstances exist; provided however, that CHC 
employees must first report and receive prior approval of all such gifts from CHC’s Chief 
Compliance Officer, or CHC’s General Counsel before accepting gifts of more than $100 in 
value per calendar year. 
 
Entertainment.  CHC Employees may not encourage or solicit entertainment from a 
Pharmaceutical Company.  From time to time, CHC Employees may accept from a 
Pharmaceutical Company entertainment; provided however, that such entertainment is 
reasonable, occurs infrequently and does not involve lavish expenditures.  CHC Employees who 
have questions or concerns regarding the appropriateness of accepting entertainment must 
contact a supervisor or manager, CHC’s Chief Compliance Officer, a Compliance Officer, a 
Human Resources representative, CHC’s General Counsel or the CHC Comply Line. 
 
Trips.  CHC Employees may not accept from a Pharmaceutical Company an offer of a free or 
discounted trip, including plane fare, lodging, associated meals, entertainment, honorariums or 
meeting registration.  If a CHC Employee would otherwise attend the proposed meeting 
because of its educational value, the CHC Employee should request funding from the CHC 
health plan budget after receiving approval to do so from his/her supervisor or manager.  For a 
limited number of legally appropriate circumstances, there may be an exception to this general 
prohibition.  Under such circumstances, the CHC Employee must first report and receive prior 
approval from two officers—CHC’s Chief Compliance Officer and at least one of the following 
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officers:  the Chief Human Resources Officer; the Chief Operating Officer; the Chief Medical 
Officer; or CHC’s General Counsel, or their designee. 
 
Monetary Sponsorship of CHC Educational Meetings.  CHC Employees may accept a 
Pharmaceutical Company’s offer to underwrite expenses for a CHC in-house joint educational 
or training meeting designed by CHC and the Pharmaceutical Company to improve the quality 
of healthcare delivered to CHC enrollees; provided that the financial support to be received from 
the Pharmaceutical Company is limited to meeting room rental and CHC’s publication of 
educational or training materials.  Other financial support, including hotel accommodations, 
entertainment or travel expense, is prohibited.  Each CHC Employee must first report and 
receive prior approval for all such sponsorships from CHC’s General Counsel.  
 
I have read, understand and agree to abide by the terms of this Employee Gift Policy during my 
tenure at CHC.  Further, I understand that each CHC employee must sign this Employee Gift 
Policy or acknowledge their agreement with this Employee Gift Policy by electronic submission 
through the CHC Learning Link.   
 
 
 
              
Name         Date       
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ATTACHMENT D 
BUSINESS TRANSACTIONS 
WITH A PARTY IN INTEREST 


 
 
Any business transaction(s) between Coventry Health Care, Inc. and/or any of its subsidiaries 
and  
 


(1) an individual who is an officer, director or employee of Coventry Health 
Care, Inc.  or any of its subsidiaries, or  


 
(2) the spouse, child or parent of an individual who is an officer, director or 


employee of Coventry Health Care, Inc. or any of its subsidiaries,  
 


that has a total value exceeding $25,000 in any calendar year must be reported to CHC’s Chief 
Compliance Officer immediately.   
 
In the space provided below, please describe any current or potential business transactions that 
fall within the above definition:   
 
 
____________________________________________________________________________   
 
 
____________________________________________________________________________   
 
 
____________________________________________________________________________   
 
 
____________________________________________________________________________   
 
 
 
I understand that each employee of Coventry Health Care, Inc. or any of its subsidiaries must 
complete this Business Transactions With A Party Of Interest and submit it to CHC’s Chief 
Compliance Officer or submit it electronically through the CHC Learning Link. 
 
 
 
              
Name        Date                                                     
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PURPOSE 
 
This guide has been designed to supplement to your health care and pharmacy anti-fraud 
training and to be used as a desk reference for detecting, preventing and reporting fraud 
to the Special Investigation Unit.   
 
POLICY 
 
Coventry Health Care, Inc. (“Coventry”) and its subsidiaries will not tolerate 
insurance/health care fraud, waste or abuse.  Coventry, on its own behalf and on behalf of 
its subsidiaries, will identify and monitor situations in which suspected fraud, waste or 
abuse occurs.  Coventry may investigate suspected fraud, waste and abuse itself or may 
subcontract such detection to a third party vendor.  Suspected fraud, waste or abuse may 
be detected through review of claims and utilization management information, CSO 
internal audits, provider employee complaints (i.e., whistleblowers), or interaction with 
members, other insurers, and governmental agencies.  As a result of these fraud, waste 
and abuse detection activities and in accordance with applicable law, certain conduct may 
rise to a level that necessitates taking corrective action or reporting to appropriate 
regulatory or law enforcement agencies, or both.     
 
TRAINING RESPONSIBILITY 
 
The Health Plan’s Compliance Officer will assure that employees at the Plan receive 
initial training, within 6 months of hire, and yearly thereafter.  Required personnel will 
continue to receive updated insurance fraud training periodically and will receive updated 
materials at least every 2 years.  Participation in the training program is considered a 
condition of employment and is required for specified agents and contractors.    
 
WHO SHOULD HAVE THIS GUIDE 
 


• Claims Personnel and Processors 
• Contractors and Agents 
• Compliance and Regulatory Personnel 
• Customer Service Personnel 
• Medical Management Personnel 
• Pharmacy Personnel 
• Other Personnel As Assigned 
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RECOGNIZING FRAUD, WASTED AND ABUSE 
 
WHAT IS FRAUD? 
 
Health Care and Pharmacy fraud may be defined as an intentional deception, 
concealment, or misrepresentation that could result in some unauthorized benefit to an 
individual, entity or some other party.  The most common kind of fraud involves a false 
statement, misrepresentation or deliberate omission that is critical to the determination of 
benefits paid.  Fraudulent activities are generally criminal in nature, although the degree 
of the criminal acts may vary from state to state.  For fraud to exist, there are certain 
elements that need to be present:   
 


• A false representation made in some identifiable quality. 
• The actor had knowledge of the false representation. 
• The actor intended to use the false representation to defraud. 
• The intended victim made a justifiable reliance on the false representation. 
• There was a resulting quantifiable damage.  


 
WHAT IS WASTE? 
 
Waste is the use of  health care and pharmacy products and services in an ineffective and 
inefficient manner.  This is a result of poor management, carelessness and apathy.  
Identification of waste requires corrective action to improve processes and/or individual 
behavior.  Waste should not be overlooked and addressed immediately.  Waste may also 
be an indicator of fraudulent and abusive behavior.  As such, perceived waste needs to be 
scrutinized and referred to the SIU.  
 
WHAT IS ABUSE?  
 
Abuse involves practices or behaviors that do not meet the legal definition of fraud.  One 
of the elements of abuse is that it is usually done on a consistent basis.  Patterns start to 
emerge and they often go unchecked unless detected and corrected.  Abuse can cause 
improper reimbursement or inappropriate patient care.  Abusive practices include: 
 


• Practices inconsistent with accepted medical standards.   
• Services provided without appropriate medical/clinical indications. 
• Treatment or services inconsistent with the diagnosis. 
• Withholding necessary services. 
• Inappropriate coding (upcoding or unbundling). 
• Claim padding (adding a diagnosis to justify the services). 
• Repetitive or excessive tests, visits, supplies, drugs and treatments. 


 
WHO COMMITS FRAUD? 
 
The factors which drive the individual into choosing fraud as a means to an end are as 
varied as there are people.  However, there are methods and profiles that are more 
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prevalent than others and individuals who are close to the distribution system are easier to 
identify and observe such as providers and members.  There are also institutional 
providers like a hospitals, nursing homes, home health agencies clinical laboratories, 
medical equipment dealers, pharmacies or other suppliers who warrant observation.  
Other groups in this realm include employees of any provider, billing services, 
beneficiaries or any person in a position to file a claim for benefits.   
 
WHERE TO LOOK FOR PHARMACY FRAUD, WASTE AND ABUSE 
 
GENERAL FRAUD SCHEMES 
 
Bear in mind that there are multiple ways in which fraud, waste and abuse can manifest 
itself.  However, there are some common methods and profiles with which you should be 
familiar: 
 


• Alternation of Documentation 
• Fraudulent Billing Practices 
• Unnecessary Treatment 
• Benefit Loopholes (co-pays, deductibles and coverage gaps) 
• Kickbacks 
• Phantom or “Rented” patients 
• Misrepresentation of Products, Services, Diagnoses, Treatments, etc. 
• Diversion, Gray Market, Street Drugs and Addicts 
• Eligibility Schemes 


 
SUMMARY OF FRAUD INDICATORS 
 
Depending upon your role within the health care and pharmacy services industry, 
indicators of fraud will be dissimilar across the many vocational segments of the delivery 
system.  The following indicators are usually identified when working on claims or when 
listening to members and providers while engaged in conversation.   
 


• Misspelled medical terminology or terminology presented in layman’s terms 
• Service dates, especially non-emergent treatment, on Saturday, Sunday or 


Holidays 
• Alteration of office notes or scripts (dates, prescriptions, refills, white-out, cut and 


pasted text, different color ink.) 
• Photocopies of scripts 
• Multiple claims for the same treatment, service or prescription fill were paid 
• Prescriptions filled or refilled for a time period longer than that allowed by the 


Plan or applicable regulations 
• Refills billed exceeds the number authorized by the prescriber 
• Frequent telephone inquiries on claim status 
• Assertive providers who demand same day claim payment and/or special handling 
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• Threats of legal action, filing complaints with State or contacting the president of 
the company 


• A provider who voluntarily supplies more information than requested 
• A large number of members from one group going to the same facility or same 


providers 
• Large bills are marked PAID 
• The insured’s address on the claim is the same as that of the provider of service 
• Different names or address of dependents and covered person 
• Unusual number of claims on dependent children 
• History of claims on spouse with a different name 
• Use of aliases or multiple spellings of names 
• Discrepancy in other information 
• Handwritten bills 
• Charges do not total correctly on bills 
• Member has multiple providers prescribing drugs known to have high street value 


or known to be abused for recreational use 
• No assignment of benefits, especially on large claims or billings 
• Claims are for large amounts, such as several thousand dollars 
• Absence of documentation or medical records 
• Excessive periods of hospitalizations 
• Extensive treatment for minor injuries or illnesses 
• No medical follow-up after serious illness or injury 


 
SPECIAL INVESTIGATIVE UNIT OVERVIEW 
 
Coventry operates a full-time Special Investigative Unit (SIU) which is responsible for 
receiving and investigating cases of potential fraud, waste and abuse.  Questionable 
claims as well as suspicious provider and member behavior must be referred to the SIU 
for handling.  The SIU accepts referrals from many entities associated with the products 
and services Coventry delivers.  Potential sources of referrals include: 
 


• Members 
• Customer Service Personnel 
• Claims Administrators 
• The Medicare Part D Vendor, MEDICS 
• Pharmacy Vendor, Caremark 
• Providers 
• Contractors 
• Agents & Producers 
• National Health Care Anti-Fraud Association 
• Law Enforcement Agencies 
• Computer Models, Data Analysis and Historical References  


 
SIU INVESTIGATION PROCESS 
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The Investigative Process is very structured and detailed.  The SIU itself employs several 
disciplines including clinical, technical and investigative.  Each individual case is 
handled according to its facts and circumstances.  As such, the process has been designed 
to accommodate the needs of the case and the resources available to the SIU.   
 
For purposes of understanding, a brief overview of the investigative process is as follows:  
 


• A referral is received and logged into the SIU database 
• An assessment is made to determine if the referral warrants additional attention 


from the SIU  
• An investigation is initiated to determine if Fraud, Waste or Abuse has occurred 


and/or continues to occur  
• Complete investigation and compile report which includes recommendations 
• Submit report to appropriate decision making entity and work with them to 


resolve issue 
• The decision making entity may take corrective action in a variety of forms 
• The SIU would report the issue to a governmental agency if required by law or 


deemed appropriate   
 
REPORTING FRAUD 
 
It is important to remember that you are required to react to fraud indicators when they 
appear.  You should now be aware of the sources of fraud, waste and abuse.  You should 
be aware of what to look and listen for from day to day.  And you also know that you 
have a place to report your suspicions.  Now you must take action.  
 
ACTIONS 
 
Upon identification of an indicator you must first record or document all incoming 
information from the source.  Documentation is critical to the early detection and 
prevention of fraud.  Slow down and take the time to gather your thoughts and to 
thoroughly record the facts.   
 
Once you have the information you are ready to make a referral.  Generally speaking, 
there are three ways to report your concerns to the Special Investigation Unit.   
 


• Claim System Reporting: 
 
For those in the Customer Service and Claims operations, you may be processing 
information in a system that allows you to enter codes when certain events happen with a 
claim.  You may have the option of entering codes that trigger automatic referrals to the 
SIU.  These codes may be applied when you receive an inbound complaint or grievance.  
There may be other codes as well which direct the claim through the appropriate process.  
Do not overlook the importance of properly coding and documenting your system when 
confronted with an indicator as the anti-fraud detection system is linked to your actions.  
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• Direct Reporting to the SIU 
 
A telephone hotline has been established for reporting Fraud, Waste, and Abuse.  The 
Hotline will direct the user to the proper mailbox for which the message should be left.  
The Hotline may be accessed by dialing 1 (866) 806-7020.  The user will then follow a 
directions provided on the hotline that will allow a message to be left in the correct mail 
box. 
 
A dedicated e-mail box has also been established for reporting fraud, waste and abuse to 
the SIU.  The address is CoventrySIU@cvty.com.   
 


• SIU Referral Form 
 
This form is located on the “Essentials” intranet web site under the Special Investigations 
Section.  Instructions for utilizing the form are included.  Once the form is filled out, it 
can be sent to the SIU electronically or as a hard copy.  Of note, use of this method 
allows the referring party to remain anonymous. 
 
Keep in mind that these methods may not always fit the situation.  If that is the case you 
must make the effort to report your concerns to Coventry through your chain of 
command.  If you are not able to do this, and the referral is from an informant, make sure 
they are referred to the SIU.   
 
REPORTING COVENTRY EMPLOYEES 
 
If your concerns involve a Coventry Employee, call The Coventry Health Care Comply 
Line phone number:  1-877-242-5463 (1-877-CHC-LINE). 
 
CONCLUSION 
 
The Special Investigation Unit thanks you for taking the time to review this document.  
We are here to support you so please do not hesitate to contact us if you have any 
questions.  
 
 



mailto:CoventrySIU@cvty.com
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Suspected Fraud, Waste & Abuse Referral Form  
Coventry Special Investigation Unit 
 
 
 
 
 
1. Coventry Health Care Corporation, Inc. (Coventry) will not tolerate health care Fraud, Waste or Abuse (FWA) in any of its 


relationships with either internal or external stakeholders.  The Coventry SIU has been established and empowered to put into 
place and to operate those mechanisms designed to protect the company from these risks.  The SIU will continuously endeavor to 
detect, investigate, prevent and report suspected FWA perpetrated against Coventry.  It is the goal of the SIU, through a 
comprehensive anti-FWA program, to ensure the safety of our members, maintain a state of regulatory compliance and prevent 
financial losses from FWA.       


 
2. Referrals of suspected FWA may be made to the SIU by submitting this form via interoffice mail or by US Mail.  Informants, 


anonymous or otherwise, are protected under Federal “Whistleblower” laws from retaliation and retribution and except for when 
required by law, the SIU will protect your anonymity.  Please send completed form to the SIU through one of the following 
channels: 


 
Interoffice Mail:  
SIU-Cranberry 
Township 


US Mail:  
Coventry SIU 
120 E. Kensinger Drive 
Cranberry Twp, PA 16066 


E-mail:  
CoventrySIU@cvty.com 
 


SIU Fax: 
724.778.6827 


 
3. Potential FWA scenarios can be complicated and often hard to summarize.  This referral form is not intended to complicate a 


referral but to simplify it.  Rely on your anti-FWA training and common sense when writing your description.  The basic 
information you want to include can be summarized by answering the following questions:  Who is the suspect? What are they 
doing? Where is this taking place? When did this take place? Why do you think it is FWA? How long has this been going on?  Be 
as detailed as possible in your answers and be sure to include provider and member identification numbers, especially if you wish 
to remain anonymous.  If you have any questions, please send us an e-mail or call our hotline at 866.806.7020.  Also, you may 
search our essentials page for additional information that may help: http://essentials/SIU/siu_coventry_menu.htm 


 
4. Please provide the below information. (be advised an SIU investigator may contact you to discuss the referral unless you wish to 


remain anonymous): 
 


Referral Information 
Date:       Impacted Health Plan(s):       
Your Name:       Your Title:       
Dept:       Phone:       Email:       


 
5. Please describe in detail what you suspect to be Fraud, Waste or Abuse being perpetrated against Coventry including and 


Member's name and ID#, Provider's Name and TIN, Claim numbers and Dates of Service. (use additional sheets if necessary and 
include any attachments): 


 
Allegation 


 
      


 



mailto:CoventrySIU@cvty.com
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Procedure:  Identifying, Reporting, and Addressing Abusive/Fraudulent Behavior by 
Providers 
 


            SUBJECT:   
 
          Abusive/Fraudulent Behavior by Providers 


 
           PURPOSE: 


 
The purpose of this policy is to provide consistent company-wide guidelines for 
identifying, reporting, and addressing suspected fraudulent and/or abusive 
practices by providers. 
 


POLICY: 
 


Coventry Health Care, Inc. (“Coventry”) will not tolerate health care fraud or 
abuse.  Health care fraud and abuse results in higher health care costs that 
ultimately are passed on to the customer in the form of higher premiums and fees.  
 
Coventry will identify and monitor situations in which suspected fraud or abuse 
occurs.  Coventry may investigate suspected fraud itself or may subcontract fraud 
detection to a third party vendor.  Suspected fraud may be detected through CSO 
internal audits, provider employee complaints (i.e., whistleblowers), or interaction 
with members, other insurers, and governmental agencies.  As a result of these 
fraud detection activities and in accordance with applicable law, certain conduct 
may rise to a level that necessitates taking corrective action with the provider or 
reporting to appropriate regulatory or law enforcement agencies, or both.     


 
DEFINITIONS : 
 
A. Fraud 


 
There is no one universal definition of what constitutes fraud.  In order to 
determine whether an activity constitutes fraud, one must refer to individual state 
law.  State law often requires all of the following elements to prove fraud:  


• False representation 
Can occur when a claim includes charges for services that were not 
rendered, the patient was not seen, and/or the record contains knowingly 
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false information including intentional upcoding.  Insufficient 
documentation is not in and of itself a false representation.  However, a 
lack of documentation of medical necessity for a particular claim may be 
an indicator that abuse exists and a pattern of such conduct may suggest 
the need for further investigation.  


• Knowledge of the false representation 
The submitting party was aware of the falsity. 


• Intent to defraud 
The submitting party submitted false information intentionally, with the 
intent to get paid. 


• Justifiable reliance by the intended victim 
Payment is made based upon reliance that the claims and supporting 
documents are valid. 


• Resulting damage 
Monetary or other inappropriate loss results from the misrepresented  
submission, e.g., claims are paid that otherwise would not have been paid. 
 


Following is a list of several examples of fraud: 
• Documented allegations from credible sources that items or services were 


not furnished or received as billed; 
• Duplicate billing to the health plan; 
• Billing both the health plan and the patient; 
• Amount of bill does not correspond to the services rendered; 
• Billing irregularities are so aberrant from the norm that they cause you to 


question the correctness of the payments you have made, or are currently 
making; 


• Data analysis shows the provider’s utilization to be well above that of 
peers and there does not appear to be any legitimate rationale for the 
billing aberrations; and  


• Statements by members and/or their families attesting to the provider’s 
fraudulent behavior. 


 
B. Abuse 


 
Abuse involves practices that do not meet the legal definition of fraud, or 
behaviors that do not meet the criteria for fraud; however, the practices involve a 
pattern of practice that results in improper reimbursement or inappropriate patient 
care. 


Abuse describes incidents or practices of providers that are inconsistent with 
accepted sound medical practice.  Abuse may, directly or indirectly, result in 
unnecessary costs, improper payment or payment for services that fail to meet 
professionally recognized standards of care or that are not medically necessary. 
Abuse involves payment for items or services where there is no legal entitlement 
to that payment and the provider has not knowingly and intentionally 
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misrepresented facts to obtain payment.  A provider who knowingly engages in 
this type of behavior may be engaged in fraudulent behavior.  A pattern of such 
conduct may indicate intent to defraud.  Patterns of abuse will be investigated to 
determine if fraud exists. 


 
PROCEDURE: 
 
A. Identification of Fraud/Abuse 


 
1. Coventry either directly or through a third party vendor will investigate 


suspected fraud/abuse.  A third party vendor may investigate suspected 
fraudulent providers as a result of referral or may identify potential fraudulent 
activity through comparison of lists of Coventry providers against the 
vendor’s database of suspected fraudulent providers.  


 
2. Coventry will engage in the following activities when it investigates 


fraud/abuse. These steps may be performed by a third party if Coventry 
delegates the investigation to a third party vendor. 


 
a. Initial Assessment.  Assess whether fraudulent/abusive behavior 


exists. 
 
b. Corroboration.  Obtain corroboration of suspected fraud/abuse from 


any of the following sources: 
• provider employees (official and unoffical whistleblower); 
• members; or 
• other sources, such as prepayment and postpayment review of 


 medical records. 
 


c. Identification of Pattern. Determine whether activity is isolated or 
part of a pattern.  Pattern may be evidenced by a significant number of 
claims reviewed indicating fraudulent/abusive behavior. An isolated 
instance is likely not an indicator of fraudulent/abusive activity. 


 
d. Investigation Review.  Once the investigation is completed, Coventry 


and legal counsel will review the results. 
 


3. When a third party is utilized to investigate suspected fraud/abuse, the third 
party will (a) review claims forwarded by Coventry and return those claims 
that do not meet screening criteria to the Coventry CSO liaision for release 
and payment; (b) develop and conduct investigation (review documentation, 
possible member and/or provider interview) for remaining appropriate claims; 
(c) report to Coventry its recommendations, including sending all related 
documentation to medical director for final decision to approve or deny claims 
when the recommendation is due to lack of medical necessity; and identify 
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providers deemed to have established a pattern of fraudulent or abusive 
practices to the medical director at the plan. 


 
B. Corrective Action 


 
Once suspicious activities are validated, through the internal or external 
investigation, the Health Plan will formulate an action plan.  The team members will 
include: Medical Director, Provider Relations representative, legal counsel and 
compliance officer of the Health Plan.  In developing an action plan, the following 
guidelines for action should be utilized.  The corrective action options that may be 
exercised and the sequence taken will depend on the level of the conduct.  


 
1. Corrective Action Options:  


a. Oral and/or written communication to the suspected provider to allow                                         
for any credible explanation for the aberrant behavior/practice 
identified and to allow provider the opportunity to alter identified 
behavior/practice, or to reach agreement on an alternative solution to 
the identified behavior/practice. 


b. Written request to the provider to cease and desist any continuation of 
identified fraudulent/abusive practices and to follow corrective action 
plan.  This option may serve as a notice of material breach of the 
provider agreement with the opportunity to cure if such provision in 
the contract is available.  (Plan will document corrective action plan); 


c. Continued prepayment pending of claims for review by third party to 
 assure compliance with appropriate treatment practices (100% review 
 of all claims submitted by the provider may be appropriate); 


d. Referral to Coventry recovery department for retrospective review to 
 determine potential for recovery for prior reimbursement of identified 
 inappropriate services; and 


e. Contract termination in accordance with the contract and the 
 provider termination policy. 


 
2. Submission of Documentation to File.  If the provider is a participating 


provider, verified documentation of provider fraud or abuse should be 
submitted to the provider’s credentialing file.  The information should be 
processed in the same manner as any other information about the provider. 
Consideration should be made as to whether the conduct is sufficient 
grounds for termination of the provider’s participation agreement. 
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C.  Reporting 


 
1. State Reporting.  Coventry and legal counsel will review state law to 


determine whether reporting to state agencies is mandatory or voluntary. 
In either instance, the standard for reporting should be reviewed to 
determine if the conduct satisfies the state reporting requirement.  The 
decision to report needs to be approved by either the Health Plan CEO, the 
Medical Director, and/or VP for Provider Relations. Counsel should be 
consulted before a report is made.  


 
a.   Mandatory state reporting: If reporting is mandatory, Coventry 


should determine if the conduct meets the legal standard set forth 
by state law.  Coventry should report the fraudulent behavior to the 
appropriate state agencies.  


 
b.   Voluntary state reporting: If reporting is voluntary, Coventry 


should determine whether immunity is provided for good faith 
reporting.  The fraudulent conduct should be reported in states with 
voluntary reporting if:  


• immunity is provided under state law; 
• standard for immunity in the state is met; and  
• the conduct is such that it would be reported in another 


state with mandatory reporting. 
 


2.   Federal Reporting.  The Health Insurance Portability and Accountability 
Act (“HIPAA”) created the National Healthcare Integrity and Protection 
Data Bank (HIPDB) for the reporting of certain adverse actions taken 
against a provider.  Health plans are required to report civil judgments 
against providers related to the delivery of healthcare items or services and 
formal or official actions taken against a provider by a health plan based 
on acts or omissions that affect or could affect the payment, provision or 
delivery of a health care item or service, provided due process is provided 
to the provider.  Coventry shall comply with any reporting obligations to 
the HIPDB. 


 
 


___________________________ 
Issue Date:  March 2002 
Reviewed Date:   
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Retail Pharmacy Audit Program 
As of July 19, 2010 


 
Medco maintains an aggressive Pharmacy Audit program that is results oriented, broad sweeping and 
highly efficient in improving pharmacy performance and compliance.   Medco’s continual focus on 
providing value and quality is evident in the significant benefits the Pharmacy Audit Program provides to 
the plan sponsor: 
 


• Financial Savings from Audit Recoveries 


• Modifications in Pharmacy Behavior resulting in Sentry Effects potentially many times 
actual recoveries, and increased quality and service levels in our retail pharmacy network 


• A Broad Audit Presence at both local and national levels to ensure compliance with 
program guidelines 


• Field Audit Investigators provide additional provider relations representatives in the 
pharmacies to provide direction and guidance to pharmacists  


 The Pharmacy Audit Program has several key objectives: 


• Help to protect the financial integrity of the provider network by identifying those 
claims that may have resulted in overpayments to the pharmacies and recovering 
overcharges where appropriate.  


• Deter fraudulent claim submissions among participating pharmacies through the 
prospect of an audit.  


• Educate participating pharmacies to ensure compliance with program guidelines, 
through guidance in correct procedures in the administration of our prescription drug 
program. 


• Sanction pharmacies that display flagrant or repetitive disregard for program guidelines. 


The true goal of an effective pharmacy audit program is to prevent fraudulent claims submissions from 
occurring.  Medco believes that a well-planned and coordinated audit program results in improved provider 
compliance for our plan sponsors.   
 
Audit Program Overview 


Medco’s Pharmacy Audit program utilizes claims analysis to identify aberrant dispensing trends, conduct 
field and desk audits, and generate financial savings for our plan sponsors.  By utilizing claims analysis, we 
continually improve our ability to effectively target our resources, conduct more audits, and analyze more 
claims.   
 
Audit Selection 


All pharmacies participating in Medco’s retail networks are evaluated by our claims analysis programs.  On 
a quarterly basis, all claims processed during the previous three months are analyzed as part of Medco’s 
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Audit programs.  This constant evaluation process provides the latest available profile for each of our 
provider pharmacies, allowing for timely and accurate analysis of dispensing patterns. 
 
Pharmacies participating in Medco's prescription drug programs are selected for audit based on several 
criteria, including: 


• Deviant Pharmacies Identified by Medco’s Fraud  Claims Analysis 


Ø A number of audit criteria are utilized by Medco to identify aberrant dispensing 
trends including, but not limited to, the following:  


− Claim Cost 
− Utilization of overrides 
− Generic dispensing  
− Product mix 


   
• Networking – Medco takes advantages of opportunities to work with law enforcement 


and regulatory agencies regarding potential inappropriate activities by participating 
pharmacies.   


• Information from Plan Sponsors and Members can also lead to quality audits.  


The majority of our audits are identified by our claims analysis which utilizes various criteria to identify the 
audit candidates with the greatest potential for recoveries.  


Audit Types 


Medco performs both Desk and Field Audits of retail pharmacies.  Desk Audits, including a daily targeted 
review of point of sale claims for accuracy, complement on-site field audits, where claims are evaluated 
against the pharmacy’s prescription records.  Combined, Desk and Field Audits provide plan sponsors with a 
consistent, timely, and accurate approach to managing their pharmacy benefit plan by allowing for both 
proactive concurrent and retrospective claim review. 
 
Types of Audits 
 
• Desk Audits 
 
 The Pharmacy Audit Department reviews the previous day’s POS claims for accuracy.   Claims 
data is downloaded to a proprietary database system, and run through a series of internally designed filters.  
The filters are designed to eliminate claims patterns previously reviewed and found to be accurate, and 
create a subset of claims for additional targeted review.  
 
Targets for additional review include prescription medications that are frequently submitted by 
participating pharmacies with inaccurate information (i.e., metric quantity).  Targets are updated regularly 
based on both auditing experience and the introduction of new medications in to the marketplace.  By 
keeping the targeting process dynamic rather than static, Medco is able to quickly address new error 
patterns and proactively resolve any issues identified. 
 
When a misclaimed prescription is identified, the Retail Pharmacy Audit Department works, as necessary, 
with the pharmacy to reverse the initial incorrect claim and to resubmit the claim with the correct 
information.  
 


Since the reversal and reentry occurs within cycle, the pharmacy is reimbursed appropriately and the plan 
sponsor is invoiced correctly.  As a result it is not necessary to process credits for these records 
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• Field Audits 
   
Medco’s Field Auditors, who review participating pharmacies’ prescription records, perform on-site audits.  
The field auditor compares claims reimbursed to the pharmacy against the pharmacy's paper prescriptions 
and associated prescription records and notes any discrepancies. 
 
 During the on-site audit the Field Auditor will: 
 


− Check the pharmacy’s license. 


− Utilize both pharmacy knowledge and audit experience to identify potential unusual patterns 
of claim submissions and claims of interest.  For example, unusual combination of 
medications dispensed to the same patient, a high rate of telephone prescriptions in relation to 
original prescriptions, low generic substitution rates, etc. 


− Verify that a paper prescription exists for all prescription claims reviewed and that the drug 
names, strengths and quantities billed are in accordance with the physician's prescription 
order. 


− As required, verify that members actually received medications billed through patient and 
physician confirmation letters. 


 
 At the conclusion of the on-site field audit, Medco's Field Auditor will review the discrepancies noted 
with the pharmacist in charge or the pharmacy owner.  The auditor also prepares a detailed itemization of 
any discrepancies identified during the audit. 


  
 Following the field visit, a Pharmacy Audit Analyst will, as necessary, target specific members and 
physicians to receive confirmation letters.  The patient contact is a computer-generated letter mailed to 
patients of the pharmacy, which is being audited.  The letter lists all of the medications, which were 
reimbursed to the audited pharmacy under the specific patient's member number.  The patient is asked to 
review the accuracy of the drug names, strengths, quantities and dates dispensed.  The patient is also 
requested to complete a form describing the physical characteristics of generically substitutable 
medications so that Medco can verify that the pharmacy is billing for the medication that was actually 
dispensed. 


  
 In addition, where appropriate, letters are sent to the physicians who are identified as prescribing specific 
prescriptions.  This letter requests the physician to verify the validity of the prescriptions in order to 
ensure that unauthorized changes were not made.  The types of claims identified for physician 
confirmation letters include: expensive telephone prescriptions, unusual combinations of medications - 
medications not generally prescribed together, and prescriptions which appear to be altered. 


 
 Not only are these letters an important source of audit recovery, but they serve as a strong audit control 
that will help maintain the integrity of the prescription drug program by ensuring that prescriptions 
reimbursed are authorized by physicians and received by Medco members. 


 
  After the patient and physician contact results are reviewed and evaluated, the Discrepancy Evaluation 


Report, a detailed report listing each discrepancy identified during the audit, is prepared and forwarded to 
the pharmacy.  Included with the report is the recovery amount represented by the discrepancies found. 
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The audited pharmacy is given the opportunity to review the Audit Department's findings and, if they elect 
to, provide support documentation for certain discrepancies.  Upon review of the documentation, a 
recalculation of the amount identified for recovery could be made. 
 
Processing of Audit Recoveries 
 
Retrospective audit recoveries are processed on a cycle basis as claim level audit credits which appear on 
the plan sponsor’s Claims Billing Invoice.  Since the pre-invoice savings are corrected within cycle it is not 
necessary to process audit credits for these transactions.    
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Attachment 3_Job Description Order by Functional Area 
 


Functional Area Full-Time Staff 


(Proposed) 


Order 


1. Information Systems 1 Product Development Specialist 


1 Sr. Business Analyst 


1 


2 


2. Utilization/ Case 
Management 


 


1 Admin Specialist 2 


12 Complex Case Manager -Condition Management 
Nurse 


8 Concurrent Review Coordinator 


2 Social Worker 


3 Manager, Health Services 


1 Director, Health Services- Utilization Management 


6 Prior Authorization Representative 


4 Prior Authorization Coordinator 


1 Supervisor, Prior Authorization  


2 Complex Case Manager -NICU Case Manager 


6 Complex Case Manager -High Risk OB Nurse Case 
Manager 


1 Director, Health Services-Care Management 


3 


4 


 


5 


6 


7 


8 


9 


10 


11 


12 


13 


 


14 


3. Claims Payment 14 Assoc. Technical Claims Specialist 


22 Assoc. Customer Communications Specialist 


3 Supervisor, Service Operations 


1 Manager, Service Operations 


1 Director, Service Center Operations 


15 


16 


17 


18 


19 


4. Quality Improvement and 
Reporting (e.g., HEDIS, CMS 
416) 


2 QI Coordinator  


1 QA Analyst 


1 QI Director 


20 


21 


22 


5. Health Education 1 Manager, Health Services (EPSDT) 23 


6. Data Coding 1 Medical Review Nurse 24 


7. Contract Negotiation 
Specialists/ Network 
Recruiters 


1 Sr. Provider Contracting Specialist 


2 Provider Relations Rep 


1 Credentialing Analyst 


2 Admin Specialist 2 


25 


26 


27 


28 


8. Encounter Data 1 Business Analyst  29 







Attachment 3_Job Description Order by Functional Area 
 


Functional Area Full-Time Staff 


(Proposed) 


Order 


9. Other staff needed for project 


Administration 1 VP, General Manager -Medicaid 


1 Operations Director - Christy Daffern 


30 


Filled/NA 


Finance 1 Sr. Accountant  


1 Financial Analyst 


1 Accounts Payable Analyst 


31 


32 


33 


Health Services Admin. 2 Medical Director 


1 Health Care Analyst 


34 


35 


Appeals /Grievances 1 Admin Spec 2 


2 Appeals Coordinator 


1 Medical Review Nurse 


1 Manager, Appeals  


36 


37 


38 


39 


Compliance 1 Compliance Analyst 


1 Manager, Decision Support  


40 


41 


Community Outreach 1 Admin Spec 2 


5 Outreach Coordinator 


2 Community Nutrition Tech 


1 Director, Community Development 


42 


43 


44 


45 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/05/08 
TITLE Product Development Specialist JOB CODE 371171 
JOB FUNCTION Marketing – Product Development FLSA STATUS Exempt 


 
GENERAL SUMMARY 
Participates in the communication of environmental challenges and opportunities that enable the company to 
effectively anticipate and respond to customer demand, competitor actions, and other market challenges as 
well as foster innovation. Assists in the development of research-driven new products as assigned. Assists in 
providing analyses and business cases proposing new products and assessing existing products. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Assists in product development activities from design through feasibility for assigned products. 
Ø Under general supervision, assists in coordination of a successful implementation of standardized product 


development disciplines, techniques and tools. 
Ø Participates in cross-functional teams to ensure successful product development, product training and 


implementation. 
Ø Assists in the collection and assessment of information on buyer preference, competitor products and 


other business intelligence to identify new product ideas and services. 
Ø Works with internal departments to assist in establishing an internal reporting framework to mine company 


data.  Supports the communication of purchase patterns among employers and employees with the 
objective of increasing sales, retention and profits to both new and existing products and services. 


Ø Performs other duties as required.  
 
JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 


Ø Previous product development and healthcare experience preferred. 


Ø Self motivated, self directed, high energy, and results oriented. Willing to take initiative and responsibility 


Ø Effective project management, written, verbal, and presentation skills. 


Ø Demonstrated expertise with Internet applications, various software packages, database management 
tools, and Microsoft Office Suite. 


 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 
 
 







COVENTRY HEALTHCARE JOB PROFILE 


Last Updated:  02/14/12 
TITLE Senior Business Analyst JOB CODE 435141 
JOB FUNCTION IT – Business Analysis FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Works directly with customers at all levels within the organization and with outside parties to identify 
operational business requirements with sufficient detail and clarity to allow IT solution proposal development or 
to identify areas of improvement to satisfy governance and compliance regulations.  Accountable for providing 
leadership in facilitating and conducting information gathering, data analysis, documentation of information, 
and presentation of findings.  Serves as subject matter expert to assigned IT projects, enhancements, and/or 
support items or governance.  May provide guidance to staff on complex assignments. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Conducts analysis of client business processes and functional or reporting requirements.  Prepares 


appropriate documentation to communicate and validate the information. 
Ø Analyzes the data, evaluates existing application products or reporting methods, and recommends 


efficient, cost effective solutions which support client business processes and functional requirements. 
Ø Participates in and may lead cross-functional task forces to identify and document functional or reporting 


requirements, work flow, information sources and distribution paths, and system specifications. 
Ø Develops comprehensive business cases with cost estimates, service, and benefit dimensions of 


proposed large, complex IT projects that are used for funding and scope decisions. 
Ø Applies technical and business knowledge to analyze client requirements in project areas such as:  IT 


testing and product acceptance, new business operating models with innovative approaches to IT 
solutions support, market research of emerging or available product functionality, operational readiness 
assessment IT reporting, process documentation governance, and compliance. 


Ø May provide guidance to staff on complex assignments. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (5-7 years) experience in information systems development or implementation with progressively 


more complex responsibilities and accountabilities in a client server environment and/or reporting and 
process development. 


Ø Understanding of health care business and care delivery processes or datacenter business and IT service 
processes preferred. 


Ø Demonstrated analytical, problem solving, and documentation skills. 
Ø Demonstrated verbal, written, and presentation communication skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  10/29/10 
TITLE Administrative Specialist 2 JOB CODE 865221 
JOB FUNCTION Administrative Services - Administrative FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Under general supervision, performs a variety of clerical and administrative duties such as word processing, 
maintaining calendars, compiling routine reports, creating graphic presentations, filing, and answering 
telephones.  Duties and tasks are frequently non-routine.   Receives no instruction on routine work: special 
projects and requests are well defined. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Uses a variety of software packages to prepare routine correspondence.  Proofreads and checks 


materials for spelling, grammar, layout, and punctuation, making changes as appropriate.  This may 
include assignments of a confidential nature. 


Ø Screens telephone calls, refers to the appropriate staff member.  Takes and relays messages; greets 
visitors. 


Ø Prepares and formats information into databases and spreadsheets.  Verifies data for accuracy and 
completeness.  Compiles information for inclusion in reports. 


Ø Organizes meeting logistics.  Prepares meeting materials such as agendas, timelines, reports, and 
presentations. 


Ø Assists with the preparation of presentation materials including proofreading, editing, and printing. 
Ø Establishes and maintains files and records. 
Ø Sorts and distributes incoming mail. 
Ø Communicates information concerning standard departmental policies and procedures in response to 


inquiries. 
Ø May maintain calendars, arrange appointments, meetings, and travel itineraries. 
Ø May provide back-up support for the Receptionist. 
Ø May provide training to other non-exempt personnel. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø High school degree or equivalent. 
Ø Previous (2-3 years) administrative/secretarial or related experience required. 
Ø Ability to interact with all levels of internal and external personnel. 
Ø Ability to maintain confidentiality. 
Ø Demonstrated analytical and problem solving skills. 
Ø Strong written and verbal communication skills. 
Ø In-depth knowledge of standard corporate software packages. 
Ø Skills testing as appropriate. 
Ø Word processing speed:  55-65 wpm when appropriate. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  03/30/11 
TITLE Complex Case Manager JOB CODE 730161 
JOB FUNCTION Medical Management – Medical Review FLSA STATUS Exempt 


 
GENERAL SUMMARY 
Functions as the central coordinator of care for members/injured employees identified as having chronic disease processes or for 
members/injured employees in select physician practices.  Responsible for implementing and coordinating all case management 
activities relating to catastrophic cases and chronically ill members/injured employees across the continuum of care including 
consultant referrals, home care visits, use of community resources, and alternative levels of care.  May be responsible for developing 
and executing implementation plans with a physician practice to coordinate all case management activities.  Uses computer-based 
systems to review medical experience of members/injured employees and interact with staff.  This position may specialize within a 
disease area. 
 
ESSENTIAL RESPONSIBILITIES 
Ø Responsible for the comprehensive management of members/injured employees with a catastrophic illness or for 


members/injured employees in select physician practices. 
Ø Responsible for the proactive management of chronically ill members/injured employees with the objective of improving quality 


outcomes and decreasing costs. 
Ø Responsible for the early identification and assessment of members/injured employees for admittance to a comprehensive case 


management program. 
Ø Applies case management concepts, principles, and strategies in the development of an individualized case plan that addresses 


the member’s/injured employee’s broad spectrum of needs.  The case planning process includes the following actions:  
assessment, goal setting, establishing interventions related to goals, monitoring success of the interventions, evaluating the 
success of the overall case plan, and reporting outcomes. 


Ø Interviews members telephonically, in their home, physician office or in other facilities to provide initial and ongoing case 
management services. 


Ø Conducts regular discussions and updates with the member’s primary care physicians, other providers including behavioral 
health providers, health plan Medical Directors, health services staff, or the injured employee’s insurance company and employer 
regarding the status of a particular member/injured employee. 


Ø Serves as the member/injured employee’s advocate to ensure they receive all necessary care allowed under their benefit plan.  
Develops knowledge of community resources and alternate funding arrangements available to the member/injured employee 
when services are not available under their benefits program. 


Ø Develops new programs as appropriate to reduce admissions for acute and chronic members/injured employees and assist with 
decreasing their lengths of stay. 


Ø Develops relationships with hospital social workers and community resources to assure appropriate management of catastrophic 
and chronically ill members/injured employees. 


Ø Develops an understanding of healthcare reimbursement methods that promotes the provision of cost effective healthcare and 
the preservation of the member/injured employee benefits. 


Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for assuring these issues are 
reported to the Quality Improvement Department. 


Ø May serve as a consultant to the physician network(s) to insure overall improvement in quality of medical care and outcomes. 
Ø May serve as liaison and key resource for Appeals Coordinators for cases involving utilization management, case management, 


and general medical issues. 
Ø May be responsible for handling sensitive appeal cases that involve complex medical issues assuring all regulatory requirements 


are met.  Works closely with senior management and the Legal Department on these cases.  May work with worker’s 
compensation defense and plaintiff attorneys and testify as required. 


Ø May be responsible for comprehensive management of appeal cases for members/injured employees involving transplants. 
Ø Maintains confidentiality of member’s/injured employee’s information in accordance with HIPAA regulations. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Registered nurse with active state license. 
Ø Bachelor’s degree or equivalent experience preferred. 
Ø Complies with all state certification requirements in the state where job duties are performed. 
Ø Previous experience (usually 1+ year) in case management. 
Ø Significant experience (usually 3+ years) clinical experience. 
Ø If required by URAC/NCQA accreditation, or the health plan, case management certification must be obtained within 4 


years of date of hire. 
Ø Utilization management experience and knowledge of community resources preferred. 
Ø Experience with using computer systems as part of the clinical activity. 
Ø Regular local travel may be required. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this position.  They are not 
intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
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COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  04/15/10 
TITLE Concurrent Review Coordinator JOB CODE 730121 
JOB FUNCTION Medical Management – Medical Review FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Reviews all inpatient admissions to assure appropriate level of care.  Coordinates with physicians, staff, and 
facilities regarding patient care.  In conjunction with and under the supervision of physicians, evaluates care 
plans and discharge plans, monitors all clinical activities, identifies alternative levels of care when requested 
care is not covered, identifies cost-effective protocols, and develops guidelines for coverage of benefits. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Monitors all inpatient care provided to members.  In conjunction with and under the supervision of 


physicians, evaluates and provides feedback to treating physicians regarding a member's discharge 
plans and available covered services including identifying alternative levels of care that may be covered. 


Ø Coordinates, directs, and performs concurrent and retrospective reviews; monitors level and quality of 
care.  Responsible for the proactive management of acutely and chronically ill patients with the objective 
of improving quality outcomes and decreasing costs. 


Ø Coordinates an interdisciplinary approach to support continuity of care.  Identifies covered services, 
including utilization management, transfer coordination, discharge planning, and issuance of all 
appropriate authorizations for covered services as needed for outside services for patients/families. 


Ø Consults with physicians, health care providers, and outside agencies regarding continued 
care/treatment or hospitalization. 


Ø Identifies and recommends opportunities for cost savings and improving the quality of care across the 
continuum.  Develops and collects data, and trends utilization of health care resources. 


Ø Interprets health plan benefits, policies, and procedures for members, physicians, medical office staff, 
contract providers, and outside agencies.  Coordinates transmission of clinical and benefit treatment to 
patients, families and outside agencies.  Makes referrals to appropriate community services. 


Ø Responsible for the early identification and assessment of members for admittance to a comprehensive 
case management program. 


Ø Actively participates in the discussion and notification processes that result from the medical record 
reviews with the facilities.  Prepares notification letters of denied and negotiated days within the 
established time frames. 


Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for 
assuring these issues are reported to the Quality Improvement Department. 


Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Registered nurse with active state RN license preferred.   


-Significant (usually 3+ years) clinical experience. 
OR 


Ø Licensed Practical Nurse with active state LPN license. 
-Minimum 3 years clinical experience required, and 
-Minimum 5 years managed care or equivalent experience. 


Ø Bachelor’s degree preferred. 
Ø Previous case management experience preferred. 
Ø Demonstrated experience in utilization management, discharge planning, or transfer coordination. 
Ø Valid driver’s license and a reliable personal vehicle for travel between work and hospitals is required. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 
Last Updated:  10/05/10 


TITLE Social Worker JOB CODE 735171 
JOB FUNCTION Medical Management – Social Services FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Functions as a coordinator of care for members identified as having long-term rehabilitation and/or psychosocial needs as a result of 
birth defects, chronic conditions, illness or injury for members to prevent exacerbations, re-admissions or need for placement into 
custodial care.  Responsible for implementing and coordinating all case management, psychosocial, and quality of life activities relating 
to cases across the continuum of care including consultant referrals, home care visits, use of community resources and alternative levels 
of care.  Responsible for developing and carrying out strategies to coordinate and integrate all acute and long-term care services to the 
members, and to those  in case and disease management.  Provides psychosocial interventions through resource identification, program 
development and other means.  Interventions will be provided for members in complex caseload as well as to the membership in 
conjunction with the Utilization Management, Complex Case Management, and Disease Case Management teams.  Uses computer-
based systems to review medical experience of members and interact with plan staff. This position may specialize within a disease area.  
Additionally, may serve in a consultative role to other health care professionals. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Responsible for the comprehensive management of members with acute or chronic conditions.  Case management activities will 


focus on quality of care, compliance, outcomes and decreasing costs. 
Ø Responsible for developing and carrying out strategies to coordinate and integrate all acute and long-term care services to 


members to prevent exacerbations and/or placement of the members in custodial care. 
Ø Performs initial and periodic assessments of the members enrolled in the Long-Term Care Program and/or case or disease 


management programs. 
Ø Applies case management concepts, principles and strategies in the development of an individualized case plan for enrolled 


members in case or disease management that are at risk of poor outcomes.  The case plan addresses the member’s broad 
spectrum of needs. 


Ø The case planning process includes the following actions:  assessment, goal setting, establishing interventions related to goals, 
monitoring success of the interventions, evaluating the success of the overall case plan and reporting outcomes. 


Ø Conducts regular discussion and updates with providers, the primary care physicians, health plan Medical Directors, pharmacists, 
and health services staff regarding the status of particular patients. 


Ø Serves as a member advocate to ensure the member receives all of the necessary care allowed under the member’s benefit plan. 


Ø Understands healthcare reimbursement methods that promote the provision of cost effective healthcare and the preservation of 
member benefits. 


Ø Utilizes community resource expertise and alternate funding arrangements available to plan members when services are not 
available under the benefits program. 


Ø Develops new programs as appropriate to reduce admissions for acute and chronic members and assist with decreasing inpatient 
lengths of stay, and preventing avoidable Emergency Department utilization. 


Ø Develops relationships with hospital social workers and community resources to assure appropriate care management of 
catastrophic, acute, and chronically ill members. 


Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for assuring these issues are 
reported to the Quality Improvement Department. 


Ø Directs social work interventions including coordinating the distribution, collection, and evaluation of personal health questionnaires 
to eligible clients, performing psychosocial assessment of the populations, telephone follow-up and in-home or facility assessments 
as indicated, documentation of problems, assessments, and/or interventions, and promoting ease of access to a continuum of care 
through appropriate information and referral. 


Ø Indirect services will include meeting federal, state, and NCQA/URAC regulations to assure quality service, working cooperatively 
with and training other members of the UM team, providing social work consultation to healthcare professionals and members, 
maintaining an information base of referrals, submitting reports of services provided as directed by department policy, functioning 
as a liaison person with appropriate community agencies, and determining and implementing policies and procedures with respect 
to the delivery of social service functions. 


Ø Maintains confidentiality of member information in accordance with HIPPA regulations. 


Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree in Social Work, Psychology or Gerontology required.  Master’s degree preferred.  LSW preferred. 
Ø Complies with all state requirements in the state where job duties are performed. 
Ø Minimum (2 years) experience in medical social work or case management.  Thorough knowledge of casework and group work 


principles, practices, and methodology.  Extensive knowledge of community resources. 
Ø Considerable knowledge of individual and group behavior and inter-relationships among social, economic, psychological, and 


physical factors.  Considerable knowledge of the regulations, standards, and policies which relate to social work practice. 
Ø Regular local travel required. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  04/15/10 
TITLE Manager, Health Services JOB CODE 725131 
JOB FUNCTION Medical Management – Health Services FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for the daily management in one or more of the various health services areas (Pre-authorization, 
Concurrent Review, Complex Case Management, Appeals, and/or Disease Case Management).  Serves in an 
active managerial role to assist in the development, implementation, and evaluation of the utilization 
management process. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Provides management and direction to one or more health services areas (Pre-authorization, Concurrent 


Review, Complex Case Management, Appeals, and/or Disease Case Management); including, staffing, 
training, monitoring, and evaluating. 


Ø Reviews the timeliness, appropriateness, and medical necessity of the utilization processes performed by 
the staff.  Prepare reports detailing the monitored activities. 


Ø Actively participates in the development, implementation, and oversight of the department’s activities; 
serves in an adjunct role for policy and procedure development and implementation. 


Ø Assists in the identification of issues which may adversely impact the attainment of department 
goals/initiatives (i.e., inpatient bed days per thousand, outpatient surgery utilization, etc.) 


Ø Collaborates with other departments to educate providers, vendors, and members regarding network 
providers/specialists benefits and utilization management policies and procedures. 


Ø Attends meetings with internal workgroups and external business parties. 
Ø Assists in the identification and triage of potential quality improvement issues.  Responsible for assuring 


issues are reported to the Quality Improvement Department. 
Ø Responsible for compliance with State and Federal law regarding the handling of utilization management 


decisions and/or appeals.  Ensures compliance with national accrediting body standards regarding 
utilization management decisions and/or grievances. 


Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 
including employment, termination, performance reviews, salary reviews, and disciplinary actions. 


Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Registered nurse with active license in good standing in the state where job duties are performed. 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (5-7 years) experience in utilization management. 
Ø Previous (3-5 years) clinical experience. 
Ø Previous (3-5 years) managerial experience. 
Ø Experience in program development preferred. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  04/15/10 
TITLE Director, Health Services JOB CODE 725121 
JOB FUNCTION Medical Management – Health Services FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Provides coordination, supervision, and direction for the utilization management functions of the health plan. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Develops, directs, and supervises the implementation of all departmental policies and procedures, goals 


and objectives. 
Ø Oversees pre-authorization, concurrent review and case management programs. 
Ø Assures staffing levels and staff competencies are appropriate to accomplish departmental duties and 


responsibilities productively and efficiently. 
Ø Maintains working knowledge and communication of legislature, consortiums, and impending insurance 


law changes that may potentially affect utilization trends, practices, and standards at the plan or 
corporate level. 


Ø Provides direction for the development of screening criteria, protocols, and benefit interpretations. 
Ø Coordinates and participate in provider orientation/development/maintenance activities specific to 


utilization management. 
Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for 


assuring these issues are reported to the Quality Improvement Department. 
Ø Participates in the budgetary process at the plan level, including preparation of a departmental budget 


and monitoring for adherence. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Registered Nurse with an active state RN license. 
Ø Bachelor’s degree or equivalent experience. 
Ø Significant experience (usually 7+ years) in utilization management. 
Ø Significant experience (usually 5+ years) clinical experience. 
Ø Previous experience (usually 3+ years) managerial experience. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
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COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  04/28/12 
TITLE Pre-Authorization Representative JOB CODE 725221 
JOB FUNCTION Medical Management – Medical Review FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Under the direct supervision of clinical staff, performs assigned duties, including telephonic support for on-line 
authorization of routine services, contacting specialty care providers, monitoring patient eligibility, and 
performing on-line data entry of routine authorizations/denials. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Performs telephonic support for on-line authorization of routine services. 
Ø Provides direct support to primary care practices and specialty care providers regarding utilization, 


authorization, and referral activities. 
Ø Proficient in the use of ICD-9 and CPT codes. 
Ø Data enters referrals for non-complex services including DME, physical therapy, inpatient and outpatient 


care, behavioral health services and testing as applicable, and special circumstance requests as defined 
by Utilization Management. 


Ø Assists in gathering information needed for coordinators/case managers to determine continued 
authorization. 


Ø Provides data entry for care which has been arranged by the Pre-Authorization Coordinators. 
Ø Contacts providers with authorization, denial and appeals process information. 
Ø Assists in educating and acts as a resource to primary care practices and specialty care providers. 
Ø Verifies eligibility of members and participating status of providers in IDX. 
Ø Determines member benefit coverage utilizing IDX or group coverage documents. 
Ø May receive pended claims reports on claims received without prior authorization to research and review 


eligibility and benefit coverage.  Upon decision of claim payment status, generates the appropriate 
referral with notification and exchange of information to the service organization for proper adjudication 
of claim payment. 


Ø Assists with the identification and reporting of potential quality management issues.  Responsible for 
assuring these issues are reported to the Quality Management Department. 


Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø High school degree or equivalent.  Bachelor’s degree preferred. 
Ø Licensed Mental Health Technician (LMHT), if applicable based on service supported. 
Ø Previous experience (usually 2+ years) in general office environment preferred. 
Ø Familiarity with medical terminology required. 
Ø Proficiency with computer systems, ICD-9/CPT coding, and multi-line phone systems preferred. 
Ø Excellent communication skills required. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  04/15/10 
TITLE Pre-Authorization Coordinator JOB CODE 725181 
JOB FUNCTION Medical Management – Medical Review FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for implementing and coordinating all utilization management functions relating to pre-
authorization of outpatient testing/surgery, and inpatient admissions. 
 


ESSENTIAL RESPONSIBILITIES  
Ø Assists with the orientation of providers to the Plan's authorization and review procedures and work 


closely with participating physicians to secure information necessary for utilization management. 
Ø Implements and documents utilization management activities, which incorporate a thorough 


understanding of clinical knowledge and appropriateness of medical services related to effective cost 
containment. 


Ø Assures the medical necessity and appropriateness of the delivery of healthcare resources provided to 
members as per their benefit package, through medical review of inpatient and outpatient service 
requests, utilizing established criteria, clinical judgment, and Medical Director guidelines.  


Ø Actively participates in the negotiation and notification processes that result from the medical record 
reviews with the facilities. Prepares notification letters of denied and negotiated days within the 
established time frames. 


Ø Offers safe, effective alternatives to the inpatient setting for those patients requiring interventions prior to 
their hospitalization. Actively negotiates transitional levels of care when services requested do not meet 
acute care criteria. 


Ø Utilizes established criteria to authorize hospital admissions, diagnostic testing and ambulatory services, 
etc. 


Ø Assures that members are utilizing contracted providers requested services are covered benefits, 
medically necessary, appropriate and of the highest quality. 


Ø Provides oversight of non-clinical staff in the screening of both verbal and written service requests.  
Serves as resource on clinical issues for non-clinical staff to ensure information provided to members 
and providers is current and accurate. 


Ø Provides accurate, comprehensive, and pertinent utilization data and information. 
Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for 


assuring these issues are reported to the Quality Management Department. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Registered nurse with active state RN license preferred.   
               -Previous experience (usually 2+ years) in utilization management. 
               -Significant experience (usually 3+ years) clinical experience. 
                                                     OR 
Ø Licensed Practical Nurse with active state LPN license. 
                -Minimum 3 years utilization management experience required, and 
                -Minimum 5 years clinical experience required. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  03/16/12 
TITLE Supervisor, Pre-Authorization JOB CODE 725161 
JOB FUNCTION Medical Management – Medical Review FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for the daily supervision of pre-authorization to include the telephone/fax authorization and 
retrospective claim review processes.  Serves in an active managerial role to assist in the development, 
implementation, and evaluation of the utilization management process. 
 


ESSENTIAL RESPONSIBILITIES  
Ø Provides oversight and direction to the staff members including staffing, training, monitoring, and 


evaluation. 
Ø Reviews the timeliness, appropriateness, and medical necessity of utilization processes performed by the 


staff.  Prepares reports detailing the monitored activities. 
Ø Actively participates in the development, implementation, and oversight of the utilization management 


activities for the Plan.  Serves in an adjunct role for policy and procedure development and 
implementation. 


Ø Assists in the identification of issues which may adversely impact the attainment of department goals 
(i.e., telephone answer time, talk time, abandonment rates, etc.). 


Ø Collaborates with other departments to educate providers/vendors and members regarding participating 
network providers/specialists, benefits and utilization management policies and procedures. 


Ø Attends meetings with internal work groups and external business parties. 
Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for 


assuring these issues are reported to the Quality Improvement Department. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Registered nurse with current license in good standing in the state where job functions are performed. 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (usually 2+ years) experience in utilization management. 
Ø Previous (usually 3+ years) experience clinical experience. 
Ø Previous (usually 2+ years) experience supervisory experience. 
Ø Proficiency in medical terminology and ICD-9 and CPT coding preferred. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  03/30/11 
TITLE Complex Case Manager JOB CODE 730161 
JOB FUNCTION Medical Management – Medical Review FLSA STATUS Exempt 


 
GENERAL SUMMARY 
Functions as the central coordinator of care for members/injured employees identified as having chronic disease processes or for 
members/injured employees in select physician practices.  Responsible for implementing and coordinating all case management 
activities relating to catastrophic cases and chronically ill members/injured employees across the continuum of care including 
consultant referrals, home care visits, use of community resources, and alternative levels of care.  May be responsible for developing 
and executing implementation plans with a physician practice to coordinate all case management activities.  Uses computer-based 
systems to review medical experience of members/injured employees and interact with staff.  This position may specialize within a 
disease area. 
 
ESSENTIAL RESPONSIBILITIES 
Ø Responsible for the comprehensive management of members/injured employees with a catastrophic illness or for 


members/injured employees in select physician practices. 
Ø Responsible for the proactive management of chronically ill members/injured employees with the objective of improving quality 


outcomes and decreasing costs. 
Ø Responsible for the early identification and assessment of members/injured employees for admittance to a comprehensive case 


management program. 
Ø Applies case management concepts, principles, and strategies in the development of an individualized case plan that addresses 


the member’s/injured employee’s broad spectrum of needs.  The case planning process includes the following actions:  
assessment, goal setting, establishing interventions related to goals, monitoring success of the interventions, evaluating the 
success of the overall case plan, and reporting outcomes. 


Ø Interviews members telephonically, in their home, physician office or in other facilities to provide initial and ongoing case 
management services. 


Ø Conducts regular discussions and updates with the member’s primary care physicians, other providers including behavioral 
health providers, health plan Medical Directors, health services staff, or the injured employee’s insurance company and employer 
regarding the status of a particular member/injured employee. 


Ø Serves as the member/injured employee’s advocate to ensure they receive all necessary care allowed under their benefit plan.  
Develops knowledge of community resources and alternate funding arrangements available to the member/injured employee 
when services are not available under their benefits program. 


Ø Develops new programs as appropriate to reduce admissions for acute and chronic members/injured employees and assist with 
decreasing their lengths of stay. 


Ø Develops relationships with hospital social workers and community resources to assure appropriate management of catastrophic 
and chronically ill members/injured employees. 


Ø Develops an understanding of healthcare reimbursement methods that promotes the provision of cost effective healthcare and 
the preservation of the member/injured employee benefits. 


Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for assuring these issues are 
reported to the Quality Improvement Department. 


Ø May serve as a consultant to the physician network(s) to insure overall improvement in quality of medical care and outcomes. 
Ø May serve as liaison and key resource for Appeals Coordinators for cases involving utilization management, case management, 


and general medical issues. 
Ø May be responsible for handling sensitive appeal cases that involve complex medical issues assuring all regulatory requirements 


are met.  Works closely with senior management and the Legal Department on these cases.  May work with worker’s 
compensation defense and plaintiff attorneys and testify as required. 


Ø May be responsible for comprehensive management of appeal cases for members/injured employees involving transplants. 
Ø Maintains confidentiality of member’s/injured employee’s information in accordance with HIPAA regulations. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Registered nurse with active state license. 
Ø Bachelor’s degree or equivalent experience preferred. 
Ø Complies with all state certification requirements in the state where job duties are performed. 
Ø Previous experience (usually 1+ year) in case management. 
Ø Significant experience (usually 3+ years) clinical experience. 
Ø If required by URAC/NCQA accreditation, or the health plan, case management certification must be obtained within 4 


years of date of hire. 
Ø Utilization management experience and knowledge of community resources preferred. 
Ø Experience with using computer systems as part of the clinical activity. 
Ø Regular local travel may be required. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this position.  They are not 
intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
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COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  03/30/11 
TITLE Complex Case Manager JOB CODE 730161 
JOB FUNCTION Medical Management – Medical Review FLSA STATUS Exempt 


 
GENERAL SUMMARY 
Functions as the central coordinator of care for members/injured employees identified as having chronic disease processes or for 
members/injured employees in select physician practices.  Responsible for implementing and coordinating all case management 
activities relating to catastrophic cases and chronically ill members/injured employees across the continuum of care including 
consultant referrals, home care visits, use of community resources, and alternative levels of care.  May be responsible for developing 
and executing implementation plans with a physician practice to coordinate all case management activities.  Uses computer-based 
systems to review medical experience of members/injured employees and interact with staff.  This position may specialize within a 
disease area. 
 
ESSENTIAL RESPONSIBILITIES 
Ø Responsible for the comprehensive management of members/injured employees with a catastrophic illness or for 


members/injured employees in select physician practices. 
Ø Responsible for the proactive management of chronically ill members/injured employees with the objective of improving quality 


outcomes and decreasing costs. 
Ø Responsible for the early identification and assessment of members/injured employees for admittance to a comprehensive case 


management program. 
Ø Applies case management concepts, principles, and strategies in the development of an individualized case plan that addresses 


the member’s/injured employee’s broad spectrum of needs.  The case planning process includes the following actions:  
assessment, goal setting, establishing interventions related to goals, monitoring success of the interventions, evaluating the 
success of the overall case plan, and reporting outcomes. 


Ø Interviews members telephonically, in their home, physician office or in other facilities to provide initial and ongoing case 
management services. 


Ø Conducts regular discussions and updates with the member’s primary care physicians, other providers including behavioral 
health providers, health plan Medical Directors, health services staff, or the injured employee’s insurance company and employer 
regarding the status of a particular member/injured employee. 


Ø Serves as the member/injured employee’s advocate to ensure they receive all necessary care allowed under their benefit plan.  
Develops knowledge of community resources and alternate funding arrangements available to the member/injured employee 
when services are not available under their benefits program. 


Ø Develops new programs as appropriate to reduce admissions for acute and chronic members/injured employees and assist with 
decreasing their lengths of stay. 


Ø Develops relationships with hospital social workers and community resources to assure appropriate management of catastrophic 
and chronically ill members/injured employees. 


Ø Develops an understanding of healthcare reimbursement methods that promotes the provision of cost effective healthcare and 
the preservation of the member/injured employee benefits. 


Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for assuring these issues are 
reported to the Quality Improvement Department. 


Ø May serve as a consultant to the physician network(s) to insure overall improvement in quality of medical care and outcomes. 
Ø May serve as liaison and key resource for Appeals Coordinators for cases involving utilization management, case management, 


and general medical issues. 
Ø May be responsible for handling sensitive appeal cases that involve complex medical issues assuring all regulatory requirements 


are met.  Works closely with senior management and the Legal Department on these cases.  May work with worker’s 
compensation defense and plaintiff attorneys and testify as required. 


Ø May be responsible for comprehensive management of appeal cases for members/injured employees involving transplants. 
Ø Maintains confidentiality of member’s/injured employee’s information in accordance with HIPAA regulations. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Registered nurse with active state license. 
Ø Bachelor’s degree or equivalent experience preferred. 
Ø Complies with all state certification requirements in the state where job duties are performed. 
Ø Previous experience (usually 1+ year) in case management. 
Ø Significant experience (usually 3+ years) clinical experience. 
Ø If required by URAC/NCQA accreditation, or the health plan, case management certification must be obtained within 4 


years of date of hire. 
Ø Utilization management experience and knowledge of community resources preferred. 
Ø Experience with using computer systems as part of the clinical activity. 
Ø Regular local travel may be required. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this position.  They are not 
intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
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COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  04/15/10 
TITLE Director, Health Services JOB CODE 725121 
JOB FUNCTION Medical Management – Health Services FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Provides coordination, supervision, and direction for the utilization management functions of the health plan. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Develops, directs, and supervises the implementation of all departmental policies and procedures, goals 


and objectives. 
Ø Oversees pre-authorization, concurrent review and case management programs. 
Ø Assures staffing levels and staff competencies are appropriate to accomplish departmental duties and 


responsibilities productively and efficiently. 
Ø Maintains working knowledge and communication of legislature, consortiums, and impending insurance 


law changes that may potentially affect utilization trends, practices, and standards at the plan or 
corporate level. 


Ø Provides direction for the development of screening criteria, protocols, and benefit interpretations. 
Ø Coordinates and participate in provider orientation/development/maintenance activities specific to 


utilization management. 
Ø Assists in the identification and reporting of potential quality improvement issues.  Responsible for 


assuring these issues are reported to the Quality Improvement Department. 
Ø Participates in the budgetary process at the plan level, including preparation of a departmental budget 


and monitoring for adherence. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Registered Nurse with an active state RN license. 
Ø Bachelor’s degree or equivalent experience. 
Ø Significant experience (usually 7+ years) in utilization management. 
Ø Significant experience (usually 5+ years) clinical experience. 
Ø Previous experience (usually 3+ years) managerial experience. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
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COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  06/17/11 
TITLE Associate Technical Claims Specialist JOB CODE 547211 
JOB FUNCTION Operations – Customer Service FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Responsible for servicing customers by processing claims and adjustments accurately and timely within a Contact Center 
team to meet or exceed customer service requirements. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Processes paper claims and electronic work queues, including HCFA 1500 and UB92, in accordance with company 


policies and procedures. 
Ø Interprets and processes adjustments in accordance with company policies and procedures.  
Ø Reviews basic pended claims to determine the appropriateness of the claim status. 
Ø Researches customer information by effectively using the "Essentials" on-line resource library and Customer 


Service Console to gather documentation needed to process claims and adjustments.  Examines information 
including, but not limited to, authorizations, payments, denials, coordination of benefits, and eligibility. 


Ø Maintains production and claims quality standard.  
Ø Takes responsibility for completing assignments and bringing all outstanding issues to closure. 
Ø Maintains complete and accurate documentation. 
Ø Demonstrates basic understanding of all products. 
Ø Demonstrates responsiveness and a sense of urgency when dealing with customers. 
Ø Proactively takes responsibility for own self-development. 
Ø Demonstrates professionalism and presents a positive image of the company when interacting with customers. 
Ø Supports individual and team goals and initiatives; accepts ownership for individual result. 
Ø May interface with customers via telephone to respond to routine inquiries and resolve concerns on an as-needed 


basis. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø High school degree or equivalent. 
Ø Able to effectively handle multiple tasks. 
Ø Demonstrates effective keyboard skills; able to navigate within a computer/systems-dependent environment without 


assistance; experience in a windows-based computer environment preferred. 
Ø Effective verbal communication skills. 
Ø Displays a positive, confident attitude. 
Ø Able to absorb and apply new and changing information. 
Ø Highly self-motivated and accountable. 
Ø Able to manage personal stress; can easily adapt and effectively respond to shifts in priorities and unexpected 


events. 
Ø Analytical and problem solving skills. 
Ø Responds positively to goal-setting and performance measurement. 
Ø Demonstrates organizational skills. 
Ø Skilled at developing and maintaining effective working relationships. 
Ø Able to sit for long periods of time. 
Ø Able to maintain regular and consistent attendance in accordance with company and departmental policies and 


procedures. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/19/08 
TITLE Associate Customer Communications Specialist JOB CODE 547221 
JOB FUNCTION Customer Service  – Customer Service FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Responsible for developing and enhancing customer relationships by responding to customer inquiries and resolving 
customer concerns within a Contact Center team to meet or exceed customer service requirements. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Interfaces with customers via telephone, written correspondence, fax, web, and/or electronic mail to respond to 


routine inquiries and resolve concerns. 
Ø Researches customer information by effectively using the "Essentials" on-line resource library and Customer 


Service Console in response to inquiries including, but not limited to, authorizations, payments, denials, coordination 
of benefits, and eligibility. 


Ø Investigates, analyzes, and resolves outstanding issues to achieve customer satisfaction; takes responsibility for 
following through and bringing outstanding issues to closure.  Completes limited transactions including simple 
adjustments. 


Ø Maintains complete and accurate documentation of all customer interactions. 
Ø Demonstrates a basic understanding of all products. 
Ø Demonstrates responsiveness and a sense of urgency when dealing with customers. 
Ø Maintains production and phone quality standard. 
Ø Proactively takes responsibility for own self-development. 
Ø Demonstrates professionalism and presents a positive image of the company when interacting with customers. 
Ø Supports individual and team goals and initiatives; accepts ownership for individual results. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø High school degree or equivalent. 
Ø Able to effectively handle multiple tasks. 
Ø Demonstrates effective keyboard skills; able to navigate within a computer/systems-dependent environment without 


assistance; experience in a windows-based computer environment preferred. 
Ø Effective verbal and written communication skills. 
Ø Displays a positive, confident attitude. 
Ø Able to absorb and apply new and changing information. 
Ø Able to quickly think on one's feet. 
Ø Highly self-motivated and accountable. 
Ø Able to manage personal stress; can remain calm and controlled in stressful, unexpected situations. 
Ø Analytical and problem solving skills. 
Ø Strong listening and interpersonal skills; skilled at developing and maintaining effective working relationships. 
Ø Responds positively to goal-setting and performance measurement. 
Ø Demonstrates organizational skills. 
Ø Able to sit for long periods of time. 
Ø Able to maintain regular and consistent attendance in accordance with company and departmental policies and 


procedures. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 
Last Updated:  11/02/11 


TITLE Supervisor, Service Operations  JOB CODE 545171 
JOB FUNCTION Operations – Customer Service and Claims FLSA STATUS Exempt 


 
GENERAL SUMMARY: 
Guides and drives the development and activities of an organized team. Supervises the day-to-day operations. Serves 
as subject matter expert. Interfaces directly with customers, trains new employees, and resolves customer concerns 
within a team to meet or exceed customer service requirements. Responsible for all aspects of service. 
 
ESSENTIAL RESPONSIBILITIES:  
Ø Supervises an organized team of cross-functional team members to meet or exceed service requirements.  
Ø Independently examines and analyzes the team’s performance against measured service operation goals; 


demonstrates ownership for overall team results; recommends and leads the implementation of plan(s) of action to 
improve the team’s service level. 


Ø Drives the team to identify and implement process improvements; encourages ownership of and group participation 
in the improvement initiatives. 


Ø Identifies training needs within the team; creates a training plan; coordinates and monitors cross-training efforts 
within the team to ensure members are knowledgeable in all technical areas. 


Ø Trains employees on the team on products, policies and procedures. Orients new employees. 
Ø Serves as product and process expert and resource to team. 
Ø Prepares for and/or conducts customer presentations; manages customer expectations. Leads team meetings; 


assists team members in improving their facilitation skills. 
Ø Manages staff development and work standards; provides structured coaching and counseling. 
Ø Researches customer information in response to difficult inquiries including, but not limited to, authorization, 


payments, denials, coordination of benefits, and eligibility; interfaces with customers by telephone, correspondence 
and/or in person to resolve concerns 


Ø Performs other duties as required. 
Ø As required, becomes directly involved with execution of team processes and functions. 
 
JOB SPECIFICATIONS 
Ø High school degree or equivalent. Bachelor’s degree preferred. 
 


Ø Significant (6-7 years) experience in health care or related industry preferred. 
 


Ø Previous (1-2 years) supervisory experience preferred. 
 


Ø Management of inbound customer service call centers preferred. 
 


Ø Expert knowledge of health care and/or related products, medical terminology, diagnosis and procedure coding, and 
       coordination of benefits. 
 


Ø Ability to maintain production levels and quality goals. 
 


Ø Ability to train employees on all products and processes. 
 


Ø Demonstrated leadership and motivation skills. 
 


Ø Ability to implement service strategies for internal and external customers. 
 


Ø Excellent organizational, interpersonal, communication and coaching skills. 
 


Ø Strong analytical and problem solving skills. 
 


Ø Able to drive change. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 
Last Updated:  11/02/11 


TITLE Manager, Service Operations  JOB CODE 545161 
JOB FUNCTION Operations – Customer Service and Claims FLSA STATUS Exempt 


 
GENERAL SUMMARY: 
Responsible for the management, coordination and implementation of a broad range of projects and 
programs in direct support of the service center management team as well as the day-to-day management of 
service or business units to meet or exceed customer service requirements and business objectives. 
 
ESSENTIAL RESPONSIBILITIES:  
Ø Assumes responsibility for programs and projects, at the direction of the service center management 


team, through the analysis, implementation and evaluation phases.  May directly manage/coordinate 
such projects after implementation or may delegate that responsibility to other persons as appropriate.  
Performs data analysis and develops summaries and/or recommendations on programs and projects for 
the service center management team. 


Ø Builds and administers a business plan to meet or exceed goals. 
Ø Coordinates resources (financial, capital, human, etc.) to ensure that programs and projects have 


sufficient means to meet/exceed expectations. 
Ø Analyzes daily, weekly, and monthly statistical reports and makes appropriate 


recommendations/forecasts regarding call volume and staff schedules. Provides accurate and pertinent 
data to Director/Vice President for use in strategic and tactical planning. 


Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 
including employment, termination, performance reviews, salary reviews, and disciplinary actions. 


Ø Resolves member, provider, and staff complaints, issues, and concerns.  Serves as the focal point for all 
issues relative to the team’s customers; fosters collaborative relationships with internal and external 
customers. 


Ø Provides input into the development of the service center budget; manages the budget and controls 
expense while meeting operations, financial and service requirements. 


Ø Rewards employees based on the development and utilization of required skills and competencies that 
contribute to the achievement of business objectives. 


Ø Maintains a positive work environment and structure that supports self-directed teams and optimizes the 
experience, skills, knowledge and capability of the team. 


Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 


Ø Bachelor’s degree or equivalent experience. 
Ø Significant experience in health care (usually 6-7 years) with management responsibility.  Experience in 


managing cross-functional, self-directed teams preferred. 
Ø Management of inbound customer service call centers preferred. 
Ø Knowledge of queuing theories, work force scheduling, and telecommunications. 
Ø Demonstrated leadership and motivation skills. 
Ø Ability to initiate and drive change; demonstrated results-driven approach.  
Ø Demonstrated process and project management ability. 
Ø Ability to develop and implement service strategies for internal and external customers. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 
Last Updated:  11/02/11 


TITLE Director, Service Center Operations JOB CODE 540141 
JOB FUNCTION Operations – Customer Service and Claims FLSA STATUS Exempt 


 


GENERAL SUMMARY: 
Responsible for managing a moderately-sized service center to meet or exceed customer service 
requirements and business objectives. 
 


ESSENTIAL RESPONSIBILITIES:  
Ø Develops strategic, operational and tactical business plans to achieve desired business goals for 


responsible service center. 
Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 


including employment, termination, performance reviews, salary reviews, and disciplinary actions. 
Ø Reviews and directs service operations performance to meet or exceed business goals. 
Ø Maintains a positive work environment and structure that supports self-directed teams and optimizes the 


experience, skill, knowledge and capability of the teams. 
Ø Manages the alignment of employee performance with the achievement of business objectives.  


Rewards employees based on the development and utilization of required skills and competencies. 
Ø Builds and maintains collaborative relationships and alliances with internal and external customers 


including, but not limited to, employer groups, provider groups, members, brokers, marketing, finance 
and medical management to achieve business goals. 


Ø Develops and manages the budget; controls expenses while meeting operational, financial and service 
requirements. 


Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Significant experience (usually 7-9 years) in managed care with management responsibility.  Experience 


in managing cross-functional, self-directed teams preferred. 
Ø Significant inbound call center experience. 
Ø Knowledge of queuing theories, work force scheduling, and telecommunications. 
Ø Demonstrated leadership and motivation skills  
Ø Strong independent decision making ability. 
Ø Demonstrated expert process and project management ability. 
Ø Excellent time management, organizational, interpersonal and communication skills. 
Ø Strong influencing, negotiation and analytical skills. 
Ø Ability to create, design and communicate overall strategies for servicing internal and external customers. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/10/12 
TITLE Quality Improvement Coordinator   JOB CODE 710151 
JOB FUNCTION Medical Management - Quality FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for the research and identification of quality of care issues to ensure compliance with Coventry’s 
quality improvement programs as well as accreditation and regulatory standards. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Performs quality improvement studies as they relate to trends identified via utilization review activities, 


utilization patterns, audits, Healthcare Effectiveness Data and Information Set (HEDIS) results, appeals, etc. 
Ø Maintains accurate documentation of all quality improvement activities, i.e., studies, surveys, audits, peer 


reviews, etc.  Performs analysis and provides oversight for delegated functions. 
Ø Identifies possible quality of care issues through research and data analysis.  Prepares and distributes 


accurate and timely reports according to department policies,  documentation standards, and regulatory 
requirements. 


Ø Under the direction of assigned Medical Directors and quality improvement management, conducts 
audits to research quality of care issues. 


Ø Assists in conducting peer review chart audits, compiling statistics, and reporting results to the 
appropriate oversight committees. 


Ø Monitors and  assures that follow-up re-evaluation activities take place when deficiencies are identified and 
recommendations for corrective action have been made. 


Ø Develops and provides training to members and employer groups regarding preventive health and wellness as 
they relate to trends identified via review activities and audits. 


Ø Assists in preparing the annual quality improvement program evaluation and work plan. 
Ø May complete an annual review of department policies and procedures and make recommendations for 


updates based on changing needs or trends. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Licensed Practical Nurse (LPN) or Registered Nurse (RN) with active state license required. 
Ø Complies with all state certification requirements in the state where job duties are performed. 
Ø Previous (2-4 years) clinical experience required. 
Ø Previous quality improvement and/or managed health care experience preferred. 
Ø Fundamental knowledge of relevant legal, medical, and regulatory terms, issues, and practices. 
Ø Excellent verbal and written communication skills. 
Ø Demonstrated data analysis and report preparation skills. 
Ø Knowledge of standard software packages requried, including Word, Excel, and PowerPoint. 
Ø Valid driver’s license may be required. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  06/03/08 
TITLE Quality Assurance Analyst JOB CODE 417161 
JOB FUNCTION IT – Quality Assurance FLSA STATUS Exempt 


 
GENERAL SUMMARY 
Responsible for developing and executing test conditions and test cases to ensure delivery of quality 
information systems and/or software programs that conform to organization standards and user requirements.  
Records and tracks quality assurance metrics such as defects, test results and test status. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Develops comprehensive test conditions and test cases for moderately complex information systems 


and/or software programs.  Performs test execution to ensure proper operation of system/program. 
Ø Evaluates test results.  Follows standardized best practices for documenting problems and assists with 


their resolution.  Reports progress of problem resolution to management. 
Ø Writes, revises, and verifies quality standards and test procedures for customized and off-the-shelf 


software, tools, products, and production systems. 
Ø Performs quality audits to ensure standards, procedures and methodologies are being followed. 
Ø Monitors post-implementation system/program performance to prevent reoccurrence of operational 


issues and ensure efficiency of operation. 
Ø Serves as liaison between the system/program end-user and the Information Technology team. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (3-5 years) experience in a quality assurance and/or testing environment. 
Ø Previous experience using test management tools required. 
Ø Demonstrated knowledge of software development life cycle. 
Ø Demonstrated analytical and problem solving skills. 
Ø Working knowledge of common desktop software tools including MS Word and Excel. 
Ø Strong verbal and written communication skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/09/12 
TITLE Director, Quality Improvement JOB CODE 710131 
JOB FUNCTION Medical Management - Quality FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Provides oversight and direction for the quality improvement function, including provider relations, health 
services, customer service, and credentialing.  Serves as leader and champion of the Medicare Stars 
program to ensure Healthcare Effectiveness Data and Information Set (HEDIS) and Star objectives are met to 
support the overall Company-wide goals. 
 
ESSENTIAL RESPONSIBILITIES  
Ø Ensures compliance with all State and Federal quality regulations, Coventry quality standards, and 


National Committee for Quality Assurance (NCQA) standards. 
Ø Ensures the maintenance of accurate documentation for all quality improvement activities, i.e., surveys, 


audits, peer reviews, etc. 
Ø In conjunction with senior medical management, responsible for preparing the agenda and directing the 


activities of the Quality Improvement Committee. 
Ø Develops, implements, and coordinates clinical and non-clinical HEDIS and Stars related activities. 
Ø Remains current with new developments in the field of quality improvement. 
Ø Develops and implements new quality improvement activities. 
Ø Ensures all quality improvement activities are conducted according to Coventry quality standards and all 


appropriate data and documentation is retained. 
Ø Ensures that quality improvement information, including the monitoring and evaluation of indicators, is 


collected and reported to the appropriate oversight committees. 
Ø Directs data collection for HEDIS measures; identifies opportunities for improvement based on the 


HEDIS results. 
Ø Works closely with regional and corporate HEDIS and Stars improvement teams to optimize overall 


outcomes. 
Ø Controls expenses while meeting operational, functional, and service requirements. 
Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 


including employment, termination, performance reviews, salary reviews, and disciplinary actions. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience.  Master’s degree preferred. 
Ø Minimum of 5 years managed care experience with emphasis in quality improvement. 
Ø Previous (3-5 years) quality improvement experience required. 
Ø Minimu of 3 years management/leadership experience required. 
Ø Certified Professional in Healthy Quality (CPHQ) preferred. 
Ø Extensive knowledge of Quality Program implementation. 
Ø Excellent organizational, managerial, and analytical skills required. 
Ø Strong understanding of accreditation, federal, and state regulations/requirements. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  04/15/10 
TITLE Manager, Health Services JOB CODE 725131 
JOB FUNCTION Medical Management – Health Services FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for the daily management in one or more of the various health services areas (Pre-authorization, 
Concurrent Review, Complex Case Management, Appeals, and/or Disease Case Management).  Serves in an 
active managerial role to assist in the development, implementation, and evaluation of the utilization 
management process. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Provides management and direction to one or more health services areas (Pre-authorization, Concurrent 


Review, Complex Case Management, Appeals, and/or Disease Case Management); including, staffing, 
training, monitoring, and evaluating. 


Ø Reviews the timeliness, appropriateness, and medical necessity of the utilization processes performed by 
the staff.  Prepare reports detailing the monitored activities. 


Ø Actively participates in the development, implementation, and oversight of the department’s activities; 
serves in an adjunct role for policy and procedure development and implementation. 


Ø Assists in the identification of issues which may adversely impact the attainment of department 
goals/initiatives (i.e., inpatient bed days per thousand, outpatient surgery utilization, etc.) 


Ø Collaborates with other departments to educate providers, vendors, and members regarding network 
providers/specialists benefits and utilization management policies and procedures. 


Ø Attends meetings with internal workgroups and external business parties. 
Ø Assists in the identification and triage of potential quality improvement issues.  Responsible for assuring 


issues are reported to the Quality Improvement Department. 
Ø Responsible for compliance with State and Federal law regarding the handling of utilization management 


decisions and/or appeals.  Ensures compliance with national accrediting body standards regarding 
utilization management decisions and/or grievances. 


Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 
including employment, termination, performance reviews, salary reviews, and disciplinary actions. 


Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Registered nurse with active license in good standing in the state where job duties are performed. 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (5-7 years) experience in utilization management. 
Ø Previous (3-5 years) clinical experience. 
Ø Previous (3-5 years) managerial experience. 
Ø Experience in program development preferred. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
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COVENTRY HEALTH CARE JOB PROFILE 
Last Updated:  03/01/08 


TITLE Medical Review Nurse JOB CODE 706121 
JOB FUNCTION Medical Management - Medical Review FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for reviewing and analyzing information to make medical determinations as necessary.  Applies 
clinical knowledge to assess the medical necessity, level of services, and/or appropriateness of care in cases 
requiring prospective, concurrent, or retrospective utilization review. 
 


ESSENTIAL RESPONSIBILITIES 
Based on area of specialization, employee may perform any or all of the responsibilities listed below. 
Claims Review 
Ø Conducts medical reviews of individual provider and hospital claims for coding and billing accuracy and medical 


appropriateness for all products in support of company medical payment policies and cost containment initiatives. 
Ø Processes and/or reviews claims for compliance and level of care in a timely manner that meets or exceeds 


production and quality goals.  Reviews all complex physician, facility, and specialty claims and adjustments to 
ensure compliance with company policies and procedures. 


Ø Assesses, investigates and resolves information to respond to difficult inquiries including, but not limited to, 
authorizations, payments, denials and coordination of benefits. 


Ø Interfaces with customers by telephone, correspondence and/or in person to answer questions and resolve process 
issues. 


Utilization Management 
Ø Conducts retrospective medical necessity and experimental/investigational reviews of inpatient admissions, 


diagnostic testing and ambulatory services.  Meets health plan or applicable accreditation organizational 
requirements for decision-making and notification process timeframes. 


Ø Utilizes established criteria to authorize inpatient admissions, diagnostic testing and ambulatory services.  Makes 
referrals to the health plan/clinical operations Medical Director for determinations when criteria are not met. 


Ø Communicates determinations verbally and/or in writing to appropriate business department as required by the 
health plan/business department internal workflow policies. 


Pre-Existing Condition Review 
Ø Coordinates, directs, and performs retrospective reviews of individual medical history to identify possible pre-exiting 


conditions. 
Ø Conducts analysis and research of medical and claims history to make payment determination. 
Ø Actively identifies possible fraud/misrepresentation cases.  May assist with preparation of cases for referral to 


medical underwriting and medical management. 
All Functions 
Ø Identifies training needs within the team.  May train service teams based on outcomes of medical reviews as well as 


process and/or procedure changes. 
Ø Drives the team to identify and implement process improvements; encourages ownership of and group participation 


in improvement initiatives. 
Ø Identifies and recommends opportunities for cost savings and improving outcomes. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Registered Nurse with a current RN license in good standing in the state where job duties are performed. 
Ø Bachelor’s degree and/or Certified Professional Code-CPC-H preferred. 
Ø Previous (3-5 years) clinical experience. 
Ø Knowledge of medical terminology and ICD-9, CPT-4, and HCPCS coding. 
Ø Working knowledge of coordination of benefits and health care products under both fully insured and self-funded 


arrangements preferred. 
Ø Strong analytical and problem solving skills. 
Ø Excellent organizational, interpersonal and communication skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this position.  They are not 
intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/11/08 
TITLE Senior Provider Contracting Specialist JOB CODE 751101 
JOB FUNCTION Network Development – Network Development FLSA STATUS Exempt 


 
GENERAL SUMMARY 
Responsible for physician, ancillary and hospital contracting and for performing ongoing network analysis for 
all contracts pertaining to fully insured, Health Plan, PPO, corporate accounts, lease networks and workers’ 
compensation.  Recruits and contracts with individual providers who meet established selection criteria to 
assure adequate geographic and specialty coverage. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Assesses, recruits and organizes vendors for all networks. 
Ø Negotiates complex contracts with physician, ancillary, and hospital providers for all contracts pertaining 


to fully insured, Health Plan, PPO, corporate accounts, lease networks and workers’ compensation. 
Ø Manages the establishment and continual updating of provider databases. 
Ø Reviews and facilitates Requests for Proposals (RFPs) from ancillary providers whose services match a 


need for entering into a contract. 
Ø Oversees maintenance of working relationships within the existing network and assists in the recruitment 


of new providers. 
Ø Assists department personnel in resolving contract disputes related to claims inquiry. 
Ø Acts in an advisory capacity to legal with regard to the financial and legal impact of provider contract 


language requested. 
Ø Develops and generates appropriate reports on size, magnitude, cost effectiveness and comparative 


marketability of all networks for internal and external customers. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø At least 2-4 years experience as a Provider Contracting Representative. 
Ø Proven ability to handle complex provider service issues. 
Ø Significant experience (usually 5+ years) exposure to benefits interpretation and provider networking. 
Ø Substantive knowledge of managed care policy and direction. 
Ø Knowledge of ICD-9 and CPT codes desired. 
Ø Strong analytic and problem solving abilities. 
Ø Strong communication and negotiation skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 
 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  07/23/10 
TITLE Provider Relations Representative JOB CODE 750151 
JOB FUNCTION Network Development - Provider Relations FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for maintaining working relationships with the existing provider network.  Assists providers with 
policy and procedure interpretation.  Maintains accurate and current databases relating to provider facilities 
and physician information.  May assist with physician recruitment. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Maintains regular contact with key provider organizations and serves as a liaison to internally resolve 


complex issues.  Develops strong interpersonal relationships with assigned providers. 
Ø Researches and resolves incoming escalated provider inquiries within contract guidelines.  Educates 


providers on new protocols, policies, and procedures. 
Ø May assist with physician recruitment by identifying specific providers within a designated territory, 


facilitating the distribution of provider agreements, negotiating rates for new physicians, and 
renegotiating contracts for existing physicians within established limits. 


Ø May conduct provider office site visits to ensure site meets contract guidelines. 
Ø Ensures provider database and documentation is up-to-date, accurate, and complete.  Ensures new 


physician contracts are entered promptly and accurately. 
Ø Assists with the development and implementation of provider training programs. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (3-5 years) customer service experience with exposure to benefits interpretation and provider 


networking. 
Ø Knowledge of managed care policy and direction, benefit plan design, and provider fee schedules 


desired. 
Ø Knowledge of ICD-9 and CPT codes desired. 
Ø Strong analytic and problem solving abilities. 
Ø Strong communication and negotiation skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
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COVENTRY HEALTH CARE  JOB PROFILE 


Last Updated:  08/11/08 
TITLE Credentialing Analyst JOB CODE 730191 
JOB FUNCTION Network Development - Credentialing (Sector) FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for the daily credentialing/recredentialing process in a health plan or the Credentials Verification 
Center.  Provides staff support to the Credentialing Committee and assists with the verification of credentials 
for practitioners and facilities. 
 


ESSENTIAL RESPONSIBILITIES  
Ø Responsible for the credentialing and recredentialing activities. 
Ø Initiates process of initial credentialing applications, including but not limited to the review and verification of 


information submitted by providers by utilization of mail, telephone and database queries. 
Ø Initiates process of recredentialing current physicians in the provider network, including but not limited to the 


review and verification of information submitted by providers by utilization of mail, telephone and queries. 
Ø Works with Manager to assure compliance with all State and Federal regulations and standards of the 


CHC and National Committee for Quality Assurance. 
Ø Prepares information for Credentialing Committee review. Takes minutes for the Credentialing 


Committee meetings. 
Ø Ensures current maintenance and updating of all associated files and records, both computerized and 


hard copy. 
Ø Facilitates appropriate problem-solving for phone and/or written inquiries pertaining to the 


credentialing/recredentialing processes. 
Ø Exercises independent judgment as appropriate to enhance and improve the credentialing process to 


achieve efficiencies and quality files. 
Ø Responsible for the routine auditing of files to maintain quality and reports key quality indicators to the QI 


Committee. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø High school degree or equivalent. 
Ø Two years effective experience with credentialing function strongly preferred. 
Ø Excellent communication, detailed oriented, organization, interpersonal, and delegation skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  10/29/10 
TITLE Administrative Specialist 2 JOB CODE 865221 
JOB FUNCTION Administrative Services - Administrative FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Under general supervision, performs a variety of clerical and administrative duties such as word processing, 
maintaining calendars, compiling routine reports, creating graphic presentations, filing, and answering 
telephones.  Duties and tasks are frequently non-routine.   Receives no instruction on routine work: special 
projects and requests are well defined. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Uses a variety of software packages to prepare routine correspondence.  Proofreads and checks 


materials for spelling, grammar, layout, and punctuation, making changes as appropriate.  This may 
include assignments of a confidential nature. 


Ø Screens telephone calls, refers to the appropriate staff member.  Takes and relays messages; greets 
visitors. 


Ø Prepares and formats information into databases and spreadsheets.  Verifies data for accuracy and 
completeness.  Compiles information for inclusion in reports. 


Ø Organizes meeting logistics.  Prepares meeting materials such as agendas, timelines, reports, and 
presentations. 


Ø Assists with the preparation of presentation materials including proofreading, editing, and printing. 
Ø Establishes and maintains files and records. 
Ø Sorts and distributes incoming mail. 
Ø Communicates information concerning standard departmental policies and procedures in response to 


inquiries. 
Ø May maintain calendars, arrange appointments, meetings, and travel itineraries. 
Ø May provide back-up support for the Receptionist. 
Ø May provide training to other non-exempt personnel. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø High school degree or equivalent. 
Ø Previous (2-3 years) administrative/secretarial or related experience required. 
Ø Ability to interact with all levels of internal and external personnel. 
Ø Ability to maintain confidentiality. 
Ø Demonstrated analytical and problem solving skills. 
Ø Strong written and verbal communication skills. 
Ø In-depth knowledge of standard corporate software packages. 
Ø Skills testing as appropriate. 
Ø Word processing speed:  55-65 wpm when appropriate. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTHCARE JOB PROFILE 


Last Updated:  02/14/12 
TITLE Business Analyst JOB CODE 435161 
JOB FUNCTION IT – Business Analysis FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Works with customers at all levels within the organization and with outside parties to identify operational 
business requirements with sufficient detail and clarity to allow IT solution proposal development or to identify 
areas of improvement to satisfy governance and compliance regulations.  Accountable for the collection of 
data, data analysis, documentation of information, and presentation of findings. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Conducts analysis of client business processes and functional or reporting requirements.  Prepares 


appropriate documentation to communicate and validate the information. 
Ø Analyzes data, evaluates existing application products or reporting methods, and recommends efficient, 


cost effective solutions which support client business processes and functional requirements. 
Ø Evaluates existing processes and reporting methods.  Recommends efficient, compliant solutions which 


support business processes and functional requirements. 
Ø Participates in cross-functional task forces to identify and document functional or reporting requirements, 


work flow, information sources and distribution paths, and system specifications. 
Ø Develops basic business cases with cost estimates, service, and benefit dimensions of proposed IT 


projects that are used for funding and scope decisions. 
Ø Applies technical and business knowledge to analyze client requirements in project areas such as:  IT 


testing and product acceptance, new business operating models with innovative approaches to IT 
solutions support, market research of emerging or available product functionality, operational readiness 
assessment, IT reporting, process documentation governance, and compliance. 


Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (3-5 years) experience in information systems development or implementation with progressively 


more complex responsibilities and accountabilities in a client server environment and/or reporting and 
process development. 


Ø Understanding of health care business and care delivery processes or datacenter business and IT service 
processes preferred. 


Ø Demonstrated analytical, problem solving, and documentation skills. 
Ø Demonstrated verbal, written, and presentation communication skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to 
this position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/12/08 
TITLE VP, General Manager (Medicare/Medicaid) JOB CODE 902131 
JOB FUNCTION Marketing - Government Programs FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Top operations job with oversight for Medicare and/or Medicaid within a single or multiple site health plan.  
Responsible for the development and execution of the annual operating plan, including profit and loss 
accountability.  Provides day-to-day oversight for operation of the Medicare/Medicaid health plan including 
Sales, Marketing, Provider Relations, Network Development, Utilization Management and Quality.  Ensures 
compliance with applicable state, federal and regulatory requirements through the development, 
implementation and maintenance of departmental policies and procedures in coordination with the 
Medicare/Medicaid Compliance and Legal Departments. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Responsible for the overall financial performance of the Medicare and/or Medicaid plans within the 


market. 
Ø Directs managers and/or directors of specific functional areas as assigned.  Functional areas may 


include operations, sales, marketing, provider relations, network development, utilization management, 
and/or quality improvement.  Coordinates and monitors functional integration of these areas in 
cooperation with corporate departments to achieve planned business results. 


Ø Oversees and directs activity in the key areas of contracts and communications. 
Ø Directs all departments in the development, implementation and maintenance of policies and procedures 


to ensure compliance with the State and Federal regulatory requirements. 
Ø Responsible for the plan performance related to all required Federal audits. 
Ø Responsible for the management and organization of plan activities at the health plan. 
Ø Monitors budget in assigned function areas and takes corrective action. 
Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 


including, employment, termination, performance reviews, salary reviews, and disciplinary actions. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience.  Master’s degree preferred. 
Ø Significant (10+ years) management experience required. 
Ø Previous health plan experience preferred. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  09/14/10 
TITLE Senior Accountant JOB CODE 640161 
JOB FUNCTION Accounting - Accounting FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Maintains or oversees the maintenance of accounts, records, and financial reports.  Compiles and analyzes 
financial information to prepare reports and make recommendations relative to the accounting of reserves, 
assets, and expenditures.  Prepares income statements, balance sheets, consolidated statements, and other 
accounting statements and reports in accordance with corporate policies and procedures and generally 
accepted accounting principles.  Coordinates accounting matters with other departments and health plans.  
Provides training and assistance to less experienced accountants and other users of the accounting records.  
Develops solutions to a variety of complex problems. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Recommends and implements general ledger reporting software parameters to support all financial 


statement reporting, new account codes, and ad hoc applications.  Creates new reports to support 
regulatory and internal requirements.  Monitors internal controls. 


Ø Assists with the development and testing of data from systems interfacing with the general ledger, e.g., 
payroll, as well as systems uploading and distributing general ledger data. 


Ø Trains and supports users of the general ledger reporting software through the preparation of written 
manuals, formal training programs, and consulting. 


Ø Coordinates and directs inter-departmental and inter-entity reporting. 
Ø Reviews account reconciliations prepared by less experienced accountants and assists with their on-the-


job training.  Provides assistance on technical matters and serves as a subject matter expert. 
Ø Assists independent auditors with interim and year-end audits. 
Ø Reviews internal reports as well as federal, state and other regulatory reports prepared by less 


experienced accountants. 
Ø Leads cross-functional project teams. 
Ø Participates on various regional/facility committees and task forces. 
Ø Remains current on all government regulations affecting finance and accounting procedures, tax 


legislation, and internal controls. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience.  CPA preferred. 
Ø Substantial (5-7 years) directly related accounting experience including previous experience designing 


and preparing accounting reports. 
Ø In-depth knowledge of generally accepted accounting principles, theories, and applications. 
Ø Proficient with spreadsheet software and accounting systems. 
Ø Excellent communication, analytical, and report writing skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  12/27/10 
TITLE Financial Analyst JOB CODE 615161 
JOB FUNCTION Finance - Finance FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Conducts standard to complex technical analysis and economic research to report on the Company’s future 
and current financial performance.  Monitors ongoing costs and utilization statistics.  Analyzes trends and 
variances.  Generates timely and accurate reports for management. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Verifies and evaluates standard to complex financial information for analysis including but not limited to 


risk-share reconciliation, specialty capitation contracts, utilization statistics, medical expenses, group 
revenues, cash flows, operating results, and business plans.  Interprets trends to identify variances and 
causes of variances.  Coordinates reporting of analysis to management. 


Ø Reviews loss ratio reports by group, benefit plan, and line of business.  Evaluates vendor-specific data 
for inconsistencies in charges and/or utilization. 


Ø Performs analysis on hospital, volume-tiered reconciliation. 
Ø Monitors ongoing financial and utilization information.  Compares findings to budgeted or forecasted 


models.  Reports variances and trends to management. 
Ø Supports the annual budgeting process as required. 
Ø Performs special projects and other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience.  Master’s degree or CPA preferred. 
Ø Previous (3-5 years) financial analysis experience. 
Ø Significant knowledge of generally accepted finance and accounting principles, applications, and 


systems. 
Ø Thorough understanding of managed care industry requirements. 
Ø Proficient with database software, spreadsheet software, and accounting systems. 
Ø Excellent communication, analytical, and report writing skills required. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  07/23/10 
TITLE Accounts Payable Analyst JOB CODE 620231 
JOB FUNCTION Accounting - Accounts Payable/Receivable FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Responsible for the review, payment, and posting of invoices in accordance with corporate policies and 
procedures and generally accepted accounting principles.  Sets up and maintains vendor information in 
company systems. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Ensures vendor invoices are approved, coded to the proper general ledger account, recorded in the 


appropriate company systems, and paid in a timely manner in accordance with corporate policies and 
procedures.  Ensures an accurate sales tax is included and accrued when appropriate. 


Ø Prepares all invoices, check requests, and expense reports for weekly processing.  Sets up and 
maintains accurate vendor and employee information in company systems.  Generates and maintains all 
applicable system reports and vendor files. 


Ø Researches and resolves questions regarding expenses and account balances.  Enters corrections and 
reclassifies into the appropriate general ledger account as needed. 


Ø Generates and distributes standard accounts payable activity reports. 
Ø Assists with systems and process changes and upgrades.  Tests and documents changes to systems, 


processes, and procedures as required. 
Ø May prepare and process weekly and monthly check runs.  Maintains check run records and backup 


information. 
Ø May reconcile account statements and credit or debit adjustments. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous experience (1-3 years) in accounts payable, accounts receivable, bank reconciliation, or bill 


processing required. 
Ø Knowledge of generally accepted accounting principles required. 
Ø Cost accounting, general ledger, or inventory accounting experience helpful. 
Ø Proficient with standard corporate software applications. 
Ø Demonstrated written and verbal communication skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed, as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  02/21/12 
TITLE Medical Director JOB CODE 715151 
JOB FUNCTION Medical Management – Medical Review FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Oversees the medical management programs for assigned business sector.  Provides medical leadership to 
ensure excellent quality of care and service is provided to our members/clients that is efficient and cost 
effective. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Provides technical expertise in medical management by direct decision making in the areas of pre-


authorization, concurrent review of hospitalized patients, discharge planning, complex case and chronic 
care management, and credentialing. 


Ø Oversees the clinical aspects of the quality management, credentialing, pharmacy, and medical 
management program. 


Ø Chairs (or staffs) all peer-review committees such as Quality Improvement, Pharmacy and Therapeutics, 
Credentialing, and others that are deemed appropriate for the health plan.  May participate in the 
Physicians Advisory Committee.  Takes part in periodic consultations and/or conversations with peers 
and practitioners in the field. 


Ø Analyzes medical cost drivers and develops specific plans to reduce excessive cost. 
Ø Works with senior leadership to develop strategic approaches to improve company performance and 


expand growth by optimizing provider network, evaluating provider (hospital, physician, ancillary) 
contracts, and developing other creative approaches. 


Ø Provides oversight for all quality improvement projects. 
Ø Provides oversight for all accreditation activities (URAC and/or NCQA) within the assigned business 


sector. 
Ø For Medical Directors with senior clinical staff responsibilities, ensures a staff of qualified clinicians 


accountable to the organization for decisions affecting consumers is maintained, and that appeals are 
reviewed by non-subordinate board certified specialists. 


Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 
including employment, termination, performance reviews, salary reviews, and disciplinary actions. 


Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Formal education including an MD or DO degree required. 
Ø Employee must hold and maintain an active unrestricted license to practice medicine as required by state 


law. 
Ø Board certification is preferred for all incumbents hired prior to September 1, 2010. 


Board certification is required for all incumbents hired after September 1, 2010. 
Ø Previous (2 years) post residency experience required, preferably in primary care specialty. 
Ø Board certification may be waived for a part-time Medical Director who will not function in the capacity of 


a senior clinical staff person. 
Ø Expert clinical knowledge and skills. 
Ø Strong written and verbal communication skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to 
this position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/21/08 
TITLE Health Care Analyst JOB CODE 755171 
JOB FUNCTION Medical Management – Medical Reporting FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Collects data and provides analyses for a broad array of issues.  Carries out detailed tasks assigned by 
project teams.  May work independently or as a part of a project team.  Contributes to problem solving, 
process design and analytical support. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Assists in the identification of key business issues.  Evaluates and distills analyses conducted by other 


departments and/or outside consultants. 
Ø Utilizes data gathering tools, such as surveys/questionnaires, work sampling, financial modeling, and 


interview questions, to ensure that appropriate quantitative and qualitative data is gathered for the 
analyses.  Extracts data from appropriate source for analysis and interpretation. 


Ø Conducts quantitative and qualitative analyses on a broad array of issues across disciplines, projects 
and functional areas as assigned. 


Ø Prepares preliminary interpretations of analyses for project teams, clients, and/or department 
management. Recommends suggested action steps based on the analysis results. 


Ø Prepares reports in accordance with the analytical results. Follows through any further actions based on 
the results using sound business judgment. 


Ø Assists in the development of project proposals, recommendations, implementation plans, 
communication packages, performance measurement tools, and training materials related to the 
assigned projects. 


Ø Automates production reports to streamline processes where required. Works with users to identify 
critical decision steps. 


Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (2-5 years) related analytical and/or consulting experience required. 
Ø Demonstrates solid analytical skills, self initiative and innovation. 
Ø Demonstrated ability to conduct and interpret quantitative/qualitative analysis. 
Ø Must demonstrate effective communication, consulting, interpersonal, and presentation. 
Ø Proficient with PC applications including spreadsheet, word processing, and graphics packages. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  10/29/10 
TITLE Administrative Specialist 2 JOB CODE 865221 
JOB FUNCTION Administrative Services - Administrative FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Under general supervision, performs a variety of clerical and administrative duties such as word processing, 
maintaining calendars, compiling routine reports, creating graphic presentations, filing, and answering 
telephones.  Duties and tasks are frequently non-routine.   Receives no instruction on routine work: special 
projects and requests are well defined. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Uses a variety of software packages to prepare routine correspondence.  Proofreads and checks 


materials for spelling, grammar, layout, and punctuation, making changes as appropriate.  This may 
include assignments of a confidential nature. 


Ø Screens telephone calls, refers to the appropriate staff member.  Takes and relays messages; greets 
visitors. 


Ø Prepares and formats information into databases and spreadsheets.  Verifies data for accuracy and 
completeness.  Compiles information for inclusion in reports. 


Ø Organizes meeting logistics.  Prepares meeting materials such as agendas, timelines, reports, and 
presentations. 


Ø Assists with the preparation of presentation materials including proofreading, editing, and printing. 
Ø Establishes and maintains files and records. 
Ø Sorts and distributes incoming mail. 
Ø Communicates information concerning standard departmental policies and procedures in response to 


inquiries. 
Ø May maintain calendars, arrange appointments, meetings, and travel itineraries. 
Ø May provide back-up support for the Receptionist. 
Ø May provide training to other non-exempt personnel. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø High school degree or equivalent. 
Ø Previous (2-3 years) administrative/secretarial or related experience required. 
Ø Ability to interact with all levels of internal and external personnel. 
Ø Ability to maintain confidentiality. 
Ø Demonstrated analytical and problem solving skills. 
Ø Strong written and verbal communication skills. 
Ø In-depth knowledge of standard corporate software packages. 
Ø Skills testing as appropriate. 
Ø Word processing speed:  55-65 wpm when appropriate. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/12/11 
TITLE Appeals Coordinator JOB CODE 710181 
JOB FUNCTION Medical Management - Appeals FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Responsible for coordinating appeals activities and ensuring compliance with state and federal regulations 
and accrediting bodies. 
 


ESSENTIAL RESPONSIBILITIES  
Ø Responsible for collecting, organizing, and tracking information to facilitate and expedite member 


appeals. 
Ø Reviews appeal to determine what additional documentation is needed to make an appropriate decision.  


Contacts providers to request information or more detailed explanation of services rendered.  
Researches administrative or non-clinical aspects of the appeal. 


Ø Researches member information in response to difficult inquiries, including, but not limited to, 
authorizations, payments, denials, coordination of benefits.  Resolves difficult issues to achieve member 
satisfaction.   


Ø Prepares files for review by the health plan Medical Director and/or Appeals Committee. 
Ø Ensures all timeframes are met throughout the grievance process. 
Ø Works closely with medical management staff to obtain clinical information for appeals related to the 


denial of services. 
Ø May develop monthly appeals reports including but not limited to the number of appeals by category, the 


number of denials upheld, and confirmation that timeframes were met. 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø High school degree or equivalent experience. 
Ø Previous (1-2 years) experience in customer service and/or claims processing required. 
Ø Previous xperience processing and working with all types of insurance products including HMO, PPO, 


and Indemnity under both fully insured and self-funded arrangements. 
Ø Knowledge of medical terminology required. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 
Last Updated:  03/01/08 


TITLE Medical Review Nurse JOB CODE 706121 
JOB FUNCTION Medical Management - Medical Review FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for reviewing and analyzing information to make medical determinations as necessary.  Applies 
clinical knowledge to assess the medical necessity, level of services, and/or appropriateness of care in cases 
requiring prospective, concurrent, or retrospective utilization review. 
 


ESSENTIAL RESPONSIBILITIES 
Based on area of specialization, employee may perform any or all of the responsibilities listed below. 
Claims Review 
Ø Conducts medical reviews of individual provider and hospital claims for coding and billing accuracy and medical 


appropriateness for all products in support of company medical payment policies and cost containment initiatives. 
Ø Processes and/or reviews claims for compliance and level of care in a timely manner that meets or exceeds 


production and quality goals.  Reviews all complex physician, facility, and specialty claims and adjustments to 
ensure compliance with company policies and procedures. 


Ø Assesses, investigates and resolves information to respond to difficult inquiries including, but not limited to, 
authorizations, payments, denials and coordination of benefits. 


Ø Interfaces with customers by telephone, correspondence and/or in person to answer questions and resolve process 
issues. 


Utilization Management 
Ø Conducts retrospective medical necessity and experimental/investigational reviews of inpatient admissions, 


diagnostic testing and ambulatory services.  Meets health plan or applicable accreditation organizational 
requirements for decision-making and notification process timeframes. 


Ø Utilizes established criteria to authorize inpatient admissions, diagnostic testing and ambulatory services.  Makes 
referrals to the health plan/clinical operations Medical Director for determinations when criteria are not met. 


Ø Communicates determinations verbally and/or in writing to appropriate business department as required by the 
health plan/business department internal workflow policies. 


Pre-Existing Condition Review 
Ø Coordinates, directs, and performs retrospective reviews of individual medical history to identify possible pre-exiting 


conditions. 
Ø Conducts analysis and research of medical and claims history to make payment determination. 
Ø Actively identifies possible fraud/misrepresentation cases.  May assist with preparation of cases for referral to 


medical underwriting and medical management. 
All Functions 
Ø Identifies training needs within the team.  May train service teams based on outcomes of medical reviews as well as 


process and/or procedure changes. 
Ø Drives the team to identify and implement process improvements; encourages ownership of and group participation 


in improvement initiatives. 
Ø Identifies and recommends opportunities for cost savings and improving outcomes. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Registered Nurse with a current RN license in good standing in the state where job duties are performed. 
Ø Bachelor’s degree and/or Certified Professional Code-CPC-H preferred. 
Ø Previous (3-5 years) clinical experience. 
Ø Knowledge of medical terminology and ICD-9, CPT-4, and HCPCS coding. 
Ø Working knowledge of coordination of benefits and health care products under both fully insured and self-funded 


arrangements preferred. 
Ø Strong analytical and problem solving skills. 
Ø Excellent organizational, interpersonal and communication skills. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this position.  They are not 
intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 







COVENTRY HEALTH CARE  JOB PROFILE 


Last Updated:  08/19/08 
TITLE Manager, Appeals JOB CODE 720111 
JOB FUNCTION Medical Management - Appeals FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for managing the appeals and grievance activities of a staff.  Ensures compliance with all State 
and Federal regulations and national accrediting body requirements. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Responsible for the direct management of an appeals staff. 
Ø Responsible for compliance with State and Federal laws regarding the handling of appeals.  Ensures 


compliance with national accrediting body standards regarding grievances. 
Ø Ensures compliance with the applicable accreditation agency’s standard section regarding member rights 


and responsibilities. 
Ø Produces all appeals and grievance reports.  Researches customer information including applicable 


medical records in response to difficult inquiries, including authorizations, payments, denials, and 
coordination of benefits. 


Ø Assesses, investigates, and resolves difficult issues to achieve customer and member satisfaction when 
possible.  Receives all legal correspondence that is not directed to any specific individual. 


Ø Manages all complaints and inquiries for the Department of Insurance, legislators and elected officials. 
Ø May write and review policies to ensure compliance with all regulatory and applicable accreditation 


agency’s requirements. 
Ø May work in conjunction with Legal Department to ensure all legal issues are addressed regarding 


appeals. 
Ø May oversee regulatory audits. 
Ø May identify, analyze, report, and insure implementation of all new and revised CMS and other applicable 


compliance requirements related to quality improvement and new CMS coverage. 
Ø May ensure compliance and quality improvement through periodic oversight revews of critical plan 


processes.  May assist in the development, implementation, and evaluation of quality improvement plans. 
Ø May develop and maintain quality improvement policies and procedures required by Federal contracts, 


statutes and regulations.  May review processes for continued improvement and efficiencies. 
Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 


including employment, termination, performance reviews, salary reviews, and disciplinary actions 
Ø Performs other duties as required. 
 
JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Licensed Registered Nurse preferred. 
Ø Previous (1-3 years) supervisory or project lead experience preferred. 
Ø Previous (1 – 2 years) direct customer service experience preferred. 
Ø Experience in processing and working with all types of products including HMO, PPO, CCPPO and 


Indemnity under both fully insured and self-funded arrangements. 
Ø Expert knowledge of medical terminology required. 
Ø Knowledge of product specific regulations. 
Ø Ability to train employees on all products, procedures, and systems. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  07/05/11 
TITLE Compliance Analyst, Medicaid JOB CODE 735111 
JOB FUNCTION Regulatory - Government Programs Compliance FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for coordinating member and provider complaints, grievance and appeals information, delivery of 
a resolution, and ensuring compliance with State regulations.  Researches, monitors, and evaluates claims 
payment issues, identifying trends in claims inaccuracies and deviations in policy applications. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Responsible for the research and recommended resolution(s) of member and provider complaints, 


grievances, and appeals.  Responds to the member or provider within the specified time frames. 
Ø Assists managers and staff with the development of reports and  monitors provider and member 


complaint trends, analyzing, and reporting trend results to management on a quarterly basis. 
Ø Researches provider and member information including but not limited to authorizations, payments, 


denials, coordination of benefits, and member eligibility issues. 
Ø Prepares and/or assists on other projects as needed. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Previous (3-5 years) managed care experience required. 
Ø Previous (3-5 years) experience in a service center environment working in claims processing and/or 


customer service. 
Ø Substantial knowledge of managed care policy and direction. 
Ø Knowledge of ICD-9 and CPT codes desired. 
Ø Strong analytic and problem solving abilities. 
Ø Strong communication and negotiation skills. 
Ø Proficient with standard PC applications including Word, Excel, and Access. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to 
this position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  04/11/11 
TITLE Manager, Decision Support JOB CODE 621101 
JOB FUNCTION Medical Management – Medical Reporting FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Provides day-to-day management for staff responsible for identifying and analyzing underlying factors that 
affect medical expense trends at Coventry health plans.  Responsible for working collaboratively with local 
plan management to project future medical expenses and to develop plans to mitigate projected medical 
expense increases. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Responsible for management of staff who are responsible for identifying and analyzing internal and 


external factors affecting medical expense trends. 
Ø Implements policies and procedures to address key business issues and medical expense trends 


ensuring organizational goals are met. 
Ø Identifies and evaluates actionable cost reduction and quality improvement opportunities throughout 


CHC using existing data tools (e.g., Ingenix, MET, MLR, Coventry Data Warehouse, SQL). 
Ø Develops, generates, and presents departmental reports and recommendations at the request of 


management. 
Ø Coordinates efforts with the appropriate internal departments to develop new data manipulation tools. 
Ø Maintains a positive work environment and structure that supports self-directed teams and optimizes the 


experience, skills, knowledge and capabilities of the teams. 
Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 


including employment, termination, performance reviews, salary reviews, and disciplinary actions. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s Degree or equivalent experience. 
Ø Previous (5-7 years) experience in a work environment requiring substantial interaction with multiple 


levels of an organization (operations, middle management, and senior management). 
Ø Previous (5+ years) experience working directly with large-scale data warehouses. 
Ø Previous (1-3 years) supervisory or project lead experience. 
Ø Previous health insurance industry experience preferred. 
Ø Demonstrated ability to conduct and interpret quantitative/qualitative analysis. 
Ø Strong analytical, organizational, communication, and presentation skills. 
Ø Ability to use standard corporate software packages. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 
 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  10/29/10 
TITLE Administrative Specialist 2 JOB CODE 865221 
JOB FUNCTION Administrative Services - Administrative FLSA STATUS Non-exempt 


 


GENERAL SUMMARY 
Under general supervision, performs a variety of clerical and administrative duties such as word processing, 
maintaining calendars, compiling routine reports, creating graphic presentations, filing, and answering 
telephones.  Duties and tasks are frequently non-routine.   Receives no instruction on routine work: special 
projects and requests are well defined. 
 


ESSENTIAL RESPONSIBILITIES 
Ø Uses a variety of software packages to prepare routine correspondence.  Proofreads and checks 


materials for spelling, grammar, layout, and punctuation, making changes as appropriate.  This may 
include assignments of a confidential nature. 


Ø Screens telephone calls, refers to the appropriate staff member.  Takes and relays messages; greets 
visitors. 


Ø Prepares and formats information into databases and spreadsheets.  Verifies data for accuracy and 
completeness.  Compiles information for inclusion in reports. 


Ø Organizes meeting logistics.  Prepares meeting materials such as agendas, timelines, reports, and 
presentations. 


Ø Assists with the preparation of presentation materials including proofreading, editing, and printing. 
Ø Establishes and maintains files and records. 
Ø Sorts and distributes incoming mail. 
Ø Communicates information concerning standard departmental policies and procedures in response to 


inquiries. 
Ø May maintain calendars, arrange appointments, meetings, and travel itineraries. 
Ø May provide back-up support for the Receptionist. 
Ø May provide training to other non-exempt personnel. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø High school degree or equivalent. 
Ø Previous (2-3 years) administrative/secretarial or related experience required. 
Ø Ability to interact with all levels of internal and external personnel. 
Ø Ability to maintain confidentiality. 
Ø Demonstrated analytical and problem solving skills. 
Ø Strong written and verbal communication skills. 
Ø In-depth knowledge of standard corporate software packages. 
Ø Skills testing as appropriate. 
Ø Word processing speed:  55-65 wpm when appropriate. 
 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  08/10/12 
TITLE Outreach Coordinator JOB CODE 735161 
JOB FUNCTION Marketing - Outreach FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Coordinates member outreach to ensure effective use of health plan benefits and to improve member health 
outcomes within the Medicaid or Medicare population.  Responds to member inquiries in person, via 
telephone, and in writing. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Identifies potential resources and initiates collaboration with community centers, mental health centers, 


faith/ethnic-based social service organizations, and school organizations to improve member health 
outcomes and Healthcare Effectiveness Data and Information Set (HEDIS) measures. 


Ø Makes outbound calls to members to provide assistance in obtaining services (i.e., provide reminders, 
make appointments, arrange transportation, etc.) to avoid delays in treatment and improve member 
health outcomes.  Identifies when to refer member to Social Worker or Case Manager. 


Ø Investigates and responds to member inquiries regarding benefits in person, via telephone, and in 
writing. 


Ø Distributes educational information to members by most appropriate method (mailings, social media, 
automated calls, etc.) to help them utilize benefits more effectively. 


Ø Develops educational/outreach materials including but not limited to incentive documents, call scripts, 
event flyers, social media text, etc. 


Ø May develop and maintain member incentive programs to support HEDIS initiatives.  Maintains incentive 
database to track member compliance. 


Ø May identify opportunities to partner with community organizations on special events and presentations 
(i.e., health fairs and community events) to heighten awareness of Coventry’s name.  Works with internal 
staff to schedule, organize, and staff these events. 


Ø May document complaints and grievances from members and refer them to the appropriate department 
for timely resolution. 


Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø High school degree or equivalent.  Bachelor’s degree preferred. 
Ø Previous (3-5 years) outreach experience working with the Medicaid or Medicare population required. 
Ø Previous customer service experience in a call center environment preferred. 
Ø Demonstrated written and verbal communication skills. 
Ø Ability to work independently. 
Ø Ability to use standard corporate software packages and corporate applications. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 


 







 


COVENTRY HEALTH CARE JOB PROFILE 
Last Updated:  08/21/08 


TITLE Community Nutrition Technician JOB CODE 711141 
JOB FUNCTION Medical Management – Nutrition Services FLMA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for providing WIC certification services and nutrition education to subscribers. 
 


ESSENTIAL RESPONSIBILITIES  
Ø Maintains WIC charts including, but not limited to timely and accurate record keeping, filing of referrals 


and laboratory reports in appropriate charts, chart filing, chart updating and quality checking for 
compliance with program standards. 


Ø Assists in data entry including, but not limited to database processing and quality checks for accuracy. 
Ø Assists in providing WIC program clerical responsibilities including but not limited to scheduling 


appointments, inventory management, ordering supplies, running monthly reports, and triaging incoming 
calls. 


Ø Provides direct WIC certification and recertification services to program subscribers. 
Ø Performs anthropometric measurements in accordance with clinical protocols. 
Ø Interfaces with provider office staff to process phlebotomy screens.  Prepares phlebotomy reports for 


provider offices. 
Ø Maintains Hemocue units and reports potential equipment problems to the program Manager. 
Ø Provides nutrition education and issues food vouchers to WIC subscribers. 
Ø Refers clientele to appropriate community resources.  Refers high-risk clientele to supervisor for high-risk 


counseling. 
Ø Determines income eligibility of clients for WIC program services. 
Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience in Nutrition or Dietetics and/or Registered Dietary Technician. 
Ø Two years of health care experience preferred. 
Ø Strong communication and interpersonal skills. 
Ø Excellent organizational skills. 
Ø Detail oriented. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
 







COVENTRY HEALTH CARE JOB PROFILE 


Last Updated:  12/28/09 
TITLE Director, Community Development JOB CODE 365121 
JOB FUNCTION Marketing – Community Development FLSA STATUS Exempt 


 


GENERAL SUMMARY 
Responsible for developing the long and short-term marketing strategy for a government program.  
Collaborates with the senior management team to develop and implement proactive marketing approaches 
designed to capitalize on marketing opportunities in existing and potential markets.  Accountable for tactical 
and strategic marketing plans to meet the plan’s overall business objectives for member growth and retention. 


 
ESSENTIAL RESPONSIBILITIES 
Ø Oversees the collaboration of government program coordination.  Directs outreach and additional staff to 


ensure that the marketing plan complies with State contract guidelines. 
Ø Responsible for the coordination of development and approval of all marketing and promotional 


materials.  Ensures all materials receive approval by the State. 
Ø Leads a team of employees who develop comprehensive, integrated marketing plans to meet the health 


plan’s overall business objectives for government program member growth and retention.  These plans 
will include advertising, direct mail, product enhancement and development, and benefit design. 


Ø Gathers and synthesizes competitive market intelligence through networking with community service 
organizations, business leaders, and other sources.  Performs competitive analyses and integrates that 
information into marketing strategies and plans. 


Ø Collaborates with internal departments to develop strategies for improving customer service, retention, 
and growth for government programs. 


Ø Develops and manages the department budget.  Controls expenses while meeting performance 
requirements. 


Ø Recruits, develops, and motivates staff.  Initiates and communicates a variety of personnel actions 
including employment, termination, performance reviews, salary reviews, and disciplinary actions. 


Ø Performs other duties as required. 
 


JOB SPECIFICATIONS 
Ø Bachelor’s degree or equivalent experience. 
Ø Extensive experience (7-10 years) in marketing and product management within the HMO/health care or 


insurance industry. 
Ø Previous (5-7 years) management experience. 
Ø Thorough understanding of marketing principles and techniques, previous experience in product 


management, particularly pertaining to government program business development. 
Ø Experience in tactical and strategic market planning and product development. 
Ø Excellent interpersonal, leadership, negotiation and communication skills; strong analytic and problem 


solving abilities. 
 
DISCLAIMER:  The above statements are intended to describe the general nature and level of work being performed by individuals assigned to this 
position.  They are not intended to be construed as an exhaustive list of responsibilities, duties and skills required of personnel so classified. 
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CoventryCares of Nevada    Policy Manual 
 
 


Department: Medical Management 
 


Policy Name: Emergency Services 


Effective Date:   Policy Number:  
Last Reviewed Date: 9/24/12 Contract Reference:  
Last Revised Date: 9/24/12 NCQA Reference: 
Retired Date:  Related Policies: N/A 
 
PURPOSE:  


To outline Coventry Health Care’s definition of “emergency services”, “emergency medical condition” and 
“emergency out of area”. 


 
DEFINITIONS: 


Emergency services means covered inpatient and outpatient services that are: 


 Furnished by a provider qualified to furnish emergency services 


 Needed to evaluate or stabilize an emergency medical condition 


Emergency medical condition means a condition manifesting itself by acute symptoms of sufficient severity 
(including pain). This condition may be as a result of an injury, sickness, or mental illness which occurs suddenly, 
and is such that a prudent layperson, with an average knowledge of health and medicine, could reasonably expect 
the absence of immediate medical attention to result in: 


 Serious jeopardy to the health of the individual (or unborn child) 


 Serious impairment to bodily functions 


 Serious dysfunction of any bodily organ or part 


Emergency out of area means covered services provided when an enrollee is temporarily absent from the plan’s 
service area, that are immediately required as a result of: 


 An unforeseen illness, injury, or condition 


 It is not reasonable given the circumstances to obtain services through the MCO 


Post-stabilization care means covered services that are: 


 Related to an emergency medical condition 


 Provided after an enrollee is stabilized 


 Provided to maintain the stabilized condition, or under certain circumstances to improve or resolve the 
enrollee’s condition 


 
DETAILED POLICY STATEMENT:  


Members with emergency health care needs may access care at either participating or non-participating 
emergency room facilities. 







   


   


A medical emergency continues as long as the member is unable to be transferred to an appropriate 
hospital/facility because the transfer would be medically unreasonable. 


CoventryCares does not require a member to return to the service area for emergency services. 


Life threatening emergencies do not require prior authorization. These emergencies will be reviewed on a 
retrospective basis. 


 
 
REFERENCED REGULATION(S): NA 
 
 
APPROVED BY:       DATE:    


Management Level      
 
 


APPROVED BY:       DATE:    
Executive Level 
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CoventryCares of Nevada    Policy Manual 
 
 


Department: Health Services 
 


Policy Name: Transition of Medical Services 


Effective Date:  Policy Number:  
Last Reviewed Date: 11/6/12 Contract Reference:  
Last Revised Date: 11/6/12 NCQA Reference: QI 10 
Retired Date:  Related Policies: N/A 
 
PURPOSE:  
To support the transition of medically appropriate services in a timely and efficient manner for new members to 
CoventryCares of Nevada, members terminating from CoventryCares of Nevada, members that are changing from 
one Care Management Organization (CMO) to another (or to/from FFS) and for members whose Primary Care 
Physician, OB/GYN, or Specialist is terming from the network .   
 
DEFINITIONS: 
NA. 
 
DETAILED POLICY STATEMENT:  
To support the transition of medically appropriate services in a timely and efficient manner for new members to 
CoventryCares of Nevada, members terminating from CoventryCares of Nevada and/or for those members that 
are changing from one CMO to another (or to/from FFS).  This also includes working with out-of-network 
providers for new members, members terminating from CoventryCares of Nevada and/or for those members 
changing providers to transfer care to in-network providers when these members have a relationship with a 
provider that is not in CoventryCares of Nevada’s network.  New CoventryCares of Nevada members are defined 
as members with an initial effective date 30 days from the current calendar date.   
 
IMPLEMENTATION PROCEDURES:  
CoventryCares of Nevada will provide for the transfer of relevant member information, including medical records 
and other pertinent materials, to another health plan such that the transition of care shall be unencumbered.  (See 
attachment.)     


 When a member enrolls with CoventryCares of Nevada from another health plan, CoventryCares of 
Nevada shall, within 5 business days from the date of the state agency’s notification to CoventryCares 
of Nevada of a member’s anticipated enrollment date, contact the member to determine the name of 
the former health plan in order to request relevant member information from the former health plan. 


 When CoventryCares of Nevada is contacted by a member’s new health plan requesting relevant 
member information, CoventryCares of Nevada will provide such data to the health plan within 5 
business days of receiving the request. 


 When CoventryCares of Nevada becomes aware that a member will transfer to another health plan, 
CoventryCares of Nevada will contact the other health plan within 5 business days of becoming 
aware of the member’s transfer and will share relevant member information and respond to questions 
regarding the member’s care needs and services. 


 When CoventryCares of Nevada becomes aware that a member will transfer out of  the managed care 
program and into the Nevada fee-for-service system, the health plan shall contact the state agency 
within 5 business days of becoming aware of the member’s disenrollment to share relevant member 
information and to respond to questions regarding the member’s care needs and services.  


 If CoventryCares of Nevada changes subcontractors, CoventryCares of Nevada will ensure that 
relevant member information is transferred between the subcontractors within a timely manner prior 
to transitioning to the new subcontractor.  
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For continuity of care, CoventryCares of Nevada will work with out-of-network providers and/or the previous 
health plan to affect an unencumbered transfer of care to appropriate in-network providers when a newly enrolled 
member has an existing relationship with a medical health, behavioral health or substance abuse provider that is a 
non-participating provider.  At a minimum, CoventryCares of Nevada will also work at facilitating and securing 
the member’s records from the out-of-network providers as needed and will pay rates comparable to that of 
Nevada  FFS for these records unless otherwise negotiated.  
 
In the event that a member entering CoventryCares of Nevada is receiving medically necessary covered services 
(in addition to or other than prenatal services) the day before enrollment into CoventryCares of Nevada, the health 
plan shall be responsible for the costs of continuation of such medically necessary services, without any form of 
prior approval and without regard to whether such services are being provided by in-network or out-of-network 
providers. CoventryCares of Nevada shall provide continuation of such services for the lesser of (1) ninety 
calendar days, or (2) until the member has transferred, without disruption of care, to an in-network provider.  
 
Non-pregnant members receiving a physician authorized course of treatment will continue to receive such 
treatment, without any form of prior approval and without regard to whether such services are being provided by 
in-network or out-of-network providers for the lesser of 90 days or until the member has been seen by the 
assigned primary care provider (PCP) who has authorized a course of treatment. 
 
Pregnant members will continue to receive services from their behavioral health and/or substance abuse treatment 
provider until the birth of the child, the cessation of pregnancy or loss of eligibility.  In addition, women in their 
third trimester of pregnancy will be allowed to continue to receive services, through the postpartum period 
(defined as 60 days from date of birth) from their prenatal care provider, even if the provider is out-of-network. 
 
Ensure that inpatient and residential treatment days are not prior authorized during transition of care. 
 
Cases which require extensive medical care for a time frame greater than 90 days with an out-of-network provider 
require management approval.  An out-of-network agreement letter is generated by a health service’s staff 
member once the services have been approved for payment and a rate for reimbursement has been determined.  In 
some instances, CoventryCares of Nevada may offer to contract with the provider of service. 
 
For member’s eligible for case management, CoventryCares of Nevada will provide continuation of services 
authorized by the prior health plan for up to 30 days after the member’s enrollment in the new health plan and will 
not reduce services until an assessment for medical necessity is conducted by CoventryCares of Nevada. 
 
Primary Care Provider (PCP), OB/Gyn and Specialist Termination Continuation of Care Post Provider 
Termination 
Members who have conditions that meet the continuity of care guidelines, will be allowed to continue receiving 
services from the terming provider as follows:  


 Through the lesser of the current period of active treatment, or for up to 90 calendar days for members 
undergoing active treatment for a chronic or acute medical condition. A safe transfer of care is the 
objective and input from the treating provider will be considered. 


 Members who are in their second or third trimester as of the termination date may remain with their 
provider through the post partum period.  


 
Health Services will: 


a. Run reports in the authorization and case management documentation systems to identify any members 
who are in active treatment for a chronic or acute medical condition which require prior authorization. 


b. Identify all pregnant members by reviewing data on open global authorizations. 
c. Case Managers will contact members (identified on the report) who are receiving active treatment to 


assure continuation of care and/or to assist them with the transition if the member so chooses. 
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A list of affected members with conditions which require continuity of care is compiled and shared with the 
terming provider in writing to ensure an effective transition of care plan is establised and to ensure no disruption 
in care during the termination and post termination period.  
 
Authorizations are entered into CoventryCares of Nevada’s authorization system approving continuance of care 
post termination of the PCP, OB/Gyn, and specialist provider, as necessary. 
  
CoventryCares of Nevada will ensure that any member entering CoventryCares of Nevada is held harmless by the 
provider for the costs of medically necessary covered services except for applicable cost sharing.  


 
ATTACHMENT(S): Transition of Care Form 
 
 
REFERENCED REGULATION(S): NA 
 
 
 
 
 
 
APPROVED BY:       DATE:    


Management Level      
 
 


APPROVED BY:       DATE:    
Executive Level      
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Name: JOHN SAMPLE
CoventryCares of Nebraska ID #: xxMBRxNBRxx


State Medicaid ID #: XXXXXXXX


Primary Care Provider: NAMExxxxxxxxxxxxxxxxxxx
PCP Phone: 000-000-0000


Date of Birth: 07/20/1994


Effective Date: 08/01/2012


Rx Bin:
Rx Group:


610014
CVTYMCD


Diabetic Testing Supplies only
Medical Co-pays: OUTXX
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COVENTRY HEALTH CARE 


EXECUTION SHEET 


Welcome to the Coventry Provider Network.  Coventry Health Care, Inc. through its affiliate companies 
offer an array of insurance, provider network and administrative service products.  This agreement 
consists of three parts: i) this Execution Sheet which lists the Products you will participate in; ii) General 
Terms and Conditions applicable to your participation in these Products; and iii) Product Attachments 
which set forth the specifics of your participation in each Product.  (The Execution Sheet, General Terms 
and Conditions and Product Attachments are collectively referred to herein as “Agreement”).   Please note 
that each Product Attachment is offered by a separate Coventry Company (as identified in the Product 
Attachment) and that each Coventry Company is deemed to be a party to this Agreement.  In the event of 
a conflict in language between your General Terms and Conditions and a Product Attachment, the terms 
of your Product Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire 
understanding of the Parties with respect to the subject matter and supersedes any prior agreements. 


Physician(s) agrees to participate in the following Products:   


   X    Commercial Insured/Self-Insured Products (includes 
HMO, POS, PPO, Self-Insured ASO, OPM 
Administered Programs) 


   X    Network Lease Product 


   X    Workers’ Compensation Product 


   X    Automobile Insurance Managed Care Product 


   X    Medicare Advantra Private Fee for Service Product 


In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Physician(s)/Medical Group”) and Coventry Health and 
Life Insurance Company (“Coventry”), on behalf of all affiliate companies of Coventry including but not 
limited to Coventry Health and Life Insurance Company, First Health Life and Health Insurance 
Company, First Health Group Corp., and Coventry Health Care Workers’ Compensation Services 
(individually a “Coventry Company” collectively “Coventry Companies”) agree to be bound by this 
Agreement.  The “Effective Date of this Agreement is ___________________, 2010 (TBD by 
Coventry). 


PHYSICIAN(S)/MEDICAL GROUP 


By:___________________________________ 


Print Name: ___________________________ 


Title: _________________________________ 


Tax ID # ______________________________ 


COVENTRY HEALTH AND LIFE 
INSURANCE COMPANY 


By:___________________________________ 


Print Name: ___________________________ 


Title: _________________________________ 


Address for Notice: 


_______________________________________  


_______________________________________  


Address for Notice: 


 1140 N. Town Center Drive, Ste. 190               


 Las Vegas, NV 89144                          


2009 Version 1-Physician Agreement 
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GENERAL TERMS AND CONDITIONS 


1. DEFINITIONS 


1.1. Clean Claim. Clean Claim shall have the meaning required by law in the State of Nevada and shall 
include all information required to be submitted in accordance with Section 2.6. 


1.2. Covered Services. All of the health care services and supplies: (a) that are Medically Necessary; (b) 
Physician is licensed to provide to Members; and (c) that are covered under the terms of the applicable 
Member Contract. 


1.3. Emergency Services. Any health care service provided to a Member (unless otherwise defined in the 
Member Contract in which case the definition therein shall control) after the sudden onset of a medical 
condition that manifests itself by acute symptoms of sufficient severity or severe pain, such that a prudent 
layperson, who possesses an average knowledge of health and medicine, could reasonably expect the 
absence of immediate medical attention to result in:  (i) placing the health of the Member, or, with respect 
to a pregnant Member, the health of the Member or her unborn child, in serious jeopardy; (ii) serious 
impairment to bodily functions; or (iii) serious dysfunction of any bodily organ or part.   


1.4. Medically Necessary. Unless otherwise defined in the Member Contract in which case the definition 
therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility 
charges that are not expressly excluded under the Member Contract and determined by Coventry or a 
Payor to be: 


1.4.1. Medically appropriate, so that expected health benefits (such as, but not limited to, 
increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


1.4.2. Necessary to meet the health needs of the Member, improve physiological function and 
required for a reason other than improving appearance; 


1.4.3. Rendered in the most cost-efficient manner and setting appropriate for the delivery of the 
health service; 


1.4.4. Consistent in type, frequency and duration of treatment with scientifically-based guidelines 
of national medical research, professional medical specialty organizations or governmental 
agencies that are generally accepted as national authorities on the services, supplies, equipment or 
facilities for which coverage is requested; 


1.4.5. Consistent with the diagnosis of the condition at issue; 


1.4.6. Required for reasons other than the comfort or convenience of the Member or Member’s 
physician; and 


1.4.7. Not experimental or investigational as determined by Coventry or a Payor under its 
Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
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1.5. Member. An individual who is eligible to receive Covered Services under a Member Contract.  
Member includes the subscriber and any of the subscriber’s eligible dependents. 


1.6. Member Contract. The group or individual Subscription Agreement, Certificate of Insurance, Group 
Master Agreement, Evidence of Coverage or other contract as amended from time to time between a 
Payor and an employer, union or Member, which sets forth the terms of the health benefit program. 


1.7. Participating Provider.  A health care provider, including, but not limited to a physician, home 
health agency, laboratory or other professional, facility, supplier, or vendor that has entered into a direct 
or indirect written agreement with Coventry or Payor to provide Covered Services to Members. 


1.8. Payor. An entity authorized by Coventry or Coventry Company to access one or more networks of 
Participating Providers and who or which is liable for funding or underwriting benefit payments under a 
Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to 
Members.  Payors include Coventry Companies, insurers, auto insurance carriers, employers, unions and 
other entities. 


1.9. Product. Any health care benefit program, in which Physician agrees to participate under this 
Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments. 


1.10. Provider Manual. The policies and procedures of Coventry or Payor applicable to Participating 
Providers. 


2. PHYSICIAN OBLIGATIONS 


2.1. Provision of Covered Services. 


2.1.1. Physician shall provide Covered Services to Members of Products set forth in the Member 
Contract that are generally provided by Physician and for which the Physician has been 
credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, 
consistent with professional, clinical and ethical standards and in the same manner as provided to 
Physician’s other patients.  Physician shall accept Members as new patients on the same basis as 
Physician is accepting non-Members as new patients.  Physician shall not discriminate against a 
Member on the basis of age, race, color, creed, religion, gender, sexual preference, national 
origin, health status, use of Covered Services, income level, or on the basis that Member is 
enrolled in a managed care organization or is a Medicare or Medicaid beneficiary. 


2.1.2. Physician shall make Covered Services available and accessible to Members, including 
telephone access to Physician, on a twenty-four (24) hour, seven (7) day per week basis.  
Notwithstanding the foregoing, in the event that Physician can not provide such coverage, 
Physician may arrange for a physician who is a Participating Provider to furnish coverage on 
Physician’s behalf (a “Covering Physician”) so long as Physician retains primary responsibility 
for Members’ care. 


2.1.3. For services rendered by any Covering Physician on behalf of Physician, including 
Emergency Services, it shall be Physician’s sole responsibility to make suitable arrangements 
with the Covering Physician regarding the manner in which said Covering Physician will be 
reimbursed or otherwise compensated; provided, however, that Physician shall assure that the 
Covering Physician will not, under any circumstances, bill a Member for Covered Services 
(except as specifically permitted in this Agreement), and Physician hereby agrees to indemnify 
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and hold harmless Members and Coventry or Payor against charges for Covered Services 
rendered by Covering Physicians. 


2.1.4. Unless otherwise provided by a Coventry or First Health Product or Member Contract, 
except when Physician determines an emergency situation renders it unsafe or impractical, 
Physician shall refer Members to Participating Providers.  Physician shall only admit a Member 
for inpatient care and shall only refer Members for other care after obtaining authorization from 
Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the 
applicable Member Contract. 


2.1.5. Coventry and Payor reserve the right to introduce new Product Attachments in addition to 
the current Products while this Agreement is in effect and to designate Physician as a 
participating or non-participating in any such new product.  Physician may reject Coventry’s or 
Payor’s designation of Physician as participating or non-participating in such new product within 
thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not 
received notice of such rejection within that thirty (30) day period, Physician’s silence shall 
constitute acceptance of such designation.  To the extent that the specific terms for the provision 
of Covered Services in new products are not included herein, they shall be agreed to by the 
parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Physician. 


2.1.6. Physician understands and agrees that Physician’s participation in a current or future 
product does not mean that Physician shall be permitted to participate with each and every Payor 
for that product.  From time to time Payors may select only certain Participating Providers to take 
part in a Payor’s provider delivery network. 


2.2. Standard of Care. Physician agrees to provide or arrange for the provision of Covered Services in 
conformity with generally accepted medical and surgical practices in effect at the time of service.  
Physician also agrees to implement peer review and credentialing of physicians, nurse practitioners, 
physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of 
Physician. 


2.3. Programs & Procedures. Physician agrees to comply with all Coventry, Coventry Company and 
Payor policies and procedures.  Physician agrees to comply with Coventry’s or Payor’s Provider Manual, 
quality improvement, utilization review, peer review, grievance procedures, credentialing and 
recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or 
Payor may implement, including amendments made to the above mentioned policies, procedures and 
programs from time to time. Physician agrees to comply with Coventry’s and/or Medicare’s policy 
relating to never events. Coventry or Payor shall notify Physician of any material modifications to such 
policies thirty (30) days in advance of their applicability.  Physician further agrees to provide Coventry or 
Payor access to any and all records, including medical records. 


2.4. Licensure. Physician agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 


2.5. Liability Insurance.  Physician agrees to procure and maintain professional liability insurance to 
protect against all allegations arising out of the rendering of professional services or the alleged failure to 
render professional services by Physician and Physician’s employees  (“Professional Liability 
Insurance”).  Physician may obtain such insurance through an insurance company or through a self 
insurance mechanism, acceptable to Coventry or Payor.  Professional Liability Insurance coverage shall 
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be maintained at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Physician also 
agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate 
amounts. 


2.6. Claim Submission. Physician agrees to submit its claims for reimbursement and encounter forms, as 
required by Coventry or Payor, on a UB-04 Form or Centers for Medicare and Medicaid Services 
(“CMS”) 1500 forms with current CMS coding, current International Classification of Diseases, Ninth 
Revision (“ICD9”) and Current Procedural Terminology Fourth Edition (“CPT4”) coding in accordance 
with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Physician shall submit 
bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues 
exist.  Physician may not bill Coventry or a Payor for inpatient Covered Services prior to the date of 
discharge and shall not separate bills for Covered Services for purposes of additional payments under the 
Agreement, except when hospitalizations of Member are greater than or equal to sixty (60) days, in which 
case interim billing is required.  Physician understands and agrees that failure to submit claims in 
accordance with the requirements of this section may result in the denial of such claims. 


2.7. Hold Harmless. 


2.7.1. Physician agrees that in no event, including, but not limited to, nonpayment by Coventry or 
a Payor, Coventry or a Payor insolvency or breach of the Agreement shall Physician bill, charge, 
collect a deposit from, seek compensation, remuneration or reimbursement from, or have any 
recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for 
services rendered under the Agreement.  For purposes of this section, services rendered under the 
Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with the Physician.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


2.7.2. Physician further agrees that: (i) this provision shall survive termination of the Agreement 
regardless of the cause giving rise to termination and shall be construed to be for the benefit of 
the Member; and (ii) this provision supersedes any oral or written contrary agreement now 
existing or hereafter entered into between Physician and a Member or a person acting on 
Member’s behalf. 


2.7.3. Any modification, addition, or deletion to the provisions of the Section shall become 
effective on a date no earlier than sixty (60) days after the State Department of Insurance has 
received written notice of such change. 


2.8. Marketing.  Physician hereby consents to including Physician’s name in Coventry or Payor 
marketing materials and listing Physician in the participating provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers and employer groups. 


2.9. Access to and Copying of Records.   


2.9.1. Copies.  Physician understands and agrees that neither Coventry/Payor nor Members shall 
be required to reimburse Physician for expenses related to providing copies of patient records or 
documents to any local, State or Federal agency or Coventry or Payor: (i) pursuant to a request 
from any local, State or Federal agency (including, without limitation, the Centers for Medicare 
and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to administration of 
Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk Management 
Programs; or (iii) in order to assist Coventry or Payor in making a determination regarding 
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whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other 
purpose.  


2.9.2. Access.  All records, books, and papers of Physician pertaining to Members, including 
without limitation, records, books and papers relating to professional and ancillary care provided 
to Members and financial, accounting and administrative records, books and papers, shall be open 
for inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal 
authorities during Physician’s normal business hours. Physician further agrees that it shall release 
a Member’s medical records to Coventry and Payor upon Physician’s receipt of a Member 
consent form or as otherwise required by law. In addition, Physician shall allow Coventry and 
Payor to audit Physician’s records for payment and claims review purposes. 


2.9.3. Record Transfer.  If the Physician leaves a panel of providers associated with Coventry, the 
Physician must transfer or otherwise arrange for the maintenance of Members’ records. 


2.9.4. Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the 
Agreement. 


2.10. Compliance With Government Requirements. Physician agrees to comply with all applicable 
requirements, laws, rules and regulations of CMS, any other Federal agencies and any State agencies of 
the State(s) in which Physician practices, including, without limitation, requirements that shall cause or 
require Coventry to amend the terms and conditions of the Agreement.  Physician understands and agrees 
that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and 
regulations from time to time. 


2.10.1. Site Evaluations.  Physician agrees to permit Coventry or Payor, any Federal or State 
agency having jurisdiction over Physician’s provision of services and/or the U.S. Department of 
Health and Human Services and any accrediting organization to conduct periodic site evaluations 
of Physician's facilities, offices and records.  Upon Coventry’s or Payor’s written request, 
Physician shall provide Coventry or Payor with a copy of the written response to any questions or 
comments posed by the agencies listed in the preceding sentence. 


2.10.2. Survival.  The terms and conditions of this Section 2.10 shall survive termination of the 
Agreement. 


2.11. Duty To Notify Coventry. Physician agrees to immediately notify Coventry, in writing, of (i) any 
change in its licensure accreditation or certification status; (ii) loss or substantial decrease in the limits or 
change of its medical malpractice policy; (iii) any judgments or settlements decreed or entered into on 
behalf of Physician; and, (iv) any other situation that may materially interfere with Physician's duties and 
obligations under the Agreement.   Physician also shall notify Coventry of any complaints it receives 
from Members regarding Physician, Coventry or Participating Providers.  Coventry shall notify Physician 
of any complaints it receives from Members regarding Physician.  Physician and Coventry agree to 
cooperate fully in the investigation and resolution of any such Member complaint. 


2.12. Drug Formulary/Generic Substitutions. Physician shall use the drug formulary designated by 
Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which has 
been provided to Physician.  Physician understands and agrees that the Drug Formulary may be modified 
from time to time by Coventry or Payor. 


2.13. Practice of Medicine. Physician acknowledges that Coventry does not practice medicine or 
exercise control over the methods or professional judgments by which Physician renders medical services 
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to Members.  Physician shall be responsible for clinical decisions regarding admission, discharge or other 
medical treatment of Members regardless of receipt by Physician of any recommendations, authorizations 
or denials of payment for treatment provided to Members from Coventry, its agent or any other person or 
entity performing quality improvement or utilization management. Coventry encourages Physician to 
communicate with patients regarding the treatment options available to them, including alternative 
medications, regardless of benefit coverage limitations 


3. COVENTRY/PAYOR OBLIGATIONS 


3.1. Payment. Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor 
shall be required to pay the amounts due under the Agreement as provided in the applicable product 
attachment.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, equal to one hundred percent 
(100%) of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  
Nothing herein shall be construed to preclude Physician from seeking and obtaining payment from 
sources of payment other than Payor and Member. 


3.2. Non-Coventry Payors. When a Coventry Company is not the Payor, Payor--not Coventry or a 
Coventry Company--shall have the obligation and liability to Physician with respect to any claim or fee 
for health care services relating to or arising under the Agreement. 


3.3. Coordination of Benefits: If Member possesses health benefits coverage through another policy 
which is considered primary under applicable coordination of benefits rules, Physician may pursue 
payment from primary payor consistent with applicable law and regulations and Physician’s contract, if 
any, with the primary payor.  


If Physician seeks reimbursement from Health Plan as anything other then primary, applicable to benefits 
outlined under Member’s Benefits, Physician shall receive payment, pursuant to the applicable 
Coordination of Benefit rules and regulations, equal to one hundred (100%) percent of the contractual 
reimbursement specified in the applicable Exhibit. 


4. TERM AND TERMINATION 


4.1. Term of Agreement. The initial term of the Agreement shall be for one (1) year from the Effective 
Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods 
unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance 
with each Product Attachment. 


4.2. Termination Without Cause. Either party may terminate this Agreement after the initial year with 
ninety (90) days prior written notice, which termination shall be effective the last day of the month 
following the ninety (90) day notice period. 


4.3. Termination For Cause. 


4.3.1. Breach. Either Party may terminate the Agreement for the breach of a material term, 
condition or provision of the Agreement, after thirty (30) days prior written notice to the other 
Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) 
days or such longer reasonable period agreed to by the Parties to correct or cure such material 
breach.  If the breaching Party fails or refuses to cure the material breach within such time, then 
the non-breaching Party may elect to terminate the Agreement effective the last day of the month 
following the end of the notice period.  The remedy herein provided shall not be exclusive of, but 
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shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In 
the event a party contests the claim of  breach, the Agreement shall remain in effect until the 
dispute is resolved in accordance with Section 5.2 herein. 


4.3.2. Immediate Termination by Coventry.  Coventry may terminate Physician from providing 
Covered Services to Members for the following reasons: 


4.3.2.1. Termination, revocation, suspension or other limitation of Physician’s license, 
certification, or accreditation. 


4.3.2.2. Physician’s suspension or termination from participation in Medicare or Medicaid. 


4.3.2.3. Termination, revocation, suspension or other limitation of medical staff privileges at 
any hospital. 


4.3.2.4. Coventry determines in good faith that the Physician’s continued provision of 
services to Members may result in, or is resulting in, danger to the health, safety or welfare of 
Members.  Where the danger results from the actions of Physician’s staff, contractors or 
subcontractors, then Physician shall suspend its relationship with such staff, contractors, 
subcontractors upon immediate notice from Coventry, at least with respect to Members, and if 
Physicians fails to take such action, Coventry may terminate the Agreement upon ten (10) days 
notice. 


4.3.2.5. Coventry determines in good faith that, after notice to Physician and opportunity to 
cure, Physician has not materially complied with the provisions of Coventry’s Provider Manual 
and is unwilling or unable to work cooperatively in a managed care environment. 


4.4. Continuation of Benefits. Upon termination of the Agreement, Physician shall continue to provide 
Covered Services to Members who are receiving treatment at the time of termination or who are 
hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or 
through the date of each such Member’s discharge or until Coventry or a Payor makes reasonable 
arrangements to have another hospital provide the service. Such continuation of services shall be made in 
accordance with the terms and conditions of the Agreement as it may be amended and in effect at the 
time, including but not limited to the compensation rates and terms set forth therein.  This Section shall 
survive termination of the Agreement.  


5. GENERAL REQUIREMENTS 


5.1. Amendments. Coventry may unilaterally amend the Agreement to the extent necessary to comply 
with applicable Federal or State law, regulatory requirements, accreditation standards or licensing 
guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the 
Physician of such amendment and the effective date of the amendment.   Coventry may make any other 
non-Regulatory Amendments to the Agreement by notifying Physician at least thirty (30) days prior to the 
effective date of the amendment.  Physician may reject the amendment upon Physician’s receipt of such 
notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice 
of such amendment; provided, however, if Coventry has not received notice of such rejection within that 
thirty (30) day period, Physician’s silence shall constitute acceptance of such amendment. 


5.2. Dispute Resolution and Arbitration. In the event a dispute between Coventry or Payor, and 
Physician arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to 
settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to 
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resolve a dispute within thirty (30) days of the date the aggrieved party sends written notice of the dispute 
to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding 
arbitration in accordance with the commercial rules of the American Health Lawyers Association or other 
nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration 
proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators 
shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the 
Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally 
administered by a certain Payor or Physician procedures, such as, for example, utilization management or 
quality improvement plan (but not including credentialing procedures), the procedures set forth in that 
plan must be fully exhausted before any right to arbitration under this Section may be invoked. 
Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable 
relief in court in connection with the enforcement of those sections of the Agreement that permit actions 
for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising 
out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a 
court of law.  This Section shall survive termination of the Agreement. 


5.3. Confidentiality.  Physician and Coventry and Payors agree to maintain the privacy and confidentiality 
of all information and records regarding Members, including but not limited to medical records, in 
accordance with all State and Federal laws, including regulations promulgated under the Health Insurance 
Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the 
financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that 
is not otherwise public information, provided Coventry or a Payor may disclose reimbursement terms to 
prospective and current employer groups.  Physician shall ensure that any vendors, subcontractors or 
other such entities that have a need to know the terms of the Agreement also maintain the privacy and 
confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties 
under this provision, the other Party may seek injunctive relief. This Section shall survive the termination 
of the Agreement. 


5.4. Names, Symbols, Trademarks. Except as provided in Section 2.8, Coventry, Payors, and Physician 
each reserve the right to and control of the use of their name, symbols, trademarks, and service marks 
presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, 
Payors, nor Physician shall use the other Party’s name, symbols, trademarks, or service marks in 
advertising or promotional materials or otherwise, without the prior written consent of that Party and shall 
cease any such usage immediately upon written notice of the Party or on termination of the Agreement, 
whichever is sooner. 


5.5. No Solicitation of Members. So long as the Agreement is in effect, and for a period of one (1) year 
from the date of termination, Physician agrees that Physician will not, within the service area of Coventry 
or Payor solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor 
or otherwise interfere with Coventry’s/Payor’s relationship with Members or any of the foregoing entities.  
Coventry or Payor shall be solely responsible for notifying Members that Physician is no longer a 
Participating Physician. Nothing in the Agreement shall be construed to prohibit Physician or hospital 
employees from freely communicating with patients regarding: (i) medically necessary and appropriate 
care with or on behalf of an Member, including information regarding the nature of treatment, risks of 
treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless 
of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with 
Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision 
of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its 
duties under this provision, the other party may seek injunctive relief. This Section shall survive the 
termination of the Agreement. 
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5.6. No Third Party Beneficiaries. Other than as expressly set forth in the Agreement, no third persons 
or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without 
limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of 
Coventry, Payors, Physician or their respective directors, officers, shareholders, employees or agents, as 
the case may be, to any such third parties for any act or failure to act of any Party hereto. 


5.7. Notice. Any notice, request, demand or communication required or permitted hereunder (“Notices”) 
shall be given in writing by certified mail, return receipt requested, to the Party to be notified.  All Notices 
shall be deemed given and received three (3) days after mailing to the address specified on the Execution 
Sheet. 


5.8. Relationship. None of the provisions of the Agreement is intended to create, nor shall be deemed or 
construed to create any relationship between the Parties hereto other than that of independent entities 
contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  
Neither Physician nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure 
to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be 
between Physician and whichever Payor is a party to the Member Contract under which the Member 
related to the then instant matter in receiving Covered Services. 


5.9. Governing Law. The Agreement shall be governed by and construed in accordance with the laws of 
the State of Nevada without regard to such State’s choice of law provisions. 


5.10. Representation by Counsel. Each Party acknowledges that it has had the opportunity to be 
represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity, shall not be 
construed or interpreted against the drafting Party. 


5.11. Severability. In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 


5.12. Waiver. The waiver by either Party of any breach or violation of any provision of the Agreement 
shall not operate as or be construed to be a waiver of any subsequent breach of the same or other 
provision. 
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COVENTRY HEALTH AND LIFE INSURANCE COMPANY/COVENTRY  HEALTH CARE 
NATIONAL NETWORK 


COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT 


1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 
organization products, point-of-service (POS) products, and preferred provider organization 
products offered by Coventry Health and Life Insurance Company or a Payor. 
 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.  This product is sometimes referred to as “Coventry Health Care.” 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid the lesser of billed charges for Covered Services 
performed or according to the terms set forth immediately below. 


 
Fee Schedule:  Coventry Health and Life fully insured /Coventry Health Care National Network 
Covered services and supplies: Maximum Allowable Fee 


Carve Outs:  
36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
99000 Handling and/or conveyance of specimen 
for transfer from the physician’s office to a lab 


 
$ 6.50 
 
$ 6.50 
$ 6.50 
 


All other CPT codes not referenced above, 
except for 80000 Series – Path & Lab 


87% of 2007 Nevada Medicare if valued.  


J codes and immunizations Lesser of AWP – 20% or ASP + 6% (updated semi-
annually)  


DME 75% of 2007 Nevada DMERC 


Path & Lab 80000 Series 70% of 2007 Nevada Medicare if valued.  


All other codes not listed above or valued by the 
2007 Nevada Medicare fee schedule 


60% of physician’s customary billed charge 


 


3.1. Physician shall submit its claims for reimbursement, as required by Section 2.6. 
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3.2. Coventry shall approve or deny claims within thirty (30) days of receipt of claim.  In 
consideration of Physician’s agreement to perform Covered Services in accordance with the 
Agreement, Physician shall be paid in accordance with the payment terms set forth in each 
Product Attachment.  In accordance with the law in the State of Nevada, payments to Physician 
shall be made within thirty (30) days of approval of Clean Claim; provided, however, that 
Coventry or a Coventry Company cannot guarantee payment by a Payor other than a Coventry 
Company such as a self-insured entity. 


3.3. Approved Coventry Health and Life claims not paid within thirty (30) days of approval are 
subject to interest at a rate equal to the prime rate at the largest bank in Nevada, as ascertained by 
the Commissioner of Financial Institutions, on January 1 or July 1, as the case may be, 
immediately preceding the date on which the payment was due, plus six percent (6%). The 
interest must be calculated from thirty (30) days after the date on which the claim is approved 
through the date on which the claim is paid.  The payment of interest may be waived only if the 
payment was delayed due to an act of God or another cause beyond Coventry’s control.  


3.4. Coventry Health and Life shall pay all approved claims in full and will not make any partial 
payments, subject again to Coventry’s inability to guarantee payment by a Payor other than a 
Coventry Company such as a self-insured entity. 


3.5. However, Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry’s criteria and standards for billing and coding practices, 
[which includes the use of software to edit claims to ensure appropriate billing and coding 
practices].  Coventry and Payors may require appropriate documentation and coding to support 
payment for Covered Services.  Physician shall have the opportunity to correct any billing or 
coding error within thirty (30) days of denial related to any such claim submission. Coventry and 
Payors may recover payment or retain portions of future payments in the event that Coventry or a 
Payor determines that an individual was not an eligible Member at the time of services, or in the 
event of duplicate payment, overpayment, payment for non-covered services, error in payment 
uncovered as a result of a coordination of benefits process, or fraud. 


3.6. If Coventry requires additional information to determine whether to approve or deny the 
claim, it shall notify the Physician within twenty (20) days of receipt of claim and shall include 
all specific reasons for the delay in approving or denying the claim.  Coventry shall not request 
Physician to resubmit information that has already been provided, unless Coventry provides a 
legitimate reason for the request and the purpose of the request is not to delay the payment of the 
claim, harass the claimant, or discourage the filing of claims. 


3.7. Coventry Health and Life shall approve or deny claims within thirty (30) days of receipt of 
additional information.  If the claim is approved, Coventry Health and Life shall pay the claim 
within thirty (30) days after it receives the additional information.  Approved Coventry Health 
and Life claims not paid within that period shall be subject to interest as described in 3.3. 


3.8. A court shall award costs and reasonable attorney's fees to the prevailing party in an action 
brought pursuant to this section. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 
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5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 


7. Identification.   Coventry and Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member participates in a 
Coventry Product or a First Health Product.  In addition, the identification card will also identify 
the Member’s benefit plan and the telephone number that Physician may call to confirm 
Member’s benefit plan, including any limitations or conditions on Covered Services.  At such 
time as Coventry or a Payor receives an inquiry from Physician regarding a Member’s benefit 
plan or Covered Services, Coventry or a Payor shall use information given by Physician to make 
preliminary benefit decisions.  Coventry and Payors shall retain the right and sole responsibility 
to determine whether a service is a Covered Service.   
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FIRST HEALTH NETWORK 


NETWORK LEASE PRODUCT ATTACHMENT 


1. Description.  The Network Lease product includes third party administrators, large employers, or 
other insurance carriers who are interested in securing access to our networks. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Network Lease product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid the lesser of billed charges for Covered Services 
performed or the terms set forth immediately below. 


 
Fee Schedule: First Health Network leased 
Covered services and supplies: Maximum Allowable Fee 


All CPT, excluding DME, J codes and 
immunizations 


100% of 2007 Nevada Medicare if valued.  


All DME codes 100% of 2007 Nevada DMERC if valued 


J codes and immunizations Lesser of AWP – 20% or ASP + 6% (updated semi-
annually) 


All other codes not listed above or valued by the 
2007 Nevada Medicare fee schedule 


60% of physician’s customary billed charge 


 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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FIRST HEALTH NETWORK 


WORKERS’ COMPENSATION PRODUCT ATTACHMENT 


1. Description.  The Workers’ Compensation Program product includes network access and other 
services to workers’ compensation insurance carriers, third party administrators and other entities 
and corporations for work related injury or illness and subject to state or federal workers’ 
compensation regulations as required. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Workers’ Compensation Program product on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 


Notwithstanding the Agreement rates contained herein, the amount payable under the terms of 
this Agreement shall be the lesser of the First Health Network Lease contracted rate, 85% of the 
amount payable under guidelines established under any state law or regulation pertaining to 
health care services rendered for occupationally ill/injured employees or the relative actual charge 
data if a state mandated amount for the service billed is not applicable, as determined by the 
payor.  The relative actual charge data shall be representative of the 80th percentile of the relative 
actual charge data for a given procedure code in the same or similar geographic region where 
services were rendered. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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FIRST HEALTH NETWORK 


AUTOMOBILE INSURANCE MANAGED CARE  PRODUCT ATTACHME NT 


1. Description.  The Automobile Insurance Managed Care Product includes access and other 
services to auto insurance carriers, third party administrators and other entities and corporations 
for Member injuries from auto accidents for which coverage is provided under relevant Member 
Contracts. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Automobile Insurance Managed Care Product on a twenty-four (24) hour per day, seven (7) 
day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 


Reimbursement from auto insurance payors for health care services rendered to auto insurance 
patients shall be the lesser of the First Health Network Lease rates, 85% percent of the amount 
specified as the maximum amount payable under any state law or federal regulation pertaining to 
payment for such services, or the relative actual charge data if a state mandated amount for the 
service billed is not applicable, as determined by the payor.  The relative actual charge data shall 
be representative of the 80th percentile of the relative actual charge data for a given procedure 
code in the same or similar geographic region where services were rendered.  This rate of 
reimbursement shall apply whether such rules or guidelines are in existence at the time of 
execution of this agreement or established at a later time. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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COVENTRY HEALTH CARE, INC – MEDICARE PRIVATE FEE FO R SERVICE 


ADVANTRA FREEDOM - PRIVATE FEE FOR SERVICE PRODUCT ATTACHMENT 


1. Description.  The Medicare product includes the Medicare health benefit plan(s) administered 
directly by Coventry or a Coventry Company. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Medicare product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 
 
Coventry shall reimburse Physician for Covered Services rendered to Advantra Freedom 
Members at 100% of the amount that the Physician would have been paid under the traditional 
Medicare Part A and B programs. Provider understands that Medicare Advantage Private Fee-
For-Service is a distinct and different Product from the Coventry Advantra Product.  


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.  


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 


7. Identification.   Coventry and Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member participates in a 
Coventry Product or a First Health Product.  In addition, the identification card will also identify 
the Member’s benefit plan and the telephone number that Physician may call to confirm 
Member’s benefit plan, including any limitations or conditions on Covered Services.  At such 
time as Coventry or a Payor receives an inquiry from Physician regarding a Member’s benefit 
plan or Covered Services, Coventry or a Payor shall use information given by Physician to make 
preliminary benefit decisions.  Coventry and Payors shall retain the right and sole responsibility 
to determine whether a service is a Covered Service.   


8. Federal Fund Obligations.  Physician understands and agrees that payments received by the 
First Health Medicare Advantage Plan from CMS pursuant to Plan’s contract with CMS are 
Federal funds.  As a result, Physician, by entering into this Agreement and the terms of Exhibit A, 
is subject to laws applicable to individuals/entities receiving Federal funds, including but not 
limited to, Title VI of the Civil Rights Act of 1964 as implemented by regulations at 45 C.F.R. 
part 84, the Age Discrimination Act of 1975 as implemented by regulations at 45 C.F.R. part 91, 
the Rehabilitation Act of 1973, and the Americans with Disabilities Act. 
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9. Maintenance of Records.  Physician shall preserve records, for the longer of: (i) the period of 
time required by State and Federal law, including the period required by Medicare programs and 
contracts to which Plan is subject, or (ii) ten (10) years from the date this Agreement ends or from 
the date of completion of any audit, whichever is longer, or longer if so required by CMS.  


10. Audit of Records.  Physician shall provide access to, permit audit of, and provide copies of 
records and other information to the U.S. Department of Justice, the Secretary of the U.S. 
Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer Review 
Organizations, their designees, and such other officials entitled by law or under government-
funded programs or contracts administered by Plan (collectively, “Government Officials”) as may 
be necessary for compliance by Plan with the provisions of all state and federal laws and 
contractual requirements governing Plan, including, but not limited to, the Medicare program.  
Such records shall be available at all reasonable times at Physician’s place of business or at some 
other mutually agreeable location.  


11. Subcontractors.  Physician shall require all of its subcontractors, if any, to comply with all 
applicable Medicare laws, regulations and CMS instructions.  Any provision required to be in this 
Agreement by the rules and regulations governing the Medicare Advantage Program shall bind 
the parties whether or not provided in this Agreement.  In addition, to the extent applicable, 
Physician shall comply with the obligations in the contract between CMS and Plan governing 
Plan’s participation in the Medicare Advantage Program. 


Physician shall ensure that any vendors, subcontractors or other such entities that have a need to 
know the terms of the Agreement also maintain the privacy and confidentiality of all financial 
terms of the Agreement. 


If Physician arranges for the provision of Covered Services from other health care providers for 
Medicare Advantage Members, such contracts shall be in writing and shall specify the delegated 
activities and reporting responsibilities, in addition to meeting the requirements described above.  


12. Contracts with Other Facilities. If Physician arranges for the provision of Covered Services 
from other health care facilities for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities. Physician shall 
include in Physician’s contracts with subcontractors all of the contractual and legal obligations 
required by Plan or the laws, regulations, rules and directions of CMS. To the extent CMS 
requires additional provisions to be included in such subcontracts, Physician shall amend its 
contracts accordingly. 


13. Submission of Encounter Data.  Physician hereby acknowledges that Plan is required to provide 
CMS and other federal and state regulatory agencies and accrediting organizations with encounter 
data as requested by such agencies and organizations.  Such data may include medical records 
and all other data necessary to characterize each encounter between Physician and a Medicare 
Advantage Member.  Physician agrees to cooperate with Plan and to provide Plan with all such 
information in such form and manner as requested by Plan. 


14. Certification of Data.  Physician recognizes that as a Medicare Advantage organization, Plan is 
required to certify the accuracy, completeness and truthfulness of data that CMS requests. Such 
data include encounter data, payment data, and any other information provided to Plan by its 
contractors and subcontractors.  Physician and its subcontractors, if any, hereby certify that any 
such data submitted to Plan will be accurate, complete and truthful.  Upon request, Physician 
shall make such certification in the form and manner prescribed by Plan. 
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15. Contracts with Excluded Providers. Physician shall not employ or contract for the provision of 
health care, utilization review, medical social work or administrative services with any individual 
excluded from participation in Medicare under Section 1128 or 1128A of the Social Security Act.  
Physician hereby certifies that no such excluded person currently is employed by or under 
contract with Physician or with any “downstream” entity with which Physician contracts relating 
to the furnishing of these services to Medicare Advantage Members. 


16. Medicare Advantage Member Complaints.  Physician agrees to cooperate with Plan in 
resolving any Medicare Advantage Member complaints related to coverage for the provision of 
Covered Services.  Plan will notify Physician as necessary concerning all Medicare Advantage 
Member complaints involving Physician.  Physician shall, in accordance with the Physician’s 
regular procedures, investigate such complaints and respond to Plan in the required time.  
Physician shall use best efforts to resolve complaints in a fair and equitable manner. 


17. Accountability and Delegation.  To the extent that Physician has been delegated any activities 
or functions which are the responsibility of the Plan, Physician shall make such periodic and other 
reports as reasonably required by Plan and Plan shall at all times retain the right to monitor 
Physician’s performance thereof through its quality assurance and improvement programs.  Plan 
reserves the right to revoke such delegation in the event that either Plan or CMS determines that 
such activities or functions have not been performed in a satisfactory manner. 
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2012 Version 2-Physician/Provider Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Provider agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Provider”) and Coventry Health and Life Insurance 
Company (“Coventry”), on behalf of all affiliate companies of Coventry including, but not limited to, 
First Health Life and Health Insurance Company, First Health Group Corp., and Coventry Health Care 
Workers Compensation, Inc. (individually a “Coventry Company” collectively “Coventry 
Companies”) agree to be bound by this Agreement.  The “Effective Date” of this Agreement is 
__________________, 2010. 
 
PROVIDER COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _________________________ 


Title: ______________________________  Title:_______________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  ___1140 Town Center Drive, Suite 190_______  


____________________________________  ___Las Vegas, NV 89144_______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the 
applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 
 


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.4.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.4.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.4.5 Consistent with the diagnosis of the condition at issue; required for reasons other 


than the comfort or convenience of the Member or Member’s physician; and 
 


1.4.6 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.5 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
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1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit 
program. 
 


1.7 Participating Provider.  A health care provider, including, but not limited to, a 
physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Provider 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.8 Payor.  An entity authorized by Coventry or a Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, auto insurance carriers, 
employers, unions and other entities. 


 
1.9 Product.   Any health care benefit program, in which Provider agrees to participate under 


this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments.  


  
1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
2. PROVIDER OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Provider shall provide Covered Services to Members of Products set forth in the 
Member Contract that are generally provided by Provider and for which the Participating 
Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall 
be delivered in a prompt manner, consistent with professional, clinical and ethical standards and 
in the same manner as provided to Provider’s other patients.  Provider shall accept Members as 
new patients on the same basis as Provider is accepting non-Members as new patients.  Provider 
shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, 
sexual preference, national origin, health status, use of Covered Services, income level, or on the 
basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid 
beneficiary. 


 
 2.1.2 Provider shall make Covered Services available and accessible to Members, 
including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  
Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider 
may arrange for a physician who is a Participating Provider to furnish coverage on Provider’s 
behalf (a “Covering Physician”) so long as Provider retains primary responsibility for Members’ 
care. 


 
 2.1.3 For services rendered by any Covering Physician on behalf of Provider, including 
Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with 
the Covering Physician regarding the manner in which said Covering Physician will be 
reimbursed or otherwise compensated; provided, however, that Provider shall assure that the 
Covering Physician will not, under any circumstances, bill a Member for Covered Services 
(except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and 
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hold harmless Members and Coventry or Payor against charges for Covered Services rendered by 
Covering Physicians. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer 
Members to Participating Providers.  Provider shall only admit a Member for inpatient care and 
shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s 
Medical Director or Medical Director’s designee, in accordance with the applicable Member 
Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Provider as 
participating or non-participating in any new product or current Product.  Provider may reject 
Coventry’s or Payor’s designation of Provider as participating or non-participating in such new 
product within thirty (30) days of Coventry’s notice of such designation; provided, however, if 
Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s 
silence shall constitute acceptance of such designation.  To the extent that the specific terms for 
the provision of Covered Services in new products are not included herein, they shall be agreed to 
by the parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Provider. 


 
2.1.6 Provider understands and agrees that Provider’s participation in a current Product 


or new product does not mean that Provider shall be permitted to participate in each and every 
current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors 
may select only certain Participating Providers to take part in: (i) the provider delivery network 
for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product 
benefit plan(s), or (iii) a current Product or (iv) new product. 


 
2.1.7 Provider Credentialing Requirements.  All Participating Providers in the Provider 


must meet Coventry and Payor’s credentialing standards and must be approved in writing by 
Coventry prior to providing any Covered Services to Members.   


 
2.1.8  Restriction, Suspension or Termination of Participating Providers.  Provider 


acknowledges and agrees that Provider and/or any Participating Provider within Provider shall 
immediately be restricted, suspended or terminated from providing services to Members in the 
following circumstances: (i) failure to meet the licensing/certification requirements or other 
professional standards required by this Agreement; or (ii) Coventry’s determination that there are 
serious deficiencies in the professional competence, conduct or quality of care which affects or 
could adversely affect the health or safety of Members.  Provider shall immediately notify 
Coventry if Provider or any Participating Provider ceases to meet the licensing/certification 
requirements or other professional standards described in this Agreement. 


 
 


2.1.9  Changes in Capacity of Provider.  Provider shall provide at least ninety (90) 
calendar days written notice to Coventry of any significant changes in the capacity of Provider to 
provide services or that would prevent Provider from accepting additional Members.  A 
significant change in capacity includes, but is not limited to, the following circumstances: (i) 
inability of Provider or its Participating Providers to properly treat additional Members or its 
existing Members for any reason; or (ii) closure of any office of Provider, (iii) the removal of any 
Participating Provider from Provider. 
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 2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered 
Services in conformity with generally accepted medical and surgical practices in effect at the time of 
service.  Provider also agrees to implement peer review and credentialing of physicians, nurse 
practitioners, physician assistants and other ancillary personnel who provide Covered Services to 
Members on behalf of Provider. 
 
 2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, 
Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced 
in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, 
peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit 
procedures, and any other policies that Coventry or Payor may implement, including amendments made 
to the above mentioned policies, procedures and programs from time to time.  
 


2.3.1 Hospital-Acquired Conditions and Wrong Site/Person/Procedure Policy.    
Coventry, Payors, and Provider agree to abide by Coventry's policy on "Hospital-Acquired 
Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP Policy").  The HAC-WSPP 
Policy shall be provided to Provider upon request and may be updated from time to time by 
Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions and Wrong 
Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP 
Policy. 


 
 2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 
 
 2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services or the 
alleged failure to render professional services by Provider, Provider’s Participating Providers, and 
Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance 
through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  
Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state 
law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per 
occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive 
general and/or umbrella liability insurance in appropriate amounts. 
 
 2.6 Claim Submission.   
 


2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for reimbursement 
and encounter forms, as required by Coventry or payor, on a UB-04 form or Centers for Medicare and 
Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of 
Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural 
Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance 
with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit 
bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues 
exist.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of 
discharge and shall not separate bills for covered services for purposes of additional payments under the 
agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which 
case interim billing is required.  Provider understands and agrees that failure to submit claims in 
accordance with the requirements of this section may result in the denial of such claims.  Provider 
understands and agrees that Provider has one (1) year from the date of service to appeal payment by 
Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made 
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2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands and agrees 


that failure to submit bills or claims in accordance with the requirements of this section may result in the 
denial of such claims.   
 
 2.7 Hold Harmless.   
 


 2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by 
Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or 
a Payor denial or reduction of payment for services that are not Medically Necessary or were not 
billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited 
to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, 
charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have 
any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, 
for services rendered under the Agreement.  For purposes of this section, services rendered under 
the Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with Provider.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


 
 2.7.2 Provider further agrees that: (i) this provision shall survive termination of the 
Agreement regardless of the cause giving rise to termination and shall be construed to be for the 
benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement 
now existing or hereafter entered into between Provider and a Member or a person acting on 
Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of the Section shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor 
marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators 
and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Provider understands and agrees that neither Coventry, Payor, nor 
Members shall be required to reimburse Provider for expenses related to providing copies of 
patient records or documents to any local, State or Federal agency or Coventry or Payor: (i) 
pursuant to a request from any local, State or Federal agency (including, without limitation, the 
Centers for Medicare and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to 
administration of Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk 
Management Programs; or (iii) in order to assist Coventry or Payor in making a determination 
regarding whether a service is a Covered Service for which payment is due hereunder; or (iv) for 
any other purpose. 


 
 2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
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Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s 
normal business hours.  Provider further agrees that it shall release a Member’s medical records 
to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    
In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and 
claims review purposes.     


 
 2.9.3  Record Transfer.  If a Physician leaves a panel of providers, the Physician must 
transfer or otherwise arrange for the maintenance of Members’ records in order that such records 
are accessible to Provider and Coventry.   
 
 2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Provider agrees to comply with all 
applicable State and Federal requirements, laws, rules and regulations, including but not limited to those 
of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State 
agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall 
cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and 
agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules 
and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or 
State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department 
of Health and Human Services and any accrediting organization to conduct periodic site 
evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written 
request, Provider shall provide Coventry or Payor with a copy of the written response to any 
questions or comments posed by the agencies listed in the preceding sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, 
of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial 
decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability 
Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any 
other situation that may materially interfere with Provider's duties and obligations under the Agreement.   
Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, 
Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from 
Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and 
resolution of any such Member complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a 
copy of which will be made available to Provider upon request.  Provider understands and agrees that the 
Drug Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Provider acknowledges that Coventry does not practice medicine 
or exercise control over the methods or professional judgments by which Provider renders medical 
services to Members.  Provider shall be responsible for clinical decisions regarding admission, discharge 
or other medical treatment of Members regardless of receipt by Provider of any recommendations, 
authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any 
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other person or entity performing quality improvement or utilization management. Coventry encourages 
Provider to communicate with patients regarding the treatment options available to them, including 
alternative medications, regardless of benefit coverage limitations. 


 
2.14  Labs.  Provider agrees to use only CLIA certified labs for Covered Services that are both 


subject to the CLIA requirements and required by Coventry Companies to be obtained from a CLIA 
certified lab.  Provider also agrees to use best efforts to utilize labs that are Participating Providers with 
Coventry Companies. 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Provider’s agreement to perform Covered Services in 
accordance with the Agreement, Provider shall be paid in accordance with the payment terms set 
forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor 
shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean 
Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within 
thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a 
Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such 
as a self-insured entity. 


 
 3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding 
practices, which includes the use of software to edit claims to ensure appropriate billing and 
coding practices.  Coventry and Payors may require appropriate documentation and coding to 
support payment for Covered Services.  Provider shall have the opportunity to correct any billing 
or coding error within thirty (30) days of denial related to any such claim submission. Coventry 
and Payors may recover payment or retain portions of future payments in the event that Coventry 
or a Payor determines that an individual was not an eligible Member at the time of services, or in 
the event of duplicate payment, overpayment, payment for non-covered services, error in 
payment uncovered as a result of a coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, are equal to one hundred 
percent of the amount required by this Agreement, subject to limitations outlined in the Member 
Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining 
payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any 
claim or fee for health care services relating to or arising under the Agreement. 
 
4. TERM AND TERMINATION 
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 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 


4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last 
day of the month following the ninety (90) day notice period. In the event that Coventry no longer 
offers a particular Product or is unable to continue to provide access to a particular Product, 
Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior 
written notice to Provider.  Such termination of the Product Attachment will be effective as of the 
last day of the month following the ninety (90) day notice period.  In the event a Product 
Attachment is terminated by Coventry, such termination shall not constitute termination of any 
other Product Attachment, or termination of the Agreement. 


 
 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Provider and/or a Participating Provider within Provider from providing Covered Services to 
Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or 
Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Provider’s or Participating Provider’s suspension or termination from 
participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Provider’s or Participating 
Provider’s continued provision of services to Members may result in, or is resulting in, 
danger to the health, safety or welfare of Members.  Where the danger results from the 
actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its 
relationship with such staff, contractors, subcontractors upon immediate notice from 
Coventry, at least with respect to Members, and if Provider fails to take such action, 
Coventry may terminate the Agreement upon ten (10) days notice. 
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 4.3.2.5 Coventry determines in good faith that, after notice to Provider and the 
Participating Provider and opportunity to cure, Provider and/or its Participating Provider 
has not materially complied with the provisions of Coventry’s Provider Manual or 
Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a 
managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue 
to provide Covered Services to Members who are receiving treatment at the time of termination or who 
are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Provider of such amendment and the effective date of the amendment.   Coventry may make any 
other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior 
to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of 
such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of 
notice of such amendment; provided, however, if Coventry has not received notice of such rejection 
within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment.  
 
 5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor 
and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith 
efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is 
unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of 
the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to 
binding arbitration in accordance with the commercial rules of the American Health Lawyers Association 
or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Provider procedures, such as, for example, utilization 
management or quality improvement plan (but not including credentialing procedures), the procedures set 
forth in that plan must be fully exhausted before any right to arbitration under this Section may be 
invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other 
equitable relief in court in connection with the enforcement of those sections of the Agreement that permit 
actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute 
arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found 
in a court of law.  This Section shall survive termination of the Agreement. 
 
 5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including but not limited to medical 
records, in accordance with all State and Federal laws, including regulations promulgated under the 
Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
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confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any 
vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also 
maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either 
Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and 
service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service 
marks in advertising or promotional materials or otherwise, without the prior written consent of that Party 
and shall cease any such usage immediately upon written notice of the Party or on termination of the 
Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of 
Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry 
or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the 
foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is 
no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or 
hospital employees from freely communicating with patients regarding: (i) medically necessary and 
appropriate care with or on behalf of a Member, including information regarding the nature of treatment, 
risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, 
regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting 
with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the 
decision of Coventry or Payor to deny payment for a health care service.  In the event that either party 
violates its duties under this provision, the other party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party 
hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Provider, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
 5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or 
any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be 
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interpreted to be between Provider and whichever Payor is a party to the Member Contract under which 
the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 


5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision.   
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COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid the lesser of billed charges for Covered Services 
performed according to the terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Provider may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Provider regarding a Member’s benefit plan or Covered Services, Coventry or a 
Payor shall use information given by Provider to make preliminary benefit decisions.  Coventry 
and Payors shall retain the right and sole responsibility to determine whether a service is a 
Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  Subject to the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Provider is 
included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.   


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid the lesser of billed charges for Covered Services 
performed according to the terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  The Payor issued identification card for the enhanced savings program will include the 
First Health logo. 
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WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Workers Compensation Program Product includes network access and other 


services to workers compensation insurance carriers, employer groups, third party administrators 
and other entities and corporations for work related injury or illness and subject to state workers 
compensation regulations as required. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day per 
week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.    


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    
Provider agrees to use best efforts to comply with protocols communicated to Provider by 
Coventry or Payor, including, but not limited to, the guidelines of the American College of 
Occupational and Environmental Medicine (ACOEM), the Official Disability Guidelines (ODG), 
return to work guidelines, and AMA or applicable state or federal guidelines for evaluating 
permanent impairment when assigning disability and/or impairment ratings for Members.   
 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Provider has entered into pursuant to 
this Agreement. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto insurance carriers, third party administrators and other entities 
and corporations for Member injuries resulting from auto accidents for which coverage is 
provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.     


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
6. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
7. Provider Obligations. 
 


 7.1  Provision of Covered Services.  Provider agrees to provide to Medicare 
Advantage Members the health care services for which Provider is licensed and customarily 
provides in accordance with accepted medical and surgical standards in the community.  Provider 
shall make Covered Services available and accessible to Medicare Advantage Members, 
including telephone access to Provider, on a twenty-four (24) hours, seven (7) days per week 
basis. 
 
 7.2  Federal Fund Obligations.  Provider understands and agrees that payments 
received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant to MA 
Plan’s contract with CMS are Federal funds.  As a result, Provider, by entering into this 
Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
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Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 7.3 Hold Harmless.  Provider agrees that in no event, including, but not limited to, 
nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration 
or reimbursement from, or have any recourse against a Medicare Advantage Member or persons 
other than MA Plan acting on their behalf, for services rendered under the Agreement or this 
Product Attachment.  For purposes of this section, services rendered under the Agreement or this 
Product Attachment include those health care services delivered to Medicare Advantage 
Members by any and all health care professionals employed by or independently contracted with 
the Provider.  This section shall not prohibit collection of copayments, coinsurance, or 
deductibles in accordance with the Medicare Advantage Member’s Member Contract. 
 
Provider further agrees that:  (i) this provision shall survive termination of the Agreement and/or 
this Product Attachment, regardless of the cause giving rise to termination and shall be construed 
to be for the benefit of the Medicare Advantage Member; and (ii) this provision supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and a 
Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 7.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Provider shall continue to provide Covered 
Services to Medicare Advantage Members who are hospitalized through the later of: (a) the date 
for which premiums were paid, or (b) through the date of discharge.  Provider is prohibited by 
law from billing Medicare Advantage Members for such Covered Services.  This provision shall 
survive the termination of this Agreement or Product Attachment, regardless of the reason for 
termination, including the insolvency of MA Plan, and shall supersede any oral or written 
agreement between Provider and a Medicare Advantage Member. 
 


7.5 Policies, Programs & Procedures.  Provider agrees to comply with MA Plan’s 
policies and procedures (which MA Plan shall provide to Provider upon request) which 
operationalize many of the requirements of the Agreement, this Product Attachment, and the 
Medicare Advantage program. Provider agrees to comply with MA Plan’s quality improvement, 
administrative processes and procedures, utilization review, peer review, grievance procedures, 
credentialing and recredentialing procedures, and any other policies the MA Plan may implement, 
including amendments made to the above mentioned policies, procedures and programs from 
time to time.  In the event that a MA Plan policy or procedure conflicts with a provision in the 
Agreement, then the language in the Agreement (including all amendments, exhibits, and 
attachments thereto) shall govern. 


 
 7.6 Maintenance of Records.  Provider shall preserve records applicable to Medicare 
Advantage Members or to MA Plan’s participation in the Medicare Advantage Program, for the 
longer of: (i) the period of time required by State and Federal law, including the period required 
by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) years from the 
date this Agreement ends or from the date of completion of any audit, whichever is longer, or 
longer if so required by CMS. 
 
 7.7 Audit of Records.  Provider shall provide access to, permit audit of, and provide 
copies of records and other information to the U.S. Department of Justice, the Secretary of the 
U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
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government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Provider’s place 
of business or at some other mutually agreeable location.  
 
 7.8 Subcontractors.  Provider shall require all of its subcontractors, if any, to comply 
with all applicable Medicare laws, regulations and CMS instructions. 
 


 7.8.1 Provider shall include in Provider’s contracts with subcontractors all of 
the contractual and legal obligations required by MA Plan or the laws, regulations, rules 
and directions of CMS. To the extent CMS requires additional provisions to be included 
in such subcontracts, Provider shall amend its contracts accordingly. 
 
 7.8.2 Provider shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy 
and confidentiality of all financial terms of the Agreement. 
 
 7.8.3 If Provider arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above. 
 


 7.9 Contracts with Excluded Entities.  Provider shall not employ or contract for the 
provision of health care, utilization review, medical social work or administrative services with 
any individual excluded from participation in Medicare under Section 1128 or 1128A of the 
Social Security Act.  Provider hereby certifies that no such excluded person currently is employed 
by or under contract with Provider or with any “downstream” entity with which Provider 
contracts relating to the provision of these services to MA Plan Members. 
 
 7.10  Submission of Encounter Data.  Provider hereby acknowledges that MA Plan is 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Provider and a Medicare Advantage Member.  Provider agrees to cooperate with MA Plan and to 
provide MA Plan with all such information in such form and manner as requested by MA Plan. 
 
 7.11  Certification of Data.  Provider recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Provider and its subcontractors, if 
any, hereby certify that any such data submitted to MA Plan will be accurate, complete and 
truthful.  Upon request, Provider shall make such certification in the form and manner prescribed 
by MA Plan. 
 
 7.12  Medicare Advantage Member Complaints.  Provider agrees to cooperate with 
MA Plan in resolving any MA Plan Member complaints related to the provision of Covered 
Services.  MA Plan will notify Provider as necessary concerning all Medicare Advantage 
Member complaints involving Provider.  Provider shall, in accordance with the Provider’s regular 
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procedures, investigate such complaints and respond to MA Plan in the required time.  Provider 
shall use best efforts to resolve complaints in a fair and equitable manner.   
 


8. MA Plan Obligations. 
 


 8.1 Fee Schedule.  MA Plan shall arrange for Provider to be compensated for health 
care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 8.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Provider for Covered Services provided to MA Plan 
Members within thirty (30) calendar days of receipt.  For purposes of this Product Attachment, 
the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA Plan shall pay 
interest on clean claims that are not paid within thirty (30) calendar days of receipt in accordance 
with 42 CFR 422.520(a)(2).  
 


9. General Provisions 
 


 9.1 Accountability and Delegation.  To the extent that Provider has been delegated 
any activities or functions which are the responsibility of the MA Plan, Provider shall submit 
periodic and other reports as reasonably required by MA Plan, and MA Plan shall at all times 
retain the right to monitor Provider’s performance thereof through its quality assurance and 
improvement programs.  MA Plan reserves the right to revoke such delegation in the event that 
either MA Plan or CMS determines that such activities or functions have not been performed in a 
satisfactory manner. 
 
 9.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 9.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules and regulations, including but not 
limited to, those of CMS, or of any other Federal agencies applicable to the Medicare Advantage 
Program. To the extent applicable, Provider shall comply with the obligations in the contract 
between CMS and MA Plan governing MA Plan’s participation in the Medicare Advantage 
Program. Any provision required to be in this Agreement by the rules and regulations governing 
the Medicare Advantage Program shall bind the parties whether or not specifically included in 
this Agreement. 
 
 9.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Provider on the Execution Sheet of this Agreement, Provider shall be compensated by the Payor 
for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge” shall mean the amount billed by Provider for a Covered Service 


which is subject to payment pursuant to the Agreement. 
 


G. “Mandated Amount” shall mean the payment amount as determined by Payor and/or 
Coventry in accordance with applicable state or federal law or regulation pertaining to 
payment for a Covered Service.  It is important to note that associated compensation 
provisions as noted in Sections II.A, II.B, Section III.A and IV.A shall apply whether such 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Provider shall be reimbursed for Covered Services for Commercial Products in accordance 
with the following “Commercial Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 75% of   2007 CMS Rate 
 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Provider shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Provider’s acquisition cost for any Unvalued Service/Supply.   In no case, for 
any service billed by the Provider, shall compensation exceed the Provider’s 
Eligible Billed Charge or the Mandated Amount, whichever is less.   


 
 
 
 


B. Compensation for Network Access Product 
 


Provider shall be reimbursed for Covered Services for Network Access Products in 
accordance with the following “Network Access Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 


100% of  2007 CMS Rate 
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Anesthesia Services 
CPTs 00100-01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide., including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Provider shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Provider’s acquisition cost for any Unvalued Service/Supply.   In no case, for 
any service billed by the Provider, shall compensation exceed the Provider’s 
Eligible Billed Charge or the Mandated Amount, whichever is less.   


 
 


C. Availability of Contract Allowable Information: 
 


Provider may at any time request that Coventry furnish Provider information related to the 
then current contract allowable amounts for specific services as outlined above.  Such 
information will include a sample fee schedule reflecting the current fee schedule values for 
Provider’s commonly billed or requested codes.  Such information will include, if 
requested, current fee schedule values for drugs and immunizations. 


 
 
 
 
Section III. WORKERS COMPENSATION PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of III(A) (ii) or (iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge  


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
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i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of III(B) (ii) or (iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
under the NRUC methodology, this subsection III(B)(ii) shall not apply and 
Provider’s compensation shall be the amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
 
 
Section IV. AUTOMOBILE MANAGED CARE PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of IV(A) (ii) or (iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge 


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of IV(B) (ii) or (iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
under the NRUC methodology, this subsection IV(B)(ii) shall not apply and 
Provider’s compensation shall be the amount set forth in IV(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 


2010 All Products Provider  24 of 25 
Coventry Data Classification:  Confidential 







2010 All Products Provider  25 of 25 
Coventry Data Classification:  Confidential 


Section V.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section V(A)(ii), Provider will be reimbursed 
for Covered Services the lesser of:  


 
i)  Provider’s Eligible Billed Charges; or  
 
ii)  One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance 
or Medicare Advantage Plan deductible  


 
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Provider under this Section V exceed amounts prescribed by Federal law. 
 







 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 


 







2011 Version 3-Physician/Provider Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Provider agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Provider”) and Coventry Health and Life Insurance 
Company (“Coventry”), on behalf of all affiliate companies of Coventry including, but not limited to, 
First Health Life and Health Insurance Company, First Health Group Corp., and Coventry Health Care 
Workers Compensation, Inc. (individually a “Coventry Company” collectively “Coventry 
Companies”) agree to be bound by this Agreement.  The “Effective Date” of this Agreement is 
__________________, 20__. 
 
PROVIDER COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _________________________ 


Title: ______________________________  Title:_______________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  ___1140 Town Center Drive, Suite 190_______  


____________________________________  ___Las Vegas, NV 89144_______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the 
applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 
 


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.4.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.4.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.4.5 Consistent with the diagnosis of the condition at issue; required for reasons other 


than the comfort or convenience of the Member or Member’s physician; and 
 


1.4.6 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.5 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
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1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit 
program. 
 


1.7 Participating Provider.  A health care provider, including, but not limited to, a 
physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Provider 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.8  Payor.  An entity authorized by Coventry or a Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members.  


1.9 Product.   Any health care benefit program, in which Provider agrees to participate under 
this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments.  


  
1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
2. PROVIDER OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Provider shall provide Covered Services to Members of Products set forth in the 
Member Contract that are generally provided by Provider and for which the Participating 
Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall 
be delivered in a prompt manner, consistent with professional, clinical and ethical standards and 
in the same manner as provided to Provider’s other patients.  Provider shall accept Members as 
new patients on the same basis as Provider is accepting non-Members as new patients.  Provider 
shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, 
sexual preference, national origin, health status, use of Covered Services, income level, or on the 
basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid 
beneficiary. 


 
 2.1.2 Provider shall make Covered Services available and accessible to Members, 
including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  
Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider 
may arrange for a physician who is a Participating Provider to furnish coverage on Provider’s 
behalf (a “Covering Physician”) so long as Provider retains primary responsibility for Members’ 
care. 


 
 2.1.3 For services rendered by any Covering Physician on behalf of Provider, including 
Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with 
the Covering Physician regarding the manner in which said Covering Physician will be 
reimbursed or otherwise compensated; provided, however, that Provider shall assure that the 
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Covering Physician will not, under any circumstances, bill a Member for Covered Services 
(except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and 
hold harmless Members and Coventry or Payor against charges for Covered Services rendered by 
Covering Physicians. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer 
Members to Participating Providers.  Provider shall only admit a Member for inpatient care and 
shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s 
Medical Director or Medical Director’s designee, in accordance with the applicable Member 
Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Provider as 
participating or non-participating in any new product or current Product.  Provider may reject 
Coventry’s or Payor’s designation of Provider as participating or non-participating in such new 
product within thirty (30) days of Coventry’s notice of such designation; provided, however, if 
Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s 
silence shall constitute acceptance of such designation.  To the extent that the specific terms for 
the provision of Covered Services in new products are not included herein, they shall be agreed to 
by the parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Provider. 


 
2.1.6 Provider understands and agrees that Provider’s participation in a current Product 


or new product does not mean that Provider shall be permitted to participate in each and every 
current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors 
may select only certain Participating Providers to take part in: (i) the provider delivery network 
for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product 
benefit plan(s), or (iii) a current Product or (iv) new product. 


 
2.1.7 Provider Credentialing Requirements.  All Participating Providers in the Provider 


must meet Coventry and Payor’s credentialing standards and must be approved in writing by 
Coventry prior to providing any Covered Services to Members.   


 
2.1.8  Restriction, Suspension or Termination of Participating Providers.  Provider 


acknowledges and agrees that Provider and/or any Participating Provider within Provider shall 
immediately be restricted, suspended or terminated from providing services to Members in the 
following circumstances: (i) failure to meet the licensing/certification requirements or other 
professional standards required by this Agreement; or (ii) Coventry’s determination that there are 
serious deficiencies in the professional competence, conduct or quality of care which affects or 
could adversely affect the health or safety of Members.  Provider shall immediately notify 
Coventry if Provider or any Participating Provider ceases to meet the licensing/certification 
requirements or other professional standards described in this Agreement. 


 
 


2.1.9  Changes in Capacity of Provider.  Provider shall provide at least ninety (90) 
calendar days written notice to Coventry of any significant changes in the capacity of Provider to 
provide services or that would prevent Provider from accepting additional Members.  A 
significant change in capacity includes, but is not limited to, the following circumstances: (i) 
inability of Provider or its Participating Providers to properly treat additional Members or its 
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existing Members for any reason; or (ii) closure of any office of Provider, (iii) the removal of any 
Participating Provider from Provider. 


 
 2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered 
Services in conformity with generally accepted medical and surgical practices in effect at the time of 
service.  Provider also agrees to implement peer review and credentialing of physicians, nurse 
practitioners, physician assistants and other ancillary personnel who provide Covered Services to 
Members on behalf of Provider. 
 
 2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, 
Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced 
in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, 
peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit 
procedures, and any other policies that Coventry or Payor may implement, including amendments made 
to the above mentioned policies, procedures and programs from time to time.  
 


2.3.1 Hospital-Acquired Conditions and Wrong Site/Person/Procedure Policy.    
Coventry, Payors, and Provider agree to abide by Coventry's policy on "Hospital-Acquired 
Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP Policy").  The HAC-WSPP 
Policy shall be provided to Provider upon request and may be updated from time to time by 
Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions and Wrong 
Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP 
Policy. 


 
 2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 
 
 2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services or the 
alleged failure to render professional services by Provider, Provider’s Participating Providers, and 
Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance 
through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  
Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state 
law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per 
occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive 
general and/or umbrella liability insurance in appropriate amounts. 
 
 2.6 Claim Submission.   
 


2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for reimbursement 
and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and 
Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of 
Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural 
Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance 
with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit 
bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues 
exist.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of 
discharge and shall not separate bills for covered services for purposes of additional payments under the 
agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which 
case interim billing is required.  Provider understands and agrees that failure to submit claims in 
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accordance with the requirements of this section may result in the denial of such claims.  Provider 
understands and agrees that Provider has one (1) year from the date of service to appeal payment by 
Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made. 


 
2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands and agrees 


that failure to submit bills or claims in accordance with the requirements of this section may result in the 
denial of such claims.   
 
 2.7 Hold Harmless.   
 


 2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by 
Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or 
a Payor denial or reduction of payment for services that are not Medically Necessary or were not 
billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited 
to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, 
charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have 
any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, 
for services rendered under the Agreement.  For purposes of this section, services rendered under 
the Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with Provider.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


 
 2.7.2 Provider further agrees that: (i) this provision shall survive termination of the 
Agreement regardless of the cause giving rise to termination and shall be construed to be for the 
benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement 
now existing or hereafter entered into between Provider and a Member or a person acting on 
Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of the Section shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor 
marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators 
and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Provider understands and agrees that neither Coventry, Payor, nor 
Members shall be required to reimburse Provider for expenses related to providing copies of 
patient records or documents to any local, State or Federal agency or Coventry or Payor: (i) 
pursuant to a request from any local, State or Federal agency (including, without limitation, the 
Centers for Medicare and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to 
administration of Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk 
Management Programs; or (iii) in order to assist Coventry or Payor in making a determination 
regarding whether a service is a Covered Service for which payment is due hereunder; or (iv) for 
any other purpose. 
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 2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s 
normal business hours.  Provider further agrees that it shall release a Member’s medical records 
to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    
In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and 
claims review purposes.     


 
 2.9.3  Record Transfer.  If a Physician leaves a panel of providers, the Physician must 
transfer or otherwise arrange for the maintenance of Members’ records in order that such records 
are accessible to Provider and Coventry.   
 
 2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Provider agrees to comply with all 
applicable State and Federal requirements, laws, rules and regulations, including but not limited to those 
of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State 
agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall 
cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and 
agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules 
and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or 
State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department 
of Health and Human Services and any accrediting organization to conduct periodic site 
evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written 
request, Provider shall provide Coventry or Payor with a copy of the written response to any 
questions or comments posed by the agencies listed in the preceding sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, 
of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial 
decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability 
Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any 
other situation that may materially interfere with Provider's duties and obligations under the Agreement.   
Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, 
Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from 
Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and 
resolution of any such Member complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a 
copy of which will be made available to Provider upon request.  Provider understands and agrees that the 
Drug Formulary may be modified from time to time by Coventry or Payor. 
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2.13 Practice of Medicine. Provider acknowledges that Coventry does not practice medicine 
or exercise control over the methods or professional judgments by which Provider renders medical 
services to Members.  Provider shall be responsible for clinical decisions regarding admission, discharge 
or other medical treatment of Members regardless of receipt by Provider of any recommendations, 
authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any 
other person or entity performing quality improvement or utilization management. Coventry encourages 
Provider to communicate with patients regarding the treatment options available to them, including 
alternative medications, regardless of benefit coverage limitations. 


 
2.14  Labs.  Provider agrees to use only CLIA certified labs for Covered Services that are both 


subject to the CLIA requirements and required by Coventry Companies to be obtained from a CLIA 
certified lab.  Provider also agrees to use best efforts to utilize labs that are Participating Providers with 
Coventry Companies. 


 
2.15 Quality Improvement.  Coventry or Payor shall conduct quality improvement audits and 


evaluations on a periodic basis, in accordance with the requirements of applicable State and Federal laws, 
regulations and reporting requirements. Provider agrees to cooperate with Coventry or Payor in the 
conduct of such reviews and to provide Coventry or Payor with access to the records and other 
information needed by Coventry or Payor to complete such audits and evaluations.  Provider agrees to be 
bound by the policies adopted by and the decisions of Coventry’s or Payor’s Quality Improvement 
Committees. 


 
Provider agrees to cooperate with Coventry or Payor on the reporting of performance measures, including 
but not limited to Healthcare Effectiveness Data and Information Set (HEDIS), measures reported to 
URAC, and measures related to federal or state-specific reporting.  HEDIS measures are standardized 
performance measures developed and maintained by the National Committee for Quality Assurance 
(NCQA), a not-for-profit organization committed to assessing, reporting on and improving the quality of 
care provided by managed care organizations.  Provider agrees to provide medical records to 
Coventry/Payor upon request if the period for which HEDIS information is needed overlaps with the 
period for which the individual is or was enrolled with Coventry/Payor.  Provider agrees to provide this 
information in the format requested by Coventry/Payor, including either copies of medical records, or on-
site access to both paper and electronic records.  Provider agrees to work with Coventry/Payor to identify 
the most efficient means for gathering medical records, including options for remote access to electronic 
medical records and electronic data exchange from the electronic medical record.   
 
Provider agrees that neither Coventry/Payor nor Members shall be required to reimburse provider for 
expenses related to providing copies of patient records i) pursuant to the collection of HEDIS data or the 
administration of a Coventry’s/Payor’s quality improvement, utilization management, or risk management 
programs; ii) pursuant to a request from any local, state or federal agency (including, without limitation, 
CMS) or such agencies’ subcontractors; iii) in order to assist Coventry/Payor in making a determination 
regarding whether a service is a Covered Service for which payment is due hereunder; or iv) any other 
purpose. 


 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Provider’s agreement to perform Covered Services in 
accordance with the Agreement, Provider shall be paid in accordance with the payment terms set 
forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor 
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shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean 
Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within 
thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a 
Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such 
as a self-insured entity. 


 
 3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding 
practices, which includes the use of software to edit claims to ensure appropriate billing and 
coding practices.  Coventry and Payors may require appropriate documentation and coding to 
support payment for Covered Services.  Provider shall have the opportunity to correct any billing 
or coding error within thirty (30) days of denial related to any such claim submission. Coventry 
and Payors may recover payment or retain portions of future payments in the event that Coventry 
or a Payor determines that an individual was not an eligible Member at the time of services, or in 
the event of duplicate payment, overpayment, payment for non-covered services, error in 
payment uncovered as a result of a coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, are equal to one hundred 
percent of the amount required by this Agreement, subject to limitations outlined in the Member 
Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining 
payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any 
claim or fee for health care services relating to or arising under the Agreement. 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 


4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last 
day of the month following the ninety (90) day notice period. In the event that Coventry no longer 
offers a particular Product or is unable to continue to provide access to a particular Product, 
Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior 
written notice to Provider.  Such termination of the Product Attachment will be effective as of the 
last day of the month following the ninety (90) day notice period.  In the event a Product 
Attachment is terminated by Coventry, such termination shall not constitute termination of any 
other Product Attachment, or termination of the Agreement. 


 
 4.3 Termination For Cause. 
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 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Provider and/or a Participating Provider within Provider from providing Covered Services to 
Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or 
Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Provider’s or Participating Provider’s suspension or termination from 
participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Provider’s or Participating 
Provider’s continued provision of services to Members may result in, or is resulting in, 
danger to the health, safety or welfare of Members.  Where the danger results from the 
actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its 
relationship with such staff, contractors, subcontractors upon immediate notice from 
Coventry, at least with respect to Members, and if Provider fails to take such action, 
Coventry may terminate the Agreement upon ten (10) days notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Provider and the 
Participating Provider and opportunity to cure, Provider and/or its Participating Provider 
has not materially complied with the provisions of Coventry’s Provider Manual or 
Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a 
managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue 
to provide Covered Services to Members who are receiving treatment at the time of termination or who 
are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
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 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Provider of such amendment and the effective date of the amendment.   Coventry may make any 
other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior 
to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of 
such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of 
notice of such amendment; provided, however, if Coventry has not received notice of such rejection 
within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment.  
 
 5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor 
and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith 
efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is 
unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of 
the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to 
binding arbitration in accordance with the commercial rules of the American Health Lawyers Association 
or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Provider procedures, such as, for example, utilization 
management or quality improvement plan (but not including credentialing procedures), the procedures set 
forth in that plan must be fully exhausted before any right to arbitration under this Section may be 
invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other 
equitable relief in court in connection with the enforcement of those sections of the Agreement that permit 
actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute 
arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found 
in a court of law.  This Section shall survive termination of the Agreement. 
 
 5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including but not limited to medical 
records, in accordance with all State and Federal laws, including regulations promulgated under the 
Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any 
vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also 
maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either 
Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and 
service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service 
marks in advertising or promotional materials or otherwise, without the prior written consent of that Party 
and shall cease any such usage immediately upon written notice of the Party or on termination of the 
Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of 
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Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry 
or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the 
foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is 
no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or 
hospital employees from freely communicating with patients regarding: (i) medically necessary and 
appropriate care with or on behalf of a Member, including information regarding the nature of treatment, 
risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, 
regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting 
with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the 
decision of Coventry or Payor to deny payment for a health care service.  In the event that either party 
violates its duties under this provision, the other party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party 
hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Provider, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
 5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or 
any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be 
interpreted to be between Provider and whichever Payor is a party to the Member Contract under which 
the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 


5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision.   
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COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Provider may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Provider regarding a Member’s benefit plan or Covered Services, Coventry or a 
Payor shall use information given by Provider to make preliminary benefit decisions.  Coventry 
and Payors shall retain the right and sole responsibility to determine whether a service is a 
Covered Service.   


2011 All Products Provider   14 of 27 
Coventry Data Classification:  Confidential 







NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  Subject to the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Provider is 
included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.   


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  The Payor issued identification card for the enhanced savings program will include the 
First Health logo. 


 
8. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment.   
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WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Workers Compensation Program Product includes network access and other 
services to workers compensation insurance carriers, employer groups, third party administrators 
and other entities and corporations for work related injury or illness and subject to state workers 
compensation regulations as required. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day per 
week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.    


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    
Provider agrees to use best efforts to comply with protocols communicated to Provider by 
Coventry or Payor, including, but not limited to, the guidelines of the American College of 
Occupational and Environmental Medicine (ACOEM), the Official Disability Guidelines (ODG), 
return to work guidelines, and AMA or applicable state or federal guidelines for evaluating 
permanent impairment when assigning disability and/or impairment ratings for Members.   
 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Provider has entered into pursuant to 
this Agreement. 


 
7. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment.   
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto insurance carriers, third party administrators and other entities 
and corporations for Member injuries resulting from auto accidents for which coverage is 
provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.     


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment.   
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
6. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
7. Provider Obligations. 
 


 7.1  Provision of Covered Services.  Provider agrees to provide to Medicare 
Advantage Members the health care services for which Provider is licensed and customarily 
provides in accordance with accepted medical and surgical standards in the community.  Provider 
shall make Covered Services available and accessible to Medicare Advantage Members, 
including telephone access to Provider, on a twenty-four (24) hours, seven (7) days per week 
basis. 
 
 7.2  Federal Fund Obligations.  Provider understands and agrees that payments 
received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant to MA 
Plan’s contract with CMS are Federal funds.  As a result, Provider, by entering into this 
Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
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Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 7.3 Hold Harmless.  Provider agrees that in no event, including, but not limited to, 
nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration 
or reimbursement from, or have any recourse against a Medicare Advantage Member or persons 
other than MA Plan acting on their behalf, for services rendered under the Agreement or this 
Product Attachment.  For purposes of this section, services rendered under the Agreement or this 
Product Attachment include those health care services delivered to Medicare Advantage 
Members by any and all health care professionals employed by or independently contracted with 
the Provider.  This section shall not prohibit collection of copayments, coinsurance, or 
deductibles in accordance with the Medicare Advantage Member’s Member Contract. 
 
Provider further agrees that:  (i) this provision shall survive termination of the Agreement and/or 
this Product Attachment, regardless of the cause giving rise to termination and shall be construed 
to be for the benefit of the Medicare Advantage Member; and (ii) this provision supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and a 
Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 7.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Provider shall continue to provide Covered 
Services to Medicare Advantage Members who are hospitalized through the later of: (a) the date 
for which premiums were paid, or (b) through the date of discharge.  Provider is prohibited by 
law from billing Medicare Advantage Members for such Covered Services.  This provision shall 
survive the termination of this Agreement or Product Attachment, regardless of the reason for 
termination, including the insolvency of MA Plan, and shall supersede any oral or written 
agreement between Provider and a Medicare Advantage Member. 
 


7.5 Policies, Programs & Procedures.  Provider agrees to comply with MA Plan’s 
policies and procedures (which MA Plan shall provide to Provider upon request) which 
operationalize many of the requirements of the Agreement, this Product Attachment, and the 
Medicare Advantage program. Provider agrees to comply with MA Plan’s quality improvement, 
administrative processes and procedures, utilization review, peer review, grievance procedures, 
credentialing and recredentialing procedures, and any other policies the MA Plan may implement, 
including amendments made to the above mentioned policies, procedures and programs from 
time to time.  In the event that a MA Plan policy or procedure conflicts with a provision in the 
Agreement, then the language in the Agreement (including all amendments, exhibits, and 
attachments thereto) shall govern. 


 
 7.6 Maintenance of Records.  Provider shall preserve records applicable to Medicare 
Advantage Members or to MA Plan’s participation in the Medicare Advantage Program, for the 
longer of: (i) the period of time required by State and Federal law, including the period required 
by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) years from the 
date this Agreement ends or from the date of completion of any audit, whichever is longer, or 
longer if so required by CMS. 
 
 7.7 Audit of Records.  Provider shall provide access to, permit audit of, and provide 
copies of records and other information to the U.S. Department of Justice, the Secretary of the 
U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 


2011 All Products Provider   19 of 27 
Coventry Data Classification:  Confidential 







government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Provider’s place 
of business or at some other mutually agreeable location.  
 
 7.8 Subcontractors.  Provider shall require all of its subcontractors, if any, to comply 
with all applicable Medicare laws, regulations and CMS instructions. 
 


 7.8.1 Provider shall include in Provider’s contracts with subcontractors all of 
the contractual and legal obligations required by MA Plan or the laws, regulations, rules 
and directions of CMS. To the extent CMS requires additional provisions to be included 
in such subcontracts, Provider shall amend its contracts accordingly. 
 
 7.8.2 Provider shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy 
and confidentiality of all financial terms of the Agreement. 
 
 7.8.3 If Provider arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above. 
 


 7.9 Contracts with Excluded Entities.  Provider shall not employ or contract for the 
provision of health care, utilization review, medical social work or administrative services with 
any individual excluded from participation in Medicare under Section 1128 or 1128A of the 
Social Security Act.  Provider hereby certifies that no such excluded person currently is employed 
by or under contract with Provider or with any “downstream” entity with which Provider 
contracts relating to the provision of these services to MA Plan Members. 
 
 7.10  Submission of Encounter Data.  Provider hereby acknowledges that MA Plan is 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Provider and a Medicare Advantage Member.  Provider agrees to cooperate with MA Plan and to 
provide MA Plan with all such information in such form and manner as requested by MA Plan. 
 
 7.11  Certification of Data.  Provider recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Provider and its subcontractors, if 
any, hereby certify that any such data submitted to MA Plan will be accurate, complete and 
truthful.  Upon request, Provider shall make such certification in the form and manner prescribed 
by MA Plan. 
 
 7.12  Medicare Advantage Member Complaints.  Provider agrees to cooperate with 
MA Plan in resolving any MA Plan Member complaints related to the provision of Covered 
Services.  MA Plan will notify Provider as necessary concerning all Medicare Advantage 
Member complaints involving Provider.  Provider shall, in accordance with the Provider’s regular 
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procedures, investigate such complaints and respond to MA Plan in the required time.  Provider 
shall use best efforts to resolve complaints in a fair and equitable manner.   
 
 7.13  Hold Harmless for Dual Eligible Enrollees.  As required by CMS, effective 
January 1, 2010 Provider shall look solely to Plan or the appropriate State source for payment of 
Covered Services furnished to Medicare Members who are eligible for both Medicare and 
Medicaid.  Provider shall not seek to collect payment from the dual eligible member for any 
portion of the Medicare Part A and Part B Copayment/Coinsurance and Deductible when the 
applicable State program is responsible for paying such amounts.  Provider shall not seek to 
collect any Copayment/Coinsurance and Deductible that exceeds the amount of 
Copayment/Coinsurance and Deductible that would be permitted to be paid by the individual 
under Title XIX (Medicaid) if the individual were not enrolled in the plan.  Provider shall be 
responsible for determining the appropriate amount, if any, of Copayment/Coinsurance and 
Deductible that may be collected from the Medicare Member.  With respect to any amount that 
the Provider is prohibited from collecting from the member, Provider shall either (i) accept 
payment from the Plan as payment in full or (ii) bill the appropriate State source for any 
remaining amount.  Plan will assist Provider in locating information about Medicare and 
Medicaid benefits and rules for members eligible for Medicare and Medicaid.   


 
8. MA Plan Obligations. 
 


 8.1 Fee Schedule.  MA Plan shall arrange for Provider to be compensated for health 
care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 8.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Provider for Covered Services provided to MA Plan 
Members within thirty (30) calendar days of receipt.  For purposes of this Product Attachment, 
the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA Plan shall pay 
interest on clean claims that are not paid within thirty (30) calendar days of receipt in accordance 
with 42 CFR 422.520(a)(2).  
 


9. General Provisions 
 


 9.1 Accountability and Delegation.  To the extent that Provider has been delegated 
any activities or functions which are the responsibility of the MA Plan, Provider shall submit 
periodic and other reports as reasonably required by MA Plan, and MA Plan shall at all times 
retain the right to monitor Provider’s performance thereof through its quality assurance and 
improvement programs.  MA Plan reserves the right to revoke such delegation in the event that 
either MA Plan or CMS determines that such activities or functions have not been performed in a 
satisfactory manner. 
 
 9.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 9.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules and regulations, including but not 
limited to, those of CMS, or of any other Federal agencies applicable to the Medicare Advantage 
Program. To the extent applicable, Provider shall comply with the obligations in the contract 
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between CMS and MA Plan governing MA Plan’s participation in the Medicare Advantage 
Program. Any provision required to be in this Agreement by the rules and regulations governing 
the Medicare Advantage Program shall bind the parties whether or not specifically included in 
this Agreement. 
 
 9.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Provider on the Execution Sheet of this Agreement, Provider shall be compensated by the Payor 
for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge” shall mean the amount billed by Provider for a Covered Service 


which is subject to payment pursuant to the Agreement. 
 


G. “Mandated Amount” shall mean the payment amount as determined by Payor and/or 
Coventry in accordance with applicable state or federal law or regulation pertaining to 
payment for a Covered Service.  It is important to note that associated compensation 
provisions as noted in Sections II.A, II.B, Section III.A and IV.A shall apply whether such 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Provider shall be reimbursed for Covered Services for Commercial Products in accordance 
with the following “Commercial Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 75% of   2007 CMS Rate 
 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Provider shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Provider’s acquisition cost for any Unvalued Service/Supply.   In no case, for 
any service billed by the Provider, shall compensation exceed the Provider’s 
Eligible Billed Charge or the Mandated Amount, whichever is less.   


 
 
 
 


B. Compensation for Network Access Product 
 


Provider shall be reimbursed for Covered Services for Network Access Products in 
accordance with the following “Network Access Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 


100% of  2007 CMS Rate 
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Anesthesia Services 
CPTs 00100-01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide., including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Provider shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Provider’s acquisition cost for any Unvalued Service/Supply.   In no case, for 
any service billed by the Provider, shall compensation exceed the Provider’s 
Eligible Billed Charge or the Mandated Amount, whichever is less.   


 
 


C. Availability of Contract Allowable Information: 
 


Provider may at any time request that Coventry furnish Provider information related to the 
then current contract allowable amounts for specific services as outlined above.  Such 
information will include a sample fee schedule reflecting the current fee schedule values for 
Provider’s commonly billed or requested codes.  Such information will include, if 
requested, current fee schedule values for drugs and immunizations. 


 
 
 
 
Section III. WORKERS COMPENSATION PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of III(A) (ii) or (iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge  


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
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i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of III(B) (ii) or (iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
under the NRUC methodology, this subsection III(B)(ii) shall not apply and 
Provider’s compensation shall be the amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
 
 
Section IV. AUTOMOBILE MANAGED CARE PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of IV(A) (ii) or (iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge 


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of IV(B) (ii) or (iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
under the NRUC methodology, this subsection IV(B)(ii) shall not apply and 
Provider’s compensation shall be the amount set forth in IV(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 
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Section V.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section V(A)(ii), Provider will be reimbursed 
for Covered Services the lesser of:  


 
i)  Provider’s Eligible Billed Charges; or  
 
ii)  One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance 
or Medicare Advantage Plan deductible  


 
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Provider under this Section V exceed amounts prescribed by Federal law. 
 







 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 


 







2012 Version 4-Physician/Provider Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Provider agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Provider”) and Coventry Health and Life Insurance 
Company (“Coventry”), on behalf of all affiliate companies of Coventry including, but not limited to, 
First Health Life and Health Insurance Company, First Health Group Corp., and Coventry Health Care 
Workers Compensation, Inc. (individually a “Coventry Company” collectively “Coventry 
Companies”) agree to be bound by this Agreement.  The “Effective Date” of this Agreement is 
__________________, 20__. 
 
PROVIDER COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _________________________ 


Title: ______________________________  Title:_______________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  ___1140 Town Center Drive, Suite 190_______  


____________________________________  ___Las Vegas, NV 89144_______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the 
applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 
 


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.4.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.4.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.4.5 Consistent with the diagnosis of the condition at issue; required for reasons other 


than the comfort or convenience of the Member or Member’s physician; and 
 


1.4.6 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.5 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
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1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union Member, or other entity which sets forth the terms of the 
health benefit program. 
 


1.7 Participating Provider.  A health care provider, including, but not limited to, a 
physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Provider 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.8  Payor.  An entity authorized by Coventry or a Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members.  
 


1.9 Product.   Any health care benefit program, in which Provider agrees to participate under 
this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments.  


  
1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
2. PROVIDER OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Provider shall provide Covered Services to Members of Products set forth in the 
Member Contract that are generally provided by Provider and for which the Participating 
Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall 
be delivered in a prompt manner, consistent with professional, clinical and ethical standards and 
in the same manner as provided to Provider’s other patients.  Provider shall accept Members as 
new patients on the same basis as Provider is accepting non-Members as new patients.  Provider 
shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, 
sexual preference, national origin, health status, use of Covered Services, income level, or on the 
basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid 
beneficiary. 


 
 2.1.2 Provider shall make Covered Services available and accessible to Members, 
including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  
Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider 
may arrange for a physician who is a Participating Provider to furnish coverage on Provider’s 
behalf (a “Covering Physician”) so long as Provider retains primary responsibility for Members’ 
care. 


 
 2.1.3 For services rendered by any Covering Physician on behalf of Provider, including 
Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with 
the Covering Physician regarding the manner in which said Covering Physician will be 
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reimbursed or otherwise compensated; provided, however, that Provider shall assure that the 
Covering Physician will not, under any circumstances, bill a Member for Covered Services 
(except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and 
hold harmless Members and Coventry or Payor against charges for Covered Services rendered by 
Covering Physicians. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer 
Members to Participating Providers.  Provider shall only admit a Member for inpatient care and 
shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s 
Medical Director or Medical Director’s designee, in accordance with the applicable Member 
Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Provider as 
participating or non-participating in any new product or current Product.  Provider may reject 
Coventry’s or Payor’s designation of Provider as participating or non-participating in such new 
product within thirty (30) days of Coventry’s notice of such designation; provided, however, if 
Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s 
silence shall constitute acceptance of such designation.  To the extent that the specific terms for 
the provision of Covered Services in new products are not included herein, they shall be agreed to 
by the parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Provider. 


 
2.1.6 Provider understands and agrees that Provider’s participation in a current Product 


or new product does not mean that Provider shall be permitted to participate in each and every 
current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors 
may select only certain Participating Providers to take part in: (i) the provider delivery network 
for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product 
benefit plan(s), or (iii) a current Product or (iv) new product. 


 
2.1.7 Provider Credentialing Requirements.  All Participating Providers in the Provider 


must meet Coventry and Payor’s credentialing standards and must be approved in writing by 
Coventry prior to providing any Covered Services to Members.   


 
2.1.8  Restriction, Suspension or Termination of Participating Providers.  Provider 


acknowledges and agrees that Provider and/or any Participating Provider within Provider shall 
immediately be restricted, suspended or terminated from providing services to Members in the 
following circumstances: (i) failure to meet the licensing/certification requirements or other 
professional standards required by this Agreement; or (ii) Coventry’s determination that there are 
serious deficiencies in the professional competence, conduct or quality of care which affects or 
could adversely affect the health or safety of Members.  Provider shall immediately notify 
Coventry if Provider or any Participating Provider ceases to meet the licensing/certification 
requirements or other professional standards described in this Agreement. 


 
 


2.1.9  Changes in Capacity of Provider.  Provider shall provide at least ninety (90) 
calendar days written notice to Coventry of any significant changes in the capacity of Provider to 
provide services or that would prevent Provider from accepting additional Members.  A 
significant change in capacity includes, but is not limited to, the following circumstances: (i) 
inability of Provider or its Participating Providers to properly treat additional Members or its 
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existing Members for any reason; or (ii) closure of any office of Provider, (iii) the removal of any 
Participating Provider from Provider. 


 
 2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered 
Services in conformity with generally accepted medical and surgical practices in effect at the time of 
service.  Provider also agrees to implement peer review and credentialing of physicians, nurse 
practitioners, physician assistants and other ancillary personnel who provide Covered Services to 
Members on behalf of Provider. 
 
 2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, 
Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced 
in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, 
peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit 
procedures, and any other policies that Coventry or Payor may implement, including amendments made 
to the above mentioned policies, procedures and programs from time to time.  
 


2.3.1 Hospital-Acquired Conditions and Wrong Site/Person/Procedure Policy.    
Coventry, Payors, and Provider agree to abide by Coventry's policy on "Hospital-Acquired 
Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP Policy").  The HAC-WSPP 
Policy shall be provided to Provider upon request and may be updated from time to time by 
Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions and Wrong 
Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP 
Policy. 


 
 2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 
 
 2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services or the 
alleged failure to render professional services by Provider, Provider’s Participating Providers, and 
Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance 
through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  
Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state 
law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per 
occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive 
general and/or umbrella liability insurance in appropriate amounts. 
 
 2.6 Claim Submission.   
 


2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for 
reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or 
Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, 
current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved 
successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry 
approved successor revision) coding in accordance with the then current Medicare guidelines, 
whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty 
(120) days of the date of discharge unless coordination of benefit issues exist.  Provider may not 
bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not 
separate bills for covered services for purposes of additional payments under the agreement, 
except when hospitalizations of member are greater than or equal to sixty (60) days, in which 
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case interim billing is required.  Provider understands and agrees that failure to submit claims in 
accordance with the requirements of this section may result in the denial of such claims.  Provider 
understands and agrees that Provider has one (1) year from the date of service to appeal payment 
by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be 
made. 


 
The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
and requirements related thereto affects reimbursement under this Agreement, the parties shall 
adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
codes and combinations as compared to overall reimbursement under ICD-9 coding. 


 
 
2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands 


and agrees that failure to submit bills or claims in accordance with the requirements of this 
section may result in the denial of such claims.   


 
 2.7 Hold Harmless.   
 


 2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by 
Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or 
a Payor denial or reduction of payment for services that are Medically Necessary or were not 
billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited 
to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, 
charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have 
any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, 
for services rendered under the Agreement.  For purposes of this section, services rendered under 
the Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with Provider.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


 
 2.7.2 Provider further agrees that: (i) this provision shall survive termination of the 
Agreement regardless of the cause giving rise to termination and shall be construed to be for the 
benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement 
now existing or hereafter entered into between Provider and a Member or a person acting on 
Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of the Section shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor 
marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators 
and employer groups. 
 
 2.9 Access to and Copying of Records.   
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 2.9.1 Copies.  Except as required by applicable state or federal law, Provider 
understands and agrees that neither Coventry, Payor, nor Members shall be required to reimburse 
Provider for expenses related to providing copies of patient records or documents to any local, 
State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State or 
Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) or 
such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality 
Improvement, Utilization Review, and Risk Management Programs; or (iii) in order to assist 
Coventry or Payor in making a determination regarding whether a service is a Covered Service 
for which payment is due hereunder; or (iv) for any other purpose. 


 
 2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s 
normal business hours.  Provider further agrees that it shall release a Member’s medical records 
to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    
In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and 
claims review purposes.     


 
 2.9.3  Record Transfer.  If a Physician leaves a panel of providers, the Physician must 
transfer or otherwise arrange for the maintenance of Members’ records in order that such records 
are accessible to Provider and Coventry.   
 
 2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Provider agrees to comply with all 
applicable State and Federal requirements, laws, rules and regulations, including but not limited to those 
of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State 
agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall 
cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and 
agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules 
and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or 
State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department 
of Health and Human Services and any accrediting organization to conduct periodic site 
evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written 
request, Provider shall provide Coventry or Payor with a copy of the written response to any 
questions or comments posed by the agencies listed in the preceding sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, 
of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial 
decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability 
Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any 
other situation that may materially interfere with Provider's duties and obligations under the Agreement.   
Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, 
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Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from 
Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and 
resolution of any such Member complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a 
copy of which will be made available to Provider upon request.  Provider understands and agrees that the 
Drug Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Provider acknowledges that Coventry does not practice medicine 
or exercise control over the methods or professional judgments by which Provider renders medical 
services to Members.  Provider shall be responsible for clinical decisions regarding admission, discharge 
or other medical treatment of Members regardless of receipt by Provider of any recommendations, 
authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any 
other person or entity performing quality improvement or utilization management. Coventry encourages 
Provider to communicate with patients regarding the treatment options available to them, including 
alternative medications, regardless of benefit coverage limitations. 


 
2.14  Labs.  Provider agrees to use only CLIA certified labs for Covered Services that are both 


subject to the CLIA requirements and required by Coventry Companies to be obtained from a CLIA 
certified lab.  Provider also agrees to use best efforts to utilize labs that are Participating Providers with 
Coventry Companies. 


 
2.15 Quality Improvement.  Coventry or Payor shall conduct quality improvement audits and 


evaluations on a periodic basis, in accordance with the requirements of applicable State and Federal laws, 
regulations and reporting requirements. Provider agrees to cooperate with Coventry or Payor in the 
conduct of such reviews and to provide Coventry or Payor with access to the records and other 
information needed by Coventry or Payor to complete such audits and evaluations.  Provider agrees to be 
bound by the policies adopted by and the decisions of Coventry’s or Payor’s Quality Improvement 
Committees. 


 
Provider agrees to cooperate with Coventry or Payor on the reporting of performance measures, including 
but not limited to Healthcare Effectiveness Data and Information Set (HEDIS), measures reported to 
URAC, and measures related to federal or state-specific reporting.  HEDIS measures are standardized 
performance measures developed and maintained by the National Committee for Quality Assurance 
(NCQA), a not-for-profit organization committed to assessing, reporting on and improving the quality of 
care provided by managed care organizations.  Provider agrees to provide medical records to 
Coventry/Payor upon request if the period for which HEDIS information is needed overlaps with the 
period for which the individual is or was enrolled with Coventry/Payor.  Provider agrees to provide this 
information in the format requested by Coventry/Payor, including either copies of medical records, or on-
site access to both paper and electronic records.  Provider agrees to work with Coventry/Payor to identify 
the most efficient means for gathering medical records, including options for remote access to electronic 
medical records and electronic data exchange from the electronic medical record.   
 
Provider agrees that neither Coventry/Payor nor Members shall be required to reimburse provider for 
expenses related to providing copies of patient records i) pursuant to the collection of HEDIS data or the 
administration of a Coventry’s/Payor’s quality improvement, utilization management, or risk management 
programs; ii) pursuant to a request from any local, state or federal agency (including, without limitation, 
CMS) or such agencies’ subcontractors; iii) in order to assist Coventry/Payor in making a determination 
regarding whether a service is a Covered Service for which payment is due hereunder; or iv) any other 
purpose. 
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2.16  Medical Management.  Physician agrees to collaborate with, participate in or otherwise 
facilitate Coventry Medical Management programs, including direct access to Members and their records 
by Coventry care management staff.   
 


 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Provider’s agreement to perform Covered Services in 
accordance with the Agreement, Provider shall be paid in accordance with the payment terms set 
forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor 
shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean 
Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within 
thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a 
Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such 
as a self-insured entity. 


 
 3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding 
practices, which includes the use of software to edit claims to ensure appropriate billing and 
coding practices.  Coventry and Payors may require appropriate documentation and coding to 
support payment for Covered Services.  Provider shall have the opportunity to correct any billing 
or coding error within thirty (30) days of denial related to any such claim submission. Coventry 
and Payors may recover payment or retain portions of future payments in the event that Coventry 
or a Payor determines that an individual was not an eligible Member at the time of services, or in 
the event of duplicate payment, overpayment, payment for non-covered services, error in 
payment uncovered as a result of a coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, are equal to one hundred 
percent of the amount required by this Agreement, subject to limitations outlined in the Member 
Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining 
payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any 
claim or fee for health care services relating to or arising under the Agreement. 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
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4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last 
day of the month following the ninety (90) day notice period. In the event that Coventry no longer 
offers a particular Product or is unable to continue to provide access to a particular Product, 
Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior 
written notice to Provider.  Such termination of the Product Attachment will be effective as of the 
last day of the month following the ninety (90) day notice period.  In the event a Product 
Attachment is terminated by Coventry, such termination shall not constitute termination of any 
other Product Attachment, or termination of the Agreement. 


 
 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Provider and/or a Participating Provider within Provider from providing Covered Services to 
Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or 
Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Provider’s or Participating Provider’s suspension or termination from 
participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Provider’s or Participating 
Provider’s continued provision of services to Members may result in, or is resulting in, 
danger to the health, safety or welfare of Members.  Where the danger results from the 
actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its 
relationship with such staff, contractors, subcontractors upon immediate notice from 
Coventry, at least with respect to Members, and if Provider fails to take such action, 
Coventry may terminate the Agreement upon ten (10) days notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Provider and the 
Participating Provider and opportunity to cure, Provider and/or its Participating Provider 
has not materially complied with the provisions of Coventry’s Provider Manual or 
Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a 
managed care environment. 
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 4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue 
to provide Covered Services to Members who are receiving treatment at the time of termination or who 
are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Provider of such amendment and the effective date of the amendment.   Coventry may make any 
other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior 
to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of 
such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of 
notice of such amendment; provided, however, if Coventry has not received notice of such rejection 
within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment.  
 
 5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor 
and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith 
efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is 
unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of 
the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to 
binding arbitration in accordance with the commercial rules of the American Health Lawyers Association 
or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Provider procedures, such as, for example, utilization 
management or quality improvement plan (but not including credentialing procedures), the procedures set 
forth in that plan must be fully exhausted before any right to arbitration under this Section may be 
invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other 
equitable relief in court in connection with the enforcement of those sections of the Agreement that permit 
actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute 
arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found 
in a court of law.  This Section shall survive termination of the Agreement. 
 
 5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including but not limited to medical 
records, in accordance with all State and Federal laws, including regulations promulgated under the 
Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any 
vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also 
maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either 
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Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and 
service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service 
marks in advertising or promotional materials or otherwise, without the prior written consent of that Party 
and shall cease any such usage immediately upon written notice of the Party or on termination of the 
Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of 
Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry 
or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the 
foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is 
no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or 
hospital employees from freely communicating with patients regarding: (i) medically necessary and 
appropriate care with or on behalf of a Member, including information regarding the nature of treatment, 
risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, 
regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting 
with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the 
decision of Coventry or Payor to deny payment for a health care service.  In the event that either party 
violates its duties under this provision, the other party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party 
hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Provider, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
 5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or 
any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be 
interpreted to be between Provider and whichever Payor is a party to the Member Contract under which 
the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
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 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 


5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision.   
 
 


[THE REMAINDER OF THIS PAGE IS LEFT INTENTIONALLY BLANK.] 
 







COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6.   Effect of Termination.  In the event this Product Attachment is terminated, such termination 
 shall not constitute termination of any other Product Attachment Provider has entered into 
 pursuant to this Agreement. 
 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Provider may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Provider regarding a Member’s benefit plan or Covered Services, Coventry or a 
Payor shall use information given by Provider to make preliminary benefit decisions.  Coventry 
and Payors shall retain the right and sole responsibility to determine whether a service is a 
Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  Subject to the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Provider is 
included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.   


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  The Payor issued identification card for the enhanced savings program will include the 
First Health logo. 


 
8. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment.   


 
 
 
 
 


2012 All Products Provider   15 of 28 
Coventry Data Classification:  Confidential 







WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Workers Compensation Program Product includes network access and other 


services to workers compensation Payors for work related injury or illness. 
 


From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with Section 2.6. 
 
3. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day per 
week basis. 


 
4. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.    


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    
Provider agrees to use best efforts to comply with protocols communicated to Provider by 
Coventry or Payor, including, but not limited to, the guidelines of the American College of 
Occupational and Environmental Medicine (ACOEM), the Official Disability Guidelines (ODG), 
return to work guidelines, and AMA or applicable state or federal guidelines for evaluating 
permanent impairment when assigning disability and/or impairment ratings for Members.   
 


6. Identification.  Coventry and Payors will not be required to provide an identification card or 
other indicator of a Member’s participating status in a Product. 


 
7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
8. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Provider has entered into pursuant to 
this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment.   


 
10. Participation.  Notwithstanding anything to the contrary in this Agreement, Provider agrees that 


certain providers including but not limited to pediatricians, neonatologists, and gynecologists that 
are employees or contractors of Physician shall not be considered Participating Providers under 
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this Workers Compensation Product Attachment.  Any services rendered by such providers shall 
constitute non-Covered Services under this Agreement. 


 
 







AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto Payors for Member injuries resulting from auto accidents for 
which coverage is provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with Section 2.6. 
 
3. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
4. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.     


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
6. Identification.  Coventry and Payors will not be required to provide an identification card or 


other indicator of a Member’s participating status in a Product. 
 


7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Provider shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
8. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment.   
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 
 


Coventry shall not pay any amounts beyond the amounts set forth in Exhibit A, including but not 
limited to any incentive payments that may be payable under traditional Medicare, except as 
expressly required by this Agreement or applicable law. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
8 Provider Obligations. 
 


 8.1  Provision of Covered Services.  Provider agrees to provide to Medicare 
Advantage Members the health care services for which Provider is licensed and customarily 
provides in accordance with accepted medical and surgical standards in the community.  Provider 
shall make Covered Services available and accessible to Medicare Advantage Members, 
including telephone access to Provider, on a twenty-four (24) hours, seven (7) days per week 
basis. 
 
 8.2  Federal Fund Obligations.  Provider understands and agrees that payments 
received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant to MA 
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Plan’s contract with CMS are Federal funds.  As a result, Provider, by entering into this 
Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 8.3 Hold Harmless.  Provider agrees that in no event, including, but not limited to, 
nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration 
or reimbursement from, or have any recourse against a Medicare Advantage Member or persons 
other than MA Plan acting on their behalf, for services rendered under the Agreement or this 
Product Attachment.  For purposes of this section, services rendered under the Agreement or this 
Product Attachment include those health care services delivered to Medicare Advantage 
Members by any and all health care professionals employed by or independently contracted with 
the Provider.  This section shall not prohibit collection of copayments, coinsurance, or 
deductibles in accordance with the Medicare Advantage Member’s Member Contract. 
 
Provider further agrees that:  (i) this provision shall survive termination of the Agreement and/or 
this Product Attachment, regardless of the cause giving rise to termination and shall be construed 
to be for the benefit of the Medicare Advantage Member; and (ii) this provision supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and a 
Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 8.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Provider shall continue to provide Covered 
Services to Medicare Advantage Members who are hospitalized through the later of: (a) the date 
for which premiums were paid, or (b) through the date of discharge.  Provider is prohibited by 
law from billing Medicare Advantage Members for such Covered Services.  This provision shall 
survive the termination of this Agreement or Product Attachment, regardless of the reason for 
termination, including the insolvency of MA Plan, and shall supersede any oral or written 
agreement between Provider and a Medicare Advantage Member. 
 


8.5 Policies, Programs & Procedures.  Provider agrees to comply with MA Plan’s 
policies and procedures (which MA Plan shall provide to Provider upon request) which 
operationalize many of the requirements of the Agreement, this Product Attachment, and the 
Medicare Advantage program. Provider agrees to comply with MA Plan’s quality improvement, 
administrative processes and procedures, utilization review, peer review, grievance procedures, 
credentialing and recredentialing procedures, and any other policies the MA Plan may implement, 
including amendments made to the above mentioned policies, procedures and programs from 
time to time.  In the event that a MA Plan policy or procedure conflicts with a provision in the 
Agreement, then the language in the Agreement (including all amendments, exhibits, and 
attachments thereto) shall govern. 


 
 8.6 Maintenance of Records.  Provider shall preserve records applicable to Medicare 
Advantage Members or to MA Plan’s participation in the Medicare Advantage Program, for the 
longer of: (i) the period of time required by State and Federal law, including the period required 
by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) years from the 
date this Agreement ends or from the date of completion of any audit, whichever is longer, or 
longer if so required by CMS. 
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 8.7 Audit of Records.  Provider shall provide access to, permit audit of, and provide 
copies of records and other information to the U.S. Department of Justice, the Secretary of the 
U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Provider’s place 
of business or at some other mutually agreeable location.  
 
 8.8 Subcontractors.  Provider shall require all of its subcontractors, if any, to comply 
with all applicable Medicare laws, regulations and CMS instructions. 
 


 8.8.1 Provider shall include in Provider’s contracts with subcontractors all of 
the contractual and legal obligations required by MA Plan or the laws, regulations, rules 
and directions of CMS, including, without limitation, that any delegated services or 
activities to be performed by subcontractor shall be consistent and comply with the 
obligations in the contract between CMS and MA Plan governing Plan’s participation in 
the Medicare Advantage Program. To the extent CMS requires additional provisions to 
be included in such subcontracts, Provider shall amend its contracts accordingly. 
 
 8.8.2 Provider shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy 
and confidentiality of all financial terms of the Agreement. 
 
 8.8.3 If Provider arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above.  In the event that MA Plan delegates to 
Provider a selection of providers, MA Plan retains the right to approve, suspend or 
terminate such delegation.  If MA Plan delegates the selection of providers, MA Plan will 
either review the credentials of medical professionals affiliated with Provider or MA Plan 
will review, approve, and audit on an ongoing basis Provider’s credentialing process. 


 
 


 8.9 Contracts with Excluded Entities.  Provider shall not employ or contract for the 
provision of health care, utilization review, medical social work or administrative services with 
any individual excluded from participation in Medicare under Section 1128 or 1128A of the 
Social Security Act.  Provider hereby certifies that no such excluded person currently is employed 
by or under contract with Provider or with any “downstream” entity with which Provider 
contracts relating to the provision of these services to MA Plan Members. 
 
 8.10  Submission of Encounter Data.  Provider hereby acknowledges that MA Plan is 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Provider and a Medicare Advantage Member.  Provider agrees to cooperate with MA Plan and to 
provide MA Plan with all such information in such form and manner as requested by MA Plan. 
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 8.11  Certification of Data.  Provider recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Provider and its subcontractors, if 
any, hereby certify that any such data submitted to MA Plan will be accurate, complete and 
truthful.  Upon request, Provider shall make such certification in the form and manner prescribed 
by MA Plan. 
 
 8.12  Medicare Advantage Member Complaints.  Provider agrees to cooperate with 
MA Plan in resolving any MA Plan Member complaints related to the provision of Covered 
Services.  MA Plan will notify Provider as necessary concerning all Medicare Advantage 
Member complaints involving Provider.  Provider shall, in accordance with the Provider’s regular 
procedures, investigate such complaints and respond to MA Plan in the required time.  Provider 
shall use best efforts to resolve complaints in a fair and equitable manner.   
 
 8.13  Hold Harmless for Dual Eligible Enrollees.  As required by CMS, effective 
January 1, 2010 Provider shall look solely to Plan or the appropriate State source for payment of 
Covered Services furnished to Medicare Members who are eligible for both Medicare and 
Medicaid.  Provider shall not seek to collect payment from the dual eligible member for any 
portion of the Medicare Part A and Part B Copayment/Coinsurance and Deductible when the 
applicable State program is responsible for paying such amounts.  Provider shall not seek to 
collect any Copayment/Coinsurance and Deductible that exceeds the amount of 
Copayment/Coinsurance and Deductible that would be permitted to be paid by the individual 
under Title XIX (Medicaid) if the individual were not enrolled in the plan.  Provider shall be 
responsible for determining the appropriate amount, if any, of Copayment/Coinsurance and 
Deductible that may be collected from the Medicare Member.  With respect to any amount that 
the Provider is prohibited from collecting from the member, Provider shall either (i) accept 
payment from the Plan as payment in full or (ii) bill the appropriate State source for any 
remaining amount.  Plan will assist Provider in locating information about Medicare and 
Medicaid benefits and rules for members eligible for Medicare and Medicaid.   


 
9. MA Plan Obligations. 
 


 9.1 Fee Schedule.  MA Plan shall arrange for Provider to be compensated for health 
care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Provider for Covered Services provided to MA Plan 
Members within thirty (30) calendar days of receipt.  For purposes of this Product Attachment, 
the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA Plan shall pay 
interest on clean claims that are not paid within thirty (30) calendar days of receipt in accordance 
with 42 CFR 422.520(a)(2).  
 


10. General Provisions 
 


 10.1 Accountability and Delegation.  To the extent that Provider has been delegated 
any activities or functions which are the responsibility of the MA Plan, Provider shall submit 
periodic and other reports as reasonably required by MA Plan, and MA Plan shall monitor on an 
ongoing basis, Provider’s performance thereof through its quality assurance and improvement 
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programs.  MA Plan reserves the right to revoke such delegation in the event that either MA Plan 
or CMS determines that such activities or functions have not been performed in a satisfactory 
manner. 
 
 10.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 10.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules, regulations, and instructions including 
but not limited to, those of CMS, or of any other Federal agencies applicable to the Medicare 
Advantage Program. To the extent applicable, Provider shall comply with the obligations in the 
contract between CMS and MA Plan governing MA Plan’s participation in the Medicare 
Advantage Program. Any provision required to be in this Agreement by the rules and regulations 
governing the Medicare Advantage Program shall bind the parties whether or not specifically 
included in this Agreement. 
 
 10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 
 
 
 10.5  Privacy and Accuracy.  Provider agrees to safeguard beneficiary privacy and 
confidentiality, ensure the accuracy of beneficiary health records and abide by all State and 
Federal privacy and security requirements, including the confidentiality and security provisions 
stated in the Medicare Advantage and Medicare Part D regulations.  This provision applies to all 
first tier, downstream or related entities. 







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Provider on the Execution Sheet of this Agreement, Provider shall be compensated by the Payor 
for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge” shall mean the amount billed by Provider for a Covered Service 


which is subject to payment pursuant to the Agreement. 
 


G. “Mandated Amount” shall mean the payment amount as determined by Payor and/or 
Coventry in accordance with applicable state or federal law or regulation pertaining to 
payment for a Covered Service.  It is important to note that associated compensation 
provisions as noted in Sections II.A, II.B, Section III.A and IV.A shall apply whether such 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Except for Unvalued Service(s)/Supply(ies), Provider shall be reimbursed for Covered 
Services for Commercial Products the lesser of (1) Eligible Billed Charge; or (2) the 
Mandated Amount; or the Contract Allowable set forth in “Commercial Fee Schedule” 
immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 75% of   2007 CMS Rate 
 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Provider shall 
be compensated at the lesser of: (1) 60% of the Eligible Billed Charge not to 
exceed 125% of Provider’s acquisition cost for any Unvalued Service/Supply, 
or (2) the Mandated Amount  


 
 


B. Compensation for Network Access Product 
 


Except for Unvalued Service(s)/Supply(ies), Provider shall be reimbursed for Covered 
Services for Network Access Products the lesser of (1) Eligible Billed Charge; or (2) the 
Mandated Amount; or the Contract Allowable set forth in “Network Access Fee Schedule” 
immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 100% of  2007 CMS Rate 
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CPTs 80000 – 89999 
 
Anesthesia Services 
CPTs 00100-01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide, including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Provider shall 
be compensated at the lesser of: (1) 60% of the Eligible Billed Charge not to 
exceed 125% of Provider’s acquisition cost for any Unvalued Service/Supply, 
or (2) the Mandated Amount 


 
 


C. Availability of Contract Allowable Information: 
 


Provider may at any time request that Coventry furnish Provider information related to the 
then current contract allowable amounts for specific services as outlined above.  Such 
information will include a sample fee schedule reflecting the current fee schedule values for 
Provider’s commonly billed or requested codes.  Such information will include, if 
requested, current fee schedule values for drugs and immunizations. 


 
 
 
Section III. WORKERS COMPENSATION PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of Sections III(A) (ii) 
or (iii) immediately below;  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge  


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
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i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of Sections III(B) (ii) 
or (iii) immediately below; or 


 
ii.  85% of the value of an independent, nationally-recognized entity that maintains 


 and produces a database of health care provider charges (“Independent 
 Database”).  An example of an Independent Database is FAIR Health.  In order 
 to determine the Independent Database in effect, Provider may contact Provider 
 Relations.  The Independent Database value shall be representative of the 
 80th percentile of relative actual charges for a given procedure code in the 
 same or similar geographic region where services were  rendered, unless a 
 different percentile is allowed by applicable state or federal law. If the 
 Covered Service is an Unvalued Service under the Independent  Database 
 methodology, this subsection III(B)(ii) shall not apply and Provider’s 
 compensation shall be the amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
 
Section IV. AUTOMOBILE MANAGED CARE PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of Sections IV(A) (ii) 
or (iii) immediately below;  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge 


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of Sections IV(B) (ii) 
or (iii) immediately below; or 


 
ii.   85% of the value of an independent, nationally-recognized entity that maintains 


and produces a database of health care provider charges (“Independent 
Database”).  An example of an Independent Database is FAIR Health.  In order 
to determine the Independent Database in effect, Provider may contact Provider 
Relations.  The Independent Database value shall be representative of the 80th 
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percentile of relative actual charges for a given procedure code in the same or 
similar geographic region where services were rendered, unless a different 
percentile is allowed by applicable state or federal law.  If the Covered Service is 
an Unvalued Service under the Independent Database methodology, this 
subsection III(B)(ii) shall not apply and Provider’s compensation shall be the 
amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
 
Section V.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section V(A)(ii), Provider will be reimbursed 
for Covered Services the lesser of:  


 
i)  Provider’s Eligible Billed Charges; or  
 
ii)  One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance 
or Medicare Advantage Plan deductible  


 
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Provider under this Section V exceed amounts prescribed by Federal law. 
 
 







2012 Version 5-Physician/Provider Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Provider agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________, on behalf of itself and all persons that provide Covered 
Services billed under this Agreement (“Provider”) and Coventry Health and Life Insurance Company 
(“Coventry”), on behalf of all affiliate companies of Coventry including, but not limited to, First Health 
Life and Health Insurance Company, First Health Group Corp., and Coventry Health Care Workers 
Compensation, Inc. (individually a “Coventry Company” collectively “Coventry Companies”) agree to 
be bound by this Agreement.  The “Effective Date” of this Agreement is __________________, 20__. 
 
PROVIDER COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _Todd D. Trettin___________ 


Title: ______________________________  Title:__CEO_________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  ___1140 Town Center Drive, Suite 190_______  


____________________________________  ___Las Vegas, NV 89144_______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the 
applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.4.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.4.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.4.5 Consistent with the diagnosis of the condition at issue;  
 
1.4.6 required for reasons other than the comfort or convenience of the Member or 


Member’s physician; and 
 


1.4.7 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.5 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
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1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union Member, or other entity which sets forth the terms of the 
health benefit program. 
 


1.7 Participating Provider.  A health care provider, including, but not limited to, a 
physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Provider 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.8  Payor.  An entity  that is authorized by Coventry or a Coventry Company to access one 
or more networks of Participating Providers and who or which is liable for funding or underwriting 
benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members.  
 


1.9 Product.   Any health care benefit program, in which Provider agrees to participate under 
this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments.  


  
1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
 
2. PROVIDER OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Provider shall provide Covered Services to Members of Products set forth in the 
Member Contract that are generally provided by Provider and for which the Participating 
Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall 
be delivered in a prompt manner, consistent with professional, clinical and ethical standards and 
in the same manner as provided to Provider’s other patients.  Provider shall accept Members as 
new patients on the same basis as Provider is accepting non-Members as new patients.  Provider 
shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, 
sexual preference, national origin, health status, use of Covered Services, income level, or on the 
basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid 
beneficiary. 


 
 2.1.2 Provider shall make Covered Services available and accessible to Members, 
including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  
Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider 
may arrange for a physician who is a Participating Provider to furnish coverage on Provider’s 
behalf (a “Covering Physician”) so long as Provider retains primary responsibility for Members’ 
care. 


 
 2.1.3 For services rendered by any Covering Physician on behalf of Provider, including 
Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with 
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the Covering Physician regarding the manner in which said Covering Physician will be 
reimbursed or otherwise compensated; provided, however, that Provider shall assure that the 
Covering Physician will not, under any circumstances, bill a Member for Covered Services 
(except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and 
hold harmless Members and Coventry or Payor against charges for Covered Services rendered by 
Covering Physicians. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer 
Members to Participating Providers.  Provider shall only admit a Member for inpatient care and 
shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s 
Medical Director or Medical Director’s designee, in accordance with the applicable Member 
Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Provider as 
participating or non-participating in any new product or current Product.  Provider may reject 
Coventry’s or Payor’s designation of Provider as participating or non-participating in such new 
product within thirty (30) days of Coventry’s notice of such designation; provided, however, if 
Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s 
silence shall constitute acceptance of such designation.  To the extent that the specific terms for 
the provision of Covered Services in new products are not included herein, they shall be agreed to 
by the parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Provider. 


 
2.1.6 Provider understands and agrees that Provider’s participation in a current Product 


or new product does not mean that Provider shall be permitted to participate in each and every 
current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors 
may select only certain Participating Providers to take part in: (i) the provider delivery network 
for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product 
benefit plan(s), or (iii) a current Product or (iv) new product. 


 
 2.2 Standard of Care.   
 


2.2.1 Provider agrees to provide or arrange for the provision of Covered Services in 
conformity with generally accepted medical and surgical practices in effect at the time of service.  
Provider also agrees to implement peer review and credentialing of physicians, nurse 
practitioners, physician assistants and other ancillary personnel who provide Covered Services to 
Members on behalf of Provider. 


2.2.2 Provider represents, warrants and agrees that all persons who provide Covered 
Services to Members under this Agreement, whether employed, contracted, or via other 
relationship with Provider, are subject to all terms and conditions of this Agreement, including all 
product attachments.  Upon Coventry’s request, Provider shall provide evidence that any such 
persons are obligated to comply with the terms and conditions of this contract, either through 
employment, or written acknowledgement of such obligation.  


 2.3 Programs & Procedures.   
 


 2.3.1 Provider agrees to comply with all Coventry, Coventry Company and Payor 
policies and procedures.  Provider agrees to comply with Coventry’s  Provider Manual, quality 
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improvement, utilization review, peer review, grievance procedures, credentialing and 
recredentialing procedures, coordination of benefit procedures, and any other policies that 
Coventry or Payor may implement, including amendments made to the above mentioned policies, 
procedures and programs from time to time.  Coventry or Payor shall notify Provider of any 
material modifications to such policies 30 days in advance of their applicability.  Provider further 
agrees to provide Coventry or Payor access to any and all records, including medical records.  


 
 2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 
 
 2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services or the 
alleged failure to render professional services by Provider, Provider’s Participating Providers, and 
Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance 
through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  
Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state 
law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per 
occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive 
general and/or umbrella liability insurance in appropriate amounts. 
 


2.6 Claim Submission.  Provider agrees to submit its claims for reimbursement and 
encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and 
Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of 
Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural 
Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance 
with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit 
bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues 
exist, in which case Provider shall submit bills within 120 days after.  Provider understands and agrees 
that the failure to submit claims in accordance with this section shall constitute a waiver of the right to 
seek payment.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date 
of discharge and shall not separate bills for covered services for purposes of additional payments under 
the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in 
which case interim billing is required at the end of every sixty (60) day period thereafter.  Provider 
understands and agrees that failure to submit claims in accordance with the requirements of this section 
may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year 
from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no 
further adjustments to payments shall be made. 
 
The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by the 
Department of Health and Human Services.  In the event implementation of ICD-10 coding and 
requirements related thereto affects reimbursement under this Agreement, the parties shall adjust the 
reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 coding on overall 
reimbursement under this Agreement is revenue neutral based on valid ICD10 codes and combinations as 
compared to overall reimbursement under ICD-9 coding. 
 
 2.7 Hold Harmless.   
 


 2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by 
Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, shall Provider 
bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or 
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have any recourse against a Member or persons other than Coventry or a Payor acting on their 
behalf, for services rendered under the Agreement.  For purposes of this section, services 
rendered under the Agreement include those health care services delivered to Members by any 
and all health care professionals employed by or independently contracted with the Provider.  
This section shall not prohibit collection of copayments, coinsurance, or deductibles in 
accordance with the Member’s Member Contract. 


 
 2.7.2 Provider further agrees that: (i) this provision shall survive termination of the 
Agreement regardless of the cause giving rise to termination and shall be construed to be for the 
benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement 
now existing or hereafter entered into between Provider and a Member or a person acting on 
Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of this  section 2.7 shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor 
marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators 
and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Except as required by applicable state or federal law, Provider 
understands and agrees that neither Coventry, Payor, nor Members shall be required to reimburse 
Provider for expenses related to providing copies of patient records or documents to any local, 
State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State or 
Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) or 
such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality 
Improvement, Utilization Review, and Risk Management Programs, including the collection of 
HEDIS data; or (iii) in order to assist Coventry or Payor in making a determination regarding 
whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other 
purpose. 


 
 2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s 
normal business hours.  Provider further agrees that it shall release a Member’s medical records 
to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    
In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and 
claims review purposes.     


 
 2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Provider agrees to comply with all 
applicable State and Federal requirements, laws, rules and regulations, including but not limited to those 
of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State 
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agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall 
cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and 
agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules 
and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or 
State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department 
of Health and Human Services and any accrediting organization to conduct periodic site 
evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written 
request, Provider shall provide Coventry or Payor with a copy of the written response to any 
questions or comments posed by the agencies listed in the preceding sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, 
of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial 
decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability 
Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any 
other situation that may materially interfere with Provider's duties and obligations under the Agreement.   
Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, 
Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from 
Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and 
resolution of any such Member complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy 
of which will be made available to Provider upon request.  Provider understands and agrees that the Drug 
Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine.  Provider acknowledges that Coventry does not practice medicine 
or exercise control over the methods or professional judgments by which Provider renders medical 
services to Members.  Provider shall be responsible for clinical decisions regarding admission, discharge 
or other medical treatment of Members regardless of receipt by Provider of any recommendations, 
authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any 
other person or entity performing quality improvement or utilization management. Coventry encourages 
Provider to communicate with patients regarding the treatment options available to them, including 
alternative medications, regardless of benefit coverage limitations. 


 
2.14  HAC-WSPP Policy.  Coventry, Payors, and Provider agree to abide by Coventry's policy 


on "Hospital-Acquired Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP Policy").  
The HAC-WSPP Policy shall be provided to Provider upon request and may be updated from time to time 
by Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions and Wrong 
Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP Policy. 


 
2.15 Quality Improvement.  Coventry or Payor shall conduct quality improvement audits and 


evaluations on a periodic basis, in accordance with the requirements of applicable State and Federal laws, 
regulations and reporting requirements. Provider agrees to cooperate with Coventry or Payor in the 
conduct of such reviews and to provide Coventry or Payor with access to the records and other 
information needed by Coventry or Payor to complete such audits and evaluations.  Provider agrees to be 
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bound by the policies adopted by and the decisions of Coventry’s or Payor’s Quality Improvement 
Committees. 


 
Provider agrees to cooperate with Coventry or Payor on the reporting of performance measures, including 
but not limited to Healthcare Effectiveness Data and Information Set (HEDIS), measures reported to 
URAC, and measures related to federal or state-specific reporting.  HEDIS measures are standardized 
performance measures developed and maintained by the National Committee for Quality Assurance 
(NCQA), a not-for-profit organization committed to assessing, reporting on and improving the quality of 
care provided by managed care organizations.  Provider agrees to provide medical records to 
Coventry/Payor upon request if the period for which HEDIS information is needed overlaps with the 
period for which the individual is or was enrolled with Coventry/Payor.  Provider agrees to provide this 
information in the format requested by Coventry/Payor, including either copies of medical records, or on-
site access to both paper and electronic records.  Provider agrees to work with Coventry/Payor to identify 
the most efficient means for gathering medical records, including options for remote access to electronic 
medical records and electronic data exchange from the electronic medical record.   
 
Provider agrees that neither Coventry/Payor nor Members shall be required to reimburse provider for 
expenses related to providing copies of patient records i) pursuant to the collection of HEDIS data or the 
administration of a Coventry’s/Payor’s quality improvement, utilization management, or risk management 
programs; ii) pursuant to a request from any local, state or federal agency (including, without limitation, 
CMS) or such agencies’ subcontractors; iii) in order to assist Coventry/Payor in making a determination 
regarding whether a service is a Covered Service for which payment is due hereunder; or iv) any other 
purpose. 
 


2.16  Medical Management.  Provider agrees to collaborate with, participate in or otherwise 
facilitate Coventry Medical Management programs, including direct access to Members and their records 
by Coventry care management staff.  [THIS PROVISION TO BE USED FOR PROVIDERS WHO 
WOULD BE TREATING MEMBERS ON AN INPATIENT BASIS] 
 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Provider’s agreement to perform Covered Services in 
accordance with the Agreement, Provider shall be paid in accordance with the payment terms set 
forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor 
shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean 
Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within 
thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a 
Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such 
as a self-insured entity or Worker’s Compensation carrier. . 


 
 3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or based upon the 
application of Coventry or a Payor’s criteria,  standards, or guidelines for billing and coding 
practices, or reimbursement, or based upon the application of billing, coding or reimbursement 
standards, rules or guidelines of any applicable federal or state legislative or regulatory authority.  
Claims for payment may be reviewed through the use of software to edit claims to ensure 
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appropriate billing, coding and reimbursement practices.  Coventry and Payors may require 
appropriate documentation and coding to support payment for Covered Services.  Provider shall 
have the opportunity to correct any billing or coding error within thirty (30) days of denial related 
to any such claim submission. Coventry and Payors may recover payment or retain portions of 
future payments in the event that Coventry or a Payor determines that an individual was not an 
eligible Member at the time of services, or in the event of duplicate payment, overpayment, 
payment for non-covered services, error in payment uncovered as a result of a coordination of 
benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, are equal to one hundred 
percent of the amount required by this Agreement, subject to limitations outlined in the Member 
Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining 
payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any 
claim or fee for health care services relating to or arising under the Agreement.  Provider agrees that it 
shall not file suit against Coventry or Coventry Company as a result of any such Payor’s nonpayment.  
 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 
 4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last day of 
the month following the ninety (90) day notice period. In the event that Coventry no longer offers a 
particular Product or is unable to continue to provide access to a particular Product, Coventry may also 
terminate any Product Attachment without cause upon ninety (90) days prior written notice to Provider.  
Such termination of the Product Attachment will be effective as of the last day of the month following the 
ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such 
termination shall not constitute termination of any other Product Attachment, or termination of the 
Agreement. 


 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
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breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Provider and/or a Participating Provider within Provider from providing Covered Services to 
Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or 
Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Provider’s or Participating Provider’s suspension or termination from 
participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Provider’s or Participating 
Provider’s continued provision of services to Members may result in, or is resulting in, 
danger to the health, safety or welfare of Members.  Where the danger results from the 
actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its 
relationship with such staff, contractors, subcontractors upon immediate notice from 
Coventry, at least with respect to Members, and if Provider fails to take such action, 
Coventry may terminate the Agreement upon ten (10) days notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Provider and the 
Participating Provider and opportunity to cure, Provider and/or its Participating Provider 
has not materially complied with the provisions of Coventry’s Provider Manual or 
Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a 
managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue 
to provide Covered Services to Members who are receiving treatment at the time of termination or who 
are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Provider of such amendment and the effective date of the amendment.   Coventry may make any 
other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior 
to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of 
such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of 
notice of such amendment; provided, however, if Coventry has not received notice of such rejection 
within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment.  
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5.2 Dispute Resolution and Arbitration.  Please read this provision carefully.  It affects 


your rights.   


5.2.1 Coventry and Pprovider agree to confidential, binding arbitration for all disputes 
and claims between Coventry and Provider.  This agreement to arbitrate is intended to be broadly 
interpreted.  It includes, but is not limited to: 


 claims arising out of or relating to any aspect of the relationship between Coventry 
and Provider, whether based in contract, tort, statute, fraud, misrepresentation or any 
other legal theory; 


 claims that arose before the Agreement was entered into or under any prior 
agreement; 


 claims that are currently the subject of purported class action litigation in which you 
are not a member of a certified class; and 


 claims that may arise after the termination of the Agreement.  
 


References to "Coventry" in this section includes its respective subsidiaries, affiliates, agents, 
employees, predecessors in interest, successors and assigns, under this or prior agreements with 
Provider. 


 
This arbitration agreement does not preclude Coventry or Provider from bringing issues to the 
attention of federal, state, or local agencies. Such agencies can, if the law allows, seek relief 
against us on your behalf.  Coventry and Provider understand and agree that, by agreeing to 
this arbitration provision, Provider and Coventry are each waiving the right to participate 
in a class action against the other.  This arbitration provision evidences a transaction in 
interstate commerce, and thus the Federal Arbitration Act governs the interpretation and 
enforcement of this provision.  


 
5.2.2 A party who intends to seek arbitration must first send to the other a written 


Notice of Dispute pursuant to the Notice provision of the Agreement.  The Notice must (a) 
describe the precise nature and basis of the claim or dispute; and (b) set forth the specific relief 
sought ("Demand"). If Coventry and Provider do not reach an agreement to resolve the claim 
within 30 days after the Notice is received, Provider or Coventry may commence an arbitration 
proceeding.  If the dispute pertains to a matter which is generally administered by a certain Payor 
or Provider procedures, such as, for example, utilization management or quality improvement 
plan (but not including credentialing procedures), the procedures set forth in that plan must be 
fully exhausted before sending a Notice of Dispute.   


 
5.2.3 The arbitration will be governed by the American Health Lawyers Association 


Alternative Dispute Resolution Service, Rules of Procedure for Arbitration (“AHLA Rules”), as 
modified by this arbitration provision, and will be administered by the AHLA. The AHLA Rules 
are available from the American Health Lawyers Association.  Unless Coventry and Provider 
agree otherwise, any arbitration hearings will take place in the state of Provider’s billing address.  
Where your claim is for greater than $2 million, a panel of three (3) arbitrators will preside over 
the matter, unless Coventry and Provider agree otherwise.  The arbitrator(s) are bound by the 
terms of this arbitration provision. The arbitrator(s) shall allow reasonable discovery and the 
filing of dispositive motions, pursuant to  Federal Rules of Civil Procedure 12 and 56.  If your 
claim is for $10,000 or less, Coventry and Provider may jointly decide, by agreement, whether 
the arbitration will be conducted solely on the basis of documents submitted to the arbitrator, 
through a telephonic hearing, or by an in-person hearing as established by the AHLA Rules.  If 
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the claim exceeds $10,000, the right to a hearing will be determined by the AHLA Rules. 
Regardless of the manner in which the arbitration is conducted, the arbitrator(s) shall issue a 
reasoned written decision sufficient to explain the essential findings and conclusions on which the 
award is based.  The payment of filing, administrative and arbitrator fees shall be governed by the 
AHLA Rules. 


 
5.2.4 The right to attorneys' fees and expenses incurred in connection with the 


arbitration shall be governed by the law that governs the parties’ dispute that is subject to 
arbitration.   


 
5.2.5 The arbitrator(s) may award injunctive relief only in favor of the individual party 


seeking that relief and only to the extent necessary to provide relief warranted and requested by 
that party's individual claim.  The arbitrator cannot award injunctive relief beyond the party’s 
individual claim that grants injunctive relief to non-parties.  PROVIDER AND COVENTRY 
UNDERSTAND AND AGREE THAT EACH MAY BRING CLAIMS AGAINST THE 
OTHER ONLY IN ITS INDIVIDUAL CAPACITY, AND NOT AS A PLAINTIFF OR 
CLASS MEMBER IN ANY PURPORTED CLASS OR REPRESENTATIVE 
PROCEEDING.  Further, unless both Provider and Coventry agree otherwise, the arbitrator(s) 
may not consolidate more than one person's claims, and may not otherwise preside over any form 
of a representative or class proceeding. If this specific proviso is found to be unenforceable, then 
the entirety of this arbitration provision shall be null and void and neither Provider nor Coventry 
shall be entitled to arbitrate any claims against each other.  In no event shall Coventry be required 
arbitrate any class or representative claims. 


 
5.2.6 Notwithstanding any provision in the Agreement to the contrary, the parties agree 


that if Coventry makes any future change to this arbitration provision (other than a change to the 
Notice Address), you may reject any such change by sending Coventry written notice within 30 
days of change to the Arbitration Notice Address provided above. By rejecting any future change, 
you are agreeing that you will arbitrate any dispute in accordance with this provision. 


 
5.2.7 The arbitrator(s) shall have no authority to vary or ignore the terms of this 


arbitration provision and shall be bound by controlling law.  This arbitration provision shall 
survive termination of the Agreement. 


  
 5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including but not limited to medical 
records, in accordance with all State and Federal laws, including regulations promulgated under the 
Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups and Payors.  Provider shall 
ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the 
Agreement also maintain the privacy and confidentiality of all terms, including financial terms of the 
Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek 
injunctive relief. This Section shall survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and 
service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service 
marks in advertising or promotional materials or otherwise, without the prior written consent of that Party 
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and shall cease any such usage immediately upon written notice of the Party or on termination of the 
Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of 
Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry 
or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the 
foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is 
no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider 
employees from freely communicating with patients regarding: (i) medically necessary and appropriate 
care with or on behalf of a Member, including information regarding the nature of treatment, risks of 
treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless 
of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with 
Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision 
of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its 
duties under this provision, the other party may seek injunctive relief. This Section shall survive the 
termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party 
hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Provider, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
  5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or 
any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be 
interpreted to be between Provider and whichever Payor is a party to the Member Contract under which 
the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
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 5.12 Authority.  Provider represents and warrants that it has the authority to enter into this 
Agreement on behalf of all persons who provide Covered Services to Members billed under this 
Agreement, whether employed, contracted, or via other relationship with Provider. 


 
 


[THE REMAINDER OF THIS PAGE IS LEFT INTENTIONALLY BLANK.]







COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6.   Effect of Termination.  In the event this Product Attachment is terminated, such termination 
 shall not constitute termination of any other Product Attachment Provider has entered into 
 pursuant to this Agreement. 
 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Provider may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Provider regarding a Member’s benefit plan or Covered Services, Coventry or a 
Payor shall use information given by Provider to make preliminary benefit decisions.  Coventry 
and Payors shall retain the right and sole responsibility to determine whether a service is a 
Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  As set forth in the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Provider is 
included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.  The Payor identification card or approved verification of 
benefits letter for the Network Access Product, if any, will include the First Health logo.     


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry will use best efforts to require Payors, other than a Coventry Company 


Payor, to provide each Member with an identification card or other indicator of participating 
status to Members which shall identify whether the Member participates in the Network Access 
Product.  Coventry will not be required to provide an identification card or other indicator of a 
Member’s participating status in the Network Access Product.  


 
8. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment. 


 
9. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 


time to time, use bill review services and provider charge databases offered by third party vendors 
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to calculate payment for Covered Services.  Provider understands and agrees that Coventry, 
Coventry Companies and Payors shall bear no legal responsibility or liability for these third party 
services and databases. 


 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 







WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Workers Compensation Program Product includes network access and other 


services to workers compensation Payors for work related injury or illness. 
 


From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with the section entitied 
“Claims Submission” in this Product Attachment.   


 
3. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day per 
week basis. 


 
4. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Coventry shall recommend to Payor that Provider shall be paid for Covered 
Services performed according to the rates set forth in the attached Exhibit A.    


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions:   


 
a) Subsection 1.4.7;  
 
b) The following sentence in Section 2.3 (Programs & Procedures):  Coventry or Payor shall 


notify Provider of any material modifications to such policies 30 days in advance of their 
applicability.   


 
c) Section 2.6 (Claims Submission) 


 
 


6. Identification.  Coventry and Payors will not be required to provide an identification card or 
other indicator of a Member’s participating status in the Workers’ Compensation Program 
Product. 


 
7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
8. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Provider has entered into pursuant to 
this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
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10. Participation.  Notwithstanding anything to the contrary in this Agreement, Provider agrees that 


certain providers including but not limited to pediatricians, neonatologists, and gynecologists that 
are employees or contractors of Provider shall not be considered Participating Providers under 
this Workers Compensation Product Attachment.  Any services rendered by such providers shall 
constitute non-Covered Services under this Agreement. 


11. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 
time to time, use bill review services and provider charge databases offered by third party vendors 
to calculate payment for Covered Services.  Provider understands and agrees that Coventry, 
Coventry Companies and Payors shall bear no legal responsibility or liability for these third party 
services and databases. 


12. Claim Submission.  Provider agrees to submit its claims for reimbursement and encounter forms, 
as required by Coventry or Payor, on a UB04 Form or Centers for Medicare and Medicaid 
Services (“CMS”) 1500 forms or successor forms with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth 
Edition (“CPT4”) coding, or successor coding, in accordance with the then current Medicare 
guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred 
twenty (120) days or as set forth in applicable law, whichever is less, of the date of discharge 
unless coordination of benefit issues exist, in which case Provider shall submit bills within 120 
days after.  Provider understands and agrees that the failure to submit claims in accordance with 
this section shall constitute a waiver of the right to seek payment.  Provider may not bill Coventry 
or a Payor for inpatient Covered Services prior to the date of discharge and shall not separate bills 
for Covered Services for purposes of additional payments under the Agreement, except when 
hospitalizations of Member are greater than or equal to sixty (60) days, in which case interim 
billing is required at the end of every sixty (60) day period thereafter.  Provider understands and 
agrees that failure to submit claims in accordance with the requirements of this section will result 
in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from 
the date that service was provided;  or one (1) year from the date that service was provided or 
payment was received as applicable under state or federal law to appeal payment by Coventry or 
Payor except where a lesser period of time is allowed by applicable state or federal law.  After 
this one (1) year period or lesser period if allowed no further adjustments to payments shall be 
made. 


The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
and requirements related thereto affects reimbursement under this Agreement, the parties shall 
adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
codes and combinations as compared to overall reimbursement under ICD-9 coding. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto Payors for Member injuries resulting from auto accidents for 
which coverage is provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with the section entitled 
“Claim Submission” in this Product Attachment.   


 
3. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
4. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Coventry shall recommend to Payor that Provider shall be paid for Covered 
Services performed according to the rates set forth in the attached Exhibit A.     


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
a) Subsection 1.4.7;  
 
b) The following sentence in Section 2.3 (Programs & Procedures):  Coventry or Payor shall 


notify Provider of any material modifications to such policies 30 days in advance of their 
applicability.   


 
c) Claim Submission.  Sentences seven and eight in Section 2.6 (Claim Submission) are 


hereby deleted and replaced with the following: Provider understands and agrees that 
Provider has one (1) year from the date that service was provided;  or one (1) year from 
the date that service was provided or payment was received as applicable under state or 
federal law to appeal payment by Coventry or Payor except where a lesser period of time 
is allowed by applicable state or federal law.  After this one (1) year period or lesser 
period if allowed no further adjustments to payments shall be made.   


 
 


6. Identification.  Coventry and Payors will not be required to provide an identification card or 
other indicator of a Member’s participating status in the Auto Insurance Managed Care Services 
Product. 


 
7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 
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8. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment. 


 
10. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 


time to time, use bill review services and provider charge databases offered by third party vendors 
to calculate payment for Covered Services.  Provider understands and agrees that Coventry, 
Coventry Companies and Payors shall bear no legal responsibility or liability for these third party 
services and databases. 


11. Claim Submission.  Provider agrees to submit its claims for reimbursement and encounter forms, 
as required by Coventry or Payor, on a UB04 Form or Centers for Medicare and Medicaid 
Services (“CMS”) 1500 forms or successor forms with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth 
Edition (“CPT4”) coding, or successor coding, in accordance with the then current Medicare 
guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred 
twenty (120) days or as set forth in applicable law, whichever is less, of the date of discharge 
unless coordination of benefit issues exist, in which case Provider shall submit bills within 120 
days after.  Provider understands and agrees that the failure to submit claims in accordance with 
this section shall constitute a waiver of the right to seek payment.  Provider may not bill Coventry 
or a Payor for inpatient Covered Services prior to the date of discharge and shall not separate bills 
for Covered Services for purposes of additional payments under the Agreement, except when 
hospitalizations of Member are greater than or equal to sixty (60) days, in which case interim 
billing is required at the end of every sixty (60) day period thereafter.  Provider understands and 
agrees that failure to submit claims in accordance with the requirements of this section will result 
in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from 
the date that service was provided;  or one (1) year from the date that service was provided or 
payment was received as applicable under state or federal law to appeal payment by Coventry or 
Payor except where a lesser period of time is allowed by applicable state or federal law.  After 
this one (1) year period or lesser period if allowed no further adjustments to payments shall be 
made. 


The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
and requirements related thereto affects reimbursement under this Agreement, the parties shall 
adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
codes and combinations as compared to overall reimbursement under ICD-9 coding. 
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 
 


Coventry shall not pay any amounts beyond the amounts set forth in Exhibit A, including but not 
limited to any incentive payments that may be payable under traditional Medicare, except as 
expressly required by this Agreement or applicable law. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
8 Provider Obligations. 
 


 8.1  Provision of Covered Services.  Provider agrees to provide to Medicare 
Advantage Members the health care services for which Provider is licensed and customarily 
provides in accordance with accepted medical and surgical standards in the community.  Provider 
shall make Covered Services available and accessible to Medicare Advantage Members, 
including telephone access to Provider, on a twenty-four (24) hours, seven (7) days per week 
basis. 
 
 8.2  Federal Fund Obligations.  Provider understands and agrees that payments 
received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant to MA 
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Plan’s contract with CMS are Federal funds.  As a result, Provider, by entering into this 
Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 8.3 Hold Harmless.  Provider agrees that in no event, including, but not limited to, 
nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration 
or reimbursement from, or have any recourse against a Medicare Advantage Member or persons 
other than MA Plan acting on their behalf, for services rendered under the Agreement or this 
Product Attachment.  For purposes of this section, services rendered under the Agreement or this 
Product Attachment include those health care services delivered to Medicare Advantage 
Members by any and all health care professionals employed by or independently contracted with 
the Provider.  This section shall not prohibit collection of copayments, coinsurance, or 
deductibles in accordance with the Medicare Advantage Member’s Member Contract. 
 
Provider further agrees that:  (i) this provision shall survive termination of the Agreement and/or 
this Product Attachment, regardless of the cause giving rise to termination and shall be construed 
to be for the benefit of the Medicare Advantage Member; and (ii) this provision supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and a 
Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 8.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Provider shall continue to provide Covered 
Services to Medicare Advantage Members who are hospitalized through the later of: (a) the date 
for which premiums were paid, or (b) through the date of discharge.  Provider is prohibited by 
law from billing Medicare Advantage Members for such Covered Services.  This provision shall 
survive the termination of this Agreement or Product Attachment, regardless of the reason for 
termination, including the insolvency of MA Plan, and shall supersede any oral or written 
agreement between Provider and a Medicare Advantage Member. 
 


8.5 Policies, Programs & Procedures.  Provider agrees to comply with MA Plan’s 
policies and procedures (which MA Plan shall provide to Provider upon request) which 
operationalize many of the requirements of the Agreement, this Product Attachment, and the 
Medicare Advantage program. Provider agrees to comply with MA Plan’s quality improvement, 
administrative processes and procedures, utilization review, peer review, grievance procedures, 
credentialing and recredentialing procedures, and any other policies the MA Plan may implement, 
including amendments made to the above mentioned policies, procedures and programs from 
time to time.  In the event that a MA Plan policy or procedure conflicts with a provision in the 
Agreement, then the language in the Agreement (including all amendments, exhibits, and 
attachments thereto) shall govern. 


 
 8.6 Maintenance of Records.  Provider shall preserve records applicable to Medicare 
Advantage Members or to MA Plan’s participation in the Medicare Advantage Program, for the 
longer of: (i) the period of time required by State and Federal law, including the period required 
by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) years from the 
date this Agreement ends or from the date of completion of any audit, whichever is longer, or 
longer if so required by CMS. 
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 8.7 Audit of Records.  Provider shall provide access to, permit audit of, and provide 
copies of records and other information to the U.S. Department of Justice, the Secretary of the 
U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Provider’s place 
of business or at some other mutually agreeable location.  
 
 8.8 Subcontractors.  Provider shall require all of its subcontractors, if any, to comply 
with all applicable Medicare laws, regulations and CMS instructions. 
 


 8.8.1 Provider shall include in Provider’s contracts with subcontractors all of 
the contractual and legal obligations required by MA Plan or the laws, regulations, rules 
and directions of CMS, including, without limitation, that any delegated services or 
activities to be performed by subcontractor shall be consistent and comply with the 
obligations in the contract between CMS and MA Plan governing Plan’s participation in 
the Medicare Advantage Program. To the extent CMS requires additional provisions to 
be included in such subcontracts, Provider shall amend its contracts accordingly. 
 
 8.8.2 Provider shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy 
and confidentiality of all financial terms of the Agreement. 
 
 8.8.3 If Provider arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above.  In the event that MA Plan delegates to 
Provider a selection of providers, MA Plan retains the right to approve, suspend or 
terminate such delegation.  If MA Plan delegates the selection of providers, MA Plan will 
either review the credentials of medical professionals affiliated with Provider or MA Plan 
will review, approve, and audit on an ongoing basis Provider’s credentialing process. 


The term “Subcontractor” as used in this section shall not refer to employees or other 
individuals that perform services on behalf of Provider for which Provider bills such services 
under this Agreement.  Provider represents and warrants that such persons are subject to all terms 
and conditions of this Agreement and Provider shall provide written evidence of such as 
described in Section 2.2.2 of the Agreement. 


 


 8.9 Contracts with Excluded Entities.  Provider understands and agrees that no 
person that provides health care services under this Agreement or persons that provide utilization 
review, medical social work or administrative services in support of services billed under this 
Agreement by Provider may be an individual excluded from participation in Medicare under 
Section 1128 or 1128A of the Social Security Act.  Provider hereby certifies that no such 
excluded person will provide such services under this Agreement and no such excluded persons 
will be employed by or utilized by any “downstream” entity with which Provider contracts 
relating to the furnishing of these services to Medicare Advantage Members. 
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 8.10  Submission of Encounter Data.  Provider hereby acknowledges that MA Plan is 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Provider and a Medicare Advantage Member.  Provider agrees to cooperate with MA Plan and to 
provide MA Plan with all such information in such form and manner as requested by MA Plan. 
 
 8.11  Certification of Data.  Provider recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Provider and its subcontractors, if 
any, hereby certify that any such data submitted to MA Plan will be accurate, complete and 
truthful.  Upon request, Provider shall make such certification in the form and manner prescribed 
by MA Plan. 
 
 8.12  Medicare Advantage Member Complaints.  Provider agrees to cooperate with 
MA Plan in resolving any MA Plan Member complaints related to the provision of Covered 
Services.  MA Plan will notify Provider as necessary concerning all Medicare Advantage 
Member complaints involving Provider.  Provider shall, in accordance with the Provider’s regular 
procedures, investigate such complaints and respond to MA Plan in the required time.  Provider 
shall use best efforts to resolve complaints in a fair and equitable manner.   
 
 8.13  Hold Harmless for Dual Eligible Enrollees.  As required by CMS, effective 
January 1, 2010 Provider shall look solely to Plan or the appropriate State source for payment of 
Covered Services furnished to Medicare Members who are eligible for both Medicare and 
Medicaid.  Provider shall not seek to collect payment from the dual eligible member for any 
portion of the Medicare Part A and Part B Copayment/Coinsurance and Deductible when the 
applicable State program is responsible for paying such amounts.  Provider shall not seek to 
collect any Copayment/Coinsurance and Deductible that exceeds the amount of 
Copayment/Coinsurance and Deductible that would be permitted to be paid by the individual 
under Title XIX (Medicaid) if the individual were not enrolled in the plan.  Provider shall be 
responsible for determining the appropriate amount, if any, of Copayment/Coinsurance and 
Deductible that may be collected from the Medicare Member.  With respect to any amount that 
the Provider is prohibited from collecting from the member, Provider shall either (i) accept 
payment from the Plan as payment in full or (ii) bill the appropriate State source for any 
remaining amount.  Plan will assist Provider in locating information about Medicare and 
Medicaid benefits and rules for members eligible for Medicare and Medicaid.   


 
9. MA Plan Obligations. 
 


 9.1 Fee Schedule.  MA Plan shall arrange for Provider to be compensated for health 
care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Provider for Covered Services provided to MA Plan 
Members within thirty (30) calendar days of receipt.  For purposes of this Product Attachment, 
the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA Plan shall pay 
interest on clean claims that are not paid within thirty (30) calendar days of receipt in accordance 
with 42 CFR 422.520(a)(2).  
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10. General Provisions 
 


 10.1 Accountability and Delegation.  To the extent that Provider has been delegated 
any activities or functions which are the responsibility of the MA Plan, Provider shall submit 
periodic and other reports as reasonably required by MA Plan, and MA Plan shall monitor on an 
ongoing basis, Provider’s performance thereof through its quality assurance and improvement 
programs.  MA Plan reserves the right to revoke such delegation in the event that either MA Plan 
or CMS determines that such activities or functions have not been performed in a satisfactory 
manner. 
 
 10.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 10.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules, regulations, and instructions including 
but not limited to, those of CMS, or of any other Federal agencies applicable to the Medicare 
Advantage Program. To the extent applicable, Provider shall comply with the obligations in the 
contract between CMS and MA Plan governing MA Plan’s participation in the Medicare 
Advantage Program. Any provision required to be in this Agreement by the rules and regulations 
governing the Medicare Advantage Program shall bind the parties whether or not specifically 
included in this Agreement. 
 
 10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 
 
 
 10.5  Privacy and Accuracy.  Provider agrees to safeguard beneficiary privacy and 
confidentiality, ensure the accuracy of beneficiary health records and abide by all State and 
Federal privacy and security requirements, including the confidentiality and security provisions 
stated in the Medicare Advantage and Medicare Part D regulations.  This provision applies to all 
first tier, downstream or related entities.   







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Provider on the Execution Sheet of this Agreement, Provider shall be compensated by the Payor 
for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge”  shall mean the amount billed by Provider for a Covered Service 


less charges do to the application of billing, coding or reimbursement criteria, or 
reimbursement criteria, standards, or guidelines in accordance with Section 3.1.3 of the 
Agreement.   


 
G. “Regulatory Amount” shall mean the payment amount as determined by Payor and/or 


Coventry, as applicable, in accordance with Nevada workers’ compensation fee schedule, 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Except for Unvalued Service(s)/Supply(ies), Provider shall be reimbursed for Covered 
Services for Commercial Products the lesser of (1) Eligible Billed Charge; or (2) the 
Regulatory Amount; or (3) the Contract Allowable set forth in “Commercial Fee Schedule” 
immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 75% of   2007 CMS Rate 
 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Provider shall 
be compensated at the lesser of: (1) 60% of the Eligible Billed Charge not to 
exceed 125% of Provider’s acquisition cost for any Unvalued Service/Supply, 
or (2) the Regulatory Amount.   


 
 


B. Compensation for Network Access Product 
 


Except for Unvalued Service(s)/Supply(ies), Provider shall be reimbursed for Covered 
Services for Network Access Products the lesser of (1) Eligible Billed Charge; or (2) the 
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Regulatory Amount; or (3) the Contract Allowable set forth in “Network Access Fee 
Schedule” immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


100% of  2007 CMS Rate 


Anesthesia Services 
CPTs 00100 – 01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide, including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
Except as set forth in Section III below, in the event a Covered Service is an 
Unvalued Service/Supply, Provider shall be compensated at the lesser of: (1) 
60% of the Eligible Billed Charge not to exceed 125% of Provider’s 
acquisition cost for any Unvalued Service/Supply, or (2) the Regulatory 
Amount 


 
 


C. Availability of Contract Allowable Information: 
 


Provider may at any time request that Coventry furnish Provider information related to the 
then current contract allowable amounts for specific services as outlined above.  Such 
information will include a sample fee schedule reflecting the current fee schedule values for 
Provider’s commonly billed or requested codes.  Such information will include, if 
requested, current fee schedule values for drugs and immunizations. 
 


D. Notwithstanding anything to the contrary in this Exhibit, the terms of this Agreement have 
been subject to negotiation and in no case shall compensation for any Covered Service 
exceed the Eligible Billed Charge. 


 
 


Section III. WORKERS COMPENSATION AND AUTOMOBILE MANAGED CARE 
PRODUCTS 
 


A. For Covered Services subject to a Regulatory Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II (B) of 


this Exhibit provided, however, if the Covered Service(s) is an Unvalued Service(s) 
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not apply and 
Provider’s compensation shall be the lesser of Sections III(A) (ii) or (iii) immediately 
below;  or 


 
ii. 85% of the Regulatory Amount; or  


 
iii. 85% of Eligible Billed Charge  


 
B. For Covered Services not subject to a Regulatory Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) of this 
Exhibit provided, however, if the Covered Service(s) is an Unvalued Service(s) under 
the Network Access Fee Schedule, this subsection III(B)(i) shall not apply and 
Provider’s compensation shall be the lesser of Sections III(B) (ii) or (iii) immediately 
below; or 


 
ii. 85% of the value of an independent, nationally-recognized entity that maintains and 


produces a database of health care provider charges (“Independent Database”).  An 
example of an Independent Database is FAIR Health.  In order to determine the 
Independent Database in effect, Provider may contact Provider Relations. The 
Independent Database value shall be representative of the 80th percentile of relative 
actual charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by applicable 
state or federal law.  If the Covered Service is an Unvalued Service under the 
Independent Database methodology, this subsection III(B)(ii) shall not apply and 
Provider’s compensation shall be the amount set forth in III(B) (iii); or 


 
iii. 85% of Eligible Billed Charges.   


 
 


C. Notwithstanding anything to the contrary in this Exhibit, the terms of this Agreement have 
been subject to negotiation and in no case shall compensation for any Covered Service 
exceed the Eligible Billed Charge 


   
 
Section IV.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section IV(A)(ii), Provider will be reimbursed 
for Covered Services the lesser of:  


 
i. Provider’s Eligible Billed Charges; or 


 
ii. One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance or 
Medicare Advantage Plan deductible) 


 
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Provider under this Section IV exceed amounts prescribed by Federal law.  
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2009 Version 1-Ancillary Agreement 


COVENTRY HEALTH CARE 


EXECUTION SHEET 


Welcome to the Coventry Provider Network.  Coventry Health Care, Inc. through its affiliate companies 
offer an array of insurance, provider network and administrative service products.  This agreement 
consists of three parts: i) this Execution Sheet which lists the Products you will participate in; ii) General 
Terms and Conditions applicable to your participation in these Products; and iii) Product Attachments 
which set forth the specifics of your participation in each Product.  (The Execution Sheet, General Terms 
and Conditions and Product Attachments are collectively referred to herein as “Agreement”).   Please note 
that each Product Attachment is offered by a separate Coventry Company (as identified in the Product 
Attachment) and that each Coventry Company is deemed to be a party to this Agreement.  In the event of 
a conflict in language between your General Terms and Conditions and a Product Attachment, the terms 
of your Product Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire 
understanding of the Parties with respect to the subject matter and supersedes any prior agreements. 


Physician(s) agrees to participate in the following Products:   


   X    Commercial Insured/Self-Insured Products (includes 
HMO, POS, PPO, Self-Insured ASO, OPM 
Administered Programs) 


   X    Network Lease Product 


   X    Workers’ Compensation Product 


   X    Automobile Insurance Managed Care Product 


   X    Medicare Advantra Private Fee for Service Product 


In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Physician(s)/Medical Group”) and Coventry Health and 
Life Insurance Company (“Coventry”), on behalf of all affiliate companies of Coventry including but not 
limited to Coventry Health and Life Insurance Company, First Health Life and Health Insurance 
Company, First Health Group Corp., and Coventry Health Care Workers’ Compensation Services 
(individually a “Coventry Company” collectively “Coventry Companies”) agree to be bound by this 
Agreement.  The “Effective Date of this Agreement is ___________________, 2008 (TBD by 
Coventry). 


PHYSICIAN(S)/MEDICAL GROUP 


By:___________________________________ 


Print Name: ___________________________ 


Title: _________________________________ 


Tax ID # ______________________________ 


COVENTRY HEALTH AND LIFE 
INSURANCE COMPANY 


By:___________________________________ 


Print Name: ___________________________ 


Title: _________________________________ 


Address for Notice: 


_______________________________________  


_______________________________________  


Address for Notice: 


 1140 N. Town Center Drive, Ste. 190               


 Las Vegas, NV 89144                          
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GENERAL TERMS AND CONDITIONS 


1. DEFINITIONS 


1.1. Clean Claim. Clean Claim shall have the meaning required by law in the State of Nevada and shall 
include all information required to be submitted in accordance with Section 2.6. 


1.2. Covered Services. All of the health care services and supplies: (a) that are Medically Necessary; (b) 
Physician is licensed to provide to Members; and (c) that are covered under the terms of the applicable 
Member Contract. 


1.3. Emergency Services. Any health care service provided to a Member (unless otherwise defined in the 
Member Contract in which case the definition therein shall control) after the sudden onset of a medical 
condition that manifests itself by acute symptoms of sufficient severity or severe pain, such that a prudent 
layperson, who possesses an average knowledge of health and medicine, could reasonably expect the 
absence of immediate medical attention to result in:  (i) placing the health of the Member, or, with respect 
to a pregnant Member, the health of the Member or her unborn child, in serious jeopardy; (ii) serious 
impairment to bodily functions; or (iii) serious dysfunction of any bodily organ or part.   


1.4. Medically Necessary. Unless otherwise defined in the Member Contract in which case the definition 
therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility 
charges that are not expressly excluded under the Member Contract and determined by Coventry or a 
Payor to be: 


1.4.1. Medically appropriate, so that expected health benefits (such as, but not limited to, 
increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


1.4.2. Necessary to meet the health needs of the Member, improve physiological function and 
required for a reason other than improving appearance; 


1.4.3. Rendered in the most cost-efficient manner and setting appropriate for the delivery of the 
health service; 


1.4.4. Consistent in type, frequency and duration of treatment with scientifically-based guidelines 
of national medical research, professional medical specialty organizations or governmental 
agencies that are generally accepted as national authorities on the services, supplies, equipment or 
facilities for which coverage is requested; 


1.4.5. Consistent with the diagnosis of the condition at issue; 


1.4.6. Required for reasons other than the comfort or convenience of the Member or Member’s 
physician; and 


1.4.7. Not experimental or investigational as determined by Coventry or a Payor under its 
Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
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1.5. Member. An individual who is eligible to receive Covered Services under a Member Contract.  
Member includes the subscriber and any of the subscriber’s eligible dependents. 


1.6. Member Contract. The group or individual Subscription Agreement, Certificate of Insurance, Group 
Master Agreement, Evidence of Coverage or other contract as amended from time to time between a 
Payor and an employer, union or Member, which sets forth the terms of the health benefit program. 


1.7. Participating Provider. A health care provider, including, but not limited to a physician, home 
health agency, laboratory or other professional, facility, supplier, or vendor that has entered into a direct 
or indirect written agreement with Coventry or Payor to provide Covered Services to Members. 


1.8. Payor. An entity authorized by Coventry or Coventry Company to access one or more networks of 
Participating Providers and who or which is liable for funding or underwriting benefit payments under a 
Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to 
Members.  Payors include Coventry Companies, insurers, auto insurance carriers, employers, unions and 
other entities. 


1.9. Product. Any health care benefit program, in which Physician agrees to participate under this 
Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments. 


1.10. Provider Manual. The policies and procedures of Coventry or Payor applicable to Participating 
Providers. 


2. PHYSICIAN OBLIGATIONS 


2.1. Provision of Covered Services. 


2.1.1. Physician shall provide Covered Services to Members of Products set forth in the Member 
Contract that are generally provided by Physician and for which the Physician has been 
credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, 
consistent with professional, clinical and ethical standards and in the same manner as provided to 
Physician’s other patients.  Physician shall accept Members as new patients on the same basis as 
Physician is accepting non-Members as new patients.  Physician shall not discriminate against a 
Member on the basis of age, race, color, creed, religion, gender, sexual preference, national 
origin, health status, use of Covered Services, income level, or on the basis that Member is 
enrolled in a managed care organization or is a Medicare or Medicaid beneficiary. 


2.1.2. Physician shall make Covered Services available and accessible to Members, including 
telephone access to Physician, on a twenty-four (24) hour, seven (7) day per week basis.  
Notwithstanding the foregoing, in the event that Physician can not provide such coverage, 
Physician may arrange for a physician who is a Participating Provider to furnish coverage on 
Physician’s behalf (a “Covering Physician”) so long as Physician retains primary responsibility 
for Members’ care. 


2.1.3. For services rendered by any Covering Physician on behalf of Physician, including 
Emergency Services, it shall be Physician’s sole responsibility to make suitable arrangements 
with the Covering Physician regarding the manner in which said Covering Physician will be 
reimbursed or otherwise compensated; provided, however, that Physician shall assure that the 
Covering Physician will not, under any circumstances, bill a Member for Covered Services 
(except as specifically permitted in this Agreement), and Physician hereby agrees to indemnify 
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and hold harmless Members and Coventry or Payor against charges for Covered Services 
rendered by Covering Physicians. 


2.1.4. Unless otherwise provided by a Coventry or First Health Product or Member Contract, 
except when Physician determines an emergency situation renders it unsafe or impractical, 
Physician shall refer Members to Participating Providers.  Physician shall only admit a Member 
for inpatient care and shall only refer Members for other care after obtaining authorization from 
Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the 
applicable Member Contract. 


2.1.5. Coventry and Payor reserve the right to introduce new Product Attachments in addition to 
the current Products while this Agreement is in effect and to designate Physician as a 
participating or non-participating in any such new product.  Physician may reject Coventry’s or 
Payor’s designation of Physician as participating or non-participating in such new product within 
thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not 
received notice of such rejection within that thirty (30) day period, Physician’s silence shall 
constitute acceptance of such designation.  To the extent that the specific terms for the provision 
of Covered Services in new products are not included herein, they shall be agreed to by the 
parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Physician. 


2.1.6. Physician understands and agrees that Physician’s participation in a current or future 
product does not mean that Physician shall be permitted to participate with each and every Payor 
for that product.  From time to time Payors may select only certain Participating Providers to take 
part in a Payor’s provider delivery network. 


2.2. Standard of Care. Physician agrees to provide or arrange for the provision of Covered Services in 
conformity with generally accepted medical and surgical practices in effect at the time of service.  
Physician also agrees to implement peer review and credentialing of physicians, nurse practitioners, 
physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of 
Physician. 


2.3. Programs & Procedures. Physician agrees to comply with all Coventry, Coventry Company and 
Payor policies and procedures.  Physician agrees to comply with Coventry’s or Payor’s Provider Manual, 
quality improvement, utilization review, peer review, grievance procedures, credentialing and 
recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or 
Payor may implement, including amendments made to the above mentioned policies, procedures and 
programs from time to time. Physician agrees to comply with Coventry’s and/or Medicare’s policy 
relating to never events. Coventry or Payor shall notify Physician of any material modifications to such 
policies thirty (30) days in advance of their applicability.  Physician further agrees to provide Coventry or 
Payor access to any and all records, including medical records. 


2.4. Licensure. Physician agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 


2.5. Liability Insurance. Physician agrees to procure and maintain professional liability insurance to 
protect against all allegations arising out of the rendering of professional services or the alleged failure to 
render professional services by Physician and Physician’s employees  (“Professional Liability 
Insurance”).  Physician may obtain such insurance through an insurance company or through a self 
insurance mechanism, acceptable to Coventry or Payor.  Professional Liability Insurance coverage shall 
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be maintained at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Physician also 
agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate 
amounts. 


2.6. Claim Submission. Physician agrees to submit its claims for reimbursement and encounter forms, as 
required by Coventry or Payor, on a UB-04 Form or Centers for Medicare and Medicaid Services 
(“CMS”) 1500 forms with current CMS coding, current International Classification of Diseases, Ninth 
Revision (“ICD9”) and Current Procedural Terminology Fourth Edition (“CPT4”) coding in accordance 
with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Physician shall submit 
bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues 
exist.  Physician may not bill Coventry or a Payor for inpatient Covered Services prior to the date of 
discharge and shall not separate bills for Covered Services for purposes of additional payments under the 
Agreement, except when hospitalizations of Member are greater than or equal to sixty (60) days, in which 
case interim billing is required.  Physician understands and agrees that failure to submit claims in 
accordance with the requirements of this section may result in the denial of such claims. 


2.7. Hold Harmless. 


2.7.1. Physician agrees that in no event, including, but not limited to, nonpayment by Coventry or 
a Payor, Coventry or a Payor insolvency or breach of the Agreement shall Physician bill, charge, 
collect a deposit from, seek compensation, remuneration or reimbursement from, or have any 
recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for 
services rendered under the Agreement.  For purposes of this section, services rendered under the 
Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with the Physician.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


2.7.2. Physician further agrees that: (i) this provision shall survive termination of the Agreement 
regardless of the cause giving rise to termination and shall be construed to be for the benefit of 
the Member; and (ii) this provision supersedes any oral or written contrary agreement now 
existing or hereafter entered into between Physician and a Member or a person acting on 
Member’s behalf. 


2.7.3. Any modification, addition, or deletion to the provisions of the Section shall become 
effective on a date no earlier than sixty (60) days after the State Department of Insurance has 
received written notice of such change. 


2.8. Marketing. Physician hereby consents to including Physician’s name in Coventry or Payor 
marketing materials and listing Physician in the participating provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers and employer groups. 


2.9. Access to and Copying of Records.   


2.9.1. Copies.  Physician understands and agrees that neither Coventry/Payor nor Members shall 
be required to reimburse Physician for expenses related to providing copies of patient records or 
documents to any local, State or Federal agency or Coventry or Payor: (i) pursuant to a request 
from any local, State or Federal agency (including, without limitation, the Centers for Medicare 
and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to administration of 
Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk Management 
Programs; or (iii) in order to assist Coventry or Payor in making a determination regarding 
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whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other 
purpose.  


2.9.2. Access.  All records, books, and papers of Physician pertaining to Members, including 
without limitation, records, books and papers relating to professional and ancillary care provided 
to Members and financial, accounting and administrative records, books and papers, shall be open 
for inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal 
authorities during Physician’s normal business hours. Physician further agrees that it shall release 
a Member’s medical records to Coventry and Payor upon Physician’s receipt of a Member 
consent form or as otherwise required by law. In addition, Physician shall allow Coventry and 
Payor to audit Physician’s records for payment and claims review purposes. 


2.9.3. Record Transfer.  If the Physician leaves a panel of providers associated with Coventry, the 
Physician must transfer or otherwise arrange for the maintenance of Members’ records. 


2.9.4. Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the 
Agreement. 


2.10. Compliance With Government Requirements. Physician agrees to comply with all applicable 
requirements, laws, rules and regulations of CMS, any other Federal agencies and any State agencies of 
the State(s) in which Physician practices, including, without limitation, requirements that shall cause or 
require Coventry to amend the terms and conditions of the Agreement.  Physician understands and agrees 
that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and 
regulations from time to time. 


2.10.1. Site Evaluations.  Physician agrees to permit Coventry or Payor, any Federal or State 
agency having jurisdiction over Physician’s provision of services and/or the U.S. Department of 
Health and Human Services and any accrediting organization to conduct periodic site evaluations 
of Physician's facilities, offices and records.  Upon Coventry’s or Payor’s written request, 
Physician shall provide Coventry or Payor with a copy of the written response to any questions or 
comments posed by the agencies listed in the preceding sentence. 


2.10.2. Survival.  The terms and conditions of this Section 2.10 shall survive termination of the 
Agreement. 


2.11. Duty To Notify Coventry. Physician agrees to immediately notify Coventry, in writing, of (i) any 
change in its licensure accreditation or certification status; (ii) loss or substantial decrease in the limits or 
change of its medical malpractice policy; (iii) any judgments or settlements decreed or entered into on 
behalf of Physician; and, (iv) any other situation that may materially interfere with Physician's duties and 
obligations under the Agreement.   Physician also shall notify Coventry of any complaints it receives 
from Members regarding Physician, Coventry or Participating Providers.  Coventry shall notify Physician 
of any complaints it receives from Members regarding Physician.  Physician and Coventry agree to 
cooperate fully in the investigation and resolution of any such Member complaint. 


2.12. Drug Formulary/Generic Substitutions. Physician shall use the drug formulary designated by 
Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which has 
been provided to Physician.  Physician understands and agrees that the Drug Formulary may be modified 
from time to time by Coventry or Payor. 


2.13. Practice of Medicine. Physician acknowledges that Coventry does not practice medicine or 
exercise control over the methods or professional judgments by which Physician renders medical services 
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to Members.  Physician shall be responsible for clinical decisions regarding admission, discharge or other 
medical treatment of Members regardless of receipt by Physician of any recommendations, authorizations 
or denials of payment for treatment provided to Members from Coventry, its agent or any other person or 
entity performing quality improvement or utilization management. Coventry encourages Physician to 
communicate with patients regarding the treatment options available to them, including alternative 
medications, regardless of benefit coverage limitations 


3. COVENTRY/PAYOR OBLIGATIONS 


3.1. Payment. Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor 
shall be required to pay the amounts due under the Agreement as provided in the applicable product 
attachment.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, equal to one hundred percent 
(100%) of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  
Nothing herein shall be construed to preclude Physician from seeking and obtaining payment from 
sources of payment other than Payor and Member. 


3.2. Non-Coventry Payors. When a Coventry Company is not the Payor, Payor--not Coventry or a 
Coventry Company--shall have the obligation and liability to Physician with respect to any claim or fee 
for health care services relating to or arising under the Agreement. 


3.3. Coordination of Benefits: If Member possesses health benefits coverage through another policy 
which is considered primary under applicable coordination of benefits rules, Physician may pursue 
payment from primary payor consistent with applicable law and regulations and Physician’s contract, if 
any, with the primary payor.  


If Physician seeks reimbursement from Health Plan as anything other then primary, applicable to benefits 
outlined under Member’s Benefits, Physician shall receive payment, pursuant to the applicable 
Coordination of Benefit rules and regulations, equal to one hundred (100%) percent of the contractual 
reimbursement specified in the applicable Exhibit. 


4. TERM AND TERMINATION 


4.1. Term of Agreement. The initial term of the Agreement shall be for one (1) year from the Effective 
Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods 
unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance 
with each Product Attachment. 


4.2. Termination Without Cause. Either party may terminate this Agreement after the initial year with 
ninety (90) days prior written notice, which termination shall be effective the last day of the month 
following the ninety (90) day notice period. 


4.3. Termination For Cause. 


4.3.1. Breach. Either Party may terminate the Agreement for the breach of a material term, 
condition or provision of the Agreement, after thirty (30) days prior written notice to the other 
Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) 
days or such longer reasonable period agreed to by the Parties to correct or cure such material 
breach.  If the breaching Party fails or refuses to cure the material breach within such time, then 
the non-breaching Party may elect to terminate the Agreement effective the last day of the month 
following the end of the notice period.  The remedy herein provided shall not be exclusive of, but 
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shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In 
the event a party contests the claim of  breach, the Agreement shall remain in effect until the 
dispute is resolved in accordance with Section 5.2 herein. 


4.3.2. Immediate Termination by Coventry.  Coventry may terminate Physician from providing 
Covered Services to Members for the following reasons: 


4.3.2.1. Termination, revocation, suspension or other limitation of Physician’s license, 
certification, or accreditation. 


4.3.2.2. Physician’s suspension or termination from participation in Medicare or Medicaid. 


4.3.2.3. Termination, revocation, suspension or other limitation of medical staff privileges at 
any hospital. 


4.3.2.4. Coventry determines in good faith that the Physician’s continued provision of 
services to Members may result in, or is resulting in, danger to the health, safety or welfare of 
Members.  Where the danger results from the actions of Physician’s staff, contractors or 
subcontractors, then Physician shall suspend its relationship with such staff, contractors, 
subcontractors upon immediate notice from Coventry, at least with respect to Members, and if 
Physicians fails to take such action, Coventry may terminate the Agreement upon ten (10) days 
notice. 


4.3.2.5. Coventry determines in good faith that, after notice to Physician and opportunity to 
cure, Physician has not materially complied with the provisions of Coventry’s Provider Manual 
and is unwilling or unable to work cooperatively in a managed care environment. 


4.4. Continuation of Benefits. Upon termination of the Agreement, Physician shall continue to provide 
Covered Services to Members who are receiving treatment at the time of termination or who are 
hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or 
through the date of each such Member’s discharge or until Coventry or a Payor makes reasonable 
arrangements to have another hospital provide the service. Such continuation of services shall be made in 
accordance with the terms and conditions of the Agreement as it may be amended and in effect at the 
time, including but not limited to the compensation rates and terms set forth therein.  This Section shall 
survive termination of the Agreement.  


5. GENERAL REQUIREMENTS 


5.1. Amendments. Coventry may unilaterally amend the Agreement to the extent necessary to comply 
with applicable Federal or State law, regulatory requirements, accreditation standards or licensing 
guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the 
Physician of such amendment and the effective date of the amendment.   Coventry may make any other 
non-Regulatory Amendments to the Agreement by notifying Physician at least thirty (30) days prior to the 
effective date of the amendment.  Physician may reject the amendment upon Physician’s receipt of such 
notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice 
of such amendment; provided, however, if Coventry has not received notice of such rejection within that 
thirty (30) day period, Physician’s silence shall constitute acceptance of such amendment. 


5.2. Dispute Resolution and Arbitration. In the event a dispute between Coventry or Payor, and 
Physician arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to 
settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to 
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resolve a dispute within thirty (30) days of the date the aggrieved party sends written notice of the dispute 
to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding 
arbitration in accordance with the commercial rules of the American Health Lawyers Association or other 
nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration 
proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators 
shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the 
Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally 
administered by a certain Payor or Physician procedures, such as, for example, utilization management or 
quality improvement plan (but not including credentialing procedures), the procedures set forth in that 
plan must be fully exhausted before any right to arbitration under this Section may be invoked. 
Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable 
relief in court in connection with the enforcement of those sections of the Agreement that permit actions 
for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising 
out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a 
court of law.  This Section shall survive termination of the Agreement. 


5.3. Confidentiality. Physician and Coventry and Payors agree to maintain the privacy and confidentiality 
of all information and records regarding Members, including but not limited to medical records, in 
accordance with all State and Federal laws, including regulations promulgated under the Health Insurance 
Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the 
financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that 
is not otherwise public information, provided Coventry or a Payor may disclose reimbursement terms to 
prospective and current employer groups.  Physician shall ensure that any vendors, subcontractors or 
other such entities that have a need to know the terms of the Agreement also maintain the privacy and 
confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties 
under this provision, the other Party may seek injunctive relief. This Section shall survive the termination 
of the Agreement. 


5.4. Names, Symbols, Trademarks. Except as provided in Section 2.8, Coventry, Payors, and Physician 
each reserve the right to and control of the use of their name, symbols, trademarks, and service marks 
presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, 
Payors, nor Physician shall use the other Party’s name, symbols, trademarks, or service marks in 
advertising or promotional materials or otherwise, without the prior written consent of that Party and shall 
cease any such usage immediately upon written notice of the Party or on termination of the Agreement, 
whichever is sooner. 


5.5. No Solicitation of Members. So long as the Agreement is in effect, and for a period of one (1) year 
from the date of termination, Physician agrees that Physician will not, within the service area of Coventry 
or Payor solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor 
or otherwise interfere with Coventry’s/Payor’s relationship with Members or any of the foregoing entities.  
Coventry or Payor shall be solely responsible for notifying Members that Physician is no longer a 
Participating Physician. Nothing in the Agreement shall be construed to prohibit Physician or hospital 
employees from freely communicating with patients regarding: (i) medically necessary and appropriate 
care with or on behalf of an Member, including information regarding the nature of treatment, risks of 
treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless 
of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with 
Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision 
of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its 
duties under this provision, the other party may seek injunctive relief. This Section shall survive the 
termination of the Agreement. 
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5.6. No Third Party Beneficiaries. Other than as expressly set forth in the Agreement, no third persons 
or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without 
limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of 
Coventry, Payors, Physician or their respective directors, officers, shareholders, employees or agents, as 
the case may be, to any such third parties for any act or failure to act of any Party hereto. 


5.7. Notice. Any notice, request, demand or communication required or permitted hereunder (“Notices”) 
shall be given in writing by certified mail, return receipt requested, to the Party to be notified.  All Notices 
shall be deemed given and received three (3) days after mailing to the address specified on the Execution 
Sheet. 


5.8. Relationship. None of the provisions of the Agreement is intended to create, nor shall be deemed or 
construed to create any relationship between the Parties hereto other than that of independent entities 
contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  
Neither Physician nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure 
to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be 
between Physician and whichever Payor is a party to the Member Contract under which the Member 
related to the then instant matter in receiving Covered Services. 


5.9. Governing Law. The Agreement shall be governed by and construed in accordance with the laws of 
the State of Nevada without regard to such State’s choice of law provisions. 


5.10. Representation by Counsel. Each Party acknowledges that it has had the opportunity to be 
represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity, shall not be 
construed or interpreted against the drafting Party. 


5.11. Severability. In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 


5.12. Waiver. The waiver by either Party of any breach or violation of any provision of the Agreement 
shall not operate as or be construed to be a waiver of any subsequent breach of the same or other 
provision. 
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COVENTRY HEALTH AND LIFE INSURANCE COMPANY/COVENTRY HEALTH CARE 
NATIONAL NETWORK 


COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT 


1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 
organization products, point-of-service (POS) products, and preferred provider organization 
products offered by Coventry Health and Life Insurance Company or a Payor. 
 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.  This product is sometimes referred to as “Coventry Health Care.” 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid the lesser of billed charges for Covered Services 
performed or according to the terms set forth immediately below. 


 
Fee Schedule:  Coventry Health and Life fully insured /Coventry Health Care National Network 
Covered services and supplies: Maximum Allowable Fee 


  


  


  


 


3.1. Physician shall submit its claims for reimbursement, as required by Section 2.6. 


3.2. Coventry shall approve or deny claims within thirty (30) days of receipt of claim.  In 
consideration of Physician’s agreement to perform Covered Services in accordance with the 
Agreement, Physician shall be paid in accordance with the payment terms set forth in each 
Product Attachment.  In accordance with the law in the State of Nevada, payments to Physician 
shall be made within thirty (30) days of approval of Clean Claim; provided, however, that 
Coventry or a Coventry Company cannot guarantee payment by a Payor other than a Coventry 
Company such as a self-insured entity. 


3.3. Approved Coventry Health and Life claims not paid within thirty (30) days of approval are 
subject to interest at a rate equal to the prime rate at the largest bank in Nevada, as ascertained by 
the Commissioner of Financial Institutions, on January 1 or July 1, as the case may be, 
immediately preceding the date on which the payment was due, plus six percent (6%). The 
interest must be calculated from thirty (30) days after the date on which the claim is approved 
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through the date on which the claim is paid.  The payment of interest may be waived only if the 
payment was delayed due to an act of God or another cause beyond Coventry’s control.  


3.4. Coventry Health and Life shall pay all approved claims in full and will not make any partial 
payments, subject again to Coventry’s inability to guarantee payment by a Payor other than a 
Coventry Company such as a self-insured entity. 


3.5. However, Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry’s criteria and standards for billing and coding practices, 
[which includes the use of software to edit claims to ensure appropriate billing and coding 
practices].  Coventry and Payors may require appropriate documentation and coding to support 
payment for Covered Services.  Physician shall have the opportunity to correct any billing or 
coding error within thirty (30) days of denial related to any such claim submission. Coventry and 
Payors may recover payment or retain portions of future payments in the event that Coventry or a 
Payor determines that an individual was not an eligible Member at the time of services, or in the 
event of duplicate payment, overpayment, payment for non-covered services, error in payment 
uncovered as a result of a coordination of benefits process, or fraud. 


3.6. If Coventry requires additional information to determine whether to approve or deny the 
claim, it shall notify the Physician within twenty (20) days of receipt of claim and shall include 
all specific reasons for the delay in approving or denying the claim.  Coventry shall not request 
Physician to resubmit information that has already been provided, unless Coventry provides a 
legitimate reason for the request and the purpose of the request is not to delay the payment of the 
claim, harass the claimant, or discourage the filing of claims. 


3.7. Coventry Health and Life shall approve or deny claims within thirty (30) days of receipt of 
additional information.  If the claim is approved, Coventry Health and Life shall pay the claim 
within thirty (30) days after it receives the additional information.  Approved Coventry Health 
and Life claims not paid within that period shall be subject to interest as described in 3.3. 


3.8. A court shall award costs and reasonable attorney's fees to the prevailing party in an action 
brought pursuant to this section. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 


7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member participates in a 
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Coventry Product or a First Health Product.  In addition, the identification card will also identify 
the Member’s benefit plan and the telephone number that Physician may call to confirm 
Member’s benefit plan, including any limitations or conditions on Covered Services.  At such 
time as Coventry or a Payor receives an inquiry from Physician regarding a Member’s benefit 
plan or Covered Services, Coventry or a Payor shall use information given by Physician to make 
preliminary benefit decisions.  Coventry and Payors shall retain the right and sole responsibility 
to determine whether a service is a Covered Service.   
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FIRST HEALTH NETWORK 


NETWORK LEASE PRODUCT ATTACHMENT 


1. Description.  The Network Lease product includes third party administrators, large employers, or 
other insurance carriers who are interested in securing access to our networks. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Network Lease product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid the lesser of billed charges for Covered Services 
performed or the terms set forth immediately below. 


 
Fee Schedule: First Health Network leased 
Covered services and supplies: Maximum Allowable Fee 


  


  


  


 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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FIRST HEALTH NETWORK 


WORKERS’ COMPENSATION PRODUCT ATTACHMENT 


1. Description.  The Workers’ Compensation Program product includes network access and other 
services to workers’ compensation insurance carriers, third party administrators and other entities 
and corporations for work related injury or illness and subject to state or federal workers’ 
compensation regulations as required. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Workers’ Compensation Program product on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 


Notwithstanding the Agreement rates contained herein, the amount payable under the terms of 
this Agreement shall be the lesser of the First Health Network Lease contracted rate, 85% of the 
amount payable under guidelines established under any state law or regulation pertaining to 
health care services rendered for occupationally ill/injured employees or the relative actual charge 
data if a state mandated amount for the service billed is not applicable, as determined by the 
payor.  The relative actual charge data shall be representative of the 80th percentile of the relative 
actual charge data for a given procedure code in the same or similar geographic region where 
services were rendered. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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FIRST HEALTH NETWORK 


AUTOMOBILE INSURANCE MANAGED CARE  PRODUCT ATTACHMENT 


1. Description.  The Automobile Insurance Managed Care Product includes access and other 
services to auto insurance carriers, third party administrators and other entities and corporations 
for Member injuries from auto accidents for which coverage is provided under relevant Member 
Contracts. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Automobile Insurance Managed Care Product on a twenty-four (24) hour per day, seven (7) 
day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 


Reimbursement from auto insurance payors for health care services rendered to auto insurance 
patients shall be the lesser of the First Health Network Lease rates, 85% percent of the amount 
specified as the maximum amount payable under any state law or federal regulation pertaining to 
payment for such services, or the relative actual charge data if a state mandated amount for the 
service billed is not applicable, as determined by the payor.  The relative actual charge data shall 
be representative of the 80th percentile of the relative actual charge data for a given procedure 
code in the same or similar geographic region where services were rendered.  This rate of 
reimbursement shall apply whether such rules or guidelines are in existence at the time of 
execution of this agreement or established at a later time. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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COVENTRY HEALTH CARE, INC – MEDICARE PRIVATE FEE FOR SERVICE 


ADVANTRA FREEDOM - PRIVATE FEE FOR SERVICE PRODUCT ATTACHMENT 


1. Description.  The Medicare product includes the Medicare health benefit plan(s) administered 
directly by Coventry or a Coventry Company. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Medicare product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 
 
Coventry shall reimburse Physician for Covered Services rendered to Advantra Freedom 
Members at 100% of the amount that the Physician would have been paid under the traditional 
Medicare Part A and B programs. Provider understands that Medicare Advantage Private Fee-
For-Service is a distinct and different Product from the Coventry Advantra Product.  


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.  


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 


7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member participates in a 
Coventry Product or a First Health Product.  In addition, the identification card will also identify 
the Member’s benefit plan and the telephone number that Physician may call to confirm 
Member’s benefit plan, including any limitations or conditions on Covered Services.  At such 
time as Coventry or a Payor receives an inquiry from Physician regarding a Member’s benefit 
plan or Covered Services, Coventry or a Payor shall use information given by Physician to make 
preliminary benefit decisions.  Coventry and Payors shall retain the right and sole responsibility 
to determine whether a service is a Covered Service.   


8. Federal Fund Obligations.  Physician understands and agrees that payments received by the 
First Health Medicare Advantage Plan from CMS pursuant to Plan’s contract with CMS are 
Federal funds.  As a result, Physician, by entering into this Agreement and the terms of Exhibit A, 
is subject to laws applicable to individuals/entities receiving Federal funds, including but not 
limited to, Title VI of the Civil Rights Act of 1964 as implemented by regulations at 45 C.F.R. 
part 84, the Age Discrimination Act of 1975 as implemented by regulations at 45 C.F.R. part 91, 
the Rehabilitation Act of 1973, and the Americans with Disabilities Act. 
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9. Maintenance of Records.  Physician shall preserve records, for the longer of: (i) the period of 
time required by State and Federal law, including the period required by Medicare programs and 
contracts to which Plan is subject, or (ii) ten (10) years from the date this Agreement ends or from 
the date of completion of any audit, whichever is longer, or longer if so required by CMS.  


10. Audit of Records.  Physician shall provide access to, permit audit of, and provide copies of 
records and other information to the U.S. Department of Justice, the Secretary of the U.S. 
Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer Review 
Organizations, their designees, and such other officials entitled by law or under government-
funded programs or contracts administered by Plan (collectively, “Government Officials”) as may 
be necessary for compliance by Plan with the provisions of all state and federal laws and 
contractual requirements governing Plan, including, but not limited to, the Medicare program.  
Such records shall be available at all reasonable times at Physician’s place of business or at some 
other mutually agreeable location.  


11. Subcontractors.  Physician shall require all of its subcontractors, if any, to comply with all 
applicable Medicare laws, regulations and CMS instructions.  Any provision required to be in this 
Agreement by the rules and regulations governing the Medicare Advantage Program shall bind 
the parties whether or not provided in this Agreement.  In addition, to the extent applicable, 
Physician shall comply with the obligations in the contract between CMS and Plan governing 
Plan’s participation in the Medicare Advantage Program. 


Physician shall ensure that any vendors, subcontractors or other such entities that have a need to 
know the terms of the Agreement also maintain the privacy and confidentiality of all financial 
terms of the Agreement. 


If Physician arranges for the provision of Covered Services from other health care providers for 
Medicare Advantage Members, such contracts shall be in writing and shall specify the delegated 
activities and reporting responsibilities, in addition to meeting the requirements described above.  


12. Contracts with Other Facilities. If Physician arranges for the provision of Covered Services 
from other health care facilities for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities. Physician shall 
include in Physician’s contracts with subcontractors all of the contractual and legal obligations 
required by Plan or the laws, regulations, rules and directions of CMS. To the extent CMS 
requires additional provisions to be included in such subcontracts, Physician shall amend its 
contracts accordingly. 


13. Submission of Encounter Data.  Physician hereby acknowledges that Plan is required to provide 
CMS and other federal and state regulatory agencies and accrediting organizations with encounter 
data as requested by such agencies and organizations.  Such data may include medical records 
and all other data necessary to characterize each encounter between Physician and a Medicare 
Advantage Member.  Physician agrees to cooperate with Plan and to provide Plan with all such 
information in such form and manner as requested by Plan. 


14. Certification of Data.  Physician recognizes that as a Medicare Advantage organization, Plan is 
required to certify the accuracy, completeness and truthfulness of data that CMS requests. Such 
data include encounter data, payment data, and any other information provided to Plan by its 
contractors and subcontractors.  Physician and its subcontractors, if any, hereby certify that any 
such data submitted to Plan will be accurate, complete and truthful.  Upon request, Physician 
shall make such certification in the form and manner prescribed by Plan. 
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15. Contracts with Excluded Providers. Physician shall not employ or contract for the provision of 
health care, utilization review, medical social work or administrative services with any individual 
excluded from participation in Medicare under Section 1128 or 1128A of the Social Security Act.  
Physician hereby certifies that no such excluded person currently is employed by or under 
contract with Physician or with any “downstream” entity with which Physician contracts relating 
to the furnishing of these services to Medicare Advantage Members. 


16. Medicare Advantage Member Complaints.  Physician agrees to cooperate with Plan in 
resolving any Medicare Advantage Member complaints related to coverage for the provision of 
Covered Services.  Plan will notify Physician as necessary concerning all Medicare Advantage 
Member complaints involving Physician.  Physician shall, in accordance with the Physician’s 
regular procedures, investigate such complaints and respond to Plan in the required time.  
Physician shall use best efforts to resolve complaints in a fair and equitable manner. 


17. Accountability and Delegation.  To the extent that Physician has been delegated any activities 
or functions which are the responsibility of the Plan, Physician shall make such periodic and other 
reports as reasonably required by Plan and Plan shall at all times retain the right to monitor 
Physician’s performance thereof through its quality assurance and improvement programs.  Plan 
reserves the right to revoke such delegation in the event that either Plan or CMS determines that 
such activities or functions have not been performed in a satisfactory manner. 
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COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Provider agrees to participate in the following Products:   


 Commercial Insured/Self-Insured Products (includes HMO, POS, 
PPO, Self-Insured ASO, OPM Administered Programs) 


 Network Access Product 
 Workers Compensation Product 
 Automobile Insurance Managed Care Services Product 
 Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, _________________________________________(“Provider”) and Coventry Health and 
Life Insurance Company (“Coventry”), on behalf of all affiliate companies of Coventry including, but 
not limited to, First Health Life and Health Insurance Company, First Health Group Corp., and Coventry 
Health Care Workers Compensation, Inc. (individually a “Coventry Company” collectively “Coventry 
Companies”) agree to be bound by this Agreement.  The “Effective Date” of this Agreement is 
_______________, 20__. 
  


PROVIDER 
Error! Reference source 
not found. 


COVENTRY HEALTH AND LIFE 
INSURANCE COMPANY 


Authorized By:  Authorized By:  
  


 


Print Name:  Print Name: Todd Trettin 
Title:  Title: CEO 


Tax ID:   


Date:  Date:  
 
 


   Address for Notice: 
 


 Address for Notice: 
 


    1140 N. Town Center Drive, Suite 190 
    Las Vegas, NV 89144 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the 
applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.4.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.4.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.4.5 Consistent with the diagnosis of the condition at issue; required for reasons other 


than the comfort or convenience of the Member or Member’s physician or other provider; and 
 


1.4.6 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Provider Services 
Department.) 
 
1.5 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
 


1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit 
program. 
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1.7 Participating Provider.  A health care provider, including, but not limited to, a 


physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Provider 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.8 Payor.  An entity authorized by Coventry or Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members. 


 
1.9 Product.   Any health care benefit program, in which Provider agrees to participate under 


this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments.  


  
1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
2. PROVIDER OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Provider shall provide Covered Services to Members of Products set forth in the 
Member Contract that are generally provided by Provider and for which the Provider has been 
credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, 
consistent with professional, clinical and ethical standards and in the same manner as provided to 
Provider’s other patients.  Provider shall accept Members as new patients on the same basis as 
Provider is accepting non-Members as new patients.  Provider shall not discriminate against a 
Member on the basis of age, race, color, creed, religion, gender, sexual preference, national 
origin, health status, use of Covered Services, income level, or on the basis that Member is 
enrolled in a managed care organization or is a Medicare or Medicaid beneficiary. 


 
 2.1.2 Provider shall make Covered Services available and accessible to Members, 
including telephone access to Provider, during Provider’s normal business hours.  
Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider 
may arrange for a Participating Provider to furnish coverage on Provider’s behalf (a “Covering 
Provider”) so long as Provider retains primary responsibility for Members’ care. 


 
 2.1.3 For services rendered by any Covering Provider on behalf of Provider, including 
Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with 
the Covering Provider regarding the manner in which said Covering Provider will be reimbursed 
or otherwise compensated; provided, however, that Provider shall assure that the Covering 
Provider will not, under any circumstances, bill a Member for Covered Services (except as 
specifically permitted in this Agreement), and Provider hereby agrees to indemnify and hold 
harmless Members and Coventry or Payor against charges for Covered Services rendered by 
Covering Providers. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer 
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Members to Participating Providers.  Provider shall only admit a Member for inpatient care and 
shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s 
Medical Director or Medical Director’s designee, in accordance with the applicable Member 
Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Provider as 
participating or non-participating in any new product or current Product.  Provider may reject 
Coventry’s or Payor’s designation of Provider as participating or non-participating in such new 
product within thirty (30) days of Coventry’s notice of such designation; provided, however, if 
Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s 
silence shall constitute acceptance of such designation.  To the extent that the specific terms for 
the provision of Covered Services in new products are not included herein, they shall be agreed to 
by the parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Provider. 


 
2.1.6 Provider understands and agrees that Provider’s participation in a current Product 


or new product does not mean that Provider shall be permitted to participate in each and every 
current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors 
may select only certain Participating Providers to take part in: (i) the provider delivery network 
for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product 
benefit plan(s), or (iii) a current Product or (iv) new product. 


 
2.1.7 Provider Credentialing Requirements.  All Providers must meet Coventry and 


Payor’s credentialing standards and must be approved in writing by Coventry prior to providing 
any Covered Services to Members.   


 
2.1.8  Restriction, Suspension or Termination of Participating Providers.  Provider 


acknowledges and agrees that Provider shall immediately be restricted, suspended or terminated 
from providing services to Members in the following circumstances: (i) failure to meet the 
licensing/certification requirements or other professional standards required by this Agreement; 
or (ii) Coventry’s determination that there are serious deficiencies in the professional 
competence, conduct or quality of care which affects or could adversely affect the health or safety 
of Members.  Provider shall immediately notify Coventry if Provider ceases to meet the 
licensing/certification requirements or other professional standards described in this Agreement. 


 
2.1.9  Changes in Capacity.  Provider shall provide at least ninety (90) calendar days 


written notice to Coventry of any significant changes in the capacity of Provider to provide 
services or that would prevent Provider from accepting additional Members.  A significant 
change in capacity includes, but is not limited to, the following circumstances: (i) inability of 
Provider to properly treat additional Members or its existing Members for any reason; or (ii) 
closure of any office of Provider. 


 
 2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered 
Services in conformity with generally accepted medical and surgical practices in effect at the time of 
service.  Provider also agrees to implement peer review and credentialing of licensed providers and other 
ancillary personnel who provide Covered Services to Members on behalf of Provider. 
 
 2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, 
Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced 
in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, 
peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit 
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procedures, and any other policies that Coventry or Payor may implement, including amendments made 
to the above mentioned policies, procedures and programs from time to time.  
 


2.3.1 Hospital-Acquired Conditions and Wrong Site/Person/Procedure Policy.    
Coventry, Payors, and Provider agree to abide by Coventry's policy on "Hospital-Acquired 
Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP Policy").  The HAC-WSPP 
Policy shall be provided to Provider upon request and may be updated from time to time by 
Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions and Wrong 
Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP 
Policy. 


 
 2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 
 
 2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services or the 
alleged failure to render professional services by Provider, and Provider’s employees (“Professional 
Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a 
self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage 
shall be maintained at levels in accordance with minimum state law requirements, or, if there are no 
minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 
aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability 
insurance in appropriate amounts. 
 
 2.6 Claim Submission.   
 


2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for 
reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or 
Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, 
current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved 
successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry 
approved successor revision) coding in accordance with the then current Medicare guidelines, 
whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty 
(120) days of the date of discharge unless coordination of benefit issues exist.  Provider may not 
bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not 
separate bills for covered services for purposes of additional payments under the agreement, 
except when hospitalizations of member are greater than or equal to sixty (60) days, in which 
case interim billing is required.  Provider understands and agrees that failure to submit claims in 
accordance with the requirements of this section may result in the denial of such claims.  Provider 
understands and agrees that Provider has one (1) year from the date of service to appeal payment 
by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be 
made 
 


2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands 
and agrees that failure to submit bills or claims in accordance with the requirements of this 
section may result in the denial of such claims.   


 
 2.7 Hold Harmless.   
 


 2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by 
Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or 
a Payor denial or reduction of payment for services that are not Medically Necessary or were not 
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in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any 
criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, charge, 
collect a deposit from, seek compensation, remuneration or reimbursement from, or have any 
recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for 
services rendered under the Agreement.  For purposes of this section, services rendered under the 
Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with Provider.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


 
 2.7.2 Provider further agrees that: (i) this provision shall survive termination of the 
Agreement regardless of the cause giving rise to termination and shall be construed to be for the 
benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement 
now existing or hereafter entered into between Provider and a Member or a person acting on 
Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of the Section shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor 
marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators 
and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Provider understands and agrees that neither Coventry, Payor, nor 
Members shall be required to reimburse Provider for expenses related to providing copies of 
patient records or documents to any local, State or Federal agency or Coventry or Payor: (i) 
pursuant to a request from any local, State or Federal agency (including, without limitation, the 
Centers for Medicare and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to 
administration of Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk 
Management Programs; or (iii) in order to assist Coventry or Payor in making a determination 
regarding whether a service is a Covered Service for which payment is due hereunder; or (iv) for 
any other purpose. 


 
 2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s 
normal business hours.  Provider further agrees that it shall release a Member’s medical records 
to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    
In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and 
claims review purposes.     


 
 2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Provider agrees to comply with all 
applicable State and Federal requirements, laws, rules and regulations, including, but not limited to, those 
of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State 
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agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall 
cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and 
agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules 
and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or 
State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department 
of Health and Human Services and any accrediting organization to conduct periodic site 
evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written 
request, Provider shall provide Coventry or Payor with a copy of the written response to any 
questions or comments posed by the agencies listed in the preceding sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, 
of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial 
decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability 
Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any 
other situation that may materially interfere with Provider's duties and obligations under the Agreement.   
Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, 
Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from 
Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and 
resolution of any such Member complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a 
copy of which will be made available to Provider upon request.  Provider understands and agrees that the 
Drug Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Provider acknowledges that Coventry does not practice medicine 
or exercise control over the methods or professional judgments by which Provider renders medical 
services to Members.  Provider shall be responsible for clinical decisions regarding admission, discharge 
or other medical treatment of Members regardless of receipt by Provider of any recommendations, 
authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any 
other person or entity performing quality improvement or utilization management. Coventry encourages 
Provider to communicate with patients regarding the treatment options available to them, including 
alternative medications, regardless of benefit coverage limitations. 


 
2.14  Labs.  Provider agrees to use only CLIA certified labs for Covered Services that are both 


subject to the CLIA requirements and required by Coventry Companies to be obtained from a CLIA 
certified lab.  Provider also agrees to use best efforts to utilize labs that are Participating Providers with 
Coventry Companies. 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Provider’s agreement to perform Covered Services in 
accordance with the Agreement, Provider shall be paid in accordance with the payment terms set 
forth in each Product Attachment. In accordance with the law in the State of Nevada, a Payor 
shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean 
Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within 
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thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a 
Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such 
as a self-insured entity. 


 
 3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding 
practices, which includes the use of software to edit claims to ensure appropriate billing and 
coding practices.  Coventry and Payors may require appropriate documentation and coding to 
support payment for Covered Services.  Provider shall have the opportunity to correct any billing 
or coding error within thirty (30) days of denial related to any such claim submission. Coventry 
and Payors may recover payment or retain portions of future payments in the event that Coventry 
or a Payor determines that an individual was not an eligible Member at the time of services, or in 
the event of duplicate payment, overpayment, payment for non-covered services, error in 
payment uncovered as a result of a coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, are equal to one hundred 
percent of the amount required by this Agreement, subject to limitations outlined in the Member 
Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining 
payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any 
claim or fee for health care services relating to or arising under the Agreement. 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 


4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last day of 
the month following the ninety (90) day notice period. In the event that Coventry no longer offers a 
particular Product or is unable to continue to provide access to a particular Product, Coventry may also 
terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical 
Group.  Such termination of the Product Attachment will be effective as of the last day of the month 
following the ninety (90) day notice period.  In the event a Product Attachment is terminated by 
Coventry, such termination shall not constitute termination of any other Product Attachment, or 
termination of the Agreement. 
 
 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
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material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Provider from providing Covered Services to Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s 
license, certification, or accreditation. 


 
 4.3.2.2 Provider’s suspension or termination from participation in Medicare or 
Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Provider’s continued 
provision of services to Members may result in, or is resulting in, danger to the health, 
safety or welfare of Members.  Where the danger results from the actions of Provider’s 
staff, contractors or subcontractors, then Provider shall suspend its relationship with such 
staff, contractors, subcontractors upon immediate notice from Coventry, at least with 
respect to Members, and if Provider fails to take such action, Coventry may terminate the 
Agreement upon ten (10) days notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Provider and 
opportunity to cure, Provider has not materially complied with the provisions of 
Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable 
to work cooperatively in a managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue 
to provide Covered Services to Members who are receiving treatment at the time of termination or who 
are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including, but not limited to, the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Provider of such amendment and the effective date of the amendment.   Coventry may make any 
other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior 
to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of 
such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of 
notice of such amendment; provided, however, if Coventry has not received notice of such rejection 
within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment.  
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 5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor 
and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith 
efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is 
unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of 
the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to 
binding arbitration in accordance with the commercial rules of the American Health Lawyers Association 
or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Provider procedures, such as, for example, utilization 
management or quality improvement plan (but not including credentialing procedures), the procedures set 
forth in that plan must be fully exhausted before any right to arbitration under this Section may be 
invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other 
equitable relief in court in connection with the enforcement of those sections of the Agreement that permit 
actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute 
arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found 
in a court of law.  This Section shall survive termination of the Agreement. 
 
 5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including, but not limited to, medical 
records, in accordance with all State and Federal laws, including regulations promulgated under the 
Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any 
vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also 
maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either 
Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and 
service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service 
marks in advertising or promotional materials or otherwise, without the prior written consent of that Party 
and shall cease any such usage immediately upon written notice of the Party or on termination of the 
Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of 
Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry 
or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the 
foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is 
no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or 
hospital employees from freely communicating with patients regarding: (i) medically necessary and 
appropriate care with or on behalf of a Member, including information regarding the nature of treatment, 
risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, 
regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting 
with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the 
decision of Coventry or Payor to deny payment for a health care service.  In the event that either party 
violates its duties under this provision, the other party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
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 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party 
hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Provider, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
 5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or 
any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be 
interpreted to be between Provider and whichever Payor is a party to the Member Contract under which 
the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 


5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision.   
 
 


[THE REMAINDER OF THIS PAGE IS LEFT INTENTIONALLY BLANK.]
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COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Commercial Product during Provider’s normal business hours. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Provider may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Provider regarding a Member’s benefit plan or Covered Services, Coventry or a 
Payor shall use information given by Provider to make preliminary benefit decisions.  Coventry 
and Payors shall retain the right and sole responsibility to determine whether a service is a 
Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  Subject to the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Provider is 
included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.   


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Network Access product during Provider’s normal business hours. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  The Payor issued identification card for the enhanced savings program will include the 
First Health logo. 


 
8. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry, a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Hospital offers services similar to those 
offered under the Agreement and this Product Attachment. 
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WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Workers Compensation Program Product includes network access and other 
services to workers compensation insurance carriers, employer groups, third party administrators 
and other entities and corporations for work related injury or illness and subject to state workers 
compensation regulations as required. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Workers Compensation Program Product during Provider’s normal business hours. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.    


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    
Provider agrees to use best efforts to comply with protocols communicated to Provider by 
Coventry or Payor, including, but not limited to, the guidelines of the American College of 
Occupational and Environmental Medicine (ACOEM), the Official Disability Guidelines (ODG), 
return to work guidelines, and AMA or applicable state or federal guidelines for evaluating 
permanent impairment when assigning disability and/or impairment ratings for Members.   
 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry, a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Hospital offers services similar to those 
offered under the Agreement and this Product Attachment. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto insurance carriers, third party administrators and other entities 
and corporations for Member injuries resulting from auto accidents for which coverage is 
provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Automobile Insurance Managed Care Services during Provider’s normal business hours. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.     


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry, a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Hospital offers services similar to those 
offered under the Agreement and this Product Attachment. 
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Medicare Advantage Product during Provider’s normal business hours. 
 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
8. Provider Obligations. 
 


 8.1  Provision of Covered Services.  Provider agrees to provide to Medicare 
Advantage Members the health care services for which Provider is licensed and customarily 
provides in accordance with accepted medical and surgical standards in the community.  Provider 
shall make Covered Services available and accessible to Medicare Advantage Members, 
including telephone access to Provider, during Provider’s normal business  hours. 
 
 8.2  Federal Fund Obligations.  Provider understands and agrees that payments 
received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant to MA 
Plan’s contract with CMS are Federal funds.  As a result, Provider, by entering into this 
Agreement and the terms of the Product Attachment, is subject to laws applicable to individuals 
and/or entities receiving Federal funds, including, but not limited to, Title VI of the Civil Rights 
Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination Act of 
1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, and the 
Americans with Disabilities Act. 
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 8.3 Hold Harmless.  Provider agrees that in no event, including, but not limited to, 
nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration 
or reimbursement from, or have any recourse against a Medicare Advantage Member or persons 
other than MA Plan acting on their behalf, for services rendered under the Agreement or this 
Product Attachment.  For purposes of this section, services rendered under the Agreement or this 
Product Attachment include those health care services delivered to Medicare Advantage 
Members by any and all health care professionals employed by or independently contracted with 
the Provider.  This section shall not prohibit collection of copayments, coinsurance, or 
deductibles in accordance with the Medicare Advantage Member’s Member Contract. 
 
Provider further agrees that:  (i) this provision shall survive termination of the Agreement and/or 
this Product Attachment, regardless of the cause giving rise to termination and shall be construed 
to be for the benefit of the Medicare Advantage Member; and (ii) this provision supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and a 
Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 8.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Provider shall continue to provide Covered 
Services to Medicare Advantage Members who are hospitalized through the later of: (a) the date 
for which premiums were paid, or (b) through the date of discharge.  Provider is prohibited by 
law from billing Medicare Advantage Members for such Covered Services.  This provision shall 
survive the termination of this Agreement or Product Attachment, regardless of the reason for 
termination, including the insolvency of MA Plan, and shall supersede any oral or written 
agreement between Provider and a Medicare Advantage Member. 
 


8.5 Policies, Programs & Procedures.  Provider agrees to comply with MA Plan’s 
policies and procedures (which MA Plan shall provide to Provider upon request) which 
operationalize many of the requirements of the Agreement, this Product Attachment, and the 
Medicare Advantage program. Provider agrees to comply with MA Plan’s quality improvement, 
administrative processes and procedures, utilization review, peer review, grievance procedures, 
credentialing and recredentialing procedures, and any other policies the MA Plan may implement, 
including amendments made to the above mentioned policies, procedures and programs from 
time to time.  In the event that a MA Plan policy or procedure conflicts with a provision in the 
Agreement, then the language in the Agreement (including all amendments, exhibits, and 
attachments thereto) shall govern. 


 
 8.6 Maintenance of Records.  Provider shall preserve records applicable to Medicare 
Advantage Members or to MA Plan’s participation in the Medicare Advantage Program, for the 
longer of: (i) the period of time required by State and Federal law, including the period required 
by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) years from the 
date this Agreement ends or from the date of completion of any audit, whichever is longer, or 
longer if so required by CMS. 
 
 8.7 Audit of Records.  Provider shall provide access to, permit audit of, and provide 
copies of records and other information to the U.S. Department of Justice, the Secretary of the 
U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
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Government Officials.  Such records shall be available at all reasonable times at Provider’s place 
of business or at some other mutually agreeable location.  
 
 8.8 Subcontractors.  Provider shall require all of its subcontractors, if any, to comply 
with all applicable Medicare laws, regulations and CMS instructions. 
 


 8.8.1 Provider shall include in Provider’s contracts with subcontractors all of 
the contractual and legal obligations required by MA Plan or the laws, regulations, rules 
and directions of CMS. To the extent CMS requires additional provisions to be included 
in such subcontracts, Provider shall amend its contracts accordingly. 
 
 8.8.2 Provider shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy 
and confidentiality of all financial terms of the Agreement. 
 
 8.8.3 If Provider arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above. 
 


 8.9 Contracts with Excluded Entities.  Provider shall not employ or contract for the 
provision of health care, utilization review, medical social work or administrative services with 
any individual excluded from participation in Medicare under Section 1128 or 1128A of the 
Social Security Act.  Provider hereby certifies that no such excluded person currently is employed 
by or under contract with Provider or with any “downstream” entity with which Provider 
contracts relating to the provision of these services to MA Plan Members. 
 
 8.10  Submission of Encounter Data.  Provider hereby acknowledges that MA Plan is 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Provider and a Medicare Advantage Member.  Provider agrees to cooperate with MA Plan and to 
provide MA Plan with all such information in such form and manner as requested by MA Plan. 
 
 8.11  Certification of Data.  Provider recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Provider and its subcontractors, if 
any, hereby certify that any such data submitted to MA Plan will be accurate, complete and 
truthful.  Upon request, Provider shall make such certification in the form and manner prescribed 
by MA Plan. 
 
 8.12  Medicare Advantage Member Complaints.  Provider agrees to cooperate with 
MA Plan in resolving any MA Plan Member complaints related to the provision of Covered 
Services.  MA Plan will notify Provider as necessary concerning all Medicare Advantage 
Member complaints involving Provider.  Provider shall, in accordance with the Provider’s regular 
procedures, investigate such complaints and respond to MA Plan in the required time.  Provider 
shall use best efforts to resolve complaints in a fair and equitable manner.   
 


9. MA Plan Obligations. 
 


 9.1 Fee Schedule.  MA Plan shall arrange for Provider to be compensated for health 
care services rendered to MA Plan Members in accordance with Exhibit A. 
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 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Provider for Covered Services provided to MA Plan 
Members within thirty (30) calendar days of receipt.  For purposes of this Product Attachment, 
the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA Plan shall pay 
interest on clean claims that are not paid within thirty (30) calendar days of receipt in accordance 
with 42 CFR 422.520(a)(2).  
 


10. General Provisions 
 


 10.1 Accountability and Delegation.  To the extent that Provider has been delegated 
any activities or functions which are the responsibility of the MA Plan, Provider shall submit 
periodic and other reports as reasonably required by MA Plan, and MA Plan shall at all times 
retain the right to monitor Provider’s performance thereof through its quality assurance and 
improvement programs.  MA Plan reserves the right to revoke such delegation in the event that 
either MA Plan or CMS determines that such activities or functions have not been performed in a 
satisfactory manner. 
 
 10.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 10.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable Federal requirements, laws, rules and regulations, including, but not limited to, 
those of CMS, or of any other Federal agencies applicable to the Medicare Advantage Program. 
To the extent applicable, Provider shall comply with the obligations in the contract between CMS 
and MA Plan governing MA Plan’s participation in the Medicare Advantage Program. Any 
provision required to be in this Agreement by the rules and regulations governing the Medicare 
Advantage Program shall bind the parties whether or not specifically included in this Agreement. 
 
 10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 
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EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 
 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Provider on the Execution Sheet of this Agreement, Provider shall be compensated by the Payor 
for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge” shall mean the amount billed by Provider for a Covered Service 


which is subject to payment pursuant to the Agreement. 
 


G. “Mandated Amount” shall mean the payment amount as determined by Payor and/or 
Coventry in accordance with applicable state or federal law or regulation pertaining to 
payment for a Covered Service.  It is important to note that associated compensation 
provisions as noted in Sections II.A, II.B, Section III.A and IV.A shall apply whether such 
laws or regulations are in existence at time of execution of this Agreement or established at 
a later time. 







2010 CHL All Products Ancillary NV  21 of 23 
Coventry Data Classification: Confidential 


 
H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Provider shall be reimbursed for Covered Services for Commercial Products in accordance 
with the following “Commercial Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 
 


75% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Provider shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Provider’s acquisition cost for any Unvalued Service/Supply.   In no case, for 
any service billed by the Provider, shall compensation exceed the Provider’s 
Eligible Billed Charge or the Mandated Amount, whichever is less.   


 
 


B. Compensation for Network Access Product 
 


Provider shall be reimbursed for Covered Services for Network Access Products in 
accordance with the following “Network Access Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


100% of  2007 CMS Rate 


Anesthesia Services 
CPTs 00100-01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide., including but not limited to base, time and modifier unit determination, 
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with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Provider shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Provider’s acquisition cost for any Unvalued Service/Supply.   In no case, for 
any service billed by the Provider, shall compensation exceed the Provider’s 
Eligible Billed Charge or the Mandated Amount, whichever is less.   


 
 


C. Availability of Contract Allowable Information: 
 


Provider may at any time request that Coventry furnish Provider information related to the 
then current contract allowable amounts for specific services as outlined above.  Such 
information will include a sample fee schedule reflecting the current fee schedule values for 
Provider’s commonly billed or requested codes.  Such information will include, if 
requested, current fee schedule values for drugs and immunizations. 


 
 
Section III. WORKERS COMPENSATION PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of III(A) (ii) or (iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge  


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of III(B) (ii) or (iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
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under the NRUC methodology, this subsection III(B)(ii) shall not apply and 
Provider’s compensation shall be the amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
Section IV. AUTOMOBILE MANAGED CARE PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of IV(A) (ii) or (iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge 


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of IV(B) (ii) or (iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
under the NRUC methodology, this subsection IV(B)(ii) shall not apply and 
Provider’s compensation shall be the amount set forth in IV(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
Section V.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section V(A)(ii), Provider will be reimbursed 
for Covered Services the lesser of:  


 
i)  Provider’s Eligible Billed Charges; or  
 
ii)  One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance 
or Medicare Advantage Plan deductible).   


   
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Provider under this Section V exceed amounts prescribed by Federal law.
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2012 Version 3-Ancillary Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Provider agrees to participate in the following Products:   


 Commercial Insured/Self-Insured Products (includes HMO, POS, 
PPO, Self-Insured ASO, OPM Administered Programs) 


 Network Access Product 
 Workers Compensation Product 
 Automobile Insurance Managed Care Services Product 
 Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, _________________________________________(“Provider”) and Coventry Health and 
Life Insurance Company (“Coventry”), on behalf of all affiliate companies of Coventry including, but 
not limited to, First Health Life and Health Insurance Company, First Health Group Corp., and Coventry 
Health Care Workers Compensation, Inc. (individually a “Coventry Company” collectively “Coventry 
Companies”) agree to be bound by this Agreement.  The “Effective Date” of this Agreement is 
_______________, 20__. 
 
 
PROVIDER COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _________________________ 


Title: ______________________________  Title:_______________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  ___1140 Town Center Drive, Suite 190_______  


____________________________________  ___Las Vegas, NV 89144_______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the 
applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.4.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.4.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.4.5 Consistent with the diagnosis of the condition at issue; required for reasons other 


than the comfort or convenience of the Member or Member’s physician or other provider; and 
 


1.4.6 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Provider Services 
Department.) 
 
1.5 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
 


1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union Member, or other entity which sets forth the terms of the 
health benefit program. 
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1.7 Participating Provider.  A health care provider, including, but not limited to, a 


physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Provider 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.8 Payor.  An entity authorized by Coventry or Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members. 


 
1.9 Product.   Any health care benefit program, in which Provider agrees to participate under 


this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments.  


  
1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
2. PROVIDER OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Provider shall provide Covered Services to Members of Products set forth in the 
Member Contract that are generally provided by Provider and for which the Provider has been 
credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, 
consistent with professional, clinical and ethical standards and in the same manner as provided to 
Provider’s other patients.  Provider shall accept Members as new patients on the same basis as 
Provider is accepting non-Members as new patients.  Provider shall not discriminate against a 
Member on the basis of age, race, color, creed, religion, gender, sexual preference, national 
origin, health status, use of Covered Services, income level, or on the basis that Member is 
enrolled in a managed care organization or is a Medicare or Medicaid beneficiary. 


 
 2.1.2 Provider shall make Covered Services available and accessible to Members, 
including telephone access to Provider, during Provider’s normal business hours.  
Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider 
may arrange for a Participating Provider to furnish coverage on Provider’s behalf (a “Covering 
Provider”) so long as Provider retains primary responsibility for Members’ care. 


 
 2.1.3 For services rendered by any Covering Provider on behalf of Provider, including 
Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with 
the Covering Provider regarding the manner in which said Covering Provider will be reimbursed 
or otherwise compensated; provided, however, that Provider shall assure that the Covering 
Provider will not, under any circumstances, bill a Member for Covered Services (except as 
specifically permitted in this Agreement), and Provider hereby agrees to indemnify and hold 
harmless Members and Coventry or Payor against charges for Covered Services rendered by 
Covering Providers. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer 
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Members to Participating Providers.  Provider shall only admit a Member for inpatient care and 
shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s 
Medical Director or Medical Director’s designee, in accordance with the applicable Member 
Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Provider as 
participating or non-participating in any new product or current Product.  Provider may reject 
Coventry’s or Payor’s designation of Provider as participating or non-participating in such new 
product within thirty (30) days of Coventry’s notice of such designation; provided, however, if 
Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s 
silence shall constitute acceptance of such designation.  To the extent that the specific terms for 
the provision of Covered Services in new products are not included herein, they shall be agreed to 
by the parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Provider. 


 
2.1.6 Provider understands and agrees that Provider’s participation in a current Product 


or new product does not mean that Provider shall be permitted to participate in each and every 
current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors 
may select only certain Participating Providers to take part in: (i) the provider delivery network 
for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product 
benefit plan(s), or (iii) a current Product or (iv) new product. 


 
2.1.7 Provider Credentialing Requirements.  All Providers must meet Coventry and 


Payor’s credentialing standards and must be approved in writing by Coventry prior to providing 
any Covered Services to Members.   


 
2.1.8  Restriction, Suspension or Termination of Participating Providers.  Provider 


acknowledges and agrees that Provider shall immediately be restricted, suspended or terminated 
from providing services to Members in the following circumstances: (i) failure to meet the 
licensing/certification requirements or other professional standards required by this Agreement; 
or (ii) Coventry’s determination that there are serious deficiencies in the professional 
competence, conduct or quality of care which affects or could adversely affect the health or safety 
of Members.  Provider shall immediately notify Coventry if Provider ceases to meet the 
licensing/certification requirements or other professional standards described in this Agreement. 


 
2.1.9  Changes in Capacity.  Provider shall provide at least ninety (90) calendar days 


written notice to Coventry of any significant changes in the capacity of Provider to provide 
services or that would prevent Provider from accepting additional Members.  A significant 
change in capacity includes, but is not limited to, the following circumstances: (i) inability of 
Provider to properly treat additional Members or its existing Members for any reason; or (ii) 
closure of any office of Provider. 


 
 2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered 
Services in conformity with generally accepted medical and surgical practices in effect at the time of 
service.  Provider also agrees to implement peer review and credentialing of licensed providers and other 
ancillary personnel who provide Covered Services to Members on behalf of Provider. 
 
 2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, 
Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced 
in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, 
peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit 
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procedures, and any other policies that Coventry or Payor may implement, including amendments made 
to the above mentioned policies, procedures and programs from time to time.  
 


2.3.1 HAC-WSPP Policy.    Coventry, Payors, and Provider agree to abide by 
Coventry's policy on "Hospital-Acquired Conditions" and “Wrong Site/Person/Procedure” (the 
"HAC-WSPP Policy").  The HAC-WSPP Policy shall be provided to Provider upon request and 
may be updated from time to time by Coventry.  Reimbursement for care associated with 
Hospital-Acquired Conditions and Wrong Site/Person/Procedure shall be determined solely in 
accordance with Coventry's HAC-WSPP Policy. 


 
 2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 
 
 2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services or the 
alleged failure to render professional services by Provider, and Provider’s employees (“Professional 
Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a 
self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage 
shall be maintained at levels in accordance with minimum state law requirements, or, if there are no 
minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 
aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability 
insurance in appropriate amounts. 
 
 2.6 Claim Submission.   
 


2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for 
reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or 
Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, 
current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved 
successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry 
approved successor revision) coding in accordance with the then current Medicare guidelines, 
whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty 
(120) days of the date of discharge unless coordination of benefit issues exist.  Provider may not 
bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not 
separate bills for covered services for purposes of additional payments under the agreement, 
except when hospitalizations of member are greater than or equal to sixty (60) days, in which 
case interim billing is required.  Provider understands and agrees that failure to submit claims in 
accordance with the requirements of this section may result in the denial of such claims.  Provider 
understands and agrees that Provider has one (1) year from the date of service to appeal payment 
by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be 
made. 


 
 The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
 the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
 and requirements related thereto affects reimbursement under this Agreement, the parties shall 
 adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
 coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
 codes and combinations as compared to overall reimbursement under ICD-9 coding. 
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2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands 
and agrees that failure to submit bills or claims in accordance with the requirements of this 
section may result in the denial of such claims.   


 
 2.7 Hold Harmless.   
 


 2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by 
Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or 
a Payor denial or reduction of payment for services that are Medically Necessary or were not in 
accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any 
criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, charge, 
collect a deposit from, seek compensation, remuneration or reimbursement from, or have any 
recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for 
services rendered under the Agreement.  For purposes of this section, services rendered under the 
Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with Provider.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


 
 2.7.2 Provider further agrees that: (i) this provision shall survive termination of the 
Agreement regardless of the cause giving rise to termination and shall be construed to be for the 
benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement 
now existing or hereafter entered into between Provider and a Member or a person acting on 
Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of the Section shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor 
marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators 
and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Except as required by applicable state or federal law, Provider 
understands and agrees that neither Coventry, Payor, nor Members shall be required to reimburse 
Provider for expenses related to providing copies of patient records or documents to any local, 
State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State or 
Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) or 
such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality 
Improvement, Utilization Review, and Risk Management Programs; or (iii) in order to assist 
Coventry or Payor in making a determination regarding whether a service is a Covered Service 
for which payment is due hereunder; or (iv) for any other purpose. 


 
 2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s 
normal business hours.  Provider further agrees that it shall release a Member’s medical records 
to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    
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In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and 
claims review purposes.     


 
 2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Provider agrees to comply with all 
applicable State and Federal requirements, laws, rules and regulations, including, but not limited to, those 
of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State 
agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall 
cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and 
agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules 
and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or 
State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department 
of Health and Human Services and any accrediting organization to conduct periodic site 
evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written 
request, Provider shall provide Coventry or Payor with a copy of the written response to any 
questions or comments posed by the agencies listed in the preceding sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, 
of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial 
decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability 
Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any 
other situation that may materially interfere with Provider's duties and obligations under the Agreement.   
Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, 
Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from 
Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and 
resolution of any such Member complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a 
copy of which will be made available to Provider upon request.  Provider understands and agrees that the 
Drug Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Provider acknowledges that Coventry does not practice medicine 
or exercise control over the methods or professional judgments by which Provider renders medical 
services to Members.  Provider shall be responsible for clinical decisions regarding admission, discharge 
or other medical treatment of Members regardless of receipt by Provider of any recommendations, 
authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any 
other person or entity performing quality improvement or utilization management. Coventry encourages 
Provider to communicate with patients regarding the treatment options available to them, including 
alternative medications, regardless of benefit coverage limitations. 


 
2.14  Labs.  Provider agrees to use only CLIA certified labs for Covered Services that are both 


subject to the CLIA requirements and required by Coventry Companies to be obtained from a CLIA 
certified lab.  Provider also agrees to use best efforts to utilize labs that are Participating Providers with 
Coventry Companies. 
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2.15 Medical Management.  Provider agrees to collaborate with, participate in or otherwise 
facilitate Coventry Medical Management programs, including direct access to Members and their records 
by Coventry care management staff.   


 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Provider’s agreement to perform Covered Services in 
accordance with the Agreement, Provider shall be paid in accordance with the payment terms set 
forth in each Product Attachment. In accordance with the law in the State of Nevada, a Payor 
shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean 
Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within 
thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a 
Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such 
as a self-insured entity. 


 
 3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding 
practices, which includes the use of software to edit claims to ensure appropriate billing and 
coding practices.  Coventry and Payors may require appropriate documentation and coding to 
support payment for Covered Services.  Provider shall have the opportunity to correct any billing 
or coding error within thirty (30) days of denial related to any such claim submission. Coventry 
and Payors may recover payment or retain portions of future payments in the event that Coventry 
or a Payor determines that an individual was not an eligible Member at the time of services, or in 
the event of duplicate payment, overpayment, payment for non-covered services, error in 
payment uncovered as a result of a coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, are equal to one hundred 
percent of the amount required by this Agreement, subject to limitations outlined in the Member 
Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining 
payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any 
claim or fee for health care services relating to or arising under the Agreement. 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 


4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last day of 
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the month following the ninety (90) day notice period. In the event that Coventry no longer offers a 
particular Product or is unable to continue to provide access to a particular Product, Coventry may also 
terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical 
Group.  Such termination of the Product Attachment will be effective as of the last day of the month 
following the ninety (90) day notice period.  In the event a Product Attachment is terminated by 
Coventry, such termination shall not constitute termination of any other Product Attachment, or 
termination of the Agreement. 
 
 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Provider from providing Covered Services to Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s 
license, certification, or accreditation. 


 
 4.3.2.2 Provider’s suspension or termination from participation in Medicare or 
Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Provider’s continued 
provision of services to Members may result in, or is resulting in, danger to the health, 
safety or welfare of Members.  Where the danger results from the actions of Provider’s 
staff, contractors or subcontractors, then Provider shall suspend its relationship with such 
staff, contractors, subcontractors upon immediate notice from Coventry, at least with 
respect to Members, and if Provider fails to take such action, Coventry may terminate the 
Agreement upon ten (10) days notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Provider and 
opportunity to cure, Provider has not materially complied with the provisions of 
Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable 
to work cooperatively in a managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue 
to provide Covered Services to Members who are receiving treatment at the time of termination or who 
are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
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amended and in effect at the time, including, but not limited to, the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Provider of such amendment and the effective date of the amendment.   Coventry may make any 
other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior 
to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of 
such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of 
notice of such amendment; provided, however, if Coventry has not received notice of such rejection 
within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment.  
 
 5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor 
and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith 
efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is 
unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of 
the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to 
binding arbitration in accordance with the commercial rules of the American Health Lawyers Association 
or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Provider procedures, such as, for example, utilization 
management or quality improvement plan (but not including credentialing procedures), the procedures set 
forth in that plan must be fully exhausted before any right to arbitration under this Section may be 
invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other 
equitable relief in court in connection with the enforcement of those sections of the Agreement that permit 
actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute 
arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found 
in a court of law.  This Section shall survive termination of the Agreement. 
 
 5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including, but not limited to, medical 
records, in accordance with all State and Federal laws, including regulations promulgated under the 
Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any 
vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also 
maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either 
Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and 
service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service 
marks in advertising or promotional materials or otherwise, without the prior written consent of that Party 
and shall cease any such usage immediately upon written notice of the Party or on termination of the 
Agreement, whichever is sooner.   







2012 CHL All Products Ancillary NV  11 of 24 
Coventry Data Classification: Confidential 


 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of 
Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry 
or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the 
foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is 
no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or 
hospital employees from freely communicating with patients regarding: (i) medically necessary and 
appropriate care with or on behalf of a Member, including information regarding the nature of treatment, 
risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, 
regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting 
with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the 
decision of Coventry or Payor to deny payment for a health care service.  In the event that either party 
violates its duties under this provision, the other party may seek injunctive relief. This Section shall 
survive the termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party 
hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Provider, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
 5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or 
any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be 
interpreted to be between Provider and whichever Payor is a party to the Member Contract under which 
the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 


5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision.   







2012 CHL All Products Ancillary NV  12 of 24 
Coventry Data Classification: Confidential 


COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Commercial Product during Provider’s normal business hours. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Provider may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Provider regarding a Member’s benefit plan or Covered Services, Coventry or a 
Payor shall use information given by Provider to make preliminary benefit decisions.  Coventry 
and Payors shall retain the right and sole responsibility to determine whether a service is a 
Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  Subject to the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Provider is 
included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.   


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Network Access product during Provider’s normal business hours. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  The Payor issued identification card for the enhanced savings program will include the 
First Health logo. 


 
8. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry, a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment. 
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WORKERS COMPENSATION PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Workers Compensation Program Product includes network access and other 
services to workers compensation Payors for work related injury or illness. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with Section 2.6. 


3. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Workers Compensation Program Product during Provider’s normal business hours. 


 
4. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.    


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    
Provider agrees to use best efforts to comply with protocols communicated to Provider by 
Coventry or Payor, including, but not limited to, the guidelines of the American College of 
Occupational and Environmental Medicine (ACOEM), the Official Disability Guidelines (ODG), 
return to work guidelines, and AMA or applicable state or federal guidelines for evaluating 
permanent impairment when assigning disability and/or impairment ratings for Members.   
 


6. Identification.  Coventry and Payors will not be required to provide an identification card or 
other indicator of a Member’s participating status in a Product. 


 
7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
8. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry, a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto Payors for Member injuries resulting from auto accidents for 
which coverage is provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with Section 2.6. 


3. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Automobile Insurance Managed Care Services during Provider’s normal business hours. 


 
4. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.     


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
6. Identification.  Coventry and Payors will not be required to provide an identification card or 


other indicator of a Member’s participating status in a Product. 
 


7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Provider shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
8. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry, a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment. 
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Medicare Advantage Product during Provider’s normal business hours. 
 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product and the corresponding Product Attachment without 
the consent of Provider to any Coventry Company or any other entity upon thirty (30) days prior 
written notice.  The assignment of this Product and the corresponding Product Attachment to 
another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
8. Provider Obligations. 
 


 8.1  Provision of Covered Services.  Provider agrees to provide to Medicare 
Advantage Members the health care services for which Provider is licensed and customarily 
provides in accordance with accepted medical and surgical standards in the community.  Provider 
shall make Covered Services available and accessible to Medicare Advantage Members, 
including telephone access to Provider, during Provider’s normal business  hours. 
 
 8.2  Federal Fund Obligations.  Provider understands and agrees that payments 
received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant to MA 
Plan’s contract with CMS are Federal funds.  As a result, Provider, by entering into this 
Agreement and the terms of the Product Attachment, is subject to laws applicable to individuals 
and/or entities receiving Federal funds, including, but not limited to, Title VI of the Civil Rights 
Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination Act of 
1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, and the 
Americans with Disabilities Act. 
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 8.3 Hold Harmless.  Provider agrees that in no event, including, but not limited to, 
nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration 
or reimbursement from, or have any recourse against a Medicare Advantage Member or persons 
other than MA Plan acting on their behalf, for services rendered under the Agreement or this 
Product Attachment.  For purposes of this section, services rendered under the Agreement or this 
Product Attachment include those health care services delivered to Medicare Advantage 
Members by any and all health care professionals employed by or independently contracted with 
the Provider.  This section shall not prohibit collection of copayments, coinsurance, or 
deductibles in accordance with the Medicare Advantage Member’s Member Contract. 
 
Provider further agrees that:  (i) this provision shall survive termination of the Agreement and/or 
this Product Attachment, regardless of the cause giving rise to termination and shall be construed 
to be for the benefit of the Medicare Advantage Member; and (ii) this provision supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and a 
Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 8.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Provider shall continue to provide Covered 
Services to Medicare Advantage Members who are hospitalized through the later of: (a) the date 
for which premiums were paid, or (b) through the date of discharge.  Provider is prohibited by 
law from billing Medicare Advantage Members for such Covered Services.  This provision shall 
survive the termination of this Agreement or Product Attachment, regardless of the reason for 
termination, including the insolvency of MA Plan, and shall supersede any oral or written 
agreement between Provider and a Medicare Advantage Member. 
 


8.5 Policies, Programs & Procedures.  Provider agrees to comply with MA Plan’s 
policies and procedures (which MA Plan shall provide to Provider upon request) which 
operationalize many of the requirements of the Agreement, this Product Attachment, and the 
Medicare Advantage program. Provider agrees to comply with MA Plan’s quality improvement, 
administrative processes and procedures, utilization review, peer review, grievance procedures, 
credentialing and recredentialing procedures, and any other policies the MA Plan may implement, 
including amendments made to the above mentioned policies, procedures and programs from 
time to time.  In the event that a MA Plan policy or procedure conflicts with a provision in the 
Agreement, then the language in the Agreement (including all amendments, exhibits, and 
attachments thereto) shall govern. 


 
 8.6 Maintenance of Records.  Provider shall preserve records applicable to Medicare 
Advantage Members or to MA Plan’s participation in the Medicare Advantage Program, for the 
longer of: (i) the period of time required by State and Federal law, including the period required 
by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) years from the 
date this Agreement ends or from the date of completion of any audit, whichever is longer, or 
longer if so required by CMS. 
 
 8.7 Audit of Records.  Provider shall provide access to, permit audit of, and provide 
copies of records and other information to the U.S. Department of Justice, the Secretary of the 
U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
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Government Officials.  Such records shall be available at all reasonable times at Provider’s place 
of business or at some other mutually agreeable location.  
 
 8.8 Subcontractors.  Provider shall require all of its subcontractors, if any, to comply 
with all applicable Medicare laws, regulations and CMS instructions. 
 


 8.8.1 Provider shall include in Provider’s contracts with subcontractors all of 
the contractual and legal obligations required by MA Plan or the laws, regulations, rules 
and directions of CMS, including, without limitation, that any delegated services or 
activities to be performed by subcontractor shall be consistent and comply with the 
obligations in the contract between CMS and MA Plan governing Plan’s participation in 
the Medicare Advantage Program. To the extent CMS requires additional provisions to 
be included in such subcontracts, Provider shall amend its contracts accordingly. 
 
 8.8.2 Provider shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy 
and confidentiality of all financial terms of the Agreement. 
 
 8.8.3 If Provider arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above.  In the event that MA Plan delegates to 
Provider a selection of providers, MA Plan retains the right to approve, suspend or 
terminate such delegation.  If MA Plan delegates the selection of providers, MA Plan will 
either review the credentials of medical professionals affiliated with Provider or MA Plan 
will review, approve, and audit on an ongoing basis Provider’s credentialing process. 


 
 8.9 Contracts with Excluded Entities.  Provider shall not employ or contract for the 
provision of health care, utilization review, medical social work or administrative services with 
any individual excluded from participation in Medicare under Section 1128 or 1128A of the 
Social Security Act.  Provider hereby certifies that no such excluded person currently is employed 
by or under contract with Provider or with any “downstream” entity with which Provider 
contracts relating to the provision of these services to MA Plan Members. 
 
 8.10  Submission of Encounter Data.  Provider hereby acknowledges that MA Plan is 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Provider and a Medicare Advantage Member.  Provider agrees to cooperate with MA Plan and to 
provide MA Plan with all such information in such form and manner as requested by MA Plan. 
 
 8.11  Certification of Data.  Provider recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Provider and its subcontractors, if 
any, hereby certify that any such data submitted to MA Plan will be accurate, complete and 
truthful.  Upon request, Provider shall make such certification in the form and manner prescribed 
by MA Plan. 
 
 8.12  Medicare Advantage Member Complaints.  Provider agrees to cooperate with 
MA Plan in resolving any MA Plan Member complaints related to the provision of Covered 
Services.  MA Plan will notify Provider as necessary concerning all Medicare Advantage 
Member complaints involving Provider.  Provider shall, in accordance with the Provider’s regular 
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procedures, investigate such complaints and respond to MA Plan in the required time.  Provider 
shall use best efforts to resolve complaints in a fair and equitable manner.   
 


9. MA Plan Obligations. 
 


 9.1 Fee Schedule.  MA Plan shall arrange for Provider to be compensated for health 
care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Provider for Covered Services provided to MA Plan 
Members within thirty (30) calendar days of receipt.  For purposes of this Product Attachment, 
the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA Plan shall pay 
interest on clean claims that are not paid within thirty (30) calendar days of receipt in accordance 
with 42 CFR 422.520(a)(2).  
 


10. General Provisions 
 


 10.1 Accountability and Delegation.  To the extent that Provider has been delegated 
any activities or functions which are the responsibility of the MA Plan, Provider shall submit 
periodic and other reports as reasonably required by MA Plan, and MA Plan shall monitor on an 
ongoing basis Provider’s performance thereof through its quality assurance and improvement 
programs.  MA Plan reserves the right to revoke such delegation in the event that either MA Plan 
or CMS determines that such activities or functions have not been performed in a satisfactory 
manner. 
 
 10.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 10.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable Federal requirements, laws, rules, regulations, and instructions including, but not 
limited to, those of CMS, or of any other Federal agencies applicable to the Medicare Advantage 
Program. To the extent applicable, Provider shall comply with the obligations in the contract 
between CMS and MA Plan governing MA Plan’s participation in the Medicare Advantage 
Program. Any provision required to be in this Agreement by the rules and regulations governing 
the Medicare Advantage Program shall bind the parties whether or not specifically included in 
this Agreement. 
 
 10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 
 
 10.5 Privacy and Accuracy.  Provider agrees to safeguard beneficiary privacy and 
confidentiality, ensure the accuracy of beneficiary health records and abide by all State and 
Federal privacy and security requirements, including the confidentiality and security provisions 
stated in the Medicare Advantage and Medicare Part D regulations.  This provision applies to all 
first tier, downstream or related entities. 
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EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 
 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Provider on the Execution Sheet of this Agreement, Provider shall be compensated by the Payor 
for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge” shall mean the amount billed by Provider for a Covered Service 


which is subject to payment pursuant to the Agreement. 
 


G. “Mandated Amount” shall mean the payment amount as determined by Payor and/or 
Coventry in accordance with applicable state or federal law or regulation pertaining to 
payment for a Covered Service.  It is important to note that associated compensation 
provisions as noted in Sections II.A, II.B, Section III.A and IV.A shall apply whether such 
laws or regulations are in existence at time of execution of this Agreement or established at 
a later time. 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Except for Unvalued Service(s)/Supply(ies), Provider shall be reimbursed for Covered 
Services for Commercial Products the lesser of (1) Eligible Billed Charge; or (2) the 
Mandated Amount; or the Contract Allowable set forth in “Commercial Fee Schedule” 
immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 
 


75% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Provider shall 
be compensated at the lesser of: (1) 60% of the Eligible Billed Charge not to 
exceed 125% of Provider’s acquisition cost for any Unvalued Service/Supply, 
or (2) the Mandated Amount.    


 
 


B. Compensation for Network Access Product 
 


Except for Unvalued Service(s)/Supply(ies), Provider shall be reimbursed for Covered 
Services for Network Access Products the lesser of (1) Eligible Billed Charge; or (2) the 
Mandated Amount; or the Contract Allowable set forth in “Network Access Fee Schedule” 
immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


100% of  2007 CMS Rate 


Anesthesia Services 
CPTs 00100-01999 


$52 per unit  







2012 CHL All Products Ancillary NV  22 of 24 
Coventry Data Classification: Confidential 


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide, including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Provider shall 
be compensated at the lesser of: (1) 60% of the Eligible Billed Charge not to 
exceed 125% of Provider’s acquisition cost for any Unvalued Service/Supply, 
or (2) the Mandated Amount.    


 
 


C. Availability of Contract Allowable Information: 
 


Provider may at any time request that Coventry furnish Provider information related to the 
then current contract allowable amounts for specific services as outlined above.  Such 
information will include a sample fee schedule reflecting the current fee schedule values for 
Provider’s commonly billed or requested codes.  Such information will include, if 
requested, current fee schedule values for drugs and immunizations. 


 
 
Section III. WORKERS COMPENSATION PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of Sections  III(A) (ii) 
or (iii) immediately below;  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge  


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of Sections III(B) (ii) 
or (iii) immediately below; or 
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ii. 85% of the value of an independent, nationally-recognized entity that maintains 
and produces a database of health care provider charges (“Independent 
Database”).  An example of an Independent Database is FAIR Health.  In order 
to determine the Independent Database in effect, Provider may contact Provider 
Relations. The Independent Database value shall be representative of the 80th 
percentile of relative actual charges for a given procedure code in the same or 
similar geographic region where services were rendered, unless a different 
percentile is allowed by applicable state or federal law.  If the Covered Service is 
an Unvalued Service under the Independent Database methodology, this 
subsection III(B)(ii) shall not apply and Provider’s compensation shall be the 
amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
Section IV. AUTOMOBILE MANAGED CARE PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(A)(i) shall 
not apply and Provider’s compensation shall be the lesser of Sections IV(A) (ii) 
or (iii) immediately below;  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge 


 
B. For Covered Services not subject to a Mandated Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(B)(i) shall 
not apply and Provider’s compensation shall be the lesser of Sections IV(B) (ii) 
or (iii) ; or 


 
ii. 85% of the value of an independent, nationally-recognized entity that maintains 


and produces a database of health care provider charges (“Independent 
Database”).  An example of an Independent Database is FAIR Health.  In order 
to determine the Independent Database in effect, Provider may contact Provider 
Relations. The Independent Database value shall be representative of the 80th 
percentile of relative actual charges for a given procedure code in the same or 
similar geographic region where services were rendered, unless a different 
percentile is allowed by applicable state or federal law.  If the Covered Service is 
an Unvalued Service under the Independent Database methodology, this 
subsection III(B)(ii) shall not apply and Provider’s compensation shall be the 
amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 
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Section V.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section V(A)(ii), Provider will be reimbursed 
for Covered Services the lesser of:  


 
i)  Provider’s Eligible Billed Charges; or  
 
ii)  One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance 
or Medicare Advantage Plan deductible).   


   
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Provider under this Section V exceed amounts prescribed by Federal law. 







2012 Version 4-Ancillary Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Provider agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________, on behalf of itself and all persons that provide Covered 
Services billed under this Agreement (“Provider”) and Coventry Health and Life Insurance Company 
(“Coventry”), on behalf of all affiliate companies of Coventry including, but not limited to, First Health 
Life and Health Insurance Company, First Health Group Corp., and Coventry Health Care Workers 
Compensation, Inc. (individually a “Coventry Company” collectively “Coventry Companies”) agree to 
be bound by this Agreement.  The “Effective Date” of this Agreement is __________________, 20__. 
 
PROVIDER COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _Todd D. Trettin___________ 


Title: ______________________________  Title:__CEO_________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  ___1140 Town Center Drive, Suite 190_______  


____________________________________  ___Las Vegas, NV 89144_______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the 
applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.4.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.4.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.4.5 Consistent with the diagnosis of the condition at issue;  
 
1.4.6 required for reasons other than the comfort or convenience of the Member or 


Member’s Provider; and 
 


1.4.7 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.5 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
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1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union Member, or other entity which sets forth the terms of the 
health benefit program. 
 


1.7 Participating Provider.  A health care provider, including, but not limited to, a Provider, 
home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has 
entered into a direct or indirect written agreement, including, but not limited to, a Provider Agreement, 
with Coventry or Payor to provide Covered Services to Members.  
 


1.8  Payor.  An entity  that is authorized by Coventry or a Coventry Company to access one 
or more networks of Participating Providers and who or which is liable for funding or underwriting 
benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members.  
 


1.9 Product.   Any health care benefit program, in which Provider agrees to participate under 
this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments.  


  
1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
 
2. PROVIDER OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Provider shall provide Covered Services to Members of Products set forth in the 
Member Contract that are generally provided by Provider and for which the Participating 
Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall 
be delivered in a prompt manner, consistent with professional, clinical and ethical standards and 
in the same manner as provided to Provider’s other patients.  Provider shall accept Members as 
new patients on the same basis as Provider is accepting non-Members as new patients.  Provider 
shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, 
sexual preference, national origin, health status, use of Covered Services, income level, or on the 
basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid 
beneficiary. 


 
 2.1.2 Provider shall make Covered Services available and accessible to Members, 
including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  
Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider 
may arrange for a provider who is a Participating Provider to furnish coverage on Provider’s 
behalf (a “Covering Provider”) so long as Provider retains primary responsibility for Members’ 
care. 
 
 2.1.3 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Provider as 
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participating or non-participating in any new product or current Product.  To the extent that the 
specific terms for the provision of Covered Services in new products are not included herein, they 
shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in 
these programs to Provider. 


 
2.1.4 Provider understands and agrees that Provider’s participation in a current Product 


or new product does not mean that Provider shall be permitted to participate in each and every 
current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors 
may select only certain Participating Providers to take part in: (i) the provider delivery network 
for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product 
benefit plan(s), or (iii) a current Product or (iv) new product. 


 
 2.2 Standard of Care.   
 


2.2.1 Provider agrees to provide or arrange for the provision of Covered Services in 
conformity with generally accepted medical and surgical practices in effect at the time of service.  
Provider also agrees to implement peer review and credentialing of physicians, nurse 
practitioners, physician assistants and other ancillary personnel who provide Covered Services to 
Members on behalf of Provider. 


2.2.2 Provider represents, warrants and agrees that all persons who provide Covered 
Services to Members under this Agreement, whether employed, contracted, or via other 
relationship with Provider, are subject to all terms and conditions of this Agreement, including all 
product attachments.  Upon Coventry’s request, Provider shall provide evidence that any such 
persons are obligated to comply with the terms and conditions of this contract, either through 
employment, or written acknowledgement of such obligation.  


 2.3 Programs & Procedures.  Provider agrees to comply with all Coventry, Coventry 
Company and Payor policies and procedures.  Provider agrees to comply with Coventry’s  Provider 
Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and 
recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or 
Payor may implement, including amendments made to the above mentioned policies, procedures and 
programs from time to time.  Coventry or Payor shall notify Provider of any material modifications to 
such policies 30 days in advance of their applicability.  Provider further agrees to provide Coventry or 
Payor access to any and all records, including medical records.  
 
 2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 
 
 2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services or the 
alleged failure to render professional services by Provider, Provider’s Participating Providers, and 
Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance 
through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  
Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state 
law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per 
occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive 
general and/or umbrella liability insurance in appropriate amounts. 
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2.6 Claim Submission.  Provider agrees to submit its claims for reimbursement and 
encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and 
Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of 
Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural 
Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance 
with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit 
bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues 
exist, in which case Provider shall submit bills within 120 days after.  Provider understands and agrees 
that the failure to submit claims in accordance with this section shall constitute a waiver of the right to 
seek payment.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date 
of discharge and shall not separate bills for covered services for purposes of additional payments under 
the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in 
which case interim billing is required at the end of every sixty (60) day period thereafter.  Provider 
understands and agrees that failure to submit claims in accordance with the requirements of this section 
may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year 
from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no 
further adjustments to payments shall be made. 
 
The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by the 
Department of Health and Human Services.  In the event implementation of ICD-10 coding and 
requirements related thereto affects reimbursement under this Agreement, the parties shall adjust the 
reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 coding on overall 
reimbursement under this Agreement is revenue neutral based on valid ICD10 codes and combinations as 
compared to overall reimbursement under ICD-9 coding. 
 
 2.7 Hold Harmless.   
 


 2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by 
Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, shall Provider 
bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or 
have any recourse against a Member or persons other than Coventry or a Payor acting on their 
behalf, for services rendered under the Agreement.  For purposes of this section, services 
rendered under the Agreement include those health care services delivered to Members by any 
and all health care professionals employed by or independently contracted with the Provider.  
This section shall not prohibit collection of copayments, coinsurance, or deductibles in 
accordance with the Member’s Member Contract. 


 
 2.7.2 Provider further agrees that: (i) this provision shall survive termination of the 
Agreement regardless of the cause giving rise to termination and shall be construed to be for the 
benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement 
now existing or hereafter entered into between Provider and a Member or a person acting on 
Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of this  section 2.7 shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor 
marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators 
and employer groups. 
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 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Except as required by applicable state or federal law, Provider 
understands and agrees that neither Coventry, Payor, nor Members shall be required to reimburse 
Provider for expenses related to providing copies of patient records or documents to any local, 
State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State or 
Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) or 
such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality 
Improvement, Utilization Review, and Risk Management Programs, including the collection of 
HEDIS data; or (iii) in order to assist Coventry or Payor in making a determination regarding 
whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other 
purpose. 


 
 2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s 
normal business hours.  Provider further agrees that it shall release a Member’s medical records 
to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    
In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and 
claims review purposes.     


 
 2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Provider agrees to comply with all 
applicable State and Federal requirements, laws, rules and regulations, including but not limited to those 
of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State 
agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall 
cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and 
agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules 
and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or 
State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department 
of Health and Human Services and any accrediting organization to conduct periodic site 
evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written 
request, Provider shall provide Coventry or Payor with a copy of the written response to any 
questions or comments posed by the agencies listed in the preceding sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, 
of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial 
decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability 
Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any 
other situation that may materially interfere with Provider's duties and obligations under the Agreement.   
Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, 


2012-2 NV All Products Ancillary Agrmnt   6 of 29 
Coventry Data Classification:  Confidential 







Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from 
Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and 
resolution of any such Member complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy 
of which will be made available to Provider upon request.  Provider understands and agrees that the Drug 
Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Provider acknowledges that Coventry does not practice medicine 
or exercise control over the methods or professional judgments by which Provider renders medical 
services to Members.  Provider shall be responsible for clinical decisions regarding admission, discharge 
or other medical treatment of Members regardless of receipt by Provider of any recommendations, 
authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any 
other person or entity performing quality improvement or utilization management. Coventry encourages 
Provider to communicate with patients regarding the treatment options available to them, including 
alternative medications, regardless of benefit coverage limitations. 


 
2.14  HAC-WSPP Policy.  Coventry, Payors, and Provider agree to abide by Coventry's policy 


on "Hospital-Acquired Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP Policy").  
The HAC-WSPP Policy shall be provided to Provider upon request and may be updated from time to time 
by Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions and Wrong 
Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP Policy. 


 
 2.15  Medical Management.  Provider agrees to collaborate with, participate in or otherwise 
facilitate Coventry Medical Management programs, including direct access to Members and their records 
by Coventry care management staff.  [THIS PROVISION TO BE USED FOR PROVIDERS WHO 
WOULD BE TREATING MEMBERS ON AN INPATIENT BASIS] 
 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Provider’s agreement to perform Covered Services in 
accordance with the Agreement, Provider shall be paid in accordance with the payment terms set 
forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor 
shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean 
Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within 
thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a 
Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such 
as a self-insured entity or Worker’s Compensation carrier. 


 
 3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or based upon the 
application of Coventry or a Payor’s criteria,  standards, or guidelines for billing and coding 
practices, or reimbursement, or based upon the application of billing, coding or reimbursement 
standards, rules or guidelines of any applicable federal or state legislative or regulatory authority.  
Claims for payment may be reviewed through the use of software to edit claims to ensure 
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appropriate billing, coding and reimbursement practices.  Coventry and Payors may require 
appropriate documentation and coding to support payment for Covered Services.  Provider shall 
have the opportunity to correct any billing or coding error within thirty (30) days of denial related 
to any such claim submission. Coventry and Payors may recover payment or retain portions of 
future payments in the event that Coventry or a Payor determines that an individual was not an 
eligible Member at the time of services, or in the event of duplicate payment, overpayment, 
payment for non-covered services, error in payment uncovered as a result of a coordination of 
benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, are equal to one hundred 
percent of the amount required by this Agreement, subject to limitations outlined in the Member 
Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining 
payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any 
claim or fee for health care services relating to or arising under the Agreement.  Provider agrees that it 
shall not file suit against Coventry or Coventry Company as a result of any such Payor’s nonpayment.  
 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 
 4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last day of 
the month following the ninety (90) day notice period. In the event that Coventry no longer offers a 
particular Product or is unable to continue to provide access to a particular Product, Coventry may also 
terminate any Product Attachment without cause upon ninety (90) days prior written notice to Provider.  
Such termination of the Product Attachment will be effective as of the last day of the month following the 
ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such 
termination shall not constitute termination of any other Product Attachment, or termination of the 
Agreement. 


 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
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breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Provider and/or a Participating Provider within Provider from providing Covered Services to 
Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or 
Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Provider’s or Participating Provider’s suspension or termination from 
participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Provider’s or Participating 
Provider’s continued provision of services to Members may result in, or is resulting in, 
danger to the health, safety or welfare of Members.  Where the danger results from the 
actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its 
relationship with such staff, contractors, subcontractors upon immediate notice from 
Coventry, at least with respect to Members, and if Provider fails to take such action, 
Coventry may terminate the Agreement upon ten (10) days notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Provider and the 
Participating Provider and opportunity to cure, Provider and/or its Participating Provider 
has not materially complied with the provisions of Coventry’s Provider Manual or 
Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a 
managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue 
to provide Covered Services to Members who are receiving treatment at the time of termination or who 
are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Provider of such amendment and the effective date of the amendment.   Coventry may make any 
other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior 
to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of 
such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of 
notice of such amendment; provided, however, if Coventry has not received notice of such rejection 
within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment.  
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5.2 Dispute Resolution and Arbitration.  Please read this provision carefully.  It affects 


your rights.   


5.2.1 Coventry and Provider agree to confidential, binding arbitration for all disputes 
and claims between Coventry and Provider.  This agreement to arbitrate is intended to be broadly 
interpreted.  It includes, but is not limited to: 


 claims arising out of or relating to any aspect of the relationship between Coventry 
and Provider, whether based in contract, tort, statute, fraud, misrepresentation or any 
other legal theory; 


 claims that arose before the Agreement was entered into or under any prior 
agreement; 


 claims that are currently the subject of purported class action litigation in which you 
are not a member of a certified class; and 


 claims that may arise after the termination of the Agreement.  
 


References to "Coventry" in this section includes its respective subsidiaries, affiliates, agents, 
employees, predecessors in interest, successors and assigns, under this or prior agreements with 
Provider. 


 
This arbitration agreement does not preclude Coventry or Provider from bringing issues to the 
attention of federal, state, or local agencies. Such agencies can, if the law allows, seek relief 
against us on your behalf.  Coventry and Provider understand and agree that, by agreeing to 
this arbitration provision, Provider and Coventry are each waiving the right to participate 
in a class action against the other.  This arbitration provision evidences a transaction in 
interstate commerce, and thus the Federal Arbitration Act governs the interpretation and 
enforcement of this provision.  


 
5.2.2 A party who intends to seek arbitration must first send to the other a written 


Notice of Dispute pursuant to the Notice provision of the Agreement.  The Notice must (a) 
describe the precise nature and basis of the claim or dispute; and (b) set forth the specific relief 
sought ("Demand"). If Coventry and Provider do not reach an agreement to resolve the claim 
within 30 days after the Notice is received, Provider or Coventry may commence an arbitration 
proceeding.  If the dispute pertains to a matter which is generally administered by a certain Payor 
or Provider procedures, such as, for example, utilization management or quality improvement 
plan (but not including credentialing procedures), the procedures set forth in that plan must be 
fully exhausted before sending a Notice of Dispute.   


 
5.2.3 The arbitration will be governed by the American Health Lawyers Association 


Alternative Dispute Resolution Service, Rules of Procedure for Arbitration (“AHLA Rules”), as 
modified by this arbitration provision, and will be administered by the AHLA. The AHLA Rules 
are available from the American Health Lawyers Association.  Unless Coventry and Provider 
agree otherwise, any arbitration hearings will take place in the state of Provider’s billing address.  
Where your claim is for greater than $2 million, a panel of three (3) arbitrators will preside over 
the matter, unless Coventry and Provider agree otherwise.  The arbitrator(s) are bound by the 
terms of this arbitration provision. The arbitrator(s) shall allow reasonable discovery and the 
filing of dispositive motions, pursuant to  Federal Rules of Civil Procedure 12 and 56.  If your 
claim is for $10,000 or less, Coventry and Provider may jointly decide, by agreement, whether 
the arbitration will be conducted solely on the basis of documents submitted to the arbitrator, 
through a telephonic hearing, or by an in-person hearing as established by the AHLA Rules.  If 
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the claim exceeds $10,000, the right to a hearing will be determined by the AHLA Rules. 
Regardless of the manner in which the arbitration is conducted, the arbitrator(s) shall issue a 
reasoned written decision sufficient to explain the essential findings and conclusions on which the 
award is based.  The payment of filing, administrative and arbitrator fees shall be governed by the 
AHLA Rules. 


 
5.2.4 The right to attorneys' fees and expenses incurred in connection with the 


arbitration shall be governed by the law that governs the parties’ dispute that is subject to 
arbitration.   


 
5.2.5 The arbitrator(s) may award injunctive relief only in favor of the individual party 


seeking that relief and only to the extent necessary to provide relief warranted and requested by 
that party's individual claim.  The arbitrator cannot award injunctive relief beyond the party’s 
individual claim that grants injunctive relief to non-parties.  PROVIDER AND COVENTRY 
UNDERSTAND AND AGREE THAT EACH MAY BRING CLAIMS AGAINST THE 
OTHER ONLY IN ITS INDIVIDUAL CAPACITY, AND NOT AS A PLAINTIFF OR 
CLASS MEMBER IN ANY PURPORTED CLASS OR REPRESENTATIVE 
PROCEEDING.  Further, unless both Provider and Coventry agree otherwise, the arbitrator(s) 
may not consolidate more than one person's claims, and may not otherwise preside over any form 
of a representative or class proceeding. If this specific proviso is found to be unenforceable, then 
the entirety of this arbitration provision shall be null and void and neither Provider nor Coventry 
shall be entitled to arbitrate any claims against each other.  In no event shall Coventry be required 
arbitrate any class or representative claims. 


 
5.2.6 Notwithstanding any provision in the Agreement to the contrary, the parties agree 


that if Coventry makes any future change to this arbitration provision (other than a change to the 
Notice Address), you may reject any such change by sending Coventry written notice within 30 
days of change to the Arbitration Notice Address provided above. By rejecting any future change, 
you are agreeing that you will arbitrate any dispute in accordance with this provision. 


 
5.2.7 The arbitrator(s) shall have no authority to vary or ignore the terms of this 


arbitration provision and shall be bound by controlling law.  This arbitration provision shall 
survive termination of the Agreement. 


  
 5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including but not limited to medical 
records, in accordance with all State and Federal laws, including regulations promulgated under the 
Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups and Payors.  Provider shall 
ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the 
Agreement also maintain the privacy and confidentiality of all terms, including financial terms of the 
Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek 
injunctive relief. This Section shall survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and 
service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service 
marks in advertising or promotional materials or otherwise, without the prior written consent of that Party 
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and shall cease any such usage immediately upon written notice of the Party or on termination of the 
Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of 
Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry 
or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the 
foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is 
no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider 
employees from freely communicating with patients regarding: (i) medically necessary and appropriate 
care with or on behalf of a Member, including information regarding the nature of treatment, risks of 
treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless 
of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with 
Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision 
of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its 
duties under this provision, the other party may seek injunctive relief. This Section shall survive the 
termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party 
hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Provider, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
   5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or 
any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be 
interpreted to be between Provider and whichever Payor is a party to the Member Contract under which 
the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
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 5.12 Authority.  Provider represents and warrants that it has the authority to enter into this 
Agreement on behalf of all persons who provide Covered Services to Members billed under this 
Agreement, whether employed, contracted, or via other relationship with Provider. 


 
 


[THE REMAINDER OF THIS PAGE IS LEFT INTENTIONALLY BLANK.]







COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 
Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6.   Effect of Termination.  In the event this Product Attachment is terminated, such termination 
 shall not constitute termination of any other Product Attachment Provider has entered into 
 pursuant to this Agreement. 
 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Provider may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Provider regarding a Member’s benefit plan or Covered Services, Coventry or a 
Payor shall use information given by Provider to make preliminary benefit decisions.  Coventry 
and Payors shall retain the right and sole responsibility to determine whether a service is a 
Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  As set forth in the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Provider is 
included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.  The Payor identification card or approved verification of 
benefits letter for the Network Access Product, if any, will include the First Health logo.     


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 
with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry will use best efforts to require Payors, other than a Coventry Company 


Payor, to provide each Member with an identification card or other indicator of participating 
status to Members which shall identify whether the Member participates in the Network Access 
Product.  Coventry will not be required to provide an identification card or other indicator of a 
Member’s participating status in the Network Access Product.  


 
8. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment. 


 
9. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 


time to time, use bill review services and provider charge databases offered by third party vendors 
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to calculate payment for Covered Services.  Provider understands and agrees that Coventry, 
Coventry Companies and Payors shall bear no legal responsibility or liability for these third party 
services and databases. 


 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 







WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Workers Compensation Program Product includes network access and other 


services to workers compensation Payors for work related injury or illness. 
 


From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with the section entitled 
“Claims Submission” in this Product Attachment.   


 
3. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day per 
week basis. 


 
4. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Coventry shall recommend to Payor that Provider shall be paid for Covered 
Services performed according to the rates set forth in the attached Exhibit A.    


 
5. Identification.  Coventry and Payors will not be required to provide an identification card or 


other indicator of a Member’s participating status in the Workers’ Compensation Program 
Product. 


 
6. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions:   


 
a) Subsection 1.4.7;  
 
b) The following sentence in Section 2.3 (Programs & Procedures):  Coventry or Payor shall 


notify Provider of any material modifications to such policies 30 days in advance of their 
applicability.   


 
c) Section 2.6 (Claims Submission) 


 
 


7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
8. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Provider has entered into pursuant to 
this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 


2012-2 NV All Products Ancillary Agrmnt   17 of 29 
Coventry Data Classification:  Confidential 







 
10. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 


time to time, use bill review services and provider charge databases offered by third party vendors 
to calculate payment for Covered Services.  Provider understands and agrees that Coventry, 
Coventry Companies and Payors shall bear no legal responsibility or liability for these third party 
services and databases. 


11. Claim Submission.  Provider agrees to submit its claims for reimbursement and encounter forms, 
as required by Coventry or Payor, on a UB04 Form or Centers for Medicare and Medicaid 
Services (“CMS”) 1500 forms or successor forms with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth 
Edition (“CPT4”) coding, or successor coding, in accordance with the then current Medicare 
guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred 
twenty (120) days or as set forth in applicable law, whichever is less, of the date of discharge 
unless coordination of benefit issues exist, in which case Provider shall submit bills within 120 
days after.  Provider understands and agrees that the failure to submit claims in accordance with 
this section shall constitute a waiver of the right to seek payment.  Provider may not bill Coventry 
or a Payor for inpatient Covered Services prior to the date of discharge and shall not separate bills 
for Covered Services for purposes of additional payments under the Agreement, except when 
hospitalizations of Member are greater than or equal to sixty (60) days, in which case interim 
billing is required at the end of every sixty (60) day period thereafter.  Provider understands and 
agrees that failure to submit claims in accordance with the requirements of this section will result 
in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from 
the date that service was provided;  or one (1) year from the date that service was provided or 
payment was received as applicable under state or federal law to appeal payment by Coventry or 
Payor except where a lesser period of time is allowed by applicable state or federal law.  After 
this one (1) year period or lesser period if allowed no further adjustments to payments shall be 
made. 


The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
and requirements related thereto affects reimbursement under this Agreement, the parties shall 
adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
codes and combinations as compared to overall reimbursement under ICD-9 coding. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto Payors for Member injuries resulting from auto accidents for 
which coverage is provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with the section entitled 
“Claim Submission” in this Product Attachment.   


 
3. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
4. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Coventry shall recommend to Payor that Provider shall be paid for Covered 
Services performed according to the rates set forth in the attached Exhibit A.     


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
a) Subsection 1.4.7;  
 
b) The following sentence in Section 2.3 (Programs & Procedures):  Coventry or Payor shall 


notify Provider of any material modifications to such policies 30 days in advance of their 
applicability.   


 
c) Claim Submission.  Sentences seven and eight in Section 2.6 (Claim Submission) are 


hereby deleted and replaced with the following: Provider understands and agrees that 
Provider has one (1) year from the date that service was provided;  or one (1) year from 
the date that service was provided or payment was received as applicable under state or 
federal law to appeal payment by Coventry or Payor except where a lesser period of time 
is allowed by applicable state or federal law.  After this one (1) year period or lesser 
period if allowed no further adjustments to payments shall be made.   


 
6. Identification.  Coventry and Payors will not be required to provide an identification card or 


other indicator of a Member’s participating status in the Auto Insurance Managed Care Services 
Product. 


 
7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 
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8. Effect of Termination.  In the event this Product Attachment is terminated, such termination 
shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Provider may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Provider offers services similar to those 
offered under the Agreement and this Product Attachment. 


 
10. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 


time to time, use bill review services and provider charge databases offered by third party vendors 
to calculate payment for Covered Services.  Provider understands and agrees that Coventry, 
Coventry Companies and Payors shall bear no legal responsibility or liability for these third party 
services and databases. 


11. Claim Submission.  Provider agrees to submit its claims for reimbursement and encounter forms, 
as required by Coventry or Payor, on a UB04 Form or Centers for Medicare and Medicaid 
Services (“CMS”) 1500 forms or successor forms with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth 
Edition (“CPT4”) coding, or successor coding, in accordance with the then current Medicare 
guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred 
twenty (120) days or as set forth in applicable law, whichever is less, of the date of discharge 
unless coordination of benefit issues exist, in which case Provider shall submit bills within 120 
days after.  Provider understands and agrees that the failure to submit claims in accordance with 
this section shall constitute a waiver of the right to seek payment.  Provider may not bill Coventry 
or a Payor for inpatient Covered Services prior to the date of discharge and shall not separate bills 
for Covered Services for purposes of additional payments under the Agreement, except when 
hospitalizations of Member are greater than or equal to sixty (60) days, in which case interim 
billing is required at the end of every sixty (60) day period thereafter.  Provider understands and 
agrees that failure to submit claims in accordance with the requirements of this section will result 
in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from 
the date that service was provided;  or one (1) year from the date that service was provided or 
payment was received as applicable under state or federal law to appeal payment by Coventry or 
Payor except where a lesser period of time is allowed by applicable state or federal law.  After 
this one (1) year period or lesser period if allowed no further adjustments to payments shall be 
made. 


The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
and requirements related thereto affects reimbursement under this Agreement, the parties shall 
adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
codes and combinations as compared to overall reimbursement under ICD-9 coding. 
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Provider agrees to provide Covered Services to Members of the 


Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 
3. Payment.  In consideration of Provider’s agreement to perform Covered Services in accordance 


with the Agreement, Provider shall be paid for Covered Services performed according to the 
terms set forth in Exhibit A. 
 


Coventry shall not pay any amounts beyond the amounts set forth in Exhibit A, including but not 
limited to any incentive payments that may be payable under traditional Medicare, except as 
expressly required by this Agreement or applicable law. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Provider to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Provider participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Provider has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
8 Provider Obligations. 
 


 8.1  Provision of Covered Services.  Provider agrees to provide to Medicare 
Advantage Members the health care services for which Provider is licensed and customarily 
provides in accordance with accepted medical and surgical standards in the community.  Provider 
shall make Covered Services available and accessible to Medicare Advantage Members, 
including telephone access to Provider, on a twenty-four (24) hours, seven (7) days per week 
basis. 
 
 8.2  Federal Fund Obligations.  Provider understands and agrees that payments 
received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant to MA 
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Plan’s contract with CMS are Federal funds.  As a result, Provider, by entering into this 
Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 8.3 Hold Harmless.  Provider agrees that in no event, including, but not limited to, 
nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration 
or reimbursement from, or have any recourse against a Medicare Advantage Member or persons 
other than MA Plan acting on their behalf, for services rendered under the Agreement or this 
Product Attachment.  For purposes of this section, services rendered under the Agreement or this 
Product Attachment include those health care services delivered to Medicare Advantage 
Members by any and all health care professionals employed by or independently contracted with 
the Provider.  This section shall not prohibit collection of copayments, coinsurance, or 
deductibles in accordance with the Medicare Advantage Member’s Member Contract. 
 
Provider further agrees that:  (i) this provision shall survive termination of the Agreement and/or 
this Product Attachment, regardless of the cause giving rise to termination and shall be construed 
to be for the benefit of the Medicare Advantage Member; and (ii) this provision supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and a 
Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 8.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Provider shall continue to provide Covered 
Services to Medicare Advantage Members who are hospitalized through the later of: (a) the date 
for which premiums were paid, or (b) through the date of discharge.  Provider is prohibited by 
law from billing Medicare Advantage Members for such Covered Services.  This provision shall 
survive the termination of this Agreement or Product Attachment, regardless of the reason for 
termination, including the insolvency of MA Plan, and shall supersede any oral or written 
agreement between Provider and a Medicare Advantage Member. 
 


8.5 Policies, Programs & Procedures.  Provider agrees to comply with MA Plan’s 
policies and procedures (which MA Plan shall provide to Provider upon request) which 
operationalize many of the requirements of the Agreement, this Product Attachment, and the 
Medicare Advantage program. Provider agrees to comply with MA Plan’s quality improvement, 
administrative processes and procedures, utilization review, peer review, grievance procedures, 
credentialing and recredentialing procedures, and any other policies the MA Plan may implement, 
including amendments made to the above mentioned policies, procedures and programs from 
time to time.  In the event that a MA Plan policy or procedure conflicts with a provision in the 
Agreement, then the language in the Agreement (including all amendments, exhibits, and 
attachments thereto) shall govern. 


 
 8.6 Maintenance of Records.  Provider shall preserve records applicable to Medicare 
Advantage Members or to MA Plan’s participation in the Medicare Advantage Program, for the 
longer of: (i) the period of time required by State and Federal law, including the period required 
by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) years from the 
date this Agreement ends or from the date of completion of any audit, whichever is longer, or 
longer if so required by CMS. 
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 8.7 Audit of Records.  Provider shall provide access to, permit audit of, and provide 
copies of records and other information to the U.S. Department of Justice, the Secretary of the 
U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Provider’s place 
of business or at some other mutually agreeable location.  
 
 8.8 Subcontractors.  Provider shall require all of its subcontractors, if any, to comply 
with all applicable Medicare laws, regulations and CMS instructions. 
 


 8.8.1 Provider shall include in Provider’s contracts with subcontractors all of 
the contractual and legal obligations required by MA Plan or the laws, regulations, rules 
and directions of CMS, including, without limitation, that any delegated services or 
activities to be performed by subcontractor shall be consistent and comply with the 
obligations in the contract between CMS and MA Plan governing Plan’s participation in 
the Medicare Advantage Program. To the extent CMS requires additional provisions to 
be included in such subcontracts, Provider shall amend its contracts accordingly. 
 
 8.8.2 Provider shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy 
and confidentiality of all financial terms of the Agreement. 
 
 8.8.3 If Provider arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above.  In the event that MA Plan delegates to 
Provider a selection of providers, MA Plan retains the right to approve, suspend or 
terminate such delegation.  If MA Plan delegates the selection of providers, MA Plan will 
either review the credentials of medical professionals affiliated with Provider or MA Plan 
will review, approve, and audit on an ongoing basis Provider’s credentialing process. 


The term “Subcontractor” as used in this section shall not refer to employees or other 
individuals that perform services on behalf of Provider for which Provider bills such services 
under this Agreement.  Provider represents and warrants that such persons are subject to all terms 
and conditions of this Agreement and Provider shall provide written evidence of such as 
described in Section 2.2.2 of the Agreement. 


 


 8.9 Contracts with Excluded Entities.  Provider understands and agrees that no 
person that provides health care services under this Agreement or persons that provide utilization 
review, medical social work or administrative services in support of services billed under this 
Agreement by Provider may be an individual excluded from participation in Medicare under 
Section 1128 or 1128A of the Social Security Act.  Provider hereby certifies that no such 
excluded person will provide such services under this Agreement and no such excluded persons 
will be employed by or utilized by any “downstream” entity with which Provider contracts 
relating to the furnishing of these services to Medicare Advantage Members. 
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 8.10  Submission of Encounter Data.  Provider hereby acknowledges that MA Plan is 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Provider and a Medicare Advantage Member.  Provider agrees to cooperate with MA Plan and to 
provide MA Plan with all such information in such form and manner as requested by MA Plan. 
 
 8.11  Certification of Data.  Provider recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Provider and its subcontractors, if 
any, hereby certify that any such data submitted to MA Plan will be accurate, complete and 
truthful.  Upon request, Provider shall make such certification in the form and manner prescribed 
by MA Plan. 
 
 8.12  Medicare Advantage Member Complaints.  Provider agrees to cooperate with 
MA Plan in resolving any MA Plan Member complaints related to the provision of Covered 
Services.  MA Plan will notify Provider as necessary concerning all Medicare Advantage 
Member complaints involving Provider.  Provider shall, in accordance with the Provider’s regular 
procedures, investigate such complaints and respond to MA Plan in the required time.  Provider 
shall use best efforts to resolve complaints in a fair and equitable manner.   
 
 8.13  Hold Harmless for Dual Eligible Enrollees.  As required by CMS, effective 
January 1, 2010 Provider shall look solely to Plan or the appropriate State source for payment of 
Covered Services furnished to Medicare Members who are eligible for both Medicare and 
Medicaid.  Provider shall not seek to collect payment from the dual eligible member for any 
portion of the Medicare Part A and Part B Copayment/Coinsurance and Deductible when the 
applicable State program is responsible for paying such amounts.  Provider shall not seek to 
collect any Copayment/Coinsurance and Deductible that exceeds the amount of 
Copayment/Coinsurance and Deductible that would be permitted to be paid by the individual 
under Title XIX (Medicaid) if the individual were not enrolled in the plan.  Provider shall be 
responsible for determining the appropriate amount, if any, of Copayment/Coinsurance and 
Deductible that may be collected from the Medicare Member.  With respect to any amount that 
the Provider is prohibited from collecting from the member, Provider shall either (i) accept 
payment from the Plan as payment in full or (ii) bill the appropriate State source for any 
remaining amount.  Plan will assist Provider in locating information about Medicare and 
Medicaid benefits and rules for members eligible for Medicare and Medicaid.   


 
9. MA Plan Obligations. 
 


 9.1 Fee Schedule.  MA Plan shall arrange for Provider to be compensated for health 
care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Provider for Covered Services provided to MA Plan 
Members within thirty (30) calendar days of receipt.  For purposes of this Product Attachment, 
the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA Plan shall pay 
interest on clean claims that are not paid within thirty (30) calendar days of receipt in accordance 
with 42 CFR 422.520(a)(2).  
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10. General Provisions 
 


 10.1 Accountability and Delegation.  To the extent that Provider has been delegated 
any activities or functions which are the responsibility of the MA Plan, Provider shall submit 
periodic and other reports as reasonably required by MA Plan, and MA Plan shall monitor on an 
ongoing basis, Provider’s performance thereof through its quality assurance and improvement 
programs.  MA Plan reserves the right to revoke such delegation in the event that either MA Plan 
or CMS determines that such activities or functions have not been performed in a satisfactory 
manner. 
 
 10.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 10.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules, regulations, and instructions including 
but not limited to, those of CMS, or of any other Federal agencies applicable to the Medicare 
Advantage Program. To the extent applicable, Provider shall comply with the obligations in the 
contract between CMS and MA Plan governing MA Plan’s participation in the Medicare 
Advantage Program. Any provision required to be in this Agreement by the rules and regulations 
governing the Medicare Advantage Program shall bind the parties whether or not specifically 
included in this Agreement. 
 
 10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 
 
 
 10.5  Privacy and Accuracy.  Provider agrees to safeguard beneficiary privacy and 
confidentiality, ensure the accuracy of beneficiary health records and abide by all State and 
Federal privacy and security requirements, including the confidentiality and security provisions 
stated in the Medicare Advantage and Medicare Part D regulations.  This provision applies to all 
first tier, downstream or related entities.   







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Provider on the Execution Sheet of this Agreement, Provider shall be compensated by the Payor 
for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge”  shall mean the amount billed by Provider for a Covered Service 


less charges do to the application of billing, coding or reimbursement criteria, or 
reimbursement criteria, standards, or guidelines in accordance with Section 3.1.3 of the 
Agreement.   


 
G. “Regulatory Amount” shall mean the payment amount as determined by Payor and/or 


Coventry, as applicable, in accordance with Nevada workers’ compensation fee schedule, 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Except for Unvalued Service(s)/Supply(ies), Provider shall be reimbursed for Covered 
Services for Commercial Products the lesser of (1) Eligible Billed Charge; or (2) the 
Regulatory Amount; or (3) the Contract Allowable set forth in “Commercial Fee Schedule” 
immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 75% of   2007 CMS Rate 
 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Provider shall 
be compensated at the lesser of: (1) 60% of the Eligible Billed Charge not to 
exceed 125% of Provider’s acquisition cost for any Unvalued Service/Supply, 
or (2) the Regulatory Amount.   


 
B. Compensation for Network Access Product 


 
Except for Unvalued Service(s)/Supply(ies), Provider shall be reimbursed for Covered 
Services for Network Access Products the lesser of (1) Eligible Billed Charge; or (2) the 
Regulatory Amount; or (3) the Contract Allowable set forth in “Network Access Fee 
Schedule” immediately below: 
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Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


100% of  2007 CMS Rate 


Anesthesia Services 
CPTs 00100 – 01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide, including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
Except as set forth in Section III below, in the event a Covered Service is an 
Unvalued Service/Supply, Provider shall be compensated at the lesser of: (1) 
60% of the Eligible Billed Charge not to exceed 125% of Provider’s 
acquisition cost for any Unvalued Service/Supply, or (2) the Regulatory 
Amount 


 
 


C. Availability of Contract Allowable Information: 
 


Provider may at any time request that Coventry furnish Provider information related to the 
then current contract allowable amounts for specific services as outlined above.  Such 
information will include a sample fee schedule reflecting the current fee schedule values for 
Provider’s commonly billed or requested codes.  Such information will include, if 
requested, current fee schedule values for drugs and immunizations. 
 


D. Notwithstanding anything to the contrary in this Exhibit, the terms of this Agreement have 
been subject to negotiation and in no case shall compensation for any Covered Service 
exceed the Eligible Billed Charge. 


 
 


Section III. WORKERS COMPENSATION AND AUTOMOBILE MANAGED CARE 
PRODUCTS 
 


A. For Covered Services subject to a Regulatory Amount, Provider shall be compensated the 
lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II (B) of 


this Exhibit provided, however, if the Covered Service(s) is an Unvalued Service(s) 
under the Network Access Fee Schedule, this subsection III(A)(i) shall not apply and 
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ii. 85% of the Regulatory Amount; or  


 
iii. 85% of Eligible Billed Charge  


 
B. For Covered Services not subject to a Regulatory Amount, Provider shall be compensated 


the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) of this 
Exhibit provided, however, if the Covered Service(s) is an Unvalued Service(s) under 
the Network Access Fee Schedule, this subsection III(B)(i) shall not apply and 
Provider’s compensation shall be the lesser of Sections III(B) (ii) or (iii) immediately 
below; or 


 
ii. 85% of the value of an independent, nationally-recognized entity that maintains and 


produces a database of health care provider charges (“Independent Database”).  An 
example of an Independent Database is FAIR Health.  In order to determine the 
Independent Database in effect, Provider may contact Provider Relations. The 
Independent Database value shall be representative of the 80th percentile of relative 
actual charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by applicable 
state or federal law.  If the Covered Service is an Unvalued Service under the 
Independent Database methodology, this subsection III(B)(ii) shall not apply and 
Provider’s compensation shall be the amount set forth in III(B) (iii); or 


 
iii. 85% of Eligible Billed Charges.   


 
C. Notwithstanding anything to the contrary in this Exhibit, the terms of this Agreement have 


been subject to negotiation and in no case shall compensation for any Covered Service 
exceed the Eligible Billed Charge 


   
 
Section IV.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section IV(A)(ii), Provider will be reimbursed 
for Covered Services the lesser of:  


 
i. Provider’s Eligible Billed Charges; or 


 
ii. One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance or 
Medicare Advantage Plan deductible) 


 
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Provider under this Section IV exceed amounts prescribed by Federal law.  
  







 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 


 







 
 


 


Sample  
CoventryCares  


Medical Group Contract Template 
 







 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


INTENTIONALLY LEFT BLANK 







2009 Version 1-Medical Group Agreement 


COVENTRY HEALTH CARE 


EXECUTION SHEET 


Welcome to the Coventry Provider Network.  Coventry Health Care, Inc. through its affiliate companies 
offer an array of insurance, provider network and administrative service products.  This agreement 
consists of three parts: i) this Execution Sheet which lists the Products you will participate in; ii) General 
Terms and Conditions applicable to your participation in these Products; and iii) Product Attachments 
which set forth the specifics of your participation in each Product.  (The Execution Sheet, General Terms 
and Conditions and Product Attachments are collectively referred to herein as “Agreement”).   Please note 
that each Product Attachment is offered by a separate Coventry Company (as identified in the Product 
Attachment) and that each Coventry Company is deemed to be a party to this Agreement.  In the event of 
a conflict in language between your General Terms and Conditions and a Product Attachment, the terms 
of your Product Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire 
understanding of the Parties with respect to the subject matter and supersedes any prior agreements. 


Physician(s) agrees to participate in the following Products:   


   X    Commercial Insured/Self-Insured Products (includes 
HMO, POS, PPO, Self-Insured ASO, OPM 
Administered Programs) 


   X    Network Lease Product 


   X    Workers’ Compensation Product 


   X    Automobile Insurance Managed Care Product 


   X    Medicare Advantra Private Fee for Service Product 


In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Physician(s)/Medical Group”) and Coventry Health and 
Life Insurance Company (“Coventry”), on behalf of all affiliate companies of Coventry including but not 
limited to Coventry Health and Life Insurance Company, First Health Life and Health Insurance 
Company, First Health Group Corp., and Coventry Health Care Workers’ Compensation Services 
(individually a “Coventry Company” collectively “Coventry Companies”) agree to be bound by this 
Agreement.  The “Effective Date of this Agreement is ___________________, 2010 (TBD by 
Coventry). 


PHYSICIAN(S)/MEDICAL GROUP 


By:___________________________________ 


Print Name: ___________________________ 


Title: _________________________________ 


Tax ID # ______________________________ 


COVENTRY HEALTH AND LIFE 
INSURANCE COMPANY 


By:___________________________________ 


Print Name: ___________________________ 


Title: _________________________________ 


Address for Notice: 


_______________________________________  


_______________________________________  


Address for Notice: 


 1140 N. Town Center Drive, Ste. 190               


 Las Vegas, NV 89144                          
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GENERAL TERMS AND CONDITIONS 


1. DEFINITIONS 


1.1. Clean Claim. Clean Claim shall have the meaning required by law in the State of Nevada and shall 
include all information required to be submitted in accordance with Section 2.6. 


1.2. Covered Services. All of the health care services and supplies: (a) that are Medically Necessary; (b) 
Physician is licensed to provide to Members; and (c) that are covered under the terms of the applicable 
Member Contract. 


1.3. Emergency Services. Any health care service provided to a Member (unless otherwise defined in the 
Member Contract in which case the definition therein shall control) after the sudden onset of a medical 
condition that manifests itself by acute symptoms of sufficient severity or severe pain, such that a prudent 
layperson, who possesses an average knowledge of health and medicine, could reasonably expect the 
absence of immediate medical attention to result in:  (i) placing the health of the Member, or, with respect 
to a pregnant Member, the health of the Member or her unborn child, in serious jeopardy; (ii) serious 
impairment to bodily functions; or (iii) serious dysfunction of any bodily organ or part.   


1.4. Medically Necessary. Unless otherwise defined in the Member Contract in which case the definition 
therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility 
charges that are not expressly excluded under the Member Contract and determined by Coventry or a 
Payor to be: 


1.4.1. Medically appropriate, so that expected health benefits (such as, but not limited to, 
increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


1.4.2. Necessary to meet the health needs of the Member, improve physiological function and 
required for a reason other than improving appearance; 


1.4.3. Rendered in the most cost-efficient manner and setting appropriate for the delivery of the 
health service; 


1.4.4. Consistent in type, frequency and duration of treatment with scientifically-based guidelines 
of national medical research, professional medical specialty organizations or governmental 
agencies that are generally accepted as national authorities on the services, supplies, equipment or 
facilities for which coverage is requested; 


1.4.5. Consistent with the diagnosis of the condition at issue; 


1.4.6. Required for reasons other than the comfort or convenience of the Member or Member’s 
physician; and 


1.4.7. Not experimental or investigational as determined by Coventry or a Payor under its 
Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
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1.5. Member. An individual who is eligible to receive Covered Services under a Member Contract.  
Member includes the subscriber and any of the subscriber’s eligible dependents. 


1.6. Member Contract. The group or individual Subscription Agreement, Certificate of Insurance, Group 
Master Agreement, Evidence of Coverage or other contract as amended from time to time between a 
Payor and an employer, union or Member, which sets forth the terms of the health benefit program. 


1.7. Participating Provider. A health care provider, including, but not limited to a physician, home 
health agency, laboratory or other professional, facility, supplier, or vendor that has entered into a direct 
or indirect written agreement with Coventry or Payor to provide Covered Services to Members. 


1.8. Payor. An entity authorized by Coventry or Coventry Company to access one or more networks of 
Participating Providers and who or which is liable for funding or underwriting benefit payments under a 
Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to 
Members.  Payors include Coventry Companies, insurers, auto insurance carriers, employers, unions and 
other entities. 


1.9. Product. Any health care benefit program, in which Physician agrees to participate under this 
Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product 
Attachments. 


1.10. Provider Manual. The policies and procedures of Coventry or Payor applicable to Participating 
Providers. 


2. PHYSICIAN OBLIGATIONS 


2.1. Provision of Covered Services. 


2.1.1. Physician shall provide Covered Services to Members of Products set forth in the Member 
Contract that are generally provided by Physician and for which the Physician has been 
credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, 
consistent with professional, clinical and ethical standards and in the same manner as provided to 
Physician’s other patients.  Physician shall accept Members as new patients on the same basis as 
Physician is accepting non-Members as new patients.  Physician shall not discriminate against a 
Member on the basis of age, race, color, creed, religion, gender, sexual preference, national 
origin, health status, use of Covered Services, income level, or on the basis that Member is 
enrolled in a managed care organization or is a Medicare or Medicaid beneficiary. 


2.1.2. Physician shall make Covered Services available and accessible to Members, including 
telephone access to Physician, on a twenty-four (24) hour, seven (7) day per week basis.  
Notwithstanding the foregoing, in the event that Physician can not provide such coverage, 
Physician may arrange for a physician who is a Participating Provider to furnish coverage on 
Physician’s behalf (a “Covering Physician”) so long as Physician retains primary responsibility 
for Members’ care. 


2.1.3. For services rendered by any Covering Physician on behalf of Physician, including 
Emergency Services, it shall be Physician’s sole responsibility to make suitable arrangements 
with the Covering Physician regarding the manner in which said Covering Physician will be 
reimbursed or otherwise compensated; provided, however, that Physician shall assure that the 
Covering Physician will not, under any circumstances, bill a Member for Covered Services 
(except as specifically permitted in this Agreement), and Physician hereby agrees to indemnify 
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and hold harmless Members and Coventry or Payor against charges for Covered Services 
rendered by Covering Physicians. 


2.1.4. Unless otherwise provided by a Coventry or First Health Product or Member Contract, 
except when Physician determines an emergency situation renders it unsafe or impractical, 
Physician shall refer Members to Participating Providers.  Physician shall only admit a Member 
for inpatient care and shall only refer Members for other care after obtaining authorization from 
Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the 
applicable Member Contract. 


2.1.5. Coventry and Payor reserve the right to introduce new Product Attachments in addition to 
the current Products while this Agreement is in effect and to designate Physician as a 
participating or non-participating in any such new product.  Physician may reject Coventry’s or 
Payor’s designation of Physician as participating or non-participating in such new product within 
thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not 
received notice of such rejection within that thirty (30) day period, Physician’s silence shall 
constitute acceptance of such designation.  To the extent that the specific terms for the provision 
of Covered Services in new products are not included herein, they shall be agreed to by the 
parties in writing hereto if Coventry or a Payor offers participation in these programs to 
Physician. 


2.1.6. Physician understands and agrees that Physician’s participation in a current or future 
product does not mean that Physician shall be permitted to participate with each and every Payor 
for that product.  From time to time Payors may select only certain Participating Providers to take 
part in a Payor’s provider delivery network. 


2.2. Standard of Care. Physician agrees to provide or arrange for the provision of Covered Services in 
conformity with generally accepted medical and surgical practices in effect at the time of service.  
Physician also agrees to implement peer review and credentialing of physicians, nurse practitioners, 
physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of 
Physician. 


2.3. Programs & Procedures. Physician agrees to comply with all Coventry, Coventry Company and 
Payor policies and procedures.  Physician agrees to comply with Coventry’s or Payor’s Provider Manual, 
quality improvement, utilization review, peer review, grievance procedures, credentialing and 
recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or 
Payor may implement, including amendments made to the above mentioned policies, procedures and 
programs from time to time. Physician agrees to comply with Coventry’s and/or Medicare’s policy 
relating to never events. Coventry or Payor shall notify Physician of any material modifications to such 
policies thirty (30) days in advance of their applicability.  Physician further agrees to provide Coventry or 
Payor access to any and all records, including medical records. 


2.4. Licensure. Physician agrees to maintain in good standing all licenses, accreditations, and 
certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is 
in effect. 


2.5. Liability Insurance. Physician agrees to procure and maintain professional liability insurance to 
protect against all allegations arising out of the rendering of professional services or the alleged failure to 
render professional services by Physician and Physician’s employees  (“Professional Liability 
Insurance”).  Physician may obtain such insurance through an insurance company or through a self 
insurance mechanism, acceptable to Coventry or Payor.  Professional Liability Insurance coverage shall 
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be maintained at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Physician also 
agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate 
amounts. 


2.6. Claim Submission. Physician agrees to submit its claims for reimbursement and encounter forms, as 
required by Coventry or Payor, on a UB-04 Form or Centers for Medicare and Medicaid Services 
(“CMS”) 1500 forms with current CMS coding, current International Classification of Diseases, Ninth 
Revision (“ICD9”) and Current Procedural Terminology Fourth Edition (“CPT4”) coding in accordance 
with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Physician shall submit 
bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues 
exist.  Physician may not bill Coventry or a Payor for inpatient Covered Services prior to the date of 
discharge and shall not separate bills for Covered Services for purposes of additional payments under the 
Agreement, except when hospitalizations of Member are greater than or equal to sixty (60) days, in which 
case interim billing is required.  Physician understands and agrees that failure to submit claims in 
accordance with the requirements of this section may result in the denial of such claims. 


2.7. Hold Harmless. 


2.7.1. Physician agrees that in no event, including, but not limited to, nonpayment by Coventry or 
a Payor, Coventry or a Payor insolvency or breach of the Agreement shall Physician bill, charge, 
collect a deposit from, seek compensation, remuneration or reimbursement from, or have any 
recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for 
services rendered under the Agreement.  For purposes of this section, services rendered under the 
Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with the Physician.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


2.7.2. Physician further agrees that: (i) this provision shall survive termination of the Agreement 
regardless of the cause giving rise to termination and shall be construed to be for the benefit of 
the Member; and (ii) this provision supersedes any oral or written contrary agreement now 
existing or hereafter entered into between Physician and a Member or a person acting on 
Member’s behalf. 


2.7.3. Any modification, addition, or deletion to the provisions of the Section shall become 
effective on a date no earlier than sixty (60) days after the State Department of Insurance has 
received written notice of such change. 


2.8. Marketing. Physician hereby consents to including Physician’s name in Coventry or Payor 
marketing materials and listing Physician in the participating provider directory that Coventry or a Payor 
routinely distributes to Members, Participating Providers and employer groups. 


2.9. Access to and Copying of Records.   


2.9.1. Copies.  Physician understands and agrees that neither Coventry/Payor nor Members shall 
be required to reimburse Physician for expenses related to providing copies of patient records or 
documents to any local, State or Federal agency or Coventry or Payor: (i) pursuant to a request 
from any local, State or Federal agency (including, without limitation, the Centers for Medicare 
and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to administration of 
Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk Management 
Programs; or (iii) in order to assist Coventry or Payor in making a determination regarding 
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whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other 
purpose.  


2.9.2. Access.  All records, books, and papers of Physician pertaining to Members, including 
without limitation, records, books and papers relating to professional and ancillary care provided 
to Members and financial, accounting and administrative records, books and papers, shall be open 
for inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal 
authorities during Physician’s normal business hours. Physician further agrees that it shall release 
a Member’s medical records to Coventry and Payor upon Physician’s receipt of a Member 
consent form or as otherwise required by law. In addition, Physician shall allow Coventry and 
Payor to audit Physician’s records for payment and claims review purposes. 


2.9.3. Record Transfer.  If the Physician leaves a panel of providers associated with Coventry, the 
Physician must transfer or otherwise arrange for the maintenance of Members’ records. 


2.9.4. Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the 
Agreement. 


2.10. Compliance With Government Requirements. Physician agrees to comply with all applicable 
requirements, laws, rules and regulations of CMS, any other Federal agencies and any State agencies of 
the State(s) in which Physician practices, including, without limitation, requirements that shall cause or 
require Coventry to amend the terms and conditions of the Agreement.  Physician understands and agrees 
that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and 
regulations from time to time. 


2.10.1. Site Evaluations.  Physician agrees to permit Coventry or Payor, any Federal or State 
agency having jurisdiction over Physician’s provision of services and/or the U.S. Department of 
Health and Human Services and any accrediting organization to conduct periodic site evaluations 
of Physician's facilities, offices and records.  Upon Coventry’s or Payor’s written request, 
Physician shall provide Coventry or Payor with a copy of the written response to any questions or 
comments posed by the agencies listed in the preceding sentence. 


2.10.2. Survival.  The terms and conditions of this Section 2.10 shall survive termination of the 
Agreement. 


2.11. Duty To Notify Coventry. Physician agrees to immediately notify Coventry, in writing, of (i) any 
change in its licensure accreditation or certification status; (ii) loss or substantial decrease in the limits or 
change of its medical malpractice policy; (iii) any judgments or settlements decreed or entered into on 
behalf of Physician; and, (iv) any other situation that may materially interfere with Physician's duties and 
obligations under the Agreement.   Physician also shall notify Coventry of any complaints it receives 
from Members regarding Physician, Coventry or Participating Providers.  Coventry shall notify Physician 
of any complaints it receives from Members regarding Physician.  Physician and Coventry agree to 
cooperate fully in the investigation and resolution of any such Member complaint. 


2.12. Drug Formulary/Generic Substitutions. Physician shall use the drug formulary designated by 
Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which has 
been provided to Physician.  Physician understands and agrees that the Drug Formulary may be modified 
from time to time by Coventry or Payor. 


2.13. Practice of Medicine. Physician acknowledges that Coventry does not practice medicine or 
exercise control over the methods or professional judgments by which Physician renders medical services 
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to Members.  Physician shall be responsible for clinical decisions regarding admission, discharge or other 
medical treatment of Members regardless of receipt by Physician of any recommendations, authorizations 
or denials of payment for treatment provided to Members from Coventry, its agent or any other person or 
entity performing quality improvement or utilization management. Coventry encourages Physician to 
communicate with patients regarding the treatment options available to them, including alternative 
medications, regardless of benefit coverage limitations 


3. COVENTRY/PAYOR OBLIGATIONS 


3.1. Payment. Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor 
shall be required to pay the amounts due under the Agreement as provided in the applicable product 
attachment.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Provider from other sources, equal to one hundred percent 
(100%) of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  
Nothing herein shall be construed to preclude Physician from seeking and obtaining payment from 
sources of payment other than Payor and Member. 


3.2. Non-Coventry Payors. When a Coventry Company is not the Payor, Payor--not Coventry or a 
Coventry Company--shall have the obligation and liability to Physician with respect to any claim or fee 
for health care services relating to or arising under the Agreement. 


3.3. Coordination of Benefits: If Member possesses health benefits coverage through another policy 
which is considered primary under applicable coordination of benefits rules, Physician may pursue 
payment from primary payor consistent with applicable law and regulations and Physician’s contract, if 
any, with the primary payor.  


If Physician seeks reimbursement from Health Plan as anything other then primary, applicable to benefits 
outlined under Member’s Benefits, Physician shall receive payment, pursuant to the applicable 
Coordination of Benefit rules and regulations, equal to one hundred (100%) percent of the contractual 
reimbursement specified in the applicable Exhibit. 


4. TERM AND TERMINATION 


4.1. Term of Agreement. The initial term of the Agreement shall be for one (1) year from the Effective 
Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods 
unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance 
with each Product Attachment. 


4.2. Termination Without Cause. Either party may terminate this Agreement after the initial year with 
ninety (90) days prior written notice, which termination shall be effective the last day of the month 
following the ninety (90) day notice period. 


4.3. Termination For Cause. 


4.3.1. Breach. Either Party may terminate the Agreement for the breach of a material term, 
condition or provision of the Agreement, after thirty (30) days prior written notice to the other 
Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) 
days or such longer reasonable period agreed to by the Parties to correct or cure such material 
breach.  If the breaching Party fails or refuses to cure the material breach within such time, then 
the non-breaching Party may elect to terminate the Agreement effective the last day of the month 
following the end of the notice period.  The remedy herein provided shall not be exclusive of, but 
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shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In 
the event a party contests the claim of  breach, the Agreement shall remain in effect until the 
dispute is resolved in accordance with Section 5.2 herein. 


4.3.2. Immediate Termination by Coventry.  Coventry may terminate Physician from providing 
Covered Services to Members for the following reasons: 


4.3.2.1. Termination, revocation, suspension or other limitation of Physician’s license, 
certification, or accreditation. 


4.3.2.2. Physician’s suspension or termination from participation in Medicare or Medicaid. 


4.3.2.3. Termination, revocation, suspension or other limitation of medical staff privileges at 
any hospital. 


4.3.2.4. Coventry determines in good faith that the Physician’s continued provision of 
services to Members may result in, or is resulting in, danger to the health, safety or welfare of 
Members.  Where the danger results from the actions of Physician’s staff, contractors or 
subcontractors, then Physician shall suspend its relationship with such staff, contractors, 
subcontractors upon immediate notice from Coventry, at least with respect to Members, and if 
Physicians fails to take such action, Coventry may terminate the Agreement upon ten (10) days 
notice. 


4.3.2.5. Coventry determines in good faith that, after notice to Physician and opportunity to 
cure, Physician has not materially complied with the provisions of Coventry’s Provider Manual 
and is unwilling or unable to work cooperatively in a managed care environment. 


4.4. Continuation of Benefits. Upon termination of the Agreement, Physician shall continue to provide 
Covered Services to Members who are receiving treatment at the time of termination or who are 
hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or 
through the date of each such Member’s discharge or until Coventry or a Payor makes reasonable 
arrangements to have another hospital provide the service. Such continuation of services shall be made in 
accordance with the terms and conditions of the Agreement as it may be amended and in effect at the 
time, including but not limited to the compensation rates and terms set forth therein.  This Section shall 
survive termination of the Agreement.  


5. GENERAL REQUIREMENTS 


5.1. Amendments. Coventry may unilaterally amend the Agreement to the extent necessary to comply 
with applicable Federal or State law, regulatory requirements, accreditation standards or licensing 
guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the 
Physician of such amendment and the effective date of the amendment.   Coventry may make any other 
non-Regulatory Amendments to the Agreement by notifying Physician at least thirty (30) days prior to the 
effective date of the amendment.  Physician may reject the amendment upon Physician’s receipt of such 
notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice 
of such amendment; provided, however, if Coventry has not received notice of such rejection within that 
thirty (30) day period, Physician’s silence shall constitute acceptance of such amendment. 


5.2. Dispute Resolution and Arbitration. In the event a dispute between Coventry or Payor, and 
Physician arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to 
settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to 
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resolve a dispute within thirty (30) days of the date the aggrieved party sends written notice of the dispute 
to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding 
arbitration in accordance with the commercial rules of the American Health Lawyers Association or other 
nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration 
proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators 
shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the 
Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally 
administered by a certain Payor or Physician procedures, such as, for example, utilization management or 
quality improvement plan (but not including credentialing procedures), the procedures set forth in that 
plan must be fully exhausted before any right to arbitration under this Section may be invoked. 
Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable 
relief in court in connection with the enforcement of those sections of the Agreement that permit actions 
for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising 
out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a 
court of law.  This Section shall survive termination of the Agreement. 


5.3. Confidentiality. Physician and Coventry and Payors agree to maintain the privacy and confidentiality 
of all information and records regarding Members, including but not limited to medical records, in 
accordance with all State and Federal laws, including regulations promulgated under the Health Insurance 
Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the 
financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that 
is not otherwise public information, provided Coventry or a Payor may disclose reimbursement terms to 
prospective and current employer groups.  Physician shall ensure that any vendors, subcontractors or 
other such entities that have a need to know the terms of the Agreement also maintain the privacy and 
confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties 
under this provision, the other Party may seek injunctive relief. This Section shall survive the termination 
of the Agreement. 


5.4. Names, Symbols, Trademarks. Except as provided in Section 2.8, Coventry, Payors, and Physician 
each reserve the right to and control of the use of their name, symbols, trademarks, and service marks 
presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, 
Payors, nor Physician shall use the other Party’s name, symbols, trademarks, or service marks in 
advertising or promotional materials or otherwise, without the prior written consent of that Party and shall 
cease any such usage immediately upon written notice of the Party or on termination of the Agreement, 
whichever is sooner. 


5.5. No Solicitation of Members. So long as the Agreement is in effect, and for a period of one (1) year 
from the date of termination, Physician agrees that Physician will not, within the service area of Coventry 
or Payor solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor 
or otherwise interfere with Coventry’s/Payor’s relationship with Members or any of the foregoing entities.  
Coventry or Payor shall be solely responsible for notifying Members that Physician is no longer a 
Participating Physician. Nothing in the Agreement shall be construed to prohibit Physician or hospital 
employees from freely communicating with patients regarding: (i) medically necessary and appropriate 
care with or on behalf of an Member, including information regarding the nature of treatment, risks of 
treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless 
of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with 
Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision 
of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its 
duties under this provision, the other party may seek injunctive relief. This Section shall survive the 
termination of the Agreement. 
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5.6. No Third Party Beneficiaries. Other than as expressly set forth in the Agreement, no third persons 
or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without 
limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of 
Coventry, Payors, Physician or their respective directors, officers, shareholders, employees or agents, as 
the case may be, to any such third parties for any act or failure to act of any Party hereto. 


5.7. Notice. Any notice, request, demand or communication required or permitted hereunder (“Notices”) 
shall be given in writing by certified mail, return receipt requested, to the Party to be notified.  All Notices 
shall be deemed given and received three (3) days after mailing to the address specified on the Execution 
Sheet. 


5.8. Relationship. None of the provisions of the Agreement is intended to create, nor shall be deemed or 
construed to create any relationship between the Parties hereto other than that of independent entities 
contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  
Neither Physician nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure 
to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be 
between Physician and whichever Payor is a party to the Member Contract under which the Member 
related to the then instant matter in receiving Covered Services. 


5.9. Governing Law. The Agreement shall be governed by and construed in accordance with the laws of 
the State of Nevada without regard to such State’s choice of law provisions. 


5.10. Representation by Counsel. Each Party acknowledges that it has had the opportunity to be 
represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity, shall not be 
construed or interpreted against the drafting Party. 


5.11. Severability. In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 


5.12. Waiver. The waiver by either Party of any breach or violation of any provision of the Agreement 
shall not operate as or be construed to be a waiver of any subsequent breach of the same or other 
provision. 
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COVENTRY HEALTH AND LIFE INSURANCE COMPANY/COVENTRY HEALTH CARE 
NATIONAL NETWORK 


COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT 


1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 
organization products, point-of-service (POS) products, and preferred provider organization 
products offered by Coventry Health and Life Insurance Company or a Payor. 
 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.  This product is sometimes referred to as “Coventry Health Care.” 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid the lesser of billed charges for Covered Services 
performed or according to the terms set forth immediately below. 


 
Fee Schedule:  Coventry Health and Life fully insured /Coventry Health Care National Network 
Covered services and supplies: Maximum Allowable Fee 


Carve Outs:  
36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
99000 Handling and/or conveyance of specimen 
for transfer from the physician’s office to a lab 


 
$ 6.50 
 
$ 6.50 
$ 6.50 
 


All other CPT codes not referenced above, 
except for 80000 Series – Path & Lab 


87% of 2007 Nevada Medicare if valued.  


J codes and immunizations Lesser of AWP – 20% or ASP + 6% (updated semi-
annually)  


DME 75% of 2007 Nevada DMERC 


Path & Lab 80000 Series 70% of 2007 Nevada Medicare if valued.  


All other codes not listed above or valued by the 
2007 Nevada Medicare fee schedule 


60% of physician’s customary billed charge 


 


3.1. Physician shall submit its claims for reimbursement, as required by Section 2.6. 
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3.2. Coventry shall approve or deny claims within thirty (30) days of receipt of claim.  In 
consideration of Physician’s agreement to perform Covered Services in accordance with the 
Agreement, Physician shall be paid in accordance with the payment terms set forth in each 
Product Attachment.  In accordance with the law in the State of Nevada, payments to Physician 
shall be made within thirty (30) days of approval of Clean Claim; provided, however, that 
Coventry or a Coventry Company cannot guarantee payment by a Payor other than a Coventry 
Company such as a self-insured entity. 


3.3. Approved Coventry Health and Life claims not paid within thirty (30) days of approval are 
subject to interest at a rate equal to the prime rate at the largest bank in Nevada, as ascertained by 
the Commissioner of Financial Institutions, on January 1 or July 1, as the case may be, 
immediately preceding the date on which the payment was due, plus six percent (6%). The 
interest must be calculated from thirty (30) days after the date on which the claim is approved 
through the date on which the claim is paid.  The payment of interest may be waived only if the 
payment was delayed due to an act of God or another cause beyond Coventry’s control.  


3.4. Coventry Health and Life shall pay all approved claims in full and will not make any partial 
payments, subject again to Coventry’s inability to guarantee payment by a Payor other than a 
Coventry Company such as a self-insured entity. 


3.5. However, Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry’s criteria and standards for billing and coding practices, 
[which includes the use of software to edit claims to ensure appropriate billing and coding 
practices].  Coventry and Payors may require appropriate documentation and coding to support 
payment for Covered Services.  Physician shall have the opportunity to correct any billing or 
coding error within thirty (30) days of denial related to any such claim submission. Coventry and 
Payors may recover payment or retain portions of future payments in the event that Coventry or a 
Payor determines that an individual was not an eligible Member at the time of services, or in the 
event of duplicate payment, overpayment, payment for non-covered services, error in payment 
uncovered as a result of a coordination of benefits process, or fraud. 


3.6. If Coventry requires additional information to determine whether to approve or deny the 
claim, it shall notify the Physician within twenty (20) days of receipt of claim and shall include 
all specific reasons for the delay in approving or denying the claim.  Coventry shall not request 
Physician to resubmit information that has already been provided, unless Coventry provides a 
legitimate reason for the request and the purpose of the request is not to delay the payment of the 
claim, harass the claimant, or discourage the filing of claims. 


3.7. Coventry Health and Life shall approve or deny claims within thirty (30) days of receipt of 
additional information.  If the claim is approved, Coventry Health and Life shall pay the claim 
within thirty (30) days after it receives the additional information.  Approved Coventry Health 
and Life claims not paid within that period shall be subject to interest as described in 3.3. 


3.8. A court shall award costs and reasonable attorney's fees to the prevailing party in an action 
brought pursuant to this section. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 12 







5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 


7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member participates in a 
Coventry Product or a First Health Product.  In addition, the identification card will also identify 
the Member’s benefit plan and the telephone number that Physician may call to confirm 
Member’s benefit plan, including any limitations or conditions on Covered Services.  At such 
time as Coventry or a Payor receives an inquiry from Physician regarding a Member’s benefit 
plan or Covered Services, Coventry or a Payor shall use information given by Physician to make 
preliminary benefit decisions.  Coventry and Payors shall retain the right and sole responsibility 
to determine whether a service is a Covered Service.   
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FIRST HEALTH NETWORK 


NETWORK LEASE PRODUCT ATTACHMENT 


1. Description.  The Network Lease product includes third party administrators, large employers, or 
other insurance carriers who are interested in securing access to our networks. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Network Lease product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid the lesser of billed charges for Covered Services 
performed or the terms set forth immediately below. 


 
Fee Schedule: First Health Network leased 
Covered services and supplies: Maximum Allowable Fee 


All CPT, excluding DME, J codes and 
immunizations 


100% of 2007 Nevada Medicare if valued.  


All DME codes 100% of 2007 Nevada DMERC if valued 


J codes and immunizations Lesser of AWP – 20% or ASP + 6% (updated semi-
annually) 


All other codes not listed above or valued by the 
2007 Nevada Medicare fee schedule 


60% of physician’s customary billed charge 


 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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FIRST HEALTH NETWORK 


WORKERS’ COMPENSATION PRODUCT ATTACHMENT 


1. Description.  The Workers’ Compensation Program product includes network access and other 
services to workers’ compensation insurance carriers, third party administrators and other entities 
and corporations for work related injury or illness and subject to state or federal workers’ 
compensation regulations as required. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Workers’ Compensation Program product on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 


Notwithstanding the Agreement rates contained herein, the amount payable under the terms of 
this Agreement shall be the lesser of the First Health Network Lease contracted rate, 85% of the 
amount payable under guidelines established under any state law or regulation pertaining to 
health care services rendered for occupationally ill/injured employees or the relative actual charge 
data if a state mandated amount for the service billed is not applicable, as determined by the 
payor.  The relative actual charge data shall be representative of the 80th percentile of the relative 
actual charge data for a given procedure code in the same or similar geographic region where 
services were rendered. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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FIRST HEALTH NETWORK 


AUTOMOBILE INSURANCE MANAGED CARE  PRODUCT ATTACHMENT 


1. Description.  The Automobile Insurance Managed Care Product includes access and other 
services to auto insurance carriers, third party administrators and other entities and corporations 
for Member injuries from auto accidents for which coverage is provided under relevant Member 
Contracts. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Automobile Insurance Managed Care Product on a twenty-four (24) hour per day, seven (7) 
day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 


Reimbursement from auto insurance payors for health care services rendered to auto insurance 
patients shall be the lesser of the First Health Network Lease rates, 85% percent of the amount 
specified as the maximum amount payable under any state law or federal regulation pertaining to 
payment for such services, or the relative actual charge data if a state mandated amount for the 
service billed is not applicable, as determined by the payor.  The relative actual charge data shall 
be representative of the 80th percentile of the relative actual charge data for a given procedure 
code in the same or similar geographic region where services were rendered.  This rate of 
reimbursement shall apply whether such rules or guidelines are in existence at the time of 
execution of this agreement or established at a later time. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions: 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 
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COVENTRY HEALTH CARE, INC – MEDICARE PRIVATE FEE FOR SERVICE 


ADVANTRA FREEDOM - PRIVATE FEE FOR SERVICE PRODUCT ATTACHMENT 


1. Description.  The Medicare product includes the Medicare health benefit plan(s) administered 
directly by Coventry or a Coventry Company. 


2. Provision of Covered Services.  Physician agrees to provide Covered Services to Members of 
the Medicare product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Physician’s agreement to perform Covered Services in accordance 
with the Agreement, Physician shall be paid for Covered Services performed according to the 
terms set forth immediately below. 
 
Coventry shall reimburse Physician for Covered Services rendered to Advantra Freedom 
Members at 100% of the amount that the Physician would have been paid under the traditional 
Medicare Part A and B programs. Provider understands that Medicare Advantage Private Fee-
For-Service is a distinct and different Product from the Coventry Advantra Product.  


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.  


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Physician, shall not be assigned or transferred by Physician without the prior written consent of 
Coventry.  Coventry may assign this Product without the consent of Physician to any Coventry 
Company or any other entity upon thirty (30) days prior written notice.  The assignment of this 
Product to another entity will have no effect on any other Product in which Physician participates. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Physician has entered into with a Coventry Company pursuant to the Agreement. 


7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member participates in a 
Coventry Product or a First Health Product.  In addition, the identification card will also identify 
the Member’s benefit plan and the telephone number that Physician may call to confirm 
Member’s benefit plan, including any limitations or conditions on Covered Services.  At such 
time as Coventry or a Payor receives an inquiry from Physician regarding a Member’s benefit 
plan or Covered Services, Coventry or a Payor shall use information given by Physician to make 
preliminary benefit decisions.  Coventry and Payors shall retain the right and sole responsibility 
to determine whether a service is a Covered Service.   


8. Federal Fund Obligations.  Physician understands and agrees that payments received by the 
First Health Medicare Advantage Plan from CMS pursuant to Plan’s contract with CMS are 
Federal funds.  As a result, Physician, by entering into this Agreement and the terms of Exhibit A, 
is subject to laws applicable to individuals/entities receiving Federal funds, including but not 
limited to, Title VI of the Civil Rights Act of 1964 as implemented by regulations at 45 C.F.R. 
part 84, the Age Discrimination Act of 1975 as implemented by regulations at 45 C.F.R. part 91, 
the Rehabilitation Act of 1973, and the Americans with Disabilities Act. 
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9. Maintenance of Records.  Physician shall preserve records, for the longer of: (i) the period of 
time required by State and Federal law, including the period required by Medicare programs and 
contracts to which Plan is subject, or (ii) ten (10) years from the date this Agreement ends or from 
the date of completion of any audit, whichever is longer, or longer if so required by CMS.  


10. Audit of Records.  Physician shall provide access to, permit audit of, and provide copies of 
records and other information to the U.S. Department of Justice, the Secretary of the U.S. 
Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer Review 
Organizations, their designees, and such other officials entitled by law or under government-
funded programs or contracts administered by Plan (collectively, “Government Officials”) as may 
be necessary for compliance by Plan with the provisions of all state and federal laws and 
contractual requirements governing Plan, including, but not limited to, the Medicare program.  
Such records shall be available at all reasonable times at Physician’s place of business or at some 
other mutually agreeable location.  


11. Subcontractors.  Physician shall require all of its subcontractors, if any, to comply with all 
applicable Medicare laws, regulations and CMS instructions.  Any provision required to be in this 
Agreement by the rules and regulations governing the Medicare Advantage Program shall bind 
the parties whether or not provided in this Agreement.  In addition, to the extent applicable, 
Physician shall comply with the obligations in the contract between CMS and Plan governing 
Plan’s participation in the Medicare Advantage Program. 


Physician shall ensure that any vendors, subcontractors or other such entities that have a need to 
know the terms of the Agreement also maintain the privacy and confidentiality of all financial 
terms of the Agreement. 


If Physician arranges for the provision of Covered Services from other health care providers for 
Medicare Advantage Members, such contracts shall be in writing and shall specify the delegated 
activities and reporting responsibilities, in addition to meeting the requirements described above.  


12. Contracts with Other Facilities. If Physician arranges for the provision of Covered Services 
from other health care facilities for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities. Physician shall 
include in Physician’s contracts with subcontractors all of the contractual and legal obligations 
required by Plan or the laws, regulations, rules and directions of CMS. To the extent CMS 
requires additional provisions to be included in such subcontracts, Physician shall amend its 
contracts accordingly. 


13. Submission of Encounter Data.  Physician hereby acknowledges that Plan is required to provide 
CMS and other federal and state regulatory agencies and accrediting organizations with encounter 
data as requested by such agencies and organizations.  Such data may include medical records 
and all other data necessary to characterize each encounter between Physician and a Medicare 
Advantage Member.  Physician agrees to cooperate with Plan and to provide Plan with all such 
information in such form and manner as requested by Plan. 


14. Certification of Data.  Physician recognizes that as a Medicare Advantage organization, Plan is 
required to certify the accuracy, completeness and truthfulness of data that CMS requests. Such 
data include encounter data, payment data, and any other information provided to Plan by its 
contractors and subcontractors.  Physician and its subcontractors, if any, hereby certify that any 
such data submitted to Plan will be accurate, complete and truthful.  Upon request, Physician 
shall make such certification in the form and manner prescribed by Plan. 
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15. Contracts with Excluded Providers. Physician shall not employ or contract for the provision of 
health care, utilization review, medical social work or administrative services with any individual 
excluded from participation in Medicare under Section 1128 or 1128A of the Social Security Act.  
Physician hereby certifies that no such excluded person currently is employed by or under 
contract with Physician or with any “downstream” entity with which Physician contracts relating 
to the furnishing of these services to Medicare Advantage Members. 


16. Medicare Advantage Member Complaints.  Physician agrees to cooperate with Plan in 
resolving any Medicare Advantage Member complaints related to coverage for the provision of 
Covered Services.  Plan will notify Physician as necessary concerning all Medicare Advantage 
Member complaints involving Physician.  Physician shall, in accordance with the Physician’s 
regular procedures, investigate such complaints and respond to Plan in the required time.  
Physician shall use best efforts to resolve complaints in a fair and equitable manner. 


17. Accountability and Delegation.  To the extent that Physician has been delegated any activities 
or functions which are the responsibility of the Plan, Physician shall make such periodic and other 
reports as reasonably required by Plan and Plan shall at all times retain the right to monitor 
Physician’s performance thereof through its quality assurance and improvement programs.  Plan 
reserves the right to revoke such delegation in the event that either Plan or CMS determines that 
such activities or functions have not been performed in a satisfactory manner. 
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2010 Version 2-Medical Group Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Medical Group agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Medical Group”), on behalf of itself and its Participating 
Providers (as defined herein), and Coventry Health and Life Insurance Company (“Coventry”), on behalf 
of all affiliate companies of Coventry including, but not limited to, First Health Life and Health Insurance 
Company, First Health Group Corp., and Coventry Health Care Workers Compensation, Inc. 
(individually a “Coventry Company” collectively “Coventry Companies”) agree to be bound by this 
Agreement.  The “Effective Date” of this Agreement is __________________, 2010. 
 
MEDICAL GROUP COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _________________________ 


Title: ______________________________  Title:_______________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  __1140 Town Center Drive, Suite 190_____ 


____________________________________  __Las Vegas, NV 89144______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Medical Group is licensed to provide to Members; and (c) that are covered under the terms 
of the applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 


1.4  Medical Group.   The group of Participating Providers that have collectively entered into 
this Agreement.   
 


1.5 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.5.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.5.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.5.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.5.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.5.5 Consistent with the diagnosis of the condition at issue; required for reasons other 


than the comfort or convenience of the Member or Member’s physician; and 
 


1.5.6 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.6 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
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1.7 Member Contract.  The group or individual Subscription Agreement, Certificate of 


Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit 
program. 
 


1.8 Participating Provider.  A health care provider, including, but not limited to, a 
physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Medical Group 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.9 Payor.  An entity authorized by Coventry or a Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, auto insurance carriers, 
employers, unions and other entities. 


 
1.10 Product.   Any health care benefit program, in which Medical Group agrees to 


participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in 
the Product Attachments.  


  
1.11 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
2. MEDICAL GROUP OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Medical Group shall provide Covered Services to Members of Products set forth 
in the Member Contract that are generally provided by Medical Group and for which the 
Participating Providers within the Medical Group have been credentialed by Coventry.  Such 
Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and 
ethical standards and in the same manner as provided to Medical Group’s other patients.  Medical 
Group shall accept Members as new patients on the same basis as Medical Group is accepting 
non-Members as new patients.  Medical Group shall not discriminate against a Member on the 
basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, 
use of Covered Services, income level, or on the basis that Member is enrolled in a managed care 
organization or is a Medicare or Medicaid beneficiary. 


 
 2.1.2 Medical Group shall make Covered Services available and accessible to 
Members, including telephone access to Medical Group, on a twenty-four (24) hour, seven (7) 
day per week basis.  Notwithstanding the foregoing, in the event that Medical Group can not 
provide such coverage, Medical Group may arrange for a physician who is a Participating 
Provider to furnish coverage on Medical Group’s behalf (a “Covering Physician”) so long as 
Medical Group retains primary responsibility for Members’ care. 


 
 2.1.3 For services rendered by any Covering Physician on behalf of Medical Group, 
including Emergency Services, it shall be Medical Group’s sole responsibility to make suitable 
arrangements with the Covering Physician regarding the manner in which said Covering 
Physician will be reimbursed or otherwise compensated; provided, however, that Medical Group 
shall assure that the Covering Physician will not, under any circumstances, bill a Member for 
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Covered Services (except as specifically permitted in this Agreement), and Medical Group hereby 
agrees to indemnify and hold harmless Members and Coventry or Payor against charges for 
Covered Services rendered by Covering Physicians. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Medical Group determines an emergency situation renders it unsafe or impractical, Medical 
Group shall refer Members to Participating Providers.  Medical Group shall only admit a Member 
for inpatient care and shall only refer Members for other care after obtaining authorization from 
Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the 
applicable Member Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Medical Group as 
participating or non-participating in any new product or current Product.  Medical Group may 
reject Coventry’s or Payor’s designation of Medical Group as participating or non-participating in 
such new product within thirty (30) days of Coventry’s notice of such designation; provided, 
however, if Coventry has not received notice of such rejection within that thirty (30) day period, 
Medical Group’s silence shall constitute acceptance of such designation.  To the extent that the 
specific terms for the provision of Covered Services in new products are not included herein, they 
shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in 
these programs to Medical Group. 


 
2.1.6 Medical Group understands and agrees that Medical Group’s participation in a 


current Product or new product does not mean that Medical Group shall be permitted to 
participate in each and every current Product or new product of Coventry or Payor.  From time to 
time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the 
provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery 
network for a new product benefit plan(s), or (iii) a current Product or (iv) new product. 


 
2.1.7 Medical Group Credentialing Requirements.  All Participating Providers in the 


Medical Group must meet Coventry and Payor’s credentialing standards and must be approved in 
writing by Coventry prior to providing any Covered Services to Members.   


 
2.1.8  Restriction, Suspension or Termination of Participating Providers.  Medical 


Group acknowledges and agrees that Medical Group and/or any Participating Provider within 
Medical Group shall immediately be restricted, suspended or terminated from providing services 
to Members in the following circumstances: (i) failure to meet the licensing/certification 
requirements or other professional standards required by this Agreement; or (ii) Coventry’s 
determination that there are serious deficiencies in the professional competence, conduct or 
quality of care which affects or could adversely affect the health or safety of Members.  Medical 
Group shall immediately notify Coventry if Medical Group or any Participating Provider ceases 
to meet the licensing/certification requirements or other professional standards described in this 
Agreement. 


 
2.1.9  Medical Group Practice.  In the event that Medical Group is a professional 


corporation, association, partnership or other corporate entity, Medical Group hereby represents 
and warrants to Coventry that (i) all individual Participating Providers who will be providing 
Covered Services on behalf of such professional corporation, association, partnership or other 
corporate entity are disclosed to Coventry; (ii) each Participating Provider that provides Covered 
Services on behalf of Medical Group are licensed to practice medicine or osteopathy in the state 
in which Medical Group practices; and  (iii) each Participating Provider within the Medical 
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Group that provides Covered Services on behalf of Medical Group agrees to be bound by the 
terms and conditions of this Agreement.  Medical Group understands and agrees that a 
Participating Provider within the Medical Group may not provide Covered Services on behalf of 
Medical Group unless and until such Participating Provider within the Medical Group has been 
accepted by Coventry in writing.   


 
2.1.10 Agency.  Medical Group represents and warrants that it is legally acting  on 


behalf of all Medical Group Participating Providers and has the full legal authority to execute this 
Agreement on behalf of all such Participating Providers, and to bind such Participating Providers 
to the terms and conditions of this Agreement.  Upon execution of this Agreement, Medical 
Group agrees to provide to the health plan the names and directory information, including 
medical specialty, of all Participating Providers in the Medical Group who are subject to the 
terms and provisions of this Agreement, and to update such information on a monthly basis.   


 
2.1.11  Changes in Capacity of Medical Group.  Medical Group shall provide at least 


ninety (90) calendar days written notice to Coventry of any significant changes in the capacity of 
Medical Group to provide services or that would prevent Medical Group from accepting 
additional Members.  A significant change in capacity includes, but is not limited to, the 
following circumstances: (i) inability of Medical Group or its Participating Providers to properly 
treat additional Members or its existing Members for any reason; or (ii) closure of any office of 
Medical Group, (iii) the removal of any Participating Provider from Medical Group. 


 
 2.2 Standard of Care.  Medical Group agrees to provide or arrange for the provision of 
Covered Services in conformity with generally accepted medical and surgical practices in effect at the 
time of service.  Medical Group also agrees to implement peer review and credentialing of physicians, 
nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to 
Members on behalf of Medical Group. 
 
 2.3 Programs, Policies & Procedures.  Medical Group agrees to comply with all Coventry, 
Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced 
in 2.3.1.  Medical Group agrees to comply with the Provider Manual, quality improvement, utilization 
review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of 
benefit procedures, and any other policies that Coventry or Payor may implement, including amendments 
made to the above mentioned policies, procedures and programs from time to time.  
 


2.3.1 Hospital-Acquired Conditions and Wrong Site/Person/Procedure Policy.    
Coventry, Payors, and Medical Group agree to abide by Coventry's policy on "Hospital-Acquired 
Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP Policy").  The HAC-WSPP 
Policy shall be provided to Medical Group upon request and may be updated from time to time by 
Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions and Wrong 
Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP 
Policy. 


 
 2.4 Licensure.  Medical Group agrees to maintain in good standing all licenses, 
accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as 
the Agreement is in effect. 
 
 2.5 Liability Insurance.  Medical Group agrees to procure and maintain professional 
liability insurance to protect against all allegations arising out of the rendering of professional services or 
the alleged failure to render professional services by Medical Group, Medical Group’s Participating 
Providers, and Medical Group’s employees (“Professional Liability Insurance”).  Medical Group may 
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obtain such insurance through an insurance company or through a self insurance mechanism acceptable to 
Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in 
accordance with minimum state law requirements, or, if there are no minimum state law requirements, at 
levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Medical Group also agrees to 
procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts. 
 
 2.6 Claim Submission.   
 


2.6.1 Claim Submission Guidelines.  Medical Group agrees to submit its claims for 
reimbursement and encounter forms, as required by Coventry or payor, on a UB-04 form or Centers for 
Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and 
Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) 
coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  
Medical group shall submit bills within one hundred twenty (120) days of the date of discharge unless 
coordination of benefit issues exist.  Medical Group may not bill Coventry or a Payor for inpatient 
covered services prior to the date of discharge and shall not separate bills for covered services for 
purposes of additional payments under the agreement, except when hospitalizations of member are greater 
than or equal to sixty (60) days, in which case interim billing is required.  Medical Group understands and 
agrees that failure to submit claims in accordance with the requirements of this section may result in the 
denial of such claims.  Medical Group understands and agrees that Medical Group has one (1) year from 
the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further 
adjustments to payments shall be made 


 
2.6.2 Acknowledgement Regarding Claim Submission Rules.  Medical Group understands and 


agrees that failure to submit bills or claims in accordance with the requirements of this section may result 
in the denial of such claims.   
 
 2.7 Hold Harmless.   
 


 2.7.1 Medical Group agrees that in no event, including, but not limited to, nonpayment 
by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry 
or a Payor denial or reduction of payment for services that are not Medically Necessary or were 
not billed in accordance with Coventry or Payor’s policies and procedures, including, but not 
limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Medical 
Group bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement 
from, or have any recourse against a Member or persons other than Coventry or a Payor acting on 
their behalf, for services rendered under the Agreement.  For purposes of this section, services 
rendered under the Agreement include those health care services delivered to Members by any 
and all health care professionals employed by or independently contracted with Medical Group.  
This section shall not prohibit collection of copayments, coinsurance, or deductibles in 
accordance with the Member’s Member Contract. 


 
 2.7.2 Medical Group further agrees that: (i) this provision shall survive termination of 
the Agreement regardless of the cause giving rise to termination and shall be construed to be for 
the benefit of the Member; and (ii) this provision supersedes any oral or written contrary 
agreement now existing or hereafter entered into between Medical Group and a Member or a 
person acting on Member’s behalf. 
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 2.7.3 Any modification, addition, or deletion to the provisions of the Section shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Medical Group hereby consents to including Medical Group’s name in 
Coventry or Payor marketing materials and listing Medical Group in a Participating Provider directory 
that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, 
third-party administrators and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Medical Group understands and agrees that neither Coventry, Payor, nor 
Members shall be required to reimburse Medical Group for expenses related to providing copies 
of patient records or documents to any local, State or Federal agency or Coventry or Payor: (i) 
pursuant to a request from any local, State or Federal agency (including, without limitation, the 
Centers for Medicare and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to 
administration of Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk 
Management Programs; or (iii) in order to assist Coventry or Payor in making a determination 
regarding whether a service is a Covered Service for which payment is due hereunder; or (iv) for 
any other purpose. 


 
 2.9.2 Access.  All records, books, and papers of Medical Group pertaining to 
Members, including without limitation, records, books and papers relating to professional and 
ancillary care provided to Members, including any and all medical records, and financial, 
accounting and administrative records, books and papers, shall be open for access, inspection and 
copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during 
Medical Group’s normal business hours.  Medical Group further agrees that it shall release a 
Member’s medical records to Coventry and Payor as required by law or upon Medical Group’s 
receipt of a Member consent form.    In addition, Medical Group shall allow Coventry and Payor 
to audit Medical Group’s records for payment and claims review purposes.     


 
 2.9.3  Record Transfer.  If a Participating Provider in the Medical Group  leaves Medical 
Group, the Physician must transfer or otherwise arrange for the maintenance of Members’ records 
in order that such records are accessible to Medical Group and Coventry. .   
 
 2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Medical Group agrees to comply with 
all applicable State and Federal requirements, laws, rules and regulations, including but not limited to 
those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any 
State agencies of the State(s) in which Medical Group practices, including, without limitation, 
requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  
Medical Group understands and agrees that CMS and the appropriate State agencies may change or add to 
such requirements, laws, rules and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Medical Group agrees to permit Coventry or Payor, any 
Federal or State agency having jurisdiction over Medical Group’s provision of services and/or the 
U.S. Department of Health and Human Services and any accrediting organization to conduct 
periodic site evaluations of Medical Group's facilities, offices and records.  Upon Coventry’s or 
Payor’s written request, Medical Group shall provide Coventry or Payor with a copy of the 
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written response to any questions or comments posed by the agencies listed in the preceding 
sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Medical Group agrees to immediately notify Coventry, in 
writing, of (i) any change in Medical Group’s licensure, accreditation or certification status; (ii) any loss 
or substantial decrease in the limits or change of Medical Group’s medical malpractice policy and/or 
Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of 
Medical Group; and, (iv) any other situation that may materially interfere with Medical Group's duties 
and obligations under the Agreement.   Medical Group also shall notify Coventry of any complaints it 
receives from Members regarding Medical Group, Coventry or Participating Providers.  Coventry shall 
notify Medical Group of any complaints it receives from Members regarding Medical Group.  Medical 
Group and Coventry agree to cooperate fully in the investigation and resolution of any such Member 
complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Medical Group shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a 
copy of which will be made available to Medical Group upon request.  Medical Group understands and 
agrees that the Drug Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Medical Group acknowledges that Coventry does not practice 
medicine or exercise control over the methods or professional judgments by which Medical Group 
renders medical services to Members.  Medical Group shall be responsible for clinical decisions regarding 
admission, discharge or other medical treatment of Members regardless of receipt by Medical Group of 
any recommendations, authorizations or denials of payment for treatment provided to Members from 
Coventry, its agent or any other person or entity performing quality improvement or utilization 
management. Coventry encourages Medical Group to communicate with patients regarding the treatment 
options available to them, including alternative medications, regardless of benefit coverage limitations. 


 
2.14  Labs.  Medical Group agrees to use only CLIA certified labs for Covered Services that 


are both subject to the CLIA requirements and required by Coventry Companies to be obtained from a 
CLIA certified lab.  Medical Group also agrees to use best efforts to utilize labs that are Participating 
Providers with Coventry Companies. 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Medical Group’s agreement to perform Covered Services in 
accordance with the Agreement, Medical Group shall be paid in accordance with the payment 
terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a 
Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the 
Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Medical 
Group within thirty (30) days of receipt of an approved Clean Claim provided, however, that 
Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry 
Company) such as a self-insured entity. 


 
 3.1.2 Medical Group shall submit its claims for reimbursement, as required by Section 
2.6. 
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 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding 
practices, which includes the use of software to edit claims to ensure appropriate billing and 
coding practices.  Coventry and Payors may require appropriate documentation and coding to 
support payment for Covered Services.  Medical Group shall have the opportunity to correct any 
billing or coding error within thirty (30) days of denial related to any such claim submission. 
Coventry and Payors may recover payment or retain portions of future payments in the event that 
Coventry or a Payor determines that an individual was not an eligible Member at the time of 
services, or in the event of duplicate payment, overpayment, payment for non-covered services, 
error in payment uncovered as a result of a coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Medical Group from other sources, are equal to one 
hundred percent of the amount required by this Agreement, subject to limitations outlined in the 
Member Contract.  Nothing herein shall be construed to preclude Medical Group from seeking 
and obtaining payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Medical Group with respect to 
any claim or fee for health care services relating to or arising under the Agreement. 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 


4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last 
day of the month following the ninety (90) day notice period. In the event that Coventry no longer 
offers a particular Product or is unable to continue to provide access to a particular Product, 
Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior 
written notice to Medical Group.  Such termination of the Product Attachment will be effective as 
of the last day of the month following the ninety (90) day notice period.  In the event a Product 
Attachment is terminated by Coventry, such termination shall not constitute termination of any 
other Product Attachment, or termination of the Agreement. 


 
 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
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the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Medical Group and/or a Participating Provider within Medical Group from providing Covered 
Services to Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Medical 
Group’s or Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Medical Group’s or Participating Provider’s suspension or termination 
from participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Medical Group’s or 
Participating Provider’s continued provision of services to Members may result in, or is 
resulting in, danger to the health, safety or welfare of Members.  Where the danger results 
from the actions of Medical Group’s staff, contractors or subcontractors, then Medical 
Group shall suspend its relationship with such staff, contractors, subcontractors upon 
immediate notice from Coventry, at least with respect to Members, and if Medical Group 
fails to take such action, Coventry may terminate the Agreement upon ten (10) days 
notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Medical Group 
and the Participating Provider and opportunity to cure, Medical Group and/or its 
Participating Provider has not materially complied with the provisions of Coventry’s 
Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work 
cooperatively in a managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Medical Group shall 
continue to provide Covered Services to Members who are receiving treatment at the time of termination 
or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Medical Group of such amendment and the effective date of the amendment.   Coventry may make 
any other non-Regulatory Amendments to the Agreement by notifying Medical Group at least thirty (30) 
days prior to the effective date of the amendment.  Medical Group may reject the amendment upon 
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Medical Group’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection 
within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received 
notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute 
acceptance of such amendment.  
 
 5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor 
and Medical Group arises out of or is related to the Agreement, the Parties involved shall make good faith 
efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is 
unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of 
the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to 
binding arbitration in accordance with the commercial rules of the American Health Lawyers Association 
or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Medical Group procedures, such as, for example, 
utilization management or quality improvement plan (but not including credentialing procedures), the 
procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section 
may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive 
or other equitable relief in court in connection with the enforcement of those sections of the Agreement 
that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, 
any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall 
not be found in a court of law.  This Section shall survive termination of the Agreement. 
 
 5.3 Confidentiality.  Medical Group, Coventry, and Payors agree to maintain the privacy 
and confidentiality of all information and records regarding Members, including but not limited to 
medical records, in accordance with all State and Federal laws, including regulations promulgated under 
the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups.  Medical Group shall ensure 
that any vendors, subcontractors or other such entities that have a need to know the terms of the 
Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the 
event that either Party violates its duties under this provision, the other Party may seek injunctive relief. 
This Section shall survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Medical Group each reserve the right to and control of the use of their name, symbols, trademarks, 
and service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Medical Group shall use the other Party’s name, symbols, trademarks, or 
service marks in advertising or promotional materials or otherwise, without the prior written consent of 
that Party and shall cease any such usage immediately upon written notice of the Party or on termination 
of the Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Medical Group agrees that Medical Group will not, within the 
service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll 
from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or 
any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that 
Medical Group is no longer a Participating Medical Group. Nothing in the Agreement shall be construed 
to prohibit Medical Group or hospital employees from freely communicating with patients regarding: (i) 
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medically necessary and appropriate care with or on behalf of a Member, including information regarding 
the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, 
consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or 
any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care 
service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event 
that either party violates its duties under this provision, the other party may seek injunctive relief. This 
Section shall survive the termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Medical Group or their respective directors, officers, 
shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to 
act of any Party hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Medical Group, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
 5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Medical Group nor Coventry nor any Payor shall be liable to any other Party for any 
act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall 
be interpreted to be between Medical Group and whichever Payor is a party to the Member Contract 
under which the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 


5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision.   
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COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 
of the Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid the lesser of billed charges for 
Covered Services performed according to the terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Medical Group may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Medical Group regarding a Member’s benefit plan or Covered Services, Coventry or 
a Payor shall use information given by Medical Group to make preliminary benefit decisions.  
Coventry and Payors shall retain the right and sole responsibility to determine whether a service 
is a Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  Subject to the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Medical Group 
is included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.   


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 
accordance with the Agreement, Medical Group shall be paid the lesser of billed charges for 
Covered Services performed according to the terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  The Payor issued identification card for the enhanced savings program will include the 
First Health logo. 
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WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Workers Compensation Program Product includes network access and other 


services to workers compensation insurance carriers, employer groups, third party administrators 
and other entities and corporations for work related injury or illness and subject to state workers 
compensation regulations as required. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.    


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    
Provider agrees to use best efforts to comply with protocols communicated to Provider by 
Coventry or Payor, including, but not limited to, the guidelines of the American College of 
Occupational and Environmental Medicine (ACOEM), the Official Disability Guidelines (ODG), 
return to work guidelines, and AMA or applicable state or federal guidelines for evaluating 
permanent impairment when assigning disability and/or impairment ratings for Members.   
 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto insurance carriers, third party administrators and other entities 
and corporations for Member injuries resulting from auto accidents for which coverage is 
provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven 
(7) day per week basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.     


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week 
basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
6. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
7. Medical Group Obligations. 
 


 7.1  Provision of Covered Services.  Medical Group agrees to provide to Medicare 
Advantage Members the health care services for which Medical Group is licensed and 
customarily provides in accordance with accepted medical and surgical standards in the 
community.  Medical Group shall make Covered Services available and accessible to Medicare 
Advantage Members, including telephone access to Medical Group, on a twenty-four (24) hours, 
seven (7) days per week basis. 
 
 7.2  Federal Fund Obligations.  Medical Group understands and agrees that 
payments received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant 
to MA Plan’s contract with CMS are Federal funds.  As a result, Medical Group, by entering into 
this Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
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Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 7.3 Hold Harmless.  Medical Group agrees that in no event, including, but not limited 
to, nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Medical Group bill, charge, collect a deposit from, seek compensation, 
remuneration or reimbursement from, or have any recourse against a Medicare Advantage 
Member or persons other than MA Plan acting on their behalf, for services rendered under the 
Agreement or this Product Attachment.  For purposes of this section, services rendered under the 
Agreement or this Product Attachment include those health care services delivered to Medicare 
Advantage Members by any and all health care professionals employed by or independently 
contracted with the Medical Group.  This section shall not prohibit collection of copayments, 
coinsurance, or deductibles in accordance with the Medicare Advantage Member’s Member 
Contract. 
 
Medical Group further agrees that:  (i) this provision shall survive termination of the Agreement 
and/or this Product Attachment, regardless of the cause giving rise to termination and shall be 
construed to be for the benefit of the Medicare Advantage Member; and (ii) this provision 
supersedes any oral or written contrary agreement now existing or hereafter entered into between 
Medical Group and a Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 7.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Medical Group shall continue to provide 
Covered Services to Medicare Advantage Members who are hospitalized through the later of: (a) 
the date for which premiums were paid, or (b) through the date of discharge.  Medical Group is 
prohibited by law from billing Medicare Advantage Members for such Covered Services.  This 
provision shall survive the termination of this Agreement or Product Attachment, regardless of 
the reason for termination, including the insolvency of MA Plan, and shall supersede any oral or 
written agreement between Medical Group and a Medicare Advantage Member. 
 


7.5 Policies, Programs & Procedures.  Medical Group agrees to comply with MA 
Plan’s policies and procedures (which MA Plan shall provide to Medical Group upon request) 
which operationalize many of the requirements of the Agreement, this Product Attachment, and 
the Medicare Advantage program. Medical Group agrees to comply with MA Plan’s quality 
improvement, administrative processes and procedures, utilization review, peer review, grievance 
procedures, credentialing and recredentialing procedures, and any other policies the MA Plan 
may implement, including amendments made to the above mentioned policies, procedures and 
programs from time to time.  In the event that a MA Plan policy or procedure conflicts with a 
provision in the Agreement, then the language in the Agreement (including all amendments, 
exhibits, and attachments thereto) shall govern. 


 
 7.6 Maintenance of Records.  Medical Group shall preserve records applicable to 
Medicare Advantage Members or to MA Plan’s participation in the Medicare Advantage 
Program, for the longer of: (i) the period of time required by State and Federal law, including the 
period required by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) 
years from the date this Agreement ends or from the date of completion of any audit, whichever is 
longer, or longer if so required by CMS. 
 
 7.7 Audit of Records.  Medical Group shall provide access to, permit audit of, and 
provide copies of records and other information to the U.S. Department of Justice, the Secretary 
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of the U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Medical Group’s 
place of business or at some other mutually agreeable location.  
 
 7.8 Subcontractors.  Medical Group shall require all of its subcontractors, if any, to 
comply with all applicable Medicare laws, regulations and CMS instructions. 
 


 7.8.1 Medical Group shall include in Medical Group’s contracts with 
subcontractors all of the contractual and legal obligations required by MA Plan or the 
laws, regulations, rules and directions of CMS. To the extent CMS requires additional 
provisions to be included in such subcontracts, Medical Group shall amend its contracts 
accordingly. 
 
 7.8.2 Medical Group shall ensure that any vendors, subcontractors or other 
such entities that have a need to know the terms of the Agreement also maintain the 
privacy and confidentiality of all financial terms of the Agreement. 
 
 7.8.3 If Medical Group arranges for the provision of Covered Services from 
other health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above. 
 


 7.9 Contracts with Excluded Entities.  Medical Group shall not employ or contract 
for the provision of health care, utilization review, medical social work or administrative services 
with any individual excluded from participation in Medicare under Section 1128 or 1128A of the 
Social Security Act.  Medical Group hereby certifies that no such excluded person currently is 
employed by or under contract with Medical Group or with any “downstream” entity with which 
Medical Group contracts relating to the provision of these services to MA Plan Members. 
 
 7.10  Submission of Encounter Data.  Medical Group hereby acknowledges that MA 
Plan is required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Medical Group and a Medicare Advantage Member.  Medical Group agrees to cooperate with 
MA Plan and to provide MA Plan with all such information in such form and manner as 
requested by MA Plan. 
 
 7.11  Certification of Data.  Medical Group recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Medical Group and its 
subcontractors, if any, hereby certify that any such data submitted to MA Plan will be accurate, 
complete and truthful.  Upon request, Medical Group shall make such certification in the form 
and manner prescribed by MA Plan. 
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 7.12  Medicare Advantage Member Complaints.  Medical Group agrees to 
cooperate with MA Plan in resolving any MA Plan Member complaints related to the provision of 
Covered Services.  MA Plan will notify Medical Group as necessary concerning all Medicare 
Advantage Member complaints involving Medical Group.  Medical Group shall, in accordance 
with the Medical Group’s regular procedures, investigate such complaints and respond to MA 
Plan in the required time.  Medical Group shall use best efforts to resolve complaints in a fair and 
equitable manner.   
 


8. MA Plan Obligations. 
 


 8.1 Fee Schedule.  MA Plan shall arrange for Medical Group to be compensated for 
health care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 8.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Medical Group for Covered Services provided to MA 
Plan Members within thirty (30) calendar days of receipt.  For purposes of this Product 
Attachment, the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA 
Plan shall pay interest on clean claims that are not paid within thirty (30) calendar days of receipt 
in accordance with 42 CFR 422.520(a)(2).  
 


9. General Provisions 
 


 9.1 Accountability and Delegation.  To the extent that Medical Group has been 
delegated any activities or functions which are the responsibility of the MA Plan, Medical Group 
shall submit periodic and other reports as reasonably required by MA Plan, and MA Plan shall at 
all times retain the right to monitor Medical Group’s performance thereof through its quality 
assurance and improvement programs.  MA Plan reserves the right to revoke such delegation in 
the event that either MA Plan or CMS determines that such activities or functions have not been 
performed in a satisfactory manner. 
 
 9.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 9.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules and regulations, including but not 
limited to, those of CMS, or of any other Federal agencies applicable to the Medicare Advantage 
Program. To the extent applicable, Medical Group shall comply with the obligations in the 
contract between CMS and MA Plan governing MA Plan’s participation in the Medicare 
Advantage Program. Any provision required to be in this Agreement by the rules and regulations 
governing the Medicare Advantage Program shall bind the parties whether or not specifically 
included in this Agreement. 
 
 9.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Medical Group on the Execution Sheet of this Agreement, Medical Group shall be compensated by 
the Payor for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge” shall mean the amount billed by Medical Group for a Covered 


Service which is subject to payment pursuant to the Agreement. 
 


G. “Mandated Amount” shall mean the payment amount as determined by Payor and/or 
Coventry in accordance with applicable state or federal law or regulation pertaining to 
payment for a Covered Service.  It is important to note that associated compensation 
provisions as noted in Sections II.A, II.B, Section III.A and IV.A shall apply whether such 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Medical Group shall be reimbursed for Covered Services for Commercial Products in 
accordance with the following “Commercial Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 
 


75% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Medical Group shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Medical Group’s acquisition cost for any Unvalued Service/Supply.   In no 
case, for any service billed by the Medical Group, shall compensation exceed 
the Medical Group’s Eligible Billed Charge or the Mandated Amount, 
whichever is less.   


 
 


B. Compensation for Network Access Product 
 


Medical Group shall be reimbursed for Covered Services for Network Access Products in 
accordance with the following “Network Access Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 


100% of  2007 CMS Rate 
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Anesthesia Services 
CPTs 00100-01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide., including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Medical Group shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Medical Group’s acquisition cost for any Unvalued Service/Supply.   In no 
case, for any service billed by the Medical Group, shall compensation exceed 
the Medical Group’s Eligible Billed Charge or the Mandated Amount, 
whichever is less.   


 
 


C. Availability of Contract Allowable Information: 
 


Medical Group may at any time request that Coventry furnish Medical Group information 
related to the then current contract allowable amounts for specific services as outlined 
above.  Such information will include a sample fee schedule reflecting the current fee 
schedule values for Medical Group’s commonly billed or requested codes.  Such 
information will include, if requested, current fee schedule values for drugs and 
immunizations. 


 
 
 
Section III. WORKERS COMPENSATION PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Medical Group shall be compensated 
the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(A)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of III(A) (ii) or 
(iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge  
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B. For Covered Services not subject to a Mandated Amount, Medical Group shall be 
compensated the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 


of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(B)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of III(B) (ii) or 
(iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
under the NRUC methodology, this subsection III(B)(ii) shall not apply and 
Medical Group’s compensation shall be the amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
 
Section IV. AUTOMOBILE MANAGED CARE PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Medical Group shall be compensated 
the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(A)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of IV(A) (ii) or 
(iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge 


 
B. For Covered Services not subject to a Mandated Amount, Medical Group shall be 


compensated the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(B)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of IV(B) (ii) or 
(iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
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under the NRUC methodology, this subsection IV(B)(ii) shall not apply and 
Medical Group’s compensation shall be the amount set forth in IV(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
Section V.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section V(A)(ii), Medical Group will be 
reimbursed for Covered Services the lesser of:  


 
i)  Medical Group’s Eligible Billed Charges; or  
 
ii)  One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance 
or Medicare Advantage Plan deductible).   


   
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Medical Group under this Section V exceed amounts prescribed by Federal law. 
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2011 Version 3-Medical Group Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Medical Group agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Medical Group”), on behalf of itself and its Participating 
Providers (as defined herein), and Coventry Health and Life Insurance Company (“Coventry”), on behalf 
of all affiliate companies of Coventry including, but not limited to, First Health Life and Health Insurance 
Company, First Health Group Corp., and Coventry Health Care Workers Compensation, Inc. 
(individually a “Coventry Company” collectively “Coventry Companies”) agree to be bound by this 
Agreement.  The “Effective Date” of this Agreement is __________________, 20__. 
 
MEDICAL GROUP COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _________________________ 


Title: ______________________________  Title:_______________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  __1140 Town Center Drive, Suite 190_____ 


____________________________________  __Las Vegas, NV 89144______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Medical Group is licensed to provide to Members; and (c) that are covered under the terms 
of the applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 


1.4  Medical Group.   The group of Participating Providers that have collectively entered into 
this Agreement.   
 


1.5 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.5.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.5.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.5.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.5.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.5.5 Consistent with the diagnosis of the condition at issue; required for reasons other 


than the comfort or convenience of the Member or Member’s physician; and 
 


1.5.6 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.6 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
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1.7 Member Contract.  The group or individual Subscription Agreement, Certificate of 


Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit 
program. 
 


1.8 Participating Provider.  A health care provider, including, but not limited to, a 
physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Medical Group 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.9 Payor.  An entity authorized by Coventry or a Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members.  


 
1.10 Product.   Any health care benefit program, in which Medical Group agrees to 


participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in 
the Product Attachments.  


  
1.11 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
2. MEDICAL GROUP OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Medical Group shall provide Covered Services to Members of Products set forth 
in the Member Contract that are generally provided by Medical Group and for which the 
Participating Providers within the Medical Group have been credentialed by Coventry.  Such 
Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and 
ethical standards and in the same manner as provided to Medical Group’s other patients.  Medical 
Group shall accept Members as new patients on the same basis as Medical Group is accepting 
non-Members as new patients.  Medical Group shall not discriminate against a Member on the 
basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, 
use of Covered Services, income level, or on the basis that Member is enrolled in a managed care 
organization or is a Medicare or Medicaid beneficiary. 


 
 2.1.2 Medical Group shall make Covered Services available and accessible to 
Members, including telephone access to Medical Group, on a twenty-four (24) hour, seven (7) 
day per week basis.  Notwithstanding the foregoing, in the event that Medical Group can not 
provide such coverage, Medical Group may arrange for a physician who is a Participating 
Provider to furnish coverage on Medical Group’s behalf (a “Covering Physician”) so long as 
Medical Group retains primary responsibility for Members’ care. 


 
 2.1.3 For services rendered by any Covering Physician on behalf of Medical Group, 
including Emergency Services, it shall be Medical Group’s sole responsibility to make suitable 
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arrangements with the Covering Physician regarding the manner in which said Covering 
Physician will be reimbursed or otherwise compensated; provided, however, that Medical Group 
shall assure that the Covering Physician will not, under any circumstances, bill a Member for 
Covered Services (except as specifically permitted in this Agreement), and Medical Group hereby 
agrees to indemnify and hold harmless Members and Coventry or Payor against charges for 
Covered Services rendered by Covering Physicians. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Medical Group determines an emergency situation renders it unsafe or impractical, Medical 
Group shall refer Members to Participating Providers.  Medical Group shall only admit a Member 
for inpatient care and shall only refer Members for other care after obtaining authorization from 
Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the 
applicable Member Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Medical Group as 
participating or non-participating in any new product or current Product.  Medical Group may 
reject Coventry’s or Payor’s designation of Medical Group as participating or non-participating in 
such new product within thirty (30) days of Coventry’s notice of such designation; provided, 
however, if Coventry has not received notice of such rejection within that thirty (30) day period, 
Medical Group’s silence shall constitute acceptance of such designation.  To the extent that the 
specific terms for the provision of Covered Services in new products are not included herein, they 
shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in 
these programs to Medical Group. 


 
2.1.6 Medical Group understands and agrees that Medical Group’s participation in a 


current Product or new product does not mean that Medical Group shall be permitted to 
participate in each and every current Product or new product of Coventry or Payor.  From time to 
time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the 
provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery 
network for a new product benefit plan(s), or (iii) a current Product or (iv) new product. 


 
2.1.7 Medical Group Credentialing Requirements.  All Participating Providers in the 


Medical Group must meet Coventry and Payor’s credentialing standards and must be approved in 
writing by Coventry prior to providing any Covered Services to Members.   


 
2.1.8  Restriction, Suspension or Termination of Participating Providers.  Medical 


Group acknowledges and agrees that Medical Group and/or any Participating Provider within 
Medical Group shall immediately be restricted, suspended or terminated from providing services 
to Members in the following circumstances: (i) failure to meet the licensing/certification 
requirements or other professional standards required by this Agreement; or (ii) Coventry’s 
determination that there are serious deficiencies in the professional competence, conduct or 
quality of care which affects or could adversely affect the health or safety of Members.  Medical 
Group shall immediately notify Coventry if Medical Group or any Participating Provider ceases 
to meet the licensing/certification requirements or other professional standards described in this 
Agreement. 


 
2.1.9  Medical Group Practice.  In the event that Medical Group is a professional 


corporation, association, partnership or other corporate entity, Medical Group hereby represents 
and warrants to Coventry that (i) all individual Participating Providers who will be providing 
Covered Services on behalf of such professional corporation, association, partnership or other 
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corporate entity are disclosed to Coventry; (ii) each Participating Provider that provides Covered 
Services on behalf of Medical Group are licensed to practice medicine or osteopathy in the state 
in which Medical Group practices; and  (iii) each Participating Provider within the Medical 
Group that provides Covered Services on behalf of Medical Group agrees to be bound by the 
terms and conditions of this Agreement.  Medical Group understands and agrees that a 
Participating Provider within the Medical Group may not provide Covered Services on behalf of 
Medical Group unless and until such Participating Provider within the Medical Group has been 
accepted by Coventry in writing.   


 
2.1.10 Agency.  Medical Group represents and warrants that it is legally acting  on 


behalf of all Medical Group Participating Providers and has the full legal authority to execute this 
Agreement on behalf of all such Participating Providers, and to bind such Participating Providers 
to the terms and conditions of this Agreement.  Upon execution of this Agreement, Medical 
Group agrees to provide to the health plan the names and directory information, including 
medical specialty, of all Participating Providers in the Medical Group who are subject to the 
terms and provisions of this Agreement, and to update such information on a monthly basis.   


 
2.1.11  Changes in Capacity of Medical Group.  Medical Group shall provide at least 


ninety (90) calendar days written notice to Coventry of any significant changes in the capacity of 
Medical Group to provide services or that would prevent Medical Group from accepting 
additional Members.  A significant change in capacity includes, but is not limited to, the 
following circumstances: (i) inability of Medical Group or its Participating Providers to properly 
treat additional Members or its existing Members for any reason; or (ii) closure of any office of 
Medical Group, (iii) the removal of any Participating Provider from Medical Group. 


 
 2.2 Standard of Care.  Medical Group agrees to provide or arrange for the provision of 
Covered Services in conformity with generally accepted medical and surgical practices in effect at the 
time of service.  Medical Group also agrees to implement peer review and credentialing of physicians, 
nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to 
Members on behalf of Medical Group. 
 
 2.3 Programs, Policies & Procedures.  Medical Group agrees to comply with all Coventry, 
Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced 
in 2.3.1.  Medical Group agrees to comply with the Provider Manual, quality improvement, utilization 
review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of 
benefit procedures, and any other policies that Coventry or Payor may implement, including amendments 
made to the above mentioned policies, procedures and programs from time to time.  
 


2.3.1 Hospital-Acquired Conditions and Wrong Site/Person/Procedure Policy.    
Coventry, Payors, and Medical Group agree to abide by Coventry's policy on "Hospital-Acquired 
Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP Policy").  The HAC-WSPP 
Policy shall be provided to Medical Group upon request and may be updated from time to time by 
Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions and Wrong 
Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP 
Policy. 


 
 2.4 Licensure.  Medical Group agrees to maintain in good standing all licenses, 
accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as 
the Agreement is in effect. 
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 2.5 Liability Insurance.  Medical Group agrees to procure and maintain professional 
liability insurance to protect against all allegations arising out of the rendering of professional services or 
the alleged failure to render professional services by Medical Group, Medical Group’s Participating 
Providers, and Medical Group’s employees (“Professional Liability Insurance”).  Medical Group may 
obtain such insurance through an insurance company or through a self insurance mechanism acceptable to 
Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in 
accordance with minimum state law requirements, or, if there are no minimum state law requirements, at 
levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Medical Group also agrees to 
procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts. 
 
 2.6 Claim Submission.   
 


2.6.1 Claim Submission Guidelines.  Medical Group agrees to submit its claims for 
reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for 
Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and 
Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) 
coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  
Medical Group shall submit bills within one hundred twenty (120) days of the date of discharge unless 
coordination of benefit issues exist.  Medical Group may not bill Coventry or a Payor for inpatient 
covered services prior to the date of discharge and shall not separate bills for covered services for 
purposes of additional payments under the agreement, except when hospitalizations of member are greater 
than or equal to sixty (60) days, in which case interim billing is required.  Medical Group understands and 
agrees that failure to submit claims in accordance with the requirements of this section may result in the 
denial of such claims.  Medical Group understands and agrees that Medical Group has one (1) year from 
the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further 
adjustments to payments shall be made. 


 
2.6.2 Acknowledgement Regarding Claim Submission Rules.  Medical Group understands and 


agrees that failure to submit bills or claims in accordance with the requirements of this section may result 
in the denial of such claims.   
 
 2.7 Hold Harmless.   
 


 2.7.1 Medical Group agrees that in no event, including, but not limited to, nonpayment 
by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry 
or a Payor denial or reduction of payment for services that are not Medically Necessary or were 
not billed in accordance with Coventry or Payor’s policies and procedures, including, but not 
limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Medical 
Group bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement 
from, or have any recourse against a Member or persons other than Coventry or a Payor acting on 
their behalf, for services rendered under the Agreement.  For purposes of this section, services 
rendered under the Agreement include those health care services delivered to Members by any 
and all health care professionals employed by or independently contracted with Medical Group.  
This section shall not prohibit collection of copayments, coinsurance, or deductibles in 
accordance with the Member’s Member Contract. 


 
 2.7.2 Medical Group further agrees that: (i) this provision shall survive termination of 
the Agreement regardless of the cause giving rise to termination and shall be construed to be for 
the benefit of the Member; and (ii) this provision supersedes any oral or written contrary 
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agreement now existing or hereafter entered into between Medical Group and a Member or a 
person acting on Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of the Section shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Medical Group hereby consents to including Medical Group’s name in 
Coventry or Payor marketing materials and listing Medical Group in a Participating Provider directory 
that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, 
third-party administrators and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Medical Group understands and agrees that neither Coventry, Payor, nor 
Members shall be required to reimburse Medical Group for expenses related to providing copies 
of patient records or documents to any local, State or Federal agency or Coventry or Payor: (i) 
pursuant to a request from any local, State or Federal agency (including, without limitation, the 
Centers for Medicare and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to 
administration of Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk 
Management Programs; or (iii) in order to assist Coventry or Payor in making a determination 
regarding whether a service is a Covered Service for which payment is due hereunder; or (iv) for 
any other purpose. 


 
 2.9.2 Access.  All records, books, and papers of Medical Group pertaining to 
Members, including without limitation, records, books and papers relating to professional and 
ancillary care provided to Members, including any and all medical records, and financial, 
accounting and administrative records, books and papers, shall be open for access, inspection and 
copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during 
Medical Group’s normal business hours.  Medical Group further agrees that it shall release a 
Member’s medical records to Coventry and Payor as required by law or upon Medical Group’s 
receipt of a Member consent form.    In addition, Medical Group shall allow Coventry and Payor 
to audit Medical Group’s records for payment and claims review purposes.     


 
 2.9.3  Record Transfer.  If a Participating Provider in the Medical Group  leaves Medical 
Group, the Physician must transfer or otherwise arrange for the maintenance of Members’ records 
in order that such records are accessible to Medical Group and Coventry. .   
 
 2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Medical Group agrees to comply with 
all applicable State and Federal requirements, laws, rules and regulations, including but not limited to 
those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any 
State agencies of the State(s) in which Medical Group practices, including, without limitation, 
requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  
Medical Group understands and agrees that CMS and the appropriate State agencies may change or add to 
such requirements, laws, rules and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Medical Group agrees to permit Coventry or Payor, any 
Federal or State agency having jurisdiction over Medical Group’s provision of services and/or the 
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U.S. Department of Health and Human Services and any accrediting organization to conduct 
periodic site evaluations of Medical Group's facilities, offices and records.  Upon Coventry’s or 
Payor’s written request, Medical Group shall provide Coventry or Payor with a copy of the 
written response to any questions or comments posed by the agencies listed in the preceding 
sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Medical Group agrees to immediately notify Coventry, in 
writing, of (i) any change in Medical Group’s licensure, accreditation or certification status; (ii) any loss 
or substantial decrease in the limits or change of Medical Group’s medical malpractice policy and/or 
Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of 
Medical Group; and, (iv) any other situation that may materially interfere with Medical Group's duties 
and obligations under the Agreement.   Medical Group also shall notify Coventry of any complaints it 
receives from Members regarding Medical Group, Coventry or Participating Providers.  Coventry shall 
notify Medical Group of any complaints it receives from Members regarding Medical Group.  Medical 
Group and Coventry agree to cooperate fully in the investigation and resolution of any such Member 
complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Medical Group shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a 
copy of which will be made available to Medical Group upon request.  Medical Group understands and 
agrees that the Drug Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Medical Group acknowledges that Coventry does not practice 
medicine or exercise control over the methods or professional judgments by which Medical Group 
renders medical services to Members.  Medical Group shall be responsible for clinical decisions regarding 
admission, discharge or other medical treatment of Members regardless of receipt by Medical Group of 
any recommendations, authorizations or denials of payment for treatment provided to Members from 
Coventry, its agent or any other person or entity performing quality improvement or utilization 
management. Coventry encourages Medical Group to communicate with patients regarding the treatment 
options available to them, including alternative medications, regardless of benefit coverage limitations. 


 
2.14  Labs.  Medical Group agrees to use only CLIA certified labs for Covered Services that 


are both subject to the CLIA requirements and required by Coventry Companies to be obtained from a 
CLIA certified lab.  Medical Group also agrees to use best efforts to utilize labs that are Participating 
Providers with Coventry Companies. 


 
2.15  Quality Improvement.  Coventry or Payor shall conduct quality improvement audits and 


evaluations on a periodic basis, in accordance with the requirements of applicable State and Federal laws, 
regulations and reporting requirements. Medical Group agrees to cooperate with Coventry or Payor in the 
conduct of such reviews and to provide Coventry or Payor with access to the records and other 
information needed by Coventry or Payor to complete such audits and evaluations.  Medical Group agrees 
to be bound by the policies adopted by and the decisions of Coventry’s or Payor’s Quality Improvement 
Committees. 


 
Medical Group agrees to cooperate with Coventry or Payor on the reporting of performance measures, 
including but not limited to Healthcare Effectiveness Data and Information Set (HEDIS), measures 
reported to URAC, and measures related to federal or state-specific reporting.  HEDIS measures are 
standardized performance measures developed and maintained by the National Committee for Quality 
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Assurance (NCQA), a not-for-profit organization committed to assessing, reporting on and improving the 
quality of care provided by managed care organizations.  Medical Group agrees to provide medical 
records to Coventry/Payor upon request if the period for which HEDIS information is needed overlaps 
with the period for which the individual is or was enrolled with Coventry/Payor.  Medical Group agrees 
to provide this information in the format requested by Coventry/Payor, including either copies of medical 
records, or on-site access to both paper and electronic records.  Medical Group agrees to work with 
Coventry/Payor to identify the most efficient means for gathering medical records, including options for 
remote access to electronic medical records and electronic data exchange from the electronic medical 
record.   
 
Medical Group agrees that neither Coventry/Payor nor Members shall be required to reimburse provider 
for expenses related to providing copies of patient records i) pursuant to the collection of HEDIS data or 
the administration of a Coventry’s/Payor’s quality improvement, utilization management, or risk 
management programs; ii) pursuant to a request from any local, state or federal agency (including, 
without limitation, CMS) or such agencies’ subcontractors; iii) in order to assist Coventry/Payor in 
making a determination regarding whether a service is a Covered Service for which payment is due 
hereunder; or iv) any other purpose. 


 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Medical Group’s agreement to perform Covered Services in 
accordance with the Agreement, Medical Group shall be paid in accordance with the payment 
terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a 
Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the 
Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Medical 
Group within thirty (30) days of receipt of an approved Clean Claim provided, however, that 
Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry 
Company) such as a self-insured entity. 


 
 3.1.2 Medical Group shall submit its claims for reimbursement, as required by Section 
2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding 
practices, which includes the use of software to edit claims to ensure appropriate billing and 
coding practices.  Coventry and Payors may require appropriate documentation and coding to 
support payment for Covered Services.  Medical Group shall have the opportunity to correct any 
billing or coding error within thirty (30) days of denial related to any such claim submission. 
Coventry and Payors may recover payment or retain portions of future payments in the event that 
Coventry or a Payor determines that an individual was not an eligible Member at the time of 
services, or in the event of duplicate payment, overpayment, payment for non-covered services, 
error in payment uncovered as a result of a coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Medical Group from other sources, are equal to one 
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hundred percent of the amount required by this Agreement, subject to limitations outlined in the 
Member Contract.  Nothing herein shall be construed to preclude Medical Group from seeking 
and obtaining payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Medical Group with respect to 
any claim or fee for health care services relating to or arising under the Agreement. 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 


4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last 
day of the month following the ninety (90) day notice period. In the event that Coventry no longer 
offers a particular Product or is unable to continue to provide access to a particular Product, 
Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior 
written notice to Medical Group.  Such termination of the Product Attachment will be effective as 
of the last day of the month following the ninety (90) day notice period.  In the event a Product 
Attachment is terminated by Coventry, such termination shall not constitute termination of any 
other Product Attachment, or termination of the Agreement. 


 
 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Medical Group and/or a Participating Provider within Medical Group from providing Covered 
Services to Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Medical 
Group’s or Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Medical Group’s or Participating Provider’s suspension or termination 
from participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 
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 4.3.2.4 Coventry determines in good faith that the Medical Group’s or 
Participating Provider’s continued provision of services to Members may result in, or is 
resulting in, danger to the health, safety or welfare of Members.  Where the danger results 
from the actions of Medical Group’s staff, contractors or subcontractors, then Medical 
Group shall suspend its relationship with such staff, contractors, subcontractors upon 
immediate notice from Coventry, at least with respect to Members, and if Medical Group 
fails to take such action, Coventry may terminate the Agreement upon ten (10) days 
notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Medical Group 
and the Participating Provider and opportunity to cure, Medical Group and/or its 
Participating Provider has not materially complied with the provisions of Coventry’s 
Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work 
cooperatively in a managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Medical Group shall 
continue to provide Covered Services to Members who are receiving treatment at the time of termination 
or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Medical Group of such amendment and the effective date of the amendment.   Coventry may make 
any other non-Regulatory Amendments to the Agreement by notifying Medical Group at least thirty (30) 
days prior to the effective date of the amendment.  Medical Group may reject the amendment upon 
Medical Group’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection 
within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received 
notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute 
acceptance of such amendment.  
 
 5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor 
and Medical Group arises out of or is related to the Agreement, the Parties involved shall make good faith 
efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is 
unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of 
the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to 
binding arbitration in accordance with the commercial rules of the American Health Lawyers Association 
or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Medical Group procedures, such as, for example, 
utilization management or quality improvement plan (but not including credentialing procedures), the 
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procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section 
may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive 
or other equitable relief in court in connection with the enforcement of those sections of the Agreement 
that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, 
any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall 
not be found in a court of law.  This Section shall survive termination of the Agreement. 
 
 5.3 Confidentiality.  Medical Group, Coventry, and Payors agree to maintain the privacy 
and confidentiality of all information and records regarding Members, including but not limited to 
medical records, in accordance with all State and Federal laws, including regulations promulgated under 
the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups.  Medical Group shall ensure 
that any vendors, subcontractors or other such entities that have a need to know the terms of the 
Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the 
event that either Party violates its duties under this provision, the other Party may seek injunctive relief. 
This Section shall survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Medical Group each reserve the right to and control of the use of their name, symbols, trademarks, 
and service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Medical Group shall use the other Party’s name, symbols, trademarks, or 
service marks in advertising or promotional materials or otherwise, without the prior written consent of 
that Party and shall cease any such usage immediately upon written notice of the Party or on termination 
of the Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Medical Group agrees that Medical Group will not, within the 
service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll 
from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or 
any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that 
Medical Group is no longer a Participating Medical Group. Nothing in the Agreement shall be construed 
to prohibit Medical Group or hospital employees from freely communicating with patients regarding: (i) 
medically necessary and appropriate care with or on behalf of a Member, including information regarding 
the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, 
consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or 
any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care 
service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event 
that either party violates its duties under this provision, the other party may seek injunctive relief. This 
Section shall survive the termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Medical Group or their respective directors, officers, 
shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to 
act of any Party hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
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with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Medical Group, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
 5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Medical Group nor Coventry nor any Payor shall be liable to any other Party for any 
act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall 
be interpreted to be between Medical Group and whichever Payor is a party to the Member Contract 
under which the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 


5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision.   
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COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 
of the Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Medical Group may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Medical Group regarding a Member’s benefit plan or Covered Services, Coventry or 
a Payor shall use information given by Medical Group to make preliminary benefit decisions.  
Coventry and Payors shall retain the right and sole responsibility to determine whether a service 
is a Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  Subject to the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Medical Group 
is included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.   


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 
accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  The Payor issued identification card for the enhanced savings program will include the 
First Health logo. 


 
8. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment.   
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WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 
 


1. Description.  The Workers Compensation Program Product includes network access and other 
services to workers compensation insurance carriers, employer groups, third party administrators 
and other entities and corporations for work related injury or illness and subject to state workers 
compensation regulations as required. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.    


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    
Provider agrees to use best efforts to comply with protocols communicated to Provider by 
Coventry or Payor, including, but not limited to, the guidelines of the American College of 
Occupational and Environmental Medicine (ACOEM), the Official Disability Guidelines (ODG), 
return to work guidelines, and AMA or applicable state or federal guidelines for evaluating 
permanent impairment when assigning disability and/or impairment ratings for Members.   
 


5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment.   
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto insurance carriers, third party administrators and other entities 
and corporations for Member injuries resulting from auto accidents for which coverage is 
provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven 
(7) day per week basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.     


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment.   
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week 
basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
6. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
7. Medical Group Obligations. 
 


 7.1  Provision of Covered Services.  Medical Group agrees to provide to Medicare 
Advantage Members the health care services for which Medical Group is licensed and 
customarily provides in accordance with accepted medical and surgical standards in the 
community.  Medical Group shall make Covered Services available and accessible to Medicare 
Advantage Members, including telephone access to Medical Group, on a twenty-four (24) hours, 
seven (7) days per week basis. 
 
 7.2  Federal Fund Obligations.  Medical Group understands and agrees that 
payments received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant 
to MA Plan’s contract with CMS are Federal funds.  As a result, Medical Group, by entering into 
this Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
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Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 7.3 Hold Harmless.  Medical Group agrees that in no event, including, but not limited 
to, nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Medical Group bill, charge, collect a deposit from, seek compensation, 
remuneration or reimbursement from, or have any recourse against a Medicare Advantage 
Member or persons other than MA Plan acting on their behalf, for services rendered under the 
Agreement or this Product Attachment.  For purposes of this section, services rendered under the 
Agreement or this Product Attachment include those health care services delivered to Medicare 
Advantage Members by any and all health care professionals employed by or independently 
contracted with the Medical Group.  This section shall not prohibit collection of copayments, 
coinsurance, or deductibles in accordance with the Medicare Advantage Member’s Member 
Contract. 
 
Medical Group further agrees that:  (i) this provision shall survive termination of the Agreement 
and/or this Product Attachment, regardless of the cause giving rise to termination and shall be 
construed to be for the benefit of the Medicare Advantage Member; and (ii) this provision 
supersedes any oral or written contrary agreement now existing or hereafter entered into between 
Medical Group and a Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 7.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Medical Group shall continue to provide 
Covered Services to Medicare Advantage Members who are hospitalized through the later of: (a) 
the date for which premiums were paid, or (b) through the date of discharge.  Medical Group is 
prohibited by law from billing Medicare Advantage Members for such Covered Services.  This 
provision shall survive the termination of this Agreement or Product Attachment, regardless of 
the reason for termination, including the insolvency of MA Plan, and shall supersede any oral or 
written agreement between Medical Group and a Medicare Advantage Member. 
 


7.5 Policies, Programs & Procedures.  Medical Group agrees to comply with MA 
Plan’s policies and procedures (which MA Plan shall provide to Medical Group upon request) 
which operationalize many of the requirements of the Agreement, this Product Attachment, and 
the Medicare Advantage program. Medical Group agrees to comply with MA Plan’s quality 
improvement, administrative processes and procedures, utilization review, peer review, grievance 
procedures, credentialing and recredentialing procedures, and any other policies the MA Plan 
may implement, including amendments made to the above mentioned policies, procedures and 
programs from time to time.  In the event that a MA Plan policy or procedure conflicts with a 
provision in the Agreement, then the language in the Agreement (including all amendments, 
exhibits, and attachments thereto) shall govern. 


 
 7.6 Maintenance of Records.  Medical Group shall preserve records applicable to 
Medicare Advantage Members or to MA Plan’s participation in the Medicare Advantage 
Program, for the longer of: (i) the period of time required by State and Federal law, including the 
period required by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) 
years from the date this Agreement ends or from the date of completion of any audit, whichever is 
longer, or longer if so required by CMS. 
 
 7.7 Audit of Records.  Medical Group shall provide access to, permit audit of, and 
provide copies of records and other information to the U.S. Department of Justice, the Secretary 
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of the U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Medical Group’s 
place of business or at some other mutually agreeable location.  
 
 7.8 Subcontractors.  Medical Group shall require all of its subcontractors, if any, to 
comply with all applicable Medicare laws, regulations and CMS instructions. 
 


 7.8.1 Medical Group shall include in Medical Group’s contracts with 
subcontractors all of the contractual and legal obligations required by MA Plan or the 
laws, regulations, rules and directions of CMS. To the extent CMS requires additional 
provisions to be included in such subcontracts, Medical Group shall amend its contracts 
accordingly. 
 
 7.8.2 Medical Group shall ensure that any vendors, subcontractors or other 
such entities that have a need to know the terms of the Agreement also maintain the 
privacy and confidentiality of all financial terms of the Agreement. 
 
 7.8.3 If Medical Group arranges for the provision of Covered Services from 
other health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above. 
 


 7.9 Contracts with Excluded Entities.  Medical Group shall not employ or contract 
for the provision of health care, utilization review, medical social work or administrative services 
with any individual excluded from participation in Medicare under Section 1128 or 1128A of the 
Social Security Act.  Medical Group hereby certifies that no such excluded person currently is 
employed by or under contract with Medical Group or with any “downstream” entity with which 
Medical Group contracts relating to the provision of these services to MA Plan Members. 
 
 7.10  Submission of Encounter Data.  Medical Group hereby acknowledges that MA 
Plan is required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Medical Group and a Medicare Advantage Member.  Medical Group agrees to cooperate with 
MA Plan and to provide MA Plan with all such information in such form and manner as 
requested by MA Plan. 
 
 7.11  Certification of Data.  Medical Group recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Medical Group and its 
subcontractors, if any, hereby certify that any such data submitted to MA Plan will be accurate, 
complete and truthful.  Upon request, Medical Group shall make such certification in the form 
and manner prescribed by MA Plan. 
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 7.12  Medicare Advantage Member Complaints.  Medical Group agrees to 
cooperate with MA Plan in resolving any MA Plan Member complaints related to the provision of 
Covered Services.  MA Plan will notify Medical Group as necessary concerning all Medicare 
Advantage Member complaints involving Medical Group.  Medical Group shall, in accordance 
with the Medical Group’s regular procedures, investigate such complaints and respond to MA 
Plan in the required time.  Medical Group shall use best efforts to resolve complaints in a fair and 
equitable manner.   
 
 7.13  Hold Harmless for Dual Eligible Enrollees.  As required by CMS, effective 
January 1, 2010 Medical Group shall look solely to Plan or the appropriate State source for 
payment of Covered Services furnished to Medicare Members who are eligible for both Medicare 
and Medicaid.  Medical Group shall not seek to collect payment from the dual eligible member 
for any portion of the Medicare Part A and Part B Copayment/Coinsurance and Deductible when 
the applicable State program is responsible for paying such amounts.  Medical Group shall not 
seek to collect any Copayment/Coinsurance and Deductible that exceeds the amount of 
Copayment/Coinsurance and Deductible that would be permitted to be paid by the individual 
under Title XIX (Medicaid) if the individual were not enrolled in the plan.  Medical Group shall 
be responsible for determining the appropriate amount, if any, of Copayment/Coinsurance and 
Deductible that may be collected from the Medicare Member.  With respect to any amount that 
the Medical Group is prohibited from collecting from the member, Medical Group shall either (i) 
accept payment from the Plan as payment in full or (ii) bill the appropriate State source for any 
remaining amount.  Plan will assist Medical Group in locating information about Medicare and 
Medicaid benefits and rules for members eligible for Medicare and Medicaid.   


 
 


8. MA Plan Obligations. 
 


 8.1 Fee Schedule.  MA Plan shall arrange for Medical Group to be compensated for 
health care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 8.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Medical Group for Covered Services provided to MA 
Plan Members within thirty (30) calendar days of receipt.  For purposes of this Product 
Attachment, the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA 
Plan shall pay interest on clean claims that are not paid within thirty (30) calendar days of receipt 
in accordance with 42 CFR 422.520(a)(2).  
 


9. General Provisions 
 


 9.1 Accountability and Delegation.  To the extent that Medical Group has been 
delegated any activities or functions which are the responsibility of the MA Plan, Medical Group 
shall submit periodic and other reports as reasonably required by MA Plan, and MA Plan shall at 
all times retain the right to monitor Medical Group’s performance thereof through its quality 
assurance and improvement programs.  MA Plan reserves the right to revoke such delegation in 
the event that either MA Plan or CMS determines that such activities or functions have not been 
performed in a satisfactory manner. 
 
 9.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
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automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 9.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules and regulations, including but not 
limited to, those of CMS, or of any other Federal agencies applicable to the Medicare Advantage 
Program. To the extent applicable, Medical Group shall comply with the obligations in the 
contract between CMS and MA Plan governing MA Plan’s participation in the Medicare 
Advantage Program. Any provision required to be in this Agreement by the rules and regulations 
governing the Medicare Advantage Program shall bind the parties whether or not specifically 
included in this Agreement. 
 
 9.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Medical Group on the Execution Sheet of this Agreement, Medical Group shall be compensated by 
the Payor for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge” shall mean the amount billed by Medical Group for a Covered 


Service which is subject to payment pursuant to the Agreement. 
 


G. “Mandated Amount” shall mean the payment amount as determined by Payor and/or 
Coventry in accordance with applicable state or federal law or regulation pertaining to 
payment for a Covered Service.  It is important to note that associated compensation 
provisions as noted in Sections II.A, II.B, Section III.A and IV.A shall apply whether such 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Medical Group shall be reimbursed for Covered Services for Commercial Products in 
accordance with the following “Commercial Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 
 


75% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Medical Group shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Medical Group’s acquisition cost for any Unvalued Service/Supply.   In no 
case, for any service billed by the Medical Group, shall compensation exceed 
the Medical Group’s Eligible Billed Charge or the Mandated Amount, 
whichever is less.   


 
 


B. Compensation for Network Access Product 
 


Medical Group shall be reimbursed for Covered Services for Network Access Products in 
accordance with the following “Network Access Fee Schedule”: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 


100% of  2007 CMS Rate 


2011 All Products Medical Group  24 of 27 
Coventry Data Classification:  Confidential 







 
Anesthesia Services 
CPTs 00100-01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide., including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service, Medical Group shall be 
compensated at 60% of the Eligible Billed Charge not to exceed 125% of 
Medical Group’s acquisition cost for any Unvalued Service/Supply.   In no 
case, for any service billed by the Medical Group, shall compensation exceed 
the Medical Group’s Eligible Billed Charge or the Mandated Amount, 
whichever is less.   


 
 


C. Availability of Contract Allowable Information: 
 


Medical Group may at any time request that Coventry furnish Medical Group information 
related to the then current contract allowable amounts for specific services as outlined 
above.  Such information will include a sample fee schedule reflecting the current fee 
schedule values for Medical Group’s commonly billed or requested codes.  Such 
information will include, if requested, current fee schedule values for drugs and 
immunizations. 


 
 
 
Section III. WORKERS COMPENSATION PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Medical Group shall be compensated 
the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(A)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of III(A) (ii) or 
(iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge  
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B. For Covered Services not subject to a Mandated Amount, Medical Group shall be 
compensated the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 


of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(B)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of III(B) (ii) or 
(iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
under the NRUC methodology, this subsection III(B)(ii) shall not apply and 
Medical Group’s compensation shall be the amount set forth in III(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
 
Section IV. AUTOMOBILE MANAGED CARE PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Medical Group shall be compensated 
the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(A)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of IV(A) (ii) or 
(iii);  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge 


 
B. For Covered Services not subject to a Mandated Amount, Medical Group shall be 


compensated the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(B)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of IV(B) (ii) or 
(iii) ; or 


 
ii. 85% of the nationally recognized usual and customary charge (NRUC) value. 


The NRUC value shall be representative of the 80th percentile of relative actual 
charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by 
applicable state or federal law. If the Covered Service is an Unvalued Service 
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under the NRUC methodology, this subsection IV(B)(ii) shall not apply and 
Medical Group’s compensation shall be the amount set forth in IV(B) (iii); or 


 
iii.   85% of Eligible Billed Charges 


 
 
Section V.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section V(A)(ii), Medical Group will be 
reimbursed for Covered Services the lesser of:  


 
i)  Medical Group’s Eligible Billed Charges; or  
 
ii)  One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance 
or Medicare Advantage Plan deductible).   


   
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Medical Group under this Section V exceed amounts prescribed by Federal law. 







 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 
 


 







2012 Version 4-Medical Group Agreement 


COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Medical Group agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Medical Group”), on behalf of itself and its Participating 
Providers (as defined herein), and Coventry Health and Life Insurance Company (“Coventry”), on behalf 
of all affiliate companies of Coventry including, but not limited to, First Health Life and Health Insurance 
Company, First Health Group Corp., and Coventry Health Care Workers Compensation, Inc. 
(individually a “Coventry Company” collectively “Coventry Companies”) agree to be bound by this 
Agreement.  The “Effective Date” of this Agreement is __________________, 20__. 
 
MEDICAL GROUP COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _________________________ 


Title: ______________________________  Title:_______________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  __1140 Town Center Drive, Suite 190_____ 


____________________________________  __Las Vegas, NV 89144______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Medical Group is licensed to provide to Members; and (c) that are covered under the terms 
of the applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 


1.4  Medical Group.   The group of Participating Providers that have collectively entered into 
this Agreement.   
 


1.5 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.5.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.5.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.5.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.5.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


 
1.5.5 Consistent with the diagnosis of the condition at issue; required for reasons other 


than the comfort or convenience of the Member or Member’s physician; and 
 


1.5.6 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.6 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  


2012 All Products Medical Group  2 of 28 
Coventry Data Classification:  Confidential 







 
1.7 Member Contract.  The group or individual Subscription Agreement, Certificate of 


Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union Member, or other entity which sets forth the terms of the 
health benefit program. 
 


1.8 Participating Provider.  A health care provider, including, but not limited to, a 
physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Medical Group 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.9 Payor.  An entity authorized by Coventry or a Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members.  


 
1.10 Product.   Any health care benefit program, in which Medical Group agrees to 


participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in 
the Product Attachments.  


  
1.11 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
2. MEDICAL GROUP OBLIGATIONS 
 
 2.1 Provision of Covered Services.   
 


 2.1.1 Medical Group shall provide Covered Services to Members of Products set forth 
in the Member Contract that are generally provided by Medical Group and for which the 
Participating Providers within the Medical Group have been credentialed by Coventry.  Such 
Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and 
ethical standards and in the same manner as provided to Medical Group’s other patients.  Medical 
Group shall accept Members as new patients on the same basis as Medical Group is accepting 
non-Members as new patients.  Medical Group shall not discriminate against a Member on the 
basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, 
use of Covered Services, income level, or on the basis that Member is enrolled in a managed care 
organization or is a Medicare or Medicaid beneficiary. 


 
 2.1.2 Medical Group shall make Covered Services available and accessible to 
Members, including telephone access to Medical Group, on a twenty-four (24) hour, seven (7) 
day per week basis.  Notwithstanding the foregoing, in the event that Medical Group can not 
provide such coverage, Medical Group may arrange for a physician who is a Participating 
Provider to furnish coverage on Medical Group’s behalf (a “Covering Physician”) so long as 
Medical Group retains primary responsibility for Members’ care. 


 
 2.1.3 For services rendered by any Covering Physician on behalf of Medical Group, 
including Emergency Services, it shall be Medical Group’s sole responsibility to make suitable 
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arrangements with the Covering Physician regarding the manner in which said Covering 
Physician will be reimbursed or otherwise compensated; provided, however, that Medical Group 
shall assure that the Covering Physician will not, under any circumstances, bill a Member for 
Covered Services (except as specifically permitted in this Agreement), and Medical Group hereby 
agrees to indemnify and hold harmless Members and Coventry or Payor against charges for 
Covered Services rendered by Covering Physicians. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Medical Group determines an emergency situation renders it unsafe or impractical, Medical 
Group shall refer Members to Participating Providers.  Medical Group shall only admit a Member 
for inpatient care and shall only refer Members for other care after obtaining authorization from 
Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the 
applicable Member Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Medical Group as 
participating or non-participating in any new product or current Product.  Medical Group may 
reject Coventry’s or Payor’s designation of Medical Group as participating or non-participating in 
such new product within thirty (30) days of Coventry’s notice of such designation; provided, 
however, if Coventry has not received notice of such rejection within that thirty (30) day period, 
Medical Group’s silence shall constitute acceptance of such designation.  To the extent that the 
specific terms for the provision of Covered Services in new products are not included herein, they 
shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in 
these programs to Medical Group. 


 
2.1.6 Medical Group understands and agrees that Medical Group’s participation in a 


current Product or new product does not mean that Medical Group shall be permitted to 
participate in each and every current Product or new product of Coventry or Payor.  From time to 
time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the 
provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery 
network for a new product benefit plan(s), or (iii) a current Product or (iv) new product. 


 
2.1.7 Medical Group Credentialing Requirements.  All Participating Providers in the 


Medical Group must meet Coventry and Payor’s credentialing standards and must be approved in 
writing by Coventry prior to providing any Covered Services to Members.   


 
2.1.8  Restriction, Suspension or Termination of Participating Providers.  Medical 


Group acknowledges and agrees that Medical Group and/or any Participating Provider within 
Medical Group shall immediately be restricted, suspended or terminated from providing services 
to Members in the following circumstances: (i) failure to meet the licensing/certification 
requirements or other professional standards required by this Agreement; or (ii) Coventry’s 
determination that there are serious deficiencies in the professional competence, conduct or 
quality of care which affects or could adversely affect the health or safety of Members.  Medical 
Group shall immediately notify Coventry if Medical Group or any Participating Provider ceases 
to meet the licensing/certification requirements or other professional standards described in this 
Agreement. 


 
2.1.9  Medical Group Practice.  In the event that Medical Group is a professional 


corporation, association, partnership or other corporate entity, Medical Group hereby represents 
and warrants to Coventry that (i) all individual Participating Providers who will be providing 
Covered Services on behalf of such professional corporation, association, partnership or other 
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corporate entity are disclosed to Coventry; (ii) each Participating Provider that provides Covered 
Services on behalf of Medical Group are licensed to practice medicine or osteopathy in the state 
in which Medical Group practices; and  (iii) each Participating Provider within the Medical 
Group that provides Covered Services on behalf of Medical Group agrees to be bound by the 
terms and conditions of this Agreement.  Medical Group understands and agrees that a 
Participating Provider within the Medical Group may not provide Covered Services on behalf of 
Medical Group unless and until such Participating Provider within the Medical Group has been 
accepted by Coventry in writing.   


 
2.1.10 Agency.  Medical Group represents and warrants that it is legally acting  on 


behalf of all Medical Group Participating Providers and has the full legal authority to execute this 
Agreement on behalf of all such Participating Providers, and to bind such Participating Providers 
to the terms and conditions of this Agreement.  Upon execution of this Agreement, Medical 
Group agrees to provide to the health plan the names and directory information, including 
medical specialty, of all Participating Providers in the Medical Group who are subject to the 
terms and provisions of this Agreement, and to update such information on a monthly basis.   


 
2.1.11  Changes in Capacity of Medical Group.  Medical Group shall provide at least 


ninety (90) calendar days written notice to Coventry of any significant changes in the capacity of 
Medical Group to provide services or that would prevent Medical Group from accepting 
additional Members.  A significant change in capacity includes, but is not limited to, the 
following circumstances: (i) inability of Medical Group or its Participating Providers to properly 
treat additional Members or its existing Members for any reason; or (ii) closure of any office of 
Medical Group, (iii) the removal of any Participating Provider from Medical Group. 


 
 2.2 Standard of Care.  Medical Group agrees to provide or arrange for the provision of 
Covered Services in conformity with generally accepted medical and surgical practices in effect at the 
time of service.  Medical Group also agrees to implement peer review and credentialing of physicians, 
nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to 
Members on behalf of Medical Group. 
 
 2.3 Programs, Policies & Procedures.  Medical Group agrees to comply with all Coventry, 
Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced 
in 2.3.1.  Medical Group agrees to comply with the Provider Manual, quality improvement, utilization 
review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of 
benefit procedures, and any other policies that Coventry or Payor may implement, including amendments 
made to the above mentioned policies, procedures and programs from time to time.  
 


2.3.1 HAC-WSPP Policy.    Coventry, Payors, and Medical Group agree to abide by 
Coventry's policy on "Hospital-Acquired Conditions" and “Wrong Site/Person/Procedure” (the 
"HAC-WSPP Policy").  The HAC-WSPP Policy shall be provided to Medical Group upon 
request and may be updated from time to time by Coventry.  Reimbursement for care associated 
with Hospital-Acquired Conditions and Wrong Site/Person/Procedure shall be determined solely 
in accordance with Coventry's HAC-WSPP Policy. 


 
 2.4 Licensure.  Medical Group agrees to maintain in good standing all licenses, 
accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as 
the Agreement is in effect. 
 
 2.5 Liability Insurance.  Medical Group agrees to procure and maintain professional 
liability insurance to protect against all allegations arising out of the rendering of professional services or 
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the alleged failure to render professional services by Medical Group, Medical Group’s Participating 
Providers, and Medical Group’s employees (“Professional Liability Insurance”).  Medical Group may 
obtain such insurance through an insurance company or through a self insurance mechanism acceptable to 
Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in 
accordance with minimum state law requirements, or, if there are no minimum state law requirements, at 
levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Medical Group also agrees to 
procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts. 
 
 2.6 Claim Submission.   
 


2.6.1 Claim Submission Guidelines.  Medical Group agrees to submit its claims for 
reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or 
Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, 
current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved 
successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry 
approved successor revision) coding in accordance with the then current Medicare guidelines, 
whichever Coventry or Payor prefers.  Medical Group shall submit bills within one hundred 
twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Medical 
Group may not bill Coventry or a Payor for inpatient covered services prior to the date of 
discharge and shall not separate bills for covered services for purposes of additional payments 
under the agreement, except when hospitalizations of member are greater than or equal to sixty 
(60) days, in which case interim billing is required.  Medical Group understands and agrees that 
failure to submit claims in accordance with the requirements of this section may result in the 
denial of such claims.  Medical Group understands and agrees that Medical Group has one (1) 
year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year 
period no further adjustments to payments shall be made. 


 
The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
and requirements related thereto affects reimbursement under this Agreement, the parties shall 
adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
codes and combinations as compared to overall reimbursement under ICD-9 coding. 


 
 
2.6.2 Acknowledgement Regarding Claim Submission Rules.  Medical Group understands and 


agrees that failure to submit bills or claims in accordance with the requirements of this section may result 
in the denial of such claims.   
 
 2.7 Hold Harmless.   
 


 2.7.1 Medical Group agrees that in no event, including, but not limited to, nonpayment 
by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry 
or a Payor denial or reduction of payment for services that are Medically Necessary or were not 
billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited 
to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Medical Group bill, 
charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have 
any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, 
for services rendered under the Agreement.  For purposes of this section, services rendered under 
the Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with Medical Group.  This section shall 
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not prohibit collection of copayments, coinsurance, or deductibles in accordance with the 
Member’s Member Contract. 


 
 2.7.2 Medical Group further agrees that: (i) this provision shall survive termination of 
the Agreement regardless of the cause giving rise to termination and shall be construed to be for 
the benefit of the Member; and (ii) this provision supersedes any oral or written contrary 
agreement now existing or hereafter entered into between Medical Group and a Member or a 
person acting on Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of the Section shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Medical Group hereby consents to including Medical Group’s name in 
Coventry or Payor marketing materials and listing Medical Group in a Participating Provider directory 
that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, 
third-party administrators and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Except as required by applicable state or federal law, Medical Group 
understands and agrees that neither Coventry, Payor, nor Members shall be required to reimburse 
Medical Group for expenses related to providing copies of patient records or documents to any 
local, State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State 
or Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) 
or such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality 
Improvement, Utilization Review, and Risk Management Programs; or (iii) in order to assist 
Coventry or Payor in making a determination regarding whether a service is a Covered Service 
for which payment is due hereunder; or (iv) for any other purpose. 


 
 2.9.2 Access.  All records, books, and papers of Medical Group pertaining to 
Members, including without limitation, records, books and papers relating to professional and 
ancillary care provided to Members, including any and all medical records, and financial, 
accounting and administrative records, books and papers, shall be open for access, inspection and 
copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during 
Medical Group’s normal business hours.  Medical Group further agrees that it shall release a 
Member’s medical records to Coventry and Payor as required by law or upon Medical Group’s 
receipt of a Member consent form.    In addition, Medical Group shall allow Coventry and Payor 
to audit Medical Group’s records for payment and claims review purposes.     


 
 2.9.3  Record Transfer.  If a Participating Provider in the Medical Group  leaves Medical 
Group, the Physician must transfer or otherwise arrange for the maintenance of Members’ records 
in order that such records are accessible to Medical Group and Coventry. .   
 
 2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Medical Group agrees to comply with 
all applicable State and Federal requirements, laws, rules and regulations, including but not limited to 
those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any 
State agencies of the State(s) in which Medical Group practices, including, without limitation, 
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requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  
Medical Group understands and agrees that CMS and the appropriate State agencies may change or add to 
such requirements, laws, rules and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Medical Group agrees to permit Coventry or Payor, any 
Federal or State agency having jurisdiction over Medical Group’s provision of services and/or the 
U.S. Department of Health and Human Services and any accrediting organization to conduct 
periodic site evaluations of Medical Group's facilities, offices and records.  Upon Coventry’s or 
Payor’s written request, Medical Group shall provide Coventry or Payor with a copy of the 
written response to any questions or comments posed by the agencies listed in the preceding 
sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Medical Group agrees to immediately notify Coventry, in 
writing, of (i) any change in Medical Group’s licensure, accreditation or certification status; (ii) any loss 
or substantial decrease in the limits or change of Medical Group’s medical malpractice policy and/or 
Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of 
Medical Group; and, (iv) any other situation that may materially interfere with Medical Group's duties 
and obligations under the Agreement.   Medical Group also shall notify Coventry of any complaints it 
receives from Members regarding Medical Group, Coventry or Participating Providers.  Coventry shall 
notify Medical Group of any complaints it receives from Members regarding Medical Group.  Medical 
Group and Coventry agree to cooperate fully in the investigation and resolution of any such Member 
complaint. 
 
 2.12 Drug Formulary/Generic Substitutions.  Medical Group shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a 
copy of which will be made available to Medical Group upon request.  Medical Group understands and 
agrees that the Drug Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Medical Group acknowledges that Coventry does not practice 
medicine or exercise control over the methods or professional judgments by which Medical Group 
renders medical services to Members.  Medical Group shall be responsible for clinical decisions regarding 
admission, discharge or other medical treatment of Members regardless of receipt by Medical Group of 
any recommendations, authorizations or denials of payment for treatment provided to Members from 
Coventry, its agent or any other person or entity performing quality improvement or utilization 
management. Coventry encourages Medical Group to communicate with patients regarding the treatment 
options available to them, including alternative medications, regardless of benefit coverage limitations. 


 
2.14  Labs.  Medical Group agrees to use only CLIA certified labs for Covered Services that 


are both subject to the CLIA requirements and required by Coventry Companies to be obtained from a 
CLIA certified lab.  Medical Group also agrees to use best efforts to utilize labs that are Participating 
Providers with Coventry Companies. 


 
2.15  Quality Improvement.  Coventry or Payor shall conduct quality improvement audits and 


evaluations on a periodic basis, in accordance with the requirements of applicable State and Federal laws, 
regulations and reporting requirements. Medical Group agrees to cooperate with Coventry or Payor in the 
conduct of such reviews and to provide Coventry or Payor with access to the records and other 
information needed by Coventry or Payor to complete such audits and evaluations.  Medical Group agrees 
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to be bound by the policies adopted by and the decisions of Coventry’s or Payor’s Quality Improvement 
Committees. 


 
Medical Group agrees to cooperate with Coventry or Payor on the reporting of performance measures, 
including but not limited to Healthcare Effectiveness Data and Information Set (HEDIS), measures 
reported to URAC, and measures related to federal or state-specific reporting.  HEDIS measures are 
standardized performance measures developed and maintained by the National Committee for Quality 
Assurance (NCQA), a not-for-profit organization committed to assessing, reporting on and improving the 
quality of care provided by managed care organizations.  Medical Group agrees to provide medical 
records to Coventry/Payor upon request if the period for which HEDIS information is needed overlaps 
with the period for which the individual is or was enrolled with Coventry/Payor.  Medical Group agrees 
to provide this information in the format requested by Coventry/Payor, including either copies of medical 
records, or on-site access to both paper and electronic records.  Medical Group agrees to work with 
Coventry/Payor to identify the most efficient means for gathering medical records, including options for 
remote access to electronic medical records and electronic data exchange from the electronic medical 
record.   
 
Medical Group agrees that neither Coventry/Payor nor Members shall be required to reimburse provider 
for expenses related to providing copies of patient records i) pursuant to the collection of HEDIS data or 
the administration of a Coventry’s/Payor’s quality improvement, utilization management, or risk 
management programs; ii) pursuant to a request from any local, state or federal agency (including, 
without limitation, CMS) or such agencies’ subcontractors; iii) in order to assist Coventry/Payor in 
making a determination regarding whether a service is a Covered Service for which payment is due 
hereunder; or iv) any other purpose. 
 


2.16  Medical Management.  Physician agrees to collaborate with, participate in or otherwise 
facilitate Coventry Medical Management programs, including direct access to Members and their records 
by Coventry care management staff.   
 


 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Medical Group’s agreement to perform Covered Services in 
accordance with the Agreement, Medical Group shall be paid in accordance with the payment 
terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a 
Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the 
Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Medical 
Group within thirty (30) days of receipt of an approved Clean Claim provided, however, that 
Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry 
Company) such as a self-insured entity. 


 
 3.1.2 Medical Group shall submit its claims for reimbursement, as required by Section 
2.6. 


 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding 
practices, which includes the use of software to edit claims to ensure appropriate billing and 
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coding practices.  Coventry and Payors may require appropriate documentation and coding to 
support payment for Covered Services.  Medical Group shall have the opportunity to correct any 
billing or coding error within thirty (30) days of denial related to any such claim submission. 
Coventry and Payors may recover payment or retain portions of future payments in the event that 
Coventry or a Payor determines that an individual was not an eligible Member at the time of 
services, or in the event of duplicate payment, overpayment, payment for non-covered services, 
error in payment uncovered as a result of a coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Medical Group from other sources, are equal to one 
hundred percent of the amount required by this Agreement, subject to limitations outlined in the 
Member Contract.  Nothing herein shall be construed to preclude Medical Group from seeking 
and obtaining payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Medical Group with respect to 
any claim or fee for health care services relating to or arising under the Agreement. 
 
4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 


4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last 
day of the month following the ninety (90) day notice period. In the event that Coventry no longer 
offers a particular Product or is unable to continue to provide access to a particular Product, 
Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior 
written notice to Medical Group.  Such termination of the Product Attachment will be effective as 
of the last day of the month following the ninety (90) day notice period.  In the event a Product 
Attachment is terminated by Coventry, such termination shall not constitute termination of any 
other Product Attachment, or termination of the Agreement. 


 
 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 
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 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Medical Group and/or a Participating Provider within Medical Group from providing Covered 
Services to Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Medical 
Group’s or Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Medical Group’s or Participating Provider’s suspension or termination 
from participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Medical Group’s or 
Participating Provider’s continued provision of services to Members may result in, or is 
resulting in, danger to the health, safety or welfare of Members.  Where the danger results 
from the actions of Medical Group’s staff, contractors or subcontractors, then Medical 
Group shall suspend its relationship with such staff, contractors, subcontractors upon 
immediate notice from Coventry, at least with respect to Members, and if Medical Group 
fails to take such action, Coventry may terminate the Agreement upon ten (10) days 
notice. 


 
 4.3.2.5 Coventry determines in good faith that, after notice to Medical Group 
and the Participating Provider and opportunity to cure, Medical Group and/or its 
Participating Provider has not materially complied with the provisions of Coventry’s 
Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work 
cooperatively in a managed care environment. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Medical Group shall 
continue to provide Covered Services to Members who are receiving treatment at the time of termination 
or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Medical Group of such amendment and the effective date of the amendment.   Coventry may make 
any other non-Regulatory Amendments to the Agreement by notifying Medical Group at least thirty (30) 
days prior to the effective date of the amendment.  Medical Group may reject the amendment upon 
Medical Group’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection 
within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received 
notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute 
acceptance of such amendment.  
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 5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor 
and Medical Group arises out of or is related to the Agreement, the Parties involved shall make good faith 
efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is 
unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of 
the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to 
binding arbitration in accordance with the commercial rules of the American Health Lawyers Association 
or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Medical Group procedures, such as, for example, 
utilization management or quality improvement plan (but not including credentialing procedures), the 
procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section 
may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive 
or other equitable relief in court in connection with the enforcement of those sections of the Agreement 
that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, 
any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall 
not be found in a court of law.  This Section shall survive termination of the Agreement. 
 
 5.3 Confidentiality.  Medical Group, Coventry, and Payors agree to maintain the privacy 
and confidentiality of all information and records regarding Members, including but not limited to 
medical records, in accordance with all State and Federal laws, including regulations promulgated under 
the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups.  Medical Group shall ensure 
that any vendors, subcontractors or other such entities that have a need to know the terms of the 
Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the 
event that either Party violates its duties under this provision, the other Party may seek injunctive relief. 
This Section shall survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Medical Group each reserve the right to and control of the use of their name, symbols, trademarks, 
and service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Medical Group shall use the other Party’s name, symbols, trademarks, or 
service marks in advertising or promotional materials or otherwise, without the prior written consent of 
that Party and shall cease any such usage immediately upon written notice of the Party or on termination 
of the Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Medical Group agrees that Medical Group will not, within the 
service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll 
from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or 
any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that 
Medical Group is no longer a Participating Medical Group. Nothing in the Agreement shall be construed 
to prohibit Medical Group or hospital employees from freely communicating with patients regarding: (i) 
medically necessary and appropriate care with or on behalf of a Member, including information regarding 
the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, 
consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or 
any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care 
service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event 
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that either party violates its duties under this provision, the other party may seek injunctive relief. This 
Section shall survive the termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Medical Group or their respective directors, officers, 
shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to 
act of any Party hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Medical Group, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
 5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Medical Group nor Coventry nor any Payor shall be liable to any other Party for any 
act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall 
be interpreted to be between Medical Group and whichever Payor is a party to the Member Contract 
under which the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 


5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision.   
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COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 
of the Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Medical Group may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Medical Group regarding a Member’s benefit plan or Covered Services, Coventry or 
a Payor shall use information given by Medical Group to make preliminary benefit decisions.  
Coventry and Payors shall retain the right and sole responsibility to determine whether a service 
is a Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  Subject to the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Medical Group 
is included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.   


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 
accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  The Payor issued identification card for the enhanced savings program will include the 
First Health logo. 


 
8. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment.   
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WORKERS COMPENSATION PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 
 


1. Description.  The Workers Compensation Program Product includes network access and other 
services to workers compensation Payors for work related injury or illness. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with Section 2.6. 
 


3. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 
of the Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
4. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.    


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    
Provider agrees to use best efforts to comply with protocols communicated to Provider by 
Coventry or Payor, including, but not limited to, the guidelines of the American College of 
Occupational and Environmental Medicine (ACOEM), the Official Disability Guidelines (ODG), 
return to work guidelines, and AMA or applicable state or federal guidelines for evaluating 
permanent impairment when assigning disability and/or impairment ratings for Members.   
 


6. Identification.  Coventry and Payors will not be required to provide an identification card or 
other indicator of a Member’s participating status in a Product. 


 
7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
8. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment.   


 
 


2012 All Products Medical Group  16 of 28 
Coventry Data Classification:  Confidential 







10. Participation.  Notwithstanding anything to the contrary in this Agreement, Medical Group 
agrees that certain providers including but not limited to pediatricians, neonatologists, and 
gynecologists that are employees or contractors of Physician shall not be considered Participating 
Providers under this Workers Compensation Product Attachment.  Any services rendered by such 
providers shall constitute non-Covered Services under this Agreement. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto Payors for Member injuries resulting from auto accidents for 
which coverage is provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   
 


2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law and 
shall include all information required to be submitted in accordance with Section 2.6. 


 
3. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven 
(7) day per week basis. 


 
4. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.     


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
6.  Identification.  Coventry and Payors will not be required to provide an identification card or 


other indicator of a Member’s participating status in a Product. 
 


7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 
Medical Group shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
8. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment.   
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week 
basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A. 


 
Coventry shall not pay any amounts beyond the amounts set forth in Exhibit A, including but not 
limited to any incentive payments that may be payable under traditional Medicare, except as 
expressly required by this Agreement or applicable law. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 


ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Medical Group has entered into pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
8. Medical Group Obligations. 
 


 8.1  Provision of Covered Services.  Medical Group agrees to provide to Medicare 
Advantage Members the health care services for which Medical Group is licensed and 
customarily provides in accordance with accepted medical and surgical standards in the 
community.  Medical Group shall make Covered Services available and accessible to Medicare 
Advantage Members, including telephone access to Medical Group, on a twenty-four (24) hours, 
seven (7) days per week basis. 
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 8.2  Federal Fund Obligations.  Medical Group understands and agrees that 
payments received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant 
to MA Plan’s contract with CMS are Federal funds.  As a result, Medical Group, by entering into 
this Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 8.3 Hold Harmless.  Medical Group agrees that in no event, including, but not limited 
to, nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Medical Group bill, charge, collect a deposit from, seek compensation, 
remuneration or reimbursement from, or have any recourse against a Medicare Advantage 
Member or persons other than MA Plan acting on their behalf, for services rendered under the 
Agreement or this Product Attachment.  For purposes of this section, services rendered under the 
Agreement or this Product Attachment include those health care services delivered to Medicare 
Advantage Members by any and all health care professionals employed by or independently 
contracted with the Medical Group.  This section shall not prohibit collection of copayments, 
coinsurance, or deductibles in accordance with the Medicare Advantage Member’s Member 
Contract. 
 
Medical Group further agrees that:  (i) this provision shall survive termination of the Agreement 
and/or this Product Attachment, regardless of the cause giving rise to termination and shall be 
construed to be for the benefit of the Medicare Advantage Member; and (ii) this provision 
supersedes any oral or written contrary agreement now existing or hereafter entered into between 
Medical Group and a Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 8.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Medical Group shall continue to provide 
Covered Services to Medicare Advantage Members who are hospitalized through the later of: (a) 
the date for which premiums were paid, or (b) through the date of discharge.  Medical Group is 
prohibited by law from billing Medicare Advantage Members for such Covered Services.  This 
provision shall survive the termination of this Agreement or Product Attachment, regardless of 
the reason for termination, including the insolvency of MA Plan, and shall supersede any oral or 
written agreement between Medical Group and a Medicare Advantage Member. 
 


8.5 Policies, Programs & Procedures.  Medical Group agrees to comply with MA 
Plan’s policies and procedures (which MA Plan shall provide to Medical Group upon request) 
which operationalize many of the requirements of the Agreement, this Product Attachment, and 
the Medicare Advantage program. Medical Group agrees to comply with MA Plan’s quality 
improvement, administrative processes and procedures, utilization review, peer review, grievance 
procedures, credentialing and recredentialing procedures, and any other policies the MA Plan 
may implement, including amendments made to the above mentioned policies, procedures and 
programs from time to time.  In the event that a MA Plan policy or procedure conflicts with a 
provision in the Agreement, then the language in the Agreement (including all amendments, 
exhibits, and attachments thereto) shall govern. 


 
 8.6 Maintenance of Records.  Medical Group shall preserve records applicable to 
Medicare Advantage Members or to MA Plan’s participation in the Medicare Advantage 
Program, for the longer of: (i) the period of time required by State and Federal law, including the 
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period required by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) 
years from the date this Agreement ends or from the date of completion of any audit, whichever is 
longer, or longer if so required by CMS. 
 
 8.7 Audit of Records.  Medical Group shall provide access to, permit audit of, and 
provide copies of records and other information to the U.S. Department of Justice, the Secretary 
of the U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Medical Group’s 
place of business or at some other mutually agreeable location.  
 
 8.8 Subcontractors.  Medical Group shall require all of its subcontractors, if any, to 
comply with all applicable Medicare laws, regulations and CMS instructions. 
 


 8.8.1 Medical Group shall include in Medical Group’s contracts with 
subcontractors all of the contractual and legal obligations required by MA Plan or the 
laws, regulations, rules and directions of CMS, including, without limitation, that any 
delegated services or activities to be performed by subcontractor shall be consistent and 
comply with the obligations in the contract between CMS and MA Plan governing Plan’s 
participation in the Medicare Advantage Program. To the extent CMS requires additional 
provisions to be included in such subcontracts, Medical Group shall amend its contracts 
accordingly. 
 
 8.8.2 Medical Group shall ensure that any vendors, subcontractors or other 
such entities that have a need to know the terms of the Agreement also maintain the 
privacy and confidentiality of all financial terms of the Agreement. 
 
 8.8.3 If Medical Group arranges for the provision of Covered Services from 
other health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above.  In the event that MA Plan delegates to 
Medical Group a selection of providers, MA Plan retains the right to approve, suspend or 
terminate such delegation.  If MA Plan delegates the selection of providers, MA Plan will 
either review the credentials of medical professionals affiliated with Medical Group or 
MA Plan will review, approve, and audit on an ongoing basis Medical Group’s 
credentialing process. 


 
 


 8.9 Contracts with Excluded Entities.  Medical Group shall not employ or contract 
for the provision of health care, utilization review, medical social work or administrative services 
with any individual excluded from participation in Medicare under Section 1128 or 1128A of the 
Social Security Act.  Medical Group hereby certifies that no such excluded person currently is 
employed by or under contract with Medical Group or with any “downstream” entity with which 
Medical Group contracts relating to the provision of these services to MA Plan Members. 
 


2012 All Products Medical Group  21 of 28 
Coventry Data Classification:  Confidential 







 8.10  Submission of Encounter Data.  Medical Group hereby acknowledges that MA 
Plan is required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Medical Group and a Medicare Advantage Member.  Medical Group agrees to cooperate with 
MA Plan and to provide MA Plan with all such information in such form and manner as 
requested by MA Plan. 
 
 8.11  Certification of Data.  Medical Group recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Medical Group and its 
subcontractors, if any, hereby certify that any such data submitted to MA Plan will be accurate, 
complete and truthful.  Upon request, Medical Group shall make such certification in the form 
and manner prescribed by MA Plan. 
 
 8.12  Medicare Advantage Member Complaints.  Medical Group agrees to 
cooperate with MA Plan in resolving any MA Plan Member complaints related to the provision of 
Covered Services.  MA Plan will notify Medical Group as necessary concerning all Medicare 
Advantage Member complaints involving Medical Group.  Medical Group shall, in accordance 
with the Medical Group’s regular procedures, investigate such complaints and respond to MA 
Plan in the required time.  Medical Group shall use best efforts to resolve complaints in a fair and 
equitable manner.   
 
 8.13  Hold Harmless for Dual Eligible Enrollees.  As required by CMS, effective 
January 1, 2010 Medical Group shall look solely to Plan or the appropriate State source for 
payment of Covered Services furnished to Medicare Members who are eligible for both Medicare 
and Medicaid.  Medical Group shall not seek to collect payment from the dual eligible member 
for any portion of the Medicare Part A and Part B Copayment/Coinsurance and Deductible when 
the applicable State program is responsible for paying such amounts.  Medical Group shall not 
seek to collect any Copayment/Coinsurance and Deductible that exceeds the amount of 
Copayment/Coinsurance and Deductible that would be permitted to be paid by the individual 
under Title XIX (Medicaid) if the individual were not enrolled in the plan.  Medical Group shall 
be responsible for determining the appropriate amount, if any, of Copayment/Coinsurance and 
Deductible that may be collected from the Medicare Member.  With respect to any amount that 
the Medical Group is prohibited from collecting from the member, Medical Group shall either (i) 
accept payment from the Plan as payment in full or (ii) bill the appropriate State source for any 
remaining amount.  Plan will assist Medical Group in locating information about Medicare and 
Medicaid benefits and rules for members eligible for Medicare and Medicaid.   


 
 


9. MA Plan Obligations. 
 


 9.1 Fee Schedule.  MA Plan shall arrange for Medical Group to be compensated for 
health care services rendered to MA Plan Members in accordance with Exhibit A. 
 
 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Medical Group for Covered Services provided to MA 
Plan Members within thirty (30) calendar days of receipt.  For purposes of this Product 
Attachment, the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA 
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Plan shall pay interest on clean claims that are not paid within thirty (30) calendar days of receipt 
in accordance with 42 CFR 422.520(a)(2).  
 


10. General Provisions 
 


 10.1 Accountability and Delegation.  To the extent that Medical Group has been 
delegated any activities or functions which are the responsibility of the MA Plan, Medical Group 
shall submit periodic and other reports as reasonably required by MA Plan, and MA Plan shall 
monitor on an ongoing basis, Medical Group’s performance thereof through its quality assurance 
and improvement programs.  MA Plan reserves the right to revoke such delegation in the event 
that either MA Plan or CMS determines that such activities or functions have not been performed 
in a satisfactory manner. 
 
 10.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 10.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules, regulations, and instructions including 
but not limited to, those of CMS, or of any other Federal agencies applicable to the Medicare 
Advantage Program. To the extent applicable, Medical Group shall comply with the obligations 
in the contract between CMS and MA Plan governing MA Plan’s participation in the Medicare 
Advantage Program. Any provision required to be in this Agreement by the rules and regulations 
governing the Medicare Advantage Program shall bind the parties whether or not specifically 
included in this Agreement. 
 
 10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 
 
 
 10.5  Privacy and Accuracy.  Medical Group agrees to safeguard beneficiary privacy 
and confidentiality, ensure the accuracy of beneficiary health records and abide by all State and 
Federal privacy and security requirements, including the confidentiality and security provisions 
stated in the Medicare Advantage and Medicare Part D regulations.  This provision applies to all 
first tier, downstream or related entities. 







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND MEDICAL GROUP 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Medical Group on the Execution Sheet of this Agreement, Medical Group shall be compensated by 
the Payor for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge” shall mean the amount billed by Medical Group for a Covered 


Service which is subject to payment pursuant to the Agreement. 
 


G. “Mandated Amount” shall mean the payment amount as determined by Payor and/or 
Coventry in accordance with applicable state or federal law or regulation pertaining to 
payment for a Covered Service.  It is important to note that associated compensation 
provisions as noted in Sections II.A, II.B, Section III.A and IV.A shall apply whether such 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Except for Unvalued Service(s)/Supply(ies), Medical Group shall be reimbursed for 
Covered Services for Commercial Products the lesser of (1) Eligible Billed Charge; or (2) 
the Mandated Amount; or the Contract Allowable set forth in “Commercial Fee Schedule” 
immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 
 


75% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Medical Group 
shall be compensated at the lesser of:  (1) 60% of the Eligible Billed Charge 
not to exceed 125% of Medical Group’s acquisition cost for any Unvalued 
Service/Supply, or (2) the Mandated Amount.    


 
 


B. Compensation for Network Access Product 
 


Except for Unvalued Service(s)/Supply(ies), Medical Group shall be reimbursed for 
Covered Services for Network Access Products the lesser of (1) Eligible Billed Charge; or 
(2) the Mandated Amount; or the Contract Allowable set forth in “Network Access Fee 
Schedule” immediately below: 


 
Service Category Contract Allowable 
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Laboratory Services 
CPTs 80000 – 89999 
 


100% of  2007 CMS Rate 


Anesthesia Services 
CPTs 00100-01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide, including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Medical Group 
shall be compensated at the lesser of:  (1) 60% of the Eligible Billed Charge 
not to exceed 125% of Medical Group’s acquisition cost for any Unvalued 
Service/Supply, or (2) the Mandated Amount.    


 
 


C. Availability of Contract Allowable Information: 
 


Medical Group may at any time request that Coventry furnish Medical Group information 
related to the then current contract allowable amounts for specific services as outlined 
above.  Such information will include a sample fee schedule reflecting the current fee 
schedule values for Medical Group’s commonly billed or requested codes.  Such 
information will include, if requested, current fee schedule values for drugs and 
immunizations. 


 
 
 
Section III. WORKERS COMPENSATION PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Medical Group shall be compensated 
the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(A)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of Sections 
III(A) (ii) or (iii)immediately below;  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge  
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B. For Covered Services not subject to a Mandated Amount, Medical Group shall be 
compensated the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 


of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection III(B)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of Sections 
III(B) (ii) or (iii) immediately below; or 


 
ii.  85% of the value of an independent, nationally-recognized entity that maintains 


 and produces a database of health care provider charges (“Independent 
 Database”).  An example of an Independent Database is FAIR Health.  In order 
 to determine the Independent Database in effect, Provider may contact Provider 
 Relations.  The Independent Database value shall be representative of the 
 80th percentile of relative actual charges for a given procedure code in the 
 same or similar geographic region where services were  rendered, unless a 
 different percentile is allowed by applicable state or federal law. If the 
 Covered Service is an Unvalued Service under the Independent  Database 
 methodology, this subsection III(B)(ii) shall not apply and Provider’s 
 compensation shall be the amount set forth in III(B) (iii); or 


 
iii.  85% of Eligible Billed Charges 


 
 
 
Section IV. AUTOMOBILE MANAGED CARE PRODUCT 
 


A. For Covered Services subject to a Mandated Amount, Medical Group shall be compensated 
the lesser of: 


 
i. the amount outlined in the Network Access Fee Schedule set forth in Section II 


(B) of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(A)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of Sections 
IV(A) (ii) or (iii) immediately below;  or 


 
ii. 85% of the Mandated Amount; or  
 
iii. 85% of Eligible Billed Charge 


 
B. For Covered Services not subject to a Mandated Amount, Medical Group shall be 


compensated the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) 
of this Exhibit provided, however, if the Covered Service(s) is an Unvalued 
Service(s) under the Network Access Fee Schedule, this subsection IV(B)(i) shall 
not apply and Medical Group’s compensation shall be the lesser of Sections 
IV(B) (ii) or (iii) immediately below; or 


 
ii. 85% of the value of an independent, nationally-recognized entity that maintains 


and produces a database of health care provider charges (“Independent 
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Database”).  An example of an Independent Database is FAIR Health.  In order 
to determine the Independent Database in effect, Provider may contact Provider 
Relations. The Independent Database value shall be representative of the 80th 
percentile of relative actual charges for a given procedure code in the same or 
similar geographic region where services were rendered, unless a different 
percentile is allowed by applicable state or federal law.  If the Covered Service is 
an Unvalued Service under the Independent Database methodology, this 
subsection III(B)(ii) shall not apply and Provider’s compensation shall be the 
amount set forth in III(B) (iii); or  


 
iii.   85% of Eligible Billed Charges 


 
 
Section V.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section V(A)(ii), Medical Group will be 
reimbursed for Covered Services the lesser of:  


 
i)  Medical Group’s Eligible Billed Charges; or  
 
ii)  One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance 
or Medicare Advantage Plan deductible).   


   
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Medical Group under this Section V exceed amounts prescribed by Federal law. 
 







2012 Version 5-Medical Group Agreement 


  COVENTRY HEALTH CARE 
EXECUTION SHEET 


  
Welcome to the Coventry National Provider Network.  Coventry Health Care, Inc., through its affiliate 
companies, offers an array of insurance, provider network and administrative service products.  This 
Agreement consists of three parts: i) this Execution Sheet which lists the Products you will participate in; 
ii) General Terms and Conditions applicable to your participation in these Products; and iii) Product 
Attachments which set forth the specifics of your participation in each Product as of the Effective Date of 
the Agreement (specified below).  (The Execution Sheet, General Terms and Conditions and Product 
Attachments are collectively referred to herein as “Agreement”). Please note that each Product 
Attachment is offered by a separate Coventry Company (as identified in the Product Attachment) and that 
each Coventry Company is deemed to be a party to this Agreement.  In the event of a conflict in language 
between the General Terms and Conditions and a Product Attachment, the terms of your Product 
Attachment shall prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of 
the Parties with respect to the subject matter and supersedes any prior agreements.   
 
Medical Group agrees to participate in the following Products:   


_X__ Commercial Insured/Self-Insured Products (includes HMO, 
POS, PPO, Self-Insured ASO, OPM Administered Programs) 


_X__ Network Access Product 
_X__ Workers Compensation Product 
_X__ Automobile Insurance Managed Care Services Product 
_X__ Medicare Advantage Product 


 
In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________, on behalf of itself and all persons that provide Covered 
Services billed under this Agreement (“Medical Group”) and Coventry Health and Life Insurance 
Company (“Coventry”), on behalf of all affiliate companies of Coventry including, but not limited to, 
First Health Life and Health Insurance Company, First Health Group Corp., and Coventry Health Care 
Workers Compensation, Inc. (individually a “Coventry Company” collectively “Coventry 
Companies”) agree to be bound by this Agreement.  The “Effective Date” of this Agreement is 
__________________, 20__. 
 
MEDICAL GROUP COVENTRY HEALTH AND LIFE 


INSURANCE COMPANY 


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: __Todd D. Trettin__________ 


Title: ______________________________  Title:__CEO_________________________ 


Date:  ______________________________  Date:  ______________________________ 


Tax ID # ___________________________ 


Address for Notices:     Address for Notices:  


____________________________________  ___1140 Town Center Drive, Suite 190_______  


____________________________________  ___Las Vegas, NV 89144_______________ 
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GENERAL TERMS AND CONDITIONS 
 


1. DEFINITIONS 
 


1.1  Clean Claim.  Clean Claim shall have the meaning required by law in the State of 
Nevada and shall include all information required to be submitted in accordance with Section 2.6. 
 


1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically 
Necessary; (b) Medical Group is licensed to provide to Members; and (c) that are covered under the terms 
of the applicable Member Contract. 
 


1.3  Emergency Services.   Any health care service provided to a Member (unless otherwise 
defined in the Member Contract in which case the definition therein shall control) after the sudden onset 
of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person 
would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the 
health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a 
bodily function; or (d) Serious dysfunction of any bodily organ or part. 
 
 1.4 Medical Group Physician(s) or Medical Group Provider(s) 
 


 1.4.1 A duly licensed doctor of medicine, osteopathy, podiatry, or chiropractic who 
practices in a recognized primary care or other specialty of medicine and provides Covered 
Services to Members pursuant to this Agreement, or any other health care professional that 
provides Covered Services to Members pursuant to this Agreement; 


 1.4.2  Is an employee, partner or member of Medical Group, or otherwise authorized by 
Medical Group to provide Covered Services under this Agreement in Medical Group’s 
offices/facilities; 


  1.4.3 has been accepted as a Participating Medical Group by Health Plan 
 


1.5 Medically Necessary.  Unless otherwise defined in the Member Contract in which case 
the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment 
and facility charges that are not expressly excluded under the Member Contract and determined by 
Coventry or a Payor to be: 
 


1.5.1 Medically appropriate, so that expected health benefits (such as, but not limited 
to, increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


 
1.5.2 Necessary to meet the health needs of the Member, improve physiological 


function and required for a reason other than improving appearance; 
 


1.5.3 Rendered in the most cost-efficient manner and setting appropriate for the 
delivery of the health service; 


 
1.5.4 Consistent in type, frequency and duration of treatment with scientifically-based 


guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 
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1.5.5 Consistent with the diagnosis of the condition at issue;  
 
1.5.6 required for reasons other than the comfort or convenience of the Member or 


Member’s physician; and 
 


1.5.7 Not experimental or investigational as determined by Coventry or a Payor under 
its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures 
Determination Policy is available upon request from a Coventry Company’s Services 
Department.) 
 
1.6 Member.  An individual who is eligible to receive Covered Services under a Member 


Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  
 


1.7 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between a Payor and an employer, union Member, or other entity which sets forth the terms of the 
health benefit program. 
 


1.8 Participating Provider.  A health care provider, including, but not limited to, a 
physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that 
has entered into a direct or indirect written agreement, including, but not limited to, a Medical Group 
Agreement, with Coventry or Payor to provide Covered Services to Members.  
 


1.9  Payor.  An entity  that is authorized by Coventry or a Coventry Company to access one 
or more networks of Participating Providers and who or which is liable for funding or underwriting 
benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation 
carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but 
are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay 
for Covered Services but who contracts with entities that are financially responsible to pay for Covered 
Services rendered to Members.  
 


1.10 Product.   Any health care benefit program, in which Medical Group agrees to 
participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in 
the Product Attachments.  


  
1.11 Provider Manual.  The policies and procedures of Coventry or a Coventry Company 


applicable to Participating Providers.  
 
 
2. MEDICAL GROUP OBLIGATIONS 
  
 2.1 Provision of Covered Services.   
 


 2.1.1 Medical Group shall provide Covered Services to Members of Products set forth 
in the Member Contract that are generally provided by Medical Group and for which the 
Participating Providers within the Medical Group have been credentialed by Coventry.  Such 
Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and 
ethical standards and in the same manner as provided to Medical Group’s other patients.  Medical 
Group shall accept Members as new patients on the same basis as Medical Group is accepting 
non-Members as new patients.  Medical Group shall not discriminate against a Member on the 


2012-2 All Products Medical Group  3 of 31 
Coventry Data Classification:  Confidential 







basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, 
use of Covered Services, income level, or on the basis that Member is enrolled in a managed care 
organization or is a Medicare or Medicaid beneficiary. 


 
 2.1.2 Medical Group shall make Covered Services available and accessible to 
Members, including telephone access to Medical Group, on a twenty-four (24) hour, seven (7) 
day per week basis.  Notwithstanding the foregoing, in the event that Medical Group can not 
provide such coverage, Medical Group may arrange for a physician who is a Participating 
Provider to furnish coverage on Medical Group’s behalf (a “Covering Physician”) so long as 
Medical Group retains primary responsibility for Members’ care. 


 
 2.1.3 For services rendered by any Covering Physician on behalf of Medical Group, 
including Emergency Services, it shall be Medical Group’s sole responsibility to make suitable 
arrangements with the Covering Physician regarding the manner in which said Covering 
Physician will be reimbursed or otherwise compensated; provided, however, that Medical Group 
shall assure that the Covering Physician will not, under any circumstances, bill a Member for 
Covered Services (except as specifically permitted in this Agreement), and Medical Group hereby 
agrees to indemnify and hold harmless Members and Coventry or Payor against charges for 
Covered Services rendered by Covering Physicians. 


 
 2.1.4 Unless otherwise provided by Product or Member Contract, except when 
Medical Group determines an emergency situation renders it unsafe or impractical, Medical 
Group shall refer Members to Participating Providers.  Medical Group shall only admit a Member 
for inpatient care and shall only refer Members for other care after obtaining authorization from 
Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the 
applicable Member Contract.  


 
 2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and, at any time, to designate Medical Group as 
participating or non-participating in any new product or current Product.  Medical Group may 
reject Coventry’s or Payor’s designation of Medical Group as participating or non-participating in 
such new product within thirty (30) days of Coventry’s notice of such designation; provided, 
however, if Coventry has not received notice of such rejection within that thirty (30) day period, 
Medical Group’s silence shall constitute acceptance of such designation.  To the extent that the 
specific terms for the provision of Covered Services in new products are not included herein, they 
shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in 
these programs to Medical Group. 


 
2.1.6 Medical Group understands and agrees that Medical Group’s participation in a 


current Product or new product does not mean that Medical Group shall be permitted to 
participate in each and every current Product or new product of Coventry or Payor.  From time to 
time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the 
provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery 
network for a new product benefit plan(s), or (iii) a current Product or (iv) new product. 


 
 2.1.7  Agency.  Medical Group represents and warrants that it is acting as lawful agent 
on behalf of all Medical Group Physician(s) and any other health care professional who’s 
services are billed under this Agreement, has full legal authority to execute this Agreement on 
behalf of all such person(s) and which agrees that this Agreement shall supersede any and all 
agreements previously entered into between Medical Group and such persons with respect to 
subject matter herein.  Upon execution of this Agreement, Medical Group agrees to provide to 
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Health Plan the names and directory information, including medical specialty of all the Medical 
Group Physician(s) who are subject to the terms and provisions of this Agreement and to update 
this information when applicable.  


 
 2.2 Standard of Care.   
 


2.2.1 Medical Group agrees to provide or arrange for the provision of Covered 
Services in conformity with generally accepted medical and surgical practices in effect at the time 
of service.  Medical Group also agrees to implement peer review and credentialing of physicians, 
nurse practitioners, physician assistants and other ancillary personnel who provide Covered 
Services to Members on behalf of Medical Group. 


2.2.2 Medical Group understands and agrees that all persons who provide Covered 
Services to Members under this Agreement, whether employed, contracted, or via other 
relationship with Medical Group, are subject to all terms and conditions of this Agreement, 
including all product attachments.  Upon Coventry’s request, Medical Group shall provide 
evidence that any such persons are obligated to comply with the terms and conditions of this 
contract, either through employment, or written acknowledgement of such obligation.  


  2.3 Programs & Procedures.   
 


 2.3.1 Medical Group agrees to comply with all Coventry, Coventry Company and 
Payor policies and procedures.  Medical Group agrees to comply with Coventry’s  Provider 
Manual, quality improvement, utilization review, peer review, grievance procedures, 
credentialing and recredentialing procedures, coordination of benefit procedures, and any other 
policies that Coventry or Payor may implement, including amendments made to the above 
mentioned policies, procedures and programs from time to time.  Coventry or Payor shall notify 
Medical Group of any material modifications to such policies 30 days in advance of their 
applicability.  Medical Group further agrees to provide Coventry or Payor access to any and all 
records, including medical records.  


 
 2.4 Licensure.  Medical Group agrees to maintain in good standing all licenses, 
accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as 
the Agreement is in effect. 
 
 2.5 Liability Insurance.  Medical Group agrees to procure and maintain professional 
liability insurance to protect against all allegations arising out of the rendering of professional services or 
the alleged failure to render professional services by Medical Group, Medical Group’s Participating 
Providers, and Medical Group’s employees (“Professional Liability Insurance”).  Medical Group may 
obtain such insurance through an insurance company or through a self insurance mechanism acceptable to 
Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in 
accordance with minimum state law requirements, or, if there are no minimum state law requirements, at 
levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Medical Group also agrees to 
procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts. 
 


2.6 Claim Submission.  Medical Group agrees to submit its claims for reimbursement and 
encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and 
Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of 
Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural 
Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance 
with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Medical Group shall 
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submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit 
issues exist, in which case Medical Group shall submit bills within 120 days after.  Medical Group 
understands and agrees that the failure to submit claims in accordance with this section shall constitute a 
waiver of the right to seek payment.  Medical Group may not bill Coventry or a Payor for inpatient 
covered services prior to the date of discharge and shall not separate bills for covered services for 
purposes of additional payments under the agreement, except when hospitalizations of member are greater 
than or equal to sixty (60) days, in which case interim billing is required at the end of every sixty (60) day 
period thereafter.  Medical Group understands and agrees that failure to submit claims in accordance with 
the requirements of this section may result in the denial of such claims.  Medical Group understands and 
agrees that Medical Group has one (1) year from the date of service to appeal payment by Coventry or 
Payor.  After this one (1) year period no further adjustments to payments shall be made. 
 
The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by the 
Department of Health and Human Services.  In the event implementation of ICD-10 coding and 
requirements related thereto affects reimbursement under this Agreement, the parties shall adjust the 
reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 coding on overall 
reimbursement under this Agreement is revenue neutral based on valid ICD10 codes and combinations as 
compared to overall reimbursement under ICD-9 coding. 
 
 2.7 Hold Harmless.   
 


 2.7.1 Medical Group agrees that in no event, including, but not limited to, nonpayment 
by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, shall 
Medical Group bill, charge, collect a deposit from, seek compensation, remuneration or 
reimbursement from, or have any recourse against a Member or persons other than Coventry or a 
Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this 
section, services rendered under the Agreement include those health care services delivered to 
Members by any and all health care professionals employed by or independently contracted with 
the Medical Group.  This section shall not prohibit collection of copayments, coinsurance, or 
deductibles in accordance with the Member’s Member Contract. 


 
 2.7.2 Medical Group further agrees that: (i) this provision shall survive termination of 
the Agreement regardless of the cause giving rise to termination and shall be construed to be for 
the benefit of the Member; and (ii) this provision supersedes any oral or written contrary 
agreement now existing or hereafter entered into between Medical Group and a Member or a 
person acting on Member’s behalf. 


 
 2.7.3 Any modification, addition, or deletion to the provisions of this  section 2.7 shall 
become effective on a date no earlier than sixty (60) days after the State Department of Insurance 
has received written notice of such change.   


 
 2.8 Marketing.  Medical Group hereby consents to including Medical Group’s name in 
Coventry or Payor marketing materials and listing Medical Group in a Participating Provider directory 
that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, 
third-party administrators and employer groups. 
 
 2.9 Access to and Copying of Records.   
 


 2.9.1 Copies.  Except as required by applicable state or federal law, Medical Group 
understands and agrees that neither Coventry, Payor, nor Members shall be required to reimburse 
Medical Group for expenses related to providing copies of patient records or documents to any 
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local, State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State 
or Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) 
or such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality 
Improvement, Utilization Review, and Risk Management Programs, including the collection of 
HEDIS data; or (iii) in order to assist Coventry or Payor in making a determination regarding 
whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other 
purpose. 


 
 2.9.2 Access.  All records, books, and papers of Medical Group pertaining to 
Members, including without limitation, records, books and papers relating to professional and 
ancillary care provided to Members, including any and all medical records, and financial, 
accounting and administrative records, books and papers, shall be open for access, inspection and 
copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during 
Medical Group’s normal business hours.  Medical Group further agrees that it shall release a 
Member’s medical records to Coventry and Payor as required by law or upon Medical Group’s 
receipt of a Member consent form.    In addition, Medical Group shall allow Coventry and Payor 
to audit Medical Group’s records for payment and claims review purposes.     


 
 2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the 
termination of the Agreement.  


 
 2.10 Compliance With Government Requirements.  Medical Group agrees to comply with 
all applicable State and Federal requirements, laws, rules and regulations, including but not limited to 
those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any 
State agencies of the State(s) in which Medical Group practices, including, without limitation, 
requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  
Medical Group understands and agrees that CMS and the appropriate State agencies may change or add to 
such requirements, laws, rules and regulations from time to time.   
 


 2.10.1 Site Evaluations.  Medical Group agrees to permit Coventry or Payor, any 
Federal or State agency having jurisdiction over Medical Group’s provision of services and/or the 
U.S. Department of Health and Human Services and any accrediting organization to conduct 
periodic site evaluations of Medical Group's facilities, offices and records.  Upon Coventry’s or 
Payor’s written request, Medical Group shall provide Coventry or Payor with a copy of the 
written response to any questions or comments posed by the agencies listed in the preceding 
sentence. 


 
 2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination 
of the Agreement. 


 
 2.11 Duty To Notify Coventry.  Medical Group agrees to immediately notify Coventry, in 
writing, of (i) any change in Medical Group’s licensure, accreditation or certification status; (ii) any loss 
or substantial decrease in the limits or change of Medical Group’s medical malpractice policy and/or 
Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of 
Medical Group; and, (iv) any other situation that may materially interfere with Medical Group's duties 
and obligations under the Agreement.   Medical Group also shall notify Coventry of any complaints it 
receives from Members regarding Medical Group, Coventry or Participating Providers.  Coventry shall 
notify Medical Group of any complaints it receives from Members regarding Medical Group.  Medical 
Group and Coventry agree to cooperate fully in the investigation and resolution of any such Member 
complaint. 
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 2.12 Drug Formulary/Generic Substitutions.  Medical Group shall use the drug formulary 
designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy 
of which will be made available to Medical Group upon request.  Medical Group understands and agrees 
that the Drug Formulary may be modified from time to time by Coventry or Payor. 
 


2.13 Practice of Medicine. Medical Group acknowledges that Coventry does not practice 
medicine or exercise control over the methods or professional judgments by which Medical Group 
renders medical services to Members.  Medical Group shall be responsible for clinical decisions regarding 
admission, discharge or other medical treatment of Members regardless of receipt by Medical Group of 
any recommendations, authorizations or denials of payment for treatment provided to Members from 
Coventry, its agent or any other person or entity performing quality improvement or utilization 
management. Coventry encourages Medical Group to communicate with patients regarding the treatment 
options available to them, including alternative medications, regardless of benefit coverage limitations. 


 
2.14  HAC-WSPP Policy.  Coventry, Payors, and Medical Group agree to abide by Coventry's 


policy on "Hospital-Acquired Conditions" and “Wrong Site/Person/Procedure” (the "HAC-WSPP 
Policy").  The HAC-WSPP Policy shall be provided to Medical Group upon request and may be updated 
from time to time by Coventry.  Reimbursement for care associated with Hospital-Acquired Conditions 
and Wrong Site/Person/Procedure shall be determined solely in accordance with Coventry's HAC-WSPP 
Policy. 


 
2.15 Quality Improvement.  Coventry or Payor shall conduct quality improvement audits and 


evaluations on a periodic basis, in accordance with the requirements of applicable State and Federal laws, 
regulations and reporting requirements. Medical Group agrees to cooperate with Coventry or Payor in the 
conduct of such reviews and to provide Coventry or Payor with access to the records and other 
information needed by Coventry or Payor to complete such audits and evaluations.  Medical Group agrees 
to be bound by the policies adopted by and the decisions of Coventry’s or Payor’s Quality Improvement 
Committees. 


 
Medical Group agrees to cooperate with Coventry or Payor on the reporting of performance measures, 
including but not limited to Healthcare Effectiveness Data and Information Set (HEDIS), measures 
reported to URAC, and measures related to federal or state-specific reporting.  HEDIS measures are 
standardized performance measures developed and maintained by the National Committee for Quality 
Assurance (NCQA), a not-for-profit organization committed to assessing, reporting on and improving the 
quality of care provided by managed care organizations.  Medical Group agrees to provide medical 
records to Coventry/Payor upon request if the period for which HEDIS information is needed overlaps 
with the period for which the individual is or was enrolled with Coventry/Payor.  Medical Group agrees 
to provide this information in the format requested by Coventry/Payor, including either copies of medical 
records, or on-site access to both paper and electronic records.  Medical Group agrees to work with 
Coventry/Payor to identify the most efficient means for gathering medical records, including options for 
remote access to electronic medical records and electronic data exchange from the electronic medical 
record.   
 
Medical Group agrees that neither Coventry/Payor nor Members shall be required to reimburse provider 
for expenses related to providing copies of patient records i) pursuant to the collection of HEDIS data or 
the administration of a Coventry’s/Payor’s quality improvement, utilization management, or risk 
management programs; ii) pursuant to a request from any local, state or federal agency (including, 
without limitation, CMS) or such agencies’ subcontractors; iii) in order to assist Coventry/Payor in 
making a determination regarding whether a service is a Covered Service for which payment is due 
hereunder; or iv) any other purpose. 
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2.16 Medical Management.  Medical Group agrees to collaborate with, participate in or 
otherwise facilitate Coventry Medical Management programs, including direct access to Members and 
their records by Coventry care management staff.  [THIS PROVISION TO BE USED FOR 
PHYSICIANS WHO WOULD BE TREATING MEMBERS ON AN INPATIENT BASIS] 
 
 
3. COVENTRY/PAYOR OBLIGATIONS 
 
 3.1 Payment.   
 


 3.1.1 In consideration of Medical Group’s agreement to perform Covered Services in 
accordance with the Agreement, Medical Group shall be paid in accordance with the payment 
terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a 
Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the 
Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Medical 
Group within thirty (30) days of receipt of an approved Clean Claim provided, however, that 
Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry 
Company) such as a self-insured entity or Worker’s Compensation carrier. . 


 
 3.1.2 Medical Group shall submit its claims for reimbursement, as required by Section 
2.6. 
 
 3.1.3 Coventry and Payors may reduce or deny payment for services which are not 
submitted for payment in accordance with the provisions of Section 2.6 or based upon the 
application of Coventry or a Payor’s criteria,  standards, or guidelines for billing and coding 
practices, or reimbursement, or based upon the application of billing, coding or reimbursement 
standards, rules or guidelines of any applicable federal or state legislative or regulatory authority.  
Claims for payment may be reviewed through the use of software to edit claims to ensure 
appropriate billing, coding and reimbursement practices.  Coventry and Payors may require 
appropriate documentation and coding to support payment for Covered Services.  Medical Group 
shall have the opportunity to correct any billing or coding error within thirty (30) days of denial 
related to any such claim submission. Coventry and Payors may recover payment or retain 
portions of future payments in the event that Coventry or a Payor determines that an individual 
was not an eligible Member at the time of services, or in the event of duplicate payment, 
overpayment, payment for non-covered services, error in payment uncovered as a result of a 
coordination of benefits process, or fraud. 


 
3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, 


the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts 
which, when added to amounts owed to Medical Group from other sources, are equal to one 
hundred percent of the amount required by this Agreement, subject to limitations outlined in the 
Member Contract.  Nothing herein shall be construed to preclude Medical Group from seeking 
and obtaining payment from sources of payment other than Payor and Member. 


 
3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not 


Coventry or a Coventry Company, shall have the obligation and liability to Medical Group with respect to 
any claim or fee for health care services relating to or arising under the Agreement.  Medical Group 
agrees that it shall not file suit against Coventry or Coventry Company as a result of any such Payor’s 
nonpayment.  
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4. TERM AND TERMINATION 
 
 4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from 
the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for 
one-year periods unless earlier terminated as set forth below. Each Product Attachment may be 
terminated in accordance with the terms located in each Product Attachment. 
 
 4.2  Termination Without Cause.  Either party may terminate this Agreement after the 
initial year with ninety (90) days prior written notice, which termination shall be effective the last day of 
the month following the ninety (90) day notice period. In the event that Coventry no longer offers a 
particular Product or is unable to continue to provide access to a particular Product, Coventry may also 
terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical 
Group.  Such termination of the Product Attachment will be effective as of the last day of the month 
following the ninety (90) day notice period.  In the event a Product Attachment is terminated by 
Coventry, such termination shall not constitute termination of any other Product Attachment, or 
termination of the Agreement. 


 4.3 Termination For Cause. 
 


 4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after sixty (60) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain 
in effect until the dispute is resolved in accordance with Section 5.2 herein. 


 
 4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate 
Medical Group and/or a Participating Provider within Medical Group from providing Covered 
Services to Members for the following reasons:  


 
 4.3.2.1 Termination, revocation, suspension or other limitation of Medical 
Group’s or Participating Provider’s  license, certification, or accreditation. 


 
 4.3.2.2 Medical Group’s or Participating Provider’s suspension or termination 
from participation in Medicare or Medicaid. 


 
 4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


 
 4.3.2.4 Coventry determines in good faith that the Medical Group’s or 
Participating Provider’s continued provision of services to Members may result in, or is 
resulting in, danger to the health, safety or welfare of Members.  Where the danger results 
from the actions of Medical Group’s staff, contractors or subcontractors, then Medical 
Group shall suspend its relationship with such staff, contractors, subcontractors upon 
immediate notice from Coventry, at least with respect to Members, and if Medical Group 
fails to take such action, Coventry may terminate the Agreement upon ten (10) days 
notice. 
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 4.3.2.5 Coventry determines in good faith that, after notice to Medical Group 
and the Participating Provider and opportunity to cure, Medical Group and/or its 
Participating Provider has not materially complied with the provisions of Coventry’s 
Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work 
cooperatively in a managed care environment. 


    
4.3.2.6  Medical Group or Medical Group Medical Group’s Professional Liability 


Insurance is terminated. 


   4.3.2.7  Medical Group or Medical Group Physician(s) fail to comply with 
Coventry’s credentialing and recredentialing requirements, utilization review and peer 
review programs. 


   4.3.2.8   Medical Group’s or Medical Group Physician(s)’s conviction or   
 commission of, or plea of no contest to, a felony, or any criminal charge relating to health 
care delivery. 


 
 4.4 Continuation of Benefits.  Upon termination of the Agreement, Medical Group shall 
continue to provide Covered Services to Members who are receiving treatment at the time of termination 
or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes 
reasonable arrangements to have another Participating Provider provide the service. Such continuation of 
services shall be made in accordance with the terms and conditions of the Agreement as it may be 
amended and in effect at the time, including but not limited to the compensation rates and terms set forth 
therein.  This Section shall survive termination of the Agreement. 
  
 
5. GENERAL REQUIREMENTS 
 
 5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary 
to comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice 
to the Medical Group of such amendment and the effective date of the amendment.   Coventry may make 
any other non-Regulatory Amendments to the Agreement by notifying Medical Group at least thirty (30) 
days prior to the effective date of the amendment.  Medical Group may reject the amendment upon 
Medical Group’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection 
within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received 
notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute 
acceptance of such amendment.  
 


5.2 Dispute Resolution and Arbitration.  Please read this provision carefully.  It affects 
your rights.   


5.2.1 Coventry and Medical Group agree to confidential, binding arbitration for all 
disputes and claims between Coventry and Medical Group.  This agreement to arbitrate is 
intended to be broadly interpreted.  It includes, but is not limited to: 


 claims arising out of or relating to any aspect of the relationship between Coventry and 
Medical Group, whether based in contract, tort, statute, fraud, misrepresentation or any 
other legal theory; 
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 claims that arose before the Agreement was entered into or under any prior agreement; 
 claims that are currently the subject of purported class action litigation in which you are 


not a member of a certified class; and 
 claims that may arise after the termination of the Agreement.  


 
References to "Coventry" in this section includes its respective subsidiaries, affiliates, agents, 
employees, predecessors in interest, successors and assigns, under this or prior agreements with 
Medical Group. 


 
This arbitration agreement does not preclude Coventry or Medical Group from bringing issues to 
the attention of federal, state, or local agencies. Such agencies can, if the law allows, seek relief 
against us on your behalf.  Coventry and Medical Group understand and agree that, by 
agreeing to this arbitration provision, Medical Group and Coventry are each waiving the 
right to participate in a class action against the other.  This arbitration provision evidences a 
transaction in interstate commerce, and thus the Federal Arbitration Act governs the interpretation 
and enforcement of this provision.  


 
5.2.2 A party who intends to seek arbitration must first send to the other a written 


Notice of Dispute pursuant to the Notice provision of the Agreement.  The Notice must (a) 
describe the precise nature and basis of the claim or dispute; and (b) set forth the specific relief 
sought ("Demand"). If Coventry and Medical Group do not reach an agreement to resolve the 
claim within 30 days after the Notice is received, Medical Group or Coventry may commence an 
arbitration proceeding.  If the dispute pertains to a matter which is generally administered by a 
certain Payor or Medical Group procedures, such as, for example, utilization management or 
quality improvement plan (but not including credentialing procedures), the procedures set forth in 
that plan must be fully exhausted before sending a Notice of Dispute.   


 
5.2.3 The arbitration will be governed by the American Health Lawyers Association 


Alternative Dispute Resolution Service, Rules of Procedure for Arbitration (“AHLA Rules”), as 
modified by this arbitration provision, and will be administered by the AHLA. The AHLA Rules 
are available from the American Health Lawyers Association.  Unless Coventry and Medical 
Group agree otherwise, any arbitration hearings will take place in the state of Medical Group’s 
billing address.  Where your claim is for greater than $2 million, a panel of three (3) arbitrators 
will preside over the matter, unless Coventry and Medical Group agree otherwise.  The 
arbitrator(s) are bound by the terms of this arbitration provision. The arbitrator(s) shall allow 
reasonable discovery and the filing of dispositive motions, pursuant to  Federal Rules of Civil 
Procedure 12 and 56.  If your claim is for $10,000 or less, Coventry and Medical Group may 
jointly decide, by agreement, whether the arbitration will be conducted solely on the basis of 
documents submitted to the arbitrator, through a telephonic hearing, or by an in-person hearing as 
established by the AHLA Rules.  If the claim exceeds $10,000, the right to a hearing will be 
determined by the AHLA Rules. Regardless of the manner in which the arbitration is conducted, 
the arbitrator(s) shall issue a reasoned written decision sufficient to explain the essential findings 
and conclusions on which the award is based.  The payment of filing, administrative and 
arbitrator fees shall be governed by the AHLA Rules. 


 
5.2.4 The right to attorneys' fees and expenses incurred in connection with the 


arbitration shall be governed by the law that governs the parties’ dispute that is subject to 
arbitration.   


 
5.2.5 The arbitrator(s) may award injunctive relief only in favor of the individual party 


seeking that relief and only to the extent necessary to provide relief warranted and requested by 


2012-2 All Products Medical Group  12 of 31 
Coventry Data Classification:  Confidential 







that party's individual claim.  The arbitrator cannot award injunctive relief beyond the party’s 
individual claim that grants injunctive relief to non-parties.  MEDICAL GROUP AND 
COVENTRY UNDERSTAND AND AGREE THAT EACH MAY BRING CLAIMS 
AGAINST THE OTHER ONLY IN ITS INDIVIDUAL CAPACITY, AND NOT AS A 
PLAINTIFF OR CLASS MEMBER IN ANY PURPORTED CLASS OR 
REPRESENTATIVE PROCEEDING.  Further, unless both Medical Group and Coventry 
agree otherwise, the arbitrator(s) may not consolidate more than one person's claims, and may not 
otherwise preside over any form of a representative or class proceeding. If this specific proviso is 
found to be unenforceable, then the entirety of this arbitration provision shall be null and void and 
neither Medical Group nor Coventry shall be entitled to arbitrate any claims against each other.  
In no event shall Coventry be required arbitrate any class or representative claims. 


 
5.2.6 Notwithstanding any provision in the Agreement to the contrary, the parties agree 


that if Coventry makes any future change to this arbitration provision (other than a change to the 
Notice Address), you may reject any such change by sending Coventry written notice within 30 
days of change to the Arbitration Notice Address provided above. By rejecting any future change, 
you are agreeing that you will arbitrate any dispute in accordance with this provision. 


 
5.2.7 The arbitrator(s) shall have no authority to vary or ignore the terms of this 


arbitration provision and shall be bound by controlling law.  This arbitration provision shall 
survive termination of the Agreement. 


  
 5.3 Confidentiality.  Medical Group, Coventry, and Payors agree to maintain the privacy 
and confidentiality of all information and records regarding Members, including but not limited to 
medical records, in accordance with all State and Federal laws, including regulations promulgated under 
the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided Coventry or Payor may 
disclose reimbursement terms to prospective and current employer groups and Payors.  Medical Group 
shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of 
the Agreement also maintain the privacy and confidentiality of all terms, including financial terms of the 
Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek 
injunctive relief. This Section shall survive the termination of the Agreement. 
 
 5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, 
and Medical Group each reserve the right to and control of the use of their name, symbols, trademarks, 
and service marks presently existing or later established.  In addition, except as provided in Section 2.8, 
neither Coventry, Payors, nor Medical Group shall use the other Party’s name, symbols, trademarks, or 
service marks in advertising or promotional materials or otherwise, without the prior written consent of 
that Party and shall cease any such usage immediately upon written notice of the Party or on termination 
of the Agreement, whichever is sooner.   
 
 5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of 
one (1) year from the date of termination, Medical Group agrees that Medical Group will not, within the 
service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll 
from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or 
any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that 
Medical Group is no longer a Participating Provider. Nothing in the Agreement shall be construed to 
prohibit Medical Group employees from freely communicating with patients regarding: (i) medically 
necessary and appropriate care with or on behalf of a Member, including information regarding the nature 
of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, 
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consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or 
any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care 
service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event 
that either party violates its duties under this provision, the other party may seek injunctive relief. This 
Section shall survive the termination of the Agreement. 
 
 5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no 
third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of Coventry, Payors, Medical Group or their respective directors, officers, 
shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to 
act of any Party hereto. 
 
 5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, 
with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other 
general operations updates from Coventry to Medical Group, which shall be sent by electronic media 
distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after 
mailing to the address specified on the Execution Sheet. 
 
  5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions of the 
Agreement.  Neither Medical Group nor Coventry nor any Payor shall be liable to any other Party for any 
act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall 
be interpreted to be between Medical Group and whichever Payor is a party to the Member Contract 
under which the Member related to the then instant matter in receiving Covered Services.  
 
 5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with 
the laws of the State of Nevada without regard to such State’s choice of law provisions. 
 
 5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to 
be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be 
construed or interpreted against the drafting Party. 
 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 
 
 5.12 Authority.  Medical Group represents and warrants that it has the authority to enter into 
this Agreement on behalf of all persons who provide Covered Services to Members billed under this 
Agreement, whether employed, contracted, or via other relationship with Medical Group. 


5.13  Group Practice.  In the event that Medical Group is a professional corporation, association, 
partnership or other corporate entity, Medical Group hereby represents and warrants to Health Plan that: 
(i) all individual physicians who will be providing Covered Services on behalf of Medical Group are 
licensed to practice medicine in the state in which Medical Group practices; and (ii) each physician that 
provides Covered Services on behalf of Medical Group has agreed to be bound by the terms and 
conditions of this Agreement.  Notwithstanding the foregoing, Medical Group understands and agrees that 
a physician may not be authorized by Health Plan to provide Covered Services on behalf of Medical 
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Group unless and until such physician has been formally accepted as a Participating Provider by Health 
Plan, which acceptance shall be in writing. 
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COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 


organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by Coventry Health and Life Insurance Company, other 
Coventry Companies, or a Payor. 


 
The Commercial Insured/Self-Insured Product also includes a managed care product offered on a 
self-insured basis by a person, corporation, partnership, organization, association, employer 
group, union or other entity contracting with Coventry or a Coventry Company to administer such 
product.   
 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  
 


2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 
of the Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6.   Effect of Termination.  In the event this Product Attachment is terminated, such termination 
 shall not constitute termination of any other Product Attachment Medical Group has entered into 
 pursuant to this Agreement. 
 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status to Members which shall identify whether the Member participates in a 
Product.  In addition, the identification card will also identify the Member’s benefit plan and the 
telephone number that Medical Group may call to confirm Member’s benefit plan, including any 
limitations or conditions on Covered Services.  At such time as Coventry or a Payor receives an 
inquiry from Medical Group regarding a Member’s benefit plan or Covered Services, Coventry or 
a Payor shall use information given by Medical Group to make preliminary benefit decisions.  
Coventry and Payors shall retain the right and sole responsibility to determine whether a service 
is a Covered Service.   
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NETWORK ACCESS PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Network Access Product includes third party administrators (TPAs), 


employers, or other insurance carriers, union trusts, business coalitions, or other associations who 
are interested in securing access to our networks.  Coventry has entered into network lease and/or 
rental agreements with these entities.  As set forth in the section “Non-Coventry Payors” of the 
Agreement, Coventry does not assume the financial liability for any claim or fee for health care 
services provided to Members participating in the Network Access Product.  By participating in 
the Network Access Product (currently a First Health Network Access Product), Medical Group 
is included in the enhanced savings program offered to some Payors to reduce members’ out of 
pocket costs for non-network services.  The Payor identification card or approved verification of 
benefits letter for the Network Access Product, if any, will include the First Health logo.     


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s). 


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Network Access product on a twenty-four (24) hour per day, seven (7) day per week basis. 
 


3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 
accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A.   


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.   


  
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry will use best efforts to require Payors, other than a Coventry Company 


Payor, to provide each Member with an identification card or other indicator of participating 
status to Members which shall identify whether the Member participates in the Network Access 
Product.  Coventry will not be required to provide an identification card or other indicator of a 
Member’s participating status in the Network Access Product.  


 
8. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment. 
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9. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 
time to time, use bill review services and provider charge databases offered by third party vendors 
to calculate payment for Covered Services.  Medical Group understands and agrees that 
Coventry, Coventry Companies and Payors shall bear no legal responsibility or liability for these 
third party services and databases. 
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WORKERS COMPENSATION PROGRAM PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Workers Compensation Program Product includes network access and other 


services to workers compensation Payors for work related injury or illness. 
 


From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with the section entitied 
“Claims Submission” in this Product Attachment.   


 
3. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Workers Compensation Program Product on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


 
4. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Coventry shall recommend to Payor that Medical Group shall be 
paid for Covered Services performed according to the rates set forth in the attached Exhibit A.    


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions:   


 
a) Subsection 1.5.7;  
 
b) The following sentence in Section 2.3 (Programs & Procedures):  Coventry or Payor shall 


notify Medical Group of any material modifications to such policies 30 days in advance 
of their applicability.   


 
c) Section 2.6 (Claims Submission) 


 
 


6. Identification.  Coventry and Payors will not be required to provide an identification card or 
other indicator of a Member’s participating status in the Workers’ Compensation Program 
Product. 


 
7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
8. Effect of Termination. In the event this Product Attachment is terminated, such termination shall 


not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 
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9. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 
networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment.   


 
10. Participation.  Notwithstanding anything to the contrary in this Agreement, Medical Group 


agrees that certain providers including but not limited to pediatricians, neonatologists, and 
gynecologists that are employees or contractors of Medical Group shall not be considered 
Participating Providers under this Workers Compensation Product Attachment.  Any services 
rendered by such providers shall constitute non-Covered Services under this Agreement. 


11. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 
time to time, use bill review services and provider charge databases offered by third party vendors 
to calculate payment for Covered Services.  Medical Group understands and agrees that 
Coventry, Coventry Companies and Payors shall bear no legal responsibility or liability for these 
third party services and databases. 


12. Claim Submission.  Medical Group agrees to submit its claims for reimbursement and encounter 
forms, as required by Coventry or Payor, on a UB04 Form or Centers for Medicare and Medicaid 
Services (“CMS”) 1500 forms or successor forms with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth 
Edition (“CPT4”) coding, or successor coding, in accordance with the then current Medicare 
guidelines, whichever Coventry or Payor prefers.  Medical Group shall submit bills within one 
hundred twenty (120) days or as set forth in applicable law, whichever is less, of the date of 
discharge unless coordination of benefit issues exist, in which case Medical Group shall submit 
bills within 120 days after.  Medical Group understands and agrees that the failure to submit 
claims in accordance with this section shall constitute a waiver of the right to seek payment.  
Medical Group may not bill Coventry or a Payor for inpatient Covered Services prior to the date 
of discharge and shall not separate bills for Covered Services for purposes of additional payments 
under the Agreement, except when hospitalizations of Member are greater than or equal to sixty 
(60) days, in which case interim billing is required at the end of every sixty (60) day period 
thereafter.  Medical Group understands and agrees that failure to submit claims in accordance 
with the requirements of this section will result in the denial of such claims.  Medical Group 
understands and agrees that Medical Group has one (1) year from the date that service was 
provided;  or one (1) year from the date that service was provided or payment was received as 
applicable under state or federal law to appeal payment by Coventry or Payor except where a 
lesser period of time is allowed by applicable state or federal law.  After this one (1) year period 
or lesser period if allowed no further adjustments to payments shall be made. 


The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
and requirements related thereto affects reimbursement under this Agreement, the parties shall 
adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
codes and combinations as compared to overall reimbursement under ICD-9 coding. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT  


TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 
 


1. Description.  The Automobile Insurance Managed Care Services Product includes network 
access and other services to auto Payors for Member injuries resulting from auto accidents for 
which coverage is provided under relevant Member Contracts. 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).   


 
2. Clean Claim.  Clean Claim shall have the meaning required by applicable state or federal law 


and shall include all information required to be submitted in accordance with the section entitled 
“Claim Submission” in this Product Attachment.   


 
3. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven 
(7) day per week basis. 


 
4. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Coventry shall recommend to Payor that Provider shall be paid 
for Covered Services performed according to the rates set forth in the attached Exhibit A.     


 
5. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment.    


 
a) Subsection 1.5.7;  
 
b) The following sentence in Section 2.3 (Programs & Procedures):  Coventry or Payor shall 


notify Medical Group of any material modifications to such policies 30 days in advance 
of their applicability.   


 
c) Claim Submission.  Sentences seven and eight in Section 2.6 (Claim Submission) are 


hereby deleted and replaced with the following: Medical Group understands and agrees 
that Medical Group has one (1) year from the date that service was provided;  or one (1) 
year from the date that service was provided or payment was received as applicable under 
state or federal law to appeal payment by Coventry or Payor except where a lesser period 
of time is allowed by applicable state or federal law.  After this one (1) year period or 
lesser period if allowed no further adjustments to payments shall be made.   


 
 


6. Identification.  Coventry and Payors will not be required to provide an identification card or 
other indicator of a Member’s participating status in the Auto Insurance Managed Care Services 
Product. 


 
7. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
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8. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
9. Non-Exclusive.  The Parties acknowledge that Medical Group may contract with other provider 


networks or organizations, and Coventry a Coventry Company or Payor may contract with other 
providers, provider networks or organizations where Medical Group offers services similar to 
those offered under the Agreement and this Product Attachment. 


 
10. Bill Review Services And Databases.  Coventry, Coventry Companies and Payors may, from 


time to time, use bill review services and provider charge databases offered by third party vendors 
to calculate payment for Covered Services.  Medical Group understands and agrees that 
Coventry, Coventry Companies and Payors shall bear no legal responsibility or liability for these 
third party services and databases. 


11. Claim Submission.  Medical Group agrees to submit its claims for reimbursement and encounter 
forms, as required by Coventry or Payor, on a UB04 Form or Centers for Medicare and Medicaid 
Services (“CMS”) 1500 forms or successor forms with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth 
Edition (“CPT4”) coding, or successor coding, in accordance with the then current Medicare 
guidelines, whichever Coventry or Payor prefers.  Medical Group shall submit bills within one 
hundred twenty (120) days or as set forth in applicable law, whichever is less, of the date of 
discharge unless coordination of benefit issues exist, in which case Medical Group shall submit 
bills within 120 days after.  Medical Group understands and agrees that the failure to submit 
claims in accordance with this section shall constitute a waiver of the right to seek payment.  
Medical Group may not bill Coventry or a Payor for inpatient Covered Services prior to the date 
of discharge and shall not separate bills for Covered Services for purposes of additional payments 
under the Agreement, except when hospitalizations of Member are greater than or equal to sixty 
(60) days, in which case interim billing is required at the end of every sixty (60) day period 
thereafter.  Medical Group understands and agrees that failure to submit claims in accordance 
with the requirements of this section will result in the denial of such claims.  Medical Group 
understands and agrees that Medical Group has one (1) year from the date that service was 
provided;  or one (1) year from the date that service was provided or payment was received as 
applicable under state or federal law to appeal payment by Coventry or Payor except where a 
lesser period of time is allowed by applicable state or federal law.  After this one (1) year period 
or lesser period if allowed no further adjustments to payments shall be made. 


The parties shall timely comply with all requirements relating to ICD-10 coding as set forth by 
the Department of Health and Human Services.  In the event implementation of ICD-10 coding 
and requirements related thereto affects reimbursement under this Agreement, the parties shall 
adjust the reimbursement exhibit set forth in this Agreement to ensure the effect of ICD-10 
coding on overall reimbursement under this Agreement is revenue neutral based on valid ICD10 
codes and combinations as compared to overall reimbursement under ICD-9 coding. 
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


 
1. Description.  The Medicare Advantage Product includes the Medicare health benefit plan(s) 


administered directly by Coventry or a Coventry Company (Health Plan), currently referred to as 
the “Altius Advantra Program” or “Coventry Advantra Program.” 


 
From time to time Coventry and/or Payors may designate only certain Participating Providers to 
take part in the provider delivery network for a particular Product benefit plan(s).  


 
2. Provision of Covered Services.  Medical Group agrees to provide Covered Services to Members 


of the Medicare Advantage Product on a twenty-four (24) hour per day, seven (7) day per week 
basis. 


 
3. Payment.  In consideration of Medical Group’s agreement to perform Covered Services in 


accordance with the Agreement, Medical Group shall be paid for Covered Services performed 
according to the terms set forth in Exhibit A. 
 


Coventry shall not pay any amounts beyond the amounts set forth in Exhibit A, including but not 
limited to any incentive payments that may be payable under traditional Medicare, except as 
expressly required by this Agreement or applicable law. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 


have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


 
5. Assignment.  The Agreement, being intended to secure the services of and be personal to the 


Medical Group, shall not be assigned or transferred by Medical Group without the prior written 
consent of Coventry.  Coventry may assign this Product without the consent of Medical Group to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The 
assignment of this Product to another entity will have no effect on any other Product in which 
Medical Group participates. 


 
6. Effect of Termination.  In the event this Product Attachment is terminated, such termination 


shall not constitute termination of any other Product Attachment Medical Group has entered into 
pursuant to this Agreement. 


 
7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


 
8 Medical Group Obligations. 
 


 8.1  Provision of Covered Services.  Medical Group agrees to provide to Medicare 
Advantage Members the health care services for which Medical Group is licensed and 
customarily provides in accordance with accepted medical and surgical standards in the 
community.  Medical Group shall make Covered Services available and accessible to Medicare 
Advantage Members, including telephone access to Medical Group, on a twenty-four (24) hours, 
seven (7) days per week basis. 
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 8.2  Federal Fund Obligations.  Medical Group understands and agrees that 
payments received by the Coventry Medicare Advantage Plan (“MA Plan”) from CMS pursuant 
to MA Plan’s contract with CMS are Federal funds.  As a result, Medical Group, by entering into 
this Agreement and the terms of the Product Attachment, is subject to laws applicable to 
individuals/entities receiving Federal funds, including but not limited to, Title VI of the Civil 
Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the Age Discrimination 
Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, 
and the Americans with Disabilities Act. 
 
 8.3 Hold Harmless.  Medical Group agrees that in no event, including, but not limited 
to, nonpayment by MA Plan, or MA Plan insolvency or breach of the Agreement or this Product 
Attachment, shall Medical Group bill, charge, collect a deposit from, seek compensation, 
remuneration or reimbursement from, or have any recourse against a Medicare Advantage 
Member or persons other than MA Plan acting on their behalf, for services rendered under the 
Agreement or this Product Attachment.  For purposes of this section, services rendered under the 
Agreement or this Product Attachment include those health care services delivered to Medicare 
Advantage Members by any and all health care professionals employed by or independently 
contracted with the Medical Group.  This section shall not prohibit collection of copayments, 
coinsurance, or deductibles in accordance with the Medicare Advantage Member’s Member 
Contract. 
 
Medical Group further agrees that:  (i) this provision shall survive termination of the Agreement 
and/or this Product Attachment, regardless of the cause giving rise to termination and shall be 
construed to be for the benefit of the Medicare Advantage Member; and (ii) this provision 
supersedes any oral or written contrary agreement now existing or hereafter entered into between 
Medical Group and a Medicare Advantage Member or a person acting on the Member’s behalf. 
 
 8.4 Continuation of Services.  In the event MA Plan’s Medicare Advantage contract 
with CMS terminates or MA Plan becomes insolvent, Medical Group shall continue to provide 
Covered Services to Medicare Advantage Members who are hospitalized through the later of: (a) 
the date for which premiums were paid, or (b) through the date of discharge.  Medical Group is 
prohibited by law from billing Medicare Advantage Members for such Covered Services.  This 
provision shall survive the termination of this Agreement or Product Attachment, regardless of 
the reason for termination, including the insolvency of MA Plan, and shall supersede any oral or 
written agreement between Medical Group and a Medicare Advantage Member. 
 


8.5 Policies, Programs & Procedures.  Medical Group agrees to comply with MA 
Plan’s policies and procedures (which MA Plan shall provide to Medical Group upon request) 
which operationalize many of the requirements of the Agreement, this Product Attachment, and 
the Medicare Advantage program. Medical Group agrees to comply with MA Plan’s quality 
improvement, administrative processes and procedures, utilization review, peer review, grievance 
procedures, credentialing and recredentialing procedures, and any other policies the MA Plan 
may implement, including amendments made to the above mentioned policies, procedures and 
programs from time to time.  In the event that a MA Plan policy or procedure conflicts with a 
provision in the Agreement, then the language in the Agreement (including all amendments, 
exhibits, and attachments thereto) shall govern. 


 
 8.6 Maintenance of Records.  Medical Group shall preserve records applicable to 
Medicare Advantage Members or to MA Plan’s participation in the Medicare Advantage 
Program, for the longer of: (i) the period of time required by State and Federal law, including the 
period required by Medicare programs and contracts to which MA Plan is subject, or (ii) ten (10) 
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years from the date this Agreement ends or from the date of completion of any audit, whichever is 
longer, or longer if so required by CMS. 
 
 8.7 Audit of Records.  Medical Group shall provide access to, permit audit of, and 
provide copies of records and other information to the U.S. Department of Justice, the Secretary 
of the U.S. Department of Health and Human Services, the U.S. Comptroller General, CMS, Peer 
Review Organizations, their designees, and such other officials entitled by law or under 
government-funded programs or contracts administered by MA Plan (collectively, “Government 
Officials”) as may be necessary for compliance by MA Plan with the provisions of all state and 
federal laws and contractual requirements governing MA Plan, including, but not limited to, the 
Medicare program.  Unless otherwise agreed to by the parties, any records requested by 
Government Officials shall be provided to Coventry, who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Medical Group’s 
place of business or at some other mutually agreeable location.  
 
 8.8 Subcontractors.  Medical Group shall require all of its subcontractors, if any, to 
comply with all applicable Medicare laws, regulations and CMS instructions. 
 


 8.8.1 Medical Group shall include in Medical Group’s contracts with 
subcontractors all of the contractual and legal obligations required by MA Plan or the 
laws, regulations, rules and directions of CMS, including, without limitation, that any 
delegated services or activities to be performed by subcontractor shall be consistent and 
comply with the obligations in the contract between CMS and MA Plan governing Plan’s 
participation in the Medicare Advantage Program. To the extent CMS requires additional 
provisions to be included in such subcontracts, Medical Group shall amend its contracts 
accordingly. 
 
 8.8.2 Medical Group shall ensure that any vendors, subcontractors or other 
such entities that have a need to know the terms of the Agreement also maintain the 
privacy and confidentiality of all financial terms of the Agreement. 
 
 8.8.3 If Medical Group arranges for the provision of Covered Services from 
other health care providers for Medicare Advantage Members, such contracts shall be in 
writing and shall specify the delegated activities and reporting responsibilities, in addition 
to meeting the requirements described above.  In the event that MA Plan delegates to 
Medical Group a selection of providers, MA Plan retains the right to approve, suspend or 
terminate such delegation.  If MA Plan delegates the selection of providers, MA Plan will 
either review the credentials of medical professionals affiliated with Medical Group or 
MA Plan will review, approve, and audit on an ongoing basis Medical Group’s 
credentialing process. 


The term “Subcontractor” as used in this section shall not refer to employees or other 
individuals that perform services on behalf of Medical Group for which Medical Group bills such 
services under this Agreement.  Medical Group represents and warrants that such persons are 
subject to all terms and conditions of this Agreement and Medical Group shall provide written 
evidence of such as described in Section 2.2.2 of the Agreement. 


 


 8.9 Contracts with Excluded Entities.  Medical Group understands and agrees that no 
person that provides health care services under this Agreement or persons that provide utilization 
review, medical social work or administrative services in support of services billed under this 
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Agreement by Medical Group may be an individual excluded from participation in Medicare 
under Section 1128 or 1128A of the Social Security Act.  Medical Group hereby certifies that no 
such excluded person will provide such services under this Agreement and no such excluded 
persons will be employed by or utilized by any “downstream” entity with which Medical Group 
contracts relating to the furnishing of these services to Medicare Advantage Members. 


 
 8.10  Submission of Encounter Data.  Medical Group hereby acknowledges that MA 
Plan is required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Medical Group and a Medicare Advantage Member.  Medical Group agrees to cooperate with 
MA Plan and to provide MA Plan with all such information in such form and manner as 
requested by MA Plan. 
 
 8.11  Certification of Data.  Medical Group recognizes that as a Medicare Advantage 
organization, MA Plan is required to certify the accuracy, completeness and truthfulness of data 
that CMS requests.  Such data includes encounter data, payment data, and any other information 
provided to MA Plan by its contractors and subcontractors.  Medical Group and its 
subcontractors, if any, hereby certify that any such data submitted to MA Plan will be accurate, 
complete and truthful.  Upon request, Medical Group shall make such certification in the form 
and manner prescribed by MA Plan. 
 
 8.12  Medicare Advantage Member Complaints.  Medical Group agrees to 
cooperate with MA Plan in resolving any MA Plan Member complaints related to the provision of 
Covered Services.  MA Plan will notify Medical Group as necessary concerning all Medicare 
Advantage Member complaints involving Medical Group.  Medical Group shall, in accordance 
with the Medical Group’s regular procedures, investigate such complaints and respond to MA 
Plan in the required time.  Medical Group shall use best efforts to resolve complaints in a fair and 
equitable manner.   
 
 8.13  Hold Harmless for Dual Eligible Enrollees.  As required by CMS, effective 
January 1, 2010 Medical Group shall look solely to Plan or the appropriate State source for 
payment of Covered Services furnished to Medicare Members who are eligible for both Medicare 
and Medicaid.  Medical Group shall not seek to collect payment from the dual eligible member 
for any portion of the Medicare Part A and Part B Copayment/Coinsurance and Deductible when 
the applicable State program is responsible for paying such amounts.  Medical Group shall not 
seek to collect any Copayment/Coinsurance and Deductible that exceeds the amount of 
Copayment/Coinsurance and Deductible that would be permitted to be paid by the individual 
under Title XIX (Medicaid) if the individual were not enrolled in the plan.  Medical Group shall 
be responsible for determining the appropriate amount, if any, of Copayment/Coinsurance and 
Deductible that may be collected from the Medicare Member.  With respect to any amount that 
the Medical Group is prohibited from collecting from the member, Medical Group shall either (i) 
accept payment from the Plan as payment in full or (ii) bill the appropriate State source for any 
remaining amount.  Plan will assist Medical Group in locating information about Medicare and 
Medicaid benefits and rules for members eligible for Medicare and Medicaid.   


 
9. MA Plan Obligations. 
 


 9.1 Fee Schedule.  MA Plan shall arrange for Medical Group to be compensated for 
health care services rendered to MA Plan Members in accordance with Exhibit A. 


2012-2 All Products Medical Group  26 of 31 
Coventry Data Classification:  Confidential 







2012-2 All Products Medical Group  27 of 31 
Coventry Data Classification:  Confidential 


 
 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MA Plan shall make best 
efforts to pay clean claims submitted by Medical Group for Covered Services provided to MA 
Plan Members within thirty (30) calendar days of receipt.  For purposes of this Product 
Attachment, the term “clean claim” shall have the meaning assigned in 42 CFR 422.500. MA 
Plan shall pay interest on clean claims that are not paid within thirty (30) calendar days of receipt 
in accordance with 42 CFR 422.520(a)(2).  
 


10. General Provisions 
 


 10.1 Accountability and Delegation.  To the extent that Medical Group has been 
delegated any activities or functions which are the responsibility of the MA Plan, Medical Group 
shall submit periodic and other reports as reasonably required by MA Plan, and MA Plan shall 
monitor on an ongoing basis, Medical Group’s performance thereof through its quality assurance 
and improvement programs.  MA Plan reserves the right to revoke such delegation in the event 
that either MA Plan or CMS determines that such activities or functions have not been performed 
in a satisfactory manner. 
 
 10.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon (90) ninety days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 4 of the Agreement.   
 
 10.3 Compliance With Government Requirements.  The parties agree to comply with 
all applicable State and Federal requirements, laws, rules, regulations, and instructions including 
but not limited to, those of CMS, or of any other Federal agencies applicable to the Medicare 
Advantage Program. To the extent applicable, Medical Group shall comply with the obligations 
in the contract between CMS and MA Plan governing MA Plan’s participation in the Medicare 
Advantage Program. Any provision required to be in this Agreement by the rules and regulations 
governing the Medicare Advantage Program shall bind the parties whether or not specifically 
included in this Agreement. 
 
 10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 
 
 
 10.5  Privacy and Accuracy.  Medical Group agrees to safeguard beneficiary privacy 
and confidentiality, ensure the accuracy of beneficiary health records and abide by all State and 
Federal privacy and security requirements, including the confidentiality and security provisions 
stated in the Medicare Advantage and Medicare Part D regulations.  This provision applies to all 
first tier, downstream or related entities.   







EXHIBIT A  
TO THE AGREEMENT BETWEEN COVENTRY AND PROVIDER 


COMPENSATION PROVISIONS FOR COVERED SERVICES 
 


 
Subject to the terms of this Agreement and the applicable Member Contract, for those Products selected 
by the Medical Group on the Execution Sheet of this Agreement, Medical Group shall be compensated by 
the Payor for Covered Services rendered to Members in accordance with this Exhibit. 
 
Section I. DEFINITIONS  
 
  The following terms set forth in this Exhibit shall be defined as follows: 
 


A. “CMS” shall mean Centers for Medicare and Medicaid Services or successor organization. 
 


B. “CMS Rate” shall mean the payment rate defined by CMS schedules including but not 
limited to RBRVS, DMEPOS (Durable Medical Equipment, Prosthetics, Orthotics and 
Supplies), and Clinical Laboratory with the applicable geographically adjusted Medicare 
allowable corresponding rate.  Such CMS schedules may be supplemented by Coventry for 
services for which such schedules do not have a defined rate.  CMS payment 
guidelines/rules as supplemented by Coventry shall also apply and include, but not be 
limited to, site of service, modifier, multiple procedure, bilateral procedures and assistant 
surgery rules. 


 
C. “Current CMS Rate” shall mean the CMS Rate which Coventry shall update once annually 


and shall be effective no later than 120 days from the final published annual CMS schedule.  
In no case shall such effective date occur prior to such final published annual CMS 
schedule.  Coventry shall also routinely update any codes, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology or rates dictated by CMS.  


 
D. “2007 CMS Rate” shall mean the rate applicable for services rendered on December 31, 


2007 for services valued under CMS schedules at that time, plus those services which were 
not valued by CMS for which Coventry has defined a supplemental value.  Coventry shall 
annually update any codes for supplemental values, including but not limited to ICD, 
HCPCS and/or CPT codes or other applicable code description methodology, to correspond 
to any changes in code methodology dictated by CMS.  


 
E. “Coventry Fee Schedule” shall mean the rates as determined by Coventry for the payment 


of selected codes under HCPCSII J, Q and S series, as well as CPT coded immunization 
services.  Coventry may update such rates on a quarterly basis and shall also annually 
update any codes, including but not limited to applicable code description methodology, to 
correspond to any changes in code methodology dictated by CMS.  


 
F. “Eligible Billed Charge”  shall mean the amount billed by Medical Group for a Covered 


Service less charges do to the application of billing, coding or reimbursement criteria, or 
reimbursement criteria, standards, or guidelines in accordance with Section 3.1.3 of the 
Agreement.   


 
G. “Regulatory Amount” shall mean the payment amount as determined by Payor and/or 


Coventry, as applicable, in accordance with Nevada workers’ compensation fee schedule, 
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H. “Unvalued Service/Supply” shall mean any service or supply billed with a code for which 


there is no specific dollar rate defined in accordance with the Agreement. 
 
 
Section II. COMMERCIAL AND NETWORK ACCESS PRODUCTS 
 


A. Compensation for Commercial Products 
 


Except for Unvalued Service(s)/Supply(ies), Medical Group shall be reimbursed for 
Covered Services for Commercial Products the lesser of (1) Eligible Billed Charge; or (2) 
the Regulatory Amount; or (3) the Contract Allowable set forth in “Commercial Fee 
Schedule” immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


70% of  2007 CMS Rate 


DME/Equipment/Orthotics/Prosthetics 75% of   2007 CMS Rate 
 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


36415 Collection of venous blood by 
venipuncture 
36416 Collection of capillary blood specimen 
 
99000 Handling and/or conveyance of specimen 


$6.50 
 
$6.50 
 
$6.50 
 


All Other Services 87% of  2007 CMS Rate 
 
In the event a Covered Service is an Unvalued Service/Supply, Medical Group 
shall be compensated at the lesser of: (1) 60% of the Eligible Billed Charge not 
to exceed 125% of Medical Group’s acquisition cost for any Unvalued 
Service/Supply, or (2) the Regulatory Amount.   


 
 


B. Compensation for Network Access Product 
 


Except for Unvalued Service(s)/Supply(ies), Medical Group shall be reimbursed for 
Covered Services for Network Access Products the lesser of (1) Eligible Billed Charge; or 
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(2) the Regulatory Amount; or (3) the Contract Allowable set forth in “Network Access Fee 
Schedule” immediately below: 


 
Service Category Contract Allowable 


  
Laboratory Services 
CPTs 80000 – 89999 
 


100% of  2007 CMS Rate 


Anesthesia Services 
CPTs 00100 – 01999 


$52 per unit  


Note: Compensation for Anesthesia Services will be determined based on the 
Relative Value Guide of the American Society of Anesthesiologists  (ASA) 
guide, including but not limited to base, time and modifier unit determination, 
with such units then multiplied by the dollar amount per unit defined above 
 
DME/Equipment/Orthotics/Prosthetics 
 


100% of   2007 CMS Rate 


 
Drugs and Immunizations 
 


 
100% of Coventry Fee 
Schedule  
 


All Other Services 100% of  2007 CMS Rate 
 
Except as set forth in Section III below, in the event a Covered Service is an 
Unvalued Service/Supply, Medical Group shall be compensated at the lesser 
of: (1) 60% of the Eligible Billed Charge not to exceed 125% of Medical 
Group’s acquisition cost for any Unvalued Service/Supply, or (2) the 
Regulatory Amount 


 
 


C. Availability of Contract Allowable Information: 
 


Medical Group may at any time request that Coventry furnish Medical Group information 
related to the then current contract allowable amounts for specific services as outlined 
above.  Such information will include a sample fee schedule reflecting the current fee 
schedule values for Medical Group’s commonly billed or requested codes.  Such 
information will include, if requested, current fee schedule values for drugs and 
immunizations. 
 


D. Notwithstanding anything to the contrary in this Exhibit, the terms of this Agreement have 
been subject to negotiation and in no case shall compensation for any Covered Service 
exceed the Eligible Billed Charge. 


 
 


Section III. WORKERS COMPENSATION AND AUTOMOBILE MANAGED CARE 
PRODUCTS 
 


A. For Covered Services subject to a Regulatory Amount, Medical Group shall be 
compensated the lesser of: 
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i. the amount outlined in the Network Access Fee Schedule set forth in Section II (B) of 
this Exhibit provided, however, if the Covered Service(s) is an Unvalued Service(s) 
under the Network Access Fee Schedule, this subsection III(A)(i) shall not apply and 
Medical Group’s compensation shall be the lesser of Sections III(A) (ii) or (iii) 
immediately below;  or 


 
ii. 85% of the Regulatory Amount; or  


 
iii. 85% of Eligible Billed Charge  


 
B. For Covered Services not subject to a Regulatory Amount, Medical Group shall be 


compensated the lesser of: 
 


i. the amount outlined in the Network Access Fee Schedule set forth Section II (B) of this 
Exhibit provided, however, if the Covered Service(s) is an Unvalued Service(s) under 
the Network Access Fee Schedule, this subsection III(B)(i) shall not apply and Medical 
Group’s compensation shall be the lesser of Sections III(B) (ii) or (iii) immediately 
below; or 


 
ii. 85% of the value of an independent, nationally-recognized entity that maintains and 


produces a database of health care provider charges (“Independent Database”).  An 
example of an Independent Database is FAIR Health.  In order to determine the 
Independent Database in effect, Medical Group may contact Provider Relations. The 
Independent Database value shall be representative of the 80th percentile of relative 
actual charges for a given procedure code in the same or similar geographic region 
where services were rendered, unless a different percentile is allowed by applicable 
state or federal law.  If the Covered Service is an Unvalued Service under the 
Independent Database methodology, this subsection III(B)(ii) shall not apply and 
Medical Group’s compensation shall be the amount set forth in III(B) (iii); or 


 
iii. 85% of Eligible Billed Charges.   


 
C. Notwithstanding anything to the contrary in this Exhibit, the terms of this Agreement have 


been subject to negotiation and in no case shall compensation for any Covered Service 
exceed the Eligible Billed Charge 


   
 
Section IV.  MEDICARE ADVANTAGE PRODUCT 
 


A. Payment for Covered Services.   Subject to Section IV(A)(ii), Medical Group will be 
reimbursed for Covered Services the lesser of:  


 
i. Medical Group’s Eligible Billed Charges; or 


 
ii. One hundred percent (100%) of the Current CMS Rate for services rendered (less 


Member responsibility, including, but not limited to, co-payments, coinsurance or 
Medicare Advantage Plan deductible) 


 
B. Reimbursement Not to Exceed Federal Limits.  In no instance will reimbursement to 


Medical Group under this Section IV exceed amounts prescribed by Federal law.  
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ALTIUS HEALTH PLANS, INC.  
BINDING LETTER OF AGREEMENT 


FOR PROVISION OF SERVICES TO NEVADA MEDICAID MEMBERS 
 


This Binding Letter of Agreement (“LOA”) is made and entered into this _____ day of 
_____________, 2012 by and between Altius Health Plans, Inc. (“Coventry”) and [INSERT 
FACILITY/PROVIDER] ____________________________ (“Provider”). 


 
WHEREAS, Coventry participates in the Nevada Medicaid program through a contract 


(the “Medicaid Contract”) with the Division of Health Care Financing and Policy (“Agency”), a 
Division of the State of Nevada, to offer a Medicaid managed care plan to enrollees 
(“Members”); and 
 


WHEREAS, Provider and Coventry mutually desire that Provider participate in 
Coventry’s provider network, and provide Covered Services to Members as provided herein. 


 
 NOW, THEREFORE, the parties hereby agree as follows: 


1. Purpose of the LOA. This binding LOA will serve as the governing document between 
the parties until such time as the parties execute a Participating Provider Agreement (the 
“Participation Agreement”) on the subject matter covered by this LOA.  The Participation 
Agreement shall contain such terms, and shall be subject to such conditions, as the two parties 
may mutually agree, provided that the Participation Agreement shall comply with applicable 
state and federal law and the Medicaid Contract.  Provider acknowledges receipt of Coventry’s 
draft of the Participation Agreement and agrees that the definitions and terms therein shall serve 
as a general guide for the duties and obligations of Provider and Coventry in addition to this 
LOA, pending final execution of the Participation Agreement.  Provider shall be given a copy of 
Coventry’s Provider Manual, which shall be incorporated by reference into this LOA.  Provider 
shall comply with the Provider Manual and Coventry’s other policies and procedures regarding 
claims submission and processing, credentialing, utilization management, and quality 
improvement. 


2. Definitions.  For the purpose of this LOA, the following definitions shall apply: 


2.1 Covered Services:  All of the health care services and supplies: (a) that are 
Medically Necessary; (b) Provider is licensed to provide to Members; and (c) that are 
covered under the terms of the Product. 
 
2.2 Medically Necessary Services: “Medically Necessary” items and services must 
have been established as safe and effective as determined by Nevada Medicaid.  The 
items and services must be: 


 
(i) Consistent with the symptoms or diagnosis of the illness or injury under 


treatment; 
 
(ii) Necessary and consistent with generally accepted professional medical standards;  
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(iii)Not furnished for the convenience of the recipient, the attending physician, the 


caregiver, or to the physician supplier; and, 
 
(iv) Furnished at the most appropriate level that can be provided safely and effectively 


to the recipient. The items and services must be appropriate and necessary for the 
diagnosis or treatment of an illness or an injury, or to improve the functioning of a 
malformed body part. 


 
The items and services must be reasonable and necessary for the diagnosis or treatment of 
an illness or injury or to improve the functioning of a malformed body member. 


  
2.3 Product: The Nevada Medicaid product includes the Medicaid health benefit 
plan(s) underwritten and administered directly by Altius Health Plans, Inc. (“Altius”) 
currently referred to as CoventryCares of Nevada. 


 
3. Provision of Covered Services.  Provider shall provide Covered Services to Members as 
set forth in the Product that are generally provided by Provider and for which the Provider has 
been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, 
consistent with professional, clinical and ethical standards and in the same manner as provided to 
Provider’s other patients.  Provider shall accept Members as new patients on the same basis as 
Provider is accepting non-Members as new patients.  Provider shall not discriminate against a 
Member on the basis of age, race, color, creed, religion, gender, sexual preference, national 
origin, health status, use of Covered Services, income level, or on the basis that Member is 
enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.  Provider shall 
make Covered Services available and accessible to Members, including telephone access to 
Provider, on a twenty-four (24) hour, seven (7) day per week basis. 


4.   Claims Submission. Provider agrees to submit its claims for reimbursement and 
encounter forms, as required by Coventry, on a UB-04 form or Centers for Medicare and 
Medicaid services (“CMS”) 1500 form with current CMS coding, current International 
Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) 
and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor 
revision) coding in accordance with the then current Medicare guidelines, whichever Coventry 
prefers.  Provider shall submit bills within one hundred twenty (120) days of the date of 
discharge unless coordination of benefit issues exist, in which case Provider shall submit bills 
within one hundred twenty (120) days after.  Provider understands and agrees that the failure to 
submit claims in accordance with this section shall constitute a waiver of the right to seek 
payment.  Provider may not bill Coventry for inpatient covered services prior to the date of 
discharge and shall not separate bills for covered services for purposes of additional payments 
under the LOA, except when hospitalizations of member are greater than or equal to sixty (60) 
days, in which case interim billing is required at the end of every sixty (60) day period thereafter.  
Provider understands and agrees that failure to submit claims in accordance with the 
requirements of this section may result in the denial of such claims.  Provider understands and 
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agrees that Provider has one (1) year from the date of service to appeal payment by Coventry.  
After this one (1) year period no further adjustments to payments shall be made. 


5. Hold Harmless.  Provider agrees that in no event, including, but not limited to, 
nonpayment by Coventry, Coventry insolvency or breach of the LOA, shall Provider bill, charge, 
collect a deposit from, seek compensation, remuneration or reimbursement from, or have any 
recourse against a Member or persons other than Coventry acting on its behalf, for services 
rendered under the LOA.  For purposes of this Section 5, services rendered under the LOA 
include those health care services delivered to Members by any and all health care professionals 
employed by or independently contracted with the Provider.  This section shall not prohibit 
collection of copayments, coinsurance, or deductibles in accordance with the Product.  Provider 
further agrees that: (i) this provision shall survive termination of the LOA regardless of the cause 
giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this 
provision supersedes any oral or written contrary agreement now existing or hereafter entered 
into between Provider and a Member or a person acting on Member’s behalf. 


6. Compliance with Coventry Policies & Procedures.  Provider agrees to comply with all 
Coventry’s policies and procedures.  Provider agrees to comply with Coventry’s Provider 
Manual, quality improvement, utilization review, medical management, peer review, grievance 
procedures, credentialing and re-credentialing procedures, coordination of benefit procedures, 
and any other policies that Coventry may implement, including amendments made to the above 
mentioned policies, procedures and programs from time to time.  Provider further agrees to 
comply with Coventry’s policy on "Hospital-Acquired Conditions" and “Wrong 
Site/Person/Procedure” (the "HAC-WSPP Policy").  The HAC-WSPP Policy shall be provided to 
Provider upon request and may be updated from time to time by Coventry.  Reimbursement for 
care associated with Hospital-Acquired Conditions and Wrong Site/Person/Procedure shall be 
determined solely in accordance with Coventry's HAC-WSPP Policy.  Coventry shall notify 
Provider of any material modifications to such policies thirty (30) days in advance of their 
applicability.  Provider further agrees to provide Coventry access to any and all records, 
including medical records. 


7. Licensure and Liability Insurance.  Provider agrees to maintain in good standing all 
licenses, accreditations, and certifications required by law and Coventry’s credentialing 
requirements for so long as the LOA is in effect.  Provider agrees to procure and maintain 
professional liability insurance to protect against all allegations arising out of the rendering of 
professional services or the alleged failure to render professional services by Provider and 
Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance 
through an insurance company or through a self insurance mechanism acceptable to Coventry.  
Professional Liability Insurance coverage shall be maintained at levels in accordance with 
minimum state law requirements, or, if there are no minimum state law requirements, at levels of 
at least One Million Dollars ($1,000,000) per occurrence and Three Million Dollars 
($3,000,000)aggregate.   Provider also agrees to procure and maintain comprehensive general 
and/or umbrella liability insurance in appropriate amounts. 


8. Compliance with Laws.  Provider agrees to comply with the Medicaid Contract, all 
applicable State and Federal requirements, laws, rules and regulations, including but not limited 
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to those of Centers for Medicare & Medicaid Services (“CMS”), any other Federal agencies and 
any State agencies of the State(s) in which Provider practices, including, without limitation, 
requirements that shall cause or require Coventry to amend the terms and conditions of the LOA.  
Provider understands and agrees that CMS and the appropriate State agencies may change or add 
to such requirements, laws, rules and regulations from time to time.   


9. Payment.  In consideration of Provider’s agreement to perform Covered Services in 
accordance with the LOA, Provider agrees to accept as payment in full for all Covered Services, 
the lesser of billed charges or [xxx%] of the then current CoventryCares of Nevada Medicaid Fee 
Schedule. 


10. Amendment.  Altius may unilaterally amend this LOA to the extent necessary to comply 
with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules.  Altius shall give advance written notice to Provider of such 
amendment and the effective date of the amendment. Altius may make any other non-regulatory 
amendments to the LOA by notifying Provider at least thirty (30) days prior to the effective date 
of the amendment.  Provider may reject the amendment upon Provider’s  receipt of such notice 
of amendment, by notifying Altius in writing of such rejection within thirty (30) days of notice 
of such amendment; provided, however, if Altius has not received notice of such rejection within 
that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment.   


11. Assignment.  The LOA, being intended to secure the services of and be personal to 
Provider, shall not be assigned or transferred by Provider without the prior written consent of 
Altius.  Altius may assign this LOA without the consent of Provider to any affiliate or any other 
entity upon thirty (30) days prior written notice. 


12. Identification.  Altius shall provide an identification card or other indicator of 
participating status which shall identify whether the Member participates in Medicaid. 


13. Access to Records. All records, books, and papers of Provider pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members, including any and all medical records, and financial, accounting and 
administrative records, books and papers, shall be open for access, inspection and copying by 
Altius, its designee and/or authorized State or Federal authorities for a period of no less than ten 
(10) years from the date of service during Provider’s normal business hours. 


14. Term of LOA.  This LOA shall remain in force until the execution of the Participation 
Agreement.   


15. Termination Without Cause.  Either party may terminate this LOA after with ninety 
(90) days prior written notice, which termination shall be effective the last day of the month 
following the ninety (90) day notice period.  


16. Termination for Breach.  Either party may terminate the LOA for the breach of a 
material term, condition or provision of the LOA, after sixty (60) days prior written notice to the 
other party, specifying such material breach.  The breaching party shall have a minimum of thirty 
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(30) days or such longer reasonable period agreed to by the parties to correct or cure such 
material breach.  If the breaching party fails or refuses to cure the material breach within such 
time, then the non-breaching party may elect to terminate the LOA effective the last day of the 
month following the end of the notice period.   


17. Immediate Termination by Coventry.  Coventry may immediately terminate Provider 
from providing Covered Services to Members for the following reasons:  


17.1 Termination, revocation, suspension or other limitation of Provider’s or license, 
certification, or accreditation. 


17.2 Provider’s suspension or termination from participation in Medicare or Medicaid. 


17.3 Termination, revocation, suspension or other limitation of medical staff privileges 
at any hospital. 


17.4 Coventry determines in good faith that the Provider’s continued provision of 
services to Members may result in, or is resulting in, danger to the health, safety or welfare of 
Members.  Where the danger results from the actions of Provider’s staff, contractors or 
subcontractors, then Provider shall suspend its relationship with such staff, contractors, 
subcontractors upon immediate notice from Coventry, at least with respect to Members, and if 
Provider fails to take such action, Coventry may terminate the LOA upon ten (10) days’ notice. 


17.5 Coventry determines in good faith that, after notice to Provider and opportunity to 
cure, Provider has not materially complied with the provisions of Coventry’s Provider Manual or 
Section 6 of this LOA, and is unwilling or unable to work cooperatively in a managed care 
environment. 


18. No Third Party Beneficiaries.  Other than as expressly set forth in the LOA, no third 
persons or entities are intended to be or are third party beneficiaries of or under the LOA, 
including, without limitation, Members.  Nothing in the LOA shall be construed to create any 
liability on the part of Coventry, Provider or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of 
any party hereto. 


19. Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by certified mail, return receipt requested, to the party to be 
notified, with the exception of fee schedule notifications, policy, procedure or regulatory 
updates, or any other general operations updates from Coventry to Provider, which shall be sent 
by electronic media distribution or first class mail.  All Notices shall be deemed to be given and 
received three (3) days after mailing to the address specified on the signature page to this LOA. 


20. Relationship.  None of the provisions of the LOA is intended to create, nor shall be 
deemed or construed to create any relationship between the parties hereto other than that of 
independent entities contracting with each other hereunder solely for the purpose of effecting the 
provisions of  LOA.  Neither Provider nor Coventry shall be liable to any other party for any act, 
or any failure to act, of the other party to the LOA.  
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21. Governing Law.  The LOA shall be governed by and construed in accordance with the 
laws of the State of Nevada without regard to such State’s choice of law provisions. 


22. Representation by Counsel.  Each party acknowledges that it has had the opportunity to 
be represented by counsel of such party’s choice with respect to the LOA.  In view of the 
foregoing and notwithstanding any otherwise applicable principles of construction or 
interpretation, the LOA shall be deemed to have been drafted jointly by the parties and in the 
event of any ambiguity shall not be construed or interpreted against the drafting party. 


23. Severability.  In the event any portion of the LOA is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 


24. Authority.  Provider represents and warrants that it has the authority to enter into this 
LOA on behalf of all persons who provide Covered Services to Members billed under this LOA, 
whether employed, contracted, or via other relationship with Provider.  Provider further 
understands and agrees that all persons who provide Covered Services to Members under this 
LOA, whether employed, contracted, or via other relationship with Provider, are subject to all 
terms and conditions of this LOA.  Upon Coventry’s request, Provider shall provide evidence 
that any such persons are obligated to comply with the terms and conditions of this contract, 
either through employment, or written acknowledgement of such obligation. 


 
 


[SIGNATURE PAGE TO FOLLOW]
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INTENDING TO BE BOUND, this Letter of Agreement has been duly executed by the 
authorized representatives of the parties set forth below as of the date first written above. 


 
Altius Health Plans, Inc. [INSERT PROVIDER NAME] 
  
 
By:       By:      


Print Name:  Print Name:     


Date:  Date:      


Title:  Title:      


Tax ID#:     


Altius Address for Notice:   Provider Address for Notice: 


 


________________________  ________________________ 
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CoventryCares of Nevada,  
An Altius Health Plan, Inc. Medicaid Product 


Letter of Intent and Provider Information Form 


 
LETTER OF INTENT TO CONTRACT WITH  


ALTIUS HEALTH PLAN, INC. 
FOR PROVISION OF SERVICES TO NEVADA MEDICAID RECIPIENTS 


 
This Letter of Intent (LOI) is made and entered into this _____ day of _____________, 2012 by and 
between Altius Health Plan, Inc. for its Medicaid product, CoventryCares of Nevada (Coventry), and 
____________________________ (Provider). 
 
By signing below, Provider is willing to enter into contract negotiations with Coventry for the provision 
of Medicaid covered services to Nevada Medicaid recipients in the event that Coventry is awarded a 
contract to participate as a Medicaid managed care organization with the Division of Health Care 
Financing and Policy, Department of Health and Human Services (Department).. 
 
As soon as practicable after execution of this LOI, Coventry and Provider shall (a) negotiate in good faith 
to enter into and (b) proceed with the preparation of a definitive participating provider agreement 
(“Participation Agreement”) on the subject matter covered by this LOI.  The Participation Agreement 
shall contain such terms, and shall be subject to such conditions, as the two parties may mutually agree, 
provided that the Participation Agreement complies with applicable state and federal law and Coventry’s 
contract with the Department.  This LOI shall remain in place until the Participation Agreement is 
executed, or as otherwise mutually agreed upon by Coventry and Provider.  
 
This LOI contains all of the understandings of Coventry and Provider on the matters reflected in this 
document.  This LOI supersedes all other understandings; oral or written, between Coventry and Provider 
on the matters reflected in this document.  This LOI is non-binding.  Only a mutually executed contract 
will establish an agreement. 
 
The parties agree that the contents of this LOI may be released to the Department or other state 
government agencies for purposes of identifying Coventry’s potential provider network, which may be 
considered as part of the Department’s evaluation of Coventry’s bid. 
 
IN WITNESS WHEREOF, Altius Health Plan, Inc. and Provider have hereunto set their hands on the 
date first above written. 
 
Provider 


                                                                       
Altius Health Plan, Inc.  


 
 


  


Signature  Signature 
   
   
Print Name  Print Name 
   
   
Title  Title 
   
   
Date  Date 
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 [  #  ] AMENDMENT TO THE 
PARTICIPATING [MEDICAL GROUP/ HOSPITAL] AGREEMENT 


BETWEEN 
Altius Healh Plans, Inc 


AND 
[PROVIDER NAME] 


 
This [ # ] Amendment ("Amendment") dated this [  ] day of [month], [year], amends the Participating 
[Hospital/ Medical Group] Agreement ("Agreement") effective [contract effective date], by and between 
[Provider Name] on behalf of its affiliate hospitals, medical groups,  and providers including [list of 
providers] (hereinafter referred to collectively as [(“Medical Group” / "Hospital ")], medical groups and 
providers agreed by the parties listed on Attachment A, and Altius Health Plans, Inc. ("Coventry ). The 
"Effective Date" of this Amendment shall be [amendment effective date]. 
 


RECITALS 
 
WHEREAS, Coventry and [Medical Group / Hospital] desire to amend the compensation methodology 
set forth in the Agreement to include a Medical Home incentive component related to Covered 
Services provided to Members; and  
 
WHEREAS, the Parties wish to amend the Agreement as provided herein. 
 
NOW, THEREFORE, in consideration of the foregoing, the mutual agreements herein contained, and 
other good and valuable consideration, the receipt and sufficiency of which are hereby acknowledged, 
the Parties agree as follows: 
 
1. The Agreement is hereby amended to add the attached Attachment [ ] to Exhibit __ 


(Compensation) of the Agreement.   
 
2. [Exhibit __ of the Agreement is hereby deleted and replaced with the new Exhibit __ attached 


hereto. 
 
3. Section __ of the Agreement is hereby amended to add the following sentence:  “Hospital 


represents and warrants that the reimbursement rates set forth in Exhibit __ are equal to or lower 
than the reimbursement rates that Hospital has offered any other health plan. In the event that 
Hospital subsequently agrees to lower reimbursement rates with any other health insurance 
carrier, health maintenance organization or other health plan, Hospital shall immediately notify 
Coventry and the parties immediately shall amend this Agreement to implement the same or lower 
rates that Hospital agreed to with the other health plan.  Upon reasonable request, and no more 
frequently than once in any twelve month period, Hospital shall provide all reasonably necessary 
documentation to an independent third party selected and paid for by Coventry, to demonstrate 
that the reimbursement rates under this Agreement are in fact equal to or lower than any other 
reimbursement rates offered by Hospital.  If the independent third party finds that the 
reimbursement rates are not equal to or lower than any other reimbursement rates offered by 
Hospital, then the rates in this Agreement shall be immediately modified to equal any such lower 
rates, and Hospital shall reimburse Coventry for the costs of the independent third party review.” 


 
4. This Amendment shall be effective on ________, 20__. 
 
5. Capitalized terms not otherwise defined in this Amendment shall have the meanings ascribed to 


them in the Agreement. 
 
6. This Amendment may be executed in any number of counterparts, each of which shall be deemed 


an original, but all of which together shall constitute one and the same instrument. 
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7. All other terms, conditions and provisions of the Agreement not inconsistent with this Amendment 
shall remain in full force and effect. 


 
INTENDING TO BE BOUND, the Parties have executed this [  ] Amendment as of the date first written 
above. 
 
[PROVIDER]      Altius Health Plan, Inc. 
 
   


Signature  Signature 


   


   


Print Name  Print Name 


   


   


Title  Title 
   


   


Date  Date 
   


   


Federal Tax ID Number (TIN)   
   


   


National Provider Identifier (NPI)   
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Attachment __ 
Shared Savings Program and Other Quality Program In centives  


 
This Attachment __ is attached to Exhibit __ of the  ________ Agreement between __________ and 
_____. 


 
Section 1   Definitions 
 
1.1. Adjusted Medical Loss Ratio or Adjusted MLR:    The total of Medical Expenses incurred by 


Coventry for Covered Services rendered to Assigned Members expressed as a percent of 
Premium for Assigned Members for the Measurement Period. All MLR calculations shall be 
calculated and rounded to the nearest 0.1%. 


 
1.2. Assigned Member(s):    An individual who is enrolled in Coventry and has selected or has been 


assigned to a Medical Group PCP who is eligible for participation in the Medical Home/Shared 
Savings Program.  Member assignment changes to a PCP will be applied to Medical Group’s 
MLR as of the effective date of the member assignment change.  May also be referred to 
throughout as “Member(s)”. 


 
1.3. Base Compensation:   The amount that Coventry pays to [Medical Group / Hospital] for 


provision of Medically Necessary Covered Services pursuant to the Agreement, not including 
amounts paid under the Shared Savings Programs and Medical Quality Incentives provided in 
this Attachment ___. 


 
1.4. Floor Adjusted MLR :  is the Adjusted MLR percentage below which Shared Savings is not 


available under the formulas set forth in Section 2.1. 
 
1.5. Healthcare Effectiveness Data and Information Set (“HEDIS”):   A set of measures 


developed by the National Committee for Quality Assurance (“NCQA”) designed to assess the 
quality of healthcare. 


1.6. Incurred But Not Reported (“IBNR"):  An estimated amount of claims liability for Covered 
Services already provided to Members but for which Coventry has not yet been billed and/or 
paid. IBNR is based on historical claims payment patterns. 


 
1.7. Measurement Period:   The 12 month period that commences upon January 1st of each year. 
 
1.8. Medical Expense(s):  Costs incurred during the Measurement Period by Coventry for Covered 


Services to Assigned Members, including any expense related to Assigned Members added 
retroactively. Such Medical Expenses shall also include, but shall not be limited to: 


 
(i) Fee for service and any form of capitation payments for Covered Services;  
 
(ii) Reimbursement for annual physical examinations for applicable Members 


 
(iii) Out-of-Network (OON) Medical Expenses;  


 
(iv) Medical Quality and Coding Incentive Payments;  


 
(v) All covered hospital, skilled nursing facility and professional inpatient expenses 


incurred from admission to discharge, including any such expense incurred after 
Member's coverage termination date and/or transfer date to a different primary care 
physician when such termination or transfer occurred before discharge;  
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(vi) Any Covered fee-for-service claim expenses incurred by Coventry, that are above the 
Base Compensation, even if compensation for such services is included under a 
capitation agreement;  


 
(vii) All pharmacy claims and expenses; 
 
(viii) Applicable IBNR amounts; and 
 
(ix) The Pooling Charge as described in Section 2.4. 


 
The following items will not be considered Medical Expenses: 
 
(i) Medical Expenses which Coventry recovers from another party, including but not 


limited to, claims involving coordination of benefits, retroactive terminations, 
subrogation, or workers' compensation; 


 
(ii) Medical Expenses for an Assigned Member admitted prior to and still hospitalized on 


the date the Assigned Member's PCP selection becomes effective;  
 


(iii) As may be applicable, copayment, co-insurance and deductible amounts paid by an 
Assigned Member;  


 
(iv) Any Payments made under the Shared Savings Program; and 


 
(v) Medical Expense per Member exceeding Pooling Charge Medical Expense threshold, 


excluding Medical Expense from newborns with birth weight less than or equal to 
1,500 grams already accounted for in Section 1.9(i) above. 


 
1.9. Medical Quality Measures:  A defined set of quality incentive measures, as defined in Exhibit 


B, by which the [Hospital/ Medical Group] will be scored each Measurement Period and a 
portion of the Shared Savings Pool will be paid out based on the performance for each 
measure, as described in Sections 2 and 3. 


 
1.10.  Out of Network (“OON”):   Covered Services provided by non-Participating Providers, in or 


out of Health Plan’s service area. 


1.11. Out of Area ("OOA"):  Covered Services provided outside of the Advantra service area. 
 
1.12. Participating Provider Agreement:   The contract that establishes the participating provider 


status between physicians, hospitals and ancillary providers, including [Medical Group/ 
Hospital] PCP’s, and Coventry which sets forth the terms under which participating providers 
provide Covered Services to Members and receive reimbursement. 


 
1.13. PMPM: Per Member Per Month. 
 
1.14. Pooling Charge:   The value added to the Medical Expense to represent expected Medical 


Expense from Assigned Members whose Medical Expenses exceed the set medical expense 
threshold for the Measurement Period. Since Medical Expense excludes actual Medical 
Expense over the threshold for these Assigned Members, addition of the pooling charge 
replaces actual catastrophic claim experience for any given [Medical Group/ Hospital] with 
expected average catastrophic claim experience for population during a Measurement Period.  
The Pooling Charge and the medical expense threshold are set forth in Section 2.4.  


 
1.15.  Primary Care Physician ("PCP"):  Is a Doctor of Medicine ("M.D.") or a Doctor of Osteopathy 


("D.O.") who: (1) is duly licensed and qualified under the laws of the jurisdiction in which 
Covered Services are rendered; (2) is a Participating Provider; (3) is a type of physician 
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Coventry authorizes as a PCP (i.e., family practice, general practice, internal medicine, 
pediatric medicine); (4) has been selected by a Assigned Member to provide or arrange for the 
provision of Covered Services; and (5) is practicing as a subcontractor, shareholder, partner, 
or employee of [Medical Group/ Hospital]. 


 
1.16. Premium:  The monthly dollar amount Coventry receives from the State Medicaid Agency (the 


“Agency”) for the Members that are assigned to the Medical Group in return for providing 
coverage to Members pursuant to Coventry’s contract with the Agency, and adjusted for: (1) 
any CMS or Agency adjustments, including but not limited to, administrative expenses, annual 
risk adjustments, reconciliations, etc.; (2) retroactive enrollment changes; and (3) any 
adjustments in financial responsibility.  The following payments received by Health Plan from 
the Agency will not be considered Premium: (i) Supplemental provider payment, such as but 
not limited to, Hospital Reimbursement Adjustment (HRA), General Medical Education (GME), 
Specialty Network Access Fee (SNAF); (ii) Premium taxes. For Medicaid markets where state 
premium structure involves separate lump sum payments for newborns < 1,500 grams, the 
Premium calculation will exclude the separate lump sum revenue payments for newborns 
<1,500 grams (since they are excluded from the Medical Expense calculation defined above).   


 
1.17. Quality Incentive Payment ("QIP"):  A PCP incentive payment which is based upon a 


formula which measures the successful performance of each PCP of the Quality Medical 
Measures. 


 
1.18. Settlement:  The process of determining the applicable incentive payments, if any, during any 


Measurement Period. 
 
1.19. Shared Savings MLR Corridor:  The Adjusted Medical Loss Ratios between and including 


the Floor Adjusted MLR and Ceiling Adjusted MLR, which establishes the [Medical 
Group/Hospital]’s eligibility to receive a portion of the Assigned Member Premium as 
described in Section 2 below, subject to the limitations described herein.   


 
1.20. Shared Savings Pool:   Is the pool of funds which is established and funded as described in 


Section 2 of this Attachment from which Coventry will pay certain incentive payments to 
[Hospital/Medical Group] if certain conditions and Medical Quality Measures are met.   


 
1.21. Ceiling Adjusted MLR:  the Adjusted MLR percentage that must be met in order for the 


Shared Savings Pool to be funded in accordance with the formulas set forth in Section 2.1.  
 
 
Section 2     Shared Savings Program  
 
In addition to the Base Compensation described in the Agreement, [Hospital/Medical Group] may be 
eligible to receive the additional compensation described in this Section 2 based on [Hospital or 
Medical Group’s] Adjusted MLR results and certain Medical Quality Measures described below. 
Examples (for illustrative purposes only) of the calculations are set forth at Appendix A. 
 
Upon request from Coventry, [Hospital/Medical Group] shall provide attestation that [Hospital/Medical 
Group] paid appropriate Share Savings payment amounts to all applicable PCPs. 
 
2.1  Shared Savings MLR Corridor and Shared Savings  Pool Funding 
 


The Floor Adjusted MLR and the Ceiling Adjusted MLR establish the range in which the 
Shared Savings Pool will be funded.  The Shared Savings Pool (if any) will be shared by 
[Hospital/Medical Group/PCP] in accordance with the metrics and Quality Incentive Payments 
set forth below.    


 
  Floor Adjusted MLR  Ceiling  Adjusted MLR  
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Measurement Period  
[year ] 


[ ]% [ ]% 


Percent of Premium 
Contributed to  
Shared Saving Pool 


[INSERT RANGES TO 
REFLECT % of PREMIUM 
SHARED BETWEEN 
FLOOR AND CEILING] 


 


 
  
 If Adjusted MLR for a Measurement Period is between or including the Floor and Ceiling 


Adjusted MLR, then Coventry will fund the Shared Savings Pool with an amount equal to the 
percentage of Premium set forth in the chart above.     


 
[THE FOLLOWING FORMULAS CAN BE USED TO DESCRIBE HOW  MUCH FUNDS WILL GO 
INTO THE POOL/ DELETE ANY THAT ARE NOT APPLICABLE:]  
 


 For each measurement period, 
 
[SIMPLE SINGLE COORIDOR SHARED SAVING FORMULA] 
 


• If the Adjusted MLR for a Measurement Period is less than the Ceiling 
Adjusted MLR, an amount equal to the difference between the Ceiling 
Adjusted MLR less Adjusted MLR multiplied by Total Premium and then 
[multiplied by [50 or 100]%] will be used to fund the Shared Savings Program 
Pool for the [Hospital/Medical Group]. In no event shall the difference 
between the Ceiling Adjusted MLR and Adjusted MLR be greater that the 
difference between the Ceiling Adjusted MLR and the Floor Adjusted MLR 
(i.e., __ %). 


 
 (Ceiling Adjusted MLR – Adjusted MLR) x Total Premium x __% = Shared Savings Pool amount 


 
• In addition, if Adjusted MLR for the Measurement Period is within the Shared 


Savings MLR Corridor but between __% and the Floor Adjusted MLR, then 
Coventry shall fund the Shared Savings Pool with [__%] of the product of 
Total Premium multiplied by difference between __% and Adjusted MLR.  


 
   (___% – Adjusted MLR) x Total Premium x [__]% = Shared Savings Pool amount  


 
If the Adjusted MLR is outside of the Shared Savings Corridor for any Measurement Period, 
then Coventry shall not fund the Shared Savings Program Pool and no Shared Savings 
Program payments shall be made for the Measurement Period.   


 
2.2 Shared Savings Pool Distribution:  If the Shared Savings Pool is funded for any 


Measurement Period, then following the Settlement described in Section 2.3 below, Coventry 
shall distribute the Shared Savings Pool as follows:  


 
a.   [Hospital shall receive __% of the Shared Saving Pool],  
b. [Medical Group] shall receive __% of the Shavings Pool,  
c. Up to __% of the Shared Savings Pool will be distributed to [Medical Group/PCP] 


depending on the Quality Medical Measures that are met by the [Medical Group/PCP].  If 
no Quality Medical Measures are not met by the {Medical Group/PCP] then the __% of 
Shared Savings Pool shall be [retained by Coventry/distributed to Hospital].  The Medical 
Quality Measures and related processes are set forth in Section 3 below. 


 
2.3    Measurement Period Settlement .  A Shared Savings Program settlement (“Shared-Savings 


Settlement”) to determine any Shared-Savings Program compensation due pursuant to this 
section will be completed in two stages, an Interim Settlement and a Final Settlement.   
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2.3.1  An Interim Settlement shall be completed ninety (90) days from the end of each 
Measurement Period and shall include:  (i) all Medical Expenses and Premiums for the 
Measurement Period as calculated through the end of sixty (60) days following the end of the 
Measurement Period to capture claims run-out and retroactive enrollment adjustments made 
after the end of the Measurement Period (“Interim Run-out Period”); (ii) an IBNR factor based 
on Coventry’s total Member claims experience, and (iii) any additional amounts determined 
solely by Coventry that may be expected due to unusual events or claim situations.   
  
2.3.2  The Final Settlement shall be completed two hundred and ten (210) days after the end 
of each Measurement Period, The Final Settlement will include: (i) all Medical Expenses and 
Premiums for the Measurement Period as calculated through the end of one hundred eighty 
(180) days following the end of the Measurement Period to capture claims run-out and 
retroactive enrollment adjustments made after the end of the Measurement Period (“Final 
Run-out Period”); (ii) an IBNR factor based on Coventry’s total Member claims experience, 
and (iii) any additional amounts determined solely by Coventry that may be expected due to 
unusual events or claim situations.   
 
2.3.3    Coventry shall have to the end of the Interim and Final Settlement Periods to compile 
the data and submit the Shared Savings Program reports in an electronic format to Hospital.   
 
2.3.4 Coventry shall distribute any amounts due and owing under the Shared-Savings 
Settlement within thirty (30) days following the end of both the Interim Settlement and the Final 
Settlement    Any Final Settlement amount due to [Hospital/Medical Group] shall be net of any 
Interim Settlement Amount previously paid by Coventry.  If any amounts are due to Coventry, 
[Hospital/Medical Group] shall remit such amounts with thirty days of receipt of written notice 
from Coventry. 
 
2.3.5  The Parties shall identify any disputes related to the Shared-Savings Final Settlement 
within sixty (60) days of receipt by Hospital by providing written notice to the other Parties.  If 
[Hospital or Medical Group] notifies Coventry, in writing, of any dispute surrounding the 
Shared-savings Settlement, the Parties shall use best efforts to resolve all identified issues 
within sixty (60) days following Coventry’s receipt of such notice.   The parties shall work in 
good faith to resolve the dispute within the sixty day period.  If the parties are unable to 
reconcile the dispute within such period, the disputing party shall have the option of initiating 
the dispute resolution process, which shall be different from any dispute resolution process set 
forth in the Agreement, or not pursuing the dispute any further. The dispute resolution for 
Shared Savings Program Settlements shall be conducted by an independent nationally 
recognized independent account firm which does not have a relationship with either party.  
The parties shall agree on the independent accounting firm.  The parties shall jointly engage 
the accounting firm and submit the documentation to support their positions.  The parties 
agree to provide access to necessary documentation to the accounting firm.  The accounting 
firm shall make its determination and the parties shall be bound by its decision.   With respect 
to the accounting firm fees, if Coventry makes an error that is greater than 10%, Coventry 
shall pay the accounting firm’s fees.  If the error is 5% or less (or in the [Hospital’s or Medical 
Group’s]  favor) , the [Hospital or Medical Group] shall pay the fees of the accounting firm. If 
the error is between 5.1% and 9.99%, the parties shall split the cost of the auditor.  
 
2.3.6  Upon resolution of all outstanding issues surrounding the Shared-Savings Program 
Final Settlement and distribution of funds as appropriate, the Measurement Period under 
review shall be considered closed and the Final Settlement will be considered undisputed.  If 
neither [Hospital nor Medical Group] notifies Coventry, in writing, within [thirty (30), sixty (60)] 
days of receipt of the Shared-Savings Program Final Settlement, of any disputes relating to 
the Shared-Savings Final Settlement, the Shared-Savings Final Settlement shall be 
considered undisputed and shall not be subject to any appeal or reconsideration by any party.   
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2.4  Pooling Charges and Medical Expense Threshold.   The Pooling Charge for the initial 
Measurement Period shall be equal to __% of the actual medical loss ratio for the 
Measurement Period and shall be added the medical loss ratio such that it becomes a 
component of the Adjusted MLR for any given Measurement Period.  The medical expense 
threshold for the initial Measurement Period shall be $___________.  Any actual claims in 
excess of the medical expense threshold shall not be included in the Adjusted MLR for the 
measurement period  Coventry may modify the Pooling Charge and the medical expense 
threshold for each Measurement Period by providing written notice to [Hospital/Medical Group]      
 


 
Section 3     Medical Quality Measures 
 
3.1   Medical Quality Measures:   In addition to the Base Compensation stated in the Agreement, 


[Medical Group/ Hospital] may be eligible to receive funds from the Shared Savings Pool if 
certain Medical Quality Measures are met by [Hospital/Medical Group/PCP].  If the Shared 
Savings Pool is not funded for a Measurement Period, then no payments will be made for 
meeting the Medical Quality Measures.   


 
3.2    Program Description.  The Medical Quality Measures program shall consist of the following 


initiatives: 
 


3.2.1. Education Participation.  To be eligible for any payment based on achieving a Medical 
Quality Measure the [Medical Group/PCP/Hospital] must participate in mutually agreed upon 
education sessions related to the Coventry’s medical home program.  Failure to participate in 
such education programs shall cause [Medical Group/PCP/Hospital] to lose eligibility to 
receive the portion of the Shared Savings Pool designated for Medical Quality Measures.  
 
3.2.2. The Medical Quality Measures set forth on Exhibit B will be measured for the 
Measurement Period and if the [Hospital/Medical Group/PCP] meets the performance scores 
described in Exhibit B, then Coventry will make the corresponding payments from the Shared 
Savings Pool set forth in the Exhibit B. 


 
3.3    Payment From Shared Savings Pool Based Medic al Quality Measures 


In accordance with the performance measures set forth in Section 3.2, [Hospital/Medical 
Group/PCP] shall receive the Medical Quality Measure payments from the Shared Savings Pool.  
The measurements will occur during the Settlement and will be based upon the criteria set forth 
in Exhibit [ ] including applicable HEDIS data.  


.   The payments based on Medical Quality Measures will be subject to the funding of the Shared 
Savings Pool and payments will be made at the Final Settlement. If any Medical Quality 
Measures are not met, the Shared Savings Funds that are tied to such Medical Quality 
Measures shall not be distributed to Physicians by [Hospital/Medical Group] 


 
Section 4    Physical Exam Supplemental Process & R eimbursement 
 
4.1 Annual Physical Examination Obligations . Medical Group agrees to complete the required 


Health Plan Physical Examination form at the time of each Member’s annual physical 
examination.   Instructions for completion of such form shall be provided to Medical Group by 
Health Plan.  Medical Group agrees that it shall provide a complete physical examination to 
each Member one time per calendar year.   


 
Medical Group acknowledges that successful completion of such form shall include, but not be 
limited to, an indication of each of Member’s illnesses, complaints, disabilities, cognitive and 
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depression screenings, morbidities and co-morbidities that are significant to the Member’s 
health status, regardless of the date of such onset or diagnosis.  Medical Group agrees to 
document such health status with all applicable diagnosis codes listed in the then current issue 
of ICD9-CM or ICD10.  Medical Group shall document the Member’s medical record with the 
same information, shall include the Health Plan Physical Examination form in the record, and 
shall attach a copy of the applicable visit notes when submitting the Health Plan Physical 
Examination form, as requested, to Health Plan.  Medical Group shall also document the 
laboratory examination scores and related indicators as specified in the quality reporting section 
of the Health Plan Physical Examination form. 


 
4.2 Annual Physical Exam Form Completion  – An initiative that provides enhanced Base 


Compensation payment for the Medical Group’s providers to complete required Health Plan 
forms that identify HEDIS measured diagnostic tests and results, and record all diagnostic 
codes applicable to Medical Group Members at the time of Member’s annual physical medical 
examination.  Medical Group will follow billing and coding procedures for physical exam as 
outlined in the Medical Home Provider Guide. 


 
4.3 Annual Physical Exam Form Payment Distribution - Medical Group shall receive their 


existing reimbursement pursuant to their Agreement and this Amendment.  Medical Group 
shall receive an additional payment for each annual Physical Exam performed along with a 
completed Health Plan Physical Examination form for each Member each year.  Such 
payment shall be [fifty dollars ($50.00), or one hundred dollars ($100.00)] if the practice is an 
NCQA Physician Practice Connections® – Patient Centered Medical Home (PPC-PCMH™) 
Level 3 recognized medical home.  This amount will be in addition to any Base Compensation 
amount specified in the Agreement for the physical exam codes. Health Plan reserves the 
right to audit the medical records to review each form.  Medical Group agrees to be available 
to answer any questions Health Plan staff may have regarding any completed Health Plan 
Physical Examination forms.  Health Plan will make such payment to Medical Group according 
to Health Plan claim payments policy.  


 
4.4 Health Plan Review of Records.  Medical Group shall cooperate with Health Plan’s 


retrospective review of Member’s medical records in accordance with the applicable 
provisions of the Agreement in order to evaluate and determine what payment is owed under 
this Amendment.  Such cooperation shall include, upon reasonable notice, pulling all Member 
medical records requested by Health Plan, making office space available for such record 
review, answering any Health Plan questions which may arise during the review process, and 
providing access and instruction for access to any electronic medical records.  Medical Group 
agrees to cooperate with Health Plan’s outreach coordinators as Health Plan requires for chart 
review and clarification of the required Physical Examination form information. 


 
Section 5     Term and Termination of Programs  
 
5.1 Term  The programs set forth in this Attachment __ shall begin on ___________ and shall 


end on ____________. 
 
5.2 Termination of Programs.  Coventry reserves the right to discontinue all or part of the 


program described in this Attachment __, including but not limited to the Shared Saving 
Program and QIP at any time by providing thirty (30) days prior written notice to [Medical 
Group/ Hospital], subject to pro rata reconciliation and payment processes described in 
Section 2 above.  The termination of any or all of these programs shall have no effect on term 
of the Agreement nor its other terms and conditions.   


 
Section 6   Medicaid Requirements  
 
6.1 Physician Incentive Plan Requirements:   In the event this Amendment contains a Physician 


Incentive Plan (“PIP”) as defined by federal law, the PIP shall comply with 42 C.F.R. 417.479, 
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42 C.F.R. 438.6(h), 42 C.F.R. 422.208 and 42 C.F.R. 422.210.  Coventry shall make no 
specific payment directly or indirectly under a PIP to [Medical Group/ Hospital] as an 
inducement to reduce or limit Medically Necessary services furnished to a Member.  The PIP 
shall not contain provisions that provide incentives, monetary or otherwise, for the withholding 
of Medically Necessary care.  Coventry shall disclose to CMS information on PIPs in 
accordance with 42 C.F.R. 417.479(h)(1) and 417.479(l) and at the times indicated in 42 
C.F.R. 417.479(d) – (g).  [Medical Group/ Hospital] shall cooperate with and assist Coventry 
with compliance with the foregoing.  [Medical Group/ Hospital] agrees that in the event 
[Medical Group/ Hospital] is deemed to be at substantial financial risk under the PIP 
Regulations, [Medical Group/ Hospital] shall (i) cooperate and assist Coventry in conducting 
satisfaction surveys of Members using the [Medical Group/ Hospital]’s services and (ii) obtain, 
at [Medical Group/ Hospital]’s sole expense, any additional stop loss insurance required 
pursuant to the PIP Regulations.  In the event [Medical Group/ Hospital] must obtain stop loss 
insurance pursuant to the PIP Regulations, [Medical Group/ Hospital] shall obtain a stop loss 
policy with the following terms: (i) the policy is guaranteed renewable; (ii) termination of the 
policy shall not affect or reduce the policy insurer’s obligation to cover, or responsibility for 
coverage of, the [Medical Group/ Hospital]’s claims for Covered Services provided to 
Members during the term of such policy and which are covered under the applicable benefit 
plan; and (iv) the policy insurer will provide notice of termination or cancellation of the policy to 
Coventry.    


 
In accordance with CMS requirements, in no event shall the total incentive payment, if any, in 
any year exceed an amount equal to 33% of the total compensation paid to [Medical Group/ 
Hospital] under this Agreement.  
 


6.2 Open Practice.  [Hospital/ Medical Group / PCP] shall remain open to and accept as patients, 
any Member and prospective Member for as long as this Amendment is in effect. 


 
6.3 No Incentive for Under-Utilization.  The parties agree that the programs set forth in this 


document are not intended to encourage the health care providers to not request or render 
medically necessary services.  In the event that [Hospital/Medical Group] are concerned that 
the programs are having such an impact, [Hospital/Medical Group] shall notify Coventry 
immediately and the parties will work in good faith to address those concerns and modify the 
programs to the extent necessary.   
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Exhibit A 
 


Shared Savings Program Model – Payment Scenarios 
 


% MLR 


Ceiling 


Full Gain Share 


Floor 


0% 


50% XYZ Sys 
50% CVH 


100% XYZ System 
(System shares bonus with 
PCPs) 


50% PCPs 


50% XYZ Sys 


Incentive Bonus Model Sample 
Gain Sharing for Systems  
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[Health plan note: PCMH  Lite Model - to be utilized for Medical Group only] 
 


Scenario 1        


Premium $700       


Membership 3,000      


Adjusted MLR 87%      


       


Contract Terms       


Total Premium  $700.00     


Shared Savings MLR Ceiling  80%     


Shared Savings MLR Floor  77%     


   Over Shared Savings MLR Ceiling: Practice doesn't receive any bonus payment     
   Between The Shared Savings MLR Ceiling and Shared Savings MLR 
Floor:  Practice receives 1% of Premium 1%     


   Every 1% Below Shared Savings MLR:  we share 50 / 50 with practice     


Pct of Bonus based on MLR  50%     


Pct of Bonus Based on PCHM Medical Quality measurements  50%     


       


   


Improvement % Points from Previous Year 
and Achieving Minimum Performance 
Level  


   Level 1 Level 2 Level 3  


   Medical Quality Measurement 1  20% 50% 75% 100%  


   Medical Quality Measurement 2  20% 50% 75% 100%  


   Medical Quality Measurement 3  20% 50% 75% 100%  


   Medical Quality Measurement 4  20% 50% 75% 100%  


   Medical Quality Measurement 5  20% 50% 75% 100%  


       


       


Payment Scenario 1       


  Results P/F Payment1 


** See note 
box 


 


Full Year Bonus Potential   $378,000    


MLR results  76% Pass $189,000  


Pct of Premium Allocated for Bonus Payment  1.5%    


      


PCHM Medical Quality measurements Percentile Bonus    


   Medical Quality Measurement 1 Level 1 50.0% Pass $18,900.00  


   Medical Quality Measurement 2 Level 2 75.0% Pass $28,350.00  


   Medical Quality Measurement 3 Level 2 75.0% Pass $28,350.00  


   Medical Quality Measurement 4 Level 3 100.0% Pass $37,800.00  


   Medical Quality Measurement 5 Level 3 100.0% Pass $37,800.00  


      


Total Payment       $340,200.00  


       
1 Difference Between Total Payment and Total Funding is due to the results in Medical Quality scores not meeting the criteria for 100% 
payment     


 
**Note Box: 


1.5% of Premium Bonus Funding: (76% Actual MLR) 
- Actual MLR is 1% Below Shared Savings MLR Floor  (77%)  
Bonus Funding =1% of Premium for meeting Shared Savings MLR Ceiling + 
  76% Actual MLR 
- 77% Shared Savings MLR Floor 
1% - to be split 50% =  0.5% of Premium additional Bonus funding 
1% of Premium from Ceiling MLR + 0.5% additional Gain Share MLR= 1.5%  
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[Health plan note: PCMH  Lite Model - to be utilized for Medical Group only] 
 


Scenario 2       


Premium $700       


Membership 3,000      


Adjusted MLR 87%      


       


Contract Terms       


Total Premium  $700.00     


Shared Savings MLR Ceiling  80%     


Shared Savings MLR Floor  77%     


   Over Shared Ceiling MLR Ceiling:  Practice doesn’t receive any bonus payment     
   Between The Shared Savings MLR Ceiling and Shared 
Savings MLR Floor:  Practice receives 1% of Premium 1%     


   Every 1% Below Shared Savings MLR Floor: we share 50 / 50 with practice     


Pct of Bonus based on MLR  50%     


Pct of Bonus Based on PCHM Medical Quality measurements  50%     


       


   
Improvement % Points from Previous Year and 
Achieving Minimum Performance Level  


   Level 1 Level 2 Level 3  


   Medical Quality Measurement 1  20% 50% 75% 100%  


   Medical Quality Measurement 2  20% 50% 75% 100%  


   Medical Quality Measurement 3  20% 50% 75% 100%  


   Medical Quality Measurement 4  20% 50% 75% 100%  


   Medical Quality Measurement 5  20% 50% 75% 100%  


       


       


Payment Scenario 2       


  Results P/F Payment1 


** See note 
box 


 


Full Year Bonus Potential   $252,000    


MLR results  78% Pass $126,000  


Pct of Premium Allocated for Bonus Payment  1.0%    


      


PCHM Medical Quality measurements Percentile Bonus    


   Medical Quality Measurement 1 Level 1 50.0% Pass $12,600.00  


   Medical Quality Measurement 2 Level 2 75.0% Pass $18,900.00  


   Medical Quality Measurement 3 Level 2 75.0% Pass $18,900.00  


   Medical Quality Measurement 4 Level 3 100.0% Pass $25,200.00  


   Medical Quality Measurement 5 Level 3 100.0% Pass $25,200.00  


      


Total Payment       $226,800.00  


1 Difference Between Total Payment and Total Funding is due to the results in Medical Quality scores not meeting the criteria for 100% payment    
 
**Note Box: 


1.0% of Premium Bonus Funding: (78% Actual MLR) 
Bonus Funding = 
1% of Premium for meeting Shared Savings MLR Ceiling 
(Actual Adjusted MLR is between Shared Savings MLR Ceiling and Shared Savings MLR Floor) 
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[Health plan note: Gain Share - to be utilized for Hospital only] 
 


Scenario 1: Actual MLR between Ceiling and Full Gain             


Total Premium 


 
$700.00 
 


(illustrative)           
Shared Savings Ceiling MLR 81.7%            
Full Gain MLR 75.9%            
Shared Savings Floor MLR 70.0%            
             
Bonus Sharing with PCP below Ceiling 50%            
Bonus Sharing with PCP below Full Gain 25%            
             


Bonus Funding  
 
           


 Results            
Actual Adjusted MLR 78%            
A) Shared Savings Pool Funding 1.85% of Premium            
     Shared Savings Pool (pmpm) $12.95            
B) Full Gain Bonus Funding  n/a             
     Full Gain Bonus (pmpm)  n/a             
             


PCP QIP Funding Weights 
Actual 
Performance 


 
Earned Bonus 
 


(illustrative)         
   Evidence Based Guideline Compliance 16.6% 75% 12%          
   Preventable Admissions 16.6% 75% 12%          
   Rx Compliance / Performance 16.6% 50% 8%          
   Avoidable ER  16.6% 75% 12%          
   Immunization 16.6% 100% 17%          
   Follow up visits 2 weeks after IP 
discharge 16.6% 100% 17%          
Total QIP measurements 100%  79%          
             
             
Shared Savings Bonus to Hospital 
(pmpm)1   $6.48          


Shared Savings Bonus to PCP (pmpm)2   $5.11          


Payment to Hospital for PCP unrealized Shared Savings Bonus3  $1.37          


Full Gain Bonus to Hospital4   $0.00          


Full Gain Bonus to PCP5   $0.00          


PCP Unrealized Full Gain Bonus Paid to Hospital6  $0.00          


1.85% of Premium Bonus:  
A) Shared Savings Bonus Pool Funding   
81.7% - Shared Savings Trigger MLR 
- 78% - Actual Adjusted MLR (based on PCP Performance) 
  3.7% - Difference to be split 50% 


= 3.7% X 50% = 1.85% of PremiumBonus : 


A) Trigger Bonus Funding   


81.7% - Trigger Gain Share MLR 
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Total Bonus PMPM     $12.95          


      Membership of 3,000   


      
Thin Cap @ $7.00 
Flat PAMPM  PEP7  Bonus    Total 


   Bonus Payment PMPM   Monthly Annual  Annual  Annual  Annual 


  PCP $5.11 PCP $21,000 $252,000  $75,000  $183,799  $510,799 


  Hospital $7.84 Hospital      $282,401  $282,401 


  Total $12.95             $466,200   $793,200 


             
1 50% of the Shared Savings Bonus funding is allocated to Hospital based on Actual MLR performance           
2 50% of the Shared Savings Bonus funding is allocated to PCP but paid based on QIP performance           
3 Payment to Hospital for PCP unrealized Shared Savings Bonus. Defined as the difference between actual performance on PCP QIP and full 
bonus potential.          
4 Percent of Full Gain Bonus is allocated to Hospital based on MLR performance below the full Gain MLR target.           
5 Percent of Full Gain Bonus allocated to PCPs based on QIP performance below the full Gain MLR target.           
6 Payment to Hospital for PCP unrealized Full Gain Bonus. Defined as the difference between actual performance on PCP QIP and full bonus 
potential          
7 $50 per annual physical exam paid to PCPs in addition to their FFS claim.  See PEP program description. 
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[Health plan note: Gain Share - to be utilized for Hospital only] 
 


Scenario 2: Actual MLR between Full Gain and Floor             


Total Premium 


 
$700.00 
 


(illustrative)           
Shared Savings Ceiling MLR 81.7%            
Full Gain MLR 75.9%            
Shared Savings Floor MLR 70.0%            
             
Bonus Sharing with PCP below Ceiling 50%            
Bonus Sharing with PCP below Full Gain 25%            
             


Bonus Funding  
 
           


 Results            
Actual Adjusted MLR 72%            
A) Shared Savings Pool Funding 2.9% of Premium            
     Shared Savings Pool (pmpm) $20.30            
B) Full Gain Bonus Funding 3.9% of Premium            
     Full Gain Bonus (pmpm) $27.30             
             


PCP QIP Funding Weights 
Actual 
Performance 


 
Earned Bonus 
 


(illustrative)         
   Evidence Based Guideline Compliance 16.6% 75% 12%          
   Preventable Admissions 16.6% 75% 12%          
   Rx Compliance / Performance 16.6% 50% 8%          
   Avoidable ER  16.6% 75% 12%          
   Immunization 16.6% 100% 17%          
   Follow up visits 2 weeks after IP 
discharge 16.6% 100% 17%          
Total QIP measurements 100%  79%          
             
             
Shared Savings Bonus to Hospital 
(pmpm)1   $10.15          


Shared Savings Bonus to PCP (pmpm)2   $8.00          


Payment to Hospital for PCP unrealized Shared Savings Bonus3  $2.15          


Full Gain Bonus to Hospital4   $20.48          


Full Gain Bonus to PCP5   $5.38          


PCP Unrealized Full Gain Bonus Paid to Hospital6  $1.44          


6.8% of Premium Bonus:  
A)  Shared Savings Pool Bonus (72% Actual Adjusted MLR) 
  81.7% - Shared Savings Trigger MLR 
- 75.9% - Full Gain MLR 
  5.8% - Difference to be split 50% 
= 5.8% X 50% = 2.9% of Premium 
 
 
B) Full Gain Bonus (72% Actual MLR) 
  75.9% - Full Gain MLR 
- 72%  - Actual Adjusted MLR (Based on PCP Performance) 
  3.9% - Full Gain Bonus Funding 


= 2.9% Trigger Bonus + 3.9% Full Gain = 6.8% : 
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Total Bonus PMPM     $47.60          


      Membership of 3,000   


      
Thin Cap @ $7.00 
Flat PAMPM  PEP7  Bonus    Total 


   Bonus Payment PMPM   Monthly Annual  Annual  Annual  Annual 


  PCP $13.38 PCP $21,000 $252,000  $75,000  $481,852  $808,852 


  Hospital $34.22 Hospital      $1,231,748  $1,231,748 


  Total $47.60             $1,713,600   $2,040,600 


             
1 50% of the Shared Savings Bonus funding is allocated to Hospital based on Actual MLR performance           
2 50% of the Shared Savings Bonus funding is allocated to PCP but paid based on QIP performance           
3 Payment to Hospital for PCP unrealized Shared Savings Bonus. Defined as the difference between actual performance on PCP QIP and full 
bonus potential.          
4 Percent of Full Gain Bonus is allocated to Hospital based on MLR performance below the full Gain MLR target.           
5 Percent of Full Gain Bonus allocated to PCPs based on QIP performance below the full Gain MLR target.           
6 Payment to Hospital for PCP unrealized Full Gain Bonus. Defined as the difference between actual performance on PCP QIP and full bonus 
potential          
7 $50 per annual physical exam paid to PCPs in addition to their FFS claim.  See PEP program description. 
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[Health plan note: Full Risk - to be utilized for Hospital only] 
 


Scenario 1: Actual Adjusted MLR between Shared Savings 
Ceiling MLR and Full Gain Ceiling MLR       


Total Premium 


 
$700.00 
 


(illustrative)     
At Risk >85%      
Shared Savings Ceiling MLR 85.0%      
Full Gain MLR 80.0%      
Shared Savings Floor MLR 70.0%      
       
       


Bonus Funding  


 
 
 


    
 Results      
Actual Adjusted MLR 81.3%      
A) Shared Savings Pool Funding 1.85% of Premium      
     Shared Savings Pool (pmpm) $12.95      
B) Full Gain Bonus Funding  n/a       
     Full Gain Bonus (pmpm)  n/a       
       


PCP QIP Funding Weights Actual Performance 


 
Earned Bonus 
 


(illustrative)   
   Evidence Based Guideline Compliance 16.6% 75% 12%    
   Preventable Admissions 16.6% 75% 12%    
   Rx Compliance / Performance 16.6% 50% 8%    
   Avoidable ER  16.6% 75% 12%    
   Immunization 16.6% 100% 17%    
   Follow up visits 2 weeks after IP 
discharge 16.6% 100% 17%    
Total QIP measurements 100%  79%    
       
       


Shared Savings Bonus to Hospital (pmpm)1   $6.48    


Shared Savings Bonus to PCP (pmpm)2   $5.11    


Payment to Hospital for PCP unrealized Shared Savings Bonus3  $1.37    


Full Gain Bonus to Hospital4   $0.00    


1.85% of Premium Bonus: 
A) Shared Savings Pool Funding   
  85% - Shared Savings Trigger MLR 
- 81.3% - Actual Adjusted MLR (based on PCP Performance) 
  3.7% - Difference to be split 50% 
= 3.7% X 50% = 1.85% of PremiumFunding   
  85% - Trigger Gain Share MLR 
- 81.3% - Actual MLR (based on PCP Performance) 
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Total Bonus PMPM     $12.95    


      Membership of 3,000 


      
Thin Cap @ $7.00 Flat 
PAMPM  Bonus   Total 


   Bonus Payment PMPM   Monthly Annual  Annual  Annual 


  PCP $5.11 PCP $21,000 $252,000  $183,799  $435,799 


  Hospital $7.84 Hospital    $282,401  $282,401 


  Total $12.95         $466,200   $718,200 


           
1 50% of the Shared Savings Bonus funding is allocated to Hospital based on Actual MLR performance         
2 50% of the Shared Savings  Bonus funding is allocated to PCP but paid based on QIP performance         
3 Payment to Hospital for PCP unrealized Shared Savings Bonus. Defined as the difference between actual performance on PCP QIP and full bonus 
potential.        
4 100% of Full Gain Bonus is allocated to Hospital based on MLR performance below the full Gain MLR target.          
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[Health plan note: Full Risk - to be utilized for Hospital only] 
 


Scenario 2: Actual MLR between Full Gain and Floor       


Total Premium 


 
$700.00 
 


(illustrative)     
At Risk >85%      
Shared Savings Ceiling MLR 85.0%      
Full Gain MLR 80.0%      
Shared Savings Floor MLR 70.0%      
       
       


Bonus Funding  


 
 
 


    
 Results      
Actual Adjusted MLR 72%      
A) Shared Savings Pool Funding 2.5% of Premium      
     Shared Savings Pool (pmpm) $17.50      
B) Full Gain Bonus Funding 8% of Premium      
     Full Gain Bonus (pmpm) $56.00       
       


PCP QIP Funding Weights Actual Performance 


 
Earned Bonus 
 


(illustrative)   
   Evidence Based Guideline Compliance 16.6% 75% 12%    
   Preventable Admissions 16.6% 75% 12%    
   Rx Compliance / Performance 16.6% 50% 8%    
   Avoidable ER  16.6% 75% 12%    
   Immunization 16.6% 100% 17%    
   Follow up visits 2 weeks after IP 
discharge 16.6% 100% 17%    
Total QIP measurements 100%  79%    
       
       


Shared Savings Bonus to Hospital (pmpm)1   $8.75    


Shared Savings Bonus to PCP (pmpm)2   $6.90    


Payment to Hospital for PCP unrealized Shared Savings Bonus3  $1.85    


Full Gain Bonus to Hospital4   $56.00    


10.5% of Premium Bonus: 
A)  Trigger Bonus (72% Actual MLR) 
  85% - Trigger Gain Share MLR 
- 80% - Full Gain MLR 
  5.0% - Difference to be split 50% 
= 5.0% X 50% = 2.5% of Premium 
 
B) Full Gain Bonus (72% Actual MLR) 
  80% - Full Gain MLR 
- 72%  - Actual MLR (Based on PCP Performance) 
  8% - Full Gain Bonus Funding 
= 2.5% Trigger Bonus + 8% Full Gain = 10.5% 
  85% - Trigger Gain Share MLR 
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Total Bonus PMPM     $73.50    


      Membership of 3,000 


      
Thin Cap @ $7.00 Flat 
PAMPM  Bonus   Total 


   Bonus Payment PMPM   Monthly Annual  Annual  Annual 


  PCP $6.90 PCP $21,000 $252,000  $248,378  $500,378 


  Hospital $66.60 Hospital    $2,397,623  $2,397,623 


  Total $73.50         $2,646,000   $2,898,000 


           
1 50% of the Shared Savings Bonus funding is allocated to Hospital based on Actual MLR performance         
2 50% of the Shared Savings Bonus funding is allocated to PCP but paid based on QIP performance         
3 Payment to Hospital for PCP unrealized Shared Savings Bonus. Defined as the difference between actual performance on PCP QIP and full bonus 
potential.        
4 100% of Full Gain Bonus is allocated to Hospital based on MLR performance below the full Gain MLR target.          
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Exhibit B 


 
Medical Quality Measures Performance Targets 


 
Year 1- QIP Performance Targets (Sample - doesn't r epresent all available measures) 
 


    Bonus Funding Percent  


Measure 
Category 
Weight 


Individual  
Weight 


Coventry 
{c} or 
National 
Benchmark 
{n} 


Result 
to 
earn 
50% 


Result 
to 
earn 
75% 


Result 
to earn 
100% Measurement 


Evidence Based Guideline 
Compliance [  ]%        


Breast cancer screening  [  ]% 


[  ]% {c} [  ]% [  ]% [  ]% 
Percent of Eligible 
Population 


Osteoporosis management - 
DEXA Scan Post Fracture in 
Females  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


Osteoporosis Testing  
[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 


Population 
Cholesterol screening: 
Ischemic vascular dz and 
LDL testing  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


Cholesterol screening: 
Diabetes and LDL testing  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


Glaucoma testing  
[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 


Population 
Appropriate monitoring of 
patients taking long-term 
medications  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


COPD spirometry 
management (two  year 
measure)  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


          


Rx Compliance / Performance [  ]%        
Acute MI - Beta blocker after 
heart attack   


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


Depression Continuation of 
therapy:  percent diagnosed 
with Depression who are 
treated with medication and 
completed at least six months 
of therapy.   
  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% 


Percent of Eligible 
Population 


Percent of members with 
CAD or LVSD who are taking 
an ACE or ARB.   
  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% 


Percent of Eligible 
Population 


First-line RX for New 
Hypertension:  percent of 
newly-diagnosed 
hypertensive who are treated 
with a diuretic.   
  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% 


Percent of Eligible 
Population 


Rate of Generic Prescriptions  
[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 


Prescriptions 
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    Bonus Funding Percent  


Measure 
Category 
Weight 


Individual  
Weight 


Coventry 
{c} or 
National 
Benchmark 
{n} 


Result 
to 
earn 
50% 


Result 
to 
earn 
75% 


Result 
to earn 
100% Measurement 


          


Avoidable ER Encounters [  ]%  [  ] [  ] [  ] [  ] Episodes Per 1000 


          


Follow up visit within two 
weeks of  select IP discharge [  ]%  n/a 


[  ]% [  ]% [  ]% % of follow up visits 
over total select 
discharges 


          


Immunization (combined) [  ]%  n/a 
[  ]% [  ]% [  ]% Percent of Eligible 


Population 


Annual Influenza   n/a 
[  ]% [  ]% [  ]% Percent of Eligible 


Population 


                
Preventable IP Admission 
(combined) [  ]%   [ ] {c} [  ] [  ] [  ] IP Admits per 1000 


Adult Asthma     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


Bacterial Pneumonia     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


COPD     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


CHF     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


Dehydration     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


Kidney Urinary Tract Infection     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


 100.0%       
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Year 2- QIP Performance Targets (Sample - doesn't r epresent all available measures) 
 


    Bonus Funding Percent  


Measure 
Category 
Weight 


Individual  
Weight 


Coventry 
{c} or 
National 
Benchmark 
{n} 


Result 
to 
earn 
50% 


Result 
to 
earn 
75% 


Result 
to earn 
100% Measurement 


Evidence Based Guideline 
Compliance [  ]%        


Breast cancer screening  [  ]% 


[  ]% {c} [  ]% [  ]% [  ]% 
Percent of Eligible 
Population 


Osteoporosis management - 
DEXA Scan Post Fracture in 
Females  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


Osteoporosis Testing  
[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 


Population 
Cholesterol screening: 
Ischemic vascular dz and 
LDL testing  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


Cholesterol screening: 
Diabetes and LDL testing  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


Glaucoma testing  
[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 


Population 
Appropriate monitoring of 
patients taking long-term 
medications  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


Depression Continuation of 
therapy:  percent diagnosed 
with Depression who are 
treated with medication and 
completed at least six months 
of therapy.   
  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% 


Percent of Eligible 
Population 


Percent of members with 
CAD or LVSD who are taking 
an ACE or ARB.   
  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% 


Percent of Eligible 
Population 


COPD spirometry 
management (two year 
measure)  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


          


Rx Compliance / Performance [  ]%        
Acute MI - Beta blocker after 
heart attack   


[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 
Population 


First-line RX for New 
Hypertension:  percent of 
newly-diagnosed 
hypertensive who are treated 
with a diuretic.   
  


[  ]% [  ]% {c} [  ]% [  ]% [  ]% 


Percent of Eligible 
Population 


Rate of Generic Prescriptions  
[  ]% [  ]% {c} [  ]% [  ]% [  ]% Percent of Eligible 


Prescriptions 


          


Avoidable ER Encounters [  ]%  [  ] [  ] [  ] [  ] Episodes Per 1000 


          


Follow up visit within two 
weeks of  select IP discharge [  ]%  n/a 


[  ]% [  ]% [  ]% 
% of follow up visits 
over total select 
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    Bonus Funding Percent  


Measure 
Category 
Weight 


Individual  
Weight 


Coventry 
{c} or 
National 
Benchmark 
{n} 


Result 
to 
earn 
50% 


Result 
to 
earn 
75% 


Result 
to earn 
100% Measurement 


discharges 


          


Immunization (combined) [  ]%  n/a 
[  ]% [  ]% [  ]% Percent of Eligible 


Population 


Annual Influenza   n/a 
[  ]% [  ]% [  ]% Percent of Eligible 


Population 


                
Preventable  IP Admission 
(combined) [  ]%   [ ] {c} [  ] [  ] [  ] IP Admits per 1000 


Adult Asthma     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


Bacterial Pneumonia     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


COPD     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


CHF     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


Dehydration     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


Kidney Urinary Tract Infection     [  ] {c} [  ] [  ] [  ] IP Admits per 1000 


 100.0%       
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Exhibit C 


 
Medical Quality Incentive Performance Measure Calcu lation Details 


Based on Current NCQA Technical Specifications 
 
The technical specifications, measures, and score criteria listed below are subject to change at any 
time based upon changes issued by HEDIS or NCQA.  Health Plan shall use best efforts to notify 
[Medical Group / Hospital] of such changes prior to their effective date; however such changes shall 
not be subject to the formal notice and amendment provisions of the Agreement.   At all times, 
[Medical Group / Hospital] shall be evaluated based upon the then-current technical specifications, 
measures, and score criteria in effect.  
 
 
1. Evidence Based Medicine Guidelines (EBM) 
Goal: Improve compliance to the following evidence based guidelines. 
 
- Antidepressant Medication Management 


vi. The percentage of members 18 years of age and older who were diagnosed with a new 
episode of major depression, treated with antidepressant medication, and who remained on 
an antidepressant medication treatment. Two rates are reported: 
 


1. Effective Acute Phase Treatment. The percentage of newly diagnosed and treated 
members who remained on an antidepressant medication for at least 84 days (12 
weeks). (NCQA/HEDIS) - Current Year HEDIS Technical Specifications. 


2. Effective Continuation Phase Treatment. The percentage of newly diagnosed and 
treated members who remained on an antidepressant medication for at least 180 
days (6 months). (NCQA/HEDIS) - Current Year HEDIS Technical Specifications. 


 
- Use of Spirometry Testing in the Assessment and Dia gnosis of COPD  (Measure starts in 


Year 2) 
vii. COPD Spirometry - The percentage of members 40 years of age and older with a new 
diagnosis or newly active COPD who received appropriate spirometry testing to confirm the 
diagnosis. - (NCQA/HEDIS) - Current Year HEDIS Technical Specifications. 


 
- Breast Cancer Screening 


viii. The percentage of women 42 to 69 years of age with one or more mammograms during 
the measurement year or the year prior to the measurement year.  (NCQA/HEDIS) – Current 
Year HEDIS Technical Specifications. 
 


 
3. Avoidable ER 
Goal: Decrease avoidable emergency room visits for select diagnosis codes. This metric will be 
measured based on a per 1000 utilization rate based on the total Members, Avoidable ER ICD9 
diagnosis codes are: 
 


ICD 9 Code Short Description 


008.8  OTHER ORGANISM, NEC 


079.99  VIRAL INFECTION NOS 


110.  DERMATOPHYT SCALP/BEARD 


110.5  DERMATOPHYTOSIS OF BODY 


307.  SPECIAL SYMPTOM NEC 
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307.2  TIC DISORDER NOS 


307.23  GILLES TOURETTE DISORDER 


307.4  NONORGANIC SLEEP DISORD 


307.42  PERSISTENT INSOMNIA 


307.46  SOMNAMBULISM/NGHT TERROR 


307.47  SLEEP STAGE DYSFUNCT NEC 


307.5  EATING DISORDERS NEC/NOS 


307.59  EATING DISORDER NEC 


307.8  PSYCHOGENIC PAIN NOS 


307.81  TENSION HEADACHE 


307.9  SPECIAL SYMPTOM NEC/NOS 


311.  DEPRESSIVE DISORDER NEC 


346.  MIGRAINE 


346.1  MIGRAINE W/O AURA W/O INTRACTABLE MIGRAINE W/O STATUS MIGRAINOSUS 


346.2  VARIANTS OF MIGRAINE 


346.8  MIGRAINE NEC 


346.9  MIGRAINE, UNSPEC, W/O INTRACTABLE MIGRAINE W/O STATUS MIGRAINOSUS 


354.  CARPAL TUNNEL SYNDROME 


354.2  ULNAR NERVE LESION 


354.3  RADIAL NERVE LESION 


354.9  MONONEURITIS ARM NOS 


372.  ACUTE CONJUNCTIVITIS NOS 


372.01  SEROUS CONJUNCTIVITIS 


372.03  MUCOPURULENT CONJUNCTNEC 


372.05  AC ATOPIC CONJUNCTIVITIS 


372.1  CHRONIC CONJUNCTIVITIS 


372.14  CHR ALLERGIC CONJUNCTNEC 


372.2  BLEPHAROCONJUNCTIVITIS 


372.3  CONJUNCTIVITIS NOS 


372.39  CONJUNCTIVITIS NEC 


372.51  PINGUECULA 


372.71  HYPEREMIA OF CONJUNCTIVA 


372.72  CONJUNCTIVAL HEMORRHAGE 


372.73  CONJUNCTIVAL EDEMA 


372.74  CONJUNCTIVA VASC ANOMALY 


372.89  OTHER DISORDERS OF CONJUNCTIVA 
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372.9  CONJUNCTIVA DISORDER NOS 


380.  DISORDER OF EXTERNAL EAR 


380.1  INFEC OTITIS EXTERNA NOS 


380.11  ACUTE INFECTION OF PINNA 


380.12  ACUTE SWIMMERS' EAR 


380.22  ACUTE OTITIS EXTERNA NEC 


380.31  HEMATOMA AURICLE/PINNA 


380.39  NONINFECT PBX PINNA NEC 


380.4  IMPACTED CERUMEN 


380.89  DISORD EXTERNAL EAR NEC 


380.9  DISORD EXTERNAL EAR NOS 


381.  AC NONSUP OTITIS MEDIA 


381.01  ACUTE SEROUS OTITIS MEDIA 


381.02  AC MUCOID OTITIS MEDIA 


381.1  CHR SEROUS OM SIMP/NOS 


381.4  NONSUPPURATIVE OTITIS MEDIA, NOT SPEC.AS ACUTE OR CHRONIC 


381.6  ET OBSTRUCTION 


381.81  DYSFUNCT EUSTACHIAN TUBE 


382.  AC SUPPUR OTITIS MEDIA 


382.01  ACUTE SUPPURATIVE OTITIS W/EAR DRUM RUPTURE 


382.1  CHRONIC TUBOTYMPANIC SUPPURATAIVE OTITIS MEDIA 


382.2  CHRONIC ATTICOANTRAL SUPPURATIVE OTITIS MEDIA 


382.3  UNSPEC CHRONIC SUPPURATIVE OTITIS MEDIA 


382.4  UNSPECIFIED SUPPURATIVE OTITIS MEDIA 


382.9  OTITIS MEDIA NOS 


388.2  SUDDEN HEARING LOSS NOS 


388.3  TINNITUS NOS 


388.4  OTH ABN AUDITORY PERCEP 


388.6  OTORRHEA 


388.69  OTORRHEA NEC 


388.7  OTALGIA 


388.71  OTOGENIC PAIN 


388.8  OTHER DISORDERS OF EAR 


388.9  DISORDER OF EAR NOS 


460.  ACUTE NASOPHARYNGITIS 


461.  AC MAXILLARY SINUSITIS 
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461.1  AC FRONTAL SINUSITIS 


461.2  AC ETHMOIDAL SINUSITIS 


461.8  OTHER ACUTE SINUSITIS 


461.9  ACUTE SINUSITIS NOS 


462.  ACUTE PHARYNGITIS 


463.  ACUTE TONSILLITIS 


464.  ACUTE LARYNGITIS 


464.1  AC TRACHEITIS NO OBSTR 


464.2  AC LARYNGOTRACH NO OBSTR 


465.  AC URI MULT SITES/NOS 


465.8  ACUTE URI MULT SITES NEC 


465.9  ACUTE URI NOS 


466.  ACUTE BRONCHITIS 


466.19  AC BRONCHIOLITIS ORG NEC 


473.  CHR MAXILLARY SINUSITIS 


473.1  CHR FRONTAL SINUSITIS 


473.2  CHR ETHMOIDAL SINUSITIS 


473.3  CHR SPHENOIDAL SINUSITIS 


473.9  CHRONIC SINUSITIS NOS 


477.  ALLERGIC RHINITIS 


477.1  ALLERGIC RHINITIS DUE TO FOOD 


477.2  ALLERG RHINITIS DUE TO ANIM 


477.8  ALLERGIC RHINITIS NEC 


477.9  ALLERGIC RHINITIS NOS 


478.19  OTHER DISEASE OF NASAL CAVITY AND SINUSES 


486.  PNEUMONIA, ORGANISM NOS 


490.  BRONCHITIS NOS 


491.  CHRONIC BRONCHITIS 


491.2  OBSTRUCTIVE CHRONIC BRONCHITIS, W/O ACUTE EXACERBATION 


491.21  OCB W ACUTE EXACERBATION 


491.22  OBSTRUCT CHRON BRONCH W/ACUT 


491.8  CHRONIC BRONCHITIS NEC 


491.9  CHRONIC BRONCHITIS NOS 


493.9  ASTHMA W/O STATUS ASTH 


493.92  ASTHMA,UNSPEC W ACUTE EXAC 


520.6  TOOTH ERUPTION DISTURB 
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520.7  TEETHING SYNDROME 


520.9  TOOTH DEVEL/ERUPT DISNOS 


521.  HARD TISSUE DIS OF TEETH 


522.5  PERIAPICAL ABSCESS W/O SINUS 


525.9  DENTAL DISORDER NOS 


555.  REGIONAL ENTERITIS, SMALL INTESTINE 


555.1  REGIONAL ENTERITIS, LARGE INTESTINE 


555.9  REGIONAL ENTERITIS NOS 


556.6  UNIVERSAL ULCERATIVE CHRONIC COLITIS 


556.9  ULCERATIVE COLITIS NOS 


558.3  ALLERGIC GASTROENTERITIS AND COLITIS 


558.9  OTHER AND UNSPEC NONINFECTIOUS GASTROENTERITIS AND COLITIS 


564.  FUNCT DIGESTIVE DIS NEC 


564.01  SLOW TRANSIT CONSTIPATION 


564.09  OTHER CONSTIPATION 


564.1  IRRITABLE BOWEL SYNDROME 


564.89  OTHER FUNCTIONAL DISORDERS OF INTESTINE 


564.9  FUNCT DISORD INTEST NOS 


595.  CYSTITIS 


595.1  CHR INTERSTIT CYSTITIS 


595.89  CYSTITIS NEC 


595.9  CYSTITIS NOS 


599.  URIN TRACT INFECTION NOS 


599.1  URETHRAL FISTULA 


599.5  PROLAPSE URETHRAL MUCOSA 


599.7  HEMATURIA, UNSPECIFIED 


599.84  URETHRAL DISORDER NEC 


599.9  URINARY TRACT DIS NOS 


623.8  NONINFL DISORD VAG NEC 


648.93  OTH CCE ANTEPARTUM 


681.  CELLULITIS OF FINGER 


681.01  FELON 


681.02  ONYCHIA AND PARONYCHIA OF FINGER 


681.1  CELLULITIS OF TOE 


681.11  ONYCHIA AND PARONYCHIA OF TOE 


681.9  CELLULITIS AND ABSCESS OF DIGIT NOS 
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682.3  OTHER CELLULITIS AND ABSCESS, UPPER ARM AND FOREARM 


682.5  OTHER CELLULITIS AND ABSCESS, BUTTOCK 


682.6  OTHER CELLULITIS AND ABSCESS, LEG, EXCEPT FOOT 


682.7  OTHER CELLULITIS AND ABSCESS, FOOT, EXCEPT TOES 


682.8  OTHER CELLULITIS AND ABSCESS, OTHER SPEC SITES 


682.9  OTHER CELLULITIS AND ABSCESS, UNSPECIFIED SITE 


684.  IMPETIGO 


690.1  SEBORR DERMATITIS NOS 


690.11  SEBORRHEA CAPITIS 


690.12  SEBORRHEIC INFANTILE DERMATITIS 


690.18  OTHER SEBORRHEIC DERMATITIS 


691.  ATOPIC DERMATITIS 


691.8  OTHER ATOPIC DERMATITIS AND RELATED CONDITIONS 


692.  CONTACT DERMATITIS 


692.3 
 CONTACT DERMA/ECZEMA, DUE TO DRUGS/MEDICINES IN CONTACT WITH 
SKIN 


692.4 
 CONTACT DERMATITIS AND OTHER ECZEMA, DUE TO OTHER CHEMICAL 
PRODUCTS 


692.5 
 CONTACT DERMATITIS AND OTHER ECZEMA,DUE TO FOOD IN CONTACT 
W/SKIN 


692.6  CONTACT DERMATITIS AND OTHER ECZEMA, DUE TO PLANTS(EXCEPT FOOD) 


692.7  SOLAR RADIATION DERM 


692.71  CONTACT DERMATITIS AND OTHER ECZEMA,DUE TO SUNBURN 


692.76  SUNBURN OF SECOND DEGREE 


692.81  COSMETIC DERMATITIS 


692.82  RADIATION DERMATITIS NEC 


692.83  DERMATITIS DUE TO METALS 


692.84  DERMATITIS DUE TO ANIMAL (CAT)(DOG) DANDER 


692.89  DERMATITIS NEC 


692.9  DERMATITIS NOS 


693.  DERMATITIS DUE TO DRUGS AND MEDICINES 


693.1  DERMATITIS DUE TO FOOD 


693.9  DERMATITIIS DUE TO UNSPEC SUBSTANCE TAKEN INTERNALLY 


700.  CORNS AND CALLOSITIES 


703.  INGROWING NAIL 


703.8  DISEASES OF NAIL NEC 


704.  ALOPECIA 


704.01  ALOPECIA AREATA 
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704.8  HAIR DISEASES NEC 


704.9  HAIR DISEASE NOS 


705.  DISORDERS OF SWEAT GLAND 


705.1  PRICKLY HEAT 


705.81  DYSHIDROSIS 


705.89  SWEAT GLAND DISORDER NEC 


706.1  ACNE NEC 


706.2  SEBACEOUS CYST 


706.3  SEBORRHEA 


706.8  SEBACEOUS GLAND DIS NEC 


708.9  URTICARIA NOS 


719.41  JOINT PAIN SHOULD 


719.46  JOINT PAIN L/LEG 


719.47  JOINT PAIN ANKLE 


723.1  CERVICALGIA 


724.  BACK DISORDER NEC   NOS 


724.1  PAIN IN THORACIC SPINE 


724.2  LUMBAGO 


724.3  SCIATICA 


724.4  LUMBOSACRAL NEURITIS NOS 


724.5  BACKACHE NOS 


724.6  DISORDERS OF SACRUM 


724.79  DISORDER OF COCCYX NEC 


724.8  OTHER BACK SYMPTOMS 


724.9  BACK DISORDER NOS 


726.  ADHESIVE CAPS SHOULD 


726.1  ROTATOR CUFF SYND NOS 


726.11  CALCIF TENDINITIS SHOULD 


726.12  BICIPITAL TENOSYNOVITIS 


726.19  ROTATOR CUFF DISORD NEC 


726.2  SHOULD REGION DISORD NEC 


726.31  MEDIAL EPICONDYLITIS 


726.32  LATERAL EPICONDYLITIS 


726.33  OLECRANON BURSITIS 


726.4  ENTHESOPATHY OF WRIST 


726.5  ENTHESOPATHY OF HIP 







Page 33  MEDICAID HPN/MEDICAL HOME FINAL  


726.6  ENTHESOPATHY OF KNEE 


726.61  PES ANSERINUS TENDINITIS 


726.64  PATELLAR TENDINITIS 


726.65  PREPATELLAR BURSITIS 


726.69  ENTHESOPATHY OF KNEE NEC 


726.71  ACHILLES TENDINITIS 


726.73  CALCANEAL SPUR 


726.79  ANKLE ENTHESOPATHY NEC 


726.9  ENTHESOPATHY, SITE NOS 


729.1  MYALGIA AND MYOSITIS NOS 


729.2  NEURALGIA/NEURITIS NOS 


729.5  PAIN IN LIMB 


729.81  SWELLING OF LIMB 


729.82  CRAMP IN LIMB 


780.4  DIZZINESS AND GIDDINESS 


780.6  FEVER 


780.8  HYPERHIDROSIS 


780.96  GENERALIZED PAIN 


782.  SKIN/OTH INTEGUMENT SX 


782.1  NONSPECIF SKIN ERUPT NEC 


782.2  LOCAL SUPERF SWELLNG 


782.3  EDEMA 


782.4  JAUNDICE NOS 


782.62  FLUSHING 


782.7  SPONTANEOUS ECCHYMOSES 


782.8  CHANGES IN SKIN TEXTURE 


782.9  INTEGUMENT TISS SX NEC 


784.  SX INVOLVING HEAD/NECK 


784.1  THROAT PAIN 


784.2  SWELLING IN HEAD & NECK 


784.49  OTHER VOICE AND RESONANCE DISORDERS 


784.5  SPEECH DISTURBANCE NEC 


786.  DYSPNEA/RESPIRATORY ABN 


786.01  HYPERVENTILATION 


786.02  ORTHOPNEA 


786.05  SHORTNESS OF BREATH 
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786.06  TACHYPNEA 


786.07  WHEEZING 


786.09  RESPIRATORY ABNORM NEC 


786.2  COUGH 


786.3  HEMOPTYSIS 


786.51  PRECORDIAL PAIN 


786.52  PAINFUL RESPIRATION 


786.6  CHEST SWELLING/MASS/LUMP 


786.7  ABNORMAL CHEST SOUNDS 


786.8  HICCOUGH 


786.9  RESP SYST/CHEST SX NEC 


787.01  NAUSEA WITH VOMITING 


787.02  NAUSEA ALONE 


787.03  VOMITING ALONE 


787.1  HEARTBURN 


787.2  DYSPHAGIA 


787.3  FLATUL, ERUCT & GAS PAIN 


787.4  VISIBLE PERISTALSIS 


787.6  INCONTINENCE OF FECES 


787.7  ABNORMAL FECES 


787.91  DIARRHEA 


787.99  OTH GI SYSTEM SYMPTOMS 


788.  RENAL COLIC 


788.1  DYSURIA 


788.21  INCOMPL BLADDER EMPTYING 


788.3  UNSPECIFIED URINARY INCONTINENCE 


788.36  NOCTURNAL ENURESIS 


788.39  URINARY INCONTINENCE NEC 


788.41  URINARY FREQUENCY 


788.42  POLYURIA 


788.63  URGENCY OF URINATION 


788.64  URINARY HESITANCY 


788.69  URINATION ABNORMALTY NEC 


788.7  URETHRAL DISCHARGE 


788.9  URINARY SYS SYMPTOM NEC 


789.  ABDOMINAL PAIN 
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789.01  RUQ ABDOMINAL PAIN 


789.02  LUQ ABDOMINAL PAIN 


789.03  RLQ ABDOMINAL PAIN 


789.04  LLQ ABDOMINAL PAIN 


789.05  PERIUMBILIC ABD PAIN 


789.06  EPIGASTRIC ABD PAIN 


789.07  GENERALIZED ABD PAIN 


789.09  ABDOMINAL PAIN SITE NEC  


789.1  HEPATOMEGALY 


789.2  SPLENOMEGALY 


789.3  ABD/PELVIC SWELLING NEC 


789.31  RUQ ABD/PELVIC SWELLING 


789.32  LUQ ABD/PELVIC SWELLING 


789.33  RLQ ABD/PELVIC SWELLING 


789.34  LLQ ABD/PELVIC SWELLING 


789.35  PERIUMB ABD/PELV SWELLNG 


789.36  EPIGASTRIC SWELLING 


789.39  ABD/PELV SWELL SITE NEC 


789.5  ASCITES 


789.6  ABDOMINAL TENDERNESS 


789.61  RUQ ABDOMINAL TENDERNESS 


789.63  RLQ ABDOMINAL TENDERNESS 


789.64  LLQ ABDOMINAL TENDERNESS 


789.65  PERIUMBILIC TENDERNESS 


789.66  EPIGASTRIC TENDERNESS 


789.67  GENERAL ABD TENDERNESS 


789.69  ABD TENDERNESS SITE NEC 


789.9  ABDOMEN/PELVIS SX NEC 


799.2  NERVOUS 


799.89  OTHER ILL DEFINED CONDITIONS 


799.9  UNKN CAUSE MORB/MORT NEC 


826.  FRACTURE PHALANGES, FOOT 


840.8  SPRAIN SHOULDER/ARM NEC 


840.9  SPRAIN SHOULDER/ARM NOS 


842.  SPRAIN OF WRIST 


842.1  SPRAIN OF HAND NOS 







Page 36  MEDICAID HPN/MEDICAL HOME FINAL  


844.9  SPRAIN OF KNEE & LEG NOS 


845.  SPRAIN OF ANKLE NOS 


847.  SPRAIN OF NECK 


847.2  SPRAIN LUMBAR REGION 


873.  OTHER OPEN WOUND OF HEAD 


873.4  OPEN WOUND OF FACE 


873.42  OPEN WOUND OF FOREHEAD 


873.43  OPEN WOUND OF LIP 


873.44  OPEN WOUND OF JAW 


882.  OPEN WOUND HAND/S COMP 


883.  OPEN WOUND OF FINGER 


883.1  OPEN WOUND FINGER COMP 


891.  OP WND LOW LEG /S COMP 


892.  OPEN WOUND FOOT/S COMP 


910.  SUPERFICIAL INJURY HEAD 


918.1  SUPERFICIAL INJ CORNEA 


919.4  INSECT BITE NEC 


920.  CONTUSION FACE/SCALP/NCK 


922.1  CONTUSION OF CHEST WALL 


922.31  BACK CONTUSION 


923.2  CONTUSION OF WRIST/HAND 


923.3  CONTUSION OF FINGER 


924.1  CONTUSION KNEE/LOWER LEG 


924.11  CONTUSION OF KNEE 


924.2  CONTUSION ANKLE   FOOT 


931.  FOREIGN BODY IN EAR 


959.01  HEAD INJURY, UNSPECIFIED 


959.9  INJURY OF FACE AND NECK 


959.3  ELB/FOREARM/WR INJ NOS 


959.5  FINGER INJURY NOS 


959.7  LOWER LEG INJURY NOS 


959.9  INJURY SITE NOS 


995.3  ALLERGY, UNSPECIFIED 


034.0  STREPTOCCOCAL SORE THROAT 


V58.31  ENCOUNTER FOR CHG OR REMOVAL SURGICAL WOUND DRESSING 


V58.32  ENCOUNTER FOR REMOVAL OF SUTURES 
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V67.59  FOLLOW UP EXAM NEC 


V68.1  ISSUE REPEAT PRESCRIPT 


V71.4  OBSERVATION FOLLOWING OTHER ACCIDENT 


V71.89  OTHER SPECIF SUSPECTED CONDIT 
 
 
4. Follow up Visit Within 2 Weeks after Inpatient D ischarge 
Goal: Reduce unnecessary readmissions. 
 
- Measured by a Member follow up office visit to PCP, or a Cardiologist, Pulmonologist or 


Endocrinology specialist 2 weeks after an inpatient admission for a Heart Failure, COPD, 
Pneumonia, Atrial Fibrillation and/or Diabetes condition. 


 
Follow up visits will be measured 2 weeks after the discharged date. Coventry will measure the 
ratio of E&M CPT codes 992XX and 993XX from PCP, or a Cardiologist, Pulmonologist or 
Endocrinology specialist to total discharge for the following inpatient discharge diagnosis: 
 


Code Code Description Condition 
427.3 ATRIAL FIB/FLUTTER Atrial Fibrillation 


427.31 ATRIAL FIBRILLATION Atrial Fibrillation 


427.32 ATRIAL FLUTTER Atrial Fibrillation 


398.91 RHEUMATIC HEART FAILURE (CONGESTIVE CHF 


402.01 malignant hypertensive heart disease ; with heart failure CHF 


402.11 benign hypertensive heart disease; with heart failure CHF 


402.91 unspecified hypertensive heart disease; with heart failure CHF 


404.01 
Malignant Hypertensive heart and chronic kidney disease; with heart failure and with 
chronic kidney disease stage I through stage IV, or unspecified  CHF 


404.11 
Benign Hypertensive heart and chronic kidney disease; with heart failure and with chronic 
kidney disease stage I through stage IV, or unspecified  CHF 


404.91 
Unspecified hypertensive heart disease; with heart failure and with chronic kidney disease 
stage I through stage IV, or unspecified CHF 


425.4 
Other primary cardiomyopathies; Cardiomyopathy not otherwise specified includes 
congestive  CHF 


428.0 Congestive heart failure, unspecified (code actually 428.0) CHF 


428.1 LEFT HEART FAILURE CHF 


428.2 UNSPECIFIED SYSTOLIC HEART FAILURE (code actually 428.20) CHF 


428.21 ACUTE SYSTOLIC HEART FAILURE CHF 


428.22 CHRONIC SYSTOLIC HEART FAILURE CHF 


428.23 Systolic heart failure: Acute on chronic CHF 


428.3 UNSPECIFIED DIASTOLIC HEART FAILURE (code actually 428.30 CHF 


428.31 ACUTE DIASTOLIC HEART FAILURE CHF 


428.32 CHRONIC DIASTOLIC HEART FAILURE CHF 


428.33 Diastolic heart failure; actue on chronic CHF 


428.4 Unspecified; Combined systolic and diastolic heart failure CHF 


428.41 Acute; Combined systolic and diastolic heart failure CHF 


428.42 Chronic; Combined systolic and diastolic heart failure CHF 


428.43 Acute on Chronic: Combined systolic and diastolic heart failure CHF 


428.9 HEART FAILURE, UNSPEC CHF 


429.4 Heart failure following cardiac surgery or due to prosthesis CHF 


491 CHRONIC BRONCHITIS COPD 


491.1 MUCOPURUL CHR BRONCHITIS COPD 


491.2 OBSTR CHR BRONCHITIS COPD 


491.2 OCB NO EXACERBATION COPD 


491.21 OCB W ACUTE EXACERBATION COPD 
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491.22 OBSTRUCT CHRON BRONCH W/ACUT COPD 


491.8 CHRONIC BRONCHITIS NEC COPD 


491.9 CHRONIC BRONCHITIS NOS COPD 


492 EMPHYSEMA COPD 


492 EMPHYSEMATOUS BLEB COPD 


492.8 EMPHYSEMA NEC COPD 


496 CHR AIRWAY OBSTR NEC COPD 


496 CHRONIC AIRWAY OBSTRUCTION NOS COPD 


250 DIABETES MELLITUS Diabetes 


250 DM2 UNCOMP NSU Diabetes 


250.01 DM1 UNCOMP NSU Diabetes 


250.02 DM2 UNCOMP UNC Diabetes 


250.03 DM1 UNCOMP UNC Diabetes 


250.1 DM2 W  KETOACIDOSIS NSU Diabetes 


250.11 DM1 W  KETOACIDOSIS NSU Diabetes 


250.12 DM2 W KETOACIDOSIS  UNC Diabetes 


250.13 DM1 W KETOACIDOSIS UNC Diabetes 


250.2 DM2 HYPEROSMOLARITY NSU Diabetes 


250.21 DM1 HYPEROSMOLARITY NSU Diabetes 


250.22 DMII HYPEROSMOLARITY UNC Diabetes 


250.23 DM1 HYPEROSMOLARITY UNC Diabetes 


250.3 DM2 COMA NEC, NSU Diabetes 


250.31 DM1 COMA NEC, NSU Diabetes 


250.32 DM2 W COMA NEC, UNC Diabetes 


250.33 DM1 W COMA NEC, UNC Diabetes 


250.4 DM2 RENAL MANIFEST, NSU Diabetes 


250.41 DM1 RENAL MANIFEST, NSU Diabetes 


250.42 DM2 W RENAL MANFEST, UNC Diabetes 


250.43 DM1 W RENAL MANFEST, UNC Diabetes 


250.5 DM2 W EYE MANIFEST, NSU Diabetes 


250.51 DM1 W EYE MANIFEST, NSU Diabetes 


250.52 DM2 W EYE MANIFEST, UNC Diabetes 


250.53 DM1 W EYE MANIFEST, UNC Diabetes 


250.6 DM2 NEURO MANIFEST, NSU Diabetes 


250.61 DM1 NEURO MANIFEST NSU Diabetes 


250.62 DM2 W NEURO MANFEST UNC Diabetes 


250.63 DM1 W NEURO MANFEST UNC Diabetes 


250.7 DM2 W CIRC DISORD, NSU Diabetes 


250.71 DM1 W CIRC DISORD, NSU Diabetes 


250.72 DM2 W CIRC DISORD UNC Diabetes 


250.73 DM1 W CIRC DISORD UNC Diabetes 


250.8 DM2 W MANIFEST NEC, NSU Diabetes 


250.81 DM1 W MANIFEST NEC, NSU Diabetes 


250.82 DM2 W MANIFEST  NEC, UNC Diabetes 


250.83 DM1 W MANIFEST NEC, UNC Diabetes 


250.9 DM2 W COMP NOS, NSU Diabetes 


250.91 DM1 W COMP NOS, NSU Diabetes 


250.92 DM2 W COMP NOS, UNC Diabetes 


250.93 DM1 W COMP NOS, UNC Diabetes 


357.2 NEUROPATHY IN DIABETES Diabetes 


362 RETINAL DISORDERS NEC Diabetes 


362.01 DIABETIC RETINOPATHY NOS Diabetes 


362.02 PROLIF DM RETINOPATHY Diabetes 


362.03 NONPROLIF DIABETIC RETINOPATHY Diabetes 


362.04 MILD NONPROLIF DIABETIC RETINO Diabetes 
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362.05 MODERATE DIABETIC RETINOPATHY Diabetes 


362.06 SEVERE DIABETIC RETINOPATHY Diabetes 


362.07 DIABETIC MACULAR EDEMA Diabetes 


366.41 DIABETIC CATARACT Diabetes 


V58.67 LONG-TERM/CURRENT USE OF INSULIN Diabetes 


03.22 SALMONELLA PNEUMONIA Pneumonia 


011.6 TB PNEUMONIA (ANY FORM) Pneumonia 


011.6 TB PNEUMONIA (ANY FORM), UNSPEC EXAM Pneumonia 


011.61 TB PNEUMONIA (ANY FORM), BACTERIO/HISTO NOT DONE Pneumonia 


011.62 TB PNEUMONIA (ANY FORM), BACTERIO/HISTO RESULTS UNKNOWN Pneumonia 


011.63 TB PNEUMONIA (ANY FORM), BACILLI FOUND IN SPUTUM BY MICRO Pneumonia 


011.64 TB PNEUMONIA (ANY FORM), BACILLI NOT IN SPUTUM BY MICRO BUT BY BACT CX Pneumonia 


011.65 TB PNEUMONIA (ANY FORM), BACILLI NOT BY BACTERIO EXAM BUT HISTO Pneumonia 


11.66 TB PNEUMONIA (ANY FORM), BACILLI NOT BY BACTERIO/HISTO BUT OTH METHOD Pneumonia 


041.3 KLEBSIELLA PNEUMONIAE Pneumonia 


055.1 POSTMEASLES PNEUMONIA Pneumonia 


073 ORNITHOSIS PNEUMONIA Pneumonia 


115.05 HISTOPLASMA CAPSULATUM PNEUMONIA Pneumonia 


115.15 H DUBOISII PNEUMONIA Pneumonia 


115.95 HISTOPLASMOSIS PNEUMONIA Pneumonia 


480 VIRAL PNEUMONIA Pneumonia 


480.00 ADENOVIRAL PNEUMONIA Pneumonia 


480.1 RSV PNEUMONIA Pneumonia 


480.3 SARS CORONAVIR PNEUMONIA Pneumonia 


480.8 VIRAL PNEUMONIA NEC Pneumonia 


480.90 VIRAL PNEUMONIA NOS Pneumonia 


481 PNEUMOCOCCAL PNEUMONIA Pneumonia 


482 OTH BACTERIAL PNEUMONIA Pneumonia 


482 K. PNEUMONIAE PNEUMONIA Pneumonia 


482.10 PSEUDOMONAL PNEUMONIA Pneumonia 


482.2 H.INFLUENZAE PNEUMONIA Pneumonia 


482.3 STREPTOCOCCAL PNEUMONIA Pneumonia 


482.3 STREPTOCOC PNEUMONIA NOS Pneumonia 


482.31 GRP A STREP PNEUMONIA Pneumonia 


482.32 GRP B STREP PNEUMONIA Pneumonia 


482.39 STREP PNEUMONIA NEC Pneumonia 


482.4 STAPHYLOCOCCAL PNEUMONIA Pneumonia 


482.41 METHICILLIN SUSCEPTIBLE PNEUMONIA DUE TO STAPHYLOCOCCUS AUREUS Pneumonia 


482.42 METHICILLIN RESISTANT PNEUMONIA DUE TO STAPHYLOCOCCUS AUREUS Pneumonia 


482.49 STRAPHYLOCOCCUS PNEUMONIA Pneumonia 


482.8 BACTERIAL PNEUMONIA NEC Pneumonia 


482.81 PNEUMONIA D/T ANAEROBES Pneumonia 


482.82 E. COLI PNEUMONIA Pneumonia 


482.83 GRAM NEG PNEUMONIA NEC Pneumonia 


482.89 BACTERIAL PNEUMONIA-NEC Pneumonia 


482.9 BACTERIAL PNEUMONIA NOS Pneumonia 


483 PNEUMONIA: ORGANISM NEC Pneumonia 


483 M.PNEUMONIAE PNEUMONIA Pneumonia 


483.1 CHLAMYDIAL PNEUMONIA Pneumonia 


483.8 PNEUMONIA-OTH SPEC ORG Pneumonia 


484.3 PNEUMONIA IN WHOOP COUGH Pneumonia 


484.5 PNEUMONIA IN ANTHRAX Pneumonia 


485 BRONCHOPNEUMONIA ORG NOS Pneumonia 


486 PNEUMONIA, ORGANISM NOS Pneumonia 


487 INFLUENZA WITH PNEUMONIA Pneumonia 
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517.1 RHEUMATIC PNEUMONIA Pneumonia 


770 CONGENITAL PNEUMONIA Pneumonia 


997.31 VENTILATOR ASSOCIATED PNEUMONIA Pneumonia 
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Exhibit D 
 


Pooling Charge Example 
 
 


Examples to be provided by health plan. 
 


 







QIP Measurements for Medicaid High Peformance Networks (HPNs)
Plan can select measures from list based on individual needs
Updated: June 2012


QIP Measures HEDIS 
Label


STARS 
Measure


Medicaid **


Evidence Based Guideline Compliance 
(Physician Measurement Specification)
Adolescent Well-Care Visits AWC Preferred
Adults' Access to Preventive/Ambulatory Health Services AAP Preferred
Annual Dental Visit ADV Preferred
Annual Monitoring for patients on persistent medication (ACE and ARB) Optional
Antidepressant Medication Management  (For Medicaid plans, this may be carved out to 
another vendor)


AMM Preferred


Appropriate Testing for Children With Pharyngitis CWP Preferred
Appropriate Treatment for Children With Upper Respiratory Infection URI Preferred
Avoidance of Antibiotic Treatment in Adults With Acute Bronchitis AAB Optional


Breast Cancer Screening BCS Yes Preferred
CAD: ACE and ARB (Custom measure - PST) Optional
Cervical Cancer Screening CCS Preferred
Childhood Immunization Status CIS Preferred
Children and Adolescents' Access to Primary Care Practitioners CAP Optional
Chlamydia Screening in Women CHL Preferred
Cholesterol Mgmt for Patients with Cardivovascular Conditions CMC Yes Optional
Colorectal Cancer Screening  (Requires attestation) COL Yes Optional
Comprehensive Diabetes Care - Eye Exam Performed CDC Yes Preferred
Comprehensive Diabetes Care - LDL-C Screening CDC Yes Preferred
Controlling Blood Pressure Yes - triple 


weighted
Diabetes Care Blood Sugar Control Yes - triple 


weighted
Diabetes Care Cholesterol Control Yes - triple 


weighted
Diabetic treatment with hypertension Yes Optional
Disease Modifying Anti-Rheumatic Drug Therapy for Rheumatoid Arthritis  ART Yes Optional
Follow-Up After Hospitalization for Mental Illness FUH Preferred
Follow-Up Care for Children Prescribed ADHD Medication ADD Optional
Frequency of Ongoing Prenatal Care FPC Preferred
Glaucoma Screening in Older Adults GSO Yes Optional
Heart Failure: ACE and Acceptable Alternatives (Custom measure - PST) Optional
Hemoglobin A1C testing for members with diabetes (type 1 and 2) (HEDIS submeasure) Preferred
High risk medication - Use of High-Risk Medications in the Elderly (National Standard) Yes - triple 


weighted
Optional


Immunizations for Adolescents (Note on attestation, problems with measurement) IMA Preferred
Lead Screening in Children LSC Preferred
Medication adherence - cholesterol Yes Optional
Medication adherence - diabetes Yes Optional
Medication adherence - hypertension Yes Optional
Osteoporosis Management in Women Who Had a Fracture - 67 and older OMW Yes
Osteoporosis testing (PST Logic) Optional
Persistence of Beta-Blocker Treatment After a Heart Attack PBH Optional
Plan all cause readmissions PCR Yes - triple 


weighted
Preferred


Prenatal and Postpartum Care PPC Preferred
Use of Appropriate Medications for People With Asthma ASM Preferred
Use of Imaging Studies for Low Back Pain LBP Optional
Use of Spirometry Testing in the Assessment and Diagnosis of COPD SPR Optional
Well-Child Visits in the First 15 Months of Life W15 Preferred
Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life W34 Preferred


Pharmacy Compliance
Generic Dispensing Rate (State may manage services for Medicaid) Optional
Formulary Compliance Rate Optional


Avoidable ER Admissions
Preferred


Follow up visits within two weeks of select IP discharge
Preferred


**Key:
Mandatory indicates the measure must be selected for all medical home and ACO programs.


Preferred by corporate medical management on potential business related impact
Optional may be selected.  Not mandatory or preferred
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HealthCare USA 
Proprietary and Confidential 


 
HealthCare USA  


Decreasing Non-Emergent/Avoidable Emergency Department Utilization 
Performance Improvement Project 


Project Lead: Rudolph Bremen, RN, BSN 
(866) 613-5001 ext 4904 


Study Period: March 2007 to December 2012 
 


 
 


1. Study Topic 
 
There has been a 21% increase in the number of Emergency Department (ED) visits from 
1993 – 2003 nationwide, according to the Centers for Disease Control (CDC).  This 
represents an average increase of more than two million visits per year or over 113.9 
million ED visits in 2003.  During this same time, the number of EDs across the US has 
decreased.  In a 2006 Urgent Matters Report, 62% of EDs across America were reporting 
being at or above capacity, resulting in diversions of ambulances to other EDs and waits 
and delays in treatment even when the ED is not on diversion (Burgess, R.,& Kiplinger, G., 
2006).  Approximately 13% of ED visits resulted in an admission to the hospital. The 
American Hospital Association estimates that of all ED visits, 40% are for non-emergencies  
(Burgess, R. & Kiplinger, G., 2006). 
 
In 2006, the first report of the State of Emergency Medicine was released by the American 
College of Emergency Physicians (ACEP).  Missouri was ranked a C+ overall, but C- in 
quality and patient safety and a D+ in the category of public health and safety.  Within the 
report, Dr. Gardner questions,  “If Missouri's emergency medical system gets a C+ on an 
average day, how can it ever be expected to provide expert, efficient care during a natural 
disaster or terrorist attack?  Our local, state and national leaders must work closely with 
emergency medicine experts to ensure that all Americans can receive the emergency 
medical care they need and expect."  Despite our B+ in the Access category, every day in 
emergency departments across Missouri, critically ill patients line the hallways, waiting 
hours to be transferred to inpatient beds in the hospital," said Dr. Barry D. Spoon, president 
of the Missouri Chapter of ACEP. "What this means is that our state is doing better than 
most other states in supporting its emergency medical care system, but the support it 
provides is still not enough to reduce emergency department overcrowding, which threatens 
everyone's access to emergency care."  
 
National surveys related to reasons for ED visits conclude that patients sought treatment for 
a variety of ailments -- abdominal pain, chest pain, injury, fever, headache and respiratory 
infection, to name a few. Some sought care in the emergency department at the urging of 
their primary care physicians while others thought the emergency physicians were their 
primary care doctors. 
 
HealthCare USA has also identified that non-urgent and avoidable ED utilization among 
our member population has increased steadily over time.  Otitis media, upper respiratory 
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infections, asthma and abdominal pain have consistently been among the top five diagnoses 
for visiting the ED .   
 
While the benefits of a medical home and primary care practitioner’s caring for non-urgent 
issues are well known, a survey completed by the St. Louis Integrated Health Network 
showed that 40% of non-urgent ED visits were made because the patient didn’t know who 
their primary care provider (PCP) was.  Other most frequent responses included not 
knowing what to do/no first aid knowledge, unable to reach their physician or sent by the 
physician for tests.    
 
Care provided in hospital emergency departments is focused on the issue at hand and not 
preventive care and screenings.  Patients who receive care from their primary care provider 
(PCP) and have an established medical home are more likely to have preventive services 
and health care screening tests consistent with evidence based guidelines and best medical 
practice recommendations.  Healthcare can also be more thorough because the PCP is 
aware of medical needs and can respond from the vantage point of knowing the patient’s 
history and conditions. 
   
“Punishing” people for using EDs is one way some organizations try to reduce misuse.  
However, research has shown that it is likely that a marketing strategy works better  
(ACEP, 2007).   The challenge is to make access to urgent or simply convenient care far 
more available and affordable than EDs, enough so to attract people away from EDs, rather 
than expecting EDs to drive them away through unaffordable pricing and ridiculously long 
waits (Burgess, R. & Kiplinger, G., 2006). 
 
Non-urgent and avoidable emergency department utilization was chosen as a focus for 
HealthCare USA as a result of trends identifying an increasing non-urgent and avoidable ED 
use by our member population and the high costs associated with these visits.  HealthCare USA 
claims data shows high utilization of the ED for both non-urgent and avoidable diagnoses.  The 
top 14 diagnoses groupings for non-urgent and avoidable ED visits among the HealthCare USA 
population, in order of frequency of occurrence are:  upper respiratory infection, otitis media, 
asthma, abdominal pain, sprain, bronchitis, dental issues, pharyngitis, contusions, 
headache/migraine, unspecified viral infection, urinary tract infection, back pain and 
gastroenteritis.   


 
In addition  to the survey indicating top reasons for ED use instead of primary care, the 
Medicaid population that HealthCare USA serves has been shown to have increased 
barriers to primary care for various reasons, including lack of transportation and inability to 
take off work during office hours.  “For most patients, ED utilization is not driven by lack 
of other affordable options, but rather by the scope, quality and availability of ED services 
compared to other sources of health care” (Johnson, Mar. 2004).   


 
Non-urgent and avoidable ED utilization negatively affects the quality of care and long term 
health outcomes for plan members and negatively impacts the cost of the healthcare.  Focusing 
plan resources on reducing inappropriate ED utilization will help members access the most 
appropriate level of care at the right time, and help them establish a medical home.  Research 


Page 2 of 35  Updated:  09/26/2012 







shows that establishing a medical home results in better health on both an individual and 
population level as well as reduce healthcare disparities (Starfield B. & Shi L., May 2004).  On-
going review of claims data can be used to identify and focus additional efforts on the “frequent 
flyers” to provide education and help members establish a medical home.  Ongoing monitoring 
of the data and surveys also provides on-going information to identify overall member 
educational needs, such as first aid information or assistance in locating needed services. 
 


 
2. Study Question 


1.  Will member education regarding ED utilization decrease inappropriate and avoidable ED 
utilization as evidenced by a 2% reduction in HEDIS ED Utilization rate?   
Who: All HealthCare USA members. 
What Change: Implement a member education process for all members. 
Measurement:  Final and preliminary HealthCare USA HEDIS ED Utilization rates. 
 
2.  (Updated for 2010) Will member education regarding ED utilization decrease inappropriate 
and avoidable ED utilization as evidenced by a 2% reduction in the HealthCare USA ED 
Visits/1000 Members rate?   
Who: All HealthCare USA members. 
What Change: Implement a member education process for all members. 
Measurement:  At least quarterly the HealthCare USA ED Visits/1000 Members rate. 
 
3.  (Retired 2011) Will member education regarding ED utilization decrease inappropriate and 
avoidable ED utilization as evidenced by a 2% reduction in the average number of ED Frequent 
Flyer visits?   
Who: All HealthCare USA members who utilize the ED with diagnoses that are in Frequent 
Flyer diagnoses categories. 
What Change: Implement a member education process for all members  identified as “frequent 
flyers”.  In 2010 Q4 a new member outreach program was developed and  implemented in 2011. 
Measurement:  At least quarterly the average number of HealthCare USA ED Frequent Flyer 
visits. 
 
4.  (Updated for 2011) Will member education regarding ED utilization decrease inappropriate 
and avoidable ED utilization as evidenced by a 2% reduction in the percentage of ED Frequent 
Flyer visits (Frequent Flyer is defined as a member who has been seen by the ED three or more 
times in a rolling six month time frame for a diagnosis (Appendix I) that is deemed non-
emergent)?   
Who: All HealthCare USA members who utilize the ED with diagnoses that are in Frequent 
Flyer diagnoses categories. 
What Change: Implement a member education process for all members  identified as “frequent 
flyers”.  In 2010 Q4 a new member outreach program was developed and  implemented in 2011. 
Measurement:  At least quarterly the number of HealthCare USA ED Frequent Flyer visits. 
 
 


 
3. Study Indicators and Goals 
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1, HEDIS ED Utilization Rate 
 
Numerator =   All Emergency Department visits that meet the HEDIS criteria of having a CPT 
code of 99281-99285 or 10040-69979 with POS 23. 


 
 Denominator =  Total Member Months 


 
Goal =   Reduce the HEDIS ED utilization rate by 2% from the baseline HEDIS 2006 rate per 
region. 


 


 Baseline 
HEDIS 2006 


 
Goal 


 
 


Units/1000 
Member 
Months 


Units/1000 
Member 
Months 


Eastern 62.56 61.31 
Central 70.62 69.22 
Western 60.67 59.46 


 
 Source: HealthCare USA HEDIS results 
 


The HEDIS rate of ED utilization is calculated per NCQA HEDIS specifications.  The HEDIS 
rate includes all ED claims not excluded by HEDIS criteria. 


 
 
2. (Updated for 2012) HealthCare USA ED Visits/1000 Members Rate 
 


 Numerator =  All visits to the Emergency Department made by HealthCare USA members. 
 
 Denominator =  Total Member Months 


 
Goal =  Reduce visits per 1000 members by 2% from the 2006 statewide rate. 
 


 Baseline 2006 Goal 
 
 


Visits/1000 
Members 


Visits/1000 
Members 


Statewide  795.4 779.5 
Eastern 783.0 779.5 
Central 877.3 779.5 
Western 757.2 779.5 


 
Source: HealthCare USA Claims from the MET Cube 


 
The visits per 1000 are broken out by region to identify variances and barriers based on 
differences in regional population.  The ED visit rate includes all ED claims and is not 
dependant on diagnosis or outcome.  This measure was added for 2010 because of the ability to 
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have more frequent updates than final HEDIS ED Utilization rates which enhances the ability 
to monitor any intervention effects. 
 
In 2012 the Children’s Mercy Pediatric Care Network (PCN) was established in the Western 
region.  The PCN carved out the pediatric and pregnant members in the Western region.  The 
PCN is tracked separately from the remaining members in the Western region.  Starting in 2012 
the PCN will be added to the list of regions that are measured.  The PCN and WMO are new 
and unique populations. 


 
 


3. (Retired 2011) Average Number of ED Frequent Flyer Visits 
 


Numerator =  All HealthCare USA members that have had three or more ED visits in six 
months that fall within the Frequent Flyer diagnoses groupings. 
 
Denominator = All Frequent Flyer ED visits by HealthCare USA members that have had three 
or more ED visits  in six months that fall within the Frequent Flyer diagnoses groupings. 


 
 Goal = Reduce the average visits per member by 2% from the 2006 baseline. 
 


Previous Baseline/Goal 
 January 2006 – 


June 2006 
Baseline Goal 


Number of members 820  
Number of visits 2931  
Average visits per member 3.57 3.50 


 
Source: HealthCare USA Claims from the Coventry MET Cube 
 


During a review of the data it was determined that the original baseline data was incorrect.  The 
baseline data was recalculated resulting in a corrected baseline and goal.   
 
 Corrected Baseline/Goal 


 January 2006 – 
June 2006 
Baseline Goal 


Number of members 936  
Number of visits 3472  
Average visits per member 3.71 3.63 


 
Source: HealthCare USA Claims from the Coventry MET Cube 
 


 
The goal can be achieved through either a reduction in the number of members with 3 or more 
visits or a reduction in the number of visits or a combination of both.   
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The ED frequent flyer rate is determined by a query of claims submitted to the MET cube in the 
Coventry Claims Warehouse (CDW).  This query is written to include any member with 3 or 
more ED visits in a rolling 6 month time frame that meets the following criteria: 
 


 An ED visit during the measurement period meeting one of the diagnoses listed 
below/defined as non-emergent/avoidable and: 


 The ED visit did not result in a hospital admission or death 
 
The groupings listed below contain diagnoses that could be treated in a less acute environment 
than the ED and therefore, are non-emergent and/or avoidable diagnoses.  The diagnoses 
included in the non-emergent/avoidable definition are categorized in the following diagnosis 
code groupings (The specific ICD9 codes are listed in Appendix I). 


 
 Abdominal pain (non-emergent) 
 Asthma (Avoidable) 
 Back pain (non-emergent) 
 Bronchitis (non-emergent) 
 Contusions (non-emergent) 
 Dental issues (non-emergent/advanced dental caries or abscesses are avoidable) 
 Gastroenteritis (non-emergent) 
 Headache/migraine (non-emergent) 
 Otitis media (non-emergent) 
 Pharyngitis (non-emergent) 
 Sprain (non-emergent) 
 Unspecified viral infection (non-emergent) 
 Upper respiratory infection (non-emergent and/or avoidable with early intervention) 
 Urinary tract infection (non-emergent) 


 
In the spring of 2008, data analysis showed that urgent care visits that occurred at an urgent 
care center associated with a hospital were counted as an ED visit, as a result of the way the 
location code is processed and the claim reimbursed (a provider contracting issue).  The query 
was modified to identify urgent care centers linked to hospital systems and eliminated the 
urgent care center visits from the data.  All of data was rerun and reanalyzed to maintain data 
accuracy.  The source of the query remains unchanged, claims from the MET cube in the 
Coventry Claims Data Warehouse (CDW).  This change allows for  increased accuracy in 
reporting ED Frequent Flyer visit rates. 
 
This measure was retired in 2011.  The measure’s difficulty was  its focus on the average 
number of visits but did not reflect if a change in the total number of visits occurred which 
would indicate decreased utilization.  So while it would be possible to have a decrease in the 
overall number of frequent flyer visits to the ED, if enough members increased their usage of 
the ED the measure would not show a decrease.  It’s also been shown through data analysis that 
some members will consistently have high  ED usage.  By using an average, decreased ED 
usage for Frequent Flyer diagnoses is masked.  A new measure that focuses on the number of 
Frequent Flyer visits compared to all ED visits instead of the average was developed in 2011. 
 


Page 6 of 35  Updated:  09/26/2012 







4.  (Updated for 2012) Percentage of ED Frequent Flyer Visits 
 


Numerator =  All ED visits of HealthCare USA members that have had three or more ED visits 
in six months that fall within the Frequent Flyer diagnoses groupings. 
 
Denominator = All ED visits by HealthCare USA members visits  in six months. 


 
 Goal = Reduce the percentage of Frequent Flyer visits to ED visits by 2% from the 2006 
baseline. 
 


Previous Baseline/Goal 
 January 2006 – 


June 2006 Baseline Goal 
Number of Frequent Flyer visits 3472  
Total Number of ED Visits 49416  
Frequent Flyer Visits/ED Visits .070 .068 


 
Source: HealthCare USA Claims from the Coventry MET Cube 
 


The goal can be achieved through a reduction in the number of Frequent Flyer visits.  The goal 
can also be achieved through an increase in the total number of ED visits.  This will be 
monitored and data analysis will be conducted as needed. 
 
The ED frequent flyers are identified through a series of queries.  The first is by a query of 
claims submitted to the MET cube in the Coventry Data Warehouse (CDW).  This query is 
written to include any member with an ED visits in a given time frame.  This data is then 
dumped into an Access database which further analyzes the raw data for any member with an 
ED visit in a rolling 6 month time frame that meets the following criteria: 
 


 An ED visit during the measurement period meeting one of the diagnoses listed 
below/defined as non-emergent/avoidable and: 


 The ED visit did not result in a hospital admission or death 
 
The groupings listed below contain diagnoses that could be treated in a less acute environment 
than the ED and therefore, are non-emergent and/or avoidable diagnoses.  The diagnoses 
included in the non-emergent/avoidable definition are categorized in the following diagnosis 
code groupings (The specific ICD9 codes are listed in Appendix I). 


 
 Abdominal pain (non-emergent) 
 Asthma (Avoidable) 
 Back pain (non-emergent) 
 Bronchitis (non-emergent) 
 Contusions (non-emergent) 
 Dental issues (non-emergent/advanced dental caries or abscesses are avoidable) 
 Gastroenteritis (non-emergent) 
 Headache/migraine (non-emergent) 
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 Otitis media (non-emergent) 
 Pharyngitis (non-emergent) 
 Sprain (non-emergent) 
 Unspecified viral infection (non-emergent) 
 Upper respiratory infection (non-emergent and/or avoidable with early intervention) 
 Urinary tract infection (non-emergent) 


 
The measure was implemented in 2011 to replace the “Average Number Of Frequent Flyers” 
measure.  This measure compares the total number of Frequent Flyer visits to the total number 
of ED visits.  This allows us to track and analyze both the total number of Frequent Flyer visits 
as well as how the total number of Frequent Flyer visits compares to the total number of ED 
visits.  In 2012 the Children’s Mercy Pediatric Care Network (PCN) was established in the 
Western region.  The PCN carved out the pediatric and pregnant members in the Western 
region.  The PCN is tracked separately from the remaining members in the Western region.  
Starting in 2012 the PCN will be added to the list of regions that are measured.  The PCN and 
WMO are new and unique populations. 
 
 


4. Study Population 
 The study has no sampling.  All HealthCare USA members who have an ED visit  claim 


are included in the study population. 
 


5. Sampling Techniques 
N/A 


 
6. Data Collection 


The Project Lead, Rudolph Bremen is a Quality Improvement Coordinator (QIC) and 
responsible for all aspects of the PIP.  Rudolph has worked in the healthcare field for over 16 
years.  Rudolph is a Registered Nurse and has 8 years of quality improvement experience and 5 
years of managed care experience.  Rudolph is also a Certified Professional in Healthcare 
Quality (CPHQ).  Further analysis may be assisted by Carol Stephens-Jay, HealthCare USA’s 
Health Care Consultant and quality data analyst.  Carol is also a Certified Professional in 
Healthcare Quality (CPHQ) and has an MBA/MHA with 13 years of data analysis experience 
and 4 years of managed care experience.  The entire project is overseen by the Director of 
Quality Improvement, the ED Performance Improvement Team,  and the Quality Management 
Committee. 
 
Claims are received from providers through paper or electronic submission.  Electronic 
submissions are loaded automatically into the Coventry Data Warehouse (CDW) and paper 
submissions are either scanned or manually entered by a claims examiner.  Data is then sent 
through a series of system set-up controls and quality controls to ensure data accuracy.   
 
1.  For the HEDIS ED Utilization rate, claims data for the entire eligible population is then 
loaded into the NCQA certified HEDIS Catalyst Software by trained IS professionals.  The 
software follows NCQA specifications for data analysis.  The HEDIS outcome reports are 
produced by the Coventry HEDIS team.  All numerators, denominators and rates are analyzed 
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for validity by the HEDIS team, the HealthCare USA Quality Improvement Coordinator (QIC), 
who has advanced training and experience in data collection and reporting and other quality 
improvement tools, and the HealthCare USA HealthCare Consultant, who has advanced 
training and experience with data collection, reporting and analysis.  HEDIS final results are 
validated by an NCQA certified, independent HEDIS auditor.  HEDIS rates will be collected 
and analyzed at least yearly. 
 
2.  Claims data is also the source for the HealthCare USA ED Visits/1000 Members rate. It is 
collected using the same process for claims data, as defined above.  The QIC runs a 
standardized claims data query from the MET cube in CDW.  This data is reported as a rate in 
order to normalize the data for comparisons across time and with other data sources.  Data will 
be collected quarterly and run charts will be used to monitor the impact of interventions and 
used to asses their effectiveness. 
 
3.  (Retired 2011) Claims data is also the source for the Average Number of ED Frequent Flyer 
Visits.  It is collected using the same process for claims data, as defined above.  A standardized 
query is utilized to pull the claims data from the MET cube in CDW.  The Project Lead, enters 
the data into an Access database and scrubs the data by grouping claims by diagnosis, region 
and other variables for analysis.  The same scrubbing process is used for all reporting.  Having 
a standardized query and scrubbing process allows for consistent  and uniform reporting of the 
data.   Data will be collected quarterly and run charts will be used to monitor the impact of 
interventions and used to asses their effectiveness. 
 
Reports are sent to the ED Performance Improvement Team meetings and the actions and 
outcomes of the work of the team are reported to the Quality Management Committee at least 
quarterly along with the most current data reports.  This measure was retired in 2011. 
 
4.  (Updated for 2011) Claims data is also the source for the Percentage of ED Frequent Flyer 
Visits.  It is collected using the same process for claims data, as defined above.  A standardized 
query is utilized to pull the claims data from the MET cube in CDW.  The Project Lead, enters 
the data into an Access database and scrubs the data by grouping claims by diagnosis, region 
and other variables for analysis.  The same scrubbing process is used for all reporting.  Having 
a standardized query and scrubbing process allows for consistent  and uniform reporting of the 
data.   Data will be collected quarterly and run charts will be used to monitor the impact of 
interventions and used to asses their effectiveness. 
 
Reports are sent to the ED Performance Improvement Team meetings and the actions and 
outcomes of the work of the team are reported to the Quality Management Committee at least 
quarterly along with the most current data reports. 
 


7. Intervention and Improvement Strategies 
 


Key 
Aspect 


Barrier Interventions  Responsible 
person(s) 


Timeline Status 


System/Orga
nizational 


Reasons 
members go 
to ED for 


Integrated Health 
Network (IHN) St. 
Louis Regional 2 year 


Project Lead Two year 
Survey 
Completed in 


One time  
survey; 
results 
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non-
emergent/avoi
dable 
diagnoses 


survey conducted to 
determine causes for 
non-
emergent/avoidable ED 
visits. 


2006  available and 
reviewed 
early 2007 


 ED visit 
data/informati
on 60-120+ 
days after the 
visit – too late 
to intervene 


Collaborate with 
hospitals to receive ED 
census and Dx within 
2-3 days of visit to 
distribute list to CM, 
CCM and DM for 
review and follow up 
with those enrolled in 
any of these programs.  


Project 
Lead/Case 
Management/Pro
vider Relations 


First Hospital 
pilot start in 
2008 
Continue 2009 
and on-going 


ED logs 
received from 
select EDs as 
of June 2010; 
CM, CCM 
and DM 
review & 
follow up for 
those 
enrolled. 
Ongoing 


 Ability to 
intervene and 
prevent repeat 
ED visit for 
lack of 
understanding 
+/or ability to 
follow ED 
discharge 
instructions 


ED Case Manager 
position to makes 
outbound calls to 
assess, intervene, refer, 
educate, etc 


Health Services-
Case 
Management 


Summer of 
2008 


Discontinued 
Aug 2009 
with position 
elimination 


 Specific 
reasons 
HCUSA 
members use 
the ED vs. 
other more 
appropriate 
level of care 


Create ED morbidity 
database to track 
member Dx., reason, 
applicable history; 
ability to understand 
and follow discharge 
instructions. 


Case 
Management/ED 
Case Manager 


Summer 2008.   Discontinued 
2011. 


Ability to 
obtain dental 
services 


Partner with 
DentaQuest to initiate a 
program to assist 
members obtaining 
dental services 


Director of 
Health Services 


2011-
Development 


2012-Pending 
implementati
on 


Knowledge 
about the ED 


Member education 
developed (General ED 
brochure) and sent to 
the ED frequent flyer 
list (those with 3 or 
more visits on a rolling 
6 month timeframe). 


Project Lead Mar 2006, July 
2006, Oct 
2006 –  
 


Baseline year 
activity 
reviewed did 
not address 
issues 
identified in 
IHN study 
results - 
Discontinued 


Member  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Knowledge 
about Urgent 
Care Centers 


ER utilization 
education with addition 
of urgent care center 
locations and phone 
numbers included in 
member newsletter. 


Project 
Lead/Community 
Development/Pro
vider Relations 


July, 2006 -
3x/year 
 


Information 
not current 
Discontinued   
2007 
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Results of 
IHN survey 
Most frequent 
reasons for 
non-
emergent/avoi
dable ED 
visits 


ED Brochure revised to 
address highest 
frequency reasons for 
non-
emergent/avoidable ED 
visits: First Aid Tips 
brochure (HCU070) 
developed & 
distributed to frequent 
flyers 
Revised in 2009– send 
to all first time non-
emergent/avoidable ED 
visits. 
Revised in 2011 to 
target members with 3 
or more visits to the 
ED. 


Project Lead 2007 (1,543 
Mailers) 
 
2008 (19,300) 
 
2009 (16,592) 
 
2010 (11,039) 
 
2011 (4,051) 


Revised 
brochure: 
HCU070 
completed, 
QMC, PAC  
& State 
approval 
completed 
6/07.  June 
2011-
Ongoing 


Same as 
above Understanding How to 


Get the Right 
Healthcare brochure 
(HCU270) developed 
and sent to frequent 
flyers. 
Revised in 2009 to 
members with a non-
emergent diagnosis 1 or 
more times in 6 
months. 
Revised in 2011 to 
target members with 3 
or more visits to the 
ED. 


Project Lead 2009 (16,243) 
 
2010 (11,039) 
 
2011 (4,051) 


New brochure 
HCU270 
completed, 
QMC, PAC 
and State 
approved 
5/14/2008 
Issue Q1 of 
’09 until the 
end of Q3 ‘09 
with brochure 
not being sent 
during this 
time.  
 
2011 – On-
going; 


Knowledge 
about Urgent 
Care Centers 


Understanding When is 
Urgent Care the Right 
Choice? brochure 
(HCU120) developed.  
Initially sent to all 
members then included 
in ED Frequent Flyer 
mailings.  Developed in 
2011 and implemented 
in 2012. 


Project Lead / 
Health Services 


2012-First 
mailing to all 
members on 
plan. 


2011-
Development 
2012- 
Ongoing 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Member 
knowledge 
about 
location, 
hours of 
service and 
types of 
service 
provided 


Update Urgent Care 
lists with current 
providers, hours of 
service, phone number, 
address and types of 
services provided (Ex. 
Pediatrics, X-ray) 


Project Lead and 
Provider 
Relations team 
representative 


Nov. 2008 Member 
website has 
current 
information 
on locations 
of Urgent 
Care Centers. 
On-going 
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New member 
(<90 days on 
plan/Auto-
assigned) 
knowledge 
about how to 
access care 
and services 


Customer Service 
Organization (CSO) 
begins outbound calls 
to members who are 
new to plan and PCP 
auto assigned – ask 
about PCP and offer to 
help schedule an appt. 


Customer Service 
Organization 


December 
2008 and on-
going 


Discontinued 
2010 Q4 


Potential to 
prevent any 
first non-
emergent/avoi
dable visit by 
pre-emptive 
education 


First Aid Tips 
brochure distributed to 
member health fairs 


Project 
Lead/Community 
Development 


Summer 2009 2010 plan to 
continue at 
health fairs 
through Sept. 
2010.  
Ongoing 


 Collaborate with 
Integrated Health 
Network in St. Louis 
to identify ways to 
reduce ED utilization. 


Case 
Management 


March 2009 
and on-going 


On- hold 
through 2010 
due to 
staffing and 
funding 
changes at 
IHN 


Ability to 
intervene and 
prevent repeat 
ED visit for 
lack of 
understanding 
+/or ability to 
follow ED 
discharge 
instructions 


Development of ED 
outreach program 
with SynCare 


Project Lead and 
Director of 
Quality 
Improvement 


Began Q4 
2010, 
implemented 
2011 


Implemented 
2011 Q1.  
Discontinued 
2011 Q3. 


  Development of ED 
Health Care Initiative 
See 2011 narrative 


Director of 
Health Services 


Discussion 
and design in 
2011 Q4 for 
implementati
on in 2012. 


2012-
Planned 
implementat
ion 


Provider Knowledge 
about 
availability of 
urgent care 
centers vs. 
sending 
member to the 
ED. 


Provider Relations 
Representatives 
educate providers about 
urgent care centers 
available in their area, 
hours of and types of 
services provided.  


Provider 
Relations 


Began Fall 
2003/ 
Ongoing 


2010 – on-
going 


 Provider 
knowledge 
about volume 
of non-
emergent/avoi
dable ED 
visits and 
availability of 
urgent care 


Provider newsletter 
contains education 
about the use of EDs 
and urgent care centers. 


Project lead and 
Provider 
Relations 


Spring 2006 
Annual topic 
included in 
newsletters 


2011-
Implemented 
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centers  


Provider 
knowledge as 
to member 
ED usage. 


Disseminate first aid 
brochure to provider 
offices with high 
number of ED frequent 
flyers 


Provider 
Relations 


Discussed in 
2010 


2011-
Implemented. 


     


 
 
 


 
Annual Summary of Interventions 
 
2007 
After one year the goal of a 2% reduction in the HEDIS ED Utilization rate was not achieved.  
Early in 2007, research completed by the Integrated Health Network showed that the three top 
reasons people in the Metropolitan St. Louis Region go to the ED for non-emergent/avoidable 
symptoms is because of a lack of knowledge about first aid and/or healthcare and because the 
member either doesn’t know their PCP or does not view the PCP as a first step for all well and 
sick healthcare treatment.   
 
In response, a new brochure was created that included 3 components:  basic first aid tips 
including when to call the PCP and/or go to the ED; general suggestions of when symptoms 
may be an emergency; and a place to add their PCP or “medical home” information.  This 
brochure was mailed to the same ED frequent flyer group at least every 3 months and was 
distributed at community events.  In addition, on-going periodic education occurred in the 
member and provider newsletters.   
 
Review of additional detail data, including top five diagnoses related to ED visits and a 
breakdown of visits by age ranges and day of the week identified several diagnoses as having 
frequent ED visits that might be avoided.  Members with a pregnancy related diagnosis other 
than delivery (720’s in claims processing) and asthma are consistently high volume ED users, 
in addition to those with Sickle Cell Disease for evaluation of temperature.  It is too soon to see 
if these programs will or can have a positive impact or not on the avoidable ED visit rate. 
 
Barriers to achieving the goals, including the six month timeframe to complete the revised 
brochure and additional delay in printing the brochures and may be the reason for the goals not 
being achieved versus the intervention not working.  Very preliminary results after the 
brochures began distribution suggests that this may be an effective intervention when all 
educational components are implemented.  Education about what a PCP is and when to access 
the PCP is still in process.  
 
2008 
In an effort to enhance member outreach, a process was started to obtain weekly ED visit logs 
directly from hospitals.  The Case Management and Disease Management nursing staff receive 
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the logs for review and to follow up with any member enrolled in a program who is also 
included on an ED visit log from a hospital. Provider Relations representatives continue to 
work with other hospitals to obtain additional logs.   
 
To increase member outreach a ED Case Manager began in the summer of 2008.  This person 
and the Case and Disease Management nurses receive daily ED logs from collaborating 
hospitals.  The Case and Disease Management nurses complete follow up with members 
enrolled in either Case or Disease Management programs.  The ED Case Manager completed 
outbound calls to those member not enrolled in a Case or Disease Management program.  She 
assessed the members understanding of and ability to follow the ED discharge instructions.  
She provided education, discussed appropriate use of the PCP, urgent care, and the ED and 
assisted in resolving any barriers identified for the member to seek or access appropriate care 
and services to complete discharge instructions from the ED.   
 
The ED Case Manager anecdotally identified consistent barriers to members ability to complete 
discharge instructions and/or to complete PCP instructions that may have prevented an ED 
visit.  A database was created to identify, track and trend these reasons. 


Emergency Department Usage Reasons
Data Source: HealthCare USA Emergency Department Log Database 
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An analysis of the database provided data regarding the reasons for selecting an ED over other 
care options.  The graph above represents the reasons given.  Preliminary results indicate the 
number one reason why people choose the ED is because the urgent care center was closed, 
followed by couldn’t reach their PCP/office, convenience, sent by PCP, PCP office closed, and 
couldn’t get same day appointment.  This analysis aided the development of the 
“Understanding How to Get the Right Health Care”.  The brochure provides information about 
what a PCP is and suggested use of Urgent Care and the ED.  The brochure also provides 
information on how the member can locate a close urgent care center and a member services 
phone number if they want to get established with a PCP.  The ED Performance Improvement 
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Team, an interdepartmental, multi-disciplinary workgroup assessed barriers and identified 
interventions based on these results.    
 
It was determined that the pregnancy related reasons for ED visits were not likely to be able to 
be impacted/reduced.  An Asthma disease management program was implemented in the last 
quarter of 2007 and continues.  Early outcomes data does show that those enrolled in the 
program have a reduced number of ED visits and asthma has decreased one of the top three 
reasons for an ED visit.  The volume of members enrolled in the program is not large enough 
for this intervention to impact the overall ED visit rates or the overall frequent flyer rates..   
 
In 2008, the member services staff began making outbound calls to new members who were 
either auto-assigned a PCP or auto-enrolled to the plan.  Analysis of data suggested members 
who were auto-assigned a PCP and are new to the plan are more likely to visit the ED.  The 
calls welcomed the member to the plan, identified whether the member knows who their PCP is 
and if the PCP is one they want or if they would like to change PCPs.  The CSO also offers to 
assist the member in setting up a visit with their PCP. 
 
The goal for a 2% reduction in the HEDIS ED Utilization rate and the Average Frequent Flyer 
Visit rate was not achieved in 2008.  Barriers included the length of time required to develop, 
gain approval from appropriate bodies and print member and provider educational materials, 
which contributes to a six to eight month time span from identifying educational needs to 
implementing an intervention.  While the disease management programs have a positive impact 
on those populations, the volume remains too small to impact overall ED visit rates. 
 
2009 
Throughout 2009 HealthCare USA’s contracting staff have continued to negotiate with 
additional EDs to establish a process to get all ED visit logs within 2-3 days of an ED visit 
from all acute care facilities that have an ED. 
 
HealthCare USA began discussions with the Integrated Health Network (IHN) to collaborate on 
efforts to reduce ED utilization and increase PCP/medical home utilization consistent with well 
care clinical practice guidelines.  The IHN is a grant-funded entity in St. Louis that’s goal is 
consistent with our goal:  to reduce use of hospital emergency departments for non-
emergencies.  IHN and HealthCare USA key personnel met to identify opportunities for 
common interventions and steps necessary to implement the interventions for each entity. 
Changes in leadership at IHN have resulted in the interventions being placed on hold.  However 
both sides are committed to working together in the future.   
 
The goal for a 2% reduction in the HEDIS ED rate and the Average Frequent Flyer Visit rate 
was not achieved in 2009.  Barriers included the elimination of the ED Manager position due to 
a department reorganization. Hospital ED visit logs continue to be received from an increasing 
number of providers and to be distributed to the nursing staff for review and follow up with 
members enrolled in care management programs.  Additionally the query used to identify 
Frequent Flyers was not working properly for several months which delayed mailings. 
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 2010 
In 2010 Q4, based on data analysis and at the recommendation from the HealthCare USA ED 
Performance Improvement Team,  a member letter was developed to accompany the 
educational brochures that were sent to members.  The letter discusses that the member has 
been identified as using the ED and emphasizes the importance of developing a relationship 
with a PCP.  The new member welcome calls were discontinued in 2010 Q4.  Data analysis did 
not indicate that this process was impacting the measures. 
 
In an effort to improve member outreach, 2010 Q4 HealthCare USA began discussions with 
SynCare LLC regarding the development of an Emergency Department Diversion Program.  
The program targets all HCUSA members who have had three or more visits to an ED within 
90 days.  
The ED Diversion Team will attempt to contact the member within 5 business days of referral 
to risk stratify member into the appropriate risk category, obtain verbal consent for enrollment 
in program and, if verbal consent is obtained, perform a telephonic risk assessment using the 
SynCare Care Management System (“SynCMS”). All risk assessments will be conducted or 
reviewed by and signed off by a Registered Nurse (RN).  A member has the right to decline 
participation or disenroll from ED Diversion program and services offered by SynCare.  The 
SynCare ED Diversion Risk Assessment tool will be used to determine the level of intervention 
for referred members.  Elements of assessment include current and past medical history, 
medication profile, activities of daily living evaluation, psychosocial status and needs, support 
systems, health care utilization patterns, cultural and linguistic needs, preferences or 
limitations.  SynCMS will stratify members into a 3 level system. 
 
Individualized care plans will be developed in collaboration.  ED Diversion Team members 
will review the identified problems with  member on each contact and record progress toward 
resolution.  ED Diversion Team members will identify and document barriers to resolution of 
problems with the care plan and will provide member with alternative solutions and resources 
to overcome barriers or noncompliance issues.  SynCare’s Social and Community Health 
Worker staff will assist the member in accessing the appropriate local support. 
 
ED Diversion Teams regularly evaluate the member’s progress towards goals considering 
several factors including member’s medical status, social stability, and progress made in 
resolving identified problems.  The RN Team Supervisor will make final determination of 
member’s status and will disenroll member in SynCMS. 
 
The goal for a 2% reduction in the HEDIS ED Utilization rate, HealthCare USA ED 
Visits/1000 Members rate,  and the Average Frequent Flyer Visit rate was not achieved in 
2010.   The Western and Central regions did meet the ED Visit  goal at times in 2010.  Barriers 
include the lack of member outreach due to the elimination of the ED Case Manager position in 
2009. This barrier was addressed with the development of the SynCare ED program that was 
implemented in 2011.  Another barrier to the mailings occurred when one informational 
brochure had to be updated by adding a sticker.  This caused a delay in 2010 Q4 mailings. 
 
2011 
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In 2011 the SynCare ED program was implemented as previously discussed and targeted all 
HCUSA members who had three or more visits to an ED within 90 days.  The program was in 
effect 2011 Q1 to 2011 Q3.  Data analysis for the limited time the program was in effect was 
performed.    SynCare made 8,343 outreach calls and enrolled 560 HealthCare USA members 
while the program was active.  SynCare closed for business in 2011 Q3 and the SynCare ED 
program was terminated at that time. 
 
HealthCare USA is working on several programs to enhance the PIP.  The programs include 
member education regarding Urgent Care Centers, member outreach, and a dental outreach 
program developed by DentaQuest. 
 
 
 
 


■ Urgent Care Clinics 
 
In Q3 2011 HealthCare USA started development on a process to increase members 
awareness of Urgent Care Centers (UCC), including Walgreen’s “Take Care Clinics”.  
The process includes sending educational brochures (Appendix II) to all members 
statewide.  The brochures discuss the benefits of a UCC while reinforcing the need to 
maintain an ongoing relationship with the PCP.  The brochures will initially  be mailed 
to all members and then added to the Frequent Flyer mailers.   
 
The process is scheduled for implementation in the first half of 2012. 


 
■ Member Outreach 
 
HealthCare USA is developing a program centered on decreasing return visits to the ED 
by following up with members after they have been seen in the ED.  The program will 
be piloted in EMO and then implemented in CMO and WMO. The program has the 
following elements: 


 
 Daily ER logs are received electronically from specific facilities and reviewed 


for specific diagnoses. 
 A case management team member places a call to the member and discusses the 


member’s understanding of the following: 
o HCUSA benefits 
o ER discharge instructions 
o Medication compliance 
o Availability of 24-Hour Nurse Line 
o Follow-up appointment with their PCP 


 The HCUSA staff also identifies any barriers for compliance with treatment and 
any transportation needs.  They will assist the member in scheduling 
transportation or their follow-up appointment. 


 
The program is scheduled for implementation in the first half of 2012. 
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■ Dental Outreach 
 
HealthCare USA is working with DentaQuest to decrease the number of visits to the ED 
for dental reasons.  The use of the  ED for non-emergency, primary dental care can be 
more appropriately and economically treated in an office setting.  DentaQuest’s 
program raises awareness about the importance of proper dental care. It informs 
members about: 
 


 The importance of proper preventive care 
 Ways to access emergency dental care 
 Ways to access a dentist for covered services 
 


Member mailings emphasize the importance of preventive dental treatment and offer 
ways to access dental care in an emergency situation. Members who use the emergency 
room for dental services receive phone calls to provide alternative options in emergency 
situations. DentaQuest call center staff also recommend dental follow-up visits, provide 
dentist referrals, and set up a dental appointment if the member is willing. 
 
Prior to implementing the ED program, DentaQuest will develop a baseline of the 
number of members  who used the emergency room for non-traumatic dental care.  
Twelve months after the implementation of the program, DentaQuest will analyze 
utilization data to determine: 
 


 Decreases in emergency room utilization for non-traumatic dental care 
 Increases in the number of members seeing dentists for post emergency room 


care 
 Increases in utilization for preventive services 


 
The program is scheduled for implementation the last quarter of 2012. 
 


The member education program which focused on mailing the “Understanding How To Get 
The Right Health Care” and “First Aid Tips” (Appendix II) along with a explanatory letter 
were mailed to the members in all four quarters of 2011.    A total of 4,051 members received 
the mailings in 2011.  Also HealthCare USA’s Provider Relations (PR) department visited 
providers who had a large number of members that were Frequent Flyers.  The PR staff 
educated providers and shared the list of the provider’s members that were seen in the ED for 
Frequent Flyer reasons as well as left brochures for distribution in the provider’s office. 
 
The goal for a 2% reduction in the HEDIS ED Utilization rate was achieved in CMO in 2011.  
Both EMO and WMO decreased their HEDIS ED Utilization rates toward their respective 
goals.  Both CMO and WMO met the goal for the HealthCare USA ED Visits/1000 Members 
rate at times in 2011.  EMO which trended downward for most of the year did not.  One of the 
new initiatives discussed in 2011 will begin as a pilot program in EMO.  None of the regions 
met the goal for the Average Frequent Flyer Visit rate.  This measure has been retired and 
replaced with the Percentage of Frequent Flyer ED Visits measure.  Barriers include the lack of 
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member outreach in 2011 Q4 due to the elimination of the SynCare ED program that was 
implemented in 2011.  This has been addressed by the EMO pilot program discussed 
previously.  Another barrier is that members go to the ED for dental care.  Although ED dental 
claims have decreased, the program with DentaQuest will assist those members who still need 
dental care in finding a regular dental provider.  Member education is also a barrier and has 
been addressed with the addition of the UCC initiative along with regular mailings to those 
members identified as Frequent Flyers. 


 
2012 
 
 
 
 
 
8. Data Analysis and Interpretation of Study Results 
 
1.  HEDIS ED Utilization Rate 
 


 


HEDIS Rate of ED Visits
Data Source:  NCQA-Audited HEDIS Results
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HEDIS ED Utilization Rates 


Region Goal 2009 2010 2011 
Eastern 61.31 75.88 82.19 80.55 
Central 69.22 69.04 70.13 67.32 
Western 59.46 87.48 90.60 82.37 


 
 
The 2011 HEDIS rate for ED utilization decreased in all three regions from the previous 
measurement year.   
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■ The Eastern region decreased from 82.19 in 2010 to 80.55 in 2011.   
■ The Western region decreased from 90.60 in 2010 to 82.37 in 2011.   
■ The Central region decreased from 70.13 in 2010 to 67.32 in 2011.   


 
The HEDIS 2011 rate for Central region was the lowest of the three regions and met the stated 
goal for the region. The HEDIS ED Utilization rate is calculated per NCQA HEDIS technical 
specifications.  The HEDIS rate includes all ED claims and is not dependant on diagnosis or 
outcome. 
 
The Central Region’s rate may reflect a dental project to reduce the number of members with 
abscesses may be being reflected.  The development and implementation of the Statewide 
Dental PIP starting in 2009 may also have had some impact.  The number of providers in the 
network in this region has also increased over the last few years.  Provider relations staff 
continue to work with providers to establish extended office hours. 
 
One possible reason for not reaching the HEDIS goal across all three regions is how the 
educational ED brochures are utilized.  One limitation of the ED brochure mailings is its 
targeting of the frequent flyers whereas the HEDIS ED utilization rate includes all ED 
utilization.  To address this limitation, in 2011 HealthCare USA Provider Relations staff 
distributed ED brochures to providers who have a large number of frequent flyers.  This 
intervention not only targeted those providers who have members with high ED usage patterns 
but also provided ED educational information to all members visiting the provider office.  The 
SynCare program also targeted members who had more than just frequent flyer ED visits.  Both 
of these interventions reached additional members in 2011.  Although the SynCare program 
was discontinued in 2011, HealthCare USA is developing another program that will contact the 
members directly and will be implemented in 2012.  Additionally the UCC initiative will reach 
all regions and educate members as to the benefits a UCC offers. 
 
The ED Performance Improvement Team will continue to evaluate the data and design and 
implement interventions and monitor the data for changes related to interventions recently 
implemented. 


 
2,  HealthCare USA ED Visits/1000 Members (claims per 1000 member months) 
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ED Visit Rate  
Data source:  HealthCare USA Claims from  Coventry MET Cube
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ED Visits /1000 Members 


Region 
Q1 
'09 


Q2 
'09 


Q3 
'09 


Q4 
'09 


Q1 
'10 


Q2 
'10 


Q3 
'10 


Q4 
'10 


Q1 
'11 


Q2 
11 


Q3 
'11 


Q4 
'11 


EMO 926.9 921.5 959.7 923.5 851.3 888.1 844.2 835.1 892.7 856.8 825.5 876.1 
CMO 784.2 802.8 899.1 878.0 735.9 775.0 790.9 747.4 803.4 776.8 825.5 737.7 
WMO 896.6 926.5 920.7 907.4 815.0 828.8 792.4 751.0 813.5 791.9 825.5 780.7 
 
The HealthCare USA ED Visits/1000 Members rate in all three regions has trended downward 
overall starting 2009 Q3.   


■ The Eastern region decreased from 959.7 in 2009 Q3 to 876.1 in 2011 Q4.   
■ The Western region decreased from 920.7 in 2009 Q3 to 780.7 in 2011 Q4.   
■ The Central region decreased from 899.1 in 2009 Q3 to 737.7 in 2010 Q4.   


 
Both CMO and WMO met the goal at times during 2010 and 2011.  There was an increase in 
all three regions in 2011 Q1.  Historically this has happened the last three years.  There was 
also an increase in 2011 Q4.  The ED Visits/1000 members will continue to be monitored to see 
if this indicates a pattern or seasonal variation.   
 
Even though the goal was reached by WMO and CMO in 2010 and 2011, EMO remains above 
the goal.  The ED Brochure mailings have the same limitation as they did for the HEDIS ED 
Utilization rate.  Adding provider visits by Provider Relations staff should increase the 
effectiveness of the brochures by increasing the number of members that have access to the 
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information.  Especially since a large number of the providers are based in EMO. The SynCare 
program also targeted more than just members who have frequent flyer ED visits.  Both of 
these interventions reached additional members in 2011.  EMO was selected for the pilot 
program described in the above section.  This pilot combined with the UCC mailings and the 
DentaQuest program which will be implemented in all regions will target members who use the 
ED and provide options for care other than the ED. 
 
The ED Performance Improvement Team will continue to evaluate the data and design and 
implement interventions and monitor the data for changes related to interventions recently 
implemented.  


ED Visit Rate  
Data source:  HealthCare USA Claims from  Coventry MET Cube
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The median for the HealthCare USA ED Visits/1000 Members rate for the time period of 2007 
Q1 through 2011 Q4 is 843.2.  A run chart analysis of the HealthCare USA ED Visits/1000 
Members rate does not find either  A) six or more consecutive points above or below the 
median or B) an established trend which would be indicated by five or more consecutive points 
that are either increasing or decreasing, thus there is an absence of a non-random pattern.  The 
run chart has the minimum appropriate number of “runs” for the number of observations.  
However two of the observations are on the median line, dropping them from the calculation 
and making the number of observations too few for a proper run chart.  It is therefore difficult 
to determine whether the interventions have had a significant impact on the ED Visit rate. 


 
3.  Average Number of ED Frequent Flyer Visits (Retired 2011) 


 


Page 22 of 35  Updated:  09/26/2012 







ED Frequent Flyers (3+ Visits) Average Visits per Member
Data Source: HealthCare USA claims from Coventry MET Cube
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*The ED Frequent Flyer rates shown above are the rerun of the data excluding urgent care and can be used for comparison.  
The goal is also based on corrected data.  


 
ED Frequent Flyers- Average Visits per Member 


Beginning  
Aug-


08 
Sep-


08 Oct-08 
Nov-


08 
Dec-


08 
Jan-


09 
Feb-


09 
Mar-


09 
Apr-


09 
May-


09 
Jun-


09 
Jul-
09 


Ending Goal 
Jan-


09 
Feb-


09 
Mar-


09 
Apr-


09 
May-


09 
Jun-


09 
Jul-


09 
Aug-


09 
Sep-


09 
Oct-


09 
Nov-


09 
Dec-


09 
CMO 3.63 4.03 4.00 4.04 3.98 3.98 4.02 4.02 3.97 3.96 3.93 4.14 4.11 
EMO 3.63 4.02 3.92 3.91 3.92 3.93 3.99 4.06 4.06 4.04 4.02 3.95 3.93 
WMO 3.63 4.07 4.03 3.87 3.81 3.71 3.77 3.87 3.97 4.08 4.27 4.27 4.39 
Statewide 3.63 4.03 3.95 3.92 3.91 3.90 3.96 4.02 4.03 4.03 4.05 4.04 4.04 
              


Beginning   
Aug-


09 
Sep-


09 Oct-09 
Nov-


09 
Dec-


09 
Jan-


10 
Feb-


10 
Mar-


10 
Apr-


10 
May-


10 
Jun-


10 
Jul-
10 


Ending   
Jan-


10 
Feb-


10 
Mar-


10 
Apr-


10 
May-


10 
Jun-


10 
Jul-


10 
Aug-


10 
Sep-


10 
Oct-


10 
Nov-


10 
Dec-


10 
CMO 3.63 4.06 3.99 3.99 3.92 3.95 3.94 4.06 4.03 4.03 4.04 4.01 4.05 
EMO 3.63 3.90 3.84 3.86 3.86 3.87 3.87 3.91 3.95 3.92 3.86 3.80 3.79 
WMO 3.63 4.48 4.60 4.54 4.59 4.53 4.43 4.35 4.35 4.34 4.64 4.53 4.29 
Statewide 3.63 4.03 3.99 4.00 4.00 3.99 3.98 4.01 4.03 4.01 4.02 3.96 3.92 
              


Beginning   
Aug-


10 
Sep-


10 Oct-10 
Nov-


10 
Dec-


10 
Jan-


11 
Feb-


11 
Mar-


11 
Apr-


11 
May-


11 
Jun-


11 
Jul-
11 


Ending   
Jan-


11 
Feb-


11 
Mar-


11 
Apr-


11 
May-


11 
Jun-


11 
Jul-


11 
Aug-


11 
Sep-


11 
Oct-


11 
Nov-


11 
Dec-


11 
CMO 3.63 3.97 3.99 3.90 3.89 3.85 3.78 3.77 3.90 3.85 3.82 3.80 3.82 
EMO 3.63 3.79 3.73 3.74 3.75 3.71 3.69 3.75 3.76 3.76 3.75 3.81 3.74 
WMO 3.63 4.24 4.24 4.20 4.19 4.27 4.32 4.25 4.17 4.16 4.20 4.06 3.91 
Statewide 3.63 3.89 3.86 3.86 3.85 3.82 3.80 3.83 3.85 3.84 3.83 3.84 3.77 


 
The average number of visits for frequent flyers indicates an overall downward trend starting in 
November 2010.  The overall average number of visits for all three regions has decreased in 
2011.  The data remains above the goal of 3.63 for each region.   
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Upon examining the data and interventions, one barrier to the ED brochure mailings was 
consistency.  Regular mailings in 2010 were interrupted due to system issues.  These have been 
addressed and will not be issues in the future.  Because member education is a key aspect of the 
PIP, an information letter was also developed in 2010 and accompanied  the mailings in 2011.  
Also the distribution of ED brochures to those providers that have a large number of members 
who frequent the ED along with a list of these members to the provider was discussed in 2010 
and implemented in 2011. This intervention not only address those providers who have 
members with high ED usage patterns but also provides educational information to all members 
visiting the provider office.   EMO was also selected for the pilot program involving case 
management described in the above section.  This pilot combined with the UCC mailings and 
the DentaQuest program which will be implemented in all regions, will target members who 
use the ED and provide options for care other than the ED. 
 
 
 


ED Frequent Fliers (3+ Visits) Average Visits per Member
Data Source: HealthCare USA claims from Coventry MET Cube
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The median for the Average Number of ED Frequent Flyer Visits in all regions for the time 
period of  November 2007 through December 2011 is 3.96.  A run chart analysis of the 
Average Visits per Member indicates that there have been three non-random patterns indicated 
by six or more consecutive points above or below the median.  There have been two established 
trends indicated by five or more consecutive points that are either increasing or decreasing.  
This chart shows signs of non random activity or the affects of PIP related or other 
interventions.  One of the PIP related interventions, the ED brochure mailings,  has had several 
barriers which have prevented consistent and regular mailing.  This makes it difficult to assess 
the effectiveness of the ED mailing intervention.  Those barriers have been addressed and we 
expect to have regular and consistent mailings moving forward.   We also enhanced the 
intervention by developing a letter to provide additional information to the member. 
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A further drill down of the ED Frequent Flyers data was performed.  The total number of visits 
and the count of members for ED Frequent Flyers was done to identify possible trends and 
opportunities for improvement.  Also an analysis of the top 5 ED Frequent Flyer groupings was 
also performed. 
 


ED Frequent Flyers (3+ Visits) Count of Members
Data Source: HealthCare USA claims from Coventry MET Cube
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Count of members with 3 or more claims in a 6 month rolling time period varies in all three 
regions. The data indicates some seasonal variation with an overall downward trend in 2011. 


 


ED Frequent Flyers (3+ Visits) Count of Total Visits
Data Source: HealthCare USA claims from Coventry MET Cube
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A total count of claims for non-emergent/avoidable ED visits remained essentially unchanged 
in all three regions until 2011 which indicates an overall downward trend.  Additional volume 
of data and analysis of the ED morbidity assessment tool may help to identify actionable issues. 
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ED Frequent Fliers (3+ Visits) Most Frequent Diagnoses
Data Source: HealthCare USA claims from Coventry MET Cube
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Variation is noted in all regions for the Asthma, Dental, Otitis Media, URI, and Abdominal 
Pain groupings.  Overall, claims for URI and Otitis Media, Dental, and Asthma have decrea
in 2011.  In all three regions combined, claims for dental issues have decreased 10% from 
December 2009 to December 2010.  While there has been a decrease from the previous year, 
claims for dental issues remain one of the highest volume diagnoses on ED claims.  A lack of
dental coverage for those over 21 is a barrier to these members getting any preventive dental 
services and will not be impacted by the member education materials.  The Case and Disease 
management staff try to find able and willing dental providers for those with no coverage, bu
have not been very successful in finding providers willing to do free care and services.  The 
progr


sed 


 


t 


am with DentaQuest should assist these members in finding dental care alternatives to the 
D. 


ge 


ge number of visits; it did not clearly reflect a change 
 the total number of visits occurred.   


E
 
The Average Visits Per Member measure was retired in 2011 and replaced with the Percenta
of ED Frequent Flyer Visits measure.  The difficulty with the Average Visits per Members  
measure was that it focused on the avera
in
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4.  Percentage of ED Frequent Flyer Visits (Updated for 2011) 
 


ED Frequent Flyers Visits per Member vs. Total ED Visits
Data Source: HealthCare USA claims from Coventry MET Cube
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ED Frequent Fl isits D  yer V /All E  Visits


Beginning   
Aug-


08 
Sep-


08 Oct-08 
Nov-


08 
Dec-


08 
Jan-


09 
Feb-


09 
Mar-


09 
Apr-


09 
May-


09 
Jun-


09 Jul-09 


Ending Goal 
Jan-


09 
Feb-


09 
Mar-


09 
Apr-


09 
May-


09 
Jun-


09 
Jul-


09 
Aug-


09 
Sep-


09 
Oct-


09 
Nov-


09 
Dec-


09 
CMO 6.80% 7.31% 8.00% 7.76% 8.35% 8.18% 7.51% 7.05% 6.85% 7.25% 7.20% 7.21% 7.91% 
EMO 6.80% 8.24% 8.42% 8.05% 7.82% 7.52% 7.24% 6.80% 6.90% 6.86% 6.61% 6.36% 6.48% 
WMO 6.80% 7.02% 6.75% 6.77% 6.64% 5.91% 5.79% 5.76% 5.97% 6.03% 6.31% 6.75% 7.09% 
Statewide 6.80% 7.87% 8.03% 7.76% 7.66% 7.29% 6.99% 6.63% 6.70% 6.75% 6.63% 6.56% 6.80% 
              
              


Beginning   
Aug-


09 
Sep-


09 Oct-09 
Nov-


09 
Dec-


09 
Jan-


10 
Feb-


10 
Mar-


10 
Apr-


10 
May-


10 
Jun-


10 Jul-10 


Ending Goal 
Jan-


10 
Feb-


10 
Mar-


10 
Apr-


10 
May-


10 
Jun-


10 
Jul-


10 
Aug-


10 
Sep-


10 
Oct-


10 
Nov-


10 
Dec-


10 
CMO 6.80% 8.16% 8.36% 8.52% 8.56% 8.20% 7.72% 7.26% 7.22% 7.23% 7.52% 7.74% 7.81% 
EMO 6.80% 6.63% 6.99% 7.18% 7.32% 7.26% 6.93% 6.31% 6.13% 5.87% 5.91% 5.85% 6.26% 
WMO 6.80% 7.47% 7.42% 7.93% 8.19% 7.99% 7.72% 6.93% 6.76% 6.72% 6.95% 7.14% 7.12% 
Statewide 6.80% 7.01% 7.27% 7.52% 7.66% 7.53% 7.19% 6.56% 6.41% 6.23% 6.35% 6.37% 6.66% 
              
              


Beginning   
Aug-


10 
Sep-


10 Oct-10 
Nov-


10 
Dec-


10 
Jan-


11 
Feb-


11 
Mar-


11 
Apr-


11 
May-


11 
Jun-


11 Jul-11 


Ending Goal 
Jan-


11 
Feb-


11 
Mar-


11 
Apr-


11 
May-


11 
Jun-


11 
Jul-


11 
Aug-


11 
Sep-


11 
Oct-


11 
Nov-


11 
Dec-


11 
CMO 6.80% 8.24% 8.20% 8.29% 7.96% 7.42% 7.07% 7.00% 6.75% 6.49% 6.73% 6.48% 5.84% 
EMO 6.80% 6.93% 7.12% 7.23% 7.04% 6.91% 6.54% 5.81% 5.56% 5.77% 5.68% 5.84% 5.76% 
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WMO 6.80% 7.57% 8.07% 7.93% 7.78% 7.71% 7.26% 6.35% 6.08% 6.05% 5.96% 5.54% 5.09% 
Statewide 6.80% 7.25% 7.45% 7.51% 7.31% 7.12% 6.74% 6.09% 5.84% 5.93% 5.90% 5.89% 5.67% 
              
              


Beginning   
Aug-


11 
Sep-


11 O          ct-11 


Ending Goal 
Jan-


12 
Feb-


12 
Mar-


12          
CMO 6.80% 6.78% 6.60% 6.39%          
EMO 6.80% 6.80% 6.74% 6.45%          
WMO 6.80% 6.29% 6.05% 5.38%          
Statewide 6.80% 6.72% 6.64% 6.33%          


 
This measure was developed in 2011 replaces the Average ED Frequent Flyer Visits per 
Member measure.  The measure focuses on the percentage of ED Frequent Flyer Visits and 
compares it to the total number of ED visits in the same time frame.  This allows us to ide
what percentage of all ED visits are made by Frequent Flyers.  By looking at the overall 
number of visits we can see which interventions may be effective in decreasing the use of th
ED for Frequent Flyer diagnoses.  A baseline for January


ntify 


e 
 through June 2006 was taken and 


en a goal of a two percent reduction was developed.   
 


ownward trend for 2011 and all three regions met the goal 


e regions continued to meet or exceed the goal for the remainder of the 
year.   


 
oal would be met.  In 


012 a new goal will be established based on the average of 2011’s data. 


 June in 
006.  For a comparison the January through June period of each year was also used. 


 Z Score Analysis 
 


th


■ There was an overall d
in the August 2011.   


■ All thre


Because it was a new measure it was difficult to predict how quickly the g
2
 
A statistical analysis was performed and a z number was calculated for each region as well as a 
z score for all three regions.  The initial measurement time period was January through
2
 


FF /Tot  ViVisits al ED sits 


Beginning 
Jan-


06 
Jan-


07 
Jan-


08 
Jan-


09 
Jan-


10 
Jan-


11 


Ending 
Jun-


06 
Jun-


07 
Jun-


08 
Jun-


09 
Jun-


10 
Jun-


11 
CMO 0.0857 0.0841 0.0698 0.0755 0.0772 0.0707 
EMO 0.0511 0.0659 0.0707 0.0731 0.0693 0.0654 
WMO 0.0670 0.0548 0.0565 0.0580 0.0772 0.0726 
Statewide 0.0703 0.0663 0.0676 0.0704 0.0719 0.0674 


 
 


Statewide 
  Z Score Percentile Standard Deviation Mean 
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Compare 2010 to 2006-2009 1.8175 0.9654 0.0019 0.0685 
Compare 2011 to 2006-2009 -0.5537 0.2899 0.0019 0.0685 


The Z Score for the Statewide measure, while not statistically significant, indicates that there 
was notable change in the statewide measure for the January through June 2010.  The Z Score
indicates a positive value and is almost two standard deviations from the mean of 2006-2009
January through June time periods.  It demonstrates that there was an actual increase in the 
ratio of ED Frequent Flyers to total ED visits.  This could be attributed to the barriers to the 
interventions in 2010.  The Z Score for 2011 indicates that the ratio of ED Frequent Flyer vi
to total ED visits was closer to the mean although slightly lower.  There was no significant 
decrease in the ratio of visits. It should be noted that the decrease in the 2011 ratio did not start 
until aft


 
 


sits 


er the January through June 2011 time period and would not be reflected in the 2011 Z 
core. 


s also been calculated  for each region in order to identify any difference among 
e regions. 


 


S
 
A Z Score ha
th


CMO 
  Z Score Percentile Standard Deviation Mean 
Compare 2010 to 2006-2009 -0.1897 0.4248 0.0075 0.0787 
Compare 2011 to 2006-2009 -1.0643 0.1436 0.0075 0.0787 


 
The Z Score for the CMO measure indicates that there was no notable change in the CMO 
measure for either the 2010 or 2011 measurement period.  The 2011 Z Score may indicate a 
trend is developing but this won’t be known until the January through June 2012 Z Score is 
calculated.   It should be noted that the decrease in the 2011 ratio did not start until after the 
anuary through June 20011 time period and would not be reflected in the 2011 Z Score. 


 
J


EMO 
  Z Score Percentile Standard Deviation Mean 
Compare 2010 to 2006-2009 0.4449 0.6718 0.0097 0.0650 
Compare 2011 to 2006-2009 0.0420 0.5168 0.0097 0.0650 


 
The Z Score for the EMO measure indicates that there was no notable change in the EMO 
measure for either the 2010 or 2011 measurement period.  The 2011 Z Score doesn’t capture 
the overall downward trend in EMO.  This may not be evident until the January through June 
012 Z Score is calculated. 


 
2


WMO 
  Z Score Percentile Standard Deviation Mean 
Compare 2010 to 2006-2009 3.3197 0.9995 0.0055 0.0591 
Compare 2011 to 2006-2009 2.4767 0.9934 0.0055 0.0591 


 
The Z Score for the WMO measure indicates that there was statically significant change in 
WMO for both the 2010 or 2011 measurement periods.  The 2010 Z Score was three standard 
deviations away from the mean  and the 2011 Z Score was two standard deviations away
the mean.  These scores demonstrate that there was an actual increase in the ratio of ED 
Frequent Flyers to total ED visits.  This could be attributed to the barriers in 2010 and 2011 


 from 
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with regard to the interventions.  In 2010 the mailers were intermittent as well the lack of an 
ED Case Manager.  It should be noted that the decrease in the 2011 ratio did not start until after 


e January through June 20011 time period and would not be reflected in the 2011 Z Score. 


9. 
 


 contact 


 test and permanently 
plemented when data verifies a positive impact of the intervention. 


10. 


.  
ble. Provider 


lations staff will continue to develop the urgent care network when possible. 


 


th
 
 
Plan for Real Improvement 
Continue to identify trends and actionable areas to reduce avoidable ED visits.  We will
continue to test interventions, expand, and implement those that appear to be effective. 
We have implemented the mailers, and have developed initiatives that include direct
with the member.   Other interventions that appear to have a positive impact on the 
avoidable/non-emergent ED visit rate will be expanded from the initial
im
 
Achieve Sustained Improvement 
N/A at this time except the interventions targeting specific populations, which will continue to 
be reviewed and processes adopted.  HealthCare USA continues to assess for opportunities for 
improvement through barrier analysis of interventions along with drilldown analysis of results
Interventions are routinely evaluated through the use of run charts when applica
re
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Appendix I-Frequent Flyer Diagnoses Categories 
 


Diagnosis Group ICD9 Codes 
Abdominal Pain 
 


789.00 789.01 789.02 789.03 789.04 789.05 
789.06 789.07 789.09 789.30 789.31 789.32 
789.33 789.34 789.35 789.36 789.39 789.41 
789.49 789.60 789.61 789.62 789.63 789.64 
789.65 789.66 789.67 789.69 


Asthma 493.00 493.01 493.02 493.10 493.20 493.81 
493.82 493.90 493.91 493.92 


Back Pain 723.1 723.4 723.5 723.8 724.00 724.02 
724.09 724.1 724.2 724.3 724.4 724.5 
724.6 724.70 724.79 724.8 724.9 


Bronchitis 466.0 466.11 466.19 490 491.0 491.20 
491.21 491.22 491.8 491.9  


Contusion 920 921.0 921.1 921.2 921.3 921.9 
922.0 922.1 922.2 922.31 922.32 922.33 
922.4 922.8 922.9 923.00 923.01 923.02 
923.03 923.09 923.10 923.11 923.20 923.21 
923.3 923.8 923.9 924.00 924.01 924.10 
924.11 924.20 924.21 924.3 924.4 924.5 
924.8 924.9 


Dental Issues 521.00 521.01 521.02 521.03 521.07 521.08 
521.09 521.10 521.25 522.0 522.4 522.5 
522.7 522.8 522.9 523.00 523.0 523.01 
523.10 523.1 523.11 523.30 523.4 523.40 
523.41 523.5 523.8 523.9 524.60 524.62 
524.69 525.40 525.41 525.50 525.8 525.9  


Gastroenteritis 558.3 558.9 
Headache/Migraine 346.00 346.10 346.20 346.80 346.81 346.90 


346.91 784.0 
Otitis Media 381.01 381.02 381.04 381.05 381.3 381.4 


382.01 382.02 382.1 382.2 382.3 382.4 
382.9 


Pharyngitis 462 
Sprain 840.0 840.3 840.4 840.5 840.6 840.8 


840.9 841.0 841.1 841.8 841.9 842.00 
842.01 842.02 842.09 842.10 842.11 842.12 
842.13 842.19 843.0 843.1 843.8 843.9 
844.0 844.1 844.2 844.8 844.9 845.00 
845.01 845.02 845.03 845.09 845.10 845.11 
845.12 845.13 845.19 846.0 846.1 846.8 
846.9 847.0 847.1 847.2 847.3 847.4 
847.9 848.0 848.1 848.3 848.40 848.41 
848.42 848.49 848.5 848.8 848.9 


Upper Respiratory Infection 465.8 465.9  
Urinary Tract Infection 599.0 
Unspecified Viral Infection 079.99 
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DEMOGRAPHIC INFORMATION 


MCO Name: Coventry Health Care of Florida, Inc.(Non-Reform) 


Study Leader Name: Ember Howell-Lopez Title: R.N. Healthcare Analyst 


Telephone Number:  954-858-3576 E-mail Address: ellopez@cvty.com 


Name of Project/Study: Improving Access to Care 


Type of Study:    


  Clinical  Nonclinical   


  Collaborative   HEDIS® 1 


Type of Delivery System – check all that apply:  


  HMO Reform  PSN Reform  CWPMHP 


  HMO Non-Reform  PSN Non-Reform 


  HMO Specialty Plan  PMHP 


  NHDP  SIPP 


Date of Study: 1/1/2010-12/31/2010 01/01/2011-12/31/2011  


Number of Medicaid Members Served by Non-Reform 24,100 20,279 as 
of 12/31/10 12/31/11 


Number of Medicaid Members in Project/Study  3,723  3,792 


Submission Date: 08/01/11 12/15/2011 08/01/2011 


Section to be completed by HSAG 


      Year 1 Validation         Initial Submission       Resubmission 


      Year 2 Validation         Initial Submission       Resubmission  


      Year 3 Validation         Initial Submission       Resubmission 


  


      Baseline Assessment       Remeasurement 1  


      Remeasurement 2       Remeasurement 3   


 


Year 1 validated through Activity        


Year 2 validated through Activity        


Year 3 validated through Activity        


                                                           
1 HEDIS® is a registered trademark of the National Committee of Quality Assurance (NCQA) 
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DEMOGRAPHIC INFORMATION 


Activity I: Select the study topic(s). PIP topics should target improvement in relevant areas of services and reflect the population in terms of 
demographic characteristics, prevalence of disease, and the potential consequences (risks) of disease. Topics may be derived from utilization data 
(ICD-9 or CPT coding data related to diagnoses and procedures; NDC codes for medications; HCPCS codes for medications, medical supplies, and 
medical equipment; adverse events; admissions; readmissions; etc.); grievances and appeals data; survey data; provider access or appointment 
availability data; member characteristics data such as race/ethnicity/language; other fee-for-service data; or local or national data related to Medicaid 
risk populations. The goal of the project should be to improve processes and outcomes of health care or services to have a potentially significant 
impact on member health, functional status, or satisfaction. The topic may be specified by the state Medicaid agency or CMS, or it may be based on 
input from members. Over time, topics must cover a broad spectrum of key aspects of member care and services, including clinical and nonclinical 
areas, and should include all enrolled populations (i.e., certain subsets of members should not be consistently excluded from studies).  


Study topic:  


Adult access to care was selected by the health plan as the Process Improvement Project (PIP) for the health plan’s Medicaid enrollees based on a 
review of 2010 HEDIS data. The ability to access providers that meet the members’ needs has the potential to improve members’ health outcomes. 
The Adult Access to Preventive/Ambulatory Health Services rate across all age groups for HEDIS 2010, calendar year 2009 fell short of the NCQA 
90  percentile ratings as seen below for Coventry Health Care of Florida (CHCFL). th


    
 


Adult Access to 
Preventive/Ambulatory Health 


Services (AAP) 


 
Rate 


 (MY 01/01/09-
12/31/09) 


 
NCQA 
Mean 


 
10th 


Percentile 


 
25th 


Percentile 


 
75th 


Percentile 


 
90th  


Percentile 


 
AAP: Age 20 - 44 Years  


 
69.4% 


 
79.8% 


 
67.8% 


 
77.3% 


 
85.6% 


 
88.4% 


 
AAP: Age 45 - 64 Years  


 
80.3% 


 
85.5% 


 
78.7% 


 
83.9% 


 
89.7% 


 
91.1% 


 
AAP: Age 65 Years and Older  


 
40.7% 


 
83.9% 


 
70.2% 


 
81.2% 


 
89.4% 


 
93.7% 
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DEMOGRAPHIC INFORMATION 


Coventry Health Plan promotes the U.S. Preventive Services Task Force (USPSTF) evidence-based recommendations for clinical preventive services 
and has adopted preventive care guidelines for adult members that encompass the Recommendations for Preventive Health Care and Screenings.  
These guidelines have been propagated to the health plan’s members and providers.  The following facts and observations underscore the relevance 
of the study topic to the Medicaid membership for CHCFL:  


 
According to the AHRQ 2003 National Healthcare Disparities Report, access to health care is a central aspect of health care quality. Defined 
as "the timely use of personal health services to achieve the best health outcomes," access to care is essential to receive quality care, 
increase the quality and years of healthy life and to eliminate health disparities. Indeed, a recent Institute of Medicine (IOM) report asserts that 
"access-related factors may be the most significant barriers to equitable care, and must be addressed as an important first step toward 
eliminating healthcare disparities." 


 
Key Findings:  


 Racial and ethnic minorities and individuals of lower socioeconomic status are less likely to have a usual source of care.  


 Many racial and ethnic minorities and individuals of lower socioeconomic status are more likely to lack a source of ongoing care or 
identify a hospital, clinic, or emergency department as their usual source of care.  


Adult access to care affects all members 20 years of age and older. Being able to obtain healthcare services when needed is important to maintaining 
good health. Annual PCP visits offer providers an excellent opportunity to encourage the initiation or maintenance of healthy behaviors, establish a 
medical home, to educate members regarding recommended preventive screenings and to reinforce behaviors for prevention of chronic disease.  By 
participation in this study CHCFL will strive to improve the health of its Medicaid members by enhancing the delivery of preventive care, recommended 
screenings and promoting annual visits to the PCP in order to increase education and improve health outcomes.  


This study includes the entire eligible Medicaid population. No members who met the criteria were excluded based on their health status or special 
health care needs.  
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DEMOGRAPHIC INFORMATION 


Activity II: Define the study question(s). Stating the question(s) helps maintain the focus of the PIP and sets the framework for data collection, 
analysis, and interpretation. 


Study question:  


Does the health plan’s interventions, including member and provider outreach and process improvements result in an increase in the percentage of 
members age 20 and older who had an ambulatory or preventive healthcare  visit during the measurement year?  


Does the health plan’s targeted interventions result in an increase in the percentage of members age 20 years and older who had an ambulatory or 
preventive healthcare  visit during the measurement year? (revised 10/11) 
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Activity III: Select the study indicator(s). A study indicator is a quantitative or qualitative characteristic or variable that reflects a discrete event 
(e.g., an older adult has not received an influenza vaccination in the last 12 months) or a status (e.g., a member’s blood pressure is/is not below a 
specified level) that is to be measured. The selected indicators should track performance or improvement over time. The indicators should be 
objective, clearly and unambiguously defined, and based on current clinical knowledge or health services research. 


Study Indicator 1  


The percentage of members age 
20-44 who have had one or more 
ambulatory or preventive care visit 
during the measurement year. 


 


Describe the rationale for selection of the study indicator:   


Adult access to preventive/ambulatory health services was selected because results of the 2010 HEDIS, 
calendar year 2009 fell short of the NCQA 90th percentile ratings. Being able to obtain healthcare services when 
needed is important to maintaining good health. Annual PCP visits offer providers an excellent opportunity to 
encourage the initiation or maintenance of healthy behaviors, establish a medical home, to educate members 
regarding recommended preventive screenings and to reinforce behaviors for prevention of chronic disease. 
The study indicator was based on the HEDIS 2010 technical specifications.                                                


Numerator (no numeric value) The number of continuously enrolled Medicaid members meeting HEDIS 2011 specifications aged 20-44 with 
no more than one gap in enrollment of up to 45 days during each year of continuous enrollment, and has been 
identified using administrative and claims data as having one or more ambulatory or preventive care visits 
during the measurement year as evidenced by one of the following CPT codes 99201-99205, 99211-99215, 
99241-99245, 99341-99345, 99347-99350, 99304-99310, 99315, 99316, 99318, 99324-99328, 99334-99337, 
99385-99387, 99395-99397, 99401-99404, 99411, 99412, 99420, 99429, 92002, 92004, 92012, 92014 or 
HCPCS codes G0344, G0402 or ICD-9-CM Diagnosis codes V70.0, V70.3, V70.5, V70.6, V70.8, V70.9 or UB 
Revenue codes 051X,0520-0523, 0526-0529, 0982, 0983.  


Denominator (no numeric value) The number of continuously enrolled Medicaid members meeting HEDIS 2011 specifications aged 20-44 with 
no more than one gap in enrollment of up to 45 days during each year of continuous enrollment. 


Baseline Measurement Period  January 1, 2010 to December 31, 2010 


Baseline Goal HEDIS 2010 NCQA 50th Percentile - 80.5 % 


Remeasurement 1 Period January 1, 2011 to December 31, 2011 


Remeasurement 2 Period January 1, 2012 to December 31, 2012 


Benchmark HEDIS 2010 NCQA 75th Percentile - 86.7 %  


Source of Benchmark NCQA 2010 HEDIS Audit, Means, Percentiles and Ration Benchmarking Report 
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Activity III: Select the study indicator(s). A study indicator is a quantitative or qualitative characteristic or variable that reflects a discrete event 
(e.g., an older adult has not received an influenza vaccination in the last 12 months) or a status (e.g., a member’s blood pressure is/is not below a 
specified level) that is to be measured. The selected indicators should track performance or improvement over time. The indicators should be 
objective, clearly and unambiguously defined, and based on current clinical knowledge or health services research. 


Study Indicator 2  


The percentage of members age 
45-64 who have had one or more 
ambulatory or preventive care visit 
during the measurement year. 


 


Describe the rationale for selection of the study indicator:   


Adult access to preventive/ambulatory health services was selected because results of the 2010 HEDIS, 
calendar year 2009 fell short of the NCQA 90th percentile ratings. Being able to obtain healthcare services when 
needed is important to maintaining good health. Annual PCP visits offer providers an excellent opportunity to 
encourage the initiation or maintenance of healthy behaviors, establish a medical home, to educate members 
regarding recommended preventive screenings and to reinforce behaviors for prevention of chronic disease. 
The study indicator was based on the HEDIS 2010 technical specifications.                                                


Numerator (no numeric value) The number of continuously enrolled Medicaid members meeting HEDIS 2011 specifications aged 45-64 with 
no more than one gap in enrollment of up to 45 days during each year of continuous enrollment, and has been 
identified using administrative and claims data as having one or more ambulatory or preventive care visits 
during the measurement year as evidenced by one of the following CPT codes 99201-99205, 99211-99215, 
99241-99245, 99341-99345, 99347-99350, 99304-99310, 99315, 99316, 99318, 99324-99328, 99334-99337, 
99385-99387, 99395-99397, 99401-99404, 99411, 99412, 99420, 99429, 92002, 92004, 92012, 92014 or 
HCPCS codes G0344, G0402 or ICD-9-CM Diagnosis codes V70.0, V70.3, V70.5, V70.6, V70.8, V70.9 or UB 
Revenue codes 051X,0520-0523, 0526-0529, 0982, 0983.  


Denominator (no numeric value) The number of continuously enrolled Medicaid members meeting HEDIS 2011 specifications aged 45-64 with 
no more than one gap in enrollment of up to 45 days during each year of continuous enrollment. 


Baseline Measurement Period  January 1, 2010 to December 31, 2010 


Baseline Goal HEDIS 2010 NCQA 50th Percentile - 85.3% 


Remeasurement 1 Period January 1, 2011 to December 31, 2011 


Remeasurement 2 Period January 1, 2012 to December 31, 2012 


Benchmark HEDIS 2010 NCQA 75th Percentile - 90.1% 


Source of Benchmark NCQA 2010 HEDIS Audit, Means, Percentiles and Ration Benchmarking Report  
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Activity III: Select the study indicator(s). A study indicator is a quantitative or qualitative characteristic or variable that reflects a discrete event 
(e.g., an older adult has not received an influenza vaccination in the last 12 months) or a status (e.g., a member’s blood pressure is/is not below a 
specified level) that is to be measured. The selected indicators should track performance or improvement over time. The indicators should be 
objective, clearly and unambiguously defined, and based on current clinical knowledge or health services research. 


Study Indicator 3  


The percentage of members age 
65 and older who have had one or 
more ambulatory or preventive 
care visit during the measurement 
year. 


 


Describe the rationale for selection of the study indicator:   


Adult access to preventive/ambulatory health services was selected because results of the 2010 HEDIS, 
calendar year 2009 fell short of the NCQA 90th percentile ratings. Being able to obtain healthcare services when 
needed is important to maintaining good health. Annual PCP visits offer providers an excellent opportunity to 
encourage the initiation or maintenance of healthy behaviors, establish a medical home, to educate members 
regarding recommended preventive screenings and to reinforce behaviors for prevention of chronic disease.  
The study indicator was based on the HEDIS 2010 technical specifications.                                                


Numerator (no numeric value) The number of continuously enrolled Medicaid members meeting HEDIS 2011 specifications age 65 or older 
with no more than one gap in enrollment of up to 45 days during each year of continuous enrollment, and has 
been identified using administrative and claims data as having one or more ambulatory or preventive care visits 
during the measurement year as evidenced by one of the following CPT codes 99201-99205, 99211-99215, 
99241-99245, 99341-99345, 99347-99350, 99304-99310, 99315, 99316, 99318, 99324-99328, 99334-99337, 
99385-99387, 99395-99397, 99401-99404, 99411, 99412, 99420, 99429, 92002, 92004, 92012, 92014 or 
HCPCS codes G0344, G0402 or ICD-9-CM Diagnosis codes V70.0, V70.3, V70.5, V70.6, V70.8, V70.9 or UB 
Revenue codes 051X,0520-0523, 0526-0529, 0982, 0983.  


Denominator (no numeric value) The number of continuously enrolled Medicaid members meeting HEDIS 2011 specifications age 64 or older 
with no more than one gap in enrollment of up to 45 days during each year of continuous enrollment. 


Baseline Measurement Period  January 1, 2010 to December 31, 2010 


Baseline Goal HEDIS 2010 NCQA 50th Percentile - 84.7% 


Remeasurement 1 Period January 1, 2011 to December 31, 2011 


Remeasurement 2 Period January 1, 2012 to December 31, 2012 


Benchmark HEDIS 2010 NCQA 75th Percentile - 89.5% 


Source of Benchmark NCQA 2010 HEDIS Audit, Means, Percentiles and Ration Benchmarking Report 
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Activity III: Select the study indicator(s). A study indicator is a quantitative or qualitative characteristic or variable that reflects a discrete event 
(e.g., an older adult has not received an influenza vaccination in the last 12 months) or a status (e.g., a member’s blood pressure is/is not below a 
specified level) that is to be measured. The selected indicators should track performance or improvement over time. The indicators should be 
objective, clearly and unambiguously defined, and based on current clinical knowledge or health services research. 


Study Indicator 4 


The percentage of members age 
20 and older who have had one or 
more ambulatory or preventive 
care visit during the measurement 
year. 


 


Describe the rationale for selection of the study indicator:   


Adult access to preventive/ambulatory health services was selected because results of the 2010 HEDIS, 
calendar year 2009 fell short of the NCQA 90th percentile ratings. Being able to obtain healthcare services when 
needed is important to maintaining good health. Annual PCP visits offer providers an excellent opportunity to 
encourage the initiation or maintenance of healthy behaviors, establish a medical home, to educate members 
regarding recommended preventive screenings and to reinforce behaviors for prevention of chronic disease.  
The study indicator was based on the HEDIS 2010 technical specifications.                                                


Numerator (no numeric value) The number of continuously enrolled Medicaid members meeting HEDIS 2011 specifications age 20 and older 
with no more than one gap in enrollment of up to 45 days during each year of continuous enrollment, and has 
been identified using administrative and claims data as having one or more ambulatory or preventive care visits 
during the measurement year as evidenced by one of the following CPT codes 99201-99205, 99211-99215, 
99241-99245, 99341-99345, 99347-99350, 99304-99310, 99315, 99316, 99318, 99324-99328, 99334-99337, 
99385-99387, 99395-99397, 99401-99404, 99411, 99412, 99420, 99429, 92002, 92004, 92012, 92014 or 
HCPCS codes G0344, G0402 or ICD-9-CM Diagnosis codes V70.0, V70.3, V70.5, V70.6, V70.8, V70.9 or UB 
Revenue codes 051X,0520-0523, 0526-0529, 0982, 0983. 


Denominator (no numeric value) The number of continuously enrolled Medicaid members meeting HEDIS 2011 specifications age 20 and older 
with no more than one gap in enrollment of up to 45 days during each year of continuous enrollment. 


Baseline Measurement Period  January 1, 2010 to December 31, 2010 


Baseline Goal HEDIS 2010 NCQA 50th Percentile - 82.0% 


Remeasurement 1 Period January 1, 2011 to December 31, 2011 


Remeasurement 2 Period January 1, 2012 to December 31, 2012 


Benchmark HEDIS 2010 NCQA 75th Percentile - 87.5% 


Source of Benchmark NCQA 2010 HEDIS Audit, Means, Percentiles and Ration Benchmarking Report 
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Activity IV: Use a representative and generalizable study population. The selected topic should represent the entire eligible population of 
Medicaid members with system wide measurement and improvement efforts to which the study indicators apply. Once the population is identified, a 
decision must be made whether or not to review data for the entire population or a sample of that population. The length of member’s enrollment 
needs to be defined to meet the study population criteria.  


Study population: (Revised 10/11) 


The study population includes Non-Reform Medicaid enrollees located in the following South Florida county counties of Palm Beach, Miami-Dade, Hendry, Leon, Liberty, Gadsden,  Madison, 
Jefferson,  Wakulla and Broward who meet the HEDIS 2011 defined criteria of members 20-65 years and older as of December 31 of the measurement year and who were continuously enrolled with 
no more than one gap of up to 45 days during the continuous enrollment period. The anchor date is December 31  of the measurement year. The eligible population identified includes all recipients to 
whom the study question applies without regards to their present health status or special health care needs. To meet the criteria, the study population will have had 


st


one or more ambulatory or 
preventive care visits during the measurement year as indicated by codes identified in table AAP-A below. 


 Table AAP-A: Codes to Identify Preventive/Ambulatory Health Services  


Description CPT HCPCS ICD-9-CM Diagnosis UB Revenue  
Office or other outpatient 
services 


99201-99205, 99211-99215, 
99241-99245 


  051x, 0520-0523, 
0526-0529, 0982, 
0983 


Home services 99341-99345, 99347-99350    
Nursing facility care 99304-99310, 99315, 99316, 


99318 
   


Domiciliary, rest home or 
custodial care services 


99324-99328, 99334-99337    


Preventive medicine 99385-99387, 99395-99397, 
99401-99404, 99411, 99412, 
99420, 99429 


G0344, G0402   


Ophthalmology and optometry 92002, 92004, 92012, 92014    
General medical examination   V70.0, V70.3, V70.5, 


V70.6, V70.8, V70.9 
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Activity V: Use sound sampling techniques. If sampling is used to select members of the study, proper sampling techniques are necessary to 
provide valid and reliable information on the quality of care provided. The true prevalence or incidence rate for the event in the population may not 
be known the first time a topic is studied.  


Measure 1 
Sample Error and 
Confidence Level 


Sample Size Population 
Method for Determining 


Size (Describe) 
Sampling Method 


(Describe) 


Baseline: 01/01/2010-12/31/1210 


(revised 07/12) Members age 20-44 
who have had one or more 
ambulatory or preventive care visit 
during the measurement year. 


No sampling was used N/A 2,432 No sampling was used No sampling was used 


Re-Measurement 1: 


(revised 07/12) 


 01/01/2011-12/31/2011 


No sampling was used N/A 2,469 No sampling was used No sampling was used 


Re-Measurement 2: 


01/01/2012-12/31/2012 
     


Re-Measurement 3: 


01/01/2013-12/31/2013 
     


Measure 2 
Sample Error and 
Confidence Level 


Sample Size Population 
Method for Determining 


Size (Describe) 
Sampling Method 


(Describe) 


Baseline: 01/01/2010-12/31/1210 


(revised 07/12) Members age 45-64 
who have had one or more 
ambulatory or preventive care visit 
during the measurement year. 


 


No sampling was used N/A 879 No sampling was used No sampling was used 
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Measure 2 (cont) 
Sample Error and 
Confidence Level Sample Size Population 


Method for Determining 
Size (Describe) 


Sampling Method 
(Describe) 


Re-Measurement 1: 


01/01/2011-12/31/2011 
(revised 07/12) 


No sampling was used N/A 932 No sampling was used No sampling was used 


Re-Measurement 2: 


01/01/2012-12/31/2012 
     


Re-Measurement 3: 


01/01/2013-12/31/2013 
     


Measure 3 
Sample Error and 
Confidence Level Sample Size Population 


Method for Determining 
Size (Describe) 


Sampling Method 
(Describe) 


Baseline: 01/01/2010-12/31/1210 


(revised 07/12) Members age 65 and 
older who have had one or more 
ambulatory or preventive care visit 
during the measurement year. 


No sampling was used N/A 412 No sampling was used No sampling was used 


Re-Measurement 1: 


01/01/2011-12/31/2011 


(revised 07/12) 


No sampling was used N/A 391 No sampling was used No sampling was used 


Re-Measurement 2: 


01/01/2012-12/31/2012 
     


Re-Measurement 3: 


01/01/2013-12/31/2013 
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Measure 4 
Sample Error and 
Confidence Level 


Sample Size Population 
Method for Determining 


Size (Describe) 
Sampling Method 


(Describe) 


Baseline: 01/01/2010-12/31/1210 


(revised 07/12) Total members age 20 
and older who have had one or 
more ambulatory or preventive care 
visit during the measurement year. 


No sampling was used N/A 3,723 No sampling was used No sampling was used 


Re-Measurement 1: 


01/01/2011-12/31/2011 
(revised 07/12) 


No sampling was used N/A 3,792 No sampling was used No sampling was used 


Re-Measurement 2: 


01/01/2012-12/31/2012 
     


Re-Measurement 3: 


01/01/2013-12/31/2013 
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Activity VIa: Reliably collect data. Data collection must ensure that data collected on PIP indicators are valid and reliable. Validity is an indication 
of the accuracy of the information obtained. Reliability is an indication of the repeatability or reproducibility of a measurement. 
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[    ] Hybrid (medical/treatment records and administrative) 
 
 [    ] Medical/Treatment Record Abstraction 


      Record Type 
           [    ] Outpatient 
           [    ] Inpatient 
           [    ] Other   ____________________________      
    Other Requirements 
          [    ] Data collection tool attached 
          [    ] Data collection instructions attached 
          [    ] Summary of data collection training attached 
          [    ] IRR process and results attached              
[  X ] Other Data 
CPT Codes: 992001-99205, 99211-99215, 99241-99245, 
99341-99345, 99347-99350, 99304-99310, 99315, 99316, 
99318, 99324-99328, 99334-99337, 99385-99387, 99395-
99397, 99401-99404, 99411, 99412, 99420, 99429, 92002, 
92004, 92012, 92014  
HCPCS codes G0344, G0402  
ICD-9-CM Diagnosis codes V70.0, V70.3, V70.5, V70.6, 
V70.8, V70.9  
UB Revenue codes 051X,0520-0523, 0526-0529, 0982, 0983. 
 


Description of data collection staff to include training, 
experience, and qualifications: 


Administrative Data Collection Only- Hybrid Reviews will not be 
conducted per HEDIS 2011 Specifications. Data will be collected 
by MedAssurant using their Catalyst Information Technologies 
HEDIS software.  


 


[  X  ] Administrative Data 


         Data Source 
         [ X ] Programmed pull from claims/encounters  
         [    ] Complaint/appeal  
         [    ] Pharmacy data  
         [    ] Telephone service data/call center data 
         [    ] Appointment/access data 
         [    ] Delegated entity/vendor data  ____________________________ 
         [    ] Other 
 
      Other Requirements  
         [ X ] Data completeness assessment attached 


              [ X ] Coding verification process attached 
 


[    ] Survey Data 


           Fielding Method 
          [    ] Personal interview 
          [    ] Mail 
          [    ] Phone with CATI script 
          [    ] Phone with IVR  
          [    ] Internet 
          [    ] Other   ____________________________ 
 
    Other Requirements           
          [    ] Number of waves  _____________________________ 
          [    ] Response rate  _____________________________ 
          [    ] Incentives used _____________________________ 
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Activity VIb: Determine the data collection cycle. Determine the data analysis cycle. 


[  X] Once a year 
[    ] Twice a year 
[    ] Once a season 
[    ] Once a quarter 
[    ] Once a month  
[    ] Once a week 
[    ] Once a day 
[    ] Continuous 
[    ] Other (list and describe):  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


[X ] Once a year 
[    ] Once a season 
[    ] Once a quarter 
[    ] Once a month 
[    ] Continuous 
[    ] Other (list and describe): 


 


Baseline: HEDIS 2011 (01/01/2010 to 12/31/2010) 


Re-measurement 1: HEDIS 2012 (01/01/2011 to 12/31/2011) 


Re-measurement 2: HEDIS 2013 (01/01/2012 to 12/31/2012) 


Re-measurement 3: HEDIS 2014 (01/01/2013 to 12/31/2013) 
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Activity VIc: Data analysis plan and other pertinent methodological features.  


Estimated degree of administrative data completeness: 97- 99% 


Describe the process used to determine data completeness and accuracy: 


CHCFL uses a NCQA certified audit vendor to assess the health plans’ HEDIS data completeness and accuracy. Below is an excerpt from the 
Healthcare Data Company, LLC HEDIS CHCFL 2010 Final Audit Report:: 
 


HEDIS Audit standards describe requirements for HEDIS data collection and reporting; they are the foundation on which the auditor 
assesses the organization’s ability to report HEDIS data accurately and reliably. Information Systems (IS) standards measure how the 
organization collects, stores, analyzes and reports medical, member, practitioner, and vendor data. The standards specify the minimum 
requirements for information systems and processes used in HEDIS data collection.  


 
At Coventry Health Care, Inc. the auditor reviewed documentation to determine the effects of centralized information systems on HEDIS 
reporting. At the corporate level, the auditor determined whether Coventry Health Care, Inc.’s automated systems and information 
management procedures ensured that all information (medical, service, member, practitioner, and vendor) required for HEDIS reporting was 
adequately captured, translated, stored, analyzed, and reported. The auditor based his findings on NCQA’s audit methodologies.  


 


Coventry Health Care, Inc. used Catalyst Technologies, Inc.’s NCQA-certified software to produce its HEDIS performance report. The audit 
team reviewed the Certification Report for Quality Spectrum Insight indicating a Pass status for all measures that the organization intended 
to report. The entire organization demonstrates high performance standards with an enthusiasm for quality that is transmitted via excellent 
support to local organizations.   


 
Supporting Documentation: See attachment I- Healthcare Data Company, LLC HEDIS CHCFL 2010 Final Audit Report 


                                                 See attachment II- Healthcare Data Company, LLC HEDIS CHPFL 2011 Final Audit Report (revised 07/12) 
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Activity VIIa: Implement intervention and improvement strategies (interventions for improvement as a result of analysis). List chronologically 
the interventions that have had the most impact on improving the measure. Describe only the interventions and provide quantitative details 
whenever possible (e.g., “Hired four customer service representatives” as opposed to “Hired customer service representatives”). Do not include 
intervention planning activities. 
Date Implemented 


(MMYY) 
Check if 
Ongoing 


Interventions Barriers That Interventions Address 


12/10  Automated Call Campaign for HEDIS Gaps in Care: Members who were non-
compliant with Preventive/Ambulatory Health Services (AAP) were 
Identified  and sent an automated reminder calls to schedule a PCP visit.  


 


Members require frequent support and education 
regarding the need for  preventative care visits with 
their PCP. 


01/11  Face to face visits with providers supplying them with HEDIS 
educational material and member non-compliant lists. 


Providers require assistance in tracking 
compliance of their members to improve their 
member outreach efforts in contacting and 
scheduling preventative care visits with them. 


01/11  When members call Customer Service Operations (CSO) for any 
information, the CSRs (Customer Services Representatives) are 
informing/reminding  them of the need for AAP as indicated by a “flag” 
in the Navigator  member documentation system. 


Members require frequent support and education 
regarding the need for  preventative care visits with 
their PCP and obtaining recommended preventive 
health screenings. 


08/11  Within year run (WYR) member non-compliant list pulled for 01/01/11-
06/30/11 to identify members who need further outreach activities 
implemented in an effort to promote compliance with AAP, preventive 
health screenings and select Diabetes HEDIS measures. 


Health plan must identify non-compliant members 
prior to initiating interventions to tailor outreach 
efforts. 


08/11  Member non-compliant lists provided to PCPs  Providers require assistance in tracking 
compliance of their members to improve their 
member outreach efforts in contacting and 
scheduling preventative care visits with them. 


08/11  Automated call campaign: Automated calls to members to encourage 
compliance with AAP and select Diabetes HEDIS measures. After three 
call attempts, ( and no authentication)  the member was sent a non-
responder letter (14 days after the final call). 


 


Members require frequent support and education 
regarding the need for  preventative care visits with 
their PCP and obtaining recommended preventive 
health screenings. 
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Activity VIIa: Implement intervention and improvement strategies (interventions for improvement as a result of analysis). List chronologically 
the interventions that have had the most impact on improving the measure. Describe only the interventions and provide quantitative details 
whenever possible (e.g., “Hired four customer service representatives” as opposed to “Hired customer service representatives”). Do not include 
intervention planning activities. 
01/11(revised 10/11)  Men’s and Women’s wellness brochures  sent to members during their 


birthday month.  
 


Members require frequent support and education 
regarding the recommended schedule for  
Preventative Health Services. 


10/11 
(revised 07/12) 


 DirectProvider.com functionality available to provider office staff. When 
checking for member eligibility, the provider staff is able to identify 
needed HEDIS services for that specific member. They can print  the 
screen that indicates services needed and place it on the member chart 
to be used during the pending office visit. 


Providers require assistance in tracking 
compliance of their members to improve their 
member outreach efforts in contacting and 
scheduling preventative care visits with them. 
 


    


    


    


    


    


Describe the process used for the causal/barrier analyses that led to the development of the interventions. 


The analysis will include the following: 
 


1. Baseline Data will be established using HEDIS 2011 (CY 2010) rates.  
2. A barrier analysis will be performed to determine the root causes for members not receiving the service or the plan not receiving 


data indicating the service has been rendered. The barrier analysis will initially be based on MY 2010 data. The barrier analysis 
will be conducted using the following techniques:  


 Brainstorming  
 Use of the Fishbone Diagram Tool (see attachment: III) 
 Interventions will be based on the causes/barriers identified through data analysis and quality improvement processes.  
 Interventions should affect system changes that are likely to induce permanent change  
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Activity VIIa: Implement intervention and improvement strategies (interventions for improvement as a result of analysis). List chronologically 
the eint rventions that have had the most impact on improving the measure. Describe only the interventions and provide quantitative details 
whenever possible (e.g., “Hired four customer service representatives” as opposed to “Hired customer service representatives”). Do not include 
intervention planning activities. 


3. Based on identified barriers, interventions will be implemented in 2011 based on MY 2010 data results to address the barriers.  
4. Subsequent re-measurement periods will be established to assess the effectiveness of the interventions. A review of claims for 


AAP will be assessed 3 months after completion of an intervention to determine the effectiveness of the strategy.  
5. Statistical significance will be measured by comparing HEDIS 2011 (CY 2010) rates against HEDIS 2012 (CY 2011) rates by 


using the Fisher’s Exact Test (a statistical test to determine if the rates between 2 re-measurement periods represent a 
statistically significant increase or decrease in performance)  


6. The plan will identify if there were any factors affecting the validity of the data collected which would affect the ability to 
accurately compare the measurement data sets. The plan will follow the HEDIS Technical Specifications for the designated MY 
as one of the means to mitigate for these factors.  


7. The Plan-Do-Check-Act cycle will continue until the plan is able to meet benchmarks over a sustained period of time or 
opportunities for improvement no longer exist.  
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Activity VIIb: Implement intervention and improvement strategies. Real, sustained improvements in care result from a continuous cycle of 
measuring and analyzing performance, as well as, developing and implementing systemwide improvements in care. Describe interventions 
designed to change behavior at an institutional, practitioner, or member level.    


Describe interventions: (revised 07/12)  Being able to obtain healthcare services when needed is important to maintaining good health. The 
healthplan in an effort to encourage members to see their provider annually have put the following activities in place: 


Baseline to Remeasurement 1: (revised 07/12) 


1. Provider support 


 Providers are given a member non-compliant list in the 3rd qtr of the calendar year to encourage members to be seen for their annual visit 
prior to the end of the year. These reports are either hand delivered or given to the provider via e-mail or fax.  


 DirectProvider.com functionality available to provider to identify needed member services. 


2. Member support 


 Members receive a wellness brochure during their birth month. The brochure outlines recommended services.  A cover letter is sent with the 
brochure indicating what services that specific  member may need. 


 An automated call campaign was done to encourage member compliance with AAP and select Diabetes HEDIS measures when indicated. 


Remeasurement 1 to Remeasurement 2: 


 


Remeasurement 2 to Remeasurement 3: 
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Activity VIIIa: Data analysis. Describe the data analysis process done in accordance with the data analysis plan and any ad hoc analyses (e.g., 
data mining) done on the selected clinical or nonclinical study indicators. Include statistical analysis techniques used and p values. 
Describe the data the analysis process (include the data analysis plan): The data analysis is conducted according to 2011 HEDIS 
Specifications.  Further re-measurements will be in accordance to the HEDIS Specifications of that reporting year. 
 


Baseline measurement: (revised 10/11) (revised 07/12) 
01/10/10 – 12/31/10 (2011 HEDIS reporting year) – Improving Adult Access to Care- The percentage of members who have had one or more 
ambulatory or preventive care visit during the measurement year. 
                                 
               20-44 years of age- 69.65% (below the 75th 50th percentile of NCQA HEDIS 2010- 80.5%)  


               45-64 years of age- 80.89% (below the 75th 50th  percentile of NCQA HEDIS 2010- 85.3%)       


               65 and older - 64.32% (below the 75th 50th  percentile of NCQA HEDIS 2010 – 84.7%)   


               20 years of age and older – 71.72% (below the 75th 50th  percentile of NCQA HEDIS 2010 – 82.0%)        


    


Baseline to Remeasurement 1: (revised 07/12) 
01/10/11 – 12/31/11 (2012 HEDIS reporting year) – Improving Adult Access to Care- The percentage of members who have had one or more 
ambulatory or preventive care visit during the measurement year. 
                                 
               20-44 years of age- 70.60% (below the 50th percentile of NCQA HEDIS 2010- 80.5%)      . 


               45-64 years of age- 81.97% (below the 50th percentile of NCQA HEDIS 2010- 85.3%)       


               65 and older - 57.03% (below the 50th percentile of NCQA HEDIS 2010 – 84.7%)   


               20 years of age and older – 71.99% (below the 50th percentile of NCQA HEDIS 2010 – 82.0%)        


    


Remeasurement 1 to Remeasurement 2: 


Remeasurement 2 to Remeasurement 3: 
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Activity VIIIb: Interpret study results. Describe the results of the statistical analysis, interpret the findings, and compare and discuss 
results/changes from measurement period to measurement period. Discuss the successfulness of the study and indicate follow-up activities. Identify 
any factors that could influence the measurement or validity of the findings. 
Interpretation of study results (address factors that threaten the internal or external validity of the findings for each measurement 
period): 


Baseline Measurement: (revised 10/11) With the completion of the HEDIS 2011 Barrier Analysis, barriers and root causes have been recognized 
which may have contributed to low rates and were identified as follows: 


 Members require frequent support and education regarding the need for preventative care visits with their PCP. 


 Providers require assistance in tracking compliance of their members to improve their member outreach efforts in contacting and scheduling 
preventative care visits with them. 


 Health plan must identify non-compliant members prior to initiating interventions to tailor outreach efforts. 
 
No factors were indentified that affected the validity of the findings for this measurement period. 


 


Baseline to Remeasurement 1: (revised 07/12)  With the completion of the HEDIS 2012 Barrier Analysis, barriers and roots causes have been 
recognized which may have contributed to lower rates and have been identified as follows: 


 Members require frequent support and education regarding the need for preventative care visits with their PCP. 


 Providers require assistance in tracking compliance of their members to improve their member outreach efforts in contacting and scheduling 
preventative care visits with them. 


 Health plan must identify non-compliant members prior to initiating interventions to tailor outreach efforts. 


 Inaccurate member demographic data makes it difficult to ensure reminder outreach activities reach each member. 


 


No factors were indentified that affected the validity of the findings for this measurement period. 


 


Remeasurement 1 to Remeasurement 2: 


Remeasurement 2 to Remeasurement 3: 
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Activity IX: Assess for real improvement. Enter results for each study indicator, including benchmarks and statistical testing with complete p 
values, and statistical significance. 


Quantifiable Measure 1: The percentage of members age 20-44 who have had one or more ambulatory or preventive care visit during the 
measurement year. 


Time Period 
Measurement Covers 


Baseline Project 
Indicator Measurement


Numerator Denominator 
Rate or 
Results 


Industry 
Benchmark 


Statistical Test  
Significance and p value  


01/01/2010-12/31/2010 
(revised 10/11) 
 (revised 07/12) 


Baseline 1694 2432 69.65% 
80.5% 
86.7% 


n/a 


01/01/2011-12/31/2011 
(revised 07/12) 


Remeasurement 1 1,743 2,469 70.60% 86.7% 
Fisher’s Exact two-tailed P-value = 
0.4913 which is not considered to be 
statistically significant. 


 Remeasurement 2      


 Remeasurement 3      


Describe any demonstration of meaningful change in performance observed from baseline and each measurement period (e.g., baseline to 
Remeasurement 1, Remeasurement 1 to Remeasurement 2, or baseline to final remeasurement):  


Quantifiable Measure 2: The percentage of members age 45-64 who have had one or more ambulatory or preventive care visit during the 
measurement year. 


Time Period 
Measurement Covers 


Baseline Project 
Indicator Measurement


Numerator Denominator 
Rate or 
Results 


Industry 
Benchmark 


Statistical Test  
Significance and p value 


01/01/2010-12/31/2010 
(revised 10/11)  
(revised 07/12) 


Baseline 711 879 80.89% 
85.3% 
90.1% 


n/a 


01/01/2011-12/31/2011 
(revised 07/12) 


Remeasurement 1 764 932 81.97% 90.1% 
Fisher’s Exact two-tailed P-value = 
0.5932 which is not considered to be 
statistically significant. 


 Remeasurement 2      


 Remeasurement 3      


Describe any demonstration of meaningful change in performance observed from baseline and each measurement period (e.g., baseline to 
Remeasurement 1, Remeasurement 1 to Remeasurement 2, or baseline to final remeasurement):  
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Quantifiable Measure 3: The percentage of members age 65 and older who have had one or more ambulatory or preventive care visit during the 
measurement year. 


Time Period 
Measurement Covers 


Baseline Project 
Indicator Measurement


Numerator Denominator 
Rate or 
Results 


Industry 
Benchmark 


Statistical Test  
Significance and p value 


01/01/2010-12/31/2010 
(revised 10/11) 
(revised 07/12) 


Baseline  265 412 64.32% 
84.7% 
89.5% 


n/a 


01/01/2011-12/31/2011 
(revised 07/12) Remeasurement 1 223 391 57.03% 89.5% 


Fisher’s Exact two-tailed P-value = 
0.0412 which is considered to be 
statistically significant. 


 Remeasurement 2      


 Remeasurement 3      


Describe any demonstration of meaningful change in performance observed from baseline and each measurement period (e.g., baseline to 
Remeasurement 1, Remeasurement 1 to Remeasurement 2, or baseline to final remeasurement):  
Quantifiable Measure 4: The percentage of members age 20 and older who have had one or more ambulatory or preventive care visit during the 
measurement year.                                                                                                                      


Time Period 
Measurement Covers 


Baseline Project 
Indicator Measurement


Numerator Denominator 
Rate or 
Results 


Industry 
Benchmark 


Statistical Test  
Significance and p value 


01/01/2010-12/31/2010 
(revised 10/11) 
(revised 07/12) 


Baseline 2670 3723 71.72% 
82.0% 
87.5% 


n/a 


01/01/2011-12/31/2011 
(revised 07/12) 


Remeasurement 1 2,730 3,792 71.99% 87.5% 
Fishers Exact two-tailed P-value = 
0.8091 which is not considered to be 
statistically significant. 


 Remeasurement 2      


 Remeasurement 3      


Describe any demonstration of meaningful change in performance observed from baseline and each measurement period (e.g., baseline to 
Remeasurement 1, Remeasurement 1 to Remeasurement 2, or baseline to final remeasurement): 
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Activity X: Assess for sustained improvement. Describe any demonstrated improvement through repeated measurements over comparable 
time periods. Discuss any random, year-to-year variations, population changes, sampling errors, or statistically significant declines that may have 
occurred during the remeasurement process. 
Sustained improvement: 
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I. SUBJECT: MEDICAL RECORD DOCUMENTATION REVIEW 
 
II. PURPOSE: The medical record review process measures a practitioner’s compliance 


with MCO medical recordkeeping standards.  These standards address 
medical recordkeeping, the requirement to have an organized medical 
record keeping system, standards for the availability of medical records 
and clinical documentation requirements. This Medical Record 
Documentation Review policy was established to: 
  
 Outline the MCO’s  process for evaluating medical recordkeeping 


practices 
 Provide guidance to network practitioners regarding minimum content 


and timely documentation requirements  
 Ensure prompt retrieval of medical records at the provider site 
 Ensure compliance with all applicable State, federal, and accrediting 


body regulations 
 
 
III. POLICY On an annual basis, the MCO will evaluate medical record keeping 


practices in accordance with individual state and/or Medicare 
requirements. . 


 
IV. PROCEDURE1. On an annual basis, the Manager, Quality Improvement ensures that a 


random sample of medical records will be reviewed against the MCO 
medical record standards.  Records for review may be selected from 
various sources such as: 


 


a. QOC complaint files 
b. Adverse event files 
c. Random sample of PCP records 
d. Prior Authorization files 
e. Case Management files 
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2. The criteria to be applied during the annual medical record audit,    
including scoring guidelines, are noted in the Medical Record 
Documentation Guidelines (Attachment I). 


 
3. An actual score of less than 70% by any practitioner on the annual 


medical record audit will be reviewed by the health plan Medical 
Director for further action and follow-up. 


 
4. Medical records must be protected from public access and must be 


available to healthcare practitioners at each encounter and to 
Coventry Health Care, Inc., reviewers. 


 
5. On an annual basis, the MCO will remind the practitioners of the 


medical record documentation guidelines through the Provider.com 
website. The guidelines will also be included in the Provider Manual 
which is shared with all new practitioners. 


 
6. The Quality Improvement Committee is responsible for ensuring the 


follow-up of problems identified through this medical record review 
process. 


 
7. Copies of results of the annual audits of individual practices 


/practitioners shall be placed in the recredential files of the 
practitioners.  


 
8. Practices/practitioners will receive a copy of their results report 


following completion of the annual review.  
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Coventry Health Plans 
Medical Record Assessment Tool  


        
 
Name of Person Completing Audit:____________________________________  
Date of Medical Record Keeping Audit: ________________________________   
Name of Physician/Group Practice_____________________________________ 
 


                                                                         Shaded areas cannot be NA 
 


 STANDARD 
 
 Yes 


 
 No 


 
 N/A 


 
Comments 


1. Medical records are organized and stored in a secure 
manner that allows easy retrieval  and access by 
authorized personal only 


 


    


2. Office has policy and training in confidentiality of 
member information 


 


    


3.  Each page of the record contains the patient’s name or    
ID# 


   Member name or ID # 
somewhere on the page 
 


4.  Record should contain identifying information on the 
patient, such as address, employer, home and work 
telephone numbers. 
 


   Some where on record  should 
be member info with address 
and phone # 


5.  All entries are author identified by name (or initials) and 
dated. 


   The date is for the visit 
Author ID can be handwritten 
signature, initials or unique 
electronic identifier 


6. Record is Legible 
(The patient record must be legible to someone other than the writer.) 


   Can read 80% of progress 
notes 


7. The record contains a completed problem list or easily 
identified notation in Progress Notes of all 
current/unresolved problems. 


   List of current chronic 
problems or note  of all 
problems in each encounter.  
(If there are no ongoing 
problems mark NA) 


 8.  Medication allergies/adverse reactions are prominently 
noted or no known allergies (NKA or NKDA) is clearly 
documented. 


   Should be someplace that is 
easy to find 
 
 







1/2011 


                                                                         Shaded areas cannot be NA 
 


 STANDARD 
 
 Yes 


 
 No 


 
 N/A 


 
Comments 


9. Appropriate Past Medical History (PMH) 
[The past medical history for patients (seen three or more times) must 
be easily identified and includes serious accidents, operations and 
illnesses. For children and adolescents (18 years and younger), past 
medical history should include prenatal care, birth, operations, and 
childhood illnesses.]  


   Can be on flow sheet  with 
check boxes  or in first visit 
notes, Family HX does not 
count.   
(If less then 3 visits mark NA) 
 


10. For patients 14 years and older there is appropriate 
notation concerning the use of cigarettes, alcohol and 
substance abuse. 


   Some where on chart it should 
be noted whether or not the 
member smokes, using alcohol 
or drugs 
(Only NA if under 14) 


11.  The history and physical exam should identify 
appropriate subjective and objective information pertinent 
to the patient’s presenting complaints. 
 


   At  each visit, the exam, 
corresponds with the reason 
for the visit  


12. Working diagnoses are consistent with the symptoms 
and physical exam. 


   Final dx matches exam 


13. Possible risk factors to the patient relevant to treatment 
should be noted. 


   If member has a chronic 
condition  has non compliance 
with tx been addressed if 
needed.  
( If no chronic problems mark 
NA) 


14.  The record contains a medication list or easily 
identified notation in Progress Notes of all current 
medication with dosages. 


   List of current meds either on 
a separate sheet or listed with 
each encounter.  
( If no meds mark NA) 


15. Evidence that laboratory and other studies are ordered as 
appropriate 


   If symptoms or DX warrants 
testing was it ordered 
(If condition does not warrant 
test mark NA) 


16. As appropriate, there is notation of when follow-up care 
or visits are needed. 


   Time frame to return or 
marked as needed or PRN 


17. There is evidence that unresolved problems from 
previous office visits are addressed at subsequent visits. 


   Are ongoing problems 
addressed 
( If no ongoing problems mark 
NA) 


18. Consultation reports, laboratory reports and imaging 
reports are filed in chart and initialed by physician. 


   Something on  report to 
indicate that the dr 
reviewed it. 
( If no reports mark NA) 
 







1/2011 


                                                                         Shaded areas cannot be NA 
 


 STANDARD 
 
 Yes 


 
 No 


 
 N/A 


 
Comments 


19. Chart contains an up-to-date immunization record for 
children and appropriate immunization history for adults. 


   Immunization record for 
children to age of 18.  For 
chronic conditions and over 
age 50 is flu offered. 
(If over  18, under 50, and no 
chronic conditions mark NA) 


20. Preventive screenings are ordered in accordance with 
organization’s practice guidelines.  


   See guidelines to see if 
applicable.  
(If member not in age group to 
need preventive care mark NA) 


21. Evidence that referrals are made as appropriate 
   If condition is such that an 


consult is needed is  the 
member told to see a SCP  
(If condition does not warrant 
consult mark NA) 


22. Follow-up of missed appointment 
(The practitioner has a procedure for follow-up of missed appointments  
and there is notation in the record for patient’s at risk that they have 
been advised to follow up.) 


   Ask office manager if there is 
a policy for follow up of 
missed apts.  If there is a 
policy mark yes even if there 
are not missed apt   on chart.  
If no policy all will be no and 
include note. If there is a 
missed apt noted on chart and 
there is no follow up per policy 
mark no 


23. There is no evidence that the patient is placed at 
inappropriate risk by a diagnostic or therapeutic procedure 


   Care, tx, and testing ordered 
do not place pt at unnecessary 
risk 


  


 24.  The record for members age 65+ contains 
documentation of discussion and/or an Advance Directive 
(Durable Power of Attorney for Health Care or Living 
Will). 


   Advantra member only 
( If not Advantra member mark 
NA) 
 
 
 


25. For routinely scheduled appointments, patients should 
see primary care practitioner at least 70% of time. 


   Review routine visits only 
(If only sick visits mark NA) 


26.  The record contains correspondence from ancillary 
providers, such as discharge summaries, home health 
reports and emergency room summaries. 


   For continuity of care audit 
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I.  OVERVIEW 
 
Altius Health Plans performs the management of medical services through the personnel and processes of the 
Health Services Department.  The purpose of managing medical services is to ensure the delivery of services in 
a quality oriented, timely, medically appropriate, and cost efficient manner for the health plan’s membership.  
Altius’s intent is to provide its members with a comprehensive, preventive and therapeutic health care delivery 
system. The purpose of this document is to describe the processes and personnel who work within the Health 
Services Department at Altius Health Plans.  
 
The scope of the Health Services Department encompasses all care management processes including: prior 
authorization (prospective review), hospital review (concurrent review), discharge planning, case management, 
selected disease management, retrospective review, and appeals.  These processes are designed to link the 
member to the most appropriate level of care with the most appropriate provider to treat the member’s 
healthcare needs in a cost-effective manner. 


 
II.  GOALS 


 
The specific goals of the Utilization Management department are: 


 
 To ensure the effective and efficient utilization of hospital, physician provider, facilities, case 


management, and ancillary services.  Included are: 
 
- Managing to the appropriate levels of care 
- Ensuring consistency with the benefits outlined in the applicable benefit plan 
- Providing cost effective alternatives without compromising the quality of care rendered 
- Facilitating and coordinating medical care to ensure continuity of care through the spectrum 


of health care services a member may receive 
- Assessing and determining coverage of requests involving new technologies  
- Providing input in the development of the Health Plan’s clinical coding policies 
 


 To achieve congruence of member satisfaction, provider satisfaction, and efficient and effective 
service. 


 
 To ensure that systems and resources adequately meet the quality of care, service, and access demands 


of the members. 
 


 To facilitate the education of participating providers and administrative staff regarding the Utilization 
Management program. 
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 To meet legal, regulatory agency, accrediting, and contractual requirements. 
 
III.  AUTHORITY 


 
The Utilization Management program of Altius Health Plans receives its authority from the Board of Directors 
and is accountable to the board through the executive management team.  Oversight of its functions is the 
responsibility of the Utilization Management Committee (UMC) chaired by the Health Services Director and 
including the Vice President Medical Affairs, Medical Director and Utilization Management Managers.  The 
UMC reports up to the Quality Improvement Committee chaired by the Vice President Medical Affairs and 
including the Medical Director, Chief Executive Officer, and senior staff representing Utilization Management, 
Provider Services, Customer Service and Quality Improvement. 
 
Utilization Management is a team effort requiring expertise in medical management, clinical care, care 
management systems, provider relations, network development, and quality improvement.  However, there are 
key staff who are directly accountable for Utilization Management decisions, systems and processes.  These 
are: 
 


Chief Executive Officer: 
The Board of Directors delegates responsibility for the operational processes of Altius Health Plans to the 
CEO.  While the CEO may delegate some of the responsibilities for the Utilization Management Program 
through appropriate staff appointments (i.e. Vice President Medical Affairs, Health Services Director or 
other designated clinical professional staff), the Chief Executive Officer maintains overall responsibility. 
 
The Chief Executive Officer delegates to the Vice President Medical Affairs, who is a Board Certified 
Physician, overall responsibility for the Utilization Management Program, including the annual Medical 
Services Strategic Plan, and any medical decision making in the area of utilization management.  
Operational management of the Utilization Management program is delegated to the Health Services 
Director, a licensed registered nurse with extensive experience in utilization management. 
 
Vice President Medical Affairs: 
The Chief Executive Officer delegates overall responsibility for the Utilization Management Program to 
the Vice President Medical Affairs a Board Certified Physician through the American Board of Medical 
Specialties (ABMS) who holds a current, unrestricted medical license (MD or DO). 
 
The Vice President Medical Affairs is directly responsible for all Utilization Management decisions based 
on medical necessity; approves and directs the utilization and quality monitoring and evaluation activities 
including oversight of clinical decision-making aspects; reviews unresolved clinical quality of care issues, 
recommends actions and monitors follow up; provides guidance for clinical operational aspects; provides 
direction for the development and implementation of the Medical Services Strategic Plan; researches, 
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assesses and provides a clinical determination for requests involving new technologies; has periodic 
consultation with practitioners in the field; ensures the organizational objective to have qualified clinicians 
accountable to the organization for decisions affecting consumers. 
 
Medical Director 
The Vice President Medical Affairs may delegate clinical review responsibility to the Medical Director.  
The Medical Director makes Utilization Management decisions based on medical necessity; may review 
unresolved clinical quality of care issues; recommends actions and monitors follow up; researches, assesses 
and provides a clinical determination for requests involving new technologies; performs other assignments 
as directed by the Vice President Medical Affairs. 
 
Physician Advisors/Independent Review Organizations 
The Physician Advisors are participating physicians, who are Board Certified, representing different 
specialties in the community Altius Health Plans serves.  Their role, as defined by the Vice President 
Medical Affairs, is to advise about generally accepted practice standards in their areas of expertise. They 
may recommend and provide input into UM policy and procedures; may recommend the development and 
or adoption of clinical practice guidelines in their areas of expertise, including both preventive and non-
preventive guidelines.  They may review and recommend the development and or adoption of health 
management programs relevant to the membership needs. 
 
Independent Review Organizations provide assistance to the Vice President Medical Affairs making peer 
review decisions made on a case by case basis.  They will be called upon to review cases specific to their 
field of expertise and they are reimbursed according to the agreed upon contracted rate.  
 
Health Services Director 
The Health Services Director directs (under the direction of the Vice President Medical Affairs ) the 
overall health care delivery for the Plan, including Utilization Management,  Appeals/Grievances, Quality 
Improvement, Credentialing/Recredentialing,  Case Management and Disease Management.  The Director 
is responsible for the ongoing program development including accreditation functions, high-level system 
activities, overall operational success, budgetary activities and other duties as defined by the Vice President 
Medical Affairs . This position serves as a resource for information and oversees and coordinates the 
development, implementation and application of policies and procedures specific to the UM department 
functions. 
 
Utilization Management Manager(s)  
The Utilization Management Manager(s) have been delegated the responsibilities of operationalizing the 
UM Program and are directly responsible for overseeing the implementation, coordination and the 
operational components of the UM Program on a daily basis, under the direction of the Health Services 
Director. Additionally the Managers are responsible for ensuring that systems are in place for responding 
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to provider, member, and health plan clinical questions and requests in a timely, professional manner for 
their respective areas of responsibility.  Responsibilities also include monitoring timeliness standards 
according to approved Policies and Procedures. 
 
Case Managers 
Case Managers (CM) are professional licensed registered nurses who serve as care coordinators for 
members identified as having chronic, complex, or high cost medical conditions.  They are responsible for 
identifying high-risk patients and assessing opportunities to coordinate and oversee the patient’s total care 
to ensure best outcomes.  Their function includes assessing, planning, implementing, coordinating, and 
evaluating health related service options. 
 
Prior Authorization Coordinators and Concurrent Review Coordinators 
The Coordinators are professional licensed registered nurses or licensed practical nurses who are 
responsible for applying the medical necessity criteria to the Utilization Management process for prior 
authorization, concurrent and retrospective reviews.  This includes discharge planning and utilizing the 
most cost-effective resources while ensuring the highest level of quality care.  The Coordinator’s are also 
responsible for reporting questionable quality of care issues to the Quality Improvement department as well 
as referring cases as indicated to the Case Managers. 
 
Prior Authorization Representatives and Hospital Representatives 
The Prior Authorization Representative and Hospital Representatives are responsible for assisting the PA 
Coordinators with various authorization related functions.  Examples of these functions include data entry, 
faxing member eligibility and benefit coverage verification, notifying physician offices and facilities of 
authorization numbers, and daily census tracking. 


 
Altius Health Plans staff who are involved in decision processes, including, but not limited to, Medical 
Directors, Physician Advisors and other utilization management staff, will be compensated at the contracted 
rate or salary based on their overall work performance.  They are not compensated based on the outcome of 
individual certification decisions or based on the number or type of non-certification decisions rendered.  In 
addition, Altius Health Plans UM staff will not be influenced by conflicts of interest as defined in the Conflict 
of Interest policy. 
 


V.  PROCESSES   
 
The goals of the UM program are primarily accomplished through the functional processes of prior 
authorization (prospective review), hospital review (concurrent review), discharge planning, case management, 
retrospective review, clinical appeals and regular monitoring of set established standards. 
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The UM team makes decisions about patient services by using established policies and procedures, Interqual 
criteria, the group coverage contract and the benefit brochure. The policies and procedures are reviewed and 
updated as necessary, or on an annual basis through the UMC.  The processes of prior authorization 
(prospective review), hospital review (concurrent review), discharge planning, case management, retrospective 
review, and clinical appeals are detailed below: 


 
1. Prior Authorization 


Determinations for a utilization management request are completed according to the UM policy and 
procedure Review Request Procedure. 
 
Altius requires prior-authorization for referrals to selected specialists, non-emergent hospital 
admissions, selected outpatient surgeries, selected ancillary services, selected procedures, or 
equipment that are of high cost, or frequently inappropriately utilized.   
 
Prior Authorization review includes the evaluation of:  


- the medical appropriateness of the recommended procedure/service; 
- the level of service recommended; 
- the date of service requested; 
- the proposed length of stay, if applicable; and 
- the appropriateness of the providers 


 
Requests are evaluated clinically, utilizing specific clinical guidelines (described above). 
 
During the prior authorization process, eligibility verification and benefit interpretation are conducted. 
However, the final benefit quotation is performed by the Altius Customer Service department. 
 


2. Concurrent Review 
Determinations for a utilization management request are completed according to the UM policy and 
procedure Review Request Procedure. 
 
Concurrent review is the active review of ongoing care with regard to medical necessity, 
appropriateness, timeliness, quality issues, and potential case management candidates.  This review 
extends from the time of admission until discharge and applies to all admissions to acute care, skilled 
care, or rehabilitative care. 


The Concurrent Review Coordinators conduct either on-site or telephonic concurrent review 
depending on volume of patients at a facility or complexity of a patient’s needs.  
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Concurrent reviews involve screening medical records for the medical necessity, appropriateness, and 
timeliness of the delivery of medical care from the time of admission through the day of discharge.  
The intent is to facilitate the treating physician’s plan of care in an efficient manner, as well as to 
anticipate treatment and patient needs as the patient moves towards discharge.  The Concurrent 
Review Coordinators additionally confer with the patient's attending physician, primary care 
physician, hospital social services or discharge planners, as required by the individual patient needs.  


The concurrent review process is initiated at the time of admission to a hospital, skilled nursing 
facility, or rehabilitative facility.  The Concurrent Review Coordinators conduct the initial review for 
medical cases within one business day of the admission after notification of the admission is received. 
For prior authorized surgeries, the initial review is conducted if the stay exceeds established length of 
stay guidelines.  Subsequent  concurrent reviews are conducted at varying intervals as the particular 
case warrants.  


Based on the clinical experience of the Concurrent Review Coordinators and the close working 
relationship with providers, he/she is in a unique position to identify any quality of care concerns.  The 
Concurrent Review Coordinators refer identified concerns to the Quality Improvement department for 
further research and appropriate measures in accordance with the Plan’s policies and procedures. 


Patients requiring special coordination because of the complexity of their illness, home situation, or 
frequent ER or hospital admissions will be referred to a Case Manager.  The Case Manager 
coordinates both ambulatory and inpatient care needs, and maintains frequent contact with the patient. 
 
Out of Plan or Out of Area patients are reviewed telephonically for level of care, intensity of service 
and planned transfer date.  In addition, communication with the physician is maintained to assure 
appropriate, expeditious care. 


 
3. Discharge Planning 


The goal of discharge planning is to assist a patient through inpatient hospitalization and to return the 
member to a state of wellness as quickly as possible. Discharge planning is the process by which 
Concurrent Review Coordinators assess the patient's needs prior to and during an inpatient 
hospitalization to anticipate care needs when the patient is discharged from the hospital. Using all the 
previously identified information sources, the Concurrent Review Coordinators can intervene and 
work in conjunction with the primary care provider, hospital social services and/or specialist to assist 
in the coordination of services for the patient in the home setting. Examples of medical care that can be 
arranged in the discharge planning phase include home health care, physical therapy, speech therapy, 
and occupational therapy; skilled nursing facility placement; rehabilitation therapy facility placement; 
home infusion therapy; and durable medical equipment. 
 







ALTIUS 
HEALTH PLANS 


 HEALTH SERVICES 
POLICY AND PROCEDURE 


 
SUBJECT: Utilization Management Program Overview  


Authorized By:  Utilization Management Committee                             Initial Issue Date: _____1/98_____ 


Revision No:  _________15_________    Review/ Revision Date:  ______5/12___________ Page 7   of   8 


 


 


S:/dpt_med/UM Policies and Procedures/Process 
7/01 Rev 1 1/04 Rev 6 2/09 Rev 11 
3/02 Rev 2 2/05 Rev 7 5/09 Rev 12 
6/02 Rev 3 2/06 Rev 8 5/10 Rev 13 
1/03 Rev 4 2/07 Rev 9 5/11 Rev 14 


11/03 Rev 5 2/08 Rev 10 5/12 Rev 15 
 


 


4. Case Management 
Case Management services are provided to members who have suffered a traumatic injury or illness or 
have a significant medical condition necessitating ongoing medical follow-up and treatment. Proper 
medical management of a catastrophic case is intended to assure the continuity of high quality care in a 
cost-effective manner. Case Managers follow patient care cases where extensive services are needed 
for chronic conditions. Case Management is a collaborative process that promotes quality care and 
cost effective outcomes that enhance physical, psychosocial, and vocational health of individuals. It 
includes assessing, planning, implementing, coordinating, and evaluating health related service 
options.  
 
Case Management serves as the link between the identification of needs and the appropriate utilization 
of resources for members with complex and serious medical conditions. It focuses on an integrated 
approach designed to address the patient’s medical, physical, and psychosocial needs through an 
individualized treatment plan of care that includes cost-effective utilization and coordination of care 
that can include community and social services. The treatment plan also includes communication of 
information on follow-up care and provides training on self-care as necessary.  Each case manager 
works in concert with a member's primary or specialist physician as appropriate and coordinates their 
work activities with the Vice President Medical Affairs/Medical Director as deemed appropriate. 
 
Referrals for case management may be received from a variety of sources such as the Primary Care 
Physician, Specialist Physician, UM team members, Vice President Medical Affairs , Medical 
Director, member/family, internal departments, employer group, etc.  
 
 


5. Disease Management 
Disease Management is an information based process focused on a specific population involving the 
continuous improvement of value in all aspects of care throughout the entire spectrum of health care 
delivery  from prevention through treatment and management. Disease Management is a coordinated, 
disease specific approach to patient care that seeks the best-measured outcome at the lowest possible 
cost.    
 
Disease Management programs may be conducted within the Quality Management department or the 
Utilization Management department. 
 


6. Retrospective Review 
The retrospective review process involves the review of medical claims for issues of medical necessity 
for care needs not previously screened through the prior authorization process.  The same clinical 
guidelines and criteria sets utilized in the prior authorization process are utilized during a retrospective 
review.  
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7. Denials 


If criteria for a UM determination are not met, or are questionable, efforts are made to obtain all 
pertinent clinical information to allow a licensed medical professional to review the case.  The Vice 
President Medical Affairs/Medical Director will utilize guidelines, current medical knowledge or 
outside expert opinion to determine if approval or denial of coverage is appropriate.  
 
Case reviews forwarded to the Vice President Medical Affairs/Medical Director will be handled 
according to the UM Clinical Peer Review Policy. 


 
If the requested service is denied, written notification will be provided in accordance with the UM 
Notification of Determination Policy. 


 
8. Appeals 


Mechanisms for appeal of a denial decision are outlined in the denial letter, the Member Handbook, 
the Altius Health Plans web site, the Provider Orientation Manual and the Group Coverage document.  
All provider and member appeals are directed to the Appeals Department who maintain a log and 
database of appeals and process the appeal as specified in the Appeal Policy.   


 
9. Coordination with Quality Improvement 


To assure that the Utilization Program is meeting the member requirements, participation by the UM 
department on the Quality Improvement Committee is mandatory.  Information regarding specific 
issues related to utilization are provided, as well as, a report from the UMC is provided.   
 
If quality or risk issues are identified by the Quality Improvement personnel that relate to practices of 
Utilization Management, these are taken immediately to the Vice President Medical Affairs or Medical 
Director for corrective action.  Utilization personnel may identify quality issues, and these are directed 
to the Quality Improvement department immediately.  Resolution or corrective action of these issues 
becomes the responsibility of the Quality Improvement department. 
 
Provider Satisfaction surveys are done on a regular basis.  Included in these surveys are issues related 
to Utilization Management.  These are reported to the Vice President Medical Affairs , Health Services 
Director and Senior Management to see if goals and objectives are being met.  In addition, protocols 
and guidelines are reevaluated against current medical knowledge and updated on an annual basis. 
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Claims Received 371,272 399,051 531,212 1,301,535 401,747 404,986 460,109 1,266,842 349,625 496,510 394,878 1,241,013 405,103 596,486 575,887 1,577,476 5,386,866


Claims Received Per
Day 19,541 19,953 21,248 20,336 20,087 20,249 19,171 19,794 18,401 19,860 20,783 19,699 20,255 25,934 30,310 25,443 21,292


Claims Processed 371,788 395,622 529,153 1,296,563 397,529 405,257 466,179 1,268,965 348,997 490,955 400,448 1,240,400 402,642 564,738 570,876 1,538,256 5,344,184


Claims Processed Per
Day 19,568 19,781 21,166 20,259 19,876 20,263 19,424 19,828 18,368 19,638 21,076 19,689 20,132 24,554 30,046 24,811 21,123


% Within 15 92.5% 97.3% 96.3% 96.6% 96.7% 95.4% 92.7% 94.0% 94.0% 96.0% 95.5% 95.8% 95.8% 96.9% 94.7% 92.6% 94.5% 95.2%


% Within 30 99% 99.7% 99.7% 99.6% 99.6% 99.7% 99.4% 99.4% 99.5% 99.5% 99.6% 99.3% 99.5% 99.6% 99.4% 99.0% 99.3% 99.5%


EDI Claims 70% 81.5% 83.3% 83.8% 83.0% 84.4% 84.8% 83.8% 84.3% 83.6% 85.2% 85.4% 84.8% 85.5% 86.3% 85.1% 85.6% 84.5%


Auto Adjudication 80% 81.5% 82.9% 81.9% 82.1% 81.7% 82.7% 81.2% 81.8% 82.7% 82.8% 83.4% 83.0% 84.1% 78.4% 81.0% 80.9% 81.9%


Adjustment Percent 5.00% 4.2% 3.9% 3.9% 4.0% 4.5% 4.1% 4.0% 4.2% 5.6% 6.5% 3.5% 5.3% 4.4% 4.7% 2.6% 3.9% 4.3%


Claim Denial Percent 16.7% 15.3% 14.6% 15.4% 15.0% 15.3% 15.1% 15.1% 15.0% 15.2% 14.6% 15.0% 14.5% 13.5% 13.8% 13.8% 14.8%


Pends % of Inventory 8.5% 12.7% 10.8% 12.1% 11.8% 12.0% 11.5% 12.8% 12.1% 10.7% 10.6% 12.5% 11.2% 12.1% 21.5% 22.0% 19.9% 14.6%


Pends Per 1K 
Members 6.5 7.6 6.7 7.8 7.4 8.7 9.2 8.7 8.9 7.1 8.0 8.4 7.9 8.3 18.3 21.7 16.3 10.1


Work Days in Month 19 20 25 64 20 20 24 64 19 25 19 63 20 23 19 62 253
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Days on Hand 
(average) 2.5 1.2 1.3 1.3 1.3 1.5 1.6 1.4 1.5 1.4 1.6 1.4 1.5 1.4 1.4 1.5 1.4 1.4


Overall Accuracy 95% 96.5% 98.1% 97.7% 97.5% 98.3% 99.0% 98.4% 98.6% 97.3% 96.1% 98.6% 97.3% 97.0% 98.1% 98.8% 98.0% 97.8%


Financial Quality 99% 99.5% 99.6% 98.8% 99.3% 99.5% 99.6% 99.7% 99.6% 99.3% 99.6% 99.5% 99.5% 99.5% 99.4% 99.6% 99.5% 99.5%


Payment Quality 98% 98.4% 99.3% 98.6% 98.8% 99.5% 99.5% 99.4% 99.5% 98.6% 97.3% 99.6% 98.5% 98.4% 99.1% 99.6% 99.1% 99.0%
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Policy 
 
It is First Recovery Group’s policy that members of the Recovery Department handle files within 
the guidelines of state and federal regulations.   They must place all associated parties on 
notice of our client’s right of recovery. During the course of handling the file, they must ensure 
that the associated claims on a file are related to the incident, and negotiate the maximum 
recovery possible within legal and client guidelines and/or funds available.  
 
 
Procedure 
 
Once a file is assigned to a member of the Recovery Department, they are required to review 
the claims for the member and include all claims related to the incident in the lien total. They are 
then required to contact the associated parties, informing them of the lien. The claims in the file 
will include all paid and adjusted claims received from the client. These will encompass medical, 
dental, pharmacy, durable medical equipment claims, and any other classification for which the 
client retains the risk and has a right to recovery. 
 
Protected Health Information (PHI) cannot be sent unless a valid medical authorization is 
received. When supplying claim details, only the minimum necessary information must be used 
in the course of the subrogation process. Copies of all faxes sent through our SubroMAX® 
system are automatically linked to the file and the status of the transmission is logged in the 
notes. 
 
While negotiating the settlement amount, system controls are in place to limit the ability of the 
staff to accept settlements outside the agreed upon reduction limits set forth in our client 
contracts. Staff members must receive approval from a Recovery Attorney Team Lead and/or 
the Vice President, Recovery for anything outside the allowed amount. As agreed upon with the 
client, a settlement recommendation memo may need to be sent for approval. This memo must 
contain the file details and reason for the recommendation.  
 
Recoveries cannot be entered or altered by Recovery Department personnel into the system. All 
received funds are handled solely within the Finance Department. Additionally, system controls 
exist to prevent the assigned employee from closing their own files. All files can only be closed 
by a Manager or Team Lead. Prior to closing the file, the individual must select the appropriate 
closing reason that is logged in the system. Finance may close a file when assigning the 
recovery as long as it matches the agreed amount on the file.  
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ID Task Name Start Finish
1 Program Initiation Fri 9/7/12 Tue 8/27/13
2 Request for Proposal 


(RFP)/Contract Development
Fri 12/28/12 Wed 3/27/13


3 RFP released Fri 9/7/12 Wed 12/5/12
4 Conduct Internal RFP 


meetings 
Fri 12/28/12 Wed 3/27/13


5 Deliver RFP proposal to state Thu 11/15/12 Thu 11/15/12
6 Project Management
7 Establish RFP/RFA/ITN 


SharePoint Site 
Fri 12/28/12 Fri 1/4/13


8 Populate / load initial 
information, standard 
project folders and 
templates


Fri 12/28/12 Fri 1/4/13


9 Define project team 
members


Fri 12/28/12 Fri 1/4/13


10 Provide access to project 
team members


Fri 12/28/12 Fri 1/4/13


11 Develop Implementation 
Model 


Fri 12/28/12 Fri 1/4/13


12 Identify Project Leadership / 
Executive Steering 
Committee members


Fri 12/28/12 Fri 1/4/13


13 Identify Integrated / 
Functional Leads


Fri 12/28/12 Fri 1/4/13


14 Create Project Structure 
diagram


Fri 12/28/12 Fri 1/4/13


15 Create Key Roles & Contacts 
grid


Fri 12/28/12 Fri 1/4/13


16 Generate Work Plan Draft / 
Key Milestones 


Fri 12/28/12 Fri 1/4/13


17 Create Implementation Plan 
for Each Subcontractor


Fri 12/28/12 Fri 1/4/13


18 Verify Need for 
Subcontractor Based on 
RFP/Contract Services


Fri 12/28/12 Fri 1/4/13


Business Development


Business Development
Business Development


11/15


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
19 Dental Fri 12/28/12 Fri 1/4/13


20 Vision Fri 12/28/12 Fri 1/4/13


21 Pain Management Fri 12/28/12 Fri 1/4/13


22 Radiology Management Fri 12/28/12 Fri 1/4/13


23 Pharmacy Fri 12/28/12 Fri 1/4/13


24 Behavioral Health Fri 12/28/12 Fri 1/4/13


25 Human Resources Fri 12/28/12 NA


26 Establish Organizational 
Structure


Fri 12/28/12 Wed 3/27/13


27 Develop Org Chart Fri 12/28/12 Wed 3/27/13


28 Idenfity Program Leadership Fri 12/28/12 Wed 3/27/13


29 Develop initial Staffing Plan Fri 12/28/12 Wed 3/27/13


30 Pharmacy Fri 12/28/12 NA


31 Develop Formulary Fri 12/28/12 Wed 3/27/13


32 Develop Prior Auth List Fri 12/28/12 Wed 3/27/13


33 Develop Quantity Limits Fri 12/28/12 Wed 3/27/13


34 Develop Injectable List Fri 12/28/12 Wed 3/27/13


35 Letters Fri 6/28/13 Tue 8/27/13


36 Obtain State Approval Mon 7/29/13 Tue 8/27/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


12/28


Business Development


Business Development


Business Development


Business Development


12/28


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
37 Finance Program Initiation Mon 7/29/13 NA
38 Summary of existing and 


prior period premium rates -
links and rates


Fri 12/28/12 Fri 1/25/13


39 Summary of recent benefits, 
eligiblity, fee schedule and 
other program changes 


Fri 12/28/12 Fri 1/25/13


40 Summary of public 
references and data 
sources/ program changes 
available in addition to RFP 
databook/ documents


Fri 12/28/12 Fri 1/25/13


41 FOIA request consideration -
possibility and information 
on other MCOs and their 
FOIAs


Fri 12/28/12 Fri 1/25/13


42 Summarize current staffing /
operational requirements of 
current contract with MCOs -
to finance


Fri 12/28/12 Fri 1/25/13


43 Define expected added 
benefits for pricing/ cost 
considerations


Fri 12/28/12 Fri 1/25/13


44 Define if Medical Home/ risk
share components may be 
needed


Fri 12/28/12 Fri 1/25/13


45 Identify presence of 
premium taxes, GME 
pass-throughs or other 
current pass-through items


Fri 12/28/12 Fri 1/25/13


46 Summarize staffing 
requirements for existing 
markets versus this RFP


Fri 12/28/12 Fri 1/25/13


47 Summarize special provider 
rules - CAH, FQHC, RHC or 
Indian Providers


Fri 12/28/12 Fri 1/25/13


7/29
Finance


Finance


Finance


Finance


Finance


Finance


Finance


Finance


Finance


Finance


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
48 Summarize operational/ 


clinical sources of savings for
existing plans and Y/N 
indicator for applicability to 
new RFP market - 


Fri 12/28/12 Fri 1/25/13


49 Develop initial project 
budget / Pro Forma


Fri 12/28/12 Mon 3/11/13


50 Set-up PeopleSoft Accounts Fri 3/29/13 Wed 8/28/13
51 Set-up IDX Accounts Fri 6/28/13 Wed 8/28/13
52 Identify any default codes (if 


not on fee schedule, as % of 
billed)


Fri 6/28/13 Wed 8/28/13


53 Compliance / Legal Program 
Initiation


Fri 6/28/13 NA


54 Compile Accreditation & 
Licensing requirements 
(HMO, UR Agent, TPA, 
Secretary of State 
registration, etc. as required 
by RFP a


Mon 1/28/13 Mon 2/25/13


55 Submit initial licensing 
application


Mon 1/28/13 Wed 3/27/13


56 Address any preliminary 
accreditation requirements


Mon 1/28/13 Wed 3/27/13


57 Legal to make contact with 
DOI if necessary re licensure 
process/timing, and subject 
to any "quiet period" 
imposed by state.


Fri 12/28/12 Fri 1/4/13


58 Confirm any 
requirements/restrictions 
regarding branding/name to 
be used and make 
appropriate filings as 
required.


Fri 12/28/12 Fri 1/4/13


59 Network Program Initiation Fri 12/28/12 Fri 1/4/13


Finance


Finance


Finance
Finance
Finance


6/28


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
60 Review understand and 


develop logic for loading 
fee schedules for FQHC, 
RHC,CAH,enhanced DRGs,
outlier payments, etc


Fri 6/28/13 Mon 7/1/13


61 Define State requirements
for access


Mon 7/29/13 Fri 8/9/13


62 Have GeoAccess maps 
created


Fri 6/28/13 Wed 8/28/13


63 Gather Market 
Intelligence 


Tue 7/2/13 Fri 7/5/13


64 Identify network access / 
adequacy requirements


Fri 6/28/13 Fri 7/26/13


65 Identify Key Providers Fri 6/28/13 Tue 8/27/13
66 Identify all Providers to be


assumed / send 
notifications


Mon 7/29/13 Wed 8/28/13


67 Develop understanding of 
local market billing 


Fri 6/28/13 Tue 8/27/13


68 Review current contracts 
for Coventry and plans


Fri 6/28/13 Fri 7/26/13


69 Determine new contract 
language and/or 


Fri 6/28/13 Tue 8/27/13


70 Verify for Hospitals, 
Ancillary, PCPs and 
Specialists


Fri 7/12/13 Fri 8/9/13


71 Determine components 
for Subcontractors


Mon 7/29/13 Fri 8/9/13


72 Define reporting 
requirements


Mon 7/29/13 Fri 8/9/13


73 Establish Network / 
Provider Contracting 


Mon 7/29/13 Fri 8/9/13


74 Define Network 
Development process 


Mon 7/29/13 Wed 8/28/13


75 Develop Credentialing 
process / PDM 


Fri 6/28/13 Fri 12/27/13


Network


Network


Network


Network


Network


Network
Network


Network


Network


Network


Network


Network


Network


Network


Network


Network


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
76 Conduct Initial 


Prospecting and 
Contracting Activities 


Mon 7/29/13 Wed 8/28/13


77 Verify PSA process for 
flow of information and 


Tue 10/29/13 Fri 12/27/13


78 Verify loading and testing 
of contracts


Fri 6/28/13 Fri 12/27/13


79 Provider Communications Tue 10/29/13 Tue 11/26/13
80 Create Provider Manual Thu 11/28/13 Fri 12/27/13
81 Determine owner and 


frequency of fax blasts
Fri 6/28/13 Fri 7/26/13


82 Develop marketing 
strategies to providers


Thu 11/28/13 Fri 12/27/13


83 Editing of codes is 
transparent to providers


Thu 11/28/13 Fri 12/27/13


84 Verify components of 
directprovider.com


Thu 8/29/13 Wed 11/27/13


85 Training and education 
materials


Tue 10/29/13 Mon 11/11/13


86 Verify if State approval is 
needed


Tue 10/29/13 Wed 11/27/13


87 Letters to be sent Tue 10/29/13 Wed 11/27/13
88 Termed provider Mon 7/29/13 Wed 11/27/13
89 Credentialing Process Mon 7/29/13 Wed 11/27/13
90 In-state providers Mon 7/29/13 Wed 11/27/13
91 Out-of-state providers Mon 7/29/13 Wed 11/27/13
92 Other Coventry contracts Sat 9/28/13 Fri 12/27/13
93 Policies and Procedures Sat 9/28/13 Fri 10/11/13
94 Determine needs by contractSat 9/28/13 Fri 12/27/13
95 Require State approval Sat 9/28/13 Fri 10/11/13
96 Internal Owner and 


process approval
Mon 7/29/13 Fri 10/11/13


97 Network Development Mon 7/29/13 Fri 10/11/13


Network


Network


Network


Network
Network


Network


Network


Network


Network


Network


Network


Network
Network
Network
Network
Network


Network
Network


Network
Network
Network


Network


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
98 CPD load - Manually load 


contracts to CPD and 
allow CPD to feed IDX


Mon 7/29/13 Mon 7/29/13


99 Credentialing PEARL 
Providers - Establish 
credentials verification to 
CVC


Fri 6/28/13 Fri 7/26/13


100 Facilities - Evaluate 
American Hospital 
Directory site for local 
hospital cost/use report 


Fri 6/28/13 Fri 8/9/13


101 Facilities - Set up 
meetings with key 
hospitals in market to 
gauge perception of new 


Tue 10/29/13 Wed 11/27/13


102 Fee schedules - Plan to 
submit FSIF for global fee 
schedule for PSA to load


Mon 7/29/13 Tue 1/28/14


103 Hospitals - Execute 
provider contract, with 
reimbursement terms


Fri 6/28/13 Wed 8/28/13


104 Market Analysis - Obtain 
market information on 
providers to support size 
of network


Sun 7/7/13 Fri 8/9/13


105 Other - Begin discussions 
to negotiate contracts 
w/facilities (predominant 
systems in service area


Mon 7/29/13 Fri 12/27/13


106 PCPs and Specialist 
Groups - Execute provider 
contract, with 


Sun 7/7/13 Fri 8/9/13


7/29


Network


Network


Network


Network


Network


Network


Network


Network


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
107 PCPs and Specialist 


Groups - Meet with select 
physician groups to 
discuss new product and 
what it means to them


Mon 7/29/13 Fri 12/27/13


108 PCPs and Specialist 
Groups - Work to 
negotiate a FFS contract 
at Medicaid rates w/ ER 


Mon 7/29/13 Fri 8/9/13


109 Providers - Develop 
communication to all 
providers regarding the 
market entry and what 
they can expect from 
Coventry (e.g., bi


Tue 10/29/13 Fri 12/27/13


110 Readiness Review - 
Prepare documentation of
provider network 


Tue 10/29/13 Wed 11/27/13


111 Readiness Review - 
Prepare provider 
education policies & 


Tue 10/29/13 Wed 11/27/13


112 Readiness Review - 
Prepare subcontractor 
delegation oversight 
policies & procedures for 


Sat 9/28/13 Fri 10/11/13


113 Relationship - Determine 
which local industry/civic 
organizations Plan will 
affiliate with


Thu 8/29/13 Fri 10/11/13


114 Relationship - Identify key
provider/community 


Tue 10/29/13 Mon 11/11/13


115 DRG grouper - Utilize win 
strat grouper/repricer to 
reprice inpatient claims, 
or determine alternative 
repricer to be used 


Mon 7/29/13 Mon 11/11/13


Network


Network


Network


Network


Network


Network


Network


Network


Network


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
116 CPD load - Load providers 


into CPD and allow CPD to
feed IDX


Mon 7/29/13 Mon 11/11/13


117 Credentialing - Establish 
credentials verification to 
CVC


Tue 10/29/13 Wed 11/27/13


118 Fee schedules - Identify 
fee schedule linkage


Tue 10/29/13 Wed 11/27/13


119 Fee schedules - Identify 
global fee schedule


Thu 11/28/13 Fri 12/27/13


120 Fee schedules - Identify 
providers w/ contract 
carve-out


Thu 11/28/13 Fri 12/27/13


121 CAH Reconciliation - 
Process to reconcile with 
Critical Access Hospitals 


Fri 6/28/13 Fri 7/26/13


122 Deploy Contracted 
Resources 


Fri 6/28/13 Thu 7/11/13


123 Develop contracting budgetFri 6/28/13 Fri 7/26/13
124 Build contracting team Fri 7/12/13 Fri 7/26/13
125 Conduct training / 


onboarding for contracted
team


Fri 7/12/13 NA


126 Finalize Overall Network 
Strategy 


Fri 7/12/13 Fri 7/26/13


127 Develop contracting 
strategies


Fri 7/12/13 Fri 7/26/13


128 Determine pricing 
parameters / 


Mon 7/29/13 Fri 12/27/13


129 Conduct modeling and 
pricing analysis


Sat 9/28/13 Mon 10/28/13


130 Determine physician fee 
schedules and identify 


Sat 9/28/13 NA


131 Validation of Fri 7/12/13 Fri 7/26/13
132 Claims and Capitation 


payments
Fri 7/12/13 Fri 7/26/13


Network


Network


Network


Network


Network


Network


Network


Network
Network


7/12


Network


Network


Network


Network


9/28


Network
Network


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
133 Interest payments Fri 7/12/13 Fri 7/26/13
134 Approval process Fri 7/12/13 Fri 7/26/13
135 Plan to identify if there is 


more than one global fee 
schedule


Mon 7/29/13 Mon 7/29/13


136 Provider Load - Load all 
providers to IDX 


Thu 11/28/13 Fri 12/27/13


137 PSA to complete CARFs 
submitted


Tue 10/29/13 Wed 11/27/13


138 Capture State Fee Schedules Thu 11/28/13 Wed 12/11/13
139 Establish Payclasses Thu 11/28/13 NA
140 Develop Benefits / Auth 


requirements 
Thu 11/28/13 NA


141 Core Benefits and Services
defined


Fri 6/28/13 Fri 7/26/13


142 Develop Network Strategy
for Specialty and 
Subcontractor vendors


Fri 6/28/13 NA


143 Project Management 
Pre-Implementation


Fri 6/28/13 NA


144 Update Project Management
Tools on RFP/RFA/ITN 
Sharepoint Site


Wed 5/29/13 Wed 6/26/13


145 Move materials from RFP 
site to Project Site


Wed 5/29/13 Wed 6/26/13


146 Key Roles & Contacts Grid Wed 5/29/13 Wed 6/26/13


147 Key Issues & Risk Log 
Template


Wed 5/29/13 Wed 6/26/13


148 High Level Implementation 
Timeline / Integrated 
Timeline Templates


Wed 5/29/13 Wed 6/26/13


149 Vendor Strategy Grid 
Template


Wed 5/29/13 Wed 6/26/13


150 Next Steps & Decisions 
Tracking Grid Template


Wed 5/29/13 Wed 6/26/13


Network
Network
7/29


Network


Network


Network
11/28
11/28


Network


6/28


6/28


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
151 State Q&A Grid Template Wed 5/29/13 Wed 6/26/13


152 Travel Log Template Wed 5/29/13 Wed 6/26/13


153 Readiness Review Checklist 
Template


Wed 5/29/13 Wed 6/26/13


154 Location Listing Template Wed 5/29/13 Wed 6/26/13


155 Detailed Staffing Plan Draft Wed 5/29/13 Wed 6/26/13


156 Master Report Grid 
Template


Wed 5/29/13 Wed 6/26/13


157 Baseline Work Plan / Key 
Milestones Draft


Wed 5/29/13 Wed 6/26/13


158 Integrated Lead Meeting 
Agenda Template


Wed 5/29/13 Wed 6/26/13


159 Develop RFP / Commitments 
document 


Wed 5/29/13 Wed 6/26/13


160 Project Management 
Pre-Implementation


Wed 5/29/13 NA


161 Idenfity Potential Site 
Locations


Wed 5/29/13 Wed 6/26/13


162 Research Permanent Space Wed 5/29/13 Wed 6/26/13


163 Research Regional Space Wed 5/29/13 Wed 6/26/13


164 Permanent Space Site 
Location selected


Wed 5/29/13 Wed 6/26/13


165 Regional Space(s) Site 
Location selected


Wed 5/29/13 Wed 6/26/13


166 Marketing / Communications Wed 5/29/13 NA


167 Update Internal Conventry 
materials with name and 
logo


Wed 5/29/13 Wed 6/26/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


5/29


Business Development


Business Development


Business Development


Business Development


Business Development


5/29


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014


Page 11







ID Task Name Start Finish
168 Develop Marketing Strategy Wed 5/29/13 Wed 6/26/13


169 Create Marketing Plan and 
establish advertising budget


Wed 5/29/13 Wed 6/26/13


170 Create Media Plan Wed 5/29/13 Wed 6/26/13


171 Create media contact list Wed 5/29/13 Wed 6/26/13


172 Develop Coventry fact sheet Wed 5/29/13 Wed 6/26/13


173 Develop internal/external 
annoucements for Coventry 
entry into market


Wed 5/29/13 Wed 6/26/13


174 Update or create website 
and messaging for new 
product


Wed 5/29/13 Wed 6/26/13


175 Create catalogue listing and 
documentation of marketing
materials


Wed 5/29/13 Wed 6/26/13


176 Submit Marketing Plan to 
State for review / approval


Wed 5/29/13 Wed 6/26/13


177 Community groups - 
Develop communications for
FQHCs, provider offices, 
community groups/general 
public regarding the market 


Wed 5/29/13 Wed 6/26/13


178 Develop marketing Style 
Guide


Wed 5/29/13 Wed 6/26/13


179 Develop plan for creation of 
Provider and/or Member 
Advisory Board and 
Community Advocate Board


Wed 5/29/13 Wed 6/26/13


180 Ensure that Medicaid 
materials are included in the
annual document review 
process


Wed 5/29/13 Wed 6/26/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
181 Get bids for translated 


documents
Wed 5/29/13 Wed 6/26/13


182 Outreach - Ads for 
community meetings; 
feature event partnering 
with FQHCs, health fairs


Wed 5/29/13 Wed 6/26/13


183 Outreach - Develop calendar
for member communication;
education in Bear Facts, 
website for QI, med. mgmt


Wed 5/29/13 Wed 6/26/13


184 Outreach - Develop 
enrollment ads and submit 
for regulatory approval; 
review Cvty ad library; 
newspaper and any provider
or co


Wed 5/29/13 Wed 6/26/13


185 Outreach - Develop mass 
media campaign, submit for 
regulatory approval


Wed 5/29/13 Wed 6/26/13


186 Outreach - Develop outreach
presentation for community 
groups, health departments, 
providers, and public 
officials


Wed 5/29/13 Wed 6/26/13


187 Printed Materials - Identify 
advertising vendor for media
development support


Wed 5/29/13 Wed 6/26/13


188 Printed Materials - Make any
needed changes to 
marketing/member 
materials for regulatory 
approval per 
contract/federal standar


Wed 5/29/13 Wed 6/26/13


189 Public Events - Identify 
sponsorship/partnership 
opportunities


Wed 5/29/13 Wed 6/26/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
190 Public Relations - Develop 


community notices; fliers 
with contact information, 
news releases/partnerships 
to churches, beauty 


Wed 5/29/13 Wed 6/26/13


191 Secure approval from state 
for all communication 
materials


Wed 5/29/13 Wed 6/26/13


192 Secure bids for 
interpretation service


Wed 5/29/13 Wed 6/26/13


193 Outreach  - Establish 
Coventry introductory 
meetings w/ additional key 
community/ public entities


Wed 5/29/13 Wed 6/26/13


194 Outreach  - Identify 
additional key organizations 
for outreach 
participation-host welcome 
reception


Wed 5/29/13 Wed 6/26/13


195 Identify Local Market 
Resources


Wed 5/29/13 Wed 6/26/13


196 CSO PRE-IMPLEMENTATION Wed 5/29/13 NA
197 ALL Wed 5/29/13 NA
198 Review RFP/Contract 


requirements
Fri 12/28/12 Fri 1/25/13


199 Review State website for 
additional information 
(manuals, processes, fee 
schedules)


Fri 12/28/12 Fri 1/25/13


200 Determine Outliers & impact
of State specific 
requirements


Fri 12/28/12 Fri 1/25/13


201 Define staffing needs/build 
staffing models


Fri 12/28/12 Fri 1/25/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


5/29
5/29


CSO - ALL


CSO - ALL


CSO - ALL


CSO - ALL


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
202 Define system 


requirements/enhancements
needed 


Fri 12/28/12 Fri 1/25/13


203 Define State reporting 
requirements


Fri 12/28/12 Fri 1/25/13


204 Identify membership 
populations


Fri 12/28/12 Fri 1/25/13


205 Benefits Fri 12/28/12 NA
206 Review member handbook 


of medical coverage and 
exclusions (draft)


Fri 12/28/12 Fri 2/8/13


207 Review medical pre-auth list 
(draft)


Fri 12/28/12 Fri 2/8/13


208 Finance Pre-Implementation Fri 12/28/12 NA
209 Determine Financial 


Controller
Wed 5/29/13 Wed 8/28/13


210 Draft Proposed Budget Wed 5/29/13 Wed 8/28/13
211 Review proposed contracts, 


including ancillary
Wed 5/29/13 Wed 8/28/13


212 Review Medicaid Fee 
Schedules and associated 
histroical trends


Wed 5/29/13 Wed 8/28/13


213 Update Proforma twice per 
year with new claims 
information


Fri 6/28/13 Fri 12/26/14


214 Set-up reserves based on 
Coventry actuarial models, 
policies andf processes


Wed 5/29/13 Wed 8/28/13


215 Determine if a Premium 
Deficiency Reserve (PDR) is 
needed


Wed 5/29/13 Wed 8/28/13


216 Banking - Develop bank 
account strategy - probably 
open new accounts for 
claims and capitation


Wed 5/29/13 Wed 8/28/13


CSO - ALL


CSO - ALL


CSO - ALL


12/28
CSO - Benefits


CSO - Benefits


12/28
Finance


Finance
Finance


Finance


Finance


Finance


Finance


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
217 Determine Beginning Bank 


Balances 
Wed 5/29/13 Wed 8/28/13


218 Determine IDX setup up for 
AP Entities and Company 
Code


Wed 5/29/13 Wed 8/28/13


219 Determine if a new bank 
account and AP entity are 
required  


Wed 5/29/13 Wed 8/28/13


220 DOI Statutory Accounts - 
Create statutory tree if 
necessary


Wed 5/29/13 Wed 8/28/13


221 Encounter processing - 
develop encounter 
processing procedures for 
reporting to state. Ensure 
capture from various 
sources and


Wed 5/29/13 Wed 8/28/13


222 Establish kick payment 
accounting process (if 
needed)


Wed 5/29/13 Wed 8/28/13


223 Premium - Develop process 
for premium reconciliation


Wed 5/29/13 Wed 8/28/13


224 Reporting - Develop a 
monthly close calendar as 
well as a calendar for key 
reporting dates (e.g., 
statutory filings).NE requir


Wed 5/29/13 Wed 8/28/13


225 Set up - Determine if a new 
business unit is required


Wed 5/29/13 Wed 8/28/13


226 Set up - Set up new 
enrollment location(s)


Wed 5/29/13 Wed 8/28/13


227 Test IDX lag Wed 5/29/13 Wed 8/28/13
228 Test interest set-up Wed 5/29/13 Wed 8/28/13
229 Reinsurance - Add new 


Coventry product line to 
Internal Program.


Wed 5/29/13 Wed 8/28/13


Finance


Finance


Finance


Finance


Finance


Finance


Finance


Finance


Finance


Finance


Finance
Finance
Finance


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
230 Tracking network 


development materialization
to targets


Wed 5/29/13 Fri 12/27/13


231 Competitive network and 
benefits and selection 
analytics


Wed 5/29/13 Wed 8/28/13


232 Alert finance/ leadership if 
known network/ benefit 
differences with competitors


Wed 5/29/13 Fri 12/27/13


233 Setup for revenue tracking/ 
reconcilation


Wed 5/29/13 Wed 8/28/13


234 Setup for revenue to flow 
through internal systems/ 
with pass-throughs - for MLR
immediate availability by 
PCP/ member level


Wed 5/29/13 Wed 8/28/13


235 Track any deviation/ surprise
in state discussions about 
coverage/ basis for payment 
- request review versus 
databook/ rate su


Wed 5/29/13 Fri 12/27/13


236 Update on expected "turned 
on" saving programs by area 
with updated quantified lag


Wed 5/29/13 Fri 12/27/13


237 Internal Readiness Financial 
Review - to determine the 
financial gap / operational 
issues to achieve savings


Wed 5/29/13 Fri 12/27/13


238 Compliance / Legal 
Pre-Implementation


Wed 5/29/13 NA


239 Develop calendar of 
compliance requirements


Mon 1/28/13 Wed 3/27/13


240 Complete Additional 
Regulatory Filings 


Mon 1/28/13 Fri 2/8/13


Finance


Finance


Finance - local,Network


Finance


Finance


Finance


Finance


Finance


5/29


Compliance Legal


Compliance Legal


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
241 Complete and submit 


Trading Partner Agreements 
(Enrollment Broker, IT 
interface, etc., as may be 
required by state)


Mon 1/28/13 Wed 3/27/13


242 Confirm delegates have filed
applicable UR Agent and TPA
Licenses (and others, as 
required)


Mon 1/28/13 Wed 3/27/13


243 Complete Form D Approvals 
if any intercompany 
agreements are being used 
to support business


Mon 1/28/13 Wed 3/27/13


244 Conduct Assessment of 
Contract


Mon 1/28/13 Wed 3/27/13


245 Assure new plan is included 
in the existing Compliance 
Dashboard (Executive / 
Operational) 


Mon 1/28/13 Wed 3/27/13


246 Obtain approval for P&Ps Mon 1/28/13 Wed 3/27/13
247 Complete Regulatory 


Reporting Calendar
Mon 1/28/13 Wed 3/27/13


248 Network Pre-Implementation Mon 1/28/13 NA


249 Review RFP / State Contract 
for provider contract 
requirements


Fri 7/12/13 Fri 7/26/13


250 Create LOA Documents Fri 7/12/13 Fri 7/26/13
251 Create Contract Boilerplates Fri 7/12/13 Fri 7/26/13
252 Develop Provider 


contracting packets 
(contracts, fee schedule, 


Fri 7/12/13 Fri 7/26/13


253 State approves Contracting 
materials


Mon 7/29/13 Fri 8/9/13


254 Credentialing / Provider 
Data Management


Mon 7/29/13 Fri 8/9/13


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal
Compliance Legal


1/28


Network


Network
Network
Network


Network


Network


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
255 Obtain State approval for 


Credentialing Application 
Mon 7/29/13 Fri 8/9/13


256 Establish Credentialing 
committee


Thu 11/28/13 Mon 1/27/14


257 Establish Network build for 
Specialty / Vendors 


Fri 6/28/13 Fri 9/27/13


258 Notify vendors Mon 7/29/13 Wed 8/28/13
259 Conduct benefit plan review Mon 7/29/13 NA
260 Obtain contracting materials Thu 8/29/13 Fri 9/27/13
261 State approves Specialty / 


Vendor contracting 
Sat 9/28/13 Fri 10/11/13


262 Human Resources 
Pre-Implementation


Sat 9/28/13 NA


263 Finalize Staffing Plan Wed 5/29/13 Wed 6/26/13


264 Develop Recruitment 
Strategy 


Wed 5/29/13 Wed 6/26/13


265 Engage recruiters Wed 5/29/13 Wed 6/26/13


266 Post approved positions Wed 5/29/13 Wed 6/26/13


267 Schedule Job Fairs Wed 5/29/13 Wed 6/26/13


268 Staffing Plan approved Wed 5/29/13 Wed 6/26/13


269 Determine Staff Equipment 
needs


Wed 5/29/13 Wed 6/26/13


270 RFP/RFA/ITN Contract 
Development


Wed 5/29/13 Wed 6/26/13


271 Contract Award announced Thu 12/20/12 Thu 12/20/12


272 Negotiate contract with State 
entity 


Thu 12/20/12 Wed 6/26/13


273 Signed contract with State 
entity


Thu 12/20/12 Wed 6/26/13


Network


Network


Network


Network
7/29


Network
Network


9/28


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


12/20


Business Development


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
274 Project Management 


Implementation Activities
Thu 12/20/12 Wed 6/26/13


275 Conduct Implementation 
Design Session (Kick-off 
Meeting)


Fri 6/28/13 Fri 12/27/13


276 Conduct 
RFP/RFA/ITN/Contract 
Commitments Review with 
Integrated Leads


Fri 6/28/13 Fri 7/26/13


277 Validate Key 
Implementation Milestones 
with Integrated Leads 


Fri 6/28/13 Fri 7/26/13


278 Conduct IT Program 
Management Kick-off 
Activities


Fri 6/28/13 Fri 7/5/13


279 Develop High Level 
Timelines to Go-Live 
(Integrated & Overall 
Implementation)


Fri 6/28/13 Thu 7/11/13


280 Conduct Operating Model 
meetings (per Functional 
Area) 


Fri 6/28/13 Thu 7/11/13


281 Validate Operating Models 
(Staff, System, Budget, 
Specifics) per Functional 
Area


Fri 6/28/13 Fri 7/26/13


282 Determine potential Risks 
with mitigation strategies 
using Key Issues & Risks Log


Fri 6/28/13 Fri 7/26/13


283 Finalize Work Plan / Key 
Milestones


Mon 7/8/13 Wed 7/17/13


284 Conduct Implementation 
Strategy Review with 
Executive Committee 


Fri 7/19/13 Fri 7/19/13


285 Review with State Partners Sat 7/20/13 Fri 7/26/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


7/19


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
286 Conduct Cross Functional 


Walk Through Meeting 
Sat 7/20/13 Fri 7/26/13


287 Schedule Cross Functional 
Walk through meeting


Sat 7/20/13 Fri 7/26/13


288 Prepare Agenda and 
meeting rules


Sat 7/20/13 Fri 7/26/13


289 Document and compile 
follow up items from Cross 
Functional Walk-through


Sat 7/20/13 Fri 7/26/13


290 Next Steps & Decisions 
Tracking Log Draft 
implemented


Sat 7/20/13 Fri 7/26/13


291 Establish Standard 
Re-curring Meetings 


Sat 7/20/13 Fri 7/26/13


292 Schedule and Conduct 
Integrated Lead Meetings 


Sat 7/20/13 Fri 7/26/13


293 Schedule and Conduct Cross 
Functional Work Groups


Sat 7/20/13 Fri 7/26/13


294 Establish Operational 
Readiness Reviews 


Sat 7/20/13 Fri 7/26/13


295 Schedule and Conduct 60 
Day Operational Readiness 
Review


Sat 7/20/13 Fri 7/26/13


296 Schedule and Conduct 30 
Day Operational Readiness 
Review


Sat 7/20/13 Fri 7/26/13


297 Manage Day-to-Day 
activities of implementation


Sat 7/20/13 Fri 7/26/13


298 Key Issues & Risk Log  Sat 7/20/13 Fri 7/26/13


299 Vendor Strategy Grid Sat 7/20/13 Fri 7/26/13


300 Travel Log (up-to-date travel 
schedule)


Sat 7/20/13 Fri 7/26/13


301 Update Master Work Plan 
(weekly)


Sat 7/20/13 Fri 7/26/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
302 Provide Executive Scorecard 


to Functional Areas (weekly)
Sat 7/20/13 Fri 7/26/13


303 Provide Executive Steering 
Committee Update (weekly)


Sat 7/20/13 Fri 7/26/13


304 Distribute "Day of the week 
Communication" status 
report (weekly)


Sat 7/20/13 Fri 7/26/13


305 Real Estate / Facilities / 
Infrastructure Implementation


Sat 7/20/13 Fri 7/26/13


306 Permanent Space Setup Fri 6/28/13 Tue 8/27/13


307 Create and Sign Lease Fri 6/28/13 Tue 8/27/13


308 Complete IT Infrastructure 
activities


Fri 6/28/13 Tue 8/27/13


309 Purchase equipment and 
furniture


Fri 6/28/13 Tue 8/27/13


310 Conduct build-out (if 
necessary)


Fri 6/28/13 Tue 8/27/13


311 Install Equipment & 
Furniture


Fri 6/28/13 Tue 8/27/13


312 Permanent Space 
operational


Fri 6/28/13 Tue 8/27/13


313 Regional Space(s) Setup Fri 6/28/13 Tue 8/27/13


314 Create and Sign Lease Fri 6/28/13 Tue 8/27/13


315 Conduct IT Infrastructure 
activities


Fri 6/28/13 Tue 8/27/13


316 Purchase equipment and 
furniture


Fri 6/28/13 Tue 8/27/13


317 Conduct build-out (if 
necessary)


Fri 6/28/13 Tue 8/27/13


318 Install Equipment & 
Furniture


Fri 6/28/13 Tue 8/27/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
319 Regional Space(s) 


operational
Fri 6/28/13 Tue 8/27/13


320 CSO IMPLEMENTATION PLAN Fri 6/28/13 Tue 8/27/13
321 ALL Fri 6/28/13 Tue 8/27/13
322 Develop training plans Fri 6/28/13 Fri 7/26/13
323 Hire new staff needed to 


support new business
Fri 6/28/13 Wed 8/28/13


324 Train new staff Fri 6/28/13 Fri 12/27/13
325 Determine CSO/Health 


Plan/Corporate 
contacts/leads


Fri 6/28/13 Tue 7/2/13


326 Schedule implementation 
meeting


Fri 6/28/13 Fri 7/5/13


327 Provide new health plan 
staff overview of CSO 
functions (if applicable)


Fri 6/28/13 Tue 7/16/13


328 Enrollment Fri 6/28/13 Tue 7/16/13
329 Schedule module meetings Fri 6/28/13 Tue 12/10/13
330 Set up enrollment location in


MEDEDI (Dict 100)
Mon 7/29/13 Tue 9/10/13


331 Set up enrollment location(s)
in Production


Tue 10/29/13 Tue 11/12/13


332 Set up carrier code in EDI Mon 7/29/13 Tue 8/27/13
333 Set up carrier code in 


Production
Tue 10/29/13 Tue 11/12/13


334 834 File Upload  Process Mon 7/29/13 Thu 11/7/13
335 Test 834 file Thu 8/29/13 Fri 10/25/13
336 Create Monthly and Daily 


file Processes
Thu 8/29/13 Fri 10/25/13


337 Define and document PCP 
Assignment process


Mon 7/29/13 Tue 8/27/13


338 Establish business rules and 
scope with EA&T


Fri 6/28/13 Tue 8/27/13


339 PCP auto assignment logic Fri 7/12/13 Tue 8/27/13


Business Development


CSO - ALL
CSO - ALL


CSO - ALL


CSO - ALL
CSO - ALL


CSO - ALL


CSO - ALL


CSO - Enrollment
CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment
CSO - Enrollment


CSO - Enrollment
CSO - Enrollment
CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
340 Obtain PCP ZIP Code and 


Age Range assignment
Mon 7/29/13 Thu 9/26/13


341 Unassigned PCP Letter 
process


Mon 7/29/13 Fri 10/25/13


342 Confirm w/PSA PCP 
validation is complete


Thu 8/29/13 Tue 12/10/13


343 Build Welcome Call Vendor 
extract - Initial


Tue 12/24/13 Fri 12/27/13


344 Build Welcome Call Vendor 
extract - Go Forward 
(automated IT process)


Mon 7/29/13 Tue 11/12/13


345 Establish Benefit/Group Year Mon 7/29/13 Wed 9/11/13
346 Plan Medicaid default FSC in 


EDI (Dict 19)
Fri 6/28/13 Fri 8/9/13


347 Plan Medicaid default FSC in 
Production


Sat 9/28/13 Tue 11/12/13


348 Set up group structure Mon 7/29/13 Wed 9/11/13
349 Define group structure for 


dual population
Mon 7/29/13 Wed 9/11/13


350 Set up billing process for 
Finance to run financial 
reconciliation


Mon 7/29/13 Thu 9/26/13


351 Define and document 
Newborn Process


Mon 7/29/13 Thu 9/26/13


352 Define and document 
Returned Mail


Thu 8/29/13 Fri 10/25/13


353 Confirm Vendor Eligibility 
Extracts set up


Fri 6/28/13 Fri 10/25/13


354 Involuntary Disenrollment 
P&P


Mon 7/29/13 Thu 9/26/13


355 Confirm Family Tree 
requirements


Mon 7/29/13 Thu 9/26/13


356 Develop member 
notification and PCP change 
process for PCP terminations


Mon 7/29/13 Thu 9/26/13


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment
CSO - Enrollment


CSO - Enrollment


CSO - Enrollment
CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


CSO - Enrollment


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
357 Develop enrollment P&Ps 


for compliance/state 
requirements


Mon 7/29/13 Fri 10/25/13


358 Provide actuaries with 
enrollment information


Thu 8/29/13 Fri 10/25/13


359 ID Cards/Kits Thu 8/29/13 Fri 10/25/13
360 Schedule module meetings Sat 6/29/13 Tue 7/2/13
361 Obtain all information 


required for ID Card 
Template


Sat 6/29/13 Tue 8/27/13


362 Develop ID card layout 
based on sample


Wed 8/28/13 Tue 9/10/13


363 Provide mock up for 
approval


Wed 8/28/13 Tue 9/17/13


364 Obtain Approval on Mock Up
ID Card


Wed 9/18/13 Tue 9/24/13


365 Obtain State Approval if 
required


Sat 6/29/13 Wed 8/28/13


366 Provide Test Card for 
Approval


Wed 9/25/13 Tue 10/8/13


367 Provide template to 
business for approval


Fri 6/28/13 Fri 7/26/13


368 Define mapping 
requirement - EL needed


Fri 6/28/13 Tue 8/27/13


369 Obtain Approval on Test CardWed 9/25/13 Fri 10/25/13
370 Define mapping 


requirement - EL needed
Fri 6/28/13 Fri 7/26/13


371 Determine "other" mapping 
information


Fri 6/28/13 Fri 7/26/13


372 Set up file naming 
requirements 


Sat 6/29/13 Tue 8/27/13


373 Define Queue Sat 6/29/13 Tue 8/27/13
374 IT ticket to set up file drop to


vendor FTP site 
Sat 6/29/13 Fri 10/25/13


375 Test FTP with the ID Card 
Vendor


Thu 9/12/13 Fri 10/25/13


CSO - Enrollment


CSO - Enrollment


CSO - ID Cards/Kits
CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits
CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - ID Cards/Kits
CSO - ID Cards/Kits


CSO - ID Cards/Kits


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
376 Enable rules at the ID Card 


Vendor
Mon 10/28/13 Mon 11/11/13


377 Hold Production Cards for 
approval at vendor


Tue 11/12/13 Fri 11/15/13


378 Obtain Business Approval Sat 11/16/13 Sat 11/16/13
379 Release Cards for mailing Sun 11/17/13 Sun 11/17/13
380 Confirm Vendor for Member


Kit Fulfillment (Health Plan)
Fri 6/28/13 Wed 8/28/13


381 Develop member kit logic 
(Health Plan)


Fri 6/28/13 Wed 8/28/13


382 Front End Operations - Paper
& EDI


Fri 6/28/13 Wed 8/28/13


383 Schedule module meetings Fri 6/28/13 Tue 7/2/13


384 Determine Claim Mail PO 
Box needs and request if 
required.


Mon 7/29/13 Thu 9/26/13


385 Provide estimated claim 
receipts for new Medicaid 
plan


Mon 7/29/13 Mon 10/28/13


386 Review ACS mailroom and 
data capture documentation
for any changes


Fri 6/28/13 Mon 8/26/13


387 Review paper doc attach 
priority setup


Fri 6/28/13 Mon 8/26/13


388 Non-standards/Rejects 
Process-SIR Queuing


Sat 9/28/13 Fri 12/27/13


389 Define paper returned mail 
process


Fri 6/28/13 Mon 8/26/13


390 Set up reject letter template 
for ACS


Mon 7/29/13 Fri 10/25/13


391 Test ACS data capture of 
paper claims and load file 
into IDX for validation


Sat 9/28/13 Wed 12/11/13


CSO - ID Cards/Kits


CSO - ID Cards/Kits


11/16
11/17


CSO - ID Cards/Kits


CSO - ID Cards/Kits


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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392 Prepare Emdeon 


Announcement bulletin for 
EDI submitters


Sat 9/28/13 Wed 11/27/13


393 Setup Emdeon Payer List and
Payer fact sheet


Sat 9/28/13 Wed 11/27/13


394 Review/Supply Provider 
Relations materials on EDI 
and paper submissions 
(quick reference guide)


Fri 6/28/13 Thu 9/26/13


395 Review EDI submission 
process to Coventry 
consolidated payer id


Fri 6/28/13 Mon 8/26/13


396 Review Mental Health EDI 
submissions process


Fri 6/28/13 Mon 8/26/13


397 Review upfront claim 
routing and determine if any
impacts - review use cases 
for claim scenarios


Sat 9/28/13 Wed 12/11/13


398 Review legacy member ID 
number and Medicaid ID 
number placement in IDX 
member module


Fri 6/28/13 Mon 8/26/13


399 Verify IDX logic - member, 
provider, etc for paper and 
EDI claims to determine any 
outliers


Fri 6/28/13 Mon 8/26/13


400 Review IDX POS Logic Table 
(TOB) table


Thu 8/29/13 Thu 9/26/13


401 Review Fatal Edit work 
process and documentation 
for any changes due logic 
and id numbers


Fri 6/28/13 Mon 8/26/13


402 Ensure FEO documentation 
is available on Essentials


Sat 9/28/13 Thu 12/26/13


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
403 Document front end claim 


process for newborns not in 
IDX 


Sat 9/28/13 Fri 10/25/13


404 Review Mom & Baby billed 
on same claim issue with IDX
and how it will be handled


Mon 7/29/13 Thu 9/26/13


405 Review Provider Pick PEARL 
Billing Areas and setup IDX  
Table for Provider Logic


Mon 7/29/13 Thu 9/26/13


406 Review special Non-par 
billing provider set up if 
applicable (Skip par check)


Mon 7/29/13 Thu 9/26/13


407 Test EDI Claim files in IDX 
prior to go live


Sat 9/28/13 Wed 12/11/13


408 Provide Training on Front 
End process/IDX logic to 
Provider Relations and CSO 
as needed


Fri 6/28/13 Fri 10/25/13


409 Determine if plan will have 
Medicare Crossover from 
State Medicaid/GHI/or none


Fri 6/28/13 Mon 8/26/13


410 Establish Crossover Effective
Date 


Thu 8/29/13 Thu 9/26/13


411 Implement Direct Connect 
Crossover with GHI /State as
applicable


Tue 10/29/13 Fri 12/27/13


412 Update Plan Name and 
Trading Partner information 
in FEO databases for claim 
count reporting


Tue 10/29/13 Wed 12/11/13


413 Test and Approve Eligibility 
Crossover Extracts 


Tue 10/29/13 Wed 12/11/13


414 PSA Tue 10/29/13 Wed 12/11/13
415 Schedule module meetings Fri 6/28/13 Fri 7/5/13
416 Sat 7/6/13 Fri 7/26/13


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - Front End Ops


CSO - PSA
CSO - PSA


CSO - PSA


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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417 Plan to identify if there is 


more than one global Fee 
schedule


Sat 7/6/13 Wed 8/28/13


418 Support Health Plan w/ 
identifying Fees/rates


Sat 7/6/13 Wed 8/28/13


419 Determine flow from CPD to 
IDX for provider loads


Sat 7/6/13 Wed 8/28/13


420 Determine reimbursement 
methodology for 
non-network providers


Sat 7/6/13 Wed 8/28/13


421 Determined if capitation will
be set up at the contract 
level


Sat 7/6/13 Tue 11/26/13


422 Set up affiliation Fri 6/28/13 Fri 7/5/13
423 Flag test providers & 


unassigned pcp for use in 
HMO 


Fri 6/28/13 Tue 7/9/13


424 Load test fee class for testing Fri 6/28/13 Tue 7/9/13
425 CPD EPIF testing Sat 7/6/13 Fri 7/26/13
426 PCP payment - Set up 


system to pay PCP's
Mon 7/29/13 Fri 9/27/13


427 Determine if there are any 
PCP's that should have PCP 
benefits but do not accept 
membership


Sat 7/6/13 Fri 9/27/13


428 Define billing areas for PCP Sat 7/6/13 Wed 8/28/13
429 Define PCP age ranges for 


PCP assignment
Sat 7/6/13 Wed 8/28/13


430 PCP auto assignment logic 
set up in IDX


Sat 7/6/13 Wed 8/28/13


431 Set up PCP Zip code feature Fri 6/28/13 Wed 8/28/13
432 Determined if PCP cap 


leakage logic is needed
Fri 6/28/13 Fri 7/26/13


CSO - PSA


CSO - PSA


CSO - PSA


CSO - PSA


CSO - PSA


CSO - PSA
CSO - PSA


CSO - PSA
CSO - PSA


CSO - PSA


CSO - PSA


CSO - PSA
CSO - PSA


CSO - PSA


CSO - PSA
CSO - PSA


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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433 Create PCP scrape (PCP set 


up validation in IDX) 
coordination with 
enrollment


Sat 9/28/13 Mon 10/28/13


434 Set up of practice or 
individual PCP name if 
required on mbr ID card


Fri 6/28/13 Fri 7/26/13


435 PEARL provider set up Fri 6/28/13 Fri 7/26/13
436 Provider Load - Load all 


providers to IDX 
Fri 6/28/13 Wed 11/27/13


437 Receive FSIFs, CARFs, EPIF's Sat 7/6/13 Mon 10/28/13
438 Build facility contracts Sat 7/6/13 Wed 11/27/13
439 Set up base fee class/global 


FS load(s)
Sat 7/6/13 Wed 11/27/13


440 Vaccines For Children (VFC) 
Payment Set Up


Sat 7/6/13 Wed 8/28/13


441 Determine inpatient and 
outpatient payment 
methodology- DRG, HSS, 
APC, ASC, inpatient per 
diems, etc.


Sat 7/6/13 Wed 8/28/13


442 Lab Contracting Sat 7/6/13 Wed 8/28/13
443 Stat lab set up Sat 7/6/13 Wed 8/28/13
444 Determine corporate J code 


setup
Sat 7/6/13 Wed 8/28/13


445 Timely filing outliers Sat 7/6/13 Wed 11/27/13
446 Determine Anesthesia 


payment methodology & 
Non-time code 
reimbursement


Sat 7/6/13 Wed 8/28/13


447 Determine modifier table Sat 7/6/13 Wed 8/28/13
448 Set up Rev/CPT table Sat 7/6/13 Wed 8/28/13
449 Define provider selection 


process
Sat 7/6/13 Wed 8/28/13


450 Develop workflows to 
address contract issues


Sat 7/6/13 Wed 8/28/13


CSO - PSA


CSO - PSA


CSO - PSA
CSO - PSA


CSO - PSA
CSO - PSA
CSO - PSA


CSO - PSA


CSO - PSA


CSO - PSA
CSO - PSA
CSO - PSA


CSO - PSA
CSO - PSA


CSO - PSA
CSO - PSA
CSO - PSA


CSO - PSA


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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451 Non-Standard Contract 


Review Process
Sat 7/6/13 Fri 9/27/13


452 Unlisted codes process Sat 7/6/13 Wed 8/28/13
453 No Fee Schedule Payment 


Process
Sat 7/6/13 Wed 8/28/13


454 Set up standard surgery 
reductions


Sat 7/6/13 Wed 8/28/13


455 Identify EFT providers Sat 7/6/13 Fri 9/27/13
456 Determine if Radiology 


vendor will be used (NIA 
etc.)


Sat 7/6/13 Wed 8/28/13


457 NDC - 340B/excluded 
provider set up


Sat 7/6/13 Tue 11/26/13


458 Benefits Sat 7/6/13 Tue 11/26/13
459 Schedule Module Meetings 


to clarify and/or document 
benefit set up or auth 
requirements 


Wed 7/3/13 Fri 12/27/13


460 Review member handbook Wed 7/3/13 Tue 7/23/13
461 Review and set up BRD for 


plan
Wed 7/3/13 Tue 7/23/13


462 Set up copay/OOP 
application


Sat 6/29/13 Wed 8/28/13


463 Set up accumulator process Sat 6/29/13 Fri 12/27/13
464 Determine number of 


benefit plans required
Sat 6/29/13 Fri 7/26/13


465 Set up Plan Type A in EDI 
(Dict 509)


Sat 6/29/13 Fri 7/26/13


466 Set up Plan Type A in 
Production


Sat 6/29/13 Wed 11/27/13


467 Build plan header Sat 6/29/13 Wed 8/28/13
468 Update D2535 for ID card 


co-pays if needed
Sat 6/29/13 Wed 8/28/13


469 Add plan to D689 Sat 6/29/13 Wed 8/28/13
470 Build  Benefit Plans in EDI Sat 6/29/13 Tue 8/27/13


CSO - PSA


CSO - PSA
CSO - PSA


CSO - PSA


CSO - PSA
CSO - PSA


CSO - PSA


CSO - Benefits
CSO - Benefits


CSO - Benefits
CSO - Benefits


CSO - Benefits


CSO - Benefits
CSO - Benefits


CSO - Benefits


CSO - Benefits


CSO - Benefits
CSO - Benefits


CSO - Benefits
CSO - Benefits
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471 Test Core Benefit Plan Sat 6/29/13 Wed 8/28/13
472 Test Addtl Benefit Plan(s) Sat 6/29/13 Fri 9/27/13
473 Receive business and CSO 


Approvals (Core plan & BRD)
Sat 6/29/13 Tue 10/15/13


474 Review authorization 
documents, determine 
codes, locations that require 
authorization


Sat 6/29/13 Fri 10/18/13


475 Build Authorization Rules in 
EDI


Sat 6/29/13 Mon 10/28/13


476 Test Authorization Rules Sat 6/29/13 Tue 11/5/13
477 Receive business and CSO 


Approvals
Sat 6/29/13 Wed 11/27/13


478 Determine if riders will be 
required to support vendors


Sat 6/29/13 Fri 7/26/13


479 Program riders in IDX 
Dictionary 510 for external 
vendors or administrative 
purposes if needed


Sat 6/29/13 Wed 11/27/13


480 Communicate IDX 
Plan/Rider Numbers to 


Sat 6/29/13 Wed 11/27/13


481 NDC Dictionary 9225/9226 
set up


Sat 6/29/13 Fri 12/27/13


482 Customer Service Sat 6/29/13 Fri 12/27/13


483 Determine CSO location Sat 6/29/13 Tue 7/2/13


484 Build out new office (if 
needed)


Sat 7/6/13 Mon 11/11/13


485 Establish transition and hire 
dates


Sat 6/29/13 Fri 7/26/13


486 Develop training schedule Sat 6/29/13 Fri 10/11/13


487 Develop training materials Mon 7/29/13 Fri 10/11/13


CSO - Benefits
CSO - Benefits


CSO - Benefits


CSO - Benefits


CSO - Benefits


CSO - Benefits
CSO - Benefits


CSO - Benefits


CSO - Benefits


CSO - Benefits


CSO - Benefits


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service
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488 Establish phone opening 


date
Sat 6/29/13 Fri 7/26/13


489 Establish hours of operations Sat 6/29/13 Fri 7/26/13


490 Establish TDD Line Sat 6/29/13 Fri 7/26/13


491 Establish Medical 800# Sat 6/29/13 Fri 7/26/13


492 Create back up support 
contingency plan


Mon 7/29/13 Fri 10/11/13


493 Identify and build skill sets Mon 7/29/13 Fri 9/27/13


494 Add new plan to BCP Sat 6/29/13 Fri 9/27/13


495 Build scripts for IVR/Call 
Tree


Sat 6/29/13 Fri 8/9/13


496 Pre-enrollment script 
recorded and programmed


Sat 6/29/13 Wed 8/28/13


497 Full script recorded and 
programmed


Sat 6/29/13 Fri 10/11/13


498 On hold messaging/night 
messages recorded and 
programmed


Sat 6/29/13 Fri 10/11/13


499 Add new plan to The 
Language Line


Mon 7/29/13 Fri 9/27/13


500 Request new fax number Fri 6/28/13 Fri 8/9/13


501 Build CMS /add staff to skill 
sets


Sat 10/26/13 Tue 11/19/13


502 Build CS Reports Sat 10/26/13 Tue 11/19/13


503 Add staff to Verint Sat 10/26/13 Tue 11/19/13


504 Verify Verint is recording 
new trunk lines


Sat 11/23/13 Tue 11/26/13


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service
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505 Check supervisor and team 


assignments in Verint & CMS
Sat 11/23/13 Tue 11/26/13


506 Schedule Module/BRD 
Meeting - Navigator


Sat 6/29/13 Tue 7/2/13


507 Add new plan to Navigator Sat 6/29/13 Thu 9/26/13


508 Identify Navigator Work 
Queues


Sat 6/29/13 Thu 9/26/13


509 Establish Navigator Go-live 
date


Sat 6/29/13 Fri 7/26/13


510 Schedule Nav internal 
operations reports


Fri 9/27/13 Wed 12/11/13


511 Determine if required 
state/plan reports need to 
be created in Navigator


Mon 7/29/13 Thu 9/26/13


512 Pursue A480 Clinical 
Notification set up


Fri 9/27/13 Fri 12/27/13


513 Obtain PR Territory List Mon 7/29/13 Tue 11/19/13


514 Obtain copy of Provider 
Manual


Sat 6/29/13 Wed 8/28/13


515 Obtain copies/talking points 
for pre-enrollment calls


Mon 7/29/13 Tue 11/5/13


516 Establish Website go live 
date


Sat 6/29/13 Fri 7/26/13


517 Obtain copies of external 
mailings


Sat 6/29/13 Fri 12/27/13


518 Obtain copies of printed 
materials/stationary


Thu 8/29/13 Tue 11/19/13


519 Grievance/Complaint 
Process - CSO


Sat 6/29/13 Tue 11/5/13


520 Submission 
timelines/requirements


Sat 6/29/13 Tue 11/5/13


521 Turn-around times - 
expectations


Sat 6/29/13 Tue 11/5/13


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service
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CSO - Customer Service
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522 Identify process to handle 


Quality of Care/Quality of 
Service


Sat 6/29/13 Tue 11/5/13


523 ID Navigator work queues Sat 6/29/13 Tue 11/5/13


524 Letter templates Sat 6/29/13 Tue 11/5/13


525 Complaints Reporting 
Requirements


Sat 6/29/13 Tue 11/5/13


526 Define and establish denial 
notice requirement


Sat 6/29/13 Tue 11/5/13


527 Navigator PCR Sat 6/29/13 Thu 9/26/13


528 Establish Vendor Complaint 
process


Sat 6/29/13 Tue 11/5/13


529 Appeals CSO Process Sat 6/29/13 Tue 11/5/13


530 Essentials Procedure Sat 6/29/13 Tue 11/5/13


531 ID Navigator work queues Sat 6/29/13 Tue 11/5/13


532 Schedule first provider 
satisfaction survey


Thu 5/29/14 Mon 7/28/14


533 Claims Thu 5/29/14 Mon 7/28/14
534 Establish Rule Banks Sat 6/29/13 Wed 11/27/13
535 Review and revise 


duplicate/potential 
duplicate logic


Sat 6/29/13 Mon 10/28/13


536 Define & document provider
processing exceptions


Fri 7/12/13 Fri 12/27/13


537 Define all transition of care 
processes


Mon 7/29/13 Tue 11/5/13


538 Establish/test timely filing 
parameters


Sat 6/29/13 Wed 8/28/13


539 Define and test 
interest/penalty parameters


Sat 6/29/13 Wed 8/28/13


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Customer Service


CSO - Claims
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CSO - Claims
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540 Establish Night Job Rules Sat 6/29/13 Wed 11/27/13
541 Reporting Sat 6/29/13 Wed 12/11/13
542 Build standard internal 


operations reports
Sat 6/29/13 Wed 12/11/13


543 Identify required state/plan 
reports


Sat 6/29/13 Wed 12/11/13


544 Define Encounter Reporting 
Requirements


Sat 6/29/13 Wed 11/27/13


545 Build claims queues and 
queue rules


Tue 10/29/13 Wed 12/11/13


546 Establish team with 
EAS/Claims Quality 


Thu 11/28/13 Fri 12/27/13


547 Determine Vendor specific 
set up


Sat 6/29/13 Tue 11/12/13


548 Add new IDX trading 
partners to Rule Banks and 
Night Jobs


Sat 6/29/13 Wed 11/27/13


549 Complete End to End testing Sat 11/16/13 Tue 11/26/13
550 Essentials Development Sat 11/16/13 Tue 11/26/13


551 Submit logo and essentials 
outline to Essentials team to 
have site built


Mon 8/12/13 Wed 9/11/13


552 Establish content review 
process


Thu 8/29/13 Wed 9/11/13


553 Build claims processing 
manual in essentials


Thu 9/12/13 Fri 12/27/13


554 COB/FSC processing 
(provider/member 
exceptions)


Mon 7/29/13 Wed 11/27/13


555 Sterilization Mon 7/29/13 Wed 12/11/13


556 Immunization Mon 7/29/13 Wed 11/27/13


557 Maternity Mon 7/29/13 Wed 11/27/13


CSO - Claims
CSO - Claims
CSO - Claims


CSO - Claims


CSO - Claims


CSO - Claims


CSO - Claims


CSO - Claims


CSO - Claims


CSO - Claims
CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development
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CSO - Essentials Development


CSO - Essentials Development
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558 Transplant Mon 7/29/13 Wed 12/11/13


559 Mental Health mixed 
services protocol


Mon 7/29/13 Wed 12/11/13


560 Document Crossover COB 
Claim Processing 


Mon 7/29/13 Wed 12/11/13


561 Build Customer Service 
Handbook in essentials


Thu 9/12/13 Fri 12/27/13


562 Initial member talking points Mon 7/29/13 Tue 11/5/13


563 PCP Change Mon 7/29/13 Tue 11/5/13


564 Transition of Care/ New 
Member calls


Mon 7/29/13 Tue 11/5/13


565 COB Mon 7/29/13 Tue 11/5/13


566 Benefit Specifics/Limits Mon 7/29/13 Tue 11/5/13


567 Process Control and 
Improvement


Mon 7/29/13 Tue 11/5/13


568 Schedule module meetings  Fri 6/28/13 Fri 12/27/13
569 Determine if new Client ID is


needed with the print 
vendor


Fri 6/28/13 Fri 7/26/13


570 Projected 
membership/RA/EOB/letter 
volumes


Fri 6/28/13 Mon 10/28/13


571 Provide required 
information to PC&I to set 
up RA 


Fri 6/28/13 Wed 8/28/13


572 Get name of new e-mail 
distribution list set up by 
finance for file confirmation 
and print register  emails. 


Fri 6/28/13 Wed 8/28/13


573 Set up any AP Entities - 
check signatures, torch logos


Fri 6/28/13 Fri 7/26/13


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development


CSO - Essentials Development
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CSO - Process Control & Improvement


CSO - Process Control & Improvement
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574 Provide Tax ID number of 


new plan
Fri 6/28/13 Fri 7/26/13


575 Physical Address of new plan Fri 6/28/13 Fri 7/26/13
576 RA Footer Message 


determined (if any)
Fri 6/28/13 Fri 7/26/13


577 Plan refund address Fri 6/28/13 Fri 7/26/13
578 Plan return address Fri 6/28/13 Fri 7/26/13
579 Undeliverable mail address Fri 6/28/13 Fri 7/26/13
580 backers for RA (i.e. negative 


remit)
Fri 6/28/13 Wed 8/28/13


581 Check run dates Tue 10/29/13 Wed 11/27/13
582 Dynamic message RA/EOB (if


any)
Tue 10/29/13 Wed 11/27/13


583 List of providers that never 
should receive (missing 
vendor)


Tue 10/29/13 Wed 11/27/13


584 Are there any members with
an OOS address?  If yes 
Dictionary 2500 will need 
entry


Fri 6/28/13 Wed 8/28/13


585 Verify if pended claims must 
be included on RA


Fri 6/28/13 Fri 7/26/13


586 Contact names (CSO Claims, 
Finance, PR) for 
implementation


Fri 6/28/13 Fri 7/26/13


587 Determine if there is any EFT
enrollment on legacy system


Fri 6/28/13 Mon 10/28/13


588 Determine if there is any 
ERA enrollment on legacy 
system


Fri 6/28/13 Mon 10/28/13


589 Provide required 
information to PC&I to set 
up EOB (if applicable)


Fri 6/28/13 Fri 7/26/13


590 New disposition codes 
needed to support new 
business?


Fri 6/28/13 Fri 7/26/13


CSO - Process Control & Improvement


CSO - Process Control & Improvement
CSO - Process Control & Improvement


CSO - Process Control & Improvement
CSO - Process Control & Improvement
CSO - Process Control & Improvement


CSO - Process Control & Improvement


CSO - Process Control & Improvement
CSO - Process Control & Improvement


CSO - Process Control & Improvement


CSO - Process Control & Improvement


CSO - Process Control & Improvement


CSO - Process Control & Improvement
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591 Flag dispositions codes to 


trigger EOBs - charge backs 
to anything outside of the 
Coventry standard.


Fri 6/28/13 Fri 7/26/13


592 DOL messages required Fri 6/28/13 Fri 7/26/13
593 Link DOL message to 


appropriate backer
Fri 6/28/13 Fri 7/26/13


594 Determine EOB frequency 
bi-weekly is cvty standard


Fri 6/28/13 Fri 7/26/13


595 Design and Test EOBs / RA s 
/Appeal Insert


Fri 6/28/13 Fri 7/26/13


596 Provide “Emdeon Client ID” 
to web service teams 
(Navigator, DP.com, MOS) 
and IT infrastructure.


Fri 6/28/13 Fri 7/26/13


597 Emdeon user access - CAMS 
request


Tue 10/29/13 Wed 11/27/13


598 Website training for finance 
(for new users)


Tue 10/29/13 Wed 11/27/13


599 Open ticket to add new plan 
information to 800/900 
reports


Fri 6/28/13 Fri 7/26/13


600 Determine if Service 
Verification Letters are 
required and set up


Fri 6/28/13 Fri 7/26/13


601 Determine if any enrollment 
or disenrollment letters are 
required and set up


Fri 6/28/13 Fri 7/26/13


602 Medical Payment Fri 6/28/13 Fri 7/26/13


603 Schedule module meetings Fri 6/28/13 Fri 12/27/13


604 BHI Set Up Thu 8/29/13 Wed 9/11/13


605 Activate plan in D9100 Fri 6/28/13 Fri 7/26/13


CSO - Process Control & Improvement


CSO - Process Control & Improvement
CSO - Process Control & Improvement


CSO - Process Control & Improvement


CSO - Process Control & Improvement


CSO - Process Control & Improvement


CSO - Process Control & Improvement


CSO - Process Control & Improvement
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CSO - Medical Payment
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606 Plan Specific Edits Thu 8/29/13 Thu 9/26/13


607 Define OB Global 
reimbursement terms 


Fri 6/28/13 Fri 7/26/13


608 Excluded Providers ( High 
Dollar, BHI and Ihealth)


Thu 8/29/13 Thu 9/26/13


609 Assistant Surgeon Table - 
(CMS versus State)


Thu 11/28/13 Fri 12/27/13


610 Testing BHI ( BHI grid and 
EDI file loads if available)


Tue 10/29/13 Wed 12/11/13


611 Define and document 
process for BHI Disputes


Thu 12/12/13 Fri 12/27/13


612 Convergence Point Portal 
Access Requests


Thu 12/12/13 Fri 12/27/13


613 Bloodhound Overview 
Training


Fri 6/28/13 Mon 12/16/13


614 iHealth Fri 6/28/13 Fri 7/26/13


615 Ihealth -  Implemented as a 
Project - IS Resources 


Mon 7/29/13 Fri 8/9/13


616 Kick-Off Meeting  ( IS, 
Ihealth Team and Medical 
Payment 


Mon 8/12/13 Mon 8/26/13


617 Project Plan and Milestones Mon 7/29/13 Tue 8/27/13


618  Initial Policy Decision - 
Health Plan, IHT and Medical
Payment 


Thu 8/29/13 Thu 9/26/13


619 Policy Configuration and IHT 
Testing 


Thu 8/29/13 Wed 9/11/13


620 IT Requirements and Design Thu 9/12/13 Thu 9/26/13


621 System Testing ( IS and 
Ihealth) 


Sat 9/28/13 Mon 11/11/13


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment
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622 UAT Testing  ( Medical 


Payment, IS Project Team, 
CSO, PSA, Benefits, TI and 
Ihealth)


Tue 11/12/13 Fri 12/6/13


623 Impact Analysis History File Thu 11/28/13 Wed 12/11/13


624 Invoice Detail Reporting 
(IDR) and Weekly History 
Validation Testing


Thu 8/29/13 Fri 9/27/13


625 External Communication  ( 
60-90 day Provider 
notification)


Tue 12/17/13 Fri 12/27/13


626 Training Classes - CSO and 
MPPD


Tue 12/17/13 Fri 12/27/13


627 CIT Training for Online Tool 
and Access Request


Thu 11/28/13 Fri 12/27/13


628 Pre-Go-Live History Received
by IHT


Sat 12/28/13 Sat 12/28/13


629 Go-Live Implementation ( 
Production Claims Processed
and Recommendations 
Returned


Sat 9/28/13 Fri 10/11/13


630 Coventry High Dollar Process
( Identify thresholds)


Sat 9/28/13 Fri 10/11/13


631 High Dollar NJ Rule ( Log 
ticket for TI)


Thu 11/28/13 Tue 12/10/13


632 HDR Database Import Sat 9/28/13 Fri 10/11/13


633 Designate HDR Plan Contacts Thu 8/29/13 Thu 9/26/13


634 Define claim types requiring 
MedPmt review


Thu 8/29/13 Thu 9/26/13


635 ER Review ( Emergent and 
Non-emergent Review)


Thu 8/29/13 Thu 9/26/13


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


12/28


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment
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636 ER Level of Care ( Level 4, 5) 


Facility  -Include auto 
approve dx codes ?)


Thu 8/29/13 Thu 9/26/13


637 Ambulance Review Thu 8/29/13 Thu 9/26/13


638 Unlisted J Code Thu 8/29/13 Thu 9/26/13


639 Unlisted Codes ( Define plan 
percent default) 


Thu 8/29/13 Thu 9/26/13


640 I & E ( Define Plan Process 
for review)


Thu 11/28/13 Wed 12/18/13


641 Ensure Med Payment 
documentation is available 
on Essentials


Thu 8/29/13 Thu 9/26/13


642 Modifier 22 Review  
(Standard 15%) 


Thu 8/29/13 Thu 9/26/13


643 Infertility Review Tue 11/12/13 Wed 11/27/13


644 Designate Authorized Plan 
Customization 
Representative ( SQUISH) 


Tue 11/12/13 Wed 11/27/13


645 Designate NCEC Plan 
Representative


Fri 6/28/13 Fri 12/27/13


646 Recovery/Recovery Ops Fri 6/28/13 Fri 12/27/13
647 Schedule module meetings Mon 7/29/13 Tue 1/28/14
648 Define recovery parameters 


for new plan
Mon 7/29/13 Fri 9/27/13


649 Define recovery parameters 
for plan and method of 
recovery (offset vs 
notification)


Mon 7/29/13 Fri 9/27/13


650 Determine Facility and 
provider exclusions


Mon 7/29/13 Fri 12/27/13


651 Develop new plan Recovery 
Policy


Fri 6/28/13 Tue 11/26/13


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Medical Payment


CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops
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CSO - Recovery/Recovery Ops
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652 Refund Request Letter 


Approval as required
Mon 7/29/13 Fri 9/27/13


653 Program Refund Request 
Letter


Mon 7/29/13 Fri 9/27/13


654 Program Check and Project 
Database for new plans


Mon 7/29/13 Fri 9/27/13


655 Program Recovery Vendor 
Data Extracts


Sat 9/28/13 Fri 12/27/13


656 Implement Subrogation 
Vendor


Sat 9/28/13 Fri 12/27/13


657 Implement COB Cost 
Avoidance and Recovery 
Vendor


Mon 7/29/13 Fri 12/27/13


658 Implement Recovery 
Vendors (non COB and 
Subrogation) as applicable


Sat 9/28/13 Fri 12/27/13


659 State approval of any 
correspondence (i.e. 
subrogation letters)


Mon 7/29/13 Mon 10/28/13


660 State required reporting on 
recovery activity (i.e. COB, 
TPL or other)


Mon 7/29/13 Mon 10/28/13


661 Obtain Health Plan policies 
(i.e. 72hr rule, re-admissions
etc.)


Thu 11/28/13 Fri 12/27/13


662 Obtain Finance contact 
names for Ops


Sat 9/28/13 Fri 12/27/13


663 Establish Monthly Recovery 
Meeting with Plan


Thu 11/28/13 Fri 12/27/13


664 Grant access to new users of 
CSO and Plan


Tue 10/29/13 Fri 12/27/13


665 Lock Box Set Up: Address Mon 7/29/13 Fri 12/27/13
666 Notify ACS that they will 


receive new plan Medicaid 
information.


Mon 7/29/13 Fri 12/27/13


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops
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CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops
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667 Make sure recovery checks 


address appears on 
Remittance


Tue 10/29/13 Fri 12/27/13


668 Review collection RA for 
correct CSO number


Tue 10/29/13 Fri 12/27/13


669 Navigator Set work queue 
set up: 


Thu 8/29/13 Fri 12/27/13


670 Recovery Team Queue for 
High $ Review


Thu 8/29/13 Fri 12/27/13


671 Recovery staff IDX access to 
new HMO


Mon 7/29/13 Fri 12/27/13


672 Recovery staff Navigator 
access


Thu 8/29/13 Fri 12/27/13


673 Integrated testing Tue 10/29/13 Fri 12/27/13
674 Recovery Essentials Mon 7/29/13 Fri 12/27/13
675 Finance notify Recovery Ops 


when post-prior to the check
run.


Sat 9/28/13 Fri 12/27/13


676 Hand Check 
Process-Review/approval


Sat 9/28/13 Fri 12/27/13


677 Net Refund Process-Review Sat 9/28/13 Fri 12/27/13
678 Review Stop Pay Process 


with CSO, Treasury and/or 
Finance


Sat 9/28/13 Fri 12/27/13


679 Misdirects Sat 9/28/13 Fri 12/27/13
680 Mailing of voids Sat 9/28/13 Fri 12/27/13
681 Plan tax id # Thu 8/29/13 Fri 12/27/13
682 Capitation Thu 8/29/13 Fri 12/27/13
683 Finance access to Check 


database
Sat 9/28/13 Fri 12/27/13


684 Train Finance reports on 
Coventry Check Database


Tue 10/29/13 Fri 12/27/13


685 Review Stop Pay Process 
with CSO, Treasury and/or 
Finance


Sat 9/28/13 Fri 12/27/13


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops
CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops
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686 CSO access to project 


database
Tue 10/29/13 Fri 12/27/13


687 Train CSO on Coventry 
Project Database


Tue 10/29/13 Fri 12/27/13


688 CSO Reporting Tue 10/29/13 Fri 12/27/13


689 Schedule module meetings Fri 6/28/13 Tue 7/2/13


690 Add Team/Staff to 
Non-Production Database


Fri 6/28/13 Fri 12/27/13


691 Build Pend Database Fri 6/28/13 Fri 7/26/13


692 Add new Medicaid plan  to 
Government Programs Flash


Sun 12/29/13 Fri 1/3/14


693 Add new Medicaid plan  to 
remaining Coventry 
standard reports


Sun 12/29/13 Tue 2/11/14


694 Determine State Reporting 
requirements


Fri 6/28/13 Fri 1/3/14


695 Add new plan to Call 
Blockage report


Sun 12/29/13 Tue 2/4/14


696 Create clean TAT database Sun 12/29/13 Tue 2/4/14


697 Create EOB database to 
support random generated 
EOBs (if needed)


Sun 12/29/13 Fri 3/28/14


698 Report of providers for 
Customer Service 
pre-enrollment calls


Sun 12/29/13 Tue 1/28/14


699 Weekly overall report Sun 12/29/13 Fri 1/3/14


700 Dual COB Report (for 
enrollment)


Sun 12/29/13 Tue 1/28/14


701 Med D members report (for 
enrollment)


Sun 12/29/13 Tue 1/28/14


CSO - Recovery/Recovery Ops


CSO - Recovery/Recovery Ops


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting


CSO - CSO Reporting
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ID Task Name Start Finish
702 Support/define Health Plan 


reporting
Fri 6/28/13 Fri 12/27/13


703 SIU Fri 6/28/13 Fri 12/27/13
704 Schedule module meetings Fri 6/28/13 Tue 7/2/13
705 Define SIU process Fri 6/28/13 Tue 7/2/13
706 Develop a Fraud, Waste, and


Abuse Task Force
Sat 11/30/13 Fri 12/27/13


707 Develop Pharmacy RX 
Models for Plan


Sat 9/28/13 Tue 11/26/13


708 Coordinate with Outside 
Vendors to include new plan 
within fraud analysis 
algorithms, where applicable


Fri 6/28/13 Tue 11/26/13


709 PCI Set Up - Initiated with 
BHI Set Up


Fri 6/28/13 Tue 11/26/13


710 Plan Specific Edits Fri 6/28/13 Tue 9/24/13
711 Define OB Global 


reimbursement terms 
Fri 6/28/13 Tue 9/24/13


712 Excluded Providers ( High 
Dollar, BHI and Ihealth)


Sat 8/31/13 Tue 11/26/13


713 Assistant Surgeon Table - 
(CMS versus State)


Sat 8/31/13 Tue 11/26/13


714 Testing PCI Sat 9/28/13 Tue 11/26/13
715 Define and document 


process for PCI Disputes
Sat 8/31/13 Tue 9/24/13


716 PCI Access Requests Tue 10/29/13 Tue 10/29/13
717 PCI Overview Training Sat 9/28/13 Fri 10/25/13
718 Nucleus Training Sat 9/28/13 Fri 10/25/13
719 Define the needs of the 


State reporting
Sat 9/28/13 Tue 11/26/13


720 Finance Implementation Sat 9/28/13 Tue 11/26/13
721 Finalize Budget Fri 6/28/13 Fri 10/25/13
722 Complete Reporting and 


Forecasting in Hyperion 
Fri 6/28/13 Fri 10/25/13


723 Complete Accounts Setup Fri 6/28/13 Fri 10/25/13


CSO - CSO Reporting


CSO - SIU
CSO - SIU
CSO - SIU


CSO - SIU


CSO - SIU


CSO - SIU


CSO - SIU


CSO - SIU
CSO - SIU


CSO - SIU


CSO - SIU


CSO - SIU
CSO - SIU


CSO - SIU
CSO - SIU
CSO - SIU


CSO - SIU


Finance
Finance


Finance


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014


Page 46







ID Task Name Start Finish
724 Complete Bank Setup Fri 6/28/13 Fri 10/25/13
725 Setup HP for State and 


Federal Tax
Fri 6/28/13 Fri 10/25/13


726 Setup Internal Operations / 
Payroll


Fri 6/28/13 Fri 10/25/13


727 Set up General Ledger and 
Accounts Payable 
(PeopleSoft)


Fri 6/28/13 Fri 10/25/13


728 Complete IT Remittance 
Reconciliation / Refund 
Process


Fri 6/28/13 Fri 10/25/13


729 Setup Remittance FTP Site Fri 6/28/13 Fri 10/25/13
730 Complete Remittance EDI 


Processing
Fri 6/28/13 Fri 10/25/13


731 Complete Remittance Load 
program


Fri 6/28/13 Fri 10/25/13


732 Complete Remittance 
Supplemental Reports


Fri 6/28/13 Fri 10/25/13


733 Complete Remittance 
Schedule and Automation


Fri 6/28/13 Fri 10/25/13


734 Setup Risk Adjustment / 
Payment Process with State


Fri 6/28/13 Fri 10/25/13


735 Setup IT Claims Payment 
Processing


Fri 6/28/13 Fri 10/25/13


736 Complete Claims Payable Fri 6/28/13 Fri 10/25/13
737 Configure Claims Payable 


(Unit & Account values)
Fri 6/28/13 Fri 10/25/13


738 Complete Claims Payable 
EDI Processing


Fri 6/28/13 Fri 10/25/13


739 Integrate Claims Payable 
Jobs (EOP/Check Merge 
Process/Post)


Fri 6/28/13 Fri 10/25/13


740 Complete Setup and testing 
with PayFormance


Fri 6/28/13 Fri 10/25/13


741 Setup EFT Configuration Fri 6/28/13 Fri 10/25/13
742 Vendor - Print Check & Mail Fri 6/28/13 Fri 10/25/13


Finance
Finance


Finance


Finance


Finance


Finance
Finance


Finance


Finance


Finance


Finance


Finance


Finance
Finance


Finance


Finance


Finance


Finance
Finance
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ID Task Name Start Finish
743 Vendor - EFT & ERA Fri 6/28/13 Fri 10/25/13
744 Complete Claims Payable 


Automation Process
Fri 6/28/13 Fri 10/25/13


745 Complete Claims Payable 
Post Reporting Integration


Fri 6/28/13 Fri 10/25/13


746 Complete Provider 
Capitation 


Fri 6/28/13 Fri 10/25/13


747 ADMIN Configuration Fri 6/28/13 Fri 10/25/13
748 Complete Capitation 


Reporting Integration
Fri 6/28/13 Fri 10/25/13


749 Hire and Train Finance Staff Fri 6/28/13 Fri 12/27/13
750 Recruit and hire for finance 


positions
Fri 6/28/13 Fri 12/27/13


751 Conduct training Fri 6/28/13 Fri 12/27/13
752 Testing emerging provider 


contracts as % of Medicaid 
versus targets


Fri 6/28/13 Fri 10/25/13


753 Testing different regions and
provider type groups


Fri 6/28/13 Fri 10/25/13


754 Testing for non-par process, 
non-par volume as expected


Fri 6/28/13 Fri 10/25/13


755 Testing for kick billing 
process and reconciliation 
techniques not to miss them


Fri 6/28/13 Fri 10/25/13


756 Each savings area to 
summarize savings 
categories and operational 
statistics for early and later 
months to verify being on 


Fri 6/28/13 Fri 10/25/13


757 Setup region/ ratecell/ kick 
definitions for data 
agregation/ internal 
reporting


Fri 6/28/13 Fri 10/25/13


758 Compliance / Legal 
Implementation


Fri 6/28/13 Fri 10/25/13


Finance
Finance


Finance


Finance


Finance
Finance


Finance - local
Finance - local


Finance - local
Finance


Finance


Finance


Finance


Finance


Finance
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ID Task Name Start Finish
759 Develop calendar of 


compliance requirements
Fri 6/28/13 Fri 7/26/13


760 Complete Additional 
Regulatory Filings 


Fri 6/28/13 Tue 8/27/13


761 Complete and submit 
Trading Partner Agreements 
(Enrollment Broker, IT 
interface, etc., as may be 
required by state)


Fri 6/28/13 Fri 7/26/13


762 Confirm delegates have filed
applicable UR Agent and TPA
Licenses (and others, as 
required)


Fri 6/28/13 Fri 7/26/13


763 Complete Form D Approvals 
if any intercompany 
agreements are being used 
to support business


Fri 6/28/13 Fri 7/26/13


764 Conduct Assessment of 
Contract


Fri 6/28/13 Fri 7/26/13


765 Assure new plan is included 
in the existing Compliance 
Dashboard (Executive / 
Operational) 


Fri 6/28/13 Thu 9/26/13


766 Obtain approval for P&Ps Fri 6/28/13 Wed 8/28/13
767 Complete Regulatory 


Reporting Calendar
Fri 6/28/13 Wed 8/28/13


768 Conduct Compliance TrainingThu 8/29/13 Mon 10/28/13
769 Complete Readiness Review 


with State
Thu 8/29/13 Fri 9/6/13


770 Produce X # of copies for 
both external and internal 
needs


Fri 6/28/13 Fri 7/26/13


771 Network Implementation Fri 6/28/13 Fri 7/26/13
772 Build Provider Network Mon 7/29/13 Fri 1/24/14
773 Conduct network 


development/contracting
Mon 7/29/13 Fri 1/24/14


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal


Compliance Legal
Compliance Legal


Compliance Legal
Compliance Legal


Compliance Legal


Network
Network
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ID Task Name Start Finish
774 Access Gaps and Negotiate 


Contract Agreements with 
Providers


Tue 10/29/13 Fri 12/27/13


775 Obtain State approval for 
Provider Network adequacy


Thu 11/28/13 Fri 12/27/13


776 Create Provider Reports 
(Contracting)


Sat 9/28/13 Fri 12/27/13


777 Develop GeoAccess Reports Sat 9/28/13 Fri 12/27/13
778 Develop Compliance Reports Sat 9/28/13 Fri 12/27/13
779 Build Specialty / Vendor 


Network
Thu 8/29/13 Fri 12/27/13


780 Negotiate Contract 
Agreements with Providers


Thu 8/29/13 Fri 12/27/13


781 Obtain State approval for 
Provider Network adequacy


Thu 11/28/13 Fri 12/27/13


782 Develop Specialty / Vendor 
Reports 


Tue 10/29/13 Wed 11/27/13


783 Reports developed and 
submitted via FTP site


Tue 10/29/13 Wed 11/27/13


784 Provider Relations 
Implementation


Tue 10/29/13 Wed 11/27/13


785 Produce Provider Handbook Sat 9/28/13 Mon 11/11/13
786 Create Provider Manual 


(draft)
Sat 9/28/13 Mon 10/28/13


787 Add link for Provider Manual
to website


Tue 10/29/13 Mon 11/11/13


788 Produce Provider Billing 
Manual 


Sat 9/28/13 Mon 11/11/13


789 Customize billing manual for
Health Plan


Sat 9/28/13 Mon 10/28/13


790 Make Billing Manual 
available on the web


Tue 10/29/13 Mon 11/11/13


791 Produce Printed Provider 
Directory 


Tue 11/12/13 Wed 11/27/13


792 Pull data for Provider 
Directory


Tue 11/12/13 Tue 11/12/13


Network


Network


Network


Network
Network
Network


Network


Network


Network


Network


Provider Relations


Provider Relations
Provider Relations


Provider Relations


Provider Relations


Provider Relations


Provider Relations


Provider Relations


Provider Relations
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ID Task Name Start Finish
793 Develop printed Provider 


Directory (Draft)
Thu 11/14/13 Wed 12/11/13


794 Develop Provider Welcome /
Orientation Materials 


Tue 10/29/13 Wed 11/27/13


795 Setup PayFormance Tue 10/29/13 Wed 11/27/13
796 Create Provider Services 


Reports
Thu 11/28/13 Fri 12/27/13


797 Conduct Welcome Visits / 
Orientations with Providers 


Thu 11/28/13 Fri 1/10/14


798 Hire and Train Provider 
Services Staff


Tue 10/29/13 Mon 1/27/14


799 Recruit and hire for Provider 
Services positions


Tue 10/29/13 Wed 11/27/13


800 Conduct training Thu 11/28/13 Mon 1/27/14
801 Network / Provider 


Relations Implementation
Thu 11/28/13 Mon 1/27/14


802 Conduct Provider 
Credentialing


Mon 7/29/13 Mon 1/27/14


803 Complete Provider Load Mon 7/29/13 Mon 1/27/14


804 Complete IT PDM Processing Mon 7/29/13 Wed 8/28/13


805 Setup Provider FTP Site Mon 7/29/13 Wed 8/28/13


806 Complete Core Provider 
Data Management 


Tue 10/29/13 Wed 11/27/13


807 Develop Provider Extracts Mon 8/12/13 Wed 8/28/13


808 Develop Error Responses Mon 8/12/13 Wed 8/28/13


809 Develop Provider Data 
Integration - Vendors


Thu 8/29/13 Wed 9/11/13


810 Create Provider Profiling 
Reports


Thu 8/29/13 Fri 9/27/13


811 IT Implementation Fri 6/28/13 Fri 12/27/13


Provider Relations


Provider Relations


Provider Relations
Provider Relations


Provider Relations


Provider Relations


Provider Relations


Provider Relations
Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations
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ID Task Name Start Finish
812 IDX - Build new HMO to 


accommodate  Business
Fri 6/28/13 Wed 8/21/13


813 IDX - Setup financial close 
structures, Premium 
Billing/BAR, rule banks, 
adjudication tables, night 
jobs


Fri 6/28/13 Fri 6/28/13


814 IDX - Setup enhancement 
hooks for HMO


Fri 6/28/13 Fri 6/28/13


815 IDX - Setup Bloodhound 
Interface for New HMO 


Fri 6/28/13 Fri 6/28/13


816 NDC Controls setup for New 
HMO 


Fri 6/28/13 Tue 7/2/13


817 Set up ID Card Queues 
(Includes Member Kits)


Fri 6/28/13 Tue 8/13/13


818 Analyze and define IDX 
updates required to support 
state reporting 


Fri 6/28/13 Wed 9/25/13


819 HRA Vendor Setup  NRC Fri 6/28/13 Fri 9/20/13
820 NIA Vendor Setup Fri 6/28/13 Mon 8/26/13
821 Establish Connectivity with 


State or State's vendor
Fri 6/28/13 Tue 7/2/13


822 Labcorp Interface Fri 6/28/13 Mon 8/26/13
823 Quest Interface Fri 6/28/13 Mon 8/26/13
824 TPL Extract to  State (Manual


process - FTP only) 
Fri 6/28/13 Wed 9/25/13


825 Enhance Auto Assign PCP 
Logic


Fri 6/28/13 Fri 10/25/13


826 Transfer Claim information 
to State or State's vendor. 
TP. Electronic Remittance 
Advice (835 outbound)  


Fri 6/28/13 Fri 6/28/13


827 820 Premium File. Update 
820 process to CDW / rate 
cells


Fri 6/28/13 Fri 8/23/13


IT


IT


IT


IT


IT


IT


IT


IT
IT


IT


IT
IT


IT


IT


IT


IT
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ID Task Name Start Finish
828 BI-IM 820 premium file data 


is available in the Medicaid 
Premium table


Fri 6/28/13 Fri 6/28/13


829 Data Marts / Cubes Fri 6/28/13 Fri 6/28/13
830 BI-IM Modify the extractor 


code to support additional 
fields and / or new 
dictionaries from IDX   


Fri 6/28/13 Fri 6/28/13


831 BI-IM Rate cell values must 
populate the member table 
appropriately


Fri 6/28/13 Fri 6/28/13


832 BI-IM Include state data into 
downstream Coventry 
standard data marts and 
cubes (utilize standard 
release process)


Fri 6/28/13 Fri 6/28/13


833 BI-IM Data is included in 
Claim Mart


Fri 6/28/13 Fri 6/28/13


834 Vendor Encounter Data Fri 6/28/13 Fri 2/14/14
835 BI-IM Vendor encounter 


feeds to the CDW
Fri 6/28/13 Wed 10/2/13


836 BI-IM Incorporate data from 
Pharmacy Medco vendor 
into CDW


Fri 6/28/13 Wed 10/2/13


837 BI-IM Incorporate data from 
Mental Health MHN vendor 
into CDW


Fri 6/28/13 Fri 10/11/13


838 BI-IM Incorporate data from 
HRA vendor into CDW


Fri 6/28/13 Fri 9/20/13


839 BI-IM Incorporate data from 
Laboratory Quest vendor 
into CDW


Fri 6/28/13 Fri 7/26/13


840 BI-IM Incorporate data from 
Laboratory LabCorp vendor 
into CDW


Fri 6/28/13 Fri 7/26/13


IT


IT
IT


IT


IT


IT


IT
IT


IT


IT


IT


IT


IT
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ID Task Name Start Finish
841 BI-IM Incorporate data from 


Pharmacy Recovery HMS  
vendor into CDW


Fri 6/28/13 Wed 8/14/13


842 Set up external vendor  Fri 6/28/13 Fri 10/25/13
843 Historical Data Load Fri 6/28/13 Wed 9/25/13
844 BI-IM Storage of historical 


data from State to support 
medical management 
reporting request


Fri 6/28/13 Wed 9/25/13


845 BI-IM Rate cell values must 
populate the member table 
appropriately


Fri 6/28/13 Fri 8/23/13


846 BI-IM Include  data into 
downstream Coventry 
standard data marts and 
cubes (utilize standard 
release process)


Fri 6/28/13 Wed 9/25/13


847 BI-IM Data is included in 
Claim Mart


Fri 6/28/13 Wed 9/25/13


848 Vendor Encounter Data Fri 6/28/13 Fri 2/14/14
849 BI-IM Incorporate data from 


Pharmacy Medco vendor 
into CDW


Fri 6/28/13 Wed 10/2/13


850 BI-IM Incorporate data from 
Mental Health MHN vendor 
into CDW


Fri 6/28/13 Fri 10/11/13


851 BI-IM Incorporate data from 
Pharmacy Recovery HMS  
vendor into CDW


Fri 6/28/13 Wed 8/14/13


852 Analyze and set up Financial 
reporting structure


Fri 6/28/13 Fri 6/28/13


853 Set up data loads from 
vendors


Fri 6/28/13 Fri 10/4/13


IT


IT
IT
IT


IT


IT


IT


IT
IT


IT


IT


IT


IT
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ID Task Name Start Finish
854 eE - The System shall be able


to receive and prepare for 
loading to IDX the files 
compliant with the State's 
Policy and Proced


Fri 6/28/13 Wed 9/25/13


855 Analyze, build process, and 
test for 820


Fri 6/28/13 Fri 7/26/13


856 Analyze, build process, and 
test for 834


Fri 6/28/13 Wed 9/25/13


857 Public Web Site Fri 6/28/13 Fri 7/26/13
858 Document Public Web Site Fri 6/28/13 Fri 7/26/13
859 Get business and Client 


approval on Web Site
Fri 6/28/13 Fri 7/26/13


860 Implement Public Website Fri 6/28/13 Fri 7/26/13
861 My Online Services Fri 6/28/13 Fri 7/26/13
862 Document My Online 


Services
Fri 6/28/13 Fri 7/26/13


863 Get business and Client 
approval on Web Site


Fri 6/28/13 Fri 7/26/13


864 Implement customizations 
to MOS (If Any)


Fri 6/28/13 Fri 7/26/13


865 Direct Provider.Com Fri 6/28/13 Fri 6/28/13
866 Document DP.COM Fri 6/28/13 Fri 7/26/13
867 Get business and Client 


approval on Web Site
Fri 6/28/13 Fri 7/26/13


868 Implement customizations 
to DP.COM (If Any)


Fri 6/28/13 Mon 8/26/13


869 IVR Setup Fri 6/28/13 Fri 6/28/13
870 Document IVR Setup 


Requiremends
Fri 6/28/13 Fri 7/26/13


871 Get business and Client 
approval on IVR


Fri 6/28/13 Fri 7/26/13


872 Implement IVR Fri 6/28/13 Fri 7/26/13
873  Navigator Fri 6/28/13 Fri 6/28/13


IT


IT


IT


IT
IT
IT


IT
IT
IT


IT


IT


6/28
IT
IT


IT


6/28
IT


IT


IT
6/28
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ID Task Name Start Finish
874 Dept 878 - Run script and 


build sockets to add  
Medicaid plan in Navigator


Fri 6/28/13 Thu 7/4/13


875 Add Emdeon EOB’s Fri 6/28/13 Thu 7/4/13
876 HEDIS (Supplement data) Fri 6/28/13 Wed 9/25/13
877  Table Set ups (TD5098) Fri 6/28/13 Mon 7/1/13
878 IDX Extract Set ups (TD5099) Fri 6/28/13 Fri 6/28/13
879 Design, build process, and 


test NavCare components
Fri 6/28/13 Fri 10/25/13


880 Fri 6/28/13 Fri 6/28/13
881 Update prompts for Bed 


Days MCD reports to include
Fri 6/28/13 Tue 7/2/13


882 Modify / create EPSDT 
reports based on reporting 
requirements


Fri 6/28/13 Tue 7/2/13


883 Modify / create CMS416 
reports in EPSDT based on 
reporting requirements


Fri 6/28/13 Tue 7/2/13


884 Coventy Suite of Tools 
(Ingenix)


Fri 6/28/13 Fri 6/28/13


885 Modify ETL process to 
include  MCD data


Fri 6/28/13 Wed 9/25/13


886 Verint Requirements Fri 6/28/13 Fri 6/28/13
887 Dept 878 - Setup Call 


Recording for supplied list of
agents for  Medicaid


Fri 6/28/13 Wed 9/25/13


888 Fri 6/28/13 Fri 6/28/13
889 state Medicaid plan is a filter


on all MA reports
Fri 6/28/13 Fri 7/26/13


890  The Daily MA report is 
scheduled to run for the 
state Medicaid plan 


Fri 6/28/13 Fri 7/26/13


891 state Medicaid plan on the 
MA Monthly Dashboard


Fri 6/28/13 Fri 7/26/13


892 Lettering Requirements Fri 6/28/13 Fri 6/28/13


IT


IT
IT


IT
IT


IT


6/28
IT


IT


IT


6/28


IT


6/28
IT


6/28
IT


IT


IT


6/28
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ID Task Name Start Finish
893 Template creation in 


Navigator and Emdeon
Fri 6/28/13 Fri 7/26/13


894  Enable Print To Vendor 
Functionality


Fri 6/28/13 Fri 7/26/13


895  Ensure FTP process is 
enabled


Fri 6/28/13 Fri 7/26/13


896 CAL MHNet: Setup state 
Supergroup/EL in CAL for 
MHNet state Medicaid 
Letter Generation


Fri 6/28/13 Fri 7/26/13


897 CAL MHNet: Ensure previous
CAL Medicaid logic applies 
to MHNet state Medicaid 
Letters (validation and letter 
generation ie: ge


Fri 6/28/13 Fri 7/26/13


898 Navigator Letters  Fri 6/28/13 Fri 6/28/13
899 Navigator Letters  Fri 6/28/13 Wed 9/25/13
900 Appeal Letters Fri 6/28/13 Wed 9/25/13
901 HEDIS Fri 6/28/13 Fri 6/28/13
902 HEDIS: Set up Navigator 


Supplemental Data for use 
2011 


Fri 6/28/13 Mon 8/26/13


903 HEDIS:Navigator new plan 
set up 


Fri 6/28/13 Mon 8/26/13


904 MMBI Reports: Fri 6/28/13 Fri 6/28/13
905 Bed Days   Fri 6/28/13 Fri 10/25/13
906 EDSPT Special Services Fri 6/28/13 Fri 10/25/13
907 MMBI Reports identified by 


Liz Newman’s group (13)
Fri 6/28/13 Fri 10/25/13


908 HEDIS Reports Fri 6/28/13 Fri 10/25/13
909 Navcare Fri 6/28/13 Fri 10/25/13
910  EPSDT non-compliance after


6 month continuous 
enrollment


Fri 6/28/13 Fri 10/25/13


911 Setup state MA HRA vendor 
in Navcare 


Fri 6/28/13 Fri 10/25/13


IT


IT


IT


IT


IT


6/28
IT
IT


6/28
IT


IT


6/28
IT
IT
IT


IT
IT
IT


IT
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ID Task Name Start Finish
912 Historical Data Load: Flag 


assignment phases III, IV
Fri 6/28/13 Fri 10/25/13


913 WEBI Navcare / MAR ReportsFri 6/28/13 Fri 10/25/13
914 Optum (ingenix) Fri 6/28/13 Wed 9/25/13
915 Corporate Heart Failure 


Program
Fri 6/28/13 Wed 9/25/13


916 Ingenix CMT Run Fri 6/28/13 Wed 9/25/13
917 Ingenix NDS Run  Fri 6/28/13 Wed 9/25/13
918 CPD Requirements Fri 6/28/13 Fri 6/28/13
919 CPD - A new health plan will 


be added to the CPD 
database for the  Medicaid 
project


Fri 6/28/13 Tue 7/2/13


920 CPD - The new provider 
credentialing and welcome 
letters for the CoventryCares
of xxxx health plan will be 
added to the CPD da


Fri 6/28/13 Fri 7/26/13


921 CPD - A report will be 
created that lists all of the 
active providers in the new 
CoventryCares of xxx health 
plan.


Fri 6/28/13 Mon 8/26/13


922 CPD - A report will be 
created that lists all of the 
Coventry National (Plan 19) 
health plan providers that 
have been systemat


Fri 6/28/13 Mon 8/26/13


923 A report will be created for 
credentialing activities 


Fri 6/28/13 Mon 8/26/13


924 A report of provider 
information will be created 
for actuarial use 


Fri 6/28/13 Mon 8/26/13


925 Create a Provider 
Credentialing Activity Report
for Medicaid


Fri 6/28/13 Mon 8/26/13


IT


IT
IT
IT


IT
IT


6/28
IT


IT


IT


IT


IT


IT


IT
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ID Task Name Start Finish
926 Create a Medicaid Provider 


Report for the Actuarial 
Department


Fri 6/28/13 Mon 8/26/13


927 NIA (radiology) Involvement 
for provider information


Fri 6/28/13 Mon 8/26/13


928 Provider Network file Fri 6/28/13 Mon 8/26/13
929 Analyze, build process, and 


test EDI standard files and 
reporting


Fri 6/28/13 Mon 8/26/13


930 HMO Set Up Fri 6/28/13 Thu 8/22/13
931 TP Set Up for HMO 702 


Claim Routing
Fri 6/28/13 Fri 9/13/13


932 Implement Inbound 
Electronic Claims Processing


Fri 6/28/13 Fri 9/13/13


933 Electronic Remittance 
Advice (835 outbound)


Fri 6/28/13 Fri 6/28/13


934 Implement Real Time 
Transactions for HIPAA 
Compliance and Emdeon 
Office functionality


Fri 6/28/13 Fri 8/30/13


935 Claims Inquiry (276/277); 
Elig Inquiry 


Fri 6/28/13 Fri 8/23/13


936 Authorization Inquiry & 
Response (278)


Fri 6/28/13 Fri 8/30/13


937 Setup and testing of 
Electronic Funds Transfers 
(EFT) for claims payment


Fri 6/28/13 Tue 11/12/13


938 Implement Encounter Feeds 
from CVTY to the State


Fri 6/28/13 Thu 1/23/14


939 Implement 
Acknowledgements and 
Error reporting from the 
State for encounter data 


Fri 6/28/13 Fri 3/7/14


IT


IT


IT
IT


IT
IT


IT


IT


IT


IT


IT


IT


IT


IT


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
940 General Reporting  - Create 


Initial Analysis Team and 
funnel to respective areas 
after initial analysis is 
complete showing wh


Fri 6/28/13 Mon 8/26/13


941 If healthplan exists within 
states, we will accommodate
for software licensing and 
additional works stations 
and phone setup. 


Fri 6/28/13 Wed 9/25/13


942 Medical Management Sat 6/29/13 Mon 7/29/13
943 Develop staffing model Mon 7/29/13 Wed 8/28/13


944 Develop staffing contingency
plan 


Mon 7/29/13 Wed 8/28/13


945 Begin interviewing staff Thu 8/29/13 Tue 10/8/13


946 Hire staff with one or two 
group start dates


Thu 8/29/13 Tue 10/8/13


947 Identify sister/foster health 
plan to act as "buddy" for 
Plan


Mon 7/29/13 Mon 8/26/13


948 Identify experienced 
management staff to be on 
ground in Plan for 3 months 
post go-live


Mon 7/29/13 Mon 8/26/13


949 Identify experienced front 
line staff to be on ground in 
Plan for 1 month post go-live


Thu 8/29/13 Thu 9/26/13


950 Identify experienced 
reporting staff to be on 
ground in Plan post go-live


Tue 10/29/13 Tue 11/26/13


951 Procure UM licensure (if 
needed)


Fri 6/28/13 Tue 8/27/13


952 Draft UM program 
description


Tue 7/30/13 Mon 8/26/13


IT


IT


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
953 Draft UM policies  (including 


prior auth)   May be needed 
for licensure app. 


Fri 6/28/13 Fri 7/26/13


954 Draft CM policies Tue 7/30/13 Wed 9/11/13


955 Draft DM policies Tue 7/30/13 Wed 9/11/13


956 Obtain State approval of 
UM/CM/DM policies (if 
applicable)


Thu 9/12/13 Thu 9/26/13


957 Draft UM/CM workflows Thu 8/29/13 Thu 9/26/13


958 Draft clinical policy 
statements 


Thu 8/29/13 Thu 9/26/13


959 Draft adverse determination 
notices


Tue 7/30/13 Mon 8/26/13


960 Obtain State approval of 
determination notices 


Thu 8/29/13 Thu 8/29/13


961 Draft approval notices (if 
required by the State)


Tue 7/30/13 Mon 8/26/13


962 Establish and document peer
to peer process


Tue 7/30/13 Thu 9/26/13


963 Post all approved policies to 
Essentials


Sat 9/28/13 Fri 10/11/13


964 Determine appropriate 
claims edits to implement


Fri 9/27/13 Tue 11/26/13


965 Determine if any services 
delegated (BH, radiology, 
chiro, dental etc)


Fri 6/28/13 Tue 8/27/13


966 Ensure delegation audit 
completed by QI for any 
identified delegates


Fri 6/28/13 Tue 11/26/13


967 Draft coordination of care 
workflows between 
delegates and Plan (as 
applicable)


Fri 7/12/13 Tue 8/27/13


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


8/29


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
968 Work with IT for system set 


up (IDX, Navigator, 
NavCares)


Fri 6/28/13 Fri 10/25/13


969 Ensure Plan is added to 
external consultant 
contracts (MCMC/Comp 


Fri 6/28/13 Mon 10/28/13


970 Determine if 24 HR nurses 
line needs to be separate toll
free number or can 
members connect to the 
Nurseline from the CSO 
phon


Fri 6/28/13 Thu 7/11/13


971 Work with nurseline vendor 
to establish back door 
number to direct calls to 
them from Plan's CSO 
number or separate nurse 
line


Fri 7/12/13 Mon 8/26/13


972 Define any State mandated 
service metrics related to 
nurseline reporting 
requirements re: nurseline


Tue 8/27/13 Thu 9/26/13


973 Define any State mandated 
reporting requirements re: 
nurseline


Tue 8/27/13 Thu 9/26/13


974 Work with nurseline vendor 
to ensure requirements can 
be met 


Tue 8/27/13 Fri 10/25/13


975 Add Plan to McKesson 
contract for InterQual


Mon 7/29/13 Mon 8/26/13


976 Order InterQual books Thu 8/29/13 Wed 9/11/13


977 Ensure Plan is added to drop 
down in CERMe 


Mon 7/29/13 Mon 8/26/13


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
978 If HRA's are needed,  get 


Plan added to HRA vendor 
contract


Fri 6/28/13 Thu 7/11/13


979 Define requirements for 
HRA vendor


Fri 7/12/13 Fri 7/26/13


980 Work with HRA vendor to 
ensure requirements can be 
met (service 
metrics/reporting)


Sat 7/27/13 Thu 9/26/13


981 Obtain State approval of 
survey (if needed)


Fri 9/27/13 Fri 10/25/13


982 Ensure HRA data will 
populate to the CDW to 
allow flag to CM


Tue 8/27/13 Thu 9/26/13


983 Determine infrastructure 
needs


Tue 7/30/13 Mon 8/26/13


984 Order all necessary 
equipment for on-site staff 
(laptop, cell phone)


Thu 9/12/13 Thu 9/26/13


985 Request all needed faxcom 
numbers for each functional 
area within HS


Tue 7/30/13 Mon 8/26/13


986 Determine potential on-site 
CCR facilities based on 
historical data (if available)


Tue 7/30/13 Mon 8/26/13


987 Reach out to identified 
facilities to ascertain 
feasibility of on-site review


Thu 8/29/13 Thu 9/26/13


988 Develop plan for rolling out 
on-site CCR after utilization 
patterns are established and 
staff is deemed competent 
to be on-sit


Thu 11/28/13 Fri 12/27/13


989 Ensure discharge planning is 
part of CCR workflows


Thu 8/29/13 Thu 9/26/13


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
990 Define necessary medical 


management reports per 
contract


Sat 9/28/13 Fri 10/25/13


991 Define necessary day to day 
operational management 
reports


Sat 9/28/13 Fri 10/25/13


992 Identify responsible parties 
for each report


Sat 9/28/13 Fri 10/25/13


993 Define transition of care 
process 


Thu 8/29/13 Thu 9/26/13


994 Determine if State will 
provide "open Auth" list


Fri 6/28/13 Fri 7/26/13


995 Determine method of 
handling inpatient cases 
where member is 
hospitalized on "go-live" 
date


Thu 11/28/13 Fri 12/27/13


996 Define any State specific 
EPSDT care coordination 
requirements


Fri 6/28/13 Fri 7/26/13


997 Establish workflows for 
identified EPSDT care 
coordination activities


Thu 8/29/13 Thu 9/26/13


998 Request the activation of 
member/provider reminders


Thu 8/29/13 Thu 9/26/13


999 Obtain State approval for 
corporate CM/CMP letters 
(if needed)


Fri 9/27/13 Fri 10/25/13


1000 Obtain State approval of 
corporate CM/CMP member
educational materials (if 
needed)


Fri 9/27/13 Fri 10/25/13


1001 Obtain State approval of CM 
satisfaction survey (if 
needed)


Fri 9/27/13 Fri 10/25/13


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1002 Define contract required CM


reporting 
Sat 9/28/13 Fri 10/25/13


1003 Build required CM reports Sat 9/28/13 Fri 10/25/13


1004 Identify individual 
responsible for ensuring 
completion of CM reports 
after go-live


Sat 9/28/13 Fri 10/25/13


1005 Identify start date for CMP 
programs (if not planned to 
be up at go-live)


Tue 10/29/13 Wed 11/27/13


1006 Establish process for 
identifying members for CM 
enrollment before claims 
history is obtained


Thu 8/29/13 Mon 10/28/13


1007 Establish  metrics for CM 
case load/case contacts 


Thu 11/28/13 Fri 12/27/13


1008 Define lock-in process (if 
applicable)


Fri 6/28/13 Mon 8/26/13


1009 Obtain State approval of 
member lock-in letters (if 
needed)


Fri 9/27/13 Fri 10/25/13


1010 Define lock-in reporting 
needs (if applicable)


Sat 9/28/13 Fri 10/25/13


1011 Build required lock-In 
reporting (if applicable)


Sat 9/28/13 Fri 10/25/13


1012 Identify individual 
responsible for ensuring 
completion of lock-in reports
after go-live (if applicable)


Sat 9/28/13 Fri 10/25/13


1013 Define transplant coverage 
(carved in or out)


Fri 6/28/13 Fri 7/26/13


1014 Determine transplant 
network (CTN or other)


Sun 7/28/13 Tue 8/27/13


1015 Develop transplant 
process/workflows


Thu 8/29/13 Thu 9/26/13


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Medical Management


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1016 Obtain State approval of 


transplant letters
Fri 9/27/13 Fri 10/25/13


1017 Communicate transplant 
case manager information to
all departments (prior auth, 
CCR)


Thu 11/28/13 Fri 12/27/13


1018 Determine covered benefits Fri 6/28/13 Fri 8/9/13


1019 Determine State's 
methodology of determining
code specific coverage 
(absence of published fee 
for FFS population means 
non-cov


Fri 6/28/13 Fri 8/9/13


1020 Determined non-covered 
benefits based on State's 
methodology above  


Fri 6/28/13 Fri 8/9/13


1021 Determine auth 
requirements to code 
specific level 


Mon 8/12/13 Thu 9/26/13


1022 Draft one page "quick guide"
for auth requirements


Fri 9/27/13 Fri 10/11/13


1023 Post auth quick guide and 
code specific auth grid to 
Plan website


Fri 9/27/13 Fri 10/25/13


1024 Develop FAQ regarding the 
PA process 


Fri 9/27/13 Fri 10/25/13


1025 Post FAQ on Plan website Sun 10/27/13 Sun 10/27/13


1026 Train network management 
staff regarding prior auth 
process


Tue 10/29/13 Tue 11/26/13


1027 Assist in provider training 
regarding the PA process


Thu 11/28/13 Fri 12/27/13


Medical Management


Medical Management


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


10/27


Prior Authorization


Prior Authorization


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1028 Determine if State has 


unique methodology for 
provider reimbursement 
that may impact auth 
workflow (Rev codes vs. 
HCPCS)


Fri 6/28/13 Fri 8/9/13


1029 Obtain State's DME max 
quantity limits/ rental vs. 
purchase info 


Fri 6/28/13 Fri 8/9/13


1030 Develop process to ensure 
call center is notified of any 
updates to prior auth list


Thu 11/28/13 Wed 12/11/13


1031 Obtain copy of member 
handbook/certificate of 
coverage


Mon 8/12/13 Wed 9/11/13


1032 Work with Benefits 
regarding 
coverage/authorization logic
system set up


Sat 9/28/13 Tue 11/26/13


1033 Draft rules for automated 
auth entry (DP.com)


Sat 9/28/13 Tue 11/26/13


1034 Draft rules for automated 
auth entry (Emdeon)


Sat 9/28/13 Tue 11/26/13


1035 Determine required hours of
operation for call center ( 
need for 24 hr coverage?)


Mon 7/29/13 Fri 8/9/13


1036 Determine licensure 
requirement (do staff need 
to be licensed in Plan's 
state?)


Mon 7/29/13 Fri 8/9/13


1037 Determine State's 
requirements for 
authorization turn around 
time 


Mon 7/29/13 Fri 8/9/13


1038 Develop workflow based on 
TAT requirements


Mon 8/12/13 Thu 9/26/13


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1039 Determine State required 


service metrics
Mon 8/12/13 Thu 9/26/13


1040 Procure pre-auth toll free 
phone number


Mon 8/12/13 Thu 9/26/13


1041 Draft phone script (including 
delegated vendor prompts if
needed)


Sat 9/28/13 Fri 10/25/13


1042 Test phone script Sat 9/28/13 Fri 10/25/13


1043 Procure pre-auth toll free 
faxcom number


Mon 8/12/13 Thu 9/26/13


1044 Build phone skill set(s) Sat 9/28/13 Fri 10/25/13


1045 Add staff to call monitoring 
software


Tue 10/29/13 Tue 11/26/13


1046 Verify call monitoring 
software is recording new 
trunk lines


Tue 10/29/13 Tue 11/26/13


1047 Check supervisor and team 
assignments in call 
monitoring software


Tue 10/29/13 Tue 11/26/13


1048 Decide on date to open 
phones prior to go-live


Mon 7/29/13 Fri 8/9/13


1049 Create authorization fax 
request forms


Sat 9/28/13 Fri 10/25/13


1050 Create additional 
information fax form


Sat 9/28/13 Fri 10/25/13


1051 Draft global maternity risk 
form (if required)


Sat 9/28/13 Fri 10/25/13


1052 Draft all prior auth 
workflows that correspond 
to developed Plan policies


Sat 9/28/13 Fri 10/25/13


1053 Determine State 
requirement for sterilization 
consent forms 


Fri 6/28/13 Fri 8/9/13


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014


Page 68







ID Task Name Start Finish
1054 Draft workflow for 


sterilization forms (if 
applicable)


Sat 9/28/13 Fri 10/25/13


1055 Determine auto approval list
for PARs (if applicable)


Sat 9/28/13 Fri 10/25/13


1056 Determine auto approval list
for nurses (if applicable)


Sat 9/28/13 Fri 10/25/13


1057 Determine mandatory MD 
review list


Sat 9/28/13 Fri 10/25/13


1058 Determine how delegated 
vendor relationships affect 
prior auth call center  (Are 
calls warm transferred? If 
dental vendor, who


Sat 9/28/13 Fri 10/25/13


1059 Determine what 
transportation services need
to go through prior auth (if 
any)


Sat 9/28/13 Fri 10/25/13


1060 Obtain listing of health plan 
contacts


Tue 10/29/13 Mon 11/11/13


1061 Draft workflow for referrals 
to health plan depts (CM, QI)


Tue 10/29/13 Tue 11/26/13


1062 Draft workflow for 
notification of CCR nurse 
regarding inpatient admits


Tue 10/29/13 Tue 11/26/13


1063 Draft observation workflow Tue 10/29/13 Tue 11/26/13


1064 Draft NICU workflow Tue 10/29/13 Tue 11/26/13


1065 Draft delivery/newborn 
workflow


Tue 10/29/13 Tue 11/26/13


1066 Draft case management 
trigger list


Tue 10/29/13 Tue 11/26/13


1067 Obtain access to contract 
summaries


Thu 11/28/13 Wed 12/11/13


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1068 Define out of network 


process
Tue 10/29/13 Tue 11/26/13


1069 Obtain copy of provider 
manual


Tue 10/29/13 Mon 11/11/13


1070 Obtain listing of provider 
reps by region and phone 
numbers


Thu 11/28/13 Wed 12/11/13


1071 Obtain listing of contracted 
counties by region/zip code


Thu 11/28/13 Wed 12/11/13


1072 Draft process for escalation 
of issues to provider 
relations 


Tue 10/29/13 Tue 11/26/13


1073 Draft process for locating fee
for service providers to 
provide services not covered
by the Plan


Tue 10/29/13 Tue 11/26/13


1074 Obtain CSO contact listing Tue 10/29/13 Mon 11/11/13


1075 Identify the CSO phone/fax 
numbers


Tue 10/29/13 Tue 11/26/13


1076 Draft workflow for pended 
claims


Tue 10/29/13 Tue 11/26/13


1077 Draft COB workflow (auth or 
no auth)


Tue 10/29/13 Tue 11/26/13


1078 IT system issues Mon 7/29/13 Wed 9/11/13


1079 Add to TCS contract Mon 7/29/13 Wed 9/11/13


1080 Secure appropriate number 
of tokens


Mon 7/29/13 Wed 9/11/13


1081 Provide TCS with a complete
auth directory


Thu 11/28/13 Wed 12/11/13


1082 Need complete provider file 
created and submitted to 
TCS to upload into Acuity


Thu 11/28/13 Wed 12/11/13


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1083 Need complete member file 


created and submitted to 
TCS to upload into Acuity


Thu 11/28/13 Wed 12/11/13


1084 Provide TCS link for State's 
DME info (qty limits, rent vs. 
purchase etc) 


Thu 12/12/13 Thu 12/26/13


1085 Provide TCS approved letters Thu 11/28/13 Wed 12/11/13


1086 Need list of referral type Thu 11/28/13 Fri 12/27/13


1087 Need list of location code Thu 11/28/13 Fri 12/27/13


1088 Need list of service types Thu 11/28/13 Fri 12/27/13


1089 Define pre-auth reporting 
needs 


Tue 10/29/13 Tue 11/26/13


1090 Build required pre-auth 
reporting 


Thu 11/28/13 Fri 12/27/13


1091 Identify individual 
responsible for ensuring 
completion of pre-auth 
reports after go-live (if 
applicable)


Thu 11/28/13 Fri 12/27/13


1092 Develop contingency plan 
for phone outage - plan for 
routing to Tampa


Tue 10/29/13 Tue 11/26/13


1093 Develop contingency plan 
for phone outage -  Tampa 
for routing to plan


Tue 10/29/13 Tue 11/26/13


1094 Update Disaster plan for 
Catastrophic Event


Tue 10/29/13 Tue 11/26/13


1095 Develop training schedule 
based on start dates of staff


Sat 10/12/13 Tue 10/29/13


1096 Training to include the 
following:


Sat 10/12/13 Tue 10/29/13


1097 Medical Management 101 Sun 11/3/13 Sun 11/3/13


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Prior Authorization


Training


Training


11/3
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ID Task Name Start Finish
1098 Medicaid 101 Mon 11/4/13 Mon 11/4/13
1099 SharePoint 101 


(Management only)
Mon 11/4/13 Mon 11/4/13


1100 Medicaid Corporate 
Compliance


Sat 11/9/13 Wed 11/13/13


1101 Overview of the State 
contract/State mandates/ 
Requirements


Sat 11/9/13 Wed 11/13/13


1102 How to read member 
handbook/ COC


Sat 11/9/13 Wed 11/13/13


1103 Delegated vendors Sat 11/9/13 Wed 11/13/13
1104 Coventry Intranet Mon 11/4/13 Mon 11/4/13
1105 IDX Sat 11/23/13 Wed 11/27/13
1106 Navigator Sat 11/23/13 Wed 11/27/13
1107 NavCares (case 


management staff)
Sat 11/30/13 Wed 12/4/13


1108 Care Management tool 
-Case management staff


Sat 11/30/13 Wed 12/4/13


1109 Care Management tool 
-concurrent review staff


Sat 11/23/13 Wed 11/27/13


1110 Acuity- Pre auth unit and 
select Plan staff


Sat 12/7/13 Wed 12/11/13


1111 Case Management 
fundamentals/NavCares


Sat 11/30/13 Wed 12/4/13


1112 All workflows/processes  
(UM/CM/PA)


Sat 11/23/13 Wed 12/18/13


1113 Medical terminology for 
non-clinical staff


Sat 11/9/13 Wed 11/13/13


1114 Clinical decision making 
support tools (CERMe, techs)


Sat 11/23/13 Wed 11/27/13


1115 Best practice documentation
standards


Sat 11/23/13 Wed 11/27/13


1116 Health Plan Medical Director
Roles & Responsibilities 
(MDs only)


Sat 11/2/13 Wed 11/6/13


Training
Training


Training


Training


Training


Training
Training


Training
Training
Training


Training


Training


Training


Training


Training


Training


Training


Training


Training


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1117 Condition management 


programs - HROB, NICU, 
CMCM, Transitional Care


Sat 12/14/13 Wed 12/18/13


1118 Behavioral Health (MH Net) 
Overview - Referrals / 
Interaction with UM Staff


Sat 11/9/13 Wed 11/13/13


1119 Pharmacy Overview - 
Phramacists Role / 
Interaction with UM Staff


Sat 11/9/13 Wed 11/13/13


1120 Identify Plan/call center 
management contact to 
ensure all self-paced training
is completed


Sat 10/19/13 Wed 10/23/13


1121 Compliance and Ethics Sat 11/2/13 Wed 11/6/13
1122 Unlawful harassment Sat 11/2/13 Wed 11/6/13
1123 Data classification Sat 11/2/13 Wed 11/6/13
1124 CHC Employee handbook Sat 11/2/13 Wed 11/6/13
1125 Employee base pay training Sat 11/2/13 Wed 11/6/13
1126 Footprints: A Leaders Guide 


to Respecting Others (if 
applicable)


Sat 11/2/13 Wed 11/6/13


1127 Footprints Diversity training 
for employees


Sat 11/2/13 Wed 11/6/13


1128 KRONOS - Manager's 
Exercise 1: Overview (if 
applicable)


Sat 11/2/13 Wed 11/6/13


1129 KRONOS - Manager's 
Exercise 2: Attaching an 
Employee's Schedule (if 
applicable)


Sat 11/2/13 Wed 11/6/13


1130 KRONOS - Manager's 
Exercise 3: Updating a 
Non-Exempt Employee's 
Timecard (if applicable)


Sat 11/2/13 Wed 11/6/13


Training


Training


Training


Training


Training
Training
Training
Training
Training
Training


Training


Training


Training


Training
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1131 KRONOS - Manager's 


Exercise 4: Approving 
Employee Timecards (if 
applicable)


Sat 11/2/13 Wed 11/6/13


1132 KRONOS - Manager's 
Exercise 5: Using KRONOS 
Reports (if applicable)


Sat 11/2/13 Wed 11/6/13


1133 KRONOS - Manager's 
Exercise 6: Using KRONOS to 
Approve Time Off (if 
applicable)


Sat 11/2/13 Wed 11/6/13


1134 KRONOS - Manager's 
Exercise 7: Using KRONOS to 
Delegate Time Off Requests 
(if applicable)


Sat 11/2/13 Wed 11/6/13


1135 KRONOS - Exempt Employee 
Online Training Course


Sat 11/2/13 Wed 11/6/13


1136 KRONOS - Non-exempt 
Employee Online Training 
Course


Sat 11/2/13 Wed 11/6/13


1137 Workplace Safety for 
Managers (if applicable)


Sat 11/2/13 Wed 11/6/13


1138 Workplace Safety for 
Employees


Sat 11/2/13 Wed 11/6/13


1139 Using the Saba LMS - The 
Learner Role    (All Staff)


Sat 11/2/13 Wed 11/6/13


1140 Using the Saba LMS - Leader 
Functions     (Management 
Only)


Sat 11/2/13 Wed 11/6/13


1141 Cultural Competency    (All 
Staff)


Sat 11/2/13 Wed 11/6/13


1142 Perform 100% oversight of 
auth entry until staff are 
meeting minimum 
performance standards after
go-live


Mon 12/30/13 Wed 2/12/14


Training


Training


Training


Training


Training


Training


Training


Training


Training


Training


Training


Training
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1143 Ensure IT support for HEDIS 


project
Thu 8/29/13 Thu 9/26/13


1144 CHC HEDIS IT team evaluate 
HEDIS IT support and 
adequacy.


Thu 8/29/13 Thu 9/26/13


1145 Decision on how and when 
to include acquired 
members in HEDIS reports


Thu 8/29/13 Thu 9/26/13


1146 Determine what national 
interventions are planned 
once we get historical data


Thu 8/29/13 Thu 9/26/13


1147 Plan training into A480 Thu 11/28/13 Fri 12/27/13


1148 Determine HEDIS measures 
that the plan should be 
impacting and when 
measurement should begin


Thu 8/29/13 Fri 10/25/13


1149 Determine important 
measures for MCD from 
State Contract


Fri 6/28/13 Fri 7/26/13


1150  Review all supplemental 
data & databases  


Thu 8/29/13 Thu 9/26/13


1151 Develop process to 
coordinate HEDIS/ CAHPs 
improvement activities


Thu 8/29/13 Thu 9/26/13


1152 Determine if any state 
requirements exist for adult 
and child CAHPS


Fri 6/28/13 Fri 7/26/13


1153 Set up annual reporting of 
satisfaction surveys 
according to state 
requirements to transition 
to plan.


Thu 8/29/13 Thu 9/26/13


1154 Develop process for Hybrid 
data support


Thu 8/29/13 Thu 9/26/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement
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1155 Develop process for medical 


record reviews 
Thu 8/29/13 Thu 9/26/13


1156 Determine Auditor contract Mon 7/29/13 Tue 8/27/13


1157 Determine CAHPs vendor Thu 8/29/13 Thu 9/26/13


1158 Review CAHPs contract Thu 8/29/13 Thu 9/26/13


1159 Determine transition 
timeline/plan to move to 
CHC vendor


Thu 8/29/13 Thu 9/26/13


1160 State reporting 
requirements


Fri 6/28/13 Fri 7/26/13


1161 Determine if we can open up
functionality of A480 even 
though no data in QSI


Sat 9/28/13 Fri 10/25/13


1162 Determine if there is a state 
contract requirement for 
HEDIS auditor


Thu 8/29/13 Wed 9/11/13


1163 Develop Outreach 
Coordination meeting to 
ensure communication of 
member and provider 
outreach activities ( All 
outreach HEDIS,


Sat 9/28/13 Fri 10/11/13


1164 Develop Plan approval 
process for HEDIS outreach 
activities


Thu 8/29/13 Thu 9/26/13


1165 Provider outreach- need  
HEDIS communication 
strategy on providers


Thu 8/29/13 Thu 9/26/13


1166 Engage the CSO on the 
provider survey 


Thu 8/29/13 Thu 9/26/13


1167 Obtain details, i.e., when will
it be sent, etc


Thu 8/29/13 Thu 9/26/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement
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1168 Obtain EPSDT policy Mon 7/29/13 Tue 8/27/13


1169 Obtain specifications for 
pregnant women and 
maternal and infant death 
reminders


Fri 6/28/13 Fri 7/26/13


1170 Submit remedy ticket to be 
included in EPSDT reminders


Mon 7/29/13 Fri 8/9/13


1171 Set up quarterly reporting of
activities related to EPSDT 
according to state 
requirements to transition 
to plan.


Mon 7/29/13 Tue 8/27/13


1172 Set up CMS-416 Annual 
Report


Mon 7/29/13 Tue 8/27/13


1173 Obtain membership 
estimate for birthday 
reminders


Tue 10/29/13 Tue 11/26/13


1174 Seek state approval for 
interventions


Mon 7/29/13 Tue 8/27/13


1175 Receive state approval.  
Verify state approval and 
obtain tag line for approval.  
Submit to RRD


Mon 7/29/13 Tue 8/27/13


1176 Update plan materials to 
include DM programs they 
participate in (work plan, 
etc)


Mon 7/29/13 Tue 8/27/13


1177 Receive statement of work 
from RRD


Thu 8/29/13 Thu 9/26/13


1178 Health Plan to make decision
on cost of DM mailings


Mon 7/29/13 Tue 8/27/13


1179 Send to Communications 
mock ups of interventions to
create in appropriate fonts, 
etc. 


Mon 7/29/13 Tue 8/27/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement
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1180 Submit interventions to 


state for approval
Mon 7/29/13 Tue 8/27/13


1181 Work with R.R.Donnelly 
once interventions are 
approved by state to 
determine when mailings 
can be set up automatically


Thu 8/29/13 Fri 10/25/13


1182 Ensure plan is captured in 
Cognos reports and webi


Tue 10/29/13 Tue 11/26/13


1183 Access to new staff for 
Cognos, webi, SharePoint, 
outlook distribution, 
included in meetings, etc


Tue 11/12/13 Wed 12/11/13


1184 Work with NavCare (Jason 
Faub) re: historical data load 
and the ability to use it for 
DM identification


Tue 10/29/13 Tue 11/26/13


1185 Finalize forms for DM 
implementation


Sat 9/28/13 Fri 10/25/13


1186 Submit plan customization 
to RRD


Sat 9/28/13 Fri 10/25/13


1187 Test file for RRD Sun 10/27/13 Mon 11/11/13


1188 Interventions sent to Debra 
Waln for submission to the 
state


Mon 7/29/13 Tue 8/27/13


1189 Call Center - approval to 
take on new Health Plan 
members


Tue 10/29/13 Fri 12/27/13


1190 Obtain an estimate of Health
Plan members and send to 
Desmond


Tue 10/29/13 Tue 11/26/13


1191 Train new staff on DM Tue 11/12/13 Wed 12/11/13


1192 Sign new staff up for Webi 
and Cognos training


Tue 11/12/13 Wed 12/11/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement
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1193 Determine who will need to 


attend DMUG call 
Sat 9/28/13 Fri 10/25/13


1194 Draft Appeal Policies Thu 8/29/13 Wed 9/11/13


1195 Draft Appeal letters Thu 8/29/13 Wed 9/11/13


1196 Draft work flows Thu 8/29/13 Wed 9/11/13


1197 Ensure processes are 
compliant with state regs 
and NCQA


Mon 7/29/13 Tue 8/27/13


1198 Review appeal inserts and 
update with contact 
information


Thu 8/29/13 Wed 9/11/13


1199 Determine appeal & 
grievance training plan


Mon 7/29/13 Tue 8/27/13


1200 Determine onsite training 
needs versus ongoing by 
phone


Sat 9/28/13 Fri 10/11/13


1201 Conduct Appeal Coordinator 
training  (process, Nav, etc)


Tue 11/12/13 Wed 12/11/13


1202 Medical Director appeal 
training 


Tue 11/12/13 Wed 12/11/13


1203 Monitor & Evaluate appeal 
data - volume, OT rates


Sun 12/29/13 Thu 3/27/14


1204 Determine daily report 
monitoring needs


Mon 7/29/13 Tue 8/27/13


1205 Develop monthly appeal 
reports to monitor 
overturns- will need 
summary and detail level 
reports 


Mon 7/29/13 Tue 8/27/13


1206 Set up Nav work queues Thu 8/29/13 Thu 9/26/13


1207 Access for new staff to 
Navigator


Sat 9/28/13 Fri 10/25/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement
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1208 Access to Medical Director 


Share point site
Sat 9/28/13 Fri 10/25/13


1209 Internal Referral process, 
forms and specialty 
matching matrix


Sat 9/28/13 Fri 10/25/13


1210 Meeting to review internal 
referral process


Tue 11/12/13 Wed 12/11/13


1211 Meeting with CSO Tue 11/12/13 Wed 12/11/13


1212 Orientation with CSO team 
for appeal staff. 


Tue 11/12/13 Wed 12/11/13


1213 Create a training document 
for CSO re: appeals


Mon 7/29/13 Tue 8/27/13


1214 Obtain outline of 
requirements to identify 
reporting criteria for 
grievance & appeal activities
to request report build in 
Nav


Fri 6/28/13 Fri 7/26/13


1215 Develop appeal committee 
structure 


Thu 8/29/13 Thu 9/26/13


1216 Develop Grievance policy 
and procedures 


Thu 8/29/13 Wed 9/11/13


1217 Evaluate Grievance reports, 
volume, etc


Thu 8/29/13 Wed 9/11/13


1218 Develop Grievances reports 
summary and detail level by 
provider 


Thu 8/29/13 Wed 9/11/13


1219 Develop functional 
organization chart 


Mon 7/29/13 Tue 8/27/13


1220 Fri 6/28/13 Fri 7/26/13
1221 Identify reporting 


requirements for QI 
Activities by state


Fri 6/28/13 Fri 7/26/13


1222 Create a new/revised 
training plan for the QI team


Mon 7/29/13 Tue 8/27/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement
Quality Improvement


Quality Improvement
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1223 Schedule training per 


training plan
Mon 7/29/13 Tue 8/27/13


1224 Define QI reports that are 
available to team, ensure 
access & training


Mon 7/29/13 Tue 8/27/13


1225 Set up all reports according 
to state requirements


Mon 7/29/13 Tue 8/27/13


1226 Develop QI Committee 
structure and policies 


Thu 8/29/13 Thu 9/26/13


1227 Determine process for QI 
Committee


Mon 7/29/13 Tue 8/27/13


1228 Need to establish oversight 
to QMC


Thu 8/29/13 Thu 9/26/13


1229 Major documents for QI to 
go through BOD for CHC 


Sun 12/29/13 Fri 4/25/14


1230 Set up meetings to discuss 
data needs and activities 
needed to support PIPs


Thu 8/29/13 Thu 9/26/13


1231 Determine QI contact for 
QOC 


Thu 8/29/13 Wed 9/11/13


1232 Develop QOC/Adverse Event
process


Thu 8/29/13 Wed 9/11/13


1233 Develop process to report 
QOC/Adv Events 


Thu 8/29/13 Wed 9/11/13


1234 Share AE list Thu 8/29/13 Wed 9/11/13


1235 Develop CM, UM and DM 
interventions and letters


Mon 7/29/13 Tue 8/27/13


1236 Submission of CM, UM and 
DM interventions and letters
to the state


Thu 8/29/13 Thu 9/26/13


1237 Define Committee 
requirements and 
implement as identified 
(Physician, Sr. Leadership, 
etc)


Thu 8/29/13 Thu 9/26/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement
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1238 Participate in the Quality 


and Member Access 
Advisory Committee 


Sun 12/29/13 Fri 4/25/14


1239 Obtain state sponsored PIP 
template or create a 
template - PIP documents 
drafted.  Review needed by 
Corp QI


Sat 9/28/13 Fri 10/25/13


1240 Share other CVTY Medicaid 
plans PIP examples


Sat 9/28/13 Fri 10/25/13


1241 Determine if additional 
access to Navigator, IDX, 
CPD  and QCDW for QI staff 
is needed


Thu 8/29/13 Thu 9/26/13


1242 Assist in gathering P &P list 
from sister plans and helping
implement other QI related 
policies


Thu 8/29/13 Thu 9/26/13


1243 Obtain Key Indicator Report 
(KIR) samples from sister 
plans. Create/adopt a KIR 
and take through committee
regularly


Thu 8/29/13 Thu 9/26/13


1244 Determine who is the 
contact for Bear Facts and 
ensure engaged with that 
group and newsletter


Thu 8/29/13 Thu 9/26/13


1245 Request  access to Medicaid 
shared drive for QI staff


Mon 7/29/13 Tue 8/27/13


1246 Request shared drive for QI 
staff


Mon 7/29/13 Tue 8/27/13


1247 Determine GEO contact and 
"who" at the plans 
completes the 
report/analysis


Thu 8/29/13 Thu 9/26/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement
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1248 Discuss Accreditation survey 


options with NCQA
Mon 7/29/13 Tue 8/27/13


1249 Schedule a Corp QI NCQA 
work plan working meeting


Mon 7/29/13 Tue 8/27/13


1250 Ensure Work plan meets 
NCQA requirements and 
contains all of the NCQA 
required analysis 
(availability, etc)


Thu 8/29/13 Thu 9/26/13


1251 Ensure Program Description 
meets NCQA requirements


Thu 8/29/13 Thu 9/26/13


1252 Ensure other policies meet 
NCQA requirements


Sat 9/28/13 Fri 10/25/13


1253 Assist with setting up 
committees and ensure 
trilogy documents are 
reviewed at the first 
meeting


Thu 8/29/13 Thu 9/26/13


1254 Train CCM team for 
appropriate documentation


Tue 11/12/13 Wed 12/11/13


1255 Train QI team for NCQA 
requirements


Tue 11/12/13 Wed 12/11/13


1256 Develop NCQA timeline for 
Sr. Management


Thu 8/29/13 Thu 9/26/13


1257 Develop NCQA project plan. 
Establish project plan and 
roles & responsibilities


Sat 9/28/13 Fri 10/25/13


1258 Determine NCQA Task Force 
Committee members


Sat 9/28/13 Fri 10/25/13


1259 Schedule Task Force 
Meetings


Sat 9/28/13 Fri 10/25/13


1260 Corporate QI to complete 
mock audit prior to 
look-back period


Sat 9/28/13 Fri 10/25/13


1261 Marketing / 
Communications 


Sat 9/28/13 Fri 10/25/13


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Quality Improvement


Business Development
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1262 Obtain sign-off on Public 


Website (Non-Secure)
Tue 1/1/13 Fri 7/26/13


1263 Create material content Tue 1/1/13 Fri 7/26/13


1264 Submit to State for 
review/approval


Tue 1/1/13 Fri 7/26/13


1265 Phase 1 Enrollee 'Choice 
Letters' mailed


Thu 8/29/13 Thu 9/26/13


1266 Execute Media Plan Tue 1/1/13 Fri 12/27/13


1267 Obtain sign-off on Provider 
Services / Relations 
Materials


Tue 1/1/13 Tue 8/27/13


1268 Provider Handbook Tue 1/1/13 Tue 8/27/13


1269 Review material content Tue 1/1/13 Tue 8/27/13


1270 Submit materials to State for
review/ approval


Tue 1/1/13 Tue 8/27/13


1271 Distribute Provider 
Handbook 


Tue 1/1/13 Tue 8/27/13


1272 Provider Billing Manual Tue 1/1/13 Tue 8/27/13


1273 Review material content Tue 1/1/13 Tue 8/27/13


1274 Submit materials to State for
review/ approval


Tue 1/1/13 Tue 8/27/13


1275 Distribute Provider Billing 
Manual 


Tue 1/1/13 Tue 8/27/13


1276 Provider Directory Tue 1/1/13 Tue 8/27/13


1277 Review material content Tue 1/1/13 Tue 8/27/13


1278 Submit materials to State for
review/ approval


Tue 1/1/13 Tue 8/27/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development
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1279 Distribute Provider Directory Tue 1/1/13 Tue 8/27/13


1280 Provider Welcome / 
Orientation Materials 


Tue 1/1/13 Tue 8/27/13


1281 Review material content Tue 1/1/13 Tue 8/27/13


1282 Submit materials to State for
review/ approval


Tue 1/1/13 Tue 8/27/13


1283 Mail Provider Welcome / 
Orientation Materials


Tue 1/1/13 Tue 8/27/13


1284 Obtain sign-off on Member 
Services Materials


Tue 1/1/13 Tue 8/27/13


1285 Call Guides, Q&A/FAQs and 
Call Scripts


Tue 1/1/13 Tue 8/27/13


1286 Review material content Tue 1/1/13 Tue 8/27/13


1287 Submit materials to State for
review / approval


Tue 1/1/13 Tue 8/27/13


1288 Post Call Guides, FAQs and 
Call Scripts


Tue 1/1/13 Tue 8/27/13


1289 ID Card Tue 1/1/13 Tue 8/27/13


1290 Review material content Tue 1/1/13 Tue 8/27/13


1291 Submit materials to State for
review / approval


Tue 1/1/13 Tue 8/27/13


1292 Mail / Distibute ID Cards to 
Members


Thu 11/28/13 Fri 12/27/13


1293 Member Letters / 
Notification Materials


Tue 1/1/13 Tue 8/27/13


1294 Review material content Tue 1/1/13 Tue 8/27/13


1295 Submit materials to State for
review / approval


Tue 1/1/13 Tue 8/27/13


1296 Mail Member Letters / 
Notification Materials


Thu 11/28/13 Fri 12/27/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development
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1297 Member Welcome Kit / 


Handbook
Fri 6/28/13 Tue 8/27/13


1298 Review material content Fri 6/28/13 Tue 8/27/13


1299 Submit materials to State for
review / approval


Fri 6/28/13 Tue 8/27/13


1300 Mail / Deliver Member 
Handbook / Welcome 


Thu 11/28/13 Fri 12/27/13


1301 Member Newsletter Fri 6/28/13 Tue 8/27/13


1302 Review material content Tue 10/1/13 Fri 11/29/13


1303 Submit materials to State for
review / approval


Tue 10/1/13 Fri 11/29/13


1304 Mail Monthly Member 
Newsletter to Members


Sun 12/1/13 Mon 12/30/13


1305 Human Resources 
Implementation


Sun 12/1/13 Mon 12/30/13


1306 Finalize Hiring Timeline Fri 6/28/13 Fri 7/26/13


1307 Establish Training 
Curriculum 


Fri 6/28/13 Fri 7/26/13


1308 Develop Training Plan and 
Schedule


Fri 6/28/13 Fri 7/26/13


1309 Develop Training Materials Fri 6/28/13 Fri 8/9/13


1310 Recruit and Hire Leadership 
/ Key Staff


Fri 6/28/13 Tue 8/27/13


1311 Conduct Training for 
Leadership / Key Staff


Mon 7/29/13 Tue 8/27/13


1312 Program Requirements, 
identified in the RFP and 
contract,include but not 
limited to:


Mon 7/29/13 Tue 8/27/13


1313 Approval of Subcontractors Mon 7/29/13 Tue 8/27/13


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development
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1314 Network Access Mon 7/29/13 Tue 8/27/13


1315 Cultutal Compemtency 
Program Submission


Mon 7/29/13 Tue 8/27/13


1316 Menmber Handbook and 
Provider Manual Submission


Mon 7/29/13 Tue 8/27/13


1317 Policy and Procedure 
submission


Mon 7/29/13 Tue 8/27/13


1318 Reporting (all apsects of 
business from monthly, 
quarterly and annual)


Mon 7/29/13 Tue 8/27/13


1319 Health Exchange Plans Sat 6/1/13 Tue 7/2/13


1320 Readiness Review Fri 3/1/13 Fri 3/15/13


1321 Open Enrollment Mon 4/1/13 Fri 5/31/13


1322 Contract Starts Mon 7/1/13 Mon 1/2/17


1323 Review of Operations Activities
- Post-Implementation


Mon 7/1/13 Mon 1/2/17


1324 Project Management Sun 12/29/13 Fri 3/28/14


1325 30 Day Post GO LIVE Review 
conducted


Thu 8/1/13 Thu 8/1/13


1326 Mentoring and Coaching 
On-Site


Mon 7/1/13 Mon 9/30/13


1327 90 Day Post GO LIVE Review 
Conducted


Sun 9/1/13 Sun 9/1/13


1328 Verify Need for Mentoring and 
Coaching On-Site


Fri 3/28/14 Fri 3/28/14


1329 Re-assess Sooner Than 180 Day
Post GO LIVE


Sun 12/1/13 Wed 1/29/14


1330 180 Day Post GO LIVE Review 
Conducted


Wed 1/1/14 Wed 1/1/14


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


Business Development


8/1


Business Development


9/1


Business Development


1/1
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1331 Verify Need for Mentoring and 


Coaching On-Site
Fri 6/27/14 Fri 6/27/14


1332 Verify various Committee 
Meetings in progress


Mon 7/1/13 Mon 9/30/13


1333 Verify provider and member 
newsletter, fax blast 
communication are in progress


Mon 7/1/13 Mon 9/30/13


1334 CSO POST-IMPLEMENTATION 
TASKS


Mon 7/1/13 Mon 9/30/13


1335 Claims/Customer Service Mon 7/1/13 Mon 9/30/13
1336 Front End Operations Sun 12/29/13 Thu 3/27/14


1337 Track and report  top 25 
provider EDI receipts


Sun 12/29/13 Thu 3/27/14


1338 Enrollment Sun 12/29/13 Thu 3/27/14
1339 Train quality department on 


newborn process
Thu 11/28/13 Tue 1/7/14


1340 Compliance / Legal 
Post-Implementation


Thu 11/28/13 Tue 1/7/14


1341 Create a Compliance 
Committee meeting the 
federal requirements as 
described  in the Program 
Integrity Plan


Sun 12/29/13 Mon 1/27/14


1342 Create a P&P Committee Sun 12/29/13 Mon 1/27/14
1343 Create a joint health plan/SIU 


Committee that reviews and 
reports FWA investigations and
findings


Sun 12/29/13 Mon 1/27/14


1344 Network / Provider Relations 
Post-Implementation


Sun 12/29/13 Mon 1/27/14


1345 PR staff need refresher system 
training after go live


Wed 1/29/14 Tue 3/11/14


Business Development


Business Development


CSO - ALL


CSO - Claims/Customer Service


CSO - Enrollment


Compliance Legal


Compliance Legal


Compliance Legal
Compliance Legal


Network and Provider Relations


Network and Provider Relations


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1346 -site system training should be 


held at least 3 times at the 
following intervals 


Wed 1/29/14 Tue 3/11/14


1347 start date Thu 11/28/13 Fri 1/10/14


1348 30 day - have real work labs 
which help them process the 
data


Sun 1/12/14 Tue 2/11/14


1349 60 day - have real work labs 
which help them process the 
data


Wed 2/12/14 Tue 3/11/14


1350 Provider Network employees 
need Coventry experienced hip
buddies on-site for at least 30 
days into the start-up period 


Thu 11/28/13 Tue 1/28/14


1351 available by phone for 4 more 
weeks at a minimum


Wed 1/29/14 Tue 3/11/14


1352 should identify and secure plan
support for hip buddy team 
members within 30 days of 
start up.  


Tue 11/12/13 Wed 11/27/13


1353 Plan will need P&Ps for the 
processes related to:


Tue 11/12/13 Wed 11/27/13


1354 provider change of 
demographic information and 
forms for managing (CSO 
should direct provider to 
complete form and fax to plan


Sat 9/28/13 Mon 10/28/13


1355 provider term P&Ps to include 
(plan staff must approve all 
terms):


Tue 10/29/13 Wed 11/27/13


1356 provider termed for not 
completing credentialing or 
recredentialing


Tue 10/29/13 Wed 11/27/13


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1357 provider termed due to left 


area, died or retired
Tue 10/29/13 Wed 11/27/13


1358 provider voluntary term Tue 10/29/13 Wed 11/27/13


1359 provider involuntary term (not 
barred)


Tue 10/29/13 Wed 11/27/13


1360 provider involuntary term 
(barred or not approved for 
Medicaid)


Tue 10/29/13 Wed 11/27/13


1361 each type of term requires 
state notification requirements
and what to do with claims for 
providers who are termed.


Tue 10/29/13 Wed 11/27/13


1362 Plan will need job summaries 
(beyond HR documents) to 
better define who does what; 
for example,


Tue 10/29/13 Wed 11/27/13


1363 CSO is the primary source for 
provider and member servicing
and must escalate calls to 
supervisors if front line unable 
to han


Thu 11/28/13 Fri 12/27/13


1364 PR trains providers on how to 
navigate Coventry and plan but
is secondary source to CSO and
PA


Thu 11/28/13 Fri 12/27/13


1365 PA is the primary source for PA 
information and must escalate 
calls to supervisors if front line 
unable to handle


Thu 11/28/13 Fri 12/27/13


1366 Network OPS - does X, Y, Z Thu 11/28/13 Fri 12/27/13


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1367 Plan/Network department will 


need to direction on 
establishing organization 
meetings such as:


Thu 11/28/13 Fri 12/27/13


1368 Network VP meets with direct 
reports weekly to review high 
level projects and objectives


Thu 11/28/13 Fri 12/27/13


1369 Network leader - either PR or 
Ops, hosts weekly mtg with all 
Network staff to review high 
level projects, objectives and 
issue


Thu 11/28/13 Fri 12/27/13


1370 Network VP meets with 
contracting team once a week 
to review contracting duties 
and projects


Thu 11/28/13 Fri 12/27/13


1371 Dir/Mgrs meet with direct 
reports once a week to review 
duties and issues


Thu 11/28/13 Fri 12/27/13


1372 Plan/Network department 
need work measurement 
reporting requirements to 
include:


Thu 11/28/13 Fri 12/27/13


1373 PPRPM inventory and aging 
reporting and TAT 
requirements


Sun 12/29/13 Tue 1/28/14


1374 PPRCM inventory and aging 
reporting and TAT 
requirements


Sun 12/29/13 Tue 1/28/14


1375 CPD/PDM team have to report 
inventory of issues kicked back 
to plan and hold plan 
accountable for TAT


Sun 12/29/13 Tue 1/28/14


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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ID Task Name Start Finish
1376 Navigator inventory report by 


PR Rep and/or contractor, 
aging and TAT requirements


Sun 12/29/13 Tue 1/28/14


1377 CPD Issues inventory and aging
reporting and TAT 
requirements


Sun 12/29/13 Tue 1/28/14


1378 Management team have to be 
trained on employee 
accountabilities for each task


Sun 12/29/13 Tue 1/28/14


1379 Top provider reports Wed 2/26/14 Fri 3/28/14


1380 Cost per unit Wed 2/26/14 Fri 3/28/14


1381 unit per 1000 reports Wed 2/26/14 Fri 3/28/14


Network and Provider Relations


Network and Provider Relations


Network and Provider Relations


Qtr 3, 2012 Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013 Qtr 4, 2013 Qtr 1, 2014
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Project Summary
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Express Scripts, Inc. (ESI) 
ATTACHMENTS 


Attachment # Attachment Name RFP Related 
Section 


1 Request for Proposal (RFP) Compliance Agreement 5.1.8 
2 State of Nevada Third Party Administrator (TPA) Form 5.1.10.1.G 
3 Sample Retail Network Contract 5.1.11.4.B 
4 Sample Claims Report 5.1.11.6.B.1 
5 Sample Implementation Timeline 5.1.11.9.B 







 
 
 


INSURANCE SCHEDULE 
 


 
INDEMNIFICATION CLAUSE:  
Contractor shall indemnify, hold harmless and, not excluding the State's right to participate, defend the State, its 
officers, officials, agents, and employees (hereinafter referred to as “Indemnitee”) from and against all liabilities, 
claims, actions, damages, losses, and expenses including without limitation reasonable attorneys’ fees and costs, 
(hereinafter referred to collectively as “claims”) for bodily injury or personal injury including death, or loss or 
damage to tangible or intangible property caused, or alleged to be caused, in whole or in part, by the negligent or 
willful acts or omissions of Contractor or any of its owners, officers, directors, agents, employees or subcontractors.  
This indemnity includes any claim or amount arising out of or recovered under the Workers’ Compensation Law or 
arising out of the failure of such contractor to conform to any federal, state or local law, statute, ordinance, rule, 
regulation or court decree.  It is the specific intention of the parties that the Indemnitee shall, in all instances, except 
for claims to the extent arising solely from the negligent or willful acts or omissions of the Indemnitee, be 
indemnified by Contractor from and against any and all claims.  It is agreed that Contractor will be responsible for 
primary loss investigation, defense and judgment costs where this indemnification is applicable.  In consideration of 
the award of this contract, the Contractor agrees to waive all rights of subrogation against the State, its officers, 
officials, agents and employees for losses arising from the work performed by the Contractor for the State. 
 
INSURANCE REQUIREMENTS: 
Contractor and subcontractors shall procure and maintain until all of their obligations have been discharged, 
including any warranty periods under this Contract are satisfied, insurance against claims for injury to persons or 
damage to property which may arise from or in connection with the performance of the work hereunder by the 
Contractor, his agents, representatives, employees or subcontractors.   
 
The insurance requirements herein are minimum requirements for this Contract and in no way limit the indemnity 
covenants contained in this Contract.  The State in no way warrants that the minimum limits contained herein are 
sufficient to protect the Contractor from liabilities that might arise out of the performance of the work under this 
contract by the Contractor, his agents, representatives, employees or subcontractors and Contractor is free to 
purchase additional insurance as may be determined necessary.  
 
A. MINIMUM SCOPE AND LIMITS OF INSURANCE:  Contractor shall provide coverage with limits of 


liability not less than those stated below.  An excess liability policy or umbrella liability policy may be used 
to meet the minimum liability requirements provided that the coverage is written on a “following form” basis. 


 
1. Commercial General Liability – Occurrence Form 
1. Policy shall include bodily injury, property damage and broad form contractual liability coverage. 


• General Aggregate   $5,000,000 
• Products – Completed Operations Aggregate  Waived 
• Personal and Advertising Injury  Waived 
• Each Occurrence  $2,000,000 
 
a. The policy shall be endorsed to include the following additional insured language: "The State of 


Nevada shall be named as an additional insured with respect to liability arising out of the activities 
performed by, or on behalf of the Contractor". 


 
2. Automobile Liability - can be waived if contract does not involves use of motor vehicle. 
 


  Bodily Injury and Property Damage for any owned, hired, and non-owned vehicles used in the 
performance of this Contract. 
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 Combined Single Limit (CSL) Waived 
 


a. The policy shall be endorsed to include the following additional insured language: "The State of 
Nevada shall be named as an additional insured with respect to liability arising out of the 
activities performed by, or on behalf of the Contractor, including automobiles owned, leased, 
hired or borrowed by the Contractor". 


 
3.2. Worker’s Compensation and Employers’ Liability 


 Workers' Compensation Statutory 
 Employers' Liability  


 Each Accident $100,000 
 Disease – Each Employee $100,000 
 Disease – Policy Limit $500,000 


a. Policy shall contain a waiver of subrogation against the State of Nevada. 
b. This requirement shall not apply when a contractor or subcontractor is exempt under N.R.S., AND 


when such contractor or subcontractor executes the appropriate sole proprietor waiver form. 
 


3. Technology Errors and Omissions Liability  
 


The policy shall cover professional misconduct or wrongful act for those positions defined in the 
Scope of Services of this contract. 


 
 Each Claim $5,000,000 
 Annual Aggregate $5,000,000 
a. The retroactive coverage date shall be no later than the effective date of this contract. 
b. Contractor shall maintain an extended reporting period for not less than two (2) years 


after termination of this contract.  
 


4. Network Security(Cyber) and Privacy Liability  
 


  Each Claim $5,000,000  
 Annual Aggregate  $5,000,000  
 


This errors and omissions insurance shall include coverage for third party claims and losses 
including with respect to network risks (such as data breaches, transmission of virus/malicious code; 
unauthorized access or criminal use of third party, ID/data theft) and invasion of privacy regardless 
of the type of media involved in the loss of private information (such as computers, paper files and 
records, or voice recorded tapes), covering collection, use, access, etc. of personally identifiable 
information., direct liability, as well as contractual liability for violation of privacy policy, civil suits 
and sublimit for regulatory defense/indemnity for payment of fines and penalties. 


 
a. The retroactive coverage date shall be no later than the effective date of this contract. 
b. Contractor shall maintain an extended reporting period for not less than two (2) years 


after termination of this contract.  
 


5. Fidelity Bond or Crime Insurance 
 Bond or Policy Limit $1 Million 
 


a. The bond or policy shall include coverage for all directors, officers, agents and employees of the 
Contractor. 


b. The bond or policy shall include coverage for third party fidelity and name the State of Nevada as 
loss payee. 


Comment [d1]: This coverage is not applicable 
to the services provided by ESI and as such ESI does 
not purchase this policy. DJones 


Comment [d2]: Not applicable. ESI does not 
agree that it is a Fiduciary to client and ESI does not 
maintain or have ability to access the  assets or funds 
of client. DJones 







c.b. The bond or policy shall include coverage for extended theft and mysterious disappearance. 
d.c. The bond or policy shall not contain a condition requiring an arrest and conviction. 
e.d. Policies shall be endorsed to provide coverage for computer crime/fraud. 


 
6. Performance Security 


Amount required:  $15,000,000 in accordance with the requirements in Section 3.9.2.1 
of RFP 1988. 


 
1) Security may be in the form of a certified check, cashier's check, Certificate of Deposit or Treasury 


Note or bond furnished by a surety company authorized to do business in this state.  Note payable 
to the State of Nevada, only;  


1) Vendors submitting performance security to the State of Nevada in the form a surety bond must 
utilize a company that meets the below listed requirements: 
•  A.M. Best A-VII rated insurance company 
• Certified by the Department of Treasury, Financial Management Services for Nevada 
• Licensed by the Nevada Department of Business and Industry, Insurance Division. 


2) The security shall be deposited with the contracting State agency no later than ten (10) working 
days following award of the Contract to Contractor. 


 
Upon successful Contract completion, the security and all interest earned, if any, shall be 
returned to the Contractor 


 
B. ADDITIONAL INSURANCE REQUIREMENTS:  The policies shall include, or be endorsed to include, 


the following provisions: 


1. On insurance policies where the State of Nevada is named as an additional insured, the State of Nevada shall 
be an additional insured to the full limits of liability purchased by the Contractor even if those limits of 
liability are in excess of those required by this Contract. 


2 The Contractor's insurance coverage shall be primary insurance and non-contributory with respect to all other 
available sources. 


 
C. NOTICE OF CANCELLATION:  Each insurance policy required by the insurance provisions of this 


Contract shall provide the required coverage and shall not be suspended, voided or canceled except after 
thirty (30) days prior written notice has been given to the State, except when cancellation is for non-payment 
of premium, then ten (10) days prior notice may be given.  Such notice shall be sent directly to (State of 
Nevada Department Representative's Name & Address). 


 
 
D. ACCEPTABILITY OF INSURERS:  Insurance is to be placed with insurers duly licensed or authorized to 


do business in the state of Nevada and with an “A.M. Best” rating of not less than A- VII.  The State in no 
way warrants that the above-required minimum insurer rating is sufficient to protect the Contractor from 
potential insurer insolvency. 


 
E. VERIFICATION OF COVERAGE:  Contractor shall furnish the State with certificates of insurance 


(ACORD form or equivalent approved by the State) as required by this Contract.  The certificates for each 
insurance policy are to be signed by a person authorized by that insurer to bind coverage on its behalf. 


 
 All certificates and any required endorsements are to be received and approved by the State before work 


commences.  Each insurance policy required by this Contract must be in effect at or prior to commencement 
of work under this Contract and remain in effect for the duration of the project.  Failure to maintain the 
insurance policies as required by this Contract or to provide evidence of renewal is a material breach of 
contract. 


 


Comment [d3]: This would be the obligation of 
Coventry not ESI. DJones 


Comment [d4]: ESI does not name clients as 
additional insured under its policies. This would also 
be the obligation of Coventry to Medicare, not ESI’s 
obligation. DJones 
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Comment [d5]: Again, this would be 
Conventry’s obligation. DJones 







 All certificates required by this Contract shall be sent directly to (State Department Representative's Name 
and Address).  The State project/contract number and project description shall be noted on the certificate of 
insurance.  The State reserves the right to require complete, certified copies of all insurance policies required 
by this Contract at any time.  DO NOT SEND CERTIFICATES OF INSURANCE TO THE STATES 
RISK MANAGEMENT DIVISION. 


 
F. SUBCONTRACTORS:  Contractors’ certificate(s) shall include all subcontractors as additional insureds 


under its policies or Contractor shall furnish to the State separate certificates and endorsements for each 
subcontractor.  All coverages for subcontractors shall be subject to the minimum requirements identified 
above. 


 
G. APPROVAL:  Any modification or variation from the insurance requirements in this Contract shall be made 


by the Attorney General’s Office or the Risk Manager, whose decision shall be final.  Such action will not 
require a formal Contract amendment, but may be made by administrative action. 


 
    


Independent Contractor’s Signature  Date  Title 
 
 
 
    
Signature – State of Nevada Date  Title 
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Nevada 
License Certification 


Scott J. IGpper, Commissioner of Insurance 


Nevada Division oflnsurance 


EXPRESS SCRIPTS INC Date: June 28, 2012 
ONE EXPRESS WAY 
MAIL STOP HQ2E03 
ST LOUIS MO 63121 


The entity or individual shown above is licensed as follows: 


EXPRESS SCRIPTS INC 


License Type 
I 


Qualification 
Effective 


Date 
Expiration 


Date 
License Number 


Non-Res. Producer Firm 05-02-2011 06-01-2014 752826 
Health 05-02-2011 


Non-Res. Third Party Admin. 10-01-2009 05-01-2015 16685 
TPAI -LifelHealth Insurance 10-01-2009 


TPA4 - Workers Compensation 10-01-2009 


Nevada License Certification 
This letter certifies that on the date it was produced the referenced licensee was actively licensed by the Nevada Division of 
Insurance for the license type indicated. The licensee was in good standing unless otherwise indicated. 


All agents, brokers and consultants must complete prelicensing education and pass a written examination prior to being 
licensed. 30 hours of continuing education is required at renewaL 


This is an official certification issued by the State of Nevada and is valid without signature and seaL 
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SAMPLE CLIENT REPORT ON CDUR ACTIVITIES 
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Managed Medicaid Plan Sample                  Claims Stats Report


8/8/12 8/9/12 8/10/12
Retail Actual Actual Actual


Claims Paid 1116 1051 890
Claims Rejected 559 505 452
Claims Total 1675 1556 1342
Reject % 33.37 32.46 33.68


Mail
Claims Paid 0 0 0
Claims Rejected 0 0 0
Claims Total 0 0 0
Reject % 0 0 0


TOTAL
Claims Paid 1116 1051 890
Claims Rejected 559 505 452
Claims Total 1675 1556 1342
Reject % 33.37 32.46 33.68


Reject to Resolution 
24-hour Elig. Resolution 
to Paid % 7.1% 10.7% 4.2%


24-hour Elig. Resolution 
to Covg Reject % 0.0% 0.0% 0.0%
24-hour Elig. Resolution 
to Paid % 19.3% 17.3% 16.7%


Reject Reasons Code Category 8/8/12 8/9/12 8/10/12
Actual Actual Actual


Filled After Coverage 
Terminated 69 Eligibility 7.5% 7.8% 9.2%
Refill Too Soon 79 Coverage 5.9% 5.3% 5.5%
Drug Not on Formulary MR 6.4% 5.1% 4.9%
Pharmacy Not 
Contracted With Plan On 
Date Of Servi 40 Other 0.9% 1.9% 1.1%
DUR Reject Error 88 2.0% 1.8% 1.9%
Product/Service Not 
Covered 70 Coverage 1.7% 2.2% 2.1%
Prior Authorization 
Required 75 Coverage 2.1% 1.0% 2.4%
Plan Limitations 
Exceeded 76 Coverage 1.5% 0.8% 1.6%
M/I Processor Control 
Number 4 1.1% 1.4% 0.4%
Discontinued 
Product/Service ID 
Number 77 Validity 0.4% 0.4% 0.2%







Days Supply Exceeds 
Plan Limitation 7X 0.7% 0.4% 0.8%
Non-Matched 
Product/Service ID 
Number 54 Validity 0.1% 0.3% 0.2%
M/I Other Payer ID 
Qualifier 6C 0.3% 0.0% 0.0%
M/I Prior Authorization 
Number Submitted EV 0.2% 0.2% 0.2%
M/I Prescriber ID 25 Validity 0.0% 0.1% 0.3%
Prescriber ID Qualifier 
Submitted Not Covered 9V 0.1% 0.1% 0.3%
Non-Matched Group ID 51 Eligibility 0.4% 0.7% 0.3%
Filled Before Coverage 
Effective 67 Eligibility 0.0% 0.3% 0.2%
Generic Drug Required AJ 0.2% 0.3% 0.2%
Non-Matched Cardholder 
ID 52 Eligibility 0.1% 0.3% 0.1%
Recipient Locked In M2 0.2% 0.1% 0.1%
Quantity Dispensed 
Exceeds Maximum 
Allowed 9G 0.1% 0.3% 0.3%
M/I Other Payer Amount 
Paid Qualifier HC 0.0% 0.3% 0.2%
M/I Prescription Origin 
Code 33 0.0% 0.0% 0.0%


Cost Exceeds Maximum 78 0.1% 0.0% 0.1%
TOTAL    32.0% 31.1% 32.6%


                 CS Top 10 Reasons for Contact


8-Aug-12 9-Aug-12 10-Aug-12
Reason Count Percentage Count Percentage Count
CALL CENTER    15 19.0% 27 22.7% 31
INFO REQUEST   24 30.4% 40 33.6% 27
RETAIL CLAIMS  17 21.5% 21 17.7% 16
ELIG INQUIRY   7 8.9% 10 8.4% 6
Patient Advct  6 7.6% 7 5.9% 4
BROADVISION    1 1.3% 1 0.8% 2
Hot Topics     4 5.1% 5 4.2% 1
Card Benefit   1 1.3% 1 0.8% 1
SUPPLIES       0 0.0% 1 0.8% 0
Miscellaneous  0 0.0% 0 0.0% 0
YOUR RX        0 0.0% 0 0.0% 0
Benefit Elig   0 0.0% 0 0.0% 0
Other          4 5.1% 6 5.1% 7
Total          79 100.0% 119 100.0% 95







               PS Top 10 Reasons for Contact


8-Aug-12 9-Aug-12 10-Aug-12
Reason Count Percentage Count Percentage Count
RETAIL CLAIMS  61 43.3% 46 38.3% 38
INFO REQUEST   16 11.4% 21 17.5% 13
CALL CENTER    32 22.7% 21 17.5% 21
ELIG INQUIRY   32 22.7% 21 17.5% 18
RETAIL PHARMACI 0 0.0% 8 6.7% 0
BILLING        0 0.0% 0 0.0% 0
Other          0 0.0% 3 2.5% 3
Total          141 100.0% 120 100.0% 93







8/11/12 8/12/12 8/13/12 8/14/12 Weekly Total Month to date
Actual Actual Actual Actual
460 304 1284 1092 6197 12813
195 147 596 552 3006 6382
655 451 1880 1644 9203 19195
29.77 32.59 31.7 33.58 32.66 33.25


0 0 0 0 0 0
0 0 0 0 0 0
0 0 0 0 0 0
0 0 0 0 0 0


460 304 1284 1092 6197 12813
195 147 596 552 3006 6382
655 451 1880 1644 9203 19195
29.77 32.59 31.7 33.58 32.66 33.25


9.8% 0.0% 3.0% 4.0% 5.5% 5.2%


0.0% 0.0% 0.0% 0.0% 0.0% 0.0%


21.3% 7.3% 16.7% 16.8% 16.5% 16.3%


8/11/12 8/12/12 8/13/12 8/14/12 Weekly Total Month to date
Actual Actual Actual Actual


8.4% 8.0% 8.1% 8.7% 8.2% 8.9%
5.5% 7.5% 5.5% 6.7% 5.8% 6.0%
4.4% 5.5% 4.3% 5.4% 5.2% 5.3%


1.7% 2.2% 2.1% 1.9% 1.6% 1.6%
1.5% 2.2% 2.3% 1.8% 2.0% 1.9%


1.1% 0.7% 1.0% 1.7% 1.6% 1.4%


1.8% 1.1% 1.5% 1.5% 1.7% 1.6%


1.5% 0.4% 1.4% 1.3% 1.3% 1.4%


0.5% 0.2% 0.8% 0.8% 0.8% 1.0%


0.2% 0.0% 0.4% 0.6% 0.4% 0.3%
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CoventryCares of NV 1/1/13 Medicaid Implementation
Key Deliverables in Finish Date Order


Status Legend
ü Complete
6 Due to complete within 7 days
u Should have started
l Should have completed


Task 
#


Task 
Status Task Name Responsible Start Finish % 


Complete
26 Contact CoventryCares of Nevada to discuss objective & content of Pre-Implementation Client 


Questionnaire & send questionnaire to client confirming agreed upon completion date
Express Scripts 3/4/2013 3/4/2013 0%


32 Conduct Kick-Off Meeting CvtyCares of NV / Express Scripts 3/7/2013 3/7/2013 0%
747 Schedule & conduct initial Communication requirements session CvtyCares of NV / Express Scripts 3/5/2013 3/7/2013 0%
748 Obtain Contract and Implementation guarantees related to Communications for tracking CvtyCares of NV / Express Scripts 3/7/2013 3/7/2013 0%
750 Provide sample communications to CoventryCares of Nevada of full suite of communication materials Express Scripts 3/7/2013 3/7/2013 0%


263 Initial Plan Design Meeting/Discussion CvtyCares of NV / Express Scripts 3/8/2013 3/11/2013 0%
456 Define Specialty Program (ie: Drug Access Change, Pharmacy Access Change, Open Access, Direct 


Claim Pricing, Express Scripts Recommended Day Supply (MRDS) Accredo Day Supply and Copay 
Proration, etc) and Timeline


CvtyCares of NV / Express Scripts 3/12/2013 3/12/2013 0%


902 Determine IVR requirements CvtyCares of NV / Express Scripts 3/12/2013 3/12/2013 0%
268 Confirm Maintenance Drug List requirements CvtyCares of NV / Express Scripts 3/13/2013 3/13/2013 0%
413 Provide current Formulary Content CvtyCares of NV 3/11/2013 3/13/2013 0%
761 Confirm if CoventryCares of Nevada wants to utilize Specialty Awareness and Specialty Advantage 


programs (Voluntary patient acquisition programs)
CvtyCares of NV / Express Scripts 3/13/2013 3/13/2013 0%


1028 Schedule training on CWS Express Scripts 3/12/2013 3/13/2013 0%
53 Schedule recurring meetings with CoventryCares of Nevada CvtyCares of NV / Express Scripts 3/14/2013 3/14/2013 0%
54 Schedule recurring meetings with 3rd party vendors CvtyCares of NV / Express Scripts 3/14/2013 3/14/2013 0%


314 Obtain Cap drug list requirements from CoventryCares of Nevada CvtyCares of NV 3/12/2013 3/14/2013 0%
410 Formulary Requirements (Incentive, Closed, Open) defined CvtyCares of NV / Express Scripts 3/8/2013 3/14/2013 0%
537 Define Pharmacy Retail Network (standard or custom) CvtyCares of NV / Express Scripts 3/8/2013 3/14/2013 0%
959 Determine Co-Branded Website Requirements CvtyCares of NV / Express Scripts 3/13/2013 3/14/2013 0%
47 Provide signed Business Associate Agreement CvtyCares of NV 3/15/2013 3/15/2013 0%
58 Confirm CoventryCares of Nevada sent notification of benefit change to State's Dept of Health/Insurance Express Scripts 3/11/2013 3/15/2013 0%


211 Develop Account Structure CvtyCares of NV / Express Scripts 3/8/2013 3/15/2013 0%
960 Provide logo in appropriate format for web co-branding CvtyCares of NV 3/15/2013 3/15/2013 0%
264 Benefit setup requirements complete CvtyCares of NV / Express Scripts 3/12/2013 3/18/2013 0%
900 Determine Customer Service Requirements CvtyCares of NV / Express Scripts 3/12/2013 3/18/2013 0%
1135 Determine reporting requirements using Integrated Reporting Package (IRP) CvtyCares of NV / Express Scripts 3/15/2013 3/18/2013 0%
222 Define Automated Group Load (AGL) Requirements Express Scripts 3/14/2013 3/20/2013 0%
567 Confirm sign off received from CoventryCares of Nevada on file schedule & method of transmission for 


initial files and post Implementation files
CvtyCares of NV / Express Scripts 3/20/2013 3/20/2013 0%


616 Provide 1st Eligibility Test File - field/format validation CvtyCares of NV 3/20/2013 3/20/2013 0%
785 Communication requirements and timeline defined CvtyCares of NV / Express Scripts 3/20/2013 3/20/2013 0%
903 Approve IVR requirements CvtyCares of NV 3/20/2013 3/20/2013 0%
1061 Provide sample Encounter test file and companion document CvtyCares of NV 3/20/2013 3/20/2013 0%
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216 Account Structure signoff CvtyCares of NV 3/19/2013 3/21/2013 0%
275 Obtain CoventryCares of Nevada approval of Dispensed As Written (DAW) rule logic coverage CvtyCares of NV 3/21/2013 3/21/2013 0%
334 Benefit Requirements for Client Benefit Manager (CBM) captured/defined CvtyCares of NV / Express Scripts 3/20/2013 3/21/2013 0%
543 PPO (Preferred Provider Organization) Requirements confirmed Express Scripts 3/21/2013 3/21/2013 0%
573 Define Eligibility Requirements (Rules, Record Layouts, Media Types, Identifiers, Not Eligible 


Procedures)
CvtyCares of NV / Express Scripts / 
Vendor


3/13/2013 3/21/2013 0%


700 Approve Standard PAL / CDL Layout CvtyCares of NV 3/8/2013 3/21/2013 0%
740 Approve Standard Invoicing Requirements CvtyCares of NV 3/8/2013 3/21/2013 0%
904 Review training of CSRs (training plan, content, schedule) CvtyCares of NV / Express Scripts 3/21/2013 3/21/2013 0%
35 Review Client Implementation Satisfaction Survey categories and identify any areas of assessment to be 


added
CvtyCares of NV / Express Scripts 3/22/2013 3/22/2013 0%


1063 Provide 1st Encounter Test File to CoventryCares of Nevada - layout validation Express Scripts 3/22/2013 3/22/2013 0%
546 Provide Pharmacy Chain Listing approval CvtyCares of NV 3/22/2013 3/26/2013 0%
577 Approve Eligibility Requirements CvtyCares of NV 3/22/2013 3/26/2013 0%
1040 Approve Encounter File Requirements/Mapping CvtyCares of NV 3/20/2013 3/26/2013 0%
270 Maintenance Drug List approved CvtyCares of NV / Express Scripts 3/26/2013 3/27/2013 0%
820 Approve Welcome Kit Plan Summary CvtyCares of NV 3/21/2013 3/27/2013 0%
462 Approve proposed Specialty requirements CvtyCares of NV / Express Scripts 3/28/2013 3/28/2013 0%
807 Approve Welcome Kit Cover Letter & ID card CvtyCares of NV 3/21/2013 3/28/2013 0%
836 Receive Health, Allergy and Medication Questionnaire (HMQ) approval from client CvtyCares of NV 3/26/2013 3/28/2013 0%
1066 Approve 1st Encounter Test File - layout validation CvtyCares of NV 3/27/2013 3/28/2013 0%
1082 Approve Pharmacy Network File Requirements/Mapping CvtyCares of NV 3/22/2013 3/28/2013 0%
426 Provide written approval of Formulary Content requirements CvtyCares of NV 3/26/2013 3/29/2013 0%
445 Approve Formulary (Sign Off On Member Guide Draft) CvtyCares of NV 3/26/2013 3/29/2013 0%
765 Approve Retail Strategy Optimization (RSO) Letters CvtyCares of NV 3/25/2013 3/29/2013 0%
768 Approve Specialty Advantage Letter CvtyCares of NV 3/25/2013 3/29/2013 0%
771 Approve Specialty Program Awareness Letter CvtyCares of NV 3/25/2013 3/29/2013 0%
790 Approve Communication requirements - Rough Draft CvtyCares of NV 3/29/2013 3/29/2013 0%
1067 Provide 2nd Encounter test file to CoventryCares of Nevada for with test data for testing with state Express Scripts 3/29/2013 3/29/2013 0%


1121 Provide 1st Behavioral Health Test File - layout validation CvtyCares of NV 3/29/2013 3/29/2013 0%
553 PPO Configuration complete Express Scripts 4/2/2013 4/2/2013 0%
557 Approve Pharmacy Announcement content CvtyCares of NV 4/2/2013 4/2/2013 0%
668 Review Final Requirements for Prescriber file CvtyCares of NV / Express Scripts 4/2/2013 4/2/2013 0%
705 Approve PAL (Post Adjudicated Layout) / CDL (Claims Detail Layout) Requirements CvtyCares of NV 4/1/2013 4/2/2013 0%
792 Approve Final Communication requirements CvtyCares of NV 4/2/2013 4/2/2013 0%
830 Confirm receipt of Welcome Kit Mail Order form CvtyCares of NV 3/27/2013 4/2/2013 0%
1110 Approve Behavioral Health File Requirements/Mapping CvtyCares of NV 4/1/2013 4/3/2013 0%
404 Approve Drug Plan CvtyCares of NV 4/1/2013 4/4/2013 0%
1070 Approve 2nd Encounter test file with test data for testing with state CvtyCares of NV 4/3/2013 4/4/2013 0%
1071 Submit approved 2nd Encounter test file to state CvtyCares of NV 4/5/2013 4/5/2013 0%
1125 Provide 2nd Behavioral Health test file CvtyCares of NV 4/5/2013 4/5/2013 0%
320 Provide Accumulator - DCO Requirements signoff CvtyCares of NV 4/4/2013 4/8/2013 0%
670 Approve Prescriber Requirements CvtyCares of NV 4/4/2013 4/8/2013 0%
1072 Confirm state approval of Encounter test file CvtyCares of NV 4/8/2013 4/8/2013 0%
298 Copay Drug List with Copayment Rules approved CvtyCares of NV 4/3/2013 4/9/2013 0%
1074 Provide 1st Production Encounter file to CoventryCares of Nevada for submission to state Express Scripts 4/9/2013 4/9/2013 0%
374 Approve Coverage Management Rules CvtyCares of NV 4/9/2013 4/11/2013 0%
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491 Review Secondary Benefits (a.k.a. COB) Requirements CvtyCares of NV / Express Scripts 4/2/2013 4/12/2013 0%
717 Verify EFT setup is in production (may take up to 90 days) for CDL file Express Scripts 4/12/2013 4/12/2013 0%
1093 Provide 1st Pharmacy Network Test File - layout validation Express Scripts 4/12/2013 4/12/2013 0%
1129 Provide 1st Production Behavioral Health file CvtyCares of NV 4/12/2013 4/12/2013 0%
883 Approve Card Proof & Billing Sheet after comparing to client approved version, verifying ID # is non SSN 


or client assigned, CS 800#, client logo/name, group/umbrella #, form #s, & if applicable, dependent 
name set-up and sticker indicator LBL


Express Scripts 4/15/2013 4/15/2013 0%


303 Copay grid finalized and approved CvtyCares of NV 4/4/2013 4/17/2013 0%
559 Verify Pharmacy Announcement Letter emailing complete Express Scripts 4/15/2013 4/17/2013 0%
1132 Load 1st Production Behavioral Health file Express Scripts 4/17/2013 4/17/2013 0%
362 Approve Clinical Bundle and Pricing CvtyCares of NV 4/17/2013 4/19/2013 0%
598 Verify EFT setup is in production (may take up to 90 days) for eligibility file Express Scripts 4/19/2013 4/19/2013 0%
679 Verify EFT setup is in production (may take up to 90 days) for Prescriber file Express Scripts 4/19/2013 4/19/2013 0%
1147 Develop Testing Strategy/Timeline Express Scripts 4/17/2013 4/19/2013 0%
387 Clinical Setup complete Express Scripts 4/19/2013 4/22/2013 0%
408 Drug Coverage Setup complete CvtyCares of NV / Express Scripts 4/22/2013 4/22/2013 0%
730 Provide signed Client Authorization Letter to Express Scripts Account Team CvtyCares of NV 4/22/2013 4/22/2013 0%
499 Review Secondary Benefits (a.k.a. COB) - Government Subrogation Requirements CvtyCares of NV / Express Scripts 4/17/2013 4/23/2013 0%
508 Review Secondary Benefits (a.k.a. COB) - Medicare Part B Requirements CvtyCares of NV / Express Scripts 4/17/2013 4/23/2013 0%
1025 CWS department to confirm connection with CoventryCares of Nevada users (CRITICAL - in order to 


lock in training date)
Express Scripts 4/17/2013 4/23/2013 0%


870 Approve the scan received from Card Ops and post approval to BA Express Scripts 4/25/2013 4/25/2013 0%
1027 Client Website (CWS) User Access confirmed CvtyCares of NV / Express Scripts 4/25/2013 4/25/2013 0%
231 Verify EFT setup is in production (may take up to 90 days) for AGL file Express Scripts 4/26/2013 4/26/2013 0%
1097 Provide 2nd Pharmacy Network test file Express Scripts 4/26/2013 4/26/2013 0%
220 Group build/ clean-up complete Express Scripts 4/23/2013 4/29/2013 0%
991 Determine eSD requirements including all client user names, IDs and SSNs and if eSD will be required 


to review CAT test results
CvtyCares of NV / Express Scripts 4/29/2013 4/29/2013 0%


685 Provide Prescriber Full Test file CvtyCares of NV / Vendor 4/30/2013 4/30/2013 0%
735 Confirm confidentiality agreement is signed and returned to Express Scripts 3rd Party Vendor 4/30/2013 4/30/2013 0%
501 Provide signed Government Subrogation Agreement Letter CvtyCares of NV 4/26/2013 5/2/2013 0%
510 Provide signed Medicare Part B Agreement Letter CvtyCares of NV 4/29/2013 5/3/2013 0%
529 Approve Reviews & Appeals letters CvtyCares of NV 4/30/2013 5/3/2013 0%
662 Verify EFT setup is in production (may take up to 90 days) for Eligibility Feedback file Express Scripts 5/3/2013 5/3/2013 0%
624 Provide 1st Full Positive Test file - Express Scripts Group # CvtyCares of NV 5/6/2013 5/6/2013 0%
852 Approve Direct Claim Reject Letter CvtyCares of NV 4/30/2013 5/6/2013 0%
644 Request list of CoventryCares of Nevada VIPS from key groups & schedule setup verification to ensure 


100% accurate
CvtyCares of NV 5/7/2013 5/7/2013 0%


252 Provide Automated Group Load (AGL) 1st Test File CvtyCares of NV 5/9/2013 5/9/2013 0%
1029 Train-the-Trainers on Client Website (CWS) CvtyCares of NV / Express Scripts 5/8/2013 5/9/2013 0%
1223 Define requirements for Connectivity needs at the client site for implementation training & support CvtyCares of NV / Express Scripts 5/6/2013 5/9/2013 0%


36 Perform mid-implementation review of Client Implementation Satisfaction Survey categories to determine 
CoventryCares of Nevada's assessment of Express Scripts's performance


CvtyCares of NV / Express Scripts 5/13/2013 5/13/2013 0%


254 Provide AGL Pre-Edit Report of 1st Test File to CoventryCares of Nevada Express Scripts 5/13/2013 5/13/2013 0%
631 Provide 2nd Positive Eligibility Test file - Changes CvtyCares of NV 5/10/2013 5/13/2013 0%
689 Provide Prescriber Production file CvtyCares of NV / Vendor 5/13/2013 5/13/2013 0%
232 Review AGL Load Requirements with CoventryCares of Nevada CvtyCares of NV / Express Scripts 5/10/2013 5/14/2013 0%
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255 Review & approve AGL Pre-Edit Test Results CvtyCares of NV 5/14/2013 5/14/2013 0%
691 Approve Prescriber Production file CvtyCares of NV 5/15/2013 5/15/2013 0%
257 Provide AGL Production File CvtyCares of NV 5/16/2013 5/16/2013 0%
1009 Confirm Connection - Client eSD Team to confirm the connection to eService Delivery (CRITICAL - in 


order to lock in training date)
CvtyCares of NV / Express Scripts 5/10/2013 5/16/2013 0%


1012 eSERVICE Delivery (eSD) User Access confirmed CvtyCares of NV / Express Scripts 5/16/2013 5/16/2013 0%
1018 Schedule training on eSD Express Scripts 5/9/2013 5/16/2013 0%
258 Receive & Review AGL Production File Express Scripts 5/17/2013 5/17/2013 0%
260 Load AGL Production File Express Scripts 5/17/2013 5/17/2013 0%
884 Final approval of Welcome Package as a whole with all approved components CvtyCares of NV 5/15/2013 5/17/2013 0%
635 Provide 1st Full Positive - Eligibility Production File CvtyCares of NV 5/20/2013 5/20/2013 0%
1151 Obtain CoventryCares of Nevada approval of test plan CvtyCares of NV 5/16/2013 5/20/2013 0%
1188 Approve CAT Claims testing CvtyCares of NV 5/20/2013 5/20/2013 0%
693 Load Prescriber Production file Express Scripts 5/16/2013 5/21/2013 0%
857 Confirm Direct Claim Reject Letter is loaded to CoventryCares of Nevada web Express Scripts 5/21/2013 5/21/2013 0%
640 Load 1st Full Positive - Eligibility Production File Express Scripts 5/22/2013 5/22/2013 0%
645 Confirm CoventryCares of Nevada VIP member setup is complete and accurate (PAs, claims history, 


mail order, etc)
CvtyCares of NV 5/23/2013 5/23/2013 0%


234 Automated Group Load (AGL) requirements approved CvtyCares of NV 5/20/2013 5/24/2013 0%
642 Eligibility in Production @ Express Scripts Express Scripts 5/24/2013 5/24/2013 0%
1050 Verify EFT setup is in production (may take up to 90 days) for Encounter file Express Scripts 6/3/2013 6/3/2013 0%
1091 Pharmacy Network File setup complete - Express Scripts internal signoff Express Scrips 6/3/2013 6/3/2013 0%
1119 Behavioral Health File setup complete - Express Scripts internal signoff Express Scrips 6/3/2013 6/3/2013 0%
885 Ship or Mail Welcome Package to CoventryCares of Nevada and/or Members Express Scripts 5/22/2013 6/5/2013 0%
1168 CAT scenarios approved, if required CvtyCares of NV 6/3/2013 6/5/2013 0%
1019 Train-the-Trainers on eSerrvice Delivery (eSD) - Start Training Rollout CvtyCares of NV / Express Scripts 6/6/2013 6/7/2013 0%
946 Complete Consumer Website Setup for production CvtyCares of NV / Express Scripts 6/11/2013 6/11/2013 0%
1101 Provide 1st Production Pharmacy Network file Express Scripts 6/11/2013 6/11/2013 0%
1104 Load 1st Production Pharmacy Network file CvtyCares of NV 6/14/2013 6/14/2013 0%
1196 Approve PAL / CDL test results CvtyCares of NV / Express Scripts 6/17/2013 6/17/2013 0%
173 Confirm all CoventryCares of Nevada's sign offs have been attached to BA Tool for audit compliance CvtyCares of NV / Express Scripts 6/18/2013 6/18/2013 0%


1219 Determine On-Site Support Requirements for implementation CvtyCares of NV / Express Scripts 6/18/2013 6/18/2013 0%
1220 Set up Client Readiness meeting CvtyCares of NV / Express Scripts 6/18/2013 6/18/2013 0%
1232 Establish schedule for daily meetings from date of implementation through 2 weeks post Implementation; 


one for internal team another with client
CvtyCares of NV / Express Scripts 6/24/2013 6/24/2013 0%


1059 Encounter File setup complete - Express Scripts internal signoff Express Scrips 7/8/2013 7/8/2013 0%
1077 Send 1st Production Encounter file to state CvtyCares of NV 7/10/2013 7/10/2013 0%
1258 Transition CoventryCares of Nevada to Account Service Team Express Scripts 7/18/2013 7/18/2013 0%
1254 Receive response to Implementation Survey from CoventryCares of Nevada CvtyCares of NV 7/19/2013 7/19/2013 0%
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CoventryCares of NV 1/1/13 Medicaid Implementation
Project Plan


ID Key WBS Task Name Pred Dur % Comp Start Finish Resource Team 
Leader Notes


0 Yes CoventryCares of NV 1/1/13 Medicaid Implementation 106.5 d 0% 3/4/13 8/1/13
1 No 1 IMPLEMENTATION CONTROL 85 d 0% 3/4/13 7/1/13
2 No 1.1 Establish Project Dates - Anchor Dates 85 d 0% 3/4/13 7/1/13
3 No 1.1.1 CoventryCares of Nevada Start Date 0 d 0% 3/4/13 3/4/13 IPM IPM
4 No 1.1.2 Calculated Implementation date based on Start Date 0 d 0% 7/1/13 7/1/13 PM PM


5 No 1.1.3 Planned Implementation Date 1 d 0% 7/1/13 7/1/13 PM PM
6 No 1.1.4 Official QC Date 5FS-48 d 1 d 0% 4/24/13 4/24/13 PM PM Note: QC is week before CAT 


Start
7 No 1.1.5 CAT Start Date 5FS-44 d 1 d 0% 4/30/13 4/30/13 PM PM Note: CAT start is 2 months 


before Go Live
8 No 1.2 Start Up 3 51 d 0% 3/4/13 5/13/13
9 No 1.2.1 Build Team List (Assign Resources, including 


Implementation Mgr.)
4 d 0% 3/4/13 3/7/13 ID,IPM IPM Assess need for Technical Lead, 


QA Lead, and/or Project Manager


10 No 1.2.2 ORG ID / Carrier Setup 14 d 0% 3/4/13 3/21/13
11 No 1.2.2.1 Submit Org ID/ Carrier # Assignment Form as directed 3 1 d 0% 3/4/13 3/4/13 IPM IPM


12 No 1.2.2.2 Receive Org ID & Carrier Number from Finance 11FS+5 d 1 d 0% 3/12/13 3/12/13 IPM IPM
13 No 1.2.2.3 Confirm Org ID and carrier(s) are assigned and in the 


PTS system
12 1 d 0% 3/13/13 3/13/13 CBA CP-


CBM
CBA CP-
CBM


14 No 1.2.2.4 If CoventryCares of Nevada has more than one carrier 
# or more than one umbrella group which is shared 
across the lines of business, reference e-catalogue and 
set up carrier lock as indicated


13 5 d 0% 3/14/13 3/20/13 CBA CP-
CBM


CBA CP-
CBM


15 No 1.2.2.5 If carrier lock setup is required, verify the carrier lock 
set up is accurate


14 1 d 0% 3/21/13 3/21/13 CBA CP-
CBM


CBA CP-
CBM


16 No 1.2.3 Receive Request For Proposal (RFP) Document From 
Sales


3 1 d 0% 3/4/13 3/4/13 IPM VP Sales


17 No 1.2.4 Initialize the project plan template with CoventryCares of 
Nevada and key dates


3 1 d 0% 3/4/13 3/4/13 PM PM


18 Yes 1.2.5 Contact CoventryCares of Nevada to discuss objective & 
content of Pre-Implementation Client Questionnaire & 
send questionnaire to client confirming agreed upon 
completion date


1 d 0% 3/4/13 3/4/13 IPM IPM For Medicaid installs - review 
Medicaid specific questionnaire


19 No 1.2.6 Internal Pre-Kick-Off planning session - Discuss 
CoventryCares of Nevada including initialization of project 
plan draft


1 d 0% 3/4/13 3/4/13 IPM IPM


20 No 1.2.7 Review Critical Path timeline with CoventryCares of 
Nevada's project lead prior to kick off meeting to ensure 
understanding


17 1 d 0% 3/5/13 3/5/13 IPM IPM


21 No 1.2.8 Siebel Setup 9 d 0% 3/13/13 3/25/13
22 No 1.2.8.1 Confirm CoventryCares of Nevada added to Siebel 


Note: If already in Siebel, if identified as a prospect, 
change them from a "prospect" to a "client"


13SS 1 d 0% 3/13/13 3/13/13 CBA CP-
CBM


CBA CP-
CBM


Page 1 of 60 Coventry Cares of Nevada ProjectPlan 11-05-12







ID Key WBS Task Name Pred Dur % Comp Start Finish Resource Team 
Leader Notes


23 No 1.2.8.2 Create Service Request in Siebel for BA access 22FS+5 d 2 d 0% 3/21/13 3/22/13 AM AM
24 No 1.2.8.3 Update Siebel if new umbrella or carrier number is 


required (transfers only)
32FS-3 
d,23


1 d 0% 3/25/13 3/25/13 AM AM


25 No 1.2.8.4 Add Implementation Team members to Siebel with their 
respective roles so they can access CoventryCares of 
Nevada in the Benefit Administrator (BA)


23FF 1 d 0% 3/22/13 3/22/13 AM AM


26 Yes 1.2.9 Contact CoventryCares of Nevada to discuss objective & 
content of Pre-Implementation Client Questionnaire & 
send questionnaire to client confirming agreed upon 
completion date


3 1 d 0% 3/4/13 3/4/13 IPM IPM


27 No 1.2.10 Obtain and review Documentation Retention Checklist to 
be mindful of what needs to be retained throughout the 
implementation


26 1 d 0% 3/5/13 3/5/13 IPM IPM


28 No 1.2.11 Create the modules needed for CoventryCares of Nevada 
and update the activity for the NCPC report


24 1 d 0% 3/26/13 3/26/13 CBA CP-
CBM


CBA CP-
CBM


29 No 1.2.12 Receive Copy of Contract (even if draft form) or Memo-of-
Understanding


3 1 d 0% 3/4/13 3/4/13 NAE NAE


30 No 1.2.13 Establish weekly internal meetings 3FS+5 d 1 d 0% 3/11/13 3/11/13 CBA CP-
CBM


CBA CP-
CBM


31 No 1.2.14 Create CoventryCares of Nevada Client Binders for Kick-
off Meeting


3 2.5 d 0% 3/4/13 3/6/13 CBA CP-
CBM


CBA CP-
CBM


32 Yes 1.2.15 Conduct Kick-Off Meeting 19FS+2 
d,31


1 d 0% 3/7/13 3/7/13 IPM IPM


33 No 1.2.16 Add the various CoventryCares of Nevada contacts to 
Siebel with their roles to enable names to be used to sign 
off on the BA modules


32 1 d 0% 3/8/13 3/8/13 AM AM


34 No 1.2.17 Client Implementation Satisfaction Survey 37 d 0% 3/22/13 5/13/13 IPM
35 Yes 1.2.17.1 Review Client Implementation Satisfaction Survey 


categories and identify any areas of assessment to be 
added


32FS+10 
d


1 d 0% 3/22/13 3/22/13 IPM IPM


36 Yes 1.2.17.2 Perform mid-implementation review of Client 
Implementation Satisfaction Survey categories to 
determine CoventryCares of Nevada's assessment of 
Express Scripts's performance


35FS+18 
d,5FS-35 
d


1 d 0% 5/13/13 5/13/13 IPM IPM


37 No 1.2.18 Automated Outbound Calls (AOM) 10 d 0% 3/15/13 3/28/13 IPM
38 No 1.2.18.1 Determine if membership has a Spanish speaking 


population. If yes, confirm if CoventryCares of Nevada 
will "opt" out of outbound messaging program


32FS+5 d 1 d 0% 3/15/13 3/15/13 IPM IPM


39 No 1.2.18.2 Contact Automated Outbound Messaging Team 
(Charles Butler) if CoventryCares of Nevada will opt out 
of outbound messaging program due to Spanish 
speaking population


38 1 d 0% 3/18/13 3/18/13 IPM IPM


40 No 1.2.18.3 Confirm Automated Outbound Messaging Team 
(Charles Butler) has completed opt out for the outbound 
messaging program for CoventryCares of Nevada


39FS+7 d 1 d 0% 3/28/13 3/28/13 IPM IPM


41 No 1.2.19 Express Scripts IHI e-Mail Transmission Checklist - 
Confirm CoventryCares of Nevada's contact for secure 
email setup


32FS+10 
d


1 d 0% 3/22/13 3/22/13 IPM IPM
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42 No 1.2.20 Create IRC SharePoint site, grant access, and 
communicate to team


3FS+10 d 1 d 0% 3/18/13 3/18/13 IPM IPM


43 No 1.2.21 Establish weekly clinical meetings with CoventryCares of 
Nevada


32FS+2 d 1 d 0% 3/12/13 3/12/13 ClinOps ClinOps


44 No 1.2.22 Verify CoventryCares of Nevada Email Size Capacity - 
Communicate capacity to all team members & if 
expansion required, work with technical staff at Express 
Scripts & client to resolve


41FF 5 d 0% 3/18/13 3/22/13 IPM IPM


45 No 1.2.23 Business Associate Agreement 13 d 0% 3/14/13 4/1/13 VP Sales
46 No 1.2.23.1 Prepare draft Business Associate Agreement and send 


to CoventryCares of Nevada for signature
3FS+8 d 1 d 0% 3/14/13 3/14/13 VP Sales VP Sales


47 Yes 1.2.23.2 Provide signed Business Associate Agreement 46 1 d 0% 3/15/13 3/15/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


48 No 1.2.23.3 Receive Signed Business Associate Agreement and 
forward to Legal and file on Benefit Administrator (BA) 
Tool


47FS+10 
d


1 d 0% 4/1/13 4/1/13 VP Sales VP Sales


49 No 1.2.24 IT Capacity Planning 18 d 0% 3/18/13 4/10/13 IPM
50 No 1.2.24.1 IT Capacity Planning - Gather Volume data by month 


with 2 year projection from CoventryCares of Nevada 
for IT Planning & Create IT Capacity spreadsheet


44SS 15 d 0% 3/18/13 4/5/13 IPM IPM Note: Volume data by month for 
24 months after installation 
including Lives Added, Retail 
Claim Volume, Mail Claim 
Volume, Call Center Volume, 
CSRs Added, Consumer Web 
Contacts, Consumer Web 
Registrations, Client Web 
Contacts, e-SD User volume, 
CSR Web...


51 No 1.2.24.2 Provide IT Planning (Rob Lerner) with the volume data 
by month with 2 year projection for CoventryCares of 
Nevada (See Notes for specific information 
requirements)


50 3 d 0% 4/8/13 4/10/13 IPM IPM


52 No 1.3 Implementation Meetings 1 d 0% 3/14/13 3/14/13
53 Yes 1.3.1 Schedule recurring meetings with CoventryCares of 


Nevada
3FS+8 d 1 d 0% 3/14/13 3/14/13 IPM IPM


54 Yes 1.3.2 Schedule recurring meetings with 3rd party vendors 53FF 1 d 0% 3/14/13 3/14/13 IPM IPM
55 No 1.4 CLASS phase gate checklist signoff 356 1 d 0% 4/25/13 4/25/13 IPM IPM
56 Yes 2 STATE SPECIFIC REQUIREMENTS 8 d 0% 3/6/13 3/15/13 IPM
57 No 2.1 Review Field Solution Portal (Medicaid) for State specific 


guidance and add tasks as needed
32FS+5 d 1 d 0% 3/15/13 3/15/13 IPM IPM Note: To access portal: 


https://internal.Express 
Scripts.com/AM/Pages/AMProdu
cts.aspx?Category=Products%20
and%20Services&SubCategory=
Medicaid&Topic=


58 Yes 2.2 Confirm CoventryCares of Nevada sent notification of benefit 
change to State's Dept of Health/Insurance


3FS+5 d 5 d 0% 3/11/13 3/15/13 NAE,IPM IPM


59 No 2.3 Determine if any medications should be withheld from 
Formulary Rebates (especially important for Medicaid 
clients)


58FF 8 d 0% 3/6/13 3/15/13 ClinOps CAE
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60 No 3 REQUIREMENTS MANAGEMENT 76 d 0% 3/4/13 6/18/13 Need to add Medicaid related 
PTS's such as, Encounter File, 
Behavioral Health file, Pharmacy 
Network File and POS Reject 
message


61 No 3.1 Schedule PTS for Custom Requirements 57 d 0% 3/7/13 5/24/13
62 No 3.1.1 If kick-off occurs less than 90 days prior to 


implementation date, notify functional areas that 
escalations will be required minimally for data on boarding


32SS 1 d 0% 3/7/13 3/7/13 ID ID


63 No 3.1.2 CRD Complete for Custom Requirements 2 d 0% 3/7/13 3/8/13 IPM
64 No 3.1.2.1 CRD BA module submitted and Express Scripts 


approved for XXX - PTS # XXXXXXX
32SS 2 d 0% 3/7/13 3/8/13 IPM IPM


65 No 3.1.2.2 Verify with IM and Pipeline Manager which additional 
SDLC tasks are needed (BRD, FRD, Lock, etc) - PTS 
# XXXXXXX


64SS 1 d 0% 3/7/13 3/7/13 PM PM


66 No 3.1.2.3 CRD BA module submitted and Express Scripts 
approved for YYY - PTS # YYYYYYY


64FF 2 d 0% 3/7/13 3/8/13 IPM IPM


67 No 3.1.2.4 Verify with IM and Pipeline Manager which additional 
tasks are needed (BRD, FRD, Lock, etc) - PTS # 
YYYYYYY


66SS 1 d 0% 3/7/13 3/7/13 PM PM


68 No 3.1.3 Triage Complete for Custom Requirements 7 d 0% 3/12/13 3/20/13 IPM
69 No 3.1.3.1 Triage meeting assessment complete for XXX - PTS # 


XXXXXXX
64SS+3 d 7 d 0% 3/12/13 3/20/13 IPM IPM


70 No 3.1.3.2 Triage meeting assessment complete for YYY - PTS # 
YYYYYYY


66SS+3 d 7 d 0% 3/12/13 3/20/13 IPM IPM


71 No 3.1.4 BRD Complete for Custom Requirements 3 d 0% 3/13/13 3/15/13 PL MGR
72 No 3.1.4.1 BRD written & approved for XXX - PTS # XXXXXXX 64FS+2 d 3 d 0% 3/13/13 3/15/13 PL MGR PL MGR
73 No 3.1.4.2 BRD Kick Off Meeting for XXX - PTS # XXXXXXX 72SS 1 d 0% 3/13/13 3/13/13 PL MGR PL MGR
74 No 3.1.4.3 BRD Work Session Meeting for XXX - PTS # 


XXXXXXX
73 1 d 0% 3/14/13 3/14/13 PL MGR PL MGR


75 No 3.1.4.4 BRD written & approved for YYY - PTS # YYYYYYY 66FS+2 d 3 d 0% 3/13/13 3/15/13 PL MGR PL MGR
76 No 3.1.4.5 BRD Kick Off Meeting for YYY - PTS # YYYYYYY 75SS 1 d 0% 3/13/13 3/13/13 PL MGR PL MGR
77 No 3.1.4.6 BRD Work Session Meeting for YYY - PTS # 


YYYYYYY
76 1 d 0% 3/14/13 3/14/13 PL MGR PL MGR


78 No 3.1.5 FRD Complete for Custom Requirements 5 d 0% 3/18/13 3/22/13 PL MGR
79 No 3.1.5.1 Review if a new benefit configuration parameter is 


required for PTS # XXXXXXX. If yes, update the 
configuration tool (CBM, CRS, etc.) based on client 
needs


72 3 d 0% 3/18/13 3/20/13 PL MGR PL MGR


80 No 3.1.5.2 FRD written & approved for XXX - PTS # XXXXXXX 72FS+3 d 2 d 0% 3/21/13 3/22/13 PL MGR PL MGR
81 No 3.1.5.3 Review if a new benefit configuration parameter is 


required for PTS # XXXXXXX. If yes, update the 
configuration tool (CBM, CRS, etc.) based on client 
needs


75 3 d 0% 3/18/13 3/20/13 PL MGR PL MGR


82 No 3.1.5.4 FRD written & approved for YYY - PTS # YYYYYYY 75FS+3 d 2 d 0% 3/21/13 3/22/13 PL MGR PL MGR
83 No 3.1.6 Confirm Levels of Effort (LOE) in PTS 2 d 0% 3/25/13 3/26/13
84 No 3.1.6.1 LOE for Release #1 - MM/DD/YY 2 d 0% 3/25/13 3/26/13
85 No 3.1.6.1.1 LOE in PTS for XXX - PTS # XXXXXXX 80 2 d 0% 3/25/13 3/26/13 PL MGR PL MGR
86 No 3.1.6.2 LOE for Release #2 - MM/DD/YY 2 d 0% 3/25/13 3/26/13
87 No 3.1.6.2.1 LOE in PTS for YYY - PTS # YYYYYYY 82 2 d 0% 3/25/13 3/26/13 PL MGR PL MGR
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88 No 3.1.7 Secure Funding for Custom Requirements 5 d 0% 3/27/13 4/2/13
89 No 3.1.7.1 Funding Secured for XXX - PTS # XXXXXXX 85 5 d 0% 3/27/13 4/2/13 PL MGR PL MGR
90 No 3.1.7.2 Funding Secured for YYY - PTS # YYYYYYY 87 5 d 0% 3/27/13 4/2/13 PL MGR PL MGR
91 No 3.1.8 Lock & Schedule PTS for Custom Requirements 2 d 0% 4/3/13 4/4/13
92 No 3.1.8.1 Lock & Schedule for Release #1 - MM/DD/YY 2 d 0% 4/3/13 4/4/13
93 No 3.1.8.1.1 PTS locked & scheduled for XXX - PTS # XXXXXXX 89 2 d 0% 4/3/13 4/4/13 PL MGR PL MGR
94 No 3.1.8.2 Lock & Schedule for Release #2 - MM/DD/YY 2 d 0% 4/3/13 4/4/13
95 No 3.1.8.2.1 PTS locked & scheduled for YYY - PTS # YYYYYYY 90 2 d 0% 4/3/13 4/4/13 PL MGR PL MGR


96 No 3.1.8.3 All PTSs for CoventryCares of Nevada Implementation 
locked & scheduled


92FF,94F
F


1 d 0% 4/4/13 4/4/13 PL MGR PL MGR


97 No 3.1.9 TSD 5 d 0% 4/5/13 4/11/13
98 No 3.1.9.1 TSD for Release #1 - MM/DD/YY 5 d 0% 4/5/13 4/11/13
99 No 3.1.9.1.1 TSD for XXX - PTS # XXXXXXX 93 5 d 0% 4/5/13 4/11/13 PL MGR PL MGR
100 No 3.1.9.2 TSD for Release #2 - MM/DD/YY 5 d 0% 4/5/13 4/11/13
101 No 3.1.9.2.1 TSD for YYY - PTS # YYYYYYY 95 5 d 0% 4/5/13 4/11/13 PL MGR PL MGR
102 No 3.1.10 Code & Unit Test 12 d 0% 4/12/13 4/29/13
103 No 3.1.10.1 Code & Unit Test for Release #1 - MM/DD/YY 12 d 0% 4/12/13 4/29/13
104 No 3.1.10.1.1 Code & Unit Test for XXX - PTS # XXXXXXX 99SS+5 d 12 d 0% 4/12/13 4/29/13 PL MGR PL MGR
105 No 3.1.10.2 Code & Unit Test for Release #2 - MM/DD/YY 12 d 0% 4/12/13 4/29/13
106 No 3.1.10.2.1 Code & Unit Test for YYY - PTS # YYYYYYY 101SS+5 


d
12 d 0% 4/12/13 4/29/13 PL MGR PL MGR


107 No 3.1.11 Quality Assurance (QA) & Integration Test 26 d 0% 4/19/13 5/24/13
108 No 3.1.11.1 QA & Integration Test for Release #1 - MM/DD/YY 21 d 0% 4/19/13 5/17/13 CBA QC-


Test
109 No 3.1.11.1.1 Review and Assess PTS XXXXXXX to determine 


impact to set up configuration
104SS+5 
d


1 d 0% 4/19/13 4/19/13 CBA QC-
Test


CBA QC-
Test


110 No 3.1.11.1.2 Update CBM based on PTS XXXXXXX's 
configuration parameters


109 1 d 0% 4/22/13 4/22/13 CBA QC-
Test


CBA QC-
Test


111 No 3.1.11.1.3 QC updates in CBM due to PTS XXXXXXXX 
requirements


110 1 d 0% 4/23/13 4/23/13 CBA QC-
Test


CBA QC-
Test


112 No 3.1.11.1.4 Document CAT testing scenarios based on PTS 
XXXXXXX's configuration parameters to ensure set 
ups are accurate


111 1 d 0% 4/24/13 4/24/13 CBA QC-
Test


CBA QC-
Test


113 No 3.1.11.1.5 Quality Assurance (QA) & Integration Test for XXX - 
PTS # XXXXXXX


104FS+4 
d


10 d 0% 5/6/13 5/17/13 PL MGR PL MGR


114 No 3.1.11.1.6 Review CRD, BRD, etc and make updates based on 
final approach for PTS (for example, CBM set-up) for 
XXX - PTS # XXXXXXX


113SS+2 
d


1 d 0% 5/8/13 5/8/13 CBA QC-
Test


CBA QC-
Test


115 No 3.1.11.2 QA & Integration Test for Release #2 - MM/DD/YY 26 d 0% 4/19/13 5/24/13 CBA QC-
Test


116 No 3.1.11.2.1 Review and Assess PTS YYYYYYYY to determine 
impact to set up configuration


106SS+5 
d


1 d 0% 4/19/13 4/19/13 CBA QC-
Test


CBA QC-
Test


117 No 3.1.11.2.2 Update CBM based on PTS YYYYYYYY's 
configuration parameters


116 1 d 0% 4/22/13 4/22/13 CBA QC-
Test


CBA QC-
Test


118 No 3.1.11.2.3 QC updates in CBM due to PTS YYYYYYYY 
requirements


117 1 d 0% 4/23/13 4/23/13 CBA QC-
Test


CBA QC-
Test


119 No 3.1.11.2.4 Document CAT testing scenarios based on PTS 
YYYYYYYY's configuration parameters to ensure set 
ups are accurate


118 1 d 0% 4/24/13 4/24/13 CBA QC-
Test


CBA QC-
Test
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120 No 3.1.11.2.5 Quality Assurance (QA) & Integration Test for YYY - 
PTS # YYYYYYY


106FS+9 
d


10 d 0% 5/13/13 5/24/13 PL MGR PL MGR


121 No 3.1.11.2.6 Review CRD, BRD, etc and make updates based on 
final approach for PTS (for example, CBM set-up) for 
YYY - PTS # YYYYYYY


120SS+2 
d


1 d 0% 5/15/13 5/15/13 CBA QC-
Test


CBA QC-
Test


122 No 3.1.12 Production Live 1 d 0% 5/24/13 5/24/13
123 No 3.1.12.1 Production Live for Release #1 - MM/DD/YY 1 d 0% 5/24/13 5/24/13
124 No 3.1.12.1.1 Production Live for XXX - PTS # XXXXXXX 113FS+4 


d
1 d 0% 5/24/13 5/24/13 PL MGR PL MGR


125 No 3.1.12.2 Production Live for Release #2 - MM/DD/YY 1 d 0% 5/24/13 5/24/13
126 No 3.1.12.2.1 Production Live for YYY - PTS # YYYYYYY 120FF 1 d 0% 5/24/13 5/24/13 PL MGR PL MGR
127 No 3.2 Requirements Summit 9 d 0% 3/11/13 3/21/13 IPM
128 No 3.2.1 Determine need for Requirements Summit 63 1 d 0% 3/11/13 3/11/13 IPM IPM Note: Typically only required for 


very large, complex installations


129 No 3.2.2 Schedule Requirements Summit and invite all areas 
identified in Triage as well as areas impacted by non 
custom requirements


128 1 d 0% 3/12/13 3/12/13 IPM IPM


130 No 3.2.3 Distribute the updated CRDs for pre-Summit review by 
impacted areas to review


129 1 d 0% 3/13/13 3/13/13 IPM IPM


131 No 3.2.4 Conduct Requirements Summit - Discuss CRDs & work 
with impacted areas to expedite process


130FS+5 
d


1 d 0% 3/21/13 3/21/13 IPM IPM


132 No 3.3 Benefit Administrator (BA) & Client Requirement 
Assistant (CRA) Approvals


76 d 0% 3/4/13 6/18/13 IPM Note: When the module is 
submitted count as 50% 
complete. When client sign off is 
complete, mark as 100%.


133 No 3.3.1 Confirm via email to team that project plan reflects all 
required BA modules and CRAs, shows the correct 
expected completion dates, and identifies the team 
member responsible


1 d 0% 3/4/13 3/4/13 PM,IPM PM


134 No 3.3.2 BA (Benefit Administrator) Modules 75 d 0% 3/5/13 6/18/13
135 No 3.3.2.1 BA - Account Structure 216 1 d 0% 3/22/13 3/22/13 IPM IPM
136 No 3.3.2.2 BA - A/R Module 24 1 d 0% 3/26/13 3/26/13 IPM IPM Required to kick off A/R Transfer


137 No 3.3.2.3 BA - Billing Requirements 705FF 1 d 0% 4/2/13 4/2/13 IPM IPM
138 No 3.3.2.4 BA - CBM Setup 348 1 d 0% 4/8/13 4/8/13 CBA CP-


CBM
CBA CP-
CBM


139 No 3.3.2.5 BA - CDUR - Complete module 32FS+20 
d


10 d 0% 4/5/13 4/18/13 ClinOps ClinOps Note: Dependency on receiving 
info from previous vendor


140 No 3.3.2.6 BA - CDUR - Obtain CoventryCares of Nevada 
approval


139 5 d 0% 4/19/13 4/25/13 ClinOps ClinOps Note: Dependency on receiving 
info from previous vendor


141 No 3.3.2.7 BA - Claims Data Setup 703FF,70
7


1 d 0% 4/18/13 4/18/13 TC-CM TC-CM


142 No 3.3.2.8 BA - Client Acceptance Testing 1171FF 1 d 0% 6/10/13 6/10/13 IPM IPM
143 No 3.3.2.9 BA - Client Requirements Document 63 1 d 0% 3/11/13 3/11/13 IPM IPM
144 No 3.3.2.10 BA - COB 493 1 d 0% 4/16/13 4/17/13 IPM IPM
145 No 3.3.2.11 BA - Copay 284FS-2 


d,307
1 d 0% 4/22/13 4/22/13 IPM IPM


146 No 3.3.2.12 BA - Copay Accumulator 320 1 d 0% 4/9/13 4/9/13 IPM IPM
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147 No 3.3.2.13 BA - Coverage Management - Complete module 363FF 9 d 0% 4/2/13 4/12/13 ClinOps ClinOps Note: Clin Ops completes module 
and CAE obtains client approval if 
non HP. If HP, ClinOps secures 
client approval. Dependency on 
receiving info from previous 
vendor


148 No 3.3.2.14 BA - Coverage Management - Obtain CoventryCares of 
Nevada approval


147 5 d 0% 4/15/13 4/19/13 ClinOps ClinOps Note: Dependency on receiving 
info from previous vendor


149 No 3.3.2.15 BA - CS Ops Communications 339,910F
F,908FF,9
09FF


1 d 0% 4/1/13 4/1/13 CBA CP-
CBM


CBA CP-
CBM


150 No 3.3.2.16 BA - Directs 133 1 d 0% 3/5/13 3/5/13 CBA CP-
CBM


CBA CP-
CBM


151 No 3.3.2.17 BA - Drug Coverage 267,395 1 d 0% 3/29/13 3/29/13 ClinOps ClinOps
152 No 3.3.2.18 BA - File Loads - Generic Requirements 572,133 1 d 0% 5/1/13 5/1/13 TC-DM TC-DM Note: TC opens a "Generic File 


Loads" This is needed to attach 
signoff documents that can't be 
attached to CRA; 501 docs, client 
approvals, etc. and/or any other 
relevant artifact therein for audit 
purposes. No need to complete 
individual file type BA...


153 No 3.3.2.19 BA - Formulary - Complete module 415FF,42
7FF


10 d 0% 3/19/13 4/1/13 ClinOps ClinOps Note: Dependency on receiving 
info from previous vendor


154 No 3.3.2.20 BA - Formulary - Obtain CoventryCares of Nevada 
approval


153 5 d 0% 4/2/13 4/8/13 ClinOps ClinOps Note: Dependency on receiving 
info from previous vendor


155 No 3.3.2.21 BA - HAP 202,206 1 d 0% 3/15/13 3/15/13 CBA CP-
CBM


CBA CP-
CBM


156 3.3.2.22 BA - Healthcare Reform (HCR) 522FF 1 d 0% 4/2/13 4/2/13 AM AM Note: If grandfathered plan, 
module includes IRO decision for 
enhanced reviews and appeals


157 No 3.3.2.23 BA - Insulin Method 153FF 1 d 0% 4/1/13 4/1/13 IPM IPM
158 No 3.3.2.24 BA - Member Communications 882 1 d 0% 4/16/13 4/16/13 CBA CP-


CBM
CBA CP-
CBM


159 No 3.3.2.25 BA - Member Website 943 1 d 0% 3/15/13 3/15/13 IPM IPM
160 No 3.3.2.26 BA – Outsource / Off-Shore Restrictions 45 1 d 0% 4/2/13 4/2/13 IPM IPM Note: Module is required 


regardless if there's a client 
restriction or not....


161 No 3.3.2.27 BA - Pricing (Confirm FA has submitted Pricing Module 
to Product Enrollment Services via BA Tool)


7FS+15 d 5 d 0% 5/22/13 5/29/13 IPM IPM


162 No 3.3.2.28 BA - QC Benefit Validation 356FF 1 d 0% 4/24/13 4/24/13 CBA CP-
CBM


CBA CP-
CBM


Note: Previously known as 
CLASS 3
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163 3.3.2.29 BA - Sensitive Client 158FF 1 d 0% 4/16/13 4/16/13 AM AM Note: Sensitive clients are 
excluded from certain member 
communications; i.e. all pharmacy 
benefit communications (direct 
mail, outbound calling programs, 
email) by the Enterprise Content 
& Campaign Management 
(ECCM) team. See full in the 
Sensitive Cli...


164 No 3.3.2.30 BA - Reporting 1,134,133 1 d 0% 3/27/13 3/27/13 IPM IPM
165 No 3.3.2.31 BA - Retail Networks 544 1 d 0% 3/22/13 3/22/13 IPM IPM
166 No 3.3.2.32 BA - Reviews & Appeals - Complete module 517 10 d 0% 4/2/13 4/15/13 ClinOps,AM ClinOps


167 No 3.3.2.33 BA - Reviews & Appeals - Obtain CoventryCares of 
Nevada approval


166 5 d 0% 4/16/13 4/22/13 ClinOps ClinOps Note: Dependent on receiving info 
from previous vendor


168 No 3.3.2.34 BA - RRA enrollment 377 8 d 0% 3/20/13 3/29/13 CBA CP-
CBM


CBA CP-
CBM


169 No 3.3.2.35 BA - Specialty Communications 882 1 d 0% 4/16/13 4/16/13 CBA CP-
CBM


CBA CP-
CBM


170 No 3.3.2.36 BA - Specialty Pharmacy 26FS+30 
d,461FS+
5 d


1 d 0% 4/16/13 4/16/13 Specialty 
Mgr


Specialty 
Mgr


Note: Submit module to FAS at 
least 30 days prior to installation 
date


171 No 3.3.2.37 BA - UM Bundled Offerings 26FS+20 
d,361


10 d 0% 4/17/13 4/30/13 ClinOps,NA
E


ClinOps


172 No 3.3.2.38 BA - UM Bundled Offerings Billing Tracking 703FF,36
2,382


1 d 0% 4/19/13 4/22/13 ClinOps ClinOps


173 Yes 3.3.2.39 Confirm all CoventryCares of Nevada's sign offs have 
been attached to BA Tool for audit compliance


4FS-10 d 1 d 0% 6/18/13 6/18/13 IPM IPM


174 No 3.3.3 CRA (Client Requirement Assistant) Complete 1 d 0% 3/26/13 3/26/13
175 No 3.3.3.1 CRA - Eligibility File Complete 578FF 1 d 0% 3/26/13 3/26/13 TC-CM TC-CM
176 No 3.4 Data Blocking Requirements 44 d 0% 3/11/13 5/9/13 IPM Data blocking (a.k.a. "blocked 


client") is a contractual stipulation 
in which IHI member information 
cannot be sent outside of the US. 
At start of process: Express 
Scripts IW Services will review 
the SOP for Request for Access 
to a Blocked Client with th


177 No 3.4.1 Identify if client data is to be 'blocked' or 'not blocked' 
during contract review (Contact Legal to confirm if 
needed)


3FS+5 d 1 d 0% 3/11/13 3/11/13 IPM IPM


178 No 3.4.2 Notify Express Scripts IW Services if client data is 
'blocked' by sending and email to the "Express Scripts IW 
Services" mailbox


177 1 d 0% 3/12/13 3/12/13 IPM IPM Note: PTS is not required by 
Express Scripts IW Services for 
the communication portion of the 
request, but is required by both 
the IW development and DBA 
teams to perform the necessary 
set-ups in several environments
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179 No 3.4.3 Submit PTS if CoventryCares of Nevada to block IHI data 
being sent outside of the US Note: Schedule as part of 
the Paid Release cycle (minimum of 30 days notice 
required)


178FF 1 d 0% 3/12/13 3/12/13 IPM IPM Note: Ted Georgousis confirmed 
PTS is required to complete the 
needed configuration changes to 
set-up and creation of views by 
the DBAs. This is custom work 
when a data blocked client is 
identified.


180 No 3.4.4 CRD written & approved for block IHI data being sent 
outside of the US - PTS # XXXXXXX


179 2 d 0% 3/13/13 3/14/13 IPM IPM


181 No 3.4.5 FRD written & approved for block IHI data being sent 
outside of the US - PTS # XXXXXXX


180 2 d 0% 3/15/13 3/18/13 IPM IPM


182 No 3.4.6 LOE in PTS for block IHI data being sent outside of the 
US - PTS # XXXXXXX


181 2 d 0% 3/19/13 3/20/13 IPM IPM


183 No 3.4.7 PTS locked for block IHI data being sent outside of the 
US - PTS # XXXXXXX


182 2 d 0% 3/21/13 3/22/13 IPM IPM


184 No 3.4.8 Code & Unit Test for block IHI data being sent outside of 
the US - PTS # XXXXXXX


183 20 d 0% 3/25/13 4/19/13 IPM IPM


185 No 3.4.9 Review and Assess PTS XXXXXXX for blocking IHI data 
being sent outside of the US to determine impact to set up 
configuration


184 1 d 0% 4/22/13 4/22/13 CBA CP-
CBM


CBA CP-
CBM


186 No 3.4.10 Update CBM based on PTS XXXXXXX's configuration 
parameters for blocking IHI data being sent outside of the 
US


185 1 d 0% 4/23/13 4/23/13 CBA CP-
CBM


CBA CP-
CBM


187 No 3.4.11 QC updates in CBM due to PTS XXXXXXXX 
requirements for blocking IHI data being sent outside of 
the US


186 1 d 0% 4/24/13 4/24/13 CBA CP-
CBM


CBA CP-
CBM


188 No 3.4.12 Document CAT testing scenarios based on PTS 
XXXXXXX's configuration parameters to ensure set ups 
are accurate to confirm blocking of IHI data being sent 
outside of the US


187 1 d 0% 4/25/13 4/25/13 CBA CP-
CBM


CBA CP-
CBM


189 No 3.4.13 Quality Assurance (QA) & Integration Test for block IHI 
data being sent outside of the US - PTS # XXXXXXX


188 10 d 0% 4/26/13 5/9/13 IPM IPM


190 No 3.4.14 Confirm indicator has been set by Express Scripts IW 
Services to block data for CoventryCares of Nevada


189SS+2 
d


1 d 0% 4/30/13 4/30/13 IPM IPM


191 No 3.4.15 Production Live for block IHI data being sent outside of 
the US - PTS # XXXXXXX


190 1 d 0% 5/1/13 5/1/13 IPM IPM


192 Yes 3.5 Contract & Regulatory 4 d 0% 3/26/13 3/29/13 IPM
193 No 3.5.1 Determine if any medications should be withheld from 


Formulary Rebates (especially important for Medicaid 
clients)


26FS+15 
d


4 d 0% 3/26/13 3/29/13 ClinOps ClinOps Note: Dependent on getting 
previous vendor info


194 No 3.6 Rebates at POS 20 d 0% 4/19/13 5/16/13 Process requires 30-60 day lead 
time prior to OE Web Readiness 
or Effective Date if no OE.


195 No 3.6.1 Inform RAP team (Cathie Purdue and Ralph Staiano) via 
email that CoventryCares of Nevada desires Rebates at 
POS component, indicating whether Standard or Custom.


4FF-50 d 1 d 0% 4/19/13 4/19/13 IPM IPM


196 No 3.6.2 Complete RAP in-take form, pages 1-3, and submit to 
Cathie Purdue and Ralph Staiano


195FS+5 
d


5 d 0% 4/29/13 5/3/13 NAE,ID,VP 
Sales,AM


IPM
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197 No 3.6.3 Schedule/conduct mtg with RAP team to complete pages 
4-5 of in-take form and discuss next steps


196FS+5 
d


1 d 0% 5/13/13 5/13/13 IPM IPM


198 No 3.6.4 Add next steps, if any, to project plan and configure tasks 
accordingly


197FS+2 
d


1 d 0% 5/16/13 5/16/13 IPM PM


199 No 3.7 Extended Enterprise / HAP 51 d 0% 3/11/13 5/20/13 IPM
200 No 3.7.1 If Extended Enterprise Selected 51 d 0% 3/11/13 5/20/13 IPM
201 No 3.7.1.1 Verify HAP status as enrolled 3FS+5 d 1 d 0% 3/11/13 3/11/13 IPM IPM
202 No 3.7.1.2 Verify that Clinical VP approval has been obtained 201FS+2 


d
1 d 0% 3/14/13 3/14/13 IPM IPM


203 No 3.7.1.3 Complete BA module for HAP 202 5 d 0% 3/15/13 3/21/13 IPM IPM
204 No 3.7.1.4 Verify product team has completed the work on the 


HAP checklist
4FS-30 
d,155


1 d 0% 5/20/13 5/20/13 IPM IPM


205 No 3.7.2 If Extended Enterprise Not Selected 51 d 0% 3/11/13 5/20/13 IPM
206 No 3.7.2.1 Verify CoventryCares of Nevada has not opted out of 


HAP
201SS 1 d 0% 3/11/13 3/11/13 IPM IPM


207 No 3.7.2.2 Complete BA module for HAP 206 1 d 0% 3/12/13 3/12/13 IPM IPM
208 No 3.7.2.3 Confirm the HAP effective date is updated per the BA 


tool and email responses from the product team.
4FS-30 
d,155


1 d 0% 5/20/13 5/20/13 IPM IPM


209 No 4 BENEFIT SETUP 56 d 0% 3/8/13 5/24/13
210 Yes 4.1 Account Structure Developed 32 10 d 0% 3/8/13 3/21/13 IPM
211 Yes 4.1.1 Develop Account Structure 6 d 0% 3/8/13 3/15/13 IPM IPM
212 No 4.1.2 Confirm the Patient Level Benefit (PLB) business owner, 


Ralph Staiano, is engaged in conversations with 
CoventryCares of Nevada if PLB is identified as a possible 
requirement


1 d 0% 3/8/13 3/8/13 IPM IPM


213 No 4.1.3 Confirm Umbrella Group Numbers with CoventryCares of 
Nevada


6 d 0% 3/8/13 3/15/13 IPM IPM


214 No 4.1.4 Assign Contract Numbers with CoventryCares of Nevada 6 d 0% 3/8/13 3/15/13 IPM IPM


215 No 4.1.5 Acct Structure Diagram & Naming Conventions provided 
to CoventryCares of Nevada for approval


######## 1 d 0% 3/18/13 3/18/13 IPM IPM


216 Yes 4.1.6 Account Structure signoff 215 3 d 0% 3/19/13 3/21/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


217 No 4.2 Group Setup 31 d 0% 3/18/13 4/29/13 CBA CP-
CBM


218 No 4.2.1 Group Build process defined; Traditional or Interim 
Solution i.e. AGL Lite


211 2 d 0% 3/18/13 3/19/13 CBA CP-
CBM


CBA CP-
CBM


219 No 4.2.2 Group Build File requirements complete 218FF 2 d 0% 3/18/13 3/19/13 CBA CP-
CBM


CBA CP-
CBM


220 Yes 4.2.3 Group build/ clean-up complete 219FS+10 
d,6FS-2 d


5 d 0% 4/23/13 4/29/13 CBA CP-
CBM


CBA CP-
CBM


221 Yes 4.3 Automated Group Load (AGL) Setup 52 d 0% 3/14/13 5/24/13 TC-CM
222 Yes 4.3.1 Define Automated Group Load (AGL) Requirements 3FS+8 d 5 d 0% 3/14/13 3/20/13 IPM,TC-CM TC-CM


223 No 4.3.2 Confirm with CoventryCares of Nevada total number of 
groups expected on the incoming AGL file


222 1 d 0% 3/21/13 3/21/13 IPM,TC-CM TC-CM


224 No 4.3.3 Automated Group Load (AGL) Transmission Setup - 
EFT Form Submission


27 d 0% 3/21/13 4/26/13
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225 No 4.3.3.1 Determine CoventryCares of Nevada Contact for AGL 
Transmission


222 1 d 0% 3/21/13 3/21/13 TC-CM TC-CM


226 No 4.3.3.2 Determine transmission Type (i.e. FTP, lease line, etc.) 
for CoventryCares of Nevada's AGL file


225 1 d 0% 3/22/13 3/22/13 TC-CM TC-CM


227 No 4.3.3.3 Submit EFT Request to Express Scripts Information 
Exchange (MIE) team for AGL file


226 1 d 0% 3/25/13 3/25/13 TC-CM TC-CM


228 No 4.3.3.4 Confirm WO and LOE entered in PTS for EFT support 
of AGL file


227 1 d 0% 3/26/13 3/26/13 TC-CM TC-CM


229 No 4.3.3.5 Express Scripts Information Exchange (MIE) team 
sends weblink of logged EFT Request Form to confirm 
progress and connectivity for inbound AGL 
transmission setup


228 1 d 0% 3/27/13 3/27/13 TC-CM TC-CM


230 No 4.3.3.6 Confirm EFT setup is "In Process" for AGL file 229 1 d 0% 3/28/13 3/28/13 TC-CM TC-CM
231 Yes 4.3.3.7 Verify EFT setup is in production (may take up to 90 


days) for AGL file
230FS+20 
d


1 d 0% 4/26/13 4/26/13 TC-CM TC-CM


232 Yes 4.3.4 Review AGL Load Requirements with CoventryCares of 
Nevada


252,224 3 d 0% 5/10/13 5/14/13 TC-CM TC-CM


233 No 4.3.5 Final Updates to Load Requirements Documentation 232 3 d 0% 5/15/13 5/17/13 TC-CM TC-CM
234 Yes 4.3.6 Automated Group Load (AGL) requirements approved 233 5 d 0% 5/20/13 5/24/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV


235 No 4.3.7 AGL Development 42 d 0% 3/21/13 5/17/13 TC-CM
236 No 4.3.7.1 Prepare & Submit PTS for AGL Development 222 1 d 0% 3/21/13 3/21/13 TC-CM TC-CM
237 No 4.3.7.2 Level of Effort (LOE) entered into PTS for AGL 


Development
236 1 d 0% 3/22/13 3/22/13 TC-CM TC-CM


238 No 4.3.7.3 Confirm prioritization and lock meeting for AGL 
Development


237 1 d 0% 3/25/13 3/25/13 TC-CM TC-CM


239 No 4.3.7.4 Test Conditions Written (resulting from Lock Meeting) 
for AGL Development


238 4 d 0% 3/26/13 3/29/13 TC-CM TC-CM


240 No 4.3.7.5 Submit Client Benefit Manager Addenda to create mask 
groups. Note: Groups should be in Client Benefit 
Manager prior to submitting change addenda


239 1 d 0% 4/1/13 4/1/13 CBA CP-
CBM


CBA CP-
CBM


241 No 4.3.7.6 File Management QA team reviews paperwork after 
data entry. Screen scraper is run only after the groups 
were transmitted by the client. Quality Control - Screen 
Scraper, only if AGL or manual


240 1 d 0% 4/2/13 4/2/13 CBA CP-
CBM


CBA CP-
CBM


242 No 4.3.7.7 Update and revise AGL mask groups 241 5 d 0% 4/3/13 4/9/13 CBA CP-
CBM


CBA CP-
CBM


243 No 4.3.7.8 Run BiQuery analysis 241 10 d 0% 4/3/13 4/16/13 CBA CP-
CBM


CBA CP-
CBM


244 No 4.3.7.9 Confirm Code/Unit Test AGL is complete 241 15 d 0% 4/3/13 4/23/13 TC-CM TC-CM
245 No 4.3.7.10 Generate Screen Scraper report by AGL group 244 3 d 0% 4/24/13 4/26/13 TC-CM TC-CM
246 No 4.3.7.11 Receive AGL report by AGL group 245 1 d 0% 4/29/13 4/29/13 TC-CM TC-CM
247 No 4.3.7.12 Review AGL report 246SS 1 d 0% 4/29/13 4/29/13 TC-CM TC-CM
248 No 4.3.7.13 Approve AGL report 247 1 d 0% 4/30/13 4/30/13 TC-CM TC-CM
249 No 4.3.7.14 Unit Test AGL Changes 248 5 d 0% 5/1/13 5/7/13 TC-CM TC-CM
250 No 4.3.7.15 AGL Q-Gate ENTRY Unit/Integration Complete 249 1 d 0% 5/8/13 5/8/13 TC-CM TC-CM
251 Yes 4.3.7.16 AGL File Testing & Production Load 7 d 0% 5/9/13 5/17/13 TC-CM
252 Yes 4.3.7.16.1 Provide Automated Group Load (AGL) 1st Test File 250 1 d 0% 5/9/13 5/9/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV
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253 No 4.3.7.16.2 Apply 1st Test File to AGL region 252 1 d 0% 5/10/13 5/10/13 TC-CM TC-CM
254 Yes 4.3.7.16.3 Provide AGL Pre-Edit Report of 1st Test File to 


CoventryCares of Nevada
253 1 d 0% 5/13/13 5/13/13 TC-CM TC-CM


255 Yes 4.3.7.16.4 Review & approve AGL Pre-Edit Test Results 254 1 d 0% 5/14/13 5/14/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


256 No 4.3.7.16.5 After CoventryCares of Nevada Review, AGL 
Creates Client Benefit Manager Records (Dataset) to 
Feed to CAT Region


255 1 d 0% 5/15/13 5/15/13 TC-CM TC-CM


257 Yes 4.3.7.16.6 Provide AGL Production File 256 1 d 0% 5/16/13 5/16/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


258 Yes 4.3.7.16.7 Receive & Review AGL Production File 257 1 d 0% 5/17/13 5/17/13 TC-CM TC-CM
259 No 4.3.7.16.8 Approve AGL Production File 258FF 1 d 0% 5/17/13 5/17/13 TC-CM TC-CM
260 Yes 4.3.7.16.9 Load AGL Production File 259FF 1 d 0% 5/17/13 5/17/13 TC-CM TC-CM
261 No 4.3.7.17 Confirm AGL code moved to production 251FF 1 d 0% 5/17/13 5/17/13 TC-CM TC-CM
262 Yes 4.4 Benefit Design Setup 28.5 d 0% 3/8/13 4/17/13 IPM
263 Yes 4.4.1 Initial Plan Design Meeting/Discussion 32 2 d 0% 3/8/13 3/11/13 IPM,ClinOp


s
IPM


264 Yes 4.4.2 Benefit setup requirements complete 263 5 d 0% 3/12/13 3/18/13 IPM IPM
265 No 4.4.3 Benefit setup requirements reviewed and approved by 


CoventryCares of Nevada
264FS+5 
d


1 d 0% 3/26/13 3/26/13 IPM IPM


266 No 4.4.4 Confirm benefit setup readiness for Production 265FF,45
4FF


1 d 0% 4/16/13 4/17/13 IPM IPM


267 No 4.4.5 Drug Coverage - Drug List Requirements 10.5 d 0% 3/13/13 3/27/13 ClinOps Pertains to a PPO Setup
268 Yes 4.4.5.1 Confirm Maintenance Drug List requirements 389SS 0.5 d 0% 3/13/13 3/13/13 ClinOps ClinOps
269 No 4.4.5.2 Review Maintenance Drug List set up with CAE and 


receive approval
268FS+5 
d


5 d 0% 3/20/13 3/27/13 ClinOps ClinOps


270 Yes 4.4.5.3 Maintenance Drug List approved 269FF 1 d 0% 3/26/13 3/27/13 ClinOps ClinOps
271 No 4.5 Dispensed As Written (DAW) Setup 21 d 0% 3/8/13 4/5/13
272 Yes 4.5.1 Dispensed As Written (DAW) Rule Flag Set Up for 


Rejects
21 d 0% 3/8/13 4/5/13


273 No 4.5.1.1 Confirm if CoventryCares of Nevada requires DAW rule 
exclusions for Multi Source drugs


263SS 9 d 0% 3/8/13 3/20/13 ClinOps ClinOps


274 No 4.5.1.2 Identify DAW requirements and determine appropriate 
DAW rule flags


273FF 3 d 0% 3/18/13 3/20/13 ClinOps ClinOps


275 Yes 4.5.1.3 Obtain CoventryCares of Nevada approval of 
Dispensed As Written (DAW) rule logic coverage


274 1 d 0% 3/21/13 3/21/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


276 No 4.5.1.4 If CoventryCares of Nevada utilizes a DAW Rule Flag 
that rejects MS medications at POS when DAW 1 
and/or 2 is passed, confirm with Plan File that Multi 
Source drugs impacted by DAW rule have generic 
availability


275 1 d 0% 3/22/13 3/22/13 ClinOps ClinOps


277 No 4.5.1.5 DAW setup complete 276FS+5 
d


5 d 0% 4/1/13 4/5/13 ClinOps ClinOps


278 No 4.5.2 DAW Coordination - Pricing, Copay, & Clinical 16 d 0% 3/8/13 3/29/13
279 No 4.5.2.1 Review & account for each DAW rule in the Pricing 


Review
263SS 5 d 0% 3/8/13 3/14/13 Pricing 


Lead
Pricing Lead
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280 No 4.5.2.2 Review & account for each DAW rule in the Copay 
Review


279 5 d 0% 3/15/13 3/21/13 COPPs IPM Note: Although the IM provides 
status to the project plan, COPPS 
is accountable for the copay 
review and coordination with 
Pricing and Clinical


281 No 4.5.2.3 Review & account for each DAW rule in the Clinical 
Review


279 5 d 0% 3/15/13 3/21/13 ClinOps ClinOps


282 No 4.5.2.4 Schedule and conduct initial DAW review meeting with 
Iimplementation Team, Pricing, Clinical and COPPS to 
review DAW logic across all areas


######## 3 d 0% 3/22/13 3/26/13 ClinOps ClinOps


283 No 4.5.2.5 Schedule and conduct second meeting with 
Iimplementation Team, Pricing, Clinical and COPPS to 
confirm DAW logic across all areas


282 3 d 0% 3/27/13 3/29/13 ClinOps ClinOps Note: A 2nd, pre-QC, meeting is 
required in case changes or new 
requirements surfaced after the 
1st coordination meeting


284 Yes 4.6 Drug List with Copay Rules 23 d 0% 3/22/13 4/23/13
285 No 4.6.1 Prepare Copay Drug List content 32FS+10 


d
5 d 0% 3/22/13 3/28/13 ClinOps ClinOps


286 No 4.6.2 Obtain Contracting approval on Copay Drug List content 285 2 d 0% 3/29/13 4/1/13 ClinOps ClinOps


287 No 4.6.3 Submit Copay Drug List requirement form to Plan File 286FS+1 
d


1 d 0% 4/3/13 4/3/13 ClinOps ClinOps


288 No 4.6.4 Plan File provides Copay Drug List ID 287FS+9 
d


1 d 0% 4/17/13 4/17/13 ClinOps ClinOps


289 No 4.6.5 NDCs (National Drug Code) on Multiple Drug Lists 5 d 0% 3/29/13 4/4/13 CBA Copay
290 No 4.6.5.1 Compare Copay Drug lists and identify NDCs found on 


more than one drug list
285 3 d 0% 3/29/13 4/2/13 ClinOps,CO


PPs,CBA 
Copay


ClinOps Note: Must be completed if more 
than one drug list will be used.


291 No 4.6.5.2 If overlap is found in Copay Exception Drug Lists, work 
with CoventryCares of Nevada to determine in which 
order the copay exception drug lists should be set


290 2 d 0% 4/3/13 4/4/13 ClinOps,CO
PPs,CBA 
Copay,Cov
entryCares 
of Nevada


CBA Copay Note: Must be completed if more 
than one drug list will be used.


292 No 4.6.6 Determine if custom copay option and if custom, submit 
PTS for copay development


285SS 1 d 0% 3/22/13 3/22/13 IPM,CBA 
Copay


IPM


293 4.6.7 Half Tab (a.k.a. Tablet Splitting) Program Setup 1 d 0% 3/22/13 3/22/13
294 4.6.7.1 Verify if CoventryCares of Nevada has a copay 


structure that is compatible with Half Tab Proration 
prior to enrolling


292SS 1 d 0% 3/22/13 3/22/13 AM AM


295 No 4.6.7.2 If the Half Tab program is required & there are different 
co-pays associated with "In" and "Out" of Network 
claims, attach the co-pay option to the model group(s)


292SS 1 d 0% 3/22/13 3/22/13 IPM,ClinOp
s


IPM


296 No 4.6.8 Review Copay Drug List setup with CAE / Clin Ops and 
receive approval


######## 1 d 0% 4/18/13 4/18/13 IPM,ClinOp
s


IPM


297 No 4.6.9 Request CoventryCares of Nevada approval for Drug List 
with Copay Rules


286 1 d 0% 4/2/13 4/2/13 IPM IPM


298 Yes 4.6.10 Copay Drug List with Copayment Rules approved 297 5 d 0% 4/3/13 4/9/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV
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299 No 4.6.11 Copay Grid 23 d 0% 3/22/13 4/23/13 CBA Copay
300 No 4.6.11.1 Copay Build process defined; Traditional or Automated 


Interim Solution i.e. Copay File Load
285SS 1 d 0% 3/22/13 3/22/13 CBA Copay CBA Copay


301 No 4.6.11.2 Work with CoventryCares of Nevada & CBPS (Client 
Benefit and Pricing System) to determine approach for 
copay file format (Base copays plus copay exceptions 
as necessary)


300 2 d 0% 3/25/13 3/26/13 CBA Copay CBA Copay


302 No 4.6.11.3 Provide formatted copay grid for CoventryCares of 
Nevada to complete


301 3 d 0% 3/27/13 3/29/13 CBA Copay CBA Copay


303 Yes 4.6.11.4 Copay grid finalized and approved 302FS+3 
d


10 d 0% 4/4/13 4/17/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


304 No 4.6.11.5 CBPS uploaded Copay grid verified 303 3 d 0% 4/18/13 4/22/13 CBA Copay CBA Copay


305 No 4.6.11.6 Confirm Copay loaded to PROD for CoventryCares of 
Nevada


304 1 d 0% 4/23/13 4/23/13 CBA Copay CBA Copay


306 No 4.6.12 Confirm Drug List coding complete by Plan File 287 5 d 0% 4/4/13 4/10/13 IPM IPM
307 No 4.6.13 Submit Copay requirements via BA tool denoting drug list 


requirement/id
287 1 d 0% 4/4/13 4/4/13 IPM IPM


308 No 4.6.14 COPPS provide Copay template 307SS 4 d 0% 4/4/13 4/9/13 IPM IPM
309 No 4.6.15 Complete copay template and submit to COPPS 308 2 d 0% 4/10/13 4/11/13 IPM IPM
310 No 4.6.16 Copay Configuration sign off by COPPS 309 3 d 0% 4/12/13 4/16/13 IPM IPM
311 No 4.6.17 Copay option w/drug list is active 310FF 0 d 0% 4/16/13 4/16/13 IPM IPM
312 No 4.6.18 Copay setup QC complete 311,305F


F
3 d 0% 4/19/13 4/23/13 IPM IPM


313 Yes 4.7 Accumulator - DCO (Deductible, Cap, OOP) 
Requirements / Configuration


32 d 0% 3/12/13 4/24/13 IPM


314 Yes 4.7.1 Obtain Cap drug list requirements from CoventryCares of 
Nevada


263 3 d 0% 3/12/13 3/14/13 IPM,ClinOp
s


IPM


315 No 4.7.2 Confirm coding level of CAP drug list, i.e. therapeutic 
chapter


314 10 d 0% 3/15/13 3/28/13 IPM,ClinOp
s


IPM


316 No 4.7.3 Submit CAP Drug List addendum to Client Benefit 
Manager


315 2 d 0% 3/29/13 4/1/13 CBA CP-
CBM


CBA CP-
CBM


317 No 4.7.4 Determine if Accumulator is modular or legacy 316 1 d 0% 4/2/13 4/2/13 CBA CP-
CBM


CBA CP-
CBM


318 No 4.7.5 Document Accumulator - DCO requirements 317FF 5 d 0% 3/27/13 4/2/13 CBA CP-
CBM


CBA CP-
CBM


319 No 4.7.6 Request CoventryCares of Nevada signoff on 
Accumulator - DCO requirements


318 1 d 0% 4/3/13 4/3/13 CBA CP-
CBM


CBA CP-
CBM


320 Yes 4.7.7 Provide Accumulator - DCO Requirements signoff 319 3 d 0% 4/4/13 4/8/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


321 No 4.7.8 File Management provide CAP drug list Id 319 10 d 0% 4/4/13 4/17/13 IPM IPM
322 No 4.7.9 Submit Screen 10 change addenda to update Client 


Benefit Manager with CAP Drug List id
321 3 d 0% 4/18/13 4/22/13 CBA CP-


CBM
CBA CP-
CBM


323 No 4.7.10 Confirm CAP Drug List id has been added to Client 
Benefit Manager and CAP Drug List is coded


322 1 d 0% 4/23/13 4/23/13 CBA CP-
CBM


CBA CP-
CBM


324 No 4.7.11 Accumulator - DCO Setup complete 323 1 d 0% 4/24/13 4/24/13 CBA CP-
CBM


CBA CP-
CBM


325 No 4.7.12 Modular Accumulator - DCO 12 d 0% 4/9/13 4/24/13 CBA CP-
CBM
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326 No 4.7.12.1 Notify Modular Accumulator Operations sub-team of 
upcoming client for modular


320 1 d 0% 4/9/13 4/9/13 CBA CP-
CBM


CBA CP-
CBM


Note: Notification to Richard Gehl 
& Indira Fermin


327 No 4.7.12.2 Complete Accumulator - DCO Modular Client Intent 
form(s)


320 3 d 0% 4/9/13 4/11/13 CBA CP-
CBM


CBA CP-
CBM


328 No 4.7.12.3 Upload Client Intent Forms via BA to trigger frame 
builds


327 5 d 0% 4/12/13 4/18/13 CBA CP-
CBM


CBA CP-
CBM


329 No 4.7.12.4 Modular Accumulator Frame IDs QC complete via 
BiQuery


328 4 d 0% 4/19/13 4/24/13 CBA CP-
CBM


CBA CP-
CBM


330 No 4.7.13 Accumulater DCO Setup complete 325FF,32
4FF


1 d 0% 4/24/13 4/24/13 CBA CP-
CBM


CBA CP-
CBM


331 No 4.8 Define/Confirm In-Network and Out-of-Network Direct 
Claims Stale Date Requirements


263 20 d 0% 3/12/13 4/8/13 IPM IPM


332 Yes 4.9 Client Benefit Manager (CBM) Setup 40 d 0% 3/8/13 5/2/13 CBA CP-
CBM


333 No 4.9.1 Submit Org ID/carrier request form to CBM mailbox 12 1 d 0% 3/13/13 3/13/13 CBA CP-
CBM


CBA CP-
CBM


334 Yes 4.9.2 Benefit Requirements for Client Benefit Manager (CBM) 
captured/defined


218,32,33
3


2 d 0% 3/20/13 3/21/13 CBA CP-
CBM


CBA CP-
CBM


335 No 4.9.3 Work with CBM Ops team to set up client data via Breeze 334 0.5 d 0% 3/22/13 3/22/13 CBA CP-
CBM


CBA CP-
CBM


336 No 4.9.4 If CoventryCares of Nevada has more than one carrier # 
or more than one umbrella group which is shared across 
the lines of business, reference e-catalogue and set up 
carrier lock as indicated


216,12 5 d 0% 3/22/13 3/28/13 CBA CP-
CBM


CBA CP-
CBM


337 No 4.9.5 If carrier lock setup is required, verify the carrier lock set 
up is accurate


336FS+10 
d


1 d 0% 4/12/13 4/12/13 CBA CP-
CBM


CBA CP-
CBM


338 No 4.9.6 Submit Client Work Order form (Sub Fund) 335SS 1 d 0% 3/22/13 3/22/13 CBA CP-
CBM


CBA CP-
CBM


339 No 4.9.7 Confirm with CS OPS front and back-end pharmacy and 
service rules


335,338 5 d 0% 3/25/13 3/29/13 CBA CP-
CBM


CBA CP-
CBM


340 No 4.9.8 Confirm CBM setup of Card Auth field (Screen 14a) - It 
must be set to "Y" if Customer Service is allowed to issue 
cards


335,338 1 d 0% 3/25/13 3/25/13 CBA CP-
CBM


CBA CP-
CBM


341 No 4.9.9 Mail Retention Program Setup 6 d 0% 3/8/13 3/15/13
342 No 4.9.9.1 Review Mail Retention Programs with CoventryCares of 


Nevada
32 1 d 0% 3/8/13 3/8/13 AM AM Note: Mail retention programs 


include such programs as 
Pharmacy Welcome Program, 
Win Back Program, Refill 
Reminder Program, Worry Free 
Fills, and 30/90 Program.


343 No 4.9.9.2 Enroll in Mail Retention Programs via Client Profile 
update or submission of enrollment form


342 5 d 0% 3/11/13 3/15/13 CBA CP-
CBM


CBA CP-
CBM


Note: Once client approves one or 
more of the mail retention 
programs either submit 
enrollment form or update Client 
Profile indicator. For Pharmacy 
Welcome Program - enrollment 
form required, Win Back Program 
- enrollment form required, Refill 
Reminde...


344 No 4.9.10 Schedule CP/CBM QC session 334 1 d 0% 3/22/13 3/22/13 CBA CP-
CBM


CBA CP-
CBM
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345 No 4.9.11 Request Client Funder information from CoventryCares of 
Nevada


339SS 1 d 0% 3/25/13 3/25/13 CBA CP-
CBM


CBA CP-
CBM


HP Only


346 No 4.9.12 Client Funder information provided 345FS+4 
d


1 d 0% 4/1/13 4/1/13 CBA CP-
CBM


CBA CP-
CBM


HP Only


347 No 4.9.13 Submit "Group Add" Request Form to CBM (to create 
new groups)


339SS,34
0FF,346F
S-1 d


3 d 0% 4/1/13 4/3/13 CBA CP-
CBM


CBA CP-
CBM


348 No 4.9.14 Confirm Set Up of Client Profile (CP) / Client Benefit 
Manager (CBM) via Short Form Submissions


347 2 d 0% 4/4/13 4/5/13 CBA CP-
CBM


CBA CP-
CBM


349 No 4.9.15 Conduct a Core team meeting to review & confirm 
accuracy of the Benefit Grid


356FS-10 
d


1 d 0% 4/11/13 4/11/13 CBA CP-
CBM


CBA CP-
CBM


350 No 4.9.16 Ensure subsequent changes to Client Benefit Manager 
are made


348 6 d 0% 4/8/13 4/15/13 CBA CP-
CBM


CBA CP-
CBM


351 No 4.9.17 Submit QC paperwork one week prior to date of QC 
session


6FS-5 
d,350FF


0.5 d 0% 4/18/13 4/18/13 CBA CP-
CBM


CBA CP-
CBM


352 No 4.9.18 If Drug List is assigned, verify hook-up is complete 351FF,31
1


1 d 0% 4/17/13 4/18/13 CBA CP-
CBM


CBA CP-
CBM


353 No 4.9.19 Coordinator QC's all screens in Client Benefit Manager to 
ensure accuracy (send necessary updates to correct 
Client Profile)


350FS+2 
d


2 d 0% 4/18/13 4/19/13 CBA CP-
CBM


CBA CP-
CBM


354 No 4.9.20 Iimplementation Team QC - Utilize the "BiQuery Scan 
Tool" in CBM to run various reports including copay query 
in order to QC/ensure Client Benefit Manager is set up 
correctly. Results/findings are reviewed


353 1 d 0% 4/22/13 4/22/13 CBA CP-
CBM


CBA CP-
CBM


355 No 4.9.21 Participate in Iimplementation Team QC and ensure 
clinical setup is accurate and complete


354SS 1 d 0% 4/22/13 4/22/13 ClinOps ClinOps


356 No 4.9.22 Official QC of Client Profile (CP) / Client Benefit Manager 
(CBM)


351,6FF 1 d 0% 4/24/13 4/24/13 CBA CP-
CBM


CBA CP-
CBM


Note: QC is done with the QC 
Dept. takes place (Misc groups 
are QC'd to ensure info is 
accurate)


357 No 4.9.23 If CP / CBM changes are made subsequent to initial QC, 
schedule and participate in a follow-up CLASS 3 session


356FS+5 
d


1 d 0% 5/2/13 5/2/13 CBA CP-
CBM


CBA CP-
CBM


358 Yes 4.1 Clinical Programs Setup 29.5 d 0% 3/12/13 4/22/13 ClinOps
359 No 4.10.1 UM Bundle Setup 365 14.5 d 0% 4/1/13 4/19/13
360 No 4.10.1.1 Work with Pricing Group to develop/confirm UM 


bundling pricing
3FS+20 d 4 d 0% 4/1/13 4/4/13 ClinOps ClinOps


361 No 4.10.1.2 Present Clinical Bundle and Pricing to CoventryCares 
of Nevada for approval


360FS+7 
d


1 d 0% 4/16/13 4/16/13 ClinOps ClinOps


362 Yes 4.10.1.3 Approve Clinical Bundle and Pricing 361 2.5 d 0% 4/17/13 4/19/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


363 No 4.10.2 Coverage Management Programs Setup 24 d 0% 3/12/13 4/12/13
364 No 4.10.2.1 Define Client Intent - Prior Authorizations, Step therapy, 


Quantity Limits
26,43 15 d 0% 3/13/13 4/2/13 ClinOps ClinOps


365 No 4.10.2.2 Clinical Rules submitted to PES via CM Enrollment 
Form


364SS 2 d 0% 3/13/13 3/14/13 ClinOps ClinOps Note: Attach to Coverage 
Management BA Module when 
complete


366 No 4.10.2.3 Submit auto-CBM for Coverage Management 365 3 d 0% 3/15/13 3/19/13 ClinOps ClinOps
367 No 4.10.2.4 Submit UM Billing Tracking module 366FF 1 d 0% 3/19/13 3/19/13 ClinOps ClinOps
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368 No 4.10.2.5 Obtain and attach any necessary finance or contracting 
approvals to the Coverage Management BA Module


365FF-1 d 2 d 0% 3/12/13 3/13/13 ClinOps ClinOps


369 No 4.10.2.6 Coverage Product ID coding complete 368FS+15 
d


1 d 0% 4/4/13 4/4/13 ClinOps ClinOps


370 No 4.10.2.7 Coverage Product IDs (CPID) provided to 
Iimplementation Team


369 1 d 0% 4/5/13 4/5/13 CBA CP-
CBM


CBA CP-
CBM


Note: Receive Launch email from 
Coverage Product Management 
(CPM) with Client Benefit 
Manager values and Product IDs 
any additional Required Actions


371 No 4.10.2.8 QC - Verify Clinical CM Rules per Product IDs via SQL 
query provided in the Launch email


370 2 d 0% 4/8/13 4/9/13 ClinOps ClinOps Note: Required task. Can never 
be Not Applicable


372 No 4.10.2.9 Coverage Product IDs (CPID) updated in CBM 371 2 d 0% 4/10/13 4/11/13 CBA CP-
CBM


CBA CP-
CBM


Enter Product ID values from 
Launch email into Client Profile. 
Generally done by aCBM


373 No 4.10.2.10 Request CoventryCares of Nevada approval for 
Coverage Management Rules


370 1 d 0% 4/8/13 4/8/13 ClinOps ClinOps


374 Yes 4.10.2.11 Approve Coverage Management Rules 373 3 d 0% 4/9/13 4/11/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


375 No 4.10.2.12 Coverage Product IDs (CPIDs) coding & CBM Setup 
complete


374,372 1 d 0% 4/12/13 4/12/13 CBA CP-
CBM


CBA CP-
CBM


376 No 4.10.3 Other Clinical Programs (e.g. RRA - Retail Refill 
Allowance, Specialty, Non-Covered, etc.)


5 d 0% 3/13/13 3/19/13


377 No 4.10.3.1 Define Any Other Programs (e.g. RRA - Retail Refill 
Allowance, specialty, Non-Covered, etc.)


26,43 5 d 0% 3/13/13 3/19/13 ClinOps ClinOps


378 No 4.10.4 DUR Programs 19.5 d 0% 3/13/13 4/9/13
379 No 4.10.4.1 Clinical and Utilization Programs and Parameters 


Selected
26,43 5 d 0% 3/13/13 3/19/13 ClinOps ClinOps


380 No 4.10.4.2 Complete and submit CDUR BA Module 379 1 d 0% 3/20/13 3/20/13 ClinOps ClinOps
381 No 4.10.4.3 Submit auto-CBM for CDUR 380 1 d 0% 3/21/13 3/21/13 ClinOps ClinOps
382 No 4.10.4.4 Submit UM Billing Tracking module (if not submitted 


during Coverage Mgmt)
381 1 d 0% 3/22/13 3/22/13 ClinOps ClinOps


383 No 4.10.4.5 Receive Launch email from Coverage Product 
Management (CPM) with Client Benefit Manager CDUR 
values and any additional required actions


380FS+4 
d


1 d 0% 3/27/13 3/27/13 ClinOps ClinOps Note: Indicates the Product area 
has set up the benefit


384 No 4.10.4.6 Submit request to Client Benefit Manager with CDUR 
information from CPM email (if not initialized by auto-
CBM)


383 1 d 0% 3/28/13 3/28/13 CBA CP-
CBM


CBA CP-
CBM


385 No 4.10.4.7 QC - Verify Clinical CDUR Program Setup in CBM / 
Client Profile


384 0.5 d 0% 3/29/13 3/29/13 CBA CP-
CBM,ClinO
ps


CBA CP-
CBM


386 No 4.10.4.8 Obtain CoventryCares of Nevada Approval for CDUR 
BA Module


385 7 d 0% 3/29/13 4/9/13 ClinOps ClinOps


387 Yes 4.10.5 Clinical Setup complete ######## 1 d 0% 4/19/13 4/22/13 ClinOps ClinOps
388 No 4.11 Drug Coverage Setup 29 d 0% 3/13/13 4/22/13 ClinOps
389 No 4.11.1 Review and determine with CoventryCares of Nevada 


what is covered and not covered for Drug Coverage
26,43 10 d 0% 3/13/13 3/26/13 ClinOps ClinOps
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390 No 4.11.2 Review and determine with CoventryCares of Nevada if 
there are any limitations (drug specific, category etc.) for 
Drug Coverage


389SS 10 d 0% 3/13/13 3/26/13 ClinOps ClinOps


391 No 4.11.3 Discuss with CoventryCares of Nevada how controlled 
substances are to be handled (e.g. review any state 
regulations/restrictions)


390SS 10 d 0% 3/13/13 3/26/13 ClinOps ClinOps


392 No 4.11.4 Define Global Parameters / Dispensing Limitations (i.e., 
30DS Retail/90DS Mail, Refill Restrictions)


391SS 10 d 0% 3/13/13 3/26/13 ClinOps ClinOps


393 No 4.11.5 Define Drug Coverage Parameters around Age and 
Gender


392SS 10 d 0% 3/13/13 3/26/13 ClinOps ClinOps


394 No 4.11.6 Define Quantity Parameters - QLL (i.e., Not Coverage 
Management Product Related)


392SS 10 d 0% 3/13/13 3/26/13 ClinOps ClinOps


395 No 4.11.7 Submit initial Plan File request form ######## 2 d 0% 3/27/13 3/28/13 ClinOps ClinOps
396 No 4.11.8 Receive initial Plan File Literals and Super IDs 395FS+10 


d
1 d 0% 4/12/13 4/12/13 ClinOps ClinOps


397 No 4.11.9 Review initial Plan File Literals and Super IDs with CAE 396 2 d 0% 4/15/13 4/16/13 ClinOps ClinOps


398 No 4.11.10 Provide Plan File with approval on initial Plan File Literals 
and Super ID


397FF 1 d 0% 4/16/13 4/16/13 ClinOps ClinOps


399 No 4.11.11 After review of Literals submit any Drug Plan design 
changes required to Plan File


397 1 d 0% 4/17/13 4/17/13 ClinOps ClinOps


400 No 4.11.12 Confirm Plan File provides revised drug plans literals 399 2 d 0% 4/18/13 4/19/13 ClinOps ClinOps
401 No 4.11.13 Review revised Plan File Literals with CAE 400FF 1 d 0% 4/19/13 4/19/13 ClinOps ClinOps
402 No 4.11.14 Provide Plan File with approval on revised Plan File 


Literals
401 1 d 0% 4/22/13 4/22/13 ClinOps ClinOps


403 No 4.11.15 Present Drug Plan setup to CoventryCares of Nevada for 
approval


395 1 d 0% 3/29/13 3/29/13 ClinOps ClinOps


404 Yes 4.11.16 Approve Drug Plan 403 4 d 0% 4/1/13 4/4/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


405 No 4.11.17 Super IDs provided to Account / Iimplementation Team 396 1 d 0% 4/15/13 4/15/13 ClinOps ClinOps
406 No 4.11.18 Super IDs coded in Client Benefit Manager (CBM) 405 2 d 0% 4/16/13 4/17/13 CBA CP-


CBM
CBA CP-
CBM


407 No 4.11.19 Super ID QC of Client Benefit Manager 406 1 d 0% 4/18/13 4/18/13 CBA CP-
CBM


CBA CP-
CBM


408 Yes 4.11.20 Drug Coverage Setup complete 407FF,40
2FF


1 d 0% 4/22/13 4/22/13 CBA CP-
CBM


CBA CP-
CBM


409 Yes 4.12 Formulary Setup 34 d 0% 3/8/13 4/24/13 ClinOps
410 Yes 4.12.1 Formulary Requirements (Incentive, Closed, Open) 


defined
32 5 d 0% 3/8/13 3/14/13 ClinOps ClinOps Note: Formulary content is 


typically gathered from Claims file


411 No 4.12.2 Standard Formulary Content 23 d 0% 3/8/13 4/9/13
412 No 4.12.2.1 Request CoventryCares of Nevada current Formulary 


Content
410SS 1 d 0% 3/8/13 3/8/13 ClinOps ClinOps


413 Yes 4.12.2.2 Provide current Formulary Content 412 3 d 0% 3/11/13 3/13/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


414 No 4.12.2.3 Conduct Analysis of Formulary Content 413 5 d 0% 3/14/13 3/20/13 ClinOps ClinOps
415 No 4.12.2.4 Complete Formulary BA Module 414 1 d 0% 3/21/13 3/21/13 ClinOps ClinOps
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416 No 4.12.2.5 Receive Formulary Launch email from Express Scripts 
Formulary Management (PES) with CBM values and 
Formulary IDs


415FS+9 
d


1 d 0% 4/4/13 4/4/13 ClinOps ClinOps


417 No 4.12.2.6 Receive Formulary Launch email from Express Scripts 
Formulary Management (PES) and forward to IC to 
enter values into CBM


416 1 d 0% 4/5/13 4/5/13 IPM IPM


418 No 4.12.2.7 Enter the values into Client Benefit Manager (CBM) via 
the Formulary Launch email received from IM for 
Standard Formulary


417 2 d 0% 4/8/13 4/9/13 CBA CP-
CBM


CBA CP-
CBM


419 No 4.12.3 Custom Formulary Content 34 d 0% 3/8/13 4/24/13
420 No 4.12.3.1 Request CoventryCares of Nevada current Formulary 


Content
410SS 1 d 0% 3/8/13 3/8/13 ClinOps ClinOps


421 No 4.12.3.2 Provide current Formulary Content 420 3 d 0% 3/11/13 3/13/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


422 No 4.12.3.3 Conduct Analysis of Formulary Content 421 5 d 0% 3/14/13 3/20/13 ClinOps ClinOps
423 No 4.12.3.4 Gather specific Global Rule Requirements 422 2 d 0% 3/21/13 3/22/13 ClinOps ClinOps
424 No 4.12.3.5 Review Final Custom Formulary Content Requirements 


with CoventryCares of Nevada
423,422 1 d 0% 3/25/13 3/25/13 ClinOps ClinOps


425 No 4.12.3.6 Gain CoventryCares of Nevada Approval for Final 
Formulary Content Requirements


424 4 d 0% 3/26/13 3/29/13 ClinOps ClinOps


426 Yes 4.12.3.7 Provide written approval of Formulary Content 
requirements


425FF 4 d 0% 3/26/13 3/29/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


427 No 4.12.3.8 Complete Formulary BA Module 425 1 d 0% 4/1/13 4/1/13 ClinOps ClinOps
428 No 4.12.3.9 Work with FormOps Team to build Custom Formulary 


Content
427 2 d 0% 4/2/13 4/3/13 ClinOps ClinOps


429 No 4.12.3.10 Confirm coding of custom formulary aligns with client 
intent


428FS+10 
d


1 d 0% 4/18/13 4/18/13 ClinOps ClinOps


430 No 4.12.3.11 Receive Formulary Launch email from Express Scripts 
Formulary Management (PES) with Client Benefit 
Manager (CBM) values and Formulary IDs


428FS+12 
d,429


1 d 0% 4/22/13 4/22/13 ClinOps ClinOps


431 No 4.12.3.12 Receive NDC Roll Up File for Custom Formulary from 
FormOps


428FS+12 
d


1 d 0% 4/22/13 4/22/13 ClinOps ClinOps


432 No 4.12.3.13 Receive Formulary Launch email from Express Scripts 
Formulary Management (PES) and forward to IC to 
enter values into CBM


431FF 1 d 0% 4/22/13 4/22/13 IPM IPM


433 No 4.12.3.14 Obtain Product Id and Pref Alt Id from ClinOps 432 1 d 0% 4/23/13 4/23/13 IPM IPM
434 No 4.12.3.15 Enter the values into Client Benefit Manager (CBM) via 


the Formulary Launch email received from IM for 
Custom Formualry


433 1 d 0% 4/24/13 4/24/13 CBA CP-
CBM


CBA CP-
CBM


435 No 4.12.4 Custom Formulary 27.5 d 0% 3/8/13 4/16/13
436 No 4.12.4.1 Interchange Program 9 d 0% 3/8/13 3/20/13
437 No 4.12.4.1.1 Determine if CoventryCares of Nevada requires a 


Custom Formulary Interchange Program
410SS 5 d 0% 3/8/13 3/14/13 ClinOps ClinOps


438 No 4.12.4.1.2 If CoventryCares of Nevada requires Custom 
Interchange Program contact the Integrated Drug File 
department, Arnaldo Freda, for direction


437 1 d 0% 3/15/13 3/15/13 ClinOps ClinOps


439 No 4.12.4.1.3 Complete Product Selection Application (PSA) 
enrollment to capture client specific custom 
interchange requirements


438 2 d 0% 3/18/13 3/19/13 ClinOps ClinOps
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440 No 4.12.4.1.4 Advise CSOP's of Custom Interchange set up 439 1 d 0% 3/20/13 3/20/13 ClinOps ClinOps
441 No 4.12.4.2 If custom formulary, meet with Formulary Design Team 


(FDT) to define requirements
410 2 d 0% 3/15/13 3/18/13 IPM IPM


442 No 4.12.4.3 Mock Up Custom Formulary Member Guide 
Requirements. Review & Revise as needed.


441 4 d 0% 3/19/13 3/22/13 ClinOps ClinOps


443 No 4.12.4.4 Send Request (Form A and D) to Enrollment Team 442SS+2 
d


4 d 0% 3/21/13 3/26/13 ClinOps ClinOps


444 No 4.12.4.5 Print CoventryCares of Nevada Custom Formulary 
Document


443SS+1 
d


2 d 0% 3/22/13 3/25/13 ClinOps ClinOps


445 Yes 4.12.4.6 Approve Formulary (Sign Off On Member Guide Draft) 444 4 d 0% 3/26/13 3/29/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


446 No 4.12.4.7 Formulary coded via Formulary Rules Station (FRS) 445FS+2 
d,440


8.5 d 0% 4/3/13 4/15/13 ClinOps ClinOps


447 No 4.12.4.8 Formulary Rule ID provided to Account / 
Iimplementation Team


446FF 1 d 0% 4/12/13 4/15/13 ClinOps ClinOps


448 No 4.12.4.9 If custom formulary, obtain Product Id and Pref Alt Id 
from ClinOps


446,447 1 d 0% 4/15/13 4/16/13 IPM IPM


449 No 4.13 Pref Alt ID Setup 28.5 d 0% 3/8/13 4/17/13 ClinOps
450 No 4.13.1 Define Pref Alt ID Requirements 32 5 d 0% 3/8/13 3/14/13 ClinOps ClinOps
451 No 4.13.2 Submit Pref Alt requirements 450 1 d 0% 3/15/13 3/15/13 ClinOps ClinOps
452 No 4.13.3 Pref Alt coding complete 451FS+15 


d
1 d 0% 4/8/13 4/8/13 ClinOps ClinOps


453 No 4.13.4 Pref Alt ID provided to Account / Iimplementation Team 448FF 1 d 0% 4/15/13 4/16/13 ClinOps ClinOps


454 No 4.13.5 Pref Alt ID & Product IDs coded in Client Benefit Manager 
(CBM)


453SS 2 d 0% 4/15/13 4/17/13 CBA CP-
CBM


CBA CP-
CBM


455 Yes 4.14 Specialty Program Setup 37 d 0% 3/12/13 5/1/13
456 Yes 4.14.1 Define Specialty Program (ie: Drug Access Change, 


Pharmacy Access Change, Open Access, Direct Claim 
Pricing, Express Scripts Recommended Day Supply 
(MRDS) Accredo Day Supply and Copay Proration, etc) 
and Timeline


32FS+2 d 1 d 0% 3/12/13 3/12/13 Specialty 
Mgr


Specialty 
Mgr


457 No 4.14.2 Obtain any necessary legal sign-off (eg: exclusivity 
products and RRA)


456 10 d 0% 3/13/13 3/26/13 NAE NAE Typically only applies to 
Government Clients


458 No 4.14.3 Meet internally with Specialty team to discuss client 
Specialty Program requirements (member announcement 
letters, SP Advantage Letters, Pharmacy Lock Out 
Letters, Physician Letters)


456FS+3 
d


3 d 0% 3/18/13 3/20/13 Specialty 
Mgr


Specialty 
Mgr


459 No 4.14.4 Gather supporting documentation (Specialty Listing, Drug 
Access Change listing, Pharmacy Access Change listing, 
Medical Conversions)


456 4 d 0% 3/13/13 3/18/13 Specialty 
Mgr


Specialty 
Mgr


460 No 4.14.5 Evaluate Specialty pricing with Specialty Drug List 
Manager to determine if standard or custom


456,459S
S


4 d 0% 3/13/13 3/18/13 Specialty 
Mgr


Specialty 
Mgr


461 No 4.14.6 Review proposed Specialty recommendations with 
CoventryCares of Nevada


######## 1 d 0% 3/27/13 3/27/13 IPM,ClinOp
s


ClinOps


462 Yes 4.14.7 Approve proposed Specialty requirements 461 1 d 0% 3/28/13 3/28/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


463 No 4.14.8 Implement Specialty Requirements 28 d 0% 3/19/13 4/25/13 Specialty 
Mgr
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464 No 4.14.8.1 If custom pricing, send information to Specialty Drug 
List Manager


460 1 d 0% 3/19/13 3/19/13 Specialty 
Mgr


Specialty 
Mgr


465 No 4.14.8.2 Confirm Specialty Drug List Manager has assessed 
drug list for content


464FS+4 
d


1 d 0% 3/26/13 3/26/13 Specialty 
Mgr


Specialty 
Mgr


466 No 4.14.8.3 Submit request to Plan File for new DCRS pricing ID 465 1 d 0% 3/27/13 3/27/13 Specialty 
Mgr


Specialty 
Mgr


467 No 4.14.8.4 Verify Plan File has developed new DCRS IDs 466 10 d 0% 3/28/13 4/10/13 Specialty 
Mgr


Specialty 
Mgr


468 No 4.14.8.5 Confirm Plan File has provided new DCRS IDs to Drug 
List Manager, PES and Account Team


467FF 1 d 0% 4/10/13 4/10/13 Specialty 
Mgr


Specialty 
Mgr


469 No 4.14.8.6 Confirm Drug List Manager has recorded new DCRS 
IDs in drug list library


468 1 d 0% 4/11/13 4/11/13 Specialty 
Mgr


Specialty 
Mgr


470 No 4.14.8.7 Attach new DCRS IDs to BA Tool 469 1 d 0% 4/12/13 4/12/13 IPM IPM
471 No 4.14.8.8 Confirm Product Enrollment Services has submitted 


new Specialty pricing option to CBPS
470 5 d 0% 4/15/13 4/19/13 Specialty 


Mgr
Specialty 
Mgr


472 No 4.14.8.9 Confirm Product Enrollment Sevices has run Specialty 
tracking post scans and review screen prints


471FS+1 
d


3 d 0% 4/23/13 4/25/13 Specialty 
Mgr


Specialty 
Mgr


473 No 4.14.9 Specialty Setup 24 d 0% 3/29/13 5/1/13 Specialty 
Mgr


474 No 4.14.9.1 Complete and submit BA Specialty module to FAS 462 10 d 0% 3/29/13 4/11/13 Specialty 
Mgr


Specialty 
Mgr


475 No 4.14.9.2 Confirm that the FA has attached the Specialty contract 
pricing to the pricing module


474 2 d 0% 4/12/13 4/15/13 Specialty 
Mgr


Specialty 
Mgr


476 No 4.14.9.3 Attend PES CLASS session to review requirements 
submitted via BA tool


475 1 d 0% 4/16/13 4/16/13 Specialty 
Mgr


Specialty 
Mgr


477 No 4.14.9.4 Provide CoventryCares of Nevada's specialty product 
information, expected patient volume and pricing 
information to Accredo Reimbursement Area


462 1 d 0% 3/29/13 3/29/13 Specialty 
Mgr


Specialty 
Mgr


478 No 4.14.9.5 Identify unique/new Specialty drug lists needed 474 3 d 0% 4/12/13 4/16/13 ClinOps ClinOps
479 No 4.14.9.6 Confirm and approve Specialty pharmacy exceptions 478FF 2 d 0% 4/15/13 4/16/13 ClinOps ClinOps
480 No 4.14.9.7 Identify Specialty required PPO changes 479FF 2 d 0% 4/15/13 4/16/13 Specialty 


Mgr
Specialty 
Mgr


481 No 4.14.9.8 Receive and execute Specialty requests for 
enrollment and pharmacy exceptions.


11 d 0% 4/17/13 5/1/13


482 No 4.14.9.8.1 Review Specialty set up of Client Profile 480 2 d 0% 4/17/13 4/18/13 Specialty 
Mgr


Specialty 
Mgr


483 No 4.14.9.8.2 Create new Specialty drug lists (Normal DL 5 days; 
Complex DL = 10 days)


482 9 d 0% 4/19/13 5/1/13 ClinOps ClinOps


484 No 4.14.9.8.3 Execute Specialty Pharmacy / Drug Exceptions in 
RPO


483SS 3 d 0% 4/19/13 4/23/13 Specialty 
Mgr


Specialty 
Mgr


485 No 4.14.9.8.4 Execute Specialty PPO changes 484FF 3 d 0% 4/19/13 4/23/13 Specialty 
Mgr


Specialty 
Mgr


486 No 4.14.9.8.5 Execute Specialty pharmacy/drug pricing changes 485FF 3 d 0% 4/19/13 4/23/13 Specialty 
Mgr


Specialty 
Mgr


487 No 4.14.9.8.6 Execute Specialty pharmacy/drug pricing changes 
(Specialty Drug Price changes)


486FF 3 d 0% 4/19/13 4/23/13 Specialty 
Mgr


Specialty 
Mgr


488 No 4.14.9.8.7 Specialty Agreement of Configuration & QC 
Complete


487 1 d 0% 4/24/13 4/24/13 Specialty 
Mgr


Specialty 
Mgr


489 No 4.15 Secondary Benefits (a.k.a. COB - Coordination of 
Benefits) Setup


33 d 0% 4/2/13 5/16/13 IPM
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490 Yes 4.15.1 Secondary Benefits (a.k.a. Coordination of Benefits - 
COB) Standard Setup


19 d 0% 4/2/13 4/26/13 IPM


491 Yes 4.15.1.1 Review Secondary Benefits (a.k.a. COB) Requirements 24FS+5 d 8.5 d 0% 4/2/13 4/12/13 IPM IPM


492 No 4.15.1.2 If custom requirement for Secondary Benefits (a.k.a. 
COB), submit PTS


491 1 d 0% 4/12/13 4/15/13 IPM IPM


493 No 4.15.1.3 Notify Secondary Benefits (a.k.a. COB) product owners 
of requirements & work to define correct 
reimbursement method (prerequisite for BA module)


492 1 d 0% 4/15/13 4/16/13 IPM IPM


494 No 4.15.1.4 Confirm with Express Scripts Legal the coordination of 
Express Scripts Pharmacy & Accredo Pharmacy 
contracts (for Accredo both retail & mail NPIs) for 
Implementation of all new outside payers contracting for 
electronic COB process at Mail


493 5 d 0% 4/16/13 4/23/13 NAE,VP 
Sales


NAE


495 No 4.15.1.5 Notify Product Enrollment of Secondary Benefits (a.k.a. 
COB) and if custom requirement


493 1 d 0% 4/16/13 4/17/13 IPM IPM


496 No 4.15.1.6 Confirm with CoventryCares of Nevada the passing of 
the Express Scripts required Secondary Benefits (a.k.a. 
COB) flags on eligibility file


495 2.5 d 0% 4/17/13 4/19/13 CBA CP-
CBM


CBA CP-
CBM


497 No 4.15.1.7 Update Secondary Benefits (a.k.a. COB) fields on 
Client Benefit Manager


496 5 d 0% 4/22/13 4/26/13 CBA CP-
CBM


CBA CP-
CBM


498 No 4.15.2 Secondary Benefits (a.k.a. Coordination of Benefits - 
COB) - Government Subrogation Setup


21 d 0% 4/17/13 5/15/13 IPM


499 Yes 4.15.2.1 Review Secondary Benefits (a.k.a. COB) - Government 
Subrogation Requirements


24FS+16 
d


5 d 0% 4/17/13 4/23/13 IPM IPM


500 No 4.15.2.2 Request signed Government Subrogation Agreement 
Letter from CoventryCares of Nevada


499FF 1 d 0% 4/23/13 4/23/13 IPM IPM


501 Yes 4.15.2.3 Provide signed Government Subrogation Agreement 
Letter


500FS+2 
d


5 d 0% 4/26/13 5/2/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


502 No 4.15.2.4 Provide signed Government Subrogation Agreement 
Letter from CoventryCares of Nevada to Secondary 
Benefits (a.k.a. COB) product owners for execution & 
signature


501 1 d 0% 5/3/13 5/3/13 IPM IPM


503 No 4.15.2.5 Verify that the Secondary Benefits (a.k.a. COB) product 
owners, provided two original fully executed copies of 
the signed Government Subrogation agreement letters; 
one to be retained by Account Mgmt, the other for 
CoventryCares of Nevada's files


502 3 d 0% 5/6/13 5/8/13 IPM IPM


504 No 4.15.2.6 Verify that the Secondary Benefits (a.k.a. COB) product 
owners provided administrative copies of the fully 
executed Government Subrogation letters to Finance 
and Legal


503 1 d 0% 5/9/13 5/9/13 IPM IPM


505 No 4.15.2.7 Submit the Government Subrogation addendum to 
populate Client Benefit Manager


504 3 d 0% 5/10/13 5/14/13 CBA CP-
CBM


CBA CP-
CBM


506 No 4.15.2.8 QC the Government Subrogation CBM setup 505 1 d 0% 5/15/13 5/15/13 CBA CP-
CBM


CBA CP-
CBM


507 Yes 4.15.3 Secondary Benefits (a.k.a. Coordination of Benefits - 
COB) - Medicare Part B Setup


22 d 0% 4/17/13 5/16/13 IPM


508 Yes 4.15.3.1 Review Secondary Benefits (a.k.a. COB) - Medicare 
Part B Requirements


24FS+16 
d


5 d 0% 4/17/13 4/23/13 IPM IPM
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509 No 4.15.3.2 Request signed Medicare Part B Agreement Letter from 
CoventryCares of Nevada


508 1 d 0% 4/24/13 4/24/13 IPM IPM


510 Yes 4.15.3.3 Provide signed Medicare Part B Agreement Letter 509FS+2 
d


5 d 0% 4/29/13 5/3/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


511 No 4.15.3.4 Provide signed Medicare Part B Agreement Letter from 
CoventryCares of Nevada to Secondary Benefits (a.k.a. 
COB) product owners for execution & signature


510 1 d 0% 5/6/13 5/6/13 IPM IPM


512 No 4.15.3.5 Verify that the Secondary Benefits (a.k.a. COB) product 
owners, provided two original fully executed copies of 
the signed Medicare B agreement letters; one to be 
retained by Account Mgmt, the other for CoventryCares 
of Nevada's files


511 3 d 0% 5/7/13 5/9/13 IPM IPM


513 No 4.15.3.6 Verify that the Secondary Benefits (a.k.a. COB) product 
owners provided administrative copies of the fully 
executed Medicare B letters to Finance and Legal


512 1 d 0% 5/10/13 5/10/13 IPM IPM


514 No 4.15.3.7 Submit the Medicare B addendum to populate Client 
Benefit Manager


513 3 d 0% 5/13/13 5/15/13 CBA CP-
CBM


CBA CP-
CBM


515 No 4.15.3.8 QC the Medicare B CBM setup 514 1 d 0% 5/16/13 5/16/13 CBA CP-
CBM


CBA CP-
CBM


516 Yes 4.16 Reviews & Appeals Setup 45 d 0% 3/25/13 5/24/13
517 No 4.16.1 Review/complete Reviews & Appeals enrollment 


information for BA tool with CoventryCares of Nevada, IM, 
IC, & Appeals Area


5FS-70 
d,3


6 d 0% 3/25/13 4/1/13 IPM,CBA 
CP-
CBM,Clin 
Prod 
Enrollment


ClinOps


518 No 4.16.2 Provide CoventryCares of Nevada with Express Scripts 
Standard Reviews & Appeals letters


517SS 5 d 0% 3/25/13 3/29/13 ClinOps ClinOps


519 No 4.16.3 Confirm with CAE if custom review and appeals letter is 
needed


518FF 1 d 0% 3/29/13 3/29/13 TC-CM TC-CM


520 No 4.16.4 Enhanced Reviews & Appeals for Non-Grandfathered 
Plans


519 22 d 0% 4/1/13 4/30/13 Note: For non-grandfathered 
plans only. Not required for 
grandfathered or retiree-only 
plans or policies


521 No 4.16.4.1 Review Enhanced Reviews & Appeals option with 
CoventryCares of Nevada and confirm decision


32FF 1 d 0% 4/1/13 4/1/13 NAE NAE Note: Sales indicates which 
option should be selected as part 
of the client's contract. Note: LOA 
addresses Independent Review 
Organizations (IROs) contracted 
to perform external appeals & 
associated fees as well as the 
Enhanced Reviews and Appeals 
ser...


522 No 4.16.4.2 Submit the Healthcare Reform (HCR) BA Module with 
CoventryCares of Nevada IRO decision


521 1 d 0% 4/2/13 4/2/13 AM AM
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523 No 4.16.4.3 Submit a contract request form (CRF) to Legal 
indicating CoventryCares of Nevada's ER&A decisions


522FS+5 
d


1 d 0% 4/10/13 4/10/13 NAE NAE Note: Sales indicates which 
option should be selected as part 
of the client's contract. Note: LOA 
addresses Independent Review 
Organizations (IROs) contracted 
to perform external appeals & 
associated fees as well as the 
Enhanced Reviews and Appeals 
ser...


524 No 4.16.4.4 Provide copy of CRF with completed ER&A section to 
Iimplementation team


523,5FS-
45 d


1 d 0% 4/29/13 4/29/13 AM AM Note: Complete no later than 
thirty (30) days prior to plan 
effective date. If custom R & A 
letters, the lead time is sixty (60) 
days.


525 No 4.16.4.5 Confirm enhanced Reviews & Appeals setup complete 524,6FS-3 
d


1 d 0% 4/30/13 4/30/13 IPM IPM


526 No 4.16.5 Custom Reviews & Appeals Letter Setup 40 d 0% 4/1/13 5/24/13
527 No 4.16.5.1 Submit PTS if CoventryCares of Nevada requires 


custom Reviews & Appeals letters
519 1 d 0% 4/1/13 4/1/13 TC-CM TC-CM


528 No 4.16.5.2 Create custom Reviews & Appeals letters 517FS+5 
d


15 d 0% 4/9/13 4/29/13 CS CS Note: CS works with Therapeutic 
Solutions; Marie Lambert's team 
only if custom


529 Yes 4.16.5.3 Approve Reviews & Appeals letters 528 4 d 0% 4/30/13 5/3/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


530 No 4.16.5.4 CRD written & approved for custom Reviews & Appeals 
letters - PTS # XXXXXXX


528FF 1 d 0% 4/29/13 4/29/13 TC-CM TC-CM


531 No 4.16.5.5 Obtain LOE for custom Reviews & Appeals letters - 
PTS # XXXXXXX - Release MM/DD/YY


530 1 d 0% 4/30/13 4/30/13 TC-CM TC-CM


532 No 4.16.5.6 Confirm Lock for custom Reviews & Appeals letters - 
PTS # XXXXXXX - Release MM/DD/YY


531FS+2 
d


1 d 0% 5/3/13 5/3/13 TC-CM TC-CM


533 No 4.16.5.7 Confirm coding & unit test complete for custom 
Reviews & Appeals letters - PTS # XXXXXXX - 
Release MM/DD/YY


532 5 d 0% 5/6/13 5/10/13 TC-CM TC-CM


534 No 4.16.5.8 Confirm QA testing complete for custom Reviews & 
Appeals letters - PTS # XXXXXXX - Release 
MM/DD/YY


533FS+5 
d


3 d 0% 5/20/13 5/22/13 TC-CM TC-CM


535 No 4.16.5.9 Coding live in Production for custom Reviews & 
Appeals letters - PTS # XXXXXXX - Release 
MM/DD/YY


534 2 d 0% 5/23/13 5/24/13 TC-CM TC-CM


536 Yes 4.17 Pharmacy Retail Network Setup 28.5 d 0% 3/8/13 4/17/13 IPM
537 Yes 4.17.1 Define Pharmacy Retail Network (standard or custom) 32 5 d 0% 3/8/13 3/14/13 IPM IPM
538 No 4.17.2 Provide CoventryCares of Nevada's CAT testing schedule 


to Retail Network Management
537SS 1 d 0% 3/8/13 3/8/13 IPM IPM


539 No 4.17.3 Custom Pharmacy Network 4 d 0% 3/15/13 3/20/13
540 No 4.17.3.1 If custom network is outside contractual terms seek 


approval through NAE and Sales before agreeing to 
solicitation


537 4 d 0% 3/15/13 3/20/13 IPM IPM


541 No 4.17.4 Pharmacy/Retail Network Requirements 5 d 0% 3/20/13 3/26/13
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542 No 4.17.4.1 Request Pharmacy Chain Listing 540FS-1 d 1 d 0% 3/20/13 3/20/13 CBA CP-
CBM


CBA CP-
CBM


543 Yes 4.17.4.2 PPO (Preferred Provider Organization) Requirements 
confirmed


537,540 1 d 0% 3/21/13 3/21/13 IPM IPM


544 No 4.17.4.3 Submit Retail Network BA module 543FF 1 d 0% 3/21/13 3/21/13 IPM IPM Note: Needs to be submitted 30 
days prior to the start of OE


545 No 4.17.4.4 Send Pharmacy Chain Listing for review and approval 542 1 d 0% 3/21/13 3/21/13 CBA CP-
CBM


CBA CP-
CBM


546 Yes 4.17.4.5 Provide Pharmacy Chain Listing approval 545 3 d 0% 3/22/13 3/26/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


547 No 4.17.5 PPO Configuration & Setup 5 d 0% 3/27/13 4/2/13
548 No 4.17.5.1 Confirm custom pharmacy retail network and 


communicate to Implementation/Account Manager
539FF,54
6


1 d 0% 3/27/13 3/27/13 NAE NAE


549 No 4.17.5.2 PPO IDs coded 548 1 d 0% 3/28/13 3/28/13 IPM IPM
550 No 4.17.5.3 Obtain PPO Number (standard or custom) 538,545,5


48SS
3 d 0% 3/27/13 3/29/13 IPM IPM Note: PPO checklist is available 


from the PPO team
551 No 4.17.5.4 PPO # updated in CBM 550FF 1 d 0% 3/29/13 3/29/13 CBA CP-


CBM
CBA CP-
CBM


Note: PPO checklist is available 
from the PPO team


552 No 4.17.5.5 If CoventryCares of Nevada requires multiple PPO #s, 
prior to set up in CBM, enter assigned PPO #s into 
spreadsheet & frwd to PPO Group for confirmation that 
the PPO #s were assigned appropriately


551 1 d 0% 4/1/13 4/1/13 IPM,CBA 
CP-CBM


IPM Note: This process is expected to 
be automated through the BA 
Tool in 2007.


553 Yes 4.17.5.6 PPO Configuration complete 552 1 d 0% 4/2/13 4/2/13 CBA CP-
CBM


CBA CP-
CBM


554 No 4.17.6 Pharmacy Announcement 14.5 d 0% 3/28/13 4/17/13
555 No 4.17.6.1 Provide information on CoventryCares of Nevada for 


Retail Pharmacy Announcement to Express Scripts 
Pharmacy Network Communications


548 3 d 0% 3/28/13 4/1/13 CBA CP-
CBM


CBA CP-
CBM


556 No 4.17.6.2 Receive draft of Retail Pharmacy Announcement and 
send to CoventryCares of Nevada for approval (Note: 
Block out any other client information on the 
Announcement prior to sending)


555 1 d 0% 4/2/13 4/2/13 CS CS


557 Yes 4.17.6.3 Approve Pharmacy Announcement content 555 1 d 0% 4/2/13 4/2/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


558 No 4.17.6.4 Submit the Retail Pharmacy Communication Brief Form 
to Express Scripts Pharmacy Network Communications 
and confirm email is scheduled


557 0.5 d 0% 4/3/13 4/3/13 CS CS


559 Yes 4.17.6.5 Verify Pharmacy Announcement Letter emailing 
complete


558FS+8 
d


2 d 0% 4/15/13 4/17/13 CS CS


560 Yes 5 MEMBER SETUP (File Loads) 57 d 0% 3/8/13 5/28/13
561 5.1 FTP Requirements - Files from CoventryCares of 


Nevada
9 d 0% 3/8/13 3/20/13


562 No 5.1.1 Identify all sources of file transmissions; CoventryCares of 
Nevada, Medical Vendor, etc.


32 1 d 0% 3/8/13 3/8/13 TC-CM,TC-
DM


TC-CM


563 No 5.1.2 Finalize FTP (File Transmission Protocol) 
Requirements for CoventryCares of Nevada Files


9 d 0% 3/8/13 3/20/13 TC-CM
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564 No 5.1.2.1 Determine and document all methods of file 
transmissions for CoventryCares of Nevada for the 
initial files and for post Implementation files


562SS 3 d 0% 3/8/13 3/12/13 TC-CM TC-CM


565 No 5.1.2.2 Outline detailed file transmission schedule (test, 
production, and catch up files) in the External Data 
Load Timeline spreadsheet for CoventryCares of 
Nevada files


564FF 1 d 0% 3/12/13 3/12/13 TC-CM TC-CM


566 No 5.1.2.3 Request sign off from CoventryCares of Nevada on the 
file transmission schedule & method of transmission for 
initial files and post Implementation files


565 1 d 0% 3/13/13 3/13/13 TC-CM,IPM TC-CM


567 Yes 5.1.2.4 Confirm sign off received from CoventryCares of 
Nevada on file schedule & method of transmission for 
initial files and post Implementation files


566FS+4 
d


1 d 0% 3/20/13 3/20/13 TC-CM,IPM IPM


568 No 5.1.2.5 Provide file load schedule and names of file sources to 
the project plan manager for plan updating


567SS 1 d 0% 3/20/13 3/20/13 TC-CM,PM TC-CM


569 No 5.2 Confirm with CoventryCares of Nevada if payment for files 
needs to be made prior to vendor releasing production files; 
External Claims, PAs, Open Refills, etc.


562 2 d 0% 3/11/13 3/12/13 TC-CM TC-CM


570 No 5.3 Confirm with CoventryCares of Nevada the volume of 
records/ members for each file; Eligibility, External Claims, 
PAs, Open Refills, etc.


569FF 2 d 0% 3/11/13 3/12/13 TC-CM TC-CM


571 No 5.4 Eligibility 54 d 0% 3/13/13 5/28/13
572 No 5.4.1 Eligibility Requirements 35 d 0% 3/13/13 4/30/13 TC-CM
573 Yes 5.4.1.1 Define Eligibility Requirements (Rules, Record Layouts, 


Media Types, Identifiers, Not Eligible Procedures)
216FF,56
2


7 d 0% 3/13/13 3/21/13 TC-CM TC-CM


574 No 5.4.1.2 Define/Confirm Dependent/Student Coverage Rules 573SS 5 d 0% 3/13/13 3/19/13 TC-CM TC-CM
575 No 5.4.1.3 Create Eligibility Mappings & Requirements Document 573FF 1 d 0% 3/21/13 3/21/13 TC-CM TC-CM


576 No 5.4.1.4 Confirm DECs type used with previous vendor and 
ensure compatibility. Identify and communicate to 
CoventryCares of Nevada any possible impact to 
members


575FF 1 d 0% 3/21/13 3/21/13 IPM IPM


577 Yes 5.4.1.5 Approve Eligibility Requirements 616FF,57
5


3 d 0% 3/22/13 3/26/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


578 No 5.4.1.6 Complete Eligibility CRA Module 577FF 1 d 0% 3/26/13 3/26/13 TC-CM TC-CM
579 No 5.4.1.7 Submit Eligibility PTS (Mapping docs must be 


submitted along with PTS) including LOE Rqmts
577FF 1 d 0% 3/26/13 3/26/13 TC-CM TC-CM


580 No 5.4.1.8 CoventryCares of Nevada Eligibility Reformat File - 
PTS XXXXXXX - Release MM/DD/YY


25 d 0% 3/27/13 4/30/13


581 No 5.4.1.8.1 Mapping/requirements document completed for 
CoventryCares of Nevada's Eligibility Reformat File - 
PTS XXXXXXXX - Release MM/DD/YY


579,575 1 d 0% 3/27/13 3/27/13 TC-CM TC-CM


582 No 5.4.1.8.2 Mapping/requirements signed off, and attached to 
PTS for CoventryCares of Nevada's Eligibility 
Reformat File - PTS XXXXXXXX - Release 
MM/DD/YY


581FS+4 
d


1 d 0% 4/3/13 4/3/13 TC-CM TC-CM
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583 No 5.4.1.8.3 Obtain LOE for Eligibility Reformat File - PTS 
XXXXXXXX - Release MM/DD/YY


582 1 d 0% 4/4/13 4/4/13 TC-CM TC-CM


584 No 5.4.1.8.4 Confirm Lock for Eligibility Reformat File - PTS 
XXXXXXXX - Release MM/DD/YY


583FS+2 
d


1 d 0% 4/9/13 4/9/13 TC-CM TC-CM


585 No 5.4.1.8.5 Confirm coding & unit test complete for Eligibility 
Reformat File - PTS XXXXXXXX - Release 
MM/DD/YY


584 5 d 0% 4/10/13 4/16/13 TC-CM TC-CM


586 No 5.4.1.8.6 Confirm QA testing complete for Eligibility Reformat 
File - PTS XXXXXXXX - Release MM/DD/YY


585FS+5 
d,588,589


3 d 0% 4/24/13 4/26/13 TC-CM TC-CM


587 No 5.4.1.8.7 Coding live in Production for Eligibility Reformat File - 
PTS XXXXXXXX - Release MM/DD/YY


586 2 d 0% 4/29/13 4/30/13 TC-CM TC-CM


588 No 5.4.1.9 If Med D and custom Eligibility required, work with TC 
to confirm eligibility file testing and Med D setup are 
scheduled to be in place before testing begins


573 1 d 0% 3/22/13 3/22/13 TC-CM,IPM IPM


589 No 5.4.1.10 If Med D and custom Eligibility required, work with IM to 
confirm eligibility file testing and Med D setup are 
scheduled to be in place before testing begins


588FF 1 d 0% 3/22/13 3/22/13 TC-CM,IPM TC-CM


590 No 5.4.1.11 Eligibility Transmission Setup - EFT Form 
Submission


28 d 0% 3/13/13 4/19/13


591 No 5.4.1.11.1 Submit CUS ID form 564 1 d 0% 3/13/13 3/13/13 IPM IPM
592 No 5.4.1.11.2 Determine CoventryCares of Nevada Contact for 


Transmission
591 1 d 0% 3/14/13 3/14/13 TC-CM TC-CM


593 No 5.4.1.11.3 Determine transmission Type (i.e. FTP, lease line, 
etc.) for CoventryCares of Nevada's eligibility file


592 1 d 0% 3/15/13 3/15/13 TC-CM TC-CM


594 No 5.4.1.11.4 Submit EFT Request to Express Scripts Information 
Exchange (MIE) team for eligibility file


593 1 d 0% 3/18/13 3/18/13 TC-CM TC-CM


595 No 5.4.1.11.5 Confirm WO and LOE entered in PTS for EFT 
support of eligibility file


594 1 d 0% 3/19/13 3/19/13 TC-CM TC-CM


596 No 5.4.1.11.6 Express Scripts Information Exchange (MIE) team 
sends weblink of logged EFT Request Form to 
confirm progress and connectivity for inbound 
eligibility transmission setup


595 1 d 0% 3/20/13 3/20/13 TC-CM TC-CM


597 No 5.4.1.11.7 Confirm EFT setup is "In Process" for eligibility file 596 1 d 0% 3/21/13 3/21/13 TC-CM TC-CM
598 Yes 5.4.1.11.8 Verify EFT setup is in production (may take up to 90 


days) for eligibility file
597FS+20 
d


1 d 0% 4/19/13 4/19/13 TC-CM TC-CM


599 No 5.4.1.12 Pre-Edit Report Recipient & Media Type Setup 
Coordination


12 d 0% 3/22/13 4/8/13


600 No 5.4.1.12.1 Determine who will receive pre-edit report 573 1 d 0% 3/22/13 3/22/13 TC-CM TC-CM
601 No 5.4.1.12.2 Once CWS pre-edit setup is confirmed, to enable 


CoventryCares of Nevada to receive pre-edit reports, 
access http://mcfr1n10.Express 
Scripts.com/Intranet/cws.nsf/begin?OpenForm and 
update "Add/Update Client Pre-Edits and Eligibility" 
indicators


600,621 1 d 0% 4/8/13 4/8/13 TC-CM TC-CM


602 No 5.4.2 Eligibility Data Quality Assessment 40 d 0% 3/28/13 5/22/13
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603 No 5.4.2.1 Contact Data Quality Team (Elisa Pirylis) to review 
eligibility file for data quality issues, including missing 
addresses, missing phone, unrealistic DOBs, etc.


573SS,61
7


1 d 0% 3/28/13 3/28/13 TC-CM TC-CM Note: Send an email request for 
data quality analysis with client 
name, CUS IDs, market group, 
and date in which pre-edit was 
executed. The data quality team is 
on distribution of STATISTICAL 
ANALYSIS REPORT where 
output of pre-edit is sent. 
IMPORTANT:...


604 No 5.4.2.2 Produce data analysis reporting on Eligibility test file 603 3 d 0% 3/29/13 4/2/13 Patient 
Data 
Quality


Patient Data 
Quality


Dependency on receipt / load of 
eligibility test file. Also, dependent 
on notification of 1362 record 
length output and STATISTICAL 
ANALYSIS REPORT 
(1362rpt.txt)


605 No 5.4.2.3 Facilitate meeting with AM and TC to review data 
analysis and recommendations on quality 
improvements relative to consistent/accurate 
demographics (ensure no impact to AGN, DECS R)


604 1 d 0% 4/3/13 4/3/13 Patient 
Data 
Quality


Patient Data 
Quality


606 No 5.4.2.4 Provide data quality analysis to CoventryCares of 
Nevada (including demographic defect examples)


605 1 d 0% 4/4/13 4/4/13 TC-CM TC-CM


607 No 5.4.2.5 Confirm with CoventryCares of Nevada which quality 
improvements will be applied to 2nd eligibility test file


606 1 d 0% 4/5/13 4/5/13 TC-CM TC-CM Note: This may not be required


608 No 5.4.2.6 Request 2nd eligibility test file from CoventryCares of 
Nevada based on identified quality improvement 
opportunities


624FS-5 d 1 d 0% 4/29/13 4/30/13 TC-CM TC-CM Note: This may not be required or 
may be combined with an already 
planned test file


609 No 5.4.2.7 Produce data analysis reporting on 2nd eligibility test 
file


608 1 d 0% 4/30/13 5/1/13 Patient 
Data 
Quality


Patient Data 
Quality


Dependency on receipt / load of 
eligibility 2nd test file. Also, 
dependent on notification of 1362 
record length output and 
STATISTICAL ANALYSIS 
REPORT (1362rpt.txt)


610 No 5.4.2.8 Review CoventryCares of Nevada eligibility data and 
confirm quality recommendations have been applied 
(PRODUCTION FILE)


609,635 2 d 0% 5/21/13 5/22/13 Patient 
Data 
Quality


Patient Data 
Quality


Note: Must be completed prior to 
loading data to production


611 No 5.4.2.9 Notify TC of approval of Eligibility Data Qualiity 
confirming production eligibility can be loaded when 
ready


610FF 1 d 0% 5/22/13 5/22/13 Patient 
Data 
Quality


Patient Data 
Quality


612 No 5.4.3 Temp ID Cards 7 d 0% 3/21/13 3/29/13
613 No 5.4.3.1 Discuss Temp ID card functionality with CoventryCares 


of Nevada
573FF 1 d 0% 3/21/13 3/21/13 CBA CP-


CBM
CBA CP-
CBM


614 No 5.4.3.2 Submit paperwork to activate temp ID card functionality 
(regardless of who produces ID Card)


613FS+5 
d


1 d 0% 3/29/13 3/29/13 CBA CP-
CBM


CBA CP-
CBM


615 Yes 5.4.4 Eligibility File Processing 49 d 0% 3/20/13 5/28/13
616 Yes 5.4.4.1 Provide 1st Eligibility Test File - field/format validation 573SS+5 


d
1 d 0% 3/20/13 3/20/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV


617 No 5.4.4.2 Receive 1st Eligibility Test File - field/format validation - 
Share pre-edit with IM and CoventryCares of Nevada


616 5 d 0% 3/21/13 3/27/13 TC-CM TC-CM
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618 No 5.4.4.3 Review pre-edit and results of 1st Eligibility Test File 617FF 1 d 0% 3/27/13 3/27/13 IPM IPM
619 No 5.4.4.4 Confirm CUSID & Client Profile screen 13 "PERS NO 


CONV" have equal values
618FF 1 d 0% 3/27/13 3/27/13 IPM IPM


620 No 5.4.4.5 Send an email to Eligibility to start posting 
CoventryCares of Nevada's reports to CWS (if not 
done, pre-edit reports will not post)


619 1 d 0% 3/28/13 3/28/13 CBA CP-
CBM


CBA CP-
CBM


621 No 5.4.4.6 Verify pre-edit reports are now appearing in CWS 620FS+5 
d


1 d 0% 4/5/13 4/5/13 CBA CP-
CBM


CBA CP-
CBM


622 No 5.4.4.7 Determine if 1st Eligibility Test File needs to be loaded 618 2 d 0% 3/28/13 3/29/13 TC-CM TC-CM


623 No 5.4.4.8 If 1st Eligibility Test File needs to be loaded, provide 
approval to load after confirming IM / AM has verified 
CUSID & CP screen 13 "PERS NO CONV" have equal 
values & all required setup is complete as required in 
PPT SOP


622 2 d 0% 4/1/13 4/2/13 TC-CM TC-CM


624 Yes 5.4.4.9 Provide 1st Full Positive Test file - Express Scripts 
Group #


616,5FS-
40 d


0.5 d 0% 5/6/13 5/6/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


625 No 5.4.4.10 Receive 1st Full Positive Test file - Express Scripts 
Group # - Share pre-edit with IM and CoventryCares of 
Nevada


624 1 d 0% 5/6/13 5/7/13 TC-CM TC-CM


626 No 5.4.4.11 Review pre-edit and results of 1st Full Positive Test file - 
Express Scripts Group #


625 3 d 0% 5/7/13 5/10/13 IPM IPM


627 No 5.4.4.12 Determine if 1st Full Positive Test File needs to be 
loaded


626 2 d 0% 5/10/13 5/14/13 TC-CM TC-CM


628 No 5.4.4.13 If 1st Full Positive Test File needs to be loaded, provide 
approval to load after confirming IM / AM has verified 
CUSID & CP screen 13 "PERS NO CONV" have equal 
values & all required setup is complete as required in 
PPT SOP


627 2 d 0% 5/14/13 5/16/13 TC-CM TC-CM


629 No 5.4.4.14 Load 1st Full Positive Test File 628FF 1 d 0% 5/15/13 5/16/13 TC-CM TC-CM
630 No 5.4.4.15 Move Eligibility Code to Production 629 1 d 0% 5/16/13 5/17/13 TC-CM TC-CM
631 Yes 5.4.4.16 Provide 2nd Positive Eligibility Test file - Changes 624FS+4 


d
1 d 0% 5/10/13 5/13/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV


632 No 5.4.4.17 Receive 2nd Positive Eligibility Test file - Changes 631 0.5 d 0% 5/13/13 5/13/13 TC-CM TC-CM
633 No 5.4.4.18 Review & approve 2nd Positive Eligibility Test file - 


Changes
632 1.5 d 0% 5/14/13 5/15/13 TC-CM TC-CM


634 No 5.4.4.19 Load 2nd Positive Test File 633FF 1 d 0% 5/14/13 5/15/13 TC-CM TC-CM
635 Yes 5.4.4.20 Provide 1st Full Positive - Eligibility Production File 631FS+5 


d
0.5 d 0% 5/20/13 5/20/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV


636 No 5.4.4.21 Receive 1st Full Positive - Eligibility Production File & 
share pre-edit with IM and CoventryCares of Nevada


635 1 d 0% 5/21/13 5/21/13 TC-CM TC-CM


637 No 5.4.4.22 Review Initial production pre-edit and results 636FF 1 d 0% 5/21/13 5/21/13 IPM IPM
638 No 5.4.4.23 Reconcile the # of members / dependents received at 


Express Scripts and the counts from the 
CoventryCares of Nevada System (Note: This 
verification is to identify early in the process any 
possible missed "pockets" of eligibility)


637FF 1 d 0% 5/21/13 5/21/13 TC-CM TC-CM
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639 No 5.4.4.24 Review & approve 1st Full Positive - Eligibility 
Production File - Important: Verify CP/CBM - See Note


638FF 2 d 0% 5/20/13 5/21/13 IPM IPM Important: Verify CP/CBM is set 
up with person # conversion, 
Express Scripts assigned, etc. & 
all required setup is complete as 
required in PPT SOP before 
eligibility production load


640 Yes 5.4.4.25 Load 1st Full Positive - Eligibility Production File 639 1 d 0% 5/22/13 5/22/13 TC-CM TC-CM Caution: If Express Scripts is 
producing the ID Card/Welcome 
kit, prior to loading eligibility to 
production, verify all mailing 
components were approved and 
loaded on the Vertis platform. 
Vertis should be loaded 2 weeks 
prior to eligibility load to allow


641 No 5.4.4.26 Perform Umbrella Group testing in sandbox region 217,640 2 d 0% 5/23/13 5/24/13 IPM IPM
642 Yes 5.4.4.27 Eligibility in Production @ Express Scripts 641 0 d 0% 5/24/13 5/24/13 TC-CM TC-CM
643 No 5.4.4.28 Confirm scheduled (daily/weekly) feeds are being sent, 


received, and loaded to keep Eligibility current in 
Production


642 1 d 0% 5/28/13 5/28/13 TC-CM TC-CM


644 Yes 5.4.4.29 Request list of CoventryCares of Nevada VIPS from 
key groups & schedule setup verification to ensure 
100% accurate


635FS-10 
d


1 d 0% 5/7/13 5/7/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


Note: Identify VIP members to 
ensure all is correct in member 
setup prior to go-live (PA's, 
claims history, mail order, etc)


645 Yes 5.4.4.30 Confirm CoventryCares of Nevada VIP member setup 
is complete and accurate (PAs, claims history, mail 
order, etc)


640,644 1 d 0% 5/23/13 5/23/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


Note: Verify VIP members to 
ensure all is correct in member 
setup prior to go-live (PA's, 
claims history, mail order, etc)


646 No 5.5 Eligibility Feedback File 36 d 0% 3/27/13 5/15/13
647 No 5.5.1 Submit PTS for Eligibility Feedback File 579,575 1 d 0% 3/27/13 3/27/13 TC-CM TC-CM
648 No 5.5.2 Mapping/requirements documents completed, signed off, 


and attached to PTS for CoventryCares of Nevada's 
Eligibility Feedback File - PTS YYYYYYY - Release 
MM/DD/YY


647 1 d 0% 3/28/13 3/28/13 TC-CM TC-CM


649 No 5.5.3 Obtain LOE for Eligibility Feedback File - PTS YYYYYYY - 
Release MM/DD/YY


648 1 d 0% 3/29/13 3/29/13 TC-CM TC-CM


650 No 5.5.4 Confirm Lock for Eligibility Feedback File - PTS 
YYYYYYY - Release MM/DD/YY


649FS+2 
d


1 d 0% 4/3/13 4/3/13 TC-CM TC-CM


651 No 5.5.5 Confirm coding & unit test complete for Eligibility 
Feedback File - PTS YYYYYYY - Release MM/DD/YY


650FS+10 
d


5 d 0% 4/18/13 4/24/13 TC-CM TC-CM


652 No 5.5.6 Confirm QA testing complete for Eligibility Feedback File - 
PTS YYYYYYY - Release MM/DD/YY


651FS+10 
d


3 d 0% 5/9/13 5/13/13 TC-CM TC-CM


653 No 5.5.7 Coding live in Production for Eligibility Feedback File - 
PTS YYYYYYY - Release MM/DD/YY


652 2 d 0% 5/14/13 5/15/13 TC-CM TC-CM


654 No 5.5.8 Eligibility Feedback Transmission Setup - EFT Form 
Submission


27 d 0% 3/28/13 5/3/13


655 No 5.5.8.1 Determine CoventryCares of Nevada Contact for 
Eligibility Feedback Transmission


647 1 d 0% 3/28/13 3/28/13 TC-CM TC-CM
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656 No 5.5.8.2 Determine transmission type (i.e. FTP, lease line, etc.) 
for CoventryCares of Nevada's Eligibility Feedback files


655 1 d 0% 3/29/13 3/29/13 TC-CM TC-CM


657 No 5.5.8.3 Open Electronic File Transmission (EFT) Request to 
support transmission of outbound Eligibility Feedback 
file


656 1 d 0% 4/1/13 4/1/13 TC-CM TC-CM


658 No 5.5.8.4 Submit EFT Request for Eligibility Feedback file to 
Express Scripts Information Exchange (MIE) team


657FF 1 d 0% 4/1/13 4/1/13 TC-CM TC-CM


659 No 5.5.8.5 Confirm WO and LOE entered in PTS for EFT support 
for Eligibility Feedback file


658 1 d 0% 4/2/13 4/2/13 TC-CM TC-CM


660 No 5.5.8.6 Express Scripts Information Exchange (MIE) team 
sends weblink of logged EFT Request Form for 
Eligibility Feedback file to confirm progress and 
connectivity for outbound transmission setup


659 1 d 0% 4/3/13 4/3/13 TC-CM TC-CM


661 No 5.5.8.7 Confirm EFT setup is "In Process" for Eligibility 
Feedback file


660 1 d 0% 4/4/13 4/4/13 TC-CM TC-CM


662 Yes 5.5.8.8 Verify EFT setup is in production (may take up to 90 
days) for Eligibility Feedback file


661FS+20 
d


1 d 0% 5/3/13 5/3/13 TC-CM TC-CM


663 No 5.6 Prescriber File 50 d 0% 3/13/13 5/21/13 TC-DM
664 Yes 5.6.1 Prescriber File Requirements 19 d 0% 3/13/13 4/8/13
665 No 5.6.1.1 Determine if Prescriber file is needed 573SS 1 d 0% 3/13/13 3/13/13 TC-DM TC-DM
666 No 5.6.1.2 Review Prescriber file layout and format to be used 665 3 d 0% 3/14/13 3/18/13 TC-DM TC-DM
667 No 5.6.1.3 If custom, submit PTS for Prescriber File layout 666 10 d 0% 3/19/13 4/1/13 TC-DM TC-DM
668 Yes 5.6.1.4 Review Final Requirements for Prescriber file 667 1 d 0% 4/2/13 4/2/13 TC-DM TC-DM
669 No 5.6.1.5 Confirm with CoventryCares of Nevada total number of 


records/members expected on the incoming Prescriber 
file - Express Scripts


668 1 d 0% 4/3/13 4/3/13 IPM,TC-DM TC-DM


670 Yes 5.6.1.6 Approve Prescriber Requirements 669 3 d 0% 4/4/13 4/8/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


671 No 5.6.2 Prescriber File Transmission Setup - EFT Form 
Submission


27 d 0% 3/14/13 4/19/13


672 No 5.6.2.1 Determine CoventryCares of Nevada Contact for 
Prescriber File Transmission


665 1 d 0% 3/14/13 3/14/13 TC-DM TC-DM


673 No 5.6.2.2 Determine transmission type (i.e. FTP, lease line, etc.) 
for CoventryCares of Nevada's Prescriber files


672 1 d 0% 3/15/13 3/15/13 TC-DM TC-DM


674 No 5.6.2.3 Open Electronic File Transmission (EFT) Request to 
support transmission of inbound Prescriber file


673 1 d 0% 3/18/13 3/18/13 TC-DM TC-DM


675 No 5.6.2.4 Submit EFT Request for Prescriber file to Express 
Scripts Information Exchange (MIE) team


674FF 1 d 0% 3/18/13 3/18/13 TC-DM TC-DM


676 No 5.6.2.5 Confirm WO and LOE entered in PTS for EFT support 
for Prescriber file


675 1 d 0% 3/19/13 3/19/13 TC-DM TC-DM


677 No 5.6.2.6 Express Scripts Information Exchange (MIE) team 
sends weblink of logged EFT Request Form for 
Prescriber file to confirm progress and connectivity for 
inbound transmission setup


676 1 d 0% 3/20/13 3/20/13 TC-DM TC-DM


678 No 5.6.2.7 Confirm EFT setup is "In Process" for Prescriber file 677 1 d 0% 3/21/13 3/21/13 TC-DM TC-DM
679 Yes 5.6.2.8 Verify EFT setup is in production (may take up to 90 


days) for Prescriber file
678FS+20 
d


1 d 0% 4/19/13 4/19/13 TC-DM TC-DM


680 Yes 5.6.3 Prescriber File Set Up 6 d 0% 4/22/13 4/29/13
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681 No 5.6.3.1 Update Client Benefit Manager with Prescriber Editing 
Indicators


671 1 d 0% 4/22/13 4/22/13 CBA CP-
CBM


CBA CP-
CBM


682 No 5.6.3.2 Create Test Conditions and Deliver To QA 681 3 d 0% 4/23/13 4/25/13 TC-DM TC-DM
683 No 5.6.3.3 Coordinate Necessary Support Files Loaded To Test 


Region (Eligibility, Plan File, Drug List file, Client Benefit 
Manager, Prescriber File, Prior Auth File)


682 2 d 0% 4/26/13 4/29/13 TC-DM TC-DM


684 Yes 5.6.4 Prescriber File Load Processing 683 16 d 0% 4/30/13 5/21/13
685 Yes 5.6.4.1 Provide Prescriber Full Test file 1 d 0% 4/30/13 4/30/13 PV PV
686 No 5.6.4.2 Receive Prescriber Full Test file 685 1 d 0% 5/1/13 5/1/13 TC-DM TC-DM
687 No 5.6.4.3 Review and approve Prescriber Full Test file 686 1 d 0% 5/2/13 5/2/13 TC-DM TC-DM
688 No 5.6.4.4 Move Prescriber Code into production 687 1 d 0% 5/3/13 5/3/13 TC-DM TC-DM
689 Yes 5.6.4.5 Provide Prescriber Production file 688FS+5 


d
1 d 0% 5/13/13 5/13/13 PV PV


690 No 5.6.4.6 Receive Prescriber Production file results with 
CoventryCares of Nevada


689 1 d 0% 5/14/13 5/14/13 TC-DM TC-DM


691 Yes 5.6.4.7 Approve Prescriber Production file 690 1 d 0% 5/15/13 5/15/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


692 No 5.6.4.8 Review and approve Prescriber Production file 691FF 1 d 0% 5/15/13 5/15/13 TC-DM TC-DM
693 Yes 5.6.4.9 Load Prescriber Production file 692 4 d 0% 5/16/13 5/21/13 TC-DM TC-DM
694 No 6 PAL / CDL & INVOICING 63 d 0% 3/7/13 6/4/13 IPM
695 No 6.1 PAL / CDL Requirements 1 d 0% 3/7/13 3/7/13
696 No 6.1.1 Provide and review PAL / CDL Layout with CoventryCares 


of Nevada
32SS 1 d 0% 3/7/13 3/7/13 TC-CM TC-CM


697 No 6.1.2 Confirm if PAL / CDL should be masked or unmasked 696FF 1 d 0% 3/7/13 3/7/13 TC-CM TC-CM
698 No 6.1.3 Confirm if unique identifiers are needed (such as SSN) on 


the PAL / CDL
696FF 1 d 0% 3/7/13 3/7/13 TC-CM TC-CM


699 No 6.1.4 Confirm hierarchy level for PAL / CDL (i.e include claims 
for specific carrier, contract or group level)


696FF 1 d 0% 3/7/13 3/7/13 TC-CM TC-CM


700 Yes 6.2 Approve Standard PAL / CDL Layout 695 10 d 0% 3/8/13 3/21/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


701 No 6.3 Determine if CoventryCares of Nevada requests PAL / CDL 
be transmitted via FTP


695 10 d 0% 3/8/13 3/21/13 TC-CM TC-CM


702 No 6.4 Gather all non-standard PAL / CDL Requirements 701,695 10 d 0% 3/22/13 4/4/13 TC-CM TC-CM
703 No 6.5 Submit BA Tool to request PAL / CDL 702SS 1 d 0% 3/22/13 3/22/13 TC-CM TC-CM
704 No 6.6 Provide CoventryCares of Nevada With PAL / CDL 


Requirement Documentation
703 5 d 0% 3/25/13 3/29/13 TC-CM TC-CM


705 Yes 6.7 Approve PAL (Post Adjudicated Layout) / CDL (Claims 
Detail Layout) Requirements


704 2 d 0% 4/1/13 4/2/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


706 No 6.8 PAL / CDL Data Set Name (DSN), FTP, & EFT Setup 30 d 0% 3/7/13 4/17/13
707 No 6.8.1 Submit BA module - Claims Data Set-Up 705,703 11 d 0% 4/3/13 4/17/13 CBA CP-


CBM
CBA CP-
CBM


Note: This setup was previously 
done through an ITP Request 
Form
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708 No 6.8.2 If CoventryCares of Nevada is an existing client, submit 
the PAL / CDL Track Tape Setup Request Form to 
Finance to add the carrier


695SS 1 d 0% 3/7/13 3/7/13 CBA CP-
CBM


CBA CP-
CBM


Caution: For existing clients, any 
new carrier requires Finance 
notification to link the carrier to 
the existing CDL. Failure to do 
this may result in extra costs to 
Express Scripts to recreate the 
CDL post-installation.


709 No 6.8.3 CDL Transmission Setup - EFT Form Submission 27 d 0% 3/7/13 4/12/13
710 No 6.8.3.1 Determine CoventryCares of Nevada Contact for CDL 


Transmission
695FF 1 d 0% 3/7/13 3/7/13 TC-CM TC-CM


711 No 6.8.3.2 Determine transmission type (i.e. FTP, lease line, etc.) 
for CoventryCares of Nevada's CDL file


710 1 d 0% 3/8/13 3/8/13 TC-CM TC-CM


712 No 6.8.3.3 Open Electronic File Transmission (EFT) Request to 
support transmission of outbound CDL file


711 1 d 0% 3/11/13 3/11/13 TC-CM TC-CM


713 No 6.8.3.4 Submit EFT Request for CDL file to Express Scripts 
Information Exchange (MIE) team


712FF 1 d 0% 3/11/13 3/11/13 TC-CM TC-CM


714 No 6.8.3.5 Confirm WO and LOE entered in PTS for EFT support 
for CDL file


713 1 d 0% 3/12/13 3/12/13 TC-CM TC-CM


715 No 6.8.3.6 Express Scripts Information Exchange (MIE) team 
sends weblink of logged EFT Request Form for CDL 
file to confirm progress and connectivity for outbound 
transmission setup


714 1 d 0% 3/13/13 3/13/13 TC-CM TC-CM


716 No 6.8.3.7 Confirm EFT setup is "In Process" for CDL file 715 1 d 0% 3/14/13 3/14/13 TC-CM TC-CM
717 Yes 6.8.3.8 Verify EFT setup is in production (may take up to 90 


days) for CDL file
716FS+20 
d


1 d 0% 4/12/13 4/12/13 TC-CM TC-CM


718 No 6.9 PAL / CDL PTS Complete 48 d 0% 3/8/13 5/14/13 TC-CM
719 No 6.9.1 PTS written for PAL / CDL - PTS # XXXXXXX - 


MM/DD/YY Release
696 1 d 0% 3/8/13 3/8/13 TC-CM TC-CM


720 No 6.9.2 Update PAL / CDL PTS with DSN 719SS 1 d 0% 3/8/13 3/8/13 TC-CM TC-CM
721 No 6.9.3 Update PAL / CDL PTS with EFT form # & status 720SS,71


5
1 d 0% 3/14/13 3/14/13 TC-CM TC-CM


722 No 6.9.4 Obtain LOE for PAL / CDL - PTS # XXXXXXX ######## 1 d 0% 4/3/13 4/3/13 TC-CM TC-CM
723 No 6.9.5 Contact ITP area, Robert Coleman, & verify PAL / CDL 


PTS # XXXXXXX is scheduled / locked
722FS+5 
d


1 d 0% 4/11/13 4/11/13 TC-CM TC-CM


724 No 6.9.6 Lock PAL / CDL - PTS # XXXXXXX 723FF 1 d 0% 4/11/13 4/11/13 TC-CM TC-CM
725 No 6.9.7 Confirm coding complete for PAL / CDL - PTS # 


XXXXXXX
723FS+20 
d


1 d 0% 5/10/13 5/10/13 TC-CM TC-CM


726 No 6.9.8 Review PAL/ CDL BA module & confirm all decisions 
around requirements defined in the module are 
documented and approved by CoventryCares of Nevada


725 1 d 0% 5/13/13 5/13/13 TC-CM TC-CM


727 No 6.9.9 PAL / CDL setup complete - Express Scripts internal 
signoff


726 1 d 0% 5/14/13 5/14/13 TC-CM TC-CM


728 Yes 6.1 PAL / CDL Client Authorization Letter 18 d 0% 3/29/13 4/23/13
729 No 6.10.1 Provide Client Authorization letter to CoventryCares of 


Nevada
32FS+15 
d


1 d 0% 3/29/13 3/29/13 CBA CP-
CBM


CBA CP-
CBM


730 Yes 6.10.2 Provide signed Client Authorization Letter to Express 
Scripts Account Team


729FS+15 
d


1 d 0% 4/22/13 4/22/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


Note: If changes needed, work 
with AM to reach consensus on 
the verbiage in the authorization 
letter


Page 33 of 60 Coventry Cares of Nevada ProjectPlan 11-05-12







ID Key WBS Task Name Pred Dur % Comp Start Finish Resource Team 
Leader Notes


731 No 6.10.3 Forward Client Authorization Letter to Legal 730 1 d 0% 4/23/13 4/23/13 AM AM
732 Yes 6.11 PAL / CDL - Confidentiality Agreement for 3rd Party 25 d 0% 3/29/13 5/2/13 IPM The Confidentiality Agreement 


(CA) is needed early in the install 
process as the CDL transmission 
can take 90 days to set up. If link 
setup not complete, a CD will be 
sent to eliminate need for 
recreates


733 No 6.11.1 Determine if global signed Confidentiality Agreement is on 
file for Express Scripts & third party vendor. If no global 
agreement is on file, ask Legal to generate one 
(remember to include info for CWS access too if 
applicable)


729SS 1 d 0% 3/29/13 3/29/13 IPM IPM


734 No 6.11.2 Receive confidentiality agreement from Legal and send to 
3rd party vendor for signature


733FS+10 
d


1 d 0% 4/15/13 4/15/13 CBA CP-
CBM


CBA CP-
CBM


735 Yes 6.11.3 Confirm confidentiality agreement is signed and returned 
to Express Scripts


734FS+10 
d


1 d 0% 4/30/13 4/30/13 CBA CP-
CBM


CBA CP-
CBM


Note: If changes are needed, 
work with the Account Manager 
to reach consensus on the 
verbiage in the agreement


736 No 6.11.4 Provide a copy of the signed confidentiality agreement to 
Express Scripts Legal, the Technical Consultant and the 
Implementation Team


735 1 d 0% 5/1/13 5/1/13 AM AM


737 No 6.11.5 Attach a copy of the signed confidentiality agreement to 
the BA


736 1 d 0% 5/2/13 5/2/13 CBA CP-
CBM


CBA CP-
CBM


738 Yes 6.12 Invoicing Requirements & Setup 47 d 0% 3/7/13 5/10/13 IPM
739 No 6.12.1 Provide CoventryCares of Nevada with Invoicing 


Requirements
32SS 1 d 0% 3/7/13 3/7/13 IPM IPM


740 Yes 6.12.2 Approve Standard Invoicing Requirements 739 10 d 0% 3/8/13 3/21/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


741 No 6.12.3 Confirm Invoicing Requirements Setup Complete 740FS+35 
d


1 d 0% 5/10/13 5/10/13 IPM IPM


742 No 6.13 Accounts Receivable Setup 42 d 0% 4/5/13 6/4/13 IPM
743 No 6.13.1 Complete the Accounts Receivable (AR) BA module for 


CoventryCares of Nevada
32FS+20 
d


1 d 0% 4/5/13 4/5/13 IPM IPM


744 No 6.13.2 Confirm AR department sent AR welcome letter to 
CoventryCares of Nevada


4FS-20 d 1 d 0% 6/4/13 6/4/13 AM AM


745 No 7 COMMUNICATIONS SETUP 73 d 0% 3/5/13 6/14/13 CS
746 Yes 7.1 Gather Requirements 34 d 0% 3/5/13 4/19/13 CS
747 Yes 7.1.1 Schedule & conduct initial Communication requirements 


session
32FF 3 d 0% 3/5/13 3/7/13 CS CS


748 Yes 7.1.2 Obtain Contract and Implementation guarantees related to 
Communications for tracking


32FF 1 d 0% 3/7/13 3/7/13 CS CS


749 No 7.1.3 Communicate to CoventryCares of Nevada Express 
Scripts does not use SSN if Express Scripts is producing 
ID cards (UNDER NO CIRCUMSTANCES - Use SSN). 
Alert Implementation Team Director & Karin Kleinegger if 
CoventryCares of Nevada insists on SSN


748SS,74
7SS


1 d 0% 3/7/13 3/7/13 CBA CP-
CBM


CBA CP-
CBM


750 Yes 7.1.4 Provide sample communications to CoventryCares of 
Nevada of full suite of communication materials


32FF 1 d 0% 3/7/13 3/7/13 CS CS
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751 No 7.1.5 Confirm if direct claim reimbursement form should be 
included in welcome kit


748FS+1 
d,747FS+
1 d


1 d 0% 3/11/13 3/11/13 CS CS Note: Green kits do not include 
claim form. If required, obtain 
Finance approval


752 No 7.1.6 Confirm with CoventryCares of Nevada if Union Bug is 
needed on materials


748FS+1 
d,747FS+
1 d


1 d 0% 3/11/13 3/11/13 CS CS


753 No 7.1.7 If Union Bug is required, determine which option to use to 
satisfy preprinted material requirement (See Field Solution 
Center for SOP which outlines options) i.e. outer 
envelope, Buck Slip (Buck Slip is NEVER an option for 
HP clients), HMQ Form, etc.


752 1 d 0% 3/12/13 3/12/13 CS CS


754 No 7.1.8 Confirm with IM if envelopes are postage paid or member 
paid


748FS+2 
d,747FS+
2 d


1 d 0% 3/12/13 3/12/13 CS CS Note: Refer to contract and install 
team to verify


755 No 7.1.9 Confirm if TPROF will be used 748FS+2 
d,747FS+
2 d


1 d 0% 3/12/13 3/12/13 CBA CP-
CBM


CBA CP-
CBM


756 No 7.1.10 Obtain Communications Camera Ready Artwork (Logos) 
from CoventryCares of Nevada


748FS+2 
d,747FS+
2 d


1 d 0% 3/12/13 3/12/13 CS CS


757 No 7.1.11 Confirm mail date for card/welcome kits 748FS+2 
d,747FS+
2 d


1 d 0% 3/12/13 3/12/13 IPM IPM


758 No 7.1.12 Confirm with IM if RRA letters are needed 748FS+2 
d,747FS+
2 d


1 d 0% 3/12/13 3/12/13 CS CS


759 Yes 7.1.13 Specialty Communications 14 d 0% 3/12/13 3/29/13 Specialty 
Mgr


Specialty 
Mgr


760 No 7.1.13.1 If Specialty is being installed, confirm if CoventryCares 
of Nevada wants to utilize Specialty targeted patient 
letters. Mailings occur shortly before Implementation.


747FS+2 
d


1 d 0% 3/12/13 3/12/13 Specialty 
Mgr


Specialty 
Mgr


761 Yes 7.1.13.2 Confirm if CoventryCares of Nevada wants to utilize 
Specialty Awareness and Specialty Advantage 
programs (Voluntary patient acquisition programs)


760 1 d 0% 3/13/13 3/13/13 Specialty 
Mgr


Specialty 
Mgr


762 No 7.1.13.3 Specialty Awareness and Specialty Advantage program 
mailings occur post-Implementation. Explain mail date 
schedules for Specialty Communications and provide 
cycle calendars


761 1 d 0% 3/14/13 3/14/13 Specialty 
Mgr


Specialty 
Mgr


763 No 7.1.13.4 Specialty Program - Retail Strategy Optimization 
(RSO) Letters (No Customization)


6 d 0% 3/22/13 3/29/13 Specialty 
Mgr


764 No 7.1.13.4.1 Provide Retail Strategy Optimization (RSO) Letters 762FS+5 
d


1 d 0% 3/22/13 3/22/13 Specialty 
Mgr


Specialty 
Mgr


765 Yes 7.1.13.4.2 Approve Retail Strategy Optimization (RSO) Letters 764 5 d 0% 3/25/13 3/29/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


766 No 7.1.13.5 Specialty Program - Specialty Advantage Letters 
(No Customization)


6 d 0% 3/22/13 3/29/13 CS


767 No 7.1.13.5.1 Provide Specialty Advantage Letter to CoventryCares 
of Nevada for approval


762FS+5 
d


1 d 0% 3/22/13 3/22/13 Specialty 
Mgr


Specialty 
Mgr
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768 Yes 7.1.13.5.2 Approve Specialty Advantage Letter 767 5 d 0% 3/25/13 3/29/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


769 No 7.1.13.6 Specialty Program - Specialty Awareness Letters 
(no customization)


6 d 0% 3/22/13 3/29/13 Specialty 
Mgr


770 No 7.1.13.6.1 Provide Specialty Program Awareness Letter 762FS+5 
d


1 d 0% 3/22/13 3/22/13 Specialty 
Mgr


Specialty 
Mgr


771 Yes 7.1.13.6.2 Approve Specialty Program Awareness Letter 770 5 d 0% 3/25/13 3/29/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


772 No 7.1.14 Determine if any custom mailings are required 758 1 d 0% 3/13/13 3/13/13 CS CS
773 No 7.1.15 Determine if CoventryCares of Nevada will require 


Express Scripts to review any client generated documents 
(ie OE materials, pre announcements, SPD's)


772 1 d 0% 3/14/13 3/14/13 CS CS


774 No 7.1.16 Iif CoventryCares of Nevada is creating their own ID card, 
define requirements and CoventryCares of Nevada to 
provide sample to Express Scripts


773 1 d 0% 3/15/13 3/15/13 CS CS


775 No 7.1.17 Confirm if CoventryCares of Nevada is using a combo 
Medical/RX card


774 1 d 0% 3/18/13 3/18/13 CS CS Note: Express Scripts can only 
advise clients using a combo 
Med/RX card if their card is 
NCPDP compliant. Express 
Scripts can not approve or 
disapprove a client's medical 
card, but can only provide the 
NCPDP required information


776 No 7.1.18 Confirm the number of digits coming over on the ORT 
files form each elgiibility vendor. Provide this info to the 
CS


775 1 d 0% 3/19/13 3/19/13 TC-DM TC-DM


777 No 7.1.19 Arrange onsite visit date / time with print vendor to verify 
print quality of Welcome Package (if required)


879FS+5 
d,877


1 d 0% 3/27/13 3/27/13 CBA CP-
CBM


CBA CP-
CBM


778 No 7.1.20 Prescription Benefit Review (PBR) Setup 29 d 0% 3/12/13 4/19/13 CBA CP-
CBM


Note: Prescription Benefit Review 
(PBR) was previously known as 
Actionable EOBs


779 No 7.1.20.1 If Prescription Benefit Review sold - Determine how 
frequently (qtr. semi annual, annual) does 
CoventryCares of Nevada want to receive


751SS+1 
d


1 d 0% 3/12/13 3/12/13 CBA CP-
CBM


CBA CP-
CBM


780 No 7.1.20.2 If Prescription Benefit Review sold - Determine which 
level (member or inindividual) should be established


779 1 d 0% 3/13/13 3/13/13 CBA CP-
CBM


CBA CP-
CBM


781 No 7.1.20.3 Complete & submit Prescription Benefit Review BA 
module


779,780 1 d 0% 3/14/13 3/14/13 CBA CP-
CBM


CBA CP-
CBM


782 No 7.1.20.4 Verify Prescription Benefit Review set-up 781FS+25 
d


1 d 0% 4/19/13 4/19/13 CBA CP-
CBM


CBA CP-
CBM


783 No 7.2 Document Intent - Communications 17 d 0% 3/7/13 3/29/13
784 No 7.2.1 Define all Communication requirements including 


preannouncement, pharmacy announcement, Welcome 
Kit, BAAG messaging, etc.


750SS 15 d 0% 3/7/13 3/27/13 CS CS


785 Yes 7.2.2 Communication requirements and timeline defined 784FF-5 d 1 d 0% 3/20/13 3/20/13 CS CS


786 No 7.2.3 Complete BA Module - Member Communications Vertis 
Mailings


785,784 1 d 0% 3/28/13 3/28/13 CBA CP-
CBM


CBA CP-
CBM
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787 No 7.2.4 Identify any special requirements for the ID card 
production (areas that can be customized - "dependents 
listed" TRC photo, logo, etc.,)


786 1 d 0% 3/29/13 3/29/13 CS CS


788 No 7.3 Validate Intent - Communications 12 d 0% 3/20/13 4/4/13
789 No 7.3.1 Provide all Rough Draft communication materials in zip 


format e-mail to CoventryCares of Nevada for approval
784 1 d 0% 3/28/13 3/28/13 CS CS


790 Yes 7.3.2 Approve Communication requirements - Rough Draft 789 1 d 0% 3/29/13 3/29/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


791 No 7.3.3 Provide all Final communication materials in zip format e-
mail to CoventryCares of Nevada for approval - Final


790 1 d 0% 4/1/13 4/1/13 CS CS Note: provide final 
communications to client as 
reference with a reminder on what 
communication components have 
been utulized


792 Yes 7.3.4 Approve Final Communication requirements 791 1 d 0% 4/2/13 4/2/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


793 No 7.3.5 Send CoventryCares of Nevada approvals and final 
materials to CSOps w/cc to IC and IM


792 1 d 0% 4/3/13 4/3/13 CS CS


794 No 7.3.6 Post CoventryCares of Nevada approvals and approved 
copies to BA Module


793 1 d 0% 4/4/13 4/4/13 CBA CP-
CBM


CBA CP-
CBM


795 No 7.3.7 Submit final communication materials to CS OPS for 
posting to their website


877 1 d 0% 3/20/13 3/20/13 CS CS


796 No 7.4 Configuration/Build - Communications 53 d 0% 3/8/13 5/21/13 CS
797 No 7.4.1 Temp ID Cards 2 d 0% 3/8/13 3/11/13
798 No 7.4.1.1 Discuss Temp Id card functionality with CoventryCares 


of Nevada
750 1 d 0% 3/8/13 3/8/13 CBA CP-


CBM
CBA CP-
CBM


799 No 7.4.1.2 Submit Paperwork to activate temp ID card functionality 798 1 d 0% 3/11/13 3/11/13 CBA CP-
CBM


CBA CP-
CBM


Note: Paperwork submitted 
regardless of who produces ID 
card


800 No 7.4.2 Create Welcome Package Kit 53 d 0% 3/8/13 5/21/13 CS NOTE: All installs to use green kit 
package


801 Yes 7.4.2.1 Create Welcome Package - Green Kit Letter with ID 
Card


21 d 0% 3/13/13 4/10/13 CS


802 No 7.4.2.1.1 Provide 1st Draft Welcome Kit Cover Letter & ID 
card


748FS+3 
d,747FS+
3 d


0.5 d 0% 3/13/13 3/13/13 CS CS


803 No 7.4.2.1.2 Receive 1st Draft Welcome Kit Cover Letter & ID 
card feedback


802 2.5 d 0% 3/13/13 3/15/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


804 No 7.4.2.1.3 Use web tool to update Welcome Kit Cover Letter & 
ID card template with CoventryCares of Nevada 
changes


803 2.5 d 0% 3/18/13 3/20/13 CS CS


805 No 7.4.2.1.4 If creating Welcome Kit Cover Letter & ID card 
manually, submit changes to Creative Resources


804SS 2.5 d 0% 3/18/13 3/20/13 CS CS


806 No 7.4.2.1.5 Send 2nd draft of Welcome Kit Cover Letter & ID 
card to CoventryCares of Nevada for approval


805 1 d 0% 3/20/13 3/21/13 CS CS


807 Yes 7.4.2.1.6 Approve Welcome Kit Cover Letter & ID card 806 5 d 0% 3/21/13 3/28/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV
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808 No 7.4.2.1.7 Submit CoventryCares of Nevada approved 
Welcome Kit Cover Letter & ID card to CRP for 
approval via Vertis Web Tool


807 0.5 d 0% 3/28/13 3/28/13 CS CS Note: Only need to attend CRP if 
custom Welcome Kit letter& ID 
card


809 No 7.4.2.1.8 Review Welcome Kit Cover Letter & ID card 
submitted by IC to CRP


807 1 d 0% 3/28/13 3/29/13 CS CS Note: Only need to attend CRP if 
custom Welcome Kit letter& ID 
card


810 No 7.4.2.1.9 If creating Welcome Kit Cover Letter & ID card 
manually and not using the web tool, submit 
communications request form to CRP for approval


807 0.5 d 0% 3/28/13 3/28/13 CS CS Note: Only need to attend CRP if 
custom Welcome Kit letter& ID 
card


811 No 7.4.2.1.10 Attend CRP for custom Welcome Kit Cover Letter & 
ID card


810 3 d 0% 3/29/13 4/2/13 CS CS Note: Only need to attend CRP if 
custom Welcome Kit letter& ID 
card


812 No 7.4.2.1.11 Apply CRP changes to final Welcome Kit Cover 
Letter & ID card and send to CoventryCares of 
Nevada for review and approval (Recheck effective 
dates prior to sending for approval)


811 3 d 0% 4/3/13 4/5/13 CS CS Note: Only need to attend CRP if 
custom Welcome Kit letter& ID 
card


813 No 7.4.2.1.12 Confirm Welcome Kit Cover Letter & ID card is 
loaded to Vertis platform for production


812 3 d 0% 4/8/13 4/10/13 CS CS


814 Yes 7.4.2.2 Create Welcome Kit Plan Summary 24 d 0% 3/13/13 4/15/13 CS
815 No 7.4.2.2.1 Provide 1st Draft Welcome Kit Plan Summary 748FS+3 


d,747FS+
3 d


1 d 0% 3/13/13 3/13/13 CS CS


816 No 7.4.2.2.2 Receive 1st Draft Welcome Kit Plan Summary 
feedback


815 2 d 0% 3/14/13 3/15/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


817 No 7.4.2.2.3 Use web tool to update Welcome Kit Plan Summary 
template with CoventryCares of Nevada changes


816 2.5 d 0% 3/18/13 3/20/13 CS CS


818 No 7.4.2.2.4 If creating Welcome Kit Plan Summary manually, 
submit changes to Creative Resources


816 2.5 d 0% 3/18/13 3/20/13 CS CS


819 No 7.4.2.2.5 Send 2nd draft of Welcome Kit Plan Summary to 
CoventryCares of Nevada for approval


817 1 d 0% 3/20/13 3/21/13 CS CS


820 Yes 7.4.2.2.6 Approve Welcome Kit Plan Summary 819 4.5 d 0% 3/21/13 3/27/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


821 No 7.4.2.2.7 Submit client approved Welcome Kit Plan Summary 
to CRP for Approval via Vertis Web Tool


820 0.5 d 0% 3/28/13 3/28/13 CS CS Note: Only need to attend CRP if 
custom Plan Summary


822 No 7.4.2.2.8 If creating Plan Summary manually and not using the 
web tool, submit communications request form to 
CRP for approval


821 0.5 d 0% 3/28/13 3/28/13 CS CS Note: Only need to attend CRP if 
custom Plan Summary


823 No 7.4.2.2.9 Attend CRP for custom Welcome Kit Plan Summary 822 3 d 0% 3/29/13 4/2/13 CS CS Note: Only need to attend CRP if 
custom Plan Summary


824 No 7.4.2.2.10 Apply CRP changes into Final Welcome Kit Plan 
Summary and send to CoventryCares of Nevada for 
review and approval (Recheck effective dates prior to 
sending for approval)


823 3 d 0% 4/3/13 4/5/13 CS CS Note: Only need to attend CRP if 
custom Plan Summary


825 No 7.4.2.2.11 CoventryCares of Nevada reviews and approves 824 3 d 0% 4/8/13 4/10/13 CS CS Note: Only need to attend CRP if 
custom Plan Summary


826 No 7.4.2.2.12 Confirm Welcome Kit Plan Summary is loaded to 
Vertis platform for production


825 3 d 0% 4/11/13 4/15/13 CS CS
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827 Yes 7.4.2.3 Provide Welcome Kit Mail Order Form 
(personalized & non-personalized)


11 d 0% 3/22/13 4/5/13 CS


828 No 7.4.2.3.1 Provide Welcome Kit Mail Order for CoventryCares 
of Nevada's information


748FS+10 
d,747FS+
10 d


1 d 0% 3/22/13 3/22/13 CS CS


829 No 7.4.2.3.2 Receive Welcome Kit Mail Order form 828 2 d 0% 3/25/13 3/26/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


830 Yes 7.4.2.3.3 Confirm receipt of Welcome Kit Mail Order form 829 5 d 0% 3/27/13 4/2/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


831 No 7.4.2.3.4 Confirm Welcome Kit Mail Order form is loaded to 
Vertis platform for production


830 3 d 0% 4/3/13 4/5/13 CS CS


832 Yes 7.4.2.4 Client Express Scripts Store Welcome Kit Buck 
Slip


2 d 0% 3/15/13 3/18/13 CS Note: Standard form. No 
customization


833 No 7.4.2.4.1 Confirm Express Scripts Store Welcome Kit Buck 
Slip for CoventryCares of Nevada will be included


32FS+5 d 2 d 0% 3/15/13 3/18/13 CS CS


834 Yes 7.4.2.5 Health, Allergy and Medication Questionnaire 
(HMQ)


22 d 0% 3/22/13 4/22/13 CBA CP-
CBM


835 No 7.4.2.5.1 Provide HMQ form to CoventryCares of Nevada 
(Note: Form must be printed & mailed by Express 
Scripts)


748FS+10 
d,747FS+
10 d


2 d 0% 3/22/13 3/25/13 CBA CP-
CBM


CBA CP-
CBM


Note: Prepare draft of HMQ after 
determining if personalized or 
nonpersonalized and if union bug 
version is required


836 Yes 7.4.2.5.2 Receive Health, Allergy and Medication 
Questionnaire (HMQ) approval from client


835 3 d 0% 3/26/13 3/28/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


837 No 7.4.2.5.3 If Mail Order Benefit, populate screen 14 of CP/CBM 
with HMQ Form number


746,836 1 d 0% 4/22/13 4/22/13 CBA CP-
CBM


CBA CP-
CBM


838 Yes 7.4.2.6 Direct Claim Reject Letters - a.k.a. Direct EOBs - 
Paper Claim Denial Letters


53 d 0% 3/8/13 5/21/13


839 No 7.4.2.6.1 Contact IM and confirm if Direct Claim Reject Letters 
are applicable for CoventryCares of Nevada


747 1 d 0% 3/8/13 3/8/13 CS CS


840 No 7.4.2.6.2 Provide CoventryCares of Nevada with HCR Direct 
reject language


839 1 d 0% 3/11/13 3/11/13 CBA CP-
CBM


CBA CP-
CBM


841 No 7.4.2.6.3 Custom EOB Language for Direct Claim Reject 
Letters - PTS and Client Profile Setup


39 d 0% 3/11/13 5/2/13


842 No 7.4.2.6.3.1 Write and submit PTS for Custom EOB Language 
for Direct Claim Reject Letters - PTS # XXXXXXX - 
MM/DD/YY Release


839 1 d 0% 3/11/13 3/11/13 IPM IPM


843 No 7.4.2.6.3.2 CRD written and approved for Custom EOB 
Language for Direct Claim Reject Letters - PTS # 
XXXXXXX - MM/DD/YY Release


842FS+2 
d


1 d 0% 3/14/13 3/14/13 CBA CP-
CBM


CBA CP-
CBM


844 No 7.4.2.6.3.3 Confirm LOE is in PTS for Custom EOB Language 
for Direct Claim Reject Letters - PTS # XXXXXXX - 
MM/DD/YY Release


843FS+5 
d


1 d 0% 3/22/13 3/22/13 IPM IPM


845 No 7.4.2.6.3.4 Confirm PTS is locked for Custom EOB Language 
for Direct Claim Reject Letters - PTS # XXXXXXX - 
MM/DD/YY Release


844FS+2 
d


1 d 0% 3/27/13 3/27/13 IPM IPM
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846 No 7.4.2.6.3.5 Confirm coding & unit test complete for Custom 
EOB Language for Direct Claim Reject Letters - 
PTS # XXXXXXX - MM/DD/YY Release


845FS+15 
d


5 d 0% 4/18/13 4/24/13 IPM IPM


847 No 7.4.2.6.3.6 Receive new Dir Appeal Form ID and update Client 
Profile


846SS+5 
d


1 d 0% 4/25/13 4/25/13 CBA CP-
CBM


CBA CP-
CBM


848 No 7.4.2.6.3.7 QA test and approve Custom EOB Language for 
Direct Claim Reject Letters - PTS # XXXXXXX


846 5 d 0% 4/25/13 5/1/13 IPM IPM


849 No 7.4.2.6.3.8 Confirm code moved to production for Custom 
EOB Language for Direct Claim Reject Letters - 
PTS # XXXXXXX


848 1 d 0% 5/2/13 5/2/13 IPM IPM


850 No 7.4.2.6.4 If custom, confirm new Dir Appeal Form ID is set up 
in client profile for Direct Claim Reject Letters


847 1 d 0% 4/26/13 4/26/13 CBA CP-
CBM


CBA CP-
CBM


851 No 7.4.2.6.5 Provide final Direct Claim Reject Letter to 
CoventryCares of Nevada for review and approval


850 1 d 0% 4/29/13 4/29/13 CBA CP-
CBM


CBA CP-
CBM


852 Yes 7.4.2.6.6 Approve Direct Claim Reject Letter 851 5 d 0% 4/30/13 5/6/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


853 No 7.4.2.6.7 If non-standard, confirm Direct Claim Reject Letter is 
loaded to Vertis platform for production


847,852F
S+5 d


1 d 0% 5/14/13 5/14/13 CBA CP-
CBM


CBA CP-
CBM


854 No 7.4.2.6.8 Provide PDF of Direct Claim Reject Letter to 
CoventryCares of Nevada to load to their web site


853 1 d 0% 5/15/13 5/15/13 CBA CP-
CBM


CBA CP-
CBM


855 No 7.4.2.6.9 Load PDF of Direct Cliam Reject Letter to 
CoventryCares of Nevada web site


854 3 d 0% 5/16/13 5/20/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


856 No 7.4.2.6.10 Confirm Direct Claim Reject Letter is loaded to 
Express Scripts web


855 1 d 0% 5/21/13 5/21/13 CBA CP-
CBM


CBA CP-
CBM


857 Yes 7.4.2.6.11 Confirm Direct Claim Reject Letter is loaded to 
CoventryCares of Nevada web


855 1 d 0% 5/21/13 5/21/13 CBA CP-
CBM


CBA CP-
CBM


858 Yes 7.4.2.7 Specialty Communications 2 d 0% 4/1/13 4/2/13
859 No 7.4.2.7.1 Specialty Program - Retail Strategy Optimization 


(RSO) Letters (No Customization)
2 d 0% 4/1/13 4/2/13 Specialty 


Mgr
860 No 7.4.2.7.1.1 Enroll RSO client in Retail Strategy Optimization 


(RSO) Letter communications
765 2 d 0% 4/1/13 4/2/13 CBA CP-


CBM
CBA CP-
CBM


861 No 7.4.2.7.2 Specialty Program - Specialty Advantage Letters 
(No Customization)


2 d 0% 4/1/13 4/2/13 CS


862 No 7.4.2.7.2.1 Enroll client in Specialty Advantage 
communications. Complete and submit Specialty 
BA Module


768 2 d 0% 4/1/13 4/2/13 CBA CP-
CBM


CBA CP-
CBM


863 No 7.4.2.7.3 Specialty Program - Specialty Awareness Letters 
(no customization)


2 d 0% 4/1/13 4/2/13 Specialty 
Mgr


864 No 7.4.2.7.3.1 Enroll client in Specialty Awareness 
communications. Complete and submit Specialty 
BA Module.


771 2 d 0% 4/1/13 4/2/13 CBA CP-
CBM


CBA CP-
CBM


865 No 7.5 QC/Testing - Communications 746 23 d 0% 4/22/13 5/22/13 CS
866 No 7.5.1 Provide copies of the communication plan to IM and CBA 


for reference when QC'ing the form codes and setup in 
CP


1 d 0% 4/22/13 4/22/13 CS CS


867 No 7.5.2 Set up meeting with IM, CBA, CS to review all 
communications.


1 d 0% 4/22/13 4/22/13 CBA CP-
CBM


CBA CP-
CBM


868 No 7.5.3 Request Bi-Query from Card Ops to verify output data on 
screen 14 and signoff


867 1 d 0% 4/23/13 4/23/13 CBA CP-
CBM


CBA CP-
CBM
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869 No 7.5.4 Run SOLARS report to verify Communications set up is 
completed


868 1 d 0% 4/24/13 4/24/13 CBA CP-
CBM


CBA CP-
CBM


870 Yes 7.5.5 Approve the scan received from Card Ops and post 
approval to BA


869 1 d 0% 4/25/13 4/25/13 CBA CP-
CBM


CBA CP-
CBM


871 No 7.5.6 Verify member forms setup in CP/CBM by accessing eSD 
with a valid member #, viewing Forms and 
Correspondence, Supply Requisitions, and view all forms 
listed to confirm accuracy


870 1 d 0% 4/26/13 4/26/13 CBA CP-
CBM


CBA CP-
CBM


872 No 7.5.7 Perform quality verification of printed Welcome Package; 
either onsite or by reviewing print vendor's overnight 
mailed packet to CBA


885SS,87
9,884


1 d 0% 5/22/13 5/22/13 CBA CP-
CBM


CBA CP-
CBM


873 No 7.6 Execution - Communications 64 d 0% 3/13/13 6/11/13 CS
874 Yes 7.6.1 Assemble & Deliver Welcome Package 60 d 0% 3/13/13 6/5/13 CBA CP-


CBM
875 No 7.6.1.1 Print and Ship 60 d 0% 3/13/13 6/5/13 CBA CP-


CBM
876 No 7.6.1.1.1 Confirm Welcome Package Quantities with 


CoventryCares of Nevada
748FS+3 
d,747FS+
3 d


5 d 0% 3/13/13 3/19/13 CBA CP-
CBM


CBA CP-
CBM


877 No 7.6.1.1.2 Confirm date packages will mail from print vendor 876FF 1 d 0% 3/19/13 3/19/13 CS CS
878 No 7.6.1.1.3 Submit Initial Print Request to Vertis - Important to 


request one month prior to Mail Date
748FS+3 
d,747FS+
3 d


1 d 0% 3/13/13 3/13/13 CS CS


879 No 7.6.1.1.4 Determine quality verification method for Welcome 
Package printing; onsite or overnight mail to CBA


876FF,87
8FF


1 d 0% 3/19/13 3/19/13 CBA CP-
CBM


CBA CP-
CBM


880 No 7.6.1.1.5 If bulk shipping to CoventryCares of Nevada the Mail 
Service Forms, HMQs, and/or Direct Claim Forms, 
submit print request form to print vendor (3 weeks 
prior to mailings)


834 3 d 0% 4/23/13 4/25/13 CBA CP-
CBM


CBA CP-
CBM


Note: Verify that all required 
forms are included. If not enough 
space on screen 14 of CP, 
request the inclusion of the form 
during the sign-off sheet phase of 
the card output process.


881 No 7.6.1.1.6 Inform print vendor if Formulary Guides are to be 
included in Welcome Kits


748FS+22 
d,747FS+
22 d


2 d 0% 4/9/13 4/10/13 CBA CP-
CBM


CBA CP-
CBM


882 No 7.6.1.1.7 Receive Billing Sheet and Card Proof from Express 
Scripts Card Production with form numbers for all 
materials


801FS-1 
d,814FS-1 
d,827FS-1 
d,832


1 d 0% 4/15/13 4/15/13 CBA CP-
CBM


CBA CP-
CBM


883 Yes 7.6.1.1.8 Approve Card Proof & Billing Sheet after comparing 
to client approved version, verifying ID # is non SSN 
or client assigned, CS 800#, client logo/name, 
group/umbrella #, form #s, & if applicable, dependent 
name set-up and sticker indicator LBL


882FF 1 d 0% 4/15/13 4/15/13 CBA CP-
CBM


CBA CP-
CBM


884 Yes 7.6.1.1.9 Final approval of Welcome Package as a whole with 
all approved components


885SS-5 d 3 d 0% 5/15/13 5/17/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV
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885 Yes 7.6.1.1.10 Ship or Mail Welcome Package to CoventryCares of 
Nevada and/or Members


801FS+3 
d,827FS+
3 
d,832FS+
3 
d,834FS+
3 
d,814FS+
3 d,636


10 d 0% 5/22/13 6/5/13 CBA CP-
CBM


CBA CP-
CBM


886 No 7.6.2 Maintenance Kits 4 d 0% 6/6/13 6/11/13 CBA CP-
CBM


887 No 7.6.2.1 If HMQ form was included in Welcome Kit, once 
Welcome Package Mailing is confirmed complete, 
change screen 14B of CP/CBM to remove special 
questionnaire and replace with standard HMQ Form 
number


885 1 d 0% 6/6/13 6/6/13 CBA CP-
CBM


CBA CP-
CBM


888 No 7.6.2.2 Confirm with CoventryCares of Nevada when Express 
Scripts should switch to Maintenance Kits


885 1 d 0% 6/6/13 6/6/13 CBA CP-
CBM


CBA CP-
CBM


889 No 7.6.2.3 Update CP with maintenance kit code changes - 
Removal of Sticker Id as well


888 1 d 0% 6/7/13 6/7/13 CBA CP-
CBM


CBA CP-
CBM


890 No 7.6.2.4 Run SOLARS/Bi-Query to verify maintenance kit codes 
have been changed/QC'd


889 1 d 0% 6/10/13 6/10/13 CBA CP-
CBM


CBA CP-
CBM


891 No 7.6.2.5 Provide completion confirmation email to 
Implementation team, communications team, and client 
to confirm the change


890 1 d 0% 6/11/13 6/11/13 CBA CP-
CBM


CBA CP-
CBM


892 No 7.7 Audit - Communications 3 d 0% 6/12/13 6/14/13 CBA CP-
CBM


893 No 7.7.1 Provide email with all CoventryCares of Nevada approvals 
and copies of communication materials (i.e. Welcome Kit, 
Specilaty Letters, etc.) to IC for BA filing


891 1 d 0% 6/12/13 6/12/13 CS CS


894 No 7.7.2 Post Bi-Query Scans & communications table to BA. 
Include IM/IC and CS email approval of final print request 
to BA.


891,893 1 d 0% 6/13/13 6/13/13 CBA CP-
CBM


CBA CP-
CBM


895 No 7.7.3 Post approvals and materials email to the BA tool. 894 1 d 0% 6/14/13 6/14/13 CBA CP-
CBM


CBA CP-
CBM


896 No 8 SERVICES SETUP 85 d 0% 3/12/13 7/10/13 IPM
897 No 8.1 Customer Service 79 d 0% 3/12/13 7/1/13 IPM
898 No 8.1.1 Setup Customer Service by Express Scripts 79 d 0% 3/12/13 7/1/13 CBA CP-


CBM
899 No 8.1.1.1 Customer Service Requirements 8 d 0% 3/12/13 3/21/13 CBA CP-


CBM
900 Yes 8.1.1.1.1 Determine Customer Service Requirements 32FS+2 d 5 d 0% 3/12/13 3/18/13 IPM IPM
901 No 8.1.1.1.2 CS Ops notified of CoventryCares of Nevada 


Implementation & OE date
900FF 1 d 0% 3/18/13 3/18/13 IPM IPM


902 Yes 8.1.1.1.3 Determine IVR requirements 900SS 1 d 0% 3/12/13 3/12/13 IPM IPM
903 Yes 8.1.1.1.4 Approve IVR requirements 902FS+5 


d
1 d 0% 3/20/13 3/20/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV


904 Yes 8.1.1.1.5 Review training of CSRs (training plan, content, 
schedule)


903 1 d 0% 3/21/13 3/21/13 IPM IPM
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905 No 8.1.1.1.6 Request Member Services 800 phone number, name 
of primary call center location, and front end 
pharmacy assignment


900SS 1 d 0% 3/12/13 3/12/13 CBA CP-
CBM


CBA CP-
CBM


906 No 8.1.1.1.7 Request Client Service Team (CST) Support 905 6 d 0% 3/13/13 3/20/13 CBA CP-
CBM


CBA CP-
CBM


907 No 8.1.1.2 Customer Service Setup - Express Scripts 39 d 0% 3/27/13 5/20/13 CBA CP-
CBM


908 No 8.1.1.2.1 Receive Member Services phone number from CS 
OPS


905FS+10 
d


1 d 0% 3/27/13 3/27/13 CBA CP-
CBM


CBA CP-
CBM


909 No 8.1.1.2.2 Obtain primary Call Center assignment from CS OPS 908FF 1 d 0% 3/27/13 3/27/13 CBA CP-
CBM


CBA CP-
CBM


910 No 8.1.1.2.3 Obtain front end Pharmacy assignment from CS 
OPS


909FF,33
9SS


1 d 0% 3/27/13 3/27/13 CBA CP-
CBM


CBA CP-
CBM


911 No 8.1.1.2.4 Confirm 800# activation date and time of day with 
CoventryCares of Nevada


908FS+3 
d


2 d 0% 4/2/13 4/3/13 CBA CP-
CBM


CBA CP-
CBM


912 No 8.1.1.2.5 Establish "not eligible" procedures with 
CoventryCares of Nevada


911 5 d 0% 4/4/13 4/10/13 CBA CP-
CBM


CBA CP-
CBM


913 No 8.1.1.2.6 Receive CST welcome letter from CST Mgr/Sup 906FS+10 
d


0.5 d 0% 4/4/13 4/4/13 CBA CP-
CBM


CBA CP-
CBM


914 No 8.1.1.2.7 Forward CST letter to CoventryCares of Nevada 913 5 d 0% 4/4/13 4/11/13 CBA CP-
CBM


CBA CP-
CBM


915 No 8.1.1.2.8 For transfers, verify old and new CST teams have 
communicated on all open issues


914 1 d 0% 4/11/13 4/12/13 CBA CP-
CBM


CBA CP-
CBM


916 No 8.1.1.2.9 Request CoventryCares of Nevada provide a list of 
staff contact information (name, dept, phone # & 
email) for the Express Scripts's CSTs to identify 
people authorized to make direct contact with CS


915 1 d 0% 4/12/13 4/15/13 CBA CP-
CBM


CBA CP-
CBM


917 No 8.1.1.2.10 Provide a list of CoventryCares of Nevada staff 
contact information (name, dept, phone # & email) for 
the Express Scripts's CSTs to identify people 
authorized to make direct contact with CS


916 1 d 0% 4/15/13 4/16/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


918 No 8.1.1.2.11 Establish internal introductory call with CST team 913 10 d 0% 4/4/13 4/18/13 CBA CP-
CBM


CBA CP-
CBM


919 No 8.1.1.2.12 Work with CS OPS to create Job Aid request 918 9 d 0% 4/18/13 5/1/13 CBA CP-
CBM


CBA CP-
CBM


920 No 8.1.1.2.13 Confirm CS Readiness - BAAG, Training, Job Aides, 
800# etc


919FF 1 d 0% 4/30/13 5/1/13 CBA CP-
CBM


CBA CP-
CBM


921 No 8.1.1.2.14 Confirm CS prompts are ready 920FF 1 d 0% 4/30/13 5/1/13 CBA CP-
CBM


CBA CP-
CBM


922 No 8.1.1.2.15 Schedule call with CoventryCares of Nevada to 
introduce CST team


921 3 d 0% 5/1/13 5/6/13 CBA CP-
CBM


CBA CP-
CBM


923 No 8.1.1.2.16 Provide copies of communication materials to 
CSOPS using the Express Scripts Client Service 
Operations mailbox


913,884 1 d 0% 5/20/13 5/20/13 CBA CP-
CBM


CBA CP-
CBM


924 No 8.1.1.3 Benefit At A Glance (BAAG) Messaging 51 d 0% 3/14/13 5/23/13 IPM
925 No 8.1.1.3.1 Attend CRP and gain approval for any custom 


messaging that appears on the Member Website
900SS+2 
d


3 d 0% 3/14/13 3/18/13 CBA CP-
CBM


CBA CP-
CBM


926 No 8.1.1.3.2 Write and submit PTS for Custom BAAG Messaging - 
PTS # XXXXXXX - MM/DD/YY Release - Attaching 
Benefit Messaging Requirements Form


925 1 d 0% 3/19/13 3/19/13 IPM IPM
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927 No 8.1.1.3.3 Confirm LOE is in PTS for Custom BAAG Messaging 
- PTS # XXXXXXX - MM/DD/YY Release


926FS+3 
d


1 d 0% 3/25/13 3/25/13 IPM IPM


928 No 8.1.1.3.4 Confirm PTS is locked for Custom BAAG Messaging 
- PTS # XXXXXXX - MM/DD/YY Release


927FS+3 
d


1 d 0% 3/29/13 3/29/13 IPM IPM


929 No 8.1.1.3.5 Code & unit test Custom BAAG Messaging - PTS # 
XXXXXXX - MM/DD/YY Release is complete


928FS+20 
d


10 d 0% 4/29/13 5/10/13 IPM IPM


930 No 8.1.1.3.6 QA test & signoff on final Custom BAAG Messaging - 
PTS # XXXXXXX - MM/DD/YY Release


928,929 5 d 0% 5/13/13 5/17/13 Test Lead Test Lead


931 No 8.1.1.3.7 Promote code for Custom BAAG Messaging to 
Production - PTS # XXXXXXX - MM/DD/YY Release 
is complete


930FS+3 
d


1 d 0% 5/23/13 5/23/13 IPM IPM


932 No 8.1.1.3.8 Verify if Customer Service training is required for 
Custom BAAG Messaging


928 1 d 0% 4/1/13 4/1/13 CBA CP-
CBM


CBA CP-
CBM


933 No 8.1.1.3.9 Confirm Customer Service training has been 
developed for Custom BAAG Messaging


932FS+5 
d


5 d 0% 4/9/13 4/15/13 CBA CP-
CBM


CBA CP-
CBM


934 No 8.1.1.3.10 Confirm Customer Service training was delivered for 
Custom BAAG Messaging


933FS+20 
d


2 d 0% 5/14/13 5/15/13 CBA CP-
CBM


CBA CP-
CBM


935 No 8.1.1.4 Develop Custom IVRU Messaging & move to 
production


903FS+10 
d


22 d 0% 4/4/13 5/3/13 CBA CP-
CBM


CBA CP-
CBM


936 No 8.1.1.5 Activate Member Services Phone Number 5FF 1 d 0% 7/1/13 7/1/13 CBA CP-
CBM


CBA CP-
CBM


937 No 8.1.1.6 QC Member Service phone activation by calling the 
phone numbers in Client Profile


936FF 1 d 0% 7/1/13 7/1/13 CBA CP-
CBM


CBA CP-
CBM


938 No 8.1.2 Customer Service Setup - CoventryCares of Nevada 14 d 0% 4/2/13 4/19/13 CBA CP-
CBM


939 No 8.1.2.1 Gather information on Client Call Center (i.e. Call 
Centers & Locations, Hours of Operation, Phone # 
Provided to Members, etc.)


900FS+10 
d


10 d 0% 4/2/13 4/15/13 CBA CP-
CBM


CBA CP-
CBM


940 No 8.1.2.2 Populate CoventryCares of Nevada customer service 
phone number into Client Benefit Manager and 
communication materials


939 4 d 0% 4/16/13 4/19/13 CBA CP-
CBM


CBA CP-
CBM


941 No 8.2 Consumer Website Setup 65 d 0% 3/12/13 6/11/13 IPM
942 No 8.2.1 Schedule Consumer Website walk through with 


CoventryCares of Nevada and eCommerce Business 
Team


900SS 1 d 0% 3/12/13 3/12/13 IPM IPM


943 No 8.2.2 Define Consumer Website requirements 942 2 d 0% 3/13/13 3/14/13 IPM IPM
944 No 8.2.3 E-Commerce form submitted 943FF 1 d 0% 3/14/13 3/14/13 IPM IPM
945 No 8.2.4 URL received & approved by IM/ AM 944 3 d 0% 3/15/13 3/19/13 IPM IPM
946 Yes 8.2.5 Complete Consumer Website Setup for production 4FS-15 d 1 d 0% 6/11/13 6/11/13 IPM IPM
947 No 8.2.6 Member Date of Birth (DOB) - Setup Options for 


Website Registration if Default DOBs
42 d 0% 3/27/13 5/23/13
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948 No 8.2.6.1 Determine if default Dates of Birth will be sent on 
Eligibility file


943SS,57
7


1 d 0% 3/27/13 3/27/13 IPM IPM Note: If the members real DOBs 
are provided on eligibility file, the 
remaining tasks in this section are 
not applicable. . If default DOBs 
will be sent, open PTS for Web 
Development to establish default 
DOB for Co-Branded Website


949 No 8.2.6.2 Write and submit PTS for Web Development to 
establish default DOB for Consumer Website - PTS # 
XXXXXXX - MM/DD/YY Release


948FF 1 d 0% 3/27/13 3/27/13 IPM IPM Note: The DOB field may be 
ignored when the members are 
registering via Express 
Scripts.com


950 No 8.2.6.3 CRD written & approved to establish default DOB for 
Consumer Website - PTS # XXXXXXX - MM/DD/YY 
Release


949 2 d 0% 3/28/13 3/29/13 IPM IPM Note: In CRD, stipulate for Web 
Development the exact 
contracts/groups with members 
with default DOB (so the DOB 
field may be ignored when the 
members are registering via 
Express Scripts.com)


951 No 8.2.6.4 Confirm LOE is in PTS to establish default DOB for 
Consumer Website - PTS # XXXXXXX - MM/DD/YY 
Release


950 1 d 0% 4/1/13 4/1/13 IPM IPM


952 No 8.2.6.5 Confirm PTS is locked for Web Development to 
establish default DOB for Consumer Website - PTS # 
XXXXXXX - MM/DD/YY Release


951FS+5 
d


1 d 0% 4/9/13 4/9/13 IPM IPM


953 No 8.2.6.6 Confirm coding & unit test complete to establish default 
DOB for Consumer Website - PTS # XXXXXXX - 
MM/DD/YY Release


952FS+10 
d


5 d 0% 4/24/13 4/30/13 IPM IPM


954 No 8.2.6.7 Set CP indicator - 'MEM DOB REQUIRED' - "Off" 953 1 d 0% 5/1/13 5/1/13 CBA CP-
CBM


CBA CP-
CBM


955 No 8.2.6.8 Confirm QA test complete for establishing default DOB 
for Consumer Website - PTS # XXXXXXX - 
MM/DD/YY Release


954FS+5 
d


5 d 0% 5/9/13 5/15/13 IPM IPM


956 No 8.2.6.9 Secure QA sign off on code to establish default DOB 
for Consumer Website - PTS # XXXXXXX - 
MM/DD/YY Release


955 5 d 0% 5/16/13 5/22/13 IPM IPM


957 No 8.2.6.10 Promote code to establish default DOB for Consumer 
Website - PTS # XXXXXXX - MM/DD/YY Release


956 1 d 0% 5/23/13 5/23/13 IPM IPM


958 No 8.2.7 Co-Branded Website Setup 50 d 0% 3/13/13 5/21/13 IPM Note: A Co-Branded website may 
be an option for retail only clients. 
Contact Ecommerce team to 
discuss options. The standard 
website does not support retail 
only clients.


959 Yes 8.2.7.1 Determine Co-Branded Website Requirements 943SS 2 d 0% 3/13/13 3/14/13 IPM IPM
960 Yes 8.2.7.2 Provide logo in appropriate format for web co-branding 959 1 d 0% 3/15/13 3/15/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV
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961 No 8.2.7.3 Receive logo in appropriate format for web co-branding 
from CoventryCares of Nevada


960FF,75
6FF


1 d 0% 3/15/13 3/15/13 IPM IPM Note: Coordinate with 
Communication team. Logo may 
already be inhouse.


962 No 8.2.7.4 Write and submit PTS for Co-Branded Website - PTS 
# XXXXXXX - MM/DD/YY Release


961 1 d 0% 3/18/13 3/18/13 IPM IPM


963 No 8.2.7.5 Confirm LOE is in PTS for Co-Branded Website - PTS 
# XXXXXXX - MM/DD/YY Release


962FS+5 
d


1 d 0% 3/26/13 3/26/13 IPM IPM


964 No 8.2.7.6 Confirm PTS is locked for Co-Branded Website - PTS 
# XXXXXXX - MM/DD/YY Release


963FS+5 
d


1 d 0% 4/3/13 4/3/13 IPM IPM


965 No 8.2.7.7 Verify Analysis and Design for Co-Branded Website - 
PTS # XXXXXXX - MM/DD/YY Release are complete


964FS+10 
d


3 d 0% 4/18/13 4/22/13 IPM IPM


966 No 8.2.7.8 Verify Code and Unit Test for Co-Branded Website - 
PTS # XXXXXXX - MM/DD/YY Release are complete


965FS+10 
d


10 d 0% 5/7/13 5/20/13 IPM IPM


967 No 8.2.7.9 Confirm code has been moved to Production for Co-
Branded Website - PTS # XXXXXXX - MM/DD/YY 
Release


966 1 d 0% 5/21/13 5/21/13 IPM IPM


968 No 8.2.8 Custom Consumer Website Setup 32 d 0% 3/15/13 4/29/13 IPM Note: Not an option for Retail only 
clients. Contact Ecommerce team 
to discuss options. A co-branded 
site may be required. ...


969 No 8.2.8.1 PTS written & submitted for custom Consumer 
Website - PTS #TBD - mm/dd/yy Release


943 1 d 0% 3/15/13 3/15/13 IPM IPM


970 No 8.2.8.2 CRD complete for custom Consumer Website - PTS # 
TBD - mm/dd/yy Release


969FS+2 
d


1 d 0% 3/20/13 3/20/13 IPM IPM


971 No 8.2.8.3 LOE submitted for custom Consumer Website - PTS 
#TBD - mm/dd/yy Release


970 1 d 0% 3/21/13 3/21/13 IPM IPM


972 No 8.2.8.4 PTS locked for custom Consumer Website - PTS # 
TBD - mm/dd/yy Release


971FS+3 
d


1 d 0% 3/27/13 3/27/13 IPM IPM


973 No 8.2.8.5 Analysis & Design for custom Consumer Website - 
PTS #TBD - mm/dd/yy Release


972FS+10 
d


2 d 0% 4/11/13 4/12/13 IPM IPM


974 No 8.2.8.6 Development & Unit Test Complete for custom 
Consumer Website - PTS #TBD - mm/dd/yy Release


973 10 d 0% 4/15/13 4/26/13 IPM IPM


975 No 8.2.8.7 Promote custom code for custom Consumer Website - 
PTS #TBD - mm/dd/yy Release


974 1 d 0% 4/29/13 4/29/13 IPM IPM


976 No 8.2.9 Single Sign On Setup 33 d 0% 3/19/13 5/2/13 IPM
977 No 8.2.9.1 Notify CoventryCares of Nevada that a production 


certificate is needed in order to activate SSO
943FS+2 
d


1 d 0% 3/19/13 3/19/13 IPM IPM


978 No 8.2.9.2 Contact e-Commerce Marketing, Kevin Smith, to 
discuss SSO options and expectations prior to finalizing 
with CoventryCares of Nevada


977 2 d 0% 3/20/13 3/21/13 IPM IPM


979 No 8.2.9.3 Member Identifier Sent in the SSO packet (Express 
Scripts Standard or Unique Employee ID)


978 30 d 0% 3/22/13 5/2/13 IPM Note: If family members are to 
have access through SSO, they 
must have a unique member ID #


980 No 8.2.9.3.1 Confirm that CoventryCares of Nevada's eligibility 
records contain first name, last name, DOB, Member 
#, & relationship code. If so, no eligibility changes 
required for SSO


1 d 0% 3/22/13 3/22/13 IPM IPM


Page 46 of 60 Coventry Cares of Nevada ProjectPlan 11-05-12







ID Key WBS Task Name Pred Dur % Comp Start Finish Resource Team 
Leader Notes


981 No 8.2.9.3.2 Single Sign On Eligibility Identifier is Non-
Standard (i.e. Employee id, other client 
generated #) 


30 d 0% 3/22/13 5/2/13 IPM


982 No 8.2.9.3.2.1 PTS Written & Submitted for Eligibility PTS on 
Single Sign On Member Eligibility Non-Standard 
Identifier (Mapping docs must be submitted along 
with PTS) including LOE Rqmts - PTS #TBD - 
mm/dd/yy Release


1 d 0% 3/22/13 3/22/13 IPM IPM


983 No 8.2.9.3.2.2 CRD Complete for Single Sign On Member 
Eligibility Non-Standard Identifier - PTS # TBD - 
mm/dd/yy Release


982FS+2 
d


2 d 0% 3/27/13 3/28/13 IPM IPM


984 No 8.2.9.3.2.3 PTS written for Single Sign On Member Non-
Standard Eligibility Identifier being Sent in the Pass 
thru Field - PTS #TBD - mm/dd/yy Release


983 1 d 0% 3/29/13 3/29/13 IPM IPM


985 No 8.2.9.3.2.4 LOE in PTS for Single Sign On Member Eligibility 
Identifier - PTS # TBD - mm/dd/yy Release


984FS+3 
d


1 d 0% 4/4/13 4/4/13 IPM IPM


986 No 8.2.9.3.2.5 Analysis & Design for Single Sign On Member 
Eligibility Identifier being Sent in the Pass thru 
Field - PTS #TBD - mm/dd/yy Release


985FS+5 
d


3 d 0% 4/12/13 4/16/13 IPM IPM


987 No 8.2.9.3.2.6 Development & Unit Test Complete for Single Sign 
On Member Eligibility Identifier being Sent in the 
Pass thru Field - PTS #TBD - mm/dd/yy Release


986 10 d 0% 4/17/13 4/30/13 IPM IPM


988 No 8.2.9.3.2.7 Promote custom code for Single Sign On Member 
Eligibility Identifier being Sent in the Pass thru 
Field - PTS #TBD - mm/dd/yy Release


987FF 1 d 0% 4/30/13 4/30/13 IPM IPM


989 No 8.2.9.3.2.8 Confirm Eligibility has parsed the Single Sign On - 
Member Non-Standard Eligibility Identifier being 
sent in the pass thru field and populated the value 
in the ELGCID table


988 2 d 0% 5/1/13 5/2/13 IPM IPM


990 Yes 8.3 eSERVICE Delivery (eSD) Setup 28.5 d 0% 4/29/13 6/7/13 CBA CP-
CBM


991 Yes 8.3.1 Determine eSD requirements including all client user 
names, IDs and SSNs and if eSD will be required to 
review CAT test results


32FS+18 
d,1158


0.5 d 0% 4/29/13 4/29/13 CBA CP-
CBM


CBA CP-
CBM


992 No 8.3.2 eSERVICE Delivery (eSD) User Access 13 d 0% 4/29/13 5/16/13 CBA CP-
CBM


993 No 8.3.2.1 Determine if CoventryCares of Nevada eSD users 
require masking and identify if this masking occurs at 
the carrier, contract, or group level


991 1 d 0% 4/29/13 4/30/13 CBA CP-
CBM


CBA CP-
CBM


994 No 8.3.2.2 Determine if CoventryCares of Nevada eSD users need 
expanded capability/view ability to enter Prior Auths 
(PAs) - Patient Level Authorizations (PLAs) and/or view 
ability for rejected claims and claims history


993 1 d 0% 4/30/13 5/1/13 CBA CP-
CBM


CBA CP-
CBM
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995 No 8.3.2.3 Submit the Standard Access Request form unless 
masking and/or expanded capability - viewing ability are 
required. If masking and/or expanded capability - 
viewing ability are required, submit the Non Standard 
Access Request Form to eSD Support team


994 1 d 0% 5/1/13 5/2/13 CBA CP-
CBM


CBA CP-
CBM


Note: If masking is required, the 
level (carrier/contract/group) 
details of masking must be 
indicated on the eSD Non 
Standard Access Request form


996 No 8.3.2.4 eSD Enrollment Request - Initiates Client Training 
Request 


6 d 0% 4/29/13 5/7/13 CBA CP-
CBM


Note: eSD requires 60 days prior 
to training to establish either the 
secure IDs or to get VPN 
connection


997 No 8.3.2.4.1 Confirm if TPA Agreement is necessary 991 1 d 0% 4/29/13 4/30/13 CBA CP-
CBM


CBA CP-
CBM


If Third Party Access Agreement 
for eSD Standalone, signatures 
are required prior to completing 
the registration process.


998 No 8.3.2.4.2 Complete and submit Standalone eSD Checklist to 
Express Scripts eSD Client Training mailbox


991 3 d 0% 4/29/13 5/2/13 CBA CP-
CBM


CBA CP-
CBM


999 No 8.3.2.4.3 Confirm eSD Client Team has added CoventryCares 
of Nevada eSD Request to Training Forecast to 
initiate training process


998 1 d 0% 5/2/13 5/3/13 CBA CP-
CBM


CBA CP-
CBM


1000 No 8.3.2.4.4 Submit eSD Enrollment Request Form via e-mail 999 1 d 0% 5/3/13 5/6/13 CBA CP-
CBM


CBA CP-
CBM


1001 No 8.3.2.4.5 Receive confirmation from eSD Client Team that the 
eSD Enrollment Request Form has been processed


1000 1 d 0% 5/6/13 5/7/13 CBA CP-
CBM


CBA CP-
CBM


1002 No 8.3.2.5 Identify all locations that require VPN connectivity 991 1 d 0% 4/29/13 4/30/13 CBA CP-
CBM


CBA CP-
CBM


1003 No 8.3.2.6 Define Connection Method, discuss connection options 
with Implementation team, Express Scripts VPN and 
Client


1002FF 1 d 0% 4/29/13 4/30/13 CBA CP-
CBM


CBA CP-
CBM


1004 No 8.3.2.7 Initiate Connection Process - Submit connection 
paperwork to the Express Scripts VPN Team


1003 1 d 0% 4/30/13 5/1/13 CBA CP-
CBM


CBA CP-
CBM


1005 No 8.3.2.8 Verify the eSD Client Team has completed the 
Registration Process


1004FS+3 
d


1 d 0% 5/6/13 5/7/13 CBA CP-
CBM


CBA CP-
CBM


1006 No 8.3.2.9 Determine Connection Status - Verify with eSD Client 
Team where the CoventryCares of Nevada and 
Express Scripts VPN Team connection status stands


1005 1 d 0% 5/7/13 5/8/13 CBA CP-
CBM


CBA CP-
CBM


1007 No 8.3.2.10 Verify eSD CoventryCares of Nevada Set Up is 
complete to ensure we have completed the user ids, 
variances, security profiles and connectivity


1006 1 d 0% 5/8/13 5/9/13 CBA CP-
CBM


CBA CP-
CBM


1008 No 8.3.2.11 Confirm eSD Client Team has completed User ID 
Validation by testing user ids to ensure the security 
model and eService Delivery access is accurate


1007 1 d 0% 5/9/13 5/10/13 CBA CP-
CBM


CBA CP-
CBM


1009 Yes 8.3.2.12 Confirm Connection - Client eSD Team to confirm the 
connection to eService Delivery (CRITICAL - in order to 
lock in training date)


1008 4 d 0% 5/10/13 5/16/13 CBA CP-
CBM


CBA CP-
CBM


1010 No 8.3.2.13 Confirm VPN has been established for all locations 1009FF 1 d 0% 5/15/13 5/16/13 CBA CP-
CBM


CBA CP-
CBM


1011 No 8.3.2.14 In no VPN connection, eSD department to send out 
activation tokens


991FS+5 
d


4 d 0% 5/6/13 5/10/13 CBA CP-
CBM


CBA CP-
CBM
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1012 Yes 8.3.2.15 eSERVICE Delivery (eSD) User Access confirmed 1010FF 0.5 d 0% 5/16/13 5/16/13 CBA CP-
CBM


CBA CP-
CBM


1013 No 8.3.3 eService Delivery Training 25 d 0% 5/2/13 6/7/13 CBA CP-
CBM


1014 No 8.3.3.1 Schedule & conduct internal meeting with eSD Client 
Training on eSD training requirements for 
CoventryCares of Nevada


998 3 d 0% 5/2/13 5/7/13 CBA CP-
CBM


CBA CP-
CBM


1015 No 8.3.3.2 Determine Training Curriculum - the eSD Team to 
confirm with Implementation or Account Team all the 
eSD capabilities to be trained


1,014,994 1 d 0% 5/7/13 5/8/13 CBA CP-
CBM


CBA CP-
CBM


1016 No 8.3.3.3 Schedule call with CoventryCares of Nevada to 
introduce eSD Client Training for purpose of reviewing 
proposed eSD training plan (Health Plan Clients Only)


1015FF 1 d 0% 5/7/13 5/8/13 CBA CP-
CBM


CBA CP-
CBM


1017 No 8.3.3.4 Conduct introductory call with CoventryCares of 
Nevada and eSD Client Training to review proposed 
eSD training plan (HP Only)


1016FS+5 
d


1 d 0% 5/15/13 5/16/13 CBA CP-
CBM


CBA CP-
CBM


1018 Yes 8.3.3.5 Schedule training on eSD 1009FF,1
015FS+1 
d,1016


5 d 0% 5/9/13 5/16/13 CBA CP-
CBM


CBA CP-
CBM


1019 Yes 8.3.3.6 Train-the-Trainers on eSerrvice Delivery (eSD) - Start 
Training Rollout


1015FS+2
0 d


1 d 0% 6/6/13 6/7/13 CBA CP-
CBM


CBA CP-
CBM


Train either onsite, phone or web 
conference


1020 Yes 8.4 Client Website (CWS) Setup 42.5 d 0% 3/12/13 5/9/13 CBA CP-
CBM


1021 No 8.4.1 Define Client Website requirements including list of users 
for CWS


32FS+2 d 0.5 d 0% 3/12/13 3/12/13 CBA CP-
CBM


CBA CP-
CBM


Important: Remember to enroll 
members of the Account 
Management teams so they have 
access to CWS EXPERxT


1022 No 8.4.2 Client Website (CWS) User Access 32.5 d 0% 3/12/13 4/25/13
1023 No 8.4.2.1 Submit enrollment forms for CWS 1021 1 d 0% 3/12/13 3/13/13 CBA CP-


CBM
CBA CP-
CBM


Important: Remember to enroll 
members of of the Account 
Management teams so they have 
access to CWS EXPERxT


1024 No 8.4.2.2 CWS department to send out activation tokens 1023FS+2
0 d


5 d 0% 4/10/13 4/17/13 CBA CP-
CBM


CBA CP-
CBM


1025 Yes 8.4.2.3 CWS department to confirm connection with 
CoventryCares of Nevada users (CRITICAL - in order 
to lock in training date)


1024 4 d 0% 4/17/13 4/23/13 CBA CP-
CBM


CBA CP-
CBM


1026 No 8.4.2.4 Provide CoventryCares of Nevada with CWS User IDs 1025FS+1 
d


1 d 0% 4/24/13 4/25/13 CBA CP-
CBM


CBA CP-
CBM


Only provided after CWS team 
provides their signoff


1027 Yes 8.4.2.5 Client Website (CWS) User Access confirmed 1026 0.5 d 0% 4/25/13 4/25/13 CBA CP-
CBM


CBA CP-
CBM


1028 Yes 8.4.3 Schedule training on CWS 1021 1 d 0% 3/12/13 3/13/13 CBA CP-
CBM


CBA CP-
CBM


1029 Yes 8.4.4 Train-the-Trainers on Client Website (CWS) 1028FS+4
0 d


1 d 0% 5/8/13 5/9/13 CBA CP-
CBM


CBA CP-
CBM


1030 No 8.5 MEDICAID REPORTING 85 d 0% 3/12/13 7/10/13
1031 No 8.5.1 Encounter File 85 d 0% 3/12/13 7/10/13 TC
1032 No 8.5.1.1 Define Encounter File Requirements 11 d 0% 3/12/13 3/26/13 TC
1033 No 8.5.1.1.1 Confirm if CoventryCares of Nevada want any 


Prescriber or Pharmacy Edits at Encounter level
32FS+2 d 1 d 0% 3/12/13 3/12/13 IPM IPM
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1034 No 8.5.1.1.2 Confirm if claims to pay if prescriber NPI is not 
present


1033FF 1 d 0% 3/12/13 3/12/13 IPM IPM


1035 No 8.5.1.1.3 Confirm if claims to pay if pharmacy NPI is not 
present


1033FF 1 d 0% 3/12/13 3/12/13 IPM IPM


1036 No 8.5.1.1.4 If claims should reject when Pharmacy and/or 
Prescriber NPI is not present, should these records 
pass on the Encounter file


1033FF 1 d 0% 3/12/13 3/12/13 IPM IPM


1037 No 8.5.1.1.5 If rejected claims to be passed on encounter file, 
document custom reporting requirement with TC


1036 5 d 0% 3/13/13 3/19/13 IPM IPM


1038 No 8.5.1.1.6 Confirm Client Profile screen 2 and 4 updated to 
drive the prescriber and pharmacy NPI edits


1037 1 d 0% 3/20/13 3/20/13 CBA CP-
CBM


IC


1039 No 8.5.1.1.7 Meet with CoventryCares of Nevada To review File 
Layout and Media Type


1033 5 d 0% 3/13/13 3/19/13 TC-DM TC


1040 Yes 8.5.1.1.8 Approve Encounter File Requirements/Mapping ######## 5 d 0% 3/20/13 3/26/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1041 No 8.5.1.2 Encounter File Data Set Name (DSN), FTP, & EFT 
Setup


53 d 0% 3/20/13 6/3/13


1042 No 8.5.1.2.1 Determine CoventryCares of Nevada Contact for 
Encounter File Transmission


1039 1 d 0% 3/20/13 3/20/13 TC-DM TC


1043 No 8.5.1.2.2 Determine transmission type (i.e. FTP, lease line, 
etc.) for CoventryCares of Nevada's Encounter file


1042 1 d 0% 3/21/13 3/21/13 TC-DM TC


1044 No 8.5.1.2.3 Receive DSN for CoventryCares of Nevada's 
Encounter file from Warehouse Information Delivery 
Group and verify the DSN contains the proper carrier 
#


1043FS+5 
d


1 d 0% 3/29/13 3/29/13 TC-DM TC


1045 No 8.5.1.2.4 Open Electronic File Transmission (EFT) Request to 
support transmission of outbound Encounter file


1044 1 d 0% 4/1/13 4/1/13 TC-DM TC


1046 No 8.5.1.2.5 Submit EFT Request for Encounter file to Express 
Scripts Information Exchange (MIE) team


1045FF 1 d 0% 4/1/13 4/1/13 TC-DM TC


1047 No 8.5.1.2.6 Confirm WO and LOE entered in PTS for EFT 
support for Encounter file


1046FS+5 
d


1 d 0% 4/9/13 4/9/13 TC-DM TC


1048 No 8.5.1.2.7 Express Scripts Information Exchange (MIE) team 
sends weblink of logged EFT Request Form for 
Encounter file to confirm progress and connectivity 
for outbound transmission setup


1047FS+1
0 d


1 d 0% 4/24/13 4/24/13 TC-DM TC


1049 No 8.5.1.2.8 Confirm EFT setup is "In Process" for Encounter file 1048 1 d 0% 4/25/13 4/25/13 TC-DM TC


1050 Yes 8.5.1.2.9 Verify EFT setup is in production (may take up to 90 
days) for Encounter file


1049FS+2
5 d


1 d 0% 6/3/13 6/3/13 TC-DM TC


1051 No 8.5.1.3 Encounter File PTS Complete 69 d 0% 4/1/13 7/8/13 TC
1052 No 8.5.1.3.1 PTS written for Encounter File - PTS # XXXXXXX - 


MM/DD/YY Release
1044 1 d 0% 4/1/13 4/1/13 TC-DM TC


1053 No 8.5.1.3.2 Update Encounter File PTS with DSN 1044FF,1
052SS


1 d 0% 4/1/13 4/1/13 TC-DM TC


1054 No 8.5.1.3.3 Update Encounter File PTS with EFT form # & status 1048,1053
SS


1 d 0% 4/25/13 4/25/13 TC-DM TC


1055 No 8.5.1.3.4 Obtain LOE for Encounter File - PTS # XXXXXXX ######## 1 d 0% 4/26/13 4/26/13 TC-DM TC
1056 No 8.5.1.3.5 Contact ITP area & verify Encounter File PTS # 


XXXXXXX is scheduled / locked
1055FS+5 
d


1 d 0% 5/6/13 5/6/13 TC-DM TC
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1057 No 8.5.1.3.6 Confirm coding complete for Encounter File - PTS # 
XXXXXXX


1056FS+4
0 d


1 d 0% 7/3/13 7/3/13 TC-DM TC


1058 No 8.5.1.3.7 Review Encounter File requirements & confirm all 
decisions are documented and approved by 
CoventryCares of Nevada


1057 1 d 0% 7/5/13 7/5/13 TC-DM TC


1059 Yes 8.5.1.3.8 Encounter File setup complete - Express Scripts 
internal signoff


1058 1 d 0% 7/8/13 7/8/13 TC-DM TC


1060 Yes 8.5.1.4 Encounter File Load Processing 79 d 0% 3/20/13 7/10/13 TC
1061 Yes 8.5.1.4.1 Provide sample Encounter test file and companion 


document
1039 1 d 0% 3/20/13 3/20/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV


1062 No 8.5.1.4.2 Receive sample Encounter test file and companion 
document from CoventryCares of Nevada


1061 1 d 0% 3/21/13 3/21/13 TC-DM TC


1063 Yes 8.5.1.4.3 Provide 1st Encounter Test File to CoventryCares of 
Nevada - layout validation


1062 1 d 0% 3/22/13 3/22/13 TC-DM TC


1064 No 8.5.1.4.4 Receive & Review 1st Encounter Test File - layout 
validation


1063 1 d 0% 3/25/13 3/25/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1065 No 8.5.1.4.5 Confirm the # of records transmitted on the 1st 
Encounter test file to # received and to # processed 
from expected record count advised verbally and in 
writing from CoventryCares of Nevada


1064 1 d 0% 3/26/13 3/26/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1066 Yes 8.5.1.4.6 Approve 1st Encounter Test File - layout validation 1065 2 d 0% 3/27/13 3/28/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1067 Yes 8.5.1.4.7 Provide 2nd Encounter test file to CoventryCares of 
Nevada for with test data for testing with state


1066 1 d 0% 3/29/13 3/29/13 TC-DM TC


1068 No 8.5.1.4.8 Receive & Review 2nd Encounter test file with test 
data for testing with state


1067 1 d 0% 4/1/13 4/1/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1069 No 8.5.1.4.9 Confirm the # of records transmitted on the 2nd 
Encounter test file to # received and to # processed 
from expected record count advised verbally and in 
writing from CoventryCares of Nevada


1068 1 d 0% 4/2/13 4/2/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1070 Yes 8.5.1.4.10 Approve 2nd Encounter test file with test data for 
testing with state


1069 2 d 0% 4/3/13 4/4/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1071 Yes 8.5.1.4.11 Submit approved 2nd Encounter test file to state 1070 1 d 0% 4/5/13 4/5/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1072 Yes 8.5.1.4.12 Confirm state approval of Encounter test file 1071 1 d 0% 4/8/13 4/8/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1073 No 8.5.1.4.13 Confirm state approval of Encounter test file 1072FF 1 d 0% 4/8/13 4/8/13 TC-DM TC
1074 Yes 8.5.1.4.14 Provide 1st Production Encounter file to 


CoventryCares of Nevada for submission to state
1073 1 d 0% 4/9/13 4/9/13 TC-DM TC


1075 No 8.5.1.4.15 Receive & Review 1st Production Encounter file from 
Express Scripts for submission to state


1074 1 d 0% 4/10/13 4/10/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV
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1076 No 8.5.1.4.16 Confirm the # of records transmitted on the 1st 
Production Encounter file to # received and to # 
processed from expected record count


1075FF 1 d 0% 4/10/13 4/10/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1077 Yes 8.5.1.4.17 Send 1st Production Encounter file to state 1076,5FS
+5 d


1 d 0% 7/10/13 7/10/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1078 No 8.5.1.4.18 Confirm 1st Production Encounter file was sent by 
CoventryCares of Nevada to the state


1077FF 1 d 0% 7/10/13 7/10/13 TC-DM TC


1079 No 8.5.2 Pharmacy Network File 68 d 0% 3/12/13 6/14/13
1080 No 8.5.2.1 Pharmacy Network File Requirements 13 d 0% 3/12/13 3/28/13 TC
1081 No 8.5.2.1.1 Define Pharmacy Network File Requirements 32FS+2 d 8 d 0% 3/12/13 3/21/13 TC-DM TC
1082 Yes 8.5.2.1.2 Approve Pharmacy Network File 


Requirements/Mapping
1081 5 d 0% 3/22/13 3/28/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV


1083 No 8.5.2.2 Pharmacy Network File PTS Complete 51 d 0% 3/22/13 6/3/13 TC
1084 No 8.5.2.2.1 PTS written for Pharmacy Network File - PTS # 


XXXXXXX - MM/DD/YY Release
1081 1 d 0% 3/22/13 3/22/13 TC-DM TC


1085 No 8.5.2.2.2 Update Pharmacy Network File PTS with DSN 1084SS 1 d 0% 3/22/13 3/22/13 TC-DM TC
1086 No 8.5.2.2.3 Update Pharmacy Network File PTS with EFT form # 


& status
1085SS 1 d 0% 3/22/13 3/22/13 TC-DM TC


1087 No 8.5.2.2.4 Obtain LOE for Pharmacy Network File - PTS # 
XXXXXXX


1086 1 d 0% 3/25/13 3/25/13 TC-DM TC


1088 No 8.5.2.2.5 Contact ITP area & verify Pharmacy Network File 
PTS # XXXXXXX is scheduled / locked


1087FS+5 
d


1 d 0% 4/2/13 4/2/13 TC-DM TC


1089 No 8.5.2.2.6 Confirm coding complete for Pharmacy Network File - 
PTS # XXXXXXX


1088FS+4
0 d


1 d 0% 5/30/13 5/30/13 TC-DM TC


1090 No 8.5.2.2.7 Review Pharmacy Network File requirements & 
confirm all decisions are documented and approved 
by CoventryCares of Nevada


1089 1 d 0% 5/31/13 5/31/13 TC-DM TC


1091 Yes 8.5.2.2.8 Pharmacy Network File setup complete - Express 
Scripts internal signoff


1090 1 d 0% 6/3/13 6/3/13 TC-DM TC


1092 Yes 8.5.2.3 Pharmacy Network File Load Processing 45 d 0% 4/12/13 6/14/13 TC
1093 Yes 8.5.2.3.1 Provide 1st Pharmacy Network Test File - layout 


validation
1082FS+1
0 d


1 d 0% 4/12/13 4/12/13 TC-DM TC


1094 No 8.5.2.3.2 Receive & Review 1st Pharmacy Network Test File - 
layout validation


1093 1 d 0% 4/15/13 4/15/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1095 No 8.5.2.3.3 Confirm the # of records transmitted on the1st 
Pharmacy Network test file to # received and to # 
processed from expected record count advised 
verbally and in writing from CoventryCares of Nevada


1094 1 d 0% 4/16/13 4/16/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1096 No 8.5.2.3.4 Approve 1st Pharmacy Network Test File - layout 
validation


1095 2 d 0% 4/17/13 4/18/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1097 Yes 8.5.2.3.5 Provide 2nd Pharmacy Network test file 1096FS+5 
d


1 d 0% 4/26/13 4/26/13 TC-DM TC


1098 No 8.5.2.3.6 Receive & Review 2nd Pharmacy Network test file 1097 1 d 0% 4/29/13 4/29/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV
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1099 No 8.5.2.3.7 Confirm the # of records transmitted on the 2nd 
Pharmacy Network test file to # received and to # 
processed from expected record count advised 
verbally and in writing from CoventryCares of Nevada


1098 1 d 0% 4/30/13 4/30/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1100 No 8.5.2.3.8 Approve 2nd Pharmacy Network test file 1099 2 d 0% 5/1/13 5/2/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1101 Yes 8.5.2.3.9 Provide 1st Production Pharmacy Network file 1100,5FS-
15 d


1 d 0% 6/11/13 6/11/13 TC-DM TC


1102 No 8.5.2.3.10 Receive & Review 1st Production Pharmacy Network 
file


1101 1 d 0% 6/12/13 6/12/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1103 No 8.5.2.3.11 Confirm the # of records transmitted on the 1st 
Production Pharmacy Network file to # received and 
to # processed from expected record count advised 
verbally and in writing from CoventryCares of Nevada


1102 1 d 0% 6/13/13 6/13/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1104 Yes 8.5.2.3.12 Load 1st Production Pharmacy Network file 1103 1 d 0% 6/14/13 6/14/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1105 No 8.5.3 Behavioral Health File 59 d 0% 3/12/13 6/3/13
1106 Yes 8.5.3.1 Behavioral Health File Requirements 17 d 0% 3/12/13 4/3/13 TC
1107 No 8.5.3.1.1 Define Behavioral Health File Requirements 32FS+2 d 8 d 0% 3/12/13 3/21/13 TC-DM TC
1108 No 8.5.3.1.2 Meet with CoventryCares of Nevada to review File 


Layout and Media Type
1107 5 d 0% 3/22/13 3/28/13 TC-DM TC


1109 No 8.5.3.1.3 Confirm with CoventryCares of Nevadatotal number 
of records/members expected on the incoming 
Behavioral Health file


1108 1 d 0% 3/29/13 3/29/13 TC-DM TC


1110 Yes 8.5.3.1.4 Approve Behavioral Health File 
Requirements/Mapping


1109 3 d 0% 4/1/13 4/3/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1111 No 8.5.3.2 Behavioral Health File PTS Complete 51 d 0% 3/22/13 6/3/13 TC
1112 No 8.5.3.2.1 PTS written for Behavioral Health File - PTS # 


XXXXXXX - MM/DD/YY Release
1107 1 d 0% 3/22/13 3/22/13 TC-DM TC


1113 No 8.5.3.2.2 Update Behavioral Health File PTS with DSN 1112SS 1 d 0% 3/22/13 3/22/13 TC-DM TC
1114 No 8.5.3.2.3 Update Behavioral Health File PTS with EFT form # 


& status
1113SS 1 d 0% 3/22/13 3/22/13 TC-DM TC


1115 No 8.5.3.2.4 Obtain LOE for Behavioral Health File - PTS # 
XXXXXXX


1114 1 d 0% 3/25/13 3/25/13 TC-DM TC


1116 No 8.5.3.2.5 Contact ITP area & verify Behavioral Health File PTS 
# XXXXXXX is scheduled / locked


1115FS+5 
d


1 d 0% 4/2/13 4/2/13 TC-DM TC


1117 No 8.5.3.2.6 Confirm coding complete for Behavioral Health File - 
PTS # XXXXXXX


1116FS+4
0 d


1 d 0% 5/30/13 5/30/13 TC-DM TC


1118 No 8.5.3.2.7 Review Behavioral Health File requirements & 
confirm all decisions are documented and approved 
by CoventryCares of Nevada


1117 1 d 0% 5/31/13 5/31/13 TC-DM TC


1119 Yes 8.5.3.2.8 Behavioral Health File setup complete - Express 
Scripts internal signoff


1118 1 d 0% 6/3/13 6/3/13 TC-DM TC


1120 Yes 8.5.3.3 Behavioral Health File Load Processing 14 d 0% 3/29/13 4/17/13 TC
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1121 Yes 8.5.3.3.1 Provide 1st Behavioral Health Test File - layout 
validation


1108 1 d 0% 3/29/13 3/29/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1122 No 8.5.3.3.2 Receive & Review 1st Behavioral Health Test File - 
layout validation


1121 1 d 0% 4/1/13 4/1/13 TC-DM TC


1123 No 8.5.3.3.3 Confirm the # of records transmitted on the1st 
Behavioral Health test file to # received and to # 
processed from expected record count advised 
verbally and in writing from CoventryCares of Nevada


1122 1 d 0% 4/2/13 4/2/13 TC-DM TC


1124 No 8.5.3.3.4 Approve 1st Behavioral Health Test File - layout 
validation


1123 2 d 0% 4/3/13 4/4/13 TC-DM TC


1125 Yes 8.5.3.3.5 Provide 2nd Behavioral Health test file 1124 1 d 0% 4/5/13 4/5/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1126 No 8.5.3.3.6 Receive & Review 2nd Behavioral Health test file 1125 1 d 0% 4/8/13 4/8/13 TC-DM TC
1127 No 8.5.3.3.7 Confirm the # of records transmitted on the 2nd 


Behavioral Health test file to # received and to # 
processed from expected record count advised 
verbally and in writing from CoventryCares of Nevada


1126 1 d 0% 4/9/13 4/9/13 TC-DM TC


1128 No 8.5.3.3.8 Approve 2nd Behavioral Health test file 1127 2 d 0% 4/10/13 4/11/13 TC-DM TC
1129 Yes 8.5.3.3.9 Provide 1st Production Behavioral Health file 1128 1 d 0% 4/12/13 4/12/13 CoventryCa


res of 
Nevada


CvtyCares 
of NV


1130 No 8.5.3.3.10 Receive & Review 1st Production Behavioral Health 
file


1129 1 d 0% 4/15/13 4/15/13 TC-DM TC


1131 No 8.5.3.3.11 Confirm the # of records transmitted on the 1st 
Production Behavioral Health file to # received and to 
# processed from expected record count advised 
verbally and in writing from CoventryCares of Nevada


1130 1 d 0% 4/16/13 4/16/13 TC-DM TC


1132 Yes 8.5.3.3.12 Load 1st Production Behavioral Health file 1131 1 d 0% 4/17/13 4/17/13 TC-DM TC
1133 No 8.6 Reporting Setup 46 d 0% 3/15/13 5/17/13 AM
1134 Yes 8.6.1 Reporting Requirements 8 d 0% 3/15/13 3/26/13 AM
1135 Yes 8.6.1.1 Determine reporting requirements using Integrated 


Reporting Package (IRP)
32FS+5 d 2 d 0% 3/15/13 3/18/13 AM AM


1136 No 8.6.1.2 Determine if CoventryCares of Nevada requires Point in 
Time or inclusion of Retroactive Eligibility Counts for 
Standard Reporting


1135SS 1 d 0% 3/15/13 3/15/13 AM AM


1137 No 8.6.1.3 If Point In Time Reporting is requested, submit a 
Support Services Ticket – DMAA – Client Information 
Solutions Submission Form to modify Eligibility count 
logic


1136 1 d 0% 3/18/13 3/18/13 AM AM


1138 No 8.6.1.4 Confirm Client Views / Hierarchies for Eligibility count 
logic have been modified to Point In Time (vs. 
Retroactive) Reporting


1137FS+5 
d


1 d 0% 3/26/13 3/26/13 AM AM


1139 No 8.6.1.5 Select Integrated Reporting Package for carrier level 
reports


1135 1 d 0% 3/19/13 3/19/13 AM AM


1140 No 8.6.2 Custom Report Development 46 d 0% 3/15/13 5/17/13 AM
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1141 No 8.6.2.1 Gather and Confirm Customized Reporting 
Requirements From CoventryCares of Nevada


1135SS 13 d 0% 3/15/13 4/2/13 AM AM


1142 No 8.6.2.2 CoventryCares of Nevada Sign-off on Custom 
Reporting Requirements


1141 2 d 0% 4/3/13 4/4/13 AM AM


1143 No 8.6.2.3 Submit PTS for custom reporting 1142 1 d 0% 4/5/13 4/5/13 AM AM
1144 No 8.6.2.4 Development/Setup Customized Reports 1143FS+2


0 d
10 d 0% 5/6/13 5/17/13 AM AM


1145 No 9 TESTING 59 d 0% 4/17/13 7/10/13
1146 No 9.1 Create Overall Implementation Test Plan 24 d 0% 4/17/13 5/20/13 IPM
1147 Yes 9.1.1 Develop Testing Strategy/Timeline 7FS-10 d 3 d 0% 4/17/13 4/19/13 IPM IPM
1148 No 9.1.2 Meet with CoventryCares of Nevada for any special 


testing requirements
1147 3 d 0% 4/22/13 4/24/13 IPM IPM


1149 No 9.1.3 Develop test scenarios & review internally 1148 10 d 0% 4/25/13 5/8/13 IPM IPM
1150 No 9.1.4 Write the test plan 1149SS 15 d 0% 4/25/13 5/15/13 IPM IPM
1151 Yes 9.1.5 Obtain CoventryCares of Nevada approval of test plan 1150 3 d 0% 5/16/13 5/20/13 IPM IPM
1152 No 9.1.6 Attach approved Test Plan to BA 1151FF 1 d 0% 5/20/13 5/20/13 IPM IPM
1153 No 9.2 Obtain security acesss to run tests in maintenance/sandbox 


region
1150 1 d 0% 5/16/13 5/16/13 IPM IPM


1154 No 9.3 CLIENT ACCEPTANCE TESTING (CAT) 43 d 0% 4/17/13 6/17/13 IPM
1155 Yes 9.3.1 Client Acceptance Test (CAT) Requirements & Setup 38 d 0% 4/17/13 6/10/13 TC-CM


1156 No 9.3.1.1 Submit PTS for CAT testing 7FS-10 d 7 d 0% 4/17/13 4/25/13 TC-CM TC-CM
1157 No 9.3.1.2 Obtain QA requirements for CAT from client (TPA only) 1148 1 d 0% 4/25/13 4/25/13 IPM IPM


1158 No 9.3.1.3 Confirm if CoventryCares of Nevada needs eSD access 
to review results


1156 1 d 0% 4/26/13 4/26/13 IPM IPM


1159 No 9.3.1.4 Start eSD setup process (if previous answer is yes) 1158 1 d 0% 4/29/13 4/29/13 IPM IPM
1160 No 9.3.1.5 Identify resource needs (Clinical, Account Mgmt, and 


Implementation team) for reviewing CAT results to 
ensure output receives necessary attention


1156 1 d 0% 4/26/13 4/26/13 IPM IPM


1161 No 9.3.1.6 Confirm LOE entries are complete for CAT testing 1156FS+1
0 d


1 d 0% 5/10/13 5/10/13 IPM IPM


1162 No 9.3.1.7 Confirm with CoventryCares of Nevada if sample CAT 
test results are desirable


1160 5 d 0% 4/29/13 5/3/13 IPM IPM


1163 No 9.3.1.8 Write and submit clinical scenarios for clinical programs 
to Test Lead for inclusion with CAT scenarios


1156FS+1
9 d


1 d 0% 5/23/13 5/23/13 ClinOps ClinOps


1164 No 9.3.1.9 Conduct internal test summit 1156FS+2
1 d


1 d 0% 5/28/13 5/28/13 IPM IPM Note: Finalize CAT scenarios for 
review & approval by client. 
Establish CAT schedule & roles/ 
responsibilities


1165 No 9.3.1.10 Add/Edit scenarios as determined at internal test 
summit


1164 1 d 0% 5/29/13 5/29/13 Test Lead Test Lead


1166 No 9.3.1.11 Provide CAT scenarios (grid) to CoventryCares of 
Nevada for review and approval


1165 1 d 0% 5/30/13 5/30/13 IPM IPM


1167 No 9.3.1.12 Submit CAT/QA Requirements Doc for CAT testing 
(TPA only)


1166 1 d 0% 5/31/13 5/31/13 IPM IPM


1168 Yes 9.3.1.13 CAT scenarios approved, if required 1167 3 d 0% 6/3/13 6/5/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV
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1169 No 9.3.1.14 Conduct external test summit 1168 1 d 0% 6/6/13 6/6/13 IPM IPM Note: Review CAT process & 
phases with client. Establish CAT 
schedule & roles/ responsibilities


1170 No 9.3.1.15 Add/Edit scenarios as determined at external test 
summit


1169 1 d 0% 6/7/13 6/7/13 Test Lead Test Lead


1171 No 9.3.1.16 Attach CAT scenarios (grid) to the CAT BA module and 
submit


1170 1 d 0% 6/10/13 6/10/13 IPM IPM


1172 No 9.3.1.17 CAT Start Date 1156,7FF 0 d 0% 4/30/13 4/30/13 IPM IPM
1173 Yes 9.3.2 Client Acceptance Test (CAT) - Claims Testing 16 d 0% 4/30/13 5/21/13 IPM
1174 No 9.3.2.1 Execute CAT scenarios for internal Claims Validation 


Testing
7SS 1 d 0% 4/30/13 4/30/13 Test Lead Test Lead


1175 No 9.3.2.2 Receive claims output for internal Claims Validation 
Test


1174FF 1 d 0% 4/30/13 4/30/13 IPM IPM


1176 No 9.3.2.3 Review claims output for internal Claims Validation Test 1175 3 d 0% 5/1/13 5/3/13 IPM IPM


1177 No 9.3.2.4 CAT analysis/ triage performed 1176FF 1 d 0% 5/3/13 5/3/13 IPM IPM
1178 No 9.3.2.5 Make coding changes, if necessary 1177 1 d 0% 5/6/13 5/6/13 CBA QC-


Test
CBA QC-
Test


1179 No 9.3.2.6 Refresh CAT Region 1178 1 d 0% 5/7/13 5/7/13 IPM IPM
1180 No 9.3.2.7 Express Scripts Review & Approval of CAT Claims 


Test Results
1179 1 d 0% 5/8/13 5/8/13 Test Lead Test Lead


1181 No 9.3.2.8 Send Test Results to CoventryCares of Nevada 1180 1 d 0% 5/9/13 5/9/13 CBA QC-
Test


CBA QC-
Test


1182 No 9.3.2.9 CAT analysis/ triage performed 1181 1 d 0% 5/10/13 5/10/13 CBA QC-
Test


CBA QC-
Test


1183 No 9.3.2.10 Make coding changes (if needed) 1182 1 d 0% 5/13/13 5/13/13 CBA QC-
Test


CBA QC-
Test


1184 No 9.3.2.11 Refresh CAT Region 1183 1 d 0% 5/14/13 5/14/13 CBA QC-
Test


CBA QC-
Test


1185 No 9.3.2.12 Execute 2nd round of testing 1184 1 d 0% 5/15/13 5/15/13 CBA QC-
Test


CBA QC-
Test


1186 No 9.3.2.13 Express Scripts Review & Approval of Test Results 1185 1 d 0% 5/16/13 5/16/13 CBA QC-
Test


CBA QC-
Test


1187 No 9.3.2.14 Send rerun Test Results to CoventryCares of Nevada 1186 1 d 0% 5/17/13 5/17/13 CBA QC-
Test


CBA QC-
Test


1188 Yes 9.3.2.15 Approve CAT Claims testing 1187 1 d 0% 5/20/13 5/20/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1189 No 9.3.2.16 Approve Internal CAT Claims Test Results 1176FF,1
179FF,11
88


1 d 0% 5/21/13 5/21/13 IPM IPM


1190 No 9.3.3 Client Acceptance Test (CAT) - PAL / CDL Testing 6 d 0% 6/10/13 6/17/13
1191 No 9.3.3.1 Indicate on PAL / CDL BA module that PAL / CDL 


testing is needed using PAL / CDL claims
1171FF 1 d 0% 6/10/13 6/10/13 IPM IPM


1192 No 9.3.3.2 Send CAT team instructions to create the PAL / CDL 
from the CAT claims


1191 1 d 0% 6/11/13 6/11/13 IPM IPM


1193 No 9.3.3.3 Submit PAL/CDL Test 1192 1 d 0% 6/12/13 6/12/13 IPM IPM
1194 No 9.3.3.4 Receive from CAT team the dataset name for PAL / 


CDL that contains the CAT Claims testing
1193 1 d 0% 6/13/13 6/13/13 TC-CM TC-CM
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1195 No 9.3.3.5 Provide PAL / CDL to CoventryCares of Nevada for 
review and approvalreport for PAL / CDL


1194 1 d 0% 6/14/13 6/14/13 TC-CM TC-CM


1196 Yes 9.3.3.6 Approve PAL / CDL test results 1195 1 d 0% 6/17/13 6/17/13 CoventryCa
res of 
Nevada


CvtyCares 
of NV


1197 No 9.4 Post Production Testing 6 d 0% 7/2/13 7/10/13 IPM Performed after all Development 
completed and in production


1198 No 9.4.1 Production Web Checkout 4FS+5 d 1 d 0% 7/10/13 7/10/13 IPM IPM
1199 No 9.4.2 eSD Prod Checkout 4 1 d 0% 7/2/13 7/2/13 IPM IPM
1200 No 10 PRE-IMPLEMENTATION PREPARATION 80 d 0% 3/8/13 6/28/13 IPM
1201 No 10.1 Pre-Implementation Audit 55 d 0% 3/8/13 5/23/13 IPM
1202 No 10.1.1 Discuss Express Scripts's Pre-implementation Audit 


options with CoventryCares of Nevada
32 1 d 0% 3/8/13 3/8/13 IPM IPM Note: Client must notify Express 


Scripts of audit at least 45 days 
prior to their proposed on-site 
review


1203 No 10.1.2 Notify Group Director / Implementation Director of Pre-
implementation Audit requirement including key dates and 
milestones (See Pre-Implementation Audits SOP for 
details)


1202FS+4 
d


1 d 0% 3/15/13 3/15/13 IPM IPM


1204 No 10.1.3 Notify the Operations Process and Compliance team that 
CoventryCares of Nevada will be audited (provide client 
name and date of audit)


1203 1 d 0% 3/18/13 3/18/13 ID ID


1205 No 10.1.4 Submit the Client Audit Request Form to Client Audit 1204 1 d 0% 3/19/13 3/19/13 IPM IPM
1206 No 10.1.5 Submit the PTS and the Client Automated CERT 


requirements form to CERT
1205FF 1 d 0% 3/19/13 3/19/13 IPM IPM


1207 No 10.1.6 Schedule a kick-off call between Express Scripts Client 
Audit, the Account Management/Implementation team, the 
outside auditor, and CoventryCares of Nevada (optional) 
for one week after notification of audit requirement


1206FF 1 d 0% 3/19/13 3/19/13 IPM IPM


1208 No 10.1.7 Pre-implementation kick-off meeting to confirm dates and 
expectations (Resources: Express Scripts Client Audit, 
AM, Outside Auditor, Client) Note: It is recommended that 
the client be on this call but is not required


1207FS+4 
d


1 d 0% 3/26/13 3/26/13 IPM IPM


1209 No 10.1.8 Work with various areas to answer the readiness 
assessment questionnaire.


1207FS+2 
d


5 d 0% 3/22/13 3/28/13 IPM IPM Note: Questionnaire is 20-50 
pages and very time-consuming.


1210 No 10.1.9 Update all systems and complete Certification Pre-
implementation Audit Testing Checklist and send to CERT 
and Client Audit


1207FS+2 
d


3 d 0% 3/22/13 3/26/13 IPM IPM


1211 No 10.1.10 Provide sample of claims from the auditor at least 30 days 
prior to the on-site review to Express Scripts Client Audit


1210FS+5 
d,1209FS
+5 d


3 d 0% 4/5/13 4/9/13 IPM IPM


1212 No 10.1.11 Review all claim scenarios to verify drug coverage, DUR 
etc., within 1 week of Express Scripts receiving the claims


1211FS+3 
d


2 d 0% 4/15/13 4/16/13 IPM IPM
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1213 No 10.1.12 Set up a call between Express Scripts Client Audit with 
the outside auditor to discuss any issues with the claim 
sample


1212FF 2 d 0% 4/15/13 4/16/13 IPM IPM Note: Allow for time to re-review 
the claim scenarios if adjustments 
are made by the 3rd party


1214 No 10.1.13 Confirm claims for pre-implementation audit were sent to 
CERT by Client Audit


1213FS+3 
d


1 d 0% 4/22/13 4/22/13 IPM IPM


1215 No 10.1.14 Verify CERT provided claim output to Express Scripts 
Client Audit for pre-implementation audit after receiving 
claim samples (including re-runs)


1214FS+5 
d


5 d 0% 4/30/13 5/6/13 IPM IPM


1216 No 10.1.15 Receive feedback and confirmation (including the need for 
possible reruns) from Express Scripts Client Audit


1215FS+3 
d


2 d 0% 5/10/13 5/13/13 IPM IPM


1217 No 10.1.16 Confirm Express Scripts Client Audit and outside auditor 
conducted and completed onsite audit review and 
published audit findings


1216FS+4 
d


4 d 0% 5/20/13 5/23/13 IPM IPM


1218 Yes 10.2 Pre-Implementation Planning 38.5 d 0% 5/6/13 6/28/13 IPM
1219 Yes 10.2.1 Determine On-Site Support Requirements for 


implementation
4FS-10 d 1 d 0% 6/18/13 6/18/13 IPM IPM


1220 Yes 10.2.2 Set up Client Readiness meeting 4FS-10 d 1 d 0% 6/18/13 6/18/13 IPM IPM
1221 No 10.2.3 Confirm access and complete training on Claims Analyzer 


tool (Epicenter)
5FS-11 d 1 d 0% 6/17/13 6/17/13 IPM IPM


1222 Yes 10.2.4 Express Scripts Staff Connectivity at Client Site & 
Secure E-Mail


18 d 0% 5/6/13 5/31/13 IPM


1223 Yes 10.2.4.1 Define requirements for Connectivity needs at the client 
site for implementation training & support


1000,41 3 d 0% 5/6/13 5/9/13 IPM IPM


1224 No 10.2.4.2 Assess connectivity capacity at client site & identify 
gaps


1223 3 d 0% 5/9/13 5/14/13 IPM IPM


1225 No 10.2.4.3 Work with CoventryCares of Nevada on a secure e-mail 
connection to ensure Express Scripts requirements are 
in place (Refer to E-Mail Transmission Checklist)


1223 2 d 0% 5/9/13 5/13/13 IPM IPM


1226 No 10.2.4.4 Open Siebel ticket for establishing secure e-mail at 
CoventryCares of Nevada site


1225 1 d 0% 5/13/13 5/14/13 AM AM


1227 No 10.2.4.5 Confirm secure e-mail at CoventryCares of Nevada site 
is set up


1226FS+1
0 d


1 d 0% 5/29/13 5/30/13 IPM IPM


1228 No 10.2.4.6 Test secure e-mail and verify e-mail is received from 
both CoventryCares of Nevada and Express Scripts & 
can be sent from CoventryCares of Nevada and 
Express Scripts


1227 1 d 0% 5/30/13 5/31/13 IPM IPM


1229 No 10.2.4.7 Define action required & initiate requests to gain access 
to client site Internet


1224 1 d 0% 5/14/13 5/15/13 IPM IPM


1230 No 10.2.4.8 Test connectivity at client site two weeks prior to 
Implementation


1229FS+5 
d


2 d 0% 5/22/13 5/24/13 IPM IPM


1231 No 10.2.5 Develop and publish Contact List with Express Scripts 
team and CoventryCares of Nevada information


1219FS+3 
d


1 d 0% 6/24/13 6/24/13 IPM IPM


1232 Yes 10.2.6 Establish schedule for daily meetings from date of 
implementation through 2 weeks post Implementation; one 
for internal team another with client


1219FS+3 
d


1 d 0% 6/24/13 6/24/13 IPM IPM
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1233 No 10.2.7 Review "Preparing for Implementation Day" deck with 
team emphasizing particiaption on Release Calls, 
remaining accessible, the need to open tickets, and 
involvement in the production of the Daily Summary 
Status


1232 1 d 0% 6/25/13 6/25/13 IPM IPM


1234 No 10.2.8 Conduct Implementation Day Eve Team meeting to 
resolve last minute open items


4FS-2 d 1 d 0% 6/28/13 6/28/13 IPM IPM


1235 Yes 11 POST IMPLEMENTATION CLOSEOUT 41.5 d 0% 6/4/13 8/1/13
1236 No 11.1 Post-Implementation Testing 5 d 0% 7/2/13 7/9/13 IPM Performed after all Development 


completed and in production
1237 No 11.1.1 Review production claims to verify plan design correctly 


implementeded
4 5 d 0% 7/2/13 7/9/13 IPM IPM


1238 No 11.2 Publish Daily Summary Status for Senior Management 4 10 d 0% 7/2/13 7/16/13 IPM IPM
1239 No 11.3 Attend all Release, Reliability, internal team and client calls 


as scheduled
4 10 d 0% 7/2/13 7/16/13 IPM IPM


1240 No 11.4 Gather Post Production Checkout checklists and store in BA 
Tool


4 5 d 0% 7/2/13 7/9/13 IPM IPM For Post Check-out; POS Reject 
Stats – D. Mellem or O. Marshall, 
Customer Service Stats – CS 
Ops gives contact name, Claims 
Cts (claims processed) – ask S. 
Holodak name, Network Chk-out 
Checklist - If no Netwrk name- 
ask K. Williams


1241 No 11.5 Confirm with Express Scripts mail order pharmacy that mail 
order scripts have been sent and received


4FS+2 d 1 d 0% 7/5/13 7/5/13 IPM IPM


1242 No 11.6 In Client Profile, if TPROF was used, replace the Welcome 
Letter with the new form # (Do not continue the TPROF 
reference)


4 1 d 0% 7/2/13 7/2/13 CBA CP-
CBM


CBA CP-
CBM


1243 No 11.7 RDUR and High Utilization II Program Setup 41.5 d 0% 6/4/13 8/1/13 Note: RDUR is a post install 
activity, as 90 days of Express 
Scripts claims are necessary for 
program to start


1244 No 11.7.1 Open Siebel ticket for RDUR for post implementation 
work


5FS-20 d 1 d 0% 6/4/13 6/4/13 ClinOps ClinOps


1245 No 11.7.2 Open Siebel ticket for High Utilization post implementation 
work


5FS-20 d 1 d 0% 6/4/13 6/4/13 ClinOps ClinOps


1246 No 11.7.3 Complete and submit RDUR BA module 4FS+20 
d,132,124
4,1245


0.5 d 0% 7/31/13 7/31/13 ClinOps ClinOps


1247 No 11.7.4 Complete and submit High Utilization II Program (Part of 
RDUR BA Module)


1246FF 0.5 d 0% 7/31/13 7/31/13 ClinOps ClinOps


1248 No 11.7.5 Receive launch email from Coverage Product 
Management (CPM) with Client Benefit Manager RDUR - 
High Utilization II Program values and any additional 
required actions


1247 0.5 d 0% 7/31/13 7/31/13 ClinOps ClinOps


1249 No 11.7.6 Obtain Client Approval for RDUR - High Utilization II 
Program


1248 0.5 d 0% 8/1/13 8/1/13 ClinOps ClinOps


1250 No 11.8 Complete Post Implementation Review documentation 60,209,74
5,896,115
4,1


3 d 0% 7/11/13 7/15/13 IPM IPM
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1251 No 11.9 Implementation Survey 3 d 0% 7/17/13 7/19/13
1252 No 11.9.1 Send e-mail to Raquel Roth to request Implementation 


Survey be sent to CoventryCares of Nevada via 
Zoomerang


5FS+10 d 1 d 0% 7/17/13 7/17/13 IPM IPM Send to: HYPERLINK 
"mailto:Raquel.Roth@Express-
Scripts.com"Raquel.Roth@Expre
ss-Scripts.com in email include: 
Client Name, DIV (if applicable), 
Eff Date, # of Lives, Business 
Div, IPM, IPM's Manager, New 
Imp (if applicable), Type of Upsell 
(if applicabl...


1253 No 11.9.2 Confirm Raquel Roth sent survey via Zoomerang 1252 1 d 0% 7/18/13 7/18/13 IPM IPM Note: Raquel to inform IPM & Sr. 
Director/ Director via email 
notification that the client survey 
was sent.


1254 Yes 11.9.3 Receive response to Implementation Survey from 
CoventryCares of Nevada


1253 1 d 0% 7/19/13 7/19/13 IPM IPM


1255 No 11.1 Certify the Documentation Retention Checklist has been 
completed


1250SS 3 d 0% 7/11/13 7/15/13 IPM IPM


1256 No 11.11 Confirm if CoventryCares of Nevada requested Member 
Satisfaction Survey and time frames for sending, receiving 
responses, and for processing feedback


1238SS+8 
d


1 d 0% 7/15/13 7/15/13 IPM IPM


1257 No 11.12 Verify PAL / CDL & Invoice were sent to CoventryCares of 
Nevada on time. Confirm receipt of information and 
understanding of content. Verify monies were paid to 
Express Scripts according to terms of contract


727,4FS+
8 d


3 d 0% 7/15/13 7/17/13 AM AM


1258 Yes 11.13 Transition CoventryCares of Nevada to Account Service 
Team


1257 1 d 0% 7/18/13 7/18/13 IPM IPM


1259 No 11.14 If CoventryCares of Nevada has requested a Member 
Satisfaction Survey, read the Member Satisfaction Survey 
SOP and submit Member Satisfaction Survey Form


1256FS+5 
d


1 d 0% 7/23/13 7/23/13 IPM IPM
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CoventryCares of NV 1/1/13 Medicaid Implementation
Top Drivers as of 11-05-12
Status Legend
ü Complete
6 Due to complete within 7 days
u Should have started
l Should have completed


ID Task 
Status Task Name Owner Start Finish % 


Complete
216 Account Structure signoff CvtyCares of NV 3/19/2013 3/21/2013 0%
234 Automated Group Load (AGL) requirements approved CvtyCares of NV 5/20/2013 5/24/2013 0%
252 Provide Automated Group Load (AGL) 1st Test File CvtyCares of NV 5/9/2013 5/9/2013 0%
264 Benefit setup requirements complete IPM 3/12/2013 3/18/2013 0%
267 Drug Coverage - Drug List Requirements ClinOps 3/13/2013 3/27/2013 0%
298 Copay Drug List with Copayment Rules approved CvtyCares of NV 4/3/2013 4/9/2013 0%
303 Copay grid finalized and approved CvtyCares of NV 4/4/2013 4/17/2013 0%
320 Provide Accumulator - DCO Requirements signoff CvtyCares of NV 4/4/2013 4/8/2013 0%
334 Benefit Requirements for Client Benefit Manager (CBM) captured/defined CBA CP-CBM 3/20/2013 3/21/2013 0%
358 Clinical Programs Setup ClinOps 3/12/2013 4/22/2013 0%
362 Approve Clinical Bundle and Pricing CvtyCares of NV 4/17/2013 4/19/2013 0%
374 Approve Coverage Management Rules CvtyCares of NV 4/9/2013 4/11/2013 0%
388 Drug Coverage Setup ClinOps 3/13/2013 4/22/2013 0%
404 Approve Drug Plan CvtyCares of NV 4/1/2013 4/4/2013 0%
410 Formulary Requirements (Incentive, Closed, Open) defined ClinOps 3/8/2013 3/14/2013 0%
426 Provide written approval of Formulary Content requirements CvtyCares of NV 3/26/2013 3/29/2013 0%
449 Pref Alt ID Setup ClinOps 3/8/2013 4/17/2013 0%
543 PPO (Preferred Provider Organization) Requirements confirmed IPM 3/21/2013 3/21/2013 0%
557 Approve Pharmacy Announcement content CvtyCares of NV 4/2/2013 4/2/2013 0%
577 Approve Eligibility Requirements CvtyCares of NV 3/22/2013 3/26/2013 0%
616 Provide 1st Eligibility Test File - field/format validation CvtyCares of NV 3/20/2013 3/20/2013 0%
624 Provide 1st Full Positive Test file - Express Scripts Group # CvtyCares of NV 5/6/2013 5/6/2013 0%
631 Provide 2nd Positive Eligibility Test file - Changes CvtyCares of NV 5/10/2013 5/13/2013 0%
635 Provide 1st Full Positive - Eligibility Production File CvtyCares of NV 5/20/2013 5/20/2013 0%
640 Load 1st Full Positive - Eligibility Production File TC-CM 5/22/2013 5/22/2013 0%
705 Approve PAL (Post Adjudicated Layout) / CDL (Claims Detail Layout) 


Requirements
CvtyCares of NV 4/1/2013 4/2/2013 0%


785 Communication requirements and timeline defined CS 3/20/2013 3/20/2013 0%
807 Approve Welcome Kit Cover Letter & ID card CvtyCares of NV 3/21/2013 3/28/2013 0%
820 Approve Welcome Kit Plan Summary CvtyCares of NV 3/21/2013 3/27/2013 0%
885 Ship or Mail Welcome Package to CoventryCares of Nevada and/or Members CBA CP-CBM 5/22/2013 6/5/2013 0%


900 Determine Customer Service Requirements IPM 3/12/2013 3/18/2013 0%
946 Complete Consumer Website Setup for production IPM 6/11/2013 6/11/2013 0%
1012 eSERVICE Delivery (eSD) User Access confirmed CBA CP-CBM 5/16/2013 5/16/2013 0%
1019 Train-the-Trainers on eSerrvice Delivery (eSD) - Start Training Rollout CBA CP-CBM 6/6/2013 6/7/2013 0%
1027 Client Website (CWS) User Access confirmed CBA CP-CBM 4/25/2013 4/25/2013 0%
1029 Train-the-Trainers on Client Website (CWS) CBA CP-CBM 5/8/2013 5/9/2013 0%
1040 Approve Encounter File Requirements/Mapping CvtyCares of NV 3/20/2013 3/26/2013 0%
1059 Encounter File setup complete - Express Scripts internal signoff TC 7/8/2013 7/8/2013 0%
1066 Approve 1st Encounter Test File - layout validation CvtyCares of NV 3/27/2013 3/28/2013 0%
1070 Approve 2nd Encounter test file with test data for testing with state CvtyCares of NV 4/3/2013 4/4/2013 0%
1072 Confirm state approval of Encounter test file CvtyCares of NV 4/8/2013 4/8/2013 0%
1077 Send 1st Production Encounter file to state CvtyCares of NV 7/10/2013 7/10/2013 0%
1082 Approve Pharmacy Network File Requirements/Mapping CvtyCares of NV 3/22/2013 3/28/2013 0%
1093 Provide 1st Pharmacy Network Test File - layout validation TC 4/12/2013 4/12/2013 0%
1097 Provide 2nd Pharmacy Network test file TC 4/26/2013 4/26/2013 0%
1101 Provide 1st Production Pharmacy Network file TC 6/11/2013 6/11/2013 0%
1104 Load 1st Production Pharmacy Network file CvtyCares of NV 6/14/2013 6/14/2013 0%
1110 Approve Behavioral Health File Requirements/Mapping CvtyCares of NV 4/1/2013 4/3/2013 0%
1121 Provide 1st Behavioral Health Test File - layout validation CvtyCares of NV 3/29/2013 3/29/2013 0%
1125 Provide 2nd Behavioral Health test file CvtyCares of NV 4/5/2013 4/5/2013 0%
1129 Provide 1st Production Behavioral Health file CvtyCares of NV 4/12/2013 4/12/2013 0%
1132 Load 1st Production Behavioral Health file TC 4/17/2013 4/17/2013 0%
1135 Determine reporting requirements using Integrated Reporting Package (IRP) AM 3/15/2013 3/18/2013 0%
1151 Obtain CoventryCares of Nevada approval of test plan IPM 5/16/2013 5/20/2013 0%
1188 Approve CAT Claims testing CvtyCares of NV 5/20/2013 5/20/2013 0%
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ID Task 
Status Task Name Owner Start Finish % 


Complete
1196 Approve PAL / CDL test results CvtyCares of NV 6/17/2013 6/17/2013 0%
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ID Task Name Duration Start Finish
1 CoventryCares of NV 1/1/13 Medicaid Implementation 109 days Mon 3/4/13 Thu 8/1/13


2 IMPLEMENTATION CONTROL 86 days Mon 3/4/13 Mon 7/1/13


3 Start Up  51 days Mon 3/4/13 Mon 5/13/13


4 Contact CoventryCares of Nevada to discuss 
objective & content of Pre‐Implementation 
Client Questionnaire & send questionnaire


1 day Mon 3/4/13 Mon 3/4/13


5 Conduct Kick‐Off Meeting 1 day Thu 3/7/13 Thu 3/7/13


6 Client Implementation Satisfaction Survey 37 days Fri 3/22/13 Mon 5/13/13


7 Review Client Implementation Satisfaction 
Survey categories and identify any areas of 
assessment to be added


1 day Fri 3/22/13 Fri 3/22/13


8 Perform mid‐implementation review of 
Client Implementation Satisfaction Survey 
categories to determine CoventryCares of 
Nevada


1 day Mon 5/13/13 Mon 5/13/13


9 Business Associate Agreement 13 days Thu 3/14/13 Mon 4/1/13


10 Provide signed Business Associate 
Agreement


1 day Fri 3/15/13 Fri 3/15/13


11 Implementation Meetings 1 day Thu 3/14/13 Thu 3/14/13


12 Schedule recurring meetings with 
CoventryCares of Nevada


1 day Thu 3/14/13 Thu 3/14/13


13 Schedule recurring meetings with 3rd party 
vendors


1 day Thu 3/14/13 Thu 3/14/13


14 STATE SPECIFIC REQUIREMENTS 8 days Wed 3/6/13 Fri 3/15/13


15 Confirm CoventryCares of Nevada sent 
notification of benefit change to State's Dept of 
Health/Insurance


5 days Mon 3/11/13 Fri 3/15/13


16 REQUIREMENTS MANAGEMENT 77 days Mon 3/4/13 Tue 6/18/13


17 Benefit Administrator (BA) & Client Requirement
Assistant (CRA) Approvals


77 days Mon 3/4/13 Tue 6/18/13


18 BA (Benefit Administrator) Modules 76 days Tue 3/5/13 Tue 6/18/13


19 Confirm all CoventryCares of Nevada's sign 
offs have been attached to BA Tool for 
audit compliance


1 day Tue 6/18/13 Tue 6/18/13


20 Contract & Regulatory 4 days Tue 3/26/13 Fri 3/29/13


21 BENEFIT SETUP 56 days Fri 3/8/13 Fri 5/24/13


22 Account Structure Developed 10 days Fri 3/8/13 Thu 3/21/13


23 Develop Account Structure 6 days Fri 3/8/13 Fri 3/15/13


24 Account Structure signoff 3 days Tue 3/19/13 Thu 3/21/13


25 Group Setup  31 days Mon 3/18/13 Mon 4/29/13


26 Group build/ clean‐up complete 5 days Tue 4/23/13 Mon 4/29/13


27 Automated Group Load (AGL) Setup 52 days Thu 3/14/13 Fri 5/24/13


28 Define Automated Group Load (AGL) 
Requirements


5 days Thu 3/14/13 Wed 3/20/13


7/1
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ID Task Name Duration Start Finish
29 Automated Group Load (AGL) Transmission 


Setup ‐ EFT Form Submission
27 days Thu 3/21/13 Fri 4/26/13


30 Verify EFT setup is in production (may take up 
to 90 days) for AGL file


1 day Fri 4/26/13 Fri 4/26/13


31 Review AGL Load Requirements with 
CoventryCares of Nevada


3 days Fri 5/10/13 Tue 5/14/13


32 Automated Group Load (AGL) requirements 
approved


5 days Mon 5/20/13 Fri 5/24/13


33 AGL Development  42 days Thu 3/21/13 Fri 5/17/13


34 AGL File Testing & Production Load 7 days Thu 5/9/13 Fri 5/17/13


35 Provide Automated Group Load (AGL) 1st 
Test File


1 day Thu 5/9/13 Thu 5/9/13


36 Provide AGL Pre‐Edit Report of 1st Test File 
to CoventryCares of Nevada


1 day Mon 5/13/13 Mon 5/13/13


37 Review & approve AGL Pre‐Edit Test Results 1 day Tue 5/14/13 Tue 5/14/13


38 Provide AGL Production File 1 day Thu 5/16/13 Thu 5/16/13


39 Receive & Review AGL Production File 1 day Fri 5/17/13 Fri 5/17/13


40 Load AGL Production File 1 day Fri 5/17/13 Fri 5/17/13


41 Benefit Design Setup 29 days Fri 3/8/13 Wed 4/17/13


42 Initial Plan Design Meeting/Discussion 2 days Fri 3/8/13 Mon 3/11/13


43 Benefit setup requirements complete 5 days Tue 3/12/13 Mon 3/18/13


44 Drug Coverage ‐ Drug List Requirements 11 days Wed 3/13/13 Wed 3/27/13


45 Confirm Maintenance Drug List requirements 1 day Wed 3/13/13 Wed 3/13/13


46 Maintenance Drug List approved 2 days Tue 3/26/13 Wed 3/27/13


47 Dispensed As Written (DAW) Setup 21 days Fri 3/8/13 Fri 4/5/13


48 Dispensed As Written (DAW) Rule Flag Set Up
for Rejects


21 days Fri 3/8/13 Fri 4/5/13


49 Obtain CoventryCares of Nevada approval 
of Dispensed As Written (DAW) rule logic 
coverage


1 day Thu 3/21/13 Thu 3/21/13


50 Drug List with Copay Rules 23 days Fri 3/22/13 Tue 4/23/13


51 Copay Drug List with Copayment Rules 
approved


5 days Wed 4/3/13 Tue 4/9/13


52 Copay Grid 23 days Fri 3/22/13 Tue 4/23/13


53 Copay grid finalized and approved 10 days Thu 4/4/13 Wed 4/17/13


54 Accumulator ‐ DCO (Deductible, Cap, OOP) 
Requirements / Configuration


32 days Tue 3/12/13 Wed 4/24/13


55 Obtain Cap drug list requirements from 
CoventryCares of Nevada


3 days Tue 3/12/13 Thu 3/14/13


56 Provide Accumulator ‐ DCO Requirements 
signoff


3 days Thu 4/4/13 Mon 4/8/13


57 Client Benefit Manager (CBM) Setup  40 days Fri 3/8/13 Thu 5/2/13


58 Benefit Requirements for Client Benefit 
Manager (CBM) captured/defined


2 days Wed 3/20/13 Thu 3/21/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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ID Task Name Duration Start Finish
59 Clinical Programs Setup 30 days Tue 3/12/13 Mon 4/22/13


60 UM Bundle Setup 15 days Mon 4/1/13 Fri 4/19/13


61 Approve Clinical Bundle and Pricing 3 days Wed 4/17/13 Fri 4/19/13


62 Coverage Management Programs Setup 24 days Tue 3/12/13 Fri 4/12/13


63 Approve Coverage Management Rules 3 days Tue 4/9/13 Thu 4/11/13


64 Clinical Setup complete 2 days Fri 4/19/13 Mon 4/22/13


65 Drug Coverage Setup 29 days Wed 3/13/13 Mon 4/22/13


66 Approve Drug Plan 4 days Mon 4/1/13 Thu 4/4/13


67 Drug Coverage Setup complete 1 day Mon 4/22/13 Mon 4/22/13


68 Formulary Setup 34 days Fri 3/8/13 Wed 4/24/13


69 Formulary Requirements (Incentive, Closed, 
Open) defined


5 days Fri 3/8/13 Thu 3/14/13


70 Standard Formulary Content 23 days Fri 3/8/13 Tue 4/9/13


71 Provide current Formulary Content 3 days Mon 3/11/13 Wed 3/13/13


72 Custom Formulary Content 34 days Fri 3/8/13 Wed 4/24/13


73 Provide written approval of Formulary Content
requirements


4 days Tue 3/26/13 Fri 3/29/13


74 Custom Formulary 28 days Fri 3/8/13 Tue 4/16/13


75 Approve Formulary (Sign Off On Member 
Guide Draft)


4 days Tue 3/26/13 Fri 3/29/13


76 Specialty Program Setup 37 days Tue 3/12/13 Wed 5/1/13


77 Define Specialty Program (ie: Drug Access 
Change, Pharmacy Access Change, Open 
Access, Direct Claim Pricing, Express Scripts R


1 day Tue 3/12/13 Tue 3/12/13


78 Approve proposed Specialty requirements 1 day Thu 3/28/13 Thu 3/28/13


79 Secondary Benefits (a.k.a. COB ‐ Coordination of 
Benefits) Setup


33 days Tue 4/2/13 Thu 5/16/13


80 Secondary Benefits (a.k.a. Coordination of 
Benefits ‐ COB) Standard Setup


19 days Tue 4/2/13 Fri 4/26/13


81 Review Secondary Benefits (a.k.a. COB) 
Requirements


9 days Tue 4/2/13 Fri 4/12/13


82 Secondary Benefits (a.k.a. Coordination of 
Benefits ‐ COB) ‐ Government Subrogation Setup


21 days Wed 4/17/13 Wed 5/15/13


83 Review Secondary Benefits (a.k.a. COB) ‐ 
Government Subrogation Requirements


5 days Wed 4/17/13 Tue 4/23/13


84 Provide signed Government Subrogation 
Agreement Letter


5 days Fri 4/26/13 Thu 5/2/13


85 Secondary Benefits (a.k.a. Coordination of 
Benefits ‐ COB) ‐ Medicare Part B Setup


22 days Wed 4/17/13 Thu 5/16/13


86 Review Secondary Benefits (a.k.a. COB) ‐ 
Medicare Part B Requirements


5 days Wed 4/17/13 Tue 4/23/13


87 Provide signed Medicare Part B Agreement 
Letter


5 days Mon 4/29/13 Fri 5/3/13


88 Reviews & Appeals Setup 45 days Mon 3/25/13 Fri 5/24/13


89 Custom Reviews & Appeals Letter Setup 40 days Mon 4/1/13 Fri 5/24/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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ID Task Name Duration Start Finish
90 Approve Reviews & Appeals letters 4 days Tue 4/30/13 Fri 5/3/13


91 Pharmacy Retail Network Setup 29 days Fri 3/8/13 Wed 4/17/13


92 Define Pharmacy Retail Network (standard or 
custom)


5 days Fri 3/8/13 Thu 3/14/13


93 Pharmacy/Retail Network Requirements 5 days Wed 3/20/13 Tue 3/26/13


94 PPO (Preferred Provider Organization) 
Requirements confirmed


1 day Thu 3/21/13 Thu 3/21/13


95 Provide Pharmacy Chain Listing approval 3 days Fri 3/22/13 Tue 3/26/13


96 PPO Configuration & Setup  5 days Wed 3/27/13 Tue 4/2/13


97 PPO Configuration complete 1 day Tue 4/2/13 Tue 4/2/13


98 Pharmacy Announcement 15 days Thu 3/28/13 Wed 4/17/13


99 Approve Pharmacy Announcement content 1 day Tue 4/2/13 Tue 4/2/13


100 Verify Pharmacy Announcement Letter 
emailing complete


3 days Mon 4/15/13 Wed 4/17/13


101 MEMBER SETUP (File Loads) 58 days Fri 3/8/13 Tue 5/28/13


102 FTP Requirements ‐ Files from CoventryCares of 
Nevada


9 days Fri 3/8/13 Wed 3/20/13


103 Finalize FTP (File Transmission Protocol) 
Requirements for CoventryCares of Nevada Files


9 days Fri 3/8/13 Wed 3/20/13


104 Confirm sign off received from CoventryCares 
of Nevada on file schedule & method of 
transmission for initial files and post Im


1 day Wed 3/20/13 Wed 3/20/13


105 Eligibility 55 days Wed 3/13/13 Tue 5/28/13


106 Eligibility Requirements 35 days Wed 3/13/13 Tue 4/30/13


107 Define Eligibility Requirements (Rules, 
Record Layouts, Media Types, Identifiers, 
Not Eligible Procedures)


7 days Wed 3/13/13 Thu 3/21/13


108 Approve Eligibility Requirements 3 days Fri 3/22/13 Tue 3/26/13


109 Eligibility Transmission Setup ‐ EFT Form 
Submission


28 days Wed 3/13/13 Fri 4/19/13


110 Verify EFT setup is in production (may take 
up to 90 days) for eligibility file


1 day Fri 4/19/13 Fri 4/19/13


111 Eligibility File Processing 50 days Wed 3/20/13 Tue 5/28/13


112 Provide 1st Eligibility Test File ‐ field/format 
validation


1 day Wed 3/20/13 Wed 3/20/13


113 Provide 1st Full Positive Test file ‐ Express 
Scripts Group #


1 day Mon 5/6/13 Mon 5/6/13


114 Provide 2nd Positive Eligibility Test file ‐ 
Changes


2 days Fri 5/10/13 Mon 5/13/13


115 Provide 1st Full Positive ‐ Eligibility Production 
File


1 day Mon 5/20/13 Mon 5/20/13


116 Load 1st Full Positive ‐ Eligibility Production 
File


1 day Wed 5/22/13 Wed 5/22/13


117 Eligibility in Production @ Express Scripts 1 day Fri 5/24/13 Fri 5/24/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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ID Task Name Duration Start Finish
118 Request list of CoventryCares of Nevada VIPS 


from key groups & schedule setup verification 
to ensure 100% accurate


1 day Tue 5/7/13 Tue 5/7/13


119 Confirm CoventryCares of Nevada VIP member
setup is complete and accurate (PAs, claims 
history, mail order, etc)


1 day Thu 5/23/13 Thu 5/23/13


120 Eligibility Feedback File 36 days Wed 3/27/13 Wed 5/15/13


121 Eligibility Feedback Transmission Setup ‐ EFT 
Form Submission


27 days Thu 3/28/13 Fri 5/3/13


122 Verify EFT setup is in production (may take 
up to 90 days) for Eligibility Feedback file


1 day Fri 5/3/13 Fri 5/3/13


123 Prescriber File 50 days Wed 3/13/13 Tue 5/21/13


124 Prescriber File Requirements 19 days Wed 3/13/13 Mon 4/8/13


125 Review Final Requirements for Prescriber 
file


1 day Tue 4/2/13 Tue 4/2/13


126 Approve Prescriber Requirements 3 days Thu 4/4/13 Mon 4/8/13


127 Prescriber File Transmission Setup ‐ EFT Form 
Submission


27 days Thu 3/14/13 Fri 4/19/13


128 Verify EFT setup is in production (may take up 
to 90 days) for Prescriber file


1 day Fri 4/19/13 Fri 4/19/13


129 Prescriber File Set Up 6 days Mon 4/22/13 Mon 4/29/13


130 Prescriber File Load Processing 16 days Tue 4/30/13 Tue 5/21/13


131 Provide Prescriber Full Test file 1 day Tue 4/30/13 Tue 4/30/13


132 Provide Prescriber Production file 1 day Mon 5/13/13 Mon 5/13/13


133 Approve Prescriber Production file 1 day Wed 5/15/13 Wed 5/15/13


134 Load Prescriber Production file 4 days Thu 5/16/13 Tue 5/21/13


135 PAL / CDL & INVOICING 64 days Thu 3/7/13 Tue 6/4/13


136 Approve Standard PAL / CDL Layout 10 days Fri 3/8/13 Thu 3/21/13


137 Approve PAL (Post Adjudicated Layout) / CDL 
(Claims Detail Layout) Requirements


2 days Mon 4/1/13 Tue 4/2/13


138 PAL / CDL Data Set Name (DSN), FTP, & EFT 
Setup


30 days Thu 3/7/13 Wed 4/17/13


139 CDL Transmission Setup ‐ EFT Form 
Submission


27 days Thu 3/7/13 Fri 4/12/13


140 Verify EFT setup is in production (may take 
up to 90 days) for CDL file


1 day Fri 4/12/13 Fri 4/12/13


141 PAL / CDL Client Authorization Letter 18 days Fri 3/29/13 Tue 4/23/13


142 Provide signed Client Authorization Letter to 
Express Scripts Account Team


1 day Mon 4/22/13 Mon 4/22/13


143 PAL / CDL ‐ Confidentiality Agreement for 3rd 
Party


25 days Fri 3/29/13 Thu 5/2/13


144 Confirm confidentiality agreement is signed 
and returned to Express Scripts


1 day Tue 4/30/13 Tue 4/30/13


145 Invoicing Requirements & Setup 47 days Thu 3/7/13 Fri 5/10/13


146 Approve Standard Invoicing Requirements 10 days Fri 3/8/13 Thu 3/21/13


147 COMMUNICATIONS SETUP 74 days Tue 3/5/13 Fri 6/14/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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ID Task Name Duration Start Finish
148 Gather Requirements 34 days Tue 3/5/13 Fri 4/19/13


149 Schedule & conduct initial Communication 
requirements session


3 days Tue 3/5/13 Thu 3/7/13


150 Obtain Contract and Implementation 
guarantees related to Communications for 
tracking


1 day Thu 3/7/13 Thu 3/7/13


151 Provide sample communications to 
CoventryCares of Nevada of full suite of 
communication materials


1 day Thu 3/7/13 Thu 3/7/13


152 Specialty Communications 14 days Tue 3/12/13 Fri 3/29/13


153 Confirm if CoventryCares of Nevada wants to 
utilize Specialty Awareness and Specialty 
Advantage programs (Voluntary patient ac


1 day Wed 3/13/13 Wed 3/13/13


154 Specialty Program ‐ Retail Strategy Optimization 
(RSO) Letters (No Customization)


6 days Fri 3/22/13 Fri 3/29/13


155 Approve Retail Strategy Optimization (RSO) 
Letters


5 days Mon 3/25/13 Fri 3/29/13


156 Specialty Program ‐ Specialty Advantage Letters 
(No Customization)


6 days Fri 3/22/13 Fri 3/29/13


157 Approve Specialty Advantage Letter 5 days Mon 3/25/13 Fri 3/29/13


158 Specialty Program ‐ Specialty Awareness Letters 
(no customization)


6 days Fri 3/22/13 Fri 3/29/13


159 Approve Specialty Program Awareness Letter 5 days Mon 3/25/13 Fri 3/29/13


160 Document Intent ‐ Communications 17 days Thu 3/7/13 Fri 3/29/13


161 Communication requirements and timeline 
defined


1 day Wed 3/20/13 Wed 3/20/13


162 Validate Intent ‐ Communications 12 days Wed 3/20/13 Thu 4/4/13


163 Approve Communication requirements ‐ 
Rough Draft


1 day Fri 3/29/13 Fri 3/29/13


164 Approve Final Communication requirements 1 day Tue 4/2/13 Tue 4/2/13


165 Configuration/Build ‐ Communications 53 days Fri 3/8/13 Tue 5/21/13


166 Create Welcome Package Kit 53 days Fri 3/8/13 Tue 5/21/13


167 Create Welcome Package ‐ Green Kit Letter
with ID Card


21 days Wed 3/13/13 Wed 4/10/13


168 Approve Welcome Kit Cover Letter & ID 
card


6 days Thu 3/21/13 Thu 3/28/13


169 Create Welcome Kit Plan Summary 24 days Wed 3/13/13 Mon 4/15/13


170 Approve Welcome Kit Plan Summary 5 days Thu 3/21/13 Wed 3/27/13


171 Provide Welcome Kit Mail Order Form 
(personalized & non‐personalized)


11 days Fri 3/22/13 Fri 4/5/13


172 Confirm receipt of Welcome Kit Mail Order 
form


5 days Wed 3/27/13 Tue 4/2/13


173 Client Express Scripts Store Welcome Kit Buck Slip 2 days Fri 3/15/13 Mon 3/18/13


174 Health, Allergy and Medication Questionnaire 
(HMQ)


22 days Fri 3/22/13 Mon 4/22/13


175 Receive Health, Allergy and Medication 
Questionnaire (HMQ) approval from client


3 days Tue 3/26/13 Thu 3/28/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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ID Task Name Duration Start Finish
176 Direct Claim Reject Letters ‐ a.k.a. Direct EOBs ‐ 


Paper Claim Denial Letters
53 days Fri 3/8/13 Tue 5/21/13


177 Approve Direct Claim Reject Letter 5 days Tue 4/30/13 Mon 5/6/13


178 Confirm Direct Claim Reject Letter is loaded to 
CoventryCares of Nevada web


1 day Tue 5/21/13 Tue 5/21/13


179 Specialty Communications 2 days Mon 4/1/13 Tue 4/2/13


180 QC/Testing ‐ Communications 23 days Mon 4/22/13 Wed 5/22/13


181 Approve the scan received from Card Ops and 
post approval to BA


1 day Thu 4/25/13 Thu 4/25/13


182 Execution ‐ Communications 65 days Wed 3/13/13 Tue 6/11/13


183 Assemble & Deliver Welcome Package  61 days Wed 3/13/13 Wed 6/5/13


184 Print and Ship 61 days Wed 3/13/13 Wed 6/5/13


185 Approve Card Proof & Billing Sheet after 
comparing to client approved version, 
verifying ID # is non SSN or client 
assigned, C


1 day Mon 4/15/13 Mon 4/15/13


186 Final approval of Welcome Package as a 
whole with all approved components


3 days Wed 5/15/13 Fri 5/17/13


187 Ship or Mail Welcome Package to 
CoventryCares of Nevada and/or 
Members


11 days Wed 5/22/13 Wed 6/5/13


188 SERVICES SETUP 87 days Tue 3/12/13 Wed 7/10/13


189 Customer Service 80 days Tue 3/12/13 Mon 7/1/13


190 Setup Customer Service by Express Scripts 80 days Tue 3/12/13 Mon 7/1/13


191 Customer Service Requirements 8 days Tue 3/12/13 Thu 3/21/13


192 Determine Customer Service 
Requirements


5 days Tue 3/12/13 Mon 3/18/13


193 Determine IVR requirements 1 day Tue 3/12/13 Tue 3/12/13


194 Approve IVR requirements 1 day Wed 3/20/13 Wed 3/20/13


195 Review training of CSRs (training plan, 
content, schedule)


1 day Thu 3/21/13 Thu 3/21/13


196 Consumer Website Setup 66 days Tue 3/12/13 Tue 6/11/13


197 Complete Consumer Website Setup for 
production


1 day Tue 6/11/13 Tue 6/11/13


198 Co‐Branded Website Setup 50 days Wed 3/13/13 Tue 5/21/13


199 Determine Co‐Branded Website Requirements 2 days Wed 3/13/13 Thu 3/14/13


200 Provide logo in appropriate format for web 
co‐branding


1 day Fri 3/15/13 Fri 3/15/13


201 eSERVICE Delivery (eSD) Setup 30 days Mon 4/29/13 Fri 6/7/13


202 Determine eSD requirements including all 
client user names, IDs and SSNs and if eSD will 
be required to review CAT test result


1 day Mon 4/29/13 Mon 4/29/13


203 eSERVICE Delivery (eSD) User Access 14 days Mon 4/29/13 Thu 5/16/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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ID Task Name Duration Start Finish
204 Confirm Connection ‐ Client eSD Team to 


confirm the connection to eService Delivery 
(CRITICAL ‐ in order to lock in training d


5 days Fri 5/10/13 Thu 5/16/13


205 eSERVICE Delivery (eSD) User Access 
confirmed


1 day Thu 5/16/13 Thu 5/16/13


206 eService Delivery Training 27 days Thu 5/2/13 Fri 6/7/13


207 Schedule training on eSD 6 days Thu 5/9/13 Thu 5/16/13


208 Train‐the‐Trainers on eSerrvice Delivery (eSD) ‐
Start Training Rollout


2 days Thu 6/6/13 Fri 6/7/13


209 Client Website (CWS) Setup 43 days Tue 3/12/13 Thu 5/9/13


210 Client Website (CWS) User Access  33 days Tue 3/12/13 Thu 4/25/13


211 CWS department to confirm connection 
with CoventryCares of Nevada users 
(CRITICAL ‐ in order to lock in training date)


5 days Wed 4/17/13 Tue 4/23/13


212 Client Website (CWS) User Access 
confirmed


1 day Thu 4/25/13 Thu 4/25/13


213 Schedule training on CWS 2 days Tue 3/12/13 Wed 3/13/13


214 Train‐the‐Trainers on Client Website (CWS) 2 days Wed 5/8/13 Thu 5/9/13


215 MEDICAID REPORTING 87 days Tue 3/12/13 Wed 7/10/13


216 Encounter File 87 days Tue 3/12/13 Wed 7/10/13


217 Define Encounter File Requirements 11 days Tue 3/12/13 Tue 3/26/13


218 Approve Encounter File 
Requirements/Mapping


5 days Wed 3/20/13 Tue 3/26/13


219 Encounter File Data Set Name (DSN), FTP, & EFT 
Setup


54 days Wed 3/20/13 Mon 6/3/13


220 Verify EFT setup is in production (may take up 
to 90 days) for Encounter file


1 day Mon 6/3/13 Mon 6/3/13


221 Encounter File PTS Complete 71 days Mon 4/1/13 Mon 7/8/13


222 Encounter File setup complete ‐ Express Scripts
internal signoff


1 day Mon 7/8/13 Mon 7/8/13


223 Encounter File Load Processing 81 days Wed 3/20/13 Wed 7/10/13


224 Provide sample Encounter test file and 
companion document


1 day Wed 3/20/13 Wed 3/20/13


225 Provide 1st Encounter Test File to 
CoventryCares of Nevada ‐ layout validation


1 day Fri 3/22/13 Fri 3/22/13


226 Approve 1st Encounter Test File ‐ layout 
validation


2 days Wed 3/27/13 Thu 3/28/13


227 Provide 2nd Encounter test file to 
CoventryCares of Nevada for with test data for
testing with state


1 day Fri 3/29/13 Fri 3/29/13


228 Approve 2nd Encounter test file with test data 
for testing with state


2 days Wed 4/3/13 Thu 4/4/13


229 Submit approved 2nd Encounter test file to 
state


1 day Fri 4/5/13 Fri 4/5/13


230 Confirm state approval of Encounter test file 1 day Mon 4/8/13 Mon 4/8/13


231 Provide 1st Production Encounter file to 
CoventryCares of Nevada for submission to 
state


1 day Tue 4/9/13 Tue 4/9/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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ID Task Name Duration Start Finish
232 Send 1st Production Encounter file to state 1 day Wed 7/10/13 Wed 7/10/13


233 Pharmacy Network File  69 days Tue 3/12/13 Fri 6/14/13


234 Pharmacy Network File Requirements 13 days Tue 3/12/13 Thu 3/28/13


235 Approve Pharmacy Network File 
Requirements/Mapping


5 days Fri 3/22/13 Thu 3/28/13


236 Pharmacy Network File PTS Complete 52 days Fri 3/22/13 Mon 6/3/13


237 Pharmacy Network File setup complete ‐ 
Express Scripts internal signoff


1 day Mon 6/3/13 Mon 6/3/13


238 Pharmacy Network File Load Processing 46 days Fri 4/12/13 Fri 6/14/13


239 Provide 1st Pharmacy Network Test File ‐ 
layout validation


1 day Fri 4/12/13 Fri 4/12/13


240 Provide 2nd Pharmacy Network test file 1 day Fri 4/26/13 Fri 4/26/13


241 Provide 1st Production Pharmacy Network 
file


1 day Tue 6/11/13 Tue 6/11/13


242 Load 1st Production Pharmacy Network file 1 day Fri 6/14/13 Fri 6/14/13


243 Behavioral Health File 60 days Tue 3/12/13 Mon 6/3/13


244 Behavioral Health File Requirements 17 days Tue 3/12/13 Wed 4/3/13


245 Approve Behavioral Health File 
Requirements/Mapping


3 days Mon 4/1/13 Wed 4/3/13


246 Behavioral Health File PTS Complete 52 days Fri 3/22/13 Mon 6/3/13


247 Behavioral Health File setup complete ‐ 
Express Scripts internal signoff


1 day Mon 6/3/13 Mon 6/3/13


248 Behavioral Health File Load Processing 14 days Fri 3/29/13 Wed 4/17/13


249 Provide 1st Behavioral Health Test File ‐ 
layout validation


1 day Fri 3/29/13 Fri 3/29/13


250 Provide 2nd Behavioral Health test file 1 day Fri 4/5/13 Fri 4/5/13


251 Provide 1st Production Behavioral Health 
file


1 day Fri 4/12/13 Fri 4/12/13


252 Load 1st Production Behavioral Health file 1 day Wed 4/17/13 Wed 4/17/13


253 Reporting Setup 46 days Fri 3/15/13 Fri 5/17/13


254 Reporting Requirements 8 days Fri 3/15/13 Tue 3/26/13


255 Determine reporting requirements using 
Integrated Reporting Package (IRP)


2 days Fri 3/15/13 Mon 3/18/13


256 TESTING  61 days Wed 4/17/13 Wed 7/10/13


257 Create Overall Implementation Test Plan 24 days Wed 4/17/13 Mon 5/20/13


258 Develop Testing Strategy/Timeline 3 days Wed 4/17/13 Fri 4/19/13


259 Obtain CoventryCares of Nevada approval of 
test plan


3 days Thu 5/16/13 Mon 5/20/13


260 CLIENT ACCEPTANCE TESTING (CAT) 44 days Wed 4/17/13 Mon 6/17/13


261 Client Acceptance Test (CAT) Requirements & 
Setup


39 days Wed 4/17/13 Mon 6/10/13


262 CAT scenarios approved, if required 3 days Mon 6/3/13 Wed 6/5/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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ID Task Name Duration Start Finish
263 Client Acceptance Test (CAT) ‐ Claims Testing 16 days Tue 4/30/13 Tue 5/21/13


264 Approve CAT Claims testing 1 day Mon 5/20/13 Mon 5/20/13


265 Client Acceptance Test (CAT) ‐ PAL / CDL Testing 6 days Mon 6/10/13 Mon 6/17/13


266 Approve PAL / CDL test results 1 day Mon 6/17/13 Mon 6/17/13


267 PRE‐IMPLEMENTATION PREPARATION 81 days Fri 3/8/13 Fri 6/28/13


268 Pre‐Implementation Planning 40 days Mon 5/6/13 Fri 6/28/13


269 Determine On‐Site Support Requirements for 
implementation


1 day Tue 6/18/13 Tue 6/18/13


270 Set up Client Readiness meeting 1 day Tue 6/18/13 Tue 6/18/13


271 POST IMPLEMENTATION CLOSEOUT 43 days Tue 6/4/13 Thu 8/1/13


272 Implementation Survey 3 days Wed 7/17/13 Fri 7/19/13


273 Receive response to Implementation Survey 
from CoventryCares of Nevada


1 day Fri 7/19/13 Fri 7/19/13


274 Transition CoventryCares of Nevada to Account 
Service Team


1 day Thu 7/18/13 Thu 7/18/13


Feb 17, '13 Mar 17, '13 Apr 14, '13 May 12, '13 Jun 9, '13 Jul 7, '13 Aug 4, '13 Sep 1, 
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MHNet 
ATTACHMENTS 


Attachment # Attachment Name RFP Related 
Section 


1 Current Licenses 5.1.10.1.G 
2 Network Provider Contract Samples 5.1.11.4.B 
3 Sample Claims Report 5.1.11.6.B.1 
4 First Recovery Group’s File Handling Policy and 


Procedure 
5.1.11.6.D 


5 Organizational Charts 5.1.11.8 
6 Gantt Chart 5.1.11.9.B 



















Oklahoma License #: 861075


State of Oklahoma


Oklahoma Insurance Department
3625 NW 56th Street, Suite 100


Oklahoma City, Oklahoma 73112


Whereas, the MHNET SPECIALTY SERVICES, LLC, a company
organized under the laws of Maryland, and located at 9606 North Mopac
Expressway, Suite 600, Austin, TX, 78759-5952, having complied with the
Insurance Laws of Oklahoma, is hereby licensed and authorized to transact the
business of Utilization Review in the State of Oklahoma. This authorization
expires on April 15, 2013.


IN TESTIMONY WHEREOF, I have hereunto set my
Hand and affixed the Official Seal of the Insurance
Commissioner at the City of Oklahoma City, State of
Oklahoma, this 18th day of September, 2012.


John D. Doak
Insurance Commissioner
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MENTAL HEALTH ASSOCIATES, INC. 
EXECUTION SHEET 


 
Welcome to the Mental Health Associates, Inc. (“MHA”) Provider Network.  MHA provides a network of 
providers to various affiliates of MHA, including, but not limited to, MHNet Specialty Services, LLC, MHNet 
Life and Health Insurance Company, MHNet of Florida, Inc. (collectively “MHNET”), and other subsidiaries 
and affiliates of Coventry Health Care, Inc. (MHNET and other subsidiaries and affiliates of Coventry 
Health Care, Inc. collectively referred to as “Coventry Companies”).  The Coventry Companies offer an 
array of managed care, insurance, provider network and administrative service products.  This agreement 
consists of three parts: (i) this Execution Sheet which lists the Products you will participate in; (ii) General 
Terms and Conditions applicable to your participation in these Products; and (iii) Product Attachments 
which set forth the specifics of your participation in each Product.  (The Execution Sheet, General Terms 
and Conditions and Product Attachments are collectively referred to herein as “Agreement”).  Please note 
that each Product Attachment may be offered by one or more Coventry Companies and that each Coventry 
Company is deemed to be a party to this Agreement.  In the event of a conflict in language between your 
General Terms and Conditions and a Product Attachment, the terms of your Product Attachment shall 
prevail.  The Agreement, together with Exhibits, constitutes the entire understanding of the Parties with 
respect to the subject matter and supersedes any prior agreements. 
 
Practitioner agrees to participate in the following Products (check all that apply):  


____ Commercial Insured/Self-Insured Products (includes HMO, POS, 
PPO, Self-Insured ASO, OPM Administered Programs) 


____ Network Access 
____ Employee Assistance Program 
____ Workers’ Compensation Program 
____ Medicare Advantage (including both coordinated care plans and 


PFFS) 
____ State of ___________ Medicaid Program 
____ Automobile Insurance Managed Care Services 
 


In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Practitioner”) and Mental Health Associates, Inc. (“MHA”), on 
behalf of all affiliate companies of MHA including but not limited to MHNet Specialty Services, LLC, 
MHNet Life and Health Insurance Company, MHNet of Florida, Inc., Coventry Health and Life Insurance 
Company, First Health Life and Health Insurance Company, First Health Group Corp., Coventry Health Care 
National Accounts, Inc., and Coventry Health Care Workers’ Compensation, Inc. (individually a “Coventry 
Company” collectively “Coventry Companies”) agree to be bound by this Agreement.  The “Effective Date 
of this Agreement is ___________________, 20__. 
 
PRACTITIONER      MENTAL HEALTH ASSOCIATES, INC. 
By:________________________________   By:________________________________ 


Print Name: _________________________   Print Name: _________________________ 


Title: ______________________________   Title:_______________________________ 


Tax ID # ___________________________ 


Address for Notice:      Address for Notice: 


_______________________________________   ____________________________________ 


_______________________________________   ____________________________________  
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GENERAL TERMS AND CONDITIONS 


1. DEFINITIONS 


1.1 Clean Claim.  Clean Claim shall have the meaning required by applicable state law, if any, 
and shall include all information required to be submitted in accordance with Section 2.6. 


1.2 Covered Services.  All of the mental health and substance abuse services and supplies 
furnished by Practitioner: (a) that are Medically Necessary; (b) Practitioner is licensed to provide to 
Members; and (c) that are covered under the terms of the applicable Member Contract.  Covered Services 
may include the following professional services: 


a. Emergency assessments; 
b. Crisis intervention; 
c. Outpatient psychotherapy; 
d. Inpatient psychiatric care; 
e. Structured program alternatives to inpatient care; 
f. Inpatient detoxification and inpatient rehabilitation; and 
g. Medication assessment and management. 


 
1.3 Emergency Services.  Unless otherwise defined in the Member Contract, in which the 


definition therein shall control, Emergency Services shall mean any mental health and substance abuse 
service provided to a Member after the sudden onset of a condition that manifests itself by acute 
symptoms of sufficient severity or severe pain, such that a prudent layperson, who possesses an average 
knowledge of health and medicine, could reasonably expect the absence of immediate medical attention 
to result in:  (i) placing the health of the Member, or, with respect to a pregnant Member, the health of the 
Member or her unborn child, in serious jeopardy; (ii) serious impairment to bodily functions; or (iii) serious 
dysfunction of any bodily organ or part. 


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the 
definition therein shall control, Medically Necessary shall mean those mental health or substance abuse 
services, supplies, equipment and facility charges that are not expressly excluded under the Member 
Contract and determined by the applicable Payor to be: 


1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited to, 
increased life expectancy, improved functional capacity, prevention of complications, relief of 
pain) materially exceed the expected health risks; 


1.4.2 Necessary to meet the health needs of the Member and required for a reason other 
than improving appearance; 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery 
of the health service; 


1.4.4 Consistent in type, frequency and duration of treatment with scientifically-based 
guidelines of national medical research, professional medical specialty organizations or 
governmental agencies that are generally accepted as national authorities on the services, 
supplies, equipment or facilities for which coverage is requested; 


1.4.5 Consistent with the diagnosis of the condition at issue;  


1.4.6 Required for reasons other than the comfort or convenience of the Member or 
Member’s practitioner or not required solely for custodial comfort or maintenance reasons; and 
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1.4.7 Not experimental or investigational as determined by the applicable Payor. 


The fact that a provider may have prescribed, ordered, recommended or approved the provision of 
certain services or supplies to the Member does not necessarily mean that such services or 
supplies satisfy the above criteria. 


1.5 Member.  An individual who is eligible to receive Covered Services under a Member 
Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.  


1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to 
time between the applicable Payor and an employer, union or Member, which sets forth the terms of the 
health benefit program. 


1.7 Participating Provider.  A health care provider, including, but not limited to a facility, 
physician, psychologist, master level counselor or other health care provider or other professional, facility, 
supplier, or vendor that has entered into a direct or indirect written agreement with MHA or Payor to 
provide Covered Services to Members. 


1.8 Payor.  An entity authorized by MHA or a Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for Covered 
Services rendered to Members.  Payors include Coventry Companies (which includes MHNET), insurers, 
auto insurance carriers, employers, unions and other entities. 


1.9 Precertification shall mean approval for payment the Practitioner shall obtain from MHNET 
or Payor, as applicable, for certain Covered Services as specified in the Member’s Contract with the Payor 
prior to providing Covered Services. 


1.10 Product.  Any health care benefit program, in which Practitioner agrees to participate 
under this Agreement, that is underwritten or administered by a Payor as set forth in the Product 
Attachments.  


1.11 Provider Manual.  The policies and procedures of MHNET applicable to Participating 
Providers, currently referred to as the “Practitioner Quick Reference Guide”.  


2. PRACTITIONER OBLIGATIONS 


2.1 Provision of Covered Services.   


2.1.1 Practitioner shall provide Covered Services to Members of Products set forth in the 
Member Contract that are generally provided by Practitioner and for which the Practitioner has 
been credentialed by MHA.  Such Covered Services shall be delivered in a prompt manner, 
consistent with professional, clinical and ethical standards and in the same manner as provided to 
Practitioner’s other patients.  Practitioner shall accept Members as new patients on the same 
basis as Practitioner is accepting non-Members as new patients.  Practitioner shall not 
discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual 
preference, national origin, health status, use of Covered Services, income level, or on the basis 
that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary. 


2.1.2 Practitioner shall make Covered Services available and accessible to Members, 
including telephone access to Practitioner, on a twenty-four (24) hour, seven (7) day per week 
basis.  Notwithstanding the foregoing, in the event that Practitioner can not provide such 
coverage, Practitioner may arrange for a practitioner who is a Participating Provider to furnish 
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coverage on Practitioner’s behalf (a “Covering Practitioner”) so long as Practitioner retains 
primary responsibility for Members’ care. 


2.1.3 For services rendered by any Covering Practitioner on behalf of Practitioner, 
including Emergency Services, it shall be Practitioner’s sole responsibility to make suitable 
arrangements with the Covering Practitioner regarding the manner in which said Covering 
Practitioner will be reimbursed or otherwise compensated; provided, however, that Practitioner 
shall assure that the Covering Practitioner will not, under any circumstances, bill a Member for 
Covered Services (except as specifically permitted in this Agreement), and Practitioner hereby 
agrees to indemnify and hold harmless Members and MHA or Payors against charges for Covered 
Services rendered by Covering Practitioners. 


2.1.4 Practitioner agrees that if a Member’s treatment requires hospitalization or is 
outside the scope of his or her license, training, or experience, said Member shall be referred to 
another Participating Provider, as appropriate.  Furthermore, Practitioner agrees to inform the 
Member in advance that Covered Services may include a different reimbursement or benefit 
schedule if the Member is referred to a non-Participating Provider.   


2.1.5 MHA and Payors reserve the right to introduce new products in addition to the 
current Products while this Agreement is in effect and to designate Practitioner as participating or 
non-participating in any such new product.  Practitioner may reject MHA’s or Payor’s designation 
of Practitioner as participating or non-participating in such new product within thirty (30) days of 
MHA’s notice of such designation; provided, however, if MHA has not received notice of such 
rejection within that thirty (30) day period, Practitioner’s silence shall constitute acceptance of 
such designation.  To the extent that the specific terms for the provision of Covered Services in 
new products are not included herein, they shall be agreed to by the parties in writing hereto if 
MHA or a Payor offers participation in these programs to Practitioner. 


2.1.6 Practitioner understands and agrees that Practitioner’s participation in a current or 
future product does not mean that Practitioner shall be permitted to participate with each and 
every Payor for that product.  From time to time Payors may select only certain Participating 
Providers to take part in a Payor’s provider delivery network. 


2.2 Standard of Care.  Practitioner agrees to provide or arrange for the provision of Covered 
Services in a culturally competent manner and in conformity with the professionally recognized standards 
of medical care in the community.  Practitioner also agrees to implement peer review and credentialing of 
physicians, psychologists, master level counselors, nurse practitioners, and other ancillary personnel who 
provide Covered Services to Members on behalf of Practitioner. 


2.3 Programs & Procedures.  Practitioner agrees to comply with all MHA, Coventry Company 
and applicable Payor policies and procedures.  Practitioner agrees to comply with MHNET’s Provider 
Manual, and MHA’s and applicable Payors’ quality improvement, utilization review, peer review, grievance 
and appeal procedures, credentialing and recredentialing procedures, coordination of benefit procedures, 
and any other policies that MHA or a Payor may implement, including amendments made to the above 
mentioned policies, procedures and programs from time to time.  MHA or Payor shall notify Practitioner of 
any material modifications to such policies 60 days or such longer period as may be required by law in 
advance of their applicability.  Pursuant to Section 2.10, Practitioner further agrees to provide MHA or the 
applicable Payor access to any and all records, including medical records.  


2.4 Licensure.  Practitioner agrees to maintain in good standing all licenses, accreditations, 
and certifications required by law and MHA’s credentialing requirements for so long as the Agreement is 
in effect. 
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2.5 Liability Insurance.  Practitioner agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services or the 
alleged failure to render professional services by Practitioner and Practitioner’s employees (“Professional 
Liability Insurance”).  Practitioner may obtain such insurance through an insurance company or through a 
self insurance mechanism, acceptable to MHA.  Professional Liability Insurance coverage shall be 
maintained with limits as indicated on Exhibit A attached hereto and made a part hereof.  Practitioner 
also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in 
appropriate amounts. 


2.6 Claim Submission.  Practitioner agrees to submit its claims for reimbursement and 
encounter forms, as required by MHA or the applicable Payor, on a UB04 Form or Centers for Medicare 
and Medicaid Services (“CMS”) 1500 forms, or their successors, with current CMS coding, current 
International Classification of Diseases, Ninth Revision (“ICD9”) or subsequent revisions as implemented, 
and Current Procedural Terminology Fourth Edition (“CPT4”) coding, or subsequent editions as 
implemented, in accordance with the then current Medicare guidelines, whichever MHA or the applicable 
Payor prefers.  Practitioner shall submit bills within ninety (90) days or as set forth in applicable law, 
whichever is less, of the date of discharge (or date of service, if an outpatient service) unless coordination 
of benefit issues exist.  Practitioner may not bill MHA or a Payor for inpatient Covered Services prior to the 
date of discharge and shall not separate bills for Covered Services for purposes of additional payments 
under the Agreement, except when hospitalizations of Member are greater than or equal to sixty (60) 
days, in which case interim billing is required.  Practitioner understands and agrees that failure to submit 
claims in accordance with the requirements of this section may result in the denial of such claims.  
Practitioner understands and agrees that Practitioner has one (1) year from the date that service was 
rendered to appeal payment by the applicable Payor.  After this one (1) year period no further adjustments 
to payments shall be made. 


2.7 Utilization Review.  Payors’ Utilization Review personnel shall conduct prospective, 
concurrent and retrospective reviews of Covered Services in conformity with applicable State and Federal 
laws, regulations and reporting requirements, if any.  Practitioner agrees to cooperate with, participate in 
and abide by decisions of Payors’ Utilization Review personnel.   


2.8 Hold Harmless.   


2.8.1 Practitioner agrees that in no event, including, but not limited to, nonpayment by 
MHA or a Payor, MHA or a Payor insolvency or breach of the Agreement shall Practitioner bill, 
charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have 
any recourse against a Member or persons other than a Payor acting on their behalf, for services 
rendered under the Agreement.  For purposes of this section, services rendered under the 
Agreement include those health care services delivered to Members by any and all health care 
professionals employed by or independently contracted with Practitioner.  This section shall not 
prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s 
Member Contract. 


2.8.2 Practitioner further agrees that: (i) this provision shall survive termination of the 
Agreement regardless of the cause giving rise to termination and shall be construed to be for the 
benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement 
now existing or hereafter entered into between Practitioner and a Member or a person acting on 
Member’s behalf. 


2.8.3 Any modification, addition, or deletion to the provisions of the Section shall become 
effective on a date no earlier than sixty (60) days after the State Department of Insurance has 
received written notice of such change, if required by applicable law.   
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2.9 Marketing.  Practitioner hereby consents to including Practitioner’s name in MHA or Payor 
marketing materials and listing Practitioner in the Participating Provider directory or worksite posters 
that MHA or a Payor routinely distributes to Members, Participating Providers and employer groups. 


2.10 Access to and Copying of Records.   


2.10.1 Copies.  Practitioner understands and agrees that neither MHA, Payors, nor 
Members shall be required to reimburse Practitioner for expenses related to providing copies of 
patient records or documents to any local, State or Federal agency or MHA or Payor: (i) pursuant to 
a request from any local, State or Federal agency (including, without limitation, the Centers for 
Medicare and Medicaid Services “CMS”) or such agencies’ subcontractors; (ii) pursuant to 
administration of Payor’s Quality Improvement, Utilization Review, and Risk Management 
Programs; or (iii) in order to assist Payor in making a determination regarding whether a service is 
a Covered Service for which payment is due hereunder; or (iv) for any other purpose. 


2.10.2 Access.  All records, books, and papers of Practitioner pertaining to Members, 
including without limitation, records, books and papers relating to professional and ancillary care 
provided to Members and financial, accounting and administrative records, books and papers, 
shall be open for inspection and copying by MHA or Payors, their designee and/or authorized State 
or Federal authorities during Practitioner’s normal business hours.  Practitioner further agrees 
that it shall release a Member’s medical records to MHA and the applicable Payor upon 
Practitioner’s receipt of a Member consent form or as otherwise permitted or required by law. In 
addition, Practitioner shall allow MHA and Payors to audit Practitioner’s records for payment and 
claims review purposes. 


2.10.3 Survival.  The terms and conditions of this Section 2.10 shall survive the 
termination of the Agreement.  


2.11 Compliance With Government Requirements.  Practitioner agrees to comply with all 
applicable requirements, laws, rules and regulations of CMS, any other Federal agencies and any State 
agencies of the State(s) in which Practitioner practices, including, without limitation, requirements that 
shall cause or require MHA or a Payor to amend the terms and conditions of the Agreement.  Practitioner 
understands and agrees that CMS and the appropriate State agencies may change or add to such 
requirements, laws, rules and regulations from time to time.   


2.11.1 Site Evaluations.  Practitioner agrees to permit MHA or Payors, any Federal or State 
agency having jurisdiction over Practitioner’s provision of services and/or the U.S. Department of 
Health and Human Services and any accrediting organization to conduct periodic site evaluations 
of Practitioner's facilities, offices and records.  Upon MHA’s or a Payor’s written request, 
Practitioner shall provide MHA or Payor with a copy of the written response to any questions or 
comments posed by the agencies listed in the preceding sentence. 


2.11.2 Survival.  The terms and conditions of this Section 2.11 shall survive termination of 
the Agreement. 


2.12 Duty To Notify MHA.  Practitioner agrees to immediately notify MHA, in writing, of (i) any 
change in its business address or ownership structure; (ii) any change in its licensure accreditation or 
certification status; (iii) loss or substantial decrease in the limits or change of its medical malpractice 
policy; (iv) any judgments or settlements decreed or entered into on behalf of Practitioner; (v) any adverse 
outcomes related to the treatment of a Member by Practitioner; (vi) revocation or restriction of admitting 
privileges; and, (vii) any other situation that may materially interfere with Practitioner's duties and 
obligations under the Agreement.   Practitioner also shall notify MHA of any complaints it receives from 
Members regarding Practitioner, MHA or Participating Providers.  MHA shall notify Practitioner of any 
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complaints it receives from Members regarding Practitioner.  Practitioner and MHA agree to cooperate 
fully in the investigation and resolution of any such Member complaint. 


2.13 Drug Formulary/Generic Substitutions.  Practitioner shall use the drug formulary 
designated by the applicable Payor (“Drug Formulary”) when prescribing medications for Members, a copy 
of which is available to Practitioner on the applicable Payor’s website or has otherwise been provided to 
Practitioner.  Practitioner understands and agrees that the Drug Formulary may be modified from time to 
time by the applicable Payor. 


2.14 Practice of Medicine. Practitioner acknowledges that MHA and Payors do not practice 
medicine or exercise control over the methods or professional judgments by which Practitioner renders 
services to Members.  Practitioner shall be responsible for clinical decisions regarding admission, 
discharge or other treatment of Members regardless of receipt by Practitioner of any recommendations, 
authorizations or denials of payment for treatment provided to Members from Payors, their agents or any 
other person or entity performing quality improvement or utilization management on their behalf.  MHA 
and Payors encourage Practitioner to communicate with patients regarding the treatment options 
available to them, including alternative medications, regardless of benefit coverage limitations. 


2.15 Non-Exclusivity.  Practitioner understands and agrees that this is not an exclusive provider 
agreement, and that there is no guarantee by MHA or Payors of patient referrals, but, if referrals are made 
in the sole discretion of MHA or Payors, then Practitioner agrees that he or she shall comply with the 
terms of this Agreement.  Furthermore, Practitioner understands that MHA has the right to contract with 
other parties for any reason whatsoever and in order to meet is obligations to Payors, Members, and other 
practitioners. 


2.16 Practitioner Representations and Warranties.  Practitioner represents and warrants all of 
the following: 


2.16.1 Unless specifically agreed to in writing between Practitioner and MHA, Practitioner 
will not utilize other practitioners to deliver services authorized to be performed by Practitioner 
and will not bill under Practitioner’s name for any services performed by another individual. 


2.16.2 In the event Practitioner is a medical doctor, Practitioner has admitting privileges 
at an inpatient facility that is a Participating Provider.   


3. PAYOR OBLIGATIONS 


3.1 Payment.   


3.1.1 In consideration of Practitioner’s agreement to perform Covered Services in 
accordance with the Agreement, Practitioner shall be paid for Covered Services performed 
according to the terms set forth in each Product Attachment.  Payments for a Clean Claim to 
Practitioner shall be made within the lesser of :  (i) sixty (60) days after receipt of a Clean Claim; or 
(ii) the requirements set forth in applicable state and federal regulations, if any; provided, 
however, that MHA or a Coventry Company cannot guarantee payment by a Payor other than a 
Coventry Company, such as a self-insured entity. 


3.1.2 Practitioner shall submit its claims for reimbursement, as required by Section 2.6. 


3.1.3 Payors may reduce or deny payment for services which are not submitted for 
payment in accordance with the provisions of Section 2.6 or which are not billed or coded in 
accordance with MHA’s or the applicable Payor’s criteria and standards as appropriate for billing 
and coding practices, which includes the use of software to edit claims to ensure appropriate 
billing and coding practices.  MHA and Payors may require appropriate documentation and coding 
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to support payment for Covered Services.  Practitioner shall have the opportunity to correct any 
billing or coding error within thirty (30) days of denial related to any such claim submission. A 
Payor may recover payment or retain portions of future payments in the event that such Payor 
determines that an individual was not an eligible Member at the time of services, or in the event of 
duplicate payment, overpayment, payment for non-covered services, error in payment uncovered 
as a result of a coordination of benefits process, or fraud. 


3.1.4 Where the Payor, pursuant to applicable coordination of benefits law, is primary, 
the Payor shall be required to pay the amounts due under the Agreement as provided in Section 
3.1.1.  Where the Payor is other than primary, the Payor shall be required to pay only those 
amounts which, when added to amounts owed to Practitioner from other sources, equal to one 
hundred percent of the amount required by this Agreement, subject to limitations outlined in the 
Member Contract. 


3.1.5 Neither MHA, Payors, nor Members shall be liable for payment for any health care 
service that is determined pursuant to the applicable Payor utilization management/quality 
assurance program to not be a Covered Service.  Practitioner agrees that it shall not seek payment 
from Member for non-Covered Services unless Practitioner has provided advance written notice to 
Member that such services shall not be covered and has obtained written acknowledgement and 
agreement from Member to assume financial responsibility for such services.  Such written notice 
must specify the particular services that are not covered.  A general statement that all Members 
may be required to sign which states that any or all services may not be covered is insufficient 
notice for purposes of this Section.  In the event Practitioner does not comply with the 
requirements of this Section 3.1.5, Practitioner shall be required to hold the Member harmless in 
accordance with Section 2.8.  This clause shall survive the termination of this Agreement and shall 
supersede any oral or written agreement heretofore or hereafter entered into between Practitioner 
and any Member or persons acting on a Member’s behalf. 


3.2 Non-Coventry Company Payors.  When a Coventry Company is not the Payor, Payor, not 
MHA or a Coventry Company, shall have the obligation and liability to Practitioner with respect to any 
claim or fee for health care services relating to or arising under the Agreement.  Practitioner agrees that 
it shall not file suit against MHA or a Coventry Company as a result of any such Payor’s nonpayment. 


4. TERM AND TERMINATION 


4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the 
Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year 
periods unless earlier terminated as set forth below.  Each Product Attachment may be terminated in 
accordance with each Product Attachment. 


4.2 Termination Without Cause.  Either party may terminate this Agreement at any time with 
ninety (90) days prior written notice, which termination shall be effective the last day of the month 
following the ninety (90) day notice period. 


4.3 Termination For Cause. 


4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material 
term, condition or provision of the Agreement, after thirty (30) days prior written notice to the 
other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty 
(30) days or such longer reasonable period agreed to by the Parties to correct or cure such 
material breach.  If the breaching Party fails or refuses to cure the material breach within such 
time, then the non-breaching Party may elect to terminate the Agreement effective the last day of 
the month following the end of the notice period.  The remedy herein provided shall not be 
exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-
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breaching Party.  In the event a party contests the claim of  breach, the Agreement shall remain in 
effect until the dispute is resolved in accordance with Section 5.2 herein. 


4.3.2 Immediate Termination by MHA.  MHA may immediately terminate this Agreement 
upon written notice for the following reasons:  


4.3.2.1 Termination, revocation, suspension or other limitation of Practitioner’s 
license, certification, or accreditation. 


4.3.2.2 Practitioner’s suspension or termination from participation in Medicare or 
Medicaid. 


4.3.2.3 Termination, revocation, suspension or other limitation of medical staff 
privileges at any hospital. 


4.3.2.4 Conviction of, or plea of no contest to, a felony or any criminal charge 
relating to health care delivery. 


4.3.2.5 MHA determines in good faith that Practitioner’s continued provision of 
services to Members may result in, or is resulting in, danger to the health, safety or welfare 
of Members.  Where the danger results from the actions of Practitioner’s staff, contractors 
or subcontractors, then Practitioner shall suspend its relationship with such staff, 
contractors, subcontractors upon immediate notice from MHA, at least with respect to 
Members, and if Practitioners fails to take such action, MHA may terminate the Agreement 
upon ten (10) days notice. 


4.3.2.6 MHA determines in good faith that, after notice to Practitioner and 
opportunity to cure, Practitioner has not materially complied with the provisions of MHA’s 
Provider Manual and is unwilling or unable to work cooperatively in a managed care 
environment. 


4.4 Continuation of Benefits.  Upon termination of the Agreement, Practitioner shall continue 
to provide Covered Services to Members who are receiving treatment at the time of termination or who 
are hospitalized on the date the Agreement terminates or expires, until the course of treatment is 
completed or through the date of each such Member’s discharge or until MHA or the applicable Payor 
makes reasonable arrangements to have another Participating Provider provide the service. Such 
continuation of services shall be made in accordance with the terms and conditions of the Agreement as 
it may be amended and in effect at the time, including but not limited to the compensation rates and 
terms set forth therein.  This Section shall survive termination of the Agreement. 


5. GENERAL REQUIREMENTS 


5.1 Amendments.  MHA may unilaterally amend the Agreement to the extent necessary to 
comply with applicable Federal or State law, regulatory requirements, accreditation standards or 
licensing guidelines or rules (“Regulatory Amendments”).  MHA shall give advance written notice to the 
Practitioner of such amendment and the effective date of the amendment.  MHA may make any other non-
Regulatory Amendments to the Agreement by notifying Practitioner at least thirty (30) days prior to the 
effective date of the amendment.  Practitioner may reject the amendment upon Practitioner’s receipt of 
such notice of amendment, by notifying MHA in writing of such rejection within thirty (30) days of notice 
of such amendment; provided, however, if MHA has not received notice of such rejection within that thirty 
(30) day period, Practitioner’s silence shall constitute acceptance of such amendment.  


5.2 Dispute Resolution and Arbitration.  In the event a dispute between MHA or Payor, and 
Practitioner arises out of or is related to the Agreement, the Parties involved shall make good faith efforts 
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to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to 
resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute 
to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding 
arbitration in accordance with the commercial rules of the American Health Lawyers Association or other 
nationally recognized alternative dispute resolution association acceptable to the applicable Payor.  Any 
arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The 
arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the 
terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which 
is generally administered by a certain Payor or Practitioner procedures, such as, for example, utilization 
management or quality improvement plan (but not including credentialing procedures), the procedures set 
forth in that plan must be fully exhausted before any right to arbitration under this Section may be 
invoked.  Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other 
equitable relief in court in connection with the enforcement of those sections of the Agreement that 
permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any 
dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be 
found in a court of law.  This Section shall survive termination of the Agreement. 


5.3 Confidentiality.  Practitioner and MHA and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including but not limited to medical 
records, in accordance with all State and Federal laws, including regulations promulgated under the 
Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the 
confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s 
proprietary information that is not otherwise public information, provided MHA or a Payor may disclose 
reimbursement terms to prospective and current employer groups.  Practitioner shall ensure that any 
vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also 
maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either 
Party violates its duties under this provision, the other Party may seek injunctive relief.  This Section shall 
survive the termination of the Agreement. 


5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and 
Practitioner each reserve the right to and control of the use of their name, symbols, trademarks, and 
service marks presently existing or later established.  In addition, except as provided in Section 2.9, 
neither MHA, Payors, nor Practitioner shall use the other Party’s name, symbols, trademarks, or service 
marks in advertising or promotional materials or otherwise, without the prior written consent of that Party 
and shall cease any such usage immediately upon written notice of the Party or on termination of the 
Agreement, whichever is sooner.   


5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one 
(1) year from the date of termination, Practitioner agrees that Practitioner will not, within the service area 
of MHA or Payor solicit, advise or counsel any employer, Payor, or Member to disenroll from MHA or Payor 
or otherwise interfere with MHA’s/Payors’ relationships with Members or any of the foregoing entities.  
MHA or the applicable Payor shall be solely responsible for notifying Members that Practitioner is no 
longer a Participating Provider.  Nothing in the Agreement shall be construed to prohibit Practitioner or 
Practitioner’s employees from freely communicating with patients regarding: (i) medically necessary and 
appropriate care with or on behalf of a Member, including information regarding the nature of treatment, 
risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, 
regardless of benefit coverage limitations; (ii) the process that MHA or Payors or any entity contracting 
with MHA or Payors use or propose to use to deny payment for a health care service; or (iii) the decision of 
a Payor to deny payment for a health care service.  In the event that either party violates its duties under 
this provision, the other party may seek injunctive relief.  This Section shall survive the termination of the 
Agreement. 


5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third 
persons or entities are intended to be or are third party beneficiaries of or under the Agreement, 
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including, without limitation, Members.  Nothing in the Agreement shall be construed to create any 
liability on the part of MHA, Payors, Practitioner or their respective directors, officers, shareholders, 
employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party 
hereto. 


5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder 
(“Notices”) shall be given in writing by overnight delivery or certified mail, return receipt requested, to the 
Party to be notified.  All Notices shall be deemed given and received three (3) days after mailing to the 
address specified on the Execution Sheet. 


5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be 
deemed or construed to create any relationship between the Parties hereto other than that of 
independent entities contracting with each other hereunder solely for the purpose of effecting the 
provisions of the Agreement.  Neither Practitioner nor MHA nor any Payor shall be liable to any other Party 
for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the 
Agreement shall be interpreted to be between Practitioner and whichever Payor is a party to the Member 
Contract under which the Member related to the then instant matter in receiving Covered Services.  


5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the 
laws of the State in which services are being provided without regard to such State’s choice of law 
provisions. 


5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be 
represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing 
and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement 
shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity, shall not be 
construed or interpreted against the drafting Party. 


5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or 
unenforceable, the validity or enforceability of any other portion shall not be affected. 


5.12 Waiver. The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or 
other provision. 


5.13 Assignment.  The Agreement, being intended to secure the services of and be personal to 
Practitioner, shall not be assigned or transferred by Practitioner without the prior written consent of MHA.  
MHA may assign this Agreement or any or all Product Attachments without the consent of Practitioner to 
any Coventry Company or any other entity upon thirty (30) days prior written notice.  The assignment of a 
Product Attachment to another entity will have no effect on any other Product Attachment in which 
Practitioner participates. 


5.14 Indemnification.  Practitioner agrees to indemnify and hold harmless MHA and all of its 
subsidiaries, affiliates and parent organizations, and their officers, directors, employees, and agents, and 
Payors, and their officers, directors, employees, and agents, from and against any and all losses, claims, 
damages, liabilities and expenses of any kind, including attorney’s fees, arising out of any act or omission 
by Practitioner, or Practitioner’s employees or agents, or anyone acting under the direction of 
Practitioner, in the provision of health care services to Members pursuant to this Agreement. 


5.15 Payor Specific Requirements.  The parties recognize that one or more terms of this 
Agreement may need to be altered, added or deleted for a Payor to comply with State laws applicable to 
health maintenance organizations, insurers, preferred provider organizations, third party administrators or 
like entities.  Any State law contractual requirements applicable to specific Payors are set forth in 
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Schedule 1.  None of the provisions of Schedule 1 shall apply with respect to any Medicare beneficiary 
enrolled in a Medicare Advantage Product. 


5.16 Product Requirements.  The parties recognize that one or more terms of this Agreement 
may need to be altered, added or deleted for a Payor to comply with contracts it may have, directly or 
indirectly, with a Federal or State Agency, or a particular customer of Payor.  Such Federal and State 
programs include, but are not limited to:  managed Medicaid and Medicare contracts pursuant to sections 
1851 through 1859, 1860D-1 through D-24 (Part D), 1876, 1903(m), 1115 or 1915 of the Social Security 
Act; the Federal Employees Health Benefit Program; State and local employee benefit plans; and other 
state benefit programs.  All applicable Product requirements are set forth in the Product Attachment 
applicable to such Product. 
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EXHIBIT A 
PROFESSIONAL LIABILITY COVERAGE 


 
Professional liability coverage, minimum limits, maintained by Practitioner under this Agreement are as 
follows: 
 


If Practitioner is a psychiatrist: 
 


Aggregate limit $3,000,000 
Per claim limit   $1,000,000 
 


If Practitioner is an allied health professional: 
 


Aggregate limit $1,000,000 
Per claim limit   $1,000,000 
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SCHEDULE 1 
 


[INSERT STATE SPECIFIC REQUIREMENTS] 
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MHA PARTICIPATING PRACTITIONER AGREEMENT 
 


COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT 
 


1. Description.  The Commercial Insured/Self-Insured Product includes health maintenance 
organization products, point-of-service (POS) products, and preferred provider organization 
products offered or administered by a Payor.  


The Commercial Insured/Self-Insured Product also includes a managed care product offered 
on a self-insured basis by a person, corporation, partnership, organization, association, 
employer group, union or other entity contracting with a Coventry Company to administer such 
product. 


2. Provision of Covered Services.  Practitioner agrees to provide Covered Services to Members of 
the Commercial Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Practitioner’s agreement to perform Covered Services in 
accordance with the Agreement, Practitioner shall be paid for Covered Services performed 
according to the terms set forth immediately below. 


[INSERT RATES] 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions:   


5. Assignment.  This Product Attachment may be assigned as set forth in Section 5.13 of the 
Agreement. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Practitioner has entered into pursuant to the Agreement. 


7. Identification.  Payors shall provide an identification card or other indicator of participating 
status to Members which shall identify whether the Member participates in a Product.  In 
addition, the identification card will also identify the Member’s benefit plan and the telephone 
number that Practitioner may call to confirm Member’s benefit plan, including any limitations 
or conditions on Covered Services.  At such time as the applicable Payor receives an inquiry 
from Practitioner regarding a Member’s benefit plan or Covered Services, Payor shall use 
information given by Practitioner to make preliminary benefit decisions.  Payors shall retain 
the right and sole responsibility to determine whether a service is a Covered Service.   
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MHA PARTICIPATING PRACTITIONER AGREEMENT 


 
NETWORK ACCESS PRODUCT ATTACHMENT 


 
1. Description.  The Network Access product includes third party administrators (TPAs), employers, or 


other insurance carriers, union trusts, business coalitions, or other associations who are 
interested in securing access to our networks.  MHA or a Coventry Company has entered into 
network lease and/or rental agreements with these entities.  Subject to the section “Non-Coventry 
Company Payors” of the Agreement, MHA does not assume the financial liability for any claim or 
fee for health care services provided to Members participating in the Network Access Product.  By 
participating in the Network Access Product, Practitioner is included in the Enhanced Savings 
Program offered to some Payors to reduce members out of pocket costs for non network services.  
The Payor identification card for this program will include the First Health logo. 


2. Provision of Covered Services.  Practitioner agrees to provide Covered Services to Members of the 
Network Access Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Practitioner’s agreement to perform Covered Services in accordance 
with the Agreement, Practitioner shall be paid for Covered Services performed according to the 
terms set forth immediately below.  To the extent that a Payor under this Product Attachment is a 
federal, state or local entity or program, which requires that a health care provider be 
compensated in accordance with such federal or state law or regulation, Provider understands and 
agrees to accept the lesser of the federal or state fee schedule or the Contract Rate.  Practitioner 
shall comply with all applicable federal and state law regarding Practitioner reimbursement. 


[INSERT RATES] 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment with 
the exception of the following provisions: 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 5.13 of the 
Agreement. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Practitioner has entered into pursuant to the Agreement. 


7. Identification.  Payors shall provide an identification card or other indicator of participating status 
to Members which shall identify whether the Member participates in a Product. 
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MHA PARTICIPATING PRACTITIONER AGREEMENT 
 


EMPLOYEE ASSISTANCE PROGRAM PRODUCT ATTACHMENT 
 
1.  Description. The Employee Assistance Program (EAP) product shall mean services designed to 
assist employees, their family members, and employers in finding solutions for workplace and personal 
problems as part of a formal Employee Assistance Program.    Employee Assistance Program Network 
(EAPN) includes a provider network so designated by the applicable Payor for which a Coventry Company 
has entered into an agreement with a Payor whereby the applicable Payor coordinates EAP services and is 
responsible for claims payment. 
 
2.  Payment.  In consideration of Practitioner’s agreement to perform Covered Services in accordance 
with the Agreement, Practitioner shall be paid for Covered Services performed according to the terms set 
forth immediately below. 


[INSERT RATES] 


3.         Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall have 
the meaning set forth in the General Terms and Conditions.  All terms and conditions set forth in the 
General Terms and Conditions shall be incorporated into this Product Attachment with the exception of 
the following provisions:   


4.        Assignment.  This Product Attachment may be assigned as set forth in Section 5.13 of the 
Agreement. 


5.      Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Practitioner has entered into pursuant to the Agreement. 
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MHA PARTICIPATING PRACTITIONER AGREEMENT 
 


WORKERS’ COMPENSATION PROGRAM PRODUCT ATTACHMENT 
 


1. Description.  The Workers’ Compensation Program product includes network access and other 
services to workers’ compensation insurance carriers, third party administrators and other entities 
and corporations for work related injury or illness and subject to state workers’ compensation 
regulations as required. 


2. Provision of Covered Services.  Practitioner agrees to provide Covered Services to Members of the 
Workers’ Compensation Program product on a twenty-four (24) hour per day, seven (7) day per 
week basis. 


3. Payment.  In consideration of Practitioner’s agreement to perform Covered Services in accordance 
with the Agreement, Practitioner shall be paid for Covered Services performed according to the 
terms set forth immediately below.   


Practitioner shall be reimbursed at 85% of the applicable Nevada WORKERS’ COMPENSATION Fee 
Schedule for Covered Services provided by Practitioner to Members enrolled in the Workers’ 
Compensation Program Product. 
 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment with 
the exception of the following provisions: 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 5.13 of the 
Agreement. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Practitioner has entered into pursuant to the Agreement. 
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MHA PARTICIPATING PRACTITIONER AGREEMENT 
 


MEDICARE ADVANTAGE PRODUCT ATTACHMENT 
 


1. Description.  The Medicare Advantage Product means any MA Plan, as described in 42 C.F.R. 
§ 422.4, including but not limited to, coordinated care plans a private fee-for-service plans, offered 
or administered by a Payor when such Payor or Payor’s client is an MA organization, as such term 
is defined in 42 C.F.R. § 422.2; if such Payor has contracted with MHA, directly or indirectly, to 
provide a network for such Medicare Advantage Product(s).  For purposes of this Addendum only, 
“MAO” means a Medicare Advantage Organization as defined in 42 C.F.R. § 422.2.  A Payor may 
be an MAO and/or an entity that contracts with an MAO to administer the MAO’s Medicare 
Advantage Product(s).   


2. Provision of Covered Services.  Practitioner agrees to provide Covered Services to Members of the 
Medicare Advantage Product (“Medicare Advantage Members”) on a twenty-four (24) hour per day, 
seven (7) day per week basis. 


3. Payment.  In consideration of Practitioner’s agreement to perform Covered Services in accordance 
with the Agreement, Practitioner shall be paid for Covered Services performed according to the 
terms set forth immediately below.   


Practitioner shall be reimbursed at the lesser of the applicable COMMERCIAL INSURED/SELF-
INSURED Fee Schedule or NETWORK ACCESS Fee Schedule or 100% of the then current Medicare 
fees for Covered Services provided by Practitioner to Members enrolled in the Medicare Advantage 
Product. 
 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment. 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 5.13 of the 
Agreement. 


6. Effect of Termination.  In the event this Product Attachment is terminated, such termination shall 
not constitute termination of any other Product Attachment Practitioner has entered into pursuant 
to the Agreement. 


7. Identification.  Coventry and Payors shall provide an identification card or other indicator of 
participating status which shall identify whether the Member participates in the Medicare 
Advantage Product. 


8. Practitioner Obligations. 


 8.1  Provision of Covered Services.  Practitioner agrees to provide to Medicare 
Advantage Members the health care services for which Practitioner is licensed and customarily 
provides in accordance with accepted standards in the community.  Practitioner shall make 
Covered Services available and accessible to Medicare Advantage Members, including telephone 
access to Practitioner, on a twenty-four (24) hours, seven (7) days per week basis. 


 8.2  Federal Fund Obligations.  Practitioner understands and agrees that payments 
received by MAOs from CMS pursuant to an MAO’s contract with CMS are Federal funds.  As a 
result, Practitioner, by entering into this Agreement and the terms of the Product Attachment, is 
subject to laws applicable to individuals/entities receiving Federal funds, including but not limited 
to, Title VI of the Civil Rights Act of 1964 as implemented by regulations at 45 C.F.R. part 84, the 
Age Discrimination Act of 1975 as implemented by regulations at 45 C.F.R. part 91, the 
Rehabilitation Act of 1973, and the Americans with Disabilities Act. 


 8.3 Hold Harmless.  Practitioner agrees that in no event, including, but not limited to, 
nonpayment by an MAO or Payor, or MAO or Payor insolvency or breach of the Agreement or this 
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Product Attachment shall Practitioner bill, charge, collect a deposit from, seek compensation, 
remuneration or reimbursement from, or have any recourse against a Medicare Advantage 
Member or persons other than the MAO or Payor acting on their behalf, for services rendered 
under the Agreement or this Product Attachment.  For purposes of this section, services rendered 
under the Agreement or this Product Attachment include those health care services delivered to 
Medicare Advantage Members by any and all health care professionals employed by or 
independently contracted with Practitioner.  This section shall not prohibit collection of 
copayments, coinsurance, or deductibles in accordance with the Medicare Advantage Member’s 
Member Contract. 


Practitioner further agrees that:  (i) this provision shall survive termination of the Agreement 
and/or this Product Attachment, regardless of the cause giving rise to termination and shall be 
construed to be for the benefit of the Medicare Advantage Member; and (ii) this provision 
supersedes any oral or written contrary agreement now existing or hereafter entered into between 
Practitioner and a Medicare Advantage Member or a person acting on the Member’s behalf. 


 8.4 Continuation of Services.  In the event the MAO’s Medicare Advantage contract with 
CMS terminates or MAO becomes insolvent, Practitioner shall continue to provide Covered 
Services to Medicare Advantage Members who are hospitalized through the later of: (a) the date 
for which premiums were paid, or (b) through the date of discharge.  Practitioner is prohibited by 
law from billing Medicare Advantage Members for such Covered Services.  This provision shall 
survive the termination of this Agreement or Product Attachment, regardless of the reason for 
termination, including the insolvency of the MAO, and shall supersede any oral or written 
agreement between Practitioner and a Medicare Advantage Member. 


8.5 Policies, Programs & Procedures.  Practitioner agrees to comply with MAO’s or 
Payor’s, as applicable, policies and procedures (which MAO or Payor shall provide to Practitioner) 
which operationalize many of the requirements of the Agreement, this Product Attachment, and 
the Medicare Advantage program.  Practitioner agrees to comply with MAO’s and Payor’s quality 
improvement, administrative processes and procedures, utilization review, peer review, grievance 
procedures, credentialing and recredentialing procedures, and any other policies the MAO or 
Payor may implement, including amendments made to the above mentioned policies, procedures 
and programs from time to time.  In the event that an MAO’s or Payor’s policy or procedure 
conflicts with a provision in the Agreement, then the language in the Agreement (including all 
amendments, exhibits, and attachments thereto) shall govern. 


 8.6 Maintenance of Records.  Practitioner shall preserve records applicable to Medicare 
Advantage Members or to MAO’s participation in the Medicare Advantage Program, for the longer 
of: (i) the period of time required by State and Federal law, including the period required by 
Medicare programs and contracts to which MAO is subject, or (ii) ten (10) years following the 
contract year in which Covered Services were rendered or from the date of completion of any 
audit, whichever is longer, or longer if so required by CMS. 


 8.7 Audit of Records.  For a period of ten (10) years following the termination of an 
MAO’s contract with CMS or completion of an audit of MAO by a federal agency, if longer, 
Practitioner shall provide access to, permit audit of, and provide copies of records as described in 
Section 8.6 above, and other information (collectively “Records”) to the U.S. Department of 
Justice, the Secretary of the U.S. Department of Health and Human Services, the U.S. Comptroller 
General, CMS, Peer Review Organizations, their designees, and such other officials entitled by law 
or under government-funded programs or contracts administered by MAO (collectively, 
“Government Officials”) as may be necessary for compliance by MAO with the provisions of all 
state and federal laws and contractual requirements governing MAO, including, but not limited to, 
the Medicare program.  Unless otherwise agreed to by the parties, any Records requested by 
Government Officials shall be provided to MAO who shall in turn provide them to the Government 
Officials.  Such records shall be available at all reasonable times at Practitioner’s place of 
business or at some other mutually agreeable location.  
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 8.8 Subcontractors.  Practitioner shall require all of its subcontractors, if any, to comply 
with all applicable Medicare laws, regulations and CMS instructions. 


 8.8.1 Practitioner shall include in Practitioner’s contracts with subcontractors all 
of the contractual and legal obligations required by MAO or the laws, regulations, rules and 
directions of CMS.  To the extent CMS requires additional provisions to be included in such 
subcontracts, Practitioner shall amend its contracts accordingly. 


 8.8.2 Practitioner shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy 
and confidentiality of all financial terms of the Agreement. 


 8.8.3 If Practitioner arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be in writing 
and shall specify the delegated activities and reporting responsibilities, in addition to 
meeting the requirements described above. 


 8.9 Contracts with Excluded Entities.  Practitioner shall not employ or contract for the 
provision of health care, utilization review, medical social work or administrative services with any 
individual excluded from participation in Medicare under Section 1128 or 1128A of the Social 
Security Act.  Practitioner hereby certifies that no such excluded person currently is employed by 
or under contract with Practitioner or with any “downstream” entity with which Practitioner 
contracts relating to the furnishing of these services to Medicare Advantage Members.  
Practitioner shall review the Department of Health and Human Services Office of the Inspector 
General (“OIG”) and the General Services Administration (“GSA”) exclusion lists for all new 
employees, independent contractors and downstream entities with which Facility contracts and, 
at least annually, confirm that current employees, independent contractors and downstream 
entities have not been excluded, sanctioned, or otherwise barred from participating in the 
Medicare/Medicaid programs. 


 8.10  Submission of Encounter Data.  Practitioner hereby acknowledges that MAO is 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  Such data 
may include medical records and all other data necessary to characterize each encounter between 
Practitioner and a Medicare Advantage Member.  Practitioner agrees to cooperate with MAOs and 
to provide MAOs with all such information in such form and manner as requested by MAO. 


 8.11  Certification of Data.  Practitioner recognizes that as a Medicare Advantage 
organization, MAO is required to certify the accuracy, completeness and truthfulness of data that 
CMS requests.  Such data include encounter data, payment data, and any other information 
provided to MAO by its contractors and subcontractors.  Practitioner and its subcontractors, if any, 
hereby certify that any such data submitted to MAO will be accurate, complete and truthful.  Upon 
request, Practitioner shall make such certification in the form and manner prescribed by MAO. 


 8.12  Medicare Advantage Member Complaints.  Practitioner agrees to cooperate with 
MAO in resolving any Medicare Advantage Member complaints related to coverage for the 
provision of Covered Services.  MAO will notify Practitioner as necessary concerning all Medicare 
Advantage Member complaints involving Practitioner.  Practitioner shall, in accordance with the 
Practitioner’s regular procedures, investigate such complaints and respond to MAO in the required 
time.  Practitioner shall use best efforts to resolve complaints in a fair and equitable manner.   


9. MAO/Payor Obligations. 


 9.1 Fee Schedule.  MAO or Payor shall arrange for Practitioner to be compensated for 
health care services rendered to Medicare Advantage Members in accordance with Section 3 of 
this Product Attachment.  


 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MAO or Payor shall make 
best efforts to pay clean claims submitted by Practitioner for Covered Services provided to 
Medicare Advantage Members within thirty (30) calendar days of receipt.  For purposes of this 
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Product Attachment, the term “clean claim” shall have the meaning assigned in 42 CFR 422.500.  
MAO or Payor shall pay interest on clean claims that are not paid within thirty (30) calendar days 
in accordance with 42 CFR § 422.520(a)(2), if applicable.  


10. General Provisions 


 10.1 Accountability and Delegation.  To the extent that Practitioner has been delegated 
any activities or functions which are the responsibility of the MAO, Practitioner shall make such 
periodic and other reports as reasonably required by MAO and MAO shall at all times retain the 
right to monitor Practitioner’s performance thereof through its quality assurance and improvement 
programs.  MAO reserves the right to revoke such delegation in the event that either MAO or CMS 
determines that such activities or functions have not been performed in a satisfactory manner. 


 10.2 Termination.  This Product Attachment may be terminated without cause by either 
party upon sixty (60) days prior written notice.  This Product Attachment shall terminate 
automatically in the event that the underlying Agreement is terminated in accordance with 
Section 5 of the Agreement.   


 10.3 Compliance With Government Requirements.  The parties agree to comply with all 
applicable requirements, laws, rules and regulations of CMS, or of any other Federal agencies 
applicable to the Medicare Advantage Program.  To the extent applicable, Practitioner shall 
comply with the obligations in the contract between CMS and MAO governing MAO’s participation 
in the Medicare Advantage Program.  Any provision required to be in this Agreement by the rules 
and regulations governing the Medicare Advantage Program shall bind the parties whether or not 
provided in this Agreement. 


 10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program.  In the 
event that changes to the governing laws, regulations, or agency requirements applicable to the 
Medicare Advantage Program occur, the new law, regulation or agency requirement shall 
supersede to the extent required by any such later required changes. 
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MHA PARTICIPATING PRACTITIONER AGREEMENT 


 
MEDICAID PRODUCT ATTACHMENT FOR THE STATE OF [INSERT STATE] 


 
1. Description.  The Medicaid product includes the managed Medicaid health benefit plan(s) for the 


state of [INSERT STATE NAME], administered directly by a Payor if such Payor has contracted with 
MHA, directly or indirectly, to provide a network for such managed Medicaid health benefit plan(s). 


2. Provision of Covered Services.  Practitioner agrees to provide Covered Services to Members of the 
Medicaid Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Practitioner’s agreement to perform Covered Services in accordance 
with the Agreement, Practitioner shall be paid for Covered Services performed according to the 
terms set forth immediately below.   


[INSERT RATES] 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set 
forth in the General Terms and Conditions shall be incorporated into this Product Attachment to 
the extent such terms do not conflict with the terms set forth in this Product Attachment. 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 5.13 of the 
Agreement. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Practitioner has entered into with a Coventry Company pursuant to the Agreement. 


7. Identification.  Payors shall provide an identification card or other indicator of participating status 
to Members which shall identify whether the Member participates in a Product.  In addition, the 
identification card will also identify the Member’s benefit plan and the telephone number that 
Practitioner may call to confirm Member’s benefit plan, including any limitations or conditions on 
Covered Services.  At such time as Payor receives an inquiry from Practitioner regarding a 
Member’s benefit plan or Covered Services, Payor shall use information given by Practitioner to 
make preliminary benefit decisions.  Payors shall retain the right and sole responsibility to 
determine whether a service is a Covered Service.   


8. State Medicaid Plans.  The [INSERT NAME OF STATE] state Medicaid program requires that certain 
provisions be included in this Agreement with respect to such Managed Medicaid health plan 
benefits, those requirements are as follows: 


[INSERT MEDICAID REQUIRED PROVISIONS FOR THE APPLICABLE STATE.]
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MHA PARTICIPATING PRACTITIONER AGREEMENT 


 
AUTOMOBILE INSURANCE MANAGED CARE SERVICES 


PRODUCT ATTACHMENT 
 
1. Description.  The Automobile Insurance Managed Care Services includes network access and 
other services to auto insurance carriers, third party administrators and other entities and corporations 
for Member injuries resulting from auto accidents for which coverage is provided under relevant Member 
Contracts. 
 
2. Provision of Covered Services.  Practitioner agrees to provide Covered Services to Members of the 
Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, seven (7) day per week 
basis. 
 
3. Payment.  In consideration of Practitioner agreement to perform Covered Services in accordance 
with the Agreement, Practitioner shall be paid for Covered Services performed according to the terms set 
forth immediately below.   
 


[INSERT RATES] 
 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment shall 
have the meaning set forth in the General Terms and Conditions.  All terms and conditions set forth in the 
General Terms and Conditions shall be incorporated into this Product Attachment with the exception of 
the following provisions: 
 
5. Assignment.  This Product Attachment may be assigned as set forth in Section 5.13 of the 
Agreement. 
 
6. Effect of Termination.  Either party may terminate this Product Attachment without cause upon 
ninety (90) days prior written notice to the other party.  In the event this Product Attachment is 
terminated, such termination shall not constitute termination of any other Product Attachment 
Practitioner has entered into with a Coventry Company pursuant to the Agreement. 
 


 







AMENDMENT TO 
MENTAL HEALTH ASSOCIATES PRACTITIONER AGREEMENT 


BETWEEN  
MENTAL HEALTH ASSOCIATES, INC. 


AND 
PRACTITIONER 


 
 THIS AMENDMENT to the Mental Health Associates Practitioner Agreement 
is entered into and effective as of the ___ day of October, 2012, by and between 
[INSERT PRACTITIONER NAME] (“Practitioner”), and Mental Health Associates, 
Inc. (hereinafter “MHA”). 
 
 WHEREAS, Practitioner and MHA have entered into the Practitioner Network 
Participation Agreement (the “Agreement”); and 
 
 WHEREAS, Practitioner and MHA desire to amend the Agreement to modify 
the contract provisions as herein noted. 
 
 NOW THEREFORE, in consideration of the mutual promises and covenants 
contained in the Agreement and this Amendment, the receipt and sufficiency of which is 
hereby acknowledged, the parties hereto agree to amend the Agreement. 
 


1. The State of Nevada Medicaid Product Attachment attached hereto is 
hereby added to the Agreement. 


 
2. Except as modified by the terms of this Amendment, all terms and 


conditions of the Agreement and all Exhibits, Amendments and 
Attachments thereto shall remain in full force and effect. 


 
3. All capitalized terms not otherwise defined herein shall have the 


meanings given to such terms in the Agreement. 
   


 


MENTAL HEALTH ASSOCIATES, INC. [INSERT  PRACTITIONER 
NAME]  


 
By:___________________________   By:___________________________ 
 
Title: _________________________   Title:_________________________ 
 
Date: _________________________   Date:_________________________ 







COVENTRYCARES OF NEVADA 


NEVADA MEDICAID PRODUCT ATTACHMENT 
 
The provisions of this Nevada Medicaid Product Attachment supersede any language to 
the contrary which may appear elsewhere in the Agreement.  When providing health care 
services to Altius Health Plan, Inc. (“Altius”) Members enrolled in the Nevada Medicaid 
program, Practitioner agrees to abide by all of the following specific terms and 
conditions. 
 


1. Description.  The Nevada Medicaid Product includes the Medicaid health benefit 
plan(s) underwritten and administered directly by Altius Health Plans, Inc. 
(“Altius”) currently referred to as CoventryCares of Nevada.  
 


2. Provision of Covered Services.  Practitioner agrees to provide Covered Services 
to Members enrolled in the Medicaid Product on a twenty-four (24) hour per day, 
seven (7) day per week basis. 


 
3. Effect of Termination.  In the event this Product Attachment is terminated, such 


termination shall not constitute termination of any other Product Attachment that 
Practitioner has entered into pursuant to the Agreement. 


 
4. Identification.  Altius shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in 
Medicaid. 


 
5. Access to Records. All records, books, and papers of Practitioner pertaining to 


Members, including without limitation, records, books and papers relating to 
professional and ancillary care provided to Members, including any and all 
medical records, and financial, accounting and administrative records, books and 
papers, shall be open for access, inspection and copying by Altius and/or MHA, 
its designee and/or authorized State or Federal authorities for a period of no less 
than ten (10) years from the date of service during Practitioner’s normal business 
hours. 


 
6. Assignment.  The Agreement, being intended to secure the services of and be 


personal to Practitioner, shall not be assigned or transferred by Practitioner 
without the prior written consent of Altius and MHA.  Altius and/or MHA may 
assign this Product without the consent of Practitioner to any affiliate or any other 
entity upon thirty (30) days prior written notice.  The assignment of this Product 
to another entity will have no effect on any other Product in which Practitioner 
participates. 







 
7. Medically Necessary.  For purposes of the Nevada Medicaid Product, the term 


“Medically Necessary” shall be defined as follows:  
 


“Medically Necessary” items and services must have been established as safe and 
effective as determined by Nevada Medicaid.  The items and services must be: 


 
(i) Consistent with the symptoms or diagnosis of the illness or injury under 


treatment; 
 
(ii) Necessary and consistent with generally accepted professional medical 


standards;  
 
(iii)Not furnished for the convenience of the recipient, the attending physician, 


the caregiver, or to the physician supplier; and, 
 
(iv) Furnished at the most appropriate level that can be provided safely and 


effectively to the recipient. The items and services must be appropriate 
and necessary for the diagnosis or treatment of an illness or an injury, or to 
improve the functioning of a malformed body part. 


 
The items and services must be reasonable and necessary for the diagnosis or 
treatment of an illness or injury or to improve the functioning of a malformed 
body member. 


 
8.  Payment. In consideration of Practitioner’s agreement to perform Covered 


Services in accordance with the Agreement and this Product Attachment, 
Practitioner agrees to accept as payment in full for all Covered Services, the lesser 
of billed charges or [xxx%] of the then current CoventryCares of Nevada 
Medicaid Fee Schedule. 


 
9. Amendment.  Altius and/or MHA may unilaterally amend this Product 


Attachment to the extent necessary to comply with applicable Federal or State 
law, regulatory requirements, accreditation standards or licensing guidelines or 
rules.  Altius and/or MHA shall give advance written notice to Practitioner of 
such amendment and the effective date of the amendment. Altius and/or MHA 
may      make any other non-Regulatory Amendments to this Product Attachment 
by notifying Practitioner at least thirty (30) days prior to the effective date of the 
amendment. Practitioner may reject the amendment upon Practitioner’s receipt of 
such notice of amendment, by notifying Altius and/or MHA in writing of such 
rejection within thirty (30) days of notice of such amendment; provided, however, 
if Altius and/or MHA has not received notice of such rejection within that thirty 
(30) day period, Practitioner’s silence shall constitute acceptance of such 
amendment.    


 







10. Other Terms and Conditions.  All terms not otherwise defined in this Nevada 
Medicaid Product Attachment shall have the meaning set forth in the Agreement.  
All terms and conditions set forth in the Agreement shall be incorporated into this 
Product Attachment to the extent they do not conflict with this Product 
Attachment or applicable state/federal law.   


 







MENTAL HEALTH ASSOCIATES, INC. 
EXECUTION SHEET 


 
Welcome to the Mental Health Associates, Inc. (“MHA”) Provider Network.  MHA provides a network of 
providers to various affiliates of MHA, including, but not limited to, MHNet Specialty Services, LLC, MHNet 
Life and Health Insurance Company, MHNet of Florida, Inc. (collectively “MHNET”), and other subsidiaries 
and affiliates of Coventry Health Care, Inc. (MHNET and other subsidiaries and affiliates of Coventry Health 
Care, Inc. collectively referred to as “Coventry Companies”).  The Coventry Companies offer an array of 
managed care, insurance, provider network and administrative service products.  This agreement consists 
of three parts: (i) this Execution Sheet which lists the Products you will participate in; (ii) General Terms and 
Conditions applicable to your participation in these Products; and (iii) Product Attachments which set forth 
the specifics of your participation in each Product.  (The Execution Sheet, General Terms and Conditions 
and Product Attachments are collectively referred to herein as “Agreement”).  Please note that each 
Product Attachment may be offered by one or more Coventry Companies and that each Coventry Company 
is deemed to be a party to this Agreement.  In the event of a conflict in language between your General 
Terms and Conditions and a Product Attachment, the terms of your Product Attachment shall prevail.  The 
Agreement, together with Exhibits, constitutes the entire understanding of the Parties with respect to the 
subject matter and supersedes any prior agreements. 
 
Facility agrees to participate in the following Products (check all that apply):   


____ Commercial Insured/Self-Insured Products (includes HMO, POS, PPO, 
Self-Insured ASO, OPM Administered Programs) 


____ Network Access 
____ Employee Assistance Program 
____ Workers’ Compensation Program 
____ Medicare Advantage (including both coordinated care plans and 


PFFS) 
____ State of ________________Medicaid Program 
____ Automobile Insurance Managed Care Services 
 


In consideration of the mutual covenants and promises stated herein and other good and valuable 
consideration, ________________________ (“Facility”) and Mental Health Associates, Inc. (“MHA”), on 
behalf of all affiliate companies of MHA, including but not limited to, MHNet Specialty Services, LLC, 
MHNet Life and Health Insurance Company, MHNet of Florida, Inc., Coventry Health and Life Insurance 
Company, First Health Life and Health Insurance Company, Coventry Health Care National Accounts, Inc., 
First Health Group Corp., and Coventry Health Care Workers’ Compensation, Inc. (individually a “Coventry 
Company” collectively “Coventry Companies”) agree to be bound by this Agreement.  The “Effective Date of 
this Agreement is ___________________, 200__. 
 
FACILITY      MENTAL HEALTH ASSOCIATES, INC.  


By:________________________________  By:________________________________ 


Print Name: _________________________  Print Name: _________________________ 


Title: ______________________________  Title:_______________________________ 


Tax ID # ___________________________ 


Address for Notice:     Address for Notice: 


_______________________________________  ____________________________________ 


_______________________________________  ____________________________________  
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GENERAL TERMS AND CONDITIONS 


1. DEFINITIONS 


1.1  Clean Claim.  Clean Claim shall have the meaning required by applicable state 
law, if any, and shall include all information required to be submitted in accordance with Section 
2.6. 


1.2 Covered Services.  All of the mental health and substance abuse services and 
supplies furnished by Facility: (a) that are Medically Necessary; (b) that are generally available at 
Facility; (c) that Facility is licensed to provide to Members; and (d) that are covered under the 
terms of the applicable Member Contract. 
 


1.3  Emergency Services.   Unless otherwise defined in the Member Contract, in which 
case the definition therein shall control, Emergency Services shall mean any mental health and 
substance abuse service provided to a Member after the sudden onset of a condition that 
manifests itself by acute symptoms of sufficient severity or severe pain, such that a prudent 
layperson, who possesses an average knowledge of health and medicine, could reasonably 
expect the absence of immediate medical attention to result in:  (i) placing the health of the 
Member, or, with respect to a pregnant Member, the health of the Member or her unborn child, in 
serious jeopardy; (ii) serious impairment to bodily functions; or (iii) serious dysfunction of any 
bodily organ or part.   


1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which 
case the definition therein shall control, Medically Necessary shall mean those mental health or 
substance abuse services, supplies, equipment and facility charges that are not expressly 
excluded under the Member Contract and determined by the applicable Payor to be: 


1.4.1 Medically appropriate, so that expected health benefits (such as, but 
not limited to, increased life expectancy, improved functional capacity, prevention of 
complications, relief of pain) materially exceed the expected health risks; 


1.4.2 Necessary to meet the health needs of the Member and required for a 
reason other than improving appearance; 


1.4.3 Rendered in the most cost-efficient manner and setting appropriate for 
the delivery of the health service; 


1.4.4 Consistent in type, frequency and duration of treatment with 
scientifically-based guidelines of national medical research, professional medical 
specialty organizations or governmental agencies that are generally accepted as national 
authorities on the services, supplies, equipment or facilities for which coverage is 
requested; 


1.4.5 Consistent with the diagnosis of the condition at issue;  


1.4.6 Required for reasons other than the comfort or convenience of the 
Member or Member’s practitioner or not required solely for custodial comfort or 
maintenance reasons; and 
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1.4.7 Not experimental or investigational as determined by the applicable 
Payor. 


The fact that a provider may have prescribed, ordered, recommended or approved the 
provision of certain services or supplies to the Member does not necessarily mean that 
such services or supplies satisfy the above criteria. 


1.5 Member.  An individual who is eligible to receive Covered Services under a 
Member Contract.  Member includes the subscriber and any of the subscriber’s eligible 
dependents.  


1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of 
Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from 
time to time between the applicable Payor and an employer, union or Member, which sets forth 
the terms of the health benefit program. 


1.7 Participating Facility.  A Facility that has entered into a direct or indirect written 
agreement with MHA or the applicable Payor to provide Covered Services to Members. 


1.8 Participating Provider.  A health care provider, including, but not limited to a 
facility, physician, psychologist, master level counselor or other health care provider or other 
professional, facility, supplier, or vendor that has entered into a written agreement with MHA or 
the applicable Payor to provide Covered Services to Members. 


1.9 Payor.  An entity authorized by MHA or a Coventry Company to access one or more 
networks of Participating Providers and who or which is liable for funding or underwriting benefit 
payments under a Member Contract, which entity has a financial responsibility to pay for 
Covered Services rendered to Members.  Payors may include Coventry Companies (which 
includes MHNET), insurers, auto insurance carriers, employers, unions and other entities. 


1.10 Precertification shall mean approval for payment the Facility shall obtain from 
MHNET or Payor, as applicable, for certain Covered Services as specified in the Member’s 
Contract with the Payor prior to providing Covered Services. 


1.11 Product.  Any health care benefit program, in which Facility agrees to participate 
under this Agreement, that is underwritten or administered by a Payor, as set forth in the Product 
Attachments.  


1.12 Provider Manual.  The policies and procedures of MHNET applicable to 
Participating Facilities, currently referred to as the “Facility Quick Reference Guide.”  


 
2. HOSPITAL OBLIGATIONS 


2.1 Provision of Covered Services.   


2.1.1 Facility agrees to provide Covered Services to Members of 
Products on a twenty-four (24) hour per day, seven (7) day per week basis.  Facility shall 
provide Covered Services in accordance with the Agreement and the bylaws, rules, 
regulations, policies and procedures of Facility and its staff.  Facility shall not 
discriminate against a Member on the basis of age, race, color, creed, religion, gender, 
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sexual preference, national origin, health status, use of Covered Services, income level, 
or on the basis that Member is enrolled in a managed care organization or is a Medicare 
or Medicaid beneficiary. 


2.1.2 To the extent required by the Member Contract under which a Member is 
eligible for benefits, Facility agrees to obtain Precertification directly from MHNET or the 
applicable Payor, as appropriate, for all admissions of and services to Members covered 
by this Agreement.  If Facility provides Covered Services to a Member covered by this 
Agreement without obtaining Precertification, when required under the applicable 
Member Contract, from MHNET or the applicable Payor, regardless of the fact that 
Facility is a Participating Facility, and the Member is under the care of a Participating 
Provider, Facility will not be reimbursed for these services.  Facility agrees not to seek 
reimbursement from MHA, MHNET, Payor, the Member or the Member’s family.  If MHNET 
decides to transfer the member to another facility or hospital for any reason, Facility will 
cooperate in making the transfer.  Further, if a nonparticipating provider is treating or 
treats a Member, then Facility shall cooperate in referring Member to a Participating 
Provider. 


2.1.3 Facility shall not subcontract any services required to be provided under 
the Agreement or any portion of the Agreement without prior written consent of MHA if 
the subcontract requires a Member to occupy an inpatient bed or receive facility services 
at locations other than Facility locations. 


2.1.4 MHA and Payors reserve the right to introduce new products in addition to 
the current Products while this Agreement is in effect and to designate Facility as a 
participating or non-participating in any such new product.  To the extent that the 
specific terms for the provision of Covered Services in new products are not included 
herein, they shall be agreed to by the parties in writing hereto if MHA or a Payor offers 
participation in these programs to Facility. 


2.1.5 Facility understands and agrees that Facility’s participation in a current or 
future product does not mean that Facility shall be permitted to participate with each and 
every Payor for that product.  From time to time Payors may select only certain 
Participating Facilities to take part in a Payor’s provider delivery network. 


2.2 Standard of Care.  Facility agrees to provide or arrange for the provision of 
Covered Services in a culturally competent manner and in conformity with the professionally 
recognized standards of medical care in the community.  Facility also agrees to implement peer 
review and credentialing of physicians, psychologists, master level counselors, nurse 
practitioners, and other ancillary personnel who provide Covered Services to Members on behalf 
of Facility. 


2.3 Programs & Procedures.   


2.3.1 Facility agrees to comply with all MHA and applicable Payor policies and 
procedures.  Facility agrees to comply with MHNET’s Provider Manual, quality 
improvement, utilization review, peer review, grievance and appeal procedures, 
credentialing and recredentialing procedures, adverse event monitoring policy, and any 
other policies that MHA or a Payor may implement, including amendments made to the 
above mentioned policies, procedures and programs from time to time.  MHA or Payor 
shall notify Facility of any material modifications to such policies 60 days or such longer 
period as may be required by law in advance of their applicability.  Pursuant to Section 
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2.11, Facility further agrees to provide MHA or applicable Payors access to any and all 
records, including medical records, in accordance with this Agreement.  


2.3.2 MHA may impose sanctions on Facility whenever the activities or 
professional conduct of Facility are:  (a) a violation of this Agreement; (b) a repeated 
violation of any policies or procedures of Payor after written notice; (c) reasonably likely 
to be detrimental to Member’s safety or to the delivery of quality and cost-effective health 
care; or (d) disruptive to MHA’s or a Payor’s operations. 


2.3.3 Sanctions may also be imposed by MHA’s or a Coventry Company’s 
Credentialing Committee and may include, but are not limited to, the following:  (a) 
reduction of Facility’s privileges and focused review of services to Members; (b) 
suspension of Facility’s privileges with respect to providing services to Members with a 
ninety (90) day correction period; and (c) termination of Facility’s participation status 
pursuant to Section 5. 


2.4 Licensure.  Facility agrees to maintain in good standing all licenses, 
accreditations, and certifications required by law for so long as the Agreement is in effect.  
Facility further represents and warrants, to the extent applicable, that it is an [INSERT TYPE OF 
FACILITY] licensed by the appropriate regulatory body in the State in which Facility is located, 
approved by the Joint Commission (“JC”) or accrediting agency or certified for participation under 
Medicare and Medicaid (Titles XVIII and XIX of the Social Security Act).  Facility agrees to 
maintain, and require its employed providers and hospital based providers to maintain, in good 
standing all licenses required by law and certification under Titles XVIII and XIX of the Social 
Security Act. 


2.5 Liability Insurance.  Facility agrees to procure and maintain professional liability 
insurance to protect against all allegations arising out of the rendering of professional services 
or the alleged failure to render professional services by Facility and Facility’s employees 
(“Professional Liability Insurance”).  Facility may obtain such insurance through an insurance 
company or through a self insurance mechanism, acceptable to MHA.  Professional Liability 
Insurance coverage shall be maintained in accordance with minimum state law requirements.  
Facility also agrees to procure and maintain comprehensive general and/or umbrella liability 
insurance in appropriate amounts. 


2.6 Claim Submission.  Facility agrees to submit its claims for reimbursement 
and encounter forms, as required by MHA or the applicable Payor, on a UB04 Form or Centers for 
Medicare and Medicaid Services (“CMS”) 1500 forms, or their successors, with current CMS 
coding, current International Classification of Diseases, Ninth Revision (“ICD9”) or subsequent 
revisions as implemented, and Current Procedural Terminology Fourth Edition (“CPT4”) coding or 
subsequent editions as implemented, in accordance with the then current Medicare guidelines, 
whichever MHA or the applicable Payor prefers.  Facility shall submit bills within ninety (90) days 
or as set forth in applicable law, whichever is less, of the date of discharge unless coordination 
of benefit issues exist.  Facility may not bill MHA or a Payor for inpatient Covered Services prior 
to the date of discharge and shall not separate bills for Covered Services for purposes of 
additional payments under the Agreement, except when hospitalizations of Member are greater 
than or equal to sixty (60) days, in which case interim billing is required.  Facility understands 
and agrees that failure to submit claims in accordance with the requirements of this section may 
result in the denial of such claims.  Facility understands and agrees that Facility has one hundred 
twenty (120) days after receipt of payment or first notice of denial to appeal payment by the 
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applicable Payor.  After this one hundred twenty (120) day period no further adjustments to 
payments shall be made. 


2.7 Utilization Review.  Payors’ Utilization Review personnel shall conduct 
prospective, concurrent and retrospective reviews of inpatient care in conformity with applicable 
State and Federal laws, regulations and reporting requirements.  Facility agrees to cooperate 
with, participate in and abide by decisions of Payors’ Utilization Review personnel.  In 
illustration, and not limitation, of the foregoing, Facility agrees that it shall use its best efforts to 
cooperate with Payor employees conducting concurrent utilization review.  If there is a conflict 
between Facility’s utilization review standards and a Payor’s utilization review standards, for 
purposes of the Agreement, the decision of the applicable Payor’s Medical Director, or Medical 
Director’s designee, shall control. 


2.8 Quality Improvement.  MHNET shall conduct quality improvement audits and 
evaluations on a periodic basis, in accordance with the requirements of applicable State and 
Federal laws, regulations and reporting requirements.  Facility agrees to cooperate with MHNET 
in the conduct of such reviews and to provide MHNET with access to the records and other 
information needed by MHNET to complete such audits and evaluations.  Facility agrees to be 
bound by the policies adopted by and the decisions of MHNET’s Quality Improvement 
Committees.  


2.9 Hold Harmless.   


2.9.1 Facility agrees that in no event, including, but not limited to, nonpayment 
by MHA or a Payor, MHA or a Payor insolvency or breach of the Agreement shall Facility 
bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement 
from, or have any recourse against a Member or persons other than a Payor acting on 
their behalf, for services rendered under the Agreement.  For purposes of this section, 
services rendered under the Agreement include those health care services delivered to 
Members by any and all health care professionals employed by or independently 
contracted with the Facility.  This section shall not prohibit collection of copayments, 
coinsurance, or deductibles in accordance with the Member’s Member Contract. 


2.9.2 Facility further agrees that: (i) this provision shall survive termination of 
the Agreement regardless of the cause giving rise to termination and shall be construed 
to be for the benefit of the Member; (ii) this provision supersedes any oral or written 
contrary agreement now existing or hereafter entered into between Facility and a 
Member or a person acting on Member’s behalf; and (iii) shall ensure that a provision 
consistent with this section is included in all of its subcontracts, if any. 


2.9.3 Any modification, addition, or deletion to the provisions of the Section 
shall become effective on a date no earlier than sixty (60) days after the State 
Department of Insurance has received written notice of such change, if required by 
applicable law.   


2.9.4 Facility will use best efforts to ensure that all hospital-based physicians, 
including but not limited to psychiatrists, pathologists and emergency department 
physicians, agree to accept a Payor’s payment as payment in full, subject to applicable 
copayments, coinsurance and deductibles and to agree to the hold harmless provision 
contained herein. 
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2.10 Marketing.  Facility hereby consents to including Facility’s name in MHA or Payor 
marketing materials and listing Facility in the Participating Provider directory or worksite posters 
that MHA or a Payor routinely distributes to Members, Participating Providers and employer 
groups. 


2.11 Access to and Copying of Records.   


2.11.1 Copies.  Facility understands and agrees that neither MHA, Payors, nor 
Members shall be required to reimburse Facility for expenses related to providing copies 
of patient records or documents to any local, State or Federal agency or MHA or Payor: (i) 
pursuant to a request from any local, State or Federal agency (including, without 
limitation, the Centers for Medicare and Medicaid Services “CMS”) or such agencies’ 
subcontractors; (ii) pursuant to administration of Payor’s Quality Improvement, Utilization 
Review, and Risk Management Programs; or (iii) in order to assist Payor in making a 
determination regarding whether a service is a Covered Service for which payment is due 
hereunder; or (iv) for any other purpose.  


 
2.11.2 Access.  All records, books, and papers of Facility pertaining to Members, 


including without limitation, records, books and papers relating to professional and 
ancillary care provided to Members and financial, accounting and administrative records, 
books and papers, shall be open for inspection and copying by MHA or Payors, their 
designee and/or authorized State or Federal authorities during Facility’s normal business 
hours.  Facility further agrees that it shall release a Member’s medical records to MHA 
and the applicable Payor upon Facility’s receipt of a Member consent form or as 
otherwise permitted or required by law.  In addition, Facility shall allow MHA and Payors 
to audit Facility’s records for payment and claims review purposes. 


 
2.11.3 Survival.  The terms and conditions of this Section 2.11 shall survive the 


termination of the Agreement.  
 


2.12 Compliance With Government Requirements.  Facility agrees to comply with all 
applicable requirements, laws, rules and regulations of CMS, any other Federal agencies and any 
State agencies of the State(s) in which Facility practices, including, without limitation, 
requirements that shall cause or require MHA to amend the terms and conditions of the 
Agreement.  Facility understands and agrees that CMS and the appropriate State agencies may 
change or add to such requirements, laws, rules and regulations from time to time.   


2.12.1 Site Evaluations.  Facility agrees to permit MHA or Payors, any Federal or 
State agency having jurisdiction over Facility’s provision of services and/or the U.S. 
Department of Health and Human Services and any accrediting organization to conduct 
periodic site evaluations of Facility's locations, offices and records.  Upon MHA’s or a 
Payor’s written request, Facility shall provide MHA or Payor with a copy of the written 
response to any questions or comments posed by the agencies listed in the preceding 
sentence. 


 
2.12.2 Survival.  The terms and conditions of this Section 2.12 shall survive 


termination of the Agreement. 
 


2.13 Duty To Notify MHA.  Facility agrees to immediately notify MHA, in writing, of (i) 
any change in its business address or ownership or management structure; (ii) change in its 
licensure or accreditation status action against any of its licenses, accreditation by JCAHO, or 
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certifications including, but not limited to, those under Titles XVIII or XIX of the Social Security 
Act; (iii) loss or substantial decrease in the limits or change of its medical malpractice policy; (iv) 
any judgments or settlements decreed or entered into on behalf of Facility; and, (v) any other 
situation that may materially interfere with Facility's duties and obligations under the Agreement 
including, but not limited to such things as: reduction in number of Facility beds or Facility 
services, reductions in numbers of health care providers employed or privileged at the Facility.  
Facility also shall notify MHA of any complaints it receives from Members regarding Facility, 
MHA or Participating Providers.  MHA shall notify Facility of any complaints it receives from 
Members regarding Facility.  Facility and MHA agree to cooperate fully in the investigation and 
resolution of any such Member complaint. 


3. PAYOR OBLIGATIONS 


3.1 Payment.   


3.1.1 In consideration of Facility’s agreement to perform Covered Services in 
accordance with the Agreement, Facility shall be paid for Covered Services performed 
according to the terms set forth in each Product Attachment. Payments for a Clean Claim 
to Facility shall be made within the lesser of:  (i) sixty (60) days after receipt of the Clean 
Claim; or (ii) the requirements set forth in applicable state and federal regulations, if any; 
provided, however, that MHA or a Coventry Company cannot guarantee payment by a 
Payor other than a Coventry Company, such as a self-insured entity. 


3.1.2 Facility shall submit its claims for reimbursement, as required by Section 
2.6. 


3.1.3 Facility understands and agrees that payment for Covered Services 
pursuant to the Agreement shall constitute payment in full for all hospital/professional 
services for which Facility bills, whether professional or technical in nature. 


3.1.4 Payors may reduce or deny payment for services which are not submitted 
for payment in accordance with the provisions of Section 2.6 or which are not billed or 
coded in accordance with MHA’s or the applicable Payor’s criteria and standards as 
applicable for billing and coding practices, which includes the use of software to edit 
claims to ensure appropriate billing and coding practices.  MHA and Payors may require 
appropriate documentation and coding to support payment for Covered Services.  Facility 
shall have the opportunity to correct any billing or coding error within thirty (30) days of 
denial related to any such claim submission.  A Payor may recover payment or retain 
portions of future payments in the event that such Payor determines that an individual 
was not an eligible Member at the time of services, or in the event of duplicate payment, 
overpayment, payment for non-covered services or fraud. 


3.1.5 Where the Payor, pursuant to applicable coordination of benefits law, is 
primary, the Payor shall be required to pay the amounts due under the Agreement as 
provided in Section 3.1.1.  Where the Payor is other than primary, the Payor shall be 
required to pay only those amounts which, when added to amounts owed to Facility from 
other sources, equal to one hundred percent of the amount required by this Agreement, 
subject to limitations outlined in the Member Contract.   


3.1.6 Neither MHA, Payors, nor Members shall be liable for payment for any 
health care service that is determined pursuant to the applicable Payor utilization 
management/quality assurance program to not be a Covered Service.  Facility agrees 
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that it shall not seek payment from Member for non-Covered Services unless Facility has 
provided advance written notice to Member that such services shall not be covered and 
has obtained written acknowledgement and agreement from Member to assume 
financial responsibility for such services.  Such written notice must specify the particular 
services that are not covered.  A general statement that all Members may be required to 
sign admission which states that any or all services may not be covered is insufficient 
notice for purposes of this Section.  In the event Facility does not comply with the 
requirements of this Section 3.1.6, Facility shall be required to hold the Member 
harmless in accordance with Section 2.9.  This clause shall survive the termination of this 
Agreement and shall supersede any oral or written agreement heretofore or hereafter 
entered into between Facility and any Member or persons acting on a Member’s behalf. 


3.2 Non-Coventry Company Payors.  When a Coventry Company is not the Payor, 
Payor, not MHA or a Coventry Company, shall have the obligation and liability to Facility with 
respect to any claim or fee for health care services relating to or arising under the Agreement.  
Facility agrees that it shall not file suit against MHA or a Coventry Company as a result of any 
such Payor’s nonpayment.  


4. ELIGIBILITY AND AUTHORIZATION. 


4.1  Eligibility Determination.  Except in the case of provision of Emergency 
Services, prior to: (i) admitting Members as inpatients; and (ii) performing outpatient services 
that are included as Covered Services for Members; Facility shall: 


4.1.1 Contact the applicable Payor or its designee directly, by phone, and 
obtain an authorization number, authorizing the performance of Covered Services and 
confirming the Member’s eligibility to receive Covered Services and any limitations or 
conditions on such Covered Services; and  


4.1.2 Verify the identity of the Member by: (i) requiring the Member to 
produce his/her Identification Card and another form of identification with a photo 
whenever possible; or (ii) if no membership card has yet been issued, two forms of 
identification, at least one of which shall be a photo identification, whenever possible.  If 
Member is a minor, parent's identification will be acceptable if Member's eligibility is 
verified with the applicable Payor as set forth in this section. 


4.2  Emergency Services.  Emergency Services provided on an outpatient basis 
are not included in nor covered under this Agreement.  If a Member is admitted as an 
inpatient, Facility shall notify the applicable Payor of the inpatient admission within the later 
of (i) twenty-four (24)hours of admission or (ii) one (1) business day, and shall provide, in a 
timely manner, clinical information relevant to the circumstances of the admission diagnosis 
and treatment plan.  Notwithstanding the foregoing, notification shall be made as promptly 
as possible upon identification of a Payor as the patient’s health benefit plan/insurer.  
Facility acknowledges and agrees that when a Member is seen in the Facility’s emergency 
room for a mental health or substance abuse condition, Facility’s psychiatric nursing staff 
will be available to assess the Member and communicate descriptive and clinical information 
to the MHNET case manager at no charge.  In no event shall MHNET be responsible for any 
services rendered in the emergency room. 


4.3  Denied Payments.  MHA or a Payor shall not be liable to make any 
payments for Covered Services for which Facility fails to follow the Precertification and 
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eligibility verification (for inpatient or outpatient services) procedures set forth in the 
Agreement and under the applicable Member Contract.  Further, all or a portion of payment 
due Facility may be denied by MHA or a Payor if such payment is specifically attributable to 
Facility’s rendering or ordering:  (i) services that are not Medically Necessary, (ii) elective 
hospitalization not authorized by MHA or the applicable Payor, (iii) services provided other 
than at an authorized level of care, (iv) services that are not Covered Services, or (v) services 
related to complications from a non-Covered Service. 


4.3.1 Facility shall not seek compensation from a Member for performance 
of non-Covered Services, including, without limitation, those services for which Facility 
sought payment from MHA or a Payor, unless the Member so requested in writing Facility 
to render such services and Facility advised the Member of his/her payment 
responsibility prior to rendering any such services. 


4.3.2 If MHA or the applicable Payor determines that a patient is not a 
Member, Facility may collect from the patient any amounts due for services rendered. 


4.3.3 Facility shall promptly notify MHA or the applicable Payor of any 
situation whereby a Member’s care is delayed due to a Facility administrative issue, 
including but not limited to, repair of Facility equipment or lack of weekend staffing.  In 
the event such situation occurs, neither MHA nor the Payor shall be liable to Facility for 
additional inpatient days resulting from the Facility’s administrative delay. 


4.3.4 In the event Facility does not agree with a denial of payment 
determination made, an appeal may be filed in accordance with the appeal procedures 
set forth in either MHA’s or the applicable Payor’s policies and procedures.   


5. TERM AND TERMINATION 


5.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year 
from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically 
renewed for one-year periods unless terminated as set forth below.  Each Product Attachment 
may be terminated in accordance with each Product Attachment. 


5.2 Termination For Cause. 


5.2.1 Breach.  Either Party may terminate the Agreement for the breach of a 
material term, condition or provision of the Agreement, after thirty (30) days prior written 
notice to the other Party, specifying such material breach.  The breaching Party shall 
have a minimum of thirty (30) days or such longer reasonable period agreed to by the 
Parties to correct or cure such material breach.  If the breaching Party fails or refuses to 
cure the material breach within such time, then the non-breaching Party may elect to 
terminate the Agreement effective the last day of the month following the end of the 
notice period.  The remedy herein provided shall not be exclusive of, but shall be in 
addition to, any remedy available at law or in equity to the non-breaching Party.  In the 
event a party contests the claim of breach, the Agreement shall remain in effect until the 
dispute is resolved in accordance with Section 6.3 herein. 


5.2.2 Immediate Termination by MHA.  MHA may immediately terminate this 
Agreement upon written notice for the following reasons:  
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5.2.2.1 Termination, revocation, suspension or other limitation of Facility’s 
license, certification, or accreditation. 


5.2.2.2 Facility’s suspension or termination from participation in Medicare 
or Medicaid. 


5.2.2.3 Termination of Facility’s Professional Liability Insurance. 


5.2.2.4 Conviction of, or plea of no contest to, a felony or any criminal 
charge relating to health care delivery.   


5.2.2.5 MHA determines in good faith that the Facility’s continued 
provision of services to Members may result in, or is resulting in, danger to the 
health, safety or welfare of Members.  Where the danger results from the actions 
of Facility’s staff, contractors or subcontractors, then Facility shall suspend its 
relationship with such staff, contractors, subcontractors upon immediate notice 
from MHA, at least with respect to Members, and if Facility fails to take such 
action, MHA may terminate the Agreement upon ten (10) days notice. 


5.3 Termination Without Cause.  Either party may terminate this Agreement at any 
time with ninety (90) days prior written notice, which termination shall be effective the last day 
of the month following the ninety (90) day notice period. 


5.4 Continuation of Benefits.  Upon termination of the Agreement, Facility shall 
continue to provide Covered Services to Members who are receiving treatment at the time of 
termination or who are hospitalized on the date the Agreement terminates or expires, until the 
course of treatment is completed or through the date of each such Member’s discharge or until 
MHA or the applicable Payor makes reasonable arrangements to have another facility provide 
the service. Such continuation of services shall be made in accordance with the terms and 
conditions of the Agreement as it may be amended and in effect at the time, including but not 
limited to the compensation rates and terms set forth therein.  This Section shall survive 
termination of the Agreement.  


5.5 Insolvency of MHA/Payor.  In the event that MHA or a Payor should become 
insolvent, Facility agrees to provide Covered Services to each Member of the insolvent entity 
until the sooner of: (i) the expiration of the period for which a Member’s premiums have been 
paid to the Payor and, in the case of a Member confined as an inpatient in Facility at the time of 
such expiration, until the time of discharge from Facility; or  (ii) until the Member becomes 
covered under another health benefit plan with similar benefits.  This Section and all other 
sections of the Agreement are subject to the terms and conditions of Sections 2.9 and 5.3 of this 
Agreement. 


 
6. GENERAL REQUIREMENTS 


6.1 Amendments.  MHA may unilaterally amend the Agreement to the extent 
necessary to comply with applicable Federal or State law, regulatory requirements, accreditation 
standards or licensing guidelines or rules (“Regulatory Amendments”).  MHA shall give advance 
written notice to the Facility of such amendment and the effective date of the amendment.  MHA 
may make any other non-Regulatory Amendments to the Agreement by notifying Facility at least 
thirty (30) days prior to the effective date of the amendment.  Facility may reject the amendment 
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upon Facility’s receipt of such notice of amendment, by notifying MHA in writing of such 
rejection within thirty (30) days of notice of such amendment; provided, however, if MHA has not 
received notice of such rejection within that thirty (30) day period, Facility’s silence shall 
constitute acceptance of such amendment.  


6.2 Dispute Resolution and Arbitration.  In the event a dispute between MHA or Payor, 
and Facility arises out of or is related to the Agreement, the Parties involved shall make good 
faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the 
Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends 
written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it 
shall be submitted to binding arbitration in accordance with the commercial rules of the 
American Health Lawyers Association or other nationally recognized alternative dispute 
resolution association acceptable to the applicable Payor.   Any arbitration proceeding under the 
Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have 
no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the 
Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is 
generally administered by a certain Payor or Facility procedures, such as, for example, utilization 
management or quality improvement plan (but not including credentialing procedures), the 
procedures set forth in that plan must be fully exhausted before any right to arbitration under 
this Section may be invoked.  Notwithstanding the foregoing, neither Party shall be precluded 
from seeking injunctive or other equitable relief in court in connection with the enforcement of 
those sections of the Agreement that permit actions for injunctive relief.  Except for such relief 
expressly contemplated by the Agreement, any dispute arising out of the Agreement must be 
submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section 
shall survive termination of the Agreement. 


6.3 Confidentiality.  Facility and MHA and Payors agree to maintain the privacy and 
confidentiality of all information and records regarding Members, including but not limited to 
medical records, in accordance with all State and Federal laws, including regulations 
promulgated under the Health Insurance Portability and Accountability Act.  In addition, each 
Party shall maintain the confidentiality of the financial terms of the Agreement and the 
confidentiality of the other Party’s proprietary information that is not otherwise public 
information, provided MHA or a Payor may disclose reimbursement terms to prospective and 
current employer groups.  Facility shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the privacy and 
confidentiality of all financial terms of the Agreement.  In the event that either Party violates its 
duties under this provision, the other Party may seek injunctive relief. This Section shall survive 
the termination of the Agreement. 


6.4 Names, Symbols, Trademarks.  Except as provided in Section 2.10, MHA, Payors, 
and Facility each reserve the right to and control of the use of their name, symbols, trademarks, 
and service marks presently existing or later established.  In addition, except as provided in 
Section 2.10, neither MHA, Payors, nor Facility shall use the other Party’s name, symbols, 
trademarks, or service marks in advertising or promotional materials or otherwise, without the 
prior written consent of that Party and shall cease any such usage immediately upon written 
notice of the Party or on termination of the Agreement, whichever is sooner.   


6.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a 
period of one (1) year from the date of termination, Facility agrees that Facility will not, within 
the service area of MHA or a Payor solicit, advise or counsel any employer, Payor, or Member to 
disenroll from MHA or Payor or otherwise interfere with MHA’s/Payor’s relationship with 
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Members or any of the foregoing entities.  MHA or the applicable Payor shall be solely 
responsible for notifying Members that Facility is no longer a Participating Facility. Nothing in 
the Agreement shall be construed to prohibit Facility or hospital employees from freely 
communicating with patients regarding: (i) medically necessary and appropriate care with or on 
behalf of a Member, including information regarding the nature of treatment, risks of treatment, 
alternative treatments, or the availability of alternate therapies, consultation or tests, regardless 
of benefit coverage limitations; (ii) the process that MHA or a Payor or any entity contracting with 
MHA or a Payor uses or proposes to use to deny payment for a health care service; or (iii) the 
decision of a Payor to deny payment for a health care service.  In the event that either party 
violates its duties under this provision, the other party may seek injunctive relief.  This Section 
shall survive the termination of the Agreement. 


6.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, 
no third persons or entities are intended to be or are third party beneficiaries of or under the 
Agreement, including, without limitation, Members.  Nothing in the Agreement shall be 
construed to create any liability on the part of MHA, Payors, Facility or their respective directors, 
officers, shareholders, employees or agents, as the case may be, to any such third parties for any 
act or failure to act of any Party hereto. 


6.7 Notice.  Any notice, request, demand or communication required or permitted 
hereunder (“Notices”) shall be given in writing by overnight delivery or certified mail, return 
receipt requested, to the Party to be notified.  All Notices shall be deemed given and received 
three (3) days after mailing to the address specified on the Execution Sheet. 


6.8 Relationship.  None of the provisions of the Agreement is intended to create, nor 
shall be deemed or construed to create any relationship between the Parties hereto other than 
that of independent entities contracting with each other hereunder solely for the purpose of 
effecting the provisions of the Agreement.  Neither Facility nor MHA nor any Payor shall be liable 
to any other Party for any act, or any failure to act, of the other Party to the Agreement.  The 
Parties agree that the Agreement shall be interpreted to be between Facility and whichever 
Payor is a party to the Member Contract under which the Member related to the then instant 
matter in receiving Covered Services.  


6.9 Governing Law.  The Agreement shall be governed by and construed in 
accordance with the laws of the State in which services are being provided without regard to 
such State’s choice of law provisions. 


6.10 Representation by Counsel.  Each Party acknowledges that it has had the 
opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  
In view of the foregoing and notwithstanding any otherwise applicable principles of construction 
or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and 
in the event of any ambiguity, shall not be construed or interpreted against the drafting Party. 


6.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, 
or unenforceable, the validity or enforceability of any other portion shall not be affected. 


6.12 Waiver. The waiver by either Party of any breach or violation of any provision of the 
Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the 
same or other provision. 
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6.13 Assignment.  The Agreement, being intended to secure the services of and be 
personal to the Facility, shall not be assigned or transferred by Facility without the prior written 
consent of MHA.  MHA may assign this Agreement or any or all Product Attachments without the 
consent of Facility to any Coventry Company or any other entity upon thirty (30) days prior written 
notice.  The assignment of a Product Attachment to another entity will have no effect on any 
other Product Attachment in which Facility participates. 


6.14 Indemnification.  Facility agrees to indemnify and hold harmless MHA and all of 
its subsidiaries, affiliates and parent organizations, and their officers, directors, employees, and 
agents, and Payors, and their officers, directors, employees, and agents, from and against any 
and all losses, claims, damages, liabilities and expenses of any kind, including attorney’s fees, 
arising out of any act or omission by Facility, or Facility’s employees or agents, or anyone acting 
under the direction of Facility, in the provision of health care services to Members pursuant to 
this Agreement. 


6.15 Payor Specific Requirements.  The parties recognize that one or more terms of 
this Agreement may need to be altered, added or deleted for a Payor to comply with State laws 
applicable to health maintenance organizations, insurers, preferred provider organizations, third 
party administrators or like entities.  Any State law contractual requirements applicable to 
specific Payors are set forth in Schedule 1.  None of the provisions of Schedule 1 shall apply with 
respect to any Medicare beneficiary enrolled in a Medicare Advantage Product. 


6.16 Product Requirements.  The parties recognize that one or more terms of this 
Agreement may need to be altered, added or deleted for a Payor to comply with contracts it may 
have, directly or indirectly, with a Federal or State Agency, or a particular customer of Payor.  
Such Federal and State programs include, but are not limited to:  managed Medicaid and 
Medicare contracts pursuant to sections 1851 through 1859, 1860D-1 through D-24 (Part D), 
1876, 1903(m), 1115 or 1915 of the Social Security Act; the Federal Employees Health Benefit 
Program; State and local employee benefit plans; and other state benefit programs.  All 
applicable Product requirements are set forth in the Product Attachment applicable to such 
Product. 
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SCHEDULE 1 
 


[INSERT STATE SPECIFIC REQUIREMENTS] 
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MHA PARTICIPATING FACILITY AGREEMENT 
 


COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT 
 


1. Description.  The Commercial Insured/Self-Insured Product includes health 
maintenance organization products, point-of-service (POS) products, and preferred 
provider organization products offered or administered by a Payor.  


The Commercial Insured/Self-Insured Product also includes a managed care product 
offered on a self-insured basis by a person, corporation, partnership, organization, 
association, employer group, union or other entity contracting with a Coventry 
Company to administer such product. 


2. Provision of Covered Services.  Facility agrees to provide Covered Services to 
Members of the Commercial Product on a twenty-four (24) hour per day, seven (7) day 
per week basis. 


3. Payment.  In consideration of Facility’s agreement to perform Covered Services in 
accordance with the Agreement, Facility shall be paid for Covered Services performed 
according to the terms set forth immediately below.   


For the purposes of this Agreement, the day of admission shall be reimbursed 
according to the per diems as set forth below. The day of discharge shall not be 
billable.  Per diems apply only to Members in the Facility at midnight (and who have 
been in the hospital at least twelve hours) of any given day.  Facility stays less than 
twelve hours will be reimbursed at Partial Hospitalization rate.  The lesser of billed 
charges or the per diems set forth below shall apply: 


 
Inpatient Mental Health Services 


Geriatric       $ per diem 
Adult        $ per diem 
Adolescent       $ per diem 
Child        $ per diem 


 
Inpatient Substance Abuse Services 


 Detoxification  Rehabilitation 
Geriatric    $ per diem $ per diem 
Adult     $ per diem $ per diem 
Adolescent    $ per diem $ per diem 
Child     $ per diem $ per diem 


 
Partial Hospitalization 


Full Day       $ per diem 
Half Day (less than 6 hours)     $ per diem 
 


Intensive Structured Outpatient Services    $ per day 
 
For services authorized by the applicable Payor to eligible Members, Facility shall 
receive the above per diems minus applicable deductibles, copayments and 
coinsurance from such Payor.  Facility is solely responsible for collecting deductibles, 
copayments and coinsurance. 
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The Covered Services included in the per diem are as set forth in Exhibit A to this 
Product Attachment.  For services not covered under the per diem or not the 
responsibility of a Coventry Company, Facility shall authorize services in accordance 
with the applicable Payor requirements and shall utilize Participating Providers.  In no 
event shall MHA or a Payor be responsible for payment of any services not identified 
in Exhibit A to this Product Attachment and included in the per diems set forth above. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product 
Attachment shall have the meaning set forth in the General Terms and Conditions.  All 
terms and conditions set forth in the General Terms and Conditions shall be 
incorporated into this Product Attachment.  


5. Assignment.  This Product Attachment may be assigned as set forth in Section 6.13 of 
the Agreement. 


6. Effect of Termination.  In the event this Product Attachment is terminated, such 
termination shall not constitute termination of any other Product Attachment Facility 
has entered into pursuant to the Agreement. 


7. Identification.  Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member 
participates in a Product.  In addition, the identification card will also identify the 
Member’s benefit plan and the telephone number that Facility may call to confirm 
Member’s benefit plan, including any limitations or conditions on Covered Services.  
At such time as the applicable Payor receives an inquiry from Facility regarding a 
Member’s benefit plan or Covered Services, Payor shall use information given by 
Facility to make preliminary benefit decisions.  Payors shall retain the right and sole 
responsibility to determine whether a service is a Covered Service.   
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COMMERCIAL INSURED/SELF-INSURED PRODUCT ATTACHMENT 
EXHIBIT A 


 
 
Mental health and substance abuse hospitalization is covered for Medically Necessary care when 
authorized by the applicable Payor and includes, but is not limited to, the following services 
contained in the all inclusive per diem:  
 


(A) History and physical; 
(B) Room, board and related services; 
(C) Twenty-four (24) hour nursing care; 
(D) Therapy including, but not limited to:  individual, group, recreational, occupational, 


family, etc.; 
(E) All medical tests and procedures, including professional and technical components; 
(F) All laboratory tests, including professional and technical components;  


 (G) ECT, and any associated laboratory services, medications, and professional fees, 
including anesthesia; 


 (H) All medications; 
 (I) Social services; 


(J) Radiographic and imaging procedures (x-ray, MRI, CT, PET, etc.), professional and 
technical components; 


(K) Psychiatric services (including physician fees); 
(L) Psychological services (including psychological testing); and, 
(M) Educational services. 
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MHA PARTICIPATING FACILITY AGREEMENT 
 


NETWORK ACCESS PRODUCT ATTACHMENT 
 


1. Description.  The Network Access product includes third party administrators (TPAs), 
employers, or other insurance carriers, union trusts, business coalitions, or other 
associations who are interested in securing access to our network.  MHA or a Coventry 
Company has entered into network lease and/or rental agreements with these entities.  
Subject to the section “Non-Coventry Company Payors” of the Agreement, MHA does not 
assume the financial liability for any claim or fee for health care services provided to 
Members participating in the Network Access Product.  By participating in the Network 
Access Product, Facility is included in the Enhanced Savings Program offered to some 
Payors to reduce members out of pocket costs for non network services.  The Payor 
identification card for this program will include the First Health logo. 


2. Provision of Covered Services.  Facility agrees to provide Covered Services to Members of 
the Network Access Product on a twenty-four (24) hour per day, seven (7) day per week 
basis. 


3. Payment.  In consideration of Facility’s agreement to perform Covered Services in 
accordance with the Agreement, Facility shall be paid for Covered Services performed 
according to the terms set forth immediately below.  Facility shall comply with all 
applicable federal and state law regarding Facility reimbursement. 


For the purposes of this Agreement, the day of admission shall be reimbursed according 
to the per diems as set forth below. The day of discharge shall not be billable.  Per diems 
apply only to Members in the Facility at midnight (and who have been in the hospital at 
least twelve hours) of any given day.  Facility stays less than twelve hours will be 
reimbursed at Partial Hospitalization rate.  The lesser of billed charges or the per diems 
set forth below shall apply: 


 
Inpatient Mental Health Services 


Geriatric       $ per diem 
Adult        $ per diem 
Adolescent       $ per diem 
Child        $ per diem 


 
Inpatient Substance Abuse Services 


 Detoxification  Rehabilitation 
Geriatric    $ per diem $ per diem 
Adult     $ per diem $ per diem 
Adolescent    $ per diem $ per diem 
Child     $ per diem $ per diem 


 
Partial Hospitalization 


Full Day       $ per diem 
Half Day (less than 6 hours)     $ per diem 
 


Intensive Structured Outpatient Services    $ per day 
 


For services authorized by the applicable Payor to eligible Members, Facility shall receive 
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the above per diems minus applicable deductibles, copayments and coinsurance from 
such Payor.  Facility is solely responsible for collecting deductibles, copayments and 
coinsurance. 


 
The Covered Services included in the per diem are as set forth in Exhibit A to this Product 
Attachment.  For services not covered under the per diem or not the responsibility of a 
Coventry Company, Facility shall authorize services in accordance with the applicable 
Payor requirements and shall utilize Participating Providers.  In no event shall MHA or a 
Payor be responsible for payment of any services not identified in Exhibit A to this 
Product Attachment and included in the per diems set forth above. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment 
shall have the meaning set forth in the General Terms and Conditions.  All terms and 
conditions set forth in the General Terms and Conditions shall be incorporated into this 
Product Attachment. 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 6.13 of 
the Agreement. 


6. Effect of Termination.  In the event this Product Attachment is terminated, such 
termination shall not constitute termination of any other Product Attachment Facility has 
entered into pursuant to the Agreement. 


7. Identification.  Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member participates in 
a Product. 
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NETWORK ACCESS PRODUCT ATTACHMENT 
EXHIBIT A 


 
 
Mental health and substance abuse hospitalization is covered for Medically Necessary care when 
authorized by the applicable Payor and includes, but is not limited to, the following services 
contained in the all inclusive per diem:  
 


(A) History and physical; 
(B) Room, board and related services; 
(C) Twenty-four (24) hour nursing care; 
(D) Therapy including, but not limited to:  individual, group, recreational, occupational, 


family, etc.; 
(E) All medical tests and procedures, including professional and technical components; 
(F) All laboratory tests, including professional and technical components;  


 (G) ECT, and any associated laboratory services, medications, and professional fees, 
including anesthesia; 


 (H) All medications; 
 (I) Social services; 


(J) Radiographic and imaging procedures (x-ray, MRI, CT, PET, etc.), professional and 
technical components; 


(K) Psychiatric services (including physician fees); 
(L) Psychological services (including psychological testing); and, 
(M) Educational services. 
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MHA PARTICIPATING FACILITY AGREEMENT 
 


EMPLOYEE ASSISTANCE PROGRAM PRODUCT ATTACHMENT 
 
1.  Description. The Employee Assistance Program (EAP) product shall mean services 
designed to assist employees, their family members, and employers in finding solutions for 
workplace and personal problems as part of a formal Employee Assistance Program.      
Employee Assistance Program Network (EAPN) includes a provider network so designated by 
applicable Payor for which a Coventry Company has entered into an agreement with a Payor 
whereby the applicable Payor coordinates EAP services and is responsible for claims payment. 
 
2. Provision of Covered Services.  Facility agrees to provide Covered Services to Members of 
the Employee Assistance Product on a twenty-four (24) hour per day, seven (7) day per week 
basis. 


3.  Payment.  In consideration of Facility’s agreement to perform Covered Services in 
accordance with the Agreement, Facility shall be paid for Covered Services performed according 
to the terms set forth immediately below.   


For the purposes of this Agreement, the day of admission shall be reimbursed according to the 
per diems as set forth below. The day of discharge shall not be billable.  Per diems apply only to 
Members in the Facility at midnight (and who have been in the hospital at least twelve hours) of 
any given day.  Facility stays less than twelve hours will be reimbursed at Partial Hospitalization 
rate.  The lesser of billed charges or the per diems set forth below shall apply: 
 


Inpatient Mental Health Services 
Geriatric      $ per diem 
Adult       $ per diem 
Adolescent      $ per diem 
Child       $ per diem 


 
Inpatient Substance Abuse Services 


 Detoxification  Rehabilitation 
Geriatric    $ per diem $ per diem 
Adult     $ per diem $ per diem 
Adolescent    $ per diem $ per diem 
Child     $ per diem $ per diem 


 
Partial Hospitalization 


Full Day       $ per diem 
Half Day (less than 6 hours)     $ per diem 
 


Intensive Structured Outpatient Services    $ per day 
 
For services authorized by the applicable Payor to eligible Members, Facility shall receive the 
above per diems minus applicable deductibles, copayments and coinsurance from such Payor.  
Facility is solely responsible for collecting deductibles, copayments and coinsurance. 
 
The Covered Services included in the per diem are as set forth in Exhibit A to this Product 
Attachment.  For services not covered under the per diem or not the responsibility of a Coventry 
Company, Facility shall authorize services in accordance with the applicable Payor requirements 
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and shall utilize Participating Providers.  In no event shall MHA or a Payor be responsible for 
payment of any services not identified in Exhibit A to this Product Attachment and included in 
the per diems set forth above. 
 
4.         Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment 
shall have the meaning set forth in the General Terms and Conditions.  All terms and conditions 
set forth in the General Terms and Conditions shall be incorporated into this Product Attachment 
with the exception of the following provisions:   


5.        Assignment.  This Product Attachment may be assigned as set forth in Section 5.13 of the 
Agreement. 


6.      Effect of Termination.  Either party may terminate this Product Attachment without cause 
upon ninety (90) days prior written notice to the other party.  In the event this Product 
Attachment is terminated, such termination shall not constitute termination of any other Product 
Attachment Practitioner has entered into pursuant to the Agreement. 
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EMPLOYEE ASSISTANCE PROGRAM PRODUCT ATTACHMENT 
EXHIBIT A 


 
 
Mental health and substance abuse hospitalization is covered for Medically Necessary care when 
authorized by the applicable Payor and includes, but is not limited to, the following services 
contained in the all inclusive per diem:  
 


(A) History and physical; 
(B) Room, board and related services; 
(C) Twenty-four (24) hour nursing care; 
(D) Therapy including, but not limited to:  individual, group, recreational, occupational, 


family, etc.; 
(E) All medical tests and procedures, including professional and technical components; 
(F) All laboratory tests, including professional and technical components;  


 (G) ECT, and any associated laboratory services, medications, and professional fees, 
including anesthesia; 


 (H) All medications; 
 (I) Social services; 


(J) Radiographic and imaging procedures (x-ray, MRI, CT, PET, etc.), professional and 
technical components; 


(K) Psychiatric services (including physician fees); 
(L) Psychological services (including psychological testing); and, 
(M) Educational services. 
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MHA PARTICIPATING FACILITY AGREEMENT 
 


WORKERS’ COMPENSATION PROGRAM PRODUCT ATTACHMENT 
 


1. Description.  The Workers’ Compensation Program product includes network access and 
other services to workers’ compensation insurance carriers, third party administrators 
and other entities and corporations for work related injury or illness and subject to state 
workers’ compensation regulations as required. 


2. Provision of Covered Services.  Facility agrees to provide Covered Services to Members of 
the Workers’ Compensation Program Product on a twenty-four (24) hour per day, seven 
(7) day per week basis. 


3. Payment.  In consideration of Facility’s agreement to perform Covered Services in 
accordance with the Agreement, Facility shall be paid for Covered Services performed 
according to the terms set forth immediately below.   


For the purposes of this Agreement, the day of admission shall be reimbursed according 
to the per diems as set forth below. The day of discharge shall not be billable.  Per diems 
apply only to Members in the Facility at midnight (and who have been in the hospital at 
least twelve hours) of any given day.  Facility stays less than twelve hours will be 
reimbursed at Partial Hospitalization rate.  The lesser of billed charges or the per diems 
set forth below shall apply: 


 
Inpatient Mental Health Services 


Geriatric       $ per diem 
Adult        $ per diem 
Adolescent       $ per diem 
Child        $ per diem 


 
Inpatient Substance Abuse Services 


 Detoxification  Rehabilitation 
Geriatric    $ per diem $ per diem 
Adult     $ per diem $ per diem 
Adolescent    $ per diem $ per diem 
Child     $ per diem $ per diem 


 
Partial Hospitalization 


Full Day       $ per diem 
Half Day (less than 6 hours)     $ per diem 
 


Intensive Structured Outpatient Services    $ per day 
 


For services authorized by the applicable Payor to eligible Members, Facility shall receive 
the above per diems minus applicable deductibles, copayments and coinsurance from 
such Payor.  Facility is solely responsible for collecting deductibles, copayments and 
coinsurance. 


 
The Covered Services included in the per diem are as set forth in Exhibit A to this Product 
Attachment.  For services not covered under the per diem or not the responsibility of a 
Coventry Company, Facility shall authorize services in accordance with the applicable 
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Payor requirements and shall utilize Participating Providers.  In no event shall MHA or a 
Payor be responsible for payment of any services not identified in Exhibit A to this 
Product Attachment and included in the per diems set forth above. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment 
shall have the meaning set forth in the General Terms and Conditions.  All terms and 
conditions set forth in the General Terms and Conditions shall be incorporated into this 
Product Attachment. 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 6.13 of 
the Agreement. 


6. Effect of Termination.  In the event this Product Attachment is terminated, such 
termination shall not constitute termination of any other Product Attachment Facility has 
entered into pursuant to the Agreement. 
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WORKERS’ COMPENSATION PROGRAM PRODUCT ATTACHMENT 
EXHIBIT A 


 
 
Mental health and substance abuse hospitalization is covered for Medically Necessary care when 
authorized by the applicable Payor and includes, but is not limited to, the following services 
contained in the all inclusive per diem:  
 


(A) History and physical; 
(B) Room, board and related services; 
(C) Twenty-four (24) hour nursing care; 
(D) Therapy including, but not limited to:  individual, group, recreational, occupational, 


family, etc.; 
(E) All medical tests and procedures, including professional and technical components; 
(F) All laboratory tests, including professional and technical components;  


 (G) ECT, and any associated laboratory services, medications, and professional fees, 
including anesthesia; 


 (H) All medications; 
 (I) Social services; 


(J) Radiographic and imaging procedures (x-ray, MRI, CT, PET, etc.), professional and 
technical components; 


(K) Psychiatric services (including physician fees); 
(L) Psychological services (including psychological testing); and, 
(M) Educational services. 
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MHA PARTICIPATING FACILITY AGREEMENT 
 


MEDICARE ADVANTAGE PRODUCT ATTACHMENT 


1. Description.  The Medicare Advantage Product means any MA Plan, as described in 42 
C.F.R. § 422.4, including but not limited to, coordinated care plans a private fee-for-
service plans, offered or administered by a Payor when such Payor or Payor’s client is an 
MA organization, as such term is defined in 42 C.F.R. § 422.2; if such Payor has 
contracted with MHA, directly or indirectly, to provide a network for such Medicare 
Advantage Product(s).  For purposes of this Addendum only, “MAO” means a Medicare 
Advantage Organization as defined in 42 C.F.R. § 422.2.  A Payor may be an MAO and/or 
an entity that contracts with an MAO to administer the MAO’s Medicare Advantage 
Product(s).   


2. Provision of Covered Services.  Facility agrees to provide Covered Services to Members of 
the Medicare Advantage Product (“Medicare Advantage Members”) on a twenty-four (24) 
hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Facility’s agreement to perform Covered Services in 
accordance with the Agreement, Facility shall be paid for Covered Services performed 
according to the terms set forth immediately below.   


For the purposes of this Agreement, the day of admission shall be reimbursed according 
to the per diems as set forth below. The day of discharge shall not be billable.  Per diems 
apply only to Members in the Facility at midnight (and who have been in the hospital at 
least twelve hours) of any given day.  Facility stays less than twelve hours will be 
reimbursed at Partial Hospitalization rate.  The lesser of billed charges or the per diems 
set forth below shall apply: 


 
Inpatient Mental Health Services 


Geriatric       $ per diem 
Adult        $ per diem 
Adolescent       $ per diem 
Child        $ per diem 


 
Inpatient Substance Abuse Services 


      Detoxification     Rehabilitation 
Geriatric    $ per diem $ per diem 
Adult     $ per diem $ per diem 
Adolescent    $ per diem $ per diem 
Child     $ per diem $ per diem 


 
Partial Hospitalization 


Full Day       $ per diem 
Half Day (less than 6 hours)     $ per diem 
 


Intensive Structured Outpatient Services    $ per day 
 


For services authorized by the applicable Payor to eligible Members, Facility shall receive 
the above per diems minus applicable deductibles, copayments and coinsurance from 
such Payor.  Facility is solely responsible for collecting deductibles, copayments and 
coinsurance. 
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The Covered Services included in the per diem are as set forth in Exhibit A to this Product 
Attachment.  For services not covered under the per diem or not the responsibility of a 
Coventry Company, Facility shall authorize services in accordance with the applicable 
Payor requirements and shall utilize Participating Providers.  In no event shall MHA or a 
Payor be responsible for payment of any services not identified in Exhibit A to this 
Product Attachment and included in the per diems set forth above. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment 
shall have the meaning set forth in the General Terms and Conditions.  All terms and 
conditions set forth in the General Terms and Conditions shall be incorporated into this 
Product Attachment. 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 6.13 of 
the Agreement. 


6. Effect of Termination.  In the event this Product Attachment is terminated, such 
termination shall not constitute termination of any other Product Attachment Facility has 
entered into with MHA or a Payor pursuant to the Agreement. 


7. Identification.  Payors shall provide an identification card or other indicator of 
participating status which shall identify whether the Member participates in the 
Medicare Advantage Product. 


8. Facility Obligations. 


8.1 Provision of Covered Services.  Facility agrees to provide to Medicare 
Advantage Members the health care services for which Facility is licensed and 
customarily provides in accordance with accepted standards in the community.  Facility 
shall make Covered Services available and accessible to Medicare Advantage Members, 
including telephone access to Facility, on a twenty-four (24) hours, seven (7) days per 
week basis. 


8.2 Federal Fund Obligations.  Facility understands and agrees that payments 
received by MAOs from CMS pursuant to an MAO’s contract with CMS are Federal funds.  
As a result, Facility, by entering into this Agreement and the terms of the Product 
Attachment, is subject to laws applicable to individuals/entities receiving Federal funds, 
including but not limited to, Title VI of the Civil Rights Act of 1964 as implemented by 
regulations at 45 C.F.R. part 84, the Age Discrimination Act of 1975 as implemented by 
regulations at 45 C.F.R. part 91, the Rehabilitation Act of 1973, and the Americans with 
Disabilities Act. 


8.3 Hold Harmless.  Facility agrees that in no event, including, but not limited to, 
nonpayment by an MAO or Payor, or MAO or Payor insolvency or breach of the Agreement 
or this Product Attachment shall Facility bill, charge, collect a deposit from, seek 
compensation, remuneration or reimbursement from, or have any recourse against a 
Medicare Advantage Member or persons other than the MAO or Payor acting on their 
behalf, for services rendered under the Agreement or this Product Attachment.  For 
purposes of this section, services rendered under the Agreement or this Product 
Attachment include those health care services delivered to Medicare Advantage 
Members by any and all health care professionals employed by or independently 
contracted with the Facility.  This section shall not prohibit collection of copayments, 
coinsurance, or deductibles in accordance with the Medicare Advantage Member’s 
Member Contract. 


Facility further agrees that:  (i) this provision shall survive termination of the Agreement 
and/or this Product Attachment, regardless of the cause giving rise to termination and 
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shall be construed to be for the benefit of the Medicare Advantage Member; and (ii) this 
provision supersedes any oral or written contrary agreement now existing or hereafter 
entered into between Facility and a Medicare Advantage Member or a person acting on 
the Member’s behalf. 


8.4 Continuation of Services.  In the event the MAO’s Medicare Advantage 
contract with CMS terminates or MAO becomes insolvent, Facility shall continue to 
provide Covered Services to Medicare Advantage Members who are hospitalized through 
the later of: (a) the date for which premiums were paid, or (b) through the date of 
discharge.  Facility is prohibited by law from billing Medicare Advantage Members for 
such Covered Services.  This provision shall survive the termination of this Agreement or 
Product Attachment, regardless of the reason for termination, including the insolvency of 
the MAO, and shall supersede any oral or written agreement between Facility and a 
Medicare Advantage Member. 


8.5 Policies, Programs & Procedures.  Facility agrees to comply with MAO’s or 
Payor’s, as applicable, policies and procedures (which MAO or Payor shall provide to 
Facility) which operationalize many of the requirements of the Agreement, this Product 
Attachment, and the Medicare Advantage program.  Facility agrees to comply with MAO’s 
and Payor’s quality improvement, administrative processes and procedures, utilization 
review, peer review, grievance procedures, credentialing and recredentialing procedures, 
and any other policies the MAO or Payor may implement, including amendments made to 
the above mentioned policies, procedures and programs from time to time.  In the event 
that an MAO’s or Payor’s policy or procedure conflicts with a provision in the Agreement, 
then the language in the Agreement (including all amendments, exhibits, and 
attachments thereto) shall govern. 


8.6 Maintenance of Records.  Facility shall preserve records applicable to 
Medicare Advantage Members or to MAO’s participation in the Medicare Advantage 
Program, for the longer of: (i) the period of time required by State and Federal law, 
including the period required by Medicare programs and contracts to which MAO is 
subject, or (ii) ten (10) years following the contract year in which Covered Services were 
rendered or from the date of completion of any audit, whichever is longer, or longer if so 
required by CMS. 


8.7 Audit of Records.  For a period of ten (10) years following the termination of 
an MAO’s contract with CMS or completion of an audit of MAO by a federal agency, if 
longer, Facility shall provide access to, permit audit of, and provide copies of records as 
described in Section 8.6 above, and other information (collectively “Records”) to the U.S. 
Department of Justice, the Secretary of the U.S. Department of Health and Human 
Services, the U.S. Comptroller General, CMS, Peer Review Organizations, their designees, 
and such other officials entitled by law or under government-funded programs or 
contracts administered by MAO (collectively, “Government Officials”) as may be 
necessary for compliance by MAO with the provisions of all state and federal laws and 
contractual requirements governing MAO, including, but not limited to, the Medicare 
program.  Unless otherwise agreed to by the parties, any Records requested by 
Government Officials shall be provided to MAO who shall in turn provide them to the 
Government Officials.  Such records shall be available at all reasonable times at Facility’s 
place of business or at some other mutually agreeable location.  


8.8 Subcontractors.  Facility shall require all of its subcontractors, if any, to 
comply with all applicable Medicare laws, regulations and CMS instructions. 


8.8.1 Facility shall include in Facility’s contracts with subcontractors all 
of the contractual and legal obligations required by MAO or the laws, regulations, 
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rules and directions of CMS.  To the extent CMS requires additional provisions to 
be included in such subcontracts, Facility shall amend its contracts accordingly. 


8.8.2 Facility shall ensure that any vendors, subcontractors or other such 
entities that have a need to know the terms of the Agreement also maintain the 
privacy and confidentiality of all financial terms of the Agreement. 


8.8.3 If Facility arranges for the provision of Covered Services from other 
health care providers for Medicare Advantage Members, such contracts shall be 
in writing and shall specify the delegated activities and reporting responsibilities, 
in addition to meeting the requirements described above. 


8.9 Contracts with Excluded Entities.  Facility shall not employ or contract for 
the provision of health care, utilization review, medical social work or administrative 
services with any individual excluded from participation in Medicare under Section 1128 
or 1128A of the Social Security Act.  Facility hereby certifies that no such excluded 
person currently is employed by or under contract with Facility or with any “downstream” 
entity with which Facility contracts relating to the furnishing of these services to 
Medicare Advantage Members.  Facility shall review the Department of Health and 
Human Services Office of the Inspector General (“OIG”) and the General Services 
Administration (“GSA”) exclusion lists for all new employees, independent contractors 
and downstream entities with which Facility contracts and, at least annually, confirm that 
current employees, independent contractors and downstream entities have not been 
excluded, sanctioned, or otherwise barred from participating in the Medicare/Medicaid 
programs. 


8.10 Submission of Encounter Data.  Facility hereby acknowledges that MAOs are 
required to provide CMS and other federal and state regulatory agencies and accrediting 
organizations with encounter data as requested by such agencies and organizations.  
Such data may include medical records and all other data necessary to characterize each 
encounter between Facility and a Medicare Advantage Member.  Facility agrees to 
cooperate with MAOs and to provide MAOs with all such information in such form and 
manner as requested by MAOs. 


8.11 Certification of Data.  Facility recognizes that as a Medicare Advantage 
organization, MAO is required to certify the accuracy, completeness and truthfulness of 
data that CMS requests. Such data include encounter data, payment data, and any other 
information provided to MAO by its contractors and subcontractors.  Facility and its 
subcontractors, if any, hereby certify that any such data submitted to MAO will be 
accurate, complete and truthful.  Upon request, Facility shall make such certification in 
the form and manner prescribed by MAO. 


8.12 Medicare Advantage Member Complaints.  Facility agrees to cooperate with 
MAO in resolving any Medicare Advantage Member complaints related to coverage for 
the provision of Covered Services.  MAO will notify Facility as necessary concerning all 
Medicare Advantage Member complaints involving Facility.  Facility shall, in accordance 
with the Facility’s regular procedures, investigate such complaints and respond to MAO 
in the required time.  Facility shall use best efforts to resolve complaints in a fair and 
equitable manner.   


9. MAO/Payor Obligations. 


 9.1 Fee Schedule.  MAO or Payor shall arrange for Facility to be compensated 
for health care services rendered to Medicare Advantage Members in accordance with 
Section 3 of this Product Attachment.  
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 9.2 Prompt Pay.  In accordance with 42 CFR 422.520(a)(1), MAO or Payor shall 
make best efforts to pay clean claims submitted by Facility for Covered Services provided 
to Medicare Advantage Members within thirty (30) calendar days of receipt.  For purposes 
of this Product Attachment, the term “clean claim” shall have the meaning assigned in 
42 CFR 422.500.  MAO or Payor shall pay interest on clean claims that are not paid 
within thirty (30) calendar days in accordance with 42 CFR § 422.520(a)(2), if applicable.  


10. General Provisions 


10.1 Accountability and Delegation.  To the extent that Facility has been 
delegated any activities or functions which are the responsibility of the MAO, Facility 
shall make such periodic and other reports as reasonably required by MAO and MAO shall 
at all times retain the right to monitor Facility’s performance thereof through its quality 
assurance and improvement programs.  MAO reserves the right to revoke such delegation 
in the event that either MAO or CMS determines that such activities or functions have not 
been performed in a satisfactory manner. 


10.2 Termination.  This Product Attachment may be terminated without cause by 
either party upon sixty (60) days prior written notice.  This Product Attachment shall 
terminate automatically in the event that the underlying Agreement is terminated in 
accordance with Section 5 of the Agreement.   


10.3 Compliance With Government Requirements.  The parties agree to comply 
with all applicable requirements, laws, rules and regulations of CMS, or of any other 
Federal agencies applicable to the Medicare Advantage Program.  To the extent 
applicable, Facility shall comply with the obligations in the contract between CMS and 
MAO governing MAO’s participation in the Medicare Advantage Program.  Any provision 
required to be in this Agreement by the rules and regulations governing the Medicare 
Advantage Program shall bind the parties whether or not provided in this Agreement. 


10.4 Governing Law.  This Product Attachment shall be governed by Federal laws, 
regulations, and agency requirements applicable to the Medicare Advantage Program. In 
the event that changes to the governing laws, regulations, or agency requirements 
applicable to the Medicare Advantage Program occur, the new law, regulation or agency 
requirement shall supersede to the extent required by any such later required changes. 
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MEDICARE ADVANTAGE PRODUCT ATTACHMENT 
EXHIBIT A 


 
 
Mental health and substance abuse hospitalization is covered for Medically Necessary care when 
authorized by the applicable Payor and includes, but is not limited to, the following services 
contained in the all inclusive per diem:  
 


(A) History and physical; 
(B) Room, board and related services; 
(C) Twenty-four (24) hour nursing care; 
(D) Therapy including, but not limited to:  individual, group, recreational, occupational, 


family, etc.; 
(E) All medical tests and procedures, including professional and technical components; 
(F) All laboratory tests, including professional and technical components;  


 (G) ECT, and any associated laboratory services, medications, and professional fees, 
including anesthesia; 


 (H) All medications; 
 (I) Social services; 


(J) Radiographic and imaging procedures (x-ray, MRI, CT, PET, etc.), professional and 
technical components; 


(K) Psychiatric services (including physician fees); 
(L) Psychological services (including psychological testing); and, 
(M) Educational services. 
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MHA PARTICIPATING FACILITY AGREEMENT 
 


MEDICAID PRODUCT ATTACHMENT FOR THE STATE OF [INSERT STATE] 
 


1. Description.  The Medicaid product includes the managed Medicaid health benefit plan(s) 
for the state of [INSERT STATE NAME], administered directly by a Payor if such Payor has 
contracted with MHA, directly or indirectly, to provide a network for such managed 
Medicaid health benefit plan(s). 


2. Provision of Covered Services.  Facility agrees to provide Covered Services to Members of 
the Medicaid Product on a twenty-four (24) hour per day, seven (7) day per week basis. 


3. Payment.  In consideration of Facility’s agreement to perform Covered Services in 
accordance with the Agreement, Facility shall be paid for Covered Services performed 
according to the terms set forth immediately below.   


For the purposes of this Agreement, the day of admission shall be reimbursed according 
to the per diems as set forth below. The day of discharge shall not be billable.  Per diems 
apply only to Members in the Facility at midnight (and who have been in the hospital at 
least twelve hours) of any given day.  Facility stays less than twelve hours will be 
reimbursed at Partial Hospitalization rate.  The lesser of billed charges or the per diems 
set forth below shall apply: 


 
Inpatient Mental Health Services 


Geriatric       $ per diem 
Adult        $ per diem 
Adolescent       $ per diem 
Child        $ per diem 


 
Inpatient Substance Abuse Services 


 Detoxification  Rehabilitation 
Geriatric    $ per diem $ per diem 
Adult     $ per diem $ per diem 
Adolescent    $ per diem $ per diem 
Child     $ per diem $ per diem 


 
Partial Hospitalization 


Full Day       $ per diem 
Half Day (less than 6 hours)     $ per diem 
 


Intensive Structured Outpatient Services    $ per day 
 


For services authorized by the applicable Payor to eligible Members, Facility shall receive 
the above per diems minus applicable deductibles, copayments and coinsurance from 
such Payor.  Facility is solely responsible for collecting deductibles, copayments and 
coinsurance. 


 
The Covered Services included in the per diem are as set forth in Exhibit A to this Product 
Attachment.  For services not covered under the per diem or not the responsibility of a 
Coventry Company, Facility shall authorize services in accordance with the applicable 
Payor requirements and shall utilize Participating Providers.  In no event shall MHA or a 
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Payor be responsible for payment of any services not identified in Exhibit A to this 
Product Attachment and included in the per diems set forth above. 


4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment 
shall have the meaning set forth in the General Terms and Conditions.  All terms and 
conditions set forth in the General Terms and Conditions shall be incorporated into this 
Product Attachment to the extent such terms do not conflict with the terms set forth in 
this Product Attachment. 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 6.13 of 
the Agreement. 


6. Effect of Termination.  In the event this Product Attachment is terminated, such 
termination shall not constitute a termination of any other Product Attachment Facility 
has entered into pursuant to the Agreement. 


7. Identification.  Payors shall provide an identification card or other indicator of 
participating status to Members which shall identify whether the Member participates in 
a Product.  In addition, the identification card will also identify the Member’s benefit plan 
and the telephone number that Facility may call to confirm Member’s benefit plan, 
including any limitations or conditions on Covered Services.  At such time as Payor 
receives an inquiry from Facility regarding a Member’s benefit plan or Covered Services, 
Payor shall use information given by Facility to make preliminary benefit decisions.  
Payors shall retain the right and sole responsibility to determine whether a service is a 
Covered Service.   


State Medicaid Plans.  The [INSERT NAME OF STATE] state Medicaid program requires 
that certain provisions be included in this Agreement with respect to such Managed 
Medicaid health plan benefits, those requirements are as follows: 


[INSERT MEDICAID REQUIRED PROVISIONS FOR THE APPLICABLE STATE.]
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 MEDICAID PRODUCT ATTACHMENT 
EXHIBIT A 


 
 
Mental health and substance abuse hospitalization is covered for Medically Necessary care when 
authorized by the applicable Payor and includes, but is not limited to, the following services 
contained in the all inclusive per diem:  
 


(A) History and physical; 
(B) Room, board and related services; 
(C) Twenty-four (24) hour nursing care; 
(D) Therapy including, but not limited to:  individual, group, recreational, occupational, 


family, etc.; 
(E) All medical tests and procedures, including professional and technical components; 
(F) All laboratory tests, including professional and technical components;  


 (G) ECT, and any associated laboratory services, medications, and professional fees, 
including anesthesia; 


 (H) All medications; 
 (I) Social services; 


(J) Radiographic and imaging procedures (x-ray, MRI, CT, PET, etc.), professional and 
technical components; 


(K) Psychiatric services (including physician fees); 
(L) Psychological services (including psychological testing); and, 
(M) Educational services. 
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MHA PARTICIPATING FACILITY AGREEMENT 
 


AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
PRODUCT ATTACHMENT 


 
1. Description.  The Automobile Insurance Managed Care Services includes network access 


and other services to auto insurance carriers, third party administrators and other entities 
and corporations for Member injuries resulting from auto accidents for which coverage is 
provided under relevant Member Contracts. 


2. Provision of Covered Services.  Facility agrees to provide Covered Services to Members of 
the Automobile Insurance Managed Care Services on a twenty-four (24) hour per day, 
seven (7) day per week basis. 


 
3. Payment.  In consideration of Facility’s agreement to perform Covered Services in 


accordance with the Agreement, Facility shall be paid for Covered Services performed 
according to the terms set forth immediately below.   


For the purposes of this Agreement, the day of admission shall be reimbursed according 
to the per diems as set forth below. The day of discharge shall not be billable.  Per diems 
apply only to Members in the Facility at midnight (and who have been in the hospital at 
least twelve hours) of any given day.  Facility stays less than twelve hours will be 
reimbursed at Partial Hospitalization rate.  The lesser of billed charges or the per diems 
set forth below shall apply: 


 
Inpatient Mental Health Services 


Geriatric       $ per diem 
Adult        $ per diem 
Adolescent       $ per diem 
Child        $ per diem 


 
Inpatient Substance Abuse Services 


 Detoxification  Rehabilitation 
Geriatric    $ per diem $ per diem 
Adult     $ per diem $ per diem 
Adolescent    $ per diem $ per diem 
Child     $ per diem $ per diem 


 
Partial Hospitalization 


Full Day       $ per diem 
Half Day (less than 6 hours)     $ per diem 
 


Intensive Structured Outpatient Services    $ per day 
 


For services authorized by the applicable Payor to eligible Members, Facility shall receive 
the above per diems minus applicable deductibles, copayments and coinsurance from 
such Payor.  Facility is solely responsible for collecting deductibles, copayments and 
coinsurance. 


 
The Covered Services included in the per diem are as set forth in Exhibit A to this Product 
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Attachment.  For services not covered under the per diem or not the responsibility of a 
Coventry Company, Facility shall authorize services in accordance with the applicable 
Payor requirements and shall utilize Participating Providers.  In no event shall MHA or a 
Payor be responsible for payment of any services not identified in Exhibit A to this 
Product Attachment and included in the per diems set forth above. 


 
4. Other Terms and Conditions.  All terms not otherwise defined in this Product Attachment 


shall have the meaning set forth in the General Terms and Conditions.  All terms and 
conditions set forth in the General Terms and Conditions shall be incorporated into this 
Product Attachment. 


5. Assignment.  This Product Attachment may be assigned as set forth in Section 6.13 of 
the Agreement. 


6. Effect of Termination.  Either party may terminate this Product Attachment without cause 
upon ninety (90) days prior written notice to the other party.  In the event this Product 
Attachment is terminated, such termination shall not constitute termination of any other 
Product Attachment Facility has entered into with a Coventry Company pursuant to the 
Agreement. 
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AUTOMOBILE INSURANCE MANAGED CARE SERVICES 
EXHIBIT A 


 
 
Mental health and substance abuse hospitalization is covered for Medically Necessary care when 
authorized by the applicable Payor and includes, but is not limited to, the following services 
contained in the all inclusive per diem:  
 


(A) History and physical; 
(B) Room, board and related services; 
(C) Twenty-four (24) hour nursing care; 
(D) Therapy including, but not limited to:  individual, group, recreational, occupational, 


family, etc.; 
(E) All medical tests and procedures, including professional and technical components; 
(F) All laboratory tests, including professional and technical components;  


 (G) ECT, and any associated laboratory services, medications, and professional fees, 
including anesthesia; 


 (H) All medications; 
 (I) Social services; 


(J) Radiographic and imaging procedures (x-ray, MRI, CT, PET, etc.), professional and 
technical components; 


(K) Psychiatric services (including physician fees); 
(L) Psychological services (including psychological testing); and, 
(M) Educational services. 


 
 







AMENDMENT TO 
FACILITY NETWORK PARTICIPATION AGREEMENT 


BETWEEN  
MENTAL HEALTH ASSOCIATES, INC. 


AND 
FACILITY 


 
 THIS AMENDMENT to the Facility Network Participation Agreement is 
entered into and effective as of the ___ day of October, 2012, by and between [INSERT 
FACILITY NAME] (“Facility”), and Mental Health Associates, Inc. (hereinafter 
“MHA”). 
 
 WHEREAS, Facility and MHA have entered into the Facility Network 
Participation Agreement (the “Agreement”); and 
 
 WHEREAS, Facility and MHA desire to amend the Agreement to modify the 
contract provisions as herein noted. 
 
 NOW THEREFORE, in consideration of the mutual promises and covenants 
contained in the Agreement and this Amendment, the receipt and sufficiency of which is 
hereby acknowledged, the parties hereto agree to amend the Agreement. 
 


1. The State of Nevada Medicaid Product Attachment attached hereto is 
hereby added to the Agreement. 


 
2. Except as modified by the terms of this Amendment, all terms and 


conditions of the Agreement and all Exhibits, Amendments and 
Attachments thereto shall remain in full force and effect. 


 
3. All capitalized terms not otherwise defined herein shall have the 


meanings given to such terms in the Agreement. 
   
MENTAL HEALTH ASSOCIATES, INC. [INSERT FACILITY NAME]
  
By:___________________________   By:___________________________ 
 
Title: _________________________   Title:_________________________ 
 
Date: _________________________   Date:_________________________ 







COVENTRYCARES OF NEVADA 


NEVADA MEDICAID PRODUCT ATTACHMENT 
 
The provisions of this Nevada Medicaid Product Attachment supersede any language to 
the contrary which may appear elsewhere in the Agreement.  When providing health care 
services to Altius Health Plan, Inc. (“Altius”) Members enrolled in the Nevada Medicaid 
program, Facility agrees to abide by all of the following specific terms and conditions. 
 


1. Description.  The Nevada Medicaid Product includes the Medicaid health benefit 
plan(s) underwritten and administered directly by Altius Health Plans, Inc. 
(“Altius”) currently referred to as CoventryCares of Nevada.  
 


2. Provision of Covered Services.  Facility agrees to provide Covered Services to 
Members enrolled in the Medicaid Product on a twenty-four (24) hour per day, 
seven (7) day per week basis. 


 
3. Effect of Termination.  In the event this Product Attachment is terminated, such 


termination shall not constitute termination of any other Product Attachment that 
Facility has entered into pursuant to the Agreement. 


 
4. Identification.  Altius shall provide an identification card or other indicator of 


participating status which shall identify whether the Member participates in 
Medicaid. 


 
5. Access to Records. All records, books, and papers of Facility pertaining to 


Members, including without limitation, records, books and papers relating to 
professional and ancillary care provided to Members, including any and all 
medical records, and financial, accounting and administrative records, books and 
papers, shall be open for access, inspection and copying by Altius and/or MHA, 
its designee and/or authorized State or Federal authorities for a period of no less 
than ten (10) years from the date of service during Facility’s normal business 
hours. 


 
6. Assignment.  The Agreement, being intended to secure the services of and be 


personal to Facility, shall not be assigned or transferred by Facility without the 
prior written consent of Altius and MHA.  Altius and/or MHA may assign this 
Product without the consent of Facility to any affiliate or any other entity upon 
thirty (30) days prior written notice.  The assignment of this Product to another 
entity will have no effect on any other Product in which Facility participates. 


 







7. Medically Necessary.  For purposes of the Nevada Medicaid Product, the term 
“Medically Necessary” shall be defined as follows:  


 
“Medically Necessary” items and services must have been established as safe and 
effective as determined by Nevada Medicaid.  The items and services must be: 


 
(i) Consistent with the symptoms or diagnosis of the illness or injury under 


treatment; 
 
(ii) Necessary and consistent with generally accepted professional medical 


standards;  
 
(iii)Not furnished for the convenience of the recipient, the attending physician, 


the caregiver, or to the physician supplier; and, 
 
(iv) Furnished at the most appropriate level that can be provided safely and 


effectively to the recipient. The items and services must be appropriate 
and necessary for the diagnosis or treatment of an illness or an injury, or to 
improve the functioning of a malformed body part. 


 
The items and services must be reasonable and necessary for the diagnosis or 
treatment of an illness or injury or to improve the functioning of a malformed 
body member. 


 
8.  Payment. In consideration of Facility’s agreement to perform Covered 


Services in accordance with the Agreement and this Product Attachment, Facility 
agrees to accept as payment in full for all Covered Services, the lesser of billed 
charges or [xxx%] of the then current CoventryCares of Nevada Medicaid Fee 
Schedule. 


 
9. Amendment.  Altius and/or MHA may unilaterally amend this Product 


Attachment to the extent necessary to comply with applicable Federal or State 
law, regulatory requirements, accreditation standards or licensing guidelines or 
rules.  Altius and/or MHA shall give advance written notice to Facility of such 
amendment and the effective date of the amendment. Altius and/or MHA may      
make any other non-Regulatory Amendments to this Product Attachment by 
notifying Facility at least thirty (30) days prior to the effective date of the 
amendment. Facility may reject the amendment upon Facility’s receipt of such 
notice of amendment, by notifying Altius and/or MHA in writing of such 
rejection within thirty (30) days of notice of such amendment; provided, however, 
if Altius and/or MHA has not received notice of such rejection within that thirty 
(30) day period, Facility’s silence shall constitute acceptance of such amendment.    


 
10. Other Terms and Conditions.  All terms not otherwise defined in this Nevada 


Medicaid Product Attachment shall have the meaning set forth in the Agreement.  
All terms and conditions set forth in the Agreement shall be incorporated into this 







Product Attachment to the extent they do not conflict with this Product 
Attachment or applicable state/federal law.   
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Week Ending
Claims 


Processed Total Pay
% Paid within 


15 days


Paid 
within 15 


Days
% Paid within 


30 days


Paid 
within 


30 Days


Paid 
after 45 


Days % Paid after 45 days Total Pends DOH AA AA % EDI EDI % Total # Calls
Calls 


Answered
% Calls 


Answered
Calls 


Abandoned
Abandoned 


Rate ACS ASA
Beginning 
Inventory


Ending 
Inventory Fatals Received


TSF(Telephone 
Service Level) Phone Quality


Combined 
Payment Acc


Combined 
Financial Acc


Overall 
Acc


1/7/2012 19,964 1,312,515 85.71% 17,112 97.98% 19,560 0 0.00% 11,325 3.59 10,329 51.74% 11,067 55.43% 2,249 2,231 99.20% 18 0.80% 971 21 15,227 12,426 0 17,186 80.00% 97.74%
1/14/2012 24,935 2,416,879 86.99% 21,690 98.73% 24,619 0 0.00% 10,888 3.38 13,606 54.57% 13,916 55.81% 3,034 2,993 98.65% 41 1.35% 907 22 12,426 10,830 0 23,403 78.72% 97.29%
1/21/2012 21,517 981,474 92.09% 19,814 98.91% 21,282 0 0.00% 11,055 3.37 13,133 61.04% 13,883 64.52% 2,649 2,608 98.45% 41 1.55% 1,182 27 10,830 13,351 0 23,763 76.92% 98.06%
1/28/2012 26,702 1,661,293 88.14% 23,534 97.32% 25,986 0 0.00% 10,761 3.19 17,507 65.56% 15,792 59.14% 2,930 2,890 98.63% 40 1.37% 1,458 21 13,351 14,358 0 27,433 78.76% 97.88%


Total January 93,118 6,372,161 88.22% 82,150 98.21% 91,447 0 0.00% 44,029 3.38 54,575 58.61% 54,658 58.70% 10,862 10,722 98.71% 140 1.29% 23 0 91,785 78.56% 97.74% 95.73% 97.63% 93.01%


2/4/2012 24,270 1,180,720 93.64% 22,727 99.08% 24,046 0 0.00% 10,689 3.14 15,952 65.73% 14,945 61.58% 2,803 2,762 98.54% 41 1.46% 1,254 26 14,358 13,705 0 23,821 76.43% 97.47%
2/11/2012 28,306 1,836,279 94.22% 26,669 99.37% 28,129 0 0.00% 10,704 3.03 18,038 63.73% 17,208 60.79% 2,830 2,781 98.27% 49 1.73% 1,619 30 13,705 12,458 0 26,694 73.86% 96.91%
2/18/2012 25,852 1,111,707 90.28% 23,338 99.21% 25,649 0 0.00% 10,664 3.24 18,191 70.37% 15,566 60.21% 2,785 2,753 98.85% 32 1.15% 1,340 13 13,705 13,693 0 25,754 86.85% 95.82%
2/25/2012 22,469 1,524,852 89.31% 20,067 98.97% 22,238 0 0.00% 10,653 2.89 14,723 65.53% 12,511 55.68% 2,810 2,772 98.65% 38 1.35% 1,429 23 13,693 15,637 0 24,324 78.07% 97.89%


3/3/2012 25,259 1,146,446 92.06% 23,254 98.89% 24,979 0 0.00% 10,439 2.80 14,773 58.49% 15,291 60.54% 2,793 2,765 99.00% 28 1.00% 1,097 27 15,637 13,018 0 22,972 76.86% 97.57%
Total February 126,156 6,800,004 91.99% 116,055 99.12% 125,041 0 0.00% 53,149 3.02 81,677 64.74% 75,521 59.86% 14,021 13,833 98.66% 188 1.34% 24 0 123,565 78.40% 97.13% 96.62% 98.30% 91.86%


3/10/2012 27,275 1,789,714 90.45% 24,669 98.89% 26,971 0 0.00% 10,293 2.75 18,812 68.97% 16,569 60.75% 2,728 2,703 99.08% 25 0.92% 2,064 17 13,018 14,726 0 28,016 82.09% 97.22%
3/17/2012 27,941 1,269,194 91.34% 25,520 99.20% 27,717 0 0.00% 10,335 2.96 18,187 65.09% 16,489 59.01% 2,657 2,627 98.87% 30 1.13% 1,440 23 14,726 15,784 0 29,623 79.48% 95.82%
3/24/2012 26,693 2,093,270 92.31% 24,639 98.95% 26,412 0 0.00% 10,312 2.67 17,041 63.84% 15,830 59.30% 2,610 2,585 99.04% 25 0.96% 1,483 17 15,784 16,639 0 27,505 81.12% 97.40%
3/31/2012 26,606 2,145,732 86.17% 22,927 96.17% 25,587 0 0.00% 10,254 2.72 16,405 61.66% 14,358 53.97% 2,512 2,490 99.12% 22 0.88% 1,277 14 16,639 15,929 0 26,102 84.78% 98.90%


Total March 108,515 7,297,910 90.08% 97,755 98.32% 106,687 0 0.00% 41,194 2.82 70,445 64.92% 63,246 58.28% 10,507 10,405 99.03% 102 0.97% 19 0 111,246 81.83% 97.33% 96.67% 95.24% 93.39%


4/7/2012 26,464 1,493,333 84.79% 22,438 97.93% 25,915 0 0.00% 10,274 2.79 16,105 60.86% 16,069 60.72% 2,433 2,414 99.22% 19 0.78% 1,079 17 15,929 15,986 0 26,719 84.13% 98.16%
4/14/2012 25,088 1,635,719 93.41% 23,434 99.15% 24,875 0 0.00% 10,546 2.79 14,232 56.73% 14,438 57.55% 2,628 2,605 99.12% 23 0.88% 1,428 18 15,986 15,361 0 24,114 81.88% 97.28%
4/21/2012 36,241 2,175,683 87.74% 31,797 91.62% 33,204 0 0.00% 10,414 2.81 21,639 59.71% 24,329 67.13% 2,688 2,656 98.81% 32 1.19% 996 22 15,986 18,243 0 38,581 78.81% 98.47%
4/28/2012 34,408 1,966,888 85.51% 29,424 92.38% 31,787 0 0.00% 10,324 2.75 16,973 49.33% 21,235 61.72% 2,407 2,381 98.92% 26 1.08% 1,647 23 18,243 15,228 0 30,742 78.62% 97.20%


Total April 122,201 7,271,623 87.64% 107,093 94.75% 115,781 0 0.00% 41,558 2.79 68,949 56.42% 76,071 62.25% 10,156 10,056 99.02% 100 0.98% 20 0 120,156 80.84% 97.78% 96.97% 98.35% 92.82%


5/5/2012 28,288 1,998,470 93.73% 26,514 98.84% 27,961 0 0.00% 10,363 2.79 16,082 56.85% 17,140 60.59% 2,432 2,404 98.85% 28 1.15% 1,627 21 15,228 15,349 0 28,429 79.74% 98.74%
5/12/2012 24,066 1,378,589 94.02% 22,627 98.29% 23,655 0 0.00% 10,369 2.83 16,062 66.74% 16,008 66.52% 2,528 2,494 98.66% 34 1.34% 1,075 25 15,349 15,445 0 24,714 70.61% 98.77%
5/19/2012 35,881 1,760,449 86.90% 31,182 98.21% 35,238 0 0.00% 11,098 2.74 20,665 57.59% 22,823 63.61% 2,557 2,525 98.75% 32 1.25% 1,381 26 15,445 16,887 0 37,017 76.75% 98.32%
5/26/2012 33,642 1,867,138 96.85% 32,583 99.42% 33,446 0 0.00% 10,994 2.69 19,394 57.65% 23,277 69.19% 2,429 2,399 98.76% 30 1.24% 1,050 22 16,887 14,460 0 31,546 78.45% 97.90%


6/2/2012 30,041 1,693,526 93.11% 27,971 99.25% 29,815 0 0.00% 10,601 2.67 18,827 62.67% 21,991 73.20% 1,987 1,957 98.49% 30 1.51% 1,198 16 14,460 17,437 0 32,870 82.88% 98.01%
Total May 151,918 8,698,172 92.73% 140,877 98.81% 150,115 0 0.00% 53,425 2.74 91,030 59.92% 101,239 66.64% 11,933 11,779 98.71% 154 1.29% 22 0 154,576 77.42% 98.35% 97.72% 98.40% 92.92%


6/9/2012 33,250 1,871,215 92.34% 30,702 98.66% 32,806 0 0.00% 10,368 2.59 17,873 53.75% 22,691 68.24% 2,280 2,265 99.34% 15 0.66% 800 15 17,437 13,237 0 29,448 82.74% 98.70%
6/16/2012 30,235 1,730,577 93.29% 28,207 97.31% 29,421 0 0.00% 10,424 2.78 17,253 57.06% 18,072 59.77% 2,464 2,447 99.31% 17 0.69% 1,027 11 17,437 17,134 0 30,103 87.13% 97.50%
6/23/2012 29,383 1,622,061 96.51% 28,357 98.74% 29,013 0 0.00% 10,614 2.17 13,427 45.70% 17,762 60.45% 2,372 2,348 98.99% 24 1.01% 366 20 17,134 13,506 0 26,416 79.60% 98.20%
6/30/2012 26,610 1,574,488 93.65% 24,919 99.26% 26,414 0 0.00% 10,532 2.36 14,191 53.33% 16,520 62.08% 2,108 2,091 99.19% 17 0.81% 790 18 13,506 14,444 0 27,124 83.55% 98.00%


Total June 119,478 6,798,341 93.90% 112,185 98.47% 117,654 0 0.00% 41,938 2.53 62,744 52.52% 75,045 62.81% 9,224 9,151 99.21% 73 0.79% 17 0 113,091 83.29% 98.10% 97.24% 96.71% 92.07%


7/7/2012 25,700 1,788,303 91.84% 23,603 97.44% 25,041 0 0.00% 10,581 2.18 13,554 52.74% 16,140 62.80% 1,682 1,659 98.63% 23 1.37% 1,663 24 14,444 13,615 0 23,998 78.78% 96.40%
7/14/2012 36,267 1,534,324 97.13% 35,225 99.37% 36,038 0 0.00% 10,519 2.04 22,572 62.24% 26,574 73.27% 2,381 2,350 98.70% 31 1.30% 1,739 24 13,615 12,026 0 34,602 78.77% 97.60%
7/21/2012 31,363 1,750,695 95.34% 29,902 98.14% 30,780 0 0.00% 10,369 2.04 16,784 53.52% 18,877 60.19% 2,379 2,359 99.16% 20 0.84% 680 17 12,026 8,896 0 29,292 83.30% 98.30%
7/28/2012 21,953 1,578,654 94.34% 20,710 98.07% 21,530 0 0.00% 10,280 1.71 13,851 63.09% 12,758 58.12% 2,401 2,376 98.96% 25 1.04% 1,117 23 8,896 10,568 0 23,188 82.28% 98.00%


Total July 115,283 6,651,976 94.93% 109,440 98.36% 113,389 0 0.00% 41,749 2.10 66,761 57.91% 74,349 64.49% 8,843 8,744 98.88% 99 1.12% 21 0 111,080 80.95% 97.58% 96.45% 92.99% 91.35%


8/4/2012 22,870 1,698,522 96.31% 22,025 98.91% 22,621 0 0.00% 10,426 2.05 14,772 64.59% 14,746 64.48% 2,339 2,327 99.49% 12 0.51% 603 11 10,568 12,604 0 25,420 88.14% 96.78%
8/11/2012 28,038 1,869,079 94.43% 26,477 98.66% 27,662 0 0.00% 10,504 2.59 16,613 59.25% 17,976 64.11% 2,165 2,145 99.08% 20 0.92% 2,712 10 12,604 15,600 0 28,925 89.70% 97.67%
8/18/2012 31,754 1,799,407 90.52% 28,745 97.53% 30,970 0 0.00% 10,694 2.24 18,493 58.24% 21,164 66.65% 2,165 2,145 99.08% 20 0.92% 1,560 10 15,600 13,448 0 30,754 89.70% 97.99%
8/25/2012 24,739 1,869,450 89.03% 22,024 99.13% 24,525 0 0.00% 10,762 2.51 16,389 66.25% 14,712 59.47% 2,170 2,168 99.91% 2 0.09% 1,028 2 13,448 14,543 0 26,366 97.14% 98.51%


9/1/2012 27,473 1,793,277 85.86% 23,587 98.87% 27,162 0 0.00% 10,417 2.29 15,714 57.20% 17,010 61.92% 2,228 2,211 99.24% 17 0.76% 1,315 16 14,543 13,082 0 25,725 85.17% 97.69%
Total August 134,874 9,029,735 91.09% 122,858 98.57% 132,940 0 0.00% 52,803 2.34 81,981 60.78% 85,608 63.47% 11,067 10,996 99.36% 71 0.64% 10 0 137,190 89.93% 97.73%


YTD 971,543 58,919,922 91.44% 888,413 98.10% 953,054 0 0.00% 369,845 578,162 59.51% 605,737 62.35% 86,613 85,686 98.93% 927 1.07% 19 0 962,689 81.40% 97.72% 96.79% 97.01% 92.47%
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Reference: 
 


Subject: File handling Internal Reference Id: R-103 
Department:  Recovery Effective Date: 1/1/2012 
Approved On: 1/1/2012 Revised Date:  
 
 


Page 1 of 1 


Policy 
 
It is First Recovery Group’s policy that members of the Recovery Department handle files within 
the guidelines of state and federal regulations.   They must place all associated parties on 
notice of our client’s right of recovery. During the course of handling the file, they must ensure 
that the associated claims on a file are related to the incident, and negotiate the maximum 
recovery possible within legal and client guidelines and/or funds available.  
 
 
Procedure 
 
Once a file is assigned to a member of the Recovery Department, they are required to review 
the claims for the member and include all claims related to the incident in the lien total. They are 
then required to contact the associated parties, informing them of the lien. The claims in the file 
will include all paid and adjusted claims received from the client. These will encompass medical, 
dental, pharmacy, durable medical equipment claims, and any other classification for which the 
client retains the risk and has a right to recovery. 
 
Protected Health Information (PHI) cannot be sent unless a valid medical authorization is 
received. When supplying claim details, only the minimum necessary information must be used 
in the course of the subrogation process. Copies of all faxes sent through our SubroMAX® 
system are automatically linked to the file and the status of the transmission is logged in the 
notes. 
 
While negotiating the settlement amount, system controls are in place to limit the ability of the 
staff to accept settlements outside the agreed upon reduction limits set forth in our client 
contracts. Staff members must receive approval from a Recovery Attorney Team Lead and/or 
the Vice President, Recovery for anything outside the allowed amount. As agreed upon with the 
client, a settlement recommendation memo may need to be sent for approval. This memo must 
contain the file details and reason for the recommendation.  
 
Recoveries cannot be entered or altered by Recovery Department personnel into the system. All 
received funds are handled solely within the Finance Department. Additionally, system controls 
exist to prevent the assigned employee from closing their own files. All files can only be closed 
by a Manager or Team Lead. Prior to closing the file, the individual must select the appropriate 
closing reason that is logged in the system. Finance may close a file when assigning the 
recovery as long as it matches the agreed amount on the file.  
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PETER HARRIS, M.D., PH.D.
CORPORATE MEDICAL DIRECTOR


MALAIKA VASILIADIS, LMHC
REGIONAL EXECUTIVE


DIRECTOR, NSC ORLANDO


SCOTT FREDERICK, PH.D.
REGIONAL EXECUTIVE


DIRECTOR, NSC ST. LOUIS


UTILIZATION MANAGEMENT


QUALITY
MANAGEMENT


APPEALS


REGULATORY
COMPLIANCE


ACCOUNTING


FINANCE


UNDERWRITING


BILL SCHEERER, CPA
CONTROLLER


TIM NOLAN
CEO


NATIONAL SERVICE CENTERS


EMPLOYER SERVICE
ACCOUNTS


HEALTH PLAN
ACCOUNTS


TRACY FIGUEREDO
NATIONAL DIRECTOR, 


ACCOUNT MANAGEMENT


TALITHA APPENZELLER
VICE PRESIDENT OF


OPERATIONS


TRAINING


OPERATIONS
SUPPORT


SALES


MARKETING


PRODUCT
DEVELOPMENT


ACCOUNT
FULFILLMENT


MARC BLEVENS, MHP
DIRECTOR OF


STRATEGIC MARKETING


REPORTING


JACKI ROSCHBACH, MSS
NATIONAL DIRECTOR, 


QUALITY MANAGEMENT


CHRIS SLOCUM, LCSW, MBA
REGIONAL EXECUTIVE


DIRECTOR, NSC AUSTIN/ESD


KIM RICHARDSON, LMHC
REGIONAL EXECUTIVE


DIRECTOR, COVENTRYCARES
OF KENTUCKY


KEVIN MIDDLETON, PSY.D.
PRESIDENT AND


CHIEF OPERATING OFFICER


REGIONAL MEDICAL
DIRECTORS


NETWORK
DEVELOPMENT


CREDENTIALING


PROVIDER
RELATIONS


MARC BESSERMAN, MHA
NATIONAL DIRECTOR, 


NETWORK OPERATIONS







NATIONAL SERVICE CENTER – ORLANDO, FL


ANJUM MOBIN, MD
MEDICAL DIRECTOR


PHYSICIAN/PSYCHOLOGIST
REVIEWERS


MALAIKA VASILIADIS, LMHC
REGIONAL EXECUTIVE DIRECTOR


HAL NEILSON, LMHC
SUPERVISOR, BEHAVIORAL


HEALTH CASE MANAGEMENT


(35) CASE MANAGERS


(39) CUSTOMER CASE
REPRESENTATIVES


(7) RECEPTIONISTS


JACKI ROSCHBACH, MSS
NATIONAL DIRECTOR, 


QUALITY MANAGEMENT


LYNN WATSON, LCSW
MANAGER, CLINICAL SERVICES


KELLIE DIETEL, LCSW
SUPERVISOR, BEHAVIORAL HEALTH CASE MANAGEMENT


JOHN CURTIN, LMHC, CAP 
SUPERVISOR, BEHAVIORAL HEALTH CASE MANAGEMENT


LILLIAN FERNANDEZ, LMHC
SUPERVISOR, BEHAVIORAL HEALTH CASE MANAGEMENT


MICHELLE KALLAS, LCSW
SUPERVISOR, BEHAVIORAL HEALTH CASE MANAGEMENT


NICHOLAS SALVATORE
SUPERVISOR, SERVICE OPERATIONS


AMANDA CARMAN
SUPERVISOR, SERVICE OPERATIONS


KEVIN MIDDLETON, PSYD
PRESIDENT AND


CHIEF OPERATING OFFICER


PETER HARRIS, M.D., PH.D.
CORPORATE MEDICAL DIRECTOR


TALITHA APPENZELLER
VICE PRESIDENT OF


OPERATIONS


MARC BESSERMAN, MHA
NATIONAL DIRECTOR, 


NETWORK OPERATIONS


PROVIDER SERVICES
TEAM


VAL WARDAS
DIRECTOR, OPERATIONS


MARY NEFF, LMHC, 
LMFT, CLA


APPEALS SUPERVISOR


APPEALS
COORDINATORS


QI SPECIALIST


JANELL BIERMANN, MA, CRC, LPC
QI DEPT SUPERVISOR


TIM NOLAN
CEO
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ID Task Name Start Finish
1 MHNET IMPLEMENTATION


2 Introductory Call Complete Thu 12/20/12 Fri 12/21/12


3 Obtain answers to Discovery 
Questions 


Thu 12/20/12 Fri 1/11/13


4 Project Plan/Summary 
Drafted/SubCom Chairs 
Identified


Thu 12/20/12 Fri 1/11/13


5 Risk Arrangements grid 
reviewed and Confirmed.   
Confirmed grid shared with 
Team


Sat 12/29/12 Fri 1/11/13


6 Region Assigned Thu 12/20/12 Thu 1/17/13


7 Licensure Verified/Applications 
Started


Sat 9/29/12 Fri 10/26/12


8 Onsite meeting Sat 9/29/12 Fri 10/26/12


9 Standard Implementation 
Material Sent


Thu 12/20/12 Thu 1/3/13


10 Kick-off Meeting Held Thu 12/20/12 Wed 1/2/13


11 Schedule SubCommittee 
meetings


Thu 12/20/12 Wed 1/2/13


12 UNDERWRITING


13 Review & document existing 
product offerings, membership,
risk arrangement & rates 
between client & current 
vendor


Thu 12/20/12 Thu 1/17/13


14 Client provides all benefit plans 
information 
(SOB/SPD/EOC/COC/riders) to 
MHNet


15 Client provides membership by 
plan design to MHNet


Thu 12/20/12 Thu 1/17/13


16 Confirm OON reimbursement 
for non-par/emergency services
by client's risk & non-risk 
groups


Thu 12/20/12 Thu 1/17/13


MHNET - ALL


MHNET - ALL


MHNET - ALL


MHNET - ALL


MHNET - ALL
MHNET - ALL


MHNET - ALL
MHNET - ALL


MHNET - ALL
MHNET - ALL


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013


Page 1







ID Task Name Start Finish
17 Review of state mandated 


benefits if applicable 
(SMI/BBMI/Autism, et al).  
Client provides copy of 
legislation


Thu 12/20/12 Thu 1/17/13


18 Confirm prior authorization 
requirements for MHSA and 
associated penalties by plan 
design


Thu 12/20/12 Thu 1/17/13


19 Confirmation of whether MHSA 
benefits are optional on any 
products lines


Thu 12/20/12 Thu 1/17/13


20 Client provides 24 months of 
utilization


Thu 12/20/12 Thu 1/17/13


21 Client provides updated 
membership by zip code file for 
geo access reporting


Thu 12/20/12 Thu 1/17/13


22 MHNet consults with Client 
Underwriting team as needed 
re: utilization data review


Sun 1/20/13 Fri 2/1/13


23 MHNet completes high level 
underwriting and rate review


Tue 2/5/13 Wed 2/20/13


24 Corporate Executive review of 
rates


Thu 12/20/12 Wed 1/2/13


25 MHNet confirms existing rates 
or reviews new rates with client


Thu 12/20/12 Fri 1/4/13


26 Final rates sent to Legal for 
draft of rate exhibit


Sun 1/20/13 Fri 2/1/13


27 Draft rate amendment 
reviewed by MHNet UW & 
client CFO


Fri 2/1/13 Fri 2/15/13


28 Legal files amendment with 
State for approval


Fri 2/15/13 Thu 2/28/13


29 MHNet UW provides DOI back 
up documentation as needed


Tue 2/12/13 Fri 3/29/13


30 CONTRACTING/LEGAL REVIEW


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


MHNET - Underwriting


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
31 Service 


Agreement/Amendment Signed
between MHNet & Coventry for
this business


Sun 3/31/13 Fri 4/12/13


32 MHNet has a copy of the 
contract between Coventry and 
the State


Thu 12/20/12 Fri 1/4/13


33 Mixed Services protocol 
reviewed with client


Sat 1/12/13 Fri 1/25/13


34 Identify non-participating 
reimbursement requirements 
by benefit plan design/product


Thu 12/20/12 Thu 1/17/13


35 State Mandate Code Review Thu 12/20/12 Thu 1/17/13


36 Electronic copies of executed 
documents distributed


Thu 12/20/12 Fri 1/4/13


37 FINANCE


38 Obtain/Review cap report from 
previous vendor


Sat 12/29/12 Fri 1/11/13


39 Review/confirm new cap report
layout/process


Sat 1/12/13 Fri 1/25/13


40 Discuss payment terms and due
dates


Sat 1/12/13 Fri 1/25/13


41 Confirm appropriate enrollment
location is being used in IDX.


Fri 3/1/13 Fri 3/29/13


42 Confirm A/P entity and carrier 
to be used.


Fri 3/1/13 Fri 3/29/13


43 Acct set up in UMR system Wed 5/1/13 Tue 5/14/13


44 Finalize Finance workflows Fri 5/31/13 Fri 6/28/13


45 NETWORK


46 Review provider contracts 
against state requirements


Sat 9/29/12 Tue 11/27/12


47 Update Provider Manual as 
needed


Mon 10/29/12 Tue 11/27/12


MHNET - Contracting/Legal


MHNET - Contracting/Legal


MHNET - Contracting/Legal


MHNET - Contracting/Legal


MHNET - Contracting/Legal


MHNET - Contracting/Legal


MHNET - Finance


MHNET - Finance


MHNET - Finance


MHNET - Finance


MHNET - Finance


MHNET - Finance


MHNET - Finance


MHNET - Network


MHNET - Network


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
48 Obtain list of high 


utilizers/critical providers
Mon 10/29/12 Fri 11/9/12


49 Analyze network needs to 
develop target recruitment list


Mon 11/12/12 Tue 11/27/12


50 Set up Recruitment Report Thu 11/29/12 Wed 12/12/12


51 Finalize target recruitment list 
with Customer


Thu 11/29/12 Wed 12/12/12


52 Send recruitment letter to 
potential providers for 
recruitment


Thu 12/13/12 Fri 12/28/12


53 Begin sending routine 
recruitment report


Tue 1/29/13 Tue 7/30/13


54 Assign standard fee maximums Wed 11/28/12 Wed 12/12/12


55 Facility/Clinician credentialing 
complete


Tue 1/29/13 Fri 6/28/13


56 Review demographic provider 
file format with customer


Fri 3/1/13 Fri 3/29/13


57 Production request for provider
report submitted


Sun 3/31/13 Wed 4/3/13


58 Test provider demographic file 
coded & QA'd


Fri 4/5/13 Tue 5/14/13


59 Provider file transmission 
schedule documented and in 
production


Wed 5/15/13 Fri 6/28/13


60 PROVIDER SERVICES 
ADMINISTRATION 


61 Confirm Risk Arrangement with 
client


Sat 12/29/12 Fri 1/11/13


62 Determine affiliation mapping Sat 1/12/13 Fri 1/25/13


63 CARF submission to implement 
OON Fee Schedule


Sat 1/12/13 Fri 1/25/13


64 Load OON fee schedule(s) Mon 1/28/13 Wed 2/27/13


65 Confirm transitional fee 
schedule with Network


Mon 1/28/13 Wed 2/27/13


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - Network


MHNET - PSA


MHNET - PSA


MHNET - PSA


MHNET - PSA
MHNET - PSA


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
66 Confirm PAR Reimbursement 


Arrangement with Client 
(outpatient practictioner and 
facility)


Sat 12/29/12 Fri 1/11/13


67 CARF received from plan to 
implement Fee Schedule


Sat 1/12/13 Fri 1/25/13


68 CMHC procedure code review Sat 12/29/12 Fri 1/25/13


69 CARF submitted for new fee 
schedules/fee class and vendor 
contracts


Tue 1/29/13 Wed 2/27/13


70 Identification & submission of 
CARFs for new provider 
contracts


Sat 12/29/12 Fri 6/28/13


71 EPIF submitted to add Fee Class
to new/existing par providers 


Sat 1/12/13 Fri 6/28/13


72 Report to Health Plan/Net 
Dev/CSO regarding CARF 
implementation/provider 
updates 


Thu 2/28/13 Fri 6/28/13


73 Validate provider load Thu 2/28/13 Fri 6/28/13


74 COMMUNICATION/TRAINING NA


75 Member ID card review Fri 3/15/13 Fri 3/29/13


76 Finalize MHNet employee 
training documentation


Sun 4/14/13 Mon 4/29/13


77 MHNet employee training 
complete


Mon 5/20/13 Tue 7/30/13


78 INFORMATION SYSTEMS


79 ELIGIBILITY/GROUP  Mon 5/20/13 Tue 7/30/13


80 Develop eligibility extract Fri 3/1/13 Fri 3/29/13


81 Analysis Complete Fri 3/1/13 Fri 3/29/13


82 834 Daily & Monthly file 
retrieval/translation process


Fri 3/1/13 Fri 3/29/13


83 MEI Setup Fri 3/1/13 Fri 3/29/13


84 Design Complete Fri 3/1/13 Fri 3/29/13


MHNET - PSA


MHNET - PSA


MHNET - PSA


MHNET - PSA


MHNET - PSA


MHNET - PSA


MHNET - PSA


MHNET - PSA


MHNET - Communications/Training


MHNET - Communications/Training


MHNET - Communications/Training


MHNET - IS
MHNET - IS
MHNET - IS
MHNET - IS


MHNET - IS
MHNET - IS


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
85 834 Daily & Monthly file 


retrieval/translation process
Sun 3/31/13 Fri 4/12/13


86 MEI Setup Sun 3/31/13 Fri 4/12/13


87 Construction Complete Sun 3/31/13 Fri 4/12/13


88 834 Daily & Monthly file 
retrieval/translation process


Sun 4/14/13 Mon 4/29/13


89 MEI Setup Sun 4/14/13 Mon 4/29/13


90 Testing of Eligibility Files 
complete


Sun 4/14/13 Mon 4/29/13


91 834 Daily & Monthly file 
retrieval/translation process


Wed 5/1/13 Tue 5/14/13


92 MEI Setup Wed 5/1/13 Tue 5/14/13


93 Confirm Error Report Return 
process


Fri 5/31/13 Fri 6/7/13


94 Production Eligibility file rec'd &
loaded


Wed 5/15/13 Wed 5/29/13


95 Create Group structure for 
MHNMGR


Wed 5/1/13 Tue 5/14/13


96 Complete all edits from 
eligibility file load


Fri 5/31/13 Mon 6/3/13


97 Deployment Complete Fri 5/31/13 Mon 6/3/13


98 834 Daily & Monthly file 
retrieval/translation process


Wed 5/15/13 Mon 6/3/13


99 MEI Setup Wed 5/15/13 Mon 6/3/13


100 TELECOMM


101 Incident ticket submitted for 
dedicated tollfree #


Sat 12/29/12 Fri 1/11/13


102 Determine if current vendor's # 
will be used for TTY vs. existing 
MHNet #, if applicable


Sat 12/29/12 Fri 1/11/13


103 Design phone queue logic Sat 1/12/13 Fri 1/25/13


104 Submit ticket to activate phone 
line


Tue 1/29/13 Tue 1/29/13


105 Test phone queue operations Fri 3/1/13 Mon 3/4/13


MHNET - IS


MHNET - IS
MHNET - IS


MHNET - IS


MHNET - IS
MHNET - IS


MHNET - IS


MHNET - IS
MHNET - IS


MHNET - IS


MHNET - IS


MHNET - IS


MHNET - IS
MHNET - IS


MHNET - IS


MHNET - Telecomm


MHNET - Telecomm


MHNET - Telecomm


MHNET - Telecomm


MHNET - Telecomm


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
106 Order phone hardware for KY 


site
Tue 1/29/13 Mon 2/11/13


107 Install phone hardware in KY 
site


Fri 3/1/13 Fri 3/29/13


108 Phone lines are operational & 
tested


Wed 5/15/13 Fri 5/17/13


109 OTHER


110 ICM letters in production Wed 5/15/13 Fri 5/17/13


111 Standard Reporting in 
production


Mon 7/1/13 Tue 7/30/13


112 SIM File in production Fri 5/31/13 Fri 6/28/13


113 Submit Incident ticket for 
provider search url for Plan site


Sun 3/31/13 Wed 4/3/13


114 2 links created Fri 4/5/13 Mon 4/29/13


115 MHNet provider search url 
provided to Cvty IT


Wed 5/1/13 Tue 5/14/13


116 IS


117 Project Schedule Complete Sat 12/29/12 Fri 1/11/13


118 Business Intelligence 


119 Analysis Complete Sat 12/29/12 Fri 1/11/13


120 Design Complete Sat 1/12/13 Fri 1/25/13


121 Construction Complete Tue 1/29/13 Fri 3/29/13


122 Testing Complete Sun 3/31/13 Mon 4/29/13


123 Deployment Complete Wed 5/1/13 Wed 5/29/13


MHNET - Telecomm


MHNET - Telecomm


MHNET - Telecomm


MHNET - Other


MHNET - Other


MHNET - Other


MHNET - Other


MHNET - Other


MHNET - Other


MHNET - IS


MHNET - Business Intelligence


MHNET - Business Intelligence


MHNET - Business Intelligence


MHNET - Business Intelligence


MHNET - Business Intelligence


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
124 EBI/EDI


125 Analysis/Design Complete Wed 5/1/13 Wed 5/29/13


126 Obtain Payor number  - 
Emdeon


Sat 12/29/12 Fri 1/11/13


127 Provider Channel - Emdeon Sat 12/29/12 Fri 1/11/13


128 Implement Cvty routing for 
inbound claims


Sat 12/29/12 Fri 1/11/13


129 Construction Complete Sat 12/29/12 Fri 1/11/13


130 Requirements for Encounter 
Data


Sat 12/29/12 Fri 1/11/13


131 Requirements for Electronic 
Remittance Advice


Sat 12/29/12 Fri 1/11/13


132 Testing Complete Sat 12/29/12 Fri 1/11/13


133 Test Encounters Fri 5/31/13 Thu 6/13/13


134 Test EFTs Fri 5/31/13 Thu 6/13/13


135 Deployment Complete Fri 5/31/13 Thu 6/13/13


136 Professional & Institutional 
claims


Fri 6/14/13 Fri 6/28/13


137 835s Electronic payments Fri 6/14/13 Fri 6/28/13


138 Acknowledgement reports Fri 6/14/13 Fri 6/28/13


139 BENEFITS/CLAIMS SYSTEM SET UP


140 Confirm Risk Arrangements Grid Sat 12/29/12 Fri 1/11/13


141 Carrier # assignment 
communicated


Sat 1/12/13 Sat 1/12/13


142 Communicate Network 
affiliation to Benefit Admin


Sat 1/12/13 Sat 1/12/13


143 Receive benefit designs 
(COC'S/SPD'S/riders or benefit 
grid)


Sat 12/29/12 Fri 1/11/13


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - EBI/EDI


MHNET - Benefits/Claims


1/12


1/12


MHNET - Benefits/Claims


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
144 Program Auth rules Sat 1/12/13 Mon 1/28/13


145 Benefit Questionairre complete Sat 1/12/13 Mon 2/11/13


146 Benefits are loaded & mapped 
into MHNet system


Tue 2/12/13 Thu 3/14/13


147 Claims Testing grid reviewed 
and approved


Fri 3/15/13 Fri 4/12/13


148 Claims Testing complete Sun 4/14/13 Mon 4/29/13


149 UTILIZATION MANAGEMENT


150 Local Medical Director Assigned Sat 12/29/12 Fri 1/11/13


151 Provide MHNet UM policies and
procedures


Sat 1/12/13 Fri 1/25/13


152 Develop referral scripting for 
NSC with previous vendor 
information, etc. 


Sun 3/31/13 Fri 4/12/13


153 Care Coord. Workflows 
between MHNet & customer 
finalized


Sun 3/31/13 Mon 4/29/13


154 Train staff on applicable state 
regs and changes to the UM 
P&Ps


Fri 5/31/13 Fri 6/21/13


155 Validate authorization letters Fri 3/1/13 Mon 4/29/13


156 Identify any customer specific 
review or pre-service denial 
coding needed


Fri 3/1/13 Fri 3/29/13


157 CovCares to send MHNet an 
extract of PCP by member 
information for UM use. 


Sat 12/29/12 Thu 5/30/13


158 TRANSITION OF CARE


159 Transitional mailing to occur. Sat 12/29/12 Thu 5/30/13


160 No auth requirement for 1st 6 
months


Sat 12/29/12 Thu 5/30/13


MHNET - Benefits/Claims


MHNET - Benefits/Claims


MHNET - Benefits/Claims


MHNET - Benefits/Claims


MHNET - Benefits/Claims


MHNET - UM


MHNET - UM


MHNET - UM


MHNET - UM


MHNET - UM


MHNET - UM


MHNET - UM


MHNET - UM


MHNET - TOC


MHNET - TOC


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
161 Higher Levels of Care Transition


- 2 weeks prior to go live
Sat 12/29/12 Thu 5/30/13


162 Obtain Open Auth List report 
from Customer (higher levels of
care)


Sun 6/23/13 Wed 6/26/13


163 Schedule ambulatory follow-up 
for inpatients


Sun 6/30/13 Mon 7/1/13


164 Schedule post-transition 
meetings


Sun 6/23/13 Wed 6/26/13


165 CUSTOMER REPORTING


166 Finalize reporting grid with 
customer (includes frequency 
and delivery dates)


Fri 3/1/13 Fri 3/29/13


167 Prepare Examples of standard 
reports for customer review


Mon 1/28/13 Wed 2/27/13


168 Reports set up in system & 
QA'd 


Sun 3/31/13 Fri 6/28/13


169 Reports into production Mon 7/1/13 Tue 7/30/13


170 QUALITY/COMPLIANCE


171 Provide Std. Quarterly report to
customer for review


Mon 1/28/13 Wed 2/27/13


172 Provide Quality P&P's Mon 1/28/13 Mon 2/11/13


173 Review performance 
improvement initiatives


Mon 1/28/13 Thu 5/30/13


174 Review preventative health 
initiatives


Mon 1/28/13 Thu 5/30/13


175 Outline sentinel event 
tracking/reporting


Mon 1/28/13 Thu 5/30/13


MHNET - TOC


MHNET - TOC


MHNET - TOC


MHNET - TOC


MHNET - Customer Reporting


MHNET - Customer Reporting


MHNET - Customer Reporting


MHNET - Customer Reporting


MHNET - Quality/ Compliance


MHNET - Quality/ Compliance


MHNET - Quality/ Compliance


MHNET - Quality/ Compliance


MHNET - Quality/ Compliance


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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ID Task Name Start Finish
176 Initiate Quality Collaboration 


workgroup with customer
Wed 6/19/13 Fri 7/12/13


177 Transition Form Completion


178 Contact Information Sat 12/29/12 Fri 1/11/13


179 Reporting Schedule Mon 1/28/13 Thu 5/30/13


180 Out of Area Service Protocol Mon 1/28/13 Thu 5/30/13


181 Appeals Mon 1/28/13 Thu 5/30/13


182 Member Complaints & 
Grievances


Mon 1/28/13 Thu 5/30/13


183 Medical Necessity Criteria Mon 1/28/13 Thu 5/30/13


184 Precert - Outpatient Mon 1/28/13 Thu 5/30/13


185 Concurrent Review - Outpatient Mon 1/28/13 Thu 5/30/13


186 Precert - Inpatient Mon 1/28/13 Thu 5/30/13


187 Concurrent Review - Inpatient Mon 1/28/13 Thu 5/30/13


188 SMI/BBMI Mon 1/28/13 Thu 5/30/13


189 Management of Contractual 
Exclusions


Mon 1/28/13 Thu 5/30/13


190 MHNET STAFFING


MHNET - Quality/ Compliance


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


MHNET - Transition Form Team


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013


Page 11







ID Task Name Start Finish
191 Business/Staffing Plan 


approved
Sat 1/12/13 Fri 1/25/13


192 Personnel requisitions 
completed


Mon 1/28/13 Mon 2/11/13


193 Positions posted/advertised Tue 2/12/13 Wed 2/27/13


194 Interviews completed Fri 3/1/13 Fri 4/12/13


195 Hardware/software 
ordered/delivery scheduled


Mon 1/28/13 Wed 2/27/13


196 Hardware/software 
installed/tested


Fri 3/1/13 Fri 3/29/13


197 Security forms completed & 
sent (all apps)


Wed 5/1/13 Tue 5/14/13


198 ID's tested Wed 5/15/13 Fri 5/17/13


199 Determine other software 
needs


Mon 1/28/13 Wed 2/27/13


200 Staff trained Mon 5/20/13 Fri 6/21/13


MHNET - HR


MHNET - HR


MHNET - HR


MHNET - HR
MHNET - HR


MHNET - HR


MHNET - HR


MHNET - HR
MHNET - HR


MHNET - HR


Qtr 4, 2012 Qtr 1, 2013 Qtr 2, 2013 Qtr 3, 2013
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NATIONAL IMAGING ASSOCIATES 
6950 COLUMBIA GATEWAY DR 400 
COLUMBIA MD 21046 


Scott Kipper. Commissioner of Insurance 
--------"_.. _-----_._-------------------------


NATIONAL IMAGING ASSOCIATES 


License Number 16233 


is licensed to engage in the business of insurance in the State of Nevada in the capacity stated 
below. subject to applicable laws and regulations. 


Effective Date: Expiration Date: 
License Type: Utilization Review 10-22-2002 03-01-2013 


Qualifications: 


Licensees must notify the Division of any change 
of address within 30 days of the change. You are 
subject to revocation for noncompliance. 
Individuals If you are affiliated to a business entity it 
will not print on the !icense. Individuals must be 
properly affiliated to the business entity's license prior to 
transacting insurance on the entity's behalf. The 
individual and the business entity are responsible for 
maintaining the affiliation. 


A producer of insurance acting .~:, an agent of the insurer 
must be ap'(.l(!ini:-;d·by the insurer V: 'r to transacting 
insurance. 


NATIONAL IMAGING ASSOCIATES 



License Number 16233 

National Producer 10 



is licensed to engage in the business of insurance in the State of Nevada in the 
, capacity stated below. subject to applicable laws and regulations.


I LICENSE TYPE EFFECTIVE DATE 
Utilization Review 10-22-2002 


QUALIFICATIONS EXPIRATION DATE 
03-01·2013 


This license must be conspicuously displayed in your 
place of business that ~s open to the public. 
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NATIONAL IMAGING ASSOCIATES, INC. 
PARTICIPATING IMAGING FACILITY AGREEMENT  


   
 THIS AGREEMENT (the “Agreement”), effective as of the ____ day of 
_________________,  20____ (the “Effective Date”), is by and between NATIONAL 
IMAGING ASSOCIATES, INC., a Delaware corporation on behalf of itself and its Affiliates 
(“NIA”), and NIA_RecipientName (“Imaging Facility”), a ________________  organized under 
the laws of the State of ____________. NIA and Imaging Facility may be referred to herein 
individually as a “Party,” and collectively as the “Parties.” 


 
WHEREAS, NIA has contracted with one or more health insurance or health benefits 


programs to arrange for diagnostic imaging services to be rendered to Members covered by 
Benefit Plans sponsored or issued by Payors, as defined in this Agreement;  


 
WHEREAS, NIA provides utilization review, provider network and claims 


administration services to or on behalf of such Payors;  
 
WHEREAS, Imaging Facility is licensed under applicable state law to provide 


diagnostic imaging services and desires to contract with NIA to provide these services for the 
benefit of Members (as defined herein) covered by the Benefit Plans; and 


 
WHEREAS, Imaging Facility employs licensed clinical and technical diagnostic 


imaging staff and is equipped with the appropriate equipment and duly accredited facilities 
necessary to provide diagnostic imaging services to Members. Imaging Facility may be an 
individual, group or facility that provides diagnostic imaging services. 


  
NOW, THEREFORE,  in consideration of the premises and mutual covenants contained 


herein and other good and valuable consideration, the sufficiency of which is hereby 
acknowledged, it is mutually agreed by and between the Parties as follows: 
 


SECTION 1 


DEFINITIONS 


1.1 “Affiliate” shall mean any corporation, partnership or other legal entity directly or 
indirectly owned or controlled by, or which owns or controls, or which is under common 
ownership or control with NIA .   


1.2 “Benefit Plan” shall mean a health insurance program’s, health maintenance 
organization’s or employer’s written benefit plan that contains the terms and conditions of 
coverage. 


1.3 “Coinsurance”  shall mean the percent of covered expense for which the Member is 
responsible in accordance with the terms of the Benefit Plan. 


1.4 “Copayment”  shall mean the amount charged to Members at the time services are 
rendered in accordance with the terms of the Benefit Plan. 
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1.5 “Covered Services” shall mean radiology and diagnostic imaging services ordered by a 
Participating Provider pursuant to a Member’s Benefit Plan and rendered at Imaging Facility 


1.6 “Customary Charge” shall mean the usual, reasonable and customary fees charged by a 
Participating Provider which do not exceed the fees the Participating Provider would charge any 
other person regardless of whether the person is a Member, and which are consistent with the 
average fees charged for the same service by others in the Participating Provider’s geographic 
area. 


1.7 “Deductible” shall mean the annual amount charged to Members for health services and 
which Members are required to pay in accordance with the terms of the Benefit Plan. 


1.8 “Diagnostic Imaging Services” shall mean medically necessary outpatient, radiology 
services set forth in the schedule of benefits for the applicable Benefit Plan to which Members 
are entitled or which are to be paid or reimbursed under the terms of the applicable Benefit Plan, 
and which are provided by a Participating Provider and which may or may not require 
precertification, in accordance with Member’s Benefit Plan. 


1.9 “Emergency Services” shall mean those services necessary to treat a medical condition 
manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a 
prudent layperson, who possesses an average knowledge of health and medicine, could 
reasonably expect the absence of immediate medical attention to result in: (i) placing the health 
of the individual (or, with respect to a pregnant woman, her pregnancy or health or the health of 
her fetus) in serious jeopardy; (ii) serious impairment to bodily functions; or (iii) serious 
dysfunction of any bodily organ or part; or such other definition as may be required by 
applicable law.  


1.10  “Medically Necessary” shall pertain to Covered Services determined by NIA’s Medical 
Director or his/her designee (hereinafter reference to “Medical Director” shall include designees) 
to be essential for the (1) efficient diagnosis of a Member’s specific medical condition, (2) 
appropriate to the symptoms presented, (3) within generally accepted standards of practice, (4) 
not primarily for the convenience of the Member, the Member’s physician, or any other provider, 
and (5) performed in the most cost-effective setting and manner available, or as otherwise 
provided in the applicable Benefit Plan.  


1.11 “Medicare Benefit Plan”  shall mean a health plan, such as a Medicare managed care 
plan or private fee-for-service plan, offered by a Payor and approved by CMS, including, but not 
limited to, Medicare and Medicare Advantage. 


1.12   “Member” shall mean any subscriber or eligible dependent of a subscriber who is covered 
under an agreement with Payor for Covered Services and that Payor has contracted with NIA for 
the provision, referral, and/or authorization of Diagnostic Imaging Services. 
 
1.13 “NIA Policies and Procedures” shall mean all NIA standards, policies, procedures, 
definitions, criteria, and guidelines as stated in NIA handbooks, manuals, and other documents, 
as amended from time to time by NIA.    
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1.14   “Ordering Provider” shall mean the provider that orders Diagnostic Imaging Services 
on a Member and is responsible for obtaining the necessary authorization from NIA for 
prescribed Diagnostic Imaging Services. 


1.15 “Participating Provider” shall mean a hospital, radiologist, non-radiologist imaging 
provider, physician, other licensed specialty provider or imaging facility which or who satisfies 
the participation criteria established by NIA and which or who is either in or part of a contractual 
relationship with NIA to serve Members. 
 
1.16 “Payor” shall mean the health insurance program, employer or other entity contracting 
directly or indirectly with NIA that has ultimate responsibility for payment of Covered Services 
rendered to Members.  


1.17 “Radiologist” shall mean a Board Certified Radiologist, preferably by the American 
Board of Radiology (ABR). 
 


SECTION 2 


DUTIES OF IMAGING FACILITY 


2.1   Provision of Covered Services. 


2.1.1        Imaging Facility shall provide Covered Services to each Member in accordance 
with the Member’s Benefit Plan to the extent designated on the schedule of benefits, which shall 
be available to Imaging Facility online on NIA’s official provider website and updated from time 
to time, and in the applicable Payor Specific Addendum described in Section 2.10.1 herein, this 
Agreement and NIA’s and Payor’s Policies and Procedures.  An update to the Member's Benefit 
Plan shall not, of itself, be considered an amendment to this Agreement.  Notwithstanding the 
foregoing, if the payments to Imaging Facility or any other material obligation of either party as 
then in effect under this Agreement would change with respect to any Payor or Benefit Plan, a 
Payor Specific Addendum shall be submitted to Imaging Facility, in accordance with Section 
2.10.1 herein.  Covered Services shall be rendered within the scope of Imaging Facility’s 
licensure and accreditations, in compliance with applicable laws and regulations, and in 
accordance with generally accepted medical standards.  In rendering such Covered Services, 
Imaging Facility shall be responsible for furnishing all equipment, supplies and personnel 
required to perform the services. 


2.1.2 Imaging Facility shall provide Covered Services within the timeframes provided 
in NIA Policies and Procedures  and shall employ a technologist licensed by the State where 
Covered Services are rendered, if applicable, or certified by the ARRT or other state recognized 
entity.  All Covered Services shall be interpreted by a Participating Provider, who is a 
Radiologist, and will be on site at all times when patients are being treated, unless interpreted 
remotely in accordance with Section 2.8 below.  Radiologist will complete a report for each 
imaging study. A written report must be provided within one (1) business day from the date of 
the study to the Ordering Provider, subject to applicable state and federal regulations.  Urgent 
imaging interpretations will be provided by a Radiologist within thirty (30) minutes of the 
completion of the imaging study.   
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2.1.3 Imaging Facility shall provide Covered Services in a manner: that: (i) offers 
quality health care; (ii) offers health care delivery in a cost-effective manner; (iii) documents the 
medical care provided in conformance with Federal, State, and local laws and regulations and 
applicable accreditation guidelines; and (iv) protects the confidentiality of Member’s medical 
records.  Imaging Facility may communicate with Members regarding available treatment 
options regardless of the Member’s benefit coverage limitations. The Parties shall not enter into 
a financial incentive plan to reduce or limit the provision of Covered Services to Members.  
Imaging Facility shall not abandon any Member receiving treatment services from Imaging 
Facility. 
 
2.2    Compliance with Policies and Procedures.  Imaging Facility shall (i) be bound by, and (ii) 
provide Covered Services in compliance with NIA’s Policies and Procedures and applicable 
Payor policies. Failure to comply with NIA’s Policies and Procedures or applicable Payor 
policies may result in sanctions including, but not limited to, the loss of reimbursement and/or 
termination of this Agreement.  From time to time, NIA, in its sole discretion, may amend the 
NIA Policies and Procedures upon written notice to Imaging Facility.   


2.2.1  Utilization Review/Management, Quality Improvement, Peer Review and Appeal 
and Grievance Procedures.  Imaging Facility agrees to cooperate and participate with all 
utilization review/management, quality improvement, peer review, appeal and grievance 
procedures, or other similar programs established by NIA or Payor, as they may be amended 
from time to time. Imaging Facility shall permit access to any and all portions of the medical 
record, including but not limited to film and/or imaging reproductions and/or records and reports 
relating to services provided to Members.  Imaging Facility acknowledges that NIA’s utilization 
review program and/or quality improvement program may include on-site review of Covered 
Services to Members and agrees to permit NIA staff on-site access during normal business hours 
to observe operations and/or review film, records and/or reports related to services provided to 
Members.  Imaging Facility agrees to be bound by any final determination of NIA and/or Payor 
as it relates to any Member receiving Covered Services from Imaging Facility under this 
Agreement. Imaging Facility agrees that NIA and its Affiliates may share information related to 
utilization review/management, quality improvement, peer review, and grievances, as NIA 
deems necessary.   


2.2.2 Compliance with Credentialing and Recredentialing Policies and Procedures.  
Imaging Facility agrees to comply with Payor’s and NIA’s credentialing and recredentialing 
policies and procedures.  Imaging Facility represents and warrants that information provided to 
NIA in connection with its credentialing application to be a Participating Provider or otherwise, 
in connection with this Agreement is true and correct in all material respects.  Imaging Facility 
shall notify NIA immediately of any material change to any item or information previously 
provided to NIA. Imaging Facility further agrees that any such information, which is 
subsequently found to be false could result in sanctions including, but not limited to termination 
of this Agreement.  In the event Imaging Facility discovers that a claim, suit, or criminal or 
administrative proceeding has been brought against Imaging Facility relating to the quality of 
services provided to Members or relating to Provider’s compliance with community standards 
and applicable laws and regulations, then Imaging Facility shall notify NIA of such claims, suit 
or proceeding within five (5) working days of such discovery.  Imaging Facility agrees that NIA 
and its Affiliates may share information related to credentialing and recredentialing, as NIA 
deems necessary.  
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2.2.3 Compliance with Claims and Reimbursement Policies and Procedures.  Imaging 
Facility agrees to comply with Payor’s and NIA’s claims and reimbursement policies and 
procedures (including, but not limited to, those described in Section 2.9).  Imaging Facility 
represents and warrants that information provided to NIA in connection with its claims 
submissions is accurate and correct in all material respects.  Imaging Facility further agrees that 
any such information, which is subsequently found to be false or inaccurate, could result in 
sanctions including, but not limited to, the loss of reimbursement and/or termination of this 
Agreement.  NIA, in its sole discretion, may amend the NIA Claims and Reimbursement Policies 
and Procedures upon written notice to Imaging Facility. 


2.3   Individual Credentialing.  NIA agrees that Imaging Facility shall have the right to choose 
Participating Providers, subject to the right of NIA to credential the Participating Providers, prior 
to their provision of Covered Services NIA shall have the right to reject any Participating 
Provider chosen by Imaging Facility by providing written notification to Imaging Facility that 
the provider does not meet NIA’s credentialing standards.  NIA shall have final authority in the 
event of such notification.  Upon request of NIA, Imaging Facility shall provide promptly to NIA 
a copy of all executed contracts between Imaging Facility and Participating Providers pursuant to 
this Agreement, along with the provider’s application and any other supporting documentation as 
requested by NIA.  Imaging Facility shall immediately notify NIA if any provider agreement is 
terminated or if any action is taken to sanction a Participating Provider.   


2.4 Member Communications.  Notwithstanding any other provision in this Agreement and 
regardless of any benefit or coverage exclusions associated with a Member’s Benefit Plan, 
Imaging Facility shall not be prohibited from discussing fully with a Member any issues related 
to the Member’s health including recommended diagnostic tests, treatments, treatment 
alternatives, treatment risks and the consequences of any benefit coverage or payment decisions 
made by NIA or any other party.  Nothing in this Agreement shall prohibit Imaging Facility from 
disclosing to Member the general methodology by which Imaging Facility is compensated under 
this Agreement.  NIA shall not refuse to allow or to continue the participation of an eligible 
provider, or refuse to compensate Imaging Facility in connection with services rendered, solely 
because Imaging Facility has in good faith communicated with one or more of current, former or 
prospective Members regarding the provisions, terms or requirements of a Benefit Plan as they 
relate to the health needs of such Member. 


2.5 Authorization and Notification Requirements.  All Diagnostic Imaging Services provided 
to Members by Imaging Facility must be authorized by NIA prior to or at the time of rendering 
services or in accordance with NIA’s Policies and Procedures and Payor’s applicable policies 
and procedures, subject to applicable state and federal laws and Member’s Benefit Plan.  
Ordering Provider shall obtain the authorization from NIA prior to referring Member to Imaging 
Facility.  Failure by Imaging Facility to verify authorization from NIA for Diagnostic Imaging 
Services via www.RADMD.com, in accordance with NIA Policies and Procedures, may result in 
sanctions including, but not limited to, the loss of reimbursement and/or termination of this 
Agreement, subject to applicable state and federal laws. NIA's utilization management 
procedures shall not diminish Imaging Facility’s obligation to render Covered Services 
consistent with the applicable standard of care. Imaging Facility acknowledges that it has an 
independent responsibility to provide Covered Services to Members who are patients and that 
coverage or payment determinations by NIA or Payors in no way absolves the Imaging Facility 
of the responsibility to render appropriate services to Members.   Imaging Facility understands 
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that NIA does not, by this Agreement or future patterns of practice, promise or guarantee any 
minimum volume of referrals of Members or Members to Imaging Facility.   Imaging Facility 
understands that  authorization of services by NIA is not in and of itself a guarantee of eligibility. 


2.6 Diagnostic Imaging Equipment.  Imaging Facility agrees that all diagnostic imaging 
equipment used for Covered Services under this Agreement is either (i) owned by the Imaging 
Facility, or (ii) leased by Imaging Facility on a full-time basis. Imaging Facility must maintain, 
on-site where such equipment is located, a current license from the Bureau of Radiological 
Health (or other appropriate state licensing board(s)) to extent required, for all radiology 
equipment used by Imaging Facility.  In addition, Imaging Facility shall have a documented 
Quality Control Program inclusive of both imaging equipment and film processors in addition to 
a documented Radiation Safety/ALARA Program.  Also, if Imaging Facility uses equipment 
producing ionizing radiation, Imaging Facility must have a current (within 3 years) letter of state 
inspection, calibration report or physicist’s report, in addition to any other state or federal 
requirement pertaining to use of diagnostic imaging equipment. 


2.7 Emergency Services.   Imaging Facility shall provide Emergency Services in a clinically 
appropriate fashion to any Members at the time that a need for Emergency Services arises.   


2.8 Telemedicine.  In providing Covered Services to Members, Imaging Facility may allow a 
Radiologist who is a Participating Provider to interpret diagnostic images remotely, provided that 
(i) such provider is duly licensed and qualified under federal and state law to provide such 
interpretation, (ii) such remote interpretation is not prohibited by any applicable law or 
regulation. 


2.9 Reimbursement. 


2.9.1 Member Eligibility Verification.  Imaging Facility shall verify the status of any 
Member’s eligibility for Covered Services by contacting Payor or NIA; non-covered services are 
not eligible for payment by Payor or NIA and may not be eligible for payment by Member, (in 
accordance with the terms of Section 2.9.6). 


2.9.2 Compensation to Imaging Facility.  Imaging Facility agrees to accept payment 
from Payor or NIA for Covered Services provided to Members under this Agreement as payment 
in full, less any Copayments, Coinsurance or Deductibles, which are due from Members for such 
Covered Services.  Imaging Facility agrees that such payment shall be made in accordance with 
the NIA Fee Schedule which is attached hereto and incorporated herein as Exhibit B , and shall 
be an amount equal to the lesser of Imaging Facility’s published rates or the amount allowable 
under such NIA Fee Schedule. NIA’s reimbursement and application of Multiple Procedure 
Discount for Covered Services is consistent with the terms of the Benefit Plan, NIA Policies and 
Procedures, and applicable laws that govern the Benefit Plan.  NIA reserves the right, in 
accordance with Section 12.1.2 herein, to modify the Multiple Procedure Discount 
reimbursement.  Imaging Facility shall not be paid by Payor, NIA or Member for Diagnostic 
Imaging Services that are deemed not Medically Necessary by NIA.  In the event of an 
overpayment to Imaging Facility by NIA or Payor, NIA and/or Payor shall have the right to 
offset such overpayment against payments owed to Imaging Facility by NIA or Payor, as the 
case may be. 
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2.9.3 Performance Guarantees.   If NIA determines that deficiencies identified and 
reported in writing to Imaging Facility relating to the Quality Management Program, Utilization 
Review Program, credentialing, recredentialing, encounter reporting, or financial reporting have 
not been corrected by Imaging Facility within a reasonable period of time, a final notice shall be 
sent to Imaging Facility requiring that Imaging Facility correct such deficiencies within thirty 
(30) days of notice.  If such deficiencies are not corrected within the thirty (30) days cure period, 
then Imaging Facility’s compensation hereunder may be reduced at NIA’s discretion up to ten 
percent (10%) of the applicable compensation.  Reduction of compensation shall begin on the 
first of the month after the end of the thirty (30) day notice period.  At such time as the Imaging 
Facility remedies such deficiencies to the satisfaction of NIA, NIA shall no longer reduce 
compensation related to those deficiencies.  
 


2.9.4 Claims Processing.  Imaging Facility agrees to submit to NIA, or the applicable  
Payor, all itemized claims for reimbursement no later than sixty (60) days from the date Covered 
Services are rendered. NIA shall notify Imaging Facility in writing as to the method of 
submitting claims for each Payor. Claims shall be submitted in a HIPAA-compliant 837P or 837I 
format with consideration of NIA General Companion Guide Rules. In addition, Imaging Facility 
will receive an electronic remittance in lieu of paper EOP’s.  If Imaging Facility holds a separate 
agreement with Payor, whereby Imaging Facility is reimbursed by Payor on a case rate basis that 
is inclusive of the Covered Services under this Agreement, Imaging Facility shall not submit 
claims to NIA for such Covered Services that are included in the case rate. 
 


2.9.5 Coordination of Benefits.  Imaging Facility shall coordinate the benefits and other 
third party claims for services rendered to Members.  In any case where a Member who receives 
services from Imaging Facility has primary coverage from some third party payor other than the 
Payor, Imaging Facility shall bill such other third party payor and shall advise NIA of any and all 
payments due or received from any source other than Payor for Covered Services rendered to 
Members. 
 


2.9.6 Member Hold Harmless Commitment.  Imaging Facility agrees that in no event, 
including but not limited to non-payment by NIA or Payor, insolvency or breach of this 
Agreement, shall Imaging Facility or its contractors or employees bill, charge, collect a deposit 
from, seek compensation, remuneration or reimbursement from, or have any recourse against any 
Members or any other persons other than NIA or any such Payor, for services provided pursuant 
to this Agreement.  In the event a Member requires services that are beyond the scope or duration 
of Diagnostic Imaging Services under this Agreement, Imaging Facility shall verify with Payor 
that the Payor has no independent obligation to provide those non-Covered Services and if that 
verification is obtained from Payor, Imaging Facility may bill the Member for those non-
Covered Services; provided, however, that prior to delivering such services, Imaging Facility 
informs the Member that such services are non-Covered Services and Member elects in writing, 
prior to having such services delivered to receive those non-Covered Services.  Any rate charged 
by Imaging Facility to a Member for non-Covered Services in accordance with the provisions of 
this Section, shall be the rates negotiated by Imaging Facility and NIA for such services set forth 
in Exhibit B  to this Agreement.  This provision shall not prohibit collection of any applicable 
Copayments, Coinsurance or Deductibles billed in accordance with the Benefit Plans of 
Members and shall not prohibit collection of fees resulting from Member’s failure to comply 
with his/her Benefit Plan.   Imaging Facility further agrees that:    this provision shall survive the 
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termination of this Agreement regardless of the cause giving rise to termination and shall be 
construed to be for the benefit of the Member; and this provision supersedes any oral or written 
contrary agreement now existing or hereafter entered into between Imaging Facility and 
Member, or persons acting on their behalf, other than any written agreements entered into 
pursuant to the terms of this Section; and any modifications, additions, or deletions to this 
provision shall become effective on a date no earlier then that specified by the laws of the state in 
which services are rendered, if required.  
 
2.10 Payor Specific Addendum. 


2.10.1  Imaging Facility agrees to abide by the terms and conditions of the Payor 
Participation Schedule, which shall be available to Imaging Facility online on NIA’s official 
provider website and updated from time to time.  The Payor Participation Schedule shall be 
contained in the Provider Handbook on such website, and also may be mailed to Imaging Facility 
upon request, and shall contain the current up-to-date list of participating Payors and applicable 
Benefit Plan schedules.  An update to the Payor Participation Schedule shall not, of itself, be 
considered an amendment to this Agreement.  Notwithstanding the foregoing, if the payments to 
Imaging Facility or any other material obligation of either party as then in effect under this 
Agreement would change with respect to any Payor or Benefit Plan, the proposed terms and the 
Payors or Benefit Plans to which they relate shall be submitted to Imaging Facility  in the form 
of a Payor Specific Addendum not less than thirty (30) days before the effective date of such 
Payor Specific Addendum (or within such shorter period as may be agreed by Imaging Facility  
and NIA), which is/are and attached hereto and incorporated herein as Exhibit A .  Imaging 
Facility shall be bound by the terms of the Payor Specific Addendum including its 
reimbursement fee schedule unless Imaging Facility  elects to opt out of the Payor’s Benefit Plan 
by written notice given no later than thirty (30) days after receipt of the Payor Specific 
Addendum.  If Imaging Facility opts out of the particular Payor Specific Addendum, then NIA 
may, at its option, (a) immediately terminate this Agreement entirely, or (b) immediately exclude 
Imaging Facility  from participation with respect to the Payor seeking approval of its Payor 
Specific Addendum.  Each Payor Specific Addendum is enforceable under the terms and 
conditions contained therein and, in the event of any conflict between the language of this 
Agreement and any Payor Specific Addendum, the language of the Payor Specific Addendum 
shall prevail. 


2.10.2 Imaging Facility agrees to provide Covered Services pursuant to the fee schedule 
attached to the Payor Specific Addendum and not to seek or accept payment from any Member 
for Covered Services except as stated in Section 2.9.6 above.  Imaging Facility agrees to accept 
this payment as payment in full for services rendered.  


2.10.3 Imaging Facility acknowledges and agrees that from time to time Payor may 
institute changes to fee schedules, benefit schedules, credentialing, quality assurance, utilization 
review or other terms, policies or procedures that were originally required by such Payor and 
delineated in the Agreement or in the Payor Specific Addendum, which is attached hereto.  As a 
result, the parties agree that, in the event NIA or Payor deems that such changes are necessary or 
advisable, NIA shall provide to Imaging Facility no less than fifteen (15) days before the 
effective date of such changes an amended Payor Specific Addendum setting forth such changes.  
If Imaging Facility provides written notice to NIA of its objection to the amended Payor Specific 
Addendum within fifteen (15) days of receipt of the amended Payor Specific Addendum then 
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NIA may, at its option, (a) immediately terminate this Agreement entirely, or (b) immediately 
exclude Imaging Facility from participation with respect to Payor requesting such change.  If 
Imaging Facility fails to object within fifteen (15) days of receipt of such changes, then Imaging 
Facility shall be bound by the terms contained in the amended Payor Specific Addendum. 


SECTION 3 


DUTIES OF NIA 


3.1 Clinical Services.  NIA agrees to provide, as NIA deems necessary, case management 
coordination to facilitate Member’s services by Imaging Facility. 


3.2 Claims Payment.  NIA will make commercially reasonable efforts to pay, or direct 
Payors to pay, “clean claims” within sixty (60) days.  NIA will comply and will direct Payors to 
comply with applicable prompt payment laws and regulations. A “clean claim” is defined as a 
properly completed claim form as designated by NIA (such as a UB-92 or CMS-1500), 
submitted in accordance with NIA’s Policies and Procedures which does not require research 
from any outside source or involve coordination of benefits, third party liability or subrogation.  
Claims will be paid via electronic funds transfer (EFT) in accordance with the account 
information provided by Imaging Facility. 


SECTION 4 


RELATIONSHIP BETWEEN PARTIES 


4.1 Relationship Between NIA and Imaging Facility.  The relationship between NIA and 
Imaging Facility is solely that of independent contractors and nothing in this Agreement shall be 
construed or deemed to create any other relationship including one of employment, agency or 
joint venture.  Imaging Facility shall maintain social security, workers’  compensation and all 
other employee benefits covering Imaging Facility’s employees as required by law.  


SECTION 5 


HOLD HARMLESS, INDEMNIFICATION AND LIABILITY INSURA NCE 


5.1    Indemnification.  Imaging Facility shall defend, hold harmless and indemnify NIA, its 
Affiliates, employees and agents and Payor, its Affiliates, employees and agents against any and 
all claims, liability, damages or judgments (collectively, “Claims”) asserted against, imposed 
upon or incurred by NIA and/or Payor that arise out of the acts or omissions of Imaging Facility 
or Imaging Facility’s employees, and agents in the performance of this Agreement.  
Notwithstanding the foregoing, Imaging Facility shall not be obligated hereunder to defend, 
indemnify, or hold harmless NIA and Payor from any Claim that arises as a result of intentional 
misconduct of NIA or Payor. 


5.2   Imaging Facility Liability Insurance.  Imaging Facility shall procure and maintain, at 
Imaging Facility’s sole expense, (1) professional liability insurance in the amount of One Million 
Dollars ($1,000,000.00) per occurrence and Three Million Dollars ($3,000,000.00) aggregate; 
and (2) comprehensive general and/or umbrella liability insurance in the amount of One Million 
Dollars ($1,000,000.00) per occurrence and Three Million Dollars ($3,000,000.00) aggregate.  
Imaging Facility shall also assure that all health care professionals employed by or under 
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contract with Imaging Facility to render Covered Services to Members procure and maintain 
such insurance, unless they are covered under Imaging Facility’s insurance policies.  Imaging 
Facility’s and other health care professionals’ professional liability and errors and omissions 
insurance shall be either occurrence or claims-made.  If the insurance policy is claims-made, 
Imaging Facility shall be required to furnish and maintain an extended period reporting 
endorsement (“tail policy”) under such terms and conditions as may be reasonably required by 
NIA.  Prior to or within thirty (30) days following execution of this Agreement by Imaging 
Facility and at each policy renewal thereafter, Imaging Facility shall submit to NIA in writing 
evidence of insurance coverage.  Imaging Facility shall notify NIA in writing, within ten (10) 
days of (i) any changes in carrier, termination of, renewal of or any material changes in Imaging 
Facility’s liability insurance, including reduction of limits, erosion of aggregate, changes in 
retention or non-payment of premium, and (ii) any settlement, judgment or other disposition of 
any malpractice or similar claim against Imaging Facility. 


5.3 Non-Interference with Medical Care.  The Parties acknowledge and agree that nothing in 
this Agreement is intended to create (nor shall be construed or deemed to create) any right or 
obligation of NIA or any Payor to intervene in any manner in the methods or means by which 
Imaging Facility and its employees and agents render health care services to Members.  Nothing 
herein shall be construed to require Imaging Facility or its employees and agents to take any 
action inconsistent with its independent professional judgment concerning the medical care and 
treatment to be rendered to Members. 


SECTION 6 


LAWS, REGULATIONS, LICENSES AND ACCREDITATION 


6.1 Laws, Regulations, Licenses; Accreditation and Standards of Performance. 


6.1.1 Imaging Facility represents and warrants that it is, and during the Term of this 
Agreement shall continue to be: (i) registered and in good standing with the state(s) in which it is 
chartered or authorized to do business; (ii); in compliance with all standards of JCAHO, if 
applicable, or such other applicable accrediting authority as NIA may specify; and (iii) operating 
in full compliance with all applicable federal and state laws, including the federal and any state 
anti-kickback statute, as well as the federal and any state physician self-referral laws.  Upon 
written request by NIA, Imaging Facility shall provide NIA with a copy of its statement of 
accreditation status and survey from JCAHO or other accrediting body. 


6.1.2 Without limiting the foregoing, Imaging Facility represents and warrants that it 
holds and during the Term of this Agreement shall continue to hold an unrestricted license to 
operate as a diagnostic imaging center in the state(s) where Covered Services are rendered under 
this Agreement and that it has all other permits and licenses required for operation.  Additionally, 
Imaging Facility represents that it has engaged duly licensed and qualified employees and agents 
that shall discharge their responsibilities in a manner that complies with generally accepted 
standards in the industry. 


(a) Imaging Facility shall notify NIA in writing, within ten (10) days of: (i) any suspension, 
revocation, condition, limitation, qualification or other restriction, or upon initiation of any 
investigation or other action which could reasonably lead to such restriction on Imaging 
Facility's licenses, certification and permits by any federal authority or by any state in which 
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Imaging Facility is authorized to provide health care services; or (ii) any charges of malpractice 
or professional or ethical misconduct brought against Imaging Facility and/or any clinician 
employed by or under contract with Imaging Facility. 


(b) Further, Imaging Facility shall notify NIA in writing within ten (10) days in the event of: 
(i) any change in the licensure or privileges of any employee or agent including but not limited to 
suspension, revocation, condition, limitation, qualification or other restriction, or upon initiation 
of any action which could reasonably lead to such restriction of such employee’s or agent’s 
license, certification and permit by federal authorities or by any state in which such Imaging 
Facility, employee or agent is authorized to provide health care services; or (ii) any suspension, 
revocation or restriction of staff privileges at any licensed hospital or other facility at which a 
Participating Provider employed by or under contract with Imaging Facility has staff privileges. 


6.2       Nondiscrimination.  Imaging Facility agrees not to discriminate or differentiate in the 
treatment of any individual based on sex, marital status, sexual orientation, age, race, color, 
religion, Vietnam era veteran status, health status, disability, national origin or otherwise, 
including by reason of the fact that the individual is a member of a health maintenance 
organization or a beneficiary of an employer benefit plan, or any other source of payment for 
services.  The Imaging Facility agrees to ensure that Covered Services are rendered to Members 
in the same manner, and in accordance with the same standards and with the same availability, as 
offered to any other individual customarily receiving services from Imaging Facility. 


6.3      Equal Opportunity Employer.  NIA is an equal employment opportunity and 
Executive Order 11246 affirmative action employer.  NIA supports a policy which prohibits 
discrimination against any employee or applicant for employment on the basis of age, race, sex, 
color, national origin, religion, physical or mental disability, veteran or any other classification 
protected by law or ordinance.  Imaging Facility agrees that it is in full compliance with NIA’s 
Equal Employment policy as expressed herein. 


SECTION 7 


PUBLIC RELATIONS 


7.1 Rights of Imaging Facility, NIA and Payor.  Imaging Facility agrees that NIA and/or 
Payor may use Imaging Facility’s name, address, telephone number, description of Imaging 
Facility and Imaging Facility’s care and specialty services in any informational or promotional 
activities.  Imaging Facility further agrees to cooperate and participate in all reasonable 
promotional activities undertaken by NIA.  Otherwise, Imaging Facility and NIA shall not use 
each other’s name, symbol or service mark without prior written approval of the other Party.  
Imaging Facility shall not use Payor’s name, symbol or service mark without prior written 
approval of Payor. 


SECTION 8 


BOOKS AND RECORDS 


8.1       Access to Books and Records.  If copies of Members’ medical records are requested 
by NIA or Payor for appeals or any utilization, grievance, claims payment or quality review, 
Imaging Facility agrees to provide the medical records without charges.  If copies of Members’ 
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medical records are requested by NIA for any other purpose, NIA shall reimburse Imaging 
Facility at the rate of Twenty-five Cents ($.25) per page, with the total charge not to exceed 
Twenty-five Dollars ($25.00) per record. Unless otherwise required by applicable statutes or 
regulations, NIA and/or Payor shall have access to such books and records during the Term of 
this Agreement and for seven (7) years following its termination (or such longer period as may 
be required by applicable law). In the case of minors, records must remain available for at least 
seven (7) years after the minor becomes eighteen (18) years of age, unless otherwise required by 
applicable statutes or regulations.   Imaging Facility shall provide records or copies of records 
requested by NIA and/or Payor within ten (10) days from the date such request is made. 


8.2           Required Access by Governmental Agencies.  Until the expiration of the seven (7) year 
requirements in Section 8.1 hereof, Imaging Facility and NIA shall make records and 
information available to authorized representatives of federal, state and local governments, upon 
written request. 


8.3     Confidentiality of Records.  NIA and Imaging Facility agree to maintain the 
confidentiality of all information regarding Covered Services provided to Members under this 
Agreement in accordance with any applicable laws and regulations.  Imaging Facility 
acknowledges that in receiving, storing, processing, or otherwise dealing with information from 
NIA or Payor about Members, it is fully bound by federal and state laws and regulations 
governing the confidentiality of medical records..   NIA shall include in its agreements with 
Payors, any covenants as would be necessary and required by the Privacy and Security Rules (45 
C.F.R. Pts. 160, 162, and 164) to allow NIA to perform the services for those Payors as 
described herein. 


SECTION 9 


CONFIDENTIALITY OF NIA'S PROPRIETARY INFORMATION 


9.1 Confidentiality of Proprietary Information.  Imaging Facility specifically agrees to keep 
confidential and not to disclose to others any and all business, financial, credentialing, utilization 
review, quality improvement, protocols or procedures, manuals and/or other information marked 
or otherwise designated “ Confidential" or “ Proprietary" and made available to it by NIA and/or 
Payor (“ Confidential Information” ).  Upon request of NIA and/or Payor, or in the event of the 
expiration or other termination of this Agreement, Imaging Facility shall promptly return all such 
Confidential Information to NIA or Payor, as the case may be.  Imaging Facility agrees not to 
use any such Confidential Information of NIA and/or Payor except in conjunction with the 
purposes of this Agreement.  The terms of this Section shall survive termination of this 
Agreement. 


SECTION 10 


RESOLUTION OF DISPUTES 


10.1     Resolution of Disputes.  


(a) The Parties agree to use good faith efforts to resolve all disputes arising out of or 
relating to this Agreement within sixty (60) days of written notice that such a dispute 
exists.  If the dispute pertains to a matter for which Imaging Facility has a right to 
administrative appeal or external review, then all available administrative appeal and 
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external review rights must be fully exhausted by Imaging Facility prior to the 
initiation of arbitration or any legal action or the exercise of any termination rights 
under Section 11 of this Agreement.   


(b) If the dispute has not been resolved within such sixty (60) day period and it involves 
an amount in controversy that is equal to or less than five hundred thousand dollars 
($500,000.00), then the sole remedy of the party initiating the dispute shall be 
submission of the dispute to binding arbitration pursuant to the American Health 
Lawyers Association’s Alternative Dispute Resolution Service or such other 
alternative dispute resolution services as the parties may mutually agree.  Any such 
arbitration proceedings shall occur in St. Louis, Missouri or in such place as mutually 
agreed to by the Parties before one arbitrator who has at least fifteen (15) years 
experience practicing managed health care law.  If the dispute involves an amount in 
controversy that is greater than five hundred thousand dollars ($500,000.00), the 
dispute may be submitted to a court of competent jurisdiction in Missouri, after the 
good faith efforts described in this Section 10.1 are exhausted.  Any arbitration or 
court proceeding must be brought within one year of the date of the written notice of 
dispute. 


(c) In any arbitration under Section 10.1(b) above, the arbitrator shall apply the law of the 
State of Missouri.  Upon request by either party made within five days of the issuance 
of an award, the arbitrator shall issue a written, reasoned decision setting forth the 
basis of the award, including findings of fact and conclusions of law, within thirty (30) 
days after the record in the arbitration has been closed; provided however, the 
requesting party shall bear all cost and expense associated with such a request.  The 
arbitrator’s decision and award shall be final and binding, may be entered in any court 
having jurisdiction thereof and shall not be appealable in any way except by petition to 
confirm, correct or vacate in accordance with applicable law. The arbitrator shall not 
award punitive, exemplary or consequential damages, and each Party hereby 
irrevocably waives any right to seek such damages in arbitration or in judicial 
proceedings.     


(d) Imaging Facility acknowledges that the recommendation and determination of whether 
Covered Services are Medically Necessary Covered Services shall be made in 
accordance with NIA Policies and Procedures and shall not be subject to this Section 
10.  Payor may not be bound by the provisions of this Section 10.   


 


SECTION 11 


TERM AND TERMINATION 


11.1         Term.  The initial term of this Agreement shall commence on the Effective Date and 
shall remain in effect for a period of one (1) year (the “Initial Term”).  At the end of the Initial 
Term, this Agreement shall automatically renew for successive one (1) year terms, unless either 
Party shall give written notice of its intent to not renew the Agreement to the other Party at least 
ninety (90) days prior to the end of the Initial Term or the expiration of any renewal term.  The 
Initial Term and all renewal terms thereafter, if any, shall be referred to herein as the “Term.” 


11.2     Termination of Agreement With Notice.  Either Party may terminate this Agreement 
with notice upon ninety (90) days prior written notice to the other Party.  Each Party agrees that 
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there will be no requirement or obligation to provide a reason for exercising its right to terminate 
the Agreement pursuant to this provision. 


11.3     Termination With Cause by NIA.  NIA shall have the right to terminate this 
Agreement immediately by giving written notice to Imaging Facility upon the occurrence of any 
of the following events: 


(a) Termination of NIA’s obligation to provide Covered Services on behalf of 
Payors; 


(b) Restriction, suspension or revocation of Imaging Facility's license and/or 
accreditation; 


(c) Imaging Facility's loss of any liability insurance required under this Agreement; 


(d) Imaging Facility's suspension or exclusion from participation in Payor's programs; 


(e) Imaging Facility’s loss of Medicare and/or Medicaid certification; 


(f) Imaging Facility’s insolvency, bankruptcy or if Imaging Facility makes an 
assignment for the benefit of creditors;  


(g) Any bankruptcy, insolvency or liquidation proceeding commenced against 
Imaging Facility, which proceeding is (a) not contested by Imaging Facility or (b) 
if contested by Imaging Facility, is not dismissed within sixty (60) days after 
commencement; 


(h) Imaging Facility’s failure or inability to meet and maintain full credentialing status 
with NIA; 


(i) Imaging Facility’s submission of false or misleading billing information;  


(j) Imaging Facility's breach of any of the terms or obligations of this Agreement; 


(k) Any occurrence of serious misconduct which brings NIA to the reasonable 
interpretation that Imaging Facility may be delivering clinically inappropriate care; 
or 


(l) Imaging Facility’s breach of NIA Policies and Procedures. 


11.4  Prohibited Causes for Termination.  NIA shall not terminate this Agreement on the 
grounds that Imaging Facility: (i) advocated on behalf of a Member;  (ii) filed a complaint 
against NIA; (iii) appealed a decision of NIA; or (iv) requested a review or challenged a 
termination decision of NIA.   


11.5 Termination with Cause by Imaging Facility.  Imaging Facility may terminate this 
Agreement for material breach by NIA upon sixty (60) days’ prior written notice unless NIA 
cures the breach within such sixty (60) day period.   
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11.6 Information to Members.  Imaging Facility acknowledges the right of NIA to inform 
Members of Imaging Facility's termination and agrees to cooperate with NIA in deciding on the 
form of such notification. 


11.7 Continuation of Services After Termination.  Upon request of NIA or in accordance with 
applicable state law, Imaging Facility shall continue to provide Diagnostic Imaging Services to 
Members whose services have been authorized and scheduled with Imaging Facility as of the 
date of termination of this Agreement.  Said services shall be rendered in accordance with the 
terms of this Agreement until the Member has been transferred by NIA to another Imaging 
Facility or until Member is discharged and Imaging Facility shall be reimbursed pursuant to the 
terms of this Agreement. This Section 11.7 shall survive termination of this Agreement.   


 SECTION 12 


MISCELLANEOUS 


12.1 Amendment. 


 
12.1.1   This Agreement may be amended at any time by the mutual written agreement of 


the Parties.  In addition, NIA may amend this Agreement upon thirty (30) days advance notice to 
Imaging Facility and if Imaging Facility does not provide a written objection to NIA within the 
thirty (30) day period, then such amendment shall be effective at the expiration of the thirty (30) 
day period.  If Imaging Facility does object to such amendment, then NIA, in its sole discretion, 
may immediately terminate this Agreement with thirty (30) days notice . 


12.1.2 NIA also may amend this Agreement to comply with applicable statutes and 
regulations, and shall give written notice to Imaging Facility of such amendment and its effective 
date.  Such amendment will not require thirty (30) days advance written notice.   
 


12.2 Non-Exclusivity.  This Agreement is non-exclusive.  Imaging Facility may enter 
into similar contracts without limitation under this Agreement, so long as Imaging Facility can 
continue to fulfill all of its duties hereunder.  NIA may contract with other facilities without 
limitation and shall have no obligation to refer Members to Imaging Facility. 


12.3        Injunctive Relief.  Each Party acknowledges that the obligations, covenants and 
undertakings to which it has agreed, and the services it furnishes hereunder, are unique and of 
extraordinary value, and that a breach of this Agreement by either Party would cause the other 
Party irreparable damage.  Accordingly, in the event of any such breach or threatened breach by 
one Party, the other Party shall, in addition to its remedies at law, have the right to pursue 
injunctive relief, including temporary, preliminary and permanent injunctions, to prevent the 
other Party’s violation of this Agreement. 
 
12.4          Limitation of Liability.  In no event will either Party be liable for any loss of profits, 
loss of use, business interruption, loss of data, cost of cover or indirect, special, incidental, or 
consequential damages of any kind in connection with or arising out of their performance 
hereunder, whether alleged as a breach of contract or tortious conduct, including negligence, or 
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as part of such Party’s duty to indemnify hereunder, even if such Party’s have been advised of 
the possibility of such damages.   
 
12.5          Authority.  Imaging Facility represents and warrants that it has full legal power and 
authority to bind its employees and contractors to the provisions of this Agreement. 
 
12.6          Assignment.  Except as provided in this section, neither Party may assign this 
Agreement or any of its rights hereunder without the prior written consent of the other Party; 
provided however, that NIA may assign all or any of its rights or delegate its responsibilities 
under this Agreement to any Affiliate, or in connection with a merger, sale or acquisition 
involving NIA or an Affiliate.  Imaging Facility acknowledges that persons and entities under 
contract with NIA may perform certain administrative services under this Agreement.  Imaging 
Facility may not assign any of its rights and responsibilities under this Agreement to any person 
or entity without the prior written consent of NIA, which consent shall not be unreasonably 
withheld.  Subject to the foregoing restrictions on assignment, this Agreement shall be binding 
upon the Parties, their successors and assigns. 
 


12.7        Medicare Plans.  In the case of Medicare and Medicare Advantage and Members 
enrolled in Medicare plan (“Medicare Members”), the parties agree to also abide by the 
requirements set forth in the Medicare Addendum to this Agreement, attached hereto as Exhibit 
D and made a part hereof by this reference, as well as the NIA’s or Payor’s policies and 
procedures relating to Medicare. 


12.8       Governing Law; Venue.  This Agreement shall be governed by and construed in 
accordance with the laws of the State of Missouri, without giving effect to its conflicts of law 
principles.  Any and all judicial proceedings relating to this Agreement shall be maintained in the 
state or federal courts of Missouri, which courts shall have exclusive jurisdiction for such 
purpose. 


12.9       Third Party Beneficiaries.  Except for the Affiliates, which are intended to be third 
party beneficiaries of this Agreement, and except as otherwise specifically provided herein, this 
Agreement shall not create or be construed to create in any manner whatsoever, any rights in any 
Member or in any other person as a third party beneficiary of this Agreement or otherwise.   


12.10       Notices.  Any notice required to be given under this Agreement shall be in writing 
and shall be deemed to have been validly served, given or delivered (i) three (3) business days 
after deposit in the U.S. mail, with proper postage prepaid, (ii) one (1) business day after deposit 
with a reputable overnight carrier with all charges prepaid, or (iii) when delivered, if hand-
delivered by messenger, all of which shall be properly addressed to the Party to be notified and 
sent to the Parties at the following addresses: 


  
 If to NIA:   National Imaging Associates, Inc. 
    14100 Magellan Plaza 
    Maryland Heights, MO  63043 
    Attn: Network Management Contract Administration 
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If to Imaging Facility: ___________________________________ 
        ___________________________________ 
        ___________________________________ 
        Attn: ______________________________ 
 
Each Party may designate by notice in writing a different person, or new address, to which any 
notice, demand, request, consent, report, approval or other communication may thereafter be 
given, served or sent. 
 
12.11       Severability.  If any provision of this Agreement shall be held invalid, illegal or 
unenforceable, the validity, legality or enforceability of the other provisions hereof shall not be 
affected thereby, and there shall be deemed substituted for the provision at issue a valid, legal 
and enforceable provision as similar as possible to the provision at issue. 


12.12       No Waiver.  No waiver of the breach of any provision of this Agreement shall be 
deemed a waiver of any other breach of or default under the same or any other provision hereof, 
nor will any waiver constitute a continuing waiver.  No term or provision of this Agreement shall 
be waived except by a written instrument executed by a duly authorized officer of the waiving 
Party and no course of dealing, act or omission to act shall operate as a waiver of any right, 
power or privilege granted to a Party hereunder. 


12.13      Force Majeure.  If the performance of any part of this Agreement by either Party shall 
be prevented, restricted, interfered with or affected for any length of time by fire or other 
casualty, government restrictions, war, riots, strikes or labor disputes, lock out, transportation 
delays, acts of God, or any other causes which are beyond the reasonable control of such Party, 
such Party shall not be responsible for delay or failure of performance of this Agreement for such 
length of time, provided, however, that the obligation of one Party to pay amounts due to the 
other Party shall not be subject to the provisions of this Section.  However, the affected Party 
shall use diligent efforts to overcome any such event, and if any such event continues for more 
than sixty (60) days, the other Party may terminate the Agreement upon written notice. 


12.14     Headings.  The headings of the various Sections of this Agreement are inserted for the 
purpose of convenience only and do not, expressly or by implication, limit, define or extend the 
specific terms of the Section so designated. 


12.15     Joint Preparation.  Each Party to this Agreement (i) has participated in the preparation 
of this Agreement; (ii) has read and understands this Agreement; and (iii) has been represented 
by counsel of its own choice in the negotiation and preparation of this Agreement.  Each Party 
represents that this Agreement is executed voluntarily and should not be construed against any 
Party hereto solely because it drafted all or a portion hereof. 


12.16    Attestation.  The undersigned Imaging Facility attests and affirms that Imaging Facility 
shall not refer Members to another provider without specific authorization by NIA.  Imaging 
Facility acknowledges and agrees that NIA is the only definitive source of information related to 
a provider’s credentialing status with NIA.  Imaging Facility acknowledges and agrees that all 
questions concerning a provider’s credentialing status with NIA must be directed to NIA.  NIA 
shall permit only providers whose credentials have been verified by NIA to render services to 
Members.   
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12.17    Survival.  In addition to those provisions that survive termination or expiration of this 
Agreement by their express terms, Sections 5.1 (Indemnification), 8.1 (Access to Books and 
Records), 8.2 (Required Access by Government Agencies), 9.1 (Confidentiality of Proprietary 
Information), 10.1 (Resolution of Disputes), 11.7 (Continuation of Services After Termination), 
12.4 (Limitation of Liability), 12.7 (Governing Law, Venue) and 12.9 (Notices) shall survive 
termination or expiration of this Agreement. 


12.18   Counterparts.  This Agreement may be executed in any number of counterparts, each of 
which shall be deemed an original, but all of which together shall constitute one and the same 
Agreement, binding on all the Parties.  The Parties agree that facsimile copies of signatures shall 
be deemed originals for all purposes hereof and that a Party may produce such copies, without 
the need to produce original signatures, to prove the existence of this Agreement in any 
proceeding brought hereunder. 


12.19 Entire Agreement; Future Agreements with Affiliates.  This Agreement and Attachments 
attached hereto and incorporated herein constitute the entire agreement between NIA and its 
Affiliates and Imaging Facility, and supersedes or replaces any prior agreements between NIA 
and/or its Affiliates and Imaging Facility, whether written or oral, relating to the subject matter 
hereof.   


 INTENDING TO BE LEGALLY BOUND, the Parties, each by a duly authorized 
representative, have executed this Agreement as of the Effective Date. 
 


[Signature Page Follows]
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NATIONAL IMAGING ASSOCIATES, INC.:     IMAGING FACI LITY: 


          


By: __________________________________________         By: ________________________________________ 
                   (Signature)                                                                                                        (Signature) 


Print Name:   ________________________  Print Name: _______________________ 


Print Title: ___________________________   Print Title:  ___________________________ 


Date:     Date:_____________________________ 
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LIST OF ATTACHMENTS 


 
 
Exhibit A Payor Participation Schedule 


Exhibit B  Fee Schedule 


Exhibit C Contracted Service Site(s) 


Exhibit D Medicare Addendum 
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Exhibit C 


to the 


Facility and Program Participation Agreement 


Contracted Service Site(s)* 
(To be completed by NIA upon acceptance of Credentialing application for site(s)) 


MAIN SITE # S1 
Legal Name:         MIS#        
Program Name (if applicable):        
Street Address:         
City/State/Zip Code:         
Tax ID#:         
Medicare#:         Medicaid#:         NPI#:         


 


SITE # S2 
Program Name:       MIS#        
Street Address:         
City/State/Zip Code:         
Tax ID#:         
Medicare#:         Medicaid#:         NPI#:         


 


SITE # S3 
Program Name:       MIS#        
Street Address:         
City/State/Zip Code:         
Tax ID#:         
Medicare#:         Medicaid#:         NPI#:         


 


SITE # S4 
Program Name:       MIS#        
Street Address:         
City/State/Zip Code:         
Tax ID#:         
Medicare#:         Medicaid#:         NPI#:         


 
SITE # S5 
Program Name:       MIS#        
Street Address:         
City/State/Zip Code:         
Tax ID#:         
Medicare#:         Medicaid#:         NPI#:         


 


*Sites added subsequent to this Exhibit C shall be contained in a new Exhibit C after prior approval from NIA. 
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EXHIBIT D 
 


MEDICARE ADDENDUM  
TO 


NATIONAL IMAGING ASSOCIATES, INC. 
PARTICIPATING IMAGING FACILITY AGREEMENT 


 
 


THIS ADDENDUM , by and between NATIONAL IMAGING ASSOCIATES, INC., 
for itself and on behalf of its Affiliates (“NIA”) and NIA_RecipientName (“Imaging Facility”) 
is effective as of     and is intended to supplement the National Imaging 
Associates, Inc. Participating Imaging Facility Agreement (“Agreement”), except to the extent 
that such provisions below are inconsistent with the provisions of the Agreement, in which case 
the provisions below shall prevail for Medicare, and Medicare Advantage (herein collectively 
referred to herein  as “Medicare”). 
 
 WHEREAS, Imaging Facility and NIA entered into the Agreement whereby Imaging 
Facility agreed to provide diagnostic imaging services on behalf of Members covered under 
Medicare Benefit Plans, and; 
  


WHEREAS, this Addendum is intended to extend basic principles set forth in the 
Agreement, in order to make such principles work in the context of Medicare. 


 
 NOW, THEREFORE,  intending to be legally bound and upon good and valuable 
consideration, the parties agree as follows: 
  
   
1. DEFINITIONS  
  


1.1 Covered Services:  Those medically necessary diagnostic imaging services set 
forth in the Member’s Medicare Benefit Plan, as amended from time to time, and 
for which NIA or Payor is responsible for providing or arranging to provide to 
Medicare Members. 


1.2 Medicare Benefit Plan: A health plan, such as a Medicare managed care plan or 
private fee-for-service plan, offered by a Payor and approved by CMS, including, 
but not limited to, Medicare and Medicare Advantage. 


 
1.3 Medicare Member or Member:  Individuals who meet all eligibility 


requirements of the Medicare program, and are enrolled in a Medicare Benefit 
Plan offered by Payor. 


1.4 CMS:  The Centers for Medicare and Medicaid Services. 


1.5 HHS:  The United States Department of Health and Human Services. 
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1.6 Payor:  The health insurance program, employer or other entity contracting directly 
or indirectly with NIA, which has ultimate financial responsibility for payment of 
Covered Services rendered to Members under Medicare Benefit Plans. 


    
2. OBLIGATIONS OF IMAGING FACILITY  
  


2.1 Provision of Covered Services to Members.  Imaging Facility agrees to accept 
referrals of Members from NIA for the provision of Covered Services within the 
scope of Imaging Facility’s practice and provide Covered Services afforded to 
Member under their Medicare Benefit Plan.  Imaging Facility agrees that all 
Covered Services provided to Members shall be provided in a manner consistent 
with professionally recognized standards of health care.  Imaging Facility agrees 
to comply with and abide by the terms of the Agreement, this Medicare 
Addendum, the applicable Imaging Facility manual, NIA’s Policies and 
Procedures, as amended from time to time and Payor’s policies and procedures, as 
amended from time to time, as communicated to Imaging Facility, including, but 
not limited to, utilization review programs, quality improvement programs and 
medical management programs. 


 
Imaging Facility agrees to render all Covered Services in his/her office or in such 
other facilities and locations as are mutually agreed to by the parties.   


 
Imaging Facility verifies that neither Imaging Facility nor Imaging Facility’s 
practice or call partners have been excluded from participation in Medicare under 
Section 1128 or 1128A of the Social Security Act.  Imaging Facility agrees to 
notify NIA, in writing, within ten (10) days of the date Imaging Facility receives 
notice that Imaging Facility’s participation or any of Imaging Facility’s practice 
or call partner’s participation in Medicare has been excluded, suspended or 
otherwise restricted or opts out of participation in the Medicare program.  
Imaging Facility agrees not to employ or contract with any individual or entity 
which has been excluded from participation in Medicare under section 1128 or 
1128A of the Social Security Act, including, but not limited to, entities providing 
administrative services. 


 
2.2 Covered Services and Communication with Members.  The parties agree that 


decisions regarding Covered Services for Medicare Members will be made in 
compliance with CMS guidelines. Imaging Facility agrees to comply with NIA’s 
Policies and Procedures (e.g. coverage rules, practice guidelines, payment policies 
and utilization management) that allow for individual medical necessity 
determinations, and to consider input from the Medicare Member as to the 
proposed treatment plan in accordance with NIA Policies and Procedures.   


 
2.3 Confidentiality and Accuracy of Medicare Member Records.  Imaging 


Facility agrees to establish procedures in order to maintain good quality, 
complete, timely, accurate and professionally adequate medical records, in 
accordance with NIA’s Policies and Procedures, Payor’s policies and procedures 
and industry standards for Members treated by Imaging Facility.  Imaging Facility 
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agrees to ensure the confidentiality of Member records and to release original 
medical records only in accordance with applicable federal or state laws, or 
pursuant to court orders or subpoenas. Imaging Facility agrees that information 
from or copies of Member records will be released only to authorized individuals 
and that Imaging Facility shall ensure that unauthorized individuals cannot gain 
access to or alter Member records.  Imaging Facility agrees to abide by NIA’s 
Policies and Procedures and all federal and state laws including but not limited to 
those safeguarding Member privacy, confidentiality and disclosure for medical 
records, other health information or any information that identifies an individual 
as a Member. Notwithstanding the foregoing, Imaging Facility agrees to release to 
NIA and/or Payor all Member data, including medical records, necessary (1) to 
characterize the purpose and content of each encounter of the Imaging Facility 
with each Member and (2) to enable NIA and/or Payor to fulfill any other federal 
reporting requirements (e.g. 42 CFR § 422.257 and 42 CFR §422.516).  Imaging 
Facility agrees that all data submitted to NIA and/or Payor on Members shall be 
accurate, complete and truthful.  Further, Imaging Facility agrees to ensure timely 
access by Members to records and information that pertains to them. 


 
Subject to all applicable statutes and regulations governing confidentiality of 
medical records:  (i)  NIA and Payor shall have the right, at times reasonably 
acceptable to Imaging Facility, to review Member records to determine 
compliance with NIA’s Policies and Procedures, with Imaging Facility’s 
obligations under this Agreement, and with Imaging Facility’s other obligations 
hereunder and, if necessary, to process claims submitted by Imaging Facility; and 
(ii) HHS, CMS, GAO, the Comptroller General of the United States, any other 
applicable state or federal agencies or authorities, and/or their authorized 
representatives or designees, shall have the right to audit, evaluate, inspect, and 
copy any of Imaging Facility’s pertinent books, contracts, medical records, patient 
care documentation, papers and other records and any related entity, permitted 
contractor, subcontractor or transferee that pertain to any aspect of services 
furnished to Members, reconciliation of benefit liabilities and determination of 
amounts payable hereunder or under the Payor’s Medicare contract with CMS or 
Payor’s contract with NIA. Such records shall be provided at no charge. 


 
Imaging Facility shall maintain financial and administrative records in accordance 
with all applicable federal, state and local laws, rules and regulations, accepted 
professional standards, accepted accounting procedures and sound internal control 
practices to ensure that Imaging Facility has fulfilled Imaging Facility’s 
obligations under this Addendum and the Agreement.  Imaging Facility shall 
maintain such other records with respect to the value and nature of the services 
performed as may reasonably be required by any law or regulation, or by NIA or 
Payor, to carry out its purposes or to enable it to comply with any law or regula-
tion.   


 
Imaging Facility agrees that upon request of Payor or NIA, Imaging Facility will 
provide the requesting party with financial, administrative, and medical records 
relating to the provision of Covered Services to Members, the cost thereof and 
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payments received, provided that the release of medical records shall be subject to 
an appropriate authorization to release medical records.   


 
Unless otherwise required by applicable federal or state law, Imaging Facility 
agrees to maintain Members’ records during the term of the Agreement and for ten 
(10) years following its termination or as specified by state and federal law, or if 
Members’ records are subject to an audit, then Imaging Facility agrees to maintain 
Members’ records for ten (10) years following the termination of the Agreement or 
the completion of any audit, whichever is later, or for such longer periods as 
provided in applicable state and federal law.    
 
The obligations under this Section 2.3 shall not terminate with the expiration or 
termination of this Addendum or the Agreement. 


  
2.4 Requests for Information.  Imaging Facility agrees to comply with NIA’s 


requests to submit information related to, but not limited to, quality improvement, 
performance indicators, disenrollment information, Member satisfaction and 
Member outcomes. 


  
2.5 Grievances and Appeals.  Imaging Facility agrees to comply with NIA Policies 


and Procedures, Payor’s policies and procedures and CMS requirements for 
grievances, appeals and expedited appeals for Medicare Members.  Imaging 
Facility agrees to cooperate with NIA and Payor in meeting their respective 
obligations related to grievances, appeals and expedited appeals, including the 
timely gathering and forwarding of all information to NIA and/or Payor necessary 
to make operational the grievance and appeals procedures, including the 
expedited appeals procedure.   


 
2.6 Delegation  


 
2.6.1  Delegation by Payor.  Imaging Facility acknowledges that Payor may 


delegate to NIA its responsibility under its Medicare contract with CMS to 
provide utilization review, credentialing, quality improvement, medical 
record review, claims payment, administrative and member services for 
Medicare Members.  Payor may revoke this delegation, including, if 
applicable, the delegated responsibility to meet CMS reporting 
requirements. Such delegation shall be consistent with the CMS 
requirements.  


 
2.6.2   Delegation by Imaging Facility.  Imaging Facility may not delegate or 


assign any obligations under the Agreement without written consent from 
NIA or Payor.  If Imaging Facility delegates or subcontracts any of the 
services to be performed under this Addendum, such delegation must 
include all requirements of the Agreement and Addendum and comply 
with 42 CFR 438.230, which requires Imaging Facility to evaluate the 
prospective subcontractor's ability to perform the activities to be 
delegated, execute a written agreement that specifies the activities and 
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report responsibilities delegated to the subcontractor, and provides for 
revoking delegation or imposing other sanctions if the subcontractor's 
performance is inadequate. In addition, Imaging Facility must monitor the 
subcontractor's performance on an ongoing basis and subjects it to formal 
review consistent with industry standards or State HMO laws and 
regulations. Should deficiencies or areas for improvement be identified, 
Imaging Facility shall take corrective action. Any delegation of services 
must be reviewed by NIA and/or Payor and submitted to the state for 
approval. 


 
2.7 Monitoring.   Imaging Facility acknowledges that NIA shall monitor the 


performance of Imaging Facility on an ongoing basis. 
  


2.8 Regulatory Requirements.  Imaging Facility acknowledges that Payor shall 
oversee and is accountable to CMS for certain functions and responsibilities 
described in the Medicare regulations.    


  
2.9 Access Standards.  Imaging Facility agrees to provide and continuously monitor 


timely access to care in accordance with NIA and CMS standards, and to take 
corrective action on request to ensure compliance with these standards.  Imaging 
Facility agrees to notify NIA at least forty-five (45) days prior written notice if 
Imaging Facility closes its practice. 


 
2.10 Complex Medical Conditions.  Imaging Facility shall cooperate with and abide 


by NIA’s Policies and Procedures and Payor’s policies and procedures to:  (a) 
identify individuals with complex or serious medical conditions; (b) assess those 
conditions, and use medical procedures to diagnose and monitor them on an 
ongoing basis; and (c) establish and monitor a treatment plan. 


  
2.11 Quality Improvement Program.  Imaging Facility agrees to comply with, and 


consult with NIA regarding NIA’s medical policies, quality improvement 
programs and medical management programs as they may be amended from time 
to time by NIA and/or Payor.  Imaging Facility understands that NIA and/or 
Payor has or will have an agreement with an independent quality review and 
improvement organization approved by CMS to perform quality assessment and 
improvement functions pertaining to Members.  Imaging Facility agrees to 
cooperate with such independent quality review and improvement organization in 
the performance of its functions and agrees to comply with and abide by reviews 
by such independent quality review and improvement organization. 


  
2.12 Non-Discrimination in Provision of Services.  Imaging Facility agrees to 


provide Covered Services to those persons who meet all eligibility requirements 
of the Medicare program and are enrolled in a Medicare Benefit Plan.  Imaging 
Facility shall provide Covered Services to Members in accordance with the same 
standards and with the same availability as provided to Imaging Facility’s other 
patients.  Imaging Facility shall not deny, limit, or condition the furnishing of 
Covered Services to Medicare Members on the basis of any factor that is related 
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to health status. Imaging Facility shall provide Covered Services to Members 
without discriminating against them on the basis of race, color, national origin, 
gender, age, religion, marital status, handicap or health insurance coverage.    


 
2.13 Payor Reviews.  Payor may conduct performance reviews of the need for, and 


efficiency and quality of, services provided by Imaging Facility to Members.  
Imaging Facility agrees to cooperate with Payor and respond to all reasonable 
requests by Payor for information in connection therewith to enable Payor to 
monitor the quality and utilization of care rendered by Imaging Facility, and will 
comply with reasonable determinations made pursuant to such reviews. Imaging 
Facility agrees to be available to discuss these records and the connected 
treatment with Payor, its representatives or committees. 


 
3.     COMPENSATION/CLAIMS PROCESSING  
  


3.1 Payment for Covered Services.  Subject to the terms and conditions set forth in 
the Agreement, NIA Policies and Procedures and this Addendum, NIA or Payor 
shall compensate Imaging Facility for authorized Covered Services provided to 
Members covered under this Addendum within thirty (30) days after receipt of a 
complete claim, unless additional required information is requested within the 
thirty (30) day period, or the claim involves coordination of benefits.  Such 
reimbursement shall be made according to the reimbursement schedule set forth 
in the Agreement and Exhibits to the Agreement.  Payments for non-capitated 
Covered Services are subject to any and all valid and applicable laws related to 
claims payment.  Imaging Facility agrees to accept the amounts provided for in 
the Agreement as payment in full for services rendered to Members.  Imaging 
Facility shall pay on a timely basis all employees, independent contractors and 
subcontractors who render Covered Services to Members for which Imaging 
Facility is financially responsible pursuant to the Agreement and this Addendum. 


 
3.2 Compensation from Members.   Imaging Facility agrees that, in no event, 


including, but not limited to, the nonpayment for Covered Services by NIA or 
Payor, NIA’s or Payor’s insolvency or breach of the Agreement, shall Imaging 
Facility bill, charge, collect a deposit from, seek compensation, remuneration or 
reimbursement from, or have any recourse against Members or persons acting on 
the Member’s behalf, other than NIA or Payor, for Covered Services provided 
pursuant to the Agreement.  This Section does not prohibit Imaging Facility from 
collecting Deductibles, Copayments or Coinsurance, as specifically provided 
under the Member’s Benefit Plan, or fees for non-covered services delivered on a 
fee-for-service basis in accordance with the terms of the Member's Benefit Plan 
and with the terms of the Agreement.  Imaging Facility further agrees that this 
provision supersedes any verbal or written contrary agreement now existing or 
hereafter entered into between Imaging Facility and Member or any person acting 
on the Member’s behalf.  Notwithstanding any provisions in the Agreement to the 
contrary, Imaging Facility agrees that in the event of the insolvency of NIA or 
Payor or other cessation of operations, Imaging Facility will continue to provide 
Covered Services to Member through the period for which Member's premium 
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has been paid. This Section shall survive termination of the Agreement for 
Covered Services rendered prior to the termination, regardless of the cause giving 
rise to the termination and shall be construed to be for the benefit of Members.   


 
This provision shall apply to all employees and subcontractors of Imaging Facility 
and Imaging Facility shall obtain from such persons written agreement to this 
section. Any modification, addition or deletion to the provisions of this section 
shall become effective on a date no earlier than fifteen (15) days after CMS has 
received notice of such proposed changes.   


 
3.2.1 Dual Eligible Members.  For Members eligible for both Medicare and 


Medicaid, Provider agrees not to hold Member liable for Medicare Part A 
and B cost sharing when the State is responsible for paying such amounts 
under the Medicaid program. Provider agrees to accept the amounts 
provided for in the Agreement as payment in full for services rendered to 
Members, or bill the appropriate State source, per Member’s Benefit Plan.  


  
3.3 Continuation of Services.  Notwithstanding any provisions in the Agreement to 


the contrary, Provider agrees that in the event of the insolvency of NIA or Payor 
or other cessation of operations, Provider will continue to provide Covered 
Services to Members through the period for which Member's premium has been 
paid. This Section shall survive termination of the Agreement for Covered 
Services rendered prior to the termination, regardless of the cause giving rise to 
the termination and shall be construed to be for the benefit of Members.  


 
3.4 Hold Harmless.  Imaging Facility also agrees that, unless Payor is responsible for 


the direct payment of Imaging Facility claims, in no event shall Imaging Facility 
bill, charge, collect from, seek compensation, remuneration, or reimbursement 
from or have any recourse against Payor once Payor has made its payment to NIA 
in accordance with the agreement between Payor and NIA or its Affiliate. 


  
3.5 Incentive Arrangements; Stop-Loss Insurance.  Imaging Facility shall notify 


NIA of all relevant terms and conditions of any payment arrangement applicable 
to reimbursement for services rendered to Medicare Members that constitute a 
physician incentive plan as defined by CMS and/or state or federal law.  Such 
disclosure shall be in the form of a certification and shall identify, at a minimum:  
(a)  whether services not furnished by Imaging Facility are included; (b)  the type 
of incentive plan, including the amount, identified as a percentage, of any 
withhold or bonus; and (c)  the amount and type of any stop-loss coverage 
provided by Imaging Facility. 


  
3.6 Risk Adjustment Data Submission.  Imaging Facility agrees to submit accurate, 


complete and truthful risk adjustment data to NIA as required by CMS, including 
data or records necessary to characterize the context and purposes of each service 
provided to a Medicare Member by Imaging Facility, and to characterize the 
functional limitations of Members.    Imaging Facility will attest to  the accuracy, 
completeness and truthfulness of such data, when required by CMS. 
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4.        TERM AND TERMINATION  
  


4.1     Termination.     In addition to the provisions set forth in the Agreement, this 
Addendum may be terminated upon written notice, unless otherwise stated, in the 
event of the following: 


  
4.1.1 If NIA’s agreement with Payor to provide or arrange to provide Covered 


Services to Members is suspended or terminated for any reason; 
  


4.1.2 If Imaging Facility is disqualified from participation in, or is suspended or 
terminated from, a Medicare or Medicaid program or any other 
government sponsored health program, this Addendum shall terminate 
effective with the date of the suspension or termination; 


  
4.1.3 If NIA receives notice that state or federal reimbursement or funding is no 


longer available for services provided pursuant to this Addendum, this 
Addendum shall terminate effective with the later of the date of the 
discontinuance of funding or the date the Payor discontinues providing 
services to Members; 


  
4.1.4 If NIA’s agreement to provide or arrange to provide Covered Services to 


Members is changed in a manner that will result in a material detriment to 
Imaging Facility or NIA, and the parties enter into good faith negotiations 
to amend this Addendum, but fail after a period of sixty (60) days to agree 
on an amendment to this Addendum acceptable to both parties, and if 
applicable, a governmental agency or authority, this Addendum shall 
terminate sixty (60) days following the notice by either party of an 
inability to amend the Addendum; 


  
4.1.5 At any time that Imaging Facility engages in conduct which, in the sole 


judgment of NIA or Payor, poses an immediate threat to the health, 
welfare or safety of an Member; or 


  
4.1.6 Any termination of the Agreement. 


  
4.2 Effect of Termination.   In the event this Addendum is terminated for any reason 


(other than for reasons related to loss or suspension of Imaging Facility’s 
licensure, the quality of Imaging Facility’s services or the loss or suspension of 
Imaging Facility’s insurance, or pursuant to paragraphs 4.1.2 or 4.1.5 hereof), 
Imaging Facility shall continue to provide Covered Services to Members until the 
sooner of: (i) the expiration of the period for which the Member is eligible to 
receive such services, or (ii)  the date upon which NIA, Payor, HHS, or such other 
applicable governmental agency or authority makes alternative arrangements for 
the provision of Covered Services and continuation of a  course of treatment 
provided to such Members or (iii) the Member’s treatment is completed.  NIA or 
Payor shall compensate Provider for any such Covered Services according to the 
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terms of applicable Exhibit to the Agreement, provided that Provider complies 
with the terms and conditions of the Agreement and this Addendum.  If Provider 
transfers the care of a Member following termination, Provider will make 
available to any provider who will be undertaking the Member’s care, copies of 
all relevant medical records. 


  
4.3 Notification of Termination.    A copy of any notice of termination delivered 


under this section 4 shall be delivered by NIA to any applicable governmental 
agency or authority.  In the event NIA suspends or terminates a Imaging Facility 
who is a physician, NIA will notify such Imaging Facility, in writing, of the 
reason for the suspension or termination, Imaging Facility’s right to appeal the 
suspension or termination and the process and timing for requesting a hearing. 


   
4.4 Termination of Contract with CMS.  On the date the contract between Payor 


and CMS terminates, Imaging Facility agrees to continue to provide services for 
the period for which the premium has been paid. 


 
4.5 Termination Notice. Any party terminating this Agreement without cause shall 


provide 60 days written notice to the other party. 
 
4.6 Payor’s Right to Terminate Imaging Facility. Payor retains the right to 


approve, suspend or terminate Imaging Facility from participation with Payor’s 
members.   


 
 


 
5.       MISCELLANEOUS. 
  


5.1 Statutory and Regulatory Compliance.  Imaging Facility agrees to comply with 
all applicable federal, state and local laws, rules, and administrative regulations 
and guidance, including, but not limited to, any CMS manuals, guidelines, 
operational policy letters, directions or instructions promulgated under the 
Medicare program, and any directions or instructions that are adopted and/or 
published by any federal or state regulatory agency or any other governmental 
body with authority over NIA, Payor and/or Imaging Facility.  NIA and/or Payor 
may audit Imaging Facility for compliance.  Imaging Facility agrees to cooperate 
with any investigation, audit or inquiry conducted by a governmental agency or 
authority of the United States or the State in which Imaging Facility renders 
Covered Services to Members, and to provide Payor with any information 
required by Payor to meet its reporting obligations to CMS. 


  
5.2 Compliance with Governmental Codes.  Imaging Facility represents and 


warrants that its office site complies with all applicable local codes and state 
rules, laws and regulations.  Imaging Facility shall comply with all applicable 
codes, rules, laws and regulations throughout the term of this Addendum.    
Imaging Facility agrees, to not discriminate against any person because of race, 
sex, age, marital status, national origin, religion, color, citizenship, disability, 







 


This information is confidential and the    
proprietary information of NIA.  
  
Agreement – NIA Imaging Facility Agreement Standard Revision Date:  11/24/09 
bNIA_bMISDocID 


health status, health insurance coverage or veteran status.  As applicable, Imaging 
Facility agrees to comply with (1) Title VI of the Civil Rights Act of 1964 as 
implemented by regulations at 45 CFR Part 84; (2) The Age Discrimination Act 
of 1975 as implemented by regulations at 45 CFR Part 91; (3) The Americans 
With Disabilities Act; (4) The Rehabilitation Act of 1973; (5) other laws 
applicable to recipients of federal funds; and (6) all other applicable laws and 
rules.  This Addendum incorporates by reference and is subject to the following 
regulations of the Office of Federal Contract Compliance Programs, Department 
of Labor:  41 C.F.R. §60-1.4, Equal Opportunity Clause; 41 C.F.R. §60-250.5, 
Equal Opportunity Clause and Affirmative Action Clause for Special Disabled 
Veterans and Veterans of the Vietnam Era; 41 C.F.R §60-741.5, Equal 
Opportunity Clause and Affirmative Action Clause for Handicapped and Disabled 
Persons.  Imaging Facility agrees not to discriminate against any Member on the 
basis of any factor that is related to health status, including, but not limited to the 
following:  (1) medical condition, including mental as well as physical illness; (2) 
claims experience; (3) receipt of health care; (4) medical history; (5) genetic 
information; (6) evidence of insurability, including conditions arising out of acts 
of domestic violence; and (7) disability. 


 
5.3 Compliance with Fraud, Waste and Abuse Policies.  Provider agrees to comply 


with NIA and Payor’s Policies and Procedures related to Fraud, Waste and Abuse 
in order to comply with the the Deficit Reduction Act of 2005, American 
Recovery and Reinvestment Act of 2009, applicable “whistleblower” protection 
laws, the Federal False Claims Act and State False Claims laws, which may 
include participation in trainings by NIA or Payor. Provider agrees to comply 
with NIA or Payor in any investigation of suspected fraud and abuse. 


 
5.4 Payor Oversight.  Imaging Facility acknowledges and agrees that Payor retains 


its legal responsibility to monitor and oversee the offering of services to Payor’s 
Members, the ultimate authority to approve and disapprove participating imaging 
facilities and its financial responsibility to it Members.   


 
5.5 Patient Self Determination Act/Advanced Directives.  NIA and Imaging 


Facility acknowledge and agree to comply with the applicable federal and state 
laws concerning advance directives, as defined in the Patient Self Determination 
Act and applicable state law. 


 
5.6 Amendment.  This Addendum may be amended in accordance with the terms of 


the Agreement, except that any material amendments must be approved by Payor, 
and other applicable governmental agency or authority must be notified in 
advance of the effective date of such material amendment. 


 
5.7 Compliance with this Medicare Addendum.  If Imaging Facility is a group 


practice, a facility, and agency or any other organization of affiliated 
professionals, Imaging Facility shall ensure that all individual professionals 
employed by, under contract with or otherwise affiliated with Imaging Facility, 
including, but not limited to, independent contractors and subcontractors, shall 
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comply with the terms and conditions of the Agreement, the NIA Policies and 
Procedures and this Addendum in rendering Covered Services to Members, as if 
each such professional were a signatory to the Agreement and to this Addendum.  
Imaging Facility shall take all steps necessary to cause such employees, 
independent contractors and subcontractors to comply with this Addendum, the 
Agreement and all applicable laws and regulations, and perform all requirements 
applicable to the Medicare programs. 


 
5.8 Notice of Receipt of Federal Funds.   Imaging Facility understands that Payor 


oversees and is accountable to CMS for all functions and responsibilities 
described in the standards contained in all applicable Medicare laws and 
regulations relating to the operation of a Medicare Advantage Plan.  Imaging 
Facility agrees to comply with federal laws and regulations designed to prevent or 
ameliorate fraud, waste and abuse, including but not limited to, applicable 
provisions of federal criminal law, the False Claims Act (31 U.S.C. 3729, et.seq.) 
and the anti-kickback statute (section 1128B(b) of the Act), the HIPAA 
administrative simplification rules at 45 CFR parts 160, 162, and 164, and all laws 
applicable to recipients of federal funds. Payments made to Imaging Facility 
under this Agreement are made from Federal funds.   Imaging Facility agrees to 
comply with all applicable Medicare laws, regulations and CMS instructions 
throughout the initial and any renewal terms of this Addendum and, further, 
agrees to comply with all of Payor’s contractual obligations with CMS as such 
obligations apply to services provided by Imaging Facility.  Payor shall be 
ultimately responsible for the performance of all services required under Payor’s 
Medicare Advantage contract with CMS and to that end, Imaging Facility 
acknowledges that services to be performed by Imaging Facility under this 
Agreement will be monitored by Payor, NIA and/or their respective designee on 
an ongoing basis for compliance with the requirements of Payor’s contract with 
CMS. 


 
5.9 Termination of Member Services.  If Imaging Facility chooses to terminate a 


physician-patient relationship with a Member, either for cause or because of a 
change in the Imaging Facility's availability, the Member must be given at least 
thirty (30) days written notice in order to select another network Imaging Facility.  
Imaging Facility shall notify NIA of such termination. 


 
5.10 Agreement.  Except as set forth herein, all other terms and conditions of the 


Agreement shall remain in full force and effect 
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MEDICAID ADDENDUM 
TO 


NATIONAL IMAGING ASSOCIATES, INC. 
PARTICIPATING IMAGING FACILITY AGREEMENT 


 
 
 THIS ADDENDUM , by and between NATIONAL IMAGING ASSOCIATES, INC., for itself and on 
behalf of its Affiliates (“NIA”) and _NIA_RecipientName_ (“Imaging Facility”) is effective as of 
__________________, and is intended to supplement the Participating Imaging Facility Agreement entered into 
between the parties (the “Agreement”), except to the extent that such provisions below are inconsistent with the 
provisions of the Agreement, in which case the provisions below shall prevail. 
 
 WHEREAS, this Addendum is intended to extend basic principles set forth in the Agreement, in order to 
make such principles work in the context of Medicaid. 
 
 
1.  DEFINITIONS 
 
1.1  Covered Services.  “Covered Services” shall mean Medically Necessary radiology and diagnostic imaging 


services ordered by a Participating Imaging Facility to which Enrollees are entitled, and for which HMO is 
responsible for providing or arranging to provide to Enrollees. 


 
1.2  Eligible Person.  “Eligible Person” shall mean a person determined to be eligible for Medicaid. 
 
1.3  Enrollee.  “Enrollee” shall mean an Eligible Person who has elected, or for whom an authorized 


representative has elected on his or her behalf, to receive care and services from HMO or as arranged by 
HMO.   


 
1.4  HHS.  “HHS” shall mean the United States Department of Health and Human Services. 
 
1.5  HMO.  “HMO” shall mean a health maintenance organization or other entity responsible for providing or 


arranging to provide Covered Services to Enrollees. 
 
2.  OBLIGATIONS OF IMAGING FACILITY 
 
2.1  Provision of Covered Services to Enrollees.  Imaging Facility shall be available to accept referrals of 


Enrollees from NIA for Covered Services within the scope of Imaging Facility’s practice.  Imaging Facility 
shall render such services in accordance with the terms of the Agreement, this Medicaid Addendum, any 
applicable Imaging Facility handbook and NIA Policies and Procedures.  Imaging Facility agrees to render 
all Covered Services in its office or in such other facilities and locations as are mutually agreed to by the 
parties hereto.  Imaging Facility shall not discriminate against Enrollees on the basis of health status or need 
for health care services or on the basis of race, color or national origin and will not use any policy or practice 
that has the effect of discrimination on the basis of race, color, or national origin. 


 
2.2  Records and Reports. 
 


2.2.1  Imaging Facility shall maintain Enrollee records in accordance with HHS and all other applicable 
federal, state and local laws, rules and regulations, accepted professional standards, accepted 
medical accounting procedures and sound internal control practices, to ensure that Imaging Facility 
has fulfilled its obligations under this Medicaid Addendum.  Imaging Facility expressly agrees to 
be bound by the confidentiality provisions applicable to Medicaid programs. 
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2.2.2  Imaging Facility shall maintain Enrollee medical records in a secure manner and shall adopt 
reasonable measures to prevent their unauthorized disclosure. 


 
2.2.3  Subject to all applicable statutes and regulations governing the confidentiality of medical records: 


(i) NIA and HMO shall have the right, at times reasonably acceptable to Imaging Facility, to review 
Enrollee records to determine compliance with NIA Policies and Procedures, with Imaging 
Facility’s obligations under the Agreement, and with Imaging Facility’s other obligations hereunder 
and, if necessary, to process claims submitted by Imaging Facility; and (ii) HHS, the Comptroller of 
the United States, any other applicable state or federal agencies or authorities, and their authorized 
representatives, shall have the right to inspect, review, and copy Enrollee records, on prior written 
notice during normal business hours, in order to monitor and evaluate the quality, appropriateness 
and timeliness of services provided under the Agreement and this Medicaid Addendum or to 
investigate Enrollee grievances or complaints. 


 
2.2.4  Records will be retained for not less than six (6) years from the date of service in the case of 


Enrollee records, or as otherwise required by law.  Records for any Enrollee who is a minor will be 
retained for six (6) years after such Enrollee reaches the age of majority, or as otherwise required 
by law. 


 
2.2.5  Safeguarding Information about Enrollees.   NIA and Imaging Facility agree to maintain the 


confidentiality of all information regarding Covered Services provided to Enrollees under this 
Agreement and Addendum in accordance with any applicable laws and regulations, including the 
provisions specified in 42 CFR 438.224 and 42 CFR Part 431F, Subpart 4, the Health Insurance 
Portability and Accountability Act,  regarding safeguarding information about Enrollees.  Imaging 
Facility acknowledges that in receiving, storing, processing, or otherwise dealing with information from 
NIA about Enrollees, it is fully bound by federal and state laws and regulations governing the 
confidentiality of medical records.  


 
 
2.3 Cooperation with NIA and HMO .  Imaging Facility agrees to cooperate with NIA and HMO in complying 


with any state and federal law, regulation or regulatory agency request applicable to NIA or HMO. 
  
2.4  Notice of Changes.  Imaging Facility agrees to notify NIA and HMO immediately of any change in Imaging 


Facility’s licensure. 
 
2.5  Availability of Services.  Imaging Facility acknowledges and agrees that Covered Services are to be 


available to Enrollees twenty-four (24) hours per day, seven (7) days per week, through Imaging Facility or 
an approved back-up Imaging Facility. 


 
2.6  NIA’s Cultural Competency Plan.  Imaging Facility agrees to abide by NIA’s Cultural Competency Plan as 


contained in NIA Imaging Facility Handbook. 
 
2.7  Advance Directives.  Imaging Facility shall have and maintain written policies and procedures that meet the 


requirements for “advance directives” as defined in 42 CFR 489.100, Subpart 1.  All imaging facilities must 
maintain written policy and procedures concerning advance directives with respect to all adult individuals 
receiving medical care by or through NIA. 


 
2.8  Delegation of Services.  If Imaging Facility delegates or subcontracts any of the services to be performed 


under this Addendum, such delegation must include all requirements of the Agreement and Addendum and 
comply with 42 CFR 438.230, which requires Imaging Facility to evaluate the prospective subcontractor's 
ability to perform the activities to be delegated, execute a written agreement that specifies the activities and 
report responsibilities delegated to the subcontractor, and provides for revoking delegation or imposing other 







This information is confidential and the  Page 3 
proprietary information of NIA.  
 
 
Addendum – NIA Medicaid Addendum Standard Revision Date:  06/20/10 
bNIA_bMISDocID 


sanctions if the subcontractor's performance is inadequate. In addition, Imaging Facility must monitor the 
subcontractor's performance on an ongoing basis and subjects it to formal review consistent with industry 
standards or State HMO laws and regulations. Should deficiencies or areas for improvement be identified, 
Imaging Facility shall take corrective action. Any delegation of services must be reviewed by the NIA 
and/or HMO and submitted to the state for approval. 


 
 
3.  COMPENSATION/CLAIMS PROCESSING 
 
3.1  Payment for Covered Services.  Subject to the terms and conditions set forth in the Agreement, NIA 


Policies and Procedures and this Medicaid Addendum, NIA or HMO shall compensate Imaging Facility for 
authorized Covered Services provided to Enrollees according to the reimbursement schedule specified in 
Exhibit B to this Medicaid Addendum. 


 
3.2  Compensation from Enrollees.  Payment of amounts specified under this Medicaid Addendum shall 


constitute payment in full for Covered Services.  Imaging Facility agrees that, in no event, including, but not 
limited to, the failure of NIA or HMO to pay for Covered Services or other breach of this Medicaid 
Addendum by NIA or the bankruptcy or insolvency of NIA, shall Imaging Facility bill, charge, collect from, 
seek compensation, remuneration or reimbursement from, or have any recourse against Enrollees or persons 
other than NIA or HMO acting on the Enrollee’s behalf for Covered Services provided pursuant to this 
Medicaid Addendum.  Imaging Facility further agrees that this provision supersedes any oral or written 
contrary agreement now existing or hereafter entered into between Imaging Facility and Enrollee or any 
person acting on the Enrollee’s behalf.  Imaging Facility also understands and agrees that no changes in this 
provision shall be made without prior written notice and approval of HHS and/or the Commissioner of 
Insurance for the state in which Imaging Facility renders Covered Services, as applicable.  This provision 
shall not apply to services that are not Covered Services, provided that Imaging Facility complies with the 
requirements set forth in the Agreement. 


 
3.3  Copayments.  Imaging Facility shall not charge or collect any Copayment from Enrollees who are Medicaid 


eligible, unless permitted or required by the state Medicaid plan. 
 
 
4.  TERM AND TERMINATION 
 
4.1  Termination .  In addition to the terms of the Agreement and NIA Policies and Procedures, this Medicaid 


Addendum may be terminated immediately upon written notice, unless otherwise stated, in the event of the 
following: 


 
4.1.1  If NIA’s or HMO’s agreement to provide or arrange to provide Covered Services to Enrollees is 


suspended or terminated for any reason; 
 
4.1.2  If Imaging Facility is disqualified from participation in, or is suspended or terminated from, a 


Medicare or Medicaid program or any other government sponsored health program; 
 
4.1.3  If HMO or NIA receives notice that state or federal reimbursement or funding is no longer available 


for services provided pursuant to this Medicaid Addendum; 
 
4.1.4  If NIA’s or HMO’s agreement to provide or arrange to provide Covered Services to Enrollees is 


changed in a manner that will result in a material detriment to Imaging Facility or NIA, and the 
parties enter into good faith negotiations to amend this Medicaid Addendum, but fail after a period 
of sixty (60) days to agree on a revision to this Medicaid Addendum acceptable to both parties, 
HMO, and, if applicable, a governmental agency or authority; or 
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4.1.5  Any termination of the Agreement. 


 
4.2  Effect of Termination.  In the event this Medicaid Addendum is terminated for any reason (other than for 


reasons related to loss or suspension of Imaging Facility’s licensure, the quality of Imaging Facility’s 
services or the loss or suspension of Imaging Facility’s insurance, or pursuant to section 4.1.2 hereof), 
Imaging Facility shall provide Covered Services to Enrollees until the sooner of:  (i) the expiration of the 
period for which the Enrollee is eligible to receive such services; or (ii) the date upon which NIA, HMO, 
HHS, or such other applicable governmental agency or authority makes alternative arrangements for the 
provision of Covered Services and continuation of a course of treatment provided to Enrollees.  NIA or 
HMO shall compensate Imaging Facility for any such Covered Services according to the terms of Exhibit B 
hereto. 


 
4.3  Notification of Termination .  A copy of any notice of termination delivered under this section 4 shall be 


delivered by NIA to HMO, and to any applicable governmental agency or authority. 
 
 
5.  MISCELLANEOUS 
 
5.1  Regulatory Compliance.  Imaging Facility shall provide all Covered Services in accordance with the 


standards, rules and regulations promulgated under the Medicaid Program.  NIA and/or HMO may audit 
each Imaging Facility for compliance with such standards, rules and regulations. 


 
5.1.1  Imaging Facility agrees to cooperate fully with any investigation, audit or inquiry conducted by a 


governmental agency or authority of the United States or the state in which Imaging Facility 
renders Covered Services to Enrollees. 


 
5.1.2  Imaging Facility shall comply with 42 CFR 455.104 regarding disclosure of ownership, 42 CFR 


455.105 regarding disclosure of business transactions, and 42 CFR 455.106 regarding disclosure of 
criminal offenses by any person with an ownership interest. 


 
5.2 Imaging Facility represents and warrants that:  
 


1) Imaging Facility is not debarred, suspended, or otherwise excluded under the HHS/OIG List of 
Excluded Individuals (“LEIE List”) http://exclusions.oig.hhs.gov/; the General Service 
Administration’s Excluded Parties List System (“EPLS”) http://www.epls.gov/ or any applicable 
State exclusion list where services are rendered or delivered; 


2) Imaging Facility’s employees and subcontractors (if applicable) to provide services under this 
Agreement are not debarred, suspended, or otherwise excluded under the LLEI, EPLS or any 
applicable State exclusion list where the services are rendered or delivered;   


3) Imaging Facility’s directors, officers, partners or owners with a five percent (5%) or more 
controlling interest are not debarred, suspended or otherwise excluded under the LEIE, EPLS or 
applicable State exclusion list where services are rendered or delivered; and  


4) Imaging Facility is not debarred, and not under consideration to be debarred, by the Food and 
Drug Administration from working in or providing services to any pharmaceutical or 
biotechnology company under the Generic Drug Enforcement Act of 1992.  


 
Imaging Facility shall immediately notify NIA of any debarment, suspension, or exclusion as described 
hereinabove.  Imaging Facility acknowledges and agrees that failure to provide such notice entitles NIA to 
immediately terminate the Agreement upon written notice to Imaging Facility.  
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In addition to any other remedies available to NIA at law or equity, NIA may immediately terminate the 
Agreement for any debarment, suspension, or exclusion as described hereinabove. 


 
5.3 Compliance with Governmental Codes.  Imaging Facility represents and warrants that its office site 


complies with all applicable local codes and state rules, laws, and regulations.  Imaging Facility shall 
comply with such codes, rules, laws and regulations throughout the term of the Agreement and this 
Medicaid Addendum. 


 
5.4 Physician Incentive Plan.   If HMO or NIA initiates a physician incentive plan, HMO or NIA shall not 


make payment directly or indirectly under the plan to an Imaging Facility as an inducement to reduce or 
limit Medically Necessary services to an Enrollee.  Such plan shall not contain provisions that provide 
incentives, monetary or otherwise for the withholding of Medically Necessary care.  


 
5.5 Non-Discrimination for Imaging Facilities.  NIA shall not discriminate with respect to participation, 


reimbursement, or indemnification of any Imaging Facility that is acting within the scope of its license or 
certification under applicable state law, solely on the basis of such license or certification.  In addition, NIA 
shall not discriminate against imaging facilities serving high-risk populations or those that specialize in 
conditions requiring costly treatments. NIA is not prohibited from limiting the Imaging Facility participation 
to the extent necessary to meet the needs of Enrollees.  In addition, this provision shall not interfere with 
measures established by NIA that are designed to maintain quality and control costs.  


 
5.6 Non-Discrimination for Employees.  Neither NIA nor Imaging Facility shall unlawfully discriminate 


against any employee, applicant for employment, or potential subcontractor on the basis of race, national or 
ethnic origin, color, sex, age, religion, marital status, place of residence, sexual orientation, health status or 
history, disability or status as an equal opportunity employer. 


 
5.7 Compliance with Civil Rights Laws.  Imaging Facility and NIA agree to comply with Title VI of the Civil 


Rights Act of 1964 (Pub. L. 88-352), as amended and all requirement imposed by or pursuant to the Regulation 
of the Department of Health and Human Services (45 CFR Part 80) to the end that, in accordance with Title VI 
of the Act and the Regulation, no person in the United States shall on the ground of race, color, or national 
origin be excluded from participation in, be denied the benefits of or be otherwise subjected to discrimination 
under this Addendum. 


 
5.8 Compliance with Rehabilitation Act. Imaging Facility and NIA agree to comply with Section 504 of the 


Rehabilitation Act of 1973 (Pub. L. 93-112), as amended, and all requirements imposed by or pursuant to the 
Regulation of the Department of Health and Human Services (45 CFR Part 84), to the end that, in 
accordance with Section 504 of that Act and the Regulation, no otherwise qualified handicapped individual 
in the United States shall, solely by reason of his/her handicap, be excluded from participation in, be denied 
the benefits of, or be subjected to discrimination under any program or activity for which Imaging Facility 
receives Federal financial assistance under this Addendum. 


 
5.9 Compliance with Age Discrimination Act.  Imaging Facility and NIA agree to comply with The Age 


Discrimination Act of 1975 (Pub. L. 94-135), as amended, and all requirements imposed by or pursuant to 
the Regulation of the Department of Health and Human Services (45 CFR Part 91), to the end that, in 
accordance with the Act and the Regulation, no person in the United States shall, on the basis of age, be 
denied the benefits of, be excluded from participation in, or be subjected to discrimination under any 
program or activity for which Imaging Facility receives Federal financial assistance under this Addendum. 


 
5.10 Compliance with the Americans with Disabilities Act.  Imaging Facility and NIA agree to comply with 


The Americans with Disabilities Act of 1990 (Pub. L. 101-336), as amended, and all requirements imposed 
by or pursuant to the Regulation of the Department of Justice (28 CFR 35.101 et seq.), to the end that in 
accordance with the Act and Regulation, no person in the United States with a disability shall, on the basis 







This information is confidential and the  Page 6 
proprietary information of NIA.  
 
 
Addendum – NIA Medicaid Addendum Standard Revision Date:  06/20/10 
bNIA_bMISDocID 


of the disability, be excluded from participation in, be denied the benefits of, or otherwise be subjected to 
discrimination under any program or activity for which Imaging Facility receives Federal financial 
assistance under this Addendum. 


 
5.11 Compliance with Title IX of the Education Amendments.  Imaging Facility and NIA agree to comply 


with Title IX of the Education Amendments of 1972, as amended (20 U.S.C. §§1681,1683, and 1685-1686), 
and all requirements imposed by or pursuant to regulation, to the end that, in accordance with the 
Amendments, no person in the United States shall, on the basis of sex, be excluded from participation in, be 
denied the benefits of, or otherwise be subjected to discrimination under any program or activity for which 
Imaging Facility receives Federal financial assistance under this Addendum. 


 
5.12 Compliance with Federal Lobbying Prohibitions.  Imaging Facility agrees that no Federal appropriated 


funds have been paid or will be paid to any person by or on behalf of Imaging Facility for the purpose of 
influencing or attempting to influence an officer or employee of any agency, a member of the United States 
Congress, an officer or employee of Congress, or an employee of a member of Congress in connection with 
the award of any Federal contract, the making of any Federal grant, the making of any Federal loan, the 
entering into of any cooperative agreement, or the extension, continuation, renewal, amendment, or 
modification of any Federal contract, grant, loan or cooperative agreement.  Imaging Facility agrees to 
complete and submit, if required, any applicable certification of compliance.  If any funds other than Federal 
appropriated funds have been paid or will be paid to any person for the purpose of influencing or attempting 
to influence an officer or employee of any agency, a member of Congress, an officer or employee of 
Congress, or an employee of a member of Congress in connection with the award of any Federal contract, 
the making of any Federal grant, the making of any Federal loan, the entering into of any cooperative 
agreement, or the extension, continuation, renewal, amendment, or modification of any Federal contract, 
grant, loan or cooperative agreement, Imaging Facility shall complete and submit, if required, Standard 
Form-LLL “Disclosure Form to Report Lobbying,” in accordance with its instructions. 


 
5.13 Amendment.  This Medicaid Addendum may be amended in accordance with the terms of the Agreement, 


except that any material amendments must be approved by HMO, and other applicable governmental agency 
or authority must be notified in advance of the effective date of such material amendment as provided in this 
Medicaid Addendum. 


 
5.14 Compliance with Fraud, Waste and Abuse Policies.  Imaging Facility agrees to comply with NIA and 


HMO’s Policies and Procedures related to Fraud, Waste and Abuse in order to comply with the Deficit 
Reduction Act of 2005, American Recovery and Reinvestment Act of 2009, applicable “whistleblower” 
protection laws, the Federal False Claims Act and State False Claims laws, which may include participation 
in trainings by NIA or HMO. Imaging Facility agrees to comply with NIA or HMO in any investigation of 
suspected fraud and abuse. 


 
5.15 Compliance with this Medicaid Addendum.  If Imaging Facility is a group practice, a facility, or agency 


or any other organization of affiliated professionals, Imaging Facility shall ensure that all individual 
professionals employed by, under contract with or otherwise affiliated with Imaging Facility, shall comply 
with the terms and conditions of the Agreement, NIA Policies and Procedures and this Medicaid Addendum 
in rendering Covered Services to Enrollees, as if each such professional were a signatory to the Agreement 
and to this Medicaid Addendum. 


 
 


SIGNATURE PAGE TO FOLLOW 
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 IN WITNESS WHEREOF, the parties hereto have executed this Medicaid Addendum to the Agreement. 
 
IMAGING FACILITY: NATIONAL IMAGING ASSOCIATES, INC. : 
 
 
By: ____________________________________________        By: _________________________________________ 


                   (Signature)                                                                                  (Signature) 


Print Name:       Print Name:       


Print Title:       Print Title:      


Date:    Date:    


Medicaid #:    
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The following EDI Claims Workflow details the methods providers may use to submit their claims 
and the path an electronic claim takes to get into our claims payment system.  
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CAPS St. Louis Timeliness Report Report ID : CLOO0005A


Run Date : 09/01/2012


Run Time : 12:30:15 PM


 Accounts


0 - 3 Days 0 - 5 Days 0 - 10 Days 0 - 15 Days 0 - 20 Days 0 - 30 Days Total 
Avg
Days


Claims Paid/Denied: 08/01/2012 - 08/31/2012
Provider Status: All


Add Additional Days: 0


  


Capitated Claims Excluded
Calculation Type: Transmitted


Days Included in Calculation: Business Days
Holidays Included: N


0 - 45 Days 0 - 60 Days 11 - 999 Days


Claims Claims Claims Claims Claims Claims Claims Claims Claims


Percent Percent Percent Percent Percent Percent Percent Percent Percent


Claims


Percent


NIA Sample Company 20565 20972 21008 21008 21008 21008 21008


97.89% 99.83% 100.00% 100.00% 100.00% 100.00% 100.00%


.9621008


100.00%


21008


100.00%


0


0.00%


Page 1 of 3


The age of a claim is the number of days between the claim receipt date and the check/denial letter date, inclusive of the receipt date. 
The calculation of claim aging may include additional days as provided by user input for payment.
This report is applicable to claims processed on the CAPS-St Louis system only; it cannot be used to generate data for claims adjudicated on other claim
         processing systems.
The total column represents all claims adjudicated within the report period; it may include claims adjudicated outside of the specified claim age cohorts.
Pay/Deny claim status for a specific reporting period is subject to change as claims finalized in that reporting period are adjusted at a future point in time.







CAPS St. Louis Timeliness Report Report ID : CLOO0005A


Run Date : 09/01/2012


Run Time : 12:30:15 PM
Claims Paid/Denied: 08/01/2012 - 08/31/2012


Provider Status: All
Add Additional Days: 0


Capitated Claims Excluded
Calculation Type: Transmitted


Days Included in Calculation: Business Days
Holidays Included: N


NIA Sample Company 
Reporting Group Name Paid Claims Denied ClaimsPaid % Denied %


Total Claims Excluding Capitated


18799 220989.48% 10.52%
Total Claims


21008
Paid Avg Days Denied Avg Days


.85 1.89
Avg Days


.96


Page 2 of 3


The age of a claim is the number of days between the claim receipt date and the check/denial letter date, inclusive of the receipt date. 
The calculation of claim aging may include additional days as provided by user input for payment.
This report is applicable to claims processed on the CAPS-St Louis system only; it cannot be used to generate data for claims adjudicated on other claim
         processing systems.
The total column represents all claims adjudicated within the report period; it may include claims adjudicated outside of the specified claim age cohorts.
Pay/Deny claim status for a specific reporting period is subject to change as claims finalized in that reporting period are adjusted at a future point in time.







CAPS St. Louis Timeliness Report


DataSource = RCAPS - Radiology
Start Date = 8/1/2012
End Date = 8/31/2012
ProviderStatus: Combined 
Add Additional Days: 0
Capitated Claims Excluded
Calculation Type: Transmitted Date
Using Business Days for Timeliness Aging 
Holidays Included: No
Use for customers with multi products: NA


Report ID : CLOO0005A


Run Date : 09/01/2012


Run Time : 12:30:15 PM


Reporting Group Name/Reporting Entity Name


This report was generated with the following parameters :


 99999 - NIA Sample Company 


Page 3 of 3


The age of a claim is the number of days between the claim receipt date and the check/denial letter date, inclusive of the receipt date. 
The calculation of claim aging may include additional days as provided by user input for payment.
This report is applicable to claims processed on the CAPS-St Louis system only; it cannot be used to generate data for claims adjudicated on other claim
         processing systems.
The total column represents all claims adjudicated within the report period; it may include claims adjudicated outside of the specified claim age cohorts.
Pay/Deny claim status for a specific reporting period is subject to change as claims finalized in that reporting period are adjusted at a future point in time.
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System Edits 


Edit Category Description 


Duplicate Claims If a claim matches another claim already in the system for member, provider, 
dates of service and services rendered, it will pend for manual review to 
determine if it is a duplicate claim. A claims processor can override a potential 
duplicate where not all elements match; however, only a supervisor can override 
a duplicate where all elements match. 


Member Eligibility If the member listed as receiving services is not reflected as eligible on the date 
of service, the claim is pended for manual review. The claim may then be routed 
to the eligibility unit to research the member prior to making a final determination. 


Covered Services / Benefits 
Eligibility 


If the benefits and services on the claim do not match with system benefits 
configuration, the claim is pended for manual review. The claim may then be 
routed to the benefits unit to research the member’s plan benefits prior to making 
a final determination. 


Provider Eligibility If the servicing provider is not eligible to be reimbursed based on either network 
status or degree level, the claim is pended for manual review. The claim may then 
be pended to route it to the Provider Network department to research the provider 
prior to making a final determination.  


Rate Issues If rates for the servicing provider are not loaded in the system or are not 
otherwise available to the processor through standard procedures, the claim is 
pended for manual review. 


Prior Authorization Issues If a matching prior authorization is not available in the system as required by plan 
benefits, the claim is pended for manual review. The claim may then be pended 
to route it to Network to research the provider prior to making a final 
determination.  


Third Party Liability (TPL)/ 
Coordination of Benefits 
(COB) 


Claims which require coordination of benefits are pended for manual review. 
Such claims may include data indicating prior payment by another payer, or an 
attached Explanation Of Benefits (EOB) from a primary payer. 


Missing or Incomplete 
Information 


If required fields are not completed in accordance with CMS and state guidelines 
for a clean claim and as described in the Magellan Provider Handbook, the 
system will pend for manual review. If after reviewing the original claim image the 
claim is still incomplete, it will be denied and returned to the claimant for 
correction. 


Timely Provision 
Requirements 


Some groups edit if Received Date is greater than the “to” Date Of Service by a 
specific number of days. Can be set on an in or out of network basis. 


Coding Validation Magellan’s claims system has built-in, integrated ICD-9, CPT-4, and mental 
health UCR tables, which claims are checked against to ensure appropriate 
claims processing. 


Appropriateness of Services Magellan’s claims system is currently able to determine the appropriateness of 
services/procedures given based on a consumer’s age. An additional edit can be 
applied to track services given a consumer’s sex as well as other characteristics 
that are desired by OGB. 


Multiple Funding 
Arrangements 


The system will be configured to recognize when one benefit code/funding 
arrangement has been exhausted. 
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ID Task Name


1 NIA-Healthplan


2 Go Live Date


3 Implementation Start


4 Contract


5 Sign Business Agreement


6 Develop Market Addendum


7 Execute Market Addendum


8 File Contract


9 Confirm Finance Contacts and Establish Reconciliation Process a


10 Project Tasks


11 Identify Project SMEs


12 Conduct Joint Kick-off Meeting


13 Schedule Business Requirement Sessions


14 Business Requirement Development


15 Complete Business Requirements


16 Identify Special Handling/Customization Needed


17 Complete Product Grid with LOBs (Commercial, Medicare) and P


18 Confirm CPT Codes for Prior Auth and Claims


19 Secure FTP Configured


20 Present Standard Reporting Package


21 Determine Ad Hoc Reporting Needs 


22 Finalize Reporting Requirements


23 Request NIA Toll-Free Number


24 Coordinate Plan IVR Routing from Plan 800#


25 Medical Management


26 Document UM Requirements for RBM and Cardiac Programs


27 Document Appeals Process


28 Document Complaint Process 


29 Document Denial Rationale 


30 Document Grade Level Requirements


31 Receive Sign Off on Clinical Guidelines from Corporate


32 Receive Letters from Plan 


33 Complete Redlined Letters 


34 Complete Sign-off on Letters 


35 Approve FSS Scripts


36 Approve FSS Letters


37 Provider Network/Communication/Education


38 Identify NIA or Plan only Networks/Affiliations


39 Conduct NIA Recruitment Build, Mail, Reporting to Healthplan


40 Identify Provider Exceptions, Rules and Processes
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ID Task Name


41 Confirm Notification Requirements


42 Address Overlap Providers, Dormancy Notification


43 Finalize Provider Announcement Letter 


44 Secure State/CMS Approval of Provider Communication


45 Secure State/CMS Approval of Provider Training


46 Healthplan Staff Training in Prior to Announcement Mailing [by M


47 Sent Provider Notification Letter


48 Send Privileging Letter


49 Conduct Provider Assessment (Privileging) Meetings


50 Finalize Assessment (Privileging) Decisions 


51 Conduct Plan Staff Training Sessions


52 Conduct Provider Education Sessions


53 Confirm "Pick List" for FSS 


54 Update Provider Communication on RadMD/ Plan Website


55 IT Interfaces


56 Confirm standard CVTY member file layout


57 Confirm standard CVTY provider file layout


58 Confirm standard CVTY daily claim file layout


59 Confirm standard CVTY monthly/quarterly paid claims file layout


60 Confirm standard CVTY authorization file layout


61 Finalize Claim Operations Grid 


62 Finalize Authorization File Business Requirements


63 Develop Member Eligibility File (Test/Prod) Schedule


64 Develop Provider File (Test/Prod) Schedule


65 Receive Test Member Eligibility File


66 Receive Test Provider File


67 Validate Claim Operation Grid


68 Develop End-To-End Test Scenarios


69 Develop End-To-End Test Schedule


70 Validate End-To-End Test Readiness


71 Conduct End-To-End Test Round 1


72 Conduct End-To-End Test Round 2


73 Validate Outcomes of End-To-End Test


74 Receive Production Member Eligibility Files


75 Receive Production Provider File


76 Sign-off on Testing


77 Go Live Readiness and Transition


78 Conduct Go-live Readiness Review


79 Finalize Go-live Support by Processes and Identify Who will be O


80 Finalize Call Grids
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81 Finalize Email Boxes


82 GO-LIVE


83 Conduct Touchpoint Calls to Monitor Issues and Review Phone S


84 Transition from Implementation to Account Management
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ID Task Name Duration


1 NIA-Healthplan 106 days?
2 Go Live Date 0 days
3 Implementation Start 0 days
4 Contract 26 days?
5 Sign Business Agreement 0 days
6 Develop Market Addendum 5 days
7 Execute Market Addendum 0 days
8 File Contract 20 days
9 Confirm Finance Contacts and Establish Reconciliation Process and Frequency1 day?
10 Project Tasks 3 days
11 Identify Project SMEs 1 day
12 Conduct Joint Kick-off Meeting 1 day
13 Schedule Business Requirement Sessions 1 day
14 Business Requirement Development 30 days
15 Complete Business Requirements 25 days
16 Identify Special Handling/Customization Needed 5 days
17 Complete Product Grid with LOBs (Commercial, Medicare) and Products (HMO, POS, PPO)20 days
18 Confirm CPT Codes for Prior Auth and Claims 0 days
19 Secure FTP Configured 5 days
20 Present Standard Reporting Package 0 days
21 Determine Ad Hoc Reporting Needs 1 day
22 Finalize Reporting Requirements 0 days
23 Request NIA Toll-Free Number 5 days
24 Coordinate Plan IVR Routing from Plan 800# 5 days
25 Medical Management 40 days
26 Document UM Requirements for RBM and Cardiac Programs 25 days
27 Document Appeals Process 25 days
28 Document Complaint Process 25 days
29 Document Denial Rationale 25 days
30 Document Grade Level Requirements 25 days
31 Receive Sign Off on Clinical Guidelines from Corporate 0 days
32 Receive Letters from Plan 0 days
33 Complete Redlined Letters 5 days
34 Complete Sign-off on Letters 5 days
35 Approve FSS Scripts 10 days
36 Approve FSS Letters 5 days
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ID Task Name Duration


37 Provider Network/Communication/Education 106 days
38 Identify NIA or Plan only Networks/Affiliations 5 days
39 Conduct NIA Recruitment Build, Mail, Reporting to Healthplan 30 days
40 Identify Provider Exceptions, Rules and Processes 10 days
41 Confirm Notification Requirements 0 days
42 Address Overlap Providers, Dormancy Notification 10 days
43 Finalize Provider Announcement Letter 10 days
44 Secure State/CMS Approval of Provider Communication 15 days
45 Secure State/CMS Approval of Provider Training 20 days
46 Healthplan Staff Training in Prior to Announcement Mailing [by Market] 0 days
47 Sent Provider Notification Letter 0 days
48 Send Privileging Letter 0 days
49 Conduct Provider Assessment (Privileging) Meetings 40 days
50 Finalize Assessment (Privileging) Decisions 0 days
51 Conduct Plan Staff Training Sessions 0 days
52 Conduct Provider Education Sessions 20 days
53 Confirm "Pick List" for FSS 10 days
54 Update Provider Communication on RadMD/ Plan Website 5 days
55 IT Interfaces 75 days
56 Confirm standard CVTY member file layout 0 days
57 Confirm standard CVTY provider file layout 0 days
58 Confirm standard CVTY daily claim file layout 0 days
59 Confirm standard CVTY monthly/quarterly paid claims file layout 0 days
60 Confirm standard CVTY authorization file layout 0 days
61 Finalize Claim Operations Grid 20 days
62 Finalize Authorization File Business Requirements 0 days
63 Develop Member Eligibility File (Test/Prod) Schedule 0 days
64 Develop Provider File (Test/Prod) Schedule 0 days
65 Receive Test Member Eligibility File 0 days
66 Receive Test Provider File 0 days
67 Validate Claim Operation Grid 0 days
68 Develop End-To-End Test Scenarios 5 days
69 Develop End-To-End Test Schedule 5 days
70 Validate End-To-End Test Readiness 0 days
71 Conduct End-To-End Test Round 1 15 days
72 Conduct End-To-End Test Round 2 15 days
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ID Task Name Duration


73 Validate Outcomes of End-To-End Test 0 days
74 Receive Production Member Eligibility Files 0 days
75 Receive Production Provider File 0 days
76 Sign-off on Testing 0 days
77 Go Live Readiness and Transition 21 days
78 Conduct Go-live Readiness Review 0 days
79 Finalize Go-live Support by Processes and Identify Who will be Onsite for Startup0 days
80 Finalize Call Grids 0 days
81 Finalize Email Boxes 0 days
82 GO-LIVE 1 day
83 Conduct Touchpoint Calls to Monitor Issues and Review Phone Stats 20 days
84 Transition from Implementation to Account Management 0 days
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COMPLIANCE 


National Imaging Associates (NIA), a subsidiary of Magellan Health Services (Magellan), is fully 
compliant with the HIPAA Standards for Privacy, Electronic Transactions and Security.   Magellan’s 
Corporate Compliance Department works in conjunction with each business unit, department, and 
regional office to monitor on-going compliance efforts and maintain various reporting mechanisms 
that are required by law or requested by NIA’s health plan customers.  NIA recognizes that it is a 
key business partner with its customers and will continue to provide all of its various radiology 
managed care services in accordance with the requirements of all relevant state and federal laws and 
regulations, including, as applicable, HIPAA. 


 


PRIVACY 


NIA has historically held the privacy of patient information as a key tenet of our operations and 
processes.  NIA has always implemented policies and procedures for confidentiality that met or 
exceeded existing state and federal regulations.  Our many existing policies detailing compliance with 
HIPAA (including the HITECH Act and its implementing regulations) and other privacy-related 
requirements include: 


• General Rules for Uses & Disclosures of PHI (Protected Health Information) 


• Authorization to Use and Disclose PHI  


• Uses & Disclosures of PHI for Treatment, Payment, & Health Care Operations 


• Oral & Written Transmission of PHI 


• Member Right to Request Privacy Protection of PHI 


• Member Right to Request Access to PHI 


• Member Right to Request Amendment of PHI 


• Member Right to Request an Accounting of Disclosure of PHI 


• Verification Policy 


• Member Representation 


• Notice of Privacy Practices 


• Minimum Necessary Uses and Disclosures of PHI 


• Uses & Disclosures of PHI Requiring No Permission From the Member 


• Uses & Disclosures of PHI for Marketing, Fundraising, and Underwriting 


• Uses & Disclosures for Specialized Government Functions 


• Uses & Disclosures of PHI Requiring Prior Internal Approval 
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• Uses & Disclosures of PHI for Judicial & Administrative Proceedings 


• Limited Data Set and De-Identification of PHI 


• Unauthorized Uses & Disclosures of PHI 


For example, these policies touch on some of the following areas: 


Confidential Communications 


NIA has developed policies, procedures, and workflows to address confidential communications.  We 
also work with our clients to implement procedures to coordinate member requests for alternative 
addresses or methods of communicating PHI. 


Accounting of Disclosures 


Through HIPAA, members have the right to receive an accounting of certain disclosures of their PHI 
made by covered entities in the six years prior to the date on which the accounting was requested.  NIA 
has developed and implemented a database to manage the tracking of all disclosures for which members 
have a right to an accounting.  We will also perform routine audits conducted by our Corporate 
Compliance Department.   


Right of Access and Amendment 


Members have a right to inspect and copy PHI about themselves, which allows them to understand the 
nature of health information and amend or correct errors.  NIA has procedures in place to protect these 
member rights.  


In sum, NIA currently complies with all applicable federal and state laws regarding the confidentiality of 
PHI.  NIA provides HIPAA training to its staff with an emphasis on patient privacy and confidentiality.  
In cases where the clinical staff believes that HIPAA may be pre-empted by state law or where HIPAA 
pre-empts state law, they refer their questions to Magellan’s Legal Department.  The Legal Department 
answers the questions based on a pre-emption analysis to ensure we are in compliance with the more 
stringent of the two laws. 


 


TRANSACTIONS AND CODE SETS 


NIA is in full compliance with the Transactions and Code Sets regulation.   


NIA is compliant with ANSI X12N, Version 5010 with the Addenda.  In meeting the challenge of 
complying with the Transaction validation and Code Sets requirements, we have implemented an 
Electronic Data Interchange (EDI) strategy using EDIFEC’s software products version 7.0.3 for 
message exchange between software applications, computing platforms, and communications protocols.  
NIA uses Xengine to validate that the messages are X12-compliant and java code software to parse the 
X12 into individual elements for mapping information to our host systems for processing.   







National Imaging Associates HIPAA Compliance Statement                                          Page 3 of 5 


Confidential       National Imaging Associates  


 


SECURITY 


NIA’s Security Department has the task of ensuring that members’ health information is protected as it 
rests in our systems and when it is exchanged via electronic means.  To address this, we have 
implemented technical, physical, and administrative safeguards to enhance: 


• Physical Security 


• Personnel Security 


• Information Systems Security 


NIA has taken a multi-layered approach to security, providing perimeter protection, segregated 
operations, business, and administrative architectures, and extra protective measures associated with our 
World Wide Web presence.  NIA also monitors all of these interfaces to identify inappropriate or 
unauthorized traffic, e-mail, and attempts to connect to our systems. 


We have drafted and ratified security policies and procedures to meet compliance standards as well as 
solidify best security business practices.  Procedures have been implemented to support these policies in 
a manner which complements and follows each policy to ensure standardization.  Policies that have been 
ratified to date include: 


• Information Technology Security 


• Information Sensitivity 


• Disaster Preparedness 


• Remote Network Access 


• Internet Usage 


• Computer and Network Usage 


• Employee E-mail Usage 


• Enterprise Security 


• Pre-Employment Background Investigation 


• Termination of Security Accesses for Employees and Contractors 


Firewalls/Intrusion Detection Services (IDS) 


NIA employs the latest technology standards and equipment regarding the protection of the critical 
internal infrastructure.  All firewalls are placed, monitored and managed by qualified, dedicated NIA 
personnel.  All perimeter protection equipment is installed, patched and maintained in accordance with 
manufacturer standards and best security practices to ensure best possible protection. 


A traditional DMZ (de-militarized zone) structure is in place to support our e-commerce needs and is 
monitored via a state of the art managed intrusion detection systems provided by an external 
organization to ensure quality of service.  The IDS service is monitored 24 hours a day, seven days a 
week, 365 days a year by SecureWorks, Inc. (formerly LURHQ Corporation), which specializes in 
incident response and intrusion detection capabilities for various corporations world-wide. 
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Systems Activity Audit/Monitor 


All systems activity, including user activity, is monitored in accordance with policy. All deviations from 
accepted practices outlined in policy will be investigated and risks associated with these events will be 
mitigated accordingly.  


Encryption Capabilities 


E-mail 


The security of NIA e-mail communications requires a blending of several (three) technologies to 
provide a diverse and flexible method of delivery. The method will involve the use of Virtual Private 
Networks (VPN), an encrypting e-mail gateway, and a Web-based secure e-mail portal.  


Wide Area Network (WAN)  


All WAN connections are encrypted to industry standards. 


World Wide Web (Internet) 


All of the NIA Internet facing Web sites incorporates the usage of Secure Socket Layer (SSL) protocol 
version 3.0 to protect sensitive information.  Transport Layer Security (TLS) protocol version 1.0. is also 
used. 


Release of NIA Proprietary Network/System Specific Information 


It is NIA's policy not to disclose specifics regarding the detailed flowcharts and technical specifications 
of the software, hardware, and networks NIA uses to construct its technical infrastructure.  Specific 
details may be provided if appropriate non-disclosure agreements are executed between NIA and the 
requesting party.   


Vulnerability Assessments  


NIA routinely conducts security assessments and vulnerability testing and mitigates any issues or risks 
found in a timely manner. It is our policy not to disclose specifics regarding details or results of testing 
due to the proprietary and sensitive nature of the data.  NIA uses industry standard testing tool-sets and 
engages third-party, independent agencies to verify security infrastructure. 


Data Center Facilities 


NIA’s systems are housed in a secured data center located in Maryland Heights, Missouri.  Access to the 
Data Center is controlled through a variety of physical security processes.  Physical access is controlled 
by door, time of day, and day of the week, including holidays and weekends.  System operators staff the 
Data Center 24 hours a day, seven days a week. 


Nightly backups are performed to capture changes or updates.  Full backups are performed on a regular 
basis.  Back-up tapes are stored at an off-site facility. 


The Information Technology system is provided short-term back-up power through Uninterrupted 
Power Supply (UPS).  A back-up diesel generator provides long-term power supply back.  Tests are 
performed periodically to provide proficiency and assess effectiveness of these systems.  


The Data Center is protected against fire by a fire protection and alarm system.  The detection system is 
connected to a building alarm panel and the local fire department for immediate notification.  The center 
uses a gas fire suppression system, a dry pipe sprinkler system, and was constructed with highly rated fire 
resistant walls.  
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Disaster Recovery 


NIA has contracted with SunGard Availability Services to provide a pre-configured hot site and standby 
hardware located in Philadelphia, Pennsylvania to facilitate the continuation of data processing services 
performed on the production server’s computer systems located at the National Service Center (NSC) in 
the event of a catastrophic disaster.  Our approach addresses the following items: 


• Potential types of disasters, risks, and probabilities of occurrence that would result in a significant 
disruption to successful operations 


• Contingency plans to ensure continued operations and minimize impact 


• A recovery strategy and process that defines roles and responsibilities during the period 


• Critical business functions and the maximum tolerable interruption period 


• Resources required to implement a successful recovery 


 


 


ON-GOING COMPLIANCE 


The Magellan Corporate Compliance Department is charged with overseeing ongoing compliance 
with the HIPAA regulations.  This department is staffed by attorneys, compliance directors, and 
research analysts who work together to monitor any new developments and coordinate any 
necessary implementation of updated compliance requirements.  Our HIPAA Training Program 
consists of initial training for all new hires, annual training refreshers for all employees, in-depth 
training for targeted areas, and remedial training on an “as-needed” basis.  An internal auditing 
department audits corporate departments and regional offices to ensure appropriate compliance 
measures and procedures are in place. 
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Non-Res. Third Party Admin.  


SCION DENTAL INC  
10201 N PORT WASHINGTON RD  


MEQUON , WI 53092  


is authorized to transact business as described above  
License No: 667216 Issue Date: 09-22-2009 Expiration Date: 10-01-2012 


Generated by Sircon 38779658  


THIS IS TO CERTIFY THAT 


SCION DENTAL INC  
10201 N PORT WASHINGTON RD , MEQUON , WI 53092  


LICENSE NUMBER: 667216 
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DESCRIPTION SHOWN BELOW:  


Non-Res. Third Party Admin.  


Generated by Sircon 38779658 


Issue Date: 09-22-2009 Expiration Date: 10-01-2012 
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SCION DENTAL OF NEVADA, LLC 
Provider Services Agreement 
THIS PROVIDER SERVICES AGREEMENT (the “Agreement”), is made and entered into this 
%CONTRACT_DAY_OF_MONTH% day of %CONTRACT_MONTH_NAME%, %CONTRACT_YEAR%, by and between 
SCION DENTAL OF NEVADA, LLC (“SCION”) and %PROVIDER_BUSINESS_NAME%_


 


 (“PROVIDER”). 


WHEREAS, SCION is a company that has as its primary objective the creation of Practitioner panels 


whose participants agree to participate in and comply with the policies, procedures and 


reimbursement mechanisms established by SCION. 


WHEREAS, SCION is a licensed insurer operating in the State of Nevada that has its primary object the 
delivery of healthcare benefits, including dental benefits, to Beneficiaries. 


WHEREAS, SCION will offer to certain Payers the opportunity to enter into agreements for use of the 
Practitioners participating in the panel. 


WHEREAS, SCION and PROVIDER mutually desire to enter into an agreement whereby PROVIDER shall 
arrange for the provision of certain health services to Beneficiaries of Payers (as defined below), in a 
manner that preserves and enhances patient dignity. 


WHEREAS, SCION may at its sole discretion, retain SCION to arrange for and manage the provision of 
Covered Services to its Beneficiaries as set forth in the Plan Addendum to this Agreement.  


NOW, THEREFORE, in consideration of the premises and mutual covenants herein contained and other 
good and valuable consideration, it is mutually covenanted and agreed by and between the parties 
hereto as follows: 


Section 1 Definitions 


1.1. DHCFP. The Division of Health Care Financing and Policy, an administrative agency of the State of 
Nevada, responsible for, among other things, administering the state Medicaid program. In the 
event this Agreement is for services rendered outside the State of Nevada, the reference to DHCFP 
shall be to the similar agency administering the state Medicaid program in that other jurisdiction. 


1.2. Beneficiary. An eligible individual covered by Payer and/or enrolled under a Benefit Contract, and 
the eligible dependents of such individual who are enrolled under such Benefit Contract. In the 
event that a Payer has a government contract as defined in Section 5.2 below, the definition of 
Beneficiary shall include enrolled individuals from such Contracts. 


1.3. Benefit Contract. A benefit plan of health care coverage for Beneficiary (ies) that is sponsored, 
issued or administered by Payer and contains the terms and conditions of a Payer’s coverage. 


1.4. CMS. The Center for Medicare and Medicaid Services, an administrative agency of the United 
States Government, responsible for administering the Medicare and Medicaid programs. 


1.5. Covered Services. Those dental services to which Beneficiaries are entitled under the terms of the 
applicable Benefit Contract as determined by a Payer, the relevant portions of which may be made 
available upon request to PROVIDER by SCION-SCION or a Payer. 







1.6. Emergency.  
a) A medical condition manifesting itself by acute symptoms of sufficient severity, which may 


include severe pain or other acute symptoms, such that the absence of immediate medical 
attention could reasonably be expected to result in any of the following:  1) serious jeopardy to 
the health of a patient, including a pregnant woman or fetus; 2) serious impairment to bodily 
functions; and/or 3) serious dysfunction of any bodily organ or part; and  


b) with respect to a pregnant woman:  1) that there is inadequate time to safely transfer to 
another hospital prior to delivery; 2) that a transfer may pose a threat to the health and safety 
of the patient or fetus; or 3) that there is evidence of the onset and persistence of uterine 
contractions or rupture of the membranes. 


1.7. Incident. Any occurrence that is not routine in a health care facility. These situations may include, 
but are not limited to, the following:  
a) any unusual occurrence; 


b)  a happening which could have or did result in an injury to a Beneficiary; or  


c) a condition, situation, procedure, etc., which could or did result in an injury to a Beneficiary, 
including any happening of an untoward (unusual) nature to a Beneficiary.  


Incidents shall not be limited to quality of care issues. 


1.8. Dental Director. A Practitioner or his/her designee who has been designated by SCION to monitor 
and implement the provision of Covered Services to Beneficiaries. 


1.9. Medically Necessary. Covered Services which are determined by a Payer to be required by a 
Beneficiary of such Payer and which are all of the following:  
a) rendered for the treatment or diagnosis of an injury or disease; 


b)  appropriate for and consistent with the symptoms, diagnosis, and treatment of a Beneficiary’s 
condition, disease, ailment or injury and otherwise in accordance with standards of good dental 
practice within the community;  


c) not furnished primarily for the convenience of such Beneficiary, such Beneficiary’s family or the 
Practitioner; and  


d) furnished at the most appropriate level that may be provided safely and effectively to the 
Beneficiary. 


1.10. Normal Business Hours. Monday through Friday, 9:00 a.m. to 5:00 p.m., EST, excluding government 
holidays. 


1.11. Participating Provider. A Practitioner that has entered into an agreement with a Payer or with SCION, 
or on whose behalf a contract has been entered into with a Payer or with SCION, for the provision 
of Covered Services to Beneficiaries. 







1.12. Payer. One or all (as applicable) of the Payers including SCION (or any affiliate of any such Payer) 
who have entered into an agreement with SCION to arrange for and/or manage the provision of 
Covered Services to Beneficiaries as set forth on a Plan Addendum and may include health 
maintenance organizations, preferred provider organizations, indemnity plans, workers 
compensation plans, self-insured plans, employer groups, local, state, federal government bodies 
or agencies, prepaid health clinics, Beneficiaries of discount card organizations, and any and all 
other third party payers who may offer, underwrite and/or administer health benefits. The Plan 
Addendum shall be deemed a part of this Agreement and, notwithstanding anything to the contrary 
in this Agreement, the Plan Addendum may be amended from time to time by SCION upon written 
notice to PROVIDER.  


1.13. Practitioner. A dentist duly licensed in the state in which he/she practices dentistry and is rendering 
patient services as or for a PROVIDER. Practitioner shall include any dentist employed by, an 
independent contractor of, or subcontractor to a PROVIDER and may include PROVIDER if a 
Practitioner. 


1.14. Provider Services. Any and all professional services customarily provided in the community by a 
Practitioner practicing or providing services in the specialty / field / business of PROVIDER which 
are Covered Services, rendered in a manner consistent with all provisions of this Agreement and 
SCION and the Payer’s utilization management and quality improvement  (UM/QI) protocols and 
the applicable Benefit Contract, and with respect to which PROVIDER has been credentialed in 
accordance with the terms of this Agreement, except as otherwise set forth in a subsequent 
Attachment or Plan Addendum. 


Section 2 Obligations of SCION 
2.1. Beneficiary Eligibility.  Payer may at its discretion provide to each Beneficiary an identification card 


that Beneficiary will be expected to present when seeking Covered Services from PROVIDER. SCION 
shall establish procedures to assist PROVIDER in verifying whether an individual presenting to a 
PROVIDER is a Beneficiary and PROVIDER shall comply with such verification procedures. SCION 
and Payer cannot guarantee the eligibility status of any individual. Payers make final eligibility 
determinations in their sole discretion. SCION shall be permitted to recover payments made to 
PROVIDER pursuant to this Agreement for such individuals retroactive to the date of ineligibility 
and shall have no liability to PROVIDER for any services rendered on or after the date of ineligibility. 
PROVIDER shall be permitted to seek payment from such individuals for whom services were 
provided on or after the date on which the individual became ineligible. 


2.2. Administrative Requirements and Procedures. SCION shall make available to PROVIDER administrative 
requirements and procedures in the areas of prior authorization of services, record keeping, 
reporting and other administrative duties of PROVIDER under this Agreement. PROVIDER agrees to 
abide by these administrative requirements and procedures.  







2.3. Compensation. For all Provider Services for which PROVIDER is responsible hereunder, PROVIDER 
shall be compensated in accordance with a Plan Addendum as set forth in Section 5.1 of this 
Agreement, and all other applicable provisions of this Agreement. Compensation to PROVIDER 
shall be in accordance with and subject to SCION authorization and claims payment interpretive 
requirements which PROVIDER agrees to and accepts. A SCION authorization shall be in writing 
from SCION. SCION may from time to time furnish PROVIDER with PROVIDER bulletins/updates 
containing requirements for compensation under this Agreement. A prior payment from SCION to 
PROVIDER under circumstances where PROVIDER was not entitled to compensation under the 
terms and conditions of this Agreement shall not be deemed a waiver of any subsequent right not 
to compensate PROVIDER. If a PROVIDER provides any Covered Service that is not a Provider 
Service or not specified in any Plan Addenda or any non-Covered Service, PROVIDER shall not be 
entitled to any compensation for such services, except as provided in Section 3.1. PROVIDER shall 
accept such compensation and any applicable co-payments and/or deductibles or self-pay 
discounted payments (collectively “Co-payments”) as payment in full for all services provided by 
PROVIDER except as otherwise provided by this Agreement. Unless specified otherwise, such Co-
Payments shall be included as part of the compensation. Notwithstanding anything to the contrary 
herein, SCION shall not be obligated to compensate PROVIDER to the extent Payers have not 
compensated SCION with respect to such period of time or for such Covered Services.  


2.4. SCION- Non-Liability. Payer shall have the full and final responsibility and liability for payment of all 
claims for Covered Services. SCION shall not be liable for the payment from its own funds of any 
claims under a plan. SCION is not the insurer, guarantor or underwriter of the liability of Payer to 
provide benefits to Beneficiaries. All final claims decisions will be the responsibility of Payer. 
Notwithstanding the foregoing, if for whatever reason PROVIDER is not entitled to compensation 
under the terms and conditions of this Agreement, Payer shall likewise not be responsible to 
PROVIDER. Notwithstanding anything to the contrary in this Agreement, in the event PROVIDER has 
any issue under this Agreement, payment or otherwise, it shall be a condition precedent for 
PROVIDER to seek recovery from SCION pursuant to this Agreement including appellate levels or 
otherwise before proceeding in any manner against a Payer, or a Beneficiary, unless otherwise 
specifically authorized in writing by SCION. 


2.5. SCION Representative. SCION will designate a representative who will be available during Normal 
Business Hours to respond to inquiries from PROVIDER. 







Section 3 Obligations of PROVIDER  
3.1. Health Services, Authorizations and Referrals. PROVIDER agrees to provide or arrange for the provision 


of those Covered Services consistent with SCION’s (or a Payer’s, if applicable) utilization 
management and quality improvement program (“UM/QI Program”) and SCION’s Provider Manual 
as delivered to PROVIDER and modified from time to time. PROVIDER also agrees to provide such 
records and other information as may be required or requested under such UM/QI Program. 
PROVIDER shall provide Covered Services, which except in the case of Emergencies, have been 
authorized according to SCION’s UM/QI Program, including any referral and authorization 
procedures, as established by SCION and modified from time to time, and to which compensation 
shall be subject. The issuance of a referral or authorization is not a guarantee of eligibility or 
payment. A Beneficiary’s medical record must substantiate the provision of Covered Services which 
record may be requested by SCION for such purpose. PROVIDER agrees, when applicable, (1) to 
refer Beneficiaries, when medically appropriate and except in Emergencies, only to other 
Participating Providers and only after receiving proper authorization as required by SCION; and (2) 
to comply with such other referral, prior authorization, pre-certification or pre-admission 
requirements as established by SCION. In the event PROVIDER shall provide a Beneficiary non-
Covered Services, PROVIDER shall, prior to the provision of such non-Covered Services, inform 
Beneficiary in writing:  
a) of the service(s) to be provided;  


b) that SCION or the applicable Payer will not pay or be financially liable for said services; and  


c) that Beneficiary will be financially liable for such services.  


In the event that Beneficiary is not so informed, neither Beneficiary, nor Payer shall be financially 
liable to PROVIDER for those services. PROVIDER shall not bill Beneficiaries for services that are 
determined by a Payer or SCION, in their sole discretion, not to be Medically Necessary unless 
PROVIDER has informed Beneficiary in advance that the services are not Medically Necessary and 
Beneficiary has agreed in writing to be financially liable for those specific services. PROVIDER 
agrees to provide Covered Services in accordance with terms and conditions specified in a Plan 
Addendum. 


3.2. Provision of Services and Professional Requirements. 
a) PROVIDER shall make necessary and appropriate arrangements to ensure the availability of 


Provider Services to Beneficiaries on a twenty-four (24) hour per day, seven (7) day per week 
basis, including arrangements to ensure coverage of Beneficiaries after hours or when 
PROVIDER is otherwise absent. PROVIDER agrees that scheduling of appointments shall be 
done in a timely manner, as specifically defined in SCION’s Provider Manual or as otherwise 
required by applicable law. PROVIDER shall ascertain and ensure that each Practitioner will 
cooperate with and accept the findings of SCION’s peer review procedures as they relate to 
services provided to Beneficiaries and that such Practitioner will seek authorization from the 
Dental Director prior to all hospitalizations, except for Emergencies or as otherwise provided in 
the UM/QI Program. For services rendered by Practitioner on behalf of PROVIDER, PROVIDER 
shall be responsible to make suitable arrangements with the Practitioner regarding the amount 
and manner in which said Practitioner will be reimbursed or otherwise compensated, provided, 
however, that PROVIDER shall ensure that the Practitioner will not, under any circumstances, 
bill Beneficiaries (except Co-payments) or a Payer or SCION for Covered Services. PROVIDER 
shall be liable for paying Practitioner and PROVIDER hereby agrees to indemnify and hold 
harmless Beneficiaries, SCION, DHCFP, CMS and the applicable Payer against charges for 







Covered Services rendered by Practitioner. It is understood that SCION reserves the right to 
make payment (directly or through the applicable Payer) to any Practitioner for which a valid 
invoice, or portion thereof, is outstanding for more than thirty (30) days. SCION will provide 
notice of its intention to make payment of such claims but SCION need not wait the above thirty 
(30) day period where PROVIDER has engaged in a pattern of late payments to Practitioner in 
the past, as reasonably determined by SCION. SCION or Payer may deduct any such payments 
plus a reasonable administrative fee from any amounts otherwise due PROVIDER pursuant to 
this Agreement.  


b) All services performed hereunder shall be consistent with the standards of dental care in the 
community and such services shall, at a minimum, be performed in accordance with the 
customary rules of ethics and conduct promulgated by the American Dental Association. At no 
time shall PROVIDER refuse or fail to provide Medically Necessary Covered Services to 
Beneficiaries.  


c) PROVIDER shall utilize such additional allied health and other qualified licensed or certified 
personnel as are available and appropriate for effective and efficient delivery of health services, 
consistent with SCION policies. PROVIDER shall have an ongoing responsibility to ensure that 
PROVIDER’S employees, agents, servants and independent contractors meet, at all times 
during the term of this Agreement, all legal qualifications, including appropriate licensure and 
continuing education and that they are members in good standing of their profession. 


d) PROVIDER shall participate in any programs including continuing education as SCION or a Payer 
may require, as well as such programs that may be required by state regulatory authorities. 


e) PROVIDER shall notify SCION within one (1) business day of his/her/its becoming aware of: (i) 
loss or limit of his/her/its DEA permit; (ii) loss or restriction of his/her/its license to provide 
health care services in any state as well as any actions taken by the state, any accrediting 
entity, or any other regulatory body that would materially impair the ability of PROVIDER to 
provide and/or arrange for health services to Beneficiaries; (iii) fine or other penalty, or loss or 
suspension of his/her/its participation in the Medicaid Programs; (iv) any adverse action by a 
governmental body, court or other forum having jurisdiction over PROVIDER; (v) occurrence of 
an Incident at his/her/its facility involving a Beneficiary and shall report such on the Incident 
Report form as provided by the applicable Payer; (vi) conviction of a felony; or (vii) receipt of any 
state or federal government inquiry regarding PROVIDER which relates in any way to 
PROVIDER’s authority or ability to perform its obligations pursuant to this Agreement. For 
Nevada programs, PROVIDER shall also provide SCION and Payer with a copy of any and all 
Code 15 Reports filed with DHCFP pursuant to Nevada law, involving any Beneficiaries. Receipt 
of the notices required by this Section shall not constitute an assumption of liability on the part 
of such Payer or SCION. 


f) PROVIDER and all health care Practitioners employed by and/or associated with PROVIDER for 
the term of this Agreement, shall meet all credentialing and re-credentialing requirements as 
may be established by SCION or a Payer, if applicable, from time to time. 


g) PROVIDER agrees and warrants that it is in compliance with all applicable local, state and 
federal laws relating to the provision of dental services, including the Federal Clinical 
Laboratory Improvement Act and other acts, as applicable. 


h) PROVIDER acknowledges SCION’s and each Payer’s obligation and right to report to and access 
the National Practitioner Data Bank as it relates to PROVIDER. PROVIDER agrees to assist 
SCION and Payers in accessing and reporting to the Data Bank, including making inquiries to 
the Data Bank on behalf of SCION and a Payer, if requested to do so by SCION or a Payer. 







i) PROVIDER agrees to implement applicable and reasonable procedures necessary for external 
accreditation of each Payer and/or SCION by URAC or any other similar organization selected by 
such Payer and/or SCION. 


j) PROVIDER shall comply with any and all applicable state, federal and other laws and 
regulations governing contracting providers and Practitioners of health care service plans and 
relating to the subject matter of this Agreement.  


3.3. Claims. PROVIDER shall, within six (6) months of the date of service for outpatient services, or such 
other period if allowed or required by the applicable Payer plan (“Claims Submission Period”), 
submit a bill to Payer or SCION in a billing form acceptable to Payer or SCION (i.e. ADA claim form) 
along with any applicable authorization/referral documentation as instructed by SCION or other 
applicable documentary support, for all services rendered in a manner consistent with the terms of 
the Agreement. PROVIDER will also comply with SCION’s Provider Manual as furnished to 
PROVIDER and modified from time to time. SCION may from time to time furnish PROVIDER with 
PROVIDER bulletins/updates containing requirements for claims submission and payment under 
this Agreement. If PROVIDER has not billed Payer or SCION for services rendered within the Claims 
Submission Period, PROVIDER’s claim for compensation with respect to such services shall be 
deemed waived.  Payer or SCION shall pay PROVIDER for Covered Services, less applicable Co-
payments, in accordance with the terms of the relevant Attachment or Plan Addendum. PROVIDER 
agrees to accept the compensation paid by Payer or SCION as payment in full for all Covered 
Services, except for applicable Co-payments. In the event a claim for compensation is pended, 
contested or denied for any reason, PROVIDER shall resubmit such claim along with any applicable 
documentation to Payer or SCION consistent with the terms of the Agreement within the time 
period provided by applicable law after receipt by PROVIDER of notice that such claim is pended, 
contested or denied for any reason. If PROVIDER has not re-billed or re-submitted the applicable 
documentation to Payer or SCION for services rendered within such time period, PROVIDER’s claim 
for compensation with respect to such services shall be deemed waived. 


3.4. No Discrimination Against Beneficiaries; Acceptance of Beneficiaries; Protection of Beneficiaries; Compliance 
with Civil Rights Laws. 
a) PROVIDER shall observe, protect and promote the rights of Beneficiaries as patients without 


regard to race, ethnicity, religion, gender, color, national origin, age, sexual orientation, genetic 
information, place of residence, economic status, health status or health care needs, benefit 
plan or source of payment of such Beneficiaries, including individuals who have or are currently 
receiving care from PROVIDER for whom payment is being made on a self-pay basis or through 
another third-party payer program. 


b) PROVIDER may not impose any limitations on the acceptance of Beneficiaries from a product 
line of a Payer for care or treatment that it does not impose on other patients with respect to 
the same product line. PROVIDER may not request, demand, require or seek directly or 
indirectly the transfer, discharge or removal of any Beneficiary for reasons of Beneficiary’s need 
for, or utilization of, Medically Necessary Covered Services, except in accordance with the 
procedures established for such action.  


c) PROVIDER agrees to abide by the non-discrimination and affirmative action requirements of 
Executive Order 11246, title VI of the Civil Rights Act of 1964, as amended, the Vietnam Era 
Veterans Readjustment Assistance Act of 1974, Sections 503 and 504 of the Re-habilitation 
Act of 1973, as amended by the Age Discrimination Act of 1975, as amended, the 
implementing rules and regulations of the Office of Federal Contract Compliance Programs, U.S. 
Department of Labor, as found in the Code of Federal Regulations, Title 41, Chapter 60, and 
any other laws applicable to PROVIDER. 







3.5. Charges to Beneficiaries. Each Payer shall require Beneficiaries to pay applicable Co-payments for 
certain Covered Services at the time services are rendered. In addition, Beneficiaries shall be 
financially liable to PROVIDER for Non-Covered Services or self-pay discounted services provided by 
PROVIDER pursuant to Section 3.1. PROVIDER shall indemnify and hold SCION, the applicable Payer 
and Beneficiaries harmless from any costs, including legal fees, relating to improper billing 
practices or efforts which breach the terms of this Agreement. 


3.6. Records and Reports. 
a) PROVIDER shall maintain such records and provide such medical, financial and administrative 


information to SCION as may be necessary for compliance by SCION and Payers with state and 
federal law, as well as for program management purposes. The Beneficiary’s medical record 
must substantiate the services provided. Records shall be maintained for a period of not less 
than ten (10) years from the termination of this Agreement and be retained further if records 
are under review or audit until such review or audit is complete. SCION, the applicable Payer, 
URAC, state and federal officials shall have access during Normal Business Hours, upon 
demand, to the books and medical records of PROVIDER relating to the health care services 
provided to Beneficiaries and to Co-payments received by PROVIDER from Beneficiaries and 
SCION shall have the right to copy such books and medical records, either with the written 
consent of Beneficiaries which consent as contained in the applicable Payer’s enrollment form 
is hereby deemed satisfactory by PROVIDER for such purposes, or as otherwise provided by 
applicable law. In the event appropriate state, federal or other governmental officials conduct 
an examination of the Covered Services rendered under this Agreement, PROVIDER shall 
submit any required books and records to facilitate such examination. SCION, each Payer, 
URAC, state and federal officials shall also have the right to inspect, during Normal Business 
Hours, PROVIDER’s facilities pursuant to SCION’s quality improvement and peer review 
procedures and state and federal mandated procedures. PROVIDER shall comply with any 
requirements or directives issued by Payers, URAC or government authorities as a result of such 
evaluation inspection or audit of SCION or PROVIDER. The obligations under this Section 3.6(a) 
shall survive the termination of this Agreement without regard for the cause of such 
termination. 


b) PROVIDER shall maintain a medical record for each Beneficiary in accordance with the 
requirements established by SCION, consistent with applicable state and federal laws. Medical 
records of Beneficiaries will include but not be limited to reports from referral Practitioners, 
discharge summaries, records of Emergency care received by such Beneficiary and such other 
information as SCION may reasonably request.  


c) In the event that SCION requests copies of medical records from PROVIDER for any reason 
whatsoever, including but not limited to a request from a Payer for any purpose related to 
conduct or administration of a health plan, such records shall be copied and delivered to SCION 
at PROVIDER’s expense. 


d) PROVIDER shall establish and maintain procedures and safeguards so that no information 
pertaining to Beneficiaries contained in PROVIDER’s records or obtained from the Nevada 
Office of the Insurance Commissioner, CMS or DHCFP in carrying out the terms of this 
Agreement shall be used by PROVIDER or PROVIDER’s agents, officers or employees other than 
for purposes directly connected with the administration of the Beneficiary’s Payer, or except as 
provided in Section 1106 of the Social Security Act, as amended, and the regulations 
promulgated thereunder. 


e) Dental records of Beneficiaries shall be treated as confidential so as to comply with all 
applicable state and federal laws and regulations regarding the confidentiality of patient 







records, including without limitation, Title 45, Code of Federal Regulations, Section 250.50 and 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Where required by 
applicable law, PROVIDER will obtain specific written authorization from a Beneficiary prior to 
releasing such Beneficiary’s medical records. PROVIDER represents and warrants that 
PROVIDER will comply with the Health Insurance Portability and Accountability Act of 1996, as 
amended (HIPAA), and all rules and regulations promulgated thereunder, as a covered entity 
under such laws, including but not limited to all confidentiality and disclosure requirements and 
compliance with the business associate provisions thereto. 


3.7. Beneficiary Grievances. PROVIDER agrees to cooperate with SCION and the applicable Payer in 
resolving any Beneficiary grievances related to the provision of health services hereunder. 
PROVIDER agrees to participate in grievance procedures, as SCION and such Payer from time to 
time may establish, and comply with all final determinations rendered. 


3.8. Insurance. 
a) PROVIDER agrees to maintain in force such policies of general and professional liability 


insurance, as shall be necessary, to insure PROVIDER and their employees against any claim or 
claims for damages arising by reason of personal injuries or death occasioned, directly or 
indirectly, in connection with the performance of any service by PROVIDER or as otherwise 
required by applicable laws or regulations. The amounts, type and extent of such professional 
liability insurance coverage shall be subject to the approval of SCION. If PROVIDER is a licensed 
Practitioner or Practitioner Group, amounts shall not be less than $1,000,000 per occurrence, 
$1,000,000 per policy period or as otherwise required by applicable laws or regulations. If 
PROVIDER is other than a licensed Practitioner or Practitioner Group, amounts shall not be less 
than $1,000,000 per occurrence, $3,000,000 per policy period or as otherwise required by 
applicable laws or regulations. In addition, all PROVIDERS shall obtain and maintain general 
liability insurance in amounts no less than $1,000,000 per occurrence combined single limit or 
as otherwise required by applicable laws or regulations. PROVIDER shall immediately notify 
SCION and Payer of any material changes in insurance coverage and shall provide certificates 
of insurance to SCION and Payer upon request. SCION and PROVIDER shall each obtain 
worker’s compensation insurance to cover all of its respective employees as required by 
applicable state law. All insurance shall be placed with carriers approved by the State in which 
PROVIDER provides his/her/its services and with a rating of no less than B+ as determined by 
A.M. Best Companies. PROVIDER further agrees that SCION shall be given thirty (30) days prior 
written notice of any material changes, cancellation or termination of PROVIDER’s insurance 
policies. In the event of such cancellation and/or termination, SCION may terminate this 
Agreement effective immediately upon PROVIDER’s receipt of written notice from SCION. In the 
event PROVIDER procures a “claims made” policy as distinguished from an occurrence policy, 
PROVIDER shall procure prior to termination of such insurance, and thereafter maintain, (i) a 
replacement policy or policies, in the same coverage amounts specified above, with retroactive 
date(s) no later than the effective date of this Agreement; and/or (ii) purchase unlimited “tail” 
insurance coverage in the same coverage amounts specified herein, effective on the date of 
termination of such “claims made” policy, so that continuous general and professional liability 
insurance coverage in the above amounts is provided with no gaps in coverage, relative to the 
acts and omissions of PROVIDER in connection with this Agreement, regardless of whether a 
claim is asserted during the term of this Agreement or thereafter. PROVIDER shall provide a 
certificate of insurance for any coverage required hereunder to SCION or any Payer, upon 
request. 


b) PROVIDER agrees to notify SCION immediately whenever a Beneficiary files a claim or a notice 
of intent to commence legal action against PROVIDER. Upon request by SCION, PROVIDER 







agrees to provide full details of the nature, circumstances and disposition of such claims to 
SCION or its legal representative. 


c) The parties agree to adhere to and be bound by the common law and statutory principles of 
indemnification and contribution as they exist in the applicable jurisdiction.  


3.9. Indemnification and Hold Harmless. PROVIDER agrees to indemnify and hold harmless SCION, Payer 
and their respective officers, directors and employees and DHCFP and CMS from any and all debts, 
claims, damages, costs, causes of action, expenses or liabilities, including reasonable attorneys’ 
fees (at trial and all appellate levels) and court costs, to the extent proximately caused by or which 
may arise out of and/or be incurred in connection with, any negligent act or omission or other 
wrongful conduct by PROVIDER or any employee or agent of PROVIDER arising from this Agreement 
and any act or matter arising from or related to any balance billing of Beneficiaries prohibited by 
this Agreement. This Section shall survive the termination of this Agreement for any reason, 
including insolvency. 


3.10. Administration. 
a) PROVIDER agrees to cooperate, participate in and comply with Payer’s or SCION’s UM/QI 


Program, including peer review and/or Practitioner or Beneficiary grievance programs, if and 
when applicable, external audit systems and administrative programs as may be established by 
SCION. PROVIDER shall comply with all final determinations rendered pursuant to the UM/QI 
Program. The UM/QI Program may include, but not be limited to, service authorizations, 
specialist referrals and provider profiling based on claim encounter data. Each party agrees to 
immediately date stamp with the date received any written complaints and to notify the other 
party within one (1) business day whenever a Beneficiary files an informal or formal complaint 
as set forth in SCION’s and the applicable Payer’s grievance procedure, as provided to 
PROVIDER by SCION from time to time, and to refer Beneficiaries who have complaints to 
Payer’s beneficiary services department. Each party shall cooperate with the other party in the 
investigation of any such complaint. 


b) PROVIDER agrees that SCION and/or Payers may use PROVIDER’s name, address and 
telephone number, type of practice, hospital affiliations, as may be applicable, and an 
indication of PROVIDER’s willingness to accept additional Beneficiaries in order to carry out the 
terms of this Agreement and in the usual course of advertising, marketing and promotion, 
including, but not limited to, Participating Provider rosters or directories. PROVIDER may use the 
name of SCION and/or Payers to indicate it is a contracting provider, subject to SCION’s written 
approval, which shall not be unnecessarily withheld. PROVIDER shall provide immediate written 
notice to SCION of any changes in such information.  


c) PROVIDER will cooperate to the fullest extent possible to allow SCION to evaluate possible 
subrogation claims and to coordinate benefits in accordance with the National Association of 
Insurance Commissioners’ (NAIC) guidelines. In the event PROVIDER provides Covered Services 
to a Beneficiary, PROVIDER, at his/her sole cost and expense, will cooperate to the fullest 
extent possible to: 


1. Determine whether the Beneficiary has dental services coverage in addition to the 
applicable Payer; 


2. Determine the Beneficiary’s primary and secondary payer, in accordance with NAIC’s 
guidelines;  


3. Secure reimbursement from primary payer; and 







4. Report coordination of benefits (COB) revenues received to SCION in a format 
determined by SCION. 


If, under applicable industry standards for coordination of benefits, Payer is other than the 
primary carrier, and PROVIDER’S bill to primary carrier(s) was not computed on the basis 
specified in this Agreement, then any further reimbursement to PROVIDER from Payer or SCION 
will not exceed an amount which, when added to amounts charged to the primary carrier(s), 
equals the amount specified in this Agreement, less applicable co-payments and deductibles. 


d) PROVIDER agrees to assist and work with the Dental Director in implementing the UM/QI 
Program and resolving other issues related to the delivery of health services that may arise 
from time to time. 


3.11. Cooperation and Relationship with Payer. PROVIDER understands that each Payer will place certain 
obligations upon SCION regarding the quality of care received by its Beneficiaries and that Payers 
in certain instances will have the right to oversee and review the quality of care administered to 
their Beneficiaries. PROVIDER agrees to cooperate with each Payer in the review of the quality of 
care administered to its Beneficiaries. Notwithstanding any provision or anything to the contrary in 
this Agreement, the Agreement makes reference to determinations by Payer, contracts with Payer, 
policies/programs/procedures of Payer or otherwise, however the applicability of any of these 
matters involving any Payer shall be as determined at the sole and absolute discretion of SCION 
and any such reference in this Agreement shall not relieve Provider’s duties or obligations or impair 
SCION’s rights under this Agreement. 


3.12. Risk Management. PROVIDER shall participate in SCION’s and/or a Payer’s risk management 
program by allowing access to his/her respective facilities for scheduled reviews and audits. 
Additionally, PROVIDER shall notify SCION’s and/or such Payer’s risk management department in 
writing within two (2) calendar days of occurrence of any and all Incidents including, without 
limitation, the occurrence of Incidents which are: (i) required by applicable law or regulation to be 
reported to a Payer or any applicable governmental authority, or (ii) reasonably likely to result in a 
claim for damages or services. Thereafter, SCION’s and the Payer’s risk management departments 
shall coordinate all investigative efforts and, if necessary, PROVIDER shall assist in such efforts. 


3.13. Representation of PROVIDER. SCION shall represent PROVIDER in matters with each Payer pertaining 
to the provision of Covered Services under this Agreement, and this Agreement constitutes 
PROVIDER’S written consent for such representation by SCION. Such representation shall not 
constitute in any way an assumption of liability by SCION for PROVIDER’S acts or omissions. 


3.14. Equipment and Facilities Used by PROVIDER. PROVIDER agrees that all facilities, equipment, goods and 
supplies used by PROVIDER to provide Covered Services to Beneficiaries will be available, properly 
serviced and maintained, otherwise appropriate for providing any Covered Services to Beneficiaries 
pursuant to this Agreement and comply with facility standards established by SCION, Payer, URAC, 
Nevada Office of Insurance Regulation, CMS or DHCFP. In addition, PROVIDER shall assure the 
availability of appropriate ambulatory care facilities required for the provision of PROVIDER’s 
services to Beneficiaries, which shall include the availability of PROVIDER’s current facility(ies), or 
any other facility used by PROVIDER to provide Covered Services to Beneficiaries pursuant to this 
Agreement. 


3.15. Display of Name/Materials at PROVIDER Facilities. PROVIDER shall allow SCION or Payer(s) to display in 
PROVIDER’s facilities materials identifying PROVIDER as a participating provider of SCION and 
Payer. 







Section 4 Term and Termination 
4.1. Term.  When executed by both parties, this Agreement shall become effective as of the latest date 


set forth in the signature block hereof and shall continue in effect for a period of one (1) year from 
that date. Thereafter, the Agreement shall be automatically renewed for periods of one (1) year 
unless terminated as provided below. 


4.2. Termination. 
a) This Agreement may be terminated by either party at any time by written notice given at least 


sixty (60) days in advance of such termination. This Agreement may also be terminated by 
SCION effective immediately upon written notice if PROVIDER violates Sections 3.2(a), (b), (e), 
(g), (h), (k), 3.6, 3.8, 3.10(a), 3.11, 3.12 or 5.11 hereof or if, in SCION’s reasonable opinion, 
continuation of this Agreement will negatively affect Beneficiaries’ care. SCION may also 
terminate this Agreement immediately in the event of an occurrence under Sections 3.2(e) (ii) 
through (v) and (vii) and (viii), regardless of whether notice is provided or not. Either party may 
terminate this Agreement with at least thirty (30) days prior written notice to the other party 
upon the failure of the other Party, as specifically set forth in such notice, to perform, keep or 
fulfill any covenants, undertakings, obligations or conditions set forth in this Agreement. Such 
termination will not become effective if the default is cured within the thirty (30) day notice 
period. In the event such default is not capable of being cured within that period, the party shall 
be given a reasonable time to cure so long as that party begins to cure the default within the 
thirty (30) day period. In addition, SCION may terminate PROVIDER from participation with a 
certain Payer under this Agreement with the balance of the Agreement remaining in full force 
and effect. PROVIDER may immediately terminate any Practitioner in part or whole from 
participating under this Agreement in the event such Practitioner fails to adhere to the terms 
and conditions of this Agreement or as otherwise requested by a Payer, however the 
termination of such provider from participation shall not impact the full force and effect of this 
Agreement.  


b) PROVIDER agrees that, pursuant to the underlying agreement between SCION and each Payer, 
a Payer may, with or without cause, terminate or obligate SCION to terminate PROVIDER’s 
participation on a Payer or Plan-specific basis. In such event of termination, PROVIDER 
expressly agrees to hold SCION and such Payer harmless from any liability or damage arising 
from, relating to or resulting from SCION’s compliance with its obligations under the underlying 
agreement with such Payer to terminate PROVIDER’s provision of services to such Payer’s 
Beneficiaries in connection with such underlying agreement. This provision shall survive the 
termination of this Agreement. Such termination shall have no effect on Provider’s participation 
under this Agreement. 


c) Upon termination and for a reasonable period of time thereafter, PROVIDER shall cooperate 
with SCION in making other arrangements for the health care of Beneficiaries affected by such 
termination. In the event PROVIDER is a specialty Practitioner and without diminishing any 
other duties and obligations on PROVIDER as otherwise set forth herein, once PROVIDER or any 
Practitioner associated with PROVIDER becomes unavailable to treat an Affected Beneficiary, 
whether by termination or otherwise, PROVIDER agrees to notify the Affected Beneficiary prior 
to the unavailability or termination. An Affected Beneficiary shall be a Beneficiary who has been 
under the ongoing care of the PROVIDER.  







Section 5 Miscellaneous 


5.1. Modification of this Agreement. Subject to the provisions hereafter, this Agreement may be amended 
or modified in writing as mutually agreed upon by the parties. In addition, SCION may modify this 
Agreement upon thirty (30) days written notice to PROVIDER. Failure of PROVIDER to object to such 
modification in writing during the thirty (30) day notice period shall constitute acceptance of such 
modification. This Agreement shall automatically be amended to comply with the requirements of 
state, federal or other applicable law. SCION may also amend this Agreement by Plan Addendum. A 
Plan Addendum is an addendum to this Agreement, which may set forth the Provider Services 
and/or reimbursement for such Provider Services for any particular Payer or health plan of a Payer. 
PROVIDER will execute the Addendum or PROVIDER will not be permitted to render Provider 
Services for that Payer. 


5.2. Interpretation. The validity, enforceability and interpretation of any of the clauses of this Agreement 
shall be determined and governed by applicable law as well as applicable federal laws. In the event 
of any conflict between this Agreement and a contract entered into between SCION and a Payer or 
between a Payer and  
a) a state for prepaid Medicaid Beneficiaries,  


b) CMS for prepaid Medicare Beneficiaries, and/or 


c) any governmental entity with respect to a government health care or benefit program (the 
“Government Contracts”) for which PROVIDER is providing services, the Government Contracts 
shall govern.  


PROVIDER agrees to be subject to all requirements that may be imposed on SCION and PROVIDER 
by a Payer under the underlying agreement between such Payer and SCION. In the event of any 
conflict between this Agreement and the underlying agreement between a Payer and SCION for 
which PROVIDER is providing services, the underlying agreement shall govern. The parties agree 
that jurisdiction for any legal action regarding this Agreement shall be in the state or federal courts 
in Wisconsin. Beneficiaries shall not be third-party beneficiaries to this Agreement. All the terms 
and conditions in this Agreement have been bargained for and agreed to between the parties. Each 
party has had the opportunity for independent legal counsel and representation and this 
Agreement shall not be construed or interpreted against one party or the other notwithstanding the 
original drafter of this Agreement. 


5.3. Severability. The illegality, unenforceability or ineffectiveness of any provision of this Agreement 
shall not affect the legality, enforceability or effectiveness or any other provision of this Agreement. 


5.4. Waiver. The waiver of any breach of any term, covenant or condition of this Agreement, shall not be 
deemed a waiver of any subsequent breach of the same or any other term, covenant or condition. 


5.5. Assignment. This Agreement, being intended to secure the services of PROVIDER shall not be 
assigned, sublet, delegated or transferred by PROVIDER without the prior written consent of SCION. 
In addition, PROVIDER agrees that PROVIDER shall render services in accordance with the terms 
and conditions of this Agreement to any Beneficiaries connected with any SCION affiliated entity, 
client, subsidiary or other entity under common control or ownership with SCION or otherwise 
contracted with SCION. 


5.6. Notice. Any notice required to be given pursuant to the terms and provisions hereof shall be sent by 
certified mail, return receipt requested, postage prepaid, or by overnight mail service such as 
Federal Express, to SCION at: Scion Dental, 10201 N. Port Washington Road, Mequon, WI 53092, 







Attn.: Chief Executive Officer; to SCION at: __________________________________________ and to 
PROVIDER at his/her/its place of business. Either party may change the address for notice by 
notifying the other party in writing of the new address. Notwithstanding the above, an amendment 
required by law, or amendments or Plan Addendum notice required by Section 5.1 of the Agreement 
and any notices related thereto may be sent via regular mail, facsimile, electronic transmission 
(i.e., email), or may be posted on SCION’s website with notice to Provider of such posting. 


5.7. Relationship of Parties. 
a) None of the provisions of this Agreement is intended to create nor shall be deemed or 


construed to create any relationship between the parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions 
of this Agreement. None of the above nor any of their respective employees shall be construed 
to be the agent, employer or representative of the other nor will any of the above have an 
expressed or implied right of authority to assume or create any obligation or responsibility on 
behalf of or in the name of the other party. 


b) Nothing contained in this Agreement shall be construed to require PROVIDER to: (i) recommend 
any procedure or course of treatment which a PROVIDER deems professionally unacceptable; 
or (ii) recommend that SCION or a Payer deny benefits for any procedure or course of 
treatment. 


c) SCION agrees that it shall not intervene in any way or manner with the rendition of dental 
services by PROVIDER, it being understood and agreed that the traditional relationship between 
Practitioner and patients will be maintained. Thus, PROVIDER agrees that denial of 
authorization by SCION or a Payer for a particular course of dental treatment shall not relieve 
PROVIDER from providing or recommending such care to Beneficiaries as they deem to be 
appropriate nor shall such benefit determination be considered to be a medical determination 
by SCION or Payer. PROVIDER agrees to inform Beneficiaries of their right to appeal an adverse 
utilization review or coverage determination pursuant to SCION’s and the applicable Payer’s 
grievance procedures. 


d) Nothing in this Agreement shall be construed to require SCION or any Payer to assign any 
minimum or maximum number of Beneficiaries to PROVIDER or to prohibit SCION or such Payer 
from adding or transferring Beneficiaries. 


5.8. Nothing herein shall be construed as authorizing or permitting PROVIDER to abandon any 
Beneficiary. 


5.9. Headings.  The headings in this Agreement are inserted merely for the purpose of convenience and 
do not limit, define or extend the specific terms so designated. 


5.10. Agreements with Employees and Independent Contractors. Notwithstanding any interpretation of this 
Agreement to the contrary, PROVIDER agrees that all of the provisions of this Agreement, unless 
clearly inapplicable, shall apply with equal force to PROVIDER’s employees or independent 
contractors and PROVIDER agrees to assure such compliance. PROVIDER agrees, and shall require 
its employees and independent contractors who are providing Provider Services to Beneficiaries to 
agree that in the event of any inconsistency, omission or misinterpretation in the contract entered 
into by PROVIDER and the employee or independent contractor, the terms of this Agreement shall 
control, notwithstanding any review and/or approval of those agreements by SCION. At SCION’s 
request, PROVIDER shall provide SCION with copies of all forms of agreements entered into to 
render services to each Payer’s Beneficiaries pursuant to this Agreement. 


5.11. PROVIDER Subcontracts and Professional Corporations or Partnerships. Notwithstanding any 
interpretation of this Agreement to the contrary, PROVIDER shall require that all of the provisions of 







this Agreement, unless clearly inapplicable, shall be incorporated in its subcontracts and agrees to 
require such compliance. PROVIDER agrees, and shall require its Practitioners to agree, that in the 
event of any inconsistency, between the terms and conditions of a subcontract and the terms and 
conditions of this Agreement, the terms and conditions of this Agreement shall control, 
notwithstanding any review and/or approval of those contracts by SCION. In the event that SCION 
has hereby entered into or if PROVIDER enters into a subcontract with a provider that is a 
professional corporation, professional association or partnership rather than an individual 
Practitioner, PROVIDER shall require by written provision in such subcontracts that all of the terms 
set forth herein applicable to PROVIDER shall also apply with equal force to both the professional 
corporation, professional association or partnership and the Practitioners associated with such 
entity. Any Practitioner by performing services under this Agreement agrees to be bound to all the 
provisions of this Agreement. All the individual Practitioners providing services through PROVIDER 
hereunder, are set forth on the Provider Information Form provided to PROVIDER, which shall be 
updated by PROVIDER as changes occur and as Practitioners are added or deleted. 


5.12. Confidential and Proprietary Information. PROVIDER recognizes that this Agreement and all material 
provided to PROVIDER by SCION or a Payer, including Beneficiary lists, is confidential and not the 
property of PROVIDER. PROVIDER shall not use such information for any purpose other than to 
accomplish the purposes of this Agreement. PROVIDER shall not disclose or release this 
Agreement or such material to any third-party without the prior written consent of SCION or the 
applicable Payer. This specifically includes, but is not limited to, use of any of the above-referenced 
materials, directly or indirectly, to further the business purposes of any other organization or 
business including, but not limited to, PROVIDER, Payer’s or other alternative health care delivery 
systems or other entities in the business of SCION or such Payer. Upon notice of the termination of 
this Agreement, PROVIDER agrees to return all such materials, including all copies, whether 
authorized or not, to SCION. For purposes of this Section, information shall not be considered 
proprietary if (i) such information is required to be disclosed pursuant to law, provided, however, 
that SCION and the applicable Payer are provided reasonable advance notice of such disclosure, or 
(ii) such information is generally available to the public other than through a violation of this 
Section by PROVIDER. This provision shall survive the termination or expiration of any term or 
provision of this Agreement. In addition, PROVIDER shall not solicit Beneficiaries, directly or 
indirectly, to enroll in any other insurance or health coverage or alternative health care delivery 
system other than the one such Beneficiaries are currently enrolled in. “Solicitation” or “soliciting”, 
as used herein, shall mean conduct by an officer, director, agent, or employee of PROVIDER during 
the term of this Agreement and for a period of one (1) year after the effective date of termination of 
this Agreement, which may be reasonably interpreted as designed to persuade Beneficiaries, 
employer groups, employees or Practitioners to discontinue their relationship with SCION and/or 
such Payer or to continue to receive health care services from PROVIDER, other than as a 
Beneficiary of such Payer, or to encourage Beneficiaries, employer groups, employees or 
Practitioners to participate in any other prepaid health service plan. This provision shall survive the 
termination or expiration of any term or provision of this Agreement with respect to such Payer for 
a period of one (1) year from the effective date of termination except where such termination 
occurred following an event permitting SCION to terminate such Payer under the agreement 
between SCION and such Payer. The parties agree that any violation of this Section by PROVIDER 
will result in irreparable injury to SCION and Payer. Therefore, in addition to any remedies 
otherwise available to SCION and such Payer and notwithstanding Section 5.12 below, SCION and 
such Payer are hereby entitled to an injunction enjoining and restraining PROVIDER and any 
related individuals or parties from violating this Section. If it is determined that the scope of the 
provisions of this Section are too extensive to be enforceable by court, then they shall be modified 







to be whatever is determined by a court to be reasonable in order to obtain enforcement and the 
parties agree to accept such determination subject to any appeals. 


5.13. Arbitration. Except for the remedies as provided in Section 5.10, any dispute, controversy, request for 
an accounting, disagreement over payment, allegation of breach, or claim arising out of, or relating 
to, this Agreement that cannot be settled through direct discussions shall be settled by arbitration 
administered by the American Arbitration Association (AAA) in accordance with its Commercial 
Arbitration Rules, except those parts that are different from this Agreement, in which case the 
Agreement shall govern. Any order, judgment or decision of the arbitrator may be entered in a court 
of competent jurisdiction. The cost of any arbitration shall be borne equally by the parties and the 
parties shall each bear their respective attorneys’ and related fees. The arbitrator shall be selected 
using the following roster process: The AAA administrator will provide each party with a list of ten 
proposed arbitrators who are generally familiar with the subject matter involved in the dispute. 
Each side will be given ten days to strike any names deemed unacceptable, number the remaining 
names in order of preference, and return the list to the AAA. Within a week of receipt of both 
parties’ list, the AAA will invite an arbitrator to serve from among those names remaining on the 
list, in the designated order of mutual preference. Notwithstanding the rules of the AAA or any 
provision in this Agreement, the arbitrator shall not be permitted to decide any matters involving 
other persons not a specific party to this specific Agreement.  Pre-hearing discovery will be limited 
to only an exchange of relevant documents and no more than four four-hour depositions by each 
party.  The arbitrator shall resolve any discovery disputes, recognizing the parties’ mutual desire for 
a prompt resolution of the underlying issue. The site of arbitration hearing shall be at the corporate 
offices of SCION in Mequon, Wisconsin as applicable. The arbitration hearing shall start and 
conclude on consecutive hearing days. The arbitrator will have no authority to award punitive 
damages or any other damages not measured by the prevailing party’s actual damages, and may 
not, in any event, make any ruling, finding, or award that does not conform to the terms and 
conditions of the Agreement. The arbitration decision shall be in writing and shall specify the 
factual and legal bases for the decision. Neither party nor the arbitrator may disclose the 
existence, content, or results of any arbitration or documents or testimony given as part of any 
arbitration without the prior written consent of both parties. This section is a material provision that 
has been bargained for and agreed to specifically by the parties and this Section shall survive the 
termination of this Agreement for any reason, including insolvency by SCION.    


5.14. Class Action. PROVIDER may not at any time, under any circumstance, permit PROVIDER to be 
included as a member of a class for any purpose including requesting an accounting of any Pool, 
compensation or compensation methodology used by SCION and/or pursuing a claim for damages 
resulting from a breach of this Agreement by SCION. This is a material provision that has been 
bargained for and agreed to specifically by the parties. This Section shall survive the termination of 
this Agreement for any reason, including insolvency by SCION.    


5.15. Entire Agreement.  This Agreement (including all Attachments or Addenda annexed hereto and 
incorporated material referenced herein) contains all the terms and conditions agreed upon by the 
parties and supersedes all other agreements of the parties, oral or otherwise, regarding the subject 
matter hereof.  


 


Signature page follows. 







Section 6 Signatures | Provider Services Agreement 


IN WITNESS WHEREOF, this Agreement is executed as of this _   __ day of ___________
 


, 2011. 


Scion Dental of Nevada, LLC PROVIDER 


 
    
Signature  Signature 


 
Monica Y. Clement 
Name  Print Name 


   


 
Director of Provider Services 
Title  Title 


   


    
Date  Provider NPI 


 


Myclement@ScionDental.com 
Email Address  Date  


   


 
ProviderServices@ScionDental.com 
Office Contact Email Address  Business entity name as listed on W-9  


   


 
877-378-5296 
Provider Services Telephone Number  office email 


   


 
  







SCION DENTAL OF NEVADA, LLC            
Amendment and Plan Addendum to Provider 


Services Agreement 


This Amendment and Plan Addendum (“Amendment and Plan Addendum”) is entered into by and between 
Scion Dental of NEVADA, LLC (“SCION”) and %PROVIDER_BUSINESS_NAME%


WHEREAS the parties have entered into a Provider Services Agreement (the “Agreement”). 


 “PROVIDER”). 


IT IS MUTUALLY AGREED: 


6.1. As set forth in the Agreement, this Amendment and Plan Addendum is incorporated and made part of the 
Agreement to include the following: 


PLAN CONTRACT:  AMERIGROUP Nevada, Inc. (“AMERIGROUP” and also referred to as “Payer” and 
defined in Section 1.12 of the Agreement) – are certain of those Medicaid Beneficiaries enrolled in 
Payer’s Plan for whom SCION has an Agreement to provide Covered Services in the State of 
Nevada,,  


PRODUCT TYPES:  HMO (Medicaid) 


COVERED SERVICES: Those dental services to which Beneficiaries are entitled under the terms of the 
applicable Benefit Contract as determined by Payer. PROVIDER will comply with SCION’s utilization 
management and quality improvement program. 


6.2. With respect to Covered Services rendered to Beneficiaries under this PLAN CONTRACT, PROVIDER shall 
render services in a manner consistent with the terms of this Agreement and according to the rate set 
forth in Attachment A attached hereto and made a part hereof (together with Attachment B and Exhibit 1).  


6.3. In the event PROVIDER shall have contracted with SCION under this Amendment and Plan Addendum and 
also directly with Payer for subject business covered by this Amendment and Plan Addendum, this 
Amendment and Plan Addendum shall be effective and supersede any such contract between PROVIDER 
and Payer for subject business covered by this Amendment and Plan Addendum.   


6.4. SCION may not modify this Agreement in any way that would adversely affect AMERIGROUP’s rights 
hereunder without the written consent of AMERIGROUP. 


6.5. The parties agree that AMERIGROUP is a third party beneficiary of this Agreement.  Neither party to this 
Agreement shall dispute AMERIGROUP’s standing to enforce its interests in SCION’s or PROVIDER’s 
performance of this Agreement. 


6.6. In the event of non renewal or termination of the AMERIGROUP Participating Provider Network Agreement 
by and between SCION and AMERIGROUP (“AMERIGROUP Agreement”); or as otherwise agreed to by 
AMERIGROUP and SCION, PROVIDER agrees to immediately enter into a Provider Services Agreement with 
AMERIGROUP which is substantially the same as this Agreement, at which point PROVIDER will have 
separate, but substantially similar agreements with SCION and AMERIGROUP. 







6.7. Either party can terminate this Amendment and Plan Addendum upon sixty (60) days written notice to the 
other party in advance of such termination. The termination of this Amendment and Plan Addendum shall 
not otherwise terminate the Agreement unless specifically set forth in any notice. 


6.8. The effective date of the Amendment and Plan Addendum shall be %CONTRACT_MONTH_NAME% 
%CONTRACT_DAY_OF_MONTH%, %CONTRACT_YEAR%


6.9. Capitalized terms not otherwise defined herein are defined as set forth in the Agreement. 


. 


6.10. It is the intent of the parties that this Amendment and Plan Addendum be incorporated into the Agreement 
and that both be read as one agreement.  To the extent that the terms of this Amendment and Plan 
Addendum and the terms of the Agreement are inconsistent, the terms of this Amendment and Plan 
Addendum shall supersede and control the terms of the Agreement and any prior amendments. 


Signature page follows. 
  







Signatures | Addendum 


IN WITNESS WHEREOF, this Agreement is executed as of this _   __ day of ___________
 


, 2011. 


Scion Dental of Nevada, LLC PROVIDER 


 
    
Signature  Signature 


 
Monica Y. Clement 
Name  Print Name 


   


 
Director of Provider Services 
Title  Title 


   


    
Date  Provider NPI 


 


Myclement@ScionDental.com 
Email Address  Date  


   


 
ProviderServices@ScionDental.com 
Office Contact Email Address  Business entity name as listed on W-9  


   


 
877-378-5296 
Provider Services Telephone Number  office email 


   


 
  







Attachment A | Amendment and Plan Addendum 
Compensation  


1.  General.  Except as otherwise allowed by this Agreement, SCION shall reimburse provider according to 
the fees listed in Exhibit 1 to this Amendment and Plan Addendum and adjusted for timely filing as provided 
for in Attachment B.  At anytime during the term of this Amendment and Plan Addendum, SCION may, at its 
sole and absolute discretion and without prior notice to provider, elect to create a Pool at the beginning of 
any month in lieu of reimbursing PROVIDER according to the fees listed in Exhibit 1to this Amendment and 
Plan Addendum.   In the event SCION elects to create a Pool, for each Pool, SCION will compensate 
PROVIDER for performing a Covered Service to a Beneficiary under the Benefit Contract creating such Pool 
by paying PROVIDER the Amount Payable for such Covered Service from the Distributable Cash in such 
Pool, subject to SCION’s claims authorization and payment requirements. The amount payable to 
PROVIDER from a Pool for the same service may differ from month to month and may be lower than the 
fees listed in Exhibit 1 to this Amendment and Plan Addendum.  Pool reimbursement is illustrated in 
Attachment C.  SCION will make any payments due to PROVIDER two times each month for all Amounts 
Payable for unpaid claims submitted prior to a date determined by SCION that is prior to the date each 
such payment is processed.  Notwithstanding any other provision of this Amendment and Plan Addendum, 
SCION shall have no obligation to compensate a PROVIDER for any such Covered Service if the Payer 
under the Benefit Contract has not provided funding for such Pool or if, for any other reason, such Pool has 
no Distributable Cash. 


2.  Adjustments.  For each Pool in any calendar year, SCION may, in its sole and absolute discretion and 
without any obligation to do so, make an annual reallocation adjustment (addition or subtraction) to each 
Participating Pool Provider.  Such reallocation adjustment for a Pool may result (or approximate with 
reasonable accuracy) in each Participating Pool Provider receiving equal Amounts Payable for each or 
certain types of Covered Service rendered to Beneficiaries under the Benefit Contract creating such Pool.  
SCION shall have the right to (a) set off such amounts as are reasonably necessary to implement such 
reallocation adjustment from future Amounts Payable to any Participating Pool Providers who receive a 
reduction pursuant to the reallocation adjustment or (b) directly recover such reallocation adjustment from 
such Participating Pool Providers (with each Participating Pool Provider paying such adjustment amount 
within 30 days of SCION's notice). 


SCION will make payments to those Participating Pool Providers who are subject to a positive reallocation 
adjustment as payments are recovered from other Participating Pool Providers without any disagreement. 


3.  Remaining Balance.  If there is a Pool Cash Balance in any Pool at a time when SCION reasonably 
concludes that no additional claims for Covered Services will be submitted by any provider, SCION shall 
pay PROVIDER a percentage of such Pool Cash Balance determined by dividing (a) PROVIDER's aggregate 
Amounts Payable from such Pool by (b) the aggregate Amounts Payable to all Participating Pool Providers 
from such Pool. 


4.  Payment in Full.  PROVIDER shall accept the compensation determined under this Amendment and Plan 
Addendum for any Covered Service as payment in full for such Covered Service and further acknowledges 
and agrees that PROVIDER may not receive the same compensation for the same services at all times 
under this arrangement. 







5.  Acknowledgment.  PROVIDER acknowledges and agrees that: (a) this Amendment and Plan Addendum 
and all Attachments/Exhibits thereto have been bargained for at arm's-length between the parties and 
represents a material inducement for SCION to enter into this arrangement; and (b) any and all provisions 
of this Amendment and Plan Addendum, including, without limitation, the differences in payments that 
may result based on the timeliness of claims submissions by providers and the date of service, are a 
material part of the compensation model agreed to between the parties and necessary to establish a 
system of administration of claims and compensation for such claims which is intended to attain a level of 
consistency in payment amounts acceptable to all providers participating under such compensation 
model, however no level of compensation can be assured by SCION hereunder.  


Apart from the compensation model which is explained hereunder and the compensation thereto, the 
compensation model set forth in this Attachment A, Attachment B and Exhibit 1 provides for SCION to make 
certain measurements, calculations, estimates, assumptions and other decisions. In all such cases, such 
measurements, calculations, estimates, assumptions and other decisions made by SCION shall be at the 
sole and absolute discretion of SCION and PROVIDER acknowledges and agrees to accept the same as 
final and conclusive. 


6.  Definitions.  In addition to the capitalized terms defined elsewhere in the Agreement, the capitalized 
terms shall have the meanings set forth on Attachment B attached hereto and made a part hereof. 







Attachment B | Amendment and Plan Addendum 
Definitions 


In addition to the capitalized terms defined elsewhere in the Agreement, the following capitalized terms shall 
have the following meanings: 


6.11. Adjusted Service Value for any Covered Service means  
a) the fee provided for such Covered Service on Exhibit 1 attached hereto and made a part hereof 


multiplied by  


b) one of the following factors: (i) 1.00 if the claim for the Covered Service was received by SCION 
within 90 days of the date on which PROVIDER performed the Covered Service; (ii) 0.50 if the 
claim for the Covered Service was received by SCION more than 90 days after but within six 
months of the date on which PROVIDER performed the Covered Service; or (iii) 0.00 if the claim 
for the Covered Service was received by SCION more than six months after the date on which 
PROVIDER performed the Covered Service. 


6.12. Amount Payable for any Covered Service means the amount determined by the difference of 
a) the Total Compensation Amount for such Covered Service and  


b) PROVIDER's total available reimbursement from patient copayments, coinsurance, deductibles 
and primary insurance payments, if applicable, for such Covered Service (regardless of whether 
or not such payments are actually collected by PROVIDER). 


6.13. Distributable Cash for any Pool at any time means the Pool Cash Balance at the time of 
measurement minus: 
a)  Claims payable (processed but not yet paid) for all Covered Services rendered by Out-of-


Network Providers to Beneficiaries under the Benefit Contract creating such Pool; 


b) Claims payable (processed but not yet paid) for all Covered Services rendered by Non-Pool 
Participating Providers to Beneficiaries under the Benefit Contract creating such Pool; 


c) SCION's estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities as of the last day of such month for Covered Services rendered by Out-of-Network 
Providers to Beneficiaries under the Benefit Contract creating such Pool; 


d) SCION’s estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities as of the last day of such month for Covered Services rendered by Non-Pool 
Participating Providers to Beneficiaries under the Benefit Contract creating such Pool; 


e) Claims payable (received but not yet paid) for Covered Services rendered by Participating Pool 
Providers to Beneficiaries under the Benefit Contract creating such Pool as of the last day of 
the month prior to the month in which the measurement occurs; 


f)  SCION’s estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities for Covered Services rendered by Participating Pool Providers to Beneficiaries under 
the Benefit Contract creating such Pool as of the last day of the month prior to the month in 
which the measurement occurs. 







6.14. Monthly Percentage for any Pool for any month means the percentage determined by SCION during 
such month by dividing (i) the Distributable Cash calculated by SCION for such month by (ii) 
SCION's estimate of the total Amounts Payable for all Covered Services to be provided during such 
month by all Participating Pool Providers to Beneficiaries under the Benefit Contract creating such 
Pool; provided, however, that in no event shall the Monthly Percentage for any Pool exceed 110%. 


6.15. Non-Pool Participating Provider for any Pool means all Participating Providers who receive 
compensation for Covered Services to Beneficiaries under the Benefit Contract creating such Pool 
by any method other than the method set forth on Attachment A, including, without limitation, by the 
other methods of guaranteed fee arrangements, member or other capitation payments, and case 
fees per episode of care. 


6.16. Out-of-Network Providers for any Pool means all providers of Covered Services to Beneficiaries under 
the Benefit Contract creating such Pool who are not subject to contractual arrangements with 
SCION related to their compensation from such Pool. 


6.17. Participating Pool Providers for any Pool means all Participating Providers, including, without 
limitation, PROVIDER, who receive compensation for Covered Services rendered to Beneficiaries 
under the Benefit Contract creating such Pool determined in accordance with Attachment A. 


6.18. Pool means the reimbursement pool managed by SCION for a Benefit Contract as determined by 
SCION.  A pool will consist of deposits into the Pool in an amount determined by multiplying the 
Pool Allotment Percentage by the amount that SCION receives from the Payer in connection with 
such Benefit Contract, after first deducting a contract management fee equal to $0.45 per covered 
member per month. SCION will retain as compensation for any and all SCION's services, and 
PROVIDER shall have no right to or claim against and waives any rights or claims to, the remainder 
of such amounts received from the Payer over the Pool amounts.   


6.19. Pool Allotment Percentage for any Pool means the percentage of the aggregate payments that SCION 
receives from a Payer in connection with a Benefit Contract, after first deducting the contract 
management fee, and that will be deposited in the Pool for such Benefit Contract as determined, 
from time to time, by negotiation between SCION and such Payer, or SCION.  PROVIDER 
acknowledges and agrees that SCION and such Payer, or SCION, may change the Pool Allotment 
Percentage from time to time effective upon notice to PROVIDER. SCION shall notify PROVIDER of 
the Pool Allotment Percentage for each Benefit Contract upon determination of such Pool 
Allotment Percentage. The initial Pool Allotment Percentage shall be 95%. 


6.20.  The Pool Cash Balance for any Pool at any time means  
a) actual cash in the Pool at such time minus  


b) the aggregate cost through such time of any performance bond or letter of credit required to 
secure SCION's performance under its contracts. 


6.21. Service Month for any Covered Service means the month in which such Covered Service was 
performed. 


6.22. Total Compensation Amount for any Covered Service rendered to a Beneficiary under a Benefit 
Contract creating a Pool means (i) the Adjusted Service Value for such Covered Service multiplied 
by (ii) such Pool's Monthly Percentage for the Service Month for such Covered Service. 


 
 







Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12 Aug-12 YTD
1,582 1,526 1,709 1,691 1,916 1,507 1,583 12,901


994 980 1,203 1,117 1,187 1,041 1,111 8,565
62.83% 64.22% 70.39% 66.06% 61.95% 69.08% 70.18% 66.49%


0 0 0 0 0 0 0 0
0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%


588 546 506 574 729 466 472 4,336
37.17% 35.78% 29.61% 33.94% 38.05% 30.92% 29.82% 33.51%


42 15 29 64 62 56 35 312
7.14% 2.75% 5.73% 11.15% 8.50% 12.02% 7.42% 7.09%
12.92 13.54 12.16 12.81 12.94 12.46 11.87 12.66


590 487 695 572 776 580 691 4,941
977 1,006 1,349 1,143 1,218 1,042 1,054 8,736


1,509 1,426 1,670 1,574 1,748 1,399 1,352 12,045
1,533 1,508 1,676 1,574 1,826 1,437 1,352 12,276
1,533 1,508 1,676 1,574 1,827 1,437 1,352 12,277


0 0 0 0 0 0 0 0
38.31% 32.23% 41.37% 35.16% 41.86% 39.97% 44.64% 39.18%
63.44% 66.58% 80.30% 70.25% 65.70% 71.81% 68.09% 69.36%
97.99% 94.37% 99.40% 96.74% 94.28% 96.42% 87.34% 95.72%
99.55% 99.80% 99.76% 96.74% 98.49% 99.04% 87.34% 97.52%
99.55% 99.80% 99.76% 96.74% 98.54% 99.04% 87.34% 97.52%


0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%     % Over 45 Days 0.00%


     % 1-15 Days 68.72%
     % 1-20 Days 99.20%
     % 1-30 Days 99.42%


     % 1-10 Days 39.91%


     % 1-45 Days 99.42%


     # 1-45 Days 1,370
     # Over 45 Days 0


     # 1-20 Days 1,367
     # 1-30 Days 1,370


     # 1-10 Days 550
     # 1-15 Days 947


     Paper claim rejected % of total paper 1.98%
Claim Turnaround Time 12.59


     Paper claims Count % 32.80%
     Paper claim rejected count 9


     Electronic claim rejected % of total electronic 0.00%
Paper claims Count 455


     Electronic claims % 67.20%
     Electronic claim rejected count 0


Total Claims Received 1,387
 Electronic claims count 932


Received Jul-12


 Claims 


Received From: January 2012 To August 2012


Turnaround Data as of: 9/10/2012


 Report Name: DBP_MONTHLY_REPORT_RECEIVED_CLAIMS_DT2741_XX_yyyymm  Executed: 9/10/2012 1:01:57 PM 
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Member ID Claim Number Item 
No


Date of Service Received Date Denial Date Denial 
Code


Denial Description Billed Amount Place of Service


2 8/29/2012 9/5/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
3 8/29/2012 9/5/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
4 8/29/2012 9/5/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
5 8/29/2012 9/5/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
6 8/29/2012 9/5/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
7 8/29/2012 9/5/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
8 8/29/2012 9/5/2012 9/21/2012 1070 Service replaced due to quantity recoding Office


11 8/29/2012 9/5/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
2 6/15/2012 8/24/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
3 6/15/2012 8/24/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
4 6/15/2012 8/24/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
6 6/15/2012 8/24/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office


14 8/31/2012 9/5/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
16 8/31/2012 9/5/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
18 8/31/2012 9/5/2012 9/21/2012 1070 Service replaced due to quantity recoding Office


1 8/28/2012 8/30/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 8/14/2012 8/20/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
2 8/14/2012 8/20/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
3 8/14/2012 8/20/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
5 8/14/2012 8/20/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
6 8/14/2012 8/20/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
7 8/14/2012 8/20/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
1 5/22/2012 8/13/2012 9/7/2012 3106 Dentures require prior extraction or proof of missing teeth Office
1 8/23/2012 8/27/2012 9/7/2012 1043 This is a duplicate of a previously processed claim Office
2 8/23/2012 8/27/2012 9/7/2012 1043 This is a duplicate of a previously processed claim Office
3 8/7/2012 8/13/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
5 8/17/2012 8/20/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 7/19/2012 8/9/2012 9/7/2012 1043 This is a duplicate of a previously processed claim Office
2 7/19/2012 8/9/2012 9/7/2012 1043 This is a duplicate of a previously processed claim Office


12 8/13/2012 8/16/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
17 8/13/2012 8/16/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office


1 8/13/2012 8/16/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
2 8/13/2012 8/17/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
3 8/13/2012 8/17/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
1 8/22/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
9 8/22/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
1 8/20/2012 8/23/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 4/20/2012 8/17/2012 9/7/2012 1095 Service Authorization Required Office
2 4/20/2012 8/17/2012 9/7/2012 1095 Service Authorization Required Office
5 4/20/2012 8/17/2012 9/7/2012 1095 Service Authorization Required Office
6 4/20/2012 8/17/2012 9/7/2012 1051 Service denied - exceeds maximum allowed per period for procedure 


grouping
Office


7 4/20/2012 8/17/2012 9/7/2012 1046 Office
8 4/20/2012 8/17/2012 9/7/2012 1095 Service Authorization Required Office
9 4/20/2012 8/17/2012 9/7/2012 1095 Service Authorization Required Office


10 4/20/2012 8/17/2012 9/7/2012 1095 Service Authorization Required Office
2 8/20/2012 8/21/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 8/16/2012 8/20/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 8/28/2012 8/30/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
4 8/28/2012 8/30/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
1 8/13/2012 8/16/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
5 8/13/2012 8/16/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
6 8/13/2012 8/16/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
7 8/13/2012 8/16/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
8 8/13/2012 8/16/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
2 8/30/2012 9/4/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
3 8/30/2012 9/4/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
2 8/15/2012 8/27/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
3 8/15/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
4 8/15/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
5 8/15/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
6 8/15/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
7 8/15/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
8 8/15/2012 8/27/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office


11 8/15/2012 8/27/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
12 8/15/2012 8/27/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office


1 8/23/2012 8/29/2012 9/7/2012 1052 This is a duplicate of a claim currently in process Office
2 8/23/2012 8/29/2012 9/7/2012 1052 This is a duplicate of a claim currently in process Office
3 8/13/2012 8/20/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 5/29/2012 8/27/2012 9/21/2012 1043 This is a duplicate of a previously processed claim Office
2 5/29/2012 8/27/2012 9/21/2012 1043 This is a duplicate of a previously processed claim Office
3 5/29/2012 8/27/2012 9/21/2012 1043 This is a duplicate of a previously processed claim Office
4 8/8/2012 8/13/2012 9/7/2012 3015 Service Denied:  Not covered over restorations Office
1 8/29/2012 9/4/2012 9/21/2012 1070 Service replaced due to quantity recoding Office


10 8/29/2012 9/4/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
2 8/2/2012 8/9/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
3 8/2/2012 8/9/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
2 8/24/2012 8/28/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
3 8/24/2012 8/28/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
4 8/24/2012 8/28/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
5 8/24/2012 8/28/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
6 8/24/2012 8/28/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
7 8/24/2012 8/28/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
8 8/24/2012 8/28/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office


11 8/24/2012 8/28/2012 9/7/2012 1075 Service replaced due to x-ray recoding Office
6 8/17/2012 8/20/2012 9/7/2012 1042 This is a duplicate of a claim currently in process. Office
2 8/16/2012 8/18/2012 9/7/2012 1032 This service is not valid for the tooth number submitted Office
3 8/16/2012 8/18/2012 9/7/2012 1032 This service is not valid for the tooth number submitted Office
1 8/11/2012 8/20/2012 9/7/2012 1070 Service replaced due to quantity recoding Office


11 8/11/2012 8/20/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
12 8/11/2012 8/20/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office


1 8/24/2012 8/27/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
1 8/24/2012 8/27/2012 9/7/2012 5001 Provider is not contracted for this product Office
2 8/24/2012 8/27/2012 9/7/2012 1067 Provider contract is not effective on date of service Office


Monthly Claims Denial Report
SCION DENTAL FOR _____________


09/01/2012 - 09/30/2012







Member ID Claim Number Item 
No


Date of Service Received Date Denial Date Denial 
Code


Denial Description Billed Amount Place of Service


Monthly Claims Denial Report
SCION DENTAL FOR _____________


09/01/2012 - 09/30/2012


2 8/24/2012 8/27/2012 9/7/2012 5001 Provider is not contracted for this product Office
3 8/24/2012 8/27/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
3 8/24/2012 8/27/2012 9/7/2012 5001 Provider is not contracted for this product Office
4 8/24/2012 8/27/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
4 8/24/2012 8/27/2012 9/7/2012 5001 Provider is not contracted for this product Office
4 9/6/2012 9/7/2012 9/21/2012 1040 Service denied - exceeds maximum allowed per period Office
1 8/20/2012 8/22/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
2 8/20/2012 8/22/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
3 8/20/2012 8/22/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
6 8/20/2012 8/22/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
7 8/20/2012 8/22/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
8 8/20/2012 8/22/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 8/27/2012 8/30/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
3 8/27/2012 8/30/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
4 8/27/2012 8/30/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
1 9/6/2012 9/10/2012 9/21/2012 1040 Service denied - exceeds maximum allowed per period Office
2 9/6/2012 9/10/2012 9/21/2012 1040 Service denied - exceeds maximum allowed per period Office
1 9/1/2012 9/4/2012 9/21/2012 1040 Service denied - exceeds maximum allowed per period Office
3 8/7/2012 8/10/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
4 8/7/2012 8/10/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
5 8/7/2012 8/10/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
7 9/10/2012 9/11/2012 9/21/2012 1051 Service denied - exceeds maximum allowed per period for procedure 


grouping
Office


8 9/10/2012 9/11/2012 9/21/2012 1051 Service denied - exceeds maximum allowed per period for procedure 
grouping


Office


1 8/17/2012 8/24/2012 9/7/2012 1032 This service is not valid for the tooth number submitted Office
2 8/23/2012 8/28/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
3 8/23/2012 8/28/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
4 8/17/2012 8/20/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 8/27/2012 8/31/2012 9/21/2012 1067 Provider contract is not effective on date of service Office
1 8/27/2012 8/31/2012 9/21/2012 5001 Provider is not contracted for this product Office
2 8/27/2012 8/31/2012 9/21/2012 1067 Provider contract is not effective on date of service Office
2 8/27/2012 8/31/2012 9/21/2012 5001 Provider is not contracted for this product Office
3 8/27/2012 8/31/2012 9/21/2012 1067 Provider contract is not effective on date of service Office
3 8/27/2012 8/31/2012 9/21/2012 5001 Provider is not contracted for this product Office
4 8/27/2012 8/31/2012 9/21/2012 1067 Provider contract is not effective on date of service Office
4 8/27/2012 8/31/2012 9/21/2012 5001 Provider is not contracted for this product Office
5 8/27/2012 8/31/2012 9/21/2012 1067 Provider contract is not effective on date of service Office
5 8/27/2012 8/31/2012 9/21/2012 5001 Provider is not contracted for this product Office
6 8/27/2012 8/31/2012 9/21/2012 1067 Provider contract is not effective on date of service Office
6 8/27/2012 8/31/2012 9/21/2012 5001 Provider is not contracted for this product Office
1 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
2 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
3 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
4 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
5 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
6 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
7 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
8 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
9 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office


10 8/21/2012 8/28/2012 9/21/2012 1052 This is a duplicate of a claim currently in process Office
3 9/4/2012 9/11/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
4 9/4/2012 9/11/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
5 9/4/2012 9/11/2012 9/21/2012 1070 Service replaced due to quantity recoding Office
6 9/4/2012 9/11/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
8 9/4/2012 9/11/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
9 9/4/2012 9/11/2012 9/21/2012 1075 Service replaced due to x-ray recoding Office
3 8/8/2012 8/13/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
4 8/22/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
5 8/22/2012 8/27/2012 9/7/2012 1070 Service replaced due to quantity recoding Office
8 8/22/2012 8/27/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 8/8/2012 8/16/2012 9/7/2012 1040 Service denied - exceeds maximum allowed per period Office
1 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
1 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office
2 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
2 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office
3 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
3 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office
4 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
4 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office
5 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
5 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office
6 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
6 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office
7 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
7 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office
8 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
8 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office
9 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
9 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office


10 8/13/2012 8/15/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
10 8/13/2012 8/15/2012 9/7/2012 5001 Provider is not contracted for this product Office


1 8/13/2012 8/20/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
1 8/13/2012 8/20/2012 9/7/2012 5001 Provider is not contracted for this product Office
2 8/13/2012 8/20/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
2 8/13/2012 8/20/2012 9/7/2012 5001 Provider is not contracted for this product Office
3 8/13/2012 8/20/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
3 8/13/2012 8/20/2012 9/7/2012 5001 Provider is not contracted for this product Office
4 8/13/2012 8/20/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
4 8/13/2012 8/20/2012 9/7/2012 5001 Provider is not contracted for this product Office
6 8/13/2012 8/20/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
6 8/13/2012 8/20/2012 9/7/2012 5001 Provider is not contracted for this product Office
7 8/13/2012 8/20/2012 9/7/2012 1067 Provider contract is not effective on date of service Office
7 8/13/2012 8/20/2012 9/7/2012 5001 Provider is not contracted for this product Office
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Organization Chart – Scion Dental 2012
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ID Task Name % Complete Resource Names Start Finish


1 Scion Implementation 0% Fri 10/26/12 Wed 8/7/13
2 Legal / Compliance Requirements 0% Tue 1/1/13 Mon 7/1/13
3 Contract signed 0% Legal Tue 1/1/13 Mon 7/1/13
4 IPA license 0% Compliance Tue 1/1/13 Mon 1/7/13
5 UR license 0% Compliance Tue 1/1/13 Mon 1/7/13
6 Provider Networking 0% Tue 1/15/13 Tue 2/12/13
7 Load Provider Data to NPM, recruitment portal 0% Provider Services Tue 1/15/13 Tue 1/15/13
8 Mail / email / phone campain 1 0% Provider Services Wed 1/16/13 Tue 1/22/13
9 Mail / email / phone campain 2 0% Provider Services Wed 1/23/13 Tue 1/29/13
10 Mail / email / phone campain 3 0% Provider Services Wed 1/30/13 Tue 2/5/13
11 Onsite town hall / office meetings 0% Provider Services Wed 2/6/13 Tue 2/12/13
12 Receive copy of health plan ID card 0% Client Tue 1/15/13 Tue 1/15/13
13 Develop Office Reference Manual 0% Provider Services Tue 1/22/13 Thu 1/24/13
14 Provider Credentialing 0% Wed 1/23/13 Tue 3/5/13
15 Credential recruited providers 0% Provider Services Wed 1/23/13 Tue 2/19/13
16 Followup on Required Credentialing Documentation 0% Provider Services Wed 2/20/13 Tue 3/5/13
17 Enterprise System Configuration 0% Fri 10/26/12 Fri 2/15/13
18 Market Definition Module 0% Tue 1/22/13 Tue 2/5/13
19 Insurer 0% Implementation Tue 1/22/13 Tue 1/22/13
20 Insurer branding - receive logo 0% Client Wed 1/23/13 Wed 1/23/13
21 Processors 0% Thu 1/24/13 Thu 1/24/13
22 General Contact 0% Implementation Thu 1/24/13 Thu 1/24/13
23 Member Services 0% Implementation Thu 1/24/13 Thu 1/24/13
24 Provider Services 0% Implementation Thu 1/24/13 Thu 1/24/13
25 Client Services 0% Implementation Thu 1/24/13 Thu 1/24/13
26 Bank 0% Implementation Fri 1/25/13 Fri 1/25/13
27 Checking Account 0% Implementation Mon 1/28/13 Mon 1/28/13
28 Compensation Account 0% Implementation Tue 1/29/13 Tue 1/29/13
29 Assign Risk Allocation 0% Implementation Wed 1/30/13 Wed 1/30/13
30 Checking Account Rules 0% Implementation Thu 1/31/13 Thu 1/31/13
31 Tax Entity for Processor Tax ID 0% Implementation Fri 2/1/13 Fri 2/1/13
32 Regions 0% Implementation Mon 2/4/13 Mon 2/4/13
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Project: Scion Dental Project Plan
Date: Fri 10/26/12







ID Task Name % Complete Resource Names Start Finish


33 Product Categories (if applicable, need if CAM rules would be different for client) 0% Implementation Tue 2/5/13 Tue 2/5/13
34 Security Module 0% Tue 1/22/13 Wed 1/23/13
35 Receive any new Client user / group account information 0% Client Tue 1/22/13 Tue 1/22/13
36 Load new Client user accounts 0% ScionTech Wed 1/23/13 Wed 1/23/13
37 Assign insurer to applicable user groups 0% ScionTech Wed 1/23/13 Wed 1/23/13
38 Provider Contracting Module 0% Fri 1/25/13 Mon 1/28/13
39 Setup new provider network 0% Implementation Fri 1/25/13 Fri 1/25/13
40 Setup Network default values 0% Implementation Mon 1/28/13 Mon 1/28/13
41 Provider Reimbursement Module 0% Tue 1/29/13 Thu 2/7/13
42 Fee Schedules 0% Tue 1/29/13 Wed 2/6/13
43 Receive Fee Schedule Data File 0% Provider Services Tue 1/29/13 Tue 1/29/13
44 Load Fee Schedule Data File 0% Implementation Wed 1/30/13 Tue 2/5/13
45 Export Fee Schedule Data for audit / approval 0% Test Wed 2/6/13 Wed 2/6/13
46 Reimbursement Schedules 0% Thu 2/7/13 Thu 2/7/13
47 Create Reimbursement Schedules based on Fee Schedules 0% Implementation Thu 2/7/13 Thu 2/7/13
48 U&C Reimbursement Schedule 0% Implementation Thu 2/7/13 Thu 2/7/13
49 Universal Codes Module 0% Fri 2/8/13 Fri 2/8/13
50 Setup Codesets for benefit plans 0% Fri 2/8/13 Fri 2/8/13
51 Waiting periods (if applicable) 0% Implementation Fri 2/8/13 Fri 2/8/13
52 New Codesets for Service Limitations 0% Implementation Fri 2/8/13 Fri 2/8/13
53 Benefit maximum limitations 0% Implementation Fri 2/8/13 Fri 2/8/13
54 Product Definition Module 0% Fri 10/26/12 Fri 2/15/13
55 Assign U&C Reimbursement Schedule 0% Implementation Mon 2/11/13 Fri 2/15/13
56 Set claims timely filing days 0% Implementation Fri 2/8/13 Thu 2/14/13
57 Set amalgam/resin duplicate days 0% Implementation Fri 2/8/13 Thu 2/14/13
58 Set EOB creation rules 0% Implementation Fri 2/8/13 Thu 2/14/13
59 Set duplicate service definition 0% Implementation Fri 2/8/13 Thu 2/14/13
60 Setup waiting periods (if applicable) 0% Implementation Fri 2/8/13 Thu 2/14/13
61 Setup service limitations by code 0% Implementation Fri 2/8/13 Thu 2/14/13
62 Setup service limitations by code set 0% Implementation Fri 2/8/13 Thu 2/14/13
63 Assign product specific guidelines (if applicable) 0% UM Fri 2/8/13 Thu 2/14/13
64 Assign Network to Benefit Levels 0% Implementation Fri 2/8/13 Thu 2/14/13
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Project: Scion Dental Project Plan
Date: Fri 10/26/12







ID Task Name % Complete Resource Names Start Finish


65 Identify benefit level formulas (i.e. COB handling) 0% Implementation Fri 2/8/13 Thu 2/14/13
66 Setup coverage exclusions by benefit level 0% Implementation Fri 2/8/13 Thu 2/14/13
67 Copy INN coverage to OON benefit level (default), absent specific OON coverage 0% Fri 10/26/12 Fri 10/26/12
68 Setup coverage rules (if applicable) by benefit level 0% Implementation Fri 2/8/13 Thu 2/14/13
69 Setup member responsibility (copay,coinsurance/deduct) (n/a) 0% Implementation Fri 2/8/13 Thu 2/14/13
70 Export benefit plan setup for audit / approval 0% Test Fri 2/8/13 Thu 2/14/13
71 Authorization Guideline Module 0% Fri 2/15/13 Fri 2/15/13
72 Setup benefit plan specific guidelines (if applicable) 0% UM Fri 2/15/13 Fri 2/15/13
73 Authorization Requirements Module 0% Tue 1/15/13 Mon 1/28/13
74 Receive codes to be authorized 0% Client Tue 1/15/13 Tue 1/15/13
75 Receive Documentation Requirements 0% Client Wed 1/16/13 Wed 1/16/13
76 Setup services that require an authorization with associated guideline, exclusion rules (if applicable) and documentation requirements0% UM Thu 1/17/13 Wed 1/23/13
77 Identify and set turnaround requirements for prior auths and retro auths 0% UM Thu 1/24/13 Fri 1/25/13
78 Export authorization schedule for audit / approval 0% Test Mon 1/28/13 Mon 1/28/13
79 Authorization Determination Module 0% Tue 1/15/13 Mon 2/4/13
80 Identify if new determination reason groups are needed as a result of the required member auth denial template0% UM Tue 1/15/13 Tue 1/15/13
81 Signoff of Determination Reason codes (system / letter) 0% Client Wed 1/16/13 Wed 1/16/13
82 Identify and setup new determination reason codes and applicable letter language as needed 0% UM Thu 1/17/13 Thu 1/17/13
83 Associate applicable determination reason codes to benefit plans 0% UM Fri 1/18/13 Fri 1/18/13
84 Configure custom edit for expiration date (if not 180 days) 0% Implementation Mon 1/21/13 Wed 1/23/13
85 Receive Auth Letter Template 0% Client Thu 1/24/13 Thu 1/24/13
86 Setup provider auth letter template (if applicable) 0% Implementation Fri 1/25/13 Thu 1/31/13
87 Produce auth letters from system for approval 0% Test Fri 2/1/13 Fri 2/1/13
88 Receive client signoff, deploy letter to production 0% Implementation Mon 2/4/13 Mon 2/4/13
89 Premium Billing Module 0% Tue 1/8/13 Mon 1/14/13
90 Setup client 0% Implementation Tue 1/8/13 Tue 1/8/13
91 Setup premium group (if needed) 0% Implementation Wed 1/9/13 Wed 1/9/13
92 Associate benefit plans to applicable premium groups 0% Implementation Thu 1/10/13 Thu 1/10/13
93 Create Premium Types for products 0% Implementation Fri 1/11/13 Fri 1/11/13
94 Setup WMS group permissions (N/A) 0% Implementation Mon 1/14/13 Mon 1/14/13
95 Claims Adjudication Module 0% Tue 1/8/13 Fri 2/1/13
96 Configure edits for new product category (N/A) 0% Tue 1/15/13 Wed 1/23/13
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Project: Scion Dental Project Plan
Date: Fri 10/26/12







ID Task Name % Complete Resource Names Start Finish


97 Amalgam/Resin Recoding 0% Implementation Tue 1/15/13 Tue 1/15/13
98 Appropriate Care 0% Implementation Wed 1/16/13 Wed 1/16/13
99 Code Switches 0% Implementation Thu 1/17/13 Thu 1/17/13


100 Downcoding 0% Implementation Fri 1/18/13 Fri 1/18/13
101 Quantity Recoding 0% Implementation Mon 1/21/13 Mon 1/21/13
102 Xray Recoding 0% Implementation Tue 1/22/13 Tue 1/22/13
103 Setup prerequisite care rules in user table 0% Implementation Wed 1/23/13 Wed 1/23/13
104 Receive remit logo / grievance language / check signature 0% Client Tue 1/8/13 Tue 1/8/13
105 Review and modify/add as needed claims processing group setup 0% Implementation Wed 1/9/13 Wed 1/9/13
106 Review and modify/add as needed custom provider remittance format setup 0% Implementation Thu 1/10/13 Thu 1/10/13
107 Review and modify/add as needed custom check format setup (if applicable) 0% Implementation Fri 1/11/13 Fri 1/11/13
108 Receive custom member letter (EOB) template 0% Client Mon 1/14/13 Mon 1/14/13
109 Review and modify/add as needed custom member EOB/EOP format setup 0% Implementation Tue 1/15/13 Mon 1/21/13
110 Produce provider remit/check, member letter for approval 0% Test Tue 1/22/13 Thu 1/24/13
111 Identify and setup client specific edit exclusions (if applicable) 0% Implementation Fri 1/25/13 Fri 1/25/13
112 Setup Code Type Rules for Encounter Payments 0% Implementation Mon 1/28/13 Fri 2/1/13
113 Web Portal Configuration 0% Tue 2/5/13 Fri 6/14/13
114 PWP theme 0% Implementation Tue 2/5/13 Mon 2/11/13
115 MWP setup 0% Implementation Tue 2/12/13 Mon 2/18/13
116 Load Provider data to public Find A Dentist website 0% Implementation Mon 6/10/13 Fri 6/14/13
117 Phone System Configuration 0% Tue 2/5/13 Thu 2/14/13
118 Setup toll free number for member services transfer 0% Telecom Tue 2/5/13 Mon 2/11/13
119 Setup toll free number for provider services 0% Telecom Tue 2/5/13 Mon 2/11/13
120 Create / Validate Call Scripts 0% Customer Care Tue 2/5/13 Mon 2/11/13
121 Record / Deploy Call Scripts 0% Telecom Tue 2/12/13 Thu 2/14/13
122 Configure phone system (statistical reporting, call queing, agent skills) 0% Telecom Tue 2/5/13 Mon 2/11/13
123 Test Phone routing 0% Test Tue 2/12/13 Tue 2/12/13
124 IVR System Configuration 0% Tue 2/5/13 Fri 2/15/13
125 Record new IVR messages 0% Telecom Tue 2/5/13 Mon 2/11/13
126 Validate provider call tree 0% Customer Care Tue 2/12/13 Wed 2/13/13
127 Validate member call tree 0% Customer Care Thu 2/14/13 Fri 2/15/13
128 Secure FTP Configuration 0% Tue 1/29/13 Mon 2/18/13
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Project: Scion Dental Project Plan
Date: Fri 10/26/12







ID Task Name % Complete Resource Names Start Finish


129 Configure folders for all applicable file transfers 0% Network Admin Tue 1/29/13 Mon 2/4/13
130 Configure SFTP sync process 0% Network Admin Tue 2/5/13 Mon 2/11/13
131 Validate SFTP file transfers 0% Network Admin Tue 2/12/13 Mon 2/18/13
132 Provider Inbound Data File 0% Tue 1/22/13 Mon 2/4/13
133 Receive Test Provider File 0% Client Tue 1/22/13 Tue 1/22/13
134 Load Test Provider File to UA 0% ScionTech Wed 1/23/13 Tue 1/29/13
135 Extract Provider Data for Audit / approval 0% Test Wed 1/30/13 Fri 2/1/13
136 Add config entries (UserDb)for new Netwks for Provider Reconciliation Report 0% Implementation Mon 2/4/13 Mon 2/4/13
137 Add config entries (UserDb) for new Netwks for 'Daily_Provider_Changes_DT2725' Report 0% Implementation Mon 2/4/13 Mon 2/4/13
138 Eligibility Inbound Data File 0% Tue 1/22/13 Mon 2/11/13
139 Identify frequency and file layout 0% ScionTech Tue 1/22/13 Tue 1/22/13
140 Obtain test file 0% Client Wed 1/23/13 Thu 1/24/13
141 Setup EMS 0% ScionTech Fri 1/25/13 Tue 1/29/13
142 Setup custom pre- or post-load SQL stored procedures/processes 0% ScionTech Wed 1/30/13 Fri 2/1/13
143 Test eligibility load process 0% Test Mon 2/4/13 Wed 2/6/13
144 Validate eligibility load in EM - show members 0% Test Thu 2/7/13 Thu 2/7/13
145 Extract eligibility / product counts for Client 0% Test Fri 2/8/13 Fri 2/8/13
146 Extract COB/TPL/other insurance data for verification by Customer Care 0% ScionTech Mon 2/11/13 Mon 2/11/13
147 Claim History Inbound Data File 0% Tue 1/15/13 Tue 2/26/13
148 Receive Claim History File 0% Client Tue 1/15/13 Tue 1/15/13
149 Program Claim History Conversion 0% ScionTech Wed 1/16/13 Tue 2/12/13
150 Map / Load Claim History File to UA 0% ScionTech Wed 2/13/13 Tue 2/19/13
151 Extract Claim History Data for approval 0% Test Wed 2/20/13 Thu 2/21/13
152 Approval of claim history file extract 0% Client Fri 2/22/13 Tue 2/26/13
153 Authorization History Inbound Data File 0% Tue 1/15/13 Thu 2/28/13
154 Receive Auth History File 0% Client Tue 1/15/13 Tue 1/15/13
155 Map / Load Auth History File to UA 0% ScionTech Thu 2/7/13 Wed 2/20/13
156 Validate Auth Load by showing in ADM 0% Test Thu 2/21/13 Thu 2/21/13
157 Validate Auth Load by having claim match in CAM 0% Test Fri 2/22/13 Fri 2/22/13
158 Extract Auth History statistics for approval 0% Test Mon 2/25/13 Mon 2/25/13
159 Approval of Auth History file extract 0% Client Tue 2/26/13 Thu 2/28/13
160 Encounter Outbound Data File 0% Tue 1/29/13 Mon 3/11/13
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Project: Scion Dental Project Plan
Date: Fri 10/26/12







ID Task Name % Complete Resource Names Start Finish


161 Receive companion guide / sample 0% Client Tue 1/29/13 Tue 1/29/13
162 Identify frequency and file layout 0% ScionTech Tue 1/29/13 Mon 2/4/13
163 Determine requirements/process for encounter rejection handling (if applicable) 0% ScionTech Tue 2/5/13 Tue 2/5/13
164 Setup/program encounter file 0% ScionTech Wed 2/6/13 Tue 3/5/13
165 Send test file 0% Test Wed 3/6/13 Thu 3/7/13
166 Approval of test Encounter file 0% Client Fri 3/8/13 Mon 3/11/13
167 Custom Outbound Data Extract Files / Reports 0% Tue 1/22/13 Fri 3/8/13
168 Identify frequency and report / file formats 0% Implementation Tue 1/22/13 Mon 1/28/13
169 Receive layouts / sample reports 0% Client Tue 1/29/13 Thu 1/31/13
170 Setup / program and test report / file as needed 0% ScionTech Fri 2/1/13 Thu 3/7/13
171 Deploy all custom extracts / reports 0% ScionTech Fri 3/8/13 Fri 3/8/13
172 Customer Care Operations 0% Tue 1/29/13 Tue 2/12/13
173 Determine / Publish call center SLAs 0% Customer Care Tue 1/29/13 Tue 1/29/13
174 Determine warm transfer policies 0% Customer Care Wed 1/30/13 Wed 1/30/13
175 Compile Training Manual for call reps 0% Customer Care Wed 1/30/13 Tue 2/5/13
176 Conduct Training for call reps 0% Customer Care Wed 2/6/13 Tue 2/12/13
177 Office Services Operations 0% Tue 1/15/13 Thu 1/31/13
178 Secure new P.O. Box and modify sorting workflow (if applicable) 0% Tue 1/15/13 Mon 1/21/13
179 Claims 0% Office Services Tue 1/15/13 Mon 1/21/13
180 Prior authorizations 0% Office Services Tue 1/15/13 Mon 1/21/13
181 Appeals/complaints/grievances 0% Office Services Tue 1/15/13 Mon 1/21/13
182 Configure OR auth fax number 0% Office Services Tue 1/22/13 Thu 1/24/13
183 Setup scanning queue/workflow (if applicable) for insurer 0% Office Services Fri 1/18/13 Thu 1/24/13
184 Configure MNF / incomplete letter templates for inventoried claims 0% Office Services Fri 1/25/13 Thu 1/31/13
185 Claims Processing Operations 0% Tue 1/15/13 Thu 2/7/13
186 Determine and communicate SLAs and claims turnaround times 0% Reimbursement Tue 1/15/13 Mon 1/21/13
187 Determine frequency / timing of check runs 0% Reimbursement Tue 1/22/13 Wed 1/23/13
188 Create Date of Cutover Custom Edit 0% ScionTech Thu 1/24/13 Wed 1/30/13
189 Configure state-specific interest rules 0% ScionTech Thu 1/31/13 Wed 2/6/13
190 Client specific custom edits (if applicable) 0% Tue 1/15/13 Thu 2/7/13
191 Define requirements / Create Incident 0% Implementation Tue 1/15/13 Mon 1/21/13
192 Program 0% Implementation Tue 1/22/13 Mon 2/4/13
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Project: Scion Dental Project Plan
Date: Fri 10/26/12







ID Task Name % Complete Resource Names Start Finish


193 Test 0% Test Tue 2/5/13 Wed 2/6/13
194 Deploy to production 0% Implementation Thu 2/7/13 Thu 2/7/13
195 Authorizations Processing Operations 0% Tue 1/15/13 Tue 2/5/13
196 Determine and communicate state mandated auth turnaround times 0% UM Tue 1/15/13 Mon 1/21/13
197 Determine Auth Determination notification method (fax, call, mail) 0% Implementation Tue 1/22/13 Tue 1/22/13
198 Configure any Robo-calling for verbal notice 0% Implementation Wed 1/23/13 Tue 2/5/13
199 Determine level 3 reviewer for non-ortho 0% UM Tue 1/22/13 Tue 1/22/13
200 Determine level 3 reviewer for ortho 0% UM Wed 1/23/13 Wed 1/23/13
201 Train new level 3 reviewers 0% UM Thu 1/24/13 Mon 1/28/13
202 Determine continuity of care (if applicable) for members in middle of treatment 0% UM Tue 1/22/13 Tue 1/22/13
203 Coordinate hospitalization authorization process with client 0% UM Wed 1/23/13 Tue 1/29/13
204 Identify 24 hour on-call coverage requirements. 0% UM Wed 1/30/13 Wed 1/30/13
205 Appeals / Complaints / Grievances Handling Operations 0% Tue 1/15/13 Mon 2/11/13
206 Determine and communicate SLAs and turnaround times 0% Customer Care Tue 1/15/13 Mon 1/21/13
207 Determine workflow for categories of appeal/complaint/grievance 0% Implementation Tue 1/22/13 Mon 1/28/13
208 Receive any mandated communication templates 0% Client Tue 1/15/13 Mon 1/28/13
209 Develop / Validate / Deploy communication templates 0% ScionTech Tue 1/29/13 Mon 2/11/13
210 Finance Operations 0% Tue 1/22/13 Mon 2/18/13
211 Determine details of check run funding 0% Implementation Tue 1/22/13 Wed 1/23/13
212 Setup new checking account (if applicable) 0% Thu 1/24/13 Thu 2/14/13
213 Obtain check stock 0% Finance Thu 1/24/13 Thu 1/24/13
214 Develop extracts for positive pay file 0% ScionTech Fri 1/25/13 Thu 1/31/13
215 Obtain cleared check file from bank 0% ScionTech Fri 2/1/13 Thu 2/7/13
216 Obtain and setup EFT information with bank 0% Implementation Fri 1/25/13 Thu 2/7/13
217 Test EFT payments to providers 0% Test Fri 2/8/13 Thu 2/14/13
218 Receive specs for finance reports 0% Implementation Tue 2/5/13 Mon 2/11/13
219 Develop and test any new finance reports 0% Test Tue 2/12/13 Mon 2/18/13
220 User testing 0% Fri 10/26/12 Thu 11/22/12
221 Identify client specific use case scenarios 0% Client Wed 5/22/13 Tue 5/28/13
222 Create test plan 0% Test Wed 5/29/13 Tue 6/4/13
223 Test and troubleshoot as necessary 0% Test Wed 6/5/13 Tue 6/18/13
224 Test interest rates 0% Test Wed 6/5/13 Fri 6/7/13
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ID Task Name % Complete Resource Names Start Finish


225 Go-Live Tasks 0% Mon 6/17/13 Mon 7/1/13
226 Receive Final Provider File 0% ScionTech Mon 6/17/13 Mon 6/17/13
227 Load Final Provider File to Production 0% ScionTech Tue 6/18/13 Wed 6/19/13
228 Audit Production Provider Data 0% Implementation Thu 6/20/13 Thu 6/20/13
229 Load Final Eligibility 0% ScionTech Wed 6/26/13 Wed 6/26/13
230 Validate Final Eligibility 0% ScionTech Wed 6/26/13 Wed 6/26/13
231 Load Final Claim Service Limit History 0% ScionTech Thu 6/27/13 Thu 6/27/13
232 Validate Final Claim Service Limit History 0% ScionTech Fri 6/28/13 Fri 6/28/13
233 Load Final Auth History 0% ScionTech Thu 6/27/13 Thu 6/27/13
234 Validate Final Auth History 0% ScionTech Fri 6/28/13 Fri 6/28/13
235 GO LIVE 0% Implementation Mon 7/1/13 Mon 7/1/13
236 Post Go-Live Tasks 0% Tue 7/2/13 Mon 7/15/13
237 Provide operational updates 0% Tue 7/2/13 Mon 7/15/13
238 claims received / processed 0% Reimbursement Tue 7/2/13 Mon 7/15/13
239 auths received / processed 0% UM Tue 7/2/13 Mon 7/15/13
240 call center 0% Customer Care Tue 7/2/13 Mon 7/15/13
241 Check run review 0% Reimbursement Tue 7/2/13 Mon 7/15/13
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Duration Predecessors


40.8 wks
26 wks


130 days
1 wk 3SS
1 wk 4SS


4.2 wks
1 day 3SS+2 wks
1 wk 7
1 wk 8
1 wk 9
1 wk 10


1 day 7SS
3 days 7SS+1 wk
6 wks
4 wks 8
2 wks 15


16.2 wks?
2.2 wks


1 day 3SS+3 wks
1 day 19


0.2 wks
0.25 days 20
0.25 days 22
0.25 days 23
0.25 days 24


1 day 21
1 day 26
1 day 27
1 day 28
1 day 29
1 day 30
1 day 31


1/1
Compliance
Compliance


Provider Services
Provider Services


Provider Services
Provider Services


Provider Services
Client


Provider Services


Provider Services
Provider Services


Implementation
Client


Implementation
Implementation
Implementation
Implementation
Implementation


Implementation
Implementation
Implementation
Implementation
Implementation


Implementation


S W S T M F T S W S T M F T S W S T M F T S W S T M F T S W S T M F T
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Duration Predecessors


1 day 32
0.4 wks


1 day 3SS+3 wks
1 day 35
1 day 19


0.4 wks
1 day 19FS+2 days
1 day 39


1.6 wks
1.4 wks


1 day 3SS+4 wks
1 wk 43


1 day 44
0.2 wks


1 day 45
1 day 47SS


0.2 wks
0.2 wks


1 day 48
1 day 51SS
1 day 52SS


16.2 wks?
1 wk 53
1 wk 53SS
1 wk 53SS
1 wk 53SS
1 wk 53SS
1 wk 53SS
1 wk 53SS
1 wk 53SS
1 wk 53SS
1 wk 53SS


Implementation


Client
ScionTech
ScionTech


Implementation
Implementation


Provider Services
Implementation
Test


Implementation
Implementation


Implementation
Implementation
Implementation


Implementation
Implementation
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Duration Predecessors


1 wk 53SS
1 wk 53SS


0.2 wks?
1 wk 53SS
1 wk 53SS
1 wk 53SS


0.2 wks
1 day 70


2 wks
1 day 3SS+2 wks
1 day 74
1 wk 75


2 days 76
1 day 77


3 wks
1 day 3SS+2 wks
1 day 80
1 day 81
1 day 82


3 days 83
1 day 84
1 wk 85


1 day 86
1 day 87
1 wk
1 day 3SS+1 wk
1 day 90
1 day 91
1 day 92
1 day 93


3.8 wks
1.4 wks


Implementation
Implementation


Implementation
Implementation
Test


UM


Client
Client


UM
UM


Test
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UM
UM


Implementation
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Implementation
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Implementation
Implementation
Implementation
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Duration Predecessors


1 day 3SS+2 wks
1 day 97
1 day 98
1 day 99
1 day 100
1 day 101
1 day 102
1 day 3SS+1 wk
1 day 104
1 day 105
1 day 106
1 day 107
1 wk 108


3 days 109
1 day 110
1 wk 111


18.8 wks
1 wk 3SS+5 wks
1 wk 114
1 wk 235SS-3 wks


1.6 wks
1 wk 3SS+5 wks
1 wk 118SS
1 wk 118SS


3 days 120
1 wk 118SS


1 day 122
1.8 wks


1 wk 3SS+5 wks
2 days 125
2 days 126
3 wks


Implementation
Implementation
Implementation
Implementation


Implementation
Implementation
Implementation


Client
Implementation
Implementation
Implementation


Client
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Test
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Implementation


Implementation
Implementation
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Telecom
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1 wk 3SS+4 wks
1 wk 129
1 wk 130


2 wks
1 day 3SS+3 wks
1 wk 133


3 days 134
1 day 135
1 day 135


3 wks
1 day 3SS+3 wks


2 days 139
3 days 140
3 days 141
3 days 142
1 day 143
1 day 144
1 day 145


6.2 wks
1 day 3SS+2 wks
4 wks 148
1 wk 143,149


2 days 150
3 days 151


6.6 wks
1 day 3SS+2 wks
2 wks 154,143
1 day 155
1 day 156
1 day 157


3 days 158
6 wks


Network Admin
Network Admin


Network Admin


Client
ScionTech


Test
Implementation
Implementation


ScionTech
Client


ScionTech
ScionTech


Test
Test
Test


ScionTech


Client
ScionTech


ScionTech
Test
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ScionTech
Test
Test


Test
Client
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Duration Predecessors


1 day 3SS+4 wks
1 wk 161SS


1 day 162
4 wks 163


2 days 164
2 days 165


6.8 wks
1 wk 3SS+3 wks


3 days 168
5 wks 169
1 day 170


2.2 wks
1 day 3SS+4 wks
1 day 173
1 wk 173
1 wk 175


2.6 wks
1 wk
1 wk 3SS+2 wks
1 wk 179SS
1 wk 179SS


3 days 181
1 wk 179SS+3 days
1 wk 183


3.6 wks
1 wk 3SS+2 wks


2 days 186
1 wk 187
1 wk 188


3.6 wks
1 wk 3SS+2 wks


2 wks 191


Client
ScionTech
ScionTech


ScionTech
Test


Client


Implementation
Client


ScionTech
ScionTech


Customer Care
Customer Care


Customer Care
Customer Care


Office Services
Office Services
Office Services


Office Services
Office Services
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Reimbursement
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Duration Predecessors


2 days 192
1 day 193


3.2 wks
1 wk 3SS+2 wks


1 day 196
2 wks 197
1 day 196
1 day 199


3 days 200
1 day 196
1 wk 202


1 day 203
4 wks


1 wk 3SS+2 wks
1 wk 206


2 wks 206SS
2 wks 208
4 wks
2 days 3SS+3 wks


3.2 wks
1 day 211
1 wk 213
1 wk 214


2 wks 214SS
1 wk 216
1 wk 211SS+2 wks
1 wk 218


4 wks
1 wk 222SS-1 wk
1 wk 223SS-1 wk


10 days 235SS-18 days
3 days 223SS


Test
Implementation


UM
Implementation


Implementation
UM
UM


UM
UM


UM
UM
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ScionTech


Implementation


Finance
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Test
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Test


Test
Test
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Duration Predecessors


2.2 wks
1 day 235SS-2 wks


2 days 226
1 day 227
4 hrs 235SS-3 days
4 hrs 229
1 day 230
3 hrs 231
1 day 230
3 hrs 233
1 day


2 wks
2 wks
2 wks 235
2 wks 235
2 wks 235
2 wks 235


ScionTech
ScionTech
Implementation


ScionTech
ScionTech
ScionTech
ScionTech
ScionTech
ScionTech


7/1


Reimbursement
UM
Customer Care
Reimbursement
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1/1
Compliance
Compliance


Provider Services
Provider Services


Provider Services
Provider Services


Provider Services
Client


Provider Services


Provider Services
Provider Services


Implementation
Client


Implementation
Implementation
Implementation
Implementation
Implementation
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Implementation
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Implementation
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Certificate Number: U110029R - 325


Certificate of Full Accreditation
is awarded to


TRIAD Healthcare, Inc.
80 Spring Lane


Plainville, CT 06062 
for compliance with


Health Utilization Management Accreditation Program


pursuant to the
Health Utilization Management , Version 6.0


Effective from the Sunday 1st of January of 2012 through the Wednesday
1st of January of 2014


Christine G. Leyden, RN, MSN
Chief Accreditation Officer


Alan P. Spielman
President & CEO


URAC accreditation is assigned to the
organization and address named in this
certificate and is not transferable to
subcontractors or other affiliated entities not
accredited by URAC.


URAC accreditation is subject to the
representations contained in the organization’s
application for accreditation. URAC must be
advised of any changes made after the granting of
accreditation. Failure to report changes can affect
accreditation status.


This certificate is the property of URAC and shall
be returned upon request.
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Certificate Number: N110601R - 325


Certificate of Full Accreditation
is awarded to


TRIAD Healthcare, Inc.
80 Spring Lane


Plainville, CT 06062 
for compliance with


Health Network Accreditation Program


pursuant to the
Health Network, Version 6.0


Effective from the Sunday 1st of January of 2012 through the Wednesday
1st of January of 2014


Christine G. Leyden, RN, MSN
Chief Accreditation Officer


Alan P. Spielman
President & CEO


URAC accreditation is assigned to the
organization and address named in this
certificate and is not transferable to
subcontractors or other affiliated entities not
accredited by URAC.


URAC accreditation is subject to the
representations contained in the organization’s
application for accreditation. URAC must be
advised of any changes made after the granting of
accreditation. Failure to report changes can affect
accreditation status.


This certificate is the property of URAC and shall
be returned upon request.
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VISION CARE AGREEMENT 
 


This Vision Care Agreement (“Agreement”) is made and entered this 1st day of  __________, 
20__, by and between _____________________ (“VSP”) , a California not-for-profit 
corporation, with its principal place of business located at 3333 Quality Drive, Rancho Cordova, 
California 95670 and ________________ (“Health Plan”), a __________________ corporation, 
with its principal place of business located at _____________________________ , with 
reference to the following facts: 
 


RECITALS 
 


A. Health Plan contracts directly or indirectly with employers, individuals, insurers, sponsors 
and others to provide, insure, arrange for or administer the provision of health care 
services.  


 
B. Health Plan offers to its Covered Persons a vision care service program as defined in 


Exhibit A (the “Schedule of Benefits”). 
 
C. Whereas VSP is a third party administrator and performs claims adjudication, network 


doctor management and other administrative services on behalf of group health plans, 
insurance companies, health maintenance organizations and other entities.  


 
D. Health Plan desires to engage the services of VSP to arrange for the provision of vision 


care services to its Covered Persons and VSP desires to serve in this capacity. 
 
E. VSP shall be a subcontractor of Health Plan for the limited purpose of providing Covered 


Services.  VSP shall not be responsible for the marketing or promotion of Health Plan’s 
health care service plan, nor shall it contract with or receive compensation from Payors, 
employers, individuals, insurers, sponsors and others of Health Plan.   


 
NOW THEREFORE, for and in consideration of the promises set forth herein and other good 
and valuable consideration, the receipt and sufficiency of which are hereby acknowledged, the 
parties agree as follows: 
 


ARTICLE I 
 DEFINITIONS 


 
1.01 Vision Services Program:  The Covered Services offered to Health Plan’s Covered 


Persons through Health Plan’s Managed Care Plan, for which Health Plan pays VSP in 
accordance with the premiums set forth in Exhibit B (the “Premiums”). 


 
1.02 Benefit Authorization:  Authorization from VSP confirming an individual named as a 


Covered Person of VSP, and identifying those Covered Services that Covered Person is 
entitled to receive. 


 
1.03 CMS:  Centers for Medicare and Medicaid Services, an administrative agency of the 


United States Government, responsible for administering the Medicare and Medicaid 
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program, The Hospital Insurance Plan (Part A), the Supplementary Medical Insurance 
Plan (Part B), the Medicare Advantage Plan (Part C), and the Prescription Drug Plan (Part 
D) provided under Title XVIII of the Social Security Act, as amended.  


 
1.04 Confidential Information:  All confidential information concerning the medical, personal, 


financial or business affairs of Covered Persons acquired in the course of providing Plan 
Benefits hereunder. 


 
1.05 Copayment:  A fixed dollar payment that a Covered Person is required to make, as 


specified in Exhibit A.   
 
1.06 Covered Person(s):  An enrollee or dependent who meets Health Plan's eligibility criteria 


and is enrolled in a Vision Services Program for whom the applicable premium has been 
received by Health Plan. 


 
1.07 Covered Services:  The vision services Covered Person is entitled to receive pursuant to 


the terms and conditions of this Agreement, as more particularly set forth in Exhibit A 
incorporated herein by reference. 


 
1.08 Government Agency:  Any local, state or federal government agency or entity with 


regulatory or other authority over Health Plan, this Agreement or any Managed Care Plan. 
 
1.09 Managed Care Plan:  Health Plan’s program that defines the health care services, 


including the Vision Services Program, for which a Covered Person is eligible and the 
conditions and circumstances under which Health Plan is obligated to pay for such 
services on behalf of the Covered Person.   


 
1.10 Out-of-Network Provider (also known as Non-Participating Providers or Open Access 


Providers):  An optometrist, optician, ophthalmologist or other vision care provider who 
has not contracted with or been credentialed by VSP to provide vision care services 
and/or vision care materials on behalf of Covered Persons of VSP. 


 
1.11 Premium Payments:  Those amounts identified on Exhibit B paid monthly by Health Plan 


to VSP  for the Covered Services provided or arranged by VSP under this Agreement. 
 
1.12 Quality Management Program: Those standards, protocols, policies and procedures 


adopted by VSP to monitor and improve the quality of clinical care and quality of 
services provided to Covered Persons. 


 
1.13 VSP Network Doctor: A VSP-contracted and credentialed optometrist, ophthalmologist 


or doctor of osteopath specializing in ophthalmology, who provides vision care services 
and/or vision care materials to Covered Persons. 


 
 


ARTICLE II 
OBLIGATIONS OF VSP 
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2.01 Administration: VSP will process and pay all vision claims filed by or on behalf of 


Covered Persons pursuant to this Agreement, and will provide customer service support.  
In addition, VSP will provide quality management, credentialing, grievance processing, 
appeals and other functions identified in the list of Delegated Activities attached hereto as 
Exhibit C.   
 


2.02 Network:  Upon request, VSP shall provide to Health Plan the most current list of VSP 
Network Doctors in an electronic format to be agreed upon between Health Plan and 
VSP.  Should Health Plan have additional requirements with respect to the provider list or 
the format in which it is provided, VSP reserves the right to charge Health Plan for 
specific programming or hard copy of such provider list.  
 
Covered Persons may visit VSP's website at www.vsp.com to obtain a copy of the latest 
VSP Network Doctor list, or by contacting VSP's Customer Service Department via the 
toll-free Customer Service telephone number at 1-800-877-7195, or by submitting a 
written request to Customer Service, VSP, P.O. Box 997100, Sacramento, CA  95899-
7100. 
 


2.03 Administration of Plan Benefits:  Through VSP Network Doctors (or through other licensed 
vision care providers where a Covered Person is eligible for, and chooses to receive Plan 
Benefits from, an Out-of-Network Provider) VSP shall provide Covered Persons such Plan 
Benefits listed in the Schedule of Benefits (Exhibit A) attached hereto, subject to any 
limitations, exclusions, or Copayments therein stated.  VSP Network Doctors have agreed 
to accept payments for services with no additional billing to the Covered Person other 
than Copayments, applicable tax, co-insurance and any amounts for non-covered services 
and/or materials.   


 
Benefit Authorization must be obtained before a Covered Person can use Plan Benefits 
from a VSP Network Doctor. When a Covered Person seeks Plan Benefits from a VSP 
Network Doctor, the Covered Person must schedule an appointment and identify 
himself/herself as a VSP Covered Person so the VSP Network Doctor can obtain Benefit 
Authorization from VSP.  VSP shall provide Benefit Authorization to the VSP Network 
Doctor to authorize the administration of Plan Benefits to the Covered Person.  Each 
Benefit Authorization will contain an expiration date and must be used by the Covered 
Person prior to the expiration date to obtain Plan Benefits.  VSP shall issue Benefit 
Authorizations in accordance with the latest eligibility information furnished by Health Plan 
and the Covered Person’s past service utilization, if any.  Any Benefit Authorization so 
issued by VSP shall constitute a certification to the VSP Network Doctor that payment will 
be made to VSP Network Doctor, irrespective of a later loss of eligibility of the Covered 
Person, as long as Plan Benefits are utilized prior to the Benefit Authorization expiration 
date.   
 
 
VSP shall pay claims for Plan Benefits provided to Covered Persons, less any applicable 
Copayment, within a reasonable time but not more than thirty (30) calendar days after 
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VSP receives a completed claim, unless special circumstances require additional time.  In 
such cases, VSP may obtain an extension of fifteen (15) calendar days by providing 
notice to the claimant of the reasons for the extension.  
 


2.04  Out-of-Network Provider Services:  When Covered Persons elect to utilize the services of 
an Out-of-Network Provider, benefit payments for services from such Out-of-Network 
Provider will be determined according to the Vision Service Program’s Out-of-Network 
Provider benefit fee schedule if Out-of-Network Provider reimbursement is available.  
COVERED PERSONS MAY BE LIABLE FOR MORE THAN THE COPAYMENT. 
The Out-of-Network Provider may bill Covered Persons for that Provider’s standard 
rates, regardless of the amount of Covered Services.  If Covered Person is eligible for and 
obtains Covered Services from an Out-of-Network Provider, Covered Person remains 
liable for the provider’s full fee. Covered Person will be reimbursed by VSP in 
accordance with the Out-of-Network Provider reimbursement schedule shown on the 
attached Schedule of Benefits (Exhibit A), less any applicable Copayments.  


 
2.05 Information to Covered Persons:  Upon request, VSP shall make available to Covered 


Persons necessary information describing Plan Benefits and instructions for use.  A copy 
of this Agreement shall be provided to Health Plan and will be made available at the offices 
of VSP for any Covered Persons.  Covered Persons may obtain information on VSP’s 
Network Doctors through VSP’s website at www.vsp.com, VSP’s Customer Care toll-free 
number (1-800-877-7195), or by written request. If Health Plan supplies email addresses of 
Covered Persons to VSP, VSP may use the email addresses to communicate information to 
Covered Persons about their vision benefits.  


 
2.06 Preservation of Confidentiality:  VSP shall hold in strict confidence all Confidential 


Matters and exercise its best efforts to prevent any of its employees, VSP Network 
Doctors, or agents, from disclosing any Confidential Matter, except to the extent that such 
disclosure is permitted or required under 45 CFR Part 160, 162 and 164 (“HIPAA Privacy 
Rule”) and in accordance with applicable law. 


 
2.07 VSP Network Doctor Contracts:  VSP’s contracts with VSP Network Doctors shall 


comply with all state and federal regulations, in addition to CMS requirements.  Health 
Plan understands that VSP’s Doctor Network is proprietary and non-assignable. 


 
2.08 Joint Cooperation: VSP shall take all acts or actions reasonably necessary to permit 


compliance by Health Plan with applicable law and regulations.   Upon Health Plan’s 
request, VSP will assist Health Plan to obtain member medical records and/or any other 
documentation from VSP Network Doctors. 


 
2.09 Treatment Advice: VSP Network Doctors or other vision care providers shall be solely 


responsible for all advice, treatment rendered and for the performance of all Covered 
Services provided to Covered Persons  under this Agreement. 
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2.10 Data and Reporting Obligations:  VSP shall maintain and provide to Health Plan those 
data and reporting obligations as more specifically set forth in the Reporting Obligations 
attached hereto as Exhibit D. 


 
ARTICLE III 


OBLIGATIONS OF HEALTH PLAN 
 
3.01 Administration and Provision of Data:  Health Plan shall perform administrative, 


accounting, enrollment, eligibility verification and other functions necessary for the 
administration and operation of Managed Care Plans.  Health Plan shall provide VSP 
with management information and data reasonably necessary to carry out the terms and 
conditions of this Agreement and for the operation of the Vision Services Program. 


 
3.02 Enrollment and Assignment of Covered Persons:  Health Plan shall be responsible for 


distributing the Health Plan Enrollment Packet, subject to paragraph 3.6 below, to all 
Covered Persons upon enrollment and at open enrollment periods.  Health Plan shall 
provide benefit information to Covered Persons concerning the type, scope and duration 
of benefits to which Covered Persons are entitled under the Managed Care Plans. 


 


3.03 Material Change/Renegotiation (MCR): The parties agree that the payment rates agreed to 
in this agreement are based upon the scope of the obligations that VSP agrees to 
undertake under this agreement.  In the event that Health Plan makes any material 
changes in membership composition, plan design, or requirements or expectations of VSP 
performance, including but not limited to expectations that VSP will assume and fulfill 
the obligation to comply with any new federal or state regulatory requirements that may 
arise in the future, both parties reserve the right to renegotiate the payment terms.  Upon 
mutual agreement, the new payments will be prospectively adjusted, effective thirty (30) 
days thereafter.  Should the parties be unable to agree upon revised payment terms, this 
contract may be terminated by either party in accordance with the termination provisions 
set forth herein.  During the term of this Agreement, Health Plan must provide VSP with 
written notification of any changes that will significantly impact utilization of the 
Covered Services and such changes must be agreed upon by VSP.  Nothing in this section 
shall limit Health Plan's ability to add Enrollees or Dependents under the terms of this 
Agreement.  


 
3.04 Benefit Design and Interpretation: Coverage Decisions:  Health Plan shall work with VSP 


for the benefit design of the Vision Service Program, including establishing applicable 
benefits and Copayments.  Health Plan shall be solely responsible for interpreting the 
terms of and making final coverage determinations under the Managed Care Plans. 


 
3.05 Covered Person Rights and Responsibilities:  Health Plan shall inform Covered Persons 


of their rights and responsibilities under each Managed Care Plan, provide Covered 
Persons with membership cards and member handbooks, distribute periodic 
communications to Covered Persons that may be required to be given to Covered Persons 
by any regulatory authority.  Health Plan shall also process Covered Person complaints 
and grievances and respond to inquiries and requests from Covered Persons regarding 
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Managed Care Plans (collectively “Covered Person Services”).  Complaints and 
grievances related to the Vision Services Program shall be managed as set forth in Exhibit 
C. 


 
3.06 Communication Materials:  All communication materials created by Health Plan which 


relate to the Vision Services Program must adhere to VSP's communication guidelines, 
distributed to Health Plan by VSP.  Such communication materials should be sent to VSP 
for review and approval prior to use.  VSP's review of such materials shall be limited to 
approving the accuracy of plan benefits and shall not encompass or constitute certification 
that Health Plan's materials meet any applicable legal or regulatory requirements.  In the 
event of any dispute between the communication materials and this Agreement, the 
provisions of this Agreement shall prevail. 


 
3.07 Eligibility of Covered Persons:  At least once per month, Health Plan shall provide to 


VSP an electronic listing of all Covered Persons of Health Plan who are eligible to 
receive Covered Services.  


 
ARTICLE IV  


OBLIGATIONS OF COVERED PERSONS 
 


4.01 Copayment for Services Received: Where, as indicated in Exhibit A (Schedule of 
Benefits), Copayments are required for certain Covered Services, Copayments shall be 
the personal responsibility of the Covered Person receiving the care and must be paid at 
the time services/materials are ordered by Covered Person. Amounts which exceed 
Covered Services allowances, annual maximum benefits or any other limitations stated in 
herein are not considered Copayments but are also the responsibility of the Covered Person. 


 
4.02 Obtaining Services from VSP Network Doctors: When a Covered Person seeks to obtain  


Covered Services,  the Covered Person must select a VSP Network Doctor, schedule an 
appointment and inform the Doctor’s office that he/she is a Covered Person of VSP to 
enable the Network Doctor to obtain a Benefit Authorization from VSP.  A Benefit 
Authorization must be obtained before a Covered Person obtains Covered Services from a 
VSP Network Doctor. If a Covered Person receives Covered Services from a VSP 
Network Doctor without a Benefit Authorization, the VSP Network Doctor will be 
considered an Out-of-Network Provider and services may be limited to those for an Out-
of-Network Provider, if available under Health Plan’s Vision Services Program. 


 
4.03 Out-of-Network Provider Benefits:  If designated on Exhibit A, the Vision Services 


Program provides Covered Services received from Out-of-Network Providers according 
to the Out-of-Network benefit listed on Exhibit A.  Covered Persons or Out-of-Network 
Providers may submit requests for reimbursement to VSP.  VSP will pay available 
Covered Services to Covered Persons, or directly to Out-of-Network Providers when 
claims include a valid Assignment of Benefits.  VSP may deny any claims received after 
one hundred and eighty (180) calendar days from the date services are rendered and/or 
materials provided. 
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ARTICLE V 
COMPENSATION 


 
5.01 Payment of Premiums:  In consideration for the services VSP agrees to render to Covered 


Persons under this Agreement, Health Plan shall remit to VSP the Premiums as set forth 
in Exhibit B for all Covered Persons enrolled in the Plan. Payment shall be submitted to 
VSP on or before the first (1st) of each calendar month of coverage and shall be separated 
by the amount owed for each plan design as outlined in Exhibit A.  Only Covered Persons 
for whom Premiums are actually received by VSP shall be entitled to Plan Benefits under 
this plan and only for the period for which such payment is received, subject to the grace 
period provision below.   


 
5.02 Grace Period:  If Health Plan fails to pay Premiums due under this Agreement within 


thirty-one (31) calendar days following the Premium Payment due date (the “Grace 
Period”), VSP may notify Health Plan in writing that the payment of such amounts due 
has not been made and that VSP and VSP Network Doctor services under this Agreement 
and the Plan may be suspended and/or terminated in total.   During any Grace Period, this 
Agreement shall remain in full force and effect for all Covered Persons of Health Plan.  
Health Plan is responsible for payment for all Covered Services provided to Covered 
Persons after the last period for which premiums were paid in full, including the Grace 
Period through the effective date of termination.  Health Plan shall also be responsible for 
any legal and/or collection fees incurred by VSP to collect amounts due under the 
Agreement. 


 
5.03 Retroactive Adjustments:  Retroactive eligibility changes and resulting retroactive 


premium adjustments are limited to the month in which notification is received by VSP, 
plus two prior months.  VSP may refuse retroactive termination of a Covered Person if 
Plan Benefits have been obtained by, or authorized for, the Covered Person after the 
effective date of the requested termination.  Retroactive adjustments to Premium 
Payments for Covered Persons enrolled in Managed Care Plans which are government 
funded (including, without limitation, Medicare, Medicaid, public employees) shall be 
made within thirty (30) days after the adjustment is determined. 


 
5.04 Right to Renegotiate:  VSP may change the premiums set forth in Exhibit B by giving 


Health Plan at least ninety (90) days prior notice, upon the following circumstances: 
(a) Prior to the end of the initial term, upon ninety (90) days advanced written notice; 
(b) Prior to the end of any renewal term, upon ninety (90) days advanced written 


notice; 
(c) As a result of any Material Change as provided in Section 3.03, above; 
(d) As required by any applicable federal and/or state fee schedule changes.  
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ARTICLE VI 
TERM AND TERMINATION 


 
6.01 Term: The term of this Agreement shall commence on _____________________ (the 


“Commencement Date") for a term of __________________ months (the “Plan Term”).  
VSP will issue written renewal materials to Health Plan at least ninety (90) days before 
the end of the Plan Term.  If Health Plan fails to accept the new terms and/or rates in 
writing prior to the end of the Plan Term, this Agreement shall terminate at 11:59 p.m. on 
the last day of the Plan Term.  


 
6.02 Renewal:  If Health Plan wishes to renew this Agreement but acceptance of the renewal 


cannot be formalized before the end of the Plan Term, or if the parties continue to 
negotiate renewal terms after the Plan Term, Health Plan may submit a written request to 
have this Agreement renew on a temporary month-to-month basis under the expired 
contract terms, not to exceed six months, until Health Plan’s acceptance of the renewal is 
formalized in writing and a renewal is signed. Once renewal is accepted, VSP reserves 
the right to bill Health Plan retroactively at the renewal premium for the temporary 
month-to-month renewal period.  During the temporary month to month period, either 
party may terminate this Agreement by providing thirty (30) days advance written notice 
to other party. 


 
6.03 Termination of Agreement with Cause:  Either Health Plan or VSP may terminate this 


Agreement for cause as set forth below, subject to the notice requirement and cure period 
set forth below. 


 
a) Cause for Termination of Agreement by VSP:  The following shall constitute 


cause for termination of this Agreement by VSP: 
 


 1) Non-Payment:  Failure by Health Plan to pay Premium Payments due to 
VSP hereunder within thirty-one (31) calendar days of the Premium Payment due 
date. 


 
 2) Breach of Material Term and Failure to Cure:  Health Plan’s breach of 


any material term, covenant, or condition and subsequent failure to cure such 
breach as provided below. 


 
b) Cause for Termination of Agreement by Health Plan:  The following shall 


constitute cause for termination of this Agreement by Health Plan. 
 


 1) Failure to Provide Quality Services:  VSP’s failure to arrange for the 
provision of Covered Services in accordance with the standards set forth in this 
Agreement.   


 
 2) Breach of Material Term and Failure to Cure:  VSP’s breach of any 


material term, covenant or condition of this Agreement and subsequent failure to 
cure such breach as provided below. 
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6.04 Notice of Termination and Effective Date of Termination: The party asserting cause for 


termination of this Agreement (the “Terminating Party”) shall provide written notice of 
termination to the other party.  The notice of termination shall specify the breach or 
deficiency underlying the cause for termination.  The party receiving the written notice of 
termination shall have thirty (30) calendar days from the receipt of such notice to cure the 
breach or deficiency to the satisfaction of the Terminating Party (the “Cure Period”).  If 
such party fails to cure the breach or deficiency to the satisfaction of the Terminating 
Party within the Cure Period or if the breach or deficiency is not curable, the Terminating 
Party shall provide written notice of failure to cure the breach or deficiency to the other 
party following expiration of the Cure Period.  This Agreement shall terminate upon 
receipt of the written notice of failure to cure or at such other date as may be specified in 
such notice.  During the Cure Period, Health Plan may discontinue enrollment of Covered 
Persons with VSP and begin transferring VSP Covered Persons to other Health Plan 
Providers. 


 
6.05 Automatic Termination Upon Revocation of License or Certificate:  This Agreement shall 


automatically terminate upon the revocation, suspension or restriction of any license, 
certificate or other authority required to be maintained by VSP or Health Plan in order to 
perform the services required under this Agreement or upon the VSP’s or Health Plan’s 
failure to obtain such license, certificate or authority. 


 
6.06 Termination Not an Exclusive Remedy:  Any termination by either party pursuant to this 


Article is not meant as an exclusive remedy and such terminating party may seek 
whatever action in law or equity as may be necessary to enforce its rights under this 
Agreement. 


 
6.07 Early Termination:  The premium rate(s) payable by Health Plan to VSP under this 


Agreement is based on VSP receiving these amounts over the full Term of this 
Agreement.  If this Agreement is terminated early by Health Plan for any reason other 
than a material breach by VSP, then Health Plan shall be liable for the lesser of any 
deficit incurred by VSP or the remaining payments which Health Plan would have paid 
for the full Term of the Agreement.  A deficit incurred by VSP will be calculated by 
subtracting the cost of incurred and outstanding claims from the Net Premium received by 
VSP from Health Plan over the current term.  “Net Premiums” shall mean premiums paid 
by Health Plan minus any application retention amounts and/or broker commissions.  
Health Plan shall also be responsible for any legal and/or collection fees incurred by VSP 
to collect amounts due under this Agreement.  VSP shall issue an invoice to Health Plan 
for any amounts due pursuant to this paragraph 6.06, within forty-five (45) days of the 
effective date of the termination.  Health Plan agrees to pay VSP within thirty-one (31) 
days of the date of the invoice. 
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ARTICLE VII 
GENERAL PROVISIONS 


  
7.01 Independent Contractor Relationship:  Each party, its officers, agents and employees are 


at all times acting as independent contractors. Nothing in this Agreement shall be 
construed to create a relationship of employer and employee or partner or joint venture or 
principal and agent.  


 
7.02 Indemnification:  VSP shall defend, indemnify and hold harmless Health Plan and its 


directors, officers, employees, affiliates and agents against any claim, loss, damage, cost, 
expense or liability, including reasonable attorneys’ fees, arising out of or related to the 
performance or nonperformance by VSP, employees or agents of VSP under this 
Agreement.  


 
Health Plan shall defend, indemnify and hold harmless VSP, their directors, officers, 
employees, affiliates and agents against any claim, loss, damage, cost, expense or 
liability, including reasonable attorneys’ fees, arising out of or related to the performance 
or nonperformance by Health Plan, its employees or agents of any services to be 
performed by Health Plan under this Agreement. 


 
7.03 Doctor-Patient Relationship:  Health Plan and VSP acknowledge and agree that each VSP 


Network Doctor shall maintain the doctor-patient relationship with each Covered Person.  
Nothing contained in this Agreement is intended to interfere with such doctor-patient 
relationship.  Nothing in this Agreement shall be interpreted to discourage or prohibit 
VSP Network Doctors from discussing treatment options or providing other advice or 
treatment deemed appropriate by VSP Network Doctors.  VSP Network Doctors shall 
have the sole responsibility for the vision care and treatment of Covered Persons. 


 
7.04 Disputes Between VSP or Network Doctors and Covered Person:  Any disputes or claims 


between VSP or VSP Network Doctors and a Covered Person arising out of the 
performance of this Agreement by VSP or VSP Network Doctor, other than claims for 
Covered Services, are not governed by this Agreement.  VSP or VSP Network Doctor and 
the Covered Person may seek any appropriate legal action to resolve such dispute or 
claim deemed necessary. 


 
7.05 Disputes Between Health Plan and VSP: Any and all disputes, disagreements, 


controversies, and/or claims, irrespective of legal theory, arising out of or related to this 
Agreement, the specific and limited relationship between the parties resulting from this 
Agreement and/or the performance by the parties under its terms and conditions shall be 
settled by non-binding mediation, in lieu of a jury or court trial, before one (1) mediator 
mutually agreed upon by the parties, provided that no such dispute, disagreement, 
controversy or claim shall be submitted to mediation until the parties have used all 
reasonable efforts to reach satisfactory resolution and agreement among themselves. If non-
binding mediation does not serve to resolve such dispute, disagreement, controversy or 
claim, the parties may then proceed with litigation in any court having proper jurisdiction. 
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7.06 Notice:  Any notices required under this Agreement to either Health Plan or VSP shall be 
in written format.  Notices will be sent to the address or email address shown below 
unless otherwise directed by the parties.  Notwithstanding the above, any notices may be 
hand-delivered by either party to an appropriate representative of the other party.  The 
party effecting hand-delivery bears the burden to prove delivery was made, if questioned.  
The addresses below shall be the particular party’s address for delivery or mailing of 
notice purposes: 


 
If to VSP: 


Vision Service Plan 
3333 Quality Drive 
Rancho Cordova, CA  95670-7985 
Attention:  Sales 


 Email:  _____________________ 
 
If to Health Plan: 


_______________________ 
_______________________ 
_______________________ 


 Attention:  ______________   
 Email: _________________ 
 
7.07 Assignment:  This Agreement and the rights and obligations created herein shall not be 


assigned without the written consent of the other party.  
 
7.08 Amendments:  All amendments or modifications to this Agreement shall be effective only 


upon mutual written agreement of the parties. 
 
7.09 Confidentiality:  All files, documents and lists, shared or generated by VSP and Health 


Plan pursuant to this Agreement or any applicable regulations, including, but not limited 
to, member information, group contracts, provider contracts, financial arrangements and 
benefits, shall be confidential and not disseminated, made available or used for purposes 
other than performing the conditions of this Agreement except if necessary for the 
treatment of a Covered Person, as required by law, or upon written authorization of the 
parties.  Health Plan may disclose the confidential information protected by this 
paragraph 7.09 to those consultants and/or brokers who are on a “need to know” basis, as 
long as Health Plan ensures such consultants and/or brokers are held to the standards of 
confidentiality contained in this Section 7.09.  This provision shall continue and survive 
beyond the termination of this Agreement.   


 
7.10 Invalidity of Sections of Agreement:  The unenforceability or invalidity of any part of this 


Agreement shall not affect the enforceability and validity of the balance of this 
Agreement. 
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7.11 Waiver of Breach:  The waiver by either party to this Agreement of a breach or violation 
of any provision of this Agreement shall not operate as or be construed to be a waiver of 
any subsequent breach or violation thereof.   


 
7.12 Entire Agreement:  This Agreement, including all exhibits, attachments and amendments 


hereto, contains all the terms and conditions agreed upon by the parties regarding the 
subject matter of this Agreement.  Any prior agreements, promises, negotiations or 
representations of or between the parties, either oral or written, relating to the subject 
matter of this Agreement, which are not expressly set forth in this Agreement are null and 
void and of no further force or effect. 


 
7.13 Incorporation of Exhibits and Attachments:  The exhibits and attachments to this 


Agreement are an integral part of this Agreement and are incorporated in full herein by 
this reference. 


 
ARTICLE VIII 


GOVERNING LAW AND REGULATORY REQUIREMENTS 
 
8.01 Governing Law:  This Agreement and the rights and obligations of the parties hereunder 


shall be construed, interpreted, and enforced in accordance with, and governed by, the 
laws of the State of __________________ as well as any applicable federal law. 


 
8.02 No Billing of Covered Persons (Covered Person Hold Harmless Provision):  With the 


exception of Copayments and charges for non-Covered Services delivered on a fee-for-
service basis to Covered Persons, VSP and VSP Network Doctors shall in no event 
(including, without limitation, non-payment by Health Plan, insolvency of Health Plan, or 
breach of the Agreement), seek compensation or remuneration or reimbursement, or have 
any recourse against, any Covered Person or Persons (other than Health Plan) acting on 
the Covered Person’s behalf or attempt to do any of the foregoing for Covered Services 
provided or arranged pursuant to this Agreement. 


 
VSP shall not maintain any action at law or equity against a Covered Person to collect 
sums owed by Health Plan to VSP.  Nothing in this Agreement shall be construed to 
prevent VSP or VSP Network Doctors from providing non-Covered Services on a usual 
and customary fee-for-service basis to Covered Persons. 


 
8.03 Continuing Care Obligations of VSP:  Unless Health Plan arranges for the transfer of the 


Covered Person to another Health Plan Provider, VSP’s and VSP Network Doctors’ 
obligations under this Section shall survive the termination of this Agreement with 
respect to Covered Services provided or arranged during or after the term of this 
Agreement, regardless of the cause giving rise to such termination and shall be construed 
to be for the benefit of the Covered Persons.   


  
8.04 Inspection and Audit of Records:  Upon advanced reasonable notice, VSP shall allow 


access during normal business hours to Health Plan, accreditation organizations and 
Governmental Agencies to periodically audit or inspect the offices, equipment, books, 
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documents and records of VSP relating to the performance of this Agreement and the 
Covered Services provided to Covered Persons, including, without limitation, all phases 
of professional and ancillary optometric care arranged for Covered Persons by VSP.  VSP 
and VSP Network Doctors shall comply with any requirements or directives issued by 
Health Plan, Accreditation Organizations and Government Agencies as a result of such 
evaluation, inspection or audit of VSP.  VSP shall retain the books and records described 
in this Section as required by State and/or Federal law and acknowledges that certain 
Government Agencies may have the right to inspect and audit VSP Network Doctor’s 
books and records following the termination of this Agreement.  The provisions of this 
Section shall survive termination of this Agreement for the period of time required by 
State and Federal Law. 


 
8.05 Nondiscrimination:  VSP assures that Covered Services shall be provided to Covered 


Persons in the same manner as such services are provided to other members of VSP.  
VSP shall not unlawfully discriminate against any Covered Person on the basis of source 
of payment or in any manner in regards to access to, and the provision of, Covered 
Services.  VSP shall not unlawfully discriminate against any Covered Person, employee 
or applicant for employment on the basis of race, religion, color, national origin, ancestry, 
physical or mental disability, medical condition, marital status, age, gender, sexual 
orientation, health status, government-sponsored health insurance programs, or any VSP 
program defined herein as Covered Services. 


 
IN WITNESS WHEREOF, the parties hereto have executed this Agreement as of the _____ day 
of ______________________, 20_____. 
  
 
Vision Service Plan   Health Plan 
 
 By:     By:       
 
Title:     Title:    
 
Date:     Date:    
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REQUEST MOST CURRENT BENEFIT SCHEDULE FROM CLIENT 
SERVICES 


EXHIBIT A 
 


SCHEDULE OF BENEFITS 
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REQUEST MOST CURRENT SCHEDULE OF PREMIUMS FROM CLIENT SERVICES 
 
EXHIBIT B 
 


SCHEDULE OF  PREMIUMS 
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EXHIBIT C 


 
DELEGATED ACTIVITIES 


 
The following information specifies the terms and conditions under which HEALTH PLAN shall 
delegate certain Credentialing, Quality Management, Claims Processing, Complaints and 
Grievance, and Customer Service activities to VSP and which VSP shall perform on behalf of 
HEALTH PLAN. 
  
1. CREDENTIALING AND RECREDENTIALING OF VSP NETWORK DOCTORS  
 
HEALTH PLAN delegates to VSP the responsibility for conducting credentialing and 
recredentialing of VSP Network Doctors.  The VSP Credentialing and Recredentialing Policy, 
based on guidelines established by the National Committee of Quality Assurance (“NCQA”), is 
designed to provide verification of the credentials of VSP Network Doctors and their ability to 
render specific patient eye care and treatment to Covered Persons. VSP’s Credentialing Policy 
shall, at a minimum, satisfy the standards and procedures required by applicable state and/or 
federal regulations, and is subject to review and approval by HEALTH PLAN. VSP 
acknowledges and agrees:  (i) that only Doctors who meet VSP’s Credentialing standards shall be 
approved to provide Covered Services to Covered Persons; and (ii) that HEALTH PLAN retains 
the right, to disapprove any VSP Network Doctor from providing Covered Services to Covered 
Persons.  The following outline is a summary of VSP’s Credentialing, recredentialing and peer 
review standards and requirements, as delegated to VSP by HEALTH PLAN.    
 
VSP’s Credentialing and Recredentialing standards require at a minimum the following 
standards: 
 
 A. Primary source verification of insurance, history of loss/limitation of license, and 


Medicare and Medicaid sanctions.   
 
 B. Obtaining a current statement or attestation by each Doctor regarding physical and 


mental health status and lack of present illegal drug use. 
 
 C. Requesting information from the National Practitioner Data Bank. 
 
 D. Conducting an appraisal of Doctor’s performance including VSP Quality 


Management reports, Covered Person complaints, and practice pattern analyses. 
 
 E. VSP reports to the National Practitioner Data Bank as required by the Federal 


Healthcare Quality Improvement Act. 
 
VSP reserves the right to subcontract the function of gathering administrative materials from 
VSP Network Doctor Applicants as part of the credentialing process.  Such subcontracted entity 
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shall at all times be an NCQA certified verification organization.  VSP shall at all times retain 
final credential decisions. 
 
VSP reserves the right to provide annual updates to the Credentialing and Recredentialing Policy.  
A copy of VSP’s detailed Credentialing and Recredentialing Policy is available upon Health 
Plan’s request.    
 
2. QUALITY MANAGEMENT  
 
HEALTH PLAN delegates to VSP the responsibility for conducting quality management. VSP’s 
Quality Management (QM) Program shall, at a minimum, satisfy the standards and procedures 
required by applicable state and/or federal regulations, and is subject to review and approval by 
HEALTH PLAN.  The following outline is a summary of VSP’s QM program standards and 
requirements.   VSP reserves the right to provide annual updates to the Quality Management 
Policy.  A copy of VSP’s detailed QM policies will be provided to HEALTH PLAN upon 
request.   
 
I. VSP Quality Management Committee 
 
 VSP shall maintain a Quality Management Committee which shall meet as frequently as 


necessary but no less than four (4) times per year to conduct and oversee quality 
management activities. 


 
II. Standards for Quality Management 
 
 VSP represents and warrants that VSP’s QM Program shall be administered in 


accordance with its written quality management policy, which shall include, without 
limitation, the following: 


 
 A. VSP’s QM policy shall include, at a minimum, a framework for monitoring the 


use of services and determining the appropriateness of eye care. The Quality 
Management/Quality Improvement Program Description defines the goals, scope, 
structure, function and oversight of the QM program at VSP. 


 
 B. VSP provides well vision exams and vision correction materials (e.g. glasses 


and/or contact lenses) based on plan frequency and defined covered benefits. VSP 
does not review individual cases or situations for coverage consideration. 


 
 C. VSP evaluates the effects of the QM program, based on Covered Person and VSP 


Network Doctor data sources. 
 
3. CLAIMS PROCESSING  
 
HEALTH PLAN delegates to VSP the responsibility for processing claims for services provided 
under this Agreement.  VSP’s claim processing procedures shall, at a minimum, satisfy the 
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standards and procedures required by applicable state and/or federal regulations. The following 
outline is a summary of VSP’s Claims Processing Program.   A copy of VSP’s detailed Claims 
Processing policies will be provided to HEALTH PLAN upon request.   
 
I. VSP Standards for Claims Processing  
 
 VSP represents and warrants that VSP administers Claim Processing in accordance with 


State and Federal law.  All claims shall be processed within the time periods specified in 
the Performance Standards attached hereto as Exhibit E.  


 
II. Claims Denials and Appeals 
 
 All claim denials for services provided to Medicare Covered Persons (for which the 


Covered Person will have financial liability) shall be provided to HEALTH PLAN within 
five (5) working days of the issuance of the denial.  VSP must notify the Covered Person 
and the billing provider of any denials and must provide to the Covered Person a 
statement of the right to appeal.   


 
4. COMPLAINTS AND GRIEVANCES  
 
HEALTH PLAN delegates to VSP the complaint/grievance (hereinafter collectively referred to 
as “complaint”) process, as outlined in this Section 4.  VSP will comply with all state and federal 
regulations regarding acknowledgement and resolution of complaints.  The following outline is a 
summary of VSP’s complaint process.  A copy of VSP’s Complaints and Grievance Policy will 
be provided to Health Plan upon request.   
 
Upon receipt of a complaint, VSP will log the complaint.  Complaints and grievances are 
disagreements regarding access to care, quality of care, treatment or service.  Covered Persons 
shall report any complaints and/or grievances either in writing mailed to VSP at 3333 Quality 
Drive, Rancho Cordova, CA 95670-7985, verbally by calling VSP’s Customer Care toll-free 
number (1-800-877-7195), on-line by completing a member grievance form on www.vsp.com, or 
through the Covered Person’s  VSP Network Doctor.  VSP will resolve the complaint or 
grievance within thirty (30) days after receipt, unless special circumstances require an extension 
of time.  In that case, resolution shall be achieved as soon as possible, but not later than one 
hundred twenty (120) days after VSP’s receipt of the complaint or grievance.  If VSP determines 
that resolution cannot be achieved within thirty (30) days, VSP will notify the Covered Person of 
the expected resolution date.  VSP will notify the Covered Person of the final resolution in 
writing.  All complaints shall be resolved within time periods established by state or federal law. 
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UPDATE TO MEET CLIENTS REPORTING NEEDS OR REMOVE THIS EXHIBIT 
 
EXHIBIT D 


 
DATA SUBMISSIONS AND REPORTING OBLIGATIONS 


 
 
 
REPORT/DATA FREQUENCY METHOD OF DELIVERY 
Call Response Quarterly  
Claims Detail Monthly  
Diabetic Exam Reminder Reporting Quarterly  
Encounter Monthly  
Exam Data (for HEDIS) Monthly  
Utilization Quarterly  
Medicare Timeliness Monthly  
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INSERT MOST RECENT PERFORMANCE EXHIBIT OR REMOVE THIS EXHIBIT 
 


Exhibit E 
 
ADDENDUM 
 
 


      
PERFORMANCE STANDARDS 


 
In performing services under this Agreement, VSP shall guarantee to meet or exceed the following Performance Standards. 
 
VSP’s performance hereunder is subject to interruption and delay due to causes beyond VSP’s reasonable control such as acts 
of God, act of any government, war or other hostility, the elements, fire, explosion, power failure, equipment failure, industrial or 
labor dispute.  In the event of any such interruption or delay, any period of performance shall be extended for a period of time 
equal to the interruption or delay. 
 
 
CLAIMS PROCESSING 
 
Claims financial accuracy 
Performance Standard  =  99% processed without financial error 
 
Claims financial accuracy is calculated much like that of claims processing accuracy. The same random sampling of claims 
audited for processing accuracy is also audited for financial accuracy. Any error found that results in a financial impact is 
recorded as a financial error. At the end of the month, financial errors are totaled and taken as a percentage of the total dollar 
paid for all claims audited during the given month. 
 
Claims processing accuracy 
Performance Standard  = 99% processed without error 
 
Claims processing accuracy is calculated on a monthly basis based upon daily audit results. The term “processing error” 
encompasses all errors found in the audit regardless of whether the error caused a financial impact.  At month’s end, all 
processing errors for the month are totaled and taken as a percentage of the total number of claims audited for the month. 
 
Claims timeliness  
Performance Standard: 
• VSP preferred provider claims = 95% processed within 5 business days  
• All other provider claims = 95% processed within 5 business days 
• All other provider claims  = 99% processed within 15 business days 


 
Claims timeliness, or turnaround time, is measured on a monthly basis. Each claim audited in the daily audit is audited for 
timeliness.  Timeliness is measured by calculating the number of business days elapsing between the received date and the 
pricing date.  When additional information is needed to process a claim, the timeliness date is calculated from the date the 
information needed to process the claim was received to the pricing date. 
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CALL CENTER MANAGEMENT 
 
Abandoned call rate  
Performance Standard = Less than or equal to 3%  
 
The Call Center telephone abandon rate is calculated monthly by taking the total number of abandoned calls before and after 
sixty (60) seconds, divided by the total number of calls accepted by the Call Center, which includes calls answered via the 
Interactive Voice Response and Automated Call Distribution systems. 
 
Average speed of answer 
Performance Standard = Less than or equal to 25 Seconds  
 
The average speed of answer (the amount of time a caller is waiting while on hold) is calculated by dividing the total time all calls 
are on hold (in seconds) by the total number of calls received. 
 
Average call blockage rate 
Performance Standard = Less than or equal to 2%  
 
VSP call blockage is defined as any call blocked by VSP. A blocked call results in the caller receiving a “busy” signal, and is 
considered unsuccessful. VSP call blockage does not include calls blocked by the long distance carrier due to circumstances 
beyond VSP’s control. VSP call blockage standard is 2% or less of total calls attempted to VSP. The formula for this standard is: 
number of blocked calls divided by (blocked calls plus accepted calls) as reported by the long distance carrier.  
 
Call resolution (same day response) 
Performance Standard = 98%  
 
Measurement based on internal VSP system-driven statistics. The percentage of telephone inquiries handled within the same 
day is obtained by taking the number of research inquiries entered into our system and dividing by the number of calls answered 
in the Call Center, and subtracting the result from 1.00.  
 
Complaint acknowledgement within 5 business days 
Performance Standard = 96% 
 
“Telephone complaints" not resolved by the end of the following business day must be acknowledged in writing within 5 by 
business days. "Written complaints" not resolved within 5 business days will be acknowledged in writing on the 5th business day 
from receipt. Complaint acknowledgement compliancy is calculated monthly. The method for calculating the percentage is: total 
number of complaints meeting the 5 business day goal divided by total number of complaints. 
 
Complaint resolution within 30 calendar days 
Performance Standard = 99% 
 
When a complaint is received, in writing or via phone, the person receiving it documents it in our online Research Inquiry system. 
The Complaint and Grievance unit monitors this workflow to assure all complaints have been resolved by the 30th calendar day. 
 
Average response to e-mail inquiries within 2 business days 
Performance Standard = 100%  
 
The average time required to send the first manual reply to an email, in the specified time period. 
 
SATISFACTION 
 
Patient satisfaction (satisfied with level of coverage) 
Performance Standard = 96% overall satisfaction with VSP 
 
Performance Standard = 96% overall experience with VSP preferred provider  
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VSP conducts patient satisfaction surveys on a quarterly basis.  A random sample of claims from the prior three months is 
chosen that is statistically representative of all claims. 
 
While VSP makes recommendations to all prospective Groups on which plan we feel best suits the group's employees, the 
ultimate decision for selection of a plan rests with the Group. As such, our performance standard is based on patients who are 
satisfied with the level of coverage provided by their plan. Satisfied patients includes patients who rated their overall level of 
coverage as “Excellent,” “Very Good” and “Good”. Dissatisfied patients include patients who rated their overall level of coverage 
as “Fair” or “Poor”.  
 
VSP preferred provider retention rate (based on voluntary turnover) 
Performance Standard = 98%  
 
VSP preferred provider satisfaction is based on changes in the VSP preferred provider network.  On a quarterly basis, the 
voluntary retention rate of providers (those choosing to stay on the VSP panel) is measured as a percentage of the total number 
of providers in the network.  The annual preferred provider retention rate is equal to the total number of providers on the panel on 
December 31 divided by the total number of providers on the panel January 1 of that same year. 
 
ACCOUNT ADMINISTRATION  
 
Electronic eligibility online within 24 hours 
Performance Standard = 98%  
 
 
Percentage reported based on a measurement against all maintenance files* loaded within that quarter. VSP records both the 
received and loaded dates for all membership files. The data is compiled into a monthly report, which is used to calculate the 
quarterly statistical average.  
 
 *All files measured for this standard must meet the following criteria: 


• Identifiable Media: Eligibility file must be labeled properly.  
• Proper Format: No change in format from the previously loaded eligibility file. 
• Clean File:  


1) Physical Media must be undamaged. 
2) Electronic Media must have clean and complete data transmission. We must be able to successfully 


unzip/decrypt the incoming data. 
3) All media must contain proper/complete records for members and dependents. 


 
 Exclusions to this performance standard are as follows: 


1) Membership files for open enrollment loaded prior to effective date. 
2) Group/division restructures for existing groups (1st eligibility load based on the restructure will be excluded 


from the performance standard measurement). 
3) Incorrect/Incomplete individual records for members and dependents. 
4) If instructed to wait for group approval to load the file. 
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Online reports available by the 25th of the month 
Performance Standard = 100%  
 
All eligible online reports will be available on VSP's Resource Center by the 25th of each month.  
 
Web portal availability 
Performance Standard = 99% 
 
Based on a 7 x 24 schedule.  
 
Account team report card 
Performance Standard = 3.5 score (of 5.0 scale) 
 
The account team report card is completed quarterly by the Group and submitted to the Account Manager for compilation. The 
Group is asked to give feedback in the following five areas:  Knowledge, Professionalism, Proactive Management, Accessibility 
and Responsiveness. A 5-point scale is used (strongly agree, agree, neutral, disagree and strongly disagree) plus a comments 
box for any "disagree" or "strongly disagree" score. The un-tallied score card is submitted by the Group and the Account 
Manager assigns values of 5 (strongly agree) to 1 (strongly disagree) to calculate the overall score. 
 
New group implementation 
Performance Standard = Satisfaction guaranteed 
 
We guarantee      ’s satisfaction with the implementation of its VSP benefit. In support of this, we are placing a one-time 
penalty of $      at risk. We will collaborate with       to create a customized Implementation Action Plan that includes 
detailed roles, responsibilities and timeframes to ensure a successful implementation. Our comprehensive Implementation Action 
Plan includes the following sections: 
 
Communications 
System Accuracy 
Plan Accuracy 
Membership Management 
Preferred Provider Access 
 
Each of the above sections is assigned a maximum penalty amount of $      to be paid in the event VSP was not able to meet 
     ’s satisfaction in that category. If       does not fulfill its obligations as documented in the Implementation Action Plan, no 
penalty will apply to VSP. 
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APPLICATION FOR NETWORK PARTICIPATION 
AND VISION SERVICE PLAN®  


LASER VISIONCARESM FACILITY AGREEMENT  
 


APPLICATION 
 
This Laser VisionCare Facility (“Facility”) hereby makes application (“Application”) to participate in the 
Vision Service Plan (“VSP®”) doctor network as a Laser VisionCare Facility. In submitting this 
Application, Facility certifies and agrees as follows: 
 


1. This Application, if accepted by VSP, shall become a part of the attached VSP Laser VisionCare 
Facility Agreement for participation in the VSP Doctor Network between VSP and Facility as provided 
herein; 


 


2. As consideration for VSP doctor network participation, Facility has read, understands, and agrees to be 
bound by every and all of the terms and conditions in this Application, as well as those contained in the 
attached VSP Laser VisionCare Facility Agreement, including incorporation by reference, the VSP 
Laser VisionCare Facility Manual and Schedule of Compensation, together with all amendments and 
addenda to any and all such documents that may be duly adopted by VSP from time to time 
(collectively the “Agreement”);  


 


3. Facility now conforms to the terms and conditions of the Agreement, the rights and obligations of 
which, subject to VSP approval, will commence on the “Effective Date” as defined therein, and will 
remain in effect for three years from the Effective Date, until Facility’s VSP recredentialing date, or 
until Facility’s failure/inability to be or remain credentialed by VSP, whichever comes first, unless 
earlier terminated by either party as provided in this Agreement; 


 


4. VSP enters into limited term contracts with individual qualified facilities and not practices or other 
entities. The responsibility rests with the Facility to establish, maintain, and timely provide necessary 
evidence, as determined by VSP, that Facility, in fact and at all times, complies with any and all doctor 
network participation requirements established by VSP; 


 


5. Any and all information, provided by the Facility, or on Facility’s behalf, now or in the future to VSP 
via hardcopy or in electronic format, is true, complete, and correct;  


 


6. Facility also understands and agrees that the network participation of any Laser VisionCare Surgeon 
affiliated with Facility, as defined therein, is derivative and contingent upon, and subject to, the 
continuing network participation of Facility. If Facility resigns or VSP terminates the Agreement with 
Facility, then the network participation of any Laser VisionCare Surgeon affiliated therewith will be 
automatically terminated without further requirement, unless Laser VisionCare Surgeon is contracted 
with another VSP-approved Laser VisionCare Facility. Further, it is understood that should any Laser 
VisionCare Surgeon cease his/her affiliation with Facility, the respective Laser VisionCare Surgeon 
Agreement will automatically terminate without further requirement, unless Laser VisionCare Surgeon 
is contracted with another VSP-approved Laser VisionCare Facility; and 


 


7. Any execution to this Agreement will be deemed an original signature, and may be executed in 
counterparts. Copies of the fully executed form of this Agreement shall be deemed to be originals, and 
copies of affixed signatures shall be deemed as if they were original signatures, which shall be binding 
upon the parties hereto. 


 
NOT VALID UNTIL FULLY SIGNED BY ALL PARTIES.


1 of 14 
Confidential and Proprietary 


Laser VisionCare Facility Agreement   03/12 







VSP LASER VISIONCARESM FACILITY AGREEMENT 
 


A. DEFINITIONS 
 


1. “Benefit Allowance” refers to that portion of the charges for Laser VisionCare Services which is 
payable by VSP to Facility, as set forth in the Contract under which the Covered Person is enrolled. 


 
2. “Clean Claim” shall mean a completed claim with sufficient and necessary documentation, as set 


forth in the VSP Laser VisionCare Facility Manual, for VSP to accurately evaluate and pay the 
claim submitted. 


 
3. “Client” shall mean an employer group, MCO, or other payer who has entered into a Contract with 


VSP for the provision of Laser VisionCare Services. 
 


4. “Confidential Information” shall mean confidential and/or proprietary information and systems, or 
access thereto, which is unique, valuable, and private concerning Enrollees and/or VSP, the 
disclosure of which would cause irreparable injury to VSP. 


 
5. “Contract” shall mean a written agreement entered into between VSP and a Client pursuant to 


which VSP is obligated to provide Laser VisionCare Services to Enrollees and to pay Facility up to 
the Benefit Allowance for providing Laser VisionCare Services to Enrollees. 


 
6. “Copayment” shall mean those charges for Laser VisionCare Services that may be collected 


directly from the Covered Person for Covered Services by Facility. 
 


7. “Covered Person” shall mean any Enrollee who is entitled to receive Laser VisionCare Services 
under a contract administered by VSP. 


 
8. “Covered Services” shall mean those Laser VisionCare Services which VSP is obligated to provide 


under the terms of a Contract that VSP has entered into with a Client and which are (i) identified as 
Covered Services in the VSP Laser VisionCare Facility Manual or (ii) are not listed as being “Not 
Covered” in the VSP Patient’s Schedule of Benefits or Additional Benefit Rider. 


 
9. “Cut-Off Date” shall mean the last day of Clean Claims processing prior to the close of the 


payment cycle, as set forth in the VSP Laser VisionCare Facility Manual. 
 


10. “Effective Date” shall mean the date upon which VSP shall have executed this Agreement, 
containing the affixed signature of an Authorized Provider, as shown on the signature page hereof. 


 
11. “Emergency Services” shall mean services required to evaluate or stabilize a condition to which a 


reasonable person could expect in the absence of immediate medical attention to result in serious 
jeopardy to the health of the Enrollee, serious impairment to bodily functions, or serious 
dysfunction of any bodily organ or part thereof. 


 
12. “Enrollee” shall mean an individual entitled to, and/or the recipient of, Laser VisionCare Services 


pursuant to a Contract between VSP and a Client. 
 


13. “Laser VisionCare Facility” or “Facility” shall mean any VSP-approved physical clinical facility at 
which Laser VisionCare Services are provided by Facility to Covered Persons. 
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14. “Laser VisionCare Primary Eyecare Provider” shall mean a VSP Network Doctor who has been 
properly trained to provide Preoperative and Postoperative Services to Covered Persons, and is an 
approved VSP Network Doctor affiliated with Facility. 


 
15. “Laser VisionCare Program Directory” shall mean a printed or electronic listing of the names and 


addresses of all VSP Laser VisionCare Facilities, within a specific geographic area as prepared by 
VSP. 


 
16. “Laser VisionCare Services” shall mean all Preoperative and Postoperative care and surgical 


services associated with covered laser vision correction procedures provided at the Facility.  
 


17. “Laser VisionCare Surgeon” shall mean any ophthalmologist duly licensed by the Medical Board 
of the State of his/her licensure, who is authorized by the Facility to provide Laser VisionCare 
Services at the Facility, and has (i) complied with all VSP credentialing requirements, (ii) executed 
a VSP Laser VisionCare Surgeon Agreement, and (iii) been approved for participation as a VSP 
Network Doctor. 


 
18. “MCO” shall mean a Managed Care Organization that is in contract with VSP. 


 
19. “Network Doctor” shall mean the optometrist or ophthalmologist who, has entered into, and is 


compliant, while in effect, with, a VSP Network Doctor Agreement to provide Vision Care 
Services to a VSP Patient, or other appropriate agreement with VSP to provide Laser VisionCare 
Services through Facility to a VSP Patient, and who is, and remains, VSP-credentialed to render 
Vision Care Services to VSP Patients. 


 
20. “Preoperative and Postoperative Services” shall mean those Laser VisionCare Services that may be 


performed by an optometrist or ophthalmologist who has entered into, and is compliant with, an 
appropriate agreement with VSP to provide Laser VisionCare Services through Facility, or Vision 
Care Services, to a VSP Patient, and who is, and remains, VSP-credentialed to render Vision Care 
Services to VSP Patients. 


 
21. “Protected Health Information (PHI)” shall mean information relating to a VSP Patient’s past, 


present, or future health or condition, the provision of health care to a VSP Patient, or payment for 
the provision of health care to a VSP Patient. PHI includes, but is not limited to, VSP Patient name, 
Social Security Number, member ID, service date, diagnosis, and claim information. 


 
22. “Surcharge” shall mean an additional fee charged to a Covered Person for Laser VisionCare 


Services in addition to the Benefit Allowance and Copayment. 
 


23. “Usual and Customary Price” shall mean the amount the Facility charges patients who do not have 
insurance coverage for the Laser VisionCare Services rendered and/or who are not entitled to any 
proportional or other discounts for such Laser VisionCare Services. Any promotional price that is 
extended for more than 30 consecutive days, or is offered for at least 30 days within a 90 day 
period, will be considered the Usual and Customary Price. Any introductory discount price offered 
by a newly established Facility will be considered the Usual and Customary Price after 90 days of 
such offering. 


 
24. “Vision Care Services” shall mean, if applicable, certain eyecare services and materials provided 


by Network Doctor to a VSP Patient. Eyecare services shall be provided according to VSP’s 
guidelines, tests, and processes commensurate with immediate or comprehensive levels of 
examination, as set forth in the VSP Provider Reference Manual, and within the doctor’s scope of 
licensure.  
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25. “VSP” shall mean Vision Service Plan, a not-for-profit corporation, including its subsidiaries and 
affiliates. 


 
26. “VSP Laser VisionCare Facility Manual” shall mean a manual in hardcopy form including any 


changes or amendments thereto, containing information regarding VSP’s Laser VisionCare 
Services plans, programs, policies, and the administrative duties and responsibilities of the Facility 
and a Laser VisionCare Surgeon during the term of the Agreement.  


 
27. “VSP Patient” shall mean a Covered Person who obtains Laser VisionCare Services from a Laser 


VisionCare Surgeon or Laser VisionCare Primary Eyecare Provider. 
 
B. OBLIGATIONS OF LASER VISIONCARE FACILITY 
 
Facility understands and agrees to each and all of the following: 
 
1. Ownership and Operation of the Facility.  
 


a. Independent Eyecare Professionals. VSP was founded on the belief that patients’ interests are best 
served by the independent eyecare professional, which is the cornerstone of VSP’s operational 
philosophy. Facility shall use best efforts to comply with VSP’s philosophy. 


 
b. Facility Operation. To maintain and operate each Laser VisionCare Facility as a clinical laser 


vision care facility and for no other purpose. At all times, Facility shall maintain appropriate State 
licensure, in good standing, of each Laser VisionCare Facility as required. In the event Facility 
learns that the required license of a Facility is not in good standing, including, but not limited to, 
termination, probation, sanction, etc., Facility shall immediately notify VSP of such condition. The 
failure to maintain appropriate licensure or the failure to notify shall justify immediate termination 
of this Agreement, as well as VSP’s Agreements with all of Facility’s Laser VisionCare Surgeons. 


 
c. Authorized Business Contact. To designate and provide to VSP, the name of one individual 


authorized to act for and on behalf of Facility (“Authorized Business Contact”) in connection with 
all matters involving all administrative and other requirements under this Agreement. Such 
individual must be clearly identified, with appropriate contact information, on the attached form 
hereto, entitled “Laser VisionCare Program Credentialing Application.” Facility agrees to be bound 
by any agreements and/or representations made by the Authorized Business Contact. Facility must 
notify VSP at least 30 days in advance of changing the Authorized Business Contact. Facility 
warrants and represents that it is authorized to enter into this Agreement and that its participation 
in/under this Agreement will not violate any laws, rules, and/or regulations to which it is subject. 


 
d. Complete Laser VisionCare Services. To provide only Laser VisionCare Services to Covered 


Persons through VSP-approved Laser VisionCare Surgeons and Primary Eyecare Providers at an 
approved Laser VisionCare Facility, or at the Laser VisionCare Primary Eyecare Provider’s private 
office. 


 
e. Credentialing Verification. To verify that each Laser VisionCare Surgeon and Laser VisionCare 


Primary Eyecare Provider affiliated with Facility has (i) been approved by VSP’s Credentialing 
Committee, and (ii) has executed a Laser VisionCare Surgeon Agreement and/or a VSP Network 
Doctor Agreement, as required by VSP. Facility shall ensure (i) familiarization, by all Laser 
VisionCare Surgeons affiliated with the Facility, with the provisions of the Laser VisionCare 
Surgeon Agreement, and (ii) that such Laser VisionCare Surgeons practice in conformity 
therewith, in the delivery of Laser VisionCare Services to Covered Persons at the Facility. 


4 of 14 
Confidential and Proprietary 


Laser VisionCare Facility Agreement    03/12 







Additionally, each Laser VisionCare Surgeon shall be required to (i) timely submit all required 
credentialing documents and information to VSP, as required by VSP, (ii) obtain requisite approval 
of the VSP Credentialing Committee and (iii) enter into a VSP Laser VisionCare Surgeon 
Agreement. 


 
f. Office Hours. To maintain office hours that will enable Facility to adequately provide Laser 


VisionCare Services to each Enrollee. Facility shall be responsible for securing any agreement(s) 
necessary to provide coverage for the medical facility to be available to provide Emergency 
Services or other services to Enrollees in accordance with the terms and conditions of this 
Agreement.  


 
g. Credentialing Requirement. Any doctor, regardless of the number of hours he/she routinely works 


per week in a Qualified Office Location, is prohibited from providing Laser VisionCare Services as 
a Network Doctor or otherwise to any VSP patient unless he/she is credentialed by VSP or is 
granted VSP doctor network participation, respectively. Laser VisionCare Facility must ensure that 
all doctors employed or engaged to provide Laser VisionCare Services to any VSP patient are and 
remain credentialed by VSP. 


 
2. Material Events. To provide VSP with a complete listing, including name, address, phone number, 


Social Security number, NPI, and Federal Tax Identification Number, of each ophthalmologist and 
optometrist affiliated with, trained, and/or credentialed by, Facility, and who may/will provide Laser 
VisionCare Services to Covered Persons. Facility shall notify VSP, in writing, as soon as reasonably 
possible of any proposed change, but not more than 30 days following any actual change of address, 
addition or closure of office locations, or the addition or severance of any Facility-affiliated Laser 
VisionCare Surgeon(s) and/or Laser VisionCare Primary Eyecare Provider(s), and/or any activity or 
event that may constitute an actual or perceived conflict of interest with VSP or VSP doctor network 
participation. Any non-VSP approved change or condition of/to any of the foregoing, or the 
determination by VSP that any act of moral turpitude, professional misconduct, criminal, or civil 
wrongdoing has occurred which is or may be detrimental to VSP, its plans, VSP Patients, and/or any 
other patients of Laser VisionCare Surgeon, as determined by VSP, shall render this Agreement 
immediately void. Facility further agrees to immediately notify VSP of the revocation, suspension, 
restriction, limitation, and/or imposition of any probationary or limiting terms against/regarding the 
licensure of Laser VisionCare Surgeon, as well as any condition or event affecting the ability of or 
limitation on Laser VisionCare Surgeon to practice ophthalmology to the full scope of his/her 
licensure. The occurrence of any of the events enumerated in this paragraph may, in VSP’s sole 
discretion, result in the immediate termination of this Agreement. 


 
3. Relationship to Enrollee/Client. 
 


a. Inducement. Not to offer or provide, or use others to offer or provide, any consideration or other 
inducement to any Client and/or Enrollee to encourage the obtaining of Laser VisionCare Services 
or Vision Care Services from Facility, its Laser VisionCare Surgeon(s), and/or Laser VisionCare 
Primary Eyecare Provider(s). Further, Facility shall not permit its name or the name of any of its 
Laser VisionCare Surgeon(s) or Laser VisionCare Primary Eyecare Provider(s) to be used in any 
mailing or other solicitation of Enrollees, except in the Laser VisionCare Program Directory and/or 
as specifically authorized by VSP in writing. 


 
b. Discrimination. To see any Enrollee, without discriminating on the basis of race, color, creed, 


ancestry, national origin, gender, age, religion, marital status, sexual orientation, health status, 
physical or mental disability, health insurance, or any VSP program defined herein as Covered 
Services, in accordance with the requirements set forth in the VSP Laser VisionCare Facility 
Manual. 
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c. Industry Standards. That except in an emergency, to render Covered Services to any Enrollee, only 
following receipt of appropriate authorization to provide such Covered Services has been obtained 
from VSP, in a manner consistent with recognized industry standards of care, and provide 
documentation as set forth in the VSP Laser VisionCare Facility Manual. 


 
d. Courtesy and Service. In providing Laser VisionCare Services to Covered Persons, Facility, 


including its Laser VisionCare Surgeons and Laser VisionCare Primary Eyecare Provider(s), shall 
conduct themselves in conformity with, and subject to, VSP’s Laser VisionCare Surgeon 
Agreement and the VSP Network Doctor Agreement, as well as the rules, policies, and procedures 
of VSP which are contained in the Laser VisionCare Facility Requirements. The Laser VisionCare 
Surgeon Agreement and the Laser VisionCare Facility Requirements are attached and incorporated 
herein for reference. Facility further agrees, in consideration of Facility’s limited participation in 
the VSP network, that all persons employed by or affiliated with Facility will conduct 
himself/herself in a manner that is supportive of VSP, each Client, and every Enrollee, and to avoid 
actual or perceived conflicts of interest with VSP or VSP doctor network participation. If at any 
time, Facility, including its employees and affiliated persons, fails to serve any Enrollee in a 
courteous manner, demonstrates any unwillingness or inability to work cooperatively for the best 
interests of VSP or its plans, enters into an actual or perceived conflict of interest to the interests of 
VSP or VSP doctor network participation, and/or fails, in VSP’s determination, to provide 
adequate standard of care, Facility’s limited participation in the VSP network will be subject to 
immediate termination. 


 
e. Procedures and Tests. To keep complete and accurate written records of all tests and procedures 


provided, which shall remain confidential, in compliance with applicable State and Federal law, 
and make them timely available to VSP, in the event VSP desires to audit or review such records 
and documents. Facility agrees to certify the accuracy, completeness, and truthfulness of the data 
contained in all claims and information submitted to VSP, which shall include Eye Health 
Management condition information. VSP shall have the right to deny payment, withhold payment, 
and/or to make deductions from future payments to Facility as a result of Facility’s failure to 
follow VSP prescribed billing procedures. 


 
f. Copayment and Fees. To collect any applicable Copayment and any and all other fees for Laser 


VisionCare Services which are not Covered Services. Facility further agrees not to impose any 
surcharge on VSP Patients for Covered Services. Upon request, Facility shall report to VSP, in 
writing, all Copayments, surcharges, and/or other fees paid by VSP Patient(s) directly to facility for 
services that are not considered to be Covered Services.  


 
g. Fee Payment. To be compensated in accordance with the Schedule of Compensation. Facility shall 


collect from Covered Person any amounts identified by VSP as the financial responsibility of 
Covered Person, and shall not look to such Covered Person for the Benefit Allowance owed to 
Facility by VSP for the provision of Laser VisionCare Services. It is understood and agreed that the 
Benefit Allowance owed to Facility by VSP, and any Copayment(s) owed to Facility by Covered 
Person, may vary in proportion and exist in different combinations depending on Enrollee’s Benefit 
Allowance. Information on the Benefit Allowance that applies to a particular Covered Person may 
be obtained by accessing VSP’s internet systems or by calling VSP’s Customer Service 
Department. If a Covered Person is charged an amount higher than the Global Fee as defined in the 
Schedule of Compensation, the Facility must reimburse the Covered Person for the difference 
between the amount paid by Covered Person and the Global Fee within seven days of notification 
of the overpayment. If the Facility fails to so reimburse the Covered Person within seven days, the 
Facility will be liable for up to three times the difference and this Agreement will be subject to 
immediate termination.  
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h. Designated Agent. That Facility, through a designated agent of Facility (“Designated Agent”), shall 
be responsible for payment to and reporting of all compensation to Laser VisionCare Surgeons and 
Laser VisionCare Primary Eyecare Providers for professional services rendered pursuant to this 
Agreement. Designated Agent shall compensate the Laser VisionCare Surgeon and Laser 
VisionCare Primary Eyecare Provider in a consistent and fair manner from amounts paid to 
Facility. Furthermore, Designated Agent shall reimburse ophthalmologists and optometrists 
performing as Laser VisionCare Primary Eyecare Providers at the same professional services rate, 
without discrimination toward licensure and as specified in the Schedule of Compensation. Facility 
shall notify VSP of a change in reimbursement to Laser VisionCare Surgeons and Laser 
VisionCare Primary Eyecare Providers within 30 days of the effective date of the change. 


 


i. Hold Harmless. Neither Facility, nor any permitted agent, trustee, and/or assignee of Facility may 
initiate or maintain any action at law against a VSP Patient for sums owed to Facility by VSP, even 
in the event VSP fails for any reason to pay for the service(s) set forth in the Contract. Facility, its 
agents, trustees, and assignees are prohibited from making or charging Surcharges for Laser 
VisionCare Services and whenever VSP receives notice of any such Surcharge it will take 
appropriate action. This hold harmless provision shall survive the expiration or termination of this 
Agreement. 


 


4. Services Subject to Review. The services of Facility, Laser VisionCare Surgeons, and Primary 
Eyecare Providers, including Laser VisionCare Services, and Preoperative and Postoperative Services, 
provided to any VSP Patient will be subject to review or audit. Facility shall fully cooperate with VSP 
review or audit activities/processes, including, but not limited to, in-office audits or inspections, 
business audits, special investigation audits, medical record reviews, and/or similar VSP investigative 
or quality assurance efforts. Facility shall reimburse VSP in a timely manner for its reasonable out-of-
pocket expenses and costs incurred in such audit(s)/inspection(s). Facility agrees to cooperate with, 
abide by, and adhere to, all rulings of any VSP quality assurance or peer review committee. All 
records, data, and information acquired by or prepared for any VSP quality assurance or peer review 
committee shall be held in confidence, except to the extent necessary to carry out the purposes of such 
review activities, and shall not be subject to subpoena or discovery, which limitations shall survive the 
expiration or termination of this Agreement. Facility further agrees that upon request, Facility will 
timely furnish case records to VSP of any or all Enrollees for whom claims have been submitted, and 
that VSP may use any information so obtained for statistical, actuarial, scientific, peer review, or other 
reasonable purposes, including applicable state and federal law requirements, provided that no 
professional confidence shall be breached thereby. Facility also agrees that utilization and claims 
information may be released to MCOs and peer review groups. The confidentiality of VSP Patient 
medical information shall not be compromised. 


 


5. Malpractice Liability. Nothing contained herein shall interfere with the ordinary relationship that 
exists between Facility, Laser VisionCare Surgeon and/or Primary Eyecare Provider, and any VSP 
Patient, including the liability for malpractice. Facility covenants and agrees that it will not undertake 
any actions to interfere with the ordinary relationship that exists between the Laser VisionCare Surgeon 
and/or Laser VisionCare Primary Eyecare Provider and any VSP Patient, and will not attempt in any 
manner to influence the Laser VisionCare Surgeon’s or Laser VisionCare Primary Eyecare Provider’s 
independent professional judgment. Unless expressly limited by applicable state law, Facility shall 
maintain and, upon request, furnish evidence of general liability coverage in an amount not less than 
$1,000,000 throughout the term of this Agreement. Facility shall notify VSP within 10 calendar days of 
any lapse in professional and/or general liability insurance coverage, and shall indemnify and hold VSP 
harmless against any and all liability, damages, or claims it may suffer, including attorney fees and 
costs, that result from the failure of Facility to maintain such insurance coverage and/or the relationship 
between Laser VisionCare Surgeon and/or Laser VisionCare Primary Eyecare Provider and VSP 
Patient. 
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6. Misleading Information; Billing/Payment Disputes.  
 


a. Misleading or False Information. The provision of any misleading or false information to VSP, as 
determined by VSP, including, but not limited to, information regarding claims, services provided, 
treating doctor, VSP Patient(s) treated, premises where treatment was provided, and/or status of 
Facility or the doctor’s licensure, shall be grounds for immediate termination of this Agreement. 


 
b. Dispute of Services/Materials/Payment. In the event of any dispute(s) as to services and/or 


payment for same, concerning an Enrollee and/or VSP, VSP is authorized to withhold and set-aside 
any disputed sums in trust, and the facts of such dispute shall be submitted to the VSP Board of 
Directors, or any Committee duly appointed thereby, and the decision of the Board or duly 
appointed Committee shall be final and binding, and any money found owing to VSP by reason of 
such dispute may be applied from funds held and/or deducted from any future payments owed to 
Facility. 


 
7. Medical Information. 
 


a. Patient Records Maintenance. To maintain all VSP Patient medical records and all other books and 
records relating to Laser VisionCare Services provided to Enrollees in a complete and accurate 
form and containing such information as required by community standards, Contracts, accreditation 
organizations, and/or state and federal law. Upon request and within the time frame requested, 
Facility shall, at no cost, provide to VSP, appropriate State and Federal authorities, and contracting 
MCOs access to or copies of all Enrollee medical records and other records relating to the 
provision of Laser VisionCare Services for purposes of quality assurance, case management, and 
utilization review or audit; credentialing and peer review; claims processing, verification and 
payment review or audit; Enrollee grievance and appeal resolution; and other activities reasonably 
necessary for compliance with the standards of accreditation organizations and the requirements of 
state and federal law. Facility agrees to make internal practices, books, and records relating to the 
use and/or disclosure of PHI available to VSP, or at the request of the Secretary of the Department 
of Health and Human Services, in the time and manner designated by VSP or the Secretary, for 
purposes of determining VSP’s compliance with its requirements under the Health Insurance 
Portability and Accountability Act (HIPAA). 


 
b. Records Use/Disclosure. To use and disclose VSP Patient records and PHI only in accordance with 


the terms of this Agreement and applicable state and federal law. 
 
c. Access to Records. To have ready access to and availability of VSP Patient records, and will 


provide Enrollees with timely access to their records and information on request. All records 
relating to the provision of Laser VisionCare Services shall be retained by Facility as required by 
state or federal law. This obligation shall not cease upon expiration or termination of this 
Agreement, by rescission or otherwise. Facility information provided to VSP may be furnished to a 
third party who has contracted with VSP for the purpose of providing additional care to Enrollees. 


 
 


d. Individual Rights. To implement the processes necessary to support individual rights, as identified 
in 45 CFR part 164, including the right to 1) receive Notice of Privacy Practices, 2) request access 
to PHI, 3) request restriction on use and disclosure of PHI, 4) request amendment of PHI, 5) 
request confidential communications of PHI, and 6) file a complaint about office privacy practices. 


 
8. Expiration/Termination. 
 


a. Automatic Expiration. This Agreement shall automatically expire without further requirement, on 
the earlier of (i) three years from the Effective Date, (ii) the VSP recredentialing date, or (iii) 
Facility’s failure/inability to be or remain VSP credentialed, unless earlier terminated by either 
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party as provided in this Agreement. Except as set forth herein otherwise, on expiration hereof, this 
Agreement shall be of no force and effect and a facility shall no longer be considered a VSP-
approved Laser VisionCare Facility. Prior to expiration, Facility may request and be considered by 
VSP for grant and approval of a new Agreement for a limited term between the parties. Under no 
circumstances shall VSP be required to offer, extend, and/or grant any agreement for a new term 
and/or continuation of VSP doctor network participation to any Laser VisionCare Facility. 


 
b. Early Termination. Either party may terminate this Agreement by giving the other party at least 90 


days prior written notice. VSP may also terminate this Agreement immediately if Facility (i) fails 
to comply with any term and/or condition of this Agreement, or (ii) has engaged/engages in any act 
of moral turpitude, professional misconduct, criminal or civil wrongdoing which, in VSP’s sole 
discretion, is or may be detrimental to VSP, its plans, and/or VSP Patients. Until such termination 
is final, Facility will continue to perform service in conformity with this Agreement. 


 
c. Affiliation After Expiration/Termination. In the event of the expiration or termination of this 


Agreement by either party, Facility is prohibited from making any representation of being affiliated 
with VSP in any manner. Facility’s name, including that of any of its affiliated Laser VisionCare 
Surgeons and Laser VisionCare Primary Eyecare Providers, will continue to appear on the Laser 
VisionCare Program Directory only until the next update, at which time it will be removed. As 
Enrollees schedule appointments, Facility agrees to promptly advise Enrollees that Facility can no 
longer provide Laser VisionCare Services to Enrollee, nor will the Enrollee be liable for payment 
of any charges incurred without the Enrollee’s prior knowledge of this fact. This provision shall 
survive the expiration or termination of this Agreement. 


 
9. Fair Hearing Policy/Binding Arbitration.  
 


a. Fair Hearing. In the event of a dispute as to VSP’s imposition of any applicable disciplinary action 
against Facility, Facility, for himself/herself and on behalf of any derivative associate doctor(s), 
may appeal such action in accordance with the provisions and requirements, including the payment 
of fees and costs, set forth in the VSP Peer Review Plan and Fair Hearing Policy, as may be 
amended or replaced from time to time, and incorporated herein by reference (the “Fair Hearing 
Procedure”).  


 
b. Binding Arbitration. If the above process does not resolve the dispute, then, unless expressly 


disallowed by state law, the dissatisfied party may request final determination and resolution of the 
matter by mandatory binding arbitration, pursuant to the Federal Arbitration Act, 9 U.S.C. Chp. 1-
3, in accordance with the Fair Hearing Procedure. This mechanism, the initial costs of which shall 
be shared equally by the parties, shall be the sole method, in lieu of a jury or court trial, of 
resolving any permissible dispute that may arise between Facility and VSP. Any such arbitration 
shall (i) take place in Sacramento, California and (ii) be administered by a mutually agreeable 
arbitrator, selected from a closed list of neutral-qualified and readily available arbitrators 
maintained by VSP, who may, in the arbitration award, allocate among or between the parties, all 
or part of the costs of arbitration, including the fees and costs of the arbitrator, including any legal 
counsel to the arbitrator, and the reasonable attorney’s fees and costs of the prevailing party. To the 
extent allowable so as not to invalidate application of the Federal Arbitration Act, this Agreement 
shall be governed by the laws of the state of California.     
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10. Compliance with VSP Policies.  
 


a. VSP Requirements. To comply, at all times during the term of this Agreement, with all VSP 
policies, rules, procedures, and guidelines, including eye health management (providing accurate 
patient conditions on claim submissions), utilization management, quality management, and 
credentialing requirements; and to cooperate in the timely investigation into and resolution of any 
Enrollee grievance procedures involving Facility. Facility’s participation in the VSP network shall 
be subject to immediate termination dependent on (i) the failure/inability to be credentialed or meet 
all VSP credentialing requirements, (ii) the occurrence of any material event set forth above in 
Section B, Paragraph 2, and/or (iii) VSP’s evaluation and determination as to the number, nature, 
and severity of any malpractice claim(s) or quality of care issue(s), as determined by VSP’s 
credentialing or peer review committee.   


 
b. Coordination of Benefits. To cooperate and share written records of all tests and procedures with 


the Laser VisionCare Primary Eyecare Provider and VSP, in the monitoring, coordination, and 
management of the VSP Patient’s overall eyecare, if applicable. Facility shall promptly furnish a 
complete written report to the Laser VisionCare Primary Eyecare Provider describing the services 
rendered. The report will be released to VSP upon receipt of appropriate consent. 


 
c. Primary Eyecare Providers. To encourage and promote the use of Network Doctors as Laser 


VisionCare Primary Eyecare Providers in the provision of Laser VisionCare Services to VSP 
Patients. Facility shall provide training as reasonably necessary, and preoperative/postoperative 
privileges to any and all interested Network Doctors, who meet Facility’s 
preoperative/postoperative criteria. Facility agrees to timely provide VSP with detailed-requested 
information regarding Preoperative/Postoperative Services provided to Covered Persons. 
Information shall include, but not limited to, the following: patient name, date of service, type of 
surgery, name of Laser VisionCare Primary Eyecare Provider, name of Laser VisionCare Surgeon, 
Usual and Customary Price, total amount paid by VSP Patient, and total amount paid to Laser 
VisionCare Primary Eyecare Provider for Preoperative/Postoperative Services. 


 
11. Compliance with Laws. 
 


a. State/Federal Laws. To comply with all state and federal laws, including applicable Medicare 
Laws, rules, and CMS instructions, pertaining to Facility. Facility agrees to indemnify and hold 
harmless VSP, including its directors, officers, employees, representatives, and agents from and 
against any and all liability, damages, and/or claims it may suffer, including attorney fees and 
costs, resulting from the failure of Facility, including any of its directors, officers, employees, 
representatives and agents, or Laser VisionCare Surgeon(s) and Laser VisionCare Primary Eyecare 
Provider(s) (i) in performing any of its/their activities, duties, and/or responsibilities set forth 
herein, including, but not limited to, the provision of Laser VisionCare Services to Covered 
Persons by Laser VisionCare Surgeons and/or Laser VisionCare Primary Eyecare Providers and/or 
(ii) to comply with state and/or federal laws.  


 
b. Request for Assistance. To not seek any legal or business advice, assistance, and/or guidance from 


VSP regarding its compliance with state and/or federal laws, and/or this Agreement. Facility shall 
not rely on any voluntary assistance given by VSP, which shall be without recourse or liability, and 
shall not constitute a disclaimer or waiver of the preceding sentence. 


 
c. Electronic Communication. To receive business related information and surveys from VSP, 


including its subsidiaries and affiliates, by electronic or any other reasonable form of transmission.  
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12. Release. That VSP and its affiliates and subsidiaries, including its/their directors, officers, employees, 
agents, representatives, trustees, and shareholders (if any), is/are specifically released from any and all 
liability, including, but not limited to, actions/inactions taken in good faith, in the furtherance of quality 
health care, enforcement of the terms and conditions of this Agreement, and/or for errors or omissions 
in the preparation and/or dissemination of the Laser VisionCare Program Directory or other 
information regarding VSP and its doctor network. 


 
13. Confidential Information; VSP Intellectual Property.  
 


a. Non-Disclosure of Information. To not disclose to any third party, directly or indirectly, or use in 
any way that is adverse to VSP's best interests, Confidential Information that Facility has been 
provided with, or given access to, by VSP. Such disclosure, as determined by VSP, shall result in 
the immediate termination of this Agreement. Facility shall indemnify VSP against all liability, 
damages, and loss, including attorney's fees and costs, arising from the breach hereof or arising 
from VSP's enforcement of this provision. Facility shall promptly notify VSP of any inquiry or 
legal proceedings seeking disclosure of Confidential Information. This provision shall survive the 
expiration or termination of this Agreement. 


 
b. Limited Use License. The registered marks, “VSP” and “Vision Service Plan,” and other marks 


that VSP may register from time to time, as well as the VSP logo(s), are, and shall remain, 
exclusively owned by VSP. Facility may be granted a limited and revocable license to use the mark 
“VSP” and the registered VSP logo(s) in accordance with the guidelines set forth in the VSP Laser 
VisionCare Facility Manual, and upon VSP’s receipt and grant, in its sole discretion, of a Limited 
License Agreement, in form provided, executed by Facility. No license will be granted to use the 
mark, “Vision Service Plan.” In the event a limited license is not offered and granted, or is revoked, 
by VSP, Facility is prohibited from any use of VSP marks and/or logo(s), or any variation thereof, 
in any advertising of any kind or nature, other than as specifically authorized by VSP, including 
window decals and in-office signage provided to Facility directly by VSP. 


 
C. OBLIGATIONS OF VSP 
 
VSP understands and agrees to each and all of the following: 
 
1. VSP Laser VisionCare Facility Manual. To provide Facility with, or access to, a VSP Laser 


VisionCare Facility Manual and timely updates thereto. 
 
2. Confidential Information. To maintain to the extent possible the confidentiality of the personal and 


professional information of Facility provided to VSP, or its authorized agent, for credentialing 
purposes, subject to the terms of this Agreement and any applicable state or federal laws. 


 
3. Enrollee Eligibility. To provide sufficient mechanisms that allow Facility to verify Enrollee eligibility 


for Laser VisionCare Services. 
 
 


4. Payment.  
 
a. Compensation for Services. To pay Facility for Covered Services provided to a VSP Patient in 


accordance with the compensation specified in the Schedule of Compensation. 
 
b. Timeliness of Payment. To pay Facility no later than the end of each month for each Clean Claim 


received by VSP prior to the Cut-Off Date for that month. 
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5. Notification. To notify Facility if information obtained by VSP, or its authorized agent, during the 
credentialing process varies substantially from the information provided by Facility. VSP agrees to 
permit Facility to review and correct this information in a timely manner. 


 
 


6. Due Process. To comply with applicable due process requirements set forth in the Fair Hearing 
Procedure and VSP processes, as may be amended or replaced from time to time. 


 
7. Liability for Covered Services. Notwithstanding anything to the contrary herein, that VSP shall 


remain liable to Facility for the Benefit Allowance associated with Laser VisionCare Services rendered 
to any VSP Patient who is under the care of Facility at the time of termination of this Agreement. VSP 
also agrees to permit Facility to continue providing any VSP Patient with such Laser VisionCare 
Services currently in process until such Laser VisionCare Services are complete, or until VSP makes 
reasonable and appropriate provision for the Laser VisionCare Services to be provided by another 
authorized Laser VisionCare Facility. This provision shall survive the expiration or termination of this 
Agreement. 


 
8. No Prohibition on Communication. Not to prohibit Facility from communicating to VSP any 


disagreement Facility may have with VSP’s decision to deny or limit benefits to a VSP Patient. VSP 
agrees not to terminate this Agreement merely because Facility discusses with a current, former, or 
prospective VSP Patient any aspect of the VSP Patient’s medical condition, any proposed treatments or 
treatment alternatives, whether covered by VSP or not, policy provisions of a plan, or because of 
Facility’s, including the personal recommendation of any Laser Vision Care Surgeon or Laser 
VisionCare Primary Eyecare Provider, regarding selection of a health plan based on Facility’s, 
knowledge, including that of any Laser Vision Care Surgeon or Laser VisionCare Primary Eyecare 
Provider, of the health needs of such VSP Patient. 


 
9. Continuing Network Participation. Under no circumstances shall VSP be required to offer, extend, 


and/or grant any agreement for a new term and/or continuation of VSP doctor network participation to 
any Laser VisionCare Facility. 


 
10. Compliance with Laws. To comply with all applicable state and federal laws pertaining to VSP. 
 
D. MISCELLANEOUS  
 
Facility and VSP each understand and agree to each and all of the following: 
 
1. No Relationship. Nothing in this Agreement shall be construed to make the Facility, including of any 


Laser Vision Care Surgeon or Laser VisionCare Primary Eyecare Provider, an employee, agent, 
partner, or joint venturer of VSP.  


 
2. No Assignment/No Third Party Rights. Facility may not assign its rights and/or obligations under 


this Agreement to any party and/or entity for any purposes. No third party, including Network Doctor’s 
professional or business entity, shall have any rights whatsoever because of this Agreement. 


 
3. Non-Enforcement. A party’s non-enforcement of any right under this Agreement shall not constitute a 


waiver of its right to subsequently enforce such right(s) and/or to require strict compliance of the other 
with the terms of this Agreement. 


 
4. Entire Agreement. This document, including the VSP Laser VisionCare Facility Manual, Laser 


VisionCare Facility Requirements, Schedule of Compensation, and Fair Hearing Procedure, together 
with all amendments, addenda, and/or replacements to/of any and all such documents that may be duly 
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adopted by VSP from time to time, incorporated herein by reference, shall constitute the entire 
Agreement between the parties. This document supersedes, extinguishes, and replaces any and all prior 
or contemporaneous discussions, negotiations, understandings, communications, agreements, and/or 
contracts between Facility and VSP. Rights granted to Facility herein shall not be considered to be a 
property right and any such potential claim is waived.  


 
5. Headings. The headings and captions herein are for reference purposes only and shall not be 


considered in construing this Agreement. 
 
6. Interpretation. Any rule of law or legal decision that might require interpretation of any provision or 


claimed ambiguity in this Agreement against the drafting party has no application, and is expressly 
waived. If any provision of this Agreement is held by a court of competent jurisdiction to be invalid, 
void, or unenforceable, the remaining provisions will continue in full force and effect without being 
impaired or invalidated in any way. 


 
7. Amendment/No Modification and Waiver. Except as provided herein, this Agreement may be 


amended only by a writing that refers to this Agreement and is signed by an authorized representative 
of each party, and cannot otherwise be modified, amended, and/or changed in any respect, orally or by 
the conduct of the parties.  


 
8. Attorneys’ Fees. If an attorney is required by a party to secure performance upon the breach and/or 


default of the other, or if any judicial remedy or arbitration is necessary to enforce and/or interpret any 
provision of this Agreement, the prevailing party shall be entitled to reasonable attorney’s fees, expert 
witness fees, prejudgment, or other interest, costs and expenses, in addition to any other relief to which 
a party may be entitled. 


 
9. Force Majeure. Neither party shall be liable for breach of this Agreement, if due to delay or 


nonperformance of an obligation hereunder, caused by an event beyond the reasonable control of and 
not caused by that party. Such events shall include, without limitation, storms, floods, other acts of 
nature, fires, explosions, riots, war or civil disturbance, strikes or other labor unrests, nonperformance 
by third party providers of utility services, embargos, delays in transportation, and other governmental 
actions or regulations which would prohibit either party from performance of their obligations 
hereunder. Notwithstanding, the excused party shall use best efforts to alleviate the consequences of the 
event. If the event continues to prevent the performance of a material service hereunder for more than 
30 calendar days, either party shall have the right to terminate this Agreement upon providing the other 
party 10 business days prior written notice. 


 
 


10. Applicable Law. To the extent allowable so as not to invalidate application of the Federal Arbitration 
Act, this Agreement shall be governed by the laws of the state of California.   
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IN WITNESS WHEREOF, the undersigned have executed this Application and Agreement as written 
below. 
 
       Cheryl Johnson, Vice President Provider Services 
Laser VisionCare Facility (Print Name)  VSP (For Internal Use Only) 
  
              
Authorized Signature  Signature 
 
     
Date   
  
       
Primary Address 
 
       
City, State, Zip 
 
       
Telephone 
 
 


CONTRACT NOT BINDING UNTIL DOCTOR IS 
APPROVED BY VSP CREDENTIALING COMMITTEE  


PLEASE RETAIN A COPY FOR YOUR RECORDS 
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APPLICATION FOR NETWORK PARTICIPATION 
AND VISION SERVICE PLAN®  


LASER VISIONCARESM SURGEON AGREEMENT 
 


APPLICATION 
 
I, the undersigned applicant, a fully licensed ophthalmologist certified by the American Board of 
Ophthalmology (ABO) or the American Osteopathic Board of Ophthalmology and Otorhinolaryngology 
(AOBOO), in good standing in the State(s) of my licensure, with no restrictions, limitations and/or 
probationary terms against my license(s), hereby make application (“Application”) to participate in the 
Vision Service Plan (“VSPP


®”) doctor network as a Laser VisionCare Surgeon. In submitting this 
Application, I certify and agree as follows: 
 
1. This Application, if accepted by VSP, shall become a part of the attached VSP Laser VisionCare 


Surgeon Agreement for participation in the VSP Doctor Network as a Laser VisionCare Surgeon 
between VSP and me as provided herein; 


 
2. As consideration for limited VSP doctor network participation, I have read, understand and agree to be 


bound by every and all of the terms and conditions in this Application as well as those contained in the 
attached VSP Laser VisionCare Surgeon Agreement, including incorporation by reference, the VSP 
Laser VisionCare Facility Manual and Assigned Fee Report, together with all amendments and 
addenda to any and all such documents that may be duly adopted by VSP from time to time 
(collectively the “Agreement”);  


 
3. I now conform to the terms and conditions of the Agreement, the rights and obligations of which, 


subject to VSP approval, will commence on the “Effective Date” as defined therein, and will remain in 
effect for three years from the Effective Date, until the expiration or termination of the Laser 
VisionCare Facility Agreement, my VSP recredentialing date, or until my failure/inability to be or 
remain credentialed by VSP, whichever comes first, unless earlier terminated by either party as 
provided in this Agreement. I understand and agree that VSP’s grant of limited doctor network 
participation to me is derivative and contingent upon, and subject to, the continuing participation of the 
Laser VisionCare Facility (“Facility”) or Facilities to which I am affiliated. If the contract between 
VSP and a Facility terminates for any reason, my limited VSP doctor network participation will be 
automatically terminated as to that Facility without further requirement. It is also understood that 
should I cease affiliation with a Facility, the Agreement will automatically terminate as to that Facility 
without further requirement; 


 
4. VSP enters into limited term contracts with individual qualified doctors and not practices or other 


entities. The responsibility rests with me to establish, maintain and timely provide necessary evidence, 
as determined by VSP, that I, in fact and at all times, comply with any and all Laser VisionCare 
Surgeon participation requirements established by VSP; 


 
5. Any and all information, provided by me, or on my behalf, now or in the future to VSP via hardcopy or 


in electronic format, is true, complete, and correct; and 
 
6. Any execution to this Agreement will be deemed an original signature, and may be executed in 


counterparts. Copies of the fully executed form of this Agreement shall be deemed to be originals, and 
copies of affixed signatures shall be deemed as if they were original signatures, which shall be binding 
upon the parties hereto. 


 
NOT VALID UNTIL FULLY SIGNED BY ALL PARTIES.
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VSP LASER VISIONCARESM SURGEON AGREEMENT 
 


A. DEFINITIONS 
 


1. “Benefit Allowance” refers to that portion of the charges for Laser VisionCare Services which is 
payable by VSP to Facility, as set forth in the Contract under which the Covered Person is enrolled. 


 
2. “Clean Claim” shall mean a completed claim with sufficient and necessary documentation 


submitted by Facility, for itself and/or on my behalf, as set forth in the VSP Laser VisionCare 
Facility Manual, for VSP to accurately evaluate and pay the claim submitted. 


 
3. “Client” shall mean an employer group, MCO or other payer who has entered into a Contract with 


VSP for the provision of Laser VisionCare Services. 
 


4. “Confidential Information” shall mean confidential and/or proprietary information and systems, or 
access thereto, which is unique, valuable and private concerning Enrollees and/or VSP, the 
disclosure of which would cause irreparable injury to VSP. 


 
5. “Contract” shall mean a written agreement entered into between VSP and a Client pursuant to 


which VSP is obligated to provide Laser VisionCare Services to Enrollees and to pay facility up to 
the Benefit Allowance for providing Laser VisionCare Services to Enrollees. 


 
6. “Copayment” shall mean those charges for Laser VisionCare Services that may be collected 


directly from the Covered Person for Covered Services by Facility. 
 


7. “Covered Person” shall mean any Enrollee who is entitled to receive Laser VisionCare Services 
under a Contract administered by VSP. 


 
8. “Covered Services” shall mean those Laser VisionCare services which VSP is obligated to provide 


under the terms of a Contract that VSP has entered into with a Client and which are (i) identified as 
Covered Services in the VSP Laser VisionCare Facility Manual or (ii) are not listed as being “Not 
Covered” in the VSP Patient’s Schedule of Benefits or Additional Benefit Rider. 


 
9. “Cut-Off Date” shall mean the last day of Clean Claims processing prior to the close of the 


payment cycle, as set forth in the VSP Laser VisionCare Facility Manual.  
 


10. “Effective Date” shall mean the date upon which VSP shall have executed this Agreement, 
containing the affixed signature of an ophthalmologist, as shown on the signature page hereof. 


 
11. “Emergency Services” shall mean services required to evaluate or stabilize a condition to which a 


reasonable person could expect in the absence of immediate medical attention to result in serious 
jeopardy to the health of the Enrollee, serious impairment to bodily functions or serious 
dysfunction of any bodily organ or part thereof. 


 
12. “Enrollee” shall mean an individual entitled to, and/or the recipient of, Vision Care Services 


pursuant to a Contract between VSP and a Client. 
 


13. “Laser VisionCare Facility” or “Facility” shall mean any VSP-approved physical clinical facility at 
which Laser VisionCare Services are provided by Facility to Covered Persons. 
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14. “Laser VisionCare Primary Eyecare Provider” shall mean a VSP Network Doctor who has been 
properly trained to provide Preoperative and Postoperative Services to Covered Persons, and is an 
approved VSP Network Doctor affiliated with Facility. 


 
15. “Laser VisionCare Services” shall mean all Preoperative and Postoperative care and surgical 


services associated with covered laser vision correction procedures provided at the Facility.  
 


16. “Laser VisionCare Surgeon” shall mean any ophthalmologist duly licensed by the Medical Board 
of the State of his/her licensure, who is authorized by the Facility to provide Laser VisionCare 
Services at the Facility, and has (i) complied with all VSP credentialing requirements, (ii) executed 
a VSP Laser VisionCare Surgeon Agreement, and (iii) been approved for participation as a VSP 
Network Doctor. 


 
17. “Laser VisionCare Surgeon List” shall mean a printed or electronic listing of the names and 


addresses of all VSP Laser VisionCare Surgeons, within a specific geographic region as prepared 
by VSP. 


 
18. “MCO” shall mean a Managed Care Organization that is in contract with VSP. 


 
19. “Network Doctor” shall mean the optometrist or ophthalmologist who, has entered into, and is 


compliant, while in effect, with, a VSP Network Doctor Agreement to provide Vision Care 
Services to a VSP Patient, or other appropriate agreement with VSP to provide Laser VisionCare 
Services through Facility to a VSP Patient, and who is, and remains, VSP-credentialed to render 
VisionCare Services to VSP Patients. 


 
 


20. “Preoperative and Postoperative Services” shall mean those Laser VisionCare Services that may be 
performed by a optometrist or ophthalmologist who, has entered into, and is compliant with, an 
appropriate agreement with VSP to provide Laser VisionCare Services through Facility, or Vision 
Care Services to a VSP Patient, and who is, and remains, VSP-credentialed to render Vision Care 
Services to VSP Patients. 


 
21. “Protected Health Information (PHI)” shall mean information relating to a VSP Patient’s past, 


present or future health or condition, the provision of health care to a VSP Patient, or payment for 
the provision of health care to a VSP Patient. PHI includes, but is not limited to, VSP Patient name, 
Social Security Number, member ID, service date, diagnosis, and claim information. 


 
22. “Surcharge” shall mean an additional fee charged to a Covered Person for Laser VisionCare 


Services in addition to the Benefit Allowance and Copayment. 
 
23. “Usual and Customary Price” shall mean the amount the facility charges patients who do not have 


insurance coverage for the Laser VisionCare Services rendered and/or who are not entitled to any 
proportional or other discounts for such Laser VisionCare Services. Any promotional price that is 
extended for more than 30 consecutive days, or is offered for at least 30 days within a 90 day 
period, will be considered the Usual and Customary Price. Any introductory discount price offered 
by a newly established Facility will be considered the Usual and Customary Price after 90 days of 
such offering. 


 
24. “Vision Care Services” shall mean, if applicable, certain eyecare services and materials provided 


by Network Doctor to a VSP patient. EyeCare Services shall be provided according to VSP’s 
guidelines, tests and processes commensurate with immediate or comprehensive levels of 
examination, as set forth in the VSP Provider Reference Manual, and within the doctor’s scope of 
licensure. 
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25. “VSP” shall mean Vision Service Plan, a not-for-profit corporation, including its subsidiaries and 
affiliates. 


 
26. “VSP Laser VisionCare Facility Manual” shall mean a manual, either in hardcopy or an electronic 


form (to which Laser VisionCare Surgeon is provided secured access) including any changes or 
amendments thereto, containing information regarding VSP’s Laser VisionCare plans, programs, 
policies and the administrative duties and responsibilities of the Facility and Laser VisionCare 
Surgeon during the term of this Agreement.  


 
27. “VSP Patient” shall mean a Covered Person who obtains Laser VisionCare Services from a Laser 


VisionCare Surgeon or Laser VisionCare Primary Eyecare Provider. 
 
B. OBLIGATIONS OF LASER VISIONCARE SURGEON 
 
Laser VisionCare Surgeon understands and agrees to each and all of the following: 
 
1. Ownership and Operation of the Practice.  
 


a. Independent Eyecare Professionals. VSP was founded on the belief that patients’ interests are best 
served by the independent eyecare professional, which is the cornerstone of VSP’s operational 
philosophy. Laser VisionCare Surgeon shall use best efforts to comply with VSP’s philosophy. 


 
b. Laser VisionCare Facility Agreement. To review and be familiar with, and comply with Laser 


VisionCare Surgeon’s requirements and obligations to Facility under, the requirements of Facility 
under the Laser VisionCare Facility Agreement. The rights of Laser VisionCare Surgeon pursuant 
to this Agreement are derivative of/from, and limited to, the contractual relationship between 
Facility and VSP under the Laser VisionCare Facility Agreement.  


 
c. Complete Laser VisionCare Services. To provide Laser VisionCare Services to Covered Persons 


through and within the Facility.  
 
d. Office Hours. To maintain office hours that enable Laser VisionCare Surgeon to adequately 


provide Laser VisionCare Services to any Enrollee. Laser VisionCare Surgeon shall provide 
accessibility for Emergency Services and have ready access to VSP Patient records 24 hours a day, 
seven days a week, as well as have 24-hour access to instrumentation and materials. The 24-hour 
Enrollee access requirement must include one or more of the following options: (a) answering 
service, (b) on-call service, (c) pager/mobile phone or (d) answering machine message providing 
the Enrollee with instructions on how and where to obtain services from a Laser VisionCare 
Surgeon. Each of these options must allow an Enrollee to leave a message for a return call back. 
All messages received are required to be returned by a Laser VisionCare Surgeon or qualified 
office personnel within one hour. 


 
e. Credentialing Requirement. Any doctor, regardless of the number of hours he/she routinely works 


per week, is prohibited from providing eyecare services as a Network Doctor or otherwise to any 
VSP patient unless he/she is credentialed by VSP or is granted VSP doctor network participation, 
respectively. Laser VisionCare Surgeon must ensure that all doctors employed or engaged to 
provide Laser VisionCare Services to any VSP patient are and remain credentialed by VSP. 


 
2. Material Events. To notify VSP, in writing, as soon as reasonably possible of any proposed change, 


but not more than 30 days following any actual change of address, addition and/or closure of office 
location(s), the addition or severance of any associate doctors and/or any activity or event that may 
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constitute an actual or perceived conflict of interest with VSP or VSP doctor network participation. 
Any non-VSP change or condition of/to any of the foregoing, or the determination by VSP that any act 
of moral turpitude, professional misconduct, criminal or civil wrongdoing has occurred which is or may 
be detrimental to VSP, its plans, VSP Patients and/or any other patients of Laser VisionCare Surgeon, 
as determined by VSP, shall render this Agreement immediately void. Laser VisionCare Surgeon 
further agrees to immediately notify VSP of the revocation, suspension, restriction, limitation and/or 
imposition of any probationary or limiting terms against/regarding the licensure of Laser VisionCare 
Surgeon, as well as any condition or event affecting the ability of or limitation on Laser VisionCare 
Surgeon to practice ophthalmology to the full scope of his/her licensure. The occurrence of any of the 
events enumerated in this paragraph may, in VSP’s sole discretion, result in the immediate termination 
of this Agreement. 


 
3. Relationship to Enrollee/Client. 
  


a. Inducement. Not to offer or provide, or use others to offer or provide, any consideration or other 
inducement to any Client and/or Enrollee to encourage the obtaining of Laser VisionCare Services 
from Laser VisionCare Surgeon. Further, Laser VisionCare Surgeon shall not permit his/her name 
to be used in any mailing or other solicitation of Enrollees, except in the Laser VisionCare Surgeon 
List and/or as specifically authorized by VSP in writing. 


 
b. Discrimination. To see any Enrollee, without discriminating on the basis of race, color, creed, 


ancestry, national origin, gender, age, religion, marital status, sexual orientation, health status, 
physical or mental disability, health insurance, or any VSP program defined herein as Covered 
Services, in accordance with the requirements set forth in the VSP Laser VisionCare Facility 
Manual. 


 
c. Industry Standards. That except in an emergency, to render Covered Services to any Enrollee in a 


manner consistent with recognized industry standards of care, and provide documentation as set 
forth in the VSP Laser VisionCare Facility Manual. 


 
d. Courtesy and Service. To give any Enrollee the same level of courtesy and service that Laser 


VisionCare Surgeon would give to any person who is not an Enrollee. Laser VisionCare Surgeon 
further agrees, in consideration of Laser VisionCare Surgeon’s limited participation in the VSP 
doctor network, to conduct himself/herself in a manner that is supportive of VSP, each Client, and 
every Enrollee, and to avoid actual or perceived conflicts of interest with VSP or VSP doctor 
network participation. If at any time, Laser VisionCare Surgeon fails to serve any Enrollee in a 
courteous manner, demonstrates any unwillingness or inability to work cooperatively for the best 
interests of VSP or its plans, enters into an actual or perceived conflict of interest to the interests of 
VSP or VSP doctor network participation and/or fails, in VSP’s determination, to provide adequate 
standard of care, Laser VisionCare Surgeon’s limited participation in the VSP doctor network will 
be subject to immediate termination. 


 
e. Procedures and Tests. To keep complete and accurate written records of all tests and procedures 


provided, which shall remain confidential, in compliance with applicable State and Federal law, 
and make them timely available to VSP, in the event VSP desires audit or to review such records 
and documents. Laser VisionCare Surgeon’s claims for payment shall be submitted to VSP, which 
shall include Eye Health Management condition information, through Facility. VSP shall have the 
right to deny payment to Facility, withhold payment and/or to make deductions from future 
payments to Laser VisionCare Surgeon as a result of Facility’s failure to follow VSP prescribed 
billing procedures. 
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f. Fee Payment. To not look to the VSP Patient for additional money(ies) owed to Laser VisionCare 
Surgeon for Laser VisionCare Services provided. Compensation to the Laser VisionCare Surgeon 
for Laser VisionCare Services rendered must be obtained from Facility in which Laser VisionCare 
Surgeon is affiliated. Laser VisionCare Surgeon will not receive direct payment from VSP for any 
Laser VisionCare Services rendered.   


 
g. Hold Harmless.  Neither Laser VisionCare Surgeon, nor any permitted agent, trustee and/or 


assignee of Laser VisionCare Surgeon may initiate or maintain any action at law or otherwise 
against VSP or a VSP Patient for sums owed to Facility by VSP, or for sums owed to Laser 
VisionCare Surgeon by Facility. This hold harmless provision shall survive the expiration or 
termination of this Agreement. 


 
h. Additional Services. In the event a VSP Patient wishes to purchase additional Laser VisionCare 


Services beyond those provided by the VSP Laser VisionCare Program, Laser VisionCare Surgeon 
will not charge the VSP Patient more for such services than Laser VisionCare Surgeon normally 
charges a patient who is not a VSP Patient. 


 
i. Surcharges. To not to impose any Surcharge on VSP Patients for Laser VisionCare Services. 


Whenever VSP receives notice of any such Surcharge, VSP shall take appropriate action. Laser 
VisionCare Surgeon will, on request, report to VSP in writing all Surcharges and Copayment 
monies paid by any VSP Patient directly to Laser VisionCare Surgeon. 


 
4. Services Subject to Review. The services of Laser VisionCare Surgeon provided to any VSP Patient 


will be subject to review or audit. Laser VisionCare Surgeon shall fully cooperate with VSP review or 
audit activities/processes, including, but not limited to, in-office audits or inspections, business audits, 
special investigation audits, medical record reviews and/or similar VSP investigative or quality 
assurance efforts. Laser VisionCare Surgeon shall reimburse VSP in a timely manner for its reasonable 
out-of-pocket expenses and costs incurred in such audit(s)/inspection(s). Laser VisionCare Surgeon, as 
applicable, agrees to cooperate with, abide by, and adhere to, all rulings of any VSP quality assurance 
or peer review committee as such matters pertain to Facility or directly to Laser VisionCare Surgeon. 
All records, data and information acquired by or prepared for any VSP quality assurance or peer review 
committee shall be held in confidence, except to the extent necessary to carry out the purposes of such 
review activities, and shall not be subject to subpoena or discovery, which limitations shall survive the 
expiration or termination of this Agreement. Laser VisionCare Surgeon further agrees that upon 
request, Laser VisionCare Surgeon will timely furnish, or cause to be furnished, case records to VSP of 
any or all Enrollees for whom claims have been submitted, and that VSP may use any information so 
obtained for statistical, actuarial, scientific, peer review or other reasonable purposes, including 
applicable state and federal law requirements, provided that no professional confidence shall be 
breached thereby. Laser VisionCare Surgeon also agrees that utilization and claims information may be 
released to MCOs and peer review groups. The confidentiality of VSP Patient medical information 
shall not be compromised. 


 
5. Malpractice Liability. Nothing contained herein shall interfere with the ordinary relationship that 


exists between Laser VisionCare Surgeon and VSP Patient, including the liability for malpractice. 
Unless expressly limited by applicable state law, Laser VisionCare Surgeon shall maintain and upon 
request furnish evidence of professional liability (malpractice) insurance coverage to VSP in an amount 
not less than $1,000,000 per occurrence/$3,000,000 annual aggregate total, throughout the term of this 
Agreement. Laser VisionCare Surgeon, if applicable, shall maintain and upon request furnish evidence 
of general liability coverage in an amount not less than $1,000,000. Laser VisionCare Surgeon shall 
notify VSP within ten calendar days of any lapse in professional or general liability insurance coverage, 
and shall indemnify and hold VSP harmless against any and all liability, damages or claims it may 
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suffer, including attorney fees and costs, that result from the failure of Laser VisionCare Surgeon to 
maintain such insurance coverage and/or the relationship between Laser VisionCare Surgeon and VSP 
Patient. 


 
6. Misleading Information. The provision, directly or indirectly, of any misleading or false information 


to VSP, as determined by VSP, including, but not limited to, information regarding claims, services 
provided, treating doctor, VSP Patient(s) treated, premises where treatment was provided, and/or status 
of licensure, shall be grounds for immediate termination of this Agreement. 


 
7. Medical Information. 
 


a. Patient Records Maintenance. To maintain all VSP Patient medical records and all other books and 
records relating to Laser VisionCare Services provided to Enrollees in a complete and accurate 
form and containing such information as required by community standards, Contracts, accreditation 
organizations and/or state and federal law. Upon request and within the time frame requested, 
Laser VisionCare Surgeon shall, at no cost, directly or indirectly provide to VSP, appropriate State 
and Federal authorities, and contracting MCOs access to or copies of all Enrollee medical records 
and other records relating to the provision of Laser VisionCare Services for purposes of quality 
assurance, case management and utilization review or audit; credentialing and peer review; claims 
processing, verification and payment review or audit; Enrollee grievance and appeal resolution; and 
other activities reasonably necessary for compliance with the standards of accreditation 
organizations and the requirements of state and federal law. Laser VisionCare Surgeon agrees to 
make internal practices, books, and records relating to the use and/or disclosure of PHI available to 
VSP, or at the request of the Secretary of the Department of Health and Human Services, in the 
time and manner designated by VSP or the Secretary, for purposes of determining VSP’s 
compliance with its requirements under the Health Insurance Portability and Accountability Act 
(HIPAA). 


 
b. Records Use/Disclosure. To use and disclose VSP Patient records and PHI only in accordance with 


the terms of this Agreement and applicable state and federal law. 
 
c. Access to Records. To have, directly or indirectly through Facility, ready access to and availability 


of VSP Patient records, and will provide Enrollees with timely access to their records and 
information on request. All records relating to the provision of Laser VisionCare Services shall be 
retained by Laser VisionCare Surgeon as required by state or federal law. This obligation shall not 
cease upon expiration or termination of this Agreement, by rescission or otherwise. Laser 
VisionCare Surgeon information provided to VSP may be furnished to a third party who has 
contracted with VSP for the purpose of providing additional care to Enrollees. 


 
d. Individual Rights. To implement the processes necessary to support individual rights, as identified 


in 45 CFR part 164, including the right to 1) receive Notice of Privacy Practices, 2) request access 
to PHI, 3) request restriction on use and disclosure of PHI, 4) request amendment of PHI, 5) 
request confidential communications of PHI, and 6) file a complaint about office privacy practices. 


 
8. Expiration/Termination. 
 


a. Automatic Expiration. This Agreement shall automatically expire without further requirement, on 
the earlier of (i) the expiration or termination of the Laser VisionCare Facility Agreement, (ii) three 
years from the Effective Date, (iii) Laser VisionCare Surgeon’s VSP recredentialing date, or (iv) 
Laser VisionCare Surgeon’s failure/inability to be or remain VSP credentialed, unless earlier 
terminated by either party as provided in this Agreement. Except as set forth herein otherwise, on 
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expiration hereof, this Agreement shall be of no force and effect and a doctor shall no longer be 
considered a Laser VisionCare Surgeon. Prior to expiration, Laser VisionCare Surgeon may 
request and be considered by VSP for grant and approval of a new Agreement for a limited term 
between the parties. Under no circumstances shall VSP be required to offer, extend and/or grant 
any agreement for a new term and/or continuation of VSP doctor network participation to any 
Laser VisionCare Surgeon. 


 
b. Early Termination. Either party may terminate this Agreement by giving the other party at least 90 


days prior written notice. VSP may also terminate this Agreement immediately if Laser VisionCare 
Surgeon (i) fails to comply with any term and/or condition of this Agreement, or (ii) has 
engaged/engages in any act of moral turpitude, professional misconduct, criminal or civil 
wrongdoing which, in VSP’s sole discretion, is or may be detrimental to VSP, its plans and/or VSP 
Patients. Until such termination is final, Laser VisionCare Surgeon will continue to perform service 
in conformity with this Agreement. 


 
c. Affiliation After Expiration/Termination. In the event of the expiration or termination of this 


Agreement by either party, Laser VisionCare Surgeon is prohibited from making any 
representation of being affiliated with VSP in any manner. Laser VisionCare Surgeon’s name will 
continue to appear on the Laser VisionCare Surgeon List only until the next update, at which time 
it will be removed. As Enrollees schedule appointments, Laser VisionCare Surgeon agrees to 
promptly advise Enrollees that Laser VisionCare Surgeon can no longer provide Laser VisionCare 
Services to Enrollee as a Laser VisionCare Surgeon, nor will the Enrollee be liable for payment of 
any charges incurred without the Enrollee’s prior knowledge of this fact. This provision shall 
survive the expiration or termination of this Agreement. 


 
 


9. Compliance with VSP Policies.  
 


a. VSP Requirements. To comply, at all times during the term of this Agreement, with all VSP 
policies, rules, procedures, and guidelines, including eye health management (providing accurate 
patient conditions on claim submissions), utilization management, quality management and 
credentialing requirements; and to cooperate in the timely investigation into and resolution of any 
applicable Enrollee grievance procedures involving Facility or Laser VisionCare Surgeon. Laser 
VisionCare Surgeon’s participation in the VSP doctor network shall be subject to immediate 
termination dependent on (i) the failure/inability to be credentialed or meet all VSP credentialing 
requirements, (ii) the occurrence of any material event set forth above in Section B.2., and/or (iii) 
VSP’s evaluation and determination as to the number, nature and severity of any malpractice 
claim(s) or quality of care issue(s) regarding Laser VisionCare Surgeon; or such matters regarding 
Facility as determined by VSP’s credentialing or peer review committee.   


 
 


b. Coordination of Benefits. To cooperate and share written records of all tests and procedures with 
the Laser VisionCare Primary Eyecare Provider and VSP in the monitoring, coordination and 
management of the VSP Patient’s overall eyecare, if applicable. 


 
10. Compliance with Laws. 
 


a. State/Federal Laws. To comply with all state and federal laws, including applicable Medicare 
Laws, rules, and CMS instructions, pertaining to Laser VisionCare Surgeon and Laser VisionCare 
Surgeon’s practice. Laser VisionCare Surgeon agrees to indemnify and hold harmless VSP from 
and against any and all liability, damages and/or claims it may suffer, including attorney fees and 
costs, resulting from Laser VisionCare Surgeon’s failure to comply with state and/or federal laws. 
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b. Request for Assistance. To not, directly or through Facility, seek any legal or business advice, 
assistance and/or guidance from VSP regarding his/her compliance with state and/or federal laws, 
and/or this Agreement. Laser VisionCare Surgeon shall not rely on any voluntary assistance given 
by VSP, which shall be without recourse or liability, and shall not constitute a disclaimer or waiver 
of the preceding sentence. 


 
c. Electronic Communication. To receive business related information and surveys from VSP, 


including its subsidiaries and affiliates, by electronic, or any other reasonable form of transmission.  
 
11. Release. That VSP and its affiliates and subsidiaries, including its/their directors, officers, employees, 


agents, representatives, trustees and shareholders (if any), is/are specifically released from any and all 
liability, including, but not limited to, actions/inactions taken in good faith or in the furtherance of 
quality health care, enforcement of the terms and conditions of this Agreement, and/or for errors or 
omissions in the preparation and/or dissemination of the Laser VisionCare Surgeon List or other 
information regarding VSP and its doctor network. 


 
12. Confidential Information; VSP Intellectual Property.  
 


a. Non-Disclosure of Information. To not disclose to any third party, directly or indirectly, or use in 
any way that is adverse to VSP’s best interests, Confidential Information that Laser VisionCare 
Surgeon has been provided with, or given access to, by VSP or Facility concerning VSP. Such 
disclosure, as determined by VSP, shall result in the immediate termination of this Agreement. 
Laser VisionCare Surgeon shall indemnify VSP against all liability, damages and loss, including 
attorney’s fees and costs, arising from the breach hereof or arising from VSP’s enforcement of this 
provision. Laser VisionCare Surgeon shall promptly notify VSP of any inquiry or legal 
proceedings seeking disclosure of Confidential Information. This provision shall survive the 
expiration or termination of this Agreement. 


 
 


b. Limited Use License. The registered marks, “VSP,” “Vision Service Plan,” “Laser VisionCare,” 
and other marks that VSP may register from time to time, as well as the VSP logo(s), are, and shall 
remain, exclusively owned by VSP. Laser VisionCare Surgeon is prohibited from any use of VSP 
marks and/or any variation thereof, in any advertising of any kind. 


 
C. OBLIGATIONS OF VSP 
 
VSP understands and agrees to each and all of the following: 
 
1. VSP Laser VisionCare Manual. To provide Facility and, subsequently, Laser VisionCare Surgeon 


with, or access to, a VSP Laser VisionCare Manual and timely updates thereto. 
 
2. Confidential Information. To maintain to the extent possible the confidentiality of the personal and 


professional information of Laser VisionCare Surgeon provided to VSP, or its authorized agent, for 
credentialing purposes, subject to the terms of this Agreement and any applicable state or federal laws. 


 
3. Enrollee Eligibility. To provide sufficient mechanisms that allow Laser VisionCare Surgeon to verify 


Enrollee eligibility for Laser VisionCare Services. 
 
4. Notification. To notify Laser VisionCare Surgeon if information obtained by VSP, or its authorized 


agent, during the credentialing process varies substantially from the information provided by Laser 
VisionCare Surgeon. VSP agrees to permit Laser VisionCare Surgeon to review and correct this 
information in a timely manner. 
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5. Liability for Covered Services. Notwithstanding anything to the contrary herein, VSP shall remain 
liable to Facility for up to the Benefit Allowance associated with Laser VisionCare Services rendered 
to any VSP Patient who is under the care of Laser VisionCare Surgeon at the time of termination of this 
Agreement. VSP also agrees to permit Laser VisionCare Surgeon to continue providing any VSP 
Patient with Laser VisionCare Services currently in process until such Laser VisionCare Services are 
complete, or until VSP makes reasonable and appropriate provision for the Laser VisionCare Services 
to be provided by another Network Doctor. This provision shall survive the termination of this 
Agreement. 


 
6. Continuing Network Participation. Under no circumstances shall VSP be required to offer, extend 


and/or grant any agreement for a new term and/or continuation of VSP doctor network participation to 
any Laser VisionCare Surgeon. 


 
7. Compliance with Laws. To comply with all applicable state and federal laws pertaining to VSP. 
 
D. MISCELLANEOUS  
 
Laser VisionCare Surgeon and VSP each understand and agree to each and all of the following: 
 
1. No Relationship. Nothing in this Agreement shall be construed to make the Laser VisionCare Surgeon 


an employee, agent, partner, or joint venturer of VSP.  
 
 


2. No Assignment/No Third Party Rights. Laser VisionCare Surgeon may not assign his/her rights 
and/or obligations under this Agreement to any party and/or entity for any purposes. No third party, 
including Network Doctor’s professional or business entity shall have any rights whatsoever because of 
this Agreement. 


 
3. Non-Enforcement. A party’s non-enforcement of any right under this Agreement shall not constitute a 


waiver of its right to subsequently enforce such right(s) and/or to require strict compliance of the other 
with the terms of this Agreement. 


 
4. Entire Agreement. This document, including the VSP Laser VisionCare Facility Manual, Laser 


VisionCare Facility Requirements, and Assigned Fee Reports, together with all amendments, addenda 
and/or replacements to/of any and all such documents that may be duly adopted by VSP from time to 
time, incorporated herein by reference, shall constitute the entire Agreement between the parties. This 
document supersedes, extinguishes and replaces any and all prior or contemporaneous discussions, 
negotiations, understandings, communications, agreements and/or contracts between Laser VisionCare 
Surgeon and VSP. Rights granted to Laser VisionCare Surgeon herein shall not be considered to be a 
property right and any such potential claim is waived.  


 
5. Headings. The headings and captions herein are for reference purposes only and shall not be 


considered in construing this Agreement. 
 
6. Interpretation. Any rule of law or legal decision that might require interpretation of any provision or 


claimed ambiguity in this Agreement against the drafting party has no application, and is expressly 
waived. If any provision of this Agreement is held by a court of competent jurisdiction to be invalid, 
void or unenforceable, the remaining provisions will continue in full force and effect without being 
impaired or invalidated in any way. 


 
7. Amendment/No Modification and Waiver. Except as provided herein, this Agreement may be 


amended only by a writing that refers to this Agreement and is signed by an authorized representative 
of each party, and cannot otherwise be modified, amended and/or changed in any respect, orally or by 
the conduct of the parties. 
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8. Attorneys’ Fees. If an attorney is required by a party to secure performance upon the breach and/or 
default of the other, or if any judicial remedy or arbitration is necessary to enforce and/or interpret any 
provision of this Agreement, the prevailing party shall be entitled to reasonable attorney’s fees, expert 
witness fees, prejudgment or other interest, costs and expenses, in addition to any other relief to which 
a party may be entitled. 


 
9. Force Majeure. Neither party shall be liable for breach of this Agreement, if due to delay or 


nonperformance of an obligation hereunder, caused by an event beyond the reasonable control of and 
not caused by that party. Such events shall include, without limitation, storms, floods, other acts of 
nature, fires, explosions, riots, war or civil disturbance, strikes or other labor unrests, nonperformance 
by third party providers of utility services, embargos, delays in transportation and other governmental 
actions or regulations which would prohibit either party from performance of their obligations 
hereunder. Notwithstanding, the excused party shall use best efforts to alleviate the consequences of the 
event. If the event continues to prevent the performance of a material service hereunder for more than 
thirty calendar days, either party shall have the right to terminate this Agreement upon providing the 
other party ten business days prior written notice. 


 
 


10. Applicable Law. This Agreement shall be governed by the laws of the state of California.   
 
 
 


IN WITNESS WHEREOF, the undersigned have executed this Application and Agreement as written 
below. 
 
       Cheryl Johnson, Vice President Provider Services 
Network Doctor (Print Name)  VSP (For Internal Use Only) 
  
              
Signature  Signature 
 
    
Date   
  
       
Primary Address 
 
       
City, State, Zip 
 
       
Telephone 
 
       
NPI Number 
 
 CONTRACT NOT BINDING UNTIL DOCTOR IS 


APPROVED BY VSP CREDENTIALING COMMITTEE  


PLEASE RETAIN A COPY FOR YOUR RECORDS 
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APPLICATION FOR NETWORK PARTICIPATION AND 


VISION SERVICE PLAN®  
NETWORK DOCTOR AGREEMENT  


 
APPLICATION 


 
I, the undersigned applicant, a fully licensed and Therapeutic Pharmaceutical Agent (TPA) certified 
optometrist, or ophthalmologist certified by either the American Board of Ophthalmology (ABO) or the 
American Osteopathic Board of Ophthalmology and Otorhinolaryngology (AOBOO), in good standing in 
the State(s) of my licensure, with no restrictions, limitations and/or probationary terms against my 
license(s), hereby make application (“Application”) to participate in the Vision Service Plan (“VSP®”) 
doctor network. In submitting this Application, I certify and agree as follows: 
 
1. This Application, if accepted by VSP, shall become a part of the attached VSP Network Doctor 


Agreement for participation in the VSP Doctor Network between VSP and me as provided herein; 
 
2. As consideration for VSP doctor network participation, I have read, understand and agree to be bound 


by every and all of the terms and conditions in this Application as well as those contained in the 
attached VSP Network Doctor Agreement, including incorporation by reference, the VSP Provider 
Reference Manual and Assigned Fee Report, together with all amendments and addenda to any and all 
such documents that may be duly adopted by VSP from time to time (collectively the “Agreement”);  


 
3. I now conform to the terms and conditions of the Agreement, the rights and obligations of which, 


subject to VSP approval, will commence on the “Effective Date” as defined therein, and will remain in 
effect for three years from the Effective Date, until my VSP recredentialing date, or until my 
failure/inability to be or remain credentialed by VSP, whichever comes first, unless earlier terminated 
by either party as provided in the Agreement; 


 
4. VSP enters into limited term contracts with individual qualified doctors and not practices or other 


entities. The responsibility rests with me to establish, maintain and timely provide necessary evidence, 
as determined by VSP, that I, in fact and at all times, comply with any and all doctor network 
participation requirements established by VSP; 


 
5. Any and all information, provided by me, or on my behalf, now or in the future to VSP, via hardcopy 


or in electronic format, is true, complete, and correct; and 
 
6. Any execution to this Agreement will be deemed an original signature, and may be executed in 


counterparts. Copies of the fully executed form of this Agreement shall be deemed to be originals, and 
copies of affixed signatures shall be deemed as if they were original signatures, which shall be binding 
upon the parties hereto. 


 
NOT VALID UNTIL FULLY SIGNED BY ALL PARTIES.
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VSP NETWORK DOCTOR AGREEMENT 
 


A. DEFINITIONS 
 


1. “Assigned Fee Report” shall mean a schedule of fees that will be paid by VSP to a Network Doctor 
for Covered Services. 


 
2.  “Clean Claim” shall mean a completed claim with sufficient and necessary documentation, as set 


forth in the VSP Provider Reference Manual, for VSP to accurately evaluate and pay the claim 
submitted. 


 
3. “Client” shall mean an employer group, MCO or other payer who has entered into a contract with 


VSP for the provision of Vision Care Services. 
 


4. “Confidential Information” shall mean confidential and/or proprietary information and systems, or 
access thereto which is unique, valuable and private concerning Enrollees and/or VSP, the 
disclosure of which would cause irreparable injury to VSP. 


 
5. “Contract” shall mean a written agreement entered into between VSP and a Client pursuant to 


which VSP is obligated to provide Vision Care Services to Enrollees and to pay Network Doctor 
for providing Vision Care Services to Enrollees. 


   
6. “Contract Doctor” shall mean a doctor who (i) is considered by VSP to be an independent 


contractor, hired for a limited period of time and/or purpose, (ii) is not a salaried person, typically 
receiving an IRS form 1099 for income tax purposes, (iii) has no ownership interest whatsoever in 
the practice, (iv) may have some level of ownership of certain patient records of the practice, and 
(v) may receive payment for out-of-pocket expenses directly from patients.    


 
7. “Copayment” shall mean those charges that will be collected directly from the VSP Patient for 


Covered Services. 
 


8. “Covered Services” shall mean those Vision Care Services which VSP is obligated to provide 
under the terms of a Contract that VSP has entered into with a Client, or has guaranteed to provide 
to an authorized beneficiary of a VSP-sponsored charitable program, and which are (i) identified as 
Covered Services in the VSP Provider Reference Manual or (ii) are not listed as being “Not 
Covered” in the VSP Patient’s Schedule of Benefits or Additional Benefit Rider. These may 
include discounts on materials. 


 
9. “Cut-Off Date” shall mean the last day of Clean Claims processing prior to the close of the 


payment cycle, as set forth in the VSP Provider Reference Manual. 
 


10. “Effective Date” shall mean the date upon which VSP shall have executed this Agreement, 
containing the affixed signature of an optometrist or ophthalmologist, as shown on the signature 
page hereof. 


 
11. “Emergency Services” shall mean services required to evaluate or stabilize a condition to which a 


reasonable person could expect in the absence of immediate medical attention to result in serious 
jeopardy to the health of the Enrollee, serious impairment to bodily functions or serious 
dysfunction of any bodily organ or part thereof. 
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12. “Employee Doctor” shall mean a doctor who (i) is not considered by VSP to be an independent 
contractor, (ii) is a salaried person, typically receiving an IRS form W-2 for income tax purposes, 
(iii) has no ownership interest whatsoever in the practice or its patient records, and (iv) has little or 
no control over, or any decision-making authority in, the management of the practice. 


 
13. “Enrollee” shall mean an individual entitled to, and/or the recipient of, Vision Care Services 


pursuant to a Contract with a Client or individual VSP vision care plan, or the authorized 
beneficiary of a VSP-sponsored charitable program. 


 
14. “Fair Hearing Procedure” shall mean the VSP Peer Review and Fair Hearing Policy, as may be 


amended or replaced from time to time, which is the sole dispute resolution mechanism established 
by VSP for determination of any and all permissible disputes, claims and/or controversies 
involving VSP and any Network Doctor (except any applicable state mandated claim payment 
dispute requirements). 


 
15. “Franchise” shall mean any existing or continuing commercial relationship created by any 


arrangement(s) whereby a franchisee (i) offers, sells and/or distributes goods, commodities and/or 
services which are identified by a trademark, service mark, trade name, logo(s), advertising and/or 
other commercial symbol(s) designating a franchisor, (ii) is directly or indirectly required to meet 
the quality, management, and/or operational standards prescribed by a franchisor, and/or (iii) is 
subject to a franchisor’s significant degree or right of, or authority to, control, and/or provision of 
significant assistance to, franchisee’s method(s) of operation, business organization, ownership, 
promotional activities, management, marketing plans and/or business affairs. 


 
16. “MCO” shall mean a Managed Care Organization that is in contract with VSP. 


 
17. “Medicare Beneficiary” shall mean a VSP Patient or Enrollee who is entitled to receive Vision 


Care Services under the terms of a Contract between VSP and a Client offering a Medicare 
Program. 


 
18. “Medicare Program” shall mean a program to provide services to a Medicare Beneficiary eligible 


for coverage under Title XVII of the Social Security Act (otherwise known as Medicare). 
 


19. “Medicare Provider” shall mean a Medicare certified provider who agrees to accept assigned 
payment under the Medicare Program. 


 
20. “Network Doctor” shall mean the optometrist or ophthalmologist who, has entered into, and is 


compliant, while in effect, with, this Agreement with VSP to provide Vision Care Services to a 
VSP Patient, and who is, and remains, VSP-credentialed to render Vision Care Services to VSP 
Patients. 


 
21. “Network Doctor List” shall mean a printed or electronic listing of the names and addresses of all 


Network Doctors, including Network Doctor, in a specific geographical area as prepared by VSP. 
 


22. “Owner Doctor” shall mean a doctor who demonstrates to VSP’s satisfaction, legal ownership in a 
practice as evidenced by official documents such as shares of stock, deeds, property titles, etc. 


  
23. “Protected Health Information (PHI)” shall mean information relating to a VSP Patient’s past, 


present or future health or condition, the provision of health care to a VSP Patient, or payment for 
the provision of health care to a VSP Patient. PHI includes, but is not limited to, VSP Patient name, 
Social Security Number, member ID, service date, diagnosis, and claim information. 
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24. “Qualified Office Location” shall mean the physical location from/in which Network Doctor 
provides routine Vision Care Services and which complies, in VSP’s determination, with all VSP 
office standards and requirements, as amended from time to time. 


  
25.  “Retail-Commercial Chain” shall mean a group of stores, establishments, outlets, operations 


and/or enterprises of the same or similar nature, kind or function usually operating under common 
ownership, brand, management and/or control in which the majority of ownership is not held by an 
optometrist(s) and/or ophthalmologist(s) and/or their controlled professional and/or business 
entity(ies). 


 
26. “Shared Office” shall mean an arrangement consisting of two or more Network Doctors, who have 


entered into a contractual agreement to operate separate practices within the same physical 
location, under separate IRS taxpayer identification numbers, whereby (i) the Network Doctors 
share a common space, and may or may not share the same office staff, equipment, dispensary 
and/or overhead, (ii) the shared dispensary must be owned and controlled by a least one Network 
Doctor, and (iii) all office operations, including the dispensary, must provide a seamless 
appearance to an Enrollee.     


 
27. “Vision Care Services” shall mean eyecare services and materials. Eyecare services shall be 


provided according to VSP’s guidelines, tests and processes commensurate with intermediate or 
comprehensive levels of examination, as set forth in the VSP Provider Reference Manual, and 
within the doctor’s scope of licensure. 


 
28. “VSP” shall mean Vision Service Plan, a not-for-profit corporation, including its subsidiaries and 


affiliates. 
 


29. “VSP Patient” shall mean an Enrollee who obtains Covered Services from a Network Doctor. 
 


30. “VSP Provider Reference Manual” shall mean a manual, either in hardcopy or an electronic form 
(to which Network Doctor is provided secured access) including any changes or amendments 
thereto, containing information regarding VSP’s vision care plans, programs, policies and the 
administrative duties and responsibilities of Network Doctor during the term of the Agreement. 


 
B. OBLIGATIONS OF NETWORK DOCTOR 
 
Network Doctor understands and agrees to each and all of the following: 
 
1. Ownership and Operation of the Practice.  
 


a. Independent Eyecare Professionals. VSP was founded on the belief that patients' interests are best 
served by the independent eyecare professional, which is the cornerstone of VSP's operational 
philosophy. Network Doctor may not be affiliated, by contract, through ownership, or as a Contract 
Doctor, with Retail-Commercial Chain or Franchise vision care entities. 


 
b. Ownership and Control. Ownership and control of a Network Doctor’s practice, including 


dispensary, is required for participation in the VSP doctor network. Network Doctor shall have 
majority ownership and complete control of (actual and right thereof), solely or in ownership with 
other Network Doctors, all aspects of his/her practice, including dispensary, or be an Employee 
Doctor or Contract Doctor, in a derivative capacity, of another Network Doctor who has such 
requisite ownership and control. A Shared Office arrangement, subject to VSP prior approval, may 
qualify for the purposes of this requirement. Any such dispensary shall be contiguous in location to 
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the examination area of Network Doctor’s practice, meaning that the dispensary and examination 
areas must be within the same defined office suite space. A dispensary and/or an examination area 
that are separated from each other by a stairwell will be considered to be contiguous in location so 
long as (i) the dispensary and the examination area are within the same office suite space and (ii) 
neither the dispensary nor the examination area have any access separate and distinct from that of 
the Network Doctor’s office suite space, including access to an office(s) other than that of Network 
Doctor. 


 
c. Complete Vision Care Services. To provide complete Vision Care Services at all Qualified Office 


Locations occupied by Network Doctor for the practice of optometry or ophthalmology. Network 
Doctor shall maintain the ability at all Qualified Office Locations to provide a comprehensive level 
of Vision Care Services, including dispensing services, and shall supply ophthalmic materials. 


 
 


d. All Doctors/All Offices. All Vision Care Services and Covered Services provided to any Enrollee 
or VSP Patient must be rendered by a Network Doctor at a Qualified Office Location. If an Owner 
Doctor has more than one practice location, each and every practice location must be a Qualified 
Office Location.  Each and every optometrist and/or ophthalmologist working at a Qualified Office 
Location must be a Network Doctor. An Owner Doctor may employ or contract with full-time or 
part-time Employee Doctor(s) or Contract Doctor(s) to staff and provide Vision Care Services at 
any Qualified Office Location. Owner Doctor agrees to ensure that any Employee Doctor or 
Contract Doctor (i) meets all VSP and National Committee of Quality Assurance (NCQA) 
requirements and credentialing standards; (ii) complies with all VSP network participation 
requirements set forth in this Agreement; and (iii) complies with VSP’s credentialing process every 
two or three years, as mandated by the state of licensure. The Owner Doctor agrees to accept full 
responsibility for the services and care provided by an Employee Doctor or Contract Doctor to any 
Enrollee or VSP Patient. 


  
e. Multi-Specialty Practice. If applicable, an optometrist or ophthalmologist who does not meet the 


ownership and control requirements as set forth above, may qualify to become a Network Doctor if 
he/she practices in a VSP-approved multi-specialty practice. An approved multi-specialty practice 
is defined by VSP as one in which the practice and dispensary are owned by a duly constituted 
professional organization that demonstrates that: 


 
(1) The organization is made up entirely of, and owned totally by, both, eye doctors (optometrists 


and ophthalmologists), and physicians/surgeons who are not eye doctors; 
(2) The optometrists, physicians and surgeons are actively practicing their specialties and provide 


routine eyecare in, or on behalf of, that organization; 
(3) At least one Network Doctor in the organization has an ownership interest in the organization; 
(4) The control of all professional eyecare services, including dispensing, is delegated solely to the 


Network Doctors in that organization; and 
(5) The optometrists in that organization are actively practicing to the full extent of their licensure. 


 
f. Office Hours. To maintain office hours that enable Network Doctor to adequately provide Vision 


Care Services to any Enrollee. Network Doctor shall provide accessibility for Emergency Services 
and have ready access to VSP Patient records 24 hours a day, seven days a week. Each Qualified 
Office Location must be staffed by Network Doctor(s) a minimum of eight hours per week. 
Network Doctor shall (i) be physically in attendance in at least one Qualified Office Location of 
Network Doctor’s practice, and (ii) provide Vision Care Services to Enrollees for a minimum of 
eight hours per week in at least one location. 
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g. Credentialing Requirement. Any doctor, regardless of the number of hours he/she routinely works 
per week in a Qualified Office Location, is prohibited from providing eyecare services as a 
Network Doctor or otherwise to any VSP patient unless he/she is credentialed by VSP or is granted 
VSP doctor network participation, respectively. An Owner Doctor must ensure that all doctors 
employed or engaged to provide eyecare services to any VSP patient are and remain credentialed 
by VSP. 


 
2. Material Events. To notify VSP, in writing, as soon as reasonably possible of any proposed change, 


but not more than 30 days following any actual change of address, addition and/or closure of office 
location(s), the addition or severance of any associate doctor(s), any material change(s) in/to the 
ownership, operations and/or management of the practice and/or any activity or event that may 
constitute an actual or perceived conflict of interest with VSP or VSP doctor network participation. 
Any non-VSP approved change or condition of/to any of the foregoing, or the determination by VSP 
that any act of moral turpitude, professional misconduct, criminal or civil wrongdoing has occurred 
which is or may be detrimental to VSP, its plans, VSP Patients and/or any other patients of Network 
Doctor, as determined by VSP, shall render this Agreement immediately void. Network Doctor further 
agrees to immediately notify VSP of the revocation, suspension, restriction, limitation and/or 
imposition of any probationary or limiting terms against/regarding the licensure of Network Doctor, as 
well as any condition or event affecting the ability of or limitation on Network Doctor to practice 
optometry or ophthalmology to the full scope of his/her licensure. The occurrence of any of the events 
enumerated in this paragraph may, in VSP’s sole discretion, result in the immediate termination of this 
Agreement. 


 
3. Relationship to Enrollee/Client. 
  


a. Inducement. Not to offer or provide, or use others to offer or provide, any consideration or other 
inducement to any Client and/or Enrollee to encourage the obtaining of Vision Care Services from 
Network Doctor. Further, Network Doctor shall not permit his/her name to be used in any mailing 
or other solicitation of Enrollees, except in the Network Doctor List and/or as specifically 
authorized by VSP in writing. 


 
b. Discrimination. To see any Enrollee, without discriminating on the basis of race, color, creed, 


ancestry, national origin, gender, age, religion, marital status, sexual orientation, health status, 
physical or mental disability, government-sponsored health insurance programs, or any VSP 
program defined herein as Covered Services, in accordance with the requirements set forth in the 
VSP Provider Reference Manual. 


 
c. Industry Standards. To render Covered Services to any Enrollee in a manner consistent with 


recognized industry standards of care, and provide documentation as set forth in the VSP Provider 
Reference Manual. 


 
d. Courtesy and Service. To give any Enrollee the same level of courtesy and service that Network 


Doctor would give to any person who is not an Enrollee. Network Doctor further agrees, in 
consideration of Network Doctor’s participation in the VSP doctor network, to conduct 
himself/herself in a manner that is supportive of VSP, each Client, and every Enrollee, and to avoid 
actual or perceived conflicts of interest with VSP or VSP doctor network participation. If at any 
time, Network Doctor fails to serve any Enrollee in a courteous manner, demonstrates any 
unwillingness or inability to work cooperatively for the best interests of VSP or its plans, enters 
into an actual or perceived conflict of interest to the interests of VSP or VSP doctor network 
participation and/or fails, in VSP’s determination, to provide adequate standard of care, Network 
Doctor’s participation in the VSP doctor network will be subject to immediate termination. 
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e. Procedures and Tests. To perform each of the procedures and tests prescribed in the VSP Provider 
Reference Manual, as well as any other tests that are, in the Network Doctor’s professional 
judgment, indicated. Network Doctor agrees to keep complete and accurate written records of such 
tests and procedures provided, which shall remain confidential, in compliance with applicable State 
and Federal law, and make them timely available to VSP, in the event VSP desires to audit or 
review such records and documents. Network Doctor agrees to obtain authorization from and 
submit all claims to VSP, in accordance with the requirements set forth by VSP, including those 
contained in the VSP Provider Reference Manual. Network Doctor shall certify and be responsible 
for the accuracy, completeness, and truthfulness of all claims data and information submitted to 
VSP, which shall include Eye Health Management condition information. VSP shall have the right 
to deny payment, withhold payment and/or to make deductions from future payments to Network 
Doctor as a result of Network Doctor’s failure to follow VSP prescribed procedures. 


 
f. Copayment and Fees. To collect any applicable Copayment and any and all other fees for Vision 


Care Services which are not Covered Services. Network Doctor further agrees not to impose any 
surcharge on VSP Patients for Covered Services. Upon request, Network Doctor shall report to 
VSP, in writing, all Copayments, surcharges and/or fees paid by VSP Patient(s) directly to Network 
Doctor for services that are not considered to be Covered Services. 


 
g. Fee Payment. To accept payment from VSP for Covered Services provided to a VSP Patient in 


accordance with the compensation specified in the Assigned Fee Report, and not to look to the VSP 
Patient for additional money(ies) owed for Covered Services, except for (i) Copayments, (ii) 
coinsurance, (iii) amounts which exceed the VSP Patient’s plan allowances, (iv) fees for Vision 
Care Services which are not Covered Services, according to the published VSP Patient Options List 
as set forth in the VSP Provider Reference Manual, or (v) fees for Vision Care Services listed in the 
“Not Covered” section of the VSP Patient’s Schedule of Benefits or Additional Benefit Rider. 


 
h. Hold Harmless. Neither Network Doctor, nor any permitted agent, trustee and/or assignee of 


Network Doctor may initiate or maintain any action at law against a VSP Patient for sums owed to 
Network Doctor by VSP. In the event Network Doctor submits a claim late and/or VSP, due to 
insolvency or otherwise, is financially unable to pay all or any part of Network Doctor’s fee for 
Covered Services, he/she will not look to the VSP Patient for such payment. This hold harmless 
provision shall survive the expiration or termination of this Agreement. 


 
i. Additional Services. In the event a VSP Patient wishes to purchase additional Vision Care Services 


beyond those provided as Covered Services, Network Doctor will not charge the VSP Patient more 
for such services and/or materials than Network Doctor normally charges a patient who is not a 
VSP Patient. Network Doctor shall notify the VSP Patient of any monies owed by VSP Patient for 
non-Covered Services prior to performing any non-Covered Services. Network Doctor agrees to 
provide to VSP Patients all value-added discounts, as set forth in the VSP Provider Reference 
Manual. 


 
4. Services Subject to Review. The services of Network Doctor provided to any VSP Patient will be 


subject to review or audit. Network Doctor shall fully cooperate with VSP review or audit 
activities/processes, including, but not limited to, in-office audits or inspections, business audits, 
special investigation audits, medical record reviews and/or similar VSP investigative or quality 
assurance efforts. Network Doctor shall reimburse VSP in a timely manner for its reasonable out-of-
pocket expenses and costs incurred in such audit(s)/inspection(s). Network Doctor agrees to cooperate 
with, abide by, and adhere to, all rulings of any VSP quality assurance or peer review committee. All 
records, data and information acquired by or prepared for any VSP quality assurance or peer review 
committee shall be held in confidence, except to the extent necessary to carry out the purposes of such 
review activities, and shall not be subject to subpoena or discovery, which limitations shall survive the 
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expiration or termination of this Agreement. Network Doctor further agrees that upon request, Network 
Doctor will timely furnish case records to VSP of any or all Enrollees for whom claims have been 
submitted, and that VSP may use any information so obtained for statistical, actuarial, scientific, peer 
review or other reasonable purposes, including applicable state and federal law requirements, provided 
that no professional confidence shall be breached thereby. Network Doctor also agrees that utilization 
and claims information may be released to MCOs and peer review groups. The confidentiality of VSP 
Patient medical information shall not be compromised. 


 
5. Malpractice Liability. Nothing contained herein shall interfere with the ordinary relationship that 


exists between Network Doctor and VSP Patient, including the liability for malpractice. Unless 
expressly limited by applicable state law, Network Doctor shall maintain and upon request furnish 
evidence of professional liability (malpractice) insurance coverage to VSP in an amount not less than 
$1,000,000 per occurrence/$3,000,000 annual aggregate total, throughout the term of this Agreement. 
Network Doctor shall maintain individual limits of professional (malpractice) liability coverage, not to 
be shared with another individual and/or entity. Network Doctor shall also maintain and upon request 
furnish evidence of general liability coverage in an amount not less than $1,000,000. Network Doctor 
shall notify VSP within ten calendar days of any lapse in professional and/or general liability insurance 
coverage, and shall indemnify and hold VSP harmless against any and all liability, damages or claims it 
may suffer, including attorney fees and costs, that result from the failure of Network Doctor to maintain 
such insurance coverage and/or the relationship between Network Doctor and VSP Patient. 


 
6. Misleading Information; Billing/Payment Disputes.  
 


a. Misleading or False Information. The provision of any misleading or false information to VSP, as 
determined by VSP, including, but not limited to, information regarding claims, services provided, 
treating doctor, VSP Patient(s) treated, premises where treatment was provided, status of licensure, 
and/or the ownership/characterization/operation/management of the practice, including the 
dispensing facility, shall be grounds for immediate termination of this Agreement.  


 
b. Charge-Back Right. If Network Doctor has been determined by VSP to have incorrectly or 


improperly billed VSP or a VSP Patient for Vision Care Services provided to a VSP Patient, or 
which are excluded from Covered Services, or which are more expensive than those allowed 
thereunder, VSP is authorized to charge the account of Network Doctor for monies found owing by 
Network Doctor to VSP, or to the VSP Patient. 


 


c. Dispute of Services/Materials/Payment. In the event of any dispute(s) as to services, materials, 
and/or payment for same, concerning an Enrollee and/or VSP, VSP is authorized to withhold and 
set-aside any disputed sums in trust, and the facts of such dispute shall be submitted to the VSP 
Board of Directors, or any Committee duly appointed thereby, and the decision of the Board or 
duly appointed Committee shall be final and binding, and any money found owing to VSP by 
reason of such dispute may be applied from funds held and/or deducted from any future payments 
owed to Network Doctor. 


 


7. Medical Information.  
 


a. Patient Records Maintenance. To maintain all VSP Patient medical records and all other books and 
records relating to Covered Services provided to Enrollees in a complete and accurate form and 
containing such information as required by community standards, MCO contracts with VSP, 
accreditation organizations and/or State and Federal law. Upon request and within the time frame 
requested, Network Doctor shall, at no cost, provide to VSP, appropriate State and Federal 
authorities, and contracting MCOs access to or copies of all Enrollee medical records and other 
records relating to the provision of Covered Services for purposes of quality assurance, case 
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management and utilization review or audit; credentialing and peer review; claims processing, 
verification and payment review or audit; Enrollee grievance and appeal resolution; and other 
activities reasonably necessary for compliance with the standards of accreditation organizations 
and the requirements of state and federal law. Network Doctor agrees to make internal practices, 
books, and records relating to the use and/or disclosure of PHI available to VSP, or at the request 
of the Secretary of the Department of Health and Human Services, in the time and manner 
designated by VSP or the Secretary, for purposes of determining VSP’s compliance with its 
requirements under the Health Insurance Portability and Accountability Act (HIPAA). 


 
b. Records Use/Disclosure. To use and disclose VSP Patient records and PHI only in accordance with 


the terms of this Agreement and applicable state and federal law. 
 
c. Access to Records. To have ready access to and availability of VSP Patient records, and will 


provide Enrollees with timely access to their records and information on request. All records 
relating to the provision of Covered Services shall be retained by Network Doctor as required by 
State or Federal law. This obligation shall not cease upon expiration or termination of this 
Agreement, by rescission or otherwise. Network Doctor information provided to VSP may be 
furnished to a third party who has contracted with VSP for the purpose of providing additional care 
to Enrollees. 


 
 


d. Individual Rights. To implement the processes necessary to support individual rights, as identified 
in 45 CFR part 164, including the right to 1) receive Notice of Privacy Practices, 2) request access 
to PHI, 3) request restriction on use and disclosure of PHI, 4) request amendment of PHI, 5) 
request confidential communications of PHI, and 6) file a complaint about office privacy practices. 


 
8. Expiration/Termination. 
 


a. Automatic Expiration. This Agreement shall automatically expire without further requirement, on 
the earlier of (i) three years from the Effective Date, (ii) the VSP recredentialing date, or (iii) 
Network Doctor’s failure/inability to be or remain VSP credentialed, unless earlier terminated by 
either party as provided in this Agreement. Except as set forth herein otherwise, on expiration 
hereof, this Agreement shall be of no force and effect and a doctor shall no longer be considered a 
Network Doctor. Prior to expiration, Network Doctor may request and be considered by VSP for 
grant and approval of a new Agreement for a limited term between the parties. Under no 
circumstances shall VSP be required to offer, extend and/or grant any agreement for a new term 
and/or continuation of VSP doctor network participation to any Network Doctor. 


 
b. Early Termination. Either party may terminate this Agreement by giving the other party at least 90 


days prior written notice. VSP may also terminate this Agreement immediately if Network Doctor 
(i) fails to comply with any term and/or condition of this Agreement, or (ii) has engaged/engages in 
any act of moral turpitude, professional misconduct, criminal or civil wrongdoing which, in VSP’s 
sole discretion, is or may be detrimental to VSP, its plans and/or VSP Patients. Until such 
termination is final, Network Doctor will continue to perform service in conformity with this 
Agreement. 


 


c. Affiliation After Expiration/Termination. In the event of the expiration or termination of this 
Agreement by either party, Network Doctor is prohibited from making any representation of being 
affiliated with VSP in any manner. Network Doctor’s name will continue to appear on the Network 
Doctor List only until the next update, at which time it will be removed. As Enrollees schedule 
appointments, Network Doctor agrees to promptly advise Enrollees that Network Doctor can no 
longer provide Covered Services to Enrollee as a Network Doctor, nor will the Enrollee be liable 
for payment of any charges incurred without the Enrollee’s prior knowledge of this fact. This 
provision shall survive the expiration or termination of this Agreement. 
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9. Fair Hearing Policy/Binding Arbitration.  
 


a. Fair Hearing. In the event of a dispute as to VSP’s imposition of any applicable disciplinary action 
against Network Doctor, Network Doctor, for himself/herself and on behalf of any derivative 
associate doctor(s), may appeal such action in accordance with the provisions and requirements, 
including the payment of fees and costs, set forth in the VSP Peer Review Plan and Fair Hearing 
Policy, as may be amended or replaced from time to time, and incorporated herein by reference 
(the “Fair Hearing Procedure”).  


 
b. Binding Arbitration. If the above process does not resolve the dispute, then, unless expressly 


disallowed by state law, the dissatisfied party may request final determination and resolution of the 
matter by mandatory binding arbitration, pursuant to the Federal Arbitration Act, 9 U.S.C. Chp. 1-
3, in accordance with the Fair Hearing Procedure. This mechanism, the initial costs of which shall 
be shared equally by the parties, shall be the sole method, in lieu of a jury or court trial, of 
resolving any permissible dispute that may arise between Network Doctor and VSP. Any such 
arbitration shall (i) take place in Sacramento, California and (ii) be administered by a mutually 
agreeable arbitrator, selected from a closed list of neutral-qualified and readily available arbitrators 
maintained by VSP, who may, in the arbitration award, allocate among or between the parties, all 
or part of the costs of arbitration, including the fees and costs of the arbitrator, including any legal 
counsel to the arbitrator, and the reasonable attorney’s fees and costs of the prevailing party. To the 
extent allowable so as not to invalidate application of the Federal Arbitration Act, this Agreement 
shall be governed by the laws of the state of California.     


 
10. Compliance with VSP Policies.  
 


a. VSP Requirements. To comply, at all times during the term of this Agreement, with all VSP 
policies, rules, procedures, and guidelines, including eye health management (providing accurate 
patient conditions on claim submissions), utilization management, quality management and 
credentialing requirements; and to cooperate in the timely investigation into and resolution of any 
Enrollee grievance procedures involving Network Doctor. Network Doctor’s participation in the 
VSP doctor network shall be subject to immediate termination dependent on (i) the failure/inability 
to be credentialed or meet all VSP credentialing requirements, (ii) the occurrence of any material 
event set forth above in Section B, Paragraph 2, and/or (iii) VSP’s evaluation and determination as 
to the number, nature and severity of any malpractice claim(s) or quality of care issue(s), as 
determined by VSP’s credentialing or peer review committee.   


 
b. Coordination of Benefits. To cooperate in, and abide by, the coordination of benefits policies and 


procedures, as set forth in the VSP Provider Reference Manual. 
 


c. MCO Contracts. To comply with the applicable provisions of all contracts VSP may have with 
MCOs and employer groups as amended from time to time. The MCO has a statutory responsibility 
to monitor and oversee the offering of Covered Services to Enrollees. When required, Network 
Doctor shall cooperate and comply with all credentialing requirements of any contracted MCOs 
and with contracted external review organizations. Network Doctor understands that MCOs in 
contract with VSP are required by law to approve or disapprove the participation in their plan of 
any Network Doctor in contract with VSP. MCOs shall have the right to disapprove Network 
Doctor’s participation in MCO’s plan at any time during the term of the Contract between MCO 
and VSP. Medicare MCOs are obligated by law to disapprove of a provider who has been excluded 
from participation in Medicare under sections 1128 or 1128A of the Social Security Act.  
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d. Medicare. To be, or timely become, a Medicare Provider, refrain from employing or contracting 
with any doctor who is not a Medicare Provider except for a doctor routinely working less than 
eight hours per week, provide services to any and all Medicare Beneficiaries, and accept 
assignment of the VSP approved payment and only bill Medicare Beneficiary for applicable 
deductible and/or coinsurance amounts for any Vision Care Services provided. 


 
11. Compliance with Laws. 
 


a. State/Federal Laws. To comply with all state and federal laws, including applicable Medicare 
Laws, rules, and CMS instructions, pertaining to Network Doctor and Network Doctor’s practice. 
Network Doctor agrees to indemnify and hold harmless VSP from and against any and all liability, 
damages and/or claims it may suffer, including attorney fees and costs, resulting from Network 
Doctor’s failure to comply with state and/or federal laws. 


 
 


b. Request for Assistance. To not seek any legal or business advice, assistance and/or guidance from 
VSP regarding his/her compliance with state and/or federal laws, and/or this Agreement. Network 
Doctor shall not rely on any voluntary assistance given by VSP, which shall be without recourse or 
liability, and shall not constitute a disclaimer or waiver of the preceding sentence. 


 
c. Electronic Communication. To receive business related information and surveys from VSP, 


including its subsidiaries and affiliates, by electronic, or any other reasonable form of transmission.  
 
12. Release. That VSP and its affiliates and subsidiaries, including its/their directors, officers, employees, 


agents, representatives, trustees and shareholders (if any), is/are specifically released from any and all 
liability, including, but not limited to, actions/inactions taken in good faith or in the furtherance of 
quality health care, enforcement of the terms and conditions of this Agreement, and/or for 
errors/omissions in the preparation and/or dissemination of the Network Doctor List or other 
information regarding VSP and its doctor network. 


 
13. Confidential Information; VSP Intellectual Property.  
 


a. Non-Disclosure of Information. To not disclose to any third party, directly or indirectly, or use in 
any way that is adverse to VSP's best interests, Confidential Information that Network Doctor has 
been provided with, or given access to, by VSP. Such disclosure, as determined by VSP, shall 
result in the immediate termination of this Agreement. Network Doctor shall indemnify VSP 
against all liability, damages and loss, including attorney's fees and costs, arising from the breach 
hereof or arising from VSP's enforcement of this provision. Network Doctor shall promptly notify 
VSP of any inquiry or legal proceedings seeking disclosure of Confidential Information. This 
provision shall survive the expiration or termination of this Agreement. 


 
 


b. Limited Use License. The registered marks, “VSP” and “Vision Service Plan,” and other marks 
that VSP may register from time to time, as well as the VSP logo(s), are, and shall remain, 
exclusively owned by VSP. Network Doctor may be granted a limited and revocable license to use 
the mark “VSP” and the registered VSP logo(s) in accordance with the guidelines set forth in the 
VSP Provider Reference Manual, and upon VSP’s receipt and grant, in its sole discretion, of a 
Limited License Agreement, in form provided, executed by Network Doctor. No license will be 
granted to use the mark, “Vision Service Plan.” In the event a limited license is not offered and 
granted, or is revoked, by VSP, Network Doctor is prohibited from any use of VSP marks and/or 
logo(s), or any variation thereof, in any advertising of any kind or nature, other than as specifically 
authorized by VSP, including window decals and in-office signage provided to Network Doctor 
directly by VSP. 
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C. OBLIGATIONS OF VSP 
 
VSP understands and agrees to each and all of the following: 
 
1. VSP Provider Reference Manual. To provide Network Doctor with, or access to, a VSP Provider 


Reference Manual and timely updates thereto. 
 
2. Confidential Information. To maintain to the extent possible the confidentiality of the personal and 


professional information of Network Doctor provided to VSP, or its authorized agent, for credentialing 
purposes, subject to the terms of this Agreement and any applicable State or Federal laws. 


 
3. Enrollee Eligibility. To provide sufficient mechanisms that allow Network Doctor to verify Enrollee 


eligibility for Covered Services. 
 
4. Payment.  


 
a. Compensation for Services. To pay Network Doctor for Covered Services provided to a VSP 


Patient in accordance with the compensation specified in the Assigned Fee Report. 
 
b. Timeliness of Payment. To pay Network Doctor no later than the end of each month for each Clean 


Claim received by VSP prior to the Cut-Off Date for that month. 
 


5. Notification. To notify Network Doctor if information obtained by VSP, or its authorized agent, during 
the credentialing process varies substantially from the information provided by Network Doctor. VSP 
agrees to permit Network Doctor to review and correct this information in a timely manner. 


 
6. Due Process. To comply with applicable due process requirements set forth in the Fair Hearing 


Procedure and VSP processes, as may be amended or replaced from time to time. 
 
7. Liability for Covered Services. Notwithstanding anything to the contrary herein, VSP shall remain 


liable to Network Doctor for Covered Services rendered to any VSP Patient who is under the care of 
Network Doctor at the time of termination of this Agreement. VSP also agrees to permit Network 
Doctor to continue providing any VSP Patient with such Covered Services currently in process until 
such Covered Services are complete, or until VSP makes reasonable and appropriate provision for the 
Covered Services to be provided by another Network Doctor. This provision shall survive the 
termination of this Agreement. 


 
8. No Prohibition on Communication. Not to prohibit Network Doctor from communicating to VSP any 


disagreement Network Doctor may have with VSP’s decision to deny or limit benefits to a VSP 
Patient. VSP agrees not to terminate this Agreement merely because Network Doctor discusses with a 
current, former or prospective VSP Patient any aspect of the VSP Patient’s medical condition, any 
proposed treatments or treatment alternatives, whether covered by VSP or not, policy provisions of a 
plan, or because of Network Doctor’s personal recommendation regarding selection of a health plan 
based on Network Doctor’s personal knowledge of the health needs of such VSP Patient. 


 
9. Continuing Network Participation. Under no circumstances shall VSP be required to offer, extend 


and/or grant any agreement for a new term and/or continuation of VSP doctor network participation to 
any Network Doctor. 


 
10. Compliance with Laws.  To comply with all applicable state and federal laws pertaining to VSP. 
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D. MISCELLANEOUS  
 
Network Doctor and VSP each understand and agree to each and all of the following: 
 
1. No Relationship. Nothing in this Agreement shall be construed to make Network Doctor an employee, 


agent, partner or joint venturer of VSP.  
 
2. No Assignment/No Third Party Rights. Network Doctor may not assign his/her rights and/or 


obligations under this Agreement to any party and/or entity for any purposes. No third party, including 
Network Doctor’s professional or business entity shall have any rights whatsoever because of this 
Agreement. 


 
3. Non-Enforcement. A party’s non-enforcement of any right under this Agreement shall not constitute a 


waiver of its right to subsequently enforce such right(s) and/or to require strict compliance of the other 
with the terms of this Agreement. 


 
4. Entire Agreement. This document, including the VSP Provider Reference Manual, Assigned Fee 


Reports and Fair Hearing Procedure, together with all amendments, addenda and/or replacements to/of 
any and all such documents that may be duly adopted by VSP from time to time, incorporated herein 
by reference, shall constitute the entire Agreement between the parties. This document supersedes, 
extinguishes and replaces any and all prior or contemporaneous discussions, negotiations, 
understandings, communications, agreements and/or contracts between Network Doctor and VSP. 
Rights granted to Network Doctor herein shall not be considered to be a property right and any such 
potential claim is waived.  


 
5. Headings. The headings and captions herein are for reference purposes only and shall not be 


considered in construing this Agreement. 
 
6. Interpretation. Any rule of law or legal decision that might require interpretation of any provision or 


claimed ambiguity in this Agreement against the drafting party has no application, and is expressly 
waived. If any provision of this Agreement is held by a court of competent jurisdiction to be invalid, 
void or unenforceable, the remaining provisions will continue in full force and effect without being 
impaired or invalidated in any way. 


 
7. Amendment/No Modification and Waiver. Except as provided herein, this Agreement may be 


amended only by a writing that refers to this Agreement and is signed by an authorized representative 
of each party, and cannot otherwise be modified, amended and/or changed in any respect, orally or by 
the conduct of the parties.  


 
8. Attorneys’ Fees. If an attorney is required by a party to secure performance upon the breach and/or 


default of the other, or if any judicial remedy or arbitration is necessary to enforce and/or interpret any 
provision of this Agreement, the prevailing party shall be entitled to reasonable attorney’s fees, expert 
witness fees, prejudgment or other interest, costs and expenses, in addition to any other relief to which 
a party may be entitled. 


 
 


9. Force Majeure. Neither party shall be liable for breach of this Agreement, if due to delay or 
nonperformance of an obligation hereunder, caused by an event beyond the reasonable control of and 
not caused by that party. Such events shall include, without limitation, storms, floods, other acts of 
nature, fires, explosions, riots, war or civil disturbance, strikes or other labor unrests, nonperformance 
by third party providers of utility services, embargos, delays in transportation and other governmental 
actions or regulations which would prohibit either party from performance of their obligations 
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hereunder. Notwithstanding, the excused party shall use best efforts to alleviate the consequences of the 
event. If the event continues to prevent the performance of a material service hereunder for more than 
30 calendar days, either party shall have the right to terminate this Agreement upon providing the other 
party 10 business days prior written notice. 


 
 


10. Applicable Law. To the extent allowable so as not to invalidate application of the Federal Arbitration 
Act, this Agreement shall be governed by the laws of the state of California.   


 
 
 
IN WITNESS WHEREOF, the undersigned have executed this Application and Agreement as written 
below. 
 
       Cheryl Johnson, Vice President Provider Services 
Network Doctor (Print Name)  VSP (For Internal Use Only) 
  
              
Signature  Signature 
 
     
Date   
  
       
Primary Address 
 
       
City, State, Zip 
 
       
Telephone 
 
       
NPI Number 


CONTRACT NOT BINDING UNTIL DOCTOR IS 
APPROVED BY VSP CREDENTIALING COMMITTEE  


PLEASE RETAIN A COPY FOR YOUR RECORDS 
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APPLICATION FOR NETWORK PARTICIPATION 
AND VISION SERVICE PLAN®  


PARTICIPATING SCHOOL AGREEMENT  
 


APPLICATION 
 
This Participating School (“School”), hereby makes application (“Application”) to participate in the Vision 
Service Plan (“VSP®”) doctor network as a Participating School of Medicine or Optometry. In submitting 
this Application, the School certifies and agrees as follows: 
 
1. This Application, if accepted by VSP, shall become a part of the attached VSP Participating School 


Agreement for limited participation in the VSP Doctor Network between VSP and the School as 
provided herein; 


 
2. As consideration for VSP doctor network participation, the School has read, understands and agrees to 


be bound by every and all of the terms and conditions in this Application, as well as those contained in 
the attached VSP Participating School Agreement, including incorporation by reference, the VSP 
Provider Reference Manual, and Assigned Fee Report, together with all amendments and addenda to 
any and all such documents that may be duly adopted by VSP from time to time (collectively the 
“Agreement”);  


 
3. The School now conforms to the terms and conditions of the Agreement, the rights and obligations of 


which, subject to VSP approval, will commence on the “Effective Date” as defined therein, and will 
remain in effect for three years from the Effective Date, until the School’s VSP recredentialing date, or 
until the School’s failure/inability to be or remain credentialed by VSP, whichever comes first, unless 
earlier terminated by either party as provided in this Agreement; 


 
4. VSP enters into limited term contracts with individual qualified schools and not practices or other 


entities. The responsibility rests with the School to establish, maintain, and timely provide necessary 
evidence, as determined by VSP, that the School, in fact and at all times, complies with any and all 
doctor network participation requirements established by VSP; 


 
5. Any and all information, provided by the School, or on the School’s behalf, now or in the future to VSP 


via hardcopy or in electronic format, is true, complete, and correct; and 
 
6. The School also understands and agrees that the network participation of any Associated Doctor 


affiliated with the School, as defined therein, is derivative and contingent upon, and subject to, the 
continuing network participation of the School. If the School resigns or VSP terminates the Agreement 
with the School, then the limited network participation of any Associated Doctor affiliated therewith 
will be automatically terminated without further requirement. Further, it is understood that should any 
Associated Doctor cease his/her affiliation with the School, the respective Associated Doctor 
Agreement will automatically terminate without further requirement; and 


 
7. Any execution to this Agreement will be deemed an original signature, and may be executed in 


counterparts. Copies of the fully executed form of this Agreement shall be deemed to be originals, and 
copies of affixed signatures shall be deemed as if they were original signatures, which shall be binding 
upon the parties hereto. 


 
NOT VALID UNTIL FULLY SIGNED BY ALL PARTIES.


1 of 13 
Confidential and Proprietary 


Participating School Agreement  03/12  







VSP PARTICIPATING SCHOOL AGREEMENT 
 


A. DEFINITIONS 
 


1. “Assigned Fee Report” shall mean a schedule of fees that will be paid by VSP to the School for 
Covered Services. 


 
2. “Associated Doctor” also known as a teaching physician under the Medicare Program, shall mean 


the optometrist or ophthalmologist who has, through the School, entered into an Associated Doctor 
Agreement with VSP, to provide Vision Care Services to a VSP Patient and/or oversee any such 
services rendered by a Student, Intern, and/or Resident of the School. 


 
3. “Clean Claim” shall mean a completed claim with sufficient and necessary documentation, as set 


forth in the VSP Provider Reference Manual, for VSP to accurately evaluate and pay the claim 
submitted. 


 
4. “Client” shall mean an employer group, MCO, or other payer who has entered into a contract with 


VSP for the provision of Vision Care Services. 
 


5. “Confidential Information” shall mean confidential and/or proprietary information and systems, or 
access thereto which is unique, valuable, and private concerning Enrollees and/or VSP, the 
disclosure of which would cause irreparable injury to VSP. 


 
6. “Contract” shall mean a written agreement entered into between VSP and a Client pursuant to 


which VSP is obligated to provide Vision Care Services to Enrollees and to pay the School for 
providing Vision Care Services to Enrollees. 


   
7. “Copayment” shall mean those charges that will be collected directly from the VSP Patient for 


Covered Services. 
 


8. “Covered Services” shall mean those Vision Care Services which VSP is obligated to provide 
under the terms of a Contract that VSP has entered into with a Client, or has guaranteed to provide 
to an authorized beneficiary of a VSP-sponsored charitable program, and which are (i) identified as 
Covered Services in the VSP Provider Reference Manual or (ii) are not listed as being “Not 
Covered” in the VSP Patient’s Schedule of Benefits or Additional Benefit Rider. These may 
include discounts on materials. 


 
9. “Cut-Off Date” shall mean the last day of Clean Claims processing prior to the close of the 


payment cycle, as set forth in the VSP Provider Reference Manual. 
 


10. “Effective Date” shall mean the date upon which VSP shall have executed this Agreement, 
containing the affixed signature of the Clinical Director, as shown on the signature page hereof. 


 
11. “Emergency Services” shall mean services required to evaluate or stabilize a condition to which a 


reasonable person could expect in the absence of immediate medical attention to result in serious 
jeopardy to the health of the Enrollee, serious impairment to bodily functions, or serious 
dysfunction of any bodily organ or part thereof. 


 
12. “Enrollee” shall mean an individual entitled to, and/or the recipient of, Vision Care Services 


pursuant to a Contract with a Client or individual VSP vision care plan, or the authorized 
beneficiary of a VSP-sponsored charitable program. 
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13. “Intern” or “Resident” shall mean a physician participating in an approved postgraduate training 
program of the School and/or a doctor who is not in an approved program, but is authorized to 
practice only in a hospital setting of the School. 


 
14. “MCO” shall mean a Managed Care Organization that is in contract with VSP. 


 
15. “Medicare Beneficiary” shall mean a VSP Patient or Enrollee who is entitled to receive Vision 


Care Services under the terms of a Contract between VSP and a Client offering a Medicare 
Program. 


 
16. “Medicare Program” shall mean a program to provide services to a Medicare Beneficiary eligible 


for coverage under Title XVII of the Social Security Act (otherwise known as Medicare). 
 


17. “Network Doctor List” shall mean a printed or electronic listing of the names and addresses of all 
Network Doctors and Participating Schools, within a specific geographical area as prepared by 
VSP. 


 
18. “Participating School” or “School” shall mean the School of Medicine or Optometry that has 


entered into this Participating School Agreement and through which Associated Doctors are 
affiliated. 


 
19. “Participating School Location” shall mean the VSP-approved physical location from/in which 


Associated Doctor provides routine Vision Care Services and which complies, in VSP’s 
determination, with all VSP office standards and requirements, as amended from time to time. 


 
20. “Protected Health Information (PHI)” shall mean information relating to a VSP Patient’s past, 


present, or future health or condition, the provision of health care to a VSP Patient, or payment for 
the provision of health care to a VSP Patient. PHI includes, but is not limited to, VSP Patient name, 
Social Security Number, member ID, service date, diagnosis, and claim information. 


 
21. “Student” shall mean a Student enrolled at the School, and assigned to the School as part of his/her 


educational clinical training under the direction of an Associated Doctor. 
  


22. “Vision Care Services” shall mean eyecare services and materials. Eyecare services shall be 
provided according to VSP’s guidelines, tests, and processes commensurate with intermediate or 
comprehensive levels of examination, as set forth in the VSP Provider Reference Manual, and 
within the doctor’s scope of licensure. 


 
23. “VSP” shall mean Vision Service Plan, a not-for-profit corporation, including its subsidiaries and 


affiliates. 
 


24. “VSP Patient” shall mean an Enrollee who obtains Covered Services from an Associated Doctor, or 
from a Resident, Intern, and/or Student that is supervised by an Associated Doctor. 


 
25. “VSP Provider Reference Manual” shall mean a manual, either in hardcopy or an electronic form 


(to which the School and/or Associated Doctor is provided secured access), including any changes 
or amendments thereto, containing information regarding VSP’s vision care plans, programs, 
policies, and the administrative duties and responsibilities of the Associated Doctor and the School 
during the term of the Agreement. 
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B. OBLIGATIONS OF PARTICIPATING SCHOOL 
 
The School understands and agrees to each and all of the following: 
 
1. Ownership and Operation of the Practice.  
 


a. Independent Eyecare Professionals. VSP was founded on the belief that patients’ interests are best 
served by the independent eyecare professional, which is the cornerstone of VSP’s operational 
philosophy. The School shall use best efforts to comply with VSP’s philosophy. 


 
 


b. Ownership and Control. Ownership and control of the School’s practice at the Participating School 
Locations, including dispensary, is required for limited participation in the VSP doctor network. 
The School shall have majority ownership and complete control of (actual and right thereof) all 
aspects of its/the practice, including dispensary. Unless agreed upon by VSP in writing otherwise, 
any such dispensary shall be contiguous in location to the examination area of the School’s 
practice, meaning that the dispensary and examination areas must be within the same defined office 
space. A dispensary and/or an examination area that are separated from each other by a stairwell 
will be considered to be contiguous in location so long as (i) the dispensary and the examination 
area are within the same office space and (ii) neither the dispensary nor the examination area have 
any access separate and distinct from that of the School’s office space, including access to an 
office(s) other than that of Associated Doctor, Resident, and/or Student. 


 
c. Complete Vision Care Services. To provide complete Vision Care Services at the VSP-approved 


School Location(s) occupied by Associated Doctor, Resident, and/or Student for the practice of 
optometry or ophthalmology. The School shall maintain the ability at all Participating School 
Locations to provide a comprehensive level of Vision Care Services, including dispensing services, 
and shall supply ophthalmic materials. Additionally, the School shall accept responsibility for 
monitoring and overseeing Associated Doctors, Residents, Interns, and Students in his/her 
providing Vision Care Services to all Enrollees. Such oversight includes, but is not limited to, 
ensuring Associated Doctors are properly licensed, with such license being in good standing with 
the appropriate licensing authority(ies), and comply with all Federal and State laws applicable to 
the provision of Vision Care Services. 


 
d. Accreditation. To be, and maintain, accreditation with an established accrediting entity ensuring 


that the School maintains and operates its Clinic(s) primarily for educational and lawful purposes, 
focusing on the educational pursuit of the study of optometry or ophthalmology. 


 
e. Office Hours. To maintain office hours that enable the School to adequately provide Vision Care 


Services to any Enrollee. The School shall provide Associated Doctors with accessibility for 
Emergency Services and have ready access to VSP Patient records 24 hours a day, seven days a 
week. The School agrees to provide covered Vision Care Services to Enrollees for a minimum of 
16 hours per week. Additionally, each Participating School Location must be staffed by an 
Associated Doctor(s) at all times. 


 
f. Credentialing Requirement. Any doctor, regardless of the number of hours he/she routinely works 


per week in a Participating School Location, is prohibited from providing eyecare services as an 
Associated Doctor or otherwise to any VSP patient unless he/she is credentialed by VSP or is 
granted VSP doctor network participation, respectively. Participating School must ensure that all 
doctors engaged to provide eyecare services to any VSP patient are and remain credentialed by 
VSP. 
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2. Material Events. To provide VSP, at the commencement of each academic year, with a roster 
containing the names of each of its vision care doctors, including Associated Doctors, presently then 
working, or scheduled to work, and the Participating School Location thereof, during the academic 
year. The School shall notify VSP, in writing, as soon as reasonably possible of any proposed change, 
but not more than 30 days following any actual change of address, addition, and/or closure of office 
locations or Participating School Location(s), the addition or severance of any professional staffing, 
any material change(s) in/to the ownership, operations and/or management of the practice, and/or any 
activity or event that may constitute an actual or perceived conflict of interest with VSP or VSP doctor 
network participation. Any non-VSP approved change or condition of/to any of the foregoing, or the 
determination by VSP that any act of moral turpitude, professional misconduct, criminal or civil 
wrongdoing has occurred by the School or any of its professional staff which is or may be detrimental 
to VSP, its plans, VSP Patients, and/or any other patients of the School, as determined by VSP, shall 
render this Agreement immediately void. The School further agrees to immediately notify VSP of the 
revocation, suspension, restriction, limitation, and/or imposition of any probationary or limiting terms 
against/regarding the licensure of any of the Associated Doctors, as well as any condition or event 
affecting the ability of, or limitation on, any of the Associated Doctors to practice optometry or 
ophthalmology to the full scope of licensure. The occurrence of any of the events enumerated in this 
paragraph may, in VSP’s sole discretion, result in the immediate termination of this Agreement. 


 
3. Relationship to Enrollee/Client. 
  


a. Inducement. Not to offer or provide, or use others to offer or provide, any consideration or other 
inducement to any Client and/or Enrollee to encourage the obtaining of Vision Care Services from 
the School or Associated Doctors. Further, the School shall not permit its/the name, including that 
of any Associated Doctor, to be used in any mailing or other solicitation of Enrollees, except in the 
Network Doctor List and/or as specifically authorized by VSP in writing. 


 
b. Discrimination. To see any Enrollee, without discriminating on the basis of race, color, creed, 


ancestry, national origin, gender, age, religion, marital status, sexual orientation, health status, 
physical or mental disability, government-sponsored health insurance programs, or any VSP 
program defined herein as Covered Services, in accordance with the requirements set forth in the 
VSP Provider Reference Manual. 


 
c. Industry Standards. To render Covered Services to any Enrollee in a manner consistent with 


recognized industry standards of care, and to each Medicare Beneficiary in accordance with the 
terms and conditions of the Medicare Program, and provide documentation as set forth in the VSP 
Provider Reference Manual. 


 
d. Courtesy and Service. To give any Enrollee the same level of courtesy and service that Associated 


Doctor, Resident, Intern, and/or Student would give to any person who is not an Enrollee. The 
School further agrees, in consideration of the School’s participation in the VSP doctor network, to 
conduct itself in a manner that is supportive of VSP, each Client, and every Enrollee, and to avoid 
actual or perceived conflicts of interest with VSP or VSP doctor network participation. If at any 
time, the School, including its affiliated Associated Doctor(s), Resident(s), Intern(s), and/or 
Student(s), fails to serve any Enrollee in a courteous manner, demonstrates unwillingness or 
inability to work cooperatively for the best interests of VSP or its plans, enters into an actual or 
perceived conflict of interest to the interests of VSP or VSP doctor network participation, and/or 
fails, in VSP’s determination, to provide adequate standard of care, the School’s participation in the 
VSP doctor network will be subject to immediate termination. 
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e. Procedures and Tests. To ensure that Associated Doctors perform each of the procedures and tests 
prescribed in the VSP Provider Reference Manual, as well as any other tests that are, in the 
Associated Doctor’s professional judgment, indicated. The School shall ensure Associated Doctors 
keep complete and accurate written records of such tests and procedures provided, which shall 
remain confidential, in compliance with applicable State and Federal law, and make them timely 
available to VSP, in the event VSP desires to audit or review such records and documents. The 
School shall ensure Associated Doctors obtain authorization from and submit all claims to VSP, in 
accordance with the requirements set forth by VSP, including those contained in the VSP Provider 
Reference Manual. The School shall certify and be responsible for the accuracy, completeness, and 
truthfulness of all claims data and information submitted to VSP, which shall include Eye Health 
Management condition information. VSP shall have the right to deny payment, withhold payment, 
and/or to make deductions from future payments to the School as a result of the School’s failure to 
follow VSP prescribed procedures. 


 
f. Copayment and Fees. To collect any applicable Copayment and any and all other fees for Vision 


Care Services which are not Covered Services. The School further agrees not to impose any 
surcharge on VSP Patients for Covered Services. Upon request, the School shall report to VSP, in 
writing, all Copayments, surcharges, and/or fees paid by VSP Patient(s) directly to the School for 
services that are not considered to be Covered Services. 


 
g. Fee Payment. To accept payment from VSP for Covered Services provided to a VSP Patient in 


accordance with the compensation specified in the Assigned Fee Report, and not to look to the VSP 
Patient for additional money(ies) owed for Covered Services, except for (i) Copayments, (ii) 
coinsurance, (iii) amounts which exceed the VSP Patient’s plan allowances, (iv) fees for Vision 
Care Services which are not Covered Services, according to the published VSP Patient Options List 
as set forth in the VSP Provider Reference Manual, or (v) fees for Vision Care Services listed in the 
“Not Covered” section of the VSP Patient’s Schedule of Benefits or Additional Benefit Rider.  


 
h. Hold Harmless. Neither the School, nor any permitted agent, trustee, and/or assignee of the School, 


including Associated Doctors, Resident(s), Intern(s), and/or Student(s), may initiate or maintain 
any action at law against a VSP Patient for sums owed to the School by VSP. In the event the 
School submits a claim late and/or VSP, due to insolvency or otherwise, is financially unable to 
pay all or any part of the School’s fee for Covered Services, the School will not look to the VSP 
Patient for such payment. This hold harmless provision shall survive the expiration or termination 
of this Agreement. 


 
i. Additional Services. In the event a VSP Patient wishes to purchase additional Vision Care Services 


beyond those provided as Covered Services, the School will not charge the VSP Patient more for 
such services and/or materials than the School normally charges a patient who is not a VSP Patient. 
The School shall notify the VSP Patient of any monies owed by VSP Patient for non-Covered 
Services prior to performing any non-Covered Services. The School agrees to provide to VSP 
Patients all value-added discounts, as set forth in the VSP Provider Reference Manual. 


 
4. Services Subject to Review. The services of the School, through any of its Associated Doctors, 


Resident(s), Intern(s), and/or Student(s), provided to any VSP Patient will be subject to review or audit. 
The School shall fully cooperate with VSP review or audit activities/processes, including, but not 
limited to, in-office audits or inspections, business audits, special investigation audits, medical record 
reviews, and/or similar VSP investigative or quality assurance efforts. The School shall reimburse VSP 
in a timely manner for its reasonable out-of-pocket expenses and costs incurred in such 
audit(s)/inspection(s). The School agrees to cooperate with, abide by, and adhere to, all rulings of any 
VSP quality assurance or peer review committee. All records, data, and information acquired by, or 
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prepared for, any VSP quality assurance or peer review committee shall be held in confidence, except 
to the extent necessary to carry out the purposes of such review activities, and shall not be subject to 
subpoena or discovery, which limitations shall survive the expiration or termination of this Agreement. 
The School further agrees that upon request, the School will timely furnish case records to VSP of any 
or all Enrollees for whom claims have been submitted, and that VSP may use any information so 
obtained for statistical, actuarial, scientific, peer review, or other reasonable purposes, including 
applicable State and Federal law requirements, provided that no professional confidence shall be 
breached thereby. The School also agrees that utilization and claims information may be released to 
MCOs and peer review groups. The confidentiality of VSP Patient medical information shall not be 
compromised. 


 
5. Malpractice Liability. Nothing contained herein shall interfere with the ordinary relationship that 


exists between Associated Doctor and VSP Patient, including the liability for malpractice. Unless 
expressly limited by applicable state law, the School shall maintain and upon request furnish evidence 
of professional liability (malpractice) insurance coverage to VSP in an amount not less than $1,000,000 
per occurrence/$3,000,000 annual aggregate total, throughout the term of this Agreement. The School 
shall also maintain and upon request furnish evidence of general liability coverage in an amount not 
less than $1,000,000. The School shall notify VSP within ten calendar days of any lapse in professional 
and/or general liability insurance coverage, and shall indemnify and hold VSP harmless against any 
and all liability, damages, or claims it may suffer, including attorney fees and costs, that result from the 
failure of the School to maintain such insurance coverage and/or the relationship between the School, 
including Associated Doctor, and VSP Patient. 


 
6. Misleading Information; Billing/Payment Disputes.  
 


a. Misleading or False Information. The provision of any misleading or false information to VSP, as 
determined by VSP, including, but not limited to, information regarding claims, services provided, 
treating doctor, VSP Patient(s) treated, premises where treatment was provided, status of licensure, 
and/or the ownership/characterization/operation/management of the practice, including the 
dispensing facility, shall be grounds for immediate termination of this Agreement. 


 
 


b. Charge-Back Right. If the School has been determined by VSP to have incorrectly or improperly 
billed VSP, or a VSP Patient, for Vision Care Services provided to a VSP Patient, or which are 
excluded from Covered Services, or which are more expensive than those allowed thereunder, VSP 
is authorized to charge the account of the School for monies found owing by the School to VSP, or 
to the VSP Patient. 


 
c. Dispute of Services/Materials/Payment. In the event of any dispute(s) as to services, materials, 


and/or payment for same, concerning an Enrollee and/or VSP, VSP is authorized to withhold and 
set-aside any disputed sums in trust, and the facts of such dispute shall be submitted to the VSP 
Board of Directors, or any Committee duly appointed thereby, and the decision of the Board or 
duly appointed Committee shall be final and binding, and any money found owing to VSP by 
reason of such dispute may be applied from funds held and/or deducted from any future payments 
owed to the School. 


 
7. Medical Information.  
 


a. Patient Records Maintenance. To maintain all VSP Patient medical records and all other books and 
records relating to Covered Services provided to Enrollees in a complete and accurate form and 
containing such information as required by community standards, MCO contracts with VSP, 
accreditation organizations, and/or State and Federal law. Upon request and within the time frame 
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requested, the School shall, at no cost, provide to VSP, appropriate State and Federal authorities, 
and contracting MCOs access to or copies of all Enrollee medical records and other records relating 
to the provision of Covered Services for purposes of quality assurance, case management, and 
utilization review or audit; credentialing and peer review; claims processing, verification and 
payment review or audit; Enrollee grievance and appeal resolution; and other activities reasonably 
necessary for compliance with the standards of accreditation organizations and the requirements of 
State and Federal law. The School agrees to cooperate in a timely manner with Medicare appeals 
and expedited appeals procedures. The School, including Associated Doctors, agree(s) to make 
internal practices, books, and records relating to the use and/or disclosure of PHI available to VSP, 
or at the request of the Secretary of the Department of Health and Human Services, in the time and 
manner designated by VSP or the Secretary, for purposes of determining VSP’s compliance with 
its requirements under the Health Insurance Portability and Accountability Act (HIPAA). 


 
b. Records Use/Disclosure. To use and disclose VSP Patient records and PHI only in accordance with 


the terms of this Agreement and applicable State and Federal law. 
 
c. Access to Records. To have ready access to and availability of VSP Patient records, and will 


provide Enrollees with timely access to their records and information on request. All records 
relating to the provision of Covered Services shall be retained by the School as required by State or 
Federal law. This obligation shall not cease upon expiration or termination of this Agreement, by 
rescission or otherwise. The School information provided to VSP may be furnished to a third party 
who has contracted with VSP for the purpose of providing additional care to Enrollees. 


 
 


d. Individual Rights. To implement the processes necessary to support individual rights, as identified 
in 45 CFR part 164, including the right to 1) receive Notice of Privacy Practices, 2) request access 
to PHI, 3) request restriction on use and disclosure of PHI, 4) request amendment of PHI, 5) 
request confidential communications of PHI, and 6) file a complaint about office privacy practices. 


 
8. Expiration/Termination. 
 


a. Automatic Expiration. This Agreement shall automatically expire without further requirement, on 
the earlier of (i) three years from the Effective Date, (ii) the VSP recredentialing date, or (iii) the 
School’s failure/inability to be or remain VSP credentialed, unless earlier terminated by either 
party as provided in this Agreement. Except as set forth herein otherwise, on expiration hereof, this 
Agreement shall be of no force and effect and the School shall no longer be considered a 
Participating School. Prior to expiration, the School may request and be considered by VSP for 
grant and approval of a new Agreement for a limited term between the parties. Under no 
circumstances shall VSP be required to offer, extend, and/or grant any agreement for a new term 
and/or continuation of VSP doctor network participation to any Participating School. 


 
 


b. Early Termination. Either party may terminate this Agreement by giving the other party at least 90 
days prior written notice. VSP may also terminate this Agreement immediately if the School, 
directly or indirectly (i) fails to comply with any term and/or condition of this Agreement, or (ii) 
has engaged/engages in any act of moral turpitude, professional misconduct, criminal or civil 
wrongdoing which, in VSP’s sole discretion, is or may be detrimental to VSP, its plans, and/or 
VSP Patients. Until such termination is final, the School will continue to perform service in 
conformity with this Agreement. 


 
c. Affiliation After Expiration/Termination. In the event of the expiration or termination of this 


Agreement by either party, the School, including its Associated Doctor(s), Resident(s), Intern(s), 
and/or Student(s), is prohibited from making any representation of being affiliated with VSP in any 
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manner. The School’s name will continue to appear on the Network Doctor List only until the next 
update, at which time it will be removed. As Enrollees schedule appointments, the School agrees to 
promptly advise Enrollees that the School can no longer provide Covered Services to Enrollee as a 
School, nor will the Enrollee be liable for payment of any charges incurred without the Enrollee’s 
prior knowledge of this fact. This provision shall survive the expiration or termination of this 
Agreement. 


 
9. Compliance with VSP Policies.  
 


a. VSP Requirements. To comply, at all times during the term of this Agreement, with all VSP 
policies, rules, procedures, and guidelines, including eye health management (providing accurate 
patient conditions on claim submissions), utilization management, quality management, and 
credentialing requirements; and to cooperate in the timely investigation into and resolution of any 
Enrollee grievance procedures involving the School, including Associated Doctor(s). The School’s 
limited participation in the VSP doctor network shall be subject to immediate termination 
dependent on (i) the failure/inability to be credentialed or meet all VSP credentialing requirements, 
(ii) the occurrence of any material event set forth above in Section B.2., and/or (iii) VSP’s 
evaluation and determination as to the number, nature and severity of any malpractice claim(s) or 
quality of care issue(s), as determined by VSP’s credentialing or peer review committee.  


 
 


b. Coordination of Benefits. To cooperate in, and abide by, the coordination of benefits policies and 
procedures, as set forth in the VSP Provider Reference Manual. 


 
c. MCO Contracts. To comply with the applicable provisions of all contracts VSP may have with 


MCOs and employer groups as amended from time to time. The MCO has a statutory responsibility 
to monitor and oversee the offering of Covered Services to Enrollees. When required, the School 
shall cooperate and comply with all credentialing requirements of any contracted MCOs and with 
contracted external review organizations. The School understands that MCOs in contract with VSP 
are required by law to approve or disapprove the participation in their plan of any Associated 
Doctor in contract with VSP. MCOs shall have the right to disapprove the School’s participation in 
MCO’s plan at any time during the term of the Contract between MCO and VSP. Medicare MCOs 
are obligated by law to disapprove of a provider who has been excluded from participation in 
Medicare under sections 1128 or 1128A of the Social Security Act. 


 
d. Medicare. To be, or timely become, a Medicare Provider, refrain from employing or contracting 


with any doctor who is not a Medicare Provider, provide services to any and all Medicare 
Beneficiaries, and accept assignment of the VSP approved payment and only bill Medicare 
Beneficiary for applicable deductible and/or coinsurance amounts for any Vision Care Services 
provided. 


 
10. Compliance with Laws. 
 


a. State/Federal Laws. To comply with all state and federal laws, including applicable Medicare 
Laws, rules, and CMS instructions, pertaining to the School and the School’s practice. The School, 
as a recipient of Federal funds through the Medicare program, agrees to comply with all laws 
applicable to entities receiving Federal funds, including, but not limited to, Title VI of the Civil 
Rights Act of 1964, the Age Discrimination Act of 1975 and the Americans with Disabilities Act. 
The School agrees to indemnify and hold harmless VSP from and against any and all liability, 
damages, and/or claims it may suffer, including attorney fees and costs, resulting from the School’s 
failure to comply with State and/or Federal laws. 
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b. Request for Assistance. To not seek any legal or business advice, assistance, and/or guidance from 
VSP regarding his/her compliance with State and/or Federal laws, and/or this Agreement. The 
School shall not rely on any voluntary assistance given by VSP, which shall be without recourse or 
liability, and shall not constitute a disclaimer or waiver of the preceding sentence. 


 
c. Electronic Communication. To receive business related information and surveys from VSP, 


including its subsidiaries and affiliates, by electronic or any other reasonable form of transmission.  
 
11. Release. That VSP and its affiliates and subsidiaries, including its/their directors, officers, employees, 


agents, representatives, trustees, and shareholders (if any), is/are specifically released from any and all 
liability, including, but not limited to, actions/inactions taken in good faith or in the furtherance of 
quality health care, enforcement of the terms and conditions of this Agreement, and/or for errors or 
omissions in the preparation and/or dissemination of the Network Doctor List or other information 
regarding VSP and its doctor network. 


 
12. Confidential Information; VSP Intellectual Property.  
 


a. Non-Disclosure of Information. To not disclose to any third party, directly or indirectly, or use in 
any way that is adverse to VSP's best interests, Confidential Information that the School has been 
provided with, or given access to, by VSP. Such disclosure, as determined by VSP, shall result in 
the immediate termination of this Agreement. The School shall be fully responsible for the use of 
all Confidential Information made available to its Associated Doctor(s), Resident(s), Intern(s), 
and/or Student(s). The School shall indemnify VSP against all liability, damages, and loss, 
including attorney's fees and costs, arising from the breach hereof or arising from VSP's 
enforcement of this provision. The School shall promptly notify VSP of any inquiry or legal 
proceedings seeking disclosure of Confidential Information. This provision shall survive the 
expiration or termination of this Agreement. 


 


 
b. Limited Use License. The registered marks, “VSP” and “Vision Service Plan,” and other marks 


that VSP may register from time to time, as well as the VSP logo(s), are, and shall remain, 
exclusively owned by VSP. The School may be granted a limited and revocable license to use the 
mark “VSP” and the registered VSP logo(s) in accordance with the guidelines set forth in the VSP 
Provider Reference Manual, and upon VSP’s receipt and grant, in its sole discretion, of a Limited 
License Agreement, in form provided, executed by the School. No license will be granted to use 
the mark, “Vision Service Plan.” In the event a limited license is not offered and granted, or is 
revoked, by VSP, the School is prohibited from any use of VSP marks and/or logo(s), or any 
variation thereof, in any advertising of any kind or nature, other than as specifically authorized by 
VSP in writing, including window decals and in-office signage provided to the School directly by 
VSP. 


 
C. OBLIGATIONS OF VSP 
 
VSP understands and agrees to each and all of the following: 
 
1. VSP Provider Reference Manual. To provide the School with, or access to, a VSP Provider 


Reference Manual, which shall be made accessible to all Associated Doctors, Residents, Interns, and 
Students, and timely updates thereto. 
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2. Confidential Information. To maintain to the extent possible the confidentiality of the personal and 
professional information of the School, including its professional staff, provided to VSP, or its 
authorized agent, for credentialing purposes, subject to the terms of this Agreement and any applicable 
State or Federal laws. 


 
3. Enrollee Eligibility. To provide sufficient mechanisms that allow the School, through its Associated 


Doctors, to verify Enrollee eligibility for Covered Services. 
 
4. Payment.  


 
a. Compensation for Services. To pay the School for Covered Services provided to a VSP Patient in 


accordance with the compensation specified in the Assigned Fee Report. 
 
b. Timeliness of Payment. To pay the School no later than the end of each month for each Clean 


Claim received by VSP prior to the Cut-Off Date for that month. 
 


5. Notification. To notify the School if information obtained by VSP, or its authorized agent, during the 
credentialing process varies substantially from the information provided by the School. VSP agrees to 
permit the School to review and correct this information in a timely manner. To provide the School 
with written notice of the basic reasons for any adverse decision resulting in a change in network 
participation status. 


 
6. Liability for Covered Services. Notwithstanding anything to the contrary herein, VSP shall remain 


liable to the School for Covered Services rendered to any VSP Patient who is under the care of an 
Associated Doctor affiliated with the School at the time of termination of this Agreement. VSP also 
agrees to permit the School to continue providing any VSP Patient with such Covered Services 
currently in process until such Covered Services are complete, or until VSP makes reasonable and 
appropriate provision for the Covered Services to be provided by another authorized doctor. This 
provision shall survive the expiration or termination of this Agreement. 


 
7. No Prohibition on Communication. Not to prohibit the School from communicating to VSP any 


disagreement the School may have with VSP’s decision to deny or limit benefits to a VSP Patient. VSP 
agrees not to terminate this Agreement merely because the School discusses with a current, former, or 
prospective VSP Patient any aspect of the VSP Patient’s medical condition, any proposed treatments or 
treatment alternatives, whether covered by VSP or not, policy provisions of a plan, or because of an 
Associated Doctor’s personal recommendation regarding selection of a health plan based on the 
Associated Doctor’s personal knowledge of the health needs of such VSP Patient. 


 
8. Continuing Network Participation. Under no circumstances shall VSP be required to offer, extend, 


and/or grant any agreement for a new term and/or continuation of VSP doctor network participation to 
any Participating School. 


 
9. Compliance with Laws. To comply with all applicable state and federal laws pertaining to VSP. 
 
 


D. MISCELLANEOUS  
 
The School and VSP each understand and agree to each and all of the following: 
 
1. No Relationship. Nothing in this Agreement shall be construed to make the School, including any 


Associated Doctor(s), Resident(s), Intern(s), and/or Student(s), an employee, agent, partner or joint 
venturer of VSP.  
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2. No Assignment/No Third Party Rights. The School may not assign its rights and/or obligations under 
this Agreement to any party and/or entity for any purposes. No third party, including Participating 
School’s professional or business entity shall have any rights whatsoever because of this Agreement. 


 
3. Non-Enforcement. A party’s non-enforcement of any right under this Agreement shall not constitute a 


waiver of its right to subsequently enforce such right(s) and/or to require strict compliance of the other 
with the terms of this Agreement. 


 
4. Entire Agreement. This document, including the VSP Provider Reference Manual and Assigned Fee 


Reports, together with all amendments, addenda, and/or replacements to/of any and all such documents 
that may be duly adopted by VSP from time to time, incorporated herein by reference, shall constitute 
the entire Agreement between the parties. This document supersedes, extinguishes, and replaces any 
and all prior or contemporaneous discussions, negotiations, understandings, communications, 
agreements, and/or contracts between the School and VSP. Rights granted to the School herein shall 
not be considered to be a property right and any such potential claim is waived.  


 
5. Headings. The headings and captions herein are for reference purposes only and shall not be 


considered in construing this Agreement. 
 
6. Interpretation. Any rule of law or legal decision that might require interpretation of any provision or 


claimed ambiguity in this Agreement against the drafting party has no application, and is expressly 
waived. If any provision of this Agreement is held by a court of competent jurisdiction to be invalid, 
void, or unenforceable, the remaining provisions will continue in full force and effect without being 
impaired or invalidated in any way. 


 
7. Amendment/No Modification and Waiver. Except as provided herein, this Agreement may be 


amended only by a writing that refers to this Agreement and is signed by an authorized representative 
of each party, and cannot otherwise be modified, amended, and/or changed in any respect, orally or by 
the conduct of the parties.  


 
8. Attorneys’ Fees. If an attorney is required by a party to secure performance upon the breach and/or 


default of the other, or if any judicial remedy or arbitration is necessary to enforce and/or interpret any 
provision of this Agreement, the prevailing party shall be entitled to reasonable attorney’s fees, expert 
witness fees, prejudgment or other interest, costs and expenses, in addition to any other relief to which 
a party may be entitled. 


 
9. Force Majeure. Neither party shall be liable for breach of this Agreement, if due to delay or 


nonperformance of an obligation hereunder, caused by an event beyond the reasonable control of and 
not caused by that party. Such events shall include, without limitation, storms, floods, other acts of 
nature, fires, explosions, riots, war or civil disturbance, strikes or other labor unrests, nonperformance 
by third party providers of utility services, embargos, delays in transportation and other governmental 
actions, or regulations which would prohibit either party from performance of their obligations 
hereunder. Notwithstanding, the excused party shall use best efforts to alleviate the consequences of the 
event. If the event continues to prevent the performance of a material service hereunder for more than 
thirty calendar days, either party shall have the right to terminate this Agreement upon providing the 
other party ten business days prior written notice. 


 
 


10. Applicable Law. This Agreement shall be governed by the laws of the state of California.   
 
 
 
 


12 of 13 
Confidential and Proprietary 


Participating School Agreement    03/12 







IN WITNESS WHEREOF, the undersigned have executed this Application and Agreement as written 
below. 
 
       Cheryl Johnson, Vice President Provider Services 
Clinical Director (Print Name)  VSP (For Internal Use Only) 
  
              
Signature  Signature 
 
     
Date   
  
       
Primary Address 
 
       
City, State, Zip 
 
       
Telephone 
 


CONTRACT NOT BINDING UNTIL DOCTOR IS 
APPROVED BY VSP CREDENTIALING COMMITTEE  


PLEASE RETAIN A COPY FOR YOUR RECORDS 
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Pivot Table - Health Plan
Detail of Services by CPT and Degree DOS July 2010 - June 2011 


DGR DATA
MD OD


CPT DESCRIPTION GROSS BILLED
Count of CLAIM 


NO. GROSS BILLED
Count of CLAIM 


NO.
65205 REMOV FB EXT EYE; CONJUNC SUPERF 999.99 2
65205 Total 999.99 2


65210-79 REMOV FB EXT EYE; CONJUNC EMBEDDED/SUBCONJUNC 99.99 1
65210-79 Total 99.99 1


65210-LT REMOV FB EXT EYE; CONJUNC EMBEDDED/SUBCONJUNC 99.99 1 99.99 1
65210-LT Total 99.99 1 99.99 1


65210-RT REMOV FB EXT EYE; CONJUNC EMBEDDED/SUBCONJUNC 999.99 3 199.99 2
65210-RT Total 999.99 3 999.99 2


65220-RT REMOV FB EXT EYE; CORNEAL WO SLIT LAMP 99.99 1
65220-RT Total 99.99 1


65222 REMOV FB EXT EYE; CORNEAL W/SLIT LAMP 999.99 4 999.99 4
65222 Total 999.99 4 999.99 4


65222-LT REMOV FB EXT EYE; CORNEAL W/SLIT LAMP 999.99 2 999.99 5
65222-LT Total 999.99 2 999.99 5


65222-RT REMOV FB EXT EYE; CORNEAL W/SLIT LAMP 99.99 1 999.99 3
65222-RT Total 99.99 1 999.99 3


67820-51 CORRECT TRICHIASIS; EPILATION BY FORCEPS ONLY 999.99 7
67820-51 Total 999.99 7


67820-E1 CORRECT TRICHIASIS; EPILATION BY FORCEPS ONLY 99.99 1
67820-E1 Total 99.99 1


67820-E2 CORRECT TRICHIASIS; EPILATION BY FORCEPS ONLY 999.99 7 999.99 4
67820-E2 Total 999.99 7 999.99 4


67820-E3 CORRECT TRICHIASIS; EPILATION BY FORCEPS ONLY 999.99 2
67820-E3 Total 999.99 2


67820-E4 CORRECT TRICHIASIS; EPILATION BY FORCEPS ONLY 999.99 7 99.99 1
67820-E4 Total 999.99 7 99.99 1
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SAMPLE CLIENT - 99999999 
Dashboard Report for Period Aug 2008 to Jul 2009


Plan Savings 


Service Percent Savings
Count Savings Dollars


Exams 16,043 47% $965,146.88
Single Vision 5,607 44% $247,324.77
Bifocals 1,897 36% $88,855.48
Trifocals 27 29% $1,224.72
Frames 7,599 32% $260,721.69


Totals:  31,173 43% $1,563,273.54


Savings relative to Usual and Customary fees


Plan Cost and Utilization 


Average Cost Claim Average Cost
Per Claim Frequency per Member


2006 $111.10 73 $8.76
2007 $113.72 74 $9.07
2008 $114.57 79 $9.68
LTM $114.55 80 $9.81


30.0%30.5%


39.5%


 


Medical/Office Complex


Neighborhood Offices


Retail Locations


Network Statistics                                       


In-Network Utilization:    92 % 
Network Retention:         99.4%


Doctor Locations by Setting 
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# Covered Gross $


Membership and Benefit Cost Trends                                                                                                    Medical Data Collection Summary                     


Received Eye Exam:       16,953


Diabetes                    148
Diabetic Retinopathy:         6
Glaucoma:                    14
Hypertension:               182
Corneal Arcus                26
Macular Degeneration:         3


Diabetic Eye Exam Reminders  


Reminders Sent:                              90
Exams Received Within 180 days:            22
Reminder Effectiveness Percentage:   24.4%


VSP CONFIDENTIAL 
The information contained in this report is confidential and is not Report Generated On:  08/18/2009 at 09.37.21 
intended for distribution outside the VSP client and/or broker partnership. Information Source:  WF/PART0004







UTIL0001


CLIENT UTILIZATION REPORT


FOR:      SAMPLE CLIENT


PAGE: 1CLIENT ID:                 99999999 Summary
RUN DATE: 02 / 02 / 2008CONTRACT TYPE: Risk


CLIENT TYPE: Individual ly Rated


NET CLAIM GAIN/ PLR AVG CLM # CLMS PAID REV/GROSS RETENTION RETNNBR
$ $ LOSS $ % COST PAID FREQ MBRPERIOD $ $ %COVERED


$1,428,381 $1,361,522 $66859 95 $83.10 16,385 15 $1.511,101,4802005 $1,660,908 $232,527 14.0
$1,366,305 $1,352,880 $13425 99 $83.21 16,258 16 $1.541,033,5832006 $1,588,726 $222,422 14.0
$1,249,698 $1,236,353 $13344 98 $83.28 14,846 16 $1.53950,3962007 $1,453,137 $203,439 14.0


$105,346 $97,982 $7364 93 $82.69 1,185 15 $1.5380,073FEB $122,495 $17,149 14.0
$104,242 $94,873 $9369 91 $83.22 1,140 14 $1.5279,662MAR $121,211 $16,970 14.0
$101,905 $110,210 $-8305 108 $83.94 1,313 17 $1.5277,898APR $118,494 $16,589 14.0
$102,522 $122,289 $-19766 119 $80.99 1,510 19 $1.5378,071MAY $119,212 $16,690 14.0
$103,276 $85,292 $17984 82 $86.07 991 13 $1.5378,628JUN $120,088 $16,812 14.0
$104,085 $97,733 $6351 93 $83.04 1,177 15 $1.5379,134JUL $121,029 $16,944 14.0
$104,545 $96,400 $8145 92 $84.86 1,136 14 $1.5379,451AUG $121,564 $17,019 14.0
$104,179 $107,796 $-3617 103 $82.60 1,305 16 $1.5379,118SEP $121,138 $16,959 14.0
$104,287 $117,945 $-13657 113 $84.55 1,395 18 $1.5379,080OCT $121,265 $16,977 14.0
$104,335 $106,769 $-2434 102 $82.45 1,295 16 $1.5379,113NOV $121,319 $16,985 14.0
$103,828 $107,704 $-3875 103 $81.47 1,322 17 $1.5478,580DEC $120,731 $16,902 14.0
$112,098 $109,406 $2692 97 $84.42 1,296 15 $1.5484,429JAN $130,346 $18,248 14.0


$1,254,648 $1,254,398 $250 100 $83.27 15,065 16 $1.53953,237LTM $1,458,893 $204,245 14.0
$0 $0 $0 0 $0.00 0 0 $0.000ADJ $0 $0 0.0


$112,098 $109,406 $2692 97 $84.42 1,296 15 $1.5484,429CC $130,346 $18,248 14.0
$112,098 $109,406 $2692 97 $84.42 1,296 15 $1.5484,429YTD $130,346 $18,248 14.0


MEMBERS SPOUSE DEPENDENTSMEMBERSHIP AVERAGES


SP+REV/ CLM IND PNL CLMS # AVG MBR CLMS # AVG SP CLMS # AVG DPT
DEP %PERIOD MBR $ RATE % PERIOD $ CLMS COST % $ CLMS COST % $ CLMS COST %


$1.51 $1.24 $1.43 100 02005 $97,982 1,208 $81.11 102 $0 $0.00 0 $0 0 $0.00 0 0FEB
$1.54 $1.31 $1.52 1002006 0$94,873 1,175 $80.74 103 $0 $0.00 0 $0 0 $0.00 0 0MAR
$1.53 $1.30 $1.51 1002007 0$110,210 1,337 $82.43 102 $0 $0.00 0 $0 0 $0.00 0 0APR
$1.54 $1.30 $1.50 100Q1 0$122,289 1,571 $77.84 104 $0 $0.00 0 $0 0 $0.00 0 0MAY
$0.00 $0.00 $0.00 0Q2 0$85,292 1,043 $81.78 105 $0 $0.00 0 $0 0 $0.00 0 0JUN$0.00 $0.00 $0.00 0Q3 0$97,733 1,227 $79.65 104 $0 $0.00 0 $0 0 $0.00 0 0JUL$0.00 $0.00 $0.00 0Q4


0$96,400 1,176 $81.97 104 $0 $0.00 0 $0 0 $0.00 0 0AUG$1.53 $1.32 $1.53 100LTM
0$107,796 1,355 $79.55 104 $0 $0.00 0 $0 0 $0.00 0 0SEP$1.54 $1.30 $1.50 100CC
0$117,945 1,447 $81.51 104 $0 $0.00 0 $0 0 $0.00 0 0OCT$1.54 $1.30 $1.50 100YTD
0$106,769 1,355 $78.80 105 $0 $0.00 0 $0 0 $0.00 0 0NOV
0$107,704 1,386 $77.71 105 $0 $0.00 0 $0 0 $0.00 0 0DEC
0$109,406 1,352 $80.92 104 $0 $0.00 0 $0 0 $0.00 0 0JAN
0$1,254,398 15,632 $80.25 104 $0 $0.00 0 $0 0 $0.00 0 0TOT


ADJ - Adjustments
CC - Current Contract
LTM - Last Twelve Months This report is solely in tended for the use of the contract holder a n d is no t to be shared
YTD - Year To Date







QUARTERLY GRAPHIC UTILIZATION  CLIENT: SAMPLE CLIENT
   YEAR 2007 CLIENT ID: 99999999


2007       9,955         9,888       9,720       9,311      2007     $158,619       $174,553     $159,679     $154,006 


2007      $20,009        $19,875      $19,538      $18,715  2007     $138,611       $154,678     $140,141     $135,290 


VSP CONFIDENTIAL Report Generated On:  03/13/08 at 09.16.46
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QUARTERLY GRAPHIC UTILIZATION  CLIENT: SAMPLE CLIENT
   YEAR 2007 CLIENT ID: 99999999


2007     $138,611       $154,678     $140,141     $135,290  2007           $0             $0           $0           $0 


2007        100.0          100.0        100.0        100.0  2007      $107.74        $110.64      $108.55      $111.15 


VSP CONFIDENTIAL Report Generated On:  03/13/08 at 09.16.46
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QUARTERLY GRAPHIC UTILIZATION  CLIENT: SAMPLE CLIENT
   YEAR 2007 CLIENT ID: 99999999


2007       1,287         1,399       1,291       1,216      2007           42             46           43           43 


2007        86.68          87.76        89.13        87.02  2007    $109.72      $111.80    $109.88    $113.11 


VSP CONFIDENTIAL Report Generated On:  03/13/08 at 09.16.46
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Call Response Summary Report


For The Period FEBRUARY 2007 Through FEBRUARY 2007


SAMPLE GROUP  12999999
On average, for 1,000 members, VSP receives 12 calls per month


Total Group Calls 


           100


Group Group VSP Percent
Category Reasons For Calling Counts Percent Book-of-Business


Coverage Exam and/or Glasses 11 11.46% 4.55%
Frame 10 10.42% 5.02%
How to Use Benefits 8 8.33% 9.74%
Spectacle Lenses/Options 7 7.29% 4.66%
Interim Benefits 3 3.13% .06%
Benefit Not Covered 2 2.08% .65%
Broken Glasses 1 1.04% .02%
Early Services 1 1.04% .05%


Category Subtotal -  Coverage 43 44.79% 24.75%


Eligibility All Services 14 14.58% 5.65%
IVR Available Services 5 5.21% 11.67%
Lens 4 4.17% .66%
Add/Update Membership 1 1.04% .79%
Not Reported by Client 1 1.04% .08%
Referred Caller to Client 1 1.04% 1.67%
Verify Eligibility 1 1.04% .67%
Wrong ID / Provided ID 1 1.04% .36%


Category Subtotal -  Eligibility 28 29.16% 21.55%


Doctor Referral Provided Verbal List 14 14.58% 4.11%
Referred to Internet 3 3.13% 3.86%
Verified Doctor 2 2.08% 2.26%
IVR Doctor Referral 1 1.04% 9.41%


Category Subtotal -  Doctor Referral 20 20.83% 19.64%


Claims Claim Status 1 1.04% .81%
Out-of-Pocket Expenses 1 1.04% .47%


Category Subtotal -  Claims 2 2.08% 1.28%


Coverage Information Frequency 2 2.08% 1.50%


Category Subtotal -  Coverage Information 2 2.08% 1.50%


Authorizations Issue Authorization 1 1.04% .70%


Category Subtotal -  Authorizations 1 1.04% .70%


Satisfaction Opportunity None 0 .00% .28%


Category Subtotal -  Satisfaction Opportunity 0 .00% .28%


Miscellaneous 4
GRAND TOTAL 100


Report Generated On:  02/11/2008  At 16:13:04  PAGE:     1
Information Source:  FOCUS/SCFR0006







COMPLAINT AND GRIEVANCE SUMMARY REPORT
CLIENT NAME:   ANY CLIENT
CLIENT ID:          12345678


COMPLAINT CATEGORY: 'Member'  
PERIOD COVERED: SEPTEMBER 2007 THROUGH DECEMBER 2007


SEP OCT NOV DEC TOTAL
Complaint Description


MEMBER UNHAPPY WITH VSP - 1 2 1 0 4
POLICIES/PROCEDURES


MEMBER UNHAPPY WITH 1 2 0 0 3
MATERIALS - GLASSES


MEMBER UNHAPPY WITH 0 1 0 0 1
BENEFITS - OUT OF NETWORK 
COVERAGE


MEMBER UNHAPPY WITH 0 1 0 0 1
DOCTOR SERVICE - CHARGES


MEMBER UNHAPPY WITH 0 0 1 0 1
DOCTOR SERVICE - DELAY IN 
DISPENSING


MEMBER UNHAPPY WITH 1 0 0 0 1
DOCTOR SERVICE - 
EXAM/PRESCRIPTION


MEMBER UNHAPPY WITH 0 0 0 1 1
DOCTOR SERVICE - 
MISINFORMATION


MEMBER UNHAPPY WITH VSP - 0 1 0 0 1
CLAIM PROCESSING


TOTAL 3 7 2 1 13


VSP CONFIDENTIAL Report Generated On:  01/28/2008 at 06.04.28
The information contained in this report is confidential and is not              Information Source:   FOCUS/CALCPLT1
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COMPLAINT AND GRIEVANCE DETAIL REPORT
CLIENT NAME:  ANY CLIENT
CLIENT ID:         12345678


COMPLAINT CATEGORY: 'Member'  
PERIOD COVERED: SEP 2007


Complaint ID Member Patient Member Client Received Resolved Resolution
Description Name Name    State  State  Date     Date


7163497                                SMITH, SAM                                                 SMITH, ANDY CA CA 2007/09/27 2007/09/27 Upheld
MEMBER UNHAPPY WITH DOCTOR SERVICE - EXAM/PRESCRIPTION
7154711                                JONES, JANE                                              JONES, JANE                                CA                CA 2007/09/20 2007/09/27               Overturned
MEMBER UNHAPPY WITH MATERIALS - GLASSES
7155132                                CARTER, CHRIS                                         CARTER, SUE                               CA                  CA            2007/09/20 2007/09/20                Upheld
MEMBER UNHAPPY WITH VSP - POLICIES/PROCEDURES


VSP CONFIDENTIAL Report Generated On:  01/28/2008 at 06.04.28
The information contained in this report is confidential and is not              Information Source:   FOCUS/CALCPLT1
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ple


VISION SERVICE PLAN
Enrollment Verification Report


Date Printed:  03/05/2001 Time Printed:  16:55:41 Job Name:  PMBRJ7T0 Page 2
File ID:  0108559 Group:  ANY GROUP
Memb Analyst:  Analyst Name Phone:  (916) 851-XXXX Fax: (916) 858-5566 Email:  xxxx@ vsp.com


Section I:  Record Counts
Records Type Eligible Ineligible Rejects Dup SSN/ID
18,854 MBR 7,179 0 0 0


0 DEP 11,675 0 0 0
Totals 18,854 0 0 0


Section II:  Division Counts


VSP Group-Div-Class VSP Division Name Group's Division code
Errors


Reject Dup
SSN/ID


Current Load
3/5/2001


   Mbr Dep


Previous Load
2/28/2001


   Mbr Dep
12999999-0001-0001 CORPORATE DIVISION 010 0 0 814 1,592 814 1,592
Division Total 0 814 1,592 814 1,592
12999999-0002-0002 TULSA DIVISION 035 0 0 839 1,338 839 1,338


045 0 0 1,460 2,211 1,460 2,211
Division Total 0 2,299 3,549 2,299 3,549
Totals 0 0 3,113 5,141 3,113 5,141


Section III:  Transaction Summary


VSP Group-Div-Class VSP Division Name Group's Division code
Future


Mbr Dep
Adds


Mbr Dep
Changes


Mbr Dep
Terms


Mbr Dep
Drops


Mbr Dep
12999999-0001-0001 CORPORATE DIVISION 010 0 0 3 5 270 2 0 0 0 0
Division Total 0 0 3 5 270 2 0 0 0 0
12999999-0002-0002 TULSA DIVISION 035 0 0 0 0 2 0 0 0 0 0


045 0 0 0 0 3 0 0 0 0 0
Division Total 0 0 0 0 5 0 0 0 0 0
Totals 0 0 3 5 275 2 0 0 0 0


Section IV:  Current Enrollment Summary
VSP Group-Div-Class VSP Division Name Group's Division code A B C D Total
12999999-0001-0001 CORPORATE DIVISION 010 469 165 180 0 814
Division Total 469 165 180 0 814
12999999-0002-0002 TULSA DIVISION 035 377 198 264 0 839


045 628 307 525 0 1,460
Division Total 1,005 505 789 0 2,299
Totals 1,474 670 969 0 3,113
Family Indicators:  A = Family, B = Member + 1, C = Member Only, D = Member + Children


Section V:  Reject Detail
ERR #000 - There were no rejects for this load.  (Total Occurrences:  0)


Cause and Example: Resolution:


T M R F Mbr-SSN/ID Name Group's Div Code Birth Begin End Xref-A Xref-B
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Summary of Membership Transactions for a Client


Client: SAMPLE GROUP (99999999) 


Start Date: 07/01/2006
End Date: 06/01/2007


User Type User User Name Transaction Type # of Trans 


EM Internal cari.ca Carin Carpi Updates 1


chri.bo7 Christine Borton Adds 1


john.du John Duncan Updates 1


Total EM Internal
3


User Type User User Name Transaction Type # of Trans 


Internal CLM1JXY Internal User Updates 1


CUS1BJL Internal User Terminations 1
Updates 1


CUS1CAK Internal User Updates 3


CUS1CAO Internal User Updates 1


CUS1CBI Internal User Updates 1


CUS1CDB Internal User Updates 1


CUS1CXB Internal User Updates 1


CUS1DMB Internal User Updates 1


CUS1GWC Internal User Updates 1


CUS1JLT Internal User Updates 1


CUS1JRO Internal User Updates 1


CUS1JRS Internal User Adds 1


CUS1KKR Internal User Adds 1


CUS1KLC Internal User Updates 1


CUS1LJC Internal User Updates 2


CUS1LXR Internal User Updates 1


CUS1MDT Internal User Updates 1


CUS1MXM Internal User Updates 1


CUS1MXS Internal User Updates 3


CUS1PSD Internal User Updates 3
VSP CONFIDENTIAL Report Generated On:   08/03/2007 at 16.26.06
The information contained in this report is confidential and is not                              Information Source:    MEMT2I
intended for distribution outside the VSP client and/or broker partnership.                      Page:                      1







Summary of Membership Transactions for a Client


Internal CUS1RMM Internal User Updates 2


CUS1SMB Internal User Updates 1


CUS1SNM Internal User Updates 1


CUS1TJB Internal User Updates 2


CUS1TSO Internal User Updates 1


CUS1VJS Internal User Updates 2


CUS1WSB Internal User Updates 1


CUS1YKF Internal User Updates 1


CUS2EYC Internal User Updates 1


CUS2JDS Internal User Updates 1


CUS2JXL Internal User Updates 1


CUS2KCF Internal User Updates 1


CUS2MMM Internal User Adds 1


CUS2RAF Internal User Updates 1


CUS2TLM Internal User Updates 1


CUS9AXE Internal User Adds 1


CUS9BKA Internal User Updates 1


CUS9CKR Internal User Updates 1


CUS9CLR Internal User Updates 2


CUS9DKM Internal User Updates 1


CUS9DXL Internal User Updates 1


CUS9EWD Internal User Updates 1


CUS9JAM Internal User Updates 1


CUS9KCS Internal User Updates 4


CUS9KMC Internal User Updates 1


CUS9LXD Internal User Updates 1


CUS9MMC Internal User Updates 1


CUS9NEE Internal User Updates 1


CUS9NNC Internal User Updates 2


CUS9NSB Internal User Adds 2


CUS9PDR Internal User Updates 1


VSP CONFIDENTIAL Report Generated On:   08/03/2007 at 16.26.06
The information contained in this report is confidential and is not                              Information Source:    MEMT2I
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Summary of Membership Transactions for a Client


Internal CUS9RAE Internal User Updates 1


CUS9RHA Internal User Updates 1


CUS9STC Internal User Terminations 1
Updates 1


ELG1ADA Internal User Updates 1


ELG1ADB Internal User Updates 3


ELG1GAW Internal User Updates 1


ELG1JTO Internal User Updates 3


ELG1KLC Internal User Updates 7


ELG1MMM Internal User Updates 1


ELG1RRJ Internal User Updates 6


ELG1TLM Internal User Updates 1


FGS1RCF Internal User Terminations 2


Total Internal
97


Total Transactions 100
Percent EM External .00 %
Percent EM Internal 3.00 %
Percent Internal   97.00 %


VSP CONFIDENTIAL Report Generated On:   08/03/2007 at 16.26.06
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NON-COVERED OPTION SAVINGS REPORT 
PERIOD COVERED: JULY 2006 THROUGH JUNE 2007


CLIENT NAME: SAMPLEGROUP
CLIENT: 99999999


AVERAGE
AVERAGE PATIENT PATIENT


NON-COVERED SERVICE % OF PATIENT TOTAL TOTAL COST SAVINGS SAVINGS
OPTION CATEGORY COUNT  OPTIONS  AMOUNT AMOUNT W/OUT VSP WITH VSP PER SVC


PROGRESSIVE MULTIFOCALS 3,583 28.18 $89.97 $322,348.00 453,762.69 131,414.69 $36.68
ANTI-REFLECTIVE COATING 3,339 26.26 $56.09 $187,289.00 303,550.47 116,261.47 $34.82
POLYCARBONATE 1,613 12.69 $28.51 $45,993.00 86,267.25 40,274.25 $24.97
HIGH INDEX 1,397 10.99 $53.67 $74,981.00 118,989.48 44,008.48 $31.50
SCRATCH RESISTANT COATING 1,312 10.32 $22.32 $29,284.00 39,745.56 10,461.56 $7.97
EDGE TREATMENTS 544 4.28 $14.18 $7,714.00 14,169.28 6,455.28 $11.87
POLARIZED/LAMINATED 318 2.50 $62.37 $19,835.00 29,990.40 10,155.40 $31.94
ASPHERIC 206 1.62 $42.37 $8,729.00 28,967.72 20,238.72 $98.25
PHOTOCHROMIC 140 1.10 $68.17 $9,544.00 12,768.65 3,224.65 $23.03
UV PROTECTION 108 .85 $15.00 $1,620.00 2,330.55 710.55 $6.58
OVERSIZE LENSES 75 .59 $14.48 $1,086.00 1,932.96 846.96 $11.29
MIRROR AND SKI TYPE COATING 27 .21 $42.56 $1,149.00 1,725.03 576.03 $21.33
MISCELLANEOUS 19 .15 $35.26 $670.00 1,152.50 482.50 $25.39
NEAR VARIABLE FOCUS 18 .14 $30.00 $540.00 971.64 431.64 $23.98
PLASTIC GRADIENT DYE 7 .06 $15.00 $105.00 161.63 56.63 $8.09
SOLID TINTS AND DYES 5 .04 $13.00 $65.00 107.05 42.05 $8.41
COLOR COATING 2 .02 $38.00 $76.00 80.61 4.61 $2.30
BLENDED BIFOCALS 1 .01 $27.00 $27.00 41.40 14.40 $14.40


TOTALS FOR CLIENT: 99999999
12,714 100.00 $55.93 $711,055.00 1,096,714.87 385,659.87 $30.33


AVERAGE SAVINGS: 35%


VSP CONFIDENTIAL Report Generated On:  08/03/2007 at 16.39.00
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WHOLESALE FRAME ANALYSIS  
CLIENT NAME: SAMPLE CLIENT
CLIENT: 99999999
ALLOWANCE: VARIES


PERIOD COVERED: MARCH 2007 THROUGH FEBRUARY2008


NUMBER PERCENT # OF FRAMES OUT OF AVG OUT OF
WHOLESALE RANGE OF FRAMES OF FRAMES W/ NO OOP                    POCKET POCKET
__________________________________________________________________________ __________________________________________________________


       $ 0.00 - $10.00 -1 -.65 -1 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $10.01 - $20.00 1 .65 1 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $20.01 - $30.00 2 1.30 2 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $30.01 - $40.00 11 7.14 11 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $40.01 - $50.00 39 25.32 32 $95.84 $2.46
__________________________________________________________________________ __________________________________________________________


       $50.01 - $60.00 36 23.38 6 $725.23 $20.15
__________________________________________________________________________ __________________________________________________________


       $60.01 - $70.00 17 11.04 1 $768.24 $45.19
__________________________________________________________________________ __________________________________________________________


       $70.01 - $80.00 10 6.49 0 $608.00 $60.80
__________________________________________________________________________ __________________________________________________________


       $80.01 - $90.00 8 5.19 0 $787.12 $98.39
__________________________________________________________________________ __________________________________________________________


       $90.01 -$100.00 16 10.39 1 $1,576.92 $98.56
__________________________________________________________________________ __________________________________________________________


       OVER    $100.00 15 9.74 0 $1,903.92 $126.93


TOTAL         154 100.00%          53     $6,465.27        $41.98


% OF FRAMES SELECTED WITH NO OUT-OF-POCKET:  34%


VSP CONFIDENTIAL Report Generated On:  03/13/2008 at 09.40.04
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RETAIL FRAME ANALYSIS 
CLIENT NAME: SAMPLE CLIENT
CLIENT: 99999999
FRAME ALLOWANCE: VARIES


PERIOD COVERED: MARCH 2007 THROUGH FEBRUARY2008


NUMBER PERCENT # OF FRAMES OUT OF AVG OUT OF
RETAIL RANGE OF FRAMES OF FRAMES W/ NO OOP                       POCKET POCKET
__________________________________________________________________________ __________________________________________________________


       $  0.00 - $ 20.00 -1 -.65 -1 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $ 20.01 - $ 40.00 1 .65 1 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $ 40.01 - $ 60.00 -1 -.65 -1 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $ 60.01 - $ 80.00 2 1.30 2 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $ 80.01 - $100.00 5 3.25 5 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $100.01 - $120.00 15 9.74 15 $.00 $.00
__________________________________________________________________________ __________________________________________________________


       $120.01 - $140.00 44 28.57 30 $94.01 $2.14
__________________________________________________________________________ __________________________________________________________


       $140.01 - $160.00 18 11.69 1 $403.70 $22.43
__________________________________________________________________________ __________________________________________________________


       $160.01 - $180.00 15 9.74 1 $536.64 $35.78
__________________________________________________________________________ __________________________________________________________


       $180.01 - $200.00 10 6.49 0 $526.96 $52.70
__________________________________________________________________________ __________________________________________________________


       $200.01 - $220.00 8 5.19 0 $557.60 $69.70
__________________________________________________________________________ __________________________________________________________


       $220.01 - $240.00 10 6.49 0 $870.24 $87.02
__________________________________________________________________________ __________________________________________________________


       $240.01 - $260.00 11 7.14 0 $1,119.32 $101.76
__________________________________________________________________________ __________________________________________________________


       OVER      $260.00 17 11.04 0 $2,356.80 $138.64


TOTAL         154 100.00%          53       $6,465.27        $41.98


% OF FRAMES SELECTED WITH NO OUT-OF-POCKET: 34%
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Medical Data Collection Summary Report


Period Covered: November, 2007
Prepared For: Client Name - (99999999) 


3 0 19 5 26 1 1 0


Overview
This report shows an aggregate view of your members/employees who have received an eye exam during the reporting 
period.  It also shows the number and percentage of your members/employees that have one or more of the health 
conditions listed below, as reported by VSP doctors.  VSP focuses on the six conditions listed below because they 
represent some of the most frequent and costly health conditions for which early detection and treatment can reduce 
or prevent vision loss as well as potentially avoid more costly treatment.  VSP can work with your health plan or disease 
management company by providing them with patient-specific information upon request.


Summary of Findings
The left section below shows how many of your members/employees received an eye exam during the reporting period
as well as how many of them had each of the conditions listed (as reported by VSP doctors).  The percentages
represent the number of people with the respective conditions divided by the total number that received an eye exam.
The right section below shows the estimated number of cases in your member/employee population.  We use health and
demographic statistics provided by the Centers for Disease Control and the US Census.  Also, because prevalence rates
vary by age, we incorporate patient age data from your VSP eye exam claims for the reporting period.  


The estimates for diabetes and hypertension are expected to be higher than the reported rates because approximately 30%
of people with diabetes and 50% of people with hypertension are unaware of their condition and would not report it to their
VSP doctor.  The percentages represent the estimated number of people with the conditions divided by your total membership.
Note that diabetes and hypertension are self-reported while the other conditions are reported based on the VSP doctor's
findings.  This report does not indicate if cases are newly diagnosed or existing.


Reported Cases Estimated Number of Cases
Members Dependents Total


Received Eye Exam:    807 879 1,686 Total Members:        33,607
Diabetes¹: 16 2.0% 3 .3% 19 1.1% Diabetes¹: 1,633 4.9%
Diabetic Retinopathy: 1 .1% 0 .0% 1 .1% Diabetic Retinopathy: 101 .3%
Glaucoma:             3 .4% 2 .2% 5 .3% Glaucoma:             262 .8%
Hypertension:         18 2.2% 8 .9% 26 1.5% Hypertension:         6,187 18.4%
Corneal Arcus²: 3 .4% 0 .0% 3 .2% Corneal Arcus²: 2,072 6.2%
Macular Degeneration: 0 .0% 0 .0% 0 .0% Macular Degeneration: 76 .2%


¹ Patients managing their diabetes can avoid medical costs from $2,000 to over $4,000 versus those not managing it.
² A leading indicator of high cholesterol


VSP proprietary and confidential Run Date: 12/28/2007 







JOB#2425CL   11/09


Patient Eyecare Report


Purpose
This report summarizes services provided during a VSP 
patient’s exam and includes doctor recommendations for 
care. It is given to the patient following the exam.


For
VSP patient


Prepared By
VSP doctor


Patient Name  ____________________________________    Doctor Name  ________________________
Dilated Exam:  ❍ Yes  ❍ No  Date of Exam  ______________________________________________________________   


 Normal Abnormal Findings
 (within limits)


Glaucoma Evaluation (elevated eye pressure)  ❍ ❍ __________________
Cataract Evaluation (cloudiness of the lens)   ❍ ❍ __________________
Macular Degeneration evaluation (Loss of central vision)   ❍ ❍ __________________
Diabetic Disease Evaluation (blood sugar abnormality)  ❍ ❍ __________________


Vision Status


 At Distance
❍  Without correction (current status) R 20/ ___  L 20/ ___
❍  With new correction R 20/ ___  L 20/ ___
 Right Eye Left Eye
Farsighted (distant objects clearer than nearby objects)  ❍ ❍                 
Nearsighted (nearby objects clearer than distant objects)  ❍ ❍   
Astigmatism (distorted vision both near and distant) ❍ ❍    
Other ____________________________ ❍ ❍          
Other ____________________________ ❍ ❍          


Eyewear Recommendations


Glasses should be worn:
❍  All the time  ❍  For distance vision  ❍  For near vision  ❍  For computer use  ❍   Other _____________


Glasses
Lens Type:  ❍  Single Vision  ❍  Bifocal  ❍  Trifocal  ❍  Progressive  ❍  Safety 
Lens Material:  ❍  Plastic  ❍  Glass  ❍  Polycarbonate  ❍  High Index  
Lens Tint:  ❍  Light  ❍  Sunglass  ❍  Polarized  ❍  Photochromic  
Lens Coatings:  ❍  Ultraviolet  ❍  Scratch  ❍  Anti-Refl ective  ❍  Occupational


Contact Lenses
❍  Soft Single Lenses  ❍  Planned Replacement Lenses  ❍  Disposable Lenses ❍  Gas Permeable 


Recommended Follow-up


❍  Follow-up for eye health in my offi  ce in ________  ❍  days  ❍  weeks  ❍  months
 Next appointment on ______/______/______ at ______:______  ❍  a.m.  ❍  p.m. 
❍  Consult with Dr. ____________ for _____________ (appointment on ______________) 
❍  See your primary care physician regarding ____________________________________
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Patient Eyecare Report







Eye Health Management
® 


 


Patient Condition Report  


Prepared For  
Healthcare organizations or disease management vendors  
 
Report Type  
VSP patient-specific data  
 
Content  
Shows members who received eye exams and were reported to have one or more of the conditions collected through VSP’s Medical Data 
Collection Tool: corneal arcus, diabetes, diabetic retinopathy, glaucoma, hypertension, and macular degeneration.  
 
Purpose  
Helps identify members who would benefit from a disease management program.  


 


This HIPAA-compliant report will be transmitted electronically. 







Exam Report 
 
Prepared For  
Healthcare organizations or disease management vendors  
 


Report Type  
VSP patient-specific data  
 
Content  
Indicates VSP members who received eye exams during a specific time period  
 
Purpose  
This report should be compared to a list of the client’s diabetic population to determine which members still need to receive eye exams. It is 
especially important for people with diabetes to receive an eye exam every year.  


 
 


This report is HIPAA-compliant. 







3333 Quality Drive, Rancho Cordova, CA 95670-7985  |  vsp.com


• More than 20 million 
Americans have diabetes, 
yet a third don’t know they 
have the disease.1


• People with diabetes are 
40% more likely to get 
glaucoma and 60% more 
likely to get cataracts than 
people who do not have 
diabetes.2


• More than 7 million 
Americans have a high 
risk for vision loss due to 
macular degeneration.3


#0
03


33


1 Centers for Disease Control and Prevention
2 American Diabetes Association
3 U.S. National Institutes of Health, National Eye Institute


Did You Know?


Name 
Street Address
City, State, Zip


Dear 


It's time for your eye exam. Did you know eye exams can tell a lot


an eye exam is an important and necessary part 
of your health routine.


Your eyes deserve the best. VSP doctors are committed to keeping you 
healthy and helping you see your best for a lifetime. 


Questions? Contact VSP Member Services at 800-877-7195.


Sincerely,


Denis Humphreys, O.D.


Date of Your Last VSP Exam:
Doctor:
Address:
Phone:


about the health of your eyes and your overall wellness? A dilated eye 
exam is especially important if you have a condition like diabetes – even 
if you arenʼt having problems with your vision. Remember, an eye exam 
is included in your VSP plan.


Eye exams can catch the earliest signs of serious eye conditions such as 
glaucoma, macular degeneration and diabetic retinopathy. Eye exams 
can also catch signs of serious – even life threatening – health conditions 
such as high blood pressure, high cholesterol and tumors.


Since you may not notice the signs of these conditions and some cause Since you may not notice the signs of these conditions and some cause 
permanent damage, 


Visit vsp.com for more 
eye health information.







Member Logins at VSP.COM
Period Covered JUL 06 To JUN 07


**** SAMPLE REPORT **** 
VSP EMPLOYEES VISION CARE had an average of 3963 member logins for LTM        CLIENT ID: 99999999
For every 1,000 VSP EMPLOYEES VISION CARE members, VSP receives 1908 Logins   CLIENT: SAMPLE GROUP
On average, for 1,000 VSP members, VSP receives 15 Logins
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VSP WELLVISION SAVINGS DETAIL REPORT 
CLIENT NAME: SAMPLE CLIENT
CLIENT: 99999999


PERIOD COVERED: MARCH 2007 THROUGH FEBRUARY2008


BASED ON   1,006 CLAIMS PAID 


   AVERAGE AVERAGE  AVERAGE SAVINGS
NUMBER OF   USUAL AND     AVERAGE   DOLLAR PERCENT  FOR TYPICAL VISIT
  SERVICES  CUSTOMARY CLAIM COST *  SAVINGS SAVINGS TOTAL SAVINGS (EXAM/LENS/FRAME)


EXAMS 531 $120.45 $62.24 $58.21 48% $30,909.51


SINGLE VISION LENSES 76 $98.36 $57.89 $40.47 41% $3,075.72    $130.49 ( 40%)


BIFOCAL LENSES 87 $106.20 $81.91 $24.29 23% $2,113.23    $114.31 ( 34%)


TRIFOCAL LENSES 7 $134.14 $86.15 $47.99 36% $335.93    $138.01 ( 38%)


FRAMES 170 $111.42 $79.61 $31.81 29% $5,407.70


TOTAL USUAL  TOTAL
AND CUSTOMARY CLAIM COST


SUBTOTAL:      $100,555.42      $58,713.33


OTHER SERVICES


CONTACTS **         155      $16,981.34
OUT-OF-NETWORK SERVICES          340      $24,535.64
MISC SERVICES                      1          $59.25
MISC ADJUSTMENTS                   0            $.00
OTHER BENEFITS                                       $.00


TOTAL:       1,367     $100,289.56


TOTAL SAVINGS      42 %      $41,842.09


*  The Average Claim Cost includes both client billed amount and patient       co-payment.
** Contacts have an additional 15% savings on professional fees.
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Visit our Web site at vsp.com. VSP is an equal opportunity and affirmative action employer.


VSP® Vision Care Performance Standards
We guarantee unmatched service and the highest quality  
eyecare benefits. The proof is in our performance standard measures.


For more information on the VSP difference, contact your VSP representative.


 
Claims Processing 


 
Standards


Financial accuracy 99%


Processing accuracy 99%


VSP doctor claims processed within five business days 95%


Out-of-network claims processed within five business days 95%


Out-of-network claims processed within 15 business days 99%


 
Call Center Management


Abandoned call rate Less than or equal to 3%


Average speed of answer Less than or equal to 25 seconds 


Average call blockage rate Less than or equal to 2%


Call resolution (same day response) 98%


Complaint acknowledgement within five business days 96%


Complaint resolution within 30 business days 99%


Average response to e-mail inquiries within two business days 100%


 
Satisfaction


Patient satisfaction (satisfied with level of coverage)


Overall satisfaction with VSP


Overall experience with VSP doctor


96%


96%


VSP doctor retention rate (based on voluntary turnover) 98%


 
Account Administration


Electronic eligibility online in two business days1 98%


Online reports on VSP’s Resource Center by 25th of month 100%


1 For maintenance files
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CLIENT PROFILE


 SAMPLE GROUP - 99999999 ORIGINAL EFFECTIVE DATE: 07/01/1975 


  RENEWAL DATE: 01/01/2009 
CURRENT PLAN DESIGN
Frequency of services (exam/lens/frame) in months Varies  
Co-payments Exam ($) 0.00   


Materials ($) Varies: Lens 0.00, Frame 0.00, CL Varies 
Total ($) 0.00   


ECL allowance ($) Varies 
Plan wholesale/retail frame allowance ($) Varies /  Varies 
% of all frames plan allowance fully covers n/a
% Network Utilization (In/Out) 100% /   0% 
# of Polycarbonate for children claims 597


VSP CLIENT SATISFACTION (LTM) E,VG,G E,VG VSP PATIENT SATISFACTION  * E,VG,G E,VG 
% Overall Satisfaction      99%      90% % Overall Satisfaction      99%      87% 
% Ease of Doing Business      98%      87% % Convenience of VSP Doctor Locations      98%      85% 
% Value Received for Dollar Spent     100%      80% % Convenience of VSP Doctor Hours      97%      81% 


* VSP Patient Surveys - LTM 


FOR THE TWELVE MONTHS ENDING
June, 2007 June, 2006


CLIENT STATISTICS
     Average Number of Covered Members 2,068 1,962
     Number of Claims 9,018 8,393
     Claims Per 1,000 Covered Members 353 345
     Average Claim Amount ($) 210 208


SERVICE PROFILE
     % Examination Only 23 22
     % Receiving Prescription Materials 77 78
     % Single Vision Lenses 60 60
     % Bifocal Lenses 8 7
     % Trifocal Lenses 0 0
     % Progressive Lenses 20 20
     % Necessary Contact Lenses 0 0
     % Elective Contact Lenses 12 13
     % Frame 94 92


MEMBER OUT-OF-POCKET EXPENSES
     % Frames Selected With No Out-of-Pocket 38 44
     Average Amount Spent on Frame of Choice ($) 38 32
     Average Amount Spent on Lens Enhancements ($) 39 37


TOP THREE NON-COVERED LENS ENHANCEMENTS
     % Polycarbonate 42
     % Anti-Reflective Coating 31
     % High Index 11


     % Polycarbonate 45
     % Anti-Reflective Coating 24
     % High Index 12


VSP CONFIDENTIAL 
The information contained in this report is confidential and is not 
intended for distribution outside the VSP client and/or broker partnership.







CLIENT BENCHMARKING


SAMPLE GROUP -


99999999


FOR THE TWELVE MONTHS ENDING JULY, 2007
CLIENT VSP INDUSTRY*


SERVICE PROFILE
     % Examination Only 23 30 27
     % Receiving Prescription Materials 77 70 73
     % Single Vision Lenses 59 43 46
     % Bifocal Lenses 8 26 23
     % Trifocal Lenses 0 2 2
     % Progressive Lenses 20 2 0
     % Necessary Contact Lenses 0 0 0
     % Elective Contact Lenses 12 26 29
     % Frame 94 65 68
     % In-Network Claims 100 95 95
     % Out-of-Network Claims 0 5 5


EMPLOYEE OUT-OF-POCKET EXPENSES
     % Frames Selected With No Out-of-Pocket 38 43 44
     Average Amount Spent on Frame of Choice ($) 38 33 34
     Average Amount Spent on Lens Enhancements ($) 39 53 53


TOP THREE NON-COVERED LENS ENHANCEMENTS
CLIENT


     % POLYCARBONATE 43
     %  ANTI-REFLECTIVE COATING 32
     %   HIGH INDEX 12


VSP
     % ANTI-REFLECTIVE COATING 23
     % PROGRESSIVE MULTIFOCALS 21
     % POLYCARBONATE 19


INDUSTRY*
     % ANTI-REFLECTIVE COATING 25
     % POLYCARBONATE 20
     % PROGRESSIVE MULTIFOCALS 19


*INDUSTRY refers to SERVICES, NOT ELSEWHERE CLASSIFIED
 Number of VSP clients within this industry:   710 
 Data Source:  VSP Claims Data


VSP CONFIDENTIAL 
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CLAIM FREQUENCY REPORT 
CLIENT NAME: SAMPLE GROUP
CLIENT: 99999999


PERIOD COVERED: CLAIMS PAID IN CALENDAR YEAR 2007


TIME PERIOD CLAIM FREQUENCY
______________________________________________


            JANUARY 671
            FEBRUARY 386
            MARCH 307
            APRIL 364
            MAY 328
            JUNE 264
            JULY 0
            AUGUST 0
            SEPTEMBER 0
            OCTOBER 0
            NOVEMBER 0
            DECEMBER 0


            YTD AVERAGE 387


            2006 AVERAGE 350


            2005 AVERAGE 342


*Claim Frequency is a rate per 1,000 members who utilized their benefit
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CLAIM SUMMARY 
CLIENT NAME: SAMPLE GROUP 
CLIENT: 99999999 


PERIOD COVERED: JULY 2006 THROUGH JUNE 2007


NUMBER OF CLAIM AND COPAY           CLAIM  AVG AMOUNT
SERVICES  ALLOWED AMOUNTS COPAY AMOUNT PER SERVICE


_______________________________________________________________________________ _____________________________________________________________


   EMPLOYEES


      EXAMS 10,014 $605,426.52 $.00 $605,426.52 $60.46
      SINGLE VISION 7,558 $315,531.35 $.00 $315,531.35 $41.75
      BIFOCAL 2,309 $109,155.98 $.00 $109,155.98 $47.27
      TRIFOCAL 109 $5,698.25 $.00 $5,698.25 $52.28
      CONTACT LENSES 43 $11,282.80 $.00 $11,282.80 $262.39
      FRAMES 9,703 $116,671.70 $.00 $116,671.70 $12.02


_______________________________________________________________________________ _____________________________________________________________


   DEPENDENTS


      EXAMS 0 0 0 0 0
      SINGLE VISION 0 0 0 0 0
      BIFOCAL 0 0 0 0 0
      TRIFOCAL 0 0 0 0 0
      CONTACT LENSES 0 0 0 0 0
      FRAMES 0 0 0 0 0


_______________________________________________________________________________ _____________________________________________________________


EMPLOYEES AND DEPENDENTS


EXAMS               10,014     $605,426.52            $.00     $605,426.52        $60.46
SINGLE VISION        7,558     $315,531.35            $.00     $315,531.35        $41.75
BIFOCAL              2,309     $109,155.98            $.00     $109,155.98        $47.27
TRIFOCAL               109       $5,698.25            $.00       $5,698.25        $52.28
CONTACT LENSES          43      $11,282.80            $.00      $11,282.80       $262.39
FRAMES               9,703     $116,671.70            $.00     $116,671.70        $12.02


___________________________________________________________________________________________________________________________________________


MISC ADJUSTMENTS           73       $1,671.90            $.00       $1,671.90 *


TOTAL   $1,165,438.50          $.00   $1,165,438.50   * 


* Amounts could vary from utilization due to previously processed adjustments. 
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CLAIM LAG REPORT  
CLIENT NAME: SAMPLE GROUP 
CLIENT: 99999999


GSA:
PERIOD COVERED: JULY 2006  THROUGH  JUNE 2007


INCUR DATE  CLAIM DOLLARS  ACROSS PAID MONTHS 


JUL AUG SEP OCT NOV DEC JAN FEB MAR APR MAY JUN


PRIOR 0 62 0 0 0 0 0 93 109 0 0 0
JUL 2005 . . . . . . . . . . . .


AUG 2005 124 68 0 0 0 0 0 0 0 0 0 0
SEP 2005 0 0 54 0 0 118 0 0 0 0 0 0
OCT 2005 0 0 0 0 (124) 0 0 0 0 0 0 0
NOV 2005 35 62 61 0 0 0 0 0 0 61 0 0
DEC 2005 0 0 384 0 25 0 0 0 0 0 0 0
JAN 2006 61 0 0 118 0 181 0 0 0 0 0 0
FEB 2006 279 25 0 173 118 0 0 0 0 0 0 0
MAR 2006 407 346 25 51 61 99 0 0 0 0 0 0
APR 2006 734 816 165 61 159 171 0 0 0 0 0 0
MAY 2006 5,388 598 1,116 33 96 0 0 0 0 0 0 0
JUN 2006 42,512 5,022 2,500 1,730 160 143 0 0 0 0 0 0
JUL 2006 45,489 29,365 6,728 3,741 251 61 0 33 0 0 0 0


AUG 2006 0 54,155 42,068 9,816 670 407 0 99 140 0 0 0
SEP 2006 0 0 67,074 40,838 (4,689) 1,125 1,007 123 0 0 96 0
OCT 2006 0 0 0 53,535 46,345 6,258 1,681 1,376 282 122 183 0
NOV 2006 0 0 0 0 54,057 37,104 7,654 1,367 507 194 0 50
DEC 2006 0 0 0 0 0 43,858 33,774 4,723 1,862 393 270 31
JAN 2007 0 0 0 0 0 0 42,433 41,385 7,429 1,217 583 107
FEB 2007 0 0 0 0 0 0 0 44,162 38,594 3,970 1,851 150
MAR 2007 0 0 0 0 0 0 0 0 39,405 47,924 6,632 1,190
APR 2007 0 0 0 0 0 0 0 0 0 50,128 43,198 1,409
MAY 2007 0 0 0 0 0 0 0 0 0 0 58,846 29,970
JUN 2007 0 0 0 0 0 0 0 0 0 0 0 46,167


TOTAL
95,028 90,517 120,173 110,095 97,128 89,523 86,548 93,360 88,327 104,009 111,658 79,073


VSP CONFIDENTIAL Report Generated On:  08/01/2007 at 14.03.37
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Monthly Report of Claim Timeliness


Period Covered: Claims Paid for June 2007


SAMPLE GROUP 
99999999


Count %


Count and % of claims paid within 30 days of receipt: 14,619 99.96


Count and % of claims paid within 31-60 days of receipt: 6 .04


Count and % of claims paid within 61-90 days of receipt: 0 0


Count and % of claims paid greater than 90 days of receipt: 0 0


Total Claims: 14,625 100.00


REPORT GENERATED ON:  08/06/2007 AT 14.41.57            PAGE:     1
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PAID CLAIMS BY STATE
PERIOD COVERED: JUL 2006 THROUGH JUN 2007


CLIENT ID: 99999999 
CLIENT NAME: SAMPLE GROUP 


DESCENDING CLAIM VOLUME    STATE ORDER


STATE OF # OF $ OF % OF STATE OF # OF $ OF % OF
SERVICE CLAIMS CLAIMS CLAIMS SERVICE CLAIMS CLAIMS CLAIMS


CA 7,032 1,458,550 83.33 AL 6 1,192 .07
OH 983 189,626 11.65 AZ 22 4,153 .26
GA 47 9,123 .56 CA 7,032 1,458,550 83.33
IL 39 8,285 .46 CO 13 2,268 .15
NJ 39 7,854 .46 FL 15 2,559 .18
TX 36 6,699 .43 GA 47 9,123 .56
NY 25 5,711 .30 HI 14 2,942 .17
AZ 22 4,153 .26 ID 15 3,202 .18
IN 19 4,671 .23 IL 39 8,285 .46
FL 15 2,559 .18 IN 19 4,671 .23
ID 15 3,202 .18 KS 5 485 .06
NC 15 4,105 .18 MA 7 1,064 .08
HI 14 2,942 .17 MD 9 2,251 .11
MI 14 2,424 .17 MI 14 2,424 .17
SC 14 1,517 .17 MN 4 729 .05
CO 13 2,268 .15 MO 13 1,411 .15
MO 13 1,411 .15 MS 2 300 .02
WA 12 2,408 .14 NC 15 4,105 .18
OR 11 1,960 .13 NJ 39 7,854 .46
MD 9 2,251 .11 NV 4 820 .05
MA 7 1,064 .08 NY 25 5,711 .30
PA 7 1,044 .08 OH 983 189,626 11.65
AL 6 1,192 .07 OR 11 1,960 .13
TN 6 1,685 .07 PA 7 1,044 .08
KS 5 485 .06 SC 14 1,517 .17
WI 5 900 .06 TN 6 1,685 .07
MN 4 729 .05 TX 36 6,699 .43
NV 4 820 .05 VA 2 193 .02
WV 4 1,119 .05 WA 12 2,408 .14
MS 2 300 .02 WI 5 900 .06
VA 2 193 .02 WV 4 1,119 .05


TOTAL
8,439 1,731,250 100.00 8,439 1,731,250 100.00


VSP CONFIDENTIAL Report Generated:   08/01/2007 at 14.29.53
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Credentialing/Recredentialing Report
CA VSP  Third Quarter 2009


Sample Report


STATE CRED TYPE DR LAST NAME DR FIRST NAME MI DEGREE LAST COMMITTEE DATE PROGRAM ID NPI


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 08/05/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 09/16/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X MD 07/15/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 08/05/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 07/15/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 08/05/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 07/02/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 08/27/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 09/16/2009 VSP ##########


CA INITIAL CREDENTIALING XXXXXXXXXX XXXXX X OD 08/27/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 09/16/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 08/27/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 08/27/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 08/05/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 07/15/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 08/05/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X MD 08/27/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 07/15/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 07/02/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X MD 07/02/2009 VSP ##########


CA RECREDENTIALING XXXXXXXXXX XXXXX X OD 09/16/2009 VSP ##########







 PAID INTEREST REPORT 
CLIENT NAME: SAMPLE GROUP
CLIENT ID: 99999999 


 BASED UPON PAID CLAIMS WITH INTEREST ACTIVITY 


PERIOD COVERED: MAY 2007 THROUGH MAY 2007


MONTHLY        PAID
PAID CLAIM        PAID INTEREST          DOCTOR
MONTH YEAR TOTALS CLAIM NUMBER CLAIM DATE  AMOUNT BILLED AMOUNT


MAY 2007 1 6033965202 05/15/2007 $1.47 $157.00


MONTH TOTAL: MAY 2007
1 $1.47 $157.00


GRAND TOTAL
1 $1.47 $157.00


VSP CONFIDENTIAL Report Generated On:  08/06/2007 at 15.04.51
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                         PROVIDER DATA INFORMATION


ALL REPORTS WILL INCLUDE ALL OF THE FOLLOWING DATA ELEMENTS:


Doctor Last Name Doctor Medicaid Number(s)


Doctor First Name Doctor Medicaid State(s)


Doctor Middle Initial Doctor License Expiration Date(s)


Doctor Degree Code Doctor Specialty Code(s)


Doctor Effective Date Practice Name Language(s) Spoken


Doctor Office School Name


Office Address Hospital Name


Office State Doctor Termination Date


Office Zip Code Office Hours


Office Phone Number Doctor License State Code(s)


Office Fax Number Doctor License Number(s)


Office County Code Doctor License Type Code(s)


Office County Name


IF GROUP REQUIRES ANY OF THE DATA ELEMENTS LISTED BELOW,
THE REQUEST REQUIRES CONFIRMATION THAT A CONFIDENTIALTY
AND INDEMNITY AGREEMENT HAS BEEN EXECUTED.


Doctor SSN Insurance Policy Number


Doctor UPIN Insurance Carrier Name


Practice Tax ID Doctor Termination Reason







TOP 20 PROCEDURES BY ALLOWED AMOUNT 
CLIENT NAME: SAMPLE GROUP 
CLIENT: 99999999


PERIOD COVERED: JULY 2006 THROUGH JUNE 2007


PROCEDURE               TOTAL     AVERAGE
PROCEDURE           COUNT          ALLOWED     ALLOWED


92014 OPHTH SERV: MED EXAM & EVAL; COMP ESTAB PT 6,419 $219,058.57 $34.13
V2203 SPHEROCYLINDER BIFOC PLANO +/- 4.0S .12-2.0C EA 2,764 $167,549.76 $60.62
V2020 FRAMES PURCHASES 4,432 $132,437.62 $29.88
V2781 PROGRESSIVE LENS, PER LENS 1,611 $112,478.57 $69.82
V2303 SPHEROCYLINDER TRIFOC PLANO +/-4.0S .12-2.0C EA 668 $51,727.58 $77.44
V2103 SPHEROCYLINDER 1VIS PLANO +/-4.0S .12-2.00C EA 887 $30,306.07 $34.17
92004 OPHTH SERV: MED EXAM; COMP NEW PT 1/MORE VISITS 785 $27,183.83 $34.63
V2204 SPHEROCYLINDER BIFOC PLANO +/-4.0S 2.12=4.0C EA 419 $21,915.87 $52.31
V2200 SPHERE BIFOC PLANO TO +/- 4.00D PER LENS 567 $20,481.55 $36.12
V2520 CONTACT LENS HYDROPHILIC SPHERICAL PER LENS 193 $14,643.90 $75.88
92310 SCRIPT & FIT CONTACT LENS; CORNEAL EX APHAKIA 170 $8,103.28 $47.67
92012 OPHTH SERV: MED EXAM & EVAL; INITERMED ESTAB PT 219 $7,532.60 $34.40
V2304 SPHEROCYLINDER TRIFOC PLANO +/-4.0S 2.25-4.0C EA 109 $7,416.80 $68.04
V2207 SPHEROCYLINDER BIFOC +/-4.25-7.0S .12-2.00C EA 134 $6,944.90 $51.83
V2300 SPHERE TRIFOC PLANO +/-4.00D PER LENS 124 $5,770.00 $46.53
V2100 SPHERE 1VIS PLANO +/- 4.00 PER LENS 270 $5,139.00 $19.03
V2510 CONTACT LENS GAS PERMEABLE SPHERICAL PER LENS 53 $3,811.05 $71.91
V2107 SPHEROCYLINDER 1VIS +/- 4.25-7.00S .12-2.00C EA 109 $3,520.98 $32.30
V2521 CONTACT LENS HYDROPHILIC TORIC/PRISM PER LENS 44 $3,120.85 $70.93
V2104 SPHEROCYLINDER 1VIS PLANO +/-4.0S 2.12-4.0C EA 89 $2,802.50 $31.49


TOTAL FOR TOP 20 PROCEDURES      20,066     $851,945.28          $42.46


TOTAL FOR ALL PROCEDURES      36,515     $880,870.10          $24.12


TOP 20 PROCEDURES AS A PERCENT OF TOTAL  54.95%  96.72% 


BENEFITS INCLUDED:  ACCESS PLAN SIGNATURE CHOICE SIGNATURE CHOICE SIGNATURE CHOICE SIGNATURE CHOICE SIGNATURE CHOICE SIGNATURE CHOICE


VSP CONFIDENTIAL Report Generated On:  08/06/2007 at 15.27.14
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TOP 20 PROCEDURES BY FREQUENCY 
CLIENT NAME: SAMPLE GROUP 
CLIENT: 99999999


PERIOD COVERED: JULY 2006 THROUGH JUNE 2007


PROCEDURE               TOTAL     AVERAGE
PROCEDURE           COUNT          ALLOWED     ALLOWED


92015 DETERM REFRACTIVE STATE 7,810 $.00 $.00
92014 OPHTH SERV: MED EXAM & EVAL; COMP ESTAB PT 6,419 $219,058.57 $34.13
V2020 FRAMES PURCHASES 4,432 $132,437.62 $29.88
V2203 SPHEROCYLINDER BIFOC PLANO +/- 4.0S .12-2.0C EA 2,764 $167,549.76 $60.62
V2744 TINT PHOTOCHROMATIC PER LENS 1,968 $964.52 $.49
V2781 PROGRESSIVE LENS, PER LENS 1,611 $112,478.57 $69.82
V2750 ANTI-REFLECTIVE COATING PER LENS 1,481 $530.78 $.36
V2784 LENS, POLYCARBONATE OR EQUAL, ANY INDEX, PER LENS 1,344 $387.24 $.29
V2103 SPHEROCYLINDER 1VIS PLANO +/-4.0S .12-2.00C EA 887 $30,306.07 $34.17
92004 OPHTH SERV: MED EXAM; COMP NEW PT 1/MORE VISITS 785 $27,183.83 $34.63
V2745 TINT, ANY COLOR, SOLID, GRADIENT, PER LENS 771 $234.30 $.30
V2303 SPHEROCYLINDER TRIFOC PLANO +/-4.0S .12-2.0C EA 668 $51,727.58 $77.44
V2200 SPHERE BIFOC PLANO TO +/- 4.00D PER LENS 567 $20,481.55 $36.12
V2760 SCRATCH RESISTANT COATING PER LENS 517 $252.40 $.49
V2799 VISION SERVICE MISCELLANEOUS 461 $54.20 $.12
V2204 SPHEROCYLINDER BIFOC PLANO +/-4.0S 2.12=4.0C EA 419 $21,915.87 $52.31
V2782 LENS,INDEX 1.54-1.65PLAST OR1.60-1.79GLS,PER LENS 403 $56.60 $.14
V2755 U-V LENS PER LENS 351 $211.10 $.60
V2715 PRISM PER LENS 316 $184.70 $.58
V2100 SPHERE 1VIS PLANO +/- 4.00 PER LENS 270 $5,139.00 $19.03


TOTAL FOR TOP 20 PROCEDURES      34,244     $791,154.26          $23.10


TOTAL FOR ALL PROCEDURES      36,515     $880,870.10          $24.12


TOP 20 PROCEDURES AS A PERCENT OF TOTAL   93.78%  89.82% 


BENEFITS INCLUDED:  ACCESS PLAN SIGNATURE CHOICE SIGNATURE CHOICE SIGNATURE CHOICE SIGNATURE CHOICE SIGNATURE CHOICE SIGNATURE CHOICE


VSP CONFIDENTIAL Report Generated On:  08/06/2007 at 15.30.27
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UTILIZATION MANAGEMENT AUTHORIZATION SYSTEM 
  APPROVALS REPORT CLIENT NAME: ANY CLIENT


CLIENT: 99999999 
PERIOD COVERED: 01/01/2006 THROUGH 06/30/2006


  DATE DATE ALL
  REQUEST      INFO        DATE


PATIENT NAME PATIENT ID PROVIDER TYPE OF SERVICE RECEIVED RECEIVED AUTHORIZED


CORNEA, CAROL        nnnnnnnnn            Edward Stewart, OD Vision therapy initial sessions 04/03/2006 04/03/2006 04/04/2006


GLASSES, GAIL  nnnnnnnnn Mark Swan, OD Vision therapy evaluation 02/02/2006 02/09/2006 02/10/2006


GLASSES, GAIL  nnnnnnnnn Mark Swan, OD Vision therapy initial sessions 02/02/2006 02/09/2006 02/10/2006


RETINA, ROBERT       nnnnnnnnn Mark Swan, OD Vision therapy additional sessions 05/05/2006 05/05/2006 05/08/2006


PUPIL, PARKER         nnnnnnnnn Mark Swan, OD Vision therapy evaluation 02/02/2006 02/09/2006 02/10/2006


TRIFOCAL, TERESA   nnnnnnnnn Michael Sussex, OD Polycarbonate lens 04/28/2006 04/28/2006 05/02/2006


VSP CONFIDENTIAL Report Generated On:  08/21/2006 at 16.04.46
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UTILIZATION MANAGEMENT AUTHORIZATION SYSTEM 
  DENIALS REPORT CLIENT NAME: ANY CLIENT


CLIENT: 99999999
PERIOD COVERED: 01/01/2006 THROUGH 06/30/2006


  DATE DATE ALL  DENIAL
  REQUEST      INFO     DATE REASON


PATIENT NAME PATIENT ID PROVIDER TYPE OF SERVICE RECEIVED RECEIVED   DENIED   CODE


PUPIL, PARKER   nnnnnnnnn Michel Listenberger, OD Tint - photochromic filters 06/27/2006 06/27/2006  06/28/2006 NELG


CORNEA, CAROL     nnnnnnnnn Jeffrey Scieszka, OD Tint - photochromic filters 05/11/2006 05/19/2006  05/19/2006 VSPC


GLASSES, GAIL nnnnnnnnn Edward Stewart, OD Other requested service/material 06/10/2006 06/12/2006  06/12/2006 NCOV


RETINA,, ROBERT   nnnnnnnnn Steven Voci, OD Tint - photochromic filters 05/04/2006 05/08/2006  05/09/2006 VSPC


Denial Reasons:  
Clinical  =     2
Technical =     2


NCOV (The service or material is not covered)                                 
NELG (Patient is not eligible for the services/materials)                     
VSPC (Not medically necessary according to VSP criteria)                      


VSP CONFIDENTIAL Report Generated On:  08/21/2006 at 16.02.57
The information contained in this report is confidential and is not              Information Source:   FOCUS/UMA007E
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VSP Organizational Chart – Account Management Team 
 
 


 
Coventry Nevada   Date:  November 15, 2012 


 


Rob Lynch 
President and CEO 
3333 Quality Drive 


 Rancho Cordova, CA 95670 
800.852.7600 or 916.851.5000 


Jim McGrann 
Secretary, Director 
3333 Quality Drive 


Rancho Cordova, CA 95670 
800.852.7600 or 916.851.5000 


Jeff Everson 
Vice President, Sales 


3333 Quality Drive 
Rancho Cordova, CA 95670 


800.852.7600 or 916.851.5000 


Al Schubert 
Vice President, Managed Care 


3333 Quality Drive 
Rancho Cordova, CA 95670 


800.852.7600 or 916.851.5027 


GE Hiatt  
Division Vice President 
222 S. Riverside Plaza 


Chicago, IL 60606 
800.445.6831 or 312.651.7962 


Warren Laird 
Senior Account Executive 


11 Brendan Way, B-33  
Greenville, SC  29615  


800.524.0910 or 864.421.0707 


Sheri Galvan 
Senior Account Manager 


5000 Airport Plaza Drive, Suite 250  
Long Beach, CA 90815  


800.367.9618 or 562.766.2041 


Dawn Costa 
Senior Account Executive 


765 N. Chisholm Court  
Post Falls, ID 83854  


800.852.7600 
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VSP Executive Department
Rob Lynch


President & CEO
VSP Global


Rosanne Haflich
Manager


Ric Steere
Senior VP


Global Business 
Development


Marsha Colendich
Executive Administrative 


Assistant
to the Board of Directors


Joanne T. Morris
Executive Administrative


Assistant


Jim McGrann
President


VSP Vision Care


Don Ball
CFO


VSP Global


Rod Ehsani
Director


Internal Audit Dept.
(located in HQ4)


Laura Costa
Senior VP


COO


Jackie Jurkovich
Executive Administrative


Assistant


Michele Anthony
Executive Administrative 


Assistant 1/09/12
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Finance Organization Chart
Don Ball


Chief Financial Officer
VSP Global


Phil Hibbert
Senior Vice President


CFO/Marchon


Les Passuello
Vice President


CFO/VSP Vision Care


Yasmin Seyal
Vice President


Global Treasury & Tax


Kathy Melita
Director/VP


Corporate Controller


Robert Gentile
Manager/VP


Treasury/Risk Management


Jenny McDonald
Director


Corporate Financial Accounting


Ken Pettinato, Manager
Financial Analysis


Laura Olson, Director
Regulatory Accounting,
Investments & Banking


Chris Henderson
Director/SME/VP


Global Tax


Margaret Roberts
Director


Corporate Tax


Dan Schauer
Vice President


Client Financial Services


John Coll
/Director


International Finance


Joanne Morris
Executive Administrative Assistant


Kelly Belanger
Executive Administrative Assistant


Andra Drury
Executive Administrative Assistant


Namiko Koriyama 
Executive Administrative Assistant


Robert Cathey, Manager
Enterprise Information Services


Steve Hibbs
Director


Corporate Service


Sue Wetzel, Director
Practice Solutions & Optics Group


Accounting & Analysis


Joseph Podbielak
/Senior Director
Brands Finance


Lare Bloodworth
Senior Accountant


Altair Eyewear


Ozzie Rodriguez
Manager of Allure Finance 2/21/12
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Dawn Kaufman
Director


Client Management


Valorie Huffman 
Regional Manager


Phyllis Moore
Regional Manager


David Ellis
Regional 


Supervisor 
Atlanta 


John Trybula
Regional 


Supervisor 
Chicago


Paula Palmer
Regional Manager


Diana Wells
Regional Manager
Corporate Account 


Management


Scott Smith
Regional Manager
Corporate Account 


Management


Alicia Garcia-
Green


Admin. Asst.


Vicki Hutson
Regional 


Supervisor 
Dallas


Art Boorujy
Regional 


Supervisor 
Parsippany


June 2012


David Steckbeck
CAM


Heather Heibeck
CAM


Peter Heir
CAM


Stacy Franklin
CAM


Amalia Shaban
CAM


Amber Turner
CAM


Patty Wallace
CAM


Mel Scott
CAM


Teresa Esparsa
CAM


Cathy Rapozo
CAM


Jennifer Fowler
CAM


Erika Castillo
CAM


Renee Devine
CAM (PT)


Vince Lena
Team Lead


Kim Boak
CAM


Karen Scott
CAM


Sheri Galvan
CAM


Brian 
Nichelmann
Team Lead


Gary Bach
CAM


Laura Allen
CAM


Kelly Immoos
CAM (PT)


Bernadette Williams
Manager,


Inside Sales 
Operations


Cyndie 
Whitworth


Supervisor,
Inside Sales 
Operations


Wendy St. Geme
Supervisor,
Inside Sales 
Operations


Liz Leppanen
Supervisor,
Inside Sales 
Operations


Katie Field
Manager, 


Field Client Sales 
Operations


Josh Pierson
Team Lead


Long Beach 
Office


Hawaii 
Office


Denver
Office


Sacramento  
Office


San Francisco 
Office


Seattle
 Office


Portland
Office


Columbus  
Office


Canton
Office


Southfield
 Office


Indianapolis
Office


Nicole Dunn
CAM







 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 







Kathy Rodine
Vice President


Dan Salter
Director


Dave Dunkinson
Director


Wendy Kimball
Director


Yvonne Miller
Director


Anne Mosher
Manager


CCAT


Janet Calloway
Manager


Viki Uribe
Manager


14 Analysts


Gaby A – SD
Leah S – STP
Steve H – PST


Alison A – QA
Kristy N – SD
Laurie F – SD


Marcia A – INET/SD
Paul S – SD


Christie B


Dennis Nicdao
Manager


Operations Support


Colleen Duke
Manager


CAST


Mark Lingren
Manager


12 Analysts


11 Analysts


Amy K – SD
Kimi M – SD
Lisa E – SD


Chris R – PDCR
Open – PDCS


Sharon Hollis
Manager


Amy DeBord
Manager


Janelle Darling
Manager


Dana H – SD
Diana T – SD


Kathleen S – SQ
Josh P – SD
Open – SD


Andrew D – STP/QA
Kim H – SD Telecommuters


Kristen H – SD
Phil Grow – SD
Tammi B – SD
Sheila H – R&D


Carly B – OA
James B – OA
Parker P – OA
Patricia B – OA
Tanya E – OA
Vitaly B – SD


 Customer Care Organization Chart
 August  2012


Melanie Nakatani
Manager


Janet Finn
Manager


Ellen A – R&D
Stacey L – R&D


Dan B – OON Hybrid
Shelly L – OON Hybrid


Kristine C – SD
Rob B – SD


Denise B – SQ
Andy S – SD
Cindy C – SD


Denise D – SD
Lindsey B – SD


Melinda P – CAT


CAT – Complaint & Appeals Team
CAST – Customer Care Analyst & Support Team


CCAT – Customer Care Analyst Team
CDA – Claims Document & Archive


INET – Internet Team
PDCR – Preferred Doctor Claims Resolution


PDCS – Preferred Doctor COB & Service Verification
OA – Open Access


PST – Performance Support Team (Training)
QA – Quality Assurance


SD – Service Delivery (phone unit)
STP – Supervisor Training Progam


SQ – Support Queue
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Eyecare Delivery Solutions Management
July 2012


Lawrence Hedgren
Associate Optometry 


Director


Linda Kendrick, Manager
Provider Information & 


Intelligence


Open
Eye Health Management 


Dave Menacho, Manager
Provider Business 


Integration


Brooke Baker, Manager
Provider Relations


Andrea Hamel, Manager
Quality Management


Dede Neifert, Manager
Provider Relations


Kristi Fowler, Manager
Strategic Provider 


Marketing


Arlene Goligowski, 
Supervisor


Provider Communications


Dan Schauer
Vice President


 Client Financial Services


Nancy Holt, Director**
Provider Relations 


Jim Caster, Director
Provider Marketing & 


Communications* 


Susan Egbert, Director
Eye Health Strategies


Jolene Tippett
Executive Assistant


Tanya Markis-Meyer
Associate Optometry 


Director


Ed Buffington
National Vice President


Strategic Eyecare Partnerships


Cheryl Johnson, Vice President
Eyecare Delivery Solutions


Jonathon Perlman, M.D
Medical Director


Denis Humphreys, O.D.
Optometry Director


Patricia Sierra, M.D.
Associate Medical Director


Teri Lew, Manager
Reimbursement


Connie Vavricek
Director


Industry Outreach


Lorie Ures, Supervisor
Provider Relations


Barbara Stewart, Manager
Provider Relations


Al Edwards, Supervisor
Provider Relations


Gerald Botelho, 
Supervisor


Provider Relations


 *dotted line to Kate Renwick-Espinosa
**dotted line to Laura Costa


Valerie Manso
RVP


Monday, July 16, 2012
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Dawn Kaufman
Director


Client Relationship Management


Katie Field
Manager


Client Specialists


Sept 2012


Jill Pena
Client Specialist


David Lusis
Client Specialist


Joshua Pierson
Team Lead


Jeff Morris
Client Specialist


Kevin 
Wickenkamp


Client Specialist


Damien Johnson
Client Specialist


Adrian Williams
Client Specialist/


STAR Trainer


Cara-Noelle 
Capps


Client Specialist


Tim Allen
Client Specialist


Melissa 
Rodriguez


Client Specialist


John Stokes
Client Specialist


Kathy Van 
Warmerdam


Client Specialist


Maigyn Lansford
Client Specialist


Kristi Francis
Client Specialist


Tamara Williams
Client Specialist
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VSP FINANCE DEPARTMENT
October 2012


Administrative Assistant
Andra Drury


Chief Financial Officer
Les Passuello


Director, 
Corporate Financial Services


Robert Cathey


Director,
Optics Group Finance


Sue Wetzel


Director, 
Vision Care Finance


Laura Olson


# Staff
Management
Non-Management
Open


12
66
13
91


Director, Consolidation 
Accounting, Reporting & Audits


Monica Perez


Director, Practice 
Solutions Finance


Open


Accounting Manager
Craig Brogden


Accounting/ Analysis
Chris Alaga
Gary Chiea
Terri Barnett


Open


Sr. Financial Analyst
Steve Springer


Internal Control 
& Audit Specialist
Krysten Darting


Finance Associate
Cobie Harris


Manager,
Financial Analysis


Ken Pettinato


Financial Analysis
Cindy Mathison
Keith Hoshiko
Mark Schauer
Mary Kearney


Nick Harris
Tania Roeser


Open


Manager, Enterprise 
Information Services


Open


Analytics
John Hanak


Rosemary Stewart


Information 
Specialists


Aaron Morris
Anna Brightman


Dawne Britton-Estrada
Eric Rice


Data Management
Carol Andersen
Jennifer Milligan


Supervisor,
BI Delivery
Phil Kimura


BI Developers
Anthony Rose
Aziz Alsagoff
Elisa Gouveia


Philip Senechal


BI Administration
Jay Harmor


Accounting
Manager


Open


Accounting
Manager


Jim Schauer


Financial Analysis
David Madsen
Diana Tahara


Open


Financial Analysis
Darlene Smith
Katie Hodge


Open


OM = Officemate


Accounting
Alexis Wright-Burns


Carrie Wootton


Accounting
January Vang
Lisa Warren


Ronnie Fortes
Sara Small
Open (2)


Cathy HewittOM


Kim OdenOM


Lisa GearyOM


Manager, Accounts 
Payable/Receivable 
Andrea Olberding


AP/AR, Optics Group
Thomasina Lopez(lead)


 Clarita Layug
Erin VanderSchaaf


Ken Nguyen
Phyllis Dickson
Silke Fernandez


Tyler Reidel
Open (2)


Accounting Clerk
Angela Khan


Heather Petersen
William Lim


A/P, Vision Care
Darlah Macias
Rachel Verdi


Supervisor, Optics 
Group AP/AR 
Pardip Singh


Investments 
& Banking


Christina Suliven
Cindy Greeley
Claire Kolitsos
Robert Schmidt


Tamara Kendrick
Terry Rinker


Open


Manager,
Investments 
& Banking


Gina Hashisaka


Accounting/
Analysis


Marjorie Hoff
Shar Osman
Sheila Kumar


Manager, 
Regulatory
Accounting


Suzanne Howard


Compliance
Julie Wiswell


Susanne Porter
Open


Treasury Manager
Russell Booth


Accounting
Cynthia Lee
Grace Gray


Hector Fernandez
Mark Jenkins (lead)


Manager,
Vision Care
Accounting


Jessica Hallbourg


GAAP Analyst
Tiffanie Burkhalter


22 39
8 10 6


10/3/2012
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Human Resources Current
August 2012


Debbie Lane
Executive Admin Assistant


Elayna Campbell
Recruiter/Career Dev


Lisa Harr
Sr. Recruiter


Contract Reccruiter


Bev Thorn
Sr Communication Specialist


Diane Lane
Communication Specialist


Nancy Dolan
Sr Communication Specialist


Jessica Guglielmino
Communications Supervisor


Shauna Harrington
Communications/Recruitment


Director


George Kademenos
EOC Sr. Business Partner


Summer Cemo
Business Partner


Todd Lee
Business Partner


Jan Dinublio
Staffing Coordinator


Gina Rosenberger
Vision Care


Director


Diane Garga
Org Effectiveness Business Partner


Melissa Husted
Org Effectiveness Business Partner


Susan Rutz
Org Effectiveness Business Partner


Jeremy Warren
Organizational Effectiveness


Manager


Sanjay Dutta
Training & Development


Manager


Andrea  Carli
Training Developer


Maria Gutierrez
Training Coodinator


Reginald Waters II
Training


dot beineix
Training & Development


Director


Cynthia Stubbs
HR Manager


Perfect Optics


Erin Page
Business Partner


CA Lab


John Schulten
Business Partner


Legends


Ryan Patterson
HR Specialist


Ohio Lab


Susan Pettinato
Business Partner


Jen Malena
Optics Group


Director


Lydia Dougherty
Recruiter
Marchon


Open
Business Partner


Marchon


Open
SR HR Generalist


Marchon


Mayra Miranda
HR Coordinator


Marchon


Heather McHale
Director
Marchon


BJ Bernardo
Sr Comp Anaylst


Danielle Mizuno
Compliance Analyst


Alida Pineda
HR Reporting Analyst


Jenny Park
ERP/HRIS


Mira Chodapunedi
ERP/HRIS


Stacey Okino
ERP/HRIS


Christy Rocco
Payroll Administrator


Eli Garcia
Payroll Administrator


Erin McCue
Payroll Administrator


Valerie Alexander-Bailey
Payroll Supervisor


Amanda Loza
Wellness Specialist


Anna Raymond
HRSC Rep


Diane Palmer
HRSC Rep


Yahne Spencer
HRSC Rep


Gail Jones
Operation Analyst/Supervisor


Emily Henderson
Financial Analyst


April Bettencourt
Benefits
Manager


Kristi Cappelletti Matthews
Global Compensation, HRIS & Operations


Vice President


Elaine Leuchars
Chief Human Resource Officer
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Updated 07-30-2012


VALERIE LETCH
Vice President / CIO


BILL KELLY
Director Applications A


KIM SALISBURY
Director Applications B


Nicole Pantalone
Executive Administrative Assistant


Acela Magana
Administrative Assistant


HELEN BRAVO - Manager
Call Center Support / IVR Support/ 


DR Portal / EPG Team


STEFFI WONG
Administrative Assistant


PRODUCT SYSTEMS SUPPORT


GARY LUNSFORD - Manager
Member & Client Portals /


IDR Team


DON SMITH - Manager
Quality Management Team A


STEVE THORN - Manager
Quality Management Team B


BRETT FURIE - Manager
Claim Systems / Finance Support


RENE TYNER, Manager
Data Warehouse / DBA  / 


Provider Support


Open) - Manager
Membership/EDI


ROSENDO GANOY - Manager
Application Architecture /
Systems Analysis / BPM


DANA TROBEE
Procurement Analyst


BRIAN SPANGLER - Manager
Client/Benefits Delivery


MURRAY KREHBIEL
Manager ERP


Dana Dource –
Supervisor Membership Coordinators


IT – VSP VISION BENEFITS
MANAGEMENT ORGANIZATION CHART - 2012
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Al Schubert
Vice President


Managed Care Division
National


Jill Bernard
Sr. Account Executive


Managed Care
Long Beach


AR, AZ, So. CA, CO, 
LA, NM, OK, TX


Warren Laird
Sr. Account Executive


Managed Care
Greenville


AL, CT, DC, DE, FL, GA, MA,MD, 
ME, MS, NC, NH, NJ, NY,PA,RI, 


SC, TN, VA, VT


Dawn Costa
Sr. Account Executive


Managed Care
Sacramento


AK, No. CA, HI, ID, MT, ND, NV, 
OR, SD, UT, WA, WY


May 2012


Larry DeAngelis
Sr. Account Executive


Managed Care
Canton


NE, KS, MN, IA, MS, WI, IL, IN, 
MI, OH, KY


GE Hiatt
Regional Vice President


Managed Care
Chicago
National
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Lisa Henslee
Director


International Development
August 2012


Kevin Harbart
Manager, International 


Development 


Charlette Brannon
International


Account Manager


Zaydra Willis
International


Systems Analyst


Ameet Bijlani
International


Systems Analyst


HM Kraft
EPS


Program Manager


Brooke Sobol
Sr. Communications 


Specialist
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Karen Yip
Strategic Alliance and 
Business Development 


Manager


Michelle Haley
Strategic Alliance 


Associate


June 2012


Jeanette Whiteman
Strategic Alliance 


Specialist


Janis Wong
Strategic Account 


Manager


Nicole Holm
Strategic Alliance 


Strategist


Suzy Delaney
Strategic


Account Manager


Kirsten David
Strategic Alliance 


Associate


Michelle Smith
Strategic


Account Manager
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Josh Ellis
Director, Sales Support


And Technology


Shoreen Noguchi
Manager


Sales Support


Susan Ortlip
Supervisor


Sales Strategy and 
Competitive Intelligence


Lonnie Johnson
Supervisor


Training and 
Communications


Missy Babcock
Supervisor


Sales Technology


Dennis Arellano
Sr. Sales 


Information Analyst


Terri Scoggins
Sales Specialist


Ingrid Erickson
Competitive Intelligence 


Analyst


Georgia Hunt
Sales Strategy 


Specialist


Cheyenne Rader
Sales Strategy 


Specialist


Lydia Binairis
Sales Siebel 


Support Specialist


Michelle Easley
Sales Siebel 


Support Specialist


Margarida Crislip
Sales Trainer


Larry Gutierrez
Sales Trainer


Gerry Briare
Sr. Competitive 


Intelligence Analyst


Gordon Hartman
Sales Trainer


August 2012


Ben Young
Sales Intern


Jeff Parkin
Sales Siebel 


Support Specialist


Nicole Burgess
Sales Strategy 


Specialist


Maggie Stewart
Communications 


Contractor


Julie Grosso
Client Audits


Carolyn Moore
Administrative


Assistant


Sharon Ulvild
Administrative 


Assistant


Matt Alvarez
Sales Siebel 


Support Specialist


Laura Tripp
Sales Event Planner


Kathy Wagner
Administrative


Assistant


Andy Gee
Communications 


Specialist


Heather Peters
Communications 


Specialist


OPEN
Sales Siebel 


Support Specialsit


Sharon Clifton
Lead, Sales Strategy 


Specialist


Marge Wood
Sales Trainer Intern
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VSP Vision Care
Organizational Chart


January 2012


VSP Proprietary & Confidential


*


* dotted line to Global CFO
Updated 1/11/2012


Melody Healy
Vice President


Product Development
VSP Vision Care


Ken Stellmacher
Director


Consumer Marketing
VSP Vision Care


Dave Dess
Vice President


Marketing
VSP Vision Care


Kim Salisbury
Director


Provider Processes Support
VSP Vision Care


Bill Kelly
Director


Customer Service & Enterprise
Application Support


VSP Vision Care


Valerie Letch
Vice President


Information Technology
VSP Vision Care


Dan Schauer  *
Vice President


Client Financial Services
VSP Vision Care


Karen Casey
Vice President


Enterprise Project Solutions
VSP Vision Care


Dave Dunkinson
Director


Customer Care
VSP Vision Care


Wendy Kimball
Director


Customer Care
VSP Vision Care


Yvonne Miller
Director


Customer Care
VSP Vision Care


Dan Salter
Director


Customer Care
VSP Vision Care


Kathy Rodine
Vice President
Customer Care


VSP Vision Care


Laura Costa
Chief Operating Officer/SVP


Operations
VSP Vision Care


Jim Caster
Director


Provider Marketing
Communications
VSP Vision Care


Nancy Holt
Director


Provider Relations
VSP Vision Care


Susan Egbert
Director


Utilization & Quality Management
VSP Vision Care


Cheryl Johnson
Vice President


Eyecare Delivery Solutions
VSP Vision Care


Jorgen Kvick
Director


Technology Service & Support


Dennis Kaufman
Director


Information Technology


Kyle Kelt
Vice President
Chief Architect


Al Schubert
Division Vice President


Managed Care
VSP Vision Care


Bruce Smith
Division Vice President


Western
VSP Vision Care


Dan Morgan
Division Vice President


Southern Division
VSP Vision Care


Jim Wenke
Division Vice President


Eastern
VSP Vision Care


Jeff Everson
Vice President


Sales
VSP Vision Care


Dawn Kaufman
Director


Sales Client Relationship
Management


VSP Vision Care


Lisa Henslee
Director


Global Benefits & Sales
Technology


VSP Vision Care


Terri Wilson
Vice President


Operations Sales
VSP Vision Care


Shared Services


Jim McGrann
President


VSP Vision Care


Rob Lynch
President and CEO


of VSP Global
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VSP Global Organizational Chart
January 2012


VSP Proprietary & Confidential
Updated 1/11/2012


Don Ball
Chief Financial Officer/SVP


VSP Global


Elaine Leuchars
Chief Human Rescource Officer/SVP


Human Resources


Thomas Fessler
Chief Legal Officer/SVP


General Counsel


Kate Renwick-Espinosa
Chief Marketing Officer/SVP


VSP Global


Marty Fox
Chief Operations Officer/SVP


Marchon


Claudio Gottardi
President & CEO


Marchon


Steve Baker
President
Eyefinity


Laura Costa
Chief Operations Officer/SVP


Operations
VSP Vision Care


Jim McGrann
President


VSP Vision Care


Don Oakley
President


VSP Optics Group


Ric Steere
Sr Vice President


VB Global Business Development


Rob Lynch
President and CEO


of VSP Global


Al Berg
Vice Chair


Marchon Board of Directors







 
 
 
 
 
 
 
 
 
 
 
 
 
 


INTENTIONALLY LEFT BLANK 







 


 
 
 
 
 
 
 
 
 
 
 


 


Insert Color Slip Sheet 







 


 
 
 
 
 
 
 
 
 
 
 


 


Insert Color Slip Sheet 







IMPLEMENTATION ACTION PLAN
Effective July 1, 2010


ACTION ITEM RESPONSIBILITY COMMENTS DUE DATE STATUS


Implementation 
Discuss Implementation Timeline document VSP / Coventry Nevada  
Review sample reports VSP / Coventry Nevada
Discuss Client Requirements document VSP / Coventry Nevada
Add client to our New Group Notification system VSP Account Manager(AM), Sheri 


Galvan
 


Revise and distribute Confirmation of Benefits  and 
Implementation Action Plan  for client's review and approval


Sheri Galvan


Approve revised Confirmation of Benefits  document Coventry Nevada
Install client account in VSP's system VSP Group Service Administrator  


Announce client's plan to VSP's doctors Sheri Galvan/VSP Provider 
Relations


Update and distribute Implementation Action Plan document Sheri Galvan


Release client's account in VSP's system VSP Group Service Administrator


Client Information
Determine client-specific information (address, phone, fax, legal 
name, AKA names, day to day contacts, etc.) 


Sheri Galvan


Update client-specific information in Client Requirements 
document 


Sheri Galvan


 
Account Structure
Determine account structure based on reporting, billing and 
accounting needs


VSP / Coventry Nevada  


Update account structure in Client Requirements  document Sheri Galvan
 


Benefit Information  
Confirm plan options selected VSP / Coventry Nevada  
Update benefits in Client Requirements  document Sheri Galvan
  


Page 1
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IMPLEMENTATION ACTION PLAN
Effective July 1, 2010


ACTION ITEM RESPONSIBILITY COMMENTS DUE DATE STATUS
Membership  
Provide client with VSP's standard eligibility layout VSP
Review eligibility format and determine frequency, transmission 
method, required fields, and client contacts 


VSP / Coventry Nevada  


Confirm testing / production schedule VSP / Coventry Nevada  
Provide administrator contacts (name, title, address, phone, fax 
& email)


Coventry Nevada


Schedule conference call to discuss eligibility format and 
determine frequency, transmission method, required fields, and 
administrator contacts


VSP / Coventry Nevada


Confirm testing / production schedule VSP / Coventry Nevada  
Send first test file Coventry Nevada / Administrator  
Confirm test results with client / administrator VSP Membership Coordinator
Address and resolve issues identified during initial test, send 
second test file (if needed)


Coventry Nevada / Administrator  


Confirm test results with client / administrator (if applicable) VSP Membership Coordinator
Send first enrollment/production file Coventry Nevada / Administrator
Confirm load results with client / administrator VSP Membership Coordinator


Accounting/Billing
Provide billing / accounting representatives (name, title, 
address, phone, fax, email)


Coventry Nevada


Provide wire instructions and VSP's banking information Sheri Galvan


Reporting
Determine report inventory for client (recipient, frequency, etc.) VSP / Coventry Nevada


Distribute reports according to agreed upon inventory VSP


Page 2
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IMPLEMENTATION ACTION PLAN
Effective July 1, 2010


ACTION ITEM RESPONSIBILITY COMMENTS DUE DATE STATUS
Employee/Member Communications
Confirm open enrollment begin/end dates Coventry Nevada
Review sample communications VSP / Coventry Nevada  
Determine communication requirements (materials, formats, 
quantity, distribution schedule, etc.)


VSP / Coventry Nevada  


Update communication requirements in Client Requirements 
document


Sheri Galvan


Send communication materials for client to review/approve Sheri Galvan
Approve communication materials Coventry Nevada
Distribute communications accordingly Coventry Nevada


Contract
Determine contractual requirements VSP / Coventry Nevada
Provide standard contract document VSP/ Sheri Galvan
Submit any unique contract requirements to Legal thru LAR 
process


Sheri Galvan


Finalize and sign contract VSP / Coventry Nevada


Page 3
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		A.2_Amendment 2.pdf

		A.1.c_Amendment 2_Signature Sheet

		A.1.d_1988 Amendment 2 - final



		A.1_Amendment 1.pdf

		A.1.a_Amendment 1_Signature Sheet

		A.1.b_1988a_Amendment 1



		00_Combined_Tab V_Attach B_with color dividers.pdf

		01_Altius_Attach B

		Copy (2) of Insert 2Page Color Slip Sheet

		02_ESI_Attachment B docx doc
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		Tab VIII_Attach G_Vendor Resumes, incl. Subs.pdf

		Sample Divider_used for resumes 1

		00_Altius Resumes_Combined

		01_Clay, Brett Resume_CFO

		02_Coppadge, Joel Resume_VP, OPs

		03_Daffern, Christy Resume_Dir, OPs

		04_Ferrin, Tanna Resume_VP, QI

		05_Harston, Dennis, MD Resume_VP, Med Aff

		06_Kyle, Frank Resume_Dir, Reg.Compl.

		07_Lawlor, Kevin Resume_VP, Ntwrk

		08_Thornton, Sherry Resume_Dir,App Dev

		April 2009 - present

		Coventry Health Care, Inc.

		Mary Chesslo

		3200 Highland Avenue, Downers Grove, IL 60515

		2009 - Present



		09_Trettin, Todd Resume_CEO

		10_Witte, Barbara Resume_VP, Bus. Dev

		11_Zollinger, Carol Resume_Dir, HS



		Copy (2) of Insert 2Page Color Slip Sheet

		Sample Divider_used for resumes 2

		01_ESI Resumes_Combined

		Gordon, Marilyn Resume_ESI

		Schneider, Karen Resume_ESI

		Sherman, Pamela Resume_ESI



		Copy (3) of Insert 2Page Color Slip Sheet

		Sample Divider_used for resumes 3

		02_MHNet Resumes_Combined

		01_Appenzeller, Talitha Resume_MHNet

		02_Dietal, K Resume_MHNet

		03_Fernandez, L Resume_MHNet

		04_Mobin, Anjum Resume_MHNet

		05_Roschbach, J Resume_MHNet

		06_Vasiliadis, M Resume_MHNet

		07_Watson, Lynn Resume_MHNet



		Copy (4) of Insert 2Page Color Slip Sheet

		Sample Divider_used for resumes 4

		03_NIA Resumes_Combined

		01_Cooper, Annalisa Resume_NIA

		02_Douty, Laurel Resume_NIA

		03_Guerino, Debra Resume_NIA

		04_LeDay, Vonda Resume_NIA

		05_Marsh, Marsha Resume_NIA

		06_Merandi, Laurie Resume_NIA

		07_Pentecost, Michael Resume_NIA

		08_Rose, Phil Resume_NIA



		Copy (5) of Insert 2Page Color Slip Sheet

		Sample Divider_used for resumes 5

		04_Scion Resumes_Combined

		Borca Mark, Resume_Scion

		Borca, Greg_Resume _Scion.docx

		Clement, Monica Resume_Scion

		Conjurski, T Resume_Scion

		Haehle, Darrin Resume_Scion

		Johnston, Kevin Resume_Scion

		Kasten, Craig Resume_Scion

		Klotzbach, Carrie Resume_Scion

		Rabus, Beth Resume_Scion

		Richter, Miranda Resume_Scion

		Saer, Jeanine Resume_Scion

		Sweeney, Lisa Resume_Scion

		Tye, Fred Resume_Scion



		Copy of Insert 2Page Color Slip Sheet

		Sample Divider_used for resumes 6

		05_Triad Resumes_Combined

		01_Coppola, Vincent Resume_Triad

		02_Villani, Tino Resume_Triad



		Insert 2Page Color Slip Sheet

		Sample Divider_used for resumes 7

		06_VSP Resumes_Combined

		Costa, Dawn  Resume_VSP

		Hiatt, GE Resume _VSP

		Laird, Warren Resume-VSP





		Tab IX_Attachments for Altius and Subs rev.pdf

		00_Altius Attachs_NEED Gantt Chart

		Attach 1_Sample Member Handbook

		Extra CoventryCares Benefits

		Doc Bear Club

		Transportation

		Definitions

		About Your Coverage

		Your Rights and Responsibilities

		Access to Care

		Advance Directives

		Benefits Available from the State

		Customer Service

		Web Service

		Enrollment

		ID Cards

		Causes for Disenrollment

		Case Management/Disease Management

		Health Survey

		Nurse Line

		Changes You Need to Report

		Choosing and Changing Your Primary Care Provider (PCP)

		Communication/ Translation Services 

		Do You Have Other Insurance?

		Direct Access

		Emergency and Urgent Care

		Family Planning andTreatment for STDs

		Foreign Languages Spoken at Provider Offices

		How Do I Get Health Care Services?

		Medical Help Away From Home

		Notice of Changes

		Out-of-Network Providers

		Second Opinion

		Telehealth Services

		What is a Primary Care Provider (PCP)?

		What if I Need a Specialist?

		Wellness Care for Adults

		Wellness Care for Children

		Pre-Authorization

		Covered Services, Exclusions and Limits

		Services Not Covered

		Cost Sharing/Co-payments

		Non-Emergency Transportation

		Complaint, Grievance andAppeal Procedures

		Inquiries

		Complaint/Grievance

		Appeals

		Expedited (Fast) Appeals

		State Fair Hearing Process

		Your Benefits During the Appeal or State Fair Hearing Process

		What if I Get a Bill?

		Reporting Fraud and Abuse

		Satisfaction Survey

		Confidentiality and Request for Your Medical Records

		Your Privacy Matters



		Attach 2_Program Integrity Plan and Exhbits

		01_Program Integrity Plan 10-12 Nevada RFP

		A. ANTI-FRAUD WASTE AND ABUSE POLICY

		B. EDUCATION/TRAINING

		Employee Education/Training

		SIU Investigator Education/Training

		Provider Education

		Member Education

		Third Party Vendor Education



		C. DETECTION/PREVENTION

		Identifying Persons and Organizations Involved in Suspicious Claims or Eligibility Activity

		Medical Claims (i.e., claims processed through IDX)

		Role of Pharmacy Vendor (Vendor Audit Function/Vendor SIU)*

		Embezzlement/Internal Theft and Other Forms of Employee Fraud

		Reporting by Providers or Members

		Reporting by Vendors





		D. INVESTIGATIONS

		Medical Provider Claim Investigations (i.e., Claims Processed Through IDX)

		Overview

		Investigative Process

		Initial Handling of Referral

		Evaluating the Referral

		Case Development

		Conducting the Investigation

		Closing the Investigation





		Pharmacy Claim Investigations

		Overview

		Investigative Process

		Closing the Investigation



		Member Medical Claim Investigations (i.e., Claims Processed Through IDX)

		Employee Investigations

		Member Safety (Abuse)



		E. REPORTING FRAUD AND ABUSE

		F. REVIEW & REVISION

		G. AUDITING

		H. EXHIBITS



		02_CHC Reporting Policy 2011_Exhibit 1A

		03_Govt Requests for Info Policy_Exhibit 1B

		04_CHC Employee Training  Exhibit 1C

		05_CodeBusinessConduct Ethics_Exhibit 1D

		06_FWA Guide-Health Care and Pharmacy Exhibit 2

		07_SIU Referral Form Exhibit 3

		08_Identifying FWA Exhibit 4

		09_Pharmacy Audit Overview Exhibit 6

		10_Fraud Plan Revision Policy Exhibit 8



		Attach 3_Altius Job Descriptions_Proposed Staff

		01_Product Dev Spec

		02_Sr Business Analyst

		03_Admin Spec 2

		04_Complex Case Mgr

		05_Concurrent Review Coord

		06_Social Worker

		07_Mgr, Health Services

		08_Dir, Health Services

		09_Pre-Authorization Rep

		10_Pre-Authorization Coord

		11_Supvr, Pre-Authorization

		12_Complex Case Mgr-NICU Case Mgr

		13_Complex Case Mgr-HROB Case Mgr

		14_Dir, Health Services-Care Mgmt

		15_Assoc Tech Claims Spec

		16_Assoc Cust Comm Spec

		17_Supervisor, Service Ops

		18_Mgr Service Ops

		19_Dir Service Center Ops

		20_Quality Improvement Coord

		21_QA Analyst

		22_Dir, Quality Improvement

		23_Mgr, Health Services-EPSDT

		24_Medical Review Nurse

		25_Sr Provider Contracting Spec

		26_Provider Relations Rep

		27_Credentialing Analyst

		28_Admin Spec 2

		29_Business Analyst

		30_VP, GM (Medicare Medicaid)

		31_Sr Accountant

		32_Financial Analyst

		33_Accounts Payable Analyst

		34_Medical Director

		35_Health Care Analyst

		36_Admin Spec 2

		37_Appeals Coord

		38_Medical Review Nurse

		39_Mgr, Appeals

		40_Compliance Analyst, Medicaid

		41_Mgr, Decision Support

		42_Admin Spec 2

		43_Outreach Coord

		44_Community Nutrition Tech

		45_Dir, Community Dev



		Attach 4_Altius Organization Chart_Proposed

		Attach 5_Emergency Services Policy

		Attach 6_Transition of Medical Services Policy

		Attach 7_Sample ID Card

		Attach 8_Sample CoventryCare Contract Templates_combined

		2009 Version 1 - Jan 2009 to Aug 2010 NV Physician_Medical Group

		EXECUTION SHEET

		GENERAL TERMS AND CONDITIONS

		1.4.1. Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2. Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3. Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;

		1.4.4. Consistent in type, frequency and duration of treatment with scientifically-based guidelines of national medical research, professional medical specialty organizations or governmental agencies that are generally accepted as national authorities on the services, supplies, equipment or facilities for which coverage is requested;

		1.4.5. Consistent with the diagnosis of the condition at issue;

		1.4.6. Required for reasons other than the comfort or convenience of the Member or Member’s physician; and

		1.4.7. Not experimental or investigational as determined by Coventry or a Payor under its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures Determination Policy is available upon request from a Coventry Company’s Services Department.)

		1.5. Member. An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.

		1.6. Member Contract. The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit program.

		1.7. Participating Provider. A health care provider, including, but not limited to a physician, home health agency, laboratory or other professional, facility, supplier, or vendor that has entered into a direct or indirect written agreement with Coventry or Payor to provide Covered Services to Members.

		1.8. Payor. An entity authorized by Coventry or Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, auto insurance carriers, employers, unions and other entities.

		1.9. Product. Any health care benefit program, in which Physician agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments.

		1.10. Provider Manual. The policies and procedures of Coventry or Payor applicable to Participating Providers.

		2. PHYSICIAN OBLIGATIONS

		2.1. Provision of Covered Services.

		2.1.1. Physician shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Physician and for which the Physician has been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Physician’s other patients.  Physician shall accept Members as new patients on the same basis as Physician is accepting non-Members as new patients.  Physician shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2. Physician shall make Covered Services available and accessible to Members, including telephone access to Physician, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Physician can not provide such coverage, Physician may arrange for a physician who is a Participating Provider to furnish coverage on Physician’s behalf (a “Covering Physician”) so long as Physician retains primary responsibility for Members’ care.

		2.1.3. For services rendered by any Covering Physician on behalf of Physician, including Emergency Services, it shall be Physician’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Physician shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Physician hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4. Unless otherwise provided by a Coventry or First Health Product or Member Contract, except when Physician determines an emergency situation renders it unsafe or impractical, Physician shall refer Members to Participating Providers.  Physician shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract.

		2.1.5. Coventry and Payor reserve the right to introduce new Product Attachments in addition to the current Products while this Agreement is in effect and to designate Physician as a participating or non-participating in any such new product.  Physician may reject Coventry’s or Payor’s designation of Physician as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Physician’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Physician.

		2.1.6. Physician understands and agrees that Physician’s participation in a current or future product does not mean that Physician shall be permitted to participate with each and every Payor for that product.  From time to time Payors may select only certain Participating Providers to take part in a Payor’s provider delivery network.

		2.2. Standard of Care. Physician agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Physician also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Physician.

		2.3. Programs & Procedures. Physician agrees to comply with all Coventry, Coventry Company and Payor policies and procedures.  Physician agrees to comply with Coventry’s or Payor’s Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. Physician agrees to comply with Coventry’s and/or Medicare’s policy relating to never events. Coventry or Payor shall notify Physician of any material modifications to such policies thirty (30) days in advance of their applicability.  Physician further agrees to provide Coventry or Payor access to any and all records, including medical records.

		2.4. Licensure. Physician agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5. Liability Insurance. Physician agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Physician and Physician’s employees  (“Professional Liability Insurance”).  Physician may obtain such insurance through an insurance company or through a self insurance mechanism, acceptable to Coventry or Payor.  Professional Liability Insurance coverage shall be maintained at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Physician also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6. Claim Submission. Physician agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 Form or Centers for Medicare and Medicaid Services (“CMS”) 1500 forms with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth Edition (“CPT4”) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Physician shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Physician may not bill Coventry or a Payor for inpatient Covered Services prior to the date of discharge and shall not separate bills for Covered Services for purposes of additional payments under the Agreement, except when hospitalizations of Member are greater than or equal to sixty (60) days, in which case interim billing is required.  Physician understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.

		2.7. Hold Harmless.

		2.7.1. Physician agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement shall Physician bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with the Physician.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2. Physician further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Physician and a Member or a person acting on Member’s behalf.

		2.7.3. Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.

		2.8. Marketing. Physician hereby consents to including Physician’s name in Coventry or Payor marketing materials and listing Physician in the participating provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers and employer groups.

		2.9. Access to and Copying of Records.  

		2.9.1. Copies.  Physician understands and agrees that neither Coventry/Payor nor Members shall be required to reimburse Physician for expenses related to providing copies of patient records or documents to any local, State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State or Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk Management Programs; or (iii) in order to assist Coventry or Payor in making a determination regarding whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other purpose. 

		2.9.2. Access.  All records, books, and papers of Physician pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members and financial, accounting and administrative records, books and papers, shall be open for inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Physician’s normal business hours. Physician further agrees that it shall release a Member’s medical records to Coventry and Payor upon Physician’s receipt of a Member consent form or as otherwise required by law. In addition, Physician shall allow Coventry and Payor to audit Physician’s records for payment and claims review purposes.

		2.9.3. Record Transfer.  If the Physician leaves a panel of providers associated with Coventry, the Physician must transfer or otherwise arrange for the maintenance of Members’ records.

		2.9.4. Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement.

		2.10. Compliance With Government Requirements. Physician agrees to comply with all applicable requirements, laws, rules and regulations of CMS, any other Federal agencies and any State agencies of the State(s) in which Physician practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Physician understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.

		2.10.1. Site Evaluations.  Physician agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Physician’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Physician's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Physician shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2. Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.

		2.11. Duty To Notify Coventry. Physician agrees to immediately notify Coventry, in writing, of (i) any change in its licensure accreditation or certification status; (ii) loss or substantial decrease in the limits or change of its medical malpractice policy; (iii) any judgments or settlements decreed or entered into on behalf of Physician; and, (iv) any other situation that may materially interfere with Physician's duties and obligations under the Agreement.   Physician also shall notify Coventry of any complaints it receives from Members regarding Physician, Coventry or Participating Providers.  Coventry shall notify Physician of any complaints it receives from Members regarding Physician.  Physician and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12. Drug Formulary/Generic Substitutions. Physician shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which has been provided to Physician.  Physician understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.

		2.13. Practice of Medicine. Physician acknowledges that Coventry does not practice medicine or exercise control over the methods or professional judgments by which Physician renders medical services to Members.  Physician shall be responsible for clinical decisions regarding admission, discharge or other medical treatment of Members regardless of receipt by Physician of any recommendations, authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any other person or entity performing quality improvement or utilization management. Coventry encourages Physician to communicate with patients regarding the treatment options available to them, including alternative medications, regardless of benefit coverage limitations

		3. COVENTRY/PAYOR OBLIGATIONS

		3.1. Payment. Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in the applicable product attachment.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, equal to one hundred percent (100%) of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Physician from seeking and obtaining payment from sources of payment other than Payor and Member.

		3.2. Non-Coventry Payors. When a Coventry Company is not the Payor, Payor--not Coventry or a Coventry Company--shall have the obligation and liability to Physician with respect to any claim or fee for health care services relating to or arising under the Agreement.

		4. TERM AND TERMINATION

		4.1. Term of Agreement. The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with each Product Attachment.

		4.2. Termination Without Cause. Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period.

		4.3. Termination For Cause.

		4.3.1. Breach. Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after thirty (30) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2. Immediate Termination by Coventry.  Coventry may terminate Physician from providing Covered Services to Members for the following reasons:

		4.3.2.1. Termination, revocation, suspension or other limitation of Physician’s license, certification, or accreditation.

		4.3.2.2. Physician’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3. Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4. Coventry determines in good faith that the Physician’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Physician’s staff, contractors or subcontractors, then Physician shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Physicians fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5. Coventry determines in good faith that, after notice to Physician and opportunity to cure, Physician has not materially complied with the provisions of Coventry’s Provider Manual and is unwilling or unable to work cooperatively in a managed care environment.

		4.4. Continuation of Benefits. Upon termination of the Agreement, Physician shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge or until Coventry or a Payor makes reasonable arrangements to have another hospital provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement. 

		5. GENERAL REQUIREMENTS

		5.1. Amendments. Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Physician of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Physician at least thirty (30) days prior to the effective date of the amendment.  Physician may reject the amendment upon Physician’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Physician’s silence shall constitute acceptance of such amendment.

		5.2. Dispute Resolution and Arbitration. In the event a dispute between Coventry or Payor, and Physician arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within thirty (30) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Physician procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3. Confidentiality. Physician and Coventry and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or a Payor may disclose reimbursement terms to prospective and current employer groups.  Physician shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4. Names, Symbols, Trademarks. Except as provided in Section 2.8, Coventry, Payors, and Physician each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Physician shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.

		5.5. No Solicitation of Members. So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Physician agrees that Physician will not, within the service area of Coventry or Payor solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s/Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Physician is no longer a Participating Physician. Nothing in the Agreement shall be construed to prohibit Physician or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of an Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6. No Third Party Beneficiaries. Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Physician or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7. Notice. Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified.  All Notices shall be deemed given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8. Relationship. None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Physician nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Physician and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services.

		5.9. Governing Law. The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10. Representation by Counsel. Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity, shall not be construed or interpreted against the drafting Party.

		5.11. Severability. In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12. Waiver. The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.
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		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.5 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit program.

		1.7 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Provider Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.8 Payor.  An entity authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, auto insurance carriers, employers, unions and other entities.

		1.9 Product.   Any health care benefit program, in which Provider agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. PROVIDER OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Provider shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Provider and for which the Participating Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Provider’s other patients.  Provider shall accept Members as new patients on the same basis as Provider is accepting non-Members as new patients.  Provider shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Provider shall make Covered Services available and accessible to Members, including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider may arrange for a physician who is a Participating Provider to furnish coverage on Provider’s behalf (a “Covering Physician”) so long as Provider retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Physician on behalf of Provider, including Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Provider shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer Members to Participating Providers.  Provider shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Provider as participating or non-participating in any new product or current Product.  Provider may reject Coventry’s or Payor’s designation of Provider as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Provider.

		2.1.6 Provider understands and agrees that Provider’s participation in a current Product or new product does not mean that Provider shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Provider also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Provider.

		2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. 

		2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Provider, Provider’s Participating Providers, and Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  

		2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required.  Provider understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made

		2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands and agrees that failure to submit bills or claims in accordance with the requirements of this section may result in the denial of such claims.  

		2.7 Hold Harmless.  

		2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or a Payor denial or reduction of payment for services that are not Medically Necessary or were not billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with Provider.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Provider further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Provider and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  

		2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s normal business hours.  Provider further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and claims review purposes.    

		2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Provider agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Provider shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any other situation that may materially interfere with Provider's duties and obligations under the Agreement.   Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Provider upon request.  Provider understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Provider’s agreement to perform Covered Services in accordance with the Agreement, Provider shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity.

		3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding practices, which includes the use of software to edit claims to ensure appropriate billing and coding practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Provider shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any claim or fee for health care services relating to or arising under the Agreement.



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Provider.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Provider and/or a Participating Provider within Provider from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Provider’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Provider’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Provider fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Provider and the Participating Provider and opportunity to cure, Provider and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Provider of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment. 

		5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Provider procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Provider, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Provider and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.  





		2011 Version 3 - July 2011 to April 2012 NV Provider

		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.5 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit program.

		1.7 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Provider Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.8  Payor.  An entity authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members. 

		1.9 Product.   Any health care benefit program, in which Provider agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. PROVIDER OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Provider shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Provider and for which the Participating Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Provider’s other patients.  Provider shall accept Members as new patients on the same basis as Provider is accepting non-Members as new patients.  Provider shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Provider shall make Covered Services available and accessible to Members, including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider may arrange for a physician who is a Participating Provider to furnish coverage on Provider’s behalf (a “Covering Physician”) so long as Provider retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Physician on behalf of Provider, including Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Provider shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer Members to Participating Providers.  Provider shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Provider as participating or non-participating in any new product or current Product.  Provider may reject Coventry’s or Payor’s designation of Provider as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Provider.

		2.1.6 Provider understands and agrees that Provider’s participation in a current Product or new product does not mean that Provider shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Provider also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Provider.

		2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. 

		2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Provider, Provider’s Participating Providers, and Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  

		2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required.  Provider understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made.

		2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands and agrees that failure to submit bills or claims in accordance with the requirements of this section may result in the denial of such claims.  

		2.7 Hold Harmless.  

		2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or a Payor denial or reduction of payment for services that are not Medically Necessary or were not billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with Provider.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Provider further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Provider and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  

		2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s normal business hours.  Provider further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and claims review purposes.    

		2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Provider agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Provider shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any other situation that may materially interfere with Provider's duties and obligations under the Agreement.   Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Provider upon request.  Provider understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Provider’s agreement to perform Covered Services in accordance with the Agreement, Provider shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity.

		3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding practices, which includes the use of software to edit claims to ensure appropriate billing and coding practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Provider shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any claim or fee for health care services relating to or arising under the Agreement.



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Provider.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Provider and/or a Participating Provider within Provider from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Provider’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Provider’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Provider fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Provider and the Participating Provider and opportunity to cure, Provider and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Provider of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment. 

		5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Provider procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Provider, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Provider and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.  





		2012 Version 4 - April to Sept NV Provider

		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.5 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union Member, or other entity which sets forth the terms of the health benefit program.

		1.7 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Provider Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.8  Payor.  An entity authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members. 

		1.9 Product.   Any health care benefit program, in which Provider agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. PROVIDER OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Provider shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Provider and for which the Participating Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Provider’s other patients.  Provider shall accept Members as new patients on the same basis as Provider is accepting non-Members as new patients.  Provider shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Provider shall make Covered Services available and accessible to Members, including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider may arrange for a physician who is a Participating Provider to furnish coverage on Provider’s behalf (a “Covering Physician”) so long as Provider retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Physician on behalf of Provider, including Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Provider shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer Members to Participating Providers.  Provider shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Provider as participating or non-participating in any new product or current Product.  Provider may reject Coventry’s or Payor’s designation of Provider as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Provider.

		2.1.6 Provider understands and agrees that Provider’s participation in a current Product or new product does not mean that Provider shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Provider also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Provider.

		2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. 

		2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Provider, Provider’s Participating Providers, and Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  

		2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required.  Provider understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made.

		2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands and agrees that failure to submit bills or claims in accordance with the requirements of this section may result in the denial of such claims.  

		2.7 Hold Harmless.  

		2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or a Payor denial or reduction of payment for services that are Medically Necessary or were not billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with Provider.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Provider further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Provider and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  Except as required by applicable state or federal law, 

		2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s normal business hours.  Provider further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and claims review purposes.    

		2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Provider agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Provider shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any other situation that may materially interfere with Provider's duties and obligations under the Agreement.   Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Provider upon request.  Provider understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Provider’s agreement to perform Covered Services in accordance with the Agreement, Provider shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity.

		3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding practices, which includes the use of software to edit claims to ensure appropriate billing and coding practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Provider shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any claim or fee for health care services relating to or arising under the Agreement.



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Provider.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Provider and/or a Participating Provider within Provider from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Provider’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Provider’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Provider fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Provider and the Participating Provider and opportunity to cure, Provider and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Provider of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment. 

		5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Provider procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Provider, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Provider and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.  





		2012 Version 5 - September NV Provider

		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.5 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union Member, or other entity which sets forth the terms of the health benefit program.

		1.7 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Provider Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.8  Payor.  An entity  that is authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members. 

		1.9 Product.   Any health care benefit program, in which Provider agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. PROVIDER OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Provider shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Provider and for which the Participating Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Provider’s other patients.  Provider shall accept Members as new patients on the same basis as Provider is accepting non-Members as new patients.  Provider shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Provider shall make Covered Services available and accessible to Members, including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider may arrange for a physician who is a Participating Provider to furnish coverage on Provider’s behalf (a “Covering Physician”) so long as Provider retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Physician on behalf of Provider, including Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Provider shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer Members to Participating Providers.  Provider shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Provider as participating or non-participating in any new product or current Product.  Provider may reject Coventry’s or Payor’s designation of Provider as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Provider.

		2.1.6 Provider understands and agrees that Provider’s participation in a current Product or new product does not mean that Provider shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  

		2.2.1 Provider agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Provider also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Provider.

		2.2.2 Provider represents, warrants and agrees that all persons who provide Covered Services to Members under this Agreement, whether employed, contracted, or via other relationship with Provider, are subject to all terms and conditions of this Agreement, including all product attachments.  Upon Coventry’s request, Provider shall provide evidence that any such persons are obligated to comply with the terms and conditions of this contract, either through employment, or written acknowledgement of such obligation. 

		2.3 Programs & Procedures.  

		2.3.1 Provider agrees to comply with all Coventry, Coventry Company and Payor policies and procedures.  Provider agrees to comply with Coventry’s  Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time.  Coventry or Payor shall notify Provider of any material modifications to such policies 30 days in advance of their applicability.  Provider further agrees to provide Coventry or Payor access to any and all records, including medical records. 

		2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Provider, Provider’s Participating Providers, and Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  Provider agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist, in which case Provider shall submit bills within 120 days after.  Provider understands and agrees that the failure to submit claims in accordance with this section shall constitute a waiver of the right to seek payment.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required at the end of every sixty (60) day period thereafter.  Provider understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made.

		2.7 Hold Harmless.  

		2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with the Provider.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Provider further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Provider and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of this  section 2.7 shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  Except as required by applicable state or federal law, 

		2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s normal business hours.  Provider further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and claims review purposes.    

		2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Provider agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Provider shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any other situation that may materially interfere with Provider's duties and obligations under the Agreement.   Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Provider upon request.  Provider understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Provider’s agreement to perform Covered Services in accordance with the Agreement, Provider shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity or Worker’s Compensation carrier. .

		3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or based upon the application of Coventry or a Payor’s criteria,  standards, or guidelines for billing and coding practices, or reimbursement, or based upon the application of billing, coding or reimbursement standards, rules or guidelines of any applicable federal or state legislative or regulatory authority.  Claims for payment may be reviewed through the use of software to edit claims to ensure appropriate billing, coding and reimbursement practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Provider shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any claim or fee for health care services relating to or arising under the Agreement.  Provider agrees that it shall not file suit against Coventry or Coventry Company as a result of any such Payor’s nonpayment. 



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Provider.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Provider and/or a Participating Provider within Provider from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Provider’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Provider’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Provider fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Provider and the Participating Provider and opportunity to cure, Provider and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Provider of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment. 

		5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups and Payors.  Provider shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all terms, including financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Provider, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Provider and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Authority.  Provider represents and warrants that it has the authority to enter into this Agreement on behalf of all persons who provide Covered Services to Members billed under this Agreement, whether employed, contracted, or via other relationship with Provider.
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		EXECUTION SHEET

		GENERAL TERMS AND CONDITIONS

		1.4.1. Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2. Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3. Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;

		1.4.4. Consistent in type, frequency and duration of treatment with scientifically-based guidelines of national medical research, professional medical specialty organizations or governmental agencies that are generally accepted as national authorities on the services, supplies, equipment or facilities for which coverage is requested;

		1.4.5. Consistent with the diagnosis of the condition at issue;

		1.4.6. Required for reasons other than the comfort or convenience of the Member or Member’s physician; and

		1.4.7. Not experimental or investigational as determined by Coventry or a Payor under its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures Determination Policy is available upon request from a Coventry Company’s Services Department.)

		1.5. Member. An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.

		1.6. Member Contract. The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit program.

		1.7. Participating Provider. A health care provider, including, but not limited to a physician, home health agency, laboratory or other professional, facility, supplier, or vendor that has entered into a direct or indirect written agreement with Coventry or Payor to provide Covered Services to Members.

		1.8. Payor. An entity authorized by Coventry or Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, auto insurance carriers, employers, unions and other entities.

		1.9. Product. Any health care benefit program, in which Physician agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments.

		1.10. Provider Manual. The policies and procedures of Coventry or Payor applicable to Participating Providers.

		2. PHYSICIAN OBLIGATIONS

		2.1. Provision of Covered Services.

		2.1.1. Physician shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Physician and for which the Physician has been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Physician’s other patients.  Physician shall accept Members as new patients on the same basis as Physician is accepting non-Members as new patients.  Physician shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2. Physician shall make Covered Services available and accessible to Members, including telephone access to Physician, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Physician can not provide such coverage, Physician may arrange for a physician who is a Participating Provider to furnish coverage on Physician’s behalf (a “Covering Physician”) so long as Physician retains primary responsibility for Members’ care.

		2.1.3. For services rendered by any Covering Physician on behalf of Physician, including Emergency Services, it shall be Physician’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Physician shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Physician hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4. Unless otherwise provided by a Coventry or First Health Product or Member Contract, except when Physician determines an emergency situation renders it unsafe or impractical, Physician shall refer Members to Participating Providers.  Physician shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract.

		2.1.5. Coventry and Payor reserve the right to introduce new Product Attachments in addition to the current Products while this Agreement is in effect and to designate Physician as a participating or non-participating in any such new product.  Physician may reject Coventry’s or Payor’s designation of Physician as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Physician’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Physician.

		2.1.6. Physician understands and agrees that Physician’s participation in a current or future product does not mean that Physician shall be permitted to participate with each and every Payor for that product.  From time to time Payors may select only certain Participating Providers to take part in a Payor’s provider delivery network.

		2.2. Standard of Care. Physician agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Physician also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Physician.

		2.3. Programs & Procedures. Physician agrees to comply with all Coventry, Coventry Company and Payor policies and procedures.  Physician agrees to comply with Coventry’s or Payor’s Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. Physician agrees to comply with Coventry’s and/or Medicare’s policy relating to never events. Coventry or Payor shall notify Physician of any material modifications to such policies thirty (30) days in advance of their applicability.  Physician further agrees to provide Coventry or Payor access to any and all records, including medical records.

		2.4. Licensure. Physician agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5. Liability Insurance. Physician agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Physician and Physician’s employees  (“Professional Liability Insurance”).  Physician may obtain such insurance through an insurance company or through a self insurance mechanism, acceptable to Coventry or Payor.  Professional Liability Insurance coverage shall be maintained at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Physician also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6. Claim Submission. Physician agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 Form or Centers for Medicare and Medicaid Services (“CMS”) 1500 forms with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth Edition (“CPT4”) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Physician shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Physician may not bill Coventry or a Payor for inpatient Covered Services prior to the date of discharge and shall not separate bills for Covered Services for purposes of additional payments under the Agreement, except when hospitalizations of Member are greater than or equal to sixty (60) days, in which case interim billing is required.  Physician understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.

		2.7. Hold Harmless.

		2.7.1. Physician agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement shall Physician bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with the Physician.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2. Physician further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Physician and a Member or a person acting on Member’s behalf.

		2.7.3. Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.

		2.8. Marketing. Physician hereby consents to including Physician’s name in Coventry or Payor marketing materials and listing Physician in the participating provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers and employer groups.

		2.9. Access to and Copying of Records.  

		2.9.1. Copies.  Physician understands and agrees that neither Coventry/Payor nor Members shall be required to reimburse Physician for expenses related to providing copies of patient records or documents to any local, State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State or Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk Management Programs; or (iii) in order to assist Coventry or Payor in making a determination regarding whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other purpose. 

		2.9.2. Access.  All records, books, and papers of Physician pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members and financial, accounting and administrative records, books and papers, shall be open for inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Physician’s normal business hours. Physician further agrees that it shall release a Member’s medical records to Coventry and Payor upon Physician’s receipt of a Member consent form or as otherwise required by law. In addition, Physician shall allow Coventry and Payor to audit Physician’s records for payment and claims review purposes.

		2.9.3. Record Transfer.  If the Physician leaves a panel of providers associated with Coventry, the Physician must transfer or otherwise arrange for the maintenance of Members’ records.

		2.9.4. Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement.

		2.10. Compliance With Government Requirements. Physician agrees to comply with all applicable requirements, laws, rules and regulations of CMS, any other Federal agencies and any State agencies of the State(s) in which Physician practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Physician understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.

		2.10.1. Site Evaluations.  Physician agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Physician’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Physician's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Physician shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2. Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.

		2.11. Duty To Notify Coventry. Physician agrees to immediately notify Coventry, in writing, of (i) any change in its licensure accreditation or certification status; (ii) loss or substantial decrease in the limits or change of its medical malpractice policy; (iii) any judgments or settlements decreed or entered into on behalf of Physician; and, (iv) any other situation that may materially interfere with Physician's duties and obligations under the Agreement.   Physician also shall notify Coventry of any complaints it receives from Members regarding Physician, Coventry or Participating Providers.  Coventry shall notify Physician of any complaints it receives from Members regarding Physician.  Physician and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12. Drug Formulary/Generic Substitutions. Physician shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which has been provided to Physician.  Physician understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.

		2.13. Practice of Medicine. Physician acknowledges that Coventry does not practice medicine or exercise control over the methods or professional judgments by which Physician renders medical services to Members.  Physician shall be responsible for clinical decisions regarding admission, discharge or other medical treatment of Members regardless of receipt by Physician of any recommendations, authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any other person or entity performing quality improvement or utilization management. Coventry encourages Physician to communicate with patients regarding the treatment options available to them, including alternative medications, regardless of benefit coverage limitations

		3. COVENTRY/PAYOR OBLIGATIONS

		3.1. Payment. Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in the applicable product attachment.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, equal to one hundred percent (100%) of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Physician from seeking and obtaining payment from sources of payment other than Payor and Member.

		3.2. Non-Coventry Payors. When a Coventry Company is not the Payor, Payor--not Coventry or a Coventry Company--shall have the obligation and liability to Physician with respect to any claim or fee for health care services relating to or arising under the Agreement.

		4. TERM AND TERMINATION

		4.1. Term of Agreement. The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with each Product Attachment.

		4.2. Termination Without Cause. Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period.

		4.3. Termination For Cause.

		4.3.1. Breach. Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after thirty (30) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2. Immediate Termination by Coventry.  Coventry may terminate Physician from providing Covered Services to Members for the following reasons:

		4.3.2.1. Termination, revocation, suspension or other limitation of Physician’s license, certification, or accreditation.

		4.3.2.2. Physician’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3. Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4. Coventry determines in good faith that the Physician’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Physician’s staff, contractors or subcontractors, then Physician shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Physicians fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5. Coventry determines in good faith that, after notice to Physician and opportunity to cure, Physician has not materially complied with the provisions of Coventry’s Provider Manual and is unwilling or unable to work cooperatively in a managed care environment.

		4.4. Continuation of Benefits. Upon termination of the Agreement, Physician shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge or until Coventry or a Payor makes reasonable arrangements to have another hospital provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement. 

		5. GENERAL REQUIREMENTS

		5.1. Amendments. Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Physician of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Physician at least thirty (30) days prior to the effective date of the amendment.  Physician may reject the amendment upon Physician’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Physician’s silence shall constitute acceptance of such amendment.

		5.2. Dispute Resolution and Arbitration. In the event a dispute between Coventry or Payor, and Physician arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within thirty (30) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Physician procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3. Confidentiality. Physician and Coventry and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or a Payor may disclose reimbursement terms to prospective and current employer groups.  Physician shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4. Names, Symbols, Trademarks. Except as provided in Section 2.8, Coventry, Payors, and Physician each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Physician shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.

		5.5. No Solicitation of Members. So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Physician agrees that Physician will not, within the service area of Coventry or Payor solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s/Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Physician is no longer a Participating Physician. Nothing in the Agreement shall be construed to prohibit Physician or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of an Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6. No Third Party Beneficiaries. Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Physician or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7. Notice. Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified.  All Notices shall be deemed given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8. Relationship. None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Physician nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Physician and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services.

		5.9. Governing Law. The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10. Representation by Counsel. Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity, shall not be construed or interpreted against the drafting Party.

		5.11. Severability. In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12. Waiver. The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.
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		2010 Version 2 Dec 2010 to April 2012 NV Ancillary Agreement

		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.5 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit program.

		1.7 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Provider Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.8 Payor.  An entity authorized by Coventry or Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members.

		1.9 Product.   Any health care benefit program, in which Provider agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. PROVIDER OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Provider shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Provider and for which the Provider has been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Provider’s other patients.  Provider shall accept Members as new patients on the same basis as Provider is accepting non-Members as new patients.  Provider shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Provider shall make Covered Services available and accessible to Members, including telephone access to Provider, during Provider’s normal business hours.  Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider may arrange for a Participating Provider to furnish coverage on Provider’s behalf (a “Covering Provider”) so long as Provider retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Provider on behalf of Provider, including Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with the Covering Provider regarding the manner in which said Covering Provider will be reimbursed or otherwise compensated; provided, however, that Provider shall assure that the Covering Provider will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Providers.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer Members to Participating Providers.  Provider shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Provider as participating or non-participating in any new product or current Product.  Provider may reject Coventry’s or Payor’s designation of Provider as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Provider.

		2.1.6 Provider understands and agrees that Provider’s participation in a current Product or new product does not mean that Provider shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Provider also agrees to implement peer review and credentialing of licensed providers and other ancillary personnel who provide Covered Services to Members on behalf of Provider.

		2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. 

		2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Provider, and Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  

		2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required.  Provider understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made

		2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands and agrees that failure to submit bills or claims in accordance with the requirements of this section may result in the denial of such claims.  

		2.7 Hold Harmless.  

		2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or a Payor denial or reduction of payment for services that are not Medically Necessary or were not in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with Provider.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Provider further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Provider and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  

		2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s normal business hours.  Provider further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and claims review purposes.    

		2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Provider agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including, but not limited to, those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Provider shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any other situation that may materially interfere with Provider's duties and obligations under the Agreement.   Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Provider upon request.  Provider understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Provider’s agreement to perform Covered Services in accordance with the Agreement, Provider shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada, a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity.

		3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding practices, which includes the use of software to edit claims to ensure appropriate billing and coding practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Provider shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any claim or fee for health care services relating to or arising under the Agreement.



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical Group.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Provider from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s license, certification, or accreditation.

		4.3.2.2 Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Provider fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Provider and opportunity to cure, Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including, but not limited to, the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Provider of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment. 

		5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Provider procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including, but not limited to, medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Provider, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Provider and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.  





		2012 Version 3 April to Sept NV Ancillary Agreement

		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.5 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union Member, or other entity which sets forth the terms of the health benefit program.

		1.7 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Provider Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.8 Payor.  An entity authorized by Coventry or Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members.

		1.9 Product.   Any health care benefit program, in which Provider agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. PROVIDER OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Provider shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Provider and for which the Provider has been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Provider’s other patients.  Provider shall accept Members as new patients on the same basis as Provider is accepting non-Members as new patients.  Provider shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Provider shall make Covered Services available and accessible to Members, including telephone access to Provider, during Provider’s normal business hours.  Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider may arrange for a Participating Provider to furnish coverage on Provider’s behalf (a “Covering Provider”) so long as Provider retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Provider on behalf of Provider, including Emergency Services, it shall be Provider’s sole responsibility to make suitable arrangements with the Covering Provider regarding the manner in which said Covering Provider will be reimbursed or otherwise compensated; provided, however, that Provider shall assure that the Covering Provider will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Provider hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Providers.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Provider determines an emergency situation renders it unsafe or impractical, Provider shall refer Members to Participating Providers.  Provider shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Provider as participating or non-participating in any new product or current Product.  Provider may reject Coventry’s or Payor’s designation of Provider as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Provider.

		2.1.6 Provider understands and agrees that Provider’s participation in a current Product or new product does not mean that Provider shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  Provider agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Provider also agrees to implement peer review and credentialing of licensed providers and other ancillary personnel who provide Covered Services to Members on behalf of Provider.

		2.3 Programs, Policies & Procedures.  Provider agrees to comply with all Coventry, Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced in 2.3.1.  Provider agrees to comply with the Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. 

		2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Provider, and Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  

		2.6.1 Claim Submission Guidelines.  Provider agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required.  Provider understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made.

		2.6.2 Acknowledgement Regarding Claim Submission Rules.  Provider understands and agrees that failure to submit bills or claims in accordance with the requirements of this section may result in the denial of such claims.  

		2.7 Hold Harmless.  

		2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or a Payor denial or reduction of payment for services that are Medically Necessary or were not in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with Provider.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Provider further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Provider and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  Except as required by applicable state or federal law, 

		2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s normal business hours.  Provider further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and claims review purposes.    

		2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Provider agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including, but not limited to, those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Provider shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any other situation that may materially interfere with Provider's duties and obligations under the Agreement.   Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Provider upon request.  Provider understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Provider’s agreement to perform Covered Services in accordance with the Agreement, Provider shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada, a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity.

		3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding practices, which includes the use of software to edit claims to ensure appropriate billing and coding practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Provider shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any claim or fee for health care services relating to or arising under the Agreement.



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical Group.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Provider from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s license, certification, or accreditation.

		4.3.2.2 Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Provider fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Provider and opportunity to cure, Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including, but not limited to, the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Provider of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment. 

		5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor and Provider arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Provider procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including, but not limited to, medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups.  Provider shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Provider, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Provider and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.  





		2012 Version 4 Septemeber NV Ancillary Agreement

		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Provider is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.4.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.5 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.6 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union Member, or other entity which sets forth the terms of the health benefit program.

		1.7 Participating Provider.  A health care provider, including, but not limited to, a Provider, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Provider Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.8  Payor.  An entity  that is authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members. 

		1.9 Product.   Any health care benefit program, in which Provider agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.10 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. PROVIDER OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Provider shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Provider and for which the Participating Providers within the Provider have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Provider’s other patients.  Provider shall accept Members as new patients on the same basis as Provider is accepting non-Members as new patients.  Provider shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Provider shall make Covered Services available and accessible to Members, including telephone access to Provider, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Provider can not provide such coverage, Provider may arrange for a provider who is a Participating Provider to furnish coverage on Provider’s behalf (a “Covering Provider”) so long as Provider retains primary responsibility for Members’ care.

		2.1.3 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Provider as participating or non-participating in any new product or current Product.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Provider.

		2.1.4 Provider understands and agrees that Provider’s participation in a current Product or new product does not mean that Provider shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  

		2.2.1 Provider agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Provider also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Provider.

		2.2.2 Provider represents, warrants and agrees that all persons who provide Covered Services to Members under this Agreement, whether employed, contracted, or via other relationship with Provider, are subject to all terms and conditions of this Agreement, including all product attachments.  Upon Coventry’s request, Provider shall provide evidence that any such persons are obligated to comply with the terms and conditions of this contract, either through employment, or written acknowledgement of such obligation. 

		2.3 Programs & Procedures.  Provider agrees to comply with all Coventry, Coventry Company and Payor policies and procedures.  Provider agrees to comply with Coventry’s  Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time.  Coventry or Payor shall notify Provider of any material modifications to such policies 30 days in advance of their applicability.  Provider further agrees to provide Coventry or Payor access to any and all records, including medical records. 

		2.4 Licensure.  Provider agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Provider agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Provider, Provider’s Participating Providers, and Provider’s employees (“Professional Liability Insurance”).  Provider may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Provider also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  Provider agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Provider shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist, in which case Provider shall submit bills within 120 days after.  Provider understands and agrees that the failure to submit claims in accordance with this section shall constitute a waiver of the right to seek payment.  Provider may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required at the end of every sixty (60) day period thereafter.  Provider understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Provider understands and agrees that Provider has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made.

		2.7 Hold Harmless.  

		2.7.1 Provider agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with the Provider.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Provider further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Provider and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of this  section 2.7 shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Provider hereby consents to including Provider’s name in Coventry or Payor marketing materials and listing Provider in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  Except as required by applicable state or federal law, 

		2.9.2 Access.  All records, books, and papers of Provider pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Provider’s normal business hours.  Provider further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Provider’s receipt of a Member consent form.    In addition, Provider shall allow Coventry and Payor to audit Provider’s records for payment and claims review purposes.    

		2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Provider agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Provider practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Provider understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Provider agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Provider’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Provider's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Provider shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Provider agrees to immediately notify Coventry, in writing, of (i) any change in Provider’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Provider’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Provider; and, (iv) any other situation that may materially interfere with Provider's duties and obligations under the Agreement.   Provider also shall notify Coventry of any complaints it receives from Members regarding Provider, Coventry or Participating Providers.  Coventry shall notify Provider of any complaints it receives from Members regarding Provider.  Provider and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Provider shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Provider upon request.  Provider understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Provider’s agreement to perform Covered Services in accordance with the Agreement, Provider shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Provider within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity or Worker’s Compensation carrier.

		3.1.2 Provider shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or based upon the application of Coventry or a Payor’s criteria,  standards, or guidelines for billing and coding practices, or reimbursement, or based upon the application of billing, coding or reimbursement standards, rules or guidelines of any applicable federal or state legislative or regulatory authority.  Claims for payment may be reviewed through the use of software to edit claims to ensure appropriate billing, coding and reimbursement practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Provider shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Provider from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Provider with respect to any claim or fee for health care services relating to or arising under the Agreement.  Provider agrees that it shall not file suit against Coventry or Coventry Company as a result of any such Payor’s nonpayment. 



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Provider.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Provider and/or a Participating Provider within Provider from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Provider’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Provider’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Provider’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Provider’s staff, contractors or subcontractors, then Provider shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Provider fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Provider and the Participating Provider and opportunity to cure, Provider and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Provider shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Provider of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Provider at least thirty (30) days prior to the effective date of the amendment.  Provider may reject the amendment upon Provider’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Provider’s silence shall constitute acceptance of such amendment. 

		5.3 Confidentiality.  Provider, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups and Payors.  Provider shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all terms, including financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Provider each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Provider shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Provider agrees that Provider will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Provider is no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Provider employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Provider or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Provider, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		  5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Provider nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Provider and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Authority.  Provider represents and warrants that it has the authority to enter into this Agreement on behalf of all persons who provide Covered Services to Members billed under this Agreement, whether employed, contracted, or via other relationship with Provider.
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		EXECUTION SHEET

		GENERAL TERMS AND CONDITIONS

		1.4.1. Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.4.2. Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.4.3. Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;

		1.4.4. Consistent in type, frequency and duration of treatment with scientifically-based guidelines of national medical research, professional medical specialty organizations or governmental agencies that are generally accepted as national authorities on the services, supplies, equipment or facilities for which coverage is requested;

		1.4.5. Consistent with the diagnosis of the condition at issue;

		1.4.6. Required for reasons other than the comfort or convenience of the Member or Member’s physician; and

		1.4.7. Not experimental or investigational as determined by Coventry or a Payor under its Experimental Procedures Determination Policy.  (A copy of the Experimental Procedures Determination Policy is available upon request from a Coventry Company’s Services Department.)

		1.5. Member. An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents.

		1.6. Member Contract. The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit program.

		1.7. Participating Provider. A health care provider, including, but not limited to a physician, home health agency, laboratory or other professional, facility, supplier, or vendor that has entered into a direct or indirect written agreement with Coventry or Payor to provide Covered Services to Members.

		1.8. Payor. An entity authorized by Coventry or Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, auto insurance carriers, employers, unions and other entities.

		1.9. Product. Any health care benefit program, in which Physician agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments.

		1.10. Provider Manual. The policies and procedures of Coventry or Payor applicable to Participating Providers.

		2. PHYSICIAN OBLIGATIONS

		2.1. Provision of Covered Services.

		2.1.1. Physician shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Physician and for which the Physician has been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Physician’s other patients.  Physician shall accept Members as new patients on the same basis as Physician is accepting non-Members as new patients.  Physician shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2. Physician shall make Covered Services available and accessible to Members, including telephone access to Physician, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Physician can not provide such coverage, Physician may arrange for a physician who is a Participating Provider to furnish coverage on Physician’s behalf (a “Covering Physician”) so long as Physician retains primary responsibility for Members’ care.

		2.1.3. For services rendered by any Covering Physician on behalf of Physician, including Emergency Services, it shall be Physician’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Physician shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Physician hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4. Unless otherwise provided by a Coventry or First Health Product or Member Contract, except when Physician determines an emergency situation renders it unsafe or impractical, Physician shall refer Members to Participating Providers.  Physician shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract.

		2.1.5. Coventry and Payor reserve the right to introduce new Product Attachments in addition to the current Products while this Agreement is in effect and to designate Physician as a participating or non-participating in any such new product.  Physician may reject Coventry’s or Payor’s designation of Physician as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Physician’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Physician.

		2.1.6. Physician understands and agrees that Physician’s participation in a current or future product does not mean that Physician shall be permitted to participate with each and every Payor for that product.  From time to time Payors may select only certain Participating Providers to take part in a Payor’s provider delivery network.

		2.2. Standard of Care. Physician agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Physician also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Physician.

		2.3. Programs & Procedures. Physician agrees to comply with all Coventry, Coventry Company and Payor policies and procedures.  Physician agrees to comply with Coventry’s or Payor’s Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. Physician agrees to comply with Coventry’s and/or Medicare’s policy relating to never events. Coventry or Payor shall notify Physician of any material modifications to such policies thirty (30) days in advance of their applicability.  Physician further agrees to provide Coventry or Payor access to any and all records, including medical records.

		2.4. Licensure. Physician agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5. Liability Insurance. Physician agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Physician and Physician’s employees  (“Professional Liability Insurance”).  Physician may obtain such insurance through an insurance company or through a self insurance mechanism, acceptable to Coventry or Payor.  Professional Liability Insurance coverage shall be maintained at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Physician also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6. Claim Submission. Physician agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 Form or Centers for Medicare and Medicaid Services (“CMS”) 1500 forms with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) and Current Procedural Terminology Fourth Edition (“CPT4”) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Physician shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Physician may not bill Coventry or a Payor for inpatient Covered Services prior to the date of discharge and shall not separate bills for Covered Services for purposes of additional payments under the Agreement, except when hospitalizations of Member are greater than or equal to sixty (60) days, in which case interim billing is required.  Physician understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.

		2.7. Hold Harmless.

		2.7.1. Physician agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement shall Physician bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with the Physician.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2. Physician further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Physician and a Member or a person acting on Member’s behalf.

		2.7.3. Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.

		2.8. Marketing. Physician hereby consents to including Physician’s name in Coventry or Payor marketing materials and listing Physician in the participating provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers and employer groups.

		2.9. Access to and Copying of Records.  

		2.9.1. Copies.  Physician understands and agrees that neither Coventry/Payor nor Members shall be required to reimburse Physician for expenses related to providing copies of patient records or documents to any local, State or Federal agency or Coventry or Payor: (i) pursuant to a request from any local, State or Federal agency (including, without limitation, the Centers for Medicare and Medicaid “CMS”) or such agencies’ subcontractors; (ii) pursuant to administration of Coventry’s or Payor’s Quality Improvement, Utilization Review, and Risk Management Programs; or (iii) in order to assist Coventry or Payor in making a determination regarding whether a service is a Covered Service for which payment is due hereunder; or (iv) for any other purpose. 

		2.9.2. Access.  All records, books, and papers of Physician pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members and financial, accounting and administrative records, books and papers, shall be open for inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Physician’s normal business hours. Physician further agrees that it shall release a Member’s medical records to Coventry and Payor upon Physician’s receipt of a Member consent form or as otherwise required by law. In addition, Physician shall allow Coventry and Payor to audit Physician’s records for payment and claims review purposes.

		2.9.3. Record Transfer.  If the Physician leaves a panel of providers associated with Coventry, the Physician must transfer or otherwise arrange for the maintenance of Members’ records.

		2.9.4. Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement.

		2.10. Compliance With Government Requirements. Physician agrees to comply with all applicable requirements, laws, rules and regulations of CMS, any other Federal agencies and any State agencies of the State(s) in which Physician practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Physician understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.

		2.10.1. Site Evaluations.  Physician agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Physician’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Physician's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Physician shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2. Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.

		2.11. Duty To Notify Coventry. Physician agrees to immediately notify Coventry, in writing, of (i) any change in its licensure accreditation or certification status; (ii) loss or substantial decrease in the limits or change of its medical malpractice policy; (iii) any judgments or settlements decreed or entered into on behalf of Physician; and, (iv) any other situation that may materially interfere with Physician's duties and obligations under the Agreement.   Physician also shall notify Coventry of any complaints it receives from Members regarding Physician, Coventry or Participating Providers.  Coventry shall notify Physician of any complaints it receives from Members regarding Physician.  Physician and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12. Drug Formulary/Generic Substitutions. Physician shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which has been provided to Physician.  Physician understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.

		2.13. Practice of Medicine. Physician acknowledges that Coventry does not practice medicine or exercise control over the methods or professional judgments by which Physician renders medical services to Members.  Physician shall be responsible for clinical decisions regarding admission, discharge or other medical treatment of Members regardless of receipt by Physician of any recommendations, authorizations or denials of payment for treatment provided to Members from Coventry, its agent or any other person or entity performing quality improvement or utilization management. Coventry encourages Physician to communicate with patients regarding the treatment options available to them, including alternative medications, regardless of benefit coverage limitations

		3. COVENTRY/PAYOR OBLIGATIONS

		3.1. Payment. Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in the applicable product attachment.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Provider from other sources, equal to one hundred percent (100%) of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Physician from seeking and obtaining payment from sources of payment other than Payor and Member.

		3.2. Non-Coventry Payors. When a Coventry Company is not the Payor, Payor--not Coventry or a Coventry Company--shall have the obligation and liability to Physician with respect to any claim or fee for health care services relating to or arising under the Agreement.

		4. TERM AND TERMINATION

		4.1. Term of Agreement. The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with each Product Attachment.

		4.2. Termination Without Cause. Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period.

		4.3. Termination For Cause.

		4.3.1. Breach. Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after thirty (30) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2. Immediate Termination by Coventry.  Coventry may terminate Physician from providing Covered Services to Members for the following reasons:

		4.3.2.1. Termination, revocation, suspension or other limitation of Physician’s license, certification, or accreditation.

		4.3.2.2. Physician’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3. Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4. Coventry determines in good faith that the Physician’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Physician’s staff, contractors or subcontractors, then Physician shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Physicians fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5. Coventry determines in good faith that, after notice to Physician and opportunity to cure, Physician has not materially complied with the provisions of Coventry’s Provider Manual and is unwilling or unable to work cooperatively in a managed care environment.

		4.4. Continuation of Benefits. Upon termination of the Agreement, Physician shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge or until Coventry or a Payor makes reasonable arrangements to have another hospital provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement. 

		5. GENERAL REQUIREMENTS

		5.1. Amendments. Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Physician of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Physician at least thirty (30) days prior to the effective date of the amendment.  Physician may reject the amendment upon Physician’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Physician’s silence shall constitute acceptance of such amendment.

		5.2. Dispute Resolution and Arbitration. In the event a dispute between Coventry or Payor, and Physician arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within thirty (30) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Physician procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3. Confidentiality. Physician and Coventry and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or a Payor may disclose reimbursement terms to prospective and current employer groups.  Physician shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4. Names, Symbols, Trademarks. Except as provided in Section 2.8, Coventry, Payors, and Physician each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Physician shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.

		5.5. No Solicitation of Members. So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Physician agrees that Physician will not, within the service area of Coventry or Payor solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s/Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Physician is no longer a Participating Physician. Nothing in the Agreement shall be construed to prohibit Physician or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of an Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6. No Third Party Beneficiaries. Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Physician or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7. Notice. Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified.  All Notices shall be deemed given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8. Relationship. None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Physician nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Physician and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services.

		5.9. Governing Law. The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10. Representation by Counsel. Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity, shall not be construed or interpreted against the drafting Party.

		5.11. Severability. In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12. Waiver. The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.
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		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Medical Group is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medical Group.   The group of Participating Providers that have collectively entered into this Agreement.  

		1.5 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.5.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.5.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.5.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.6 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.7 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit program.

		1.8 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Medical Group Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.9 Payor.  An entity authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, auto insurance carriers, employers, unions and other entities.

		1.10 Product.   Any health care benefit program, in which Medical Group agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.11 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. MEDICAL GROUP OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Medical Group shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Medical Group and for which the Participating Providers within the Medical Group have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Medical Group’s other patients.  Medical Group shall accept Members as new patients on the same basis as Medical Group is accepting non-Members as new patients.  Medical Group shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Medical Group shall make Covered Services available and accessible to Members, including telephone access to Medical Group, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Medical Group can not provide such coverage, Medical Group may arrange for a physician who is a Participating Provider to furnish coverage on Medical Group’s behalf (a “Covering Physician”) so long as Medical Group retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Physician on behalf of Medical Group, including Emergency Services, it shall be Medical Group’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Medical Group shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Medical Group hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Medical Group determines an emergency situation renders it unsafe or impractical, Medical Group shall refer Members to Participating Providers.  Medical Group shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Medical Group as participating or non-participating in any new product or current Product.  Medical Group may reject Coventry’s or Payor’s designation of Medical Group as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Medical Group.

		2.1.6 Medical Group understands and agrees that Medical Group’s participation in a current Product or new product does not mean that Medical Group shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  Medical Group agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Medical Group also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Medical Group.

		2.3 Programs, Policies & Procedures.  Medical Group agrees to comply with all Coventry, Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced in 2.3.1.  Medical Group agrees to comply with the Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. 

		2.4 Licensure.  Medical Group agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Medical Group agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Medical Group, Medical Group’s Participating Providers, and Medical Group’s employees (“Professional Liability Insurance”).  Medical Group may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Medical Group also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  

		2.6.1 Claim Submission Guidelines.  Medical Group agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Medical group shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Medical Group may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required.  Medical Group understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Medical Group understands and agrees that Medical Group has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made

		2.6.2 Acknowledgement Regarding Claim Submission Rules.  Medical Group understands and agrees that failure to submit bills or claims in accordance with the requirements of this section may result in the denial of such claims.  

		2.7 Hold Harmless.  

		2.7.1 Medical Group agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or a Payor denial or reduction of payment for services that are not Medically Necessary or were not billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Medical Group bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with Medical Group.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Medical Group further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Medical Group and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Medical Group hereby consents to including Medical Group’s name in Coventry or Payor marketing materials and listing Medical Group in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  

		2.9.2 Access.  All records, books, and papers of Medical Group pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Medical Group’s normal business hours.  Medical Group further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Medical Group’s receipt of a Member consent form.    In addition, Medical Group shall allow Coventry and Payor to audit Medical Group’s records for payment and claims review purposes.    

		2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Medical Group agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Medical Group practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Medical Group understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Medical Group agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Medical Group’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Medical Group's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Medical Group shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Medical Group agrees to immediately notify Coventry, in writing, of (i) any change in Medical Group’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Medical Group’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Medical Group; and, (iv) any other situation that may materially interfere with Medical Group's duties and obligations under the Agreement.   Medical Group also shall notify Coventry of any complaints it receives from Members regarding Medical Group, Coventry or Participating Providers.  Coventry shall notify Medical Group of any complaints it receives from Members regarding Medical Group.  Medical Group and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Medical Group shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Medical Group upon request.  Medical Group understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Medical Group’s agreement to perform Covered Services in accordance with the Agreement, Medical Group shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Medical Group within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity.

		3.1.2 Medical Group shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding practices, which includes the use of software to edit claims to ensure appropriate billing and coding practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Medical Group shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Medical Group from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Medical Group from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Medical Group with respect to any claim or fee for health care services relating to or arising under the Agreement.



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical Group.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Medical Group and/or a Participating Provider within Medical Group from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Medical Group’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Medical Group’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Medical Group’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Medical Group’s staff, contractors or subcontractors, then Medical Group shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Medical Group fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Medical Group and the Participating Provider and opportunity to cure, Medical Group and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Medical Group shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Medical Group of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Medical Group at least thirty (30) days prior to the effective date of the amendment.  Medical Group may reject the amendment upon Medical Group’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute acceptance of such amendment. 

		5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor and Medical Group arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Medical Group procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3 Confidentiality.  Medical Group, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups.  Medical Group shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Medical Group each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Medical Group shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Medical Group agrees that Medical Group will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Medical Group is no longer a Participating Medical Group. Nothing in the Agreement shall be construed to prohibit Medical Group or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Medical Group or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Medical Group, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Medical Group nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Medical Group and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.  





		2011 Version 3 - July 2011 to April 2012 NV Medical Group

		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Medical Group is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medical Group.   The group of Participating Providers that have collectively entered into this Agreement.  

		1.5 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.5.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.5.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.5.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.6 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.7 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union or Member, which sets forth the terms of the health benefit program.

		1.8 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Medical Group Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.9 Payor.  An entity authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members. 

		1.10 Product.   Any health care benefit program, in which Medical Group agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.11 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. MEDICAL GROUP OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Medical Group shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Medical Group and for which the Participating Providers within the Medical Group have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Medical Group’s other patients.  Medical Group shall accept Members as new patients on the same basis as Medical Group is accepting non-Members as new patients.  Medical Group shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Medical Group shall make Covered Services available and accessible to Members, including telephone access to Medical Group, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Medical Group can not provide such coverage, Medical Group may arrange for a physician who is a Participating Provider to furnish coverage on Medical Group’s behalf (a “Covering Physician”) so long as Medical Group retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Physician on behalf of Medical Group, including Emergency Services, it shall be Medical Group’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Medical Group shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Medical Group hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Medical Group determines an emergency situation renders it unsafe or impractical, Medical Group shall refer Members to Participating Providers.  Medical Group shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Medical Group as participating or non-participating in any new product or current Product.  Medical Group may reject Coventry’s or Payor’s designation of Medical Group as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Medical Group.

		2.1.6 Medical Group understands and agrees that Medical Group’s participation in a current Product or new product does not mean that Medical Group shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  Medical Group agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Medical Group also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Medical Group.

		2.3 Programs, Policies & Procedures.  Medical Group agrees to comply with all Coventry, Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced in 2.3.1.  Medical Group agrees to comply with the Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. 

		2.4 Licensure.  Medical Group agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Medical Group agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Medical Group, Medical Group’s Participating Providers, and Medical Group’s employees (“Professional Liability Insurance”).  Medical Group may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Medical Group also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  

		2.6.1 Claim Submission Guidelines.  Medical Group agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Medical Group shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Medical Group may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required.  Medical Group understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Medical Group understands and agrees that Medical Group has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made.

		2.6.2 Acknowledgement Regarding Claim Submission Rules.  Medical Group understands and agrees that failure to submit bills or claims in accordance with the requirements of this section may result in the denial of such claims.  

		2.7 Hold Harmless.  

		2.7.1 Medical Group agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or a Payor denial or reduction of payment for services that are not Medically Necessary or were not billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Medical Group bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with Medical Group.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Medical Group further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Medical Group and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Medical Group hereby consents to including Medical Group’s name in Coventry or Payor marketing materials and listing Medical Group in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  

		2.9.2 Access.  All records, books, and papers of Medical Group pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Medical Group’s normal business hours.  Medical Group further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Medical Group’s receipt of a Member consent form.    In addition, Medical Group shall allow Coventry and Payor to audit Medical Group’s records for payment and claims review purposes.    

		2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Medical Group agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Medical Group practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Medical Group understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Medical Group agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Medical Group’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Medical Group's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Medical Group shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Medical Group agrees to immediately notify Coventry, in writing, of (i) any change in Medical Group’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Medical Group’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Medical Group; and, (iv) any other situation that may materially interfere with Medical Group's duties and obligations under the Agreement.   Medical Group also shall notify Coventry of any complaints it receives from Members regarding Medical Group, Coventry or Participating Providers.  Coventry shall notify Medical Group of any complaints it receives from Members regarding Medical Group.  Medical Group and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Medical Group shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Medical Group upon request.  Medical Group understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Medical Group’s agreement to perform Covered Services in accordance with the Agreement, Medical Group shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Medical Group within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity.

		3.1.2 Medical Group shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding practices, which includes the use of software to edit claims to ensure appropriate billing and coding practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Medical Group shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Medical Group from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Medical Group from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Medical Group with respect to any claim or fee for health care services relating to or arising under the Agreement.



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical Group.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Medical Group and/or a Participating Provider within Medical Group from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Medical Group’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Medical Group’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Medical Group’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Medical Group’s staff, contractors or subcontractors, then Medical Group shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Medical Group fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Medical Group and the Participating Provider and opportunity to cure, Medical Group and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Medical Group shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Medical Group of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Medical Group at least thirty (30) days prior to the effective date of the amendment.  Medical Group may reject the amendment upon Medical Group’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute acceptance of such amendment. 

		5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor and Medical Group arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Medical Group procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3 Confidentiality.  Medical Group, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups.  Medical Group shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Medical Group each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Medical Group shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Medical Group agrees that Medical Group will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Medical Group is no longer a Participating Medical Group. Nothing in the Agreement shall be construed to prohibit Medical Group or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Medical Group or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Medical Group, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Medical Group nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Medical Group and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.  





		2012 Version 4 - April to Sept NV Medical Group

		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Medical Group is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4 Medical Group.   The group of Participating Providers that have collectively entered into this Agreement.  

		1.5 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.5.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.5.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.5.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.6 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.7 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union Member, or other entity which sets forth the terms of the health benefit program.

		1.8 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Medical Group Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.9 Payor.  An entity authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members. 

		1.10 Product.   Any health care benefit program, in which Medical Group agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.11 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. MEDICAL GROUP OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Medical Group shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Medical Group and for which the Participating Providers within the Medical Group have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Medical Group’s other patients.  Medical Group shall accept Members as new patients on the same basis as Medical Group is accepting non-Members as new patients.  Medical Group shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Medical Group shall make Covered Services available and accessible to Members, including telephone access to Medical Group, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Medical Group can not provide such coverage, Medical Group may arrange for a physician who is a Participating Provider to furnish coverage on Medical Group’s behalf (a “Covering Physician”) so long as Medical Group retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Physician on behalf of Medical Group, including Emergency Services, it shall be Medical Group’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Medical Group shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Medical Group hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Medical Group determines an emergency situation renders it unsafe or impractical, Medical Group shall refer Members to Participating Providers.  Medical Group shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Medical Group as participating or non-participating in any new product or current Product.  Medical Group may reject Coventry’s or Payor’s designation of Medical Group as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Medical Group.

		2.1.6 Medical Group understands and agrees that Medical Group’s participation in a current Product or new product does not mean that Medical Group shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  Medical Group agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Medical Group also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Medical Group.

		2.3 Programs, Policies & Procedures.  Medical Group agrees to comply with all Coventry, Coventry Company and Payor policies and procedures, including, but not limited to, the policy referenced in 2.3.1.  Medical Group agrees to comply with the Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time. 

		2.4 Licensure.  Medical Group agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Medical Group agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Medical Group, Medical Group’s Participating Providers, and Medical Group’s employees (“Professional Liability Insurance”).  Medical Group may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Medical Group also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  

		2.6.1 Claim Submission Guidelines.  Medical Group agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Medical Group shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist.  Medical Group may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required.  Medical Group understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Medical Group understands and agrees that Medical Group has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made.

		2.6.2 Acknowledgement Regarding Claim Submission Rules.  Medical Group understands and agrees that failure to submit bills or claims in accordance with the requirements of this section may result in the denial of such claims.  

		2.7 Hold Harmless.  

		2.7.1 Medical Group agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, or Coventry or a Payor denial or reduction of payment for services that are Medically Necessary or were not billed in accordance with Coventry or Payor’s policies and procedures, including, but not limited to, any criteria or standards set forth in Section 3.1.3 of this Agreement, shall Medical Group bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with Medical Group.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Medical Group further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Medical Group and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of the Section shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Medical Group hereby consents to including Medical Group’s name in Coventry or Payor marketing materials and listing Medical Group in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  Except as required by applicable state or federal law, 

		2.9.2 Access.  All records, books, and papers of Medical Group pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Medical Group’s normal business hours.  Medical Group further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Medical Group’s receipt of a Member consent form.    In addition, Medical Group shall allow Coventry and Payor to audit Medical Group’s records for payment and claims review purposes.    

		2.9.4 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Medical Group agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Medical Group practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Medical Group understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Medical Group agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Medical Group’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Medical Group's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Medical Group shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Medical Group agrees to immediately notify Coventry, in writing, of (i) any change in Medical Group’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Medical Group’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Medical Group; and, (iv) any other situation that may materially interfere with Medical Group's duties and obligations under the Agreement.   Medical Group also shall notify Coventry of any complaints it receives from Members regarding Medical Group, Coventry or Participating Providers.  Coventry shall notify Medical Group of any complaints it receives from Members regarding Medical Group.  Medical Group and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Medical Group shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Medical Group upon request.  Medical Group understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Medical Group’s agreement to perform Covered Services in accordance with the Agreement, Medical Group shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Medical Group within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity.

		3.1.2 Medical Group shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or which are not billed or coded in accordance with Coventry or a Payor’s criteria and standards for billing and coding practices, which includes the use of software to edit claims to ensure appropriate billing and coding practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Medical Group shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Medical Group from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Medical Group from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Medical Group with respect to any claim or fee for health care services relating to or arising under the Agreement.



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical Group.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Medical Group and/or a Participating Provider within Medical Group from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Medical Group’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Medical Group’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Medical Group’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Medical Group’s staff, contractors or subcontractors, then Medical Group shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Medical Group fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Medical Group and the Participating Provider and opportunity to cure, Medical Group and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Medical Group shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Medical Group of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Medical Group at least thirty (30) days prior to the effective date of the amendment.  Medical Group may reject the amendment upon Medical Group’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute acceptance of such amendment. 

		5.2 Dispute Resolution and Arbitration.  In the event a dispute between Coventry or Payor and Medical Group arises out of or is related to the Agreement, the Parties involved shall make good faith efforts to settle the dispute by negotiation between the Parties.  If negotiation between the Parties is unable to resolve a dispute within sixty (60) days of the date the aggrieved party sends written notice of the dispute to the other Party, and if any Party wishes to pursue the dispute, it shall be submitted to binding arbitration in accordance with the commercial rules of the American Health Lawyers Association or other nationally recognized alternative dispute resolution association acceptable to a Payor.   Any arbitration proceeding under the Agreement shall be conducted in the location of defendant’s choice. The arbitrators shall have no authority to award any punitive or exemplary damages, or to vary or ignore the terms of the Agreement, and shall be bound by controlling law.  If the dispute pertains to a matter which is generally administered by a certain Payor or Medical Group procedures, such as, for example, utilization management or quality improvement plan (but not including credentialing procedures), the procedures set forth in that plan must be fully exhausted before any right to arbitration under this Section may be invoked. Notwithstanding the foregoing, neither Party shall be precluded from seeking injunctive or other equitable relief in court in connection with the enforcement of those sections of the Agreement that permit actions for injunctive relief.  Except for such relief expressly contemplated by the Agreement, any dispute arising out of the Agreement must be submitted to binding arbitration and jurisdiction shall not be found in a court of law.  This Section shall survive termination of the Agreement.

		5.3 Confidentiality.  Medical Group, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups.  Medical Group shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Medical Group each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Medical Group shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Medical Group agrees that Medical Group will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Medical Group is no longer a Participating Medical Group. Nothing in the Agreement shall be construed to prohibit Medical Group or hospital employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Medical Group or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Medical Group, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Medical Group nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Medical Group and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Waiver.  The waiver by either Party of any breach or violation of any provision of the Agreement shall not operate as or be construed to be a waiver of any subsequent breach of the same or other provision.  
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		1. DEFINITIONS

		1.1 Clean Claim.  Clean Claim shall have the meaning required by law in the State of Nevada and shall include all information required to be submitted in accordance with Section 2.6.

		1.2        Covered Services.  All of the health care services and supplies: (a) that are Medically Necessary; (b) Medical Group is licensed to provide to Members; and (c) that are covered under the terms of the applicable Member Contract.

		1.3 Emergency Services.   Any health care service provided to a Member (unless otherwise defined in the Member Contract in which case the definition therein shall control) after the sudden onset of a medical condition that manifests itself by symptoms of such sufficient severity that a prudent person would believe that the absence of immediate medical attention could result in:  (a) Serious jeopardy to the health of an insured; (b) Serious jeopardy to the health of an unborn child; (c) Serious impairment of a bodily function; or (d) Serious dysfunction of any bodily organ or part.

		1.4.1 A duly licensed doctor of medicine, osteopathy, podiatry, or chiropractic who practices in a recognized primary care or other specialty of medicine and provides Covered Services to Members pursuant to this Agreement, or any other health care professional that provides Covered Services to Members pursuant to this Agreement;

		1.4.2  Is an employee, partner or member of Medical Group, or otherwise authorized by Medical Group to provide Covered Services under this Agreement in Medical Group’s offices/facilities;

		1.5 Medically Necessary.  Unless otherwise defined in the Member Contract in which case the definition therein shall control, Medically Necessary shall mean those services, supplies, equipment and facility charges that are not expressly excluded under the Member Contract and determined by Coventry or a Payor to be:

		1.5.1 Medically appropriate, so that expected health benefits (such as, but not limited to, increased life expectancy, improved functional capacity, prevention of complications, relief of pain) materially exceed the expected health risks;

		1.5.2 Necessary to meet the health needs of the Member, improve physiological function and required for a reason other than improving appearance;

		1.5.3 Rendered in the most cost-efficient manner and setting appropriate for the delivery of the health service;



		1.6 Member.  An individual who is eligible to receive Covered Services under a Member Contract.  Member includes the subscriber and any of the subscriber’s eligible dependents. 

		1.7 Member Contract.  The group or individual Subscription Agreement, Certificate of Insurance, Group Master Agreement, Evidence of Coverage or other contract as amended from time to time between a Payor and an employer, union Member, or other entity which sets forth the terms of the health benefit program.

		1.8 Participating Provider.  A health care provider, including, but not limited to, a physician, home health agency, laboratory or other professional, hospital, facility, supplier, or vendor that has entered into a direct or indirect written agreement, including, but not limited to, a Medical Group Agreement, with Coventry or Payor to provide Covered Services to Members. 

		1.9  Payor.  An entity  that is authorized by Coventry or a Coventry Company to access one or more networks of Participating Providers and who or which is liable for funding or underwriting benefit payments under a Member Contract, which entity has a financial responsibility to pay for Covered Services rendered to Members.  Payors include Coventry Companies, insurers, workers compensation carriers, auto insurance carriers, employers, trusts, unions and other entities.  Other entities include, but are not limited to, a third party administrator, reseller, or entity that is not financially responsible to pay for Covered Services but who contracts with entities that are financially responsible to pay for Covered Services rendered to Members. 

		1.10 Product.   Any health care benefit program, in which Medical Group agrees to participate under this Agreement, that is underwritten or administered by Coventry or Payor as set forth in the Product Attachments. 

		1.11 Provider Manual.  The policies and procedures of Coventry or a Coventry Company applicable to Participating Providers. 



		2. MEDICAL GROUP OBLIGATIONS

		2.1 Provision of Covered Services.  

		2.1.1 Medical Group shall provide Covered Services to Members of Products set forth in the Member Contract that are generally provided by Medical Group and for which the Participating Providers within the Medical Group have been credentialed by Coventry.  Such Covered Services shall be delivered in a prompt manner, consistent with professional, clinical and ethical standards and in the same manner as provided to Medical Group’s other patients.  Medical Group shall accept Members as new patients on the same basis as Medical Group is accepting non-Members as new patients.  Medical Group shall not discriminate against a Member on the basis of age, race, color, creed, religion, gender, sexual preference, national origin, health status, use of Covered Services, income level, or on the basis that Member is enrolled in a managed care organization or is a Medicare or Medicaid beneficiary.

		2.1.2 Medical Group shall make Covered Services available and accessible to Members, including telephone access to Medical Group, on a twenty-four (24) hour, seven (7) day per week basis.  Notwithstanding the foregoing, in the event that Medical Group can not provide such coverage, Medical Group may arrange for a physician who is a Participating Provider to furnish coverage on Medical Group’s behalf (a “Covering Physician”) so long as Medical Group retains primary responsibility for Members’ care.

		2.1.3 For services rendered by any Covering Physician on behalf of Medical Group, including Emergency Services, it shall be Medical Group’s sole responsibility to make suitable arrangements with the Covering Physician regarding the manner in which said Covering Physician will be reimbursed or otherwise compensated; provided, however, that Medical Group shall assure that the Covering Physician will not, under any circumstances, bill a Member for Covered Services (except as specifically permitted in this Agreement), and Medical Group hereby agrees to indemnify and hold harmless Members and Coventry or Payor against charges for Covered Services rendered by Covering Physicians.

		2.1.4 Unless otherwise provided by Product or Member Contract, except when Medical Group determines an emergency situation renders it unsafe or impractical, Medical Group shall refer Members to Participating Providers.  Medical Group shall only admit a Member for inpatient care and shall only refer Members for other care after obtaining authorization from Coventry’s or Payor’s Medical Director or Medical Director’s designee, in accordance with the applicable Member Contract. 

		2.1.5 Coventry and Payor reserve the right to introduce new products in addition to the current Products while this Agreement is in effect and, at any time, to designate Medical Group as participating or non-participating in any new product or current Product.  Medical Group may reject Coventry’s or Payor’s designation of Medical Group as participating or non-participating in such new product within thirty (30) days of Coventry’s notice of such designation; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute acceptance of such designation.  To the extent that the specific terms for the provision of Covered Services in new products are not included herein, they shall be agreed to by the parties in writing hereto if Coventry or a Payor offers participation in these programs to Medical Group.

		2.1.6 Medical Group understands and agrees that Medical Group’s participation in a current Product or new product does not mean that Medical Group shall be permitted to participate in each and every current Product or new product of Coventry or Payor.  From time to time Coventry and/or Payors may select only certain Participating Providers to take part in: (i) the provider delivery network for a particular Product benefit plan(s) or (ii) the provider delivery network for a new product benefit plan(s), or (iii) a current Product or (iv) new product.



		2.2 Standard of Care.  

		2.2.1 Medical Group agrees to provide or arrange for the provision of Covered Services in conformity with generally accepted medical and surgical practices in effect at the time of service.  Medical Group also agrees to implement peer review and credentialing of physicians, nurse practitioners, physician assistants and other ancillary personnel who provide Covered Services to Members on behalf of Medical Group.

		2.2.2 Medical Group understands and agrees that all persons who provide Covered Services to Members under this Agreement, whether employed, contracted, or via other relationship with Medical Group, are subject to all terms and conditions of this Agreement, including all product attachments.  Upon Coventry’s request, Medical Group shall provide evidence that any such persons are obligated to comply with the terms and conditions of this contract, either through employment, or written acknowledgement of such obligation. 

		  2.3 Programs & Procedures.  

		2.3.1 Medical Group agrees to comply with all Coventry, Coventry Company and Payor policies and procedures.  Medical Group agrees to comply with Coventry’s  Provider Manual, quality improvement, utilization review, peer review, grievance procedures, credentialing and recredentialing procedures, coordination of benefit procedures, and any other policies that Coventry or Payor may implement, including amendments made to the above mentioned policies, procedures and programs from time to time.  Coventry or Payor shall notify Medical Group of any material modifications to such policies 30 days in advance of their applicability.  Medical Group further agrees to provide Coventry or Payor access to any and all records, including medical records. 

		2.4 Licensure.  Medical Group agrees to maintain in good standing all licenses, accreditations, and certifications required by law and Coventry’s credentialing requirements for so long as the Agreement is in effect.

		2.5 Liability Insurance.  Medical Group agrees to procure and maintain professional liability insurance to protect against all allegations arising out of the rendering of professional services or the alleged failure to render professional services by Medical Group, Medical Group’s Participating Providers, and Medical Group’s employees (“Professional Liability Insurance”).  Medical Group may obtain such insurance through an insurance company or through a self insurance mechanism acceptable to Coventry and Payor.  Professional Liability Insurance coverage shall be maintained at levels in accordance with minimum state law requirements, or, if there are no minimum state law requirements, at levels of at least $1,000,000 per occurrence and $3,000,000 aggregate.   Medical Group also agrees to procure and maintain comprehensive general and/or umbrella liability insurance in appropriate amounts.

		2.6 Claim Submission.  Medical Group agrees to submit its claims for reimbursement and encounter forms, as required by Coventry or Payor, on a UB-04 form or Centers for Medicare and Medicaid services (“CMS”) 1500 form with current CMS coding, current International Classification of Diseases, Ninth Revision (“ICD9”) (or Coventry approved successor revision) and Current Procedural Terminology Fourth Edition (“CPT4”) (or Coventry approved successor revision) coding in accordance with the then current Medicare guidelines, whichever Coventry or Payor prefers.  Medical Group shall submit bills within one hundred twenty (120) days of the date of discharge unless coordination of benefit issues exist, in which case Medical Group shall submit bills within 120 days after.  Medical Group understands and agrees that the failure to submit claims in accordance with this section shall constitute a waiver of the right to seek payment.  Medical Group may not bill Coventry or a Payor for inpatient covered services prior to the date of discharge and shall not separate bills for covered services for purposes of additional payments under the agreement, except when hospitalizations of member are greater than or equal to sixty (60) days, in which case interim billing is required at the end of every sixty (60) day period thereafter.  Medical Group understands and agrees that failure to submit claims in accordance with the requirements of this section may result in the denial of such claims.  Medical Group understands and agrees that Medical Group has one (1) year from the date of service to appeal payment by Coventry or Payor.  After this one (1) year period no further adjustments to payments shall be made.

		2.7 Hold Harmless.  

		2.7.1 Medical Group agrees that in no event, including, but not limited to, nonpayment by Coventry or a Payor, Coventry or a Payor insolvency or breach of the Agreement, shall Medical Group bill, charge, collect a deposit from, seek compensation, remuneration or reimbursement from, or have any recourse against a Member or persons other than Coventry or a Payor acting on their behalf, for services rendered under the Agreement.  For purposes of this section, services rendered under the Agreement include those health care services delivered to Members by any and all health care professionals employed by or independently contracted with the Medical Group.  This section shall not prohibit collection of copayments, coinsurance, or deductibles in accordance with the Member’s Member Contract.

		2.7.2 Medical Group further agrees that: (i) this provision shall survive termination of the Agreement regardless of the cause giving rise to termination and shall be construed to be for the benefit of the Member; and (ii) this provision supersedes any oral or written contrary agreement now existing or hereafter entered into between Medical Group and a Member or a person acting on Member’s behalf.

		2.7.3 Any modification, addition, or deletion to the provisions of this  section 2.7 shall become effective on a date no earlier than sixty (60) days after the State Department of Insurance has received written notice of such change.  



		2.8 Marketing.  Medical Group hereby consents to including Medical Group’s name in Coventry or Payor marketing materials and listing Medical Group in a Participating Provider directory that Coventry or a Payor routinely distributes to Members, Participating Providers, insurance carriers, third-party administrators and employer groups.

		2.9 Access to and Copying of Records.  

		2.9.1 Copies.  Except as required by applicable state or federal law, 

		2.9.2 Access.  All records, books, and papers of Medical Group pertaining to Members, including without limitation, records, books and papers relating to professional and ancillary care provided to Members, including any and all medical records, and financial, accounting and administrative records, books and papers, shall be open for access, inspection and copying by Coventry and Payor, its designee and/or authorized State or Federal authorities during Medical Group’s normal business hours.  Medical Group further agrees that it shall release a Member’s medical records to Coventry and Payor as required by law or upon Medical Group’s receipt of a Member consent form.    In addition, Medical Group shall allow Coventry and Payor to audit Medical Group’s records for payment and claims review purposes.    

		2.9.3 Survival.  The terms and conditions of this Section 2.9 shall survive the termination of the Agreement. 



		2.10 Compliance With Government Requirements.  Medical Group agrees to comply with all applicable State and Federal requirements, laws, rules and regulations, including but not limited to those of CMS, the Federal Office of Personnel Management (OPM), any other Federal agencies and any State agencies of the State(s) in which Medical Group practices, including, without limitation, requirements that shall cause or require Coventry to amend the terms and conditions of the Agreement.  Medical Group understands and agrees that CMS and the appropriate State agencies may change or add to such requirements, laws, rules and regulations from time to time.  

		2.10.1 Site Evaluations.  Medical Group agrees to permit Coventry or Payor, any Federal or State agency having jurisdiction over Medical Group’s provision of services and/or the U.S. Department of Health and Human Services and any accrediting organization to conduct periodic site evaluations of Medical Group's facilities, offices and records.  Upon Coventry’s or Payor’s written request, Medical Group shall provide Coventry or Payor with a copy of the written response to any questions or comments posed by the agencies listed in the preceding sentence.

		2.10.2 Survival.  The terms and conditions of this Section 2.10 shall survive termination of the Agreement.



		2.11 Duty To Notify Coventry.  Medical Group agrees to immediately notify Coventry, in writing, of (i) any change in Medical Group’s licensure, accreditation or certification status; (ii) any loss or substantial decrease in the limits or change of Medical Group’s medical malpractice policy and/or Professional Liability Insurance; (iii) any judgments or settlements decreed or entered into on behalf of Medical Group; and, (iv) any other situation that may materially interfere with Medical Group's duties and obligations under the Agreement.   Medical Group also shall notify Coventry of any complaints it receives from Members regarding Medical Group, Coventry or Participating Providers.  Coventry shall notify Medical Group of any complaints it receives from Members regarding Medical Group.  Medical Group and Coventry agree to cooperate fully in the investigation and resolution of any such Member complaint.

		2.12 Drug Formulary/Generic Substitutions.  Medical Group shall use the drug formulary designated by Coventry or Payor (“Drug Formulary”) when prescribing medications for Members, a copy of which will be made available to Medical Group upon request.  Medical Group understands and agrees that the Drug Formulary may be modified from time to time by Coventry or Payor.



		3. COVENTRY/PAYOR OBLIGATIONS

		3.1 Payment.  

		3.1.1 In consideration of Medical Group’s agreement to perform Covered Services in accordance with the Agreement, Medical Group shall be paid in accordance with the payment terms set forth in each Product Attachment. In accordance with the law in the State of Nevada,  a Payor shall approve or deny a Clean Claim within thirty (30) days after the Payor receives the Clean Claim, and if the Clean Claim is approved, the Payor shall make payment to Medical Group within thirty (30) days of receipt of an approved Clean Claim provided, however, that Coventry or a Coventry Company cannot guarantee payment by a Payor (other than a Coventry Company) such as a self-insured entity or Worker’s Compensation carrier. .

		3.1.2 Medical Group shall submit its claims for reimbursement, as required by Section 2.6.

		3.1.3 Coventry and Payors may reduce or deny payment for services which are not submitted for payment in accordance with the provisions of Section 2.6 or based upon the application of Coventry or a Payor’s criteria,  standards, or guidelines for billing and coding practices, or reimbursement, or based upon the application of billing, coding or reimbursement standards, rules or guidelines of any applicable federal or state legislative or regulatory authority.  Claims for payment may be reviewed through the use of software to edit claims to ensure appropriate billing, coding and reimbursement practices.  Coventry and Payors may require appropriate documentation and coding to support payment for Covered Services.  Medical Group shall have the opportunity to correct any billing or coding error within thirty (30) days of denial related to any such claim submission. Coventry and Payors may recover payment or retain portions of future payments in the event that Coventry or a Payor determines that an individual was not an eligible Member at the time of services, or in the event of duplicate payment, overpayment, payment for non-covered services, error in payment uncovered as a result of a coordination of benefits process, or fraud.

		3.1.4 Where the Payor, pursuant to applicable coordination of benefit law, is primary, the Payor shall be required to pay the amounts due under the Agreement as provided in Section 3.1.1.  Where Payor is other than primary, the Payor shall be required to pay only those amounts which, when added to amounts owed to Medical Group from other sources, are equal to one hundred percent of the amount required by this Agreement, subject to limitations outlined in the Member Contract.  Nothing herein shall be construed to preclude Medical Group from seeking and obtaining payment from sources of payment other than Payor and Member.



		3.2 Non-Coventry Payors.  When a Coventry Company is not the Payor, Payor, not Coventry or a Coventry Company, shall have the obligation and liability to Medical Group with respect to any claim or fee for health care services relating to or arising under the Agreement.  Medical Group agrees that it shall not file suit against Coventry or Coventry Company as a result of any such Payor’s nonpayment. 



		4. TERM AND TERMINATION

		4.1 Term of Agreement.  The initial term of the Agreement shall be for one (1) year from the Effective Date set forth above (“Initial Term”).  The Agreement will be automatically renewed for one-year periods unless earlier terminated as set forth below. Each Product Attachment may be terminated in accordance with the terms located in each Product Attachment.

		4.2  Termination Without Cause.  Either party may terminate this Agreement after the initial year with ninety (90) days prior written notice, which termination shall be effective the last day of the month following the ninety (90) day notice period. In the event that Coventry no longer offers a particular Product or is unable to continue to provide access to a particular Product, Coventry may also terminate any Product Attachment without cause upon ninety (90) days prior written notice to Medical Group.  Such termination of the Product Attachment will be effective as of the last day of the month following the ninety (90) day notice period.  In the event a Product Attachment is terminated by Coventry, such termination shall not constitute termination of any other Product Attachment, or termination of the Agreement.

		4.3 Termination For Cause.

		4.3.1 Breach.  Either Party may terminate the Agreement for the breach of a material term, condition or provision of the Agreement, after sixty (60) days prior written notice to the other Party, specifying such material breach.  The breaching Party shall have a minimum of thirty (30) days or such longer reasonable period agreed to by the Parties to correct or cure such material breach.  If the breaching Party fails or refuses to cure the material breach within such time, then the non-breaching Party may elect to terminate the Agreement effective the last day of the month following the end of the notice period.  The remedy herein provided shall not be exclusive of, but shall be in addition to, any remedy available at law or in equity to the non-breaching Party.   In the event a party contests the claim of  breach, the Agreement shall remain in effect until the dispute is resolved in accordance with Section 5.2 herein.

		4.3.2 Immediate Termination by Coventry.  Coventry may immediately terminate Medical Group and/or a Participating Provider within Medical Group from providing Covered Services to Members for the following reasons: 

		4.3.2.1 Termination, revocation, suspension or other limitation of Medical Group’s or Participating Provider’s  license, certification, or accreditation.

		4.3.2.2 Medical Group’s or Participating Provider’s suspension or termination from participation in Medicare or Medicaid.

		4.3.2.3 Termination, revocation, suspension or other limitation of medical staff privileges at any hospital.

		4.3.2.4 Coventry determines in good faith that the Medical Group’s or Participating Provider’s continued provision of services to Members may result in, or is resulting in, danger to the health, safety or welfare of Members.  Where the danger results from the actions of Medical Group’s staff, contractors or subcontractors, then Medical Group shall suspend its relationship with such staff, contractors, subcontractors upon immediate notice from Coventry, at least with respect to Members, and if Medical Group fails to take such action, Coventry may terminate the Agreement upon ten (10) days notice.

		4.3.2.5 Coventry determines in good faith that, after notice to Medical Group and the Participating Provider and opportunity to cure, Medical Group and/or its Participating Provider has not materially complied with the provisions of Coventry’s Provider Manual or Section 2.3 of this Agreement, and is unwilling or unable to work cooperatively in a managed care environment.





		4.4 Continuation of Benefits.  Upon termination of the Agreement, Medical Group shall continue to provide Covered Services to Members who are receiving treatment at the time of termination or who are hospitalized on the date the Agreement terminates or expires, until the course of treatment is completed or through the date of each such Member’s discharge, or until Coventry or a Payor makes reasonable arrangements to have another Participating Provider provide the service. Such continuation of services shall be made in accordance with the terms and conditions of the Agreement as it may be amended and in effect at the time, including but not limited to the compensation rates and terms set forth therein.  This Section shall survive termination of the Agreement.



		5. GENERAL REQUIREMENTS

		5.1 Amendments.  Coventry may unilaterally amend the Agreement to the extent necessary to comply with applicable Federal or State law, regulatory requirements, accreditation standards or licensing guidelines or rules (“Regulatory Amendments”).  Coventry shall give advance written notice to the Medical Group of such amendment and the effective date of the amendment.   Coventry may make any other non-Regulatory Amendments to the Agreement by notifying Medical Group at least thirty (30) days prior to the effective date of the amendment.  Medical Group may reject the amendment upon Medical Group’s receipt of such notice of amendment, by notifying Coventry in writing of such rejection within thirty (30) days of notice of such amendment; provided, however, if Coventry has not received notice of such rejection within that thirty (30) day period, Medical Group’s silence shall constitute acceptance of such amendment. 

		5.3 Confidentiality.  Medical Group, Coventry, and Payors agree to maintain the privacy and confidentiality of all information and records regarding Members, including but not limited to medical records, in accordance with all State and Federal laws, including regulations promulgated under the Health Insurance Portability and Accountability Act.  In addition, each Party shall maintain the confidentiality of the financial terms of the Agreement and the confidentiality of the other Party’s proprietary information that is not otherwise public information, provided Coventry or Payor may disclose reimbursement terms to prospective and current employer groups and Payors.  Medical Group shall ensure that any vendors, subcontractors or other such entities that have a need to know the terms of the Agreement also maintain the privacy and confidentiality of all terms, including financial terms of the Agreement.  In the event that either Party violates its duties under this provision, the other Party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.4 Names, Symbols, Trademarks.  Except as provided in Section 2.8, Coventry, Payors, and Medical Group each reserve the right to and control of the use of their name, symbols, trademarks, and service marks presently existing or later established.  In addition, except as provided in Section 2.8, neither Coventry, Payors, nor Medical Group shall use the other Party’s name, symbols, trademarks, or service marks in advertising or promotional materials or otherwise, without the prior written consent of that Party and shall cease any such usage immediately upon written notice of the Party or on termination of the Agreement, whichever is sooner.  

		5.5 No Solicitation of Members.  So long as the Agreement is in effect, and for a period of one (1) year from the date of termination, Medical Group agrees that Medical Group will not, within the service area of Coventry or Payor, solicit, advise or counsel any employer, Payor, or Member to disenroll from Coventry or Payor or otherwise interfere with Coventry’s or Payor’s relationship with Members or any of the foregoing entities.  Coventry or Payor shall be solely responsible for notifying Members that Medical Group is no longer a Participating Provider. Nothing in the Agreement shall be construed to prohibit Medical Group employees from freely communicating with patients regarding: (i) medically necessary and appropriate care with or on behalf of a Member, including information regarding the nature of treatment, risks of treatment, alternative treatments, or the availability of alternate therapies, consultation or tests, regardless of benefit coverage limitations; (ii) the process that Coventry or Payor or any entity contracting with Coventry or Payor uses or proposes to use to deny payment for a health care service; or (iii) the decision of Coventry or Payor to deny payment for a health care service.  In the event that either party violates its duties under this provision, the other party may seek injunctive relief. This Section shall survive the termination of the Agreement.

		5.6 No Third Party Beneficiaries.  Other than as expressly set forth in the Agreement, no third persons or entities are intended to be or are third party beneficiaries of or under the Agreement, including, without limitation, Members.  Nothing in the Agreement shall be construed to create any liability on the part of Coventry, Payors, Medical Group or their respective directors, officers, shareholders, employees or agents, as the case may be, to any such third parties for any act or failure to act of any Party hereto.

		5.7 Notice.  Any notice, request, demand or communication required or permitted hereunder (“Notices”) shall be given in writing by certified mail, return receipt requested, to the Party to be notified, with the exception of fee schedule notifications, policy, procedure or regulatory updates, or any other general operations updates from Coventry to Medical Group, which shall be sent by electronic media distribution or first class mail.  All Notices shall be deemed to be given and received three (3) days after mailing to the address specified on the Execution Sheet.

		5.8 Relationship.  None of the provisions of the Agreement is intended to create, nor shall be deemed or construed to create any relationship between the Parties hereto other than that of independent entities contracting with each other hereunder solely for the purpose of effecting the provisions of the Agreement.  Neither Medical Group nor Coventry nor any Payor shall be liable to any other Party for any act, or any failure to act, of the other Party to the Agreement. The Parties agree that the Agreement shall be interpreted to be between Medical Group and whichever Payor is a party to the Member Contract under which the Member related to the then instant matter in receiving Covered Services. 

		5.9 Governing Law.  The Agreement shall be governed by and construed in accordance with the laws of the State of Nevada without regard to such State’s choice of law provisions.

		5.10 Representation by Counsel.  Each Party acknowledges that it has had the opportunity to be represented by counsel of such Party’s choice with respect to the Agreement.  In view of the foregoing and notwithstanding any otherwise applicable principles of construction or interpretation, the Agreement shall be deemed to have been drafted jointly by the Parties and in the event of any ambiguity shall not be construed or interpreted against the drafting Party.

		5.11 Severability.  In the event any portion of the Agreement is found to be void, illegal, or unenforceable, the validity or enforceability of any other portion shall not be affected.

		5.12 Authority.  Medical Group represents and warrants that it has the authority to enter into this Agreement on behalf of all persons who provide Covered Services to Members billed under this Agreement, whether employed, contracted, or via other relationship with Medical Group.

		5.13  Group Practice.  In the event that Medical Group is a professional corporation, association, partnership or other corporate entity, Medical Group hereby represents and warrants to Health Plan that: (i) all individual physicians who will be providing Covered Services on behalf of Medical Group are licensed to practice medicine in the state in which Medical Group practices; and (ii) each physician that provides Covered Services on behalf of Medical Group has agreed to be bound by the terms and conditions of this Agreement.  Notwithstanding the foregoing, Medical Group understands and agrees that a physician may not be authorized by Health Plan to provide Covered Services on behalf of Medical Group unless and until such physician has been formally accepted as a Participating Provider by Health Plan, which acceptance shall be in writing.
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Attachment O – Cost Proposal for RFP 1988 Medicaid Managed Care Organization Services 
 
 
 
Vendor Name: __Altius Health Plans, Inc._______________________ 


 
 
Vendors must provide detailed fixed prices for all costs associated with the responsibilities and 
related services and related service for this RFP.  Clearly specify the nature of all expenses 
anticipated. 
 
 
Administrative Costs 


 
There are two separate cost components in administrative costs: 


i. Non-Medical Administrative Costs:   
 


ii. Those costs (both direct and indirect) necessary to administer the Medicaid 
managed care program. 


  
Direct Expenses:  5.7% - See below. Direct Expenses include the following:  


• Salary and benefit costs for non-medical staff 
• 3.5% premium tax 
• Cost of performance bond required pursuant to the RFP  
• Travel  
• Advertising  
• Outreach  
• HEDIS 
• Printing and Postage 
• Other administrative costs 


 
 


 
Indirect Expenses: 5.6% - See below. Indirect Expenses include the following:  


• Occupancy 
• Leased Equipment 
• Costs related to centralized services 


o Claims processing 
o Customer services  
o Information Technology 


• Profit and risk contingency 
 


iii. Medical Administrative Costs:  2.7% - See below. Medical Administrative Costs 
include the following:  


• Salary and benefit costs for medical staff  







• Allocation of certain direct and indirect expenses that are directly related 
to staffing based on the proportion of medical staff to total staff (e.g., 
occupancy, leased equipment, and travel). 


• Note that the medical administrative costs do not include an allocation of 
our indirect costs related to our information technology systems including 
those supporting medical management systems.  


 
  


Non-Medical Costs: 
 


The following are not considered administrative costs.  They are, however, included in the 
overall percentage of non-medical costs, and will be reviewed for reasonableness by 
DHCFP: 


iv. Profit: See Non-Medical costs outlined below. A profit margin of 0.8% was 
included in the indirect expense portion of Non-Medical Expenses above.  


 
v. Risk and contingencies: See Non-Medical Costs below. A provision of 1.0% was 


included to cover the inherent variability of expected health care claims as well 
as the cost of capital.  


 
 


Section 6 - Cost


6.1 - Administrative Costs
% of 


Revenue


6.1.1 - Non-Medical Administrative Costs
6.1.1.1 - Direct Expenses 5.7%
6.1.1.2 - Indirect Expenses 5.6%


Total Non-Medical Administrative Costs 11.3%


6.1.2 - Medical Administrative Costs 2.7%


Total Administrative Costs 13.9%


6.2 - Non-Medical Costs
6.2.1 - Profit 0.8%
6.2.2 - Risk & Contingencies 1.0%


Total Non-Medical Costs 1.8%  
 


 
Requirements: 
 
Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to 
determine the rates has been certified to be actuarially sound. 


 







Each Vendor is required to submit a not-to-exceed Administrative rate bid for calendar year 2013 
relative to the rates effective November 1, 2012.  The DHCFP reserves the right to further 
negotiate this Administrative Rate prior to contract signing. Note that this process may result in 
the two participating health plans having different rates. 


 
An actuarially sound rate will be developed by DHCFP’s actuary and certified by 
CMS.  In addition to a capitated rate to cover the costs of required medical 
services, an Administrative rate is paid to cover organizational costs.  This cost is 
a percentage of the Managed Care Blended Capitated Rate.    
 
This Section shall be included in your Cost Proposal Attachment O. Each Vendor 
is required to submit a not-to-exceed Administrative rate bid for calendar year 
2013 relative to the rates effective November 1, 2012.  The DHCFP reserves the 
right to further negotiate this Administrative Rate prior to contract signing. Note 
that this process may result in the two participating health plans having different 
rates. 
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6. COST  
 Note:  All Cost Proposals shall be submitted to the State as a separate, sealed package and 


clearly marked:  “Part II - Cost Proposal in Response to RFP No. 1988”, please refer to 
Section 10 Proposal Submission Requirements, Format and Content for further instruction. 


6.1 ADMINISTRATIVE COSTS 
 There are two separate cost components in administrative costs: 


6.1.1 Non-Medical Administrative Costs   


 Those costs (both direct and indirect) necessary to administer the Medicaid managed care 
program. 


 6.1.1.1 Direct Expenses:  Those expenses that can be charged directly as a part of the overall 
administrative costs; and 


 6.1..21 Indirect Expenses:  Those elements of costs necessary in the performance of 
administering the program that are of such a nature that the amount applicable to the 
program cannot be determined accurately or readily (i.e., rent, heat, electrical power, 
salaries and benefits of management personnel which are allocated to different 
programs, etc.). 


6.1.2 Medical Administrative Costs 
 Costs, either direct or indirect, related to recipient medical care management (i.e., development 


of physician protocols for disease management, utilization review activities, case management 
costs, and medical information management systems). 


 DHCFP will review Medical Administrative Costs for reasonability and in the context of the 
benefit received by the client and DHCFP (i.e., is the cost of developing physician protocols for 
disease management less than or equal to the fiscal and health outcome benefit received). 
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6.2 NON-MEDICAL COSTS 
 The following are not considered administrative costs.  They are, however, included in the 


overall percentage of non-medical costs, and will be reviewed for reasonableness by DHCFP: 


6.2.1 Profit:  The percentage of profit which the Contractor anticipates receiving after expenses (net 
income, revenues less expenses, divided by total revenues received from DHCFP); and 


AMENDMENT 1 REVISED THE FOLLOWING ITEM. 


6.2.2 Risk and contingencies:  That amount which the Contractor anticipates setting aside (as a 
percentage of the revenues received) for potential unknown risks and contingencies. 


 Vendors must provide detailed fixed prices for all costs associated with the responsibilities and 
related services for this RFP.  Clearly specify the nature of all expenses anticipated (refer to 
Attachment O, Cost Proposal). 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 6 – 6.2.2. 
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7. FINANCIAL  


7.1 PAYMENT 
 Consideration shall be paid on a risk-based capitated rate basis.  The methodology used to 


determine the rates has been certified to be actuarially sound. 


 DHCFP will review and revise the rates, using a certified actuarially sound capitation rate 
method.    


 The Vendor will receive from the DHCFP Rates Unit, a compact disc containing the updated 
Fee For Service rate at the end of each quarter.  The Vendor will be notified by letter from 
DHCFP of changes to the capitated rates or to the benefit package as they occur.  Rates will be 
actuarially determined prior to any subsequent contract renewal period.   


7.1.1 Vendor Administrative Rate Bid 


 An actuarially sound rate will be developed by DHCFP’s actuary and certified by CMS.  In 
addition to a capitated rate to cover the costs of required medical services, an Administrative 
rate is paid to cover organizational costs.  This cost is a percentage of the Managed Care 
Blended Capitated Rate.    


 This Section shall be included in Attachment O, Cost Proposal.  Each Vendor is required to 
submit a not-to-exceed Administrative rate bid for calendar year 2013 relative to the rates 
effective November 1, 2012.  The DHCFP reserves the right to further negotiate this 
Administrative Rate prior to contract signing. Note that this process may result in the two 
participating health plans having different rates. 


7.1.2 Managed Care Capitated Rates 


 Attachment J, Managed Care Capitated Rates of this RFP contains monthly medical and 
dental capitation rates and SOBRA delivery kick payments.  These rates are effective from 
November 1, 2011, through December 31, 2012.  DHCFP intends to publish rates for the 2013 
calendar year near the end of November 2012.  


 DHCFP agrees to pay the Vendor the agreed upon capitated rate for all Medicaid and Nevada 
Check Up recipients who enroll with the Vendor with the exception that payments provided for 
under the contract will be denied for new enrollees when, and for as long as, payment for those 
enrollees is denied by CMS under 42 CFR 438.730(e).  The Vendor will be capitated for all 
services in the Vendor benefit package described in Section 3, Scope of Work.  Payments will 
be made in the following manner in accordance with Attachment J, Managed Care 
Capitated Rates. 


 7.1.2.1 For each Medicaid and Nevada Check Up recipient enrolled with the Vendor, DHCFP 
shall make a prepaid, per-recipient, per-month payment as payment in full for any and all 
medically necessary covered services provided to the recipient, including dental and 
pharmacy services.  All capitation payments will be paid monthly.  In the event the 
Vendor does not receive a monthly capitation payment for an eligible recipient, the 
Vendor shall have one hundred eighty (180) days to submit a request for a retroactive 
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capitation payment to the DHCFP.  The DHCFP shall process requests for retroactive 
capitation payments within sixty (60) days of receipt.  Payments will be sent to the 
Vendor by the fiscal agent, by either electronic funds transfer or overnight mail.  The 
Vendor shall be responsible for direct payment of any and all overnight mail charges.  
The Vendor must meet the requirements of 42 CFR 438.606 regarding certification of 
data used for billing purposes. 


 7.1.2.2 The DHCFP reserves the right to recover pro-rated capitation whenever the Vendor’s 
responsibility to pay medical claims ends in mid-month.  Situations where a mid-month 
capitation recovery may occur includes, but is not limited to: 


  A. Enrollee is placed in an out-of-home placement; 


  B. Enrollee enters an Intermediate Care Facility/Mental Retardation; 


  C. Enrollee enters a Home and Community Based Waiver program; and 


  D. Death of the enrollee. 


 7.1.2.3 The DHCFP will assume partial risk for recipient inpatient hospital medical costs that 
exceed one hundred thousand dollars ($100,000.00) during a State Fiscal Year (SFY).  
The DHCFP will reimburse the Vendor at seventy-five percent (75%) of the Vendor's 
paid amount for a recipient’s inpatient hospital medical costs above one hundred 
thousand dollars ($100,000.00) threshold, inclusive of a thirty-day (30-day) period prior 
to the commencement of the SFY.  The Vendor will be responsible for the remaining 
twenty-five percent (25%) of the costs and shall continue to care for the recipient under 
the terms of the contract.  Requests for reimbursement must be accompanied by all 
required documentation. Complete and correct Stop Loss requests must be submitted 
within two hundred seventy (270) days of the last date of service on a submission within 
a contract period.  The DHCFP shall process complete requests for reimbursement 
within sixty (60) days of receipt of a complete and correct request for reimbursement.  


  The managed care organization is responsible for providing DHCFP with a “Member 
High-Cost Report” that identifies individual recipients that have incurred inpatient 
medical costs of at least $50,000.00 during the contract year.  See the Forms and 
Reporting Guide for the “Member High-Cost Report” with instructions for completion and 
submittal.  The Vendor is also responsible for applying intensive case management 
principles for all members identified on the Member High-Cost Report or who are at risk 
of reaching the $100,000.00 Stop Loss threshold.  The Forms and Reporting Guide 
contains the case management criteria that are expected to be implemented by the 
Vendor and instructions for completion of the review.  If the Vendor utilizes an alternative 
Stop Loss Review form or documented process it may request DHCFP to consider it as 
an equivalent tracking reporting tool.  These Case Management Stop Loss Review 
documents will be evaluated by DHCFP when determining the Vendor’s adherence to 
effective case management of high cost members.  DHCFP and/or the EQRO may 
conduct on-site reviews as needed to validate the Vendor’s coordination and assess 
medical management of high-cost recipients.  Insufficient documentation of adequate 
case management shall be subject to review/audit and may result in the reduction and/or 
disallowance of stop loss payments. 
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 7.1.2.4 For Medicaid and CHIP enrollees who give birth during a given month, and who are 
enrolled with the Vendor on the date and time of the birth, and there is an accompanying 
provider claim for the delivery, DHCFP shall make a one-time (1-time) maternity 
payment to the Vendor performing the delivery to cover the cost of maternity care for 
Medicaid and CHIP enrollees.  The maternity payment will be paid in the first month 
following the month of DHCFP’s receipt of an electronic submission of the record of the 
child's delivery. The electronic submission must be received within 180 days of the date 
of birth. The payment is a “maternity kick payment/ SOBRA” to offset most of the costs 
to the Vendor for costs associated specifically with the covered delivery of a child, 
including prenatal and postpartum maternity expenses. Ante partum care for the 
prospective mother and all infant care are covered by their respective capitation rates.  
The Vendor will also receive a full-month capitated payment for the birth mother and the 
child for the month of birth if the child is eligible from the date of birth.   


 It is not the intent of the DHCFP to pay a SOBRA payment in a situation where there is no 
accompanying provider claim for the delivery. 


 7.1.2.5 For Medicaid newborns, the Vendor shall receive a capitation payment for the month of 
birth and for all subsequent months the child remains program eligible and enrolled with 
the Vendor. 


 7.1.2.6 For those Medicaid enrolled recipients exempt from mandatory enrollment for the 
reasons specified below, payments will be made as follows:  


  A. For Medicaid recipients enrolled with the Vendor on a voluntary basis due to the 
identification as “Children with Special Health Care Needs” (CSHCN), DHCFP will 
make a prepaid, per recipient, per month payment as payment in full for any and all 
covered services provided to the recipient. The prepaid, per-recipient, per-month 
payment includes the cost of the initial assessment from the Nevada Early 
Intervention Program. The payment will be determined in the same manner as it is 
for other recipients: by cohort in the rate schedule. 


  B. For Medicaid recipients enrolled with the Vendor on a voluntary basis due to 
identification of a serious emotional disturbance (SED) or a serious mental illness 
(SMI), DHCFP will make a prepaid, per recipient, per month payment as payment in 
full for any and all medically necessary covered services provided to the recipient.   
This payment includes the cost of the initial assessment for determining SED or SMI 
as well as on-going patient care all covered medically necessary mental health 
services.  The payment will be determined in the same manner as it is for other 
recipients: by cohort in the rate schedule (Attachment J- Managed Care Capitated 
Rate). 


  C. Medicaid-eligible Native Americans can enroll with a Vendor on a voluntary basis 
and DHCFP will make a prepaid, per-recipient, per- month payment as payment in 
full for any and all covered services provided to the recipient. The payment will be 
determined in the same manner as it is for other recipients: by cohort in the rate 
schedule (Attachment J).  Native American recipients can access services at Indian 
Health Service facilities (IHS) and Tribal Clinics while enrolled with the Vendor.  The 
Vendor is not responsible for payment of any service received by an enrolled 
recipient at an IHS facility or Tribal Clinic.  The IHS facility or Tribal Clinic will submit 
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their claims directly to DHCFP’s Fiscal Agent and will be paid by DHCFP through the 
Medicaid FFS fee schedule.  The Vendor must adhere to the requirements set forth 
in RFP Sections 4.2.3.1 for voluntary Native American recipients assessed as 
CSHCN, SED or SMI. 


 7.1.2.7 The aforementioned payments are the total payments to the plan. 


 7.1.2.8 For each month the DHCFP pays a capitated payment to the Vendor on behalf of a 
recipient, the Vendor is responsible for providing all covered medically necessary 
services for that recipient. 


 7.1.2.9 The Vendor must not accept compensation for work performed under the contract from 
any other department of the State of Nevada, from either Medicaid or Nevada Check Up 
recipients, or from any other source including the federal government or other clients 
except for the collection of third-party liability (TPL) as described in Section 4.10.7 of 
this RFP. 


7.1.3 Disputed Capitation and Requests for Retroactive Capitation 


 Any notice of disputed capitation and requests for retroactive capitation payments must be 
made by the Vendor in writing in required format (refer to the Forms and Reporting Guide) 
within one hundred eighty (180) calendar days from the date of receipt of a particular month's 
capitation. The notice must include the recipients Medicaid ID number and month of enrollment; 
if the recipient is a child, the notice must additionally include the mother’s Medicaid ID number 
and month of enrollment. Failure to notify DHCFP within one hundred eighty (180) days waives 
the right of the Vendor to seek an adjustment.  No payment shall be made unless such changes 
or adjustments and the amount therefore have been authorized in writing by DHCFP.  DHCFP 
shall make its determination within sixty (60) working days from receipt of a dispute.  The 
Vendor may appeal any DHCFP decision concerning capitation disputes, adjustment decisions 
or retroactive capitation payments. 


7.1.4 Capitation Recovery 


 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor to recover 
improperly paid capitation. 


AMENDMENT 2 REVISED THE FOLLOWING ITEM. 


 7.1.4.1 The DHCFP will recover capitation payments for those individuals identified as 
“incarcerated” from the date of incarceration.  MCO’s will not be responsible for any 
medical costs for the identified period of incarceration.  
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7.2 BILLING 
 7.2.1 The State does not issue payment prior to receipt of goods or services. 


 7.2.2 The vendor must bill the State as outlined in the approved contract and/or payment 
schedule. 


 7.2.3 Vendors may propose an alternative payment option.  Alternative payment options must 
be listed on Attachment P, Cost Proposal Certification of Compliance with Terms 
and Conditions of the RFP.  Alternative payment options will be considered if deemed 
in the best interest of the State, project or service solicited herein. 


CoventryCares of Nevada understands and will comply with the requirements set forth in 
Sections 7 – 7.2.3. 
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Cost Proposal for RFP 1988 Medicaid Managed Care Organization Services
Vendor Name: Amerigroup Nevada, Inc.


Administrative Costs


Non Medical Administrative Costs


i. Local Nonmed Admin 2.4% Costs necessary to administer contractual requirements of the program including executive leadership, operations, compliance,
government relations, financial oversight, marketing and provider relations 


ii. Direct & Indirect Expense 6.4% Direct and indirect costs necessary to the performance of the administering the program including member & provider call
support, claims administration, regulatory & legal oversight, technology services & support, financial oversight, strategic
leadership, human resource support


iii. Medical Administrative Costs 2.1% Costs necessary to direct health care management services of the member including clinical outcomes leadership, 
case management, quality outcomes, behavioral health and health promotion


Non-Medical Costs
iv. Profit 0.5%
v. Risk and Contingencies 0.5%


TOTAL COST PROPOSAL 11.9%
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment No. 1 to Request for Proposal No. 1988 


DATE OF AMENDMENT: October 10, 2012 


DATE OF RFP RELEASE: September 7, 2012 


DATE AND TIME OF OPENING: November 15, 2012 @ 2:00 P.M. 


AGENCY CONTACT: Gail Burchett, Procurement Staff Member 
 
 
The following shall be a part of RFP No. 1988 for Medicaid Managed Care Organization Services.  
If a vendor has already returned a proposal and any of the information provided below changes that 
proposal, please submit the changes along with this amendment.  You need not re-submit an entire 
proposal prior to the opening date and time. 
 
 
Section I: RFP CHANGE 
 
Section 10 of Attachment D, State Contract Form, Inspection and Audit, should be amended to 
add the following section: 
 
d.  Related Entities:  DHCFP may terminate this Contract with one hundred-eighty (180) calendar 
days prior written notice if a Related Entity to the Contractor provides Managed Care Organization 
Services under a separate contract procured through RFP 1988 (2012).  For purposes of this 
paragraph, a Related Entity is an entity that that DHCFP in its sole discretion determines has 
common ownership or management with the Contractor that is not in the best interest of the 
administration of the Medicaid program.  
 
 
 Section II: TIMELINE CHANGE 
 
The due date for the second set of questions has been changed to October 19, 2012. All else 
regarding the timeline remains the same. 
 


Deadline for submitting second set of questions 10/15/2012@ 2:00 PM
10/19/2012 @ 2:00 PM


Answers posted to website  On or about 10/24/2012 


Deadline for submittal of Reference Questionnaires No later than 4:30 PM on 11/14/2012 


Deadline for submission and opening of proposals No later than 2:00 PM on 11/15/2012 
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Section III: ANSWERS TO QUESTIONS 
 


1. We would please like the Nevada Medicaid Health Plan RFP scores from 2006. 


Validated RFP 1509 
Consensus score shee 


 
2. Is it permissible for two MCOs to each bid if there is a pending merger or acquisition or if 


one bidder is a subsidiary of another bidder? In other state procurements, there has been a 
prohibition of joint bids by multiple entities or multiple bids by related or soon-to-be related 
entities especially in a state where there are 2 awards. 
 
It is permissible by Nevada State Law if proposals are separate and not intended to be 
conjoined.  Review added language in Section 10 d. for additional information.  


 
3. Section 4.15.5 requires vendors to provide either a NPI or an API. During the process of the 


last RFP when we applied for a NPI, DHCFP responded to us that it was not necessary for 
us to obtain a NPI. Do we now need to obtain a NPI? Is the Vendor allowed to submit the 
assigned APIs with the proposal? 


Adopted by the Secretary of Health and Human Services (HHS) as mandated by the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA), under the 
National Provider Identifier Regulation (that was published in the Federal Register on 
January 23, 2004), a health care provider who is a covered entity, as defined at 45 C.F.R. 
Part 160.103, is required to obtain a National Provider Identifier (NPI) by May 23, 2007, 
except for small health plans.  The compliance date for small health plans was May 23, 
2008.     
 


4. The previous 2006 RFP had same/similar requirements regarding the non-inclusion of 
elaborate artwork and extraneous presentation materials. It also included formatting 
requirements regarding font for responses to questions: Written responses must be in 
bold/italics and placed immediately following the applicable RFP question, statement and/or 
section. Exceptions/assumptions to this may be considered during the evaluation process. 
How will exceptions be considered in terms of bid scoring? Would the state consider 
allowing questions to be formatted in bold italics and the responses to be in regular font 
style? 
 
Respondents are expected to adhere to the formatting as requested in the RFP. 
 


5. Contract language in the Scope of Work depicts requirements that have since been removed 
from the current Medicaid Managed Care Organization Services contract with the State of 
Nevada. Is it the State’s intent to reinsert contract language that was previously removed 
from our existing contract? Examples of this language include:  
 
Page 106, Quality Assurance 4.7.25 Dental Services, Number of Children with Dental 
Sealants. Is it the State’s intent that we are required to report on the number of children with 
dental sealants for the future contract?  
 
Section 4.7.25, Section C, should be deleted:  
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C. Required Measures 
 
The following State devised HEDIS-like measure will be reported: 


 
1. Number of Children with Dental Sealants 


 
2. The percentage of members ages six (6) through fourteen (14) years as of 


December 31st of the measurement year, who were continuously enrolled 
during the measurement year and who received at least one (1) dental sealant 
on a permanent molar tooth during the measurement year.  The DHCFP will 
also monitor utilization through reported encounter data. 


 
3. Based on the ADA guidelines permanent teeth begin to erupt anywhere from 6 


to 12 years of age depending on the tooth. Not all 6 year olds will have their 
permanent teeth yet. CDT code D1351 should be accompanied by tooth 
numbers or letters to distinguish which tooth the sealant is placed on. The CDT 
code is billed in box 24 on the ADA form and the tooth number or letter will be 
in box 27. The tooth numbers or letters in box 27 will distinguish if the tooth is 
a permanent tooth.  


 
4. Numerator: One (1) or more protective dental sealants administered on at least 


one (1) permanent molar tooth during the measurement year.  A member had a 
dental sealant if a submitted claim/encounter contains CDT code D1351.   


 
5. Denominator: The percentage of members who had at least one (1) visit with a 


dental practitioner during the measurement year, using the codes found in 
table ADV-A of the Annual Dental Visit HEDIS measure.  


  
Page 184, Plan of Operation 5.1.11 Medical Services under F., Describe your plan to 
coordinate and communicate with DHCFP’s DO care coordination staff on behalf of high 
risk pregnant women. Is it the State’s intent that we are required to coordinate with 
DHCFP's DO care coordination staff for the future contract? 
 
Vendor should describe experience, if any.  
 


6. Is it the state’s intent to change current reporting requirements outlined in sections 4.15.3 
and 4.15.5 regarding claim and encounter submissions. Current process allows for 
submission directly to Milliman. c. Pg. 174 Information Systems and Technical 
Requirements Section 4.15.3 Data Report Files 4.15.3.2 the requirement for MCO 
encounters to successfully pass all claims edits in the MMIS. Will we need to successfully 
pass all claims edits in the MMIS during the future contract? d. Pg. 174 Information Systems 
and Technical Requirements Section 4 .15.3 Data Report Files 4.15.3.3 is the requirement 
for the MCO to have a minimum 95% pass rate for encounters. Will the plan need to have a 
minimum of 95% pass rate for encounters during the future contract? e. Pg. 175 4.15.5 
NPI/API Transaction Requirements All encounters must be submitted electronically as fully 
HIPAA compliant 'shadow claims.' This includes but is not limited to, providing DHCFP, 
through its fiscal agent, the NPI on all providers. Will the plan need to submit "shadow 
claims" during the future contract? 
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DHCFP and its fiscal agent have, since the writing of this RFP, embarked upon a data 
warehouse approach to encounters whereby no policy-related edits will be applied—only 
minimal edits will be applied such as record layout compliance, data type, and checksums. 
Minimum pass rates will apply; transmittals to DHCFP’s actuary will also remain in 
place until such time as the data warehouse solution provides a means for DHCFP to 
provide rate-setting data to its actuary. 


 
4.15.5, shadow claims: this is in part a repetition of the prior section with an emphasis on  
HIPAA and CMS regulations; DHCFP is making every effort to remain HIPAA 
compliant in the context of a somewhat unorthodox data warehouse approach to 
encounters. The intent here is to underscore that, even though the encounters transmittal 
channel(s) may involve the MMIS directly, this is not intended to suggest that HIPAA and 
CMS compliance do not apply in their full force and intent. 
 


EDI companion guides may be found at: http://www.medicaid.nv.gov/providers/edi.aspx  
And the Rx companion guide at: http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx 


  
Amended Language: 


4.15.3.2  Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the edits.  A 
written list of technical rules will not be made available; however, the Vendor will have 
adequate access to fiscal agent staff that will assist in the development of the interface.  In 
developing the encounter data interface, the Vendor will be provided with companion 
guides and details of any applicable edits and descriptions of the edits.  The Vendor will 
have adequate access to fiscal agent staff to assist in the development of the interface. 
 


7. Is the Transitional QHP only available for individuals who lose Medicaid coverage? 
 
The state has not set a limit on who may enroll in the MCO Transition QHP.  However, 
the State will work with the awarded Vendor(s) to determine appropriate eligibility 
requirements to minimize the effects of adverse selection (on both the MCP Transition 
QHP and other QHPs) and maintain a stable exchange and market. 
 


8. The Scope of Work is a comprehensive outline of contract terms and requirements. Is 
DHCFP seeking affirmation of compliance or intent to comply with each section and 
subsection in the Scope of Work? Will affirmation be deemed a compliant response for the 
Scope of Work section? Would DHCFP consider instituting a page limit for each response? 


See Section 10.2.2.6, Tab VI – Section 3 - for specific RFP requirements for the Scope of 
Work section.  There is no page limit for responses.  
 


9. When will the actuaries for the State of Nevada release the data book that contains Unit 
Cost, Utilization and projected membership information? The link provided in the data book 
attachment provides limited EPSDT information. 
 
Attachment N, Data Book, is unfortunately misnamed, as it contains only an EPSDT 
chart and a list of essential community providers. Membership data and FY14-15 
projections are available in Attachment K for Medicaid; projections are in Attachment M 
for CHIP (Nevada Checkup). Please also see question #230, a link to the most recent rate 
development actuarial document. 
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10. At 1.1, the RFP states "Currently, DHCFP contracts with two (2) Vendors in the urban areas 


of Washoe and Clark Counties. Other areas may become mandatory managed care during 
the course of this contract and are to be considered as covered for this Request for 
Proposal." At 4, the RFP states "The geographic service areas included in the contracts will 
be urban Clark and Washoe Counties; however, other counties, or the entire State, may 
become mandatory managed care during the period of this contract and will be considered as 
part of the service area for this RFP".  Please clarify the timing of this decision by the State. 
 
There is no current time plan for this decision.  
 


11. At 1.1, the RFP states "Currently, DHCFP contracts with two (2) Vendors in the urban areas 
of Washoe and Clark Counties."  Please post current Medicaid contracts. 
 


Amerigroup Contract 
exec 11 10 08.pdf


Amendment #2 
(2).pdf


Executed 
Amendment #3 - AGP


Executed 
Amendment #4 - AGP


Executed 
Amendment #5 - AGP


Executed 
Amendment #6 - AGP


Executed 
Amendment #7 - AGP


Executed 
Amendment #8 - AGP 


 


 
HPN exec 08 08 


2006.pdf
Amendment #2 
Scanned.pdf


Executed 
Amendment #3 - HPN


Executed 
Amendment #4 - HPN


Executed 
Amendment #5 - HPN


Executed 
Amendment #6 - HPN


Executed 
Amendment #7 - HPN


Executed 
Amendment #8 - HPN 


12. At 1.2.1, the RFP states "The mission of DHCFP in this procurement is to improve the 
health of Nevadans by emphasizing preventive care and appropriate utilization".  How much 
out-of-state Medicaid utilization is there? Where and what providers/specialties? 
 
Medicaid has catchment areas in California, Arizona, Idaho and Utah. Out of state 
treatment for a recipient generally occurs when there is not a provider in Nevada who is 
able to provide services to recipient. The majority of transplants that do not occur within 
the State of Nevada occur in California hospitals. The main providers of service out-of-
state are Physicians, Hospitals and Residential Treatment Centers. A small percentage of 
the Medicaid population receives treatment out of state. It is difficult to determine the 
exact amount as Physicians and Hospitals may see a recipient multiple times during a 
course of treatment.   
 


13. The following questions relate to the Medicaid Scope of Work at 4.  The RFP states "At the 
sole discretion of the DHCFP, this contract may be expanded to include services to 
Medicaid Aged, Blind, and Disabled recipients." Please clarify the timing of this decision by 
the State.  Please provide the “projected number of Medicaid and Nevada Check Up 
recipients,” including potential Medicaid ABD recipients.  In addition to Clark and Washoe 
Counties, how will other geographic service areas be defined? 
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There is no current time plan for this decision.  We do not have any additional 
information at this time.  
 


14. At 4.2.1.8A, the RFP states "Members with disabilities, chronic conditions, or complex 
conditions shall be allowed to select a specialist as their PCP." The following questions 
relate to the above.  Are there any limitations to which specialist types may be PCPs?  Are 
members able to be assigned at the clinic level for PCPs? 
 
There are no limitations to which specialist types may be PCPs.  It is expected that 
members will have an individual physician assigned as their PCP; members are not 
allowed to be assigned at the clinic level.  The state will entertain exceptions if, in the case 
of certain specialties, it is impossible to assign an individual PCP; however all possibilities 
should be exhausted before approaching the State with such a request. 
 


15. At 4.2.3.1, the RFP references services provided at Indian Health Service Facilities and 
Tribal Clinics.  Are Vendors financially responsible for services provided to Native 
Americans at Indian Health Service Facilities? 
 
Please refer to section 7.1.2.6 of the RFP which says the following:  The Vendor is not 
responsible for payment of any service received by an enrolled recipient at an IHS facility 
or Tribal Clinic.  The IHS facility or Tribal Clinic will submit their claims directly to 
DHCFP’s Fiscal Agent and will be paid by DHCFP through the Medicaid FFS fee 
schedule.  The DHCFP requests that vendors read the entire RFP prior to submitting 
questions that are clearly answered elsewhere in the document. 
 


16. At 4.3.3.2, the RFP describes the algorithm developed by CHCFP.  Please describe the 
“weighted preference” that the state’s auto-assignment algorithm will give to a new Vendor. 
 
Presently, the auto-assignment algorithm assigns members to plans on a case basis (to 
preserve family assignments) on a one-to-one basis when the enrollment margin between 
plans is less than 10%; if greater, the assignment is as it appears in the chart (34%/66%), 
and this is the “weighted preference” given to “new plans” should one be awarded and 
have 10% or more fewer recipients. Assignments—again—are made on a case basis, so 
the only time an assignment is at the level of an individual is when a case has only one 
member. 
 
The State reserves the right to change the auto-assignment algorithm at any time using 
quality or other criteria for the bases of assessment or to eliminate the weight preference 
altogether.   
 


17. At 4.5.4, the RFP requires provider contracts be approved by CHCFP.  Do Vendors have the 
ability to contract with network providers utilizing an amendment to their commercial 
contract prior to RFP submission and/or state approval of Vendor’s agreement? 
 
Section 4.5.4.5 says the following:  “Subcontracts which must be submitted to the DHCFP 
for advance written approval include any subcontract between the Vendor, excluding 
network provider contracts.”   


 
The vendor may enter into any contracts with providers that they wish; however this is not 
necessary, nor advisable, prior to the award of the contract.  The State’s interest in 
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provider contracts is in validating that they are in agreement with Title XIX and Title XXI 
rules and regulations, and that they meet all requirements of the Vendor(s) contract with 
the State.  The DHCFP does not expect that thousands of individual contracts will be 
delivered to us; however we reserve the right to demand a copy of individual contracts at 
any time. 
 


18. At 4.5.6.2, the RFP requires the Vendor to provide a sample of all base network provider 
contracts.  Are we required to submit the complete commercial base agreement with the 
Medicaid Amendment or are Vendors allowed to submit the Medicaid Amendment only? 
 
Vendors are expected to submit all necessary information to demonstrate agreements are 
complete.  
 


19. At 4.13.3, the RFP provides for subcontractors to the Vendor for this contract.  Are Vendors 
allowed to use subcontractors to fulfill the RFP requirements related to the Health Insurance 
Exchanges (e.g. to provide services and/or benefits)?  Are Vendors allowed to use 
subcontractors for the Public Employees Benefit Plan (PEBP) optional proposal 
opportunity? 
 
Yes, Vendors can use subcontractors as long as the requirements and goals of the RFP 
are met.   
 
PEBP requires all its vendors to identify any subcontractors and their role in providing 
services to PEBP prior to the subcontractor actually providing services or accessing 
PEBP data.  Subcontractors can be added during the contract as long as PEBP is notified 
and approves of the subcontractor in advance of the subcontractor providing services or 
accessing PEBP data.  PEBP also includes language regarding the security and location 
(physical, designated servers and storage devices, etc.) of PEBP data in its contracts and 
applies penalties for the use of subcontractors or movement of PEBP data without prior 
approval from PEBP.  
 


20. At 5.1.9.1.I, the RFP requests "The Company’s main product/service lines and annual 
revenues for each product/service line in 2004 and 2005."  Does the state want more recent 
data than the years specified “2004 and 2005”? 
 
Amended Language for 5.1.9.1.I:  The Company’s main product/service lines and annual 
revenues for each product/service line in 2004 and 2005 for the two most recent years for 
which full data are available. 
 


21. At 1.8, the RFP requires the Vendor must participate on the Individual Exchange of the State 
Health Insurance Exchange (HIX). This requires the Vendor to meet requirements of the 
ACA and HIX that have not yet been finalized.  Given this lack of specification, what 
options do Vendors have to remedy issues presented by State and Federal requirements 
released after Proposals are submitted? 
 
It is not expected that the vendor submit a Qualified Health Plan with the response to this 
RFP.  As stated in the second to last paragraph in section 1.8, the vendor response must 
include a statement indicating the vendor’s willingness and ability to comply with this 
section.  State staff will work with the vendor to ensure HIX standards are reasonable and 
do not create an undue burden.  If a policy is issued by the Exchange that the vendor feels 
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will substantially degrade the vendor’s ability to provide an MCO Transition QHP, the 
vendor will, within 10 business days of the public approval or announcement of a policy, 
provide in writing to the Division of Health Care Financing and Policy and to the 
Director of the Exchange, a report that clearly indicates which policy created such 
degradation, the reasons why such degradation will occur, the requirements listed in 
section 1.8 that may not be met and a suggested remedy to eliminate such degradation.  
The Division of Healthcare Financing and Policy and the Exchange will review the report 
for reasonableness and, if the report is found to be reasonable, will determine whether the 
Exchange issued policy or the RFP requirement should be changed. 
 


22. The following question relates to the State-Designated Health Insurance Exchange (HIX) at 
1.8.  The RFP mentions that there is a certain level of churn expected among enrolled 
individuals. Has the state evaluated how much churn is expected among the population? If 
yes, can the state share this information and/or data? 
 
The State-Designated Health Insurance Exchange (HIX) has not evaluated how much 
churn is expected.  However, DHCFP churn information is as follows:   
 
Managed Care/FFS Churn Counts
Source  Disposition


May  Jun  Jul  Aug 
MCO 295  MCO to FFS 737 576 755  852
MCO 65c  FFS to MCO*    7829    9428    9361     7702


* determined by number of choice letters sent for period, 
which indicates a member having a FFS segment of some 
duration prior to MCO choice and assignment


 
 


23. At 1.8, the RFP states "The QHPs offered pursuant to this requirement must meet the 
qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that 
may not meet the following standards), as described below." The following questions relate 
to the above.  How does an MCO Transition QHP differ from HIX QHP?  Please provide 
guidance on ability to provide Medicaid, MCO transition QHP and HIX QHP from one plan. 
 
Sections 1.8.5 through 1.8.10 provide requirements for MCO Transition QHPs that may 
be more stringent than those required of other QHPs. 
 


24. At 1.8.3, the RFP states "Be certified as a QHP in accordance with the criteria determined 
by the State-designated HIX".  Has this criteria been clearly defined? 
 
The Exchange is in the process of creating the certification criteria.  Policies that have 
been approved are minimalistic and generally do not place restrictions on QHPs beyond 
what is required of the Affordable Care Act.  It is expected the Board will discuss QHP 
certification processes at its November Board meeting. Advisory Committee 
Recommendations Approved by the Board can be found at: 
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http://exchange.nv.gov/uploadedFiles/exchangenvgov/Content/About/Board%20Approved
%20Recommendations.pdf 
 


25. At 1.8.5, the RFP states "Use the same provider network as is available to those eligible for 
Medicaid in addition to any network adequacy standards set by the State-designated HIX".  
Please provide guidance on ability to have variation. 
 
The intent of this section is to allow an individual to continue their relationship with a 
provider if the individual loses Medicaid eligibility and must move to QHP coverage.  
While it would be ideal to allow this same flexibility for an individual moving from QHP 
coverage to Medicaid, it is understood that network adequacy standards may require 
broader networks of QHPs than may be required of MCOs.  Further, it is understood that 
provider reimbursement rates may vary between Medicaid and the MCO Transition QHP. 
 


26. At 1.8.7, the RFP states "Coordinate prior authorizations and edit patterns for members who 
transition between the Vendor’s MCO and the Vendor’s QHP".  How does the EHB 
compare to/differ from Nevada Medicaid benefits? 
 
This information is contingent upon the Governor’s Budget and Legislative approval.  
 


27. At 1.8.8, the RFP states "Use a formulary that is similar to that of the Vendor’s MCO. If a 
drug or its generic equivalent is covered by the Vendor’s MCO but is not covered by the 
MCO Transition QHP, the MCO Transition QHP must cover that drug as it would any other 
similar tier drug (same cost sharing) for a period of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc.".  Please provide guidance on how 
“similar” will be defined. 
 
If the drug is a generic or has a generic equivalent, and that drug is not covered on the 
MCO Transition QHP, the MCO Transition QHP must cover the generic equivalent at 
cost sharing levels that are similar to any other generic drug.  If a brand drug (that does 
not have a generic equivalent) is not covered on the MCO Transition QHP, the MCO 
Transition QHP must cover the brand drug at cost sharing levels that are similar to any 
other brand drug.  If a specialty drug (that does not have a generic equivalent) is not 
covered on the MCO Transition QHP, the MCO Transition QHP must cover the specialty 
drug at cost sharing levels that are similar to any other specialty drug.  Such coverage 
must be maintained for a period of time as determined by a transition plan dictated by 
medical necessity, potential side effects, etc.  Exceptions to this requirement must be 
noted. 
 


28. At 1.8.9, the RFP states "Cover any benefit required to be covered by Vendor’s MCOs, 
which is not otherwise part of Nevada’s Essential Health Benefits package" The following 
questions relate to the above.  Has the State defined Essential Health Benefits and any other 
benefit design standards?  What efforts, if any, will the state provide to ensure members 
assigned to a plan's QHP will be assigned to the plan’s QHP transition plan or Medicaid 
plan? Or vice-a-versa? 


 
Pursuant to the Affordable Care Act, the Secretary of the U.S. Department of Health and 
Human Services designates each state’s package of Essential Health Benefits.  This 
designation has not yet occurred for any state.  Individuals who lose Medicaid eligibility 
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will be notified of their options on the Exchange.  The MCO Transition QHP designation 
may be displayed and defined on the website of the Exchange. 
 


29. At 1.8.10, the RFP states "Be priced reasonably as compared to other QHPs available on the 
Exchange. To be "priced reasonably," MCO Transition QHP premiums (before the Federal 
Advanced Premium Tax Credit is applied) must be no more than 15% greater than the 
median premium offered on the Exchange for similarly situated individuals (based on age, 
smoking status, family size and geographic location).  "The following questions relate to the 
above.  Actuarial value requirements for MCO Transition QHP – will it be the same as NV 
HIX QHP?  Premium Rates for MCO Transition – how will those be determined? 
 
MCO Transition QHPs must meet all of the requirements of any other QHP offered on 
the Exchange, including the actuarial value requirements of the associated metal tier.  
Premiums for the MCO Transition QHP will be determined by the vendor. 
 


30. The following questions relate to the Public Employees Benefit Plan (PEBP) optional 
proposal opportunity at 2. • Will there be a separate procurement issued for the PEBP or is 
this the only bidding opportunity? • Can a Vendor bid on the PEBP opportunity and not bid 
on the Medicaid Managed Care contract procurement? • Will the evaluation and award of 
the PEBP opportunity be completely separate from the Medicaid evaluation and award? 
How will the PEBP opportunity be scored as part of this procurement?  How is the PEBP 
proposal to be submitted? This is not clear in the Technical Proposal instructions. • Please 
post current State employee contracts. 
 
PEBP maintains its own RFP schedule for HMO services.  The current contracts for 
HMO services expire on June 30, 2015 (Northern Nevada) and June 30, 2016 (Southern 
Nevada).  The Optional Proposal Opportunity in this RFP represents an alternative option 
for PEBP to consider for awarding HMO services.  Depending on the responses, PEBP 
may or may not award HMO services from this RFP.  If PEBP does award a contract 
based on the responses to this RFP, it may be in addition to or a replacement of the 
current contracts.  This determination would be made by the PEBP Board.  If PEBP does 
not opt to award a contract based on the responses to this RFP, then PEBP will release its 
RFPs for HMO services on their normal schedule.   
 
A Vendor cannot propose on the PEBP opportunity and not propose on the Medicaid 
Managed Care contract procurement.  This RFP will be awarded per the scope of work 
and terms and conditions of the RFP.  Please refer to the evaluation criteria included in 
the RFP.  
 
The PEBP section of this RFP should be included as a separate stand-alone component of 
the vendor’s RFP response in such a manner that there is clear differentiation between 
the components of the vendor’s response that are directed towards the DHCFP project 
and those directed towards the PEBP project.  Since the DHCFP intends to award a 
contract or contracts from this RFP and PEBP may or may not award a contract from 
this RFP, the components need to stand on their own merit.  If a vendor chooses to 
propose on the PEBP section of this RFP then each question in the section should be 
answered in order with appropriate detail. 
 
This information is not readily available to DHCFP and PEBP.  If vendors want 
information on current state contracts they should contact State Purchasing.   
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31. At 2.2.2, the RFP states "HMO participants should have access to a comprehensive choice 


of providers within the covered service as well as outside of Nevada for emergency and 
specialized care."  Please provide data on out-of-state PEBP utilization.  Please provide 
clarification on the types of providers/specialties that are referenced in this section and 
which specific geographic service area. 
 
It is intended that the geographic service area for the HMO product be the entire State of 
Nevada (all 17 counties).  If this is not an option for the respondent, the service area must 
be clearly identified in the vendor response by Nevada County.  Under the current PEBP 
plans, a participant who resides out of state must enroll in the PPO Plan.  However, if an 
HMO participant is out of state on a temporary basis and requires medical services, they 
must have access to healthcare.  There may be a requirement to seek prior authorization if 
non emergency, but in emergency situations the HMO plan should pay the claims after 
applying their standard in-network deductibles.  Out of state utilization of HMO members 
is not readily available but is minimal.  It is intended that the HMO participants have 
access to an all-inclusive set of providers who cover the spectrum of medical fields within 
the service area defined in the vendor’s response. 
 


32. Regarding the PEBP proposal at 2, in order to provide a comprehensive quote for the full 
HMO programs with the embedded vision plan, will the State be providing the following 
information?  24 months of paid claims for medical and vision broken out by month.  Total 
enrolled membership broken out by month Large Claims over $25,000 with status and 
prognosis 2 years of rate history for both HMO plans.  Employee census; include age or 
DOB, gender, zip codes, enrollment status.  Current Evidence of Coverage for both HMO 
plans. 
 
PEBP will not be providing all of the requested information.  For plan year 2013 (July 1, 
2012- June 30, 2013) the total HMO enrollment was as follows:   
 
Northern Nevada HMO (Hometown Health Plan):  5,574 (58% Participant Only; 11% 
Participant + Spouse; 21% Participant + Children; 10% Employee + Family) 
 
Southern Nevada HMO (Health Plan of Nevada):  5,954 (60% Participant Only; 12% 
Participant + Spouse; 19% Participant + Children; 9% Employee + Family) 
 
These figures include active employees and both State and non-State non-Medicare 
eligible retirees.  Enrollment is not expected to fluctuate significantly in the upcoming two 
years unless the Board takes actions to change the significantly alter the self-funded PPO 
plan design. 
 
Migration between plans during the year without meeting certain eligibility criteria is 
prohibited per the plan document.  Monthly enrollment would only increase or decrease 
based on a qualifying event in which the participant is allowed to leave the HMO plan 
(such as moving out of the service area).  Newly hired employees may also enroll in the 
plan of their choice including the HMO.   
 
Attached are the current rates for both the Northern Nevada HMO (Hometown Health 
Plan) and the Southern Nevada HMO (Health Plan of Nevada).  There are rate caps in 
place for each year for each plan.   
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The current Evidence of Coverage documents for each plan is on the respective carrier’s 
websites which can be reached via the PEBP website at www.pebp.state.nv.us.  


HMO_Base_Rates.xl
s


HHP claims exp21 
xls.pdf  


 
 


33. Regarding the PEBP proposal at 2, in order to provide a comprehensive quote for the self-
funded dental PPO plan, will the State be providing the following information?  24 months 
of paid claims dental data, broken out by month Number of contracts and number of 
members by month to correspond with each month of paid claims 3 year history of the 
dental administrative fee, including most current year. If there are components such as 
commission and/or provider fee, please break out separately is a multi-year agreement 
desired? If so, for how long?  Have there been any changes to the dental plan in the last 3 
years? If yes, what were the changes? What was in place before? When did the change take 
effect?  Is there a census that provides all covered contracts with gender, zip code, date of 
birth and rate tier (single, sub and spouse, sub and dependent child(ren), family)? 
 
The self-funded dental plan is not part of this RFP.  This RFP is for HMO services for 
medical, pharmaceutical and vision only.  The standard PEBP benefits package includes 
dental coverage regardless of medical plan selection.  PEBP participants and their 
covered dependents will remain on the existing PEBP dental plan.   
 


34. Regarding the PEBP proposal at 2 for dental/ancillary services:  Will the State provide a 
dental census of covered employees?  Will the State provide detailed information to do a 
dental network/re-pricing analysis? This file should detail dentist taxpayer ID. number, 
city/address, billed charges, paid claims charges, ADA number, and whether or not the 
dentist is In Network or Out of Network.  Will the State provide monthly dental claims 
experience, monthly dental enrollment of covered employees/dependent 
units/families/members by month for last three years.  Does the State wish quotes on Life, 
Optional Life or Disability Coverages? Vision coverage? If so, we will need materials, 
claims experience, plans for these lines of coverage. 
 
The self-funded dental plan is not part of this RFP.  This RFP is for HMO services for 
medical, pharmaceutical and vision only.  The standard PEBP benefits package includes 
dental coverage regardless of medical plan selection.  PEBP participants and their 
covered dependents will remain on the existing PEBP dental plan.  Life, Optional Life 
and Disability Coverage quotes are not requested as part of this RFP.  Those services are 
already covered under existing contracts and are not included in the scope of work for this 
RFP.  Vision coverage should be included in the HMO plan provided in the vendor’s 
response. 
 


35. The RFP defines the "Vendor" as "organization/individual submitting a proposal in response 
to this RFP.” Please confirm that for the purposes of responding to this RFP regarding 
experience, including the reference section that the Vendor may include in their response the 
contracts held by affiliates/parent organizations of the bidding entity. For example, in 
addition to Nevada-specific experience, a Vendor may have relevant experience in other 
states through its parent and affiliate health plans. Please confirm that affiliate and/or parent 
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company experience may be represented in the responses relating to experience and 
qualifications in the proposal. 
 
For the purpose of this RFP, references, qualifications and experience must be for the 
vendor (organization/individual) submitting the proposal and not affiliates or parent 
companies unless specific sections refer to parent organizations.  See Questions #188, 
#189 and #190.  
 


36. Please confirm that deliverables identified for the Vendor in the Scope of Work (Section 4) 
should be provided during readiness review unless a timeframe is specified. 
 
Yes. 
 


37. Section 1.14, page 5, requires bidders to have a license in all "mandatory managed care 
counties." Should DHCFP choose to expand the geographic area of the program, please 
confirm that awarded vendors would be given the opportunity to obtain a certificate of 
authority in additional counties at that time? 
 
Yes. 
 


38. Section 1.2. Please confirm the geographic service areas for enrollment purposes. Will 
DHCFP publish a list of the zip codes in urban Clark and Washoe county service areas? 
 
The information is available in Excel format upon request by contacting the Purchasing 
Division’s designee, Gail Burchett, by e-mail at gburchett@admin.nv.us. 
 


39. Section 1.8.5. Please clarify the meaning of “same provider network as is available to those 
eligible for Medicaid.” Would the bidder meet this requirement if it met the State-designated 
Health Insurance Exchange (HIX) or Medicaid program network adequacy requirements and 
at least offered HIX participation to its Medicaid network providers, including significant 
traditional Medicaid providers? Bidders may need to amend provider contracts to add the 
HIX programs. Some Medicaid network providers may decline to participate in a bidder’s 
HIX network or demand reimbursement that does not allow the bidder to meet the section 
1.8.10 premium requirements. As such, bidders may not be able to guarantee the exact same 
network for HIX networks as for Medicaid. 
 
An MCO Transition QHP must meet all of the requirements of any other QHP, including 
the network adequacy standards of the Exchange and the Division of Insurance.  
Exceptions to requirements of section 1.8 of this RFP that exceed the requirements of 
QHPs must be clearly indicated. 
 


40. Please define what is intended by the requirement included in 1.8.7 which requires the 
Vendor to “coordinate edit patterns” for members who transition to the Vendor’s Managed 
Care Organization (MCO) and the Vendor’s Qualified Health Plan (QHP). Please define 
“edit patterns.” 
 
Edit patterns means any plan exception made for an individual in relation to an episode of 
care to allow the individual to receive appropriate cost effective medical care. 
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41. Please clarify the following regarding Section 1.8.9:  Section 1.8.9 requires that the Vendor 
continue to cover certain benefits that would not otherwise be part of Nevada’s essential 
health benefits package for a certain period of time. Please confirm this understanding. 
Additionally, please confirm that the benefits to be continued would not include coverage of 
cost-sharing such as co-payments and deductibles. If cost-sharing is to be included in the 
benefits to be continued, we strongly recommend that the State reconsider the provision in 
1.8.10 which would limit the premium for the Transition QHP to no more than 15% greater 
than the median premium offered on the exchange. • It is our understanding that Section 
1.8.9 specifically applies only to those individuals who are enrolled in the Vendors’ MCO 
and transition to the Vendor’s Transition QHP. Please confirm that our understanding is 
correct. 
 
The requirements of 1.8.9: 
 


1. Apply only to individuals who lose Medicaid eligibility and become eligible for the 
MCO Transition QHP for a length of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc. 
 


2. Apply only to services that are covered and do not apply to cost sharing.  Cost 
sharing for such services should be similar to cost sharing of other similar services 
that would otherwise be covered by a QHP. 


 
It is expected that the Essential Health Benefits package for Medicaid will be very similar 
to that of the individual market and will likely represent little to no increase in cost 
compared to other QHPs.  The State will work with the vendor on the habilitative 
coverage category.  Exceptions to requirements of Section 1.8 of this RFP that exceed the 
requirements of QHPs must be clearly indicated. 
 


42. Section 1.8.10. What data will be made available to price the plans required under the health 
care exchange? Will there be a limit on administrative load? 
 
MCO Transition QHPs are required to follow all requirements of the Affordable Care 
Act, the Division of Insurance and the Exchange that pertain to the individual market, 
including the 80% Medical Loss Ratio cap.  The State has no data to price the MCO 
Transition QHPs, nor does it have data to price any other QHPs. 
 


43. Section 2.4. Is the State's intent with the Public Employees’ Benefits Program (PEBP) 
option to add a third vendor to serve the program with the two current incumbents, or is the 
State continuing with two health plans to serve PEBP recipients and may consider 
respondents of this RFP to possibly supplant incumbents? Will additional points be provided 
to, or will the State look more favorably on, respondents that choose to submit this optional 
proposal? 
 
The Optional Proposal Opportunity in this RFP represents an alternative option for 
PEBP to consider for awarding HMO services.  Depending on the responses, PEBP may 
or may not award HMO services from this RFP.  If PEBP does award a contract based on 
the responses to this RFP, it may be in addition to or a replacement of the current 
contracts.  This determination would be made by the PEBP Board.  If PEBP does not opt 
to award a contract based on the responses to this RFP, then PEBP will release its RFPs 
for HMO services on their normal schedule.  Should PEBP choose to award a contract to 


Tab IV - Amendment 1 Signature Page


IV-14







Amendment 1 RFP 1988 Page 15 of 46 
 


a vendor (or vendors) resulting from this RFP, the contract termination notices with its 
current vendors would be honored.  There is no scoring advantage given to vendors who 
include the PEBP option in their response.   
 


44. Please clarify the following regarding Section 4 (Scope of Work):  Section 4 references the 
potential expansion of the contracts to the Aged, Blind and Disabled (ABD) population. 
Please explain whether this would also include an expansion to other geographic areas in the 
State. How will the vendors selected under this contract relate to the vendor and program 
enrollees in the Care Management Organization which was procured earlier this year?  May 
vendors build in a separate line item for PPACA costs that may differ depending on whether 
PPACA moves forward, or if there is repeal and replace scenario?  If there is a change to 
PPACA requirements that are known to-date that significantly change the administrative 
work involved, will the administrative load be revisited?  Will the administrative load be 
revisited if the ABD population is included in the covered populations, or will the same 
administrative load be used? 
 
There are no current timelines or plans for the expansion of contracts to the ABD 
Population.  See Question #75 related to Care Management Organization.  There is no 
additional information to provide at this time regarding the ABD population.  
 


45. Section 4.2.2. It is our understanding that several of the covered services included in Section 
4.2.2 represent new and expanded covered benefits under the contract. Please confirm that it 
is the intent of the DHCFP that the following services should be covered by the MCOs; 
intensive outpatient treatment, alcohol and substance abuse treatment, hospice, orthodontia, 
habilitation and medication management, methadone treatment, nursing facilities. 
 
Yes.  On orthodontia (age-specific criteria applies, see Medicaid Services Manual 1000) 
 


46. Section 4.2.2.24.D. This section lists several types of Mental Health Services that are 
covered by the Vendor. One of the types listed for Mental Health Services is “services,” 
which is included as item D. Please define what these “services” are. 
 
4.2.2.24, Mental Health Services, should be amended to read: 


 
A. Inpatient Psychiatric Hospital; 
B. Mental Health Outpatient Clinic; 
C. Mental Health Rehabilitative Treatment 
D. Services;  
E. D. Psychologist; 
F. E. Outpatient Psychiatric  
G.F. Residential Treatment Center (RTC) 
H.G. Case Management 
I. H. Habilitation services:  Instrumental Activities of Daily Living (IADL)/Activities of 


Daily Living (ADL); and 
J. I. Medication Management 


 
 


47. Section 4.2.3. Habilitation and Medication Management are listed under covered Mental 
Health Services. Please confirm the populations that would be eligible to receive these 
services. 
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All recipients eligible for the Managed Care program are eligible for all covered medically 
necessary services.  
 


48. Section 4.2.8 indicates that the Vendor must reimburse providers and coordinate Activities 
of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL) for CSHCN. 
Please confirm the populations that would be eligible to receive these services. 
 
All recipients eligible for the Managed Care program are eligible for all covered medically 
necessary services.  
 


49. Section 4.3.10.3. This paragraph appears to envision members transitioning between the 
MCO and the HIX. Is the intent of this section to clarify transition planning between the 
MCO and the MCO's qualified health plan or to/from other HIX plans? If the intent is to 
transfer to other HIX plans, please describe the process whereby the receiving health plan 
obtains information and details about the services the member had been receiving in the 
prior plan. 
 
A person may change eligibility status during a care episode.  That person may then be 
eligible for Exchange coverage or other non-exchange coverage to include individual and 
employer based coverage.  The Vendor should have a procedure in place to notify any 
insurance carrier or plan of relevant patient information.  This assumes the Vendor is 
notified which organization has assumed responsibility for the individual’s coverage.  The 
Exchange may facilitate the transfer of information by informing the Vendor in which 
QHP the individual has enrolled, if allowed by law.  The Exchange will never take 
possession of any PHI. 
 


50. In Section 4.5.5.5 please confirm that when a new member is identified through our initial 
health risk screening assessment, a comprehensive assessment should be performed on those 
members identified with a need. This assessment is then performed within 90 days of 
enrollment to further determine case management and other services. 
 
Confirmed. 
 


51. Section 4.7.2.5.C. Dental Sealants, a HEDIS-like measure, are no longer reported to 
DHCFP. Is it the intent of the State to reinstate reporting the percentage of members ages 6-
14 with at least one dental sealant during the year? 
 
See Question #5. 
 


52. Section 4.8.5.7.A. We understand that within the written description of the IQAP, we are to 
include the method for performing provider reviews. Please clarify the specific elements 
listed in Section 4.8.5.7.A and B that we are to address, especially the meaning of element 
B. “to health professionals and Vendor staff regarding performance and patient health care 
outcomes.” 
 
4.8.5.7 B. should be amended to read:   
 
Feedback to health professionals and Vendor staff regarding performance and patient 
health care outcomes.  
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53. Section 4.8.6.2. Item number 6 notes that Vendors must conduct PIPs that focus on 


utilization of ambulatory care. However it is our understanding that DHCFP will direct the 
MCOs with regard to the PIPs that must be implemented. Please explain how this provision 
relates to the PIPs determined by DHCFP. Are these PIPs in addition to the required two 
PIPs or component parts of them? 
 
Section 4.8.6.2.c.3 states that the “Vendor will be required annually to conduct and report 
on a minimum of two PIPs.” It is expected that the vendor will maintain a robust quality 
improvement program and structure that enables ongoing evaluation of services such that 
the Vendor can identify opportunities for improvement and implement targeted strategies 
to improve the quality of services and health outcomes of the Vendor’s population. Thus, 
it is expected that the Vendor will have its own internal performance improvement 
projects (PIPs) underway at any given time. In addition to the internal performance 
improvement projects performed by the Vendor, DHCFP will require the Vendor to 
annually conduct and report on a minimum of two PIPs, which will be submitted to 
DHCFP’s external quality review organization (EQRO) for validation. DHCFP will 
provide instruction on the PIP topics to be submitted to the EQRO for validation.  
 


54. Section 4.8.13.6. Please describe what is envisioned by the inclusion of recipient satisfaction 
surveys in the credentialing process. Current CAHPS surveys do not identify providers 
specifically or tie to the provider in any way so it is difficult to understand how vendors 
would implement this requirement. 
 
As part of the Recredentialing process, the Vendor is expected to consider other data that 
would weigh into the decision to recredential a provider. This includes recipient 
satisfaction surveys. CAHPS surveys are not specifically mentioned in the RFP as the type 
of survey the Vendor would use to obtain more information about recipients’ satisfaction 
with a particular provider. 
 


55. Section 4.8.18.2.B requires a "comprehensive" assessment on all new members within 90 
days of enrollment and further describes in detail the qualifications of the individuals who 
may conduct the assessment. These requirements appear to be included in the context of the 
potential of new populations such as the aged blind and disabled members and/or members 
with complex chronic conditions and yet many of the members eligible for the program will 
be healthy children and adults. Please confirm that MCOs may meet this requirement by 
conducting an initial health risk assessment to determine whether an extensive 
comprehensive assessment is necessary and appropriate. 
 
Refer to section 4.8.18.1.A for initial health risk assessment.  
 


56. Section 4.8.18.2.D. The last paragraph of this section notes that the Vendor must honor 
ongoing care treatment plans for members transferred from another Medicaid Vendor, a 
State designated HIX plan or other existing care treatment plans. Please explain how the 
MCOs will receive information about existing care and treatment plans for these members. 
 
The vendor should propose methods based on medical necessity. 
 


57. Section 4.8.18.4. Please confirm that Vendors should use their own stratification and 
identification methods to identify the members who can most benefit from case 
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management. The list included in 4.8.18.4 appears to show conditions that would be likely 
to trigger the need for Case Management, but may not be the sole reason for case 
management services. As we understand the requirements, the vendor should build 
processes and protocols to ensure that members who need case management services will 
get them. 
 
Yes. 
 


58. Section 4.8.18.4. Item J includes Members in Supportive Housing. Please define the 
population envisioned to receive services under this provision. 
 
Refer to Section 2103.5 of the Medicaid Services Manual located on the DHCFP website. 
 


59. Section 4.8.20.3 notes that the Vendor must have linkages between these functions and the 
quality assurance program. Please explain what is envisioned under the "Benefits Redesign" 
line item. 
 
MCOs are required to provide and make available a minimum set of services determined 
by Federal and state requirements. If the Vendor were to offer benefits that were above 
and beyond the contractually required benefits offered to recipients (such as 2nd pair of 
glasses or contact lenses), then we would want to see that changes to benefits (or benefits 
redesign) are linked to data uncovered as part of their ongoing QA activities.  
 


60. Section 5.1.10.1.E states that the respondent must “Provide the names, résumés, and any 
additional pertinent information regarding key personnel responsible for performance of any 
contract resulting from this RFP. Section 5.4 is also requesting that “a resume must be 
completed for each proposed individual on the State format provided in Attachment G 
Proposed Staff Resume, for key personnel to be responsible for performance of any contract 
resulting from this RFP.” Please confirm that respondents should submit resumes of key 
personnel in response to both Sections (5.1.10.1.E and 5.4), or should respondents submit 
the resumes in one place or the other and not both? 
 
5.1.10.1. E states:  “This information must be included in vendor’s technical response to 
the RFP.”  Technical response information for résumés is submitted under Attachment G, 
same as note in Section 5.4. 
 


61. Section 5.1.11.4. Please provide further clarification and the definition of sole source 
subcontracts as included in "benefits services." Would sole source refer to those contracts 
between the vendor and a category of service provider for which there are no alternative 
providers identified? 
 
This refers to exclusivity agreements.  For example if you have or intend to have an 
arrangement with a single hospital in Washoe County and negotiate a price with them 
based on 100% of your book of business, effectively freezing out all other hospitals in 
Washoe County or an agreement with a provider or facility to only access your plan 
(emergencies being the obvious exception) then the DHCFP expects to be aware of this 
arrangement.  This applies across the board to all provider and facility types. It also 
extends beyond the original proposal and should be considered an ongoing requirement 
for the duration of the vendor’s contract with DHCFP. 
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62. Section 5.1.11.6.D. Since the covered populations are those eligible under the TANF and 
CHIP programs for which there is no patient liability, please explain under what 
circumstances the Vendor would be determining and collecting patient liability. 
 
Subrogation.  
 


63. Section 5.2.1.4 Requires vendors to submit the same information for any proposed 
Subcontractor as included in Section 5.1, Vendor Information. Is the intent of this section to 
require Vendors to submit items 5.1.1 through 5.1.12 for all subcontractors OR is the intent 
that Vendors submit items 5.1.1 through 5.1.8 up to Corporate Background section? 
Sections 5.1.9. through 5.1.12 would largely be not applicable to a subcontractor which 
would typically provide only a particular service or small subset of services under the 
contract. Additionally, the full list of items included in 5.1.1 through 5.1.12 is extensive and 
will result in a huge volume of material for Vendors with even a few subcontracts. 
 
The State requires a response from each subcontractor for items 5.1.1 thru 5.1.12.  The 
State acknowledges that the volume of information may be extensive; however the 
information is necessary to make informed decisions. 
 


64. Sections 5.3 and 5.1. Please confirm that Vendors may seek business references from the 
customers of their affiliates and other entities in the corporate family. 
 
Yes. 
 


65. Section 10.1.5 states that the respondent must place written responses "immediately 
following the applicable RFP question, statement and/or section." Does the State expect 
respondents to include all requirement language in our responses for Tab VI - Scope of 
Work (Section 4) and Tab VII - Company Background and References? For the Scope of 
Work, there are 141 pages of requirement language alone and including this material in the 
final response will greatly increase the volume of pages and material. 
 
The State expects the vendors to follow the format requirements as listed in the RFP this 
includes Section 10.1.5.   Sections of the RFP that are vendor informative only may be 
redacted. Responses must follow the format of the RFP. 
 


66. Section 10.2.2.6. In responding to the Tab VI Scope of Work (Section 4), are respondents 
expected to simply affirm their ability to meet each requirement, or is the State expecting 
more detail in how respondents will meet each requirement? 
 
Vendor is expected to provide appropriate information to demonstrate how they will meet 
each requirement.   
 


67. Attachment I. The posted Forms and Reporting Guide does not include all the items 
referenced in this section. Will DHCFP post complete Forms & Reporting Guide? 
 
Note tabs on the Attachment I on the Excel workbook.  
 


68. Attachment O. How will the administrative load change after the first year? Will the same 
percentage load be applied to each year? If so, will the administrative load be a percentage 
of premium or on a per member per month basis. 


Tab IV - Amendment 1 Signature Page


IV-19







Amendment 1 RFP 1988 Page 20 of 46 
 


 
The administrative rate is a percentage of the premium. The rate may change from year to 
year, and will be determined by actuarial assessment within a sound range of age/gender 
cohort rates, applied risk assessment, and other industry standard factors. 
 


69. Attachment O. Is there a detailed format to be used for the cost proposal? How will the cost 
proposal be weighted in the final scoring of the bid? 
 
State purchasing rules dictate that scoring methodology, weights, etc, are not released 
until a Notice of Award is made.  Attachment O has cost proposal format.  
 


70. Please confirm that vendors should describe their value-added benefits (VAB) in response to 
5.1.11.1 with key information such as description, benefit limits, and eligibility categories. 
Please confirm also that VAB costs should be excluded from the cost proposal. 


 
Yes, to both.  
 


71. Section 1.8: This provision appears to require vendors offering the Silver and Gold health 
plan on the Individual Exchange to cover benefits for a period of time when a member 
transitions into the health plan. Please describe the process that will facilitate giving the HIX 
health plan information and details about the member's condition or existing services to be 
considered for a transition plan. 
 
See Question #49. 
 


72. RFP Section 10.1.5 states that “Written responses must be in bold/italics and placed 
immediately following the applicable RFP question, statement and/or section.” Are 
respondents expected to include section headings and narrative headings in bold/italics as 
well? We recommend allowing for headings to be in font styles other than bold/italics to 
make it easier for evaluators to differentiate headings from the narrative of the written 
response. 
 
Responses shall be as requested in the RFP. 
 


73. Regarding Section 1.1. Is there the possibility that the state will award Medicaid contracts to 
three MCOs instead of two due to the pending membership growth from ACA reform and 
the likelihood of the state adding more populations and/or geographic areas? 
 
No. 
 


74. Section 1.1 Does the covered population include Dual Eligibles? 
 
No. 
 


75. Section 1.1 If the state adds more populations and/or geographic areas to the MCO program, 
will the new proposed Care Management Organization (CMO) model still operate for those 
populations and/or geographic areas? If so, please explain how enrollment and auto-
assignment processes would work when both the MCO and CMO models are options. 
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Current populations eligible for the MCO program are not eligible for the CMO Program.   
CMO population is specifically for FFS.  
 


76. Section 1.1.4 For the Benchmark Plan: What is the legislative bill #? What is the expected 
date for passing the legislation? Is there a working document available for review? 
 
This information is contingent upon the Governor’s approval of the expanded population, 
and subsequent budget and possible legislative approval.  There is no bill number at this 
time.  There are no working documents available for review.  
 


77. Section 1.3.2.5 Please define "shadow claims". 
 
Encounter claims; claims collected but not paid by DHCFP. 
 


78. Section 1.4.2.1 Please verify that mental retardation is a covered benefit under this contract 
that the MCOs are responsible for managing the benefit, and will be at risk for costs of care. 
 
Mental retardation is not a benefit. 
 


79. Regarding Section 1.6.2.  If a Vendor includes a caveat to the RFP language in either the 
technical proposal or the cost proposal (Attachment O) does this section mean that the RFP 
language overrides that caveat? 
 
Any exceptions proposed should be clearly listed in the exceptions to the RFP Section.  
 


80. Regarding Section 1.8.  What are the timeframes for establishing Qualified Health Plans 
such as a readiness review? 
 
It is expected carriers will begin submitting QHPs to the Nevada Division of Insurance for 
rate review and certification on March 1, 2013.  It is expected the vendor will work with 
DHCFP to determine appropriate timelines for additional review. 
 


81. Regarding Section 1.8. In the layout of the response for the RFP, where would the response 
for the willingness to comply with section 1.8 needs to be placed? 
 
Directly following the paragraph that requires such response. 
 


82. Section 1.8 What are the HIX requirements for the State of Nevada? 
 
See www.exchange.nv.gov. 
 


83. Regarding Section 2. If a Vendor chooses to bid on the PEBP optional opportunity, what is 
the process for bidding on it? What are the components that must be submitted and how 
should they be submitted? 
 
The PEBP section of this RFP should be included as a separate stand-alone component of 
the vendor’s RFP response in such a manner that there is clear differentiation between 
the components of the vendor’s response that are directed towards the DHCFP project 
and those directed towards the PEBP project.  Since the DHCFP intends to award a 
contract or contracts from this RFP and PEBP may or may not award a contract from 
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this RFP, the components need to stand on their own merit.  If a vendor chooses to bid on 
the PEBP section of this RFP then each question in the section should be answered in 
order with appropriate detail.   
 


84. Regarding Section 2. Is the PEBP opportunity limited only to Vendors who bid on the 
Medicaid opportunity? 
 
Yes. 
 


85. Regarding Section 2.  Can further information be provided for the requirements of the 
optional proposal opportunity? 
 
This question is not specific enough for PEBP to answer.  See additional clarifications in 
responses to questions 19, 30, 31, 32, 33, 34, 43, 83 and 88.   
 


86. Regarding Section 2. In the layout of the response, where would the optional proposal 
opportunity for Section 2 be placed? 
 
Section 2. 
 


87. Regarding Section 1.8.10.  Is there a format or preference for the sample transition plan for 
drugs and services? 
 
No. 
 


88. Regarding Section 2.  If the state were to reserve the right to initiate service at an earlier 
date, how early could that be prior to the 7-1-2013 date? 
 
Amended Section 2.3:  
 
The effective date of the contract resulting from this RFP is anticipated to be July 1, 2013. 
; however, the State reserves the right to initiate service at an earlier date.  The contract 
term will be Four (4) years with a possible one (1) year extension.  No contract is deemed 
effective unless and until approved by the Nevada State Board of Examiners (NRS 
284.1729).  
 


89. Regarding Section 2.3. Does the right to change effective start date to an earlier date only 
apply to Section 2/Optional Proposal? 
 
See Question #88.  
 


90. Regarding Section 4.5.3.3. Will the state provide a list of “Essential Community Providers” 
falling under subsections A, B, C, J, K, and N? 
 
4.5.3.3 Essential Community Providers should be amended to: 
 
Examples of Essential Community Providers are listed in Attachment N.  An essential 
community provider is defined as a provider:   
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91. Regarding Section 3.  Are there more specific SMI and SED definitions including the level 
of “qualified provider” required to make this assessment and the range of diagnoses or 
conditions included? Are there specific forms used in administering the assessment? 
 
Refer to Section 400 of the Medicaid State Manual for provider information on SMI/SED 
and assessment.  
 


92. Regarding Section 3.  Are network providers and facilities in the MCO's network considered 
subcontractors? 
 
Section 3 is the Acronyms/Definitions section of the RFP.  The definition given for 
subcontractors is as follows:  “Third party, not directly employed by the contractor, who 
will provide services identified in this RFP.  This does not include third parties who 
provide support or incidental services to the contractor.”  If medical services are being 
provided as part of this contract, and those will be provided by a physician / hospital, etc., 
then this would mean they are a subcontractor.  That having been said, there are 
situations throughout the RFP where it is specifically stated that subcontractor 
requirements do not apply to medical providers.  The vendor should evaluate each 
requirement individually.  The part of the definition that says “This does not include 
third parties who provide support or incidental services to the contractor” is addressing 
janitorial services, landscapers, the company who delivers your bottled water, etc. 


 
93. Regarding Section 4.  Please provide the zip codes for urban Clark and Washoe counties. 


 
See Question #38. 
 


94. Regarding Section 4. Regarding the requirements of the ACA, can the wording be adjusted 
to clarify that Vendors only have to meet requirements relevant to functioning as a Medicaid 
MCO? 
 
In this particular section of the RFP the ACA requirements pertain only to this contract, 
therefore vendors only have to meet these requirements relevant to functioning as a 
Nevada Medicaid/ Nevada Check Up MCO.  To be clear, the State does not have an 
interest in the vendor’s commercial business, but we do not limit this requirement to only 
Title XIX recipients. 
 


95. Regarding Section 4. This section states that at the sole discretion of the DHCFP, the 
contract may be expanded to include services to Medicaid Aged, Blind, and Disabled 
recipients and that the DHCFP and the Vendor will negotiate mutually agreed on, actuarially 
sound capitated payment rates for the expansion at least 90 days prior to the effective date. 
What happens in the event that the DHCFP and the Vendor cannot come to a mutual 
agreement that rates for the expansion are actuarially sound? Can a Vendor opt not to 
participate in the expansion if they cannot reach agreement? 
 
The vendor cannot opt out of this requirement.  Rates are set by an independent actuarial 
firm under contract to DHCFP.  The rates must be determined to be actuarially sound by 
CMS.  If CMS determines the rates are sound then the vendor must accept this business.  
Any negotiations will be within an actuarially sound range and may not go outside that 
range.  This is exactly the same arrangement for the rest of the business with DHCFP; the 
State will never go outside of an actuarially sound range, neither higher nor lower, as 
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determined by our contracted actuarial firm.  To be clear this applies to TANF / CHAP 
and Nevada Check Up capitation payments, and it is always the State’s actuary who will 
set the rate, never the vendor’s actuary.  However, we encourage active participation by 
the vendors actuary during the rate setting period to point out any anomalies they feel 
should be considered. 
 


96. Regarding Section 4. Please confirm that any increase in costs to a Vendor related to 
payments to providers would be included as an adjustment to the capitation rate for actuarial 
soundness. 
 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; and, no, not “any” increase in cost to a Vendor 
would necessarily be included as an “adjustment” to the capitation rate, though increases 
in cost to a Vendor are indeed part of the rate development process. 
 


97. Section 4, 4th paragraph Does ‘urban area’ as referenced have the same geographical 
definition as the Division of Insurance’s use of ‘urban’ in stating the service area on an 
insurer’s Certificate of Authority? If not, please explain or list the difference(s). 
 
As used in this RFP, “urban area” means not rural or frontier and it is determined by zip 
code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not 
required to establish a provider network in any rural / frontier areas, nor are they 
required to serve any recipients who live in rural / frontier areas but could travel into an 
urban area.  Whether or not this matches the DOI Certificate of Authority definition is of 
no relevance to this proposal; however this does not excuse any vendor from meeting all 
DOI requirements. 
 


98. Section Last paragraph. What is the notice timeframe for the addition of services, if 
applicable? 
 
Section not defined, cannot respond.  
 


99. Section 4.2.1.4 As long as the MCO’s definition of “medically necessary services” is not 
more restrictive than the State, can the MCO utilize different authorization requirements 
than what is used by the State? 
 
The MCO can utilize different authorization requirements than what is used by the State, 
as long as they are not more restrictive.  It is important to note, though, that any services 
not covered by Medicaid will not be considered in future rate setting and should be 
considered as having been provided at the sole expense of the MCO.  For instance, you 
can offer infant circumcision to your Medicaid recipients but this is at your sole expense.   


 
Future rates will not be set using a “cost plus” methodology where an MCO would benefit 
from being inappropriately generous with their authorization requirements and profiting 
from an administrative markup on higher than necessary costs.  For instance if the State 
allows 10 units and you consistently authorize 30 units you may find that your costs will 
exceed your compensation.  On the other hand if by authorizing 30 units you achieve 
improved health outcomes then you might benefit financially from that decision. 
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100. Section 4.2.1.6 Please provide examples of circumstances where DHCFP would request the 
removal of a prior auth requirement. What information would the MCO be required to 
provide to DHCFP to make that decision? 
 
A decision during a fair hearing that contradicted the decision of an MCO and/or 
transition from FFS prior authorization to a managed care organization.  
 


101. Section 4.2.1.6, paragraph 3.  What criteria would the State utilize in removing prior 
authorization requirements? If the MCO could show financial impact on these changes, 
would the cap be adjusted mid contract/cycle? 
 
See Question #100; and No.  
 


102. Section 4.2.1.6. Does the MCO have the ability to implement authorization 
requirements/edits that are different than the fee-for-service program? 
 
The Vendor shall coordinate prior authorizations and edit patterns with those used in the 
fee-for-service program. 
 


103. Section 4.2.1.6.  Are the edit patterns available for those used in the fee-for-service 
program? 
 
Yes. 
 


104. Section 4.2.1.7.  Does the contracted provider network need to be submitted with the RFP? 
 
No. 
 


105. Section 4.2.1.7 Does the provider network supported by written agreements include Letters 
of Intent (LOIs) and Letters of Agreement (LOAs)? 
 
Yes. 
 


106. Section 4.2.1.7 item B.  Is there a listing of providers that currently do not accept Medicaid 
that could be provided by the state? 
 
No. 
 


107. Section 4.2.1.8 C.  Can the MCO limit the time period a member can use his/her current 
provider if an appropriate in-network provider is available? 
 
Yes. 
 


108. Section 4.2.1.8 Item A.  What type of provider is considered a state-operated clinic PCP? 
 
PCP clinic’s that are operated by the State of Nevada.   
 


109. Section 4.2.1.8 Item A.  What type of specialist does the state consider a PCP? 
 
Any specialist can be a PCP based on medically necessary conditions.  
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110. Section 4.2.2.24.d.  The list of Mental Health Services on page 45 includes: “D. Services”; 


Please verify that this is a typo. 
 
See Question #46. 
 


111. Section 4.2.2.29.  Does services rendered by an optometrist/optician include both medically 
necessary vision and routine vision services? 
 
Yes. 
 


112. Section 4.2.2.31.  What is considered as Personal Care Aide? 
 


See State Medicaid Services Manual Chapter 1402 Personal Care Aide Program.  
 


113. Section 4.2.2.47.  Please define court ordered treatment. 
 
This refers to court orders for treatment issued by a court in Nevada.  This will usually 
involve children and adolescents and ordered by a family court.   
 


114. Section 4.2.2.47.  Is the Vendor obligated to pay for court ordered services if they are not 
considered a covered service by the State or the Vendor? 
 
The vendor is obligated to reimburse medically necessary services that are within the State 
Plan and/or Managed Care contract if the recipient is eligible for Medicaid or Nevada 
Check UP.  
 


115. Section 4.2.3.1 Will the State provide identifiers on the eligibility file that indicate if the 
member is Native American? Are there other cultural/ethnic or race indicators on the 
eligibility file? 
 
Yes, to both.  


 
116. Section 4.2.3.3, 4th paragraph.  Please confirm if the current School District contracts will 


be maintained by the State or if the MCO will contract directly? Are there any contract 
nuance requirements such as exemption from co-pay, co-insurance, exemption from prior 
authorization or UM requirements, etc.? 
 
The current School District contracts will be maintained by the State; the MCO will not 
contract directly.  Since the MCO will not be part of these contracts there are no contract 
nuance requirements that the MCO needs to be aware of. 
 


117. Section 4.2.3.8.  What are the MCO’s alternatives if a member or member’s parent/guardian 
refuses to authorize an assessment for SMI or SED? 
 
The MCO will continue to case manage the recipient.  
 


118. Section 4.2.4 For Title XIX children, the Vendor is responsible for reimbursement of all 
medically necessary services under EPSDT whether or not the service is in the State Plan. 
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Will the cost of these services be included in the capitation revenue to the Vendor from 
DHCFP? 
 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; increases in cost to a Vendor are indeed part of 
the rate development process, and medically necessary EPSDT services would of course 
be accounted for in that process. 
 


119. Section 4.2.7.  What clinical guidelines may the Vendor use for developing the PDL? 
 
Refer to Chapter 1203.1A for coverage and limitations and Medicaid Operations Manual 
(MOM) Chapter 200 for Pharmacy & Therapeutics (P&T) Bylaws. 
 


120. Section 4.2.7 – general.  Are there prescription program benefits that limit number and/or 
type of prescriptions that can be filled per month? 
 
Refer to Medicaid Services Manual Chapter 1200. 
 


121. Section 4.2.7 – general.  Are all recipients entitled to the same prescription drug coverage 
benefit? Or does it vary based on medical assistance category? 
 
All recipients are entitled to the same prescription drug coverage benefit. 
 


122. Section 4.2.7 – general. May the Vendor define/determine what constitutes a specialty 
pharmacy product and must this definition be approved by the state? 
 
The vendor is expected to offer pharmacy benefits that mirror or exceed Medicaid FFS. 
 


123. Section 4.2.7 – general. Is the Vendor permitted to utilize a preferred specialty pharmacy for 
designated pharmaceuticals? 
 
Yes, however this pharmacy must be readily accessible to all of the plan’s members. 
 


124. Section 4.2.7 – general. Are there specific therapeutic categories of drugs that have 
mandated coverage rules? e.g. all HIV drugs must be on the PDL and may not require prior 
auth. 
 
Refer to Medicaid Services Manual Chapter 1200.  The vendor is expected to comply with 
NRS 422. 
 


125. Section 4.2.7 – general. Are the pharmacies that process prescription drug claims for 
Medicaid recipients required to have any additional or specific Medicaid registration with 
the state or are their usual NPIs acceptable? 
 
They must be enrolled as a Nevada Medicaid provider. 
 


126. Section 4.2.7 – general. Are there Medicaid recipients who reside outside the state where 
they may need to receive pharmacy services, such as, but not limited to, foster children in 
homes outside Nevada? 
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Yes. 
 


127. Section 4.2.7 – general.  Will Vendors be able to determine the prescription drug benefit 
design, such as days’ supply per fill, maintenance quantities, co-pays, refill too soon logic? 
 
Vendors may propose their drug benefit design, but should consult the Medicaid Services 
Manual Chapter 1200.  However, they may not be more restrictive than FFS and may not 
have co-pays. 
 


128. Section 4.2.7 – general.  For decisions on the medical necessity of a prior authorization for 
prescription drugs, may these decisions be determined by a qualified health care professional 
or must the decision be rendered by a medical director? 
 
Approvals may be made by an appropriate, qualified, licensed health care professional; 
denials may only be made by a licensed physician. 
 


129. Section 4.2.7 – general. For outpatient prescription drugs for the treatment of substance 
abuse, are they considered a behavioral health benefit or are they to be covered as part of a 
member's prescription drug benefit? 
 
What to consider these is entirely a decision of the vendor and may not be the same in 
every situation.  However, may never be less than FFS.  
 


130. Section 4.2.7 – general. For outpatient drugs to treat substance abuse disorders, are they 
covered for just the period of detox to prevent withdrawal or is maintenance therapy to be 
covered? 
 
Whatever is medically necessary. 
 


131. Section 4.2.7 – general. For outpatient drugs for maintenance of substance abuse disorder, 
are there limits in quantity, duration or scope to which a Vendor must cover this therapy? 
 
Whatever is medically necessary. 
 


132. Section 4.2.7 – general. If the Vendor may establish its own formulary/PDL based on 
clinical criteria, may the Vendor also establish its own prior authorization criteria and 
quantity limits for drugs on that PDL? 
 
Yes, based on best practice or evidence based practice standards. 
 


133. Section 4.2.7 – general. Is the Vendor required to gain approval of the individual prior 
authorization criteria from the state prior to use? 
 
No, as long as it is based on best practice or evidence based practice standards. 
 


134. Section 4.2.7 – general.  If the Vendor is required to get its prior auth criteria approved, 
through what process is this accomplished? 
 
The process of review for the prior authorization criteria would be in the Readiness 
Review. 
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135. Section 4.2.7.  May the Vendor’s transition of care policy for prescriptions be based solely 


on medical necessity and process of the Vendor or does the state have specific guidelines for 
this process, e.g. day supply and transition duration etc.? 
 
This RFP does not require any specific guidelines other than best practice or evidence 
based practice standards. 
  


136. Section 4.2.10.4.  How are FQHC wrap around payments currently handled and what is the 
expectation for the MCOs and wrap around payments with this contract? 
 
DHCFP is responsible for FQHC wrap payments; MCOs will be responsible for quarterly 
reporting on FQHC/RHC activity. 
 


137. Section 4.2.11.1 D. Is the DHCFP’s ability to require removal of the prior authorization 
requirement for various procedures based on reported approval data and any other relevant 
information limited to OB Global payments? 
 
No. 
 


138. Section 4.2.11.3.  Do Maternity Encounters need to be sent as a separate encounter file? 
 
No. See http://www.medicaid.nv.gov/providers/edi.aspx. 
 


139. Section 4.2.11.5.  Will the adjustment to the capitation payment be equivalent to what the 
Vendor will need to pay to providers? 
 
This is a risk-based contract; in some instances, Stop/loss claims for example, the State 
shares the risk. It is expected that Vendors will negotiate reasonable and advantageous 
terms with providers given the economies of scale associated with large membership(s). 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; increases in cost to a Vendor are indeed part of 
the rate development process, but this is not the sole consideration. 
 


140. Section 4.3.10.1. What is the mechanism for the State to inform the MCO of newly enrolled 
members with indicated medical conditions or members who are receiving specified 
services? 
 
No mechanism in place.  
 


141. Section 4.3.10.2. Is there a specified timeframe that the sharing of relevant patient 
information between MCOs or from/to FFS must occur when a member has been transferred 
from one Plan to another or to/from FFS? The only indication of a timeframe is specific to 
when a member is hospitalized at the time of the change and that is 5 days. 
 
Relevant patient information should be transferred within five (5) days.  
 


142. Section 4.4.1.1 DD.  Does this reference the first termination notice or should this reference 
a final termination notice? 
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First Termination.  
 


143. Section 4.4.2.  What are the required hours of operation for Enrollee/Customer Services? 
 
At a minimum, traditional working hours of Monday through Friday, 8:00 a.m. through 
5:00 p.m., and not less than what may be provided to the Vendor’s commercial clients.   
 


144. Section 4.4.3.2. Will the state provide a current enrollment file to determine where the 
provider network will need to be located to meet the requirements of PCPs and Specialists as 
defined in NAC 695C.160? 
 
Vendor to supply information that it will meet NAC requirements.  
 


145. Section 4.5.  “Network providers are required to use designated practice guidelines…” Does 
the State have a set of guidelines that it intends to require? 
 
Refer to the remaining portion of the first sentence of Section 4.5, second paragraph: 
“…and protocols mutually agreeable to the Vendor and DHCFP.  Prior to the contract 
start date the Vendor shall identify the practice guidelines it intends to use for acceptance 
by DHCFP.   
 


146. Section 4.5.1.  Are the practice guidelines and protocols available currently? 
 
Yes, Refer to Question #145.  
 


147. Section 4.5.6.6.  Will the state change the year from 2014 to 2013 for this section? 
 
Yes.   


Section 4.5.6.6 should read:  The ACA requires increased payment to PCPs and certain 
specialty and subspecialty providers starting in 2013 2014. The Vendor must work 
cooperatively with DHCFP and its actuary to develop a methodology for identifying which 
portions of the capitation payment are directly attributable to this increase. The Vendor 
must comply with all ACA requirements regarding the PCP payment increase, including, 
but not limited to, providing reports that prove the additional portion of capitation was 
distributed to the physicians entitled to receive the higher reimbursement.  
 


148. Section 4.5.8 What is the projected turnaround time from the state to review all the provider 
and recipient communication? Does the state need to approve all documents prior to 
building the network for the RFP? 
 
Except for information expressly specified in the RFP with a specific turnaround time for 
review and approval on provider and recipient communication, the turnaround time is ten 
(10) days.  
 


149. Section 4.5.8.1 Provider Policy and Procedure Manual for each distinct class of provider – 
What is considered a distinct class of provider? 
 
See Attachment L – Provider Types.  
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150. Section 4.8.13.5 Please confirm that the state will permit Vendors to incorporate providers 
already participating in a Vendor's existing non-Medicaid network product that have current 
credentials without having to undergo a full re-credentialing event. 
 
The State will allow a Vendor to incorporate providers that have already undergone initial 
credentialing in the Vendor’s network ONLY if the credentialing process used to 
credential the provider was at least as stringent as the process listed in Section 8.8.13.5 of 
this RFP. The Vendor would have to demonstrate the stringency of the credentialing 
program to DHCFP in order for DHCFP to approve it. Further, the Vendor must follow 
the Recredentialing requirements listed in Section 4.8.13.6 for all providers 36 months 
after initial credentialing was approved. 
 


151. Section 4.8.13.5. If the state has credentialed a provider for Medicaid, can a new entrant 
Vendor use that status as part of the Vendor's credentialing process to streamline it and if so, 
for how long will that prior credentialing be valid? 
 
The Vendor is required to initially credential all providers in its network. 
 


152. Section 4.8.14.1 C. If a specialist is chosen as a PCP, how should that specialist be reported 
for network information? Does the specialist count as both a PCP and a specialist? 
 
If a specialist is chosen as a PCP, they should be reported as a specialist.  The specialist 
does not count as both.  
 


153. Section 4.8.17.1. Will the state require use of a particular set of clinical criteria, medical 
necessity guidelines, or utilization management criteria for prior authorizations and 
continuing care authorizations or will Vendors continue to use their own criteria provided 
that they meet accepted industry standards? 
 
The Vendor is expected to propose a set or sets of clinical criteria, medical necessity 
guidelines, and utilization management criteria to be used in its program and meet the 
requirements listed in Section 4.8.17 of this RFP. The Vendor is also expected to 
demonstrate how its proposed criteria and guidelines meet accepted industry standards. 
 


154. Section 4.8.18.2 B. Does the assessment only need to be provided for members new to 
Medicaid Managed Care? 
 
No. 
 


155. Section 4.9.2.2.  Are the race/ethnicity data collection categories requested the same as the 
federally identified 6 racial groups and Hispanic/Non Hispanic ethnicity groupings or is the 
state requiring additional local granular data collection? 


 
No. The State utilizes the more granular Department of Agriculture race distinctions. 
 
 


156. Section 4.10.2. RFP Performance Security Deposit requirement differs from Attachment E. 
Insurance Schedule (A.6). Please confirm bond amount and when it needs to be provided to 
the State. 
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The intent of the requirement of Section 4.10.2 is that the Vendor is required to provide a 
performance security deposit.  To conform to Section 4.10.2 Performance Security 
Deposit, Attachment E is amended to read as follows: 
 


The Vendor is required to provide a performance security deposit in the 
form of a bond furnished by a surety company authorized to do business 
in the State of Nevada to DHCFP in order to guarantee payment of the 
Vendor’s obligations under this contract.  The performance security 
deposit may be utilized by DHCFP to remedy any breach of contract or 
sanctions imposed on the Vendor and shall meet the following criteria: 
 
The amount of the performance security deposit shall be equal to one 
hundred and ten percent (110%) of highest month’s total capitation 
amount in the first quarter or fifteen million dollars ($15 million), 
whichever is greater. 


 
157. Section 4.10.5 Are there any performance guarantees for claims payment timeliness? 


 
Section 4.10.5.6 of the RFP spells out the requirements for timely claims payments, 
including Code of Federal Regulation (CFR) requirements.  Not meeting all federal 
requirements, including those for timely claims payment, may be considered a breach. 
 


158. Section 4.10.5.5. Please provide additional detail on the specific provider types and the 
percentages of DHCFP's payment responsibility as it relates to the following statement, "In 
addition, this system must include edits for unbundling and edits for certain provider types 
where DHCFP’s payment responsibility is for federal share only." 
 
At this time, there are no managed care situations where this occurs. However, in the 
future, the MCOs may be required to contend with other government entities and/or 
agreements in these types of situations. The vendor system must include edits that identify 
inappropriate bundling or unbundling of claims.   
 


159. Section 4.10.5.5. Is it the State's intent that the MCO manage and/or coordinate multiple 
funding streams when the DHCFP’s responsibility is for the Federal share only? 
 
No.  
 


160. Section 4.10.5.7. The RFP states that the Vendor shall verify reimbursed services were 
actually provided to enrolled recipients. What type of documentation is expected? 
 
The vendor should propose what documentation they would believe is appropriate to 
submit.  
 


161. Section 4.10.6. This section refers to Attachment I, which requires balance sheet 
information. To the extent that a Vendor contracts using a legal entity that writes multiple 
lines of business, is a combined balance sheet acceptable to meet these reporting 
requirements? 
 
Yes. 
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162. Section 4.10.6. This section requires a copy of the annual independent audit report as 
submitted to the Division of Insurance. If the Vendor will be contracting with DHCFP using 
an entity that is domiciled in another state that writes other lines of business, is the audit 
report that was submitted to the Insurance Department for that entity's state of domicile 
acceptable to meet this requirement? 
 
Yes. 
 


163. Section 4.10.6. This section refers to attachment I, which references Generally Accepted 
Accounting Principles as the basis of reporting. The audited financials are prepared on a 
statutory basis of accounting that differs from GAAP. Is that acceptable? 
 
Yes, however, please note this well and provide a narrative of differences. 
 


164. Section 4.10.7. What are the reporting requirements for Third-Party Liability? 
 
All information on the third party, including collections and collection attempts, are to be 
reported to DHCFP (including circumstances under which the third party refuses to pay) 
on the Third Party Quarterly Report located in the Forms and Reporting Guide. TPL and 
subrogation collections may also be reported to DHCFP through encounter data and 
other required reports. 
 
Amended language for 4.10.7, Third-Party Liability and Subrogation,  
 


4.10.7 Third-Party Liability and Subrogation 
 
Third-party liability (TPL) refers to any individual, entity (e.g., insurance 
company) or program (e.g., Medicare), including group health plans, as 
defined in Section 607(1) of the Employee Retirement Income Security 
Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 
6035 of the Deficit Reduction Act of 2005. TPL also includes the 
Coordination of Benefits (COB) cost avoidance and COB recovery. Under 
Section 1902(a) (25) of the Social Security Act, DHCFP and its providers 
are required to take all reasonable measures to identify legally liable third 
parties and treat verified TPL as a resource of the Medicaid and CHIP 
recipient.  
 
Subrogation is the principle under which an insurer that has paid a loss 
under an insurance policy is entitled to all the rights and remedies 
belonging to the insured against a third party with respect to any loss 
covered by the policy. 


 
The DHCFP contracted managed care organization, as the Division’s 
vendor, shall act as the State’s authorized agent for the limited purpose of 
TPL collection, within the limitation of the Fair Debt Collection Practices 
Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR 
§ 433.135 et seq and 42 CFR 433.147 154.  The managed care 
organization’s capitated payments include an offset in the rates for these 
collections. The contracted managed care organization shall vigorously 
pursue billing prior resources as these amounts are considered part of 
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their risk based capitation payment.  The managed care organization is 
required to secure signed acknowledgements from enrolled Medicaid 
recipients or their authorized representative confirming any prior 
resources (e.g., Medicare, worker’s compensation, private insurance, 
etc.). 
 
The contracted managed care organization must pursue third-party 
liability in accordance with 42 CFR 433.139 and Sections 103.6 104 and 
3603.20 23 of the Nevada Medicaid Services Manual.  The Vendor must 
also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The 
managed care organization may utilize the EVS eligibility system to assist 
in accomplishing this objective.  
 
The managed care organization is responsible not only for pursuing 
third-party resources that it identifies but also for pursuing third-party 
resources identified and communicated to the managed care organization 
by DHCFP. 
 
All information on the third party, including collections and collection 
attempts, are to be reported to DHCFP (including circumstances under 
which the third party refuses to pay) on the Third Party Quarterly Report 
located in the Forms and Reporting Guide. TPL and subrogation 
collections may also be reported to DHCFP through encounter data and 
other required reports.  The DHCFP will monitor and evaluate the 
managed care organization’s TPL and subrogation collection reports to 
validate collection activities and results. The managed care organization 
will then be expected to meet or exceed baseline target collections as 
determined by DHCFP and its actuaries.  The baseline target amount will 
be built into future rates. If the managed care organization does not meet 
or exceed baseline TPL and subrogation collections, DHCFP will 
conduct a review to determine if there is a legitimate reason.  If there is 
no legitimate reason as determined by the Division, the difference 
between baseline and actual collections will be deducted from the 
managed care organization’s costs before the data is used to set future 
rates.  DHCFP will prospectively adjust capitation rates to account for 
expected TPL collections. 
 
Vendor is required to obtain TPL information independently of DHCFP 
for the purpose of avoiding claim payments or recovering payments made 
from liable third parties.  TPL recovery may be incorporated into 
capitated rate development by DHCFP and its actuary. Vendor has 365 
days from claim paid date to recover TPL payment; after 365 days, 
Vendor forfeits the right to recovery to the State unless Vendor can 
provide evidence that the recovery effort is active and/or in dispute. 


 
 


165. Section 4.10.7. What is the current COB methodology for the State of Nevada? 
 
Medicaid is the Payor of last resort.   
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166. Section 4.10.7. Are there any provider groups excluded from COB? 


 
Yes- Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS);Children with 
Special Health Care Needs (CSHCN); and State Victims of Crime. 
 


167. Section 4.10.7. Will a COB indicator be present on the State eligibility file or transmitted to 
the Vendor in a separate file? 
 
No.   


 
168. Section 4.10.7. Are there instances when the state will waive the requirement to obtain 


signed acknowledgement of prior resources? As examples, instances where signature is 
unable to be obtained due to frequent address changes, or authorized representative may not 
be aware of or able to confirm other insurance coverage held by an estranged parent 
potentially located in another state or the authorized representative is unwilling to confirm 
prior resources due to concern for losing eligibility. 
 
No.  
 


169. Is it the intent of the State to have COB and subrogation reported on Report Q8? 
 
Yes, understanding COB and subrogation are two separate and distinct processes.   
 


170. Section 4.10.7. Is it the intent of the State to have all potential subrogation reported on 
Report Q8 or only those cases where there is a confirmed liable third party from a recovery 
that can be obtained? 
 
If subrogation is truly the DHCFP subrogation, when there has been an accident and 
there is another party (car insurance etc) that is responsible for damages, then we want all 
potential.  Refer to definition of Subrogation.  
 


171. Section 4.10.7 Please provide the baseline target collections amount. 
 
This will be determined by DHCFP’s actuary prior to the first program year.  
 


172. Section 4.10.7. Does the State have any provider groups/specialties that are not held to 
standard NAIC/COB processing guidelines? 
 
Indian Health Programs. 
 


173. Section 4.10.7 – Report Q8. Please advise what value is intended to be populated in the 
field, Enrollee Billing #. 
 
Vendor assigned individual enrollee billing number.  
 


174. Section 4.12.2. Can the Department elaborate on what the requirement is for this section or 
are you expecting our current HIPAA processing guidelines? 
 
Current HIPAA compliance processing and guidelines. 
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Amended Language:  
 
Section 4.12.2 The Vendor shall have an MIS capable of documenting administrative and 
clinical procedures while maintaining the privacy and confidentiality requirements 
pursuant to HIPAA. The Vendor shall provide DHCFP with aggregate performance and 
outcome data, as well as its policies for transmission of data from network providers. The 
Vendor shall submit its work plan or readiness survey assessing its ability to comply with 
Health Insurance Portability and Accountability Act (HIPAA) mandates in preparation 
for the standards and regulations.  Any re-tooling of the Vendor’s information system to 
become ICD-10 compliant will be solely at the vendor’s expense.  
 
 


175. Section 4.12.4.2 Please describe the current electronic verification system. 
 
It is a web-available eligibility and enrollment verification application that is updated on a 
daily basis for the purpose of providers’ gate-keeping recipients. 
 


176. Section 4.12.4.2 Please clarify that the MCO will be required to check the State’s website 
for member eligibility in addition to the eligibility feed data received from the State? 
 
That is the purpose of the electronic verification system (EVS). Typically, it is the service 
provider contracted by the MCO that performs this gate-keeping function, but it offers 
utility for the MCO as well (in cases where the MCO’s system is down or the system is out 
of sync due to eligibility transmittal processing lag). 
 


177. Section 4.14.1 Will separate encounter files be required for each line of business? 
 
See our EDI companion guides at: http://www.medicaid.nv.gov/providers/edi.aspx 
And the Rx companion guide at: http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx 
 


178. Section 4.14.8 Section states: This report is added to Section 6 of Attachment I, Forms and 
Reporting Guide. In what format would the state like the quarterly reports documenting the 
access and availability of the network? What is Section 6? 
 
Amended Language for 4.14.8 
 
The Vendor and its subcontractors must provide DHCFP with quarterly reports 
documenting the access and availability of its network.  Reports must be submitted within 
forty-five (45) business days after close of the quarter to which they apply.  This report is 
added to Section 6 of Attachment I, Forms and Reporting Guide. 
 


179. Section 4.15.2.15. Will MCOs be receiving daily enrollment files or monthly? 
 
Both. The daily is a delta file, changes only; the monthly is a comprehensive file. 
 


180. Section 4.15.2.15. Is this a 5010 834 daily file? 
 
Yes. 
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181. Section 4.15.2.16. Is this a 5010 834 monthly file? 
 
Yes. 
 


182. Section 4.15.3.3. For encounters, please elaborate on what are the progressive sanctions and 
monetary penalties associated with not meeting the required standards? Are the sanctions 
and penalties assessed on a monthly, quarterly or annual basis? 
 
DHCFP and its fiscal agent have, since the writing of this RFP, embarked upon a data 
warehouse approach to encounters whereby no policy-related edits will be applied—only 
minimal edits will be applied such as record layout compliance, data type, and checksums. 
Minimum pass rates will apply; transmittals to DHCFP’s actuary will also remain in 
place until such time as the data warehouse solution provides a means for DHCFP to 
provide rate-setting data to its actuary. 


 
To answer the question directly, it is only “In the event the Vendor fails to demonstrate 
affirmative, good faith efforts to achieve these requirements” that any sanctions would 
apply. 
 


183. Section 4.15.5. Can the state clarify the definition of a “shadow claim”? 
 
See Question #77. 
 


184. Section 4.15.5. Are taxonomy codes required for all providers? 
 
Yes. 
 


185. Section 4.16.6. The link in the RFP links to the Healthlink data site. Is this correct or is there 
another location for the requirements document layouts? 
 
4.16.6..18 MIS – Health Plan Notification. 
 
All transactions must be HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, EDI 
Companion Guides can be found at the following website: 
http://www.healthlink.com/edi_companion_guide.asp  
http://www.medicaid.nv.gov/providers/edi.aspx.  These companion guides contain HIPAA 
compliant technical specifications.  
 


186. Section 5.1.9. For the five (5) pages limit, is that intended for 5.1.9.1 A through L or for the 
5.1.9 statement? 
 
Yes. 
 


187. Section 5.1.9.1 C. Please clarify the definition for the following terms in the RFP: 
Contractor, Firm, MCO, Vendor, Organization. 
 
Both “Contractor” and “Vendor” are defined in the Acronyms/Definitions section of the 
RFP.  The terms “Firm” and “Organization” have no peculiar meaning in this RFP that 
would require clarification.  The term “MCO” is an acronym that stands for Managed 
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Care Organization.  It would be advisable for any vendor who does not understand these 
terms to carefully consider whether they are qualified to meet the requirements of this 
RFP before bidding. 
 


188. Section 5.1.9.1 F. Does organization refer to the parent company? 
 
Yes. 
 


189. Section 5.1.9.1 K and L. Does organization refer to the parent company? 
 
Yes.  This section is entirely concerned with the parent company. 
 


190. Section 5.1.10. Can the response in this section refer to the parent company? 
 
The intent of this section is that the proposer will give an accurate representation of 
whatever entity will be providing these services for the State.  Please feel free to also 
provide information on the parent company if you feel that would be beneficial. 
 


191. Section 5.1.10.1 H. Are specific, non-key or non-senior management staff to be named in 
this response? 
 
Vendor is to determine who would be appropriate staff to be named in the response.  
 


192. Section 5.1.10.1 I. Does “organization”  refer to the parent company? 
 
The intent of this section is that the proposer will give an accurate representation of 
whatever entity will be providing these services for the State.  Please feel free to also 
provide information on the parent company if you feel that would be beneficial. 
 


193. Section 5.1.9.1. There is a five (5) page limit for this section. Will the requested 
organizational chart count as one of the pages? 
 
Yes. 
 


194. Section 5.1.9.1 H. How is “specialization” defined in this context? 
 
The following are provided as examples of specialization:  Do you specialize in Medicaid 
managed care, or is your specialty commercial health insurance with a Medicaid 
component?  Do you specialize in Medicare Special Needs Plans and are looking to 
expand into the Medicaid market? 
 


195. Section 5.1.9.1 I. Instead of 2004 and 2005, for which years should the requested 
information be provided? 
 
See Question #20.  
 


196. Section 5.1.10.1 F. Are the actual staff names required for the staff level positions such as 
concurrent review nurses, case managers or claims processors? What level of staff are actual 
names needed? Are FTE numbers sufficient by position? 
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Key management personnel must be named; operational staff members may be identified 
by FTE numbers.  If FTE numbers are used please indicate the actual number of staff 
and the percentage of their time that will be dedicated to Nevada Medicaid. 
 


197. Section 5.1.10.1 E. The RFP requires that we provide names and resumes for key personnel. 
For new Vendors (entrants), can we submit an organizational chart with proposed “positions 
and job descriptions” opposed to “names and resumes” for positions that will be filled upon 
contract award? Please confirm "senior management" should be included with "key 
personnel". 
 
Senior Management should be included with key personnel.  You may submit an 
organizational chart with proposed positions and job descriptions.  However, the State 
reserves the right to review the intended hire for the new position. 
 


198. Section 5.1.11.3 A. Is it acceptable to provide a sample copy of an enrollee handbook and 
identification card that are currently used by one of our parent company’s Medicaid health 
plans in another state? 
 
 Yes. 
 


199. Section 5.1.11.4 H. How should Vendors respond to this question since the NPI 5/23/2007 
deadline is in the past? 
 
Section 5.1.11.4.H should read: 
 
The National provider Identifier (NPI) is the standard unique health identifier for health 
care providers.  Health plans must use the NPIs of any health care provider or subpart to 
identify the health care provider or subpart in standard transaction.  By the 05/23/07 
compliance date.  How will your health plan be prepare for use of NPIs to identify 
providers on standard transactions in order to be in compliance by the deadlines of 
05/23/07? 
 


200. Section 5.1.11.5 C What level of success has DHCFP had with collecting race, ethnicity and 
language data? How detailed is the data provided by DHCFP to MCOs currently? 
 
Information is self-reported and validated during in-person interviews for eligibility 
determinations and are limited in scope.  
 


201. Section 5.1.11.10.  Should the last sentence end with the word “acknowledge” or is the end 
of the sentence missing? 
 
 Modify to acknowledge receipt of the DHCFP financial reporting requirements.   
 


202. Section 5.2. Please confirm subcontractors do not include providers (PCPs and Specialists)? 
 
Yes, subcontractors do not include network providers.  
 


203. Section 5.2. Please confirm subcontractors are defined as those managing health services 
only? 
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See Question #202. 
 


204. Section 5.2.1.4. Is it correct that information for any proposed subcontractors must be 
provided for all of Section 5.1? Most of the 5.1 subsections have questions that are not 
applicable for a proposed subcontractor. Please clarify which subsections/questions within 
Section 5.1 are required for proposed subcontractor information. 
 
Yes, this is correct. 
 


205. Section 5.3.1. Are references able to be submitted for the parent organization for new 
entrants to Nevada Medicaid Managed Care? 
 
References need to be submitted for the vendor that will be proposing on the RFP. 
 


206. Section 5.3.1. Can references be mailed in for purposes of tracking and ensuring the 
minimum number of references are received? 
 
References must not be sent in by the vendor that is proposing on the project. 
 


207. Section 6. Please clarify the last sentence of Section 6 “Vendors must provide detailed fixed 
prices of all costs associated with the responsibilities and related services. 
 
Amend the last sentence of Section 6 to read: 
 
Vendors must provide detailed fixed prices of all costs associated with the responsibilities 
and related service for this RFP. 
 


208. Section 6.1. RFP refers reader to Section 10, proposal submission requirements form and 
content regarding the administrative cost submission. It is not clear from that section what 
format is being requested. Is there a specific cost template that respondents should 
complete? Can this be clarified? 
 
Please respond to the Cost Sheet located in the RFP as Attachment O. 
 


209. Section 6.2. Are we to include the Non-Medical costs as part of the Non-Medical 
Administrative cost component even though they are considered to not be administrative 
costs? 
 
Yes. Administrative and Non-Medical costs together are the “administrative load” 
percentage, however, we require them to be detailed distinctly. 
 


210. Section 6.1.1. Please clarify whether overall administrative costs refers to overall Non-
Medical Administrative costs or the combination of Non-Medical and Medical 
administrative costs. 
 
See Question #209. 
 


211. Section 6.1.1. In the event that a Vendor had to rent space solely for the administration of 
this contract, should that be considered a direct cost? 
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No. 
 


212. Section 6.1.2. To the extent that we have allocated indirect costs to the Medical component 
of administrative costs, what additional supporting detail will be required? 


 
The precise nature of indirect costs allocated. 
 


213. Section 6.2.1. Is the expectation that the profit % is explicitly disclosed as a component of 
the Non-Medical Administrative costs in 6.1.1? 
 
Yes, the Sections are distinct.  
  


214. Section 6.2.2. Please clarify what is being requested for this portion of the rate? Is this a 
subset of the profit load? 
 
The two are distinct within this section. The respondent may not necessarily allocate for 
risk/contingency. 
 


215. Section 8.2.1. Should the “Section 10.1.1 through Section 10.1.3” referenced actually be 
Section 8.1.1 through Section 8.1.3? 
 
No. 
 


216. Section 8.2.1. This section states that additional questions may be submitted via email. Does 
this mean that the second set of questions may be submitted in two ways, either by email or 
by using the RFP Question Submittal Form referenced in Section 8.1.1? 
 
No.  Please follow the directions listed for the second set of questions. 
 


217. Section 10.1.5. Are both bold and italics required for response text or can it be one or the 
other? 
 
Either is fine. 
 


218. Section 10.1.5. Do Vendors have the discretion to use different colors for RFP question text 
and response text to more clearly differentiate the two types of text? 
 
You may send your questions to State Purchasing using different colors if you want. 
 


219. Section 10.2.2.4 E & F E: Can you provide more details regarding “Vendor licensing 
agreements”? F: Other than the DOI operating license, what type of licenses and/or 
certifications are needed from Vendors? 
 
Vendors are expected to know what other licenses are required to do business within the 
State of Nevada. 
 


220. Section 10.2.2.5. Since exceptions and/or assumptions will be stated on Attachment B, is it 
necessary to restate those exceptions and/or assumptions where the language is located in 
the RFP document or is it sufficient to state that Attachment B has the exceptions and/or 
assumptions related to that RFP document language? 


Tab IV - Amendment 1 Signature Page


IV-41







Amendment 1 RFP 1988 Page 42 of 46 
 


 
All exceptions and assumptions must be stated on Attachment B. Further, if within the 
body of the RFP a question is asked which you disagree with, the State expects an answer 
stating so. See 10.2.2.5 regarding documenting technical exceptions and/or assumptions. 
 


221. Section 10.6.4.1. For the Master CD contents, there is no mention of Part III – Confidential 
Financial. Should Part III be included on the Master CD? If not, should a separate CD be 
provided for it or should Part III not be provided electronically? 
 
A separate CD for Part III may be provided. 
 


222. Section 11.1. Will any further scoring information be released prior to the award of the 
RFP? 
 
No. 
 


223. Section 11.3. For the layout of the RFP response, where would this response need to be 
placed? 
 
Please refer to Section 5.1.7. 
 


224. Section Attachment E – Insurance Schedule A.6. Will the State approve use of Surety’s 
annual bond form for the Performance Security Deposit? 


 
The approved forms of performance security deposit are outlined in Attachment E – 
Insurance.  
 


225. Section Attachment J. Please confirm these capitated rates are in effect for November 1, 
2012. 
 
Yes. Typically, rates are set for a calendar year, though DHCFP reserves the right to 
assess rates at any time. 
 


226. Section Attachment N Please indicate if this attachment can be expanded to include cost 
(paid dollars and per member per month amounts) elements by category of aid and category 
of service (Inpatient, outpatient, ER, etc) for bidders' assessments in evaluation of 
opportunities and administrative expectations for this bid. 
 
It cannot.  
 


227. Section Attachment O. The attachment refers to the administrative costs being reflected 
relative to rates effective November 1, 2012. Please clarify if we need to show 
administrative costs relative to each rate cell, region, and MCO. 
 
You may at your discretion however you must also include a combined administrative rate 
for statewide operations. 
 


228. Section Attachment O. Please confirm administrative costs are to be reflected as a 
percentage of revenue. 
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Yes. 
 


229. Section 1.8. Will the MCO transitional products be available to any Nevada resident or just 
those coming off Medicaid? 
 
See Question #7. 
 


230. Section 1.8. How long will someone be eligible for enrollment in the MCO Transition QHP 
(less than 1 year, 1 year, more)? 
 
See Question #7. 
 


231. Section 1.8. Will the state subsidize the MCO Transition QHP product beyond the federal 
subsidies or at least for the additional MCO benefits beyond Essential Health Benefits? 
 
No.  Such additional benefits are transitional in nature only and are only provided due to 
an episode of care that occurs during a loss of Medicaid eligibility.  These benefits would 
not be available to any other individual on the MCO Transition QHP. 
 


232. Section 1.8. There is a “priced reasonably” requirement – will the state provide MCOs with 
information to assist in pricing within the desired range? 
 
No. 
 


233. Section 1.8. What types of QHPs is the “priced reasonably” requirement comparing the 
MCO Transition QHP to? 
 
 “Other QHPs available on the Exchange” means QHPs offered in the same metal tier as 
MCO Transition QHP. 
 


234. Section 1.8. For the “priced reasonably” requirement, how is “geographic location” for 
similarly situated individuals defined (e.g., zip code, city, county, etc.)? 
 
The geographic location is the standard service area that will be defined by the State 
pursuant to the Affordable Care Act. 
 


235. Section 1.8. When is the “priced reasonably” requirement determined? Will this occur 
before or after the anticipated BOE approval of the awarded Medicaid MCOs’ contracts? 
 
This requirement cannot be determined until other QHPs have been submitted to the 
Division of Insurance for rate review (after March 1, 2013), which will likely be after 
BOE approval of the Medicaid MCO contracts.  Also, See Question #21. 
 


236. Section 1.8. What happens if an MCO is determined not to have priced the MCO Transition 
QHP reasonably? Does an MCO have an opportunity to re-price? If not or we are unable to 
re-price, what happens to the MCO’s Medicaid membership, assuming that the pricing 
determination occurs after Medicaid enrollment begins for the new contract, and when 
would it happen? When would the MCO have another chance for Transition QHP approval? 
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DHCFP and Exchange staff will work with the vendor to help meet the goals of section 
1.8 for the enrollment deadline of October 1, 2013.  Also, see questions 21 and 244. 
 


237. Section 1.8. What sort of data reporting will the state require for the MCO Transition QHP 
members? 
 
The State will require the MCO Transition QHP meet the same reporting requirements of 
other QHPs.  For the requirements of section 1.8 that are more stringent than those 
required of other QHPs, DHCFP staff will work with the vendor to provide the 
appropriate reporting to measure the requirements. 
 


238. Section 1.8. Will the state require some handoff in the reverse situation – moving from 
MCO Transition QHP to Medicaid MCO? 
 
The State expects an appropriate level of coordination between the MCO QHP and 
Medicaid Vendor(s) plans, especially with respect to requirement 1.8.7.  All other 
requirements in section 1.8 apply only to the MCO Transition QHP. See Section 
4.8.18.2.D for more information. 
 


239. Section 4.10.7. Please advise if the Medicaid enrollment form contains a release of 
information that extends to the MCO and the applicability to which this would extend to the 
requirement to obtain a signed acknowledgement from the member. 
 
Third-party liability (TPL) is a self reporting element. MCO’s are responsible for 
developing and distributing communication forms to enrolled Medicaid recipients after 
DHCFP approval. 
 


240. Section 5.1.9.1 C.  Please clarify what the “preference” is that could be applied and how is 
“inverse preference” defined? 
 
Per NRS Statute 333.336, Nevada Based Business Owned by Service Related Disabled 
Veteran describes the only allowable preference within the State of Nevada. 
 
Inverse preference does not apply for this RFP.  


241. Section 5.1.9.1 C. What is the specific Nevada Revised Statute that is applicable for this 
preference? 
 
See Question # 240. 
 


242. Section 5.1.10 – 5.2.1.4. Are there any page limits for responses to any of the 5.1.10 through 
5.2.1.4 sections? 
 
No. 


 
243. Section 10.2.2.6 and 13. Should the referenced section for Tab VI be Section 4 instead of 


Section 3? 
 
Yes. 
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244. Section 10.2.2.7 and 13. Should the referenced section for Tab VII be Section 5 instead of 
Section 4? 
 
Yes. 
 


245. Section 4.2.1.16.D.1-3. Please define what constitutes vital materials. 
 
Vital materials are anything that contains information that could directly impact the 
enrollees care, services or coverage.   
 


246. Section State Plan XIX, 3.1-12.a.4. Turnaround times on prior authorization of drugs is 24 
hours for a response; Is a response required to be a decision of coverage? 
 
A response may be an approval or a denial of the authorization request. 
 


247. Section State Plan XIX, 3.1-12.a.4. If more information is needed from the requesting 
provider to determine the medical necessity of a prior authorization request, can additional 
information be requested? 
 
Yes, in compliance with MSM 3600 and 42 CFR 438.114. 
 


248. Section State Plan XIX, 3.1-12.a.4. If additional information is requested to complete a prior 
authorization request, what timeframe may the Vendor hold the request to await the 
requested info? 
 
The business processing operating procedures are five (5) days.  
 


249. Section 4.3.5.1. Please confirm that the Vendor is responsible for making the determination 
if the member is able to disenroll from the plan outside of the open enrollment period. What 
role does the State play in regard to member disenrollment? 
 
Yes, the Vendor is responsible for determining recipient request for dis-enrollment, refer 
to MSM 3603.15. DHCFP’s role is to support MCO decision and provide State Fair 
Hearing process if requested. 
 


250. Section 4.5.8 and 4.5.8.2 B. Should the provider newsletter timeframe for approval be ten 
days instead of twenty days? 
 
Yes.  
 


251. Section 7. Please confirm that this report is for total accumulative dollars paid over $20,000 
per member. 
  
Yes. 
 


252. Section 4. Other than specific sections in section 5 requiring section 4 to be answered, are 
“understand and comply” responses acceptable? 
 
Yes. 
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 Administrator 


 
SUBJECT: Amendment 2 to Request for Proposal 1988 


DATE OF AMENDMENT: October 30, 2012 


DATE OF RFP RELEASE: September 7, 2012 


DATE AND TIME OF OPENING: November 15, 2012 @ 2:00 P.M. 


AGENCY CONTACT: Gail Burchett, Procurement Staff Member 
 
 
The following shall be a part of RFP 1988 for Medicaid Managed Care Organization Services.  
If a vendor has already returned a proposal and any of the information provided below changes 
that proposal, please submit the changes along with this amendment.  You need not re-submit an 
entire proposal prior to the opening date and time. 
 
 
Section I: RFP CHANGES 
 
Item: 1 State Solicitation, Scope of Work, “Disenrollment Requirements and Limitations,” 
Section 4.3.5.1(d) should be amended as follows:  
 
Current RFP Language:  
 
4.3.5.1(d) Other reasons, including but not limited to, poor quality of care, lack of access to 


services covered under the contract, or lack of access to providers experienced in 
dealing with the recipient's health care needs. 


 
Amended RFP Language:  
 
4.3.5.1(d)  Other reasons, including but not limited to, poor quality of care, lack of access to 


services covered under the contract, lack of access to providers experienced in 
dealing with the recipient's health care needs or when the State imposes 
intermediate sanctions, as described in 42 CFR 438.702(a)(3). 


 
Item: 2 State Solicitation, Scope of Work, “Member Handbook,” Section 4.4.1.1.CC, should 
be amended as follows:  
 
Current RFP Language: 
 
4.4.1.1. CC The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above.  The Vendor shall 
issue updates to the Member Handbook on a monthly basis when there are 
material changes that will affect access to services and information about the 
Managed Care Program; this includes additions and changes to the provider 
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network.  The Vendor shall also provide such notices in its semi-annual recipient 
newsletters and shall maintain documentation verifying handbook updates. 


 
Amended RFP Language:  
 
4.4.1.1. CC The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above.  The Vendor shall 
issue updates to the Member Handbook, 30-days before the intended effective 
date, as described in 42 CFR 438.10(f)(4), when there are material changes that 
will affect access to services and information about the Managed Care Program; 
this includes additions and changes to the provider network.  The Vendor shall 
also provide such notices in its semi-annual recipient newsletters and shall 
maintain documentation verifying handbook updates 


 
Item: 3 State Solicitation, Scope of Work, “Network,” Section 4.5.2 should be amended as 
follows:  
 
Current RFP Language: 
 
4.5.2 The Vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 
or certification under applicable State law, solely on the basis of that license or 
certification.  If the Vendor declines to include an individual or groups of 
providers in its network, it must give the affected network provider(s) written 
notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to 
require the Vendor to contract with providers beyond the number necessary to 
meet the needs of its members; or, preclude the Vendor from using different 
reimbursement amounts for different specialties or for different practitioners in 
the same specialty; or, preclude the Vendor from establishing measures that are 
designed to maintain quality of services and control costs and are consistent with 
its responsibilities to members. 


 
The Vendor must provide to the State supporting documentation, in a format 
specified by the State, which demonstrates it has the capacity to serve the 
expected enrollment in its service area in accordance with the State’s standards 
for access to care. Such documentation must demonstrate that the Vendor offers 
an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a 
contract with the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the Vendor’s operations that would affect 
adequate capacity and services. A significant change includes but may not be 
limited to:  changes in the Vendor’s services, benefits, geographic service area or 
payments; or, enrollment of a new population in the network. 


 
Amended RFP Language:  
 
4.5.2 The Vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 
or certification under applicable State law, solely on the basis of that license, 
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specialty or certification.  If the Vendor declines to include an individual or 
groups of providers in its network, it must give the affected network provider(s) 
written notice of the reason for its decision. 42 CFR 438.12 (a) may not be 
construed to require the Vendor to contract with providers beyond the number 
necessary to meet the needs of its members; or, preclude the Vendor from using 
different reimbursement amounts for different specialties or for different 
practitioners in the same specialty; or, preclude the Vendor from establishing 
measures that are designed to maintain quality of services and control costs and 
are consistent with its responsibilities to members. 


 
The Vendor must provide to the State supporting documentation, in a format 
specified by the State, which demonstrates it has the capacity to serve the 
expected enrollment in its service area in accordance with the State’s standards 
for access to care. Such documentation must demonstrate that the Vendor offers 
an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a 
contract with the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the Vendor’s operations that would affect 
adequate capacity and services. A significant change includes but may not be 
limited to:  changes in the Vendor’s services, benefits, geographic service area or 
payments; or, enrollment of a new population in the network. 


 
Item: 4 State Solicitation, Scope of Work, “Provider Contracts,” Section 4.5.6.7, should be 
amended as follows:  
 
Current RFP Language: 


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and 
the reporting requirements outlined in 42 CFR 423.208 and 423.10.  The Vendor 
must provide information regarding its physician incentive plan(s) to the State, 
CMS, and any Medicaid and Nevada Check Up recipient, upon request.  The rules 
and guidelines for physician incentive plans also apply to the Vendor’s 
subcontractors. 


 
Amended RFP Language:  


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and 
the reporting requirements outlined in 42 CFR 422.208 and 422.210, pursuant to 
42 CFR 438.6(h) (1).  The Vendor must provide information regarding its 
physician incentive plan(s) to the State, CMS, and any Medicaid and Nevada 
Check Up recipient, upon request.  The rules and guidelines for physician 
incentive plans also apply to the Vendor’s subcontractors.  


 
Item: 5 State Solicitation, Scope of Work, “Provider Contracts,” Section 4.5.6.11 should be 
amended as follows:  
 
Current RFP Language: 
 
No current language 
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Amended RFP Language:  
 
4.5.6.11 The Vendor(s) will support and participate in all activities related to the DHCFP’s 


Medicaid Adult Incentive Grant.  The Vendor(s) must participate in any future 
grants awarded to Medicaid that affect MCOs or MCO members.   


 
Item: 6 State Solicitation, Scope of Work, “Medical Records,” Section 4.6, should be amended 
as follows:  
 
Current RFP Language: 
 
4.6 Complete medical records shall be maintained by the Vendor’s contracted 


providers, for each enrolled recipient in accordance with Standard XII, Section 
4.9.18 of this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 
 
The Vendor shall have written policies and procedures to maintain the 
confidentiality of all medical records and, pursuant to Standard XII, Section 
4.9.18, accessibility and availability of medical records, record keeping, and 
record review process. Not more than ten (10) calendar days after submitting a 
request, the State shall have access to a member’s medical record, whether 
electronic or paper, and has the right to obtain copies at the Vendor’s expense. 


 
The recipient’s medical record is the property of the provider who generates the 
record. The Vendor shall assist the member or the parent/legal guardian of the 
member in obtaining a copy of the member’s medical records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon 
receipt of such a request but not more than thirty (30) calendar days from the date 
of request. Each member or parent/legal guardian of the member is entitled to one 
(1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish 
such records. 


 
When an enrolled recipient changes primary care providers and/or health plans, 
the Vendor’s contracted provider must forward all medical records in their 
possession to the new provider within ten (10) working days from receipt of the 
request.  


 
Amended RFP Language:  
 
4.6 Complete medical records shall be maintained by the Vendor’s contracted 


providers, for each enrolled recipient in accordance with Standard XII, Section 
4.8.16 of this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 


 
The Vendor shall have written policies and procedures to maintain the 
confidentiality of all medical records and, pursuant to Standard XII, Section 
4.8.16, accessibility and availability of medical records, record keeping, and 
record review process. Not more than ten (10) calendar days after submitting a 
request, the State shall have access to a member’s medical record, whether 
electronic or paper, and has the right to obtain copies at the Vendor’s expense. 
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The recipient’s medical record is the property of the provider who generates the 
record. The Vendor shall assist the member or the parent/legal guardian of the 
member in obtaining a copy of the member’s medical records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon 
receipt of such a request but not more than thirty (30) calendar days from the date 
of request. Each member or parent/legal guardian of the member is entitled to one 
(1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish 
such records. 


 
When an enrolled recipient changes primary care providers and/or health plans, 
the Vendor’s contracted provider must forward all medical records in their 
possession to the new provider within ten (10) working days from receipt of the 
request. 


 
Item: 7 State Solicitation, Scope of Work, “Mental Health,” Section 4.7.2.4 should be 
amended as follows:  
 
Current RFP Language:  
 
4.7.2.4 Mental Health 


 
B. Required Measures 
 


 The following HEDIS measures will be reported:  
 


1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 
Care and Ambulatory Services 


 
2.  Follow-Up after Hospitalization for Mental Illness 
 
3. The percentage of discharges for members six (6) years of age and older who were 


hospitalized for treatment of selected mental health disorders, who were continuously 
enrolled for thirty (30) days after discharge (without gaps) and who were seen on an 
ambulatory basis or who were in day/night treatment with a mental health provider. 


 
4. Two (2) separate calculations are required:  


 
a. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to thirty (30) days 
after hospital discharge, and 


 
b. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to seven (7) days 
after hospital discharge. 
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Amended RFP Language  
 


4.7.2.4  Mental Health 
 


B. Required Measures 
 


The following HEDIS measures will be reported:  
 
1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 


Care and Ambulatory Services 
 
2. Follow-Up After Hospitalization for Mental Illness - The percentage of discharges for 


members six (6) years of age and older who were hospitalized for treatment of 
selected mental health disorders, who were continuously enrolled for thirty (30) days 
after discharge (without gaps) and who were seen on an ambulatory basis or who 
were in day/night treatment with a mental health provider. Two (2) separate 
calculations are required:  


 
a. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to thirty (30) days 
after hospital discharge, and 


 
b. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to seven (7) days 
after hospital discharge. 


 
Item: 8 State Solicitation, Scope of Work, “State Quality and Performance Improvement,” 
Section 4.9 Title should be amended as follows:  
 
Current RFP Language: 
 
4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATERGY 
 
Amended RFP Language:  
 
4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATEGY 
 
Item: 9  State Solicitation, Scope of Work, “Enrollee Grievances and Appeals,” Section 4.11.1, 
should be amended as follows:  
 
Current RFP Language: 
 
4.11.1 The authority for the following provisions concerning Enrollee Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), and 
483.23(a) (5) (ii). NRS695G.090 exempts Medicaid from the provisions of NRS 
695G.200- 695G 230 that regard grievances and appeals. 
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The Vendor’s enrollee grievance and appeal system must be in writing and 
submitted to DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the Vendor’s 
enrollee grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The 
Vendor may not implement any policies and procedures concerning its enrollee 
grievance and appeal system without first obtaining the written approval of the 
DHCFP. 


 
An enrollee or an enrollee’s representative (including a provider on behalf of an 
enrollee) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the Vendor for 
resolution. In the event a provider files an appeal on the enrollee’s behalf, the 
provider must first obtain the enrollee’s written permission with the exception of 
an expedited appeal (Refer to RFP Section 4.11.4.3). 


 
In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, 
but if not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The Vendor is required to provide access to and information about the 
State Fair Hearing process in the event an enrollee’s appeal is not resolved in 
favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


 
An enrollee may file an appeal or grievance either orally or in writing. Unless the 
enrollee has requested an expedited resolution, an oral appeal may be followed by 
a written, signed appeal. If a grievance or appeal is filed orally, the Vendor is 
required to document the contact for tracking purposes and to establish the earliest 
date of receipt.  There is no requirement to track routine telephone inquiries. 


 
For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry.  An appeal is a specific request for 
review of one of the following actions: 


 
Amended RFP Language:  
 
4.11.1 The authority for the following provisions concerning Enrollee Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 
483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the 
provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


 
The Vendor’s enrollee grievance and appeal system must be in writing and 
submitted to DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the Vendor’s 
enrollee grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The 
Vendor may not implement any policies and procedures concerning its enrollee 
grievance and appeal system without first obtaining the written approval of the 
DHCFP. 
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An enrollee or an enrollee’s representative (including a provider on behalf of an 
enrollee) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the Vendor for 
resolution. In the event a provider files an appeal on the enrollee’s behalf, the 
provider must first obtain the enrollee’s written permission with the exception of 
an expedited appeal (Refer to RFP Section 4.11.4.3).  


 
In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, 
but if not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The Vendor is required to provide access to and information about the 
State Fair Hearing process in the event an enrollee’s appeal is not resolved in 
favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


 
An enrollee may file an appeal or grievance either orally or in writing. Unless the 
enrollee has requested an expedited resolution, an oral appeal may be followed by 
a written, signed appeal. If a grievance or appeal is filed orally, the Vendor is 
required to document the contact for tracking purposes and to establish the earliest 
date of receipt.  There is no requirement to track routine telephone inquiries. 


 
For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry.  An appeal is a specific request for 
review of one of the following actions: 


 
Item: 10 State Solicitation, Scope of Work, “Reporting, Recipient Satisfaction Reporting” 
Section 4.14.5 should be amended as follows:  
 
Current RFP Language:  
 
4.14.5 Each Vendor must collect and submit to DHCFP a child and adult Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) survey measuring 
recipient satisfaction prior to the third quarter of each contract year, unless the 
requirement is waived by DHCFP due to an EQRO performed survey.  This may 
be done in conjunction with the Vendor’s own satisfaction survey. DHCFP 
requires data stratified to indicate the satisfaction level of parents or guardians of 
Nevada Check Up participants.  Vendors are required to report results from the 
CAHPS Child Medicaid Survey and the Supplemental Items for the Child 
Questionnaires on dental care, access to specialist care, and coordination of care 
from other health providers DHCFP may request a specific sample, and/or survey 
tool. Survey results must be disclosed to the State, and, upon State’s or enrollee’s 
request, disclosed to enrollees. 


 
4.14.5 Each Vendor must collect and submit to DHCFP a child and adult Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) survey, as well as a 
CAHPS survey for Children with Chronic Conditions (CCC), measuring recipient 
satisfaction prior to the third quarter of each contract year, unless the requirement 
is waived by DHCFP due to an EQRO performed survey.  This may be done in 
conjunction with the Vendor’s own satisfaction survey. DHCFP requires data 
stratified to indicate the satisfaction level of parents or guardians of Nevada 
Check Up participants.  Vendors are required to report results from the CAHPS 
Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items for 
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the Child Questionnaires on dental care, access to specialist care, and 
coordination of care from other health providers DHCFP may request a specific 
sample, and/or survey tool. Survey results must be disclosed to the State, and, 
upon State’s or enrollee’s request, disclosed to enrollees. 


 
Item: 11 State Solicitation, Scope of Work, “Data Report Files,” Section 4.15.3.2 should be 
amended as follows:  


Current RFP Language: 


4.15.3.2 Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the 
edits.  A written list of technical rules will not be made available; however, the 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


 
Amended RFP Language  


4.15.3.2 In developing the encounter data interface, the Vendor will be provided with 
companion guide and details of any applicable edits and description of edits. The 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


 
Item: 12 State Solicitation, Scope of Work, “Information Systems and Technical 
Requirements:  Interfaces,” Section 4.15.6 should be amended as follows:  
 
Current RFP Language:   
 
No current language:  
 
Amended RFP Language  
 
4.15.6 Contractor must maintain current International Classification of Diseases (ICD) 


and Electronic Data Interchange (EDI) compliance as defined by CMS regulation 
and policy and no funding will be provided for contractor’s compliance.  


 
Item: 13 State Solicitation, Scope of Work, “Capitation Recovery,” Section 7.1.4 should be 
amended as follows:  
 
Current RFP Language:  
 
7.1.4 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor 


to recover improperly paid capitation. 
 
Amended RFP Language  
 
7.1.4 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor 


to recover improperly paid capitation.   
 


7.1.4.1 The DHCFP will recover capitation payments for those 
individuals identified as “incarcerated” from the date of 
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incarceration.  MCO’s will not be responsible for any medical 
costs for the identified period of incarceration.   


 
Item:  14 State Solicitation, Attachment L, “Provider Types,” should be amended as 
follows: 
 


Attachment L  - 
Provider Types and S  


 
Item:  15 State Solicitation, Attachment I, “Forms and Reporting Guide,” should be amended 
with the addition of the following forms:  
 
 


SED-SMI 
Determination Form _ 


Copy of 1988 
Attachment I Section  


1988 Attachment I 
Forms  Reporting Guid 


1988 Attachment I 
Forms  Reporting Guid


1988 Attachment I 
Forms  Reporting Guid 


1988 Attachment I 
Forms  Reporting Guid 


1988 Attachment I 
Forms  Reporting Guid 


Copy of 1988 
Attachment I Section 


Copy of 1988 
Attachment I Section  


Copy of 1988 
Attachment I Section  


 
SECTION II: ANSWERS TO QUESTIONS 


 
1. Please clarify how the 2014 Affordable Care Act insurer fee is being addressed in the state’s rate 


development: Will it be included in the initial rate as a separate component of administrative 
cost, or will there be a rate adjustment in 2014 to account for the increase in cost to the Managed 
Care Organizations. 
 
Rate development occurs during the last quarter of each calendar year for the following 
calendar year. 2014 ACA insurer fees will be calculated as a separate component and included 
in 2014 rates, should the ACA be in effect at that time. 
 


2. In the summary of Administrative Costs in section 6.1, are Premium Taxes specifically to be 
included in the total costs? 
 
Yes. Premium Taxes are a Direct Non-Medical Administrative Cost, and amount to 3.5% of 
premium (see http://www.leg.state.nv.us/NRS/NRS-680B.html#NRS680BSec027); the rate is 
generally halved to 1.75% if the insurer is domiciled in Nevada, with some exceptions; please 
examine the statute with care (see http://www.leg.state.nv.us/NRS/NRS-
680B.html#NRS680BSec050). 
 


3. We are seeking clarification to the responses to questions 4, 72 and 217 in Amendment No. 1. 
The responses to Questions 4 and 72 seem to read that respondents are expected to adhere to the 
bold italics requirement, yet the response to question 217 reads that either bold or italics is fine. 
Does the response format require both bold and italics or bold or italics? 
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As noted in Questions 4 and 72 of Amendment 1, respondents are expected to adhere to the 
formatting as requested in the RFP.  Bold or Italics or Bold Italics is fine.   
 


4. Attachment E, Item 6 of RFP 1988 refers to Section 3.9.2.1 under the Performance Security 
Amount required. Since Section 3.9.2.1 appears to be excluded from the RFP, please confirm to 
which section of the RFP that vendors should refer to.  
 
Please refer to Section 4.10.2, Performance Security Deposit. 
 


5. Please clarify the following regarding RFP Section 1.8:  How does the State envision “guiding” 
eligible MCO members to enroll in a MCO Transition QHP – specifically, to the product offered 
by their current Medicaid MCO – to ensure seamless coverage and all the aspects of continuity 
(for example, benefit coverage, network, treatment) the State is seeking? Is the State open to 
additional approaches to smooth those transitions?  Further, given that MCO Transition QHPs 
will very likely have associated monthly premiums – and may be more expensive than 
“standard” QHPs – how does the State contemplate educating eligible enrollees during the 
shopping experience about the unique benefits of MCO Transition QHPs in order to mitigate the 
risk of members selecting potentially cheaper options that don’t include the advantage of MCO 
Transition options?  How does the State contemplate helping MCOs avert the unintended 
consequence of only members needing MCO “continuation” benefits enrolling in MCO 
transition plans, thereby potentially unbalancing the risk pool? 
 
States across the country are grappling with the problem regarding how to deal with churn. 
Many states are concerned that "MCO Transition QHPs" or "Bridge Products" will actually 
be cheaper than standard QHPs because the networks are the same or similar to the MCO and 
may include the lower reimbursement rates of the MCO.  If the MCO Transition QHPs are 
significantly less expensive than the typical QHP, and there are at least two competing MCO 
Transition QHPs, then the second least expensive silver QHP (upon which the advance 
premium tax credit is based) will be significantly cheaper than the rest of the market.  This 
would create a situation in which the advance premium tax credit is artificially depressed, 
making every other insurance product more expensive (due to the lower tax credit), and 
potentially unaffordable, for those who are eligible for the tax credit.  
 
There are several ways to guard against an artificially lower advance premium tax credit, 
including 1) only allowing one MCO Transition QHP, 2) charging a surcharge for the MCO 
Transition QHPs to make their premiums equal to the next lowest silver QHP, 3) restricting 
eligibility to only those families who have a family member that has been on Medicaid within 
the past 12 months (or some other appropriate time period).  The State expects further 
guidance from CMS later this year regarding the bridge concept.  The State seeks MCO 
partners that will assist the State in creating an appropriate solution for Nevada. 
 
The author of this question appears to have exactly the opposite concern- that the MCO 
Transition QHPs will instead be more expensive than other QHPs.  The vendor should 
indicate whether it is expected that the MCO Transition QHP will be more or less expensive 
than traditional QHPs and why this is the case.  The State is seeking a partner that can assist 
the State in reducing the incidents of churn where possible and, when churn is inevitable, 
reducing its effects.  The State is open to suggestions regarding outreach and guiding 
enrollees to the proper QHP. 
 
Finally, the State recognizes that many of the requirements of QHPs to be sold in the 
Exchange have not yet been finalized.  Furthermore, CMS has yet to release guidance on 


Tab IV - Amendment 2 Signature Page


IV-57







Amendment 2 RFP 1988 Page 12 of 23 


many important topics such as reinsurance and risk adjustment, essential health benefits, etc. 
The State does not expect vendors to have a QHP ready for rate review and certification at the 
time this RFP is to be submitted.  Rather, the State expects the vendor to demonstrate that the 
vendor can provide an MCO Transition QHP that meets most, if not all of the requirements of 
this section, and an acknowledgment that the vendor will work as a partner with the State to 
provide a viable MCO Transition QHP that meets the goals of this section and does not harm 
the market.  The State may, at the State's discretion, determine that MCO Transition QHPs 
will not be offered on the Exchange. 
 


6. Section 2 Regarding Section 2 (PEBP Opportunity), the state has expressed an interest for a 
statewide HMO option. Would the state consider a phased-in approach that includes Vendor 
offering an HMO plan in 3 southern NV counties and expanding to remaining northern Nevada 
counties at a future agreed-upon date? Would the state consider a PPO or ASO option instead of 
an HMO? 
 
No. 
 


7. Sections 2 If Vendor declines to bid at this time, are they prohibited from bidding once the state 
releases the PEBP RFP during its normal cycle? 
 
No. 
 


8. Section 10.1.6 Regarding 10.1.6: Is color art illustrating vendor and partner logos or member 
photos considered “elaborate artwork”? 
 
Yes. 
 


9. Section 10.2.2.4 E Please clarify the response should only include material agreements needed 
for the performance of the RFP. 
 
Yes. 
 


10. Section 10.2.2.4 F Please clarify if the response to this question also needs to include 
subcontractors. 
 
Yes. 
 


11. Section 4.0 Scope of Work, 5th paragraph What is the notice timeframe for the addition of 
services, if applicable? We understand that the State can expand the contract to include another 
population and rate negotiations will occur at 90 days prior to the effective date. In addition to 
these 90 days, how much notice will be given regarding implementing additional programming 
this population may require [i.e., new case manager programs, provider contracts, et al]? 30 
days? 60 days? 6 months? 
 
This will be part of the negotiation process.  The Vendor(s) will be expected to propose a 
realistic timeframe for implementing additional programming this population may require.  
The State’s External Quality Review Organization (EQRO) will assist the State in confirming 
the timeline proposed is realistic, and the EQRO will perform a readiness review of the 
Vendor’s ability to perform prior to implementation. 
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12. Section 4.10.7 Does the State have any provider groups/specialties that are not held to standard 
NAIC/COB processing guidelines? 


No, there are no exceptions for COB; however, as stated previously, there are exceptions to the 
TPL rule: 


a. Indian/Tribal Health Services (IHS); 


b. Children with Special Health Care Needs; and 


c. State Victims of Crime. 


Medicaid is primary payer to these three programs; however, this does not negate the 
provider’s responsibility to pursue Other Health Coverage (OHC). For specific information on 
IHS billing, refer to Chapter 600, section 603.8. 


13. Section 4.10.7 Please clarify the distinction, for the purposes of this contract, between “TPL” and 
“subrogation”. Are casualty claims considered a prior resource requiring the recipient’s signed 
acknowledgment? Please also confirm whether there is a “safe harbor” provision for the Vendor 
in the event that the member fails to cooperate with the Vendor’s request for a signed 
acknowledgment. 


Please refer to the definition for TPL.  Casualty claims are considered to be Subrogation.  
There is not a “safe harbor” provision for Vendor(s).  


14. Section 4.14.8 Amended Language states: The Vendor and its subcontractors must provide 
DHCFP with quarterly reports documenting the access and availability of its network. Reports 
must be submitted within forty-five (45) business days after close of the quarter to which they 
apply. This report is added to Section 6 of Attachment I, Forms and Reporting Guide. In what 
section and/or paragraph in Attachment I, Forms and Reporting Guide, does it state how to 
document access and availability of our network? Does the state want the MCO to follow the 
same format as listed in Appendix A, of the 4th HMO Contract Amendment to the HPN 
agreement, Network Adequacy Report Forms? 
 
Please refer to the corrected Attachment I, Forms and Reporting Guide in Amendment 2. 
Network Adequacy reports may be found in Attachment I, Section 4, Reports 6A-6D.  See 
Section I, Item #15, of this Amendment for the updated Forms and Reporting Guides.  
 


15. Section 4.2.7 -general Follow-up from previous question response (Amendment 1, question 125) 
– Pharmacies that process prescriptions for Medicaid members must be enrolled as a Nevada 
Medicaid provider. Will the state supply a file of Medicaid providers that include pharmacies for 
use by the MCOs? 
 
Yes, the State will provide a Medicaid provider guide.  
 


16. Section 5.1.11.6 D Section 5.1.11.6.D. requests policies and procedures for determining and 
collecting patient liability. The Medicaid Services Manual states that patient liability is 
determined by the DWSS and collected by the facility. Please confirm that both determination 
and collection are the responsibility of the Vendor. Please also clarify the handling of patient 
liability in the subrogation context. Does the Vendor include the patient liability in its TPL and 
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Subrogation collections? If so, does the Vendor retain patient liability amounts when these are 
reimbursed, or are they refunded to the patient? 


Yes, this is a Vendor(s) responsibility. The Vendor will retain TPL and Subrogation up to the 
amount of claims paid by the MCO. See Section 4.10.7 – Third Party Liability and 
Subrogation for Vendor(s) responsibilities.   


17. Section 5.2.1.4 Are subcontractors required to provide a performance security deposit of $15 
million? 
 
No. 
 


18. Section Amendment 1 For Amendment 1, question 38, Geographic service areas: In the file 
received from Ms. Burchett named, Nevada Zip Codes 04-01-06.xls, do the following columns 
represent “Urban” zip codes – Column D (Current Medicaid HMO) and Column E (Current 
Check Up HMO)? What does Column G (Potential HMO Areas) represent? Should those zip 
codes also be included in the “urban” zip code geographical area of RFP? 
 
No. 
 


  
MCO Coverage 


Areas - Zip Codes.pdf 
 


19. Section Amendment 1 In follow up to the answer to amendment 1, question #99. Must the 
MCO’s prior authorization list match the current FFS prior authorization list? To be more 
specific, can the MCO require prior authorization on services for which FFS does not require 
prior authorization? 
 
The MCO prior authorization on services must not be more restrictive than FFS and must 
ensure that medical necessity is a consideration.  See Section 4.2.2 and Chapter 3600 of the 
Medicaid Services Manual. 
 


20. Section Amendment 1 The state previously replied in Amendment 1, question #102 “The Vendor 
shall coordinate prior authorizations and edit patterns with those used in the fee-for-service 
program.” What process currently exists, or is expected to exist, for this coordination to take 
place? 
 
In part from the RFP section 4.2.1.6, the DHCFP, at its sole discretion, may require removal 
of the prior authorization requirement for various procedures based on reported approval data 
and any other relevant information. 
 
With the above excerpt in mind, the Vendor is urged to coordinate prior authorizations and 
edit patterns with those used in fee-for-service by utilizing resources available via DHCFP’s 
fiscal agent portal (see http://www.medicaid.nv.gov/Home.aspx ) as well as DHCFP’s Provider 
Support (https://dhcfp.nv.gov/providersupport.htm) and Rates and Cost Containment units 
(https://dhcfp.nv.gov/ratesUnit.htm).  
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21. Section Amendment 1 The state’s answer to Question #9 indicates there is a link to the most 
recent rate development actuarial document in response to Question #230. Question #230’s 
answer, though, is unrelated to this topic and does not have the link. Please provide the link. 
 
See attachment for the most recent actuarial capitation rates.  
   


CY 2012 Cap Rates 
20120229.pdf  


 
22. Section Amendment 1 Based on the state’s response to Question #30; is it correct that the only 


proposal response required for the PEBP optional opportunity is to respond to Sections 2.1 
through 2.5? 
 
No.  If submitting for the optional PEBP opportunity, you must submit as described in the 
RFP and explain how this optional opportunity will be provided throughout the Scope of 
Work.  
 


23. Section Amendment 1 from the state’s responses to Questions #30 and #83, is a “separate stand-
alone component” supposed to be a separate binder for PEBP or just a separate tabbed section 
within the Medicaid technical proposal? 


 
The PEBP section should be a separate binder.  
 


24. Section Amendment 1 from the state’s responses to Questions #30 and #83, if a separate binder 
is required for PEBP, how many copies are required? Is a separate CD required? 
 
See Question #23.  The Vendor shall provide the same number of copies as requested for the 
RFP.  A separate CD is required.   
 


25. Section Amendment 1 Based on the state’s response to Question #32; please confirm that if a 
vendor chooses to respond to the PEBP optional opportunity, a cost proposal for PEBP is not 
required. If a cost proposal is required, what format and what level of detail should be provided? 
Should the PEBP cost proposal be submitted separately from the PEBP technical proposal? How 
many copies of the PEBP cost proposal should be provided, and should there be a separate CD 
for it? 


The cost proposal should be in the format requested with the information requested. . A cost 
proposal is required and should be submitted in the four tier format in use for current PEBP 
plans (participant only, participant + spouse, participant + children and participant + family).  
The rate proposal should be submitted for the PEBP population and should be separate from 
the technical proposal. The format will be the same as that required for the DHCFP portion of 
the RFP.  A separate CD is required 


26. Section Amendment 1 The answer to Question #66 conflicts with the answer to Question #252. 
Please confirm that the Question #252 answer is correct. 
 
Vendor is expected to provide appropriate information to demonstrate how they will meet each 
requirement of the Scope of Work.  Vendor will be responsible to determine how to respond to 
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each Section.    There are questions, as per Question #252, where Vendor(s) may determine 
that “understand and comply” would be an appropriate or desired way to respond. 
 


27. Section Amendment 1 Based on the state’s answer to Question #75, is it correct that if new 
populations are added to the MCO program in the future, those populations would no longer be 
eligible for the CMO program since they would no longer be FFS? 
 
Yes. 
 


28. Section Amendment 1 In the state’s answer to Question #150, there is a typo in the section 
referenced as 8.8.13.5. This should be 4.8.13.5 instead, correct? 
 
Yes. 
 


29. Section Amendment 1 The state answered “Yes” for Question #186. Does that “Yes” mean that 
the five page limit is for all of 5.1.9, including 5.1.9.1 A through L? 
 
Yes.  
 


30. Section Amendment 1 for the state’s answer to Question #199, the language referencing the 
5/23/07 NPI compliance date was deleted. However, no new language was added to replace it. 
Since the new Section 5.1.11.4.H is now just two statements, what is the question that vendors 
should be responding to in their proposals or are vendors just supposed to acknowledge their 
understanding that NPIs must be used? 
 
Section 5.1.11.4.H is amended to read: 
 
Current RFP Language:  
 
The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify 
the health care provider or subpart in standard transaction 
 
Amended RFP Language:   


 
The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify 
the health care provider or subpart in standard transaction. Vendor(s) should acknowledge 
their understanding that NPI’s must be used.  
 


31. Section Amendment 1 for the state’s answer of “No” to Question #215; please explain how 
Section 10.1.1 through Section 10.1.3 is related to submitting the second set of questions. It 
appeared that those section references were a typo and that they should have been Section 8.1.1 
through 8.1.3. Considering that the RFP Question Submittal Form link is posted for Amendment 
1 on the Purchasing Division website that also implies that the correct section reference should 
be 8.1.1 through 8.1.3. The state’s answer to Question #216, though, makes the process more 
unclear. Given the state’s answer to Question #216, this vendor is emailing the second set of 
questions. Although it will be too late for vendors to use this information, please clarify this issue 
since Amendments must be signed and are considered part of the proposal. 
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Question #215 should have been answered Yes. Sections 8.2.1 in the RFP should refer to 
sections 8.1.1 through 8.1.3.  Section 8.1.3 references the Timeline, which is specified in 
Section 9, and the processes for submission identified in Section 10.  
 


32. Section Amendment 1 for Question #218, the use of different colors for text was in reference to 
the text used in a vendor’s technical proposal submission, not a vendor’s submission of questions 
to State Purchasing. Please confirm that vendors have the discretion to use different colors for 
RFP question text and response text, including illustrations and tables, within the vendor’s 
technical proposal submission. 
 
Refer to Section 10.1.6 of the RFP.  Colors may be used as appropriate for illustrations and 
tables.   
 


33. Section Amendment 1 Based on the state’s answer to Question #221; please confirm that for Part 
III – Confidential Financial, the requirement is to submit it as hardcopies with 1 original and 2 
identical copies as stated in Section 10.5.1.1. There is no requirement to submit an electronic 
copy of Part III on a CD, but vendors may do so at their discretion. 
 
Vendor(s) should submit a separate CD for Part III.  
 
Section 10.6.4.3 is amended as follows:  
 
Current RFP Language:  
 
No current language  
 
Amended RFP Language:   


10.6.4.3  One  (1)  “Confidential  Financial  Information  CD”  with  the 
confidential financial information.  The electronic files must follow 
the  format and  content  section,  “Part  III, Confidential Financial”.  
The CD must be packaged in a case and clearly labeled as follows: 


 
Confidential Financial Information CD 
RFP No: 1988 
Vendor Name:  
Contents: Part III – Confidential Financial 


Information  
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Section 13 is amended as follows:  
 
Section 13 Submission Checklist 
 
Part I A– Technical Proposal Submission Requirements Completed 


Required number of Technical Proposals per submission requirements  


Tab I Title Page  


Tab II Table of Contents  


Tab III Vendor Information Sheet  


Tab IV State Documents  


Tab V Attachment B – Technical Proposal Certification of Compliance with Terms and Conditions of RFP  


Tab VI Section 3 – Scope of Work  


Tab VII Section 4 – Company Background and References  


Tab VIII Attachment G – Proposed Staff Resume(s)  


Tab IX Other Information Material  


Part I B – Confidential Technical Submission Requirements  


Required number of Confidential Technical Proposals per submission requirements  


Tab I Title Page  


Tabs Appropriate tabs and information that cross reference back to the technical proposal  


Part II – Cost Proposal Submission Requirements  


Required number of Cost Proposals per submission requirements  


Tab I Title Page  


Tab II Cost Proposal  


Tab III Attachment P -  Cost Proposal Certification of Compliance with Terms and Conditions of RFP  


Part III – Confidential Financial Submission Requirements  


Required number of Confidential Financial Proposals per submission requirements  


Tab I Title Page  


Tab II Financial Information and Documentation  


CDs Required  


One (1) Master CD with the technical and cost proposal contents only  


One (1) Public Records CD with the technical and cost proposal contents only  


One (1) Confidential Financial Information CD  


Reference Questionnaire Reminders  


Send out Reference Forms for Vendor (with Part A completed)  


Send out Reference Forms for proposed Subcontractors (with Part A completed, if applicable)  
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34. Section Amendment 1 Amendment 1, Question 30 indicates the current PEBP HMO plans expire 


6/30/15 (Northern NV) and 6/30/16 (Southern NV). However, in Section 2 relating to the 
optional PEBP opportunity (2.3), it indicates the effective date is July 1, 2013. Does this date 
apply to the PEBP HMO plan effective date or are the anticipated effective dates 7/1/15 (SNV) 
and 7/1/16 (NNV)? 


Should PEBP choose the option of using the winning Vendor(s) of this RFP, the start date for 
PEBP would occur once the contracted termination notices of existing contracts are honored 
and the PEBP Board has approved the contract(s)?  PEBP has 180-day termination notice 
provisions. If negotiations were concluded early enough, this could go into effect July 1, 2013.  
The means the contract start date could occur before 2015. The PEBP option is to determine if 
there are opportunities for reduced costs or enhanced benefits based on the economy of scale. 
The PEBP Board will have the final say on the implementation date should PEBP move 
forward with the awarded Vendor(s). 


35. Section Amendment 1 Amendment 1, Question 32 originally requested the more detailed 
information needed to provide a comprehensive quote (detailed census, claims history, etc.). For 
the most part, this information was not provided in the response. Is the Vendor expected to 
provide premium rates as part of the response? Or is the state simply looking for the Vendor’s 
capabilities at this point and expects to negotiate premium at a later date? If the parties could not 
agree on rates, would the Vendor be allowed to withdraw their proposal? 


Should PEBP chose to utilize the winning Vendor(s) from this RFP for its’ HMO services, it 
would be pending successful negotiations.  PEPB included the expiration dates for the HMO 
contracts currently in effect.  The effective date of July 1, 2013 is the earliest that PEBP could 
implement a new contract, if PEBP chose to cancel the current contracts.  The determination 
will be based on the responses to the RFP and the PEBP Board’s decision regarding canceling 
existing contracts and entering into a new one. The PEBP option is to determine if there are 
opportunities for reduced costs or enhanced benefits based on the economy of scale. The 
vendor is expected to provide a cost proposal.  Subsequent vendor negotiations may be 
necessary and the vendor would be able to withdraw the proposal if the terms are not 
satisfactory. 


36. Section Amendment 1 Regarding 10.1.6 and question 72: Must text in graphs, charts and tables 
supporting a RFP response be presented in bold-italic? 
 
No. 
 


37. Section Amendment 1 For the response to the RFP, is it acceptable to only include the first and 
last page of Amendment 1 or does the entire document need to be submitted? 
 
The entire Amendment should be submitted.  
 


38. Section Amendment 1 for Amendment 1, question 5, should the RFP be amended to be section 
4.7.2.5? 
 
Yes. 
 


39. Section Amendment 1 Based on the response to Amendment 1, questions 243, 244, 250 and 251 
should the RFP be amended? 
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Sections 10.2.2.6 and 10.2.2.7 are amended as follows:  


Current RFP Language: 
 


10.2.2.6  Tab VI – Section 3 – Scope of Work 


10.2.2.7  Tab VII– Section 4  Company Background and References 
 
Amended RFP Language:  


10.2.2.6  Tab VI – Section 4 – Scope of Work 


10.2.2.7  Tab VII– Section 5  Company Background and References 
 
Section 4.5.8.2.B is amended as follows:  
 
Current RFP Language: 
 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers.  DHCFP must prior approve all provider announcements, 
regardless of method of dissemination.  If the DHCFP does not respond within twenty (20) 
days, the newsletter will be considered approved. 
 
Amended RFP Language:  
 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers.  DHCFP must prior approve all provider announcements, 
regardless of method of dissemination.  If the DHCFP does not respond within ten (10) days, 
the newsletter will be considered approved. 
 


40. Section Attachment E Provision 6. Performance Security 3) – requires security to be deposited 
no later than ten (10) working days following award of the contract. This language contradicts 
the requirement under the RFP Fiscal Requirement 4.10.2.1. (pg. 141) which states the 
performance security deposit must be deposited within fifteen (15) calendar days after the end of 
the first quarter of the contract. Please clarify. 
 
Both are correct.  The initial deposit of $15,000,000 must be deposited within 10 working days 
following award of the contract to contractor, as stated in the Insurance Schedule 
(Attachment E).  This amount must be reviewed at the end of the first quarter and may need to 
be increased as described in §4.10.2.1.  That is, after the first quarter, if it is determined that 
110% of the highest months capitation in that quarter is greater than $15,000,000, then the 
deposit must be increased to that greater amount; if the calculation of 110% of the highest 
month in that quarter is less than $15,000,000, then the amount will remain at $15,000,000.  
Please note that 4.10.2.2 requires another review after the end of the first year of the contract. 
 


41. Section Attachment G – Resume Define the term “Classification”. 
 
There are no unique classification codes for this RFP.  Classifications examples are:  
Physician, Physician Assistant, etc.  
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42. Section Attachment G – Resume Under “Relevant Professional Experience”, define the 
difference between Vendor Name vs. Client Name. 
 
Vendor Name:  Company 
Client Name:  Contact 
 


43. Section Attachment G – Resume - Is the purpose of the resume to provide you information 
regarding experience within the health plan? Or, is it for the staff’s prior experience which would 
include other entities? 
 
Staff’s prior experience which might include a staff member’s prior experience with other 
entities. 
 


44. Section Attachment L – Provider Types Clarification is needed regarding Provider Types and 
potential duplication. Example: Provider Type #24 – Certified Registered Nurse Practitioner, 
Nurse Anesthetist, Nurse Mid-Wife, Physicians Assistants. However, #72 also identifies Nurse 
Anesthetist, #74 Nurse Midwife and #77 Physician’s Assistant? 
 
Attachment L is updated and attached, see Section I, Item #13 of this Amendment. 
 


45. Section Attachment L – Provider Types What is the description of #17 Special Clinics? Would 
this be a MCO provider type contracting responsibility? 
 
A new provider types list has been attached (see Question #44) that identifies ‘special clinics’.  
 
Yes, except for the Indian Health Services. 
 


46. Section General Facility reimbursement – How does the state handle or plan to handle GME, 
Intensity Operating Allowance (IOA) or other supplement payments to the MCO and or 
provider? 
 
Neither IOA nor GME are part of this contract.  However, certain supplemental payments are 
detailed in 4.2.11.3 Maternity Kick Payment (SOBRA) and 4.2.11.5 Low Birth Weight Babies. 
 


47. Section General Will an amended RFP be made available? 
 
No, a Unified Version will not be available, but Amendments 1 and 2 are available in their 
entirety through Purchasing.  
 


48. Section Medicaid Services Manual, Section 203 Non-emergency services must be billed using 
the most appropriate code, either 99281 or 99282. Does the state have a listing of non-emergent 
diagnoses for the ER? 
 
Diagnostic codes are provided by the doctor, based on the medical condition.  This does not 
place the definition of an emergency on the diagnosis code. Section 203.4A of the MSM 
defines emergency services “as a case in which delay in treatment of more than 24 hours 
could result in severe pain, loss of life, limb, eyesight or hearing, injury to self or bodily harm 
to others.”  
 


49. Section Sect. 4.2.3 Benefit Exclusions as listed in the Medicaid Service Manual Sect 3603.4 
include the following: All nursing facility stays over 45 days, Swing bed stays in acute hospitals 
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over 45 days, Residential Treatment Center (RTC) Limitations, Hospice, Institutions for Mental 
Diseases (IMDs), however the current RFP does not list these as benefit exclusions. Are the 
services listed above to be included MCO services for the RFP? 
 
The covered services are described in section 4.2.2 of the RFP.  The Medicaid Services 
Manual 3600 will be amended prior to the contract effective date to reflect the changes in the 
new MCO contract(s).   
 


50. Section 4.10.7 - The managed care organization is required to vigorously pursue billing prior 
resources. If amounts are recovered that are the direct result of billing the prior resources and a 
signed acknowledgement has not been returned from the enrolled Medicaid recipient or his/her 
authorized representative, is the managed care organization entitled to retain amounts recovered? 
 
See Question #164, in Amendment 1.  Vendor(s) are required to obtain TPL information 
independently of DHCFP for the purpose of avoiding claim payments or recovering payments 
made from liable third parties.  TPL recovery may be incorporated into capitated rate 
development by DHCFP and its actuary. Vendor has 365 days from claim paid date to recover 
TPL payment; after 365 days, Vendor forfeits the right to recovery to the State unless Vendor 
can provide evidence that the recovery effort is active and/or in dispute 
 


51. Section 4.2.3.3 and 4.5.3.3 H Based on section 4.2.3.3, DHCFP has provider contracts with 
several school districts. However section 4.5.3.3 H, lists school-based clinics as a required 
essential community provider for vendors to contract with. Please clarify the distinction between 
the two sections and if vendors are to contract with school-based clinics. 
 
Section 4.2.3.3 is specific to certain medically necessary covered services delivered by School 
Based Centered Health Centers (SBCHC) to eligible Medicaid and Nevada Check Up 
recipients.  
 
School-based clinics referenced in 4.5.3.3 may include, but are not limited to officially 
designated SBCHC’s.  
 


52. Section 4.2.3.10 and 4.5.3.3 L and M Based on section 4.2.3.10, recipients in Child Welfare are 
excluded from managed care. However section 4.5.3.3 L and M, lists Child Welfare related 
services and agencies as being required essential community providers. Please clarify the 
distinction between the two sections and if vendors are to contract with Child Welfare related 
services and agencies. 
 
Section 4.5.3.3 L and M is specific to the Division of Child and Family Services (DCFS) and 
the County Child Welfare Agencies as essential community providers. Section 4.2.3.10 
identifies recipients in Child Welfare, who are excluded from MCO enrollment. There may be 
times when DCFS and County Child Welfare Providers have provided services to a FFS 
recipient who then moves into managed care. Contracting with these providers will help 
ensure continuity of care of these recipients.  
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Nevada Medicaid MCO Services RFP #1988  IV-79 
November 15, 2012 


10.2.2.4.E. Copies of any vendor licensing agreements and/or hardware and software 
maintenance agreements. 


Vendor Licensing Agreements and/or Hardware and 
Software Agreements  


Copies of Amerigroup Nevada’s vendor licensing agreements and/or hardware and software 
agreements are included in the Confidential Technical Binder. Per the State’s response to 
Question #9 included in RFP Amendment 2, we are including the following agreements that 
we consider “material” and needed for the performance of the RFP:  


 AT&T 


 SunGard 


 TriZetto  


Additional agreements are available upon request. 
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Nevada Medicaid MCO Services RFP #1988  
November 15, 2012 


10.2.2.4.F.  Copies of applicable certifications and/or licenses. 


Applicable Certifications and/or Licenses  


We have included copies of Amerigroup Nevada’s current licenses and certifications as 
Attachments 5.1.10.1-1 – 5.1.10.1-3 in Tab IX – Other Informational Material, behind Tab 
VII Attachments.  


 Certificate of Authority. Amerigroup Nevada maintains a license to operate as a Health 
Maintenance Organization (HMO) in the Service Areas of Clark and Washoe counties, 
issued by the Nevada Division of Insurance on March 30, 2006.  


 NCQA New Health Plan (NHP) Accreditation. Amerigroup Nevada currently is 
operating under a three-year accreditation that we received in December 2011; the 
accreditation is valid through December 2014. 


 Nevada State Business License. Amerigroup Nevada holds a State Business License 
through the Nevada Department of Taxation. The license has been maintained 
continuously with the State annually since its date of issue on April 26, 2006; the 
license is valid thorugh August 13, 2013.  


Through our accreditation efforts, we seek to demonstrate our commitment to quality of care 
for all members. 
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4.1 VENDOR DUTIES AND 
RESPONSIBILITIES 
The Vendor’s senior staff and other key staff as identified by the Vendor shall participate in all 
meetings scheduled by DHCFP. The purpose of these meetings includes, but is not limited to, the 
discussion of contract compliance, DHCFP auditing functions and responsibilities, and any other 
applicable issues concerning administration and management of the contract as well as program 
and service delivery.  The frequency of such meetings may include, at a minimum, monthly 
teleconferences and/or videoconferences in addition to quarterly on-site meetings.  The location 
of the on-site meetings will be at either the DHCFP administrative offices in Carson City or a 
site in Las Vegas.  It is the sole responsibility of the DHCFP to provide reasonable advanced 
notice of such meetings, including location, time, date, and agenda items for discussion.     


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


As a current Medicaid and Nevada Check Up MCO, Amerigroup enthusiastically welcomes 
regularly scheduled meetings with DHCFP. Our leadership currently meets face-to-face with 
the Agency quarterly. (At DHCFP’s request, we no longer meet monthly.) During those 
meetings, we discuss strategic issues that influence the results of the MCO program, 
opportunities for program improvements, and the status of ongoing projects. For example, we 
provide quarterly updates regarding Performance Improvement Projects that are in process at 
the health plan. We welcome the opportunity to further strengthen our collaborative 
relationship with the State. 
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4.2 MEDICAL SERVICES 
 
Except as otherwise provided in this RFP, the Vendor’s benefits package provided to DHCFP 
members shall not be less in amount, duration, and scope than those covered services specified in 
the respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service 
Manual, but may be more than stated therein. The Vendor shall not issue any insurance 
certificate or evidence of insurance to any Medicaid or Nevada Check Up recipient. Any 
insurance duty shall be construed to flow to the benefit of DHCFP and not to the Medicaid or 
Nevada Check Up enrolled recipient. Any changes in benefit amount, duration, or scope shall be 
preceded by a review of impact on capitation amounts.  


This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. Table 4.2-1 displays the cross-reference matrix: 


Table 4.2-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections  Complete Amerigroup 
Nevada Response 


4.2.1  Vendor Managed Care Benefit 
Package 


4.2.1.1 – 4.2.1.4   4.2.1.1 – 4.2.1.4 
5.1.11.1.A and 5.1.11.1.B 


4.2.1.5  4.2.1.5 


4.2.1.6  5.1.11.1.B and 5.1.11.1.C 


4.2.1.7  5.1.11.4.A 


4.2.1.8 – 4.2.1.9  5.1.11.3.B 


4.2.1.10 – 4.2.1.12  5.1.11.1.D 


4.2.1.13  5.1.11.5.A 


4.2.1.14  5.1.11.3.D 


4.2.1.15  5.1.11.4.D 


4.2.1.16  4.2.1.16 


4.2.1.17  4.2.1.17 
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Main SOW Section  SOW Sub Sections  Complete Amerigroup 
Nevada Response 


4.2.2  Vendor Covered Services  4.2.2.1 – 4.2.2.49  4.2.2  


4.2.3  Excluded Services and Coverage 
Limitations  


4.2.3.1 – 4.2.3.10  4.2.3 


4.2.4  EPSDT Services & Well Baby/Child 
Services 


N/A  4.2.4 


4.2.5  Additional Preventive Services   N/A  4.2.5 


4.2.6  Dental Services   4.2.6.1 – 4.2.6.3  4.2.6 


4.2.7  Pharmacy Services  N/A  4.2.7 


4.2.8  Children with Special Health Care 
Needs and Mental Health Services for 
Adults 


4.2.8.1 – 4.2.8.3  5.1.11.1.G and 5.1.11.1.H 


4.2.9  Transplantation of Organs and 
Tissue, and Related Immunosuppressant 
Drugs 


N/A  4.2.9 


4.2.10  Out‐of‐Network Services  4.2.10.1 – 4.2.10.5  4.2.10 


4.2.11  OB/GYN Services  4.2.11.1 – 4.2.11.5  4.2.11 


4.2.12  Coordination with Other Vendors 
and Other Services 


N/A  4.2.12 


4.2.13  Immunizations  N/A  4.2.13 


4.2.14  Mental Health Services  4.2.14.1  5.1.11.1.H 


4.2.14.2  4.2.14.2 


4.2.14.3 – 4.2.14.10  5.1.11.1.H 
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4.2.1 Vendor Managed Care Benefit Package 
Each Vendor must provide, either directly or through subcontractors, the managed care benefit 
package, as described in this RFP, to enrolled recipients to ensure all medically necessary 
services covered under the State Plan are available and accessible to them. The State of Nevada 
Title XIX State Plan can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/. The 
State of Nevada Title XXI State Plan can be accessed on the Nevada Check Up website at 
www.nevadacheckup.nv.gov.  


The Vendor must abide by all ACA requirements, including the provision of Essential Health 
Benefits (EHBs), as defined in the ACA. 


Amerigroup Nevada currently complies with most of these requirements, will implement 
capabilities to meet the remaining requirements, and will continue to meet all requirements 
under the new Contract.  


Benefit Package 


Amerigroup Nevada provides members the required benefit package that includes covered 
services specified in the respective State Plan to 85,000 Medicaid and Check Up recipients 
enrolled in managed care in Nevada, and we are prepared to continue to coordinate the array 
of services that our members need to achieve optimal health outcomes. 


Amerigroup has operated in Nevada for almost four years. Working closely with DHCFP, our 
members, providers, and community-based organizations, we have developed a keen 
understanding of the greatest needs of the community’s various stakeholders and created 
innovative, sustainable solutions to drive positive outcomes where results are needed most. By 
providing certain benefits above and beyond the required core services, we believe we can 
achieve lasting and measurable improvements in the behavioral and physical health and 
welfare of our Nevada members. Accordingly, we propose to offer expanded services to 
qualified members to enhance care, promote healthier outcomes, and increase member 
satisfaction. These include: 


 Enhanced services included in our current Contract: 


 Annual free sports physicals 


 Memberships in Boys and Girls Clubs for children ages 6 to 11 


 Asthma Camp for children with asthma 


 Targeted text message reminders and free additional mobile minutes for no-cost 
mobile telephone service 


 Circumcision for newborns 
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 Additional enhanced services for the new Contract: 


 Hypoallergenic bedding 


 Career development educational DVDs 


For additional information on our value-added services, please see Section 5.1.11.1.A. 


ACA Requirements 


In all states in which Amerigroup operates health plans, we are preparing to meet all 
Affordable Care Act (ACA) requirements, and we are actively engaged in the planning process 
in Nevada. Our CEO participates on the Silver State Health Insurance Exchange (SSHIX) 
Finance and Sustainability Advisory Committee, and our Medical Director is a member of the 
SSHIX Plan Certification and Management Advisory Committee, which provides 
recommendations on the Essential Health Benefits (EHB)to be included in Qualified Health 
Plans. 


For the new requirement relative to the ACA, our Regulatory Services and Plan Compliance 
team will monitor health plan activities and protocols to verify that they abide by all ACA 
requirements, including the provision of EHBs as defined in the ACA. 


The Vendor must furnish services in the same amount, duration and scope as services furnished 
to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the 
vendor: 


4.2.1.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably 
be expected to achieve the purpose for which the services are furnished; 


4.2.1.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required 
service solely because of diagnosis, type of illness, or condition of the member; 


4.2.1.3 May place appropriate limits on a service on the basis of criteria applied under the 
State plan, such as medical necessity, or for the purpose of utilization control, 
provided the services furnished can reasonably be expected to achieve their purpose, 
as required in Section 4.2.2; 


4.2.1.4 Must specify what constitutes “medically necessary services” in a manner that is no 
more restrictive than that used in the State Medicaid program as indicated in State 
statutes and regulations, the State Plan, and other State policy and procedures, 
including the Medicaid Services Manual (MSM). The State of Nevada Title XIX 
State Plan can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/.  
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Amount, Duration, and Scope of Services (§4.2.1.1 – 
4.2.1.4) 
As a current MCO in the Nevada Medicaid and Check Up Managed Care program, 
Amerigroup Nevada currently meets all DHCFP requirements. Our utilization and case 
management programs are consistent with NCQA standards, and the health plan received 
NCQA accreditation as a new Health Plan, making us the only Medicaid health plan in the 
State to achieve accreditation. 


Amerigroup Nevada’s utilization management program is the vehicle through which we 
monitor the amount, duration, and scope of services furnished to members, and we have 
structured it to reflect DHCFP requirements, including use of the Medicaid Services Manual 
(MSM) as the primary source for determining medical necessity of services, augmented by 
nationally recognized medical necessity guidelines. 


Our utilization management program is thoroughly described in Section 5.1.11.1.B. 


Comprehensive Services Package for Nevada Check 
Up (§4.2.1.5) 


4.2.1.5 The State of Nevada Title XXI State Plan can be accessed on the Nevada Check Up 
website at www.nevadacheckup.nv.gov. The Vendor shall address the extent to which 
it is responsible for covering services related to the following: 


A.  The prevention, diagnosis, and treatment of health impairments; 


B.  The ability to achieve age-appropriate growth and development; and 


C.  The ability to attain, maintain or regain functional capacity. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our comprehensive services package for Nevada Check Up reflects a full array of benefits that 
support: 


 The prevention, diagnosis, and treatment of health impairments 


 The ability to achieve age-appropriate growth and development 


 The ability to attain, maintain, or regain functional capacity 
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Amerigroup Nevada connects each member with a medical home through designation of a 
PCP who is charged with coordinating and organizing the array of services for each 
individual. Further strengthening that role, Amerigroup Nevada has implemented Real 
Solutions® Medical Homes that further strengthen delivery of care and services for our 
members. Currently 8,800 Nevada members, more than 10 percent, are served through a Real 
Solutions® Medical Home, and more than 42 percent of our members are connected to a PCP 
practice that participates in quality-driven incentive programs. In addition, our affiliate health 
plans in Washington, Kansas, and other states are building health homes that foster quality 
outcomes through patient-centered integrated care for our members with chronic conditions, 
including Seriously Emotionally Disturbed (SED) children and Severely Mentally Ill (SMI) 
adults. 


Our employees, systems, and policies have promoted appropriate delivery of healthcare 
services to Nevadans for almost four years. Real Solutions® Health Care Impact, our care 
management model, integrates physical and behavioral health and considers social and 
functional risk factors; calibrates the intensity of case management to each individual’s risk 
factors; includes specialty programs for pregnant members and eight NCQA-accredited 
disease management programs; and delivers tailored, member-oriented care treatment plans 
that incorporate community-based services to encourage improved health outcomes, 
independence, and sustained recovery.  


Amerigroup Nevada’s model also encourages primary and preventive care, including Early 
and Periodic Screening, Diagnosis, and Treatment (EPSDT) and Well baby/Well child 
services, to help members stay as healthy as possible. We also conduct extensive community 
outreach, often in partnership with existing community agencies such as the Southern Nevada 
Immunization and Health Coalition to capitalize on programs and services that exist in 
Nevada today. 


Authorizations (§4.2.1.6) 


4.2.1.6 Must, for itself and its subcontractors, have in place and follow, written policies and 
procedures for the processing of requests for initial and continuing authorizations of 
services. 


The Vendor must have in effect mechanisms to ensure consistent application of review criteria 
for authorization decisions and consult with the requesting and/or servicing provider, when 
necessary. 


The Vendor shall monitor prior authorization requests. DHCFP, at its sole discretion, may 
require removal of the prior authorization requirement for various procedures based on reported 
approval data and any other relevant information. 
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Any decision made by the Vendor to deny a service authorization request or to authorize a 
service in an amount, duration, or scope that is less than requested, must be made by a health 
care professional who has appropriate clinical expertise in treating the member’s condition or 
disease. 


The Vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-
service program. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We maintain detailed written policies and procedures that align with NCQA standards and 
DHCFP requirements that guide processing of all authorization requests, including 
coordination of prior authorizations and edit patterns with those in the fee-for-service 
program. Between January and July of 2012, Amerigroup Nevada processed 16,007 inpatient 
authorization requests (compared to 28,247 in all of 2011) and 13,844 outpatient authorization 
requests (20,497 in 2011). We continually refine our processes, including modifying the list of 
procedures requiring authorization based on extensive data analysis and re-engineering 
operations to simplify the process for providers. Amerigroup, in partnership with our Business 
Improvement team, is now implementing utilization management (UM) operational 
refinements after almost a year of detailed analysis of processes across all health plans.  


Amerigroup Nevada’s UM efforts concentrate on engaging providers in productive dialogue 
regarding authorization of behavioral health and physical health services to promote access to 
the level of care that will drive the best health outcomes. Rather than using UM as a 
mechanism for authorization or denial of requested service, we use it to creatively address our 
members’ health challenges. Our team is skilled at applying guidelines outlined in the Nevada 
Medicaid Services Manual (which are incorporated into our system to foster expediency and 
consistency). We augment those with nationally recognized guidelines to promote clinical 
integrity in all decision-making. Our guidelines are reviewed annually by our Medical Policy 
Committee and also our local Medical Advisory Committee, which includes network providers. 
In our most recent inter-rater reliability audits, 100 percent of our Nevada employees exceeded 
compliance thresholds, demonstrating consistent application of guidelines. 


Our Medical Director, with support from our Behavioral Health and OB Medical Directors, 
reviews all cases in which authorization requests do not meet clinical guidelines. 


Our approach to meeting this SOW requirement is described in our response to Section 
5.1.11.1.B and Section 5.1.11.1.C. 
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Network Monitoring and Maintenance (§4.2.1.7) 


4.2.1.7 Must maintain and monitor a network of appropriate providers that is supported by 
written agreements and is sufficient to provide adequate access to all services covered 
under the contract for both the TANF/CHAP and CHIP (Nevada Check Up) 
populations. In establishing and maintaining the network, the Vendor must consider 
the following: 


A.  The anticipated DHCFP recipient managed care enrollment; 


B.  The numbers of network providers who currently are and are not accepting new 
Medicaid and Nevada Check Up recipients; 


C.  The expected utilization of services, taking into consideration the characteristics and 
heath care needs of specific Medicaid and Nevada Check Up populations represented 
in the RFP; 


D.  The numbers and types (in terms of training, experience, and specialization) of 
providers required to furnish the contracted Medicaid covered services; and 


E.  The geographic location of providers and enrolled recipients, considering distance 
(pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used 
by members, and whether the location provides physical access for members with 
disabilities. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our Clark and Washoe County provider network currently includes 13 hospitals, 640 PCPs, 
2,098 specialists, and more than 500 behavioral health providers, including all Essential 
Community Providers in our service area. We regularly monitor our network to ensure 
accessibility and convenience for our members. Our network meets all DHCFP requirements 
for access and availability prescribed by our current Contract with the State. We regularly 
provide DHCFP with supporting documentation of our network’s capacity to serve our 
enrollment. 


Our network adequacy and capacity model considers all of the requirements in the RFP for 
establishing and maintaining a provider network that will offer members access to covered 
services. We will offer services through a network that meets or exceeds access and capacity 
standards to foster member access and choice of providers based on:  


 Anticipated enrollment  
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 Number and type of providers, including those providers who are and are not accepting 
new members 


 Geographic location of providers and members, including travel time, means of 
transportation, and physical access for members with disabilities 


 Expected utilization 


Our Nevada-based Provider Relations team continually explores new contracting 
opportunities, and our Medical Director, a member of the Nevada Association of Managed 
Care Physicians, engages physician leaders throughout the service area and State to foster 
productive relationships. Our goal is to maintain collaborative provider relationships that 
align with the objectives of DHCFP. 


Amerigroup Nevada also emphasizes provider collaboration. We strive to develop positive and 
lasting relationships with providers who are committed to member education and 
empowerment, as well as to our initiatives on quality and cost. Strengthening relationships 
with these high-performing providers includes helping them grow their practices when they 
better serve our members.  


We offer providers compelling reasons to participate in our provider network. Key elements of 
our network development approach include:  


 Offering financial incentives such as our Provider Quality Incentive Program, that 
promote quality and cost-effective care 


 Transforming select PCP practices into Amerigroup Real Solutions® Medical Homes 


 Delivering practice supports and health information that enhance access, guide 
evidence-based decision-making, improve quality, and decrease patient care 
fragmentation 


 Reducing administrative burdens for providers  


We have fully responded to this SOW requirement in Section 5.1.11.4.A. 


Member Choice in PCPs (§4.2.1.8 – 4.2.1.9) 


4.2.1.8 Must allow each member to choose his or her health care professional, including 
primary care provider (PCP), to the extent possible and appropriate. 


A.  Members with disabilities, chronic conditions, or complex conditions shall be allowed 
to select a specialist as their PCP. These members shall be allowed to select a State-
operated clinic as their PCP.  
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B.  Members with disabilities must be given an additional 30 days to select a PCP. 


C.  Vendor must allow for continued use of a member’s provider(s) until the member can 
be transferred to an appropriate network provider(s). 


D.  Vendor must allow for a pregnant member’s continued use of their OB/GYN, if at all 
possible.  


4.2.1.9 Must provide female members with direct access to a women’s health specialist 
within the network for covered care necessary to provide women’s routine and 
preventive health care services. This is in addition to the member’s designated 
primary care provider (PCP), if that source is not a women’s health specialist. 


Amerigroup Nevada currently complies with a similar requirement under our current 
Contract and will expand our policies and continue to do so under the new Contract. 


Our experience validates that quickly establishing a relationship with a PCP is one of the most 
important first steps in improving the health and well-being of our members. Because of this, 
establishing a medical home for each member is our first priority after member enrollment.  


Amerigroup Nevada members can change PCPs at any time. By allowing our members 
complete freedom to select the PCP of their choice, we improve outcomes and promote 
efficiency of service delivery. As a current MCO for Nevada Medicaid and Check Up 
members, Amerigroup Nevada fully supports member choice of provider requirements and 
enables member choice of PCP in accordance with DHCFP requirements.  


We will modify our policies and procedures to reflect the new SOW requirements (allowing 
specific members to have alternate PCP options or to have additional time to select PCPs), and 
we will communicate these enhancements to members through our new member handbook. 
We have similar requirements in other states and will adopt them in Nevada. 


We have fully responded to this SOW requirement in Section 5.1.11.3.B. 
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Referrals and Second Opinions (§4.2.1.10 – 4.2.1.11) 


4.2.1.10 Must cover these services out of network for the member adequately and timely for as 
long as the Vendor is unable to provide them. If the network is unable to provide 
necessary services covered under the contract to a particular member, the Vendor 
must coordinate with out- of-network providers with respect to payment. 


4.2.1.11 Must provide for a second opinion from a qualified health care professional within 
the network, or arrange for the member to obtain one outside of the network, at no 
cost to the member. 


4.2.1.12 Must coordinate with out-of-network providers with respect to payment. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


In our experience, out-of-network referrals are most common for pediatric subspecialty and 
transplant services that are not available within the State of Nevada and for members seeking 
services in rural and remote areas of Washoe County where there is limited provider capacity. 
Existing providers in those areas have been unwilling to join the network as their practices are 
often at capacity. Amerigroup Nevada’s Provider Relations employees in Reno and our Out-
of-Network Coordination Nurse have cultivated strong relationships with office employees at 
these practices that enable us to rapidly coordinate single case agreements when necessary. 
Provider office employees are already familiar with our agreements, care management 
practices, and claims submission protocols, expediting execution of single case agreements 
and member appointment availability. 


We have fully described our handling of out-of-network services in Section 5.1.11.1.D. 
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Credentialing (§4.2.1.13) 


4.2.1.13 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 
and Sections 4.5 and 4.8.15 of this RFP. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has successfully credentialed more than 1,770 practitioners, ancillary 
providers, and facilities, between 2009 and 2011. We have the systems, employees, and policies 
and procedures in place to continue to accurately and timely credential the full spectrum of 
physical and behavioral health providers required for Nevada’s Medicaid and Check Up 
Managed Care Program.  


Our credentialing and re-credentialing processes meet Nevada and federal laws and 
regulations and NCQA accreditation requirements. Our comprehensive credentialing policies 
and procedures are regularly reviewed and updated in accordance with new NCQA standards 
and when new federal or State requirements are issued. 


We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Provider Hours of Operation (§4.2.1.14) 


4.2.1.14 Must ensure that the network providers offer hours of operation that are no less than 
the hours of operation offered to commercial members or comparable to Medicaid 
FFS, if the provider services only Medicaid members pursuant to 42 CFR 438.206; 
must meet and require its providers to meet State standards for timely access to care 
and services, taking into account the urgency of the need for services; must make 
services included in the RFP available twenty-four (24) hours per day, seven (7) days 
per week, when medically necessary; must establish mechanisms to ensure 
compliance by providers; monitor providers regularly to ensure compliance; and, 
must take corrective action if there is a failure to comply.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


All Amerigroup Nevada network providers are required via provider agreement to abide by all 
DHCFP appointment standards. We educate providers on these standards through initial and 
recurring provider training and the provider manual, incorporated by reference as part of the 
provider agreement. Amerigroup Nevada’s provider newsletters supplement providers’ initial 
orientation training and serve as recurring reminders for timely access to care and services. 
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We closely monitor providers to ensure that they offer timely access to care for our members. 
We use information from our Provider Relations, Medical Management, and Quality 
Management Departments for identifying opportunities to identify issues and address 
deficiencies. We monitor provider adherence to access to care standards through: 


 Annual audits of a random, statistically valid sampling of PCPs and designated 
specialists to assess appointment availability and after-hours coverage 


 Review of our annual member satisfaction survey 


 Reviews of member grievances. In our annual review of member grievances 
concerning appointment access, the rate was less than 0.04 per 1,000 members 


When we identify providers who are out of compliance with appointment standards, our 
Provider Relations employees visit them in-person and present a letter requesting corrective 
action plans. The Provider Relations team continues to monitor compliance and then re-
surveys the providers after 90 days to verify that they are in compliance. Ultimately, we remove 
providers from our network if they do not meet access standards or do not take action to meet 
the standards. 


We have fully responded to this SOW requirement in Section 5.1.11.3.D. 


Emergency Coverage (§4.2.1.15) 


Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week. The 
Vendor must have written policies and procedures describing how recipients and providers can 
obtain urgent coverage and emergency services after business hours and on weekends. Policies 
and procedures must include provision of direct contact with qualified clinical staff. Urgent 
coverage means those problems which, though not life-threatening, could result in serious injury 
or disability unless medical attention is received.  


Amerigroup Nevada currently complies with this requirement under our current Contract and 
will continue to do so under the new Contract. 


Members have access to emergency services twenty-four (24) hours a day, seven (7) days a 
week (24/7). We do not require referral or prior authorization for emergency services. Our 
member handbook provides information on how and where to access emergency and urgent 
care services. Members have 24/7 access to our Nurse HelpLine.  


Beginning with this new Contract, we will be introducing our Amerigroup on Call program, 
which promotes alternatives to the emergency department. In addition to our Nurse HelpLine, 
Amerigroup on Call offers members access to PCPs with extended hours, urgent care centers, 
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limited services clinics, and physician telephone consults. The tele-consults are with 
board‐certified, licensed doctors to provide telephone diagnosis, recommend treatment, and 
write short‐term, non‐DEA‐controlled prescriptions when appropriate—all of which broaden 
member access to emergency department alternatives, especially after hours. 


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


Cultural Competency (§4.2.1.16) 


4.2.1.16 Vendor must participate in State and federal efforts to promote the delivery of 
services in a culturally competent manner to all members, including those with 
limited English proficiency and diverse cultural and ethnic backgrounds pursuant to 
MSM Chapter 100, Section 103.6. For the purposes of this RFP, the State has 
identified the prevalent non-English language in Nevada to be Spanish. The BBA 
Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), 
and DHCFP requires that vendors offer accessible and high quality services in a 
culturally competent manner; 


Amerigroup Nevada is committed to providing culturally competent services and access to a 
system of support for our members that specifically meets their needs across the continuum 
regardless of cultural norms, ethnicity, religious affiliation, sexual orientation, functional 
ability, or socio-economic status. We have built our policies, procedures, employee education, 
and community programs to meet the unique needs and diversity of our member population in 
Nevada. We understand what contributes to potential barriers to care for our members and 
seek solutions to help our members get the care they need, when they need it.  


We maintain a Cultural Competency Plan (CCP) that 
focuses the health plan on delivering accessible and 
culturally relevant services to all our members. For 
example, our most recent data (September 2012) 
indicates that approximately 46 percent of our Nevada 
members are Hispanic, and almost 20 percent of 
members speak Spanish as their primary language. In 
fact, more than 46 percent of our network providers 
speak Spanish, confirming culturally accessible 
services. 
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Cultural Competency Plan (§4.2.1.16.A) 


A. Each Vendor must have a comprehensive cultural competency program, which is 
described in a written plan. The Cultural Competency Plan (CCP) must describe how 
care and services will be delivered in a culturally competent manner. The CCP must 
identify the goals and objectives of the Vendor’s cultural competency program and 
encompass the goals and objectives described in the DHCFP Quality Assessment and 
Performance Improvement Strategy (QAPIS). The CCP must be reviewed and 
updated annually and submitted to DHCFP in the second quarter of each calendar 
year. 


 The Vendor must identify a staff person, title or position responsible for the CCP. If 
there is a change in the staff member responsible for the CCP, the Vendor must notify 
the DHCFP. 


Amerigroup Nevada maintains a detailed CCP that aligns with DHCFP’s Quality Assessment 
and Performance Improvement Strategy. Our Nevada Quality Management Director is 
responsible for the CCP. We have submitted our plan annually as required and have refined it 
over time to promote compliance with DHCFP requirements.  


Amerigroup Nevada has adopted the 14 National 
Standards for Culturally and Linguistically 
Appropriate Services (CLAS) in Health Care to 
promote the equitable and effective treatment of all 
members entering the healthcare system. While federal 
regulations require compliance with only Standards 4, 5, 6, and 7, we have adopted the other 
10 standards that are identified as guidelines and recommendations. This demonstrates our 
commitment to a more comprehensive and effective approach to addressing health disparities 
among our members. In particular, we commit to embracing the cultural beliefs, preferences, 
expectations, and norms that influence how our members access healthcare services and 
engage with their service and care providers. 


Staff Recruitment and Retention (§4.2.1.16.B) 


B. The CCP must contain a description of Staff Recruitment and Retention: 


 The Vendor must demonstrate how it plans to recruit and retain staff who can meet 
the cultural needs of the Vendor’s members. Cultural competence is part of job 
descriptions. 


Our current CCP incorporates our Staff Recruitment and Retention policies, which DHCFP 
indicated met all requirements in its most recent review. We recognize that members and 
providers are most comfortable interacting with health plan staff that understands and 
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respects their cultural preferences. We continue to emphasize staff development related to 
cultural competency. This includes: 


 Continued recruitment of bilingual employees for positions that interact most with 
members, including a Member Outreach Specialist and Quality Management 
Coordinator 


 Reinforcement of our commitment to diversity in all job postings with a requirement 
that candidates must demonstrate cultural competency by exhibiting keen awareness of 
cross-cultural values and beliefs, acceptance of the dynamics that result from cultural 
differences and must work to create an atmosphere of acceptance, civility, and respect 
toward all populations 


 Pursuit of new opportunities to recruit bilingual employees and candidates whose 
cultural preferences mirror those of our members for all positions that interact with 
members through engagement with community organizations, such as the Las Vegas 
Latin Chamber of Commerce 


Amerigroup Nevada also acts as a community leader to build workforce diversity in Nevada. 
For example, during the fourth quarter of 2012, we are hosting a Disability Mentoring Day 
through a partnership with Opportunity Village. As part of this effort, we will invite people 
with disabilities to our workplace for hands-on mentoring, coaching, and job shadowing to 
prepare them for successful employment. This includes education on department functions, 
dressing for success, interviewing techniques, and resume writing skills. Developing a strong 
understanding of the needs and preferences of people with disabilities will enhance our ability 
to recruit candidates with disabilities, which 
will be especially vital should DHCFP expand 
MCO eligibility to the Medical Assistance for 
Aged Blind and Disabled population in Nevada. 


We also emphasize community engagement for 
our employees. Each and every employee 
participates in our community outreach 
activities, which strengthens their 
understanding of the cultural needs of those we 
serve through the Medicaid MCO program.  


The diversity of our Nevada employees is 
summarized in Table 4.2.1-1. 


  


Table 4.2.1-1. Amerigroup Nevada 
Encourages Diversity within the Health 
Plan 


Employees  Percentage 


Female  80% 


Male  20% 


Caucasian  55% 


African American  25% 


Hispanic  9% 


Asian/Pacific Islander  11% 
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Education and Training (§4.2.1.16.C) 


C.  Education and Training 


  1. The training program consists of the methods the Vendor will use to ensure that staff 
at all levels and across all disciplines receive ongoing education and training in 
culturally and linguistically appropriate service delivery to members of all cultures. 
The Vendor regularly assesses the training needs of the staff and updates the training 
programs, when appropriate. Trainings are also customized to staff based on the 
nature of the contacts they have with providers and/or members. 


  2. The education program consists of methods the Vendor will use for providers and 
other subcontractors with direct member contact. The education program will be 
designed to make providers and subcontractors aware of the importance of providing 
services in a culturally competent manner. The Vendor must also make additional 
efforts to train or assist providers and subcontractors in receiving training in how to 
provide culturally competent services. 


Our education and training policies met all DHCFP requirements in the most recent review, 
and we continue to reinforce cultural competency with employees and providers. 


Staff Training 


We know that cultural sensitivity and responsiveness do 
not happen automatically. Therefore, all Amerigroup 
Nevada employees receive cultural competency training 
as part of new-hire orientation. Amerigroup Nevada 
identifies cultural competence as an understanding of 
social norms, mores, sexual orientation, disability and 
abilities, culture, ethnicity, race, and how individuals 
define health and well-being. Additional function-
specific training is required for employees in select departments and positions that engage in 
direct outreach to members, including Member Services Representatives and Case Managers.  


One hundred percent of Nevada employees have successfully completed training on cultural 
competency within 60 days of hire, as required. Annually, each Nevada employee also 
completes a required cultural competency refresher training. Our Plan Compliance Officer 
tracks all required training, including cultural competency, to verify that all employees 
successfully complete the course within the required timeframe. We review the curriculum 
annually and update it as necessary. 
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All Nevada employees also participated in a one-day 
diversity training. The training educated employees 
about how diversity impacts the workplace and 
featured skill-building exercises and activities that 


taught participants to identify areas of common ground, techniques for effective 
communication, and strategies for managing issues and conflicts, as well as how to develop an 
action plan to incorporate these skills into their everyday lives.  


Amerigroup Nevada will further strengthen employee skills that promote cultural competency 
through provision of training that sensitizes participants to the unique needs of people with 
disabilities through simulation training. In the training (which has been implemented at 
affiliate Amerigroup health plans), employees experience first-hand the challenges faced by 
individuals with visual or hearing impairments. Sensitivity training helps us understand the 
differences and perceptions of individuals with disabilities in the workplace and what our 
expectations and behaviors are when working with individuals with disabilities. The training 
also enhances respect and patience, increases awareness, and helps build bridges of 
understanding so that the employee can develop the ability to interact appropriately and 
communicate effectively. 


Providers and Subcontractors 


Amerigroup Nevada recognizes that it is important to have a culturally competent provider 
network to ensure that members receive effective, understandable, and respectful care in a 
manner that is compatible with their individual cultural health beliefs, practices, and 
preferred language. To encourage and foster cultural competency among providers, 
Amerigroup Nevada recruits and contracts with culturally diverse providers who understand 
and appreciate the socio-economic and cultural challenges that members face in addition to 
their disabilities, if present, and complex healthcare needs.  


We deliver cultural competency training for our network providers through the provider 
orientation and tools available on our provider website. We also plan to add a link to the 
Cultural Competency training sponsored through the US Department of Health and Human 
Services’ website, for which they can earn free continuing medical education credits.  


Subcontractors must demonstrate that they deliver cultural competency training for their 
employees. Such training is verified before the DHCFP quality audit review. 
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Culturally Competent Services and Translation/Interpretation Services 
(§4.2.1.16.D) 


D.  Culturally Competent Services and Translation/Interpretation Services 


 The Vendor describes the method for the ongoing evaluation of the cultural diversity 
of its membership, including maintaining an up-to-date demographic and cultural 
profile of the Vendor’s members. A regular assessment of needs and/or disparities is 
performed, which is used to plan for and implement services that respond to the 
distinct cultural and linguistic characteristics of the Vendor’s membership. Culturally 
competent care requires that the Vendor regularly evaluate its network, outreach 
services and other programs to improve accessibility and quality of care for its 
membership. It must also describe the provision and coordination needed for 
linguistic and disability-related services.  


 A Vendor, at the point of contact, must make members aware that translation services 
are available. The services that are offered must be provided by someone who is 
proficient and skilled in translating language(s). The availability and accessibility of 
translation services should not be predicated upon the non-availability of a friend or 
family member who is bilingual. Members may elect to use a friend or relative for 
this purpose, but they should not be encouraged to substitute a friend or relative for a 
translation service. 


 The Vendor must demonstrate that they use a quality review mechanism to ensure 
that translated materials convey intended meaning in a culturally appropriate manner. 
The Vendor must provide translations in the following manner: 


  1. All materials shall be translated when the Vendor is aware that a language is spoken 
by 3,000 or 10% (whichever is less) of the Vendor’s members who also have Limited 
English Proficiency (LEP) in that language. 


  2. All vital materials shall be translated when the Vendor is aware that a language is 
spoken by 1,000 or 5% (whichever is less) of the Vendor’s members who also have 
LEP in that language. Vital materials must include, at a minimum, notices for denial, 
reduction, suspension or termination of services, and vital information from the 
member handbook. 


  3. All written notices informing members of their right to interpretation and translation 
services in a language shall be translated into the appropriate language when the 
Vendor is aware that 1,000 or 5% (whichever is less) of the Vendor’s members speak 
that language and have LEP. 


We currently comply with all DHCFP requirements as validated in the most recent CCP 
review. 
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Monitoring Member Cultural Preferences 


Through our Quality Management Program, Amerigroup Nevada formally monitors the 
cultural preferences of our members and verifies that our member outreach and 
communications strategies promote accessible communication. We continue to build trusting 
relationships with members based on a solid understanding of their needs and preferences.  


For example, because we have a large concentration of Hispanic members, we develop 
targeted outreach strategies to reach them in the most effective way. In October 2012, we 
initiated Member Mondays at the Mexican consulate at which Amerigroup Nevada 
representatives are available to meet with members who are Mexican nationals, answer their 
questions, and engage them in the healthcare process. In another example, we are cultivating 
relationships with Promotoras in the community who 
are already trusted community leaders and health 
educators. Our goal is to collaborate with Promotoras 
to boost awareness within the Hispanic community 
about the MCO program and engage members in 
accessing healthcare services that drive quality 
improvements.  


In another example, almost 20 percent of our members are African-American, a population 
that tends to have lower immunization rates. To boost those rates, we partner with the 
Southern Nevada Immunization and Health Coalition and its northern counterpart to sponsor 
back-to-school immunization clinics in predominantly underserved areas where large 
concentrations of our members live. 


Our data also indicates that members from Asian ethnic groups are a growing population 
within our membership, consistent with the overall trend in Nevada. We will continue to 
monitor this trend to identify new opportunities to engage these members.  


Our Health Education Advisory Committee, part of our Quality Management program, is 
composed of members and representatives of community-based organizations who guide the 
health plan toward member communication, health education, and health promotion activities 
that are meaningful and culturally relevant. 


Coordinating Translation Services 


Amerigroup alerts members to the availability of translation services through our member 
handbook, newsletter, website, and telephone calls to Member Services. Amerigroup Nevada 
currently has numerous Member Services Representatives who are fluent in Spanish and can 
respond to calls from our Spanish-speaking members and potential members. If bilingual 
personnel are unavailable or a member or potential member requires translation of a 
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language not spoken by our staff, we provide free, immediate translation services in more than 
170 languages including Spanish, French, German, Russian, Vietnamese, Arabic, Chinese, 
Korean, and Japanese. Interpreters are available to join calls 24 hours a day, 7 days a week 
and can also support a member if the member is calling from a provider’s office. The 
translation staff is also versed in healthcare terminology. 


Delivering Culturally and Linguistically Appropriate Member Materials 


In addition to making our print materials available in the required languages (Spanish at this 
time), our Amerigroup Communications Team manages member materials development to 
provide important program information in an appealing, easy-to-understand format. These 
materials explain coverage details, health plan policies and procedures, and preventive 
services schedules for children, adolescents, and adults. In addition, we provide these 
preventive messages through text and e-mail messages to our members, based on their 
approval to receive reminders electronically.  


Our Collateral Material Approval Process (CMAP) ensures that all communications to 
current or prospective members, providers, and other external audiences comply with all 
federal and State laws and regulations and company standards. During the CMAP, we review 
materials to ensure cultural sensitivity, accuracy, and compliance with all DHCFP program 
requirements. Amerigroup member materials are written at no higher than an 8th grade 
reading level. This is verified by the Flesch-Kincaid Grade Level Index (or similar index), to 
ensure that they meet DHCFP requirements for language level, readability, and clarity and all 
federal Titles XIX and XXI regulations. We also incorporate guidance from the CMS Toolkit 
for Making Written Material Clear and Effective in creating written material in printed 
formats that are easier to read, understand, and use. 


We recognize that many Americans have difficulty understanding their healthcare 
information. Therefore, we use an innovative, interactive literacy software tool that replaces 
hard-to-read medical terms and phrases with plain language alternatives and also scores 
documents on their general readability.  
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Evaluation and Assessment of CCP (§4.2.1.16.E) 


E.  Evaluation and Assessment of CCP 


 The Vendor must evaluate the CCP to determine its effectiveness and identify 
opportunities for improvement. Evaluations are completed on an annual basis and a 
copy of the evaluation is sent to DHCFP. The evaluation may, for example, focus on: 
comparative member satisfaction surveys, outcomes for certain cultural groups, 
member complaints, grievances, provider feedback and/or Vendor employee surveys. 
If issues are identified, they are tracked and trended, and actions are taken to resolve 
the issue(s). 


We recognize the importance of continually assessing our performance relative to cultural 
competency. Annually, under the direction of our Nevada Quality Management Director, we 
review our performance relative to each CCP objective as part of our Quality Management 
Program Evaluation. If the evaluation suggests a gap in performance, we include an analysis 
of the possible barriers and interventions to put in place to overcome those barriers to success. 
Our 2012 CCP incorporates a detailed analysis of opportunities identified during program 
evaluation and strategies being deployed to strengthen our performance. We remain 
committed to meeting DHCFP requirements and meeting the diverse cultural needs of the 
members we serve. 


Professional Standards (§4.2.1.17) 


4.2.1.17 The Vendor shall adhere to professional standards of medical or paramedical care and 
services, and comply with all local, state and federal statutes, rules and regulations 
relating to the Vendor's performance under the contract, including, but not limited to, 
non-interference with recipient/health care provider communications and prohibitions 
against factoring and accepting or paying kickbacks for services provided to DHCFP 
members. 


Amerigroup Nevada currently has a comprehensive compliance program that guides 
adherence to professional standards. Our compliance program meets all State and federal 
requirements and healthcare industry standards and practices. Our compliance program 
reflects the guidelines of numerous authority sources, including the US Department of Health 
and Human Services Office of Inspector General, CMS, and industry surveys and best 
practices, such as the Society of Corporate Compliance and Ethics and the Compliance and 
Ethics Leadership Council.  
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It also aligns with the following principal components recommended by the US Sentencing 
Guidelines: 


 Written standards and procedures, including a Code of Business Conduct and Ethics 
and policies that address key decision-making and reporting, written in understandable 
language and designed for practical application  


 Compliance and ethics oversight, including a designated senior executive leading the 
program, top management’s ongoing support and evaluation of the program, and 
routine reports on the program to the Nominating and Corporate Governance 
Committee of the Board of Directors 


 Avoidance of delegation of authority to “disqualified” individuals through, for 
example, new hire background checks and other screening, as well as values and ethics 
assessments incorporated into performance evaluation and incentive compensation 


 Ongoing training education, including standardized course curriculum for new 
employees, annual refresher training for all employees, and regular communications 
to raise awareness regarding compliance and ethics 


 Ongoing monitoring and auditing, including reviews of significant compliance issues, 
areas of operations with inherent compliance risk, and remediation plans implemented 
to address them, conducted objectively and routinely by internal and external 
compliance and audit personnel  


 Consistent enforcement of discipline for violations, including policies and procedures 
that address disciplinary action for employees who breach compliance and ethics 
standards; well-articulated expectations for performance reviews and incentive 
compensation for compliant behavior and commitment to the compliance program 


 Investigation, response, and prevention, including mechanisms, processes, and 
resources to report compliance and ethics concerns (such as anonymous hotlines), 
evaluate suspected non-compliance, and report discovered violations 


A cornerstone of our program is the Code of Business Conduct and Ethics (“the Code”). The 
Code addresses a description of the program; the roles of our employees in supporting 
corporate compliance; and procedures for asking questions and reporting issues including 
fraud, waste, or abuse directly or through anonymous, external hotlines. All employees must 
sign an attestation of their commitment to the Code after receiving compliance training at the 
start of employment and each year thereafter.  







 Tab VI – Section 4 – Scope of Work 
 4.2 Medical Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-26 
November 15, 2012 


Clear Accountability and a Strong Local Compliance Officer 


Our CEO in Nevada is ultimately responsible for compliance. He is accountable for reporting 
fraud, waste, and abuse to the Amerigroup Corporation Chief Compliance Officer and 
appropriate State agencies, and ensuring that employees cooperate fully with State and federal 
fraud, waste, and abuse investigations. Our Plan Compliance Officer (PCO) leads the 
program with local oversight from our multi-disciplinary Compliance Committee.  


Our PCO reports dually to the Amerigroup Nevada CEO and Amerigroup Corporation’s Chief 
Compliance Officer. The PCO has primary accountability for maintaining oversight of day-to-
day compliance and ethics activities for the health plan. The PCO is also responsible for 
working with executives and functional areas to identify and assist in the mitigation of 
potential risks. Our Nevada PCO consults, advises, and implements initiatives for tracking and 
reporting risks; facilitates audit coordination and responses; monitors the implementation and 
effectiveness of integrity programs; and coordinates and ensures timely responses to 
regulatory amendments and changes. The PCO oversees all program integrity operations and 
compliance with all State and federal requirements pertaining to fraud, waste, and abuse.  


Our Nevada PCO, Christopher May, has been with Amerigroup since April 2008 and 
transitioned to the PCO role in January 2010. Prior to joining Amerigroup, Mr. May provided 
compliance support and oversight in both the banking and investment services industries. 


4.2.2 Vendor Covered Services 
No enrolled recipient shall receive fewer services in the managed care program than they would 
receive in the current State Medicaid Plan, except for excluded services in Section 4.2.3, 
Excluded Services and Coverage Limitations below. 


At a minimum, the Vendor must provide directly, or by subcontract, all covered medically 
necessary services, which shall include, but may not be limited to, the following: 


4.2.2.1 Ambulatory Surgery Centers; 


4.2.2.2 Alcohol and Substance Abuse Treatment, including; 


4.2.2.3 Intensive Outpatient Treatment; 


4.2.2.4 Case Management; 


4.2.2.5 Certified Registered Nurse Practitioner; 


4.2.2.6 Chiropractor (for EPSDT eligible recipients); 


4.2.2.7 Dental and Dental Related Services, including Orthodontia; 
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4.2.2.8 Disposable Medical Supplies; 


4.2.2.9 Durable Medical Equipment; 


4.2.2.10 Early Periodic Screening, Diagnosis and Treatment (EPSDT);  


4.2.2.11 Emergency Transportation;  


4.2.2.12 End Stage Renal Disease Facilities; 


4.2.2.13 Family Planning Services; 


4.2.2.14 Hearing Aid Dispenser and Related Supplies; 


4.2.2.15 Home Health Agency; 


4.2.2.16 Hospital Inpatient; 


4.2.2.17 Hospital Outpatient; 


4.2.2.18 Hospice; 


4.2.2.19 Inpatient Medical Rehabilitation Center or Specialty Hospital; 


4.2.2.20 Intermediate Care Facility;  


4.2.2.21 Intravenous Therapy (TPN); 


4.2.2.22 Laboratory - Pathology/Clinical; 


4.2.2.23 Medical Rehabilitation Center or Specialty Hospital; 


4.2.2.24 Mental Health Services: 


A.  Inpatient Psychiatric Hospital; 


B.  Mental Health Outpatient Clinic;  


C.  Mental Health Rehabilitative Treatment;  


D.  Psychologist; 


E.  Outpatient Psychiatric; 


F.  Residential Treatment Center (RTC); 


G.  Case Management; 
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H.  Habilitation services: Instrumental Activities of Daily Living (IADL)/ Activities of 
Daily Living (ADL); and 


I.  Medication Management. 


4.2.2.25 Methadone Treatment; 


4.2.2.26 Nursing Facilities; 


4.2.2.27 Nurse Anesthetist; 


4.2.2.28 Certified Nurse Midwife; 


4.2.2.29 Opticians/Optometrists; 


4.2.2.30 Outpatient Surgery; 


4.2.2.31 Personal Care Aide; 


4.2.2.32 Pharmacy; 


4.2.2.33 Physician/Osteopath; 


4.2.2.34 Physician Assistants; 


4.2.2.35 Podiatrist (for EPSDT eligible recipients); 


4.2.2.36 Private Duty Nursing; 


4.2.2.37 Prosthetics; 


4.2.2.38 Radiology and Noninvasive Diagnostic Centers; 


4.2.2.39 Residential Treatment Centers; 


4.2.2.40 Rural Health Clinics and Federally Qualified Health Centers; 


4.2.2.41 Skilled Nursing Facility; 


4.2.2.42 Special Clinics; 


4.2.2.43 Swing Beds Stays;  


4.2.2.44 Therapy: 


A.  Audiology; 


B.  Occupational; 
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C.  Physical; 


D.  Respiratory; 


E.  Speech; and, 


F.  Other services as defined in the Medicaid Services Manual (MSM).  


4.2.2.45 Transitional Rehabilitative Center;  


4.2.2.46 Transplantation of State Plan covered organs and tissue, and related 
immunosuppressant drugs. The State of Nevada Title XIX State Plan can be accessed 
on the DHCFP’s website at http://dhcfp.state.nv.us/. Any new services added or 
deleted from the DHCFP medical assistance programs benefit package will be 
analyzed for inclusion or exclusion in the Vendor benefit package. DHCFP via its 
Title XIX State Plan Attachment 3.1.E covers Corneal, Kidney, Liver and Bone 
Marrow transplants and associated fees for adults. For children up to age 21 any 
medically necessary transplant that is not experimental will be covered. The health 
plan may claim transplant case reimbursement from DHCFP for in-patient medical 
expenses above the threshold of $100,000 in a one-year period (State Fiscal Year). 
75% of the expenses above $100,000 are reimbursed to the health plan;  


4.2.2.47 Court-ordered treatment, if it is a medically necessary, covered service; 


4.2.2.48 Institutions for Mental Diseases (IMDs); and 


4.2.2.49 The IMDs are a Vendor covered service. The DHCFP reserves the right to develop a 
partial risk arrangement with the Vendor for recipient inpatient IMD medical costs. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


We will provide Amerigroup Nevada members with covered medically necessary services that 
are no less in amount, duration, and scope than those covered services they would receive in 
the current State Medicaid Plan and Nevada Medicaid Service Manual (MSM), with the 
exception of excluded services detailed in RFP Section 4.2.3.   


Amerigroup Nevada has the requisite experience and systems in place to properly administer 
and manage the services covered in the RFP. We currently provide all of the covered services 
outlined in RFP Section 2.2.2, with the exception of the newly added services (orthodontia, 
hospice, methadone treatment, and nursing facilities), in compliance with our existing 
contract with the State. We understand and abide by the requirements contained within the 
Nevada MSM, including elements such as what constitutes “medically necessary services” and 
the requirements surrounding Early Periodic Screening Diagnostic and Treatment (EPSDT) 
screening and services. 
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Amerigroup Nevada has a comprehensive network of providers in place in Clark and Washoe 
counties to serve Medicaid and Nevada Check Up members through our current contract with 
DHCFP.  


For additional information on our provider network, please see Section 5.1.11.4. 


4.2.3 Excluded Services and Coverage 
Limitations 
The following services are either excluded as a Vendor covered benefit or have coverage 
limitations. Exclusions and limitations are identified as follows: 


All Services Provided at Indian Health Service 
Facilities and Tribal Clinics (§4.2.3.1) 


All Native Americans may access and receive covered medically necessary services at Indian 
Health Service (IHS) facilities and Tribal Clinics. Native Americans who are eligible as Nevada 
Check Up (Title XXI) recipients are mandatorily enrolled in managed care. Native Americans 
who are eligible as Nevada Medicaid (Title XIX) recipients may choose to be voluntarily 
enrolled in managed care. If a Native American who is enrolled in managed care seeks covered 
services from IHS, the Vendor should request and receive medical records regarding those 
covered services/treatments provided by IHS. If covered services are recommended by IHS and 
the member seeks those services through the Vendor, the Vendor must either provide the service 
or must document why the service is not medically necessary. The documentation may be 
reviewed by DHCFP or other reviewers. The Vendor is required to coordinate all services with 
IHS. If a Nevada Medicaid (Title XIX) eligible Native American recipient elects to disenroll 
from the Vendor, the disenrollment will commence no later than the first day of the second 
administrative month after which all covered medically necessary services will be reimbursed by 
FFS. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We understand that Native Americans may access and receive covered medically necessary 
services at Indian Health Service (IHS) facilities and Tribal Clinics. And, we understand the 
policies and procedures regarding enrollment and disenrollment, including that those eligible 
for Nevada Check Up are mandatorily enrolled in managed care while enrollment is voluntary 
for Medicaid recipients.  


We currently have approximately 730 members who are of Native American descent. We have 
policies and procedures in place to request and receive medical records when a Native 
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American member seeks covered services from IHS and to address instances when IHS 
recommends covered services that the member seeks to obtain through Amerigroup Nevada. 
All documentation is available for review by DHCFP or other designated reviewers. 


Our care coordination and case management model includes coordination with IHS and 
Tribal Clinics. We are committed to coordinating the array of benefits and services necessary 
to achieve DHCFP’s goal for improved health outcomes for Medicaid and Nevada Check Up 
recipients.   


Non-Emergency Transportation (NET) (§4.2.3.2) 


The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically 
necessary non-emergency transportation. The Vendor and its subcontractors shall coordinate 
with the NET Broker, if necessary, to ensure NET services are secured on behalf of enrolled 
recipients. The Vendor and its subcontractors must also verify medical appointments upon 
request by DHCFP or the NET Broker. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We recognize that non-emergency transportation (NET) is a benefit for 
Medicaid recipients.  


Our Case Managers, Member Services employees, Amerigroup Nevada employees, and 
member outreach team identify and address barriers to members accessing services, including 
NET to scheduled doctor appointments. Amerigroup Nevada will help our Medicaid members 
understand the NET benefit by making the appropriate member notifications, including some 
instruction to the member as to how to access NET services. Our notifications appear in the 
member handbook, provider manual, and on the member website.  


School-Based Child Health Services (SBCHS) with 
Limitations (§4.2.3.3) 


DHCFP has provider contracts with several school districts to provide certain medically 
necessary covered services through School Based Child Health Services (SBCHS) to eligible 
Title XIX Medicaid and Title XXI Nevada Check Up recipients. 


Eligible Medicaid members who are three (3) years of age and older can be referred by their 
primary care physician (PCP), school physician, special education teacher, school nurse, school 
counselor, parent or guardian, or social worker to school based child health services for an 
evaluation. If the child is found eligible for these services, then an Individual Education Plan 
(IEP) is developed for the child. The IEP specifies services needed for the child to meet his/her 
educational goals. A copy of the IEP will be sent to the child’s PCP within the managed health 
care plan, and maintained in the member’s medical record. 
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The school districts provide, through school district employees or contract personnel, the 
majority of specified medically necessary covered services. Nevada Medicaid reimburses the 
school districts for these services in accordance with the school districts’ provider contract. The 
Vendors will provide covered medically necessary services beyond those available through the 
school districts, or document why the services are not medically necessary. The documentation 
may be reviewed by DHCFP or its designees. Title XIX Medicaid-eligible children are not 
limited to receiving health services through the school districts. Services may be obtained 
through the Vendor rather than the school district if requested by the parent/legal guardian. The 
Vendor must reimburse School-Based Child Health services provided by a Federally Qualified 
Health Center (FQHC) or a Rural Health Clinic (RHC). These services must not have restrictions 
of prior authorization or PCP referral requirements. The Vendor case manager shall coordinate 
with the school district in obtaining any services which are not covered by the plan or the school 
district. 


The Vendor will stay up-to-date on efforts to promote State standards for School-Based Health 
Services. The Vendor will ensure their delivery systems support the integration of School-Based 
Health Services with Medicaid managed care services. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We understand and will comply with the State’s requirement, added to this 
RFP, regarding promotion of State standards for School-Based Child Health Services 
(SBCHS) and integration into Medicaid managed care services. 


Amerigroup Nevada fully supports the mission of SBCHS in Nevada. We are actively working 
to sponsor a school-based health care center and anticipate finalizing our agreement by the 
end of 2012. This includes weekly meetings with one of our Amerigroup Real Solutions® 


Medical Home, an Essential Community Provider, with whom we are working to sponsor a 
school-based health care center. 


Our Case Managers coordinate service delivery for children covered under the Federal 
Individuals with Disabilities Education Act (IDEA) through an individual education plan 
(IEP) with the school or local education authority. This includes obtaining a copy of the IEP, 
with the parent or guardian’s consent, which details all services the child requires.  


During care planning, the Case Manager verifies that we incorporate all medically necessary 
services that augment SBCHS included in the IEP into the personalized care treatment plan to 
promote the highest functional abilities. Case Managers also confirm the scope of the IEP to 
identify and address any potential gaps in care, such as extended school absences resulting 
from inpatient stays, school breaks, or after school hours. Case Managers coordinate with 
school districts in obtaining any services not covered by Amerigroup Nevada or the school 
district. 
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We will continue to provide covered medically necessary services beyond those available 
through school districts. Or, if not medically necessary, we will document why the services are 
not medically necessary. We do not require prior authorization or PCP referral for members to 
access SBCHS; and our systems and processes are configured to reimburse SBCHS provided 
by Federally Qualified Health Centers or Rural Health Clinics.  


We stay up-to-date on the use and role of SBCHS. Our role is integrate, not replace, the 
breadth and full array of existing supports the State of Nevada provides for children, 
including SBCHS. We work closely with SBCHS and entities that are familiar to and trusted 
by Nevada families. This includes linking parents and families with Nevada resources that 
augment those delivered through the health plan, such as Parents Encouraging Parents, 
which helps parents learn how to advocate for their children and provides ongoing peer 
support. For children with special health care needs, this also includes referrals for family 
support services from local agencies such as Give Me A Break, which provides monthly respite 
services, and Rebuilding All Goals Efficiently (RAGE), which assists families with disabilities 
in maintaining independence in the community with adaptive equipment or home 
modifications. 


We are committed to positively impacting the lives of the children and youth of Nevada. 
Amerigroup Nevada regularly makes financial donations to many Nevada organizations 
including Clinics in Schools, The Children’s Cabinet, and Family TIES of Nevada, just to 
name a few. We are also a regular contributor to After-School All-Stars (ASAS) Las Vegas, a 
non-profit organization that provides after-school programs to more than 6,000 youths in 15 
Clark County schools. Our Chief Executive Officer, Eric Lloyd, is a board member of ASAS. 


Other Excluded Services (§4.2.3.4 – 4.2.3.7) 


4.2.3.4 Intermediate Care Facility for the Mentally Retarded (ICF/MR) 


 Members requiring this service are not eligible for managed care. 


4.2.3.5 Adult Day Health Care 


 Members requiring this service are not eligible for managed care. 


4.2.3.6 Home and Community Based Waiver Services 


4.2.3.7 Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) 
Assessments 


 All PASRR and LOC are performed by the State’s fiscal agent. 
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Seriously Emotionally Disturbed (SED)/Severely 
Mentally Ill (SMI), with Limitations (§4.2.3.8) 


The Vendor must ensure that members, who are referred for evaluation for SED/SMI, or who 
have been determined SED/SMI, are obtaining the medically necessary evaluations by a network 
PCP, and that the member is receiving covered medically necessary medical, mental health and 
mental health rehabilitation services. 


The Vendor or its identified subcontractors/network providers must ensure that the 
parent/guardian of a minor member who is referred for SED assessment, or an adult who is 
referred for SMI assessment, is fully informed of the reason why the assessment is necessary, 
and must obtain authorization from the minor member’s parent/guardian or from the enrolled 
adult or his/her personal representative to conduct the assessment and to release the 
determination to the DHCFP and/or its designee. 


(Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in 
the DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal 
representative designation form, is available upon request.) 


The Vendor and its identified subcontractors/network providers are the only entities that have the 
authority to make the SED or SMI determination for its enrolled recipients. If any entity other 
than the Vendor or its identified subcontractors/network providers makes a determination on 
behalf of a Medicaid recipient who is enrolled in managed care at the time such determination is 
made, the determination will be rejected and the entity will be directed to refer the enrolled 
recipient to the Vendor for a determination and services. SED or SMI determinations made by 
authorized entities referenced in Chapter 400 of the Nevada Medicaid Services Manual under 
Fee-for-Service Medicaid will be considered valid for members who transition from Fee-for-
Service Medicaid to managed care. Likewise, determinations made by the Vendor or its 
identified subcontractors/network providers will be considered valid for members who transition 
from managed care to Fee-for-Service Medicaid. SED or SMI determinations made by 
appropriately licensed mental health practitioners within the 12-month period preceding initial 
Medicaid eligibility will be considered valid for either Fee-for-Service Medicaid or managed 
care members. 


If an enrolled recipient is determined to be either SED or SMI, the Vendor must ensure that 
DHCFP requirements for data collection are met. 


Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of 
disenrolling from managed care, if determined to be SED or SMI. The State may, at its sole 
discretion, remove the option for these Medicaid recipients determined SED to be voluntarily 
disenrolled from managed care in the future. 
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Pursuant to the State of Nevada Title XXI State Plan, in urban areas only, Nevada Check Up 
recipients must remain enrolled with the managed care organization that is responsible for 
ongoing patient care. 


Recipients who receive either an SED or SMI determination must be redetermined at least 
annually. For recipients who have voluntarily elected to remain enrolled in managed care, the 
process for these redeterminations is the same as for the initial SED or SMI determination as 
stated above. 


Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to 
disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting 
Guide. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our protocols for Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI) 
determination currently align with DHCFP requirements, and our network providers are 
already trained on the process. Between January and August of 2012, we identified 449 SED 
children and 168 SMI adults. Our protocols are consistent with the Nevada Medicaid Services 
Manual (MSM). 


Amerigroup Nevada behavioral health providers are familiar with and required to apply the 
State’s process to determine whether individuals are SED or SMI, in accordance with MSM 
mandated definitions, policies, processes, and forms.  


Amerigroup clinical employees refer members with potential diagnoses of SED or SMI to 
qualified network practitioners to obtain the consent of members, parents, and guardians 
using the Nevada DHCFP Consent Form and to conduct a diagnostic evaluation. For 
members who have a positive diagnosis, the provider documents the determination on the 
SED/SMI Determination Form and returns the form to the health plan. Should the Medicaid 
member, parent, or guardian opt to disenroll from the MCO, the provider also submits that 
form to the health plan (we understand that, in urban areas only, Nevada Check Up members 
may not disenroll). Amerigroup approves medically necessary mental health and mental 
health rehabilitation services and works with providers to coordinate annual re-
determinations for members who remain enrolled in Amerigroup Nevada. 


We will continue to ensure that DHCFP requirements for data collection are met for members 
determined to be SED or SMI. 


For additional information on our network for providing mental health and rehabilitative 
services to SED children and SMI adults, please see Section 5.1.11.1.H.  
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Targeted Case Management (§4.2.3.9) 


Targeted case management has a specific meaning for Nevada Medicaid & Nevada Check Up. 
TCM, as defined by Chapter 2500 in the Medicaid Services Manual, is carved out of the 
managed care contracts. Case management, which differs from Targeted Case Management, is 
required from the contracted Vendors. 


Amerigroup Nevada acknowledges this SOW information. 


See Section 5.1.11.1.E for information on Amerigroup Nevada’s case management program. 


Child Welfare (§4.2.3.10) 


Recipients in Child Welfare, including those under juvenile justice and foster care programs, are 
excluded from Managed Care at this time.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada stands ready to serve recipients from the Child Welfare system should 
they be covered in the future. We are prepared to contract with other agencies within DHHS, 
the juvenile justice system, or various Clark and Washoe county entities in providing 
medically necessary services, including behavioral healthcare services, to recipients in Child 
Welfare.  


We have already forged relationships with agencies within DHHS, the juvenile justice system, 
and Clark and Washoe County agencies as part of our existing managed care program for 
Medicaid and Nevada Check Up members. And our partners offer immense additional value 
should this population be covered under our Contract in the future. For example, Harmony 
Healthcare, our behavioral healthcare partner, currently serves children and adolescents from 
the juvenile justice and foster care programs and provides valuable services to ensure that 
troubled youth receive prompt and appropriate services. Harmony performs onsite assessments 
at facilities and foster care homes as needed to develop a plan of treatment. In addition, they 
have three staff-based centers that are conveniently located and offer immediate onsite crisis 
intervention, including rapid assessment and coordination of appropriate services to avert a 
visit to the emergency department or an inpatient admission such as an appointment with an 
outpatient clinician to stabilize the crisis. 
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4.2.4 EPSDT Services (Medicaid) & Well 
Baby/Child Services (Nevada Check Up) 
The Vendor will be required to conduct Early Periodic Screening Diagnostic and Treatment 
(EPSDT) screenings of its recipients under the age of twenty-one (21) years. The screening must 
meet the EPSDT requirements found in the Medicaid Services Manual (MSM) Chapter 1500; as 
well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 441.50 
through 441.63. The Vendor must conduct all interperiodic screening on behalf of recipients, as 
defined in the Medicaid Services Manual (MSM) Chapter 1500. 


Medically necessary screening, diagnostic and treatment services identified in an EPSDT 
periodic or interperiodic screening must be provided to all eligible Medicaid children under the 
age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a). For Title XIX children, the 
Vendor is responsible for reimbursement of all medically necessary services under EPSDT 
whether or not the service is in the State Plan. The Vendor is responsible for the oral examination 
component of the EPSDT physical exam and referral to a dental provider, as per the dental 
periodicity schedule or when medically necessary. The Vendor is responsible for the 
coordination of care in order to ensure all medically necessary coverage is being provided under 
EPSDT. The services which need to be provided through the Vendor include, but are not limited 
to, the following in accordance with 1905(r) of the Social Security Act and the MSM Chapter 
1500: 


EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada 
Check Up recipients) are basically one and the same and are billed using the same codes with the 
same reimbursement. Because Nevada Check Up can no longer reimburse for any treatments 
outside of the state plan, (as EPSDT allows), their screenings cannot be called “EPSDT”, and 
thus the term Well baby/Well child is used. The Vendors are not required to pay for any 
treatments outside of the state plan for Nevada Check Up members. 


4.2.4.1 Screening services which include a comprehensive health and developmental history 
(including assessment of both physical and mental health development) 


4.2.4.2 A comprehensive, unclothed physical exam; 


4.2.4.3 Age-appropriate immunizations (according to current American Committee On 
Immunization Practices – ACIP - schedule); 


4.2.4.4 Laboratory tests (including blood lead level assessment appropriate to age and risk as 
directed by current federal requirements); 


4.2.4.5 Health education. 


4.2.4.6 Vision services; 


4.2.4.7 Dental services;  
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4.2.4.8 Hearing services; and 


4.2.4.9 Other necessary health care, diagnostic services, treatment, and other measures 
described in Section 1905(a) of the Social Security Act to correct or ameliorate 
defects and physical and mental illnesses and conditions discovered by the screening 
services, whether or not such services are covered under the State Medicaid Plan. 


The Vendor is not required to provide any items or services determined to be unsafe or 
ineffective, or which are considered experimental. However, as long as there are peer reviewed 
studies showing the treatment to be effective in the case, this provides the basis for approval as 
non-experimental. Appropriate limits may be placed on EPSDT services based on medical 
necessity.  


The Vendor is required to provide information and perform outreach activities to eligible 
enrolled children for EPSDT services. These efforts may be reviewed and audited by DHCFP or 
its designee. Refer to the Medicaid Services Manual (MSM), federal documents cited in this 
Section, and Section 4.4.1, Information Requirements of this RFP. 


Amerigroup Nevada currently complies with these requirements, including Section 4.2.4.1 
through 4.2.4.9, and will continue to do so under the new Contract. 


We have coordinated and paid for Early Periodic Screening, Diagnosis, and Treatment 
(EPSDT) and Well baby/Well child screens in accordance with the Medicaid Services Manual 
(MSM) rules and federal requirements since 2009, and we have established strategies for 
tracking, promoting, and reporting timely screens for eligible members. As part of our overall 
quality management program, we will continue to assess potential barriers to children 
receiving EPSDT and Well baby/Well child services, pilot new interventions, measure the 
impact of those interventions, and refine our strategies to achieve DHCFP’s quality goals. 


Coordinating Screening Services 


Amerigroup makes available the full scope of EPSDT and Well baby/Well child services to 
eligible children and youth as required by DHCFP, including:  


 Screening services which include a comprehensive health and developmental history 
(including assessment of both physical and mental health development) 


 A comprehensive, unclothed physical exam 


 Age-appropriate immunizations (according to current American Committee On 
Immunization Practices – ACIP - schedule) 


 Laboratory tests (including blood lead level assessment appropriate to age and risk as 
directed by current federal requirements) 
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 Health education 


 Vision screening 


 Dental screening 


 Hearing screening 


Amerigroup provides for and reimburses 
all medically necessary services that result 
from EPSDT and Well baby/Well child 
screenings, including those not included 
in the State Plan for Medicaid enrollees. 
We monitor screening results to identify 
children and youth for whom EPSDT or 
Well baby/Well child results suggest the 
need for medically necessary care. 
Additionally, Amerigroup outreach 
employees refer children and adolescents 
whose EPSDT or Well baby/Well child 
screenings results suggest the need for 
disease management or case management 
interventions for such services. 


Additionally, we have coached providers 
about appropriate coding of services to 
enhance data gathering efforts to assess 
our performance. We have also 
distributed provider support tools for easy 
reference. 


Building on Our Solid EPSDT and Well Baby/Child Care Outreach 
Strategy 


Under the new Contract, Amerigroup Nevada’s approach to achieving EPSDT and Well 
baby/Well child goals will continue to include a comprehensive member and provider outreach 
and education strategy that addresses the gaps identified by our EPSDT tracking tools, which 
automate analysis of member demographics and claims history to deliver detailed information 
on each individual’s age-appropriate EPSDT or Well baby/Well child gaps or potential gaps. 
We are also evaluating innovative new interventions to reach families and encourage 
preventive screenings. To focus outreach on only those members for whom EPSDT gaps exist, 


Figure 4.2.4-1. Amerigroup Nevada 
distributes provider support tools for easy 
reference.   
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Amerigroup Nevada receives data from Nevada WebIZ, the statewide immunization registry so 
we can identify members who may have received immunizations outside of the health plan. 


Our current approach recognizes the challenges and barriers faced by low-income 
populations. Our strategy blends broad education with highly targeted, high-touch outreach 
throughout our local communities. Our goal is to capitalize on outreach efforts that are 
available in Nevada today and trusted by Medicaid and Nevada Check Up members and their 
families and to build additional outreach services and activities to further impact EPSDT 
compliance. 


Our member outreach strategies include the following and will expand as new opportunities 
and community partners emerge:  


 Telephone Member Outreach. Amerigroup Nevada’s bilingual outreach coordinator, a 
part of the team in Nevada, conducts telephone outreach to those members who are 
overdue for EPSDT or Well baby/Well child services. Our Member Outreach 
Monitoring Tool allows our outreach employees to view, at a member level, all the gaps 
in care for HEDIS®- and EPSDT-related services.  


 Community-based Outreach. Amerigroup Nevada advocates a community approach to 
health education and outreach activities and has a proven record of collaborating with 
community-based organizations, advocacy groups, faith-based organizations, and other 
community resources. Our relationships have allowed us to effectively provide 
education and outreach activities through health fairs, community events, and free 
health screenings. Specific examples of how we plan to amplify EPSDT and Well 
baby/Well child services include: 


 School-based Programs. We leverage school-based programs or Parent-Teacher 
Associations to build on current capacity for screenings. For example, we recently 
reached out to parents and guardians of children who were overdue for 
immunizations and alerted them about upcoming back-to-school immunization 
clinics being held in the area, many sponsored by Southern Nevada Immunization 
and Health Coalition. 


 Health Fairs. In partnership with community organizations, Amerigroup Nevada 
sponsors and promotes events that offer free health screenings at health fairs and 
community events. We believe that our events enhance access and will educate both 
Amerigroup Nevada members and the general community at large on the variety of 
available services, including EPSDT and Well baby/Well child services. Events can 
include screenings for blood pressure, body mass index, body fat measurement, 
dental checkups, hearing tests, and child immunization and flu vaccine programs. 
These screenings will provide valuable health checks to both Amerigroup Nevada 
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members and the broader community. For example, we recently partnered with the 
Urban League to offer free dental and vision screenings for our members at their 
offices, inviting members as well as other community organizations who strive to 
reach the same population. 


 Member Education. We use a variety of member education materials and opportunities 
to increase understanding of children, adolescents, family members, and caregivers on 
the importance of completing EPSDT and Well baby/Well child services. This includes 
the New Member Welcome Kit, inbound Member Services and Nurse HelpLine calls, 
member newsletter articles, annual preventive health reminders, EPSDT overdue 
service reminder postcards, and EPSDT education for new moms.  


 Provider Outreach. We work with our providers to educate them about the importance 
of timely screenings and communicate with them when members are overdue for their 
preventive services.  


 Monthly reports of members who are due or overdue for well-child screening visits, 
immunizations, and EPSDT services 


 Incentives for achieving EPSDT-related HEDIS targets for PCPs in our Real 
Solutions® Medical Home or our Provider Quality Incentive Program  


 Quarterly newsletters with EPSDT reminders 


 Medical record reviews to confirm EPSDT services 


We will continue to monitor interim EPSDT-related HEDIS rates quarterly to assess our 
progress as we refine our intervention strategies. 


See the Confidential Technical Volume for proprietary information. 


A Successful History in Nevada 


We have achieved significant gains in our HEDIS scores between HEDIS 2010 (measurement 
year 2009) and HEDIS 2012 (measurement year 2011) as shown in Table 4.2.4-1. 


Table 4.2.4-1. HEDIS Score Improvements Since 2010 


HEDIS Score  HEDIS 2012  Gain Since HEDIS 2010 


Childhood Immunization (Combination 2)  68.98%  11.69% 


Childhood Immunization (Combination 3)  64.12%  24.57% 


Lead Screening in Children  33.33%  126% 


Well‐Child Visits (3rd, 4th, 5th, and 6th Years of Life)  66.07%  19.93% 
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The health plan is fully committed to achieving the State’s goals of meeting or exceeding the 
Quality Compass 50th percentile, and so we launched our Investing 
in Quality initiative in2012. The purpose of the initiative, chaired by 
our Nevada CEO, is to engage each and every employee in one of 
five teams, each of which is targeting performance improvement 
activities that ensure that Amerigroup Nevada exceeds our HEDIS 
targets. The teams include representation for a corporate Quality Management representative 
to gather information on best practices that have been adopted and successful in affiliate 
health plans. One of the teams, under the leadership of the health plan CEO, has been 
challenged to brainstorm and evaluate ideas, interventions, and solutions to drive 
improvements in EPSDT-related HEDIS scores, including:  


 Childhood Immunizations (Combinations 2, 3, and 10) 


 Lead Screening in Children  


 Well-child visits in the first 15 months  


 Well-child visits in the 3rd, 4th, 5th, and 6th years of life  


 Adolescent Well-care visits  


 Annual Dental Visit  


 Children’s and Adolescents’ Access to Primary Care Practitioners  


4.2.5 Additional Preventive Services 
The Vendor is encouraged to offer additional preventive or cost-effective services to enrolled 
recipients if the services do not increase the cost to the State. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada currently offers our Medicaid and Nevada Check Up members a robust 
set of additional services that engage members in improving their own health and well-being. 
Under the new Contract, we are proposing a number of new value-added services that have 
been implemented, tested, and validated in other states with similar populations. We believe 
that the new programs align with DHCFP’s overall goals and support the Healthy Nevada 
initiative overall. Our current and proposed new services are presented in Table 4.2.5-1. 


  







 Tab VI – Section 4 – Scope of Work 
 4.2 Medical Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-43 
November 15, 2012 


Table 4.2.5-1. Value-Added Services Foster Improved Health Outcomes for Nevada Citizens 


Current Value‐Added Services 


Benefit  Value  Description 


Annual free 
sports physicals 


Promotes increased participation in 
exercise, encouraging healthy 
lifestyles and reduced rates of 
obesity 


Amerigroup Nevada covers one sports 
physical every twelve months for children 
between the ages of 6 and 18. 


Memberships in 
Boys and Girls 
Clubs  


Offers a safe place for children to 
learn and grow, encourages healthy 
behaviors through sports and 
exercise programs, encourages kids 
to stay in school, and builds skills to 
address substance abuse and 
domestic violence 


Amerigroup Nevada covers annual 
membership fees for children ages 6 to 11. 
Members can re‐enroll each year for free. 


Asthma Camp 
for children 
with asthma 


Promotes medically supervised 
activities and educational sessions in 
which children learn to understand 
and manage their condition 


Amerigroup Nevada pays for one visit to 
Asthma Camp annually for children between 
the ages of 8 and 12 who have been 
diagnosed with severe asthma. Amerigroup 
will pay for eligible members to attend camp 
once a year for as long as they are a member. 


Targeted text 
message 
reminders and 
free additional 
mobile minutes 
for no‐cost 
mobile phone 
service 


Enhances the SafeLink Phone Service 
Program, maximizes our ability to 
maintain contact with members—
especially high‐risk members—and 
offers ongoing educational 
opportunities through targeted text 
messages 


Amerigroup Nevada promotes the SafeLink 
Phone Service Program to members, which is 
funded by the Universal Service Fund Lifeline 
program and includes a free cell phone and 
plans of up to 250 minutes per month at no 
cost. Through a partnership with Amerigroup 
Nevada, our members receive an additional 
200 bonus lifetime minutes of cell phone time 
and free health information text messages 
from Amerigroup Nevada.  


Circumcision for 
newborns  


Improves health outcomes by 
reducing the risk of urinary tract 
infections in the first year of life and 
lowering the long‐term risk of 
acquiring other sexually transmitted 
conditions, such as HIV, genital 
herpes, human papilloma virus, and 
syphilis 


Amerigroup Nevada will cover elective 
circumcision for newborn boys up to one 
month of age. 


Hypoallergenic 
bedding 


Creates healthier sleeping 
environments and helps reduce the 
rate of ED visits for members with 
asthma, allergies, or any chronic 


Amerigroup Nevada will offer up to $100 
toward the purchase of hypoallergenic 
bedding such as pillowcases, box spring 
covers, mattress covers, and blankets for 
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Current Value‐Added Services 


Benefit  Value  Description 


respiratory or pulmonary diagnosis  members with asthma, allergies, or any 
chronic respiratory or pulmonary diagnosis. 
Amerigroup Nevada’s Case Manager will 
authorize and order the bedding on behalf of 
the member in the appropriate bed size. This 
benefit is a one time lifetime benefit. 


Career 
Development 
Educational 
DVDs 


Enhances our members’ ability to 
achieve sustainable employment in 
the state with the highest 
unemployment rate in the country 


Providing members with career development 
tools will improve member engagement in 
their own professional development. 
Improvements in education and professional 
development have been linked to improved 
sense of purpose, life outlook, and mental 
and physical well‐being. 
To help members better understand and 
cultivate their interests, strengths, skills, and 
attitudes and to become more effective in 
the workplace, Amerigroup Nevada offers 
members ages 18 and older a free 4‐pack of 
career development educational DVDs. 
Topics include education on basic 
developments in career‐building skills such as 
personal finance, interview preparation, 
cover letters, and resume writing. T his 
benefit is a one‐time lifetime benefit. 


 


 


Other preventive services not included as value-added services but supporting the Governor’s 
Healthy Nevada initiative include two Disease Management programs – Healthy Families and 
smoking cessation. Our healthy behavior and fitness coaching for kids (our Healthy Families 
program) improves health outcomes, a key goal in Nevada, by reducing childhood obesity 
which can have both immediate and long-term effects on health and well-being, including 
cardiovascular disease, diabetes, increased risk for bone and joint problems, sleep apnea, and 
social and psychological problems, such as stigmatization and poor self-esteem. In Healthy 
Families, Amerigroup Nevada initiates an outbound call to offer to partner with parents in the 
identification of potentially overweight pre-teen children. Children ages 7 to 13 who qualify 
are provided six months of healthy behavior and fitness coaching, including information 
about community resources. Amerigroup Nevada communicates program progress to the 
child’s PCP to reinforce the role of the medical home. 
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Smoking cessation improves health outcomes by reducing smoking rates, especially among 
pregnant women, with a program in which more than 40 percent of participants have 
successfully quit smoking compared to mid-single digit success rates for the unassisted 
general population. (Nevada ranks 43rd among the states for smoking rates among adults, 
according to the Centers for Disease Control.) Amerigroup Nevada will offer a smoking 
cessation support program for adults 18 and older. This program includes individual cessation 
counseling (including outbound follow-up calls to participants), coaching to quit, cessation 
planning and support, and follow-up. 


4.2.6 Dental Services 
Dental services are included in the managed care benefit package in urban Washoe and Clark 
Counties. The geographic service areas included in the contracts will be urban Clark and Washoe 
Counties; however, other counties, or the entire state, may become mandatory managed care 
during the period of this contract and dental services will be included in the managed care benefit 
package for these areas. The Vendor will be responsible for all covered medically necessary 
dental services which are covered under FFS. The Vendor is required to cover any diagnostic, 
preventive, or corrective procedures that include the treatment of the teeth and associated 
structures of the oral cavity for disease, injury or impairment which may affect the oral or 
general health of children and any emergency services for adults. In Clark and Washoe, a Title 
XIX recipient is enrolled in the Fee for Service (FFS) benefit plan during their first month of 
eligibility. When the recipient is in the FFS benefit plan, claims must be submitted to DHCFP’s 
fiscal agent. After the first month, the recipient is required to choose a Managed Care 
Organization (“Vendor”). Absent a choice, DHCFP’s fiscal agent assigns the recipient to a 
Vendor. Once enrolled in a Vendor, dental services are prior-authorized through the Vendor and 
claims are submitted to the Vendor for payment. Emergent services (e.g., emergency extractions, 
palliative care and necessary dentures) are covered regardless of the benefit plan in which the 
recipient is enrolled. 


Nevada Check Up members are enrolled in managed care immediately and do not go through the 
fee-for-service choice period. 


Pending approval of a Section 1115 Research and Demonstration Waiver by CMS, DHCFP may 
require recipients to choose a Medicaid MCO Vendor as part of their eligibility application or be 
auto-assigned immediately upon approval of Medicaid eligibility. Recipients would be allowed a 
90-day period to change MCOs without cause. 


In addition, currently, recipients who temporarily lose eligibility but return within 60 calendar 
days are automatically re-assigned to their prior MCO Vendor. Those recipients who return after 
60 days are given a 30 day choice period during which they may select enrollment in either 
Vendor. Under the 1115 Waiver, the DHCFP is seeking to modify this so that all returning 
Medicaid recipients are auto-assigned to their prior Vendor, regardless of the length of the break 
in eligibility, as long as that Vendor is still contracted with the State. 
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Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


Amerigroup Nevada has been providing covered medically necessary dental services for 
Nevada Medicaid and Nevada Check Up members for four years. Since 2010, Amerigroup 
Nevada has delegated management of the dental benefit to Scion Dental, Inc. Scion is focused 
almost exclusively on administering dental programs for populations served by publicly 
funded programs, such as Medicaid and CHIP.  


We will provide Amerigroup Nevada members with covered medically necessary dental 
services that are no less in amount, duration, and scope than those covered services they 
would receive in the fee-for-service program. 


We understand that the State has applied to CMS for a Section 1115 Research and 
Demonstration Waiver. Should CMS approve the request, DHCFP may require Title XIX 
recipients to choose a MCO, or be assigned one, as part of their eligibility application. We also 
understand the provisions that DHCFP has requested regarding the re-assignment of a 
recipient who temporarily loses eligibility to his or her prior MCO. Amerigroup Nevada is 
prepared to incorporate these changes to our operations upon DHCFP’s approval from CMS 
and decision to implement the changes. 


Vendor-Covered Dental Services (§4.2.6.1) 


At a minimum, the Vendor must provide directly, or by subcontract, all covered medically 
necessary dental services to Title XIX Medicaid-eligible enrolled children under the age of 
twenty-one (21) and Title XXI Nevada Check Up-eligible children through their eighteenth year 
and emergency services for adults, as outlined in the Medicaid Services Manual (MSM), Chapter 
1000, entitled “Dental Services”. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


We will continue to provide covered medically necessary dental services to Title XIX Medicaid-
eligible enrolled children under the age of 21 and Title XXI Nevada Check Up-eligible 
children through their 19th year. We will also provide emergency services to adults. We will 
cover dental services in accordance with the requirements contained in the Nevada Medicaid 
Service Manual (MSM).  
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Vendor, Subcontractor, and Dentist Responsibilities 
(§4.2.6.2) 


Dentist-To-Recipient Ratios: The Vendor must have at least one (1) full-time equivalent (FTE) 
dentist per one thousand five hundred (1,500) recipients per geographic service area. The 
Vendor’s dental provider network must also include at a minimum one (1) pediatric dentist, one 
(1) dental hygienist, and one (1) oral surgeon. In clinic practice settings where a dentist provides 
direct supervision of dental residents who have a temporary permit from the State Board of 
Dentistry in good standing, the Vendor may request and DHCFP may authorize the capacity to 
be increased as follows: one (1) dental resident per one thousand (1,000) recipients per Vendor. 
The dentist shall be immediately available for consultation, supervision, or to take over treatment 
as needed. Under no circumstances shall a dentist relinquish or be relieved of direct 
responsibility for all aspects of care of the recipients enrolled with the dentist.  


In order to increase capacity, the Vendor shall submit for prior approval by DHCFP a detailed 
description of the dentist delivery system to accommodate an increased patient load, work flow, 
professional relationships, work schedules, coverage arrangements, and a twenty-four-hour (24-
hour) access system. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. Table 4.2.6-1 provides a summary of our current dental provider network 
and satisfaction of DHCFP’s access standards. 


Table 4.2.6-1. Amerigroup Nevada’s Dental Network Exceeds DHCFP Access Standards  


Provider Type  DHCFP Access Standard  Amerigroup Network 
Amerigroup Compliance 
with Access Standard 


Clark County 


Dentists 
1 FTE dentist per 1,500 
members 


168 general dentists 
3.35 dentists per 1,500 
members  


Pediatric 
Dentists 
Dental 
Hygienists 
Oral Surgeons 


The dental provider 
network must include at a 
minimum: 1 pediatric 
dentist, 1 dental hygienist, 
and 1 oral surgeon 


29 pediatric dentists 
70 dental hygienists 
8 oral surgeons 


Network exceeds 
requirements 


Washoe County 


Dentists 
1 FTE dentist per 1,500 
members 


36 general dentists 
5.48 dentists per 1,500 
members  


Pediatric 
Dentists 
Dental 
Hygienists 
Oral Surgeons 


The dental provider 
network must include at a 
minimum: 1 pediatric 
dentist, 1 dental hygienist, 
and 1 oral surgeon 


1 pediatric dentist 
6 dental hygienists 
4 oral surgeons 


Network meets requirement 
for one pediatric dentist and 
exceeds minimum 
requirement for dental 
hygienists and oral surgeons 
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Our network also includes 9 orthodontists in 23 locations in Clark and Washoe Counties to 
provide services for the newly covered orthodontia benefit. 


Our dental network also includes the University of Nevada, Las Vegas, School of Dentistry, an 
Essential Community Provider. 


To increase capacity, Amerigroup Nevada will submit for prior approval by DHCFP a detailed 
description of the dentist delivery system to accommodate an increased patient load, work flow, 
professional relationships, work schedules, coverage arrangements, and a 24-hour access 
system. 


Dental Director's Office (§4.2.6.3) 


The Vendor shall have staff designated to the dental program, including but not limited to a 
Dental Director. The Dental Director shall be responsible for the oversight of development, 
implementation and review of the Vendor's internal quality assurance program for the dental 
program, including adherence to any plan of correction (POC). The Dental Director need not 
serve full time or be a salaried employee of the Vendor, but the Vendor must be prepared to 
demonstrate it is capable of meeting all requirements using a part-time or contracted non-
employed director. The Vendor may also use assistant or associate Dental Directors to help 
perform the functions of this office. The Dental Director and the Vendor's utilization 
management and quality assurance committee must be accountable to the Vendor's governing 
body. The Dental Director must be licensed to practice in the State of Nevada and be board-
certified or board-eligible in his or her field of specialty. 


The responsibilities of the Dental Director must include the following: 


A.  Serves on the Vendor’s applicable utilization review/quality assurance committee(s); 


B.  Directs the development and implementation of the Vendor's Internal Quality 
Assurance Plan (IQAP) and utilization management activities, and monitors the 
quality of the dental care that Vendor recipients receive regarding dental services; 


C.  Oversight of the development and revision of the Vendor's dental care standards, 
practice guidelines and protocols; 


D.  Reviews all potential quality-of-care problems regarding dental services, and oversees 
development and implementation of plans of correction; 


E.  Oversight of the Vendor's referral process for specialty and out-of-network services. 
All services prescribed by a dentist or requested by an enrolled recipient which are 
denied by the Vendor must be reviewed by a dentist; the reason for the denial must be 
documented and logged; all denials must identify appeal rights of the recipient; 


F.  Oversight of the Vendor's dental provider recruiting and credentialing activities; 
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G.  Serves as a liaison between the Vendor and its dental providers, communicating 
regularly with the Vendor's dental providers, including oversight of provider 
education, in-service training and orientation; and 


H.  Availability to the Vendor's medical staff for consultation on referrals, denials, 
grievances, and appeals, and problems regarding dental services. 


Amerigroup Nevada acknowledges this SOW requirement and will comply under the new 
Contract.  


Keivan (Kevin) Khorshid D.D.S. holds the position of Dental Director. Dr. Khorshid is with 
Scion Dental, Inc., our dental subcontractor, and is licensed to practice in the State of Nevada. 
He has been a practicing dentist for 15 years and currently practices in Las Vegas.  


Dr. Khorshid responsibilities include those detailed in RFP Section 4.2.6.3, A-H. 


  







 Tab VI – Section 4 – Scope of Work 
 4.2 Medical Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-50 
November 15, 2012 


4.2.7 Pharmacy Services 
Pharmacy services are included in the Vendor benefit package. The Vendor may design its own 
pharmacy formulary based on clinical guidelines. Medications not covered in the Vendor's 
formulary must be available through a non-formulary request process based on physician 
certification and justification of medical necessity. Pharmacy coverage benefits are based on 
Attachment 3.1A (Section 12a) of the Nevada Medicaid State Plan. The State of Nevada Title 
XIX State Plan can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/.  


The Vendor may use generic substitutions unless the physician/dentist justifies the medical 
necessity of the brand-name pharmaceutical. 


The Vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another 
Vendor, to the Vendor. The Vendor will not terminate a current prescription without consulting 
with the prescribing provider. The Vendor must then document the reasons a drug is not 
medically necessary if a current prescription is terminated. 


The DHCFP shall approve the Vendor’s formulary prior to implementation. The Medicaid 
Services Manual Chapter 1200 Section 1203.1B (4) stipulates the conditions with which a 
prescriber must comply to certify that a specific brand of medication is medically necessary for a 
particular patient. The physician should document in the patient’s medical record the need for the 
brand-name product in place of the generic form. The procedure of the certification must comply 
with the following: certification must be in the physician’s own handwriting; certification must 
be written directly on the prescription blank; and a phrase indicating the need for a specific brand 
is required. (An example would be “Brand Medically necessary.”) Substitution of generic drugs 
prescribed by brand name must also comply with NRS 639.2583. 


The Vendors shall submit all pharmacy encounters and outpatient administered drug encounters 
to DHCFP or its vendor and DHCFP shall submit these encounters for rebate from manufacturers 
and the Secretary pursuant to the Section 2501 of the ACA effective from an April 1, 2010 date 
of service. The encounters shall be submitted in a mutually agreed upon format and in a mutually 
agreed upon timeframe, but no later than quarterly. The Vendors agree to modify the medical 
claims system to mandate providers submit National Drug Code (NDC) codes and related 
information necessary for DHCFP to process the claim for rebates. The Vendors agree to modify 
the pharmacy claims processing systems to accommodate additional data elements in compliance 
with current National Council for Prescription Drug Programs (NCPDP) transactions standards 
and guidelines, such that pharmacy encounters can be submitted by DHCFP for rebates. 


Within 60 calendar days of receipt of any disputed encounter file from DHCFP or its vendor, the 
Vendors shall, if needed, correct and resubmit any disputed encounters and send a response file 
that includes 1) corrected and resubmitted encounters and/or 2) an explanation of why the 
disputed encounters could not be corrected. 
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Amerigroup Nevada currently complies with this 
requirement and will continue to do so under the 
new Contract. In 2011, we filled more than 
462,000 prescriptions for Nevada Medicaid and 
Check Up members. Our current Nevada provider 
network for Clark and Washoe Counties includes 
424 pharmacies.  


Amerigroup Nevada will continue to ensure that our pharmacy program, including our 
formulary, covered pharmacy benefits, prescription transition, and pharmacy encounter 
submissions, meets the requirements contained within the Nevada Medicaid State Plan, 
Medicaid Services Manual Chapter 1200, DHCFP, and the requirements contained within 
Section 4.2.7 of the RFP.  


Amerigroup has a Pharmacy Department that works to ensure that our members receive 
pharmacy benefits that maximize quality and health outcomes in the most cost-effective 
manner. Department leadership works closely with DHCFP and other individual state 
agencies to ensure that pharmacy services meet or exceed requirements established under all 
applicable State and federal regulations and guidelines, and that pharmacy services conform 
to industry standards and market expectations. 


Amerigroup improves the quality of care delivered to our members and reduces drug 
expenditures by delivering an integrated pharmacy program, led and managed by licensed, 
registered pharmacists, with the support of the Amerigroup Nevada Medical Director and our 
Pharmacy Benefit Manager. Our program: 


 Fully integrates prescription usage with medical care management programs to 
optimize quality of care delivered to our members. Clinical pharmacists work directly 
with members and prescribers to ensure that all medications prescribed are 
appropriate, effective, and safe for the member and will improve clinical outcomes. 


 Promotes cost-effective physician prescribing 
through collaboration, education, and 
information sharing. Our generic utilization 
rate is 86 percent. This is higher than the 
Nevada Medicaid fee-for-service rate and the 
average 80 percent generic dispensing rate 
typical of Medicaid managed care plans.  
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 Promotes compliance with State, federal, and contractual standards through 
established policies and procedures, continual monitoring, and information 
dissemination. 


 Minimizes fraud, waste, and abuse. Monthly and quarterly retrospective drug 
utilization review of pharmacy claims data identifies potential cases of under- and 
over-utilization, coordination of care issues, and drug abuse or misuse. In 2011, 
Amerigroup placed 550 members in our pharmacy lock-in program, resulting in 
decreased utilization totaling $35,000 for the year.  


Transitioning Members 
Ensuring continuity of care and access to necessary medications is a primary objective of our 
pharmacy management program. A discontinuation of drug therapy can lead to reduced 
member medication compliance and increase the risk of medication-related adverse outcomes. 
To mitigate potential lapses in care, we have a transition process to provide coverage for 
members who are stabilized on drugs that are not included in the formulary or Preferred Drug 
List (PDL). This transition process applies to new Amerigroup Nevada members transitioning 
from fee-for-service programs or another MCO, who are stabilized on drugs not on 
Amerigroup Nevada’s formulary/PDL. The transition process also applies to current 
Amerigroup Nevada members affected by formulary/PDL changes. 


Our transition process covers non-formulary/non-PDL drugs for the first 60 days of 
enrollment or until the member’s physician or other prescriber has completed the prior 
authorization process. We identify all members who 
receive non-formulary/non-PDL drugs weekly on a 
claims system–generated report. We send letters to both 
the member and prescriber to inform them that a 
transition supply of medication has been approved, but 
continued use will require prior authorization. The 
notification to the prescriber advises he/she of the need 
for prior authorization for the member to continue on the non-formulary/non-PDL drug, or if 
clinically appropriate, to transition the member to a preferred alternative on the 
formulary/PDL. At the same time, Amerigroup’s Pharmacy Department works with the 
prescriber to initiate a prior authorization on the member’s behalf and communicates directly 
with the prescriber to determine medical necessity for the non-formulary/non-PDL drugs.  
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Formulary 
Amerigroup has adopted a formulary and a PDL to foster safety and clinical efficacy. Our 
formulary and PDL are approved by DHCFP, and we will obtain DHCFP approval prior to 
implementing any changes.  


Our formulary is developed and managed by clinical Pharmacists with approval from 
Amerigroup’s Pharmacy & Therapeutics (P&T) Committee. Amerigroup’s P&T Committee 
has oversight of Amerigroup’s formulary system, including reviewing, approving, and 
recommending changes to the formulary. We review our policies governing P&T Committee 
management and activities at least annually and comply with Nevada State, NCQA, and other 
recognized industry standards.  


The Amerigroup formulary and PDL are approved by our P&T Committee and can be 
dispensed through participating pharmacies. Following established Amerigroup Pharmacy 
policies, the P&T Committee reviews all therapeutic categories of the formulary at least 
annually, as well as new drugs as they are introduced. This review follows established 
procedures to ensure that each formulary decision is based on a thorough evaluation of 
published clinical guidelines, peer-reviewed literature, U.S. Food and Drug Administration 
(FDA) indications, and drug monographs or therapeutic class reviews presented by clinical 
pharmacists who evaluate current medical and clinical literature. 


Process for Exceptions to the Formulary for Physicians 


Our prior authorization program (the process for reviewing exceptions to the formulary) uses 
web-based technology to create a seamless process for providers submitting prior 
authorization requests. Certified pharmacy technicians and clinical pharmacists process 
authorization requests. Amerigroup prior authorization policies and clinical protocols are 
embedded in the web application decision logic to give prescribing providers real-time access 
to information about member eligibility, medication history, and formulary and PDL benefits, 
enabling timely response to the request. Providers who request authorizations must provide 
medical necessity certification, and justification. Amerigroup’s Pharmacy Department follows 
established protocols based on clinical policies to make authorization decisions. 


An Amerigroup clinical pharmacist reviews all requests for prior authorization that do not 
meet Amerigroup’s clinical criteria, and Amerigroup’s pharmacist may contact the prescriber 
to discuss the request in more detail. If the Amerigroup pharmacist determines that the request 
does not meet criteria, he or she forwards the request to Amerigroup Nevada’s Medical 
Director who makes the ultimate decision to approve or deny the request. 
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How We Make Changes to the Formulary 


Our P&T Committee reviews all therapeutic classes annually for new drugs and changes to 
indications/dosing and generic availability. This enables Amerigroup to remain flexible and 
adaptable as new medications or clinical efficacy data become available. 


During each P&T Committee meeting, the team reviews several major drug therapeutic 
categories in their entirety for additions, changes, or deletions. At that point, the Committee 
reviews a detailed report on comprehensive research on the class or drug’s clinical trial or 
study findings that includes new clinical studies, new formulations of existing products, and 
relevant information regarding safety and efficacy. The Committee then makes formulary 
decisions based on a thorough evaluation of therapeutic class reviews or drug monograph 
reviews. These reviews include an assessment of clinical effectiveness, safety, and impact on 
our membership. 


Our pharmacy team continually assesses the availability and efficacy of new drug therapies to 
consider for the formulary and PDL through a drug pipeline report. The pipeline report 
includes general information regarding drugs in Phase Two and Phase Three drug trials and 
corresponding outcomes and safety information. We use this information in the initial 
evaluation of whether a drug should be added to the formulary or PDL upon its release by the 
manufacturer. 


Amerigroup submits formulary and PDL changes to DHCFP as required. When implementing 
formulary/PDL changes, we engage providers and members to minimize disruption and foster 
good customer service. We notify our provider network of all changes at least 30 days before 
the effective date of the change. We post changes to the provider website and fax this 
information to network providers and other partnering vendors. We notify any affected 
members 30 days prior to any change. Amerigroup works closely with providers and members 
to facilitate a smooth shift for any members who may need to transition to formulary drugs as 
described earlier in this section. 


Capturing and Submitting Encounter Data 
We currently submit pharmacy encounters to DHCFP on a monthly basis in the prescribed, 
proprietary format. Encounter records contain all required information. We will continue this 
practice, or any other mutually agreed-upon format and timeframe, for the new Contract. We 
will also continue to correct and resubmit any disputed encounters (or, provide and 
explanation why disputed encounters could not be corrected) to DHCFP. 
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Amerigroup submits HIPAA-compliant NCPDP D.0 encounter files in eight of our existing 
markets. When DHCFP is ready to accept pharmacy encounters in NCPDP format, 
Amerigroup will be ready.  


For additional information on our process for submitting encounter data to the State, please 
see Section 5.1.11.12.B. 


4.2.8 Children with Special Health Care Needs 
and Mental Health Services for Adults 
The Vendor benefit package includes certain services for members with special health care 
needs, including Children with Special Health Care Needs (CSHCN), Early Intervention, and 
mental health services for adults. The Vendor must reimburse certain types of providers with 
whom formal contracts may not be in place and coordinate these services, including but not 
limited to occupational, Activities of Daily Living (ADL) and Instrumental Activities of Daily 
Living (IADL), speech and physical therapies, with other services in the Vendor benefit package. 


The Vendor must implement mechanisms to assess each member identified to the Vendor as an 
individual with special health care needs in order to identify any ongoing special conditions of 
the member that require a course of treatment or regular care monitoring. The assessment 
mechanisms must use appropriate health care professionals.  


The Vendor must produce a treatment plan for members with special health care needs who are 
determined through an assessment to need a course of treatment or regular care monitoring. The 
treatment plan must be: 


4.2.8.1 Developed by the member’s primary care provider with member participation, and in 
consultation with any specialists caring for the member; 


4.2.8.2 Approved by the Vendor in a timely manner, if approval is required by the Vendor; 
and 


4.2.8.3 In accordance with any applicable State quality assurance and utilization review 
standards. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


In the first six month of 2012, Amerigroup Nevada 
served more than 110 Children with Special Health 
Care Needs (CSHCN) in Nevada. We have in place 
policies and procedures that meet all DHCFP 
requirements, including a comprehensive assessment 
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process that identifies the healthcare needs of each individual and forms the foundation for a 
care treatment plan. We also have established procedures for reimbursing and coordinating 
services that are unique for CSHCN.  


Amerigroup Nevada Case Managers actively coordinate care and services for CSHCN and 
their families, including coordinating referrals to non-covered services available through 
community supports and school-based services such as Family TIES and Family Resource 
Centers. Our social worker continually seeks out other agencies and organizations whose 
services may be appropriate for members, including CSHCN. Personalized care treatment 
plans include treatment plans developed in collaboration with treating providers. 


We have fully responded to this SOW requirement in Section 5.1.11.1.G. 


For members with special health care needs who are determined through an assessment by 
appropriate health care professionals to need a course of treatment or regular care monitoring, 
the Vendor must have a mechanism in place to allow these members access to a specialist 
through a standing referral or an approved number of visits, as deemed appropriate for the 
member’s condition and identified needs.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. 


Amerigroup Nevada provides all members with direct access to specialists without referrals 
from PCPs. This is especially important for CSHCNs, who often have a myriad of healthcare 
and other needs that cannot be addressed by one single physician. Our Case Managers assist 
children with special healthcare needs in accessing the appropriate specialists within their 
geographic area. In such cases, the Case Manager works with the member and family to 
determine and identify the most appropriate specialist (based on the member’s medical or 
other needs) within the child’s geographic area and meeting the family’s cultural, ethnic, and 
language preferences and other requirements. The Case Manager can assist the child and 
family in the referral process. 


We have fully responded to this SOW requirement in Section 5.1.11.1.G. 
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The Vendor is required to adhere to MSM Chapter 400, Section 4.2.3.3 of this RFP, and Section 
5 of the Forms and Reporting Guide of this RFP for all SED and SMI referrals and 
determinations, and must reimburse providers of these services pursuant to the referenced 
Nevada Medicaid policies and procedures. Pursuant to Section 4.2.3.8 of this RFP, Title XIX 
Medicaid eligible recipients have the option of disenrolling from the Vendor if determined to be 
SED or SMI (unless the DHCFP, at its sole discretion, removes the option for these Medicaid 
recipients determined SED to be voluntarily disenrolled from managed care in the future). Title 
XXI Nevada Check Up recipients must remain enrolled with the Vendor who is responsible for 
ongoing patient care. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. 


Our Nevada team is skilled at coordinating referrals for determinations for Severely 
Emotionally Disturbed (SED) children and Seriously 
Mentally Ill (SMI) adults. Between January and 
August of 2012, we identified 449 SED children and 
169 SMI adults. Our protocols are consistent with the 
Nevada Medicaid Services Manual (MSM).  


Amerigroup Nevada behavioral health providers are 
familiar with and required to use the State’s process to 
determine whether individuals are SED or SMI, in 
accordance with MSM-mandated processes and forms. 
The provider returns the form to the health plan and the plan forwards disenrollment requests 
to DHCFP Amerigroup Nevada approves medically necessary services for children and adults, 
and Amerigroup Nevada coordinates annual re-determinations for members who remain 
enrolled in the health plan. 


We have fully responded to this SOW requirement in Section 5.1.11.1.H. 
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4.2.9 Transplantation of Organs and Tissue, and 
Related Immunosuppressant Drugs 
These services are covered, with limitations, when medically necessary. Coverage limitations for 
these services are defined in the Title XIX State Plan. The State of Nevada Title XIX State Plan 
can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/. DHCFP via its Title XIX 
State Plan Attachment 3.1.E covers Corneal, Kidney, Liver and Bone Marrow transplants and 
associated fees for adults. For children up to age 21 any medically necessary transplant that is 
not experimental will be covered. The health plan may claim transplant case reimbursement from 
DHCFP for in-patient medical expenses above the threshold of $100,000 in a one-year period 
(State Fiscal Year). 75% of the expenses above $100,000 are reimbursed to the health plan. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has a contract with Nevada’s only transplant center, University Medical 
Center (UMC), to provide kidney transplant services. When UMC is unable to provide 
transplant services, we refer to out-of-state facilities including preferred hospitals such as 
Loma Linda University Medical Center, UCLA Medical Center, or Rady Children’s Hospital. 
Our Transplant Coordinator helps identify all transplant facilities in the surrounding states 
that can perform certain transplants not performed by our preferred centers. We contact these 
facilities and coordinate care for our members who need these transplants. 


We provide support and case management to improve the health and quality of life for 
members undergoing transplants. Our objectives are to:  


 Reduce treatment variation 


 Enhance access to care 


 Educate and provide compliance programs for members and families/caregivers to 
prevent organ rejection 


 Coordinate services across the continuum of care by a dedicated Transplant Case 
Manager who will improve the management of transplantation with emphasis on 
prevention of expensive and life-threatening complications 


 Integrate behavioral health 


We will continue to comply with Nevada State Plan requirements regarding coverage of organ 
and tissue transplants and related immunosuppressant drugs. 
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4.2.10 Out-of-Network Services 
If the Vendor’s provider network is unable to provide medically necessary services covered 
under the plan to a particular member, the Vendor must adequately and timely cover these 
services out of network for the member for as long as the Vendor is unable to provide them. The 
Vendor benefit package includes covered medically necessary services for which the Vendor 
must reimburse certain types of providers with whom formal contracts may not be in place. The 
Vendor must also coordinate these services with other services in the Vendor benefit package. 
The services/providers are as follows: 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As we affirmed in our response to RFP Section 4.2.2, we will provide Amerigroup Nevada 
members with covered medically necessary services that are no less in amount, duration, and 
scope than those covered services they would receive in the current State Medicaid Plan and 
as specified in the Nevada Medicaid Service Manual (MSM). We understand and abide by the 
requirements contained within the Nevada MSM, including the definition of “medically 
necessary services” and the requirements surrounding use of out-of-network providers. 


Out-of-Network Providers (§4.2.10.1) 


When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. 
the member needs to see a specialist for which the Vendor has no such specialist in its network), 
the Vendor must: 


A.  Coordinate with out-of-network providers with respect to payment;  


B.  Offer the opportunity to the out-of-network provider to become part of the network; 
and 


C.  Negotiate a contract to determine the rate prior to services being rendered or pay a 
rate not to exceed the FFS rate paid by DHCFP.  


Amerigroup acknowledges that we will comply with this section of the SOW.  


When an Amerigroup Nevada network provider is not available to meet a member’s non-
emergency needs, we refer that member to an out-of-network provider through a single case 
agreement.  


Upon receipt of a request for authorization for non-emergent services from an out-of-network 
provider, our Utilization Management (UM) Nurses verifies member eligibility. We also verify 
provider licensure and confirm that the provider does not appear on any governmental 
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exclusion lists. If sanctions exist or if we identify an issue regarding appropriate licensure, we 
inform the requestor that we cannot approve the out-of-network service, and we locate an 
alternative provider. 


Upon verification of eligibility, licensure, and lack of sanctions, UM Nurses forward the case 
to our Out-of-Network Coordination Nurse to review and discuss with our Medical Director. 
We have designated the Out-of-Network Coordination Nurse as the single point of contact for 
this role to foster consistency in single case agreement processing, streamline and expedite the 
process, and encourage relationship-building with non-network office staff to ease the process. 


Negotiating and Executing Single Case Agreements 


Upon review, if the Medical Director deems that the non-emergent service from the out-of-
network provider is medically necessary, we negotiate and execute a single case agreement. 
We take the following actions: 


 We approve the authorization for services by an out-of-network provider and update 
the case in the system. If the course of treatment will require services over an extended 
period, the treating provider includes this information in the initial request for 
authorization. If approved, we may extend the authorization for a longer period. 


 Our Out-of-Network Coordination Nurse negotiates a single case agreement with the 
provider that specifies provider payment and member cost sharing (if applicable) as 
well as prior authorization and case management requirements.  


To ensure timeliness of single case agreements, our Out-of-Network Coordination Nurse 
reviews daily reports that track aging of open cases to set priorities and focuses on those that 
require immediate action. The nurse also reviews system-generated logs to identify and resolve 
potential barriers to timely case closure. Finally, we monitor data in weekly or monthly reports 
to identify trends that might indicate problems with current processes or workload distribution. 


In our experience, out-of-network referrals are most common for pediatric subspecialty 
services, which are not available within the State of Nevada and for members seeking services 
in rural and remote areas of Washoe County that have limited provider capacity. Existing 
providers in those areas have been unwilling to join the network because their practices are 
often at capacity. Amerigroup Nevada’s Provider Relations employees in Reno and our Out-
of-Network Coordination Nurse have cultivated strong relationships with office employees at 
these practices that enable us to rapidly coordinate single case agreements when necessary. 
Provider office employees are already familiar with our agreements, case management 
practices, and claims submission protocols, expediting execution of single case agreements 
and member appointment availability. 
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Payment terms and billing instructions to the provider are detailed in the single case 
agreement prior to services being rendered. If payment terms are not negotiated in advance of 
services, we will pay a rate not to exceed the fee-for-service rate paid by DHCFP. Prior to 
authorizing services with out-of-network providers, we assure that they fully understand and 
accept the prohibition against balance billing.  


During contact with the out-of-network provider, our Out-of-Network Coordination Nurse or 
Provider Relations Representative will offer and encourage the provider to join Amerigroup 
Nevada’s provider network.  


For additional information on how we provide, monitor, and coordinate out-of-network 
services, please see Section 5.1.11.1.D.  
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Emergency Services (§4.2.10.2) 


The Vendor must cover and pay for emergency services regardless of whether the provider who 
furnished the services has a contract with the Vendor. The Vendor must pay the out-of-network 
provider for emergency services, applying the “prudent layperson” definition of an emergency, 
rendered at a rate equivalent to that paid by DHCFP, unless otherwise mutually agreed to 
between the Vendor and the party(s) rendering service.  


No prior or post-authorization can be required for emergency care provided by either network or 
out-of-network providers. The Vendor may not deny payment for treatment obtained when the 
member has an emergency medical condition and seeks emergency services, applying the 
“prudent layperson” definition of an emergency; this includes the prohibition against denying 
payment in those instances in which the absence of immediate medical attention would have 
resulted in placing the health of the member in serious jeopardy, serious impairment to bodily 
function, or serious dysfunction of any bodily part or organ. The Vendor may not deny payment 
for emergency services treatment when a representative of the Vendor instructs the member to 
seek emergency services care.  


Pursuant to 42 CFR 438.114, the Vendor may not limit what constitutes an emergency medical 
condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to 
cover emergency services based on the emergency room provider, hospital, or fiscal agency not 
notifying the member’s PCP, Vendor, or the DHCFP of the member’s screening, and treatment 
within ten (10) calendar days of the presentation for emergency services. 


A member who has an emergency medical condition may not be held liable for payment of 
subsequent screening and treatment needed to diagnose the specific condition or stabilize the 
patient. The attending physician or the provider actually treating the member is responsible for 
determining when the member is sufficiently stabilized for transfer or discharge and that 
determination is binding on the Vendor. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. All members can access medically necessary emergency care from any 
provider regardless of the provider’s participation in our network. 


We cover and pay for emergency services in accordance with the requirements contained in 
the Nevada MSM, RFP Section 4.2.10.2, Emergency Services, and State and federal laws and 
regulations, including 42 CFR 438.114. 


Members have access to emergency services twenty-four (24) hours a day, seven (7) days a 
week (24/7). We do not require referral or prior authorization for emergency services.  


For non-emergency services, members have access to urgent care centers in our network 
including the University Medical Center Quick Care centers. Our Member Handbook provides 
information on how and where to access emergency and urgent care services. Members also 
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have 24/7 access to our Nurse HelpLine. In addition, beginning with this new Contract, we 
will be introducing our Amerigroup On Call program, which promotes alternatives to the 
emergency department (ED). Amerigroup On Call includes our Nurse HelpLine and also 
offers members access to PCPs with extended hours, urgent care centers, limited services 
clinics, and physician telephone consults. The tele-consults are with board‐certified, licensed 
doctors who provide a telephone diagnosis, recommend treatment, and write short‐term, 
non‐DEA‐controlled prescriptions when appropriate—all of which broaden member access to 
ED alternatives, especially after hours. 
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Post-Stabilization Services (§4.2.10.3) 


The Vendor is financially responsible for:  


A.  Post-stabilization services obtained within or outside the network that are pre-
approved by a network provider or organization representative;  


B.  Post-stabilization services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but 
administered to maintain the member's stabilized condition within one (1) hour of a 
request to the Vendor for pre-approval of further post-stabilization care services; and 


C.  Post-stabilization care services obtained within or outside the network that are not 
pre-approved by a network provider or other organization representative, but are 
administered to maintain, improve, or resolve the member's stabilized condition if 
Vendor does not respond to a request for pre-approval within one (1) hour, or the 
Vendor cannot be contacted or the Vendor and the treating physician cannot reach an 
agreement concerning the member's care and a network provider or other 
organization representative is not available for consultation. In this situation, the 
Vendor must give the treating physician the opportunity to consult with a network 
physician and the treating physician may continue with care of the member until a 
network physician is reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 
422.113 is met. 


Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the Vendor’s financial responsibility for 
post-stabilization care it has not pre-approved ends when a network physician with privileges at 
the treating hospital assumes responsibility for the member’s care or a network physician 
assumes responsibility for the member's care through transfer or the Vendor and the treating 
physician reach an agreement concerning the member's care or the member is discharged. 


Pursuant to CFR 438.114(e), the Vendor charges for post stabilization care services provided by 
an out-of-network provider to a beneficiary may be no greater than the amount the vendor would 
charge if the services had been obtained in network. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada policies and procedures related to emergency and post-stabilization 
services promote convenient and hassle-free access to services. Attachments 5.1.11.1-1 and 
5.1.11.1-2 include two policy documents (“Emergency Services—Core Process” and 
“Coverage for Post Stabilization Care Services”), which outline our policies and procedures. 
Our policies and procedures currently comply with all Nevada and federal requirements. 
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Amerigroup Nevada covers and pays for post-stabilization services in accordance with Nevada 
requirements. We do not require any prior authorization for post-stabilization services 
delivered by network or out-of-network providers.  


For additional information on our policies and procedures for post-stabilization services, 
please see Section 5.1.11.1.I.  


Federally Qualified Health Center (FQHC) and Rural 
Health Clinic (RHC) (§4.2.10.4) 


The Vendor must pay for services provided by a Federally Qualified Health Center (FQHC) or a 
Rural Health Clinic (RHC), including dental care. Vendors may enter into contracts with FQHCs 
or RHCs provided that payments are at least equal to the amount paid other providers for similar 
services. If the Vendor does not have a contract with an FQHC or RHC, the Vendor must pay at 
a rate equivalent to that paid by the DHCFP (i.e. FFS rate). This does not apply to out of network 
providers of emergency services. The Vendor must demonstrate a good faith effort to negotiate a 
contract with FQHCs and RHCs and include all licensed and qualified FQHC and RHC 
providers in the Vendor’s network. Contracting with just one provider at each FQHC or RHC 
does not constitute a good faith effort to include the FQHC or RHC in the Vendor’s network. 
The Vendor must report to DHCFP payments and visits made to FQHCs and/or RHCs. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Both of Nevada’s Federally Qualified Health Centers (FQHCs) in our current service area, 
Nevada Health Centers and Health Access Washoe County, participate in our network. There 
are not any Rural Health Clinics (RHCs) in our current service area. 


We reach out to all Essential Community Providers, including FQHCs and RHCs, and make a 
good-faith effort to gain their participation in our network. As DHCFP notifies us of newly 
identified Essential Community Providers, we contact them in-person or by telephone to 
introduce Amerigroup Nevada, answer any questions they might have, and begin the 
contracting process.  


Amerigroup Nevada reimburses FQHCs and RHCs in accordance with DHCFP requirements. 
Reimbursement to FQHCs and RHCs is at least equal to the amount Amerigroup Nevada pays 
other providers for similar services.  
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Out-of-State Providers (§4.2.10.5) 


When it is necessary for recipients to obtain emergency or urgent services from an out-of-state 
(OOS) provider, the Vendor must negotiate a contract to determine the rate prior to services 
being rendered. The Vendor must inform the provider to accept Vendor reimbursement as 
payment in full. The only exception is for third-party liability. The provider must not bill, accept 
or retain payments from Medicaid or Nevada Check Up recipients.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


4.2.11 Obstetrical/GYN Services 
The Vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women 
enrolled in the Vendor for maternal high risk factors. The Maternity Risk Screening Form helps 
identify the need for medical and non-medical services. These services are defined as preventive 
and/or curative services and may include, but are not limited to, patient education, nutritional 
services, personal care services or home health care, substance abuse services, and care 
coordination services, in addition to maternity care. The Vendor may use the Maternity Risk 
Screening Form or its own in- house form in conducting the screening. Any identification of 
high-risk factors will require the PCP, OB provider, case manager or other health care 
professional to refer the woman who is determined to be at risk for preterm birth or poor 
pregnancy outcome to the Vendor’s Case Manager. As appropriate, the Vendor shall assist the 
recipient in contacting appropriate agencies for care coordination of non-covered/carved-out plan 
services or community health information. The Vendor’s Case Manager will begin medical case 
management services for those risk factors identified on the maternity Risk Screen. A sample 
Maternity Risk Screen form is included in the Forms and Reporting Guide. 


DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews 
as needed to validate coordination and assess medical management of prenatal care and high-risk 
pregnancies. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada makes a good-faith effort to screen Title XIX and XXI pregnant women 
for high-risk factors. We identify pregnant members through analysis of the DHCFP 
eligibility file, claims data, laboratory reports, and hospital census reports. We also identify 
members through our initial new member welcome call, provider referral, and member self-
referral. 


When we identify a member who is pregnant, we conduct a risk assessment to determine her 
level of risk for preterm birth using our Statistical Obstetrical Risk Score (STORK) tool. This 
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tool incorporates screening for specific statistically validated predictors of the future need for 
neonatal intensive care unit (NICU) services, including history of preterm labor or birth, prior 
baby with low birth weight, or diagnosis of hypertension or diabetes mellitus. Members receive 
a risk score (COR score) and are categorized into one of four groups: urgent, high, medium, 
or low. All members, including the low risk category group, receive informational materials. 
We refer those with risk factors and high COR scores to our specialized Obstetrical Case 
Manager who conducts a thorough clinical assessment to further refine risk and develop 
individualized care treatment plans that correspond to each member’s risk level. For 
adolescent members who are pregnant, the care treatment plan reflects active engagement of 
the member’s parents or guardians, when appropriate, to facilitate a strong support system. 


Obstetrical Case Management 
Our Obstetrical (OB) Case Managers assist members with high-risk pregnancies and support 
them throughout their pregnancy to promote healthier mothers and healthy newborn 
Nevadans, benefitting our members and the State. OB cases historically represent more than 
one-half of members enrolled in case management. OB Case Managers interact with and 
engage our OB Medical Director when appropriate to collaboratively work with the member 
and her treating provider(s) to promote a healthy outcome. 


We have well-established relationships with DHCFP’s District Offices in Clark and Washoe 
Counties, and we continue to collaborate to promote access to all available services for high-
risk pregnant women. We incorporate coordination with these Offices into care treatment 
plans for women with high-risk pregnancies. 


We also offer specialized support for a family whose baby is admitted to the NICU to ease the 
often stressful process and facilitate a safe transition home. In addition, our OB Case 
Managers in Nevada facilitate community-based visits for high-risk members. Field-based 
clinicians make home visits to monitor our members and them in taking them to high-risk 
obstetrical and perinatologist appointments.  


We assist members in contacting appropriate agencies for care coordination of non-
covered/carved-out of Amerigroup services. We refer pregnant members to key resources 
including: 


 Nevada Supplemental Nutrition Program for Women, Infants & Children (WIC) 


 Nurse Family Partnership of Nevada 


 Women’s Resource Centers 


 Baby’s Bounty 
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We understand and will fully cooperate with DHCFP and/or the External Quality Review 
Organization (EQRO) in assessing our performance through onsite reviews. 


During the first six months of 2012, we achieved a 9 percent preterm birth rate, significantly 
lower than the statewide average (2010) of 13.9 percent, according to the Centers for Disease 
Control and Prevention (CDC) and lower than our 2011 rate of 9.2 percent.  


We look forward to continuing these services for the new Contract and furthering our success 
in promoting healthy babies and mothers in Nevada. 


Obstetrical Global Payment (§4.2.11.1) 


Length of time that the pregnant woman is enrolled with the Vendor is not a determining factor 
in payment to the obstetrician. Payment to the delivering obstetrician for normal routine 
pregnancy shall be based upon the services and number of visits provided by the obstetrician to 
the pregnant woman through the course of pregnancy. Payments are determined by Current 
Procedural Terminology (CPT) codes submitted by the provider. The Vendor must provide 
separate payment for covered medically necessary services required as a result of a non-routine 
pregnancy.  


A Global Payment will be paid to the delivering obstetrician, regardless of network affiliation, 
when the member has been seen seven (7) or more times. If the obstetrician has seen the member 
less than seven (7) times, the obstetrician may be paid according to a negotiated rate of less than 
the FFS rates established for pregnancy-related CPT codes. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Network Providers 


For all cases, the Vendor must have policies and procedures in place for transitioning the eligible 
pregnant recipient to a network provider.  


  1.  Vendor must allow for a pregnant member’s continued use of their OB/GYN, if at all 
possible. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  
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Non-network Providers 


The Vendor may reimburse a non-network provider at a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


New Members within the Last Trimester of Pregnancy 


A pregnant woman who is enrolled with the Vendor within the last trimester of pregnancy must 
be allowed to remain in the care of a non-network provider if she so chooses. The Vendor must 
have policies and procedures for this allowance. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Prior Authorization 


The Vendor’s prior authorization policies and procedures must be consistent with the provision 
of prenatal care in accordance with community standards of practice. DHCFP, at its discretion, 
may require removal of the prior authorization requirement for various procedures based on 
reported approval data and any other relevant information. The Vendor is required to provide 
written notification to all affected network providers within thirty (30) days of the end of a 
reported quarter regarding the elimination of the prior authorization requirement. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


As a participant in Nevada’s Medicaid Managed Care Program since 2009, Amerigroup 
Nevada has fully integrated DHCFP’s Medicaid Services Manual (MSM) requirements into 
our clinical criteria for medical necessity and service utilization requests. We augment MSM 
criteria, which define medical necessity for Medicaid and Nevada Check Up, with nationally 
recognized clinical criteria to guide our prior authorization decisions. 


Our primary guidelines for medical necessity are those outlined in the MSM. All Amerigroup 
employees who conduct utilization management for Nevada members have undergone 
extensive training on application of the MSM criteria, and we have incorporated the criteria 
into our system to support efficiency and consistency. The system facilitates primary use of the 
MSM criteria in utilization management decisions in Nevada. We work closely with DHCFP 
to accurately integrate the MSM criteria, guidelines, and procedures into our operations, and 
our Medical Director regularly interacts with DHCFP employees to clarify and refine MSM 
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requirements. This collaborative relationship fosters accuracy in applying MSM guidelines, 
which benefits members and providers.  


Augmenting the MSM, Amerigroup uses InterQual® Level of Care criteria to review medical 
necessity and appropriateness of prenatal care. These objective criteria and guidelines are 
industry standard for medical necessity review and widely used by health plans, hospitals, and 
government agencies. They provide a rules-based system for screening proposed medical care 
based on patient-specific, best medical care processes and consistently match medical services 
to patient needs, based upon clinical appropriateness.  


Certified Nurse Midwife Services (§4.2.11.2) 


The Vendor must make certified nurse midwife services available to members if such services 
are available in the Vendor's service area. If the Vendor does not have a contract for said 
services, the Vendor may pay the certified nurse midwife provider according to a negotiated rate 
not to exceed the FFS rates established for pregnancy-related CPT codes. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada supports the use of certified nurse midwives. We currently have 12 
certified nurse midwives in our provider network, 8 in Clark County and 4 in Washoe County. 
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Maternity Kick Payment (Sixth Omnibus Budget 
Reconciliation Act aka SOBRA) (§4.2.11.3) 


When a recipient gives birth to a live infant of any gestational age, and there is an accompanying 
provider claim for the delivery, the Vendor will receive the full Maternity Kick payment. In 
order for the Vendor to qualify for a Maternity Kick payment for either a miscarriage or 
stillbirth, the recipient must be in the third trimester of pregnancy, which commences with the 
twenty-seventh (27th) week of gestation, when the miscarriage or stillbirth occurs. However, 
only one Maternity Kick payment will be processed per delivery episode regardless of how many 
babies are delivered. Maternity Kick claim adjudication will be initiated upon electronic receipt 
of birth information via the Provider Supplied Data File. The Provider Supplied Data File will 
specifically include: Provider Number, Record Type, Record Creation Date, Recipient Billing ID 
Number, Recipient Name, Recipient SSN, Delivery Date, Birth Indicator, Gender, Birth Provider 
Number, Birth Location, and Gestational Weeks Pregnant. Additional birth information may be 
requested to complete SOBRA financial reporting. Vendor shall provide documentation required 
for verification within 21 calendar days of request by DHCFP. Failure to comply may result in 
rejection of the SOBRA claim in question. 


Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The 
DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable 
SOBRA request as defined in the Attachment I Forms & Reporting Guide. 


The Maternity Kick Payment is intended to offset most of the costs to the Vendors for costs 
associated specifically with the covered delivery of a child, including prenatal and postpartum 
care. Ante partum care is included in the capitation rate paid for the mother. Costs of care for the 
newborn are included in the newborn capitation rate. 


It is not the intent of the DHCFP to pay a SOBRA payment in a situation where there is no 
accompanying provider claim for the delivery. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  
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Family Planning Services (§4.2.11.4) 


Federal regulations grant the right to any member of childbearing age to receive family planning 
services from any qualified provider, even if the provider is not part of the Vendor’s provider 
network. The Vendor may not require family planning services to be prior authorized. Family 
planning services are provided to members who want to control family size or prevent unwanted 
pregnancies. Family planning services may include education, counseling, physical 
examinations, birth control devices, supplies, and Norplant. 


Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients 
twenty-one (21) years of age or older. Tubal ligations and vasectomies to permanently prevent 
conception are not covered for any recipient under the age of twenty-one (21) or any recipient 
who is adjudged mentally incompetent or is institutionalized.  


The Vendor must, at a minimum, pay qualified out-of-network providers for family planning 
services rendered to its members at the FFS rate paid by DHCFP. The Vendor will be 
responsible for coordinating and documenting out-of-plan family planning services provided to 
its recipients and the amounts paid for such services.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Our member handbook describes all covered services and benefits available from Amerigroup 
Nevada. It also lists covered services that can be obtained from out-of-network providers, 
including family planning. It also explains that family planning services do not require a 
referral or prior authorization. 
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Low Birth Weight Babies (§4.2.11.5) 


The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a low birth-
weight supplemental payment for vendors. This amount will be determined by the State’s 
actuary, and will remain budget neutral to the State. Money drawn from the 0 - 1 age group will 
be distributed in an actuarially sound manner to offset expenses to either Vendor that receives a 
disproportionately large number of low birth weight babies. It is not expected that the money will 
end up evenly distributed between the Vendors, nor is it expected that these supplemental 
payments will fully offset the actual medical cost of these low birth-weight babies. 


Once determined and agreed upon by the submitting Vendor and DHCFP as meeting the criteria 
for payment, any claims will be paid out within 30 days of receipt by the DHCFP. The 
distribution will be incident based throughout the year and there will be no requirement for 
bundling of claims by the Vendors. Although incident based, it is not limited by birth episode 
criteria but rather will be paid out for each child delivered; i.e. twice for twins, three times for 
triplets, etc. The weight to be considered low birth weight will be determined by the State with 
the mutual agreement of the State’s actuary and both vendors, and with the understanding that 
the actual weight in grams may be considered very low birth weight, or worse, by some national 
standards. 


The low birth weight funds determined by the State’s actuary are drawn from what would 
otherwise be paid in the form of capitation. Because the methodology applied must be neutral to 
the State, and there exists the possibility that, should enrollment trend exceed expectations, a 
deficit or surplus may occur. The number of low birth weight payments made during a plan year 
will be a function of caseload using a methodology determined by DHCFP and its actuary and 
will adjudicate in accordance with birth date and time. No supplemental payments will be made 
for deliveries beyond the number funded. Conversely, should deliveries fall short of the number 
funded, any surplus will be paid back to the plans as in a manner determined by the State’s 
actuary, and mutually agreed upon by the Vendors.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  
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4.2.12 Coordination with Other Vendors and 
Other Services 
Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the Vendor is required to implement procedures 
to coordinate services it may provide to the member with the services the member may receive 
from any other Vendor. Upon request or notification of need, the Vendor is required to 
communicate with other Vendors serving the member the results of its identification and 
assessment of any special health care needs to ensure that services are not duplicated, and to 
ensure continuity of care. The Vendor’s procedures must ensure that, in the process of 
coordinating care, each member’s privacy is protected consistent with the confidentiality 
requirements in 45 CFR Parts 160 and 164 [(the Health Insurance Portability and Accountability 
Act (HIPAA)]. 


The Vendor case managers will be responsible for coordinating services with other appropriate 
Nevada Medicaid and non-Medicaid programs. This coordination includes referral of eligible 
members, to appropriate community resources and social service programs, including supportive 
housing. 


In addition to routine care coordination with other Vendors, the Vendor is responsible for 
designating a specific clinician or case manager to ensure continuity of services for members 
with special needs. These members may include, but are not limited to: juveniles temporarily 
detained by a state or county agency (See Section 3); Seriously Emotionally Disturbed children 
and adults with Severe Mental Illness (see Section 4.2.3.8); Children With Special Health Care 
Needs (see Section 4.2.8); and, women with high-risk pregnancies (see Chapter 600, Section 
603.4 of the Medicaid Services Manual). Care coordination must address critical issues such as 
out-of-home placement, specialized mental health services and therapies, and needs that may 
typically be filled by community resources and social service programs. 


Since February 2009, Amerigroup Nevada has coordinated care and services for Medicaid 
and Nevada Check Up members through our Real Solutions® Health Care Impact program. 
Our Case Managers coordinate the full range of services for all individuals enrolled in disease 
management or case management. During the initial assessment, the Case Manager gathers 
information on the individual’s physical and behavioral health conditions as well as 
information on his or her range of current supports to identify gaps in care or services. As the 
Case Manager develops the individual care treatment plan, it reflects specific interventions for 
all gaps, including treatment interventions and goals, health promotion and education 
activities, supportive services and resources, and services that may be available through 
another Vendor.  


In the first six months of 2012, approximately 300 members for whom we coordinated care 
and services were enrolled in case management programs each month. Members with special 
or complex needs (including juveniles temporarily detained by a State or county agency, 
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Severely Emotionally Disturbed (SED) children and Severely Mentally Ill (SMI) adults, 
Children with Special Health Care Needs (CSHCN), and women with high-risk pregnancies)) 
are assigned to a designated Case Manager who is responsible for overseeing the assessment 
and coordination of care and services and promoting continuity of care. This includes 
identification and coordination of wraparound services that support achievement of case 
management goals such as peer support for SED and SMI members, school-based programs 
and services for CSHCN, and Nevada Supplemental Nutrition Program for Women, Infants, 
& Children (WIC) referrals for women with high-risk pregnancies. 


Amerigroup Nevada’s case management team includes clinical experts who foster consistency 
in coordination with other programs. Our Case Managers specialize in handling OB, 
behavioral health, or adult/pediatric cases, so they are each familiar with the specific 
resources available through the State and community for members with specialized needs.  


We have established strategic partnerships with agencies that educate, advocate, and serve 
children, families, seniors, and people with disabilities—agencies that members already trust 
and respect. Some of our current community partners in Nevada include Healthy Start 
Coalitions, Parent Teacher Associations, school nurses associations, YMCAs, local schools, 
churches, and hospitals. Our resource directory currently includes almost 250 community 
agencies in both Clark and Washoe Counties with which we coordinate referrals for members, 
such as other Medicaid and non-Medicaid programs available through the State, community 
organizations, support groups, and resources for CSHCN. Our most frequently accessed 
agencies include WIC agencies, Family TIES, Family Resource Centers, and the Nurse 
Family Partnership. It also includes a directory of housing resources, guiding Case Managers 
to appropriate supportive housing resources in Clark and Washoe Counties when a member 
needs it. Case Managers use the resource directory to locate available services and supports 
for each member and his or her family. 


Additionally, Amerigroup Nevada’s case management team includes a social worker who 
develops relationships with community agencies and other local organizations throughout 
Clark and Washoe Counties to include in the resource directory. These relationships 
strengthen our ability to incorporate non-covered services and social supports into each 
member’s care treatment plan. Coordination of community services promotes improved health 
outcomes by reducing the risk of homelessness, boosting access to nutritious food, and 
promoting safe activities for children and adolescents in the community. Case Managers 
observe strict privacy protection policies and procedures in every case in which we coordinate 
with Medicaid and non-Medicaid services. 
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4.2.13 Immunizations 
The Vendor shall require its network providers to enroll in the Vaccines for Children Program 
(VFC), which is administered by the Nevada State Health Division. Providers licensed by the 
State to prescribe vaccines may request to be enrolled in the Nevada State Health Division’s 
VFC Program. The Immunization Program will review and approve provider enrollment 
requests. The Vender shall require VFC enrolled providers to cooperate with the Nevada State 
Health Division for purposes of performing orientation and monitoring activities regarding VFC 
Program requirements. 


Upon successful enrollment in the VFC Program, providers may request state- supplied vaccine 
to be administered to members through eighteen (18) years of age in accordance with the most 
current Advisory Committee on Immunization Practices (ACIP) schedule and/or 
recommendation, and following VFC program requirements as defined in the VFC Provider 
Enrollment Agreement. 


The Vendors shall require VFC-enrolled network providers to participate in the Nevada State 
Health Division’s Immunization Registry to ensure the DHCFP’s goal to fully immunize 
children up to the age of two (2) years. Vendors must reimburse the Washoe County and Clark 
County Health Departments for the administration of vaccinations when immunizations were 
provided to their enrolled recipients. 


Amerigroup Nevada currently requires our network providers to enroll in the Vaccines for 
Children Program, cooperate with the Nevada State Health Division, and participate in the 
Immunization Registry. We incorporate these requirements into the provider manual, which is 
incorporated by reference as part of the provider agreement. We also currently reimburse 
Washoe County and Clark County Health Departments for the administration of vaccines 
when immunizations were provided to their enrolled recipients. 


Furthermore, Amerigroup integrates data from the from the Nevada WebIZ (Statewide 
Immunization Information System) into our Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT) tracking tool to identify any immunizations received by our members 
outside the health plan and reported to the Nevada WebIZ. This fosters efficient use of State 
resources. 


We have achieved significant gains in our related HEDIS® scores between HEDIS 2010 
(measurement year 2009) and HEDIS 2012 (Measurement year 2011), including the scores 
outlined in Table 4.2.13-1. 
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Table 4.2.13-1. Improving Immunization Rates for Nevada’s Children 


HEDIS Score  HEDIS 2012  Gain Since HEDIS 2010 


Childhood Immunization (Combination 2)  68.98%  11.69% 


Childhood Immunization (Combination 3)  64.12%  24.57% 


Our success stems from extensive member and provider outreach, including: 


 Reminder postcards and telephone calls to households with children who are due for 
immunizations 


 Delivery of reports to providers about members who are overdue for immunizations 


 Reminders to providers through quarterly newsletters 


 Medical record audits to verify provider delivery of EPSDT services, including 
immunizations 


 Distribution of communications that educated providers about proper claims coding to 
foster more complete data capture 


We have also partnered with community organizations with this shared mission. For example, 
we worked with the Southern Nevada Immunization and Health Coalition to promote its back-
to-school immunization events, which are already well publicized throughout southern 
Nevada, to our members. We also sponsor other community events at which community 


organizations administer immunizations. 


Amerigroup Nevada’s Investing in Quality initiative includes five 
teams that are challenged to brainstorm and evaluate ideas, 
interventions, and solutions to improve relevant HEDIS scores. One 


team specifically targets children and adolescent health measures, including immunization 
rates. The team includes corporate representation to promote evaluation of effective 
interventions in other Amerigroup health plans that may be relevant in Nevada. 


The Investing in Quality team is evaluating new interventions, such as member incentive 
programs, EPSDT days at large PCPs’ offices to boost our immunization rates for our covered 
children, or reminder text messages (with member permission), which have achieved results in 
other states. 


Amerigroup Nevada remains committed to promoting and improving the health of the 
members we serve, including maximizing immunization rates for children and adolescents. 
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4.2.14 Mental Health Services 
Mental health is an integral part of holistic health care. The Vendor shall take affirmative steps to 
ensure that covered, medically necessary mental health services are provided to enrolled 
recipients. The Vendor shall provide the following services: 


4.2.14.1 Inpatient Psychiatric Hospital; 


 The Vendor is required to contract with Southern Nevada Adult Mental Health 
Services (SNAMHS) and Northern Nevada Adult Mental Health Services 
(NNAMHS) (the DHCFP reserves the right to change this requirement, pending the 
decision of the Governor and the Legislature to expand the Medicaid enrollment to 
childless adults, per the ACA). 


4.2.14.2 Mental Health Outpatient Clinic; 


 The Vendor shall develop incentives encouraging diversions from emergency rooms 
and psychiatric hospital placement into outpatient clinics, when appropriate.  


4.2.14.3 Mental Health Rehabilitative Treatment Services; 


4.2.14.4 Psychologist; 


4.2.14.5 Outpatient Psychiatric; 


4.2.14.6 Residential Treatment Center (RTC); 


The Vendor is responsible for reimbursement of all RTC charges including admission, bed day 
rate, and ancillary [i.e., physician services, optometry, laboratory, dental and x-ray 
services, etc.] services.  


4.2.14.7 Case Management; 


4.2.14.8 Habitation Services: Instrumental Activities of Daily Living/ Activities of Daily 
Living (IADL/ADL); 


The DHCFP reserves the right to change this requirement, pending the decision of the Governor 
and the Legislature to expand the Medicaid enrollment to childless adults, per the 
ACA. 


4.2.14.9 Methadone Treatment; and 


4.2.14.10 Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment. 
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With the exception of 4.2.14.1, which is a new requirement, Amerigroup Nevada currently 
complies requirements 4.2.14.1 through 4.2.14.10 and will continue to do so under the new 
Contract. 


Inpatient Psychiatric Hospital  
For this new requirement, Amerigroup Nevada actively recruited Southern Nevada Adult 
Mental Health Services and Northern Nevada Adult Mental Health Services. They are now 
contracted and credentialed as part of our network. We look forward to productive 
partnerships with each of these key mental health providers. 


Mental Health Outpatient Clinic  
Amerigroup Nevada’s approach to encouraging diversions from emergency departments (ED) 
and psychiatric hospital placement into outpatient clinics includes several strategies and 
proposed provider incentives to address this new requirement. 


As part of Amerigroup’s recovery-focused case management program for members with 
mental illness, specially trained Behavioral Health Case Managers will assist members to 
complete wellness action plans that include specific strategies for avoiding escalation of 
symptoms, identifying triggers, and implementing interventions before they intensify to a crisis 
which results in an ED visit. 


Amerigroup Nevada recently executed an agreement with Harmony Healthcare, one of the 
largest behavioral health providers in southern Nevada, to deliver mental health and 
substance abuse services to our members in Clark County. We selected Harmony for the 
breadth and depth of its affiliated providers and also because of its expertise in and 
commitment to promoting care in the right place at the right time for each member through a 
well-developed provider network. 


To avert unnecessary psychiatric hospital placement, we leverage Harmony’s Rapid Response 
Team, which deploys clinicians to hospital EDs to immediately assess and coordinate referrals 
for members who present at the ED for mental health or substance abuse issues. This enables 
us to avoid inappropriate hospitalization by rapidly facilitating access to an appropriate level 
of care, such as crisis stabilization with follow-up care outpatient visits or immediate 
appointments with outpatient providers. 


Once we have the requisite level of accumulated data, we propose to implement a risk-sharing 
or shared-savings component to our contract with Harmony Healthcare. We will analyze cost 
and utilization data to identify areas of potential over-utilization. Through our analysis, we 
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will target measures to use as quality indicators of performance for shared savings. These may 
include such measures as: 


 Presence of at least one assigned PCP visit within the last 12 month period  


 Decrease in total ED visits  


 Decrease in acute psychiatric 30-day readmissions  


 Improvement in seven-day follow-up post mental health admission  


 Improvement in 30-day follow-up post mental health admission  


 Improvement in diabetes screening for members with schizophrenia and bipolar 
disorders on antipsychotics  


 Improvement in cardiovascular screening for members with schizophrenia and bipolar 
disorders on antipsychotics  


 Improvement in adherence to antipsychotics by those with diagnosis of schizophrenia  


 Decrease in acute psychiatric inpatient visits 


 Improvement in antidepressant medication initiation scores 


 Improvement in antidepressant medication continuation scores 


To qualify for shared savings, Harmony Healthcare must achieve a minimum quality score on 
the HEDIS® and cost measures for their member population. We will provide Harmony with 
interim and annual reporting on its performance against the measures. 


Reducing Referrals from General Hospitals to State Institution for 
Mental Diseases 


We understand the need to reduce unnecessary referrals to State Institution for Mental 
Diseases (IMD) facilities. According to the Substance Abuse & Mental Health Services 
Administration’s (SAMHSA) Center for Mental Health Services (CMHS), Nevada’s state 
hospital utilization rate for mental health is 1.19 per 1,000 population, compared to the 
national average of 0.50 per 1,000. 


In our shared-savings model with Harmony, we propose to include a measure that tracks the 
number of referrals from general hospitals to State IMD hospitals. We will tie this measure to 
the shared-savings model. 
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Member Incentives 


One of our Investing in Quality teams is focused on developing 
innovative approaches to increasing behavioral health-related 
quality measures. The team is currently evaluating the impact of 
member incentives to encourage follow-up outpatient visits after a 
mental health admission, including assessment of the impact of 
member incentives in other Amerigroup health plans, to determine  
their appropriateness in Nevada.  


Alcohol and Substance Abuse Treatment, including 
Intensive Outpatient Treatment  
Amerigroup Nevada currently complies with almost all of requirements Section 4.2.14.1 
through 4.2.14.10 as they are incorporated into our current Contract. We will continue to do 
so under the new Contract, and, as described above, we have developed solutions to address 
the new requirements under the new Contract. 


Our robust network currently includes 178 behavioral health practitioners and 18 facilities in 
Clark and Washoe Counties. According to our most recent network adequacy report, our 
behavioral health network meets DHCFP requirements, as summarized in Table 4.2.14-1, 
promoting prompt access to care for our Serious Emotional Disturbance (SED) children and 
Severe Mental Illness (SMI) adults.  


Table 4.2.14-1. A Comprehensive Network to Serve Members with Behavioral Health Diagnoses 


Provider Type  DHCFP Access Standard  Clark County  Washoe County 


Behavioral 
Health 
Providers 


One behavioral health 
provider within 25 miles of 
member’s residence 


98 behavioral health 
providers 
 
Members with access 
within 25 miles = 100% 


80 behavioral health 
providers 
 
Members with access 
within 25 miles = 99.9% 


Behavioral 
Health 
Facilities 


One inpatient behavioral 
health facility within 25 
miles of member’s 
residence 


15 behavioral health 
facilities 
 
Members with access 
within 25 miles = 99.9% 


3 behavioral health 
facilities 
 
Members with access 
within 25 miles = 99.7% 


Our network includes almost every provider type included in Section 4.2.14, including 
University of Nevada School of Medicine’s Mojave Mental Health Clinics, which are Essential 
Community Providers. We actively recruited Southern Nevada Adult Mental Health Services 
and Northern Nevada Adult Mental Health Services, and we anticipate that they will be fully 
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contracted and credentialed before the Contract start date. Including providers joining our 
network later this year through Harmony Health, our network for both Clark and Washoe 
Counties includes more than 500 behavioral health providers. Amerigroup is actively engaged 
in identifying our current providers delivering case management services and will credential 
them into our network for the new Contract. 


A comprehensive network is vital to achieve quality 
gains for our members, and Amerigroup Nevada has 
demonstrated strong quality improvements related to 
behavioral health. The HEDIS score for Follow-Up 
after Hospitalization for Mental Illness within 7 Days 
of Discharge has improved almost 80 percent over 
the past two measurement years. Our HEDIS 2012 
score reflects the Quality Compass 50th percentile. This follow up is particularly vital for 
members with SED and SMI to foster continued recovery and a safe transition between care 
settings. 


In addition to our extensive network, Amerigroup Nevada leverages the experience of our 
affiliate health plans in other states to promote effective treatment for members with 
behavioral health diagnoses. This includes development of innovative integrated medical 
homes and Affordable Care Act-compliant Health Homes to promote community-based 
integrated care for SED and SMI members. As DHCFP’s Medicaid and Nevada Check Up 
MCO program evolves, Amerigroup Nevada is uniquely prepared to offer new solutions.  


As a member’s medical home, PCPs are often the first providers to recognize the signs of a 
mental health or substance abuse issue. Amerigroup Nevada is working closely with our Real 
Solutions® Medical Home practices to enhance care coordination efforts for members with 
behavioral health diagnoses to improve outcomes and reduce fragmentation of care. 
Additionally, we are implementing PCP training that strengthens PCPs’ ability to screen and 
refer for behavioral health conditions; this training will be eligible for continuing medical 
education credits.  


We have fully described our behavioral health network in Section 5.1.11.1.H. 
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4.3 ENROLLMENT AND DISENROLLMENT 
REQUIREMENTS AND LIMITATIONS 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.3-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections  Complete Amerigroup Nevada Response 


4.3.1  Enrollment of Pregnant 
Women 


N/A  4.3.1   


4.3.2  Enrollment of Program 
Newborns 


4.3.2.1 – 4.3.2.2  4.3.2   


4.3.3  Auto Assignment Process  4.3.3.1 – 4.3.3.3  4.3.3   


4.3.4  Automatic Reenrollment  N/A  4.3.4   


4.3.5  Disenrollment Requirements 
and Limitations 


4.3.5.1 – 4.3.5.4  4.3.5   


4.3.6  Enrollment, Disenrollment 
and Other Updates 


4.3.6.1 – 4.3.6.2  4.3.6   


4.3.7  Enrollment Interface  4.3.7.1 – 4.3.7.2  4.3.7   


4.3.8  Provider Enrollment Roster 
Notification 


N/A  4.3.8   


4.3.9  Change in a Recipient’s 
Status 


N/A  4.3.9   


4.3.10  Transitioning/Transferring of 
Recipients 


4.3.10.1 – 4.3.10.2  5.1.11.2 
4.3.10.3  4.3.10   
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The eligibility and enrollment functions are the responsibility of DHCFP and the Division of 
Welfare and Supportive Services (DWSS). The Vendor shall accept each recipient who is 
enrolled in or assigned to the Vendor by DHCFP and/or its enrollment sections and/or for whom 
a capitation payment has been made or will be made by the DHCFP to the Vendor. The first date 
a Medicaid or Nevada Check Up-eligible recipient will be enrolled is not earlier than the 
applicable date in the Vendor’s specified contract. 


The Vendor must accept recipients eligible for enrollment in the order in which they apply 
without restriction, up to the limits set under the contract. The Vendor acknowledges that 
enrollment is mandatory except in the case of voluntary enrollment programs that meet the 
conditions set forth in 42 CFR 438.50(a). The Vendor will not, on the basis of health status or 
need for health services, discriminate against recipients eligible to enroll. The Vendor will not 
deny the enrollment nor discriminate against any Medicaid or Nevada Check Up recipients 
eligible to enroll on the basis of race, color or national origin and will not use any policy or 
practice that has the effect of discrimination on the basis of race, color or national origin. If the 
recipient was previously disenrolled from the Vendor as the result of a grievance filed by the 
Vendor, the recipient will not be re-enrolled with the Vendor unless the recipient wins an appeal 
of the disenrollment. The recipient may be enrolled with another Vendor. 


The Vendor is not financially responsible for any services rendered during a period of retroactive 
eligibility. However, the Vendor is responsible for services rendered during a period of 
retroactive enrollment in situations where errors have caused an individual to not be properly 
enrolled with the Vendor. The DHCFP is responsible for payment of applicable capitation for the 
affected months. As described in Section 3603.15 (B) (1) of the Medicaid Services Manual, the 
Vendor is responsible for Medicaid newborns as of the date of birth, whether retroactive 
eligibility, retroactive enrollment, or both are involved. 


The Vendor must notify a recipient that any change in status, including family size and 
residence, must be immediately reported by the recipient to their DWSS eligibility worker. The 
Vendor must provide DHCFP with notification of all births and deaths and demographic 
changes. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our member handbook clearly instructs our Medicaid members to contact their caseworker if 
they move or their family sizes changes. And, it instructs our Nevada Check Up members to 
contact Nevada Check Up to report such changes.  


We train our Member Services Representatives to respond to members who indicate a change 
in status, family size, or residence. We also train them to respond to inquiries regarding 
enrollment and disenrollment. For example, during open enrollment, our Member Services 
Representatives receive training to reinforce how to respond to such questions as: 
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Member Question: What if I did not receive my Choice Letter from DHCFP or the 
state’s Enrollment Broker?  


Amerigroup Response (applies to both Medicaid and Nevada Check Up): If you did not 
receive a Choice Letter telling you that it is time for Open Enrollment it may be 
because you have moved and did not update your address. I can take your new address 
to update our records, but you will also need to contact the Nevada Medicaid District 
Office or Nevada Check Up Office to be sure your address is updated with the State. 


Ensuring Non-Discrimination 
We employ several measures to ensure that Medicaid and Nevada Check Up members are not 
discriminated against. We direct our efforts at our employees, members, and providers. 


Amerigroup Employees 
Amerigroup has a policy that requires non-discrimination in marketing, enrollment, and 
health plan operations. We train all employees on our internal policies and applicable State 
and federal laws. They receive this training when they are hired and then annually as part of 
our corporate compliance program.  


In addition, Amerigroup has a Beneficiary Rights Ombudsman, the company’s Chief 
Compliance Officer, who ensures that all materials given to members and potential members 
contain information about Amerigroup’s commitment to avoid discrimination. The 
Ombudsman’s office accepts, records, files, and responds to comments, concerns, and 
complaints by Amerigroup members and potential members. 


Amerigroup Members 
Our Member Handbook includes language that members have a right to be treated fairly, with 
dignity, and without discrimination. It further reads that “Amerigroup provides health 
coverage to our members on a nondiscriminatory basis, according to state and federal law, 
regardless of gender, race, age, religion, national origin, physical or mental disability, or type 
of illness or condition.” 


Amerigroup Providers 
We use several methods to ensure that providers do not discriminate against members. Our 
provider contracts, approved for use by DHCFP in August, 2012, include a section on Non-
Discrimination that states that providers must abide by all applicable statutes, regulations, and 
orders that pertain to non-discrimination. It also states that providers must not exclude any 
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member from participation in any aid, care, service, or other benefit, or deny any member 
such services on the grounds of race, color, national origin, sex, age, disability, political 
beliefs, or religion, and that the provider must not subject any member to discrimination due 
to his or her status as a program beneficiary. 


Amerigroup Nevada adheres to enrollment and disenrollment requirements to best serve 
eligible recipients enrolling them efficiently to provide appropriate and meaningful care. We 
accept all those eligible individuals assigned to us and those who choose Amerigroup Nevada. 
We take the responsibility seriously and with utmost care. 


4.3.1 Enrollment of Pregnant Women 
The eligibility of Medicaid applicants is determined by the DWSS. DWSS notifies the State’s 
fiscal agent, who enrolls the applicant. Letters are sent to the new recipients requiring them to 
select a vendor or have a vendor automatically assigned. The Vendor must have written policies 
and procedures for pregnant women. The chosen Vendor will be notified of the pregnant 
women’s choice by the State’s fiscal agent. The Vendor shall be responsible for all covered 
medically necessary obstetrical services and pregnancy-related care commencing at the time of 
enrollment. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has written policies and procedures in place for enrolling and 
administering benefits for pregnant women. We currently provide covered services to our 
pregnant Medicaid and Nevada Check Up members. In fact, we cover services for 
approximately 4,400 deliveries each year to our Nevada members. 


As we affirmed in our response to RFP Section 4.2.2, we will provide Amerigroup Nevada 
members with covered medically necessary services that are no less in amount, duration, and 
scope than those covered services they would receive in the current State Medicaid Plan and 
as described in the Nevada Medicaid Service Manual (MSM). This includes obstetrical 
services and pregnancy-related care. 
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4.3.2 Enrollment of Program Newborns 
The Vendor must have written policies and procedures for enrolling newborns of enrolled 
recipients. The Vendor is required to report births electronically on a weekly basis to the DHCFP 
via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site. The Vendor 
will be responsible for all covered medically necessary services included in the Vendor benefit 
package to the qualified newborn. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has written policies and procedures in place for enrolling our members’ 
newborn children. We currently report births electronically on a weekly basis to the DHCFP.  


Medicaid-Eligible Newborns (§4.3.2.1) 


Unless there are overriding enrollment conditions, all Title XIX Medicaid eligible newborns 
born to enrolled recipients are enrolled effective the date of birth if the mother of the newborn 
was enrolled with the vendor as of the newborn’s date of birth. The newborn will remain 
enrolled with the vendor for as long as it maintains its Vendor enrollment eligibility. 


The Vendor is not financially responsible for any services rendered during a period of retroactive 
eligibility. However, as described herein, the Vendor will be responsible for all Medicaid 
newborns as of the date of birth if the mother of the newborn was enrolled with, or should have 
been enrolled with, the Vendor as of the newborn’s date of birth. In situations where it is 
determined that eligibility decisions were made that caused incorrect enrollment decisions, the 
MMIS may be corrected to show correct enrollment. In this situation, the Vendor will be 
responsible for services rendered during this corrected timeframe. The timeframe to make such 
corrections will be limited to 180 days from any incorrect enrollment date. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Nevada Check Up/CHIP Newborns (§4.3.2.2) 


The Head of Household/Mother must notify the DHCFP of the newborn within 14 days 
following the delivery in order to qualify to receive coverage from the date of birth. If the family 
into which the baby is born is a Nevada Check Up family currently receiving coverage from the 
Vendor for a sibling of the newborn, and the newborn is qualified to receive coverage from the 
date of birth and is eligible for Nevada Check Up, the Vendor shall receive a capitation payment 
and provide coverage for the month of birth. The Vendor will also receive a capitation payment 
and provide coverage for all subsequent months that the child remains enrolled with the Vendor. 
If notification is not received as required herein, the newborn will be enrolled as of the first day 
of the next administrative month from the date of notification. 


If the mother has other health insurance coverage that provides for 30 days of coverage for the 
newborn, the newborn will be enrolled as of the first day of the next administrative month. If the 
coverage extends beyond that 30 day period the child will not be eligible for Nevada Check Up 
until after the insurance expires and the child’s eligibility is determined under Nevada Check Up 
eligibility rules. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our Member Handbook instructs our Medicaid and Nevada Check Up members to notify their 
case workers or Nevada Check Up Office, respectively, if they have a change in family size. 


Our provider manual also includes instruction on notifications including that the member 
should notify DHCFP of a newborn within 14 days of delivery to qualify to receive coverage 
from the date of birth. It also informs providers that if notification is not received in time, the 
newborn will be enrolled as of the first day of the next administrative month, and of the impact 
of other health insurance held by the mother that provides for 30 days of coverage. 
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4.3.3 Auto Assignment Process 
For Medicaid recipients who do not select a Vendor, DHCFP will assign the recipient to a 
Vendor, based upon federally required enrollment default criteria that include: 


4.3.3.1 The maintenance of existing provider, individual relationships or relationships with 
traditional Medicaid providers; and 


4.3.3.2 Distributing the recipients among the Vendors based upon an algorithm developed by 
DHCFP when maintaining such relationships is not possible. In order to serve the best 
interests of the State, the algorithm will give weighted preference to any new Vendor 
as well as Vendors with significantly lower enrollments, based on a formula 
developed by DHCFP. The DHCFP reserves the right to adjust the auto-assignment 
algorithm in consideration of the Vendors’ clinical performance measure results or 
other measurements, as deemed by DHCFP. 


The algorithm is as follows: [See table on Page 67 of the RFP] 


4.3.3.3 The Vendor will accept as enrolled all members appearing on monthly enrollment 
reports and infants enrolled by virtue of the enrollment status of the mother. The 
Vendor may not discriminate against beneficiaries on the basis of health needs or 
health status. The Vendor may not encourage a member to disenroll because of health 
care needs or a change in health care status. Further, a member's health care 
utilization patterns may not serve as the basis for disenrollment from the Vendor. An 
auto assignment algorithm of 1:1 will be applied for all families who do not choose or 
are otherwise assigned to a specific Vendor. The algorithm will remain 1:1 as long as 
both vendors enrollment is within 10% of each other. The algorithm will become 2:1 
if either plan should fall outside the 10% range and will return to the 1:1 ratio the 
month following the lower enrollment plan reaching parity (10%). The DHCFP 
reserves the right to adjust the auto-assignment algorithm in consideration of the 
Vendors’ clinical performance measure results or other measurements. 


 Nevada Check Up is limited in its ability to adjust the algorithm and will only assign 
100% of new members who do not select to the transitioning in Vendor until parity is 
reached. At that point Nevada Check Up members who do not select will be assigned 
on a 1:1 basis even if a Vendor falls outside the 10% variance. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We will continue to accept all new members appearing on monthly enrollment reports and 
infants enrolled by virtue of the enrollment status of the mother.  


As we described in our response earlier in this subsection, Ensuring Non-Discrimination, we 
proactively work to prevent member discrimination by our employees and network providers.  
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4.3.4 Automatic Reenrollment 
A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check 
Up eligibility for a period of two (2) months or less will be auto- assigned with the Vendor once 
they are redetermined as eligible in the third month.  


Pending approval of a Section 1115 Research and Demonstration Waiver by CMS, DHCFP may 
require recipients to choose a Medicaid MCO Vendor as part of their eligibility application or be 
auto-assigned immediately upon approval of Medicaid eligibility. Recipients would be allowed a 
90-day period to change MCOs without cause. 


In addition, currently, recipients who temporarily lose eligibility but return within 60 calendar 
days are automatically re-assigned to their prior MCO Vendor. Those recipients who return after 
60 days are given a 30 day choice period during which they may select enrollment in either 
Vendor. Under the 1115 Waiver, the DHCFP is seeking to modify this so that all returning 
Medicaid recipients are auto-assigned to their prior Vendor, regardless of the length of the break 
in eligibility, as long as that Vendor is still contracted with the State. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We will work with DHCFP to implement any necessary changes to our processes should the 
State receive approval from CMS and make changes to the MCO selection, auto-assignment, 
and change policies.  
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4.3.5 Disenrollment Requirements and 
Limitations  


Disenrollment at the Request of the Member (§4.3.5.1) 


Recipients are locked into their Vendor, with the exceptions of disenrollment due to good cause 
and during an annual open enrollment period. 


New recipients to Medicaid are always given their choice of two health plans and have 90 days 
from notice of enrollment to change their Vendor before they are locked in.  


Recipients who lose eligibility and regain eligibility will be auto assigned to a Vendor on the 
criteria of family members in a Vendor, previous enrollment history in a Vendor, or random 
assignment. 


DHCFP will hold an open enrollment period at least once per year. During open enrollment, 
recipients are free to change Vendors or to remain with their current Vendor. Those recipients 
who elect to change will have 90 days to return to their previous Vendor. 


Once locked in to a Vendor, a member may request disenrollment from the Vendor with cause at 
any time. Once locked in to a Vendor, if a recipient wishes to disenroll during the lock-in period, 
they must notify their Vendor in writing. The Vendor will determine if there is good cause to 
allow disenrollment. Switching Vendors to access a specific provider or facility will generally 
not be considered good cause.  


Good cause for disenrollment as defined in 42CFR438.56 includes: 


A.  The recipient moves out of the Vendor service area.  


B.  The plan does not, because of moral or religious objections, cover the service the 
recipient seeks.  


C.  The recipient needs related services (for example a cesarean section and a tubal 
ligation) to be performed at the same time; not all related services are available within 
the network; and the recipient's primary care provider or another provider determines 
that receiving the services separately would subject the recipient to unnecessary risk. 


D.  Other reasons, including but not limited to, poor quality of care, lack of access to 
services covered under the contract, lack of access to providers experienced in 
dealing with the recipient's health care needs or when the State imposes intermediate 
sanctions, as described in 42 CFR 438.702(a)(3). 


E.  If the Vendor determines that there is sufficient cause to disenroll, they will notify 
DHCFP’s Business Lines Unit by fax using the form supplied in Attachment S, 
Disenrollment Form of this RFP. The Vendor must make a determination as 
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expeditiously as the member’s health requires and within a timeline that may not 
exceed fourteen (14) calendar days following receipt of the request for disenrollment. 


F.  A Notice of Decision (NOD) must be sent in writing by the Vendor to the recipient 
within ten (10) calendar days of the decision.  


DHCFP’s Business Lines Unit will notify the States Fiscal Agent to effect the disenrollment at 
the first of the next administrative month. 


If the Vendor denies the request for disenrollment for lack of good cause, a Notice of Decision 
must be sent in writing to the recipient within 10 days of the decision. Appeals rights must be 
included with the Notice of Decision. The Vendor is required to inform the member of their right 
to a State Fair Hearing, how to obtain such a hearing, and representation rules must be explained 
to the member and provided by the Vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 
42 CFR 438.414; and 42 CFR 438.10(g)(1). The State ensures access to State fair hearing for any 
recipient dissatisfied with a determination that there is not good cause for disenrollment. 


The DHCFP requires that the recipient seek redress through the Vendors grievance system 
before making a determination on the recipient's request. The grievance process, if used, must be 
completed in time to permit the disenrollment (if approved) to be effective no later than the first 
day of the second month following the month in which the recipient files the request. 


If, as a result of the grievance process, the Vendor approves the disenrollment, the State agency 
is not required to make a determination. If the Vendor cannot make a determination, the Vendor 
may refer the request to the State. 


If the Vendor or State agency (whichever is responsible) fails to make a disenrollment 
determination so that the recipient can be disenrolled within the timeframes specified, the 
disenrollment is considered approved.  


If the State Agency receives a request directly from the recipient, the recipient will be directed to 
begin the process by requesting disenrollment through their Vendor.  


A recipient who is disenrolled at their request will be automatically enrolled with the other 
contracted Vendor at the beginning of the next administratively possible month. 


Disenrollment procedures are pursuant to 42CFR 438.56(d). 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada will continue to comply with all requirements related to member requests 
for voluntary disenrollment. Our Member Handbook includes clear instruction on the process 
for requesting disenrollment and our Member Services Representatives are thoroughly trained 
on how to respond to such requests. 
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We have DHCFP-approved policies and procedures in place and operational to respond 
appropriately and accurately to member grievances and appeals. We also provide members 
access to and information about the State Fair Hearing process in the event their appeals are 
not resolved in their favor. 


Disenrollment at the Request of the Vendor (§4.3.5.2) 


The Vendor may request disenrollment of a recipient if the continued enrollment of the member 
seriously impairs the Vendor’s ability to furnish services to either this particular member or other 
members. In addition, the Vendor must confirm the member has been referred to the Vendor’s 
Enrollee Services Department and has either refused to comply with this referral or refused to act 
in good faith to attempt to resolve the problem. Prior approval by DHCFP of a Vendor’s request 
for the member’s disenrollment is required. If approval is granted, the member will be given 
notice by the Vendor that disenrollment will occur effective the first day of the next month 
following administrative cut off.  


DHCFP will make a determination on such a request within five (5) days. If approval is granted, 
the member will be given notice by the Vendor that disenrollment will occur effective the first 
day of the next month following administrative cut off. In the event DHCFP fails to make a 
disenrollment determination within the timeframes specified, the disenrollment shall be 
considered approved. 


A Vendor may not request disenrollment of a member for any of the following reasons: 


A.  An adverse change in the member’s health status; 


B.  Pre-existing medical condition; 


C.  The member’s utilization of medical services;  


D.  Diminished mental capacity; 


E.  Uncooperative or disruptive behavior resulting from his/her special needs (except 
when continued enrollment of such a member seriously impairs the Vendor’s ability 
to furnish services to either this particular member or other members); 


F.  A member’s attempt to exercise his/her grievance or appeal rights; or 


G.  Based on the member’s national origin, creed, color, sex, religion, age, pursuant to 
Section 3.2 of this RFP and applicable CFR’s. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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We have written policies and procedures in place to guide our requests for disenrollment. 
Amerigroup Nevada will not request disenrollment for reasons other than those detailed in 
RFP Section 4.3.5.2. 


Disenrollment Pursuant to Other Factors (§4.3.5.3) 


Disenrollment Pursuant to a Finding of SED or SMI Status or Children With Special Health Care 
Needs (CSHCN) and Mental Health Services for Adults: See Section 4.2.8 of this RFP. The State 
may, at its sole discretion, remove the option for these Medicaid recipients determined SED to be 
voluntarily disenrolled from managed care in the future. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We are prepared to continue to cover Severely Emotionally Disturbed (SED) children and 
Seriously Mentally Ill (SMI) adults under a mandatory option should the State remove the 
option to voluntarily disenroll. 


Our Nevada team is experienced at working with SED children and SMI adults. Between 
January and August of 2012, we identified 449 SED children and 169 SMI adults. Our 
protocols are consistent with the Nevada MSM.  


Disenrollment Due to Relocation (§4.3.5.4) 


Disenrollment due to the member relocating outside of the Vendor’s service area, pursuant to 42 
CFR 438.56(d)(2). 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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4.3.6 Enrollment, Disenrollment and Other 
Updates 
The Vendor must have written policies and procedures for receiving monthly updates from 
DHCFP of recipients enrolled in, and disenrolled from, the Vendor, and other updates pertaining 
to these recipients. The updates will include those newly enrolled with the Vendor. The Vendor 
must incorporate these updates into its management information system. 


4.3.6.1 An open enrollment period will be held annually. The open enrollment period may be 
changed solely at the State’s discretion. During the open enrollment period, a member 
may disenroll from their Vendor without cause. 


4.3.6.2 Notice of termination rights — The State shall, through its fiscal agent, provide for 
notice to each such individual of the opportunity to terminate (or change) enrollment 
under such conditions. Such notice shall be provided at least 60 days before each 
annual enrollment opportunity described in subparagraph (A)(ii)(II) of the Social 
Security Act of 1932. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada successfully receives monthly updates from DHCFP of recipients 
enrolled and disenrolled from us. We have written policies and procedures in place to guide 
this process.  


4.3.7 Enrollment Interface 
Upon initiation of the transition phase for a new Vendor, the Vendor must furnish the technical 
means by which the Vendor’s Enrollment Sections can: 


4.3.7.1 Determine the number of recipients each enrolled PCP will accept as new patients; 
and  


4.3.7.2 Transmit member elections regarding PCP assignment for the forthcoming month.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As a current MCO that serves Medicaid and Nevada Check Up recipients, we currently have 
effective procedures in place to determine the number of members each enrolled PCP will 
accept as new patients.  
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We monitor patient load for PCPs and physician extenders in accordance with DHCFP 
standards. We also routinely monitor provider adherence to the standard through site visits 
and review of member grievances. We also place limits on the number of members assigned to 
a PCP’s practice to ensure that we do not exceed patient load standards through our PCP 
assignment process. Our PCP network currently has a high rate of open panel status at 89 
percent. 


4.3.8 Provider Enrollment Roster Notification 
The Vendor must either notify or provide the means for providers to verify recipients’ PCP 
selection. The Vendor must establish and implement a mechanism to inform each PCP about any 
newly enrolled recipients assigned to the PCP on at least a monthly basis. This information must 
be made available to each PCP within five (5) business days of the Vendor receiving the 
Membership File. The Enrollment Sections will pass the Membership File through the system for 
verification of eligibility prior to distribution to the Vendor, who will in turn be responsible for 
keeping individual participating providers informed. The Vendor may elect to update its 
Membership File more frequently to keep PCPs informed of the enrollment activity.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada PCPs can currently view their assigned members through our provider 
website. PCPs also have the option to receive a printed panel listing prepared and mailed after 
our receipt of the monthly enrollment file from DHCFP.   


4.3.9 Change in a Recipient's Status 
Within seven (7) calendar days of becoming aware of any changes in a recipient's status, 
including changes in family size and residence, the Vendor must electronically report the 
change(s) to DHCFP via the provider supplied data file. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We report electronically via the provider-supplied data file to DHCFP within seven calendar 
days when we become aware of a change in a recipient’s status including changes in family 
size and residence.  


To make sure that DHCFP has the most current member data, we generate and transmit 
demographic update files, via File Transfer Protocol (FTP), to the State on a daily, Monday 
through Friday, basis. 
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4.3.10 Transitioning/Transferring of Recipients  


Transitioning Recipients into Vendors (§4.3.10.1) 


The Vendor will be responsible for recipients as soon as they are enrolled and the Vendor is 
aware of the member in treatment. The Vendor must have policies and procedures for 
transitioning recipients currently receiving services in the FFS program into the Vendor’s plan. 
The Vendor must have policies and procedures including, without limitation, the following to 
ensure a recipient's smooth transition from FFS to the Vendor: 


A.  Recipients with medical conditions such as: 


  1. Pregnancy (especially if high risk); 


  2. Major organ or tissue transplantation services in process; 


  3. Chronic illness; 


  4. Terminal illness; and/or 


  5. Intractable pain. 


B.  Recipients who, at the time of enrollment, are receiving: 


  1. Chemotherapy and/or radiation therapy; 


  2. Significant outpatient treatment or dialysis; 


  3. Prescription medications or durable medical equipment (DME); and/or 


  4. Other services not included in the State Plan but covered by Medicaid under EPSDT 
for children. 


C.  Recipients who at enrollment: 


  1. Are scheduled for inpatient surgery(s); 


  2. Are currently in the hospital; 


  3. Have prior authorization for procedures and/or therapies for dates after their 
enrollment; and/or, 


  4. Have post-surgical follow-up visits scheduled after their enrollment. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Every day, we successfully transition Medicaid and Nevada Check Up recipients into 
Amerigroup Nevada. Comprehensive written policies and procedures guide our care 
management and business processes to ensure a smooth transition for each member. 


We ensure that all members who meet DHCFP’s criteria for medical conditions continue in 
their course of treatment, without interruption, during their transition to Amerigroup Nevada. 
We honor the care management plans and authorizations that new members already have in 
place when they join Amerigroup Nevada until we complete a comprehensive assessment with 
the member to create a new care management plan. Our care plan includes appropriate and 
coordinated physical, behavioral, social, functional, and environmental services as needed.  


We also ensure continuity of care and access to necessary medications. To mitigate potential 
lapses in care, Amerigroup has a transition process to provide coverage for members who are 
stabilized on drugs that are not included in the formulary or Preferred Drug List (PDL). 


We have fully responded to this SOW requirement in Section 5.1.11.2. 


Transferring Recipients between Vendors (§4.3.10.2) 


It may be necessary to transfer a recipient from one Vendor to another or to FFS for a variety of 
reasons. When notified that a member has been transferred to another plan or to FFS, the Vendor 
must have written policies and procedures for transferring/receiving relevant patient information, 
medical records and other pertinent materials to the other plan or current FFS provider. This 
includes any Care Management Organizations (CMOs) providing services to the FFS population. 


Prior to transferring a recipient, the Vendor (via their subcontractors when requested by the 
Vendor) must send the receiving plan or provider information regarding the recipient’s 
condition. This information shall include the name of the assigned PCP, as well as the following 
information, without limitation, as to whether the recipient is: 


A.  Hospitalized; 


B.  Pregnant; 


C.  Receiving dialysis; 


D.  Chronically ill (e.g., diabetic, hemophilic, etc.); 


E.  Receiving significant outpatient treatment and/or medications, and/or pending 
payment authorization request for evaluation or treatment; 


F.  On an apnea monitor; 


G.  Receiving behavioral or mental health services; 
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H.  Receiving Nevada Early Intervention Services in accordance with an Individualized 
Family Service Plan (IFSP), which provides a case manager who assists in 
developing a plan to transition the child to the next service delivery system. For most 
children, this would be the school district and services are provided for the child 
through an Individual Education Program (IEP); 


I.  Involved in, or pending authorization for,  major organ or tissue transplantation; 


J.  Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 


K.  Scheduled for prior authorized procedures and/or therapies on a date subsequent to 
transition; 


L.  Referred to a Specialist(s); 


M.  Receiving substance abuse treatment for recipients twenty-one (21) and older; 


N.  Receiving prescription medications; 


O.  Receiving durable medical equipment or currently using rental equipment;  


P.  Currently experiencing health problems; or  


Q.  Receiving case management (including the case manager’s name and phone number). 


When a recipient changes Vendors or reverts to FFS while hospitalized, the transferring Vendor 
shall notify the receiving Vendor, the receiving provider, or the DHCFP Quality Improvement 
Organization (QIO) as appropriate, of the change within five (5) calendar days. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


When we transfer a member to another MCO or to the fee-for-service program, our 
responsibility to the member does not stop with the notification of transfer. We work with the 
provider and health plan to coordinate the transfer of medical records, patient information, 
and other materials relevant to the member’s care within five calendar days. We continue to 
provide a multi-disciplinary approach that encompasses nursing, quality management, case 
management, social services, and pharmacy services, where appropriate. 


We have fully responded to this SOW requirement in Section 5.1.11.2. 
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Transitioning Recipients between Vendor and the 
State Designated Health Insurance Exchange (HIX) 
(§4.3.10.3) 


A recipient may need to be transitioned between Medicaid and the State-designated Health 
Insurance Exchange (HIX), due to changes in eligibility. When notified that a member is being 
transferred to the HIX, the Vendor must have written policies and procedures for 
transferring/receiving relevant patient information and other pertinent materials to/from the HIX. 
This must be done in compliance with the Health Insurance Portability and Accountability Act 
(HIPAA) and other privacy laws. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


Amerigroup Nevada maintains current procedures that govern the transfer of patient 
information during member transitions. Our policies comply with HIPAA and protect member 
privacy. We will adapt these policies to include scenarios when our Medicaid or Nevada Check 
Up members transition to the Silver State Health Insurance Exchange (SSHIX) and when our 
MCO Transition Qualified Health Plan (QHP) members transition back to Medicaid or 
Nevada Check Up, after we gain understanding of the information available from the SSHIX 
on a member’s prior/future plan. Amerigroup Nevada welcomes the opportunity to collaborate 
with DHCFP, the SSHIX, and the Business Operations Solutions (BOS) vendor to define 
procedures that would help meet the State’s continuity goals for members transitioning 
between Medicaid and the SSHIX. 
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4.4 RECIPIENT SERVICES 
This Scope of Work (SOW) section contains standalone requirements and one requirement 
that is directly referenced as a question in Section 5, Recipient Services.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Table 4.4-1. Cross-reference matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.4.1  Information Requirements  4.4.1.1 – 4.4.1.2  4.4.1 and 5.1.11.3 
4.4.2  Enrollee Services Department  4.4.2.1 – 4.4.2.6  4.4.2   


4.4.3  Medical Provider Requirements  4.4.3.1 – 4.4.3.5  4.4.3   


 


Amerigroup Nevada strives to offer the highest level of service to our members, including 
quick responses to members’ concerns or questions, in-depth member handbooks and 
communications, 24-hour PCP changes, and extensive translation services. We understand 
that effective member communication is integral to helping members make better, more 
informed choices in a timely fashion to meet their particular healthcare needs. In this section, 
we outline the wide range of Amerigroup Nevada member services and member 
communications offered through our proven model of combined centralized and local plan 
services. 
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4.4.1 Information Requirements 
Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


The Vendor must have written information about its services and access to services available 
upon request to members and potential members. This written information must also be available 
in the prevalent non-English languages, as determined by the State, in its particular geographic 
service area. The Vendor must make free, oral interpretation services available to each member 
and potential member. This applies to all non-English languages, not just those that the State 
identifies as prevalent.  


The Vendor is required to notify all members and potential members that oral interpretation is 
available for any language and written information is available in prevalent languages. The 
Vendor must notify all members and potential members how to access this information.  


The Vendor’s written material must use an easily understood format. The Vendor must also 
develop appropriate alternative methods for communicating with visually and hearing-impaired 
members, and accommodating physically disabled recipients in accordance with the 
requirements of the Americans with Disabilities Act of 1990. All members and potential 
members must be informed that this information is available in alternative formats and how to 
access those formats. The Vendor will be responsible for effectively informing Title XIX 
Medicaid members who are eligible for EPSDT services, regardless of any thresholds. 


Members and potential members receive Medicaid and Nevada Check Up health plan 
information that clearly explains their services and access to healthcare by using clean design 
and graphics; clear writing that strictly follows the State’s eighth grade reading level 
requirements, and translation services for all members who need their healthcare information 
in another language. This is a free service to both members and potential members providing 
materials in Braille, large print, and website PDFs with fully qualified URLs so members or 
potential members with low vision can follow links on our website. This information receives 
the appropriate State approval before being sent to any member or potential member. Covered 
topics include a complete explanation of benefits, how to access services, wellness care for 
children, and an easy-to-understand vaccine grid that highlights vaccines needed at each age 
and what to do if a member falls behind on getting these shots for their children, and how to 
keep healthcare benefits current. All printed materials are visually appealing, well-written, 
and available in English, Spanish, and other non-English languages prominent among 
eligible individuals in the geographic service area, per the State’s direction—we provide oral 
translations in more than 170 languages and written translations in all established languages. 
Often, printed member materials also contain a Spanish-language block explaining that the 
document has important information in it and if the member needs it in another language, he 
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or she should call Member Services. It directs the reader to call our toll-free Member Services 
number to request the alternate language version or free oral translation services if needed.  


We also help find and pay for an interpreter/translator who speaks the member’s language to 
help him or her communicate with the PCP during an appointment and go to doctor visits with 
the member. This information is explained in the beginning of the member handbook, where 
all members and prospective members can find information on how to get interpreter services 
(as well as telephone numbers, website information, and hours of operation) under the section 
called Welcome to Amerigroup.  


In addition to the member handbook, we communicate with members through a variety of 
venues that include:  


 Face-to-face meetings with local Health Education/Health Promotion representatives, 
some of whom are bilingual 


 Printed materials that include the member handbook and semiannual member 
newsletters, which is also be found on the member website 


 Telephone assistance by Member Services Representatives 


 Confidential assistance from Amerigroup on Call, our 24-hour a day, 7-day a week 
(24/7) Nurse HelpLine 


 Automated Interactive Voice Response  (IVR) system so that the member can receive 
pre-recorded health reminders 


 Recorded information and health tips heard during calls made to our Member Services 
number 


 Health fairs and other local education or screening events 


 Local community-based organizations that collaborate with Amerigroup Nevada to 
support local members’ wellness and education efforts 


 Amerigroup Nevada member website 


All member and prospective member materials comply with State and regulatory Medicaid and 
CHIP requirements. Amerigroup Nevada has always obtained advance approval from DHCFP 
prior to publication and distribution, when required to do so. Members may also receive their 
member handbooks in large-print, audio, or Braille version by calling and requesting them 
from Member Services. English and Spanish versions of the handbook are also on our website 
as a PDF form that includes fully qualified URLs so those with low vision can follow links to 
other information.  
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Members are sent letters (which also reference the website address and telephone numbers) if 
any changes are made, including those to the member handbook. Announcements of 
upcoming changes are also sent out via the twice-yearly member newsletter. In addition to the 
Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) reminder in the beginning 
of the Amerigroup Nevada member handbook and postcard mailings, the handbook includes a 
distinct section providing information on: 


 The program of checkups and immunizations for children 


 Social worker services 


 Bi-lingual health advocates to help the member navigate the healthcare system and 
receive needed tools and supplies  


 A listing of available free services 


 The toll-free Member Services number that members can call when they need help 
scheduling a healthcare appointment 


Member Handbook (§4.4.1.1) 


The Vendor must provide all members with a Member Handbook. The Vendor can meet this 
requirement by sending the Member Handbook to the head of the household. The handbook must 
be written at no higher than an eighth (8th) grade reading level and must conspicuously state the 
following in bold print. 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE 
CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE 
BETWEEN THE VENDOR AND THE ENROLLEE.” 
We include the Amerigroup Nevada member handbook in the welcome package we mail to 
new Medicaid and Nevada Check Up member households within five business days of our 
receipt of notice of enrollment (the handbook is also available on the member website). It is 
written in clear, easy-to-understand language that does not exceed the eighth-grade reading 
level as determined by the Flesch-Kincaid Grade Level Index. In addition, the handbook 
contains the insurance disclaimer as stated in the RFP—“This handbook is not a certificate of 
insurance and shall not be construed or interpreted as evidence of insurance coverage 
between the vendor and the enrollee”—and is in all capped, bold type on page 63 under the 
heading, “How to report someone who is misusing the Medicaid or Nevada Check Up 
Program.” 
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DHCFP Approval 


A.  The Vendor must submit the Member Handbook to DHCFP before it is published 
and/or distributed. DHCFP will review the handbook and has the sole authority, in 
conjunction with the Medical Care Advisory Committee (MCAC), to approve or 
disapprove the handbook and the Vendor’s policies and procedures. The Vendor must 
agree to make modifications in handbook language if requested by the DHCFP, in 
order to comply with the requirements as described above or as required by CMS or 
State law. In addition the Vendor must maintain documentation that the handbook is 
updated at least once per year. Prior to contract start date, the initial handbook must 
be submitted to DHCFP for its MCAC review. Thereafter, annual updates must be 
submitted to DHCFP for approval before publication and/or distribution.  


We inform members of benefit updates through member mailings, and we ask members to 
keep the information in their current handbooks until they receive updated versions. 
Whenever there are changes to covered benefits and services, Amerigroup Nevada notifies 
affected members in writing at least 30 calendar days before the effective date of the changes 
and provides them with information to help them adjust to those changes.  


Each update to the handbook goes through a thorough vetting process. First, the handbook 
and all its proposed edits are reviewed through our internal system called the Collateral 
Materials Approval Process or CMAP. This process ensures compliance with State contract 
requirements as well as State and program regulations. Internal Amerigroup reviewers 
include plan and program subject matter experts, experts on the State’s regulations and 
requirements, and legal and compliance reviewers. After the draft handbook has been fully 
reviewed by Amerigroup employees, we send it to DHCFP, which has sole authority in 
conjunction with the Medical Care Advisory Committee to fully approve/disapprove and make 
further edits to the draft handbook. We make modifications to handbook language in 
accordance to the comments/edits from DHCFP to comply with requirements or as required by 
CMS or State law.  


After the handbook is fully approved, we print and disseminate it to the membership as 
needed. We make handbook updates consistently throughout the year as we receive 
modifications/edits from the State or Amerigroup when it determines clarification or 
additional information should be included. We update the handbook at least annually and 
submit it to DHCFP for review and approval prior to publication. All reviews, updates, and 
changes to the member handbook will be documented and maintained by our Nevada 
Regulatory Services Manager and stored in the appropriate internal tracking database.  
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Distribution to Members 


B.  The Vendor must mail the handbook to all members within five (5) business days of 
receiving notice of the recipient’s enrollment and must notify all members of their 
right to request and obtain this information at least once per year or upon request. The 
Vendor will also publish the Member Handbook on the Vendor’s Internet website 
upon contract implementation and will update the website at least monthly, as needed, 
to keep the Member Handbook current. At a minimum, the information enumerated 
below must be included in the handbook.  


As stated earlier, we mail new Amerigroup Nevada member households a welcome package 
within five business days of receipt of the notice of enrollment. They also receive an annual 
mailing informing them that they may ask that this information to be sent to them at any 
time—they just need to call Member Services and request the member materials they desire. In 
addition, all members can access the current handbook on our member website via the 
Internet immediately after implementation of a new program; we review the website content 
and update it on a monthly basis or as needed. We confirm that all the information listed in 
Table 4.4.1-1 below is included in the current member handbook: 


Table 4.4.1-1. Current Member Handbook Information 


RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


4.4.1.1. C. Explanation of 
Benefits 


Explanation of benefits and how to obtain benefits, 
including out‐of‐plan benefits, and how to access 
them, the address and telephone number of the 
Vendor’s office or facility, and the days the office or 
facility is open and services are available. 


Pages 10‐34; and 
pages 35‐50 
 
 


4.4.1.1. D. Role of 
Primary Care Provider 


The role of the primary care provider (PCP) and a 
description of how the enrolled recipient will 
receive confirmation of their selection of a PCP, if a 
PCP was designated at the time of enrollment. 


Page 4 


4.4.1.1. E. Confirmation 
of PCP Selection 


Note: Confirmation of the member's PCP selection 
may be via an ID card and not printed directly in the 
member handbook. 


Page 4 


4.4.1.1. F List of Current 
Network PCPs 


A list of current network PCPs who are and who are 
not accepting new patients in the member’s service 
area, including their board certification status, 
addresses, telephone numbers, availability of 
evening or weekend hours, all languages spoken, 
with information on specialists and hospitals. The 
list may be supplied as a separate document from 
the member handbook. The provider list shall be 
updated by the Vendor monthly. 


Page 8 







 Tab VI – Section 4 – Scope of Work 
 4.4 Recipient Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-107 
November 15, 2012 


RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


4.4.1.1. G List of Current 
Network PCPs 


Any restriction on the member’s freedom of choice 
among network providers. 


Page 4‐6 


4.4.1.1. H Procedures for 
Changing a PCP 


Procedures for changing a PCP.  Page 5 


4.4.1.1. I Member Rights  Member Rights and Protections as specified in 42 
CFR 438.100. 


Page 59 


4.4.1.1. J. Scope of 
Benefits 


The amount, duration and scope of benefits 
available under the contract in sufficient detail to 
ensure that members understand the benefits to 
which they are entitled. 


Page 10 


4.4.1.1. K. Procedures for 
Obtaining Benefits 


Procedures for obtaining benefits, including 
authorization requirements. 


Page 10 


4.4.1.1. L. How Enrollees 
Obtain Benefits 


The extent to which, and how, enrollees may 
obtain benefits, including family planning services, 
from out‐of‐network providers. 


Page 10; page 35‐
36; page 44 


4.4.1.1. M. Procedures 
for Disenrollment with or 
without Cause 


Procedures for disenrollment without cause during 
the 90 day period beginning on the date the 
enrollee receives notice of enrollment and the 
annual open enrollment period. The handbook 
must also have procedures for disenrolling with 
cause. 


Pages 56‐57 


4.4.1.1. N. Disenrolled 
Recipient Auto 
Assignments 


A recipient who has been disenrolled solely 
because he or she loses Medicaid or Nevada Check 
Up eligibility will be auto‐assigned as follow: by 
family affiliation (if other family member are 
enrolled); by history (assigned to the last Vendor in 
which the recipient was enrolled); or randomly.  
 


Page 56 


4.4.1.1. O. After‐Hours 
and Emergency Coverage 


The extent to which, and how, after‐hours and 
emergency coverage are provided including: what 
constitutes an emergency medical condition; 
emergency and post stabilization services with 
reference to the definitions in 42 CFR 438.114; the 
fact that prior authorization is not required for 
emergency services; the process and procedures 
for obtaining emergency services, including the 
911‐telephone system or its local equivalent; the 
locations of any emergency settings and other 
locations at which providers and hospitals furnish 
emergency and post stabilization services under the 
contract; the fact that, subject to regulatory 
limitations, the member has a right to use any 
hospital or other setting for emergency care. 


Page 37‐38 
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RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


4.4.1.1. P. Procedures for 
Urgent Medical 
Situations 


Explanation of procedures for urgent medical 
situations, and how to utilize services in other 
circumstances, including the recipient services 
telephone number; clear definitions of urgent care, 
emergency care, and emergency transportation, 
and clarification of the appropriate use of each. 


Page 9; 36‐39 


4.4.1.1.Q. Referrals for 
Specialty Care 


Policy on referrals for specialty care and for other 
benefits not furnished by the member’s PCP, 
including explanation of authorization procedures. 


Page 7; page 10 


4.4.1.1. R. How to Access 
Benefits Under the Title 
XIX and Title XXI State 
Plans 


How and where to access any benefits that are 
available under the Title XIX and Title XXI State 
Plans but are not covered under the contract, 
including any cost sharing, and how transportation 
is provided. For a counseling or referral service that 
the Vendor does not cover because of moral or 
religious objections, the Vendor need not provide 
the information on how or where to obtain the 
service. The Vendor must notify the State regarding 
services that meet this criteria and in those 
instances, the State must provide the information 
on where and how to obtain the service. 


Page 35; page 37 


4.4.1.1. S. Accessing 
Emergency and Non‐
Emergency Services 
When out of Vendor 
Service Area 


Procedures for accessing emergency and non‐
emergency services when the recipient is in and out 
of the Vendor service area. 


Page 38 


4.4.1.1. T. Grievance and 
Fair Hearing Procedures 


Information on grievance and fair hearing 
procedures in Section 4.11 of this RFP, as specified 
in 42 CFR 438.10(g). 


Pages 51‐55 


4.4.1.1. U. Procedures for 
Recommending Changes 


Information on procedures for recommending 
changes in policies and services. 


Page 58 


4.4.1.1. Advance 
Directives’ Policies 


The Vendor must provide adult members with 
written information on advance directives’ policies 
and include a description of applicable State law. 
This information must reflect changes in State law 
as soon as possible but no later than 90 days after 
the change. The Vendor must ask each health care 
practice to ensure that a signed “Acknowledgment 
of Patient Information on Advance Directives” form 
is included in the recipient's medical record. (A 
sample form is available online at 
http://dhcfp.state.nv.us/advancedirectives.htm). 
 


Page 50‐51 







 Tab VI – Section 4 – Scope of Work 
 4.4 Recipient Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-109 
November 15, 2012 


RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


4.4.1.1. W. Quality and 
Performance 


To the extent available, quality and performance 
indicators, including member satisfaction. 


Page 61 (supporting 
information is also 
currently being 
added to this 
handbook) 


4.4.1.1. X. Information on 
the Operation of the 
Vendor 


The Vendor is also required to provide to the 
member upon request, information on the 
structure and operation of the Vendor and 
information about physician incentive plans as set 
forth in 42 CFR 438.6(h). 


Page 59 


4.4.1.1. Y. Explanation of 
EPSDT Program in 
Member Handbook 


The member handbook must include a distinct 
section for eligible recipients which explains the 
EPSDT program and includes a list of all the services 
available to children; a statement that services are 
free and a telephone number which the member 
can call to receive assistance in scheduling an 
appointment. 


Pages 1‐3; page 27 


4.4.1.1. Z. Prescription 
coverage. 


Information regarding prescription coverage.   Page 44 


4.4.1.1. AA. Member 
Right and Responsibilities 
Corresponding to a Plan 
of Care 


Notification of the member’s responsibility to 
report any on‐going care corresponding to a plan of 
care at the time of enrollment, and their right to 
continue that treatment under the Vendor on a 
transitional basis. 


Page 5 


4.4.1.1. BB. Third‐Party 
Payment Service 


Notification of the member’s responsibility to 
report any third‐party payment service to the 
Vendor and the importance of doing so. 


Page 58 


4.4.1.1. CC. Updates to 
Handbook 


The Vendor must give each member written notice 
of any significant change, as defined by the State, in 
any of the enumerations noted above. The Vendor 
shall issue updates to the Member Handbook on a 
monthly basis when there are material changes 
that will affect access to services and information 
about the Managed Care Program; this includes 
additions and changes to the provider network. The 
Vendor shall also provide such notices in its semi‐
annual recipient newsletters and shall maintain 
documentation verifying handbook updates. 


 


4.4.1.1. DD. Provider 
Termination Notices 


The Vendor must give written notice of termination 
of a contracted provider, within fifteen (15) 
business days after receipt or issuance of the 
termination notice. This notice shall be provided to 
each member who received his/her primary care 


Page 5 
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RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


from, or was seen on a regular basis by, the 
terminated provider. 


4.4.1.1. EE. Fraud and 
Abuse 


Explanation of fraud and abuse and how to report 
suspected cases of fraud and abuse, including 
hotlines, e‐mail addresses and the address and 
telephone number of the Vendor’s fraud and abuse 
unit. 


Page 62‐63 


 


Explanation of Benefits 


C.  Explanation of benefits and how to obtain benefits, including out-of-plan benefits, 
and how to access them, the address and telephone number of the Vendor’s office or 
facility, and the days the office or facility is open and services are available.  


The explanation of benefits and how to obtain benefits, including how to access out-of-plan 
benefits, appears in the section called Amerigroup Healthcare Benefits and Premiums, 
Amerigroup Covered Services beginning on page 10. Pages 10-34 present a detailed 
explanation of all benefits and pages; 34-50 provide information on Extra Amerigroup 
Benefits such as Boys & Girls Clubs, free sports physicals, urgent and emergent care, how to 
get care when the doctor’s office is closed or when the member is out of town. Page 35 lists 
out-of-plan benefits like services covered by Nevada Check Up and Fee-for-Service Medicaid. 
Our office address appears on the back of the first page above the table of contents and the 
hours of operation and phone numbers for members to call to access information are listed on 
page 1 under the section Welcome to Amerigroup Community Care; How to Get Help.  


Role of the Primary Care Provider 


D.  The role of the primary care provider (PCP) and a description of how the enrolled 
recipient will receive confirmation of their selection of a PCP, if a PCP was 
designated at the time of enrollment. 


Information about the member’s PCP, the role of the PCP, and explanation of how to pick 
another PCP begins on page 4 of the handbook. In addition to step-by-step directions that 
make selecting a PCP easy and a list of the types of providers who can serve as a PCP, we 
include an explanation of how the member will receive confirmation of his or her PCP 
selection.  
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Confirmation of PCP Selection 


E.  Note: Confirmation of the member's PCP selection may be via an ID card and not 
printed directly in the member handbook. 


We confirm that the member’s PCP is listed on the member ID card, but is not listed in the 
member handbook. 


List of Current Network PCPs 


F.  A list of current network PCPs who are and who are not accepting new patients in the 
member’s service area, including their board certification status, addresses, telephone 
numbers, availability of evening or weekend hours, all languages spoken, with 
information on specialists and hospitals. The list may be supplied as a separate 
document from the member handbook. The provider list shall be updated by the 
Vendor monthly. 


Provider information, including address, telephone numbers, board certifications, and hours, 
appears in the provider directory and on the website. Page 8 of the member handbook also 
references this information. Self-service features for this are clearly listed in bulleted form on 
page 1 and describe how to find the information on the member website or by calling Member 
Services.  


Restrictions 


G.  Any restrictions on the member’s freedom of choice among network providers.  


Information concerning the member’s freedom of choice among network providers begins on 
page 6 and includes explanations on what to do when the member wants to see a provider who 
is not his or her PCP (usually, the member needs a referral from the PCP). Pages 4-6 also 
include other discussions on topics like getting a second opinion, how to change PCPs, what to 
do when the PCP moves, and how to pick an obstetrics and gynecology (OB/GYN)/women’s 
health services provider or a specialist. 


Changing a PCP 


H.  Procedures for changing a PCP.  


Procedures for changing a PCP begin on page 5 under the heading How to Change Your 
Primary Care Provider and highlights how easily and quickly any member can make the 
change—if the member calls Member Services, we make the change immediately; if the 
member makes the change via the member website, it is effective the next day. The 
information that follows how to change a PCP rounds out the details by adding when the 
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member can pick a specialist as a PCP and when and why the member’s provider might ask 
for a change. An in-depth discussion on how to change a PCP is found in the Process to 
Assign or Change PCP or PCS under Recipient Service in Section 5.1.11.3.  


Member Rights 


I.  Member rights and protections as specified in 42 CFR 438.100.  


Member rights and protections information begins on page 59 of the handbook. These rights 
and responsibilities are clearly and simply outlined in bulleted form, making them easy to 
read. They help ensure members that they can expect to be treated fairly, with dignity, and 
without discrimination, and that they will receive the information that they ask for and need to 
make an informed decision about their care. It further states that they have the right to accept 
or refuse care without being forced into a decision, that their personal health information will 
be kept private. Also highlighted are responsibilities they have to the health plan to help 
ensure that the best possible care and service is given. The plan encourages members to learn 
about their rights as a member and the details of their healthcare plan, as well as take part in 
their healthcare decisions and tell their providers about the status of their health. 


Scope of Benefits 


J.  The amount, duration and scope of benefits available under the contract in sufficient 
detail to ensure that members understand the benefits to which they are entitled.  


The members’ scope of benefits is listed in an easy-to-read grid that begins on page 10 and 
covers available benefits, requirements, and any limitations. 


Procedures for Obtaining Benefits 


K.  Procedures for obtaining benefits, including authorization requirements.  


How to obtain benefits and information on prior approvals (prior authorizations) begins on 
page 10 of the handbook, under Amerigroup Healthcare Benefits and Premiums, which lists 
the covered service and any authorizations needed for the benefit. Additionally, on page 36 it 
explains Services That Do Not Need a Referral. 


How Enrollees Obtain Benefits 


L.  The extent to which, and how, enrollees may obtain benefits, including family 
planning services, from out-of-network providers.  


Circumstances under which members may obtain benefits from out-of-network providers 
including family planning services begins on page 35, in Services Covered by Nevada Check 
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Up Or Fee-for-Service Medicaid. The Amerigroup Covered Service section on page 10 also 
lists the individual benefit and information on whether the member can get the service from 
out-of-network providers. Unless the service is specifically listed under Services Covered by 
Nevada Check Up Or Fee-for-Service Medicaid on page 35 or Services That Do Not Need a 
Referral on page 36, members must talk to their PCPs before they make arrangements for 
such a service.  


If the PCP cannot offer the member the care he or she needs, the provider sends a referral to 
an out-of-network provider so the member can make an appointment. The member does not 
need any kind of authorization to go to an OB/GYN as a PCP or to receive family planning 
services even if the provider is not part of the Amerigroup network. The member can simply 
call the provider and make an appointment. Family planning services information is also on 
page 44. 


Procedures for Disenrollment With or Without Cause 


M.  Procedures for disenrollment without cause during the 90 day period beginning on the 
date the enrollee receives notice of enrollment and the annual open enrollment period. 
The handbook must also have procedures for disenrolling with cause. 


Page 56 of the member handbook (in How To Disenroll from Amerigroup) has procedures for 
disenrollment without cause during the first 90 days of enrollment, as well as procedures for 
disenrolling with cause on page 57. 


Disenrolled Recipient Auto Assignments 


N.  A recipient who has been disenrolled solely because he or she loses Medicaid or 
Nevada Check Up eligibility will be auto-assigned as follows: by family affiliation (if 
other family members are enrolled); by history (assigned to the last Vendor in which 
the recipient was enrolled); or randomly.  


Information for members who are disenrolled solely because they lost eligibility and regain 
their eligibility will be auto-assigned by family affiliation or history and given the same PCP, if 
possible. This information appears on page 56 under If You Are No Longer Eligible For 
Medicaid or Nevada Check Up. 
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After-Hours and Emergency Coverage 


O.  The extent to which, and how, after-hours and emergency coverage are provided 
including: what constitutes an emergency medical condition; emergency and post 
stabilization services with reference to the definitions in 42 CFR 438.114; the fact 
that prior authorization is not required for emergency services; the process and 
procedures for obtaining emergency services, including the 911-telephone system or 
its local equivalent; the locations of any emergency settings and other locations at 
which providers and hospitals furnish emergency and post stabilization services under 
the contract; the fact that, subject to regulatory limitations, the member has a right to 
use any hospital or other setting for emergency care.  


Explanations of emergency needs appear on pages 37-38 under Emergency Care. The 
information includes a toll-free 24-hour telephone number. Page 38 explains how to get care 
after-hours (under How To Get Healthcare When Your Doctor’s Office Is Closed); the 
handbook asks the member to call  Amerigroup on Call, our Nurse HelpLine, which connects 
to a live nurse who will answer member healthcare questions 24/7. 


Procedures for Urgent Medical Situations 


P.  Explanation of procedures for urgent medical situations, and how to utilize services in 
other circumstances, including the recipient services telephone number; clear 
definitions of urgent care, emergency care, and emergency transportation, and 
clarification of the appropriate use of each. 


Explanations of what constitutes an urgent medical situation and the procedure to follow is on 
page 37 under Urgent Care. The Different Types of Healthcare section, starting on page 36 
and ending on page 38, covers routine care, urgent care, emergency care, how to get care 
when a doctor’s office is closed, how to get care when out of town, and how to get healthcare 
when a member cannot leave the home. Telephone numbers are also listed. Options for 
emergency transportation appear on page 9 under the section How To Get To A Doctor’s 
Appointment or To The Hospital. 


Referrals for Specialty Care 


Q.  Policy on referrals for specialty care and for other benefits not furnished by the 
member’s PCP, including explanation of authorization procedures. 


Information and the explanation of prior authorization/prior approval information appears on 
page 10 of the handbook under Amerigroup Healthcare Benefits and Premiums. Referral 
information for specialty care is found on page 7 under the section Specialists. 
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How to Access Benefits under the Title XIX and Title XXI State Plans 


R.  How and where to access any benefits that are available under the Title XIX and Title 
XXI State Plans but are not covered under the contract, including any cost sharing, 
and how transportation is provided. For a counseling or referral service that the 
Vendor does not cover because of moral or religious objections, the Vendor need not 
provide the information on how or where to obtain the service. The Vendor must 
notify the State regarding services that meet this criteria and in those instances, the 
State must provide the information on where and how to obtain the service. 


Members can access benefit information concerning Title XIX and Title XXI State (Medicaid) 
information on pages 35 and page 37, including information about cost-sharing and 
transportation. 


Accessing Emergency and Non-Emergency Services when out of 
Vendor Service Area 


S.  Procedures for accessing emergency and non-emergency services when the recipient 
is in and out of the Vendor service area. 


How to get emergency care appears on page 38 under How To Get HealthCare When You Are 
Out Of Town and includes information on what a member should do to obtain emergency 
services while out of town. 


Grievance and Fair Hearing Procedures 


T.  Information on grievance and fair hearing procedures in Section 4.11 of this RFP, as 
specified in 42 CFR 438.10(g).  


Information on grievances, medical appeals, expedited appeals, and fair hearings procedures 
is on pages 51-55 of the handbook. This is an important section and one that can be confusing 
so we have broken out the pieces of information under several different headings and steps so 
that members will know what to expect during each step of the process. 


Procedures for Recommending Changes 


U.  Information on procedures for recommending changes in policies and services.  


Information on how a member can recommend changes in policies and services is on page 58 
of the handbook. We invite members to suggest changes as part of how we can better serve 
them. We take members’ suggestions very seriously and are always open to growth 
opportunities presented by member feedback. 
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Advance Directives’ Policies 


V.  The Vendor must provide adult members with written information on advance 
directives’ policies and include a description of applicable State law. This information 
must reflect changes in State law as soon as possible but no later than 90 days after 
the change. The Vendor must ask each health care practice to ensure that a signed 
“Acknowledgment of Patient Information on Advance Directives” form is included in 
the recipient's medical record. (A sample form is available online at 
http://dhcfp.state.nv.us/advancedirectives.htm).  


An explanation and information about advance directives is on pages 50-51 of the handbook. 
We instruct providers to include an advance directive in each member’s medical record. 
Member Services can help members with information they may need. Members can also get 
immediate access to the forms via the member website where we provide access to the State of 
Nevada’s living will link so members can complete an online form anytime. We reflect 
changes in State law as soon as possible, but within the State’s 90-day requirement. 


Quality and Performance 


W.  To the extent available, quality and performance indicators, including member 
satisfaction. 


We are currently working on adding this information to the handbook. It explains that each 
year we look at how often our members get care and services and study the quality and 
performance of members’ care and track frequency of childhood well-check visits and 
immunizations, lead screenings, mammograms, pap smears, pregnancy, and diabetes care. We 
will list this information under Amerigroup Measures the Quality of Your Care. Supporting 
information is on page 61 under Get Information You Request; Information About How 
Amerigroup Operates. 


Information on the Operation of the Vendor 


X.  The Vendor is also required to provide to the member upon request, information on 
the structure and operation of the Vendor and information about physician incentive 
plans as set forth in 42 CFR 438.6(h).  


Information on how Amerigroup compensates its physicians and the structure and operation 
of Amerigroup Nevada begins on page 59 under How Amerigroup Pays Providers. If members 
want more information, we ask them to call Member Services or write to us at the address 
provided. 
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Explanation of EPSDT Program in Member Handbook 


Y.  The member handbook must include a distinct section for eligible recipients which 
explains the EPSDT program and includes a list of all the services available to 
children; a statement that services are free and a telephone number which the member 
can call to receive assistance in scheduling an appointment.  


We describe covered EPSDT benefits in full on page 27 and present the exact age limits and 
services parents can expect in an easily understood bulleted list. Telephone numbers and how 
to find out more about children’s services and making healthcare appointments is on            
pages 1-3. 


Prescription Coverage 


Z.  Information regarding prescription coverage.  


The handbook presents prescription information under Medicines on page 44. It describes 
what a preferred drug list is, explains that it is part of the formulary, and lists community 
pharmacies where members can have their prescriptions filled. For those members who are 
unsure of how to get their medicine, we include step-by-step instructions. If they have 
questions, we ask them to call Member Services for help. 


Member’s Rights and Responsibilities Corresponding to a Plan of 
Care 


AA.  Notification of the member’s responsibility to report any on-going care corresponding 
to a plan of care at the time of enrollment, and their right to continue that treatment 
under the Vendor on a transitional basis.  


Information about transitioning to another PCP once the new member joins the plan is on 
page 5 under If You Had A Different Primary Care Provider Before You Joined Amerigroup 
and reflects our procedures for transitioning members to and from the Amerigroup Nevada 
health plan.  


Third-Party Payment Service 


BB.  Notification of the member’s responsibility to report any third-party payment service 
to the Vendor and the importance of doing so.  


Coordination of third-party benefits information is on page 58 under If You Have Other 
Health Insurance. We also educate the member that this kind of information is very important 
because it helps us track and manage their healthcare, as well as costs.  
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Updates to Handbook 


CC.  The Vendor must give each member written notice of any significant change, as 
defined by the State, in any of the enumerations noted above. The Vendor shall issue 
updates to the Member Handbook on a monthly basis when there are material 
changes that will affect access to services and information about the Managed Care 
Program; this includes additions and changes to the provider network. The Vendor 
shall also provide such notices in its semi-annual recipient newsletters and shall 
maintain documentation verifying handbook updates.  


We send letters (which also reference the website address and phone numbers) to members if 
significant changes are made as defined by the State. We also add this information to the 
member handbook. When these changes affect provider information, we make changes to the 
provider directory, which we post to the website on a monthly basis. We make real-time 
updates to the Find-a-Provider function, as well. We announce upcoming changes through 
the twice-yearly member newsletter. We document all changes through our centralized CMAP 
as well as our Regulatory Department. 


Provider Termination Notices 


DD.  The Vendor must give written notice of termination of a contracted provider, within 
fifteen (15) business days after receipt or issuance of the termination notice. This 
notice shall be provided to each member who received his/her primary care from, or 
was seen on a regular basis by, the terminated provider.  


When a provider is terminated for any reason, we notify all members on the provider’s panel 
of the action. We send written notification to the members within 15 days of the termination 
effective date clearly stating how the termination affects them. We provide instructions for the 
selection of a new PCP and information about how to receive urgent care until the new PCP 
selection/assignment occurs, if the member has been seen on a regular basis by that particular 
provider. Termination information appears on page 5. 


Fraud and Abuse 


EE.  Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, 
including hotlines, e-mail addresses and the address and telephone number of the 
Vendor’s fraud and abuse unit.  


The explanation of fraud and abuse and how to report it, including telephone numbers and e-
mail addresses, begins on page 62 of the handbook. This section is currently being expanded 
to include a more robust definition and explanation of exactly what fraud and abuse is and 
why it is important to report it. 
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Advance Directives Requirements (§4.4.1.2) 


Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, 
including advance directives, Vendors must have written policies and procedures with respect to 
all emancipated adult members receiving medical care through the Vendor. Specifically, this act 
requires the Vendor: 


A.  To provide written information to each member at the time of enrollment concerning: 


   1. The member’s rights, under State law, to make decisions concerning medical care, 
including the right to accept or refuse medical treatment and the right to formulate 
advance directives; 


   2. The Vendor’s policies with regard to a member’s right to execute an advance 
directive, including a requirement that the network provider present a statement of 
any limitations in the event the provider cannot implement an advance directive on 
the basis of conscience. At a minimum, the provider’s statement of limitation, if any, 
must:  


     a. Clarify any differences between institution-wide conscience objections and those that 
may be raised by individual network providers;  


     b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; 
and 


     c. Describe the range of medical conditions or procedures affected by the conscience 
objection. 


Amerigroup Nevada educates our emancipated minor and adult members about their rights 
under Section 1902(w) (1) of the Social Security Act, including advance directives. We ensure 
that our members are aware of their rights to make informed decision about their medical 
care, including the right to accept or refuse medical treatment. We clearly describe our 
policies regarding the member’s rights to execute an advance directive, including any 
authorized limitations in the event a provider cannot implement an advance directive based on 
conscience.  


Information about advance directives is disseminated through the new member packet, in the 
member handbook, and through our AmeriTips—a series of member education pieces that 
present information on health topics such as diabetes and asthma, social issues like bullying, 
and member rights, such as living wills and advance directives. Members are able to get 
AmeriTips at providers’ offices and at community organizations and events. Members can also 
call Member Services anytime they have questions. Providers receive annual refreshers on 
advance directive requirements, which has helped maintain continuity and enhance 
communication about advance directives. Providers also receive refreshers and information 







 Tab VI – Section 4 – Scope of Work 
 4.4 Recipient Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-120 
November 15, 2012 


highlights through their health plan orientation, newsletters, bulletins, Provider Relations 
Representatives, and the provider manual. Members’ PCP or PCS and other providers, 
individually and institutionally, do have the right to object to the request members make in 
their advance directive. However, if their PCP or PCS or other provider objects to the request 
for care made in the advance directive, members also have the right to select another PCP, 
PCS or provider. To change to another PCP or PCS, the member is directed to call, Member 
Services for assistance. 


B.  Vendor will educate the member to inform his/her provider to document in the 
member’s medical record whether the member has executed an advance directive; 


We tell members about their right to have medical records document the existence of advance 
directives, and we advise members to talk to their providers about their advance directives. 


C.  Not to condition the provision of care or otherwise discriminate against an individual 
based on whether or not the individual has executed an advance directive; 


Also, our provider manual includes information on advance directives. We educate providers 
to ensure they are aware that they cannot limit or condition the provision of medical care 
based on whether a member has executed an advance directive. Our provider contract also 
states that the “Provider shall comply with all applicable requirements under 42 C.F.R. 
Section 434.28 related to Advance Directives.” 


D.  To ensure compliance with requirements of State laws regarding advance directives, 
including informing members that any complaints concerning the advance directives 
requirements may be filed with the appropriate State agency which regulates 
Vendors; and 


We comply with the requirements of State laws regarding advance directives by informing 
members through an Ameritips informational sheet, which explains what an advance directive 
is and instructs members to contact their PCPs or call Member Services to get the appropriate 
forms. The member handbook, which defines what an advance directive is and who has the 
right to advance directives, talks about how a living will is a specific kind of advance directive. 
Members are directed to call Member Services to obtain forms and instructions on what to do; 
member education and annual refreshers are available. The member handbook also explains 
how to file complaints about advance directive requirements with DHCFP. 


  







 Tab VI – Section 4 – Scope of Work 
 4.4 Recipient Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-121 
November 15, 2012 


E.  To educate Vendor staff and providers on issues concerning advance directives, at 
least annually. 


Sample advance directives policies, procedures and forms, as well as patient information 
concerning Nevada law, are available on the DHCFP’s website: 
http://dhcfp.state.nv.us/advancedirectives.htm. 


Providers and associates receive annual refreshers, including educational materials on 
advance directive requirements, which are included in the provider manual, along with an 
explanation of advance directives and living wills and the appropriate forms. All employees 
also receive annual refresher training on advance directives, and Member Services employees 
receive specific training on how to help members who call with questions concerning advance 
directives. If a member needs immediate information concerning advance directives and living 
wills, he or she can access the member website for a complete explanation of what advance 
directives and living wills are and what they are intended to do. Links for more information 
are also provided as well as a link to the State of Nevada’s NVLivingWill.com so members can 
complete an online form. 


4.4.2 Enrollee Services Department 
Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


The Vendor shall maintain a Enrollee Services Department (aka, Member Services Department) 
that is adequately staffed with qualified individuals who shall assist enrolled recipients, enrolled 
recipients’ family members, or other interested parties (consistent with laws on confidentiality 
and privacy) in obtaining information and services under the Vendor’s plan. The Enrollee 
Services Department is to be operated at least during regular business hours.  


At a minimum, Enrollee Services Department staff must be responsible for the following:  


Explaining the operation of the Vendor; 


We strive to provide our members with the highest quality service and have less than a one 
percent call abandonment rate. Members always have a way to get help if they are sick, 
whenever they need it, regardless of the day or hour, through Member Services or our after-
hours services. Qualified Member Services Representatives are available to help members 
during Amerigroup Nevada’s business hours, 8:00 a.m. through 5:00 p.m., Pacific time, 
Monday through Friday. Our Nurse HelpLine nurses and IVR services are available to 
respond to member calls 24/7, 365 days a year. Members, their family members, or other 
interested parties (consistent with the laws on confidentiality and privacy) receive help with 
needed information about services and benefits. 
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4.4.2.1 Assisting members in selecting and/or changing PCPs or Primary Care Sites (PCSs). 
The Vendor must report any PCP/PCS changes electronically to the DHCFP; 


If the member wants to change to another PCP, he or she can call Member Services. Member 
Services Representatives will help the member check to make sure the new PCP is close and is 
accepting new patients. We will make the change 
immediately and it will be effective that same day. If 
the member makes the request through the member 
website, it will be effective the next day. There is no 
limit on the number of times a member can request PCP changes.  


4.4.2.2 Explaining covered benefits; 


Member Services Representatives receive extensive training so they can properly address 
members’ needs and resolve issues and solve problems as quickly as possible to the best of 
their ability. Their full training continues for 43 days and is divided into segments in which 
employees learn certain processes and then apply those processes for a short period of time. 
The employees then go back into the classroom and learn additional skills that build on what 
they learned in the first segment.  


Training is divided into classroom training, monitoring, and on-the-job training. This is how 
our employees become well equipped to handle member inquiries. One of the most requested 
types of information is an explanation of covered benefits; however, there are many other 
reasons why members call us. Members are free to call for any information they need. If they 
call after hours, they are able to leave a voice mail message, and a Member Services 
Representative will call back the next business day. 


4.4.2.3 Assisting members to make appointments and obtain services; 


Member Services Representatives help members make healthcare appointments and obtain 
other services like transportation; they can also help a member find a specialist close to home. 


4.4.2.4 Resolving, recording and tracking member grievances and appeals in a prompt and 
timely manner; 


If a member calls with a complaint, the Member Services Representative will try to solve a 
member’s problem during the call. If the Representative cannot take care of the issue 
immediately, the member can file a grievance. The member can ask the Representative to file a 
grievance during that call, or the member can ask the Representative to help write a letter 
about the problem. After the Representative records the grievance, he or she will track the 
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progress of the complaint as it moves toward resolution. The member can work with the 
Representative to make sure this is done in a prompt and timely fashion.  


4.4.2.5 Responding to member inquiries; and 


Member Services Representatives help members with questions about:  


 The handbook 


 How to change a PCP 


 Taking Care of Baby and Me® 


 Benefits 


 Member ID cards 


 Help making a doctor’s appointment and doctor visits 


 Child and adult wellness care 


 Vaccine information 


 Family planning services 


 Dental care 


 Medicines 


 Specialists and special kinds of healthcare 


 Healthy living information 


 Community events 


 Boys and Girls Clubs 


 Making an advance directive  


 Grievance and appeal information 


 Rights and responsibilities 


 How Amerigroup Nevada protects health information 


After fully implementing a powerful new customer service system that helps our Member 
Services Representatives to more efficiently handle member inquiries and requests, we have 
achieved very positive results to date. This new customer service system integrates information 
from multiple back-end systems onto a single screen view for our Member Services 
Representatives. 
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When a Member calls in to request a new ID card, inquire about a benefit, or add a new baby 
to the plan, the integrated desktop eliminates the need for our Representatives to spend time 
flipping between screens—while the member is waiting—to search for information during the 
service call. The integrated desktop displays necessary information for our employees in an 
organized and simplified fashion, according to the business rules of the specific market and 
product. These pre-programmed rules guide our employees to enhanced efficiency in servicing 
our members’ requests, while the integrated desktop system captures detailed call 
documentation. When an employee is unable to resolve an inquiry during the first call, the 
issue is immediately routed to the appropriate business area for resolution – with issue status 
available to all viewers. 


Since February 2010, when we began using this system, call handling times have consistently 
been reduced: 


 Average call handle time has been reduced by more than 42 seconds, which amounted 
to a 13 percent reduction for non-clinical calls and a 15 percent reduction for clinical 
calls  


 Average call handle time to register a new baby has dropped from 10 minutes to 2 
minutes 


 Average call handle time to complete a request for clinical authorization has been 
reduced by 16 percent 


4.4.2.6 Assisting members in obtaining out-of-area and out-of-network care. 


While the Enrollee Services Department will not be required to operate after business hours, the 
Vendor must comply with the requirement to provide urgent care and emergency coverage 
twenty-four (24) hours per day, seven (7) days per week. The Vendor must have written policies 
and procedures describing how enrolled recipients and providers can obtain urgent coverage and 
emergency services after business hours and on weekends.  Policies and procedures must include 
provision of direct contact with qualified clinical staff. Urgent coverage means those problems 
which, though not life-threatening, could result in serious injury or disability unless medical 
attention is received. 


From 8:00 a.m. to 5:00 p.m. Pacific time, Members can talk to a Members Services 
Representative and get direction on how to get medical care when they are out of the area or 
care they may need from an out-of-network provider. This information is also clearly 
explained in the member handbook. The Representative can review the member’s benefits and 
the best way for him or her to get the most appropriate level of care. If a member calls after 
regular business hours, the member can leave a message for a Representative to call back on 
the next business day. Members may also get help any time after hours by calling the 24/7 
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Nurse HelpLine. This line connects the member to a nurse so he or she can receive advice on 
what to do while he or she is waiting to see the doctor, how soon care is needed for an illness 
or injury, what kind of care is needed, and how to get the care that is needed, among other 
things. Both the member handbook and the member website guide the member through the 
procedure of getting routine care, urgent care, emergency care, and receiving care while out 
of town. Members have access to emergency services 24/7. We do not require referral or prior 
authorization for emergency services. 


4.4.3 Medical Provider Requirements 
Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Primary Care Provider (PCP) or Primary Care Site 
(PCS) (§4.4.3.1) 


The Vendor shall allow each enrolled recipient the freedom to choose from among its 
participating PCPs and change PCPs as requested. 


Each enrolled recipient must be assigned to a PCP or Primary Care Site (PCS), within five (5) 
business days of the effective date of enrollment. Members with disabilities, chronic conditions, 
or complex conditions must be allowed to select a specialist as their PCP. Members with 
disabilities must be given an additional 30 days to select a PCP. The Vendor may auto-assign a 
PCP or PCS that has traditionally served the Medicaid population to an enrolled recipient who 
does not make a selection at the time of enrollment. If the enrolled recipient desires, the Vendor 
shall allow him or her to remain with his or her existing PCP if the PCP is a member of Vendor’s 
primary care network. 


Amerigroup Nevada welcomes new members and makes sure they have a PCP or PCS within 
five business days of the effective date of their enrollment. If the member had been seeing a 
PCP or PCS prior to enrolling with us and that provider is in the Amerigroup Nevada provider 
network, the member can remain with that PCP or PCS. If a member does not select a 
PCP/PCS at the time of enrollment or makes an invalid PCP or PCS selection (for example, 
an adult unknowingly selecting a pediatrician rather than an internist or family doctor), we 
auto-assign a PCP or PCS to that member. We select a PCP or PCS who has traditionally 
served the Medicaid population, as determined by paid claims for services to Medicaid 
members. 
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Twenty-Five (25) Mile Rule (§4.4.3.2) 


The Vendor must offer every enrolled recipient a PCP or PCS located within a reasonable 
distance from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may 
not be more than twenty-five (25) miles from the enrolled recipient’s place of residence per NAC 
695C.160 without the written request of the recipient. 


We work with members to ensure that their PCPs or PCSs 
have offices no more than 25 miles from where they live 
unless we have a member’s written request to assign a 
PCP or PCS further away.  


Assignment of a PCP or PCS (§4.4.3.3) 


If an enrolled recipient does not choose a PCP, the Vendor shall match enrolled recipients with 
PCPs by one or more of the following criteria:  


A.  Assigning enrolled recipients to a provider from whom they have previously received 
services, if the information is available; 


B.  Designating a PCP or PCS who is geographically accessible to the enrolled recipient 
per NAC 695C.160 (25 Mile Rule);  


C.  Assigning all children within a single family to the same PCP;  


D.  Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner 
experienced in treating that condition, if the Vendor knows of the condition; and/or 


E.  Assigning a member to a PCP upon receipt of a claim for services rendered by a PCP 
to the member. 


The Vendor shall ensure that enrolled recipients receive information about where they can 
receive care during the time period between enrollment and PCP selection/assignment. The 
Vendor shall notify the enrolled recipient in writing of his or her assigned PCP within five (5) 
business days of assignment. 


When a new member has not chosen a PCP or PCS, we match the member with a PCP or PCS 
using the following criteria: 


 Existing PCP or PCS.  Members can remain with the PCP that they had prior to 
enrollment with Amerigroup Nevada provided we know who it is and that provider is in 
our network. 


 Close Proximity. We ensure, whenever possible, that members are within 25 miles of 
their PCPs’ or PCSs’ offices unless a member specifically requests a PCP or PCS 
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whose office outside the 25-mile radius or, because of a certain health condition, a 
member must see a PCP or PCS whose office is outside this distance to obtain the 
highest quality care; 100 percent of our members have access to a PCP or PCS within 
25 miles of their residence and the average distance is 1.3 miles.  


 PCP or PCS for Children. We assign all children within the same household, including 
newborns, to the same PCP or PCS when appropriate. 


Within five business days of enrollment, we send all new members information about where 
they can receive care during the time period between enrollment and when a PCP or PCS 
assignment occurs. PCPs or PCSs receive monthly rosters of new members if they request it, 
or they can sign up to receive their rosters through the provider website. More information 
about the process to assign a PCP or PCS is in Section 5.1.11.3. B. 


Changing a PCP or PCS (§4.4.3.4)  


A.  An enrolled recipient may change a PCP or PCS for any reason. The Vendor shall 
notify enrolled recipients of procedures for changing PCPs. The materials used to 
notify enrolled recipients shall be approved by DHCFP prior to publication and/or 
distribution. 


Members can change their PCPs or PCSs for any reason: the member handbook outlines 
procedures for changing the PCP or PCS assignment. Members can also call Member 
Services to change their PCP or PCS the same day, and members receive a letter confirming 
their PCP or PCSs change along with a new ID card. If they are registered users on our 
member website, they can change their PCPs or PCSs electronically via the Internet, and the 
changes will be effective the next day. All materials used to notify members of PCP or PCS 
changes and procedures are reviewed and approved by DHCFP prior to publication and 
distribution. 


B.  In cases where a PCP has been terminated, the Vendor must notify enrolled recipients 
in writing and allow recipients to select another primary care provider, or make a re-
assignment within fifteen (15) business days of the termination effective date, and 
must provide for urgent care for enrolled recipients until re-assignment. 


When a provider terminates for any reason, we notify all members on the provider’s panel of 
the action. We send written notification to members within 15 days’ receipt or issuance of a 
termination notice to/from a provider, clearly stating how the termination affects them. We 
provide instructions for the selection of a new PCP and information about how to receive 
urgent care until the new PCP selection/assignment occurs. 
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C.  The Vendor may initiate a PCP or PCS change for an enrolled recipient under the 
following circumstances: 


   1. Specialized care is required for an acute or chronic condition; 


   2. The enrolled recipient’s residence has changed such that distance to the PCP is 
greater than twenty-five (25) miles. Such change will be made only with the consent 
of the member; 


   3. The PCP ceases to participate in the Vendor’s network;  


   4. Legal action has been taken against the PCP, which excludes provider participation; 
or 


   5. The recipient will be given the right to select another PCP or PCS within the Vendor 
network. 


Amerigroup Nevada may initiate a PCP or PCS change under the following circumstances: 


1. If a member requires specialized care for an acute or chronic condition, we may, in 
consultation with the member, initiate a PCP or PCS change to a more appropriate 
provider. 


2. If the member relocates more than 25 miles from the PCP’s or PCS’s office, he or she 
has the opportunity to select a PCP or PCS who is closer or in a more convenient 
location. 


3. If a PCP or PCS leaves the network, we send written notification to all members 
receiving services from that PCP or PCS and offer to change their PCP or PCS. If they 
don’t choose a new PCP or PCS, we select an appropriate PCP or PCS for them using 
our criteria for new member PCP or PCS assignments. 


4. If a provider is terminated for any reason, including legal action, we inform members 
through written notification and provide instructions on selecting a new PCP or PCS. 
Again, if the member chooses not to select a new PCP or PCS, one will be selected for 
him or her. 


5. Under each of the above situations, we offer the member an opportunity to select 
another PCP or PCS. The member is also able to change PCPs or PCSs if he or she 
has been auto-assigned a PCP or PCS during initial enrollment and wants another 
PCP or PCS or needs a specialist as PCP or PCS, among other situations. 
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D.  The Vendor shall document the number of requests to change PCPs and the reasons for 
such requests.  


Amerigroup Nevada documents all PCP changes, including the reason for each request, in 
our core operations system. We analyze this data and produce reports for DHCFP, upon 
request. 


Use of Medical Homes and Accountable-Care 
Organizations (§4.4.3.5) 


A.  The Vendor is required to use existing patient-centered medical homes/health homes, 
when available and appropriate. 


Amerigroup Nevada helps key primary care practices transform into patient-centered medical 
homes (PCMH) through our Real Solutions® Medical Home model. Currently, Amerigroup 
Nevada supports three medical homes. These PCP practices, including one Federally 
Qualified Health Center (FQHC), Nevada Health Centers, are working toward achieving 
PCMH recognition through NCQA, and approximately 2,000 Amerigroup Nevada members 
now receive primary care services from a practice that participates in this program. 


B.  Vendor should use supportive provider services and contracting to support the 
expansion of patient-centered medical homes/health homes. 


Experience with PCMHs 


We continue to support the Affordable Care Act (ACA) by partnering and supporting the 
State’s healthcare goals. Through our PCMH program, we provide the supports and expertise 
necessary to transform and grow these sites from episodic treatment-oriented practices to 
wellness-focused population management entities that take a proactive role in monitoring and 
maintaining the overall health of their patients. 


Amerigroup operates one of the largest medical home programs in the country, ranking fifth 
for the number of providers participating in the program according to the latest Patient 
Centered Primary Care Collaborative report and began piloting the New Mexico PCMH 
program in 2010. Since, Amerigroup Community Care of New Mexico, Inc. has collaborated 
with more than 700 primary care providers, encompassing 54 PCMH sites, and touching more 
than 131,000 members through their medical homes.  
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Supporting Providers 


In Amerigroup Nevada, we have had similar success. Part of that success is because of our 
innovative incentive programs—we offer several types of financial incentives to help support 
our PCMH efforts.  We provide case management fees to PCMHs so they can be rewarded for 
incremental success as they work toward fulfilling NCQA requirements. This is an important 
interim step toward being fully qualified to participate in the Provider Quality Incentive 
Program (PQIP), which is an incentive plan that rewards providers who perform above the 
norm on various quality measures for our members’ healthcare. The obstetric pay-for-
performance program targets obstetricians and rewards them for meeting quality benchmarks 
and improvement targets. 


We also have a dedicated Medical Practice Consultant who works solely with our PCMH 
groups. The Consultant works closely with Case Managers, Social Workers, and clinical 
employees in the PCMH practices to identify areas for improved quality and outcomes for 
members.  


To further support our PCMH efforts, we also are involved in an 18-month relationship with a 
national, non-profit organization founded by the American Academy of Family Physicians 
and created to help family care practices transform into true medical homes.  


Other practice supports include:  


 Online reports that give practices information they need, such as a list of patients in 
the hospital, members recently visiting the emergency department (ED), patients who 
have missed opportunities to receive preventive screenings 


 Frequent interaction with Amerigroup Nevada’s Medical Director 


 Alignment of our care coordination activities with the practice, including Care 
Coordinators who work alongside the practice and often collaborate onsite 


 Quality coaches who educate and support each practice to build systems for measuring 
and improving its quality measures as part of an ongoing quality improvement 
program 


 Innovative models of reimbursement to reward Amerigroup Medical Home sites and 
other providers for improving both quality and efficiency 
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C.  Vendor shall use Accountable Care Organizations (ACOs) and other innovative 
models, when available and appropriate. 


As Accountable Care Organizations establish a foothold in Nevada, they will provide a care 
delivery and payment model will offer provider several payment options while holding the 
members’ providers to quality standard; this is similar to our PCMH that we created to work 
with our own providers to embed synergies in care and 
more cost-effective approaches. 


In an effort to best position Amerigroup Nevada and 
our providers, we have spent countless hours building a 
strong foundation for an accountable care 
environment. Over the course of the last 12 to 18 
months, we have executed agreements with innovative 
companies as discussed above that support our 
providers in family care practices as they grow into PCMHs and fulfill their NCQA 
requirements, which allow them to better serve our members. Their fully immersed 
engagement gives providers tools that most have never had and the power to fully transform 
the way they deliver care to members and truly change the landscape of healthcare in Nevada.  


Additional Innovations 


Another example is in the behavioral health area. Harmony Healthcare, one of the largest 
behavioral health providers in southern Nevada, is set to deliver and integrate behavioral 
health and substance abuse services for our members in Clark County. We selected Harmony 
for the breadth and depth of its affiliated providers and also because of its expertise in and 
commitment to promoting care in the right place at the right time for each member through a 
well-developed provider network.  


We also selected Harmony because its experience spans Medicaid and commercial health 
plans. Its reach into the southern Nevada community fosters continuity of care for members 
who may join Amerigroup as a part of the Medicaid expansion or through the Health 
Insurance Exchange (HIX).  


Further, we will leverage Harmony’s Rapid Response Team, which deploys to hospital EDs to 
immediately assess and coordinate referrals for members who come to the ED for mental 
health or substance abuse issues. This enables us to avoid inappropriate hospitalization by 
swiftly facilitating access to an appropriate level of care such as crisis stabilization with 
follow-up outpatient visits. 
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We also have a dedicated Medical Practice Consultant who serves as a link between the 
different care providers and those who provide services to our members. This consultant can 
reach into the various segments of a member’s care and create synergies and efficiencies that 
create higher quality care at less cost. 


See the Confidential Technical Volume for proprietary information. 
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4.5 NETWORK 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.5-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.5  Network  N/A  5.1.11.4 and 5.1.11.5.A 
4.5.1  The Vendor must adopt practice 
guidelines and protocols which: 


4.5.1.1 – 4.5.1.4  5.1.11.5.A 


4.5.2  The Vendor must: 


4.5.2.1   5.1.11.5.A 
4.5.2.2  5.1.11.1.B and 5.1.11.1.C 
4.5.2.3 – 4.5.2.8  5.1.11.4.D 
4.5.2.9  4.2.1.16 and 4.4.1 
Text following 4.5.2.9  4.5.2     


4.5.3  Network Management 
4.5.3.1 – 4.5.3.2  5.1.11.4.E 
4.5.3.3  5.1.11.4.C  


4.5.4  Subcontractors 
4.5.4.1  5.2 
4.5.4.2  5.2.1.3 
4.5.4.3 – 4.5.4.8  4.5.4 


4.5.5  Access and Availability 
4.5.5.1 – 4.5.5.9  5.1.11.4.D 
4.5.5.10 – 4.5.5.13  4.5.5 


4.5.6  Provider Contracts 


4.5.6.1  4.5.6 
4.5.6.2  4.5.6 and 5.1.11.4.B 
4.5.6.3   4.5.6 and 5.1.11.9 
4.5.6.4  5.1.11.1.D 
4.5.6.5  4.5.6 and 5.1.11.5.A 
4.5.6.6  4.5.6 
4.5.6.7  5.1.11.4.F 
4.5.6.8 – 4.5.6.11  4.5.6 


4.5.7  Provider Directory  N/A  4.5.7 
4.5.8  Provider and Recipient 
Communications 


4.5.8.1 – 4.5.8.2  4.5.8 and 5.1.11.4.E 


4.5.9  Network Maintenance  4.5.9.1 – 4.5.9.3  4.5.9, 5.1.11.4.D‐E, and 
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Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


5.1.11.5.A 
4.5.10  Provider Credentialing  4N/A  5.1.11.5.A 
 


The Vendor is required to establish and manage provider networks in geographically accessible 
locations as specified in NRS 695C.070.11 and 695C.080.2 (a). The Vendor shall maintain a 
network of physicians, hospitals, and other health care professionals and ancillary services 
through which it provides the items and services included in covered benefits in a manner that 
complies with the requirements of this section and meets access standards described in Section 
4.5.5 of this RFP. The Vendor shall ensure that its network providers are appropriately 
credentialed and well coordinated with other network services and services available outside of 
the health plan network. The network shall include an adequate number of PCPs, specialists, and 
hospitals appropriately credentialed as health care professionals located in geographically and 
physically accessible locations to meet the access standards specified in this RFP. The Vendor’s 
management oversight includes, but is not limited to, credentialing, maintenance, provider 
profiling, peer review, dispute resolution and Medical Director Services.  


Network providers will be required to use designated practice guidelines and protocols mutually 
agreeable to the Vendor and DHCFP. Prior to the contract start date the Vendor shall identify the 
practice guidelines it intends to use for acceptance by DHCFP. Submission shall occur after 
awarded contract. The State shall accept or reject within ten (10) business days of receipt. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada has an established and well-managed provider network in place for 
Nevada’s Medicaid and Check Up populations. Our Clark and Washoe County provider 
network currently stands at 13 acute care hospitals, 640 PCPs, 2,098 specialists, and 505 
behavioral health providers. We will continue to monitor our network to ensure it complies 
with the access standards in RFP Section 4.5.5. Our network reflects the requirements for 
geographic access and availability; therefore, we do not have to build a network to meet the 
requirements of the RFP. We are, however, actively recruiting additional provider types for the 
newly covered services.   


Our network includes the full complement of credentialed providers to furnish the covered 
services detailed in RFP Section 4.2.2, Vendor Covered Services, including physicians, 
hospitals, other healthcare professionals, and ancillary providers. Our network also includes 
all Essential Community Providers in our service area, including both of Nevada’s Federally 
Qualified Health Centers (FQHCs). For additional information on our provider network, 
please see Section 5.1.11.4. 







 Tab VI – Section 4 – Scope of Work 
 4.5 Network 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-135 
November 15, 2012 


Our provider network management activities include, but are not limited to, credentialing, re-
credentialing, maintenance, provider profiling (providing practices with information on 
practice patterns), peer review, dispute resolution, and Medical Director services. For 
information on our network management activities, please see Section 5.1.11.4.E. For 
information on our credentialing and re-credentialing, please see Section 5.1.11.5.A. 


Amerigroup Nevada has DHCFP-approved practice guidelines that are currently used by our 
network providers. We will continue to seek and obtain DHCFP approval as required. For 
additional information on practice guidelines, please see Section 5.1.11.5.A. 


4.5.1 Practice Guidelines and Protocols 
The Vendor must adopt practice guidelines and protocols which: 


4.5.1.1 Are based on valid and reliable clinical evidence or a consensus of health care 
professionals in the particular field; 


4.5.1.2 Consider the needs of the Vendor’s members; 


4.5.1.3 Are adopted in consultation with contracting health care professionals; and 


4.5.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup adopts, disseminates, and uses clinical practice guidelines (CPGs) for acute and 
chronic medical and behavioral health conditions. Through a collaborative review process, we 
involve board-certified providers from appropriate specialties in the development and approval 
of the guidelines at both our national and local health-plan levels. Amerigroup Nevada CPGs 
are evidenced-based and known to be effective in improving health outcomes. We determine 
effectiveness of guidelines by scientific evidence or, in the absence of scientific evidence, by 
professional standards or expert opinion.  


Our CPGs address all areas of care provided to Medicaid and Nevada Check Up members 
including medical, behavioral, and preventive services for all ages and demographics. They 
cover the process of care delivery, anticipated outcomes against local and national 
benchmarks, and access to needed care and services. The practice guidelines we currently 
maintain reflect the needs of the RFP’s covered populations such as preventive care and 
immunizations. 
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Our development and update process includes review of government research sources, clinical 
or technical literature, and involvement of board-certified providers from appropriate 
specialties or professional standards.  


We update guidelines at least every two years or sooner if new information is identified or an 
update is required. We conduct literature searches to identify changes to keep the CPGs 
current. We review the updated guidelines by following a collaborative local and national 
review process. Appropriate specialty providers review guidelines and make evidenced-based 
recommendations for change before adoption and dissemination. 


For additional information on practice guidelines, please see Section 5.1.11.5.A. 


4.5.2 Practice Guidelines and Protocols 
The Vendor must:  


4.5.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start 
date and, upon request, to members and potential members, including prior 
authorization policies and procedures; 


4.5.2.2 Ensure that decisions for utilization management, member education, coverage of 
services, and other areas to which the guidelines apply are consistent with the 
guidelines; 


4.5.2.3 Meet and require its providers to meet State standards for timely access to care and 
services, taking into account the urgency of the need for services; 


4.5.2.4 Ensure that its providers offer hours of operation that are no less than the hours of 
operation offered to commercial members or comparable to Medicaid FFS, if the 
provider serves only Medicaid members;  


4.5.2.5 Make services included in the contract available twenty-four (24) hours per day, 
seven (7) days a week, when medically necessary; 


4.5.2.6 Establish mechanisms to ensure compliance by providers; 


4.5.2.7 Monitor providers regularly to determine compliance; 


4.5.2.8 Take corrective action if there is a failure to comply by network providers; and 


4.5.2.9 Participate in state and federal efforts to promote the delivery of services in a 
culturally competent manner to all members, including those with limited English 
proficiency and diverse cultural and ethnic backgrounds.  
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Figure 4.5.2-1. We Educate Providers on 
Guidelines 


The Vendor may not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his/her license or certification under applicable State 
law, solely on the basis of that license, specialty or certification. If the Vendor declines to 
include an individual or groups of providers in its network, it must give the affected network 
provider(s) written notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed 
to require the Vendor to contract with providers beyond the number necessary to meet the needs 
of its members; or, preclude the Vendor from using different reimbursement amounts for 
different specialties or for different practitioners in the same specialty; or, preclude the Vendor 
from establishing measures that are designed to maintain quality of services and control costs 
and are consistent with its responsibilities to members. 


The Vendor must provide to the State supporting documentation, in a format specified by the 
State, which demonstrates it has the capacity to serve the expected enrollment in its service area 
in accordance with the State’s standards for access to care. Such documentation must 
demonstrate that the Vendor offers an appropriate range of preventive, primary care, and 
specialty services and maintains a network of providers that is sufficient in number, mix, and 
geographic distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a contract with the 
State and at anytime thereafter when there has been a significant change, as defined by the State, 
in the Vendor’s operations that would affect adequate capacity and services. A significant change 
includes but may not be limited to: changes in the Vendor’s services, benefits, geographic 
service area or payments; or, enrollment of a new population in the network. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Disseminating Practice 
Guidelines (§4.5.2.1) 


We distribute guidelines to newly contracted 
providers by publishing them on our 
provider website. Within 60 days of adoption 
of a new or updated CPG, we notify 
providers that the new or updated CPG is 
available on the provider website. We also 
communicate specific guideline elements 
and areas of focus through broadcast faxes 
and special mailings. We then initiate 
provider broadcast notification of updates at 
the plan level. We use CPG links to 
resources when possible on all electronic 
transmissions to providers and the website, 
and we send new providers all current CPGs. 
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Amerigroup Nevada documents the dissemination of all CPGs to providers. CPGs also are 
available to members, upon request. 


Figure 4.5.2-1 provides an example of a recent provider alert we faxed providers to educate 
them on the use of guidelines. 


The CPGs, once adopted or revised, are incorporated into the benchmarks for monitoring 
utilization and performance improvements and become a measurement or goal within our 
Quality Management Work Plan, Performance Improvement Projects, and quality 
management activities. 


For additional information on practice guidelines, please see Section 5.1.11.5.A.  


Ensuring Decisions are Consistent with Guidelines (§4.5.2.2) 


Amerigroup’s Medical Policy Committee (MPC) reviews, updates when appropriate, and 
approves criteria and guidelines. The MPC seeks input from the Nevada Medical Advisory 
Committee (MAC), representing practitioners with knowledge of local delivery systems. The 
MPC also reviews and approves policies and procedures for application of medical necessity 
criteria annually. 


Our Nevada MAC, which consists of local providers who review new medical technologies and 
requests for change to corporate-approved clinical practice guidelines based on the local 
demographic and epidemiologic needs of our members. The MAC uses ongoing peer review to 
assess levels of care and quality of care provided and monitors practice patterns and drug 
utilization to identify appropriateness of care and improvement/risk prevention activities, 
including review of clinical study design and results as well as development and approval of 
action plans/recommendations regarding quality improvement studies. Our Medical Director 
chairs the MAC ,which meets a minimum of six times each year. 


Medical Necessity and Utilization Management 


As a participant in Nevada’s Medicaid Managed Care program since 2009, Amerigroup 
Nevada has fully integrated our clinical criteria for medical necessity and service utilization 
requests with DHCFP’s Medicaid Services Manual (MSM).  


Our primary guidelines for medical necessity are those outlined in the MSM. Augmenting the 
MSM, Amerigroup will use InterQual® Level of Care and Behavioral Health guidelines and 
Aetna’s Clinical Policy Bulletins to review medical necessity and appropriateness of health 
services. 
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We conduct annual inter-rater reliability (IRR) reviews to evaluate the consistency with which 
healthcare professionals apply medical necessity criteria in decision-making by assessing 
physician and non-physician reviewers’ application of medical necessity criteria. All licensed 
clinical utilization management staff who apply medical necessity criteria participate in the 
inter-rater reliability evaluation process. Our 2012 IRR assessment validated that 100 percent 
of IRR scores for Amerigroup Nevada exceeded our compliance threshold. No follow-up 
action was indicated by the audit.  


Clinical Practice Guidelines 


The Amerigroup MPC maintains oversight of the CPG review process. CPGs are made 
available within the case management documentation system for reference by health plan 
employees including Case Managers and our Medical Director. A full discussion of our CPGs 
is documented in the provider manual that includes our network providers’ use of CPG’s for 
each population we serve.  


For information on how we ensure that decisions consistent with guidelines, please see 
Sections 5.1.11.1.B and 5.1.11.1.C. 


Ensuring Providers Meet Standards (§4.5.2.3 – §4.5.2.8) 


Our provider agreements require all Amerigroup Nevada network providers to abide by all 
DHCFP appointment standards. We educate providers on these standards through initial and 
recurring provider training and the Provider Policy and Procedure Manual (provider 
manual), which we incorporate by reference as part of the provider agreement. Amerigroup 
Nevada’s provider newsletters supplement providers’ initial orientation training and serve as 
recurring reminders for timely scheduling of routine appointments and triage requirement 
standards. 


We use information from our Provider Relations, Medical Management, Quality 
Management, and Member Services business areas to identify opportunities to improve the 
network and address deficiencies. We carefully review the results of our annual member 
satisfaction surveys and we route any grievances about PCPs or access to services to our 
Provider Relations Department for investigation and follow-up.  


Amerigroup conducts annual audits of a random, statistically valid sampling of PCPs and 
specialists to assess appointment availability and after-hours coverage. In our last audit of 
appointment availability: 


 95.8 percent of PCPs and 100 percent of specialists were compliant for appointment 
availability for routine care 
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 96.4 percent of PCPs and 100 percent of specialists were compliant with seeing 
members within one hour of their appointment time 


 98.2 percent of PCPs and 100 percent of specialists were compliant for after-hours 
access 


When we identify providers who are out of compliance with standards, our Provider Relations 
Representatives visit them in person and present a letter requesting corrective action plans. 
The Provider Relations team continues to monitor compliance and then re-surveys the 
providers after 90 days to verify that they are in compliance. Ultimately, we remove providers 
from our network if they do not meet access standards or do not take action to meet the 
standards.  


For additional information on how we ensure that our provider network meets standards for 
timely access to care and services, please see Section 5.1.11.4.D. 


Promoting the Delivery of Culturally Competent Services (§4.5.2.9) 


Amerigroup Nevada promotes the delivery of culturally competent services. We provide 
members with oral translation services in more than 170 languages and written translations in 
all prevalent languages. For information on our services for non-English speaking members, 
please see Section 4.4.1. 


Amerigroup Nevada is working closely with the Mexican Consulate and the Latin Chamber of 
Commerce to develop a comprehensive Hispanic Outreach and Education program. In this 
population, both diabetes and asthma are viewed as stigmas and resulted in reduced timely 
and preventive services related to both conditions. With that in mind, we are collaborating 
with the Consulate and the Chamber in developing an outreach educational program specific 
to this population and implemented by our Promotoras employees. This program will be 
implemented by December 2012 . For information on our cultural competency plan, please see 
Section 4.2.1.16. 


Non-discrimination of Providers 


Amerigroup performs non-discriminatory credentialing and re-credentialing. Our selection 
and retention criteria and policies and procedures comply with 42 CFR 438.214(c) and NCQA. 
Our policies avoid discrimination against a provider due to the fact that the provider serves 
high-risk populations or specializes in costly conditions. We provide written notice to providers 
whom we deny participation in our network in accordance with 42 CFR 438.12. 


We maintain compliance through our credentialing quality program, which monitors the 
program accuracy of the Credentialing Department’s administrative functions and compliance 
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with policies and procedures. We also monitor individual Credentialing Specialists for quality. 
This program oversight will detect any opportunity for discriminatory practices before Medical 
Director or Credentialing Committee decisions. 


In 2012, Amerigroup’s Credentialing Department will be conducting a retrospective audit of 
denied and approved files throughout the entire credentialing process to assess compliance 
with the new NCQA requirement regarding discriminatory practices. We will share results of 
the audit with each health plan’s Credentialing Committee and with the Office of Business 
Ethics (Chief Compliance Officer) to ensure compliance, and we will research any identified 
issues and make changes to policy and process as appropriate.  


Demonstrating Amerigroup’s Capacity to Serve Expected Enrollment  


We perform this analysis quarterly to verify that our existing network includes sufficient 
numbers of providers with adequate capacity to provide timely access to care in accordance 
with DHCFP requirements. We will provide DHCFP supporting documentation of our 
capacity to serve expected enrollment in accordance with DHCFP standards.  


We closely monitor for significant change by re-verifying that our network continues to meet 
adequacy requirements after every provider termination. If we identify a significant change, 
our Provider Relations employees promptly develop a detailed action plan. The action plan 
identifies staffing, responsibilities, resources, and a timeline to remedy the deficiency. We also 
will submit documentation to DHCFP when our network experiences significant change, as 
defined by the State. 


4.5.3 Network Management 
Amerigroup Nevada has a comprehensive network management program in place in Nevada. 
Our network management activities ensure that providers comply with DHCFP and 
Amerigroup Nevada standards.  


We have a fully-staffed, highly qualified Provider Relations team in Nevada that understands 
the local provider community. We employ an on-the-ground approach and we have developed 
deep roots in the Nevada provider community to facilitate communication and build trust. Our 
health plan representatives are out in the community, meeting face-to-face with providers. So 
far this year, our Provider Relations Representatives have visited more than 700 physician 
practices. 
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Primary Care Provider (PCP) or Primary Care Site 
(PCS) Responsibilities (§4.5.3.1) 


The PCP or a physician in a PCS serves as the recipient’s initial point of contact with the 
Vendor. As such, the PCP or the physician at the PCS is responsible for the following: 


A.  Delivery of covered medically necessary, primary care services and preventive 
services, including EPSDT screening services; 


B.  Provision of twenty-four (24)-hour, seven (7) days per week coverage; 


C.  Referrals for specialty care and other covered medically necessary services in the 
managed care benefit package; 


D.  Members shall be allowed to self-refer for family planning, obstetrical, 
gynecological, mental health and substance abuse services, within the Vendor’s 
network; 


E.  Continuity and coordination of the enrolled recipient’s health care; and 


F.  Maintenance of a current medical record for the enrolled recipient, including 
documentation of all services provided by the PCP, and specialty or referral services, 
or out-of-network services such as family planning and emergency services. 


Although PCPs must be given responsibility for the above tasks, the Vendor must agree to retain 
responsibility for monitoring PCP and PCS activities to ensure they comply with the Vendor’s 
and the State’s requirements. The Vendor is prohibited from imposing restrictions on the above 
tasks.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We agree to retain responsibility for monitoring PCP and PCS activities to ensure they comply 
with Amerigroup Nevada and State requirements. Amerigroup Nevada does not impose 
restrictions on tasks contained in RFP Section 4.5.3.1. 


Amerigroup conducts annual audits of a random, statistically valid sampling of PCPs to assess 
appointment availability and after-hours coverage. In our last audit of appointment 
availability 98.2 percent of PCPs were compliant for after-hours access 


We have fully responded to this SOW requirement in §5.1.11.4.E. 
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Laboratory Service Providers (§4.5.3.2) 


The Vendor shall ensure that all laboratory testing sites providing services under this contract 
have a valid Clinical Laboratory Improvement Amendments (CLIA) certificate, a CLIA 
identification number, and comply with CLIA regulations as specified by 42 CFR Part 493. The 
Vendor shall provide to DHCFP, on request, copies of certificates of any laboratories with which 
it conducts business.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


We have fully responded to this SOW requirement in Section 5.1.11.4.E. 


Essential Community Providers (§4.5.3.3) 


Examples of Essential Community Providers are listed in Attachment N. An essential 
community provider is defined as a provider: 


A.  That accepts patients on a sliding scale fee, determined on the income of the patient; 


B.  That does not restrict access or services due to financial limitations of a patient; and 


C.  That can demonstrate to DHCFP that the restriction of patient base from this provider 
would cause access problems for either Medicaid or low-income patients. 


   The Vendor is required to negotiate in good faith with all of the following essential community 
providers who are located in the plan’s geographic service area(s): 


D.  A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to 
provide health care services;  


E.  The University Medical Center of Southern Nevada to provide inpatient and 
ambulatory services; 


F.  The University of Nevada School of Medicine (UNSOM) System, including Mojave 
Mental Health clinics, to provide health care and behavioral health care services;  


G.  University of Nevada, Las Vegas, School of Dentistry; 


H.  School-Based Clinics;  


I.  Mental Health and Developmental Services Division (MHDS); 


J.  Health Division; 


K.  Substance Abuse Prevention and Treatment Agency (SAPTA); 
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L.  Division of Child and Family Services;  


M.  County Child Welfare Agencies; and 


N.  Any health provider designated by DHCFP as an essential community provider. 
DHCFP will notify the Vendor of providers designated by DHCFP as essential 
community providers.  


O.  At the States option, the Vendor may be required to contract with other agencies 
within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals 
(DSH), or various Washoe and Clark County entities in providing medically 
necessary services, including behavioral health. If this option is exercised and there is 
any resulting additional expense incurred by the vendor, the DHCFP will adjust the 
capitation rate so that it remains actuarially sound. 


P.  Negotiating in good faith requires, at a minimum, offering contracts that are at least 
as beneficial to the provider as contracts with other providers in the same geographic 
area for similar services. Providers who work through one of the essential community 
providers must be negotiated in good faith. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


All Essential Community Providers in our service area already participate in our network. In 
fact, both of Nevada’s FQHCs participate in our network, with more than 5,300 of our 
members assigned to them. And, at University Medical Center, more than 1,000 deliveries 
have taken place for Amerigroup Nevada members. Essential Community Providers in our 
network include: 


 Nevada Health Centers (FQHC) 


 Health Access Washoe County (FQHC) 


 University Medical Center of Southern Nevada and its affiliated primary care and 
urgent care centers (Quick Care) 


 University of Nevada School of Medicine, University Health System 


 University of Nevada School of Medicine, Mojave Mental Health Clinics 


 University of Nevada, Las Vegas, School of Dentistry 


 Southern Nevada Health District 


 Washoe County District Health 


 Northern Nevada Adult Mental Health Services 


 Southern Nevada Adult Mental Health Services 
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Amerigroup Nevada fully supports the mission of SBCHS in Nevada. We are actively working 
to sponsor a school-based healthcare center and anticipate finalizing our agreement by the 
end of 2012. This includes weekly meetings with one of our Amerigroup Real Solutions® 
Medical Home, an Essential Community Provider, with whom we are working to sponsor a 
school-based healthcare center. 


We have fully responded to this SOW requirement in Section 5.1.11.4.C. 


4.5.4 Subcontractors 
All Subcontracts, including delegation agreements, must be in writing, must be prior approved 
by the DHCFP, and must contain all applicable items and requirements as set forth in the 
DHCFP Managed Care Contract, as amended. The Vendor may not delegate any item or 
requirement in the DHCFP Managed Care Contract to any subcontractor or network provider 
without the express, written approval of the DHCFP. The Vendor’s failure to obtain advance 
written approval of a Subcontract from the DHCFP will result in the application of a penalty 
equal to one (1) month’s current capitation payment for an adult female TANF recipient for each 
day that the subcontractor was in effect without the DHCFP’s approval. Without limitation the 
Vendor must make all Subcontracts available within five (5) business days of a request by the 
DHCFP. This includes but is not limited to administrative, technical and medical providers. 


The Vendor may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes 
Capitation payments to the Vendor. Notwithstanding the use of subcontractor(s), the Vendor 
accepts and acknowledges its obligation and responsibility under this Contract as follows:  


4.5.4.1 For the provision of and/or arrangement for the services to be provided under this 
Contract; 


4.5.4.2 For the evaluation of the prospective subcontractor’s ability to perform the activities 
to be delegated; and 


4.5.4.3 For the payment of any and all claims payment liabilities owed to providers for 
services rendered to enrolled recipients under this RFP, for which a subcontractor is 
the primary obligor provided that the provider has exhausted its remedies against the 
subcontractor; provided further that such Provider would not be required to continue 
to pursue its remedies against the subcontractor in the event the subcontractor 
becomes insolvent, in which case the provider may seek payment of such claims from 
the Vendor. For the purposes of this section, the term “Insolvent” shall mean: 


A.  The adjudication by a court of competent jurisdiction or administrative tribunal of a 
party as a bankrupt or otherwise approving a petition seeking reorganization, 
readjustment, arrangement, composition, or similar relief under the applicable 
bankruptcy laws or any other similar, applicable Federal or State law or statute; or 
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B.  The appointment by such a court or tribunal having competent jurisdiction of a 
receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or any 
substantial part of its property upon the application of any creditor or other party 
entitled to so apply in any insolvency or bankruptcy proceeding or other creditor’s 
suit. 


4.5.4.4 For the oversight and accountability for any functions and responsibilities delegated 
to any subcontractor. The Vendor shall indemnify and hold the State of Nevada, the 
DHCFP and their officials, representatives and employees harmless from any and all 
liabilities, losses, settlements, claims, demands, and expenses of any kind (including 
but not limited to attorneys’ fees) which are related to any and all claims payment 
liabilities owed to providers for services rendered to enrolled recipients under this 
RFP for which a subcontractor is the primary obligor, except to the extent that the 
Vendor and/or subcontractor has acted with respect to such provider claims in 
accordance with the terms of this RFP. 


4.5.4.5 Subcontracts which must be submitted to the DHCFP for advance written approval 
include any subcontract between the Vendor, excluding network provider contracts, 
and any individual, firm, corporation or any other entity engaged to perform part or 
all of the selected Vendor’s responsibilities under the DHCFP Managed Care 
Contract. This provision includes, but is not limited to, contracts for vision services, 
dental services, mental or behavioral health services, claims processing, member 
services, provider services, and/or pharmacy services. This provision does not 
include, for example, purchase orders. In addition, the Vendor must provide written 
information to the DHCFP prior to the awarding of any contract or Subcontract 
regarding the disclosure of the Vendor’s ownership interests of five percent (5%) or 
more in any delegated entity or Subcontractor.  


4.5.4.6 As part of its provider contracting and subcontracting, the Vendor agrees that it shall 
comply with the procedures set forth in Attachment D, Contract Form. 


4.5.4.7 Subcontractor contracts may not be structured to provide financial or other incentives 
to providers and subcontractors for denying or limiting services. 


4.5.4.8 The use of “gag” clauses in subcontractor contracts is prohibited. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


Our current subcontracts have been approved by DHCFP and contain all applicable 
requirements contained in our current Contract. We will continue to provide DHCFP all 
subcontractor agreements for prior approval and make subcontracts available to DHCFP 
within five business days of request. 


And, although RFP Sections 4.5.4.7 and 4.5.4.8 are new to this RFP and not included in 
Amerigroup Nevada’s current Contract with the State, our DHCFP-approved subcontracts 
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and provider contracts do not contain incentives for denying or limiting services or “gag” 
clauses. 


For information on our subcontractors, please see Section 5.2. 


Contracted Services Responsibilities (§4.5.4.1) 
Amerigroup Nevada acknowledges that we are fully responsible for all services covered under 
the Contract.  


We carefully select subcontractors that we are confident will provide the highest quality of 
services and support to our members. We have a rigorous process for selecting our 
subcontractors and perform numerous pre-delegation audits and reviews prior to “go-live” of 
a subcontract.  


We propose to continue to use the same seven subcontractors for this Contract that we 
currently use for our current Contract with DHCFP, Table 4.5.4-1 includes the name of the 
subcontractor and a brief description of the services they will perform.  


Table 4.5.4-1. Amerigroup Nevada Subcontracted Services 


Amerigroup Nevada 
Subcontractors 


Subcontracted Services 


 Amerigroup Corporation  Claims services  
Credentialing 
Legal and regulatory services 
Medical services 


CVS CareMark  Pharmacy services 
Connextions  Nurse helpline 


Disease management 
eyeQuest  Vision services 
National Imaging Associates (NIA)  Radiology services 
Scion Dental  Dental services 
Voiance Language Services, LLC  Over‐the‐phone interpreter services 


Our contractual agreements with our subcontractors include and will continue to include all 
terms and conditions required by DHCFP.  


For information on our subcontractors, please see Section 5.2. 


  







 Tab VI – Section 4 – Scope of Work 
 4.5 Network 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-148 
November 15, 2012 


Evaluation of Subcontractor Performance (§4.5.4.2) 
We will continue to apply the rigorous oversight that we have had in place for almost four 
years in Nevada. We acknowledge that Amerigroup Nevada is fully accountable for the 
performance of subcontracts under our Contract, and we maintain a structured process to 
screen, select, and monitor the performance of our subcontractors. Amerigroup’s Vendor 
Selection and Oversight Committee (VSOC) supports the health plan and maintains stringent 
subcontractor screening and evaluation protocols. The VSOC is an interdisciplinary team of 
employees who manage subcontractors and monitor delegated activities.  


The VSOC scrutinizes potential subcontractors, including past performance to verify their 
ability to perform the delegated activities. Potential subcontractors must successfully complete 
a rigorous screening process, including multiple pre-delegation audits and readiness reviews 
prior to serving our members. The Nevada Plan Compliance Officer and AVP Health Plan 
Operations participate on VSOC work groups to verify that subcontracts meet all DHCFP 
requirements.  We regularly assess the performance of each subcontractor to verify that they 
continue to meet standards. In addition to VSOC oversight, designated health plan contacts in 
Nevada monitor quarterly subcontractor reports to evaluate performance and participate in 
joint operations meetings to review subcontractor performance.  


For more information on how we monitor subcontracts, please see Section 5.2.1.3. 


Other Vendor Obligations (§4.5.4.3 – §4.5.4.8) 
Amerigroup Nevada currently complies with theses requirement and will continue to do so 
under the new Contract. 


Amerigroup Nevada acknowledges our responsibility for claims payments for covered services 
rendered under our subcontractor agreements if the provider of services is not reimbursed by 
our insolvent subcontractor.  
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4.5.5 Access and Availability 


Network Access and Adequacy (§4.5.5.1 – §4.5.5.7) 


The Vendor shall: 


4.5.5.1 Ensure adequate physical and geographic access to covered services for enrolled 
recipients. 


4.5.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure 
compliance with access standards, and take appropriate corrective action, if 
necessary, to comply with such access standards.  


4.5.5.3 Partner actively with DHCFP, community providers and stakeholders to identify and 
address issues and opportunities to improve health care access and availability for 
Medicaid and CHIP members.  


4.5.5.4 The Vendor will assure access to health screenings, reproductive services and 
immunizations through county and state public health clinics. 


4.5.5.5 Promotion of care management and early intervention services may be accomplished 
by completing welcome calls and/or visits to new members. This method ensures that 
an orientation with emphasis on access to care, choice of PCP and availability of an 
initial health risk screening occurs proactively with each member who becomes 
enrolled. If a screening risk level determines need for further care management a care 
management referral will be completed.  


4.5.5.6 Maintain an adequate network that ensures the following: 


A.  PCP-To-Recipient Ratios 


The Vendor must have at least one (1) full-time equivalent (FTE) primary care provider, 
considering all lines of business for that provider, for every one thousand five hundred (1,500) 
members per service area. However, if the PCP practices in conjunction with a health care 
professional the ratio is increased to one (1) FTE PCP for every one thousand eight hundred 
(1,800) recipients per service area. 


B.  PCP Network Requirements 


Demonstrate that the capacity of the PCP network meets the FTE requirements for accepting 
eligible recipients per service area. This ratio cannot exceed the FTE requirement. In no case 
may a single provider accept more members than allowed by the FTE requirement.  


C.  Primary Care Provider Participation 
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Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must 
contractually agree to accept eligible recipients. At least fifty percent (50%) of the 
aforementioned PCPs must accept eligible recipients at all times. If the Vendor has a contract 
with a Federally Qualified Health Center (FQHC) and/or the University of Nevada Medical 
School, the physicians of these two (2) organizations can be counted to meet the fifty percent 
(50%) participation and fifty percent (50%) acceptance requirement. DHCFP or its designee may 
audit the Vendor’s network monitoring tool for compliance. 


D.  Physician Specialists 


The Vendor must provide access to all types of physician specialists for PCP referrals, and it 
must employ or contract with specialists, or arrange for access to specialty care outside of the 
Vendor’s network in sufficient numbers to ensure specialty services are available in a timely 
manner. The Vendor should provide access to at least two specialists/subspecialists in their 
service areas. The minimum ratio for specialists (i.e., those who are not PCPs) is one (1) 
specialist per one thousand five hundred recipients per service area (1:1,500). 


These ratios may be adjusted by DHCFP for under-served areas, upon the analysis of physician 
specialist availability by specific service area. 


4.5.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of 
urgency, as follows: 


A.  Emergency Services  


Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven (7) 
days a week, with unrestricted access, to enrolled recipients who present at any qualified 
provider, whether a network provider or a out-of-network provider.  


B.  PCP Appointments 


   1. Same-day, medically necessary, primary care provider appointments;  


   2. Urgent care PCP appointments are available within two (2) calendar days; and 


   3. Routine care PCP appointments are available within two (2) weeks. The two (2) week 
standard does not apply to regularly scheduled visits to monitor a chronic medical 
condition if the schedule calls for visits less frequently than once every two (2) 
weeks. 


C.  Specialist Appointments 


For specialty referrals to physicians, therapists, behavioral health services, vision services, and 
other diagnostic and treatment health care providers, the Vendor shall provide: 


   1. Same day, medically necessary appointments within twenty-four (24) hours of 
referral; 
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   2. Urgent care appointments within three (3) calendar days of referral; and 


   3. Routine appointments within thirty (30) calendar days of referral. 


Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


D.  Prenatal Care Appointments 


Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows: 


   1. First trimester within seven (7) calendar days of the first request; 


   2. Second trimester within seven (7) calendar days of the first request; 


   3. Third trimester within three (3) calendar days of the first request; and 


   4. High-risk pregnancies within three (3) calendar days of identification of high risk by 
the Vendor or maternity care provider, or immediately if an emergency exists. 


E.  Dental Appointments: 


Dental care shall be provided immediately for dental emergencies, urgent care or referral 
appointments within three (3) calendar days and routine appointments with dentists and dental 
specialists shall be provided within thirty (30) calendar days or sooner if possible. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


Amerigroup Nevada takes several steps to ensure that once contracted, we maintain an 
adequate network that meets DHCFP and Amerigroup Nevada physical and geographic 
access standards. 


 PCPs. 100 percent of our Clark County members and 99.9 percent of our Washoe 
County members have access to a PCP within 25 miles of home. Amerigroup Nevada 
has contracts with both of Nevada’s FQHCs and the University of Nevada School of 
Medicine, University Health System, which satisfies DHCFP’s 50 percent participation 
and 50 percent acceptance requirement. We also have a high rate of open PCP panels 
at 89 percent. 


 Physician Specialists. Amerigroup Nevada’s 
network of specialists in Clark and Washoe 
counties is 100 percent compliant with DHCFP 
access standards. On average, members have access 
to a specialist within a 0.9 mile radius, and at least 
two specialists within a 1.2 mile radius.  
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Amerigroup Nevada routinely monitors and evaluates provider adherence to appointment 
standards. In our last audit of appointment availability: 


 95.8 percent of PCPs and 100 percent of specialists were compliant for appointment 
availability for routine care 


 98.2 percent of PCPs and 100 percent of specialists were compliant for after-hours 
access 


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


Appointment Standards (§4.5.5.8) 


The Vendor shall have established written policies and procedures: 


A.  Disseminating its appointment standards to all network providers, and must assign a 
specific staff member of its organization to ensure compliance with these standards 
by the network.  


B.  Concerning the education of its provider network regarding appointment time 
requirements, the Vendor shall: 


   1. Monitor the adequacy of its appointment process and compliance; and  


   2. Implement a Plan of Correction (POC) when appointment standards are not met. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


Office Waiting Times (§4.5.5.9) 


The Vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or 
specialist’s office is no more than one (1) hour from the scheduled appointment time, except 
when the provider is unavailable due to an emergency. Providers are allowed to be delayed in 
meeting scheduled appointment times when they “work in” urgent cases, when a serious problem 
is found, or when the patient has an unknown need that requires more services or education than 
was described at the time the appointment was scheduled. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. In our last audit of office waiting times, 96.4 percent of PCPs and 100 
percent of specialists met the office waiting time standard. 







 Tab VI – Section 4 – Scope of Work 
 4.5 Network 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-153 
November 15, 2012 


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


Access Exceptions (§4.5.5.10) 


Document and submit to DHCFP, in writing, justification for exceptions to access standards set 
forth in Section 4.5.5 of this RFP. Such justifications shall include alternative standards that are 
equal to or better than the usual and customary community standards for accessing care. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Provider Terminations (§4.5.5.11) 


The Vendor must give written notice of termination of a contracted provider, within fifteen (15) 
days of receipt or issuance of the termination notice, to each member who received his/her 
primary care from, or was seen on a regular basis by the terminated provider. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


When providers terminate from our network, we take careful steps to ensure that members 
smoothly transition to a new provider. Detailed policies and procedures guide our steps to: 


 Identify Affected Members. We run a report to identify all members who are assigned 
to the PCP. For specialist terminations, we will run a report that will identify all 
members with four or more claims from the provider within the last 12 months. In 
addition, our Provider Relations Representatives work with the case management team 
to ensure that we identify any recent authorization requests or referrals to the 
terminating provider.  


 Notify Affected Members. We provide written and verbal notification to all identified 
members within 15 days of receipt or issuance of the termination notice. We mail a 
letter that explains the provider’s termination and gives instructions for selection of a 
new provider. If the member is receiving case management, the letter will also include 
the case manager’s name and telephone number for follow up. The member’s case 
manager will also telephone each member, or family member/caregiver, to notify them 
of the termination and answer any questions.  
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Notification of Significant Network Changes (§4.5.5.12) 


The Vendor will notify DHCFP’s designated staff, within one (1) working day, of any 
unexpected change that would impair its provider network. This notification shall include: 


A.  Information about the nature of the change and how the change will affect the 
delivery of covered services; and 


B.  The Vendor’s plans for maintaining the quality of member care if the provider 
network change is likely to result in deficient delivery of covered services. 


The Vendor must notify DHCFP of any change in its network that will substantially affect the 
ability of recipients to access services as soon as the change is known, or not later than fourteen 
(14) days prior to the change. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Once contracted, we maintain a very high level of provider 
retention; in the last year, only one percent of our providers 
elected to terminate their participation in our network.  


We closely monitor for significant change by re-verifying that 
our network continues to meet adequacy requirements after 
every provider termination. If we identify a significant change, 
our Provider Relations employees promptly develop a detailed action plan. The action plan 
identifies staffing, responsibilities, resources and a timeline to remedy the deficiency. 


We will notify DHCFP’s designated staff within required timeframes of any unexpected 
change that would impair our provider network or substantially affect the ability of our 
member’s to access services in accordance with the requirements of RFP Section 4.5.5.12. 
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Prohibited Practices (§4.5.5.13) 


The Vendor shall take affirmative action so that recipients are provided access to covered 
medically necessary services without regard to race, national origin, creed, color, gender, sexual 
preference, religion, age, health status, physical or mental disability, except where medically 
indicated. Prohibited practices include, but are not limited to, the following: 


A.  Denying or not providing an enrolled recipient a covered service or available facility; 


B.  Providing an enrolled recipient a covered service which is different, or is provided in 
a different manner, or at a different time from that provided to other recipients, other 
public or private patients, or the public at large; 


C.  Subjecting an enrolled recipient to segregation or separate treatment in any manner 
related to the receipt of any covered medically necessary service, except where 
medically indicated; 


D.  The assignment of times or places for the provision of services on the basis of race, 
national origin, creed, color, gender, sexual preference, religion, age, physical or 
mental disability, or health status of the recipient to be served;  


E.  The Vendor may not prohibit, or otherwise restrict, a health care professional acting 
within the lawful scope of practice, from advising or advocating on behalf of a 
member who is his or her patient: 


   1. For the member's health status, medical care, or treatment options, including any 
alternative treatment that may be self-administered; 


   2. For any information the member needs in order to decide among all relevant 
treatment options; 


   3. For the risks, benefits, and consequences of treatment or non-treatment; and 


   4. For the member's right to participate in decisions regarding his or her health care, 
including the right to refuse treatment, and to express preferences about future 
treatment decisions. 


F.  Charging a fee for a medically necessary covered service or attempting to collect a 
co-payment. Subject to the maximum allowable charges specified in 42 CFR 447.54 
(a) and (b), Title XXI recipients may be required to pay income-related deductible, 
coinsurance or co-payment charges. In accordance with 42 CFR 447.50-60 the cost 
sharing for title XIX recipients under managed care will be no more than cost sharing 
permitted under FFS. 


If the Vendor knowingly executes a subcontract with a provider with the intent of allowing, 
encouraging, or permitting the subcontractor to implement unreasonable barriers or segregate 
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(i.e., the terms of the subcontract are more restrictive than the Vendor’s contract with DHCFP or 
incentives or disincentives are structured to steer enrolled recipients to certain providers) the 
Vendor will be in default of its contract with DHCFP. In addition, if the Vendor becomes aware 
of any of its existing subcontractors’ failure to comply with this section and does not take 
immediate action, it will be in default of its contract with DHCFP.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada takes affirmative measures so that members receive access to covered 
medically necessary services in accordance with the requirements in RFP Section 4.5.5.13.  


We understand the requirements surrounding subcontractors describe in RFP Section 4.5.5.13 
and that we will be in default of our Contract with DHCFP should we not abide by them. 


4.5.6 Provider Contracts 


Executing and Maintaining a Sufficient Number of 
Providers for Term of Contract (§4.5.6.1) 


The Vendor will execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers 
to provide enrolled recipients with all medically necessary covered services. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We will continue to ensure that our network includes sufficient numbers of 
appropriately credentialed, licensed, or otherwise qualified providers to furnish members with 
all medically necessary covered services. 


For additional information on our provider contracts, including base provider contracts, 
please see Section 5.1.11.4.B. 
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Copy of Base Provider Contract (§4.5.6.2) 


The Vendor will provide, for DHCFP’s review, a copy of its base provider contract prior to 
execution. In addition, prior to distributing or executing any substantive changes or 
amendments to the base contract, the Vendor shall submit drafts of standard language 
for any such contract to DHCFP for review. Provider contracts must meet all state 
and federal requirements. The Vendor shall submit any of its provider contracts to the 
DHCFP upon request.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada has submitted our written provider contract templates to DHCFP and the 
most recent contracts were approved for use in August 2012. We believe our current base 
contracts are fully compliant with the RFP; however, we will make any revisions necessary to 
comply with future DHCFP requirements. 


See Attachments 5.1.11.4.1 – 5.1.11.4.3  for sample base network provider contracts. 


Timing of Provider Recruitment (§4.5.6.3) 


The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to 
providers who are not currently participating in DHCFP’s medical assistance programs or have a 
signed agreement but do not actively accept eligible recipients. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada already has a comprehensive, established network of providers in place in 
Clark and Washoe counties to serve Medicaid and Nevada Check Up recipients. Our network 
currently meets, and often exceeds, requirements for access and availability; therefore, we will 
not have to build a network to meet the requirements of the RFP. We are, however, actively 
recruiting additional provider types for the newly covered services including orthodontia, 
hospice, methadone treatment, and nursing facilities.   


We employ various measures to continue to expand our network to serve our current member 
population. This includes inviting out-of-network providers to join our network by negotiating 
single case agreements.  


We also regularly reach out to providers who do not participate in DHCFP’s medical 
assistance program to encourage participation. We will expand our provider network to meet 
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any future changes in covered services, geographic service area, covered population, and 
legislative requirements. For additional information on our process for network expansion, 
please see Section 5.1.11.9. 


Single Case Agreements (§4.5.6.4) 


Prior to becoming a network provider, a provider who is a non-Medicaid provider must be 
referred to DHCFP for completion of the Medicaid provider enrollment. However, Vendors may 
enter into single case agreements with non-Medicaid providers as needed. Any provider located 
outside of the state of Nevada must be licensed in their home state of practice in order to enter 
into a single case agreement with a Vendor.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


When an Amerigroup Nevada network provider is not available to meet a member’s non-
emergency needs, we refer that member to an out-of-network provider through a single case 
agreement. All members can access medically necessary emergency care at any provider 
regardless of the provider’s participation in our network.  


Upon receipt of a request for authorization of non-emergent services from an out-of-network 
provider, our care coordination employees verify member eligibility. We also verify provider 
licensure and confirm that the provider does not appear on any governmental exclusion lists. 
If sanctions exist or if we identify an issue regarding appropriate licensure, we inform the 
requestor that we cannot approve the out-of-network service, and we locate an alternative 
provider. 


Upon verification of eligibility, licensure, and lack of sanctions, care coordination employees 
forward the case to our Out-of-Network Coordination Nurse to review and discuss with our 
Medical Director. We have designated the Out-of-Network Coordination Nurse as the single 
point of contact for this role to foster consistency in single case agreement processing, 
streamline and expedite the process, and encourage relationship-building with non-network 
office employees to ease the process. 


If the Medical Director deems that the non-emergent service from the out-of-network provider 
is medically necessary, we negotiate and execute a single case agreement.  


To ensure timeliness of single case agreements, our Out-of-Network Coordination Nurse daily 
reviews reports that track aging of open cases to set priorities and focuses on those that 
require immediate action. The nurse also reviews system-generated logs to identify and resolve 
potential barriers to timely case closure. Finally, we monitor data in weekly or monthly reports 
to identify trends that might indicate problems with current processes or workload distribution. 
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For additional information on our process for single case agreements, please see Section 
5.1.11.1.D. 


Policies and Procedures for Monitoring Providers 
(§4.5.6.5) 


The Vendor must also have written policies and procedures for monitoring its providers, and for 
disciplining providers who are found to be out of compliance with the Vendor’s medical 
management standards. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Comprehensive, written policies and procedures guide our activities to monitor, evaluate, and 
correct our network and its individual providers. 


Amerigroup Nevada also has a structured process for requiring corrective action from 
providers where care or service does not meet quality standards for access, availability, 
member satisfaction, medical records, and over- or under-utilization. As part of the 
credentialing and re-credentialing processes, we evaluate each of these elements and report as 
part of the annual Internal Quality Assurance Plan (IQAP) evaluation. In 2011, we had no 
providers in corrective action.  


For additional information on our activities, please see Section 5.1.11.5.A. 


PCP Payment Increase (§4.5.6.6) 


4.5.6.6 The ACA requires increased payment to PCPs and certain specialty and subspecialty 
providers starting in 2013. The Vendor must work cooperatively with DHCFP and its actuary to 
develop a methodology for identifying which portions of the capitation payment are directly 
attributable to this increase. The Vendor must comply with all ACA requirements regarding the 
PCP payment increase, including, but not limited to, providing reports that prove the additional 
portion of capitation was distributed to the physicians entitled to receive the higher 
reimbursement.  


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


  







 Tab VI – Section 4 – Scope of Work 
 4.5 Network 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-160 
November 15, 2012 


Incentive Plan Compliance (§4.5.6.7) 


If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and the reporting 
requirements outlined in 42 CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h)(1). The 
Vendor must provide information regarding its physician incentive plan(s) to the State, CMS, 
and any Medicaid and Nevada Check Up recipient, upon request. The rules and guidelines for 
physician incentive plans also apply to the Vendor’s subcontractors. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Our physician incentive plans comply with 1876(I) (8) and the reporting requirements 
outlined in 42 CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h)(1). We will provide 
information regarding our physician incentive plans to the State, CMS, and any Medicaid and 
Nevada Check Up recipient, upon request in accordance with Section 4.5.6.7 of the RFP.  


For additional information on our physician incentive plans, please see Section 5.1.11.4.F. 


No Incentives for Denying or Limiting Services 
(§4.5.6.8) 


Provider contracts may not be structured to provide financial or other incentives to providers and 
subcontractors for denying or limiting services. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Although this provision is new to this RFP and not included in Amerigroup Nevada’s current 
contract with the State, our DHCFP-approved provider contracts are not structured to provide 
incentives for denying or limiting services. 


Prohibition of Gag Clauses (§4.5.6.9) 


The use of “gag” clauses in Provider contracts is prohibited. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Although this provision is new to this RFP and not included in Amerigroup Nevada’s current 
contract with the State, our DHCFP-approved provider contracts do not include “gag” 
clauses. 
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Availability of Contracts to DHCFP (§4.5.6.10) 


All provider contracts must be made available to the DHCFP, upon request. Refer to Section 
4.13.3.11. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Support and Participation in Activities (§4.5.6.11) 


The Vendor(s) will support and participate in all activities related to the DHCFP’s Medicaid 
Adult Incentive Grant. The Vendor(s) must participate in any future grants awarded to Medicaid 
that affect MCOs or MCO members. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Amerigroup Nevada has contributed ideas and resources to support DHCFP and the State’s 
efforts to positively impact the health and well-being of Nevadans. We supported DHCFP in 
the development of a successful grant submission for CMS’ Medicaid Incentive Program for 
Chronic Diseases (MIPCD) demonstration. Beginning in December 2012, through the 
MIPCD, members who are at risk of or diagnosed with diabetes will be rewarded for 
participating in our diabetes disease management program to boost their self-management 
skills. We look forward to monitoring the success of the project and are committed to 
collaborating with the other grant partners to deliver results in the demonstration. 


In 2012, we actively collaborated with HealthInsight (a non-profit organization that served as 
convener), Nevada State Health Division and DHCFP, the other Medicaid managed care plan, 
and the three largest obstetrical practices in Nevada to develop a CMS Innovation Strong Start 
grant proposal. 


We look forward to continuing to support and actively participate in DHCFP’s efforts and 
programs. 
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4.5.7 Provider Directory 
The Vendor will publish its provider directory and any subcontractors’ provider directory via an 
Internet website upon contract implementation and will update the web site on a monthly basis 
for all geographic service areas. The Vendor will provide DHCFP with the most current provider 
directory upon contract award for each geographic service area. Upon request by DHCFP, the 
Vendor must confirm the network adequacy and accessibility of its provider network and any 
subcontractor’s provider network. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


We currently maintain a comprehensive provider 
directory in Nevada for our existing contract with 
DHCFP. We maintain current online information 
about our provider network on our member and 
provider websites. Updated nightly, the online directory includes all of the information 
included in the hard copy directory and does not require a user login.  


The online directory allows users to use a number of different parameters to search the 
directory, including provider name, provider type, provider gender, language spoken, distance 
from member’s address, ZIP code, and whether the provider is accepting new patients.  


We have recently expanded the capabilities of our online provider directory tool to deliver 
significantly more flexibility in the content and format of the information we present. Format 
enhancements allow us to add icons to provider entries. For example, icons can indicate 
Spanish-speaking employees or whether the provider is accepting new patients.  


Upon request by DHCFP, we will confirm the adequacy and accessibility of our provider 
network and any subcontractor’s provider network. 


4.5.8 Provider and Recipient Communications 
All general communications to providers and recipients including mass letter mailings, fax-
blasts, brochures, batch e-mails and communications specifically mentioned in this contract must 
be submitted to DHCFP for approval prior to release. If DHCFP does not respond within ten (10) 
working days the Vendor may consider the communication approved. This provision does not 
pertain to communications on specific topics to individual providers and recipients. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   
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Provider Policy and Procedure Manual (§4.5.8.1) 


The Vendor must prepare, subject to the approval of DHCFP, a Provider Policy and Procedure 
Manual for each distinct class of provider. The Vendor shall document the approval of the 
provider manual by the Vendor’s Medical Director, and shall maintain documentation verifying 
that the provider manual is reviewed and updated at least annually. 


Upon approval of DHCFP, the Vendor may publish the manual material related to more than one 
category of provider in a single volume. The Vendor must furnish one (1) copy of the manual to 
each provider upon recruitment into the network, and must update all copies of the manual in 
each provider’s possession when changes are made by the Vendor. Provider update notices sent 
via facsimile, mail, and e-mail may be utilized to update the provider manual when changes are 
made by the Vendor. The Vendor can meet this requirement by furnishing one (1) copy of the 
manual and one (1) copy of the manual updates to each provider practice where several providers 
within the practice are participants in the network. One (1) hard copy and one (1) electronic copy 
of the Provider Manual shall be provided to DHCFP. That electronic copy must be updated with 
the same frequency as the hardcopy manual copies furnished to providers. The manual shall 
include, at a minimum, the following information: 


A.  The policies and procedures to be implemented by the Vendor to ensure provider 
contract compliance; 


B.  The procedures governing verification of recipient eligibility and the process for 
receiving and disseminating recipient enrollment data to participating providers;  


C.  Prior authorization procedures and requirements; 


D.  The procedures for claims administration; 


E.  Provider credentialing criteria; 


F.  Provider network management; 


G.  The benefits and limitations available to enrolled recipients under the program, 
including any restrictions on recipients’ freedom of choice imposed by the program 
and any/all payment obligations; 


H.  Administrative and billing instructions, including: a list of procedure codes; edits; 
units; payment rates; and all pertinent information necessary to submit a clean claim 
in a timely manner; 


I.  Procedure to dispute adverse payment and contract decisions; and  


J.  Policies and procedures to be implemented by the Vendor to manage quality 
improvement and member service utilization. 
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada has a Provider Policy and Procedure Manual (provider manual) that is 
approved by DHCFP for our current contract. It includes all of the requirements detailed in 
Section 4.5.8.1 of the RFP. 


Our Nevada provider manual is developed by our Nevada Provider Relations team in 
consultation with our Nevada Medical Director, Nevada Medical Management team, Nevada 
Compliance Officer, Nevada Regulatory Services Manager, and other subject matter experts 
within our local Nevada health plan and our corporate office. We obtain written approval 
from DHCFP before distributing any new or materially revised Nevada provider manual.  


Annually, or as needed as indicated by regulatory, contractual, or other program changes, 
Amerigroup Nevada formally reviews and updates our provider manual. Our Nevada Provider 
Relations team, Compliance Officer, and Regulatory Services Manager, as well as corporate 
Provider Communications Strategy Department maintain documentation verifying the review 
and updating of the Nevada provider manual. 


We provide each network provider one copy of the provider manual upon recruitment into the 
network. The manual is available to providers in hard copy format and on our provider 
website in PDF. The provider manual is also available on CD-ROM upon request. We will 
provide DHCFP with one hard copy and one electronic copy of our provider manual, 
including all necessary updates. 


Between formal reviews, Amerigroup Nevada communicates all provider manual changes and 
updates through provider alerts sent by facsimile, mail, or e-mail, and updates posted on our 
provider website. 
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Provider and Recipient Communications Activities 
(§4.5.8.2) 


A.  Provider Workshops 


The Vendor must conduct, at least annually, provider workshops in the geographic service area 
to accommodate each provider site. In addition to presenting education and training materials of 
interest to all providers, the workshops must provide sessions for each discrete class of providers 
whenever the volume of recent changes in policy or procedures in a provider area warrants such 
a session. All sessions should reinforce the need for providers to verify recipient eligibility and 
enrollment prior to rendering services in order to ensure that the recipient is Medicaid-eligible 
and that claims are submitted to the responsible entity. Individual provider site visits will suffice 
for the annual training requirement. 


B.  Provider Newsletter 


The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers. DHCFP must prior approve all provider announcements, 
regardless of method of dissemination. If the DHCFP does not respond within ten (10) days, the 
newsletter will be considered approved. 


C.  Recipient Newsletter 


The Vendor must, subject to the prior review and approval of DHCFP, publish a newsletter for 
enrolled recipients at least twice per year. The newsletter will focus on topics of interest to 
enrolled recipients and must be written at an eighth (8th) grade level of understanding reflecting 
cultural competence and linguistic abilities.  


The Vendor must provide a draft copy of all newsletters to DHCFP for approval prior to 
publication and distribution. Additionally, these newsletters and announcements regarding 
provider workshops must be published on the Vendor’s website.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada typically conducts provider workshops twice yearly. During our last 
workshop on November 7, 2012, we reviewed cultural competency, pre-certification 
requirements, eligibility verification, HEDIS measures, and electronic medical records.  


We will conduct workshops that are specific to a provider type when the volume of recent 
changes in policy or procedures in a provider area warrants such a session. 
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Figure 4.5.8-1. Our Provide Newsletter 
Offers Relevant and Updated Information. 


Our quarterly provider newsletter offers 
providers relevant and helpful information 
(Figure 4.5.8-1). Recent topics include the 
newly updated immunization schedule, benefits 
of prescribing generic prescription drugs, and 
the benefits of shared decision making. We 
distribute our provider newsletter to providers 
through our provider website.  


Our quarterly member newsletter, written to no 
greater than an eighth grade level of 
understanding, includes information on how to 
effectively and efficiently use benefits and 
services, provides updates on any changes that 
affect member access to services, and provides 
education on a variety of health and prevention 
topics. Our member newsletters often include 
reminders about timely preventive and well care 
services and encourage members to call their 
PCPs to schedule appointments.  


We submit our newsletters to DHCFP for review and approval before publication and 
distribution in accordance with RFP Section 4.5.8.2. For additional information on our 
provider communications, please see Section 5.1.11.4.E. 
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4.5.9 Network Maintenance 
4.5.9.1 Maintenance of the Network  


Maintenance of the network includes, but is not limited to: 


A.  Initial and ongoing credentialing; 


B.  Adding, deleting, and periodic contract renewal; 


C.  Provider education; and 


D.  Discipline/termination, etc. 


4.5.9.2 The Vendor must have written policies and procedures for monitoring its network 
providers, and for disciplining those who are found to be out of compliance with the 
Vendor’s medical management standards. 


4.5.9.3 The Vendor must take appropriate action related to dual FFS and managed care 
network providers, as follows:  


A.  Upon the Vendor’s awareness through public sources of any disciplinary action, or 
any sanction taken against a network provider, or any suspected provider fraud or 
abuse, the Vendor shall immediately inform DHCFP;  


B.  The Vendor is required to check the Office of the Inspector General (OIG) website at 
least monthly to confirm its network providers have not been sanctioned by the OIG; 
and 


C.  If the Vendor is notified or discovers that the OIG, DHCFP or another state Medicaid 
agency or certification/licensing entity has taken an action or imposed a sanction 
against a network provider, the Vendor shall review the provider’s performance 
related to this RFP and take any action or impose any sanction, including 
disenrollment from the Vendor’s Provider Network. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. Our compliance with these requirements can be found in the following 
sections of our proposal: 


 Information on 4.5.9.1.A can be found in Section 5.1.11.5.A 


 Information on 4.5.9.1.B can be found in Section 5.1.11.4.A and Section 5.1.11.5.A 


 Information on 4.5.9.1.C can be found in Section 5.1.11.4.E 


 Information on 4.5.9.1.D can be found in Section 5.1.11.4.D and Section 5.1.11.4.E 
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 Information on 4.5.9.2 can be found in Section 5.1.11.4.D-E and Section 5.1.11.5.A 


 Information on 4.5.9.3 can be found in Section 5.1.11.5.A 


4.5.10 Provider Credentialing 
The Vendor must have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the Vendor, including PCPs and 
PCSs, specialists, and other health care professionals, are licensed by the State and qualified to 
perform their services, excluding non-contracted obstetrical providers. The Vendor may not 
employ or contract with providers excluded from participation in federal health care programs 
under Section 1128 of the Social Security Act. 


The Vendor shall provide Credentialing Criteria for review and approval by DHCFP and ensure 
that all network providers meet the criteria. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has successfully credentialed the following number of practitioners, 
ancillary providers, and facilities each year of operation: 2009 – 857; 2010 – 573; 2011 – 342. 
We have the systems, employees, and policies and procedures in place to continue to 
accurately and efficiently credential the full spectrum of physical and behavioral health 
providers required for Nevada’s Medicaid and Check Up managed care program. 


Our credentialing and re-credentialing processes meet NCQA accreditation requirements. In 
our most recent health plan review, our credentialing program was found to be in full 
compliance. Our comprehensive credentialing policies and procedures in accordance with new 
NCQA standards and whenever we identify new federal or State requirements are issued. 


For additional information on our credentialing and re-credentialing program, please see 
Section 5.1.11.5.A. 
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4.6 MEDICAL RECORDS  
Complete medical records shall be maintained by the Vendor’s contracted providers, for each 
enrolled recipient in accordance with Standard XII, Section 4.8.16 of this RFP.  The records shall 
be available for review by duly authorized representatives of the State and CMS upon request. 


The Vendor shall have written policies and procedures to maintain the confidentiality of all 
medical records and, pursuant to Standard XII, Section 4.8.16, accessibility and availability of 
medical records, record keeping, and record review process. Not more than ten (10) calendar 
days after submitting a request, the State shall have access to a member’s medical record, 
whether electronic or paper, and has the right to obtain copies at the Vendor’s expense. 


The recipient’s medical record is the property of the provider who generates the record. The 
Vendor shall assist the member or the parent/legal guardian of the member in obtaining a copy of 
the member’s medical records, upon written request, from the provider. Records shall be 
furnished in a timely manner upon receipt of such a request but not more than thirty (30) 
calendar days from the date of request. Each member or parent/legal guardian of the member is 
entitled to one (1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish such records. 


When an enrolled recipient changes primary care providers and/or health plans, the Vendor’s 
contracted provider must forward all medical records in their possession to the new provider 
within ten (10) working days from receipt of the request. 


This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Amerigroup Nevada currently complies with these medical records requirements and will 
continue to do so under the new Contract. 


Maintenance of Medical Records 
Amerigroup requires that all providers and subcontractors maintain clinical and medical 
records in an updated, detailed, and organized manner in compliance with our established 
Clinical Records Policies and Procedures. Medical records serve as a blueprint for the 
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providers and members in understanding the member’s current healthcare needs, prior care 
treatment plans, and short- and long-term healthcare objectives. These records are essential in 
ensuring that the Member receives medically necessary services, delivered within the highest 
standards of quality and timeliness. Amerigroup policies ensure that clinical records allow for 
effective and confidential patient care and that medical records are compliant and reviewable 
for administrative, civil, or criminal investigations or prosecutions.   


Amerigroup Nevada requires that permanent individual medical records be maintained at the 
primary care site for every member. Our medical records requirements currently conform to 
all DHCFP requirements and are consistent with current NCQA standards, in addition to all 
related State and federal documentation laws. Our Nevada Medical Advisory Committee 
(MAC), which includes participation from network providers, oversees and directs our medical 
records protocols, fostering careful consideration of both health plan and practitioner needs.  


Our provider manual clearly documents medical record requirements, which are incorporated 
by reference as part of the provider agreement. As part of our Internal Quality Assurance 
Program (IQAP) and under the leadership of the Director Quality Management, we monitor 
provider compliance with this standard annually through medical record reviews.  


In 2011, Amerigroup Nevada reviewed 445 medical records for compliance with 
documentation requirements using tools specifically designed for different practice settings 
and including a section to audit documentation of cultural needs such as race/ethnicity or 
spoken language. We also document compliance with clinical practice guidelines and with 
delivery of HEDIS®-related services, such as attention deficit hyperactivity disorder (ADHD), 
adult preventive, and prenatal/postpartum care. Eighty-two percent of all medical records met 
requirements of the Practitioner Clinical Medical Records section. 


We have fully responded to the SOW requirements included in Standard XII, Section 4.8.16 in 
Section 5.1.11.5.A. 


Confidentiality, Accessibility, and Availability of 
Medical Records 
Amerigroup requires that permanent individual medical records be maintained at the primary 
care site for every member. PCPs with more than one office location must make medical 
records available for reference if or when members are seen in an alternate location. 
Providers must have processes in place to ensure that the confidentiality of medical records 
information is maintained at all times and that medical information is only released in 
accordance with privacy requirements.  
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Amerigroup Nevada acknowledges our understanding that within 10 days of submitting a 
request, the State shall have access to a member’s electronic or paper medical records at our 
expense. 


Obtaining Copies of Medical Records 
Medical records remain the property of the provider, but they must be accessible for our 
members. We educate providers about this requirement through the provider manual. Our 
written policies and procedures also confirm that Amerigroup Nevada will assist members, 
parents, or guardians to obtain copies of medical records upon request. We note the 
availability of our assistance in the member handbook and our provider manual. Our policy 
and member handbook also note that members are entitled to one free copy of medical records 
and that a reasonable fee may apply for additional copies. 


Forwarding Medical Records 
When an enrollee changes PCPs, Amerigroup will use its best efforts to assure that his or her 
medical records or copies of medical records are made available to the new PCP within 10 
business days from receipt of request from the enrollee. We incorporate this requirement into 
the provider manual, and our Provider Relations team and Member Advocate assist members 
who may need help with the transfer of their medical records.  
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4.7 QUALITY ASSURANCE STANDARDS  
This Scope of Work (SOW) section contains requirements and requirements that are directly 
referenced as questions in Section 5, Vendor Information.  


We have briefly highlighted relevant capabilities and referred the reader to the appropriate 
Section 5 answer for our complete response. This approach both reduces duplication and 
complies with the instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.7-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections  Complete Amerigroup Nevada Response 


4.7.1  Overview  N/A  5.1.11.5.B   
4.7.2  Quality Measurements  4.7.2.1   5.1.11.5.B 


4.7.2.2  5.1.11.5.B 
4.7.2.3  5.1.11.5.B 
4.7.2.4  5.1.11.5.B 
4.7.2.5  5.1.11.5.B 
4.7.2.5  5.1.11.5.B 
4.7.2.6  5.1.11.5.B 
4.7.2.7  5.1.11.5.B 
4.7.2.8  5.1.11.5.B 
4.7.2.9  5.1.11.5.A 


 


4.7.1 Overview 
The common goal of the managed care program is a successful partnership with quality health 
plans to provide care to DHCFP members, while focusing on continuous quality improvement. 
The current member population encompasses the TANF/CHAP Medicaid eligibility category, as 
well as the Nevada Check Up/CHIP population. Traditionally, the Medicaid population is a high-
risk, high-volume user of health care services.  


The role of managed care is to ensure accessibility and availability to appropriate health care, 
provide for continuity of care, and provide quality care to enrolled recipients. A major focus of 
managed care is health promotion and disease prevention. The aforementioned populations 
mainly comprised of parents, pregnant women and/or children, benefit from targeted preventive 
health care services, the quality and availability of which are monitored and evaluated by the 
DHCFP in conjunction with the DHCFP’s EQRO contractor. The Vendor is required to work 
collaboratively with the DHCFP and the EQRO in these quality monitoring and evaluation 
activities. By virtue of the DHCFP’s contract with the EQRO and the federal regulations which 
set forth the State’s mandates for an EQRO, the Vendor will be required to provide reporting 
data beyond that stipulated in this section and will participate in those additional EQRO activities 
as assigned and required by the DHCFP. 
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Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.5.B. 


Amerigroup Nevada, working with DHCFP and using the Health Services Advisory Group 
(HSAG) hybrid methodology, continues to strive to improve performance with the following 
improvement projects. For this response, we have enhanced the Performance Improvement 
Project (PIP) descriptions that are familiar to DHCFP and HSAG to include the additional 
analysis and new interventions recommended in HSAG’s June, 2012 evaluation. 


4.7.2 Quality Measurements 
All Healthcare Effectiveness Data and Information Set (HEDIS) measures in this contract are to 
be reported for a calendar year, using the most current version of National Committee for Quality 
Assurance (NCQA) HEDIS specifications. HEDIS measures may not necessarily correspond to 
the contract periods, but may overlap them. DHCFP and/or the EQRO may conduct on-site 
review as needed to validate medical measures reported. The Vendor must use audited data, and 
is responsible for ensuring all updates to the measure are reflected in the final, reported rates. 
The DHCFP reserves the right to require the Vendor to report on additional quality measures not 
listed here. 


As a healthcare partner of the State, we focus on our compliance with all requirements set 
forth in the Quality Assessment and Performance Improvement Strategy (QAPIS) and our 
Contract as demonstrated by our compliancy report from the 2011 HEDIS® audit (Nevada 
2010-2011 EQR Technical Report):  


We improved in all 22 comparable Medicaid rates over the previous period and had a 
remarkable 15 out of 18 reportable rates above the 50th percentile, including nine rates above 
the 90th percentiles, per the HSAG 2011 Technical Report.  


All three of our PIPs received an overall “Met” validation status. This was the baseline 
reporting year for our PIPs, so no comparison to the previous year’s results were available. 
(HSAG – Nevada 2010-2011 EQR Technical Report.) The 2012 report reaffirmed that all 
submitted PIPs maintained the overall “Met” validation status with a percentage score of 
critical elements at 100 percent “Met.” 
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Pregnancy (§4.7.2.1) 


A.  Standard 


The Vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are 
provided with quality prenatal care. Quality prenatal care provides for increased access to 
prenatal services, and ensures necessary monitoring of high-risk pregnancies to obtain healthy 
birth outcomes. 


The Vendor’s prior authorization policies and procedures must be consistent with the provision 
of prenatal care in accordance with community standards of practice and the Medicaid Services 
Manual. 


B.  Required Measures 


The following HEDIS measures will be reported:  


   1. Prenatal and Postpartum Care 


     a. Timeliness of Prenatal Care  


     b. Postpartum Care  


   2. Weeks of Pregnancy at Time of Enrollment in the Vendor 


   3. Frequency of Ongoing Prenatal Care 


This measure uses the same denominator and deliveries as the “Prenatal and Postpartum Care” 
measure.  


Following HEDIS methodology, rates are to be reported as those women who received <21 
percent, 21-40 percent, 41-60 percent, 61-80 percent, and 81-100 percent of the expected number 
of prenatal care visits. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.5.B. 


Amerigroup Nevada supports DHCFP efforts to implement presumptive eligibility. In other 
states where Amerigroup serves pregnant members, this process appears to increase earlier 
entry into pre-natal services and may help reduce pregnancy complications.  


Through internal performance improvement activities, we have steadily improved the HEDIS 
rates for the following pregnancy-related measures between 2009 and 2011: 
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 Post-partum care from 42.08 percent to 58.75 percent, an increase of 39.61 percent 


 Frequency of ongoing prenatal care (81-100 percent visits) from 22.85 percent to 65.95 
percent, an increase of 188.62 percent 


 Timeliness of prenatal care from 56.33 percent to 82.25 percent, an increase of 46.01 
percent 


We applied a Continuous Quality Improvement (CQI) team approach and identified areas for 
attention. Some examples of our approach include the following: 


 Text4Baby to increase adherence with pre-natal visits 


 Taking Care of Baby and Me® for all pre-natal members 


 Outreach calls from Obstetric Case Managers to high risk members (include those 
members with previous pre-term deliveries, pregnancy-induced hypertension, 
gestational diabetes, placenta previa, multiple gestations, and other high-risk 
conditions) 


 Medically appropriate in-home monitoring of qualified members  


 Encouraging free childbirth classes through hospitals or provider practices  


 Calling all delivered members to make sure that they have scheduled their post-
partum appointments and assist them if they have not; advising them to schedule 
an appointment for their infants to start immunizations; and encouraging our new 
mothers to contact us with any concerns 


We describe our drill-down analysis and enhanced outreach interventions in detail in Section 
5.1.11.5.B. 


Strong Start and Centering Pregnancy Program  


On August 9, 2012, DHCFP submitted the Strong Start Grant proposal to target high-risk 
pregnant women. DHCFP included Amerigroup Nevada in the grant submission to implement 
the Centering Pregnancy Group Program post award. 


Amerigroup Nevada OB P4P Pilot 


Based on a Nevada, statewide concern over the ever-increasing 
Cesarean section (C-section) rate, Amerigroup Nevada 
implemented a pilot Pay for Performance (P4P) for obstetric care to 
reach several pre-natal, delivery, and post-partum indicators that 
support American College of Obstetrics and Gynecology Guidelines for obstetric care 
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This program rewards eligible obstetricians who meet quality benchmarks and improvement 
targets. We selected the pilot program quality indicators based on an analysis of meaningful 
quality improvement opportunities for our members. A full description of this P4P and our 
implementation timeline appears in Section 5.1.11.5.B.  


Comprehensive Well Child Periodic and Interperiodic 
Health Assessments/Early and Periodic Screening, 
Diagnosis, and Treatment/Healthy Kids (§4.7.2.2) 


A.  Standard: 


The Vendor shall take affirmative steps to achieve at least a participation rate greater than or 
equal to the national average for EPSDT screenings. Well Child Care promotes healthy 
development and disease prevention in addition to possible early discovery of disease and 
appropriate treatment.  


B.  Required Measures: 


The following HEDIS measures will be reported: 


   1. Children’s Access to Primary Care Providers 


   2. Well-Child Visits in the First 15 Months of Life 


   3. Well-Child Visits in the Third, Fourth, Fifth, and Sixth Year of Life 


   4. Adolescent Well-Care Visits 


DHCFP will require quarterly submission of progress reports outlining advances achieved in 
reaching the established EPSDT goals of the Vendor. The quarterly reports must address at a 
minimum these components: program monitoring, program evaluation, member outreach, 
provider education, and provider compliance with mandatory components of EPSDT visits. The 
progress report will determine the effectiveness of the Vendors interventions and is to be 
submitted in conjunction with the quarterly CMS 416 reports.  


DHCFP and/or EQRO may conduct desk and/or on-site review as needed, to include, but not be 
limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in 
primary care provider contracts, and the process for notification of members. Vendor internal 
quality assurance of the EPSDT program shall include monitoring and evaluation of the referrals 
that are the result of an EPSDT screening.  


The Vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for 
each quarter of the federal fiscal year (FFY), October 1st through September 30th. The Vendor is 
required to submit the final CMS 416 Report to the DHCFP no later than March 1st after the 
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FFY reporting period concludes. The Vendor must send a quarterly report in order to track the 
progress the Vendor is making throughout the year. The Vendor is required to complete all line 
items of the CMS 416 Report and submit separate reports for the CHIP and TANF/CHAP 
populations. 


If the Vendor cannot satisfactorily demonstrate to DHCFP at least a participation rate not less 
than the national baseline average, as determined by DHCFP or its contracted EQRO, the 
DHCFP may require the Vendor to submit a Plan of Correction (POC) to DHCFP. The POC 
should identify improvements and/or enhancements of existing outreach, education, and case 
management activities, which will assist the Vendor to improve the screening rate and increase 
the participation percentage. 


Amerigroup Nevada currently complies with this and will continue to do so under the new 
Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


EPSDT Monitoring 


Amerigroup Nevada well-child HEDIS measures continue to improve as the result of the 
dissemination of Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) reminders 
and improvements in data collection after we changed our medical record extraction vendor. 
We implemented the following interventions to increase the EPSDT services our members 
receive. 


 Member-focused Interventions. Reminder letters to parents of 1-2 year olds, EPSDT 
annual birthday cards and annual automated telephone outreach calls (Eliza Calls), 
quarterly member events and Immunization Ameritips with member communications, 
ongoing telephone outreach, and flyers to members in selected postal ZIP codes. 


 Provider-focused Interventions. Monthly EPSDT physician reminders of overdue 
services, annual provider data sharing reports, annual distribution of Ameritips to 
provider offices, ongoing Provider Quality Incentive Program (PQIP) and patient-
centered medical home (PCMH) incentive program for five large groups, monthly 
education and reporting of progress, and quality office audits to 10 largest groups to 
review records, provide educational materials for PCP and members, and review 
missed opportunity reports. 


 Community Collaborations/Outreach. Collaborating with Southern Nevada 
Immunization and Health Coalition on events, support for other organizations holding 
health fairs and events (for example, back-to-school, summer night program) and 
sponsorship of the annual National Immunization week. 
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Immunizations (§4.7.2.3) 


A.  Standard: 


Immunization Age appropriate immunizations (according to current Advisory Committee on 
Immunization Practices (ACIP) schedule) 


B.  Required Measures: 


The following HEDIS measures will be reported: 


   1. Childhood Immunization Status 


Immunization status may be reviewed through EPSDT claims and encounter data, and/or through 
an annual immunization audit based on DHCFP’s or its designee’s random sampling of EPSDT 
information. In addition, DHCFP could collaborate with the Nevada Health Division to track and 
trend Immunization Registry data. 


The Vendor’s HEDIS immunization measurement rates must be comparable to the HEDIS 
National Medicaid average. If the Vendor has not satisfactorily demonstrated the ability to meet 
the HEDIS immunization national Medicaid average, the Vendor will be required to submit a 
POC to DHCFP. The POC should identify improvements/ enhancements of existing outreach, 
education, case management activities, and the Vendor’s staff person who is/are responsible for 
implementing and monitoring the POC. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Childhood immunization status is a challenging issue for Medicaid and Nevada Check Up 
populations. To meet this challenge, we implemented an “Investing in Quality” team where we 
applied the Amerigroup (CQI) approach to our concerns regarding low childhood 
immunization rates.  


We performed a barrier analysis to determine root cause and used the Ishikawa (fishbone) 
method for analysis. In addition, we reviewed an immunization barrier analysis on race, 
ethnicity sub-group, and health disparities that showed that our African American members 
do have a significant difference in rates than Caucasians with regard to immunization rates.  


We enhanced our interventions to include more events for our 
Medicaid and Nevada Check Up members in areas of highly 
concentrated population. We actively participate on the Board of 
Directors for the Southern Nevada Immunization Healthcare 
Coalition (SNIHC) and through our funding and staffing support for SNIHC and other 
community-based organization outreach events. For our detailed immunization Ishikawa 
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diagram and highlights of our expanded community outreach activities in high-volume 
Medicaid communities, please see Section 5.1.11.5.B. 


Mental Health (§4.7.2.4) 


A.  Standard: 


The Vendor shall take affirmative steps to ensure that covered medically necessary mental health 
and mental health rehabilitative services are provided to enrolled recipients as required in RFP 
Sections 4.2.2 and 4.2.8. Mental health is an integral part of holistic health care. The 
measurement methodology below demonstrates elementary steps toward continuing review of 
the quality and adequacy of mental health care services.  


B.  Required Measures 


The following HEDIS measures will be reported:  


   1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 
Care and Ambulatory Services 


   2. Follow-Up After Hospitalization for Mental Illness - The percentage of discharges for 
members six (6) years of age and older who were hospitalized for treatment of 
selected mental health disorders, who were continuously enrolled for thirty (30) days 
after discharge (without gaps) and who were seen on an ambulatory basis or who 
were in day/night treatment with a mental health provider. Two (2) separate 
calculations are required:  


     a. The percentage of discharges for members who had an ambulatory or day/night 
mental health visit on the date of discharge, up to thirty (30) days after hospital 
discharge, and 


     b. The percentage of discharges for members who had an ambulatory or day/night 
mental health visit on the date of discharge, up to seven (7) days after hospital 
discharge. 


Amerigroup Nevada currently complies with this and will continue to do so under the new 
Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Compliant and Innovative Provision of Quality Mental Health Services 


Amerigroup Nevada understands the importance of ensuring that Medicaid and Nevada 
Check Up populations receive medically necessary mental health and mental health 
rehabilitative services. We will fully comply with all RFP requirements in 4.2.2 and 4.2.8. We 
are in full compliance with our behavioral health services for DCHFP. 
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We provide behavioral health outreach through our Behavioral Health Case Managers who 
make calls to members to ensure that they have follow-up appointments scheduled for seven 
and 30 days post-hospitalization. In addition, we have a Behavioral Health Outreach 
Specialist who works with our members (and their families) regarding attention deficit 
hyperactivity disorder (ADHD) medication compliance and any ongoing behavioral issues. 


Tracking and Reporting Required HEDIS Mental Health Measures 


We will continue to report on all mental health HEDIS and other performance measures. 
Table 4.7.2-1 provides our 3-year outcomes for three of our mental health reportable 
measures.  


Table 4.7.2-1. Level of Care for Nevada Check Up Mental Health Services 


 Quality Measure   MY 2009  MY 2010  MY 2011  


Mental Health Utilization‐Percentage of Members Receiving:  


Inpatient   0.13%   0.26%   0.31%  
Intensive Outpatient /Partial Hospital   0.17%   0.26%   0.38%  
Outpatient/ED   2.54%   2.80%   3.98%  


 
Amerigroup Case Managers facilitate transformation in the lives of our members with mental 
illness through a focus on recovery. We implemented an intensive two-day training for our 
Behavioral Health Case Managers that teaches techniques for communication and 
collaboration with members with SMI. We provide additional information on this training 
program in Section 5.1.11.5.B. 


  







 Tab VI – Section 4 – Scope of Work 
 4.7 Quality Assurance Standards 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-182 
November 15, 2012 


Figure 4.7.2-1. Over three years, 
Nevada and Medicaid results have 
improved by 16.48 percent 


 


Dental Services (§4.7.2.5) 


A.  Dental Services Quality Improvement 


The Vendor’s Internal Quality Assurance Program Improvement (IQAP) Committee and IQAP 
Coordinator will review the Vendor’s dental program quarterly to assure quality dental care is 
promoted through demonstration of oversight and monitoring of dental activities and ensure 
appropriate referrals are provided to the members when indicated.  


B.  Standard 


The Vendor shall take action to ensure access to quality dental care for all eligible Medicaid and 
Nevada Check Up members. Vendor baselines will be established over the first contract year.  


The following HEDIS measure will be reported: 


   1. Annual Dental Visit  


The percentage of members, ages two (2) through twenty-one (21) years as of December 31st of 
the measurement year, who were continuously enrolled during the measurement year and who 
had at least one (1) dental visit during the measurement year.  The DHCFP will also monitor 
utilization through reported encounter data.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Dental Services Quality 


Monitoring and assessment of the dental visit rate 
improvement for the Nevada Check Up population from 
2009 to 2011, showed a 23.26 percent improvement from 
58.7 percent to 72.39 percent in two years. 


Our 2012 Medicaid dental visit rate continues to 
improve to 53.2 percent, which exceeds the 50th 
percentile while our Nevada Check Up rate for 2012 
exceeds the NCQA 90th percentile. Over three years, 
Nevada and Medicaid results have improved by 16.48 
percent.  
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Use of Appropriate Medications for People with 
Asthma (ASM) (§4.7.2.6) 


A.  Required Measures  


The percentage of members 5–56 years of age during the measurement year who were identified 
as having persistent asthma and who were appropriately prescribed medication during the 
measurement year.  


DHCFP and/or the EQRO may conduct on-site review as needed to validate medical measures 
reported. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Asthma Measure Reporting 


While we were unable to report 2009 asthma medication rates due to the length of eligibility 
criteria, we did capture rates in 2010. For HEDIS 2011, our rate was 91.95 percent, which 
decreased to 85.52 percent in 2012.  


Amerigroup Nevada is working closely with the Mexican Consulate and the Latin Chamber of 
Commerce to develop a comprehensive Hispanic Outreach and Education program that will 
reach our Hispanic member communities through our Promotoras employees. For our 
Hispanic members with asthma, we will focus on reducing the cultural barriers—seen as 
stigmas—of the diagnosis. Our program with the Mexican Consulate and the Latin Chamber 
of Commerce will be launched by the end of 2012.  


An Amerigroup Nevada value-added benefit that supports the high rates of compliance is the 
access to local Asthma Camps sponsored by the American Lung Association for children with 
asthma. In a fun setting, children learn to manage their disease and use medication 
appropriately. Asthma Camps are a current offering for Medicaid members in Nevada, and we 
will continue to offer coverage of them under the new Contract.  
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Lead Screening in Children (§4.7.2.7) 


A.  Required Measures 


The percentage of children two years of age who had one or more capillary or venous lead blood 
tests for lead poisoning by their second birthday. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Amerigroup Lead Screening Outreach 


Amerigroup Nevada will continue to monitor and report 
the number of children who had a lead screening by their 
second birthday by either capillary or venous lead blood 
tests. Our lead screening rate increased from 14.71 percent 
in 2009, during our first year of operation, to 33.33 percent 
in 2011, an increase over two years of 126 percent.  


We attribute this increase to simplifying the process for 
testing in the provider’s office. In 2010, we collaborated 
with the Southern Nevada Health District to obtain reports 
of Amerigroup members who had immunizations through 
the health district. In 2011, DHCFP approved our proposal to use the capillary method of 
testing, which is now being implemented in the other Medicaid MCOs. The method eliminated 
the need for busy mothers of toddlers to make a trip to the lab following the well-care 
physician visit. We recommended that DHCFP approve reimbursement to PCPs for obtaining 
and mailing the MedTox capillary sample (filter paper technology for lead screening) as part 
of the office visit. Once this practice change was implemented, the number of children 
receiving lead screening significantly increased. Additional details are found in Section 
5.1.11.5.B. 


Ongoing Efforts. Although this PIP was retired by DHCFP, this is a key measure for DHCFP 
and HEDIS that we continue to measure. We actively promote lead screening to parents and 
PCPs (pediatricians and family practice physicians) for children 12 to 24 months and any 
children under the age of 5 years. Representatives from MedTox continue to support training 
for providers. We include the measure in our PQIP measures for provider incentives as well as 
in our Eliza (automated telephone) preventive outreach calls to our members’ parents or 
caregivers. We also send EPSDT member monthly overdue services reminders. 
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Comprehensive Diabetes Care (§4.7.2.8) 


A.  Required Measures 


The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had each 
of the following: 


   1. Hemoglobin A1c (HbA1c) testing 


   2. HbA1c poor control (>9.0%) 


   3. HbA1c good control (<7.0%) 


   4. Eye exam (retinal) performed 


   5. LDL-C screening 


   6. LDL-C control (<100 mg/dL) 


   7. Medical attention for nephropathy 


   8. Blood pressure control (<130/80 mm Hg) 


   9. Blood pressure control (<140/90 mm Hg) 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Promoting, Delivering, and Measuring Diabetes Care 


Amerigroup has participated in the DHCFP-required Diabetes Management Performance PIP 
since 2009. This study focuses on Medicaid-eligible members from 18 to 75 years of age with 
diabetes (type 1 and type 2) who have received specific control levels (Hemoglobin A1c testing, 
LDL-C screening, and medical attention for nephropathy). Because Amerigroup Nevada 
began service on February 1, 2009, the eligible denominator for our Medicaid population in 
2009 (HEDIS 2010) was minimal: 137 members between the ages of 18-75 years of age in 
2009. Because we were a new MCO in Nevada during 2009, plan-specific data was not 
available from the previous years. 


 The baseline 2010 HEDIS Medicaid hybrid rates were: HbA1c of 70.07 percent, LDL-
C screening 64.23 percent, and nephropathy screening 60.58 percent. Fee-for-service 
comparisons were not available.  


 For re-measurement year 1, HEDIS 2011 Measurement Year (MY) 2010 Medicaid 
hybrid rate for HbA1c testing, LDL-C screening, and nephropathy were higher than 
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our 2010 baseline year, but did not meet DHCFP established guidelines for the NCQA 
2011 Quality Compass 50th percentile. 


Table 4.7.2-2. HEDIS Diabetes Screening Measurement Rates for Three Years 


Measure  2009  2010  2011 


Diabetes Care: HbA1C Testing  70.07% 73.58% 71.57% 
Diabetes: LDL screening  64.23% 67.45% 64.38% 
Diabetes Care: Retinal Eye Exams 31.39% 48.58% 42.81% 
Diabetes Medical Attention for 
Nephropathy  


60.58% 66.51% 68.95% 


We implemented interventions addressing a broad spectrum of care and services for diabetes, 
including health plan education, outreach to members and providers, and educational services 
and materials. In addition, Medicaid and Nevada Check Up members who are at risk for or 
diagnosed with diabetes will receive rewards for participating in diabetes self-management 
programs.  


Partnering with DHCFP 


Amerigroup Nevada is a collaborative partner on grant submissions for additional funding for 
intervention services including the Medicaid Incentive Program for Chronic Diseases 
(MIPCD) We will begin implementation of the MIPCD Diabetes Self-Management Skills 
activity in December 2012. 


Our partnership with DHCFP on the MIPCD grant, our drill-down analysis for our Diabetes 
PIP, and our innovative outreach to address diverse population diabetes care are detailed in 
Section 5.1.11.5.B.  
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Plan of Correction (POC) Procedure (§4.7.2.9) 


A Plan of Correction (POC) must include, but may not be limited to, the following:  


A.  Specific problem(s) which require corrective action; 


B.  The type(s) of corrective action to be taken for improvement;  


C.  The goals of the corrective action;  


D.  The time-table for action;  


E.  The identified changes in processes, structure, internal/external education;  


F.  The type of follow-up monitoring, evaluation and improvement; and 


G.  The Vendor staff person(s) responsible for implementing and monitoring the POC. 


H.  The POC should also identify improvements and enhancements of existing outreach, 
and case management activities, if applicable. 


Unless otherwise specified by DHCFP, the Vendor has thirty (30) days from date of notification 
by DHCFP to submit a POC, as specified. The Vendor’s POC will be evaluated by DHCFP to 
determine whether it satisfactorily addresses the actions needed to correct the deficiencies. If the 
Vendor’s POC is unsatisfactory, DHCFP will indicate the section(s) requiring revision and/or 
necessary additions and request a satisfactory plan be submitted by the Vendor, unless otherwise 
specified, within thirty (30) days of receipt of DHCFP’s second directive. If the Vendor’s second 
plan is unsatisfactory, DHCFP may declare a material breach. Within ninety (90) calendar days 
after the Vendor has submitted an acceptable POC or one has been imposed, DHCFP will initiate 
a follow-up review, which may include an on-site review.  


If the Vendor’s non-compliance with the provision of covered medically necessary benefits and 
services becomes an impediment to ensuring the health care needs of recipients and/or the ability 
of providers to adequately attend to those health care needs, the DHCFP shall take administrative 
sanction against the Vendor. Such a sanction will disallow further enrollment and may also 
include adjusting auto-assignment formulas used for recipient enrollment purposes. Such 
sanctions will continue until Vendor compliance with the provision of benefits/services is 
achieved. Liquidated damages, as outlined in the General Terms of the contract, may also be 
assessed if other measures fail to produce adequate compliance results from the Vendor.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 
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DHCFP-Compliant Plan of Correction Policies and Processes 


Within our CQI methodology, we refer to corrective actions broadly, including a corrective 
action plan initiated with a provider issue, a PIP to overcome an identified gap in quality care 
and services delivery, or a plan of correction (POC) directed by the State. Our IQAP team 
follows DHCFP-approved policies and procedures for making a corrective action 
determination and for implementing an action plan as appropriate. Our policies and 
procedures, which we update and submit to DHCFP annually, include:  


 Determination of when corrective action is appropriate 


 Specification of who is responsible for making the final determination regarding 
quality problems 


 Identification of actions to be taken 


 Outline of the schedule and accountability for implementing corrective actions 


 Method for modification of the corrective action if improvements are not observed 


 Procedures for terminating affiliation with a provider, if necessary 


As an example, DHCFP mandates disenrollment rules. We recognized that the underlying 
cause for members facing disenrollment was generally a correctable situation. As a result, we 
developed a disenrollment policy and procedure that directs employees to explore the 
underlying cause and implement a corrective action to ensure that members continue to 
receive care and services. Once our IQAP implements plans of correction, the QMC monitors 
and evaluates the improvements. The QMC continues to monitor study results and review 
individual cases periodically to ensure that improvements have been effective. A more detailed 
description of this process is found in Section 5.1.11.5.A. 
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4.8 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 
This Scope of Work (SOW) section contains requirements and requirements that are directly 
referenced as questions in Section 5, Vendor Information.  


We have briefly highlighted relevant capabilities and referred the reader to the appropriate 
Section 5 answer for our complete response. This approach both reduces duplication and 
complies with the instructions in Section 10.1.6 of the RFP. Table 4.8-1 displays the cross-
reference matrix: 


Table 4.8-1. Cross-reference Matrix 


Main SOW Section  SOW Sub Sections  Complete Amerigroup Nevada Response 


4.8.1  Quality Improvement 
Projects 


8.8.1.1. – 4.8.1.4  5.1.11.5.A and 5.1.11.5.B 


4.8.2  State‐mandated Performance 
Improvement Activities  


4.8.2.1 – 4.8.2.3  5.1.11.5.A and 5.1.11.5.B and 4.9.2 


4.8.3  Standards and Guidelines  N/A  5.1.11.5.A 
4.8.4   Health Information System  4.8.4.1 – 4.8.4.3  5.1.11.5.A and 5.1.11.5.B 
4.8.5   Standard I   4.8.5.1 – 4.8.5.8  5.1.11.5.A 
4.8.6   Standard II  4.8.6.1  5.1.11.5.A 


4.8.6.2  5.1.11.5.A 
4.8.6.3  5.1.11.5.A 
4.8.6.4  5.1.11.5.A 
4.8.6.5  5.1.11.5.A and 5.1.11.5.B 
4.8.6.6  5.1.11.5.A and 4.9.2.2 and 5.1.11.5.C 
4.8.6.7  5.1.11.5.A 
4.8.6.8  5.1.11.5.A 


4.8.7   Standard III  4.8.7.1 – 4.8.7.5  5.1.11.5.A 
4.8.8   Standard IV  4.8.8.1 – 4.8.8.5  5.1.11.5.A and 4.8.11 
4.8.9   Standard V  N/A  5.1.11.5.A 
4.8.10   Standard VI  N/A  5.1.11.5.A 
4.8.11   Standard VII  4.8.11.1 – 4.8.11.3  5.1.11.5.A 
4.8.12   Standard VIII  4.8.12.1 – 4.8.12.3  5.1.11.5.A 
4.8.13   Standard IX  4.8.13.1 – 4.8.13.10  5.1.11.5.A 
4.8.14   Standard X  4.8.14.4 – 4.8.14.11  5.1.11.5.A 
4.8.15   Standard XI  N/A  5.1.11.5.D 
4.8.16   Standard XII  4.8.16.1 – 4.8.16.3  5.1.11.5.A 
4.8.17   Standard XIII  4.8.17.1 – 4.8.17.3  5.1.11.5.A 
4.8.18   Standard XIV  4.8.18.1   5.1.11.5.A 


4.8.18.2   5.1.11.5.A and 5.1.11.5.B 
4.8.18.3 – 4.8.18.6  5.1.11.5.A 
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4.8.19   Standard XV  4.8.19.1 – 4.8.19.2  5.1.11.5.A 
4.8.20   Standard XVI  4.8.20.1 – 4.8.20.3  5.1.11.5.A 
4.8.21   Standard XVII   4.8.21.1 – 4.8.21.3  5.1.11.5.A 
4.8.22   Standard XXII  4.8.22.1 – 4.8.22.2  5.1.11.5.A 
 


Federal regulations (42 CFR 438.240) mandate that States must, through its contracts, require 
each managed care organization (Vendor) to have an ongoing quality assessment and 
performance improvement program for the services it furnishes its members. Internal Quality 
Assurance Programs (IQAPs) consist of systematic activities, undertaken by the Vendor, to 
monitor and evaluate the care delivered to enrolled recipients according to predetermined, 
objective standards, and effect improvements as needed. 


An annual review of the Vendor will be conducted by the DHCFP or its designee. In addition, 
DHCFP will monitor and analyze grievances and appeals, provider disputes and will periodically 
conduct patient and provider satisfaction surveys.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Established Nevada Medicaid Quality 
Over the past four years, Amerigroup built and implemented 
our Nevada Quality Assurance Program to deliver quality 
care and services by establishing strong relationships with 
our providers and DHCFP. We successfully completed our 


initial audit by Health Services Advisory Group (HSAG), the State’s External Quality Review 
Organization (EQRO), with a 96 percent score and achieved NCQA Medicaid Accreditation as 
a New Health Plan. We are the only NCQA Medicaid-Accredited Health Plan in Nevada, and 
we follow NCQA quality, utilization management 
(UM), credentialing, and compliance standards for 
all NCQA components and domains. We achieved 
this distinction in 2011 with a 98.28 percent 
compliance score for New Health Plan accreditation.  


In September, 2012, Amerigroup obtained NCQA re-accreditation for Disease Management 
(DM) with the status of Accredited with Performance Reporting. This distinction is awarded 
only to organizations that meet or exceed its standards for DM accreditation and report results 
for a specified number of DM Performance Measures. Our Performance Improvement 
Projects (PIPs) are well designed and have progressed well past baseline measurements. An 
MCO new to the State will need to start the process of developing relationships with the 
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providers, members, and the State from the beginning, losing the gains we have achieved over 
the past four years.  


Amerigroup Nevada IQAP Description  
We annually develop or update the Internal Quality Assurance Program (IQAP) descriptions 
for Quality Management (QM), the UM Program, the IQAP Work Plan, and the IQAP 
Evaluation Report. These are four separate but integrated program documents. We capture 
relevant processes within appropriate individual policies and procedures, and we identify 
quality improvement initiatives annually and throughout the year. The IQAP Work Plan 
captures all of our improvement initiatives, interventions, and monitoring of IQAP activities. 
Periodically and annually, we evaluate and analyze the IQAP and UM Programs to assess the 
effectiveness of process improvement changes and to identify additional opportunities. We 
capture these analyses in the IQAP annual evaluation. We more fully describe our IQAP in 
Section 5.1.11.5.A. 


4.8.1 Quality Improvement Projects 
The Vendor must conduct performance improvement projects that focus on clinical and non-
clinical areas and that involve the following: 


4.8.1.1 Measurement of performance using objective quality indicators; 


4.8.1.2 Implementation of system interventions to achieve improvement in quality; 


4.8.1.3 Evaluation of the effectiveness of the interventions; and 


4.8.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  


The Vendor must report the status and results of each project to the DHCFP as requested, 
including those that incorporate the requirements of 42 CFR 438.240 (a)(2). Each performance 
improvement project must be completed in a reasonable time period so as to generally allow 
information on the success of performance improvement projects in the aggregate to produce 
new information on quality of care every year. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Sections 5.1.11.5.A 
and B. 
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Performance Improvement Projects (PIPs) (§4.8.1) 
Since 2009, we have worked closely with DHCFP and HSAG and have incorporated their 
recommendations into our Plan, Do, Study, Act/Assess (PDSA) and our Rapid Cycle Learning 
PIP development and monitoring process. We use the PDSA process to identify and evaluate a 
possible clinical or non-clinical PIP opportunity. We derived our PIP development and 
monitoring process from recommendations for planning and action published by CMS, Health 
Services Advisory Group (HSAG), and from pioneering work in quality by Dr. W. Edwards 
Deming. 


Rapid Cycle Learning  


To support our Continuous Quality Improvement (CQI) efforts, we use our Integrated 
Analytical Platform (IAP)—a tool that enables our experts to capture and evaluate data and 
monitor cost and utilization trends across our membership base in real time. The IAP provides 
a powerful assist to analyzing population variables such as age, disease, risk factors, and 
members with special needs. Our process is detailed in Section 5.1.11.5.A. 


4.8.2 State-Mandated Performance Improvement 
Activities 


The Vendor must:  


4.8.2.1 Submit performance improvement measurement data annually using standard 
measures required by the DHCFP, including those that incorporate the requirements 
of 42 CFR 438.204 and 438.240(a)(2);  


4.8.2.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to 
measure the Vendor’s performance; or 


4.8.2.3 Perform a combination of activities described in RFP Sections 4.8.2.1 and 4.8.2.2 
above. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


In 2011 and again in 2012, HSAG evaluated our PIPs. All three of our State-mandated PIPs 
received an overall “Met validation status,” which, HSAG reported, represented an area of 
strength for us and provided confidence in the technical aspects of the studies for HSAG and 
DHCFP. DHCFP identified three PIPs for Nevada Medicaid in 2012-2013 that we have 
implemented or are actively implementing: Childhood immunization Status-Combo 2, 3, and 
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10; Improving Diabetes Screening and Control; and Decreasing Avoidable Emergency 
Department (ED) Visits. We implemented Childhood Immunization Status-Combo 2, 3, and 10 
and Decreasing Avoidable ED Visits for Nevada Check-up. The Lead Screening in Children 
PIP was validated in 2011 for both Medicaid and Nevada Check Up members and was retired 
in 2012 with ongoing monitoring of rates to demonstrated continued performance. 


The most recent HSAG Technical Report released in October, 2012 gave Amerigroup an 
overall IQAP score of 95 percent. We scored over 90 percent compliance on 10 of the 13 
standards with our performance on six of those standards earning a 100 percent score. 


A detailed analysis of our DHCFP-mandated PIPs is presented in our response in Section 
5.1.11.5.B—(§4.9.2.3-4). 


In addition, in 2011, we conducted measurement of quality improvement activities according 
to NCQA HEDIS 2011 Technical Specifications in accordance with DHCFP Contract 
requirements for Medicaid MCOs. Both HSAG and Amerigroup (through Attest Health Care 
Advisors, a HEDIS auditor) audited our performance for receiving and integrating HEDIS 
data for reporting. We submitted the HEDIS 2012 data to DHCFP, HSAG audited it, and 
DHCFP accepted it. We will continue to report annual HEDIS measures specified by DHCFP 
on a calendar-year basis, which may overlap Contract periods.  


4.8.3 DHCFP will use the most current sources 
for the IQAP guidelines and the most current 
NCQA Standards and Guidelines 
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Amerigroup Nevada holds NCQA Medicaid accreditation of New Health Plan effective from 
2011 through 2014, which attests to the effective use of NCQA Standards and Guidelines as 
part of our IQAP. In addition, we use recognized clinical practice guidelines of professional 
associations such as the American Heart Association, American College of Obstetricians and 
Gynecologists, and the Community Preventive Service Task Force recommendations. We use 
the Nevada Medicaid Services Manual, InterQual Criteria, and Aetna Clinical Policy 
Bulletins (CPBs) to guide our UM decisions ensuring quality provision of care.  
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4.8.4 Health Information System 
The Vendor is required to maintain a health information system that collects, analyzes, 
integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of 
the ongoing IQAP. The systems must provide information on areas including, but not limited to, 
utilization, grievances and appeals, and disenrollment for other than the loss of program 
eligibility. The basic elements of a health information system with which a Vendor must comply 
include the following: 


4.8.4.1 Collect data on member and provider characteristics as specified by the DHCFP, and 
on services furnished to the members through an encounter data system or other 
methods as may be specified by the DHCFP; 


4.8.4.2 Verify the data received from providers is accurate, complete, and timely; and in 
accordance with 42 CFR 438.242(b) (2); and 


4.8.4.3 Make all collected data available to the DHCFP and upon request to CMS as 
required. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Amerigroup Health Information System  
Amerigroup devotes significant corporate resources to ensure that system availability meets 
business needs. For many systems, such as our core operations system and 
telecommunications infrastructure, we maintain availability 24 hours a day, 7 days a week. 
We have positioned our management information system (MIS) and technology architecture 
to maintain the highest level of systems reliability and availability. We are committed to 
internal monthly systems availability of 98.5 percent and in 2011 performed at an average of 
99.95 percent. 


We employ a health information system to collect, analyze, integrate, and report data in 
accordance with 42 CFR 438.242. We maintain data in standardized systems and databases in 
a confidential, accurate, timely, and comprehensive manner. We receive and process external 
data according to structured processes and timeframes. We verify internal and external data 
by rigorous quality checks for integrity. We make all collected data available to DHCPF and 
CMS upon request. We use many IQAP data sources for analysis, tracking, and trending fully 
described in 5.1.11.5.A and B. 
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Core Operations System and Care Management (§4.8.4.1-3) 


Our core operations system is the system of record for all provider, member (including 
enrollment and eligibility), claims, and authorization data. We update this information 
through the user interface or through application-specific data loads such as enrollment files 
received from state partners. All other Amerigroup applications interface the core operations 
system map to its data structures to enable consistency in naming, formatting, and validation 
and drive data quality and reliability. 


CareCompass is our clinical care management solution; it integrates seamlessly with our core 
operations system. CareCompass gathers and organizes information from sources such as 
claims and authorizations, pharmacy data, and lab data to enable proactive identification and 
management of member health and to facilitate communications among all participants of the 
member’s care team. We describe our CareCompass system in more detail in this response 
under Standard XIV: Continuity of Care System (§4.8.18). 


Data Collection (§4.8.4.1) 


Amerigroup’s data warehouse is an integrated repository 
fed directly from the core operations system that ensures 
data quality, control, and data consistency. It maximizes 
our capacity for data analytics and affords us the 
flexibility to produce targeted reporting. Amerigroup’s 
information systems collect and integrate health 
information to support quality activities. We collect 
various kinds of data from internal/external data 
sources: claims; pre-season medical record review; 
laboratory results; pharmacy; dental/vision vendor 
encounters; state historical file and FFS information; 
and Nevada State immunization information. Our 
HEDIS MIS system provides the structure to support the 
Amerigroup dedicated team of data experts. This team 
applies rigorous quality control tools to validate HEDIS, 
HEDIS-like, and health plan data used to measure 
outcomes for many quality activities. Managing all the 
data sources, formats, and elements required for HEDIS demands a comprehensive solution 
to capture and report data and information to support the process. Amerigroup’s solution 
exists in a HEDIS data warehouse that stores data from multiple sources beyond the 
information stored in our transaction processing systems. A diagram of our HEDIS data mart 
and analytic processes are outlined in Section 5.1.11.5.A. 
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Data and HEDIS Analytic Expertise 


Amerigroup employs analytical professionals who support our Nevada health plan’s 
performance improvement activities and our strategy to leverage clinical analysis, research, 
and development to drive quality improvements. Our biostatisticians, epidemiologist, and 
analysts provide expertise to our Quality team using multiple resources and programs for 
IQAP reporting. Our team of 14 dedicated HEDIS employees includes five project managers, 
three performance project employees, and six local health plan management and QI 
coordinators. A detailed description of the data management and validation processes is 
described in Section 5.1.11.5.A. 


Provider Data Verification (§4.8.4.2) 
Our core operations system is the system of record for our provider data, including 
demographic data, provider type, specialty codes, payment information, provider contract 
status, license number, credentialing information and status, affiliations, and PCP panel 
capacity. We use an integrated workflow and imaging application to support the provider 
intake and information management process and to ensure accuracy and completeness of the 
data. The application stores our provider contracts and credentialing application, aiding 
compliance management by tracking the credentialing details. On a quarterly basis, employees 
pull a random selection of provider files to review the data entered into the database as a 
means of verifying the accuracy and timeliness of data entered for all provider and 
credentialing data elements. Additional information on the credentialing/re-credentialing 
process is found in this response under Standard IX: Credentialing and Re-credentialing 
(§4.8.13). 


Data Available to DHCFP (§4.8.4.3) 
A detailed HSAG review of our 2011 Performance Reports determined that we prepared our 
reports according to the HEDIS 2011 Technical Specifications for all of the audited measures. 
Audits of information system capabilities for accurate HEDIS reporting found that we were 
fully compliant with all standards assessed including IS 1.0-5.0 and IS 7.0; IS 6.0 was not 
applicable to measures under the scope of the audit for the Nevada TANF, Check Up, and 
HIFA populations. The medical record vendor Inovalon conducts our medical record pursuit 
and data collection. 


For example, in collaboration with HSAG, we performed a deeper look into the data on well 
child visits and uncovered a significant difference in the results between the Reno and Las 
Vegas areas. Our IQAP team used the information to tailor interventions to increase well-
child visits in each area.  
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4.8.5 Standard I: Written IQAP Description 
The Vendor has a written description of its IQAP. This written description meets the following 
criteria: 


4.8.5.1 Goals and Objectives 


4.8.5.2 The written description contains a detailed set of quality assurance (QA) objectives, 
which are developed annually and include a timetable for implementation and 
accomplishment.  


4.8.5.3 Scope 


A.  The scope of the IQAP is comprehensive, addressing both the quality of clinical care 
and the quality of non-clinical aspects of service, such as and including: availability, 
accessibility, coordination, and continuity of care. 


B.  The IQAP methodology provides for review of the entire range of care provided by 
the Vendor, including services provided to CSHCN, by assuring that all demographic 
groups, care settings (e.g., inpatient, ambulatory, including care provided in private 
practice offices and home care); and types of services (e.g., preventive, primary, 
specialty care, and ancillary) are included in the scope of the review. The review of 
the entire range of care is expected to be carried out over multiple review periods and 
not on a concurrent basis.  


4.8.5.4 Specific Activities 


The written description specifies quality of care studies and other activities to be undertaken over 
a prescribed period of time, and methodologies and organizational arrangements to be used to 
accomplish them. Individuals responsible for the studies and other activities are clearly identified 
and qualified to develop the studies and analyze outcomes.  


4.8.5.5 Continuous Activity 


4.8.5.6 The written description provides for continuous performance of the activities, 
including tracking of issues over time.  


4.8.5.7 Provider Review 


A.  Review by physicians and other health professionals of the process followed in the 
provision of health services; and 


B.  Feedback to health professionals and Vendor staff regarding performance and patient 
health care outcomes. 


4.8.5.8 Focus on Health Outcomes 
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The IQAP methodology addresses health outcomes to the extent consistent with existing 
technology.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Written IQAP Description (§4.8.5) 
Our locally based IQAP includes oversight of our UM and Case Management (CM) 
Programs. Our Nevada IQAP is mature and continuously addresses issues related to quality, 
utilization, case, and disease management; customer service; and provider credentialing/re-
credentialing. Since 2009, we have achieved significant gains in quality improvement such as 
improved lead screening in children and our DHCFP partnership for Diabetes Self 
Management, which eliminates the delays and costs associated with a new start-up. Our 
NQCA Accredited Disease Management Program, along with our Case Management and 
Health Promotion Programs, are integrated into our IQAP processes to facilitate the delivery 
of the most appropriate, medically necessary care to members in the most cost-effective, least-
restrictive setting. Our programs span a broad clinical spectrum including preventive and 
primary care, behavioral health treatment (mental health and substance use disorder), 
Children with Special Health Care Needs, medication management, vision, and dental 
services. Our IQAP systems and techniques improve our efficiency and our providers while 
promoting improved health outcomes and well-being for our members. 


Amerigroup’s IQAP has three written NCQA-compliant documents to guide our quality 
improvement efforts: IQAP Description, Work Plan, and Program Evaluation. 


Goals and Objectives (§4.8.5.1-2) 


The following are our IQAP Goals and Objectives for 2012 that we also detail within the 
IQAP Description: 


 Develop and maintain IQAP resources, structure, and processes 


 Collaborate with State, federal, and regulatory agencies Develop effective methods for 
measuring outcomes of care and services Coordinate, monitor, and report IQAP 
activities; Ensure effective coordination/communication of IQAP activities with all 
appropriate functional areas 


 Provide oversight of all activities to ensure compliance with all State, federal, and 
accrediting organizations 
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Scope of Our Nevada IQAP (§4.8.5.3)  


The scope of the IQAP encompasses clinical and administrative services provided to external 
and internal customers. External and internal customers include not only our members and 
providers but also Amerigroup employees, DHCFP, HSAG, and other associated State and 
federal government entities. Internal customers include our customer service organization, 
UM, DM, health promotions, provider relations/network management, credentialing, and 
quality improvement functions.  


Specific Activities (§4.8.5.4) 


A key component of quality operations and an integral component of our IQAP description is 
the annual IQAP Work Plan, which is our road map for the upcoming year. It includes a 
detailed outline of activities for monitoring, analysis, and reporting to the Amerigroup 
governing bodies throughout the year. The Work Plan includes reporting of the Nevada 
measurements, organizational quality of care, provider reviews, and service projects. Our 
Work Plan is consistent with the DHCFP Quality Assessment and Performance Improvement 
Strategy (QAPIS) for each year and is further discussed below in Standard II: Systematic 
Process of Quality Assessment and Improvement (§4.8.6).  


Continuous Activity (§4.8.5.5-6) 


Our integrated IQAP encompasses the spectrum of physical and 
behavioral health, pharmacy services, and dental services that our 
members receive. Our monitoring and quality improvement 
processes support member health and independence. The IQAP 
integrates all functional areas in the decisions that affect the 


quality and safety of care and services we provide to our members. Quality improvement is a 
dynamic process that extends well beyond our formal IQAP written plan and includes the 
following methodologies to expand quality services’ impact across all functional areas while 
focusing on those activities that drive improved quality as described in Section 5.1.11.5.A. 


Focus on Health Outcomes (§4.8.5.8) 


Each year, we perform an extensive IQAP evaluation to analyze our processes and outcomes. 
Our Quality Management Committee (QMC) and other specific quality committees review this, 
along with all quality guiding documents and ongoing analyses. These monitoring strategies 
drive improvements to our quality processes. The IQAP evaluation is discussed in further 
detail in Evaluation of Continuity and Effectiveness of the IQAP (§4.8.6.8) below. 
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4.8.6 Standard II: Systematic Process of Quality 
Assessment and Improvement  
The IQAP objectively and systematically monitors and evaluates the quality and appropriateness 
of care and service provided to enrolled recipients through quality of care studies and related 
activities, and pursues opportunities for improvement on an ongoing basis. The IQAP has written 
guidelines for its Performance Improvement Projects (PIPs) and related activities. These 
guidelines include: 


Specification of Clinical or Health Services Delivery Areas to be Monitored. 


Monitoring and Evaluation of Care (§4.8.6.1) 


The monitoring and evaluation of care reflects the population serve by the Vendor in terms of 
age groups, disease categories and special risk status, including CSHCN.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We document our systematic process of quality assessment and improvement in our IQAP. 
The IQAP Work Plan lists each activity planned, the objectives for each activity, the actions to 
be taken, target action dates, responsible parties, status of the activity, and the outcomes. It 
provides an objective and systematic means to monitor and evaluate the quality and 
appropriateness of care and service provided to our members through care studies, surveys, 
PIPs, and other related activities.  


The Work Plan includes the specification of clinical or health services delivery areas that we 
plan to monitor. For our Medicaid and Nevada Check Up members, the Work Plan documents 
the care and services in certain priority areas of concern selected by DHCFP. Our Work Plan 
is the basis for our establishment of PIPs in accordance with 42 CFR Section 438.358(b). Our 
Work Plan documents the quality indicators to be used in our studies and related activities as 
well as the clinical care standards and practice guidelines specified for each area of concern 
being monitored. We include standards and guidelines (developed or reviewed by our 
providers) that are based on reasonable scientific evidence. We focus our standards on the 
process and outcomes of healthcare delivery, preventive services, and access to care.  


Multidisciplinary teams perform the activities and analyze the results. Our teams include 
qualified clinicians who evaluate the quality of care and services through the individual case 
review and through studies that analyze patterns of clinical care and related services. Each 
year, our QMC approves the IQAP Work Plan. The Director of IQAP prepares and distributes 
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a written report (the evaluation) to Amerigroup QIC and the Nevada Board of Directors and 
then to DHCFP. 


The evaluation allows us to determine if the scope of the IQAP Work Plan or the content 
needs to be modified in any way. The IQAP report provides an overall evaluation of the 
effectiveness of the IQAP. The report provides a complete picture of the studies conducted and 
the trends of clinical and service indicators; documents improvements in quality; and presents 
areas of deficiency and the recommendations for corrective actions.  


Monitoring and Evaluating DHCFP Measures (§4.8.6.2) 


For the TANF/CHAP and Nevada Check Up recipients, the IQAP will monitor and evaluate, at a 
minimum, care and services in certain priority areas of concern selected by the DHCFP. These 
were selected from among those identified by the Centers for Medicare and Medicaid Services 
(CMS) and the DHCFP. 


The following are recommended clinical areas of concern and health services delivery areas of 
concern: 


A.  Clinical Areas of Concern 


  1. Childhood Immunizations (monitoring will be required by DHCFP for recipients); 


  2. Pregnancy (monitoring will be required by DHCFP for recipients); 


  3. Cervical Cancer/Pap Smears (monitoring will be required by the State of Nevada 
Health Division); 


  4. Comprehensive Well-Child Periodic Health Assessment (will be required by DHCFP 
for recipients); 


  5. Lead Toxicity (screening required under EPSDT guidelines); 


  6. Pregnancy Prevention and/or Family Planning (monitoring will be required by 
DHCFP for recipients); and 


  7. Hearing and Vision Screening and Services for Medicaid members less than twenty-
one (21) years of age will be required by DHCFP for members.  


B.  Health Services Delivery Areas of Concern 


  1. Access to Care; 


  2. Utilization of Services; 


  3. Coordination of Care;  
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  4. Continuity of Care;  


  5. Health Education; and 


  6. Emergency Services. 


C.  Performance Improvement Projects (PIPs) 


In accordance with 42 CFR 438.358(b): 


  1. Validation of Performance Improvement Projects required by the State to comply 
with requirements set forth in 42 CFR 438.240(b); and 


  2. Projects that were under way during the preceding twelve (12) months. 


  3. Quality of care studies are an integral and critical component of the health care 
quality improvement system. The Vendor will be required annually to conduct and 
report on a minimum of two PIPs. 


  4. The purpose of a PIP is to assess and improve processes, thus enhancing the 
outcomes of care. The PIPs are designed to target and improve the quality of care or 
services received by managed care enrolled recipients. The Vendor will utilize, as a 
resource, the Centers for Medicare & Medicaid Services (CMS) guidelines as 
outlined in the most recent version of the CMS publication Conducting Performance 
Improvement Projects, A Protocol for Use in Conducting Medicaid External Quality 
Review Activities, Final Protocol. 


  5. A PIP will be required to decrease inappropriate utilization of emergency department 
visits.  


  6. The Vendor must conduct PIPs that focus on utilization of ambulatory care:  


  7. This measurement of quality indicators; the Vendors must implement a system of 
interventions to achieve improvement in quality; evaluate effectiveness of the 
interventions; and institute planning and initiation of activities for increasing or 
sustaining improvement. 


  8. The Vendor must have its own evaluation of the impact and effectiveness of its 
quality assessment and IQAP.  


  9. At its discretion and/or as required or directed by DHCFP, the Vendor’s IQAP also 
monitors and evaluates other important aspects of care and service.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 
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Monitoring and Evaluating Performance with Measures 


We use a CQI process described in Section 5.1.11.5.A Performance Improvement Projects 
(PIPs). Using data from IAP and our HEDIS data mart paired with clinical and service 
observations from our experienced employees, we identify potential areas of concern. Once 
identified, we apply the PDSA methodology, which corresponds to the following NCQA 
protocols:  


 Develop a baseline measurement 


 Identify barriers and root cause (Ishikawa diagramming) 


 Build appropriate interventions to address those barriers 


 Gather the resources needed to conduct interventions 


 Establish specific targets, benchmarks, and timeframes 


Our IQAP team then monitors results for sustained improvement. If progress is slower than 
anticipated within the timeline of the PDSA cycle, we employ the Rapid Cycle Learning (RCL) 
process to make mid-course corrections. The result of this analysis drives the development of 
the IQAP Work Plan and the IQAP activities for the year. Our 2012 Work Plan focuses on the 
following: 


 Improving HEDIS rates and satisfaction with member care and services 


 Monitoring provider access and availability  


 Assessing continuity of care for physical and behavioral care delivery 


 Addressing member safety issues to include hospital re-admission rates and pharmacy 
measures such as drug/drug interaction, duplicate therapy treatment, and 
polypharmacy/polyphysician use 


 Managing utilization for over- and under-utilization and appeal rates 


As an example, our pharmacy vendor noticed an increase in new stimulant prescriptions for 
members with an attention deficit hyperactivity disorder (ADHD) diagnosis. We immediately 
implemented outreach and education of recommended 
follow-up visits to those members enrolled in Case 
Management. With Medical Advisory Committee 
(MAC) and QMC approval, we expanded the activity to 
all members with new prescriptions for ADHD and 
added provider notification. We currently receive a 
weekly report of new prescriptions and feed the 
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information into the automated call system to continue member education of recommended 
follow-up visits within 30 days of the start of medication. As a result, the number of follow-up 
visits for children with newly prescribed ADHD medication has remained above the HEDIS 
75th percentile with a 2011 measurement year rate of 45.09 percent. As the measurement is 
time sensitive, we continue weekly interventions and monitor results monthly to ensure 
continued improvement. 


Use of Quality Indicators (§4.8.6.3) 


Quality indicators are measurable variables relating to a specified clinical or health services 
delivery area, which are reviewed over a period of time to monitor the process or outcomes of 
care delivered in that area.  


The Vendor is required to: 


A.  Identify and use quality indicators that are objective, measurable, and based on 
current knowledge and clinical experience;  


B.  Monitor and evaluate quality of care through studies which include, but are not 
limited to, the quality indicators also specified by the CMS Center for Medicaid and 
CHIP Services, with respect to the priority areas selected by the State; 


C.  Ensure methods and frequency of data collection are effective and sufficient to detect 
the need for program change; and 


D.  Have mechanisms to detect under and over utilization.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.5.A. 


Identification of Quality Indicators  


DHCFP identifies State indicators that we measure and evaluate annually per our current 
contract. In addition, we follow the same approach described in Performance Improvement 
Projects (§4.8.1) for the identification, development, and monitoring of all quality activities 
whether or not mandated by the State. Through the use of the IAP and HEDIS data mart, we 
analyze our data to identify patterns of over- and under-utilization for both members and 
providers as measured against norms defined to account for regional and local practice 
variations. A detailed analysis of PIPs and other DHCFP measures is found in Section 4.7. 
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Monitoring, Evaluating, and Ensuring Quality Data Management  


We currently participate with DHCFP in monitoring each of the clinical areas of concern and 
areas of health service delivery through the submission of HEDIS measures and PIPs. We will 
continue working collaboratively with DHCFP and with the contracted external quality review 
organization, HSAG, to monitor the continuing improvement in care and services delivered to 
Medicaid members. In the 2010-2011 EQRO Technical Report from HSAG, all three 
Amerigroup PIPs, Steps I through VI, received an overall score of 100 percent, critical 
element score of 100 percent, and “Met” validation status.  


The HSAG reviewers stated that this finding represented an area of strength for Amerigroup 
and demonstrated confidence in the technical aspects of the PIP studies.  


Use of Clinical Care Standards/Practice Guidelines 
(§4.8.6.4)  


A.  The IQAP studies and other activities monitor quality of care against clinical care or 
health service delivery standards or practice guidelines specified for each area 
identified in Sections 4.8.5.3.A and 4.8.5.3.B above;  


B.  The standards/guidelines are based on reasonable scientific evidence and developed 
or reviewed by Vendor providers;  


C.  The standards/guidelines focus on the process and outcomes of health care delivery, 
as well as access to care;  


D.  A mechanism is in place for continuously updating the standards/guidelines;  


E.  The standards/guidelines are included in provider manuals developed for use by 
Vendor providers, or otherwise disseminated, including but not limited to, 
dissemination on the provider website, to all affected providers as they are adopted 
and to all members and potential members upon request;  


F.  The standard/guidelines address preventive health services;  


G.  The standards/guidelines are developed for the full spectrum of populations enrolled 
in the plan; and  


H.  The IQAP shall use these standards/guidelines to evaluate the quality of care provided 
by the Vendor’s providers, whether the providers are organized in groups, as 
individuals, or in combinations thereof.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A.  
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Clinical Practice Guidelines 


Amerigroup adopts, disseminates, and uses clinical practice guidelines (CPG) for acute and 
chronic medical and behavioral health conditions. Through a collaborative review process, we 
involve board-certified providers from appropriate specialties in the development and approval 
of the guidelines at both our national and local health-plan level. Our CPGs are evidenced-
based and known to be effective in improving health outcomes. Scientific evidence or, in the 
absence of scientific evidence, professional standards or expert opinion determine the 
effectiveness of guidelines. Our CPGs address all areas of care provided to Medicaid and 
Nevada Check Up members including medical, behavioral, and preventive services for all ages 
and demographics. They cover the process of care delivery, anticipated outcomes against local 
and national benchmarks, and access to needed care and services. 


Our CPG development, update, and dissemination processes are described in detail in Section 
5.1.11.5.A.  


Analysis of Clinical Care and Related Services 
(§4.8.6.5)  


A.  Qualified clinicians monitor and evaluate quality through the review of individual 
cases where there are questions about care, and through studies analyzing patterns of 
clinical care and related service. For issues identified in the IQAPs targeted clinical 
areas, the analysis includes the identified quality indicators and uses clinical care 
standards or practice guidelines.  


B.  Multi-disciplinary teams are required, when available and appropriate, to analyze and 
address systems issues. The Vendor must have in effect mechanisms to assess quality 
and appropriateness of care furnished to members with special health care needs. 


C.  From 4.8.6.3.A and 4.8.6.3.B above, clinical and related service areas requiring 
improvement are identified. 


D.  The Vendor will work collaboratively with DHCFP to determine member race and 
ethnicity. The Vendor will organize interventions specifically designed to reduce or 
eliminate disparities in health care.  


E.  The Vendor shall allow access to clinical studies, when available and appropriate. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 
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Qualified Clinicians Monitor and Evaluate Quality 


Our quality analytics team described previously under HEDIS MIS also provides the skills and 
knowledge to analyze clinical care and services outside the HEDIS realm. Our five analytical 
professionals/HEDIS project managers, three performance project employees, and six local 
health plan management and QI clinician coordinators identify and analyze patterns and 
trends in care delivery and review findings weekly.  


From these joint sessions, we compare findings against clinical guidelines and standards to 
determine the most effective interventions for implementation.  


Race and Ethnicity  


A key aspect of specific PIP and other measure analyses is the distribution of findings across 
age, gender, race, and ethnicity, which is described more fully in the Cultural Competency 
(§4.9.2.2) discussion in Section 5.1.11.5.B.  


Multi-disciplinary Teams Analyze and Address Quality System Issues 


Multidisciplinary teams perform the activities and analyze the results. Our teams include 
qualified clinicians who evaluate the quality of care and services through the individual case 
review and through studies that analyze patterns of clinical care and related services.  


Identification of Clinical and Service Areas Requiring Improvement  


Through an internal performance analysis on our HEDIS scores and as the result of the 
HSAG audit, we identified a number of opportunities where our experience and creative 
problem solving could improve the care and services delivered to Nevada. Our best practice 
solution was the development of a cross-functional work group within the Nevada health plan. 
These individuals are not only experienced with clinical and non-clinical care and service 
delivery; they are also familiar with issues unique to the Nevada population including 
geographic, ethnic, social, and economic circumstances. A detailed description of this system 
analysis process is found in Section 5.1.11.5.B. 
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Implementation of Corrective Actions (§4.8.6.6) 


The IQAP includes written procedures for taking corrective action whenever, as determined 
under the IQAP, inappropriate or substandard services are furnished, or services that should have 
been furnished were not.  


These written corrective action procedures include: 


A.  Specification of the types of problems requiring corrective action; 


B.  Specification of the person(s) or body responsible for making the final determinations 
regarding quality problems; 


C.  Specific actions to be taken; provision of feedback to appropriate health 
professionals, providers and staff; 


D.  The schedule and accountability for implementing corrective actions;  


E.  The approach to modifying the corrective action if improvements do not occur; and 


F.  Procedures for terminating the affiliation with the physician, or other health 
professional or provider.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


State-Mandated Plan of Corrective Action (§4.8.6.6) 


Within our CQI methodology, we refer to corrective actions broadly, including a corrective 
action plan initiated with a provider issue, a PIP to overcome an identified gap in quality care 
and services delivery, or a Plan of Correction (POC) directed by the State. The QM team 
follows DHCFP-approved policies and procedures for making a corrective action 
determination and for implementing an action plan as appropriate. Our policies and 
procedures, which we update and submit to DHCFP annually, include:  


 Determination of when corrective action is appropriate 


 Specification of who is responsible for making the final determination regarding 
quality problems 


 Identification of actions to be taken 


 Outline of the schedule and accountability for implementing corrective actions 
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 Method for modification of the corrective action if improvements are not observed 


 Procedures for terminating affiliation with a provider, if necessary 


As an example, DHCFP mandates disenrollment rules. We recognized that the underlying 
cause for members facing disenrollment was generally a correctable situation. As a result, we 
developed a disenrollment policy and procedure that directs employees to explore the 
underlying cause and implement a corrective action to ensure that members continue to 
receive care and services. Once our IQAP implements POCs, the QMC monitors and evaluates 
the improvements. The QMC continues to monitor study results, and individual cases are 
reviewed periodically to ensure that improvements have been effective.  


Assessment of Effectiveness of Plans of Correction 
(§4.8.6.7) 


A.  As actions are taken to improve care, there is monitoring and evaluation of the Plan of 
Correction (POC) to assure required changes have been made. In addition, changes in 
practice patterns are monitored.  


B.  The Vendor assures follow-up on identified issues to ensure actions for improvement 
have been effective. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A.  


Assessment of Effectiveness of the Plan of Correction 


Amerigroup Nevada also has a structured process for requiring corrective action from 
providers where care or service does not meet quality standards for access, availability, 
member satisfaction, medical records, and over- or under-utilization. As part of the 
credentialing and re-credentialing process, we evaluate each of these elements and report as 
part of the annual IQAP evaluation. In 2011, we had no providers in corrective action.  


Example of a Vendor Plan of Correction and Follow-up 


During our tenure in Nevada, we have had only one instance when a POC was requested. To 
address the situation in which the dental vendor that Amerigroup inherited from the previous 
MCO was under-performing, we invited DHCFP to collaborate with us and the dental vendor 
to identify steps for correction. Our POC addressed six areas of concern and included 17 
different actions covering dental vendor employee education and process changes and 
Amerigroup-generated member and provider informational materials. 
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We continued to monitor the dental vendor’s performance. When it became apparent that the 
situation was not significantly improved, we terminated the vendor’s contract and selected and 
engaged a new dental vendor. 


As an example, monitoring and assessment of the 
dental visit rate improvement for the Nevada Check 
Up population from 2009 to 2011 showed a 23.26 
percent improvement from 58.7 percent to 72.39 
percent in two years. The issues with the dental 
vendor mentioned above contributed to low quality 
metrics, and the subsequent change to a different 
vendor showed the effectiveness of the corrective 
action taken.  


As a result, our 2012 Medicaid dental visit rate 
continues to improve to 53.2 percent, which exceeds 
the 50th percentile while our Nevada Check Up rate for 2012 exceeds the NCQA 90th 
percentile. Over three years, our Medicaid results have improved by 16.48 percent.  


Evaluation of Continuity and Effectiveness of the IQAP 
(§4.8.6.8)  


A.  The Vendor conducts a regular and periodic examination of the scope and content of 
the IQAP to ensure that it covers all types of services in all settings, as specified in 
RFP Section 4.8.5. 


B.  At the end of each year, a written report on the IQAP is prepared which addresses: 
quality assurance studies and other activities completed; trending of clinical and 
service indicators and other performance data; demonstrated improvements in quality; 
areas of deficiency and recommendations for corrective action; and an evaluation of 
the overall effectiveness of the IQAP.  


C.  There is evidence that quality assurance activities have contributed to significant 
improvements in the care delivered to recipients. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Periodic Examination of the IQAP Scope of Work and Quality Trends 


Amerigroup conducts an annual IQAP evaluation. This evaluation is a comprehensive review 
(during the first quarter of the subsequent year) of all functional activities and programs 


Figure 4.8.6-1. Amerigroup Nevada’s 
Medicaid dental visit rate continues to 
improve 
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conducted throughout the year. We use baseline data from our MCO experience and service 
delivery that allows us to build on the understanding of the population needs. Activities for 
subsequent years directly respond to known issues within our Nevada population. Our Work 
Plan for the initial year of the new Contract with DHCFP will reflect a full scope of quality 
metrics such as those specific to our chronic CM, HEDIS, preventive care measures, member 
outreach, and behavioral health programming.  


4.8.7 Standard III: Accountability to the 
Governing Body  
The Governing Body of the Vendor is the Board of Directors or, where the Board’s participation 
with quality improvement issues is not direct, a designated committee of the senior management 
of the Vendor that is responsible for the Vendor IQAP review. Responsibilities of the Governing 
Body for monitoring, evaluating and making improvements to care include: 


4.8.7.1 Oversight of IQAP 


There is documentation that the Governing Body has approved the overall IQAP and an annual 
IQAP. 


4.8.7.2 Oversight Entity 


The Governing Body has formally designated an entity or entities within the Vendor to provide 
oversight of the IQAP and is accountable to the Governing Body, or has formally decided to 
provide such oversight as a committee of the whole. 


4.8.7.3 IQAP Progress Reports 


The Governing Body routinely receives written reports from the IQAP describing actions taken, 
progress in meeting quality assurance objectives, and improvements made.  


4.8.7.4 Annual IQAP Review 


The Governing Body formally reviews on a periodic basis, but no less frequently than annually, 
a written report on the IQAP. This annual quality program evaluation report shall be submitted to 
DHCFP annually in the second calendar quarter and at minimum include: 


A.  Studies undertaken;  


B.  Results; 


C.  Subsequent actions and aggregate data on utilization and quality of services rendered; 
and  


D.  An assessment of the IQAPs continuity, effectiveness and current acceptability. 
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4.8.7.5 Program Modification 


Upon receipt of regular written reports delineating actions taken and improvements made, the 
Governing Body takes action when appropriate, and directs that the operational IQAP be 
modified on an ongoing basis to accommodate review findings and issues of concern with the 
Vendor. This activity is documented in the minutes of the meetings of the Governing Board in 
sufficient detail to demonstrate that it has directed and followed up on necessary actions 
pertaining to quality assurance.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Governing Body Responsibilities (§4.8.7.1-4) 
Amerigroup Nevada’s Board of Directors retains responsibility for overall health plan 
governance and in 2011 delegated oversight of the IQAP to the QMC. The QMC is co-chaired 
by the health plan CEO and the Medical Director. The CEO is charged with reporting IQAP 
successes and significant IQAP issues from QMC activities to the Board at each meeting. The 
Board develops and submits recommendations for action to the QMC for implementation and 
reviews the IQAP Description, Work Plan, and Evaluation annually. Amerigroup Nevada 
IQAP activities are also reported through the corporate structure to the corporate Quality 
Improvement Council (QIC) and the corporate Board of Directors. Their roles are to oversee 
all affiliate IQAP activities, monitor progress towards meeting corporate goals and 
benchmarks, and provide corporate guidance with shared best practices. The corporate IQAP 
structure includes the Vendor Selection and Oversight Committee, the Medical Policy 
Committee, and the Pharmacy and Therapeutics Committee. 


The structure of the IQAP’s Governing Body is described as part of the QA Committee 
discussion below in Standard IV Active QA Committee in Section 4.8.8 and in detail in Section 
5.1.11.5.A. 
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4.8.8 Standard IV: Active QA Committee 
The IQAP delineates an identifiable structure responsible for performing quality assurance 
functions within the Vendor. This committee or other structure has: 


4.8.8.1 Regular Meetings 


The structure/committee meets on a regular basis with specified frequency to oversee IQAP 
activities. This frequency is sufficient to demonstrate that the structure/committee is following 
up on all findings and required actions, but in no case are such meetings less frequent than 
quarterly.  


4.8.8.2 Established Parameters for Operating 


The role, structure and function of the structure/committee are specified.  


4.8.8.3 Documentation 


There are records documenting the structures/committee’s activities, findings, recommendations 
and actions.  


4.8.8.4 Accountability 


IQAP subcommittees are accountable to the Governing Body and they report to it (or its 
designee) on a scheduled basis on activities, findings, recommendations and actions.  


4.8.8.5 Membership 


There is active participation in the IQAP committee from Vendor providers, who are 
representative of the composition of the Vendor’s providers.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Quality Committee Operations, Documentation, 
Accountability and Membership (§4.8.8.1-5) 
A full description of the quality committee structure and a committee organization chart is 
found in Section 5.1.11.5.A. The Amerigroup Nevada Board of Directors is the governing 
body of the Nevada IQAP. The Board delegates the QMC to oversee IQAP activities. The 
QMC is accountable to the Board through the CEO. The QMC annually approves the IQAP 
Work Plan and IQAP evaluation. 
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Amerigroup Nevada’s QMC develops, implements, and oversees the IQAP consistent with our 
approach of assuring local accountability and consideration of regional practices. The QMC 
is co-chaired by the CEO and Medical Director and includes leaders of Quality Management, 
Medical Management, Provider Relations, Marketing and Health Promotion, Operations, and 
Compliance. The QMC is a dynamic force in overseeing the health plan’s quality performance 
for both clinical and non-clinical functions. 


The Nevada QMC reviews and approves the activities of the QM Program, Work Plan, and 
Program Evaluation. The review and approval includes clinical and non-clinical issues 
related to regulatory compliance, fraud and abuse, over- and under-utilization, DM, CM, 
PIPs, HEDIS, complaints and grievances, and outcomes of audits. The IQAP Director reports 
all quality activities to the QMC for assessment, development, implementation, and 
monitoring. The committee reviews activities, provides feedback and recommendations, and 
follows up on outstanding items from previous meetings.  


The following health plan committees report to the QMC, and we maintain meeting minutes 
reflecting decisions, recommendations, and follow-up actions. (The details of their activities 
and responsibilities are found in Section 5.1.11.5.A): 


 Nevada MAC 


 Our Nevada Credentialing Committee  


 The Nevada Member Health Education Advisory Committee (HEAC)  


The Amerigroup Nevada QM Committee structure receives support from the corporate quality 
committee structure including the QIC for QM goals, benchmarks, and best practices; the 
Vendor Selection and Oversight Committee (VSOC) for corporate-wide vendor management; 
the Medical Policy Committee (MPC) for clinical practice guidelines; and the Pharmacy and 
Therapeutics Committee (P&T) for medication management guidance and criteria.  


Please see Standard VII: Provider Participation in IQAP (§4.8.11) for additional details.  
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4.8.9 Standard V: IQAP Supervision 
There is a designated senior executive who is responsible for IQAP implementation. The 
Vendor’s Medical Director has involvement in quality assurance activities. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


In October, 2011, the Amerigroup Nevada Board of Directors delegated quality improvement 
oversight to the plan QMC. The Board action stipulates that our health plan CEO is the 
designated senior executive who is responsible for IQAP implementation.  


4.8.10 Standard VI: Adequate Resources 
The IQAP has sufficient material resources and staff with the necessary education, experience, or 
training to effectively carry out its specified activities. (Refer to Section 4.7.2) 


Amerigroup Nevada currently complies with this and will continue to do so under the new 
Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our Nevada Quality Team 
Our IQAP resources consist of the talented people we hire, the efficient processes we employ, 
and the versatile and evidence-based tools we use to manage quality of care and services 
delivered to Medicaid and Nevada Check Up Members. Amerigroup’s IQAP has significant 
material resources and sufficient employees with the experience, education, and training 
necessary to oversee, implement, manage, and evaluate all RFP-specified quality tasks. Our 
IQAP employees and integrated material resources are integral to our successful quality 
performance and activities. 


Our current staffing model provides exceptional service to our Nevada members. It also 
ensures that DHCFP has local and accountable IQAP leadership who ensure quality of care 
for our members and continue our collegial relationships. We recently doubled the size of our 
IQAP team, adding two bilingual employees. We will capitalize on our existing experience to 
ensure that the program has sufficient employees who have the correct skill sets, 
qualifications, cultural competency, and experience to support continued performance 
improvement.  


Our local employees receive support and mentoring from experienced corporate employees. A 
total of 350 quality employees across the Company, five analytical professionals/HEDIS 
project managers, and three performance project employees are available to support Nevada 
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plan operations and maintain accountability for the administration of the Nevada program. 
Our six dedicated local employees interface with both our corporate support functions and 
with the DHCFP to provide a seamless quality system.  


Please see Section 5.1.11.5.A for the positions, credentials, and experience of our local IQAP 
team and the corporate quality support positions and quality program employees’ 
organizational chart.  


Material Resources – IQAP Infrastructure and Tools  
Amerigroup has a comprehensive quality infrastructure that is discussed throughout this 
section. Our integrated quality system tools include, but are not limited to:  


 Core Systems for documentation of claims and payment, appeals and grievance logging 
and tracking, case management, and UM—including real-time, online prior 
authorization capabilities 


 IAP Data Warehouse that captures, manages, verifies, and maintains all health plan 
data 


 HEDIS datamart for HEDIS data collection, verification, analysis, and reporting 
capabilities with analytic expertise at the corporate and local levels 


 InterQual medical necessity criteria, and nationally recognized Clinical Practice 
Guidelines, in addition to the State MSM  


 Provider quality improvement program reports, provider panel profiles, provider 
trainings, NCQA Patient Centered Medical Home practice transition technical support 


 Interactive website capabilities for members and providers that support quality 
activities such as provider notifications, provider panel reports, UM processes, provider 
updates, provider directories, member handbooks, provider manuals and educational 
materials 
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Material Resources - IQAP Processes 
Process reviews, updates, and reports support all the tools outlined above, and we disseminate 
them to appropriate stakeholders and IQAP employees. Some key Amerigroup IQAP processes 
that support our implementation of national best practices, standardization of practices for 
consistent application across all Amerigroup health plans, and cost-savings through 
economies of scale include: 


 Weekly meetings between our Nevada local quality team and the corporate analysts 
and HEDIS project managers  


 Corporate QIC oversight and sharing of best practices developed across the 13 states 
where we provide services 


 Corporate Credentialing support of local responsibilities, an Amerigroup best practice 
that includes: 


 Initial file and primary provider verification after our Nevada IQAP employees 
perform the initial data collection 


 Initiate re-credentialing and verifications and file reviews including review of 
additional data specified in Section 4.8.13.6.C 1-6 to meet specified timelines  


Material Resources – Quality Training 
Amerigroup’s online education provides basic quality orientation for every employee as well as 
ongoing training on CQI. We continue to develop and implement innovative strategies that 
improve our members’ outcomes and support our network providers; these strategies include 
new online and mobile tools and technology to enhance our ability to achieve the quality and 
financial goals of our State customers. Our IQAP guides the entire organization toward 
achievement of DHCFP’s and Amerigroup’s mutual goals.  







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-218 
November 15, 2012 


4.8.11 Standard VII: Provider Participation in 
IQAP  
4.8.11.1 Participating physicians and other providers are kept informed about the written 


IQAP through provider newsletters and updates to the provider manual.  


4.8.11.2 The Vendor includes in its provider contracts and employment agreements, for 
physician and non-physician providers, a requirement securing cooperation with the 
IQAP.  


4.8.11.3 Contracts specify that hospitals and other Vendors will allow the Vendor access to the 
medical records of its recipients.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Provider Participation in Quality Processes 
We have active primary care and specialist participation through our Nevada MAC. Our 
Medical Director oversees recruitment of providers and has a list of providers to serve on the 
committee. The providers are representative of Nevada providers, reflecting both urban and 
rural providers, and their demographics mirror those of our members.  


Sharing of Best Practices – Establishing Patient Centered Medical 
Homes and PQIPs 


Another method for including providers in the 
ongoing improvement in quality of care is 
incentives for quality performance. Through our 
Medical Practice Consultant outreach, we are 
working with three PCP group practices who are 
implementing strategies toward becoming NCQA 
Accredited Patient Center Medical Homes and with 
seven PCP group practices through our PQIP who 
are striving for Amerigroup Quality Certification. 
These PCP practices include Federally Qualified 
Health Centers and large PCPs groups. Both medical home strategies promote incentives for 
well-performing provider practices based on key performance goals that affect positive health 
outcomes of our members.  
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4.8.12 Standard VIII: Delegation of IQAP 
Activities  
The Vendor remains accountable for all IQAP functions, even if certain functions are delegated 
to other entities. If the Vendor delegates any quality assurance activities to Vendors, it must: 


4.8.12.1 Have a written description of the delegated activities, the delegate’s accountability for 
these activities, and the frequency of reporting to the Vendor;  


4.8.12.2 Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided; and 


4.8.12.3 Provide evidence of continuous and ongoing evaluation of delegated activities, 
including approval of quality improvement plans and regular specified reports. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We retain responsibility and authority for quality management and do not delegate quality 
activities. 


4.8.13 Standard IX: Credentialing and Re-
credentialing  
The IQAP contains provisions to determine whether physicians and other health care 
professionals, who are licensed by the State and who are under contract to the Vendor, are 
qualified to perform their services. These provisions are: 


4.8.13.1 Written Policies and Procedures 


The Vendor has written policies and procedures for the credentialing process, which include the 
Vendor’s initial credentialing of practitioners, as well as its subsequent recredentialing, 
recertifying and/or reappointment of practitioners. The Vendor will comply with NAC 
679B.0405 which requires the use of Form NDOI-901 for use in credentialing providers. 


DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The Vendor agrees to allow DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation. 


4.8.13.2 Oversight by Governing Body 
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The Governing Body, or the group or individual to which the Governing Body has formally 
delegated the credentialing function, has reviewed and approved the credentialing policies and 
procedures.  


4.8.13.3 Credentialing Entity 


The Vendor designates a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 


4.8.13.4 Scope 


The Vendor identifies those practitioners who fall under its scope of authority and action. This 
shall include, at a minimum, all physicians and other licensed independent practitioners included 
in the Vendor’s literature for recipients, as an indication of those practitioners whose service to 
recipients is contracted or anticipated.  


4.8.13.5 Process 


The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 


A.  The practitioner holds a current valid license to practice in Nevada or a current valid 
license to practice in the state where the practitioner practices. 


B.  Valid Drug Enforcement Administration (DEA) certificate for all practitioners 
authorized by the scope of their license to prescribe drugs, with the exception of all 
participating dentists. 


C.  Graduation from medical school and completion of a residency, or other post-
graduate training, as applicable. 


D.  Work history. 


E.  Professional liability claims history. 


F.  The practitioner holds current, adequate malpractice insurance according to the 
Vendor’s policy. 


G.  Any revocation or suspension of a State license or DEA number. 


H.  Any curtailment or suspension of medical staff privileges (other than for incomplete 
medical records). 


I.  Any sanctions imposed by the OIG or the DHCFP. 


J.  Any censure by any state or county Medical Association, Dental Board or any other 
applicable licensing or credentialing entity. 
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K.  The Vendor obtains information from the National Practitioner Data Bank, the 
Nevada Board of Medical Examiners, the State Board of Osteopathic Medicine, the 
Nevada Dental Board, any equivalent licensing boards for out- of-state providers, and 
any other applicable licensing entities for all other practitioners in the plan. 


L.  The application process includes a statement by the applicant regarding: 


  1. Any physical or mental health problems that may affect current ability to provide 
health care; 


  2. Any history of chemical dependency/ substance abuse; 


  3. History of loss of license and/or felony convictions; 


  4. History of loss or limitation of privileges or disciplinary activity; and, 


  5. An attestation to correctness/ completeness of the application.  


This information should be used to evaluate the practitioner’s current ability to practice. 


M.  There is an initial visit to each potential primary care practitioner’s office, including 
documentation of a structured review of the site and medical record keeping practices 
to ensure conformance with the Vendor’s standards. If the Vendor’s credentialing 
process complies with the current NCQA standards, it is not required to conduct 
initial site visits. 


N.  The Vendor’s provider credentialing must comply with 42 CFR §1002.3. 


O.  If the Vendor has denied credentialing or enrollment to a provider where the denial is 
due to Vendor concerns about provider fraud, integrity, or quality the Vendor is 
required to report this to the State within 15 calendar days. 


P.  If the Vendor decredentials, terminates, or disenrolls a provider, the Vendor must 
inform the State, within 15 calendar days. If the decredentialing, termination or 
disenrollment of a provider is due to suspected criminal actions, or disciplinary 
actions relate to fraud or abuse the State will notify HHS-OIG. 


4.8.13.6 Recredentialing  


A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, 
or recertification) is described in the Vendor’s policies and procedures, including:  


A.  Evidence that the procedure is implemented at least every 36 months;  


B.  The Vendor conducts periodic review of information from the National Practitioner 
Data Bank and all other applicable licensing entities, along with performance data, on 
all practitioners, to decide whether to renew the participating practitioner agreement. 
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At a minimum, the recredentialing, recertification or reappointment process is 
organized to verify current standing on items listed in Section 4.8.13.5.A through 
4.8.13.5.M and 


C.  The recredentialing, recertification or reappointment process also includes review of 
data from: 


  1. Recipient grievances and appeals; 


  2. Results of quality reviews; 


  3. Utilization management; 


  4. Recipient satisfaction surveys; and 


  5. Re-verification of hospital privileges and current licensure, if applicable. 


  6. The Vendor’s provider recredentialing must comply with 42 CFR §1003.3 


If the Vendor has denied recredentialing or enrollment to a provider where the denial is due to 
the Vendor concerns about provider fraud, integrity or quality the Vendor is required to report 
this to the DHCFP, with 15 calendar days. 


If the Vendor decredentials, terminates or disenrolls a provider the Vendor must inform the State 
within 15 calendar days. If the decredentialing, termination or disenrollment of a provider is due 
to suspected criminal actions, or disciplinary actions relate to fraud or abuse the DHCFP will 
notify HHS-OIG. 


4.8.13.7 Delegation of Credentialing Activities  


If the Vendor delegates credentialing and recredentialing, recertification, or reappointment 
activities, there is a written description of the delegated activities, and the delegate’s 
accountability for these activities. There is also evidence that the delegate accomplished the 
credentialing activities. The Vendor monitors the effectiveness of the delegate’s credentialing 
and reappointment or recertification process.  


4.8.13.8 Retention of Credentialing Authority 


The Vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The Vendor has policies and procedures for the suspension, reduction or 
termination of practitioner privileges.  


4.8.13.9 Reporting Requirement 


There is a mechanism for, and evidence of implementation of, the reporting of serious quality 
deficiencies resulting in suspension or termination of a practitioner, to the appropriate 
authorities.  
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4.8.13.10 Provider Dispute Process 


There is a provider dispute process for instances wherein the Vendor chooses to deny, reduce, 
suspend or terminate a practitioner’s privileges with the Vendor. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Credentialing (4.8.13.1-5) 
Amerigroup Nevada has successfully credentialed the following number of practitioners, 
ancillary providers, and facilities each year of operation: 2009–857; 2010–573; 2011–342. We 
have the systems, employees, and policies and procedures in place to continue to accurately 
and timely credential the full spectrum of physical and behavioral health providers required 
for Nevada’s Medicaid and Check-Up managed care program. Our credentialing and re-
credentialing processes meet NCQA accreditation requirements. A full description of our 
credentialing policies and procedures, oversight by our Governing Body, Credentialing Entity, 
Scope, and Processes are included in Section 5.1.11.5.A. 







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-224 
November 15, 2012 


Figure 4.8.13-1. Our Credentialing Process Is Compliant and Efficient 


 


Re-credentialing, Authority, Reporting, and Provider 
Disputes (§4.8.13.6-10) 
Amerigroup requires that all practitioners and organizational providers are re-credentialed 
within 36 months of the previous credentialing decision in accordance with NCQA standards. 
Our re-credentialing program complies with the Code of Federal Regulations and NCQA 
standards and is approved by DHCFP. We fully respond to all requirements in Section 
5.1.11.5.A. 
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Amerigroup’s Credentialing Department oversees our credentialing and re-credentialing, re-
certification, and re-appointment activities. We follow a DHCFP-approved written description 
of all activities and accountability. We monitor to ensure that the credentialing and re-
credentialing is done in accordance with Amerigroup, DHCFP, and NCQA standards.  


A full description of the process is found in Section 5.1.11.5.A.  


4.8.14 Standard X: Recipient Rights and 
Responsibilities  
The Vendor demonstrates a commitment to treating recipients in a manner that acknowledges 
their rights and responsibilities.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We have met the member rights and responsibilities standard as part of our NCQA Medicaid 
accreditation and continue to maintain a strong commitment and respect for our members. We 
train our Member Services Representatives and Member Advocates and Outreach employees 
to respond to member questions, explaining their rights and responsibilities. 
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Written Policy on Recipient Rights (§4.8.14.1) 


The Vendor has a written policy that recognizes the following rights of recipients: 


A.  To be treated with respect, and recognition of their dignity and need for privacy; 


B.  To be provided with information about the Vendor, its services, the practitioners 
providing care, and recipients’ rights and responsibilities; 


C.  To be able to choose primary care practitioners, including specialists as their PCP if 
the member has a chronic condition, within the limits of the plan network, including 
the right to refuse care from specific practitioners; 


D.  To participate in decision-making regarding their health care, including the right to 
refuse treatment; 


E.  To pursue resolution of grievances and appeals about the Vendor or care provided; 


F.  To formulate advance directives; 


G.  To have access to his/her medical records in  accordance with applicable federal and 
state laws and to request that they be amended or corrected as specified in 45 CFR 
Part 164;  


H.  To guarantee the member’s right to be free from any form of restraint or seclusion 
used as a means of coercion, discipline, convenience, or retaliation; and 


I.  To receive information on available treatment options and alternatives, presented in a 
manner appropriate to the enrollee’s condition and ability to understand. 


Written Policy on Recipient Responsibilities (§4.8.14.2) 


The Vendor has a written policy that addresses members’ responsibility for cooperating with 
those providing health care services. This written policy addresses members’ responsibility for: 


A.  Providing, to the extent possible, information needed by professional staff in caring 
for the recipient; and 


B.  Following instructions and guidelines given by those providing health care services.  


The Vendor may include additional recipient responsibilities in their member communications 
(such as, the recipient is responsible for being on time for scheduled appointments and canceling 
appointments in a timely manner, the recipient is responsible for reporting fraud and/or abuse, 
etc.). 
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our Member Rights and Responsibilities policy is approved by DHCFP and includes all of the 
required statements. Our Member Services employees are prepared to answer any questions 
about a member’s rights and assist them to fulfill their responsibilities. 


Communication of Policies to Providers (§4.8.14.3) 


A copy of the Vendor’s policies on recipients’ rights and responsibilities is provided to all 
participating providers.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our provider manual, which we send to all providers, educates providers about member Rights 
and Responsibilities. Our provider website includes the rights and responsibilities information 
and also has a digital copy of the provider manual.  


Communication of Policies to Recipients (§4.8.14.4) 


Upon enrollment, recipients are provided a written statement that includes information on their 
rights and responsibilities. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We advise members about their Rights and Responsibilities through multiple means including 
the New Member Packet and our member handbook. The handbook is made available to 
members in paper copy and on the member website. 


Our member materials, approved by DHCFP, communicate expectations for members to take 
responsibility for their own care. We supply members with condition- or disease-specific 
information to support this form of quality education and care management. 
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Recipient Grievance and Appeals Procedures 
(§4.8.14.5)  


The Vendor has a system(s) linked to the IQAP for addressing recipients’ grievances and 
providing recipient appeals. This system includes: 


A.  Procedures for registering and responding to grievances and appeals within 30 days. 
Vendors must establish and monitor standards for timeliness; 


B.  Documentation of the substance of grievances, appeals, and actions taken; 


C.  Procedures ensuring a resolution of the grievance and providing the recipient access 
to the State Fair Hearing process for appeals;  


D.  Aggregation and analysis of grievance and appeal data and use of the data for quality 
improvement; 


E.  Compliance with DHCFP due process and fair hearing policies and procedures 
specific to Nevada Medicaid and Nevada Check Up recipients; and 


F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our claims adjudication system houses and integrates our grievance, appeals, and Fair 
Hearing documentation. All data entered is stored in the IAP for retrieval, analysis, and 
trending.  


Our DHCFP-approved grievance and appeals procedures give direction and structure to the 
process. In compliance with DHCFP requirements, we resolve 90 percent of written, telephone 
or personal contacts from members and providers for grievances within 90 calendar days of 
the date of receipt and appeals within 30 calendar days.  


The quality employees conduct quarterly audits of grievances and appeals, identifying the top 
three categories for deeper analysis with a focus on determining barriers and solutions to the 
identified issues for implementation. 


The MAC and the QMC monitor grievance, appeal, and Fair Hearing data on a quarterly 
basis. Result analysis performed by these committees, which are comprised of departmental 
leaders and community practitioners, enables them to participate in quality improvement 
efforts. We report quarterly to DHCFP and annual data is reported through the IQAP annual 
evaluation. 







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-229 
November 15, 2012 


Recipient Suggestions (§4.8.14.6) 


Opportunity is provided for recipients to offer suggestions for changes in policies and 
procedures.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We have two primary mechanisms for recipient input: participation on the HEAC described in 
Standard IV: Active QA Committee (§4.8.8.1-5) and through Case Manager and Member 
Services employee daily interaction. In newsletters and the member handbook, we invite 
members to provide any suggestion or feedback regarding their experience. Informally, we 
encourage our employees to solicit, accept, and forward suggestions during their routine 
contacts with each member. 


Steps to Assure Accessibility of Services (§4.8.14.7)  


The Vendor takes steps to promote accessibility of services offered to recipients. These steps 
include: 


A.  The points of access to primary care, specialty care and hospital services are 
identified for recipients; and 


B.  At a minimum, recipients are given information about: 


   1. How to obtain services during regular hours of operations; 


   2. How to obtain emergency and after-hour care;  


   3. How to obtain emergency out-of-service area care; and 


   4. How to obtain the names, qualifications and titles of the professionals who provide 
and/or are responsible for their care.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our member handbook and our new member Welcome Calls are the primary mechanisms to 
educate members on services available and the methods to access those services, whether the 
care is routine, urgent, or emergent and whether it is in the service area or out of area. We 
monitor practitioner availability for primary care practitioners, high-volume specialty care 
practitioners, and high-volume behavioral health practitioners. We also conduct quarterly 
assessment of accessibility through GeoAccess® and report results to the QMC along with an 
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analysis of member access complaints. We take corrective steps for any identified trend or 
pattern. The Annual IQAP Evaluation includes a summary of results showing the number of 
providers in each category within the 25-mile standard.  


We achieved 100 percent performance for provider access within 10 miles of the member with 
one exception known to DHCFP. We alerted both the affected members and DHCFP of this 
situation and continue to monitor the situation. 


Information Requirements (§4.8.14.8) 


A.  Recipient information (for example, subscriber brochures, announcements, and 
handbooks) in prose, written at an eighth (8th) grade level, that is readable and easily 
understood. 


B.  Written information is available in the prevalent languages of the population groups 
served.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We use software to ensure that written materials are at an 8th-grade level and test readability 
and understandability with focus groups whenever new material is drafted. We monitor 
languages and ethnicity on a regular basis. In our most recent analysis, English (81.5 percent) 
and Spanish (16.5 percent) are the two languages that meet the Nevada threshold.  
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Confidentiality of Patient Information (§4.8.14.9) 


The Vendor acts to ensure that the confidentiality of specified patient information and records is 
protected. The Vendor: 


A.  Has established in writing, and enforced, policies and procedures on confidentiality, 
including confidentiality of medical records; 


B.  Ensures patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside 
of the Vendor;  


C.  Shall hold confidential all information obtained by its personnel about recipients 
related to their examination, care and treatment and shall not divulge it without the 
recipient’s authorization, unless: 


   1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


   2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other 
health care entities, or to coordinate insurance or other matters pertaining to payment; 
or 


   3. It is necessary in compelling circumstances to protect the health or safety of an 
individual. 


D.  Must report any release of information in response to a court order to the recipient in 
a timely manner; and 


E.  May disclose recipient records whether or not authorized by the recipient, to qualified 
personnel, defined as persons or agency representatives who are subject to standards 
of confidentiality that are comparable to those of the State agency.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our policies and procedures, HIPAA compliance, employee education and training, and 
provider site audits support the philosophy and practice for confidentiality. When a breach 
occurs, the Privacy Officer conducts a risk assessment to determine the extent of the breach 
and the potential for harm, notifies the affected individuals, and takes action up to and 
including notification of law enforcement. 


As part of our credentialing of physicians and contracting of other providers, we routinely 
conduct office site visits to ensure that providers guard against unauthorized disclosure of 
Protected Health Information (PHI) and Individually Identifiable Health Information (IIHI). 
The standardized form used to conduct the audit includes standards for the protection of 
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member information. Providers who do not meet the standard are not included in the network 
until the deficiencies are corrected.  


Treatment of Minors (§4.8.14.10) 


The Vendor has written policies regarding the treatment of minors. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our DHCFP-approved policies and procedures include applicable language regarding the 
treatment of minors. Specifically, the treatment of minors is covered in our Member Privacy 
Rights, Disclosure of PHI, and Member Correspondence policies as each relates to minors. 


Assessment of Recipient Satisfaction (§4.8.14.11)  


The Vendor conducts periodic survey(s) of recipient satisfaction with its services: 


A.  The survey(s) include content on perceived problems in the quality, availability and 
accessibility of care. 


B.  The survey(s) assess at least a sample of: 


   1. All recipients; 


   2. Recipient requests to change practitioners and/or facilities; and 


   3. Disenrollment by recipients 


C.  As a result of the survey(s), the Vendor: 


   1. Identifies and investigates sources of dissatisfaction; 


   2. Outlines action steps to follow up on the findings; and 


   3. Informs practitioners and providers of assessment Results. 


D.  The Vendor re-evaluates the effects of the above activities. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Morpace, an NCQA–certified external survey vendor, annually administers the Consumer 
Assessment of Healthcare Providers and Systems (CAHPS®) member satisfaction survey for 
us, using the survey protocol defined in current HEDIS specifications. We currently perform 
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CAHPS surveys on our child, adolescent, and adult members. We will comply with the RFP 
contract requirements to perform a CAHPS survey on Children with Chronic Conditions, as 
directed by DHCFP. 


In February 2012, Morpace randomly selected 2,145 Amerigroup Nevada members to 
participate in the 2012 CAHPS 4.0H Child Medicaid Survey. 


We received the most recent member satisfaction report from Morpace in July, 2012 and are 
in the process of analyzing the findings and implementing actions as part of the “Investing in 
Quality” Team described in Analysis of Clinical Care and Related Services (§4.8.6.5). We are 
monitoring results on a monthly and quarterly basis and will adjust our interventions, as 
necessary, to maintain continued improvement. 


4.8.15 Standard XI: Standards for Availability and 
Accessibility  
The Vendor has established standards for access (e.g., to routine, urgent and emergency care; 
telephone appointments; advice; and recipient service lines) and complies with Section 4.5.5 of 
this RFP. Performance on these dimensions of access is assessed against the standards. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We monitor primary care and behavioral health practitioner appointment and after-hours 
accessibility annually against our standards, and initiate actions, as needed, to improve. Our 
IQAP team measures standards through CAHPS survey results, rate of member complaints, 
Access Survey Results, and After-Hours Surveys. We also monitor member service access on a 
regular basis and initiate actions when needed to improve performance.  


 


Table 4.8.15-1. Member Service Telephone Access Measures Exceeded 2011 and 2012 
Performance Goals 


Measure  Goal  2011 Performance  2012 Performance 


Member Service Average Speed 
of Answer in seconds 


Less than 30 
seconds 


15.4 seconds 
 


Exceeding the 
goal by 49% 


6.33 seconds 
 


Exceeding the goal 
by 79%—a one 


year improvement 
of 30% 
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Measure  Goal  2011 Performance  2012 Performance 


Member Service Abandon Rate  Less than 5% 


1.95% 
 


Exceeding the 
goal by 61% 


0.39% 
 


Exceeding the goal 
by 92%—a one 


year improvement 
of 31% 


Another method for accessing care is the Nurse HelpLine, which offers 24/7 access to 
members with questions regarding their current health status. The Nurse HelpLine 
performance met all goals for answer and abandonment rates in 2011. In addition, use of the 
Nurse HelpLine increased 43 percent from 2,136 calls in 2010 to 3,060 in 2011.  


We will implement an enhancement to the Nurse HelpLine program in Nevada called 
Amerigroup on Call. The new program will offer members access to PCPs with extended 
hours, urgent care centers, limited services clinics, and physician telephone consults. The 
telephone consults are with board‐certified, licensed doctors to provide telephone diagnosis, 
recommend treatment, and write short‐term, non‐DEA–controlled prescriptions when 
appropriate.  


Additional information on how we meet specific Network Access and Availability standards is 
addressed in our response to Section 5.1.11.4.D. 


4.8.16 Standard XII: Medical Record Standards  
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Accessibility and Availability of Medical Records 
(§4.8.16.1) 


A.  The Vendor shall include provisions in all provider contracts for HIPAA compliance 
with regard to access to medical records for purposes of quality reviews conducted by 
the Secretary of the United States Department of Health and Human Services (the 
Secretary), DHCFP, or agents thereof.  


B.  Records are available to health care practitioners at each encounter. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Our provider contracts include the requirement for providers to make medical records 
available to our IQAP and Provider Relations employees. The requirement to make records 
accessible and available extends to the Department of Health and Human Services and 
DHCFP or their agents. We advise offices of our visit ahead of time so that records are ready 
for review. When records are not available, we counsel the provider regarding their 
contractual obligation and implement a corrective action for our return visit.  


Record Keeping (§4.8.16.2) 


Medical records may be on paper or electronic. The Vendor takes steps to promote maintenance 
of medical records in a legible, current, detailed, organized and comprehensive manner that 
permits effective patient care and quality review. Medical records must be maintained as follows:   


A.  Medical Record Standards – The Vendor sets standards for medical records. The 
records reflect all aspects of patient care, including ancillary services. These 
standards shall, at a minimum, include requirements for: 


   1. Patient Identification Information – Each page on electronic file in record contains the 
patient’s name or patient ID number;  


   2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, 
address, employer, home and work telephone numbers, and marital status; 


   3. Entry Date – All entries are dated;  


   4. Provider Identification – All entries are identified as to author; 


   5. Legibility – The record is legible to someone other than the writer. A second reviewer 
should evaluate any record judged illegible by one physician reviewer;  


   6. Allergies – Medication allergies and adverse reactions are prominently noted on the 
record. Absence of allergies (no known allergies – NKA) is noted in an easily 
recognizable location;  


   7. Past Medical History [for patients seen three (3) or more times] – Past medical history 
is easily identified including serious accidents, operations, and illnesses. For children, 
past medical history relates to prenatal care and birth;  


   8. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a 
completed immunization record or a notation that immunizations are up to date with 
documentation of specific vaccines administered and those received previously (by 
history); 


   9. Diagnostic information; 


   10. Medication information; 
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   11. Identification of Current Problems – Significant illnesses, medical conditions and 
health maintenance concerns are identified in the medical record; 


   12. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and 
substance abuse is present for patients twelve (12) years and over and seen three (3) 
or more times; 


   13. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in 
the record. Consultation, lab, and x-ray reports filed in the chart have the ordering 
physician’s initials or other documentation signifying review. Consultation and 
significantly abnormal lab and imaging study results have an explicit notation in the 
record of follow-up plans;  


   14. Emergency care; 


   15. Hospital Discharge Summaries – Discharge summaries are included as part of the 
medical record for: 1) all hospital admissions that occur while the patient is enrolled 
with the Vendor; and 2) prior admissions as necessary; and 


   16. Advance Directive – For medical records of adults, the medical record documents 
whether or not the individual has executed an advance directive and documents the 
receipt of information about advance directives by the recipient and confirms 
acknowledgment of the option to execute an advance directive. An advance directive 
is a written instruction such as a living will or durable power of attorney for health 
care relating to the provision of health care when the individual is incapacitated. 


B.  Patient Visit Data – Documentation of individual encounters must provide adequate 
evidence of, at a minimum: 


   1. History and Physical Examination – Comprehensive subjective and objective 
information is obtained for the presenting complaints; 


   2. Plan of treatment; 


   3. Diagnostic tests; 


   4. Therapies and other prescribed regimens; 


   5. Follow-up – Encounter forms or notes have a notation, when indicated, concerning 
follow-up care, call or visit. Specific time to return is noted in weeks, months, or PRN 
(as needed). Unresolved problems from previous visits are addressed in subsequent 
visits; 


   6. Referrals and results thereof; and 


   7. All other aspects of patient care, including ancillary services.  
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We have documented medical record standards for our network providers that meet all 
requirements and have been approved by DHCFP under the current MCO contract. We 
measure conformance to these standards annually.  


Record Review Process (§4.8.16.3) 


A.  The Vendor has a system (record review process) to assess the content of medical 
records for legibility, organization, completion and conformance to its standards; and 


B.  The record assessment system addresses documentation of some or all of the items 
listed in Section 4.8.14.2, above. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


In 2011, we reviewed 445 medical records for compliance with documentation requirements 
using tools specifically designed for different practice settings and including a section to audit 
documentation of cultural needs such as race/ethnicity or spoken language. Additional 
documentation of compliance with clinical practice guidelines or HEDIS measurements 
includes ADHD, Adult Preventive, and prenatal/post-partum care. We are continuing the 
record review process in 2012. 


This analysis of medical records allows us to evaluate documentation patterns, quality of care, 
clinical performance, and preventive health practice patterns.  


All medical record reviews included an exit meeting where the Quality Nurse Reviewer 
provided feedback on areas of opportunity, education materials, Early and Periodic Screening, 
Diagnosis, and Treatment Program periodicity charts, well-exam templates and other forms, 
as well as Clinical Practice Guidelines. For providers that did not meet the minimum standard 
of 80 percent compliance, a follow-up visit(s) was scheduled and completed. We found all 
providers in compliance upon follow-up review. 
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4.8.17 Standard XIII: Utilization Review  
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


UM includes monitoring and reporting of service utilizations: Prior Authorization, 
Concurrent Review/Discharge Planning, and Ancillary Services. We structure our programs 
to ensure that our members receive the highest level of quality services as timely as their 
medical condition indicates, using approved medical and behavioral services approval criteria 
to ensure the right services at the most appropriate level by the most appropriate healthcare 
provider. These programs work in a collaborative manner throughout the care continuum. We 
gather data on each program and its activities, which allows us to monitor our effectiveness 
and identify opportunities for improving our cross-functional approach. 


Our IQAP, CM, and UM processes are fully integrated between physical, behavioral, and 
psychosocial services. Behavioral health issues cross all populations at different levels of 
severity.  


Written Program Description (§4.8.17.1) 


The Vendor has a written utilization review management program description, which includes, at 
a minimum, procedures to evaluate medical necessity, criteria used, information sources and the 
process used to review and approve the provision of medical services. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our current written UM program description incorporates 2011 NCQA standards. The 
purpose of the UM program description is to ensure that eligible members receive the most 
clinically appropriate services in the most efficient manner possible and to enhance 
consistency in reviewing cases by providing a framework for clinical decision-making. The 
description covers all of the components within NCQA standards. The UM Program provides 
relevant UM information to the IQAP for quality improvement activities. This includes 
identifying quality-of-care concerns, disproportionate utilization trends, adverse access 
patterns, and lack of continuity and coordination of care processes. 


We use Nevada MSM, InterQual® Level of Care Criteria and Behavioral Health Guidelines, 
and Aetna’s CPBs to review medical necessity and appropriateness of both physical and 
behavioral health services. These criteria and guidelines are industry standards for medical 
necessity review and are widely used by health plans, hospitals, and government agencies.  







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-239 
November 15, 2012 


In addition to these standards, we reference national guidelines produced by healthcare 
organizations such as individual medical and surgical societies, National Institutes of Health, 
and the Centers for Disease Control.  


Scope (§4.8.17.2) 


The program has mechanisms to detect under-utilization as well as over-utilization.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


The scope of the DHCFP-approved Utilization Management Program includes activities 
related to inpatient and ambulatory care and collaborates with other departments within 
Health Care Management Services (HCMS) in care coordination, discharge planning, and 
CM to meet the physical and behavioral healthcare needs of its members. It adopts an 
integrated medical management model based on the physical, behavioral, and social needs of 
eligible members. The UM program, in collaboration with other departments such as 
Integrated Disease Management Center, Pharmacy Program, and CM, facilitates the delivery 
of the most appropriate medically necessary care to eligible members in the most appropriate 
setting. The UM Program coordinates with the National Pharmacy Program. 
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Pre-Authorization and Concurrent Review 
Requirements (§4.8.17.3) 


For Vendors with pre-authorization or concurrent review programs: 


A.  Pre-authorization and concurrent review decisions are supervised by qualified 
medical professionals; 


B.  Efforts are made to obtain all necessary information, including pertinent clinical 
information, and consult with the treating physician, as necessary; 


C.  The reasons for decisions are clearly documented and available to the recipient; 


D.  The Vendor’s prior authorization policies and procedures must be consistent with 
provision of covered medically necessary medical and dental care in accordance with 
community standards of practice; 


E.  There are well-publicized and readily available mechanisms for recipient appeals and 
grievances as well as provider disputes. Providers may pursue an appeal on the 
recipient’s behalf with the recipient’s written authorization.  The Notice of Action 
must include a description of how to file an appeal; 


F.  Appeal and grievance decisions are made in a timely manner as warranted by the 
health of the enrolled recipient; 


G.  There are mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction or other measures; 


H.  Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, Vendors must ensure that 
compensation to individuals or entities that conduct utilization management activities 
is not structured so as to provide incentives for the individual or entity to deny, limit, 
or discontinue medically necessary services to any member; and 


I.  If the Vendor delegates responsibility for utilization management, it has mechanisms 
to ensure that the delegate meets these standards.  


Amerigroup Nevada currently complies with this Contract and will continue to do so under the 
new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


There are several ways that a provider may request authorization for a service or prescription: 
telephone, fax to our Provider services line, or online submission. In addition, through our 
Provider website, we offer a real-time, online automated approval process based on specific 
business rules for both pharmacy and medical authorizations. Our website also allows 
providers to submit an appeal and view authorization status.  
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Our UM clinicians who perform the following activities during the review process: 1) Review 
request using the previously described medical necessity criteria; 2) If criteria is not met, the 
Medical Director reviews the request, 3) If authorization is denied, we send adverse medical 
determination and denial and appeal process notifications.  


Our UM team has adopted a proactive approach to ensuring services that are required never 
lapse. For Nevada, we have developed an innovative State-approved process of tracking 
authorizations scheduled to expire. In this process, we contact the authorized provider and 
member prior to the end of the authorized period to determine if the service needs to be 
continued. 


Since 2009, our Nevada UM nurses and medical directors have participated in our inter-rater 
reliability (IRR) assessments that determine our consistency in applying our nationally 
recognized standard of care criteria sets. The Clinical Operations’ Director at Amerigroup 
Corporation is responsible for administering the IRR program for all employees who apply 
criteria to determine medical necessity. 


The UM IRR threshold is 80 percent. In 2012, all UM Adult care nurses received 92 percent; 
our Pediatric UM nurses achieved 87 percent; and our Medical Directors averaged 85 percent 
for all three IRR reviewed criteria.  


Amerigroup makes UM criteria available to practitioners upon request. If a medical necessity 
decision results in an adverse determination, practitioners are welcome to discuss the denial 
decision with our Medical Director. This collaborative approach allows us to ensure all 
necessary information is included for decision making. 


The need for pre-certification is described in the provider manual and on the provider website 
and lists out the specific services that require plan approval.  


We notify providers when we make an adverse decision and make provider appeal and 
grievance decisions based on available information and within the time frames set for by 
DHCFP. 


We do not provide incentives to our UM employees to deny, limit, or discontinue medically 
necessary services to any member. 


When UM is delegated, we review their capabilities, and if appropriate, past performance in 
partnership with Amerigroup with our initial contract review. We routinely evaluate delegated 
performance against contract requirements. We acknowledge our full responsibility for the 
performance of all services under the contract. The delegation agreement does not relieve us 
of legal responsibility for services performed.  
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4.8.18 Standard XIV: Continuity of Care System 
The Vendor has put a basic system in place, which promotes continuity of care and case 
management. The Vendor must take a comprehensive and collaborative approach to coordinate 
care for the eligible population and conditions as specified by DHCFP through an effective case 
management program, partnerships with primary care physicians and specialists, provider and 
recipient participation, recipient/family outreach and education, and the ability to holistically 
address member’s health care needs. Care coordination must include not only the specific 
diagnosis, but also the complexities of multiple co-morbid conditions, including behavioral 
health, and related issues such as the lack of social or family support.  


Vendor must offer and provide case management services which coordinate and monitor the care 
of members with specific diagnosis and/or who require high-cost or extensive services. The 
Vendor’s case management program must include, at a minimum, the following: 


A.  Identification of members who potentially meet the criteria for case management; 
through health risk assessment and tailoring care management programs to the 
recipients need, respecting the role of the recipient to be a decision maker in the care 
planning process.  


B.  Assessment of the health condition for members with a positive screen. 


C.  Notification to the members PCP of the member’s enrollment in the Vendor’s case 
management program;  


D.  Development and implementation of a care treatment plan for members in case 
management based on the assessment which includes: 


   1. Member and PCP participation in both development and implementation phases of 
the care treatment plan; 


   2. Coordination of care and communication between the member, PCP, and other 
service providers and case managers; and  


   3. Coordination with State and county agencies, as appropriate, [e.g., the Aging and 
Disability Services Division; Division of Child & Family Services; Governor’s Office 
of Consumer Health Assistance (CHA); Office of Disability Services; Health 
Division; Mental Health and Developmental Services Division (MHDS); Division of 
Welfare and Supportive Services; and Substance Abuse Prevention and Treatment 
Agency (SAPTA)], as well as other public assistance programs, such as the Women, 
Infant, Children (WIC) program; teen pregnancy programs; parenting programs; and, 
Child Welfare programs. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 
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Our CM program is designed to identify member needs and address them in a person-
centered, holistic manner. It focuses on the development of realistic, measurable goals and the 
involvement of all providers, services, and resources required to assist members to achieve 
these goals. Through careful coordination of Case Management and DM activities, we provide 
the right care in the right place at the right time.  


Case Managers ensure that appropriate referrals are made for services and share pertinent 
information among providers. Case Managers also ensure that information is provided to 
members and providers regarding the availability of treatment. The activities of care 
coordination, DM, and discharge and transition planning are all part of case management. 


Our Case Management program addresses the complex needs of members with serious and 
complicated medical or behavioral health. Case Management activities include predictive 
modeling, the development of individual care treatment plans, and supporting primary care 
provider/specialist treatment of members. 


Care Management Program Components (§4.8.18.2) 


The following components should be incorporated into the Vendor case management program:  


A.  Identification  


Vendor must have mechanisms in place to identify members potentially eligible for case 
management services. These mechanisms must include an administrative data review (e.g. 
diagnosis, cost threshold, and/or service utilization) and may also include telephone interviews; 
mail surveys; provider/self referrals; or home visits.  


B.  Assessment 


The Vendor must arrange for or conduct an initial comprehensive assessment of new members, 
to confirm the results of a positive identification and to determine the need for case management 
services within 90 days of enrollment. Face-to-face assessments shall be conducted, as 
necessary. The goals of the assessment are to identify the member’s existing and/or potential 
health care needs and assess the member’s need of case management services.  


The comprehensive assessment must evaluate the member’s physical health, behavioral health, 
co-morbid conditions, and psycho-social, environmental, and community support needs. The 
assessment must be completed by a physician, physician assistant, RN, LPN, licensed social 
worker, or a graduate of a two-or four-year allied health program. If the assessment is completed 
by another medical professional, there should be oversight and monitoring by either a registered 
nurse or physician. 
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Furthermore, the Vendor must provide information to the members and their PCPs that they have 
been identified as meeting the criteria for case management, including their enrollment into case 
management services. 


C.  Prioritize Care Needs of the Member  


The Vendor must develop methods to synthesize assessment information to prioritize care needs 
and develop treatment plans. Once the members care needs have been identified, the Vendor 
must, at a minimum:  


   1. Develop a care treatment plan (as described below);  


   2. Implement member level interventions;  


   3. Continuously monitor the progress of the patient; 


   4. Identify gaps between care recommended and actual care provided, and propose and 
implement interventions to address the gaps; and 


   5. Re-evaluate the member’s care needs and adjust the level of case management 
services accordingly.  


D.  Care Treatment Plan 


Based on the assessment, the Vendor must assure and coordinate the placement of the member 
into case management and development of a care treatment plan within 90 days of membership. 
The care treatment plan as defined by DHCFP is the one developed by the Vendor. The member 
and the member's PCP must be actively involved in the development of the care treatment plan. 
The designated PCP is the physician who will manage and coordinate the overall care for the 
member. Ongoing communication regarding the status of the care treatment plan may be 
accomplished between the Vendor and the PCP’s designee (i.e. qualified health professional). 
Revisions to the clinical portion of the care treatment plan should be completed in consultation 
with the PCP.  


The Vendor must arrange or provide for professional care management services that are 
performed collaboratively by a team of professionals (which may include physicians, physician 
assistants, nurses, specialists, pediatricians, pharmacists, behavior health specialists, and/or 
social workers) appropriate for the member’s condition and health care needs. 


The care treatment plan should reflect the member’s primary medical diagnosis and health 
condition, any co-morbidity, and the member’s psychological and community support needs. At 
a minimum, the Vendor’s physical health case manager must attempt to coordinate care with the 
member’s case manager from other health systems, including behavioral health. The care 
treatment plan must also include specific provisions for periodic reviews of the member’s 
condition and appropriate updates to the plan.   
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Vendor must honor ongoing care treatment plans, as medically necessary, for members 
transferred into the Vendor’s plan from another Medicaid Vendor, a State-designated HIX plan 
or any other existing care treatment plans. 


E.  Designation of PCP 


For members with case management needs, the designated PCP is the physician who will 
manage and coordinate the overall care for the member. See Section 4.2.1.8 for other PCP 
designation requirements. In addition, the Vendor will facilitate the coordination of the members 
care and ensure communications between the member, PCP, and other service providers and case 
managers. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Identification 


Our Real Solutions® Health Care Insights suite of predictive models facilitates prospective 
identification and referral for specialized Case Management of members with elevated risks or 
ongoing medical or behavioral health conditions. Each month, we perform a detailed analysis 
of member data to identify those who require Case Management. Predictive modeling allows 
us to monitor members with healthcare needs that may lead to high-intensity intervention. By 
following them closely, we are frequently able to intervene earlier to facilitate use of 
appropriate lower-level care.  


Notification 


We notify PCPs to enlist their assistance in developing a comprehensive care plan requesting 
clinical and psychosocial information and sharing utilization information. We routinely advise 
the PCP when changes are made to the treatment plan and solicit the PCP’s continued input. 


Assessment 


Amerigroup is committed to gathering the most complete and accurate information possible. 
We conduct all assessments within 90 days of enrollment in a way that is culturally sensitive to 
the needs and preferences of the member, including performing assessments in the member’s 
preferred language. Assessment data forms the foundation of all care planning and future 
healthcare interventions. 


Our six Case Managers, five of whom are registered nurses and one is a licensed social 
worker, use the Amerigroup Universal Assessment Tool to build the Universal Care Plan and 
assess monitoring of service coordination. Data captured through this process is stored in our 
IAP and supports many of the case management and quality activities.  
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We promote shared decision-making among our employees, with our members, and between 
our providers and members. Educational materials in their prevalent language, a high 
percentage of providers with different language abilities, and translation services ensure that 
the member is provided the information in a way they can best understand and use it.  


Prioritizing Care  


At the conclusion of the assessment, the Case Manager assigns the member to one of five 
acuity levels to further define the level of Case Management needed.  


Table 4.8.18-1. Acuity/Risk Levels Align Care Management with Member and Family Needs 


Acuity Levels Criteria Frequency of 
Contact 


Complex/ 
Catastrophic 


The member’s medical, psychosocial, safety, and/or 
functional status is extremely unstable; uncontrolled 
utilization of acute care; lack of Care Plan progress and/or 
adherence due to instability; requires intensive trans‐
disciplinary interventions and monitoring. 


Weekly 


Severe Risk The member’s medical, psychosocial, safety, and/or 
functional status is severely unstable; frequent admissions 
or e‐admissions; lack of Care Plan progress; requires very 
frequent interventions, adjustment, and monitoring of the 
Care Plan to increase the likelihood of adherence and goals 
achievement. 


Every one to two 
weeks 


High Risk The member’s medical, psychosocial, and/or functional 
status is unstable, requiring more frequent interventions 
and monitoring; exhibits a significant risk for admission or 
re‐admission to an acute care setting or safety risk. 


Every three to four 
weeks 


Medium Risk Services are well coordinated; however, still requires 
support and follow‐up to ensure compliance. 


Every one to two 
months 


Low Risk Stable, safe environment and following an established Care 
Plan. Care management focuses on continued stability and 
increased likelihood of positive outcomes. 


Every two to three 
months 


The Case Manager then coordinates communication among the Case Management team, 
including the member, parent or guardian, providers, and community resources. We provide 
all practitioners who serve the member with employee contact information so that they can call 
our employees for consultation and technical assistance if a member presents with disorders 
outside of the practitioner’s expertise, such as developmental delays or behavioral health 
conditions.  


Our predictive model, the Chronic Illness Intensity Index (CI3), uses a tiered approach to 
examine multiple data sources and identify members with the most acute needs and those most 
at-risk for inpatient care. This tool is used to prioritize members for more immediate outreach 
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by our Case Management team. CI3 incorporates review of physical and behavioral health 
conditions, utilization, and pharmacy use, providing us with a clear picture of all the specific 
risks for each individual.  


Additionally, we use the Likelihood of Inpatient Admission index to identify members who are 
most likely to be admitted to the hospital, based on past inpatient utilization. Members enrolled 
in the highest levels of CM receive a monthly CI3 score, which drives re-stratification and 
program reassignment. 


Care Treatment Plan 


Our Case Managers prepare personalized care treatment plans based on the results of the 
assessment within 90 days of membership that maps out coordination of all services from 
caregivers and providers to help improve the member’s quality of life. We include the member 
in the development of the plan using information gathered during the assessment and from 
ongoing interaction with the member, their families, or caregivers.  


Care treatment plans guide members in reaching their treatment goals while avoiding any 
barriers along the way. Plans may include a combination of telephone and field-based services 
delivered by a multidisciplinary team to ensure that all medical, behavioral, functional, and 
social service needs are addressed. These plans include member preferences, interventions for 
each diagnosis, short- and long-term goals, interventions designed to assist members in 
achieving goals, and identification of barriers to meeting goals or complying with the care 
treatment plan. 


An effective care treatment plan also considers all services available to the member from the 
community, including State and county agencies, volunteer associations, and public assistance 
programs. Our Case Managers coordinate all the input from these services with information 
from the member and PCP to create a comprehensive care plan. 


Designation of a PCP 


In an effort to support the best coordination of services for our members, we ask them to 
choose a PCP as their medical home. If they are unable to decide, we select one for them, but 
they are able later to choose a different PCP, if necessary. Our Case Managers support these 
member-provider relationships. We also discuss our approach to PCP selection in Section 
4.2.1.8 and Section 5.1.11.3.B. 
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Case Management Program Staffing (§4.8.18.3) 


The Vendor must identify the staff that will be involved in the operations of the case 
management program, including but not limited to: case manager supervisors, case managers, 
and administrative support staff. The Vendor must identify the role/functions of each case 
management staff member as well as the required educational requirements, clinical licensure 
standards, certification and relevant experience with case management standards and/or 
activities. Furthermore, the Vendor must provide case manager staff/member ratios based on the 
member risk stratification and different levels of care being provided to members. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Amerigroup uses a model to predict staffing needed to meet the service requirements of our 
members. We use this to identify the number of Case Managers to deploy. Please see Section 
5.1.10.1 for a more detailed description.  


We currently have six Case Management employees reporting to the Vice President of HCMS 
under the current Contract including: 


 2 Non-obstetrician (OB) Case Managers 


 2 OB Case Managers 


 1 Behavioral Health Case Manager 


 1 Social Worker 


We provide ongoing educational efforts to improve the knowledge, skills, and capabilities of 
the employees who serve our members.  
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Case Management Conditions (§4.8.18.4) 


The Vendor must, at a minimum, provide case management to members with the following 
clinical and behavioral health conditions:  


A.  Congestive Heart Failure (CHF); 


B.  Coronary Arterial Disease (CAD); 


C.  Hypertension (excluding Mild Hypertension); 


D.  Diabetes; 


E.  Chronic Obstructive Pulmonary Disease (COPD); 


F.  Asthma; 


G.  Severe Mental Illness; 


H.  High-Risk or High-Cost Substance Abuse Disorders; 


I.  Severe Cognitive and/or Developmental Limitation;  


J.  Members in Supportive Housing; and 


K.  Members with Complex Conditions. 


However, Vendor’ should focus on all members whose health conditions warrant case 
management services and should not limit these services only to members with these conditions 
(e.g., cystic fibrosis, cerebral palsy, sickle cell anemia, etc.). 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our Case Management services incorporate strategies of predictive modeling identification 
and stratification and comprehensive assessments to identify and target high-risk members.  


Chronic Condition Case Management includes, but is not limited to, the following conditions: 


 Congestive Heart Failure  


 Coronary Arterial Disease 


 Hypertension (excluding Mild Hypertension) 


 Diabetes Mellitus 
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 Chronic Obstructive Pulmonary Disease  


 Asthma 


 Severe Mental Illness 


 High-Risk or High-Cost Substance Abuse Disorders 


 Severe Cognitive and/or Developmental Limitation  


 Members in Supportive Housing 


 Members with Complex Conditions 


 Health Conditions that warrant case management such as cystic fibrosis, cerebral 
palsy, sickle cell anemia  


Case Management Strategies (§4.8.18.5) 


The Vendor must follow best-practice and/or evidence-based clinical guidelines when devising a 
member’s treatment plan and coordinating the case management needs. Should a Vendor employ 
a disease management methodology (e.g., grouper, predictive modeling, proprietary screening 
algorithms) to identify and/or stratify members in need of various levels of health coaching and 
care intervention, the methods must be validated by scientific research and/or nationally accepted 
and recognized in the health care industry.  


The Vendor must develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines or best practice approaches to assist in providing a high level 
of quality care to Vendor members.  


The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. The 
Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our case management strategies are based on best 
practices and evidence-based medical literature, 
scientific evidence, and nationally recognized methods. 
We discuss the following Case Management strategies, 
which are currently in place, in detail in Section 
5.1.11.5.A. under Case Management Strategies.  
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Patient-Centered Case Management for Members with Complex 
Conditions 


Our model assesses each individual to identity the full range of needs, including physical and 
behavioral health, social support, and environmental deficits, and engages them in an 
integrated, member-driven, person-centered care treatment plan. 


Complex and Integrated Case Rounds and Clinical Oversight 


We conduct complex case rounds in which our physical and behavioral Medical Directors lead 
a multidisciplinary team of nurses, behavioral health clinicians, and social workers to 
strategize on meeting the holistic needs of members with complicated co-morbid needs. 


Training Of and Coordination Between Medical and Behavioral Health 
Practitioners 


Our training plan includes training of PCPs on behavioral health issues and behavioral 
health providers on integration and cultural competency. We introduce providers to a 
comprehensive provider website through which all providers can view information on 
behavioral health screening and care coordination tools. 


Targeted Behavioral Case Management 


We directly manage behavioral health benefits for our members. Our operations fully 
integrate medical and behavioral health—including clinical oversight by medical and 
behavioral health Medical Directors, healthcare management, health information technology, 
claims, predictive modeling, and quality management functions. 


Case Management for Supportive Housing 


Our Case Managers establish a plan of intervention tailored to each member’s needs that 
coordinates services from community organizations and housing facilities and ensures that 
members schedule medical and behavioral health appointments. 


Case Management for Members with High-Risk Pregnancies 


Since 2009, we have implemented our full pregnancy management program, Amerigroup’s 
Taking Care of Baby and Me®, in Nevada. This program provides each pregnant member with 
an array of services that support her and her newborn to provide the best opportunity to have a 
healthy baby and to be a successful mom. 
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Predictive Modeling 


We use a systematic, prospective approach when identifying and prioritizing our members with 
a risk of poor health outcomes, the CI3. 


Disease Management Methodology 


Our DM Program has Full NCQA Accreditation for Patient and Practitioner–Oriented 
Disease Management with the additional distinction of Performance Measures Reporting. Our 
DM program employs a multidisciplinary, continuum-based care team approach to healthcare 
delivery that proactively identifies populations who have or are at-risk for established medical 
conditions. 


Use of Evidence-Based Clinical Practice Guidelines (CPGs) 


Amerigroup adopts and disseminates Clinical Practice Guidelines for acute and chronic 
medical and behavioral health conditions. Amerigroup, through a collaborative review 
process, involves board-certified practitioners from appropriate specialties in the development 
and approval of the guidelines. 


Case Management Innovations 


Amerigroup proposes to share our corporate-wide expertise with DHCFP on the following 
innovative care coordination processes. We have implemented each of the following in at least 
one of our affiliate health plans, working collegially with the related state agencies. 


 Amerigroup on Call 


 Juvenile Justice Case Management 


 Pharmacy Medication Therapy Management 


 Telemedicine 


 Enhancement of Nevada’s care coordination with our Nevada Hospitalist program for 
discharge planning 


We work collaboratively with DHCFP to determine member race and ethnicity and organize 
interventions specifically designed to reduce or eliminate disparities in health care. 
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Information Technology System for Case Management 
(§4.8.18.6) 


The Vendor’s information technology system for its case management program must maximize 
the opportunity for communication between the Vendor, PCP, the patient, other service providers 
and case managers. The Vendor must have an integrated database that allows Vendor staff that 
may be contacted by a member in case management to have immediate access to and review of 
the most recent information within the Vendor’s information systems relevant to the case. The 
integrated database may include the following: administrative data, call center communications, 
service authorizations, care treatment plans, patient assessments and case management notes. For 
example, Vendor member services staff must have access to a member’s case management notes 
and recent inpatient or emergency department utilization if contacted by that member. The 
information technology system must also have the capability to share relevant information (i.e. 
utilization reports, care treatment plans, etc.) with the member, the PCP, and other service 
providers and case managers. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We use CareCompass as our Information Technology solution for CM. CareCompass provides 
care managers with a comprehensive solution for developing, documenting, managing, and 
monitoring care plans for our Medicaid and Nevada Check Up members.  


CareCompass gathers and organizes member claims, lab results, immunizations, prior 
authorization, and demographic information to help the care team evaluate the member’s 
current health status and identify the services they should receive and any outreach activities 
for the member or their providers. It supports the Case Manager and other participants of the 
care team in developing an appropriate care treatment plan for the member. 


As the availability of a Health Information Exchange (HIE) evolves and more providers adopt 
Electronic Health Records (EHRs) and connect to HIEs, the methods for provider 
collaboration and care coordination will also evolve. To support the State’s efforts, our CEO 
and medical director serve on the Board working with DHCFP to bring HIE and EHRs to 
Nevada. 
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4.8.19 Standard XV: IQAP Documentation 


Scope (§4.8.19.1) 


The Vendor shall document that it is monitoring the quality of care across all services and all 
treatment modalities, according to its written QAP. (This review of the entire range of care is 
expected to be carried out over multiple review periods and not on a concurrent basis.)  


Maintenance and Availability of Documentation 
(§4.8.19.2) 


The Vendor must maintain and make available to the DHCFP, and upon request to the Secretary, 
studies, reports, protocols, standards, worksheets, minutes, or such other documentation as 
requested concerning its quality assurance activities and corrective actions.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Based upon our IQAP, our quality employees document all activities associated with 
monitoring and evaluating the quality of care across all services and treatment modalities 
through the use of electronic and paper files. Our IQAP Work Plan details the specific 
quality-of-care areas of concern to be monitored and the schedule for the activities involved.  


Our employees document all meetings, maintain meeting minutes, generate reports for studies 
conducted, and document the analysis of all data collected for reporting to all appropriate 
committees and agencies. We produce studies, reports, protocols, standards, worksheets, 
minutes, and other documentation that is made available to DHCFP or CMS as requested for 
quality assurance activities and corrective actions.  
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4.8.20 Standard XVI: Coordination of Quality 
Assurance (QA) Activity with Other Management 
Activity 
The findings, conclusions, recommendations, actions taken and results of the actions taken as a 
result of QA activity, are documented and reported within the Vendor’s organization and through 
the established QA channels. 


4.8.20.1 Quality assurance information is used in recredentialing, reconstructing and/or annual 
performance evaluations.  


4.8.20.2 Quality assurance activities are coordinated with other performance monitoring 
activities, including utilization management, risk management and resolution and 
monitoring of recipient grievances and appeals.  


4.8.20.3 There is a linkage between quality assurance and the other management functions of 
the Vendor such as: 


A.  Network changes; 


B.  Benefits redesign; 


C.  Medical management systems (e.g., pre-certification); 


D.  Practice feedback to practitioners; 


E.  Patient education; and 


F.  Recipient services. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


As part of the IQAP, we provide a written process for coordinating all quality assurance 
activities with other management functions. We are aware that issues and information 
gathered during quality assurance studies, PIPs, reviews, surveys, member complaints, and 
other activities provide valuable data to improve our service levels across the plan. The Nevada 
IQAP identifies the other functional areas affected by QA activities and provides direction for 
the coordination of activities.  


We document the analysis findings for the adequacy of services, quality, utilization, 
complaints, grievance, appeals, member outcome measurements, provider closure of gaps in 
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care, HEDIS and HEDIS-like measures, continuity of care, provider access, and out-to-
network usage on an ongoing basis.  


Credentialing and Re-credentialing (§4.8.20.1)  


When we identify a provider who is out of compliance, our Provider Relations Representatives 
visit the provider and present a letter requesting a corrective action plan. These employees 
continue to monitor compliance and re-survey the provider after 90 days to verify that the 
provider is in compliance. Ultimately, we remove provider from our network if he/she does not 
take action to meet the requirements in their contracts and outlined in the provider manual. 


Feedback to Utilization and Risk Management (§4.8.20.2) 


We conduct an annual evaluation of the IQAP and UM Program in comparison to program 
objectives and activities, and the MAC and QMC review the results. Results and 
recommendations become the basis for each subsequent year’s activities. Unrealized 
goals/objectives may be carried over to the plan for that year. As part of the IQAP evaluations, 
Amerigroup Clinical Quality Management conducts member and provider satisfaction surveys 
to determine satisfaction with the UM process. We identify opportunities for improvement and 
initiate actions to meet program goals and member/provider expectations. We monitor results 
through ongoing surveys.  


Linkage with Management Functions (§4.8.20.3) 


Our IQAP ensures the coordination of performance monitoring activities including risk 
management, UM, credentialing, member services, health promotion, disease and case 
management, contracted services, and monitoring of member grievances and appeals. 
Feedback from CAHPS and provider surveys drive changes in processes for both stakeholders. 
Requests for new services and local CPGs also drive our benefits. 


We thoroughly investigate all potential quality-of-care issues, including those associated with 
infections, errors, or Never Events. Regardless of which department employees identify the 
potential issue (Claims, member Call Center, Provider Services, Utilization Management, or 
QM), all inquiries are documented and routed to our IQAP Department, which is responsible 
for researching and tracking the issue in the quality database. Adverse incidents and critical 
events are immediately forwarded to our Risk Manager. Any Hospital Acquired Conditions, 
Never Events, and serious reportable events that we identify are investigated for cause or 
contributing factors and reported as applicable by State or federal regulations. 


Amerigroup providers receive information about the IQAP goals and progress toward meeting 
the goals, PIPs, and initiatives through health plan orientation, newsletters, bulletins, 
performance reports, Provider Relations Representatives, provider manuals, our provider 
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website, and office site visits. We also publish updates on quality activities in the provider 
newsletter and on the website. 


We inform members about our IQAP routinely by: 1) reviewing quality initiatives with HEAC; 
2) sharing CAHPS and HEDIS scores and the actions we are taking through annual member 
newsletters; 3) posting information on the member website.  


When requested or at least annually, we provide DHCFP with the IQAP, IQAP annual Work 
Plan, periodic reports for PIPs, CAHPS, HEDIS and other prescribed measure reporting, and 
all other required information through the processes outlined in the Contract. We also share 
the actions taken in response to the EQRO findings each year with DHCFP.  


4.8.21 Standard XVII: Data Collection  
The Vendor must provide DHCFP with uniform utilization, cost, quality assurance, and recipient 
satisfaction/complaint data on a regular basis, in accordance with Section 4.7, Quality Assurance 
Standards. The Vendor will submit information to DHCFP in accordance with the contract, 
performance measures and reports. Data for measures of quality, utilization, recipient satisfaction 
and access will be reported for the contract population. 


4.8.21.1 Specific areas of study required will be stated in the contract with each individual 
Vendor. 


4.8.21.2 Data or studies required by the contract must be submitted timely, and be accurate 
and complete. 


4.8.21.3 Monitoring and tracking of grievance/appeal information, childhood 
immunization, and prenatal and obstetrical care are required annually.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Specific Areas of Study (§4.8.21.1) 


We submit uniform data set reports for UM, QA, CAHPS, Provider Satisfaction, cost, and 
complaint data routinely to DHCFP. In addition, all periodic data measures for quality and 
performance measures (HEDIS) will be submitted as required by the Contract. 


Timely Submission of Studies (§4.8.21.2) 


We submit all reports in a timely fashion to DHCFP, in accordance with the Contract 
requirements. 
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Monitoring and Tracking of Grievance/Appeal Information for TANF 
(§4.8.21.3) 


We document member grievances, appeals, and Fair Hearing referrals in the member record 
database. The system documents the date of the receipt automatically and the date of 
resolution when employees close the item. From this database, we can extract the data used in 
our required quarterly reporting to the agency. The database also calculates aging from date 
of receipt, which helps us validate compliance with the state grievance and appeal resolution 
turn-around time standards as set forth in our current Contract with DHCFP. 


4.8.22 Standard XVIII: Dispute Resolution 
The Vendor must staff a provider services unit to handle provider questions and disputes. 


4.8.22.1 The Vendor must resolve ninety percent (90%) of written, telephone or personal 
contacts within thirty (30) calendar days of the date of receipt.  


4.8.22.2 A written record in the form of a file or log is to be maintained by the Vendor for 
each provider inquiry or dispute to include the nature of it, the date filed, dates and 
nature of actions taken, and final resolution. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We follow standard policies and procedures to respond to provider questions and to perform 
dispute resolution. Provider grievances are handled through our Nevada Provider Relations 
Representatives. Provider medical necessity appeals are handled by our Nevada quality team, 
and provider payment disputes are handled by the Corporate Claims Appeal employees 
described in Section 4.11.7. We train employees to respond quickly and accurately to all 
inquiries from health plan providers and have a variety of tools available to assist them with 
their responses. Our employees log provider contacts regarding grievances and appeals into 
the core operations system for tracking and reporting. We maintain the written record of all 
required elements of a dispute within the core system. 


Our team of professionals is responsible for ensuring that we meet or exceed the goal of 80 
percent of all disputes resolved within 30 calendar days of the initial inquiry. Our current 
resolution rate is 90 percent within 30 calendar days from receipt.  
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4.9 STATE QUALITY ASSESSMENT AND 
PERFORMANCE IMPROVEMENT STRATEGY 
This Scope of Work (SOW) section contains requirements and requirements that are directly 
referenced as questions in Section 5, Vendor Information.  


We have briefly highlighted relevant capabilities and referred the reader to the appropriate 
Section 5 answer for our complete response. This approach both reduces duplication and 
complies with the instructions in Section 10.1.6 of the RFP.  


Table 4.9-1. Cross-reference Matrix 


Main SOW Section  SOW Sub Sections  Complete Amerigroup Nevada Response 


4.9.1  State Requirements  4.9.1.1 – 4.9.1.5  5.1.11.5.A and 5.1.11.5.B 
4.9.2  QAPIS Strategies  4.9.2.1 – 4.9.2.8  5.1.11.5.A and 5.1.11.5.B and 5.1.11.5.C 
 


The State’s Quality Assessment and Performance Improvement Strategy has two basic purposes: 


To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and   


To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the 
quality of care provided to, and received by, Medicaid beneficiaries in the state. 


Amerigroup Nevada works collaboratively with DHCFP’s External Quality Review 
Organization (EQRO) Health Services Advisory Group (HSAG) as they monitor the quality of 
the services.  


Compliance with State, Federal, and State Statutory 
and Regulatory Requirements on Quality 
We provide and evaluate all of our activities under the Contract. We gather data, analyze the 
effectiveness, and report the findings to DHCFP and HSAG. We will continue to provide all 
required reporting and additional information when requested, and we will participate in 
additional EQRO activities as required by DHCFP. 


NCQA Accreditation Demonstrates Compliance 


Amerigroup Nevada is the only health plan in Nevada with Medicaid accreditation. We 
received the NCQA Medicaid Accredited with New Health Plan designation in 2011 and are 
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the only Medicaid NCQA-accredited health plan in the State. In September, 2012, during a re-
accreditation for disease management (DM), we obtained the status of Accredited with 
Performance Reporting, which NCQA awards to organizations that meet or exceed its 
standards for DM accreditation and report results for a specified number of DM performance 
measures.  


We follow NCQA quality, utilization management (UM), and compliance standards for all 
NCQA components and domains. We integrate our NCQA Accredited Disease Management 
Program, along with our Care Management and Health Promotion Programs, into our 
Internal Quality Assurance Program (IQAP) (described in Section 5.1.11.5.A) to facilitate the 
delivery of the most appropriate, medically necessary care to members in the most cost-
effective, least-restrictive setting. We have fully integrated our care management (CM) and 
UM processes into our IQAP for physical, behavioral, and psychosocial services. Behavioral 
health issues cross all populations at different levels of severity. Over 60 percent of members 
with multiple co-morbidities have a concomitant behavioral health diagnosis. Our DM 
program employs a multi-disciplinary, continuum-based care team approach to healthcare 
delivery that proactively identifies populations who have or are at-risk for established physical 
and behavioral health conditions. We provide secondary and tertiary prevention interventions 
based on a comprehensive, multidisciplinary, system-wide approach that encompasses 
evidence-based guidelines, provider practice, and member empowerment strategies to improve 
members’ health outcomes for specific and multiple co-morbid conditions. 
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4.9.1 State Responsibilities 
The DHCFP developed a Medicaid and Nevada Check Up Managed Care Quality Assessment 
and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 
CFR 438.200.  The purpose of this quality strategy is to: 


CFR 438.202 – State Responsibilities 


4.9.1.1 Have a written strategy for assessing and improving the quality of managed care 
services offered by all managed care organizations (Vendors);  


4.9.1.2 Obtain the input of recipients and other stakeholders in the development of the 
strategy and make the strategy available for public comment before adopting it to 
final; 


4.9.1.3 Ensure that the Vendors comply with standards established by the DHCFP;  


4.9.1.4 Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the 
strategy periodically, as needed; and,  


4.9.1.5 Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy 
whenever significant changes are made, and two (2) regular reports on the 
implementation and effectiveness of the strategy. 


The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its 
management and direction. The Vendor is also required to participate in quality initiatives that 
align with the goals and objectives identified in the DHCFP’s Performance Measures, as defined 
in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program and an 
annual Work Plan.  


CFR 438.204 – Elements of State Quality Strategies 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Supporting State Responsibilities (§4.9.1-5) 
As a State partner, we support all strategies for evaluating and assessing the quality of our 
managed care services. Amerigroup Nevada implements all updates to the DHCFP strategies 
to improve the quality of services for our members and providers. We ensure compliance with 
all standards that DHCFP has established and cooperate fully with HSAG periodic reviews.  
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CQI Monitoring through Data Analysis and Reporting to DHCFP  


As part of DHCFP’s quality improvement framework, we align our philosophy of Constant 
Quality Improvement (CQI) with all State requirements. When requested or at least annually, 
we provide DHCFP with our IQAP Program Description; IQAP Annual Work Plan; Annual 
IQAP Evaluation; Periodic Reports for Performance Improvement Projects; Consumer 
Assessment of Healthcare Providers and Systems (CAHPS), HEDIS, and other prescribed 
measure reporting; EQRO reports; and all other required information through the processes 
outlined in the Contract. The following are a sample of reports we use to internally monitor 
the quality of our services: 


 Annual HEDIS measurements audited by a third party  


 Third-party CAHPS assessments  


 Annual provider satisfaction surveys 


 Operational reports on the aging, resolution, and trending of grievances, appeals, and 
complaints by provider and category 


 Ad hoc clinical care, service, and UM reports 


 Profiles of high-volume PCPs on HEDIS results and providing peer comparisons for 
well-child visits, diabetes mellitus, and cervical cancer screenings 


 Quarterly reports that identify members who have not received clinical service(s) based 
on nationally recognized guidelines 


 Semi-annual Early and Periodic Screening, Diagnosis and Treatment Program/well-
child exams, communicating missed opportunities 


 Other reports as indicated by DHCFP 
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4.9.2 QAPIS Strategies 
The Strategy incorporates procedures that: 


4.9.2.1 Assess the quality and appropriateness of care and services furnished to all DHCFP 
medical assistance program recipients enrolled in managed care under the Vendor 
contract, as well as to enrolled recipients who have special health care needs; 


4.9.2.2 The Vendor will develop a cultural competency plan that will include methods to 
encourage culturally-competent contact between recipients and providers, staff 
recruitment, staff training, translation services, and the development of appropriate 
health education materials. The Vendor is responsible for promoting the delivery of 
services in a culturally competent manner, solely determined by DHCFP, to all 
members including those with limited English proficiency (LEP) and diverse cultural 
and ethnic background. The Vendor will develop methods to collect report and 
identify the race, ethnicity and primary language spoken of each enrolled recipient. 
The Vendor will track primary language information in the health plans’ customer 
services systems.  DHCFP will provide race and ethnicity and primary language 
spoken data for the Medicaid population to the Vendor(s) through a monthly 
interface. The Vendors may alert DHCFP, as part of the demographic update interface 
with DWSS NOMADS system, of any known discrepancies in the race and ethnicity 
or primary language data they receive from DHCFP. This data will be utilized to 
gather baseline data and will lead to the development of a Performance Improvement 
Projects (PIP) or quality improvement project. Such a project will incorporate data 
from the State enrollment file according to the race and ethnicity categories as 
defined by CMS.  The data will be used to generate stratified reports as recommended 
by the Centers for Medicare and Medicaid Services (CMS) and compliant with the 
Health Insurance Portability and Accountability Act (HIPAA) for race and ethnicity 
categories to identify disparities.  The Vendor’s will organize interventions 
specifically designed to reduce or eliminate disparities in health care; 


4.9.2.3 Monitor regularly and evaluate the contracted Vendors’ compliance with the 
standards and a description of how the DHCFP will regularly monitor and evaluate 
Vendor compliance with the DHCFP established standards for access to care, 
structure and operations, and quality measurement and improvement. This may 
include, for example, a description of the types of reviews the DHCFP will perform, 
how often it will monitor these standards, and how the results of the DHCFP’s efforts 
will be reported; 


4.9.2.4 Arrangements for external quality reviews including a description of the DHCFP’s 
arrangements for an annual, independent external quality review of the timeliness, 
outcomes, and accessibility of the services covered under each Vendor contract. This 
section should include a broad description of the scope of the contract (e.g., 
calculating HEDIS measures or designing performance improvement projects, etc.) 
including the term of the contract; 
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4.9.2.5 For Vendors, the performance measures and levels developed by CMS in consultation 
with States and other relevant stakeholders; 


4.9.2.6 An information system that supports initial and ongoing operation and review of the 
DHCFP’s quality strategy; 


4.9.2.7 For Vendors only, a description of how the DHCFP uses intermediate sanctions in 
support of its quality strategy.  These sanctions must, at a minimum, meet the 
requirements specified in 42 CFR 438 Subpart I. The DHCFP’s description specifies 
its methodology for using sanctions as a vehicle for addressing identified quality of 
care problems; and 


4.9.2.8 Standards, at least as stringent as those in 42 CFR Part 438 for access to care, 
structure and operations, and quality measurement and improvement. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Assessing the Quality and Appropriateness of Care 
and Services (§4.9.2.1)  
To ensure that the care and services delivered through our plan align with State and 
nationally recognized clinical criteria, we use the Nevada-specific Medicaid Services Manual 
(MSM) and nationally recognized sources of evidence-based criteria for our utilization review; 
we implement clinical practice guidelines within our case management and predictive 
modeling systems and with our providers. This promotes appropriate utilization of services and 
supports better health outcomes for our members. 


Identifying Quality of Care and Services 


We assess the quality of services through HEDIS, CAHPS, provider surveys, quality 
committee reviews, EQRO evaluation, and multiple other sources detailed in Section 
5.1.11.5.A. We identify opportunities to improve the delivery of care and services to member, 
including those with special needs. In addition to direct interventions through UM and CM, 
we use health fairs, printed materials, and mail and telephone reminders to encourage 
member self-care and health promotion. 


Amerigroup Nevada thoroughly investigates all potential quality-of-care issues including 
those associated with infections, errors, or never events. All inquiries are documented and 
routed to our IQAP, which researches and tracks the issue in the quality database. We 
immediately forward adverse incidents and critical events to our Risk Manager. We identify 
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hospital-acquired conditions, never events, and serious reportable events; investigate them for 
cause or contributing factors; and report them as applicable by Nevada or federal regulations.  


Appropriateness of Care 


We believe that the appropriateness of care is a four-pronged process that includes the State, 
health plan, providers, and members.  


Appropriateness of Care Driven by DHCFP. We use the DHCFP QAPIS, the Nevada MSM, 
required performance objectives, and measures to support requirements for the delivery of 
appropriate services for recipients of the State’s funded medical programs.  


Appropriateness of Care Driven by Amerigroup Nevada IQAP/UM. We use the Nevada 
Medicaid Assistance Manual, InterQual criteria, and the Aetna Clinical Policy Bulletins to 
determine authorizations for physical and behavioral services for our members. We evaluate 
our UM employees annually to ensure consistency of application of these guidelines through a 
rigorous inter-rater reliability (IRR) process. Amerigroup Nevada has participated in IRR 
assessments since 2009 with excellent results. Please see a complete review of our IRR process 
and our clinician and Medical Director results in Section 5.1.11.5.A. 


Appropriateness of Care Driven by the Provider. We support providers through various 
mechanisms such as Medical Practice Consultant outreach to ensure that our providers use 
processes that result in the delivery of appropriate care. We are working with three PCP 
practices that are implementing strategies toward becoming NCQA-Accredited PCMHs and 
seven Provider Quality Incentive Program (PQIP) practices, including Federally Qualified 
Health Centers, that have attained Amerigroup Quality Certification. These practices include 
Federally Qualified Health Centers and large PCP groups. Both medical home strategies 
promote incentives for provider practices that perform well, based on key performance goals 
that affect positive health outcomes of our members. Additional details regarding the technical 
support and provider reports for our Patient Center Medical Home and our PQIP programs 
are found in Section 5.1.11.5.B. 


Appropriateness of Care Driven by the Member. Amerigroup Nevada is a member-centric 
organization and delivery system. In order for members to make informed decisions, we 
promote shared decision making among our employees, our members, and our providers and 
members. We inform our members about our IQAP activities through: 1) Healthcare 
responsibilities delineated in the Member Handbook; 2) Representation on our Health 
Education and Advisory Committee; 3) Member newsletters; and 4) Information posted on our 
member website. More description of this member involvement is described in Section 
5.1.11.5.B. 
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Cultural Competency (§4.9.2.2)  
Amerigroup Nevada has a current, DHCFP-approved Cultural Competency Plan to guide our 
interventions and sensitivities with all ethnic, racial, language-, age-, or gender-specific and 
disabled populations. We submit a revised Cultural Competency Plan annually, and we have 
met 100 percent compliance for all criteria listed.  


Collection of Race, Ethnicity and Language Data 


Amerigroup Nevada supports the development of new methods to collect; report; and identify 
race, ethnicity, and primary languages spoken by our members. We currently obtain this data 
from DHCFP through monthly enrollment files, and we collect additional information 
through a variety of member contact points. In Section 5.1.11.5.C, we describe our efforts to 
expand the collection of any revisions to this data and updating them to the DHCFP, in 
accordance with ACA Sec. 4302 Understanding Health Disparities: Data Collection and 
Analysis. 


Race/Ethnicity Analysis for PIPs  


For each Performance Improvement Project (PIP), we analyze the ethnicity distribution of 
services that our members access and identify gaps in care. The following examples show how 
we have used this analysis to change our interventions and outreach to support the cultural 
differences and address any known or unknown healthcare disparities. In particular, we are 
focusing our analysis on members in special needs groups to identify community connections 
and resources that resonate with their cultural needs. 


Targeted Outreach to High Volume Diverse Communities 


Through our cultural community-based outreach efforts, our work with community-based 
organizations on events (12 in the last month in targeted, culturally high- volume Medicaid 
member communities) and with the Latin Chamber of Commerce and the Mexican Consulate, 
we go beyond the requirements and delve into the cultural needs of our members. In the past 
year, through our participation or funding of large outreach events, we have reached more 
than 75,000 members and community individuals who do not have healthcare. Detailed 
information on our diverse and targeted outreach for all program populations is provided in 
Sections 5.1.11.5.A and B. 


Hispanic Outreach Strategy. According to our ethnicity analysis performed for our diabetes 
PIP, ethnicity revealed no significant disparities for our diabetic member population. 
However, overall diabetes screening for all members is lower than the NCQA 50 percent 
HEDIS percentile, so we sought specific outreach interventions for each ethnic group. For the 
Latin/Hispanic population, our work with the Mexican Consulate and the Latin Chamber of 
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Commerce revealed significant cultural findings. In this population, both diabetes and asthma 
are viewed as stigmas and resulted in reduced timely and preventive services related to both 
conditions. With that in mind, we are collaborating with the Consulate and the Chamber in 
developing an outreach educational program specific to this population and implemented by 
our Promotoras employees. This program will be implemented by December, 2012. 


African American Outreach Strategy. We analyzed our HEDIS measure rate for potential 
race/ethnicity disparities in Childhood Immunization Status for Combo 2 and Combo 3. The 
data showed a race/ethnicity disparity as defined by a lower rate of both Combos for 
Black/African American children. Targeted outreach to the high-volume Medicaid member 
communities is part of the identification of location for every outreach event. Our work on the 
Board of Directors of the Southern Nevada Immunization HealthCare Coalition supports this 
process. We are being honored again this year as a community partner in childhood 
immunization and will be awarded the Silver Syringe Award for 2012. Greater detail 
regarding our healthcare disparity analyses and our interventions based on this information is 
found in Sections 5.1.11.5.B and C. 


Monitoring of Established Standards and EQRO 
Evaluations (§4.9.2.3-4)  
We work collaboratively with DHCFP and HSAG to continuously improve the quality of care 
and services for Medicaid and Nevada Check Up members. As we have described, we provide 
access to all reports, medical records, data collection systems, and other sources of 
information to support the evaluation of our services.  


We work closely with DHCFP and HSAG on our PIPs and incorporate their 
recommendations into our processes as described in Section 5.1.11.5.A Performance 
Improvement Projects (PIPs) (§4.8.1.1-5). We melded our Deming-based PDSA model with 
the HSAG PIP Flow model to enhance our analysis of our performance. We use Ishikawa 
(fishbone) diagramming to identify barriers and interventions to improve performance and 
establish suitable goals. 


Our quality employees monitor all PIP data results on an interim and annual basis. We review 
data results in comparison to the goals and benchmarks established by DHCFP and identify 
areas exceeding or not meeting the goals. When data points do not meet goals, we analyze 
results with our hybrid PIP flow process at the relevant DHCFP and internal workgroup 
meetings for identification of barriers for members, providers, and us. When it is necessary to 
quickly intervene, we apply the Rapid Cycle Learning process to identify necessary 
modifications to the PIP. We implement new interventions and actions to address the 
identified barriers and perform interim re-measurements. The following analysis of our PIPs 
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is a combination of our work with DHCFP, HSAG recommendations, our “Investing in 
Quality” Team, and our implementation interventions that support our ongoing improvement. 


Performance Measures Developed with DHCFP 
(§4.9.2.5)  
We describe our performance improvement process in detail in Section 5.1.11.4.A and B. We 
describe State-mandated performance improvement projects and measures and how we 
comprehensively analyze data to evaluate our performance and progress. We work 
collaboratively with the DHCFP/MCO workgroup in the development and monitoring of 
State-directed PIPs. We use our hybrid PDSA/HSAG flow to determine new PIPs and evaluate 
and adjust ongoing PIPs.  


Internal Performance Improvement Projects 


In addition to the State-mandated PIPs and quality measures, Amerigroup designed and 
implemented a number of studies targeting improved healthcare outcomes for the Medicaid 
and Nevada Check Up population that we currently serve. We continuously monitor the care 
that our members receive. When we identify opportunities for improving the quality of the care 
or services, we initiate a formal analysis to determine the most effective interventions. 
Identification may come from an internal source such as employee observations or data 
analysis, or from external sources such as DHCFP, CMS, or HSAG. We track the results of 
these interventions monthly or quarterly and report through our quality structure described in 
Section 5.1.11.5.A Standard IV: Active QA Committee (§4.8.8.1-5). Our obstetrician (OB) 
incentive program is an example of an internally developed and operated performance project. 


Amerigroup Nevada OB Incentive Program  


Based on a statewide concern over the ever-increasing Cesarean section (C-section) rate, the 
Nevada legislature enacted a law to reduce uncomplicated C-section payments to the level of a 
normal vaginal birth in an effort to reduce any financial incentive to perform unnecessary 
primary C-sections. Amerigroup Nevada implemented a performance incentive program for 
obstetric care.  
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Figure 4.9.2-1. OB Pay for Performance Pilot Timeline and Participation 


 


Information System That Supports DHCFP Quality 
Strategies (§4.9.2.6) 
We provide a detailed description of our health information system in Section 5.1.11.4.A-
(§4.8.4). 


We have been working closely with HSAG to enhance the Performance Tracking Tool that the 
MCOs use. This system had increased its capabilities to offer more tracking and analysis 
features that support our PIP development, monitoring and evaluation process. The Chi-
square and p value calculator show statistically significant performance changes. We look 
forward to continuing this collaborative effort.  


Intermediate Sanctions to Improve Quality (§4.9.2.7) 
Amerigroup Nevada acknowledges the role that sanctions from DHCFP may play in driving 
quality performance and we are prepared to respond immediately to any sanctions that 
DHCFP may direct. Under our current Contract, we have received no sanctions.  


Standards (§4.9.2.8) 
We have reviewed the Standards set forth in the RFP and in our current Contract for access to 
care, structure, and operations and quality measurement and improvement. We are currently 
meeting all of the standards under our existing Contract and will continue to strive for 
continued full compliance. Our processes are more fully described in the response to the 
related sections in Section 4.7, 4.8, 4.9 Scope of Work, and Section 5.1.11 Plan of Operations. 
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4.10 FISCAL REQUIREMENTS 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Table 4.10-1. Cross-reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.10.1  Vendor Fiscal Standards  N/A  4.10.1   


4.10.2  Performance Security 
Deposit 


4.10.2.1 – 4.10.2.4  4.10.2   


4.10.3  Vendor Liability  4.10.3.1 – 4.10.3.5  4.10.3   


4.10.4  Inclusion of Section 4.10.3 
Requirements in all Subcontracts 


N/A  4.10.4 


4.10.5  Timely Payment of Claims 


4.10.5.1   5.1.11.6.A 
4.10.5.2   5.1.11.6.A 
4.10.5.3   5.1.11.6.A 
4.10.5.4   4.10.5.4  
4.10.5.5   4.10.5.5  
4.10.5.6   5.1.11.6.A and 5.1.11.6.B 
4.10.5.7   4.10.5.7  
4.10.5.8   4.10.5.8  
4.10.5.9   5.1.11.1.B 


4.10.6  Financial Solvency  N/A  4.10.6   


4.10.7  Third‐Party Liability and 
Subrogation 


N/A  5.1.11.6.D 


4.10.8  Reserving  N/A  4.10.8   


4.10.9  Prohibition on Payments to 
Institutions or Entities Located 
Outside of the United States 


N/A  4.10.9 
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4.10.1 Vendor Fiscal Standards 
The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified 
Vendors. The Vendor must comply with all DOI standards in addition to the managed care 
program standards described in this section.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


4.10.2 Performance Security Deposit 
The Vendor is required to provide a performance security deposit in the form of a bond furnished 
by a surety company authorized to do business in the State of Nevada to DHCFP in order to 
guarantee payment of the Vendor’s obligations under this contract.  The performance security 
deposit may be utilized by DHCFP to remedy any breach of contract or sanctions imposed on the 
Vendor and shall meet the following criteria: 


4.10.2.1 The amount of the performance security deposit shall be equal to one hundred and ten 
percent (110%) of highest month’s total capitation amount in the first quarter or 
fifteen million dollars ($15 million), whichever is greater. This must be deposited 
with the State Treasurer within fifteen (15) calendar days after the end of the first 
quarter of the contract. The total capitation amount is the sum of all capitation 
payments for all members for the month; and 


4.10.2.2 After the initial year of the contract DHCFP will require the Vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and 
ten percent (110%) of the preceding year’s highest month’s total capitation payment 
or fifteen million dollars ($15 million), whichever is greater. 


4.10.2.3 Vendors submitting performance security to the State of Nevada in the form a surety 
bond must utilize a company that meets the below listed requirements: 


A.  A.M. Best A-VII rated insurance company 


B.  Certified by the Department of Treasury, Financial Management Services for Nevada 


C.  Licensed by the Nevada Department of Business and Industry, Insurance Division 


4.10.2.4 The Vendor must maintain the performance security deposit after the contract term 
for a length of time to be determined by DHCFP in order to cover all outstanding 
liabilities. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract.  
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4.10.3 Vendor Liability 
The Vendor must ensure that its members are not held liable for any of the following: 


4.10.3.1 The Vendor’s debts, in the event of the Vendor’s insolvency; 


4.10.3.2 For services provided to the member in the event of the organization failing to receive 
payment from the State for such services; 


4.10.3.3 For services provided to a member in the event a health care provider with a 
contractual, referral, or other arrangement with the Vendor fails to receive payment 
from the state or the organization for such services; or 


4.10.3.4 For payments to a provider who furnishes covered services under a contractual, 
referral, or other arrangement with the Vendor in excess of the amount that would be 
owed by the recipient if the Vendor had directly provided the services. 


4.10.3.5 To ensure continuation of services to members during insolvency pursuant to State 
Medicaid Manual (SMM) 2086.6.B.  


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract.    


Amerigroup is a strong, financially secure company; nonetheless, should Amerigroup Nevada 
become insolvent, our providers will not charge our members any portion of the costs incurred 
by Contract services. Our provider contract includes language that our members will be held 
harmless in the event of insolvency. 


Amerigroup protects members from situations where a provider bills them for services for 
which they have no liability, also called balance billing. We maintain a comprehensive policy 
that aligns with and supports DHCFP requirements. We include language in our provider 
contract prohibiting the practice, and we have an established policy and procedure for 
handling member calls regarding provider bills. We support proper provider billing practices 
by educating providers and members, maintaining a documented process for handling balance 
billing resolution, and monitoring provider compliance. 


Our Process Supports One Stop Resolution 
The member handbook directs members who receive a bill for payment for services from a 
network or non-participating provider to contact the call center or send the bill to Member 
Services for assistance. If the member contacts the call center, the Member Services 
Representative confirms the member’s identity in accordance with privacy regulations and 
verifies eligibility on the date(s) of service. The representative then instructs the caller to look 







 Tab VI – Section 4 – Scope of Work 
 4.10 Fiscal Requirements 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-274 
November 15, 2012 


at the document to verify that the document is a bill rather than an Explanation of Benefits. If 
it is a bill, they confirm that it shows a dollar amount due. If so, the representative validates 
whether the service is a covered benefit. If the service is covered, our representative assures 
the member that Amerigroup will resolve the matter and verifies that the member is not legally 
required to pay the bill. If the service is not covered, our representative connects the caller 
with a Member Advocate at the health plan who can verify that the provider completed the 
appropriate form to notify the member that the service is not a covered benefit. Amerigroup 
outlines these provisions in our member handbook.  


Amerigroup contacts the source of the bill, usually a provider’s office or an agency. We 
educate them about acceptable billing practices and remind them of the prohibition against 
balance billing. If we confirm that Amerigroup has already received the claim and it is being 
processed, we communicate the claim status and suggest that the provider check further status 
updates through our online tools or through the Interactive Voice Response (IVR) capability. 
If it appears that the provider has not yet submitted the claim to Amerigroup, we will instruct 
the provider to send it for adjudication.  


We Educate Members and Providers 
Amerigroup recognizes the legal prohibition of balance billing by providers. Our provider 
handbook includes a section on billing members that addresses: 


 Procedure to follow before delivering a non-covered service 


 Prohibition against balance billing members above the amount we pay for covered 
services 


 Other scenarios where billing members is prohibited, including failure to submit a 
claim on time and failure to submit a timely appeal 


Prior to authorizing services with out-of-network providers, we will assure that they fully 
understand and accept the prohibition against balance billing. Our Provider Relations 
Representatives educate providers on prohibited practices and continuously monitor their 
activity. Providers must report and maintain a central record of amounts charged to members 
and billing activity related to services provided to a member. In addition, we educate members 
about the resolution and the consequences of signing waivers for non-covered services. 
Amerigroup will help a member recover payments for inappropriate charges and will repay the 
member if the recovery is not successful. 
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4.10.4 Inclusion of Information from Section 
4.10.3 in All Subcontracts 
The requirements set forth in Section 4.10.3 above shall be included in all subcontracts. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


4.10.5 Timely Payment of Claims 


Pay Claims for Covered Services (§4.10.5.1) 


4.10.5.1 The Vendor shall be responsible for paying all claims for properly accessed and, if 
necessary, authorized covered services provided to enrolled recipients on dates of 
service when they were eligible for coverage unless the services are excluded under 
the DHCFP managed care contract or the Nevada Medicaid State Plan. The Vendor 
will adjudicate and pay all claims in accordance with state and federal statutes and 
regulations.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


Amerigroup’s claims adjudication system applies a series of automated edits to verify that 
incoming claims are for covered services. During claim adjudication, we use automated 
routines to apply State-specific edits such as verifying member eligibility as of the date of 
service, checking provider status, and ensuring that services are covered and not excluded 
under the DHCFP managed care contract or the Nevada Medicaid State Plan. We deny claims 
that fail these edits. 


We have fully responded to this SOW requirement in Section 5.1.11.6.A. 


Claims Processing System and MIS (§4.10.5.2) 


4.10.5.2 The Vendor must have a claims processing system and Management Information 
System (MIS) sufficient to support the provider payment and data reporting 
requirements specified in the contract. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Amerigroup has more than 16 years of experience processing Medicaid claims and has been 
processing Nevada claims since 2009. Amerigroup continues to process claims in accordance 
with State and federal statutes and regulations. We 
are committed to adjudicating claims in a timely, 
accurate, and provider-friendly manner. 


Amerigroup maintains a single claims processing 
system that is fully integrated with our Management 
Information System (MIS), including enrollment and 
provider systems. Our claims processing system and 
MIS consistently meet federal requirements and meet 
all current DHCFP requirements. 


Amerigroup processed more than 1.6 million claims under our Nevada Medicaid and Nevada 
Check Up contract since beginning our operations. September, 2012 quality results showed 
financial accuracy of 99.94 percent and payment accuracy of 99.21 percent. 


We have fully responded to this SOW requirement in Section 5.1.11.6.A. 


Processing Claims from any Source (§4.10.5.3) 


4.10.5.3 The Vendor shall have written policies and procedures for processing claims 
submitted for payment from any source and shall monitor its compliance with these 
procedures. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup accepts claims on paper and electronically to give our providers maximum 
flexibility. Claims formats are industry-standard and HIPAA-compliant.  


In September 2012, we received 85.8 percent of Nevada claims electronically.  


Amerigroup’s comprehensive policies and procedures govern our claims process. Policies and 
procedure documents cover a wide variety of claims topics for both corporate-wide and State-
specific guidelines, including claims submission (paper and electronic), timely filing 
standards, prompt payment requirements, and claim interest payments. Amerigroup validates 
compliance with policies and procedures through a number of methods, including 
management oversight, management audits, and internal audits. 


We have fully responded to this SOW requirement in Section 5.1.11.6.A. 
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Accept Claims from Network and Non-Network 
Providers (§4.10.5.4) 


4.10.5.4 The Vendor shall allow network and non-network providers to submit an initial claim 
for covered services.  The Vendor shall allow all network providers to submit claims 
for reimbursement up to ninety (90) days from the last date of service and non-
network providers one hundred and eighty (180) days from the last date of service 
unless a shorter time period is negotiated. Vendor shall allow providers of emergency 
transportation 180 days from the last date of service to submit claims for 
reimbursement. The Vendor’s claims payment system shall use standard claim forms 
wherever possible.  In addition, the Vendor shall have the capability to electronically 
accept and adjudicate claims. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup accepts claims from network and out-of-network providers. Amerigroup accepts 
claims on paper and electronically to give our providers maximum flexibility. Claims formats 
are industry-standard and HIPAA-compliant. For electronic claims submission, we accept 
claims through: 


 Three nationally recognized electronic data interchange (EDI) clearinghouses 


 Submission of X12N 837 claims file from our provider website 


 Direct entry of a claim from our provider website 


During claim adjudication, we use automated routines to apply State-specific edits to validate 
timely filing requirements based on the provider type and date of service. Our claims 
adjudication system is currently configured to support DHCFP timely filing requirements. We 
deny claims that fail timely filing edits. 


Edit Claims for Duplicates and Unbundling (§4.10.5.5) 


4.10.5.5 The Vendor’s claims processing system shall ensure that duplicate claims are denied.  
In addition, this system must include edits for unbundling and edits for certain 
provider types where DHCFP’s payment responsibility is for federal share only.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our current Nevada claims process includes 
adjudication edits to check for duplicates by evaluating 
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claims against claims history. Duplicate claims are denied or if duplicate status cannot be 
determined, they are pended. In October 2011, we implemented a new system process using the 
Pega Business Process Manager platform as a rules engine to perform additional analysis on 
claims pended as suspected duplicates. Our Claims Repair system has reduced manual review 
efforts and increased the overall auto-adjudication rate by 1.5 percent. 


Amerigroup also uses industry-recognized products such as code-review and code-bundling 
software to edit claim data; in addition, we use internally developed data verification 
applications. 


Meet Requirements for Timely Claims Payment 
(§4.10.5.6) 


4.10.5.6 The Vendor must meet the requirements for timely claims payment in 42 CFR 
447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6).  
The Vendor agrees for valuable consideration that NRS §695C.185 and 
NRS§695C.128 shall apply to the terms of any contract entered into as a result of this 
RFP.  The Vendor and its providers may, by mutual agreement, establish an 
alternative payment schedule but such a schedule must be stipulated in the provider’s 
network contract.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.    


Amerigroup focuses on claims payment performance and relies on established standards and 
reporting, ensuring performance consistently meets the expectations of health plan 
management and our state partners.  


Amerigroup processed more than 803,000 claims under our Nevada MCO Contract in the 12 
months ending September 30, 2012. Amerigroup 
executes nightly claims adjudication cycles. We run 
claims payment cycles twice a week during which 
we process all claims adjudicated since the last 
payment cycle. The frequency of our claims 
adjudication and claims payment cycles results in 
fast claims turnaround time. On average, we pay 
our Nevada Medicaid claims in 4.7 days. For non-
clean claims, we notify the provider within 4.6 days, on average, using the input submission 
method of the claim. 
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We consistently exceed DHCFP clean claims payment timeliness requirements, paying 99.66 
percent of claims within 30 days and 99.94 percent within 90 days. 


We have fully responded to this SOW requirement in Section 5.1.11.6.A and Section 
5.1.11.6.B. 


Verify that Reimbursed Services were Provided 
(§4.10.5.7) 


4.10.5.7 The Vendor shall verify that reimbursed services were actually provided to enrolled 
recipients by providers and subcontractors. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.    


On a monthly basis, we select a statistically valid random sample of claims paid in the prior 
month to verify that services were delivered. We mail a letter to the member that describes the 
services on the claim and requests verification. The letter instructs the member to contact 
Amerigroup if services were not rendered. We route calls from members indicating that 
services were not received to our Corporate Investigations Department for investigation. 


Notify DHCFP of Claims System Changes (§4.10.5.8) 


4.10.5.8 The Vendor shall provide DHCFP with information prior to implementation of any 
changes to the software system to be used to support the claims processing function 
as described in the Vendor’s proposal and incorporated by reference in the contract. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.    


Amerigroup Nevada will notify DHCFP before major changes are made to our claims 
processing system. We will provide DHCFP with as much notice as possible using whatever 
method is preferred, including e-mail, telephone, fax, or letter. We are willing and available to 
discuss the claims processing system change with applicable DHCFP staff upon request. 


  







 Tab VI – Section 4 – Scope of Work 
 4.10 Fiscal Requirements 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-280 
November 15, 2012 


Medical Review of Claims (§4.10.5.9) 


4.10.5.9 A medical review of claims will be conducted when the appropriateness of service, 
procedure, or payment is in question. Medical reviews must be conducted by a 
licensed medical clinician(s).     


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada continues to verify the clinical appropriateness of services delivered to 
members through automated claims edits, which detect potential authorization conflicts or 
coding irregularities that may suggest inappropriate services.  


Our claims system may pend claims for medical review because authorization and claims data 
conflict or appear incorrect. Amerigroup also maintains a Medical Claims Review (MCR) 
team under our Reimbursement Policy Management (RPM) department which evaluates the 
medical necessity of claims that are pended due to potential coding issues.  


To address the root causes of inappropriate billing and coding, our Provider Billing Integrity 
team within RPM identifies and reaches out to providers with aberrant billing patterns to 
educate them about correct billing practices and to monitor targeted providers until their 
billing patterns return to a consistently normal level. This promotes good customer service 
with our providers by establishing clear expectations and also underscores our commitment to 
being a responsible steward of DHCFP funds. 


We have fully responded to this SOW requirement in Section 5.1.11.1.B. 


4.10.6 Financial Solvency 
The Vendor must demonstrate that it has adequate financial reserves and administrative ability to 
carry out its contractual obligations.  The Vendor must maintain financial records and provide 
DHCFP with various financial statements upon request and as outlined in the contract and 
Attachment I, Forms and Reporting Guide, including any revisions or additions to the document. 


4.10.6.1 The Vendor will submit a copy of its annual Independent Audit Report to DHCFP, as 
submitted to the Division of Insurance. 


4.10.6.2 The Vendor will submit its quarterly and annual financial reports to DHCFP.   


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract.    
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4.10.7 Third-Party Liability and Subrogation 
Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program 
(e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee 
Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and 
Section 6035 of the Deficit Reduction Act of 2005. TPL also includes the Coordination of 
Benefits (COB) cost avoidance and COB recovery. Under Section 1902(a) (25) of the Social 
Security Act, DHCFP and its providers are required to take all reasonable measures to identify 
legally liable third parties and treat verified TPL as a resource of the Medicaid and CHIP 
recipient.  


Subrogation is the principle under which an insurer that has paid a loss under an insurance policy 
is entitled to all the rights and remedies belonging to the insured against a third party with 
respect to any loss covered by the policy. 


The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the 
State’s authorized agent for the limited purpose of TPL collection, within the limitation of the 
Fair Debt Collection Practices Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 
42 CFR § 433.135 et seq and 42 CFR 433.154.  The managed care organization’s capitated 
payments include an offset in the rates for these collections. The contracted managed care 
organization shall vigorously pursue billing prior resources as these amounts are considered part 
of their risk based capitation payment.  The managed care organization is required to secure 
signed acknowledgements from enrolled Medicaid recipients or their authorized representative 
confirming any prior resources (e.g., Medicare, worker’s compensation, private insurance, etc.). 


The contracted managed care organization must pursue third-party liability in accordance with 
42 CFR 433.139. 


The Vendor must also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization 
may utilize the EVS eligibility system to assist in accomplishing this objective.  


The managed care organization is responsible not only for pursuing third-party resources that it 
identifies but also for pursuing third-party resources identified and communicated to the 
managed care organization by DHCFP. 


All information on the third party, including collections and collection attempts, are to be 
reported to DHCFP (including circumstances under which the third party refuses to pay) on the 
Third Party Quarterly Report located in the Forms and Reporting Guide. TPL and subrogation 
collections may also be reported to DHCFP through encounter data and other required reports.  
The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation 
collection reports to validate collection activities and results. The managed care organization will 
then be expected to meet or exceed baseline target collections as determined by DHCFP and its 
actuaries.  The baseline target amount will be built into future rates. If the managed care 
organization does not meet or exceed baseline TPL and subrogation collections, DHCFP will 
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conduct a review to determine if there is a legitimate reason.  If there is no legitimate reason as 
determined by the Division, the difference between baseline and actual collections will be 
deducted from the managed care organization’s costs before the data is used to set future rates.  
DHCFP will prospectively adjust capitation rates to account for expected TPL collections. 


Vendor is required to obtain TPL information independently of DHCFP for the purpose of 
avoiding claim payments or recovering payments made from liable third parties.  TPL recovery 
may be incorporated into capitated rate development by DHCFP and its actuary. Vendor has 365 
days from claim paid date to recover TPL payment; after 365 days, Vendor forfeits the right to 
recovery to the State unless Vendor can provide evidence that the recovery effort is active and/or 
in dispute.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada will continue to follow our policies and procedures that comply with all 
federal and State of Nevada laws and regulations for third-party liability (TPL), coordination 
of benefits (COB), and subrogation. We are compliant with all DHCFP reporting 
requirements related to TPL, COB, and subrogation. Amerigroup Nevada results for 2011 
include: 


 COB 


 Cost avoidance of $3,122,557 


 Post-payment recovery of $941,670 


 Subrogation post-payment recovery of $108,056 


Based on 2012 year-to-date numbers, we expect to 
exceed 2011 numbers. 


Amerigroup has extensive experience and established processes to identify claims that are 
eligible for alternative forms of reimbursement. Our proven cost avoidance policies and 
procedures work to identify the legal liability of third parties and recover costs, in accordance 
with State and federal requirements. Amerigroup’s approach includes: 


 Maximizing cost avoidance through identification of other health insurance (OHI) and 
COB 


 Collecting TPL and subrogation through a retrospective recovery program 


We maintain sound fiscal management by staffing a Cost Containment Department (CCD) 
responsible for a wide variety of programs, including identification of OHI, cost avoidance 
through COB, overpayment/collections, and subrogation. We leverage experienced financial 
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personnel, technology, and automated applications, and consistent, replicable processes. We 
understand and will comply with the State’s requirement that after 365 days, we forfeit the 
right to recover TPL unless we provide evidence that recovery efforts are active or in dispute.  


We have fully responded to this SOW requirement in Section 5.1.11.6.D. 


4.10.8 Reserving 
As part of its accounting and budgeting function, the Vendor will be required to establish an 
actuarially sound process for estimating and tracking incurred but not reported claims (IBNRs). 
The Vendor must provide documentation of the IBNRs review and certification by an actuary. 
The Vendor must reserve funds by major categories of service (e.g., hospital inpatient, hospital 
outpatient, physician, and pharmacy) to cover both IBNRs and reported but unpaid claims 
(RBUCs). As part of its reserving methodology, the Vendor must conduct annual reviews to 
assess the actuarial validity of its reserving methodology, and make adjustments as necessary. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract.  


Amerigroup develops medical liabilities estimates using methods and assumptions that 
consider historical claims payment patterns, current levels of authorized inpatient days, 
provider reimbursement changes, historical utilization trends, other medical cost inflation 
factors, membership levels, benefit design changes, seasonality, demographic mix change, 
catastrophic claim information, and other relevant factors. These methods are consistent with 
the Actuarial Standard of Practice No. 5 for Incurred Health and Disability Claims adopted by 
the Actuarial Standards Board in December 2000. Amerigroup categorizes historical paid 
claims by incurred month to create a claims processing or development pattern. We use this 
information to help estimate the unprocessed portion of incurred claims, commonly referred to 
as the “lag” method. Using this method, we derive completion factors for claims experience 
based on categories of service (inpatient and non-inpatient). The actuarial employees then 
apply the completion factors to the paid claim data by incurred month to estimate the 
remaining outstanding liability for each incurred period. This method accounts for both 
incurred but not reported (IBNR) claims and reported but not paid claims.  


Each month, the actuarial employees review recent activity concerning membership trends, 
provider reimbursement changes, and incidences of illness or disease state (such as cardiac 
heart failure cases, cases of upper respiratory illness, the length and severity of the flu season, 
diabetes, the number of full-term versus premature births, and the number of neonatal 
intensive care babies). We make additional judgments to consider these changes and any other 
operational anomalies such as claims processing pattern changes and number of payment 
cycles per month. Additional liabilities for contract settlement issues and potential provider 
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legal issues will also be identified Amerigroup’s internal actuarial employees estimate the 
claim liabilities on a monthly basis. On a quarterly basis, an external actuarial consultant 
assesses the reserving methodology and results and provides an actuarial certification of 
liabilities. In addition, external auditors perform their own actuarial analysis of medical 
liabilities on an annual basis as part of the normal audit process, providing another level of 
review of year-end medical liabilities.  


4.10.9 Prohibition on Payments to Institutions or 
Entities Located Outside of the United States 
Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act 
(the Act), the Vendor shall not provide any payments for items or services provided under the 
State Plan or under a waiver to any financial institution or entity located outside of the United 
States (U.S.). 


Payments for items or services provided under the State Plan to financial institutions or entities 
such as provider bank accounts or business agents located outside of the United States are 
prohibited by this provision. Further, this Section prohibits payments to telemedicine providers 
located outside of the U.S. Additionally; payments to pharmacies located outside of the U.S. are 
not permitted. 


Any payments for items or services provided under the State Plan or under a waiver to any 
financial institution or entity located outside of the U.S. may be recovered by the State from the 
Vendor. 


For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term 
“United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of 
the Act defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin 
Islands, Guam, the Northern Mariana Islands, and American Samoa, when used under Title XIX. 


The phrase, “items or services provided under the State Plan or under a waiver” refers to medical 
assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks 
that support the administration of the Medicaid State Plan that may require payments to financial 
institutions or entities located outside of the U.S. are not prohibited under this statute. For 
example, payments for outsourcing information processing related to Plan administration or 
outsourcing call centers related to enrollment or claims adjudication are not prohibited under this 
statute. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  We have 
configured our claims payment and account payable systems to prevent payments for items or 
services provided under the State plan or under a waiver to any financial institution or entity 
located outside of the United States, as specified in Amendment 9 of our current Nevada 
Contract.  
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4.11 GRIEVANCES, APPEALS AND FAIR 
HEARINGS 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Table 4.11-1. Cross-reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.11  Grievances, Appeals and Fair Hearings  N/A  5.1.11.7.A and 5.1.11.7.B 
4.11.1  Enrollee Grievances and Appeals  4.11.1.1 – 4.11.5  5.1.11.7.A 
4.11.2  Authorization and Notice Timeliness 
Requirements 


N/A  5.1.11.7.A and 5.1.11.5.A 


4.11.3  Notice of Action  4.11.3.1 – 4.11.3.21  5.1.11.7.A 
4.11.4  Handling of Grievances and Appeals  4.11.4.1 – 4.11.4.16  5.1.11.7.A 
4.11.5  State Fair Hearing Process  N/A  5.1.11.7.A 
4.11.6  Continuation of Benefits  4.11.6.1 – 4.11.6.9  5.1.11.7.A 
4.11.7  Provider Grievances and Appeals  N/A  5.1.11.7.A and 5.1.11.7.B 
 


The Vendor shall establish a system for members, which includes a grievance process, an appeal 
process, and access to the State Fair Hearing system. The Vendor shall establish a similar system 
to resolve disputes with providers. The Vendor must provide information about these systems to 
members at the time of enrollment and to providers and subcontractors at the time they enter into 
a contract. As described in Section 4.7.2 of this RFP, the Vendor must submit to DHCFP 
quarterly reports that document the grievance and appeal activities listed on the templates located 
in the Forms and Reporting Guide.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.7.A. 


We have a mature DHCFP-approved grievance and appeal process which includes the option 
for a State Fair Hearing. We advise members and providers of their right to a State Fair                             
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Hearing when our internal appeal process is exhausted and a wholly favorable resolution is 
not yet reached for the member or provider. Our method for ensuring due process is tiered, 
begins with our first contact with the member, and continues through final resolution. We list 
the key concepts providing the foundation for our member processes below and discuss them 
in Section A of our response to Section 5.1.11.7. We describe our provider grievance and 
appeal process in Section 4.11.7. 


 Member Notification of Rights (§4.11.1) through:  


 Member handbook and website 


 Provider manual and website 


 Member Services/Provider Services/Member Advocate contacts with individuals 


 Timelines for communicating adverse decisions and Notice of Action (§4.11.2 - 3) 


 Handling grievance, appeals, and access to the State Fair Hearing process(§4.11.4-5) 


 Continuation of benefits (§4.11.6) 


 Provider grievances and appeals (§4.11.7) 


We discuss the remainder of our tiered approach in Section B of our response to Section 
5.1.11.7: 


 Tracking, trending, and reporting our activities internally 


 Reporting quarterly to the State for oversight  


In our response, we demonstrate the effectiveness of our tiered approach and the respect we 
hold for each member or provider with consistent and fair treatment of individuals at every 
encounter.  


Informing members of their rights is the foundation of a successful grievance and appeal 
process. Upon enrollment, we advise members—through the new member packet which 
includes a member handbook—of their grievance and appeal rights which include the right to 
request a State Fair Hearing if they are not satisfied with the results following completion of 
the Amerigroup appeal process. The member handbook is also available for immediate 
reference on the member website. 


Similarly, we educate providers through our orientation program and direct them to our 
provider manual for answers to their questions regarding grievances, appeals, and State Fair 
Hearings. We offer providers a paper copy and make the online version available through the 
provider website. We alert existing network providers of changes to the grievance, appeal, and 
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State Fair Hearing processes and to our related policies and procedures, and implement the 
change only after we have received written approval from DHCFP. 


We track and trend member grievances, appeals, referrals to State Fair Hearings, and 
provider appeals by total numbers and by categories within each type of issue. Our core 
documentation system includes a component for managing both member and provider 
grievances and appeals. The system includes screens and functionality for: 


 Entering grievances and appeals including all required data elements  


 Segregating provider grievances and appeals from member grievances and appeals  


 Aging those requests from the earliest date of receipt 


 Supplying comprehensive reports for monthly analysis, tracking, and trending 


 Producing reports for routine reporting to the Medical Advisory Committee (MAC) and 
the Quality Management Committee (QMC)  


As part of our monitoring and quarterly analysis, the quality team selects the top three 
categories for a deeper review. They summarize these findings and report to the MAC and the 
QMC. We describe the structure and responsibilities of these oversight committees in Section 
5.1.11.5.A. 


The information gathered from the analysis of member and provider grievances, appeals, and 
the outcomes from the State Fair Hearing process, feeds into our quality improvement 
activities focused on operational improvements and actions to improve our HEDIS® and State-
mandated satisfaction scores.  


We report details of this activity to DHCFP quarterly using the form required by the State.  
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4.11.1 Enrollee Grievances and Appeals  
The authority for the following provisions concerning Enrollee Grievances and Appeals is found 
in 42 CFR 438 Subpart F (Subsections 400-424).  Additional and cross-referenced regulations 
include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and 
(d) and (g) (1), 438.210(c), 483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts 
Medicaid from the provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


The Vendor’s enrollee grievance and appeal system must be in writing and submitted to DHCFP 
for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at 
any time thereafter when the Vendor’s enrollee grievances and appeals policies and procedures 
have been revised or updated (not including grammatical or readability revisions or updates). 
The Vendor may not implement any policies and procedures concerning its enrollee grievance 
and appeal system without first obtaining the written approval of the DHCFP. 


An enrollee or an enrollee’s representative (including a provider on behalf of an enrollee) may 
file a grievance or submit an appeal directly with the DHCFP. However, such grievances and 
appeals will be referred to the Vendor for resolution. In the event a provider files an appeal on 
the enrollee’s behalf, the provider must first obtain the enrollee’s written permission with the 
exception of an expedited appeal (Refer to RFP Section 4.11.4.3).  


In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, but if not 
satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The Vendor is 
required to provide access to and information about the State Fair Hearing process in the event 
an enrollee’s appeal is not resolved in favor of the enrollee. Grievances are not eligible for 
referral to the State Fair Hearing process. 


An enrollee may file an appeal or grievance either orally or in writing. Unless the enrollee has 
requested an expedited resolution, an oral appeal may be followed by a written, signed appeal. If 
a grievance or appeal is filed orally, the Vendor is required to document the contact for tracking 
purposes and to establish the earliest date of receipt.  There is no requirement to track routine 
telephone inquiries. 


For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry.  An appeal is a specific request for review of one of the 
following actions: 


4.11.1.1 The denial or limited authorization of a requested service; 


4.11.1.2 The reduction, suspension or termination of a previously authorized service; 


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


4.11.1.4 The failure to provide services in a timely manner; or 
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4.11.1.5 The failure of a Vendor to act within the required timeframes for resolution and 
notification of appeals and grievances.  


A grievance is an expression of dissatisfaction about any matter other than one of the actions 
listed above. Possible issues for grievances include, but are not limited to, access to care, quality 
of services, interpersonal relationships between Vendor staff and enrollees, and failure to respect 
an enrollee’s rights. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have responded to this SOW requirement in Section 5.1.11.7.A. 


Our DHCFP-approved grievance process, appeal process, process for referring members to 
the State Fair Hearing system, and process for resolving provider grievances and appeals are 
currently in place. We resubmit the written description of each process to DHCFP along with 
policies and procedures whenever there is a substantive change. We do not implement the 
change until we receive written approval of the change from DHCFP.  


We acknowledge that a member may select an attorney, friend, family member, or provider to 
act as his or her spokesperson during the grievance and appeal process. We require that a 
provider submit evidence of written permission from the member before we accept an appeal 
from a provider on behalf of the member. We meet other HIPAA and privacy requirements 
when dealing with members, personal representatives, and personal health information. 


We routinely provide information to the member in the member handbook and to providers in 
the provider manual as each initially joins Amerigroup and thereafter whenever a change is 
made. We post the most current versions of the member handbook and the provider manual to 
each respective website. Member Service and Provider Services employees frequently use these 
online references for member and provider education and as part of a full response to 
inquiries.  


Our bilingual Member Advocate assists members to understand their grievance and appeal 
rights, and the differences among a grievance, an appeal, and an expedited appeal. We share 
information on oral and written grievance and appeal requirements. We help members 
understand  that our appeal process must be exhausted before filing a request for a State Fair 
Hearing and that, while grievances are not eligible for the State Fair Hearing, we do have a 
second level of health plan executive review as an alternative. Provider Relations 
Representatives offer similar assistance to our providers. 
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4.11.2 Authorization and Notice Timeliness 
Requirements 
The Vendor must provide standard authorization decisions as expeditiously as the enrollee’s 
health requires and within the State’s established timelines that may not exceed fourteen (14) 
calendar days following receipt of the request for service, with a possible extension of up to 
fourteen (14) additional calendar days if the enrollee or provider requests the extension; or, the 
Vendor justifies (to the DHCFP upon request) a need for additional information and how the 
extension is in the enrollee’s interests. 


For cases in which a provider indicates or the Vendor determines that following the standard 
timeframe could seriously jeopardize the enrollee’s life or health or ability to attain, maintain, or 
regain maximum function, the Vendor must make an expedited authorization decision and 
provide a Notice of Action as expeditiously as the enrollee’s health condition warrants and no 
later than three (3) working days after receipt of the request for service. The Vendor may extend 
the three (3) working days time period by up to fourteen (14) calendar days if the enrollee 
requests an extension or if the Vendor justifies (to the State upon request) a need for additional 
information and how the extension is in the enrollee’s interest.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.7.A. 


When our Utilization Management (UM) department makes an adverse decision regarding 
services, we provide a notice of that action within 14 days of receipt of the request, unless an 
extension is requested by the member, the provider on behalf of the member, or when 
approved by DHCFP. We also process expedited decisions when justified by the member’s 
clinical situation. 


We commit to meeting the following time frames associated with authorization decisions. We 
monitor the application of authorization criteria and the timeliness of decision making as part 
of our UM program discussed in Section 5.1.11.5.A Quality Assurance. 


Table 4.11.2.-1. Authorization Decision Timeframes to Ensure Member Rights Are Met 


Authorization Decision  Time Frame 


Standard Authorization Decision  Within 14 calendar days 


Extensions (requested by member or provider, or approved by DHCFP)  Up to 14 calendar days 


Expedited Decision (if delay would seriously jeopardize life, health, or 
potential to attain, maintain, or regain maximum function) 


3 calendar days 


Extensions of Expedited Decision (requested by member or provider, 
or approved by DHCFP) 


Up to 14 calendar days 
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4.11.3 Notice of Action 
The Vendor must provide a written notice of action to the enrollee when the Vendor takes action 
or makes an adverse determination affecting the enrollee. If a provider has made a request on an 
enrollee’s behalf and the Vendor makes an adverse determination, the provider must be notified 
but this notification need not be in writing. 


To ensure ease of understanding by non-English speaking or visually impaired enrollees, or 
enrollees with limited reading proficiency, the written notice to the enrollee must meet the 
language and format requirements of 42 CFR 438.10(c) and (d). 


A written notice of action to the enrollee must meet the following requirements and must 
explain: 


4.11.3.1 The action the Vendor or its subcontractor has taken or intends to take; 


4.11.3.2 The reasons for the action; 


4.11.3.3 The enrollee’s or the provider’s right to file an appeal; 


4.11.3.4 The enrollee’s right to request a State Fair Hearing after the enrollee has exhausted 
the Vendor’s internal appeal procedures; 


4.11.3.5 The procedures for exercising the enrollee’s rights to appeal; 


4.11.3.6 The circumstances under which expedited resolution is available and how to request 
it; 


4.11.3.7 The enrollee’s rights to have benefits continue pending the resolution of the appeal, 
how to request that benefits be continued, and the circumstances under which the 
enrollee may be required to pay the costs of these services; 


4.11.3.8 That the enrollee may represent himself or use legal counsel, a relative, a friend, or 
other spokesman; 


4.11.3.9 The specific regulations that support, or the change in federal or State law that 
requires the action; and 


4.11.3.10 The enrollee’s right to request an evidentiary hearing if one is available or a state 
agency hearing, or in cases of action based on change in law, the circumstances under 
which a hearing will be granted. 


The Vendor must give notice at least ten (10) days before the date of action when the action is a 
termination, suspension, or reduction of previously authorized covered services. This timeframe 
may be shortened to five (5) days if probable enrollee fraud has been verified.  
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The Vendor must give notice by the date of the action for the following circumstances:  


4.11.3.11  In the death of the enrollee;  


4.11.3.12 A signed written enrollee statement requesting termination or giving information 
requiring termination or reduction of services (where the enrollee understands that 
this must be the result of supplying that information); 


4.11.3.13 The enrollee’s admission to an institution where he is ineligible for further services; 


4.11.3.14 The enrollee’s address is unknown and mail directed to him has no forwarding 
address; 


4.11.3.15 The enrollee has been accepted for Medicaid services by another local jurisdiction; 


4.11.3.16 The enrollee’s physician prescribes the change in level of medical care; 


4.11.3.17 An adverse determination made with regard to the preadmission screening 
requirements for nursing facility admissions on or after January 1, 1989; or 


4.11.3.18 The safety or health of individuals in a facility would be endangered; the residents 
health improves sufficiently to allow a more immediate transfer or discharge; an 
immediate transfer or discharge is required by the resident’s urgent medical needs; or 
the resident has not resided in a nursing facility for thirty (30) days (applies only to 
adverse action for nursing facility transfers). 


4.11.3.19 The Vendor must give a Notice of Action on the date of action when the action is a 
denial of payment.  


4.11.3.20 The Vendor must give notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or 
expedited service authorizations. Untimely service authorizations constitute a denial 
and are thus adverse actions. 


4.11.3.21 Notice of Actions must include: 


A.  The enrollee’s right to file a grievance if he or she disagrees with that decision; and 


B.  The enrollee’s right to receive written resolution notice. In addition, reasonable 
efforts shall be made to provide oral resolution notice. 


Amerigroup Nevada currently complies with this and will continue to do so under the new 
Contract. We have fully responded to this SOW requirement in Section 5.1.11.7.A. 
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Figure 4.11.3-1. Each decision notice includes all of the 
required information in either English or Spanish. 


 


We recognize that members have 
a right to understand why a 
decision is made and have a right 
to question or challenge our 
decisions. Our employees support 
these rights and provide the 
assistance for members to 
understand why we made the 
decision and their options for 
contesting the decision. Each 
decision notice includes all of the 
required information in either 
English or Spanish.  


We routinely enclose the request 
form for the appeal and the form 
to continue medical benefits 
during an appeal or a State Fair Hearing with the adverse decision notice.  


We include member rights information in the “Important Information about Your Appeal 
Rights as a Member” notice that accompanies every adverse decision.  


Termination, Suspension, or Reduction of Previously Authorized 
Covered Services 


We understand that members need time to receive our decision, review it, and choose to file an 
appeal, or to make other arrangements based on our decisions for continued authorization of 
services. When we make a decision to terminate, suspend, or reduce a previously authorized 
service, we do not act on the decision until 10 days after we send the notice to the member to 
allow the member to file an appeal. We shorten that timeframe to five days when we verify 
member fraud associated with the service. We also notify members on or before the time we 
make an adverse determination for all of the required circumstances. 


Our Notice of Action includes the member’s right to file an appeal and to receive written 
resolution notice. We make every effort to provide oral resolution notice. 
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4.11.4 Handling of Grievances and Appeals 
The Vendor is required to dispose of each grievance and resolve each appeal and to provide 


notice as expeditiously as the enrollee’s health condition requires within the State’s 
established time frames specified as follows: 


4.11.4.1 Standard disposition of grievances: The Vendor is allowed no more than ninety (90) 
days from the date of receipt of the grievance. 


4.11.4.2 Standard resolution of appeals: The Vendor is allowed no more than thirty (30) days 
from the date of receipt of the appeal. 


4.11.4.3 Expedited resolution of appeals: The Vendor is allowed up to three (3) working days 
from the date of receipt of the appeal. The Vendor is required to establish and 
maintain an expedited review process for appeals when the Vendor determines or the 
provider indicates that taking the time for a standard resolution could seriously 
jeopardize the enrollee’s life or health or ability to attain, maintain, or regain 
maximum function. The Vendor must ensure that punitive action is not taken against 
a provider who supports an expedited appeal. If the Vendor denies a request for an 
expedited resolution of an appeal, it must transfer the appeal to the standard 
resolution of appeals and make reasonable efforts to give the enrollee oral notice of 
the denial and follow up within two (2) calendar days with a written notice. 


4.11.4.4 The vendor must inform the enrollee of the limited time available to present evidence 
and allegations of fact or law, in person or in writing, in the case of the expedited 
resolution. 


4.11.4.5 These time frames may be extended up to fourteen (14) days if the enrollee requests 
such an extension or the Vendor demonstrates to the satisfaction of the DHCFP that 
there is a need for additional information and how the extension is in the enrollee’s 
interests. If the State grants the Vendor’s request for an extension, the Vendor must 
give the enrollee written notice of the reason for the delay.  


 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.7.A. 


Our performance goal for all grievances and appeals, 
against which we measure our performance, is the time 
from receipt of a grievance or appeal to communication 
of that decision to the member or provider. We measure 
against DHCFP-mandated timeframes including those 
for standard and expedited appeals: 
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 Appeals  – 30 calendar days 


 Expedited appeals – three calendar days 


 Grievances – 90 days 


To date in 2012, we have consistently exceeded the 95 percent goal with nearly half of the 
reported months exceeding 99 percent.  


We realize that the timeframe for addressing grievances and appeals can be extended up to 14 
days at the request of the member or with DHCFP approval based on a need for additional 
information when the extension is in the member’s best interest. We have not requested 
extension approval from DHCFP in the past, but if the need arises, we will notify the member 
in writing of the decision and the reason for the delay. 


Grievance and Appeals Handling Requirements 


In handling grievances and appeals, the Vendor must meet the following requirements:  


4.11.4.6 The Vendor must provide enrollees any reasonable assistance in completing forms 
and taking other procedural steps, including assisting the enrollee and/or the 
enrollee’s representative to arrange for non-emergency transportation services to 
attend and be available to present evidence at the appeal hearing. This also includes, 
but is not limited to, providing interpreter services and toll-free numbers that have 
adequate TTY/TTD and interpreter capability; 


4.11.4.7 Acknowledge receipt of each grievance and appeal; 


4.11.4.8 Ensure that the individuals who make decisions on grievances and appeals were not 
involved in any previous level of review or decision-making; and 


4.11.4.9 Ensure that the individuals who make decisions on grievances and appeals are health 
care professionals who have the appropriate clinical expertise, as determined by the 
State, in treating the enrollee’s condition or disease if the grievance or appeal 
involves any of the following: 


A.  An appeal of a denial that is based on medical necessity; 


B.  A grievance regarding the denial of an expedited resolution of an appeal; or 


C.  A grievance or appeal that involves clinical issues.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 
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Our employees assist members by accepting grievances and appeals orally; documenting the 
required elements in our core system, thereby establishing the earliest date of receipt and 
facilitating tracking and trending; helping members to complete subsequent written requests 
for standard appeals. We do not require written requests for expedited appeals. We inform 
members of the limited time available for the submission of additional information on an 
expedited appeal including if a member requests an extension. 


We also accept grievances and appeals routed to us from DHCFP. To ensure that we respond 
in a timely fashion, our system automatically ages the grievance or appeal from the date of 
first receipt by Amerigroup.  


Members who exercise their right to present their case to the appeal reviewer are given the 
option to appear in person with transportation arranged, if necessary. However, most prefer to 
communicate with the reviewer by telephone, which we facilitate. When necessary we provide 
interpreters, TTY/TTD, conference call facilities, or other assistance to members to ensure 
their rights. We acknowledge receipt of the standard grievances or appeal in writing within 
five days, review the information for completeness, and assemble the supporting 
documentation for the reviewer.  


Our bilingual Member Advocate coordinates the response and resolution of grievances and 
appeals. We ensure that individuals reviewing grievances and appeals are different individuals 
than those who made the original decisions. We also route issues with clinical aspects to 
clinical reviewers.  


All of our appeal reviewers meet Board certification in the same or similar specialty, as 
required by DHCFP and NCQA, to ensure that the appeal decision is made by a clinician with 
knowledge and expertise in the specific clinical area. We monitor the progress of reviews to 
ensure that we complete review and communication of the appeal decision within the 30-day 
required timeframe. 
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Additional Appeals Process Requirements 


4.11.4.10 That oral inquiries seeking to appeal an action are treated as appeals (in order to 
establish the earliest possible filing date for the appeal) and must be confirmed in writing unless 
the enrollee requests expedited resolution; 


4.11.4.11 That the enrollee is provided a reasonable opportunity to present evidence, and 
allegations of fact or law, in person as well as in writing, and that the enrollee is informed by the 
Vendor of the limited time available for this in the case of expedited resolution; 


4.11.4.12 That the enrollee and his/her representative is provided the opportunity, before 
and during the appeals process, to examine the enrollee’s case file, including medical records, 
and any other document and records considered during the appeals process; and 


4.11.4.13 Include, as parties to the appeal, the enrollee and his/her representative or the 
legal representative of a deceased enrollee’s estate. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


When we receive an oral inquiry seeking an appeal, we recognize it as an appeal and 
document it in the core system which sets the receipt date, triggers appeal aging, and generates 
an acknowledgement to the member within five days. 


We advise the member that he or she may have a personal representative as a spokesperson as 
previously described. We make the case file available to members who ask to examine the file, 
medical records, or any documentation used to make the decision to deny or reduce previously 
approved medical services before and during the appeal process. These rights also apply to a 
deceased member’s estate representatives. 
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Disposition Notification of Grievances and Appeals 
and Records Maintenance 


The Vendor shall notify the enrollee of the disposition of grievances and appeals in written 
format. The written notice must include the results of the resolution process and the date it was 
completed. For appeals that are not wholly resolved in favor of the enrollee, the notice must also 
include:  


4.11.4.14 The right of the enrollee to request a State Fair Hearing from the DHCFP and how 
to do so;  


4.11.4.15 The right to request to receive benefits while the hearing is pending and how to 
make this request; and 


4.11.4.16 That the enrollee may be held liable for the cost of those benefits if the State Fair 
Hearing Officer upholds the Vendor’s action.  


For expedited appeal resolution requests, the Vendor is required to make a good faith effort to 
provide an oral notice of the disposition in addition to the required written notice.  


The Vendor is required to maintain records of grievances and appeals, which the State will 
review as part of the State’s quality strategy 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


We notify members in writing regarding the disposition of a grievance within 90 days from 
receipt. If the member is not satisfied with the outcome, the notification advises that a second 
level of review is available and provides direction on next steps. 


We notify members with an appeal within 30 days from receipt of the appeal request. If the 
appeal is favorable to the member, we include information on the approved authorization and 
any action the member should take. When the decision is adverse, we provide information on 
the State Fair Hearing process and include the continuation of benefits form which includes 
the disclaimer regarding member responsibility for service cost if the State Fair Hearing 
decision is in favor of the health plan. 


When an expedited review is completed (within the three-day timeframe unless an up to 14-day 
extension is requested or granted by DHCFP), we attempt to reach the member by telephone to 
relay the outcome and discuss the next steps. Regardless of whether we reach the member by 
telephone, we mail a written notification, as required. 
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All activities of the grievance and appeal process are documented in our core system. The 
system supports the generation of reports which we make available to DHCFP for review.  


4.11.5 State Fair Hearing Process 
The State Fair Hearing process is described in Chapter 3100 of the MSM. An enrollee, enrollee’s 
representative or the representative of a deceased enrollee’s estate has the right to request a State 
Fair Hearing from the DHCFP when they have exhausted the Vendor’s appeal system without 
receiving a wholly favorable resolution decision. The request for a State Fair Hearing must be 
submitted in writing within ninety (90) calendar days from the date of the Vendor’s notice of 
resolution. The Vendor will participate in the State Fair Hearing process, at the Vendor’s 
expense, in each circumstance in which an enrollee for whom the Vendor has made an adverse 
determination requests a State Fair Hearing. The Vendor is bound by the decision of the Fair 
Hearing Officer. (Please refer to the Chapter 3100 of the MSM for timeframes for standard and 
expedited State Fair Hearings.) 


The Vendor is required to inform the enrollee of their right to a State Fair Hearing, how to obtain 
such a hearing, and representation rules must be explained to the enrollee and provided by the 
vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 
438.10(g)(1).  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


We advise members that they may have personal representatives as spokespersons during the 
State Fair Hearing process, similar to their right during our appeal process. We reiterate that 
the appeal process must first be exhausted before requesting a State Fair Hearing and that the 
request must be submitted to the State within 90 days from the date of our appeal decision. All 
of this information is part of the packet, including the right to continued benefits, which we 
send with the adverse appeal decision.  


We participate in the preliminary calls between the member and DHCFP and when the issue 
is not resolved, we participate in the scheduled proceedings before the Administrative Law 
Judge as part of the State Fair Hearing. Once a decision is made, we accept and implement 
the decision as expeditiously as possible. 
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4.11.6 Continuation of Benefits while Our Appeal 
Process and the State Fair Hearing Are Pending 
The Vendor must continue the enrollee’s benefits while the Vendor’s internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions exist: 


4.11.6.1 The appeal is submitted to the Vendor on or before the later of the following: 
within ten (10) days of the Vendor mailing the Notice of Action; or, the intended effective date 
of the Vendor’s proposed action; 


4.11.6.2 The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment; 


4.11.6.3 The services were ordered by an authorized provider; 


4.11.6.4 The original periods covered by the original authorization have not expired; and 


4.11.6.5 The enrollee requests an extension of benefits.  


If, at the enrollee’s request, the Vendor continues the enrollee’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs: 


4.11.6.6 The enrollee withdraws the appeal; 


4.11.6.7 Ten (10) days pass after the Vendor mails the notice of action, providing the 
resolution of the appeal against the enrollee, unless the enrollee, within the 10-day timeframe has 
requested a State Fair Hearing with continuation of benefits until a State Fair Hearing decision is 
reached; 


4.11.6.8 A State Fair Hearing Officer issues a hearing decision adverse to the enrollee; and 


4.11.6.9 The time period of service limits of a previously authorized service has been met. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


We proactively provide the request form for continued benefits to members as part of the 
member notification of adverse decision and again with information concerning our appeal 
decisions so that members can request continued benefits. Our proactive action exceeds the 
10-day requirement for notification. On our forms for continued benefits during the appeal 
and State Fair Hearing process, we include instructions explaining the mandated conditions 
and note that all conditions must be met for benefits to be continued. 
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As part of our communication with members who request continued benefits, we explain that 
we continue benefits until one of the required situations occurs. We provide this information 
to members and help them fully understand their options. We resend the continuation of 
benefits form with an adverse appeal notification so that members may choose to continue 
services pending the State Fair Hearing decision.  


Cost Recovery 


If the final resolution of the appeal is adverse to the enrollee, the Vendor may recover the cost of 
the services furnished to the enrollee while the appeal was pending, to the extent that they were 
furnished solely because of the requirements of this section and in accordance with policy set 
forth in 42 CFR 431.230(b). 


If the Vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that 
were not furnished while the appeal was pending, the Vendor must authorize or provide the 
disputed services promptly and as expeditiously as the enrollee’s health condition requires. If the 
Vendor or State Fair Hearing Officer reverses a decision to deny authorization of services, and 
the enrollee received the disputed services while the appeal was pending, the Vendor or the State 
must pay for those services in accordance with State policy and regulations. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


When the State Fair Hearing Officer reverses an action to deny, limit, or delay services that 
were not furnished while the appeal was pending, we modify the authorization promptly so 
that the member can obtain the service. If the member received the appealed service while the 
decisions were pending, we promptly generate an approval for payment, as directed. 


If the decision is to uphold our original adverse decision, we document the determination and 
close the appeal. 


When the State Fair Hearing upholds our original adverse decision and continued benefits 
have been provided, we have the right to invoke the provider contract clause to recoup costs by 
deducting payments to the provider. We advise the provider of the adverse decision by copy on 
all member communication. Providers understand that when they provide service while the 
appeal or State Fair Hearing is under review, and the decision is upheld, they must collect the 
cost of the service directly from the member.  
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4.11.7 Provider Grievances and Appeals  
The Vendor must establish a process to resolve any provider grievances and appeals that are 
separate from, and not a party to, grievances and appeals submitted by providers on behalf of 
enrollees. Written grievance and appeals procedures must be included, for review and approval, 
at the time the Vendor policies and procedures are submitted to the DHCFP and at anytime 
thereafter when the Vendor’s provider grievance and appeals policies and procedures have been 
revised or updated. The Vendor may not implement any policies and procedures concerning its 
provider grievance and appeal system without first obtaining the written approval of the DHCFP. 


The following provisions reflect minimum requirements and are not intended to limit the scope 
of the Vendor’s grievance and appeals process for providers.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


In the following section, we describe the DHCFP-approved process for: 


 Provider medical necessity (utilization decision) appeal handled by the Nevada health 
plan 


 Provider administrative and claims appeals handled by Corporate Amerigroup staff 


 Provider grievance handled by the Nevada health plan 


Our written grievance and appeal policies and procedures are approved by DHCFP and any 
changes to the policy or procedures are not implemented until we receive written approval 
from the State.  


Provider Appeals 


Provider Medical Necessity Appeal 


Our DHCFP-approved provider medical necessity appeal process, when submitted by the 
provider on his or her own behalf and not that of the member, mirrors our member appeal 
process. Provider appeals related to utilization decisions and for which a denial letter was sent 
are considered medical necessity appeals and are eligible for a single level of review. We log 
provider appeals in the same core system, process the appeals by our Nevada-based employees 
and expert specialty reviewers within 30 calendar days, and track and report provider appeals 
on medical necessity decisions separately from member grievances and appeals . We provide 
notification to the provider of the determination and include information on filing a request 
for a State Fair Hearing.  
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Provider Administrative and Claims Appeals 


A provider claims appeal is defined as dissatisfaction with a claim payment for services 
already provided, not associated with a utilization medical necessity decision. No action is 
required of the member for provider claims appeal.  


If a provider is dissatisfied with the claims payment, he or she may submit an appeal (within 
90 calendar days from the date of the Explanation of Payment (EOP)) to the Corporate 
Amerigroup address listed in the provider manual and on the EOP. We offer two levels of 
review for this type of provider appeal. 


Amerigroup notifies providers of the claims appeal process through the provider manual and 
the provider website. We use provider alerts to notify providers of any DHCFP-approved 
changes made during the year. 


Provider Grievances 


A provider grievance, similar to a member grievance, is an expression of dissatisfaction about 
any matter or aspect of the health plan or its operations submitted by any physician, hospital, 
facility, or other health care professional licensed or otherwise authorized to provide 
healthcare services to Medicaid and Nevada Check Up members within our Nevada network. 
We ensure that punitive or retaliatory action is not taken against a provider who files a 
grievance or against a provider who supports a member’s grievance. We manage provider 
grievances at the health plan level as described below. 


General Requirements 


The Vendor must accept written or oral grievances and appeals that are submitted directly by the 
provider as well as those that are submitted from other sources, including the DHCFP. An oral 
appeal must be followed by a written, signed appeal; however, the oral appeal must count as the 
initial date of appeal. The Vendor must keep a written or electronic record of each provider 
grievance and appeal to include a description of the issue, the date filed, the dates and nature of 
actions taken, and the final resolution. The Vendor must issue a final decision, in writing, no 
later than: 


A.  Ninety (90) days after a grievance is filed; and 


B.  Thirty (30) days after an appeal is filed.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. Our performance outcomes with provider 
appeals are described in Section 5.1.11.7.B. 
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Provider Appeals 


Provider Medical Necessity Appeal 


As with member appeals, provider appeals are accepted orally and must be followed up with a 
written request within 10 calendar days of filing the oral appeal. We route the appeal to a 
clinician with the same or similar experience for review, in compliance with our NCQA 
Medicaid accreditation, and forward the decision in writing to the provider within 30 calendar 
days of receipt. If the decision is in favor of the provider, we initiate the appropriate next steps 
to address the resolution. If the determination is to uphold the initial decision, we give the 
provider information on filing for a State Fair Hearing within 90 days of the receipt of the 
notice, if he or she chooses to follow through. There is only one level of review for provider 
medical necessity appeals. 


Provider Administrative and Claims Appeals 


A provider may file an oral appeal, but must follow up with a written request within 10 
calendar days of filing the oral appeal. Oral requests, received in the National Customer Care 
(NCC) Organization or by the Nevada team are documented in the core system contact log and 
routed to the Claims Appeal Unit. We use the oral request date as the date of receipt.  


If we do not receive a written request within the specified timeframe, we close the appeal and 
no review takes place. We mail a letter to the provider explaining that we did not receive the 
required written follow up and that the claims appeal has been closed.  


If we receive the written appeal request beyond 10 calendar days from when the oral appeal 
was made, we consider the date we receive the letter  as the new aging date for determining 
compliance with expected turnaround time.  


We route the appeal to a Claims Department Appeals Specialist for level one review and 
determination. The Appeals Specialist researches and determines the current status of the 
claim and obtains any additional information required. We conduct an internal review and 
communicate results in a written decision to the provider within 30 calendar days. An EOP is 
used to notify providers of overturned denied claims or additional payments. An upheld denied 
claim receives a Claims Appeal Determination Letter. The determination letter includes: 


 A statement of the provider's appeal 


 The reviewer’s decision along with a detailed explanation of the basis for the decision 


 A description of the evidence or documentation which supports the decision 


 A description of the method to obtain a second level internal review 
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Level two appeals are available for providers dissatisfied with the level one decision. We accept 
oral and written appeals within 30 calendar days of the level one determination letter. The 
same requirements and processes for oral appeals as described for level one apply to level two 
review. 


A senior Claims Appeal Unit employee reviews the level two appeal; this employee has not 
been involved with the original decision. If additional information is submitted that would 
support payment, the denial is overturned.  


We send the level two determination letter to the provider within 30 calendar days of receipt of 
the request. The EOP serves as notification for decisions resulting in claims payment.  


If we uphold the previous claim and appeal decision, we send an appeal  determination letter 
to the provider with an explanation of the decision and the State Fair Hearing rights. The 
letter directs the provider to file a written request to DHCFP within 90 calendar days of the 
date the determination letter was mailed.  


Amerigroup is bound by the decision of the State Fair Hearing Officer and will comply with 
any decision resulting from the State Fair Hearing process. 


Provider Grievances 


A provider may file a grievance either verbally or in writing and NCC representatives are 
available to receive inquiries over the telephone. We request that the provider submit any 
supporting documentation for review. 


When the NCC receives the call, the representative attempts to resolve all inquiries at the time 
of the initial call. We train representatives in customer relations, appropriate methods for 
resolving common inquiries, and the importance of the grievance process. If NCC cannot 
resolve an inquiry to a provider’s satisfaction, it refers the inquiry to Nevada’s Internal 
Resolution Unit (IRU) and Provider Services for investigation and action.  


Because of our relationship with our network providers, we receive the majority of contacts 
through our Nevada Provider Services department which oversees and manages the provider 
grievance process. Provider Services ensures that grievances are routed to the appropriate 
departments for resolution and, if appropriate, to the “Investing in Quality” workgroup 
described in Section 5.1.11.5.A Quality Assurance.  


A member of the IRU assists providers in understanding and using the grievance process. We 
document the nature and cause of the dissatisfaction and log the case in our core system for 
investigation, tracking, and trending. A clear description of this policy is also available in our 
provider manual and on our provider website.  
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We thoroughly investigate each provider grievance using applicable statutory, regulatory, 
contract provisions; collecting all pertinent facts from all parties and applying our written 
policies and procedures.  


We ensure that the individuals who make decisions on grievances are not involved in any 
previous related level of review or decision-making. Amerigroup also ensures that health care 
professionals with appropriate clinical expertise make decisions for grievances that involve 
clinical issues. 


We complete the investigation and final resolution for each grievance within 90 calendar days 
of the date of receipt and send a written response to the provider which includes the following: 


 All information considered in investigating the grievance 


 Findings and conclusions based on the investigation 


 The disposition of the grievance 


After notification, investigation, and response to a provider grievance, we document the 
outcome and report quarterly on the findings and dispositions of the grievances.  
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State Fair Hearings 


Pursuant to Nevada Revised Statute 422.306, when a provider has exhausted the Vendor’s 
internal appeals process, the provider has the right to submit a written request to the DHCFP for 
a State Fair Hearing. It is the Vendor’s responsibility to notify the provider of this right at the 
time the provider enters into a contract with the Vendor and when the outcome of an appeal is 
not wholly in favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 
438.414; and 42 CFR 438.10(g)(1). Disputes eligible for the State Fair Hearing process include: 


A.  Denial or limited authorization of a requested service; 


B.  Reduction, suspension or termination of a previously authorized service; 


C.  Denial, in whole or in part, of payment for a service; 


D.  Demand for recoupment; or 


E.  Failure of the Vendor to meet specified timeframes (e.g., authorization, claims 
processing, appeal resolution). 


The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, 
termination or other contract disputes between the Vendor and its providers and/or 
subcontractors. Likewise, grievances as defined in Section 4.11.1 are not eligible for State Fair 
Hearings. The Vendor is bound by the decision of the Fair Hearing Officer and must comply 
with any decision resulting from the Fair Hearing process.  


We advise providers as part of their contracts and in the provider manual, that they must 
exhaust our appeal process before filing a request for a State Fair Hearing. We include the 
reminder of this right as part of the adverse determination notice and in the notice of the 
outcome of the appeal review when the original adverse decision is wholly or partial upheld. 


We provide the list of situations eligible for a State Fair Hearing to the provider in the 
provider manual and on the provider website to reduce the potential for inappropriate requests 
to the State. We include the fact that provider enrollment, termination, or other contractual 
appeals, and grievances are ineligible for the State Fair Hearing process. We participate in 
both the preliminary State Fair Hearing calls and in the formal proceeding before an 
Administrative Law Judge. When we are made aware of providers submitting ineligible 
requests for State Fair Hearings, our Provider Relations Representatives meet with the 
providers to give them a better understanding of the appropriate issues for the State Fair 
Hearing process.  


As with members, we abide by the decision of the State Fair Hearing and take the necessary 
steps to fulfill our obligations.   
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4.12 MANAGEMENT INFORMATION SYSTEM  
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Table 4.12-1. Cross-reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.12.1  Amerigroup MIS Capabilities  N/A  4.12.1   


4.12.2  MIS HIPAA Compliance  N/A  5.1.11.12.A and 5.1.11.12.B 
4.12.3  Ensuring that Data Reported 
is Valid 


N/A  4.12.3   


4.12.4  Eligibility Data  4.12.4.1 – 4.12.4.4  4.12.4   
4.12.5  Encounter and Claims 
Records 


4.12.5.1 – 4.12.5.2  5.1.11.12.B 


4.12.6  EPSDT Tracking System  N/A  4.12.6   
 


4.12.1 Amerigroup MIS Capabilities 
The Vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining 
information sufficient to substantiate and report Vendor’s compliance with the contract 
requirements.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup recognizes the significance of structured, expertly operated, and well-maintained 
information management systems to a successful Medicaid operation. Our Management 
Information System (MIS) is built on a managed Medicaid model and currently supports more 
than 2.7 million members in 13 states, including more than 85,000 Nevada members. Our 
systems facilitate the configuration and customization required to satisfy the unique 
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requirements of each state agency, and our MIS is already meeting contract requirements and 
supporting Medicaid and Check Up operations in Nevada.  


Amerigroup’s single, integrated MIS provides the 
technology infrastructure that enables us to maintain, 
provide, document, and retain information in support 
of DHCFP requirements under our current Medicaid 
and Nevada Check Up Contract. 


Our MIS includes five essential integrated components: 


 Core Operations System. Our Core Operations System is the system of record for all 
provider, member (including enrollment and eligibility), claims, and authorization 
data. All updates to this information are performed through the user interface or 
through application-specific data loads such as enrollment files received from the 
Medicaid Management Information System (MMIS). All other Amerigroup 
applications interfacing with the Core Operations System map to its data structures to 
enable consistency in naming, formatting, and validation and drive data quality and 
reliability. 


 Care Management System. CareCompass is our clinical care management solution 
that integrates seamlessly with our Core Operations System. CareCompass gathers and 
organizes information enabling management and coordination of member care and 
supports and facilitates communications among all participants of the member’s care 
team. 


 Provider Collaboration. Effective provider collaboration is critical to maintaining a 
partnership that can improve care coordination, operational efficiency, and member 
outcomes and health. Our secure provider website allows providers and their 
authorized delegates to submit claims and prior authorization requests, view the status 
of claims and prior authorizations, access member eligibility data, and update their 
own demographic information. Providers can also use our Interactive Voice Response 
(IVR) capability to query eligibility, claims, and authorization status. With the growth 
of Health Information Technology (HIT) and Health Information Exchange (HIE), 
Amerigroup is expanding the information and methods for provider collaboration.  


 Data Warehouse. Amerigroup’s data warehouse is an integrated repository fed directly 
from the Core Operations System to ensure data quality, control, and consistency. The 
data warehouse maximizes our capacity for data analytics and affords us the flexibility 
to produce targeted reporting to support our state customers, business processes, 
providers, and members.  
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 Supplemental Applications. Our MIS includes additional integrated applications that 
support the overall functionality of Medicaid operations, including document imaging 
and workflow, member ID cards, credentialing, provider profiling, and HEDIS®. 
Dashboards/business intelligence, analytical reporting, and other supplemental 
applications maximize functionality, efficiency, security, and data analytics. 


Our MIS is supported by a dedicated internal Technology Services (TS) Department of more 
than 450 technology professionals who are not only highly skilled and experienced in 
information technology and managed healthcare, but also committed to delivering real 
solutions to our state customers.  


We devote significant corporate resources to ensure that system availability meets business 
needs. For systems such as our core operations system and telecommunications infrastructure, 
availability is maintained 24 hours a day, 7 days a week (24/7). We have positioned our MIS 
and technology architecture to maintain the highest level of systems reliability and availability. 
We are committed to internal monthly systems availability of 98.5 percent and in 2011 
performed at an average of 99.95 percent. 


To sharpen our focus on the customers we serve—state agencies, members, and providers—
management of our TS Department is fully integrated across operations, including member, 
provider, claims, care management, grievances and appeals, and program integrity. 
Integrating the management of these functions creates a collaborative environment that 
focuses on implementing technology tools to strengthen customer relationships and drive 
operational improvements. 


We will support the new Contract with our existing MIS, supplemented with functionality to 
meet new requirements specified in the SOW. 


4.12.2 MIS HIPAA Compliance 
The Vendor shall have an MIS capable of documenting administrative and clinical procedures 
while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The Vendor 
shall provide DHCFP with aggregate performance and outcome data, as well as its policies for 
transmission of data from network providers. The Vendor shall submit its work plan or readiness 
survey assessing its ability to comply with Health Insurance Portability and Accountability Act 
(HIPAA) mandates in preparation for the standards and regulations. Any re-tooling of the 
Vendor’s information system to become ICD-10 compliant will be solely at the vendor’s 
expense.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Our MIS is fully operational in Nevada and meets 
DHCFP requirements for documenting administrative 
and clinical procedures while meeting HIPAA privacy 
and confidentiality requirements. 


We have invested in protecting member confidentiality and disclosure of mental health 
records, medical records, and other member Protected Health Information (PHI) in 
accordance with federal and State requirements. We have reviewed the Nevada Revised 
Statutes related to the protection of personally identifying information and confirm that our 
systems meet privacy requirements. We maintain the infrastructure, system, processes, and 
culture compliance mandated by federal and State requirements for privacy and 
confidentiality. 


Amerigroup maintains a library of detailed policies and procedures that specify the protocols 
for protecting member privacy. Our policies and procedures protect member privacy and 
safeguard member information in accordance with HIPAA, Health Information Technology 
for Economic and Clinical Health (HITECH), and other State and federal requirements. We 
maintain a project plan to track each section of HITECH, its implementation dates, and the 
Amerigroup policies and procedures that may be affected. When the remaining HITECH 
regulations are published, we will identify changes to business practices and update the 
appropriate policies and procedures, as necessary, to remain in compliance. 


Amerigroup’s approach to compliance includes: 


 Education. We train and educate all employees on HIPAA requirements; HIPAA 
requirements are also covered in our provider training and documentation. 


 Technology. We use technology to support data transmission and communication 
safeguards. 


Amerigroup will submit a HIPAA readiness survey to DHCFP along with our policy and 
procedure document addressing transmission of data to and from our network providers, prior 
to the contract start date. 


Please see our response to Section 5.1.11.12 for more information on Amerigroup’s status, 
resources, and approach to HIPAA compliance, as well as our experience with HIPAA-
compliant claims and encounters. 
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4.12.3 Ensuring that Data Reported is Valid 
The Vendor shall have internal procedures to ensure that data reported to DHCFP are valid and 
to test validity and consistency on a regular basis. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We maintain a comprehensive set of procedures and systems-based internal controls to 
validate that we capture, process, and submit data in accordance with DHCFP’s quality and 
timeliness standards for the Medicaid and Nevada Check Up Programs. We will continue to 
verify the integrity, validity, and completeness of all data that we submit to DHCFP and its 
agents by using procedural and systems-based internal controls to: 


 Manage the receipt of paper documents and electronic files 


 Edit data entering our systems and process all data accurately and completely 


 Monitor additions, deletions, or modifications to data on incoming files 


 Prepare data that is sent to DHCFP and its agents in accordance with State 
requirements 


All incoming data is processed according to well-documented procedures and quality control 
processes. We log and monitor the receipt and processing status of all incoming electronic 
data files to confirm complete processing of all transmissions. We apply systematic edits to all 
data, regardless of source, to determine if the data is accurate, complete, and valid with respect 
to format and presence, prior to loading into our MIS. We perform regular audits and checks 
to test the validity and consistency of system data and processes. 


For data we submit to DHCFP through external interfaces, we review and evaluate the 
outgoing file to verify that all data elements are included and that the file complies with format 
requirements. We monitor and log DHCFP acceptance of data files. 


We will continue to provide a technical point of contact for our Nevada Contract to address 
technical questions, issues, or concerns from DHCFP or its agents.  


Please see our response to Section 5.1.11.11 for more information on our ability to provide 
compatible interfaces with existing and proposed DHCFP systems. 
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4.12.4 Eligibility Data 
4.12.4.1 The Vendor enrollment system shall be capable of linking records for the same 


enrolled recipient that are associated with different Medicaid and/or Nevada Check 
Up identification numbers; e.g., recipients who are re-enrolled and assigned new 
numbers. 


4.12.4.2 At the time of service, the Vendor or its subcontractors shall verify every enrolled 
recipient’s eligibility through the current electronic verification system. 


4.12.4.3 The Vendor shall update its eligibility database whenever enrolled recipients change 
names, phone numbers, and/or addresses, and shall notify DHCFP of such changes. 


4.12.4.4 The Vendor shall notify DHCFP if the addresses of recipients are not accurate. 
DHCFP will notify the caseworker at the DWSS either to correct the address or 
terminate the case if the recipient is no longer a resident of the State.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Linking Records for Members with More than One 
Identification Number 
Amerigroup’s MIS provides the capability to link records for an enrolled recipient who has 
different Medicaid or Nevada Check Up identification numbers, a process currently being 
used for our Nevada MCO business. 


When we receive an 834 enrollment file from DHCFP, we process it through logic to evaluate 
whether we already have information on the member, based on name, date of birth, gender, 
Social Security Number (SSN), and address. We associate members with the Medicaid or 
Nevada Check Up identification number that is currently active and track history of any prior 
identification numbers. Weekly reports highlight other possible duplicate members for 
additional research by the enrollment team. 


Verifying Eligibility at the Time of Service 
Amerigroup Nevada instructs our providers to verify member eligibility at the time of service. 
We provide multiple methods for the provider to verify member eligibility twenty-four (24) 
hours a day, seven (7) days a week via our toll-free provider inquiry line or through self-
service tools on our provider website. We also maintain a link to the State’s Electronic 
Verification of Services (EVS) on our provider website. 
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Updating Member Demographic Data 
Amerigroup strives to maintain current demographic information on all members, including 
name, address, and telephone number. When we learn about changes in member name, 
telephone number, or address, we update the information in our MIS. We maintain audit trails 
on all changes to member demographic data. 


Changes to member demographic data are currently transmitted to DHCFP on a daily basis. 


Notifying DHFCP of Inaccurate Addresses 
Amerigroup will notify DHCFP of recipient addresses that we believe are inaccurate. 


Amerigroup has a number of ways to identify that an address may be inaccurate, including 
processing incoming enrollment files from DHCFP through an address verification program 
and tracking member mailings, such as ID cards, returned as undeliverable. 


4.12.5 Encounter and Claims Records 
4.12.5.1 The encounter data reporting system should be designed to assure aggregated, 


unduplicated service counts provided across service categories, provider types, and 
treatment facilities. The Vendor shall use a standardized methodology capable of 
supporting CMS reporting categories for collecting service event data and costs 
associated with each category of service.  


4.12.5.2 The Vendor shall collect and submit service specific encounter data in the appropriate 
CMS 1500, UB 04, and the/or appropriate ADA Dental Claim format or an 
alternative format if prior approved by DHCFP.  The data shall be submitted in 
accordance with the requirements set forth. The data shall include all services 
reimbursed by Medicaid.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Under our current Nevada Medicaid and Nevada Check Up Contract, we submit monthly 
encounters in the format specified by DHCFP. Amerigroup will continue to submit encounter 
files to DHCFP that contain all encounter data regardless of source of claim, electronic or 
paper format, or type of provider. Encounter data includes all services reimbursed by 
Medicaid. 


We understand and support the direction that DHCFP is taking with its data warehouse 
approach to encounters. We understand the challenges that the State is currently facing and 
are providing whatever assistance we can to help the DHCFP meet its goals for encounter file 
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submission. When DHCFP is ready to receive a HIPAA-compliant encounter file from 
Amerigroup, we will be ready. 


We have fully responded to this SOW requirement in Section 5.1.11.12.B. 


4.12.6 EPSDT Tracking System 
The Vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid 
eligible child by name and Medicaid identification number. The system shall allow the Vendor to 
report annually on the CMS reporting form.  This system shall be enhanced, if needed, to meet 
any other reporting requirements instituted by CMS or DHCFP. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We maintain an Early and Periodic Screening, Diagnosis and Treatment Program (EPSDT) 
tracking system that is integrated with our MIS and is currently creating required annual 
CMS reports for our Nevada members. 


We update our EPSDT system from several internal sources, including enrollment, claims, 
and encounter data. We also load the system with information compiled from selected external 
sources such as Nevada State immunization information and Medicaid fee-for-service claims 
history information. Capturing data from external sources helps prevent outreach activities 
for services already obtained by members before they joined Amerigroup Nevada or for 
services obtained through alternate service providers, such as a free clinic. 


Amerigroup Nevada acknowledges and will comply with the requirement to enhance our 
EPSDT system, as needed, to meet CMS or DHFCP requirements. 
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4.13 OPERATIONAL REQUIREMENTS  
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.13-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.13.1 Medical Director’s Office  4.13.1.1 – 4.13.1.10  4.13.1   


4.13.2 Vendor Operating Structure and Staffing 
4.13.2.1   5.1.11.8 
4.13.2.2  5.1.11.8 
4.13.2.3  5.1.10.1.A.6 


4.13.3 Subcontractors 


4.13.3.1  4.13.3.1 
4.13.3.2  5.2.1.3 
4.13.3.3  4.13.3.3 
4.13.3.4  4.13.3.4 
4.13.3.5  5.2.1.2 and 5.2.1.6 
4.13.3.6  5.2.1.2 
4.13.3.7  5.2.1.2 
4.13.3.8  5.2.1.2 
4.13.3.9  4.13.3.9 
4.13.3.10  4.13.3.10 
4.13.3.11  4.13.3.11 


4.13.4 Policies and Procedures  NA  4.13.4 


4.13.5 Implementation 
4.13.5.1    4.13.5.1   
4.13.5.2    4.13.5.2   


4.13.6 Presentation of Findings  NA  4.13.6 
4.13.7 Vendor Marketing Materials  NA  4.13.7 
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Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.13.8  Fraud and Abuse 


4.13.8.1   5.1.11.6.C 
4.13.8.1   4.13.8.1  
4.13.8.2  4.13.8.2 
4.13.8.3  4.13.8.3 
4.13.8.4   5.1.11.6.C 
4.13.8.5   4.13.8.5  
4.13.8.6   4.13.8.6  
4.13.8.7   4.13.8.7  
4.13.8.8   4.13.8.8  
4.13.8.9   4.13.8.9  
4.13.8.10  4.13.8.10 


4.13.1 Medical Director’s Office 
The Vendor must designate a Medical Director to be responsible for the oversight of 
development, implementation and review of the Vendor's Internal Quality Assurance Program, 
including implementation of and adherence to any Plan of Correction. The Medical Director 
need not serve full time or be a salaried employee of the Vendor, but the Vendor must be 
prepared to demonstrate it is capable of meeting all requirements using a part-time or contracted 
non-employee director. The Vendor may also use assistant or associate Medical Directors to help 
perform the functions of this office. The Medical Director and the Vendor's Utilization 
Management and Internal Quality Assurance Plan Committee are accountable to the Vendor's 
governing body.  The Medical Director must be licensed to practice medicine in the State of 
Nevada and be board-certified or board-eligible in his or her field of specialty.   


The responsibilities of the Medical Director include the following: 


4.13.1.1 Serves as co-chairman of the Vendor's Utilization Management and Quality 
Assurance Plan committee; 


4.13.1.2 Directs the development and implementation of the Vendor's Internal Quality 
Assurance Plan (IQAP) and utilization management activities and monitoring the 
quality of care that Vendor enrollees receive; 


4.13.1.3 Oversees the development and revision of the Vendor's clinical care standards and 
practice guidelines and protocols; 


4.13.1.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


4.13.1.5 Oversees the Vendor's referral process for specialty and out-of-network services.  All 
services prescribed by a PCP or requested by an enrollee which are denied by the 
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Vendor must be reviewed by a physician, physician assistant, or advanced nurse 
practitioner with the reason for the denial being documented and logged; 


4.13.1.6 Oversees the Vendor's provider recruitment and credentialing activities; 


4.13.1.7 Serves as a liaison between the Vendor and its providers, communicating regularly 
with the Vendor's providers, including oversight of provider education, in-service 
training and orientation; 


4.13.1.8 Serves as the Vendor’s consultant to medical staff with regard to referrals, denials, 
grievances and problems; 


4.13.1.9 Ensures enrollee Individual Family Service Plans (IFSPs) and Individualized 
Education Programs (IEPs) are followed; and 


4.13.1.10 Ensures coordination of out-of-network services. 


The Vendor must also identify a liaison, which can be the Medical Director, to work with 
DHCFP regarding utilization review and quality assurance issues. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada’s Medical Director, Richard Roberts, MD, MHSA, CPE, brings almost 
four years’ experience with the Nevada Medicaid and Check Up managed care programs. Dr. 
Roberts, a board-certified pediatrician, has served as the Medical Director for Amerigroup’s 
Nevada health plan since January 2009. He is licensed in Nevada, California, Arizona, and 
Arkansas. His responsibilities now mirror those required by DHCFP, including the designated 
liaison with DHCFP on all utilization management and quality assurance issues. 


As Medical Director, Dr. Roberts has forged collaborative relationships with all types of 
providers throughout Clark and Washoe counties. He meets regularly with providers in the 
community. He also has cultivated strong relationships with community organizations who 
provide wraparound services to the health plan or who coordinate community-based health 
education and promotion to capitalize on shared missions and synergies. Further 
strengthening his understanding of the Nevada market, Dr. Roberts is a member of the 
Nevada Association of Managed Care Physicians (NAMCP)—a group of physician thought- 
leaders representing payers, large provider groups, public health departments, and Nevada’s 
Medicare peer review organization. NAMCP meets throughout the year to discuss clinical 
trends, issues, and potential solutions that influence the health of our community and state.  


In addition, he works closely with DHCFP staff with whom he regularly consults regarding 
clarification of the Medicaid Services Manual (MSM) and has been recognized as an expert in 
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its interpretation. Dr. Roberts’ collegial relationships with each of the DHCFP staff who are 
accountable for the various MSM chapters foster a deep understanding of the MSM rules and 
rapid response when the need for clarifications or interpretations arise. 


Dr. Roberts has also provided strong leadership to the plan in establishing and executing 
comprehensive quality assurance programs, achieving substantial gains in clinical quality 
metrics for our members since Amerigroup Nevada began operations. His familiarity with 
local and statewide medical and service delivery goals and his extensive experience developing 
utilization management programs contribute to the clinical integrity with which the health 
plan operates. Additionally, he is instrumental in supporting our network providers who are 
transforming their practices into Real Solutions® Medical Homes.  


Dr. Roberts is supported by Associate Medical Directors with complementary clinical 
expertise. All Medical Directors work closely with network providers and our clinical team to 
promote care treatment plans that encourage optimal health and functional outcomes for 
members. 


 OB Medical Director. Three of the health plan’s ten most frequent diagnoses are 
pregnancy-related, and we cover more than 4,400 births each year. So Amerigroup 
Nevada has invested in promoting optimal maternal and child health outcomes 
through a designated OB Medical Director. Brandon Charles, M.D., is responsible for 
the quality and management of healthcare provided to Amerigroup Nevada, as well as 
for peer review, education, and physician relations. Prior to joining Amerigroup in 
2012, Dr. Charles was in private practice for 20 years as an obstetrician gynecologist. 
He is a board-certified diplomat of the American Board of Obstetrics and Gynecology, 
and he completed the American College of Physician Executives Physician in 
Management program. 


 Behavioral Health Medical Director. Because low-income populations have a higher 
prevalence of behavioral health conditions, including complex co-morbid medical and 
behavioral health conditions, Amerigroup Nevada’s clinical leadership also includes a 
Behavioral Health Medical Director. Gerald Busch MD, FAPA, FAACAP, is a board-
certified psychiatrist specializing in child and adolescent psychiatry. Since joining 
Amerigroup in 2005, Dr. Busch has provided clinical leadership to our employees and 
consulted with treating providers to develop recovery-oriented care treatment plans for 
members with behavioral health diagnoses. 


Collaborating with the State to prepare for the future, Dr. Roberts is a member of the Plan 
Certification and Management Advisory Committee of the Silver State Health Insurance 
Exchange (SSHIX). This subcommittee charged with developing recommendations for the 
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Board regarding issues such as the structure of Essential Health Benefits to be required in 
Qualified Health Plans. 


4.13.2 Vendor Operating Structure and Staffing 
The Vendor must assure DHCFP that the organization is adequately staffed with experienced, 
qualified personnel. The Vendor shall provide such assurances as follows [4.13.2.1-4.13.2.3]: 


Updated Organizational Charts (§4.13.2.1) 


Provide DHCFP with an updated organizational chart, every six (6) months or whenever a 
significant change in the organization occurs.  The organizational chart must depict each 
functional unit of the organization, numbers and types of staff for each function identified, lines 
of authority governing the interaction of staff, and relationships with major subcontractors. The 
organizational chart must also identify key personnel and senior-level management staff and 
clearly delineate lines of authority over all functions of the Contract.  The names of key 
personnel must be shown on the organizational chart. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada brings to DHCFP a fully operational health plan that now serves 85,000 
Medicaid and Nevada Check Up recipients enrolled in managed care. We will build upon that 
strong foundation to integrate the infrastructure necessary to deliver functions required by the 
SSHIX.  


Since 2009, Amerigroup Nevada has complied with all DHCFP requirements, including timely 
provision of organizational charts.  


We have fully responded to this SOW requirement in  Section 5.1.11.8, including providing the 
organizational chart for the new Contract.  


Systems to Fulfill Contract Requirements (§4.13.2.2)  


The Vendor must have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. At a minimum, the Vendor must have qualified 
staff in the following areas: 


A.  Executive management, including a Nevada Medicaid/CHIP  


B.  Operations Manager; 


C.  Accounting and budgeting; 







 Tab VI – Section 4 – Scope of Work 
 4.13 Operational Requirements 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-322 
November 15, 2012 


D.  Medical Director's office; 


E.  Medical Management, including quality assurance/utilization review; 


F.  Recipient services; 


G.  Provider services; 


H.  Grievances, appeals, and fair hearings; 


I.  Claims processing; and 


J.  Management information systems (MIS). 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As described and depicted in our proposed organizational chart in our response to Section 
5.1.11.8, we currently maintain a strong local team augmented by strong national operations. 
As illustrated in the chart, Amerigroup Nevada, which is fully accountable to DHCFP for 
delivery of Medicaid Managed Care services, has qualified employees in place across all 
required functional areas. 


We will build on the proven local health plan staffing model we have operated in Nevada since 
2009 that focuses the organization on achieving Agency goals. We emphasize local provider 
collaboration; engagement with members and families in the community; and intimate 
knowledge of local communities to link members with the array of covered and non-covered 
services that align with their physical, behavioral, social, and environmental needs.  


Our model consists of a Nevada-based team that supports the overall program, the community, 
and the State. This team will continue to work closely with DHCFP, as we do today, and 
ensure that we implement and manage all program components effectively. We promote timely 
member access to culturally relevant services and supports that reflect member choices and 
preferences, and, in collaboration with network- and community-based providers, drive 
improved health outcomes. 


Amerigroup Corporation provides specialized, centrally delivered services that complement 
local employees in strategically determined functional areas to create both better value and 
results for our members. The group is composed of Amerigroup experts designated to the 
Nevada health plan.  


The combined strengths of this model ensures that DHCFP continues to benefit not only from 
a fully accountable local team that understands member and provider needs and local market 
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conditions but also from insight of years of cumulative institutional and customer knowledge 
and experience by our national teams. All designated employees know and follow the DHCFP 
program requirements, and their functions will be fully accountable to the local, Nevada-
based leadership team. As we do today, the teams will collaborate closely to ensure that we 
provide seamlessly integrated, effective, and transparent services and meet or exceed the 
DHCFP’s expectations. 


We have fully responded to this SOW requirement in Section 5.1.11.8, including providing the 
proposed organizational chart for the new Contract.  


Key Personnel Training, Education, and Experience 
(§4.13.2.3)  


With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
assigned to any other responsibility and must be housed in the Vendor’s Nevada administrative 
offices, key personnel may be responsible for more than one area. The Vendor shall ensure that 
all staff has appropriate training, education, and experience to fulfill the requirements of their 
positions, including the Nevada Medicaid/CHIP Operations Manager.  The Vendor shall inform 
DHCFP in writing within seven (7) calendar days of any changes in the following key positions: 


A.  Administrator; 


B.  Chief Financial Officer; 


C.  Medical Director; 


D.  Recipient Services Manager; 


E.  Provider Services Manager; 


F.  Grievance and Appeals Coordinator; 


G.  Claims Administrator; and 


H.  Nevada Operations Manager. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada brings a highly qualified and well-trained team to the Nevada Medicaid 
Managed Care program. We maintain clear and detailed policies and procedures, and our 
local leadership team oversees staff development to foster optimal results for the State, our 
members, and our providers. Many have been with Amerigroup Nevada since the program 
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launch in February 2009. We have consistently notified DHCFP of all changes in key 
positions in a timely manner.  


We have fully responded to this SOW requirement in Section 5.1.10.1.A.6.  


4.13.3 Subcontractors 
The Vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with 
health care professionals.  


The Vendor shall comply with the following: 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We execute written agreements with all providers, and our agreements comply with all 
requirements of 42 CFR 438.214 as well as with other State and federal regulatory and 
contractual requirements. Our Regulatory Services and Legal teams regularly monitor 
continued compliance in the event that any requirements change and incorporate any 
applicable changes into the subcontracts through amendments. 


Subcontractor Compliance with 42 CFR 438.6 
(§4.13.3.1) 


All subcontracts must fulfill the requirements of 42 CFR 438.6 that are appropriate to the service 
or activity delegated under the subcontract;  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We confirm that all of our subcontracts meet federal and State regulatory and contractual 
requirements. Our Regulatory Services and Legal teams monitor changing regulations to 
identify any contract changes that may result from changing requirements and incorporate 
any applicable changes into the subcontracts through amendments. 
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Oversight of Network Subcontracts (§4.13.3.2) 


The Vendor is responsible for oversight of all network subcontracts and is accountable for any 
responsibilities it delegates to any subcontracted provider (AKA, subcontractor). The Vendor 
must evaluate the prospective subcontractor’s ability to perform the activities to be delegated; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We will continue to apply the rigorous oversight that we have had in place for almost four 
years in Nevada. We acknowledge that Amerigroup Nevada is fully accountable for the 
performance of subcontracts under our Contract, and we maintain a structured process to 
screen, select, and monitor the performance of our subcontractors. Amerigroup’s Vendor 
Selection and Oversight Committee (VSOC) supports the health plan and maintains stringent 
subcontractor screening and evaluation protocols. The VSOC is an interdisciplinary team of 
employees who manage subcontractors and monitor delegated activities. Our response to  
Section 4.13.3.8 includes additional detail on our monitoring process. 


The VSOC scrutinizes potential subcontractors, including past performance to verify their 
ability to perform the delegated activities.  Potential subcontractors must successfully complete 
a rigorous screening process, including multiple pre-delegation audits and readiness reviews 
prior to serving our members. The Nevada Plan Compliance Officer and AVP Health Plan 
Operations participate on VSOC work groups to verify that subcontracts meet all DHCFP 
requirements.  As described below, we regularly assess the performance of each subcontractor 
to verify that it continues to meet standards. In addition to VSOC oversight, designated health 
plan contacts in Nevada monitor quarterly subcontractor reports to evaluate performance and 
participate in joint operations meetings to review subcontractor performance.  


We have fully responded to this SOW requirement in Section 5.2.1.3. 


Subcontract Ownership Disclosure (§4.13.3.3) 


All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, shall 
be prior- approved by DHCFP. Prior to the award of any subcontract or execution of an 
agreement with a delegated entity, the Vendor must provide written information to the DHCFP 
disclosing the Vendor’s ownership interest of five percent (5%) or more in the subcontractor or 
delegated entity, if applicable. All subcontracts shall be submitted to DHCFP for approval prior 
to their effective date. Failure to obtain advance written approval of a subcontract from DHCFP 
will result in the application of a penalty of one (1) month’s current capitation payment for an 
adult female TANF recipient for each day that the subcontractor was in effect without the 
DHCFP’s approval; 
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


We will continue to seek and obtain DHCFP approval of subcontracts prior to the effective 
date of the agreement. We have done so in the course of managing our current Contract. 
Amerigroup Nevada recognizes that at all times we are responsible for overall program 
performance and we have a history of being responsible in managing our subcontractors. 


Our Regulatory Services Manager oversees the subcontract submission and approval process 
to foster compliance. 


Subcontractor Revision (§4.13.3.4) 


By the service start date and whenever a change occurs, submit to DHCFP for review and 
approval the names of any material subcontractors the Vendor has hired to perform any of the 
requirements of the Contract and the names of their principals; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We confirm that we will submit the required information for changes in subcontractors to 
DHCFP. Our Regulatory Services Manager will continue to lead submission of such notices 
to DHCFP. 


Submittal of Subcontractor Agreements (§4.13.3.5) 


Maintain all agreements and subcontracts relating to the contract in writing. Provide copies of all 
agreements and subcontracts to DHCFP within five (5) days of receiving such request. All such 
agreements and subcontracts shall contain relevant provisions of the contract appropriate to the 
subcontracted service or activity, specifically including but not limited to the provisions related 
to confidentiality, HIPAA requirements, insurance requirements and record retention. The 
Vendor has the responsibility to assure that subcontractors are adequately insured to current 
insurance industry standards; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Operating in the State since 2009, Amerigroup Nevada requires written agreements with all 
subcontractors, and all agreements incorporate the DHCFP-required provisions, either within 
the agreement or as part of an addendum attached to the agreement. We have provided 
DHCFP with copies of subcontracts within the specific timeline, and we confirm that we will 
continue to do so should those agreements change.  
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Information on our contractual agreements with subcontractors appears in Section 5.2.1.2. 


Further, prior to contracting, potential subcontractors must submit evidence of adequate 
insurance. Once contracted, our VSOC requires ongoing proof of adequate insurance as part 
of its oversight function.  


We have fully responded to how we ensure that subcontractors maintain adequate insurance 
in Section 5.2.1.6. 


Responsibility for Subcontractor Performance 
(§4.13.3.6) 


Remain fully responsible for meeting all of the requirements of the Contract regardless of any 
subcontracts for the performance of any Contract responsibility. No subcontract will operate to 
relieve the Vendor of its legal responsibility under the Contract; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada confirms that we are fully accountable for the performance of each of 
our subcontractors. Our VSOC program fosters stringent subcontractor selection and ongoing 
monitoring of their performance to verify that each continues to meet DHCFP performance 
requirements. Over the past four years, we have demonstrated to DHCFP our understanding 
of this requirement. 


The process for monitoring subcontractor performance is found in Section 5.2.1.2. 


Subcontractor Responsibilities (§4.13.3.7) 


Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or imposing 
sanctions if the subcontractor’s performance is inadequate or substandard; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As part of our subcontractor selection and contracting process, we execute written agreements 
with each entity that detail the specific scope of services required, including reporting 
responsibilities and actions to be taken if the performance is inadequate or substandard, such 
as the development of corrective action plans, the use of sanctions, and termination. 


Information on our contractual agreements with subcontractors appears in Section 5.2.1.2. 
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Monitoring of Subcontractor Performance (§4.13.3.8) 


Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, 
consistent with industry standards and/or State laws and regulations. If the Vendor identifies 
deficiencies or areas for improvement, the Vendor and the subcontractor must take corrective 
action; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


The Amerigroup Nevada Plan Compliance Officer and AVP Health Plan Operations 
participate in VSOC work groups to ensure that subcontractors understand Nevada 
requirements and take appropriate actions as necessary to assure compliance. VSOC 
functions include:  


 Assuring subcontractor requirements with federal and State program integrity 
requirements 


 Reviewing periodic management reports 


 Conducting pre-delegation audits,  readiness reviews, and annual on-site audits of 
delegated services 


 Facilitating quarterly joint operations committee (JOC) meetings between Amerigroup 
and each subcontractor to discuss, monitor, and review performance metrics and to 
follow up regarding any corrective action plans and discussion between the health plan 
and the delegate in reference to any other issues 


 Monitoring the subcontractor’s financial stability 


In addition to VSOC oversight, designated health plan contacts in Nevada monitor quarterly 
subcontractor reports to evaluate performance and participate in joint operations meetings to 
review subcontractor performance. 


We monitor the performance of our affiliate subcontractor, Amerigroup Corporation, as well. 
Amerigroup Nevada, through our local Quality Management Committee (QMC), routinely 
monitors the performance of our affiliate subcontractor. The local QMC receives quarterly 
summaries of: 


 Service-level standards and reports 


 Overview of fraud and abuse activity 
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 Quality initiatives related to medical programs, along with HEDIS® scores  


 Quarterly outreach initiatives conducted and planned for the following quarter 


Subcontractors who do not meet performance standards are subject to corrective action plans, 
and these have historically been successful in improving subcontractor performance.  


We have fully responded to this SOW requirement in Section 5.2.1.2. 


Notification of Subcontractor Termination (§4.13.3.9) 


Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the 
Vendor’s intention to terminate any such subcontract; and; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada confirms our understanding that we are required to notify DHCFP 
immediately in writing of our intent to terminate any material subcontractor. We demonstrated 
our commitment to collaboration with DHCFP when we terminated our previous dental 
subcontractor. Our health plan leadership notified DHCFP about the pending termination of 
our dental subcontract.  We also invited DCHFP to provide feedback about our new dental 
subcontractor. 


Subcontractor Transaction Reporting (§4.13.3.10) 


Within thirty (30) calendar days of the date of request, the Vendor must provide full and 
complete information about the ownership of any subcontractor with whom the Vendor has had 
business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the 
twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105. 
Failure to timely comply with the request will result in withholding of payment by the State to 
the Vendor. Payment for services will cease on the day following the date the information is due 
and begin again on the day after the date on which the information is received. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We will comply with DHCFP’s request for subcontractor information.  Our Regulatory 
Services Manager will oversee such requests. 
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DHCFP Provider Contract Review (§4.13.3.11) 


DHCFP retains the right to review contracts between the Vendor and providers. DHCFP agrees 
to protect the terms of Vendor-Provider contracts, if the Vendor clearly label individual 
documents as a "trade secret" or "confidential"” as per Section 25 of Attachment D, Contract 
Form of contract. 


In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, the Vendor will be 
financially responsible to refund the amount of the federal disallowance and the corresponding 
state share to DHCFP. If such disallowance is treated as a default or breach, or otherwise subject 
the Vendor to sanctions under Section 13 of Attachment D Contract Form, any such liquidated 
damages are not exclusive and are in addition to any other remedies available under this contract. 
All existing subcontracts, requiring amendments to meet the requirements of this contract, shall 
be amended. All future subcontracts must meet the requirements of this contract and any 
amendments thereto. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Should DHCFP request review of provider contracts, our Nevada Regulatory Services 
Manager will oversee this process.  


We acknowledge our financial responsibility in the event of federal disallowance of federal 
funds. Our rigorous subcontractor screening, selection, and oversight process and provider 
contracting and credentialing processes minimize the risk of such an occurrence. Over our 
four year history in Nevada, this has never occurred. 
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4.13.4 Policies and Procedures 
Written policies and procedures must be developed by the Vendor to provide a clear 
understanding of the program and its operations to Vendor staff, DHCFP, other DHCFP Vendors 
and the providers (network and non-network). 


Policies and procedures must be developed, in accordance with the DHCFP managed care 
contract, amendments, attachments, and MSMs, for each of the Vendor functions. The Vendor’s 
policies and procedures must be kept in a clear and up-to-date manual. The Policy and Procedure 
Manual will be used as a training tool, and subsequently as a reference when performing contract 
related activities. The Policy and Procedure Manual must be reviewed at least annually for 
accuracy and updated as needed.  


DHCFP must be provided with at least three (3) hard copies and an electronic copy of the 
Vendor Policy and Procedure Manual, including any exhibits, attachments or other 
documentation included as part of the Vendor Policy and Procedure Manual. DHCFP reserves 
the right to review and reject any policies or procedures believed to be in violation of federal or 
state law. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As a Medicaid and Nevada Check Up MCO since 2009, our Policies and Procedures Manual 
(“Manual”) now includes 213 policies and procedures across all functional areas. This 
establishes a solid foundation for our Amerigroup Nevada operations on which to deliver 
services under the new Contract. Amerigroup has submitted our Manual to DHCFP annually 
and we will evaluate the need for new or modified policies and procedures under the new 
Contract and will update our Manual accordingly.  


The policies and procedures, which are accessible online for all Amerigroup employees, guide 
employees in delivering services within functional areas in accordance with DHCFP 
requirements. The policies and procedures also serve as a training tool to educate employees 
about program operations. We also adapt them as necessary reflect the impact of new 
operational solutions or technology tools that support operating efficiency and optimal results 
for DHCFP, our Medicaid and Nevada Check Up members, and our network providers.  


The policies and procedures serve as source documents for Contract-related activities, such as 
member, provider, and subcontractor communications. The policies and procedures contained 
in the Manual promote consistent delivery of Medicaid and Nevada Check Up services. 


The Document Compliance Unit within our Regulatory Services Department tracks and 
coordinates the review, revision, and approval of all Amerigroup policies and procedures, 
including those for Nevada. The team disseminates policies and procedures that are due for 
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review to designated business owners and reviewers who provide necessary updates. During a 
monthly Oversight Committee Meeting, a cross-functional team and designated business 
owners review all policies and procedures that are up for annual review and any others that 
need review outside the annual cycle. This rigorous process verifies that all Nevada policies 
and procedures in the Manual are reviewed and modified annually.  


Over the past four years, our Regulatory Services Manager has coordinated annual 
submission of our Manual to DHCFP, and we will continue to do so under the new Contract. 
We recognize that DHCFP may review and reject any policies or procedures believed to be in 
violation of federal or State law. 


4.13.5 Implementation 
One of Amerigroup’s core competencies is our ability to successfully implement new business 
while seamlessly transitioning new members and providers into our operations. Amerigroup 
has never missed a contract implementation deadline in its experience of conducting 92 
program implementations. Amerigroup has a proven track record for successfully and 
effectively implementing programs within short timelines, particularly recruiting, hiring, and 
training qualified employees.  


In September 2008, DHCFP approached Amerigroup Nevada to serve recipients enrolled in 
the Medicaid and Nevada Check Up Managed Care Program when one of the State’s 
Medicaid MCOs left the program. Expediting our structured implementation protocols, our 
team rapidly built a provider network and established local operations. Our network 
development in Nevada began in early October, soon after we received notice of the contract 
award from DHCFP, and was completed within 120 days. By February 2009, Amerigroup 
Nevada had recruited and credentialed nine hospitals, 497 PCPs at 713 locations, and 838 
specialists at 1,595 locations. 


In 2011, Amerigroup successfully implanted on-time managed care operations in two new 
states, Louisiana and Washington. We recently completed a successful readiness review in 
Kansas, where we go live in January 2013. We will bring the same level of diligence and 
commitment to implementation of this Contract as we do with all our implementations. 
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Vendor Plan (§4.13.5.1) 


The Vendor shall: 


A. Develop and submit to DHCFP for approval, no later than one (1) month after 
notification that DHCFP has selected it for Contract negotiations, a detailed work 
plan and timeline for performing the obligations set forth in the Contract for the first 
contract year. 


B. Provide DHCFP with updates to the initial work plan and timeline, identifying 
adjustments that have been made to either, and describing the Vendor’s current state 
of readiness to perform all Contract obligations. Until the service start date, the 
Vendor shall provide biweekly written updates to the work plan and timeline, and 
thereafter as often as DHCFP determines necessary. 


C. Unless otherwise agreed to by DHCFP, submit to DHCFP within a minimum of ten 
(10) working days of the service start date, all deliverables to permit any DHCFP 
identified modifications. 


D. Beginning no later than thirty (30) calendar days prior to the service start date, the 
Vendor shall implement procedures necessary to obtain executed subcontracts and 
Medicaid provider agreements with a sufficient number of providers to ensure 
satisfactory coverage of initial enrollments. The DHCFP reserves the right to require 
an access report at any time after the service start date when barriers to access or 
network inadequacies are identified or are questionable. 


E. Ensure that all workplace requirements DHCFP deems necessary, including but not 
limited to office space, post office boxes, telephones and equipment, are in place and 
operative as of the service start date. 


F. Ensure that there is no interruption of covered services to enrolled recipients and 
work cooperatively with DHCFP to meet these requirements. 


G. Ensure that a toll-free telephone number is in operation at the Vendor’s office as of 
8:00 a.m. (Pacific Time) on the first day of the open enrollment period and remains in 
operation for the duration of the contract, unless otherwise directed or agreed to by 
DHCFP. A single telephone number may be utilized as long as there is a menu option 
to channel different caller categories, e.g. recipients, providers, etc. 


H. Ensure that a toll-free hotline telephone number is in operation for recipient access at 
the Vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open 
enrollment period and remains in operation for the duration of the contract, unless 
otherwise directed or agreed to by DHCFP. 


I. Establish and implement enrollment procedures and maintain applicable enrolled 
recipient data. 
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J. Establish its Provider Network and maintain existing Provider Agreements with such 
Providers, all in accordance with the provisions set forth in Section 4.5. 


As a current Medicaid and Nevada Check Up MCO, Amerigroup Nevada already complies 
with many of the implementation requirements listed in Section 4.13.5.1: 


 Amerigroup Nevada already has a comprehensive network of providers in place in 
Clark and Washoe Counties to serve Medicaid and Check Up members. Our network 
currently meets requirements for access and availability; therefore, we will not have to 
build a network to meet the requirements of the RFP. We are, however, actively 
recruiting additional provider types for the newly covered services including 
orthodontia, hospice, methadone treatment, and nursing facilities. 


 Amerigroup Nevada has current contracts and DHCFP-compliant, operational 
processes and procedures with the subcontractors that will continue under this 
Contract: 


 Amerigroup Corporation 


 CVS Caremark 


 Connextions 


 eyeQuest 


 National Imaging Associates 


 Scion Dental 


 Voiance Language Services, LLC 


 Continuation of Amerigroup Nevada as a MCO in Nevada will ensure that there is no 
interruption of service to our current members. 


 Amerigroup Nevada has operational facilities in Nevada that support our current 
Contract, will support the new Contract, and provides the ability for us to expand our 
operations, as necessary. 


 Toll-free telephone numbers are operational and currently available to members, 
providers, and others through our website; current toll-free telephone numbers will 
remain operational under the new Contract. 


 Enrollment procedures are currently operational and DHCFP compliant. 


For the new Contract, our implementation will focus on changes needed to our existing 
Contract with the State. We will update configuration of our system to manage the new 
benefits, update policies and procedures, and update member and provider materials. Because 
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we have a strong team in place that has knowledge and proficiency in day-to-day processes, 
the State’s expectations, the member population, and provider community, we will be able to 
educate and integrate additional Amerigroup employees more quickly than an MCO new to 
the Medicaid and Nevada Check Up Programs.  


Implementation Approach 


Implementation for the new Nevada Contract will be led by a Project Manager based in 
Amerigroup’s Implementation Management Office (IMO). Most of our Project Managers are 
certified through Project Management International (PMI) as Project Management 
Professionals. The IMO ensures that Amerigroup Nevada and its corporate support proceed 
effectively through each phase of the implementation and meeting deliverables as requested by 
DHCFP. We employ PMI’s methodology to quickly and thoroughly identify, track, and resolve 
any gaps in project management. By having a structured approach to managing 
implementations, Amerigroup has a replicable process that the entire Company understands 
and follows. This approach has resulted in 92 successful implementations of business growth 
initiatives. It enabled us to quickly mobilize and build Amerigroup Nevada’s Medicaid and 
Nevada Check Up operations on time to successfully transition members effective February 1, 
2009. 


Our structured process ensures a successful and timely implementation. Figure 4.13.5-1 
shows the major steps. 


Figure 4.13.5-1. Amerigroup Maintains a Structured Implementation Process 


 


One of our implementation best practices is our approach to cross-functional teams. 
Amerigroup Nevada employees partner with their corporate support areas to develop and 
implement solutions to meet Contract requirements. This results in a team that considers all 
relevant information, analyzes upstream and downstream impacts, and quickly reaches the 
best solutions. All functional area teams are brought together to resolve gaps between current 
and future state, policies, and objectives. As an example, when the team discusses the 
functional needs of the Amerigroup Nevada member, representatives from Amerigroup 
Nevada and our corporate teams in Communications, Member Services, Organizational 
Development, Technology Services, and eBusiness are active participants. 
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Detailed Work Plan and Timeline 


We start implementation before Contract award. An advance team consisting of Amerigroup 
Nevada employees and corporate support leads begins planning for tasks and defining 
timelines based on our response to the RFP and the State’s proposed Contract. This enables 
functional leads to have as much time as possible to begin planning how to accomplish that 
work ahead of Contract award. 


After Contract award, the full cross-functional team of subject matter experts and project 
leads reviews the Contract and our proposal to identify changes to existing business processes, 
policies and procedures, and systems. They will develop a full list of requirements and 
deliverables that must be met to achieve full compliance with the Contract. From there, the 
team builds its detailed work plan and timeline development for execution. We will submit a 
detailed work plan and timeline to DHCFP for approval within one month of notification of 
our selection for Contract negotiations. 


Amerigroup Nevada will provide detailed updates to our initial, proposed work plan that 
highlight adjustments made and describe our current state of readiness to perform Contract 
obligations. Ongoing communication with DHCFP during the implementation period is an 
important part of our implementation plan. We will provide DHCFP with biweekly written 
reports updating the work plan and timelines until the service start date, and as often as 
DHCFP desires thereafter. 


Amerigroup Nevada will submit all required deliverables to DHCFP within a minimum of ten 
working days prior to the start date.  Delivering early will allow DHCFP to make any required 
revisions well before the start and will ensure we meet DHCFP requirements at the outset of 
the Contract and assure an effective program start up. 


By 30 days before the effective date of the new Contract, we will ensure that additional 
provider and subcontractor requirements and any necessary amendments to existing 
agreements are fully implemented.  


For more information on our implementation process, including a Gantt Chart detailing the 
proposed timeline, please see Section 5.1.11.9. 
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Pre-Implementation Readiness Review (§4.13.5.2) 


DHCFP may conduct Operational and Financial Readiness Reviews on all awarded Vendors and 
will, subject to the availability of DHCFP resources, provide technical assistance as appropriate. 
The purpose of the readiness reviews is to assess the Vendor’s readiness and ability to provide 
services to enrolled recipients. The areas that may be reviewed include, but are not limited to: 
financial operations; administration and organization; enrollee services; provider network; 
quality improvement; and, management information systems, including claims processing and 
reporting systems. The Vendor shall provide necessary documentation specified by DHCFP and 
cooperate with DHCFP or its designees in conducting the review. DHCFP shall determine when 
the Vendor may begin marketing and providing program services. Provision of services as set 
forth in the contract is also subject to review and prior approval of CMS. 


Amerigroup Nevada understands that DHCFP may conduct an Operational and Financial 
Readiness Review. Amerigroup Nevada will comply with all DHCFP requirements to 
demonstrate our readiness.  


Amerigroup has demonstrated experience in implementing contracts in new markets and in 
existing markets and has successfully navigated many pre-implementation readiness reviews. 
With that proven history and experience, we will demonstrate our readiness and ability to 
continue to provide Medicaid and Nevada Check Up services effectively to our Nevada 
members during the review process. 


In addition to any requested State readiness visits, we conduct our own detailed readiness 
review as a further measure to ensure that we are fully prepared for implementation. Our 
team will gauge readiness, discuss risks or issues, and determine next steps prior to all key 
business milestones. As always throughout the project, these meetings will involve Amerigroup 
Nevada and corporate support leads, rather than separate discussions with each department. 


Amerigroup Nevada will provide necessary documentation specified by DHCFP or its 
designees in conducting the review. 
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4.13.6 Presentation of Findings 
The Vendor must obtain DHCFP’s approval prior to publishing or making formal public 
presentations of statistical or analytical material that includes information about enrolled 
recipients.  This material must protect specific individual recipient privacy and confidentiality to 
the extent required by both federal and state law and regulation. 


The Amerigroup Approval Process for Public Use 
Ensures Privacy and Confidentiality 
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We confirm our understanding that we must obtain prior approval before publishing or 
publicly presenting either statistical or analytical material that may include information about 
enrolled recipients. Our Regulatory Services Manager will coordinate the approval process.  


Amerigroup Nevada fully respects the importance of member privacy and confidentiality. We 
recognize this is a paramount responsibility and are committed to complying with all federal 
and State laws when developing material for public presentation or publication. When 
publishing or presenting such information, we comply with federal HIPAA requirements 
using de-identified statistical, aggregated data and never divulge individual recipient 
information or records. We make every effort to mitigate the risk of exposure for our members 
and our state partners.   
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4.13.7 Vendor Marketing Materials    
The Vendor may develop marketing materials for distribution during any open enrollment 
period.  The Vendor must request and obtain permission from DHCFP to distribute materials 
during an open enrollment period as well as in other locations or to implement an advertising 
campaign.  Marketing materials must be submitted to the DHCFP for review and approval a 
minimum of sixty (60) days prior to the scheduled Medical Care Advisory Committee (MCAC) 
meeting for approval.  The MCAC Schedule is subject to change.  Please refer to the DHCFP 
website, http://dhcfp.nv.gov for revisions.  Notwithstanding the requirement that the MCAC 
must review all Vendor marketing materials, the DHCFP has the sole authority to approve or 
disapprove materials (including updates to existing materials), distribution and advertising 
campaigns.  The Vendor, or any provider, organization, or agency that contracts with the 
Vendor, is not permitted to market directly to potential enrollees.  Vendors are also prohibited 
from providing materials that contain false or misleading information, and from initiating cold 
calls to potential enrollees. 


The Vendor may not distribute, in any manner, marketing materials related to the managed care 
program without the prior written approval of DHCFP.  This includes any updates to previously 
approved materials.  Although federal regulations require the MCAC to review Vendor 
marketing materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the 
DHCFP has the sole authority to approve the Vendor’s marketing materials.  If DHCFP approval 
is granted, the Vendor must distribute the materials to its entire service area, as indicated in the 
contract and must comply with the requirements in Section 4.4.1 to ensure that, before enrolling, 
the potential enrollee receives the accurate oral and written information that he/she needs to 
make an informed decision regarding whether to enroll with the Vendor.  The Vendor may not 
seek use of approved marketing materials to influence enrollment in conjunction with the sale or 
offering of any private insurance.  The Vendor may not, directly or indirectly, engage in door-to-
door, telephone, or other cold-call marketing activities. 


The Vendor must provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud enrollees or 
potential enrollees or the DHCFP.  Statements that will be considered inaccurate, false, or 
misleading include but are not limited to any assertion or statement that:  


4.13.7.1 The recipient must enroll with the Vendor in order to obtain benefits or in order not to 
lose benefits; or 


4.13.7.2 The Vendor is endorsed by CMS, the federal or state government, or similar entity. 


Amerigroup Nevada does and will continue to comply with the following contract 
requirements in regard to our marketing practices: 


As we develop and distribute marketing materials for any open enrollment period, we do and 
will continue to request and obtain permission and approval from DHCFP prior to 
distributing materials during an open enrollment period, as well as in other locations or 
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during the implementation of an advertising campaign. Marketing materials are and will 
continue to be submitted to the DHCFP for review and approval a minimum of 60 days before 
the scheduled Medical Care Advisory Committee (MCAC) meeting. Because the MCAC 
schedule is subject to change, we do and will continue to refer to the DHCFP website, 
http://dhcfp.nv.gov, for revisions. We also realize and agree to the requirement that the MCAC 
must review all our marketing materials and that they have the sole authority to approve or 
disapprove materials (including updates to existing materials), distribution, and advertising 
campaigns. Amerigroup Corporate works with Amerigroup Nevada in the production of all of 
the member and marketing materials and follows a well-established process called CMAP 
(Collateral Materials Approval Process).  


This process involves a communications team that develops and manages member and 
marketing materials. This information is created in an appealing, easy-to-understand format. 
These materials clearly explain marketing information, coverage details, and health plan 
policies and procedures. CMAP ensures all communications to current or prospective 
members, providers, and other external audiences meet legal and Company standards.  


During CMAP, materials undergo review to ensure cultural sensitivity, accuracy, and 
compliance with all state program requirements. Amerigroup member materials are written to 
comply with the State-required reading level, verified by the Flesch-Kincaid Grade Level 
Index, to ensure that they comply with State requirements for language level, readability, and 
clarity as well as all federal Title XXI regulations. Because we recognize that many Americans 
have difficulty understanding their healthcare information, we have also begun to use an 
innovative, interactive literacy software tool that replaces hard-to-read medical terms and 
phrases with plain language and also scores documents on their general readability. This 
process is the same regardless if the material has been newly created or has been updated from 
a previous document. 


Numerous state and federal marketing regulations exist to protect against unfair and overly 
aggressive marketing of healthcare services to potential Medicaid enrollees.  Amerigroup 
Nevada takes these controls and regulations seriously and maintains exemplary business 
ethics and, therefore, will not conduct the following prohibited marketing activities: 


 We, or any provider, organization, or agency that contracts with us, does not and is not 
permitted to market directly to potential enrollees. We do not and will not initiate cold 
calls to potential enrollees or engage in the sale of private insurance. 


 Present marketing materials containing false or misleading information.  


 Make statements that Amerigroup Nevada, or its products, are endorsed by CMS, the 
federal government, or similar organizations.  
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 Make statements to potential members that in order for them to receive benefits they 
must enroll with Amerigroup Nevada. 


 Engage in cold calling, door-to-door sales, or other direct or indirect prohibited 
marketing activities. 


We do and will continue to comply with the requirements in Section 4.4.1 to ensure that, 
before enrolling, the potential enrollee receives accurate oral and written information to make 
an informed decision regarding their healthcare. All materials are created in English and 
Spanish (and other languages if required by the percentage of the population). If the potential 
member needs additional help with translation or information, he or she is directed to call our 
Member Services department so they can receive timely, accurate information. 


4.13.8 Fraud and Abuse 
Vendors must comply with all applicable program integrity requirements, including those 
specified in 42 CFR 455 and 42 CFR 438 Subpart H. Vendor or any subcontractor that receives 
or makes annual payments under the State Plan of at least $5,000,000, as a condition of receiving 
such payments, shall: 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Through our almost 16 years of experience in 13 state Medicaid markets Amerigroup has 
developed a rigorous Program Integrity fraud and abuse program that has led to substantial 
savings through the detection, prevention, and correction of fraud, waste, and abuse. We 
comply with all federal and Nevada program integrity requirements as we continually strive to 
improve Medicaid program operations efficiency, effectiveness, and cost savings. 


Fraud and Abuse Program (§4.13.8.1) 


Vendors must have a program that includes administrative and management arrangements or 
procedures, including a mandatory compliance plan to guard against fraud and abuse. The 
Vendor’s compliance plan must designate staff responsibility for administering the plan and 
include clear goals, milestones or objectives, measurements, key dates for achieving identified 
outcomes, and explain how the Vendor will determine the compliance plan’s effectiveness. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada is committed to the prompt identification and prevention of fraud, waste, 
and abuse. Amerigroup Nevada maintains a comprehensive Fraud, Waste, and Abuse Plan 
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that complies with DHCFP requirements and drives our efforts to prevent, identify, 
investigate, and report suspected provider and recipient fraud. We review and update our 
Fraud, Waste, and Abuse Plan annually to address changes in the industry and changing 
fraud schemes and patterns to adjust all aspects of our program. 


Amerigroup Nevada tracks all activity related to our fraud, waste, and abuse program as one 
of the methods to measure program success. From our start of operations in February 2009 
through October 31, 2012, we have documented impressive results, as shown in  
Table 4.13.8-1. 


Table 4.13.8-1. Amerigroup Nevada’s Fraud, Waste, and Abuse Plan Demonstrates Results 


Metric  Description  Results 


Identified Cases 
Dollar value of Nevada provider and recipient 
fraud and abuse cases opened by the Corporate 
Investigations Department 


$2,690,488.78 


Money Recovered  Actual money recovered  $231,809.46 


Prevented 
Dollar value associated with direct actions 
initiated to prevent continued fraud or abuse by 
specific providers 


$953,989.53 


Through the end of October 2012, we have opened 80 fraud and abuse cases; 77 percent of the 
cases involve providers and 23 percent involve members. Based on our investigation, we have 
referred 37 cases of suspected provider or recipient fraud or abuse to the Surveillance and 
Utilization Review Section (SURS) unit at the DHCFP. We maintain an open dialog with the 
SURS unit, and meet quarterly to review active cases and discuss those that may result in a 
referral. 


Our experience in Nevada shows that provider fraud and abuse is most often due to billing for 
services not rendered, misrepresenting a non-covered service as a covered service, or upcoding 
a service. Recipient cases are most often due to identify theft or seeking narcotics for pain 
management through “doctor shopping.” We use this understanding of the fraud and abuse 
patterns we see among our providers and members as input to our culture of continuous 
improvement, impacting training materials, provider manuals, member handbooks, and 
outreach activities, as appropriate. 


We have fully responded to this SOW requirement in Section 5.1.11.6.C. 
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Employee Education about False Claims Recovery 


The Vendor’s compliance program which safeguards against fraud and abuse must, at a 
minimum, specifically address the following: 


A. Employee education about false claims recovery: 


In order to comply with Section 6032 of the Deficit Reduction Act of 2005 Vendors must, as a 
condition of receiving Medicaid payment, do the following: 


1. Establish written policies for all employees of the entity (including management), and 
of any contractor or agent of the entity, that provide detailed information about the 
False Claims Act established under sections 3729 through 3733 of Title 31, United 
States Code, administrative remedies for false claims and statements established 
under chapter 38 of Title 31, United States Code, any State laws pertaining to civil or 
criminal penalties for false claims and statements, and whistleblower protections 
under such laws, with respect to the role of such laws in preventing and detecting 
fraud, waste, and abuse in Federal health care programs (as defined in section 
1128B(f)) of the Social Security Act of 1932; 


2. Educate employees and contractors on the Vendor’s policies and procedures for 
detecting and preventing fraud, waste, and abuse;  


3. Educate employees and contractors on the laws governing the rights of employees to 
be protected as whistleblowers; and 


4. Include in any employee handbook the required written policies regarding false 
claims recovery. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Fraud, waste, and abuse program training is a key part of our overall compliance training 
program. The two-hour required training explains our internal standards of conduct for all 
employees and must be completed within 60 days of hire and at least annually thereafter. 
Employees must complete a series of computer-based courses related to our Compliance 
Program, including courses in our Code of Business Conduct and Ethics; Fraud, Waste, and 
Abuse, Cultural Competency, Marketing, and HIPAA mandates. These courses specifically 
address the importance of reporting suspected compliance issues (including fraud, waste, and 
abuse), the reporting process, and our non-retaliation standards. In 2011, all Amerigroup 
employees successfully completed compliance training. 


The comprehensive training on fraud, waste, and abuse ensures that all employees are fully 
informed and understand their responsibilities. Topics include: 
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 Definitions and examples of fraud, waste, and abuse 


 How Amerigroup employees can help identify and prevent fraud, waste, and abuse 


 The Federal False Claims Act and administrative remedies for false claims and 
statements 


 Civil or criminal penalties for false 
claims 


 Amerigroup departments responsible 
for investigating allegations of fraud, 
waste, and abuse 


 How to report suspected incidents; 
Amerigroup’s confidential hotline 
for reporting suspected fraud, waste, 
and abuse 


 Whistleblower protections 


In addition to the corporate compliance 
training, Program Integrity employees 
receive additional training as it pertains 
specifically to fraud, waste, and abuse 
through professional organizations. These 
organizations include the National Health 
Care Anti-Fraud Association, the 
Association of Certified Fraud Examiners, 
American Academy of Professional Coders, 
and the National Association of Health 
Care Auditors. 


Our employee handbook details our policies and procedures regarding fraud, waste, and 
abuse prevention and detection specific to false claims recovery and our methods for detecting 
and preventing fraud, waste and abuse. As shown in Figure 4.13.8-1, we also use posters, e-
mail, and other employee-communication vehicles to remind employees and emphasize 
requirements related to fraud, waste, and abuse.  


Figure 4.13.8-1. Posters Reinforce Education 
on Fraud, Waste, and Abuse Responsibilities 
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Written Policies Disseminated to Contractors and 
Agents (§4.13.8.2) 


Disseminate the required written policies to all contractors and agents, who must abide by those 
written policies. Include as part of such written policies, detailed provisions regarding the 
entity’s policies and procedures for detecting and preventing fraud, waste, and abuse. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Amerigroup Nevada will provide to its contracted providers our written policies and 
procedures on the detection and prevention of fraud, waste, and abuse. These policies and 
procedures detail contractor and agent involvement and the essential role they play in 
uncovering fraud, waste, and abuse. Through these written policies, we provide an orientation 
for our contractors and agents, explaining that Amerigroup Nevada aggressively pursues the 
prevention, detection, and correction, of fraud, waste, and abuse and defining their essential 
part in the effort. 


Information Included in Employee Handbook 
(§4.13.8.3) 


Include in any employee handbook for the entity, a specific discussion of the laws described in 
Section 4.13.8.1, the rights of employees to be protected as whistleblowers, and the entity’s 
policies and procedures for detecting and preventing fraud, waste, and abuse. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Amerigroup Nevada’s training program and the employee handbook provide detailed 
discussion of our policies and procedures surrounding the detection and prevention of fraud, 
waste, and abuse. In addition, the employee handbook describes in detail the laws regulating 
employee rights to be protected as whistleblowers. 
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Monitoring for Fraud and Abuse (§4.13.8.4) 


The Vendor’s program which safeguards against fraud and abuse must specifically address the 
Vendor’s prevention, detection, investigation, and reporting strategies in at least the following 
areas: 


A. Embezzlement and theft – Vendors must monitor activities on an ongoing basis to 
prevent and detect activities involving embezzlement and theft (e.g., by staff, providers, 
contractors, etc.) and respond promptly to such violations. 


B. Underutilization of services – Vendors must monitor for the potential under-utilization of 
services by their members in order to assure that all Medicaid-covered services are being 
provided, as required. If any under-utilized services are identified, the Vendor must 
immediately investigate and, if indicated, correct the problem(s) which resulted in such 
under-utilization of services. 


C. The Vendor’s monitoring efforts must, at a minimum, include the following activities: a) 
an annual review of their prior authorization procedures to determine that they do not 
unreasonably limit a member’s access to Medicaid-covered services; b) an annual review 
of the procedures providers are to follow in appealing the Vendor’s denial of a prior 
authorization request to determine that the process does not unreasonably limit a 
member’s access to Medicaid-covered services; and c) ongoing monitoring of Vendor 
service denials and utilization in order to identify services which may be underutilized. 


D. Claims submission and billing – On an ongoing basis, Vendors must identify and correct 
claims submission and billing activities which are potentially fraudulent including, at a 
minimum, double-billing and improper coding, such as up coding and bundling. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada uses a three-pronged approach to combat fraud, waste, and abuse as 
shown in Figure 4.13.8-2. This comprehensive approach uses multiple methods to prevent, 
detect, and correct fraud, waste, and abuse in all its forms and through every means available. 
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Figure 4.13.8-2. Amerigroup Strives to Prevent, Detect, and Correct Fraud, Waste, and Abuse 


 


Our comprehensive plan for the prevention of fraud, waste, and abuse includes a variety of 
activities: 


 Creating a rigorous provider and supplier screening and monitoring process to prevent 
network participation or payment to providers or facilities that are excluded from the 
Medicaid and Medicare Programs 


 Preventing inaccurate claims submission and payment through rigorous system 
configuration, claims edits, and prepayment reviews 


 Detecting patterns of suspected fraud, waste, and abuse through the use of various 
analytical tools 


 Suspending payments to providers and payers in cases of suspected fraud 


 Expanding overpayment recovery efforts through internal efforts and the use of audit 
recovery vendor partners 


 Recognizing and preventing member fraud and abuse 


 Internal auditing and risk management to prevent and detect unlawful activities by 
employees, providers, and contractors 
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 Utilization management review to monitor the under- and over-utilization of services 
and the effectiveness of our prior authorization procedures 


We have fully responded to this SOW requirement in Section 5.1.11.6.C. 


Reporting Fraud and Abuse (§4.13.8.5) 


When a Vendor investigation reveals that an incident of suspected fraud and/or abuse by a 
member or provider may have occurred, the Vendor is required to report the instances of 
suspected fraud and/or abuse to the Surveillance and Utilization Review Section (SURS) at the 
DHCFP no later than ten (10) business days after the completion of an investigation. At a 
minimum the Vendor’s investigation must provide the following information: 


A.  Provider’s name and Medicaid provider number or Provider Reporting Number 
(PRN); 


B.  Member’s name and Medicaid number; 


C.  Source of complaint; 


D.  Type of provider; 


E.  Nature of complaint; 


F.  Approximate range of dollars involved, if applicable; 


G.  Results of Vendor’s investigation and actions taken; 


H.  Name(s) of other agencies/entities (e.g., medical board, law enforcement) notified by 
Vendor; and 


I.  Officials to whom the case has been referred. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. Amerigroup Nevada acknowledges and will comply 
with the new requirement to notify the DHCFP SURS no later than 10 business days after 
completion of an investigation. 


Amerigroup Nevada reports suspected cases of fraud and abuse, including those committed by 
Amerigroup employees, contractors, or subcontractors, to the SURS at the DHCFP. We are 
currently in compliance with the new requirement to report no later than 10 business days 
after completion of the investigation and to provide the information specified. We have an 
open dialog with the SURS and meet quarterly to review active investigations. Since we began 
operations, we have provided information on 37 investigations to the SURS. 
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Monitoring for Prohibited Affiliations (§4.13.8.6) 


The Vendor’s policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the Vendor 
will not knowingly have a relationship with individuals debarred by Federal Agencies. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Amerigroup Nevada has documented policies and procedures to verify that we do not have 
relationships with excluded or debarred individuals, including providers, employees, 
contractors, and vendors. We use a number of sources, including: 


 Office of Inspector General of the United States Department of Health and Human 
Services’ (HHS-OIG) List of Excluded Individuals/Entities (LEIE) database 
(http://exclusions.oig.hhs.gov) 


 Excluded Parties List System (EPLS) from the Federal Programs database 
(http://www.epls.gov) 


 National Practitioner Databank (http://www.npdb-hipdb.hrsa.gov/) 


When we find an individual or entity to be ineligible, we remove the entity from responsibility 
for or involvement with business operations related to the federal and State healthcare 
programs. When we notify an individual that he or she has become ineligible during the 
course of employment, that individual must notify our Office of Business Ethics and Chief 
Compliance Officer of this status immediately. 


For more information on our processes related to provider credentialing and re-credentialing, 
please see Section 5.1.11.5.A. 


We also require our providers’ employees and contractors to immediately disclose to us when 
their employee or contractor becomes excluded by HHS-OIG or any other federal government 
program or agency. We will also inform providers about required screening of all their 
employees and contractors against the HHS-OIG LEIE database and the EPLS. 


On occasion, a provider might be excluded from program participation due to activities of 
which we were not aware. Upon discovery of a payment to a possibly sanctioned or excluded 
provider, we notify the Chief Compliance Officer and the Office of Business Ethics. We 
forward provider identifying information to our Provider Data Management (PDM) 
Department for review and possible action. 
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Before making any changes in our system, PDM auditors will verify that the provider is 
excluded on both the OIG and EPLS websites. Once flagged, our claims processing system 
will no longer pay claims from these providers. 


Data Certification (§4.13.8.7) 


Pursuant to 42 CFR 438.604 and 42 CFR 438.606, Vendors are required to provide certification 
as to the accuracy, completeness, and truthfulness of data and documents submitted to DHCFP, 
which may affect Vendor payment. 


 A. Vendors must submit the appropriate DHCFP certification as to the accuracy, 
completeness, and truthfulness of all data and documents submitted to DHCFP which 
may affect Vendor payment.  


B. The above Vendor data submissions must be certified by one of the following: 


   1. The Vendor’s Chief Executive Officer; 


   2. The Vendor’s Chief Financial Officer; or 


   3. An individual who has delegated authority to sign for, or who reports directly to, the 
Vendor’s Chief Executive Officer or Chief Financial Officer.  


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Amerigroup Nevada understands the importance of submitting accurate, complete, and 
truthful data and documents to DHCFP. We take seriously our reporting of all data and 
certify that all data submitted to DCHFP will be of the highest integrity, as we have 
accomplished since 2009. 


Amerigroup Nevada will continue to comply with all certification requirements regarding the 
data we submit to the DHCFP. The Amerigroup Nevada Chief Executive Officer, the Chief 
Financial Officer, or their designee, will make these certifications. 
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The Vendor Shall (§4.13.8.8) 


A.  Adhere to federal and state regulations, and the provider agreement, to establish 
written policy for dissemination to their staff; 


B.  Ensure policies are adopted by any contractor or agent acting on their behalf; Educate 
staff on the regulations. 


C.  Educate staff on the regulations; 


D.  Disseminate this information to new staff within 30 days from the date of hire; 


E.  Provide signed Certification Form, signed provider agreement, copies of written 
policy and employee handbook; 


F.  Maintain documentation that staff has been educated, within the required timeframes; 


G.  Maintain documentation on the education of staff, and make it readily available for 
review by state or federal officials; and 


H.  Provide requested re-certification within required timeframes to ensure ongoing 
compliance.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Require Subcontractor Compliance (§4.13.8.9) 


The vendor shall include terms in its subcontracts requiring its subcontractors to comply with 
Section 4.13.8.10. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada contractually requires our subcontractors to comply with the 
requirements in Section 4.13.8.10. 
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Information Provided to DHCFP by Vendor (§4.13.8.10) 


Vendor agrees to furnish to DHCFP or to the Secretary on request, the information below:  


A.  Information that must be submitted.  


B.  Vendor must submit, within 35 days of the date on a request by the Secretary or the 
DHCFP, full and complete information regarding: 


   1. The ownership of any subcontractor with whom the Vendor has had business 
transactions totaling more than $25,000 during the 12-month period ending on the 
date of the request; and 


   2. Any significant business transactions between the Vendor and any wholly owned 
supplier, or between the Vendor and any subcontractor, during the 5-year period 
ending on the date of the request. 


C.  Denial of Federal Financial Participation (FFP) 


   1. FFP is not available in expenditures for services furnished by Vendors who fail to 
comply with a request made by the Secretary or the DHCFP under Section 4.13.8.10 
or under Section 42 CFR420.205. 


   2. FFP will be denied in expenditures for services furnished during the period beginning 
on the day following the date the information was due to the Secretary or the DHCFP 
and ending on the day before the date on which the information was supplied. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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4.14 REPORTING 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.14-1. Cross-Reference Matrix 


Main SOW Section 
SOW Sub 
Sections 


Complete Amerigroup 
Nevada Response 


4.14.1  Encounter Reporting  N/A  5.1.11.12.B  
4.14.2  Summary Utilization Reporting  N/A  5.1.11.5.B  
4.14.3  Dispute Resolution Reporting  N/A  4.14.3   


4.14.4  Quality Assurance Reporting  N/A  5.1.11.5.B  
4.14.5  Recipient Satisfaction Reporting  N/A  5.1.11.5.B  
4.14.6  Financial Reporting  N/A  4.14.6   


4.14.7  Fraud and Abuse Reporting  N/A  4.14.7   


4.14.8  Network Adequacy Reporting  N/A  5.1.11.4.D 
4.14.9  Hospital Adequacy Reporting  N/A  4.14.9   


4.14.10 Out‐of‐State Reporting  N/A  4.14.10    
4.14.11 Other Reporting  N/A  4.14.11   


 


Adequate data reporting capabilities are critical to the ability of CMS and DHCFP to effectively 
evaluate the DHCFP’s managed care programs.  The success of the managed care program is 
based on the belief that recipients will have better access to care, including preventive services, 
and will experience improved health status, outcomes, and satisfaction within the managed 
health care delivery system.  To measure the program's accomplishments in each of these areas, 
the Vendor must provide DHCFP and/or its contractors with uniform utilization, cost, quality 
assurance, and recipient satisfaction and grievance/appeal data on a regular basis.  It must also 
cooperate with DHCFP in carrying out data validation steps. 


The Vendor must meet all reporting requirements and timeframes as required in Attachment I, 
Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties.  
Failure to meet all reporting requirements and timeframes as required by this RFP and all 
attachments thereto may be considered to be in default or breach of the contract. 
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Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, 
information or documents received from Vendor may be open to public disclosure and copying.  
The State will have the duty to disclose, unless a particular record is made confidential by law or 
a common law balancing of interests. This includes compensation arrangements, profit levels, 
consumer satisfaction levels, audits and findings, pertinent litigation, and outcomes/HEDIS data. 


Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that 
Vendor agrees to indemnify and defend the State for honoring such a designation.  The failure to 
so label any document that is released by the State shall constitute a complete waiver of any and 
all claims for damages caused by any release of the records. If a public records request for a 
labeled document is received by the State, the State will notify the Vendor of the request and 
delay access to the material until seven (7) working days after notification to the Vendor.  Within 
that time delay, it will be the duty of Vendor to act in protection of its labeled record.  Failure to 
so act shall constitute a complete waiver. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We acknowledge and will comply with the State’s requirement, added to this 
RFP, regarding public disclosure unless documents are labeled as “confidential” or “trade 
secret.” 


We are compliant with DHCFP reporting requirements today in support of our existing 
Contract with the State to provide managed care services to Medicaid and Nevada Check Up 
recipients and we will provide new reports required under the new Contract. 


As a Medicaid MCO in Nevada, we are currently submitting 107 contractually required 
reports and filings to DHFCP in the prescribed format, schedule, and method, including 69 
regularly scheduled reports and 38 reports/filings generated on an as-needed basis. We are 
currently submitting another 14 regulatory reports to the Nevada Division of Insurance. 
Amerigroup Nevada is always willing to modify existing reports, provide new reports or data 
extracts, or create ad hoc reports to meet DHCFP requirements. 


Amerigroup Nevada Reporting Capabilities 
Amerigroup Nevada fully understands the reporting requirements of DHCFP and the 
operational commitment necessary to meet them. Compliance is an essential part of our 
corporate culture and we work continuously to meet DHCFP expectations and requirements. 
We also understand the how critical complete and accurate reports are to DHCFP and its 
ability to measure the accomplishments and effectiveness of the managed care program. 


Our Regulatory Services Department and the Regulatory Services (RS) Manager are central to 
our strategy for report submission. They develop and maintain a database that documents the 
submission of contractually required reports. In addition, the Nevada RS Manager will work 
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with DHCFP to disseminate program and contractual requirements and regulations 
throughout the organization, manage required regulatory reporting and submissions, and 
coordinate communication between DHCFP and Amerigroup Nevada. 


The RS Manager will remain the centralized and dedicated point of contact for DHCFP, 
regardless of issue or concern. 


We will continue to collaborate with DHCFP during the report request and development 
phases to confirm that we have a clear understanding of the reporting needs and can generate 
accurate reports that meet DHCFP parameters and definitions. We are also willing to share 
samples of reports we produce for other state markets with DHCFP as potential options for 
new reports. 


Amerigroup Nevada is able to meet DHCFP reporting needs because of these factors: 


 Our information systems and supporting data warehouses collect, capture, and 
maintain a comprehensive set of raw data necessary for report generation and analysis. 


 We promote the accuracy of the data we maintain through consistent edits on incoming 
data and carefully monitored processing. 


 We access a suite of technology tools to format, aggregate, and report data to 
streamline and facilitate report development. 


 Our report development team maintains a thorough understanding of the data, 
managed healthcare, technology tools, and the needs of our state partners. 


 Business owners are responsible for report completeness and review all reports before 
submission. 


 Our extensive experience delivering reports to DHCFP gives us a foundation of tested 
reports across all program areas and populations. 


Most importantly, we maintain a thorough understanding of State programs, populations, and 
monitoring requirements, which enables us to appreciate how DHCFP will use the report 
information to monitor the Medicaid and Nevada Check Up Programs. 


Management Information System and Data Warehouse 


Amerigroup’s Management Information System (MIS) supports the generation of 
management and operational reports and the delivery of data to support program analytics. 
We maintain tight edits and controls in our MIS to promote the validity of all data. Accurate 
operational systems provide a solid foundation for accurate reporting. 
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An integrated data warehouse consolidates data from internal and external sources to support 
the ongoing requirement for both scheduled and special ad hoc reports. Internal data includes 
claims, member, provider, and authorization information. Data from external sources includes 
items such as historical claims data, laboratory results, and delegated vendor claims. The data 
warehouse is fed directly from source systems, ensuring data accuracy. Our data warehouse 
uses a well-designed relational data model and industry-standard relational database 
management platforms such as Oracle and MS SQL. 


The data warehouse supports the analysis of administrative data and functional operational 
data stores. The data warehouse is a copy of transactional data specifically configured for 
online analytic processing (OLAP) using multi-dimensional data models (cubes) to support 
complex analytical and ad hoc queries using business intelligence tools such as MS SQL 
Server Analysis Services and MS SQL Server Reporting Services. Specialized subject area 
cubes (claims, provider data management, member, authorization, and call center) provide 
users with a self-service reporting tool that universally applies business rules and 
accommodates both the need to see high-level trends and to drill down into low-level details. 


Amerigroup Nevada embraces the changes that technology and legislation are bringing to the 
healthcare industry. As more providers adopt electronic health records (EHR) and connect to 
a Health Information Exchange (HIE), the volume of clinical and quality data available to 
health plans and states for analysis will grow exponentially. Amerigroup closely monitors the 
status and readiness of the HIE in each of our state markets. When HIEs are ready for payer 
participation, Amerigroup will become an active participant.  


Capability for Advanced Data Analytics 


In its Federal Health IT Strategic Plan, the Office of the National Coordinator (ONC) outlines 
a vision of a “learning health system” where aggregation, analysis, and application of the vast 
array of data can be used to improve health and healthcare. Our Health Care Insights 
Analytic Platform (IAP) delivers the data and the tools to support better decision-making that 
will improve patient health and manage healthcare costs. The IAP supports financial, 
member-centric, provider-centric, and enterprise-wide analytics through a series of views and 
dashboards. The IAP provides powerful analytic capabilities used to answer key questions, 
make better decisions, and drive better outcomes for our stakeholders. A point-and-click 
interface enhances advanced analytics and exploratory data analysis with interactive data 
visualization, leading to better analyses, faster decisions, and more effective presentations of 
analytic results. The IAP also offers: 


 Centrally managed and maintained business rules and data definitions ensuring 
consistency in business analysis across Amerigroup 
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 Enhanced quality assurance and financial reconciliation 


 Standardized business intelligence tool-set with self-service reporting, data query tools, 
and pre-built data cubes 


 Centrally supported advanced analytic tools for statistical analysis, data mining, and 
predictive modeling 


 Improved speed-to-market for new analytic requests and ad hoc reports 


 Scalable technology to support growth 


We look forward to capitalizing on the capabilities of the IAP to continue to support the 
Medicaid and Nevada Check Up Programs. 


Monitoring Report Accuracy and Compliance 


Our Regulatory Services Department and the RS Manager are central to our strategy for 
coordinating with DHCFP. They develop and maintain a database that documents the 
regulatory and contractual reporting requirements, including due dates, in each market. The 
Nevada RS Manager will work with DHCFP to disseminate program and contractual 
requirements and regulations throughout the organization, manage required regulatory 
reporting and submissions, and coordinate communication between DHCFP and Amerigroup 
Nevada. 


Perhaps even more importantly, the RS Manager will remain the centralized and dedicated 
point of contact for DHCFP, regardless of issue or concern. With clear accountability, the RS 
Manager will continue to ensure that we receive, track, collaborate on, and respond to 
DHCFP issues, concerns, questions, and requests in an accurate and timely manner. 


Our reporting timeline generates reports in advance of the DHCFP submission deadline to 
allow adequate time for a thorough review. Business owners and Amerigroup Nevada 
leadership are responsible for reviewing reports for completeness and accuracy. Business 
owners submit approved reports to the RS Manager who reviews the reports with the Nevada 
Compliance Officer (CO) and then submits the reports to DHCFP. This close collaboration 
allows the RS Manager and CO to proactively identify any concerns or issues and, if 
warranted, initiate an internal project for additional review and analysis. Collaboratively, the 
RS Manager, Amerigroup Nevada leadership, and business owners work together to submit 
complete, accurate reports on or before scheduled due dates. 
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4.14.1 Encounter Reporting 
Vendors must submit encounter data in accordance with the requirements in this contract, to 
include any revisions or additions which contain information regarding encounter data, including 
DHCFP’s media and file format requirements, liquidated damages and submittal timeframes.  
The Vendor must assist DHCFP in its validation of encounter data.  Compliance with reporting 
requirements is described in this RFP.  


The Vendor is required to submit encounter data for the Nevada Check Up program in the same 
manner as the Medicaid program.  Nevada Check Up recipients must be separately identified 
from Medicaid recipients, but the information can be combined for submission. 


The Vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 
42 CFR 438.808. 


All encounters must be submitted for proper and accurate reporting and must be submitted in a 
within ninety (90) days of receipt of encounter.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We are currently submitting monthly encounter files to DHCFP in the prescribed file format 
and transmission method. Encounters for Medicaid and Nevada Check Up members are 
differentiated on the encounter file. Amerigroup Nevada has a solid track record of working 
closely with DHCFP on encounter file submission and validation activities. We are currently 
providing assistance to DHCFP on the encounter data warehouse project. 


Our claims processing system verifies that providers have not been excluded by Medicare, 
Medicaid, or CHIP during the claims adjudication process. Claims for excluded providers are 
denied and not submitted to DHCFP as encounters. 


We extract all paid and denied claims during the monthly encounter file process. We tightly 
monitor and manage our encounter submission process to ensure that individual encounter 
records that fail internal edits are corrected and re-submitted as quickly as possible. 


For additional information on our process for submitting encounters, please see Section 
5.1.11.12. 
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4.14.2 Summary Utilization Reporting 
The Vendor shall produce reports using HEDIS, as specified in Section 4.7.2.  The Vendor must 
submit these reports to DHCFP in a timely manner pursuant to Section 3.6 in addition to the 
other reports required by this contract. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We have strong policies and procedures in place for collecting, processing, and reporting our 
HEDIS® data, and we were found in full compliance with the HEDIS 2011 technical 
specifications. 


The claims and encounter data systems employed by Amerigroup Nevada use sophisticated 
scanning processes and advanced software to ensure accurate data processing. We use 
certified HEDIS software for reporting the HEDIS rates, which ensures accurate 
programming and reporting of the rates. 


We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


4.14.3 Dispute Resolution Reporting  
The Vendor must provide DHCFP with quarterly reports documenting the number and types of 
provider disputes, recipient grievances, appeals and fair hearing requests received by the Vendor 
and its subcontractors.  Reports must be submitted within forty-five (45) business days after 
close of the quarter to which they apply.  


These reports are to include, but not be limited to, the total number of recipient grievances, the 
total number of notices provided to recipients, the total number of recipient and appeals requests, 
and provider disputes filed, including reporting of all subcontractor’s recipient grievances, 
notices, appeals and provider disputes.  The reports must identify the recipient grievance or 
appeal issue or provider dispute received; and verify the resolution timeframe for recipient 
grievances and appeals and provider disputes. 


Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and 
provider dispute information, including, but not limited to, specific outcomes, shall be retained 
for each occurrence for review by the DHCFP. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our MIS includes a comprehensive grievance and appeal capability that currently supports 
DHCFP requirements for tracking and reporting dispute resolution. Our system provides 
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flexibility by allowing us to capture additional data elements, as required by the DHCFP, or to 
remove elements from the data entry screen, as necessary. Information captured includes 
elements such as: 


 Date received 


 Identification of the individual 
filing the grievance 


 Identification of employee 
recording the grievance 


 Nature of grievance 


 Status and status dates 


 Resolution/disposition 


 Corrective action required 


 Referrals to other entities, including 
State Fair Hearing 


 Date resolved
 


Amerigroup’s grievance system provides the ability to track and report on grievance data by 
type, status, grievance originator, decision, decision rationale, filing dates, member name, 
provider name, and type of service being appealed, and can be modified, as necessary, to meet 
future DHCFP needs. 


4.14.4 Quality Assurance Reporting 
Performance Improvement Projects (PIPs) will be performed by the Vendors pursuant to 
guidelines established jointly by the Vendors, DHCFP, and the External Quality Review 
Organization (EQRO), as well as those identified in this RFP.  In addition, the Vendor must 
provide outcome-based clinical reports and Management Reports as may be requested by 
DHCFP.  Should the Vendor fail to provide such reports in a timely manner, the DHCFP will 
require the Vendor to submit a POC to address contractual requirements regarding timely 
reporting submissions. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We maintain a comprehensive quality assurance program that supports DHCFP requirements 
for Performance Improvement Project (PIP) activities and reporting. 


We have fully responded to this SOW requirement in Section 5.1.11.5.B. 
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4.14.5 Recipient Satisfaction Reporting 
Each Vendor must collect and submit to DHCFP a child and adult Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children 
with Chronic Conditions (CCC), measuring recipient satisfaction prior to the third quarter of 
each contract year, unless the requirement is waived by DHCFP due to an EQRO performed 
survey.  This may be done in conjunction with the Vendor’s own satisfaction survey. DHCFP 
requires data stratified to indicate the satisfaction level of parents or guardians of Nevada Check 
Up participants.  Vendors are required to report results from the CAHPS Child Medicaid Survey, 
the CAHPS CCC Survey, and the Supplemental Items for the Child Questionnaires on dental 
care, access to specialist care, and coordination of care from other health providers DHCFP may 
request a specific sample, and/or survey tool. Survey results must be disclosed to the State, and, 
upon State’s or enrollee’s request, disclosed to enrollees. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We currently perform Consumer Assessment of Healthcare Providers and 
Systems (CAHPS) surveys on our child, adolescent, and adults members. We will comply with 
the RFP contract requirement to perform a CAHPS® survey on Children with Chronic 
Conditions, as directed by DHCFP. 


Amerigroup Nevada’s CAHPS member satisfaction survey is administered annually for 
Amerigroup by Morpace, an NCQA–certified external survey vendor, using the survey 
protocol defined in current HEDIS specifications. 


We disclose survey results to DHCFP and publish summary information in our member 
newsletter. We have policies and procedures in place to disclose survey results to members, 
upon request. 


We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


4.14.6 Financial Reporting 
The Vendor must meet the financial reporting requirements set forth in the Forms and Reporting 
Guide, including any revisions or additions to the document.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We have reviewed Attachment I, Forms and Reporting Guide, and Attachment I, Financial 
Reports, and confirmed that we are currently generating the required financial reports under 
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our Medicaid and Nevada Check Up Contract today. We will implement any modifications to 
these existing reports, as may be required by DHCFP under the new Contract. 


4.14.7 Fraud and Abuse Reporting  
The Vendor must provide DHCFP with monthly reports documenting the number and types of 
disciplinary actions, sanctions, and suspected or confirmed cases of fraud and abuse received by 
the Vendor and its subcontractors. Reports are monthly but may be submitted on a quarterly 
basis. Reports must be submitted within Forty-five (45) business days after close of the quarter to 
which they apply. Major or significant instances of fraud or abuse must be reported to the 
DHCFP within 10 business days after the completion of the investigation. This report is added to 
Attachment I, Section 3 of the Forms and Reporting Guide. 


The Vendor and its subcontractors must provide immediate notification to DHCFP regarding all 
suspected recipient and provider fraud and abuse pursuant to 42 CFR 455.15. 


Upon the Vendor’s awareness of any disciplinary action, sanction taken against a network 
provider, or any suspected fraud or abuse, the Vendor shall immediately inform DHCFP.  


The Vendor and/or its subcontractors are responsible for informing DHCFP of any suspected 
recipient fraud or abuse.   


These reporting requirements shall be included in all Vendor subcontracts. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. Amerigroup Nevada acknowledges and is already in compliance with the 
new requirement to notify the Surveillance and Utilization Review Section (SURS) at the 
DHCFP no later than 10 business days after completion of an investigation. 


We currently submit the required DHCFP fraud and abuse report monthly; it reports the 
number of cases and suspected cases of provider and member fraud and abuse. The reported 
information includes the number of providers sanctioned and the number of ongoing 
investigations carried over from the previous time period. We will implement any 
modifications to these existing reports, as may be required by DHCFP under the new 
Contract. 


We have procedures in place to provide immediate notification to DHCFP of suspected 
recipient or provider fraud and abuse and upon our awareness of disciplinary actions or 
sanctions against a network provider. 
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4.14.8 Network Adequacy 
The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the 
access and availability of its network.  Reports must be submitted within forty five (45) business 
days after close of the quarter to which they apply.  This report is added to Attachment I, Forms 
and Reporting Guide. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada diligently monitors the access to and availability of our provider network. 
At the network level, we monitor for geographic access to verify that our members have 
adequate and accessible access to covered services. At the provider level, we monitor to 
confirm that providers offer members timely access to care. 


We currently submit the required DHCFP network adequacy report quarterly; it details 
provider-to-member ratios, provider counts, and a summary of members with appropriate 
geographic access by county. We will implement any modifications to these existing reports, as 
may be required by DHCFP under the new Contract. 


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


4.14.9 Hospital Adequacy 
The Vendor must provide DHCFP with a quarterly report on the adequacy of contracted 
hospitals to the assigned recipient caseload.  The report shall document the number and types of 
specialties covered by contracted hospitals.  Reports must be submitted within forty five (45) 
business days after close of the quarter to which they apply. This report is added to Section 6 of 
Attachment I, Forms and Reporting Guide. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We currently submit the required DHCFP hospital adequacy report quarterly; for each 
geographic service area, this report outlines enrollee/hospital ratios and counts of all facility 
types. We will implement any modifications to these existing reports, as may be required by 
DHCFP under the new Contract. 
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4.14.10 Out-of-State Services 
The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the 
number and types of services provided to Nevada Medicaid recipients outside of the state of 
Nevada or its catchments. The report shall document the reasons the services were provided out 
of state.  Reports must be submitted within forty five (45) business days after close of the quarter 
to which they apply. This report is added to Section 6 Attachment I, Forms and Reporting 
Guide. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We currently submit the required DHCFP out-of-state services report quarterly; for each 
geographic service area, this report outlines the number of enrollees who traveled out of state 
for services, number of trips out of state, and the total cost of out-of-state services. We will 
implement any modifications to these existing reports, as may be required by DHCFP under 
the new Contract. 


4.14.11 Other Reporting 
The Vendor shall be required to comply with additional reporting requirements upon the request 
of DHCFP. Additional reporting requirements may be imposed on the Vendor if DHCFP 
identifies any area of concern with regard to a particular aspect of the Vendor’s performance 
under this contract.  Such reporting would provide DHCFP with the information necessary to 
better assess the Vendor’s performance. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup’s state partners often need new reports or special, ad hoc reports to meet ongoing 
management and data analysis needs. Amerigroup devotes skilled and experienced resources 
to report development and analysis to satisfy not only the requirements of our state customers, 
but also the needs of operations and management staff throughout the organization.  


Amerigroup’s corporate Enterprise Reporting Department has a team of more than 40 
employees dedicated to the creation of required regulatory, management, operational, and ad 
hoc reports. The team is well-versed in our systems, data models, and reporting tools, as well 
as the needs of managed care health plans, and can meet DHCFP needs for the delivery of 
ongoing defined regulatory reports as well as ad hoc reports in an agile and timely manner. 
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Employees throughout Amerigroup, including claims, member services, 
utilization management, and quality management, have access to 
powerful report development tools enabling them to create reports. 
Employees embedded in the functional department maintain a thorough 
and detailed understanding of the data and are trained in the tools 
available to extract, aggregate, and format data for reporting. 
Technology staff and functional staff collaborate to meet reporting 
needs. 


Our Enterprise Reporting team partners with the business functional 
departments to create ad hoc reports for our state partners. The team 
analyzes, designs, develops, tests, and delivers many of our regulatory 
reports and operational reports and also responds to ad hoc report 
requests. The RS Manager monitors the ad hoc report development 
and submission process, as shown in Figure 4.14.11-1. During the 
first stages of ad hoc report development, the RS Manager serves as 
the point person and the primary outlet for collaborating with the 
State. A primary contact point model has served both Amerigroup and 
our state partners well by gathering a clear and detailed definition of 
the state’s report requirements and report parameters. Effective 
communication and collaboration with our state partners provides a 
report that truly meets the states’ needs and provides useful and 
accurate data. After design, development, and testing, the business 
owner and the RS Manager review the completed ad hoc report before 
delivery to the State. 


 


  


Figure 4.14.11-1. We 
Closely Manage Ad  
Hoc Report Delivery 
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4.15 INFORMATION SYSTEMS AND 
TECHNICAL REQUIREMENTS 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix is shown in Table 4.15-1. 


Table 4.15-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.15.1  Data Requirements  4.15.1.1 – 4.15.1.6  4.15.1   


4.15.2  Interfaces  4.15.2.1 – 4.15.2.23  5.1.11.11 
4.15.3  Data Report Files  4.15.3.1 – 4.15.3.3  4.15.3   


4.15.4  HIPAA Transaction Requirements  4.15.4.1 – 4.15.4.7  4.15.4   


4.15.5  NPI/API Transaction Requirements  N/A  4.15.5   


4.15.6  ICD and EDI Compliance  N/A  4.15.6   


 


4.15.1 Data Requirements 
The Vendor will be required to provide compatible data in a DHCFP prescribed format for the 
following functions: 


4.15.1.1 Enrollment;  


4.15.1.2 Eligibility; 


4.15.1.3 Provider Network Data; 


4.15.1.4 PCP Assignment; 


4.15.1.5 Claims Payment; and 


4.15.1.6 Encounter Data.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Amerigroup’s Management Information System (MIS) maintains a comprehensive repository 
of data required to support managed care operations for Nevada and our Technology Services 
(TS) employees have the knowledge and expertise to deliver required data to DHCFP in the 
format, method, and schedule specified by DHCFP. We are currently providing all required 
data files to DHCFP in the prescribed format. We are ready and able to modify existing data 
file formats or provide new data files to DHCFP as required under the new Contract. 


4.15.2 Interfaces 
The Vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish 
schedules for each interface.  The DHCFP’s Medicaid Management Information System (MMIS) 
will interface with the Vendor’s system in the following areas, although not necessarily limited 
to these areas: 


4.15.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients 
for whom the health plan pays.)  


4.15.2.2 Health Plan - Weekly Stop Loss File 


4.15.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) 
File 


4.15.2.4 Health Plan - Network Data File 


4.15.2.5 Health Plan - Client Update File 


4.15.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 


4.15.2.7 MMIS - Encounter Data informational Errors File 


4.15.2.8 MMIS - SOBRA Error File 


4.15.2.9 MMIS - Stop Loss Error File 


4.15.2.10 MMIS - Stop Loss Rejection File 


4.15.2.11 MMIS - Health Plan Error File 


4.15.2.12 MMIS - Third Party Liability Update File 


4.15.2.13 MMIS - Client Demographic Data 


4.15.2.14 MMIS - Newborn Data 


4.15.2.15 MMIS - Daily Health Plan Enrollee File 


4.15.2.16 MMIS - Health Plan Enrollee File 


4.15.2.17 MMIS - Network Data Exception File 


4.15.2.18 MMIS - Network Primary Care Provider (PCP) Updates 


4.15.2.19 MMIS - Client PCP changes 


4.15.2.20 MMIS - Client Enrollment Updates 
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4.15.2.21 MMIS - Health Plan Notification 


4.15.2.22 Health Division Immunization Registry 


4.15.2.23 Vital Statistics Birth Records 


All transactions must be in a HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, Vendors will find EDI 
Companion Guides at the following website: 
http://www.healthlink.com/edi_companion_guide.asp. These companion guides contain HIPAA-
compliant technical specifications. 


The Vendor shall be responsible for any new and/or modified interfaces that may be required by 
CMS, including but not limited to, HIPAA regulations, and at the vendor’s own expense. 


Vendors may access additional information regarding the MMIS system and associated 
interfaces by requesting review of the redacted version of the First Health Services Contract and 
attachments. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As a Medicaid MCO in Nevada, we currently have operational interfaces with DHFCP and its 
fiscal agent. We are compliant with DHFCP interface requirements and will continue 
compliance under the new Contract. 


Amerigroup closely monitors federal and State requirements that impact interface 
requirements, including HIPAA requirements for electronic transactions. We will continue to 
collaborate with DHCFP and its fiscal agent to define testing and implementation schedules 
for transitioning to new interface formats. 


Secure ongoing data interfaces are a strength and core competency of Amerigroup’s TS 
Department. We have more than 16 years of experience in exchanging data with our ancillary 
vendors and states and their agents, including enrollment brokers, fiscal agents, and 
intermediaries; external quality review organizations; recovery audit contractors; and others. 
We are 5010 compliant and currently support interfaces in the HIPAA standard X12 and 
National Council for Prescription Drug Programs (NCPDP) formats as well as HL7 and many 
state-specific formats. When establishing new data interfaces, we collaborate with the external 
entity to identify detailed data transmission requirements and to establish and test connectivity 
and exchanges. 


We have fully responded to this SOW requirement in Section 5.1.11.11.   
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4.15.3 Data Report Files 
Upon request from DHCFP, the Vendor must provide encounter data report files in prescribed 
data fields to DHCFP’s encounter data processing agent on a monthly basis.  DHCFP will 
provide the required data fields and data transfer instructions upon at the time of the request, and 
will allow a time frame mutually agreeable to DHCFP and the Vendor from the delivery of this 
information for the Vendor to comply with this requirement.  


Encounters must: 


4.15.3.1 Successfully pass through the HIPAA compliance editors used by the State’s fiscal 
agent. The DHCFP will not entertain any requests for other compliance checkers to 
be used for the convenience of proposers. 


4.15.3.2 In developing the encounter data interface, the Vendor will be provided with 
companion guide and details of any applicable edits and description of edits. The 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


4.15.3.3 A minimum of ninety-five percent (95%) of the data must successfully pass all 
encounter edits within the first six (6) months of submission, with ninety seven 
percent (97%) passing all thereafter. In the event the Vendor fails to demonstrate 
affirmative, good faith efforts to achieve these requirements, progressive sanctions, 
including monetary penalties, may be applied until data submissions meet the 
required standards. The Vendor will not be held liable for encounters that do not 
successfully pass all encounter edits if the Vendor is not solely responsible for the 
failure. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We are currently submitting monthly encounter files to DHCFP in the State’s prescribed 
format. 


We understand and support the direction that DHCFP is taking with its data warehouse 
approach to encounters. We understand the challenges that the State is currently facing and 
are providing whatever assistance we can to help the DHCFP meet its goals for encounter file 
submission. When DHCFP is ready to receive a HIPAA-compliant encounter file from 
Amerigroup, we will be ready. 


Amerigroup understands that DHCFP’s fiscal agent will apply edits to encounters and that a 
companion guide will include edit descriptions. Amerigroup has experience working with 
DHCFP’s fiscal agent, Hewlett Packard, including submitting encounter files through their 
HIPAA compliance editor. In our Georgia health plan, for example, during the 18-month 
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period ending March 31, 2011, more than 99 percent of our encounters passed both the fiscal 
agent’s HIPAA compliance checks and Medicaid Management Information System (MMIS) 
edits and were accepted. We have developed a good working relationship with technical staff, 
working closely with them to understand State-specific edits and technical rules, as well as 
submission timing and protocols. We are leveraging this knowledge and experience to 
generate accurate X12 837 encounter files for DHCFP. 


Based on the extensive editing that our systems perform and our experience with our other 
state partners, we expect to have no problem meeting the requirement that 95 percent of 
encounter records pass compliance edits executed by DHCFP within the first six months and 
97 percent thereafter. 


For additional information on our process for submitting encounters, please see Section 
5.1.11.12. 


4.15.4 HIPAA Transaction Requirements 
All electronic transactions must be accepted/transmitted in a HIPAA-compliant format.  These 
include, but are not limited to: 


4.15.4.1 Premium payments (X12F 820) 


4.15.4.2 Enrollment and disenrollment into a health plan (X12N 834) 


4.15.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization) 


4.15.4.4 Referrals and prior authorizations (X12N 278-both request and approval of 
authorization) 


4.15.4.5 Claims encounter data (X12N 837 and NCPDP) 


4.15.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response) 


4.15.4.7 Payment and remittance advice (X12N 835-remittance advice) 


In addition to complying with the requirements of the National EDI Transaction Set 
Implementation Guide, proposers will find EDI Companion Guides at the following website: 
http://www.healthlink.com/edi_companion_guide.asp.  These companion guides contain HIPAA 
compliant technical specifications for each transaction. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.    
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We are currently accepting and transmitting HIPAA-standard transactions listed in Section 
4.15.4 of the RFP, including 834, 837 I, P, and D, 835, 820, 824, 277U, 271U, 270/271, and 
997 formats. We also have the capability to exchange the 276/277 and 278 transactions. We 
are compliant with the 5010 standard for these transactions and also support the NCPDP D.0 
standard. We have a track record of close collaboration with DHCFP to successfully receive 
and process HIPAA-compliant transactions. 


Our TS Department carefully monitors HIPAA, Health Information Technology for 
Economic and Clinical Health Act (HITECH), and other federal and State requirements to 
identify the impact changes in electronic transactions and code sets have to our systems and 
operations. To address changes required for compliance, we create a project, define the scope, 
assign resources, and monitor progress toward compliance. Compliance with ICD-10 is 
currently underway. We also have a corporate project focused on compliance with new federal 
operating rules as part of the Patient Portability and Affordable Care Act (ACA) mandate for 
Administrative Simplification. 


For additional information on Amerigroup’s ability to accept and transmit HIPAA-compliant 
transactions, please see Section 5.1.11.12. 


4.15.5 NPI/API Transaction Requirements 
The Vendor must provide DHCFP with an National Provider Identifier, (NPI), including any 
taxonomy code(s), with their proposal, unless it is determined that they are neither a covered nor 
an eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the State’s 
fiscal agent.  The Vendors must electronically transmit and receive fully HIPAA compliant 
transactions.  This applies to all HIPAA regulations currently effective and those in draft form.  
Throughout the duration of the initial contract and any extensions, the State will not bear any of 
the cost for any enhancements or modifications to the Vendors information system(s) or the 
systems of any of the Vendors subcontractors or Vendors, to make it compliant with any HIPAA 
regulations. This includes those HIPAA requirements currently in effect or future regulations as 
they become effective.  


All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This 
includes but is not limited to, providing DHCFP, through its fiscal agent, the NPI on all 
providers. 


Without exception, all providers contracting through the Vendor must be registered with DHCFP 
as a Medicaid provider. This includes any providers who are required to have NPI and those who 
are not required by CMS, but are eligible to receive an NPI.  If an eligible provider submits their 
claims on paper, they must still use an NPI, and the shadow claim of that paper encounter must 
be submitted from the Vendor to the State’s fiscal agent electronically and it must include the 
provider's NPI.  This applies for any providers who have obtained a taxonomy code in addition 
to their NPI.  The taxonomy code must be provided to the State’s fiscal agent, and that taxonomy 
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code must be used appropriately on all encounters submitted to the State’s fiscal agent on behalf 
of DHCFP.  The same NPI and taxonomy codes must be used for any third party insurance, 
including but not limited to private insurance and Medicare, for which the Vendor rebills. 


Without exception, all encounters from sub-capitated providers must be captured by the Vendor 
and transmitted to the State’s fiscal agent following the guidelines outlined above.  These must 
be fully detailed encounters following HIPAA requirements and using HIPAA compliant 
transactions, including but not limited to the use of NPI and taxonomy. 


For those providers who are defined as "Atypical" by federal regulation, a similar state devised 
numbering system will be used.  The State calls this an Atypical Provider Identifier (API).  This 
API is issued by the State’s fiscal agent on behalf of the State.  The Vendors must be capable of 
accepting and transmitting this API.  All encounters from atypical providers must be captured by 
the Vendors and submitted to the State’s fiscal agent using the API.  The Vendors must ensure 
that every atypical provider contracted with them has obtained this API from the State’s fiscal 
agent before any payment can be made by the Vendor to that provider.. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We have been National Provider Identifier (NPI) and Atypical Provider Identifier (API) 
compliant since 2007. 


4.15.6 ICD and EDI Compliance 
Contractor must maintain current International Classification of Diseases (ICD) and Electronic 
Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding 
will be provided for contractor’s compliance. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We are currently compliant with CMS regulation, policy, and schedule for International 
Classification of Diseases (ICD) and Electronic Data Interchange (EDI). We acknowledge 
that continued compliance is our responsibility. 


Amerigroup has a corporate project underway to address ICD-10. Our approach to ICD-10 is 
to adopt and implement the code set standard and we are on track to be compliant by October 
1, 2014. Amerigroup has continued our work on ICD-10 despite the delay in compliance 
deadline. Our approach is to assess the functional/operational impact of ICD-10, working with 
all business areas across the organization to identify ICD-9 usage and potential for ICD-10 
impact. We have completed a thorough gap analysis of and identified all impacted processes.  
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By the end of 2012, we will have completed the following: 


 Analysis of the systems and operational processes requiring remediation 


 Internal and external communications plans for 2013 and 2014 


 Identified internal and external training needs and begun development of detailed 
training plan 


 Developed training materials for our claims coding employees, including knowledge 
base for continued skills development 


 Identified contracts for facility and non-facility providers impacted by ICD-10 
implementation 


We are positioned to begin remediation activities in early 2013 and plan to be ready for 
external testing in the first quarter of 2014. We are also working closely with our vendors to 
track their ICD-10 status and monitor their progress towards compliance. 


Amerigroup also has a corporate project focused on compliance with new federal operating 
rules as part of the Patient Portability and Affordable Care Act (ACA) mandate for 
Administrative Simplification. Section 1104 requires that all HIPAA covered entities be 
compliant with applicable HIPAA standards and associated operating rules. Amerigroup is on 
track to meet the January 2013 compliance date for Council for Affordable Quality 
Healthcare (CAQH®) Committee on Operating Rules for Information Exchange (CORE®) 
Eligibility & Claim Status Operating Rules and planning for the timely implementation of the 
EFT/ERA Standard and Operating Rules by January 2014. Amerigroup continues to monitor 
related legislation and developments for ongoing compliance with all measures of 
Administrative Simplification. 
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4.16 DHCFP RESPONSIBILITIES 
Amerigroup Nevada has built a strong, collaborative relationship with DHCFP and its agents 
in support of our Medicaid and Nevada Check Up Contract. We will continue this spirit of 
partnership under the new Contract. 


4.16.1 External Quality Review 


 DHCFP will contract, to the extent required by federal law, with an External Quality 
Review Organization (EQRO) to conduct independent, external reviews of the quality 
of services provided by the Vendor.  These reviews will be conducted at least 
annually. 


4.16.2 Due Process 


 4.16.2.1 The DWSS is responsible for all appeals pertaining to eligibility for 
Medicaid. The DHCFP is responsible for all appeals pertaining to eligibility for the 
Children’s Health Insurance Program (CHIP), the appeals process for disenrollment 
from managed care programs, and for providing a State Fair Hearing to all recipients 
who request such a hearing for all actions taken on medical assistance program 
benefits. 


 4.16.2.2 DHCFP will receive all recipient requests for state fair hearings, arrange 
for the fair hearings and provide the fair hearings officer.  Upon receipt of the fair 
hearing request, DHCFP will forward a copy to the Vendor. 


4.16.3 DHCFP On-Site Audits 


                  The DHCFP may schedule on-site audits at the Vendor’s primary place of business. 
The purpose of these audits is to confirm contract compliance and to more effectively 
manage DHCFP contract monitoring and oversight responsibilities of the Vendor.  
These audits will be scheduled in advance and will focus on contract sections prior 
identified by the DHCFP. The Vendor will be informed of the scheduling, focus of 
the audit and the expectations regarding Vendor’s participation no less than thirty 
(30) days in advance of the on-site visit. The vendor will have all prior requested data 
and information available at the time the audit begins. 


4.16.4 Actuarial Services 


The DHCFP will contract to the extent required by federal and state law with an actuarial 
contractor to establish rates using a methodology that is certified as actuarially sound and in 
compliance with state and federal law.  Rate reviews will be conducted at least annually. 


4.16.5   Data Interface: 
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The DHCFP will contract with an encounter data processing agent to accept, edit, process, and 
review encounter data submitted by contracted Vendors.  It is DHCFP’s sole responsibility to 
determine the format in which the data is to be submitted. 


The Vendor will work closely with the State staff and the State's fiscal agent to establish 
schedules for each data interface.  The Vendor’s data system will interface with the DHCFP’s 
MMIS data system in the following areas, although not necessarily limited to these areas:  


4.16.6.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients 
for which the health plan pays);  


4.16.6.2 Health Plan - Weekly Stop Loss File;  


4.16.6.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) 
File;  


4.16.6.4 Health Plan - Network Data File;  


4.16.6.5 Health Plan - Client Update File;  


4.16.6.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP);  


4.16.6.7 MMIS - Encounter Data informational Errors File;  


4.16.6.8 MMIS - SOBRA Error File;  


4.16.6.9 MMIS - Stop Loss Error File; MMIS - Stop Loss Rejection File;  


4.16.6.10 MIS - Health Plan Error File; MMIS - Third Party Liability Update File;  


4.16.6.11 MIS - Client Demographic Data; MMIS - Newborn Data;  


4.16.6.12 MIS - Daily Health Plan Enrollee File;  


4.16.6.13 MIS - Health Plan Enrollee File;  


4.16.6.14 MIS - Network Data Exception File;  


4.16.6.15 MIS - Network Primary Care Provider (PCP) Updates;  


4.16.6.16 MIS - Client PCP changes;  


4.16.6.17 MIS - Client Enrollment Updates; and 


4.16.6.18 MIS - Health Plan Notification. 


All transactions must be in a HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, EDI Companion 
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Guides can be found at the following website: http://www.medicaid.nv.gov/providers/edi.aspx. 
These companion guides contain HIPAA compliant technical specifications. 


Further information regarding managed care interfaces, inputs, processing and outputs is 
available through a soft copy of the fiscal agent’s REDATED proposal in the DHCFP 
Information Technology library. 


4.16.7  Website Access 


The DHCFP will maintain an Internet link on its official website at which the Vendor’s website 
can be accessed. 


Amerigroup Nevada acknowledges understanding of the DHCFP requirements presented in 
Sections 4.16.1 through 4.16.7 of the SOW. We will continue to work collaboratively with 
DHCFP and its agents to deliver managed care services to our Medicaid and Nevada Check 
Up members. 
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4.17 COST CONTAINMENT AND/OR COST 
AVOIDANCE INITIATIVES 
The Vendor shall develop policies and procedures that ensure cost containment and avoidance 
initiatives that positively impact health outcomes and result in cost savings to the State.  Cost 
containment and avoidance initiatives must be provided to the DHCFP for review and approval 
prior to implementation.  


The Vendor will also propose a shared savings model focusing on reductions in behavioral and 
mental health related lengths of stay, re-admissions, and ER utilization in general hospitals. 
Disincentives shall be created to reduce the over-utilization of referrals from general hospitals to 
State IMD hospitals.   


The Vendor will also demonstrate its ability to operate an effective claims processing system that 
minimizes payment errors and, through the effective use of system edits and audits, prevents loss 
of public funds to fraud, abuse, and/or waste. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Amerigroup Nevada takes pride in being responsible stewards of Nevada taxpayer dollars. 
From carefully crafted shared savings programs to exhaustive claims edits, we continually 
seek to maximize efficiency and cost effectiveness while improving health outcomes. In this 
section, we discuss our initiatives to ensure cost containment and avoidance through: 


 Innovative programs to positively impact health outcomes, including: 


 Present initiatives, including reducing C-section rates, restructuring case 
management, and improving management of inpatient care 


 Proposed initiatives, including reducing the rate of dental sedation, ensuring 
members receive care in the most appropriate setting, and implementing a shared 
savings partnership for primary care services 


 Shared savings models for behavioral and mental health related services in general 
hospitals, including disincentives to reduce referrals from general to State Institution 
for Mental Diseases (IMD) hospitals 


 Claims processing, including system edits and audits; third-party liability (TPL); and 
fraud, waste, and abuse prevention, detection, and correction 







 Tab VI – Section 4 – Scope of Work 
 4.17 Cost Avoidance and/or Cost Avoidance Initiatives 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-380 
November 15, 2012 


Innovative Programs to Positively Impact Health 
Outcomes 
Amerigroup Nevada has learned there is no single answer to the challenge of improving 
health outcomes and lowering healthcare costs in Medicaid programs. Therefore, we have a 
disciplined process to identify, implement, execute, and monitor new initiatives to impact 
health outcomes which result in cost savings to the State.  


Our process begins with identification of a possible initiative. We identify possible initiatives 
by reviewing our own historical utilization and cost data, as well as issues that are adversely 
affecting the State as a whole. For example, we implemented our Obstetrical Pay-for-
Performance program (described below) to address Nevada’s higher-than-average C-section 
rates. 


Once an opportunity is identified, we assess both the financial value and implementation costs. 
If solid returns are validated, we set annual targets using proven methodologies, develop 
execution plans, and then implement them. After the initiatives have been in place for a 
defined period of time, we begin monthly measurements of the cost value of each initiative.  


In 2011 and 2012, clinical leaders at Amerigroup Nevada successfully implemented a number 
of initiatives that positively affect health outcomes. Amerigroup Nevada will continue to 
submit new cost containment and avoidance initiatives to DHCFP for review and approval. 


See the Confidential Technical Volume for proprietary information. 
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Shared Savings Models 


Reducing Behavioral Health Related Utilization in 
General Hospitals: Shared-savings Model 
Amerigroup Nevada recognizes the need to reduce medically unnecessary behavioral health 
related lengths of stay, re-admissions, and ED utilization. Overcrowding and utilization of 
hospital EDs from individuals seeking behavioral health services has led to improper 
discharge and lack of necessary follow-up care, particularly in the Las Vegas area. Nevada 
also has higher-than-average rates of hospital utilization and readmission. According to the 
Substance Abuse & Mental Health Services Administration’s (SAMHSA) Center for Mental 
Health Services (CMHS), there is a 26.9 percent readmission rate for Nevadans discharged 
with mental health diagnoses after 30 days, compared to the national average of 9.1 percent. 


In 2011, we implemented prior authorization requirements on specific behavioral health 
services such as basic skills training and psychosocial rehabilitation to confirm medical 
necessity and prevent over-utilization or abuse. This initiative realized approximately 38 
percent in cost savings and avoidance from 2011 and 2012 and ensures that members receive 
the most appropriate care for their conditions. 


To advance to the next level of management of behavioral health services, we propose to 
collaborate closely with one of Nevada’s leading behavioral healthcare groups on an initiative 
to improve health outcomes and lower healthcare costs.  Our approach will include a shared-
savings model with these behavioral health providers that will promote the delivery of quality, 
cost-effective services in the most appropriate, least restrictive setting. 


Our approach will reflect the local Nevada provider community including its capacity, 
services, and referral patterns. To help address overcrowding in the ED, for example, our 
solution includes a Rapid Response Team that will provide onsite screening for members 
presenting to the ED for a mental health or substance abuse condition.  


We will also leverage the experience of our affiliated health plans. For example, in Tennessee, 
our affiliated health plan has developed a unique shared-savings model with community 
mental health centers (CMHC) that focuses on improving the quality and appropriate service 
utilization for high-risk members. 


Proposed Approach 


Amerigroup Nevada recently executed an agreement with Harmony Healthcare, one of the 
largest behavioral health providers in southern Nevada, to deliver mental health and 
substance abuse services to our members in Clark County. We selected Harmony for the 
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breadth and depth of its affiliated providers and also because of its expertise in and 
commitment to promoting care in the right place at the right time for each member through a 
well-developed provider network. 


Once we have the requisite level of accumulated data, we propose to implement a risk-sharing 
or shared-savings component to the contract. We will analyze cost and utilization data to 
identify areas of potential over-utilization. Through our analysis, we will target measures to 
use as quality indicators of performance for shared savings. These may include such measures 
as: 


 Presence of at least one assigned PCP visit within the last 12 month period   


 Decrease in total ED visits  


 Decrease in acute psychiatric 30-day readmissions  


 Improvement in 7 day follow up post mental health admission  


 Improvement in 30 day follow up post mental health admission  


 Improvement in diabetes screening for members with schizophrenia and bipolar 
disorders on antipsychotics  


 Improvement in cardiovascular screening for members with schizophrenia and bipolar 
disorders on antipsychotics  


 Improvement in adherence to antipsychotics by those with diagnosis of schizophrenia 


 Decrease in acute psychiatric inpatient visits 


 Improvement in antidepressant medication initiation  


 Improvement in antidepressant medication continuation  


To qualify for shared savings, Harmony Healthcare must achieve a minimum quality score on 
the HEDIS and cost measures for its member population. We will provide Harmony with 
interim and annual reporting on its performance against the measures. 


Reducing Referrals from General Hospitals to State IMD Hospitals 


We understand the need to reduce unnecessary referrals to State IMD hospitals. According to 
the Substance Abuse & Mental Health Services Administration’s (SAMHSA) Center for 
Mental Health Services (CMHS), Nevada’s state hospital utilization rate for mental health is 
1.19 per 1,000 population, compared to the national average of 0.50 per 1,000. 
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In our shared-savings model with Harmony, we propose to include a measure that tracks the 
number of referrals from general hospitals to State IMD hospitals. This measure will be tied to 
the shared-savings model. 


Claims Processing 
Amerigroup provides timely, accurate, and consistent claims processing and payment. We also 
employ various tactics to maximize cost containment and avoidance on a prospective and 
retrospective basis to ensure financial integrity. 


Our claims processing system includes automated routines 
which apply a series of standard and State-specific edits and 
also edit claims data using industry-recognized products such 
as code review and code-bundling software. We have processed 
more than 1.6 million claims under our Medicaid and Nevada 
Check Up Contract since beginning operations. September, 
2012 quality results showed financial accuracy of 99.94 
percent and payment accuracy of 99.21 percent. 


We also have extensive experience and established processes to identify, validate, and collect 
any requisite legal liability from third parties, in accordance with State and federal 
requirements. Our cost avoidance and post-pay recovery efforts resulted in $4,172,283 in 
savings in 2011 and are projected to be more than $5.2 million for 2012. Amerigroup employs 
several cost containment and avoidance measures that focus on cost savings. These include: 


 Identifying other health insurance (OHI)  


 Collecting coordination of benefits (COB), TPL, and subrogation  


 Preventing, detecting, and correcting fraud, waste, and abuse 


Identifying OHI  
Amerigroup has extensive experience and established processes to identify claims that are 
eligible for alternative forms of reimbursement.  


All potential OHI leads are submitted to a dedicated Amerigroup unit for validation. This unit 
conducts a daily review of all OHI and TPL leads received throughout the company from 
members, providers, and others. They validate this information with the primary carrier; if 
appropriate, it is added to the member’s record in our claims system.  
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Amerigroup regularly shares our member demographic data with our post-payment recovery 
vendor, who uses it to search an extensive data repository of OHI information for any new, 
modified, or terminated coverage for members. The findings are reported at least monthly to 
our Cost Containment Department for validation and addition to the member’s record. 


See Section 5.1.11.6.D for more information on how we identify OHI. 


Collecting COB, TPL, and Subrogation 
We will continue to pursue COB/TPL and conduct subrogation in accordance with State and 
federal laws and regulations, as well as Sections 103.6 and 3603.20 of the Nevada Medicaid 
Services Manual. We analyze paid claim data to retrospectively identify opportunities for 
COB/TPL recoveries. We provide our recovery vendor with a monthly data file of all processed 
claims to identify the appropriate primary carrier. Our vendor compares claims information 
against its data repository that contains health information from more than 150 health 
insurance organizations. 


When overpayments are identified, we follow documented procedures to recover 
overpayments. When new OHI information is identified, it is incorporated into the member 
record to facilitate proper coordination of future claims. All reimbursements are directed to 
Amerigroup Nevada and recoveries are noted in the claims record for reporting to DHCFP 
through reports and the encounter process.  


See Section 5.1.11.6.D for more information on our efforts in TPL and subrogation. 


Preventing, Detecting, and Correcting Fraud, Waste, 
and Abuse 
Amerigroup’s current techniques for detecting fraud, waste, and abuse include the following 
intelligent software applications:  


 Prepayment audit software focusing on submitted claims: The system automatically 
and comprehensively audits codes before claims are paid. It identifies the appropriate 
relationship between thousands of medical, surgical, radiology, laboratory, pathology, 
and anesthesiology procedures.  


 Prepayment fraud detection software detects fraud, waste, and abuse in healthcare 
claims before payment and identifies suspicious providers as soon as aberrant behavior 
patterns emerge. Using these tools, we have been able to identify previously unknown 
patterns of suspicious behavior and more high-risk claims with low false-positives. 
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We continually mine claims data to identify potential cases of fraud on a retrospective basis. 
We use EDIWatch Intelligent Investigator™, a fraud detection tool designed specifically for 
healthcare investigators, investigation management, and support staff. EDIWatch Intelligent 
Investigator is a retrospective, rules-based data analysis system optimized for the purposes of 
healthcare fraud detection. EDIWatch Intelligent Investigator applies thousands of statistics, 
rules, and trends against paid claims data. These rules cover all general categories of potential 
healthcare fraud and abuse, including provider, member, facility, dental, and pharmacy. 
EDIWatch Intelligent Investigator maintains claims data for three years and identifies 
instances where values fall outside or in excess of norms. The aberrant providers identified 
through EDIWatch become leads for Amerigroup’s Corporate Investigations Department 
(CID) investigators.  


See Section 5.1.11.6.C for more information on our plan to identify and report suspected 
provider and recipient fraud.  
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5.1 VENDOR INFORMATION 


5.1.1 Company Profile 
Vendors must provide a company profile in the table format below. 


Table 5.1.1-1. Profile of Amerigroup Nevada, Inc. 


Question  Response 


Company name:  AMERIGROUP Nevada, Inc. 
Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation:  Nevada 
Date of incorporation:  August 11, 2005 
# of years in business:  4 years 


List of top officers: 


Eric Lloyd, President and CEO 
Scott W. Anglin, VP and Treasurer 
Nicholas J. Pace, VP and Secretary 
Dr. Richard Roberts, VP and Medical Director  


Location of company headquarters: 
7251 West Lake Mead Blvd., Ste. 104 
Las Vegas, NV 89128 


Location(s) of the company offices: 
7251 West Lake Mead Blvd., Ste. 104 
Las Vegas, NV 89128 


Location(s) of the office that will 
provide the services described in 
this RFP: 


7251 West Lake Mead Blvd., Ste. 104 
Las Vegas, NV 89128 
 


Number of employees locally with 
the expertise to support the 
requirements identified in this RFP: 


47 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


76.75 


Location(s) from which employees 
will be assigned for this project: 


7251 West Lake Mead Blvd., Ste. 104 
Las Vegas, NV 89128 
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5.1.2 NRS 80.010 
Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 


N/A: AMERIGROUP Nevada, Inc. is not a foreign corporation. 


5.1.3 Appropriate Licensure 
The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information 
regarding the Nevada Business License can be located at http://sos.state.nv.us. 


Table 5.1.3-1. Nevada Business of Amerigroup Nevada, Inc. 


Question  Response 


Nevada Business License Number:  NV20051537996 
Legal Entity Name:  AMERIGROUP Nevada, Inc. 
 
 
Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


Yes    No  √ 
 
Amerigroup Nevada, Inc. also does business as “Amerigroup Community Care.” Amerigroup 
Nevada, Inc. has used an approved doing business as (DBA) name of Amerigroup Community 
Care on certain company materials and communications since 2009.  


5.1.4 Verification of Licensing Requirements 
Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 


AMERIGROUP Nevada, Inc. holds a Certificate of Authority to operate as an HMO in the 
mandatory managed care counties issued by the Department of Insurance. The license was 
issued on March 30, 2006, and has been maintained continuously since its date of issue.  
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Additionally, based on our proposed corporate structure, AMERIGROUP Corporation also 
holds two licenses issued by the Nevada Division of Insurance in accordance with Nevada 
statutes and regulations governing utilization review and claims payment activities:  


 Utilization Review Agent license issued February 8, 2006, and maintained 
continuously since its date of issue 


 Third Party Administrator license issued June 2, 2009, and maintained continuously 
since its date of issue 


5.1.5 Contracts with State of Nevada Agencies 
Has the vendor ever been engaged under contract by any State of Nevada agency? 


Yes  √  No   
 
If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 


Amerigroup Nevada, Inc. holds a contract with Nevada Department of Health and Human 
Services, Division of Health Care Financing and Policy.  


Table 5.1.5-1. Amerigroup Nevada, Inc. Currently Holds Contracts with the State of Nevada 


Question  Response 


Name of State agency:  Nevada Department of Health and Human Services 
Division of Health Care Financing and Policy  


State agency contact name:  John Whaley, Chief of Business Lines 
Dates when services were 
performed: 


February 1, 2009 – present 


Type of duties performed:  RFP/Contract #1509: Provide risk‐based capitated HMO 
services in support of the Title XIX (Medicaid) and Title XXI 
State Child Health Insurance Program (SCHIP) medical 
assistance programs.  


Total dollar value of the contract:  $761,765,047.54 


5.1.6 Employees of the State of Nevada 
Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 


Yes    No  √ 
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5.1.7 Contract Failures, Breaches, and Litigation 
Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP 
must also be disclosed. 


Does any of the above apply to your company? 


Yes    No  √ 
 


5.1.8 Insurance Requirements 
Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988.  Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 


 
 


 
Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP.  In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Amerigroup Nevada acknowledges the requirement to provide the Certificates of Insurance 
upon contract award.  


 


Yes  √  No   
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5.1.9 Company Background and Qualifications 
Company background/history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages. 


5.1.9.1 Corporate Background 


A.  Provide a general description of the primary business of your organization and its 
client base. Include the length of time vendor has been providing services described 
in this RFP to the public and/or private sector.  


AMERIGROUP Nevada, Inc. (Amerigroup Nevada) manages public sector health care 
programs in Nevada and is well qualified to provide health care services for more than 85,000 
Medicaid, CHAP, and Nevada Check Up members. For nearly four (4) years, we have served 
Washoe and Clark County members—mainly mothers and children—the average age of 
which is 11, with 81 percent 18 years of age or younger. Amerigroup Corporation (our parent 
company) and our affiliates (collectively Amerigroup) have more than 16 years of experience 
providing managed care services to Medicaid, CHIP, the uninsured, and Medicare 
populations, including managing large-state Medicaid contracts. Today, Amerigroup serves 
approximately 2.7 million members through health plans in 13 states with the 14th going live 
in the first quarter of 2013. Our extensive track record includes managing services and 
populations across the continuum of care, including physical and behavioral health; LTC; 
home and community-based services (HCBS); foster care; Supplemental Security Income 
(SSI); aged, blind, and disabled (ABD); and rural populations. 


B.  Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.  


Amerigroup Nevada, a wholly owned subsidiary of Amerigroup, was invited to participate in 
the program by DHCFP when another MCO exited the market. We stepped in February 1, 
2009, and launched operations within 120 days of contract award. Amerigroup, our parent 
company, is an organization that focuses on meeting the healthcare needs of low-income and 
medically vulnerable Americans in the Medicaid and Medicare programs. Amerigroup 
Corporation owns 100 percent of the issued and outstanding shares of common stock of 
Amerigroup Nevada. As of production of this proposal, Amerigroup is aware that four entities 
own beneficially five percent or more of the outstanding shares of Amerigroup Corporation 
common stock. These entities are FMR, LLC; Artisan Partners Limited Partnership; Capital 
World Investors; Vanguard Group, and Institutional Investment Advisors.  


C.  Is your firm a resident of Nevada or a resident of another state? If so, please list the 
state of residence. Does your resident state apply a preference, which is not afforded 
to bidders or vendors who are residents in the state of Nevada? This information may 
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be utilized in determining whether an inverse preference applies pursuant to Nevada 
Revised Statutes. 


Amerigroup Nevada, Inc. is a resident of Nevada and was incorporated on August 11, 2005, as 
a Nevada-domiciled company.  


D.  The location of disaster recovery back-up site. 


The disaster recovery back-up site is located at the: DR Collocation Site, AT&T Internet Data 
Center, C/O Site 18396, 11830 Webb Chapel Rd., Dallas, TX 75234. There is a direct 
connection between the production data center in Virginia Beach, VA, and the Dallas, TX, hot 
site, which allows immediate backup Internet access for the entire enterprise if needed.  
 
E.  The name, address and telephone number of the Vendor’s point of contact for a 


contract resulting from this RFP. 


Eric Lloyd, Chief Executive Officer, Amerigroup Nevada, Inc., 7251 West Lake Mead Blvd., 
Ste. 104, Las Vegas NV 89128; the phone number is (702) 228-1308. 


F.  The size of organization in assets, revenue and people.  


Table 5.1.9-1.Organization in Assets, Revenue and People     


Amerigroup Nevada  Through 2nd quarter 2012 


Assets   $44,482,676 
Revenue  $91,682,411 
Employees  47 
Amerigroup Corporation (parent company)  Through 2nd quarter 2012 


Assets   $2.9 billion 
Revenue  $6.4 billion 
Employees  6,600 


 


G.  The organizational chart of your senior management by function including key 
personnel.  


Please see Figure 5.1.9-1 on the following page for an organizational chart of our senior 
management by function including key personnel. 


H. The areas of specialization. 


Amerigroup specializes in Medicaid Managed Care and serves more than 2.7 million members 
through a variety of public programs, including Medicaid, Temporary Assistance for Needy 
Families (TANF—with more than 1.4 million mothers and babies), CHIP, uninsured adults, 
and people with disabilities/ Supplemental Security Income (SPD/SSI), as well as Medicare. 
Amerigroup drives value by focusing on the high-need, high-cost populations and innovating 
cost-effective solutions through integrated care management strategies. See Figure 5.1.9-2 on 
page 8. 
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Figure 5.1.9-1. Organizational Chart  


 


 


 


I.  The company’s main product/service lines and annual revenues for the two most recent years for which full data are 
available. 


Table 5.1.9-2. Amerigroup Nevada’s Revenue and Membership for Past Two Years 


Amerigroup Nevada 2010    Amerigroup Nevada 2011 


Medicaid revenue   $12,867,925.85     Medicaid revenue   $14,014,420.96  
Medicaid membership   67,027     Medicaid membership   77,820  
CHIP revenue  $591,606.83    CHIP revenue  $674,287.28 
CHIP membership  5,805    CHIP membership  5,785 
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Figure 5.1.9-2. Services Provided by Amerigroup 


 


J.  The corporate philosophy and mission statement. 


Corporate philosophy: We will be a different kind of health insurance company—a company 
that does well by doing good. Mission: To provide Real Solutions for members who need a 
little help by making the healthcare system work better while keeping it more affordable for 
taxpayers.   


K.  A description of any plans for future growth and development of your organization. 


Amerigroup and Amerigroup Nevada 
stand ready to continue partnering with 
DHCFP as new populations, services, 
and geographies are added. Our broad 
experience in Nevada and in our other 13 
health plans enables us to scale new 
programs and solutions to address 
Nevada’s healthcare needs. Additionally, 
we anticipate future growth and 
development to support an influx of 
members through expansions and 
opportunities offered by the Accountable 
Care Act (ACA). Here are some of the 
areas on which we are focusing:  


Medicaid Expansion: leverage our depth 
of experience around providing cost-
effective integrated benefits, services, 
care management, and transition plans 


Health insurance exchange: expand the frame work we have developed so far in order to meet 
future individual needs and State challenges and integrating member transition processes  


Health homes: support ACA guidelines to provide health homes to Medicaid members with 
chronic illnesses to achieve more accessible, cost-effective, high-quality primary care, and 
further support primary care practices in their effort to improve patient outcomes 


Health information exchange: deepen the links and training among the health information 
exchange, electronic health records, and the methods for provider collaboration 


Other populations: anticipate the changing needs for future populations such as the ABD, the 
children/adolescents in the juvenile justice system/foster care programs, and the 
approximately 70,000 potential members who are eligible but have not previously applied. We 
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Table 5.1.9-2. More than 600,000 
Members Added Since January 2011 
Amerigroup Market Expansion/Business 


Line Additions Since January 2011 


TANF: new members  548,118 
CHIP: new members  46,066 
Long‐term Care: new members  6,033 
ABD: new members  5,805 
Medicare: new members  1,178 


Total:  607,200 


now serve more than 279,000 ABD/dual-eligible individuals and will continue to expand 
current benefits/services/transition plans to include these populations.  


L.  Please identify any recent market expansion and/or business line addition by your 
organization. Describe the implementation approach and methodology you employed 
for the market expansion and/or additional business line identified. For example, what 
kind of planning and project management techniques, what resources and 
organization, etc.? 


As the table illustrates, Amerigroup has welcomed 
new members across all products in all our states 
since January 2011. We have expanded products, 
including long-term care and the uninsured; 
services, ranging from physician/hospital and 24-
hour institutional care to personal care services 
offered in the community; and geographic 
locations—all while controlling medical costs, 
improving quality, and saving taxpayer dollars 
beyond what is achieved through fee-for-service. 
Our methodology is to leverage our experience, fully engage our local 
leadership/administrative infrastructure, and build on strong relationships with state officials 
and established provider networks. Therefore, we have been able to help provide solutions 
during three recent implementations. Our health plans in Louisiana and Washington and a 
pending implementation in Kansas all reflect this—Louisiana transitioned most of their 
Medicaid population into managed care; Washington included Medicaid, plus the uninsured 
populations through an additional program; and Kansas, beginning January 1, 2013, will 
serve members statewide through a comprehensive patient-centered care coordination 
program. A natural extension of effort is the major opportunity to serve the dual eligible 
population—managed care is part of the organic solution for this high-cost population. Our 
implementation approach is an expertly managed process. From a highly trained, professional 
group of subject matter experts who are pulled from key functional areas to our 
Implementation Project Team, we adhere to a formal project management lifecycle, which 
includes: 


  


These qualities allow us to positively impact the health of members, sustain profits, and create 
a seamless system that spans acute medical care and long-term services and supports.  
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5.1.10 Experience 
Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


5.1.10.1 Experience 


A.  Explain in detail the experience your organization has in providing the services 
requested in this RFP, including specific experience with the following: 


  1. Managing a network of Medicaid Providers; 


  2. Managed care programs for Medicaid recipients; 


  3. Administering Medicaid utilization and case management programs; 


  4. Medicaid claims processing and adjudication 


  5. Project management; and 


  6. Qualifications of key personnel. 


Experience Providing Services Requested in this RFP 
Amerigroup is proud to have served Nevadans 
through the Medicaid MCO program since February, 
2009. We now deliver healthcare services to 
approximately 85,000 members, including Temporary 
Assistance to Needy Families (TANF), Child Health 
Assurance Program (CHAP), and Nevada Check Up 
enrollees. Our local team includes 47 employees, 
including 33 Nevada residents and 18 doctors, nurses, 
behavioral health clinicians, and social workers. 
Amerigroup Nevada is the only Medicaid MCO in the 
State with NCQA accreditation. 


Our operations now meet or exceed current DHCFP contract requirements, which mirror the 
vast majority of the new Contract requirements. Since our inception, Amerigroup Nevada has 
not been assessed any fines or monetary penalties directly related to any failure to meet 
standards as outlined in our contract. We have also cultivated excellent relationships with 
members, providers, consumer groups, community-based organizations, and State agencies 
throughout Washoe and Clark Counties to complete the continuum of care needed to promote 
healthy lives for our members. 
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As described throughout this section, we have sought active collaboration with DHCFP to 
strengthen the Medicaid and Nevada Check Up programs and deliver results that align with 
the Agency’s goals; we also have demonstrated our commitment to achieving improved health 
outcomes for all Nevadans, not just Amerigroup members. We are enthusiastically working 
with the State to plan for the future. Our CEO participates on the Silver State Health 
Insurance Exchange (SSHIX) Finance and Sustainability Advisory Committee and sits on the 
board of directors of the Nevada Health Information Exchange (NHIE). Our Medical 
Director is a member of the Plan Certification and Management Advisory subcommittee of the 
SSHIX. We engage with State leadership to share ideas and strategies to achieve the 
Governor’s Healthy Nevada goals.  


Augmenting our experience in the State, Amerigroup Nevada is a wholly owned subsidiary of 
Amerigroup Corporation, which has more than 16 years of experience managing publicly 
funded health programs. Amerigroup covers approximately 2.7 million members, including 
one out of every 23 Medicaid recipients and one out of every 24 children covered by CHIP 
nationwide. In addition to Nevada, Amerigroup operates health plans in 13 other states: 
Florida, Georgia, Kansas (launching January, 2013), Louisiana, Maryland, New Jersey, New 
Mexico, New York, Ohio, Tennessee, Texas, Virginia, and Washington.  


Amerigroup’s experience outside Nevada enables us to capitalize on innovations that are 
developed with similar populations in other states and bring to DHCFP expertise related to 
programs and services that now fall outside the current MCO program. We have deep 
experience serving seniors, people with disabilities, and dual eligibles; delivering long-term 
services and supports (LTSS) benefits for members enrolled in Home and Community-Based 
Service (HCBS) waivers; and innovating new solutions to fill care and service gaps. 


Medicaid Provider Network (5.1.10.1.A.1) 


Amerigroup has extensive experience managing Medicaid provider networks in Nevada as 
well as across the country. As an organization immersed in Medicaid managed care, 
Amerigroup understands the factors that drive a successful network strategy. These factors 
include promoting access by contracting with providers located close to public transportation, 
strategically partnering with entities like schools and 
health departments, and maximizing access to 
services on evenings and weekends to accommodate 
working families. Outside Nevada, Amerigroup has 
managed Medicaid provider networks for 16 years 
and has established networks in 13 other states. Our 
response to Section 5.1.11.4 includes details on our 
specific network management strategies. 
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Our local team has forged trusting relationships with providers of all types in Clark and 
Washoe counties. This foundation of trust enables us to more rapidly respond to changing 
member needs. For example, we can expand our network by recruiting specialists to whom 
our contracted PCPs currently refer. We continually evaluate network access and capacity by 
monitoring GeoAccess® tools and member complaints. For example, we identified an uptick in 
member complaints about access in Washoe County, evaluated network gaps that drove the 
complaints, and recruited additional providers to resolve those gaps.  


This experience positions Amerigroup Nevada as an optimal MCO partner as we bring a solid 
foundation on which to build and expand our network as DHCFP needs evolve in the future, 
including network expansions required for a Qualified Health Plan for the SSHIX. For 
example, an increase in the number of enrolled adult males will likely require increased 
capacity for PCPs who are internists. We stand prepared, based on extensive experience in 
other states, to expand our Nevada network capacity should DHCFP opt to add seniors and 
people with disabilities enrolled in the Medical Assistance for Aged Blind and Disabled 
(MAABD) eligibility category or dual eligibles. We also bring expertise to the State should it 
expand the covered services to include LTSS to promote independent living for members 
requiring Home and Community-Based Services. 


Our experience spans the following areas: 


 Scope. Amerigroup Nevada has already 
developed a comprehensive and robust 
network in Clark and Washoe counties that 
includes 13 hospitals, 640 PCPs, 2,098 
specialists, and more than 500 behavioral 
health providers. Our network meets all 
DHCFP requirements, including accessibility 
and appointment standards. We enjoy a network retention rate exceeding 99 percent. 
Additionally, due to the increased prevalence of mental illness and chemical 
dependency in low-income populations, we maintain a robust range of behavioral 
health providers who can address acute and rehabilitation services that promote 
sustained recovery for members who are Severely Emotionally Disturbed (SED) and 
Seriously Mentally Ill (SMI). This includes an innovative partnership with Harmony 
Healthcare in Clark County through which its Rapid Response Team provides onsite 
screening for members presenting to the emergency department (ED) for a mental 
health or substance abuse condition.  


 Composition. We understand the unique needs of low-income populations, and our 
network facilitates optimal access to care and services, including providers with whom 
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our members already have trusting relationships. All Essential Community Providers 
in our current service area are in our network, including both of Nevada’s Federally 
Qualified Health Centers (FQHC), reflecting the unique cultural preferences of our 
members. Almost 20 percent of our current members speak Spanish as their primary 
language, and more than 46 percent of our network providers can accommodate that 
preference. 


 Physician Extenders. In Amerigroup’s experience, properly trained and supervised 
physician extenders—Physician Assistants (PA), Advanced Practice Registered Nurses 
(APRN), and midwives—are a practical solution to expand access to primary care and 
deliver the needed preventive services for our members. In Nevada, we contract with 42 
Nurse Practitioners and 43 PAs. 


 Provider Engagement. In Nevada and across the country, Amerigroup has 
demonstrated success engaging providers through innovative programs such as our 
Real Solutions® Medical Home and provider quality incentive programs, which are 
detailed in our response to Section 
5.1.10.1.B. Currently 8,800 Nevada 
members, representing more than 10 percent 
of our membership, are served through a 
Real Solutions® Medical Home, and more 
than 36,000 members (more than 42 percent) 
are connected to PCP practices that 
participate in quality-driven incentive 
programs. We are also assisting our Medical 
Homes to achieve NCQA certification as Patient Centered Medical Homes (Level 2). 
Nationally, Amerigroup operates the fifth largest Medical Home program in the 
country according to the latest Patient-Centered Primary Care Collaborative (PCPCC) 
report. We are also well positioned to support DHCFP as it plans for the future. Our 
affiliate health plans in Washington, Kansas, and other states are building Health 
Homes that are compliant with Patient Protection and Affordable Care Act 
requirements to enable our state partners to capitalize on increased Federal Medical 
Assistance Percentage (FMAP) funding and foster quality outcomes through patient-
centered integrated care for our members with chronic conditions, including SED 
children and SMI adults.  


 Satisfaction. In our most recent provider satisfaction survey, 90 percent of Nevada 
providers would recommend us to other physicians (a 20 percent gain over the previous 
year). Eighty-six percent reported that they were satisfied overall with Amerigroup, 
also a 20 percent gain over 2010. We achieve these satisfaction rates through a 
carefully structured Provider Relations strategy that includes field-based 
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representatives that nurture close relationships with providers and their employees 
through one-on-one education, engagement, and problem-solving. So far this year, our 
Provider Relations team has met with more than 700 providers. We also assign 
Provider Relations Representatives by provider type so each Representative is most 
familiar with the questions and issues most relevant for each provider area, fostering 
expertise and early identification of trends within provider types. For example, 
Representatives who support obstetricians are familiar with health plan procedures 
specific to maternal care, such as preauthorization requirements and claims coding 
best practices required to gather accurate HEDIS®-related information. 


 Alignment with State Goals and Objectives. Our experience also includes engaging 
providers to advance the State’s goals related to the Nevada Health Information 
Exchange (NHIE). We promote health information sharing with our PCPs and 
PCMHs, but we also collaborate with HealthInsight’s Health Information Technology 
Regional Extension Center and the State’s Quality Improvement Organization on 
educating providers about adopting electronic health records (EHR) and achieving 
meaningful use standards. (Our CEO is also a member of HealthInsight’s Nevada 
Partnership for Value-driven Healthcare Steering Committee.) For providers not 
currently using EHRs, we educate them on how to move toward them, fostering the 
long-term success of the State’s HIE initiative. 


Amerigroup also innovates to create sustainable solutions to network gaps in other states that 
we are prepared to bring to Nevada.  


See the Confidential Technical Volume for proprietary information. 


 Telehealth. Our Georgia affiliate contracted with the Georgia Partnership for 
TeleHealth to increase access to specialty care (both physical and behavioral health) 
through the innovative use of technology, including telemedicine, HIE, and telehealth. 
The program has reduced delays in receiving specialty consults and follow-up 
appointments in areas that have poor access to specialty care and also reduced 
transportation expenses and missed days from work. We will apply best practices and 
lessons learned to expand access to services as the MCO expands into Nevada’s rural 
areas. 
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Medicaid Managed Care Programs for Recipients (5.1.10.1.A.2) 


In Nevada and across the country, Amerigroup brings widespread experience delivering 
Medicaid managed care programs for recipients. As detailed in our response to Section 
5.1.10.1.C, Amerigroup has significantly invested in the development of our people, our 
systems, and our processes to establish best practices that deliver results. We continue to 
innovate and create new programs and services for our members that advance the goals and 
objectives of the State customers we serve, including DCHFP.  


In this section, we describe our Medicaid managed care experience related to: 


 Implementing solutions to optimize member health outcomes, including children and 
pregnant women who currently represent our largest membership in Nevada 


 Delivering services to diverse populations 


 Coordinating comprehensive benefits and services 


 Partnering with existing community programs to reach members and their families 


Implementing Solutions to Optimize Member Health Outcomes 


With more than 16 years of experience serving Medicaid recipients, including four years in 
Nevada, Amerigroup has refined programs to optimize health outcomes. 


Designation of a Medical Home 


We maintain established procedures to connect each member to an appropriate medical home, 
including policies and procedures that guide assignment of PCPs to those who have not 
selected one and that enable Children with Special Health Care Needs to select a specialist as 
a PCP. Our comprehensive and culturally diverse network enables members to select a PCP 
that promotes positive relationships. (They are described in our response to Section 5.1.11.3.) 
We reinforce the importance of having a PCP with each interaction. Additionally, as described 
above, Amerigroup is pioneering the adoption of Real Solutions® Medical Homes to enhance 
the capabilities of PCPs in Nevada. More than 10 percent of our current members are served 
through these medical homes.  


Health Promotion and EPSDT Services 


Timely and age-appropriate preventive and well-care visits for all members, including periodic 
screenings, are vital to assisting members maintain their health. Well-care visits, age-
appropriate screenings, and immunizations also enable us to identify and address any 
potential conditions before they escalate. Amerigroup has in place the tools and strategies 
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necessary to drive promotion of Early and Periodic Screening, Diagnosis, and Treatment 
(EPSDT), primary, and preventive health services, including: 


 Tracking tools that enable us to monitor member receipt of services in accordance with 
evidence-based guidelines, including HEDIS-related services 


 Telephonic and mail outreach to members to remind them about the need for services 
and a new pilot to test texting reminders, which is being evaluated for adoption in 
Nevada 


 Provider outreach and reminders, including enhanced reporting for our Real 
Solutions® Medical Home providers 


Care Management Programs Developed for Low-Income Populations 


Amerigroup has implemented and refined a continuum of care management services that 
enable us to calibrate the level of intervention to each individual’s risk level, making efficient 
use of the health plan’s resources by focusing the greatest efforts on individuals with the 
greatest needs or challenges. This includes NCQA-accredited disease management as well as 
comprehensive case management. Our maternal and child health program fully aligns with 
DHCFP’s goal of reducing pre-term birth rates as it provides extensive supports to pregnant 
women and their newborns. All programs specifically address the unique characteristics and 
needs of low-income populations, and our proprietary predictive models prioritize outreach to 
members with the greatest risk levels. 


Delivering Services to Diverse Populations 


Amerigroup Nevada has served Medicaid, CHAP, and Nevada Check Up enrollees since 
February, 2009. We understand the challenges and opportunities with this population, and we 
have achieved significant gains in clinical quality for our members.  


We bring even greater value to DHCFP through our affiliate health plans, with which we 
share best practices, as the State considers expansion of the program to include eligibility 
categories now enrolled in the fee-for-service program. Our affiliate health plans are 
experienced at coordinating a wide-ranging array of services to a broader range of Medicaid 
recipients than we are currently contracted to do in Nevada.  


Our programs serve the full continuum of members’ health needs, from infants to seniors. 
Figure 5.1.10-1 illustrates our breadth of experience with various populations today. 
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Figure 5.1.10-1. Amerigroup Health Plans Serve Diverse Populations (through November 2012)  


 


In Nevada we will adopt the best practices from our affiliates as DHCFP opts to expand the 
program. For example, other Amerigroup health plans cover individuals involved with the 
juvenile justice system and foster care. Amerigroup serves similar populations in other states 
and we are experienced at the unique challenges of serving these populations. For example, 
both groups experience elevated prevalence of significant behavioral health conditions and 
multiple co-morbid physical health diagnoses. Children in foster care are prescribed 
psychotropic medications at a rate far higher than other youth populations and also 
experience more fragmented care and require coordination with numerous state agencies. 
Youth in juvenile justice have higher rates of substance use and require extensive social 
supports. For both populations, Amerigroup will apply our lessons learned in other states to 
orchestrate effective care and services. 


Our deep understanding of the Medicaid and Nevada 
Check Up populations informs our operations. For 
example, community-based outreach and education 
offer the best opportunity to engage low-income 
populations in our experience. As a result, we have instituted our “Member Mondays” 
outreach program at high-volume and large PCP offices in Nevada. On those days, 
Amerigroup Provider Relations employees, cross-trained to interact with members, are 
available to answer Amerigroup member questions and provide hands-on assistance. With a 
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large presence of Mexican nationals in southern Nevada, we have also introduced “Member 
Mondays” at the Mexican consulate so that we can meet and engage members, encouraging 
them to access primary and preventive care services.  


Amerigroup Corporation has committed extensive resources to developing Health Insurance 
Exchange (HIX) solutions that will be adapted to our Nevada operations. A designated team of 
experts has been collaborating with thought leaders nationwide to develop innovative and 
efficient solutions to a significant challenge facing our state customers across the country. 
These efforts complement our Nevada leadership’s active engagement with local SSHIX 
efforts.  


Coordinating Comprehensive Benefits and Services 


Our team is skilled at coordinating the array of benefits and services available through 
Medicaid, CHAP, and Nevada Check Up as well as non-covered services available through 
other State programs or community agencies so that we can holistically address the physical, 
behavioral, social, and environmental needs of each individual member and his or her family. 
This expertise is particularly important as low-income families face unique challenges. 
Engaging them in care and services and coordinating access to community services is vital to 
achieving improved health outcomes.  


Amerigroup has experience coordinating and delivering a wide range of benefits and services 
to diverse Medicaid populations in an integrated manner. Amerigroup offers industry-leading 
proficiency in delivering culturally competent Medicaid and CHIP managed care programs 
and coordinating a comprehensive array of benefits including physical and behavioral health, 
pharmacy, home and community-based services and supports, and nursing facility (NF) 
services. Table 5.1.10-1 summarizes the benefits offered through each of our 14 health plans 
to illustrate the depth of our expertise working with diverse benefits. 
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Table 5.1.10-1. Delivering Integrated Benefits to 2.7 Million Members*  


 


*This table is representative of the services covered in the market. In some circumstances, the 
benefits may be provided for certain populations or as value added services. 


Our experience with diverse benefits has contributed to highly specialized services within our 
health plans. For example, we bring extensive national experience serving adults with SMI 
and children with SED, populations who currently may, and frequently do, opt out of the 
Nevada managed care program. Our recovery-focused programs provide the full range of 
benefits available to members and their families. We also identify and coordinate the extensive 
array of wraparound services that are often required to keep individuals with chronic mental 
health conditions on the path to sustained recovery, such as peer support and family-centered 
support programs.  


This experience drives development of creative 
partnerships. For example, our Tennessee health 
plan partnered with local organizations to establish 
shared housing for adult men transitioning out of 
long-term stays at a state hospital to leverage the 
strong social ties among the men, an important factor 
in sustained recovery. It also contracted for supportive housing for women with co-occurring 
mental health and substance abuse disorders that accepts children, fostering family unity that 
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is vital to ongoing recovery. Additionally, as noted above, we have forged best practices by 
piloting unique medical home strategies for individuals with behavioral health diagnoses that 
we can to bring to Nevada. We are fully prepared to adopt valuable lessons learned to enhance 
quality of life and health for our Nevada members with SMI and SED. 


Partnering with Community Programs to Reach Members and Families 


In our experience in Nevada and across the country, it is difficult to engage Medicaid and 
CHIP members and their families through traditional outreach efforts. Therefore, a vital 
component of our Medicaid managed care program includes embedding the health plan and 
its leaders directly in the community we serve. In addition to reaching members and their 
families directly to build trust and credibility, maintaining a strong presence in the community 
builds a thorough understanding of the needs, challenges, and opportunities for low-income 
families that exist within Nevada today.  


Amerigroup Nevada has grown deep roots in northern and southern Nevada and has 
established partnerships with many organizations with whom we share a mission. Our strategy 
is to link with community agencies, community, and faith-based organizations to extend the 
reach of the health plan and to coordinate existing social services that complement needed 
medical services. We also support these organizations through donations or grants from our 
foundation to achieve or continue their stated missions. We target efforts toward organizations 
that currently support children and young women and are known to and trusted by our 
Nevada members, most of whom are children and young women. We remain flexible and will 
expand the scope of partnerships should the State opt to include seniors and people with 
disabilities or recipients enrolled through juvenile justice or child welfare programs in the 
MCO program. We have many partnerships with such organizations in other states in which 
we serve this population, and we would adapt such partnerships in Nevada. 


Many of our members hail from cultures in which trust must be slowly established over time. 
Our experience in Nevada and other states validates that faith-based organizations are 
important partners to help us build that trust. Amerigroup Nevada will continue to build on 
our current community efforts to nurture ties with faith-based community leaders through 
sponsorship of and participation in health fairs and education events. We will also leverage 
social services that faith-based organizations offer to help members obtain needed services 
from trusted organizations to achieve their health goals.  


Just a few examples of our many Nevada partnerships include: 


 Nevada Youth Alliance. Amerigroup is one of this organization’s biggest sponsors. 
Most recently, we participated in their back-to-school event at College of Southern 
Nevada, at which we distributed backpacks full of school supplies. 
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 After School All Stars (ASAS).We sponsored soccer teams at 10 schools in 
neighborhoods with a high concentration of Amerigroup members for this non-profit 
organization providing after-school programs for 6,000 at-risk youth in Clark County. 
Team sponsorship encourages a safe environment and encourages physical activity. 
Our CEO is a member of the board of ASAS Las Vegas. 


 Urban League. Amerigroup recently partnered with the Urban League to offer free 
dental and vision screenings for our members at their offices, inviting members as well 
as other community organizations who strive to reach the same population.  


 Southern Nevada Immunization and Health Coalition (SNIHC). Amerigroup partners 
with SNIHC to promote clinics that boost immunization rates for our members and the 
whole community. This is particularly important for our African-American members, 
who often experience lower immunization rates than those of other cultural groups. 
SNIHC is also leading efforts to advance women’s health through improved prenatal 
care and reduced rates for unnecessary C-sections, which align with goals of both 
DHCFP and the health plan. In December, 2012, Amerigroup will receive SNIHC’s 
Silver Syringe award for the third consecutive year as a community partner in 
childhood immunizations. 


Other community-based activities target specific populations. For example, we sponsor Baby 
Showers at community locations, such as shopping malls (in both northern and southern 
Nevada). We invite expectant mothers from our plan—and the community at large—to 
participate in Baby Showers both educate and celebrate soon-to-be moms. Games, prizes, and 
even a fashion show are combined with health screenings and important prenatal information. 
We distribute educational information such as relevant AmeriTips that focus on proper 
prenatal care. We can reach more than 1,000 individuals 
through these events.  


David Osman, a prominent leader with established, long-
term relationships with many of the community 
organizations in southern Nevada, recently joined 
Amerigroup to lead our open enrollment marketing and 
community outreach efforts. Our Health Education 
Advisory Committee, which includes representation from 
members and representatives of community-based 
organizations, guides the health plan toward member 
communication, health education, and health promotion 
activities that are meaningful and culturally relevant. 
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The Amerigroup Foundation 


Further supporting this goal, the Amerigroup Foundation, our philanthropic arm, fosters 
access to healthcare and supports and services, encouraging safe and healthy children and 
families, advocating independent living for seniors and people with disabilities, and promoting 
healthy neighborhoods. The focus is on helping grassroots organizations maintain viability in 
serving vulnerable populations. Specific Foundation awards include “Healthy Heroes” and 
“Champions for Children” to recognize individuals who have demonstrated a positive impact 
on their communities. 


Nevada entities that have received Foundation grants include: 


 American Red Cross, Northern 
Nevada 


 The Children’s Cabinet 


 Clinics in Schools 


 Community Care Chest of Northern 
Nevada 


 Family TIES of Nevada 


 Food Bank of Northern Nevada 


 The Immunization Project 


 Legal Aid Center of Southern 
Nevada 


 March of Dimes 


 Nevada Health Centers, Inc. 


 Nevada Women’s Fund 


 Northern Nevada Center for 
Independent Living 


 Opportunity Village 


 Rainbow Dreams Educational 
Foundation 


 UNLV Foundation—Prevent Child 
Abuse Nevada 


 United Way of Southern Nevada


 


Utilization and Case Management Programs (5.1.10.1.A.3) 


Amerigroup’s care management model, Real 
Solutions® Health Care Impact, has been honed over 
the past 16 years and offers a continuum of programs 
that support identification, engagement, and person-
centered care coordination for our members, including 


Utilization and Case Management. It is specifically designed for low-income populations, who 
often have more acute healthcare needs that are exacerbated by the challenges of poverty or 
lack of social supports.  
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Real Solutions® Health Care Impact integrates 
physical and behavioral health and considers social 
and functional risk factors; calibrates the intensity 
of service coordination to each individual’s risk 
factors; includes specialty programs for pregnant 
members and eight NCQA-accredited Disease 
Management programs; and delivers tailored, 
member-oriented case management plans that 
incorporate community-based services to encourage 
independence and sustained recovery. 


Specific components of Real Solutions® Health Care Impact that demonstrate the value of our 
experience are summarized in Table 5.1.10-2 and described below. 


Table 5.1.10-2. Comprehensive Care Management Programs Address Diverse Member Needs 


Program   Goal 


Utilization Management (UM)  Monitors that care and services are delivered in accordance with 
state‐specific and nationally recognized medical necessity 
guidelines 


Disease Management   Supports members with chronic conditions who have mild or 
moderate risk levels to coordinate care in accordance with 
evidence‐based clinical practice guidelines 


Healthy Families   Encourages health lifestyles and weights for Nevada’s youth 


Case Management   Provides hands‐on support for members with elevated risk levels 
and coordination of care and services with PCPs, treating providers, 
and community agencies  


Stabilization Case Management   Fosters safe transition between levels of care and reduces re‐
admissions 


Taking Care of Baby and Me®  Promotes healthy moms and newborns 


 


Our Real Solutions® Health Care Impact program undergoes continual scrutiny to assess the 
impact of our performance. Central to this effort is our Health Care Economics team, which 
includes biostatisticians and epidemiologists specializing in clinical outcomes, program 
evaluation, and predictive modeling. This team continually evaluates data across all 
Amerigroup health plans to identify opportunities to more precisely identify members with 
potential high risk and to guide development of new programs and refinement of existing 
ones. 
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Utilization Management 


Amerigroup Nevada’s UM efforts engage providers in productive dialogue regarding 
authorization of behavioral health and physical health services to promote access to the level 
of care that will drive the best health outcomes. We use UM to creatively address our 
members’ health challenges rather than using it as a mechanism for authorization or denial 
of requested services.  


In Nevada, our UM program leverages the medical necessity criteria in the Medicaid Services 
Manual, augmented by nationally recognized guidelines—InterQual® Level of Care guidelines 
and Aetna’s Clinical Policy Bulletins (CPB). Between January and July of 2012, Amerigroup 
processed 16,007 inpatient authorization requests (compared to 28, 247 in all of 2011) and 
13,844 outpatient authorization requests (20,497 in 2011) for our Nevada members. 


We maintain provider-friendly processes that enable requests for pre-certification by telephone 
or by fax. In 2013, we will also be launching an online prior authorization tool for providers to 
obtain real-time authorizations through our provider website. We have significantly reduced 
the number of services that require prior authorization and continuously reassess our 
requirements to be consistent with recommended industry standards that are generally 
accepted by the provider community. Details on our UM program are located in Section 
5.1.11.1.B. 


Disease Management Programs that Promote Improved Education and Self-Care 


Amerigroup’s Disease Management (DM) program 
engages and supports members with chronic 
conditions and their families to enable them to 
learn more about their conditions and how best to 
manage them. Across all Amerigroup health plans, 
members who were enrolled in our DM program for 
asthma experienced a 14 percent decrease in 
inpatient admissions and an 11 percent decrease in 
ED visits compared to members enrolled the 
previous year. In 2011, asthma was in the top 10 
diagnoses related to inpatient admissions for 
Nevada members under the age of 14, underscoring 
the need for disease management related to chronic 
conditions. 


Amerigroup offers eight programs that have earned 
NCQA Patient and Practitioner-Oriented 


Figure 5.1.10-2. Amerigroup’s Eight 
NCQA Accredited Disease 
Management Programs Promote 
Optimal Health Outcomes  
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Accreditation (Figure 5.1.10-2). This is NCQA’s most comprehensive designation because it 
includes 32 standards related to engaging both members and their providers to improve 
outcomes. Complementing these programs, DM includes programs for bipolar disorder, 
hypertension, substance use disorder, and transplants. Our DM program also includes a 
smoking cessation support program for adults 18 and older. This program includes individual 
cessation counseling (including outbound follow-up calls to participants), coaching to quit, 
cessation planning and support, and follow-up. 


Our Real Solutions® Health Care Insights suite of 
predictive models facilitates prospective identification 
and referral for specialized care coordination of 
members with elevated risks or ongoing medical or 
behavioral health conditions. We can then reach out 
and engage them in the level of care management that 
is commensurate with their needs, promoting efficient 
use of State healthcare dollars. 


We invite members diagnosed with a chronic condition who are deemed to have mild or 
moderate risk to participate in DM. Our DM Case Managers educate and coach members and 
their families to take greater responsibility for their personal health status and empower them 
to adopt improved self-care skills—boosting access to primary and preventive care, enhancing 
health outcomes, and reducing preventable ED visits or inpatient admissions. 


Our DM program centers on respect for and individualized engagement with members and 
their families in accordance with their beliefs, values, and readiness to change, supporting 
enhanced and sustainable results. Our DM Case Managers coordinate care in accordance 
with nationally-recognized evidence-based clinical practices guidelines.  


Results 


Nevada members who participated in DM during 2011 reported an average satisfaction score 
of 5 (on a scale from 1 to 5) when rating their satisfaction with overall elements of the 
program. Nevada DM participants also experienced a 2.2 percent decrease in ED visits 
compared to the prior year. More than 40 percent of participants in the smoking cessation 
program have successfully quit smoking compared to mid-single digit success rates for the 
unassisted general population. 
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Encouraging Healthy Weights for Children and Adolescents through Healthy Families 


Reducing the rate of childhood obesity can reduce 
long-term risks for cardiovascular disease, diabetes, 
bone and joint problems, sleep apnea, and social and 
psychological problems such as stigmatization and 
poor self-esteem. Amerigroup is introducing our Healthy Families program in Nevada under 
the new Contract that delivers healthy behavior and fitness coaching for kids. Healthy 
Families is a family-centered program that works with overweight children and teens and their 
families and coach them to adopt healthy lifestyles that contribute to healthy weights.  


In the Healthy Families Program, Amerigroup 
initiates an outbound call to partner with parents of 
pre-teen children whom we identify as potentially 
overweight and to screen them for participation in 
the program. We then provide six months of fitness 
and healthy behavior coaching, including 
information about available community resources 
that complement the program. To reinforce the PCP 
as medical home, we share information on each 
participant’s progress with his or her PCP. 


Results 


In other Amerigroup health plans in which Healthy 
Families has been implemented, we have 
demonstrated its effectiveness at changing 
behaviors. (Figure 5.1.10-3). 


  


Figure 5.1.10-3. Healthy Families 
Delivers Results 
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Case Management Holistically Addresses Members’ Physical, Behavioral, and Social Support 
Needs 


Once we identify members with elevated risk levels due to complex or co-morbid conditions, 
Amerigroup’s Case Managers work closely with members, their families, PCPs, and treating 
providers to establish a results-oriented care treatment plan that integrates care across all 
domains and services—physical, behavioral health, and social support needs. Case Managers 
then monitor members’ progress, working closely with the member, his or her PCP, and other 
treating providers as necessary to verify the member is on the path to optimal health and 
functional outcomes.  


As Nevada launches the HIX, we will leverage our extensive experience in continuity of care. 
Designated Transitional Case Managers will facilitate transitions between health plans and 
benefits. During this process, the Case Manager will identify and address any potential gaps in 
care or benefits resulting from the change. 


Amerigroup promotes effective case 
management through comprehensive 
training, boosting the skills of our case 
management team to best address the holistic 
needs of each individual. This includes our 
proprietary Case Management Certification 
program that boosts Case Managers’ abilities 
to coordinate personalized care and services 
that encompass each individual’s physical, 
behavioral, social, and environmental needs. 
The training is accredited for continuing 
education credits from several organizations, 
including the National Association of Social 
Workers, the Commission for Certified Case 
Managers, and the American Nurses 
Credentialing Center’s Commission on 
Accreditation. It also includes our Recovery 
Innovations training in which Behavioral 
Health Case Managers undergo intensive 
training to enhance outcomes for members 
with chronic mental health and substance 
abuse diagnoses to build self-directed and 
recovery-oriented care treatment plans.  
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Results 


In a 2010 study of our high-risk members under case management, we found that after 90 
days of management, members used healthcare resources more efficiently, required less 


emergent care, had reduced costs, and had 
improved health outcomes. One outcome 
was a significantly greater reduction in non-
emergent visits to the ED and inpatient 
admissions through the ED. This indicates 
that members are receiving the right care at 
the right time. Overall, members enrolled in 
case management demonstrated a 39 percent 
reduction in non-emergent ED visits. 


Fostering Safe Transitions through 
Stabilization Case Management  


As part of the new Contract, Amerigroup 
Nevada will launch our advanced 
Stabilization Case Management program to 
promote safe transition between care 
settings. Members, who are at elevated risk 
for hospital re-admission, including those 
with behavioral health diagnoses, receive 
intensive outreach, support, care 
coordination, and individual coaching until 
they are stabilized at home or in a 
community setting.  


 


Our innovative Stabilization Case Management program is based upon a nationally 
recognized model. The goal of stabilization case management is to reduce overall 30-day re-
admission rates and to facilitate a smooth transition between inpatient settings and the home 
or other community settings by providing intensive, 
short-term support, such as monitoring follow-up 
appointments, conducting medication reconciliation, 
educating members and families about self-care and 
when to call the PCP, coordinating home care, and 
more. 
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Taking Care of Baby and Me® 


In Nevada, three of the 10 most frequent 
inpatient diagnoses are related to 
pregnancy, delivery, and complications 
from delivery, representing 70 percent of 
inpatient admissions. Our experience 
confirms that maternal and child health 
offers a significant opportunity to improve 
outcomes.  


In 2010, the National Minority Quality 
Forum (NMQF) awarded Amerigroup 
Corporation the first Health Promotion 
and Disease Awareness Award for our 
efforts in helping moms have healthy 
babies. This award recognizes an 
individual or organization for making an 
outstanding contribution to the promotion 
of wellness in minority communities. 


Our Taking Care of Baby and Me program 
screens all pregnant women to identify 
their risk level, stratifies women by risk 
level, and applies personalized case 
management interventions that are 
commensurate with their risk level. 
Women at elevated risk are then paired 
with an OB Case Manager who works with them to identify and implement a care treatment 
plan that promotes a healthy pregnancy and baby. Financial incentives for achievement of key 
milestones (such as completing the screening and timely prenatal and postpartum visits) 
encourage member participation in the program. We also provide participants with 
educational materials on planning a healthy pregnancy and caring for newborns.  


Complementing our OB Case Managers in Nevada, Amerigroup partners with an agency that 
specializes in community-based support for pregnant women. When appropriate for women 
with high-risk pregnancies, our OB Case Managers will coordinate home visits by clinicians 
to monitor their status or coordinate services. This includes administration of medications to 
prevent preterm birth or accompanying the member to the doctor’s office. Alere is an agency 
that specializes in services for pregnant women. Alere nurses visit members in their homes or 


Figure 5.1.10-5. Advocating for Healthy Moms  
and Babies through Taking Care of Baby and Me 
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accompany them to provider offices when appropriate to keep members on track with their 
care treatment plans.  


Amerigroup has also collaborated with DHCFP to explore innovative strategies for improving 
maternal and child outcomes for all Nevadans. In our response to Section 5.1.10.1.D, we 
describe our role in supporting the State in development of a CMS Innovation Strong Start 
grant proposal. 


Results 


During the first six months of 2012, Amerigroup 
Nevada achieved a 9 percent preterm birth rate, 
significantly lower than the Nevada statewide average 
(2010) of 13.9 percent and lower than our 2011 rate 
of 9.2 percent, according to the Centers for Disease 
Control. Our response to Section 5.1.11.5 provides 
additional details on each of these programs.  


Claims Processing and Adjudication (5.1.10.1.A.4) 


Amerigroup has 16 of years of experience processing Medicaid claims, including almost four 
years in Nevada. In the 12-month period ending September 30, 2012, we processed more than 
803,000 Nevada claims. Our average claims turnaround time was 4.7 calendar days. In 
Nevada, an average of 99.6 percent of claims was paid within 30 calendar days, with 
September, 2012, financial and payment rates of 99.94 percent and 99.21 percent, respectively. 


We have effective technology and experienced employees in place to ensure prompt and 
accurate claims payment. Our employees and systems are also capable of administering any 
type of provider payment arrangement (for example, prospective payment, case rate, and per 
diem). Details on our specific claims processing and adjudication strategies are found in 
Section 5.1.11.6. 


Amerigroup’s claims management process offers significant advantages in Nevada: 


 Experienced Medicaid Claims Analysts. We use a designated claims processing team 
specialized in the Nevada program using Claims Analysts who are experienced with 
Medicaid managed care claims and are knowledgeable in the needs of the marketplace; 
they will collaborate to solve any problems that arise with minimal disruption to 
normal workflow. 


 Multiple Methods of Submission. We accept paper claims and offer multiple methods 
of electronic claims submission to give our providers maximum flexibility in claims 
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submission. Our claims formats are industry-standard and HIPAA compliant and 
include CMS 1500 and CMS 1450 (UB 04) formats. 


 Efficient and Reliable Processing. We operate an efficient and reliable electronic 
claims processing system. By combining our core claims transaction platform with 
electronic imaging, a workflow management system, and electronic data interchange 
(EDI) claims solutions, we quickly capture and adjudicate claims with minimum 
manual intervention; this leads to faster, more accurate claims turnaround and 
provider payment.  


 Automated Clearinghouse Speeds Processing. Our Automated Clearinghouse (ACH) 
mechanism offers provider reimbursement using Electronic Funds Transfer (EFT) 
and Electronic Remittance Advice (ERA) with online viewing capability; this leads to 
faster receipt of payment from Amerigroup and the ability to quickly and easily review 
claims and remittance details. 


 Designated Mental Health/Substance Abuse Services Team. Our Claims Department 
maintains a designated team that processes claims for mental health and substance 
abuse services and handles all related claims inquiries; this team has expertise 
regarding the unique aspects of behavioral health, including provider types and 
coding, as well as issues that require coordination between behavioral and physical 
health. 


Further demonstrating our experience, Amerigroup’s Provider Experience Program has 
increased the quality of service delivered to our providers. The Provider Experience Program 
focuses on claims payment and issue resolution. A toll-free telephone number connects 
providers to a dedicated resource team to ensure: 


 Availability of helpful, knowledgeable representatives 


 Increased first-contact issue resolution rates 


 Significantly improved turnaround time of inquiry resolution 


 Increased outreach communication to deliver inquiry status updates 


Amerigroup will continue to leverage best practices in claims submission, provider education, 
and outreach programs for our Nevada providers.  
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Project Management (5.1.10.1.A.5) 


Amerigroup brings discipline and rigor to project management across the organization. 
Whether it is program implementation, business process improvement, or a Quality 
Management Performance Improvement Project, we rely on leaders and employees with the 
training and skills required to achieve our goals and objectives efficiently. We describe our 
project management experience for each of these project types below.  


Rigorous Project Management and Dedicated Staff Deliver On-time Implementations 


Amerigroup has extensive experience implementing and expanding programs in Nevada. In 
fact, the implementation of our initial Nevada contract demonstrates the value of our 
approach. In September 2008, DHCFP asked Amerigroup to serve people enrolled in the 
State’s Medicaid and Nevada Check Up programs on February 1, 2009 in the Reno and Las 
Vegas areas. Expediting our structured implementation protocols, our team rapidly built a 
provider network and established local operations. Our network development in Nevada began 
in early October 2008, soon after we received notice of the Contract award from DHCFP and 
was completed within 120 days. By February, 2009, Amerigroup had recruited and 
credentialed nine hospitals, 497 PCPs at 713 locations, and 838 specialists at 1,595 locations. 


Upon contract award, we immediately designated a Transition Officer who ultimately moved 
into the CEO role and is still in that position today, proving the value of continuity and 
consistency throughout the implementation. We also rapidly recruited and hired local 
employees and paired them with corporate and health plan employees from other states who 
were onsite in Nevada throughout the implementation. This enabled us to conduct hands-on 
training and streamlined knowledge transfer. This approach also fostered ongoing mentoring 
as each new employee had a designated expert with whom he or she could work beyond the 
initial implementation.  


This approach, which proved so valuable during the Nevada implementation, has become our 
standardized model for start-up. Designating corporate experts to support health plan 
employees fosters a depth of knowledge for each implementation and consistency in program 
start up. In other states in which we have expanded existing service areas, added new 
populations, or launched new products (every state in which Amerigroup operates except 
Nevada), we have continued this best practice. 


Our success in implementing the Medicaid Managed Care program in Nevada derives from 
one of our core competencies—the ability to successfully implement new business while 
seamlessly transitioning new members and providers into its operations. Amerigroup has 
never missed a contract implementation deadline in its experience of conducting 92 program 
implementations and expansions.  
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Designated Implementation Experts 


Amerigroup’s full-time Implementation Management Office (IMO), led by a certified Project 
Management Professional with more than 20 years of health insurance industry experience, 
has worked closely with Amerigroup to plan and execute implementations across our 
corporate family. IMO employees, with nearly 100 combined years of project management 
experience, manage all aspects of implementations in accordance with the Project 
Management Institute’s 
(PMI) global standards for 
project management 
methodology.  


As the State launches the 
SSHIX, Amerigroup will rely 
on our team of experts and 
structured methodologies and 
tools to architect and manage 
its implementation. Our team 
is fully prepared to plan and 
execute a SSHIX 
implementation that promotes 
the best possible launch of 
this valuable initiative. 


Since our Nevada 
implementation, Amerigroup 
has led more than 30 
successful implementations 
and expansions, summarized 
in Figure 5.1.10-6. Health 
plans in some states have 
experienced multiple 
implementations of the same 
type (for example, service area 
expansion). 


  


Figure 5.1.10-6. Amerigroup Successfully Completes 
Implementation and Expansion Projects  
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Structured Project Management Methodologies across Amerigroup 


Amerigroup embraces the use of structured project management methodologies. Project 
management professionals across the organization follow PMI and Agile methodologies to 
guide a variety of projects that drive our business – from technology projects like software 
implementation to setting up new office space. Our seasoned project managers select and 
deploy the tools and techniques they need to successfully manage a project through 
completion. For example, Amerigroup recently implemented a system to streamline the 
efficiency of our call center operations. The project management team used an Agile project 
management methodology to effectively manage the project as its evolving requirements 
necessitated frequent check-ins along the development continuum, ultimately facilitating 
successful implementation with minimal risks.  


Further demonstrating our commitment to the business value of project management, we host 
monthly lunch and learn webinars, led by certified Project Management Professionals and 
open to all Amerigroup employees. During the webinars, moderators educate participants 
about project management skills, such as managing risks, conducting virtual meetings, and 
gathering business requirements for a project. Employees with project management 
certification can earn continuing education credits for these webinars. In addition, our 
intranet includes a host of project management resources accessible to all employees who may 
be leading projects within their functional areas. All employees can access tools and 
information on project management techniques to build their project management skills. 


Structured Process Improvement Methodologies Drive Continual Business Enhancements 


Amerigroup strives to achieve improved business 
performance through the use of structured process 
improvement techniques. This underscores our 
dedication to operational excellence. To achieve this 
goal, we integrate Six Sigma and Lean Six Sigma 
methodologies into all parts of the organization 
because we value the disciplined approach and focus 
on measurable improvements inherent in the process. Employees at all levels and in almost all 
functional areas have been trained and certified as Six Sigma Black Belts and Six Sigma 
Green Belts. Lisa Bogard, Amerigroup’s Associate VP of Health Plan Operations for Nevada, 
is a certified Six Sigma Black Belt, fostering a structured approach to process improvements at 
the health plan level.  


In addition, Amerigroup’s corporate Business Improvement team consults with business 
owners and, using Six Sigma methodologies, works with them to define the problem, identify 
root causes, and develop a solution. The team focuses on achieving desired outcomes that are 
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compliant, measurable, sustainable, scalable, and cost effective. For example, the Business 
Improvement team, in partnership with Amerigroup’s clinical leadership, is now 
implementing UM operational refinements after almost a year of detailed analysis of processes 
across all health plans.  


Current Six Sigma projects that will benefit from this rigorous methodology are listed below: 


 Improving Respiratory Care for Nevada Members. As a part of our clinical quality 
improvement initiative, described in more detail later in this section, a team of Nevada 
health plan employees (led by Ms. Bogard) is applying Six Sigma methodologies to 
drive gains in HEDIS measures related to respiratory care for our Nevada members. 
The project is still in its early stages, but we anticipate a significant boost in our 
HEDIS 2013 scores. 


 Improving Successful Transmission of 837 Encounter Data. Although we do not yet 
submit 837 encounter data in Nevada, the Agency will ultimately benefit from the 
efforts of this project, led by Six Sigma experts in our Encounters Department. Their 
goal is to increase the rate of successful submission of 837 data in states where we 
have identified opportunity for improvement. When the State migrates toward 
transmission of 837 data, Amerigroup will already have the optimized process in place. 


Performance Improvement Projects 


Amerigroup works with DHCFP and its External Quality Review Organization (EQRO) to 
identify opportunities for quality gains and applies highly structured processes to achieve the 
targeted results. Our Quality Management (QM) team brings rigorous project management 
expertise to each Performance Improvement Project (PIP). 


Amerigroup uses the Plan Do Study Act (PDSA) process to manage clinical and non-clinical 
PIPs. The QM Leader creates a multi-departmental team with representation from various 
stakeholders representing their functional areas to participate in the project. The process 
follows NCQA protocols: developing a baseline measurement, identifying barriers, building 
appropriate interventions to address those barriers, gathering the resources needed to conduct 
interventions, and establishing specific targets/benchmarks and timeframes to measure our 
performance as they relate to the established benchmarks and overall stated performance 
goals. The team identifies the means for measuring the results of new/enhanced interventions 
and reports the results of the data analysis monthly.  


Amerigroup’s Integrated Analytical Platform and HEDIS Datamart tools enable our quality 
team to capture and evaluate data and to monitor cost and utilization trends across our 
membership base in real time. With these tools, Amerigroup can quickly identify and address 
negative quality indicators and select or modify PIPs accordingly. If the PIP progress is slower 
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than anticipated within the timeline of the PDSA, we employ the Rapid Cycle Learning (RCL) 
process to make mid-course corrections based on the data received. This RCL continues 
throughout the year as QM department employees and other functional area representatives of 
the health plan collect and use real-time data. 


Our PIP process has delivered results. Our HEDIS score for lead screening increased from a 
low of 14.71 percent in 2009 to 33.33 percent in 2011, an increase over two years of 126 
percent. We attribute this increase to our concerted 
effort and collaboration with DHCFP to find 
workable solutions to the barriers identified during 
the PDSA process. Once new processes were 
implemented, the number of children receiving lead 
screening significantly increased. 


In 2012, Amerigroup has refined our PIP project 
management protocols based on recommendations 
provide by the State’s EQRO, including mid-year analysis of HEDIS measures to assess 
progress toward the PIP targeted performance goal. As a result, we continue to refine our 
current PIPs and continue to see positive results.  


Our response to Section 5.1.11.5, Quality Assurance, includes detail on our Quality 
Management program and PIPs. 


Qualifications of Key Personnel (5.1.10.1.A.6) 


Amerigroup Nevada brings a seasoned team to the Medicaid MCO. Many have been with 
Amerigroup since the program launch in February 2009, and all Key Personnel are actively 
engaged in focusing the health plan on achieving DHCFP goals and objectives.  


Amerigroup Nevada’s leadership maintains positive and collaborative relationships with 
Agency employees at all levels. As detailed in our response to Section 5.1.10.1.D, we have 
established highly collaborative relationships within DHCFP. With almost four years’ 
experience serving Nevada members and the 16 years’ experience of our affiliate health plans 
in 13 other states serving low-income populations, our leadership team offers DHCFP 
expertise, resources, and passion to helping DHCFP develop long-term and sustainable 
solutions to the complex healthcare problems that influence the health of all Nevadans and 
the State’s budget. 


As noted in their biographies, our leadership team is also actively engaged with the Nevada 
provider community and community agencies to remain attuned to local member and provider 
needs. Through intensive and ongoing interaction with stakeholders, we cultivate a deep 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-38 
November 15, 2012 


understanding of the opportunities and challenges to improving health outcomes for our 
members and for all Nevada citizens. 


The community roots of our Key Personnel are augmented by a dedicated and passionate team 
of local health plan employees who work with members, providers, and DHCFP. This team is 
well positioned to identify local needs and evaluate programs that have proven successful in 
other states to determine if and how they can be adapted within Nevada. Our Nevada team 
designated as Key Personnel, as defined in Section 4.13.2.3, is summarized in Table 5.1.10-3 
on the following page. Resumes for Key Personnel are located in Tab VIII. 
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Table 5.1.10-3. Amerigroup’s Experienced and Highly Qualified Team of Key Personnel Delivers Results 


DHCFP 
Position Title 


Amerigroup Name 
and Title 


Qualifications and Experience 


Administrator 
Eric Lloyd 


Chief Executive 
Officer 


With more than 20 years of experience in the healthcare field, Mr. Lloyd led Amerigroup’s Nevada 
start‐up operations and has directed our local team since 2008. Under his leadership, the health plan 
has delivered strong results for DHCFP. He also held leadership positions with several other managed 
care plans. His expertise includes business development, sales, new program start‐up, operations, 
and network development. 


 


Mr. Lloyd holds a bachelor’s degree in kinesiology from the University of Colorado Boulder and a 
master’s degree in health administration from Loma Linda University School of Public Health. 


 


Mr. Lloyd plays a leadership role within the community. He participates on the SSHIX Finance and 
Sustainability Advisory Committee, sits on the board of directors of the NHIE, is a member of 
HealthInsight’s Nevada Partnership for Value‐driven Healthcare Steering Committee, and is on the 
board of directors for After School All Stars Las Vegas. He also sits on the board of the United Way of 
Southern Nevada and co‐chairs their Access to Healthcare committee. 


Chief 
Financial 
Officer  


David Hsieh 


AVP, Finance 


For almost four years, since the health plan’s inception, Mr. Hsieh has overseen the health plan’s 
financial operations. He brings more than 10 years’ experience in healthcare finance to the Medicaid 
and Nevada Check Up programs and is experienced at analyzing health plan financials to identify 
opportunities for performance improvement that benefit DHCFP. Prior to joining Amerigroup, Mr. 
Hsieh held senior positions in the fields of health data analytics, financial operations, and multi‐site 
specialty provider operations.  


 


Mr. Hsieh earned both bachelor’s degree in industrial engineering and a master’s degree in business 
administration from Rutgers University. 


 


Mr. Hsieh is an active member of the local Nevada chapter of Healthcare Financial Management 
Association. 
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DHCFP 
Position Title 


Amerigroup Name 
and Title 


Qualifications and Experience 


Medical 
Director 


Richard Roberts, MD, 
MSHA, CPE 


Medical Director 


Dr. Roberts brings more than 30 years’ experience in managed care, working with providers and 
insurers in Medicaid, Medicare, commercial, for‐profit, and not‐for‐profit settings, including almost 
four years’ experience with the Medicaid and Nevada Check Up managed care programs. A board‐
certified pediatrician, Dr. Roberts has served as the Medical Director for Amerigroup’s Nevada health 
plan since January 2009. He is licensed in Nevada, California, Arizona, and Arkansas. 


 


Dr. Roberts received a bachelor’s degree from Loyola University in Chicago, a doctorate of medicine 
from the University of Illinois College of Medicine, and a master’s degree in healthcare 
administration from the University of Arkansas. 


 


Dr. Roberts is a member of the Nevada Association of Managed Care Physicians and the Plan 
Certification and Management Advisory Committee of the SSHIX. 


Recipient 
Services 
Manager 


Candice Speers, RN 


Quality Management 
Director 


Ms. Speers is an experienced health professional with extensive experience in the acute clinical 
setting as well as managed care organizations. She has eight years of experience in HMOs/MCOs as 
Director of Quality Management with responsibility for URAC® and NCQA accreditation, compliance 
with QM functions as contracted by the state or HMO, appeals, and grievances. She has been with 
Amerigroup since June, 2010 and is a key contributor to the quality gains achieved by the health 
plan. In her current role, Ms. Speers oversees the recipient services delivered to Amerigroup Nevada 
members through monitoring of the QM program and annual work plan. 


 


Ms. Speers earned a bachelor’s degree in nursing from San Jose State University and a master’s 
degree in public administration–health services from the College of Notre Dame. 


Provider 
Services 
Manager 


Marlene Morrison  


AVP, Provider 
Relations 


Ms. Morrison joined Amerigroup Nevada in 2012 with more than 22 years of experience in health 
care. She has worked with hospitals, provider groups, and health plans to develop comprehensive 
networks, establish innovative partnerships that enhance access to care and services such as 
telemedicine, and strengthen collaborative relationships between payers and providers. Ms. 
Morrison has held executive‐level positions with Integrated Marketing Technologies, HealthNet, Inc., 
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DHCFP 
Position Title 


Amerigroup Name 
and Title 


Qualifications and Experience 


and the US Department of Defense.  


 


Ms. Morrison is trained in and experienced working with Lean Six Sigma projects, fostering a focus in 
continuous quality improvement with our Nevada network. 


Ms. Morrison earned a bachelor of science degree in medical technology at Western Kentucky 
University and a master of science in hospital and health services administration from The Ohio State 
University. 


Grievance 
and Appeals 
Coordinator 


Dena Sargent, RN 


Quality Management 
Coordinator 


Ms. Sargent, who has been with Amerigroup for three years, has more than 20 years’ experience in 
healthcare, including 12 in managed care. She oversees the grievance and appeal program for the 
health plan. Additionally, she is one of our quality‐of‐care reviewers, back‐up HEDIS subject matter 
expert, and the business owner on several QM regulatory reports, which she reviews for accuracy. 
Prior to joining Amerigroup, Ms. Sargent held several positions at MCOs in medical management and 
quality management, including member outreach and education, disease management, utilization 
review with discharge planning, and quality compliance. 


 


Ms. Sargent holds a bachelor’s degree in information systems from the University of Phoenix and an 
associate’s degree in nursing from St. Clair College. 


Claims 
Administrator 


Lisa Bogard 


AVP, Health Plan 
Operations 


Ms. Bogard has more than 18 years’ experience in quality assurance, production, systems, and 
project management in healthcare management operations, including six years with Amerigroup. 
Before joining the Nevada health plan in January, 2012, Ms. Bogard held several managerial positions 
on our corporate Quality Management team. In this role, she led numerous quality improvement 
projects that resulted in significant gains in health plan operations efficiency, including quality gains 
related to claims and provider data management. This experience positions her well in her role in 
Nevada. Prior to joining Amerigroup, Ms. Bogard led a multi‐disciplinary process improvement team 
consisting of information technology testing, quality assurance, training, and policy and procedures 
focused on improving claims and contact center operations. 
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DHCFP 
Position Title 


Amerigroup Name 
and Title 


Qualifications and Experience 


Ms. Bogard is certified as a Six Sigma Black Belt with a history of successful process improvements. 
She is also a Certified Professional Coder. 


 


Ms. Bogard attended the University of Oregon studying psychology. 


Nevada 
Operations 
Manager  


Julie Skaggs 


VP, Provider Services 


With more than 24 years of healthcare experience including more than 10 years with Amerigroup, 
Ms. Skaggs has particular expertise at managing comprehensive provider networks and 
implementing innovative programs that transform healthcare delivery. She has been with the 
Nevada health plan for three years and has been instrumental in collaborating with the Medical 
Director to launch innovative delivery systems enhancements, such as PCMHs and quality‐based 
incentive programs. Prior to joining Amerigroup, Ms. Skaggs held managerial positions with other 
managed care health plans in which she had responsibility for development and management of 
provider networks.  


 


Ms. Skaggs is a member of the board for the Southern Nevada Immunization and Health Coalition. 
She is also an active volunteer with several community agencies, including the March of Dimes, 
Nevada Youth Alliance, the American Lung Association, and The Shade Tree Women’s Shelter. 
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B.  Describe your experience with performance incentives based on targeted health 
outcome standards. In addition, identify specific performance measures that would 
provide the most meaningful measure of health care service delivery performance. 


Experience with Performance Measures and 
Incentives 
Amerigroup Nevada supports the use of performance measures and incentives based upon 
targeted health outcomes. When effectively designed and implemented, performance 
incentives better align payment and quality to improve the quality and delivery of healthcare to 
our members.  


Experience in Nevada 


Amerigroup Nevada uses performance measures to positively affect the quality of services and 
healthcare that our Medicaid and Nevada Check Up members receive. Although we do not 
have incentives explicitly tied to performance measures in our current Contract with the State, 
several of our affiliated Amerigroup health plans do have performance incentives in their 
respective state contracts, described later in this section.  


We do, however, have experience with provider incentive programs in Nevada for our 
Medicaid and Nevada Check Up members, also described later in this section. 


Reporting Performance to the State of Nevada 


Amerigroup Nevada currently delivers performance measurements to the State of Nevada. We 
report performance measures to the State of Nevada related to: 


  Quality of care  


 Utilization of services  


 Member satisfaction, including Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®) survey results, grievances, and appeals  


 Access to care, including out-of-network usage  


 HEDIS and HEDIS-like measures 


 Performance Improvement Projects (PIPs) 


Amerigroup Nevada currently reports HEDIS measures and PIPs to the Nevada External 
Quality Review Organization (EQRO), Health Services Advisory Group (HSAG). We will 
continue working collaboratively with DHCFP and HSAG to implement new performance 
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measures and monitor the continuous improvement in the level of care and services delivered 
to our members.  


Amerigroup Nevada Provider Incentive Programs 


Amerigroup Nevada has designed and implemented provider incentive programs that promote 
efficiency in the service delivery system, improve the quality and delivery of services, and help 
reduce costs for our providers. Our provider incentive programs include: 


See the Confidential Technical Volume for proprietary information. 


 


Experience with Performance Incentive Programs in  
Affiliated Health Plans  


Amerigroup Nevada’s affiliated health plans in other states operate under performance 
incentive programs that reward the health plan for achievement of targeted performance 
levels—both administrative and targeted health outcome standards. These incentive programs 
have been developed in other states where Amerigroup operates full-risk managed care 
programs for Medicaid and CHIP populations similar to Nevada. When a performance 
incentive is tied to a targeted health outcome, measures are consistent with HEDIS or other 
measures that are evidence-based and carefully vetted. This experience includes: 


 Georgia. We implemented performance incentives that are based on HEDIS 
effectiveness of care measures.  


 Maryland. Performance incentives are based on HEDIS measures for child and 
adolescent well-care visits, appropriate medications for asthma, cervical cancer 
screening, diabetic eye examinations, lead screening, postpartum care, and access to 
care for children and adults. 


 Tennessee. Performance incentives were implemented in 2007 based on HEDIS 
measures for diabetic screening, breast cancer screening, adolescent well-care visits, 
controlling high blood pressure, anti-depressant medication management, follow-up 
care for children prescribed ADHD medication, and follow-up after hospitalization for 
mental illness.   


We will draw upon the experience and best practices of our affiliated health plans should the 
State choose to implement performance incentives as part of DHCFP’s contract with managed 
care plans. We will collaborate with the State in the development of the program using 
experience and knowledge of the population. 
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Recommended Performance Measures 


To provide the most meaningful measure of healthcare service delivery performance, we 
recommend the following performance measures:  


 Asthma Care: Use of Appropriate Medications 


 Diabetes Care: HbA1c Test, LDL-C Test, and Nephropathy 


 Immunization Rate: Childhood Immunizations 


 Prenatal and Postpartum Care 


 Preterm Birth Rate and/or Low Birth Weight (<2,500 grams) 


Managing Ambulatory Care Sensitive Condition ED Visits 


Amerigroup Nevada will work collaboratively with DHCFP to develop performance measures 
that are based on realistic goals for improvement. We recommend that performance measures 
be consistent with HEDIS or other externally based, reliable, and valid measures or 
measurement sets. 


Addressing Healthcare Disparities in the Hispanic Population 


One of our goals is to reduce and/or eliminate healthcare disparities for Medicaid and Nevada 
Check Up recipients. A proposed study is the reduction of healthcare disparities in the 
Hispanic population. This reflects the population we serve as almost 20 percent of our current 
Nevada members speak Spanish as their primary language.  


Possible outcome measures tied to the population could include: 


 Asthma Management 


 Obesity 


 Teen Pregnancy  


We are especially interested in promoting the health and well-being of the Hispanic 
population. We are working closely with the Mexican Consulate and the Latin Chamber of 
Commerce to develop a comprehensive Hispanic Outreach and Education program. The 
program will be offered to our Hispanic member communities and include outreach by 
Promotoras. This program is scheduled to roll out by the end of the year. We will focus on 
reducing cultural barriers—seen as stigmas—to having a diagnosis of asthma or diabetes. 
Because of these barriers, many Hispanics do not seek appropriate care for their conditions in 
a timely fashion.  
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C.  Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 


Investing in Improvement of Services, Treatment Protocols, and 
Development of Best Practices 


In Nevada and across the country, Amerigroup has invested in our employees, our systems, 
and our strategies to continually innovate new solutions to address the complexities facing 
DHCFP and other state customers. We know that there is no single answer to the challenge of 
lowering healthcare costs in Medicaid programs, so we developed a disciplined process to 
identify a range of new opportunities for healthcare cost savings that are implemented by 
leaders in each of our health plans based on local conditions.  


Amerigroup Nevada embraces quality management and improvement as a workplace culture, 
not as a separate function within the health plan. Our Culture of Quality is embedded in 
everything we do, in every employee, in every decision. We continually measure our 
performance against established benchmarks to identify and promote best practices and 
improvement opportunities. Since program launch in 2009, Amerigroup has achieved 
substantial year-over-year quality-of-care gains for our Nevada members. These gains have 
been validated through external audits and operational review. The State’s External Quality 
Review Organization validated Amerigroup Nevada’s performance in our first State Quality 
Assessment and Performance Improvement Program audit. Further, we have demonstrated 
our commitment to quality and transparency through achievement of NCQA accreditation as 
a New Health Plan through December, 2014, and we are the only Medicaid MCO in Nevada to 
achieve accreditation.  


In addition to working with our corporate experts who have piloted innovations across the 
country to identify those that will work in Nevada, our local Quality Management (QM) 
program centers on delivering high quality of care and medical services to our members, 
administrative support to our providers, and accuracy of data management to the DHCFP. 
The QM program drives health plan investment priorities that link to DHCFP goals and 
objectives.  


We highlight below those investments that we believe are the most significant and that will 
demonstrate our commitment to achieving results for DHCFP.  
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Improvement of Services 


Since 2009, Amerigroup Nevada continually strives to improve our service to members, 
providers, and DHCFP. Examples of specific investments are highlighted below. 


Expansion of our Nevada Staff 


We have doubled the number of our Nevada-based employees across all functional areas over 
the past two years. As the health plan has grown, we have developed a local team that 
understands the needs of our stakeholders, and we have refined our staffing strategies to 
improve overall performance. For example, we added two more Provider Relations employees 
(increasing the size of the team by more than 30 
percent) and assigned them by provider type so that 
each Representative is most familiar with the questions 
and issues most relevant for each provider area, 
fostering expertise and early identification of trends 
within provider types. As noted below, we have also 
doubled our QM team in Nevada, allowing us to keep pace with an expanding membership 
while also continuing to achieve gains in quality outcomes measures that are a key DHCFP 
objective and to the Governor’s Healthy Nevada initiative.  


Prompt Enrollment of Newborns and Pregnant Women 


Amerigroup Nevada recognized from the outset that the enrollment process for Nevada 
newborns was often delayed, limiting our ability to rapidly intervene to coordinate necessary 
healthcare services to foster a healthy start for Nevada newborns. We diligently worked with 
DHCFP and Division of Welfare and Support Services (DWSS) to shed light on the impact of 
delayed newborn enrollment, especially the lost opportunity to promote care for newborns. The 
resulting modified newborn enrollment process has expedited enrollment and our ability to 
begin planning for a healthy start. 


We will continue to partner with the State to identify additional opportunities to expedite 
enrollment of newborns and pregnant women to accelerate risk screening and case 
management for those at high-risk. For example, we look forward to working with the State to 
evaluate new options under the Patient Protection and Affordable Care Act (PPACA). 
Beginning January 1, 2014, states can allow Medicaid-participating hospitals to conduct 
presumptive eligibility determinations for any Medicaid-eligible populations regardless of 
whether the State is using presumptive eligibility in any other setting or for any other 
populations in the state (PPACA Section 2201). This may offer an opportunity to expedite 
enrollment for pregnant women, allowing us to initiate risk screening and care coordination 
even more rapidly. This process also promotes timely enrollment for newborns and enables 
coordination of prompt preventive care. We applaud the State’s interest in more rapid 
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enrollment of recipients into managed care, as outlined in the Section 1115 Demonstration 
Waiver Concept Paper from early 2012, as it will also promote early access to care for 
pregnant women. 


See the Confidential Technical Volume for proprietary information. 


Development of Innovative Case Manager Training  


Medicaid enrollees typically experience elevated acuity 
levels and higher rates of co-morbid conditions, 
including increased rates of co-morbid medical and 
behavioral health diagnoses. Amerigroup’s proprietary 
case management training programs enhance our Case 
Managers’ skills to accomplish the best results for our 


members and their families. Our innovative Case Management Certification program, 
accredited by several professional organizations for continuing education credits, builds and 
reinforces the core competencies required to address the diverse physical, behavioral, and 
social support needs of each individual and the skills to facilitate communication among 
providers. Recovery Innovations, which is specialized two-day training for Behavioral Health 
Case Managers, centers on collaborating with members with Serious Mental Illness (SMI) to 
create recovery-oriented care treatment plans that build on each individual’s strengths and 
foster self-determination. It also boosts Case Managers’ coaching skills to promote sustained 
member recovery. These skill sets will be of even greater value should DHCFP opt to expand 
Medicaid Managed Care to include the MAABD, juvenile justice, and foster care populations 
whose enrollees tend to have more intensive needs and a greater prevalence of SMI and co-
morbid conditions. 


Stabilization Case Management to Promote Safe Transitions between Care Settings 


As described in our response to Section 5.1.10.1.A.3, Amerigroup Nevada will launch our 
Stabilization Case Management program in Nevada under our new Contract. The goal of this 
program, which is based on the nationally recognized Coleman model, is to reduce overall 30-
day re-admission rates and to facilitate a smooth transition between inpatient settings and the 
home or other community settings by providing intensive, short-term support such as 
monitoring follow-up appointments; conducting medication reconciliation; educating 
members and families about self-care and when to call the PCP; coordinating home care;  
and more. 


Integrated Customer Service Desktop Drives Customer Satisfaction and Efficiency 


Amerigroup successfully rolled out an Integrated Customer Service Desktop application for 
more than 700 customer care employees and nurses located across four sites for member and 
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provider services, authorizations, claims research, and issue resolution. The Integrated 
Desktop consolidates information from multiple systems, allowing representatives to spend 
more time listening and responding to customers and less time searching for information. 
Role-based screens and dialog scripts guide representatives through common questions and 
requests, reinforcing best-practice behaviors, reducing training time, and standardizing 
processes. The desktop automatically applies Nevada-specific regulations for members and 
providers. 


See the Confidential Technical Volume for proprietary information. 


 


Improvement of Treatment Protocols 


To boost health outcomes, Amerigroup Nevada adopts evidence-based treatment practice 
guidelines and educates our network providers on their application.  


Reducing Premature Births by Educating Providers about 17P 


Three of Amerigroup Nevada’s 10 most frequent diagnoses are pregnancy-related, and we 
cover more than 4,400 births each year. The CDC ranks Nevada’s preterm birth rate 44th in 
the country. Amerigroup is committed to improving the rate of premature births, which will 
improve quality of life for all Nevadans and substantially reduce the State’s financial burden. 
Our OB Medical Director has conducted extensive outreach to OB providers in Nevada to 
educate them about the effectiveness of 17α hydroxyprogesterone caproate (17P), which recent 
studies have validated as effective at preventing preterm contractions and premature delivery. 


Amerigroup Nevada screens all pregnant women for their risk of preterm birth and engages 
members with significant risks of delivering a premature baby or having an adverse outcome 
and their providers to discuss appropriate use of 17P, and our OB Medical Director consults 
directly with treating OBs when appropriate to educate one-on-one about its efficacy at 
reducing preterm births. Preventing preterm births fosters a healthy start for babies, improved 
quality of life for moms and families, and reduced costs for the State related to medical costs 
and long-term costs resulting from possible developmental delays.  


Verifying Safe and Effective Medications for Members 


Amerigroup’s Medication Therapy Management (MTM) program leverages specially trained 
clinical pharmacists who work directly with members and prescribers to ensure that all 
medications prescribed are appropriate, effective, and safe for the member and will improve 
clinical outcomes. Through our Real Solutions® Health Care Insights tools, we identify and 
prioritize members who are likely to benefit most from our MTM outreach. These include 
members who are prescribed multiple medications or medications for chronic conditions. Our 
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clinical pharmacists work with the PCP team to ensure that all medications are appropriate; 
effective for their medical condition; safe with respect to co-morbidities and other medications 
being taken; and able to be taken by the member as prescribed. 


Our pharmacy team also continually monitors prescription drug utilization patterns to verify 
that members are receiving safe and effective medications and to prospectively identify any 
utilization patterns that may suggest the need to reach out to prescribers to improve outcomes 
for our members. Monthly and quarterly retrospective drug utilization review (RDUR) of 
pharmacy claims data identifies potential cases of under- and over-utilization, coordination of 
care issues, and drug abuse or misuse. Amerigroup clinical pharmacists evaluate RDUR 
reports to identify providers and members for targeted review and intervention. For example, 
when we identify prescribers with low formulary compliance rates, we send letters to 
encourage formulary compliance and generic dispensing. Should we note inappropriate 
utilization patterns for a member, we may initiate MTM services or, for cases in which the 
RDUR suggests complex medical or behavioral health issues, we may refer them for case 
management.  


Development of Best Practices 


Amerigroup Nevada has aligned development of best practices with DHCFP’s priorities and 
objectives. Some of our most significant investments are described below, including: 


 Improving maternal and child outcomes 


 Achieving measurable clinical quality gains 


 Implementing innovative provider collaboration strategies 


 Enhancing care for members in the hospital through a hospitalist program 


 Text messaging reminders to close gaps in care 


 Streamlining administration and fostering safety and quality with Personal Health 
Records 


 Establishing an urgent services network to reduce preventable emergency department 
(ED) visits 


 Identifying high-risk members through predictive models 


 Participating in a public-private partnership to prevent healthcare fraud 


 Promoting safety by restricting payment for Provider Preventable Conditions 
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Improving Maternal and Child Health Outcomes 


Improving outcomes for our pregnant members and their babies remains a priority for 
Amerigroup Nevada. As a result of our investment in this area, we have achieved a preterm 
birth rate of nine percent, which is well below the Nevada statewide average of 13.9 percent 
(2010). Specific best practices implemented to improve maternal and child outcomes are 
summarized below.  


 Investing in Specialized Clinical Leadership for Taking Care of Baby and Me®. 
Amerigroup Nevada has invested in specialized resources, including an OB Medical 
Director supporting the health plan. Our OB Medical Director has spent significant 
time building relationships with Nevada providers both in-person and over the phone 
and is available to consult with OB Case Managers about members with complex needs 
or to talk directly with providers to discuss treatment plans.  


 Referring all Women with High-Risk Pregnancies to Maternal Fetal Medicine 
Specialists. For women with high-risk pregnancies, our OB Case Managers, working 
with the OB Medical Director as necessary, incorporate a maternal fetal medicine 
specialist into the member’s care treatment plan to encourage optimal outcomes for 
mom and baby. OB Case Managers also coordinate home visits through our partner, 
Alere, which specializes in community-based support for high-risk pregnancies. This 
includes clinicians who conduct home monitoring or accompany women to their 
doctor’s visits to keep them on track with their care treatment plan. 


 Incenting Providers for Achieving Quality Goals in the Obstetrical Pay-for-
Performance Incentive. As detailed in our response to Section 5.1.10.1.B, Amerigroup 
has engaged obstetricians to focus on quality outcomes, including reducing the rate of 
unnecessary C-sections. So far this year, we estimate this initiative has provided 
approximately $100,000 in savings. This is based on estimated savings of 
approximately $2,000 per case based on the average inpatient length of stay. Data also 
shows a three percent reduction in the rate of 
C-sections. 


 Investing in Strong Starts for Families 
through our You and Your Baby in the NICU 
Program. The program eases the stress caused 
by the birth of a premature baby by providing 
educational material that is culturally and 
linguistically targeted for low-income 
populations and onsite support and coaching 
by an Amerigroup clinician; it further 
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prepares the family for the transition to home, including coordination of follow-up 
care when necessary. We connect newborns with a PCP from the outset, a priority for 
DHCFP. Amerigroup also identifies and coordinates other support needs, such as the 
need for a car seat or diapers and coordinates with the appropriate community 
agencies to holistically promote a 
smooth transition home. 


 Investing in Community Activities 
to Engage Pregnant Women. 
Community-based outreach 
activities, such as Baby Showers, 
engage pregnant members in 
prenatal care and screen them for 
risk factors. Games, prizes, and even 
a fashion show are combined with 
health screenings and important 
prenatal information. We also 
distribute educational materials, 
called AmeriTips, which offer 
educational information to help 
moms take care of themselves and 
seek appropriate care. (Figure 
5.1.10-8). We can reach more than 
1,000 individuals through these 
events.  


 


  


Figure 5.1.10-8. AmeriTips Deliver Educational 
Information to Members and Promote 
Appropriate Care 
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See the Confidential Technical Volume for proprietary information. 


 


Achieving Measurable Clinical Quality Gains 


Between HEDIS 2010 and 2012, Amerigroup Nevada has achieved significant increases in 
Medicaid scores for the measures summarized in Table 5.1.10-4. 


Table 5.1.10-4. Amerigroup Has Driven Gains in Medicaid Quality Performance since Program 
Implementation 


HEDIS Measure  Increase between HEDIS 2010 and 2012 


Follow ‐up after Hospitalization for Mental Illness—7 Day  79.77% 


Diabetes Care: Retinal Eye Exams  36.38% 


Timeliness of Prenatal Care  46.01% 


Frequency of Ongoing Prenatal Care (> 81 percent)  188.62% 


Childhood Immunization Status (Combination 3)  24.57% 


Lead Screening in Children  126% 


 


To achieve these results, Amerigroup Nevada has invested in 
development of strategies that fuel quality gains. For example, our 
Provider Relations Representatives have diligently educated 
provider offices on appropriately coding their claims to document 
HEDIS-related services to enhance our data capture. We have also 
delivered reference tools to providers, illustrated in Figure 5.1.10-9, to assist them. In another 
example, we changed lead screening protocols to enable PCP office-based gathering of 
screening samples, making lead screening more convenient for members.  


We remain committed to continuing our history of quality gains. In June, 2012, we launched 
our Investing in Quality initiative, chaired by our Nevada CEO. This initiative places quality 
at the center of the health plan and immerses the entire health plan, led by the senior 
executive team, in a culture of continuous quality improvement. This approach effectively 
engages every employee in every department in organizational performance improvement 
activities that ensure that Amerigroup exceeds quality standards as measured by HEDIS.  
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Five teams, each led by a member of the 
health plan leadership team, have been 
challenged to brainstorm and evaluate ideas, 
interventions, and solutions to improve 
relevant HEDIS scores in the areas 
illustrated in Figure 5.1.10-10. Every health 
plan employee is assigned to one of the 
teams. 


Each team has a budget and is developing a 
comprehensive plan to achieve the desired 
results. They also have the latitude to make 
decisions to change course or design a new 
intervention. Health plan leadership is 
encouraging new and innovative ideas that 
inspire creativity to reach our shared goals 
with DHCFP. To monitor our progress, we 
produce monthly interim HEDIS scores to 
assess our overall progress and further refine 
our strategies.  


In addition, in the last two years, we have 
added highly qualified experts at all levels of 
the department to continue our quality gains. 
For example, we added a bilingual outreach 


associate to directly and personally engage members and their families to obtain age-
appropriate care and services, including HEDIS-related services, using tracking tools that 
enable viewing of all outstanding 
HEDIS services for each individual 
and household. We have also 
engaged our network providers and 
community-based organizations to 
team up to improve HEDIS 
performance, such as partnering with 
the Southern Nevada Immunization 
and Health Coalition to promote 
their back-to-school immunization 
events to our member families.  


Figure 5.1.10-9. Reference Tools Encourage 
Proper Coding of HEDIS-related Services 


 


Figure 5.1.10-10. Investing in Quality Initiatives 
Focuses the Health Plan on Quality Improvements  
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Our Nevada team is fully supported by our corporate QM experts who aggregate experience 
across all 14 Amerigroup health plans and identify and share best practices. This facilitates 
the identification of areas for investment and treatment and practice protocols to be applied to 
Nevada. This team provides support related to HEDIS data management, clinical quality 
performance outcomes, and research and development. 


Implementing Innovative Provider Collaboration Strategies 


As described in our response to Section 5.1.10.1.B, Amerigroup Nevada has implemented 
innovative and quality-oriented incentive strategies with our providers, which is the first 
important step in our provider collaboration strategy. Complementing those initiatives, our 
investment in other provider collaboration strategies includes: 


 Real Solutions® Medical Homes. For larger 
provider sites, Amerigroup has invested in 
helping Nevada primary care sites to 
transform their practices to adopt population 
health management strategies. Real 
Solutions® Medical Homes enhance care for 
the entire community as providers develop population management capabilities that 
they apply to all their patients, including enhanced coordination for member with co-
morbid physical and behavioral health conditions. Amerigroup’s local health plan 
team includes a full-time Medical Practice Consultant augmented by resources in our 
corporate offices that exclusively support our Real Solutions® Medical Homes 
program. We also assist those practices to achieve NCQA accreditation as Patient 
Centered Medical Homes (Level 2), improving quality of care for all patients, not just 
our members. 


 Enhancing Medical Homes for Members with Behavioral Health Diagnoses. 
Amerigroup has piloted innovative provider practice transformation specifically for 
members with behavioral health diagnoses that may be adapted for Nevada. For 
example, we integrated primary care capabilities into a behavioral health provider in 
Maryland to integrate service delivery for members with substance use disorders.  


 Building Affordable Care Act–compliant 
Health Homes. In Washington, Kansas, and 
other states, we are establishing patient-
centered multidisciplinary provider teams to 
deliver care for members with chronic 
conditions (both medical and behavioral 
health). We are enthusiastic about developing industry-leading capabilities related to 
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Health Homes and to apply best practices learned in other states to apply to Nevada 
should the State opt to pursue such programs as a means to enhance quality of care. 


See the Confidential Technical Volume for proprietary information. 


 


Identifying High-Risk Members through Predictive 
Models 


Our Real Solutions® Health Care Insights suite of 
predictive models facilitates prospective identification 
and referral for specialized care coordination of 
members with elevated risks or ongoing medical or 
behavioral health conditions. Predictive modeling 
allows us to identify members with healthcare needs 
that may lead to high-intensity intervention, making 
the most efficient use of DHCFP dollars. Members 
with high-risk scores are prioritized for enrollment in 
clinical programs.  


Participating in a Public-Private Partnership to Prevent Healthcare Fraud 


Amerigroup has built a robust Program Integrity function, and we continually seek 
opportunities to enhance performance. We recognize that organizations that administer public 
programs should work together to improve detection and prevent payment of fraudulent 
healthcare billings. Amerigroup is among the first to join HHS, CMS, the U.S. Department of 
Justice, and other industry leaders in an innovative public-private fraud prevention initiative. 
The initiative will focus on fraud prevention opportunities that are only possible through 
broad collaboration, including:  


 Data sharing to pool Medicare and Medicaid claims data to allow federal investigators 
and private insurers to look for suspicious billing patterns and abnormalities.  


 Best practices and new methods to better detect suspicious activity and share 
approaches with the most potential to stop fraudulent billing.  


 Data analytics that uses sophisticated information technology and analytics on 
industry-wide healthcare data to predict healthcare fraud schemes before they happen.  


Promoting Safety by Restricting Payment for Provider Preventable Conditions  


Protecting the safety of Amerigroup members is an Amerigroup hallmark. Amerigroup 
currently maintains a number of patient safety initiatives, including processes for reviewing 
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all potential Quality of Care events. Complementing these efforts, Amerigroup maintains a 
rigorous policy that prohibits payment for Provider Preventable Conditions (PPCs) and Never 
Events. We require that providers report such incidents to Amerigroup, and our UM Nurses 
monitor all admissions to identify potential cases. Amerigroup thoroughly investigates all 
potential Quality of Care issues, including those associated with PPCs and Never Events. Our 
claims system monitors claims to identify those associated with a PPC and restricts payment 
accordingly. With this strategy, we continually reinforce to our network providers that member 
safety is of paramount importance.  


D.  Describe the experience your organization has had working with state government 
and or experience in specifically related services.  


Experience Working with State Governments 


For almost four years, Amerigroup Nevada has cultivated positive and productive 
relationships with DHCFP and other state agencies connected to the Medicaid, CHAP, and 
Nevada Check Up programs. We have emphasized a collaborative approach to identifying and 
implementing cost-effective program enhancements that foster sustained improvements to the 
healthcare of Nevadans.  


Amerigroup recognizes that, like most states, Nevada 
faces significant challenges in the future. As Medicaid 
costs continue to rise and enrollment grows, DHCFP 
will continue to confront difficult choices. Over the 
past 16 years, Amerigroup has cultivated trusting 
relationships with many state governments, including 
Nevada. As an organization with extensive data on 
public health programs, well-respected thought leaders 
in the healthcare field, and substantial capital 
resources to invest, Amerigroup remains committed to working with state partners to create 
innovative solutions to stabilize public health programs. We have a long history of partnering 
with states to help achieve the goal of improving health outcomes, streamlining 
administration, and optimizing the cost-effectiveness of public health programs in general. It 
is this commitment that separates Amerigroup from our competition. We believe that our role 
is not limited to that of an MCO vendor, but it is to anticipate the challenges facing the State, 
share program data and information, and collaboratively develop sustainable solutions with 
DHCFP.  


In addition, we interface with various State agencies in Nevada in the course of managing our 
business. This includes DWSS for eligibility, the Division of Insurance for regulatory 
oversight. Our case management team is well-versed in the diverse array of services available 
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to members and coordinate referrals to other State agencies based on each individual’s needs. 
This includes DWSS’ Supplemental Nutrition Assistance Program for members needing food 
stamps and its energy assistance program, the Nevada Supplemental Nutrition Program for 
Women, Infants & Children (WIC), and the Food Stamp Employment and Training program.  


Highlights of our experience working with the State government in Nevada, each of which is 
described below, include: 


 Partnership for strategic initiatives 


 Collaboration to achieve program improvements 


 Planning for the future 


 Coordination with other State agencies 


 Partnership and transparency  


We also highlight our experience with other states, which gives Amerigroup a broader range 
of experience with programs, services, and challenges beyond those of Amerigroup Nevada. 


Partnership for Strategic Initiatives 


As a true partner, Amerigroup Nevada has contributed ideas and resources to support the 
State’s overall health improvement efforts. We supported DHCFP in the development of a 
successful grant submission for CMS’ Medicaid Incentive Program for Chronic Diseases 
(MIPCD) demonstration. Beginning in December, 2012, through the MIPCD, members who 
are at risk of or diagnosed with diabetes will be rewarded for participating in our diabetes 
disease management program to boost their self-management skills. We look forward to 
monitoring the success of the project and are committed to collaborating with the other grant 
partners to deliver results in the demonstration. 


We also continue to seek sustainable improvements to 
maternal and child outcomes for Nevadans. 
Amerigroup actively collaborated with HealthInsight (a 
non-profit organization that served as convener), 
Nevada State Health Division, and DHCFP, the other 
Medicaid managed care plan, and the three largest 
obstetrical practices in Nevada to develop a CMS 
Innovation Strong Start grant proposal.  


The proposal incorporates adoption of a small-group intervention model of care that supports 
information sharing and understanding through shared experience. The proposal is based on 
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CenteringPregnancy, an evidence-based model for delivery system reform adopted in several 
states by Amerigroup to improve outcomes for maternal and child health. CenteringPregnancy 
is a multifaceted model of group care that integrates the three major components of care: 
health assessment, education, and support. The model uses a group setting to maximize the 
opportunity to educate women and to help them learn from each other and their shared 
experience. Small groups of eight to twelve women with similar gestational ages meet with the 
provider, learn care skills, and participate in facilitated discussions. The group learning model 
has proven to improve health outcomes, facilitate broader learning opportunities for 
participants, and create a support network for the woman with other group members.  


Amerigroup recognized the value of this approach early on. In March 2011, the Amerigroup 
Foundation awarded the Centering Healthcare Institute (CHI) with a $125,000 grant to 
implement CenteringPregnancy at three clinical practices. Amerigroup’s Public Policy 
Institute continues to work with CHI on several projects, including a program evaluation of 
the CenteringPregnancy model. 


This initiative underscores our commitment to the pursuit of innovative evidence-based care 
models, our collaboration with providers to develop sustainable solutions, and our willingness 
to partner with the State and other entities to achieve the State’s goals. 


We look forward to working with State and other stakeholders to identify and pursue other 
opportunities that align with DHCFP goals and objectives. 


Collaboration to Achieve Program Improvements 


Amerigroup Nevada enjoys excellent relationships 
throughout DHCFP, and we continually 
collaborate with the Agency to drive program 
improvements. Our commitment to collaboration 
with DHCFP is evident in our efforts related to the 
Nevada Medicaid Services Manual (MSM). 
Amerigroup Nevada’s Medical Director, Richard 
Roberts, MD, MHSA, CPE, works closely with 
DHCFP employees with whom he regularly consults regarding clarification of the MSM. He 
has been recognized across the Agency as an expert in its interpretation. Dr. Roberts’ collegial 
relationships with each of the DHCFP employees who are accountable for the various MSM 
chapters foster a deep understanding of the MSM rules and rapid response when the need for 
clarifications or interpretations arise. His expertise with the MSM and productive 
relationships with key employees enable us to identify and rapidly resolve inconsistencies 
within the MSM, which has supported refinement of the fee-for-service program. 
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Amerigroup appreciates that DHCFP seeks a performance-based program, and our leadership 
team has actively engaged the Agency to develop solutions when Medicaid rules or processes 
seem to impede optimal performance. For example: 


 Lead Screening. HEDIS rates related to lead screening for children were unusually 
low. Upon analysis of potential barriers, Amerigroup identified that the State 
requirement that samples be collected at labs, rather than in provider offices, placed 
additional burden on families who often chose not to visit another provider to have 
their child tested. We worked with the Agency to enable provider office collection of 
samples, and our HEDIS rates increased by 126 percent over a two-year period. 


 Newborn Enrollment. As noted in our response to Section 5.1.10.1.C, Amerigroup 
worked with the Agency and DWSS to modify the process for verifying Medicaid 
eligibility for newborns as delays inherent in the initial process had created barriers to 
early intervention to coordinate necessary care for newborns, especially those with 
high-risk factors. We strongly support pursuit of the presumptive eligibility waiver, 
which will further expedite interventions for newborns.  


Planning for the Future 


The State faces significant challenges in the future, including increasing budgetary pressures 
and implementation of the SSHIX and Health Information Exchange (HIE) initiatives. 
Amerigroup is experienced in supporting the State to vet options and identify and implement 
solutions that will guide the State toward achievement of its goals and objectives. We also 
stand prepared to work with the State on new policy initiatives that influence Medicaid and 
Nevada Check Up. 


We remain committed to engaging with State leadership to share ideas and strategies to align 
the health plan’s operations toward achievement of the Governor’s Healthy Nevada goals. 
Amerigroup strives to improve the health of all Nevadans, not just those enrolled in our health 
plan. We support and collaborate with community-based organizations on health promotion 
and education, and we incorporate value-added services into our Medicaid MCO program that 
contribute to improved health outcomes for our members. Our employees at all levels of the 
organization are actively involved in the community, including participating in many 
volunteer events.  
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Other future planning support experience in Nevada and other states is related to: 


 Health Insurance Exchange. Amerigroup’s leadership has committed to being a part 
of the solution. Our CEO participates in the SSHIX Finance and Sustainability 
Advisory Committee. Our Medical Director is a member of the Plan Certification and 
Management Advisory Committee of the SSHIX. Our team has been actively preparing 
for launch of SSHIX. Amerigroup Nevada also receives extensive support from 
Amerigroup corporate resources. Since 2010, we have cultivated a team of employees 
dedicated to research and thought leadership concerning Health Care Reform issues. 
The Health Reform Integration Team strives to be the thought leaders for analysis, 
education, and communication on the changes and opportunities of health reform for 
our stakeholders and partners. We have dedicated resources to track HIX trends and 
strategies across the country and develop solutions that deliver value to all our state 
customers, further strengthening our expertise.  


 Health Information Exchange. Our CEO is also on the Board of Directors of the 
Nevada Health Information Exchange (NHIE). We currently work with 
HealthInsight’s Health Information Technology Regional Extension Center and the 
State’s Quality Improvement Organization to boost adoption of its community-based 
NHIE. Recognizing the value of provider information sharing as a tool toward 
improved quality and efficiency, Amerigroup assists them by educating providers about 
how to use electronic medical records (EMRs) effectively to achieve meaningful use 
standards. We also educate providers who do not yet have EMRs on how they can move 
toward that goal. Our efforts educating providers about EMRs will positively influence 
the overall effectiveness of the NHIE as more providers opt to participate and share 
larger volumes of data.  


 Program Expansions to Add New Populations. In many other states, Amerigroup has 
worked closely with state governments to add new populations to their Medicaid–
managed care programs. We currently service members enrolled in the ABD/SSI 
category in 10 states and almost 92,000 dual eligibles in eight states. We understand 
the issues that states face serving these members, whose needs differ vastly from TANF 
and CHIP recipients, and have consulted and worked with state governments to 
develop real solutions.  


 Benefit Expansions. Many states have begun to integrate long-term services and 
supports (LTSS) into their Medicaid managed care program. Amerigroup has 
consulted with many state entities to design and develop successful strategies and to 
engage stakeholders in a collaborative effort. Across the country, Amerigroup has 
extensive experience coordinating LTSS for more than 145,000 members in five states. 
Amerigroup is supported by our National Advisory Board (NAB) on Improving Health 
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Care Services for Seniors and People with Disabilities, which recently celebrated its 
fifth anniversary. The NAB advocates for changes in public policies that both 
recognize and foster individual preferences for independent living through better 
integrated community-based services.  


Coordination with Other State Agencies 


Grounded in the State of Nevada, Amerigroup Nevada has nurtured relationships with other 
agencies that have oversight responsibility for aspects of the Medicaid, CHAP, and Nevada 
Check Up programs. Examples include:  


 Supporting Program Integrity. As detailed in our response to Section 5.1.11.6.C, 
Amerigroup maintains employees, systems, and processes to support identification of 
potential fraud, waste, and abuse, and we fully cooperate with State authorities in their 
investigation. As required, Amerigroup Nevada reports instances of all suspected fraud 
and/or abuse to the Surveillance and Utilization Review Section (SURS) at the 
DHCFP. In addition to reporting suspected cases, our investigation team actively 
partners with SURS as necessary to deliver data and documentation that supports the 
SURS investigation. Our Corporate Investigation Department (CID) employees meet 
quarterly by telephone with SURS personnel to discuss open investigations and share 
trends. In addition, members of the CID team participate on the US Attorney’s Heath 
Care Task Force, which is another venue for sharing and receiving information 
regarding active health care investigations. 


 Sharing Relevant Data. We recognize that the health plan’s data provides important 
public health information to the State. In addition to regular reports, Amerigroup 
Nevada regularly receives requests for data from DHCFP and other State agencies or 
departments, and we will continue to share relevant data that advances the mission of 
other agencies. For example, we recently received a request from DHCFP to produce a 
report for the Nevada State Health Division with data on our PCPs and dentists. In 
2012, we also shared data that DHCFP has requested through ad hoc reports related to 
EPSDT services, dental services, maternal and child health block grant data, and 
organ transplants.  


 Coordinating Referrals for State Investigations. As an MCO, Amerigroup Nevada 
gathers relevant data about provider practice patterns and potential quality of care 
concerns, and we refer cases for investigation to the State Board of Medical 
Examiners. For example, we recently referred a provider to the State Board of Medical 
Examiners after receiving complaints from members about his narcotic prescribing 
patterns. We also referred a network pain management provider who prescribed a 
powerful narcotic for home use in an amount our Medical Director felt was dangerous 
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for the patient. He filed a formal complaint with the Board regarding that provider as 
well.  


Partnership and Transparency in Communication 


The Amerigroup leadership team meets with DHCFP quarterly to review the status of the 
Medicaid Managed Care program, discuss opportunities for improvement, and strategize on 
new initiatives. We emphasize open communication that builds trust and centers on shared 
goals and objectives. For example, during our quarterly meetings, Amerigroup shares our 
progress on quality improvement programs, an important priority for DHCFP. 


This trusting relationship builds on a shared vision for a successful program. Amerigroup has 
a proven record of open communication with DHCFP, including prompt communication in 
cases when issues arise. Amerigroup recognizes that a rapid, detailed, and transparent 
response is our responsibility to the State. We are committed to and accountable for fully 
supporting DHCFP in program administration. 


 
E.  Provide the names, résumés, and any additional pertinent information regarding key 


personnel responsible for performance of any contract resulting from this RFP. In 
addition, specify the specific responsibilities of each of these individuals in relation to 
the requirements set forth herein. This information must be included in vendor’s 
technical response to the RFP. 


Key Personnel 
Amerigroup Nevada’s experience operating as a Medicaid and Nevada Check Up MCO has 
allowed us to develop a skilled management team with the expertise needed to operate an 
efficient health plan. Our key personnel are committed to providing quality, accessible care to 
our members, and dedicated to working with the State to create a more efficient healthcare 
system. Our talented employees have gained knowledge through personal experience in 
managed healthcare and through the support of Amerigroup Corporation, which has 
experience caring for approximately 2.7 million members in 13 states. As we blend local key 
personnel with the highly skilled leaders of Amerigroup Corporation, we ensure that the 
Nevada health plan and our members have a smooth and positive experience, with the best 
health outcomes possible.  


The key personnel will perform and be responsible for the duties defined in any Contract 
resulting from this RFP. These local leaders bring regional relationships and understanding 
of unique, local healthcare challenges to ensure DHCFP the right combination of personnel 
to meet the needs of the State and our Nevada members.  
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Collectively, this local team of key employees has more than 144 years of managed care 
experience and 25 years of experience in operating the Nevada health plan. Table 5.1.10-5 
lists the key personnel of the Amerigroup Nevada team dedicated to the Medicaid and Nevada 
Check Up Contract. We present resumes of the key personnel identified in RFP 4.13.2.3 in 
Section 5.4 Vendor Staff Resumes.  


Table 5.1.10-5. Key Personnel  


DHCFP Position Title 
Amerigroup 
Associate 


Amerigroup Title 
Years of Managed 


Health Care 
Experience 


Administrator  Eric Lloyd  Chief Executive Officer  20 


Chief Financial Officer  David Hsieh 
Associate Vice President, 
Finance 


10 


Medical Director  Richard Roberts, MD  Medical Director  30 


Recipient Services 
Manager 


Candice Speers, RN  Director, Quality Management  8 


Provider Services 
Manager 


Marlene Morrison 
Associate Vice President, 
Provider Relations 


22 


Grievance and Appeals 
Coordinator 


Dena Sargent, RN 
Quality Management 
Coordinator 


12 


Claims Administrator  Lisa Bogard 
Associate Vice President, 
Health Plan Operations  


18 


Nevada Operations 
Manager 


Julie Skaggs 
Vice President, Provider 
Relations 


24 


Total  144 


 


Tables 5.1.10-6 through 5.1.10-13, starting on the following page, provide information on 
specific responsibilities for RFP-identified key personnel. Employees listed will manage all 
oversight and performance requirements for any Contract resulting from this RFP. 
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Table 5.1.10-6. Administrator Contract Responsibilities 


Name  Eric Lloyd 


Amerigroup Title  Chief Executive Officer 


RFP Title  Administrator  


Responsibilities   Manage the overall operations Nevada health plan 
 Represent Amerigroup Nevada in all matters related to the Medicaid and 
Nevada Check Up Programs 
 Oversee DHCFP contract negotiations and ensure that policies and programs 
achieve results in compliance with the contract 
 Receive and respond to DHCFP inquiries and requests and resolve contract 
issues 
 Meet with DHCFP representatives to review performance and resolve contract 
issues 
 Oversee, direct, and manage health plan operations in Nevada 
 Develop policy and programs to achieve results through effective financial 
management 
 Lead the rate development process and oversee the health plan budgeting 
process 
 Certify financial statements, encounter reports, and other required regulatory 
reports 
 Oversee fraud and abuse program compliance and reporting responsibility 
 Maintain regulatory and Contract compliance, including securing and 
coordinating resources necessary for such compliance and monthly reporting 
 Ensure implementation and integration of cultural competency programs and 
training for all Amerigroup Nevada employees 
 Work collaboratively with Amerigroup senior leadership to achieve overall 
company goals of growth, financial performance, and service to the community 
 Manage key regulatory and legislative relationships 
 Oversee Contract negotiations 
 Oversee key hospital and provider contractual relationships 
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Table 5.1.10-7. Chief Financial Officer Contract Responsibilities 


Name  David Hsieh 


Amerigroup Title  Associate Vice President, Finance 


RFP Title  Chief Financial Officer 


Responsibilities   Own topline, medical expense, and local Selling, General and Administrative 
(SGA) portions of annual budget process and quarterly forecasts 
 Conduct and coordinate all analysis required for membership, premium yield, 
and medical expense  
 On a quarterly basis, analyze, interpret, and communicate financial statement 
and medical accrual results to plan leadership 
 Develop, maintain, and enhance mechanisms to track, report, and provide 
feedback on company financial performance 


 Monitor monthly claims production, including investigation and resolution of 
adverse changes in production statistics and their impact on medical accrual 
estimates 


 Control profit planning, forecast, expense budgets, accounts receivable, cost 
standards, and administrative savings 


 Administer a risk management program to minimize the exposure to business 
disruption 


 Monitor, analyze, and report any variances for local and direct administration 
expenses 


 Identify and drive opportunities for savings with plan leadership on a 
monthly basis 


 Identify and monitor the assumptions and issues in the rate methodology 
that drive financial success including trend, populations covered, benefits 
covered, unit cost assumptions, risk adjustments, birth rates, newborn 
enrollment rules, special populations, utilization assumptions, and program 
changes 
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Table 5.1.10-8. Medical Director Contract Responsibilities 


Name  Richard Roberts, MD 


Amerigroup Title  Medical Director 


RFP Title   Medical Director 


Responsibilities   Oversee all medical management services for the Nevada health plan in 
coordination with the Amerigroup integrated Medical Management Model 
 Lead the development and implementation of programs that assure that 
members receive appropriate and timely access to healthcare services 
 Lead the development and implementation of medical management programs 
that assure our physicians and hospitals deliver appropriate and timely 
medical services to our members 
 Lead the development and implementation of medical quality management 
programs that assure members fulfill their healthcare needs and have 
appropriate health maintenance and preventive services 
 Establish and implement the company’s medical management policies 
 Co‐chair the Utilization Management and Quality Assurance Plan committee 
 Direct the development and implementation of our internal quality assurance 
plan and utilization management activities and monitoring the quality of care 
Amerigroup members receive 
 Oversee the development and revision of our clinical care standards and 
practice guidelines and protocols 
 Review all potential quality of care problems, and oversee the development, 
implementation, and adherence to plans of correction 
 Oversee referral process for specialty and out‐of‐network services 
 Serve as a liaison between Amerigroup Nevada and its providers, 
communicating regularly with providers, including oversight of provider 
education, in‐service training, and orientation 
 Serve as consultant to medical staff with regard to referrals, denials, 
grievances, and problems 
 Ensure coordination of out‐of‐network services  
 Serve as liaison to work with DHCFP regarding utilization review and quality 
assurance issues 
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Table 5.1.10-9. Recipient Services Manager Contract Responsibilities 


Name  Candice Speers 


Amerigroup Title  Director, Quality Management 


RFP Title  Recipient Services Manager 


Responsibilities   Establish quality management objectives and annual goals in conjunction with 
the Medical Director 
 Direct implementation of the comprehensive Quality Management Program 
to meet the demographic and epidemiological needs of the population served 
 Promote plan wide understanding, communication, and coordination of the 
quality management program 


 Develop quality management reports 
 Analyze validity of quality management data from a clinical perspective 
 Coordinate reporting of all quality initiatives to all appropriate committees on 
a quarterly basis 
 Develop, design, implement and evaluate continuous quality improvement 
action plans for the quality improvement activities 
 Participate in the reporting of the HEDIS® data and coordinate the 
improvement action plans 
 Coordinate the state regulatory quality reporting for the health plan 
 Support plan leadership to meet NCQA standards 
 Support provider re‐credentialing in the areas of medical reviews and quality 
indicators 
 Assure compliance with State and Federal quality improvement/assurance 
requirements 
 Evaluate and make recommendations for oversight of delegated services 
 Develop the annual operating and capital budgets to sufficiently meet 
departmental needs and ensure that the department stays within budget 
 Set goals, establish measurements, quality standards and tracking 
mechanisms 
 Work with plan and corporate team to prioritize work requirements, balance 
competing priorities for resources, and develop plans to address those needs 
having the greatest impact 
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Table 5.1.10-10. Provider Services Manager Contract Responsibilities 


Name  Marlene Morrison 


Amerigroup Title  Associate Vice President, Provider Relations 


RFP Title  Provider Services Manager 


Responsibilities   Support network contracting efforts within Nevada, including active 
involvement in significant provider contracting efforts such as hospitals and 
organized physician groups 
 Ensure the appropriateness of the health plan’s programs for provider 
credentialing, orientation, education, and services as defined by the 
organization and the State 
 Ensure the provider network successfully integrates with the medical 
management function 
 Lead and manage all aspects of provider implementation, including 
understanding, communication, and accurate administration of unique 
arrangements 
 Maintain provider service standards and facilitate marketing programs that 
involve providers 
 Manage all aspects of provider profiling programs, including educating health 
plan employees on using provider profiling information to engage the 
provider network in improving quality 
 Develop and maintain all provider services policies and procedures 
 Monitor provider concerns and issues, communicate those issues to other 
functional areas of the health plan, participate in ongoing processes to obtain 
feedback to the health plan, and coordinate and assist in the appropriate 
response of the health plan for provider issues 
 Support strategic network composition and design initiatives that are 
consistent with the objectives of the health plan 
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Table 5.1.10-11. Grievance and Appeals Coordinator Contract Responsibilities 


Name  Dena Sargent, RN 


Amerigroup Title  Quality Management Coordinator 


RFP Title  Grievance and Appeals Coordinator 


Responsibilities   Process medical appeals according to the state Medicaid contract and 
regulatory requirements 
 Process and monitor medical appeals and Member Fair Hearings 
 Maintain internal medical appeals policies according to the state Medicaid 
contract and state regulatory requirements 
 Maintain database inventory of medical appeals by source, type, data 
received, and outcome 
 Manage medical appeals process to meet timeliness and accuracy standards 
 Analyze data and prepare quality management reports in accordance with 
plan procedures 
 Participate in intradepartmental quality management improvement teams 
 Perform medical record review and data collection for medical appeal 
processing 
 Discuss medical appeals with reviewing Medical Director, or designee, to 
facilitate decision making 
 Schedule and present medical appeals to appeal committee members for 
decision 
 Submit required documents to reviewing agency and monitor medical appeals 
 Coordinate with Medical Management, Provider Relations, and other internal 
Amerigroup Nevada departments as necessary to collect data to process the 
medical appeal 
 Communicate process and appeal determinations as necessary with external 
customers, such as, Members, physicians and hospitals 
 Assist in educating providers about the medical appeals process 
 Identify research and acts on areas requiring process improvement 
 Participate and contribute to the Quality Management, Medical Advisory, and 
Community Advisory Committee Meetings 
 Support regulatory audits and accreditation status and efforts 
 Maintain complaint documentation 
 Conduct regular audits of the core operations systems to track misrouted 
complaints 
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Table 5.1.10-12. Claims Administrator Contract Responsibilities 


Name  Lisa Bogard 


Amerigroup Title  Associate Vice President, Health Plan Operations 


RFP Title  Claims Administrator 


Responsibilities   Manage and improve all health plan operations to achieve or exceed 
performance standards and budget 
 Maintain all required regulatory compliance and serve as the liaison to all 
health plan support services, such as Medical Management, Claims, Provider 
Relations, and Information Technology Services 
 Develop and manage provider contracts and partnerships to achieve quality, 
cost management, and strategic business development objectives; develop 
and negotiate strategic provider contracts on behalf of the health plan 
 Lead the health plan’s performance management and earning improvement 
activities; assist in developing policy and programs to achieve business results 
through effective financial management 
 Assist CEO with development of plan’s annual administrative, medical, and 
capital budgets 
 Assist CEO with management of monthly reporting and review of financials 
and accruals 
 Assist the CEO with aspects of local and state government relationships, 
including dealing with regulators as necessary, to establish and continue 
effective working relationships 
 Manage the plan’s complaint, appeals, pended claims, and claims research 
functions 
 Manage the hiring, developing, training, and retention of high‐quality, 
productive employees 
 Oversee and direct the claims administration operation – hard copy claims 
and claims received in automated format 
 Prepare periodic claim volume and status reports for management 
 Investigate third party liability and subrogation cases using information 
supplied by Claims, Medical Management, reports, and phone calls 
 Communicate with attorneys, insurance carriers, members, providers, and 
state Medicaid agencies to achieve recovery using verbal and written 
correspondence 
 Work with Legal Department to resolve difficult recovery cases and to obtain 
legal advice 
 Identify and recover overpayments related to tort or subrogation 
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Table 5.1.10-13. Nevada Operations Manager Contract Responsibilities 


Name  Julie Skaggs 


Amerigroup Title  Vice President, Provider Services 


RFP Title  Nevada Operations Manager 


Responsibilities   Collaborate with plan CEO and other senior management to determine the 
plan’s provider contracting needs 
 Lead the development of provider network business plans, strategies and 
goals as they relate to network expansion and provider contracting, 
education, communication, policies, procedures and servicing 
 Develop and manage provider contracts and partnerships to achieve quality, 
cost management, and strategic business development objectives 
 Lead the strategic analysis and negotiation of all types of complex provider 
contracts 
 Review financial information and, in collaboration with Medical Finance and 
other corporate departments, develop effective reimbursement 
methodologies and strategies to achieve specific contracting and budgetary 
objectives which are operational and efficient 
 Monitor local market trends relative to provider contracting, reimbursement 
and service, make recommendations to modify current processes and assist 
implementing changes when necessary 
 Educate Provider Relations staff on the concepts and practice of provider 
marketing 
 Assume responsibility for development, implementation, operation and 
oversight of provider marketing efforts in collaboration with Sales and 
Marketing leader 
 Work with staff to identify operational issues and implement projects to 
promote payment of claims on first submission 
 Supervise the provider network and operations staff to ensure proficiency and 
efficiency in meeting all health plan strategic and operational goals, major job 
objectives and planning goals 
 Develop and implement strategies to recruit and retain the highest quality 
staff members 
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F.  Provide the names of any additional full-time staff and project supervisors with 
contract responsibilities in the following area: 


  1. Information Systems 


  2. Utilization/Case Management 


  3. Claims Payment 


  4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


  5. Health Education 


  6. Data Coding 


  7. Contract Negotiation Specialists/Network Recruiters 


  8. Encounter Data 


  9. Other staff as needed for project 


Additional Employees with Contract Responsibilities 
In addition to the key personnel, Amerigroup Nevada designates additional full-time 
employees who supervise each of the following functional areas required by this RFP. The 
Nevada employees receive support from Amerigroup Corporation’s specialized departments, 
which complement these employees in strategically determined functional areas to create both 
better value and results for our members. Table 5.1.10-14 provides a summary of the name(s) 
of the responsible Amerigroup Nevada employees and the supporting Amerigroup Corporate 
department(s) for all employees responsible for each of the functional areas. We describe each 
staff member listed and their supporting department(s) in detail following the table.  


Table 5.1.10-14. Additional Full-time Personnel and Project Supervisors 


Functional Area  Staff 
Amerigroup Supporting 
Department(s) 


Information Systems  Shaun Wayne   Technology Services 


Utilization/Case Management  Karen Gardiner 
Behavioral Health  


Clinical Operations 


Claims Payment 


Stephen Williams  


Richard Marucut  


Denise Ward  


Reimbursement Policy 
Management 


Claims 


Quality Improvement and Reporting  Addie Ferebee   Quality Management 


Health Education  David Osman   Disease Management 
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Functional Area  Staff 
Amerigroup Supporting 
Department(s) 


Michelle Washington  


Data Coding  Robin Favret  
Provider Life Cycle 


Information Technology Services 


Contract Negotiation 
Specialists/Network Recruiters 


Shaneka Wiley  


Stephen Ford  


National Provider Services 


Provider Collaboration 


Encounter Data  Robin Favret    


Other personnel, as needed  


Brandon Charles, MD 


Gerald Busch, MD 


Nancy Kaplan  


Chris May  


 


 


Information Systems 


Staff and Contract Responsibilities 


Shaun Wayne, Information Technology Service Field Service Technician III, supports 
Amerigroup Nevada’s Information Systems. Shaun has almost 10 years of experience with 
Amerigroup and more than 15 years of experience working with Information Technology 
Services. Under the Contract, Shawn:  


 Provides technical support and direction for Amerigroup Nevada staff members 


 Contributes advanced, top-level technical knowledge and experience in the areas of 
software and hardware testing, change control, configuration management, test plan 
development, and systems documentation 


 Provides information to internal and external customers and vendors 


 Provides and implement innovative ideas and solutions for complex problems  


 Ensures system security is maintained and strengthened through implementation of 
current technologies 


Supporting Department 


Shaun Wayne and Amerigroup Nevada receive support from Amerigroup Corporation’s 
Technology Services (TS) Department, which consists of more than 380 highly skilled and 
experienced technology professionals. In order to best support the Nevada Health Plan, the 
management of our TS Department is fully integrated across operations, allowing us to focus 
on serving our members. Integrating the management of all functions creates a collaborative 
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environment that focuses on implementing technology tools to strengthen customer 
relationships and drive operational improvements. 


Utilization and Case Management 


Staff and Contract Responsibilities 


Karen Gardiner, Vice President of Health Care Management Services, is part of the Nevada 
health plan Clinical Leadership team, and leads the Utilization and Case Management 
responsibilities, including those resulting from this RFP. Under the Contract, Karen:  


 Directs and provides leadership for designing and developing the Nevada health plan’s 
medical management program to meet the unique needs of the population 


 Directs Healthcare Management Programs including disease management, case 
management, and utilization management 


 Promotes understanding, communication, and coordination of the Integrated Medical 
Management Program 


 Works with Provider Relations, Quality Management, and Health Promotions to 
develop and implement effective provider communications, quality assurance, and 
member outreach programs 


 Ensures support for compliance with NCQA and assure compliance with the State and 
federal program requirements  


Supporting Departments 


Amerigroup’s Behavioral Health Department works to leverage centralized behavioral health 
utilization management and disease management employees who handle complex cases with 
the lowest acuity level. These teams, designated by region to build local market knowledge, 
collaborate closely with local health plan employees. Amerigroup also deploys locally based 
complex case management experts to provide high-touch services for our most vulnerable 
members and to make best use of extensive local knowledge of community resources. This 
approach matches the intensity of service required for each individual member. 


Amerigroup’s Clinical Operations Department ensures that Amerigroup’s policy and 
operations support the national medical model by promoting collaboration, accountability, 
and teamwork, which aids the removal of barriers to operational success. The core functional 
responsibilities of Clinical Operations includes Clinical and Utilization Management (UM) 
procedures and workflows, NCQA UM standards, medical program management, Case 
Management and UM training, and integration of Case Management and UM certification 
programs.  
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Claims Payment 


Staff and Contract Responsibilities 


Stephen Williams, Vice President of West Regional Services Center Operations, has been with 
Amerigroup for almost six years. Under the Contract, Stephen leads operations for the 
Regional Service Center, which is responsible for customer services and claims processing.  


Richard Marucut, Director of Service Operations, is a leader in the West Regional Service 
Center. As director, he helps manage the claims team responsible for supporting Amerigroup 
Nevada. Under the Contract, Richard: 


 Monitors claims quality reporting and ensure fulfillment of all State requirements  


 Analyzes reports to identify areas of concern, trends, and issues across entities that 
impede customer service 


 Collaborates with internal partners to develop process improvement initiatives to 
reduce defects, improve overall operating efficiencies, and maximize dollar recovery 
through cost containment 


 Ensures appropriate scheduling of employees to manage claims volume 


 Works with the Nevada health plan to resolve operational issues including enrollment, 
benefit configuration, call metrics, authorizations, high dollar claims, pending claims, 
appeals, adjustments, customer service, and policy issues 


Denise Ward, Claims Manager, directly manages claims for the Nevada market. With more 
than 21 years of experience in healthcare, she has the expertise necessary to manage an 
efficient claims team. Under the Contract, Denise:  


 Manages the Nevada claims inventory 


 Provides updated claims training as required 


 Ensures that all market Performance Guarantees are met 


 Partners with cross-functional areas to ensure all claim errors are resolved timely 


 Processes high dollar, complex and adjustment claims 


  







 Tab V – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-77 
November 15, 2012 


Supporting Departments 


Amerigroup Corporation’s Claims Department works to ensure the satisfaction of our 
providers, members, and state partners by striving to provide the most accurate, cost effective, 
and responsive claims processing system. This extensive corporate department provides vital 
support to the Nevada health plan’s claims payment team.  


Amerigroup Corporation’s Reimbursement Policy Management Team supports the claims 
payment employees. The Reimbursement Policy Management team creates consistent and 
industry-standard reimbursement policies and medical coding logic, taking into consideration 
our member’s unique needs. The Claims Payment functional area collaborates with local 
Nevada employees to ensure claims payment understanding, communication with providers, 
and claims processing efficiencies.  


Quality Improvement and Reporting 


Staff and Contract Responsibilities 


Addie Ferebee, Nevada Health Plan Financial Analyst, supports the data and quality needs of 
the Quality Improvement and Reporting functional area. Under the Contract, Addie: 


 Produces, analyzes, and maintains reports used to measure, monitor, and manage 
quality of care and services 


 Employs knowledge of databases, information systems, statistical tools, and analytical 
principles to analyze outcomes that support strategies for managing health plan 
performance 


 Compiles and analyzes data including quality indicators, performance scorecard, and 
quality improvement activities  


 Develops, standardizes, maintains, and enhances reports for State quality reporting 


Supporting Department 


Amerigroup Corporation’s Quality Management Department fully supports our Nevada team. 
The department’s experts have aggregate experience across all 13 Amerigroup health plans 
and identify and share best practices. The Amerigroup Quality Management Department leads 
national efforts related to development and implementation of quality metrics and 
identification of effective interventions in affiliate health plans for inclusion in performance 
improvement initiatives. This facilitates the identification of areas for investment and 
treatment and practice protocols to be applied to Nevada. This team provides support related to 
HEDIS data management, clinical quality performance outcomes, and research and 
development.  
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Health Education 


Staff and Contract Responsibilities 


David Osman and Michelle Washington, Nevada Health Plan Marketing Representatives, 
provide field-based marketing and health education to promote a healthier community. Under 
the Contract, Dave and Michelle: 


 Converse with and educate the general public on the importance of healthcare and the 
services a managed care organization provides 


 Provide outreach and guidance to members of the community regarding enrollment 
questions and social services needs 


 Conduct presentations, create exhibits, and perform other educational activities in an 
effort to inform the community and establish positive relationships with providers and 
community organizations 


Supporting Department 


Amerigroup Corporation’s Disease Management Team also supports the Nevada health plan 
with targeted disease management programs tailored to the needs of members and caregivers. 
Our DM team is supervised by our National Medical Director and consists of licensed nurses 
and social workers assigned to state-specific teams. This builds familiarity with local programs 
and resources and incorporates a deeper support system for individual members. 


Data Coding 


Staff and Contract Responsibilities 


Robin Favret, Associate Vice President of Information Technology Services Customer 
Account Management, has more than 28 years of healthcare experience and 14 years with 
Medicaid and CHIP programs. Robin’s experience has provided her the opportunity to work 
extensively with DHCFP on integration challenges and her expertise supports Amerigroup 
Nevada’s Data Coding functional area. Under the Contract, Robin:  


 Leverages industry, corporate, and health plan knowledge to partner with the state in 
developing solutions to operational or system issues 


 Ensures the communication of key service and performance measures to the health 
plan and its customers 
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Supporting Departments 


Amerigroup Corporation’s Provider Lifecycle Management Department focuses on the 
operational leadership of systems that administer our provider network and member benefits. 
Department experts manage provider data management and provide reimbursement and 
provider data quality initiatives. The Provider Lifecycle program is an enterprise-wide 
initiative to improve the timeliness of bringing providers into our network and the quality of 
the provider data in our systems. 


Contract Negotiations and Network Recruiting 


Staff and Contract Responsibilities 


Shaneka Wiley, Nevada Health Plan Manager of Provider Services, manages and coaches 
Amerigroup Nevada’s Provider Services team daily. Shaneka promotes provider satisfaction 
and provides an extensive provider network for our members. Under the Contract, Shaneka: 


 Evaluates the provider network to ensure appropriate access for membership and 
develop and execute recruitment plans 


 Promotes positive relationships with the provider community and other Amerigroup 
departments 


 Develops and implements action plans regarding provider satisfaction 


Stephen Ford, Associate Vice President Senior Counsel, supports the health plan by providing 
legal expertise. In this role, Stephen: 


 Serves as counsel for the Nevada plan 


 Handles intake and resolution of legal issues related to regulatory compliance, 
provider network development and maintenance, provider disputes, agency disputes, 
product development and plan extension, and risk management 


 Participates with merger and acquisition activity and new market development 


 Participates with negotiations and process improvement 


 Manages paralegal and administrative staff 


Supporting Departments 


Amerigroup Corporation’s National Provider Services Department and Provider 
Collaboration Team both understand the importance of working with our providers to ensure 
the best care for our members. National Provider Services supplies the support necessary to 
develop an extensive provider network that promotes positive relationships and facilitates 
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provider communication. The Provider Collaboration team develops and maintains programs 
that support providers initiatives including patient-centered medical homes; incentive, risk, 
and shared savings; provider information sharing; and innovative reimbursement.  


Encounter Data 


Staff and Contract Responsibilities 


Robin Favret, Associate Vice President of Information Technology Services Customer 
Account Management, in addition to her role described above, supports the health plan’s 
encounter data process. She:  


 Systematically reviews operational performance, including service level agreements 
and regulatory mandated performance guarantees in order to address issues and 
maintain alignment with business goals 


 Monitors operational and system trends across the health plan to determine potential 
solutions to operational or system issues 


Additional Employees 


Staff and Contract Responsibilities 


Brandon Charles, MD, OB Medical Director, provides complimentary clinical expertise to our 
Medical Director. Dr. Charles works with Amerigroup Nevada leadership to promote care 
treatment plans that improve our members’ health outcomes. Under the Contract, Dr. 
Charles: 


 Promotes optimal maternal and child health outcomes 


 Coordinates and manages Amerigroup Nevada peer reviews, education and physician 
relations 


Gerald Busch, MD, Behavioral Health Medical Director, provides additional clinical support 
to the health plan. Dr. Busch is a board-certified psychiatrist and has the experience necessary 
to provide exceptional insight and guidance to improve the care of our members. Under the 
Contract, Dr. Busch: 


 Assists in the management of complex behavioral health conditions 


 Provides leadership and guides providers in developing recovery-oriented care 
treatment plans for members with behavioral health diagnoses 


Nancy Kaplan, Manager of Regulatory Services, is a valuable part of the Nevada health plan. 
Nancy is involved with several functional areas resulting from the Contract, including state 
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contracts, reporting resources, regulatory tasks, collateral material, and performance 
standards. Under the Contract, Nancy: 


 Researches and provides guidance to the Nevada health plan and corporate 
departments regarding compliance with the requirements of the Nevada managed care 
contract, as well as state and federal statutes and regulations 


 Serves as representative for the Nevada health plan and the corporate departments with 
state regulatory agencies 


 Assesses proposed and final legislation with potential impacts on business activity and 
operations 


Chris May, Director, Amerigroup Nevada’s Compliance Officer, plays a key role in the 
successful management of the health plan. Chris educates the Amerigroup Nevada employees 
to ensure compliance with corporate and state policies. Under the Contract, Chris: 


 Leads and assures compliance training activities 


 Monitors health plan performance standards for compliance with contractual and 
regulatory requirements 


 Reviews policies and procedures and health plan activities to ensure adherence to 
business associate requirements and physical and electronic security under HIPAA  


G.  Provide copies of any current licenses or certifications, including your license to 
operate as an HMO in Nevada.  


Current Licenses and Certifications 
The following documents are evidence of Amerigroup Nevada’s authority to serve members 
and operate as proposed in Nevada; We have included copies of our current licenses and 
certifications in Tab IX – Other Informational Material, behind Tab VII Attachments as 
Attachments 5.1.10.1-1, 5.1.10.1-2, and 5.1.10.1-3. 


 Certificate of Authority. Amerigroup Nevada maintains a license to operate as a Health 
Maintenance Organization (HMO) in the Service Areas of Clark and Washoe counties, 
issued by the Nevada Division of Insurance on March 30, 2006.  


 NCQA New Health Plan (NHP) Accreditation. Amerigroup Nevada currently is 
operating under a three-year accreditation that we received in December 2011; the 
accreditation is valid through December 2014. 
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 Nevada State Business License. Amerigroup Nevada holds a State Business License 
through the Nevada Department of Taxation. The license has been maintained 
continuously with the State annually since its date of issue on April 26, 2006; the 
license is valid through August 13, 2013.  


Through our accreditation efforts, we seek to demonstrate our commitment to quality of care 
for all members. 


H.  List any bilingual staff, the area to which they are assigned and the languages spoken. 


Bilingual Employees 
Amerigroup Nevada representatives reflect the cultural and linguistic needs of our members. 
We work with the State to provide services to unique populations, as well as a large Hispanic 
community, and we are proud to supply the necessary resources to accommodate our members 
who do not speak English as a first language.  


Amerigroup Nevada has several bilingual associates. Table 5.1.10-15 lists our bilingual 
employees, their departments, and the language(s) spoken.  


Table 5.1.10-15. Amerigroup Nevada Bilingual Employees 


Name  Title ‐ Department  Language Spoken 


Lynette Glasco 
Member Advocate – Quality Management 
Department  


Spanish 


Socorro Carrasco 
Outreach Associate – Quality Management 
Department  


Spanish 


Eric Ortiz 
Claims Resolution Analyst – Provider 
Relations Department 


Spanish 


Laura Deya‐Orona 
Senior Claims Resolution Analyst – Provider 
Relations Department 


Spanish 


Luzy‐Ann Yanson 
Quality Management Representative – 
Quality Management Department 


Tagalog 


In addition to the Amerigroup Nevada bilingual resources, Amerigroup Corporation has 
several translation and bilingual resources to support the health plan.  


Amerigroup’s National Contact Center (NCC) is well equipped to handle large volumes of 
calls from members who do not speak English as a first language. The National Contact 
Center currently has 135 employees that are fluent in both English and Spanish. In 2012, 
NCC employees have directly handled more than 326,000 calls for our Spanish-speaking 
members. 
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In addition to in-house resources, Amerigroup contracts with a professional over-the-phone 
interpreter (OPI) service vendor to provide interpretation services for languages other than 
Spanish. Our OPI vendor can quickly provide translators 24 hours a day, seven days a week 
for 170 languages, using language-appropriate, healthcare-aware translators. We train our 
Amerigroup employees to offer translation services whenever this service can enhance the 
communication between the employee and the member. Generally, within an estimated 45 
seconds, we connect a healthcare-aware translator, the member, and the representative in a 
three-way conversation. In 2012, NCC employees have utilized our OPI translator for other 
languages for 124,887 calls.  


Between January, 2012 and September, 2012, Amerigroup’s OPI Services Vendor received 
2,036 calls from Amerigroup Nevada members. While 90 percent of these calls were from 
members who spoke Spanish as a first language, they were able to address the minority of 
Amerigroup Nevada members who required Vietnamese, Korean, and Nepali translation 
services.  


The bilingual support from Amerigroup Corporation’s National Contact Center, matched with 
translation services provided by experienced vendors, gives Amerigroup Nevada the ability to 
communicate effectively with members for whom English is not a primary language.  


I.  List any associations or organizations to which the organization belongs. 


Associations and Organizations  
Amerigroup Nevada is deeply rooted in Clark and Washoe Counties and partners with many 
associations and organizations that share our mission. We link with community and 
government agencies, as well as schools and faith-based organizations to help broaden our 
ability to bring social services and community support. We currently belong to the Las Vegas 
Chamber of Commerce, the North Las Vegas Chamber, the Reno Chamber of Commerce, the 
March of Dimes, and the American Heart Association.  


Amerigroup Nevada CEO Eric Lloyd is a participating member of several community 
association boards, including: 


 The United Way of Southern Nevada and co-chairs the Access to Healthcare 
committee 


 After-School All-Stars Board of Directors-Las Vegas 


 Nevada Health Insurance Exchange Board of Directors 
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 Silver State Health Insurance Exchange 
(SSHIX) Finance and Sustainability 
Advisory Committee  


 HealthInsight Nevada Partnership for 
Value-driven Healthcare Steering 
Committee  


David Osman, our Marketing Manager in 
southern Nevada (who is also a registered 
nurse), also has very strong ties to the 
community. He has lived in the community for 
many years and most recently served as 
president of the Nevada Youth Alliance and 
past president of the Southern Nevada 
Continuity of Care Association. Because of his 
training and experience, he brings a unique 
perspective to the community and the 
organizations he serves. 


We have participated in health fairs, walks, and 
countless back-to-school immunization and 
health fairs with our partner organizations.  


We are continuing to grow our community 
outreach and are in the process of finalizing 
our school-based program in partnership with 
the University of Nevada School of Medicine. 
Our goal is to support healthy outcomes for 
children in Nevada and increase access to 
preventive care. 
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5.1.11 Plan of Operation 
The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 
different components required for the operation of a DHCFP contracted HMO. In each response, 
a comprehensive description detailing how the requirement will be implemented and maintained 
must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


Medical Services (§5.1.11.1)  


A.  Describe how you will determine the need to provide services beyond those required 
in Section 4.2.2, Vendor Covered Services. 


Providing Services beyond the Required Covered Services 


Services beyond those required in Section 4.2.2, Vendor Covered Services, include two 
categories, and we describe both determination processes below. These are: 


 Non-covered services that are approved by the Medical Director and coordinated 
through the health plan because they will ultimately improve health outcomes for 
members or reduce the need for more costly services 


 Value-added services that we have incorporated into the Nevada Medicaid Managed 
Care benefit package to enhance overall gains in health outcomes for members.  


Facilitating Access to Non-Covered Services that Drive Gains in Health Outcomes 


Amerigroup Nevada incorporates non-covered services into member care treatment plans 
when such services offer medically appropriate and cost-effective alternatives to covered 
services. Examples include extension of outpatient benefits to avert an inpatient admission or 
to reduce the need for future services or coverage of rehabilitation facilities if they expedite 
discharge from an inpatient facility when 
appropriate. In another example, we coordinate 
medically necessary services for Early and Periodic 
Screening, Diagnosis, and Treatment Program 
(EPSDT) services for children enrolled in Medicaid, 
regardless of whether they are covered under the 
State plan.  


We maintain clear protocols to guide review and authorization of such services. Since 2009, 
we’ve remained committed to coordinating the right care in the right place at the right time for 
Nevada members with a keen focus on improving quality and health outcomes. 
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Either a treating provider or an Amerigroup employee (such as a Case Manager or Utilization 
Management (UM) Nurse) may determine that non-covered services may offer the most 
effective treatment alternative for a member. In our experience, Case Managers, who are 


familiar with member needs, most frequently 
identify the opportunity to incorporate non-
covered alternatives into a member’s care 
treatment plan. When identified, the UM 
Nurse or Case Manager requests 
appropriate medical records and other 
documentation and shares them with the 
Medical Director.  


The Medical Director then reviews the 
records and other supporting 
documentation, such as relevant clinical 
studies. When appropriate, the Medical 
Director may engage Amerigroup’s National 
Medical Director or Chief Medical Officer to 
gather additional clinical expertise. The 
Medical Director issues a determination 
about non-covered services after careful 
consideration of the member’s needs, 
medical necessity guidelines, and a cost-
benefit analysis, documenting the decision 
in the claims system.  


Value-Added Services 


Amerigroup has operated in Nevada for 
almost four years. Working closely with 
DHCFP, our members, providers, and 
community-based organizations, we have 
developed a keen understanding of the 
greatest needs of the community’s various 
stakeholders and created innovative 
sustainable solutions to drive positive 
outcomes where results are needed most. By 
providing certain benefits above and beyond 
the required core services, we believe we can 
achieve lasting and measurable 
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improvements in the behavioral and physical health and welfare of our Nevada members.  


In determining the value-added services for our members, we consider member demographics, 
utilization trends, benefit gaps, and the healthcare goals of the State. For example, we 
recognize that DHCFP has prioritized reduction of preterm birth rates in Nevada, so we have 
incorporated value-added services that encourage pregnant women to participate in risk 
screenings as well as prenatal and postpartum care. Our most recent analysis validates that: 


 More than 81 percent of our Nevada members are under the age of 19, and the average 
age is 11.  


 Three of the 10 most frequent diagnoses are pregnancy-related, and we cover more 
than 4,400 births each year.  


 Asthma is one of the top 10 diagnoses related to inpatient admissions.  


We also consider the goals of the State, the Governor, and DHCFP when we determine 
potential value-added services. For example, Nevada ranks 49th in the country for adequacy 
of prenatal care, and our incentives to participate in Taking Care of Baby and Me® encourage 
pregnant women to seek care as soon as possible. We will continue to work with State 
leadership to share ideas and strategies to align the health plan’s operations toward 
achievement of the Governor’s Healthy Nevada goals. Our proposed services reflect a strong 
commitment to enhancing health outcomes for our members. 


In addition, Amerigroup Nevada routinely engages with our community-based partners and 
stakeholders, such as our Health Education Advisory Committee, to vet ideas for value-added 
services, gather additional insight into potential benefit or service gaps, and solicit ideas for 
increasing interest in value-added services. For example, our analysis suggested that Boys and 
Girls Club memberships were somewhat lower than expected, so we worked with that 
organization to create promotional fliers and distributed them to members and providers to 
boost use of this important benefit. 


Accordingly, we propose to offer the expanded benefits summarized in Table 5.1.11.1-1 to 
qualified members to enhance care, promote healthier outcomes, and increase member 
satisfaction. Under the new Contract, Amerigroup Nevada is proposing a number of new 
value-added services that have been implemented, tested, and validated in other states with 
similar populations. We believe that the new programs align with DHCFP’s overall goals and 
support the Healthy Nevada initiative overall.  
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Table 5.1.11.1-1. Value-Added Services Foster Improved Health Outcomes for Nevada Citizens 


Current Value‐Added Services 


Benefit  Value  Description 


Annual free 
sports physicals 


Promotes increased participation in 
exercise, encouraging healthy lifestyles 
and reduced rates of obesity 


Amerigroup Nevada covers one sports 
physical every twelve months for 
children between the ages of 6 and 18. 


Memberships in 
Boys and Girls 
Clubs  


Offers a safe place for children to learn 
and grow, encourages healthy behaviors 
through sports and exercise programs, 
encourages kids to stay in school, and 
builds skills to address substance abuse 
and domestic violence 


Amerigroup Nevada covers annual 
membership fees for children ages 6 to 
11. Members can re‐enroll each year for 
free. 


Asthma Camp 
for children 
with asthma 


Promotes medically supervised activities 
and educational sessions in which 
children learn to understand and manage 
their condition 


Amerigroup Nevada pays for one visit to 
Asthma Camp annually for children 
between the ages of 8 and 12 who have 
been diagnosed with severe asthma.  
Amerigroup will pay for eligible members 
to attend camp once a year for as long as 
they are a member. 


Targeted text 
message 
reminders and 
free additional 
mobile minutes 
for no‐cost 
mobile phone 
service 


Enhances the SafeLink Phone Service 
Program, maximizes our ability to 
maintain contact with members—
especially high‐risk members—and offers 
ongoing educational opportunities 
through targeted text messages 


Amerigroup Nevada promotes the 
SafeLink Phone Service Program to 
members, which is funded by the 
Universal Service Fund Lifeline program 
and includes a free cell phone and plans 
of up to 250 minutes per month at no 
cost. Through a partnership with 
Amerigroup Nevada, our members 
receive an additional 200 bonus lifetime 
minutes of cell phone time and free 
health information text messages from 
Amerigroup Nevada.  


Circumcision for 
newborns  


Improves health outcomes by reducing 
the risk of urinary tract infections in the 
first year of life and lowering the long‐
term risk of acquiring other sexually 
transmitted conditions, such as HIV, 
genital herpes, human papilloma virus, 
and syphilis 


Amerigroup Nevada will cover elective 
circumcision for newborn boys up to one 
month of age. 
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Additional Value‐Added Services Proposed for the New Contract 


Benefit  Value  Description 


Hypoallergenic 
bedding 


Creates healthier sleeping environments 
and helps reduce the rate of ED visits for 
members with asthma, allergies, or any 
chronic respiratory or pulmonary 
diagnosis 


Amerigroup Nevada will offer up to $100 
toward the purchase of hypoallergenic 
bedding such as pillowcases, box spring 
covers, mattress covers, and blankets for 
members with asthma, allergies, or any 
chronic respiratory or pulmonary 
diagnosis. Amerigroup Nevada’s Case 
Manager will authorize and order the 
bedding on behalf of the member in the 
appropriate bed size. This benefit is a 
one‐time lifetime benefit. 


Career 
Development 
Educational 
DVDs 


Enhances our members’ ability to 
achieve sustainable employment in the 
state with the highest unemployment 
rate in the country 


Providing members with career 
development tools will improve member 
engagement in their own professional 
development. Improvements in 
education and professional development 
have been linked to improved sense of 
purpose, life outlook, and mental and 
physical well‐being. 
To help members better understand and 
cultivate their interests, strengths, skills, 
and attitudes and to become more 
effective in the workplace, Amerigroup 
Nevada offers members ages 18 and 
older a free 4‐pack of career 
development educational DVDs. Topics 
include education on basic developments 
in career‐building skills such as personal 
finance, interview preparation, cover 
letters, and resume writing. T his benefit 
is a one‐time lifetime benefit. 


Amerigroup Nevada is committed to coordinating the array of benefits and services necessary 
to achieve DHCFP’s goal for improved health outcomes for Medicaid and Nevada Check Up 
participants. We are confident that facilitating access to non-covered services when 
appropriate and delivering value-added services that complement covered services supports 
that goal. Our determination processes for both types of services encourage improved health 
outcomes for members and cost-effectiveness for DHCFP. 
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B.  Describe the guidelines and procedures you will use to determine the medical 
necessity of service authorization requests. Include your process for medical review 
of claims. 


Determining Medical Necessity of Service Authorization Requests 


Amerigroup Nevada leverages both Nevada-specific and nationally recognized guidelines to 
determine the medical necessity of service authorization requests. We also maintain efficient 
procedures to streamline program administration for providers. Our process for medical 
review of claims promotes prompt evaluation of claims pended for medical necessity 
determination. Each of these is described in detail below. 


Amerigroup Nevada’s UM efforts engage providers in 
productive dialogue regarding authorization of 
behavioral health and physical health services to 
promote access to the level of care that will drive the 
best health outcomes. We use UM to creatively 
address our members’ health challenges rather than 
using it as a mechanism for authorization or denial of 
requested service.  


Clinical Guidelines Promote Clinical Integrity in Decision-making 


As a participant in Nevada’s Medicaid Managed Care program since 2009, Amerigroup 
Nevada has fully integrated our clinical criteria for medical necessity and service utilization 
requests with DHCFP’s Medicaid Services Manual (MSM). MSM criteria, which define 
medical necessity for Medicaid and Nevada Check Up, are augmented by nationally 
recognized clinical criteria to guide our UM decisions. 


Our primary guidelines for medical necessity are those 
outlined in the MSM. All Amerigroup employees who 
conduct UM for Nevada members have undergone 
extensive training on the application of the MSM 
criteria, and we have incorporated the criteria into our 
system to support efficiency and consistency. The 
system facilitates primary use of the MSM criteria in UM decisions in Nevada. We work 
closely with DHCFP to accurately integrate the MSM criteria, guidelines, and procedures into 
our operations, and our Medical Director regularly interacts with DHCFP employees to 
clarify and refine MSM requirements. This collaborative relationship fosters accuracy in 
applying MSM guidelines, which benefits members and providers.  
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Augmenting the MSM, Amerigroup will use InterQual® Level of Care and Behavioral Health 
guidelines as well as Aetna’s Clinical Policy Bulletins to review medical necessity and 
appropriateness of health services. These objective criteria and guidelines are industry 
standard for medical necessity review and widely used by health plans, hospitals, and 
government agencies. They provide a rules-based system for screening proposed medical care 
based on patient-specific, best medical care processes and consistently match medical services 
to patient needs, based upon clinical appropriateness. 


The criteria’s comprehensive range of level-of-care alternatives is sensitive to the differing 
needs of adults, adolescents, and children. When using the criteria to match a level of care to 
the member’s current condition, all reviewers consider the severity of illness and co-
morbidities as well as episode-specific variables. Their goal is to view members in a holistic 
manner to ensure that they receive necessary support services within a safe environment 
optimal for recovery.  


In addition to these standards, we may adopt national guidelines produced by healthcare 
organizations such as individual medical and surgical societies, National Institutes of Health, 
and the Centers for Disease Control and Prevention.  


Streamlined Procedures Foster Provider Convenience 


Figure 5.1.11.1-1 depicts Amerigroup Nevada’s service authorization process, and our 
response describes it in more detail. 
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Figure 5.1.11.1-1. Amerigroup Nevada’s Streamlined, Provider-Friendly Authorization Process  


 


Efficiency, accountability, and results drive our UM program design and operations. 
Amerigroup Nevada identifies and implements industry best practices to positively impact our 
members, providers, and customers. Our Business Improvement team, in partnership with 
Amerigroup’s clinical leadership, implemented UM operational refinements after almost a 
year of detailed analysis of processes across all health plans. The result is a finely tuned UM 
program that blends clinical integrity with operational efficiency and customer compliance, 
demonstrating our strong commitment to accountability for DHCFP’s budget dollars.  


Our UM process is modeled after NCQA standards and compliant with DHCFP requirements. 
We maintain a user-friendly and efficient alternative to frequently cumbersome, time-
consuming, and labor-intensive UM processes. Our process eliminates the need for providers 
to mail or fax hard copy forms and does not require pre-authorization for all covered services. 
Our process saves valuable time for providers and members and is cost-effective for DHCFP. 
It is also scalable for growth and flexible to meet Nevada requirements while producing 
measurable outcomes. Providers may submit authorization requests online, by fax, or by 
phone. In addition, in 2013 we will launch a real-time, online automated approval process 
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based on specific business rules, offering an additional convenient resource for providers. Our 
voice portal technology and provider website are available 24 hours a day/7 days a week to 
assist providers with questions and concerns. Using these tools, a provider can conveniently 
check the status of an authorization at any time. 


With a continued focus on customer service, we achieve high performance levels in delivering 
UM services in Nevada, as illustrated in Table 5.1.11.1-2.  


Table 5.1.11.1-2. Excellence in Customer Service for Provider Calls, including UM Calls 
Services in 2012 (January through September)  


Amerigroup Performance Goal  Goal  2012 Performance 


Average speed of answer  30 seconds 
12 seconds 
Exceeded goal by 60% 


Abandonment rate  <5% 
0.75% 
Exceeded goal by 85% 


Overall service level  >80% 
91% 
Exceeded goal by 14% 


Amerigroup Nevada has demonstrated excellent results in promptly handling UM calls for all 
types of services. In 2011 and in 2012 year-to-date, we have met DHCFP performance 
standards for a UM turnaround time within 14 days. 


Our Nevada employees, with clinical and administrative experience in behavioral and physical 
healthcare and detailed knowledge of available community resources, are available to assist 
providers in the authorization of services that require additional information or consultative 
services and provide a high level of local knowledge to providers. This expertise makes the 
authorization process more efficient and can help to 
ensure that members are receiving the services they 
require. Additionally, providers can connect with 
local Amerigroup Nevada employees for ongoing 
review of higher-level services. 


In addition, we actively engage with our Nevada 
providers to identify and resolve any service issues or 
concerns, further strengthening trusting 
relationships throughout the provider community. 
For example, each quarter, our Provider Relations 
and Health Services employees conduct Joint 
Operations Committee meetings with large-volume 
hospitals in which we discuss facility-specific 
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provider issues or unusual utilization trends, focusing on identifying root causes and 
brainstorming solutions. Implementing these Joint Operations Committee meetings allowed us 
to create a formal forum for communicating about issues. For example, when Valley Health 
System issued a termination notice for Amerigroup Nevada, we partnered with them to identify 
the issues and implemented formal action plans to resolve those issues promptly. We also 
instituted an issue resolution process for rapid resolution of future issues or concerns. Valley 
Health System was pleased with our commitment and rescinded the termination notice. We are 
proud that we now have a strong working partnership with all Valley facilities. 


Pre-service (Prospective) Review Decisions  


Amerigroup Nevada requires pre-certification on selected services to ensure timeliness and 
appropriateness of care, including:  


 Planned inpatient admissions  


 Certain outpatient surgeries, procedures, and services and programs 


 Non-emergent, out-of-network services (with the exception of covered EPSDT, family 
planning, and women’s preventive health services) 


 Home health services 


 Certain durable medical equipment 


 Rehabilitation services (physical therapy, occupational therapy, speech therapy) 


 Certain medications 


 High cost radiology procedures 


 Certain diagnostic procedures 


On our provider website, we publish a list of services requiring pre-certification, facilitating 
convenient access for providers and their staff. At a glance, they can ascertain which services 
require pre-certification, expediting the process and keeping it as transparent as possible. 


Amerigroup Nevada UM Nurses (licensed clinicians) located in Nevada and in our call center 
perform our pre-certification. Amerigroup Nevada UM Nurses are Nevada-licensed 
professionals with training and experience in UM for the members they serve and are familiar 
with the providers, services, and members in Nevada, including the diverse cultural groups to 
which they belong. UM clinicians assigned to pre-certify behavioral health services have 
experience with this type of care and can offer their expertise in consultation to providers. 
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Amerigroup UM Nurses in our call center are licensed professionals in the state in which they 
practice. They receive extensive training and are familiar with the local provider network, 
services, and needs of the Nevada membership. These clinicians verify eligibility and benefits 
in the claim payment system and apply the Nevada-specific guidelines to determine medical 
necessity. UM Nurses approve services for situations that meet medical necessity.  


When medical necessity is in question, the UM clinician will refer the case to one of the 
Medical Directors for review. The Medical Director performs a review against the appropriate 
criteria. Often the Medical Director will request additional information from the treating 
provider to support clinical decision-making. Based on the information available and the 
Medical Director’s clinical judgment, he makes a determination and documents the results of 
the medical necessity review. A peer-to-peer review may also take place at this time. We notify 
providers about the availability of the Amerigroup Nevada Medical Director (or appropriate 
practitioner reviewer) and how to make contact to discuss any UM denial decisions. 
Notification also includes information regarding how to submit appeals of UM decisions.  


Concurrent Review Decisions and Innovative Inpatient Support Strategies 


In performing concurrent review, our clinicians assess member progress and needs during the 
episode of care. They coordinate such needs before discharge to help facilitate a smooth 
transition for the member between levels of care or home and to avoid delays in discharge due 
to unanticipated care needs.  


If a stay does not meet standard criteria, the Medical Director or designee reviews the case and 
makes the determination. Upon notification of an admission, the appropriate Amerigroup 
Nevada UM Nurse obtains as much clinical information as possible to review. We make these 
decisions in accordance with currently accepted medical or healthcare practices, accounting 
for special circumstances that require deviation from the norm.  


Upon discharge of the member, the UM Nurse enters documentation in the authorization 
database following Amerigroup Nevada documentation guidelines. If at any time we identify a 
potential quality issue, we make an appropriate referral to the QM Department. 


To enhance our ability to promote optimal outcomes for 
members in the hospital, Amerigroup Nevada UM 
Nurses coordinate with Amerigroup Nevada-contracted 
hospitalists at all network hospitals in southern Nevada. 
These individuals monitor and organize care and 
services for all adult, non-obstetrical admissions. 


Throughout a member’s stay, the hospitalist and UM Nurse regularly communicate to verify 
that a clear and clinically appropriate treatment plan is in place and to coordinate discharge 
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planning that centers on a safe transition home for each member. Reinforcing the importance 
of the medical home, our hospitalists deliver admission and discharge summaries to each 
member’s PCP. This hands-on approach facilitates an appropriate inpatient length of stay and 
a safe transition from the hospital to enhance each member’s experience.  


We also adapt our protocols to address the specific issues that drive inpatient utilization for 
members. For example, asthma is one of the top 10 diagnoses for Amerigroup Nevada 
inpatient admissions. As part of discharge planning for members admitted with asthma-related 
conditions, UM Nurses in Nevada work with treating physicians to coordinate provision of a 
peak flow meter to each member while they are in the hospital. The UM Nurse also works with 
the treating provider to coordinate a visit by a respiratory therapist who meets with the 
member and family, as appropriate, to educate them about proper use of the device and how to 
best manage their condition, promoting improved self-care that reduces the risk of future 
admissions. 


Post-service (Retrospective) Review Decisions 


A post-service or retrospective review evaluates a service authorization request for care or 
services that have already been rendered by the provider. Amerigroup Nevada follows 
established procedures and timelines for retrospective review based on individual member 
medical necessity; inpatient or outpatient status; elective, urgent, or emergent status; 
timeliness of the request or notification; and precertification requirements.  


Structured Processes for Medical Review of Claims Promote Program Integrity 


Amerigroup Nevada continues to verify the clinical appropriateness of services delivered to 
members through automated claims edits, which detect potential authorization conflicts or 
coding irregularities that may suggest inappropriate services. We describe our processes for 
two types of medical claim reviews below. 


Our claims system may pend claims for medical review because authorization and claims data 
conflicts or appears incorrect. For example, the system pends claims that appear to have 
mismatched authorizations, a number of billed visits that exceeds the authorization, or claims 
coding inconsistent with the authorization (such as an authorization for home health visits by 
an LPN and claim coded to indicate RN visits). Our protocols support prompt resolution of 
such claims, and we illustrate our resolution process in Figure 5.1.11.1-2. 
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Figure 5.1.11.1-2. Efficient Resolution of Claims Pended for Review of Authorizations 


 


Amerigroup also maintains a Medical Claims Review (MCR) team under our Reimbursement 
Policy Management (RPM) department, which evaluates the medical necessity of claims that 
are pended due to potential coding issues. The team includes Registered Nurses who are also 
certified professional coders, balancing their clinical and coding expertise to uphold optimal 
decision making.  


Examples of claims that may be pended include claims that are coded with modifiers to denote 
additional practitioner time, unbundling of procedures that are usually billed as one 
procedure, or repeat procedures by different providers on the same day. The MCR Nurse 
reviews the claims information, requesting medical records when necessary, and determines a 
medical necessity determination based on our clinical guidelines. Figure 5.1.11.1-3 illustrates 
the process for the MCR team.  


Figure 5.1.11.1-3. Medical Claims Review Verifies that Claims are Consistent with Clinical 
Guidelines  


 


To address the root causes of inappropriate billing and coding, our Provider Billing Integrity 
team within RPM identifies and reaches out to providers with aberrant billing patterns to 
educate them about correct billing practices and to monitor targeted providers until their 
billing patterns return to a consistently normal level. This promotes good customer service 
with our providers by establishing clear expectations and also underscores our commitment to 
being a responsible steward of DHCFP funds. 
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C.  Do you have a process for monitoring and evaluating these guidelines and 
procedures? If so, please explain. 


Monitoring and Evaluating Medical Necessity Guidelines and 
Procedures 


Amerigroup maintains processes to monitor and evaluate our guidelines and procedures to 
determine the medical necessity of service authorization requests, which are described below. 
These include: 


 Formal review of the medical necessity criteria and guidelines at least annually or 
more frequently if new criteria are published prior to the annual review date 


 Annual inter-rater reliability (IRR) reviews that evaluate the consistency and accuracy 
of UM decisions 


Annual Review Verifies Clinical Appropriateness of Guidelines 


Amerigroup’s Medical Policy Committee serves as the official medical/clinical policy-making 
body and leads the development of clinical standards or the evaluation and approval of 
nationally recognized standards. Each year, the MPC reviews and approves all medical 
necessity criteria and guidelines and updates them when appropriate. The MPC may review 
the criteria more frequently if a new version of the criteria is published before the annual 
review date, such as updates to the MSM. The MPC identifies:  


 Regulatory and contractual barriers to implementation 


 Concerns regarding the medical accuracy, validity, or scope of the criteria 


 Statewide or supplemental guidelines that may be used for medical necessity 
determination when the nationally adopted criteria do not address pertinent issues 


 The need for an Ad Hoc committee to provide professional knowledge or clinical 
expertise on the development or adoption of criteria  


Locally, the Nevada Medical Advisory Committee 
(MAC), part of the Quality Management governance 
structure, serves as an ongoing forum for provider 
feedback regarding our policies and procedures 
governing UM, including medical necessity criteria and 


guidelines. Once the MPC approves medical necessity guidelines, the MAC reviews them, 
requests changes, and approves them. To date, the Nevada MAC has not requested any 
changes to medical necessity guidelines approved by the MPC.  
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The Nevada MAC, under the leadership of our Medical Director, currently includes two 
pediatricians, two obstetricians, two family practitioners, and a behavioral health practitioner. 
MAC participants include providers from both Clark and Washoe counties and reflect the 
cultural diversity of our members. In addition, two participants currently serve as leads in our 
Real Solutions® Medical Home program. In the event that DHCFP expands the Medicaid 
MCO program to include the Medical Assistance for Aged Blind and Disabled (MAABD) 
population or dual eligibles, we will adjust MAC participation to reflect participation from 
providers who are most vital to those members, such as geriatricians. 


Inter-Rater Reliability Reviews Monitor Consistency in Guidelines Use 


We annually evaluate the consistency with which healthcare professionals apply medical 
necessity criteria in decision-making by assessing physician and non-physician reviewers’ 
application of medical necessity criteria. All licensed clinical UM staff who apply medical 
necessity criteria participate in the IRR evaluation process.  


The goals of our IRR program are to: 


 Measure knowledge of criteria  


 Minimize variation in the application of criteria 


 Enhance employee recognition of potentially avoidable or inappropriate utilization 


 Identify employees who need additional training 


 Identify potential risks resulting from inconsistent application of guidelines 


Upon completion of the IRR assessment, we review the results and take corrective actions as 
indicated. For those UM employees whose scores fall below the threshold, the Clinical 
Operations team institutes individual action plans that include specific remedial tasks such as 
individual counseling by the employee’s manager, formal retraining on criteria, or retesting 
through the IRR audit as well as a timeline for these activities.  


Our 2012 IRR assessment, the most recent available, 
validated that 100 percent of IRR scores for the Nevada 
health plan exceeded our compliance threshold. No 
follow up action was indicated by the audit.  


We report our IRR results to the Nevada Quality Management Committee, the Amerigroup 
Quality Improvement Council, and other relevant stakeholders. The IRR report incorporates 
action plans that address opportunities for improvement. 
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D.  Describe your procedure for providing, monitoring and coordinating out-of-network 
services to enrolled recipients. 


Providing, Monitoring, and Coordinating Out-of-Network Services 


Amerigroup Nevada is committed to facilitating access to medically appropriate care for our 
members. Clear protocols that meet all DHCFP requirements guide handling of cases in 
which out-of-network services are necessary. Our comprehensive Nevada provider network 
offers an array of accessible and convenient options for members. Due to limited availability 
of some specialties within Nevada, including pediatric subspecialty providers and transplant 
services, as well as limited provider capacity in parts of Washoe County, Amerigroup Nevada 
has refined our procedures to foster timely access to non-network providers so that our 
members can access the full range of services quickly, regardless of network capacity. 


When an Amerigroup Nevada network provider is not available to meet a member’s non-
emergency needs, we refer that member to an out-of-network provider through a single case 
agreement. All members can access medically necessary emergency care at any provider 
regardless of the provider’s participation in our network.  


Our UM Nurses verify member eligibility upon receipt of a request for authorization for non-
emergent services from a PCP or an out-of-network provider. We also verify provider 
licensure and confirm that the provider does not appear on any governmental exclusion lists. 
If sanctions exist or if we identify an issue regarding appropriate licensure, we inform the 
requestor that we cannot approve the out-of-network service, and we locate an alternative 
provider. 


Upon verification of eligibility, licensure, and lack of sanctions, UM Nurses forward the case 
to our Out-of-Network Coordination Nurse, part of the UM team, to review and discuss with 
our Medical Director. We have designated the Out-of-Network Coordination Nurse as the 
single point of contact for this role to foster consistency in single case agreement processing, 
streamline and expedite the process, and encourage relationship-building with non-network 
office employees to ease the process. 


Negotiating and Executing Single Case Agreements 


If the Medical Director deems that the non-emergent service from the out-of-network provider 
is medically necessary, we negotiate and execute a single case agreement. We take the 
following actions: 


 We approve the authorization for services by an out-of-network provider and update 
the case in the system. If the course of treatment will require services over an extended 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-101 
November 15, 2012 


period, the treating provider includes this information in the initial request for 
authorization. If approved, we may extend the authorization for a longer period. 


 Our Out-of-Network Coordination Nurse negotiates a single case agreement with the 
provider that specifies provider payment as well as prior authorization and case 
management requirements.  


 During the initial contact with the out-of-network provider, our Out-of-Network 
Coordination Nurse may encourage the provider to join our provider network.  


To ensure timeliness of single case agreements, our Out-of-Network Coordination Nurse daily 
reviews reports that track aging of open cases to set priorities and focuses on those that 
require immediate action. The nurse also reviews system-generated logs to identify and resolve 
potential barriers to timely case closure. Finally, we monitor data in weekly or monthly reports 
to identify trends that might indicate problems with current processes or workload distribution. 


In our experience, out-of-network referrals are most 
common for pediatric subspecialty services which are 
not available within the State of Nevada and for 
members seeking services in rural and remote areas of 
Washoe County that have limited provider capacity. 
Existing providers in those areas have been unwilling 
to join the network because their practices are often at capacity. Amerigroup Nevada’s 
Provider Relations employees in Reno and our Out-of-Network Coordination Nurse have 
cultivated strong relationships with office employees at these practices that enable us to 
rapidly coordinate single case agreements when necessary. Provider office employees are 
already familiar with our agreements, case management practices, and claims submission 
protocols, expediting execution of single case agreements and member appointment 
availability. 


In addition, our Out-of-Network Coordination Nurse maintains relationships with out-of-state 
hospitals, including several of the Children’s Hospitals in California and several large 
hospital systems that serve as Centers of Excellence, such as UCLA. This facilitates access to 
services not available within Nevada, such as most transplants. These relationships enable 
prompt access to such services for members. 


Monitoring Services Provided by Out-of-Network Providers 


Our multi-faceted approach to monitoring providers, both network and out-of-network, 
includes: 
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 Monitoring of services by UM Nurses and Case Managers, to which we educate out-of-
network providers through the single case agreement, to verify that care is appropriate 
and meets medical necessity criteria and guidelines 


  Monitoring and investigating any potential quality of care concerns through Quality 
Management 


 Automated claims processes that verify that submitted claims reflect the authorized 
services 


 Medical review process through which Registered Nurses, who are also certified 
professional coders, review claims with potential coding irregularities to validate the 
medical necessity of billed services 


E.  Describe the roll and responsibilities of your case managers. 


Role and Responsibilities of Case Managers 


All Case Managers coordinate care with each member’s PCP and treating providers, assist 
members in accessing community-based resources, provide disease-specific education, and 
facilitate a broad range of interventions designed to improve the quality of life and functional 
abilities of members and to make more 
efficient use of limited healthcare and 
community-based resources. Case 
Managers function as patient 
advocates and work with members and 
providers to identify member and 
family goals and design and achieve 
personalized care treatment plans that 
address identified problems, 
challenges, barriers, and goals. 
(Figure 5.1.11.1-4) 


All Case Managers are responsible 
for: 


 Conducting thorough member 
assessments (guided by online 
tools in our care management 
system) that identify each 
individual’s physical, 


Figure 5.1.11.1-4. Case Managers Coordinate 
Member-centric Care and Services among All 
Providers and Stakeholders 
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behavioral, social support, and functional needs 


 Gathering information on member preferences, goals, and priorities, including race 
and ethnicity and how these factors influence the member’s preferences 


 Reinforcing the medical home for each member by engaging the PCP and other 
treating providers, including behavioral health practitioners, as necessary to  
gather information and input into the care treatment plan 


 Developing comprehensive care treatment plans that align with PCP and other treating 
provider recommendations, member and family goals; address all conditions 
(consistent with evidence-based clinical practice guidelines when available); include 
member and family health education and coaching (such as our smoking cessation and 
healthy behavior and fitness coaching programs for adults and pre-teens, respectively); 
and incorporate age- and gender-specific primary and preventive care 


 Coordinating non-covered services available through community agencies and 
supports to foster optimal health outcomes, such as connecting members with food 
pantries, faith-based support programs, and other services 


 Coordinating communication among treating providers, including the PCP and any 
behavioral health providers, to foster continuity and minimize fragmentation of care 


 Monitoring each member’s progress in relation to his or her care treatment plan and 
coaching and supporting members as necessary to remain on track toward improved 
health 


 Assisting members during transitions between care settings, such as returning home 
after a hospital admission, to verify that members have scheduled follow-up 
appointments, reconcile medication lists, and educate members and family about red 
flags that should trigger a call to their PCPs  


Amerigroup Nevada Case Managers include Nevada health plan 
clinicians who provide support and assistance for members with 
complex needs. Our local team comprises Nevada-licensed 
professionals who work closely with members, families, PCPs, 
other providers, and community-based organizations to 
coordinate care and services for our current Medicaid MCO 
members. Our team also includes a social worker who supports 
Case Managers by developing relationships with community 
organizations, government agencies, and other social support 


service providers throughout Clark and Washoe counties. These relationships strengthen our 
Case Managers’ ability to incorporate non-covered services and social supports into each 
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member’s care treatment plan. Our most frequently accessed agencies include Family TIES, 
Family Resource Centers, and the Nurse Family Partnership. 


Complementing our local team is a team of Nevada-designated Disease Management (DM) 
Case Managers in our Integrated DM Center, which leads all DM efforts for all Amerigroup 
health plans, promoting consistency, expert service delivery, and quality. Supervised by our 
National Medical Director, our DM team consists of licensed nurses and social workers that 
we assign to state-specific teams to build familiarity with local programs and resources to 
incorporate into support for each individual member. 


As the Health Insurance Exchange (HIX) launches, 
Case Managers will also support members with 
complex needs through transitions between programs 
to promote continuity of care and services. This 
includes developing a formal transition plan for 
members when appropriate and identifying any 
potential gaps in benefits as the member transitions 
between the Medicaid MCO and a Qualified Health 
Plan on the HIX. 


Amerigroup Nevada’s case management program focuses squarely on the member. That is, in 
a truly member-directed approach, our case management team assesses each individual to 
gauge their willingness to change and identify their individual preferences and values and 
tailors a plan that includes achievable goals for that individual. Further, our Case Managers 
apply motivational interviewing techniques to engage members. Through motivational 
interviewing, Case Managers establish relationships with members, solicit their involvement in 
the case management planning process, and keep them focused on making the changes 
necessary to achieve sustainable health gains. Motivational interviewing is a member-
centered, directive method for facilitating change by helping people to explore and work 
through ambivalence. 


Specialized Expertise 


The expertise of our local Case Management team directly reflects the specific needs of the 
members we serve. We have clinicians who specialize in obstetrics, pediatrics and adults, and 
behavioral health. As the Medicaid Managed Care program expands to include other 
populations, such as seniors and people with disabilities, our team will expand to reflect a 
commensurate range of expertise.  
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For example, should DHCFP opt to enroll individuals in the juvenile justice system or those in 
foster care in the MCO, we will adapt our expertise to reflect the unique needs of these 
populations. Amerigroup serves similar populations in other states and we are experienced at 
the unique challenges serving this population. For example, both groups experience elevated 
prevalence of significant behavioral health conditions and multiple co-morbid physical health 
diagnoses. Children in foster care are prescribed psychotropic medications at a rate far higher 
than other youth populations and also experience more fragmented care and require 
coordination with numerous state agencies. Youth in juvenile justice have higher rates of 
substance use and require extensive social 
supports. For both populations, 
Amerigroup will apply our lessons learned 
in other states to orchestrate effective case 
management. 


OB Case Managers 


Our OB Case Managers focus on assisting 
members with high-risk pregnancies, 
supporting them throughout their 
pregnancies to promote healthier mothers 
and healthy newborn Nevadans, which 
benefits our members and the State. OB 
cases historically represent more than half 
of members enrolled in case management. 
OB Case Managers interact with and 
engage our OB Medical Director when 
appropriate to collaboratively work with the 
member and her treating providers to 
promote a healthy outcome.  


Behavioral Health Case Managers 


Our Behavioral Health Case Manager 
spends a substantial amount of time in the 
community. Families of Severely 
Emotionally Disturbed (SED) children 
often benefit from hands-on assistance and 
support. While Seriously Mentally Ill (SMI) 
adults experience the typical challenges of 
low-income members such as lack of or 
intermittent phone access and changes in 
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living situations, they also experience increased episodes of homelessness, challenges in 
providing accurate information due to illness-caused cognitive difficulties, and reluctance to 
engage in treatment or treatment programs due to lack of insight into the illness and 
symptoms of the illness itself. As a result, our Behavioral Health Case Manager visits 
members with complex needs in their communities when necessary and meets directly with 
providers when necessary to promote greater success. 


Pediatric and Adult Case Managers 


Pediatric/Adult Case Managers focus on non-obstetric case 
management for children and adults. They are skilled at linking 
together the disparate resources that are available to Nevada families. 
For example, Case Managers coordinate follow-up services necessary 
for a child discharged from the newborn intensive care unit (NICU) 
to home, including private-duty nursing when clinically appropriate. 
In a 2010 study, members (across Amerigroup health plans) enrolled 
in case management for 90 days or more demonstrated a 39 percent 
reduction in non-emergent ED visits.  


Escalating Complex Cases 


Case Managers are also responsible for escalating complex cases for review by the health 
plan’s multidisciplinary team. The health plan conducts complex case rounds in which our 
physical, behavioral, and OB Medical Directors lead a multidisciplinary team of nurses, 
behavioral health clinicians, and social workers to strategize on meeting the holistic needs of 
members with complicated co-morbid needs. For example, in support of a member with 
uncontrolled diabetes who is being discharged from a behavioral health facility, the team 
would collaborate on an appropriate care treatment plan that brings diabetes under control 
while concurrently promoting sustained recovery for the behavioral health condition. 


Additionally, when clinical rounds suggest that the member’s care treatment plan may benefit, 
a Medical Director may call the treating providers to discuss referral or care coordination 
strategies. This outreach, which is well-received by providers, ensures that cases in which 
members have complex medical and behavioral health components have appropriate clinical 
oversight. 


Innovative Training Enhances the Effectiveness of Case Managers 


Amerigroup has invested significantly in developing unique skills required for Case Managers 
to optimize their effectiveness. Because co-morbid behavioral and physical health challenges 
are common within Medicaid populations (including 35 percent of members with the highest 
risk levels in Nevada), Amerigroup developed an innovative Case Management Certification 
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program that ensures that all Case Managers master 
the core competencies required to address the diverse 
physical, behavioral, and social support needs of each 
individual and the skill to facilitate communication 
among their providers. This skill set will be of even 
greater value should DHCFP opt to expand Medicaid 
Managed Care to include the MAABD, juvenile 
justice, and foster care populations whose enrollees 


tend to have more intensive needs and a greater prevalence of co-morbid conditions.  


Over a period of several months, Amerigroup conducts formal training and confirms that all 
Case Managers meet measurable competency standards. The structured course curriculum 
includes a series of training modules that educate Case Managers across any array of topics, 
including:  


 Evidence-based best practices for managing specific disease conditions, both medical 
and behavioral 


 Care coordination skills such as motivational interviewing strategies or coaching 
members to build self-care and medication-adherence strengths 


 Technology tools and resources that are available to support the Case Management 
process  


All Case Managers must demonstrate competence in managing co-occurring physical, 
behavioral, and social issues. We test their skills annually. The training is accredited for 
continuing education credits from several organizations, including The National Association 
of Social Workers, the Commission for Certified Case Managers, and the American Nurses 
Credentialing Center’s Commission on Accreditation.  


Furthermore, Amerigroup is strengthening our Case Managers’ skills to support 
transformation in the lives of our members with mental illness through recovery. We have 
implemented an intensive two-day training for our Behavioral Health Case Managers. The 
training centers on teaching and practicing techniques to collaborate with members with SMI 
to create recovery-oriented care treatment plans that build on each individual’s strengths and 
foster self-determination. It also includes exercises to boost Case Managers’ coaching skills to 
promote sustained recovery. This training program teaches techniques and provides a 
theoretical background that links members with the skills and services they need to keep them 
on their recovery path. Our Behavioral Health team serving Nevada members will participate 
in this training, enhancing our service to members with behavioral health diagnoses. 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-108 
November 15, 2012 


F.  Describe your plan to coordinate and communicate with DHCFP’s DO care 
coordination staff on behalf of high risk pregnant women. 


Working with DHCFP’s DO Care Coordination Staff on Behalf of High 
Risk Pregnant Women 


 As a Medicaid and Nevada Check Up MCO for almost four years, Amerigroup Nevada is 
familiar with DHCFP’s District Offices (DOs) in Clark and Washoe Counties. During the 
course of our current Contract, DHCFP removed the requirement that MCOs coordinate with 
their DOs, so our OB Case Managers have directly coordinated non-covered services and 
community education and supports for women with high risk pregnancies. Under the new 
Contract, Amerigroup is fully prepared to coordinate with the DOs to ensure that a full array 
of supports and services are provided to high risk pregnant women. Well-choreographed 
interaction with the DOs will encourage optimal health outcomes for members, minimize 
fragmentation of services, and promote cost efficiency for the State.  


Our plan to coordinate and communicate includes: 


 Orientation meetings with all DO supervisory and care coordination staff in Clark and 
Washoe counties led by our Nevada clinical leadership 


 Documentation of care coordination protocols that outline criteria that trigger care 
coordination activities, the responsibilities of each entity, the methodologies for 
coordinating activities (such as telephone calls and e-mails), and the frequency of 
coordination and information sharing 


 Development of a comprehensive resource list of non-covered services, carved-out 
services, and community health information to be shared with our case management 
team and DO care coordination staff to promote consistency between the two programs 


Promoting continuous quality improvement, Amerigroup Nevada’s clinical leadership will 
contact each DO’s supervisory staff regularly to assess performance, identify opportunities for 
improvement, and strategize on solutions to enhance the value we provide to members and to 
the State. This includes a review of case referral processes, communication protocols, and 
operational processes. 


Under our current Contract, Amerigroup Nevada’s OB Case Managers have been effective at 
screening for risk and coordinating care and services that are commensurate with each 
individual’s risk level and physical, behavioral, and social support needs. This includes 
coordination of non-covered services that may be available through community or faith-based 
organizations to complement services available through the health plan. Under the new 
Contract, they will identify and work directly with DO care coordination staff as required by 
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DHCFP for each member with a high risk pregnancy. Below, we describe our specialized case 
management program, Taking Care of Baby and Me®. 


An Award-winning Program for Women with High Risk Pregnancies 


Amerigroup Nevada has achieved a preterm birth rate that is well below the Nevada statewide 
average through proactive care coordination for our members who are pregnant. Taking Care 
of Baby and Me builds an array of services for the pregnant woman and her newborn to 
provide the best opportunity to have a healthy baby 
and to be a successful mom. From identification 
through the birth of the child and the postpartum 
period, Amerigroup Nevada supports the patient in 
each major stage, helping her achieve a healthy 
outcome. We address each case individually, one 
mom at a time, using innovative and proven 
strategies to identify, assess, inform, engage, and 
support our members. 


In 2010, the National Minority Quality Forum awarded Amerigroup Corporation the first 
Health Promotion and Disease Awareness Award for our efforts in helping moms have 
healthy babies. This award recognizes an individual or organization for making an 
outstanding contribution to the promotion of wellness in minority communities. 


Through Taking Care of Baby and Me, Amerigroup Nevada identifies our pregnant members 
as early as possible, either as noted on the eligibility file or confirmed during the initial 
member welcome call, and refers them to a specialized OB Case Manager who conducts a 
thorough clinical assessment to determine her risk level and develops individualized care 
treatment plans that correspond to each patient’s risk level, including linkage to our smoking 
cessation program for individual counseling, coaching to quit, cessation planning and 
support, and follow-up..  


In addition, Amerigroup Nevada’s case management team includes a social worker who 
cultivates relationships with community agencies and social services organizations throughout 
the service area and maintains a referral guide for Case Managers. The social worker has 
established strong partnerships with many agencies that provide support for pregnant women, 
including women with high-risk pregnancies. These include: 


 Nevada Supplemental Nutrition Program for Women, Infants & Children.  


 Nurse Family Partnership of Nevada, which provides support, including weekly home 
visits, for first-time moms and their babies through pregnancy and the first two years of 
life, particularly valuable for our teen moms. 
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 Women’s Resource Centers, which provide care seats, diapers, and formula, promoting 
security and safety for infants. 


 Baby’s Bounty, which fosters a healthy start and safe sleeping for babies by providing 
new car seats, Pack ‘n Play, and other supplies to help moms. Our social worker 
personally delivers these items to new moms, offering an opportunity to assess the 
home environment and identify other needs.  


G.  Describe the policies and procedures you have in place to assess enrollees identified 
as Children with Special Health Care Needs (CSHCN). How will a treatment plan for 
CSHCN be developed? 


Assessing Enrollees Identified as Children with Special Health Care 
Needs (CSHCN) 


Amerigroup Nevada leverages industry best practices to 
identify, assess, and develop holistic care plans for 
Children with Special Health Care Needs (CSHCN) in 
Nevada. Our services: 


 Empower children with special healthcare needs and their families to lead independent 
and healthy lives 


 Help caregivers and family members support the child 


 Designate a single point of contact to help members and family navigate an often 
complex healthcare system 


 Identify all care and service needs early, thus preventing acute conditions and 
hospitalizations 


 Ensure that members and families have access to both PCP and specialty physicians as 
needed 


Assessing CSHCN to Understand All their Needs 


Amerigroup Nevada is compliant with all State requirements related to CSHCN, and we 
maintain policies and procedures that guide our employees in linking each CSHCN with case 
management services as required in Nevada. Whether DHCFP notifies us that a child has 
specialized healthcare needs or when Amerigroup Nevada identifies the child directly 
(through, for example, predictive modeling, claims triggers based on diagnoses, a 
preauthorization request that indicates that the child meets criteria, or a request by the PCP or 
family), we thoroughly assess each child to identify the range and scope of services necessary 
to promote optimal health outcomes. 
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Amerigroup Nevada gathers the most 
complete and accurate information possible. 
We conduct assessments that are sensitive to 
the needs and preferences of the child and 
his or her family, including performing 
assessments in the family’s preferred 
language. Assessment data forms the 
foundation of all care planning and future 
healthcare interventions.  


Using structured online tools, our Case 
Managers conduct an in-depth clinical 
assessment in which they gather information 
about the child’s:  


 General health status, including 
possible pregnancy (age appropriate) 


 Behavioral health status 


 Emergency department (ED) usage 


 Hospital admissions 


 Medications 


 Healthcare utilization history 


 Functional capacity and the need for 
supportive services 


 Preventive healthcare history 


 Delays in child development 


 Family supports and other natural 
supports available to the family  


The assessment uses branching logic to probe into more than 20 potential clinical areas for 
risk factors. For example, if the assessment suggests a history of depression, the Case 
Manager will initiate additional questioning to gather details on the acuity level for that 
condition. This information helps determine the child and family’s need for case management 
services based on complexity, severity, intensity, and risk, along with a gap analysis of service 
needs.  
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The Case Manager’s goal is to fully understand the nature and scope of the child’s condition, 
current healthcare practices including nutrition and exercise, availability of accessible 
transportation, family supports, and the child’s ability to engage in self-management activities. 
Additionally, the Case Manager evaluates significant factors including age, race, culture, and 
personal preferences and values that can impact the child and family’s involvement in 
treatment. 


At the conclusion of the assessment, the Case Manager assigns the member to one of five 
acuity levels to further define the level of case management needed and frequency of follow-
up, summarized in Table 5.1.11.1-3. 


Table 5.1.11.1-3. Acuity/Risk Levels Align Care Management with Member and Family Needs 


Acuity Levels  Criteria  Frequency of 
Contact 


Complex/ 
Catastrophic 


The member’s medical, psychosocial, safety, and/or 
functional status is extremely unstable; uncontrolled 
utilization of acute care; lack of Care Plan progress and/or 
adherence due to instability; requires intensive trans‐
disciplinary interventions and monitoring. 


Weekly 


Severe Risk  The member’s medical, psychosocial, safety, and/or 
functional status is severely unstable; frequent admissions 
or re‐admissions; lack of Care Plan progress; requires very 
frequent interventions, adjustment, and monitoring of the 
Care Plan to increase the likelihood of adherence and goals 
achievement. 


Every one to two 
weeks 


High Risk  The member’s medical, psychosocial, and/or functional 
status is unstable, requiring more frequent interventions 
and monitoring; exhibits a significant risk for admission or 
re‐admission to an acute care setting or safety risk. 


Every three to 
four weeks 


Medium Risk  Services are well coordinated; however, the member still 
requires support and follow‐up to ensure compliance. 


Every one to two 
months 


Low Risk  Stable, safe environment, and following an established 
Care Plan. Care management focuses on continued stability 
and increased likelihood of positive outcomes. 


Every two to three 
months 


For all CSHCN, Amerigroup continues to conduct at least quarterly outreach throughout 
their enrollment with the health plan to monitor the child and family’s status and identify any 
changes or evolving needs. 
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Developing a Treatment Plan that is Responsive to Each Need 


To deliver these services in an exceptional and timely manner, we will use our Real Solutions® 
Health Care Impact model. This model promotes the child’s wellness, member and family 
preferences, and empowerment through a coordinated program of advocacy, communication, 
education, identification of service resources, and service facilitation. Members and families 
remain at the helm of our care planning process. Case Managers promote positive outcomes 
(optimal health status, quality of life) when working with children and families to ensure that 
they are directing the array of meaningful services in concert with their goals and preferences. 
This model ensures that we apply the intensity and personalization of services and supports at 
a level commensurate with the child’s health status, abilities, predicted future risks, and 
preferences. This is particularly important for children with special healthcare needs who 
typically face intense, chronic health disorders, frequently deal with co-morbid health issues, 
and require additional services and supports in the community and at home to maintain their 
quality of life. 


Following identification, stratification, and assessment processes, our Case Manager engages 
the member and their family, the PCP, and any other treating professionals involved in the 
member’s care to develop a personalized care treatment plan. The Case Manager’s goal is to 
support the child’s medical home by linking the PCP into the planning process and sharing 
the ultimate care plan.  


If the member’s PCP has not developed a treatment plan, we work with them to develop one 
that meets DHCFP requirements. If there is an established treatment plan in place, the Case 
Manager gathers relevant information on the plan and incorporates into the broader care 
treatment plan that includes other care plan components, such as a full range of supportive 
services and resources required to meet the child and family’s needs, including coordination 
with community agencies and schools, health promotion and education, and family supports. 
Ultimately, the goal of a care treatment plan is to ensure that all medical, behavioral, and 
social service needs are defined and addressed, as we summarize in Table 5.1.11.1-4. The Case 
Manager faxes the resulting plan to the PCP and relevant treating providers. 


Table 5.1.11.1-4. Personalized Care Treatment Plans Focus on Coordinating All Care and 
Services 


Type of Component  Description 


Treatment Intervention/Goals 


Short‐term treatment goals 
Long‐term treatment goals 
Identification of barriers to meeting treatment goals 
Clinical service provision 
Treatment follow‐up/communication 


Health Promotion/Education  Child and family self‐management goals 
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Type of Component  Description 


Activities  Health promotion activities, including scheduling for primary and 
preventive care 
Identification of barriers to self‐management goals 


Supportive Services/Resources 


Non‐clinical services required, including Activities of Daily Living 
(ADL), Instrumental Activities of Daily Living (IADL), and occupational, 
speech, and physical therapies 
Natural supports 


Care Treatment Plan 
Development and Progress 


Participation of the child (when appropriate) and family in 
development of the plan 
Progress, or lack thereof, in meeting goals 
Care plan updates and modifications 
Care plan approval 


Case Management Activities 
Integration and coordination of clinical and non‐clinical services 
Communication with all providers 


 


The Case Manager verifies that treatment plans are developed in accordance with applicable 
State quality assurance and utilization review standards, as required by DHCFP. 


The care treatment plan serves as the blueprint for 
care coordination and service delivery for all 
involved in the child’s care. The Case Manager will 
work continually with the PCP, other providers, 
child, family, and other stakeholders to address any 
challenges in accessing treatment services, address 
any gaps in care, assist with identifying and 
referring the member for additional specialized 
services, provide member and family education, 
and ensure that we provide all services within the 
highest standards of quality and based on evidence-
based practices in the field. This includes 
coordinating enrollment in our Health Families 
program, when appropriate through which we 
provide six months of fitness and healthy behavior 
coaching for pre-teens who are overweight and 
their families.  


Our role is to integrate, not replace, the breadth and full array of existing supports that the 
State of Nevada provides for children with special healthcare needs. We work closely with 
these entities such as school-based services, which are familiar to and trusted by Nevada 
families. This includes linking parents and families with Nevada resources that augment those 


Figure 5.1.11.1-5. Healthy Families 
Delivers Results 
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delivered through the health plan, such as Parents Encouraging Parents, which helps parents 
learn how to advocate for their child and provides ongoing peer support. It also includes 
referrals for family support services from local agencies such as Give Me A Break, which 
provides monthly respite services, and Rebuilding All Goals Efficiently, which assists families 
with disabilities in maintaining independence in the community with adaptive equipment or 
home modifications. 


The Amerigroup Nevada Case Manager coordinates service delivery for children covered 
under the Federal Individuals with Disabilities Education Act through an individual 
education plan (IEP) with the school or local education authority. This includes obtaining a 
copy of the IEP, with the parent or guardian’s consent, which details all services the child 
requires.  


During care planning, the Case Manager verifies that we incorporate all medically necessary 
services that augment school-based services included in the IEP into the personalized care 
treatment plan to promote the highest functional abilities. Case Managers also confirm the 
scope of the IEP to identify and address any potential gaps in care, such as extended school 
absences resulting from an inpatient stay, school breaks, or after school hours.  


Facilitating Convenient Access to Specialists 


Amerigroup Nevada values the role of the PCP as medical home. We encourage members to 
establish positive, trusting relationships with their PCPs, who are often best able to identify the 
need for and facilitate access to specialty care, promoting optimal continuity and integration 
of care. We verify that each child has a PCP and that the PCP is appropriate for their needs. 


Our experience confirms that efficient and cost-effective care does not always require PCP 
referrals for specialty services. Therefore, Amerigroup Nevada provides all members with 
direct access to specialists without referrals from PCPs. This is especially important for 
children with special healthcare needs who often have multiple needs that cannot be addressed 
by one single physician. Our Case Managers assist children with special healthcare needs 
access the appropriate specialists within their geographic area. In such cases, the Case 
Manager will work with the member and family to determine and identify the most appropriate 
specialist (based on the member’s medical or other needs) within the child’s geographic area 
who could meet the family’s cultural and other requirements. The Case Manager can assist 
the child and family in the referral process.  


Specialist services do not need to be limited to basic healthcare services. For example, children 
with limited mobility may need providers who will visit their homes. Children with co-morbid 
physical and behavioral health conditions may need referrals to a behavioral health practice 
where they can be treated by specially trained providers.  
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There are occasions where children with special healthcare needs would be best served by a 
specialist as their primary care provider. For example, a child with hemophilia may best be 
served by a PCP who is a hematologist. Amerigroup Nevada will assist the child in setting up 
this type of a relationship when it is considered to be in the best interest of the child. In such 
cases, the specialist must have previously provided care to the child or must have significant 
experience treating the relevant condition. The specialist must also agree to and take 
responsibility for acting as the child’s PCP. 


H.  Describe the network you have in place to provide mental health and rehabilitative 
services to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill 
(SMI) adults.  


Providing Services to Severely Emotionally Disturbed (SED) Children 
and Seriously Mentally Ill (SMI) Adults 


Amerigroup Nevada promotes integrated and person-centered care for our members with 
primarily mental health or substance abuse diagnoses through care coordination by a 
Behavioral Health Case Manager, a licensed clinician. We maintain a comprehensive network 
of providers to support these members. Our robust network currently includes 178 behavioral 
health practitioners and 18 facilities in Clark and Washoe counties.  


According to our most recent network adequacy report, our behavioral health network meets 
DHCFP requirements, as summarized in Table 5.1.11.1-5, promoting prompt access to care 
for our SED children and SMI adults. 


Table 5.1.11.1-5. A comprehensive Network to Serve SED and SMI Members 


Provider Type  DHCFP Access Standard  Clark County  Washoe County 


Behavioral 
Health 
Providers 


One behavioral health 
provider within 25 miles of 
member’s residence 


98 behavioral health 
providers 
 
Members with access 
within 25 miles = 100% 


80 behavioral health 
providers 
 
Members with access 
within 25 miles = 99.9% 


Behavioral 
Health 
Facilities 


One inpatient behavioral 
health facility within 25 
miles of member’s 
residence 


15 behavioral health 
facilities 
 
Members with access 
within 25 miles = 99.9% 


3 behavioral health 
facilities 
 
Members with access 
within 25 miles = 99.7% 


Amerigroup Nevada recently executed an agreement with Harmony Healthcare, one of the 
largest behavioral health networks in southern Nevada, to deliver mental health and substance 
abuse services for our members in Clark County. We selected Harmony for the breadth and 
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depth of their affiliated providers. We also selected them because their experience spans 
Medicaid and commercial health plans. Their reach into the southern Nevada community 
fosters continuity of care for members who may join Amerigroup Nevada as a part of the 
Medicaid expansion or through the HIX.  


Further, we will leverage Harmony’s Rapid Response Team, which deploys to hospital EDs to 
immediately assess and coordinate referrals for members who present at the ED for mental 
health or substance abuse issues. This enables us to avoid inappropriate hospitalization by 
swiftly facilitating access to an appropriate level of care, such as crisis stabilization with 
follow-up outpatient visits. 


Our network includes almost every provider type included in Section 4.2.14, including 
University of Nevada School of Medicine’s Mojave Mental Health Clinics, which are Essential 
Community Providers. We actively recruited Southern Nevada Adult Mental Health Services 
and Northern Nevada Adult Mental Health Services, and they are fully contracted and 
credentialed in our network. Our network composition for both Clark and Washoe counties is 
summarized in Table 5.1.11.1-6, including providers joining our network later this year 
through Harmony Health.  


Table 5.1.11.1-6. Amerigroup Nevada Delivers an Accessible and Comprehensive Behavioral 
Health Provider Network 


Provider Type  Clark County  Washoe County  Total 


Inpatient Psychiatric Hospital  7  1  8 


Mental Health Outpatient Clinic  33  17  50 


Mental Health Rehabilitative Treatment Services  200  45  245 


Psychologist  67  10  77 


Outpatient Psychiatric  33  30  63 


Residential Treatment Center (RTC)  0  1  1 


Case Management  0  0  0 


Habitation Services: Instrumental Activities of 
Daily Living/ Activities of Daily Living (IADL/ADL) 


61  0  61 


Methadone Treatment  3  1  4 


Alcohol and Substance Abuse Treatment, including 
Intensive Outpatient Treatment 


1  3  4 


TOTAL  405  108  513 
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Amerigroup is actively engaged in identifying our current providers delivering case 
management services and will credential them into our network for the new Contract. 


As DHCFP expands the scope of the Medicaid Managed Care program, such as removing the 
option to disenroll for members with SED or SMI, adding new counties to the service area, or 
including new populations, such as seniors and people with disabilities and individuals in the 
juvenile justice and foster care programs (all of whom tend to have a higher prevalence of 
serious behavioral health conditions), Amerigroup Nevada will continue to build upon our 
existing network for SED and SMI members to reflect the State’s evolving needs. 


Focus on SED Children 


In our experience, the vast majority of members with serious behavioral health diagnoses have 
been children, and our network reflects the unique expertise required to support the needs of 
these children as well as their families. Further, our Behavioral Health Medical Director is a 
Board Certified Child Psychiatrist, fostering appropriate clinical oversight of cases.  


Amerigroup Nevada has sought behavioral health providers who understand the broad needs 
of SED children, including the need for social and family supports and rehabilitation services 
that foster the best possible health and functional outcomes. Sixty percent of providers in the 
Harmony network treat children. Our network includes many providers who deliver supportive 
and rehabilitative services such as tutoring, peer support groups for children and teens, and 
programs that build children’s skills related to activities of daily living that are vital to 
building functional skills. Our network providers also recognize the importance of the needs 
of the family with respect to peer supports, respite services, education, and advocacy. Linking 
SED children and their families to these wraparound supports fosters improved health 
outcomes and enables children to thrive at home, at school, and in the community. Our 
Behavioral Health Case Manager connects children and families with the behavioral health 
providers that are best able to deliver the range of services incorporated into each child’s care 
treatment plan. 


Comprehensive Support for SMI Adults 


SMI adults generally require care in community-based treatment settings that offer a full 
range of recovery-based, culturally and linguistically competent services, and interventions 
with varying levels of intensity. These include individual, group, and family therapy; 
medication management; case management; and psychosocial rehabilitation services, as well 
as individualized wraparound services that complement treatment, such as housing, family 
support services, supported employment, and peer support resources. 


Our behavioral health network reflects systems of care and providers who are skilled at 
developing comprehensive treatment plans, including Northern and Southern Nevada Adult 
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Mental Health Services. Working collaboratively with our Behavioral Health Case Manager, 
network providers arrange for necessary treatments but also facilitate access to those 
wraparound services that encourage improved health outcomes and independent living for 
SMI adults.  


Creating Innovative Medical Homes for SED and SMI Members 


Amerigroup is experienced at building unique medical homes for SED and SMI members that 
may be adapted for Nevada. Since March 2010, Amerigroup has collaborated with a 
behavioral health provider in Maryland to integrate service delivery for members with 
substance use disorders, a population that historically lacked PCP involvement. We 
incorporate primary care capabilities into an established outpatient behavioral health provider 
site with integrated medical charts and care teams. The care site includes a PCP and an 
Advanced Practice Nurse who are credentialed and contracted as PCPs in our network, along 
with an Amerigroup Case Manager who visits the provider office at least weekly. Amerigroup 
provides our quality reports detailing care gaps, ED visits, inpatient census, and risk ranking 
(based on predictive modeling), all of which further strengthens the health home.  


Amerigroup Nevada is prepared to blend lessons learned in other states with our experience 
developing Real Solutions® Medical Homes in Nevada to create more integrated behavioral 
health medical homes in Nevada, a core mission of DHCFP in this procurement. Based on 
our experience over the past four years, we have already identified specific providers who have 
the capabilities to act as behavioral health medical homes and are interested in pursuing 
similar innovations in Nevada. 


 Amerigroup is also building Affordable Care Act-compliant Health Homes in Washington, 
Kansas, and other states in which we create patient-centered multidisciplinary provider teams 
to deliver care for members with chronic conditions, including SED and SMI. We are 
enthusiastic about developing industry-leading capabilities related to Health Homes. We are 
prepared to bring together the best practices learned with our Real Solutions® Medical Homes 
in Nevada with that of Health Homes in other states should the State opt to pursue such 
programs as a means to enhance quality of care. 


Network Providers Trained to Comply with SED and SMI Determination Processes 


Amerigroup Nevada protocols for SED/SMI determination currently align with DHCFP 
requirements, and our network providers are already trained on the process. Between January 
and August of 2012, we identified 449 SED children and 168 SMI adults. Our protocols are 
consistent with the Nevada MSM. 


Amerigroup Nevada behavioral health providers are familiar with and required to apply the 
State’s process to determine whether individuals are SED or SMI in accordance with MSM 
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mandated processes and forms. Amerigroup Nevada coordinates annual re-determinations for 
members who remain enrolled in the health plan. 


Strong Quality Gains 


A comprehensive network is vital to achieve quality gains for our 
members, and Amerigroup Nevada has demonstrated strong quality 
improvements related to behavioral health. The HEDIS score for 
Follow-Up after Hospitalization for Mental Illness within 7 Days of 
Discharge has improved almost 80 percent over the past two 


measurement years. Our HEDIS 2012 score 
reflects the Quality Compass 50th percentile. This 
follow-up is particularly vital for members with 
SED and SMI to foster continued recovery and a 
safe transition between care settings. In addition, 
our Investing in Quality initiative includes a team 
that is developing innovative member and provider 
interventions to achieve targeted behavioral health 
HEDIS measures. 


Strengthening PCP Skills Related to Behavioral Health 


As a member’s medical home, PCPs are often the first providers to recognize the signs of a 
mental health or substance abuse issue. In addition, in areas with limited behavioral health 
providers, they are often the treating provider for such conditions. Amerigroup Nevada is 
working closely with our Real Solutions® Medical Home practices to enhance care 
coordination efforts for members with behavioral health diagnoses to improve outcomes and 
reduce fragmentation of care. Amerigroup Nevada is helping practices build policies and 
procedures that foster coordination. This includes tracking referrals, improving follow-up 
activities with inpatient and outpatient providers, establishing memoranda of understanding 
with frequently used specialists that detail care coordination expectations, and delivering 
relevant reports (such as a report showing members with inpatient admissions). Our goal is to 
strengthen the role of the medical home and more fully integrate physical and behavioral care 
and service delivery. 


In addition, in 2013, we will launch an annual webinar training for all PCPs, eligible for 
Continuing Medical Education credits, to further strengthen PCP skills related to screening, 
treatment, and referral to specialists for members with behavioral health conditions.  
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The training educates PCPs on: 


 Behavioral health conditions typically treated in a primary care setting 


 Screening of mental health conditions 


 Screening of substance use disorders 


 Communication with behavioral health providers 


 Referral to behavioral health specialists 


  When to refer 


  How to identify behavioral health providers 


We also provide them with depression screening guidelines and sample screening tools to 
facilitate the process. 


I.  Provide your policies and procedures for emergency and post stabilization services. 


Providing Emergency and Post-Stabilization Services 


Amerigroup Nevada policies and procedures related to emergency and post-stabilization 
services promote convenient and hassle-free access to services. Attachments 5.1.11.1-A and 
5.1.11.1-B includes two policy documents (“Emergency Services—Core Process” and 
“Coverage for Post Stabilization Care Services”), which outline our policies and procedures. 
Our policies and procedures currently comply with all Nevada and federal requirements. A 
summary of those policies is below. 


Emergency Services 


Amerigroup Nevada covers and pays for emergency services delivered by any provider 
(network or non-network) without the need for authorization and applies the prudent 
layperson definition of an emergency. Amerigroup Nevada works directly with the facility to 
obtain documentation and adjudicate claims. We do require hospitals to attempt to notify the 
member’s PCP to promote the member’s medical home. 


Post-Stabilization Services 


Amerigroup Nevada covers and pays for post-stabilization services in accordance with Nevada 
requirements. We do not require any prior authorization for post-stabilization services 
delivered by network or non-network providers. 
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Encouraging Appropriate Use of Emergency Services 


Amerigroup Nevada deploys multiple strategies to foster appropriate use of emergency services 
by our members. These include: 


 Educating members about our Nurse HelpLine through new member welcome calls 
and distribution of related Ameritips throughout the community 


 Applying our innovative and proprietary predictive model to identify members with the 
greatest risk for inappropriate ED use and to connect them with case management and 
disease management programs to mitigate that risk 


 Developing an after-hours network and educating members about providers with after-
hours availability and urgent care facilities as an alternative to the ED 


See the Confidential Technical Volume for proprietary information. 


 


Our innovative Amerigroup on Call program has demonstrated success in other states, and we 
are enthusiastic about launching it in Nevada as part of the new contract. We provide more 
detail on our efforts to promote effective use of ED services, including Amerigroup On Call, in 
Sections 5.1.11.4 and 5.1.11.5.B. 
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Enrollment (§5.1.11.2)  


Provide your policy and procedure for transitioning a recipient from or to FFS or another 
Vendor’s plan. 


Transitioning Members into Amerigroup Nevada 


To ensure continuity of care and services for our members and their providers in all 
populations, we work to understand the care and services that they currently receive, know the 
providers of services, and work with them through the transition.  


The criteria for transferring members to or from the fee-for-service (FFS) program, 
Amerigroup Nevada, or another health plan are outlined in our written Enrollment Policies 
and Procedures that are subject to DHCFP review and approval. Please see Attachment 
5.1.11.2: Nevada Continuity of Care Policy and Procedure. 


Anytime there is an exchange of private patient information, all personnel associated with us, 
including employees and contractors, follow stringent policies regarding patient 
confidentiality and privacy. All Amerigroup and Amerigroup Nevada employees receive 
extensive training in our security/privacy policies and procedures and HIPAA regulation 
regarding patient health information.  


Transition Planning 


Every day, we successfully transition Medicaid and Nevada Check Up recipients into 
Amerigroup Nevada. Comprehensive written policies and procedures guide our care 
management and business processes to ensure that each member receives the right care in the 
right place at the right time. 


When Amerigroup receives the eligibility file from the State, new members are referred to our 
Outreach department where they place calls to all new members. When we reach the members, 
they are asked a series of questions that help us assess their needs while answering any of 
their questions. There are three diagnosis-driven questions that we ask: Do you have asthma? 
Do you have diabetes? and Are you pregnant? If they answer “Yes” to the pregnancy 
question, the member automatically moves to the pregnancy triage questions. If the member 
answers “Yes” to either the diabetes or asthma question, then we make a referral to the 
Disease Management Centralized Care Unit (DMCCU) for additional screening. The DMCUU 
nurse contacts the member to find out if the member has the condition-specific equipment 
needed, such as a peak flow meter or a glucometer. Educational material is sent to the member 
on an ongoing basis, and the member will either be enrolled into Disease Management or 
referred to Case Management, if needed.  
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To expand the information gathered during this new member call process, we are currently 
working on additional questions that will identify: 


 Any immediate medical needs or ongoing services such as durable medical equipment 
or home health services 


 Any scheduled surgeries or procedures 


 Any behavioral health needs or ongoing services 


We are also augmenting the new member packet to include a questionnaire to help identify 
needs and gather additional contact information like cell phone numbers and e-mail 
addresses. We are also identifying considerations on how to incent members to respond to the 
questionnaire. We will also add information on how to navigate the healthcare system (a 
helpful reminder for those who have had insurance and essential for those who have not). 
From the provider’s perspective, we are identifying ways to highlight new member information 
on our monthly PCP reports and researching possible incentives for PCPs who gain new 
members. 


Data is reviewed on a monthly basis to identify members who:  


 Have medical conditions such as: 


 Pregnancy (especially if high risk) 


 Major organ or tissue transplantation services in process 


 Terminal illness 


 Intractable pain 


 Are receiving:  


 Chemotherapy and/or radiation therapy 


 Significant outpatient treatment or dialysis 


 Prescription medications or durable medical equipment  


 Other services not included in the State plan but are covered by Medicaid under 
EPSDT requirements for children  


 Are: 


 Scheduled for inpatient surgery(ies) 


 Currently in the hospital 
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 Have: 


 Prior authorization for procedures and/or therapies  


 Post-surgical follow-up visits scheduled after their enrollment 


We ensure that all members who meet the above criteria continue in their course of treatment, 
without interruption, during their transition to Amerigroup Nevada. The claims reports are 
integrated into our health plan reports and are reviewed by the case managers for appropriate 
interventions. 


Continuity of Care Transition Plans 


We honor the care management plans and authorizations that new members already have in 
place when they join Amerigroup Nevada until we complete a comprehensive assessment with 
the member to create a new care management plan. Our care plan will include appropriate 
and coordinated physical, behavioral, social, functional, and environmental services as 
needed. CareCompass, our unique clinical support tool, facilitates the transition planning 
process for Case Managers. CareCompass gives Case Managers easy access to new member 
information, information on treating providers, and ancillary and pharmacy data. Because the 
information drives automated functions such as prioritization of duties, service authorizations, 
and benefits calculations, this tool enhances our Case Managers’ ability to work with 
members during the transition and care planning process.  


If the member’s existing provider is not in our network, we will try to contract with that 
provider. If we are not able to contract, we will work with the member to choose another 
provider and transition the member to a network provider; or if necessary, we work with the 
provider to establish a single case agreement. New members who are pregnant can continue to 
receive care from their existing OB/GYN, regardless of the physician’s status in our network. 


Transitioning Medications  


Ensuring continuity of care and access to necessary medications is a primary objective of the 
pharmacy management program. A discontinuation of drug therapy can lead to reduced 
member medication compliance and increase the risk of medication-related adverse outcomes. 
To mitigate potential lapses in care, Amerigroup has a transition process to provide coverage 
for members who are stabilized on drugs that are not included in the formulary or Preferred 
Drug List (PDL). This transition process applies to new members transitioning from FFS 
programs or another health plan who are stabilized on drugs not on the Amerigroup 
formulary/PDL; it also applies to current members affected by formulary/PDL changes. 


The transition process covers non-formulary/non-PDL drugs for the first 60 days of 
enrollment or until the member’s physician or other prescriber has completed the prior 
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authorization process. All members who receive non-formulary/non-PDL drugs are identified 
weekly on a claims system–generated report. Letters are sent to both the member and 
prescriber to inform them that a transition supply of medication has been approved but that 
continued use will require prior authorization. The notification to the prescriber advises them 
of the need for prior authorization for the member to continue on the non-formulary/non-PDL 
drug, or if clinically appropriate, to transition the member to a preferred alternative on the 
formulary/PDL. At the same time, the Pharmacy Department works with the prescriber to 
initiate a prior authorization on the member’s behalf and communicates directly with them to 
determine the medical necessity for the non-formulary/non-PDL drugs. 


Transitioning Members FROM Amerigroup Nevada 


When we transfer a member to another managed care plan or to the FFS program, our 
responsibility to the member does not stop with the notification of transfer. We work with the 
provider and health plan to coordinate the transfer of medical records, patient information, 
and other materials relevant to the member’s care. We continue to provide a multidisciplinary 
approach that encompasses nursing, quality management, case management, social services, 
and pharmacy services, where appropriate.  


The receiving health plan or provider must be aware of certain conditions that require 
continued care for our members. When we know a member is transferring, we work with their 
provider(s) or health plan and notify the member’s new care team of that member’s healthcare 
needs, concerns and current status. Our nurses can verbally hand-off or fax the clinical the 
information.  


Specifically, we inform the new health plan and provider whether the member is: 


 Hospitalized 


 Pregnant 


 Receiving dialysis 


 Chronically ill 


 Receiving significant outpatient treatment and/or medications, and/or pending a 
payment authorization request for evaluation or treatment 


 Using an apnea monitor 


 Receiving behavioral health services 


 Receiving early intervention services in accordance with an individualized Family 
Service Plan  
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 Involved in, or pending authorization for, major organ or tissue transplants 


 Scheduled for surgery or post-surgical follow-up 


 Scheduled for prior authorized  procedures or therapies 


 Referred to a specialist(s) 


 Receiving substance abuse treatment  


 Receiving prescription medications 


 Receiving DME or currently using rental equipment 


 Receiving case management (including the Case Manager’s name and telephone 
number) 


We also include all contact information including the name and telephone number of the 
member’s PCP and specialist, if referred.  


When transferring a member who is hospitalized to 
another health plan, we notify the receiving health 
plan, the receiving provider, or the DHCFP Quality 
Improvement Organization, as appropriate, of the 
change within five business days. 


Supporting HIE Efforts and Transitioning 
Members between Amerigroup Nevada 
and the State HIX 


Amerigroup Nevada is currently working on ways to support the Health Information 
Exchange (HIE) by deepening our links and training between the HIE, electronic health 
records, and methods for provider collaboration. We will also develop written policies and 
procedures for transferring/receiving relevant member information and other pertinent 
materials to/from the Health Insurance Exchange. Our policies and procedures will be in 
compliance with HIPAA and other privacy laws. 
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Recipient Services (§5.1.11.3)  


A.  Provide a sample copy of your current or proposed enrollee handbook and 
identification card you may issue to enrolled recipients. 


Amerigroup Nevada’s member handbook (please see Attachment 5.1.11.3-1: Nevada Member 
Handbook) is included in a welcome package that we mail to new Medicaid and Nevada 
Check Up members within five business days of our receipt of notice of enrollment. The 
handbook, along with all other member communications, conforms with the State’s eighth 
grade reading level requirements. Sometimes materials are written to a fourth-through-sixth 
grade level depending on the audience receiving the information. The handbook is printed in 
English and Spanish, and is available for translation into any other prevalent languages, as 
well as Braille and large print. Amerigroup also makes the handbook available on the member 
website, and members can ask for a copy of the handbook to be mailed to them at any time. We 
mail the member ID card separately and it contains our contact information, the member’s 
PCP information, and other required data.  


See the Confidential Technical Volume for proprietary information. 


 


Members can ask for new cards anytime their cards are lost, there are changes in name, PCP 
change, or other information. We automatically generate a new card anytime a PCP change 
occurs. 


Sample Copy of Proposed Enrollee Handbook and ID Card 


Please see Attachments 5.1.11.3-1 and 5.1.11.3-2 for a sample enrollee handbook and ID card. 
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B.  Describe your process for assignment or auto assignment of enrolled recipients to a 
PCP or PCS, including your process for changing a PCP or PCS. 


Process to Assign or Change PCP or PCS 


Amerigroup Nevada enrolls all members into the health plan according to State requirements, 
and afforded them the freedom to choose from our participating PCPs or Primary Care Sites 
(PCS), in addition to the flexibility to request PCP or PCS changes within DHCFP guidelines. 
We ensure that within five business days of the effective date of enrollment, each new member 
is assigned to/has chosen a PCP/PCS, who acts as his or her medical home and facilitates 
coordination of care. If a member does not select a PCP or PCS at enrollment or makes a PCP 
or PCS selection that is not valid (such as an adult accidentally choosing a pediatrician), we 
auto-select a PCP or PCS for the member. Members may remain with an existing PCP or 
PCS, if the provider is part of our primary care network. We base PCP and PCS assignments 
on:  


 PCP or PCS is a provider from whom the member has previously received services 


 All children in one family are assigned to the same PCP or PCS 


If the member has not had a prior PCP or PCS relationship, the auto-assignment logic uses 
the family case number to evaluate whether an immediate or other family member has a 
historical provider relationship with a PCP or PCS within the geographic requirement. If the 
first two criteria do not apply, we evaluate all eligible PCPs and PCSs and from this subset of 
providers, we auto-assign an appropriate PCP or PCS. We also ensure all new members 
receive information about where they can receive care during the time period between 
enrollment and when they select a PCP or PCP assignment occurs. We send notification to 
our members of their PCP or PCS assignment in writing within five business days, and we 
also notify all PCPs and PCSs with a monthly online roster update (we mail a monthly hard 


copy notification to all providers who request one). 


Requests for PCP and PCS changes can be generated 
by the member, Amerigroup Nevada, or, sometimes, 
by the provider or the State. Our members can make a 
change for any reason. Procedures for changing the 
PCP or PCS assignment are outlined in the member 
handbook. Members can change their PCP or PCS on 


the member website or by calling the Member Services number. After the member finalizes his 
or her new PCP or PCS selection, the member database in our core operations system is 
updated to reflect the change. Members can also change PCPs or PCSs if they relocate.  
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When Amerigroup Nevada generates a PCP or PCS change, it can happen for many reasons 
and when it does, we notify all members in the provider’s panel of the action. We send written 
notification, in English and Spanish, within 15 business days of the termination effective date 
to the member clearly stating how the termination affects him or her. We also invite our 
members to call us if they need a translator for this or any other information we provide to 
them. We provide instruction for the selection of a new PCP or PCS and information about 
how to receive urgent care until the new PCP or PCS selection/assignment occurs. We may 
also generate a PCP or PCS change for the member if he or she requires specialized care for 
an acute or chronic condition. Once we consult with the member, we assign him or her to a 
provider that can offer more specific, appropriate care. 


Finally, there are times when a PCP or PCS asks for a member to be changed to another PCP 
or PCS if the PCP or PCS does not have the right experience to treat the member, the 
assignment was made in error (such as an adult assigned to a child’s PCP or PCS), a member 
consistently fails to keep appointments/does not follow medical advice, or the PCP or PCS 
agrees that a change is best for the member. Again, we assign a new PCP or PCS based on 
criteria listed above. All PCP and PCS change requests are made on the day requested and are 
effective the same day if the member calls into Member Services to make the change or they 
are effective the next day if requested via the member website. The member receives a new ID 
card in the mail within five business days after the PCP or PCS has been changed, or the 
member may access a mobile ID card from our website. If the State requests a PCP or PCS 
change, Amerigroup handles it in the same way as any other request, making it effective the 
day after the request. 
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Network (§5.1.11.4)  


Amerigroup Nevada has been managing a provider network for Nevada’s Medicaid and 
Nevada Check Up recipients since 2009. Our network management ensures that our members 
have access to healthcare services through a comprehensive, coordinated, and integrated 
delivery system.  


In September, 2008, when one of the State’s Medicaid MCOs 
left the program, DHCFP approached Amerigroup Nevada to 
serve certain recipients enrolled in Medicaid and Nevada 
Check-Up. Amerigroup worked diligently under an accelerated 
implementation timeline to meet the State’s needs. We began 
network development immediately after contract award and met 
network adequacy requirements within 120 days. 


Our Clark and Washoe County provider network currently stands at 13 acute care hospitals, 
640 Primary Care Physicians (PCPs), 2,098 specialists, and 505 behavioral health providers.  


A.  What steps will you take to develop and maintain a network that ensures the ability to 
provide the managed care benefits required in this RFP to enrolled recipients in the 
required service areas of urban Clark and Washoe counties? 


Developing and Maintaining an Adequate Network for Clark and 
Washoe Counties 


Amerigroup Nevada has a comprehensive network of providers in place in Clark and Washoe 
counties to serve Medicaid and Nevada Check Up members. And, we are the only NCQA 
Medicaid-Accredited Health Plan in Nevada, and follow NCQA quality, utilization 
management, credentialing, and compliance standards for all NCQA components and 
domains. 


Our network currently meets, and often exceeds, requirements for access and availability; 
therefore, we do not have to build a network to meet the requirements of the RFP. We are, 
however, actively recruiting additional provider types for the newly covered services.  


Amerigroup Nevada takes the following steps to develop our provider network and will take 
these steps to meet any future DHCFP expansion requirements:  


 Assess the market and requirements for network development/expansion 


 Identify the provider types required and establish network capacity level based on 
Nevada requirements 
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 Prepare and mail recruitment packages to providers including introductory postcards, 
invitation letters, information on Amerigroup Nevada, and application materials  


 Contact providers by telephone and in-person meetings to explain Amerigroup Nevada 
and the Medicaid and Nevada Check Up managed care program, answer any 
questions, and provide assistance completing application materials 


 Facilitate the execution of provider contracts 


 Credential providers 


 Conduct initial provider orientation  


Maintaining our Provider Network 


Once contracted, we work to ensure that our network and management program meets the 
needs of our members and providers. Our Real Solutions® Provider Collaboration Model 
engages providers to deliver sustainable improvements in health quality and service delivery. 
This, coupled with our Nevada team-based approach, emphasizes open communication and 
shared responsibility with network providers. 


We focus our management activities to ensure positive provider relations. Our provider 
hotline, education and outreach, communications, and contracting and compensation 
strategies, among other elements, work to ensure an optimal level of provider satisfaction and 
member health outcomes. See Section 5.1.11.4.E for more information on our provider 
maintenance and management approach. 


Amerigroup Nevada enjoys a high level of provider retention; 
in the last year, only one percent of our providers chose to 
terminate their participation in our network. This helps ensure 
continuity of care for our members. 


We attribute our network development and retention success to the following highly effective 
practices: 


 Sound reimbursement practices, including prompt and accurate claims payment 


 Streamlined utilization management practices, including electronic submission of 
authorization requests  


 Provider incentive programs structured to reward physicians who deliver measurably 
better care and achieve more positive patient outcomes 


 Collaborative relationships, including extensive, one-on-one outreach 
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 Proactive, comprehensive provider education  


 Practices to simplify and minimize administrative burdens, including use of the Nevada 
Division of Insurance Form 901 for credentialing providers  


We will continue these practices to maintain the geographic adequacy of our network and our 
high level of provider satisfaction. We will expand our network as indicated to meet future 
State requirements. 


Expanding our Provider Network to Meet Future DHCFP Requirements 


Our existing relationships with Nevada providers 
positions us at the forefront of the provider 
contracting process and will serve us well to promote 
increased provider recruiting should we need to 
expand our network. In recruiting additional 
providers, we focus on providers who traditionally 
serve our members. We seek these key providers, such 
as Essential Community Providers, because they 
maintain the appropriate geographic presence, the 
established trust of our members, a keen awareness 
of the diverse needs of the population, and access to 
key local resources available within their 
communities.  


We are prepared to expand our network to meet any 
future changes in covered services, geographic 


service area, covered population, and/or legislative requirements. In fact, we have already 
begun the steps to expand our provider network statewide.  


Covered Services  


Amerigroup Nevada is prepared to cover additional Vendor-covered services as required. 
Home and community-based waiver services and non-emergency transportation services, for 
example, are already managed successfully by several of our affiliated health plans, including 
New Mexico. We will draw upon the experience and best practices at affiliated plans to 
develop protocols and standards for these services should we cover them.  


Should the State require Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI) 
members to remain in a managed care plan, we will leverage existing relationships to provide 
members a seamless transition from fee-for-service. We have solid, collaborative relationships 
with key providers including Harmony Healthcare, Nevada behavioral health clinics, and 
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community-based organizations that ensure quality outcomes for these members through a 
holistic approach, including behavioral health medical homes. 


Geographic Service Area  


Should the State expand the program beyond Clark and Washoe counties, we will leverage our 
existing resources and knowledge of the region to contract with additional providers. 
Amerigroup has already established relationships with rural providers in Nevada; in fact, 
some are already under contract. Our network includes both of Nevada’s Federally Qualified 
Health Centers (FQHCs) that provide services in rural areas. We also have a successful, 
collaborative relationship with Nevada Health Centers, which also participates as a site in our 
Patient Centered Medical Home (PCMH) program and with network providers in neighboring 
areas such as Carson City.  


We have gained a valuable understanding of Nevada’s provider community, its complexity, 
and its vast differences such as limited sub-specialty providers. We understand the challenges 
faced by rural area physicians in solo practices with limited resources, technology, and 
support. We will tailor our approach to meet their needs should we expand into rural areas. 
For instance, rural physicians unfamiliar with managed care will be provided one-on-one 
training to help them ease through the transition.  


We will also pursue, explore, and secure alternative delivery systems such as telehealth and 
additional physician extenders to develop a network in rural Nevada and ensure appropriate 
access to state-of-the-art healthcare services. We will work with our existing providers, such as 
Nevada Health Centers, who offer telehealth services. Our affiliated Amerigroup health plans 
have already successfully implemented telehealth in other markets, including Georgia and 
Texas.  


Covered Population  


We are prepared to cover additional populations, such as Medicaid Aged, Blind, and Disabled 
recipients or children and adolescents under the juvenile justice and foster care programs. 
Amerigroup currently serves members enrolled in the Aged, Blind, and 
Disabled/Supplemental Security Income category in 10 states and almost 92,000 dual eligibles 
in eight states through our affiliated plans, and we 
would draw upon this knowledge and experience base 
to serve this populations’ specialized service and care 
coordination requirements. 


We have already forged relationships with agencies 
within DHHS, the juvenile justice system, and Clark 
and Washoe County agencies as part of our existing 
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managed care program for Medicaid and Nevada Check Up members. And our partners offer 
immense additional value should this population be covered under our contract in the future. 
For example, Harmony Healthcare, our behavioral healthcare partner, currently serves 
children and adolescents from the juvenile justice and foster care programs and provides 
valuable services to ensure that troubled youth receive prompt and appropriate services. 
Harmony performs onsite assessments at facilities and foster care homes to develop a plan of 
treatment. In addition, they have three staff-based centers that are conveniently located and 
offer immediate onsite crisis intervention, including rapid assessment and coordination of 
appropriate services to avert a visit to the emergency department (ED) or an inpatient 
admission, such as an appointment with an outpatient clinician to stabilize the crisis. 


Legislative Requirements  


As Nevada continues toward full implementation of Health Care Reform and the Patient 
Protection and Affordable Care Act (ACA) of 2010, Amerigroup will expand our provider 
network to meet future needs, such as the addition of childless adults should the State choose 
to cover this population. We closely track legislative initiatives at the local, Nevada level as 
well as through our corporate Amerigroup Office of Health Reform Integration. The Office of 
Health Reform Integration focuses solely upon the integration of health reform and its impact 
upon our state customers and Amerigroup health plans. 


Regardless of the impetus for expansion of our provider network, Amerigroup Nevada is 
prepared to further meet the changes ahead in Nevada and will offer provider networks that 
are accessible, highly qualified, motivated, and fully able to meet the needs of Nevadans.  
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Amerigroup Nevada’s Current Provider Network 


Our network includes credentialed providers to provide covered services detailed in RFP 
Section 4.2.2, Vendor Covered Services, including hospitals, PCPs, PCSs, specialists, and 
ancillary providers. We also have contracts with all Essential Community Providers in our 
service area, including both of Nevada’s FQHCs. We are actively recruiting additional 
provider types for the newly covered services.  


Our network reflects the unique cultural preferences of our members. We educate and train 
providers and Amerigroup employees on cultural competency and provide support to members 
with linguistic barriers or physical disabilities. Almost 20 percent of our current members 
speak Spanish as their primary language, and more than 46 percent of our network providers 
can accommodate that preference. 


We regularly provide DHCFP with supporting documentation of our network’s capacity to 
serve our enrollment. Table 5.1.11.4-1 provides a summary of our current provider network 
and satisfaction of DHCFP’s access standards. 


Table 5.1.11.4-1. Amerigroup Nevada’s Network Frequently Exceeds DHCFP Access Standards  


Provider 
Type 


DHCFP Access Standard  Amerigroup Network 
Amerigroup 
Compliance with 
Access Standard 


Clark County 
Hospitals  1 hospital within 25 miles of 


member’s residence 
10 hospitals   Members with access 


within 25 miles = 100% 
PCPs  1 full time equivalent (FTE) PCP for 


every 1,500 members. Or, if PCP 
practices in conjunction with a 
healthcare professional, the ratio is 
1 FTE PCP for every 1,800 members. 
 
1 PCP within 25 miles of member’s 
residence 


792 PCPs  15.81 PCPs per 1,500 
members 
Members with access 
within 25 miles = 100% 


Specialists  1 specialist for every 1,500 members  3,895 specialists  77.13 specialists per 
1,500 members 


Behavioral 
Health 
Providers 


1 behavioral health provider within 
25 miles of member’s residence 


398 behavioral health 
providers 


Members with access 
within 25 miles = 100% 


Behavioral 
Health 
Facilities 


1 inpatient behavioral health facility 
within 25 miles of member’s 
residence 


7 behavioral health 
facilities 


Members with access 
within 25 miles = 99.9% 


Dentists  1 FTE dentist per 1,500 members. 
The dental provider network must 
also include at a minimum 1 


168 general dentists 
29 pediatric dentists 
70 dental hygienists 


3.35 dentists per 1,500 
members 
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Provider 
Type 


DHCFP Access Standard  Amerigroup Network 
Amerigroup 
Compliance with 
Access Standard 


pediatric dentist, 1 dental hygienist, 
and 1 oral surgeon.  


8 oral surgeons 
7 orthodontists 


Washoe County 
Hospitals  1 hospital within 25 miles of 


member’s residence 
3 hospitals   Members with access 


within 25 miles = 99.8% 
PCPs  1 full time equivalent (FTE) PCP for 


every 1,500 members. Or, if PCP 
practices in conjunction with a 
healthcare professional, the ratio is 
1 FTE PCP for every 1,800 members. 
 
1 PCP within 25 miles of member’s 
residence 


121 PCPs  18.42 PCPs per 1,500 
members 
 
Members with access 
within 25 miles = 99.9% 


Specialists  1 specialist for every 1,500 members  818 specialists  124.53 specialists per 
1,500 members 


Behavioral 
Health 
Providers 


1 behavioral health provider within 
25 miles of member’s residence 


107 behavioral health 
providers 


Members with access 
within 25 miles = 99.9% 


Behavioral 
Health 
Facilities 


1 inpatient behavioral health facility 
within 25 miles of member’s 
residence 


1 behavioral health 
facility 


Members with access 
within 25 miles = 99.7% 


Dentists  1 FTE dentist per 1,500 members. 
The dental provider network must 
also include at a minimum 1 
pediatric dentist, 1 dental hygienist, 
and 1 oral surgeon.  


36 general dentists 
1 pediatric dentist 
6 dental hygienists 
4 oral surgeons 
2 orthodontists 


5.48 dentists per 1,500 
members 


We have the full range of medical and surgical specialties to meet the needs of our members, 
including key specialties such as: 


 156 OB/GYNs: 2.85 per 1,500 members in Clark County and 1.98 per 1,500 members 
in Washoe County  


 86 pediatric subspecialists: 1.48 per 1,500 members in Clark County and 1.83 per 1,500 
members in Washoe County 
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B.  Provide a sample of all base network provider contracts. 


Sample of All Base Network Provider Contracts 


See Attachments 5.1.11.4-1 – 5.1.11.4-3 for copies of the following base network provider 
contracts:  


 Facility 


 Provider 


 Ancillary 


Amerigroup Nevada’s written provider contract templates have been submitted to DHCFP and 
the most recent contracts were approved for use in August 2012. We believe our current base 
contracts are fully compliant with the RFP; however, we will make any revisions necessary to 
comply with future DHCFP requirements. 


Prior to distributing or executing any substantive changes or amendments to our base 
contracts, we will submit a draft of standard language to DHCFP for review. Amerigroup 
Nevada’s provider contracts currently meet all State and federal requirements.  
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C.  What is your plan to involve essential community providers, such as the Federally 
Qualified Health Centers, in your network? 


Involving Essential Community Providers in Our Network 


Essential Community Providers are at the core of the Amerigroup Nevada network 
development strategy due to our like-minded focus on serving low-income and underserved 
populations. We collaborate with Essential Community Providers because we actively support 
their roles in caring for these most vulnerable members of the population—and because this 
support is so keenly linked to improving the health outcomes of our members.  


All Essential Community Providers in our current 
service area already participate in our network. In 
fact, both of Nevada’s FQHCs participate in our 
network, with more than 5,300 of our members 
assigned to them. They also participate in our 
provider incentive programs that use a results-driven 
reward system to provide an incentive to physicians to 
meet quality and other healthcare access targets. We 
hold monthly Joint Operating Committee meetings 
with our network hospitals, including the University 
Medical Center where we are pleased to report that 
more than 1,000 deliveries have taken place for 


Amerigroup Nevada members. Table 5.1.11.4-2 provides the status of Essential Community 
Provider participation in our network. 
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Table 5.1.11.4-2. Amerigroup Nevada’s Provider Network Includes Many Essential Community 
Providers  


Essential Community Provider 
Participation in Amerigroup Nevada Network 


Clark County  Washoe County 


FQHCs   


University Medical Center of Southern Nevada   Provider does not exist 
in Washoe County 


University of Nevada School of Medicine     
Mojave Mental Health Clinics    
University of Nevada, Las Vegas, School of Dentistry    
Health Division (Health Districts)    
Mental Health and Developmental Services Division    


Amerigroup fully supports the mission of school-based health services in Nevada. We are 
actively working to sponsor a school-based healthcare center and anticipate finalizing our 
agreement by the end of 2012. This includes weekly meetings with one of our Amerigroup 
Real Solutions® Medical Home, an Essential 
Community Provider, with whom we are working to 
sponsor a school-based healthcare center. 


We reach out to ALL Essential Community Providers 
and make a good faith effort to gain their 
participation in our network. As DHCFP notifies us 
of newly identified Essential Community Providers, 
we contact them in-person or by telephone to 
introduce Amerigroup Nevada, answer any questions they might have, and begin the 
contracting process. And, although Rural Health Clinics (RHC) and Tribal Clinics are not in 
our service area at this time, our leadership has met with RHCs and Tribal leaders to better 
understand the services they offer and how our organizations can work together in the future.  


D.  How will you monitor and evaluate performance and correct deficiencies relative to 
Section 4.5.5.1 through 4.5.5.9, Access and Availability? 


Monitoring and Evaluating Performance and Correcting Deficiencies 


Amerigroup Nevada diligently monitors the access to and availability of our provider network. 
At the network level, we monitor for geographic access to verify that our members have 
adequate and accessible access to covered services. At the provider level, we monitor to 
confirm that providers offer members timely access to care. We use proven techniques to 
monitor and evaluate our network and seek and obtain input from various sources, including 
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members, providers, stakeholders, and DHCFP, to ensure that our network meets the needs of 
the members we serve.  


Our Provider Relations team develops an action plan to address any identified deficiencies in 
our provider network. The action plan identifies staffing, responsibilities, resources, and a 
timeline to correct the situation. Once launched, we monitor the progress and effectiveness of 
the plan until we meet or exceed all standards. 


Comprehensive, written policies and procedures guide our activities to monitor, evaluate, and 
correct our network to ensure full compliance with access requirements. We formally review 
policies and procedures at least every two years. We conduct annual review of certain policies 
and procedures to conform to contract or accreditation requirements, guidelines, and 
Amerigroup business decisions. 


Below, we present our response to Sections 4.5.5.1 through 4.5.5.9 of the SOW. 


Ensuring Adequate Physical and Geographic Access to Covered Services 
(§4.5.5.1) 


Amerigroup uses GeoAccess® reporting features to evaluate network adequacy for physical 
and geographic access: 


 Geographic Overview Maps. Displays the provider locations by geographic area.  


 Provider and Member Location Maps. Plots members and providers of any or all 
specialty/specialties—or combinations of both. These maps overlay the provider 
network against the membership base with the appropriate radius encompassing each 
provider to identify geographic coverage in a particular area. 


 Member Accessibility Summary. Provides an overview of the entire analysis displayed 
in a given report. It details the number and percentage of members with and without 
access.  


 Access Comparison. Provides a comparison graph that demonstrates the point at which 
the percentage of members attains compliant status with the specified provider type and 
defined access standard.  


 Accessibility Detail. Presents counts of members with and without access to care under 
the defined access standards. The detail provides the total number of members, 
providers, and a member-to-provider ratio for the specified demographic or geographic 
area. There is also a detailed analysis of a member’s choice of up to five providers and 
the average distance to achieve that access. 
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We also monitor access for members with disabilities. We capture physical access for each 
provider location and use this to map access for members with disabilities and expand our 
network as indicated.  


All Amerigroup Nevada network providers are required to meet State and federal accessibility 
standards and those defined by the Americans with Disabilities Act of 1990. This is reinforced 
through training and our provider manual. We monitor compliance through our onsite Office 
Site Evaluation that is conducted by Provider Relations Representatives and review of member 
grievances. Providers are required to take actions to remove existing barriers and/or to 
accommodate the needs of members who are qualified individuals with a disability. This 
action plan includes: 


 Street-level access 


 Elevator or accessible ramp into facilities 


 Access to a lavatory that accommodates a wheelchair 


 Access to an examination room that accommodates a wheelchair 


 Handicapped-accessible parking clearly marked unless there is street-side parking 


We perform GeoAccess analyses on a quarterly basis to verify that our existing network 
includes sufficient numbers of providers with adequate capacity to provide timely access to 
care in accordance with DHCFP requirements. We provide DHCFP supporting 
documentation of our capacity to serve expected enrollment in accordance with State 
standards. 


We also continually monitor information obtained through our Provider Relations, Medical 
Management, Quality Management, and Member Services areas to identify opportunities to 
improve the network and address any deficiencies. For example, any member grievances about 
physical access or travel time are promptly routed to our Provider Relations Department for 
investigation and follow-up.  


If we identify an issue regarding physical or geographic access, our Provider Relations team 
develops an action plan to address the issue. The action plan identifies staffing, 
responsibilities, resources, and a timeline to correct the situation. Strategies to correct the 
deficiency include: 


 Identifying and recruiting additional providers 


 Working with existing providers with closed panels who may meet requirements for re-
opening 
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 Identifying providers for single case agreements 


 Working with providers to meet physical access requirements  


 Arranging for transportation for the member, when appropriate per the single case 
agreement 


After we have launched the action plan, we monitor the progress and effectiveness of the plan 
until we meet or exceed standards for physical and geographic access. 


We will continue these activities for the new Contract. 


Using Geo-access Mapping and Data-driven Analyses to Ensure Compliance 
with Access Standards and Taking Appropriate Corrective Action (§4.5.5.2)  


As described in the previous section, Amerigroup Nevada generates quarterly GeoAccess 
reports to ensure compliance with access standards. We promptly develop and implement 
corrective action plans when a deficiency is identified, and monitor the plan until the access 
standard is met.  


Partnering with DHCFP, Community Providers, and Stakeholders to 
Identify and Address Issues and Opportunities to Improve Healthcare 
Access and Availability (§4.5.5.3) 


We value the roles and contributions provided by DHCFP, community providers, and 
stakeholders to ensure healthcare access and availability. We encourage, invite, and welcome 
feedback from DHCFP, community providers, stakeholders, and our Health Education 
Advisory Committee (HEAC) to monitor and evaluate access issues. 


Our HEAC meets quarterly and includes representatives from the provider community, 
advocacy groups, and community-based organizations such as local representatives from the 
Northern Nevada Immunization Coalition and Southern Nevada Immunization Coalition. Our 
Vice President of Provider Relations is a member of our HEAC and actively seeks out input on 
our provider network to ensure that it meets standards for access and availability.  


Any issues are routed to our Provider Relations Department, which will research the issue and 
develop, as indicated, an action plan to address the deficiency. 


Assuring Access to Health Screenings, Reproductive Services, and 
Immunizations through County and State Public Health Clinics (§4.5.5.4) 


Amerigroup Nevada covers and will continue to cover health screenings, reproductive 
services, and immunizations provided by county and State public health clinics. 
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We employ various methods to ensure member access to these services. We work closely with 
county and State clinics so that we fully understand the services they provide and to keep 
apprised of upcoming events. Some of our efforts include:  


 Health Screenings. We promote health screenings through a variety of forums. For 
example, we work closely with the local Boys & Girls Clubs and recently sponsored an 
event that provided our members dental and vision screenings.  


 Reproductive Services. We promote the availability of reproductive and family 
planning services to our members, as well as the availability of services through Health 
Districts. We partner with Special Supplemental Food Program for Women, Infants, 
and Children (WIC). We refer members for WIC services through our Taking Care of 
Baby and Me® program, which coordinates specialized maternal and child health 
services for members who are pregnant and new mothers. We host Baby Showers at 
community locations such as shopping malls (in both northern and southern Nevada). 
We invite expectant mothers from Amerigroup Nevada and the community at large to 
attend these baby showers that educate and celebrate soon-to-be moms. Games, prizes, 
and even a fashion show are combined with health screenings and important pre-natal 
information for expectant and new mothers. We can reach more than 1,000 individuals 
through these events.  


 Immunizations. We continually reinforce the 
need for members to stay up-to-date on 
immunizations, and promote the availability 
of immunizations through Health Districts. 
We include an immunization chart in our 
member handbook. In August of each year, 
we mail reminders to our members about the 
upcoming Back-to-School Vaccine Clinics, including a schedule of locations, dates, 
and times. We also are closely involved with the Northern Nevada Immunization 
Coalition and Southern Nevada Immunization and Health Coalition (SNIHC); in fact, 
Amerigroup Nevada employees sit on the board of each organization. In December 
2012, Amerigroup Nevada will receive SNIHC’s Silver Syringe award as a community 
partner in childhood immunizations for the third consecutive year. 


We will continue to identify and promote the use of local resources. We will monitor and 
evaluate access using internal and external resources including our HEAC; Provider 
Relations, Medical Management, Quality Management, and Member Services areas; DHCFP; 
community providers; and stakeholders. Any deficiencies are relayed to our Provider Relations 
Department who develops and implement corrective action plans, and monitors the plans until 
the access standard is met. 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988                                                                                     VII-147
November 15, 2012 


Promotion of Care Management and Early Intervention Services (§4.5.5.5) 


New members receive a welcome call upon enrolling in Amerigroup Nevada. 
The welcome call introduces the member to Amerigroup Nevada; orients the member to our 
services; reviews PCP selection and change procedures; and identifies any member-specific 
issues and needs for Disease Management, Case Management, and early intervention. If a 
potential need is identified during the welcome call, the member is triaged by our Management 
team to assess their needs. After assessment, the member’s case will either be managed by the 
Disease Management team or, if identified as high risk, forwarded to our Case Management 
team. Amerigroup Nevada Case Managers include Nevada health plan clinicians who provide 
support and assistance for members with complex needs. Our local team comprises Nevada-
licensed professionals who work closely with members, families, providers, and community-
based organizations to coordinate care and services for our Medicaid and Nevada Check Up 
members. The expertise of our local Case Management team directly reflects the specific needs 
of the members we serve. We have clinicians who specialize in obstetrics, pediatrics and 
adults, and behavioral health.  


Amerigroup Nevada makes a good-faith effort to screen Title XIX and XXI pregnant women 
for high-risk factors. We identify pregnant members through analysis of the DHCFP 
eligibility file, claims data, laboratory reports, and hospital census reports. We also identify 
members through our initial new member welcome calls, provider referrals, and member self-
referrals. 


When we identify a member who is pregnant, we conduct a risk assessment to determine her 
level of risk for pre-term birth using our Statistical Obstetrical Risk Score (STORK) tool. This 
tool incorporates screening for specific statistically validated predictors of the future need for 
neonatal intensive care unit (NICU) services, including history of pre-term labor or birth, 
prior baby with low birth weight, or diagnosis of hypertension or diabetes mellitus. Members 
receive a risk score (COR score) and are categorized into one of four groups: urgent, high, 
medium, or low. All members, including the low risk category group, receive informational 
materials. We refer those with risk factors and high COR scores to our specialized Obstetrical 
Case Manager who conducts a thorough clinical assessment to further refine risk and develop 
individualized care treatment plans that correspond to each member’s risk level.  


Members can change PCPs at any time and for any reason. PCP changes are effective no later 
than the next business day of the change. For additional information on PCP selection and 
change, please see Section 5.1.11.3.B.  


If a member qualifies for case management, our Case Managers engage the member, the 
PCP/, and any other treating professionals involved in the member’s care to develop a 
personalized care treatment plan.  
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For those members who require more in-depth health screening, we coordinate with PCPs to 
schedule these visits as quickly as possible.  


Maintaining an Adequate Network (§4.5.5.6) 


Amerigroup Nevada has a comprehensive process to assess and monitor the 
adequacy of our network, anticipate future needs, and readily identify network gaps to ensure 
that our members have access and that we continue to meet DHCFP standards. We review 
multiple data sources to identify patterns, trends, and service demands:  


 Review of GeoAccess reports to determine any network gaps relative to travel distance 


 Analysis of network changes, including additions, deletions, and PCP capacity changes 


 Monitoring of network access, appointment availability, and provider compliance with 
after-hours coverage  


 Annual audits of a random, statistically valid sampling of PCPs and designated 
specialists to assess appointment availability and after-hours coverage 


 Analysis of member and provider grievance data 


 Analysis of member retention rates  


 Review of results of member and provider satisfaction surveys 


 Feedback from providers, members/families, community-based organizations, and our 
HEAC 


Amerigroup Nevada takes several steps to monitor and 
evaluate our network to ensure that it continues to 
meet DHCFP and Amerigroup Nevada standards. 


 PCP-To-Recipient Ratios (§4.5.5.6.A). We 
generate and evaluate GeoAccess reports on a 
quarterly basis. One of the reports, 
Accessibility Detail, shows counts of members with and without access to care under 
the DHCFP access standard. The detail provides the total number of members, 
providers, and a member-to-provider ratio for the specified demographic or geographic 
area. We monitor patient load for PCPs and physician extenders in accordance with 
DHCFP standards. We also routinely monitor provider adherence to the standard 
through site visits and review of member grievances. We also place limits on the 
number of members assigned to a PCP’s practice to ensure that we do not exceed 
patient load standards through our PCP assignment process.  
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 PCP Network Requirements (§4.5.5.6.B). We use the GeoAccess Accessibility Detail 
report to evaluate the capacity of our PCP network in meeting FTE requirements.  


 Primary Care Provider Participation (§4.5.5.6.C). We monitor compliance with 
DHCFP’s PCP access requirement through quarterly GeoAccess reports. One hundred 
percent of our members have access to a PCP within 25 miles of their residence in 
Clark County and 99.9 percent in Washoe County. Amerigroup Nevada has contracts 
with both of Nevada’s FQHCs and the University of Nevada School of Medicine, 
University Health System, which satisfies DHCFP’s 50 percent participation and 50 
percent acceptance requirement. We comply and will continue to comply with any audit 
that DHCFP or its designee conducts to monitor our compliance. We also have a high 
rate of open PCP panels at 89 percent. 


 Physician Specialists (§4.5.5.6.D). Amerigroup 
Nevada’s network of specialists in Clark and 
Washoe counties is 100 percent compliant with 
DHCFP access standards. Today, our Nevada 
members have access to a specialist within a 0.9-
mile radius, and at least two specialists within a 
1.2- mile radius, on average. We monitor compliance with DHCFP’s specialist access 
requirement through quarterly GeoAccess reports. We have the full range of medical 
and surgical specialties to meet the needs of our members, including key specialties 
including 156 OB/GYNs and 86 pediatric subspecialists. 


When we identify a deficiency in our provider network, our Provider Relations team develops 
an action plan to address the issue. The action plan identifies staffing, responsibilities, 
resources, and a timeline to correct the situation. Once launched, we monitor the progress and 
effectiveness of the plan until we meet or exceed all standards. 


Ensuring Enrolled Recipients’ Access to Covered Services is Consistent with 
the Degree of Urgency (§4.5.5.7) 


Amerigroup Nevada routinely monitors and evaluates provider adherence to appointment 
standards through: 


 Annual Audits of a Random, Statistically Valid Sampling of PCPs and Designated 
Specialists to Assess Appointment Availability. 
In our last audit of PCP appointment 
availability, 99.1 percent were compliant with 
appointment availability for urgent care and 
95.8 percent were compliant for appointment 
availability for routine care. 
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 Reviews of Member Grievances. In our annual review of member grievances 
concerning appointment access, the rate was less than 0.04 per 1,000 members. 


 Results of Member Satisfaction Surveys. We evaluate satisfaction with clinical care 
and access to services using the annual Consumer Assessment of Healthcare Providers 
and Systems (CAHPS®) Survey to compare performance against national benchmarks 
and State performance goals to identify improvement opportunities. 


By recent example in June 2012, our appointment availability audit call to a Family Medicine 
provider in North Las Vegas showed that the provider failed to meet standards for availability 
of routine appointments. Our Provider Relations Manager telephoned the practice’s office 
manager and discussed the results, appointment availability requirements, and actions to 
achieve compliance. The Manager communicated to the provider that a follow-up, 
unannounced survey would be conducted within 90 days. The next audit call in September 
2012 revealed that the provider was meeting the contractual requirements for access and 
availability. 


We develop annual Quality Improvement Activity 
Reports (provider satisfaction surveys) to assess 
compliance with access standards and identify ways to 
improve. These reports are the result of surveys that 
are developed each fall by Amerigroup Nevada 
Provider Relations employees. The surveys are 
administered by an outside vendor who holds the 
internationally recognized ISO 9001:2000 


certification for quality management systems. The reports reveal access deficiencies, as well as 
provider concerns, relating to the specialty network, reimbursement, customer service, our 
technology services, and the supporting operations department.  


Amerigroup Nevada ensures that members have access to these covered services: 


 Emergency Services (§4.5.5.7.A). Members have access to emergency services 24 hours 
a day, 7 days a week (24/7). We do not require referral or prior authorization for 
emergency services.  


For non-emergency services, members have access to urgent care centers in our 
network including the University Medical Center Quick Care centers. Our Member 
Handbook provides information on how and where to access emergency and urgent 
care services. Members also have 24/7 access to our Nurse HelpLine.  


See the Confidential Technical Volume for proprietary information. 
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 PCP Appointment (§4.5.5.7.B). Our provider contract and provider manual stipulates 
that PCPs provide appointment availability in accordance with the standards set by 
DHCFP. We conduct random calls to check appointment availability for same day, 
urgent, and routine care appointments.  


 Specialist Appointments (§4.5.5.7.C). Specialists are contractually bound to meet 
DHCFP appointment availability standards. Amerigroup Nevada makes random calls 
to check appointment availability for same day, urgent, and routine care appointments 
at specialists, including OB/GYNs.  


 Prenatal Care Appointments (§4.5.5.7.D). Appointment availability standards are 
included in our provider agreement. We conduct random calls to check appointment 
availability for initial pre-natal care appointments: first trimester, second trimester, 
third trimester, and high-risk pregnancies.  


 Dental Appointments (§4.5.5.7.E). Appointment availability standards are included in 
the provider agreement, and surveys are conducted on a quarterly basis to ensure 
access. 


When we identify providers who are out of compliance with appointment standards, our 
Provider Relations Representatives visit them in-person and present a letter requesting 
corrective action plans. The Provider Relations team continues to monitor compliance and 
then re-surveys the providers after 90 days to verify that they are in compliance. Ultimately, we 
remove providers from our network if they do not meet access standards or do not take action 
to meet the standards.  


Appointment Standards (§4.5.5.8) 


Comprehensive written policies and procedures guide our monitoring activities 
to ensure compliance with access requirements. These policies and procedures reflect the 
individual requirements contained within our current contract with DHCFP. Policies and 
procedures address: 


 Access to Care Standards 


 Appointment, After-hours, and Telephone Accessibility 


 Provider Network Accessibility Analysis 


 PCP Panel Capacity Review and Access and Availability 


All Amerigroup Nevada network providers are required through provider agreement to abide 
by all DHCFP appointment standards. Providers are educated on these standards through 
initial and recurring provider training and the Provider Policy and Procedure Manual 
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(provider manual), incorporated by reference as part of the provider agreement. Amerigroup 
Nevada’s provider newsletters supplement providers’ initial orientation training and serve as 
recurring reminders for timely scheduling of routine appointments and triage requirement 
standards. 


We use various mechanisms to monitor compliance with appointment standards. The method 
and frequency is presented in Table 5.1.11.4-3. 


Table 5.1.11.4-3. We Employ Various Measures to Ensure Member Access to Appointments 


Mechanism  Description  Results 


Audits of 
Appointment 
Availability  


Annual audits of a random, 
statistically valid sampling of PCPs 
and designated specialists to 
assess appointment availability 
and after‐hours coverage. 


In our last audit of PCP appointment 
availability: 


 99.1% were compliant with 
appointment availability for urgent care 


 95.8% were compliant for appointment 
availability for routine care 


 100% were compliant for after‐hours 
access 


Review of 
Member 
Grievances 


Member grievances are routed to 
our Provider Relations 
Department for review and follow‐
up. 


In our annual review of member grievances 
concerning appointment access, the rate 
was less than 0.04 per 1,000 members. 


Member 
Satisfaction 
Surveys 


Annual CAHPS member 
satisfaction surveys query on 
member access to care. 


In our last member satisfaction survey, 91% 
of members reported they could get care for 
their child as soon as needed. 


Onsite Visits to 
Provider Offices 


Provider Relations 
Representatives conduct site visits 
to PCPs and high‐volume 
specialists. 


There were no compliance or quality of care 
issues found for the reporting period. 


Review of PCP 
Panel Reports 


We review PCP panel status to 
ensure that an adequate number 
of PCP practices are open to new 
members. Provider Relations 
Representatives monitor PCPs 
with closed panels to identify 
opportunities for re‐opening. 


89% of our PCP have open panels. 
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Our Vice President of Provider Relations is responsible for ensuring compliance with 
standards.  


Office Waiting Times (§4.5.5.9) 


Office waiting time standards are included in our provider agreement and 
provider manual, and providers are educated about maintaining office waiting times of less 
than one hour. We routinely monitor and evaluate provider adherence to standards through 
onsite visits and reviews of member grievances. In our last audit of office waiting times, 96.4 
percent of PCPs and 100 percent of specialists met the office waiting time standard.  


When we identify providers who are out of compliance with the one-hour standard, our 
Provider Relations employees request a corrective 
action plan. The Provider Relations team continues to 
monitor compliance and then re-surveys the provider 
to verify that they are in compliance. Ultimately, we 
remove providers from our network if they do not meet 
access standards or do not take action to meet the 
standards. 


E.  How will you monitor contracted network provider’s activities to ensure they comply 
with your requirements and those set forth in Section 4.5.3, Network Management?  
Describe your plan of action to ensure positive provider relations. Include in your 
response information regarding contracting; compensation; policy and procedures; 
disputes; and, communications. 


In this section, we will address Amerigroup Nevada’s activities to: 


 Monitor our network providers to ensure compliance with Amerigroup Nevada 
requirements and DHCFP requirements in RFP Section 4.5.3, Network Management. 


 Plan of action to ensure positive provider relations through our provider relations and 
management program, including our Very Important Provider (VIP) program, 
provider hotline, provider disputes, provider education and outreach, provider 
communications, and provider contracting and compensation. A description of this 
program is discussed in the Section below entitled: Plan of Action to Ensure Positive 
Provider Relations. 
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Monitoring Providers to Ensure Compliance with DHCFP Requirements 


PCP and PCS Responsibilities (§4.5.3.1) 


We closely and continually monitor PCPs to ensure that they offer timely 
access to care for our members. We use information from our Provider 


Relations, Medical Management, Quality Management, and Member Services areas to identify 
opportunities to improve the network and address deficiencies. We carefully review the results 
of our annual member satisfaction surveys, and any grievances about PCPs or access to 
services are routed to our Provider Relations Department for investigation and follow-up.  


Amerigroup conducts annual audits of a random, statistically valid sampling of PCPs to assess 
appointment availability and after-hours coverage. 


When we identify PCPs who are out of compliance with DHCFP and Amerigroup Nevada 
standards, our Provider Relations Representatives visit the PCP in person and presents a letter 
requesting a corrective action plan. Provider Relations Representatives continue to monitor 
compliance and re-survey the PCP to verify that the PCP is in compliance. If the provider 
remains non-compliant, another survey is conducted within 90 days. At that point, if the 
provider is still non-compliant, we present the findings to our Medical Advisory Committee. To 
date, we have not had to refer a case. Ultimately, we will remove providers from our network if 
they do not take action to meet the access and after-hours requirements in their contracts and 
outlined in the provider manual. 


Table 5.1.11.4-4 details the PCP responsibilities contained in Section 4.5.3.1, items A-F; the 
tools and resources we use to support PCPs meeting the requirement; and our activities to 
monitor PCP compliance. 
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Table 5.1.11.4-4. We Employ Various Measures to Support PCPs in Meeting their 
Responsibilities 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988                                                                                     VII-156
November 15, 2012 


 
 


Laboratory Service Providers (§4.5.3.2)  


Amerigroup requires that all laboratory testing sites have valid Clinical 
Laboratory Improvement Amendments (CLIA) certificates and CLIA identification numbers 
and comply with CLIA regulations per 42 CFR Part 493. Our systems are configured to 
comply with these requirements and verify correct CLIA identification numbers when claims 
are processed. We monitor compliance through provider credentialing, claims reviews, and 
provider site visits. We will provide DHCFP copies of certificates upon request. 


Essential Community Providers (§4.5.3.3) 


Amerigroup Nevada has all Essential Community Providers that are in our 
service area participating in our current network, including: 


 Nevada Health Centers (FQHC) 


 Health Access Washoe County (FQHC) 
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 University Medical Center of Southern Nevada and its affiliated primary care and 
urgent care centers (Quick Care) 


 University of Nevada School of Medicine, University Health System 


 University of Nevada School of Medicine, Mojave Mental Health Clinics 


 University of Nevada, Las Vegas, School of Dentistry 


 Southern Nevada Health District 


 Washoe County District Health  


 Northern Nevada Adult Mental Health Services 


 Southern Nevada Adult Mental Health Services 


Essential Community Providers are a critical part of our provider network; in fact, more than 
5,300 of our members are assigned to the FQHCs that are in our network. We collaborate with 
Essential Community Providers to maximize the health and well-being of our members. For 
example, both of Nevada’s FQHCs participate in our physician incentive programs, described 
in the next section. 


More detail about Essential Community Providers is in subsection C, Involving Essential 
Community Providers In Our Network.  


Plan of Action to Ensure Positive Provider Relations 


As an existing MCO in Nevada, Amerigroup Nevada has strong, positive relationships with 
providers who serve Medicaid and Nevada Check Up recipients. Our 2011 provider 


satisfaction survey indicated an 86 percent satisfaction rating 
with Amerigroup Nevada, and 9 of 10 providers indicated they 
would “recommend Amerigroup to other physicians.” Several 
areas stood out as specific strengths of Amerigroup Nevada; 
one, in particular, was provider satisfaction with the local 
services we offer.  


We have developed strong, collaborative relationships with providers in Clark and Washoe 
counties, and we strive to continually improve the level of service we offer. We are out in the 
community meeting daily with providers in their offices to make sure that we meet their needs 
and answer their questions. Our approach offers: 


 Strong, Local Leadership. We have a highly qualified leadership team who is 
physically located in Nevada. Our CEO, Eric Lloyd, has more than 20 years of 
healthcare experience. Mr. Lloyd is actively involved in the community and working 
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with underprivileged children and is a board member of After-School All-Stars Las 
Vegas, a non-profit organization providing after-school programs. Our Medical 
Director, Dr. Richard Roberts, is board-certified in pediatrics and has more than 30 
years of healthcare experience. Dr. Roberts is an active member of the Nevada 
Association of Managed Care Physicians, a group of physician thought leaders, public 
health departments, and Nevada’s Medicare PRO. Dr. Roberts is also a member of the 
Health Plan Certification and benefits subcommittee of the Nevada Silver State Health 
Insurance Exchange. And, Julie Skaggs, our Vice President of Provider Relations, is 
also very involved in the local community and sits on the board of the Southern Nevada 
Immunization Coalition. 


 On-the-Ground, Personal Outreach. We believe that to 
best serve our network providers, our health plan 
representatives must be out in the community, meeting 
face-to-face with providers. Accordingly, we meet 
providers where they practice; so far this year, our 
Provider Relations Representatives have visited more 
than 700 physician practices. Our CEO, Medical Director, and Case Managers also 
regularly visit providers to better understand their needs and concerns and how we can 
best serve them and our members. We hold “Member Mondays” in select, high-
member volume PCP and OB/GYN provider offices. During these, our Provider 
Relations Representatives, cross-trained in member services, spend 2.5 to 3 hours in 
the provider’s office to answer any questions members may have and promote 
preventive services, health education, and health promotional resources such as 
Taking Care of Baby and Me, our prenatal program that coordinates specialized 
maternal and child health services for pregnant members and new moms. We also hold 
monthly Joint Operating Committee meeting with our network hospitals and hold 
Provider Workshop sessions at least twice per year.  


 Reduced Administrative Burdens. We facilitate provider access to data, information, 
and systems that ease the administrative burden of review and approval processes and 
support the most effective delivery of services. For example, we have a local Internal 
Resolution Unit at our Las Vegas office to expedite the process for receiving and 
responding to provider inquiries, grievances, and requests for information. We work 
one-on-one with providers to help manage administrative issues. To illustrate, when an 
obstetrician in Henderson faced claims issues because his billing manager had recently 
resigned and left things in disarray, our Provider Relations Representative spent 
several hours providing hands-on training to the new office staff. The staff can now 
enter claims directly into our website and is able to avoid any further payment delays. 
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 Innovative Strategies. We continually seek to improve the level of service we provide 
our network providers and members. Our provider incentive programs promote 
efficiency in the service delivery system, improve the quality and delivery of services, 
and decrease costs for providers. We also help key primary care practices transform 
into PCMHs through our Real Solutions® Medical Home model. Amerigroup operates 
one of the largest medical home programs in the country, ranking fifth for the number 
of providers participating in the program according to the latest Patient Centered 
Primary Care Collaborative report.  


Amerigroup Nevada has the personnel, systems, and processes in place to ensure positive 
provider relations. In the remainder of this subsection E, we will describe elements of our 
provider management program, including: 


 Provider Relations, including our Nevada VIP program, PCMH model, member health 
record card, practice supports, provider hotline, and provider disputes  


 Provider Education and Outreach, including initial and ongoing training 


 Provider Communications, including our provider website, manual, and newsletter 


 Provider Contracting and Compensation, including our contracting approach and 
provider reimbursement 


Provider Relations 


Our provider relations program is based upon Amerigroup’s Real Solutions® provider 
collaboration model. This innovative model engages providers to deliver sustainable 
improvements in health quality and service delivery. We meet the needs of Nevada’s provider 
community and equip them with tools and resources to positively impact the health and well-
being of Medicaid and Nevada Check Up members.  


See the Confidential Technical Volume for proprietary information. 
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Provider Hotline 


In Nevada, we offer providers centralized service through 
our provider call center. Physical and behavioral health 
providers can access a menu of both automated and live 
agent services at the call center. Our provider call center is 
available from 8:00 a.m. to 5:00 p.m. Pacific Time, Monday 
through Friday, except for federal holidays. Our call center 
clinical employees are available 24/7. Our voice self-service technology and provider website 
are also available 24/7 to help providers and their employees answer questions and concerns 
such as verifying eligibility and checking the status of claims.  


Amerigroup has a successful record of provider customer service. From January through 
August 2012, we received more than 49,300 calls from Nevada provider offices. For these 
calls, our average speed of answer was 11 seconds and our call abandonment rate was less 
than one percent.  


We use Impact 360 Workforce Management, a workload-balancing application, to predict 
provider call volumes and arrival patterns. This application enables us to schedule employees 
to meet forecasted needs at the most effective times. It also allows real-time monitoring so that 
we can quickly and efficiently allocate employees to meet demand. 


Provider Disputes 


We have documented policies and procedures for handling provider disputes, grievances, and 
appeals. Our provider training and provider manual also include information on the 
procedure to dispute adverse payment and contract decisions. See Section 4.11.7 for 
information on our processes for handling provider disputes, grievances, and appeals. 


Provider Education and Outreach 


We offer formal group training to all of our providers. For providers within large health 
systems, Provider Relations Representatives schedule formal, onsite orientation sessions in the 
providers’ offices or at off-site locations. For providers whose schedules preclude attending 
these orientations, we provide in-person seminars, conference calls, and online training 
through the use of WebEx online conferencing. We also conduct in-person provider forums 
and webinar training sessions during lunch periods as a convenient and economical way to 
keep providers informed.  
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Figure 5.1.11.4-2. We Offer Providers 
Important, Readily Available Information 


 


We post all training session materials, our provider manual, quick reference cards, 
announcements, and provider alerts to our 
provider website. Figure 5.1.11.4-2 
provides an illustration of our popular 
coding reference guide. This tool is 
offered to provider offices to assist them in 
appropriately coding their claims. 


To continually supplement initial provider 
orientation, Amerigroup Nevada offers 
providers ongoing educational sessions 
across a variety of topics and venues. We 
hold Provider Workshops at least twice a 
year to provide specialized forums for 
providers to receive information and 
answer questions. Representatives from 
Provider Relations, Operations, Case Management, and Quality Management attend these 
Town Hall meetings to personally address provider questions. Topics may include the claims 
submission procedures, cultural competency, HEDIS, EPSDT, eligibility verification, and 
tools on the provider website.  


Initial Provider Training 


Newly contracted providers complete initial training within 30 days of becoming active. All 
providers are invited to attend an initial orientation session to ensure their understanding of 
the managed care program and Amerigroup Nevada’s policies and procedures. We conduct 
ongoing training (described later in this response) with providers to facilitate the sharing of 
best practices, to communicate new and updated policies and procedures, and to reinforce 
education. 


We offer formal group training for all providers. We offer training using various modes and 
venues to maximize participation. We offer multiple dates at convenient times and locations 
for each training session and serve food to encourage attendance. We take attendance at every 
training session and track individual provider participation. When a provider does not attend 
scheduled training sessions, our Provider Relations associates contact the provider and 
schedule training, including the option of a one‐on-one or webinar session.  


At initial training, we distribute copies of our provider manual and member benefit collaterals. 
Updates and distribution of the provider manual are in accordance with the requirements 
contained in Section 4.5.8.1 of the RFP. 
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We present instructions on how to use our provider website, which contains key provider 
education information. We also offer a question-and-answer session that fosters an 
environment where providers and associates can address specific provider questions. When 
providers do not attend scheduled training, we follow up with them to reschedule training 
sessions. 


For hospitals, we provide a comprehensive orientation session that includes policies, 
procedures, and formal agreements to communicate between our Medical Management team 
and the hospital. We also conduct monthly Joint Operating Committee meetings with hospitals 
to provide further education and work through any operational issues.  


Ongoing Training and Provider Workshops 


Amerigroup Nevada offers additional training sessions to all providers who request it. We also 
use blast faxes, provider newsletters, and our provider website, to disseminate educational 
information to our network providers.  


We tailor our provider training programs to meet the unique needs of the local provider 
community. Amerigroup Nevada typically conducts Provider Workshops twice per year. Our 
last one was November 7, 2012 where we reviewed cultural competency, pre-certification 
requirements, eligibility verification, HEDIS measures, and electronic medical records.  


See the Confidential Technical Volume for proprietary information. 


 


Cultural Competency Training 


Amerigroup Nevada delivers cultural competency training for our network providers through 
the provider orientation and tools available on our provider website. We also plan to add a link 
to the Cultural Competency training sponsored through the U.S. Department of Health and 
Human Services’ website, for which they can earn free Continuing Medical Education credits.  


Provider Communications 


Our provider communications and outreach strategies reflect the needs of the local Nevada 
provider community. Our role as an active partner in the provider community gives us 
valuable insight into what works and what matters. Our written materials have been approved 
by DHCFP and reflect Nevada and federal laws and regulations. 
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Provider Website 


We maintain a comprehensive website for network providers. Amerigroup’s website is an 
important tool to enhance provider communication, deliver actionable information, and 
streamline plan administration. Our provider website features tools that promote convenience 
and transparency for providers. With the provider-focused goal of delivering the tools that 
simplify practice management and provide information needed to engage members, our 
website will enable real‐time messaging and alerts to providers that support provision of care 
related to HEDIS, real‐time panel listing updates, and delivery of financial reports.  


On the website, Nevada providers can view or obtain: 


 The Amerigroup Nevada provider manual 


 Online eligibility verification, including coverage dates 


 Information on upcoming provider trainings 


 Provider training materials 


 Practice guidelines 


 Information on the provider grievance system  


 Information on obtaining prior authorization and referrals 


 Information on how to contact Amerigroup Provider Relations 


 PCP panel listings  


 Online updating of office information (such as changes in address, telephone number, 
or language capabilities) 


 Online network provider searches 


 Claims dispute submission information 


Today, 67.5 percent of our network providers in Nevada are registered users on our website.  
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Figure 5.1.11.4-3. Provider Communications Includes 
Newsletters, Quick Reference Card, and More 


Additional Supporting Communications  


In addition to the provider hotline 
and provider website, we offer 
providers various other materials to 
support program activities. This 
includes:  


 Quick Reference Card. Our 
Quick Reference Card 
summarizes critical process 
information from the 
Provider Manual, including 
eligibility verification and 
reference information. 


 Provider Manual. 
Amerigroup Nevada has a 
Provider Policy and 
Procedure Manual (Provider 
Manual) that is approved by 
DHCFP for our current 
contract. It includes all of 
the requirements detailed in Section 4.5.8.1 of the RFP. Our Nevada Provider Manual 
is developed by our Nevada Provider Relations team in consultation with our Nevada 
Medical Director, Nevada Medical Management team, Nevada Compliance Officer, 
Nevada Regulatory Services Manager, and other subject matter experts within our 
local Nevada health plan and our corporate office. We will obtain written approval 
from DHCFP prior to distributing any new or materially revised Nevada Provider 
Manual.  


 Provider Newsletter. Our quarterly provider newsletter offers providers relevant and 
helpful information. Recent topics include the newly updated immunization schedule, 
benefits of prescribing generic prescription drugs, and the benefits of shared decision 
making. Our provider newsletter is distributed to providers through our provider 
website. We submit our newsletters to DHCFP for review and approval prior to 
publication and distribution in accordance with RFP Section 4.5.8.2. 


 Provider Alerts and Updates. To convey important information or updates to providers, 
we fax an Amerigroup Alert to provider offices. For example, last year we faxed an 
alert to providers who did not appear in our provider eligibility file from DHCFP. The 
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alert was to notify them of the process to secure enrollment with DHCFP as an eligible 
provider.  


We post communications to our provider website.  


Provider Contracting and Compensation 


We have an open network and encourage participation of all eligible providers who meet our 
credentialing standards. We reach out to all Essential Community Providers and make a good-
faith effort to gain their participation in our network. As DHCFP notifies us of newly 
identified Essential Community Providers, we contact them in person or by telephone to 
introduce Amerigroup Nevada, answer any questions they might have, and begin the 
contracting process.  


We understand Nevada provider billing patterns and structure provider compensation to 
reflect the local community. For example, we understand DHCFP’s guidelines around 
EPSDT services, coding, and reimbursement, including what services, such as hearing and 
dental screenings, are not payable separately. 


We are committed to adjudicating provider claims in 
a timely, accurate, and provider-friendly manner. 
Our practices are in accordance with the 
requirements of the RFP, including Section 4.10.5, 
Timely Payment of Claims. Amerigroup Nevada 
reimburses providers for medically necessary, 
covered services based on Nevada Medicaid rates, 
when available. We processed more than 1.6 million 


claims under our Nevada Medicaid contract since beginning our operations. September 2012 
quality results showed financial accuracy of 99.94 percent and payment accuracy of 99.21 
percent. On average, we pay our Nevada Medicaid and Check Up claims in 4.7 days. 


For additional information on claims and reimbursement, please see Section 5.1.11.6. 


F.  Do you anticipate offering any physician incentive plan(s)?  If so, provide a summary 
of the plan(s) you anticipate offering.  If you currently have a physician incentive 
plan, so indicate and provide a summary. 


See the Confidential Technical Volume for proprietary information. 
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G.  Do you currently have or intend to have sole source subcontracts for any of the 
benefits services?  If so, please identify the services and the sole source subcontracts 
you currently have or intend to have. 


Sole Source Subcontracts 


We do not have any sole source subcontracts that are exclusive to any particular providers and 
effectively freeze other providers as explained in Question 61 in Amendment 1 to the RFP. 
Amerigroup Nevada understands this is an ongoing requirement and we do not intend to have 
any sole source subcontracts in the future. Should we anticipate having any sole source 
subcontracts in the future, we will notify DHCFP of the service and sole source subcontract. 


H.  The National Provider Identifier (NPI) is the standard unique health identifier for 
health care providers.  Health plans must use the NPIs of any health care provider or 
subpart to identify the health care provider or subpart in standard transaction. 
Vendor(s) should acknowledge their understanding that NPI’s must be used. 


Using the National Provider Identifier (NPI) 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


Amerigroup’s information systems and practices are fully compliant with National Provider 
Identifier (NPI) requirements. Our credentialing, single case agreement, and claims-
processing processes verify that the provider has a valid NPI. 


We worked closely with DHCFP in 2010 to ensure that providers, including atypical providers, 
were complying with NPI requirements and we are committed to continuing this practice and 
ensuring compliance.  
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Quality Assurance (§5.1.11.5) 
In Section 5.1.11.5, Amerigroup Nevada describes our approach to Quality Assurance. Our 
responses to the questions from RFP Section 5.1.11.A through C include our response to the 
Scope of Work requirements for RFP Sections 4.7 through 4.9. Section 5.1.11.5 is organized 
as follows:  


 Introduction 


 Section 5.1.11.5.A and Scope of Work Sections 4.8—Internal Quality Assurance 
Program (IQAP) and Standards 


 Section 5.1.11.5.B and Scope of Work Section 4.9 and 4.7—Quality Assessment and 
Performance Improvement Strategy 


 Section 5.1.11.5.C—HEDIS Measure Diversity of Medicaid membership Data 
Collection 


Amerigroup—Established Nevada Medicaid Quality 


Over the past four years, Amerigroup built and implemented 
our Nevada Quality Assurance Program to deliver quality 
care and services by establishing strong relationships with 
our providers and DHCFP. We successfully completed our 


initial audit by Health Services Advisory Group (HSAG); the State’s External Quality Review 
Organization (EQRO), with a 96 percent score and achieved NCQA Medicaid Accreditation as 
a New Health Plan. We are the only NCQA Medicaid-Accredited Health Plan in Nevada, and 
follow NCQA quality, utilization management, 
credentialing, and compliance standards for all 
NCQA components and domains. We achieved this 
distinction in 2011 with a 98.28 percent compliance 
score for New Health Plan accreditation.  


In September 2012, Amerigroup obtained NCQA re-accreditation for Disease Management 
(DM) with the status of Accredited with Performance Reporting. This distinction is awarded 
only to organizations that meet or exceed its standards for DM accreditation and report results 
for a specified number of DM Performance Measures. Our Performance Improvement 
Projects (PIPs) are well designed and have progressed well past baseline measurements. An 
MCO new to the State will need to start the process of developing relationships with the 
providers, members, and the State from the beginning, losing the gains we have achieved over 
the past four years.  
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Amerigroup Culture of Quality  


Amerigoup Nevada embraces quality assurance and improvement as a workplace culture, not 
simply as a separate function within the health plan. We identify and adopt Nevada’s local 
and community best practices and remain nimble in responding to changing market 
conditions. By continually directing our employees and resources toward achieving quality 
goals, we ultimately improve the quality of life for our members while delivering value to 
DHCFP.  


Every employee is a quality advocate, and in every functional area of the organization, quality 
is the number one priority. Our Amerigroup Nevada “Investing in Quality” Team, led by the 


CEO, includes input from every Nevada health plan employee in all 
operational areas. We address a broad spectrum of care and service 
concerns, including internal health plan education, outreach and 
incentives to members and providers, and educational services and 
materials.  


A.  Provide a description of your Internal Quality Assurance Plan and how you will 
comply with quality standards in Section 4.8 of this RFP.  


Amerigroup Nevada IQAP Description (§4.8) 


The following response addresses the Scope of Work requirements from Section 
4.8. We have added the subsection reference in parentheses in each related heading. 


We annually develop or update the IQAP descriptions for Quality Management, the Utilization 
Management Program, the IQAP Work Plan, and the IQAP Evaluation Report. They are four 
separate but integrated program documents to document program details and 
accomplishments. We capture relevant processes within appropriate individual policies and 
procedures, and we identify quality improvement initiatives annually and throughout the year. 
The IQAP Work Plan captures all of our improvement initiatives, interventions, and 
monitoring of IQAP activities. Periodically and annually, we evaluate and analyze the IQAP 
and UM Programs are to assess the effectiveness of process improvement changes and to 
identify additional opportunities. We capture these analyses in the IQAP annual evaluation 
report. 


 Performance Improvement Projects (PIPs) (§4.8.1.) 


Since 2009, we have worked closely with DHCFP and HSAG and have 
incorporated their recommendations into our Plan, Do, Study, Act/Assess (PDSA) and our 
Rapid Cycle Learning performance improvement plan (PIP) development and monitoring 
process (Figure 5.1.11.5-1). We use the PDSA process, also referred to as the Deming cycle, to 
identify and evaluate a possible clinical or non-clinical PIP opportunity. We derived our PIP 
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development and monitoring process from recommendations for planning and action 
published by CMS, HSAG, and from pioneering work in quality by Dr. W. Edwards Deming. 


Figure 5.1.11.5.-1. Our PDSA and HSAG PIP Process Hybrid Diagram 


 


To begin, the IQAP leader creates a multidepartmental team with representation from affected 
functional areas to participate in the project. The team develops an action plan to bring our 
performance up to the desired goal using the PDSA cycle. The process includes the following 
NCQA-recommended processes:  


 Developing a baseline measurement 


 Identifying barriers (using Ishikawa (fishbone) diagramming) 


 Building appropriate interventions to address those barriers 


 Gathering the resources needed to conduct interventions 


 Establishing specific targets/benchmarks and timeframes  


The corporate quality department supports our work by sharing best practices from the other 
affiliate. We more fully describe corporate quality support in Standard III: Accountability to 
the Governing Body (§4.8.7.1-5) in this section of our response. The team identifies the means 
for measuring the results of new/enhanced interventions. We report results of the data 
analysis monthly or quarterly. We present quarterly results to the Medical Advisory Committee 
(MAC) and the Quality Management Committee (QMC), and we refine interventions based on 
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actual results. We repeat the process until the desired results are achieved. The team then 
monitors results for sustained improvement.  


Rapid Cycle Learning  


To support our Continuous Quality Improvement (CQI) efforts, we use our Integrated 
Analytical Platform (IAP)—a tool that enables our experts to capture and evaluate data and 
monitor cost and utilization trends across our membership base in real time. The IAP provides 
a powerful assist to analyzing population variables such as age, disease, risk factors, and 
members with special needs. With this tool, Amerigroup can identify and address potentially 
negative quality indicators. This process allows us to select and implement PIPs that are most 
responsive to the changing needs of the health plan by producing interim analysis of provider 
performance data related to the key measures and interventions.  


Once we initiate a PIP, the design of the PIP is transformed into data collection processes that 
trigger the collection and tracking of interventions, incentive payments, encounters associated 
with the PIP, and other data points. These are analyzed in real time to provide our IQAP 
employees ongoing insight into the progress of the PIP, based on the initial interventions. If 
the progress is slower than anticipated within the timeline of the PDSA, then the Rapid Cycle 
Learning (RCL) process is employed to make mid-course corrections based on the data 
received. This RCL continues throughout the year as IQAP employees and other functional 
area representatives of the health plan obtain and use real-time data. 


Baseline Data Collection and Identification of PIP—(PLAN) (§4.8.1.1) 


Data analysis points us to potential quality concerns for further evaluation. We identify the 
appropriate quality indicator to measure and establish the baseline data collection timeframe. 
Once we identify a PIP, we perform a barrier analysis to determine root causes.  


Root Cause Analysis and Selection of Interventions—(DO) (§4.8.1.2) 


Our IQAP employees analyze that data quarterly to obtain insight into the quality of care 
delivered to members for a specific study parameter. We use the standard four-step root cause 
analysis process: data collection, causal factor charting, root cause (barrier) identification, 
and recommendation of actions, most often using Ishikawa diagramming. We implement the 
interventions as designed by the process which also address cultural differences in accessing 
care for the identified performance measure. 


Data Collection and Re-measurement—(STUDY) (§4.8.1.3) 


We compare subsequent data to the baseline data to determine if the interventions are correct. 
IQAP employees monitor all data results in comparison to the goals and benchmarks 
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established by DHCFP and the design of the PIP, whether State-mandated or internal, and 
identify areas exceeding or not meeting goals. 


Our IQAP employees analyze data related to a PIP quarterly to obtain ongoing insight into the 
interventions’ successes with the targeted members. We develop specific data collection 
processes that track interventions, incentive payments, encounters associated with the PIP, 
and other data points. IQAP employees evaluate race, ethnicity, language, and geographic 
sub-groups for specific community or cultural interventions to better reach them. In this way, 
we transform the design of the PIP based on ongoing data. 


Evaluation and Adjustment of Strategies—(ACT and ASSESS) (§4.8.1.4) 


When we exceed targeted performance, we share interventions with other Amerigroup health 
plans to promote organization-wide adoption of best practices. When data points do not meet 
goals, we conduct root cause analysis and discuss results at relevant workgroup meetings to 
identify barriers for members, providers, and the health plan. We implement new interventions 
and actions through the RCL process to address the identified barriers and then re-measure.  


Upon request, we will offer our findings for PIPs not mandated by the State to DCHFP in 
support of continued collaboration.  


 State-Mandated Performance Improvement Activities (§4.8.2.1-3) 


In 2011 and again in 2012, HSAG evaluated our Performance Improvement 
Projects. All three of our State-mandated PIPs received an overall “Met” validation status, 
which, HSAG reported, represented an area of strength for us and provided confidence in the 
technical aspects of the studies for HSAG and DHCFP. DHCFP identified three PIPs for 
Nevada Medicaid in 2012-2013 that we have implemented or are actively implementing: 
Childhood immunization Status-Combo 2, 3, and 10; Improving Diabetes Screening and 
Control; and Decreasing Avoidable Emergency 
Department (ED) Visits. We implemented Childhood 
Immunization Status-Combo 2, 3, and 10 and Decreasing 
Avoidable ED Visits for Nevada Check-up. The Lead 
Screening in Children PIP was validated in 2011 for both 
Medicaid and Nevada Check Up members and was 
retired in 2012 with ongoing monitoring of rates to 
demonstrated continued performance. 


The most recent HSAG Technical Report released in October 2012 gave Amerigroup an 
overall IQAP score of 95 percent. We scored over 90 percent compliance on 10 of the 13 
standards with our performance on six of those standards earning a 100 percent score. 
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The 2011 Amerigroup IQAP evaluation noted that our DHCFP-reported HEDIS rates 
improved in 11 out of 12 comparable rates. Eight out of 12 rates achieved 10 percent 
improvement to meet DHCFP goals. The HSAG Technical 2011 Report noted that 
“Amerigroup Nevada had a remarkable 15 out of 18 rates above the 50th percentile, including 
nine rates above the 90th percentile”, and we improved in all 22 comparable Medicaid rates 
over the previous period. As evidence of our continued performance with Nevada Check Up 
HEDIS rates, the 2012 HSAG report stated: “Amerigroup also had a remarkable 17 out of 19 


rates at or above the 50th percentile, including 11 rates at 
or above the 90th percentile. The October, 2012 report 
noted that 31 out of the 35 trended Medicaid HEDIS 
measures showed improvement since the baseline rates. A 
detailed analysis of our DHCFP mandated PIPs is 
presented in our response in Section 5.1.11.5.B—
(§4.9.2.3-4). 


In addition, in 2011, we conducted measurement of quality improvement activities according 
to NCQA HEDIS 2011 Technical Specifications in accordance with DHCFP Contract 
requirements for Medicaid MCOs. Both HSAG and Amerigroup, (through Attest Health Care 
Advisors a HEDIS auditor), audited our performance for receiving and integrating HEDIS 
data for reporting. We sumitted the HEDIS 2012 data to DHCFP, HSAG audited it, and 
DHCFP accepted it.  


We will continue to report annual HEDIS measures specified by DHCFP on a calendar-year 
basis, which may overlap Contract periods. We value the collaboratively relationship built with 
DHCFP and the EQRO contracted for the Nevada HSAG. Our goal is to continue to nurture 
and grow the relationships, and we welcome onsite validation visits as we did with the DHCFP 
2011-12 IQAP Audit and the HSAG annual submission.  


 Current Sources for the IQAP guidelines and the most current NCQA Standards 
and Guidelines (§4.8.3) 


Amerigroup Nevada holds NCQA Medicaid accreditation of New Health Plan effective from 
2011 through 2014, which attests to the effective use of NCQA Standards and Guidelines as 
part of our IQAP. In addition, we use recognized clinical practice guidelines of professional 
associations such as the American Heart Association, American College of Obstetricians and 
Gynecologist, and the Community Preventive Service Task Force recommendations. We use 
the Nevada Medicaid Services Manual, InterQual Criteria, and Aetna Clinical Policy 
Bulletins to guide our UM decisions ensuring quality provision of care.  


Our newest health plan in Kansas will begin operations in 2013 and already started the 
process to prepare for NCQA accreditation (Figure 5.1.11.5-2). 
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Figure 5.1.11.5-2. NCQA Accreditation Shows Amerigroup’s Commitment to Quality 


 
 


 


 Health Information System (§4.8.4) 


Amerigroup devotes significant corporate resources to ensure that system availability meets 
business needs. For many systems, such as our core operations system and 
telecommunications infrastructure, we maintain availability 24 hours a day, 7 days a week 
(24/7). We have positioned our management information system (MIS) and technology 
architecture to maintain the highest level of systems reliability and availability. We are 
committed to internal monthly systems availability of 98.5 percent and in 2011 performed at 
an average of 99.95 percent. 


A detailed HSAG review of our 2011 Performance Reports determined that we prepared our 
reports according to the HEDIS 2011 Technical Specifications for all of the audited measures. 
Audits of information system capabilities for accurate HEDIS reporting found that we were 
compliant with all standards assessed. A review by Catalyst, an NCQA-Certified software 
program, found us in compliance with IS 1.0-.0. The medical record vendor Inovalon 
conducts our medical record pursuit and data collection. 


We employ a health information system to collect, analyze, integrate, and report data in 
accordance with 42 CFR 438.242. We maintain data in standardized systems and databases in 
a confidential, accurate, timely, and comprehensive manner. We receive and process external 
data according to structured processes and timeframes. We verify internal and external data 
by rigorous quality checks for integrity. We make all collected data available to DHCPF and 
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CMS upon request. We use many IQAP data sources for analysis, tracking, and trending, 
including: 


 Enrollment, disenrollment, and member demographic information 


 Claims and encounter data, with an emphasis on over- and under-utilization 


 Utilization and case management (CM) authorizations, assessments, and notes 


 Medical record audit results with follow-up taken on recommended actions 


 Grievances and appeals summary with pattern analysis 


 Adverse incident results focused on critical incidents 


 Member satisfaction survey 


 PIP interim results to identify progress or a need to modify interventions 


Core Operations System (§4.8.4.1-3) 


Our core operations system is the system of record for all provider, member (including 
enrollment and eligibility), claims, and authorization data. We update this information 
through the user interface or through application-specific data loads such as enrollment files 
received from state partners. All other Amerigroup applications interface the core operations 
system map to its data structures to enable consistency in naming, formatting, and validation 
and drive data quality and reliability. 


Care Management System 


CareCompass is our clinical care management solution that integrates seamlessly with our 
core operations system. CareCompass gathers and organizes information from sources such 
as claims and authorizations, pharmacy data, and lab data to enable proactive identification 
and management of member health and to facilitate communications among all participants 
of the member’s care team. We describe our CareCompass system in more detail in this 
response under Standard XIV: Continuity of Care System (§4.8.18). 


Provider Data Verification (§4.8.4.2) 


Our core operations system is the system of record for our provider data, including 
demographic data, provider type, specialty codes, payment information, provider contract 
status, license number, credentialing information and status, affiliations, and PCP panel 
capacity. We use an integrated workflow and imaging application to support the provider 
intake and information management process and to ensure accuracy and completeness of the 
data.  
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The application stores our provider contracts and credentialing application, aiding compliance 
management by tracking the credentialing details. On a quarterly basis, employees pull a 
random selection of provider files to review the data entered into the database as a means of 
verifying the accuracy and timeliness of data entered for all provider and credentialing data 
elements. Additional information on the credentialing/re-credentialing process is found in this 
response under Standard IX: Credentialing and Re-credentialing (§4.8.13). 


Supplemental Applications  


Our MIS includes additional integrated applications that support the overall functionality of 
Medicaid and Medicare operations, including provider profiling, EPSDT, HEDIS, Member ID 
cards, PCP assignment, credentialing, imaging and workflow, and workforce management. 
Dashboards/business intelligence analytical reporting and other supplemental applications 
maximize functionality, efficiency, security, and data analytics. 


Data Warehouse 


Amerigroup’s data warehouse is an integrated repository fed directly from the core operations 
system to ensure data quality, control, and consistency (Figure 5.1.11.5-3). The data 
warehouse maximizes our capacity for data analytics and affords us the flexibility to produce 
targeted reporting to support our state customers, business processes, providers, and members. 
Additional information on our HEDIS data warehouse is provided under HEDIS MIS below. 
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Figure 5.1.11.5-3. Amerigroup’s HEDIS Data Warehouse Provides Validated Data Management 


 


HEDIS MIS  


Our HEDIS MIS system provides the structure to support the Amerigroup dedicated team of 
data experts. This team applies rigorous quality control tools to validate HEDIS, HEDIS-like, 
and health plan data used to measure outcomes for many quality activities. Managing all the 
data sources, formats, and elements required for HEDIS demands a comprehensive solution 
to capture and report data and information to support the process. Amerigroup’s solution 
exists in a HEDIS data warehouse that stores data from multiple sources beyond the 
information stored in our transaction processing systems.  


Amerigroup employs analytical professionals who support health plan performance 
improvement activities and our strategy to leverage clinical analysis, research, and 
development to drive quality improvements. Our biostatisticians and analysts provide expertise 
to our Quality team using multiple resources and programs for IQAP reporting.  
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Amerigroup’s team of 14 HEDIS dedicated employees provide extensive support to our 
Nevada health plan. These five analytical professionals/HEDIS project managers, three 
performance project staff, and six local health plan 
management and QI coordinators:  


 Mine, map, and extract data, and then report, 
review and analyze all HEDIS data to track 
performance and interpret trends; meet with 
our IQAP employees weekly to identify 
improvement opportunities  


 Synthesize data that links IQAP interventions 
such as member and provider outreach with 
data improvements and identify interventions 
that have the greatest impact at the plan level  


 Validate 100 percent of data, ensure accuracy 
and data efficiency, utilize knowledge of local 
providers, train personnel, and implement 
member and provider interventions 


Amerigroup’s information systems collect and 
integrate health information to support quality 
activities. We collect various kinds of data from internal/external data sources: claims; pre-
season medical record review; laboratory results; pharmacy; dental/vision vendor encounters; 
state historical file and FFS information; and Nevada State immunization information.  


We maintain data in standardized systems and databases in a confidential, accurate, timely, 
and comprehensive manner.  


To create our HEDIS warehouse, we divided all encounter data sources into three categories: 
claims, pharmacy, and laboratory results, following our HEDIS-certified software vendor’s 
(Inovalon) data category and layout. We map data into standard formats within the three 
categories of claims, pharmacy, and laboratory findings to capture a comprehensive clinical 
history of our members. A national auditor (Attest Inc) audits all data in this warehouse 
before being submitted to NCQA for HEDIS reporting.  


Amerigroup generates specific data mapping for Nevada for both HEDIS and HEDIS-like 
measures. Through our expertise with HEDIS data collection, we work with DHCFP to 
extrapolate data specific for Nevada into segregated data warehouse components. Data are 
loaded into Inovalon warehouses to produce final HEDIS rates.  
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Inovalon servers extract the information in our warehouse. Amerigroup uses current NCQA-
certified HEDIS software Inovalon Quality Spectrum Insight (QSI) and Quality Spectrum 
Hybrid Reporter (QSHR) to collect HEDIS measures and follows the NCQA current HEDIS 
specifications as validated by an externally certified, NCQA-approved auditor (most recently 
Attest Healthcare Advisors, LLC). 


Our HEDIS Data Management and Maintenance team oversees the HEDIS data processes to 
verify that our quality metrics accurately reflect our performance. 


 Amerigroup monitors and audits all vendor data sources; we also leverage and 
examine all readily available supplemental data sources (such as state immunization 
registries; historical Member databases; and year-round medical record review results) 
to ensure that we report the most accurate results. We also regularly assess the viability 
of seeking additional data resources such as local laboratory vendors who may not 
regularly submit data. 


 Meticulous data management protocols validate that our HEDIS reports reflect all 
potential encounters. Data mapping and extraction protocols undergo stringent quality 
testing prior to actual production and verify that our results reflect all appropriate 
provider specialties, state-specific coding practices and NCQA updates. Our team 
regularly assesses data integrity and searches for reporting anomalies that may skew 
HEDIS results, such as improper claims coding. 


 Benchmarking tools enable the team to identify potential data irregularities. Using 
internal benchmarks (such as previous annual results, state averages, or NCQA 
percentiles), the team continually searches for data reporting errors that may distort 
HEDIS results. 


 Our processes fully support data disaggregation to evaluate health disparities and the 
quarterly files detailing gaps in care by member are exported to the member outreach 
portal for ongoing Member outreach.  


For example, we performed a deeper look into the data on well child visits and uncovered a 
significant difference in the results between the Reno and Las Vegas areas. Our IQAP team 
used the information to tailor interventions to increase well child visits in each area.  


 Standard I: Written IQAP Description (§4.8.5) 


Our locally based IQAP, includes oversight of our Utilization Management (UM) 
and Case Management (CM) Programs. Our Nevada IQAP is mature and continuously 
addresses issues related to quality, utilization, case, and disease management; customer 
service; and provider credentialing/re-credentialing. Since 2009, we have achieved significant 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-179 
November 15, 2012 


gains in quality improvement such as improved lead screening in children and our DHCFP 
partnership for Diabetes Self-Management, which eliminates the delays and costs associated 
with a new start-up.  


Our NQCA Accredited Disease Management 
Program, along with our Case Management and 
Health Promotion Programs, are integrated into our 
IQAP processes to facilitate the delivery of the most 
appropriate, medically necessary care to members in 
the most cost-effective, least-restrictive setting. Our 
programs are flexible and easily adapted to the needs 
of diverse populations, whether those needs involve 
attention to co-morbid conditions or 
cultural/linguistic preferences. In addition, they 
span a broad clinical spectrum including preventive 
and primary care, behavioral health treatment 
(mental health and substance use disorder), 
Children with Special Health Care Needs, 
medication management, vision, and dental services. Our IQAP systems and techniques 
improve our efficiency and our providers while promoting improved health outcomes and well-
being for our members. 


Amerigroup’s IQAP has three written NCQA-compliant documents to guide our quality 
improvement efforts: IQAP Description, Work Plan, and Program Evaluation. 


Goals and Objectives (§4.8.5.1-2) 


A Nevada-specific IQAP Description details our program structure and governance, resources 
allocated to IQAP activities, goals and objectives, scope, and specific strategies to achieve 
desired outcomes in the performance measures. We clearly define the scope of the IQAP. The 
program description includes narrative on the Nevada quality committees’ composition and 
activities that are described in Section 4.8.7 and 4.8.8, along with resources allocated to 
quality management.  


The following are our IQAP Goals and Objectives for 2012 that we also detail within the 
IQAP Description:  


 Develop and maintain IQAP resources, structure and processes that support the 
organization’s commitment to quality healthcare for members 
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 Collaborate with State, federal and regulatory agencies in the administration and 
coordination of care and services, development of policy and procedures and oversight 
process 


 Develop effective methods for measuring outcomes of care and services provided to 
members and intervene to achieve continuous measureable improvements using a CQI 
approach 


 Coordinate, monitor, and report IQAP activities to include progress with quality 
improvement goals 


 Ensure effective coordination/communication of IQAP activities with all appropriate 
functional areas 


 Provide oversight of all activities to ensure compliance with all State, federal and 
accrediting organizations 


Scope of Our Nevada IQAP (§4.8.5.3)  


Amerigroup’s IQAP encompasses the full spectrum of physical and behavioral health services 
provided to our members including monitoring and driving quality improvement processes 
that support their health and well-being.  


The scope of the IQAP encompasses clinical and administrative services provided to external 
and internal customers. External and internal customers include not only our members and 
providers but also Amerigroup employees, DHCFP, HSAG, and other associated State and 
federal government entities. Internal customers include our customer service organization, 
utilization management, disease management, health promotions, provider relations/network 
management, credentialing, and quality improvement functions.  


The IQAP integrates all functional areas in the decisions that affect the quality and safety of 
care and services provided to our members. The program reviews the entire scope of care for 
all demographic groups, races, ethnicities, special needs populations, care settings, and types 
of services. Our Nevada IQAP has the organizational infrastructure to provide effective 
monitoring, reporting, and analysis and to act on opportunities to improve clinical care and 
services. We collaborate with DHCFP, HSAG, and other associated State and federal 
government entities to coordinate and collaborate across all systems of care on behalf of our 
members, our providers, and the State.  


Specific Activities (§4.8.5.4) 


A key component of quality operations and an integral component of our IQAP description is 
the annual IQAP Work Plan, which is our road map for the upcoming year. It includes a 
detailed outline of activities for monitoring, analysis, and reporting to the Amerigroup 
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governing bodies throughout the year. The Work Plan includes reporting of the Nevada 
measurements, organizational quality of care, provider reviews, and service projects.  


The Work Plan is the tool that guides us in systematically monitoring, evaluating, and taking 
effective action to identify and address all program improvements and measure our success in 
achieving targeted improvement goals. Amerigroup identifies opportunities for improvement 
or expansion of our current quality improvement initiatives by assessing our performance 
across key quality metrics. Our Work Plan is consistent with the DHCFP Quality Assessment 
and Performance Improvement Strategy (QAPIS) for each year and is further discussed below 
in Standard II: Systematic Process of Quality Assessment and Improvement (§4.8.6).  


Continuous Activity (§4.8.5.5-6) 


Our integrated IQAP encompasses the spectrum of physical and behavioral health, pharmacy 
services, and dental services that our members receive. Our monitoring and quality 
improvement processes support member health and independence. The IQAP integrates all 
functional areas in the decisions that affect the quality and safety of care and services we 
provide to our members. Our services span all demographic groups, races, ethnicities, care 
settings, types of services, and populations with language and other specialized needs. 


Our IQAP focuses the entire health plan through our culture of quality and our “Investing in 
Quality” Team efforts on achieving sustainable improvements in the quality and coordination 


of care for all of our members. Our program reflects the 
demographic and epidemiological needs of our Medicaid members 
and incorporates key strategies outlined by DHCFP. Quality 
improvement is a dynamic process that extends well beyond our 
formal IQAP written plan and includes the following methodologies 


to expand quality services’ impact across all functional areas while focusing on those activities 
that drive improved quality: 


 Member-Centric Focus. Supporting member decision-making and providing members 
with coordinated services and supports needed for self-management of their health 
conditions and independent living. We offer targeted wellness, outreach, and incentive 
programs to support members taking charge of their health. 


 Provider Review and Collaboration (§4.8.5.7). Collaborating with network providers to 
achieve our quality goals through outreach, education, cultural competency training, 
our physician incentive program (Provider Quality Incentive Program (PQIP), Patient 
Centered Medical Homes (PCMH) support, provider satisfaction surveys, and through 
representation on the Medical Advisory Committee (MAC) and Credentialing 
Committee.  
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 Customer Satisfaction. Measuring member and provider satisfaction and taking action 
to maximize performance through Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®)survey and provider surveys. 


 Patient Safety. Promoting the safety of healthcare services delivered to members. 


 Accreditation Recognition. Validating performance through external accreditation 
such as NCQA New Health Plan Recognition and Disease Management.  


 Outcomes Management. Authenticating our achievements through standardized 
quality activities and measures such as HEDIS, PIPs, and DHCFP-specific 
performance measures. 


 Culture of Quality. Fostering a workplace culture that is grounded in quality through 
training and alignment of employee objectives with quality goals examples include our 
quality online training and our total and continuous quality improvement approach. 


 Clinical Research and Development. Leveraging credible clinical data, both internal 
and external, to inform quality initiatives. 


 Network Excellence. Facilitating access to a superior provider network through a 
rigorous credentialing and auditing process. 


Focus on Health Outcomes (§4.8.5.8) 


We maintain the quality resources, technology infrastructure, and expertise needed to meet the 
State’s QAPIS goals for integrated and coordinated care and to improve health outcomes and 
quality of life for all Medicaid members.  


Each year, we perform an extensive IQAP evaluation to analyze our processes and outcomes. 
Our QMC and other specific quality committees review this, along with all quality guiding 
documents and ongoing analyses. These monitoring strategies drive improvements to our 
quality processes. The IQAP evaluation is discussed in further detail in Evaluation of 
Continuity and Effectiveness of the IQAP (§4.8.6.8) below. 


 Standard II: Systematic Process of Quality Assessment and Improvement (§4.8.6)  


We document our systematic process of quality assessment and improvement in 
our IQAP. As an integral component of the IQAP, the IQAP Work Plan lists each activity 
planned, the objectives for each activity, the actions to be taken, target action dates, 
responsible parties, status of the activity, and the outcomes. The Work Plan provides an 
objective and systematic means to monitor and evaluate the quality and appropriateness of 
care and service provided to our members through care studies, surveys, PIPs, and other 
related activities.  
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The Work Plan includes the specification of clinical or health services delivery areas that we 
plan to monitor. For our Medicaid and Nevada Check Up members, the Work Plan documents 
the care and services in certain priority areas of concern selected by DHCFP. Our Work Plan 
is the basis for our establishment of PIPs in accordance with 42 CFR Section 438.358(b). We 
collaborate on the design and implementation of at least three mandated PIPs during each 
State fiscal year. During the design, review, and approval process for new PIPs, we work with 
DHCFP to establish timeframes for each PIP. Our systematic PIP development, 
implementation, and evaluation processes are outlined previously in PIPs (§4.8.1) and are 
detailed in the response to Section 5.1.11.5.B. 


Our Work Plan documents the quality indicators to be used in our studies and related 
activities as well as the clinical care standards and practice guidelines specified for each area 
of concern being monitored. We include standards and guidelines that are based on 
reasonable scientific evidence and which our providers have developed or reviewed. We focus 
our standards on the process and outcomes of healthcare delivery, preventive services, and 
access to care. We tailor the standards to meet the varied member population that we serve and 
we publish them for use by our network of providers. Each year, our QMC reviews the 
standards and updates them, as appropriate.  


Multidisciplinary teams perform the activities and analyze the results. Our teams include 
qualified clinicians who evaluate the quality of care and services through the individual case 
review and through studies that analyze patterns of clinical care and related services. Each 
year, our QMC approves the IQAP Work Plan. The Director of IQAP prepares and distributes 
a written report (the evaluation) to Amerigroup QIC and the Nevada Board of Directors and 
then to DHCFP.  


The evaluation allows us to determine if the scope of the IQAP Work Plan or the content 
needs to be modified in any way. The IQAP report provides an overall evaluation of the 
effectiveness of the IQAP. The report provides a complete picture of the studies conducted and 
the trends of clinical and service indicators; documents improvements in quality; and presents 
areas of deficiency and the recommendations for corrective actions.  


Monitoring and Evaluation of Care (§4.8.6.1) 


We use a CQI process described in Performance Improvement Projects (PIPs) (§4.8.1.). Using 
data from IAP and our HEDIS datamart paired with clinical and service observations from 
our experienced staff, we identify potential areas of concern. These tools provide the IQAP 
team with data sorted on multiple variables such as age, disease or diagnosis, risk factors, and 
special needs of members. We use the performance improvement process flow described 
previously, drilling down with the Ishikawa method for defining barriers and employing data 
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analysis to further refine the opportunities for improvement. Once identified, we apply the 
PDSA methodology, which corresponds to the following NCQA protocols:  


 Develop a baseline measurement 


 Identify barriers and root cause (Ishikawa diagramming) 


 Build appropriate interventions to address those barriers 


 Gather the resources needed to conduct interventions 


 Establish specific targets, benchmarks, and timeframes 


The team then monitors results for sustained improvement. If progress is slower than 
anticipated within the timeline of the PDSA cycle, we employ the Rapid Cycle Learning (RCL) 
process to make mid-course corrections.  


The result of this analysis drives the development of the IQAP Work Plan and the IQAP 
activities for the year. Our 2012 Work Plan focuses on the following: 


 Improving HEDIS rates and satisfaction with member care and services 


 Monitoring provider access and availability  


 Assessing continuity of care for physical and behavioral care delivery 


 Addressing member safety issues to include hospital re-admission rates and pharmacy 
measures such as drug/drug interaction, duplicate therapy treatment, and 
polypharmacy/polyphysician use 


 Managing utilization for over- and under-utilization and appeal rates 


As an example, our pharmacy vendor noticed an increase in new stimulant prescriptions for 
members with an attention deficit hyperactivity disorder (ADHD) diagnosis. We immediately 
implemented outreach and education of recommended follow-up visits to those members 
enrolled in Case Management. With MAC and QMC approval, we expanded the activity to all 
members with new prescriptions for ADHD and added provider notification. We currently 
receive a weekly report of new prescriptions and feed the information into the automated call 
system to continue member education of recommended 
follow-up visits within 30 days of the start of 
medication. As a result, the number of follow-up visits 
for children with newly prescribed ADHD medication 
has remained above the HEDIS 75th percentile with a 
2011 measurement year rate of 45.09 percent. As the 
measurement is time sensitive, we continue weekly 
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interventions and monitor results monthly to ensure continued improvement. 


Quality Care and Services Focus and Use of Indicators (§4.8.6.2-3)  


We currently participate with DHCFP in monitoring each of the clinical areas of concern and 
areas of health service delivery through the submission of HEDIS measures and PIPs. We will 
continue working collaboratively with DHCFP and with the contracted external quality review 
organization, HSAG, to monitor the continuing improvement in care and services delivered to 
Medicaid members. In the 2010-2011 EQRO Technical Report from HSAG, all three 
Amerigroup PIPs, Steps I through VI, received an overall score of 100 percent, critical 
element score of 100 percent, and “Met” validation status.  


The reviewers stated that this finding represented an area of strength for Amerigroup and 
demonstrated confidence in the technical aspects of the PIP studies.  


We follow the same approach described in Performance Improvement Projects (§4.8.1) for the 
identification, development, and monitoring on all quality activities whether or not mandated 
by the State. Through the use of the IAP and HEDIS data mart, we analyze our data to 
identify patterns of over- and under-utilization for both members and providers as measured 
against norms defined to account for regional and local practice variations. A detailed 
analysis of PIPs and other DHCFP measures is found in Section 5.1.11.5.B.  


Use of Clinical Care Standards/Practice Guidelines (§4.8.6.4)  


Amerigroup adopts, disseminates, and uses clinical practice guidelines (CPG) for acute and 
chronic medical and behavioral health conditions. Through a collaborative review process, we 
involve board-certified providers from appropriate specialties in the development and approval 
of the guidelines at both our national and local health-plan level. Our CPGs are evidenced-
based and known to be effective in improving health outcomes. Scientific evidence or, in the 
absence of scientific evidence, by professional standards or expert opinion determine the 
effectiveness of guidelines. Our CPGs address all areas of care provided to Medicaid and 
Nevada Check Up members including medical, behavioral, and preventive services for all ages 
and demographics. They cover the process of care delivery, anticipated outcomes against local 
and national benchmarks, and access to needed care and services. 


The development and update process includes review of government research sources, clinical 
or technical literature, and involvement of board-certified providers from appropriate 
specialties or professional standards.  


We reference the following recognized sources of evidenced-based guidelines:  
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 National organizations such as the Centers for Disease Control (CDC) and National 
Institutes of Health (NIH)  


 Professional medical specialty organizations such as the American Academy of 
Pediatrics (AAP), American Lung Association, U.S. Preventive Services Task Force 
(USPTF), American College of Obstetricians and Gynecologists (ACOG), American 
Academy of Family Practice (AAFP) 


 Voluntary health organizations such as the American Diabetes Association (ADA) and 
American Cancer Society (ACS)  


 Behavioral health organizations such as the American Psychiatric Association (APA) 
and American Academy of Child and Adolescent Psychiatry (AACAP) 


 Other sources that may be referenced in developing or updating behavioral health 
guidelines include organizations such as the Substance and Mental Health Services 
Administration (SAMSHA) and National Institute of Mental Health (NIMH).  


 Whenever additional information from the behavioral health discipline may be 
referenced for optimal guidelines for medical diagnosis, we integrate both 
specialties in the review processes. 


CPG Review/Revision/Dissemination Processes  


Amerigroup updates guidelines at least every two years or sooner if new information is 
identified or an update is required. We conduct a literature search to determine if changes are 
needed to keep the CPGs current. We review the updated guidelines following a similar 
collaborative local and national review process. The appropriate specialty provider reviews the 
guideline and makes evidenced-based recommendations for change prior to adoption and 
dissemination. 


We adopt and disseminate CPGs through the QMC and MAC. The CPGs are made available 
within the case management documentation system for reference by health plan employees 
including Case Managers and our Medical Director. A full discussion of our CPGs is 
documented in the provider manual that includes our network providers’ use of CPG’s for 
each population we serve. Within 60 days of adoption, Provider Communications notifies 
providers that the new or updated CPGs are available on the provider website. Amerigroup 
updates our website annually or more frequently as needed to reduce unnecessary variation in 
care and help both members and providers in decision-making. We also communicate specific 
guideline elements and areas of focus through broadcast faxes and special mailings. All 
electronic transmissions to providers and our website incorporate CPG links to resources 
when possible. CPGs also are available to members, upon request. 
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The CPGs, once adopted or revised, acts as benchmarks for monitoring utilization and 
performance improvements and become a measurement or goal within our IQAP Work Plan, 
PIPs, and IQAP activities. 


Analysis of Clinical Care and Related Services (§4.8.6.5)  


The Amerigroup Quality Team described previously under HEDIS MIS also provides the 
skills and knowledge to analyze clinical care and services outside the HEDIS realm. Our five 
analytical professionals/HEDIS project managers, three performance project staff, and six 
local health plan management and QI coordinators identify and analyze patterns and trends in 
care delivery and review findings weekly.  


From these joint sessions, we compare findings against clinical guidelines and standards to 
determine the most effective interventions for implementation. One aspect of every analysis is 
the distribution of findings across age, gender, race and ethnicity which is described more 
fully in the Cultural Competency (§4.9.2.2) discussion in Section 5.1.11.5.B. We will continue 
to work collaboratively with DHCFP and offer to share results of our analyses, in addition to 
our State mandated results.  


Through an internal performance analysis on our HEDIS scores and as the result of the 
HSAG audit, we identified a number of opportunities where our experience and creative 
problem solving could improve the care and services delivered to Nevada. The best practice 
solution was the development of a cross-functional work group within the Nevada health plan. 
These individuals are not only experienced with clinical and non-clinical care and service 
delivery; they are also familiar with issues unique to the Nevada population including 
geographic, ethnic, social, and economic circumstances. 
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Our Amerigroup “Investing in Quality” Team, led by the CEO, 
includes every Nevada health plan employee who touches the 
member since all provide a unique perspective to identifying and 
addressing concerns.  


In 2011 we standardized, refined, and carried forward in 2012 member and provider outreach 
interventions. These interventions are as follows: 


  Member interventions included  


 Telephone calls 


 Outreach calls for education, case management, and appointments 


 Mailings, reminders, and newsletters 


 Health fairs, sponsored and co-sponsored with other organizations 


 Distribution of AmeriTips 


 Addition of bilingual quality employees 


 Implementation of a comprehensive Hispanic outreach and education program 
through our Promotoras employees 


 Provider interventions included 


 Distribution of Amerigroup newsletters, fax blast, CPGs, and overdue service 
reminders 


 Provider profiling with identified care opportunities and data sharing reports 


 Office audits, and medical record reviews with provider feedback and education  


 Expansion of PQIP and PCMH designations to qualified providers 


Dental and Vision partners also participate in member and provider outreach efforts.  


When we identify a member using multiple pharmacies through our drug utilization 
reports and with medical director approval, we limit access to a single pharmacy of the 
member’s choice, called the Pharmacy Lock In program. We work with the pharmacist to 
evaluate the member’s entire drug utilization and monitor for overuse (poly-pharmacy) 
similar prescriptions from different physicians (poly–physician) and drug interactions.  


Monthly and quarterly interim reports are used to monitor improvements made by our 
interventions. Our evaluation showed continued improvement, and these interventions will 
be carried forward. 
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Implementation and Assessment of Effectiveness of Corrective Actions (§4.8.6.6-7)  


Within our CQI methodology, we refer to corrective actions broadly, including a corrective 
action plan initiated with a provider issue, a PIP to overcome an identified gap in quality care 
and services delivery, or a plan of correction (POC) directed by the State. The Quality 
Management team follows DHCFP-approved policies and procedures for making a corrective 
action determination and for implementing an action plan as appropriate. Our policies and 
procedures, which we update and submit to DHCFP annually, include:  


 Determination of when corrective action is appropriate 


 Specification of who is responsible for making the final determination regarding 
quality problems 


 Identification of actions to be taken 


 Outline of the schedule and accountability for implementing corrective actions 


 Method for modification of the corrective action if 
improvements are not observed 


 Procedures for terminating affiliation with a 
provider, if necessary 


As an example, DHCFP mandates disenrollment rules. 
We recognized that the underlying cause for members 
facing disenrollment was generally a correctable 
situation. As a result, we developed a disenrollment policy 
and procedure that directs employees to explore the 
underlying cause and implement a corrective action to 
ensure that members continue to receive care and 
services. Our Real Solution is illustrated in the story of 
the child needing dental sedation. 


Once our IQAP implements a POC, the QMC monitors 
and evaluates the improvements. The QMC continues to 
monitor study results and individual cases are reviewed 
periodically to ensure that improvements have been 
effective.  


State-Mandated Plan of Corrective Action (§4.8.6.6) 


During our tenure in Nevada, we have had only one instance when a POC was requested; we 
followed the processes that we have in place to respond. To address the situation in which the 
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dental vendor that Amerigroup inherited from the previous MCO was under-performing, we 
invited DHCFP to collaborate with us and the dental vendor to identify steps for correction. 
Our POC addressed six areas of concern and included 17 different actions covering dental 
vendor employee education and process changes and Amerigroup-generated member and 
provider informational materials. 


We continued to monitor the dental vendor’s 
performance. When it became apparent that the situation 
was not significantly improved and the vendor 
relationship was seriously damaged, we focused on 
terminating the vendor’s contract, and selected and 
engaged a new dental vendor. 


As an example, monitoring and assessment of the dental visit rate improvement for the Nevada 
Check Up population from 2009 to 2011, showed a 23.26 percent improvement from 58.7 
percent to 72.39 percent in two years. The issues with the dental vendor mentioned above 
contributed to low quality metrics, and the subsequent change to a different vendor showed the 
effectiveness of the corrective action taken.  


As a result, our 2012 Medicaid dental visit rate continues 
to improve to 53.2 percent, which exceeds the 50th 
percentile while our Nevada Check Up rate for 2012 
exceeds the NCQA 90th percentile. Over three years, our 
Medicaid results improved by 16.48 percent.  


Provider Corrective Action 


Amerigroup Nevada also has a structured process for requiring corrective action from 
providers where care or service does not meet quality standards for access, availability, 
member satisfaction, medical records, and over- or under-utilization. As part of the 
credentialing and re-credentialing process, we evaluate each of these elements and report as 
part of the annual IQAP evaluation. In 2011, we had no providers in corrective action.  


Evaluation of Continuity and Effectiveness of the IQAP (§4.8.6.8)  


Amerigroup conducts an annual IQAP evaluation, which is a formal assessment of the IQAP 
Work Plan. This evaluation is a comprehensive review of all functional activities and 
programs conducted throughout the year, and it occurs during the first quarter of the 
subsequent year. We use baseline data from our MCO experience and service delivery that 
allows us to build on the understanding of the population needs. Activities for subsequent 
years directly respond to known issues within the Nevada population served by the MCO. The 
Work Plan for the initial year of the new Contract will reflect a full scope of quality metrics 
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such as those specific to our chronic Case Management, HEDIS, preventive care measures, 
member outreach, and behavioral health programming. For all measures, we evaluate results 
as they compare to local and national benchmarks, including considerations for the 
population being served.  


 Standard III: Accountability to the Governing Body (§4.8.7.1-5) 


Amerigroup Nevada’s Board of Directors retains responsibility for overall health 
plan governance and in 2011 delegated oversight of the IQAP to the QMC. The QMC is co-
chaired by the health plan CEO and the Medical Director. The CEO is charged with reporting 
IQAP successes and significant IQAP issues from QMC activities to the Board of Directors at 
each meeting. The Board develops and submits recommendations for action to the QMC for 
implementation. The Board of Directors reviews the IQAP Description, Work Plan, and 
Evaluation annually.  


Amerigroup Nevada IQAP activities are also reported through the corporate structure to the 
corporate Quality Improvement Council (QIC) and the corporate Board of Directors. Their 
roles are to oversee all affiliate IQAP activities, monitor progress towards meeting corporate 
goals and benchmarks, and provide corporate guidance with shared best practices. The 
corporate IQAP structure includes the Vendor Selection and Oversight Committee, the 
Medical Policy Committee and the Pharmacy and Therapeutics Committee. 


The structure of the IQAP’s Governing Body is described as part of the QA Committee 
discussion below in Standard IV Active QA Committee (§4.8.8) 


 Standard IV: Active QA Committee (§4.8.8.1-5) 


Figure 5.1.11.5-4 illustrates the quality committee structure for both Amerigroup 
Nevada and for Amerigroup corporate quality management which we discuss in the following 
response. 
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Figure 5.1.11.5-4. Amerigroup Nevada Quality Structure and Composition  
 


 


The Amerigroup Nevada Board of Directors is the governing body of the Nevada IQAP. The 
Board delegates the QMC to oversee IQAP activities. The QMC is accountable to the Board 
through the CEO. The QMC annually approves the IQAP Work Plan, IQAP evaluation. Every 
Board agenda includes a routine quality reporting item. 


Amerigroup Nevada’s QMC develops, implements, and oversees the IQAP consistent with our 
approach of assuring local accountability and consideration of regional practices. The QMC 
is co-chaired by the CEO and Medical Director and includes leaders of Quality Management, 
Medical Management, Provider Relations, Marketing and Health Promotion, Operations, and 
Compliance. The QMC is a dynamic force in overseeing the health plan’s quality performance 
for both clinical and non-clinical functions. 


The Nevada QMC reviews and approves the activities of the QM Program, Work Plan, and 
Program Evaluation. The review and approval includes clinical and non-clinical issues 
related to regulatory compliance, fraud and abuse, over- and under-utilization, disease 
management, Case Management, PIPs, HEDIS, complaints and grievances, and outcomes of 
audits. The IQAP Director reports all quality activities to the QMC for assessment, 
development, implementation, and monitoring. The committee reviews activities, provides 
feedback and recommendations, and follows up on outstanding items from previous meetings.  
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The following health plan committees report to the QMC, and we maintain meeting minutes 
reflecting decisions, recommendations, and follow-up actions: 


 Nevada MAC, which consists of local providers who review new medical technologies 
and requests for change to corporate-approved clinical practice guidelines based on the 
local demographic and epidemiologic needs of our members. The MAC uses ongoing 
peer review to assess levels of care and quality of care provided and monitors practice 
patterns and drug utilization to identify appropriateness of care and improvement/risk 
prevention activities, including review of clinical study design and results as well as 
development and approval of action plans/recommendations regarding quality 
improvement studies. Our Medical Director chairs the MAC ,which meets a minimum 
of six times each year. 


 Our Nevada Credentialing Committee consists of participating providers within our 
network and oversees credentialing and re-credentialing. The Credentialing Committee 
approved or denies participation, oversees credentialing relationships, and reports to 
the MAC. The Medical Director chairs the Credentialing Committee, which meets six 
times each year. 


 The Nevada Member Health Education Advisory Committee (HEAC) provides 
guidance to the plan about member needs and values, including education, cultural 
and outreach activities, grievance resolution, and member materials. HEAC is 
responsible for ensure plan materials meet cultural competency requirements and are 
understandable to the member. Our Health Promotion Leader chairs the Committee 
which includes member outreach employees and the QM Leader as well as members, 
advocates from the community, health community educators, and participating 
providers. This committee acts as the voice of the member.  


The Amerigroup Nevada QM Committee structure receives support from the corporate quality 
committee structure including the QIC for QM goals, benchmarks, and best practices; the 
Vender Selection and Oversight Committee (VSOC) for corporate-wide vender management; 
the Medical Policy Committee (MPC) for clinical practice guidelines; and the Pharmacy and 
Therapeutics Committee (P&T) for medication management guidance and criteria.  


Please see Standard VII: Provider Participation in IQAP (§4.8.11) for additional details. 


 Standard V: IQAP Supervision (§4.8.9) 


In October 2011, the Amerigroup Nevada Board of Directors delegated quality 
improvement oversight to the plan QMC. The Board action stipulates that our health plan 
CEO is the designated senior executive who is responsible for IQAP implementation. The 
CEO participates on the QMC and reports quality issues to the Board as needed.  
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 Standard VI: Adequate Resources (§4.8.10.1-3) 


Our IQAP resources consist of the talented people we hire, the efficient processes 
we employ, and the versatile and evidence-based tools we use to manage quality of care and 
services delivered to Medicaid and Nevada Check Up Members. Amerigroup’s IQAP has 
significant material resources and sufficient staff with the experience, education and training 
necessary to oversee, implement, manage, and evaluate all RFP specified quality tasks. Our 
IQAP staff and integrated material resources are integral to our successful quality 
performance and activities. 


Our Nevada Quality Team 


Our current staffing model provides exceptional service to our Nevada members. It also 
ensures that DHCFP has local and accountable IQAP leadership who ensure quality of care 
for our members and continue our collegial relationships. We recently doubled the size of our 
IQAP team, adding two bilingual employees. We will capitalize on our existing experience to 
ensure that the program has sufficient employees who have the correct skill sets, 
qualifications, cultural competency, and experience to support continued performance 
improvement (see Figure 5.1.11.5-5).  


Figure 5.1.11.5-5. Quality Program Staff Organization Chart 
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Employees within our IQAP have knowledge and expertise in the concepts and processes of 
quality improvement and facilitate quality across all organizational departments. As part of 
their responsibilities, employees monitor and oversee activities to meet established timeframes 
of the IQAP Work Plan; conduct outreach to meet and exceed the goals of the PIPs; facilitate 
the review of reports related to HEDIS, grievances, and appeals; assess effectiveness of 
member outreach; and identify barriers to meeting goals and pursuing new opportunities. 
Throughout the year, our IQAP employees collect and submit required data and monitor and 
participate in the process to improve quality outcomes for Nevada Medicaid. 


Our local employees receive support and mentoring from experienced corporate staff. A total 
of 350 quality employees across the Company, five analytical professionals/HEDIS project 
managers, and three performance project staff, are available to support Nevada plan 
operations and maintain accountability for the administration of the Nevada program. Our six 
dedicated local employees interface with both our corporate support functions and with the 
DHCFP to provide a seamless quality system. Our IQAP team includes the following Las 
Vegas-based IQAP personnel who have demonstrated expertise in quality assessment and 
continuous improvement. 


 Eric Lloyd is the CEO and has 20 years of experience in managed care. He is 
experienced working in business development with nationwide health plan and 
employer partners, disease management client relationships; leading departmental 
design and performance; and developing strategic partnerships. He has four years of 
experience with Medicaid leading cross functional operational aspects of the health 
plan beginning with the operational launch of Medicaid and Nevada Check Up 
Contract for Nevada. Mr. Lloyd holds a master’s degree in health administration from 
Loma Linda University. He plays a leadership role within the community and: 


 Participates on the Silver State Health Insurance Exchange (SSHIX) Finance and 
Sustainability Advisory Committee 


 Sits on the board of directors of the Nevada Health Information Exchange 


 Participates as a member of HealthInsight’s Nevada Partnership for Value-driven 
Healthcare Steering Committee 


 Is on the board of directors for After School All Stars Las Vegas 


 Sits on the board of the United Way of Southern Nevada and co-chairs their Access 
to Healthcare committee 


 Richard Roberts, MD, MSHA, CPE, is the Medical Director and has 30 years’ 
experience in managed care, working with providers, and insurers, in Medicaid, 
Medicare, commercial, for-profit, and not-for-profit organizations. He has four years 
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of experience with Medicaid and Nevada Check Up managed care programs and is 
licensed in Nevada, California, Arizona, and Arkansas. Dr. Roberts holds a bachelor’s 
degree from Loyola University Chicago, a doctorate of medicine from University of 
Illinois College of Medicine, and a master’s degree in healthcare administration from 
University of Arkansas. He is a member of the Nevada Association of Managed Care 
Physicians and a sits on the Plan Certification and Management Advisory Committee 
of the SSHIX. 


 Karen Gardiner, RN, is Vice President Health Care Management Services (HCMS) 
and has 13 years of managed care experience on the payer side for commercial, 
Medicare, and Medicaid products. She has 18 years of hospital experience and seven 
years of managed care experience with the Independent Physician Association/Medical 
Group and Physician Health Organizations. She holds a bachelor’s degree in nursing 
from Oklahoma Baptist University and is licensed as a registered nurse in Nevada. Ms. 
Gardiner is a Certified Professional Coder with experienced in both Utilization Review 
Accreditation Commission (URAC) and NCQA accreditation preparation and 
execution. Her management experience includes utilization, quality, credentialing, 
case management, and health plan operations. 


 Candice Speers, RN MPA, is the Director, Quality Management and has 20 years in 
clinical leadership and management with 10 years of current managed care experience 
in quality management, quality improvement, and utilization management. She holds 
bachelor’s degree in nursing science and a masters of public administration on health 
administration. Ms. Speers is licensed as a registered nurse in Nevada and has 
experience with URAC and NCQA accreditation processes and HEDIS reporting. Her 
experience includes work with commercial, and Medicare HMOs. 


 Dena Sargent, RN, is a Quality Management Coordinator and has seven years in 
quality management with five years UM experience. She holds an associate’s degree in 
nursing, a bachelor’s degree in computer information systems, and is licensed as a 
registered nurse in Nevada. Ms. Sargent has seven years’ experience with HEDIS data 
collection and analysis and NCQA accreditation preparation. 


 Michelle Sadler, RN, is a Quality Management Coordinator and has 12 years’ 
experience conducting HEDIS projects, two years managing a vendor (MedAssurant 
[now Inovolan]), and 10 years performing medical record abstraction and focus 
reviews at provider office. She performed provider education during onsite review and 
as needed focusing on increasing HEDIS outcomes and rates. Ms. Sadler participates 
on two Community-based Organizations (CBOs) statewide: the Diabetic and Obesity 
Coalition and the Maternal Child and Health Coalition, She holds a Bachelor’s degree 
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in business administration, an associate’s degree in nursing, and is licensed as a 
registered nurse in Nevada and California. 


 Tamara Foster is a Quality Management Representative and has 14 years in 
healthcare administration. She holds an Associate’s degree in healthcare 
administration and informatics and is certified as a Nursing Assistant. Ms. Foster has 
knowledge of managed care (health maintenance organizations, point of service and 
preferred provider organization) policies, regulations, and operations. She brings 20 
years of customer service experience for members, providers, and company partners to 
the IQAP team and conducts training for new employee process improvement. She has 
extensive training in Microsoft® Word, Excel®, Access®, and PowerPoint® for 
reporting, auditing, and training. 


 Luzy-Ann Yanson is a Quality Management Representative and has 14 years’ 
experience with managed care, independent physicians associations, and medical 
groups in the areas of grievance and appeals, credentialing and re-credentialing, and 
policies and procedures. She brings knowledge of Medicaid, federal and State 
guidelines and regulations, such as DHCFP, NCQA, URAC, and HEDIS. Her 
computer skills include: Microsoft Office® Suite, Crystal Reports, Macess®, Facets™, 
Sanovia for pharmacy appeals, and NIA for radiology appeals. She has excellent 
customer services skills including resolving complex issues such as member appeals, 
denials, and disenrollment and conducting member education. 


 Lynette Glasco is a Member Advocate and has 20 years’ experience in customer 
service. She is fluent in Spanish including reading, writing, and communication. She 
has demonstrated skill with: Microsoft Office including Word and Excel, Maximo, 
Primavera, SAP, Facets and Macess. She brings effective problem solving and strong 
analytical skills to the IQAP Team. 


 Socorro Carrasco is the Outreach Associate and has 14 years of customer service, 
ICD-9, and CPT billing experience with multispecialty care medical office. She is 
fluent in Spanish including reading, writing, and communication. She holds an 
associate’s degree in general studies and has a strong working knowledge of Microsoft 
Office, including Excel, Word, Publisher, PowerPoint and Access.  


Through our corporate and affiliate structures, each of these QM experts are available to 
support Amerigroup Nevada by sharing best practices and innovative ideas. Local QM 
employees receive support from the corporate Quality personnel in the following ways (Table 
5.1.11.5-1): 
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Table 5.1.11.5-1.  Amerigroup Corporate Staff Support Local State Efforts  


Amerigroup Corporation Functions to Support Amerigroup Nevada, Inc. 


Senior Vice President, Clinical Quality 
Management 


Clinical leader for Quality Management programs for all 
health plans 


Vice President, Clinical Quality 
Management 


Develops and implements QM Programs and initiatives 
for/with health plans 


Director, Research and Development   Leads PIP development and Quality Improvement studies 
Assistant Vice President, Clinical Quality 
Management‐Data 


Leads national QM data management team of analysts 


Operations Business Analyst  Works with assigned health plan QM employees to 
support data management and reporting 
projects/activities 


Assistant Vice President, Performance 
Outcomes  


Works with health plans to develop/implement HEDIS 
reporting projects 


HEDIS Medical Record Review, RN  Supports health plan Quality Assurance/HEDIS reporting 
projects and activities; collects/reviews data 


Assistant Vice President, Clinical Quality 
Management‐Accreditation  


Leads plan/schedule for achieving accreditation status 


Quality Improvement Coordinator  Support and monitor health plan compliance with quality 
management programs and annual work plans 


Manager, EPSDT‐Surveys  Maintains the EPSDT Data Mart; serves as subject matter 
expert for survey process, results, and other survey issues 


 


Material Resources – IQAP Infrastructure and Tools  


Amerigroup has a comprehensive quality infrastructure that is discussed throughout this 
section. Our integrated quality system tools include but are not limited to:  


 Core Systems for documentation of claims and payment, appeals and grievance logging 
and tracking, case management, and utilization management – including real-time, 
online prior authorization capabilities 


 IAP Data Warehouse that captures, manages, verifies, and maintains all health plan 
data 


 HEDIS Datamart for HEDIS data collection, verification, analysis, and reporting 
capabilities with analytic expertise at the corporate and local levels 


 InterQual medical necessity criteria, and nationally recognized Clinical Practice 
Guidelines, in addition to the State Medicaid Services Manual  


 Provider quality improvement program reports, provider panel profiles, provider 
trainings, NCQA Patient Centered Medical Home practice transition technical support 
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 Interactive website capabilities for member and providers that support quality activities 
such as provider notifications, provider panel reports, UM processes, provider updates, 
provider directories, member handbooks, provider manuals and educational materials 


Material Resources - IQAP Processes 


Process reviews, updates and reports support all the tools outlined above, and we disseminate 
them to appropriate stakeholders and IQAP staff. Some key Amerigroup IQAP processes that 
support our implementation of national best practices, standardization of practices for 
consistent application across all Amerigroup health plans and cost-savings through economies 
of scale include: 


 Weekly meetings between our Nevada local quality team and the corporate analysts 
and HEDIS project managers  


 Corporate (QIC) oversight and sharing of best practices developed across the 13 states 
where we provide services 


 Corporate Credentialing support of local responsibilities, an Amerigroup best practice 
that includes: 


 Initial file and primary provider verification after our Nevada IQAP staff perform 
the initial data collection 


 Initiate re-credentialing and verifications and file reviews including review of 
additional data specified in Section 4.8.13.6.C 1-6 to meet specified timelines  


Material Resources – Quality Training 


Amerigroup’s online education offerings provide a basic quality orientation for every 
employee as well as ongoing training on CQI. Amerigroup has measured, evaluated, and 
refined our data-driven quality approaches for the past 16 years. We continue to develop and 
implement innovative strategies that improve our members’ outcomes and support our 
network providers; these strategies include new online and mobile tools and technology to 
enhance our ability to achieve the quality and financial goals of our State customers. Our 
IQAP guides the entire organization toward achievement of DHCFP’s and Amerigroup’s 
mutual goals.  


 Standard VII: Provider Participation in IQAP (§4.8.11.1-3) 


We have active primary care and specialist participation through our Nevada 
MAC. Our Medical Director oversees recruitment of providers and has developed a list of 
providers to serve on the committee. The providers are representative of Nevada providers, 
reflecting both urban and rural providers, and their demographics mirror those of our 
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members. We rotate membership every two years. Participating providers do not receive 
incentives or gifts intended to improperly influence participation on health plan committees. 
Participating committee practitioners may be paid an honorarium for attendance and 
participation in committee meetings. 


Our provider contract and provider manual outline the quality processes in place to secure 
providers’ cooperation with our quality assurance oversight. We communicate specific quality 
information through our provider website, newsletters, broadcast faxes, and special mailings. 
We document the dissemination of all information to providers. 


Sharing of Best Practices – Establishing Patient Centered Medical Homes and PQIPs 


Another method for including providers in the ongoing improvement in quality of care is 
incentives for quality performance. Through our Medical 
Practice Consultant outreach, we are working with three 
PCP group practices who are implementing strategies 
toward becoming NCQA Accredited Patient Center 
Medical Homes and with seven PCP group practices 
through our PQIP who are striving for Amerigroup 
Quality Certification. These practices include Federally 
Qualified Health Centers (FQHCs) and large PCPs 
groups. Both medical home strategies promote incentives for well-performing provider 
practices based on key performance goals that affect positive health outcomes of our members.  


The PQIP Quality Certification Component rewards PCPs for their performance on the 
Quality Indicators measured against their Amerigroup plan peer PCPs (Quality Indicator Peer 
Comparative Score), as well as credit for year-over-year performance improvement (Quality 
Indicator Improvement Score). The total quality score equals the sum of the Quality Indicator 
Peer Comparative Score plus the Quality Indicator Improvement Score.  


 Standard VIII: Delegation of IQAP Activities (§4.8.12.1-3) 


We retain full responsibility and authority for quality management. We do not 
delegate quality activities.  


 Standard IX: Credentialing and Re-credentialing (§4.8.13) 


Amerigroup Nevada has successfully credentialed the following number of 
practitioners, ancillary providers, and facilities each year of operation: 2009 –857; 2010 – 
573; 2011- 342. We have the systems, staff, and policies and procedures in place to continue to 
accurately and timely credential the full spectrum of physical and behavioral health providers 
required for Nevada’s Medicaid and Check-Up managed care program. 
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Our credentialing and re-credentialing processes meet NCQA accreditation requirements. In 
our most recent health plan review, our credentialing program was found to be in full 
compliance. We regularly review and update our comprehensive credentialing policies and 
procedures in accordance with new NCQA standards and new federal or State requirements. 


Written Policies and Procedures (§4.8.13.1) 


Written policies and procedures outline our credentialing and re-credentialing requirements 
and processes for all contracted practitioners and organizational providers. Our written 
policies and procedures are in accordance with Nevada and federal laws and regulations 
including 42 CFR 438.214 and 42 CFR 1002.3. 


Written policies and procedures describe the specific procedures for conducting credentialing, 
ongoing monitoring, and re-credentialing of all contracted providers. These written policies 
outline the scope, criteria, timeliness, and processes for credentialing and re-credentialing 
providers and meet industry standards, regulatory, and accreditation requirements. Our 
Credentialing Committee reviews these policies at least annually. 


We fully support the use of standardized credentialing applications. We comply with NAC 
679B.0405 and have adopted the Nevada Division of Insurance Form 901 for credentialing 
providers. We accept electronic versions of Form 901 via Council for Affordable Quality 
Healthcare (CAQH) and paper copies. Amerigroup has been participating with the CAQH 
Universal Provider Datasource® for several years to reduce the administrative burden that is 
placed on practitioners when multiple versions of credentialing applications are used. 


We allow DHCFP and/or its contracted EQRO to inspect our credentialing and re-
credentialing process and supporting documentation.  


Oversight by Governing Body (§4.8.13.2) 


The Amerigroup Nevada Board of Directors formally delegates responsibility for provider 
credentialing and re-credentialing to the Credentialing Committee according to federal and 
State regulations and guidelines, and NCQA accreditation standards. The Committee reviews, 
updates, and approves credentialing and re-credentialing policies and procedures. In addition, 
the Credentialing Committee: 


 Conducts reviews for all providers who apply for participation in our provider network 
and approves or denies the provider for participation 


 Reviews all network providers for re-credentialing, including review of quality or 
utilization data/reports 
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 Approves or denies for participation those providers submitted by credentialing 
activities 


 Reports to the Medical Advisory Committee physician corrective actions and sanctions 
imposed based upon re-credentialing activities 


 Oversees credentialing relationships 


The Credentialing Committee includes seven provider members in the following specialties: 
one Child Psychologist, two Internal Medicine physicians, two OB/GYNs, and two 
Pediatricians. Health plan representation includes our Behavioral Health Medical Director 
and the Health Plan Medical Director who chairs the committee.  


Credentialing Entity (§4.8.13.3) 


Amerigroup Nevada’s Credentialing Committee makes decisions about credentialing and re-
credentialing as directed by the Amerigroup Nevada Board of Directors. 


Scope (§4.8.13.4) 


Amerigroup Nevada credentials and re-credentialing practitioners (physicians, behavioral 
health providers, and allied health practitioners) and organizational providers. This includes 
all providers who are included in our literature for members. It also includes other providers 
(for example, adult day healthcare) whose services are excluded from the Contract but for 
whom Amerigroup is experienced in credentialing if DHCFP opts to expand the program to 
include long-term services and supports (LTSS). 


Practitioners 


The following practitioners are currently subject to credentialing and re-credentialing: 


Physicians: Doctor of Medicine, Doctor of Osteopathy, Doctor of Chiropractics, Doctor of 
Podiatry, Doctor of Dental Science, Doctor of Medical Dentistry, and Doctor of Optometry 


Behavioral Health Providers: Clinical Psychologist, Advance Practice Nurse in a 
psychiatric/mental health specialty, Licensed Professional Counselor, Licensed Clinical Social 
Worker, and Licensed Marriage and Family Therapist 


Allied Health Practitioners: Physical Therapist, Occupational Therapist, Speech Language 
Pathologist, Certified Registered Nurse Practitioner, Physician Assistant, Certified Registered 
Nurse Anesthetist, Certified Nurse Midwife, Acupuncturist, Licensed Midwife, Advanced 
Practice Nurse, and Audiologist 
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Organizational Providers 


The following organizational providers are subject to approval by the Credentialing 
Committee to become part of the Amerigroup network: 


Medical Facilities: inpatient hospitals, ambulatory surgery centers, home health agencies, 
skilled nursing facilities, and sleep laboratory/centers 


Behavioral Health Facilities: inpatient psychiatric hospitals, community mental health 
centers, crisis intervention, ambulatory detoxification, inpatient substance abuse facility, 
intermediate care facility (ICF)/mentally retarded, intensive outpatient programs, residential 
treatment center 


Ancillary Services: birthing centers, community health centers, dialysis centers, freestanding 
diagnostic centers, durable medical equipment providers, freestanding laboratory providers, 
FQHCs, Rural Health Clinics, hospice centers, rehabilitation facilities, urgent care centers 


In the future, if the ABD Medicaid population is covered under the Contract, we are prepared 
to add the following to the list of providers subject to approval:  


LTSS and Home and Community-based Service Providers: nursing facilities, adult day 
healthcare, assisted living services, personal care services, supported living services, 
transitional living services 


Process (§4.8.13.5)  


Our credentialing process uses the Nevada Uniform Credentialing Application (Form 901) 
through either paper copy or through the CAQH Universal Provider Datasource to capture all 
required data and is compliant with NCQA and State requirements. The Nevada Credentialing 
Committee and Amerigroup Nevada Provider Relations employees are supported by our 
corporate Credentialing Department, which conducts all verifications and credential file 
preparation specified in Section 4.8.13.5, items A-K. We conduct Primary Source Verification 
using the information submitted by the provider in accordance with NCQA standards. The 
process includes verification of all required information detailed in Section 4.8.13.5, items A-
J. This includes assessment of the applicant’s training and education against training 
requirements established by the Credentialing Committee. If a practitioner fails to meet these 
training requirements, we close the application and return it to the provider.  


File Verification is performed in accordance with Section 4.8.13.5.K. We query and obtain 
information from: 
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 The National Practitioner Databank (NPDB) to determine if any disciplinary actions 
have been taken against the applicant in addition to any settled/closed malpractice 
cases 


  The Health and Human Services Office of Inspector General List of Excluded 
Entities/Individuals database 


 The General Services Administration’s Excluded Parties List System 


 The Nevada Board of Medical Examiners 


 The State Board of Osteopathic Medicine 


 The Nevada Dental Board 


 Any equivalent licensing boards for out-of-state providers and any other applicable 
licensing entities 


Our application process includes a statement by the provider in accordance with the 
requirements of Section 4.8.13.5.L.  


Our credentialing and re-credentialing program complies with current NCQA standards. 
Therefore, we do not conduct site visits as part of our initial credentialing in accordance with 
Section 4.8.13.5.M. 


Our policies and procedures are in accordance with Nevada and federal laws and regulations 
including 42 CFR 438.214 and 42 CFR 1002.3. 


Figure 5.1.11.5-6 depicts our process, which is approved by DHCFP. 
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Figure 5.1.11.5-6 Our Credentialing Process Is Compliant and Efficient 


 


In accordance with Sections 4.8.13.5.O and 4.8.13.5.P, Amerigroup notifies the State of 
Nevada within 15 calendar days of any provider denied credentialing or of our termination of 
a provider’s contract for program integrity–related reasons including provider fraud, integrity, 
or quality. 


Re-credentialing (§4.8.13.6) 


Amerigroup requires that all practitioners and organizational providers are re-credentialed 
within 36 months of the previous credentialing decision in accordance with NCQA standards. 
Our re-credentialing program complies with the Code of Federal Regulations and NCQA 
standards and is approved by DHCFP.  
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This process includes re-verification of those elements contained in Sections 4.8.13.5.A 
through 4.8.13.5.M including re-verification of licensure(s), sanctions, certifications, clinical 
privileges, and competence, as reviewed by malpractice history and license history, and/or 
health status that could affect the practitioner’s ability to serve our members. We also review 
information from: 


 Member grievances and appeals 


 Member satisfaction surveys regarding provider experience 


 Utilization management 


 Quality improvement and medical management activities 


 Re-verification of hospital privileges and current licensure, if applicable 


Amerigroup’s Credentialing Department initiates the re-credentialing process , and they send 
a re-credentialing packet to the provider approximately eight months prior to the re-
credentialing due date. This packet requests standard information and a copy of the provider’s 
most current State licensure(s), professional liability insurance, and other applicable 
supporting information including an updated Disclosure of Ownership Form. We ask 
providers to respond to this written request within 30 days, and we make no fewer than three 
attempts to each provider asking for this information. 


We then conduct primary-source verification in accordance with NCQA and Nevada 
requirements and provide the information to the Medical Director and/or Credentialing 
Committee. After reviewing the information and supporting documentation received from the 
re-credentialing applicant, the health plan includes an assessment of any available provider 
performance criteria. These criteria may include medical record audit results, accessibility of 
site, member satisfaction results and grievances, member grievances, quality improvement, 
and medical management activities. The elements we select for review may vary by provider 
type and the availability of information. 


Reporting 


In accordance with RFP Sections 4.8.13.6, Amerigroup notifies the State of Nevada within 15 
calendar days of any provider denied re-credentialing or of our de-credentialing or 
termination of a provider’s contract for program integrity–related reasons including provider 
fraud, integrity, or quality. 


Oversight of Credentialing Activities (§4.8.13.7) 


Amerigroup’s Credentialing Department oversees credentialing, re-credentialing, 
recertification, and reappointment activities. There is a DHCFP-approved written description 
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of all oversight activities and accountability. We monitor to ensure that all credentialing and 
re-credentialing is done in accordance with Amerigroup, DHCFP, and NCQA standards.  


Retention of Credentialing Authority (§4.8.13.8) 


We have written policies and procedures for approving new practitioners and sites and for 
suspension, reduction, or termination of practitioner privileges. 


Reporting Requirement (§4.8.13.9) 


Written policies and procedures guide our process for reporting serious quality deficiencies 
resulting in suspension or termination of a practitioner to the appropriate Nevada and federal 
authorities, including the Secretary of Health and Human Services and the Inspector General 
of Health and Human Services. 


Provider Dispute Process (§4.8.13.10) 


We have written policies and procedures approved by DHCFP for the current MCO Contract 
that address when a provider disputes our decision to deny, reduce, suspend, or terminate a 
practitioner’s privileges. These disputes are considered an appeal and are tracked and 
processed accordingly. 


Providers, regardless of their State licensure or contract status with Amerigroup, are subject to 
all aspects of the IQAP, especially those elements such as office and medical records audits, 
quality reviews, and member satisfaction or grievance reports that indicate their continued 
qualification to perform services for Medicaid and Nevada Check Up members. When we 
discover poor provider performance or providers who are not qualified, we take the necessary 
and appropriate steps from establishing a corrective action plan with the provider up to 
termination from the network. The Annual Program Evaluation includes a summary of our 
mature credentialing activity.  


 Standard X: Recipient Rights and Responsibilities (§4.8.14) 


We have met the member rights and responsibilities standard as part of our 
NCQA accreditation and continue to maintain a strong commitment and respect for our 
members including the following:  


 Members with chronic conditions may select a specialist within a medical home as a 
primary care physician. 


 Members have the right to receive information on available treatment options and 
alternatives, presented in a manner appropriate to the member’s condition and ability 
to understand. 
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 We have the latitude to include additional recipient responsibilities in our member 
communications. 


 We train our Member Services Representatives and Member Advocates and Outreach 
employees to respond to member questions, explaining their rights and responsibilities. 


Member Rights and Responsibilities—Written Policies and Procedures (§4.8.14.1-2) 


We advise members about their Rights and Responsibilities through multiple means. First, 
when they enroll with us, members receive a New Member Packet in the mail with all 
pertinent information about our services. Included in this New Member Packet is a Member 
Handbook that outlines all the member’s Rights and Responsibilities. We initiate new member 
mailings monthly that include each member’s ID card, member handbook, provider directory, 
Advanced Directive regarding Living Wills, and other information.  


Communication of Policies to Providers (§4.8.14.3) 


Our provider manual educates providers about 
member Rights and Responsibilities and we send it 
to all new providers. Our provider website includes 
the rights and responsibilities information and also 
has a digital copy of the provider manual.  


Communication of Policies to Members (§4.8.14.4) 


Member Rights and Responsibilities are also 
available online at the member website in a digital 
version of the member handbook. We advise 
members that they can access this online information at any time to learn about their member 
Rights and Responsibilities.  


We review the member handbook and provider manuals annually and as needed to ensure 
compliance with NCQA standards and DHCFP Contract requirements regarding member 
Rights and Responsibilities. We will add any new member rights and take advantage of the 
opportunity to include additional responsibilities when the member and provider handbooks 
are updated annually under the Nevada Contract. 


Our member materials, approved by DHCFP, communicate expectations for member’s to take 
responsibility for their own care. We supply members with condition or disease specific 
information to support this form of quality education and care management. 
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Recipient Grievance and Appeals (§4.8.14.5) 


Our claims adjudication system houses and integrates our grievance, appeals, and Fair 
Hearing documentation to track receipt for response timing, substance of the grievance, 
resolution, and escalation as well as the grievance and appeals logs. All data entered is stored 
in the IAP for retrieval, analysis and trending.  


Our DHCFP-approved grievance and appeals procedures give direction and structure to the 
process. In compliance with DHCFP requirements, we resolve 90 percent of written, 
telephone, or personal contacts from members and providers for appeals within 30 calendar 
days of the date of receipt and for grievances within 90 days of receipt. To ensure compliance 
and proper documentation in responding to provider inquiries, a written log is maintained that 
includes the nature of the complaint, the date filed, dates and nature of actions taken, and 
final resolution. 


The quality employees conduct quarterly audits of grievances and appeals, identifying the top 
three categories for deeper analysis with a focus on determining barriers and solutions to the 
identified issues for implementation.  


The MAC and the QMC monitor grievance, appeal, and Fair Hearing data on a quarterly 
basis. Result analysis performed by these committees, which are comprised of departmental 
leaders and community practitioners, enables them to participate in quality improvement 
efforts. We report quarterly to DHCFP and annual data is reported through the IQAP annual 
evaluation.  


Figure 5.1.11.5-7. Amerigroup’s Rate of Member Grievance and Appeals Remains Low 
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As an example, our IQAP team conducted a drill-down analysis on the three highest 
categories to understand the key issues driving these grievances and what action appropriate 
to the complaint was taken. The three categories were eligibility, reimbursement/balance 
billing, and dissatisfaction with providers. We are collaborating with DHCFP to address 
eligibility concerns. The drill-down on balance billing showed that predominantly, grievances 
were associated with members using out-of-network and out-of-state providers. We continue to 
address each of these on an individual basis with education and offers for reassignment to 
network providers. The provider dissatisfaction analysis showed issues were with a limited 
number of providers. All providers were referred to Provider Relations for follow-through. 


In 2011, the highest volume appeal category (57 percent) was providers challenging denials 
for lack of demonstrated medical necessity to support payment of the claim. Forty one percent 
of submitted appeals were dismissed or withdrawn. The trend continued in early 2012, and a 
QIP to decrease provider appeals by 10 percent was initiated.  


We referred a total of 36 issues for a State Fair Hearing in 2011 (an average of three per 
month). We collaborated with several members of Hospital Management to develop a process 
to review and resolve issues in a real-time setting. This process has prevented any further State 
Fair Hearing requests from those specific providers. To date, in the first eight months of 2012, 
we referred 32 issues for State Fair Hearing. This number is deceptive, as one provider 
submitted 12 issues in August which were subsequently withdrawn, bringing the actual 
number to 20 or an average of 2.5 per month for a nearly 17 percent reduction. Six of the 20 
issues were the result of an out-of-date fee schedule held by a dental vendor that was 
immediately corrected so that claims could be paid.  


Recipient Suggestions (§4.8.14.6) 


We have two primary mechanisms for recipient input: participation on the HEAC described in 
Standard IV: Active QA Committee (§4.8.8.1-5) and through Case Manager and Member 
service employee daily interaction. The HEAC is designed to foster member representative 
input into the operations of the health plan through this formal mechanism. In newsletters 
and the member handbook, we invite our members to provide any suggestion or feedback 
regarding their experience. Informally, we encourage our employees to solicit, accept, and 
forward recipient suggestions during their routine contacts with each member. 


Steps to Assure Accessibility of Services and Information Requirements (§4.8.14.7-8)  


Our member handbook and our new member Welcome Calls are the primary mechanisms to 
educate members on services available and the methods to access those services, whether the 
care is routine, urgent, or emergent and whether it is in the service area or out of area. We 
monitor practitioner availability for primary care practitioners, high-volume specialty care 
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practitioners, and high-volume behavioral health practitioners. We also conduct quarterly 
assessment of accessibility through GeoAccess® and report results to the QMC along with an 
analysis of member access complaints. We take corrective steps for any identified trend or 
pattern. 


We assess performance against access standards quarterly using GeoAccess and report the 
results through the IQAP. The Annual IQAP Evaluation includes a summary of results 
showing the number of providers in each category within the 25-mile standard.  


 99.96 percent of members have at least one PCP per 1500 members within 25 miles 


 100 percent of the following providers are within 25 miles of members with desired 
access: 


 202 BH providers 


 2409 Specialist providers 


 88 Physical Therapy providers 


 39 Occupational Therapy providers 


 36 Speech and Language providers 


 13 Hospitals 


We achieved 100 percent performance for provider access within 10 miles of the member with 
one exception known to DHCFP. In a rural area of Washoe County, there are no OB/GYN 
specialists within the 10-mile radius of the 29 members affected. We alerted both the affected 
members and DHCFP of this situation. We continue to monitor the lack of this one specialist 
category and will take action if member health is jeopardized or a new OB/GYN specialist 
moves into the area. 


We use software to ensure that written materials are at an 8th-grade level and test readability 
and understandability with focus groups whenever new material is drafted. We monitor 
languages and ethnicity on a regular basis. In our most recent analysis, English (81.5 percent) 
and Spanish (16.5 percent) are the two languages that meet the Nevada threshold.  


Confidentiality of Patient Information (§4.8.14.9) 


Confidentiality of member information is vital to our employees and our providers. Our 
policies and procedures, HIPAA compliance, employee education and training, and provider 
site audits support the philosophy and practice for confidentiality. When a breach occurs, the 
Privacy Officer conducts a risk assessment to determine the extent of the breach and the 
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potential for harm, notifies the affected individuals according to our DHCFP-approved 
notification process, and takes action up to and including notification of law enforcement. 


Amerigroup Safeguards 
We require our employees to complete annual recertification regarding HIPAA policies, that 
include training on Protected Health Information (PHI) and Individually Identifiable Health 
Information (IIHI)and procedures for notification and escalation if an employee discovers a 
breach in privacy as part of their routine duties.  


We clearly define the potential areas where the physical security of PHI and IIHI must be 
protected as any cubicle, office, conference room or other location such as a home office, 
either permanent or temporary, where an employee performs any work functions related to 
our business. We routinely review physical safeguards with employees and have put in place 
mechanisms to ensure the safety of protected health information. Our policies and procedures 
cover paper, electronic files and discs, computers, voice mail, and desktops. We protect our 
buildings and departments with a security key card (proximity token) access. Corporate 
Security must approve requests for access to buildings, departments and rooms. 


Violations of any of the security or privacy criteria in any of the policy and procedure may 
result in counseling, suspension or immediate termination, depending on the severity of the 
violations. Employees who witness any violations must report them immediately to their 
immediate supervisor or to the established Compliance Hotlines. 


Provider Facilities 
As part of our credentialing of physicians and contracting of other providers, we routinely 
conduct office site visits to ensure that providers guard against unauthorized disclosure of 
PHI and IIHI. The standardized form used to conduct the audit includes standards for the 
protection of member information. Providers who do not meet the standard are not included in 
the network until the deficiencies are corrected. As an example, an Urgent Care Facility asked 
to be approved for our network. We performed a site visit and found non-compliance with 
physical plant and privacy standards. In addition to the physical plant concerns dealing with 
refrigeration and hand washing, the facility did not address the following confidentiality of 
member information standards: 


 A patient bill of rights posted 


 HIPPA or PHI information in the new patient packet (only consent to disclose was 
included) 


 Medical License posted in the waiting area  
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We chose to not include them in the network. We reviewed the issues identified were reviewed 
with the office manager during an exit interview and invited the Urgent Care Center to 
resubmit the request when all non-compliant items were addressed. 


Treatment of Minors (§4.8.14.10)  


Our written policies and procedures, approved by DHCFP, include applicable language 
regarding the treatment of minors. Specifically, the treatment of minors is covered in our 
Member Privacy Rights, Disclosure of PHI, and Member Correspondence policies as each 
relates to minors. 


Minors are defined in our policies to include emancipation situations related to pregnancy, 
parenthood or by the courts and special protections for mental health, substance abuse, family 
planning and sexually transmitted diseases. We maintained a current centralized database of 
applicable state laws for employees to reference regarding consents. We also define parents, 
guardians, person acting in loco parentis, and personal representatives, as each applies to 
consents and release of information regarding minors. 


Assessment of Recipient Satisfaction (§4.8.14.11)  


Morpace, an NCQA–certified external survey vendor, annually administers the CAHPS® 
member satisfaction survey for us by, using the survey protocol defined in current HEDIS 
specifications. We currently perform CAHPS surveys on our child, adolescent, and adult 
members. We will comply with the RFP contract requirements to perform a CAHPS survey on 
Children with Chronic Conditions, as directed by DHCFP. 


In February 2012, Morpace randomly selected 2,145 Amerigroup Nevada members to 
participate in the 2012 CAHPS® 4.0H Child Medicaid Survey. 


This protocol included mailing a questionnaire with a cover letter addressed to the parent or 
guardian of the child member. For those selected members who did not respond to the first 
questionnaire, Morpace sent a second questionnaire with a cover letter encouraging 
participation. If a selected member still did not respond to the questionnaires, they placed at 
least four telephone calls to complete the survey. In an effort to increase response rates, we 
elected to leave a voicemail message on the first telephone attempt. We offered members the 
option to call the toll-free number provided, and they could complete the survey at that time. If 
the member did not call the toll-free number, Morpace implemented the standard telephone 
protocol. 


Morpace conducted a Key Driver Analysis of the results to understand the impact that 
different aspects of plan service and provider care have on members’ overall satisfaction. They 
assessed scores both individually and in relation to each other to identify the importance of 
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individual issues (correlation to overall measures) and current level of performance on each 
issue (score above/below Medicaid mean). Key drivers help identify areas of high priority for 
improvement. 


We received the most recent member satisfaction report from Morpace in July, 2012 and are 
in the process of analyzing the findings and implementing actions as part of the “Investing in 
Quality” Team described in Analysis of Clinical Care and Related Services (§4.8.6.5). We are 
monitoring results on a monthly and quarterly basis and will adjust our interventions, as 
necessary, to maintain continued improvement. 


We share the results of the CAHPS survey with members through the member newsletter, 
annually. Figure 5.1.11.5-8 shows a barrier analysis and proposed actions based on the QMC 
review on August 20, 2012 and our MAC review September 18, 2012.  
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Figure 5.1.11.5-8. 2012 CAHPS Survey Amerigroup Nevada MAC and QMC Recommendations 
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 Standard XI: Standards for Availability and Accessibility (§4.8.15) 


Members value timely access to medical care and telephone inquiries. We monitor 
primary care and behavioral health practitioner appointment and after-hours accessibility 
annually against our standards, and initiates actions, as needed, to improve. Our IQAP team 
measure standards through CAHPS® survey results, rate of member complaints, Access 
Survey Results, and After-Hours Surveys. We also monitor member service access on a 
regular basis and initiate actions when needed to improve performance.  


In 2012, the CAHPS® survey results for “getting appointment for child as soon as needed” 
had a statistically higher rate of 83 percent compared to 74 percent in 2011. A 
multidisciplinary team reviewed the information and surveys and determined the following 
opportunities for improvement.  


 Identify key PCP groups without afterhours access and work with them to extend their 
practices  


 Develop provider incentive compensation  


 Implement a program targeting increased access and new recruitment for provider 
availability  


Table 5.1.11.5-2 Member Service Telephone Access Measures Exceeded 2011 and 2012 
Performance Goals 


Measure  Goal  2011 Performance  2012 Performance 


Member Service ASA in seconds  Less than 30 seconds 


15.4 seconds 
 


Exceeding the goal 
by 49% 


6.33 seconds 
 


Exceeding the goal 
by 79% ‐ a one year 
improvement of 


30% 


Member Service Abandon Rate  Less than 5% 


1.95% 
 


Exceeding the goal 
by 61% 


0.39% 
 


Exceeding the goal 
by 92% ‐ a one year 
improvement of 


31% 
 


Another method for accessing care is the Nurse HelpLine, which offers 24/7 access to 
members with questions regarding their current health status. The Nurse HelpLine 
performance met all goals for answer and abandonment rates in 2011. In addition, use of the 
Nurse HelpLine increased 43 percent from 2,136 calls in 2010 to 3,060 in 2011. We continue 
to encourage members to use the Nurse HelpLine through member newsletters, provider 
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updates, provider newsletters, Ameritips distribution at health fairs, open enrollment events, 
through provider offices, and community-based organization activities, and by enclosures in 
health plan member communications. 


See the Confidential Technical Volume for proprietary information. 


 


Additional information on how we meet specific Network Access and Availability standards is 
addressed in our response to Section 5.1.11.4.D. 


 Standard XII: Medical Record Standards (§4.8.16.1-3) 


We have documented medical record standards, approved by DHCFP under the 
current MCO contract, for our network providers; we measure conformance to these 
standards annually. This analysis of medical records allows us to evaluate documentation 
patterns, quality of care, clinical performance, and preventive health practice patterns. Our 
IQAP contains activities to monitor individual and aggregate provider indicators of quality to 
identify quality of care issues and patterns, including evaluation of severity and frequency. 
Our IQAP Department monitors and evaluates individual practitioner performance in the 
areas of quality and administration. We report results to providers at least annually. We use 
the peer review process up to and including written procedures for taking appropriate 
remedial action, as needed, to maintain safe practices throughout the network.  


In 2011, we reviewed a total of 445 medical records for compliance with documentation 
requirements using tools specifically designed for different practice settings and including a 
section to audit documentation of cultural needs such as race/ethnicity or spoken language. 
Additional documentation of compliance with clinical practice guidelines or HEDIS 
measurements include ADHD, Adult Preventive, and prenatal/postpartum care.  


We piloted the survey tools and review process in the first half of 2011 at five provider sites. In 
the second half of 2011, we accepted the validity of the tool and expanded the review process at 
20 of the largest provider offices. Of the 445 medical records reviewed, 360 medical records 
were reviewed for compliance with EPSDT requirements. 


Eighty-two percent of all medical records met requirements of the Practitioner Clinical 
Medical Records section. Three of the office sites had consistent opportunities for 
improvement of documentation in problem lists, preventative services, smoking cessation and 
continuity, and coordination of care and advance directives; all opportunities were 
immediately addressed with the providers. Review of EPSDT requirements in the charts 
showed only 69 percent compliance. The Quality Nurse Reviewer provided feedback and 
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education to providers specific to individual reviews, with consistent emphasis on lead 
screening, hearing and eye screenings, and TB screening.  


All reviews included an exit meeting where the Quality Nurse Reviewer provided feedback on 
areas of opportunity, education materials, EPSDT periodicity charts, well-exam templates and 
other forms, as well as Clinical Practice Guidelines. For providers that did not meet the 
minimum standard of 80 percent compliance, a follow-up visit(s) was scheduled and 
completed. We found all providers in compliance upon follow-up review in 2011. In 2012, we 
expanded reviews to include OB/GYN practitioners, providing additional materials such as 
Coding Quick Reference Guides to enhance provider/office staff knowledge of quality 
measures and coding accuracy as well as diverse selection of Ameritips and other educational 
materials for members.  


 Standard XIII: Utilization Review (§4.8.17) 


UM includes monitoring and reporting of service utilizations: Prior 
Authorization, Concurrent Review/Discharge Planning, and Ancillary Services. We structure 
our programs to ensure that our members receive the highest level of quality services as timely 
as their medical condition indicates, using approved medical and behavioral services approval 
criteria to ensure the right services at the most appropriate level by the most appropriate 
healthcare provider. These programs work in a collaborative manner throughout the care 
continuum. We gather data on each program and its activities, which allows us to monitor our 
effectiveness and identify opportunities for improving our cross-functional approach. 


Our IQAP, CM, and UM processes are fully integrated between physical, behavioral, and 
psychosocial services. Behavioral health issues cross all populations at different levels of 
severity. Over 35 percent of our Nevada members with one or more co-morbidities have a 
concomitant behavioral health diagnosis. In Nevada, where full behavioral health services are 
managed by our health plan, we implement and incorporate all levels of quality oversight for 
behavioral providers and processes.  


Collaboration with our providers is critical to establishing more efficient patterns of 
utilization. We facilitate provider access to data, information, and systems that eases the 
administrative burden of review and approval processes and supports the most effective 
delivery of services. Here are just a few examples: 


 We provide real-time authorizations in response to telephone, fax, and online requests 
from providers. Upon receipt, requests are automatically routed to UM professionals 
who guide providers through the authorization process.  
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 We continually evaluate the list of services requiring prior authorization to stay current 
with industry best practices and utilization guidelines. As a result, we may remove 
certain services from the prior authorization list.  


 We provide evidence-based, clinical practice guidelines, new technologies, and best 
practices to help providers in delivering optimal care for members.  


 We conduct workshops for providers on relevant topics. 


 We share information on available continuing medical education credits through the 
United States Department of Health and Human Services website.  


Written Program Description (§4.8.17.1)  


Our current written Utilization Management program description incorporates 2011 NCQA 
standards. The purpose of the UM program description is to ensure that eligible members 
receive the most clinically appropriate services in the most efficient manner possible and to 
enhance consistency in reviewing cases by providing a framework for clinical decision-
making. The description covers all of the components within NCQA standards. The UM 
Program provides relevant UM information to the IQAP for quality improvement activities. 
This includes identifying quality of care concerns, disproportionate utilization trends, adverse 
access patterns, and lack of continuity and coordination of care processes. 


Utilization Management Scope (§4.8.17.2) 


The scope of the Utilization Management Program includes activities related to inpatient and 
ambulatory care and collaborates with other departments within HCMS in care coordination, 
discharge planning, and Case Management to meet the physical and behavioral healthcare 
needs of its members. It adopts an integrated medical management model based on the 
physical, behavioral, and social needs of eligible members. The UM program, in collaboration 
with other departments such as Integrated Disease Management Center, Pharmacy Program, 
and Case Management, facilitates the delivery of the most appropriate medically necessary 
care to eligible members in the most appropriate setting. The UM Program coordinates with 
the National Pharmacy Program. 


Utilization Management—Nevada-based 


We have a singular focus on serving the healthcare needs of those enrolled in public sector 
healthcare programs. Because of this focus, we concentrate our UM efforts on engaging 
providers in productive dialogue regarding authorization of behavioral health and physical 
health services to ensure that members receive the level of care that drives the best health 
outcomes.  
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Rather than using UM as a mechanism for authorization or denial of requested service, we 
use it to creatively address our members’ health challenges. Efficiency, accountability, and 
results drive our UM program design and operations. We strive to identify and implement 
industry best practices to positively impact our members, providers, and State customers. Our 
UM program blends clinical integrity with operational efficiency and customer compliance 
and demonstrates a strong commitment to accountability for Nevada’s budget dollars.  


We base length of stay for a member’s request for hospitalization or surgery on the needs of 
the member, rather than on arbitrary limits or traditional utilization controls. An assigned UM 
Nurse manages members who are hospitalized or receiving surgical services. The clinical 
review drives authorization for covered services as determined by clinical guidelines and 
individual needs. Subsequently, the UM Nurse, working with the hospital, hospitalists, and 
specialists, monitors and continually reviews the case to determine discharge readiness and to 
facilitate discharge planning. Some members might need extended coverage as identified by 
the concurrent review of individual needs, severity of illness, and services being rendered. The 
UM Nurse has the authority to extend the hospital stay or other services as needed. 


Pre-Authorization and Concurrent Review Requirements (§4.8.17.3)  


We use Nevada Medicaid Services Manual, InterQual® Level of Care Criteria and Behavioral 
Health Guidelines, and Aetna’s Clinical Policy Bulletins (CPBs) to review medical necessity 
and appropriateness of both physical and behavioral health services. These criteria and 
guidelines are industry standards for medical necessity review and are widely used by health 
plans, hospitals, and government agencies. They provide a rules-based system for screening 
proposed medical care based on patient-specific, best medical care processes and consistently 
match medical services to patient needs based upon clinical appropriateness. 


 The criteria’s comprehensive range of level-of-care alternatives is sensitive to the 
differing needs of adults, adolescents, and children. When using the criteria to match a 
level of care to the member’s current condition, all reviewers consider the severity of 
illness and co-morbidities, as well as episode-specific variables. Their goal is to view 
members in a holistic manner to ensure that they receive necessary support services 
within a safe environment optimal for recovery.  


 We supplement Nevada Medicaid Services Manual, InterQual Criteria, and Aetna’s 
CPBs with review guidelines. In addition to these standards, we reference national 
guidelines produced by healthcare organizations such as individual medical and 
surgical societies, NIH, and the CDC.  


 Our Medical Policy Committee reviews, updates when appropriate, and approves 
criteria and guidelines used by Amerigroup annually. We seek input from the MAC, 
representing practitioners with knowledge of local delivery systems. The Medical Policy 
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Committee also reviews and approves policies and procedures for application of 
medical necessity criteria annually. 


There are several ways a provider may request authorization for a service or prescription: call 
or fax to our Provider services line, or online submission. In addition, through our Provider 
website, we offer a real time, online automated approval process based on specific business 
rules for both pharmacy and medical authorizations. Our website also allows providers to 
submit an appeal and view authorization status.  


Qualified Clinicians 


We have seven UM clinicians who perform the following activities during the review process: 
1) review request using the previously described medical necessity criteria; 2) if criteria is not 
met, the Medical Director reviews the request, 3) if authorization is denied, we send adverse 
medical determination and denial and appeal process notifications. Figure 5.1.11.5-9 shows 
our authorization prior authorization review processes. 


Figure 5.1.11.5-9. Our Streamlined, Provider-Friendly Authorization Process  


 


Our UM team has adopted a proactive approach to ensuring services that are required never 
lapse. For Nevada, we have developed an innovative State-approved process of tracking 
authorizations scheduled to expire. In this process, we contact the authorized provider and 
member to determine if the service needs to be continued, prior to the end of the authorized 
period. 
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Consistent Application of Review Criteria 


Since 2009, our Nevada UM nurses and medical directors have participated in our inter-rater 
reliability (IRR) assessments that determine our consistency in applying our nationally 
recognized standard of care criteria sets (Figure 5.1.11.5-10). The UM IRR threshold is 80 
percent. In 2012, all UM Adult care nurses received 92 percent, our Pediatric UM nurses 
achieved 87 percent and our Medical Directors averaged 85 percent for all three IRR reviewed 
criteria. Our IRR results are reported to the Nevada health plan leadership; Health Care 
Management Services (HCMS); the Corporate Chief Medical Officer and designated 
Corporate National Medical Directors; the Corporate Quality Improvement Council; and 
other identified Nevada stakeholders.  


Figure 5.1.11.5-10. Inter-Rater Reliability Exceeds the 80 Percent Threshold 


 


The Clinical Operations’ Director at Amerigroup Corporation is responsible for administering 
the IRR program for all employees who apply criteria to determine medical necessity and who 
have successfully completed their ninety-day probationary period. During the probationary 
period, the UM manager of the new employee monitors the employee’s work including 
application of criteria. After successful completion of the probationary period, the employee is 
subject to the IRR testing cycle.  


We maintain a series of internal controls and targeted training requirements for all clinical 
staff to foster this conformity. In addition to monitoring clinical staff training, the clinical 
compliance program also guides our inter‐rater reliability audit practices and protocols. Upon 
completion of the assessment, we review the results and take corrective actions as indicated. If 
the clinicians do not achieve the threshold percent required by the State, we institute 
individual action plans that include specific remedial tasks such as individual counseling by 
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the employee’s manager, formal retraining on criteria, or retesting through the IRR audit and 
a timeline for these. 


Amerigroup makes UM criteria available to practitioners upon request. If a medical necessity 
decision results in an adverse determination, practitioners are welcome to discuss the denial 
decision with an Amerigroup Medical Director. This collaborative approach allows us to 
ensure all necessary information is included for decision making. 


The need for precertification is described in the provider manual and on the provider website 
and lists out the specific services that require plan approval. Precertification is required on 
selected services to ensure timeliness and appropriateness of care, including:  


 Planned (elective) inpatient admissions 


 Certain outpatient surgeries and procedures such as tonsillectomy and gastroscopy  


 Non-emergent, out-of-network, out-of-state services with the exception of covered 
EPSDT, family planning, and women’s preventive health services 


 Home health services 


 Durable medical equipment  


 Rehabilitation services and therapies such as speech, physical, occupational, and 
cardiac rehabilitation 


 Certain medications, such as pain management and injectable drugs  


 High-cost radiology  


 Outpatient psychosocial rehabilitation services  


 Out-of-network and out-of-state services 


We notify providers when we make an adverse decision and make provider appeal and 
grievance decisions based on available information and within the time frames set for by 
DHCFP. 
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Standard XIV: Continuity of Care System (§4.8.18) 


We maintain policies and procedures that are used by our Medical Management staff to 
ensure that we implement a comprehensive system to promote continuity of care and case 
management. We realize that the Medicaid and Nevada Check Up populations require our 
employees to use specific procedures to promote continuity of care services as deemed 
medically necessary to avoid adverse impacts upon our new or existing member’s health 
status.  


We are concerned about issues related to continuity of care when existing members change 
PCPs or move from one health plan to another. For example, we provide continuity of care for 
a new member who is being treated by a non-participating provider. Our policies and 
procedures outline clear guidelines for ensuring that new members receive medically 
necessary care from providers that they have seen prior to enrolling with us for a period of 
time. In the interim, we work to either move the member to a network provider as soon as 
clinically indicated or bring the provider, if qualified, into our network.  


As we identify members who need continuity of care coordination, Case Managers obtain 
necessary information to determine the member’s health needs based on clinical criteria or 
protocols. We facilitate the transition of referrals and authorizations and register them in the 
core operations system. For members in the third trimester of pregnancy who are seeing a 
non-participating provider, the Case Manager approves the continuation of services by this 
provider unless the member wishes to change to a participating practitioner. 


After determining the need for continuity of care coordination and gathering information as 
part of the initial assessment, the Case Manager consults with the Medical Director to 
determine if continuing with the current provider is medically necessary. If so, one or more of 
the following occur:  


 We approve services by the non-participating provider at the appropriate out-of-
network rate or at a negotiated fee schedule. 


 We consider the provider for recruitment into our network. 


 The member is transferred to a network provider once the condition is stable or if 
he/she requires long-term treatment available from a participating provider. 


 We facilitate coordination of services beyond the PCP and specialists using our 
established linkages with community organizations. 


 We notify the member of his/her right to a second opinion at no cost. 
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Our Case Management Program (§4.8.18.1-2) 


We deliver a robust Case Management program designed to identify member needs and 
address them in a person-centered, holistic manner. This approach focuses on the 
development of realistic, measurable goals and the involvement of all providers, services, and 
resources required to assist members to achieve these goals. Through careful coordination of 
Case Management and disease management activities, we provide the right care in the right 
place at the right time, resulting in positive health outcomes for members.  


Case Managers ensure that appropriate referrals are made for services and share pertinent 
information among providers. Case Managers also ensure that information is provided to 
members and providers regarding the availability of treatment. The activities of care 
coordination, disease management, and discharge and transition planning are all part of case 
management. 


Our Case Management program addresses the complex needs of members with serious and 
complicated medical or behavioral health. Case Management activities include predictive 
modeling, the development of individual care treatment plans, and supporting primary care 
provider/specialist treatment of members. 


Identification 


Our Real Solutions® Health Care Insights suite of predictive models facilitates prospective 
identification and referral for specialized Case Management of members with elevated risks or 
ongoing medical or behavioral health conditions. Each month, we perform a detailed analysis 
of member data to identify those who require Case Management. We manage several tools to 
further focus our efforts at identifying at-risk individuals. Predictive modeling allows us to 
monitor members with healthcare needs that may lead to high-intensity intervention. By 
following them closely, we are frequently able to intervene earlier to facilitate use of 
appropriate lower-level care. Examples of our predictive modeling follow: 


 Complex Needs. Stratifies members into four levels of intensity 


 Imminent Hospitalization. Assesses data related to utilization of hospital services, 
diagnoses, and demographics to predict inpatient admission within 60 days 


 Future Neonatal Intensive Care Unit (NICU) Services. Incorporates screening for 
specific factors that have been statistically validated to be predictors for the future need 
for NICU services, such as history of preterm labor or birth, prior baby with low birth 
weight, or diagnosis of hypertension or diabetes 
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 Inappropriate ED Visits. Identifies members at risk for non-emergent and preventable 
ED use including visits for conditions that are more appropriately treated outside the 
ED 


Notification 


A key member of the case management team is the PCP. We notify PCPs to enlist their 
assistance in developing a comprehensive care plan requesting clinical and psychosocial 
information and sharing utilization information. We routinely advise the PCP when changes 
are made to the treatment plan and solicit the PCPs continued input. 


Assessment 


Amerigroup is committed to gathering the most complete and accurate information possible. 
We conduct all assessments in a way that is culturally sensitive to the needs and preferences of 
the member, including performing assessments in the member’s preferred language. 
Assessment data forms the foundation of all care planning and future healthcare 
interventions. 


Our six Case Managers use the Amerigroup Universal Assessment Tool, which builds the 
Universal Care Plan and includes assessment of monitoring of service coordination, for 
example, high-risk pregnancy, Children with Special Health Care Needs, and pain levels. 
Data captured through this process is stored in our IAP and supports many of the case 
management and quality activities.  


We are a member-centric organization. We believe that the member is in the center of their 
healthcare decision and processes. In order for them to make informed decisions, we promote 
shared decision-making among our staff with our members and between our providers and 
members. Educational materials in their prevalent language, high percentage of providers 
with different language abilities, and translation services ensure that the member is provided 
the information in a way they can best understand and use it. We target the identification of 
health literacy in our communications with our members. We include two health literacy tools 
in our comprehensive assessments with members – the REALM (English health literacy 
screening tool) and SAHLSA (Spanish health literacy screening tool).  


Amerigroup Case Managers conduct an in-depth, comprehensive, clinical and psychosocial 
assessment in which they gather information about: 


 Psychosocial needs 


 Supportive housing needs 


 General health status, including possible pregnancy 
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 Behavioral health status 


 ED usage 


 Hospital admissions 


 Medications 


 Health care utilization history 


 Functional capacity and the need for supportive services, special needs 


 Preventive healthcare history 


 Delays in child development 


The assessment uses branching logic to probe into more than 20 potential clinical areas for 
risk factors.  


Prioritizing Care  


At the conclusion of the assessment, the Case Manager assigns the member to one of five 
acuity levels to further define the level of case management needed.  


Table 5.1.11.5-3. Acuity/Risk Levels Align Care Management with Member and Family Needs 
Acuity Levels Criteria Frequency of 


Contact 
Complex/ 
Catastrophic 


The member’s medical, psychosocial, safety, and/or 
functional status is extremely unstable; uncontrolled 
utilization of acute care; lack of Care Plan progress and/or 
adherence due to instability; requires intensive trans‐
disciplinary interventions and monitoring. 


Weekly 


Severe Risk The member’s medical, psychosocial, safety, and/or 
functional status is severely unstable; frequent admissions 
or e‐admissions; lack of Care Plan progress; requires very 
frequent interventions, adjustment, and monitoring of the 
Care Plan to increase the likelihood of adherence and goals 
achievement. 


Every one to two 
weeks 


High Risk The member’s medical, psychosocial, and/or functional 
status is unstable, requiring more frequent interventions 
and monitoring; exhibits a significant risk for admission or 
re‐admission to an acute care setting or safety risk. 


Every three to four 
weeks 


Medium Risk Services are well coordinated; however still requires 
support and follow‐up to ensure compliance. 


Every one to two 
months 


Low Risk Stable, safe environment and following an established Care 
Plan. Care management focuses on continued stability and 
increased likelihood of positive outcomes. 


Every two to three 
months 
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The Case Manager then coordinates communication among the Case Management team, 
including the member, parent or guardian, providers, and community resources. We provide 
all practitioners who serve the member with contact information so that they can call our staff 
for consultation and technical assistance if a member presents with disorders outside of the 
practitioner’s expertise, such as developmental delays or behavioral health conditions. With 
an early understanding of each member’s needs, we can quickly direct the member to any and 
all available services and programs.  


Amerigroup’s predictive model, the Chronic Illness Intensity Index (CI3), uses a tiered 
approach to examine multiple data sources and identify members with the most acute needs 
and those most at-risk for inpatient care. This tool is used to prioritize members for more 
immediate outreach by our Case Management team. CI3 incorporates review of physical and 
behavioral health conditions, utilization, and pharmacy use, providing us with a clear picture 
of all the specific risks for each individual.  


This model has proven to be reliable and accurate in determining the future risk for members 
at the individual and population levels. After CI3 assigns a score to each member, our 
predictive model filters their data through clinical criteria that prioritize individuals with 
clinically manageable conditions. Additionally, we use the Likelihood of Inpatient Admission 
(LIPA) index to identify members who are most likely to be admitted to the hospital, based on 
past inpatient utilization. Members enrolled in the highest levels of Case Management receive 
a monthly CI3 score, which drives re-stratification and program reassignment. 


Care Treatment Plan 


Our Case Managers prepare personalized care treatment plans based on the results of the 
assessment within 90 days of membership that maps out coordination of all services from 
caregivers and providers to help improve the member’s quality of life. We include the member 
in the development of the plan using information gathered during the assessment and from 
ongoing interaction with the member, their families, or caregivers.  


Care treatment plans guide members in reaching their treatment goals while avoiding any 
barriers along the way. Plans may include a combination of telephone and field-based services 
delivered by a multidisciplinary team to ensure that all medical, behavioral, functional, and 
social service needs are addressed. These plans also include member preferences, 
interventions for each diagnosis, short- and long-term goals, interventions designed to assist 
members in achieving goals and identification of barriers to meeting goals or complying with 
the care treatment plan. 


An effective care treatment plan also considers all services available to the member from the 
community, including State and county agencies, volunteer associations, and public assistance 
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programs. Our Case Managers coordinate all the input from these services with information 
from the member and PCP to create a comprehensive care plan. 


Designation of a PCP 


In an effort to support the best coordination of services for our members, we ask them to 
choose a PCP as their medical home. If they are unable to decide, we select one for them, but 
they are able later choose another PCP, if necessary. Our Case Managers support these 
member-provider relationships. 


Case Management Program Staffing (§4.8.18.3) 


Amerigroup uses a model to predict staffing needed to meet the service requirements of our 
members. We use this to identify the number of Case Managers to deploy. Please see Section 
5.1.10.1 for a more detailed description.  


We currently have six Case Management employees reporting to the Vice President of HCMS 
under the current Contract including: 


 Two Non-OB Case Managers 


 Two OB Case Managers 


 One Behavioral Health Case Manager 


 One Social Worker 


As a company that lives our mission, our commitment begins with recruiting and hiring Case 
Managers who share and support our vision, mission, and values. We reinforce this 
commitment through ongoing educational efforts to improve the knowledge, skills, and 
capabilities of the employees who serve our members. Our Case Managers are passionate 
about the service they provide and are committed to the members they serve. A foundation of 
this passion and commitment is the fact that they live in the same communities as our 
members and are representative of these areas.  


Our most recent employee satisfaction survey showed that our Case Managers are among 
Amerigroup’s most satisfied employees because they understand their mission and believe in 
their job, and they see the company as customer focused and caring about members. The 
survey also revealed that staff believes the company does a good job of serving members, thus 
demonstrating an alignment between staff perception and our capabilities. 


Because of our Case Management staff’s passion and commitment to serving members, they 
are focused on engaging these members in Case Management programs. Through techniques 
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such as motivational interviewing, Amerigroup Case Managers can successfully encourage 
members to participate in programs that promote positive health outcomes.  


Case Management Conditions (§4.8.18.4) 


Our Case Management services incorporate strategies of predictive modeling identification 
and stratification and comprehensive assessments to identify and target high risk members.  


Chronic Condition Case Management includes but is not limited to the following conditions: 


 Congestive Heart Failure (CHF) 


 Coronary Arterial Disease (CAD) 


 Hypertension (excluding Mild Hypertension) 


 Diabetes 


 Chronic Obstructive Pulmonary Disease (COPD) 


 Asthma 


 Severe Mental Illness 


 High-Risk or High-Cost Substance Abuse Disorders 


 Severe Cognitive and/or Developmental Limitation  


 Members in Supportive Housing 


 Members with Complex Conditions 


 Health Conditions that warrant case management such as cystic fibrosis, cerebral 
palsy, sickle cell anemia  


Case Management Strategies (§4.8.18.5) 


The following sections describe our Case Management strategies currently in place. 


 Patient-centered case management for members with complex conditions 


 Complex and integrated case rounds and clinical oversight 


 Training of and coordination between medical and behavioral health practitioners 


 Targeted behavioral case management 


 Case management for supportive housing 


 Case management for members with high-risk pregnancies 
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 Predictive modeling 


 Disease management methodology  


 Use of evidence-based clinical practice guidelines (CPGs)  


Patient-Centered Case Management for Members with Complex Conditions  
We work collaboratively with DHCFP to determine 
member race and ethnicity and organize interventions 
specifically designed to reduce or eliminate disparities 
in health care. Our innovative Case Management 
program promotes early identification and 
prioritization of members with the greatest risk levels 


helping to improve health outcomes associated with the following medical conditions: 


 Congestive heart failure (CHF) 


 Coronary artery disease (CAD) 


 Hypertension (excluding Mild Hypertension) 


 Diabetes 


 Chronic Obstructive Pulmonary Disease (COPD) 


 Asthma 


 Members with complex conditions 


 Health conditions that warrant case management such as cystic fibrosis, cerebral 
palsy, or sickle cell anemia 


Our model assesses each individual to identity the full range of needs, including physical and 
behavioral health, social support, and environmental deficits, and engages them in an 
integrated, member-driven, person-centered care treatment plan. We address concomitant 
behavioral health diagnoses as we evaluate the entire person’s conditions and health needs 
incorporating treatment plans for the following conditions: 


 Severe Mental Illness 


 High-risk or high-cost substance abuse disorders 


 Severe cognitive and/or developmental limitation 


 Members in supportive housing 
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Case Managers coordinate among all treating providers, including coordination of behavioral 
health and communities based organizations. In our experience, this model fosters improved 
communication among providers and other resources, better health outcomes, increased 
quality of care metrics, greater emphasis on 
disease prevention and management of chronic 
conditions, and improved access to specialty 
services. 


The cornerstone of our model leverages 
technology and data to identify members who 
would most benefit from Case Management, 
calibrate the intensity of the Case Management 
services to each member’s needs and establish a 
personalized care treatment plan that engages 
the member to improve their health status and 
adhere to their treatment plan.  


Our program considers the whole person while 
assessing each member’s physical, behavioral, 
and social needs. The Case Manager’s role is to 
engage members within identified risk 
populations follow them across healthcare 
settings, collaborate with other healthcare team 
members to determine goals, provide access to 
resources, and monitor progress. Case Managers 
work with members and their parents or 
guardians to identify specific needs and interface with the member’s providers, all toward the 
goal of coordinating access to quality, necessary and cost-effective care. They also facilitate 
member-directed care. 


We promote effective coordination among PCPs, specialists and behavioral health providers. 
Acting as the “integrator” of the process, this coordination occurs at three levels: 


 Enhanced Communication. Our integrated approach requires a high level of 
communication among treatment providers. This includes sharing relevant treatment 
information between physical and behavioral health providers. Our provider website 
includes tools to support these activities. 


 Communication Facilitation. Amerigroup Case Managers facilitate communication, 
acting as the hub around which these activities occur. After development of the care 
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treatment plan, the Case Manager shares this with the treating providers, delivering a 
copy of the plan to each one. 


 Regular Case Conferences. The Case Manager schedules and facilitates case 
conferences on a regular basis to move toward achieving treatment goals. These 
conferences can be scheduled with short notice so that all parties can share 
information regarding possible inpatient episodes or visits to the ED. Case conferences 
also provide a venue for members to share feedback with all involved parties. 


Complex and Integrated Case Rounds and Clinical Oversight 
Our clinical leadership, both medical and behavioral, seeks members with co-morbid 
conditions and actively collaborates as necessary to engage providers, members, and their 
families. 


 We conduct complex case rounds in which our physical and behavioral Medical 
Directors lead a multidisciplinary team of nurses, behavioral health clinicians, and 
social workers to strategize on meeting the holistic needs of members with complicated 
co-morbid needs. For individuals in treatment, clinical rounds offer an opportunity for 
UM and Case Management employees to anticipate risks that may compromise 
members’ sustained recovery and rehabilitation.  


For example, in support of a member with uncontrolled diabetes who is being 
discharged from a behavioral health facility, the behavioral health and medical clinical 
associates collaborate on an appropriate care treatment plan that brings diabetes under 
control while concurrently promoting sustained recovery for his or her behavioral 
health condition. 


 Additionally, when clinical rounds suggest that the member’s care treatment plan may 
benefit, our Medical Director may call the treating providers to discuss referral or care 
coordination strategies. This outreach, which is well-received by providers, ensures 
that cases in which members have complex medical and behavioral health components 
have appropriate clinical oversight.  


Training of and Coordination between Medical and Behavioral Health Practitioners  
Our training plan includes training of PCPs on behavioral health issues and behavioral 
health providers on integration and cultural competency. We introduce providers to a 
comprehensive provider website through which all providers can view information on 
behavioral health screening and care coordination tools.  


Our PCP training and our online resources educate PCPs about screening members for 
behavioral health disorders and provide guidance on when a member should be considered for 
referral to a behavioral health specialist. We also disseminate information on screening and 
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responding to members identified as having co-occurring mental health and substance abuse 
disorders and the importance of addressing both concurrently. 


Targeted Behavioral Case Management 
We directly manage behavioral health benefits for our members. Our operations fully 
integrate medical and behavioral health – including clinical oversight by medical and 
behavioral health Medical Directors, healthcare management, health information technology, 
claims, predictive modeling, and quality management functions. 


We currently manage a recovery- and resiliency-focused member-oriented behavioral health 
program that leverages a wide array of community-based supports to promote sustained 
independence for our members. This focus drives our coordination of care across both 
physical and behavioral health for members who have:  


 Severe Mental Illness (SMI) or Severe Emotional Disturbance (SED) 


 High-risk or high-cost substance abuse disorders 


Our Case Managers are skilled at structuring the array of support that best enable each 
member to remain in the community but also contribute to sustained recovery and resiliency 
through:  


 Review/coordinate/monitor wraparound services for the member 


 Deliver hands-on support through field-based case management 


 Develop/locate resources for the member in the community 


 Leverage psychiatric rehabilitation services and supportive housing, supported 
employment, and peer support  


 Ensure clinical continuity through outpatient follow-up, medication management, and 
family/support system engagement 


 Work with family/support system on education and guidance 


 Develop Crisis Plans to prevent, manage and, if necessary, access crisis services 


Amerigroup is strengthening our Case Managers’ skills to facilitate transformation in the 
lives of our members with mental illness through a focus on recovery. We have implemented 
an intensive two-day training for our Behavioral Health Case Managers. The training focuses 
on building practicing techniques that enable Case Managers to collaborate with members 
with SMI to create recovery-oriented care treatment plans that build on each individual’s 
strengths and foster self-determination. This includes identifying and linking members with 
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peer supports within their community. It also incorporates development of wellness action 
plans that reinforce recovery strategies, identify potential triggers, and act as a blueprint for 
crisis avoidance and management. The training also encompasses exercises that boost Case 
Managers’ coaching skills to promote sustained recovery. This training program teaches 
techniques and provides a theoretical background that links members with the skills and 
services they need to keep them on their recovery path. 


Our Behavioral Health team serving Nevada members participate in this training, enhancing 
our service to current members with behavioral health diagnoses, but also positioning us well 
should the State opt to remove the ability for members with SMI or SED to disenroll from 
managed care. 


Case Management for Supportive Housing 
We establish relationships with organizations throughout our services area to deliver 
supportive housing services, leveraging the successes of our affiliate health plan in Tennessee. 
Our Case Managers establish a plan of intervention tailored to each member’s needs that 
coordinates services from community organizations and housing facilities and ensures that 
members schedule medical and behavioral health appointments. For example, in Tennessee 
Amerigroup partners with Mending Hearts, supportive housing for women who have been 
incarcerated and who have co-occurring behavioral health and substance abuse disorders. 
Because they also accept children, we are able to secure the appropriate level of care for our 
members while still maintaining family unity, an important step in recovery. We will actively 
engage similar providers in Clark and Washoe counties. 


Case Management for Members with High-Risk Pregnancies 
We have established relationships with DHCFP’s District Offices in Clark and Washoe 
Counties, and we will collaborate to promote access to all available services for high-risk 
pregnant women. Coordination with these Offices is 
incorporated into care treatment plans for women with 
high risk pregnancies. 


Since 2009, we have implemented our full pregnancy 
management program in Nevada, Amerigroup’s 
Taking Care of Baby and Me®. This program provides 
each pregnant member with an array of services that support her and her newborn to provide 
the best opportunity to have a healthy baby and to be a successful mom. From identification 
through the birth of her child and the postpartum period, we support the member in each 
major stage, helping her achieve a healthy outcome. We address each case individually, one 
mom at a time, using innovative and proven strategies to identify, assess, inform, engage, and 
support our members. During the first six months of 2012, we achieved a 9 percent preterm 
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birth rate, significantly lower than the statewide average (2010) of 13.9 percent, according to 
the CDC and lower than our 2011 rate of 9.2 percent (Figure 5.1.11.5-11).  


Figure 5.1.11.5-11. Preterm Births at Amerigroup Significantly Lower than the State Average 


 


Through Taking Care of Baby and Me, we identify our pregnant members as early as possible 
through our welcome calls, enrollment information and routine Member Service interaction. 
Through the answers to key questions, screeners use our STORK (Statistical OB Risk) 
predictive model, refer members for follow-up. Members receive a risk score and are 
categorized into one of four groups: urgent, high, medium, or low. All members, including the 
low risk category group, receive informational materials. For those with risk factors and high 
scores, our specialized OB Case Managers conduct a thorough clinical assessment to further 
refine risk and develop individualized care treatment plans that correspond to each member’s 
risk level. For adolescent members who are pregnant, the care treatment plan reflects active 
engagement of the member’s parents or guardians when appropriate to facilitate a strong 
support system.  







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-237 
November 15, 2012 


Pregnant members are also referred to key resources: 


 Nevada Supplemental Nutrition Program for Women, Infants & Children (WIC) 
provides nutritious foods to supplement the diets of pregnant, postpartum and 
breastfeeding women, infants, and children under age 5 who meet WIC eligibility 
requirements. The Program, working through health professionals, provides 
participants with: 


 Food Instruments for supplemental foods at no cost 


 Nutrition and breastfeeding education 


 Information on immunizations, prenatal care, and family planning 


 Information about other family support services available in their community 


 Nurse Family Partnership of Nevada’s Nurse Home Visitors work with low-income 
young women who are pregnant with their first child to achieve healthier pregnancies 
and births, stronger child development, and a path toward economic self-sufficiency. 
The nurse conducts weekly home visits during the mother’s pregnancy and continues 
to follow the family until the child reaches 2 years old. Their focus is on eating healthy 
during pregnancy, maintaining doctor’s appointments, and ensuring the baby is 
current on immunizations. 


 Women’s Resource Centers provide mothers with assistance obtaining diapers, car 
seats, high chairs, formula, and other baby items. Other services include:  


 Pregnancy Testing  


 Peer Counseling regarding pregnancy options 


 Limited Medical Ultrasound to determine fetal activity and viability 


 Post Abortion peer counseling and support groups 


 Referral Services to local resources, such as financial, medical, legal, housing, and 
general assistance  


 Baby’s Bounty is a one-time assistance program regardless of how many children are 
in the family. Pack N’ Plays can be requested as part of the safe sleep initiative and 
other items available include bath tubs, diapers bags, toiletries, clothes, car seats, and 
baby swings (when available). The service is limited to Case Managers who must pick 
up and deliver the items to the home or hospital. 
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 Nevada 211 is a referral source for individuals to dial from their telephone for access 
to: 


 Basic human needs resource  


 Physical and mental health resources  


 Financial stability  


 Programs for children, youth and families  


 Support for older Americans and persons with disabilities  


 Volunteer opportunities and donations  


 Support for community crisis or disaster recovery 


 Text4Baby.org delivers three free text messages per week regarding pregnancy tips and 
educational information. The program lists their four goals as: 


 Demonstrate the potential of mobile health technology to address a critical national 
health priority: maternal and child health 


 Demonstrate the potential of mobile health technology to reach underserved 
populations with critical health information 


 Develop a base of evidence on the efficacy of mobile health interventions 


  Catalyze new models for public-private partnerships in the area of mobile health 


 Babies Are Beautiful through Valley Hospital program offers: 


 Referrals to a private OB/GYN physician (some restrictions may apply) 


 Help with filing Medicaid applications for financial assistance, or other help in 
determining the best payment option for expectant mother and referrals to Nevada 
Check-Up 


 Discounts for lab work and ultrasounds 


 Free prenatal education classes 


 Free access to a certified lactation educator for breastfeeding issues 


 Referrals to community agencies 


 Hospital preadmission registration 


 Free diaper bag filled with special gifts and educational materials 


 Family Ties of Nevada - http://familytiesnv.org/ is a family-run non-profit organization 
that provides information, education, training, outreach, and peer support at no cost to 
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families of children and youth with special health care needs and the professionals 
who serve them.  


 Southern Nevada Children First - http://www.childrenfirst-nv.org/ assist young, 
pregnant women and young families attain self sufficiency through: 


 Behavioral Health assessments 


 Transitional housing program for ages 16-22 years old 


 Assist in obtaining birth certificate and social security cards for clients 


 Address barriers 


 Life Skills Classes (must attend 1x/week) 


 Connect with subsidized housing 


 Education & Training Program for ages 14-18 years old 


 Volunteer opportunities for young, pregnant women who cannot work 


 Clinical services: intensive case management 


 21 beds in their housing unit 


In addition, our Case Managers in Nevada facilitate community-based visits for high-risk 
members. Field-based clinicians make home visits to monitor our members and assist them as 
necessary, for example, accompanying them to high-risk OB and Perinatologist appointments.  


We also offer specialized support for families whose baby is admitted to the NICU to ease the 
often stressful process and facilitate a safe transition home. We work closely with the 
Maternal Fetal Medicine practice to identify babies who are most appropriate for our NICU 
program including those who are  


 Expected to be in the hospital for more than two weeks and who are: 


 Equal to or less than 34 wks gestational age 


 Equal to or greater than 2000 grams birth weight 


 Require ventilator care 


 Require major surgery 


 Have major congenital anomalies 


The Case Management process specific for the NICU program is shown in Figure 5.1.11.5-12. 
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Figure 5.1.11.5-12. Case Management NICU Work Flow Leads to Healthier Babies and Shorter 
Lengths of Stay 
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The program experience proves that promoting early family education and involvement in 
their infant’s care has significant benefits to include: 


 Decreased parental stress, depression, and anxiety 


 Increased confidence in caring for the infant 


 Developmentally appropriate interaction with their infant 


 Improved readiness for their infant’s discharge 


 Decreased length of stay in the NICU 


In 2012, we actively collaborated with HealthInsight (a non-profit organization that served as 
convener), Nevada State Health Division and DHCFP, the other Medicaid managed care plan, 
and the three largest obstetrical practices in Nevada to develop a CMS Innovation Strong Start 
grant proposal. One component of the proposal included the adoption of Centering 
Pregnancy, an evidence-based model for delivery system reform adopted in several states by 
Amerigroup to improve outcomes for maternal and child health. This model uses a group 
setting to maximize the opportunity to educate women and to help them learn from each other 
and their shared experience. Once awarded, we will implement this for DHCFP. 


Predictive Modeling 
We use a systematic, prospective approach when identifying and prioritizing our members with 
a risk of poor health outcomes, the Chronic Illness Intensity Index (CI3). We use our 
DHCFP-approved CI3 predictive modeling tool, that is based on the Chronic Illness and 
Disability Payment System (CDPS), created from population health research work performed 
at University of California San Diego. Amerigroup continually performs research and 
analysis of its toolsets and will evaluate replacements when appropriate to improve results.  


Our CI3 system is recognized in the healthcare industry and in all 13 states where Amerigroup 
operates, including Nevada. Our approach employs our proprietary predictive modeling tool 
that synthesizes member data such as diagnoses, hospitalizations, ED encounters, 
expenditures, and demographics, to develop individualized risk profiles. This tiered approach 
(STORK assessment, COR score, and CI3 predictive model) is particularly useful for those 
members who are challenged with complex, interlocking behavioral and physical health 
conditions. Such members typically benefit most from case management. 


Disease Management Methodology is Employed for Case Management 
Amerigroup’s DM Program has Full NCQA Accreditation for Patient and Practitioner– 
Oriented Disease Management with the additional distinction of Performance Measures 
Reporting.  
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Our DM program employs a multidisciplinary, continuum-based care team approach to 
healthcare delivery that proactively identifies populations who have or are at-risk for 
established medical conditions. We provide secondary and tertiary prevention interventions 
based on a comprehensive, multidisciplinary, system-wide approach. Our model encompasses 
evidence-based guidelines and provider practice and member empowerment strategies to 
improve members’ health outcomes. DM supports the practitioner-member relationship, 
treatment plan, and care treatment plan; emphasizes the prevention of exacerbation and 
complications using cost-effective, evidence-based practice guidelines and member 
empowerment strategies such as self-management; and continuously evaluates clinical and 
humanistic outcomes with the goal of improving overall health. 


The Disease Management Programs include the following: asthma, bipolar disorder, coronary 
artery disease (CAD), congestive heart failure (CHF), chronic obstructive pulmonary disease 
(COPD), diabetes, HIV/AIDS,  hypertension, major depressive disorder, obesity, 
schizophrenia, substance use disorder, and transplants. Eight 
of out DM programs are accredited with NCQA.  


Our CI3 predictive model describes the overall illness burden 
of a member using a prospective risk score based on the past 
12 months of experience. The rank on the CI3 list 
demonstrates a member’s severity of illness and assists in 
stratification with higher ranked members referred to Case 
Management and lower ranked members referred to Disease 
Management. 


For members referred to DM, DM Case Managers conduct a thorough assessment to 
determine each individual’s risk/severity level, which drives the intensity of DM interventions. 
The DM assessment then results in assignment of each DM participant to one of three levels 
of support, as summarized in Table 5.1.11.5-4. 


Table 5.1.11.5-4. Defining the Need for DM Based on Member Assessment 


Level  Description 


1 – Mild  Member’s condition appears to be well‐controlled and there are no immediate needs. 


2 – Moderate 


Member has between one and three needs and is appropriate for DM. An assigned 
Case Manager contacts these members for initial screening and clinical assessment, 
and they receive at least bi‐weekly telephonic contact for three months or until the 
goals are met.  


3 – High 


Member has more than three needs identified and is appropriate for DM. An assigned 
Case Manager contacts these members for initial screening and clinical assessment, 
and they receive at least weekly telephonic contact for three months or until the 
goals are met.  
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Our DM program also includes other programs to drive health improvements – Healthy 
Families and smoking cessation. Our healthy behavior and fitness coaching for kids (our 
Healthy Families program)improves health outcomes, a key goal in Nevada, by reducing 
childhood obesity which can have both immediate and long-term effects on health and well-
being, including cardiovascular disease, diabetes, increased risk for bone and joint problems, 
sleep apnea, and social and psychological problems, such as stigmatization and poor self-
esteem. In Healthy Families, Amerigroup Nevada initiates an outbound call to offer to partner 
with parents in the identification of potentially overweight pre-teen children. Children ages 7 
to 13 who qualify are provided six months of healthy behavior and fitness coaching, including 
information about community resources. Amerigroup Nevada communicates program 
progress to the child’s PCP to reinforce the role of the medical home. 


Smoking cessation improves health outcomes by reducing smoking rates, especially among 
pregnant women, with a program in which more than 40 percent of participants have 
successfully quit smoking compared to mid-single digit success rates for the unassisted 
general population. (Nevada ranks 43rd among the states for smoking rates among adults, 
according to the Centers for Disease Control.) Amerigroup Nevada will offer a smoking 
cessation support program for adults 18 and older. This program includes individual cessation 
counseling (including outbound follow-up calls to participants), coaching to quit, cessation 
planning and support, and follow-up. 


Use of Evidence-based Clinical Practice Guidelines (CPGs)  
Amerigroup adopts and disseminates Clinical Practice Guidelines for acute and chronic 
medical and behavioral health conditions. Amerigroup, through a collaborative review 
process, involves board-certified practitioners from appropriate specialties in the development 
and approval of the guidelines. The Amerigroup Medical Policy Committee (MPC) maintains 
oversight of the review process. We distributed updated guidelines, approved by our local MAC 
in 2011(with 2012 review in process), to practitioners and posted on our provider website. 
Please see Standard II: Systematic Process of Quality Assessment and Improvement (§4.8.6) 
Subsection Use of Clinical Care Standards/Practice Guidelines (§4.8.6.4) for a detailed 
description of our Clinical Practice Guidelines and Review and Dissemination Processes. 


Case Management Innovations: 


Amerigroup proposes to share our corporate-wide expertise with DHCFP on the following 
innovative care coordination processes. We have implemented each of the following in at least 
one of our affiliate health plans, working collegially with the related state agencies.  


See the Confidential Technical Volume for proprietary information. 
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 Juvenile Justice. We acknowledge that care for individuals 
associated with the Juvenile Justice system is specifically 
carved out of this Contract, we offer our experience to 
DHCFP to implement a care coordination processes for 
youth exiting juvenile correctional facilities. In other 
Amerigroup health plans, we provide Case Management 
and linkage to community-based resources for 
transitioning youth across multiple domains, and we 
develop recovery-oriented transition planning. Transition 
plans reflect the appropriate level of care and recommended service array based upon 
the youth’s behavioral health and functional needs.  


 Pharmacy Medication Therapy Management. As an enhancement to our pharmacy 
management program, Amerigroup Medication Therapy Management (MTM) is 
conducted by specially trained clinical pharmacists working directly with the patient 
and prescribers. The program provides comprehensive medication management 
services aiming to ensure that each medication prescribed is appropriate for the patient 
in addition to being effective and safe and that the medication will improve clinical 
outcomes. Amerigroup’s MTM program is a collaborative effort between the 
pharmacist, the patient, the primary provider, and other members of the Real Solutions 
Amerigroup Medical Home team. Our MTM program includes several innovative 
strategies: 


 For members on multiple medications or those prescribed for chronic conditions, 
clinical pharmacists work with the Amerigroup Medical Home team to ensure that 
medications are appropriate, effective for their medical condition, safe with respect 
to co-morbidities and other medications being taken, and able to be taken by the 
member as prescribed. 


 The program leverages data to improve clinical outcomes, including mining of 
healthcare claims data such as pharmacy data through our CI3 predictive model. 
The CI3 uses this information to identify members eligible for outreach services 
and also prioritizes members for interventions based on their clinical severity. 


 The Pharmacy Lock-In program is both an MTM and a quality-based activity. 
When a member is identified who uses multiple pharmacies or has prescriptions 
from multiple providers, we reach out to the member and allow them to select a 
single pharmacy for receiving prescriptions. The pharmacist evaluates utilization 
and works with the prescriber and the member to identify and reduce duplicate 
prescriptions, drug-drug interactions, and overuse. 
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Amerigroup’s MTM program has shown return on investments (ROI) ranging 
from 2:1 to 8:1 depending on the level of activity and focus. The ROI reflects an 
ability to decrease hospital admissions, physician visits, and ED admissions and 
reduce the use of unnecessary and inappropriate medications. 


 Telemedicine. Especially in rural Nevada, a potential barrier to quality in the rural 
region is limited access to specialized behavioral health providers. In various parts of 
the country, Amerigroup is now exploring Real Solutions through collaboration with 
regional medical centers and large outpatient providers, such as Community Mental 
Health Centers, to establish telepsychiatry partners that can expand access for 
members in underserved regions.  


For example, our Georgia health plan collaborates with the Georgia Partnership for 
TeleHealth, Inc. Through active engagement, the State has seen a 200 percent increase 
in telemedicine encounters between 2008 and 2010. Amerigroup is committed to 
exploring similar programs throughout Nevada. 


 Enhanced Nevada’s care coordination with our Nevada Hospitalist program for 
discharge planning. We designed and implemented an innovative program with a 
hospitalist network in Nevada to reduce lengths of stay. In the program implemented in 
March 2011, all adult, non-obstetrical inpatient cases in Clark County are admitted 
through the hospitalist network of physicians, which provides direct, onsite patient 
management and discharge planning. Amerigroup concurrent review nurses work 
closely with the hospitalists and the facility to monitor member care. Savings results 
are still preliminary. 


We plan to implement a gain-sharing or shared savings component to the program by 
the end of 2012. This may eventually expand to a risk sharing model. 


Information Technology System for Case Management (§4.8.18.6) 


A key component of the Amerigroup MIS is CareCompass, our clinical care management 
solution. CareCompass provides care managers with a comprehensive solution for developing, 
documenting, managing, and monitoring care plans for our Medicaid and dual eligible 
members.  


CareCompass gathers and organizes member claims, 
lab results, immunizations, prior authorization, and 
demographic information to help the care team 
evaluate the member’s current health status and 
identify the services they should receive and any 
outreach activities for the member or their providers. 


CareCompass supports the Case Manager and other participants of the care team in 
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developing an appropriate care treatment plan for the member. CareCompass allows the Case 
Manager, in conjunction with other members of the care team, to: 


 Document the care plan, including short- and long-term goals, barriers, milestones, 
and interventions 


 Document progress towards meeting goals 


 Set follow-up reminders and interventions 


 Modify the care plan as necessary and appropriate to improve member health outcomes 


 Record interactions with the member, their designee, or the provider in support of the 
care plan, including telephone calls, care management activities, clinical interventions 
and outcomes, education information, care coordination across providers, and 
referrals 


 Deliver care plan and information on interactions and services provided to the member 
to members of the care team 


CareCompass is built on a series of screens that allow Case Managers to view and document 
all aspects of a member’s health status and care plan. For example, the member Overview 
screen, shown in Figure 5.1.11.5-14, provides a single consolidated view of a member’s 
information including: 


 Clinical conditions 


 Medications, including dosage and last refill date 


 Procedures, such as lab tests, EKGs, screenings, and MRIs 


 Recent activity (visits, medications) 
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Figure 5.1.11.5-14. CareCompass Consolidates Member Clinical Information into a Single View 


 


Case Managers follow DHCFP-approved policies and procedures that protect the privacy and 
security of protected health information while sharing the care treatment plan and health 
information with the member and providers in support of the care treatment plan.  


As the availability of a Health Information Exchange (HIE) evolves and more providers adopt 
Electronic Health Records (EHRs) and connect to HIEs, the methods for provider 
collaboration and care coordination will also evolve. To support the State’s efforts, our CEO 
and medical director serve on the Board working with DHCFP to bring HIE and EHRs to 
Nevada. 


During this transition, we are committed to delivering a suite of capabilities to our providers 
that enable effective information sharing regardless of their level of technology adoption. We 
believe that members should benefit from the care coordination benefits HIE can provide, 
regardless of whether the provider they choose has embraced EHR and HIE technology. Our 
plan supports all providers by communicating with them in the manner that works within their 
practice.  


As we move towards an integrated bi-directional data-information sharing world in support of 
HIE, we are moving our front-end transactional capabilities to more fully embrace EDI as the 
platform for transactional and clinical information sharing. This positions us to share clinical 
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quality and care-gap information with providers, caregivers, and members and extends our 
internal care coordination capabilities to our provider community. 


 Standard XV: IQAP Documentation (§4.8.19.1-2) 


Based upon our IQAP, our quality employees document all activities associated with 
monitoring and evaluating the quality of care across all services and treatment modalities 
through the use of electronic and paper files. Our IQAP Work Plan details the specific 
quality-of-care areas of concern to be monitored and the schedule for the activities involved. 
Our employees document all meetings, maintain meeting minutes, generate reports for studies 
conducted, and document the analysis of all data collected for reporting to all appropriate 
committees and agencies. We produce studies, reports, protocols, standards, worksheets, 
minutes, and other documentation that is made available to DHCFP and/or CMS as requested 
for quality assurance activities and corrective actions.  


 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other   
Management Activity (§4.8.20) 


Coordination with other Management Activities 
As part of the IQAP, we provide a written process for coordinating all quality assurance 
activities with other management functions. We are aware that issues and information 
gathered during quality assurance studies, PIPs, reviews, surveys, member complaints, and 
other activities provide valuable data to improve our service levels across the plan. The Nevada 
IQAP identifies the other functional areas affected by QA activities and provides direction for 
the coordination of activities.  


Our QMC and quality employees share information across our organization. This works to 
improve the results of our credentialing and re-credentialing efforts, affect network changes, 
coordinate with benefits redesign, assist Medical Management, provide feedback to providers, 
educate our members, and improve the offerings of our member services.  


Documentation and Use of QA Activity Information 
We use many mechanisms to document and disseminate our IQAP system findings and 
recommendations. We analyze the adequacy of services, quality, utilization, complaints, 
grievance, appeals, member outcome measurements, provider closure of gaps in care, HEDIS 
and HEDIS-like measures, continuity of care, provider access and out-to-network usage, on 
an ongoing basis. These analyses form the basis of our daily improvement processes and are 
shared between appropriate departments and Quality committees.  
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Credentialing and Re-credentialing (§4.8.20.1)  
When we identify a provider who is out of compliance with our standards, our Provider 
Relations Representatives visit the provider in person and present a letter requesting a 
corrective action plan. These employees continue to monitor compliance and re-survey the 
provider after 90 days to verify that the provider is in compliance. Ultimately, we remove 
providers from our network if they do not take action to meet the requirements in their 
contracts and outlined in the provider manual. 


Feedback to Utilization and Risk Management (§4.8.20.2) 
We conduct an annual evaluation of the IQAP and UM Program in comparison to program 
objectives and activities, and the MAC and QMC review the results. Results and 
recommendations become the basis for each subsequent year’s activities. Unrealized 
goals/objectives may be carried over to the plan for that year. As part of the IQAP evaluations, 
Amerigroup Clinical Quality Management conducts member and provider satisfaction surveys 
to determine satisfaction with the Utilization Management process. We identify opportunities 
for improvement and initiate actions to meet program goals and member/provider 
expectations. We monitor results through ongoing surveys.  


Linkage with Management Functions (§4.8.20.3) 
Our IQAP ensures the coordination of performance monitoring activities including risk 
management, UM, credentialing, member services, health promotion, disease and case 
management, contracted services, and monitoring of member grievances, and appeals. 
Feedback from CAHPS and provider surveys drive changes in processes for both stakeholders. 
Requests for new services and local CPGs also drive our benefits. 


Trending Measures in Quality and Safety of Care  
We thoroughly investigate all potential Quality of Care issues, including those associated with 
infections, errors, or Never Events. Regardless of which department employees identify the 
potential issue (Claims, member Call Center, Provider Services, Utilization Management, or 
Quality Management), all inquiries are documented and routed to our IQAP Department, 
which is responsible for researching and tracking the issue in the quality database. Adverse 
incidents and critical events are immediately forwarded to our Risk Manager. Any Hospital 
Acquired Conditions, Never Events, and serious reportable events that we identify are 
investigated for cause or contributing factors and reported as applicable by State or federal 
regulations. 


Performance Improvement Projects  
The Quality Department monitors all PIP data results at least annually. Employees review 
data results in comparison to the goals and benchmarks we have established and identify 
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areas exceeding or not meeting the goals. When data points do not meet goals, relevant 
workgroups discuss results for identification of barriers for members, providers, and the 
health plan. We implement new interventions and actions to address the identified barriers 
and re-measure the following year. 


Sharing Quality Improvement Information with our Providers  
Amerigroup providers receive information about the IQAP goals and progress toward meeting 
the goals, PIPs, and initiatives through health plan orientation, newsletters, bulletins, 
performance reports, Provider Relations Representatives, provider manuals, our provider 
website, and office site visits. We also publish updates on quality activities in the provider 
newsletter and on the website. 


Sharing IQAP Information with Our Members 
We inform members about our IQAP routinely by: 1) reviewing quality initiatives with HEAC; 
2) sharing CAHPS and HEDIS scores and the actions we are taking through annual member 
newsletters; 3) posting information on the member website. For example, dissemination of 
specific quality processes and results to members are provided through newsletters and on the 
member website including: HEAC results, HEDIS results for preventive care and chronic 
diseases and conditions, CAHPS findings, and member satisfaction with services results. 


Sharing IQAP Information with DHCFP  
When requested or at least annually, we provide DHCFP with the IQAP, IQAP Annual Work 
Plan, Periodic Reports for Performance Improvement Projects, CAHPS, HEDIS and other 
prescribed measure reporting, and all other required information through the processes 
outlined in the Contract. We also share the actions taken in response to the EQRO findings 
each year with DHCFP.  


 Standard XVII: Data Collection (§4.8.21) 


Specific Areas of Study (§4.8.21.1) 
We submit uniform data set reports for UM, QA, CAHPS, Provider Satisfaction, cost, and 
complaint data routinely to DHCFP, in accordance with Contract requirements. In addition, 
all periodic data measures for quality and performance measures, (HEDIS), will be submitted 
as required by the Contract. 


Timely Submission of Studies (§4.8.21.2) 
We submit all reports in a timely fashion to DHCFP, in accordance with the Contract 
requirements. 
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Monitoring and Tracking of Grievance/Appeal Information for TANF (§4.8.21.3) 
We document member grievances, appeals and Fair Hearing referrals in the member record 
database. The system documents the date of the receipt automatically and the date of 
resolution when employees close the item. From this database, we can extract the data used in 
our required quarterly reporting to the agency. The database also calculates aging from date 
of receipt, which helps us validate compliance with the state grievance and appeal resolution 
turn-around time standards as set forth in our current Contract with DHCFP. 


 Standard XVIII: Dispute Resolution (§4.8.22) 


We follow standard policies and procedures to respond to provider questions and 
to perform dispute resolution. Provider services are handled through our Provider Relations 
Representatives and by Amerigroup Provider Services employees at the National Contact 
Center. We train employees to respond quickly and accurately to all inquiries from health plan 
providers and have a variety of tools available to assist them with their responses. Our 
employees log provider contacts regarding grievances and appeals into the core operations 
system for tracking and reporting, and Provider Services Representatives follow-up. We 
maintain the written record of disputes within the core system which documents all of the 
following: 


 The nature of the dispute 


 The date filed 


 Dates and nature of actions taken 


 Final resolution 


Our team of professionals is responsible for ensuring that 
we meet or exceed the goal of 80 percent of all disputes 
resolved within 30 calendar days of the initial inquiry. 
Our current resolution rate is 90 percent within 30 
calendar days from receipt.  


We support a two-tiered approach to provider disputes, and appeals. Our dedicated Provider 
Grievance System employees, including our Provider Relations Representatives and 
Amerigroup’s NCC-based Provider Services Hotline staff who handle telephone inquiries, 
initially handle verbal grievances. If the provider is dissatisfied with the resolution of the 
verbal grievance, the provider can elevate the dispute to a formal appeal. Our provider appeals 
process complies with all federal and State regulations regarding claims processes and 
appeals.  
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Quality Assurance (§5.1.11.5.B) 
Amerigroup’s response to question RFP Section 5.1.11.5.B includes: 


 5.1.11.B. Describes Amerigroup’s Continuous Quality Improvement (CQI) process 
used to monitor and measure quality improvement in compliance with the State’s 
Quality Assessment and Performance Improvement Strategy (QAPIS).  


 Scope of Work 4.9. Reviews our Compliance with each of the DHCFP QAPIS 
strategies  


 Scope of Work 4.7. Highlights our Nevada performance improvement project examples 
for DHCFP required Performance Measures. 


Introduction 


Since 2009, Amerigroup Nevada has joined DHCFP in a successful collaboration to provide 
care to Medicaid and Nevada Check Up members that focuses on continuous quality 


improvement and follows the State QAPIS. As a health plan that 
completely focuses on Medicaid and Nevada Check Up programs 
and through our work with our Nevada members, we know that 
many members are high-risk and high-volume users of healthcare 
services. Healthcare organizations that focus on commercial 


members may not understand the complexities and needs of Medicaid populations. 
Amerigroup Nevada is dedicated to serving the needs of the Medicaid population and brings 
years of expertise addressing Medicaid populations in more than 13 states. We continue our 
strong commitment to working closely with DHCFP to provide a community-focused managed 
care program that promotes health awareness and disease prevention. 


B. In adherence with the State’s Quality Assessment and Performance Improvement 
Strategy and Work Plan in RFP Section 4.9, how will you monitor and measure 
quality improvement of the care delivered to enrolled recipients? 


Amerigroup’s quality employees implement specific CQI processes to monitor and measure 
quality improvement of care delivered to our Medicaid and Nevada Check Up members. In 
Section 5.1.11.5.A, we provide details of our internal quality program including our Internal 
Quality Assurance Program (IQAP) team and quality committees that monitor, measure, 
evaluate, and recommend quality improvements for implementation. Our Nevada Quality 
System is data-driven to target the identification of areas for improvement in Member quality 
of care and treatment. 
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Monitoring and Measuring Quality of Care for our Members 


Input Sources. To monitor the quality of our care improvement for our members, our CQI 
feedback system begins with identification of quality impact areas through collection and 
tracking of quality input from the following direct communications with our members and 
providers, the Health Education Advisory Committee (HEAC), Consumer Assessment of 
Healthcare Providers and Systems (CAHPS), participant input from quality committees, 
provider satisfaction surveys, community agencies and resources, and organization/employee 
input. Other key input is received from DHCFP, Health Services Advisory Group (HSAG), 
Nevada Health Departments (registries and programs), and MCO/DHCFP workgroups. Our 
quality employees and committees use this input to determine areas of needed improvement 
and program design adjustments or additions.  


Data Sources. Integrated with our input sources, our quality data sources provide the 
foundation for our data-driven monitoring and tracking of quality areas that demonstrate 
performance improvement or areas to target with interventions. The following is a 
representative sample of current and future data sets for Medicaid and Nevada Check Up:  


 Member Data Sources. Population demographics, race, ethnicity, and language data, 
outcome data, DM/CM program data; physical, behavioral, Early and Periodic 
Screening, Diagnosis, and Treatment Program (EPSDT), Maternal/Child services 
encounter data, and medical records information.  


 Provider Data Sources. Claims, Provider Quality Incentive Program (PQIP), future 
Patient-Centered Medical Homes (PCMHs) indicators, Provider Profiles, and 
GeoAccess data.  


 State Data Sources. DHCFP enrollment files and other data, Health Department 
registries and program information, Health Information Exchange (HIE) and Health 
Insurance Exchange (HIX) (future) data sets, External Quality Review Organization 
(EQRO) audit results, and State-required performance measures and performance 
improvement projects (PIPs).  


 Plan Data Sources. Behavioral Health indicators, pharmacy, member safety data, 
HEDIS and NCQA requirements, internal audits, credentialing, utilization, Inter-rater 
reliability data, customer service line metrics, Nurse HelpLine metrics, medical record 
audits results, subcontractor indicators, and PIP results. 
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These input and data sets are analyzed and evaluated by our quality team. Figure 5.1.11.5-15 
describes our quality feedback loop that drives our member quality of care performance 
improvement. 


See the Confidential Technical Volume for proprietary information. 


 


Analysis of Quality Performance and Recommendations 


Our quality committees evaluate reports, analyze outcome data, and recommend improvements 
and enhancements to our quality system. Our committees include quality experts in their fields 
of practice, our medical directors, pharmacists, practicing Nevada network providers, and 
population-representative members. Each committee has specific directives that work in 
unison with those of each sub-committee and advisory board to provide recommendations 
based on data-driven analyses for the improvement of our programs and services. Through 
our quality committee structure as shown in Section 5.1.11.5, we carry out tracking, 
monitoring, evaluating, and providing recommendations for our quality performance 
enhancement. 


Implementation of Recommendations for Improvement 


Amerigroup employees implement the quality committees’ recommendations across all 
functional areas for changes in processes and programs, system enhancements, and proactive 
approaches to improve health and service outcomes of our members. These changes or 
enhancements, as well as the ongoing sources of quality data and information, continue to be 
analyzed for ongoing improvements through our CQI feedback process.  


We conduct an annual evaluation of the IQAP, utilization management (UM), disease 
management (DM), and case management (CM) programs in comparison to program 
objectives and activities and submit the results to the Medical Advisory Committee (MAC), 
Quality Management Committee (QMC), and the Corporate Quality Improvement Committee. 
Results and recommendations become the basis for each subsequent year’s IQAP work plan 
activities. Unrealized goals/objectives may also be carried over to the plan for that year. For 
example, we analyze overall cultural diversity and competency through member and provider 
feedback and educational materials, employee training, and the activities described in our 
annual Cultural Competency Plan.  


Examples of improvements from member input are outlined in Section 5.1.11.5.A and later in 
this section. We have incorporated recommendations from DHCFP and HSAG into our 
operations and performance improvement processes. Provider input from quality committees 
and provider satisfaction results drive our outreach to providers and enhance supports and 
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incentives offered to our provider network. HEDIS and NCQA performance audits and 
accreditation processes support ongoing intervention development and outreach to members.  


Ongoing Quality System Performance Improvement 


Amerigroup implements a multi-faceted analytic process to identify and evaluate our Nevada 
quality performance. We use the Plan Do Study Act (PDSA) cycle and embed the use of other 
quality management tools within that cycle. This process includes a drill-down analysis 
(Ishikawa diagramming) of an identified performance measure to determine barriers to 
achieving DHCFP QAPIS goals and interventions to promote care and services related to 
those goals. This is discussed in greater detail in this section. 


 Nevada Quality Assessment and Performance Improvement Strategy (QAPIS) 
(§4.9) 


Amerigroup Nevada works collaboratively and cooperatively with the DHCFP’s External 
Quality Review Organization (EQRO) Health Services Advisory Group (HSAG) as they 
monitor the quality of the services.  


Compliance with State, Federal, and State Statutory and 
Regulatory Requirements on Quality 


We provide and evaluate all of our MCO activities under the 
Contract. We have gathered data, analyzed the effectiveness of our 
programs, and reported the findings to DHCFP and HSAG. We will continue to provide all 
required reporting and additional information when requested, and we will participate in 
additional EQRO activities as assigned and required by DHCFP. 


NCQA Accreditation Demonstrates Compliance 
Amerigroup Nevada is the only health plan in Nevada with Medicaid accreditation. We 
received the NCQA Medicaid Accreditation with New Health Plan designation in 2011 and are 
currently the only Medicaid NCQA-accredited health plan in the State. In September 2012, 
during a re-accreditation for DM, we obtained the status of Accredited with Performance 
Reporting. NCQA awards the status of Accredited with Performance Reporting to 
organizations that meet or exceed its standards for DM accreditation and report results for a 
specified number of DM performance measures.  


We follow NCQA quality, UM, and compliance standards for all NCQA components and 
domains. We integrate our NCQA Accredited Disease Management Program, along with our 
Care Management and Health Promotion Programs, into our Internal Quality Assurance 
Program (IQAP) (described in Section 5.1.11.5.A) to facilitate the delivery of the most 
appropriate, medically necessary care to members in the most cost-effective, least-restrictive 
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setting. Our programs are flexible and easily adapted to the needs of diverse populations, 
whether those needs involve attention to co-morbid conditions or cultural or linguistic 
preferences. In addition, they span a broad clinical spectrum including preventive and primary 
care, behavioral health treatment as appropriate (mental health and substance abuse 
disorder), specialty care, chronic conditions, medication management, and dental services.  


We have fully integrated our CM and UM processes in our IQAP for physical, behavioral, and 
psychosocial services. Behavioral health issues cross all populations at different levels of 
severity. Over 60 percent of members with multiple co-morbidities have a concomitant 
behavioral health diagnosis. Our DM program employs a multi-disciplinary, continuum-based 
care team approach to healthcare delivery that proactively identifies populations who have or 
are at-risk for established physical and behavioral health conditions. We provide secondary 
and tertiary prevention interventions based on a comprehensive, multidisciplinary, system-
wide approach that encompasses evidence-based guidelines, provider practice, and member 
empowerment strategies to improve members’ health outcomes for specific and multiple co-
morbid conditions. 


 Quality Measures (§4.7.2)  


As a healthcare partner of the state of Nevada, we focus on our compliance with 
all requirements set forth in the QAPIS and our Contract as we demonstrate by our 
compliancy report from the 2011 HEDIS audit (Nevada 2010-2011 EQR Technical Report):  


We have effective policies and procedures in place for collecting, processing, and reporting 
our HEDIS data, and we were found in full compliance with the HEDIS 2011 technical 
specifications.  


Our claims and encounter data systems employed by Amerigroup Nevada use sophisticated 
scanning processes and advanced software to ensure accurate data processing.  


To ensure accurate programming and reporting of the rates, we use certified HEDIS software 
for reporting HEDIS rates.  


We improved in all 22 comparable Medicaid rates 
over the previous period and had a remarkable 15 
out of 18 reportable rates above the 50th percentile, 
including nine rates above the 90th percentiles per 
the HSAG 2011 Technical Report.  


All three of our PIPs received an overall “Met” 
validation status, which represented an area of strength for Amerigroup and provided 
confidence in the technical aspects of the studies. This was the baseline reporting year for our 
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PIPs, so no comparison to the previous year’s results was available. (HSAG – Nevada 2010-
2011 EQR Technical Report.) The 2012 report reaffirmed that all three submitted PIPS 
maintained the overall “Met” validation status with a percentage score of critical elements at 
100 percent “Met.” 


Going Beyond the Minimum—Continuous Quality 
Improvement (CQI) 
Amerigroup Nevada goes beyond required quality 
processes through our enhanced strategies and those 
developed by DHCFP. Our “Investing in Quality” 
Team comprises all Amerigroup health plan 
employees in all operational areas and supports 
intensive analysis of our performance toward goals 
for DHCFP-chosen measures and all HEDIS 
measures. The following examples describe several 
of these CQI processes as we continuously Go 
Beyond the Minimum! 


DHCFP Collaboration Strategy. Every month, we participate in DHCFP collaborative 
meetings as part of DHCFP’s strategy to promote a collaborative quality improvement 
environment. This has been a very successful mechanism to share in the development and 
monitoring of performance improvement processes that both plans implement. We have 
embedded this CQI philosophy of collaboration within Amerigroup Nevada’s Culture of 
Quality, and we consider this collaborative process a key mechanism to support integration of 
the delivery system for Medicaid and Nevada Check Up to raise the quality of care for our 
members. 


As part of DHCFP’s strategy, we have collaborated with the State on two grant submissions 
for additional funding for intervention services including the Medicaid Incentive Program for 
Chronic Diseases (MIPCD) and the Strong Start Grant proposal, which targets high-risk 
pregnant women (Figure 5.1.11.5-16). We will begin implementation of the MIPCD Diabetes 
Self-Management Skills activity in December 2012 and the Strong Start’s Centering 
Pregnancy group program following the award to DHCFP. 
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Figure 5.1.11.5-16. Amerigroup Nevada Partners with DHCFP on Grants 
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Supporting State Responsibilities (§4.9.1) 


State Responsibilities (§4.9.1.1-5)  


As a partner with the State, we support all efforts and strategies for evaluating and assessing 
the quality of our managed care services. Amerigroup Nevada supports and implements all 
updates to the DHCFP strategies to improve the quality of services for our members and 
providers. We ensure compliance with all standards that DHCFP has established and 
cooperate fully with HSAG periodic reviews to document this. We are proud to be a part of the 
state of Nevada DHCFP healthcare strategy.  


CQI Monitoring through Data Analysis and Reporting to DHCFP  
As part of DHCFP’s quality improvement framework, we align our philosophy of CQI with all 
requirements of the State. When requested or at least annually, we provide DHCFP with our 
IQAP Program Description; IQAP Annual Work Plan; Annual IQAP Evaluation; Periodic 
Reports for Performance Improvement Projects; CAHPS, HEDIS, and other prescribed 
measure reporting; EQRO reports; and all other required information through the processes 
outlined in the Contract. The following are a sample of reports we use to internally monitor 
the quality of our services: 


 Annual HEDIS measurements audited by a third party and compared to findings from 
previous years and with national and State value-based performance goals 


 Third-party CAHPS assessments with results communicated to the MAC; QMC; and to 
our provider network through PCP office visits and our annual Quality Report 


 Annual provider satisfaction surveys 


 Operational reports on the aging, resolution, and trending of grievances, appeals, and 
complaints by provider and category 


 Ad hoc clinical care, service, and UM reports 


 Profiles of high-volume PCPs on HEDIS results and providing peer comparisons for 
well-child visits, diabetes mellitus, and cervical 
cancer screenings 


 Quarterly reports that identify members who have 
not received clinical service(s) based on nationally 
recognized guidelines 


 Semi-annual EPSDT/well-child exams, 
communicating missed opportunities 


 Other reports as indicated by DHCFP 
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 QAPIS Strategies (§4.9.2) 


Assessing the Quality and Appropriateness of Care and Services (§4.9.2.1)  


To ensure that the care and services delivered through our plan align with State and 
nationally recognized clinical criteria, we use the Nevada-specific Medicaid Services Manual 
(MSM) and nationally recognized sources of evidence-based criteria for our utilization review; 
we implement clinical practice guidelines within our case management and predictive 
modeling systems and with our providers. This promotes appropriate utilization of services and 
supports better health outcomes for our members.  


Identifying Quality of Care and Services 
We assess the quality of services through HEDIS, CAHPS, provider surveys, quality 
committee reviews, EQRO evaluation, and multiple other sources detailed in Section 
5.1.11.5.A. We use these methods to identify opportunities to improve the delivery of care and 
services to member, including those with special needs. Besides direct interventions through 
UM and CM, we use health fairs, printed materials (Ameritips), and mail and automated 
telephone reminders to encourage member self-care and health promotion. 


In addition, Amerigroup Nevada thoroughly investigates all potential quality-of-care issues 
including those associated with infections, errors, or never events. Regardless of which 
operational area identifies the potential issue, all inquiries are documented and routed to our 
IQAP, which is responsible for researching and tracking the issue in the quality database. We 
immediately forward adverse incidents and critical events to our Risk Manager. We identify 
hospital-acquired conditions, never events, and serious reportable events; investigate them for 
cause or contributing factors; and report them as applicable by Nevada or federal regulations.  


Appropriateness of Care 
We believe that the appropriateness of care is a four-pronged process that includes the State, 
health plan, providers, and members. Each population drives appropriate care through the use 
of standards, evidence-based criteria, professional knowledge, and personal desire to be well. 
All four play integral parts in our member-centric delivery system (Figure 5.1.11.5-17).  
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Figure 5.1.11.5-17. Everyone Participates in Driving Appropriateness of Care 


 


Appropriateness of Care Driven by DHCFP. We use the DHCFP QAPIS, the Nevada MSM, 
required performance objectives, and measures to support requirements for the delivery of 
appropriate services for recipients of the State’s funded medical programs.  


Appropriateness of Care Driven by Amerigroup Nevada IQAP/UM. To ensure appropriateness 
of care, we use the Nevada Medicaid Assistance Manual, InterQual criteria, and the Aetna 
Clinical Policy Bulletins to determine authorizations for physical and behavioral services for 
our members.  


We evaluate our UM employees annually to ensure consistency of application of these 
guidelines through a rigorous inter-rater reliability (IRR) process. Amerigroup Nevada has 
participated in IRR assessments since 2009. We require IRR testing for all employees who 
have successfully completed the 90-day probationary period and who apply criteria to 
determine medical necessity (our Medical Director as well as our UM clinical employees). 
During the probationary period, the UM manager of the new employee is responsible to 
monitor the employee’s work, including application of criteria. After successful completion of 
the probationary period, the employee enters the IRR testing cycle. 


Our outreach to our members to assess their needs provides us with specific information 
regarding their service needs. Members with special healthcare needs and those with high-risk 
conditions (both physical and behavioral) benefit from our added coordination and case 
management. 


Appropriateness of Care Driven by the Provider. To ensure that our providers use processes 
that result in the delivery of appropriate care, we support providers through various 
mechanisms.  
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 Medical Practice Consultant outreach. We are working with three PCP practices that 
are implementing strategies toward becoming NCQA-Accredited PCMHs and seven 
PCPs PQIP practices that have attained Amerigroup Quality Certification. These 
practices include FQHCs and large PCP groups. Both medical home strategies 
promote incentives for provider practices that perform well, based on key performance 
goals that affect positive health outcomes of our members.  


 Amerigroup Nevada PCMH and PQIP reports. In support of our Amerigroup PCMH 
development in Nevada, we will deliver, through our provider website and Medical 
Practice Consultants, an array of reports that equip PCMHs with information to better 
manage their assigned members’ care. We deliver data on daily census; weekly 
summary of ED visits and missed care opportunities (members who are overdue for 
well-care visits or periodic appointments); and lists of high-risk members assigned to 
the Medical Home.  


Amerigroup providers receive information about the IQAP goals and progress toward meeting 
the goals, PIPs, and initiatives through health plan orientation, newsletters, bulletins, 
performance reports, provider relations representatives, provider manuals, our provider 
website, and office site visits. We also publish updates on quality activities in the provider 
newsletter and on the provider website. 


Appropriateness of Care Driven by the Member. Amerigroup Nevada is a member-centric 
organization and delivery system. We believe that members are at the center of their 
healthcare decisions. In order for them to make informed decisions, we promote shared 
decision making among our employees with our members and among our providers and 
members.  


Educational materials in our members’ prevalent languages, a high percentage of providers 
with different language abilities, and translation services ensure that our members receive 
information in a way they can best understand and use it.  


We target the identification of health literacy in our communications with our members. We 
will include two health literacy tools in our comprehensive assessments with members—the 
REALM (English health literacy screening tool) and SAHLSA (Spanish health literacy 
screening tool). In addition, we use the Patient Activation Measurement assessment with all 
case-managed members to identify their willingness to make key behavioral changes 
supportive of their positive health outcomes.  


We inform our members about our IQAP activities through: 1) Healthcare responsibilities 
delineated in the Member Handbook; 2) Representation on our HEAC; 3) Member 
newsletters; and 4) Information posted on our member website. For example, we disseminate 
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specific quality processes and results to members 
through newsletters and on the member website, 
including HEAC information, HEDIS results 
for preventive care and chronic diseases and 
conditions, CAHPS findings for member 
satisfaction with services, and provider 
satisfaction results. All of these quality-focused efforts support improvements in member 
satisfaction. 


 Cultural Competency (§4.9.2.2)  


Amerigroup Nevada has a current, DHCFP-approved Cultural Competency Plan. 
We view this as a living document that guides our interventions and sensitivities with all 
ethnic, racial, language-, age-, or gender-specific and disabled populations. We submit a 
revised Cultural Competency Plan annually, and we have met 100 percent compliance for all 
criteria listed.  


Collection of Race, Ethnicity and Language Data 
Amerigroup Nevada supports the development of new 
methods to collect, report and identify race, ethnicity, and 
primary languages spoken by our members. We currently 
obtain this data from DHCFP through the monthly 
enrollment files, and we collect additional information 


through a variety of member contact points. In Section 5.1.11.C, we describe our efforts to 
expand the collection of any revisions to this data and updating them to the DHCFP, in 
accordance with ACA Sec. 4302 Understanding Health Disparities: Data Collection and 
Analysis. 


Race/Ethnicity Analysis for PIPs  
For each PIP, we analyze the ethnicity distribution of services that our members access and 
identify gaps in care through stratified reports. The 
following examples show how we have used this 
analysis to change our interventions and outreach to 
support the cultural differences and address any 
known or unknown healthcare disparities. In 
particular, we are focusing our analysis on members 
in special needs groups to identify community 
connections and resources that resonate with their 
cultural needs. 
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Targeted Outreach to High Volume Diverse Communities 
Through our very significant cultural community-based outreach efforts, our work with 
community-based organizations on events (12 in the last month in targeted, culturally high- 
volume Medicaid member communities) and with the Latin Chamber of Commerce and the 
Mexican Consulate, we go beyond the requirements and delve into the cultural needs of our 
members. In the past year, we have reached more than 75,000 members and community 
individuals who do not have healthcare through our participation or funding of large 
outreach events.  


Hispanic Outreach Strategy. According to our ethnicity analysis performed for our diabetes 
PIP, ethnicity revealed no significant disparities for our diabetic member population. 
However, overall diabetes screening for all members is lower than the NCQA 50 percent 
HEDIS percentile, so we sought specific outreach interventions for each ethnic group. For the 
Latin/Hispanic population, our work with the Mexican Consulate and the Latin Chamber of 
Commerce revealed significant cultural findings. In this population, both diabetes and asthma 
are viewed as stigmas and resulted in reduced timely and preventive services related to both 
conditions. With that in mind, we are collaborating with the Consulate and the Chamber in 
developing an outreach educational program specific to this population and implemented by 
our Promotoras employees. This program will be implemented by December, 2012. 


Black/African American Outreach Strategy. We analyzed our HEDIS measure rate for 
potential race/ethnicity disparities in Childhood Immunization Status for Combo 2 and Combo 
3. The data showed a race/ethnicity disparity as defined by a lower rate of both Combos for 
Black/African American children. Targeted outreach to the high-volume Medicaid member 
communities is part of the identification of location for every outreach event. Our work on the 
Board of Directors of the Southern Nevada Immunization HealthCare Coalition (SNIHC) 
supports this process. We are being honored again this year as a community partner in 
childhood immunization and will be awarded the Silver Syringe Award for 2012. 


Our recent Amerigroup Nevada-sponsored Back to School event provided backpacks with 
school supplies to our child and adolescent members and others in this underserved 
community. This face-to-face contact provided us with another opportunity to educate parents 
and adolescents about the need for their preventive services. We will be opening a school-
based clinic in 2013 at the C.P. Squires School in Las Vegas to further our efforts in 
promoting EPSDT services to our members and other children and adolescents in need. Our 
plans include subsequently expanding school-based clinics in five other locations. 


In the sections below, we describe our detailed and in-depth analysis of our PIPs and other 
standard measures we report to DHCFP and HSAG. However, in this cultural competency 
section, the information regarding the ethnic distribution of ER usage patterns for 
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Ambulatory Care Sensitive Conditions is Relevant. We found that the White population over-
utilized the ER for ACSCs more than other ethnic sub-groups, followed by Black/African 
American and Hispanic. We describe our interventions in detail below in Monitoring of 
Established Standards and EQRO Evaluations (§4.9.2.3-4). 


 Monitoring of Established Standards and EQRO Evaluations (§4.9.2.3-4)  


We work cooperatively and collaboratively with DHCFP and HSAG to 
continuously improve the quality of care and services for Medicaid and Nevada Check Up 
members. As we have described, we provide access to all reports, medical records, data 
collection systems, and other sources of information to support the evaluation of our services.  


We work closely with DHCFP and HSAG on our PIPs and incorporate their 
recommendations, including their PIP flow analysis, into our processes as described in 
Section 5.1.11.5.A Performance Improvement Projects (PIPs) (§4.8.1.1-5). We melded our 
Deming-based PDSA model with the HSAG PIP Flow model to enhance our analysis of our 
performance. We use Ishikawa Fishbone diagramming to identify barriers and interventions 
to improve performance and establish suitable goals (Figure 5.1.11.5-18). 


Figure 5.1.11.5-18. DHCFP/HSAG Amerigroup Nevada Hybrid PIP Analysis Flow Model 
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Our quality employees monitor all PIP data results on an interim and annual basis. We review 
data results in comparison to the goals and benchmarks established by DHCFP and identify 
areas exceeding or not meeting the goals. When data points do not meet goals, we analyze 
results with our hybrid PIP flow process at the relevant DHCFP and internal workgroup 
meetings for identification of barriers for members, providers, and us. When it is necessary to 
quickly intervene, we apply the Rapid Cycle Learning process to identify necessary 
modifications to the PIP. We implement new interventions and actions to address the 
identified barriers and perform interim re-measurements. The following analysis of our PIPs 
is a combination of our work with DHCFP, HSAG recommendations, our “Investing in 
Quality” Team, and our implementation interventions that support our ongoing improvement. 


 Performance Measures Developed with DHCFP (§4.9.2.5)  


Navigation: In the following response to section 4.9.2.5 of the RFP, we also 
include reference to Section 4.7 of the Scope of Work. 


Amerigroup Nevada, working with DHCFP and using the HSAG hybrid methodology for 
setting performance goals, continues to strive to improve performance with the following 
improvement projects. For this response, we have enhanced the PIP descriptions that are 
familiar to DHCFP and HSAG to include the additional analysis and new interventions 
recommended in HSAG’s June, 2012 evaluation.  


 Childhood Immunization Status – Combo 2 
(§4.7.2.3)  


Childhood immunization status is a challenging issue for 
Medicaid and Nevada Check Up populations. Throughout 
2009, we concentrated our efforts on provider and member 
education and outreach, which included telephone 
outreach, mailings, newsletters, and community events. 
We routinely encourage our providers to submit data to 
the Immunization Registry and regularly download data 
from the registry to enter into our data stores. This added 
data source provides us with more accurate information on the actual immunization rates 
within the population and provides a more valid basis for performance improvement activities.  


When results did not dramatically improve following our interventions, we implemented an 
“Investing in Quality” Team where we applied the Amerigroup (CQI) approach to our 
concerns regarding low childhood immunization rates (Figure 5.1.11.5-19). We performed a 
barrier analysis to determine root cause and used the Ishikawa (fishbone) method for analysis. 
In addition, we reviewed an immunization barrier analysis on race, ethnicity sub-group, and 
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health disparities that showed that our Black members do have a significant difference in 
rates than Whites with regard to immunization rates.  


See the Confidential Technical Volume for proprietary information. 


 


We enhanced our interventions to include more events for our Medicaid and Nevada Check 
Up members in areas of highly concentrated population. We either directly participate in the 
event or fund events coordinated by other community organizations. We marked interventions 
(*) that were implemented during our mid-course correction, based on our interim analysis of 
performance, in the following discussions. 


Member-focused Interventions. Baby Shower Event in malls, *reminder letters to parents of 1-
2 year olds, annual EPSDT birthday cards, quarterly automated preventive services calls, 
member events, Immunization AmeriTips with member communications,*phone calls to 
members in selected ZIP codes and *fliers mailed to members in selected ZIP codes. 


Provider-focused Interventions. Monthly EPSDT physician reminder of overdue services, 
annual provider data-sharing reports, annual or as needed AmeriTips to provider offices, 
monthly PQIP/PCMH incentive program (education and reporting) for 5 large groups, quality 
visits to 10 largest groups (request records and provide educational materials for PCP and 
members), and missed opportunity reports. 


Community Collaborations/Outreach. SNIHC events in the North and South; Amerigroup 
Nevada-sponsored Back–to- School events (backpacks with school supplies); assisting other 
organizations with health fairs and events such as back to school, summer night programs, 
and immunizations; sponsoring the annual National Immunization Week; and sponsoring the 
after-school soccer program. 


 Lead Screening in Children (§4.7.2.7)  
Amerigroup Nevada will continue to monitor 


and report the number of children who had a lead 
screening by their second birthday by either capillary or 
venous lead blood tests.  


Organizational Intervention. Our lead screening rate 
increased from a low of 14.71 percent in 2009, during our 
first year of operation, to 33.33 percent in 2011, an 
increase over two years of 126 percent. We attribute this 
increase to a simplification of the process for obtaining 
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the test in the provider’s office. In 2010, we collaborated with the Southern Nevada Health 
District to obtain reports of Amerigroup members who had immunizations through the health 
district. In 2011, DHCFP approved our proposal to use the capillary method of testing, which 
is now being implemented in the other Medicaid MCOs. The process improvement reduced a 
barrier by eliminating the need for busy mothers of toddlers to make a second trip to the lab 
following the well-care physician visit. We recommended that DHCFP approve reimbursement 
to PCPs for obtaining and mailing the MedTox capillary sample (filter paper technology for 
lead screening) as part of the office visit. Once this practice change was implemented, the 
number of children receiving lead screening significantly increased (Figure 5.1.11.5-20).  


Figure 5.1.11.5-20. In-office Lead Screening Supports Significant Increase in Screening Rates 


  


Ongoing Efforts. Although this PIP was retired by DHCFP, this is a key measure for DHCFP 
and HEDIS that we continue to measure. We actively promote lead screening to parents and 
PCPs (pediatricians and family practice physicians) for children 12 to 24 months and any 
children under the age of 5 years. Representatives from MedTox continue to support training 
for providers. MedTox participated in our Town Hall meeting for our provider offices. We 
include the measure in our PQIP measures for provider incentives as well as in our Eliza 
(automated telephone) preventive outreach calls to our members’ parents or caregivers. We 
also send EPSDT member monthly overdue services reminders. 


Decreasing Avoidable Emergency Department Visits PIP 
In coordination with the DHCFP/HSAG Reducing Avoidable Emergency Department (ED) 
Visits Work Group initiated in 2010, we developed the PIP for decreasing avoidable ED visits. 
Our approved set of PIP interventions includes: 
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 New member welcome call addresses 24-hour Nurse HelpLine, “What is an 
Emergency” instruction, and a reminder to call the PCP first for non-emergent care  


 AmeriTips (24-hour Nurse HelpLine): Place in PCPs and OB offices, enclose in letters 
to members, and distribute at health fairs 


 Partner with Customer Service and 24-hour Nurse HelpLine to steer callers to 
appropriate settings  


Organizational Intervention for ED Utilization. Amerigroup developed a predictive model to 
identify at-risk ED members. We contact identified members for telephonic screening and 
refer them to Disease Management or Case Management as appropriate to their clinical 
condition. Based on decisions within the DHCFP Workgroup, we are also implementing the 
following CQI processes (Figure 5.1.11.5-21): 


 Modify our 24-hour Nurse HelpLine message to include information on colds and flu 
and palliative care suggestions 


 Promote UMC urgent care with providers to help direct their patients to an available 
source of ambulatory care in their community 


 Update all urgent care center 24/7 or after-hours services in the Member Services 
Reference regularly  


 Perform provider office audits to validate that extended hours are accurate and 
consistently available of members 


 Perform “Secret Shopper” reviews to verify answering services’ response time for 
provider callback 


See the Confidential Technical Volume for proprietary information. 


 


 Outreach to ED users with three or more avoidable ED visits through Case 
Management to identify barriers and facilitate follow up with the PCP or medical 
home. 


 Notify providers regarding members with three or more avoidable ED visits. 


To ensure that members have access to covered services, 
Amerigroup Nevada is implementing with this Contract a successful 
ED diversion intervention (Amerigroup On Call) adopted from 
several Amerigroup affiliates. This program promotes alternatives to 
receiving care in the ED. In addition to our Nurse HelpLine, 
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Amerigroup on Call offers members access to PCPs with extended hours, urgent care centers, 
limited services clinics, and physician telephone consults. During telephone consults, 
board‐certified, licensed doctors provide diagnosis, recommend treatment, and write 
short‐term, non‐DEA‐controlled prescriptions when appropriate—all of which broaden 
member access to ED alternatives, especially after hours.  


The following analysis incorporates our work with DHCFP and our internal processes.  


 Pregnancy (§4.7.2.1)  
Amerigroup Nevada is very supportive of DHCFP efforts to implement 
presumptive eligibility in Nevada. We know that in other states where 


Amerigroup serves pregnant members, this process appears to increase earlier entry into pre-
natal services that support an increase in the accuracy of gestational age dating that may help 
reduce pregnancy complications.  


Through internal performance improvement activities, we have steadily improved the HEDIS 
rates for the following pregnancy-related measures between 2009 and 2011: 


 Post-partum care from 42.08 percent to 58.75 
percent, an increase of 39.61 percent 


 Frequency of ongoing prenatal care (81-100 percent 
visits) from 22.85 percent to 65.95 percent, an 
increase of 188.62 percent 


 Timeliness of prenatal care from 56.33 percent to 
82.25 percent, an increase of 46.01 percent 


Through our holistic focus on maternity care, we applied a CQI team approach. Using the 
Ishikawa (fishbone) process, we identified a number of areas for attention. One outcome is the 
intended improvement in the HEDIS measures (Figure 5.1.11.5-22). To increase adherence 
with pre-natal visits, we offer the Text4Baby application as an educational tool. We have 
implemented Taking Care of Baby and Me® for all pre-natal members. For those members 
whom we identify as high risk, OB Case Managers provided outreach calls to members and 
work with provider offices to coordinate care. We include those members with previous pre-
term deliveries, pregnancy-induced hypertension, gestational diabetes, placenta previa, 
multiple gestations, and other high-risk conditions in OB Case Management Services. 
Amerigroup Nevada provides medically appropriate in-home monitoring of members 
requiring bed rest or limited activity. We encourage childbirth classes provided free to 
Medicaid members through the hospitals or provider practices to supply additional support 
and education for our pregnant members. 
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We perform a follow-up call to all delivered members to make sure that they have scheduled 
their post-partum appointments and assist them if they have not. We advise them to schedule 
an appointment for their infant to start immunizations, and we encourage our new mothers to 
contact us with any concerns. 


Strong Start and Centering Pregnancy Program. On August 9, 2012, DHCFP submitted the 
Strong Start Grant proposal to target high-risk pregnant women. DHCFP included 
Amerigroup Nevada in the grant submission to implement the Centering Pregnancy Group 
Program post award. 


Amerigroup Nevada Internal Performance Improvement Project  
In addition to the State-mandated PIPs, Amerigroup designed and implemented a number of 
studies targeting improved healthcare outcomes for the Medicaid and Nevada Check Up 
population that we currently serve. Amerigroup Nevada continuously monitors the care that 
our members receive. When we identify opportunities for improving the quality of the care or 
services, we initiate a formal analysis to determine the most effective interventions. 
Identification may come from an internal source such as employee observations or data 
analysis, or from external sources such as DHCFP, CMS, or HSAG. We track the results of 
these interventions monthly or quarterly and report through our quality structure described in 
Section 5.1.11.5.A Standard IV: Active QA Committee (§4.8.8.1-5).  


Amerigroup Nevada OB P4P Pilot. Based on a Statewide concern over the ever-increasing 
Cesarean Section (C-Section) rate, the Nevada legislature enacted a law to reduce 
uncomplicated C-section payments to the level of a normal vaginal birth in an effort to reduce 
any financial incentive to perform unnecessary primary C-sections. Amerigroup Nevada took 
this legislative direction even further by implementing a pilot Pay for Performance (P4P) for 
obstetric care to reach several pre-natal, delivery, and post-partum indicators that support 
American College of Obstetrics and Gynecology Guidelines for obstetric care (Figure 5.1.11.5-
23). Launched in 2011 and implemented in January 2012, the program included 28 
participating obstetricians (OBs). In the past 12 months, Amerigroup providers have managed 
4,454 Medicaid deliveries. 
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Figure 5.1.11.5-23. OB Pay for Performance Pilot Timeline and Participation 


 


 


Amerigroup Nevada OB P4P Description. This program rewards eligible OBs who meet 
quality benchmarks and improvement targets. We selected the pilot program quality indicators 
based on an analysis of meaningful quality improvement opportunities for our members. OBs 
must meet all of the following requirements to be eligible for the program: 


 Execute an OB P4P Letter of Agreement with Amerigroup Nevada before enrolling in 
the program. 


 Participate in the program for the entire quality review measurement period to 
adequately measure quality 


 Maintain good standing throughout the program year with an open-panel status with 
Amerigroup Nevada 


For the 2012 program year, the quality indicators are as follows:  


 Post-partum Visits and Family Planning Services. The Amerigroup Nevada average 
post-partum visit rate is 58.8 percent. To qualify for this measure, the OB must have a 
post-partum visit average above 50th percentile (65 percent for the measurement 
period). 


 Initial C-section Percentages (without medical indication). The Amerigroup Nevada C-
section average was 37 percent in 2010 (higher than the national average of 31 
percent). In order for the OB to qualify for this measure, they must have a primary C-
section percentage below 33 percent for the measurement period. This applies only to 
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primary C-sections for pregnant members without established high-risk indicators. We 
identify such C-sections based on the diagnosis code submitted on the claim.  


 APGAR Scores. There are three categories of newborns for APGAR comparison (a 
simple and repeatable method to quickly assess the health of newborn children 
immediately after birth). To qualify for this measure, the OB must be above the 
Amerigroup Nevada APGAR average for the applicable newborns delivered to 
members in the measurement period. 


 Group 1 – 38 weeks and older (Amerigroup Nevada average is 7.9) 


 Group 2 – 34 to 37 weeks (Amerigroup Nevada average is 7.7) 


 Group 3 – less than 34 weeks (Amerigroup Nevada average is 6.7) 


 Frequency of Pre-natal Visits. The target threshold is seven or more pre-natal visits for 
each member, pro-rated based on length of eligibility with Amerigroup for the 
measurement period.  


 Percentage of Episiotomies. The Amerigroup Nevada episiotomy average is 9.5 
percent. To qualify for this incentive, the OB must have a rate at or below 5 percent for 
the measurement period. 


We measure the metrics for each Quality Indicator each quarter. 
When the OB meets all targets or thresholds, the OB’s 
reimbursement increases by five percent prospectively. We 
discontinue the increased reimbursement for any OB who fails to 
maintain the program thresholds and adjust payment prospectively 


until the OB meets the quality indicator thresholds in subsequent quarters. The program 
indicators will remain stable for follow-up years. We will add three additional OBs this year 
and we anticipate continued expansion of the program. 


Other DCHFP PIPs and Specific Required Measures That We Analyzed For Action: 


 Comprehensive Diabetes Care (§4.7.2.8)  
Amerigroup has participated in the DHCFP-required Diabetes Management 


Performance PIP since 2009. This study focuses on Nevada Medicaid-eligible members from 
18 to 75 years of age with diabetes (type 1 and type 2) who have received specific control levels 
(Hemoglobin A1c testing, LDL-C screening, and medical attention for nephropathy). Because 
Amerigroup Nevada began service on February 1, 2009, the eligible denominator for our 
Medicaid population in 2009 (HEDIS 2010) was minimal: 137 members between the ages of 
18-75 years of age in 2009. Because we were a new MCO in Nevada during 2009, plan-
specific data was not available from the previous years. 
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 The baseline 2010 HEDIS Medicaid hybrid rates were: HbA1c of 70.07 percent, LDL-
C screening 64.23 percent, and nephropathy screening 60.58 percent. Fee-for-service 
comparisons were not available.  


 For re-measurement year 1, HEDIS 2011 Measurement Year (MY) 2010 Medicaid 
hybrid rate for HbA1c testing, LDL-C screening, and nephropathy were higher than 
our 2010 baseline year but did not meet DHCFP established guidelines for the NCQA 
2011 Quality Compass 50th percentile. 


Table 5.1.11-5. HEDIS Diabetes Screening Measurement Rates for three years 


Measure  2009  2010  2011 


Diabetes Care: HbA1C Testing  70.07%  73.58%  71.57%  
Diabetes: LDL screening  64.23%  67.45%  64.38%  
Diabetes Care: Retinal Eye Exams 31.39% 48.58% 42.81%  
Diabetes Medical Attention for 
Nephropathy  60.58% 66.51% 68.95%  


 


Our Amerigroup “Investing in Quality” Team implemented interventions addressing a broad 
spectrum of care and services for diabetes, including health plan education, outreach to 
members and providers, and educational services and materials (Figure 5.1.11.5-24). In 2011, 
we standardized the interventions that provided specific outreach to members and providers. 
These interventions are as follows: Member interventions including automated telephone 
calls, outreach, mailings, health fairs, and distribution of AmeriTips; and provider 
interventions including Amerigroup newsletters, fax blasts, clinical guidelines, provider 
profiling with identified diabetes screening care opportunities, and medical record reviews. We 
use monthly and quarterly interim reports to monitor improvements made by our 
interventions. Based on continued improvement results, we will continue these interventions. 
In addition, Medicaid and Nevada Check Up beneficiaries who are at risk for or diagnosed 
with diabetes will receive rewards for participating in diabetes self-management programs 
conducted by Nevada’s Medicaid MCOs, the University Medical Center, or the YMCA.  


See the Confidential Technical Volume for proprietary information. 
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Partnership with DHCFP. Recognizing that rates remained below NCQA 50th percentile, we 
partnered with DHCFP to find more innovative solutions. In support of additional funding 
focused on quality improvement processes in Nevada, we supported DHCFP on a grant 
submission for intervention services for the Medicaid and Nevada Check Up populations. 
Nevada was awarded the MIPCD Grant and will begin implementation in December, 2012 by 
targeting members with diabetes to support their development self-management skills. For this 
grant, Amerigroup Nevada providers and members will work together on diabetes 
management skills with the assistance of our Disease Management Care Managers. The 
Nevada MIPCD will assign points, redeemable for rewards, for participation in programs to 
control weight, lower cholesterol and blood pressure, and avoid the onset of diabetes. 


 Use of Appropriate Medications for People with Asthma (ASM) (§4.7.2.6)  
While we were unable to report 2009 asthma medication rates due to the length of 


eligibility criteria, we did capture rates in 2010. For HEDIS 2011, our rate was 91.95 percent, 
which decreased to 85.52 percent in 2012.  


As described in Cultural Competency (§4.9.2.2), Amerigroup Nevada is working closely with 
the Mexican Consulate and the Latin Chamber of Commerce to develop a comprehensive 
Hispanic Outreach and Education program that will reach our Hispanic member communities 
through our Promotoras employees. We plan to roll out this program by the end of the year. 
For our Hispanic members with asthma, we will focus on reducing the cultural barriers—seen 
as stigmas—of the diagnosis. Because of this barrier, many Hispanic members do not seek 
timely, appropriate care for this condition. 


We have established an internal HEDIS work group— one of our “Investing in Quality” 
focus groups. Our interventions for our Medicaid and Nevada Check Up asthma populations 
include: 


 Member-focused Interventions. Collaborate with health promotion for health fairs and 
events, continue CM and DM programs, support Asthma Camp (described below), 
identify members who do not refill asthma medications for phone call reminders and 
education 


 Provider-focused Interventions. Distribute clinical practice guidelines on asthma, 
continue PQIP/Medical home, share data with providers 


 Community Outreach. An Amerigroup Nevada value-added benefit that supports the 
high rates of compliance is the access to local Asthma Camps sponsored by the 
American Lung Association for children with asthma. In a fun setting, children learn 
to manage their disease and use medication appropriately. Asthma Camps are a 
current offering for Medicaid members in Nevada, and we will continue to offer 
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coverage of them under the new Contract. Our program with the Mexican Consulate 
and the Latin Chamber of Commerce will be launched by the end of 2012. 


 Comprehensive EPSDT Healthy Kids (§4.7.2.2)  
Amerigroup Nevada well-child HEDIS measures continue to improve as the result 


of the dissemination of EPSDT reminders and improvements in data collection after a change 
in our medical record extraction vendor. We implemented the following interventions to 
increase the EPSDT services our members receive. 


Member-focused Interventions. Reminder letters to parents of 1-2 year olds, EPSDT annual 
birthday cards and annual automated telephone outreach calls (Eliza Calls), quarterly 
member events and Immunization AmeriTips with member communications, ongoing 
telephone outreach, and flyers to members in selected postal ZIP codes. 


Provider-focused Interventions. Monthly EPSDT physician reminders of overdue services, 
annual provider data sharing reports, annual distribution of AmeriTips to provider offices, 
ongoing PQIP/PCMH incentive program for five large groups, monthly education and 
reporting of progress, and quality office audits to 10 largest groups to review records, provide 
educational materials for PCP and members, and review missed opportunity reports. 


Community Collaborations/Outreach. Collaborating with Southern Nevada Immunization and 
Health Coalition on events, support for other organizations holding health fairs and events 
(for example, back to school, summer night program) and sponsorship of the annual National 
Immunization week. 


 Mental Health (§4.7.2.4) 
Amerigroup Nevada understands the 


importance of ensuring that Medicaid and Nevada 
Check Up populations receive medically necessary 
mental health and mental health rehabilitative 
services. Our experience in the past four years in 
Nevada and in the other 12 states where Amerigroup 
serves the Medicaid population shows us the 
importance of providing mental health care 
concurrent with physical healthcare to achieve 
optimum outcomes for each individual.  


We provide behavioral health outreach through our behavioral health case managers who 
make calls to members to ensure that they have follow-up appointments scheduled for seven 
and 30 days post-hospitalization. In addition, we have a behavioral health outreach specialist 
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who works with our members (and their families) regarding ADHD medication compliance 
and any ongoing behavioral issues. 


We will continue to report on all mental health HEDIS and other performance measures. 


Table 5.1.11-6. Level of Care for Nevada Check Up Mental Health Services 


 Quality Measure   MY 2009  MY 2010  MY 2011  


Mental Health Utilization‐Percentage of Members Receiving:  
Inpatient  0.13%   0.26%   0.31%  


Intensive Outpatient /Partial Hospital  0.17%   0.26%   0.38%  
Outpatient/ED  2.54%   2.80%   3.98%  


 
Amerigroup is strengthening our case managers’ skills to facilitate transformation in the lives 
of our members with mental illness through a focus on recovery. We implemented an intensive 
two-day training for our Behavioral Health Case Managers that teaches techniques for 
communication and collaboration with members with SMI. Using return demonstration and 
role-playing, Case Managers learn to create recovery-oriented care treatment plans that build 
on each individual’s strengths and foster self-determination. The curriculum includes 
methods to identify and link members with peer supports within their communities. It also 
incorporates development of wellness action plans that reinforce recovery strategies, identify 
potential triggers for relapse, and act as a blueprint for crisis avoidance and management. The 
training also encompasses exercises that boost Case Managers’ coaching skills to promote 
sustained recovery. This training program teaches techniques and provides a theoretical 
background that links members with the skills and services they need to keep them on their 
recovery path. 


 Dental Services (§4.7.2.5)  
Monitoring and assessment of the dental 


visit rate improvement for the Nevada Check Up 
population from 2009 to 2011, showed a 23.26 
percent improvement from 58.7 percent to 72.39 
percent in two years. 


Our 2012 Medicaid dental visit rate continues to 
improve to 53.2 percent, which exceeds the 50th percentile while our Nevada Check Up rate 
for 2012 exceeds the NCQA 90th percentile. Over three years, our Medicaid results have 
improved by 16.48 percent.  
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Information System That Supports DHCFP Quality Strategies (§4.9.2.6) 


We provide a detailed description of our health information system in Section 5.1.11.4.A-
(§4.8.4). 


We have been working closely with HSAG to enhance the Performance Tracking Tool that the 
MCOs use. This system had increased in its capabilities to offer more tracking and analysis 
features that support our PIP development, monitoring and evaluation process. The Chi-
square and p value calculator show statistically significant performance changes. We look 
forward to continuing this collaborative effort.  


 Intermediate Sanctions to Improve Quality (§4.9.2.7) 


Amerigroup Nevada acknowledges the role that sanctions from DHCFP may play 
in driving quality performance, and we are prepared to respond immediately to any sanctions 
that DHCFP may direct. Under our current Contract, we have received no sanctions.  


 Standards (§4.9.2.8) 


We have reviewed the Standards set forth in the RFP and in our current Contract 
for access to care, structure and operations, and quality measurement and improvement. We 
are currently meeting all of the standards under our existing Contract and will continue to 
strive for continued full compliance. Our processes are more fully described in the response to 
the related sections in Section 4.7, 4.8, 4.9 Scope of Work, and Section 5.1.11 Plan of 
Operations. 


Quality Assurance (§5.1.11.5)  


C.  In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor 
please describe their systems capability to collect and report race, ethnicity, and 
language over and above what is given to them by the DHCFP? 


Amerigroup Nevada understands that collecting and using race, ethnicity, and language data 
helps in identifying healthcare disparities and driving culturally sensitive interventions and 
solutions supporting enhanced quality of care for all members. 


Amerigroup Nevada is compliant with the recent 
NCQA HEDIS Measure of Diversity of Medicaid 
Membership changes and is able to report information 
in the required manner. Amerigroup closely monitors 
NCQA direction and recommendations and is 
currently pursuing NCQA’s Multicultural Health Care distinction for delivery of culturally 
and linguistically appropriate services and reduction of healthcare disparities.  







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-279 
November 15, 2012 


Our systems support DHCFP’s use of the Department of Agriculture’s race distinctions, and 
we continue to support and extend DHCFP’s ability to collect race, ethnicity, and language 
data from our Medicaid and Nevada Check Up members. We have processes in place to 
capture race, ethnicity, and language information during member interactions and use 
updated information in reporting and improving quality of care and member experience.  


We recognize, however, that the Affordable Care Act (ACA) Sec. 4302 Understanding Health 
Disparities: Data Collection and Analysis introduced new requirements regarding the specific 
values of race, ethnicity, and language that should be collected on members. Amerigroup is 
working closely with state partners in other markets to expand data collection efforts to meet 
ACA requirements. 


Amerigroup proposes that DHCFP collaborate with Amerigroup and the other selected MCOs 
to confirm consistent understanding of the data collection methods that the DHCFP wants 
MCOs to use for race, ethnicity, and language, in addition to the best method for reporting 
information to the State. Implementation of ACA demographic collection standards would 
also benefit from a collaborative approach.  


The following sections discuss: 


 Current State. How race, ethnicity, and language are being collected and used in 
Nevada today 


 NCQA HEDIS Diversity of Medicaid Membership. The two HEDIS measures and 
NCQA’s direction for health plans 


 ACA Collection Standards. ACA requirements to collect race, ethnicity, sex, primary 
language, and disability status 


 Amerigroup Expands Capability. Amerigroup’s current efforts to support our state 
partners and meet ACA requirements 


 Amerigroup’s Proposed Approach in Nevada. Amerigroup proposes a collaborative 
approach with DHCFP and selected MCOs 


 Using Expanded Data to Benefit Medicaid and Nevada Check Up Members. How 
expanded demographic data can be used to better serve Nevadans 


Current State: Collecting Race, Ethnicity, and Language 


Amerigroup Nevada currently collects and reports race, ethnicity, and language data from the 
following: State enrollment files, our Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®) surveys, chart audits, and case management assessments. We currently 
have operational systems and processes in Nevada to: 
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 Capture enrollee race, ethnicity, and language from the monthly interface from 
DHCFP and store with the member record 


 Amerigroup currently receives race/ethnicity and language on all members listed 
on the monthly enrollment file 


 Race/ethnicity is provided as a single field 


 Our more than 85,000 members represent 


• Seven different race/ethnicity values, plus values of “other race or ethnicity” 
and “unknown” 


• Eight different languages, plus a value of “unknown” 


 Modify race, ethnicity, and language data if more accurate data is identified based on 
interactions with the member such as new member welcome calls, inbound member 
calls to Member Services, health assessments, or Case Manager outreach 


 Review and reconcile the quarterly race and ethnicity report from the State against our 
member data 


 Use race, ethnicity, and language data in: 


 Creation of HEDIS reports 


 Outreach to members 


 Assignment of Case Managers 


 Information provided to PCPs on their member panel listing  


 Quality Program Review and Analysis reports and Cultural Competence report 


Amerigroup Nevada uses all available race, ethnicity, and language data to produce HEDIS 
reports, including the Diversity of Medicaid Membership, in the required format for DHCFP. 


Amerigroup Nevada trains providers in cultural competency and provides access to training 
materials on our provider website. Training materials include information about the United 
States Health and Human Services Cultural Competency training. Further demonstrating our 
commitment, we will add cultural competency and diversity training to our PQIP, PCMH, and 
Health Home performance incentive measures in 2013. 


NCQA HEDIS Diversity of Medicaid Membership 


The NCQA HEDIS Diversity of Medicaid Membership measure includes two HEDIS 
measures: 
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 Race/Ethnicity Diversity of Membership (RDM) Measure. “An unduplicated count and 
percentage of members enrolled any time during the measurement year, by race and 
ethnicity” 


 Language Diversity of Membership (LDM) Measures. “An unduplicated count and 
percentage of members enrolled at any time during the measurement year by spoken 
language preferred for healthcare and preferred language for written materials”  


In 2010, an NCQA workgroup reevaluated the RDM and LDM measures to clarify them and 
ensure their alignment with ACA recommendations. The updated measures were also included 
in the NCQA program that evaluates healthcare 
organizations’ delivery of culturally and linguistically 
appropriate services (CLAS). Through this program, 
health plans and other organizations can earn a 
Multicultural Health Care distinction for their efforts 
to provide CLAS and reduce healthcare disparities. Amerigroup is currently pursuing 
Multicultural Health Care distinction through NCQA.  


NCQA has provided direction for health plans on collecting race and ethnicity. NCQA 
encourages collecting and reporting race and Hispanic ethnicity as defined by the Office of 
Management and Budget (OMB) and has provided crosswalks that show how to map varying 
classification schemes to HEDIS. NCQA indicates that crosswalks, as shown in Table 
5.1.11.5-7, are only a guide.  


Table 5.1.11.5-7. RDM - Combined Categories Crosswalked to HEDIS/OMB Race and Ethnicity 


Race/Ethnicity 
Combined Category  HEDIS/OMB Race  HEDIS/OMB Ethnicity 


White  White  Not Hispanic/Latino 
Black  Black  Not Hispanic/Latino 
American Indian/Alaska Native  American Indian/Alaska 


Native 
Not Hispanic/Latino 


Asian  Asian  Not Hispanic/Latino 
Native Hawaiian and Other 
Pacific Islander 


Native Hawaiian and Other 
Pacific Islander 


Not Hispanic/Latino 


Hispanic/Latino/White  White  Hispanic/Latino 
Hispanic/Latino /Black  Black  Hispanic/Latino 
Other  Some Other Race  Unknown 
Multiple races marked  Two or more races  Unknown 
Unknown  Unknown  Unknown 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-282 
November 15, 2012 


Language Collection 


NCQA has provided data collection guidance to health plans on the best methods to collect 
information on a member’s preferred spoken language for discussing their healthcare and a 
member’s preferred language for written materials in the form of questions that can be asked.  


NCQA considers collecting data directly from members to be a best practice because this 
method reflects members’ self-identification. 


ACA Collection Standards 


“ACA Sec. 4302 Understanding Health Disparities: Data Collection and Analysis” specifically 
requires the Secretary of Health and Human Services to ensure that any federally conducted 
or supported healthcare or public health program actively surveys, collects, and reports:  


 Data on race, ethnicity, sex, primary language, and disability status for applicants, 
recipients, or participants 


 Data at the smallest geographic level, if data can be aggregated 


 Sufficient data to generate statistically reliable estimates by racial, ethnic, sex, primary 
language, and disability status subgroups for applicants, recipients, or participants 
using statistical oversamples of these populations  


 Any other demographic data as deemed appropriate by the Secretary regarding health 
disparities 


ACA provides detailed data standards for collecting the five demographic categories of 
member information: 


 Race. Allows selection of one or more categories; provides more granular definitions 
for Asian and Other Pacific Islander  


 Ethnicity. Allows selection of one or more categories; provides more granular 
definitions for Hispanic, Latino/a, or Spanish origin 


 Gender. Male or female 


 Primary Language. Separate data standards for primary language and spoken 
language 


 Disability Status. A set of six yes/no questions assessing any present physical, mental, 
or emotional impairments 


Amerigroup Expands Capability 
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Amerigroup has a corporate project underway 
expanding our ability to collect data in accordance with 
new and proposed ACA provisions. Expanding 
Amerigroup’s capabilities supports our state partners 
in their data collection efforts and delivering data to 
our health plans enabling more precise HEDIS and 
other quality reporting and developing targeted cultural competency plans. 


We are expanding our data repository and systems to support the storage of member 
demographic data, integration with existing reporting capabilities, and delivery of data to our 
state partners. The project team is also identifying and evaluating different options for 
collecting expanded demographic data from our members. The analysis of data collection 
methods includes components of scalability, effectiveness, and cost. 


Amerigroup is Piloting Data Collection Methods 


Our Amerigroup Tennessee affiliate health plan is planning to use outbound member calls to 
collect expanded demographic data. The outbound calls uses the same Eliza technology used 
for new member welcome calls and annual telephonic surveys.  


The technology uses a scripted speech-recognition program to ask specific questions and 
capture member answers. Script sequence is carefully developed to limit the number of 
questions for most members. For example, options for race selection can be presented in an 
order that corresponds to the current distribution profile, with more prevalent races being 
asked first. 


The project team will share the results of the pilot with Amerigroup Nevada as input to 
developing a data collection method best suiting the needs of DHCFP and the Nevada 
population. 


Amerigroup’s Proposed Approach in Nevada 


Amerigroup proposes collaboration between DHCFP and the selected MCOs to determine an 
approach for data collection to be used across all Medicaid and Nevada Check Up recipients. 
Developing and implementing a centralized approach provides a number of key benefits to 
DHCFP: 


 Promoting consistency in what data is being collected 


 Promoting compliance with Federal requirements—NCQA and ACA 


 Creating a common data collection strategy applying to all members, regardless of 
their Medicaid MCO or whether they are fee-for-service 
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 Developing requirements for using MCO–collected data and reporting updated 
demographic data to DHCFP and DWSS 


 Developing a baseline of methods for using expanded member demographic data to 
benefit Medicaid and Nevada Check Up recipients 


Adding member demographic questions to one of the quarterly EPSDT calls could provide a 
vehicle for data collection based on the results of the pilot. We would also evaluate what the 
impact of executing a longer script may have on call success. 


Amerigroup advocates a collaborative approach engaging the State and all operating MCOs in 
developing a statewide solution. We have seen significant value in creating and fostering a 
culture of cooperation across the MCOs. 


Using Expanded Data to Benefit Medicaid and Nevada Check Up Members 


Amerigroup sees a number of opportunities to use expanded data in Nevada, including the 
ability to: 


 Create new community outreach programs or modify existing ones 


 Add or modify health education materials 


 Add additional questions to CAHPS and add HEDIS-like diversity measures 


 Use interpreter services proactively for member outreach calls 


 Target Case Manager assignments to better support the member 


Additional opportunities are discussed in Section 5.1.11.5.B of our response. 
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Fiscal Requirements (§5.1.11.6)  


A.  How will you ensure timely payment of claims in accordance with state and federal 
statutes and regulations? 


Ensuring Timely Payment of Claims 


Amerigroup has more than 16 years of experience 
processing Medicaid claims and has been 
processing Nevada claims since 2009. Amerigroup 
continues to process claims in accordance with State 
and federal statutes and regulations. 


We are committed to adjudicating claims in a timely, 
accurate, and provider-friendly manner. Our single 
claims processing system is fully integrated with 


enrollment and provider systems, consistently meets federal requirements, and meets all 
current DHCFP requirements. 


We have processed more than 1.6 million claims under our Nevada Medicaid and Nevada 
Check Up Contract since beginning our operations. September 2012 quality results showed 
financial accuracy of 99.94 percent and payment accuracy of 99.21 percent. 


Our claims process is engineered to adjudicate and 
pay claims in a timely manner through: 


 Experienced Claims Analysts. Our claims 
processing team is staffed with employees 
experienced with Medicaid managed care 
claims and knowledgeable in the needs of the 
Nevada marketplace. These employees 
collaborate with others to solve any problems 
that arise so that providers can be paid 
quickly. 


 Multiple Submission Methods. We accept paper and electronic claims to give our 
providers maximum flexibility. Electronic claims are accepted through three different 
methods. Claim formats are industry-standard and HIPAA-compliant. 


 Efficient and Reliable Processing. We quickly capture and adjudicate claims with 
minimum manual intervention by combining our core claims transaction platform with 
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electronic document imaging, a workflow management system, and electronic claims 
solutions. This leads to faster, more accurate claims turnaround and provider payment. 


 Automated Clearinghouses Speed Payment. We offer providers reimbursement using 
Electronic Funds Transfer (EFT) and Electronic Remittance Advice (ERA). This 
speeds delivery of payment and makes it easy for providers to review claims and 
remittance details. 


 Designated Mental Health/Substance Abuse Services Team. Our Claims Department 
maintains a designated team that processes claims for mental health and substance 
abuse services and handles all related claims inquiries. This team is experienced with 
the unique aspects of behavioral health, including provider types and coding, in 
addition to issues that require coordination between behavioral and physical health. 


The claims adjudication process is highly automated to deliver fast and consistent claims 
processing and payment. Claims adjudication processes are executed every night, seven days a 
week, so claims are processed soon after receipt. We use automated routines to apply a series 


of standard and State-specific edits, and we edit 
claim data using industry-recognized products such 
as code review and code-bundling software. 


Amerigroup’s comprehensive policies and 
procedures govern our claims process. Policies and 
procedures cover a wide variety of claims topics for 
both corporate-wide and State-specific guidelines, 
including claims submission (paper and electronic), 
timely filing standards, prompt payment 


requirements, and claim interest payments. Compliance with policies and procedures is 
validated through a number of methods, including management oversight, management 
audits, and internal audits. 


Claims Submission Delivers Flexibility to Providers 


Amerigroup accepts claims on paper and 
electronically to give our providers maximum 
flexibility. Claims formats are industry-standard and 
HIPAA-compliant. For electronic claims submission, 
we accept claims through: 


 Three nationally recognized EDI 
clearinghouses 
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Figure 5.1.11.6-1. Claims Processing is 
Highly Automated 


 


 Submission of an X12N 837 claims file from our provider website 


 Direct entry of a claim from our provider website 


In September 2012, 85.8 percent of Nevada claims were received electronically.  


Paper claims are received by our Document Management team, who batch, scan, and export 
the files to our data entry vendor each production day. The vendor converts claims to an 
electronic format and returns X12N 837 claims data files for processing. This cycle occurs, on 
average, within 48 hours of receipt, helping us process clean claims as quickly as possible. 


All claims, regardless of entry source, pass through the 
same edits and adjudication processes ensuring 
consistency. We assign each claim an internal control 
number  to track its progress from initial entry into our 
system to final adjudication and online storage. 


Claims Processing Overview 


As shown in Figure 5.1.11.6-1, claims that are paid or 
denied are captured in the encounter submission to 
DHCFP.Our Claims Department is responsible for all 
claims processing functions from receipt to final 
adjudication and uses the following procedures: 


 We apply initial HIPAA compliance and State-
specific edits prior to adjudication. Claims that 
fail edits are rejected. 


 Our system applies adjudication edits based on 
eligibility, provider status, medical necessity, 
type and quantity of benefits, pricing, 
authorization, and fraud and abuse detection. 


 Claims that pass adjudication edits are 
processed during the next payment cycle. 
Claims that fail edits are denied. 


 Claims that pend for additional review related 
to medical necessity, prior authorization, or 
other reasons are monitored closely ensuring 
timely resolution. 
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Claims Adjudication Process is Highly Automated 


The system applies a series of edits to all submitted claims, regardless of source of entry. 
Before a claim is accepted into our claims processing system, we apply a variety of automated 
pre-processing edits designed to validate the quality of the data submitted. These edits verify 
that the data is relevant, complete, and contextually appropriate, and includes HIPAA Level 6 
compliance edits in addition to specific edits based on claim type. Initial edits check for data 
accuracy and completeness, including verifying that the member ID matches a valid 
Amerigroup Nevada member record and State-specific editing such as requirements for birth 
weight on newborn claims. 


Claims that fail these initial edits are rejected. If the claim was submitted electronically, the 
provider is notified via the claim entry source, which is either the clearinghouse or the 
provider website. Rejected paper claims are returned to the provider via postal mail with a 
description of the issue. 


During claim adjudication, we use automated routines to apply State-specific HIPAA Level 7 
edits. We also apply hundreds of standard system edits supporting tasks such as verifying 
member eligibility, checking provider status, checking dates of service against timely filing 
requirements, validating authorization requirements, ensuring that services are covered and 
not excluded under the DHCFP managed care contract or the Nevada Medicaid State Plan, 
and checking for duplicate claims. Industry-recognized products such as code review and code 
bundling software are also used to edit claim data, in addition to internally developed data 
verification applications. 


Adjudication edits check for duplicates by evaluating claims against claims history. Duplicate 
claims are denied, or if duplicate status cannot be determined, they are pended. In October 
2011, we implemented a new systems process using the Pega Business Process Manager 
platform as a rules engine to perform additional 
analysis on claims pended as suspected duplicates. 
Our Claims Repair system has reduced manual review 
efforts and increased the overall auto-adjudication 
rate by 1.5 percent. 


Claims that successfully pass adjudication edits are processed during the next twice-weekly 
payment cycle. If a claim does not pass the edits, it is denied. For example, the claim would be 
denied if the member is not eligible at the time of service. All adjudicated claims receive a 
specific explanation code informing the provider of the level of payment or corrective action 
required to complete the claim. 
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Claims that require further information from the provider or a third party are denied. We 
notify the provider of the issue and after receipt of the requested information, the claim is 
processed as an adjustment. 


Claims pended for additional review related to medical necessity, prior authorization, or other 
reasons are monitored by the management team daily through our work flow management 
system, ensuring timely resolution. Management reports list the number of pended claims by 
aging category, allowing us to quickly react to any fluctuations in claims submission and 
volumes. By working pended claims in order of receipt, we pay providers efficiently and 
achieve processing goals. Complex claims requiring review are funneled to specialized 
employees with experience in handling specific provider types and situations. 


In compliance with section 2702 of the Patient Protection and Affordable Care Act, we utilize 
concurrent reviews as well as reporting against the POA indicator to identify provider-
preventable conditions. Claims are evaluated for conditions identified by a secondary 
diagnosis acquired during the initial course of treatment. Depending on the situation, we deny 
payment for claims indicating a provider-preventable condition. 


Timely Claims Payment – Twice a Week Pay Cycles 


In order to pay our providers as quickly as possible, we 
execute a claims payment cycle twice a week where we 
generate physical checks, initiate EFT, and generate 
an Explanation of Payment (EOP). The EOP identifies the level of payment or corrective 
action required to complete the claim for denied claims. In addition, we issue an Explanation 
of Benefits (EOB) to members in those circumstances where member EOBs are appropriate. 


As required by DHCFP in Amendment 9, Amerigroup’s claims payment system prevents 
payments for items or services to any financial institution or entity located outside of the 
United States. 


Our claims process also does not pay claims submitted by providers who are excluded or 
suspended from the Medicare, Medicaid, or CHIP (Nevada Check Up) programs due to fraud, 
waste, or abuse. If we have a provider that has been sanctioned or suspended from these 
programs or is on payment hold under the authority of DHCFP or its authorized agent(s), our 
Credentialing Department reviews and takes the appropriate actions to terminate the provider 
from our network. We suspend the provider’s record, which ensures that any current and 
future claims submitted by the provider are flagged for review by the Corporate Investigations 
Department or denied with cause.  







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-290 
November 15, 2012 


Paying providers quickly and efficiently is an Amerigroup priority and a key component of 
provider satisfaction. Today, we pay many providers through EFT. This service is free and 
offered through our claims settlement solution vendor, which, in addition to EFT, also offers 
providers the option of ERA services. Providers can view the ERA online and print it at their 
office, download a HIPAA-compliant X12 835 data file for processing in their practice 
management system, or receive paper remittances via mail. The EFT program offers the 
following to providers:  


 Electronic deposits directly to designated provider accounts  


 Remittance Advice (RA) statements that can be downloaded electronically  


 RA archive with fully integrated reporting functionality  


 X12 835 file compatibility with most electronic billing software 


Our overall adoption rate of EFT among our 
Nevada providers is 22 percent. In August and 
September 2012, 39 percent of claims and 65 
percent of claim dollars were paid using EFT. 


To encourage further adoption of EFT within our 
provider network, we post alert messages and 
updates on the provider website announcement 


area as reminders to sign up. We have also launched a multi-pronged provider engagement 
strategy that includes: 


 Discussing EFT in all of our provider training including forums, town halls, and 
orientations 


 Targeting high-volume providers for direct outreach concerning EFT 


 Including an EFT brochure with claims payments to network providers not currently 
participating in EFT 


We are confident that these tactics will continue to advance the adoption rate by our Nevada 
network providers. 
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B.  Describe your claims payment performance using the most recent available annual 
period as the time frame of reference.  What is your payment aging profile for clean 
and non-clean claims?  What is your percent of claims pended?  What is your denial 
rate?  What is your rate of claims resubmission?  


     1. Provide a recent set of unedited month-end management reports from your claims 
system.  At a minimum, samples should include aging report, clean claim payment 
rate, denial rate and pended. 


 If you are not currently a Nevada Medicaid HMO, redacted sample reports will be 
accepted. 


Claims Payment Performance 


Amerigroup focuses on claims payment performance and relies on established standards and 
reporting, ensuring that performance consistently meets the expectations of health plan 
management and our state partners.  


Amerigroup processed more than 803,000 claims under our Nevada MCO Contract in the 12 
months ending September 30, 2012. Amerigroup executes nightly claims adjudication cycles. 
Twice a week we run claims payment cycles during which we process all claims adjudicated 
since the last payment cycle. The frequency of our 
claims adjudication and claims payment cycles 
results in fast claims turnaround time. On average, 
we pay our Nevada Medicaid claims in 4.7 days. For 
non-clean claims, we notify the provider within 4.6 
days, on average, using the input submission method 
of the claim. 


We consistently exceed DHCFP clean claims payment timeliness requirements, as shown in 
Table 5.1.11.6-1.  


Table 5.1.11.6-1. Amerigroup Exceeds DHCFP Clean Claims Payment Timeliness Standards 


DHCFP Clean Claims Payment Standard 
Amerigroup Performance 
10/1/2011 – 9/30/2012 


90% within 30 calendar days  99.66 % 


99% within 90 calendar days  99.94 % 


 


During the 12-month period ending September 30, 2012, more than 19 percent of Nevada 
claims pended. Pended claims are routed to Amerigroup employees for research and 
resolution. Our denial rate averages 14.9 percent. Denial reasons are communicated to 
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providers on the EOP and available on our secure provider website through the Claim Status 
tool. 


Paid and denied claims can be resubmitted by the provider. The resubmitted claim is processed 
as an adjustment and linked to the original claim by adding a suffix to the internal control 
number. In the 12-month period ending September 30, 2012, our claims resubmission rate was 
1.6 percent. 


Recent Set of Unedited Month-End Management Reports 


Amerigroup continually monitors claims processing performance and compliance. Daily, 
weekly, monthly, and ad hoc reports allow management to gauge processing performance, 
identify problem areas, and monitor quality. 


A set of unedited month-end management reports from our claims processing system are 
provided in Attachments 5.1.11.6-1 – 5.1.11.6-9. Reports are from our current Medicaid and 
Nevada Check Up Contract for the month of September 2012. Table 5.1.11.6-2 provides 
information on how the reports are used to manage the Nevada claims process. 
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Table 5.1.11.6-2. Amerigroup Uses Management Reports to Monitor the Nevada Claims Process 


Report Name  Key Report Information and Use 


Claims Dashboard 
Reports key claims metrics on a month‐to‐month basis. 


Health plan leadership uses the report to monitor claims performance and 
address any areas of concern. 


Claims Activity and 
Inventory Report 


Comprehensive report of claims metrics including claims turnaround time 
percentages, auto adjudication rates, claim denial rates, and inventory metrics. 
Individual report pages include: 


 Overall Turnaround Time in Calendar Days 


 Denied Turnaround Time in Calendar Days 


 Ending Inventory Aging in Calendar Days 


 Auto‐Adjudication Rate 


 Claim Count by Input Method 


Health plan and claims operations leadership use the reports to monitor 
performance and trends. 


Claims Audit Report 
Reports claims audit results for payment and financial accuracy. 


Health plan and corporate leadership analyze data to monitor trends and 
identify opportunities for claims process improvement. 


Work Item Aging by 
Queue 


Reports claims volume and age by work queue. 


Health plan and claims operation leadership review the report daily to quickly 
resolve pended claims and identify any outliers. 


Internal Resolution 
Unit Work Item 
Aging 


Reports volume, type, and aging of service forms submitted by providers for 
analysis of processed claims. The report includes hyperlinks for easy access to 
service form information. 


Health plan leadership reviews this report daily to monitor timely resolution of 
all items.  


Many of these reports are also reviewed on a daily basis by health plan and claims operations 
leadership. Claims reports are also analyzed for issues such as possible provider submission 
problems, system problems, or other areas of improvement. If, for example, we see a high 
number of claims pending for a specific reason, we will analyze the claims to determine the 
need to implement an appropriate intervention, including provider education, reviewing 
authorization rules, or modifying a system edit. A high volume of claims pending or denying 
for a specific provider will prompt a review and outreach to the provider. 


Careful review of the Work Item Aging by Queue report has also resulted in process 
improvements that produced faster claims adjudication and provider payment. During review 
of a report earlier this year, health plan operations identified a claim that was approaching 30 
days. After checking with claims management, it was determined that this claim was pended 
due to lack of single case agreement (SCA) documentation to price the claim. Investigation 
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determined that the out-of-network provider had not returned the signed SCA. Amerigroup 
Nevada worked with corporate provider and claims employees on a process improvement effort 
to identify and quickly resolve this type of problem. The result was quicker resolution of 
pended claims, faster provider payment, and greater provider satisfaction.  


C.  Describe your plan to identify and report suspected provider and recipient fraud. 


Identifying and Reporting Suspected Provider and Recipient Fraud  


Amerigroup Nevada is committed to the prompt identification and prevention of fraud, waste, 
and abuse. Amerigroup Nevada maintains a comprehensive Fraud, Waste, and Abuse Plan 
that complies with DHCFP requirements and drives our 
efforts to prevent, identify, investigate, and report 
suspected provider and recipient fraud and abuse. We 
review and update our Fraud, Waste, and Abuse Plan 
annually to address changes in the industry and 
changing fraud schemes and patterns. The plan 
addresses all aspects of our program, including: 


 Definitions. Explains the differences between fraud, waste, and abuse. 


 Staffing and Responsibilities. Provides identification of corporate and health plan 
departments and employees and their associated responsibilities.  


 Employee Education. Details policies and procedures for employee training, including 
the Amerigroup Code of Business Conduct and Ethics; how employees can help 
identify and prevent fraud, waste, and abuse; the federal False Claims Act; and laws 
governing the rights of employees to be protected as whistleblowers. 


 Identification Methods and Indicators. Identifies the various methods used to identify 
suspected provider or recipient fraud, waste, or abuse, including referrals and system-
based detection methods and controls. 


 Investigation Process. Describes the stages of the investigative process, including the 
key questions during each stage. 


 Reporting. Documents procedures for reporting instances of suspected provider or 
recipient fraud and/or abuse to the Surveillance and Utilization Review Section 
(SURS) at the DHCFP and other DHCFP reporting requirements. 


Our efforts to identify and report suspected provider and recipient fraud and abuse in Nevada 
are supported by Amerigroup’s Corporate Investigations Department (CID), an experienced 
internal team dedicated to the identification, prevention, investigation, and prosecution of 
fraud, waste, and abuse. 
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Our comprehensive plan for the prevention of fraud, waste, and abuse includes a variety of 
activities: 


 Creating a rigorous provider and supplier screening and monitoring process to prevent 
network participation or payment to providers or facilities  who are excluded from the 
Medicaid and Medicare programs 


 Preventing inaccurate claims submission and payment through rigorous system 
configuration, claims edits, and prepayment reviews 


 Detecting patterns of suspected fraud, waste, and abuse through the use of various 
analytical tools 


 Suspending payments to providers and payers in cases of suspected fraud 


 Expanding overpayment recovery efforts through internal efforts and the utilization of 
audit recovery vendor partners 


 Recognizing and preventing member fraud and abuse 


 Internal auditing and risk management to prevent and detect unlawful activities by 
employees, providers, and contractors  


 Utilization management review to monitor the under and over utilization of services 
and the effectiveness of our prior authorization procedures 


Amerigroup Nevada tracks all activity related to our fraud, waste, and abuse program as one 
of the methods to measure program success. From our start of operations in February 2009 
through October 31, 2012, we have documented impressive results as shown in Table  
5.1.11.6-3. 


Table 5.1.11.6-3. Amerigroup Nevada’s Plan Demonstrates Results 


Metric  Description  Results 


Identified Cases 
Dollar value of Nevada provider and recipient 
fraud and abuse cases opened by the CID 


$2,690,488.78 


Money Recovered  Actual money recovered  $231,809.46 


Prevented 
Dollar value associated with direct actions 
initiated to prevent continued fraud or abuse by 
specific providers 


$953,989.53 


 


Through the end of October 2012, we have opened 80 fraud and abuse cases; 77 percent of the 
cases involved providers and 23 percent involved members. Based on our investigation, we 
have referred 37 cases of suspected provider or recipient fraud or abuse to the SURS unit. We 
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maintain an open dialog with the SURS and meet quarterly to review active cases and discuss 
those that may result in a referral. 


Our experience in Nevada shows that provider fraud and abuse most often involves billing for 
services not rendered, misrepresenting a non-covered service as a covered service, or upcoding 
a service. Recipient cases are most often due to identify theft or seeking narcotics for pain 
management through “doctor shopping.” This understanding of the fraud and abuse patterns 
among our providers and members is used as input to our culture of continuous improvement, 
impacting training materials, provider manuals, member handbooks, and outreach activities, 
as appropriate.  


Amerigroup Nevada recognizes that all of 
our employees share the responsibility to 
report possible incidents of fraud, waste, 
or abuse. We include sections in our 
provider manual and member handbook 
that discuss fraud, waste, and abuse and 
detail ways to report concerns. The home 
page of our corporate website includes a 
link where anyone can report fraud, 
waste, or abuse. Our employee handbook 
details our policies and procedures 
regarding fraud, waste, and abuse 
prevention and detection specific to false 
claims recovery and our methods of 
detecting and preventing fraud, waste 
and abuse. As shown in Figure 5.1.11.6-
2, posters, e-mail, and other employee-
communication vehicles are also used to 
remind and emphasize requirements 
related to fraud, waste, and abuse. 


Amerigroup Nevada uses a three-
pronged approach to combat fraud, waste, and abuse as shown in Figure 5.1.11.6-3. This 
comprehensive approach uses multiple methods to prevent, detect, and correct fraud, waste, 
and abuse in all its forms and through every means available. 


  


Figure 5.1.11.6-2. Posters Reinforce Education on 
Fraud, Waste, and Abuse Responsibilities 
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Figure 5.1.10.6-3. Amerigroup Strives to Prevent, Detect, and Correct Fraud, Waste, and Abuse 


 


The following sections discuss specific components of our approach to identifying and 
detecting, correcting and preventing, and reporting fraud and abuse in Nevada. 


Identification/Detection 


Amerigroup Nevada identifies provider and recipient fraud and abuse through referrals and 
software applications designed to detect such incidents.   


We receive referrals from various sources, both internal and external. Referrals are received 
by mail or telephone, in person, e-mail, Internet, intranet, or from our compliance hotline; 
referrals originate from members, providers, employees, law enforcement agencies, and 
professional organizations. Members and providers can report suspicions of fraud and abuse 
through Amerigroup’s toll-free number, the Corporate Compliance Hotline, or the fraud and 
abuse reporting links on our website. Newsletters periodically remind members and providers 
of the mechanisms to report suspicions of fraud and abuse. The Amerigroup CID also 
independently identifies cases through the media, partnerships, data analysis, anti-fraud 
software and databases, and other intelligence-gathering techniques. 


Amerigroup also identifies fraud, waste, and abuse through the use of: 


 Claims submission and billing logic 
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 Algorithmic and statistical 
detection methods 


 Innovative data mining initiatives 


 Utilization review and auditing 


Regardless of how an incident of provider 
or recipient fraud or abuse is identified, 
our goal remains the same—correct the 
behavior through specific actions that 
include investigation and referral, 
education, resolution of over- and under-
payments, and systems configuration 
changes and improvements. 


Claims Submission and Billing Logic 


We use a number of mechanisms to 
identify improper claim submission and 
billing; we then use the data generated to 
tailor behavior modification techniques for 
the provider submitting the claim:  


 Business Rules. A variety of rules 
check for known patterns of 
behavior, such as upcoding, 
unbundling, incorrect charges, 
daily billing limits, and data issues. 


 Anomaly Detection. System tools 
look for patterns of behavior, 
including unusual billing, 
especially when compared to peers 
of the same provider type or 
specialty; unusually high volume of 
procedures performed on one 
recipient or at one location; higher 
billed charges with respect to the norm; or unusual patterns of member geographical 
utilization of a provider. 


 Predictive Modeling. Sophisticated analytical tools identify complex patterns based on 
known fraud cases, including upcoding behaviors that are similar to previously 
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identified cases of provider fraud, problems matching predicted diagnoses to those on 
the claim, or differences in the growth rate of a provider’s practice with respect to 
peers. 


 Social Link Analysis. Still in 
development, these analytical tools 
will examine patterns of behavior 
that could indicate collusion or 
conspiracy between providers or 
members, including patterns of 
association with known fraudulent 
individuals, or suspicious patterns of 
referrals. 


Algorithmic and Statistical Detection 
Methods 


Algorithmic and statistical detection 
methods coupled with predictive models 
score claims and providers for likelihood of 
fraud, waste, or abuse and the level of 
financial risk. Statistical analyses within 
these tools also identify overutilization, 
underutilization, and inappropriate 
utilization. We use the results to prioritize 
and allocate the right resources to the right 
claims at the right time to create greater 
efficiencies in healthcare management. The 
algorithms generally fall into three different 
categories: overpayment, metric, and model. 


 Overpayment algorithms are based 
on coding, reimbursement, and contracting standards and target claims with a high 
indication of improper payments. 


 Metric algorithms derive metric values for comparison of utilization among providers. 
Metric algorithms do not calculate overpayment amounts but can identify suspicious 
activity. 


 Model algorithms examine several indicators and data elements and produce a 
composite ranking based on the combination of those elements. Rather than a direct 
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overpayment amount, a model algorithm identifies potential fraud, waste, and abuse 
activities that may then be subject to further review. 


With the information provided using these algorithms, we are able to prioritize investigations 
based on the level of risk and the potential for program savings. 


Innovative Data Mining Initiatives 


Data mining initiatives identify providers whose billing practices are outside the norm for their 
specialty, a process that has been valuable to both Utilization Management and CID. We 
identify outlier providers by using a combination of predictive modeling techniques and well-
documented algorithms based on relative distribution of services. We then refer the cases to 
appropriate functional areas for intervention, which can range from fraud investigation to 
education of providers to pre‐ or post‐payment claims review. 


Utilization Review and Auditing 


In addition, our medical management employees use utilization review and auditing to identify 
instances of fraud, waste, and abuse. Employees regularly review both medical and pharmacy 
prior authorization and utilization reports to identify unusual patterns of utilization that may 
indicate provider or recipient fraud or abuse. Analysis is also performed to identify potential 
under-utilization of services, especially in the case of sub-capitated providers. 


We incorporate pharmacy data analysis and auditing due to the high cost of pharmacy fraud 
and abuse. Our CID leads an initiative to create an anti‐fraud workgroup with our Pharmacy 
Benefit Manager (PBM) and includes representatives from CID, our PBM’s Internal Audit 
Department, and senior employees from Amerigroup’s Pharmacy Department. The goal of 
this workgroup is to develop and implement protocols specifically aimed at reducing the risk of 
fraud and abuse and their correlated negative effect on our ability to administer effective 
medical, dental, vision, and pharmacy benefits while maintaining costs. 


Each year, Amerigroup’s Medical Policy Committee (MPC) reviews and approves all prior 
authorization procedures, medical necessity criteria, and guidelines and then updates them 
when appropriate. The MPC may review the criteria more frequently if a new version of the 
criteria, such as updates to the DHCFP Medicaid Services Manual, is published before the 
annual review date. The MPC identifies regulatory and contractual barriers to 
implementation; concerns regarding the medical accuracy, validity, or scope of the criteria; 
and Statewide or supplemental guidelines that may be used for medical necessity 
determination when the nationally adopted criteria do not address pertinent issues. 
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Correction/Prevention 


Once we have detected possible fraud, waste, or abuse activity, we initiate action to correct the 
problem. Some actions are punitive; others focus on continuous improvement and address the 
systemic or behavioral issues that created the issue. These include: 


 Investigations and referrals 


 System configuration changes and improvements 


 Member education and monitoring 


 Provider education and monitoring 


 Payment suspension 


 Payment recovery 


 Provider termination 


We discuss these activities in the following paragraphs. 


Investigations and Referrals 


All potential cases of fraud or abuse are reported to our CID, entered into a tracking system, 
and prioritized. The investigative team performs an initial assessment of the available 
evidence, including claims, reports, medical records, and other information as available, to 
establish whether there is a need for additional investigation. If the CID investigator finds that 
fraud or abuse is likely, the investigator refers the case to the SURS at the DHCFP for a final 
disposition. We prioritize and complete investigations in a timely manner. 


System Configuration Changes and Improvements 


Our process is not final until we complete the root cause analysis to understand why an issue 
occurred. We manage and track the resolution of our leads so we can categorize and track the 
impact to our process. When we find opportunities to mitigate the problems from occurring in 
the future, we have a team that reviews and approves policy changes or edits to our claims 
processing system. 


Member Education and Monitoring 


Amerigroup Nevada uses a variety of tactics to enhance member awareness of fraud, waste, 
and abuse. Our member ID card clearly indicates that the “Use of this card by any person 
other than the member is fraud.” As another example, the member handbook clearly instructs 
members to show their card to their providers and further instructs them regarding how to 
report suspected cases of fraud and abuse. 
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To correct abusive behavior, we tailor a case management approach that provides coordinated 
services and member-specific education to address the unique physical, behavioral, social, 
functional, and environmental needs of each member. Following identification, our case 
manager will work with the PCP and any other treating professionals involved in the 
member’s care, including behavioral health and disability providers, to develop an 
individualized care treatment plan that will help the member address abusive behaviors. 


We address pharmacy-specific member education under a pharmacy program that ensures 
that case managers have access to a full array of member information to effectively coordinate 
services. 


Continued non-compliant behavior may warrant the member being placed into a lock-in 
program to ensure the appropriate provision of services based upon member needs. Our goal 
in managing members through the lock-in process is always to improve patient behavior and 
avoid unnecessary disenrollment that can disrupt continuity of care for those who need it 
most. 


Provider Education and Monitoring 


Amerigroup identifies aberrant behavior patterns and works to change billing practices 
through an education process focused on how to document, code, and bill services while 
assuring compliance with industry and regulatory standards.  


The billing process for Medicaid and other public programs can be complex. This complexity 
can make it difficult to determine intent. In an effort to realign billing processes and to 
encourage more accurate provider billing, we maintain an education program for providers 
whose billing patterns are outside the norm. This program includes, but is not limited to: 


 Education. Providers with aberrant billing behaviors are sent educational letters that 
describe the specific billing behavior and that provide proper coding instructions. We 
will send multiple mailings to the providers during this educational period. 


 Monitoring. Once we inform the provider of the correct billing behaviors, we monitor 
that provider’s billing patterns to verify that a behavioral change has occurred. 


 Post-payment Medical Record Review.  If the provider behavior has not changed, our 
coding specialists —Nurses, Physicians and Certified Coders —conduct a post-
payment review of the provider’s medical records to verify that the documentation 
meets standards and supports the claim billed. Depending on the outcome of these 
reviews, the provider might receive additional education or be placed on pre-payment 
review for a period of time until documentation supports the codes billed. These 
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reviews can identify potential fraud, waste, and abuse leads. Such leads are 
immediately referred to the CID for investigation. 


Payment Suspension 


When the alleged fraud is pervasive, we may suspend the provider’s payments while the 
investigation occurs. Suspensions are an important tool in cases where credible allegations of 
fraud exist and would only be implemented at the direction of DHCFP. 


Payment Recovery 


While our claims adjudication process goals focus on timely and accurate claims payment, 
some claims are inevitably paid inaccurately for a variety of reasons. Therefore, we 
incorporate aggressive and comprehensive efforts of claims payment recovery in instances of 
membership error, provider billing error, and payment error. All of these contribute to 
inaccurate claims payment and necessitate recovery processes. 


Some instances of claims payment errors are due to fraud or abuse and are identified by 
internal or external sources, or through routine data analysis and reported to our CID for 
investigation. If the lead is determined not to be fraud or abuse and would be more 
appropriately defined as waste, the claim is referred to our overpayment identification and 
recovery teams for review and payment recovery. This process also includes identification of 
the root cause of the error and may result in correction of system configuration or provider 
education. 


We recognize that fraud, waste, and abuse is about more than financial recoveries. 
Amerigroup Nevada is very concerned about the safety and well-being of our membership. 
Detection is just a part of our compliance effort to ensure effective healthcare programs for 
our members. As examples, reports of patient abuse or services performed that were not 
medically appropriate are handled as a high priority, with quick review and reporting to the 
appropriate agency. 


When investigations result in proven fraud where correction of claims payment is warranted, 
Amerigroup uses several processes to recover overpayments and realign behaviors. 
Overpayments can occur as a result of unintentional mistakes by the provider. We use data 
mining to identify these types of overpayments. Overpayments are requested from providers 
following State regulations for notification. We also recoup overpayments from future 
payments after we have issued the required notification to the provider. A dedicated call team 
works directly with providers on overpayments to ensure that the provider understands the 
request and to answer any questions. This process has significantly enhanced the success of 
our recovery program and reduced the amount of time from identification to recovery by more 
than half.  
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We are aware of the federal requirement to address underpayments with the same vigor as 
overpayments. If the underpayment is in excess of an overpayment, it is forwarded to the 
Internal Resolution Unit for review and payment.  


We also have processes in place to recover any monies identified that were paid to excluded 
entities. 


Terminating a Provider 


If providers are found to have participated and/or contributed to fraud or abuse through the 
contractual agreement executed by the provider and Amerigroup Nevada, they may be 
terminated from participation. An edit is placed in the claims system terminating the identified 
individual or entity to prevent future payment to the terminated provider. 


Reporting 


Amerigroup Nevada currently complies with all DHCFP reporting requirements related to 
fraud, waste, and abuse under our existing Medicaid and Nevada Check Up Contract. 


Amerigroup Nevada reports suspected cases of fraud and abuse, including those committed by 
Amerigroup employees, contractors, or subcontractors, to the SURS at the DHCFP. We are 
currently in compliance with the new requirement to report no later than 10 business days 
after completion of the investigation and to provide the information specified in Section 
4.13.8.5. We have an open dialog with the SURS and meet quarterly to review active 
investigations. 


We currently submit the required DHCFP fraud and abuse report monthly; it reports the 
number of cases and suspected cases of provider and member fraud and abuse. The reported 
information includes the number of providers sanctioned and the number of ongoing 
investigations carried over from the previous time period. We will implement any 
modifications to these existing reports as may be required by DHCFP under the new Contract. 


We have procedures in place to provide immediate notification to DHCFP of suspected 
recipient or provider fraud and abuse and upon our awareness of disciplinary actions or 
sanctions against a network provider. 
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D.  Describe and submit your policies and procedures for determining and collecting 
patient liability. 


Determining and Collecting Patient Liability  


Amerigroup has extensive experience and established 
processes to identify, validate, and collect any requisite 
legal liability of third parties, in accordance with State 
and federal requirements. Our cost avoidance and 
post-pay recovery efforts resulted in $4,172,283 in 
savings in 2011 and are projected to reach more than 
$5.2 million for 2012. Amerigroup’s comprehensive 
approach includes: 


 Maximizing cost avoidance through 
identification of other health insurance (OHI) 
and coordination of benefits (COB) 


 Collecting third-party liability (TPL) and subrogation through a retrospective recovery 
program 


Per the State’s response to Question #62 in Amendment 1 to the RFP, we describe our efforts 
in subrogation. 


We maintain sound fiscal management by staffing a Cost Containment Department (CCD) 
responsible for a wide variety of programs, including identification of OHI, cost avoidance 
through COB, overpayment/collections, and subrogation. We leverage experienced financial 
personnel; technology and automated applications; and consistent, replicable processes. 


Amerigroup Nevada will continue to follow our policies and procedures that comply with all 
federal and State laws and regulations for TPL and subrogation, including the requirements 
contained in Section 4.10.7 of the RFP. 


We acknowledge and will continue to comply with the requirements contained in Section 
4.10.3 of the RFP that states that members will not be held liable for any of the following: 


 Vendor’s debts in the event of the Vendor’s insolvency 


 Services provided to the member in the event of the organization’s failing to receive 
payment from the State for such services 
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 Services provided to a member in the event a healthcare provider with a contractual, 
referral, or other arrangement with the Vendor fails to receive payment from the state 
or the organization for such services 


 Payments to a provider who furnishes covered services under a contractual, referral, or 
other arrangement with the Vendor in excess of the amount that would be owed by the 
recipient if the Vendor had directly provided the services 


Amerigroup Seeks to Maximize Cost Avoidance 


Amerigroup recognizes the importance of a strong TPL cost-avoidance program in managing 
the cost of the Medicaid program.  


We employ a number of cost-avoidance strategies, including capturing OHI data from all 
available sources, validation of OHI leads, storing OHI information on a member’s electronic 
record, and extensive edits in our claims processing system.  


Amerigroup strives to maximize the identification of OHI and TPL and increase cost 
avoidance by: 


 Capturing any available data regarding OHI, including information received from 
DHCFP on the monthly 834 enrollment file 


 Dedicating staff to the daily review and update of potential OHI and TPL leads 
received from members and providers 


 Validating potential OHI leads with the primary carrier and storing information in the 
member’s electronic record 


 Incorporating a series of edits into our claims processing system to evaluate alternate 
insurance information during adjudication 


 Suspending claims where OHI data is attached to the member record and triggering 
these claims for follow-up 


 Performing root-cause analysis and educating providers to reduce billing errors 


We actively pursue third-party resources that we identify and those communicated to us by 
DHCFP in accordance with State and federal laws and regulations and the Nevada Medicaid 
Services Manual. 


Identifying Other Insurance Information 


Amerigroup stores in each member’s electronic record any available data regarding alternate 
insurance carriers, such as a commercial health care insurer, Medicare, or an employer-
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administered Employee Retirement Income Security Act of 1974 (ERISA) plan. In Nevada, 
sources include DHCFP; Amerigroup’s post-pay recovery vendor; providers indicating this 
information on claims; and Amerigroup Provider Relations Representatives, Member Services 
Representatives, and Case Managers.  


All potential OHI leads are submitted to a dedicated Amerigroup unit for validation. This unit 
conducts a daily review of all OHI and TPL leads received throughout the company from 
members, providers, and others. The information is validated with the primary carrier; if 
appropriate, it is added to the member’s record in our claims system. The member record 
includes OHI (the policy issuer and number, effective and termination dates, and last date 
verified). It also identifies the policy holder, which is important if the member is a child and 
the insurance coverage is through an absent parent. Member OHI information is available to 
providers through self-service tools on our secure provider website. OHI information is 
automatically incorporated into the claim adjudication process. 


Member demographic data is regularly shared with our post-payment recovery vendor, who 
uses it to search an extensive data repository of OHI information for any new, modified, or 
terminated coverage for members. The findings are reported at least monthly to the CCD for 
validation and addition to the member’s record. 


Integrating Cost-Avoidance Efforts into Claims Adjudication 


Amerigroup’s claims processing system is fully integrated with our TPL process. When 
alternate insurance is noted with the claim or we have alternate coverage information on file, 
our claims system automatically evaluates the claim for subrogation.  


During adjudication, claim service dates are compared to OHI coverage dates. If dates match, 
the claim is pended for analyst review. If the claim is eligible for cost avoidance, the analyst 
coordinates the claim using established guidelines. For example, if an OHI source is identified 
and the required explanation of benefits (EOB) is not attached, Amerigroup will deny the 
claim and notify the provider that it must be submitted to the appropriate third party for a 
determination of the OHI amount. If the required information is attached, the claim is 
suspended for additional analyst review prior to final adjudication.  


Collecting TPL and Subrogation 


We will continue to pursue TPL and conduct subrogation in accordance with State and 
federal laws and regulations, as well as Sections 103.6 and 3603.20 of the Nevada Medicaid 
Services Manual. In 2011, we collected $108,056 in subrogation and, based on year-to-date 
figures for 2012, we project to collect over $209,000. Subrogation is typically an 18- to 24-
month litigation process; therefore, subrogation recoveries are not realized for a significant 
period of time after operations begin. As an existing MCO serving Medicaid and Nevada 
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Check Up recipients, our continued participation will help us to continue to realize savings 
instead of the State losing this recovery process to a 
new MCO. 


We analyze paid claim data to retrospectively 
identify opportunities for TPL recoveries. We 
provide our recovery vendor with a monthly data file 
of all processed claims to identify the appropriate 
primary carrier. Our vendor compares claims 
information against their data repository that 
contains health information from more than 150 
health insurance organizations. 


When overpayments are identified, we follow documented procedures to recover the 
overpayments. When new OHI information is identified, it is incorporated into the member 
record to facilitate proper coordination of  future claims. All reimbursements are directed to 
Amerigroup Nevada, and recoveries are noted in the claims record for reporting to DHCFP 
through reports and the encounter process.  


Written Policies and Procedures Guide our Processes 


Included as Attachment 5.1.11.6-10 is our policy and procedure on subrogation. This policy 
and procedure ensures that claims that may offer subrogation opportunities are investigated 
and processed timely. It includes Nevada-specific requirements for our current Contract with 
DHCFP. 
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Grievances, Appeals, and Fair Hearings (§5.1.11.7)  


A.  Explain your process for ensuring the due process rights of enrolled recipients with 
regard to grievances, appeals and access to state fair hearings are followed. 


Amerigroup Nevada ensures members’ rights to due process throughout our grievance and 
appeals process and we afford members access to the State Fair Hearing process. We present 
our methods in our response to Section 5.1.11.7.A. We describe our experience with tracking, 
trending, and reporting our performance in Section 5.1.11.7.B. We address the measures we 
use to ensure fairness handling provider appeals and grievances in our response to Section 
4.11.7. 


We have a mature DHCFP-approved grievance and appeal process which includes referral to 
the State Fair Hearing process when our internal appeal process is exhausted and a wholly 
favorable resolution is not yet reached for the member. Our processes were approved by 
NCQA as part of their accreditation review which we passed with an overall score of 98.28 
percent. Health Services Advisory Group (HSAG), the Nevada External Quality Review 
Organization, also approved our grievance, appeal, and access to State Fair Hearings process. 
Our HSAG overall approval score was 96 percent. 


Our method for ensuring due process is tiered, begins with our first contact with the member, 
and continues through final resolution. The key concepts providing the foundation for our 
processes are listed below and discussed in Section A of our response to Section 5.1.11.7.  


 Member Notification of Rights (§4.11.1) through:  


 Member handbook and website 


 Provider manual and website 


 Member Services/Provider Services/Member Advocate contacts with individuals 


 Timelines for Communicating Adverse Decisions and Notice of Action (§4.11.2-3) 


 Handling Grievance, Appeals and Access to the State Fair Hearing Process(§4.11.4-5) 


 Continuation of Benefits (§4.11.6) 


We discuss the remainder of our tiered approach Section B of our response to Section 
5.1.11.7: 


 Tracking, trending, and reporting our activities internally 


 Reporting quarterly to the State for oversight  
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In our response, we demonstrate the effectiveness of our tiered approach and the respect we 
hold for each member or provider with consistent and fair treatment of individuals at every 
encounter.  


Member Notification of Rights (§4.11.1) 


Informing members of their rights is the foundation of a successful grievance and appeal 
process. Upon enrollment, we advise members of their grievance and appeal rights through 
the new member packet which includes a member handbook. Information also explains the 
right to request a State Fair Hearing if members are not satisfied with the results following 
completion of the Amerigroup appeal process. We let members know that the member 
handbook is also available for immediate reference on the member website. 


In the handbook, we define the difference between: 


 An inquiry which is generally handled immediately through Member Services 


 An appeal which includes: 


 Denial or limited authorization of a requested service 


 Reduction, suspension, or termination of a previously authorized service 


 Denial, in whole or in part, of payment for a service 


 Failure to provide services in a timely manner 


 Our failure to act within the required timeframes for resolution and notification of 
grievances and appeals 


 A grievance which is an expression of member dissatisfaction about any matter other 
than an appeal such as access to care, quality of services, interaction with one of our 
employees, or failure to respect a member’s rights  


Our Member Services Representatives and each of our employees who interact with the 
member are trained to correctly identify a member’s concern as an inquiry, which does not 
enter the grievance and appeal process; an appeal, as defined, or a grievance. We advise 
members that they can also have a personal representative who may be their provider, an 
attorney, family member, or friend speak for them. 


Timelines for Communicating Adverse Decisions and Notice of Action 
(§4.11.2 and §4.11.3) 


When our Utilization Management (UM) department makes an adverse decision regarding 
services, we provide a notice of that action within 14 days of receipt of the request, unless an 
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extension is requested by the member or provider or approved by DHCFP. We recognize that 
members have a right to understand why a decision is made and have a right to question or 
challenge our decisions. Our employees support those rights and provide assistance for 
members to understand why we made the decision and their options for contesting the 
decision. Each decision notice includes information for the member: 


 About the adverse decision: 


 Our action – one taken or one we intend to take 


 Our reason(s) for the action and criteria used to make the decision 


 Information regarding the member’s appeal rights and the process for submitting an 
appeal or grievance and the timelines involved:  


 The member’s (or a provider on his or her behalf) right to file an appeal 


 The member’s right to request a State Fair Hearing after our appeal process is 
exhausted 


 The steps to take when exercising the right to appeal 


 The circumstances under which expedited resolution is available and how to 
request it 


 The member’s right to have benefits continue pending the resolution of the appeal, 
how to request that benefits be continued, and the circumstances under which the 
member may be required to pay the costs of these services 


 The member’s right to self-representation or use of legal counsel, a relative, a 
friend, or other spokesman 


 The specific regulations that support, or the change in federal or State law that 
requires, the action 


When we send an adverse decision notice, we  routinely enclose the request form for the 
appeal and the form to continue medical benefits during an appeal or a Fair Hearing.  


Member rights are included in the “Important Information about Your Appeal Rights as a 
Member” notice which answers the following questions: 


 What is an appeal? 


 How do I file an appeal? 


 Can someone help me file an appeal? 


 What happens after I file my appeal? 
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 When will I receive a decision? 


 What if I don’t agree with your appeal decision? 


 What if I am receiving services now that may be affected by your decision? 


 Who do I call if I have questions about filing an appeal? 


We commit to meeting the following timeframes associated with authorization decisions shown 
in Table 5.1.11.7-1. We monitor the application of authorization criteria and the timeliness of 
decision making as part of our UM program discussed in Quality Assurance Section 
5.1.11.5.A. 


Table 5.1.11.7-1. Authorization Decision Timeframes to Ensure Member Rights Are Met 


Authorization Decision Time Frame 


Standard Authorization Decision Within 14 calendar days 


Extensions (requested by member or provider or approved by DHCFP) Up to 14 calendar days 


Expedited Decision (if delay would seriously jeopardize life, health, or 
potential to attain, maintain, or regain maximum function) 


3 calendar days 


Extensions of Expedited Decision (requested by member or provider or 
approved by DHCFP) 


Up to 14 calendar days 


Figure 5.1.11.7-1. Examples of Grievance and Appeal Letters 
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We recognize that members need time to receive our decision, review it, and choose to file a 
grievance or appeal, or to make other arrangements based on our decisions for continued 
authorization of services. When we make a decision to terminate, suspend, or reduce a 
previously authorized service, we do not act on the decision until 10 days after we send the 
notice to the member to allow the member to file an appeal. We shorten that timeframe to five 
days when we verify member fraud associated with the service. We also notify members on or 
before the time we make an adverse determination for the following situations: 


 When we are notified of a member’s death – notice is sent to the estate with 
explanation of appeal rights for the surviving family.  


 When we receive a signed written member request to terminate service or when the 
member supplies information that requires us to terminate or reduce services. In this 
case, our UM employees or Member Advocate make sure the member understands the 
implications. 


 Upon the member’s admission to an institution where he or she is ineligible for further 
services. 


 When the member’s address is unknown and mail directed to him or her has no 
forwarding address. 


 When the member is accepted for Medicaid services by another jurisdiction.  


 When their physician prescribes the change in level of medical care.  


 If a member receives an adverse determination for preadmission screening to a nursing 
facility. 


 When the safety or health of individuals in a facility would be endangered; the 
member’s health improves sufficiently to allow a more immediate transfer or 
discharge; an immediate transfer or discharge is required by the member’s urgent 
medical needs; or the member has not resided in a nursing facility for 30 days (applies 
only to adverse action for nursing facility transfers). 


 When we issue a denial of payment for services. 


 When a service authorization determination is not decided by the end of the timeframe 
for decision (standard or expedited) since our failure to act is considered an untimely 
service and constitutes a denial. 
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Handling Grievance, Appeals and Access to the State Fair Hearing 
Process (§ 4.11.4-5) 


Grievance and Appeal Acceptance and Processing Including the Right to Present 
Information in Person or by Telephone 


Our employees assist members by accepting oral appeals and grievances; documenting the 
required elements in our core system, thereby establishing the earliest date of receipt and 
facilitating tracking and trending; and helping members to complete a subsequent written 
request for standard appeals. We do not require a written request for expedited appeals.  


We also accept grievances and appeals routed to us from DHCFP. To ensure that we respond 
in a timely fashion, our system automatically ages the appeal or grievance from the date of 
receipt by Amerigroup.  


Appeals Process Ensures Due Process Rights for Members  


Our notice of adverse decision includes all member information for filing an appeal as 
described above, including the limited timeframe for presenting additional information. We 
require that a provider submit evidence of written permission from the member before we 
accept an appeal from a provider on behalf of the member. 


We proactively include the form for continuation of services until the appeal process 
concludes. We continue a member’s benefits as soon as we receive the completed request and 
continue those benefit pending resolution of our appeals process. A separate request for 
continued benefits is requested associated with the State Fair Hearing process. We continue 
member benefits when the applicable conditions described in Section 4.11.6 Continuation of 
Benefits are met. Thus, we are not depriving members of needed medical care while the 
administrative processes proceed. We advise members at the time of the request to continue 
benefits that they are financially responsible for the cost of the continued services, if the final 
decision of the State Fair Hearing Officer upholds the Amerigroup decision. 


Amerigroup makes expedited appeal decisions within three calendar days from receipt of the 
appeal which exceeds the requirement for three working days. We do not penalize providers 
who support expedited reviews. When a request for an expedited appeal is denied, the appeal is 
transferred to the standard process. Our Member Advocate notifies the member of that 
decision verbally and follows it with written notification within two calendar days. 


We acknowledge receipt of the standard appeal in writing within five days, review the 
information for completeness, and assemble the supporting documentation for the reviewer.  
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Figure 5.1.11.7-2. Overview of Appeals Process 


 


We may contact the treating provider to obtain additional clinical information, in anticipation 
of a reviewer request. Regardless of the provider response to our request for additional clinical 
information, we ensure the appeal documentation is sent to the appeal reviewer within a few 
days from receipt. The appeal reviewer packet includes all the pertinent documentation 
necessary for review including clinical documentation used for the initial determination and 
any additional information received from the member or provider to support the appeal 
request. 


Members who exercise their right to present their case to the appeal reviewer are given the 
option to appear in person; however, most prefer to communicate with the reviewer by 
telephone, which we facilitate. When necessary we provide interpreters, TTY/TTD, conference 
call facilities, or other assistance to members to ensure their rights. We also make case files 
available to members who request to examine their files, medical records, or any 
documentation used to make decisions to deny or reduce previously approved medical services 
before and during the appeal process. 


All of our appeal reviewers meet Board certification in the same or similar specialty as 
required by DHCFP and NCQA to ensure that the appeal decision is made by a clinician with 
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knowledge and expertise in the specific clinical area. We monitor the progress of reviews to 
ensure that we complete review and communication of the decision within 30 days. 


We send written notification of the appeal determination which includes: 


 Overturn the adverse decision and the necessary information to the member for 
obtaining the service, authorization, payment for services rendered, or information on 
next steps 


 Uphold the adverse decision and the process to request a State Fair Hearing and the 
form for continuation of services pending State Fair Hearing decision  


We participate in the preliminary calls between the member and DHCFP and when the issue 
is not resolved, we participate in the scheduled hearing before the Administrative Law Judge. 


Once a decision is made, we accept and implement the decision as expeditiously as possible. 


Grievance Process Ensures Due Process Rights for Members 


Grievances may arrive by telephone, in writing or routed from DHCFP. For verbal grievances, 
we request that the member follow with a written statement. We offer information on the 
process to file a grievance in writing in English and Spanish. We send members a form to 
confirm their intention and provide any additional information that will ensure we correctly 
understand their concern and their expectations for resolution.  


We acknowledge receipt of the grievance in writing within five days and initiate research and 
action. Our bilingual Member Advocate contacts the member to clarify any questions about 
the concern expressed and to clearly document the member’s expectations for resolution. If 
the grievance is with access to care, we help the member find an appropriate provider, or help 
the member understand any potential benefit limitations; and we provide members with 
options to reach their goals.  


When the grievance concerns a provider, we send a Provider Relations Representative to the 
location to address the concern such as office cleanliness, staff attitude, or balance billing. 
The Provider Relations Representative addresses the situation with the provider and 
establishes a plan for correction.  


If the member is not satisfied with the proposed grievance resolution, we escalate the concerns 
to Amerigroup Nevada leadership as a second level review of the grievance. We acknowledge 
that grievances are not eligible for referral to the State Fair Hearing process. We resolve 
second level grievances within the 30-calendar-day time limit.  
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We resolve grievances within 90 calendar days. Our performance on resolving grievances and 
appeals is discussed further in our response to Section 5.1.11.7.B. 


Notice of Action Taken on a Grievance or Appeal 


As soon as we make a determination on an appeal or grievance, our Member Advocate makes 
a good faith effort to verbally notify the member of the decision ensuring that all member 
rights to privacy and HIPAA regulations are preserved in the process. In the packet we mail to 
the member, we include information about: 


 The results of the resolution process for both grievances and appeals  


 The date the resolution was completed  


For appeals where the decision is in favor of the member, we also send any additional actions 
we are taking, such as entering additional authorizations or referral to optional sources of 
care. For appeals that are not wholly resolved in favor of the member, the notice also includes:  


 The member’s right to request a State Fair Hearing from DHCFP 


 Information on next steps and how to file the request with DHCFP 


 The form to request continuation of benefits while the hearing is pending  


 A request (on the Continuation of Benefits request form) for members to attest that 
they understand that they may be held liable for the cost of those benefits if the State 
Fair Hearing Officer upholds our actions 


Our bilingual Member Advocate continues to communicate with members to ensure their 
understanding of the process and is available to answer questions as the process continues. 


Continuation of Benefits (§4.11.6) 


We proactively provide the request form for continued benefits to members as part of the 
adverse decision for authorization and again with information concerning our appeal 
decisions. On our forms for continued benefits during the appeal and State Fair Hearing 
process, we include instructions explaining that all of the following conditions must be met for 
submitting the requests: 


 The appeal must be submitted on or before the later of the following: 


 Within 10 days of our Notice of Action letter  


 The intended effective date of our action  
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 The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment 


 The services were ordered by an authorized provider 


 The original periods covered by the original authorization have not expired 


 The member requests that benefits are continued during the process  


As part of our communication with the member who requests continued benefits, we explain 
that we continue benefits until one of the following situations occurs: 


 The member withdraws the appeal 


 Ten days pass after we mail the notice of action that provides the resolution of the 
appeal unless the member, within the 10 days, requests a State Fair Hearing with 
continuation of benefits 


 A State Fair Hearing Officer issues a hearing decision adverse to the member 


 The time period for service of a previously authorized service has been met 


Our communication also advises that we may recover costs of the continued service rendered 
while the appeal or State Fair Hearing was pending when the final resolution is adverse to the 
member. 


When the State Fair Hearing Officer reverses an action to deny, limit, or delay services that 
were not furnished while the appeal was pending, we modify the authorization promptly so 
that the member can obtain the service. If the member received the appealed service while the 
decisions were pending, we promptly generate an approval for payment, as directed. 


B.  Do you have performance standards for the frequency of enrolled recipient grievances 
and appeals and provider disputes? If so, what are your standards and what have been 
your performance outcomes?  


Amerigroup Nevada tracks and trends member grievances, appeals, State Fair Hearings, and 
provider appeals by total numbers and by categories within each type of issue. As part of our 
monitoring and quarterly analysis, the quality management team selects the top three 
categories for a deeper review. We summarize and report these findings to the Medical 
Advisory Committee (MAC) and the Quality Management Committee (QMC). The structure 
and responsibilities for these oversight committees are described in Section 5.1.11.5.A Quality 
Assurance Committee Structure. 
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The information gathered from the analysis of grievances, appeals (member and provider), 
and the outcomes from the State Fair Hearing process feeds into our quality improvement 
activities focused on operational improvements and actions to improve our HEDIS® and 
Consumer Assessment of Healthcare Providers and Systems (CAHPS®)satisfaction scores. We 
report details of grievance and appeal activity to DHCFP on a quarterly basis using the form 
required by the State.  


Amerigroup Nevada’s core documentation system includes a component for managing both 
member and provider grievance and appeals. The system includes screens and functionality 
for: 


 Entering grievance and appeals including all required data elements  


 Aging those requests from the earliest date of receipt 


 Supplying comprehensive reports for monthly analysis, tracking, and trending 


 Producing reports for routine reporting to the MAC and the QMC  


Performance Outcomes 


Our performance goal for all grievance and appeals, against which our performance is 
measured, is the time from receipt of an appeal to communication of that decision to the 
member or provider. It is measured against DHCFP- mandated timeframes discussed in 
Section 5.1.11.7.A and includes standard and expedited appeals.  


To date in 2012, we have consistently exceeded the 95 
percent achievement of the goal with nearly half of 
the reported months exceeding 99 percent.  


Member Appeals 


Within the total appeals category we further break out member appeals. During 2012 to date, 
our frequency of member appeals has been low with a rate of 0.3 per 1000 members. 
Following review of the appeal documentation by our external appeal reviewers, our adverse 
decisions were overturned only three times with an uphold rate of 83 percent. 


Provider Appeals 


Our analysis of the top three categories for all appeals frequently focuses on provider issues. 
We receive an average 5.3 provider appeals per 1000 members and for 2012, we have averaged 
a decision uphold rate of 61 percent, an overturn rate of 33 percent and a partial overturn rate 
of six percent. We find that the overturn rate is influenced by the member or provider offering 
additional clinical information not provided for the initial decision.  
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The analysis of the top three categories continues to reflect provider issues with medical 
necessity decisions related to inpatient lengths of stay, payment for prescription drugs, and an 
assortment of radiology, durable medical equipment, and outpatient payment issues. The two 
main operational issues that drove most of the volume were identified and resolved. Details of 
this information and our plan of action were discussed with DHCFP. We continue to monitor 
the processes to confirm effectiveness of the corrective action. 


Member Grievances 


The average number of grievances received in 2012 was 2.32 per 1000 members with an 
average turnaround time of 60 days which is well within the 90 day timeframe. We performed 
an analysis of the top three categories of grievances with issues related to eligibility as the 
highest problem (42 percent of top three category grievances) which occurred in the first 
quarter of the year. The other two highest categories from the analysis of the top three 
categories of grievance were dissatisfaction with the provider (20 percent) and balance billing 
(20 percent).  


The eligibility issue was a single-time occurrence which we resolved by adding staff. The 
problem has not recurred. We further analyzed the two provider issues to identify a pattern 
with providers or provider types. Provider Relations Representatives met with the providers for 
whom the highest number of grievances were filed and contacted the remaining providers by 
telephone to address the concerns. 


State Fair Hearings 


We averaged 0.52 appeals per 1000 members referred to the State Fair Hearing process since 
January of 2012. This overall average number is skewed by one provider who submitted 
multiple claims payment appeals at a single time. As part of the preliminary hearing process, 
the provider agreed to withdraw the requests and the payment issue was resolved with an 
updated fee schedule. In 2012, 95 percent of the State Fair Hearing issues were disposed of at 
the preliminary call level: 


 12 percent overturned 


 43 percent upheld  


 40 percent withdrawn 


The remaining five percent of hearing issues for 2012 were withdrawn at the formal Hearing 
Officer level. 


We continue to look for opportunities through the review and analysis of our performance to 
improve our services to Medicaid and Nevada Check Up members and to the providers who 
deliver care and services to our members.  
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Operational Requirements (§5.1.11.8)  


Provide an organizational chart depicting each functional unit of your organization associated 
with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors.  Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 


Amerigroup Nevada’s organizational chart, Figure 5.1.11.8-1, is included on the following 
page. As illustrated in the chart, Amerigroup Nevada is fully accountable to DHCFP for 
delivery of Medicaid Managed Care services. As with our current contract, decision-making 
authority and program performance resides with our Nevada health plan leadership, who 
remain attuned to the local needs of our members, providers, community stakeholders, and 
DHCFP. Locally, we have demonstrated a strong commitment to face-to-face interactions with 
stakeholders, extensive community engagement, and active participation on various local 
boards and committees. Collectively, this local team of key employees has more than 144 years 
of managed care experience and 25 years of experience operating the Nevada health plan. 


Local Accountability for the Medicaid Managed Care Program 


We will build on the proven local health plan staffing model that we have operated in Nevada 
since 2009 that focuses the organization on achieving DHCFP goals. Delivering a managed 
care program requires local provider collaboration; engagement with members and families in 
the community; and intimate knowledge of local communities to link members with the array 
of covered and non-covered services that align with their physical, behavioral, social, and 
environmental needs. Our model consists of a Nevada-based team that supports the overall 
program, the community, and the State. This team will continue to work closely with DHCFP, 
as we do today, and ensure that we implement and manage all program components 
effectively. We promote timely member access to culturally relevant services and supports that 
reflect member choices and preferences and, in collaboration with network- and community-
based providers, drive improved health outcomes.  
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Figure 5.1.11.8-1. A Robust Amerigroup Nevada Organization Promotes Achievement of DHCFP Goals and Objectives 
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Amerigroup Nevada will directly deliver the following key functional areas: 


 Health plan leadership and administration 


 Utilization and case management 


 Provider relations 


 Quality performance and management 


 Grievance and appeals 


 Government relations 


 Community relations 


 Compliance and program integrity 


We anticipate that our Nevada health plan will employ 42 full-time equivalents (FTEs) based 
on membership and staffing projections for Clark and Washoe counties. With an established 
presence and staff recruitment efforts already in place, Amerigroup Nevada remains prepared 
to quickly respond to any future changes in the program, including expansion into new 
counties or inclusion of new populations, such as Medical Assistance for Aged, Blind and 
Disabled (MAABD); juvenile justice; and child welfare recipients as well as launch of the 
Silver State Health Insurance Exchange (SSHIX). We will continue to monitor staffing levels 
and increase them as necessary as our membership grows and our Nevada product offerings 
evolve, leveraging reliable staffing models to support this process. 


Amerigroup Nevada recognizes that we are fully accountable for the performance of each of 
our subcontractors. As detailed in our response to Section 5.2, Subcontractor Information, we 
maintain a comprehensive program to select qualified and reliable subcontractors and 
monitor the performance of all subcontractors to optimize the resources of both Amerigroup 
and our subcontractors and to establish and maintain compliance with all program 
requirements and expectations.  


For example, when we were dissatisfied with our dental subcontractor’s performance in 
Nevada, we proactively approached DHCFP to communicate about the specific issues and put 
forth our plan to remedy the situation by replacing the subcontractor. Amerigroup Nevada 
recognizes that at all times we are responsible for overall program performance, and we have 
a history of being responsible in managing them closely 


Our Vendor Selection and Oversight Committee (VSOC) currently leads vendor management 
activities for all Amerigroup health plans. The VSOC is an interdisciplinary team of 
employees from corporate departments and each local health plan who manages 
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subcontractors and monitor delegated activities. The Amerigroup Nevada Plan Compliance 
Officer and AVP Health Plan Operations both participate in the VSOC to ensure that 
subcontractors understand Nevada requirements and take appropriate actions as necessary to 
assure compliance.  


Further, members of the Nevada leadership team join the quarterly joint operations meetings 
to review and further strengthen local oversight of subcontractors. Our organizational strategy 
for subcontractor oversight is summarized in Figure 5.1.11.8-2. 


Figure 5.1.11.8-2. Effective Oversight Maximizes Subcontractor Performance 
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Amerigroup Corporation Support 


Amerigroup Corporation provides specialized, centrally delivered services that complement 
local employees in strategically determined functional areas to create both better value and 
results for our members. The group is composed of Amerigroup experts designated to the 
Nevada health plan.  


Some of the key functions that will be provided by Amerigroup Corporation include:  


 Member and Provider Call Center  


 Implementation (for new programs) 


 National care management, disease management, and quality programs  


 Claims administration 


 Information technology systems and services 


 Healthcare economics 


 Member and provider communications 


 Actuarial services 


 Legal advisory and oversight 


 Corporate compliance advisory and oversight 


 Regulatory advisory and oversight 


 National and state government affairs advisory 


For example, we augment our Nevada team with Amerigroup Quality Management experts 
who lead national efforts related to development and implementation of quality metrics and 
identification of effective interventions in affiliate health plans for inclusion in performance 
improvement initiatives. Another example is our Disease Management team, which supports 
the health plan with targeted Disease Management programs tailored to the needs of members 
and caregivers. Within their specific functions and across the effort, Amerigroup resources 
will share best practices learned from our experience in Nevada as well as affiliate health 
plans over 16 years in 12 other states. 


Additionally, Amerigroup’s Western Regional Service Center, located in Houston, Texas, 
primarily supports the Nevada health plan with back-up available through three other service 
centers. Focused exclusively on Amerigroup health plans in the western part of the country, 
this service center handles all member and provider calls and claims, and its staff has been 
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thoroughly trained on Nevada-specific programs and processes. This focused approach fosters 
optimal customer service. 


To promote peak performance, Amerigroup Corporation has designated an Operations 
Account Manager, Nicole Bertsch, who works directly with our Nevada team to monitor the 
performance of corporate functions. Close collaboration between the Account Manager and 
the health plan has optimized coordination and communication on subcontracted functions. 
In addition, an AVP ITS Customer Account Management Services, Robin Favret, works with 
the health plan to support information technology improvements and innovations.  


The combined strengths of this model will ensure that DHCFP continues to benefit not only 
from a fully accountable local team that understands member and provider needs and local 
market conditions, but also from years of cumulative institutional and customer knowledge 
and experience by our national teams. All designated employees know and follow the DHCFP 
program requirements, and their functions will be fully accountable to the local Nevada-based 
leadership team. As we do today, the teams will collaborate closely to ensure that we provide 
seamlessly integrated, effective, and transparent services and meet or exceed the Agency’s 
expectations.  


This model will continue to deliver to DHCFP the best of what Amerigroup Nevada has to 
offer: local accountability, control, and robust market-focused staffing, matched with an array 
of supplementary corporate and functional support services. The combination of local 
expertise and national best practices will enable DHCFP to cultivate the Nevada Medicaid 
Managed Care program performance to which it aspires.  
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Implementation (§5.1.11.9)  
One of Amerigroup’s core competencies is its ability to successfully implement new business 
while seamlessly transitioning new members and providers into its operations. Amerigroup 
has never missed a contract implementation deadline in its experience of conducting 92 
program implementations. Amerigroup has a proven track record for successfully and 
effectively implementing programs within short timelines, particularly recruiting, hiring, and 
training qualified employees. 


In September 2008, DHCFP approached Amerigroup Nevada to serve recipients enrolled in 
the Medicaid and Nevada Check Up managed care program when one of the State’s Medicaid 
managed care organizations left the program. Expediting our structured implementation 
protocols, our team rapidly built a provider network and established local operations. Our 
network development in Nevada began in early October, soon after we received notice of the 
contract award from DHCFP, and was completed within 120 days. By February 2009, 
Amerigroup Nevada had recruited and credentialed nine hospitals, 497 PCPs at 713 locations, 
and 838 specialists at 1,595 locations.  


A.  If you currently do not have an established network, what time frame and approach 
will you use to build a network? 


Established Provider Network in Clark and Washoe Counties 


Amerigroup Nevada already has a comprehensive network of providers in place in Clark and 
Washoe counties to serve Medicaid and Check Up recipients. Our network currently meets 
requirements for access and availability; therefore, we will not have to build a network to meet 
the requirements of the RFP. We are, however, actively recruiting additional provider types for 
the newly covered services including orthodontia, hospice, methadone treatment, and nursing 
facilities.  


Once contracted, we maintain a very high level of provider retention; in the last year, only one 
percent of our providers chose to terminate their participation in our network.  


See Section 5.1.11.4, Network, for more information on our provider network. 


Expanding our Provider Network to Meet Future DHCFP Requirements 


Our existing relationships with Nevada’s providers position us at the forefront of the provider 
contracting process should we need to expand our network. In recruiting additional providers, 
we focus on providers who traditionally serve our members. We seek these key providers, such 
as Essential Community Providers, because they maintain the appropriate geographic 
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presence, the established trust of our members, a keen awareness of the diverse needs of the 
population, and access to key local resources available within their communities. 


We strive to develop positive and lasting relationships with providers who are committed to 
member education and empowerment as well as to our initiatives on quality and cost. 
Strengthening relationships with these high-performing providers includes helping them grow 
their practices when they better serve our members. We offer providers a reason to participate 
in our provider network. Key elements of our network development approach for providers 
include: 


 Offering financial incentives, such as our Provider Quality Incentive Program (PQIP), 
that promote quality and cost-effective care 


 Transforming select PCP practices into Amerigroup Real Solutions® Medical Homes  


 Delivering practice supports and health information that enhance access, guide 
evidence-based decision-making, improve quality, and decrease patient care 
fragmentation  


 Reducing administrative burdens for providers 


We are prepared to expand our network to meet any future changes in covered services, 
geographic service area, covered population, or legislative requirements. 


Amerigroup Nevada is prepared to cover additional Vendor-covered services as required. 
Home and community-based waiver services and non-emergency transportation services, for 
example, are already managed successfully by several of our affiliated health plans, including 
New Mexico. We will draw upon the experience and best practices at affiliated plans to 
develop protocols and standards for these services should we cover them. And, should the 
State require Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI) members to 
remain in a managed care plan, we will leverage existing relationships to provide members a 
seamless transition from fee-for-service. We have solid, collaborative relationships with key 
providers including Harmony Healthcare, Nevada behavioral health clinics, and community-
based organizations that ensure quality outcomes for these members through a holistic 
approach, including behavioral health medical homes. 


Covered Population  


We are prepared to cover additional populations such as Medicaid Aged, Blind, and Disabled 
recipients or children and adolescents under the juvenile justice or foster care program. 
Amerigroup currently serves members enrolled in the Aged, Blind, and 
Disabled/Supplemental Security Income category in 10 states and almost 92,000 dual eligibles 
in eight states through our affiliated plans, and we would draw upon their understanding of 
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the populations’ specialized service and care coordination requirements to serve this 
population in Nevada. 


Legislative Requirements  


As Nevada continues toward full implementation of Health Care Reform and the Patient 
Protection and Affordable Care Act (ACA) of 2010, Amerigroup will expand our provider 
network to meet future needs, such as the addition of childless adults should the State choose 
to cover this population. We closely track legislative initiatives at the local, Nevada level as 
well as through our corporate Amerigroup Office of Health Reform Integration. The Office of 
Health Reform Integration focuses solely upon the integration of health reform and its impact 
upon our state customers and Amerigroup health plans. 


Regardless of the impetus for expansion of our provider network, we are prepared to further 
meet the changes ahead in Nevada and will offer provider networks that are accessible with 
providers who are highly qualified, motivated, and fully able to meet the needs of Nevadans.  


B.  Provide a Gantt Chart detailing the implementation process and proposed timeline for 
all program requirements. 


Gantt Chart Detailing Implementation Process and Proposed Timeline 


A Gantt Chart detailing the implementation process and proposed timeline for implementation 
is included as Attachment 5.1.11.9. 


Amerigroup’s implementation for the new Nevada Contract will be led by a Project Manager 
based in Amerigroup’s Implementation Management Office (IMO). Most of our Project 
Managers are certified through Project Management International (PMI) as Project 
Management Professionals. The IMO ensures that Amerigroup Nevada and its corporate 
support proceed effectively through each phase of the implementation and meeting 
deliverables as requested by DHCFP. We employ PMI’s methodology to quickly and 
thoroughly identify, track, and resolve any gaps in project management. By having a 
structured approach to managing implementations, Amerigroup has a replicable process that 
the entire Company understands and follows. This approach has resulted in 92 successful 
implementations of business growth initiatives. It enabled us to quickly mobilize and build 
Amerigroup Nevada’s Medicaid and Nevada Check Up operations on time to successfully 
transition members effective February 1, 2009. 


For the new Contract, we will focus upon and execute changes needed with our existing 
contract with the State. We will update configuration of our system to manage the new 
benefits, update policies and procedures, and update member and provider materials. Because 
we have a strong team in place that has knowledge and proficiency in day-to-day processes, 
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the State’s expectations, the member population, and provider community, we will be able to 
educate and enculturate additional Amerigroup employees more quickly than a managed care 
organization new to the Medicaid and Nevada Check Up program.  


One of Amerigroup’s strengths is our approach to cross-functional teams. Amerigroup 
Nevada employees partner with their corporate support areas to develop and implement 
solutions to meet Contract requirements. This results in a team that considers all relevant 
information, analyzes upstream and downstream impacts, and quickly reaches the best 
solutions. Each functional area has a subject matter expert or project lead to represent their 
area on the project team. They have responsibility for ensuring that their team fully 
understands and works to meet the requirements of the Contract. All functional area teams 
are brought together to resolve gaps between current and future state, policies, and objectives. 
As an example, when the Amerigroup team discusses the functional needs of the Amerigroup 
Nevada member, representatives from Amerigroup Nevada and our corporate teams in 
Communications, Member Services, Organizational Development, Technology Services, and 
eBusiness are part of that meeting. 


Implementation Steps 


Our structured process ensures a successful and timely implementation. Major steps are 
depicted in Figure 5.1.11.9-1 below. 


Figure 5.1.11.9-1. Amerigroup’s Implementation Process 


 


We start implementation before Contract award. An advance team consisting of Amerigroup 
Nevada employees and corporate support leads starts planning for tasks and defining 
timelines based on our submission to the RFP and the State’s proposed Contract. This enables 
functional leads to have as much time as possible to begin planning how to accomplish that 
work ahead of Contract award. 


After Contract award, the full cross-functional team of subject matter experts and project 
leads reviews the Contract and our proposal to identify changes to existing business processes, 
policies and procedures, and systems. They will develop a full list of requirements and 
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deliverables that need to be met to achieve full compliance with the Contract. From there, the 
team builds its detailed work plan and timeline development for execution. 


As implementation progresses, Amerigroup Nevada will submit any modifications as required 
by the Contract. By 30 days before the effective date of the new Contract, we will ensure that 
additional provider and subcontractor requirements and any necessary amendments to 
existing agreements are fully implemented.  


As the team works on Contract deliverables such as updating policies and procedures, 
configuring the system, and updating materials, the dedicated Project Manager will ensure 
that we are prepared for all phases of the DHFCP readiness review. This includes such 
aspects as desk submission and onsite visit. 


In addition to any requested State readiness visits, we conduct our own detailed readiness 
review as a further measure to ensure that we are fully prepared for implementation. Our 
team will gauge readiness, discuss risks or issues, and determine next steps prior to all key 
business milestones. As always throughout the project, these meetings will involve Amerigroup 
Nevada and corporate support leads, rather than separate discussions with each department.  


Amerigroup is keenly focused on ensuring that all employees who will support the Nevada 
member and provider community are fully prepared by the appropriate implementation date. 
In many cases, this is before the member effective date, as in the case of those who conduct 
provider orientations. Amerigroup Nevada partners with the corporate Organizational 
Development and Communications teams to plan and execute employee training and materials 
development. 


As part of effective transition, we will continue processing enrollment through the procedures 
we use today, including creating and mailing member ID cards and new member packets and 
conducting clinical assessments. 


Our team will also develop a plan for support of the business after the member effective date. 
This “post go-live support” typically lasts 30-90 days, consisting of onsite support and daily 
calls to discuss issues and target rapid response. As part of the project planning and execution, 
Amerigroup Nevada and its corporate support will develop and execute a well-defined 
transition plan to ensure that those who worked on implementation effectively shift the work 
into the day-to-day operations of the business.  







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-332 
November 15, 2012 


 


 


 


 


 


 


 


 


 


This page is intentionally left blank 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-333 
November 15, 2012 


Reporting (§5.1.11.10)  


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review 
these reporting requirements and acknowledge of the DHCFP financial reporting requirements. 


Amerigroup Nevada has reviewed all reporting requirements listed throughout the RFP and in 
Attachment I, Forms and Reporting Guide. We confirm our ability and commitment to 
meeting DHCFP reporting requirements. We are compliant with DHCFP reporting 
requirements today in support of our existing Contract 
to provide managed care services to Medicaid and 
Nevada Check Up members and we will provide new 
reports as required under this Contract. 


As a Medicaid MCO in Nevada, we are currently submitting 107 contractually required 
reports and filings to DHFCP in the prescribed format, schedule, and method, including 69 
regularly scheduled reports and 38 reports/filings generated on an as-needed basis. We are 
currently submitting another 14 regulatory reports to the Nevada Division of Insurance. 
Amerigroup Nevada is always willing to modify existing reports, provide new reports or data 
extracts, or create ad hoc reports to meet DHCFP requirements. 


Amerigroup Nevada Reporting Capabilities 


Amerigroup Nevada fully understands the reporting requirements of DHCFP and the 
operational commitment necessary to meet them. Compliance is an essential part of our 
corporate culture and we work continuously to meet DHCFP expectations and requirements. 


Our Regulatory Services Department and the Regulatory Services (RS) Manager are central to 
our strategy for report submission. They develop and maintain a database that documents the 
submission of contractually required reports. In addition, the Nevada RS Manager works with 
DHCFP to disseminate program and contractual requirements and regulations throughout 
the organization, manage required regulatory reporting and submissions, and coordinate 
communication between DHCFP and Amerigroup Nevada. 


The RS Manager will remain the centralized and dedicated point of contact for DHCFP, 
regardless of issue or concern.  


We will continue to collaborate with DHCFP during the report request and development 
phases to confirm that we have a clear understanding of the reporting needs and can generate 
accurate reports that meet DHCFP parameters and definitions. We are also willing to share 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-334 
November 15, 2012 


samples of reports we produce for other state markets with DHCFP as potential options for 
new reports. 


Amerigroup Nevada is able to meet DHCFP reporting needs because of these factors: 


 Our information systems and supporting data 
warehouses collect, capture, and maintain a 
comprehensive set of raw data necessary for 
report generation and analysis. 


 We promote the accuracy of the data we 
maintain through consistent edits on 
incoming data and carefully monitored 
processing. 


 A suite of technology tools is available to format, aggregate, and report data to 
streamline and facilitate report development. 


 Our report development team maintains a thorough understanding of the data, 
managed healthcare, technology tools, and the needs of our state partners. 


 Business owners are responsible for report completeness and review all reports before 
submission. 


 Our extensive experience delivering reports to DHCFP gives us a foundation of tested 
reports across all program areas and populations. 


Most importantly, we maintain a thorough understanding of State programs, populations, and 
monitoring requirements, enabling us to appreciate how DHCFP will use the report 
information to assess performance of the Medicaid and Nevada Check Up Programs. 


Monitoring Report Accuracy and Compliance 


Our reporting timeline generates reports in advance of the DHCFP submission deadline to 
allow adequate time for a thorough review. Business owners and Amerigroup Nevada 
leadership review reports for completeness and accuracy. Business owners submit approved 
reports to the RS Manager who reviews the reports with the Nevada Compliance Officer (CO) 
and then submits the reports to DHCFP. This close collaboration allows the RS Manager and 
CO to proactively identify any concerns or issues and, if warranted, initiate an internal project 
for additional review and analysis. Collaboratively, the RS Manager, Amerigroup Nevada 
leadership, and business owners work together to submit complete, accurate reports on or 
before scheduled due dates. 
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Information Systems and Technical Requirements 
(§5.1.11.11)  


Based upon the information provided in this RFP and available in the Vendors’ library, provide 
your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


Amerigroup Nevada has reviewed all interface requirements listed throughout the RFP and in 
the Vendor’s library. We acknowledge our ability and commitment to provide compatible 
interfaces with existing information systems of 
DHCFP or its agents. As a Medicaid MCO in 
Nevada, we are currently compliant with DHFCP 
interface requirements and will continue compliance 
under the new Contract. Based on the currently operational interfaces and the technical 
infrastructure of our systems, we are confident in our ability to provide compatible interfaces 
to proposed and future information systems as required by DHCFP and outlined in Section 
4.15.2 of the RFP. 


We closely monitor federal and State requirements that impact interface requirements and will 
continue to collaborate with DHCFP and its fiscal agent to define testing and implementation 
schedules for transitioning to new interface formats. 


We support the direction that DHCFP is taking with 
its data warehouse approach to encounters. We 
understand the challenges that the State is currently 
facing and are providing whatever assistance we can 
to help the DHCFP meet its goals for encounter file 
submission. 


Amerigroup Interface Capabilities 


Secure ongoing data interfaces are a strength and core competency of Amerigroup’s 
Technology Services (TS) Department. We have more than 16 years of experience in 
exchanging data with our ancillary vendors and states and their agents, including enrollment 
brokers, fiscal agents, and intermediaries; external quality review organizations; recovery 
audit contractors; and others. We are 5010 compliant and currently support interfaces in the 
HIPAA standard X12 and National Council for Prescription Drug Programs (NCPDP) 
formats as well as HL7 and many state-specific formats.  
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Adherence to HIPAA and Use of Industry Standard Codes 


Amerigroup systems transmit, receive, and process data in current HIPAA-compliant formats. 
We will continue to comply with changes to any applicable federal and HIPAA standards and 
regulations and will adhere to other standards developed jointly with DHCFP. We edit against 
standard code sets including Healthcare Common Procedure Coding System (HCPCS), 
International Classification of Diseases (ICD), Current Procedural Terminology (CPT), 
revenue, Current Dental Terminology (CDT)/American Dental Association (ADA), and 
National Drug Code (NDC) codes. In addition, we maintain and use HCPCS Level II and 
Category II CPT Codes. Code edits are applied in our core operations system for claims we 
process and in the systems of our delegated vendors. We apply code edits to encounter data 
before we submit it to DHCFP. 


Timing, Format, and Delivery of Interfaces 


We will continue to coordinate the format, timing, 
and delivery mechanism for interfaces with DHCFP 
and its fiscal agent. Upon receipt, we validate 
incoming interface files for completeness and 
credibility and then load them into the production 
environment. 


The TS Department has experience establishing appropriate protocols for connectivity and 
developing solutions that foster interoperability and conformance to generally accepted open-
systems architectural standards. Most of our interfaces are performed using Hypertext 
Transfer Protocol Secure (HTTPS) or Secure File Transfer Protocol (SFTP) over secure 
connections, including virtual private network (VPN). We will continue collaborating with 
DHCFP to determine the best method for each interface. 


Amerigroup applies comprehensive system and process checks to monitor data integration and 
confirm that data is successfully imported and exported. TS employees monitor data 
interfaces, address any transmission or data errors, and confirm successful processing.  


Interface Testing 


Rigorous testing of interfaces between the State and Amerigroup is a critical component of 
our implementation plan. We perform extensive internal and joint testing on all incoming and 
outgoing interfaces with the State. For incoming interfaces, we verify that the external file 
loads properly, evaluate loaded data for accuracy and completeness, and review exception 
reports for errors or data issues and resolve any file/data issues with the sender. For external 
interfaces, we review and evaluate the outgoing file to verify that all data elements are 
included and that the file complies with format requirements. 
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HIPAA Compliance (§5.1.11.12) 


A.  Describe your status, resources, and approach to HIPAA compliance. 


Amerigroup is fully compliant with the privacy and security requirements of HIPAA. 
Amerigroup is also fully compliant with the requirements of the Health Information 
Technology for Economic and Clinical Health Act of 2009 (HITECH). 


Amerigroup will continue to provide DHCFP and our Nevada Medicaid members and 
providers with the knowledge, expertise, systems, policies, and procedures that consistently 
meet federal and State compliance requirements regarding member privacy and security. 


Status, Resources, and Approach to HIPAA Compliance 


HIPAA compliance covers three areas: 


 Electronic Transactions and Code Sets. We are compliant with 5010 and NCPDP D.0 
transactions, and we have a corporate project underway for ICD-10 compliance. 


 Privacy. We have invested in protecting member confidentiality and disclosure of 
mental health records, medical records, and other member protected health 
information (PHI) in accordance with federal and State requirements. 


 Security. We are committed to physical security 
within our facilities and data and network security 
within our management information system. 


The following sections discuss our compliance status, resources, and approach to each area. 


Electronic Transactions and Code Sets 


Technology plays a vital role in HIPAA compliance and the protection of member privacy. We 
are currently accepting and transmitting HIPAA-standard transactions listed in Section 4.15.4 
of the RFP, including 834, 837 I, P, and D, 835, 820, 824, 277U, 271U, 270/271, and 997 
formats. We also have the capability to exchange the 276/277 and 278 transactions. We are 
compliant with the 5010 standard for these transactions and also support the NCPDP D.0 
standard. 


Amerigroup has been National Provider Identifier (NPI) and Atypical Provider Identifier 
(API) compliant since 2007. 


Our Technology Services (TS) Department carefully monitors HIPAA, HITECH, and other 
federal and State requirements to identify the impact that changes in electronic transactions 
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and code sets have on our systems and operations. 
To address changes required for compliance, we 
create a project, define the scope, assign resources, 
and monitor progress towards compliance. 
Compliance with ICD-10 is currently underway. 


Amerigroup’s approach to ICD-10 is to adopt and implement the code set standard, and we 
are on track to be compliant by October 1, 2014. Amerigroup has continued our work on ICD-
10 despite the delay in compliance deadline. Our approach is to assess the 
functional/operational impact of ICD-10, working with all business areas across the 
organization to identify ICD-9 usage and potential for ICD-10 impact. We have completed a 
thorough gap analysis of and identified all impacted processes. By the end of 2012, we will 
have completed the following: 


 Analysis of the systems and operational processes requiring remediation 


 Internal and external communications plans for 2013 and 2014 


 Identified internal and external training needs and begun development of detailed 
training plan 


 Developed training materials for our claims coding employees, including knowledge 
base for continued skills development 


 Identified contracts for facility and non-facility providers impacted by ICD-10 
implementation 


We are positioned to begin remediation activities in early 2013 and plan to be ready for 
external testing in the first quarter of 2014. We are also working closely with our vendors to 
track their ICD-10 status and monitor their progress towards compliance. 


Amerigroup also has a corporate project focused on compliance with new federal operating 
rules as part of the Patient Portability and Affordable Care Act (ACA) mandate for 
Administrative Simplification. Section 1104 requires that all HIPAA covered entities be 
compliant with applicable HIPAA standards and associated operating rules. Amerigroup is on 
track to meet the January 2013 compliance date for Council for Affordable Quality 
Healthcare (CAQH®) Committee on Operating Rules for Information Exchange (CORE®) 
Eligibility & Claim Status Operating Rules and planning for the timely implementation of the 
EFT/ERA Standard and Operating Rules by January 2014. Amerigroup continues to monitor 
related legislation and developments for ongoing compliance with all measures of 
Administrative Simplification. 
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Privacy 


We have reviewed the Nevada Revised Statutes related to the protection of personally 
identifying information and confirm that our systems meet privacy requirements. 


As a health insurance company with substantial public program experience, Amerigroup 
maintains the infrastructure, processes, and culture that comply with federal and State 
requirements to protect member confidentiality. 


Amerigroup’s Member Privacy Unit (MPU) manages the corporate HIPAA Privacy 
Program. The MPU consists of the Chief Privacy Officer, a manager, and four analysts who: 


 Maintain HIPAA privacy policies and procedures 


 Develop HIPAA privacy training  


 Review and fulfill member privacy rights requests 


 Investigate and resolve privacy incidents 


 Provide breach notifications 


Amerigroup Nevada also employs a Compliance Officer (CO), Chris May, who manages the 
regulatory compliance of the State contract and supports the health plan’s compliance with 
State and federal regulations. 


The CO conducts HIPAA audits at least quarterly and provides education and training to 
employees as indicated. The CO also delivers continuing education, providing examples of 
HIPAA violations around the country and discussing actions that employees can take to 
prevent such a breach.  


Amerigroup maintains a library of detailed policies and procedures that specify the protocols 
for protecting member privacy as shown in Table 5.1.11.12-1. Our policies and procedures 
protect member privacy and safeguard member information in accordance with HIPAA, 
HITECH, and other State and federal requirements. 
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Table 5.1.11.12-1. Comprehensive Policies and Procedures Protect Member Privacy 


Corporate Policies 


 Affiliated Covered Entity, Management of 
Relationship 


 Code of Business Conduct and Ethics 
 Confidentiality 
 Corrective Actions 
 Compliance Program‐Mitigating Non‐
Compliance Data Center and 
Telecommunications Space Access 


 Desktop PCs/Workstation Screen Savers 
 Disclosure of Enrollee PHI 
 Electronic Data Destruction 
 HIPAA Overview 
 HIPAA Corporate Testing Guidelines HIPAA‐
Code Sets 


Enrollee Privacy Rights  
 HIPAA Transactions 
 Information Security Incident Management 
 Information Technology Data Backup 
 Information Technology Resource Security and 
Awareness Training 


 Identification Badges and Card Access System 


 Information Technology Security Policy 
 Notification to Enrollee of Breach of Unsecured 
PHI or Personal Information 


 Reporting of Suspected Child, Elder, and 
Partner Abuse and Neglect 


 


  Departmental Policies 


 Account Management 
 Employee Behavior, Conduct, and 
Performance  


 Corrective Action  
 Data Center Access 
 Data Transfer Methods 
 Deceased Individuals 
 De‐identification of PHI/IIHI 
 Designated Record Set 
 Disclosing PHI for Research 
 Electronic Data Destruction 
 Equipment Disposition or Donation 
 HIPAA Corporate Guidelines for Enrollee 
Address File Generation 


 HIPAA Desktop PC/Workstation Screen Savers
 HIPAA E‐mail Communications 
 HIPAA Faxing PHI 
 HIPAA Guidelines for Use of the Fax Server 
 HIPAA Marketing Requirements 
 HIPAA Privacy Quarterly Audits 
 HIPAA Privacy and Security Training 
 Information Technology Data Backup 


Information Management Security Incident 
Management Procedures  


 Information Technology Resource Security and 
Awareness Training 


 Enrollee Correspondence 
 Non‐Provider Contracting 
 Physical Safeguards for PHI and Individually 
Identifiable Health Information (IIHI)  


 Psychotherapy Notes  
 Printers, Facsimile Machines, Speakerphones, 
and Shred Bins (HIPAA) 


 Privacy Incident Reporting 
 Privileged Access Accounts 
 Restriction to Enrollee PHI from State and 
Federal Agencies 


 Supporting Privacy Compliance Reviews 
 Telephone and Face‐to‐Face Communications 
Involving PHI 


 Telecommuting  
 Vendor Contact for Enrollee Rights Requests 
 Verification Requirements to Disclose PHI by 
Phone Calls, Faxes, Correspondence, and E‐
mail 


 Voice Mail Messages Involving PHI 
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We maintain a project plan to track each section of HITECH, its implementation dates, and 
the Amerigroup policies and procedures that may be affected. When the remaining HITECH 
regulations are published, we will identify changes to business practices and update the 
appropriate policies and procedures, as necessary, to remain in compliance. 


Amerigroup’s approach to compliance includes: 


 Education. We train and educate all employees on HIPAA requirements; HIPAA 
requirements are also covered in our provider training and documentation. 


 Technology. We use technology to support data transmission and communication 
safeguards. 


Education 


All Amerigroup employees must attend HIPAA 
training within 60 days of their date of hire. 
Through a computer-based training tool, 
employees must achieve at least a 90 percent 
score to successfully complete their training. 
Participation and scoring is electronically 
tracked and reported to our Compliance 
Department. We also require annual refresher 
training. Management can require more 
frequent training for individual employees as 
necessary. Amerigroup maintains 100 percent 
compliance with HIPAA training. 


Amerigroup employees are subject to random 
HIPAA audits conducted each quarter. The 
audit includes a checklist of items that verify 
compliance with Amerigroup’s privacy and 
security program. Employees who are not in 
compliance are given additional training and 
guidance as necessary. 


We also remind our employees about privacy 
program compliance through communications 
such as posters and flyers throughout the office, 
as shown in Figure 5.1.11.12-1. 


Figure 5.1.11.12-1. HIPAA Tips are 
Routinely Provided to Amerigroup 
Employees 
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Additionally, Amerigroup offers training to providers on member privacy, and our provider 
orientation covers HIPAA. Provider responsibilities are specified in the provider manual and 
on the provider website. 


Technology 


Technology plays a vital role in HIPAA compliance and the protection of member privacy. 
Amerigroup uses encryption protocols to securely transfer files containing PHI. We monitor 
all file transfers to ensure that files containing PHI are protected. This includes automatic 
encryption of all e-mail that contains PHI for which the destination address is outside of the 
Amerigroup network. We encrypt portable devices such as laptop computers. The software also 
controls what can be saved to removable devices on our personal computers. Authorized 
employees can save PHI to a portable device for business purposes, but the system will 
automatically encrypt the data. 


We also restrict access to PHI through the use of security profiles, system user names, and 
passwords that limit access to member data, claims history, care management data, and PHI. 
Only those employees who need access to fulfill their job requirements are authorized. 


Security 


Amerigroup is committed to physical security within our facilities and, in addition, data and 
network security within our management information system.  


Information Technology Security manages the HIPAA Security program. Resources include 
the Security Officer, an Associate Vice President (AVP) of Security, an AVP of Compliance, 
and 10 information technology professionals who: 


 Provide proactive security analysis 


 Develop and manage a security architecture and strategy 


 Respond to security events and incidents 


 Prepare and deliver security training and communication 


 Develop and manage security controls 


 Conduct reviews and vulnerability assessments 


Our approach to security includes strict security 
policies and procedures to protect all data 
maintained within our systems and applications. 
The first line of security is to limit access to our 
facilities. Next, the TS Department limits access to systems, applications, and data warehouses 
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to individuals who have a legitimate business need for the data. The access management 
function also restricts users by varying hierarchical levels of entry based upon system function 
and the information available. Remote access to systems is granted only to individuals who 
must work from a distance and cannot be physically located in an Amerigroup facility. 


The following sections provide additional detail about Amerigroup security practices.  


Physical Security 


Amerigroup restricts access to all facilities and controls access by using proximity-based 
electronic security badges. All employees and visitors must complete a security access request 
form and obtain approval signatures before gaining unsupervised access. After-hours access 
to facilities requires the use of specially coded security badges for building and department 
access. 


All Amerigroup data centers have formal policies for visitor control. We limit data center 
access to employees responsible for network engineering, system administration, and network 
security. All servers and data storage devices are located within secure areas of the data 
centers that can be accessed only by individuals with special clearance. 


User IDs, Passwords, and Unauthorized Access 


Amerigroup requires use of a unique user identifier and complex password to gain access to 
workstations or systems. The TS Department employs the Microsoft Windows Active Directory 
infrastructure to limit access to a system or application and role-based security within 
applications. The role-based security limits update capabilities and access to application 
functionality. We grant access to data and information based upon job responsibilities and the 
sensitivity of the data stored. 


All workstations and systems are guarded by security policies that prevent access if an 
individual tries to log in and has three unsuccessful attempts. The Security Department 
receives system-generated reports and alerts on unsuccessful attempts to access systems and 
websites. Additionally, passwords must be complex, users must change passwords every 60 
days, and re-use of recent passwords is prevented. 


Protecting Privacy over the Internet  


Amerigroup provides secure e-mail for sending and receiving information. The e-mail system 
automatically encrypts outbound messages if key numbers or keywords are detected. We use 
an extensive list of keywords related to drugs, treatments, and diseases to determine whether 
encryption should be applied. Additionally, the sender can request encryption by using the 
word “encrypt” in the message. On the receiving side, a message is delivered with an 
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encrypted PDF attached that contains the original e-mail. Users can send a secure and 
encrypted reply by clicking on the reply link in the PDF. 


Data Network Security 


Amerigroup uses state-of-the-art monitoring tools to audit system access, utilization, account 
usage, and resource usage to verify compliance with established policies. We use a number of 
technologies and security management systems to provide twenty-four hours a day, seven days 
a week real-time security event monitoring and reporting capabilities. We maintain a formal 
security incident handling process that includes security incident response reporting. The 
Security Officer enforces policies and monitors all security issues. 


The TS Department controls network access through usernames and passwords and Entrust 
IdentityGuard Two-Factor authentication will soon control remote access. We control 
individual user level access to systems through the use of Active Directory group membership, 
in addition to application, file, directory, and drive-level security. We manage and protect our 
network using industry-standard tools, including NetIQ Enterprise Administration Suite, 
CiscoWorks Management Software, WebSense®, Symantec™ MessageLabs®, Sourcefire® 
Intrusion Prevention, Symantec Data Loss Prevention, Entrust® eMail encryption, 
Citrix®, and a combination of Cisco Firewalls. 


External vulnerability scans of the network are performed by WhiteHat and IBM. Varonis® 
Data Advantage is used to provide file level access monitoring and reporting. A combination 
of McAfee®, Symantec, and Microsoft® virus detection and software is installed on all 
personal computers and corporate servers. A Trustwave® Enterprise Information Security 
Management system collects, correlates, and centralizes log information from systems on the 
network to monitor compliance with established policies. We apply the COBIT® information 
technology governance framework for information technology controls. 


The TS Department uses third-party tools to prevent external systems attacks. These tools 
combat known and unknown threats to our network and websites. Our toolsets assist the TS 
Department with safeguarding our network, websites, and information in our systems. The TS 
Department policies and procedures related to system security, access, and use are readily 
accessible to employees. As part of HIPAA Privacy and Security compliance, we conduct 
extensive education, and ongoing training materials serve as continuous reminders. 


Data Center Environmental Controls 


Amerigroup’s central data center incorporates environmental controls such as uninterruptible 
power supply (UPS), moisture detection, heat ionization detection, temperature alerts, and 
backup generators. These controls are used in our supporting data centers as appropriate. 
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Security and safety controls such as smoke detectors, electrical alarms, and an advanced fire 
retardant system help prevent the spread of fire to the data centers. 


B.  Describe your experience in processing HIPAA-compliant provider claims and in 
submitting HIPAA-compliant encounters to States. 


Experience Processing HIPAA-Compliant Claims 


Amerigroup has been processing HIPAA-compliant 
provider claims in Nevada since 2009. We are 
committed to adjudicating claims in a timely, 
accurate, and provider-friendly manner. Amerigroup 
maintains a single claims processing system that is 
fully integrated with enrollment and provider 
systems, consistently meets federal requirements, and 
currently meets DHCFP requirements. Amerigroup 
processed more than 803,000 HIPAA-compliant 


claims under our Nevada Medicaid and Nevada Check Up Contract in the 12 months ending 
September 30, 2012. Across all markets, Amerigroup processed more than 27.7 million claims 
during the same 12-month period. 


Amerigroup’s experience in processing HIPAA-
compliant claims is addressed through: 


 Claim input 


 Claim editing and adjudication 


Claim Input – HIPAA-Compliant Paper and 
Electronic Claims 


Amerigroup accepts claims on paper and 
electronically to delivery maximum flexibility to our 
providers. All claims formats are industry-
standard–compliant and HIPAA-compliant and 
include CMS 1500 and CMS 1450 (UB 04) formats. 
As shown in Figure 5.1.11.12-2, all claims, 
regardless of source, are submitted to the same 
HIPAA compliance edits and adjudication 
process. 


Figure 5.1.11.12-2. Amerigroup Accepts 
HIPAA Compliant Claims via Multiple 
Methods 
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Paper claims are received by our Document 
Management team, who batch, scan, and export 
the files to our data entry vendor throughout 
each production day. The vendor converts claims 
to an electronic format and returns HIPAA-
compliant X12 837 claims data files to 
Amerigroup for processing. 


For electronic claims submission, we accept claims through: 


 Three nationally recognized electronic data interchange (EDI) clearinghouses 


 Submission of an X12 837 claims file from our provider website 


 Direct entry of a claim from our provider website 


In the past 12 months, more than 85.8 percent of all Nevada claims were received 
electronically. 


Amerigroup offers our providers a number of different resources for technical support for 
submitting HIPAA-compliant claims, including training classes, provider manual, provider 
website, and toll-free hotline numbers. 


Amerigroup maintains two EDI companion 
guides, one for professional and one for 
institutional claims that include detailed 
information on electronic claims 
submission. These document the EDI 
process and its benefits to providers. They 
provide an overview of the EDI process and 
include topics such as: 


 Responsibilities of Amerigroup and 
the clearinghouses 


 Provider responsibilities for using 
the clearinghouse and the provider 
website 


 How to get started with EDI 


 Clearinghouse fees and charges 


 EDI claim requirements 
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 Claim rejection scenarios 


 EDI report options and features 


Amerigroup encourages providers to call our toll-free numbers if they require additional 
support. We maintain a dedicated EDI Hotline to answer specific questions related to 
electronic claims. The EDI Hotline employees can help providers with set-up questions, help 
resolve any submission issues, and help resolve claim rejections. Customer Service 
Representatives and Provider Relations Representatives are also available through a toll-free 
number to assist providers with any questions or concerns. 


If we find that any of our providers may benefit from technical assistance, we will proactively 
reach out to them. Our EDI Hotline employees will reach out to providers with high-volume 
paper claims submission to discuss EDI methods, how electronic claims can work in their 
office, and the benefits they can achieve. If a provider is submitting a high number of rejected 
claims or generating a high number of pends, we can contact the provider to help identify and 
correct any problems to expedite claims processing and payment. 


Claim Editing and Adjudication 


All claims, regardless of entry source, pass through the same edits and adjudication processes 
to ensure consistency and HIPAA compliance. We assign each claim a unique internal control 
number used to track its progress from initial entry into our system to final adjudication and 
online storage. The system applies a series of edits to all submitted claims, regardless of source 
of entry. Before a claim is accepted into our claims processing system, we apply a variety of 
automated pre-processing edits designed to validate the quality of the data submitted. These 
edits verify that the data is relevant, complete, and contextually appropriate and include: 


 Compliance edits that validate data through HIPAA Level 6 in accordance with the 
Workgroup for Electronic Data Interchange’s Strategic National Implementation 
Process (WEDI SNIP) standards 


 Professional (X12 837P) and institutional (X12 837I) claim edits such as: 


 CPT or HCPCS code validations 


 ICD-9 code validations, including validity for the date of service 


 Institutional (X12 837I) claim validations such as: 


 Presence and correctness of dates, including admission date 


 Balancing total charged amount against the sum of service line charges 


 Code set validations 
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Claims that fail these initial edits are rejected. If the claim was submitted electronically, the 
provider is notified by the claim entry source, which is either the clearinghouse or the provider 
website. Paper claims that are rejected are returned to the provider via postal mail with a 
description of the issue. 


Experience Submitting HIPAA-Compliant Encounters 


Amerigroup submits HIPAA-compliant version 5010 
X12N 837 encounter files in 11 of our 13 state markets, 
as well as HIPAA-compliant NCPDP D.0 encounter 
files in eight markets. In the 12-month period ending 
August 30, 2012, Amerigroup affiliate health plans 
transmitted almost 47.5 million HIPAA-compliant encounters to our state partners. 


We understand and support the direction that DHCFP is taking with their data warehouse 
approach to encounters. We understand the challenges that the State is currently facing and 
are providing whatever assistance we can to help the DHCFP meet its goals for encounter file 
submission.When DHCFP is ready to receive a HIPAA-compliant encounter file from 
Amerigroup, we will be ready. 


Amerigroup understands that DHCFP’s fiscal agent will apply edits to encounters and that a 
companion guide will include edit descriptions. Amerigroup has experience working with 
DHCFP’s fiscal agent, Hewlett Packard, including submitting encounter files through their 
HIPAA compliance editor. In our Georgia health plan, for example, during the 18-month 
period ending March 31, 2011, more than 99 percent of our encounters passed both the fiscal 
agent’s HIPAA compliance checks and Medicaid Management Information System (MMIS) 
edits and were accepted. We have developed a good relationship with technical employees, 
working closely with them to understand state-specific edits and technical rules, as well as 
submission timing and protocols. We will leverage this knowledge and experience to generate 
accurate X12 837 encounter files for DHCFP. 


Amerigroup will submit HIPAA-compliant encounter files on a monthly basis or more 
frequently as requested by DHCFP. We submit weekly encounter files in most of our current 
markets. 


We will support the submission of complete, accurate, and HIPAA-compliant encounter files 
to DHCFP through a tightly managed encounter submission process. 


Encounter Submission Process 


Amerigroup delivers complete, accurate, and timely encounter data through dedicated 
staffing, a robust Encounter Management System (EMS), and a tightly managed submission 
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schedule. Using our EMS, we extract, track, correct, report, log, and archive encounter data. 
The Encounters Management  team closely monitors all encounter processing and meets at 
least weekly to discuss any issues and ensure that we are meeting standards for encounter 
completeness, accuracy, and timeliness in each of our markets. 


We use automated routines to extract encounter data for 
transmission to DHCFP. We process data through a 
comprehensive series of edit routines to verify HIPAA 
compliance and to confirm that all fields contain accurate 
and complete information before submission. 


As shown in Figure 5.1.11.12-3, we combine claims and 
claims adjustment data processed since the last submission 
of encounter records with encounter data from our 
delegated vendors and load the data into our EMS. Initial 
validations confirm that all retrieved claims records load 
into the EMS for subsequent processing. 


Encounter File Completeness—All Claims from All 
Providers 


Amerigroup will continue to submit encounter files to 
DHCFP that contain all encounter data regardless of source 
of claim (electronic or paper format) or type of provider. 
Our EMS is currently configured to differentiate between 
Medicaid and Nevada Check Up recipients on the monthly 
encounter file that we submit to DHCFP. 


The submission of encounter data is a contractual 
requirement in all Amerigroup Nevada provider contracts. 
We contract with most of our providers on a fee-for-service 
basis, which inherently drives claims submission and results 
in encounter data. We require providers with capitated reimbursement to submit encounter 
data as zero pay claims. Claims from capitated providers process through our claims 
processing system, receive all the same edits and validations, and become part of the overall 
claims data set extracted for encounter submission. 


For all providers, we account for submission compliance through records audits and data-
trending analysis, including comparing claim volume from similar providers to identify 
potential issues. We collaborate with Provider Relations to address any provider compliance 


Figure 5.1.11.12-3. Our 
Encounter Process is HIPAA-
Compliant 
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issues and develop corrective action plans for providers who fail to consistently submit 
complete encounter data. 


Amerigroup collects encounter data from our delegated vendors, including our pharmacy and 
dental vendors, and includes it in our encounter data submission. Contractual language 
requires that delegated vendors submit encounter data and specifies penalties for non-
compliance. Account managers monitor vendor compliance. We edit encounter data from 
vendors and combine it with other claims data in our encounter submission. 


Encounter Data Accuracy 


Accurate encounter data begins with accurate claims data. We evaluate the accuracy of 
encounter data by applying the same set of edits to all incoming claim records, regardless of 
whether they originate on paper or electronic submission. 


Amerigroup configures our EMS to edit and process all encounter records against Nevada-
specific program requirements to confirm completeness and validity. Business rules evaluate 
each claim or service line to validate that the encounter records meet State-specific processing 
requirements and ensure the presence and validity of all required data elements, including 
member and provider data, date of service, diagnosis codes, procedure codes, revenue codes, 
date of claim processing, and date of claim payment. 


We pend claims or service lines that fail an edit or business rule without impacting remaining 
records. The Encounters Management team reviews pended records and coordinates 
corrective action with the appropriate operational unit such as Claims or Provider Data 
Management. The team logs encounter pend dates and monitors encounter aging. Corrected 
encounters are automatically included in the next submission. Management reports help 
monitor pended encounters and ensure timely remediation and submission. 


We format encounter records that pass all edits in the HIPAA-compliant X12 837 format. 
Encounter files pass through HIPAA compliance software to ensure compliant data through 
Level 6 and structurally sound files. 


We also validate member and product eligibility for the date of the encounter. Retroactive 
enrollment changes could cause an encounter to pend at this point. As with business rule 
remediation, we pend any encounters that fail compliance checks and submit them after 
remediation and resolution. 


After all issues that can be resolved are addressed, we create a final encounters file. To 
confirm compliance, we re-run the file through HIPAA compliance software and the 
member/product eligibility check before submission. 
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Encounter File Submission 


We understand the importance of transmitting encounter data accurately, securely, efficiently, 
and in accordance with the State’s schedule; we have a 100 percent compliance rate for 
encounters under our current Nevada contract. 


We currently transmit encounter data in state-specific formats, as we are doing in Nevada 
today, as well as the HIPAA-compliant ANSI X12N 837 format. We can transmit encounter 
files through Hypertext Transfer Protocol Secure (HTTPS) or Secure File Transfer Protocol 
(SFTP) and always include the required attestations and reports. 


We log the details of each encounter submission, capturing information on each claim 
submitted, including claim number, line, submit type (original, adjustment, void), file, path, 
and creation date. 


Tracking and Monitoring Encounter Record Submission and Acceptance 


The Encounters Management team uses a series of internal reconciliation and certification 
reports to manage and monitor the encounter submission and allow the encounter analyst to 
validate claims counts and dollars. We review and analyze any variations and make any 
necessary corrections to ensure encounter file accuracy. When necessary, we make program 
changes to enhance encounter processing and reporting.  


The Encounters Management team reviews and remediates all rejections to ensure timely 
correction and re-submission. The team works with all necessary departments and delegated 
vendors to identify and correct all data and process issues. If we identify a pattern of 
deficiencies for specific providers or vendors, we will work with the necessary business 
function to identify and resolve deficiencies.  


We understand that DHCFP’s fiscal agent will apply HIPAA compliance edits and other edits 
to encounters. Based on the extensive editing that our systems perform and our experience 
with our other state partners, we expect to easily exceed the requirement that 95 percent of 
encounter records pass compliance edits executed by DHCFP within the first six months and 
97 percent thereafter. 


We evaluate and correct encounter records that fail DHCFP edits. We also analyze returned 
encounters to determine a root cause and make changes to operational and system processes, 
as indicated, to increase the number of accepted encounter records. 
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5.1.12 Financial Information and Documentation  
In accordance with Section 10.5, Part III – Confidential Financial, Amerigroup Nevada’s 
financial information and documentation are included in the binder marked Part III – 
Confidential Financial, located behind Tab II – Financial Information and Documentation. 
In addition, financial information and documents for our proposed subcontractors can be 
referenced within the Binder marked Part III – Confidential Financial. 
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5.2 SUBCONTRACTOR INFORMATION 
Amerigroup Nevada will use subcontractors for the provision of specialized covered services 
and administrative services within the Nevada Medicaid Managed Care Contract. We 
subcontract with entities that have a similar healthcare philosophy and with which we have 
long-standing relationships. Such established relationships provide us, our members, and the 
State of Nevada tremendous continuity and familiarity moving forward, rather than proposing 
changes and implementing new subcontracts.  


AMERIGROUP Corporation (Amerigroup), with more than 16 years of experience solely 
serving Medicaid and Medicare members, will be the primary administrative services 
subcontractor for Amerigroup Nevada. While Amerigroup Corporation is headquartered in 
Virginia, it maintains a large office in Las Vegas for the Amerigroup Nevada health plan. 
This unique corporate and local plan presence facilitates sharing of responsibilities, readily 
avails the project of corporate resources at the local level, and enhances support for 
Amerigroup local resources that focus on caring for members.  


5.2.1 Use of Subcontractors 
Does this proposal include the use of subcontractors? Check the appropriate response in the table 
below. If yes, vendor must address 5.2.1.1 through 5.2.1.7. 


 
Yes  √  No   


 


Subcontractors and Specific Requirements (§5.2.1.1) 


Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor will perform services. 


Amerigroup Nevada will contract with the subcontractors identified in Table 5.2.1.1-1 for the 
identified services and associated Contract requirements.  


Table 5.2.1.1-1. Amerigroup Nevada Subcontractors and Contract Requirements Matrix 


Amerigroup Nevada 
Subcontractors 


Subcontracted Services 


Amerigroup Corporation 


Claims services  


Credentialing 


Legal and regulatory services 
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Amerigroup Nevada 
Subcontractors 


Subcontracted Services 


Medical management support services for care management, disease 
management, quality management, utilization management 


CVS Caremark  Pharmacy services 


Connextions 
Nurse HelpLine 


Disease management 


eyeQuest  Vision services 


National Imaging 
Associates (NIA) 


Radiology services 


Scion Dental  Dental services 


Voiance Language 
Services, LLC 


Over‐the‐telephone interpreter services 


 


Oversight of and Experience Working with 
Subcontractors (§5.2.1.2) 


If any tasks are to be completed by subcontractor(s), vendors must: 


A.  Describe the relevant contractual arrangements; 


B.  Describe how the work of any subcontractor(s) will be supervised, channels of 
communication will be maintained and compliance with contract terms assured; and 


C.  Describe your previous experience with subcontractor(s). 


Relevant Contractual Agreements  


Amerigroup executes formal contract agreements with each subcontractor, upon approval by 
DHCFP. The subcontract defines the subcontractor’s roles and responsibilities, performance 
standards, quality assurance requirements, reimbursement, financial responsibilities, hold-
harmless and insurance provisions, privacy and security requirements, and data exchange and 
reporting requirements. As the prime contractor, we flow down all RFP requirements and 
DHCFP contractual requirements to each subcontractor as appropriate. We incorporate the 
RFP, attachments, and Amerigroup Nevada DHCFP MCO Contract into the subcontract by 
reference. Our subcontracts follow standard language and content, as developed and approved 
by our Amerigroup Corporate Legal Department, tailored to the specific requirements of the 
State and subcontracted functions.  
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Amerigroup’s subcontract documents are available for review by DHCFP upon request. 
Amerigroup Nevada will execute comprehensive, DHCFP-approved subcontracts with each 
proposed subcontractor before commencement of Contract operations.  


Subcontractor Supervision, Communication, and Contract 
Compliance  


Amerigroup, through our Vendor Selection and Oversight Committee (VSOC), retains 
oversight of delegated services performed on our behalf and ensures compliance with State, 
federal, NCQA, and any other applicable regulatory and accreditation standards. VSOC, 
which is currently used by all 13 Amerigroup health plans, includes representatives from the 
following corporate departments: HealthCare Delivery Systems, Finance, Quality 
Management, Senior and Special Services Organization, Office of Business Ethics, Health 
Care Management Services, and Legal. We include additional departments as needed. Our 
Amerigroup Nevada Compliance Officer participates in the VSOC, ensuring subcontractors 
not only understand program requirements, but also take all appropriate and necessary 
actions to assure full compliance. 


Amerigroup accepts full responsibility for subcontractor performance and has established and 
effective processes to supervise subcontractor activities, promote effective and open 
communications, and verify and enforce contract compliance.  


Subcontractor Supervision 


Amerigroup Nevada senior management, department managers responsible for the functional 
areas for which subcontractors perform contracted activities, and the VSOC supervise 
subcontractor work. Each subcontract document defines the subcontractor’s functions and 
specifies how Amerigroup will oversee its operations, including the names or titles of 
Amerigroup supervisory personnel. Amerigroup provides each subcontractor with the 
documented policies and procedures applicable to its responsibilities. 


Subcontractor Communications 


Amerigroup uses formal and informal channels to promote and maintain effective 
communications with our subcontractors. A primary component of subcontractor 
communications is establishing a partnership with each subcontractor and including 
representatives from each organization in overall project management activities. In this way, 
subcontractors become participating members of the management team and remain informed 
about, and invested in, successful project execution. Amerigroup uses the following 
communications methods: 
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 Senior management meetings 


 Regularly scheduled management and employee meetings, as necessitated by specific 
functions (which may be conducted in person, by video/teleconference, web 
conference, or conference call) 


 Subcontractor performance review meetings 


 Formal written notifications, used to convey contract, performance, and deliverables 
information 


 Informal written communications (such as e-mail, fax, or text) 


 Informal face-to-face and telephone or electronic communications among Amerigroup 
and subcontractor employees, as needed 


Contract Compliance 


 Amerigroup monitors and verifies subcontractor contract compliance using established 
Corporate and local resources and processes. At the Corporate level, Amerigroup 
confirms subcontractor compliance with federal and State program integrity 
requirements 


  Reviewing management reports 


 Conducting readiness reviews and annual on-site audits of delegated services 


 Monitoring subcontractor financial stability 


 Facilitating quarterly joint operations meetings between Amerigroup and each 
subcontractor to review performance, follow up on any corrective actions, and address 
any other issues identified by DHCFP or Amerigroup 


We monitor subcontractors delivering healthcare services locally, through our Nevada 
Medical Advisory Committee, headed by the Amerigroup Nevada Medical Director, and at the 
corporate level through the VSOC.  


Amerigroup Nevada’s Oversight Steering Committee routinely monitors the performance of 
Amerigroup as the primary administrative services subcontractor. The Nevada Oversight 
Steering Committee reviews the following quarterly summaries of Amerigroup activity: 


 Service-level standards and reports 


 Fraud and abuse activity 


 Clinical quality initiatives, HEDIS® scores 
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 Outreach initiatives conducted and planned for the following quarter 


As an example of how we oversee our subcontractors, Amerigroup has explicit policies and 
procedures that govern how all subcontractors receive and process claims data. These policies 
and procedures address the verification as well as the format and storage of reported data to 
ensure that our subcontractors meet our strict standards. Amerigroup establishes these 
standards within our subcontractor agreements and review and communicate them with 
subcontractors regularly. 


Amerigroup Nevada’s Experience Working with Proposed 
Subcontractors  


Amerigroup has well-established partnerships, both in Nevada and in other markets, with 
each of our proposed subcontractors and will build upon these experiences to continue serving 
our Nevada members with distinction.  


Table 5.2.1.2-1. Amerigroup Nevada’s Experience with Proposed Subcontractors 


Amerigroup 
Subcontractors 


Experience with Subcontractor 


Amerigroup 
Corporation 


Summary of Experience: Amerigroup Corporation has 16 years of experience solely 
serving Medicaid and Medicare members and providing administrative support 
services to its affiliate health plans. 


Nevada Experience: Amerigroup Corporation has served as a subcontractor for 
administrative services to the Nevada health plan since 2009 in the areas of claims 
and encounter processing, medical services, legal and regulatory, and provider 
credentialing. 


Experience in Other Markets: Amerigroup Corporation currently provides 
administrative services support for its affiliate health plans in 12 other markets. 


CVS Caremark  Summary of Experience: CVS Caremark is a leading pharmacy benefits manager 
(PBM) that provides specialty/biotech services, disease management, and other 
related health services.  
Nevada  Experience:  CVS  Caremark  has  provided  pharmacy  benefit management 
services under subcontract to Amerigroup Nevada since 2009. 
Experience in Other Markets: CVS Caremark has provided PBM services to 
Amerigroup members since 1998 and currently does so in 12 state markets.  


Connextions  Summary of Experience: Connextions provides acquisition, service, retention, and 
technology services to its clients. The Connextions client base consists of most of 
the major healthcare providers, as well as some commercial clients. Connextions 
provides clients technology and Business Process Outsourcing (BPO) services in a 
direct‐to‐consumer market. 


Nevada Experience: Connextions provides Nurse HelpLine services. 


Experience in Other Markets: Connextions has provided Nurse HelpLine services to 
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Amerigroup 
Subcontractors 


Experience with Subcontractor 


Amerigroup members under a subcontract for multiple markets. 


eyeQuest  Summary of Experience: eyeQuest administers vision benefits as a dependable 
partner for health plans in Medicaid markets on behalf of 12 clients in 13 states. 


Nevada Experience: eyeQuest has administered vision benefits, under subcontract 
to Amerigroup Nevada, for nearly four years, beginning in 2009, and serves 86,000 
Nevadans. eyeQuest’s Nevada vision network includes 133 general practices. This 
equates to one practice per 643 members, exceeding the industry standard. 
eyeQuest’s network is compliant with Amerigroup’s access standards—all urban 
members have access to a provider within 15 miles of their home, and all rural 
members have access to a provider within 30 miles. eyeQuest’s Nevada experience, 
both urban and rural, serves Nevada well and demonstrates understanding of its 
members’ needs. As testament to eyeQuest’s exceptional services for all of 2011 
and 2012 to date, there have been no member or provider grievances or appeals. 


Experience in Other Markets: eyeQuest also provides subcontracted vision services 
to Amerigroup in Louisiana. 


National 
Imaging 
Associates (NIA) 


Summary of Experience: As a recognized leader in radiology benefits management 
(RBM), NIA has provided innovative clinical solutions since 1995, partnering with 
more than 51 national/regional customers and serving more than 17 million lives in 
26 states. 


Nevada Experience: NIA has provided RBM services, under subcontract to 
Amerigroup Nevada since 2009. Dr. Thomas Dehn, MD, NIA’s Medical Director, 
attends each quarterly review meeting held with DHCFP and Amerigroup Nevada. 
Dr. Dehn has demonstrated proactive collaboration with DHCFP’s Medical Director, 
Dr. Richard Roberts, MD in analyzing potential outlier providers in denial rates 
versus their peers. Dr. Dehn also ensures that NIA continually meets DHCFP’s needs 
in the provision of imaging services under the current Contract. 


Experience in Other Markets: NIA provides radiological and imaging services to 
Amerigroup members under a subcontract in other markets.  


Scion Dental  Summary of Experience: Scion Dental, a national leader in dental services, will cover 
approximately 4.9 million Medicaid members by January 1, 2013. Scion is the first 
dental company to receive full URAC accreditation for Health UM, and the only 
dental company to be awarded full URAC accreditation for Claims Processing. 


Nevada Experience: Scion Dental has provided dental services, under subcontract to 
Amerigroup Nevada, for nearly four years, beginning in 2009. Amerigroup’s and 
Scion’s joint goal in Nevada has been to build health literacy among members to 
empower them to understand and adopt those behaviors that drive improved oral 
health outcomes. To amplify this message and integrate messaging, Amerigroup and 
Scion will integrate dental outreach with Early Periodic Screening, Diagnosis, and 
Treatment (EPSDT) under the new Contract.  


Experience in Other Markets: Scion Dental has provided dental services to 
Amerigroup members under a subcontract that currently provides dental services to 
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Amerigroup 
Subcontractors 


Experience with Subcontractor 


more than 400,000 Medicaid and CHIP recipients in four states – a Georgia, Florida, 
Ohio, and the Amerigroup Nevada health plan. 


Voiance 
Language 
Services, LLC 


Summary of Experience: Voiance provides over‐the‐telephone  interpretation  (OPI) 
services can and translations for 170 languages, using language‐appropriate, health 
care‐aware  translators.  It  provides  TDD/TTY  services  for  those  who  are  deaf  or 
hearing impaired. With ISO 9001:2008 certified processes, onshore contact centers, 
and  advanced  telecommunications  infrastructure,  Voiance  delivers  high  quality 
language services to Amerigroup members. 
Nevada Experience: Voiance provides translation services, under subcontract to 
Amerigroup Nevada. 


Experience in Other Markets: Voiance provides translation services to Amerigroup 
members in other markets. 


 


Methodology, Processes, and Tools (§5.2.1.3) 


Vendors must describe the methodology, processes and tools utilized for: 


A.  Selecting and qualifying appropriate subcontractors for the project/contract; 


B.  Ensuring subcontractor compliance with the overall performance objectives for the 
project;  


C.  Ensuring that subcontractor deliverables meet the quality objectives of the 
project/contract; and 


D.  Providing proof of payment to any subcontractor(s) used for this project/contract, if 
requested by the State. Proposal should include a plan by which, at the State’s 
request, the State will be notified of such payments. 


Selecting and Qualifying Subcontractors  


Amerigroup partners with carefully selected and closely monitored key subcontractors to 
deliver quality services for DHCFP. We choose subcontractors that we are confident will 
provide the highest quality care, services, and support to our members and deliver the desired 
results for DHCFP based on our past contractual arrangements with them in Nevada and 
other contracts. All subcontractors proposed here are currently in place as partners with 
Amerigroup in our Nevada health plan.  


In the future, if we need to implement a new subcontract, or replace an existing subcontractor, 
we use the processes described here to identify and select those potential subcontractors.  
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Amerigroup Account Managers lead the process of subcontractor selection and oversight of 
the contract post-selection. This process must include:  


 Notification of proposed agreement to the VSOC 


 Completion of the VSOC Checklist and delegated Activity grids 


 Request of VSOC review and approval 


 Presentation of the proposed agreement to the VSOC  


 Verification of the completion of all necessary pre-delegation audits and Corrective 
Action Plans (CAP) before Contract execution, if applicable 


 Adherence to all contracting requirements set forth by the Provider Contract Service 
team 


 Coordination with the VSOC to ensure the completion, review, and presentation of 
oversight and reporting to VSOC in a timely manner 


Upon selection of the desired subcontractor candidate, Amerigroup will formally submit all 
required subcontractor information and documentation, including the subcontracting 
agreement, to DHCFP and request written approval prior to entering into the subcontract. 


The Account Manager is responsible for educating subcontractors and their employees 
regarding Amerigroup products and processes. The Account Manager acts as a liaison among 
the subcontractor, health plan, and VSO,C and establishes direct relationships between the 
health plan subject matter expert (SME) and subcontractor, but is expected to assist in 
resolution of any ongoing concerns. In addition, Account Managers: 


 Ensure the availability of necessary financial solvency documentation to Finance and 
the VSOC. 


 Proactively maintain open communications with the subcontractor on health plan 
issues including, but not limited to, claims, eligibility, utilization management, 
reimbursement, and quality programs. 


 Schedule, organize, and chair, at a minimum, quarterly joint operations meetings for 
each subcontractor. 


 Ensure the upload of all reports monitoring delegated functions into designated health 
plan folders for SME review at least quarterly. This responsibility includes the upkeep 
of the comprehensive state specific reporting grid, regulatory requirements, templates, 
naming conventions and due dates. While each subcontractor provides these reports to 
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the Account Manager, it is the responsibility of the Account Manager to ensure their 
timely, accurate delivery to Regulatory and for review by the health plan. 


 Submit all subcontractor member or provider communications that meet CMAP 
criteria through Amerigroup’s internal CMAP process and ensure the receipt of all 
necessary state/federal approvals. Account Manager will notify the delegate of received 
approvals. 


Amerigroup Account Managers are SMEs regarding the regulations and requirements in all 
applicable state contracts pertaining to the services our assigned delegates provide. Account 
Managers must be aware of all updates and changes made to these regulations and 
requirements. We ensure that Account Managers review the accuracy of subcontractor 
information in our member handbook and member communications, provider directory, 
provider manuals, and our website. 


Ensuring Subcontractor Compliance with Performance Objectives 


As noted above, our Account Managers serve as liaisons to our delegated subcontractors and 
conduct periodic reviews through the VSOC to ensure compliance with our performance goals 
and objectives. These quarterly reviews provide a comprehensive review of each of our 
subcontractors and their performance outcomes. 


Ensuring Subcontractor Deliverables Meet Quality Objectives 


We assure subcontractors meet our quality objectives by tying quality objectives directly to the 
Nevada Contract requirements in our subcontractor contract agreements. We specify 
performance standards, measurement metrics, processes, and schedules, and remedies and 
penalties for failure to comply with standards. 


Providing Proof of Payment to Subcontractors upon State Request 


If requested by DHCFP, Amerigroup Nevada will provide records detailing payments to our 
subcontractors. Amerigroup Nevada will provide the State check copies, check registers, or 
records of wire transfers, as appropriate, to prove payment to subcontractors. We will provide 
this information within the timeframe specified by the State. 


Subcontractor Responses (§5.2.1.4) 
Tables starting on page 5.2-13 include all information required in RFP Sections 5.1.1 through 
5.1.12 for each of our seven proposed subcontractors. 
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References for Subcontractors (§5.2.1.5) 


Provide the same information for any proposed subcontractors as requested in Section 5.1, 
Vendor Information. 


Amerigroup’s subcontractors have submitted required business reference in compliance with 
RFP requirements no later than November 14, 2012 directly to Geoff Landry with the State of 
Nevada Purchasing Division. 


Meeting Insurance Requirements (§5.2.1.6) 


Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


Each Amerigroup Nevada subcontractor in the table within Section 5.2.1 asserts its 
compliance with the insurance requirements of this Contract.  


Notifying Agency of Intended Use of Subcontractors 
(§5.2.1.7) 


5.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not 
identified within their original proposal and provide the information originally requested in the 
RFP in Section 5.2, Subcontractor Information. The vendor must receive agency approval prior 
to subcontractor commencing work. 


If Amerigroup Nevada identifies new subcontractors to accomplish contract requirements 
after submittal of this proposal, we will notify DHCFP immediately and submit a request for 
agency approval of use of the subcontractor before the subcontractor begins work. 
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Amerigroup Corporation 
Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 


5.1.1 


Company name:  Amerigroup Corporation
Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation:  Delaware
Date of incorporation:  December 9, 1994


# of years in business: 
17 years. 
Amerigroup Corporation became Incorporated in December 1994. 
Amerigroup’s first health plan went live in February 1996. 


List of top officers: 


 James G. Carlson 


 John E. Littel 


 Mary T. McCluskey 


 Nicholas J. Pace 
 Leon A. Root 


 James W. Truess 


 Linda K. Whitley‐Taylor 


 Richard C. Zoretic 


 Scott W. Anglin 


 Margaret M. Roomsburg 


 Jeffrey L. Stredler 


 Jack L. Young 
 Karen L. Shields 


Location of company 
headquarters: 


4425 Corporation Lane 
Virginia Beach, VA 23462 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


West Region Service Center
5959 Corporate Dr., Ste. 3500 
Houston, TX 77098 
Tampa Claims 
4200 W. Cypress St., Ste. 900 
Tampa, FL 33607 
 


National Support Centers
1300 and 1330 Amerigroup 
Way 
Virginia Beach, VA 23464 
Virginia Beach Home Offices
4425 and 4433 Corporation 
Lane 
Virginia Beach, VA 23462 
 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


0 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


76.75 


Location(s) from which 
employees will be assigned for 
this project: 


7251 W. Lake Mead Blvd., Ste. 104 


Las Vegas, NV 89128 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
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Amerigroup Corporation 
Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 


corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


Amerigroup Corporation is registered with the Nevada Secretary of State’s Office as a foreign 
corporation in the State of Nevada under the fictitious name of AGP Corporation. Its business 
identification number is NV20061492147. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


Nevada license: NV20061492147 


Amerigroup Corporation, the legal entity name, is not the same as the DBA name of corporation. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


AMERIGROUP Nevada, Inc. holds a Certificate of Authority to operate as an HMO in the mandatory 
managed care counties issued by the Department of Insurance. The license was issued on March 30, 
2006, and has been maintained continuously since its date of issue. Additionally, based on our 
proposed corporate structure, AMERIGROUP Corporation also holds two licenses issued by the Nevada 
Division of Insurance in accordance with Nevada statutes and regulations governing utilization review 
and claims payment activities:  


 Utilization Review Agent license issued February 8, 2006, and maintained continuously since its date 
of issue 


 Third Party Administrator license issued June 2, 2009, and maintained continuously since its date of 
issue 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


Yes. Amerigroup Corporation is currently providing the same services under Amerigroup Nevada’s 
current contract with DHCFP. Amerigroup Nevada holds the contract with DHCFP.  


A. Nevada Department of Health and Human Services, Division of Health Care Financing and Policy 


B. John Whaley, Chief of Business Lines; February 1, 2009 ‐ present 
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Amerigroup Corporation 
Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 


C. RFP/Contract #1509: Provide risk‐based capitated HMO services in support of the Title XIX 
(Medicaid) and Title XXI State Child Health Insurance Program (SCHIP) medical assistance programs 


D. $761,765,047.54 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?  


B. Description of failure or breach or litigation including the products or services involved?  


C. Amount in Controversy?  


D. Resolution or current status of dispute?  


E. Has the matter involved a court case?  


F. Status of litigation? 


No, none of the above applies. 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverage as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes. Amerigroup Nevada acknowledges the requirement to provide the Certificates of Insurance upon 
contract award.  


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


Amerigroup Corporation (the parent company) and its affiliates (collectively Amerigroup) have more 
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Amerigroup Corporation 
Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 


than 16 years of experience providing managed care services to Medicaid, CHIP, the uninsured, and 
Medicare populations, including managing large‐state Medicaid contracts and serves approximately 2.7 
million members through health plans in 13 states with the 14th going live in the first quarter of 2013.


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


Amerigroup Corporation, Amerigroup Nevada’s parent company, is an organization that focuses on 
meeting the healthcare needs of low‐income and medically vulnerable Americans in the Medicaid and 
Medicare programs. Amerigroup Corporation owns 100 percent of the issued and outstanding shares 
of common stock of Amerigroup Nevada. As of production of this proposal, Amerigroup is aware that 
four entities own beneficially five percent or more of the outstanding shares of Amerigroup 
Corporation common stock. These entities are FMR, LLC; Artisan Partners Limited Partnership; Capital 
World Investors; Vanguard Group, and Institutional Investment Advisors.  


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


Amerigroup Corporation is headquartered in Virginia Beach, Virginia and has an affiliate in Nevada that 
is a resident of Nevada and was incorporated as a Nevada‐domiciled company on August 11, 2005. 
Amerigroup does not apply preference. 


D. The location of disaster recovery back‐up site. 


The DR Collocation Site, 


AT&T Internet Data Center C/O Site 18396 


11830 Webb Chapel Rd. 


Dallas, TX 75234. 


There is a direct connection between the production data center in Virginia Beach, VA, and the Dallas, 
TX, hot site, which allows immediate backup Internet access for the entire enterprise if needed. 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Eric Lloyd 


Chief Executive Officer, Amerigroup Nevada, Inc. 


7251 W. Lake Mead Blvd., Ste. 104 


Las Vegas NV 89128 


(702) 228‐1308 


F. The size of organization in assets, revenue and people. 


Assets: $2.9 billion in assets 


Revenue: $6.4 billion in revenue 
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Amerigroup Corporation 
Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 


People: 6,600 employees 


G. The organizational chart of your senior management by function including key personnel. 


See the Amerigroup Corporate organizational chart in Amerigroup Corporation Attachments Tab. 


H. The areas of specialization. 


Amerigroup specializes in Medicaid managed care and serves more than 2.7 million members through 
a variety of public programs, including Medicaid, Temporary Assistance for Needy Families (TANF—
with more than 1.4 million mothers and babies), CHIP, uninsured adults, and people with disabilities/ 
Supplemental Security Income (SPD/SSI), as well as Medicare. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


2010 Revenue 


TANF: $3,410,558,785 


CHIP: $358,176,435 


ABD/SSI: $1,030,720,599 


Long‐Term Care: $752,823,394 


Medicare Revenue: $231,178,499 


2011 Revenue 


TANF: $3,568,451,571 


CHIP: $365,785,402 


ABD/SSI: $1,241,884,613 


Long‐Term Care: $853,961,413 


Medicare Revenue: $271,341,712 


J. The corporate philosophy and mission statement. 


Corporate philosophy: We will be a different kind of health insurance company—a company that does 
well by doing good. Mission: To provide Real Solutions® for members who need a little help by making 
the healthcare system work better while keeping it more affordable for taxpayers. 


K. A description of any plans for future growth and development of your organization. 


Amerigroup Corporation is ready to continue partnering with states as they add new populations, 
services, and geographies. We anticipate future growth and development to support an influx of 
members through expansions and opportunities offered by the Accountable Care Act (ACA). Areas we 
will focus on include: 


 Medicaid Expansion: Leverage our depth of experience around providing cost‐effective integrated 
benefits, services, care management, and transition plans 


 Health insurance exchange: Expand the framework we have developed so far to meet future 
individual needs and state challenges and integrating member transition processes  


 Health homes: Support ACA guidelines to provide health homes to Medicaid members with chronic 
illnesses to achieve more accessible, cost‐effective, high‐quality primary care, and further support 
primary care practices in their effort to improve patient outcomes 


 Health information exchange: Deepen the links and training among the health information 
exchange, electronic health records, and the methods for provider collaboration 


 Other populations: Anticipate the changing needs for future populations such as the ABD and 
children/adolescents in the juvenile justice system or foster care programs. We now serve more 
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than 317,000 ABD/dual‐eligible individuals and will continue to expand current 
benefits/services/transition plans to include these populations. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Amerigroup Corporation has expanded products, including long‐term care and the uninsured; services, 
ranging from physician/hospital and 24‐hour institutional care to personal care services offered in the 
community; and geographic locations. Our methodology is to leverage our experience, fully engage our 
local leadership/administrative infrastructure, and build on strong relationships with state officials and 
established provider networks. A natural extension of effort is the major opportunity to serve the dual 
eligible population—managed care is part of the organic solution for this high‐cost population. Our 
implementation approach is an expertly managed process. From a highly trained, professional group of 
subject matter experts who are pulled from key functional areas to our Implementation Project Team, 
we adhere to a formal project management lifecycle. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


Amerigroup Corporation has provided similar services as a subcontractor serving to other Amerigroup 
health plans serving the public sector since 1996. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


Not Applicable. Amerigroup health plans directly develop and manage networks of Medicaid providers. 
Amerigroup Corporation provides strategic support to our affiliate health plans when appropriate, such 
as providing resources necessary to facilitate rapid network development in new markets, establishing 
and testing of innovative provider payment methodologies, and creating best practices related to Real 
Solutions® Medical Homes and ACA‐compliant health homes. 


2. Managed care programs for Medicaid recipients; 


Since 1996, Amerigroup Corporation has provided administration and technology support to 13 health 
plans that manage Medicaid programs today and one additional plan that will be operational on 
January 1, 2013. Amerigroup Corporation does not manage these programs directly, but provides 
support in conformance with local health plan policies and procedures. 


3. Administering Medicaid utilization and case management programs; 


Amerigroup Corporation has 16 years of experience providing administration and technology support 
to 13 health plans that administer Medicaid utilization and case management programs. An additional 
plan will become operational on January 1, 2013. Amerigroup Corporation does not manage utilization 
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and management programs directly.  


Under the direction of each local health plan and in accordance with local policies and procedures, 
Amerigroup Corporation provides cost‐effective services related to utilization management (UM), 
(physical and behavioral health) through our National Customer Care (NCC) Center which coordinates 
UM activities with each health plan, disease management (DM) through designated state‐specific care 
management teams at our Integrated Disease Management Center, and pharmacy management 
through an in‐house clinical leadership team. In addition, our corporate Health Care Management 
Services team, led by an experienced team of national Medical Directors for both physical and 
behavioral health, provides strategic support with respect to: 


 Implementing healthcare management programs in new markets 


 Identifying national trends and best practices which are shared with all affiliate health plans (such as 
our Taking Care of Baby and Me® program) 


 Monitoring provider reimbursement trends 


 Monitoring clinical operations (such as promoting consistent use of UM guidelines and criteria) 


 Developing health promotion materials 


4. Medicaid claims processing and adjudication 


Amerigroup Corporation has 16 of years of experience processing Medicaid claims, including almost 
four years in Nevada. In the 12‐month period ending September 30, 2012, we processed more than 
803,000 Nevada claims. Our average claims turnaround time was 4.7 calendar days. In Nevada, an 
average of 99.6 percent of claims was paid within 30 calendar days, with September, 2012 financial and 
payment rates of 99.94 percent and 99.21 percent, respectively. We have effective technology and 
experienced employees in place to ensure prompt and accurate claims payment. Our employees and 
systems are also capable of administering any type of provider payment arrangement (for example, 
prospective payment, case rate, and per diem). 


5. Project management; and 


Amerigroup Corporation brings discipline and rigor to project management across the organization. We 
rely on leaders and employees with the training and skills required to achieve our goals and objectives 
efficiently.  


 Implementation. Amerigroup Corporation has never missed a contract implementation and has 
completed 92 program implementation and expansion projects since 1996. Across the organization, 
we maintain teams of project management professionals who use proven methodologies, such as 
the Project Management Institute and Agile. 


 Business Process Improvement. Amerigroup integrates Six Sigma and Lean Six Sigma methodologies 
into all parts of the organization because we value the disciplined approach and focus on 
measurable improvements inherent in the process. 


 Quality Management Performance Improvement Process. Amerigroup Corporation adopts 
nationally‐recognized processes to support quality gains, including methodologies that align with 
NCQA standards. 
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6. Qualifications of key personnel. 


Not applicable. All Key Personnel identified for the Contract are Amerigroup Nevada employees. 


 B. Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


Amerigroup Corporation provides administrative and technological support to health plans in Georgia, 
Maryland, and Tennessee who currently operate under performance incentive programs that reward 
the health plan for achieving targeted health outcomes. These incentive programs are for full‐risk 
managed care programs for Medicaid and CHIP populations similar to Nevada. When a performance 
incentive is tied to a targeted health outcome, measures are consistent with HEDIS® or other measures 
that are evidence‐based and carefully tested. 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Amerigroup Corporation supports its 13 health plans to identify, test, and measure the impact of 
potential program innovations and best practices. Each individual health plan then adopts and adapts 
those that may be applicable based on their specific market needs. This includes: 


 Mobile identification cards 


 Innovative training and certification programs for Case Managers 


 Technology enhancements to improve customer services delivered to members and providers 


 Online appointment scheduling of preventive and primary care services 


 Maternal and child health programs such as Taking Care of Baby and Me and You and Your Baby in 
the NICU (neonatal intensive care unit) 


 Innovative outreach tools such as interactive voice response (IVR) and texting for members with 
high‐risk pregnancies and text reminders for parents about preventive health and screening services 


 Personal health cards that store member health records  


 Amerigroup on Call, an innovative approach to reducing unnecessary emergency department (ED) 
visits 


 Predictive models to identify and prioritize outreach for those members with the greatest risk levels 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Amerigroup Corporation and our health plans have more than 16 years of experience working with 
state governments across the country. In addition to our deep and lasting relations in the states where 
we have operational health plans, Amerigroup is a thought leader in a variety of policy forums and 
works to continue to develop innovative solutions to state governments’ most vexing health care 
issues. Our subsidiary health plans serve 2.7 million members in 13 states (with our 14th health plan 
becoming operational on January 1, 2013).  


This experience also has led to the development of best practices on working with state agencies that 
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assist our members outside the MCO, such as agencies responsible for Medicaid and CHIP enrollment 
and eligibility, food stamps, supplemental assistance for pregnant women, and energy assistance. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Nancy Kaplan, Manager of Regulatory Services, is a valuable member of the Nevada health plan. Ms. 
Kaplan is involved with several functional areas resulting from the Contract, including state contracts, 
reporting resources, regulatory tasks, collateral material, and performance standards. Under the 
Contract, Ms. Kaplan: 


 Researches and provides guidance to the Nevada health plan and corporate departments regarding 
compliance with the requirements of the Nevada managed care contract, as well as state and 
federal statutes and regulations 


 Serves as representative for the Nevada health plan and the corporate departments with state 
regulatory agencies 


 Assesses proposed and final legislation with potential impacts on business activity and operations 


Robin Favret, Associate VP of Information Technology Services Customer Account Management, has 
more than 28 years of healthcare experience and 14 years with Medicaid and CHIP programs. With her 
extensive experience, Ms. Favret’s expertise supports Amerigroup Nevada’s Data Coding functional 
area. Under the Contract, Robin:  


 Leverages industry, corporate, and health plan knowledge to partner with the state in developing 
solutions to operational or system issues 


 Ensures the communication of key service and performance measures to the health plan and its 
customers 


Stephen Ford, Associate VP, Senior Counsel, supports the health plan by providing legal expertise. In 
this role, Mr. Ford: 


 Serves as counsel for the Nevada plan 
 Handles intake and resolution of legal issues related to regulatory compliance, provider network 
development and maintenance, provider disputes, agency disputes, product development and plan 
extension, and risk management 


 Participates with merger and acquisition activity and new market development 


 Participates with negotiations and process improvement 


 Manages paralegal and administrative employees 


Stephen Williams, VP of West Regional Services Center Operations, has been with Amerigroup for 
almost six years. Under the Contract, Mr. Williams leads operations for the Regional Service Center, 
which is responsible for customer services and claims processing  


Richard Marucut, Director of Service Operations, is a leader in the West Regional Service Center. As 
director, he helps manage the claims team responsible for supporting Amerigroup Nevada. Under the 
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Contract, Mr. Marucut: 


 Monitors claims quality reporting and ensure fulfillment of all State requirements  


 Analyzes reports to identify areas of concern, trends, and issues across entities that impede 
customer service 


 Collaborates with internal partners to develop process improvement initiatives to reduce defects, 
improve overall operating efficiencies, and maximize dollar recovery through cost containment 


 Ensures appropriate scheduling of employees to manage claims volume 


 Works with the Nevada health plan to resolve operational issues including enrollment, benefit 
configuration, call metrics, authorizations, high dollar claims, pending claims, appeals, adjustments, 
customer service, and policy issues 


Denise Ward, Claims Manager, directly manages claims for the Nevada market. With more than 21 
years of experience in healthcare, Ms. Ward has the expertise necessary to manage an efficient claims 
team. Under the Contract, Ms. Ward:  


 Manages the Nevada claims inventory 


 Provides updated claims training as required 


 Ensures that all market performance guarantees are met 


 Partners with cross‐functional areas to ensure timely resolution of all claim errors  


 Processes high dollar, complex, and adjustment claims 


Shaun Wayne, Information Technology Service Field Service Technician III, supports Amerigroup 
Nevada’s information systems. Mr. Wayne has almost 10 years of experience with Amerigroup and 
more than 15 years of experience working with Information Technology Services (ITS). Under the 
Contract, Mr. Wayne:  


 Provides technical support and direction for Amerigroup Nevada staff members 


 Contributes advanced, top‐level technical knowledge and experience in the areas of software and 
hardware testing, change control, configuration management, test plan development, and systems 
documentation 


 Provides information to internal and external customers and vendors 


 Provides and implements innovative ideas and solutions for complex problems  


 Ensures system security is maintained and strengthened through implementation of current 
technologies 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4.Quality Improvement and Reporting (i.e. HEDIS, CMS) 
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5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Information Systems: Shaun Wayne, ITS Field Service Tech III 


2. Not applicable 


3. Claims Payment: Stephen Williams, VP West Regional Service Center; Richard Marucut – Director 
Service Operations; Denise Ward, Manager Claims 


4. Not applicable 


5. Not applicable 


6. Data Coding: Robin Favret, AVP, ITS Customer Account Management 


7. Contract Negotiations/Network Recruiters: Stephen Ford, AVP, Senior Counsel 


8. Encounter Data: Robin Favret, AVP ITS Customer Account Management 


9. Other: Nancy Kaplan, Manager Regulatory Services 


 G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


Copies of relevant Amerigroup Corporation licenses are included in the Amerigroup Corporation 
Attachments Tab of this binder. 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Amerigroup’s NCC is well equipped to handle large volumes of calls from members who do not speak 
English as a first language. The NCC currently has 135 employees that are fluent in both English and 
Spanish. In 2012, NCC associates have directly handled more than 326,000 calls for our Spanish‐
speaking members. 


I. List any associations or organizations to which the organization belongs. 


Among the associations and organizations to which Amerigroup Corporation belongs includes the 
American Health Insurance Plans, Medicaid Health Plans of America, and the SNP Alliance.  


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 
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Amerigroup Nevada remains fully responsible for delivery of services under the Contract. 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Amerigroup Corporation operates in accordance with the Policies and Procedures of Amerigroup 
Nevada when providing these services. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Not applicable. Amerigroup Nevada, through our Medical Advisory Committee (MAC), monitors and 
evaluates UM guidelines and procedures. Amerigroup Corporation’s Medical Policy Committee 
supports the MAC by providing annual review of all guidelines. 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable. Amerigroup Nevada is fully responsible for identifying, arranging, and monitoring all 
out‐of‐network services that our members need. 


E. Describe the roll and responsibilities of your case managers. 


Amerigroup Nevada is fully responsible for delivery of case management services for our members. In 
accordance with Amerigroup Nevada policies and procedures, Amerigroup Corporation Disease 
Management (DM) Case Managers coordinate care and services for members enrolled in a DM 
program. They work with members, PCPs and other treating providers, families, and other stakeholders 
to identify, implement, and monitor a member‐directed care treatment plan that addresses each 
individual’s physical, behavioral, social support, and functional needs. These plans follow evidenced‐
based clinical practices guidelines, and DM Case Managers actively engage members to adopt self‐care 
strategies. 


DM Case managers educate and coach members to take greater responsibility for their personal health 
status and empower them to adopt improved self‐care skills—boosting access to primary and 
preventive care, enhancing health outcomes, and reducing preventable ED visits or inpatient 
admissions. 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable. Amerigroup Nevada is fully responsible for coordination and communication with 
DHCFP District Office care coordination staff on behalf of high‐risk pregnant women. 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable. Amerigroup Nevada is fully responsible for assessing and developing comprehensive 
care treatment plans for Children with Special Health Care Needs. 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
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Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable. Amerigroup Nevada is fully responsible for developing and maintaining a 
comprehensive network to provide mental health and rehabilitative services to Severely Emotionally 
Disturbed (SED) children and Seriously Mentally Ill (SMI) adults. 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable. Amerigroup Nevada is fully responsible for developing and managing policies and 
procedures for emergency and post‐stabilization services 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable. Amerigroup Nevada is fully responsible for developing and managing policies and 
procedures for transitioning a recipient from or to fee‐for‐service (FFS) or another Vendor’s plan. 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable. Amerigroup Nevada is fully responsible for developing and managing the member 
handbook and identification cards issued to enrolled members. 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Amerigroup Corporation operates in accordance with the Policies and Procedures of Amerigroup 
Nevada when providing these services.  


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


Not applicable. Amerigroup Nevada is fully responsible for developing and maintaining a network that 
ensures the ability to provide managed care services to enrolled members in Clark and Washoe 
Counties. 


B. Provide a sample of all base network provider contracts. 


Not applicable, as Amerigroup Corporation is not subcontracted for these services. 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable, as Amerigroup Corporation is not subcontracted for these services. 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 
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Not applicable, as Amerigroup Corporation is not subcontracted for these services. 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable. Amerigroup Nevada is fully responsible for monitoring its contracted network 
provider’s activities to ensure they comply with requirements. 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable. Amerigroup Nevada is fully responsible for determining and managing physician 
incentive plans. 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable. Amerigroup Nevada is fully responsible for maintaining subcontracts for any of the 
benefits services. 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Not applicable. Amerigroup Nevada is fully responsible for the proper use of National Provider 
Identifiers (NPI). 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


Amerigroup Nevada develops the Quality Assurance Plan (QAP) in accordance with the State of Nevada 
and DHCFP requirements. Amerigroup Corporation provides certain elements that support the QAP , 
including:  


 Development and review of clinical practice guidelines and the delivery of disease management 
services  


 Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) transfer of claims files and reminder 
cards to member/providers 


 HEDIS data management and audits 


 Support databases 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
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Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Amerigroup Nevada is accountable for the development of the Quality Assessment and Performance 
Improvement Strategy and Work Plan. Amerigroup Corporation provides quality management 
oversight and expertise to ensure that the health plan is following the plan and assessing the quality of 
care delivered to enrolled members effectively.  


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Amerigroup Corporation delivers the technological infrastructure and administrative support for the 
collection and reporting of race, ethnicity and language. Amerigroup Corporation supports current 
DHCFP data collection and reporting requirements for the HEDIS Measure of Diversity of Medicaid 
Membership. We support Amerigroup Nevada’s efforts to capture race, ethnicity, and language 
information during member interactions and use updated information in reporting. 


Amerigroup Corporation has a project underway expanding our ability to collect data in accordance 
with new and proposed provisions of the Patient Protection and Affordable Care Act. 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Amerigroup Corporation has more than 16 years of experience processing Medicaid claims and has 
been processing Nevada claims since 2009. Amerigroup Corporation is committed to processing claims 
in accordance with state and federal statutes and regulations. Amerigroup Corporation accepts paper 
and electronic claims. We accept electronic claims through three different methods. Claim formats are 
industry‐standard and HIPAA‐compliant. We capture and adjudicate claims with minimal manual 
intervention to deliver faster, more accurate claims turnaround and provider payment. The claims 
adjudication process is highly automated to deliver fast and consistent claims processing and payment. 
Amerigroup Corporation executes claims adjudication processes every night, seven days a week, so 
claims are processed soon after receipt. Automated routines apply a series of standard and state‐
specific edits, and we edit claim data using industry‐recognized products such as code review and code‐
bundling software. Comprehensive policies and procedures govern our claims process. Policies and 
procedures cover a wide variety of claims topics for both corporate‐wide and state‐specific guidelines, 
including claims submission (paper and electronic), timely filing standards, prompt payment 
requirements, and claim interest payments. We validate compliance with policies and procedures 
through a number of methods, including management oversight, management audits, and internal 
audits. 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Amerigroup Corporation processed more than 803,000 claims for Amerigroup Nevada in the 12 months 
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ending September 30, 2012. Amerigroup Corporation executes nightly claims adjudication cycles and 
twice a week we run claims payment cycles. On average, we pay Nevada claims in 4.7 days. For non‐
clean claims, providers receive notification within 4.6 days, on average, using the input submission 
method of the claim. Additional claims payment performance statistics for Nevada claims for the 12‐
month period ending September 30, 2012 include: 


 99.66% of claims paid within 30 calendar days, compared to DHCFP standard of 90% 


 99.94% of claims paid within 90 calendar days, compared to DHCFP standard of 99% 


 Claims pend rate of 19.3% 


 Claims denial rate of 14.9% 


 Claims resubmission rate of 1.6% 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Amerigroup Corporation continually monitors claims processing performance and compliance. Daily, 
weekly, monthly, and ad hoc reports allow management to gauge processing performance, identify 
problem areas, and monitor quality. 


The Amerigroup Corporation Attachments Tab provides a set of unedited month‐end management 
reports from our claims processing system. Reports are from Amerigroup Nevada Medicaid and 
Nevada Check Up Contract for the month of September, 2012. 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Amerigroup Corporation maintains a comprehensive and rigorous plan to protect against fraud, waste, 
and abuse across the corporation and our 13 health plans. The Corporate Investigation Department 
(CID) implements the Amerigroup Nevada Fraud, Waste, and Abuse Plan that complies with DHCFP 
requirements and drives efforts to prevent, identify, investigate, and report suspected provider and 
member fraud and abuse. The Amerigroup Nevada plan addresses all program components, including: 


 Staffing and responsibilities: Corporate and health plan departments and employees and their 
associated responsibilities 


 Employee education: Policies and procedures for employee training; how employees can help 
identify and prevent fraud, waste, and abuse; the federal False Claims Act; and laws governing the 
rights of employees to be protected as whistleblowers 


 Identification methods and indicators: Methods to identify suspected provider or member fraud, 
waste, or abuse, including referrals and system‐based detection methods and controls 


 Investigation process: The stages of the investigative process, including the key questions during 
each stage 


 Reporting: Procedures for reporting instances of suspected provider or member fraud or abuse in 
accordance with DHCFP reporting requirements 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Amerigroup Corporation operates in accordance with the policies and procedures of Amerigroup 
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Nevada when providing these services. 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Amerigroup Corporation provides administration to support the management of grievances and 
appeals in accordance with the Nevada Requirements. 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


Not applicable. Amerigroup Nevada is fully responsible for establishing performance standards for the 
frequency of enrolled member grievances and appeals and provider disputes. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


An organizational chart is included in the Amerigroup Corporation Attachments Tab. Amerigroup 
Corporation provides specialized, centrally delivered services that complement local employees in 
strategically determined functional areas to create both better value and results for our members. The 
group consists of Amerigroup experts designated to the Nevada health plan. Some of the key functions 
that will be provided by Amerigroup Corporation include:  


 Member and Provider Call Center  


 Implementation (for new programs) 


 National care management, disease management, and quality programs  


 Claims administration 


 Information technology systems and services 


 Healthcare economics 


 Member and provider communications 


 Actuarial services 
 Legal advisory and oversight 
 Corporate compliance advisory and oversight 


 Regulatory advisory and oversight 


 National and state government affairs advisory 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
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build a network? 


Not applicable. Amerigroup Nevada currently has an established network and is fully responsible for 
maintaining it. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Please see Attachment 5.1.11.9‐1 for Amerigroup Nevada’s Gantt Chart detailing the implementation 
process. Amerigroup Corporation is not providing a separate Gantt Chart. 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


Amerigroup Corporation has reviewed all reporting requirements listed throughout the RFP and in 
Attachment I, Forms and Reporting Guide. We confirm our ability and commitment to meeting 
reporting requirements. Amerigroup Corporation is experienced in meeting the reporting needs of 13 
health plans. Amerigroup Corporation is currently generating reports that meet all DHCFP reporting 
requirements under Amerigroup Nevada’s Medicaid and Nevada Check Up Contract. Amerigroup 
Nevada reviews reports for completeness and accuracy prior to on‐time delivery to DHCFP.  


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Amerigroup Corporation has reviewed all interface requirements listed throughout the RFP and in the 
Vendor’s library. We confirm our ability and commitment to provide compatible interfaces with 
existing information systems of DHCFP or its agents. Amerigroup Corporation is currently meeting all 
DHCFP interface requirements. Based on our currently operational interfaces and the technical 
infrastructure of our systems, we are confident in our ability to provide compatible interfaces to 
proposed and future information systems. 


Our Management Information System (MIS) follows the managed Medicaid model and currently 
supports more than 2.7 million members in 13 states, including more than 85,000 Nevada members. 
We support our MIS with a dedicated internal Technology Services Department of more than 450 
technology employees. 


Secure ongoing data interfaces are a strength and core competency of Amerigroup Corporation. We 
have more than 16 years of experience in exchanging data with our ancillary vendors and states and 
their agents, including enrollment brokers, fiscal agents, and intermediaries; external quality review 
organizations; recovery audit contractors; and others. We are 5010 compliant and currently support 
interfaces in the HIPAA standard X12 and National Council for Prescription Drug Programs (NCPDP) 
formats as well as HL7 and many state‐specific formats. 


5.1.11.12 HIPAA Compliance 
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A. Describe your status, resources, and approach to HIPAA compliance. 


Amerigroup Corporation is fully compliant with the privacy and security requirements of HIPAA. 
Amerigroup Corporation is also fully compliant with the requirements of the Health Information 
Technology for Economic and Clinical Health (HITECH) Act of 2009. Amerigroup Corporation’s approach 
to HIPAA compliance covers three areas: 


 Electronic Transactions and Code Sets. We are compliant with 5010 and NCPDP D.0 transactions. We 
also have corporate projects underway for ICD‐10 compliance and compliance with the new federal 
operating rules. 


 Privacy. We have invested in protecting member confidentiality and disclosure of mental health 
records, medical records, and other member Protected Health Information (PHI) in accordance with 
federal and State requirements. We train and educate all employees on HIPAA requirements; HIPAA 
requirements are also covered in our provider training and documentation. 


 Security. We are committed to physical security within our facilities and data and network security 
within our management information system. 


Amerigroup Corporation dedicates full‐time resources to support our HIPAA compliance. Our Member 
Privacy Unit manages the corporate HIPAA Privacy Program under the direction of our Chief Privacy 
Officer. In addition, we maintain an Information Technology Security Department to manage our HIPAA 
Security program. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Amerigroup Corporation has been processing HIPAA‐compliant provider claims in Nevada since 2009. 
Across our 13 health plans we process more than 2.3 million HIPAA‐compliant claims each month. We 
accept claims on paper and electronically. Paper claims formats are industry standard and converted 
into a HIPAA‐compliant X12 837 file by our data entry vendor. We accept electronic claims through: 


 Three nationally recognized electronic data interchange (EDI) clearinghouses 


 Submission of an X12 837 claims file from our provider website 


 Direct entry of a claim from our provider website 


All claims, regardless of entry source, pass through the same edits and adjudication processes to 
ensure consistency and HIPAA compliance. Amerigroup Corporation submits HIPAA‐compliant version 
5010 X12N 837 encounter files in 11 of our 13 state markets, as well as HIPAA‐compliant NCPDP D.0 
encounter files in eight markets. Annually, Amerigroup Corporation health plans submit more than 47 
million HIPAA‐compliant encounters to state partners. Amerigroup Corporation has experience with 
the direction that DHCFP is taking with its data warehouse approach to encounters and are providing 
whatever assistance we can to help the DHCFP meet its goals for encounter file submission. 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


AMERIGROUP Corporation’s Dun and Bradstreet number is 87‐851‐7747. 
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Amerigroup Corporation 
Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 


5.1.12.2 Federal Tax Identification Number 


AMERIGROUP Corporation’s Federal Tax Identification Number is 54‐1739323. 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


We have included this information in the Amerigroup Corporation Attachments Tab. 


 


5.3 REFERENCES 
The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Amerigroup Corporation, directly to the Purchasing 
Division. 


5.3.1  Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Amerigroup Nevada, Inc. and Amerigroup Corporation 
directly to the Purchasing Division.  
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Table 5.3-1. Texas Health and Human Services Commission 


Reference #:  1 


Company Name:  Amerigroup Corporation 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  HHSC Managed Care Contract 
Primary Contact Information 


Name:  Lisa Neal 
Manager, Health Plan Management 
Texas Health and Human Services Commission 


Street Address:  11209 Metric Boulevard, Building H 
City, State, Zip  Austin, TX 78758 
Phone, including area code:  (512) 491‐1313 
Facsimile, including area code:  ‐‐ 


Email address:  Lisa.Neal@hhsc.state.tx.us 
Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Providing comprehensive Medicaid managed care services 
for families, children, seniors, and individuals with 
disabilities for more than 600,000 members in 230 counties.  


Original Project/Contract Start Date:  9/1/2011 
Original Project/Contract End Date:  8/31/2015 
Original Project/Contract Value:  $1,550,685,776 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 
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Table 5.3-2. Tennessee Department of Finance and Administration, Bureau of TennCare 


Reference #:  2 


Company Name:  Amerigroup Corporation 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  TennCare 
Primary Contact Information 


Name:  Darin J. Gordon 
Executive Director 
Tennessee Department of Finance and Administration 
Bureau of TennCare 


Street Address:  310 Great Circle Road 
City, State, Zip  Nashville, TN 37243 
Phone, including area code:  (615) 507‐6443 
Facsimile, including area code:  (615) 741‐0882 
Email address:  darin.j.gordon@tn.gov 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Participating at‐risk managed care organization in the State's 
Medicaid managed care program. Responsible for care 
coordination activities and the provision of Medicaid 
covered services, including long term care and support 
services,  through a contracted network of providers in the 
Middle Grand Region of the state. Total membership is 
currently 205,000 members in 39 counties in the middle 
Tennessee region.  


Original Project/Contract Start Date:  4/1/07 
Original Project/Contract End Date:  12/31/14 
Original Project/Contract Value:  $896,910,240 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 
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Table 5.3-3. Georgia Department of Community Health 


Reference #:  3 


Company Name:  Amerigroup Corporation 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  Georgia Families and PeachCare for Kids 
Primary Contact Information 


Name:  Jerry Dubberly   
Chief, Medicaid Division  
Georgia Department of Community Health 


Street Address:  2 Peachtree Street, NW 
40th Floor 


City, State, Zip  Atlanta, Georgia 30303 
Phone, including area code:  (404) 651.8681 
Facsimile, including area code:  (866) 283‐0128 
Email address:  jdubberly@dch.ga.gov 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Participating at‐risk managed care organization in the State's 
Medicaid and CHIP (PeachCare for Kids) managed care 
program (Georgia Families). Responsible for care 
coordination activities and the provision of Medicaid and 
CHIP covered services through a contracted network of 
providers in multiple service areas across the state. Includes 
care coordination activities and family planning services for 
the Planning for Healthy Babies (P4HB) 1115 Demonstration 
program. We currently serve 290,000 Georgians in across all 
counties. 


Original Project/Contract Start Date:  6/1/06 
Original Project/Contract End Date:  6/30/13 
Original Project/Contract Value:  $729,289,205 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 
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Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
Table 5.3-4. Florida Healthy Kids Corporation 
Reference #:  4 


Company Name:  Amerigroup Corporation 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  Florida Healthy Kids 
Primary Contact Information 


Name:  Rich Robletto 
Florida Healthy Kids Corporation 


Street Address:  661 East Jefferson Street, 2nd Floor 
City, State, Zip  Tallahassee, FL 32301 
Phone, including area code:  (850) 701‐6111 
Facsimile, including area code:  (866) 867‐0054 
Email address:  robletor@healthykids.org 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including technical 
environment if applicable: 


Participating at‐risk managed care organization in the 
Florida Healthy Kids (CHIP) program. Responsible for care 
coordination activities and the provision of CHIP covered 
services through a contracted network of providers in 
multiple service areas across the state. 


Original Project/Contract Start Date:  1/1/03 
Original Project/Contract End Date:  9/30/13 
Original Project/Contract Value:  $92,665,468 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 
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AMERIGROUP CORPORATION PROPOSED 
STAFF RESUMES 


Nancy Kaplan 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Amerigroup Corporation 


   Contractor X    Subcontractor 
Name: Nancy A. Kaplan  Key Personnel 
Classification: Regulatory Market Manager # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Regulatory market manager at Amerigroup Corporation providing 
research and guidance to Amerigroup Nevada, Inc. on contractual 
requirements, the Nevada Medicaid Services Manual, and state and 
federal statutes and regulations. 


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
02.2010 – Present 
Amerigroup Corporation 
4425 Corporation Lane 
Virginia Beach, VA 23462 
P. 757.473.2737 ext. 33460 
Nancy.Kaplan@amerigroup.com 
 
Manager, Regulatory Services 
• Research and provide guidance to the Nevada health plan and corporate 


departments regarding compliance with the requirements of the Nevada 
managed care contract, the Nevada Medicaid Services Manuals, as well as 
state and federal statutes and regulations. 


• Serve as the representative for the Nevada health plan and the corporate 
departments with state regulatory agencies 


• Negotiate with Nevada state agency regarding amendments to the 
Amerigroup managed care contract and draft proposed contractual 
language upon request. 


• Revise Nevada non-provider subcontractor addendum to be used to 
supplement corporate vendor contracts. 


• Assess proposed and final legislation with potential impacts on business 
activity and operations, discuss such legislation with the government 
relations team, and alert the health plan and corporate departments about 
legislative impacts. 


• Meet with health plan leadership on a regular basis to discuss areas of 
concern and to problem solve. 


• Review all marketing materials, member and provider correspondence 
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materials, and outreach materials for compliance with the Nevada 
managed care contract and applicable statutes and regulations. 


• Review new federal and state statutes and regulations. 
• Review and revise health plan and corporate policies and procedures and 


draft health plan policies as necessary, including a policy on never 
events/provider preventable conditions. 


• Review and revise marketing materials to ensure contractual, statutory and 
regulatory compliance 


• Respond to material requests and questions for audits; facilitate 
interactions with auditors. 


• Lead interdisciplinary team to raise Healthcare Effectiveness Data and 
Information Set (HEDIS) behavioral health scores. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
07.2009 – 10.2009 
Troutman Sanders LLP through Lawyer’s Staffing, Inc. 
6800 Paragon Place #115 
Richmond, VA 23230 
P: 804-282-1289 
 
Contract Attorney 
• Worked with team of healthcare attorneys to prepare materials for a CDC 


Essential Services Grant for the allocation of scarce medical resources 
during a large scale pandemic or other disaster. 


• Drafted ethics chapter of an implementation guide to be used in 
conjunction with a pandemic planning guide. 


• Prepared materials for a statewide hospital ethics meeting and for a 
statewide home health care and hospice conference call for pandemic 
preparedness and planning, and prepared manuals and workbench 
materials for a medical tabletop exercise to test the effectiveness of 
pandemic planning. 


• Researched and prepared a presentation on the 2009 changes to the Stark 
law including the modified definition of DHS entity, the change in the 
per-click and percentage based compensation rules, and the impact of the 
Fraud Enforcement and Recovery Act on the False Claims Act; researched 
the anti-markup rule, billing reassignment rules, and Stark exceptions to 
advise a client on a business arrangement; and researched HIPAA and 
state health records privacy acts to advise a client on an employee records 
issue. 


• Advised a client regarding pandemic planning issues under the Americans 
with Disabilities Act. 


• Reviewed business related agreements. 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 


 
 
08.2006 – 01.2009 
Hancock, Daniel, Johnson & Nagle, P.C. 
4701 Cox Road, Suite 400 
Glen Allen, VA 23060 
P: 804.967.9604 
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


Associate Attorney 
• Assisted clients on issues relating to Medicare and Medicaid enrollment 


and reimbursement, HIPAA, Stark, the Federal Anti-Kickback statute, 
DEA and Board of Pharmacy issues, non-profit taxation and Virginia 
Department of Taxation issues, and patient consent issues. 


• Provided guidance on medical research ethics issues and served as a 
member of a hospital bioethics committee. 


• Assisted clients in review and preparation of compliance plans and 
materials. 


• Drafted, reviewed, and negotiated business agreements, including 
employment agreements, financial assistance agreements, business 
associate agreements, and agreements for other goods and services. 


• Established corporations and limited liability companies and worked on 
corporate governance projects.


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Richmond School of Law 
Richmond 
Virginia 
Juris Doctor 
Virginia State Bar 
 
University of Virginia 
Charlottesville 
Virginia 
Master of Arts, Bioethics 
 
University of Virginia 
Charlottesville 
Virginia 
Bachelor of Arts 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Sharon Brumley 
Senior Vice President, Regulatory Services 
AMERIGROUP Corporation 
4425 Corporation Lane 
Virginia Beach, VA 23462 
P: 757.962.6452 
F: 757.222.2377 
Sharon.Brumley@amerigroup.com 
 
Bobbie Jo Jonas 
Associate Vice President, Regulatory Services, West Region 
AMERIGROUP Corporation 
4425 Corporation Lane 
Virginia Beach, VA 23462 
P: 757.473.2737 ext. 32590 
F: 757.222.2377 
Roberta.Jonas@amerigroup.com 
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Christine Canedy 
Associate Vice President, Document Compliance 
AMERIGROUP Corporation 
4425 Corporation Lane 
Virginia Beach, VA 23462 
P: 757.473.2737 ext 33527 
F: 757.222.2377 
Christine.Canedy@amerigroup.com 
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Robin Favret 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Amerigroup Corporation 


   Contractor X    Subcontractor 
Name: Robin Favret  Key Personnel 
Classification: AVP, Account Management # of Years in Classification: 14 


Brief Summary: of 
Experience: 


28 years of health care experience with 14 years in an acute care hospital 
and 14 years experience with Medicaid and CHIP programs.  Previous 
Medicaid and CHIP experience in Texas, Maryland, New Jersey, Florida, 
South Carolina, Arizona, New Mexico, Washington, Colorado, 
Massachusetts, Nevada, and Michigan.


# of Years with Firm: 12 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
08.2011 – Present 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737 ext. 32757 
Robin.Favret@amerigroup.com 
 
Associate Vice President, Account Management 
• Functions as the lead technical contact to the state and associated state 


trading partners, participating in technical and operational meetings, 
audits, readiness reviews, and implementations. 


• Monitors operational and system trends and performance across the 
Regional Health Plans to determine best practices, potential solutions to 
a Health Plan’s operational or system issue, and to ensure compliance 
with mandated performance guarantees.  


• Responsibility for compliance with all state requested system 
changes, ad hoc ITS requests, and ITS contractual deliverables for 
Health Plans within the Region. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 


02.2009 – 08.2011 
 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737 ext. 32757 
Robin.Favret@amerigroup.com 
 
Director, Account Management 
• Functioned as primary contact for state technical business partners and 


Amerigroup Att. 5.1.10.1: Resumes


VII-389







Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


coordinates cross-functional participation in requirement changes and 
issue resolution for assigned markets. 


• Had responsibility for compliance with all state requested system 
changes, ad hoc ITS requests, and ITS contractual deliverables.  
Provides feedback and alternate solutions on state proposed changes.  
Serves as ITS Lead for state audits and assessments and coordinates on 
site reviews. 


• Had responsibility for understanding the requirements of the state 
programs in terms of business rules, nuisances between programs, 
system requirements, and interdependencies. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
08.2000 – 02.2009 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737 ext. 32757 
Robin.Favret@amerigroup.com 
 
Business Analyst Principal II 
• Served as technical liaison with multiple State agencies with 


responsibility for all system requirements, changes and ITS compliance 
per state contracts.  Had responsibility for State ITS audits, assessments, 
and corrective action remediation activities; provided responses to all 
ITS questions; and coordinated on-site reviews. 


• Provided analytical and technical expertise to Health Plan to support 
internal initiatives, day-to-day operations, and strategic goals. 


• Had responsibility for gathering requirements, performing analysis, 
supporting the development and testing processes and understanding the 
applications, data and associated technologies for the organization. 


 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Old Dominion University 
Norfolk 
VA 
Bachelor of Science in Business Administration (Major – Information 
Systems) 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


 
 
Amanda Devine 
Program Analyst VI 
Texas Health and Human Services Commission 
P: 512-491-1190 
F: 512-491-1984 
Amanda.Devine@hhsc.state.tx.us 
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Alan Scantlen 
Deputy Director of Operations Coordination 
Texas Health and Human Services Commission. 
P: 512-491-1304 
F: 512-491-1984 
Alan.Scantlen@hhsc.state.tx.us 
 
Aileen McCormick 
Regional CEO 
Amerigroup Corporation 
P: 713-218-5101 
Aileen.McCormick@amerigroup.com 
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Nicole Bertsch 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Amerigroup Corporation 


   Contractor Ξ Subcontractor 
Name: Nicole Bertsch  Key Personnel 


Classification: 
Operational Account 
Manager # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Thirteen years of health care experience.  Over 10 years experience in 
provider business analysis and practice management, and 3 years 
experience in managed care business analysis and operational account 
management. 


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
11.2010 – Present 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737 ext. 33362 
Nicole.Bertsch@amerigroup.com 
 
Business Analyst Principal I, Account Management 
and Implementation 
 Functions as the lead technical contact to the 


state and associated state trading partners, 
participating in technical and operational 
meetings, audits, readiness reviews, and 
implementations. 


 Assists with contract deliverables requirements 
and testing 


 Attends state calls and facilitate in cross-
functional communication and projects  


 Provides health plan and corporate with technical 
support – analysis, development and testing of 
reports 


 State eligibility portal system administrator for 
TX, NM, WA, NV, KS 


 Transmit, download and format state files 
 Create and run ad hoc reports as needed for health 


plan and for validation purposes 
 Developed SQL query library  
 Facilitate weekly Account Management meetings 
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 Manage and facilitate projects to support the 
health plan and corporate on cross functional 
issues 


 Established weekly meeting with Enterprise 
Reporting to coordinate all ER/AM activities for 
West Region.  


 Actively involved in modifying, developing and 
testing ER reports that affect West Region include 
new reports and rewrites of existing reports 


 Actively involved with Implementation of new 
markets, expansion of existing markets, and 
implementations related to new products 
offered 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
2003 – 2010 
 
Virginia Oncology Associates 
5900 Lake Wright Drive 
Norfolk, VA 23502 
P: 757-466-8683 
 
Practice Quality and Efficiency Manager/Practice 
Manager/Business Services Analyst Supervisor 
 Functioned as Process Improvement Manager 


using Lean Six Sigma methodology for 
improvements  


 Launched and managed 9 process 
improvement projects in 2010 


 Engaged in revenue cycle improvement project 
implementation 


 Designed and implemented core organizational 
key performance metrics 


 Accountable for reporting key performance 
metrics to corporate monthly 


 Managed daily operations and staff for 4 clinic 
sites 


 Project  manager of Port Warwick construction 
and site opening  


 Project  manager of Hampton office remodel 
 Coordinated logistics for Williamsburg, Hampton 


and Port Warwick relocation project 
 Enacted new team concept to streamline 


workflow of 22 staff members  
 Super user for new Practice Management System 


implementation 
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 Designed and implemented process flowcharts for 
new office positions 


 Established Reporting/Data Analysis department 
 Supervised 8 employees across 3 departments in 


Central Business Office 
 Designed and generated critical monthly 


accounting and financial reports using Plus 
Medic, Cognos Impromptu Query and Monarch 
reporting software  


 Developed and maintained claims scrubber 
reporting system  


 Supported research department by providing data 
for oncology clinical trials 


 Served as primary training resource for business 
systems  


 Generated all production and ad hoc reports to 
facilitate management decisions 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
2001 – 2003 
 
ValueOptions 
240 Corporate Boulevard 
Norfolk, VA 23502 
P: 757-459-5100 
 
Business Systems Analyst 
 Developed provider data reports using MS 


Access, Seagate Crystal Reports and Cognos 
Impromptu reporting software  


 Translated functional requirements into detailed 
technical requirements 


 Delivered timely and accurate production and ad 
hoc reports 


 Effectively communicated progress and status of 
requests to the end-user 


 Assisted in project implementations to include 
new development initiatives, client 
implementations, and program enhancements 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Virginia Wesleyan College 
Virginia Beach 
VA 
Bachelor of Science in Business Administration - Management 
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REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Kerry Sutton 
Vice President,  Account 
Management 
Amerigroup  
P: 757-473-2737 ext. 36486 
F: 757-233-6309 
Kerry.Sutton@amerigroup.com 
 
Robin Favret 
Associate Vice President,   
ITS Customer Account 
Management 
Amerigroup  
P: 757-473-2737 ext. 32757 
F: 757-233-6309 
Robin.Favret@amerigroup.com 
 
Liv Moir 
Director, Account Management 
Amerigroup  
P: 757-473-2737 ext. 38834 
F: 757-233-6309 
Liv.Moir@amerigroup.com 
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Connextions 
Administration of Nurse HelpLine and disease management services 


5.1.1 


Company name:  Connextions 
Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation:  Florida 
Date of incorporation:  1999 
# of years in business:  13 


List of top officers: 


 Jack LeForte, CEO 
 Dave Palmer, COO 


 Steve Auerbach, President 
Location of company 
headquarters: 


3600 eCommerce Place Orlando, FL 32808 


Location(s) of the company 
offices: 


Orlando, FL 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Orlando, FL 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


40 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


40 


Location(s) from which 
employees will be assigned for 
this project: 


Orlando, FL 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


Connextions is willing to review the requirements for registering in the State of Nevada. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


Connextions is willing to review the requirements for licensing in the State of Nevada. Yes, the legal 
entity name is the same as the name under which Connextions is doing business. 
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Connextions 
Administration of Nurse HelpLine and disease management services 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


Connextions is willing to review the requirements for licensing in the State of Nevada. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?                


B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?       


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case?                               


F. Status of litigation? 


No 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 
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Connextions possesses the proper insurance requirements. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


Connextions has been providing triage services for more than 10 years. Connextions recruits nurses 
with a specific skill set to include previous triage, urgent care, or emergency care treatment. 


Connextions provides acquisition, service, retention, and technology services to its clients. The 
Connextions client base consists of most of the major healthcare providers, as well as some 
commercial clients. Connextions provides clients technology and Business Process Outsourcing (BPO) 
services in a direct‐to‐consumer market. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


Connextions corporation started in 1999, attracted outside investors in 2004, and was acquired by 
Optum Health in 2011. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


Florida is resident state, with no preference afforded. 


D. The location of disaster recovery back‐up site. 


Tampa, FL 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Ebony Langston 


3600 eCommerce Pl. 


Orlando, FL 32808 


(407) 926‐2411, ext. 10307 


F. The size of organization in assets, revenue and people. 


5,000 employees. Connextions does not share financial details with clients. 


G. The organizational chart of your senior management by function including key personnel. 


See Attachment 5.1.11.8 for Connextions’ organizational chart. 


 Jack Leforte, CEO 
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Connextions 
Administration of Nurse HelpLine and disease management services 


 Steve Auerbach, President 
 Dave Palmer, COO 


 Jamie McGinn, CFO 


H. The areas of specialization. 


Acquisition, service, retention, technology in direct‐to‐consumer/member interactions. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


Nurse HelpLine and disease management programming 


J. The corporate philosophy and mission statement. 


"Our vision is to be seen as world class in the eyes of our clients by providing superior service through 
integrated outsourcing solutions." 


K. A description of any plans for future growth and development of your organization. 


Connextions plans to continue to support and provide solutions to plans to meet the increasing focus 
on quality of services. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Not applicable, acquired by Optum Health in 2011 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


Connextions has been providing nurse triage services since 2004. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


Connextions has been providing nurse triage services since 2004. Nurses average 10 years of 
experience in the nursing field, including emergency and urgent care treatment. 


1. Managing a network of Medicaid Providers; 


Not applicable 


2. Managed care programs for Medicaid recipients; 


Connextions has provided sales, service, and triage services for several clients that provide products for 
Medicaid recipients. 


3. Administering Medicaid utilization and case management programs; 


Not applicable 
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Connextions 
Administration of Nurse HelpLine and disease management services 


4. Medicaid claims processing and adjudication 


Not applicable 


5. Project management; and 


Not applicable 


6. Qualifications of key personnel. 


Through the recruitment process, applicants must take assessments that judge their fitness for the 
position. Connextions completes background and licensing checks on applicants before extending any 
final offer. 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


Not applicable 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Connextions call quality program reviews at least five calls per nurse per month. Nurses must pass call 
evaluations with a score of 95% or higher. Connextions assigns a performance improvement plan to 
nurses who consistently do not meet standards. Connextions maintains all processes and documents 
on the Wiki, as well as online training material and job aids for easy access by on‐call nurses. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Connextions has been providing nurse triage services since 2004. Nurses average 10 years of 
experience in the nursing field , including emergency and urgent care treatment. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


 Ebony Langston, Director of Operations. Responsible for management of the team to meet 
contractual performance targets. 


 Patrice Wooten, Nurse Manager. Responsible for the day‐to‐day operations, coaching, and quality of 
the nursing team. 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4. Quality Improvement and Reporting (i.e. HEDIS, CMS) 
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5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Bronson Tubb, Vice President of Information 
Technology 


2. Not applicable  


3. Not applicable 


4. Ebony Langston/Patrice Wooten 


5. Ebony Langston/Patrice Wooten 


6. Not applicable 


7. Not applicable 


8. Ebony Langston/Patrice Wooten 


9. Not applicable 


 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


Not applicable 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


 Jenica Casanova, RN, Spanish 


 Elsie Cruz, RN, Spanish 


I. List any associations or organizations to which the organization belongs. 


None 


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Connextions will work with Amerigroup Nevada to identify any additional required services to support 
Amerigroup members. If Amerigroup Nevada needs additional services, Connextions will identify 
business requirements and create an implementation plan. 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Connextions does not review service authorization requests. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 
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Connextions’ call quality program reviews at least five calls per nurse per month. Nurses must pass call 
evaluations with a score of 95% or higher. Connextions assigns performance improvement plans to 
nurses who consistently do not meet standards. 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable 


E. Describe the roll and responsibilities of your case managers. 


Connextions does not have case managers. 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Connextions sends all triage records to Amerigroup daily. This information includes the applied 
guidelines to triage the call, any additional presented risk factors, and the care advice the member 
received. Amerigroup can use this information to coordinate additional care. 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Connextions sends all triage records to Amerigroup daily. This information includes the applied 
guidelines to triage the call, any additional presented risk factors, and the care advice the member 
received. Amerigroup can use this information to coordinate additional care. 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Connextions sends all triage records to Amerigroup daily. This information includes the applied 
guidelines to triage the call, any additional presented risk factors, and the care advice the member 
received. Amerigroup can use this information to coordinate additional care. 


I. Provide your policies and procedures for emergency and post stabilization services. 


After triage, if the nurse determined that the situation warrants emergency care, the nurse will advise 
the member to call 911 or go to the emergency department. If, for some reason, the member is unable 
to comply, the nurse will call 911 on the member’s behalf. 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
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including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


Not applicable 


B. Provide a sample of all base network provider contracts. 


Not applicable 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


Not applicable 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Not applicable 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
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standards in Section 4.8 of this RFP.  


Connextions call quality program reviews at least five calls per nurse per month. Nurses must pass call 
evaluations with a score of 95% or higher. Connextions assigns a performance improvement plan to 
nurses who consistently do not meet standards. Connextions maintains all processes and documents 
on the Wiki, as well as online training material and job aids for easy access by on‐call nurses. 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Not applicable 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Not applicable 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Not applicable 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Not applicable 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Connextions trains employees in fraud and abuse awareness. If Connextions or its employees suspect 
any type of fraud, Connextions will notify Amerigroup Nevada for further investigation. 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Not applicable 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
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outcomes? 


Not applicable 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


See Connextions Attachment 5.1.11.8 for Connextions’ organizational chart behind the Connextions 
Attachments Tab. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


Not applicable 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


Connextions will comply with reporting requirements and timelines related to this Contract. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Not applicable 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


Upon hire, all agents take training regarding HIPAA compliance and must pass the final test with a 
100% score, acknowledging they understand the expected actions to comply with HIPAA mandates. 
Connextions subjects any employees who violate any HIPAA compliance policies to progressive 
discipline, up to and including termination. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Not applicable 
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5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


Connextions does not share financial information with its clients. Please see the Connextions 
Attachment Tab for a letter describing Connextions’ policy on this issue. Please see the letter included 
in the Connextions Attachments Tab. 


5.1.12.2 Federal Tax Identification Number 


Connextions does not share financial information with its clients. Please see the Connextions 
Attachment Tab  for a letter describing Connextions’ policy on this issue. Please see the letter included 
in the Connextions Attachments Tab. 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


Connextions does not share financial information with its clients. Please see the Connextions 
Attachment Tab  for a letter describing Connextions’ policy on this issue. Please see the letter included 
in the Connextions Attachments Tab. 


 


5.3 BUSINESS REFERENCES 


5.3.1  Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Connextions directly to the Purchasing Division. 
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Table 5.3-1. Connextions Reference 1 


Reference #:  1 


Company Name:  Connextions 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   


Primary Contact Information 


Name:  Mindy Benefiel 
Customer Relations and Call Center 
Director  
Teladoc 


Street Address:  4100 Spring Valley  
Ste 515 


City, State, Zip  Dallas, TX 75244 
Phone, including area code:  (214) 302‐5212 
Facsimile, including area code:  (972) 661‐2312 
Email address:  mbenefiel@teladoc.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Connextions provides call center 
representatives to support members 
calling to register for Teladoc services 
or complete health questionnaires to 
initiate a tele‐consult with one of 
Teladoc’s physicians. 


Original Project/Contract Start Date:  12/01/2008 
Original Project/Contract End Date:  Annually renewable 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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Table 5.3-2. Connextions Reference 2    


Reference #:  2 


Company Name:  Connextions 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   


Primary Contact Information 


Name:  Kate Kunkel 
Manager, Quality and Training  
Kaiser Permanente Medicare 


Street Address:  7707 N West Lane 
City, State, Zip  Stockton, CA 95210 
Phone, including area code:  (707) 481‐2451 
Facsimile, including area code:  N/A 
Email address:  Kate.Kunkel@kp.org 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Provide call center representatives to 
support prospective members calling to 
find out more information on Medicare 
plans and telephonically enroll 
prospective members as requested.  
Also provide CRM to manage prospects 
and campaign to track responses and 
performance. 


Original Project/Contract Start Date:  07/07/2007 
Original Project/Contract End Date:  09/01/2017 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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Table 5.3-3. Connextions Reference 3     


Reference #:  3 


Company Name:  Connextions 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   


Primary Contact Information 


Name:  Keyona Dyson 
Operations Management 
Connecticut General Life Insurance 
Company  
Cigna Healthcare 


Street Address:  1601 Chestnut St 
City, State, Zip  Philadelphia, PA 19192 
Phone, including area code:  (860) 226‐5344 
Facsimile, including area code:  (877) 253‐6014 
Email address:  Keyona.Dyson@Cigna.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Provide licenses agents to sell Medical, 
Dental and Supplemental policies to 
individuals and families 


Original Project/Contract Start Date:  12/02/2009 
Original Project/Contract End Date:  12/31/2014 
Original Project/Contract Value:  X 
Final Project/Contract Date:  X 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing, since  CIGNA is still 
under contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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CONNEXTIONS PROPOSED STAFF 
RESUMES 


Ebony Langston 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Connextions 


   Contractor X    Subcontractor 
Name: Ebony Langston  Key Personnel 


Classification: 
Director of Sales and 
Operations # of Years in Classification: 1  


Brief Summary of 
Experience:  
# of Years with Firm: 8 


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
09.2011 – Present 
Connextions 
3600 eCommerce Place 
Orlando, FL32808 
P: 407-926-2411 
Ebony.Langston@connextions.com 
 
Director of Sales and Operations 
• In charge of strategic planning and goal setting to continue to drive 


performance in telesales center 
• Responsible for up to 275 direct and indirect reports 
• Implement strategies that increase sales effectiveness in insurance 


agents 
• Serve as subject matter expert in insurance, healthcare form, and 


Medicare 
• Find opportunities for organic growth by identifying more services to 


be offered to clients 
• Assist in negotiating pricing and contract terms for new services 


offered 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
04.2009 – 09.2011 
Connextions 
3600 eCommerce Place 
Orlando, FL32808 
 
Operations Manager 
• Was in charge of developing, staffing, management, and financial 


performance for telesales center 
• Was responsible for daily functional operations of assigned accounts 


to include technical and systems operations, proper staffing, 
supervisor assignments, managing client requests, addressing 
complaints and solving problems all while meeting cost, productivity, 
and quality goals 


• Developed and implemented several policies and processes used on 
account, as well as developed training materials for use in training 
new employees and continuing education for existing employees 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
10.2008 – 04.2009 
Connextions 
3600 eCommerce Place 
Orlando, FL32808 
 
Project Manager 
• Was responsible for tracking and implementing new development for 


existing clients 
• Created Business Requirements Documents to outline development 


and obtain sign-off and agreement by all parties 
• Was responsible for tracking and implementing software solutions 


for new clients to include technical development, hiring, and training 
while keeping project on time and on budget as defined by 
contractual obligations 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
Duke University 
Durham 
North Carolina 
Bachelors of Science, Psychology 
 
Webster University  
Orlando 
Florida 
Masters in Business Administration 
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REFERENCES 


Minimum of three (3) 
required, including name, 
title, organization, phone 
number, fax number and 
email address 


Scott Decker 
VP of Operations, Connextions 
P: 407-926-2411 x10312 
F: N/A 
Scott.decker@connextions.com 
 
 
Kate Kunkel 
Manager Training and Quality, Kaiser Permanente 
P: 707-481-2451 
F: N/A 
Kate.kunkel@kp.org 
 
 
Stephanie Harris-Holley 
Digital Specialist 
Townsquare Interactive 
P: 832-640-4977 
F: N/A 
stephaniemarieh@gmail.com 
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Patrice Wooten 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Connextions 


   Contractor X    Subcontractor 
Name: Patrice Wooten  Key Personnel 


Classification: 
Director of Strategic 
Accounts, Healthplans # of Years in Classification: 1 


Brief Summary of 
Experience:  
# of Years with Firm: 1 


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


09.2011 – Present 
 
Connextions 
3600 eCommerce Place 
Orlando, FL32808 
P: 407-926-2411 
Patrice.Wooten@connextions.com 
 
Clinical Nurse Manager 
• Manages a team of 23 registered nurses for 24 


hours nurse helpline call center 
• Implements and monitors compliance with 


policies and procedures 
• Manages monthly and quarterly reports 
• Monitors key performance indicators and 


service level agreements 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


10.2009 – 09.2011 
 
Amerigroup Florida, Inc. 
4200 West Cypress Street  
Suite 900  
Tampa, FL  33607 
P: 813-830-6900 
pwooten@amerigroupcorp.com 
 
National Call Center Medical Management 
Supervisor 
• Directed supervision of team of pre-


authorization nurses in call center 
• Managed staffing assignments and departmental 


reports 
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• Monitored team members’ cases to ensure 
appropriate application of clinical information 
to criteria guidelines 


• Involved with tracking and trending nurse 
errors project and in early stages if Utilization 
Management development programs for pre-
certification nurses 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


06.2008 – 07.2009 
 
Golden Living Center 
25 Armory Street 
West Newton, MA 02465 
P: 619-969-2300 
glc00116@goldenliving.com 
 
 
Weekend Nursing Supervisor 
• Supervised operations of a 120 bed long term 


care skilled facility and a total of 31 employees 
• Delegated tasks to licensed nurses and certified 


nursing assistants 
• Increased employee morale and decreased 


weekend call out rates by serving as a reliable 
resource person for staff 


• Reviewed nursing documentation and made 
recommendations, addressed concerns and 
provided feedback to nurses and department 
leadership 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
 
Monroe Community College 
Rochester 
New York 
Associates Degree Liberal Arts, Science Concentration  
 
University of Rochester 
Rochester 
New York 
Bachelor of Science, Nursing 
 
Framingham State College 
Framingham 
Massachusetts 
Masters of Arts, Business Administration Degree 
Massachusetts Licensed Registered Nurse 1996-2010 
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REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Nancy Mulcahy, RN 
Campion Health Center 
319 Concord Road 
Weston, MA 02493 
P: 781-788-4700 
F: 781-788-4751 
acopponi@campioncenter.org 
 
     
Morris Smile, Nursing Assistant  
Campion Health Center 
319 Concord Road 
Weston, MA 02493 
P: 617-901-4533 
F: 781-788-4751 
acopponi@campioncenter.org 
 
 
Scott Decker, Vice President of Operations 
Connextions 
P: 407-926-2411 x10312 
F: N/A 
Scott.decker@connextions.com 
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CVS Caremark 
Pharmacy benefit administration 


5.1.1 


Company name:  CVS Caremark


Ownership (sole proprietor, 
partnership, etc.): 


CaremarkPCS Health, LLC (CVS Caremark) is a wholly‐owned direct 
subsidiary of CaremarkPCS, LLC, a subsidiary of Caremark Rx, LLC, 
whose ultimate parent company is CVS Caremark Corporation.


State of incorporation:  Delaware


Date of incorporation: 


CaremarkPCS Health, LLC (formerly known as AdvancePCS Health, 
L.P.) was formed as a limited partnership in the State of Delaware 
on May 31, 2000. It converted from a limited partnership to a 
limited liability company on January 1, 2009. 


# of years in business: 
43 years. CVS Caremark has been providing PBM services since 
1969.


List of top officers: 


 Eva Boratto, President and Treasurer 
 Allison L. Brown, Senior VP  


 Sara M. Hankins, Secretary 


 Jonathan C. Roberts, VP 
Note: Because it is a limited liability company, CaremarkPCS, LLC 
does not have directors. The LLC is managed by its sole member, 
Caremark Rx, LLC 


Location of company 
headquarters: 


One CVS Dr. 
Woonsocket, RI 02895 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


Please refer to CVS Caremark’s Locations. 
 


9501 E. Shea Blvd. 
Scottsdale, AZ 85260. 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


CVS Caremark does not currently track this information. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


CVS Caremark’s pharmacy benefit management affiliates had more 
than 15,400 employees in 2011. 


Location(s) from which 
employees will be assigned for 
this project: 


9501 E. Shea Blvd. 


Scottsdale, AZ 85260 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 
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CaremarkPCS Health, LLC was registered on April 22, 2009 (# E0212502009‐9). 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


Nevada Business License #: NV20091142864       


Legal Entity Name: CaremarkPCS Health, LLC 


Yes, the legal entity name is the same as the name under which CVS Caremark is doing business. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


 CVS Caremark is in material compliance with all rules and regulations that may have an impact on its 
operations. CVS Caremark has all applicable federal and state licenses required for the provision of 
PBM services, and is licensed and conduct business in all 50 states, Puerto Rico, and the Virgin 
Islands. Each pharmacy holds a resident state license from the pharmacy board of the state in which 
the pharmacy is located. In addition, where required, each pharmacy is licensed as a non‐resident 
pharmacy in states in which such pharmacy delivers product. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No. 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


CVS Caremark is a publicly traded company. 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?                
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B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?       


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case? 


F. Status of litigation? 


Legal actions involving CVS Caremark include the following: 


1. In December, 2007, the Company received a document subpoena from the Office of Inspector 
General (OIG), requesting information relating to the processing of Medicaid and other government 
agency claims on a different adjudication platform of Caremark. In October, 2009, and October, 2010, 
the Company received civil investigative demands from the Office of the Attorney General of the State 
of Texas requesting, respectively, information produced under this OIG subpoena and other 
information related to the processing of Medicaid claims. These civil investigative demands state that 
the Office of the Attorney General of the State of Texas is investigating allegations currently pending 
under seal relating to two of Caremark’s adjudication platforms. The Company has been producing 
documents on a rolling basis in response to requests for information contained in the OIG subpoena 
and in these civil investigative demands. The Company cannot predict with certainty the timing or 
outcome of any review of such information. 


2. In August, 2009, the Company was notified by the Federal Trade Commission (FTC) that it was 
conducting a non‐public investigation under the Federal Tort Claims Act (FTCA) into certain of the 
Company’s business practices. In March, 2010, the Company learned that various State Attorneys 
General offices and certain other government agencies were conducting a multi‐state investigation of 
the Company regarding issues similar to those being investigated by the FTC. At this time, 28 states, the 
District of Columbia, and the County of Los Angeles, are known to be participating in this multi‐state 
investigation. On January 3, 2012, the FTC accepted for public comment, subject to final approval, a 
consent order. 


3. In March, 2009, the Company received a subpoena from the OIG requesting information concerning 
the Medicare Part D prescription drug plans of RxAmerica, the PBM subsidiary of Longs Drug Stores 
Corporation which was acquired by the Company in October, 2008. The Company continues to respond 
to the request for information and has been producing responsive documents on a rolling basis. The 
Company cannot predict with certainty the timing or outcome of any review by the government of 
such information. 


4. Since March, 2009, the Company has been named in a series of putative collective and class action 
lawsuits filed in federal courts around the country, purportedly on behalf of current and former 
assistant store managers working in the Company’s stores at various locations outside California. The 
lawsuits allege that the Company failed to pay overtime to assistant store managers as required under 
the Fair Labor Standards Act (FLSA) and under certain state statutes. The lawsuits also seek other relief, 
including liquidated damages, punitive damages, attorneys’ fees, costs and injunctive relief arising out 
of the state and federal claims for overtime pay.  


5. In November 2009, a securities class action lawsuit was filed in the United States District Court for 
the District of Rhode Island purportedly on behalf of purchasers of CVS Caremark Corporation stock 
between May 5, 2009 and November 4, 2009. The lawsuit names the Company and certain officers as 
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defendants and includes allegations of securities fraud relating to public disclosures made by the 
Company concerning the PBM business and allegations of insider trading. In addition, a shareholder 
derivative lawsuit was filed in December, 2009, in the same court against the directors and certain 
officers of the Company. A derivative lawsuit is a lawsuit filed by a shareholder purporting to assert 
claims on behalf of a corporation against directors and officers of the corporation. This lawsuit includes 
allegations of, among other things, securities fraud, insider trading and breach of fiduciary duties and 
further alleges that the Company was damaged by the purchase of stock at allegedly inflated prices 
under its share repurchase program. In January, 2011, both lawsuits were transferred to the United 
States District Court for the District of New Hampshire.  


6. Caremark was named in a putative class action lawsuit filed in October, 2003, in Alabama state court 
by John Lauriello, purportedly on behalf of participants in the 1999 settlement of various securities 
class action and derivative lawsuits against Caremark and others. Other defendants include insurance 
companies that provided coverage to Caremark with respect to the settled lawsuits. The Lauriello 
lawsuit seeks approximately $3.2 billion in compensatory damages plus other non‐specified damages 
based on allegations that the amount of insurance coverage available for the settled lawsuits was 
misrepresented and suppressed. A similar lawsuit was filed in November, 2003, by Frank McArthur, 
also in Alabama state court, naming as defendants Caremark, several insurance companies, attorneys 
and law firms involved in the 1999 settlement. This lawsuit was stayed as a later‐filed class action, but 
McArthur was subsequently allowed to intervene in the Lauriello action. The attorneys and law firms 
named as defendants in McArthur’s intervention pleadings have been dismissed from the case, and 
discovery on class certification and adequacy issues are underway. 


7. Various lawsuits have been filed alleging that Caremark has violated applicable antitrust laws in 
establishing and maintaining retail pharmacy networks for client health plans. In August, 2003, 
Bellevue Drug Co., Robert Schreiber, Inc. (d/b/a Burns Pharmacy) and Rehn‐Huerbinger Drug Co. (d/b/a 
Parkway Drugs #4), together with Pharmacy Freedom Fund and the National Community Pharmacists 
Association filed a putative class action against Caremark in Pennsylvania federal court, seeking treble 
damages and injunctive relief. This case was initially sent to arbitration based on the contract terms 
between the pharmacies and Caremark. In October, 2003, two independent pharmacies, North Jackson 
Pharmacy, Inc. and C&C, Inc. (d/b/a Big C Discount Drugs, Inc.), filed a putative class action complaint in 
Alabama federal court against Caremark and two PBM competitors, seeking treble damages and 
injunctive relief. The North Jackson Pharmacy case against two of the Caremark entities named as 
defendants was transferred to Illinois federal court, and the case against a separate Caremark entity 
was sent to arbitration based on contract terms between the pharmacies and Caremark. The Bellevue 
arbitration was then stayed by the parties pending developments in the North Jackson Pharmacy court 
case. 


8. In August, 2009, the Company was notified by the FTC that it was conducting a non‐public 
investigation under the FTCA into certain of the Company’s business practices. In March, 2010, the 
Company learned that various State Attorneys General offices and certain other government agencies 
were conducting a multi‐state investigation of the Company regarding issues similar to those being 
investigated by the FTC. At this time, 28 states, the District of Columbia, and the County of Los Angeles, 
are known to be participating in this multi‐state investigation. On January 3, 2012, the FTC accepted for 
public comment, subject to final approval, a consent order. The proposed consent order would prohibit 
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the Company from misrepresenting the price or cost of Medicare Part D prescription drugs, or other 
prices of costs associated with Medicare Part D prescription drug plans. The proposed order would also 
require the Company to pay $5 million in consumer redress, to be distributed to impacted RxAmerica 
Medicare Part D beneficiaries. The proposed order contains no allegations of antitrust law violations or 
anti‐competitive behavior related to the Company’s business practices or its products or service 
offerings. In addition, the Company has received a formal letter from the FTC closing all other aspects 
of the investigation. With respect to the multi‐state investigation, the Company continues to cooperate 
in this investigation. The Company is not able to predict with certainty the timing or outcome of the 
multi‐state investigation. However, it remains confident that it is conducting business practices and 
service offerings (which are designed to reduce health care costs and expand consumer choice) in 
compliance with the antitrust laws. 


9. In March, 2010, the Company received a subpoena from the OIG requesting information about 
programs under which the Company has offered customers remuneration conditioned upon the 
transfer of prescriptions for drugs or medications to its pharmacies in the form of gift cards, cash, non‐
prescription merchandise or discounts or coupons for non‐prescription merchandise. The subpoena 
relates to an investigation of possible false or otherwise improper claims for payment under the 
Medicare and Medicaid programs. The Company continues to respond to this request for information 
and has been producing responsive documents on a rolling basis. The Company cannot predict with 
certainty the timing or outcome of any reviews by the government of such information. 


10. In January, 2012, the Company received a subpoena from OIG requesting information about its 
Health Savings Pass program, a prescription drug discount program for uninsured or under‐insured 
individuals, in connection with an investigation of possible false or otherwise improper claims for 
payment involving Health and Human Services programs. In February, 2012, the Company also received 
a civil investigative demand from the Office of the Attorney General of the State of Texas requesting a 
copy of information produced under this OIG subpoena and other information related to prescription 
drug claims submitted by its pharmacies to Texas Medicaid for reimbursement.  


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


CVS Caremark confirms that it possesses the correct insurance coverages identified in Attachment E. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.
CVS Caremark is a pharmacy innovation company that has grown to become a national leader in 
providing programs currently serving more than 2,000 clients. It offers mail, retail, and specialty 
distribution channels, administering programs for a diverse client base, including corporations, 
managed care organizations, insurance companies, state governments, unions, third‐party 
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administrators, and other organizations that pay for healthcare products and services. 


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


CVS Caremark is a leading prescription benefit manager that provides specialty/biotech services, 
disease management and other health services related to prescription benefit management services.


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


CaremarkPCS Health, LLC (CVS Caremark) is a wholly‐owned direct subsidiary of CaremarkPCS, LLC, a 
subsidiary of Caremark Rx, LLC, whose ultimate parent company is CVS Caremark Corporation. 


CVS Caremark is a pharmacy innovation company that has grown to become a national leader in 
providing programs currently serving more than 2,000 clients and their members across all 50 states, 
Puerto Rico, and the Virgin Islands. Through mail, retail, and specialty distribution channels, it 
administers programs for a diverse client base, including corporations, managed care organizations, 
insurance companies, government entities, unions, third‐party administrators, and other organizations 
that pay for healthcare products and services. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


CVS Caremark Corporation  


One CVS Dr. 


Woonsocket, RI 02895. 


CaremarkPCS, LLC  


9501 E. Shea Blvd. 


Scottsdale, AZ 85260. 


D. The location of disaster recovery back‐up site. 


One CVS Drive 


Woonsocket, RI 02895 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Jennifer Hendrix, Strategic Account Director 


9501 E. Shea Blvd. 


Scottsdale, AZ 85260  


(623) 444‐4274 
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F. The size of organization in assets, revenue and people. 


Employees: As of December 31, 2011, CVS Caremark employed approximately 202,000 associates, 
which included more than 25,000 pharmacists, nurse practitioners, and physician assistants. 


Assets: $64.5 million as of 2011 


Revenue: $107 million in 2011 


G. The organizational chart of your senior management by function including key personnel. 


See CVS Attachment 5.1.11.8 for CVS Caremark’s organizational chart. 


H. The areas of specialization. 


CVS Caremark is a leading prescription benefit manager that provides specialty/biotech services, 
disease management, and other health services related to prescription benefit management services. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


Pharmacy benefit management: $96 million in 2010 and $107 million in 2011 


J. The corporate philosophy and mission statement. 


CVS Caremark is a pharmacy innovation company. 


PURPOSE: Helping people on their path to better health 


STRATEGY: Reinventing pharmacy 


VALUES: 


 Innovation 


 Collaboration 
 Caring 
 Integrity 


 Accountability 


K. A description of any plans for future growth and development of your organization. 


CVS Caremark will continue to monitor industry trends for risks and opportunities for its clients. More 
importantly, it will also continue to shape the future of pharmacy care through innovation and 
continuous resetting of industry performance benchmarks. Caremark sees the following key trends 
influencing pharmacy care in the next five years: 


1. Healthcare reform 


2. Significant growth in specialty therapies 


3. Increasing availability of generic medications 


4. The changing role of pharmacy care 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
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techniques, what resources and organization, etc.? 


CVS Caremark has not expanded into any new markets within the last 24 months. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


43 years. CVS Caremark has been providing PBM services since 1969. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


CVS Caremark is a pharmacy innovation company and currently operates with Amerigroup in 
partnership for pharmacy services in 12 state Medicaid programs, beginning in 1998. 


1. Managing a network of Medicaid Providers; 


Not applicable 


2. Managed care programs for Medicaid recipients; 


Not applicable 


3. Administering Medicaid utilization and case management programs; 


Not applicable 


4. Medicaid claims processing and adjudication 


Not applicable 


5. Project management; and 


Not applicable 


6. Qualifications of key personnel. 


Not applicable 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


Not applicable 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Customer feedback and our knowledge of industry trends have resulted in the following best practices 
within our managed Medicaid segment.  
Account Management 


 Dedicated clinical, account, and analytics resources with managed Medicaid expertise to provide 
ongoing analysis and suggestions 


 Management of per member per month (PMPM) performance to meet client goals during 
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challenging budgetary times 


 Policy and legislative tracking activities and a firm grasp of Medicaid regulations at the state level 
Clinical Support 


 Clinical pharmacist with managed Medicaid experienced assigned to each account 


 Comprehensive clinical solutions and online reporting to help meet HEDIS standards 


 Evidence‐based interventions to help improve member health 


 Targeted health management programs for the Medicaid population, including an emphasis on 
disease states/conditions such as HIV and behavioral health 


 Managed Medicaid Drug List that saves time and money 
Systems, Programs, and Tools 


 Automated prior authorization tool to add efficiency to the PA process 


 Desktop access to plan design and eligibility to support client customer service representatives and 
allow eligibility on the fly 


 Robust, online reporting tool to help clients quickly and effectively manage their benefit 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


CVS Caremark has supported plans and members within the healthcare sector for 15 years and has 
Medicaid program experience in these states: 


Market   Effective Date 


Florida  January 1, 2003 
Georgia  July 1, 2008 
Louisiana  November 1, 2012 
Maryland  August 1, 2000 
Nevada  February 1, 2009 
New Jersey  March 1, 1998 
New Mexico  August 1, 2008 
New York  May 15, 2007 
Ohio  October 1, 2001 
Texas  March 1, 2012 
Virginia  September 1, 2005 
Washington  July 1, 2012 


 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Strategic Account Director 


The Strategic Account Director assumes total accountability for a client’s level of satisfaction with 
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services. This individual is responsible for leading the assigned Account Services team in developing, 
implementing, and maintaining the client’s strategic business plan. The Strategic Account Director 
coordinates any necessary support from each of the functional areas within CVS Caremark (for 
example, operations, clinical services, customer service, and health improvement) to ensure overall 
account satisfaction with program administration, strategic planning, data analysis, plan design, and 
drug coverage. 


Benefit Relationship Manager 


The Benefit Relationship Manager (BRM) provides consultation, expertise, and ownership of strategic 
clients’ prescription benefits by: 


 Obtaining and clarifying client requests for plan design changes by working with the client, account 
team, and operations 


 Determining requirements from client meetings with them via e‐mail, conference, or face‐to‐face 
interactions 


Clinical Advisor 


The Clinical Advisor will thoroughly address support and representation of all client clinical‐based 
programs and will meet with the client at least quarterly to discuss utilization patterns and trends CVS 
Caremark identifies through analysis of claims data. The Clinical Advisor will assist in analyzing trends 
gleaned from ad hoc reports and review the overall effectiveness of the program.  


Account Manager 


The Account Manager will be responsible for overseeing benefit design and plan performance, as well 
as helping to maintain overall satisfaction with the services CVS Caremark provides. He or she will 
manage a variety of problem‐solving activities on the client’s behalf. The Account Manager also will 
work closely with designated personnel and the Strategic Account Director to recommend benefit 
programs and to monitor the quality of daily benefit program operations. 


Manager of Account Management 


The Manager of Account Management maintains client satisfaction and retention efforts. In addition, 
the Manager of Account Management will develop and maintain a team dedicated to supporting 
clients by analyzing complex problems, identifying root causes, and assisting with driving practical and 
creative solutions. One of this position’s key initiatives is to foster teamwork and a supportive 
departmental culture with an emphasis on ensuring exceptional client service. 


Director of Account Management 


The Director of Account Management is responsible for the delivery of account management and 
benefits service to the assigned respective client base within the business unit while engaging, 
understanding, and communicating the unique service needs of the business unit with Sales, internal 
partners, and other key operational areas to provide effective support. 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area: 


1. Information Systems 


2. Utilization/Case Management 
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3. Claims Payment 


4.Quality Improvement and Reporting (for example, HEDIS, CMS) 


5. Health education 


6. Data/coding 


7. Contract negotiations, network recruiters 


8. Encounter data 


9. Other employees as needed 


Not applicable 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada. 


Refer to the CVS Attachments Tab. 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Not applicable 


I. List any associations or organizations to which the organization belongs. 


CVS Caremark has no association memberships to list. 


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Not applicable 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Not applicable 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Not applicable 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable 


E. Describe the roll and responsibilities of your case managers. 
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Not applicable 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


CVS Caremark’s retail network strategy takes both the client and the member into consideration. CVS 
Caremark builds its networks with a focus on providing broad access, choice, and convenience to 
maintain and enhance member satisfaction, along with competitive pricing, and to help reduce total 
costs for its clients. CVS Caremark offers its clients a variety of network options to meet the varying 
objectives of its diverse client base. These options include a national network, with broad national 
coverage and excellent access, and narrow networks, which offer an effective balance between savings 
for clients and access for members. 


B. Provide a sample of all base network provider contracts. 


Not applicable 
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C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


Not applicable 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Not applicable 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP. 


CVS Caremark’s pharmacy quality assurance initiatives include the following: 


 Desktop and on‐site pharmacy claim audits 


 Review and trending of complaints and appeals 


 Accuracy and timeliness of eligibility file loads 


 Accuracy and timeliness of claims payments 


 Trending and analysis of pharmacy payment issues 


 Trending and analysis of claim rejection rates 


 Customer service center performance monitoring, including: 
 Average speed to answer 
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 Abandon rate 


 Peak call times and staffing ratios 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Not applicable 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Not applicable 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Given current technologies used by many PBMs and MCOs, pharmacies access information about 
covered benefits and submit claims in real time. Pharmacies can adjudicate transactions that entail 
processing a request for coverage to verify eligibility, drug coverage, benefit limitations, and prior 
authorization requirements. Priced according to provider contract agreements, on average, the 
pharmacy receives an authorization for payment in less than three seconds. Clinical and technical staff 
support the technology is supported to ensure that the system includes all benefit design and 
utilization management system edits. This automated process facilitates fast processing with minimal 
human intervention. 
B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Not applicable 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Not applicable 
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B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


Not applicable 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


See Attachment 5.1.11.8 for the CVS Caremark organizational chart. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


CVS Caremark has an established network. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


CVS Caremark will comply with all reporting requirements and timeframes. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


CVS Caremark meets these requirements. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


CVS Caremark’s pharmacy compliance team works closely with the corporate regulatory market 
leaders to ensure efficient response to all regulatory alerts. The team supplies State‐required reports 
to corporate regulatory employees for monthly state submissions. CVS Caremark reviews irregularities 
in reporting for necessary action plans and resolutions. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 
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CVS Caremark 
Pharmacy benefit administration 


Each pharmacy applicant requesting membership in the network must have specific credentials and 
must meet specific contractual standards, including: 


 Active membership in the National Council for Prescription Drug Programs (NCPDP) 


 Compliance with Health Insurance Portability and Accountability Act (HIPAA) regulations 


 Appropriate state licensure 
 An active Drug Enforcement Agency (DEA) number 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


CVS Caremark Corporation’s Dunn & Bradstreet number is 00‐133‐8912. This DUNS number shows CVS 
Caremark at One CVS Dr., Woonsocket, RI 02895‐6146. 


5.1.12.2 Federal Tax Identification Number 


75‐2882129 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


$6.1 billion (2010) $6.3 billion (2011)   


B. Balance Statement 


Total Net Equity: $37.7 billion (2012), $38.1 billion (2011)  


 


5.3 BUSINESS REFERENCES 


CVS-CareMark Reference Information  
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding CVS-Caremark directly to the Purchasing Division. 
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Table 5.3-1. Caremark Reference 1 


Reference #:  1 


Company Name:  CVS‐Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   


Primary Contact Information 


Name:  Patryce A. Toye 
Medical Director 
MedStar Family Choice 


Street Address:  8094 Sandpiper Circle 
Suite O 


City, State, Zip  Baltimore, MD 21236 
Phone, including area code:  (410) 933‐2204 
Facsimile, including area code:  N/A 
Email address:  Patryce.Toye@medstar.net 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


CVS Caremark provides PBM Services to 
MedStar Family Choice, a Medicaid 
plan in Maryland. 


Original Project/Contract Start Date:  2010 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 
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Table 5.3-2. Caremark Reference 2 


Reference #:  2 


Company Name:  CVS‐Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   


Primary Contact Information 


Name:  Dr. Ken Joslyn 
Medical Director  
Metropolitan Health Plan 


Street Address:  400 South Fourth St 
Suite 201 


City, State, Zip  Minneapolis, MN 55415 
Phone, including area code:  (612) 596‐0727 
Facsimile, including area code:  N/A 
Email address:  Ken.Joslyn@co.hennepin.mn.us 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


CVS Caremark provides PBM Services to 
Metropolitan Health Plan, a Medicaid 
and Medicare Part D plan in Minnesota. 


Original Project/Contract Start Date:  2007 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 
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Table 5.3-3. Caremark Reference 3 


Reference #:  3 


Company Name:  CVS‐Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   


Primary Contact Information 


Name:  Hugh Fatodu 
Director of Pharmacy  
Johns Hopkins Healthcare 


Street Address:  6704 Curtis Court 
City, State, Zip  Glen Burnie, MD 21060 
Phone, including area code:  (410) 424‐4671 
Facsimile, including area code:  N/A 
Email address:  fatoduH@jhhc.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


CVS Caremark provides PBM Services to 
Johns Hopkins Healthcare. 


Original Project/Contract Start Date:  1989 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 
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ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 
WITH TERMS AND CONDITIONS OF RFP 


 
I have read, understand and agree to comply with the terms and conditions specified in this Request for 
Proposal.   
 


YES X I agree to comply with the terms and conditions specified in this RFP. 


 
 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
In order for any exceptions and/or assumptions to be considered they MUST be documented in detail in 
the tables below.  The State will not accept additional exceptions and/or assumptions if submitted after the 
proposal submission deadline.  Vendors must be specific.  Nonspecific exceptions or assumptions may 
not be considered.  If the exception or assumption requires a change in the terms or wording of the 
contract, the scope of work, or any incorporated documents, vendors must provide the specific language 
that is being proposed in the tables below. 
 
CaremarkPCS Health LLC  
Company Name  
    


Signature    
    
Colleen Cleveland   November 9, 2012 
Print Name   Date 
 
 


Vendors MUST use the following format.  Attach additional sheets if necessary. 
 


EXCEPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be identified) 


   
   


 
 


ASSUMPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must be identified) 


   


   


 
This document must be submitted in Tab V of vendor’s technical proposal 
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CVS-CareMark Organizational Chart  
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CVS-CAREMARK PROPOSED STAFF 
RESUMES 


Jennifer Hendrix 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Caremark 


   Contractor √  Subcontractor 
Name: Jennifer Hendrix, PharmD, BCPP  Key Personnel 


Classification: 
Director of Strategic 
Accounts, Healthplans # of Years in Classification: 4 


Brief Summary: of 
Experience: 


Jennifer Hendrix is a registered pharmacist with board certification in 
psychiatry.  She has worked in managed care and pharmacy benefit 
management for the last 12 years. 


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


7.2008 – Present 
 
Caremark 
One CVS Drive 
Woonsocket, Rhode Island 02895 
P: 623-444-4274 
jennifer.hendrix@caremark.com 
 
Director of Strategic Accounts, Healthplans 
Jennifer Hendrix has ownership of ensuring contractual 
requirements and service expectations are met for CVS 
Caremark clients as well as go-forward expansion 
strategy support.    


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2005-2008, 2002-2004 
 
ValueOptions 
444 N. 44th St. 
Phoenix, AZ 85018 
P: 602-264-3797 
 
Director of Clinical Pharmacy 
Jennifer Hendrix had responsibility for clinical 
pharmacy, prior authorization, formulary management, 
and cost saving strategies for a capitated behavioral 
health managed care organization 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2004-2005 
 
Bristol Myers Squibb 
1 Squibb Dr 
New Brunswick, NJ 08903 
P: 800-332-2056 
 
Neuroscience Medical Science Liaison 
Jennifer Hendrix maintained relationships with key 
opinion leaders in the neuroscience field and ensured 
understanding of the leading industry literature. 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


St. Louis College of Pharmacy 
St. Louis 
Missouri 
Bachelors of Science 
 
Grand Rio College of Pharmacy 
Albuquerque 
New Mexico 
Pharmacy Degree 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Rich Riva, VP of HealthPlans 
Caremark 
P: 614-264-0789 
F: N/A 
Rich.riva@caremark.com 
 
Ryan Kuehn, Area Director, Medicaid 
RxAmerica 
P: 801-961-6115 
F: N/A 
Ryan.kuehn@rxamerica.com 
 
Steve Cohan, SVP of HealthPlans 
Caremark 
P: 401-770-7460 
F: N/A 
Steve.cohan@caremark.com 
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Christie Raymond 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Caremark 


   Contractor √  Subcontractor 
Name: Christie Raymond  Key Personnel 


Classification: 
Manager, Account 
Management # of Years in Classification: 3 


Brief Summary of 
Experience: 


Ms. Raymond provides the field sales forces with oversight and expertise 
regarding exceptional client needs or issues, problem resolution, and plan 
design changes or enhancements.  


# of Years with Firm: 10 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


11.2002 - Present 
 
Caremark 
One CVS Drive 
Woonsocket, Rhode Island 02895 
P: 480-614-7966 
Christie.Raymond@caremark.com 
 
Manager, Account Management 
• Develops strategies and processes for the penetration 


and growth of business 
• Identifies opportunities for integration of CVS 


Caremark services 
• Ensures the ongoing development and maintenance of 


effective regional CVS Caremark sales forces 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Arizona State 
Phoenix 
Arizona  
Bachelor’s Degree, Inter-Disciplinary, Business Management 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Debbie Bankhead, Director, HP CST  
Caremark 
P: 480-314-8863 
F: N/A 
Debbie.bankhead@caremark.com 
 
Sabrina Williams, VP, HP CST 
Caremark 
P: 480-314-8545 
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F: N/A 
Sabrina.williams@caremark.com 
 
Ryan Kuehn, Area Director, Medicaid 
RxAmerica 
P: 801-961-6115 
F: N/A 
Ryan.kuehn@rxamerica.com 
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CVS-CareMark Organizational Chart by Functional Area 
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eyeQuest 
Provision of vision care services 


5.1.1 


Company name:  DentaQuest, LLC (eyeQuest) 
Ownership (sole proprietor, 
partnership, etc.): 


Limited Liability Company 


State of incorporation:  Delaware 
Date of incorporation:  November 13, 2003 
# of years in business:  Nine 


List of top officers: 


 Fay Donohue, President 
and Chief Executive Officer


 Steve Pollock, Chief 
Operating Officer 


 Jim Collins, Chief Financial 
Officer 


 Myra Green, Senior VP, Legal 
Counsel 


 Robert Lynn, Senior VP, Sales 
and Marketing 


 Dennis Leonard, Chief Sales 
Officer 


Location of company 
headquarters: 


465 Medford St. 
Boston, MA 02129‐1454 


Location(s) of the company 
offices: 
 
 
Location(s) of the office that will 
provide the services described in 
this RFP: 


Austin, TX 
Boston, MA 
Calverton, MD 
 
Austin, TX 
Boston, MA 
Mequon, WI 


Columbia, SC 
Coral Gables, FL 
Mequon, WI 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


Seven vision employees and two client service members will 
support this account. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


1,200 


Location(s) from which 
employees will be assigned for 
this project: 


Austin, TX 


Boston, MA 


Mequon, WI 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


eyeQuest understands and complies with this requirement. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  
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eyeQuest 
Provision of vision care services 


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


License Number: 528207 


No. The legal entity name is DentaQuest, LLC. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


eyeQuest understands and complies with this requirement. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach? 


B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?  


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case?                               


F. Status of litigation? 


None 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
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eyeQuest 
Provision of vision care services 


Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, eyeQuest possesses the appropriate insurance protections. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


DentaQuest, parent company of eyeQuest, is the nation’s leading administrator of government‐
sponsored dental programs, serving more than 15 million Medicaid, CHIP, and Medicare members in 
26 states. The company administers dental programs on behalf of 10 state agencies and more than 70 
health plans. 


eyeQuest, DentaQuest’s vision and eye care services product, serves more than 500,000 health plan 
members in 31 states. Operating since 2007, eyeQuest offers a full range of vision and eye care 
services. It additionally offers an integrated vision/medical program, including a surgical component.  


With a nationwide network of more than 5,000 professionals including independent and retail 
providers, eyeQuest is equipped to administer vision programs in both commercial and government 
business sectors. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


In 2001, Dental Service of Massachusetts (DSM) contracted with DentaQuest to provide the total suite 
of administrative services to support its commercial dental business in Massachusetts. DSM is the 
largest dental carrier in Massachusetts with approximately 50% of the dental benefits market share 
(based on amount of claims processed each year). It administers benefits to approximately 5,000 
groups and a growing individual product segment. DentaQuest provides DSM with sales, client services, 
underwriting and financial management, customer service, network recruitment, enrollment, claims 
processing, information technology, utilization and review, fraud and abuse, marketing 
communications and advertising, product development, management services (including the 
development and management of dental disease management programs), and legal services. Fay 
Donohue is the COO of DSM. 


The government division of DentaQuest, formerly known as Doral, was established in 1993 for the sole 
purpose of administering dental benefits within the government business sector. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 
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DentaQuest is not a resident of Nevada. Its corporate headquarters is located in Boston, MA. 
Massachusetts does not apply a preference that would affect bidders and vendors located in Nevada. 


D. The location of disaster recovery back‐up site. 


DentaQuest’s business continuity plan outlines the procedures and management actions for disasters, 
with a goal of restoring operations within 72 hours. The plan outlines a recovery effort from the onset 
of the disruption to the normalization of business operations. DentaQuest conducts testing of its 
disaster recovery operations to ensure system recovery, regardless of the nature of the threat. 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Megan Ryczek, National Executive Director 


(262) 834‐3736 


megan.ryczek@dentaquest.com. 


F. The size of organization in assets, revenue and people. 


Employees: 1,200 
Assets: $214 million 


 Revenue: $330 million 


G. The organizational chart of your senior management by function including key personnel. 


See Attachment 5.1.9.1.G for eyeQuest’s organizational chart. 


H. The areas of specialization. 


eyeQuest specializes in the administration of government‐sponsored vision programs. Its corporate 
parent, DentaQuest, provides group and individual dental plans. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


eyeQuest is a leading vision benefits management company serving members in 13 states, with an 
annual revenue of $330 million. It manages government‐sponsored benefit programs and employer‐ 
and union‐sponsored benefit plans. The vision benefit plans include vision Health Maintenance 
Organizations (HMO), Preferred Provider Organizations (PPO), and indemnity plans and discount plans. 
eyeQuest provides a broad range of management services to its customers, including sales and 
marketing, underwriting, enrollment, vision provider network management, customer service and 
claims processing. 


J. The corporate philosophy and mission statement. 


eyeQuest’s mission is to deliver value to its clients, members, and providers with performance 
excellence second to none and improve the vision and eye health of members. 


K. A description of any plans for future growth and development of your organization. 


eyeQuest is positioned for growth in both commercial and government business sectors as health 
reform measures unfold. It continues to develop products that will assist health plans in capturing 
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membership opportunities in the new healthcare marketplace. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


In 2012, DentaQuest, as the parent company of eyeQuest, expanded into Texas where it administers 
dental benefits to more than two million Medicaid and CHIP recipients. In 2013, DentaQuest will begin 
administering Hawaii’s statewide Medicaid dental program covering more than 100,000 lives. 


DentaQuest has implemented hundreds of programs since its inception in 1993, including nine 
statewide Medicaid programs. Many of the implementations have involved Medicaid Management 
Information Systems (MMIS) interface. 


eyeQuest’s implementation team is accustomed to navigating the long list of tasks associated with 
program implementations and encourages client participation in the process. eyeQuest’s time‐tested 
implementation process, which involves a cross‐functional team of experts, promotes efficiency and 
the achievement of timeline goals. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


20 years of experience in Medicaid and CHIP programs. See details below for each subsection. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


eyeQuest’s Nevada vision network consists of 133 general practices, equating to one practice per 643 
members, exceeding the industry standard. eyeQuest’s network is compliant with Amerigroup’s access 
standards: all urban members have access to a provider within 15 miles of their home, and all rural 
members have access to a provider within 30 miles.  


eyeQuest is an informed business partner, equipped with the tools to make participating in Medicaid 
programs easy and profitable. eyeQuest offers: 


 Real‐time claim processing, which means providers get paid quickly and funds can deposit directly 
into provider bank accounts 


 Responsive service from the customer care center, which keeps provider offices running at peak 
efficiency 


 Annual satisfaction surveys, which give providers an opportunity to make their voices heard 


eyeQuest’s website makes it easy for providers to participate in its programs. Vision professionals 
logging into eyeQuest’s HIPAA‐compliant provider website can accomplish administrative tasks quickly 
and easily, including: 


 Eligibility verification  
 Medical prior approval 
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 Claim submission 


 Prescription orders (including a “smart form” that makes ordering easy) 


 Authorization status 
 Medical prior approval status 


 Claim status 


 Order status 


 Access to the Office Reference Manual 


2. Managed care programs for Medicaid recipients; 


eyeQuest contracts with more than 70 health plans to administer managed care programs for Medicaid 
recipients. With 20 years’ experience in administering Medicaid and CHIP programs, eyeQuest 
understands the importance of complying with state regulations and client requirements.  


The needs of the Medicaid population differ greatly from those served by commercial carriers. Access 
to care, language proficiency, transportation challenges, and the need for program materials reflecting 
the varied backgrounds of members represent just some of the issues attending Medicaid Program 
administration. eyeQuest is accustomed to dealing with these issues to ensure every member benefits 
from a high quality vision experience.  


eyeQuest is familiar with the barriers faced by vision providers participating in government‐sponsored 
programs. One by one, eyeQuest has eliminated these barriers through advanced technology service 
improvements and by giving providers a say in how eyeQuest conducts business with them. 


3. Administering Medicaid utilization and case management programs; 


eyeQuest’s utilization management (UM) program ensures members receive medically necessary care 
defined under state guidelines. It complies with recognized UM standards as they apply to vision care 
through such organizations as NCQA, URAC, and federal and state standards including the Department 
of Labor’s Employee Retirement Income Security Act (ERISA) regulations.  


eyeQuest employs optometrists and ophthalmologists to review claims and authorizations for medical 
necessity. Its billing algorithms take into account the provider, practice setting, patient diagnosis 
(International Classification of Diseases [ICD] code), patient age and billed service code (Current 
Procedural Terminology [CPT®)]. These measures permit eyeQuest to limit excessive services without 
restricting the member’s access to care. 


For example, pachymetry (CPT‐76514), the measurement of the thickness of the cornea (the front 
surface of the eye), will be a once‐in‐a‐lifetime service for adults with a glaucoma/ glaucoma suspect 
diagnosis, but will be available more frequently when monitoring active corneal disease. This approach 
will provide better patient care than a rigid limitation on episodes of care across the board. 


Other conditions for which this type of algorithm will be used include gonioscopy (92020), visual fields 
(92083), retinal photography (92250) and posterior segment scanning (92135). 


Prior Authorizations 


Providers may submit prior authorizations via mail, fax, or eyeQuest’s free website. Operations 
employees initially review requests to determine whether they comply with contracted service codes. 
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An optometrist or ophthalmologist determines surgical cases and denied clinical and medical requests. 
eyeQuest determines non‐urgent requests in accordance with NCQA, URAC, and any applicable federal 
or state regulations.  


In general, members have coverage for one examination and pair of eyeglasses or contact lenses each 
year. Under this benefit set, eyeQuest would require prior authorization for replacement eyeglasses 
(Medicaid only), second and successive routine examinations, and all medically necessary contact 
lenses. The approval criteria and limitations are in line with contract requirements and applicable 
Medicaid/Medicare regulations. 


4. Medicaid claims processing and adjudication 


eyeQuest’s HIPAA‐compliant operating system is a user‐definable rules‐based engine that enables 
auto‐adjudication of claims in real time. This flexible, parameter‐driven program has an open 
architecture to accommodate the full spectrum of vision care plan designs and benefit levels as well as 
multiple line items for each claim. It permits the vision team real‐time access to utilization data. 
eyeQuest’s system supports a naturally integrated workflow of all operations to: 


 Expedite benefit administration and transaction processing 


 Deliver a better than 99% accuracy rate in its auto‐adjudication claims processing 


The system’s claims processing methodology accepts claims data as input and determines the payment 
amount for each claim. It interrogates data submitted to a relational database during the final 
adjudication and payment of claims. For example, the system compares claim data submitted to the 
database against the plan design benefit limit data. The system determines whether the service is 
covered and calculates the member’s responsibility such as co‐pays and allowances. 


In Nevada, eyeQuest has provided superior claims processing performance in 2011 including: 


 Paid 100 percent of claims (52,760) within 30 days, exceeding the 90 percent standard  


 Pended zero claims  


 Denied 269 of 52,760 claims (0.5%). 


 Maintained claim resubmission rate of 0.1%. 


5. Project management; and 


eyeQuest’s implementation team has nearly 20 years’ experience implementing government‐
sponsored programs. Given that eyeQuest is the incumbent, no implementation process is necessary. 
However, eyeQuest’s project management team is available should the Nevada Medicaid program 
undergo significant changes.  
eyeQuest uses a Microsoft Project Plan to track the progress of implementations. The project plan is 
customizable to meet program needs related to type, size, timeline, and scope of services. eyeQuest 
can easily modify the process to remove tasks related to administrative services that the client 
maintains. Regardless of task delegation, eyeQuest’s implementation methodology is the same. 


6. Qualifications of key personnel. 


eyeQuest operates under the clinical direction of Dr. John Davis, whose 30 years of experience in both 
clinical and executive management positions supports the continued growth of eyeQuest’s vision 
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product. Dr. Davis is affiliated with the American Optometric Association and was a diplomat for the 
American Board of Quality Assurance and Utilization Review Physicians. He was also an examiner for 
the National Board of Examiners in Optometry. 


The following clinical professionals support Dr. Davis in the administration of eyeQuest’s vision 
programs. Their combined knowledge supports consistency in the provision of vision and eye care 
services. 


Jean Ramsey, MD, MPH, FAAO, Ophthalmology Consultant 


 Associate professor of ophthalmology and pediatrics, Boston University School of Medicine; 
Ophthalmology Residency and Fellowship in pediatric ophthalmology at New England Medical 
Center, Boston 


Dan Townsend, MD, FAAO, Ophthalmology Consultant 


 Mayo Medical School, Ophthalmology Residency and Fellowship in oculoplastic/orbital diseases and 
surgery at Massachusetts Eye and Ear Infirmary, Harvard University 


Concetta Daurio, OD, MBA, FAAO, Optometric Consultant 


 Graduate of New England College of Optometry; Chief of Optometry at Harvard Vanguard Medical 
Associates 


Vision Director Vidya Baliga manages the operational aspects of eyeQuest’s programs. She assumed 
these responsibilities in 2011. Since that time, she has expanded her team and implemented a host of 
initiatives to improve the efficiency of the operational unit. 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


In conjunction with Amerigroup, eyeQuest implemented an Adult Diabetic Member Outreach program 
to improve health outcomes. It involved providers reaching out to members to schedule an 
appointment and provide an adult fundus eye exam. As an incentive, Amerigroup pays the provider an 
additional $25 above its contracted reimbursement for an eye exam. 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


eyeQuest invests in treatment protocols to maximize the eye health outcomes of its members. 


Diabetes and Vision Care Quality Initiative 


Diabetes can have a devastating effect on both a member’s vision and overall health. The primary 
objective of eyeQuest’s Diabetes and Vision Health Quality Initiative, which has been implemented as 
part of the current Amerigroup program, is to identify retinopathy, which is often indicative of 
secondary issues in the kidneys, heart, and brain. Identifying retinopathy in its early stages can: 


 Significantly reduce medical costs 


 Preserve the member’s vision 


 Ensure members receive treatment for diabetes‐related medical issues 


The components of this initiative include: 
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 Dilated fundus evaluation (DFE) 
 An enhanced benefit design in which all diabetics would be eligible for an annual eye examination, 
regardless of underlying coverage  


 Data collection to identify diabetic members and flag them for enhanced eligibility 


 Collection of CPT and ICD‐9 data from providers, including up to four diagnostic codes. Vision 
providers typically include only vision diagnostics, such as hyperopic or myopia, which causes loss of 
a valuable source of data relating to systemic disease. By requiring this additional data, eyeQuest 
maximizes the opportunity to identify members who may be diabetic. 


 Member education pertaining to the need for an annual examination, DFE, and the potential impact 
of diabetes shared with members through a variety of channels 


 Providers receive educational materials supporting the need for enhanced services to diabetics, 
including DFE. eyeQuest notifies the provider when eligibility requests are made regarding the 
patient’s diabetic status. This sentinel effect supports optimal clinical outcomes.  


PCP Chart Markers 


After vision providers conduct a DFE, PCPs review the results to determine the best course of 
treatment for diabetic patients. Amerigroup provides eyeQuest a list of diabetic members’ PCPs. 
Following exams, eyeQuest sends the PCP a notice to include in the member’s medical record. 


eyeQuest encourages providers to provide diagnosis results to both eyeQuest and the PCP. eyeQuest 
uses these results to conduct disease management studies.  


Disease Management Studies 


As a complement to eyeQuest’s quality initiative, its quality improvement program includes annual 
disease management studies. Examples of these studies include: 


 Cataract outcomes assessment  


 Early recognition of diabetic macular edema 


The goal of these studies is to evaluate the effectiveness of the delivery system with regard to clinical 
outcomes. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Since the inception of DentaQuest’s vision product in 2007, eyeQuest has administered Medicaid vision 
programs on behalf of health plans contracting with state agencies. Today, eyeQuest manages vision 
programs on behalf of 12 health plan clients in 13 states, and is familiar with the state and federal 
requirements attending the administration of Medicaid programs. The high level of performance 
eyeQuest has achieved in Nevada on behalf of Amerigroup testifies to its ability to accommodate 
Nevada Medicaid program requirements. 


In addition to providing vision services through its vision product, eyeQuest, DentaQuest administers 
dental programs directly with 10 state agencies and in a subcontracting role with 70 health plans. 
Today it serves more than 15 million government program recipients in 26 states.  


Having administered government‐sponsored benefit programs since 1993, the company is deeply 
familiar with federal and state program requirements governing Medicaid, Medicare, and CHIP 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-464 
November 15, 2012 


eyeQuest 
Provision of vision care services 


programs. Its system guards against fraud and abuse, one of the largest costs associated with Medicaid 
programs. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


See Appendix 5.1.10.1.E for the resumes of eyeQuest’s key employees. 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4.Quality Improvement and Reporting (i.e. HEDIS, CMS) 


5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Information Systems: Greg Juedes 


2. Utilization Management: Dr. John Davis 


3. Claims Payment: Mary Alverson 


4. Quality Improvement: Dr. John Davis 


5. Health education: Dr. John Davis 


6. Data coding: Greg Juedes 


7. Contract Negotiations: Deseray Backman 


8. Encounter Data: Greg Juedes 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


This can be found in the eyeQuest Attachments Tab. 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


eyeQuest contracts with Certified Languages International to accommodate non‐English speaking 
members. This professional language company specializes in telephone interpreter services and can 
accommodate more than 150 languages. Representatives have experience in medical and insurance 
terminology. 


I. List any associations or organizations to which the organization belongs. 


eyeQuest belongs to the National Association of Specialty Health Organizations. 
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5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Not applicable 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Not applicable 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Not applicable 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable 


E. Describe the roll and responsibilities of your case managers. 


Not applicable 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 
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5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


eyeQuest maintains a compliant network in both counties. Members living in urban and rural areas 
have, on average, three vision providers within 3.4 miles of their homes. 


B. Provide a sample of all base network provider contracts. 


See Attachment 5.1.11.4 B for eyeQuest’s sample provider contract. 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


While eyeQuest currently does not have Essential Community Providers in its network, the company is 
open to accepting applications from these groups. 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


eyeQuest monitors access to care to identify areas that may require additional recruitment. It uses the 
following reports to monitor network adequacy: 


 GeoAccess®: This report provides a detailed overview of eyeQuest’s network. It includes the number 
of members who have access to care in the required mileage criteria as well as the average 
distances to the three closest provider options.  


 Provider status: This report shows the number of providers accepting new patients (number with 
open panels) and the number of providers accepting existing patients only (number with restricted 
panels or existing patients only). 


 Grievance log: The grievance report notes member grievances related to accessing care. Should 
DentaQuest notice access issues in certain areas, it will analyze the provider network in those areas 
to determine if recruitment is necessary. 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 
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Monitoring Provider Activities 


Appointment availability surveys 


Each quarter, eyeQuest surveys the network to assess appointment availability and turnaround time 
for eyewear.  


eyeQuest surveyed 54 locations during the third quarter of 2012. The survey results are as follows:  


 All providers offered appointments within the required timeframe of 28 days.  


 98% of providers were compliant with the eyewear turnaround time of five business days. 


Utilization review 


eyeQuest monitors quality of care through its utilization review program. In 2011 and 2012 to date, 
there have been no instances of fraud or abuse.  


Complaints and grievances 


Members have the right to submit complaints regarding quality of care or about their experience. In 
2011 and 2012 to date, there have been no member complaints or grievances.  


Provider Relations 


Nevada providers are very familiar with eyeQuest’s provider relations representative, Deseray 
Backman. She works on a first‐name basis with most of the providers in the network and has been 
recognized both internally and externally for her excellent customer service ethic. Ms. Backman is 
available during normal business hours to answer provider questions.  


Provider Contracting 


eyeQuest providers are credentialed in accordance with NCQA standards. eyeQuest conducts a 
thorough review of each provider’s practice, including an evaluation of the following: 


 Academic background 


 Work experience 


 Continuing education  
 Office equipment 


 Hours of operation 


 Services provided 
 Handicapped accessibility 


 Languages spoken 
Providers must supply the following information upon credentialing:  


 State licensure (must be active and in good standing) 


 Certification to use diagnostic pharmaceutical agents (optometrists only) 


 Certification to use therapeutic pharmaceutical agents (optometrists only; for programs that include 
medical services) 


Insurance documentation 


 Each doctor must provide evidence of coverage indicating malpractice insurance in the amount of 
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$1 million per incident and $3 million in aggregate (minimums) or the community standard. 


 Applications are subject to the Credentialing Committee’s review of any malpractice, professional 
discipline history, or felony convictions. 


 Providers must complete a professional background document which demonstrates appropriate 
pre‐ and post‐professional education obtained at an accredited college of optometry, and they must 
provide professional employment history including professional memberships. 


Office information 


 Office location and equipment 


 Hours of operation 


 Range of services  
 Credentials of support employees 


 Languages spoken 
 Handicapped accessibility 
 Statement attesting to a lack of impairment due to chemical or substance abuse 


Policies and Procedures 


Nevada providers have access to the Office Reference Manual, which provides them with the 
information they need to manage their eyeQuest patients. It includes information such as how to 
submit appeals or grievances and clinical criteria used to make prior authorization determinations 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


In conjunction with Amerigroup, eyeQuest implemented an Adult Diabetic Member Outreach program 
to improve health outcomes. It involved providers reaching out to members to schedule an 
appointment and provide an adult fundus eye exam. As an incentive, Amerigroup pays the provider an 
additional $25 above the contracted reimbursement for an eye exam. 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


eyeQuest subcontracts with Classic Optical, a full‐service central contract laboratory. Classic has 
consistently been rated one of the top performing laboratories in the nation. Classic is equipped with 
the latest optical manufacturing equipment to fabricate the full range of ophthalmic lenses. 


Classic maintains standards for the industry set by the American National Standards Institute (ANSI) 
Z.80, which specify manufacturing requirements for ophthalmic frames and lenses. The requirements 
include compliance with Federal Regulation 21 CFR for lens hardening. eyeQuest’s quality program 
encompasses onsite monitoring of the laboratory and includes inspection of finished eyeglasses. 


Classic produces several thousand prescription eyeglasses daily. All work meets applicable safety 
regulations, codes, and laws including Occupational Safety and Health Administration (OSHA) and ANSI 
guidelines. 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
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providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


eyeQuest complies with National Provider Identifier (NPI) requirements. 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


Not applicable 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Not applicable 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Not applicable 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


eyeQuest has a solid track record of paying timely claims to its vision providers in Nevada. eyeQuest 
adheres to State and federal requirements pertaining to claim payment timelines in Nevada and other 
markets as a result of its efficient claims payment process. Its system accommodates the complexities 
of government‐sponsored benefit programs, and its flexibility permits eyeQuest to meet the unique 
requirements of each state. 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


In 2011, eyeQuest paid 100% of claims (52,760) within 30 days, exceeding the 90% standard. No claims 
were pended in 2011. In 2011, eyeQuest denied 269 of 52,760 claims (0.5%). In 2011, eyeQuest’s claim 
resubmission rate was 0.1%. 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


The main focus of eyeQuest’s utilization review program is reviewing claims data for aberrant 
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utilization and billing patterns. eyeQuest’s analysis focuses on repetitive behavior patterns because 
eyeQuest found that individuals perpetrating fraud tend to repeat their behavior. Review and analysis 
of these reports allows eyeQuest to do the following:  


 Identify unusual treatment and billing patterns 


 Compare providers to their peers to establish a community standard 


 Identify providers with certain claim submission patterns 


 Identify member treatment with claim submissions 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Upon receipt of a complaint or grievance, the following data is captured: 


 Member name 


 Member ID 


 Product ID 
 Date due 


 Source type 
 Issue description 


 Date received 


 Member DOB 


 Office involved 
 Nature of complaint 


 Resolution 
 Resolution date 


 Time received 


 Product 
 User ID 
 Office address 


 Issue type 


After logging the case, eyeQuest sends acknowledgement correspondence within three business days. 
The Complaints and Grievances Specialist begins researching the case and coordinating with various 
departments through resolution. When necessary, eyeQuest may request records from the provider. 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


eyeQuest experiences a very low incidence of complaints, grievances, and appeals. In fact, it has not 
received any member complaints, grievances, or appeals in 2012 for Amerigroup. Last year, eyeQuest 
received one member appeal, which was resolved within the required timeframe.  


eyeQuest’s standards for Amerigroup Nevada are as follows: 


 Resolve member clinical appeals in 10 business days.  


 Have a less than 1% incidence of member clinical appeals. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
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contract and lines of authority within the corporate structure. 


See Appendix 5.1.11.8 for eyeQuest’s organizational chart. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


eyeQuest has an established network in place in Nevada. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable (eyeQuest is established in Nevada) 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


eyeQuest administers the routine vision benefit on behalf of Amerigroup and can accommodate all 
State reporting requirements. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


eyeQuest provides compatible interfaces with existing and proposed information systems. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


eyeQuest’s legal team ensures DentaQuest/eyeQuest is HIPAA‐compliant. eyeQuest offers several 
secure data transfer methods including secure socket layer (SSL) file transfer protocol (FTP) and 
individual Pretty Good Privacy (PGP) file encryption. Data can push to eyeQuest’s websites or pull from 
the client's file transfer areas. All websites and FTP areas are secured with 128‐bit encryption and 
comply with HIPAA security and privacy requirements. 


DentaQuest trains employees annually in HIPAA and all must comply with company standards and 
security protocols including those governing e‐mail transmissions, data transmissions, and PC security. 
All DentaQuest employees, temporary employees, and consultants sign a confidentiality policy upon 
hire. eyeQuest also conducts annual training for all employees pertaining to confidentially, HIPAA 
regulations, and fraud and abuse detection. Employees must successfully complete testing in each 
area. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


eyeQuest’s HIPAA‐compliant operating system is a rules‐based engine that enables auto‐adjudication 
of claims in real time. This flexible, parameter‐driven program has an open architecture to 
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accommodate the full spectrum of vision care plan designs and benefit levels as well as multiple line 
items for each claim.  


Most clients require regular utilization reporting in specified or mandated technical formats. 
eyeQuest’s flexible system facilitates the mapping of outbound utilization data interchange files in 
proprietary formats as well as in HIPAA‐standard formats such as the ANSI 837P claim format. It 
compiles data based on contract requirements for each data interchange and provides a wealth of 
transaction logging and file statistics. 837 files transmit to clients via many different file transfer 
protocols. The most often used is FTP, but eyeQuest also uses Connect: Direct with several clients. 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


DentaQuest/eyeQuest is not rated by Dun and Bradstreet. 


5.1.12.2 Federal Tax Identification Number 


DentaQuest/eyeQuest’s TIN is 20‐0390099. 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


See Appendix 5.1.12.3. 
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5.3 BUSINESS REFERENCES 


eyeQuest Reference Information  
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding eyeQuest directly to the Purchasing Division.  
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Table 5.3-1. eyeQuest Reference 1 


Reference #:  1 


Company Name:  eyeQuest 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  James Christian 
Vice President, Network Development 
and DC HealthCare Alliance  
DC Chartered Health Plan 


Street Address:  1025 15th Street NW 


City, State, Zip  Washington, DC 20005 
Phone, including area code:  (202) 216‐2304 
Facsimile, including area code:  N/A 
Email address:  jchristian@chartered‐health.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Medicaid managed care services for 
families, children, and individuals with 
disabilities for more than 118,000 
members in the District of Columbia. 


Original Project/Contract Start Date:  07/01/2010 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  DentaQuest administers approximately 


118,000 members 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing since DentaQuest is 
still under contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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Table 5.3-2. eyeQuest Reference 2 


Reference #:  2 


Company Name:  eyeQuest 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Maura Bordas 
Senior Vice President, Community 
Programs 
HHC Choices Health Plan, LLC 


Street Address:  2100 Bartow Ave 
City, State, Zip  Bronx, NY 10475 
Phone, including area code:  (718) 678‐1511 
Facsimile, including area code:  N/A 
Email address:  mbordas@hhcinc.org 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


DentaQuest provides long‐term care 
managed services for adults in and 
around the New York City area. 


Original Project/Contract Start Date:  04/01/2012 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  DentaQuest administers approximately 


2,000 members 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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Table 5.3-3. eyeQuest Reference 3 


Reference #:  3 


Company Name:  eyeQuest 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Nataliya Averyanova 
Asst. Vice President, Government 
Affairs  
VillageCare MAX 


Street Address:  154 Christopher St 
City, State, Zip  New York, NY 10014 
Phone, including area code:  (212) 337‐5750 
Facsimile, including area code:  N/A 
Email address:  nataliyaa@villagecare.org 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


DentaQuest provides long‐term care 
managed services for adults in and 
around the New York City area. 


Original Project/Contract Start Date:  07/01/2012 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  DentaQuest administers approximately 


1,000 members 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 
WITH TERMS AND CONDITIONS OF RFP 


 
I have read, understand and agree to comply with the terms and conditions specified in this Request for 
Proposal.   
 


YES X I agree to comply with the terms and conditions specified in this RFP. 


 
 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
In order for any exceptions and/or assumptions to be considered they MUST be documented in detail in 
the tables below.  The State will not accept additional exceptions and/or assumptions if submitted after the 
proposal submission deadline.  Vendors must be specific.  Nonspecific exceptions or assumptions may 
not be considered.  If the exception or assumption requires a change in the terms or wording of the 
contract, the scope of work, or any incorporated documents, vendors must provide the specific language 
that is being proposed in the tables below. 
 
DentaQuest LLC  
Company Name  


 


   


Signature    
    
Robert Lynn   11/1/12 
Print Name   Date 
 
 


Vendors MUST use the following format.  Attach additional sheets if necessary. 
 


EXCEPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be identified) 


   
   


 
 


ASSUMPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must be identified) 


   


   


 
This document must be submitted in Tab V of vendor’s technical proposal 
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EYEQUEST PROPOSED STAFF RESUMES 


Brett Bostrack 
 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: eyeQuest 


   Contractor X   Subcontractor 


Name: Brett Bostrack  Key Personnel 
Classification: Regional Vice President # of Years in Classification: 1 


Brief Summary of 
Experience: 


Strategic thinker and succinct communicator with history of building 
strong client relationships. More than ten years of progressive leadership 
of key business accounts. Exceptional market insight with the ability to 
extract or determine key information and prepare effective response. 
Resourceful problem-solver with consistent track record for managing 
P&L and driving growth. 


# of Years with Firm: 11 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
03.2011 - Present 
eyeQuest 
12121 N Corporate Parkway 
Mequon, WI 53092 
P: 262-834-3578 
Brett.Bostrack@dentaquest.com 
 
Regional Vice President 
• Responsible for direction and management of regional Medicaid, 


CHIP, and Medicare managed care accounts 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
09.2008 – 02.2011 
eyeQuest 
12121 N Corporate Parkway 
Mequon, WI 53092 
P: 262-834-3578 
Bret.Bostrack@dentaquest.com 
 
Director, Client Relations 
• Developed effective professional relationships with key 


stakeholders of private and public sector clients in order to retain 
accounts, expand business within existing plans and geographic 
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regions, and increase revenue 
• Guided clients through critical contracting, compliance, financial 


and operational business issues within a highly regulated and 
financially restrictive Medicaid environment. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


04.2007 – 09.2008 
 
eyeQuest 
12121 N Corporate Parkway 
Mequon, WI 53092 
P: 262-834-3578 
Bret.Bostrack@dentaquest.com 
 
Director, Cost Management 
• Developed and implemented strategies and solutions that 


effectively managed dental program costs to achieve financial 
objectives 


• Communicated financial performance audiences with wide-
ranging financial acumen 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Luther College 
Decorah 
Iowa 
Bachelor’s Degree 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Veronica Piotrowski 
Director of Communications and 
Development 
The University of Arizona Health 
Plans 
2502 E. University Suite 125 
Phoenix, AZ 85034  
P: (602) 344-8340 
F: (602) 344-8371 
veronica.piotrowski@uahealth.com 
 
 
 


Nick Curran 
Principal 
Executive Search Partners 322 East 
Michigan Street, Suite 502 
Milwaukee, WI 53202 
P: (414) 278-9778 , x.223 
F: (414) 270-4520 
nick@espwi.com 
 
Lourdes Rivas 
COO 
Better Health Plans 
1701 Ponce de Leon Blvd  
Coral Gables, FL 33134 
P: (786) 441-4730 
F: N/A 
LRivas@simplyhealthcareplans.co
m 
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John Davis 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: eyeQuest 


   Contractor X   Subcontractor 


Name: John Davis, O.D.  Key Personnel 
Classification: Clinical Vision Director # of Years in Classification: ≤1 
Brief Summary of 
Experience: 


Over 24 years of managed vision care experience. Founder and former 
CEO of a network management company where he oversaw the 
development and management of a multi-state, vertically integrated eye 
care delivery system. Mr. Dav is a Specialist in the formulation and 
implementation of QA/UR policies and procedures for integrated eye care 
networks. John Davis is a Doctor of Optometry with more than 29 years of 
hospital and private practice-based clinical experience. 


# of Years with Firm: ≤1 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
04/2012 to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
10.2011 – Present 
eyeQuest 
465 Medford Street 
Boston, Massachusetts 02129 
P:  954-226-0851 
John.Davis@dentaquest.com 
 
Clinical Vision Director  
• Manages the clinical aspects of the Amerigroup Nevada vision 


program  
• Coordinates the activities of EyeQuest’s clinical consultants 
• Oversees the performance of utilization management, utilization 


review and quality assurance departments 
Required Information: 
 
Vendor Name: Client 
Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
09.2004 – 10.2011 
OptiCare Managed Vision (CENTENE) 
 
 
 
Vice President, Managed Care 
• Primary duties included business development for new managed care 


business and interpretation and coordination of specific benefits to be 
delivered   


• Provided ongoing program support including Policy development and 
quality assurance and utilization management analysis 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
12/1988- 09/2004 
Ocucare Systems, Inc. 
(sold to Centene predecessor in 2004) 
 
 
 
Position 
• Multiple roles from Director of Provider Relations to President and CEO 
• Involved and intimate in all aspects of this specialty services network 


management and eye care delivery system 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


New England College of Optometry 
Boston 
Massachusetts 
 
Florida State University 
Tallahassee 
Florida  
Bachelor’s Degree 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Jay Myers 
Director of Provider Services 
Opticare 
P: (252) 451-2217 
F: N/A 
jmyers@opticare.net 
 
Marigene McHale 
Market Director  
P: (216) 544-3501 
F: N/A 
marigenemchale@cox.net 
 
David Freer 
Principle, Medical Consultants 
P: (407) 721-7648 
F: N/A 
Drfreer2000@yahoo.com 
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Vidya Baliga 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: eyeQuest 


   Contractor X  Subcontractor 


Name: Vidya Baliga  Key Personnel 
Classification: Vision Operations Director # of Years in Classification: 1 


Brief Summary: of 
Experience: 


Vidya Baliga has been a key contributor to driving change within 
organizations with a mission of excellence in serving its customers and a 
vision for growth and innovation. 


# of Years with Firm: 1 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


11.2011 - Present 
 
eyeQuest 
3835 West Green Tree Road 
Milwaukee, WI 53209 
P: 800-417-7140, ext. 73397 
Vidya.Baliga@dentaquest.com 
 
Vision Operations Director 
• Oversees contractual and regulatory compliance pertaining to operational 


and network requirements 
Related accomplishments include: 
• Expanded operations staff to accommodate the needs of our growing 


client base 
• Introduced automated processes to increase operational efficiency 
• Increased the technical knowledge of her staff through ongoing training 


sessions 
• Improved the audit process to gauge the quality of our performance 
• Introduced a new quality assurance method


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


07.2011 – 11.2011 
 
Genesis10 
828 North Broadway 
Milwaukee, WI 53202 
P: 414-221-1707 
vbaliga@genesis10.com 
 
Position Business Analyst 
• Worked on an Assortment Management program at a rapidly 


growing, leading retail company 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


11.2007 – 06.2011 
 
Safenet Consulting, Inc. 
10700 Research Drive, Suite 170 
Wauwatosa, WI 53226 
P: 877-271-5373 
vbaliga@safenetconsulting.com 
 
Business Analyst, Consulting at DentaQuest 
• Worked on Business Transformation program 
• Implemented dental processing systems for the enterprise 
• Focused on design improvement of claims operations 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Calcutta University 
Kolkata, West Bengal, India 
Bachelor’s of Science, Honors Economics 
Ranked 3rd in class 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Robert M. Ryan 
CEO 
Peracs, LLC 
P: (888) PERACS.5 x702 (888-737-2275)  
F: (646) 417-8246 
Email: robert.ryan@peracs.com 
 
Claude Dance 
Executive Vice President of Sales & Marketing 
Sharps Compliance, Inc. 
P: (800) 772-5657 
F: (713) 660-3575 
cdance@sharpsinc.com 
 
Rachael Yerges 
VP Client Services - GENCO Pharmaceutical Services 
GENCO ATC, PRODUCT LIFECYCLE LOGISTICS 
P: (414) 459-8395 
F: (412) 820-3689 
rachael.yerges@gencoatc.com 
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VISION PROVIDER PARTICIPATION AGREEMENT  


THIS AGREEMENT is made between DentaQuest, LLC d/b/a eyeQuest (hereinafter referred to as 
"eyeQuest") and ______________________________________________________________  


(Business Name as it appears on W-9)  


(hereinafter referred to as "Provider") and is effective as of date executed by eyeQuest (“Effective Date”).  
 


WHEREAS, eyeQuest is a company that arranges for the delivery of vision services to Members of prepaid 
healthcare plans, employer groups and other organizations contracting with eyeQuest; and  
 


WHEREAS, Provider, has an unrestricted license to practice optometry, ophthalmology or opticianry in the state 
in which services are to be provided and desires to provide vision services pursuant to the terms and conditions of this 
Agreement;  


NOW, THEREFORE, in consideration of the above and the promises hereinafter contained, the parties 
hereby agree as follows:  


1. Definitions 


(a) “Agreement” means this Agreement between eyeQuest and Provider, including all attachments 
hereto. 


 
(b) “Appeal” is a request from a Member for a reversal of a denial by eyeQuest to provide a service 


prescribed for the Member by an appropriately qualified practitioner. 


(c) “Complaint” is a dispute or objection regarding a Participating Provider or the coverage, 
operations or management policies of eyeQuest or Plan, which has not been resolved by 
eyeQuest or Plan and has been filed with the applicable Department. The term does not 
include a Grievance. 


 
(d) “Covered Services” is a vision service or supply that satisfies all of the following criteria: 


1. provided or arranged by a Participating Provider to a Member; 
2. authorized by eyeQuest in accordance with the Plan Certificate or requirements; 
3. submitted to eyeQuest according to eyeQuest’s filing requirements; and 
4. limited to the most professionally recognized standards of vision practice within the 


service area and applicable polices and procedures. 


(e) “Encounter Data” means information of any vision services provided to Member. 
 


(f) “Emergency Covered Service” means any health care service provided to a Member after 
sudden onset of a condition that manifests itself by acute symptoms of sufficient severity or 
severe pain, such that a prudent layperson, who possesses an average knowledge of health and 
medicine, could reasonably expect absence of immediate attention to result in:  


1.   placing the health of the Member, or with respect to a pregnant women, the health of the  
 women or her unborn child, in serious jeopardy;  
2.   serious impairment of bodily functions; or  
3.   serious dysfunction of any bodily organ or part. Emergency transportation and related  
 emergency services constitute an emergency service.  


(g) “Grievance” is a request by a Member or Participating Provider, with written consent by the 
Member, to have Plan or eyeQuest reconsider a decision solely concerning Medical Necessity and 
appropriateness of the service. If Plan is unable to resolve the matter, Grievance may be filed 
regarding a decision that: 
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1.   disapproves of full or partial payment for requested service;  
2.   approves provision of a requested service for lesser scope or duration than requested; or  
3.   disapproves payment for provision of a requested service but approves payment for  
 provision of an alternative service. The term does not include a Complaint.  


(h)  “Medically Necessary” means determinations of medical necessity for covered care and  
services, whether made on a prior authorization, concurrent review or post-utilization basis,  
shall be in writing and compensable under Medical Assistance. eyeQuest shall base its  
determination on information provided by the Member, the Member’s family/caretaker and the  
Participating Provider as well as any other program and agencies that have evaluated the  
Member. Satisfaction of any one of the following standards will result in authorization of the  
service:  


 
1.   The service or benefit will, or is reasonably expected to, prevent the onset of illness,  
 condition or disability.  
2.   The service or benefit will, or is reasonably expected to, reduce or ameliorate the  
 physical, mental or developmental effects of an illness, condition, injury or disability.  
3.   The service or benefit will assist the Member to achieve or maintain maximum functional  
 capacity in performing daily activities, taking into account both the functional capacity of  
 the Member and those functional capacities that are appropriate for Members of the same  
 age.  


(i) “Member” means any individual who is eligible to receive Covered Services pursuant to a 
contract and the eligible dependents of such individuals. 


(j) “Participating Provider” is a vision professional or facility or other entity, including Provider, 
that has entered into a written agreement with eyeQuest, directly or through another entity, to 
provide vision services to selected groups of Members. 


(k) “Plan” is an insurer, health maintenance organization or any other entity that is an organized 
system which combines the delivery and financing of health care and which provides basic 
health services to enrolled members. 


(l) “Plan Certificate” means the document that outlines the benefits available to Members. 


(m) “Provider” means the undersigned health professional or any other entity that has entered into a 
written agreement with eyeQuest to provide certain health services to Members. Each 
Provider shall have its own distinct tax identification number.  


 
(n)  “Individual Provider” is a vision professional, duly licensed and qualified under the applicable  
 laws, who practices as a shareholder, partner, or employee of Provider.  


2. Obligations of eyeQuest  
 
(a)  Operations. eyeQuest shall conduct the day-to-day administrative operations of eyeQuest,  
 including but not limited to: negotiating contracts and provider agreements with Providers,  
 making benefit determinations; conducting actuarial analyses; processing claims; regulatory  
 compliance and reporting; and marketing eyeQuest.  


(b)  Directories. eyeQuest shall maintain a listing of Participating Providers and may include  
 Provider’s participation in Plan’s network in provider directories and/or other publications  
 intended for use of Members, subject to approval by Plan, which may include but are not  
 limited to: name, address, office hours, telephone number, services provided and license type.  


(c) Benefit Changes. eyeQuest shall notify Provider of changes in benefit provisions offered by 
the Plan. 
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(d) Quality Improvement. eyeQuest shall operate, at its own expense, quality assurance, 
utilization review and Member grievance programs. 


(e) Payment Processing. eyeQuest shall transmit payments to Provider in accordance with the 
terms and conditions of this Agreement, or as may otherwise be agreed upon between the 
parties in writing. 


(f)  Regulatory Compliance. eyeQuest shall establish and enforce policies and procedures designed  
 to ensure continued compliance with State and Federal regulations.  


(g)  Access to Care. eyeQuest shall conduct its administrative operations in a manner that does not  
 encourage Provider to jeopardize Member’s access to care or the appropriate delivery of  
 Covered Services to Members.  
 
(h)  Treatment Alternatives. The provider has the right to discuss appropriate treatment alternatives  
 and to discuss medically necessary care with the patient without being sanctioned.  


3. Provider Obligations  
 
(a)  Provision of Services. Provider shall render to Members all Covered Services and continue to  
 provide Covered Services to Members. After the date of termination from participation, upon  
 the request of eyeQuest, Provider shall continue to provide Covered Services to Members for  
 a period not to exceed ninety (90) days during which time period payment will be made  
 pursuant to Attachment A for Covered Services provided. Participating Provider shall not deny  
 services  to  a  Covered  Person who is only eligible  for  fee-for-service (“FFS”) Medical  
 Assistance. For newly eligible Covered Persons who fall into a FFS eligibility window prior  
 to the effective date of Plan enrollment, Participating Provider is prohibited from denying services  
 to a Covered Person during this FFS window.  


(b)  Submission of Claims. Provider shall submit claims for vision services to eyeQuest in a  
 manner and format prescribed by eyeQuest. Provider understands that failure to submit claims or  
 failure to submit requested documentation within 90 days will result in loss of reimbursement for  
 services provided. Provider shall submit claims electronically to eyeQuest. If unable to submit  
 claims electronically, paper claims must be submitted on a standard claim form or a format  
 that has been approved by eyeQuest in advance.  
 
(c)  Non-discrimination. Provider shall not discriminate in the treatment or quality of services  
 provided to Members on the basis of race, color, religion, sex, sexual orientation, age, disability,  
 national origin, Vietnam-era veteran’s status, ancestry, health status or need for health services  
 of such Members and without regard to source of payments made for health services rendered to  
 such Members. Provider shall make their services accessible to Members during the same hours  
 and with the same intensity as they do to non-Members.  


Provider agrees to comply with all applicable federal and state laws relating to 
nondiscrimination and equal employment opportunity, including the Civil Rights Act of 
1964, regulations issued pursuant to that Act and provision of Executive Order  11246 
dated September 26, 1965. Provider agrees to provide physical and program accessibility of 
vision services to persons with physical and sensory disabilities pursuant to Section 504 of 
the Rehabilitation Act of 1973, as amended (29 U.S.C. 794), all requirements imposed by any 
applicable DHFS regulations (45 C.F.R. Part 84) of CMS regulation (42 C.F.R. Parts 417 and 
434) and all guidelines and interpretations issued pursuant thereto.  


(d) Policies and Procedures. Provider agrees to comply with any and all policies, rules and 
regulations of eyeQuest as they may exist from time to time including, but not limited to, claims 
processing, credentialing, quality or cost containment standards established by eyeQuest and 
Plans. 
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Provider agrees to refer patients that require covered specialty services that Provider does not 
perform, only to vision specialists designated by eyeQuest.  


(e) Records. Provider agrees to: 
1. Maintain adequate vision/medical, financial and administrative records related to 


covered vision services rendered by Provider in accordance with federal and state  
law.  


2.  Safeguard all information about Members according to applicable state and federal  
 laws and regulations. All material and information, in particular information relating  
 to Members or potential Members, which is provider to or obtained by or through  
 Provider’s performance under this Agreement, whether verbal, written, tape, or  
 otherwise, shall be reported as confidential information to the extent confidential  
 treatment is provided under state and federal laws. Provider shall not use any  
 information so obtained in any manner except as necessary for the proper discharge of  
 his/her obligations and securement of his/her rights under this Agreement. Neither  
 eyeQuest nor Provider shall share confidential information with a Member’s  
 employer absent the Member’s consent for such disclosure. Provider agrees to comply  
 with the requirements of the Health Insurance Portability and Accountability Act  
 (“HIPAA”) relating to the exchange of information and shall cooperate with eyeQuest in  
 its efforts to ensure compliance with the privacy regulations promulgated under HIPAA  
 and other related privacy laws. Provider and eyeQuest acknowledge that the activities  
 conducted to perform the obligations undertaken in this Agreement are or may be  
 subject to HIPAA as well as the regulations promulgated to implement HIPAA.  
 Provider and eyeQuest agree to conduct their respective activities, as described  
 herein, in accordance with the applicable provisions of HIPAA and such  
 implementing regulations. Provider and eyeQuest further agree that, to the extent  
 HIPAA or such implementing regulations require amendments(s) hereto, Provider  
 and eyeQuest shall conduct good faith negotiations to amend this Agreement.  
 Provider shall maintain adequate vision/medical, financial and administrative records  
 related to covered vision services rendered by Provider in accordance with federal and  
 state law.  
3. To cooperate and provide Plan, eyeQuest, government agencies and any external 


review 
organizations (“Oversight Entities”) with access to each Member’s vision records for  
the purposes of quality assessment, service utilization and quality improvement,  
investigation of Member complaints or grievances or as otherwise is necessary or  
appropriate  


4.  To provide such information and data, including, but not limited to, encounter,  
 utilization, referral and other data, that Oversight Entities may require.  
5. To provide, at no cost to the Member or the Member’s new or different vision  
 provider, all Member’s vision/medical records. Upon written request by a Member,  
 Provider agrees to transfer the information in such Member's health care records to the  
 person specified by the Member at no charge.  
6.  That any and all Member records will be maintained for a period not less than seven  


(7) years, or minimum required by state, following the termination of this Agreement  
 or, if such records are under review or audit, until such review or audit is complete.  
 7. That all records shall be made available for fiscal audit, medical audit, medical  
 review, utilization review and other periodic monitoring upon request of Oversight  
 Entities at no cost to the requesting entity.  
8.  Upon termination of this Agreement for any reason, to make available to any  
 Oversight Entities, in a useable form, all records, whether vision/medical or financial,  
 related to Provider’s activities undertaken pursuant to the terms of this Agreement at  
 no cost to the requesting entity.  
9.  That any Oversight Entities, including but not limited to DSS, the Attorney General of  
 the State, the state fraud agency, the United States Department of Health and Human  
 Services ("HHS"), the Comptroller General of the United States, and/or their duly  
 authorized representatives shall have access to any books, documents, papers and  
 records which are related to this Agreement for the purpose of making audit,  
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examination, excerpts and transcriptions; provided, however, that those records 
detailing health care status and/or treatment of specific Members eligible for coverage of 
health care/vision services under Title XVIII of the Social Security Act need not be made 
available to the Comptroller General of the United States.  


10.  That Provider shall allow duly authorized agents or representatives of Oversight  
 Entities, during normal business hours, access to Provider’s premises to inspect, audit,  
 monitor or otherwise evaluate the performance of Provider’s contractual activities and  
 shall forthwith produce all records requested as part of such review or audit. In the  
 event right of access is requested under this paragraph, Provider shall, upon request,  
 provide and make available staff to assist in the audit or inspection effort, and provide  
 adequate space on the premises to reasonably accommodate personnel conducting the  
 audit or inspections effort. All inspections or audits shall be conducted in a manner as  
 will  not  unduly interfere  with the performance of Provider’s activities. All  
 information so obtained will be accorded confidential treatment as provided under  
 applicable law. Oversight Entities and/or their duly authorized representatives shall be  
 allowed access to evaluate through inspection or other means, the quality,  
 appropriateness and timeliness of services performed under this Agreement.  


(f)  Authority of Provider. Provider represents and warrants that it has full authority to bind those  
 providers listed as Individual Providers to the terms and conditions of this Agreement.  


(g) Insurance. Provider shall procure and maintain at their own cost, liability insurance with limits as 
required by professional industry standards. Provider shall provide evidence of such coverage to 
eyeQuest upon the execution of this Agreement and thereafter as requested by eyeQuest. 


(h) Medicaid Number. Provider shall have his/her own distinct state Medicaid number. 


(i) Appointment Status. Provider shall ensure Members are offered appointments according to state 
requirements; Emergency care appointments must be available at all times. Urgent care 
appointments must be available within three (3) calendar days. Routine care appointments must be 
available within thirty (30) calendar days. In office wait time shall not exceed one (1) hour if an 
appointment is made.  


 
4. Professional Requirements  


(a)  Licensure. Provider and employees or agents rendering services to Members shall be  
 appropriately licensed to render such services as required by state or federal law or regulatory  
 agencies,  and such licenses  shall  be  maintained in  good standing. Provider  shall  provide  
 eyeQuest a copy of said license(s) upon execution of this Agreement and as required thereafter.  
 
(b)  Restriction of Licensure. Provider shall notify eyeQuest within two (2) business days of the loss or  
 restriction of his/her DEA permit or license or any other action that limits or restricts Provider’s  
 ability to practice.  


(c)  Professional Training. Provider and all employees or agents rendering services to Members shall  
 possess the education, skills, training, physical and mental health status, and other qualifications  
 necessary to provide quality vision patient care.  
 
(d)  Professional Standards. Provider and employees or agents rendering services to Members shall  
 provide vision care which meets or exceeds the standard of care for vision providers in the region  
 and shall comply with all standards for providers as established by any state or federal law or  
 regulation.  


(e) Continuing Education. Provider and employees or agents rendering services to Members shall 
comply with continuing education standards as required by state or federal law or regulatory 
agencies. 
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(f) Regulatory Compliance. Provider must meet the minimum requirements for participation in the 
Medicaid program as provided by the State. Provider warrants and represents that it is eligible and 
qualified to participate in federal and state health care programs, including the State’s Medicaid 
Program, and shall immediately notify eyeQuest in writing upon becoming aware of any cause of 
action or proceeding which could result in the termination of Provider’s eligibility or qualification to 
participate in such program.  


5. Payment Arrangement  


(a)  Compensation. Upon receipt of payment from Plan, eyeQuest shall pay Provider according to  
 Attachment A for eligible Medicaid Members. Participating Provider acknowledges that  
 payments made to Participating Provider are derived from federal and state funds and that  
 Participating Provider shall be held civilly and/or criminally liable to both Plan and State in the  
 event of non-performance, misrepresentations, fraud or abuse of services rendered to Covered  
 Persons. Provider agrees to accept electronic payment and electronic remittances if/when  
 available.  
 
(b)  Hold Harmless. Provider agrees and warrants that in no event, including, but not limited to,  
 nonpayment by eyeQuest or Plan, eyeQuest or Plan insolvency, or breach of this Agreement,  
 shall  Provider  bill,  charge,  collect  a  deposit  from,  seek  compensation,  remuneration  or  
 reimbursement from or have any recourse against any Member or persons acting on their behalf  
 for providing Covered Services. This provision does not prohibit Provider from seeking to collect  
 co-insurance, co-payments or deductibles from Members or fees for non-covered services delivered  
 on a fee-for service basis to Members as well as services received by ineligible persons in  
 accordance with the terms of the applicable Plan Certificate. Provider agrees that they shall  
 hold the Members harmless and shall not bill the Member for non-covered services if the  
 services are not covered as a result of any error or omission by Provider.  


Provider also agrees that this hold harmless and warranty provision herein shall: 
1. survive the termination of the Agreement regardless of the cause giving rise to 


termination, and 
2.  supersede any oral or written contract agreement heretofore entered into between  
 Provider, eyeQuest, Plan and Members or designees.  


 
Provider also agrees to hold Plan, the State, Members and the state agencies financially harmless  
from unpaid claims for Covered Services and not seek payment from the State, Members or state  
agencies, if  eyeQuest will not pay for Covered Services performed by Provider under this  
Agreement.  


(c)  Co-payment Limits and Member Charges For Noncovered Services. No deductibles or co- 
 payments are permitted for Medicaid Covered Services. A provider shall be permitted to charge  
 an eligible Member for goods or services which are not covered only if the Member knowingly  
 elects to receive the goods or services and enters into an agreement in writing to pay for such  
 goods or services prior to receiving them. For purposes of this section non-covered services are  
 services not covered under the Medicaid state plan, services which are provided in the absence of  
 appropriate authorization and services which are provided out-of-network unless otherwise  
 specified in the contract, policy or regulation (e.g., family planning, mental health or emergency  
 room services).  


(d)   Coordination of Benefits. Provider shall notify eyeQuest whenever he/she has reason to believe a  
 Member may be entitled to coverage under any other health benefit plan and shall assist eyeQuest in  
 obtaining information for the coordination of benefits when a Member holds other coverage. If a  
 Member is also covered by another vision plan, and eyeQuest determines it is the primary carrier, the  
 Provider agrees that eyeQuest’s obligation to Provider will not exceed the compensation described  
 in this Agreement for the Covered Services in question. If a Member is also covered by another  
 health benefit plan and eyeQuest determines that it is the secondary carrier, the Provider agrees  
 that  
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eyeQuest’s obligation shall not exceed the compensation described in the Agreement for the 
Covered Services in question and that Provider will refund  (reduced by any payments the 
Member may have made to Provider) the aggregate compensation Provider received from the 
other health benefits plan for the Covered Services in question.  


(e)  Other Coverage. Provider agrees that payment defined in Attachment A shall be his/her sole  
 compensation for rendering Covered Services to Members.  


(f)  Missed Appointment. Provider shall not bill, charge, collect a deposit from, seek compensation,  
 remuneration or reimbursement from or have any recourse against a Member or persons acting on  
 their behalf for missed appointments. Provider shall not be required to accept or continue  
 treatment of a Member with whom Provider feels he/she cannot establish and/or maintain a  
 professional relationship, or is beyond the scope of Provider’s expertise or ability.  
 
(g)  Plan Reimbursement. Compensation of Provider by eyeQuest is subject to, and dependent upon,  
 eyeQuest’s receipt of proper claims payment from Plan. In the event of nonpayment by Plan,  
 eyeQuest reserves the right to withhold or recover payment to Provider for all claims not paid  
 by Plan. Once eyeQuest has received the outstanding amount for such claims from Plan, eyeQuest  
 will reimburse Provider according to the terms of this Agreement.  


It is understood and agreed that Provider shall look solely to eyeQuest for compensation for Covered 
Services rendered hereunder to Members. Neither Provider nor any affiliate of Provider shall bill, 
charge or make any other claim against Members, Plan or the State or any of its regulatory 
agencies including, for such services except as specifically provided in this Agreement.  


 
(h)  Advance Deposits. Provider shall not require advance deposits for Covered Services from any  
 Member who provides proof of identity and coverage under the Member Handbook. However,  
 Members may be required to pay Co-payment amounts for certain Covered Services. The  
 collection of Member Co-payments shall be the responsibility of Provider. Non-Covered Services  
 are also collectible from the Member by the Provider.  


(i)  Prohibition on Waiver of Member's Financial Responsibility. Provider shall not, as a matter of  
 business practice, waive Co-payment amounts due from Members for Covered Services provided.  


 
6. Quality Management  


(a)  Cooperation with Quality Programs. Provider shall cooperate with and participate in the  
 utilization review, quality assurance, credentialing, grievance, peer review, claims processing, and  
 audit procedures of eyeQuest, and shall comply with all final determinations rendered by such  
 procedures.  


(b)  Re-credentialing. Provider shall cooperate with the re-evaluation of their credentials at such  
 intervals, as eyeQuest shall determine, but not more frequently than every three years. Such  
 evaluation may take into account a review of Provider's past performance and practice patterns,  
 and a review of vision records and evaluations pertaining to Provider's participation in the delivery  
 of vision care.  


(c)  Audit of Records. eyeQuest, Plan and all applicable state and federal agencies shall have access at  
 reasonable times and upon demand, to inspect the books, records and papers of Provider for the  
 purpose of auditing and evaluating and determining on a concurrent or retrospective basis the  
 necessity or appropriateness of health services provided to Members. eyeQuest, Plan or state  
 and federal agencies or their designees shall also have the right to inspect, upon demand and at  
 reasonable times, Provider’s facilities pursuant to quality management programs or peer review  
 programs. Provider shall provide copies of medical records to eyeQuest, Plan or state and federal  
 agencies or their designees upon request. Copying and delivery expenses associated with  
 compliance with this Agreement shall be the responsibility of Provider.  
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(d) Plan and Regulatory Agency Oversight. The Provider acknowledges and agrees that nothing in 
the Agreement shall be construed to limit: (a) the authority of the Plan to ensure the Provider’s 
participation in and compliance with Plan’s quality assurance, utilization management, member 
grievance and other systems and procedures; (b) any applicable regulatory agency’s authority to 
monitor the effectiveness of such systems and procedures; or (c) Plan’s authority to sanction or 
terminate a Provider found to be providing inadequate or poor quality care or failing to comply 
with Plan’s systems, standards or procedures.  


The Provider acknowledges and agrees that any delegation under a contract of quality assurance, 
utilization management, credentialing, provider relations and other vision management programs, 
shall be subject to Plan’s oversight and monitoring of eyeQuest’s performance. The Provider further 
acknowledges and agrees that Plan, upon the failure of eyeQuest to properly implement and 
administer such systems or to take prompt corrective action after identifying quality, member 
satisfaction or other problems, may terminate the contract and that, as a result of such termination, the 
Provider’s participation in Plan may also be terminated.  


 
7. Independent Contractors  


(a)  Professional Relationship. Provider is an independent contractor and is responsible for  
 maintaining a professional relationship with Members. Provider is responsible for his/her own  
 acts or omissions in his/her professional practice, as well as those acts or omissions of his/her  
 employees and agents. No action by eyeQuest has or is intended to have the effect of infringing upon  
 Provider’s care and treatment of the Member, including without limitation all decisions with  
 respect to administration, treatment or discharge of such Member.  


(b)  Appropriate Treatment. eyeQuest allows open Provider-Member communication regarding  
 appropriate treatment alternatives. Provider will not be penalized for discussing Medically  
 Necessary or appropriate patient care. A determination by eyeQuest that a particular course of  
 treatment is not a Covered Service does not relieve Provider from providing or recommending  
 such care to Members as he/she deems to be appropriate, and that determination may not be  
 considered to be a medical determination made by eyeQuest.  


 
8. Individual Provider  


(a)  Individual Provider Approval. Provider shall supply all information requested by eyeQuest for the  
 purpose of credentialing Individual Provider, and Individual Provider must be approved for  
 participation by eyeQuest in writing before rendering Covered Services to Members.  
 
(b)  Rights and Obligations. Individual Provider shall have the rights and obligations provided in the  
 Agreement which are applicable to Provider, and understands that certain provisions of the  
 Agreement shall also be individually binding on Individual Provider, and that eyeQuest may require  
 performance of all provisions by Individual Provider. Individual Provider also understands that  
 eyeQuest and Provider may amend the Agreement without right of review by or approval of  
 Individual Provider.  


(c)  Reimbursement by Provider. Individual Provider agrees to look solely to Provider for  
 reimbursement of Covered Services, where Provider is designated as payee pursuant to  
 Agreement, as applicable.  


9. Term and Termination  


(a) Term. This Agreement shall begin on the Effective Date and shall end one (1) year 
from such date. Thereafter, this agreement shall automatically renew for successive 
one (1) year periods unless either party provides notice of its intent not to renew. 
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(b) Termination. This Agreement may be terminated as follows: 


i. By eyeQuest upon 30 days prior written notice without cause. 


ii. By Provider upon 90 days prior written notice without cause. 


iii. By either party, in the event of a material breach of this Agreement by the other party, upon 
60 days prior written notice to the other party. 


iv. Upon the occurrence of any of the following events with respect to Provider, eyeQuest has 
the option to immediately terminate Provider's designation as a Participating Provider: 
1. the death of Provider ; 
2. the loss or suspension of the license of Provider; 
3. the loss or suspension of Provider’s drug enforcement administration license, or the 


loss of Provider’s unrestricted prescribing privileges; 
4. the loss of Provider’s liability insurance; 
5. the Provider being restricted from receiving payments from Medicare or Medicaid; 
6. the Provider is convicted of any felony; 
7. the Provider is convicted of any offense involving eyeQuest or Plan; 
8. the failure of the Provider to meet any quality assurance, credentialing, or grievance 


program requirements of eyeQuest, Plan or any state or federal regulatory agency or their 
designees;  


9.  the Provider intentionally and purposefully does not comply with the referral and  
 notification requirements of eyeQuest, Plan or any state or federal regulatory agency  
 or their designees;  
10. the Provider fails to cooperate with eyeQuest in the provision of cost-effective, quality 


services to Members; 
11. the Provider is found to be harming Members; or 
12. any adverse regulatory finding with respect to Provider. 


(c) Effect of Termination. In the event of termination of this Agreement, Provider agrees to complete 
any treatment in progress and/or assist in the orderly transfer of Members to another provider, as 
requested by eyeQuest. Provider must provide timely notification to all Members affected by 
Provider’s termination. 


10. Miscellaneous 


(a) Non-exclusivity. This Agreement is not an exclusive contract and eyeQuest may contract with other 
providers of vision services. Provider may contract with other vision plans. This Agreement shall be 
regarded as confidential and its terms or contents shall not be disclosed to any other party unless 
agreed to in writing by eyeQuest; except, however, Provider may disclose the contents of this Agreement 
to the legal representative of Provider without the consent of eyeQuest. No employee of a Participating 
Provider shall be limited from disclosing information pertaining to the MA Program.  


 
(b)  Amendment or Restated Agreement. eyeQuest may amend or restate this Agreement by  
 sending a copy of the amendment or restated agreement to Provider at least 30 days prior to its  
 effective date. If Provider does not object to such amendment or restated agreement in writing  
 within such 30-day notice period, Provider shall be deemed to have accepted the proposed  
 amendment or restated agreement as of the end of the 30-day notice period. In the event Provider  
 objects within the 30-day notice period, by providing written notice to eyeQuest, the parties  
 shall confer in good faith to reach agreement. If such agreement cannot be reached, eyeQuest  
 may terminate this Agreement.  


(c) Change in Status. Provider understands that any and all changes in the Provider's legal and 
contractual relationship to and with Provider's clinic partners, who are also party to this 
Agreement must be communicated in writing to eyeQuest, or eyeQuest may elect to 
immediately 
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terminate this Agreement. Provider also agrees to provide eyeQuest with  30 days advance 
written notice of any closure of their practice to additional Members, or new location at which 
Provider anticipates seeing Members.  


(d)  Waiver of Breach. The waiver by either party of a breach of violation of any provision of the  
Agreement shall not operate as or be construed to be a waiver of any subsequent breach hereof.  


(e) Governing Law. This Agreement shall be governed in all respects by the laws of the state in 
which services are provided. 


 
(f)  Responsibility for Actions. Each party shall be responsible for any and all claims, liabilities,  


damages, or judgments that may arise as a result of its own negligence or intentional wrongdoing.  


(g)  Severability. The invalidity or unenforceability of any term of condition shall in no way affect the  
 validity or enforceability of the remainder of this Agreement.  


(h)  Arbitration. If a dispute regarding payment arises between the parties involving a contention by  
 one party that the other has failed to perform its obligations and responsibilities under this  
 Agreement, then the party making such contention shall promptly give notice to the other. Such  
 notice shall set forth in detail, the basis for the party’s contention, and shall be sent by Certified  
 Mail-Return Receipt Requested. The other party shall within thirty (30) calendar days of receipt  
 of the notice provide a written response seeking to satisfy the party that gave notice regarding the  
 matters as to which notice was given. Following such response, or the failure of the second party  
 to respond to the compliant of the first party within thirty (30) calendar days, if the party that gave  
 notice of dissatisfaction remains dissatisfied, then the party shall so notify the other party and the  
 matter shall be promptly submitted to inexpensive and binding arbitration.  
 
(i)  Assignment. eyeQuest may assign this Agreement immediately upon written notice to Provider.  
 Provider must obtain eyeQuest’s prior written consent to assign this Agreement.  
 
(j) Notice. Any notices required to be given pursuant to the terms and provision hereof shall be sent 


by mail, addressed to eyeQuest at: 


eyeQuest  
Attn: Provider Information 


12121 N. Corporate Parkway  
 Mequon, WI 53092  


and to the Provider at the address stated herein or as he/she may otherwise notify eyeQuest in writing.  
 
(k)  Form. All words used herein in the singular number shall extend to and include the plural. All  
 words used in the plural numbers shall extend to and include the singular. All words used in any  
 gender shall extend to and include all genders.  


(l)  Entire Agreement. This Agreement, together with all subordinate and other documents and  
 exhibits incorporated herein, constitutes the final and entire expression of the Agreement between  
 the parties with respect to the subject matter contained herein and expressly supercedes all prior  
 and contemporaneous representations, statements, drafts, correspondence or similar understanding  
 or documents.  
 
(m)    Errors. eyeQuest shall make every effort to maintain accurate information; however, eyeQuest  
 shall not be held liable for any damages directly or indirectly due to typographical errors. The  
 Provider agrees to immediately notify eyeQuest of any errors.  


(n) Member Bill of Rights 
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1. The Right to Information. Members have the right to receive accurate, easily 


understood information to assist them in making informed decisions about their health 
plans, facilities and professionals.  


2.  The Right to Choose. Members have the right to a choice of health care providers that is  
 sufficient to assure access to appropriate high-quality health care including giving women  
 access to qualified specialists and giving Members with serious medical conditions and  
 chronic illnesses access to specialists.  


3.  Access to Emergency Services. Members have the right to access emergency health  
 services when and where the need arises. Health plans should provide payment when a  
 Member presents himself/herself to any emergency department with acute symptoms of  
 sufficient severity "including severe pain" that a "prudent layperson" could reasonably  
 expect the absence of medical attention to result in placing that consumer's health in  
 serious jeopardy, serious impairment to bodily functions, or serious dysfunction of any  
 bodily organ or part.  


4.  Being a Full Partner in Health Care Decisions. Members have the right to fully  
 participate in all decisions related to their health care. Consumers who are unable to fully  
 participate in treatment decisions have the right to be represented by parents, guardians,  
 family members, or other conservators. Additionally, provider contracts should not  
 contain any so-called "gag clauses" that restrict health professionals' ability to discuss and  
 advise Members on medically necessary treatment options.  


5.  Care With out Discrimination. Members have the right to considerate, respectful care  
 from all members of the health care industry at all times and under all circumstances.  
 Members must not be discriminated against in the marketing or enrollment or in the  
 provision of health care services, consistent with the benefits covered in their policy  
 and/or as required by law, based on race, ethnicity, national origin, religion, sex, age,  
 current or anticipated mental or physical disability, sexual orientation, genetic  
 information, or source of payment.  


6.  The Right to Privacy. Members have the right to communicate with health care  
 providers in confidence and to have the confidentiality of their individually-identifiable  
 health care information protected, as reasonably necessary and appropriate. Members also  
 have the right to review and copy their own medical records and request amendments to  
 their records.  


7.  The Right to Speedy Complaint Resolution. Members have the right to a fair and  
 efficient process for resolving differences with their health plans, health care providers,  
 and the institutions that serve them, including a rigorous system of internal review and an  
 independent system of external review.  


8. Taking on New Responsibilities. In a health care system that affords Members rights 
and protections, Members must also take greater responsibility for maintaining good 
health. 
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IN WITNESS WHEREOF, the parties hereto have executed this Agreement on the date written below:  


DentaQuest, LLC  
 


Entity Name & Address  
 
 
 
 


Tax ID:  


Phone:  
 
 
 
BY:  ____________________________________________________BY: _________  


(Signature) Steven J. Pollock 
President 


 


DATE: ____/ _____/_____ DATE: _____/ _____/_____ 
 
 
 


INDIVIDUAL PROVIDERS 
(Please type or print) 


Please list the name of all individuals providing vision services under the terms of this Agreement. 
 
 


Individual Provider Individual Provider 
 


Individual Provider Individual Provider 
 


Individual Provider Individual Provider 
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ATTACHMENT A 
Vision Reimbursement  


 


4.00 Timing of Reimbursement Payments  
 
4.01 eyeQuest shall pay Provider within thirty (30) calendar days of receipt of clean claims for vision  
 services rendered to Members. Provider agrees to accept electronic payment and electronic  
 remittances if/when available.  


Provider reimbursement requires receipt of a clean claim. A claim shall be considered clean only if 
the claim requires no further information, documentation, adjustment or alteration by Provider to be 
adjudicated by eyeQuest. Any dispute regarding payment shall be deemed waived unless Provider 
submits written notification of the reasons for the dispute within sixty (60) days of receipt of the 
payment, statement of denial or adjustment.  


4.02 Provider shall utilize Plan designated laboratory for fabrication of frames (V2020) and all lenses  
 (V2100 - V2321).  
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Attachment A-1  
Schedule of Allowable Fees  


** Please refer to your Office Reference Manual for covered procedures **  
 
 


Procedure Code Description Fee 
Eye Examination 
92002 Exam New Patient (Intermediate) $60.00 


 92004 Exam New Patient $60.00 
92012 Exam Existing Patient (Intermediate) $60.00 
92014 Exam Existing Patient $60.00 
Spectacle Frames  and 
Lenses 
V2020 Vision Svcs Frames Purchases Included 


 V2025 Vision Svcs Frames Deluxe $20.00 
M2025 Member’s Frame Included 
V2100 Lens Sphere Single Plano 4.0 Included 
V2101 Single Vision Sphere 4.12-7.00 Included 
V2102 Single Vision Sphere 7.12-20.00 Included 
V2103 Sphcyl 4.00D/12-2.00D Included 
V2104 Sphcyl 4.00D/2. 12-4D Included 
V2105 Sphcyl 4.00D/4.25-6D Included 
V2106 Sphcyl 4.00D/>6.00D Included 
V2107 Sphcyl 4.25D/12-2D Included 
V2108 Sphcyl 4.25D/2.12-4D Included 
V2109 Sphcyl 4.25D/4.25-6D Included 
V21 10 Sphcyl 4.25D/OVER 6D Included 
V21 11 Sphcyl 7.25D/.25-2.25 Included 
V21 12 Sphcyl 7.25D/2.25-4D Included 
V21 13 Sphcyl 7.25D/4.25-6D Included 
V21 14 Sphcyl OVER 12.00D Included 
V21 15 Lens Lenticular Bifocal Included 
V21 18 Lens Aniseikonic Single Included 
V2121 Lenticular Lens, Single Included 
V2200 Lens Sphere Bifoc Plano 4.00D Included 
V2201 Lens Sphere Bifocal 4.12-7.0 Included 
V2202 Lens Sphere Bifocal 7.12-20. Included 
V2203 Lens Sphcyl Bifocal 4.00D/.1 Included 
V2204 Lens Sphcyl Bifocal 4.00D/2. 1 Included 
V2205 Lens Sphcyl Bifocal 4.00D/4.2 Included 
V2206 Lens Sphcyl Bifocal 4.00D/OVE Included 
V2207 Lens Sphcyl Bifocal 4.25/7D/. Included 
V2208 Lens Sphcyl Bifocal 4.25-7/2. Included 
V2209 Lens Sphcyl Bifocal 4.25-7/4. Included 
V2210 Lens Sphcyl Bifocal 4.25-7/OV Included 
V221 1 Lens Sphcyl Bifo 7.25-12/.25- Included 
V2212 Lens Sphcyl Bifo 7.25-12/2.2 Included 
V2213 Lens Sphcyl Bifo 7.25-12/4.2 Included 
V2214 Lens Sphcyl Bifo Over 12. Included 
V2215 Lens Lenticular Bifocal Included 
V2218 Lens Aniseikonic Bifocal Included 
V2219 Lens Bifocal Seg Width Over Included 
V2220 Lens Bifocal Add Over 3.25D Included 
V2221 Lenticular Lens, Bifocal Included 
V2300 Lens Sphere Trifocal 4.00D Included 
V2301 Lens Sphere Trifocal 4.12-7. Included 
V2302 Lens Sphere Trifocal 7.12-20 Included 
V2303 Lens Sphcyl Trifocal 4.0/.12- Included 
V2304 Lens Sphcyl Trifocal 4.0/2.25 Included 
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Spectacle Frames   and  
Lenses Continued  
V2305 Lens Sphcyl Trifocal 4.0/4..25 Included 
V2306 Lens Sphcyl Trifocal 4.00/>6 Included 
V2307 Lens Sphcyl Trifocal 4.25-7/. Included 
V2308 Lens Sphcyl Trifocal 4.25-7/2. Included 
V2309 Lens Sphcyl Trifocal 4.25-7/4. Included 
V2310 Lens Sphcyl Trifocal 4.25-7/>6 Included 
V2311 Lens Sphcyl Trifo 7.25-12/.25- Included 
V2312 Lens Sphcyl Trifo 7.25-12/2.25 Included 
V2313 Lens Sphcyl Trifo 7.25-12/4.25 Included 
V2314 Lens Sphcyl Trifocal Over 12 Included 


 V2315 Lens Lenticular Trifocal Included 
V2318 Lens Aniseikonic Trifocal Included 


 V2319 Lens Trifocal Seg Width >28 Included 
 V2320 Lens Trifocal Add Over 3.25D Included 


V2321 Lenticular Lens, Trifocal Included 
Dispensing Services  * Dispensing is paid at $12.50 when member chooses a deluxe frame (V2025) 
92340 Fitting of Spectacles   $20.00 


 92341 Fitting of Spectacles   $2.00 
92342 Fitting of Spectacles $20.00 
Contact Lens Fitting* *Medically necessary only, with prior approval 
92310 Contact Lens Fitting $72.62 
92311 Contact Lens Fitting $72.00 


 92312 Contact Lens Fitting $77.54 
92313 Contact Lens Fitting $68.00 
Contact Lens* *Medically necessary only, with prior approval 
V2500 Contact Lens PMMA Spherical $70.52 


 V2501 Contact Lens PMMA-Toric/Prism $110.91 
V2502 Contact Lens PMMA, Bifocal $162.28 
V2510 Contact Gas Permeable Sphericl $94.80 


 V251 1 Contact Toric Prism Ballast $153.22 
V2512 Contact Lens Gas Permbl Bifocl $177.88 
V2513 Contact Lens Extended Wear $163.20 
V2520 Contact Lens Hydrophilic $83.64 
V2521 Contact lens Hydrophilic toric $145.61 
V2522 Contact Lens Hydrophilic, Bifocal $188.95 
V2523 Contact lens Hydrophilic extend $120.76 


 V2530 Contact Lens Scleral $178.66 
V253 1 Contact Lens Scleral Gas Permeable $426.30 
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ATTACHMENT FOR  
STATE OF NEVADA MEDICAID REQUIREMENTS 


1. Definitions 
 


(a) “DHCFP” means the Nevada Division of Health Care Financing and Policy. 


(b) “DHCFP Contract” means the contract relationship for the Nevada Medicaid Program and the 
contract or relationship for the Nevada Medicaid and SCHIP Programs between the Plan and 
Nevada Division of Health Care Financing and Policy (“DHCFP”) for the provision of medical 
services to Members and shall include all DHCFP regulation.  


 
2. Provider Obligations  


 
 
(a)  DHCFP Contract. Provider acknowledges that Plan has entered into a contract with the  
 DEPARTMENT OF HUMAN RESOURCES, DIVISION OF HEALTHCARE FINANCING AND  
 POLICY, NEVADA MEDICAID (“DHCFP”) to provide managed care services to eligible  
 Medicaid enrollees ("the DHCFP Contract") and agrees that the terms and conditions of the DHCFP  
 Contract are hereby incorporated by reference in this Agreement. The DHCFP Contract will be  
 provided to Provider upon request. Provider further agrees to abide by all DHCFP Performance  
 Standards set forth below under Section 11. DHCFP Performance Standards and in the DHCFP  
 Contract. Provider agrees it will reimburse Plan for any liquidated damages assessed against Plan for  
 failure by Provider to comply with the DHCFP Performance Standards or the minimum standards set  
 forth in the DHCFP Contract which can be traced to the failure of Provider to comply with the  
 DHCFP Performance Standards or the minimum standards set forth in the DHCFP Contract. To the  
 extent applicable, Provider agrees to submit valid Encounter Data.  


3. DHCFP Performance Standards and Required Provisions  
 
(a)  Medical records must be maintained in accordance with standard XII of the "Guidelines for  
 Internal Quality Assurance Programs" as set forth in the HCFA Medicaid Guidelines. The Records  
 shall be available for review by duly authorized representatives of DHCFP and CMS upon request.  
 
(b)  Provider certifies that it does not currently have, pursuant to 42 USC § 1396a(p) and 42 CFR §  
 434.80 regarding any contractor, any person or entity with direct or indirect ownership interest or  
 control of five percent (5%) or more in the Provider, any officer, director, agent, contractor or  
 managing employee of the Provider, who has been convicted of any offense or received certain  
 sanctions described in 42 USC § 1 320a-7(a) and (b) and 42 CFR 455.100 through 455.106 that is  
 excluded or could be excluded, or that has been debarred, suspended, proposed for debarment,  
 declared ineligible or voluntarily excluded from any federal program and any individual or entity  
 excluded from Medicare or Medicaid participation, or debarred, suspended, or excluded from any  
 federal program that the Provider employs or contracts with directly or indirectly. Provider shall  
 investigate and promptly, fully disclose to DHCFP the existence of any and all above referenced  
 convictions and sanctions by the relevant persons and entities listed above, regardless of any  
 opinion whether or not the entity or person could be excluded in accordance with 42 CFR  
 455.104. Such offense or sanction includes but is not limited to any debarment or suspension as a  
 federal contractor under 28 CFR Part 67 or other exclusions contained in 42 USC § 1 320a-7,  
 inclusive.  


(c) Provider must comply with all applicable federal and State laws and regulations including Title VI 
of the Civil Rights Act of 1964; Title IX of the Education Amendments of 1972 (regarding 
education programs and activities); the Age Discrimination Act of 1975; the Rehabilitation Act of 
1973; and the Americans with Disabilities act; the Equal Employment Opportunity Act (Executive 
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Orders 11246 and 11375); the Copeland Anti-Kickback Act (18 USC 874 and 70 USC 276c); the 
Davis Bacon Act, as amended (40 USC 276a to a7); Contract Work Hours and Safety Standards Act 
(40 USC 327-333); Rights to Inventions Made Under a Contract or Agreement; Clean Air Act (42 
USC 7401 et seq.) and the Federal Water Pollution Control Act as amended (33 USC 1251 et seq.;  
Byrd Anti-Lobbying Amendment (31 USC 1352); and Debarment and Suspension 
(Executive Orders 12549 and 12689); Energy Policy and Conservation Act.  


(d)  Provider must also not discriminate against recipients based on the same civil rights identifiers  
 mentioned above. Non-discrimination notices must be posted to inform recipients and employees  
 of the Provider’s non-discrimination policies and practices.  


(e)  In connection with the performance of work under this contract, Provider agrees not to  
 discriminate against any employee or offer for employment because of race, national origin, creed,  
 color, sex, religion, age, physical or mental disability.  


Provider agrees the books, records (written, electronic, computer related or otherwise), actuarial  
reports, financial statements, medical records, quality assurance data using the data and  
information set that the Secretary has specified for use under Part C of Title XVII, or such  
alternative data as the Secretary approves in consultation with the State, facilities and accounting  
procedures and practices of Provider relevant to this contract, shall be subject to inspection,  
examination, copying and audit during regular business hours, at various but necessary times by  
DHCFP or its contracted examiner(s), the State of Nevada Division of Insurance division or its  
contracted examiner(s), the State Board of Health and the State Health Division or its contracted  
examiner(s), the Attorney General of Nevada or the State Legislative Auditor, the Controller  
General of the United States, the United States General Accounting Office, the Centers of  
Medicare and Medicaid Services (CMS), or any authorized representative of these entities, or any  
other person or entity allowed by law, for the purposes of assuring financial solvency, determining  
amounts payable, assuring availability, accessibility and quality assurance standards, facilitating  
resolution of disputes arising under the contract and investigation of any suspected Medicaid fraud  
or abuse by Provider or recipient. 
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MEDICARE REQUIREMENTS  


Provider agrees to the following terms and conditions as they pertain to services rendered to Members enrolled in an 
applicable Medicare Advantage Plan. Since the Agreement between Provider and Payor, in whole or in part, relates to 
services provided to Medicare Advantage Members, you are required by Centers for Medicare and Medicaid 
Services (“CMS”), contracted Plan, and Payor, to agree to and comply with the following requirements.  
 
For purposes of this Medicare Requirements Attachment, reference to “Provider” means the individual or entity  
identified as a named party to the Agreement, its employees, contractors and/or subcontractors and those individuals  
or entities performing administrative services for or on behalf of Provider and/or any of the above referenced  
individuals or entities performing services related to the Agreement. Provider acknowledges that the requirements  
contained in this Attachment shall apply equally to the above referenced individuals or entities and that Provider’s  
agreements with such individuals or entities shall contain the applicable Medicare requirements set forth in this  
Attachment. In the event of a conflict  between any provision in this Attachment and such agreement, this  
Attachment will control.  
 
Except as specifically amended hereby, the terms and conditions of the Agreement remain the same. In the event of a 
conflict between the Agreement and this Attachment, this Attachment will control with respect to Members of 
Medicare Advantage Plans.  
 
1.    Compliance with Law. Provider acknowledges that payment received for providing Covered Services to 
Members under the Agreement, in whole or in part, are deemed to be federal funds subject to all laws and 
regulations applicable to recipients of federal funds.    As such, Provider agrees to comply with all applicable 
Medicare laws, rules and regulations, reporting requirements, CMS instructions, and applicable requirements of the 
contract between Plan and CMS (the “Medicare Contract”) and with all other applicable state and federal laws and 
regulations, as may be amended from time to time, including, without limitation: (1) Federal laws and regulations 
designed to prevent or ameliorate fraud, waste, and abuse, including, but not limited to, applicable provisions of 
Federal criminal law, the False Claims Act  (31 U.S.C.  3729 et. seq.), and the anti-kickback statute  (section 
1128B(b)) of the Act); and  (2) the Health Insurance Portability and Accountability Act of  1996  (“HIPAA”) 
administrative simplification rules at 45 CFR parts 160, 162, and 164. [42 C.F.R. § 422.504(h)].  
 
2.   Medicare Advantage Member Privacy and Confidentiality. Provider agrees to comply with all state and 
federal laws, rules and regulations, Medicare program requirements, and/or requirements in the Medicare Contract 
regarding privacy, security, confidentiality, accuracy and/or disclosure of records (including, but not limited to, 
medical  records),  personally  identifiable  information  and/or  protected  health  information  and  enrollment 
information including, without limitation: (1) HIPAA and the rules and regulations promulgated thereunder, (2) 42  
C.F.R. § 422.504(a)(13), and (3) 42 C.F.R. § 422.118; (iv) 42 C.F.R. § 422.516 and 42 C.F.R. § 422.310 regarding 
certain reporting obligations to CMS.   Provider also agrees to release such information only in accordance with 
applicable state and/or federal law or pursuant to court orders or subpoenas.  
 
3.   Audits; Access to and Maintenance of Records. Provider shall permit inspection, evaluation and audit directly by 
Payor, Plan, the Department of Health and Human Services (DHHS), the Comptroller General, the Office of the 
Inspector General, the General Accounting Office, CMS and/or their designees, and as the Secretary of the DHHS 
may deem necessary to enforce the Medicare Contract, physical facilities and equipment and any pertinent 
information including books, contracts (including any agreements between Provider and its employees, contractors 
and/or subcontractors providing services related to the Agreement), documents, papers, medical records, patient care 
documentation and other records and information involving or relating to the provision of services under the 
Agreement, and any additional relevant information that CMS may require (collectively, “Books and Records”). All 
Books and Records shall be maintained in an accurate and timely manner and shall be made available for such 
inspection, evaluation or audit for a time period of not less than ten (10) years, or such longer period of time as may be 
required by law, from the end of the calendar year in which expiration or termination of this Agreement occurs or from 
completion of any audit or investigation, whichever is greater, unless CMS, an authorized federal agency, or such 
agency’s designee, determines there is a special need to retain records for a longer period of time, which may include 
but not be limited to: (i) up to an additional six (6) years from the date of final resolution of a dispute, allegation 
of fraud or similar fault; or (ii) completion of any audit should that date be later than the time frame(s)  
 
 


Medicare Requirements 1 


eyeQuest Attachment 5.1.11.4: Base Network Contract Sample


VII-505







 
 
 
 
 


indicated above; (iii) if CMS determines that there is a reasonable possibility of fraud or similar fault, in which case 
CMS may inspect, evaluate, and audit Books and Records at any time; or (iv) such greater period of time as 
provided for by law.   Provider shall cooperate and assist with and provide such Books and Records to Payor, Plan 
and/or CMS or its designee for purposes of the above inspections, evaluations, and/or audits, as requested by CMS or 
its designee and shall also ensure accuracy and timely access for Members to their medical, health and enrollment 
information and records.   Provider agrees and shall require its employees, contractors and/or subcontractors and 
those individuals or entities performing administrative services for or on behalf of Provider and/or any of the above 
referenced individuals or entities: (i) to provide Payor, Plan and/or CMS with timely access to records, information 
and data necessary for:  (1) Plan to meets its obligations under its Medicare Contract(s); and/or  (2) CMS to 
administer and evaluate the MA program; and (ii) to submit all reports and clinical information required by the Plan 
under the Medicare Contract. [42 C.F.R. § 422.504(e)(4), (h), (i)(2), and (i)(4)(v).]  
 
In accordance with applicable law:   (1) nothing in this agreement or any other agreement shall be construed to limit:  
(a) the authority of Payor or the Plan to ensure participation in and compliance with its quality assurance, utilization  
management, member grievance and other systems and procedures;  (b) the DHHS’ authority to monitor the  
effectiveness of the Plan’s systems and procedures, or to require the Plan to take prompt corrective action regarding  
quality of care or Member appeals, grievances and complaints; (c) Payor or Plan’s authority to sanction or terminate  
a provider found to be providing inadequate or poor quality care or failing to comply with Payor or Plan’s systems,  
standards or procedures; and (2) Provider shall participate and abide by the decisions of Payor and/or Plan’s medical  
policy,  quality  assurance,  medical  management, utilization review, member grievance and Medicare’s appeal  
system.  
 
Where applicable, Provider will participate in the collection and submission of data to CMS which includes, but is not 
limited to the following: (a) impatient hospital data for discharges; (b) physician, outpatient hospital skilled nursing 
facility and home health agency data; and (c) all other data CMS deems necessary. Provider shall certify the accuracy of 
he data that is collected and submitted to CMS where applicable.  
 
4.   Prompt Payment of Claims.  Payor and/or Plan and/or Provider, as applicable, agree to process and pay or deny 
claims for Covered Services within thirty (30) calendar days of receipt of such claims in accordance with the 
Agreement.  [42 C.F.R. § 422.520(b).]  
 
5.   Hold Harmless of Members.   Provider hereby agrees: (i) that in no event, including but not limited to, 
nonpayment by Payor or Plan, Payor or Plan’s determination that services were not Medically Necessary, Payor or Plan 
insolvency, or breach of the Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, 
remuneration or reimbursement from, or have any recourse against a Member for amounts that are the legal 
obligation of Payor or Plan; and (ii) that Members shall be held harmless from and shall not be liable for payment of 
any such amounts. Provider further agrees that this provision (a) shall be construed for the benefit of Members; (b) 
shall survive the termination of this Agreement regardless of the cause giving rise to termination, and (c) supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and Members, or persons 
acting on behalf of a Member. [42 C.F.R. § 422.504(g)(1)(i) and (i)(3)(i).]  
 
Provider may notify a Member that certain medical services have been determined to be non-Covered Services  
according to the terms of   the Plan and may, if the Member desires, make independent financial arrangements in  
advance, with written documentation thereof, and collect from such Member for such non-Covered Services. In the  
event that any charges for services which are determined to be non-Covered Services are billed by Provider to  
Payor, Plan or to a Member who has not agreed in advance in writing to independent financial arrangements and  
payment is made by Payor, Plan or Member, Provider shall immediately, upon request by Payor, Plan and/or  
Member, refund to Payor, Plan or Member the full amount collected by Provider attributable to non-Covered  
Service.  
 
As required by 42 C.F.R. § 1001.952(m)(1)(i), in the case of services furnished to Members, Provider shall not 
claim payment in any form from CMS or from any other agency of the United States or from any state for items and 
services furnished in accordance with the Agreement, except as may be approved by CMS or a State agency, nor 
shall Provider otherwise engage in any shifting of costs or seek increased payments from the Medicare Advantage 
Program or any State health care program as a result of furnishing such services to Members.  
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6.   Accountability.   Payor and Provider hereby acknowledge and agree that Plan shall oversee the provision of 
services by Provider and Payor and shall be accountable under the Plan’s Medicare Contract for services provided to 
Members under the Agreement regardless of the provisions of the Agreement or any delegation of administrative 
activities or functions to Provider under the Agreement. [42 C.F.R. § 422.504(i)(1); (i)(4)(iii); and (i)(3)(ii).]  
 
7.   Delegated Activities. Provider acknowledges and agrees that to the extent Payor, in its sole discretion, elects to 
delegate any administrative activities or functions to Provider, Provider understands and agrees that: (i) Provider 
may not delegate, transfer or assign any of Provider’s obligations under the Agreement and/or any separate 
delegation  agreement without Payor’s prior  written  consent;  and (ii)  Provider  must  demonstrate,  to  Payor’s 
satisfaction, Provider’s ability to perform the activities to be delegated and the parties will set out in writing: (1) the 
specific activities or functions to be delegated and performed by Provider; (2) any reporting responsibilities and 
obligations pursuant to Payor’s or Plan’s policies and procedures and/or the requirements of the Medicare Contract;  
(3) monitoring and oversight activities by Payor or Plan including without limitation review and approval by Payor or 
Plan of Provider’s credentialing process, as applicable, and audit of such process on an ongoing basis; and (4) 
corrective action measures, up to and including termination or revocation of the delegated activities or functions and 
reporting responsibilities if CMS or Payor or Health Plan determines that such activities have not been performed 
satisfactorily. [42 C.F.R. § 422.504(i)(3)(iii); 422.504(i)(4)(i)-(v).]  
 
The parties agree, notwithstanding anything set forth in the Agreement, that the Plan oversees and is accountable to 
CMS for any functions or responsibilities that are described in the CMS regulations.  
 
8.   Compliance with Payor and Health Plan Policies and Procedures. Provider shall comply with all policies and  
procedures of Payor and Plan including, without limitation, written standards for the following: (a) timeliness of  
access to care and member services;  (b) policies and procedures that allow for individual medical necessity  
determinations (e.g., coverage rules, practice guidelines, payment policies); (c) provider consideration of Member  
input into Provider’s proposed treatment plan; and (d) Plan’s compliance program which encourages effective  
communication between Provider and Plan’s Compliance Officer and participation by Provider in education and  
training programs regarding the prevention, correction and detection of fraud, waste and abuse and other initiatives  
identified by CMS. The aforementioned policies and procedures are identified in Payor and Plan Provider Manuals  
which are incorporated herein by reference and may be amended from time to time by Payor or Plan. [42 C.F.R. §  
422.112; 422.504(i)(4)(v); 42 C.F.R. § 422.202(b); 42 C.F.R. § 422.504(a)(5); 42 C.F.R. § 422.503(b)(4)(vi)(C) &  
(D) & (G)(3).]  
 
Provider shall report in writing to Plan within thirty calendar days of Provider’s knowledge any and all civil 
judgments and “other adjudicated actions or decisions” against Provider related to the delivery of any health care item 
or service (regardless of whether the civil judgment or other adjudicated action or decision is the subject of a pending 
appeal). “Other adjudicated actions or decisions” means formal or official final actions taken against a health care 
provider by a federal or state governmental agency or a health plan, which include the availability of a due process 
mechanism, and are based on acts or omissions that affect or could affect the payment, provision, or delivery of a 
health care item or service. An action taken following adequate notice and hearing requirement that meets the 
standards of due process set out in section 412(b) of the Health Care Quality Improvement Act (42 U.S.C. § 11112(b)) 
also would qualify as a reportable action under this definition. The fact that Provider elects not to use the due process 
mechanism provided by the authority bringing the action is immaterial, as long as such a process is available to the 
subject before the adjudicated action or decision is made final.  
 
9.   Continuation of Benefits. Provider agrees that except in instances of immediate termination by Payor or Plan for 
reasons related to professional competency or conduct and upon expiration or termination of the Agreement, 
Provider will continue to provide Covered Services to Members as indicated below and to cooperate with Payor or 
Plan to  transition  Members to other participating  Providers  in  a  manner  that  ensures  medically  appropriate 
continuity of care. In accordance with the requirements of the Medicare Contract, Payor’s or Plan’s accrediting 
bodies and applicable law and regulation, Provider will continue to provide Covered Services to Members after the 
expiration or termination of the Agreement, whether by virtue of insolvency or cessation of operations of Payor or 
Health Plan, or otherwise: (i) for those Members who are confined in an inpatient facility on the date of termination 
until discharge; (ii) for all Members through the date of the applicable Medicare Contract for which payments have 
been made by CMS to Payor or Plan; and (iii) for those Members undergoing active treatment of chronic or acute 
medical conditions as of the date of expiration or termination through their current course of active treatment not to 
exceed ninety (90) days unless otherwise required by item (ii) above. [42 C.F.R. 422.504(g)(2) & (3).]  
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10.   Physician Incentive Plans. The parties agree: (i) that nothing contained in the Agreement nor any payment  
made by Payor or Plan to Provider is a financial incentive or inducement to reduce, limit or withhold Medically  
Necessary services to Members; and (ii) that any incentive plans between Payor or Plan and Provider and/or  
between Provider and its employed or contracted physicians and other health care practitioners and/or providers  
shall be in compliance with applicable state and federal laws, rules and regulations and in accordance with the  
Medicare Contract. Upon request, Provider agrees to disclose to Payor or Plan the terms and conditions of any  
“physician incentive plan” as defined by CMS and/or any state or federal law, rule or regulation. [42 C.F.R. §  
422.208.]  
 
11.   Termination.  Notwithstanding any provision regarding termination, no termination of this Agreement without 
cause or requested by Provider shall be effective unless made in advance in writing to Payor, not less than ninety  
(90) days prior to the anniversary date of the Agreement. Payor, the Plan or its designee may terminate Provider  
from this Product upon ninety (90) days advance written notice to Provider. If in Payor or Plan’s judgment, Provider  
has failed to cooperate with and abide by the decisions of Payor or Plan’s medical policy, quality assurance, medical  
management, utilization review, member grievance and Medicare’s appeal systems, or is found to be harming  
Members, or if the continuation or participation negatively effects patient care, Provider’s participation in this  
Product may be terminated. Nothing set forth herein shall limit the ability of the Plan to delegate all or a portion of  
these functions. Payor or Plan hereby agrees to provide notice to Provider when Payor or Plan denies, suspends, or  
terminates the Agreement with Provider and include: (a) the reason for the action, (b) the standards and profiling  
data Payor or Plan used to evaluate Provider, (c) the numbers and mix of health care professionals needed for Payor  
or Plan to provide adequate access to services, and (d) Provider’s right to appeal the action and the timing for  
requesting a hearing.  
 
12.   Treatment Standards. Provider agrees to provide, in a manner consistent with professionally recognized 
standards of health care, all benefits covered by the Plan. Provider shall provide Covered Services to Members in 
accordance with the same standards and within the same time frames as generally provided by Provider to other 
patients that are not Members and to not differentiate or discriminate in the treatment of or in the quality of services 
delivered to Members on the basis of age, race, color, national origin, religion, handicap, ancestry or marital status, 
any factor that is related to health status, or participation in the Medicare Program. Factors related to health status 
include, but are not limited to the following: (a) medical condition, including mental as well as physical illness; (b) 
claims  experience; (c)  receipt  of  health  care; (d)  medical  history; (e)  genetic  information; (f)  evidence  of 
insurability, including conditions arising out of acts of domestic violence; and (g) disability.  
 
14.    Credentialing.    To participate  in  any product offered  to  Medicare Members, Provider must meet the 
credentialing standard established by Payor and Plan.  
 
15.   Exclusion.   Provider shall not employ or contract for the provision of health care, utilization review, medical 
social work, or administrative services with any individual excluded from participation in Medicare under section 
1128 and 1128A of the Social Security Act. Provider hereby certifies that no such excluded person currently is 
employed by or under contract with Provider relating to the furnishing of these services to Members. Providers that are 
facilities, including Participating Hospitals, must be Medicare certified. All other Providers must be Medicare 
participating providers. Participating Providers shall notify Payor upon any change in such status.  
 
16.   Initial Assessment.   As applicable, Provider shall cooperate with Plan in furnishing an initial assessment of new 
Members’ heath care needs within 90 days of their enrollment.  
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 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-511 
November 15, 2012 


National Imaging Associates (NIA) 
Administration of radiological and imaging services 


5.1.1 


Company name:  National Imaging Associates, Inc. (NIA) 
Ownership (sole proprietor, 
partnership, etc.): 


Corporation—Indirect, wholly owned subsidiary of Magellan 
Health Services, Inc. 


State of incorporation:  Delaware 
Date of incorporation:  1996 
# of years in business:  17 years (since 1995) 


List of top officers: 


 Tina Blasi, CEO 
 René Lerer, MD, Executive 
Vice President  


 Thomas Dehn, MD, FACR, 
Chief Medical Officer 


 Daniel Gregoire, Vice 
President, Secretary 


 Jonathan Rubin, Vice 
President, Treasurer 


 Linton Newlin, Vice President, 
Assistant Secretary 


 Dennis Lazaroff, Vice President 
 Margie Smith, Assistant 
Secretary 


 John DiBernardi, Assistant 
Secretary 


Location of company 
headquarters: 


6950 Columbia Gateway Dr. 
Columbia, MD 21046 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


NIA has customer care centers in St. Louis, MO; Phoenix, AZ; and 
Rancho Cordova, CA. 


For the radiology benefits management (RBM) program, NIA 
employees will support the State of Nevada comprehensively 
through several locations as follows:  


 St. Louis, MO National Operations/Call Center: Prior 
Authorization/Utilization Management (UM) services 


 California: Network support resources, including provider 
services, training, orientation, and service  


California, Missouri, Pennsylvania, Virginia: Comprehensive 
(Medicaid experienced) NIA account service team (comprising a 
Senior Account Manager, Radiologist Medical Director, a Senior 
Analytics Director, and a Client Service Lead). 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


NIA’s Provider Services team will be very involved with this 
account. Tina Kaplan, NIA’s VP, Provider Relations, will oversee all 
provider training and orientation activities. Kevin Apgar, NIA’s 
senior Provider Relations Manager for Nevada since 2001, will lead 
these activities and ensure that all Nevada providers understand 
the parameters of the RBM program and have the tools needed to 
participate with the program effectively. Ms. Kaplan and Mr. Apgar 
also will provide education and training to all health plan 
personnel and State of Nevada Medicaid personnel as needed. 
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Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


NIA has 446 employees nationally and brings the State tremendous 
experience with a Medicaid presence in 31 national markets and 
serving more than six million Medicaid recipients nationally. 
Locally, NIA currently works with one Nevada payer and provides 
services to 85,000 Medicaid members. The number of employees 
that will be aligned to supporting the State of Nevada Medicaid 
account will be extensive and generally would represent a wide 
range of staffing across multiple business areas including the 
following: 


 National Operations/Call Center (clinical and operational 
hub): 126 employees 


 Provider Relations/Servicing: Two employees 


 Network Development: Two employees 


 Account Service Team: Five employees 


 Executive Oversight: Two employees 


Location(s) from which 
employees will be assigned for 
this project: 


The employees designated to serve the State of Nevada are 
located in Missouri, California, Pennsylvania, and Virginia. 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


NIA understands and complies with this requirement. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


License Number:16233. Yes, the legal name is National Imaging Associates, Inc. (NIA). 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


NIA understands and acknowledges this requirement. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  
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C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?                


B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?       


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case?                               


F. Status of litigation? 


No 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, NIA has all the appropriate insurance requirements as specified in Attachment E as applicable. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


As of June 30, 2012, NIA serves 6.1 million Medicaid lives, representing approximately 35% of NIA’s 
book of business. NIA serves nearly 85,000 of those lives in the State of Nevada. Approximately one 
million lives (6%) of NIA’s business is in serving Medicare lives, with the remaining 10.2 million (59%) 
commercial. 


As a recognized leader in the Radiology Benefits Management space, NIA has provided innovative 
clinical solutions to payers since 1995, partnering with more than 51 national and regional customers 
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and serving more than 17 million lives in 26 states. In 2008, NIA began partnering with Amerigroup 
Nevada to provide RBM services for the State of Nevada (Medicaid). 


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


NIA has a proven track record in delivering clinically effective, quality focused, and financially viable 
programs. NIA offers a comprehensive range of programs and strategies focused on addressing the 
many challenges in the outpatient imaging arena (costs, quality, provider performance, patient safety) 
including advanced imaging, obstetrical ultrasound, pain management, and emergency department 
imaging. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


NIA was founded in 1995 as a division of Corning Life Sciences, Inc. NIA became an independent entity 
in 1996. On January 31, 2006, Magellan Health Services, Inc. (Magellan) purchased NIA from its 
shareholders, making NIA an indirect, wholly owned subsidiary of Magellan. Headquartered in Avon, 
Connecticut, Magellan, the country’s leading diversified health services organization is a publicly 
traded, for‐profit corporation that registers its stock with the US Securities and Exchange Commission 
and trades actively on the NASDAQ Stock Market under the ticker symbol MGLN.  


Originally founded to provide radiology benefits management for advanced imaging modalities, NIA 
has since expanded its program offerings to include a more comprehensive suite of programs and 
solutions that address customer cost‐of‐care challenges. These solutions include the management of 
cardiac, oncology, pain, obstetrical ultrasounds, emergency department imaging, and genetic testing. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


NIA is a Delaware corporation. The State of Delaware does not apply procurement preferences that are 
not available to the State of Nevada. 


D. The location of disaster recovery back‐up site. 


NIA uses Iron Mountain for daily data backup and offsite storage of data recovery media. If NIA 
declares a disaster, NIA delivers those media to its designated hot site, SunGard Recovery Services, in 
Philadelphia, PA. 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Darlene Burton, Senior Vice President, Business Partnerships 


National Imaging Associates, Inc. 


6950 Columbia Gateway Dr. 
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Columbia, MD 21046 


(410)‐953‐1211 


dmburton@magellanhealth.com  


F. The size of organization in assets, revenue and people. 


Assets: Magellan’s total assets as of June 30, 2012 totaled $1.409 billion, which includes unrestricted 
cash and investments of $239.5 million. NIA does not disclose asset information by business segment. 
This information is in agreement with Form 10‐Q for the quarterly period ended June 30, 2012. The 
Form 10‐Q for the quarterly period ended September 30, 2012 became available at the end of October, 
2012. 


Revenue: Through June 30, 2012, Magellan Health Services, parent of NIA, reported year‐to‐date net 
revenue of $1.579 billion. NIA’s reported segment is $165.7 million.  


People: Per Magellan’s Form 10‐K for the year ended December 31, 2011, Magellan had approximately 
4,800 full‐ and part‐time employees. This disclosure is made annually. NIA has approximately 446 
employees. 


G. The organizational chart of your senior management by function including key personnel. 


See Attachment 5.1.11.8 for NIA’s organizational chart.   


H. The areas of specialization. 


Areas of specialization include providing management solutions for high cost‐of‐care areas of 
outpatient imaging including advanced imaging, cardiac imaging, non‐advanced imaging, obstetrical 
ultrasound, and pain management. NIA’s solutions include a myriad of customized strategies ranging 
from clinical strategies (utilization management, validation of records, ordering/imaging request 
trends), provider assessment (accreditation, adherence to quality processes), and ongoing provider 
profiling. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


NIA’s annual net revenue for radiology benefits management services was $1.4 million in 2010 and 
$1.5 million in 2011. 


J. The corporate philosophy and mission statement. 


NIA’s corporate philosophy is to deliver products and services that are built on a strong foundation of 
clinical integrity. NIA helps ensure that patients receive timely referrals to appropriate levels of needed 
care, prevents authorization of unnecessary procedures, and avoids the waste of customer or public 
money.  


NIA’s mission is to deliver innovative, clinically driven specialty management programs that create 
value for its customers and improve the overall health care experience for consumers. 


K. A description of any plans for future growth and development of your organization. 


NIA has built its reputation on staying on effective program development. Product Innovation is a core 
competency for NIA and is the result of a proven model that incorporates the voice of the customer, 
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robust empirical modeling and informatics, and clinical rigor and expertise. NIA is committed fully to 
providing innovative utilization management solutions and deploys a dedicated Product Innovation 
team, led by a senior vice president who reports directly to NIA’s CEO.  


NIA’s Product Innovation Strategy, which begins with the identification of high‐growth areas of 
healthcare through environmental scans, customer feedback, consultation with diverse medical 
experts, and analysis of NIA’s expansive data mart and other data. NIA consults with industry experts 
including specialty physicians, specialized coding and billing experts, and professional societies to 
determine NIA’s ability to affect cost and quality for these areas. NIA builds each of its products on a 
foundation of the highest clinical integrity, and the company incorporates feedback and clinically sound 
programmatic elements that minimize disruption to provider workflows, while ensuring that recipients 
receive the most clinically appropriate care. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Founded in 1995 as an RBM pioneer, NIA continues to expand both in terms of its product portfolio 
and the markets it serves. From its foundation in managing advanced imaging, NIA has expanded to 
offer its customers solutions in cardiac services, radiation oncology, ultrasound, and emergency 
department imaging. NIA always has served commercial as well as managed Medicaid and Medicare 
lines of business, although Medicaid continues to grow as the health care landscape changes and states 
and Medicaid plans recognize the value of NIA’ services. NIA continues to seek expansion in Medicaid 
state program partnerships. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


16 years 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


NIA has developed a number of Medicaid imaging networks in states across the country, including 
Nevada, Florida, Georgia, Illinois, Kentucky, Louisiana, Missouri, Ohio, Pennsylvania, and South 
Carolina. In addition to competitive contracting, NIA has a strong provider servicing presence in these 
states to provide the necessary support and service needed in managing a delivery system.  


For the State of Nevada, NIA is very familiar with the provider community, has an experienced Network 
Contracting and Provider Service team in place to support the State, and has conducted many provider 
training sessions with offices and hospitals. 


Current Activities in Nevada 


Since 2003, NIA has performed extensive provider outreach and education to Nevada providers 
including the following: 
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 Nevada provider outreach and education calls (ordering and imaging providers/staff): 300 


 Imaging Nevada provider on‐site visits: 54 


 Nevada ordering provider on‐site visits: 34 
 Nevada provider‐office Town Hall Sessions conducted with more than 400 Nevada ordering, 
imaging, and hospital providers in attendance: Eight 


2. Managed care programs for Medicaid recipients; 


For more than a decade, NIA has been providing customized management solutions to customers that 
serve Medicaid populations. Recognized as a national leader in the RBM industry, NIA currently 
partners with 27 Medicaid customers and provides services to more than 6 million Medicaid recipients 
nationally.  


In 2000, NIA implemented its first Medicaid customer partnership with Gateway Health Plan in 
Pittsburgh, PA. Since that time, NIA has continued to build a strong foundation of Medicaid customers. 
Today, NIA has a Medicaid presence across the country, including in the State of Nevada. NIA has been 
an RBM vendor for State of Nevada Medicaid with Amerigroup since 2009. 


3. Administering Medicaid utilization and case management programs; 


NIA brings extensive expertise in administering utilization management services ad currently 
administers utilization management programs for 51 commercial and state agency customers covering 
17.28 million lives across 26 states, as of June 30, 2012. Of those lives, 6.08 million reflect Medicaid, 1.0 
million reflect Medicare, and 10.2 million reflect commercial lives. 
The company has been successful in developing focused utilization management solutions to address 
the diverse needs of Temporary Assistance for Needy Families (TANF); CHIP; Supplemental Security 
Income (SSI); and Aged, Blind, and Disabled (ABD) Medicaid populations, among others. NIA has 
worked with these underserved populations far longer than any other RBM organization and 
understands the age‐related, geographic, and socio‐economic challenges faced in the healthcare arena. 
Many recipients share the common denominator of anxiety, which is known to double non‐mental 
healthcare utilization. This especially is reflected in the demand for lumbar (back‐pain) magnetic 
resonance imaging (MRI) and brain (headache) MRI. This in‐depth understanding of the social and 
clinical challenges in serving the Medicaid population manifests in a holistic approach that includes a 
number of NIA Physician reviewers with specific psychosocial competence. Additionally, NIA’s attention 
to radiation exposure, especially in the female and younger populations, speaks to a sincere quality 
concern beyond mere economic issues. 


4. Medicaid claims processing and adjudication 


NIA brings a myriad of advanced imaging claims review and editing expertise for its customers, which 
helps achieve savings. From claims authorization matching to application of industry claim edits and 
Multiple Procedure Discounts (MPD), NIA provides this expertise for its customers. NIA also has a 
tremendous amount of operational expertise in reviewing claims and currently reviews approximately 
70,000 per month. 


Under this subcontractor agreement, NIA will not be reviewing, processing, or paying claims for the 
State of Nevada. 


5. Project management; and 
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NIA’s Implementation team has a strong track record of successfully implementing more than 90 
customer programs. The team has demonstrated success and very high satisfaction rates with the 
implementations of Medicaid plans using a proven implementation methodology and approach. The 
key to NIA’s success is its ability to leverage proven project management tools. Early on, during NIA’s 
implementation period, the team works collaboratively with the customer to understand key business 
requirements and important market nuances for developing the detailed business requirements and 
non‐standard customer procedures. This ensures that the precise information relating to timeframes, 
clinical criteria and algorithms and all customer‐specific business rules are loaded into the NIA platform 
system and ensure a flawless launch of the program. 
The following best practices guide NIA’s customer implementation process: 


 Effective project work plan that serves as the roadmap for all implementation activity and ensures 
adherence to best practices, key dates, and milestones 


 Formal project management status reporting and issue tracking 


 Pairing of SMEs in cross‐functional teams to ensure identification and integration of requirements 
Account Management Services 


 NIA’s Director of Account Management, Ami Camardo, will be the designated account manager and 
will be involved with the State’s implementation from day one. She will have ongoing responsibility 
for the relationship with Amerigroup and the State. She will be accountable for performing all 
aspects of defined account management activities and will have the main responsibility for ensuring 
that NIA continuously meets all program goals and objectives. Ms. Camardo also will be responsible 
for documenting ongoing issues and trends for the State and managing critical customer reporting, 
dashboards, and performance. 


6. Qualifications of key personnel. 


See Resume attachment, NIA Attachment 5.1.10.1. The following key personnel resumes are included 
under Attachment 5.1.10.1.E NIA Resumes 


 Michael Pentecost, MD, FACR, Associate Chief Medical Officer 


 Laurel Douty, Senior VP, Clinical Operations 
 Annalisa Cooper, Senior VP, Client Services 


 Ami Camardo, Director, Account Management 


 Debra Guerino, VP, Implementation 


 Marsha Marsh, VP, Call Center Operations 


 Vonda LeDay, VP, Quality Operations 


 Philip Rose, Director, Client Analytics 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


NIA uses its standards of performance to customize the ordering process for providers. Because NIA 
bases its management on a specific point in time as opposed to targeted health outcomes, NIA believes 
this is the best way to measure provider performance. NIA uses its extensive data warehouse as well as 
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industry‐accepted standards such as the CMS efficiency measures to measure provider performance. 
NIA offers those providers who order consistently within the guidelines a streamlined process to ease 
the administrative burden of prior authorization.  
The outcomes of an RBM program depend on many factors. These are NIA’s best practices in asserting 
some control over some of these factors, such as prior authorization, facility site selection (hospital 
versus office services), and provider assessment. Not included are other factors, such as pre‐existing 
management approaches, plan benefit designs, the age/sex balance of the population, the plan’s 
provider rates, and supply of the market’s imaging providers. 
While circumstances may differ for each customer, NIA’s programs have proven to accomplish the 
following: 


 Curtail the explosive growth in advanced, high‐cost diagnostic imaging services caused by the 
ordering of inappropriate imaging 


 Improve quality by supporting providers in their clinical decision‐making regarding the most 
appropriate use of diagnostic imaging and avoiding unnecessary and potentially harmful exposure to 
patients to ionizing radiation 


 Increase provider satisfaction with a utilization management program that is delivered effectively 
and efficiently. as demonstrated by NIA’s call center service standards and extremely low rate of 
overturned determinations 


 Measure the performance of imaging providers in the community (using efficiency measures) 
against industry‐accepted standards used by CMS and the impact of the program on changing over 
utilization compared to accepted benchmarks  


 Compare physician‐ordering behaviors across modality, line of business, and area of the country to 
identify high‐performing providers who order within the guidelines and providers who frequently 
order outside the guidelines 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Since its inception, NIA has invested in strategies that promote clinical excellence, provider 
engagement, and innovation. NIA has developed successful clinical programs that leverage clinical 
efficiencies, incorporate best practices, and create new capabilities for the future. The company has 
created long‐term, positive relationships with national, regional, and local health plans and 
government agencies, adding value through aggressively managing costs, engaging recipients in the 
decision‐making process, and delivering new and innovative solutions on an ongoing basis. 


For example, a critical part of NIA’s utilization management services is to ensure completion of 
accepted medical processes prior to imaging. This may include conservative therapy, other low‐tech 
testing, laboratory work, or even alternative advanced imaging. The key focus is the “right test” at the 
“right time.” NIA’s trained clinical teams help ordering providers’ offices understand the guidelines NIA 
applies and have the skills and knowledge to support guideline education as part of the process.  


 NIA aims to make the clinical process as efficient as possible for the ordering providers in a 
customer’s network by providing technology tools that streamline the process. NIA bases its 
proprietary algorithms on the clinical information necessary to approve or quickly pass the case on 
for additional review. NIA bases its nurse and physician scorecards on whether nurse and physician 
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reviewers made the right decision—whether that is an approval or, in the case of a physician, a 
denial. This ensures that NIA’s nurses are approving cases, if at all possible, at their level without 
elevating to the physician level. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


NIA has a diverse book of business, which includes proven Medicaid experience and a strong 
understanding of state regulatory requirements for the Medicaid population. NIA has sound clinical 
knowledge of the diverse populations within the Medicaid segment (ABD, TANF, SSI, CHIP) and of the 
solutions that have been effective in addressing high utilization, high unit cost, high hospital facility 
usage, and potential patient exposure to radiation. 


NIA’s comprehensive scope of services for Medicaid populations includes such critical components as 
the following: 


 Utilization management process that increases quality while reducing costs 


 Successful call center operations that work fluidly with the client systems  


 One‐on‐one consultative approach with a broad team of NIA physicians to orient and educate 
providers on NIA’s appropriateness criteria 


 Extensive provider outreach, communication, and a myriad of Web‐based provider tools 


 Radiation awareness program (focused on maternal and pediatric health) 


 Streamlined program for processing appeals 


 Industry‐leading information technology team that works closely with each customer, defining 
critical interfaces and data pathways 


 Suite of web‐based provider tools and reporting websites 
 Inclusive set of customized web‐based reports and data analytics 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Please refer to NIA Attachment 5.1.10.1 to view résumés for some of the following key NIA personnel, 
who will be responsible for performance of any contract with Amerigroup resulting from this RFP: 


 Michael Pentecost, MD, FACR, Associate Chief Medical Officer 


 Laurel Douty, Senior VP, Clinical Operations 


 Annalisa Cooper, Senior VP, Client Services 
 Ami Camardo, Director, Account Management 


 Debra Guerino, VP, Implementation 


 Marsha Marsh, VP, Call Center Operations 


 Vonda LeDay, VP, Quality Operations 
 Philip Rose, Director, Client Analytics 
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F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4. Quality Improvement and Reporting (i.e. HEDIS, CMS) 


5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Information Systems 


Data Setup in NIA’s System: Cathy Soucy, Senior Manager of Analysis and Programming 


Configuration of the State’s setup in NIA’s Clinical System: Lynette Ledesma, Senior IT Director 
2. Utilization Management 


Clinical Utilization Management Oversight: Janet Maurer, MD, Medical Director 


Clinical Utilization Management: Brian Zimmerman, MD, Clinical Advisor 
3. Claims Payment: Not applicable 
4. Quality Improvement and Reporting 


Quality Improvement: Joann Albright, Magellan Senior VP, QI Outcomes and Research 


Reporting William Henderson, Senior VP, Client Analytics 


Compliance: LaNell Collins, National Compliance Officer 
5. Health education: Not applicable 
6. Data coding: Not applicable 
7. Contract Negotiation: Not applicable 
8. Encounter Data 


Establishment of Data Interfaces: Jennifer Millichamp, Supervisor of Analysis and Programming 
9. Other 


Provider Relations: Tina Kaplan, VP, Provider Relations and Education; Kevin Apgar, Provider 
Relations Manager 


Clinical Services: Janet Maurer, MD, Medical Director; Brian Zimmerman, MD, Clinical Advisor 


Account Management: Tammy Goff, Senior Account Executive 


Operations: Kevin Frederick, Operations Hub Director 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


Please  refer  to  NIA  Attachment  5.1.10.1  for  a  copy  of  NIA’s  license  to  engage  in  the  business  of 
insurance in the State of Nevada in the capacity of Utilization Review. NIA does not operate as an HMO 
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in Nevada. 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


NIA contracts with Pacific Interpreters, its partner organization, to provide interpretation in more than 
180 languages. For example, Pacific Interpreters employs interpreters who can converse in languages 
commonly spoken in Nevada, such as Spanish, Tagalog, Chinese, French, German, Korean, Italian, 
Japanese, Vietnamese, and Thai. This ensures that all non‐English‐speaking providers and members 
have equal access to the same level of services as those who do speak English.  
Should NIA employees encounter a member or provider who speaks a language other than English, 
they quickly contact the Pacific Interpreters service. If NIA’s intake employees do not recognize the 
language, the Pacific Interpreters operator helps to identify it and conferences in an interpreter within 
seconds. Pacific Interpreters is available to members, providers, and NIA employees during regular call 
center hours. Pacific Interpreters employs only skilled and professional interpreters who are specially 
trained in customer service and who exhibit cultural sensitivity in their handling of medical, financial, 
insurance, legal, and emergency services terminology. 


I. List any associations or organizations to which the organization belongs. 


Not applicable 


5.1.11 Plan of Operation:  The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Together, NIA and Amerigroup will evaluate State of Nevada program data received throughout the 
advanced imaging authorization process and develop an ongoing opportunity assessment for future 
cost and quality initiatives that the State could undertake. Generally, when NIA first implements a 
radiology benefits management (RBM) program, it requires approximately 100 days of 
authorization/claim activity to capture trends and provider profiling. Through a formal customer 
interface meeting, Amerigroup will present these imaging‐specific program and savings opportunities. 


As the RBM vendor, NIA also has a comprehensive technology assessment process, given the continual 
changes in the use of imaging equipment. NIA brings forward any changes in the use of imaging 
equipment to its customers for review and determination of benefit coverage. NIA’s Medical Directors 
continually examine peer‐reviewed literature and society guidelines including the National 
Comprehensive Cancer Network (NCCN) recommendations. 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


NIA uses internally developed proprietary guidelines. 


The criteria are one of the industry’s most comprehensive, evidence‐based sets of clinical criteria. NIA 
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clinicians developed the criteria through an extensive process of innovation and refinement and 
structured all guidelines on their analysis of public, peer‐reviewed articles; health plan medical policies; 
CMS policies; and specialty physician reviews, professional society guideline statements, and other 
rigorous reviews of scientific documents. 


NIA elected to develop proprietary guidelines due to the absence of high quality, commercially 
available guidelines. NIA adjusts all of its guidelines for age and gender. So, for example, a request for a 
brain CT for an adolescent or young female likely will result in a recommendation to substitute a brain 
MRI due to the dangers of radiation exposure. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Yes. All revisions are the result of a scientific process of clinical consensus, approved by the NIA 
Associate Chief Medical Officer, Michael Pentecost, MD, FACR., and the NIA Clinical Guideline Work 
Group. NIA’s Clinical Department reviews its clinical guidelines at least annually, but typically far more 
frequently on an ad hoc basis, particularly those guidelines that relate to new technologies. The 
guideline review and revision process occurs over the course of the year, and the formal annual review 
completes by late summer or early fall of each year. This allows NIA enough time to notify customers, 
demonstrate compliance with specific state notification requirements, and make parallel algorithm 
changes. NIA implements the annually revised guidelines in January. 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


NIA may approve out‐of‐network services on advanced radiology procedures according to the State of 
Nevada’s benefit policies. NIA only can render approval for advanced radiology procedures performed 
out‐of‐network after appropriate coordination with Amerigroup. 


E. Describe the roll and responsibilities of your case managers. 


Not applicable 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


NIA’s policy is that a member or a member’s healthcare provider is never required to inform or contact 
NIA prior to the provision of emergency care, including emergency treatment. Accordingly, NIA can 
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provide a retrospective authorization process for accommodating clinically urgent, medically necessary 
imaging procedures outside of a hospital emergency department. 


The NIA program focuses on managing elective, non‐emergent outpatient exams. NIA does not manage 
imaging performed for patients in an inpatient setting or for those who present in the emergency 
department or are on observation status. Post‐stabilization services are not applicable to NIA’s 
function as a radiology benefits manager. 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


Not applicable 


B. Provide a sample of all base network provider contracts. 


Not applicable 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


Not applicable 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
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you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


NIA currently does not have, or intend to have, sole source subcontracts. 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


NIA is in full compliance with NPI. Before activation within the provider network, NIA collects the NPI 
from every provider and then primary‐source verifies it through the National Plan and Provider 
Enumeration System (NPPES) website. NIA stores the NPI in its provider data repository and extracts it 
for inclusion in all outgoing transactions and reports. Additionally, NIA re‐verifies every provider’s NPI 
as accurate and up to date every three years in conjunction with its re‐credentialing process. 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


NIA’s internal Quality Improvement (QI) program includes the objective and systematic monitoring of 
the quality and safety of advanced radiology services provided to a payer’s enrollees and participants. 
NIA’s QI program accomplishes its mission and promotes its vision through the implementation of an 
outcomes‐oriented, continuous quality improvement program. To support this approach, NIA uses a 
written, internal QI program description as a dynamic document that responds to the voices of all 
stakeholders, offers flexibility in its actions, and can readily adapt as conditions warrant. NIA maintains 
this program throughout the year and prepares a revised version each year. NIA’s process promotes 
continuous quality improvement, while it supports and enhances the integration of quality and 
accountability within operations and in the delivery of services and care for members. NIA’s approach 
leads to systems evolution and the development of a culture of quality.  


NIA has developed a QI program description that will serve the following purposes and compliance 
with the State’s quality standards:  


 Promote the performance of consistent, appropriate, and timely utilization of outpatient diagnostic 
imaging 


 Help ensure provider conformance with the appropriate use of diagnostic imaging technology 
through the implementation of a prior authorization process 


 Assist Amerigroup and the State in the reviews of potential over‐ and under‐utilization when 
identified through the NIA analytic process 


 Monitor the program’s surveys to provide a high level of consistent services to the State, its 
members, and the Nevada provider community 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-526 
November 15, 2012 


National Imaging Associates (NIA) 
Administration of radiological and imaging services 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


NIA takes the following steps to assure quality performance: 


 Conducts daily and weekly internal audits of health plan‐specific and timeliness reports and annual 
audits of focused utilization management service activities 


 Conducts regular case audits to evaluate the quality of employee services 


 Reviews and updates clinical criteria annually, or more frequently as needed 


 Maintains response process for member/provider complaints/appeals 


 Reports monthly on core indicators for benchmarking and comparisons 


 Participates in evaluating new technology or new technology applications 
 Ensures consistent use of medical necessity criteria through Inter‐Rater Reliability conducted on all 
utilization management staff members rendering decisions 


 Updates and approves the annual Quality Program Description (annual quality goals) and Quality 
Work Plan (scheduled activities and indicators) 


 Maintains processes to address specific provider incidents, including corrective actions, and changes 
of network status 


 Conducts provider performance reviews (profiling) that is utilization directed quality focused, and 
based on national guidelines; offers an opportunity for measurable improvement through 
recommended action plans 


 Documents, tracks, and addresses all reported quality of care concerns 


 Analyzes satisfaction data; identifies/implements appropriate interventions 


 Uses recording tools to monitor calls, capturing the audio and screen flow of calls to improve the 
audit process and provide coaching opportunities 


 Visits high volume providers to evaluate service settings 


 Maintains URAC UM accreditation and NCQA utilization management certification 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


The design of NIA’s platform and process precludes the collection of HEDIS information during the 
front‐end process. However, NIA can provide retrospective clinical information and provider practice 
information to support some imaging‐related HEDIS outcomes such as mammography recall and 
radiation exposure.  


To integrate the knowledge inherent in its guidelines to the clinical practice of prior authorization, NIA 
embeds its highly effective algorithms and customer‐ and state‐specific business rules into Informa, 
NIA’s browser‐based clinical system, used by its Customer Care Associates at NIA’s call center and by 
providers through the RadMD.com website. NIA also includes requirements specific to its customers 
regarding timeliness and turnaround times. 
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5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Not applicable 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Not applicable 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


NIA is not delegated to perform enrollee complaints/grievances and does not manage access to State 
Fair Hearings. However, NIA does perform investigations on complaints and will send its responses to 
Amerigroup within 30 days. Amerigroup then will respond to the complainant. NIA will support 
Amerigroup as needed in Fair Hearings.  


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


NIA does not have any performance standards on grievances, appeals, or provider disputes. NIA does 
monitor the frequency and trends of the events and would take action if appreciable changes are 
noted. NIA also monitors overturned appeals. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


See NIA Attachment 5.1.11.8 for the NIA organizational chart. 
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5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


Not applicable 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


See NIA Attachment 5.1.11.9.  


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


NIA is prepared to produce reports listed in Attachment I Forms and Reporting Guide where 
appropriate. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


NIA understands that secure file transfer capability is of paramount importance to its customers. The 
company has extensive experience in establishing data interfaces between it systems and those of its 
customers’ internal data systems, including Amerigroup, but also those used by those services that 
support its customers and providers, such as external database facilities and clearinghouses. 


NIA has developed and tested all the HIPAA‐compliant transactions (including the components for 
COB), and NIA supports Electronic Data Interface (EDI), FTP, SOAP/XML, and Network Data Mover 
(NDM). Business‐to‐Business Virtual Private Network (VPN) is NIA’s preferred process for transmitting 
and receiving files. NIA accepts and transmits data as often as required by the customer. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


NIA is fully compliant with the HIPAA Standards for privacy, electronic transactions, and security. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Not applicable 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


Magellan Health Services, Inc.: 04‐969‐3732 


5.1.12.2 Federal Tax Identification Number 
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National Imaging Associates, Inc.: 22‐3428367 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


See NIA Attachment 5.1.12.3. 


 


5.3 BUSINESS REFERENCES 


5.3.1  Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding National Imaging Associates directly to the Purchasing 
Division.  
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Reference #:  1 


Company Name:  National Imaging Associates 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Radiology Benefit Management Services 
Primary Contact Information 


Name:  Terra Swiggett  
Horizon New Jersey Health 


Street Address:  210 Silva St 
City, State, Zip  West Trenton, NJ 08628 
Phone, including area code:  (609) 718‐9511 
Facsimile, including area code:  (609) 671‐0584 
Email address:  Terra_Swiggett@horizonNJhealth.com 


Alternate Contact Information 


Name:  Valerie Moses 
Street Address:  210 Silva St 
City, State, Zip  West Trenton, NJ 08628 
Phone, including area code:  (609) 718‐9724 
Facsimile, including area code:  (609) 671‐0584 
Email address:  Valerie_Moses@horizonNJhealth.com 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


NIA provides radiology benefit 
management services (CT, MI, PET, 
Nuclear Cardiology) 


Original Project/Contract Start Date:  06/2006 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is confidential 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Contract is ongoing, and all tasks to 
date have been completed on time 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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Reference #:  2 


Company Name:  National Imaging Associates 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Radiology Benefit Management Services 
Primary Contact Information 


Name:  Rachel Wiehagen  
Gateway Health Plan 


Street Address:  600 Grant St 
City, State, Zip  Pittsburgh, PA 15219 
Phone, including area code:  (412) 255‐7137 
Facsimile, including area code:  (412) 255‐4260 
Email address:  RWiehagen@gatewayhealthplan.com 


Alternate Contact Information 


Name:  Loretta Adams 
Street Address:  600 Grant St 
City, State, Zip  Pittsburgh, PA 15219 
Phone, including area code:  (412) 255‐4530 
Facsimile, including area code:  (412) 255‐4300 
Email address:  ladams@gatewaygealthplan.com 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


NIA provides radiology benefit 
management services (CT, MR, PET, 
Nuclear Cardiology) 


Original Project/Contract Start Date:  01/2000 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is confidential 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Contract is ongoing, and all tasks to 
date have been completed on time 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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Table 5.3-3. National Imaging Associates Reference 3 


Reference #:  3 


Company Name:  National Imaging Associates 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Radiology Benefit Management Services 
Primary Contact Information 


Name:  Jolene H. Calla Esq.  
Pennsylvania Medical Assistance 


Street Address:  P.O. Box 2675 
City, State, Zip  Harrisburg, PA 17105 
Phone, including area code:  (717) 772‐6174 
Facsimile, including area code:  (717) 772‐6179 
Email address:  jcalla@state.pa.us 


Alternate Contact Information 


Name:  Marlana T. Thieler 
Street Address:  P.O. Box 2675 
City, State, Zip  Harrisburg, PA 17105 
Phone, including area code:  (717) 772‐6091 
Facsimile, including area code:  (717) 772‐6179 
Email address:  mthieler@state.pa.us 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


NIA provides radiology benefit 
management services (CT, MR, PET, 
Nuclear Cardiology) 


Original Project/Contract Start Date:  07/2008 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is confidential 


information 
Final Project/Contract Date:  Current  
Was project/contract completed in time originally allotted, 
and if not, why not? 


Contract is ongoing, and all tasks to 
date have been completed on time
   


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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National Imaging Associates Organizational Chart  
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NATIONAL IMAGING ASSOCIATES 
PROPOSED STAFF RESUMES 


Annalisa Cooper 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: National Imaging Associates (NIA) 


   Contractor X   Subcontractor 


Name: Annalisa Cooper  Key Personnel 
Classification: SVP, Client Services # of Years in Classification: 5 


Brief Summary of 
Experience: 


Ms. Cooper has been in the health care industry for more than 20 
years. With extensive health care experience in operational 
management, customer service, and satisfaction, as well as sales and 
business development, Ms. Cooper is a resourceful and innovative 
leader. 


# of Years with Firm: 5 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
01.2007 - Present 
National Imaging Associates (NIA) 
6950 Columbia Gateway Drive 
Columbia, Maryland 21046 
P: 410-953-1060 
Acooper@magellanhealth.com  
 
Senior Vice President, Client Services 
• Serves as senior lead for a large, national health plan 
• Manages the account team dedicated to the national health plan 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of 


 
 
1999 – 2007 
WellPoint, Inc./Lumenos 
120 Monument Circle 
Indianapolis, IN 46204 
P: 317-488-6000 
www.wellpoint.com  
 
Vice President 
• Led account management, customer service, eligibility, and claims 
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Contract/Project: operations for a startup company that became one of the largest 
consumer-driven health plans in the nation.  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


1999-2007 
 
Value Behavioral Health/ValueOptions 
240 Corporate Blvd 
Norfolk, Virginia 23502 
P: 757-459-5100 
www.valueoptions.com  
 
Executive Vice President 
• Maintained full responsibility for Profit and Loss Statement 
• Directed the financial, administrative, and client management for 


the commercial division  


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Johns Hopkins University 
Baltimore 
Maryland 
Masters Degree, Science 
 
University of Maryland 
College Park 
Maryland 
Bachelors Degree, Science 


REFERENCES 


Minimum of three (3) 
required, including name, 
title, organization, phone 
number, fax number and 
email address 


Gary Strong 
Director, National Contracting 
Centene Corporation 
P: 314-725-4477 
F:  N/A 
gstrong@centene.com 
 
Tina Shabanian   
Director, Networks  
Blue Shield of California 
P: 818-228-2547  
F:  N/A  
Tina.Shabanian@blueshieldca.com   
 
Julie C. Bryant   
Manager, National Network Operations 
Coventry Health Care, Inc.  
P: 434-951-2435  
F:  434-951-2555 
JCBryant@cvty.com 
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Laurel Douty 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: National Imaging Associates (NIA) 


   Contractor X   Subcontractor 


Name: Laurel Douty   Key Personnel 
Classification: SVP, Clinical Operations # of Years in Classification: 4 
Brief Summary of 
Experience: 


Laurel Douty is a creative thinker with proven success in the 
development of strategic business solutions and products. 


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


01.2008 – Present 
 
National Imaging Associates (NIA) 
6950 Columbia Gateway Drive 
Columbia, Maryland 21046 
P: 817-475-9501  
LDDouty@magellanhealth.com  
 
Senior Vice President, Clinical Operations 
• Provides strategic direction and oversight of operations related to all 


clinical programs 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


03.2004 – 08.2007 
 
WellPoint, Inc./Lumenos 
120 Monument Circle 
Indianapolis, IN 46204 
P: 317-488-6000 
www.wellpoint.com  
 
Vice President, Consumer Sales and Engagement 
• Created a consumer engagement product design to transform the way 


consumer viewed their role in the health care process 
• Participated on the team that helped facilitate the integration of the 


Lumenos consumer-driven health plans within the WellPoint 
infrastructure 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 


01.2000-03.2004 
 
Baylor Health Care System 
3500 Gaston Avenue 
Dallas, TX 75246 
P: 800-422-9567 
www.baylorhealth.com  
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


Vice President, Total Compensation, Director, Compensation and 
Benefits, Director, Benefits 
• Strategic leadership of the design and delivery of benefits, 


compensation, and human resource systems for 15,000 employees 
at over 275 business locations  


• Created new human resources business strategy to align pay and 
benefit packages with the critical recruiting and retention needs 


• Designed and implemented new health and wellness program that 
resulted in lower health care costs, higher program participation 
and a healthier workforce 


• Managed all employee communication and engagement activities 
including change management, benefit and compensation 
information, and culture initiatives  


• Created new compensation structure for job ranges, merit pay, 
incentive programs, and pay differentials based on business 
variables such as turnover, vacancies, and growth needs 


• Worked with Board of Trustees to design an executive pay and 
incentive program that addressed both short-term and long-term 
business objectives 
 


 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
 
University of Texas, Arlington 
Arlington 
Texas 
Bachelor’s Degree 
Leadership Texas Graduate, Menttium 100 Graduate 
 
 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Gary Strong 
Director, National Contracting 
Centene Corporation 
P: 314-725-4477 
F:  N/A 
gstrong@centene.com 
 
Andrea Yanopoulos   
Project Manager 
AvMed Health Plans   
P: 434-951-2435  
F:  N/A  
Andrea.Yanopoulos@avmed.org 


 
 
Teresa Willard 
Consultant, Provider Network 
Management 
Geisinger Health Plan 
P: 570-271-5103 
F:  N/A 
Twillard@thehealthplan.com 
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Michael Pentecost, MD, FACR 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: National Imaging Associates (NIA) 


   Contractor X   Subcontractor 


Name: Michael Pentecost, MD, FACR  Key Personnel 


Classification: 
Associate Chief Medical 
Officer # of Years in Classification: 4 


Brief Summary of 
Experience: 


Michael Pentecost is a proven leader with extensive experience in 
radiology.  


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


02.2008 – Present 
 
National Imaging Associates (NIA) 
6950 Columbia Gateway Drive 
Columbia, Maryland 21046 
P:  410-206-8702 
MJPentecost@magellanhealth.com  
 
Associate Chief Medical Officer, NIA 
• As Associate Chief Clinical Officer, Michael Pentecost, M.D., oversees 


clinical operations for NIA.  This includes all clinical-based call center 
activities, utilization management functions, and maintenance of 
CPT/HCPCS coding logic.  Dr. Pentecost also is responsible for ongoing 
clinical interface with health plan clients  


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


07.2005 – 02.2008 
 
Kaiser Permanente 
Mid-Atlantic Permanente Medical Group 
2101 E Jefferson Street 
Rockville, MD 20852-4908  
P: 301-816-6520  
www.healthy.kaiserpermanente.org  
 
Chief of Radiology  
• Served as Chief of Radiology for the Medical Group  
• Oversaw Institute for Health Policy in Radiology  
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


03.1996 – 07.2005 
 
Georgetown University 
37th and O Streets, N.W. 
Washington, DC 20057 
P: 202-687-0100 
 www.georgetown.edu  
 
Professor and Chair of Radiology 
• Served as Chair of the Department of Radiology for Georgetown University 


Medical School and continues to teach as a full professor at the University
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Tulane University School of Medicine 
New Orleans 
Louisiana 
Doctor of Medicine 
Licensure: California, District of Columbia, Maryland, Virginia 
 


Tulane University  
New Orleans 
Louisiana 
B.S. Mathematics 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Virginia Calega, M.D. 
Vice President Medical Management and Policy 
Highmark Healthy High 5 
P: 412-544-3861 
F: 412-544-2950 
virginia.calega@highmark.com  
 
Scott Spradlin, M.D. 
Vice President, Medical Affairs 
Coventry Health Care of MO 
P: 800-743-3901 
F: 314-453-1958 
SSpradlin@cvty.com  
 
Terry Torbeck, M.D. 
Vice President, Senior Medical Director  
CareSource 
P: 937-531-2220 
F:  N/A 
Terry.Torbeck@csmg-online.com 
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NATIONAL IMAGING ASSOCIATES 
6950 COLUMBIA GATEWAY DR 400 
COLUMBIA MD 21046 


Scott Kipper. Commissioner of Insurance 
--------"_.. _-----_._-------------------------


NATIONAL IMAGING ASSOCIATES 


License Number 16233 


is licensed to engage in the business of insurance in the State of Nevada in the capacity stated 
below. subject to applicable laws and regulations. 


Effective Date: Expiration Date: 
License Type: Utilization Review 10-22-2002 03-01-2013 


Qualifications: 


Licensees must notify the Division of any change 
of address within 30 days of the change. You are 
subject to revocation for noncompliance. 
Individuals If you are affiliated to a business entity it 
will not print on the !icense. Individuals must be 
properly affiliated to the business entity's license prior to 
transacting insurance on the entity's behalf. The 
individual and the business entity are responsible for 
maintaining the affiliation. 


A producer of insurance acting .~:, an agent of the insurer 
must be ap'(.l(!ini:-;d·by the insurer V: 'r to transacting 
insurance. 


NATIONAL IMAGING ASSOCIATES 



License Number 16233 

National Producer 10 



is licensed to engage in the business of insurance in the State of Nevada in the 
, capacity stated below. subject to applicable laws and regulations.


I LICENSE TYPE EFFECTIVE DATE 
Utilization Review 10-22-2002 


QUALIFICATIONS EXPIRATION DATE 
03-01·2013 


This license must be conspicuously displayed in your 
place of business that ~s open to the public. 
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National Imaging Associates Organizational Chart by Functional Area 
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Nevada Medicaid MCO Services RFP #1988 VII-545 
November 15, 2012 


Scion Dental 
Provision of dental services 


5.1.1 


Company name:  Scion Dental, Inc.
Ownership (sole proprietor, 
partnership, etc.): 


C‐Corporation 


State of incorporation:  Delaware
Date of incorporation:  April 4, 2009
# of years in business:  3.5


List of top officers: 


 Craig Kasten, Chairman of the Board  


 Greg Borca, Chief Executive Officer  


 Darrin Haehle, Chief Information Officer 


 Lisa Sweeney, Chief Financial Officer 


 Michelle Spencer, Chief Operating Officer 


Location of company 
headquarters: 


10201 N. Port Washington Rd. 
Mequon, WI 53092 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


10201 N. Port Washington Rd. 
Mequon, WI 53092 
N92 W14612 Anthony Ave. 
Menomonee Falls, WI 53051 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


One in Nevada: Kevin Johnston, Las Vegas Market Director 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


Approximately 200 


Location(s) from which 
employees will be assigned for 
this project: 


N92 W14612 Anthony Ave. 


Menomonee Falls, WI 53051 


And also one local Las Vegas, Nevada Provider Relations 
Representative 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


Scion Dental understands and complies with this requirement. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 
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Scion Dental 
Provision of dental services 


If “No”, provide explanation. 


Legal Entity Name: Scion Dental of Nevada, LLC  


No, Scion Dental of Nevada, LLC is a subsidiary of Scion Dental, Inc.  


Scion Dental of Nevada, LLC is in good standing, and has been doing business in Nevada since 2010, as 
Amerigroup of Nevada's dental vendor/subcontractor. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


Scion understands this requirement and is in good standing for all licensing requirements. 


 License Number: 656460 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No, Scion has never been engaged under contract by any State of Nevada agency. 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No, Scion is not employed with the State of Nevada or any of its agencies, nor does it have any 
employees that are employed with the State of Nevada or any of its agencies.


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?     


B. Description of failure or breach or litigation including the products or services involved?  


C. Amount in Controversy?  


D. Resolution or current status of dispute?       


E. Has the matter involved a court case?        


F. Status of litigation? 


No, Scion is not involved in any ongoing or contract failures, contract breaches, civil or criminal 
litigation that would impact its ability to perform fulfill its obligations if Amerigroup is awarded as a 
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Scion Dental 
Provision of dental services 


winner of this RFP. 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, Scion has the insurance requirements as specified in Attachment E. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


Scion Dental is the pioneer of Medicaid dental management, having been dedicated to improving 
government dental programs for nearly 20 years. The Scion ownership team and many of the 
management team founded Doral Dental in 1992 and grew it to more than 6,500,000 members. During 
this time, Scion introduced a variety of industry innovations, improving Medicaid dental programs 
across the country. 


In 2004, Doral Dental was sold to DentaQuest of Boston, MA. At the time of the sale, Scion maintained 
ownership of Doral's technology as well as the external company and staff which developed it ‐ 
Wonderbox Technologies. During a five year non‐compete period, Scion continued developing the 
Enterprise System technology and became the dental industry leader by selling it on an administrative 
services provider (ASP) basis to other insurers, some of which are quite prominent.  


That opportunity arrived in 2009, as Scion Dental was formed, once again marrying a talented and 
experienced leadership team with the leading technology in the industry. Scion Dental has quickly 
become a national leader, growing rapidly with new implementations every month. Scion will cover 
approximately 4.9 million Medicaid members by January 1, 2013. Its performance delivers lower 
administration and benefit costs for MCO and state clients, while at the same time improving both the 
member and provider experience.  


Scion Dental’s Enterprise System includes access to the industry‐leading Client Web Portal (CWP). The 
portal is available to authorized users, and subsequently configured by Scion to have secured rights. 
The portal is accessible 24/7 from any personal computer by using an Internet Explorer web browser. 
The portal allows secured access to Scion’s data center and computing environment.  


Through CWP, any client can access a variety of proven, industry‐leading tools, including the Executive 
Dashboard. The Executive Dashboard is the most innovative government oversight and transparency 
tool available. Exploiting Microsoft SQL data cubing technology first introduced in 2008, Scion provides 
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Scion Dental 
Provision of dental services 


clients with real‐time data on every meaningful operational and financial metric.  


The Executive Dashboard has tabs which cover claims, authorizations, member services and financials. 
Each tab contains comprehensive, real‐time information of activities within the client’s dental program, 
including detailed charts and graphs, with every page exportable to Excel or other formats for instance 
analysis and sharing. Each tab also has drop‐down lists to compare data by benefit plan (CHIP versus. 
Medicaid), region (one region compared to another region), and other options. 


Also within CWP is the Enterprise Business Intelligence System (eBIS). eBIS is another web‐based tool 
that serves as a data warehouse, accessing all historical paid claims data. The intuitive user interface 
has dozens of standard templates and the filter options produce thousands of variations of instant ad 
hoc reports, including provider profiling and cost trend reports.  


Next, access to the Customer Service Module (CSM) is available through CWP. CSM is the internal tool 
that Scion employees use to record all provider and member interactions. By spring of 2013, CSM will 
record all calls from providers and members and deposit links within each CSM call record. Clients can 
access CSM on a read‐only basis (to review all the data, but not modify or add anything) to have 
complete transparency to all provider and member interactions, including listening to the phone calls 
themselves. In the event of a provider or member complaint, the client can immediately access all the 
details of the situation without delay or difficulty. 


Scion Dental has been providing dental administrative services to Medicaid recipients in the public 
sector since its inception in 2009. Scion has since grown to service approximately 4.2 million Medicaid 
recipients, and will serve approximately 4.9 million Medicaid recipients by January 1, 2013. Scion does 
not provide services to commercial members/private sector. Scion is a government dental 
administrative company that focuses in this niche. Scion has approximately 26 managed care clients, in 
which all of these are in the Medicaid/CHIP programs. Scion specifically has been providing dental 
services in the State of Nevada's program since October 2010, or just over two years. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


The owners and leaders of Scion Dental are pioneers of Medicaid dental management, as they have 
been dedicated to improving government dental programs for nearly 20 years. The Scion ownership 
team and many of the management team are the same people who founded Doral Dental in 1992 and 
grew it to over 6,500,000 Members. During this time, Scion introduced a variety of industry 
innovations, improving Medicaid dental programs across the country. 


In 2004, Doral Dental was sold to DentaQuest in Boston, MA. At the time of sale, Scion maintained 
ownership of Doral's technology as well as the external company and staff which developed it ‐ 
Wonderbox Technologies. During a five‐year non‐compete period, Scion continued developing the 
Enterprise System technology and became the dental industry leader by selling it on an ASP basis to 
other insurers, some of which are quite prominent. Also during this time, Scion reviewed past 
weaknesses, observations, and lessons to carefully improve the technology with a vision of once again 
incorporating a host of innovations. 


That opportunity arrived in 2009, as Scion Dental was formed, again uniting a talented and experienced 
leadership team with the industry's leading technology. Scion Dental has quickly become a national 
leader, growing rapidly with new implementations every month. Scion delivers lower administration 
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and benefit costs for MCO and state clients, while at the same time improving both the member and 
provider experience.  


In addition, Scion Dental, Inc. does not have a parent company. Scion Dental of Nevada, LLC is a single 
member LLC whose sole member is Scion Dental, Inc. It is treated as a disregarded entity for tax 
purposes. Please see attached document for the current company ownership including the ultimate 
parent organization and major shareholders/principals. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


Scion is incorporated in Delaware, domiciled in Wisconsin, and foreign qualified in all 50 states. 


D. The location of disaster recovery back‐up site. 


N92 W14612 Anthony Ave. 


Menomonee Falls, WI 53051 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Mark K. Borca 


10201 N. Port Washington Rd. 


Mequon, WI 53092 


(262) 834‐6115 


F. The size of organization in assets, revenue and people. 


Assets ‐ $12 million. Revenue ‐ $25 million. People ‐ 200. 


G. The organizational chart of your senior management by function including key personnel. 


See Attachment 5.1.11.8 for Scion’s organizational chart. 


H. The areas of specialization. 


Government program (Medicaid, CHIP, Medicare) dental management. Scion is not a commercial 
dental insurer, but rather only a government program dental administrator. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


The revenues are $20 million (2010) and $25 million (2011). These figures are for Medicaid dental 
program management, which is the company's main product line and service. 


J. The corporate philosophy and mission statement. 


Improving dental program management through reduced administrative cost, improved member and 
provider experience, and technology innovations which drive unsurpassed transparency and oversight. 


K. A description of any plans for future growth and development of your organization. 
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Scion is a rapidly growing company. It currently administers dental programs and benefits for 
approximately 3.9 million Medicaid, CHIP, and Medicare members. By January 1, 2013, Scion will be 
administering dental programs and benefits for approximately 4.7 million Medicaid, CHIP, and 
Medicare members, which means Scion is in the process of implementing approximately 800,000 of 
these members in the next three months. There has never been an operational issue as a result of 
Scion’s continued rapid growth. In addition, in 2013 there are some plans to increase staffing by 
approximately 30 to 40 employees while continuing to increase the membership and client base. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Scion Dental has not added any business lines recently. However, Scion Dental continues to add 
membership, new clients, and new markets to its organization. In the past six months, Scion has added 
three clients and 550,000 members in three separate states. In the next four months, Scion will add 
approximately 650,000 members in two new states. Scion Dental has a very precise and scalable 
implementation approach, and can be used in any size market or state. Scion has a dedicated 
implementation team of five people who dedicate themselves to every aspect of the project. A detailed 
implementation plan identifies the active departments, the task/item owner, and a target date for each 
milestone. The timeline to implement a new market is 90 days, but can be much shorter in some 
scenarios. When Scion Dental entered the Nevada marketplace in 2010, it implemented this business in 
57 days (August 4, 2010 and go‐live on October 1, 2010). 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


Scion Dental has been providing dental administrative services to Medicaid recipients in the public 
sector since its inception in 2009. Scion has since grown to service approximately 4.2 million Medicaid 
recipients, and will be at approximately 4.9 million Medicaid recipients on January 1, 2013. Scion does 
not provide services to commercial members/private sector. Scion is a government dental 
administrative company that focuses in this niche. Scion has approximately 26 managed care clients, in 
which all of these are in the Medicaid/CHIP programs. Scion specifically has been providing dental 
services in the State of Nevada's Medicaid program since October, 2010, or just over two years. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


The owners and leaders of Scion Dental are the undisputed pioneers of Medicaid dental management, 
and have been dedicated to improving government dental programs for nearly 20 years. The Scion 
ownership team and many members of the management team founded Doral Dental in 1992 and grew 
it to more than 6,500,000 Members. During this time, Scion introduced a variety of industry 
innovations, improving Medicaid dental programs across the country. 


In 2004, Doral Dental was sold to DentaQuest in Boston, MA. At the time of sale, Scion maintained 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-551 
November 15, 2012 


Scion Dental 
Provision of dental services 


ownership of Doral's technology as well as Wonderbox Technologies, the external company and 
employees which developed it. During a five‐year non‐compete period, Scion continued developing the 
Enterprise System technology and became the dental industry leader by selling it on an ASP basis to 
other insurers, some of which are quite prominent. Also during this time, Scion reviewed past 
weaknesses, observations, and lessons to carefully improve the technology with a vision of once again 
incorporating a host of innovations. 


That opportunity arrived in 2009, as Scion Dental was formed, again uniting a talented and experienced 
leadership team with the industry's leading technology. Scion Dental has quickly become a national 
leader, growing rapidly with new implementations every month. Its performance delivers lower 
administration and benefit costs for MCO and state clients, while at the same time improving both the 
member and provider experience. Since that time, Scion has grown from no Medicaid members at its 
inception in April, 2009, to currently 4.2 million Medicaid members, to almost five million Medicaid 
members on January 1, 2013. This tremendous growth in less than four years shows the kind of 
experience and knowledge resident within Scion Dental. Scion has been operating in the Nevada 
market for more than two years with Amerigroup of Nevada. 


2. Managed care programs for Medicaid recipients; 


Scion Dental has been providing dental administrative services to Medicaid recipients in the public 
sector since its inception in 2009. It has since grown to serve approximately 4.2 million Medicaid 
recipients and will serve approximately 4.9 million Medicaid recipients by January 1, 2013. Scion does 
not provide services to commercial members/private sector. Scion is a government dental 
administrative company that focuses in this niche. Scion has approximately 26 managed care clients, in 
which all of these are in the Medicaid/CHIP programs. Scion specifically has been providing dental 
services in the State of Nevada's Medicaid program since October 2010, or just over two years. 


3.Administering Medicaid utilization and case management programs; 


Key employees have administered Medicaid utilization and case management programs for more than 
20 years. The Chief Dental Officer provides guidance and oversight of these programs has and brings 
more than 20 years of experience in dental industry utilization management programs, with 10 of 
those years specifically focused on administering Medicaid utilization and case management programs. 
Additional clinical employees within the utilization management provide a high level of expertise in the 
appropriate administration of these programs. In addition, over a dozen outside dental consultants 
participate in the management program through both professional clinical review and program 
interface where appropriate. Most of these consultants have Medicaid dental experience. Finally, Scion 
Dental retains Nevada‐based dental consultants as part of the utilization management process to 
provide professional clinical review and local input as to any unique Nevada provider components that 
may affect the utilization management and case management program process as it applies to the 
Nevada Medicaid program. 


4. Medicaid claims processing and adjudication 


Scion Dental has extensive experience in managed dental care. Scion Dental was established in April, 
2009 and has been processing and adjudicating Medicaid claims since August, 2009. Before Scion 
Dental, the Scion Dental leadership team founded Doral Dental USA, one of America’s largest dental 
insurance companies with more than 90 percent of its business in Medicaid program management, 
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until the sale of the company in 2004. 


5. Project management; and 


During the Implementation, Scion assigns a Project Manager (PM) to the implementation team, in 
addition to implementation specialists responsible to support the PM. The PM is responsible for 
planning and documenting a well‐planned approach for the implementation from beginning to end. 
The PM will provide guidance to the team and confirm the tasks are successfully executed and the 
project goes live according to the plan. The PM approach is flexible, and Scion has experience using 
both the traditional waterfall approach and agile approach for the implementation. 


6. Qualifications of key personnel. 


Please see Appendix 5.1.10.1.E for Scion Dental’s key employee resumes for:  


 Craig Kasten, Chairman of the Board 


 Gregory Borca, CEO 
 Lisa Sweeney, CFO 


 Darrin Haehle, Chief Information Officer  


 Tom Conjurski, COO 


 Dr. Fred Tye, Chief Dental Officer  


 Mark Borca, VP, Sales 


 Kevin Johnston, Market Director 


 Jeanine Saer, Director of Administration 


 Monica Clement, Director of Provider Services 


 Carrie Klotzbach, Director of Utilization Management 


 Beth Rabus, Director of Human Resources 


 Miranda Richter, Appeals Manager 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


Scion Dental encourages providers to adopt tools that streamline administration, and is committed to 
collaborate with providers to structure financial incentives that drive its partners’ quality goals. 
However, there is not yet clear consensus on dental quality metrics as for medical and behavioral 
health services. As the dental program evolves and matures, both Scion Dental and its partners will 
assess the data to establish benchmarks and identify opportunities to tie performance incentives to 
quality metrics. In the interim, current incentives drive improved efficiency and cost‐effective service 
delivery. 


In accordance with state laws, Scion Dental will never adopt any incentives that encourage restriction 
of quality of care to control costs. 


Financial Incentives: Technology has driven substantial efficiency in healthcare, but many small dental 
practices lack the basic equipment, including computers, to benefit. To encourage provider adoption of 
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technology, Scion Dental has, in other markets, invested in network providers to promote streamlined 
administration and efficiency, benefiting both Scion Dental and the dental office. 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Regarding the improvement of treatment protocols, Scion defines treatment protocols as the common 
practice patterns exercised by the local providers within the network. Because dentistry does not have 
a set of diagnostic codes to compare to treatment outcomes like medicine does, Scion relies on several 
components in which it has invested in as part of its UM programs. The development of standardized 
treatment protocols or decision algorithms for deciding on a particular treatment are reflected in the 
clinical criteria used in the authorization process. Because providers and Scion’s clinical review teams 
use the same clinical criteria, there is a high level of consistency in the determination of medically 
necessary treatment through the authorization process. Relative to treatment protocols for those 
services not requiring prior authorization, Scion has developed several analytic tools to allow it to 
measure the average treatment patterns exercised by all providers in a local network and each 
provider individually. By these means, Scion is able to identify individual provider treatment protocols 
that may vary statically from their peers and work with these providers to evaluate the protocols that 
result in their treatment submissions. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Scion Dental concentrates on partnering with Medicaid MCOs to administer dental programs on behalf 
of their partners—in this case, DHCFP. Scion has a long‐standing history in working with Medicaid 
MCOs to improve their HEDIS scores, increase overall access to care, eliminate any barriers to care, 
increase provider network, eliminate any member/provider complaints and grievances, and increase 
the value proposition for dental on behalf of Scion’s MCO partners. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Please see Appendix 5.1.10.1.E for Scion Dental’s key employee resumes for:  


 Craig Kasten, Chairman of the Board 


 Gregory Borca, CEO 
 Lisa Sweeney, CFO 


 Darrin Haehle, Chief Information Officer  


 Tom Conjurski, COO 


 Dr. Fred Tye, Chief Dental Officer  


 Mark Borca, VP, Sales 


 Kevin Johnston, Market Director 


 Jeanine Saer, Director of Administration 
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 Monica Clement, Director of Provider Services 


 Carrie Klotzbach, Director of Utilization Management 


 Beth Rabus, Director of Human Resources 


 Miranda Richter, Appeals Manager 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4.Quality Improvement and Reporting (i.e. HEDIS, CMS) 


5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


Jim Zeisler, Director of Client Information Services 


Data Analysts  


Mike Amborn, Troy Conway, Anushka Reddy, Nataliya Nenasheva, John Hanney, Christophe Tiako, 
Bhavna Bharadwaj, Wei Jiang, Thomas Lee, Yelena Yampolskaya, Jean Jurjevic 


EDI Analysts 


Ruslan Ahundov, Dan Wolf, EJ Buhrke, Artur Khachikyan, Tammie Van Ryzin, Karen Jakubowski 


Operational Support 


Ryan Moon 


Utilization Case Management 


Carrie Klotzbach, Manager of UM 


Brenda Becker, Team Lead Dental Review Specialist 


Jill Krause, Dental Review Specialist 


Carie Wright, Dental Review Specialist 


Jessica Fogl, Dental Review Specialist 


Sheeba Gill, Dental Review Specialist  


Karen Volden, Dental Review Specialist 


Claims Payment 


Jeanine Saer, Director of Administration 


Dental Reimbursement Analysts 


Wendy Ryder, Cheryl Jacob, Melissa Smith, and Danielle Roberts 
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Michelle Spencer, Chief Quality Officer 


Tom Conjurski, COO 


Lisa Sweeney, CFO 


Health education 


Not applicable 


Data/coding 


Jim Zeisler, Director of Client Information Services 


Data Analysts: Anushka Reddy, Nataliya Nenasheva, Bhavna Bharadwaj, Wei Jiang, Jean Jurjevic 


Contract Negotiation Specialists 


Not applicable 


Encounter Data 


Jim Zeisler, Director of Client Information Services 


Data Analysts: Anushka Reddy, Nataliya Nenasheva, John Hanney, Christophe Tiako, Bhavna 
Bharadwaj, Wei Jiang 


EDI Analysts: Artur Khachikyan, Tammie Van Ryzin, Karen Jakubowski 


Others 


Not applicable 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


See Attachment 5.1.10.1.G for our TPA license, renewal form, and utilization review license. 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Currently, six bilingual Customer Services Representatives: four Spanish, one Hmong, and one 
Arabic/French 


I. List any associations or organizations to which the organization belongs. 


None 


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


The need to provide services beyond those required in the Vendor Covered Services section is 
determined through medical necessity evaluation for those members under the age of 21. The Dental 
Consultant reviews any such requests using criteria that would include, but are not limited to, the 
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service requested: 


 Meets generally accepted standards of dental practice 


 Is appropriate to the identified dental condition and expected outcome 


 Is appropriate for the intensity of the dental service and level of dental setting 
 Is the lowest cost alternative that effectively address and treats the dental problem 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


A number of procedures require prior authorization approval before initiating treatment. Scion Dental 
reviews the provided documentation against dental clinical criteria for medical necessity before 
approving  prior authorization requests. Scion Dental developed the dental clinical criteria used for 
medical necessity determinations from information collected from American Dental Association's Code 
Manuals, clinical articles and guidelines, as well as dental schools, practicing dentists, insurance 
companies, other dental related organizations, and local state or health plan requirements. The 
medical review process begins with providing the required documentation and the clinical criteria that 
will generate a medical necessity approval. This information is made available to all providers through 
the online provider reference manual. In this way, all providers will know in advance the required 
documentation and the clinical criteria the documentation should show for an approval based on 
medical necessity. Upon receipt of the necessary documentation, dental employees will review the 
documentation using the same clinical criteria to determine approval or denial. If there is any instance 
of potential denial for not meeting medical necessity, Scion will refer the documentation to a Nevada‐
licensed dental consultant for final decision. Only a dental consultant can deny an authorization for not 
meeting the dental clinical criteria for medical necessity. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Each year, the Dental Peer Review Committee reviews, updates, and approves dental clinical criteria 
guidelines. This committee consists of independent dental consultants who are familiar with Medicaid 
dental programs, as well as the Nevada Dental Director and the Chief Dental Officer. The review 
incorporates additional State requirements or relevant criteria, as well as information on any industry‐
based criteria. Should there be substantial feedback from providers during the year on a particular 
criterion, the committee will also incorporate this information into the review process. Historical 
experience has shown that, unlike medical procedures, the dental clinical criteria for procedures evolve 
at a slower pace and therefore, annual review is adequate with the option for special meetings if 
circumstances warrant. The Nevada Dental Director and the Chief Dental Officer can implement minor 
modifications immediately if necessary to meet State‐specific changes to ensure consistency in timing. 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


When a member requires dental services from a general dentist or dental specialist and one does not 
exist within an acceptable radius around the member’s location, the member can visit an out‐of‐
network provider for the requisite care. Scion will locate a provider willing to treat the member and 
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monitor the member’s care throughout treatment. 


E. Describe the roll and responsibilities of your case managers. 


Not applicable 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


There will be instances in which prior authorization for a procedure will not be possible due to 
emergent conditions with the member. Should the member require a procedure under an emergency 
condition to relieve pain and suffering, the provider should provide treatment to alleviate the 
member’s condition. When the provider sends the claim for reimbursement, the provider will include 
the same documentation that would be sent for the prior authorization process. This documentation 
will be subject to a retrospective review authorization process using the same dental clinical criteria as 
for the prior authorization process. As with the prior authorization process, only a Nevada‐licensed 
dental consultant can issue a denial of a retrospective review authorization. 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-558 
November 15, 2012 


Scion Dental 
Provision of dental services 


Scion currently has a network in Clark and Washoe Counties consisting of 268 providers at 169 
locations. Scion completes GeoAccess® reports monthly to monitor member access in these counties. 
When providers leave the network, Scion actively recruits additional providers to maintain network 
access or members. 


B. Provide a sample of all base network provider contracts. 


See Attachment 5.1.11.4 B for the Scion Dental provider services agreement. 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Scion is committed to including all Federally Qualified Health Clinics (FQHC), metropolitan or county 
health departments, and accredited university‐affiliated dental programs as part of the core provider 
network. In the event FQHCs with the capacity to deliver dental services are not used, Scion Dental will 
make the appropriate range of services available to the vulnerable populations. Scion Dental is also 
aware of all reimbursement‐related requirements associated with the utilization of FQHCs. 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


Scion performs availability surveys of one fourth of the network providers quarterly, ensuring that it 
surveys all providers at least annually. 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Scion monitors network providers' activities regularly. Scion’s Nevada‐based Market Manager performs 
in‐person visits to providers each quarterly to review utilization and compensation, changes to policies, 
addition of new providers, and response to provider disputes. 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Scion has been and will continue to be in compliance and use NPI as the standard and unique health 
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identifier for all dental providers. 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


Scion Dental holds itself to very high quality standards. To meet these standards, Scion takes a variety 
of Quality Assurance measures, starting with audits to ensure that each functional department meets 
any applicable internal and external standards. Scion then reports the results of the audits, along with 
each compliance standard, to the Quality Improvement and Compliance Committee for review each 
month.  


In addition to audits to validate Scion’s productivity, Scion Dental also uses additional methods to cover 
monitoring provider and member calls, as well as comparisons and validation checks on potential 
mailings. It also uses Native authorization algorithms and system edits on up‐coding, duplications, and 
authorization matching to provide consistency and, when possible, stop problems before they start. 


Scion Dental’s policies, procedures, processes, and QI Program and Work Plan fully document these 
methods and procedures. Scion’s official documents also acknowledge and define the structure of the 
various oversight committees that support the various departments in managing these efforts. 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Scion Dental’s comprehensive quality and compliance structure consists of multiple committees that 
work in unison to fulfill all quality and compliance initiatives. The composition of this structure includes 
an Executive Committee, Quality Improvement (QI) Committee, Compliance Committee, Cost of Care 
Subcommittee, Credentialing Subcommittee, and Peer Review Subcommittee. All subcommittees work 
with each respective department/functional group to review and validate the fulfillment of all 
operational requirements. The subcommittees then report the productivity and compliance standards 
to the QI and Compliance Committee monthly for review. 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Wonderbox Technologies' Enterprise System allows Scion Dental to capture and maintain many 
characteristics of a client's membership and the membership's claims, including information about 
race/ethnicity, gender, languages, along with many other characteristics. To apply these characteristics 
to HEDIS reporting, Scion Dental works with its clientele to customize the information within the 
reports. Dental will partner with DHCFP to report the HEDIS information. 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Scion Dental recognizes the importance of timely and accurate claim payments. Scion Dental reviews 
the requirements of each state and federal statutes and develops a check run schedule to support that 
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timely payment. In‐place measurements and reporting metrics consistently and regularly monitor claim 
volumes, aging status, turnaround time, and adjudication results. In addition, current measurements 
oversee payment accuracy and claim entry accuracy. Scion Dental performs rigorous pre‐ and post‐
payment audits of claim payments and denials to verify the accuracy of the claims processing. 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


In 2011, Scion Dental had a 99.7% accuracy rate for clean claims paid within 30 days. Scion pays or 
denies all received clean claims. Scion Dental does not process unclean claims, but instead sends 
notification to the party that submitted the claim. Scion Dental also does not pend claims. Denial of 
claims percentage depends on correct provider submissions, but the current denial rate is under 10%. 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


See Appendix 5.1.11.6.1 for claims system management reports. 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Whenever possible, Scion Dental uses electronic eligibility files from clients to streamline and automate 
many of the activities involved with processing patient claims. Upon receipt, Scion Dental loads 
electronic files into the Enterprise System and applies accumulators (deductibles, co‐pays) to calculate 
each patient's liability. Scion Dental then uses this information to aid in finalizing the Explanation of 
Benefits (EOB) each patient and provider receives. It is then the provider's responsibility to collect the 
patient liability for each submitted claim, as this is not within Scion Dental's scope of services. 


In the event that Scion Dental is unable to use electronic eligibility files, it will then require manual 
collection and processing of eligibility information to complete each claim. To complete this manual 
process, Scion Dental adheres to the following internal policies and procedures (see Attached Policy & 
Procedures) to dictate how to use and process eligibility information during the manual process:  


 CS‐5500|Eligibility Verification and Enrollment Guidelines 


 CS‐2020|Claims and Billing 


 CA‐1010|Manual Processing of Claims with EOB Form.  


Scion Dental audits both manual and electronic processing to ensure the highest quality in processing. 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Scion Dental provides written notification to both the member and the member’s dental care provider 
in the event of a denial for the request of dental services. Member denial notices contain clear and 
easy‐to‐understand language outlining the services that the dental provider requested and the reason 
that Scion Dental is denying coverage for said request. Scion Dental also includes a notice to the 
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member explaining appeal rights, an appeal form, and a form for the member to request to continue 
benefits during the appeal or fair hearing process. 


Each of these forms clearly explains to the member the time limitations of the member’s rights, what 
the member can expect during the process, how to reach toll‐free language interpreters or TTY/TTD 
services, and instructions on how to file an appeal/Fair Hearing request. Scion provides telephone 
numbers throughout its literature advising members to contact Amerigroup with any questions or if 
they need help understanding their rights or the appeal and Fair Hearing process. Members have 90 
calendar days from the date of their denial notices to file an appeal. 


Call center representatives document incoming verbal requests for appeals and grievances, then route 
them instantly to the Appeals and Grievances department through the Enterprise system. The Appeals 
Specialists receive an e‐mail notification explaining the member’s request and will follow up with the 
member as needed to process the appeal or grievance. After receiving the member’s written 
confirmation of the request, the Appeals Specialist will work with an alternate dental consultant to 
review the member’s request as well as the initial submission and denial information to reach a new 
determination. The member and the member’s dental care provider receive written notification of the 
appeal outcome. This notification contains information on Fair Hearings and how to file a Fair Hearing 
request in the event the determination is not in favor of the member.  


The appeals and grievances process is overseen by the Complaints, Appeals, and Grievances Manager. 
Monthly random audits ensure compliance and quality according to the established guidelines, 
policies, and procedures. The Quality Improvement Committee must review and approve any changes 
to policies or procedures before implementation. Each year, the responsible group or individual 
reviews and approves policies and procedures. 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


Scion Dental engages members and providers with outreach and education to reduce the number of 
appeals, grievances, and disputes. While Scion does not currently have a performance standard, it is 
open to discussing a mutually agreed‐upon standard, if required. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


Please see the attached organizational chart, Appendix 5.1.11.8, which shows that all functions 
delegated from any MCO client are retained within Scion Dental. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


Scion has an established dental network of more than 200 providers in its current service area. If 
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service area changes to include additional areas, Scion would contractually guarantee to build a 
compliant network in 30 days. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Please see Attachment 5.1.11.9 Implementation Plan. 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


See reporting Attachment 5.1.11.10. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Scion Dental has the ability to provide compatible interfaces with existing and proposed information 
systems. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


Scion Dental operates with full compliance with the HIPAA and the HIPAA 5010 requirements. To reach 
this level of compliance, Scion Dental's Human Resource department works to train appropriate 
employees on the requirements of HIPAA and provides continued education throughout their 
employment with Scion Dental. After each employee completes training, Scion Dental then uses its 
Quality Assurance Initiatives and Quality Improvement Program and Work Plan to maintain consistent 
and compliant HIPAA‐related behaviors throughout the company's functional areas. In the event of a 
breach or non‐compliant matter, trained employees use a dedicated process to report such behavior to 
the Quality and Compliance Department of Scion Dental. This department reports directly to the 
Director of Quality and Compliance, who ensures the documentation and reporting of all breaches, 
violations, or non‐compliant behavior. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Scion Dental produces encounter data and utilization reports in any format clients require. Scion Dental 
presents encounter files in a HIPAA‐compliant 837D format by default, but can supply a proprietary file 
format on request. Scion Dental typically posts all reports and data extracts to a secure FTP site hosted 
by Scion Dental for client retrieval. If the client desires, Scion Dental can also transfer files to a secure 
site hosted by the client. Scion Dental uses the Enterprise System, a fully HIPAA‐and HIPAA 5010‐
compliant system, to manage and process all claims and encounter activities. 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 
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Scion Dental 
Provision of dental services 


5.1.12.1 Dun and Bradstreet Number 


5772989 


5.1.12.2 Federal Tax Identification Number 


Scion Dental, Inc.: 26‐4595216 


Scion Dental of Nevada, LLC: 27‐2521920 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


See Scion Attachment 5.1.12.3 


 


5.3 BUSINESS REFERENCES 


Scion Dental Reference Information  
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Scion Dental directly to the Purchasing Division.  
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Table 5.3-1. Scion Dental Reference 1 


Reference #:  1 


Company Name:  Scion Dental 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Dr. Larry Paul  
Keystone Mercy Health Plan 


Street Address:  200 Stevens Dr. Building 200 
City, State, Zip  Philadelphia, PA 19113 
Phone, including area code:  (215) 937‐7303 
Facsimile, including area code:  N/A 
Email address:  Larry.Paul@kmhp.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Scion is a dental vendor to Keystone 
Mercy Health Plan. 


Original Project/Contract Start Date:  06/01/2011 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  $3 million 
Final Project/Contract Date:  Evergreen 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes, contract started on time and 
within time allotted 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes, contract was within budget 
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Table 5.3-2. Scion Dental Reference 2 


Reference #:  2 


Company Name:  Scion Dental 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Mr. Ethan Foxman  
Denex Dental 


Street Address:  111 Rockville Pike  
Suite 700 


City, State, Zip  Rockville, MD 20850 
Phone, including area code:  (240) 283‐3514 
Facsimile, including area code:  (240) 283‐3515 
Email address:  efoxman@denexdental.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Scion is Denex Dental’s operating 
platform and vendor for various 
functions. 


Original Project/Contract Start Date:  04/01/2009 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  $1 million 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes, the project was completed in time 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes, this was within the original budget 
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Table 5.3-3. Scion Dental Reference 3 


Reference #:  3 


Company Name:  Scion Dental 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Ms. Pollee Wilson, PMP  
CareSource 


Street Address:  P.O Box 8738 
City, State, Zip  Dayton, OH 45401 
Phone, including area code:  (937) 531‐2841 
Facsimile, including area code:  (937) 396‐3268 
Email address:  Pollee.Wilson@caresource.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Scion is a dental vendor of CareSource. 


Original Project/Contract Start Date:  10/16/2011 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  $2.5 million 
Final Project/Contract Date:  N/A 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes, the contract was completed in the 
original time allotted 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes, the contract was completed within 
the proposed budget 
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Scion Organizational Chart  
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SCION PROPOSED STAFF RESUMES 


Craig Kasten 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: SCION DENTAL, INC 


   Contractor X   Subcontractor 


Name: Craig Kasten  Key Personnel 
Classification: Chairman of the Board # of Years in Classification: 3  
Brief Summary of 
Experience: 


Mr. Kasten brings 25 years of experience in managed dental and health 
care to the company’s industry pioneering operational strategies. 


# of Years with Firm: 3  


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
04.2009 – Present 
Scion Dental, Inc  
10201 North Port Washington Road 
Mequon, WI 53092 
P: 262-834-4133 
crkasten@wonderboxtech.com 
 
Chairman of the Board 
• Sets the focus and direction for the organization and its executives. 
• Partners with the executive team to create and implement the 


organization’s strategic plan. 
• Oversees the creation and implementation of benefits 


administration for all Scion Dental clients. 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


05.1998 – Present  
American Therapy Administrators LLC 
N92W14612 Anthony Ave 
Menomonee Falls, WI 53051 
P: 262-834-4133 
crkasten@wonderboxtech.com 
 
Owner/Manager 
• Provided appropriate guidance to ensure organizational success. 


MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 


06.1997 – Present  
Vestica Healthcare LLC 
N92W14612 Anthony Ave 
Menomonee Falls, WI 53051 
P: 262-834-4133 
crkasten@wonderboxtech.com 
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
Chairman of the board 
• Provides direction and oversight to the executive team to ensure the 


organization is successful in the administration of healthcare solutions. 
EDUCATION 


 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
University of Wisconsin  
Milwaukee 
 Wisconsin 
Master’s Degree, Business Administration 
 
Marquette University 
Milwaukee 
Wisconsin 
Bachelor of Arts, Accounting 
Certified Public Accountant 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


John C Schaak 
Quarles & Brady LLP 
P: 414-277-5743 
F: 414-271-3552 
John.schaak@quarles.com 
 
Tommy Grabowski, President 
Vita Fitness & Physical Therapy 
P: 414-272-8482 
F: 414-272-2880 
tommyg@vitaphysicaltherapy.com 
 
Keven S. Hayhurst, Director 
Retirement Plan Solutions 
P: 262-641-0800 
F: 262-641-0890 
Keven@rplansolutions.com 
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Fred Tye 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: SCION DENTAL, INC 


   Contractor X    Subcontractor 
Name: Fred Tye  Key Personnel 
Classification: Chief Dental Officer # of Years in Classification: 3 
Brief Summary of 
Experience: 


Dr. Tye serves as a resource for all clinical interpretation and analysis and 
oversees utilization review and operational management skills. 


# of Years with Firm: 3 


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
04.2009 – Present   
Scion Dental, Inc. 
N92 W14692 Anthony Avenue 
Menomonee Falls, WI 53051 
P: 262-946-4555 
ftye@sciondental.com 
 
Chief Dental Officer 
• Act as a strategic partner and provide 


oversight for all clinical functions within the 
organization. 


MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


01.2008 – 04.2009 
Coventry Health Care 
6705 Rockledge Drive 
Bethesda, MD 
P: 240-283-3500 
customerservice@gdsmd.com 
 
Internal Consultant and Chief Dental Officer 
• Development plan and execution of dental 


administration for an integrated health plan 
including product design and filings, 
utilization management, disruption analysis 
and network acquisition. 


MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 


10.2005 – 04.2007  
CIGNA Health 
Bloomfield, CT  
P: 1-800-997-1654 
www.cigna.com 
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Role in Contract/Project: 
Details and Duration of Contract/Project: 


Assistant Vice-President of Network Field 
Operations 
• Developed and executed focused PPO 


recruitment strategies to accommodate both 
regional and national sales strategies. 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Illinois 
Urbana 
Illinois 
Bachelor of Arts, Chemistry with Psychology minor 
 
Loyola University School of Medicine 
Chicago 
Illinois 
Doctor of Dental Surgery 
 
JJ Kellogg Graduate School of Mgt  
Northwestern University 
Evanston 
Illinois 
Master of Business Administration, Health Management & Finance 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


Lee J. Chorley 
Senior Manager, Client Financial Administration 
Dearborn National 
P: 630.691-0303 
F: 630.293.1760 
Lchorley@dnoa.com 
 
David G. McLinden 
National Account Manager 
Delta Dental of Illinois 
P: 630-718-4746 
F: 630-983-4246 
dmclinden@deltadentalil.com 
 
Ronald Inge, DDS 
Vice President Professional Services/Dental 
Director 
Washington Dental Service 
P: 206-528-7329 
F: 206-985-4738 
ringe@deltadentalwa.com 
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Scion Organizational Chart by Functional Area 
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SCION DENTAL OF NEVADA, LLC 
Provider Services Agreement 
THIS PROVIDER SERVICES AGREEMENT (the “Agreement”), is made and entered into this 
%CONTRACT_DAY_OF_MONTH% day of %CONTRACT_MONTH_NAME%, %CONTRACT_YEAR%, by and between 
SCION DENTAL OF NEVADA, LLC (“SCION”) and %PROVIDER_BUSINESS_NAME%_


 


 (“PROVIDER”). 


WHEREAS, SCION is a company that has as its primary objective the creation of Practitioner panels 


whose participants agree to participate in and comply with the policies, procedures and 


reimbursement mechanisms established by SCION. 


WHEREAS, SCION is a licensed insurer operating in the State of Nevada that has its primary object the 
delivery of healthcare benefits, including dental benefits, to Beneficiaries. 


WHEREAS, SCION will offer to certain Payers the opportunity to enter into agreements for use of the 
Practitioners participating in the panel. 


WHEREAS, SCION and PROVIDER mutually desire to enter into an agreement whereby PROVIDER shall 
arrange for the provision of certain health services to Beneficiaries of Payers (as defined below), in a 
manner that preserves and enhances patient dignity. 


WHEREAS, SCION may at its sole discretion, retain SCION to arrange for and manage the provision of 
Covered Services to its Beneficiaries as set forth in the Plan Addendum to this Agreement.  


NOW, THEREFORE, in consideration of the premises and mutual covenants herein contained and other 
good and valuable consideration, it is mutually covenanted and agreed by and between the parties 
hereto as follows: 


Section 1 Definitions 


1.1. DHCFP. The Division of Health Care Financing and Policy, an administrative agency of the State of 
Nevada, responsible for, among other things, administering the state Medicaid program. In the 
event this Agreement is for services rendered outside the State of Nevada, the reference to DHCFP 
shall be to the similar agency administering the state Medicaid program in that other jurisdiction. 


1.2. Beneficiary. An eligible individual covered by Payer and/or enrolled under a Benefit Contract, and 
the eligible dependents of such individual who are enrolled under such Benefit Contract. In the 
event that a Payer has a government contract as defined in Section 5.2 below, the definition of 
Beneficiary shall include enrolled individuals from such Contracts. 


1.3. Benefit Contract. A benefit plan of health care coverage for Beneficiary (ies) that is sponsored, 
issued or administered by Payer and contains the terms and conditions of a Payer’s coverage. 


1.4. CMS. The Center for Medicare and Medicaid Services, an administrative agency of the United 
States Government, responsible for administering the Medicare and Medicaid programs. 


1.5. Covered Services. Those dental services to which Beneficiaries are entitled under the terms of the 
applicable Benefit Contract as determined by a Payer, the relevant portions of which may be made 
available upon request to PROVIDER by SCION-SCION or a Payer. 
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1.6. Emergency.  
a) A medical condition manifesting itself by acute symptoms of sufficient severity, which may 


include severe pain or other acute symptoms, such that the absence of immediate medical 
attention could reasonably be expected to result in any of the following:  1) serious jeopardy to 
the health of a patient, including a pregnant woman or fetus; 2) serious impairment to bodily 
functions; and/or 3) serious dysfunction of any bodily organ or part; and  


b) with respect to a pregnant woman:  1) that there is inadequate time to safely transfer to 
another hospital prior to delivery; 2) that a transfer may pose a threat to the health and safety 
of the patient or fetus; or 3) that there is evidence of the onset and persistence of uterine 
contractions or rupture of the membranes. 


1.7. Incident. Any occurrence that is not routine in a health care facility. These situations may include, 
but are not limited to, the following:  
a) any unusual occurrence; 


b)  a happening which could have or did result in an injury to a Beneficiary; or  


c) a condition, situation, procedure, etc., which could or did result in an injury to a Beneficiary, 
including any happening of an untoward (unusual) nature to a Beneficiary.  


Incidents shall not be limited to quality of care issues. 


1.8. Dental Director. A Practitioner or his/her designee who has been designated by SCION to monitor 
and implement the provision of Covered Services to Beneficiaries. 


1.9. Medically Necessary. Covered Services which are determined by a Payer to be required by a 
Beneficiary of such Payer and which are all of the following:  
a) rendered for the treatment or diagnosis of an injury or disease; 


b)  appropriate for and consistent with the symptoms, diagnosis, and treatment of a Beneficiary’s 
condition, disease, ailment or injury and otherwise in accordance with standards of good dental 
practice within the community;  


c) not furnished primarily for the convenience of such Beneficiary, such Beneficiary’s family or the 
Practitioner; and  


d) furnished at the most appropriate level that may be provided safely and effectively to the 
Beneficiary. 


1.10. Normal Business Hours. Monday through Friday, 9:00 a.m. to 5:00 p.m., EST, excluding government 
holidays. 


1.11. Participating Provider. A Practitioner that has entered into an agreement with a Payer or with SCION, 
or on whose behalf a contract has been entered into with a Payer or with SCION, for the provision 
of Covered Services to Beneficiaries. 
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1.12. Payer. One or all (as applicable) of the Payers including SCION (or any affiliate of any such Payer) 
who have entered into an agreement with SCION to arrange for and/or manage the provision of 
Covered Services to Beneficiaries as set forth on a Plan Addendum and may include health 
maintenance organizations, preferred provider organizations, indemnity plans, workers 
compensation plans, self-insured plans, employer groups, local, state, federal government bodies 
or agencies, prepaid health clinics, Beneficiaries of discount card organizations, and any and all 
other third party payers who may offer, underwrite and/or administer health benefits. The Plan 
Addendum shall be deemed a part of this Agreement and, notwithstanding anything to the contrary 
in this Agreement, the Plan Addendum may be amended from time to time by SCION upon written 
notice to PROVIDER.  


1.13. Practitioner. A dentist duly licensed in the state in which he/she practices dentistry and is rendering 
patient services as or for a PROVIDER. Practitioner shall include any dentist employed by, an 
independent contractor of, or subcontractor to a PROVIDER and may include PROVIDER if a 
Practitioner. 


1.14. Provider Services. Any and all professional services customarily provided in the community by a 
Practitioner practicing or providing services in the specialty / field / business of PROVIDER which 
are Covered Services, rendered in a manner consistent with all provisions of this Agreement and 
SCION and the Payer’s utilization management and quality improvement  (UM/QI) protocols and 
the applicable Benefit Contract, and with respect to which PROVIDER has been credentialed in 
accordance with the terms of this Agreement, except as otherwise set forth in a subsequent 
Attachment or Plan Addendum. 


Section 2 Obligations of SCION 
2.1. Beneficiary Eligibility.  Payer may at its discretion provide to each Beneficiary an identification card 


that Beneficiary will be expected to present when seeking Covered Services from PROVIDER. SCION 
shall establish procedures to assist PROVIDER in verifying whether an individual presenting to a 
PROVIDER is a Beneficiary and PROVIDER shall comply with such verification procedures. SCION 
and Payer cannot guarantee the eligibility status of any individual. Payers make final eligibility 
determinations in their sole discretion. SCION shall be permitted to recover payments made to 
PROVIDER pursuant to this Agreement for such individuals retroactive to the date of ineligibility 
and shall have no liability to PROVIDER for any services rendered on or after the date of ineligibility. 
PROVIDER shall be permitted to seek payment from such individuals for whom services were 
provided on or after the date on which the individual became ineligible. 


2.2. Administrative Requirements and Procedures. SCION shall make available to PROVIDER administrative 
requirements and procedures in the areas of prior authorization of services, record keeping, 
reporting and other administrative duties of PROVIDER under this Agreement. PROVIDER agrees to 
abide by these administrative requirements and procedures.  
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2.3. Compensation. For all Provider Services for which PROVIDER is responsible hereunder, PROVIDER 
shall be compensated in accordance with a Plan Addendum as set forth in Section 5.1 of this 
Agreement, and all other applicable provisions of this Agreement. Compensation to PROVIDER 
shall be in accordance with and subject to SCION authorization and claims payment interpretive 
requirements which PROVIDER agrees to and accepts. A SCION authorization shall be in writing 
from SCION. SCION may from time to time furnish PROVIDER with PROVIDER bulletins/updates 
containing requirements for compensation under this Agreement. A prior payment from SCION to 
PROVIDER under circumstances where PROVIDER was not entitled to compensation under the 
terms and conditions of this Agreement shall not be deemed a waiver of any subsequent right not 
to compensate PROVIDER. If a PROVIDER provides any Covered Service that is not a Provider 
Service or not specified in any Plan Addenda or any non-Covered Service, PROVIDER shall not be 
entitled to any compensation for such services, except as provided in Section 3.1. PROVIDER shall 
accept such compensation and any applicable co-payments and/or deductibles or self-pay 
discounted payments (collectively “Co-payments”) as payment in full for all services provided by 
PROVIDER except as otherwise provided by this Agreement. Unless specified otherwise, such Co-
Payments shall be included as part of the compensation. Notwithstanding anything to the contrary 
herein, SCION shall not be obligated to compensate PROVIDER to the extent Payers have not 
compensated SCION with respect to such period of time or for such Covered Services.  


2.4. SCION- Non-Liability. Payer shall have the full and final responsibility and liability for payment of all 
claims for Covered Services. SCION shall not be liable for the payment from its own funds of any 
claims under a plan. SCION is not the insurer, guarantor or underwriter of the liability of Payer to 
provide benefits to Beneficiaries. All final claims decisions will be the responsibility of Payer. 
Notwithstanding the foregoing, if for whatever reason PROVIDER is not entitled to compensation 
under the terms and conditions of this Agreement, Payer shall likewise not be responsible to 
PROVIDER. Notwithstanding anything to the contrary in this Agreement, in the event PROVIDER has 
any issue under this Agreement, payment or otherwise, it shall be a condition precedent for 
PROVIDER to seek recovery from SCION pursuant to this Agreement including appellate levels or 
otherwise before proceeding in any manner against a Payer, or a Beneficiary, unless otherwise 
specifically authorized in writing by SCION. 


2.5. SCION Representative. SCION will designate a representative who will be available during Normal 
Business Hours to respond to inquiries from PROVIDER. 
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Section 3 Obligations of PROVIDER  
3.1. Health Services, Authorizations and Referrals. PROVIDER agrees to provide or arrange for the provision 


of those Covered Services consistent with SCION’s (or a Payer’s, if applicable) utilization 
management and quality improvement program (“UM/QI Program”) and SCION’s Provider Manual 
as delivered to PROVIDER and modified from time to time. PROVIDER also agrees to provide such 
records and other information as may be required or requested under such UM/QI Program. 
PROVIDER shall provide Covered Services, which except in the case of Emergencies, have been 
authorized according to SCION’s UM/QI Program, including any referral and authorization 
procedures, as established by SCION and modified from time to time, and to which compensation 
shall be subject. The issuance of a referral or authorization is not a guarantee of eligibility or 
payment. A Beneficiary’s medical record must substantiate the provision of Covered Services which 
record may be requested by SCION for such purpose. PROVIDER agrees, when applicable, (1) to 
refer Beneficiaries, when medically appropriate and except in Emergencies, only to other 
Participating Providers and only after receiving proper authorization as required by SCION; and (2) 
to comply with such other referral, prior authorization, pre-certification or pre-admission 
requirements as established by SCION. In the event PROVIDER shall provide a Beneficiary non-
Covered Services, PROVIDER shall, prior to the provision of such non-Covered Services, inform 
Beneficiary in writing:  
a) of the service(s) to be provided;  


b) that SCION or the applicable Payer will not pay or be financially liable for said services; and  


c) that Beneficiary will be financially liable for such services.  


In the event that Beneficiary is not so informed, neither Beneficiary, nor Payer shall be financially 
liable to PROVIDER for those services. PROVIDER shall not bill Beneficiaries for services that are 
determined by a Payer or SCION, in their sole discretion, not to be Medically Necessary unless 
PROVIDER has informed Beneficiary in advance that the services are not Medically Necessary and 
Beneficiary has agreed in writing to be financially liable for those specific services. PROVIDER 
agrees to provide Covered Services in accordance with terms and conditions specified in a Plan 
Addendum. 


3.2. Provision of Services and Professional Requirements. 
a) PROVIDER shall make necessary and appropriate arrangements to ensure the availability of 


Provider Services to Beneficiaries on a twenty-four (24) hour per day, seven (7) day per week 
basis, including arrangements to ensure coverage of Beneficiaries after hours or when 
PROVIDER is otherwise absent. PROVIDER agrees that scheduling of appointments shall be 
done in a timely manner, as specifically defined in SCION’s Provider Manual or as otherwise 
required by applicable law. PROVIDER shall ascertain and ensure that each Practitioner will 
cooperate with and accept the findings of SCION’s peer review procedures as they relate to 
services provided to Beneficiaries and that such Practitioner will seek authorization from the 
Dental Director prior to all hospitalizations, except for Emergencies or as otherwise provided in 
the UM/QI Program. For services rendered by Practitioner on behalf of PROVIDER, PROVIDER 
shall be responsible to make suitable arrangements with the Practitioner regarding the amount 
and manner in which said Practitioner will be reimbursed or otherwise compensated, provided, 
however, that PROVIDER shall ensure that the Practitioner will not, under any circumstances, 
bill Beneficiaries (except Co-payments) or a Payer or SCION for Covered Services. PROVIDER 
shall be liable for paying Practitioner and PROVIDER hereby agrees to indemnify and hold 
harmless Beneficiaries, SCION, DHCFP, CMS and the applicable Payer against charges for 
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Covered Services rendered by Practitioner. It is understood that SCION reserves the right to 
make payment (directly or through the applicable Payer) to any Practitioner for which a valid 
invoice, or portion thereof, is outstanding for more than thirty (30) days. SCION will provide 
notice of its intention to make payment of such claims but SCION need not wait the above thirty 
(30) day period where PROVIDER has engaged in a pattern of late payments to Practitioner in 
the past, as reasonably determined by SCION. SCION or Payer may deduct any such payments 
plus a reasonable administrative fee from any amounts otherwise due PROVIDER pursuant to 
this Agreement.  


b) All services performed hereunder shall be consistent with the standards of dental care in the 
community and such services shall, at a minimum, be performed in accordance with the 
customary rules of ethics and conduct promulgated by the American Dental Association. At no 
time shall PROVIDER refuse or fail to provide Medically Necessary Covered Services to 
Beneficiaries.  


c) PROVIDER shall utilize such additional allied health and other qualified licensed or certified 
personnel as are available and appropriate for effective and efficient delivery of health services, 
consistent with SCION policies. PROVIDER shall have an ongoing responsibility to ensure that 
PROVIDER’S employees, agents, servants and independent contractors meet, at all times 
during the term of this Agreement, all legal qualifications, including appropriate licensure and 
continuing education and that they are members in good standing of their profession. 


d) PROVIDER shall participate in any programs including continuing education as SCION or a Payer 
may require, as well as such programs that may be required by state regulatory authorities. 


e) PROVIDER shall notify SCION within one (1) business day of his/her/its becoming aware of: (i) 
loss or limit of his/her/its DEA permit; (ii) loss or restriction of his/her/its license to provide 
health care services in any state as well as any actions taken by the state, any accrediting 
entity, or any other regulatory body that would materially impair the ability of PROVIDER to 
provide and/or arrange for health services to Beneficiaries; (iii) fine or other penalty, or loss or 
suspension of his/her/its participation in the Medicaid Programs; (iv) any adverse action by a 
governmental body, court or other forum having jurisdiction over PROVIDER; (v) occurrence of 
an Incident at his/her/its facility involving a Beneficiary and shall report such on the Incident 
Report form as provided by the applicable Payer; (vi) conviction of a felony; or (vii) receipt of any 
state or federal government inquiry regarding PROVIDER which relates in any way to 
PROVIDER’s authority or ability to perform its obligations pursuant to this Agreement. For 
Nevada programs, PROVIDER shall also provide SCION and Payer with a copy of any and all 
Code 15 Reports filed with DHCFP pursuant to Nevada law, involving any Beneficiaries. Receipt 
of the notices required by this Section shall not constitute an assumption of liability on the part 
of such Payer or SCION. 


f) PROVIDER and all health care Practitioners employed by and/or associated with PROVIDER for 
the term of this Agreement, shall meet all credentialing and re-credentialing requirements as 
may be established by SCION or a Payer, if applicable, from time to time. 


g) PROVIDER agrees and warrants that it is in compliance with all applicable local, state and 
federal laws relating to the provision of dental services, including the Federal Clinical 
Laboratory Improvement Act and other acts, as applicable. 


h) PROVIDER acknowledges SCION’s and each Payer’s obligation and right to report to and access 
the National Practitioner Data Bank as it relates to PROVIDER. PROVIDER agrees to assist 
SCION and Payers in accessing and reporting to the Data Bank, including making inquiries to 
the Data Bank on behalf of SCION and a Payer, if requested to do so by SCION or a Payer. 
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i) PROVIDER agrees to implement applicable and reasonable procedures necessary for external 
accreditation of each Payer and/or SCION by URAC or any other similar organization selected by 
such Payer and/or SCION. 


j) PROVIDER shall comply with any and all applicable state, federal and other laws and 
regulations governing contracting providers and Practitioners of health care service plans and 
relating to the subject matter of this Agreement.  


3.3. Claims. PROVIDER shall, within six (6) months of the date of service for outpatient services, or such 
other period if allowed or required by the applicable Payer plan (“Claims Submission Period”), 
submit a bill to Payer or SCION in a billing form acceptable to Payer or SCION (i.e. ADA claim form) 
along with any applicable authorization/referral documentation as instructed by SCION or other 
applicable documentary support, for all services rendered in a manner consistent with the terms of 
the Agreement. PROVIDER will also comply with SCION’s Provider Manual as furnished to 
PROVIDER and modified from time to time. SCION may from time to time furnish PROVIDER with 
PROVIDER bulletins/updates containing requirements for claims submission and payment under 
this Agreement. If PROVIDER has not billed Payer or SCION for services rendered within the Claims 
Submission Period, PROVIDER’s claim for compensation with respect to such services shall be 
deemed waived.  Payer or SCION shall pay PROVIDER for Covered Services, less applicable Co-
payments, in accordance with the terms of the relevant Attachment or Plan Addendum. PROVIDER 
agrees to accept the compensation paid by Payer or SCION as payment in full for all Covered 
Services, except for applicable Co-payments. In the event a claim for compensation is pended, 
contested or denied for any reason, PROVIDER shall resubmit such claim along with any applicable 
documentation to Payer or SCION consistent with the terms of the Agreement within the time 
period provided by applicable law after receipt by PROVIDER of notice that such claim is pended, 
contested or denied for any reason. If PROVIDER has not re-billed or re-submitted the applicable 
documentation to Payer or SCION for services rendered within such time period, PROVIDER’s claim 
for compensation with respect to such services shall be deemed waived. 


3.4. No Discrimination Against Beneficiaries; Acceptance of Beneficiaries; Protection of Beneficiaries; Compliance 
with Civil Rights Laws. 
a) PROVIDER shall observe, protect and promote the rights of Beneficiaries as patients without 


regard to race, ethnicity, religion, gender, color, national origin, age, sexual orientation, genetic 
information, place of residence, economic status, health status or health care needs, benefit 
plan or source of payment of such Beneficiaries, including individuals who have or are currently 
receiving care from PROVIDER for whom payment is being made on a self-pay basis or through 
another third-party payer program. 


b) PROVIDER may not impose any limitations on the acceptance of Beneficiaries from a product 
line of a Payer for care or treatment that it does not impose on other patients with respect to 
the same product line. PROVIDER may not request, demand, require or seek directly or 
indirectly the transfer, discharge or removal of any Beneficiary for reasons of Beneficiary’s need 
for, or utilization of, Medically Necessary Covered Services, except in accordance with the 
procedures established for such action.  


c) PROVIDER agrees to abide by the non-discrimination and affirmative action requirements of 
Executive Order 11246, title VI of the Civil Rights Act of 1964, as amended, the Vietnam Era 
Veterans Readjustment Assistance Act of 1974, Sections 503 and 504 of the Re-habilitation 
Act of 1973, as amended by the Age Discrimination Act of 1975, as amended, the 
implementing rules and regulations of the Office of Federal Contract Compliance Programs, U.S. 
Department of Labor, as found in the Code of Federal Regulations, Title 41, Chapter 60, and 
any other laws applicable to PROVIDER. 
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3.5. Charges to Beneficiaries. Each Payer shall require Beneficiaries to pay applicable Co-payments for 
certain Covered Services at the time services are rendered. In addition, Beneficiaries shall be 
financially liable to PROVIDER for Non-Covered Services or self-pay discounted services provided by 
PROVIDER pursuant to Section 3.1. PROVIDER shall indemnify and hold SCION, the applicable Payer 
and Beneficiaries harmless from any costs, including legal fees, relating to improper billing 
practices or efforts which breach the terms of this Agreement. 


3.6. Records and Reports. 
a) PROVIDER shall maintain such records and provide such medical, financial and administrative 


information to SCION as may be necessary for compliance by SCION and Payers with state and 
federal law, as well as for program management purposes. The Beneficiary’s medical record 
must substantiate the services provided. Records shall be maintained for a period of not less 
than ten (10) years from the termination of this Agreement and be retained further if records 
are under review or audit until such review or audit is complete. SCION, the applicable Payer, 
URAC, state and federal officials shall have access during Normal Business Hours, upon 
demand, to the books and medical records of PROVIDER relating to the health care services 
provided to Beneficiaries and to Co-payments received by PROVIDER from Beneficiaries and 
SCION shall have the right to copy such books and medical records, either with the written 
consent of Beneficiaries which consent as contained in the applicable Payer’s enrollment form 
is hereby deemed satisfactory by PROVIDER for such purposes, or as otherwise provided by 
applicable law. In the event appropriate state, federal or other governmental officials conduct 
an examination of the Covered Services rendered under this Agreement, PROVIDER shall 
submit any required books and records to facilitate such examination. SCION, each Payer, 
URAC, state and federal officials shall also have the right to inspect, during Normal Business 
Hours, PROVIDER’s facilities pursuant to SCION’s quality improvement and peer review 
procedures and state and federal mandated procedures. PROVIDER shall comply with any 
requirements or directives issued by Payers, URAC or government authorities as a result of such 
evaluation inspection or audit of SCION or PROVIDER. The obligations under this Section 3.6(a) 
shall survive the termination of this Agreement without regard for the cause of such 
termination. 


b) PROVIDER shall maintain a medical record for each Beneficiary in accordance with the 
requirements established by SCION, consistent with applicable state and federal laws. Medical 
records of Beneficiaries will include but not be limited to reports from referral Practitioners, 
discharge summaries, records of Emergency care received by such Beneficiary and such other 
information as SCION may reasonably request.  


c) In the event that SCION requests copies of medical records from PROVIDER for any reason 
whatsoever, including but not limited to a request from a Payer for any purpose related to 
conduct or administration of a health plan, such records shall be copied and delivered to SCION 
at PROVIDER’s expense. 


d) PROVIDER shall establish and maintain procedures and safeguards so that no information 
pertaining to Beneficiaries contained in PROVIDER’s records or obtained from the Nevada 
Office of the Insurance Commissioner, CMS or DHCFP in carrying out the terms of this 
Agreement shall be used by PROVIDER or PROVIDER’s agents, officers or employees other than 
for purposes directly connected with the administration of the Beneficiary’s Payer, or except as 
provided in Section 1106 of the Social Security Act, as amended, and the regulations 
promulgated thereunder. 


e) Dental records of Beneficiaries shall be treated as confidential so as to comply with all 
applicable state and federal laws and regulations regarding the confidentiality of patient 
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records, including without limitation, Title 45, Code of Federal Regulations, Section 250.50 and 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Where required by 
applicable law, PROVIDER will obtain specific written authorization from a Beneficiary prior to 
releasing such Beneficiary’s medical records. PROVIDER represents and warrants that 
PROVIDER will comply with the Health Insurance Portability and Accountability Act of 1996, as 
amended (HIPAA), and all rules and regulations promulgated thereunder, as a covered entity 
under such laws, including but not limited to all confidentiality and disclosure requirements and 
compliance with the business associate provisions thereto. 


3.7. Beneficiary Grievances. PROVIDER agrees to cooperate with SCION and the applicable Payer in 
resolving any Beneficiary grievances related to the provision of health services hereunder. 
PROVIDER agrees to participate in grievance procedures, as SCION and such Payer from time to 
time may establish, and comply with all final determinations rendered. 


3.8. Insurance. 
a) PROVIDER agrees to maintain in force such policies of general and professional liability 


insurance, as shall be necessary, to insure PROVIDER and their employees against any claim or 
claims for damages arising by reason of personal injuries or death occasioned, directly or 
indirectly, in connection with the performance of any service by PROVIDER or as otherwise 
required by applicable laws or regulations. The amounts, type and extent of such professional 
liability insurance coverage shall be subject to the approval of SCION. If PROVIDER is a licensed 
Practitioner or Practitioner Group, amounts shall not be less than $1,000,000 per occurrence, 
$1,000,000 per policy period or as otherwise required by applicable laws or regulations. If 
PROVIDER is other than a licensed Practitioner or Practitioner Group, amounts shall not be less 
than $1,000,000 per occurrence, $3,000,000 per policy period or as otherwise required by 
applicable laws or regulations. In addition, all PROVIDERS shall obtain and maintain general 
liability insurance in amounts no less than $1,000,000 per occurrence combined single limit or 
as otherwise required by applicable laws or regulations. PROVIDER shall immediately notify 
SCION and Payer of any material changes in insurance coverage and shall provide certificates 
of insurance to SCION and Payer upon request. SCION and PROVIDER shall each obtain 
worker’s compensation insurance to cover all of its respective employees as required by 
applicable state law. All insurance shall be placed with carriers approved by the State in which 
PROVIDER provides his/her/its services and with a rating of no less than B+ as determined by 
A.M. Best Companies. PROVIDER further agrees that SCION shall be given thirty (30) days prior 
written notice of any material changes, cancellation or termination of PROVIDER’s insurance 
policies. In the event of such cancellation and/or termination, SCION may terminate this 
Agreement effective immediately upon PROVIDER’s receipt of written notice from SCION. In the 
event PROVIDER procures a “claims made” policy as distinguished from an occurrence policy, 
PROVIDER shall procure prior to termination of such insurance, and thereafter maintain, (i) a 
replacement policy or policies, in the same coverage amounts specified above, with retroactive 
date(s) no later than the effective date of this Agreement; and/or (ii) purchase unlimited “tail” 
insurance coverage in the same coverage amounts specified herein, effective on the date of 
termination of such “claims made” policy, so that continuous general and professional liability 
insurance coverage in the above amounts is provided with no gaps in coverage, relative to the 
acts and omissions of PROVIDER in connection with this Agreement, regardless of whether a 
claim is asserted during the term of this Agreement or thereafter. PROVIDER shall provide a 
certificate of insurance for any coverage required hereunder to SCION or any Payer, upon 
request. 


b) PROVIDER agrees to notify SCION immediately whenever a Beneficiary files a claim or a notice 
of intent to commence legal action against PROVIDER. Upon request by SCION, PROVIDER 
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agrees to provide full details of the nature, circumstances and disposition of such claims to 
SCION or its legal representative. 


c) The parties agree to adhere to and be bound by the common law and statutory principles of 
indemnification and contribution as they exist in the applicable jurisdiction.  


3.9. Indemnification and Hold Harmless. PROVIDER agrees to indemnify and hold harmless SCION, Payer 
and their respective officers, directors and employees and DHCFP and CMS from any and all debts, 
claims, damages, costs, causes of action, expenses or liabilities, including reasonable attorneys’ 
fees (at trial and all appellate levels) and court costs, to the extent proximately caused by or which 
may arise out of and/or be incurred in connection with, any negligent act or omission or other 
wrongful conduct by PROVIDER or any employee or agent of PROVIDER arising from this Agreement 
and any act or matter arising from or related to any balance billing of Beneficiaries prohibited by 
this Agreement. This Section shall survive the termination of this Agreement for any reason, 
including insolvency. 


3.10. Administration. 
a) PROVIDER agrees to cooperate, participate in and comply with Payer’s or SCION’s UM/QI 


Program, including peer review and/or Practitioner or Beneficiary grievance programs, if and 
when applicable, external audit systems and administrative programs as may be established by 
SCION. PROVIDER shall comply with all final determinations rendered pursuant to the UM/QI 
Program. The UM/QI Program may include, but not be limited to, service authorizations, 
specialist referrals and provider profiling based on claim encounter data. Each party agrees to 
immediately date stamp with the date received any written complaints and to notify the other 
party within one (1) business day whenever a Beneficiary files an informal or formal complaint 
as set forth in SCION’s and the applicable Payer’s grievance procedure, as provided to 
PROVIDER by SCION from time to time, and to refer Beneficiaries who have complaints to 
Payer’s beneficiary services department. Each party shall cooperate with the other party in the 
investigation of any such complaint. 


b) PROVIDER agrees that SCION and/or Payers may use PROVIDER’s name, address and 
telephone number, type of practice, hospital affiliations, as may be applicable, and an 
indication of PROVIDER’s willingness to accept additional Beneficiaries in order to carry out the 
terms of this Agreement and in the usual course of advertising, marketing and promotion, 
including, but not limited to, Participating Provider rosters or directories. PROVIDER may use the 
name of SCION and/or Payers to indicate it is a contracting provider, subject to SCION’s written 
approval, which shall not be unnecessarily withheld. PROVIDER shall provide immediate written 
notice to SCION of any changes in such information.  


c) PROVIDER will cooperate to the fullest extent possible to allow SCION to evaluate possible 
subrogation claims and to coordinate benefits in accordance with the National Association of 
Insurance Commissioners’ (NAIC) guidelines. In the event PROVIDER provides Covered Services 
to a Beneficiary, PROVIDER, at his/her sole cost and expense, will cooperate to the fullest 
extent possible to: 


1. Determine whether the Beneficiary has dental services coverage in addition to the 
applicable Payer; 


2. Determine the Beneficiary’s primary and secondary payer, in accordance with NAIC’s 
guidelines;  


3. Secure reimbursement from primary payer; and 
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4. Report coordination of benefits (COB) revenues received to SCION in a format 
determined by SCION. 


If, under applicable industry standards for coordination of benefits, Payer is other than the 
primary carrier, and PROVIDER’S bill to primary carrier(s) was not computed on the basis 
specified in this Agreement, then any further reimbursement to PROVIDER from Payer or SCION 
will not exceed an amount which, when added to amounts charged to the primary carrier(s), 
equals the amount specified in this Agreement, less applicable co-payments and deductibles. 


d) PROVIDER agrees to assist and work with the Dental Director in implementing the UM/QI 
Program and resolving other issues related to the delivery of health services that may arise 
from time to time. 


3.11. Cooperation and Relationship with Payer. PROVIDER understands that each Payer will place certain 
obligations upon SCION regarding the quality of care received by its Beneficiaries and that Payers 
in certain instances will have the right to oversee and review the quality of care administered to 
their Beneficiaries. PROVIDER agrees to cooperate with each Payer in the review of the quality of 
care administered to its Beneficiaries. Notwithstanding any provision or anything to the contrary in 
this Agreement, the Agreement makes reference to determinations by Payer, contracts with Payer, 
policies/programs/procedures of Payer or otherwise, however the applicability of any of these 
matters involving any Payer shall be as determined at the sole and absolute discretion of SCION 
and any such reference in this Agreement shall not relieve Provider’s duties or obligations or impair 
SCION’s rights under this Agreement. 


3.12. Risk Management. PROVIDER shall participate in SCION’s and/or a Payer’s risk management 
program by allowing access to his/her respective facilities for scheduled reviews and audits. 
Additionally, PROVIDER shall notify SCION’s and/or such Payer’s risk management department in 
writing within two (2) calendar days of occurrence of any and all Incidents including, without 
limitation, the occurrence of Incidents which are: (i) required by applicable law or regulation to be 
reported to a Payer or any applicable governmental authority, or (ii) reasonably likely to result in a 
claim for damages or services. Thereafter, SCION’s and the Payer’s risk management departments 
shall coordinate all investigative efforts and, if necessary, PROVIDER shall assist in such efforts. 


3.13. Representation of PROVIDER. SCION shall represent PROVIDER in matters with each Payer pertaining 
to the provision of Covered Services under this Agreement, and this Agreement constitutes 
PROVIDER’S written consent for such representation by SCION. Such representation shall not 
constitute in any way an assumption of liability by SCION for PROVIDER’S acts or omissions. 


3.14. Equipment and Facilities Used by PROVIDER. PROVIDER agrees that all facilities, equipment, goods and 
supplies used by PROVIDER to provide Covered Services to Beneficiaries will be available, properly 
serviced and maintained, otherwise appropriate for providing any Covered Services to Beneficiaries 
pursuant to this Agreement and comply with facility standards established by SCION, Payer, URAC, 
Nevada Office of Insurance Regulation, CMS or DHCFP. In addition, PROVIDER shall assure the 
availability of appropriate ambulatory care facilities required for the provision of PROVIDER’s 
services to Beneficiaries, which shall include the availability of PROVIDER’s current facility(ies), or 
any other facility used by PROVIDER to provide Covered Services to Beneficiaries pursuant to this 
Agreement. 


3.15. Display of Name/Materials at PROVIDER Facilities. PROVIDER shall allow SCION or Payer(s) to display in 
PROVIDER’s facilities materials identifying PROVIDER as a participating provider of SCION and 
Payer. 
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Section 4 Term and Termination 
4.1. Term.  When executed by both parties, this Agreement shall become effective as of the latest date 


set forth in the signature block hereof and shall continue in effect for a period of one (1) year from 
that date. Thereafter, the Agreement shall be automatically renewed for periods of one (1) year 
unless terminated as provided below. 


4.2. Termination. 
a) This Agreement may be terminated by either party at any time by written notice given at least 


sixty (60) days in advance of such termination. This Agreement may also be terminated by 
SCION effective immediately upon written notice if PROVIDER violates Sections 3.2(a), (b), (e), 
(g), (h), (k), 3.6, 3.8, 3.10(a), 3.11, 3.12 or 5.11 hereof or if, in SCION’s reasonable opinion, 
continuation of this Agreement will negatively affect Beneficiaries’ care. SCION may also 
terminate this Agreement immediately in the event of an occurrence under Sections 3.2(e) (ii) 
through (v) and (vii) and (viii), regardless of whether notice is provided or not. Either party may 
terminate this Agreement with at least thirty (30) days prior written notice to the other party 
upon the failure of the other Party, as specifically set forth in such notice, to perform, keep or 
fulfill any covenants, undertakings, obligations or conditions set forth in this Agreement. Such 
termination will not become effective if the default is cured within the thirty (30) day notice 
period. In the event such default is not capable of being cured within that period, the party shall 
be given a reasonable time to cure so long as that party begins to cure the default within the 
thirty (30) day period. In addition, SCION may terminate PROVIDER from participation with a 
certain Payer under this Agreement with the balance of the Agreement remaining in full force 
and effect. PROVIDER may immediately terminate any Practitioner in part or whole from 
participating under this Agreement in the event such Practitioner fails to adhere to the terms 
and conditions of this Agreement or as otherwise requested by a Payer, however the 
termination of such provider from participation shall not impact the full force and effect of this 
Agreement.  


b) PROVIDER agrees that, pursuant to the underlying agreement between SCION and each Payer, 
a Payer may, with or without cause, terminate or obligate SCION to terminate PROVIDER’s 
participation on a Payer or Plan-specific basis. In such event of termination, PROVIDER 
expressly agrees to hold SCION and such Payer harmless from any liability or damage arising 
from, relating to or resulting from SCION’s compliance with its obligations under the underlying 
agreement with such Payer to terminate PROVIDER’s provision of services to such Payer’s 
Beneficiaries in connection with such underlying agreement. This provision shall survive the 
termination of this Agreement. Such termination shall have no effect on Provider’s participation 
under this Agreement. 


c) Upon termination and for a reasonable period of time thereafter, PROVIDER shall cooperate 
with SCION in making other arrangements for the health care of Beneficiaries affected by such 
termination. In the event PROVIDER is a specialty Practitioner and without diminishing any 
other duties and obligations on PROVIDER as otherwise set forth herein, once PROVIDER or any 
Practitioner associated with PROVIDER becomes unavailable to treat an Affected Beneficiary, 
whether by termination or otherwise, PROVIDER agrees to notify the Affected Beneficiary prior 
to the unavailability or termination. An Affected Beneficiary shall be a Beneficiary who has been 
under the ongoing care of the PROVIDER.  
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Section 5 Miscellaneous 


5.1. Modification of this Agreement. Subject to the provisions hereafter, this Agreement may be amended 
or modified in writing as mutually agreed upon by the parties. In addition, SCION may modify this 
Agreement upon thirty (30) days written notice to PROVIDER. Failure of PROVIDER to object to such 
modification in writing during the thirty (30) day notice period shall constitute acceptance of such 
modification. This Agreement shall automatically be amended to comply with the requirements of 
state, federal or other applicable law. SCION may also amend this Agreement by Plan Addendum. A 
Plan Addendum is an addendum to this Agreement, which may set forth the Provider Services 
and/or reimbursement for such Provider Services for any particular Payer or health plan of a Payer. 
PROVIDER will execute the Addendum or PROVIDER will not be permitted to render Provider 
Services for that Payer. 


5.2. Interpretation. The validity, enforceability and interpretation of any of the clauses of this Agreement 
shall be determined and governed by applicable law as well as applicable federal laws. In the event 
of any conflict between this Agreement and a contract entered into between SCION and a Payer or 
between a Payer and  
a) a state for prepaid Medicaid Beneficiaries,  


b) CMS for prepaid Medicare Beneficiaries, and/or 


c) any governmental entity with respect to a government health care or benefit program (the 
“Government Contracts”) for which PROVIDER is providing services, the Government Contracts 
shall govern.  


PROVIDER agrees to be subject to all requirements that may be imposed on SCION and PROVIDER 
by a Payer under the underlying agreement between such Payer and SCION. In the event of any 
conflict between this Agreement and the underlying agreement between a Payer and SCION for 
which PROVIDER is providing services, the underlying agreement shall govern. The parties agree 
that jurisdiction for any legal action regarding this Agreement shall be in the state or federal courts 
in Wisconsin. Beneficiaries shall not be third-party beneficiaries to this Agreement. All the terms 
and conditions in this Agreement have been bargained for and agreed to between the parties. Each 
party has had the opportunity for independent legal counsel and representation and this 
Agreement shall not be construed or interpreted against one party or the other notwithstanding the 
original drafter of this Agreement. 


5.3. Severability. The illegality, unenforceability or ineffectiveness of any provision of this Agreement 
shall not affect the legality, enforceability or effectiveness or any other provision of this Agreement. 


5.4. Waiver. The waiver of any breach of any term, covenant or condition of this Agreement, shall not be 
deemed a waiver of any subsequent breach of the same or any other term, covenant or condition. 


5.5. Assignment. This Agreement, being intended to secure the services of PROVIDER shall not be 
assigned, sublet, delegated or transferred by PROVIDER without the prior written consent of SCION. 
In addition, PROVIDER agrees that PROVIDER shall render services in accordance with the terms 
and conditions of this Agreement to any Beneficiaries connected with any SCION affiliated entity, 
client, subsidiary or other entity under common control or ownership with SCION or otherwise 
contracted with SCION. 


5.6. Notice. Any notice required to be given pursuant to the terms and provisions hereof shall be sent by 
certified mail, return receipt requested, postage prepaid, or by overnight mail service such as 
Federal Express, to SCION at: Scion Dental, 10201 N. Port Washington Road, Mequon, WI 53092, 
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Attn.: Chief Executive Officer; to SCION at: __________________________________________ and to 
PROVIDER at his/her/its place of business. Either party may change the address for notice by 
notifying the other party in writing of the new address. Notwithstanding the above, an amendment 
required by law, or amendments or Plan Addendum notice required by Section 5.1 of the Agreement 
and any notices related thereto may be sent via regular mail, facsimile, electronic transmission 
(i.e., email), or may be posted on SCION’s website with notice to Provider of such posting. 


5.7. Relationship of Parties. 
a) None of the provisions of this Agreement is intended to create nor shall be deemed or 


construed to create any relationship between the parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions 
of this Agreement. None of the above nor any of their respective employees shall be construed 
to be the agent, employer or representative of the other nor will any of the above have an 
expressed or implied right of authority to assume or create any obligation or responsibility on 
behalf of or in the name of the other party. 


b) Nothing contained in this Agreement shall be construed to require PROVIDER to: (i) recommend 
any procedure or course of treatment which a PROVIDER deems professionally unacceptable; 
or (ii) recommend that SCION or a Payer deny benefits for any procedure or course of 
treatment. 


c) SCION agrees that it shall not intervene in any way or manner with the rendition of dental 
services by PROVIDER, it being understood and agreed that the traditional relationship between 
Practitioner and patients will be maintained. Thus, PROVIDER agrees that denial of 
authorization by SCION or a Payer for a particular course of dental treatment shall not relieve 
PROVIDER from providing or recommending such care to Beneficiaries as they deem to be 
appropriate nor shall such benefit determination be considered to be a medical determination 
by SCION or Payer. PROVIDER agrees to inform Beneficiaries of their right to appeal an adverse 
utilization review or coverage determination pursuant to SCION’s and the applicable Payer’s 
grievance procedures. 


d) Nothing in this Agreement shall be construed to require SCION or any Payer to assign any 
minimum or maximum number of Beneficiaries to PROVIDER or to prohibit SCION or such Payer 
from adding or transferring Beneficiaries. 


5.8. Nothing herein shall be construed as authorizing or permitting PROVIDER to abandon any 
Beneficiary. 


5.9. Headings.  The headings in this Agreement are inserted merely for the purpose of convenience and 
do not limit, define or extend the specific terms so designated. 


5.10. Agreements with Employees and Independent Contractors. Notwithstanding any interpretation of this 
Agreement to the contrary, PROVIDER agrees that all of the provisions of this Agreement, unless 
clearly inapplicable, shall apply with equal force to PROVIDER’s employees or independent 
contractors and PROVIDER agrees to assure such compliance. PROVIDER agrees, and shall require 
its employees and independent contractors who are providing Provider Services to Beneficiaries to 
agree that in the event of any inconsistency, omission or misinterpretation in the contract entered 
into by PROVIDER and the employee or independent contractor, the terms of this Agreement shall 
control, notwithstanding any review and/or approval of those agreements by SCION. At SCION’s 
request, PROVIDER shall provide SCION with copies of all forms of agreements entered into to 
render services to each Payer’s Beneficiaries pursuant to this Agreement. 


5.11. PROVIDER Subcontracts and Professional Corporations or Partnerships. Notwithstanding any 
interpretation of this Agreement to the contrary, PROVIDER shall require that all of the provisions of 
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this Agreement, unless clearly inapplicable, shall be incorporated in its subcontracts and agrees to 
require such compliance. PROVIDER agrees, and shall require its Practitioners to agree, that in the 
event of any inconsistency, between the terms and conditions of a subcontract and the terms and 
conditions of this Agreement, the terms and conditions of this Agreement shall control, 
notwithstanding any review and/or approval of those contracts by SCION. In the event that SCION 
has hereby entered into or if PROVIDER enters into a subcontract with a provider that is a 
professional corporation, professional association or partnership rather than an individual 
Practitioner, PROVIDER shall require by written provision in such subcontracts that all of the terms 
set forth herein applicable to PROVIDER shall also apply with equal force to both the professional 
corporation, professional association or partnership and the Practitioners associated with such 
entity. Any Practitioner by performing services under this Agreement agrees to be bound to all the 
provisions of this Agreement. All the individual Practitioners providing services through PROVIDER 
hereunder, are set forth on the Provider Information Form provided to PROVIDER, which shall be 
updated by PROVIDER as changes occur and as Practitioners are added or deleted. 


5.12. Confidential and Proprietary Information. PROVIDER recognizes that this Agreement and all material 
provided to PROVIDER by SCION or a Payer, including Beneficiary lists, is confidential and not the 
property of PROVIDER. PROVIDER shall not use such information for any purpose other than to 
accomplish the purposes of this Agreement. PROVIDER shall not disclose or release this 
Agreement or such material to any third-party without the prior written consent of SCION or the 
applicable Payer. This specifically includes, but is not limited to, use of any of the above-referenced 
materials, directly or indirectly, to further the business purposes of any other organization or 
business including, but not limited to, PROVIDER, Payer’s or other alternative health care delivery 
systems or other entities in the business of SCION or such Payer. Upon notice of the termination of 
this Agreement, PROVIDER agrees to return all such materials, including all copies, whether 
authorized or not, to SCION. For purposes of this Section, information shall not be considered 
proprietary if (i) such information is required to be disclosed pursuant to law, provided, however, 
that SCION and the applicable Payer are provided reasonable advance notice of such disclosure, or 
(ii) such information is generally available to the public other than through a violation of this 
Section by PROVIDER. This provision shall survive the termination or expiration of any term or 
provision of this Agreement. In addition, PROVIDER shall not solicit Beneficiaries, directly or 
indirectly, to enroll in any other insurance or health coverage or alternative health care delivery 
system other than the one such Beneficiaries are currently enrolled in. “Solicitation” or “soliciting”, 
as used herein, shall mean conduct by an officer, director, agent, or employee of PROVIDER during 
the term of this Agreement and for a period of one (1) year after the effective date of termination of 
this Agreement, which may be reasonably interpreted as designed to persuade Beneficiaries, 
employer groups, employees or Practitioners to discontinue their relationship with SCION and/or 
such Payer or to continue to receive health care services from PROVIDER, other than as a 
Beneficiary of such Payer, or to encourage Beneficiaries, employer groups, employees or 
Practitioners to participate in any other prepaid health service plan. This provision shall survive the 
termination or expiration of any term or provision of this Agreement with respect to such Payer for 
a period of one (1) year from the effective date of termination except where such termination 
occurred following an event permitting SCION to terminate such Payer under the agreement 
between SCION and such Payer. The parties agree that any violation of this Section by PROVIDER 
will result in irreparable injury to SCION and Payer. Therefore, in addition to any remedies 
otherwise available to SCION and such Payer and notwithstanding Section 5.12 below, SCION and 
such Payer are hereby entitled to an injunction enjoining and restraining PROVIDER and any 
related individuals or parties from violating this Section. If it is determined that the scope of the 
provisions of this Section are too extensive to be enforceable by court, then they shall be modified 
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to be whatever is determined by a court to be reasonable in order to obtain enforcement and the 
parties agree to accept such determination subject to any appeals. 


5.13. Arbitration. Except for the remedies as provided in Section 5.10, any dispute, controversy, request for 
an accounting, disagreement over payment, allegation of breach, or claim arising out of, or relating 
to, this Agreement that cannot be settled through direct discussions shall be settled by arbitration 
administered by the American Arbitration Association (AAA) in accordance with its Commercial 
Arbitration Rules, except those parts that are different from this Agreement, in which case the 
Agreement shall govern. Any order, judgment or decision of the arbitrator may be entered in a court 
of competent jurisdiction. The cost of any arbitration shall be borne equally by the parties and the 
parties shall each bear their respective attorneys’ and related fees. The arbitrator shall be selected 
using the following roster process: The AAA administrator will provide each party with a list of ten 
proposed arbitrators who are generally familiar with the subject matter involved in the dispute. 
Each side will be given ten days to strike any names deemed unacceptable, number the remaining 
names in order of preference, and return the list to the AAA. Within a week of receipt of both 
parties’ list, the AAA will invite an arbitrator to serve from among those names remaining on the 
list, in the designated order of mutual preference. Notwithstanding the rules of the AAA or any 
provision in this Agreement, the arbitrator shall not be permitted to decide any matters involving 
other persons not a specific party to this specific Agreement.  Pre-hearing discovery will be limited 
to only an exchange of relevant documents and no more than four four-hour depositions by each 
party.  The arbitrator shall resolve any discovery disputes, recognizing the parties’ mutual desire for 
a prompt resolution of the underlying issue. The site of arbitration hearing shall be at the corporate 
offices of SCION in Mequon, Wisconsin as applicable. The arbitration hearing shall start and 
conclude on consecutive hearing days. The arbitrator will have no authority to award punitive 
damages or any other damages not measured by the prevailing party’s actual damages, and may 
not, in any event, make any ruling, finding, or award that does not conform to the terms and 
conditions of the Agreement. The arbitration decision shall be in writing and shall specify the 
factual and legal bases for the decision. Neither party nor the arbitrator may disclose the 
existence, content, or results of any arbitration or documents or testimony given as part of any 
arbitration without the prior written consent of both parties. This section is a material provision that 
has been bargained for and agreed to specifically by the parties and this Section shall survive the 
termination of this Agreement for any reason, including insolvency by SCION.    


5.14. Class Action. PROVIDER may not at any time, under any circumstance, permit PROVIDER to be 
included as a member of a class for any purpose including requesting an accounting of any Pool, 
compensation or compensation methodology used by SCION and/or pursuing a claim for damages 
resulting from a breach of this Agreement by SCION. This is a material provision that has been 
bargained for and agreed to specifically by the parties. This Section shall survive the termination of 
this Agreement for any reason, including insolvency by SCION.    


5.15. Entire Agreement.  This Agreement (including all Attachments or Addenda annexed hereto and 
incorporated material referenced herein) contains all the terms and conditions agreed upon by the 
parties and supersedes all other agreements of the parties, oral or otherwise, regarding the subject 
matter hereof.  


 


Signature page follows. 
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Section 6 Signatures | Provider Services Agreement 


IN WITNESS WHEREOF, this Agreement is executed as of this _   __ day of ___________
 


, 2011. 


Scion Dental of Nevada, LLC PROVIDER 


 
    
Signature  Signature 


 
Monica Y. Clement 
Name  Print Name 


   


 
Director of Provider Services 
Title  Title 


   


    
Date  Provider NPI 


 


Myclement@ScionDental.com 
Email Address  Date  


   


 
ProviderServices@ScionDental.com 
Office Contact Email Address  Business entity name as listed on W-9  


   


 
877-378-5296 
Provider Services Telephone Number  office email 
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SCION DENTAL OF NEVADA, LLC            
Amendment and Plan Addendum to Provider 


Services Agreement 


This Amendment and Plan Addendum (“Amendment and Plan Addendum”) is entered into by and between 
Scion Dental of NEVADA, LLC (“SCION”) and %PROVIDER_BUSINESS_NAME%


WHEREAS the parties have entered into a Provider Services Agreement (the “Agreement”). 


 “PROVIDER”). 


IT IS MUTUALLY AGREED: 


6.1. As set forth in the Agreement, this Amendment and Plan Addendum is incorporated and made part of the 
Agreement to include the following: 


PLAN CONTRACT:  AMERIGROUP Nevada, Inc. (“AMERIGROUP” and also referred to as “Payer” and 
defined in Section 1.12 of the Agreement) – are certain of those Medicaid Beneficiaries enrolled in 
Payer’s Plan for whom SCION has an Agreement to provide Covered Services in the State of 
Nevada,,  


PRODUCT TYPES:  HMO (Medicaid) 


COVERED SERVICES: Those dental services to which Beneficiaries are entitled under the terms of the 
applicable Benefit Contract as determined by Payer. PROVIDER will comply with SCION’s utilization 
management and quality improvement program. 


6.2. With respect to Covered Services rendered to Beneficiaries under this PLAN CONTRACT, PROVIDER shall 
render services in a manner consistent with the terms of this Agreement and according to the rate set 
forth in Attachment A attached hereto and made a part hereof (together with Attachment B and Exhibit 1).  


6.3. In the event PROVIDER shall have contracted with SCION under this Amendment and Plan Addendum and 
also directly with Payer for subject business covered by this Amendment and Plan Addendum, this 
Amendment and Plan Addendum shall be effective and supersede any such contract between PROVIDER 
and Payer for subject business covered by this Amendment and Plan Addendum.   


6.4. SCION may not modify this Agreement in any way that would adversely affect AMERIGROUP’s rights 
hereunder without the written consent of AMERIGROUP. 


6.5. The parties agree that AMERIGROUP is a third party beneficiary of this Agreement.  Neither party to this 
Agreement shall dispute AMERIGROUP’s standing to enforce its interests in SCION’s or PROVIDER’s 
performance of this Agreement. 


6.6. In the event of non renewal or termination of the AMERIGROUP Participating Provider Network Agreement 
by and between SCION and AMERIGROUP (“AMERIGROUP Agreement”); or as otherwise agreed to by 
AMERIGROUP and SCION, PROVIDER agrees to immediately enter into a Provider Services Agreement with 
AMERIGROUP which is substantially the same as this Agreement, at which point PROVIDER will have 
separate, but substantially similar agreements with SCION and AMERIGROUP. 
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6.7. Either party can terminate this Amendment and Plan Addendum upon sixty (60) days written notice to the 
other party in advance of such termination. The termination of this Amendment and Plan Addendum shall 
not otherwise terminate the Agreement unless specifically set forth in any notice. 


6.8. The effective date of the Amendment and Plan Addendum shall be %CONTRACT_MONTH_NAME% 
%CONTRACT_DAY_OF_MONTH%, %CONTRACT_YEAR%


6.9. Capitalized terms not otherwise defined herein are defined as set forth in the Agreement. 


. 


6.10. It is the intent of the parties that this Amendment and Plan Addendum be incorporated into the Agreement 
and that both be read as one agreement.  To the extent that the terms of this Amendment and Plan 
Addendum and the terms of the Agreement are inconsistent, the terms of this Amendment and Plan 
Addendum shall supersede and control the terms of the Agreement and any prior amendments. 


Signature page follows. 
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Signatures | Addendum 


IN WITNESS WHEREOF, this Agreement is executed as of this _   __ day of ___________
 


, 2011. 


Scion Dental of Nevada, LLC PROVIDER 


 
    
Signature  Signature 


 
Monica Y. Clement 
Name  Print Name 


   


 
Director of Provider Services 
Title  Title 


   


    
Date  Provider NPI 


 


Myclement@ScionDental.com 
Email Address  Date  


   


 
ProviderServices@ScionDental.com 
Office Contact Email Address  Business entity name as listed on W-9  


   


 
877-378-5296 
Provider Services Telephone Number  office email 
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Attachment A | Amendment and Plan Addendum 
Compensation  


1.  General.  Except as otherwise allowed by this Agreement, SCION shall reimburse provider according to 
the fees listed in Exhibit 1 to this Amendment and Plan Addendum and adjusted for timely filing as provided 
for in Attachment B.  At anytime during the term of this Amendment and Plan Addendum, SCION may, at its 
sole and absolute discretion and without prior notice to provider, elect to create a Pool at the beginning of 
any month in lieu of reimbursing PROVIDER according to the fees listed in Exhibit 1to this Amendment and 
Plan Addendum.   In the event SCION elects to create a Pool, for each Pool, SCION will compensate 
PROVIDER for performing a Covered Service to a Beneficiary under the Benefit Contract creating such Pool 
by paying PROVIDER the Amount Payable for such Covered Service from the Distributable Cash in such 
Pool, subject to SCION’s claims authorization and payment requirements. The amount payable to 
PROVIDER from a Pool for the same service may differ from month to month and may be lower than the 
fees listed in Exhibit 1 to this Amendment and Plan Addendum.  Pool reimbursement is illustrated in 
Attachment C.  SCION will make any payments due to PROVIDER two times each month for all Amounts 
Payable for unpaid claims submitted prior to a date determined by SCION that is prior to the date each 
such payment is processed.  Notwithstanding any other provision of this Amendment and Plan Addendum, 
SCION shall have no obligation to compensate a PROVIDER for any such Covered Service if the Payer 
under the Benefit Contract has not provided funding for such Pool or if, for any other reason, such Pool has 
no Distributable Cash. 


2.  Adjustments.  For each Pool in any calendar year, SCION may, in its sole and absolute discretion and 
without any obligation to do so, make an annual reallocation adjustment (addition or subtraction) to each 
Participating Pool Provider.  Such reallocation adjustment for a Pool may result (or approximate with 
reasonable accuracy) in each Participating Pool Provider receiving equal Amounts Payable for each or 
certain types of Covered Service rendered to Beneficiaries under the Benefit Contract creating such Pool.  
SCION shall have the right to (a) set off such amounts as are reasonably necessary to implement such 
reallocation adjustment from future Amounts Payable to any Participating Pool Providers who receive a 
reduction pursuant to the reallocation adjustment or (b) directly recover such reallocation adjustment from 
such Participating Pool Providers (with each Participating Pool Provider paying such adjustment amount 
within 30 days of SCION's notice). 


SCION will make payments to those Participating Pool Providers who are subject to a positive reallocation 
adjustment as payments are recovered from other Participating Pool Providers without any disagreement. 


3.  Remaining Balance.  If there is a Pool Cash Balance in any Pool at a time when SCION reasonably 
concludes that no additional claims for Covered Services will be submitted by any provider, SCION shall 
pay PROVIDER a percentage of such Pool Cash Balance determined by dividing (a) PROVIDER's aggregate 
Amounts Payable from such Pool by (b) the aggregate Amounts Payable to all Participating Pool Providers 
from such Pool. 


4.  Payment in Full.  PROVIDER shall accept the compensation determined under this Amendment and Plan 
Addendum for any Covered Service as payment in full for such Covered Service and further acknowledges 
and agrees that PROVIDER may not receive the same compensation for the same services at all times 
under this arrangement. 
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5.  Acknowledgment.  PROVIDER acknowledges and agrees that: (a) this Amendment and Plan Addendum 
and all Attachments/Exhibits thereto have been bargained for at arm's-length between the parties and 
represents a material inducement for SCION to enter into this arrangement; and (b) any and all provisions 
of this Amendment and Plan Addendum, including, without limitation, the differences in payments that 
may result based on the timeliness of claims submissions by providers and the date of service, are a 
material part of the compensation model agreed to between the parties and necessary to establish a 
system of administration of claims and compensation for such claims which is intended to attain a level of 
consistency in payment amounts acceptable to all providers participating under such compensation 
model, however no level of compensation can be assured by SCION hereunder.  


Apart from the compensation model which is explained hereunder and the compensation thereto, the 
compensation model set forth in this Attachment A, Attachment B and Exhibit 1 provides for SCION to make 
certain measurements, calculations, estimates, assumptions and other decisions. In all such cases, such 
measurements, calculations, estimates, assumptions and other decisions made by SCION shall be at the 
sole and absolute discretion of SCION and PROVIDER acknowledges and agrees to accept the same as 
final and conclusive. 


6.  Definitions.  In addition to the capitalized terms defined elsewhere in the Agreement, the capitalized 
terms shall have the meanings set forth on Attachment B attached hereto and made a part hereof. 
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Attachment B | Amendment and Plan Addendum 
Definitions 


In addition to the capitalized terms defined elsewhere in the Agreement, the following capitalized terms shall 
have the following meanings: 


6.11. Adjusted Service Value for any Covered Service means  
a) the fee provided for such Covered Service on Exhibit 1 attached hereto and made a part hereof 


multiplied by  


b) one of the following factors: (i) 1.00 if the claim for the Covered Service was received by SCION 
within 90 days of the date on which PROVIDER performed the Covered Service; (ii) 0.50 if the 
claim for the Covered Service was received by SCION more than 90 days after but within six 
months of the date on which PROVIDER performed the Covered Service; or (iii) 0.00 if the claim 
for the Covered Service was received by SCION more than six months after the date on which 
PROVIDER performed the Covered Service. 


6.12. Amount Payable for any Covered Service means the amount determined by the difference of 
a) the Total Compensation Amount for such Covered Service and  


b) PROVIDER's total available reimbursement from patient copayments, coinsurance, deductibles 
and primary insurance payments, if applicable, for such Covered Service (regardless of whether 
or not such payments are actually collected by PROVIDER). 


6.13. Distributable Cash for any Pool at any time means the Pool Cash Balance at the time of 
measurement minus: 
a)  Claims payable (processed but not yet paid) for all Covered Services rendered by Out-of-


Network Providers to Beneficiaries under the Benefit Contract creating such Pool; 


b) Claims payable (processed but not yet paid) for all Covered Services rendered by Non-Pool 
Participating Providers to Beneficiaries under the Benefit Contract creating such Pool; 


c) SCION's estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities as of the last day of such month for Covered Services rendered by Out-of-Network 
Providers to Beneficiaries under the Benefit Contract creating such Pool; 


d) SCION’s estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities as of the last day of such month for Covered Services rendered by Non-Pool 
Participating Providers to Beneficiaries under the Benefit Contract creating such Pool; 


e) Claims payable (received but not yet paid) for Covered Services rendered by Participating Pool 
Providers to Beneficiaries under the Benefit Contract creating such Pool as of the last day of 
the month prior to the month in which the measurement occurs; 


f)  SCION’s estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities for Covered Services rendered by Participating Pool Providers to Beneficiaries under 
the Benefit Contract creating such Pool as of the last day of the month prior to the month in 
which the measurement occurs. 
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6.14. Monthly Percentage for any Pool for any month means the percentage determined by SCION during 
such month by dividing (i) the Distributable Cash calculated by SCION for such month by (ii) 
SCION's estimate of the total Amounts Payable for all Covered Services to be provided during such 
month by all Participating Pool Providers to Beneficiaries under the Benefit Contract creating such 
Pool; provided, however, that in no event shall the Monthly Percentage for any Pool exceed 110%. 


6.15. Non-Pool Participating Provider for any Pool means all Participating Providers who receive 
compensation for Covered Services to Beneficiaries under the Benefit Contract creating such Pool 
by any method other than the method set forth on Attachment A, including, without limitation, by the 
other methods of guaranteed fee arrangements, member or other capitation payments, and case 
fees per episode of care. 


6.16. Out-of-Network Providers for any Pool means all providers of Covered Services to Beneficiaries under 
the Benefit Contract creating such Pool who are not subject to contractual arrangements with 
SCION related to their compensation from such Pool. 


6.17. Participating Pool Providers for any Pool means all Participating Providers, including, without 
limitation, PROVIDER, who receive compensation for Covered Services rendered to Beneficiaries 
under the Benefit Contract creating such Pool determined in accordance with Attachment A. 


6.18. Pool means the reimbursement pool managed by SCION for a Benefit Contract as determined by 
SCION.  A pool will consist of deposits into the Pool in an amount determined by multiplying the 
Pool Allotment Percentage by the amount that SCION receives from the Payer in connection with 
such Benefit Contract, after first deducting a contract management fee equal to $0.45 per covered 
member per month. SCION will retain as compensation for any and all SCION's services, and 
PROVIDER shall have no right to or claim against and waives any rights or claims to, the remainder 
of such amounts received from the Payer over the Pool amounts.   


6.19. Pool Allotment Percentage for any Pool means the percentage of the aggregate payments that SCION 
receives from a Payer in connection with a Benefit Contract, after first deducting the contract 
management fee, and that will be deposited in the Pool for such Benefit Contract as determined, 
from time to time, by negotiation between SCION and such Payer, or SCION.  PROVIDER 
acknowledges and agrees that SCION and such Payer, or SCION, may change the Pool Allotment 
Percentage from time to time effective upon notice to PROVIDER. SCION shall notify PROVIDER of 
the Pool Allotment Percentage for each Benefit Contract upon determination of such Pool 
Allotment Percentage. The initial Pool Allotment Percentage shall be 95%. 


6.20.  The Pool Cash Balance for any Pool at any time means  
a) actual cash in the Pool at such time minus  


b) the aggregate cost through such time of any performance bond or letter of credit required to 
secure SCION's performance under its contracts. 


6.21. Service Month for any Covered Service means the month in which such Covered Service was 
performed. 


6.22. Total Compensation Amount for any Covered Service rendered to a Beneficiary under a Benefit 
Contract creating a Pool means (i) the Adjusted Service Value for such Covered Service multiplied 
by (ii) such Pool's Monthly Percentage for the Service Month for such Covered Service. 
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 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-603 
November 15, 2012 


Voiance Language Services, LLC 
Over‐the‐Phone Interpretation in over 200 languages, and multimedia translation services 


5.1.1 


Company name:  Voiance Language Services, LLC 
Ownership (sole proprietor, 
partnership, etc.): 


Private company. Wholly owned subsidiary of CyraCom 
International, Inc. 


State of incorporation:  Arizona 
Date of incorporation:  March 23, 2010 


# of years in business: 
15 years 
Parent: CyraCom International, Inc.  
Subsidiaries: Voiance Language Services, LLC; CyraCom, LLC 


List of top officers: 
 Jeremy Woan, Chairman 
and CEO 


 Susan Sweeney, CFO 
 Todd Torman, VP, Sales 


Location of company 
headquarters: 


5780 N. Swan Rd. 
Tucson, AZ 85718 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


5780 North Swan Rd. 
Tucson, AZ 85718 
 
Tucson Contact Center 
2801 E. Elvira Rd. 
Tucson, AZ 85718 


Phoenix Contact Center 
14415 S. 50th St. 
Phoenix, AZ 
Las Cruces Contact Center 
2303 Divot Dr. 
Las Cruces, NM 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


0 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


7 


Location(s) from which 
employees will be assigned for 
this project: 


7251 W. Lake Mead Blvd., Ste. 104 


Las Vegas, NV 89128 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


Voiance understands it must register as appropriate with the State of Nevada Secretary of State’s 
Office. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 
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State of Nevada License: NV20091196291 
Yes, the legal entity name is the same as the name under which Voiance is doing business. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


Voiance understands this requirement. Please see Appendix 5.1.4 for a copy of Voiance’s required 
license. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?                


B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?       


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case?                               


F. Status of litigation? 


None 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
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requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, Voiance complies and possesses the required insurance as stipulated in Attachment E. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


CyraCom International, Inc. is the parent company of Voiance Language Services, LLC and CyraCom, LLC 
with operations managed at the parent company level. Voiance provides a suite of language services 
solutions including telephone interpretation, translation and localization, on‐site interpretation, and 
video interpreting services. Voiance meticulously screens and assesses its US‐based interpreters before 
delivery of interpretation services. Voiance’s dedicated team of QA Specialists regularly monitors 
interpreters to ensure accurate interpretation, professional conduct, and customer service skills. 


Voiance’s US‐based contact centers use the best‐in‐design, layout, and technology infrastructure 
enabling it to control its service levels and deliver quality interpretation services to clients. 


Voiance Language Services provides a portfolio of language services solutions including 24/7 over‐the‐
phone interpretation in more than 200 languages, multimedia translation services, and language 
assessment services. The company is governed by its parent, CyraCom International, Inc. which has 
been providing language services for more than 15 years. With ISO 9001:2008 certified processes, 
onshore contact centers, and advanced telecommunications infrastructure, the company delivers high 
quality language services to its clients in the areas of healthcare, insurance, government, financial 
services, and general business. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


CyraCom International, Inc. is the parent company of Voiance Language Services, LLC and CyraCom, LLC 
with operations managed at the parent company level. CyraCom International formed in 1995 under 
the name Kevmark Industries. In that same year, Kevmark patented the first dual‐handset telephone, 
revolutionizing the language services and teleservices industries. In 1998, Kevmark changed its name to 
CyraCom International. The company operates as a private corporation with private shareholder 
ownership. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


Voiance stipulates that Arizona does not provide a preference. 
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D. The location of disaster recovery back‐up site. 


Denver, CO 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Steven Cook, Manager, Business Development 


Voiance Language Services 


5780 N. Swan Rd. 


Tucson, AZ 85718 


(866) 742‐9080 ext. 1776 


(520) 745‐9022 fax 


F. The size of organization in assets, revenue and people. 


Revenue: $40 million 


Employees: More than 800 


G. The organizational chart of your senior management by function including key personnel. 


See Voiance Attachment 5.1.9.1 for Voiance’s organizational chart. 


H. The areas of specialization. 


Provision of language interpretation and translation services. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


 Over‐the‐phone interpretation (OPI) 
 Document translation (DT) 


 Video remote interpretation (VRI) 


 On‐site interpretation 
 Language proficiency and interpreter skills assessment 


J. The corporate philosophy and mission statement. 


Voiance’s definition of a mutually successful partnership is one where the vendor meets or exceeds 
performance criteria that directly impact the quality of care provided to the member or customer. 
Voiance’s philosophy operates from the fundamental premise that a genuine partnership with 
Amerigroup Nevada is one that provides the necessary tools to ensure Voiance is meeting service 
quality and customer support goals. 


K. A description of any plans for future growth and development of your organization. 


Voiance monitors its clients' demand for language services access daily to ensure the availability of 
quick and efficient access. Its operational and workforce management efforts afford it the opportunity 
to analyze current trends and anticipate future market trends on state, regional, and national levels. In 
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addition, Voiance’s client partnerships afford the opportunity to understand clients’ challenges, and 
either proposes an immediate solution or collectively develops a new project scope of work for future 
beta testing and implementation. 


L Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Voiance manages its ongoing relationships with current clients to support their anticipated expansion 
into new or existing markets. It plans such expansions well in advance to understand the required 
market demographics and the client's service operations that will support the expansion. A market 
expansion typically commences nine or more months in advance, and includes monthly and quarterly 
planning discussions to ensure clarity of language service demands and the deployment of appropriate 
resources to set up, test, and implement the required service access. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


15 years. Voiance Language Services, a subsidiary of CyraCom International, provides 24/7 over‐the‐
phone interpretation in more than 200 languages, and multimedia translation services. With ISO 
9001:2008 certified processes, onshore contact centers, and advanced telecommunications 
infrastructure, Voiance delivers high quality language services to its clients. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


Not applicable 


2. Managed care programs for Medicaid recipients; 


Not applicable 


3.Administering Medicaid utilization and case management programs; 


Not applicable 


4. Medicaid claims processing and adjudication 


Not applicable 


5. Project management; and 


 Not applicable 


6. Qualifications of key personnel. 


Not applicable 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
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of health care service delivery performance. 


Not applicable 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


 Not applicable 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Voiance has many years’ experience supporting state governments and clients responsible for 
supporting health, Medicaid/Medicare, social service, and behavioral health‐related programs. 


Voiance’s business operations and account management teams are familiar with the business and 
service operations of such organizations, along with the regulatory and reporting requirements that 
support them. Most state governments operate under a master agreement that governs general 
service delivery, with separate departments managing their own service programs that often require 
different vendor access methods or market implementations. 


E. Provide the names, resumes, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


See Voiance Attachment 5.1.10.1. for resumes. 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4. Quality Improvement and Reporting (i.e. HEDIS, CMS) 


5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Alex Montanez, Manager Information Systems 


2. Not Applicable  


3. Not Applicable  


4. Stephen Gerhart, Manager of Interpretation Quality and Development 


5. Not applicable 


6. Not applicable 
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7. Not applicable 


8. Not applicable 


9. Best Ihegborow, Director of Interpreter Center Management 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


Not applicable to this service 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Voiance’s contact centers and interpreter network consist of more than 1,650 interpreters that service 
more than 200 languages and dialects. 


I. List any associations or organizations to which the organization belongs. 


 American Hospital Association 


 National Council On Interpreting in Healthcare 
 American Teleservices Association 


 American Translators Association; Institute For Diversity 


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Not applicable 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Not applicable 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Not applicable 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable 


E. Describe the role and responsibilities of your case managers. 


Not applicable 
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F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable 


5.1.11.2 Enrollment 


Provide your policy and procedure for transitioning a recipient from or to FFS or another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


Not applicable 


B. Provide a sample of all base network provider contracts. 


Not applicable 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-611 
November 15, 2012 


Voiance Language Services, LLC 
Over‐the‐Phone Interpretation in over 200 languages, and multimedia translation services 


Not applicable 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Not applicable  


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


Voiance’s organization became the first telephone interpretation company in the US to achieve ISO 
9001:2008 certification. This quality management systems’ certification forms the framework of the 
organization’s guidelines and benchmarks to safeguard superior quality assurance for language 
interpreter services. 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Not applicable 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Not applicable 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
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regulations? 


Not applicable 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Not applicable 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Not applicable 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


Not applicable 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


See Voiance Attachment 5.1.11.8 for Voiance’s organizational chart. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


Not applicable 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable 
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Voiance Language Services, LLC 
Over‐the‐Phone Interpretation in over 200 languages, and multimedia translation services 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


Voiance will provide details and information needed to support Amerigroup Nevada reporting to the 
State. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Voiance acknowledges the ability to provide compatible interfaces with existing and proposed 
information systems. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


Quality assurance plays a major component in Voiance operations. Voiance is the first OPI provider to 
obtain ISO 9001:2008 Systems Management quality certification and recent external audits recertified 
the organization for compliance. Voiance conducts reference checks on all its interpreters and 
evaluators in accordance with Joint Commission requirements. In 2012, Voiance successfully 
completed two CMS‐level audits, including the review of its HIPAA training and awareness processes, 
as well as Privacy and Confidentiality for large healthcare provider customers. CMS auditing that 
Voiance completes background checks on all hired interpreters. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Not applicable 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


10582544 


5.1.12.2 Federal Tax Identification Number 


37‐1571267 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


See Voiance Attachment 5.1.12.3. 
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5.3 BUSINESS REFERENCES 


5.3.1  Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Voiance directly to the Purchasing Division. 
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Table 5.3-1. Voiance Language Services Reference 1  


Reference #:  1 


Company Name:  Voiance 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Over‐the‐phone Interpretation 
Primary Contact Information 


Name:  Connie Patton  
Allstate Insurance Company 


Street Address:  401 McCullough Drive 
City, State, Zip  Charlotte, NC 28262 
Phone, including area code:  (704) 547‐8076 
Facsimile, including area code:  ‐‐


Email address:  oscpat1@allstate.com 
Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Over‐the‐phone interpretation services 
in support of Allstate customer 
information center operations. 


Original Project/Contract Start Date:  4/01/2009 
Original Project/Contract End Date:  3/31/2010 
Original Project/Contract Value:  $200,000 
Final Project/Contract Date:  Ongoing 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Ongoing; still under contract. 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing; project working within 
budget. 
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Table 5.3-2. Voiance Language Services Reference 2 


Reference #:  2 


Company Name:  Voiance 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Over‐the‐phone Interpretation 
Primary Contact Information 


Name:  Vicki Roth 
Esurance 


Street Address:  P.O. Box 5250 
City, State, Zip  Sioux Falls, SD 57117 
Phone, including area code:  (605) 782‐2846 
Facsimile, including area code:  ‐‐ 


Email address:  vroth@central.esurance.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Over‐the‐phone interpretation services 
in support of customer support and 
claims processing operations. 


Original Project/Contract Start Date:  3/01/2012 
Original Project/Contract End Date:  Present 
Original Project/Contract Value:  $150,000 
Final Project/Contract Date:  Ongoing 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Ongoing; still under contract. 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing; project working within 
budget. 
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Table 5.3-3. Voiance Language Services Reference 3 


Reference #:  3 


Company Name:  Voiance 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Over‐the‐phone Interpretation 
Primary Contact Information 


Name:  Dean Simon  
HSBC 


Street Address:  2200 E. Benson Road 
City, State, Zip  Sioux Falls, SD 57104 
Phone, including area code:  (847) 582‐2669 
Facsimile, including area code:  ‐‐ 


Email address:  dean.simon@capitalone.com 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Over‐the‐phone interpretation services 
in support of customer service 
operations for banking, credit, and 
insurance lines of business. 


Original Project/Contract Start Date:  11/01/2009 
Original Project/Contract End Date:  04/31/2012 
Original Project/Contract Value:  $1,000,000 
Final Project/Contract Date:  04/31/2012 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes, project was completed on‐time. 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes, project was completed within 
budget. 
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ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 
WITH TERMS AND CONDITIONS OF RFP 


 
I have read, understand and agree to comply with the terms and conditions specified in this Request for 
Proposal.   
 


YES  I agree to comply with the terms and conditions specified in this RFP. 


 
 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
In order for any exceptions and/or assumptions to be considered they MUST be documented in detail in 
the tables below.  The State will not accept additional exceptions and/or assumptions if submitted after the 
proposal submission deadline.  Vendors must be specific.  Nonspecific exceptions or assumptions may 
not be considered.  If the exception or assumption requires a change in the terms or wording of the 
contract, the scope of work, or any incorporated documents, vendors must provide the specific language 
that is being proposed in the tables below. 
 
  


Company Name  
    


Signature    
    
    
Print Name   Date 
 
 


Vendors MUST use the following format.  Attach additional sheets if necessary. 
 


EXCEPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be identified) 


   


   


 
 


ASSUMPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must be identified) 


   


   


 
This document must be submitted in Tab V of vendor’s technical proposal 


Voiance Attachment 5.1.8: Technical Proposal Certification of Compliance
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Voiance Organizational Chart 


Voiance Attachment 5.1.9.1: Organizational Chart
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VOIANCE PROPOSED STAFF RESUMES 


Jeremy Woan 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Voiance Language Services (CyraCom International) 


   Contractor √  Subcontractor 
Name: Jeremy Woan  Key Personnel 
Classification: Chairman and CEO # of Years in Classification: 15 


Brief Summary: of 
Experience: 


For over ten years, Jeremy Woan has successfully invested in and 
worked with a wide range of transatlantic and U.S. technology and 
service companies. 


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 


 
 
01.2008 – Present 
 
CyraCom International (Voiance) 
5780 N. Swan Road, Tucson, AZ 85718 
800-713-4950 
jwoan@cyracom.com 
Chairman & CEO 


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
 


 
01.1997 – 12.2007 
 
The Bampton Group 
San Francisco, CA 
650-238-5105 
info1@bampton.com 
Chairman-  
Venture capital investment 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
 


Cambridge University 
Cambridge, United Kingdom 
United Kingdom 
Graduate Degree, Law and International Law 
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Susan Sweeney 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Voiance Language Services (CyraCom International) 


   Contractor √  Subcontractor 
Name: Susan Sweeney  Key Personnel 
Classification: Chief Financial Officer # of Years in Classification: 20  


Brief Summary: of 
Experience: 


Susan has over 20 years of experience in Finance and Accounting; she 
comes from a background of public accounting and senior level finance 
positions. 


# of Years with Firm: 5 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Client Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
10.2007 – Present 
 
CyraCom International (Voiance)  
5780 N. Swan Road, Tucson, AZ 85718 
800-713-4950 
ssweeney@cyracom.com 
Chief Financial Officer 


• Oversight and management of all 
corporate finance operations 


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
01.2006 – 04.2007 
 
First Script Network Services, Inc. 
155 North Rosemont Boulevard, Tucson, AZ 
85711  
520-202-1290 
Vice President of Finance 


• Responsible for finance and facilities 
operations 


• Developed procedures and internal 
controls for accounting, billings, and 
collections 


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 


 
 
08.2002 – 01.2006 
 
Beaudry RV Company  
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Details and Duration of Contract/Project: 3200 E Irvington Rd, Tucson, AZ 85714  
520-889-6000 
Assistant Controller 


• Implemented internal controls and 
procedures resulting in reduced audit 
fieldwork 


• Supervised accounting staff in areas of 
A/P, A/R, Fixed Assets and Warranty 


 
 
 
 
 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Southern New Hampshire University 
Manchester 
New Hampshire 
Bachelor’s Degree 
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Todd Torman 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Voiance Language Services (CyraCom International)  


   Contractor √  Subcontractor 
Name: Todd Torman  Key Personnel 
Classification: Vice President, Sales # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Todd Torman is a proven leader whose career has spanned more than 22 
years of progressively increasing management experience encompassing sales 
and marketing, product management, strategic planning, budgeting, 
operations, fiscal accountability and supervision.   


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
03.2010 – Present 
 
Voiance Language Services (CyraCom 
International) 
5780 N. Swan Road, Tucson, AZ 85718 
866-742-9080 
ttorman@voiance.com 
Vice President, Sales 
• Provides leadership, vision and direction for 


worldwide Sales and Account Management teams. 
• Controls expenses, world-wide pricing models, 


contract negotiations, new business development 
and overall profit margin for the business unit.


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
06.1998 – 01.2010 
 
Qwest Communications Corporation 
1801 California Street, Denver, CO 80202 
303-992-1400 
ttorman@qwest.com 
Director, Enterprise Sales 


• Provided leadership, vision, and direction for 
the Arizona and New Mexico enterprise sales 
team. 


• Responsible for territory expansion, 
controlled expenses, regional pricing/offers, 
contract negotiations and overall profit 
margin for the territory. 


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 


 
01.1988 – 06.1998 
 
GTE Communications Corporation 
600 Hidden Ridge Irving, TX 75038 
(972) 718-5600 
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Role in Contract/Project: 
Details and Duration of Contract/Project: 


Director of Indirect Distribution Sales (and) 
Manager of Strategic Planning 


• Established a channel strategy by market 
through Value Added Resellers and 
Wholesalers.   


• Built a business plan justifying each market to 
enter and hired, trained and motivated channel 
sales managers to run each market. 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Purdue University 
West Lafayette 
Indiana  
BS – Industrial Management 
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NEVADA STATE BUSINESS LICENSE


CYRACOM INTERNATIONAL, INC.
Nevada Business Identification # NV20091196291


Expiration Date: August 31, 2013


Voiance Attachment 5.1.10.1: License
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Voiance Organizational Chart by Functional Area 


Voiance Attachment 5.1.11.8: Organizational Chart by Functional Area


VII-627







 


 


 


 


 


 


 


 


 


 


 


This page is intentionally left blank 


Voiance Attachment 5.1.11.8: Organizational Chart by Functional Area
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5.3 REFERENCES  


5.3.1  Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Amerigroup Nevada, Inc., directly to the Purchasing 
Division.  


Table 5.3-1. Texas Health and Human Services Commission 


Reference #:  1 


Company Name:  Amerigroup Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  HHSC Managed Care Contract 
Primary Contact Information 


Name:  Lisa Neal 
Manager, Health Plan Management 
Texas Health and Human Services Commission 


Street Address:  11209 Metric Boulevard, Building H 
City, State, Zip  Austin, TX 78758 
Phone, including area code:  (512) 491‐1313 
Facsimile, including area code:  ‐‐ 


Email address:  Lisa.Neal@hhsc.state.tx.us 
Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the  Providing comprehensive Medicaid managed care services 
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project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


for families, children, seniors, and individuals with 
disabilities for more than 600,000 members in 230 counties.  


Original Project/Contract Start Date:  9/1/2011 
Original Project/Contract End Date:  8/31/2015 
Original Project/Contract Value:  $1,550,685,776 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
Table 5.3-2. Tennessee Department of Finance and Administration, Bureau of TennCare 


Reference #:  2 


Company Name:  Amerigroup Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  TennCare 
Primary Contact Information 


Name:  Darin J. Gordon 
Executive Director 
Tennessee Department of Finance and Administration 
Bureau of TennCare 


Street Address:  310 Great Circle Road 
City, State, Zip  Nashville, TN 37243 
Phone, including area code:  (615) 507‐6443 
Facsimile, including area code:  (615) 741‐0882 
Email address:  darin.j.gordon@tn.gov 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the 
project/contract and description of 


Participating at‐risk managed care organization in the State's 
Medicaid managed care program. Responsible for care 
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services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


coordination activities and the provision of Medicaid 
covered services, including long term care and support 
services,  through a contracted network of providers in the 
Middle Grand Region of the state. Total membership is 
currently 205,000 members in 39 counties in the middle 
Tennessee region.  


Original Project/Contract Start Date:  4/1/07 
Original Project/Contract End Date:  12/31/14 
Original Project/Contract Value:  $896,910,240 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
Table 5.3-3. Georgia Department of Community Health 


Reference #:  3 


Company Name:  Amerigroup Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  Georgia Families and PeachCare for Kids 
Primary Contact Information 


Name:  Jerry Dubberly   
Chief, Medicaid Division  
Georgia Department of Community Health 


Street Address:  2 Peachtree Street, NW 
40th Floor 


City, State, Zip  Atlanta, Georgia 30303 
Phone, including area code:  (404) 651.8681 
Facsimile, including area code:  (866) 283‐0128 
Email address:  jdubberly@dch.ga.gov 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 


Brief description of the  Participating at‐risk managed care organization in the State's 
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project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Medicaid and CHIP (PeachCare for Kids) managed care 
program (Georgia Families). Responsible for care 
coordination activities and the provision of Medicaid and 
CHIP covered services through a contracted network of 
providers in multiple service areas across the state. Includes 
care coordination activities and family planning services for 
the Planning for Healthy Babies (P4HB) 1115 Demonstration 
program. We currently serve 290,000 Georgians in across all 
counties. 


Original Project/Contract Start Date:  6/1/06 
Original Project/Contract End Date:  6/30/13 
Original Project/Contract Value:  $729,289,205 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
Table 5.3-4. Florida Healthy Kids Corporation 


Reference #:  4 


Company Name:  Amerigroup Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  Florida Healthy Kids 
Primary Contact Information 


Name:  Rich Robletto 
Florida Healthy Kids Corporation 


Street Address:  661 East Jefferson Street, 2nd Floor 
City, State, Zip  Tallahassee, FL 32301 
Phone, including area code:  (850) 701‐6111 
Facsimile, including area code:  (866) 867‐0054 
Email address:  robletor@healthykids.org 


Alternate Contact Information 


Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
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Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Participating at‐risk managed care organization in the 
Florida Healthy Kids (CHIP) program. Responsible for care 
coordination activities and the provision of CHIP covered 
services through a contracted network of providers in 
multiple service areas across the state. 


Original Project/Contract Start Date:  1/1/03 
Original Project/Contract End Date:  9/30/13 
Original Project/Contract Value:  $92,665,468 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
 
5.3.3  Vendors must also submit Attachment F, Reference Questionnaire to the business 


references that are identified in Section 5.3.2.   


5.3.4  The company identified as the business references must submit the Reference 
Questionnaire directly to the Purchasing Division.  


5.3.5  It is the vendor’s responsibility to ensure that completed forms are received by the 
Purchasing Division on or before the deadline as specified in Section 9, RFP Timeline 
for inclusion in the evaluation process.  Reference Questionnaires not received, or not 
complete, may adversely affect the vendor’s score in the evaluation process.   


5.3.6  The State reserves the right to contact and verify any and all references listed 
regarding the quality and degree of satisfaction for such performance. 


Reference Questionnaires have been provided to each of the business references identified in 
Section 5.3.2. We instructed each business reference to complete the Reference Questionnaire 
and submit directly to the Purchasing Division before 4:30 PM Pacific Time on November 14, 
2012. 


Our subcontractors have also adhered to 5.3 reference requirements.  
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VENDOR STAFF RESUMES  


Eric Lloyd, Chief Executive Officer 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Eric Lloyd X Key Personnel 
Classification: CEO # of Years in Classification: 4 


Brief Summary: of 
Experience: 


A proven executive leader with broad-based experience in developing 
highly effective teams, and delivering corporate results.  A strategic 
planner with demonstrated ability rapidly adjusts to competing priorities 
and corporate deliverable. More than 20 years of solid work experience in 
the healthcare industry.  


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone Number, 
Email: 
 
 
 
Role in Contract/Project: 
 
Details and Duration of 
Contract/Project: 


 
 
08.2008 – Present 
 
Amerigroup Nevada, Inc. 
Eric Lloyd 
Same 
 
7251 W Lake Mead Blvd Ste #104  
Las Vegas, NV 89128 
P:  702-228-1308 
Eric.Lloyd@amerigroup.com 
 
CEO 


 
• Leads all major cross-functional areas throughout the health plan 


to include business processes, provider relations, government 
relations, and the effective implementation of all operational 
aspects of the health plan’s strategic planning  


• Helped lead local operational launch of Nevada in Clark and 
Washoe Counties.   


• Ensures operations meet expected service standards, hires, trains, 
and leads a high functioning health plan team. 


• Develops business strategies for coordinating approach to 
AMERIGROUP’s efforts to work with state governments.       


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 


 
 
03.2006 – 02.2007 
LifeMasters Supported Self Care 
 







 Tab VIII – Proposed Staff Resumes 


  


 


 


Nevada Medicaid MCO Services RFP #1988 VIII-2 
November 15, 2012 


Client Contact Name: 
Client Address, Phone Number, 
Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


5000 Shoreline Ct # 300,  
S San Francisco, CA 94080,  
P:  650-873-6000 
 
Vice President, Client Relations  
• Was accountable for managing all client relationships throughout 


the organization, which include Health Plans, Medicare/Medicaid, 
Large Employers, Retirement Systems and Trust   


• Effectively led departmental design and performance to achieve 
optimal success  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, 
Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
08.2005 – 02.2006 
Health Integrated  
10008 N Dale Mabry Hwy # 214,  
Tampa, FL 33618  
P:  813-388-4000 
 
Vice President, Business Development  
• Was functionally responsible for generating new business 


throughout the entire country by developing relationship with 
significant health plan and employer partners  


• Effectively led the new development of specific sales strategies to 
achieve corporate sales and profitability objectives for Disease 
Management/Population Health Management, Nurse Line, and all 
other products/services.  


• Presented and effectively discussed all Health Integrated products 
and services to national audiences  


EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Loma Linda University School of Public 
Health 
Loma Linda  
CA 
M.H.A – Masters Health Administration 


20 
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REFERENCES 


Minimum of three (3) required, 
including name, title, 
organization, phone number, 
fax number and email address 


 
John Whaley, 
Chief Of Business Lines 
Dept. of Health & Human 
Services 
P:  775-684-3691 
F:  775-687-4178 
jwhaley@dhcfp.nv.gov 
 
Charles Duarte 
Administrator 
Dept. of Health & Human 
Services 
P:  775-684-3677 
F:  775-687-3893 
cduarte@dhcfp.nv.gov 


 
Mike Willden 
Director 
Dept. of Health & Human 
Service 
P:  775-684-4008 
F:  775-220-4432 
m.willden@dhhs.nv.gov 
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David Hsieh, Associate Vice President Finance 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: David Hsieh X Key Personnel 
Classification: AVP, Finance # of Years in Classification: 3 


Brief Summary: of 
Experience: 


Finance executive specializing in healthcare with experience assisting 
companies with their growth, performance, and profitability objectives.  
Proven success in problem solving, analysis, and leadership. 


# of Years with Firm: 3  
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
01.2009 – Present 
 
Amerigroup Nevada, Inc. 
David Hsieh 
Same 
 
7251 W. Lake Mead Blvd. 
Suite 104 
Las Vegas, NV  89128 
P:  702-545-9833 
David.Hsieh@amerigroup.com 
 
Associate Vice President, Finance 
• Provides oversight of all health plan financials and related 


activities including budgeting, medical expense initiatives, 
financial and operational reviews, and analysis and rate 
discussions.  


• Develops quarterly budgets for top-line, medical, SGA, and PTPC 
to support forecasting needs 


• Reviews monthly encounter submissions and participates in the 
rate-setting process 


• Supports all health plan analytic and reporting needs 
• Supports NCQA and HEDIS® initiatives including: Member 


Satisfaction, Complex Case Management, Population Analysis, 
Denials, Utilization Management (UM) Auth Utilization, and 
Quality Improvement Project reports 


• Supports state reporting 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
01.2008 – 10.2008 
UnitedHealth Group, Ingenix 
3110 Lake Center Dr. 
Santa Ana, CA  92704 
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Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


P: 800-328-5979 
 
Director, Operations 
• Oversaw all aspects of risk adjustment reimbursement to improve 


member health outcomes for Medicare Advantage (Parts A/B/D) 
and Medicaid plans for key accounts 


• Used HCC and budget neutral models to predict member risk 
scores and payment based on demographics and chronic diagnosis 


• Captured unreported conditions via retrospective chart audits, 
annual assessments, and provider training in diagnostic coding to 
improve Medicare plan reimbursement  


• Led and engaged operations’ teams to implement risk adjustment 
services 


• Developed work plans and performed project management 
oversight across functions (Finance, Information Technology, 
Analytics, Programs, Market Outreach) to integrate services and 
manage key activities such as encounter collections, submissions, 
revenue reconciliation, and analytic and financial reporting 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
05.2003 – 03.2007 
DaVita 
601 Hawaii St. 
El Segundo, CA  90245 
P: 310-536-2400 
 
Finance Manager 
Managed $75 million in annual capital expenditures to support the 
development of new clinics nationwide 
• Evaluated financial models to determine investment feasibility of 


new clinical projects; screened and approved opportunities against 
investment criteria such as cash-on-cash returns, IRR, and NPV 


• Developed proforma financial statements by forecasting growth, 
revenues, expenses, and capital costs against comparables; 
performed sensitivity analysis of key assumptions to ensure 
financial returns 


• Directed annual capital planning process of $75 million to support 
strategic plan; provided quarterly outlook review on spending 


• Performed various ad-hoc financial analyses to support business 
decisions 


• Analyzed financial results to identify trends and explain variances 
against planned targets for  volume, revenue, cost, and cycle time 
metrics; worked with project teams to establish corrective actions 
as needed 
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EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Rutgers Graduate School of Management 
Newark, NJ 
MBA, Finance 
 
Rutgers College of Engineering 
Piscataway, NJ 
BS Industrial Engineering 


3 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


Martin V. Arabia 
Management Analyst II 
Business Lines Unit 
Division of Health Care Financing and Policy 
P:  702-668-4293 
F:  702-668-4279 
Martin.Arabia@dhcfp.nv.gov 
 
Eric Lloyd 
CEO 
Amerigroup Nevada, Inc. 
P:  702-545-9829 
F:  702-228-1308 
Eric.Lloyd@amerigroup.com 
 
Julie Skaggs 
VP Provider Relations 
Amerigroup Nevada, Inc. 
P:  702-545-9831 
F:  702-228-1308 
Julie.Skaggs@amerigroup.com 
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Richard Roberts, MD, Health Plan Medical 
Director 


COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Richard Roberts X Key Personnel 
Classification: Health Plan Medical Director # of Years in Classification: 3 


Brief Summary: of 
Experience: 


More than 30 years of experience in managed care, working with 
providers, and insurers, in Medicaid, Medicare, commercial, for-profit and 
not-for-profit settings, and as a provider in fee-for-service (FFS) and fully 
integrated systems 


# of Years with Firm: 3 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
02.2009 – Present 
 
Amerigroup Nevada, Inc. 
Richard Roberts 
Same 
 
7251 W. Lake Mead Blvd., Ste 104 
Las Vegas, NV 89128 
P: 702.228.1308 
Richard.Roberts@amerigroup.com 
 
Health Plan Medical Director  
• Oversees all medical care for Amerigroup products and services  
• Oversees the health care needs of the membership and serves as 


the principal medical manager and policy advisor to the company 
and health plan CEO 


• Is accountable for and provides professional leadership and 
direction to the utilization/cost management and clinical quality 
management functions  


• Works collaboratively with other plan functions that interface with 
medical management such as provider relations, member services, 
benefits and claims management, etc  


• Assists in short and long range program planning, total quality 
management (quality improvement) and external relationships  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
1.2006 – 10.2008  
Foothill Pediatrics 
6301 Mountain Vista St., Ste 205  
Henderson, NV 89014 
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Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


P: 702.614.5437 
 
Staff Pediatrician 
• Provided direct care to pediatric patients recording medical 


history, examining patients, administering tests to determine 
diagnosis, analyzing/reviewing test results/reports, 
prescribing/administering treatment/medication to 
eliminate/reduce symptoms and increase immunity and 
referring/admitting patients to sub-specialists/hospitals as needed 


• Was responsible for diagnosing and treating day-to-day illnesses to 
children 


• Attended to newborn babies and hospitalized children as needed. 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
09.2007 – 2.2009 
Schaller-Anderson/Aetna 
4645 E. Cotton Center Blvd., Building 1  
Phoenix, AZ 85040 
P: 602.659-1100 
 
Associate Medical Director 
• Performed general managed care functions for an at-risk network 


in Orange County for a Medicaid population substitute medical 
director for Medicaid plan in Arizona, Employee Retirement 
Income Security Act plan in San Diego 


EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 
 
 
 
 
 
 
 


University of Arkansas 
Fayetteville 
Arkansas 
Master of Science, Healthcare Administration 
American Board of Pediatrics: NV, CA, AZ, AK and 
NM 
 
University of Illinois College of Medicine 
Chicago 
Illinois 
Doctorate of Medicine 
 
Loyola University Chicago 
Chicago 
Illinois 
Bachelor of Science, Biology 
 
 
 


2 
 
 
 
 
 
4 
 
 
 
 
4 
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REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


John Whaley, Chief 
Medicaid Managed Care 
P: 775-684-3692 
F: 775-684-3720 
jwhaley@dhcfp.nv.gov 
 


Jerry Reeves, Medical Director 
Health Insight 
Principal of Health Innovations LLC 
P:  702-385-9933 
F: 702-385-4586 
healthinnovations@cox.net 


 
Dennis Moore, MD  
Southwest Medical Associates 
P: 702-459-7424 
F: 702-459-0320 
Moore.Dennis@uhn.com 


  


 
 







 Tab VIII – Proposed Staff Resumes 


  


 


 


Nevada Medicaid MCO Services RFP #1988 VIII-12 
November 15, 2012 


Candice Speers, Director Quality Management 


COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Candice Speers X Key Personnel 
Classification: Director, Quality Management # of Years in Classification: 1.67 


Brief Summary: of 
Experience: 


Experienced health professional with extensive experience in acute clinical 
setting as well as managed care organizations. Has 8 years of experience in 
HMO/MCO organizations as Director of Quality Management (QM) with 
responsibility for URAC and NCQA accreditation, compliance with QM 
functions as contracted by the State or HMO, appeals and grievances.    


# of Years with Firm: 1.67    
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
06.2010 - present  
 
Amerigroup Nevada, Inc. 
Candice Speers 
Same 
 
7251 W. Lake Mead Blvd, Suite 104  
Las Vegas, NV 89128 
P: 702-545-9846 
Candice.Speers@amerigroup.com  
 
Director, Quality Management  
• Develops, coordinates, and implements quality initiatives within 


the health plan; including indicators for monitoring and evaluating 
quality of care/service, appropriateness, continuous improvement, 
member satisfaction, and results of actions across the continuum of 
care to members 


• Facilitates NCQA Accreditation and continued compliance with 
standards 


• Coordinates the quality management program activities throughout 
the functional areas of the health plan and provides education in the 
area of quality management  


• Collaborates with the State and federal regulatory agencies on 
quality initiatives. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
05.2004 – 12.2009 
Healthcare Partners of Nevada  
700 E. Warm Springs Road 
Las Vegas, Nevada 89135 
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Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


P: 702-318-2400  
 
Director, Quality Management  
• Led all aspects of compliance and quality for the Medical 


Management division, including development of policies and 
procedures, department orientation and competencies, Quality 
Councils, program description, work plans and evaluations   


• Facilitated compliance with state and federal (ERISA, CMS, and 
HIPAA) regulations and functions delegated by HMO in quality, 
UM, case management, and provider credentialing  


• Facilitated provider education and profiling related to HEDIS 
quality measurements   


• Oversaw of the CMS Risk Adjustment Coding Program. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
10.1993 – 5.2003 
 
Stanford Hospital and Clinics (SHC)  
300 Pasteur Drive  
Stanford, CA 94305 
P: 650-723-4000 
 
Director of Center for Education 
• Developed and presented more than 100 Continuing Education 


seminars and conferences for health professionals at Stanford and 
the Bay Area maintaining cost neutral budget     


• Facilitated Comprehensive Regulatory Training Program for 
Patient Care Services at SHC 


• Participated in the Annual Clinical Placement for visiting 
professionals, student nurses, and medical students, contracting 
with 12 academic institutions and the Stanford Medical School  


• Participated in recognition and retention events.  
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EDUCATION 
Description                                            # of years of experience  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 
 
 
 


College of  Notre Dame 
Belmont, California 
Master Public Administration-Health 
Services   
 
San Jose State University  
San Jose  
California  
BSN, Public Health 
 
St. Elizabeth School of Nursing  
Yakima  
Washington  
Nursing Diploma 
 
 
 
 


2 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


 


Michelle Ross, CPC 
Executive Director Health Plan Administration 
Health Care Partners of Nevada  
700 E. Warm Springs Road 
Las Vegas, NV 89119 
P: 702 318-2406 
F: N/A 
mross@hpnv.com  


 
Anna Grant, RN BSN, CCM  
VP Clinical Operations 
Health Smart  
222 W. Colinas Blvd. Suite 400N 
Irving,  TX 75039 
P: 214 574-3593 
F: N/A 
Anna.Grant@healthsmart.com 


 
Pamela Simmons, RN MS, 
Quality Management for Patient Care Services 
Stanford Hospital and Clinics  
300 Pasteur Drive Room H0105 
Stanford CA 94305 
P:  650 368-7174 
F: N/A 
evbol@aol.com  
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Marlene Morrison, Associate Vice President 
Provider Relations 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Marlene Morrison X Key Personnel 
Classification: AVP Provider Relations # of Years in Classification: 4 


Brief Summary: of 
Experience: 


Accomplished and results-oriented healthcare professional with in-depth 
knowledge and experience in operations, venture growth, strategic planning, 
network management, marketing and communications, product 
development, and quality improvement.  Proven leader with strong 
diplomacy, organizational and implementation skills. 


# of Years with Firm: 0 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
11.2012  
 
Amerigroup Nevada, Inc. 
Marlene Morrison 
Same 
 
7251 W. Lake Mead Blvd, Suite 104  
Las Vegas, NV 89128 
P: 702-545-9846 
Marlene.Morrison@amerigroup.com 
 
Associate Vice President, Provider Relations 
• Assists health plan senior staff in interacting and negotiating with the 


provider’s most senior clinical and administrative executives  
• Collaborates with the CEO/COO and other health plan senior 


management to determine the Plan’s provider contracting needs. 
• Works with health plan leadership in the development of provider 


network business plans, strategies and goals as they relate to network 
expansion and provider contracting, education, communication, 
policies, procedures and servicing 


• Monitors local market trends relating to provider contracting, 
reimbursement and service, make recommendations to modify 
current processes and assist implementing changes when necessary 


• Supervises the provider network and operations staff to ensure 
proficiency and efficiency in meeting all health plan strategic and 
operational goals, major job objectives and planning goals 


• Develops and implements strategies to recruit and retain the highest 
quality staff members. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
11.2011 – 11.2012 
Healthcare Consultant 
P.O Box 177 
Buffalo, NY 14201 
 
Healthcare Consultant 
• Provided consultative services for health plans, hospitals, and 


provider groups to increase efficiency and reduce healthcare costs 
• Developed operational methodologies to reduce expenditures and 


overutilization of emergency room services 
• Formulated strategies to implement telehealth and medical tourism 


initiatives 
• Devised and implemented strategies to maximize quality of care and 


customer experience 
• Developed strategies to increase disease management and preventive 


care participation 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
07.1999 – 10.2011 
Integrated Marketing Technologies 
P.O. Box 3793 
Santa Fe, CA 92067 
P: 913-704-5951 
Jacob.H.Heller@gmail.com 
 
Partner 
• Provided strategic counsel for executive leadership for internal and 


external sales and marketing strategies 
• Developed business models for FFS and shared-risk reimbursement 


methodologies, in conjunction with financial and marketing plans for 
healthcare entities.  Maximized provider capacities, access and 
revenues in under-served areas 


• Developed survey tools and performed statistical analysis for 
healthcare organizations to more effectively market services 


• Developed models for hospitals and providers to optimize staffing 
and resource requirements and the effective procurement thereof.
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EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Ohio State University 
Columbus, Ohio 
Masters in Hospital and Health Services 
Administration 
 
Western Kentucky University 
Bowling Green, Kentucky 
Bachelor’s, Science 


4 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


Jared Gross 
VP Medical Economics 
HealthNow New York 
P: 860-680-9373  
F: 716-887-8969 
gross.jared@healthnow.org 
 
Jacob Heller, Partner 
Integrated Marketing  
P: 913-704-5951  
F: N/A 
jacob.h.heller@gmail.com 
 
Nickole Garrison 
Private Client Advisor 
M&T Bank 
P: 716-698-8725  
F: 716-848-3051 
nickole.garrison@gmail.com 
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Dena Sargent, Quality Management Coordinator 
RN 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Dena Sargent X Key Personnel 


Classification: 
Quality Management 
Coordinator RN # of Years in Classification: 8 


Brief Summary: of 
Experience: 


Extensive nursing experience with more than 6 years experience with 
quality management and improvement.  


# of Years with Firm: 3.75 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
1.2009 – Present 
 
Amerigroup Nevada, Inc. 
Dena Sargent 
Same 
 
7251 W Lake Mead Blvd Ste #104  
Las Vegas, NV 89128 
P: 702-545-9837 
Dena.Sargent@amerigroup.com 
 
Quality Management Coordinator RN 
• Responsible for developing, coordinating, implementing, and 


evaluating the continuous quality improvement activities for 
assigned populations according to the established QM program 


• Assists with defining opportunities for improvement and 
collaborates with various internal and external participants to 
improve member experience, satisfaction, and sustainable 
outcomes  


• Provides education in the area of quality improvement to 
departments, providers, and the community  


• Assists in ensuring compliance with regulatory and accrediting 
organizations 


• Responsible for managing medical necessity appeals, Quality of 
Care review and clinical oversight of member grievances. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
1.2007 – 12.2008 
WellPoint Las Vegas, NV 
9133 West Russell Road 
Las Vegas, NV 89148 
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Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


P: N/A 
 
Senior Clinical Quality Compliance Nurse 
• Conducted facility site reviews of health plan physician offices 
• Conducted HEDIS medical record audits of physician offices 
• Audited hospital medical records to verify proper coding of 


emergency department (ED) services 
• Participated in health fairs and other community-based 


organizations  
• Participated in and planned provider/clinical staff training 


seminars. 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
12.2004 – 12.2006 
Great Lakes Health Plan 
17117 W 9 Mile Rd Ste 1600 
Southfield, MI 48037 
P: N/A 
 
Provider Education and Outreach Nurse – Quality Improvement 
• Assisted in the development and promotion of disease 


management programs for Medicaid members 
• Conducted provider education and promotion of MQIC clinical 


guidelines and increasing HEDIS outcomes 
• Reviewed HEDIS® medical records and reviewed data entry into 


Catalyst software 
Utilization Reviewer 
• Reviewed and assigned inpatient length of stays for Medicaid 


members using Milliman and Robertson clinical criteria 
• Assisted with the discharge planning of members 
• Participated on the HEDIS preparation group 
• Conducted after-hours on-call nurse for hospital admission 


notification.  
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EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Phoenix 
Southfield 
Michigan 
Information Systems (BS/IS) 
 
St. Claire College  
Windsor 
Ontario, Canada 
Associate Degree 
Diploma of Nursing 
 
 
 
 
 
 


8 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 
 
 


David Blackman, President  
HIPAA Review  
P: 714-305-5501 
F: N/A 
www.HIPAAreview.com 
 
Chelsea Lundy, Provider Relations 
Coventry Health Care  
P: 313-510-8112 
F: N/A 
CMSLundy@cvty.com 
 
Darlene Dove, Admitting Supervisor 
CHW St Rose Hospital 
P: 702-300-0464 
F: 702-492-8012 
Darlene.Dove@chw.edu 
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Lisa Bogard, Associate Vice President 
Operations - Nevada 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Lisa Bogard X Key Personnel 


Classification: AVP Operations - Nevada # of Years in Classification: 
10 
months 


Brief Summary: of 
Experience: 


Hands-on leader with more than 18 years of proven results in Quality 
Assurance, Production, Systems and Project Management in Healthcare 
Management Operations.  Results driven Six Sigma Black Belt with a 
history of successful process improvements. 


# of Years with Firm: 6 ½  
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
01.2012 – Present 
 
Amerigroup Corporation  
Lisa Bogard 
Same 
 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737  
Lisa.Bogard@amerigroup.com 
 
Associate Vice President, Operations, Nevada Health Plan 
• Assists the Nevada health plan CEO in the fiscal and operational 


management  
• Serves as the liaison to all Virginia Beach support services  
• Has local responsibility for network development, provider 


partnerships, provider relations, and quality management programs, 
performance management/improvement, budgets, complaints and 
appeals, monthly financials, and reporting  


• Responsible for identifying, developing, and implementing best 
practices and coordinating implementation of health plan initiatives. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 


01.2008 – 01.2012 
 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P:  757 473-2737  
Lisa.Bogard@amerigroup.com 
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
Associate Vice President, Quality Assurance 
• Developed and implemented a strategic quality plan to improve 


claim payment accuracy from 93.1% to 98.2% 
• Led quality initiative to achieve State Performance Guarantees for 


Claim Payment Accuracy and reduce sanctions, fines, and penalties  
• Created quality sanction provider process to ensure compliance 


including audit program, dashboard, and comprehensive process 
improvement plan 


• Led quality initiative to implement provider data quality program to 
support corporate provider life-cycle program. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


07.2006-12.2007 
 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464   
P:  757 473-2737  
Lisa.Bogard@amerigroup.com 
 


Director Quality Assurance 


• Identified $350,000 in process improvement savings 
• Sponsored 5 Quality associates to achieve their Six Sigma Green 


Belt certifications 
• Developed best-in-class audit tool to ensure compliance with state 


contracts 
• Acted as Risk and Compliance Officer for Service Operations 


(COSO), created dashboards for tracking, monitoring, and 
mitigating risk using COSO framework. 


EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 
 
 
 
 
 
 
 
 
 
 


University of Oregon 
Eugene 
Oregon 
Psychology 
CPC, Six Sigma Black Belt 
 
 
 
 
 
 
 
 
 
 


5 
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REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


Dennis Kinzig 
Chief Risk Management Officer 
Amerigroup Corporation 
P: 757-473-2737 
F: N/A 
Dennis.Kinzig@amerigroup.com 
 
Judi Peterson 
SVP National Contact Center 
Amerigroup Corporation 
P:  757-473-2737 
F: N/A 
Judi.Peterson@amerigroup.com 
 
David Babashanian 
VP Enrollment 
Amerigroup Corporation 
P:  757-473-2737 
F: N/A 
David.Babashanian@amerigroup.com 
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Julie Skaggs, Vice President Provider Relations 
 


COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Julie Skaggs X Key Personnel 
Classification: VP Provider Relations # of Years in Classification: 10  


Brief Summary: of 
Experience: 


More than 24 years of health care experience including management 
experience in start-up and growth HMO’s, preferred provider 
organizations (PPO), and government-funded programs.  An 
accomplished leader in developing and motivating teams to achieve 
unified goals utilizing innovative concepts and strategies including 
provider contracting, patient centered medical home programs, risk 
contracting and network operations. Accomplishments also include 
building and enhancing provider networks, corporate project management, 
and formulation of health plan policies.  


# of Years with Firm: 3 ½  (Amerigroup Nevada, Inc.); 7 (Amerigroup Corporation) 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
08.2002 – Present 
  
Amerigroup Nevada, Inc. 
Julie Skaggs 
Same 
 
7251 W. Lake Mead Blvd, Ste 104  
Las Vegas, NV 89128 
P:  702-228-1308 
Julie.Skaggs@amerigroup.com 
 
Vice President, Provider Relations 
(01/2009 to Present) 
• Represents Amerigroup in interaction and negotiation with the 


most senior clinical and administrative executives  
• Leads the roll out of Nevada’s Patient Centered Medical Home 


model and pay for performance programs 
• Leads the development of provider network related earnings 


improvement initiatives as well as network growth and expansion 
initiatives 


• Develops and implements Provider Relations projects or 
assignments in support of health plan goals  


• When provider issues become escalated, interacts with provider 
senior administrators, sets strategy for issues resolution, monitors 
progress of issues, and works with VPs in other departments to 
expedite resolution. 
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Manager, Forager Data Management 
(07/2006 to 12/2008) 
• Implemented several key root cause projects saving nearly 


$3million in overpayments    
• Created a tool to re-price and audit 100% of diagnosis related 


group claim payments for the Tennessee health plan, netting an 
estimated overpayment discovery of several million dollars.     


 
Provider Services Director 
(02/2002 to 05/2006) 
• Was responsible for hospital and ancillary contracting, educating, 


and servicing  
• Developed strategic business plans and cost savings initiatives to 


support health plan goals  
• Negotiated complex agreements with key hospital and ancillary 


providers  
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
12.1997 – 10.2001  
Aetna Health Plans 
2777 N. Stemmons, Suite 300 
Dallas, TX  75207 
P: 214-200-8000 
 
Network Manager   
• Lowered outpatient hospital costs through the implementation of 


new Hospital and Physician Partnership Program   
• Led the Provider Relations staff responsible for the HMO filing, 


expansion, and development of 13 new counties in Texas, meeting 
an aggressive 6 month deadline    


• Negotiated and managed Independent Practice Association risk 
relationships involving 100+ physicians and 50,000 risk members, 
as well as large multi-hospital systems in Dallas/Ft. Worth.   


• Acted as key liaison with Medical Management and Operations 
staff to identify cost-saving opportunities    


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
01.1997 – 12.1997  
Provider Networks of America  
4100 International Plaza, Suite 400 
Ft. Worth, TX  76109 
P: 817-731-1273 
 
Recruiter  
• Single-handedly developed an entire PPO physician market in 


Shreveport, LA, and East Texas in less than one year   
• Expanded rental physician market in Iowa, West Texas and 
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Minnesota  
• Negotiated complex contracts with large hospital systems, IPAs, 


and physician groups in a multi-state area    
•  Negotiated ancillary contracts on a national level   


 
 


EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Texas at Arlington 
Arlington 
Texas 
Bachelor’s 
 
University of Texas Austin, TX 
Austin 
Texas 
Masters 


2 
 
 
 
 
2 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


John Whaley, 
Chief Of Business Lines 
Dept. of Health & Human Services 
P:  775-684-3691 
F:  775-687-4178 
jwhaley@dhcfp.nv.gov 
 
Charles Duarte 
Administrator 
Dept. of Health & Human Services 
P:  775-684-3677 
F:  775-687-3893 
cduarte@dhcfp.nv.gov 
 
Mike Willden 
Director 
Nevada Health and Human Service 
P:  775-684-4008 
F:  775-220-4432 
m.willden@dhhs.nv.gov 
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1.8 COORDINATION WITH THE STATE-
DESIGNATED HEALTH INSURANCE 
EXCHANGE (HIX) 
In addition to providing Medicaid Managed Care services, the Vendor must also provide, at a 
minimum; one (1) Silver and one (1) Gold Qualified Health Plan (QHP) on the Individual 
Exchange of the State designated Health Insurance Exchange (HIX), which could be either a 
State HIX or the federal HIX.  Lack of a Gold and Silver QHP in the State-designated HIX will 
disqualify any submitted bid. The QHPs offered pursuant to this requirement must meet the 
qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that may 
not meet the following standards), as described below.  


The purpose of this requirement is to minimize adverse impacts and improve continuity of care 
of individuals and families who have a change in Medicaid or CHIP eligibility status; to 
minimize the negative impacts related to recipients who move, sometimes frequently, between 
the programs, due to changes in eligibility status.  An MCO Transition QHP must: 


1.8.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health 
Care and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act 
or ACA) and the associated Federal regulations; 


1.8.2 Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance; 


1.8.3 Be certified as a QHP in accordance with the criteria determined by the State-designated 
HIX; 


1.8.4 Be able to accept enrollees during the initial open enrollment of the State-designated HIX 
beginning October 1, 2013 for an initial effective date of coverage of January 1, 2014; 


1.8.5 Use the same provider network as is available to those eligible for Medicaid in addition 
to any network adequacy standards set by the State-designated HIX; 


1.8.6 Be available to consumers in the same geographic area as the geographic area served by 
the Vendor’s MCO; 


1.8.7 Coordinate prior authorizations and edit patterns for members who transition between the 
Vendor’s MCO and the Vendor’s QHP; 


1.8.8 Use a formulary that is similar to that of the Vendor’s MCO. If a drug or its generic 
equivalent is covered by the Vendor’s MCO but is not covered by the MCO Transition QHP, the 
MCO Transition QHP must cover that drug as it would any other similar tier drug (same cost 
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sharing) for a period of time as determined by a transition plan dictated by medical necessity, 
potential side effects, etc.; 


1.8.9 Cover any benefit required to be covered by Vendor’s MCOs, that is not otherwise part of 
Nevada’s Essential Health Benefits package, for a period of time as determined by a transition 
plan dictated by medical necessity, potential side effects, etc.; and 


1.8.10 Be priced reasonably as compared to other QHPs available on the Exchange.  To be 
“priced reasonably,” MCO Transition QHP premiums (before the Federal Advanced Premium 
Tax Credit is applied) must be no more than 15% greater than the median premium offered on 
the Exchange for similarly situated individuals (based on age, smoking status, family size and 
geographic location). 


The Vendor is not required to offer QHPs on the SHOP Exchange of the State-designated HIX at 
this time.  The Vendor is not required to offer platinum, bronze or catastrophic QHPs on the 
State-designated HIX at this time. This requirement does not preclude the Vendor from offering 
other QHPs at any of the metal tiers on the Individual or SHOP Exchanges within the State-
designated HIX.  Additionally, the Vendor may designate other QHPs (at any of the metal tiers 
on the Individual or SHOP Exchanges within the State-designated HIX) as MCO Transition 
QHPs if such QHPs meet the requirements described in this section.  The MCO Transition QHP 
designation may be displayed on the website of the State-designated HIX where QHPs are sold, 
as other quality indicators may be displayed, at the discretion of the State-designated HIX. 


Please provide a statement indicating your willingness to comply with this section.  Please 
provide sample transition plans for drugs and services that may be covered by the MCO but not 
covered by the MCO Transition QHP.  Please provide any additional criteria that should be 
included to minimize the adverse impacts of churn. 


The DHCFP reserves the right to modify this Section to meet the requirements and regulations of 
the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State 
Legislature, the Center for Consumer Information and Insurance Oversight (CCIIO), and/or other 
federal government entities. 


See the Confidential Technical Volume for proprietary information. 


 







Attachment 5.1.10.1-1: Amerigroup Nevada Inc. COA HMO License


IX-21







 


 


 


 


 


 


 


 


 


 


 


This page is intentionally left blank 


Attachment 5.1.10.1-1: Amerigroup Nevada Inc. COA HMO License


IX-22







Attachment 5.1.10.1-2: Amerigroup Nevada Inc. NCQA New Health Plan Accreditation


IX-23







 


 


 


 


 


 


 


 


 


 


 


This page is intentionally left blank 


Attachment 5.1.10.1-2: Amerigroup Nevada Inc. NCQA New Health Plan Accreditation


IX-24







Attachment 5.1.10.1-3: Amerigroup Nevada Inc. State Business License


IX-25







 


 


 


 


 


 


 


 


 


 


 


This page is intentionally left blank 


Attachment 5.1.10.1-3: Amerigroup Nevada Inc. State Business License


IX-26







 


Emergency Services – Core Process    1 of 10 


 


CORPORATE  
POLICY 


Subject: 
Emergency Services – Core Process 


Primary Department: 
Healthcare Management Services 


Secondary Department(s):
 


Prior Policy Reference(s):
 


Effective Date of Policy: 
May 20, 2009 


Date Policy Last Reviewed:
August 21, 2012 


Date Policy Last Revised:
August 21, 2012 


Plan CEO Approval/Signature: 
 


Corporate Dept Sr Mgmt 
Approval/Signature: 
 


Check Only One: 


Procedure is Corporate Owned
 


Policy is Health Plan Owned


Check All That Apply: 
Policy is applicable to: 


Corporate
 


All Health Plans
 


Only the following Health Plans (please list):  applicable to Medicaid and Medicare 
(Note:  If there are multiple Health Plans within a state, please list each specific Health Plan directly above, as appropriate) 
 


 
Purpose 
 


To ensure Amerigroup provides Emergency Services and Care as 
appropriate. 
 


Definitions 
 


“Emergency Medical Condition” means a medical condition (or 
behavioral condition – GA, NY, TN, NM) manifesting itself by acute 
symptoms of sufficient severity (including severe pain) that a prudent 
layperson, who possesses an average knowledge of health and 
medicine, could reasonably expect the absence of immediate medical 
attention to result in the following: 
1) Placing the health of the individual (or, with respect to a pregnant 


woman, the health of the woman or her unborn child) in serious 
jeopardy. 


2) Serious impairment to bodily functions. 
3) Serious dysfunction of any bodily organ or part. 
 
Refer to Exceptions for state‐specific definitions 
 
“Emergency Services” means covered inpatient and outpatient services 
that are as follows: 
1) Furnished by a provider that is qualified to furnish these services 


under this title. 
2) Needed to evaluate or stabilize an emergency medical condition that 


is found to exist under the prudent layperson standard. 
 
“Emergency Transportation” means Emergency medical transportation 
use of a ground or air ambulance, as medically necessary, to transport a 
recipient with an emergency medical condition. A ground or air 
ambulance resulting from a “911” communication is considered 
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emergency medical transportation. 
 
Prudent Layperson: A person with average knowledge of health and 
medicine who could reasonably expect the absence of immediate 
medical attention to result in an emergency medical condition 
manifesting itself by acute symptoms of sufficient severity (including 
severe pain) that could cause: 
1) Serious jeopardy to the health of the individual or, in the case of a 


pregnant woman, the health of the woman or her unborn child; 
2) Serious impairment to bodily functions; or 
3) Serious dysfunction of any bodily organ or part. 
 


Policy 
 


1) Emergency services shall be available 24 hours and 7 days a week to 
treat an emergency medical condition. 
 


2) Amerigroup will cover and pay for Emergency Services and Care 
regardless of whether the entity furnishing the services is a 
participating provider. (All coverage and payment for services is 
contingent on member benefits and eligibility at the time services 
are rendered.)  


 
3) Amerigroup will not deny payment for Emergency Services and Care 


if, on the basis of presenting symptoms identified by the member, 
he/she appeared to have an Emergency Medical Condition. 


 
4) Likewise, Amerigroup will not deny payment if the member obtained 


Emergency Services and Care based on instructions of a practitioner 
or other representative of Amerigroup. 


 
5) Amerigroup will not limit what constitutes an Emergency Medical 


Condition solely on the basis of lists of diagnoses or symptoms. 
 
6) Amerigroup will not refuse to cover Emergency Services and Care 


due to a lack of notification to Amerigroup.  
 
7) Amerigroup will provide coverage for pre‐hospital and hospital‐


based trauma services and Emergency Services and Care to 
members. 


 
8) When a member presents himself/herself to a hospital seeking 


Emergency Services and Care, the determination that an Emergency 
Medical Condition exists will be made, for the purposes of 
treatment, by a physician of the hospital or, to the extent permitted 
by applicable law, by other appropriate healthcare professional, 
under the supervision of a physician of the hospital. 
a) The physician, or other appropriate healthcare professional, will 


indicate on the member’s chart the results of all screenings, 
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examinations and evaluations. 
b) Amerigroup will compensate the physician for all screenings, 


evaluations and examinations that are reasonably calculated to 
assist the physician, or other appropriate healthcare 
professional, in arriving at the determination as to whether the 
member’s condition is an Emergency Medical Condition.   


c) Amerigroup will pay for all Emergency Services and Care in 
accordance with the contract or State‐specific non‐par 
methodology. If the physician, or other appropriate healthcare 
professional, determines that an Emergency Medical Condition 
does not exist, Amerigroup is not required to pay for services 
rendered subsequent to the provider's determination. 


 
9) If the physician, or other appropriate healthcare professional, 


determines that an Emergency Medical Condition exists, and the 
member notifies the hospital, or the hospital emergency personnel 
otherwise have knowledge that the patient is a member of 
Amerigroup, the hospital must make a reasonable attempt to notify 
the member’s Primary Care Provider (PCP), if known, or Amerigroup. 
If Amerigroup has previously requested in writing that said 
notification be made directly to Amerigroup, of the existence of the 
Emergency Medical Condition. 
 


10) If the hospital, or any of its affiliated physicians, or other appropriate 
healthcare professional, do not know the member’s PCP, or have 
been unable to contact the PCP, participating hospital must:  
a) Notify Amerigroup as soon as possible before discharging the 


member from the emergency care area; or  
b) Notify Amerigroup within twenty‐four (24) hours or on the next 


business day after admission of the member as an inpatient to 
the hospital.  


 
11) If the hospital is unable to notify Amerigroup, the hospital must 


document its attempts to notify Amerigroup, or the circumstances 
that precluded the hospital’s ability to notify Amerigroup. 
Amerigroup will not deny payment for Emergency Services and Care 
based on a hospital’s failure to comply with the notification 
requirements of this section.  


 
12) If the member’s PCP responds to the hospital’s notification, and the 


hospital physician, or other appropriate healthcare professional, and 
PCP discuss the appropriate care and treatment of the member, 
Amerigroup may have a member of the hospital staff, with whom it 
has a participating provider contract, participate in the treatment of 
the member within the scope of the physician’s hospital staff 
privileges.  
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13) Amerigroup may transfer the member, in accordance with state and 
federal law, to a participating hospital that has the service capability 
to treat the member’s Emergency Medical Condition. The attending 
emergency physician, or other appropriate healthcare professional, 
actually treating the member, is responsible for determining when 
the member is sufficiently stabilized for transfer discharge, and that 
determination is binding on the entities identified in 42 CFR 
438.114(b) as responsible for coverage and payment. 


 
14) Notwithstanding any other State law, a hospital may request and 


collect any insurance or financial information necessary to 
determine if the patient is a member of Amerigroup, in accordance 
with federal law, from a member, so long as Emergency Services and 
Care are not delayed in the process. 


 
15) When included in the member’s benefit plan, Amerigroup is 


responsible for covering emergency transportation without the need 
for precertification.  Emergency transportation providers have one 
hundred eighty (180) days from the date of service to submit a claim 
for reimbursement.  
 


16) Notwithstanding the requirements set forth in this section, 
Amerigroup will make payment on all claims for Emergency Services 
and Care by non‐participating providers. 


 
Responsibilities 
 


None 
 


Exceptions 
 


1) Amerivantage 
In accordance with the prudent laypersons definition of emergency 
medical condition, regardless of diagnosis, for which a plan provider or 
other Amerivantage representative instructs a member to seek 
emergency services within or outside the plan, there will be a charge 
limit (if applicable) to the member for emergency department services, 
not to exceed fifty dollars ($50.00) or whatever that charge would be 
had the member obtained services through their Amerivantage plan, or 
whichever is the lesser of the two (2) charges. 
 
Stabilization of the Member: 
The physician treating the member must decide when the member is 
considered stable for transfer or discharge, which is binding to 
Amerigroup/Amerivantage. During this period, maintenance and post‐
stabilization care services will be coordinated. Amerivantage assumes 
financial responsibility for; 
1) The member’s post‐stabilization care services obtained within or 


outside Amerivantage network that are pre‐approved by the 
plan/plan provider or an Amerivantage representative, 


2) Post‐stabilization services that are not pre‐approved by a plan 


Attachment 5.1.11.1-1: Emergency Services – Core Process


IX-30







 


Emergency Services – Core Process    5 of 10 


provider or Amerivantage representative, but administered to 
maintain, improve or resolve the member’s stabilized  condition if; 
a) If Amerivantage does not respond to a request for further pre‐


approval of additional post‐stabilization care services within one 
(1) hour of a request, 


b) If Amerivantage is unable to be reached, 
c) If an agreement between Amerivantage and the treating 


physician cannot be reached concerning the member’s care and 
a plan physician is not available for consultation. In this situation 
Amerivantage must give the treating physician the opportunity 
to consult with a plan physician and the treating physician may 
continue with care of the patient until a plan physician is reached 
or one of the criteria in § 422.113 (c)(3). That is, when the 
financial responsibility ends with the following: 
i) A plan physician with privileges at the treating hospital 


assumes responsibility for the member’s care, 
ii) A plan physician assumes responsibility for the member’s 


care through transfer, 
iii) An Amerivantage representative and treating physician reach 


an agreement concerning the member’s care, or 
iv) The member is discharged. 


 
2) New Jersey 
New Jersey Public Law 2012 Chapter 18 specifies “Notwithstanding the 
provisions of any law or regulation to the contrary, the amounts 
hereinabove appropriated in the Managed Care Initiative account are 
subject to the following condition: Non‐contracted hospitals providing 
emergency services to Medicaid or NJ FamilyCare members enrolled in 
the managed care program shall accept as payment in full 95% of the 
amounts that the non‐contracted hospital would receive from Medicaid 
for the emergency services and/or any related hospitalization if the 
beneficiary were enrolled in Medicaid fee‐for‐service”. 
 
3) New York 


a) Definition of Emergency Medical Condition also includes Serious 
Disfigurement of such person. 


b) Definition of Emergency Services also includes psychiatric 
stabilization and medical detoxification from drugs or alcohol.  


c) In New York, both par and non‐par providers must be paid 
without regard to whether such services meet the definition of 
Emergency Medical Condition (Med/FHP contract appendix G).  
Participating (par) providers are paid at the contracted rate; non‐
par providers are paid at the Medicaid fee‐for‐service rate in 
effect on the date the service was rendered. 
 


4) Amerigroup Florida Medicaid (Non‐Reform only) does not pay for 
emergency transportation per the state contract.  
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5) Amerigroup Maryland, Inc.  


a) HealthChoice (Medicaid) does not reimburse for emergency 
transportation provided by a public or volunteer emergency 
service transporter (these are reimbursed by FFS). 
i) Maryland: COMAR 31.10.11.13: Payers may not deny 


coverage solely on the basis of ICD‐9 codes. Payers are also 
barred from denying coverage on the basis of ICD‐9 codes 
and then requiring resubmission of the claim as part of an 
appeals process. This bar applies even if the process is not 
labeled as an appeal. Whenever a payer (whether an MCO or 
a State) denies coverage or modifies a claim for payment, the 
determination of whether the prudent layperson standard 
has been met must be based on all pertinent documentation, 
must be focused on the presenting symptoms (and not on 
the final diagnosis), and must take into account that the 
decision to seek emergency services was made by a prudent 
layperson (rather than a medical professional). 


ii) We are permitted to pend a claim and request necessary 
additional medical documentation if we want to conduct a 
review of ER physician coding relative to a specific list of 
diagnoses. 


b) Primary Adult Care (PAC) 
i) COMAR 10.09.76.10(I):  Emergency Facility Services are 


covered when rendered in an emergency department of a 
hospital and the ER visit does not result in an admission to 
the hospital. (Professional services are not covered per 
COMAR 10.09.76.13) 


ii) COMAR 10.09.76.13:  Transportation services are not 
covered. 
 


6) Ohio 
 Absent a contract, OH regulations require the Health Plan to 
reimburse out of network providers at the lesser of billed charges or 
100% of the FFS rate. If an inpatient admission results, the health 
plan is required to reimburse at this rate only until a transfer to a par 
facility is possible, as determined by the attending physician. 
 


7) New Mexico Coordination of Long Term Services (CoLTS)  
a) Emergency services to undocumented aliens (as Eligible 


Individuals are defined in 8.325.10.12 NMAC) are not included in 
the benefit package.  Reimbursement for these services is made 
by the State on a fee‐for‐service basis. 


b) Per 8.307.8.18 NMAC, services provided for both physical and 
behavioral health emergency conditions, including emergency 
transportation, urgent conditions and post‐stabilization care, are 
to be covered only within the United States. 
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c) Amerigroup New Mexico requires that any continuing care be 
obtained from Amerigroup providers or from providers approved 
by Amerigroup when the following conditions are satisfied. 
i) Member’s medical condition is appropriately stabilized and 
permits transferring responsibility for the member’s care, 
without medically harmful consequences, to these providers; 
and 


ii) The transfer is consistent with the requirements of the 
federal Emergency Medical Treatment and Active Labor Act 
(EMTALA). 


d) If the emergency department is unable to stabilize and release 
the member, Amerigroup will assist in coordination for the 
inpatient admission regardless of whether the hospital is in‐
network or out‐of‐network. 


e) Additions to the Definitions above: 
i) Emergency Medical Condition:   
(1) Serious disfigurement. 
(2) With respect to a pregnant woman who is having 


contractions (potential labor): 
(a) that there is adequate time to effect a safe transfer to 


another hospital before delivery, or  
(b) that the transfer may pose a threat to the health or 


safety of the woman or the unborn child. 
ii) Mental Health Emergency:  An individual presents a danger 


to the life or safety of self‐individual or others. 
iii) Post‐stabilization Care Services: Services related to an 


Emergency Medical Condition that are provided after a 
member is medically stabilized in order to maintain the 
stabilized condition, or, under the circumstances described in 
42 C.F.R. §438.114(b) & (e) and 42 C.F.R. §422.113(c)(iii) to 
improve or resolve the member’s condition. 


iv) Urgent Mental Health Care:  Services for an individual with a 
mental disorder that manifests itself by symptoms of 
sufficient severity that the absence of prompt mental health 
treatment could reasonably be expected to result in a mental 
health emergency. 


f) Payment is considered for the following services based on 
eligibility and coverage criteria: 
i) If Amerigroup fails to provide twenty‐four (24) hour access to 
a physician, medically necessary and appropriate services 
that are related to the condition presented, and the provider 
provides that in an emergency facility to the member. 


ii) If the screening examination leads to a clinical determination 
by the examining physician that an actual emergency medical 
condition does not exist, then the determining factor for 
payment liability is whether the member had acute 
symptoms of sufficient severity at the time of presentation.  
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In these cases, Amerigroup will review the presenting 
symptoms of the member and will pay for all services 
involved in the screening examination where the present 
symptoms (including severe pain) were of sufficient severity 
to have warranted emergency attention under the prudent 
layperson standard.  If the member believes that a claim for 
Emergency Services has been inappropriately denied by 
Amerigroup, the member may seek recourse through 
Amerigroup’s appeal process and/or the State’s fair hearing 
process. 
 


8) Tennessee 
a) Per TN CRA 2.7.1.4 The MCO may establish arrangements with a 


hospital whereby the MCO may send one of its own providers 
with appropriate emergency room privileges to assume the 
attending provider’s responsibilities to stabilize, treat, and 
transfer the member, provided that such arrangement does not 
delay the provision of emergency services. 


b) Per TN CRA 2.7.1.7, the MCO can require preauthorization for 
hospital admission or follow‐up care once the member is 
stabilized. 
 


Note: Amerigroup Tennessee does not distinguish between inpatient 
and outpatient facilities with respect to its policies regarding 
emergency care. 


 
9) Georgia 


Contract Sections 4.6.1.2 and 4.6.1.6 Georgia 
a) Definition of Emergency Medical Condition also includes: 


Serious harm to self or others due to an alcohol or drug abuse 
emergency; Injury to self or bodily harm to others; or 
With respect to a pregnant woman having contractions: (i) that 
there is adequate time to affect a safe transfer to another 
hospital before delivery, or (ii) that transfer may pose a threat to 
the health or safety of the woman or the unborn child. 


b) Payment: If the screening examination leads to a clinical 
determination by the examining physician that an actual 
emergency medical condition does not exist, then the 
determining factor for payment liability is whether the member 
had acute symptoms of sufficient severity at the time of 
presentation.  In these cases, Amerigroup will review the 
presenting symptoms of the member and will pay for all services 
involved in the screening examination where the present 
symptoms (including severe pain) were of sufficient severity to 
have warranted emergency attention under the prudent 
layperson standard.   
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10) Georgia 
Planning for Healthy Babies (P4HB) Demonstration project defines 
an emergency medical condition as a medical condition resulting 
from a Demonstration related service and manifesting itself by acute 
symptoms of sufficient severity (including severe pain) that a 
prudent layperson, who possesses an average knowledge of health 
and medicine, could reasonably expect the absence of immediate 
medical attention to result in placing the health of the woman in 
serious jeopardy, serious impairments of bodily functions, or serious  
dysfunction of any bodily organ or part. A Demonstration related 
Emergency Medical condition shall not be defined on the basis of 
lists of diagnoses or symptoms. Post Stabilization Covered Services 
related to Demonstration related Emergency Medical Condition that 
are provided after a P4HB Participant is stabilized in order to 
maintain the stabilized condition or to improve or resolve the P4HB 
participant’s condition. 
 


11) Nevada 
Per RFP 1509 § 2.1.10.2, Amerigroup must pay an out of network 
provider who provides emergency services, applying the “prudent 
layperson” definition of emergency, a rate equivalent to that paid by 
DHCFP, unless otherwise mutually agreed to by Amerigroup and the 
party rendering the service. 
 


 
12) Washington 


Amerigroup is responsible for providing interpreter services for 
enrollees while accessing emergency services. Amerigroup must 
limit payment for emergency services furnished by a non‐par 
provider to the amount that would be paid under FFS.  For Healthy 
Options members, the only exclusions to Amerigroup’s coverage of 
emergency services are: 
a) Mental health services covered under a separate state contract 


and 
b) Dental services only if provided by a dentist or oral surgeon to 


treat a dental diagnosis (covered under FFS). 
 


References 
 


42 CFR 438.114; 42 CFR 422.113(c); Federal Requirement letter dated 
04.05.2000 (“SMD Letter – Managed Care Provisions Regarding 
Coverage of Emergency Services by MCOs – 04.05.2000”) 
42 CFR Ch. IV (10‐14‐06 Edition) 
§ 422.113 Special rules for ambulance services, emergency and urgently 
needed services, and maintenance and post‐stabilization care services. 
§ 422.214 Special rules for services furnished by non‐contract providers. 
 


Related Policies and 
Procedures 


Reimbursement Policy:  Transportation Services – Ambulance 
Coverage for Post Stabilization Care Services 
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Related Materials 
 


None 
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CORPORATE  
POLICY 


Subject:  
Coverage for Post Stabilization Care Services 


Primary Department:  
Healthcare Management Services 


Secondary Department(s):, 
Provider Services Organization  
National Customer Care 


Prior Policy Reference(s): 
 


Effective Date of Policy: 
June 17, 2009 


Date Policy Last Reviewed:
February 15, 2012 


Date Policy Last Revised: 
February 15, 2012 


Plan CEO or COO Approval/Signature: 
 


Corporate Dept Sr Mgmt Approval/Signature:
 


Check Only One: 


Policy is Corporate Owned
 


Policy is Health Plan Owned


Check All That Apply: 
Policy is applicable to: 


Corporate
 


All Health Plans
 


Only the following Health Plans (please list):  Applicable to Medicaid and Medicare 
(Note:  If there are multiple Health Plans within a state, please list each specific Health Plan directly above, as appropriate) 
 


 
Purpose 
 


To ensure Amerigroup provides coverage for post stabilization care 
services as appropriate. 
 


Definitions 
 


Post Stabilization Care Services: Services related to an emergency 
medical condition that are provided after a member is stabilized. These 
services may be provided in order to maintain the stabilized condition or 
to improve or resolve the member’s condition. 


Policy   
  1) Amerigroup covers post stabilization care services in accordance 


with applicable law. 
2) If the post stabilization care services are not pre‐approved: 


a) Amerigroup uses best efforts to respond in a timely manner 
when notified of post stabilization care services 


b) Amerigroup will not administratively deny coverage for services 
provided prior to a response  


c) Amerigroup may administratively deny coverage for post 
stabilization care services as a result of non‐notification in 
accordance with its notification policies and applicable law. 
i) If the post stabilization care services are administratively 


denied as a result of non‐notification, the denial letter 
includes language explaining if the ordering/admitting 
physician believes the member was not stable at the time 
services rendered/admitted, the ordering/admitting 
physician or the facility acting on his/her behalf may submit 
medical records for review and the decision will be 
reconsidered. 


d) In the event that post stabilization services are not pre‐approved 
and: 
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i) A health plan physician with privileges at the treating 
hospital assumes responsibility for the member’s care, 


ii) A health plan physician assumes responsibility for the 
member’s care through transfer, or 


iii) An Amerigroup representative and treating physician reach 
an agreement concerning the member’s care, then 
Amerigroup will cover such post‐stabilization care services as 
appropriate in accordance with the determination of such 
plan physician or such agreement. 


e) If medical necessity criteria is not met, the clinical information is 
sent to health plan Medical Director (or appropriate practitioner) 
for review and determination. 


 
Exceptions 
 


New Mexico ‐  
 In accordance with 8.307.8.18 NMAC, post‐stabilization services 
must be covered by Amerigroup only within the United States. 


 Amerigroup shall be financially responsible for paying all claims for 
all covered emergency and post‐stabilization services that are 
furnished by noncontract service providers, at no more than the 
Medicaid Fee‐For‐Service (FFS) rate, including medically or clinically 
necessary testing to determine if a physical or behavioral health 
emergency exists. 8.307.11.9(C) 


 Amerigroup must also reimburse for “days awaiting placement” for 
members that no longer meet stabilization or inpatient criteria but 
for whom no “safe and effective” post‐ acute care placement or 
discharge plan has been developed. 8.311.2.14 B. NMAC 


 
Georgia Medicaid (i.e. Georgia Families AGP) ‐ does not charge for in‐
network services that have been appropriately authorized. In 
accordance with managed care contract section 4.6.2 (Post‐Stabilization 
Services), Amerigroup is financially responsible for post‐stabilization 
services obtained within or outside the network that are not pre‐
approved, but administered to maintain the member’s stabilized 
condition within one (1) hour of a request to Amerigroup for pre‐
approval of further post‐stabilization care services. Amerigroup is also 
financially responsible for post‐stabilization care services obtained 
within or outside the network that are not pre‐approved, but are 
administered to maintain, improve, or resolve the member’s stabilized 
condition if Amerigroup does not respond to a request for pre‐approval 
within one (1) hour, or Amerigroup cannot be contacted, or Amerigroup 
and the treating physician cannot reach an agreement concerning the 
member’s care and a network provider or other organization 
representative is not available for consultation. In the event a member 
receives post stabilization services from a provider outside of the 
network, Amerigroup does not charge the member more than he or she 
would be charged if services were obtained through an in network 
provider.  
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Nevada – In accordance with Nevada RFP §2.1.10.2, a member who has 
an emergency medical condition may not be held liable for payment of 
subsequent screening and treatment needed to diagnose the specific 
condition or stabilize the patient. Per Nevada RFP § 2.1.10.3, 
Amerigroup is financially responsible for post‐stabilization services 
obtained within or outside the network that are not pre‐approved, but 
administered to maintain the member’s stabilized condition within one 
(1) hour of a request to Amerigroup for pre‐approval of further post‐
stabilization care services. Amerigroup is also financially responsible for 
post‐stabilization care services obtained within or outside the network 
that are not pre‐approved, but are administered to maintain, improve, 
or resolve the member’s stabilized condition if Amerigroup does not 
respond to a request for pre‐approval within one (1) hour, or 
Amerigroup cannot be contacted, or Amerigroup and the treating 
physician cannot reach an agreement concerning the member’s care 
and a network provider or other organization representative is not 
available for consultation. Charges for post stabilization care services 
provided by an out of network provider to a member may be no greater 
than the amount Amerigroup would charge if the services had been 
obtained in network. 
 
Medicare Advantage – In the event a member receives post stabilization 
services from a provider outside of the network, Amerigroup does not 
charge the member more than he or she would be charged if services 
were obtained through an in network provider.  
 
New Jersey – In accordance with managed care contract section 
4.2.1.B.3 (Emergency Services/Post‐Stabilization of Care) Amerigroup 
must comply with 42 C.F.R. § 422.113(c).  We  must cover post‐
stabilization services without requiring authorization regardless of 
whether the enrollee obtains the services in or out of network if: 
a) The services were pre‐approved by Amerigroup or its providers; or 
b) The services were not pre‐approved by Amerigroup because we did 


not respond to the provider of post‐stabilization care services’ 
request for preapproval within one (1) hour after being requested to 
approve such care; or 


c) Amerigroup could not be contacted for pre‐approval. 
 
New York – In accordance with MCD/FHP managed care contract 
Appendix G. Amerigroup must cover post‐stabilization furnished by a 
provider within or outside the network when they are pre‐approved by 
a participating provider, as authorized by Amerigroup, or other 
contracted vendor authorized by Amerigroup; when they are not pre‐
approved but administered to maintain the enrollee’s stabilized 
condition within one (1) hour of a request; if Amerigroup does not 
respond to a request for pre‐approval within one (1) hour; when 
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Amerigroup cannot be contacted; or when Amerigroup Clinical Reviewer  
and the treating physician cannot reach an agreement concerning the 
enrollee’s care and a plan physician is not available for consultation.  In 
this situation Amerigroup must give the treating physician the 
opportunity to consult with a plan physician and the treating physician 
may continue with care of the patient until a plan physician is reached 
or one of the following criteria is met: 
 An Amerigroup physician with privileges at the treating hospital 


assumes responsibility for the Enrollee’s care; 
 An Amerigroup physician assumes responsibility for the Enrollee’s 


care through transfer; 
 An Amerigroup clinical reviewer and the treating physician reach an 


agreement concerning the enrollee’s care; or 
 The enrollee is discharged.  
 
Ohio ‐ Requirements in OAC Rule 5101‐3‐26‐03 must be complied with 
for post‐stabilization care as follows: 
1) Post‐stabilization care services as defined in rule 5101:3‐26‐01 of the 


Administrative Code must be  provided and covered twenty‐four 
(24) hours a day, seven (7) days a week. 


2) We must designate a telephone line to receive provider requests for 
coverage of post‐stabilization care services. The line must be 
available twenty‐four hours a day. We must document that the 
telephone number and process for obtaining authorization has been 
provided to each emergency facility in the service area. We must 
maintain a record of any request for coverage of post‐stabilization 
care services that is denied including, at a minimum, the time of the 
provider's request and the time that we communicated the decision 
in writing to the provider. 


3) The provision and reimbursement requirements for these services 
are provided in this Rule. 


 
Texas ‐ In accordance to 8.2.2.1 of the Uniform Managed Care Contract 
(UMCC) AGP must cover and pay for Post Stabilization Care Services in 
the amount, duration and scope necessary to comply with 42 CFR Sec. 
438.114 (b) & (c)  and 42 CFR Sec. 422.113 (c) (iii). AGP is financially 
responsible for post‐stabilization care services obtained within or 
outside the network that are not pre‐approved, but administered to 
maintain, improve, or resolve the member’s stabilized condition if:  
1) AGP does not respond to a request for pre‐approval within 1 hour;  
2) AGP cannot be contacted; or 
3) AGP and the treating provider cannot reach an agreement 


concerning the member’s care and a participating provider is not 
available for consultation. In this situation, the HMO must give the 
treating physician the opportunity to consult with a participating 
provider and the treating physician may continue with care of the 
patient until the participating provider is reached. The HMO’s 
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financial responsibility ends as follows: the HMO provider with 
privileges at the treating hospital assumes responsibility for the 
member’s care; the HMO physician assumes responsibility for the 
member’s care through transfer; the HMO and the treating physician 
reach an agreement concerning the member’s care; or the member 
is discharged.  


 
References 
 


42 CFR: 438.114 
42 CFR 422.113(c) 
New Mexico:  8.307.8.18 NMAC and 8.307.11.9(C) 
Nevada:  RFP §2.1.10.2 and RFP § 2.1.10.3 
New Jersey: Contract section 4.2.1.B.3 and 42 C.F.R. § 422.113(c).   
Ohio:  OAC Rule 5101‐3‐26‐03, Administrative Code rule 5101:3‐26‐01 
Texas: UMCC 8.2.2.1 Emergency Services  
Tennessee: TennCare Contract Section 2.7.1 
 
 


Related Policies and 
Procedures 
 


None 
 


Related Materials 
 


None 
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DEPARTMENT 
PROCEDURE 


Subject: 
Continuity of Care ‐ NV 


Primary Department: 
Healthcare Management Services 


Secondary Department(s):
National Customer Care 
Provider Relations – Health Plan 


Prior Procedure Reference(s):
 


Effective Date of Procedure: 
January 1, 2009 


Date Procedure Last Reviewed:
 April 18, 2012 


Date Procedure Last Revised:
 April 18, 2012 


Plan CEO Approval/Signature: 
 


Corporate Dept Sr Mgmt Approval/Signature:
 


Check Only One: 


Procedure is Corporate Owned
 


Procedure is Health Plan Owned


Check All That Apply: 
Procedure is applicable to: 


Corporate
 


All Health Plans
 


Only the following Health Plans (please list):  Nevada 
(Note:  If there are multiple Health Plans within a state, please list each specific Health Plan directly above, as appropriate) 
 


 
Purpose 
 


To promote continuity of care services as deemed medically necessary 
to avoid adverse impacts upon a new or existing member’s health 
status. 
 


Definitions 
 


Continuity of Care:  The continuance of care rendered by a non‐
participating practitioner for the purpose of continued treatment due to 
the complexity or advanced phase of the medical condition for members 
who are newly enrolled, and/or to avoid a lapse in care for a medical 
condition requiring continued care.  Continuity of care can also be 
established for existing members who have conditions that require 
treatment by a practitioner not currently in, or recently terminated 
voluntarily from, the network. 
 
Insolvency:  When a health plan has no money or other means to stay 
open and give health care to members. 
 
MCO: Managed Care Organization 
 


Procedures 
 


1) When a newly enrolled member (or their representative), regardless 
of where they received their prior coverage (e.g.: fee‐for‐service 
[FFS] or from another MCO), or a practitioner of a newly enrolled 
member, requests approval for continuity of care services, a 
National Customer Care (NCC) Pre‐authorization Nurse obtains 
information relating to the request, the reason for the request, and 
then verifies the enrollment date. 


 
2) When an existing member (or their representative), or a non‐


participating practitioner of an existing member requests approval 
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for continuity of care services, the National Customer Care (NCC) 
Pre‐authorization Nurse reviews the request and circumstances 
surrounding the request to determine if the member’s condition 
requires continuity of care, or if the member should be referred to 
an appropriate in‐network practitioner. 
a) If the above information meets the continuity of care guidelines 


as outlined in sections 5, 6, 7 & 8 below, and the service is to be 
rendered within the residential state of the health plan, and the 
non‐participating provider is willing to cooperate (e.g., use 
network facilities, negotiate acceptable rates), the NCC Pre‐
authorization Nurse generates the authorization in the claims 
processing system and sends correspondence to the health plan 
designee, notifying them of the authorization for the continuity 
of care visit. 


b) If the non‐participating provider accepts the appropriate state 
Medicaid FFS rate(s), the NCC Pre‐authorization Nurse 
documents this information in the authorization record in the 
claims processing system and enters the appropriate Health Care 
Management Services (HCMS) system code to prompt the Plan 
to complete a single case agreement (SCA). 


c) Deliveries shall be paid according to the following: 
d) OB providers shall be paid on a fee‐for‐service basis (visit by visit 


by visit schedule), with separate payment for the delivery itself if 
they have seen the member less than seven (7) times during her 
pregnancy. 


e) If the OB provider has seen the member seven (7) or more times, 
the OB provider may bill for global payment including 
antepartum care, delivery and postpartum care.   


f) Certified Nurse Midwives and Family Planning providers are to 
be reimbursed at the Medicaid FFS schedule and do not require a 
pre‐certification. 


g) Other than those providers listed above, if the non‐participating 
provider does not accept the appropriate state Medicaid FFS 
rate(s), the NCC Pre‐authorization Nurse documents this 
information in the authorization record in the claims processing 
system, and advises the practitioner that the case must be 
forwarded to the health plan for further consideration.  The NCC 
associate enters the appropriate HCMS system code for Plan 
notification. The provider will also be offered the opportunity to 
become part of the Amerigroup provider network. 


h) If the information does not meet continuity of care criteria, or 
the service is to be rendered outside of the residential state of 
the health plan, the NCC Pre‐authorization Nurse explains to the 
caller that the request requires Medical Director review and a 
decision will be rendered within two (2) business days of receipt 
of the necessary information.  The NCC Pre‐authorization Nurse 
enters appropriate HCMS system code for plan notification. 


Attachment 5.1.11.2: Nevada Continuity of Care Policy and Procedure


IX-44







Continuity of Care ‐ NV    3 of 6 


 
3) Upon receiving the information from the NCC, the health plan 


designee follows‐up with the member and/or practitioner to 
determine the plan of care and initiate planning for transition to an 
appropriate participating specialist whenever possible. 
a) The health plan is responsible for coordinating services provided 


with the services the member may receive from any other MCO. 
b) Upon request or notification of need, the health plan will 


communicate to other MCOs serving the member the results of 
identification and assessment of any special health care needs to 
ensure that services are not duplicated, and to ensure continuity 
of care. 


c) In the process of coordinating care, each member’s privacy is 
protected consistent with the Health Insurance Portability and 
Accountability Act (HIPAA) requirements. 


 
4) In addition to routine care coordination with other MCOs, the Plan is 


responsible for designating a specific clinician or Case Manager to 
ensure continuity of services for members with special needs.  These 
members may include, but are not limited to, juveniles temporarily 
detained by a state or county agency, severely emotional disturbed 
children and adults with serious mental illness, children with special 
health care needs and women with high‐risk pregnancies.  Care 
coordination must address critical issues such as out‐of‐home 
placement, specialized mental health services and therapies, and 
needs that may typically be filled by community resources and social 
services programs. 


 
5) The Plan is responsible for members as soon as they are enrolled.  If 


the Plan is aware of the member in treatment, Amerigroup will 
honor authorizations issued by the prior MCO. 


 
6) New enrollees shall be permitted to continue to receive ongoing 


treatment from a non‐participating provider , with approval of the 
local health plan, until such time that a safe transition can occur to a 
network provider, unless the non‐network provider becomes 
contracted with Amerigroup in the following situations: 


 
a) Members who are in the third trimester of pregnancy, or 


identified high‐risk pregnancy; 
b) Members in the process of major organ or tissue transplantation 


services; 
c) Members with chronic illness; 
d) Members with terminal illness; 
e) Members with intractable pain; 
f) Members currently receiving chemotherapy and/or radiation 


therapy; 
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g) Members receiving significant outpatient treatment or dialysis; 
h) Members receiving prescription medications or durable medical 


equipment; 
i) Members receiving other services not included in the State Plan, 


but covered by Medicaid under Early and Periodic Screening, 
Diagnosis and Treatment Program (EPSDT) for children; 


j) Members who at enrollment: 
i) Are scheduled for inpatient surgery(s) 
ii) Are currently in the hospital; 
iii) Have prior authorization for procedures and/or therapies for 


dates after their enrollment; and/or, 
iv) Have post‐surgical follow‐up visits scheduled after their 


enrollment 
 


7) It may be necessary to transfer a member from one MCO to another 
or to FFS. When notified that a member has been transferred to 
another Plan or to FFS, Amerigroup will ensure appropriate sharing 
of relevant member information, medical records and other 
pertinent materials to the other Plan or FFS provider. 
a) Prior to transferring a recipient, the Plan (via contracted 


providers) sends the receiving Plan or provider information 
regarding the member’s condition.  This information includes the 
name of the assigned PCP, as well as the following information, 
without limitation, as to whether the member is: 
i) Hospitalized; 
ii) Pregnant; 
iii) Receiving dialysis; 
iv) Chronically ill (e.g.: diabetic, hemophilic, etc.); 
v) Receiving significant outpatient treatment and/or 


medications, and/or pending payment authorization request 
for evaluation or treatment; 


vi) On an apnea monitor; 
vii) Receiving behavioral or mental health services; 
viii)  Receiving Nevada Early intervention services in accordance 


with an Individualized Family Service Plan (IFSP).  The IFSP 
provides a Case Manager who assists in developing a plan to 
transition the child to the next service delivery system.  For 
most children, this would be the school district and services 
are provided for the child through an Individualized 
Education Program (IEP); 


ix) Involved in, or pending authorization for, major organ or 
tissue transplantation; 


x) Scheduled for surgery or post‐surgical follow‐up on a date 
subsequent to transition; 


xi) Scheduled for prior authorized procedures and/or therapies 
on a date subsequent to transition; 


xii) Referred to a specialist(s); 
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xiii) Receiving substance abuse treatment for members twenty‐
one (21) and older; 


xiv) Receiving prescription medications; 
xv) Receiving durable medical equipment or currently using 


rental equipment; 
xvi) Currently experiencing health problems; or 
xvii)Receiving case management (including the Case Manager’s       


                   name and phone number). 
 
8) Primary Care Provider (PCP)/Specialist Provider Changes 


a) PCP/specialist provider changes generally occur as a result of the 
following situations: 
i) The member voluntarily requests to change the 


PCP/specialist provider. 
ii) The PCP/specialist provider terminates participation within 


the Amerigroup network. 
iii) The PCP/specialist provider is involuntarily terminated from 


the Amerigroup network. 
b) If the member requests the PCP/specialist provider change, the 


Amerigroup associate speaking with the member counsels the 
member regarding the need to sign a release of information 
form in order for the existing PCP/specialist provider to send the 
previous medical record information to the newly selected 
PCP/provider. 


c) If the PCP terminates participation within the Amerigroup 
network, the Health Plan Provider Relations Department 
communicates this information to the Health Plan Health care 
Management Services Department designee who reviews the 
PCP panel to determine which members may need continuity of 
care authorizations. 


d) If the PCP is involuntarily terminated from the Amerigroup 
network by the Credentialing Committee, the Health Plan 
Provider Relations Department communicates this information 
to the appropriate Health Plan designee who reviews the PCP 
panel to determine which members may need to select a new 
PCP. 


 
 


Exceptions 
 


None 
 


References 
 


42 CFR 438.208(b) (2), (3), & (4) 
NCQA QI 10: Continuity and Coordination of Medical Care 
RFP 1509 Section 2.1.12 
RFP 1509 Section 2.2.10.2 
MSM Chapter 2500 
§2.1.12 Coordination with Other MCOs and Other Services 
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Related Policies and 
Procedures 
 


Out of Service Area/Out of Network Care 
Provider Terminations – Primary Care Provider, Specialist and Hospital 
 


Related Materials 
 


None 
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Dear Member: 
 
Welcome to Amerigroup Community Care. We are excited that you chose us to arrange quality health 
care benefits for your family. 
 
This member handbook tells you how Amerigroup works and how to keep your family healthy. It also 
explains how to get health care when you need it. 
 
If you have a child, he or she can join a Boys & Girls Club. This is a special Amerigroup benefit for 
members ages 6 to 11. The clubs provide many fun and educational activities for children. They are a 
great place to go after school. Plus, we offer a free sports physical every 12 months by an Amerigroup 
primary care provider for children ages 6 to 18. 
 
You have probably already received your Amerigroup ID card. If not, you should receive it in a few 
days. Your ID card tells you when your Amerigroup membership starts. The name of your family doctor 
is on the card, too. Please check your ID card right away. If the name of your doctor or any other 
information is not right, please call us at 1-800-600-4441. We will send you a new ID card with the 
correct information. 
 
If you need to reach us, you can call Member Services at 1-800-600-4441, Monday through Friday from 
8:00 a.m. to 5:00 p.m. Pacific time. If you are deaf or hard of hearing, please call the toll-free AT&T 
Relay Service at 1-800-855-2880. 
 
You can talk to a Member Services representative about your benefits or visit our website at 
www.myamerigroup.com/NV. You can also talk to a nurse on our 24-hour Nurse HelpLine if you need 
medical advice.  
 
Thank you again for choosing us as your family’s health plan. We are here to help you get the care you 
need, when you need it. 
 
Sincerely, 
 


 
Eric Lloyd 
Chief Operating Officer 
Amerigroup Community Care 
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AMERITIPS 
HEALTH TIPS THAT MAKE HEALTH HAPPEN 


 
YOU NEED TO GO TO YOUR DOCTOR NOW! 


 
WHEN IS IT TIME FOR A WELLNESS VISIT? 
It is important for all Amerigroup members to have regular wellness visits. This way, your Primary Care 
Provider (PCP) can help you stay healthy. When you become an Amerigroup member, call your PCP and 
make the first appointment for you and your child before the end of 90 days. 
 
WELLNESS CARE FOR CHILDREN, THE HEALTHY KIDS PROGRAM 
Children need more wellness visits than adults. These wellness visits for children are part of Nevada’s 
Healthy Kids Program. Your child should get wellness visits at the times listed below: 
• Newborn 
• 3–5 days old 


• 15 months old 
• 18 months old 


• 1 month old • 24 months old 
• 2 months old • 30 months old 
• 4 months old • 3 years old 
• 6 months old • 4 years old 
• 9 months old • 5 years old 
• 12 months old • 6 years old 


 
After age 6, you and your child should keep going to your PCP every year for wellness visits. 
 
WHAT IF I BECOME PREGNANT? 
If you think you are pregnant, call your PCP or OB/GYN right away. This can help you have a healthy 
baby.  
 
If you have any questions or need help making an appointment with your PCP or OB/GYN, please call 
Amerigroup Member Services at 1-800-600-4441, Monday through Friday from 8:00 a.m. to 5:00 p.m. 
Pacific time. If you are deaf or hard of hearing, please call the toll-free AT&T Relay Service at 
1-800-855-2880. 


 
ALERT: Keep the right care. Do not lose your health care benefits. Renew your eligibility for Medicaid 
or Nevada Check Up benefits on time. See Page 54 for more details. 
 
Don’t miss getting important information! If you move or your phone number changes, please notify 
your Medicaid caseworker or Nevada Check Up.  


 
Amerigroup is a culturally diverse company. We welcome all eligible individuals into our health care programs, 
regardless of health status. If you have questions or concerns, please call 1-800-600-4441 (TTY 1-800-855-2880) 
and ask for extension 34925. Or visit www.myamerigroup.com. 
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AMERIGROUP COMMUNITY CARE MEMBER HANDBOOK 
7251 West Lake Mead Boulevard, Suite 104 • Las Vegas, Nevada 89128 


1-800-600-4441 
TTY 1-800-855-2880 


www.myamerigroup.com/NV 
 


Welcome to Amerigroup Community Care! You will get most of your health care services covered through 
Amerigroup. This member handbook will tell you how to use Amerigroup to get the health care you need.  
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WELCOME TO AMERIGROUP COMMUNITY CARE! 


Information About Your New Health Plan 
We are a Health Maintenance Organization (HMO). As part of the Nevada Medicaid and Nevada 
Check Up programs, we help you get the right care close to home. We serve: 
• Medicaid recipients 
• Nevada Check Up enrollees (children under age 19 who are not eligible for Medicaid but meet 


certain income requirements) 
• Pregnant women in the Health Insurance Flexibility and Accountability (HIFA) waiver program 
We offer you health care coverage if you live in urban Clark and Washoe counties. 
 
As a member of Amerigroup, you will work together with your Primary Care Provider (PCP) to: 
• Help keep you healthy  
• Care for your health problems 
• Refer you to specialists when you need it 


How to Get Help 
We are here to help you. We want you to be happy with the care you get. You can contact our 
automated number 24 hours a day, 7 days a week at 1-800-600-4441. If you are deaf or hard of 
hearing, please call the toll-free AT&T Relay Service at 1-800-855-2880. If you: 
• Have any questions about our health plan 
• Need to speak to a Nurse on the 24-hour Nurse HelpLine 
• Need help getting care or finding a network PCP  
• Want to find out what health benefits and services are available to you and your child 
• Need a translator to communicate with your PCP in your native language 
• Need an interpreter if you or your child are deaf or hard of hearing 
• Want to suggest how we can make your health plan better 
• Want to participate in a committee to help improve health care services and community education 


Online and Automated Self-Service Features 


We have two easy ways to get services 24 hours a day, 7 days a week: 
• Our automated line 1-800-600-4441 (TTY 1-800-855-2880)  
• Our member website at www.myamerigroup.com/NV 
 
On the website, you can: 
• Choose or find a PCP in the Amerigroup network 
• Change your PCP 
• Request an ID card 
• Update your address or phone number 
• Request a member handbook or provider directory 
• Learn about community programs and services 
• Ask questions or make comments to help improve Amerigroup 
• Learn about your rights and responsibilities as a member 
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• Report waste, fraud and abuse 
• Read what we are doing to preserve your safety and privacy 


Member Services  


You can call our Member Services department Monday through Friday, 8:00 a.m. to 5:00 p.m. Pacific 
time, except for holidays. If you call after 5:00 p.m., you can leave a voice mail message. One of our 
Member Services representatives will call you back the next working day. He or she can help answer 
your questions about: 
• This member handbook • Wellness care 
• Member ID cards • Special kinds of health care 
• Your doctors • Healthy living 
• Doctor visits • Grievances and appeals 
• Health care benefits • Rights and responsibilities 
 
You can also call us: 
• If you wish to request a copy of the Amerigroup Notice of Privacy Practices. This notice describes: 


- How medical information about you may be used and disclosed  
- How you can get access to this information 


If You Move or Your Family Size Changes 


If you are a Medicaid member, you must contact your welfare caseworker as soon as you move to 
report your new address or if your family size changes. You can find the welfare phone number in the 
section Other Important Phone Numbers. 
 
If you are a Nevada Check Up member, you should call Nevada Check Up when your family size 
changes. You should also call Nevada Check Up as soon as you move to report your new address. Call 
Nevada Check Up toll free at 1-800-360-6044. 
 
Once you call the state, you should then call Amerigroup Member Services. If you move out of the 
service area, you will continue to get health care services through us until you are disenrolled. You 
must call Amerigroup before you can get any services in your new area unless it is an emergency. 


 
For members who do not speak English: 
• We can help in many different languages and dialects 
• We can help find and pay for a person who speaks your language to help you communicate with 


your PCP during your appointment and go to your doctor visits at no cost to you. Please let us know 
if you need a translator at least 24 hours before your appointment. Call Member Services for more 
information 


 
For members who are deaf or hard of hearing: 
• Call the toll-free AT&T Relay Service TTY at 1-800-855-2880  
• We will set up and pay for you to have a person who knows sign language to help you 


communicate during a doctor visit 
• Please let us know if you need an interpreter at least 24 hours before your appointment 
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Amerigroup 24-Hour Nurse HelpLine 


Call our 24-hour Nurse HelpLine at 1-800-600-4441 if you need advice on: 
• What to do to take care of yourself before you see the doctor 
• How soon you need to get care for an illness 
• What kind of health care you need 
• How you can get the care that is needed 
 
We want you to be happy with all the services you get from our network of providers and hospitals. If 
you have any problems, please call Member Services or visit us online.  
We want to: 
• Help you with the care you need 
• Help you correct any problems you may have with your care 
• Help make your health care plan better 
 
Other Important Phone Numbers 
 
Service Information Phone Number 
Emergencies Call or go to the nearest hospital emergency 


room 
911 


Nevada Check Up Find out about the program’s eligibility  
and premium requirements  


Carson City 
775-684-3777 
Toll free in-state: 
1-877-543-7669 (KIDS 
NOW) 
Toll free out-of-state: 
1-800-360-6044 


Nevada Medicaid For information on the program, call the  
Division of Welfare and Supportive Services 
(DWSS) that’s right for you 


775-684-7200 (North) 
702-486-1646 (South) 
Toll-free: 1-800-992-0900 


Behavioral health care If you need behavioral health care,  
call Member Services 


Toll-free: 1-800-600-4441 


Scion Dental If you need dental care Toll-free: 1-877-378-5302 
eyeQuest If you need eye care Toll-free: 1-888-300-9025 
Disease management If you want information about our disease 


management programs, call and ask to speak 
with a Disease Management care manager  


Toll-free: 1-800-600-4441 


LogistiCare If you are a Nevada Medicaid recipient and need 
help arranging transportation for medically 
needed appointments and treatments. This 
service is not available for Nevada Check Up 
members. 


Toll-free: 1-888-737-0833 
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Your Amerigroup Member Handbook 


This handbook will help you understand your health care plan. The other side of this handbook is in 
Spanish.  


 


If you have questions, need help understanding or reading your member handbook, or if you want the 
handbook in a different format or language, call Member Services. The translation may take some 
additional time. We will let you know when it can be available.  
 
We can also have this member handbook available in:  
• A large-print version 
• An audio version  
• A Braille version  
 
When there are member handbook changes that impact your access to services or change the 
Medicaid and Check Up programs, we will let you know.  
 
We may tell you about member handbook changes through:  
• A newsletter 
• A reference letter that you can keep with your member handbook 
• Our member website at www.myamerigroup.com/NV 


Your Amerigroup ID Card 
If you do not have your Amerigroup ID card yet, you will get it soon.  
• Please carry it with you at all times  
• Show it to any doctor, hospital or pharmacy you visit  
 
This card identifies you as an Amerigroup Community Care member. It tells you who your PCP is. It also 
tells providers and hospitals we will pay for the medically needed services listed in the section 
Amerigroup Covered Services. 
 
Your Amerigroup ID card shows: 
• The name and phone number of your PCP  
• Your Medicaid or Nevada Check Up identification number  
• The date you became an Amerigroup member  
• Many important phone numbers you need to know like: 


- Our Member Services department  
- Our Nurse HelpLine 
- The phone numbers to call to get eye and dental care 


 
If your Amerigroup ID card is lost or stolen, we will send you a new one. Call us right away at 
1-800-600-4441, Monday through Friday from 8:00 a.m. to 5:00 p.m. Pacific time. If you are deaf or 
hard of hearing, please call the toll-free AT&T Relay Service at 1-800-855-2880. 
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YOUR PROVIDERS 


Picking a Primary Care Provider 
All Amerigroup members must have a family doctor. This doctor is called a Primary Care Provider (PCP). 
When you enrolled in Amerigroup, you should have picked a PCP. If you didn’t choose a PCP, we 
assigned one to you. We picked one that should be close to where you live. The name and phone 
number of your PCP is on your Amerigroup ID card. 
 
If we assigned a PCP to you, you can pick another one. Just look in the provider directory that came 
with your new member package. We can also help you pick a PCP. Call Member Services for help. You 
can also find a PCP at www.myamerigroup.com/NV.  
 
If you are already seeing a PCP, you can look in the provider directory to see if that provider is in our 
network. If so, you can tell us you want to keep that PCP. Call Member Services. We will change your 
PCP and send you a new member ID card. 
 
Your PCP must be in the Amerigroup network  
• Your PCP will give you a medical home. That means he or she will get to know you and your health 


history  
• Your PCP will give you all of the basic health services you need. He or she will also send you to 


other doctors or hospitals when you need special care  
• Your PCP can help you get quality care 
 
Your PCP can be any of the following, as long as he or she is in the Amerigroup network: 
• Family or general practitioners • Physician assistants 
• Internists • Certified nurse practitioners 
• Pediatricians • Federally qualified health centers  
• Obstetricians/gynecologists (for women 


when they are pregnant) 
 


 
You and your children do not have to have the same PCP, but a newborn will be assigned to the same 
PCP as the other covered children in the family. 


Where to Get a List of Amerigroup Network Providers 
In addition to this member handbook, we’ll give you a provider directory. You should have received the 
provider directory with your new member package. The provider directory includes a list of providers, 
PCPs, specialists and hospitals that participate with Amerigroup. The directory will show if the provider 
is accepting new patients and if he or she is board certified. The directory also lists:  
• Office addresses 
• Office phone numbers 
• Office hours 
• Languages spoken at the office 
 
If you did not receive a provider directory, please contact Member Services. We will send you a new 
one. This information is also at www.myamerigroup.com/NV to help you communicate with your PCP 
during your appointment. Click on Find a Provider. 
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Second Opinion 
Amerigroup members have the right to ask for a second opinion about the use of any covered health 
care services. You can get a second opinion from a network provider or a non-network provider if a 
network provider is not available. Ask your PCP to submit a request for you to have a second opinion. 
This is at no cost to you. Once the second opinion is approved:  
• You will hear from your PCP  
• Your PCP will let you know the date and time of the appointment  
• Your PCP will also send copies of all related records to the provider who will provide the second 


opinion  
• Your PCP will let you and Amerigroup know the outcome of the second opinion 


If You Had a Different Primary Care Provider Before You Joined Amerigroup  
Before you joined Amerigroup, you may have been seeing a PCP for an illness or injury who is not in 
our network. Please let us know about the care you were receiving for any illnesses or injuries before 
you joined Amerigroup. In some cases, you may be able to keep seeing this PCP for care while you pick 
a new PCP who is in our network. Call Member Services to find out more. Amerigroup will make a plan 
with you and your providers. We will do this so we all know when you need to start seeing your new 
Amerigroup network PCP. 


If Your Primary Care Provider’s Office Moves, Closes or Leaves the Amerigroup 
Network 
Your PCP’s office may move, close or leave the Amerigroup network. If this happens, we will: 
• Call or send you a letter within 15 business days of when we receive the provider termination 


notice to tell you; in some cases, you may be able to keep seeing this PCP for care while you pick a 
new PCP (call Member Services to find out more about this)  


• Make a plan with you and your PCP, so we all know when you need to start seeing your new 
Amerigroup network PCP  


• Help you pick a new PCP if you ask us for help. Call Member Services. 
• Send you a new ID card within five working days after you pick a new PCP 


How to Change Your Primary Care Provider 
If you need to change your PCP, you may pick another PCP from the network. To change your PCP, do 
one of the following: 
• Look in the Amerigroup provider directory that came with your new member package  
• Go to www.myamerigroup.com/NV to search or view the provider directory online  
• Call Member Services for help at 1-800-600-4441  
When you ask to change your PCP: 
• We can make the change the same day you ask for it  
• The change will be effective the next day  
• You will get a new ID card in the mail within five working days after your PCP has been changed 
• Call the PCP’s office if you want to make an appointment. The phone number is on your 


Amerigroup ID card 
 
If you need help, call Member Services. We will help you make the appointment. 
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If Your Primary Care Provider Asks for You to Be Changed to Another Primary Care 
Provider 
Your PCP may ask for you to be changed to another PCP. Your PCP may do this if: 
• Your PCP does not have the right experience to treat you 
• The assignment to your PCP was made in error (like an adult assigned to a child’s PCP) 
• You fail to keep your appointments without calling the PCP to let them know or schedule a new 


appointment  
• You do not follow his or her medical advice over and over again 
• Your PCP agrees a change is best for you and your medical needs 


If You Want to Go to a Provider Who Is Not Your Primary Care Provider 
If you want to go to a provider who is not your PCP, talk to your PCP first. In most cases, your PCP 
needs to give you a referral so you can see another provider. This is done when your PCP cannot give 
you the care you need. In these cases, if you go to a provider that your PCP has not referred you to, the 
care you get may not be covered by Amerigroup.  
 
Please read the section about Specialists to learn more about referrals. Also read the section Services 
That Do Not Need a Referral for more details. 


If Services You Need Are Not Available From an Amerigroup Network Provider 
If you require medically needed care that is not available from an Amerigroup network provider and 
your PCP requests the services, Amerigroup will provide those services at no cost to you for as long as 
the service you need is required and not available from an Amerigroup network provider.  


Picking a Women’s Health Services Provider 
Female members can see an Amerigroup network obstetrician and/or gynecologist (OB/GYN) for 
OB/GYN health needs. These services are provided at no additional cost to Amerigroup members and 
include:  
• Well-woman visits 
• Prenatal care  
• Care for any female medical condition  
• Family planning 
• Referral to a special provider within the network  
You do not need a referral for any well-woman visits from your PCP to see an OB/GYN, or any qualified 
family planning provider, even if this provider is not part of the Amerigroup network.  
 
If you do not want to go to an OB/GYN, your PCP may be able to treat you for your OB/GYN health 
needs.  
• Ask your PCP if he or she can give you OB/GYN care. If not, you will need to see a network OB/GYN 


provider.  
• Choose an OB/GYN from the list of network OB/GYNs in the Amerigroup provider directory that 


came with your new member package. You can also search for an OB/GYN using our online 
provider directory at www.myamerigroup.com/NV 
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While you are pregnant, your OB/GYN can be your PCP. The nurses on our 24-hour Nurse HelpLine can 
help you decide if you should see your PCP or an OB/GYN. If you need help picking an OB/GYN, you 
can:  
• Refer to the Amerigroup provider directory that came with your new member package or go online 


at www.myamerigroup.com/NV 
• Call Member Services  
 
If you are within the third trimester of pregnancy when you enroll in Amerigroup and the provider you 
are currently seeing is not part of the Amerigroup network, you may continue to receive OB/GYN care 
from your current family doctor, nurse practitioner and/or specialist through the remainder of your 
pregnancy, delivery and for a set time period after delivery for postpartum care. After your last 
postpartum appointment, you will need to go to an Amerigroup network provider.  


Specialists  
Your PCP can take care of most of your health care needs, but you may also need care from other kinds 
of providers. Amerigroup offers services from many different kinds of providers who provide other 
medically needed care. These providers are called specialists because they have training in a special 
area of medicine.  
 
Examples of specialists are: 
• Allergists (allergy doctors) 
• Dermatologists (skin doctors)  
• Cardiologists (heart doctors) 
 
Your PCP will refer you to a specialist in the network if he or she cannot give you the care you need.  


• In most cases, you need to have a referral from your PCP to see a specialist  
- Your PCP will give you a referral form so you can see the specialist. The referral form tells you 


and the specialist what kind of health care you need.  
- Be sure to take the referral form with you when you go to the specialist  


• In a few cases, a referral is not needed. Read the section in this handbook Services That Do Not 
Need a Referral for more details. 


 
Sometimes, a specialist can be your PCP. This may happen if you have a special health care need that is 
being taken care of by a specialist. If you believe you have special health care needs, you can: 
• Talk to your PCP  
• Call Member Services 
 
If you are receiving care from a specialist that is not part of the Amerigroup network when you join 
Amerigroup, please let us know. In some cases, you may be able to keep seeing this specialist until you 
can be changed to an Amerigroup network specialist. Call Member Services to find out more. 


If Your Specialist’s Office Moves, Closes or Leaves the Amerigroup Network 
If you are currently receiving care from a specialist whose office has moved, closed or who will no 
longer participate in the Amerigroup network, we will: 
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• Call or send you a letter within 15 business days of when we receive the provider termination 
notice to tell you. In some cases, you may be able to keep seeing this specialist for care while you 
pick a new specialist. Call Member Services to find out more about this. 


• Make a plan with you and your specialist, so we all know when you need to start seeing your new 
Amerigroup network specialist  


• Help you pick a new specialist if you ask us for help. Call Member Services. 


GOING TO THE PRIMARY CARE PROVIDER 


Your First Primary Care Provider Appointment 
You can call your Primary Care Provider (PCP) to set up your first visit.  
• Call your PCP for a wellness visit (a general checkup) within 90 calendar days of enrolling in 


Amerigroup  
• If you have already been seeing the PCP who is now your Amerigroup network PCP, call the PCP to 


see if it is time for you to get a checkup. If it is, set up a visit with your PCP as soon as you can. 
• If you want our help setting up your first visit, just call Member Services 
 
By finding out more about your health now, your PCP can take better care of you if you get sick.  


How to Make an Appointment 
It is easy to set up a visit with your PCP.  
• Call the PCP’s office. The phone number is on your Amerigroup ID card. 
• Let the person you talk to know what you need (for example, a checkup or a follow-up visit) 
• Tell the PCP’s office if you are not feeling well. This will let them know how soon you need to be 


seen. 
 
If you need help, call Member Services. We will help you make the appointment. 


Wait Times for Appointments 
We want you to be able to get care at any time. When your PCP’s office is closed, an answering service 
will take your call. Your PCP should call you back within 30 minutes.  
 
When you go to the office for your appointment, you should not have to wait more than one hour to 
be seen. 
 
Talk to your PCP and set up an appointment. You will be able to see the PCP as follows: 
 


Wait Times for Appointments 


Emergencies (Call 911 or go to the nearest hospital) Immediately 
Visits to your PCP*  


Routine care Within two weeks 
Urgent care Within two calendar days 


Visits to a specialist*  
Routine care Within 30 calendar days of referral 
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Wait Times for Appointments 


Urgent care Within three calendar days of referral 
Visits to a dentist  


Routine care Within 30 calendar days 
Urgent care Within three calendar days 
Referral appointments  Within three calendar days 


Visits for prenatal care*  
First trimester Within seven calendar days 
Second trimester Within seven calendar days 
Third trimester Within three calendar days 
High-risk pregnancies Within three calendar days or sooner if 


needed 
*Same-day, medically needed appointments are also available 


What to Bring When You Go for Your Appointment 
When you go to your PCP’s office for your visit, be sure you have: 
• Your Amerigroup ID card  
• Any medicines you take now  
• Any questions you may want to ask your PCP  
 
If the appointment is for your child, be sure you bring your child’s: 
• ID cards  
• Shot records  
• Any medicine he or she is taking 


How to Cancel an Appointment 
If you make an appointment with your PCP and then cannot go, it’s important to: 
• Call the PCP’s office or call Member Services if you want us to cancel the appointment for you  


- Try to call at least 24 hours before you are supposed to be there  
- This will let someone else see the PCP at that time 


• Tell the office to cancel the visit  
• Make a new appointment when you call  
 
If you do not call to cancel your PCP visits over and over again, your PCP may ask for you to be changed 
to a new PCP. 


How to Get to a Doctor’s Appointment or to the Hospital 
If you need a ride to and from your medical and dental appointments for routine visits, call LogistiCare 
toll free at 1-888-737-0833. You can call 24 hours a day, 7 days a week.  
 
Nonemergency transportation service is only available to Medicaid recipients. Nevada Check Up 
members are not eligible for this service. 
 
If you have an emergency and need transportation, call 911 for an ambulance.  
• Be sure to tell the hospital staff you are an Amerigroup member.  
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• Get in touch with your PCP as soon as you can. Your PCP can:  
- Arrange your ongoing treatment 
- Help you get needed hospital care 


Disability Access to Amerigroup Network Providers and Hospitals 
Amerigroup network providers and hospitals should help members with disabilities get the care they 
need. Members who use wheelchairs, walkers or other aids may need help getting into an office. If you 
need a ramp or other help:  
• Make sure your provider’s office knows this before you go to your appointment. This will help them 


be ready for your visit.  
• Call Member Services if you want help talking to your doctor about your special needs 


WHAT DOES MEDICALLY NECESSARY MEAN?  
Your Primary Care Provider (PCP) will help you get the services you need that are medically necessary.  
 
Medically necessary health services mean health services that are: 
a) Consistent with the symptoms or diagnosis of the illness or injury under treatment 
b) Consistent with generally accepted qualified medical standard (i.e., not new or untried) 
c) Given at the proper level that is safe and effective for the member; Medicaid will only cover items 


and services that are needed for the diagnosis or treatment of an illness or an injury, or to improve 
the working of a malformed body part 


d) Not mainly for the ease of the member, the member’s caregiver or the provider 


AFFIRMATIVE STATEMENT 
Amerigroup follows quality standards set forth by the National Committee for Quality Assurance 
(NCQA). All Utilization Management (UM) decisions are based solely on a member’s medical needs and 
the benefits offered. Amerigroup policies do not support under-use of services through our UM 
decision process. Practitioners or others involved in UM decisions do not get any type of reward for 
denial of care or coverage.  


AMERIGROUP HEALTH CARE BENEFITS AND PREMIUMS 


Amerigroup Covered Services 
Below is a summary of the health care services and benefits Amerigroup covers when you need them. 
Your Primary Care Provider (PCP) will either: 
• Give you the care you need 
• Refer you to a provider who can give you the care you need  
 
For a few special benefits, you must be a certain age or have a certain kind of health problem. In some 
cases, your PCP may need to get prior approval from Amerigroup before you can receive a benefit. 
Your PCP will work with us to get approval. If we do not approve coverage of a service, your PCP may 
provide you with another covered service.   
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If you have a question or are not sure if we offer a certain benefit, you can call Member Services for 
help. Below is a list of the services covered under Amerigroup. 
 


COVERED SERVICE COVERAGE LIMITS 


ALLERGY SERVICES Covered services include treatment and testing. These terms 
are defined below. 
 


Treatment – Immunotherapy (commonly called allergy 
shots) is a useful treatment for patients with allergies. It is 
based on the belief that people who get injections of a 
specific allergen will no longer be sensitive to it. 
 


Testing – Allergy tests are used to decide the substance to 
which a person is allergic. There are many methods of allergy 
testing. Common types include:  
• Skin tests  
• Elimination-type tests 
 


Amerigroup does not cover testing that is new or untried in 
nature and not proven to be effective. 


ASSISTANT SURGEON Amerigroup covers an assistant at surgery. An assistant 
surgeon is a surgeon who actively aids the surgeon in charge 
of a case in performing a surgical procedure. 


ASSISTIVE/AUGMENTATIVE 
COMMUNICATION DEVICES 


Amerigroup covers these devices. They give severely speech-
impaired persons ways to convey their thoughts to others. 
These devices offer aids or methods to enhance limited vocal 
or verbal communication skills. A speech synthesizer is an 
example of this type of device. 


AUDIOLOGY SERVICES These services help decide whether a person can hear within 
the normal range, and if not, which parts of hearing have 
changed and to what degree. If an audiologist diagnoses a 
hearing loss, he or she will advise what options may help a 
patient (e.g., hearing aids, cochlear implants, surgery). 
 


Amerigroup covers: 
• Medically needed hearing aids and supplies up to $350 


per aid; prior approval is required  
• Medically needed hearing aids and supplies of $350 or 


more; prior approval is required  
• For members under age 21, hearing aids and supplies 


made during a Healthy Kids checkup  
 


Certain limits apply: 
• One device every 24 months 
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COVERED SERVICE COVERAGE LIMITS 


• One audiology test every 12 months; a referral from your 
PCP is required 


• Testing/repair one time per year 
• One package of batteries for a device per month 


BEHAVIORAL HEALTH Covered services up to limits outlined in the Nevada 
Medicaid and Nevada Check up program include: 
• Crisis intervention for members who go through a 


psychiatric crisis; these services: 
- Reduce symptoms 
- Help stabilize and restore a person to his or her 


former level of function 
• Crisis stabilization to help a person in crisis return to his 


or her prior level of function 
• Prescribed electroconvulsive therapy to treat severe 


mental illness; this treatment is given: 
- If a person does not respond to antidepressant 


medicines and/or psychotherapy 
- On an outpatient basis 


• Home health care services provided by a home health 
agency; these are skilled and nonskilled services given to 
persons in their home on a periodic basis 


• Hospital-based detoxification/chemical dependency 
services; these treatments and services: 
- Must be medically needed 
- Are given in an inpatient hospital setting 
- Are aimed to restore the mental and physical 


well-being of those who abuse drugs or alcohol 
 


Certain limits apply as determined by the Nevada Medicaid 
and Nevada Check Up program. 
 


Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday: 
• Detox – Up to five hospital inpatient detox days per 


admission with unlimited lifetime admissions 
• Treatment – Up to 21 hospital inpatient treatment days 


per calendar year with no lifetime maximum limit 
 


Medicaid members age 21 and older: 
• Up to five hospital inpatient detox days per admission 
• Up to 21 hospital inpatient treatment days per calendar 


year with no lifetime maximum limit if ordered by a 
physician 
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COVERED SERVICE COVERAGE LIMITS 


• Inpatient psychiatric services for children, adolescents 
and adults; these services must be: 
- Medically needed  
- Provided in an acute care or freestanding  


psychiatric hospital 
 


Certain limits apply as determined by the Nevada Medicaid 
and Nevada Check Up program. 
 


Medicaid members under age 21 or age 65 and older and 
Nevada Check Up members through their 19th birthday are 
covered if services are provided in either: 
• A freestanding psychiatric hospital 
• A general hospital with a psychiatric unit 
• Inpatient professional services given within an inpatient 


setting by:  
- Psychiatrists  
- Psychologists  
- Clinical social workers  
- Therapists  
- Medical doctors or specialists 


• Intensive outpatient program for psychiatric and chemical 
dependency that: 
- Meets several times a week for at least three hours of 


mental health or substance/alcohol abuse services  
- Aims to improve a person’s level of function to 


prevent a relapse or hospital admission 
• Methadone maintenance program for the treatment of 


heroin addiction 
• Neurotherapy – Individual psycho-physical therapy that 


combines biofeedback training by any modality (face to 
face with patient) with psychotherapy 


• Observation services furnished by a hospital or at a 
hospital; these services are given to: 
- Assess an outpatient’s condition  
- Decide the need for an inpatient hospital admission 


 


Services include use of a bed or at least periodic checks by a 
hospital’s nursing or other staff. Observation cannot exceed 
48 hours. 
 


• Outpatient/ambulatory detox and/or rehab services; 
these treatments and services: 
- Must be medically needed  
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COVERED SERVICE COVERAGE LIMITS 


- Are aimed to restore the mental and physical 
well-being of those who abuse drugs or alcohol 


• Outpatient mental health/substance abuse services 
include:  
- Basic medical and therapeutic services 
- Crisis services 
- Review and diagnosis of care 
- Individual, family and/or group therapy unless part of 


an EPSDT screening – 26 sessions 
- Medicine management 


 


You may get these services from authorized physicians, 
psychologists or other mental health professionals. 
• Partial hospital, psychiatric and chemical dependency 


treatment programs that:  
- Are offered Monday through Friday for at least six 


hours each day 
- Are furnished by a hospital in an outpatient setting  
- Provide a range of psychiatric and substance abuse 


treatment services 
- Offer partial hospital care as an alternate to inpatient 


psychiatric or substance abuse care 
• Psychiatric rehabilitation services to help persons reach or 


maintain their greatest level of function; they are 
designed to help persons: 
- Make the most of their personal strengths 
- Develop ways to cope and deal with areas of weakness 
- Build a supportive environment in which to function 


• Psychological and neuropsychological testing that is used 
by psychologists to test: 
- Mood 
- Personality type 
- Learning skills 


These tests can be used to help decide a psychiatric 
diagnosis.  
Covered services include:  
- Neuropsychological testing 
- Neurobehavioral testing  
- Psychological testing 
- Residential Treatment Center (RTC) – An RTC provides 


treatment for:  
 Alcohol and drug abuse to live-in residents who do 


not require acute medical care 
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COVERED SERVICE COVERAGE LIMITS 


 Mental health to children and adolescents who do 
not need intense acute inpatient care 


Services include:  
• Individual, group and family therapy 
• Medicine management 
• Medical treatment 
• Lab testing  
• Room and board 
 


Nevada Check Up members through their 19th birthday: 
Amerigroup covers medically needed care (physician 
services, lab work, dental, X-ray services, etc.) and 
professional services provided in an RTC. Nevada Check Up 
covers the admission and daily room rate. 
 


Medicaid members age 21 and older: 
- Amerigroup will cover services for the first month of 


admission 
- On the first day of the month after admission, the 


member will be disenrolled from Amerigroup and get all 
Medicaid-covered services from the fee-for-service 
program 


BIOFEEDBACK (AS PART OF 
NEUROTHERAPY) 
 


Neurotherapy is individual 
psychological therapy that consists of 
biofeedback training and psychotherapy 
as a treatment for mental health 
disorders.  
 


Biofeedback treatment helps train 
persons to improve their health by using 
signals from their own bodies.  
• Physical therapists use it to help 


stroke victims regain movement in 
paralyzed muscles.  


• Specialists use it to help their 
patients cope with pain.  


• Psychologists use it to help a tense 
and anxious person learn to relax. 


Neurotherapy – Amerigroup covers medically needed 
neurotherapy when given by a licensed Qualified Mental 
Health Professional (QMHP) within the scope of his or her 
practice.  
Biofeedback – A certified biofeedback technician may assist 
in giving biofeedback treatment, but a QMHP must provide 
the related psychotherapy. 
Certain limits apply: 
• Attention deficit disorders – 40 sessions 
• Anxiety disorders – 30 sessions 
• Depressive disorders – 25 sessions 
• Bipolar disorders – 50 sessions 
• Obsessive compulsive disorders - 40 sessions 
• Opposition defiant disorders – 40 sessions 
• Post traumatic stress disorders – 35 sessions 
• Reactive attachment disorders – 50 sessions 
• Schizophrenia disorders – 50 sessions 


BLOOD ADMINISTRATION AND OTHER 
BLOOD PRODUCTS 


Amerigroup covers injecting of blood or blood plasma into a 
vein or artery. 
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COVERED SERVICE COVERAGE LIMITS 


BOTOX INJECTIONS Covered services include:  
• Treatment for stroke rehabilitation 
• A range of surgical procedures 
• Treatment for eye conditions to stop twitching 
 


Treatment for cosmetic purposes is not covered. 


CARDIAC REHABILITATION SERVICES 
 
This program is for those who have had: 
• A heart attack  
• Angina  
• Congestive heart failure 
• Other forms of heart disease or who 


have undergone heart surgery 


Covered services include: 
• Counseling and information about the patient’s condition 
• A supervised exercise program 
• Lifestyle and risk factor change programs such as  


quitting smoking 
• Information on nutrition and controlling high blood 


pressure 
• Emotional and social support 


CASE MANAGEMENT Case management is designed to respond to a member’s 
needs when the member’s condition or diagnoses require 
care and treatment for long periods of time.  
 


When a member is in a case management program:  
• An Amerigroup nurse helps identify other medically suited 


methods or settings in which care may be given. 
• A provider, on behalf of the member, may request to take 


part in the program. The nurse will work with the member 
and the member’s providers to decide: 
- The level and types of services needed 
- Other settings where care may be given 
- Equipment and/or supplies needed 
- Community-based services nearby 
- Communication needed between the member and 


the member’s PCP and specialists 
 


Complete Member Assessment 
A case manager will assess a member’s health care needs.  
 


This assessment includes: 
• A range of questions to identify and assess the member’s: 


- Medical and social needs 
- Functional limits 
- Ability for self-care 
- Current treatment plan 


• Phone interviews or home visits to collect and assess 
information received from members or their 
representatives 
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COVERED SERVICE COVERAGE LIMITS 


To complete the assessment, case managers will also get 
information from: 
- The member’s PCP and specialists  
- Other sources to set up and decide the member’s 


current medical and nonmedical service needs 
 


Individualized Plan of Care 
Case managers will use information from the assessment to 
decide the proper care management services. The case  
manager will: 
• Work with the member, his or her family, and the 


member’s providers to develop and set up the proper 
care plan.  


• Think of the member’s needs for social, educational, 
therapeutic and other nonmedical support services as 
well as the strengths and needs of the family.  


 


When nonmedical needs are complex, case manager nurses 
will work with: 
• Case manager social workers 
• Member advocates or outreach associates to contact 


members they have not been able to reach  
 


If a member is getting care management services from other 
sources (e.g., a community services organization), the care 
plan will define: 
• The process for managing medical, mental health and 


substance abuse, and social service aspects of care  
• The roles of each care team 
 


Case managers will work with the member’s PCP and 
specialists to ensure the plans of care support the providers’ 
medical plans. 


CHEMOTHERAPY AND RADIATION Chemotherapy is the use of drugs to kill bacteria, viruses, 
fungi and most often, cancer cells.  
• It can destroy cancer cells at sites great distances from 


the original cancer  
• More than half of those diagnosed with cancer receive 


chemotherapy 
 


A chemotherapy regimen is a treatment plan and schedule 
that includes drugs to fight cancer plus drugs to help support 
finishing the cancer treatment at the full dose or schedule. 
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COVERED SERVICE COVERAGE LIMITS 


Radiation therapy is the use of a certain type of energy, 
called ionizing radiation, to kill cancer cells and shrink 
tumors.  
• In some cases, the goal of radiation treatment is to 


destroy an entire tumor 
• In other cases, the goal is to shrink a tumor and  


relieve symptoms 
• In either case, doctors plan treatment to spare as much 


healthy tissue as possible 


CHIROPRACTIC SERVICES Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday. Covered services 
include medically needed chiropractic services when 
referred to a chiropractor as part of a Healthy Kids checkup. 


CLINICS Federally Qualified Health Centers (FQHCs) provide 
preventive primary services or services to treat an illness or 
chronic disease. 
 
Rural Health Clinics (RHCs) provide preventive services. 
Amerigroup covers medically needed outpatient services 
provided at Amerigroup network or non-network FQHCs and 
RHCs. Members can receive covered services at these 
facilities from the following providers:  
• Physicians 
• Nurse practitioners 
• Physician assistants 
• Certified nurse midwives 
• Visiting nurse 
• Clinical psychologist  
• Clinical social worker 
• Registered dietitians  
• Nutritional professionals 
You can get these services without a referral from your PCP. 


COCHLEAR IMPLANT 
 


This device: 
• Helps capture, analyze and code sound  
• Helps a person identify and be aware of sounds  
• Aids in communication for persons who are extremely  


hard of hearing 
 


Certain coverage limits apply including: 
• One-time purchase of device per lifetime 
• $150 per year for battery charger 
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COVERED SERVICE COVERAGE LIMITS 


• $90 per set each year for rechargeable batteries 
• $15 a year for ear hook  
• $25 every two years for cable 
• $450 a year for headset (including cables, ear hook, 


magnet and microphone) 
• $250 a year for insurance 


COSMETIC/PLASTIC/RECONSTRUCTIVE 
PROCEDURES 


Reconstructive surgery is performed on abnormal structures 
of the body caused by birth defects, developmental 
abnormalities, trauma or injury, infection, tumors, or 
disease. It is usually done to improve function but in some 
cases may also be done to help come close to a normal 
appearance. This may include cleft palate repair, breast 
reconstruction, etc. 
 
Cosmetic surgery is performed to reshape normal structures 
of the body to improve a person’s appearance and self-
esteem.  
Covered services include:  
• Surgery for the prompt repair of an injury caused by  


an accident  
• Surgery to improve a malformed body member 


DENTAL SERVICES Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday are eligible to receive 
comprehensive dental care, such as:   
• Beginning at age 1, members should see a dentist every 


six months to: 
- Receive periodic and routine dental services needed 


to:  
 Restore teeth, including an exam and cleaning 


every six months 
o Prevent and maintain dental health care, 


including X-rays every six months 
o Children under age 6 – X-rays will be based 


on dental exam 
o Emergency extractions and care to lessen 


pain 
Orthodontia treatment may be approved when medically 
needed and covered by the state’s fee-for-service Medicaid 
program. An Amerigroup network dentist will help coordinate 
your child’s care with an Orthodontist that accepts Medicaid 
and Nevada Check Up.  
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COVERED SERVICE COVERAGE LIMITS 


• Medically needed surgery (including oral/maxillofacial 
surgical services)  


 
Medicaid members under age 21, Nevada Check Up 
members through their 19th birthday and Medicaid 
members age 21 and over (as palliative care) are eligible to 
receive covered services, including surgery to correct a wide 
range of diseases; injuries; and defects in the head, neck, 
face, jaws, and the hard and soft tissues of the oral 
maxillofacial (lower jaw and face) region. 
 
Medicaid members age 21 and over receive:  
• Emergency extractions and palliative care  
• Prosthetic care (dentures/partials) under certain 


guidelines and limits 
 


Medicaid members and Nevada Check Up members who are 
pregnant receive expanded dental services during 
pregnancy.  
These services include:  
• Periodontal scaling and root planing 
• Second cleaning  
• One hundred percent coverage for treatment of inflamed 


gums around wisdom teeth 
Prior approval is required for these services.  
 
See the section Dental Care under the heading Special Kinds 
of Health Care for more details. 


DERMATOLOGY Dermatology is the science that treats the skin; and its 
structure, function and diseases, including the hair and nails. 
Amerigroup covers this service. 


DIABETIC SERVICES Services include: 
• Screenings, which consist of lab tests for members who 


have certain risk factors for diabetes or who are 
diagnosed with pre-diabetes 


• Training to teach members to self-manage their diabetes; 
the program includes: 
- Instructions on how to self-monitor blood glucose 
- Training on diet and exercise 
- An insulin treatment plan specially for the person 


who is insulin-dependent 
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COVERED SERVICE COVERAGE LIMITS 


- Reasons for patients to use skills for 
self-management 


• Supplies to self-test glucose levels of the blood to 
monitor and control diabetes; these may include:  
- Glucometers  
- Syringes  
- Lancets  
- Needles 


DIAGNOSTIC TESTING Diagnostic testing includes: 
• Laboratory and radiology services for testing or 


performing clinical studies of materials, fluids or tissues 
from patients; services include, but are not limited to: 
- Obtaining and testing of blood samples  
- Testing of blood chemistry  
- Performing pathology, microbiology and other 


diagnostic testing using physical specimens such as 
tissue, urine or blood 


- Performing bone mass/density studies  
- Testing for HIV/AIDS 
- Doing lead blood screenings 
- Performing prostate-specific antigen testing  
- Offering sleep studies and sleep therapy; coverage of 


sleep studies is limited to two services in a  
12-month period  


- Offering portable X-ray services  
- Doing preadmission tests 
- Performing radiology and colorectal cancer  


screening procedures  
 


• Nuclear medicine services, as needed, to diagnose and 
treat patients; services include procedures and tests 
performed by a radioisotope lab using radioactive 
materials such as: 
- CT (Computed Tomography)  
- MRI (Magnetic Resonance Imaging)  
- Cardiac testing  


 


Amerigroup covers diagnostic testing and radiology services 
for diagnosis and treatment of an illness or injury if medically 
needed. A referral is provided by a licensed practitioner. 
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COVERED SERVICE COVERAGE LIMITS 


DIALYSIS SERVICES Covered dialysis services include:  
• Those given to remove toxic materials and maintain fluid, 


electrolyte and acid-base balances in cases of weak or 
absent kidney function  


• Home dialysis managed by the patient or a patient’s 
representative under the guidance of a freestanding clinic  


• Services received in an inpatient or outpatient hospital 
setting 


DISPOSABLE MEDICAL EQUIPMENT Amerigroup covers medically needed disposable supplies 
that would not generally be useful to a person without an 
illness or an injury. Members should ask their PCP if they 
need disposable medical equipment. 


DURABLE MEDICAL EQUIPMENT 
Durable medical equipment is 
equipment: 
• Mainly used to serve a medical 


purpose 
• Fitting for use in the home 
• Able to withstand repeated use 
 


Covered services as determined by the Nevada Medicaid 
and Nevada Check Up program include: 
• Certain medically needed equipment (e.g., crutches, 


wheelchairs, ventilators, etc.) 
• Items that would not generally be useful to a person 


without an illness or an injury  
Members should ask their PCP if they need durable medical 
equipment.  
 


Medicaid does not cover: 
• Enteral nutrition in the event of temporary impairment  
• Physical fitness or personal recreation equipment 
• Personal care or hygiene products 
• Household items such as air conditioners and ceiling fans 
• Environmental products 
• TDD devices 


DRUGS/INJECTABLES/ 
PHARMACEUTICALS 


A drug is a substance that can be used to change a chemical 
process or processes in the body. 
 


Injectable drugs are those drugs that can be managed by a 
health professional or self-managed. These may be drugs 
such as insulin, growth hormones, etc. Over-the-counter 
drugs and pharmaceuticals are those that can be purchased 
without a prescription from a physician. 
 


Biologicals in medicine refer to substances made from a 
living organism or its products. Biologicals may be used to 
prevent, diagnose, treat or relieve symptoms of a disease  
(for example, vaccines). 
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COVERED SERVICE COVERAGE LIMITS 


Medicaid does not cover: 
• Agents used for weight loss 
• Agents used to promote fertility  
• Agents used for cosmetic reasons or hair growth 
• Less than effective drugs 
• Experimental drugs 
• Agents used for impotence/erectile dysfunction 
 


Amerigroup has a list of commonly prescribed drugs. Your or 
your child’s PCP or specialist can choose from this list of 
drugs to help you get well. This list is called a Preferred Drug 
List (PDL). It is part of the Amerigroup formulary.  
 


The covered medicines on the PDL include prescriptions and 
certain over-the-counter medicines.  
• All Amerigroup network providers have access to this drug 


list  
• Your or your child’s PCP or specialist should use this list 


when he or she writes a prescription 
• Certain medicines on the Amerigroup PDL need prior 


approval 
• All medicines that are not listed on the Amerigroup PDL 


need prior approval 
 


See the section Medicines under the heading Special Kinds of 
Health Care. 
 


Here’s a list of things to remember: 
• Amerigroup covers up to a 30-day supply of prescriptions  
• You can get prescriptions filled at Amerigroup  


network pharmacies  
• The Amerigroup pharmacy network includes most major 


pharmacy chains and many independent  
community pharmacies  


• CVS, Walmart, Longs Drug Stores, Kmart, Raleys Drug 
Center, Smith’s Food & Drug Center, Sav-On and Target 
are part of our network and will accept your Amerigroup 
ID card  


• Walgreens is not in the Amerigroup network 
• You can find a list of pharmacies that participate with 


Amerigroup in the provider directory you received with 
your new member package  
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COVERED SERVICE COVERAGE LIMITS 


If you need help finding a pharmacy, call Member Services 
toll free. Call 1-800-600-4441 or check our website at 
www.myamerigroup.com/NV. 


EARLY CHILDHOOD INTERVENTION 
(ECI) SERVICES 
These services assist families with 
children ranging from birth to school 
age that have developmental disabilities 
and delays. 


The program provides screening and resource referral 
methods that support families in helping effected children 
reach their potential through developmental services. 


EARLY PERIODIC SCREENING, 
DIAGNOSIS AND TREATMENT (EPSDT) 
SERVICES 
The EPSDT program covers screening 
and diagnostic services to decide health 
care needs and other measures to 
correct or improve: 
• Physical or mental defects  
• Chronic conditions found in 


Medicaid members under age 21 
and Nevada Check Up members 
through their 19th birthday.  


This program is known as Healthy Kids 
in Nevada. 


Covered services for Medicaid members under age 21 and 
Nevada Check Up members through their 19th birthday 
include: 
• Complete medical screens, including: 


- Complete health and development history with 
assessment for both physical and mental  
health development 


- Complete physical exam 
- Proper immunizations (shots) according to age and  


health history 
- Lab tests, including lead blood level assessment 
- Health education 
- Vision screening  
- Hearing screening 
- Dental screenings 


• Other needed health care or diagnostic screens or exams 
 


EPSDT services for pregnant members under age 21 are not 
covered. 


EMERGENCY SERVICES Emergency services include inpatient and outpatient services 
furnished by a provider qualified and needed to assess or 
stabilize an emergency medical condition. See the section 
Different Types of Health Care under the heading Emergency 
Care for more details. 


EMERGENCY TRANSPORTATION Amerigroup covers all emergency transportation. See the 
section How to Get to a Doctor’s Appointment or to the 
Hospital for more details. 


ENTERAL NUTRITION Enteral nutrition, also called tube feeding, is a way to 
provide food through a tube placed in the nose, stomach or 
the small intestines. Amerigroup covers this service. 
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COVERED SERVICE COVERAGE LIMITS 


FAMILY PLANNING Amerigroup covers family planning services for members of 
childbearing age. Members can receive family planning 
services from an Amerigroup network or non-network 
provider.  
Services include:  
• Education  
• Counseling 
• Physical exams 
• Birth control devices, supplies and Norplant  
 
Members do not need a referral for family planning services. 
See the section Family Planning Services under the heading 
Special Kinds of Health Care for more details. 
The following services are not covered: 
• Tubal ligations and vasectomies for persons who are: 


- Under age 21 
- Mentally incompetent 
- Institutionalized 


• Sterilization reversals 
• Abortions and hysterectomies — these services are 


excluded from family planning but may be covered under 
certain conditions; for example, to save the life of the 
mother, for rape or incest, or if medically necessary. Your 
provider will explain these services and ask you to sign a 
consent form. 


GASTROENTEROLOGY SERVICES Gastroenterology is a branch of medicine concerned with 
the structure, functions, diseases and pathology of the 
stomach and intestines. These services are covered by 
Amerigroup. 


GENETIC TESTING AND DNA TESTING Genetic and DNA testing is considered medically needed to 
establish a diagnosis of an inheritable disease when the 
following conditions are met: 
• There is a direct risk of inheriting the disease 
• The result of the test will impact the treatment being 


delivered 
• If a diagnosis remains uncertain after gathering a family 


history and completing a physical exam, genetic 
counseling and conventional diagnostic studies 


 


Covered services include: 
• Assessing if there is a genetic disorder 
• Diagnosing such disorders 
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COVERED SERVICE COVERAGE LIMITS 


• Counseling and following up with members with known or 
supposed disorders  


 


Amerigroup does not cover: 
• Prenatal diagnosis to find out the sex of the fetus unless 


there is reason for genetic disease 
• Self-testing home kits 
• Genetic testing for cleft disorders 
• Experimental genetic testing 
• Blood typing for paternity testing 


HOME HEALTH AGENCY CARE Amerigroup covers medically needed home health care 
services provided at a member’s home if services are clearly 
defined as part of an approved plan of care. 
Covered services include: 
• Attendant care services 
• Home environment evaluation 
• Skilled nursing services 
• Home health aide services 
• Dietitian services 
• Respiratory therapy 
• Physical therapy (up to 24 visits per year) 
• Occupational therapy (up to 24 visits per year 
• Speech therapy (up to 24 visits per year) 


HOME INFUSION/TOTAL PARENTERAL 
NUTRITION 


Services provided by a licensed nurse to administer drugs, 
intravenous fluids or Total Parenteral Nutrition (TPN) 
through an intravenous catheter.  
 


TPN may be given to people who are not able to absorb 
nutrients through the intestinal tract or to those undergoing 
high-dose chemotherapy or radiation and bone marrow 
transplants. 


HOSPITAL INPATIENT MEDICAL AND 
SURGICAL 


Amerigroup covers medically needed inpatient hospital care 
under the following conditions: 
• A provider has ordered the stay 
• Acute care services are provided  
• The member has been or will be transferred to an acute 


care bed 
 


Inpatient hospital services include: 
• Bed and board 
• Nursing services 
• Diagnostic or therapeutic services 
• Medical or surgical supplies 


Attachment 5.1.11.3-1: Nevada Member Handbook


IX-81







COVERED SERVICE COVERAGE LIMITS 


HOSPITAL OUTPATIENT Amerigroup covers outpatient hospital services. 


HYPERBARIC OXYGEN THERAPY Hyperbaric Oxygen (HBO) therapy treats: 
• Carbon monoxide poisoning  
• Air embolism 
• Smoke inhalation  
• Acute cyanide poisoning 
• Decompression sickness 
• Certain cases of blood loss or anemia where increased 


oxygen may help balance the blood deficiency 
 


Topical HBO therapy is not covered. 


HYSTERECTOMY Amerigroup covers medically necessary hysterectomies. 
Your provider will require you sign a consent form. A 
hysterectomy performed for the sole purpose of sterilization 
is not covered. 


MEDICAL REHABILITATION CENTER OR 
SPECIALTY HOSPITAL 


Amerigroup covers medically needed services provided at 
either a freestanding rehab hospital or a rehab unit of a 
general hospital. The admission must be within a year of the 
injury or illness that requires rehab services. 
Amerigroup also covers care provided in a freestanding long-
term acute care hospital or a long-term acute care unit of a 
general hospital. 


OBESITY SURGERY/BARIATRIC 
SURGERY 


Bariatrics is a branch of medicine to help prevent, control 
and treat obesity. 
 
Obesity Surgery/Bariatric Surgery is a weight-loss method 
limited to persons who have a Body Mass Index (BMI) above 
40. Surgery may also be an option for those with a BMI 
between 35 and 40 who have health problems like heart 
disease or type II diabetes. 
 
Pregnant women, women less than six months postpartum 
or women who plan to conceive in less than 18 to 24 months 
after obesity surgery/bariatric surgery are not eligible for 
these services. 
 
Amerigroup will cover services up to limits as outlined in the 
Medicaid and Nevada Check Up program.  
 
Amerigroup does not cover: 
• Surgical procedures deemed experimental, not well 


established, or not approved by Medicare or Medicaid 
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COVERED SERVICE COVERAGE LIMITS 


• Surgical procedures to control obesity other than obesity 
surgery/bariatric surgery for morbid obesity 


 
Certain coverage limits apply for persons: 
• With severe and resistant morbid obesity* for whom 


efforts to medically supervise weight reduction therapy 
have failed 


• Disabled from problems of obesity  
• Between ages 21 and 55 (coverage for persons over age 


55 will be decided on a case-by-case basis) 
*Morbid obesity is defined in Nevada as a person whose BMI 
is 40 or greater. 


OPHTHALMOLOGY/OPTOMETRY 
SERVICES (VISION SERVICES) 


Covered services include: 
• One complete eye 


exam every 12 months  
• Refractive exams  
• Frames  
• Lenses  


• Fitting, dispensing and 
adjustment of glasses  


• Follow-up exams  
• Contact lenses (in 


certain circumstances) 
 


OUTPATIENT SURGERY Amerigroup covers medically needed outpatient surgery. 


PERSONAL CARE SERVICES Amerigroup covers medically needed personal care services 
given to members who need help with daily living.  
 
Covered services include: 
• Help with bathing, grooming or dressing (one service – 


limited to 60 minutes a day 
• Help with toileting needs 
• Help with transferring and positioning persons who 


cannot walk 
• Help with walking 
• Help with eating 
• Help with taking medicines 
 
The following services are not covered: 
• Tasks a person is able to perform 
• Services given by willing caregivers 
• Tasks that are not on the approved service plan 
• Services to maintain a household 
• Services given to a person other than the planned receiver 
• Care required to be given by a health care professional 


licensed by the state 


PHYSICIAN SERVICES Amerigroup covers medically needed care provided by a: 
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COVERED SERVICE COVERAGE LIMITS 


• Certified nurse midwife 
• Certified registered nurse practitioner 
• Nurse anesthetist 
• Physician/osteopath 
• Physician assistant 
 


Ask your PCP if you think you need to see one of these 
providers. 


PODIATRY SERVICES Amerigroup covers medically needed preventive foot care 
for Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday who are referred to a 
podiatrist as part of a Healthy Kids checkup. 
Routine foot care (trimming of nails and removal of corns 
and calluses) is not covered. 


REHABILITATIVE THERAPY (PHYSICAL 
THERAPY, OCCUPATIONAL THERAPY 
AND SPEECH THERAPY) 


Amerigroup covers 24 sessions per discipline, per calendar 
year, unless an extension is granted. 


SKILLED NURSING CARE Amerigroup covers the first 45 days of medically needed 
care in a nursing facility. On the 46th day, you, the member, 
will be disenrolled from Amerigroup. The rest of your stay 
will be covered by Nevada Check Up or fee-for-service 
Medicaid. 


SMOKING CESSATION 
PROGRAMS/SUPPLIES 


Amerigroup covers products to help you stop smoking 
including: 
• Over-the-counter patches 
• Gums 
• Lozenges 
• Inhalers 
 


These products are available with a prescription from your 
PCP and are limited to two 90-day courses of treatment 
per year. 


SPECIAL CASE MANAGEMENT Amerigroup covers special case management services for the 
following groups: 
• Children and adolescents who are Severely Emotionally 


Disturbed (SED)* 
• Seriously Mentally Ill (SMI) adults* 
• Developmentally delayed infants and toddlers  
• Juveniles on probation  
• Child protective services 
• Persons who are blind or have low vision 
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COVERED SERVICE COVERAGE LIMITS 


A case manager will help: 
• Assess and evaluate health care needs 
• Develop a plan of care 
• Get referrals and needed services 
• Coordinate services between PCPs and specialists 
• Monitor care and follow-up 
 
*SED or SMI Determinations 
SED or SMI determination must be completed by a qualified 
Amerigroup provider. Upon determination, Medicaid 
members who are diagnosed as being SED orSMI can choose 
to disenroll from Amerigroup and continue to get benefits 
through fee-for-service Medicaid. Nevada Check Up 
members diagnosed as SED or SMI do not have the option to 
disenroll and will continue to receive covered services 
through Amerigroup. 
 
Annually, Medicaid and Nevada Check Up members 
diagnosed as SED or SMI will be evaluated and a new 
determination will be made. If the evaluation does not result 
in a redetermination as SED or SMI, the Medicaid member 
who chose to disenroll from Amerigroup will be re-enrolled 
as of the first day of the next possible month. 


SWING BEDS Amerigroup covers the first 45 days of medically needed 
care of a swing bed stay in an acute hospital.  
 
Once the stay goes over 45 days, the member will be 
disenrolled from Amerigroup. The rest of the stay will be 
covered by Nevada Check Up or fee-for-service Medicaid. 


TRANSPLANTATION Amerigroup covers the following transplants for 
Medicaid-eligible adults (21 and older) if they are medically 
needed and not experimental: 
• Corneal 
• Kidney 
• Liver 
• Bone marrow 
 
For Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday, Amerigroup covers 
any medically needed transplant that is not experimental. 
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Extra Amerigroup Benefits 
Amerigroup covers extra benefits eligible members cannot get from Nevada Check Up or 
fee-for-service Medicaid. These extra benefits are called value-added services. We offer the following: 
• Boys & Girls Club – free membership for children ages 6-11 
• Free sports physical – every 12 months by an Amerigroup PCP for children ages 6 to 18 
• Routine circumcisions for newborns under 1 month of age 
• Taking Care of Baby and Me® program for all pregnant members 
• Asthma camps 
• 24-hour Nurse HelpLine to answer your medical questions and concerns day or night 
 
We give you these benefits to help keep you and your family healthy and to thank you for choosing 
Amerigroup as your health care plan. 


Nevada Check Up Premiums 
A premium is a quarterly payment you pay to get health care coverage for your child. Only Nevada 
Check Up members pay premiums. Native Americans and Alaska Natives do not have to pay premiums. 
 
Remember, if you have a quarterly premium and do not pay it, your child will be disenrolled. This 
premium will go toward your family cost-share. Your family cost-share is based on your total family 
income. To find out more about premiums, call the Nevada Check Up program at 775-684-3777 or toll 
free at 1-800-360-6044. You can also go to the Nevada Check Up website at 
www.nevadacheckup.nv.gov. 


SERVICES COVERED BY NEVADA CHECK UP OR FEE-FOR-SERVICE MEDICAID 
Some services are covered by Nevada Check Up or fee-for-service Medicaid instead of Amerigroup. You 
do not need a referral for these services.  
 
These services are called carved-out services. Carved-out benefits include: 
• Adult day health care* 
• Children in out-of-home placement 
• Home- and community-based waiver services* 
• Hospice* 
• Indian health service facilities and tribal clinics 
• Institutions for mental diseases for residents ages 21 through 64 * 
• Intermediate care facilities for the mentally retarded* 
• Nonemergency transportation (Only available to Medicaid members)** 
• Nursing facility stays from the 46th calendar day* 
• Orthodontic services, when medically needed, for Medicaid members under age 21 and Nevada 


Check Up members through their 19th birthday. (Referral to fee-for-service orthodontist required) 
• Preadmission screen and resident review and level of care assessments 
• Residential treatment centers for Medicaid members* 
• School-based child health care services (Amerigroup will cover these services if they are provided 


by a federally qualified health center or a rural health clinic) 
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• Severely emotionally disturbed/seriously mentally ill 


• Swing bed stays in acute hospitals from the 46th calendar day* 
 
If you have questions about how to obtain these services, please contact Amerigroup Member Services 
at 1-800-600-4441 Monday through Friday from 8:00 am to 5:00 pm Pacific time. We can help you 
contact the correct providers.  
 
*Members who receive these services will be disenrolled from Amerigroup and will get all covered 
health care benefits directly from Medicaid fee-for-service or Nevada Check Up. 
**Nonemergency transportation is available for Medicaid recipients through the state’s transportation 
vendor, LogistiCare. As of August 24, 2011, nonemergency transportation service is no longer available 
to Nevada Check Up recipients.  


SERVICES THAT DO NOT NEED A REFERRAL  
It is always best to ask your PCP for a referral for any Amerigroup covered service. But you can get the 
following services without a referral from your PCP: 


• Behavioral health care 


• Care provided by your Amerigroup network PCP’s nurse or doctor’s assistant 


• Emergency care 


• Eye exams from an Amerigroup network eye care provider (optometrist) 


• Family planning services received at any qualified family planning provider even if the provider is 
not part of the Amerigroup network  


• Healthy Kids visits to an Amerigroup network provider 


• Prenatal care from an Amerigroup network obstetrician or certified nurse midwife 


• Routine dental care from an Amerigroup network dentist for members ages 6 months to under 21  


• Yearly exams from an Amerigroup network OB/GYN 


SERVICES NOT OFFERED BY AMERIGROUP, NEVADA CHECK UP OR MEDICAID 
FEE-FOR-SERVICE 
These are benefits and services that Amerigroup does not offer. These services are not covered by the 
Nevada Check Up program or Medicaid fee-for-service either. You may choose to receive a service that 
is not covered, but you will be responsible to pay for the service. Your provider may ask you to sign a 
form. This form will let him know you understand you will have to pay for the service.  


• Anything experimental such as a new treatment that is being tested or has not been shown to work 


• Anything that is not medically needed 


• Sterilization for members under age 21 or members who are institutionalized or mentally 
incompetent 


• Elective abortions 
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NEW TECHNOLOGY 
Amerigroup has a process to consider new technology or new uses for current technology for 
coverage. 


DIFFERENT TYPES OF HEALTH CARE 


Routine, Urgent and Emergency Care: What Is the Difference? 


Routine Care 


In most cases when you are not feeling well and need medical care, you call your PCP to make an 
appointment. Then you go to see your PCP. This type of care is known as routine care. Some examples 
are: 
• Most minor illnesses and injuries  
• Regular checkups  
 
You should be able to see your PCP within two weeks for routine care. 
 
But this is only part of your PCP’s job. Your PCP also takes care of you before you get sick. This is called 
wellness care. See the section in this handbook Wellness Care for Children and Adults. 


Urgent Care 
Some injuries and illnesses are not emergencies but can turn into emergencies if they are not treated 
within 24 hours. This type of care is called urgent care. Some examples are: 
• Throwing up 
• Minor burns or cuts 
• Earaches 
• Headaches 
• Sore throat 
• Fever over 101 degrees 
• Muscle sprains/strains 
 
If you need urgent care: 
• Call your PCP. Your PCP will tell you what to do.  
• Follow your PCP’s instructions. Your PCP may tell you to go to:  


- His or her office right away  
- Some other office to get immediate care  
- The emergency room at a hospital for care; see the next section about emergency care for 


more details  
 
You can also call our 24-hour Nurse HelpLine at 1-800-600-4441 if you need advice about urgent care. 
You should be able to see your PCP within two days for an urgent-care appointment. 
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Emergency Care  
What is an emergency? 
An emergency is when you need to get care right away. If you don’t get it, it could cause your death. It 
could cause very serious harm to your body. This means that someone with an average knowledge of 
health and medicine can tell the problem may threaten your life or cause serious harm to your body or 
harm your unborn child if you are pregnant.  
 
Here are some examples of problems that are most likely emergencies: 
• Trouble breathing 
• Chest pains 
• Loss of consciousness 
• Very bad bleeding that does not stop 
• Very bad burns 
• Shakes called convulsions or seizures 
 
If you have an emergency, do one of the following: 
• Call 911 
• Go to the nearest hospital emergency room. The hospital does not need to be a part of 


the Amerigroup network for you to get emergency care. You will be able to continue to 
get care until your health has stabilized  


• There may also be urgent care centers and provider offices in your area able to provide 
emergency and poststabilization care 
  


You should be able to see a physician right away. You do not need a referral from your PCP 
or another provider in order to obtain emergency care. 
 
If you want advice about emergency care, call your PCP or our 24-hour Nurse HelpLine at 
1-800-600-4441. Medical emergencies do not need prior approval by Amerigroup. 
 
After you visit the emergency room: 


• Call your PCP as soon as you can  
• If you cannot call, have someone else call for you. 


How to Get Health Care When Your Doctor’s Office Is Closed 
Except in the case of an emergency (see previous section) or when you need care that does not need a 
referral, you should always call your PCP first before you get medical care. If you call your PCP’s office 
when it is closed, leave a message with your name and a phone number where you can be reached. If it 
is not an emergency, someone should call you back soon to tell you what to do. You may also call our 
24-hour Nurse HelpLine 7 days a week for help. 
 
If you think you need emergency services (see previous section), call 911 or go to the nearest 
emergency room right away. 
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How to Get Health Care When You Are Out of Town 
• If you need emergency services when you are out of town or outside of Nevada, go to the nearest 


hospital emergency room or call 911.  


• If you need urgent care:  
- Call your PCP. If your PCP’s office is closed, leave a phone number where you can be reached. 


Your PCP or someone else should call you back soon  
- Follow your PCP’s instructions. You may be told to get care where you are if you need it right 


away  
- Call our 24-hour Nurse HelpLine if you need help  


• If you need routine care like a checkup or a prescription refill: 
- Call your PCP  
- Call our 24-hour Nurse HelpLine if you need help  


 


*If you are outside of the United States and get health care services, they will not be covered by 
Amerigroup, Nevada Check Up or fee-for-service Medicaid. 


How to Get Health Care When You Cannot Leave Your Home 
If you cannot leave your home, we will find a way to help take care of you. Call Member Services right 
away. We will put you in touch with a case manager who will help you get the medical care you need. 
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WELLNESS CARE FOR CHILDREN AND ADULTS 
All Amerigroup members need to have regular wellness visits with their PCP. During a wellness visit, 
your PCP can see if you have a problem. If you do, your PCP can help you before it is a bad problem. 
When you become an Amerigroup member:  
• Call your PCP  
• Make your first appointment within 90 days 


Wellness Care for Children: The Healthy Kids Program 


Why Well-Child Visits Are Important for Children 
Children need more wellness visits than adults. These wellness visits for children are called Healthy 
Kids visits. Healthy Kids is a program for:  
• Medicaid members under age 21 
• Nevada Check Up members through their 19th birthday 
 
Babies need to see their PCP at least seven times by the time they are 12 months old and more times if 
they get sick. If your child has special needs or an illness like asthma or diabetes, one of our care 
coordinators can help your child get checkups, tests and shots.  
 
Your child can get Healthy Kids checkups from his or her PCP or any Amerigroup network provider. 
These Healthy Kids visits include: 
• A comprehensive review of your child’s physical, developmental and mental growth 
• A complete unclothed physical exam 
• Immunizations (shots) for your child that will help protect him or her from illnesses 
• Laboratory tests (blood lead screening, urinalysis, tuberculin skin test, sickle cell, 


hemoglobin/hematocrit, etc.) 
• Health education and help with preventive care 
• Vision, hearing and dental screenings 
 
Your child does not need a referral for these visits. These checkups are offered at no cost to you. See 
the section Services That Do Not Need a Referral. 


When Your Child Should Get Healthy Kids Visits 
 
Well-child care in your baby’s first year of life 
The first well-child visit will be in the hospital. This happens right after the baby is born. For the next 
seven visits, you must take your baby to his or her PCP's office. Set up a Healthy Kids visit with the 
doctor when the baby is:  
• 3–5 days old 
• 1 month old 
• 2 months old 
• 4 months old 
• 6 months old 
• 9 months old 
• 12 months old 
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Well-child care in your baby’s second year of life 
Starting in your baby’s second year of life, he or she should see the doctor at least four more times:  


• 15 months  
• 18 months  
• 24 months  
• 30 months  
 
Well-child care for children ages 3 through 20 
Your child should see the doctor again at ages 3, 4 and 5. Be sure to set up these visits. It’s important to 
take your child to his or her PCP when scheduled. 
 
Starting at age 6, your child should go the doctor every year for a checkup through: 


• Age 20 if a Medicaid member  
• Age 19 if a Nevada Check Up member  


Blood Lead Screening 
Your child’s PCP will screen your child for lead poisoning if he or she is at risk of being exposed to lead. 
Your child’s PCP will also give your child a blood test once each year until he or she is 6 years old.  
 
Your child’s PCP will take a blood sample by pricking your child’s finger or taking blood from his or her 
vein. The test will tell if your child has lead in his or her blood. 


Vision Screening 
Your child’s PCP should check your child’s vision at every well-child visit. Please see the section Eye 
Care under the heading Special Kinds of Health Care for more details. 


Hearing Screening 
Your child’s PCP should check your child’s hearing at every well-child visit. 


Dental Screening 
Your child’s PCP should check your child’s teeth and gums as a part of the regular well-child visits. At 
age 1, your child should begin seeing a dentist every 6 months. Please see the section Dental Care 
under the heading Special Kinds of Health Care for more details. 
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Immunizations (Shots)  
It is important for your child to get shots on time. Follow these steps:  
1) Take your child to the your child’s PCP when he or she needs shots  
2) Use the chart below to help keep track of the shots your child needs 
 


IMMUNIZATION (SHOT) SCHEDULE FOR CHILDREN 


        AGE 
VACCINE 


Birth 
1 


mo 
2 


mo 
4 


Mo 
6 


mo 
12 
mo 


15 
mo 


18 
mo 


19-23 
mo 


2-3 
years 


4-6 
years 


7-10 
years 


11-12 
years 


13-18 
years 


Hepatitis B 


              


Hep
B 


HepB  HepB    
HepB Series if not 


given 


Rotavirus 


              


  Rota Rota 
Rota if 
needed 


         


Diphtheria,  
Tetanus, 
Pertussis 


              


  DTaP DTaP DTaP  DTaP   DTaP  Tdap 
Tdap if 


not 
given 


Haemophilus 
influenzae  
type b 


              


  Hib Hib 
Hib if 


needed 
Hib        


Pneumococcal 


              


  PCV PCV PCV PCV   


  


PPSV if high-risk 
  
PPSV if 


high-risk 
Inactivated 
Poliovirus 


              


  IPV IPV IPV   IPV 
IPV Series if  


not given 
Influenza 


              


    Influenza (Yearly) 
Measles, 
Mumps, 
Rubella 


              


     MMR    MMR 
MMR Series  
if not given 


Varicella 


              


     Varicella    
Vari-
cella 


Varicella Series  
if not given 


Hepatitis A 
              


     HepA (2 doses) HepA Series if high-risk 


Menin- 
gococcal 


              


         MCV4 if high-risk MCV4 
MCV4  
if not 
given 


Human 
Papillomavirus 


              


            
HPV  
(3 


doses) 


HPV 
Series if 


not 
given 
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Wellness Care for Adults 
Staying healthy means seeing your PCP for regular checkups. Use the chart below to make sure you are 
up to date with your yearly wellness exams. 
 


WELLNESS VISITS SCHEDULE FOR ADULT MEMBERS 
EXAM TYPE WHO NEEDS IT? HOW OFTEN? 
Wellness visit Age 21–39 Every three years 


Age 40 and over Every year 
Pap smear and pelvic exam Women: Under age 18 who are 


sexually active 
Every year 


Women: Age 18 and over Every year 
Clinical breast exam Women: Age 20–39 Every three years 


 Women: Age 40 and over Every year 
Breast self-exam Women: Age 20 and over Once a month 
Mammograms (Breast X-ray) Women: Age 40 and over Every year 
Fecal blood occult test Age 50 and over Every year 
Sigmoidoscopy & DRE/PSA 
or colonoscopy & DRE/PSA 


Age 50 and over Every five years 


When You or Your Child Misses One of Your Wellness Visits 
If you or your child does not get a wellness care visit on time: 
• Make an appointment with the PCP as soon as you can  
• Call Member Services if you need help setting up the appointment  
 
If your child has not visited his or her PCP on time, Amerigroup will send you a postcard reminding you 
to make your child’s well-child appointment. 


SPECIAL KINDS OF HEALTH CARE 


Eye Care 
Amerigroup members do not need a referral from their PCPs for eye care benefits. Members can get: 


• One complete eye exam every 12 months  • Frames and lenses  
• Refractive exams  • Follow-up exams  
• Fittings, dispensing and adjustment of 


glasses  
• Contact lenses (in certain circumstances) 


Members age 20 and under get eyeglasses as often as medically needed* (or for broken or lost 
glasses) as part of the Healthy Kids program.  
 
*A change in refractive error exceeding plus or minus 0.5 diopter or 10 degrees in axis deviation to 
qualify within a 12-month limit from the most recent exam. 
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See Ophthalmology/Optometry Services under the section Amerigroup Covered Services for more 
details. If you need help finding an Amerigroup network eye doctor (optometrist) in your area, call 
eyeQuest toll free at 1-888-300-9025. 


Dental Care Covered by Amerigroup  
Starting at age 1, we offer complete dental care every six months for: 
• Medicaid members under age 21  
• Nevada Check Up members through their 19th birthday who are Medicaid-eligible for EPSDT 


services  
 
Covered services include: 
• Periodic and routine dental care needed to: 


- Restore your child’s teeth, including a cleaning and exam every six months  
- Help prevent problems  
- Maintain dental health 


• X-rays every six months (for children under age 6 as needed based on the dental exam) 
• Emergency extractions and care to lessen pain 
• Surgery to correct diseases; injuries and defects to the head, neck, face, jaws, and hard and soft 


tissues of the lower jaw and face region 
 
Orthodontia services are covered under Nevada Medicaid fee-for-service if medically needed. A 
referral to a fee-for-service provider must be made in advance by an Amerigroup network dentist. 
 
Your child does not need a referral from his or her PCP for dental care. 
 
For members age 21 and older, we cover: 
• Partial or full dentures every five years when medically needed 
• Certain restorative services, with prior approval, when these services: 


- Relate to partials or help prevent infections that could make other medical conditions worse 
 
You can get dental benefits from any Amerigroup network dentist. To find a dentist for you or your 
child that is close to you, call Scion Dental toll free at 1-877-378-5302. 
 
Nevada members who are pregnant receive these added benefits with prior approval: 
• Periodic scaling and root planing 
• Two cleanings 
• One hundred percent coverage for treatment of inflamed gums around wisdom teeth 
 
See Dental Services under the section Amerigroup Covered Services for more details. 


Dental Services Not Covered by Amerigroup 
We do not cover routine preventive and restorative services for Medicaid members age 21 and older. 
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Behavioral Health (Mental Health/Substance Abuse) Services 
Sometimes, dealing with all of the tasks of a home and family can lead to stress. Stress can lead to 
depression and anxiety. It can also lead to marriage problems, family problems and parenting 
problems. Stress can lead to alcohol and drug abuse, too.  
 
If you or a family member is having these kinds of problems, you can get help. You can call Amerigroup 
Member Services. You can also get the name of a provider who will see you if you need one. You do 
not need a referral from your PCP. 
 
Many medically needed services are covered, such as: 
• Inpatient mental health care 
• Outpatient mental health care 
• Mental health rehabilitative treatment services 
 
You do not need a referral from your PCP to get these services. 


Family Planning Services 
Amerigroup will arrange for counseling and education about planning a pregnancy. You can also learn 
about preventing pregnancy by talking to your PCP. You can also visit any family planning provider, 
even if the provider is not part of the Amerigroup network. You do not need a referral from your PCP. 


Medicines 
Amerigroup has a list of commonly prescribed drugs. Your or your child’s PCP or specialist can choose 
from this list of drugs to help you get well. This list is called a Preferred Drug List (PDL). It’s part of the 
Amerigroup formulary. The covered medicines on the PDL include: 
• Prescriptions  
• Certain over-the-counter medicines 
 
Things to Remember About the Preferred Drug List  
• All Amerigroup network providers have access to this drug list  
• Your or your child’s PCP or specialist should use this list when he or she writes a prescription  
• Certain medicines on the PDL need prior approval  
• All medicines that are not listed on the PDL need prior approval  
 
You can get prescriptions filled at any Amerigroup network pharmacy. Our network includes most 
major pharmacy chains and many independent community pharmacies.  
Here’s a list of some of the pharmacies in our network:  
• CVS  • Raleys Drug Center 
• Walmart  • Smith’s Food & Drug Center  
• Longs Drug Stores  • Sav-On  
• Kmart  • Target  
 
Walgreens is not in the Amerigroup network. 
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For a complete list of Amerigroup network pharmacies:  
• See the provider directory that came with your new member packet  
• Go to www.myamerigroup.com/NV 
 
If you do not know if a pharmacy is in our network, ask the pharmacist. You can also call Member 
Services for help at 1-800-600-4441. 
 
To get a prescription filled, follow these steps: 
1) Take the written prescription from your provider to the pharmacy; or your provider can call in the 


prescription.  
2) If you use a new pharmacy, tell the pharmacist about all of the medicines you are taking; include 


over-the-counter medicines too. 
3) Show your Amerigroup member ID card and your Medicaid ID card to the pharmacy. 
 
It’s good to use the same pharmacy each time. This way, your pharmacist: 
• Will know all the medicines you are taking  
• Can watch for problems that may occur when you are taking more than one prescription 


Special Care for Pregnant Members 
Taking Care of Baby and Me is the Amerigroup program for all pregnant members. It is very important 
to see your PCP or OB/GYN for care when you are pregnant. This kind of care is called prenatal care. It 
can help you have a healthy baby. Prenatal care is always important even if you have already had a 
baby. With our program, members receive health information and a baby gift for getting prenatal care.  
 
Our program also helps pregnant members with complicated health care needs. Nurse case managers 
work closely with these members to provide: 
• Education  
• Emotional support  
• Help in following their doctors’ care plan  
 
Our nurses also work with doctors and help with other services members may need. The goal is to 
promote better health for members and the delivery of healthy babies. 


When You Become Pregnant 
If you think you are pregnant:  
• Call your PCP or OB/GYN doctor right away. You do not need a referral from your PCP to see an 


OB/GYN doctor. Your OB/GYN should see you within seven days  
• Call Member Services if you need help finding an OB/GYN in the Amerigroup network 
 
When you find out you are pregnant: 
• Call Amerigroup Member Services 
• Call your welfare caseworker; tell him or her you are pregnant. This is to make sure your baby gets 


the care he or she needs  
 
If you are a Nevada Check Up member, call Nevada Check Up at 1-800-360-6044 before the baby is 
born. This will help your baby get Amerigroup health care benefits when he or she is born. 
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We will send you a pregnancy education package. It will include: 


• A letter welcoming you to the Taking Care of Baby and Me program 
• A self-care book with information about your pregnancy; you can also use this book to write down 


things that happen during your pregnancy 
• The Taking Care of Baby and Me reward program brochure; it tells you how to get your gift for 


getting prenatal care 
 
While you are pregnant, you need to take good care of your health. You may be able to get healthy 
food from the Women, Infants and Children Program (WIC). Member Services can give you the phone 
number for the WIC program close to you. Just call us. 
 
When you are pregnant, you must go to your PCP or OB/GYN at least: 


• Every four weeks for the first six months 
• Every two weeks for the seventh and eighth months 
• Every week during the last month 
Your PCP or OB/GYN may want you to visit more than this based on your health needs. 


When You Have a New Baby 
When you deliver your baby, you and your baby may stay in the hospital at least: 


• Forty-eight hours after a vaginal delivery 
• Ninety-six hours after a Cesarean section (C-section) 
 
You may stay in the hospital less time if your PCP or OB/GYN and the baby’s provider see you and your 
baby are doing well. If you and your baby leave the hospital early, your PCP or OB/GYN may ask you to 
have an office or in-home nurse visit within 48 hours. 
 
If you are a Nevada Check Up member:  
• Call Nevada Check Up at 1-800-360-6044 within 14 calendar days of delivery. If you do not call 


Nevada Check Up before you have your baby and within 14 calendar days of the birth, your baby 
will not be covered until the month after you call Nevada Check Up. 


• Tell them you had your baby. They will make sure your baby gets Nevada Check Up benefits for the 
first month.  


 
If you are a Medicaid member: 
• Call Amerigroup Member Services as soon as you can 


- Let your care manager know you had your baby. We will need to get information about your 
baby, too.  


- If you did not pick a PCP for your baby before he or she was born, let the Member Services 
representative know. We can help you pick a PCP for your baby. 


• Call your welfare caseworker to let the caseworker know your baby’s name and date of birth. This 
is to make sure your baby gets the care he or she needs.  


Attachment 5.1.11.3-1: Nevada Member Handbook


IX-98







After You Have Your Baby 
Amerigroup will send you the Taking Care of Baby and Me postpartum education package. It will 
include: 
• A letter welcoming you to the postpartum part of the Taking Care of Baby and Me program 
• A baby-care book with information about your baby’s growth; you can also use this book to write 


down things that happen during your baby’s first year 
• Taking Care of Baby and Me reward program brochure about going to your postpartum visit 
• A brochure about postpartum depression 
• A survey to ask you about the case manager you talked to throughout your pregnancy 


Disease Management Centralized Care Unit  
Amerigroup has a Disease Management Centralized Care Unit (DMCCU) program. A team of licensed 
nurses and social workers, called DMCCU care managers, educates you about your condition and helps 
you learn how to manage your care. Your Primary Care Provider (PCP) and our team of DMCCU care 
managers will assist you with your health care needs.  
 
DMCCU care managers provide support over the phone for members with: 
• Diabetes 
• HIV/AIDS 
• Heart conditions 


- Coronary Artery Disease (CAD) 
- Congestive Heart Failure (CHF) 
- Hypertension 


• Lung conditions 
- Asthma  
- Chronic Obstructive Pulmonary Disease (COPD) 


• Behavioral health conditions 
- Bipolar disorder 
- Major depressive disorder 
- Schizophrenia 


 
DMCCU care managers work with you to create health goals and help you develop a plan to reach 
them. As a member in the program, you will benefit from having a care manager who: 
• Listens to you and takes the time to understand your specific needs 
• Helps you create a care plan to reach your health care goals 
• Gives you the tools, support and community resources that can help you improve your quality of 


life 
• Provides health information that can help you make better choices 
• Assists you in coordinating care with your providers 
 
As an Amerigroup member enrolled in the (DMCCU), you have certain rights and responsibilities. You 
have the right to: 
• Have information about Amerigroup; this includes all Amerigroup programs and services, as well as 


our staff’s education and work experience; it also includes contracts we have with other businesses 
or agencies 
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• Refuse to take part in or disenroll from programs and services we offer  
• Know which staff members arrange your health care services and who to ask for a change  
• Have Amerigroup help you to make choices with your doctors about your health care  
• Learn about all DMCCU-related treatments; these include anything stated in the clinical guidelines, 


whether covered by Amerigroup or not; you have the right to discuss all options with your 
providers  


• Have personal and medical information kept private under HIPAA; know who has access to your 
information; know what Amerigroup does to keep it private  


• Be treated with courtesy and respect by Amerigroup staff  
• File a complaint with Amerigroup and be told how to make a complaint; this includes knowing 


about the Amerigroup standards of timely response to complaints and resolving issues of quality  
• Get information that you can understand 
• Have Amerigroup act as an advocate for you if needed  
• Have an advance directive, living will or durable medical power of attorney on file with your PCP, 


your PCP or any other health care professional will honor your medical requests in the event you 
are injured or too sick to inform others of your wishes 


 
You are encouraged to: 
• Listen to and know the effects of accepting or rejecting health care advice 
• Provide Amerigroup with information needed to carry out our services 
• Tell Amerigroup and your providers if you decide to disenroll from the DMCCU program 
 
If you have one of these conditions or would like to know more about our DMCCU, please call 
1-888-830-4300 Monday through Friday from 8:00 a.m. to 5:00 p.m. Pacific time. Ask to speak with a 
DMCCU care manager. You can also visit our website at www.myamerigroup.com/NV and log in with 
your member information. Then, choose Programs and Info in Your Community. You can also call the 
DMCCU if you would like a copy of DMCCU materials you find online. 


SPECIAL AMERIGROUP SERVICES FOR HEALTHY LIVING 


Health Information  
Learning more about health and healthy living can help you stay healthy. Here are some ways to get 
health information: 
• Ask your PCP  
• Call us. Our Nurse HelpLine is available 24 hours a day, 7 days a week to answer your questions. 


They can tell you: 
- If you need to see your PCP  
- How you can help take care of some health problems you may have 


Health Education Classes 
Amerigroup can help you find classes near your home. You can call Member Services to find out where 
and when these classes are held.  
Some of the classes include: 
• Childbirth 
• Infant care 
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• Parenting 
• Pregnancy 
• Quitting cigarette smoking 
• Protecting yourself from violence 
• Other classes about health topics 
 
Some of the larger medical offices (like clinics) in our network show health videos. They talk about 
immunizations (shots), prenatal care and other important health topics. We hope you will learn more 
about staying healthy by watching these videos. 
 
We will also mail a member newsletter to you twice a year. This gives you health news about well care 
and taking care of illnesses. It gives you tips on how to be a better parent and other topics. 


Community Events 
Amerigroup sponsors and participates in special community events and family fun days where you can 
get health information and have a good time. You can learn about topics like: 
• Healthy eating  
• Asthma  
• Stress  
 
You and your family can play games and win prizes. People from Amerigroup will be there to answer 
your questions about your benefits, too. Call Member Services to find out when and where these 
events will be. 


Boys & Girls Clubs 
Amerigroup offers this special benefit to members ages 6 to 11. Children can join their neighborhood 
Boys & Girls Clubs for free. The clubs are a great place for children to go after school. They have 
computers, homework help, sports, business training and much more. There is something for 
everyone. Please call Member Services to learn how to join. 


Domestic Violence 
Domestic violence is abuse. Abuse is unhealthy. Abuse is unsafe. It is never OK for someone to hit you. 
It is never OK for someone to make you afraid. Domestic violence causes harm and hurt on purpose. 
Domestic violence in the home can affect your children, and it can affect you. If you feel you may be a 
victim of abuse, call or talk to your PCP. Your PCP can talk to you about domestic violence. He or she 
can help you understand you have done nothing wrong and do not deserve abuse. 
 
Safety tips for your protection: 
• If you are hurt, call your PCP  
• Call 911, or go to the nearest hospital if you need emergency care. Please see the section 


Emergency Care for more information 
• Have a plan on how you can get to a safe place (like a women’s shelter or a friend’s or relative’s 


home) 
• Pack a small bag and give it to a friend to keep until you need it 
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If you have questions or need help: 
• Call our Nurse HelpLine at 1-800-600-4441 (TTY 1-800-855-2880)  
• Call the National Domestic Violence hotline number at 1-800-799-7233 (TTY 1-800-787-3224) 


Minors 
For most Amerigroup members under age 18, our network doctors and hospitals cannot give them 
care without a parent’s or legal guardian’s consent. This does not apply if emergency care is needed.  
 
Parents or legal guardians also have the right to know what is in their child’s medical records. Members 
under age 18 can ask their PCP not to tell their parents about their medical records, but the parents 
can still ask the PCP to see the medical records. 
 
These rules do not apply to emancipated minors. Emancipated minors may make their own decisions 
about their medical care and the medical care of their children. Parents no longer have the right to see 
the medical records of emancipated minors.  
 
Members under age 18 may be emancipated minors if they: 
• Are married 
• Are pregnant 
• Have a child 
• Are emancipated by court order 


MAKING A LIVING WILL (ADVANCE DIRECTIVES) 
Emancipated minors and members over 18 years old have rights under the state’s advance directive 
law. An advance directive talks about making a living will. A living will says you may not want medical 
care if you have a serious illness or injury and may not get better. To make sure you get the kind of 
care you want if you are too sick to decide for yourself, you can sign a living will. This is a type of 
advance directive. It is a paper that tells your provider and your family what kinds of care you do not 
want if you are seriously ill or injured. 
 
If you wish to sign a living will, you can: 
• Ask your Primary Care Provider (PCP) for a living will form or call Member Services to get one  
• Fill out the form by yourself or call us for help  
• Take or mail the completed form to your PCP or specialist; your PCP or specialist will then know 


what kind of care you want to get 
You can change your mind anytime after you have signed a living will.  
• Call your PCP or specialist to remove the living will from your medical record.  
• Fill out and sign a new form if you wish to make changes in your living will. 
 
You can sign a paper called a durable medical power of attorney, too. This paper will let you name a 
person to make decisions for you when you cannot make them yourself. Ask your PCP or specialist 
about these forms. 
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Your PCP will require you to sign the Acknowledgement of Patient Information on Advance Directives 
form. Your signed form along with your advance directive, living will or durable medical power of 
attorney will be kept on file with your medical record. 
 
If your PCP or other provider objects to the request for care that you make in your advance directive, 
you have the right to select another PCP or provider. Please call Member Services at 1-800-600-4441 
(TTY 1-800-855-2880) for assistance. 
 
If you have a grievance about your advance directive, you may contact Member Services and you may 
also file your grievance with DHCFP at: 


Division of Health Care Financing and Policy 
1100 E. William St., Suite 101 
Carson City, NV 89701 
775-684-3676  


GRIEVANCES AND MEDICAL APPEALS 
If you have any questions or concerns about your Amerigroup benefits, please call Member Services at 
1-800-600-4441 (TTY 1-800-855-2880). You can also write to us.  


Grievances 
If you have a problem with our services or network providers we would like you to tell us about it; 
please call Member Services. We will try to solve your problem on the phone. 
 
If we cannot take care of the problem when you call us, you can file a grievance. You can: 
• Write a letter to us and include information, such as: 


- The date the problem happened 
- The names of people involved 
- Details about the problem  


• File a grievance on the phone 
• Ask Member Services for help with writing a letter; include information such as the date the 


problem happened and the people involved 
• Send your letter to:  


Quality Management Department 
Amerigroup Community Care 
7251 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128 


When we get your call or letter, we will: 
• Send you a letter within five calendar days to let you know we received your grievance 
• Look into your grievance in a timely manner 
• Send you a letter within 90 calendar days of when you first told us about your grievance; the letter 


will tell you what we decide  
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Medical Appeals 
There may be times when we say we will deny, end or reduce a service we approved or will not pay for 
all or part of the care your provider recommended. If we do this, you can appeal the decision. Your 
practitioner can appeal our decision for you if he or she has your written permission. 
 
A medical appeal is when you ask Amerigroup to look again at the care your provider asked for and we 
said we will not pay for. You must file for a medical appeal within 90 calendar days from the date on 
our first letter that says we will not pay for a service. 
A medical appeal can be filed by: 
• You 
• A person helping you  
• Your PCP or the provider taking care of you at the time; if you want your PCP to file an appeal for 


you, he or she must have your written permission unless you are asking for an expedited appeal  
 
To continue receiving services that we have already approved but may be part of the reason for your 
appeal, you or your provider must complete a Request to Continue Benefits during an Appeal or Fair 
Hearing form and return it to us on or before the later of:  
• Ten days after we mail the notice to you to let you know we will not pay for the care that has 


already been approved 
• The date the notice says your service will end 
 
You can appeal our decision in two ways: 
 
By calling us 
• Call Member Services and ask to appeal  
• Let us know if you want someone else to help you with the appeal process, such as a family 


member, friend, or your PCP or the provider taking care of you at the time 
 
If you call us, we will: 
• Send you a Request for Appeal Review form 


- You must complete and sign this form and return it to us within 10 calendar days  
• Send you a letter within five calendar days from when we get your signed form to let you know we 


got your request for an appeal 
If you are asking for an expedited appeal, you do not need to send us any documents in writing. See 
the section Expedited Appeals for details. 
 
By sending us a letter 
• Send us a letter  
• Include information such as the care you are looking for and the people involved.  
 
Have your doctor send us your medical information about this service to the address below: 


Medical Appeals 
Amerigroup Community Care 
P.O. Box 62429 
Virginia Beach, VA 23466-2429 
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When we get your letter, we will send you a letter within five calendar days. The letter will let you 
know we got your request for appeal. 
 
After we receive your appeal: 
• A different provider than the one who made the first decision will look at your appeal 
• We will send you and your provider a letter with the answer to your appeal. We will do this within 


30 calendar days from when we get your appeal. This letter will: 
- Let you and your provider know what we decide  
- Tell you and your provider how to find out more about the decision and your rights to request a 


state fair hearing 
 
If we need more information about your appeal: 
• We may ask for medical records to help us make a decision. You, your PCP or your provider giving 


you care must forward the records to us within seven calendar days 
• Upon state approval, we may extend the appeals process for 14 calendar days if the outcome of 


our decision will be in your favor  
• If the state approves our extension request, we will let you or the person you asked to file the 


appeal for you know in writing the reason for the delay 
 
You may ask us to extend the process if you know more information that we should consider. 
 
After you have gone through all of the Amerigroup appeal process, you may ask the state for a state 
fair hearing. See the section Fair Hearings for more details. 


Expedited Appeals 
You or the person you ask to file an appeal for you can request an expedited appeal. You can request an expedited  
if you or your provider feels that taking the time for the standard appeals process could seriously harm your life or  
health. You or your provider can request an expedited appeal in two ways: 
• You can call Member Services 
• You can send us a letter to the address below: 


Member Appeals 
Amerigroup Community Care 
7251 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128 


 
When we get your letter or call, we will send you a letter with the answer to your appeal. We will do 
this within three calendar days. 
 
If we need more information about your appeal: 
• Upon state approval, we may extend the appeals process for 14 days  
• If the state approves our extension request, we will let you know in writing the reason for the delay  


 
You may also ask us to extend the process if you have more details that we should review. You or your 
provider should send us this information right away in the case of an expedited appeal. 
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If we do not agree that your request for an appeal should be expedited, we will: 
• Call you right away  
• Send you a letter within two calendar days to let you know how the decision was made and that 


your appeal will be reviewed through the standard review process of 30 calendar days 
 
If the decision on your expedited appeal upholds our first decision and we will not pay for the care 
your doctor asked for, we will call you and send you a letter. This letter will: 
• Let you know how the decision was made  
• Tell you about your rights to request an expedited state fair hearing 


Payment Appeals 
If you receive a service from a provider and we do not pay for that service, you may receive a notice 
from Amerigroup called an Explanation of Benefits (EOB). This is not a bill. The EOB will tell you: 
• The date you received the service  
• The type of service 
• The reason we cannot pay for the service  
 
The provider, health care place or person who gave you this service will get a notice called an 
Explanation of Payment (EOP). 
 
If you receive an EOB, you do not need to call or do anything at that time, unless you or your 
provider wants to appeal the decision.  
 
A payment appeal is when you ask Amerigroup to look again at the service we said we would not pay 
for. Your provider must ask for a payment appeal within 90 calendar days of receiving the EOP.  
 
To file a payment appeal, your provider can mail the request with supporting information, such as an 
EOP or other written explanation, along with a copy of the claim for the service to: 


Payment Dispute Unit 
Amerigroup Community Care 
P.O. Box 61599 
Virginia Beach, VA 23466-1599 
 
If you want your provider to file an appeal for you, he or she must have your written permission. 
Payment appeals must be submitted in writing by your provider. 


Fair Hearings 
You have the right to ask for a fair hearing from the state after the Amerigroup Community Care appeal 
process has been exhausted. You may ask for a fair hearing within 90 calendar days from the date of 
the appeal letter saying we denied coverage of services.  
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Nevada Medicaid and Check Up members can ask for a fair hearing by sending the Member State Fair 
Hearing form that Amerigroup sent you with the notice of decision or a letter asking for a state fair 
hearing along with the Amerigroup notice of decision to: 


Nevada Division of Health Care Financing and Policy Hearings 
1100 E. William St., Suite 102 
Carson City, NV 89701 
 
If you have any questions about your rights to request a fair hearing, you may call Amerigroup Member 
Services. Or if you have questions regarding the fair hearing, you may call the hearings supervisor at 
702-486-3000, ext. 43604 in the Las Vegas area or 775-684-3604 if you live in the Carson City area. Or 
call toll free 1-800-992-0900, ext. 43604. 
 
If you ask for a fair hearing, you will get a letter telling you the date and time of a hearing preparation 
meeting. The hearing preparation meeting will be held by phone, and you can explain why you 
disagree with the decision made by Amerigroup. If you proceed to a fair hearing, you must attend the 
fair hearing in person unless you get the hearing officer’s consent to attend by phone. You do not have 
to pay any costs to take part in the hearing. 


Continuation of Benefits 
You may ask Amerigroup to continue to cover your benefits during the appeal or fair hearing process. If 
coverage of a service you are receiving is reduced and you want to continue that service during your 
appeal or fair hearing, you can call Member Services to request it.  
 
The request to continue benefits applies to inpatient stays, outpatient services or pharmacy benefits 
approved by Amerigroup that you still get now. 
 
Your first request to continue benefits may be verbal. But you must also ask in writing.  
 
If you want to keep getting benefits, please fill out the Request to Continue Benefits during an Appeal 
or a Fair Hearing form and return it to: 


Appeals Department 
Amerigroup Community Care 
7251 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128 
 
You must meet the conditions listed below to continue services during the appeal or fair hearing: 
• You must request to continue benefits within 10 calendar days of the notice of action or the 


intended effective date of our proposed action 
• Any previously authorized course of treatment must have ended or been suspended or reduced. 
• Services must have been ordered by an authorized provider 
• The coverage period of the original approval must still be in effect  
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We must continue coverage of your benefits until: 
• You withdraw the appeal 
• Ten days from the date of our first decision if you have not requested a fair hearing and 


continuation of benefits 
• A fair hearing decision is reached and is not in your favor 
• Authorization expires or your service limits are met 


 
Payment for services received during the time your benefits were continued will be made by 
Amerigroup until a final decision is made. You may have to pay for the cost of any continued benefit if 
the final decision is not in your favor.  
 
If a decision is made in your favor as a result of your appeal or fair hearing, we will authorize and pay 
for the services we denied coverage of before. 


OTHER INFORMATION 


If You Move or Your Family Size Changes 
If you are a Medicaid member, you must contact your welfare caseworker as soon as you move to 
report your new address or if your family size changes. 
 
If you are a Nevada Check Up member, you should call Nevada Check Up when your family size 
changes. You should also call Nevada Check Up as soon as you move to report your new address. 
 
Once you call the state, you should then call Amerigroup Member Services. If you move out of the 
service area, you will continue to get health care services through us until you are disenrolled. You 
must call Amerigroup before you can get any services in your new area unless it is an emergency. 
 


Renew Your Medicaid or Nevada Check Up Benefits on Time 


Keep the right care. Do not lose your health care benefits! You could lose your Medicaid or Nevada 
Check Up benefits even if you still qualify. Every 12 months, you will need to renew your benefits.  
 
If you are a Nevada Medicaid member, the Nevada Division of Welfare and Supportive Services 
(DWSS) will send you a letter telling you it is time to renew your Medicaid benefits. You will receive a 
renewal package about two months before the date you need to renew your benefits. 
 
If you are a Nevada Check Up member, the Nevada Division of Health Care Financing and Policy 
(DHCFP) will send you a letter telling you it is time to renew your Nevada Check Up benefits. You will 
receive a renewal package about two months before the date you need to renew your benefits. 
 
If you do not renew your eligibility by the date in the letter, you will lose your health care benefits. 
Your DWSS or welfare caseworker can answer your questions about renewing your benefits. We want 
you to keep getting your health care benefits from us as long as you still qualify. Your health is very 
important to us. 
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If You Are No Longer Eligible for Medicaid or Nevada Check Up 


You will be disenrolled from Amerigroup if you are no longer eligible for Medicaid or Nevada Check Up 
benefits. If you are ineligible for Medicaid or Nevada Check Up for two months or less and then 
become eligible again, you will be re-enrolled in Amerigroup. If possible, you will be given the same 
PCP you had when you were in Amerigroup before. You will be assigned to the same PCP as your other 
family members where appropriate 


How to Disenroll from Amerigroup  
If you do not like something about Amerigroup, please call Member Services. We will work with you to 
try to fix the problem. If you are still not happy, you may: 
• As a new Medicaid or Nevada Check Up recipient, change to another health plan at any time during 


the first 90 days of enrolling in Amerigroup 
• Change health plans after the first 90 days of enrollment with good cause. The good cause reasons 


to disenroll are: 
- You move out of the service area 
- Amerigroup does not, because of moral or religious objections, cover the service you seek  
- You need related services to be performed at the same time and not all related services are 


available within the Amerigroup network; and your PCP or another provider believes that 
receiving the services separately would subject you to unnecessary risk 


- Other reasons, including but not limited to, poor quality of care, lack of access to services 
covered, or lack of access to providers experienced in dealing with your health care needs  


• Change plans without cause during the annual open enrollment period  
- If you choose Amerigroup or a new managed care organization during open enrollment, you 


will be enrolled in the plan for the next 12 months. You can choose to switch back to your old 
managed care organization within the first 90 days after open enrollment. On the 91st day, you 
can only change health plans during the next 12 months if you can show good cause.  


If you would like to request to be disenrolled from Amerigroup, you can do one of the following: 
• Call Amerigroup Member Services toll free to request a Disenrollment form; complete all sections 


of the form  
• Send us a letter; include: 


- Your name 
- Amerigroup ID number 
- A phone number where you can be reached 
- A complete description of your request to disenroll 


 
Send the Disenrollment form or letter to: 


Disenrollment Department 
Amerigroup Community Care 
7251 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128 
 
When we get your Disenrollment form or letter, we will review your request within 14 calendar days. 
We will send you a letter within 10 calendar days of when we complete our review. The letter will let 
you know what we decide. 
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Reasons Why You Can Be Disenrolled from Amerigroup  
There are several reasons you could be disenrolled from Amerigroup without asking to be disenrolled. 
Some of these are listed below. If you have done something that may lead to disenrollment, we will 
contact you. We will ask you to tell us what happened.  
 
You could be disenrolled from Amerigroup if: 
• You are no longer eligible for Medicaid or Nevada Check Up 
• You move out of the Amerigroup service area 
• You do not pay your Nevada Check Up premiums on a quarterly basis 
• You let someone else use your Amerigroup ID card 
• You try to hurt a provider, a staff person or Amerigroup associate 
• You steal or destroy property of a provider or Amerigroup  
• You try to hurt other patients or make it hard for you or other patients to get the needed care 
• You have to stay in a nursing facility for more than 45 days 
• You have to stay in a swing bed at an acute hospital for more than 45 days 
• You are placed in an intermediate care facility for the mentally retarded or an institution for mental 


diseases 
• You need adult day health care 
• You choose a Home- and Community-based Waiver Program 
• You are detained by or entrusted to the state 
• You are placed in a residential treatment center (Medicaid members only) 
 
If you have any questions about your enrollment, call Member Services. 


If You Get a Bill or Your Primary Care Provider Charges You a Fee 
Always show your Amerigroup ID card when you visit a provider, go for tests or to the hospital. 
Showing your Amerigroup member ID card tells the provider to bill the covered medical services to 
Amerigroup. 
 
The Nevada Medicaid and Nevada Check Up program clearly states your PCP may not bill or charge you 
a fee for the following:  
• You cancel or do not go to your appointment your PCP is not allowed to charge you. If you refuse to 


sign a form saying you will pay for missed appointments, your provider is not allowed to withhold 
treatment or refuse to let you return 


• You ask for the first copy of your medical records. You will be charged a reasonable fee for extra 
copies  


• Your PCP does not submit your claim for services to Amerigroup within a certain period of time  
• Your PCP’s claim for services has been rejected by Amerigroup and your provider has not submitted 


a corrected claim within a certain period of time 
 
If you are charged for any of these reasons, please call Member Services to report the issue. 
Amerigroup will contact your PCP and notify them they are not allowed to send you a bill. 
 
If you do get a bill for medical services your PCP provided to you, send it to Amerigroup with a letter 
saying you have been sent a bill. Amerigroup will contact your PCP. 
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Send the letter to: 


Claims 
Amerigroup Community Care 
P.O. Box 61010 
Virginia Beach, VA 23466-1010 
 


You can also call Member Services for help. 
You will receive a bill when your PCP performs a service that has been denied as not medically needed 
or is not an Amerigroup covered benefit, only if both of the following conditions are met: 
• You request the specific service or item 
• Your PCP obtains and keeps a written acknowledgement statement in your medical chart signed by 


you and your provider stating the following: 


 


If You Have Other Health Insurance (Coordination of Benefits) 
Please call your welfare caseworker and Amerigroup Member Services if you or your children have 
other insurance. The other insurance plan needs to be billed for your health care services before 
Amerigroup can be billed. Amerigroup will work with the other insurance plan on payment for these 
services. 


Changes in Your Amerigroup Coverage 


Sometimes, Amerigroup may have to make changes in the way it works, its covered services or its 
network providers and hospitals. We will mail you a letter when we make changes in the services that 
are covered. Your PCP’s office may move, close or leave our network. If this happens, we will call or 
send you a letter to tell you about this. 
 
We can also help you pick a new PCP. You can call Member Services if you have any questions. 
Member Services can also send you a current list of our network PCPs. 
  


“I understand that, in the opinion of (Provider’s Name), the services or items that I have 
requested to be provided to me on (Dates of Service) may not be covered under Amerigroup as 
being reasonable and medically necessary for my care or be an Amerigroup-covered benefit. I 
understand that Amerigroup has established the medical necessity standards for the services or 
items that I request and receive. I also understand that I am responsible for payment of the 
services or items I request and receive if these services or items are determined to be inconsistent 
with the Amerigroup medically necessary standards for my care or are not covered benefits.” 
 
Signature:           
Date:            
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How to Tell Amerigroup about Changes You Think We Should Make 
We want to know what you like and do not like about Amerigroup. Your ideas will help us make 
Amerigroup better. Please call Member Services to tell us your ideas.  
 
You can also send a letter to: 


Amerigroup Community Care 
P.O. Box 62509 
Virginia Beach, VA 23466 
 
Amerigroup has a group of members who meet quarterly to give us their ideas. These meetings are 
called Member Advisory Meetings. This is a chance for you to find out more about us, ask questions 
and give us suggestions for improvement. If you would like to be part of this group, call 
Member Services. 
 
We also send surveys to some members. The surveys ask questions about how you like Amerigroup. If 
we send you a survey, please fill it out and send it back. Our staff may also call to ask how you like 
Amerigroup. Please tell them what you think. Your ideas can help us make Amerigroup better. We 
want to give you the quality care you deserve. 


HOW AMERIGROUP MEASURES THE QUALITY OF YOUR CARE 
Each year, Amerigroup looks at how often you get care and services. We also study the quality of your 
care. Amerigroup does this so we will know if you are getting the care you need when you are sick.  
 
Amerigroup measures how often you need care and the quality of care you receive through a set of 
standard performance measures, including: 
• Frequency of childhood well-check visits 
• Childhood immunizations 
• Lead screenings 
• Mammograms and Pap smears 
• Pregnancy care 
• Diabetes care  
 
These measures are tracked with other health plans. These measures also give us the chance to help 
improve your health by: 
• Providing education tools to you and your PCP through newsletters and community events 
• Mailing reminder cards to you and your family members to help you get routine preventive care 


and shots on time 


Why Does Amerigroup Do These Things?  
These results tell us how healthy you are. Some of the measures have tests that show good health or 
the right types of care. Some tests tell us when we need to watch your health to keep you from getting 
sick.  
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What does this mean to you? Amerigroup wants to help you stay healthy. You are the most important 
decision maker when it comes to making health care choices. To help you make good health care 
choices, Amerigroup reviews the care and services we provide. This helps us learn how we can make 
our services better. 


What Can You Do About Your Own Health? 
You can help make sure you get the medical care you need. You can also help your PCP know what kind 
of care is right for you by following these important steps:  
• Get tests and health care services on time 
• Keep appointments for routine checkups to help keep you healthy 
• Read and follow the instructions on any reminders you get from Amerigroup  
 
If you have a question about your health or what kind of care you might need, please call our Nurse 
HelpLine at 1-800-600-4441. Nurses are available 24/7 to assist you with your health care questions.  


How Amerigroup Pays Providers 
Different providers in our network have agreed to be paid in different ways by us. Your provider may 
be paid each time he or she treats you (fee-for-service). Or your provider may be paid a set fee each 
month for each member whether or not the member actually gets services (capitation). Your provider 
may also participate in the Amerigroup Provider Quality Incentive Program (PQIP). 
 
These kinds of pay may include ways to earn more money. This kind of pay is based on different things 
like how happy a member is with the care or quality of care. It is also based on how easy it is to find 
and get care. 
 
If you want more details about how our contracted providers or any other providers in our network are 
paid, please call the Amerigroup Member Services department or write to us at: 


Amerigroup Community Care 
P.O. Box 62509 
Virginia Beach, VA 23466 


YOUR RIGHTS AND RESPONSIBILITIES AS AN AMERIGROUP MEMBER 


Your Rights 
As an Amerigroup member, you have the right to: 
Privacy 
Be sure your medical record is private; be cared for with dignity and without discrimination. That 
includes the right to: 
• Be treated fairly and with respect  
• Know your medical records and discussions with your providers will be kept private and 


confidential 
 


Attachment 5.1.11.3-1: Nevada Member Handbook


IX-113







Choose your health plan and providers 
Have a reasonable opportunity to choose a health care plan and Primary Care Provider or PCP (the 
doctor or health care provider you will see most of the time and who will coordinate your care), and an 
opportunity to change to another health plan or provider in a reasonably easy manner; that includes 
the right to: 
• Be informed of how to choose and change your health plan and your PCP 
• Choose any health plan you want that is available in your area and choose your PCP from that plan 
• Change your PCP 
• Change your health plan without penalty 
• Be educated about how to change your health plan or your PCP 
 
Ask questions about your health care 
Ask questions and get answers about anything you do not understand; that includes the right to:  
• Have your provider explain your health care needs to you and to talk to you about the different 


ways your health care problems can be treated 
• Be told why payment for care or services was denied and not given 
 
Take part in making decisions about your health care 
Consent to or refuse treatment and actively participate in treatment decisions; this includes the right 
to: 
• Work as part of a team with your provider in deciding what health care is best for you 
• Take part in a candid discussion on the proper or medically needed treatment options for your 


condition, regardless of cost or benefit coverage  
• Say yes or no to the care recommended by your provider  
• Be told and understand the consequences of the decision 
• Decide ahead of time the kind of care you want if you become sick, injured or seriously ill by 


making a living will 
 
Use the grievance, appeal and fair hearing process 
Use each available complaint process through the managed care organization and through Medicaid; 
receive a timely response to complaints; that includes the right to: 
• Make a complaint to your health plan or to the state Medicaid program about your health care, 


your provider or your health plan 
• Get a timely answer to your complaint 
• Request a fair hearing from the state Medicaid program  
 
Receive care in a timely manner 
Get timely access to care that does not have any communication or physical access barriers; that 
includes the right to: 
• Have telephone access to a medical professional 24 hours a day, 7 days a week in order to obtain 


any needed emergency or urgent care 
• Get medical care in a timely manner 
• Be able to get in and out of a health care provider's office, including barrier-free access for persons 


with disabilities or other conditions limiting mobility, in accordance with the Americans with 
Disabilities Act 
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• Have interpreters, if needed, during appointments with your providers and when talking to your 
health plan; interpreters include people who can speak in your language, assist with a disability or 
help you understand the information 


• Be given an explanation you can understand about your health plan rules, including the health care 
services you can get and how to get them 


 
Receive care without restraint  
Not be restrained or secluded if doing so is: 
• For someone else’s convenience 
• Meant to force you to do something you do not want to do 
• To get back at you or punish you 
 
Get information you request 
Request and get the following information: 
• Names, sites and phone numbers of contracted network providers in the Amerigroup service area  
• Information about how Amerigroup operates 
• Non-English languages spoken by network providers 
• Names of network providers who are not taking new patients 
• Information on PCPs, specialists and hospitals 
• Any limits on your right to choose a network provider 
• Your rights, responsibilities and protections 
• Information on grievance, appeal and fair hearing procedures 
• The amount, period of time and scope of covered benefits you get as an Amerigroup member 
• Procedures for getting benefits, including authorization requirements 
• The extent to which, and how, you may get benefits, including family planning services from 


out-of-network providers  
• The extent to which, and how, after-hours and emergency coverage are provided, including: 


- What constitutes an emergency medical condition, emergency services and poststabilization 
services (Poststabilization care services are Medicaid-covered services that you receive after 
emergency medical care. You get these services to help keep your condition stable.)  


- The fact that prior approvals are not required for emergency care services  
- How to get emergency services; this includes the use of the 911 phone system or its local equal 
- The sites of any emergency setting and other sites where providers and hospitals furnish 


covered emergency services – you have the right to use any hospital or other setting (without 
financial penalty) for emergency care 


- Poststabilization rules 
• How referrals for specialty care are handled and how other benefits are handled that are not 


offered by your PCP 


Your Responsibilities 
As an Amerigroup member, you have the responsibility to: 
 
Learn about your rights 
Learn and understand each right you have under the Medicaid program; that includes the 
responsibility to: 
• Ask questions if you do not understand your rights 


Attachment 5.1.11.3-1: Nevada Member Handbook


IX-115







• Learn what choices of health plans are available in your area 
 
Learn and follow your health plan and Medicaid rules 
Abide by health plan Medicaid policies and procedures; that includes the responsibility to: 
• Carry your ID card at all times when getting health care services 
• Learn and follow your health plan and Medicaid rules 
• Make any changes in your health plan and PCP in the ways established by Medicaid and by the 


health plan 
• Keep scheduled appointments 
• Cancel appointments in advance when you cannot keep them 
• Always contact your PCP first for your nonemergency medical needs 
• Be sure you have approval from your PCP before going to a specialist 
• Understand when you should and should not go to the emergency room 
 
Tell your providers about your health care needs 
Share information relating to your health status with your PCP and become fully informed about 
service and treatment options; that include the responsibility to: 
• Tell your PCP about your health 
• Talk to your providers about your health care needs and ask questions about the different ways 


health care problems can be treated 
• Help your providers get your medical records 
• Provide your providers with the right information 
• Follow the prescribed treatment of care recommended by the provider or let the provider know 


the reasons the treatment cannot be followed as soon as possible 
 
Take part in making decisions about your health 
Actively participate in decisions relating to service and treatment options, make personal choices and 
take action to maintain your health; that includes the responsibility to: 
• Work as a team with your provider in deciding what health care is best for you 
• Understand how the things you do can affect your health 
• Do the best you can to stay healthy 
• Treat providers and staff with respect 
 
Call Amerigroup Member Services if you have a problem and need help. 
 
Amerigroup provides health coverage to our members on a nondiscriminatory basis, according to state 
and federal law, regardless of gender, race, age, religion, national origin, physical or mental disability, 
or type of illness or condition. 
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HOW TO REPORT SOMEONE WHO IS MISUSING THE MEDICAID OR NEVADA 
CHECK UP PROGRAM 
If you know someone who is misusing (through fraud, abuse and/or overpayment) the Medicaid 
program, you can report him or her. 
 
To report doctors, clinics, hospitals, nursing homes, or Medicaid or Nevada Check Up enrollees, write 
or call Amerigroup at: 


Corporate Investigations Department 
Amerigroup Community Care 
4425 Corporation Lane 
Virginia Beach, VA 23462 
1-800-600-4441 


 
Suspicions of fraud and abuse can be emailed directly to the Amerigroup Community Care Corporate 
Investigations department at corpinvest@amerigroup.com.  
 
Online: Suspicions of fraud and abuse can also be sent to the Corporate Investigations Department 
through the Amerigroup website at www.myamerigroup.com. There are fraud and abuse links on the 
web site to report details about a possible issue. This information is sent directly to the email address 
above, which is checked every business day. 


 
You can also call the Attorney General’s Fraud Hotline at 1-800-266-8688. 
 
We hope this book has answered most of your questions about Amerigroup. For more information, call 
the Amerigroup Member Services department at 1-800-600-4441. 
 
This handbook is not a certificate of insurance and shall not be construed or interpreted as evidence of 
insurance coverage between Amerigroup and the enrollee.  
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NOTICE OF PRIVACY PRACTICES 
This notice describes how medical information about you may be used and disclosed and how you can 
get access to this information. Please review it carefully. 
 
This notice is in effect April 14, 2003. 
 
WHAT IS THIS NOTICE? 
This Notice tells you: 
• How Amerigroup handles your protected health information 
• How Amerigroup uses and gives out your protected health information 
• What your rights about your protected health information are 
• What the Amerigroup responsibilities are in protecting your protected health information 
 
This Notice follows what is known as the Health Insurance Portability and Accountability Act (HIPAA) 
Privacy Regulations. These regulations were given out by the federal government. The federal 
government requires companies such as Amerigroup to follow the terms of the regulations and of this 
Notice. 
 
This Notice is also available on the Amerigroup website at www.myamerigroup.com. 
 
NOTE: You may also get a Notice of Privacy Practices from the state and other organizations.  
 


WHAT IS PROTECTED HEALTH INFORMATION? 
Protected Health Information (PHI) - The HIPAA Privacy Regulations define protected health 
information as: 
• Information that identifies you or can be used to identify you 
• Information that either comes from you or has been created or received by a health care provider, 


a health plan, your employer or a health care clearinghouse 
• Information that has to do with your physical or mental health or condition, providing health care 


to you or paying for providing health care to you 
 
In this Notice, protected health information will be written as PHI. 
 
WHAT ARE THE AMERIGROUP RESPONSIBILITIES TO YOU ABOUT YOUR PROTECTED 
HEALTH INFORMATION? 
Your/your family’s PHI is private. We have rules to help keep it safe and private. These rules are 
designed to follow state and federal laws.  
 
Amerigroup must: 
• Protect the privacy of the PHI that we have or keep about you through: 


- Staff training 
- Secure computer systems and offices 
- Secure disposal of written material that includes PHI 
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- Other technical methods 
• Provide you with this Notice about how we get and keep PHI about you 
• Follow the terms of this Notice 
• Follow state privacy laws that do not conflict with or are stricter than the HIPAA Privacy 


Regulations 
 
We will not use or give out your PHI without your consent, except as described in this Notice. 
 
HOW DO WE USE YOUR PROTECTED HEALTH INFORMATION? 
The sections that follow tell some of the ways we can use and share PHI without your written 
authorization.  
 
FOR PAYMENT – We may use PHI about you so that the treatment services you get may be looked at 
for payment. For example, a bill that your provider sends us may be paid using information that 
identifies you, your diagnosis, the procedures or tests and supplies that were used.  
 
FOR HEALTH CARE OPERATIONS – We may use PHI about you for health care operations. For example, 
we may use the information in your record to review the care and results in your case and other cases 
like it. This information will then be used to improve the quality and success of the health care you get. 
Another example of this is using information to help enroll you for health care coverage. 
 
We may use PHI about you to help provide coverage for medical treatment or services. For example, 
information we get from a provider (nurse, doctor or other member of a health care team) will be 
logged and used to help decide the coverage for the treatment you need. We may also use or share 
your PHI to: 
• Send you information about one of our disease or case management programs 
• Send reminder cards that let you know that it is time to make an appointment or get services like 


EPSDT or Child Health Checkup services 
• Answer a customer service request from you 
• Make decisions about claims requests and appeals for services you received 
• Look into any fraud or abuse cases and make sure required rules are followed 
 
OTHER USES OF PROTECTED HEALTH INFORMATION  
 
BUSINESS ASSOCIATES – We may contract with business associates that will provide services to 
Amerigroup using your PHI. Services our business associates may provide include dental services for 
members, a copy service that makes copies of your record and computer software vendors. They will 
use your PHI to do the job we have asked them to do. The business associate must sign a contract to 
agree to protect the privacy of your PHI.  
 
PEOPLE INVOLVED WITH YOUR CARE OR WITH PAYMENT FOR YOUR CARE – We may make your PHI 
known to a family member, other relative, close friend or other personal representative that you 
choose. This will be based on how involved the person is in your care or payment that relates to your 
care. We may share information with parents or guardians, if allowed by law. 
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LAW ENFORCEMENT – We may share PHI if law enforcement officials ask us to. We will share PHI 
about you as required by law or in response to subpoenas, discovery requests and other court or legal 
orders. 
 
OTHER COVERED ENTITIES – We may use or share your PHI to help health care providers that relate to 
health care treatment, payment or operations. For example, we may share your PHI with a health care 
provider so that the provider can treat you. 
 
PUBLIC HEALTH ACTIVITIES – We may use or share your PHI for public health activities allowed or 
required by law. For example, we may use or share information to help prevent or control disease, 
injury or disability. We also may share information with a public health authority allowed to get reports 
of child abuse, neglect or domestic violence. 
 
HEALTH OVERSIGHT ACTIVITIES – We may share your PHI with a health oversight agency for activities 
approved by law, such as audits; investigations; inspections; licensure or disciplinary actions; or civil, 
administrative, or criminal proceedings or actions. Oversight agencies include government agencies 
that look after the health care system; benefit programs, including Medicaid and SCHIP; and other 
government regulation programs. 
 
RESEARCH – We may share your PHI with researchers when an institutional review board or privacy 
board has followed the HIPAA information requirements.  
 
CORONERS, MEDICAL EXAMINERS, FUNERAL DIRECTORS AND ORGAN DONATION – We may share 
your PHI to identify a deceased person, determine a cause of death or to do other coroner or medical 
examiner duties allowed by law. We also may share information with funeral directors, as allowed by 
law. We may also share PHI with organizations that handle organ, eye, or tissue donation and 
transplants. 
 
TO PREVENT A SERIOUS THREAT TO HEALTH OR SAFETY – We may share your PHI if we feel it is 
needed to prevent or reduce a serious and likely threat to the health or safety of a person or the 
public. 
 
TO PREVENT DELAYS IN TREATMENT – We may share your PHI to prevent delays in treatment. For 
example, if you switch health plans, we may share your PHI with your new health plan if we feel it is 
needed to avoid delays in your treatment. 
 
MILITARY ACTIVITY AND NATIONAL SECURITY – Under certain conditions, we may share your PHI if 
you are, or were, in the Armed Forces. This may happen for activities believed necessary by 
appropriate military command authorities. 
 
DISCLOSURES TO THE SECRETARY OF THE UNITED STATES DEPARTMENT OF HEALTH AND HUMAN 
SERVICES – We are required to share your PHI with the Secretary of the U.S. Department of Health and 
Human Services. This happens when the Secretary looks into or decides if we are in compliance with 
the HIPAA Privacy Regulations. 
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WHAT ARE YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION? 
We want you to know your rights about your PHI and your Amerigroup family members’ PHI.  
 
RIGHT TO GET THE AMERIGROUP NOTICE OF PRIVACY PRACTICES 
Each head of case or head of household will receive a printed copy of this Notice in the New Member 
Welcome package. 
 
We have the right to change this Notice. Once the change happens, it will apply to PHI that we have at 
the time we make the change and to the PHI we had before we made the change.  
 
A new Notice that includes the changes and the dates they are in effect will be mailed to you at the 
address we have for you. The changes to our Notice will also be included on our website. You may ask 
for a paper copy of the Notice of Privacy Practices at any time. Call Member Services toll free at 
1-800-600-4441. If you are deaf or hard of hearing and want to talk to Member Services, call the 
toll-free AT&T Relay Service at 1-800-855-2880. 
 
RIGHT TO REQUEST A PERSONAL REPRESENTATIVE  
You have the right to request a personal representative to act on your behalf, and Amerigroup will 
treat that person as if that person were you.  
 
Unless you apply restrictions, your personal representative will have full access to all of your 
Amerigroup records. If you would like someone to act as your personal representative, Amerigroup 
requires your request in writing. A personal representative form must be filled out and mailed back to 
the Amerigroup Member Privacy Unit. To ask for a personal representative form, please contact 
Member Services. We will send you a form to complete. The address and phone number are at the end 
of this Notice.  
 
RIGHT TO ACCESS 
You have the right to look at and get a copy of your enrollment, claims, payment and case 
management information on file with Amerigroup. This file of information is called a designated record 
set. We will provide the first copy to you in any 12-month period without charge.  
 
If you would like a copy of your PHI, you must send a written request to the Amerigroup Member 
Privacy Unit. The address is at the end of this Notice. We will answer your written request in 30 
calendar days. We may ask for an extra 30 calendar days to process your request if needed. We will let 
you know if we need the extra time. 
• We do not keep complete copies of your medical records. If you would like a copy of your medical 


record, contact your doctor or other provider. Follow the doctor’s or provider’s instructions to get a 
copy. Your doctor or other provider may charge a fee for the cost of copying and/or mailing the 
record 


• We have the right to keep you from having or seeing all or part of your PHI for certain reasons; for 
example, if the release of the information could cause harm to you or other persons. Or if the 
information was gathered or created for research or as part of a civil or criminal proceeding. We 
will tell you the reason in writing. We will also give you information about how you can file an 
appeal if you do not agree with us 
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RIGHT TO AMEND 
You have the right to ask that information in your health record be changed if you think it is not 
correct. 
To ask for a change, send your request in writing to the Amerigroup Member Privacy Unit. We can send 
you a form to complete. You can also call Member Services to request a form. The address and phone 
number are at the end of this Notice.  
• State the reason why you are asking for a change. 
• If the change you ask for is in your medical record, get in touch with the doctor who wrote the 


record. The doctor will tell you what you need to do to have the medical record changed.  
 
We will answer your request within 30 calendar days of when we receive it. We may ask for an extra 30 
days to process your request if needed. We will let you know if we need the extra time. 
 
We may deny the request for change. We will send you a written reason for the denial if: 
• The information was not created or entered by Amerigroup 
• The information is not kept by Amerigroup 
• You are not allowed, by law, to see and copy that information  
• The information is already correct and complete 
 
RIGHT TO AN ACCOUNTING OF CERTAIN DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION  
You have the right to get an accounting of certain disclosures of your PHI. This is a list of times we 
shared your information when it was not part of payment and health care operations.  
 
Most disclosures of your PHI by our business associates or us will be for payment or health care 
operations. 
 
To ask for a list of disclosures, please send a request in writing to the Amerigroup Member Privacy 
Unit. We can send you a form to complete. For a copy of the form, contact Member Services. The 
address and phone number are at the end of this Notice. Your request must give a time period that you 
want to know about. The time period may not be longer than six years and may not include dates 
before April 14, 2003. 
 
RIGHT TO REQUEST RESTRICTIONS 
You have the right to ask that your PHI not be used or shared. You do not have the right to ask for 
limits when we share your PHI if we are asked to do so by law enforcement officials, court officials, or 
state and federal agencies in keeping with the law. We have the right to deny a request for restriction 
of your PHI. 
 
To ask for a limit on the use of your PHI, send a written request to the Amerigroup Member Privacy 
Unit. We can send you a form to fill out. You can contact Member Services for a copy of the form. The 
address and phone number are at the end of this Notice. The request should include: 
• The information you want to limit and why you want to restrict access 
• Whether you want to limit when the information is used, when the information is given out, or 


both 
• The person or persons that you want the limits to apply to 
 


Attachment 5.1.11.3-1: Nevada Member Handbook


IX-122







We will look at your request and decide if we will allow or deny the request within 30 days. If we deny 
the request, we will send you a letter and tell you why. 
 
RIGHT TO CANCEL A PRIVACY AUTHORIZATION FOR THE USE OR DISCLOSURE OF PROTECTED HEALTH 
INFORMATION  
We must have your written permission (authorization) to use or give out your PHI for any reason other 
than payment and health care operations or other uses and disclosures listed under Other Uses of 
Protected Health Information. If we need your authorization, we will send you an authorization form 
explaining the use for that information.  
 
You can cancel your authorization at any time by following the instructions below. Send your request in 
writing to the Amerigroup Member Privacy Unit. We can send you a form to complete. You can contact 
Member Services for a copy of the form. The address and phone number are at the end of this Notice. 
This cancellation will only apply to requests to use and share information asked for after we get your 
cancellation request.  
 
RIGHT TO REQUEST CONFIDENTIAL COMMUNICATIONS 
You have the right to ask that we communicate with you about your PHI in a certain way or in a certain 
location. For example, you may ask that we send mail to an address that is different from your home 
address. 
 
Requests to change how we communicate with you should be submitted in writing to the Amerigroup 
Member Privacy Unit. We can send you a form to complete. For a copy of the form, contact Member 
Services. The address and phone number are at the end of this Notice. Your request should state how 
and where you want us to contact you. 
 


WHAT SHOULD YOU DO IF YOU HAVE A COMPLAINT ABOUT THE WAY THAT YOUR 
PROTECTED HEALTH INFORMATION IS HANDLED BY AMERIGROUP OR OUR BUSINESS 
ASSOCIATES? 
 
If you believe that your privacy rights have been violated, you may file a complaint with Amerigroup or 
with the Secretary of Health and Human Services. 
 
To file a complaint with Amerigroup or to appeal a decision about your PHI, send a written request to 
the Amerigroup Member Privacy Unit or call Member Services. The address and phone number are at 
the end of this Notice.  
 
To file a complaint with the Secretary of Health and Human Services, send your written request to: 


Office for Civil Rights 
U.S. Department of Health and Human Services 
90 7th St., Suite 4-100 
San Francisco, CA 94103 


You will not lose your Amerigroup membership or health care benefits if you file a complaint. Even if 
you file a complaint, you will still get health care coverage from Amerigroup as long as you are a 
member.  
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WHERE SHOULD YOU CALL OR SEND REQUESTS OR QUESTIONS ABOUT YOUR 
PROTECTED HEALTH INFORMATION? 
 
You may call us toll free at 1-800-600-4441, Monday through Friday from 8:00 a.m. to 5:00 p.m. Pacific 
time. If you are deaf or hard of hearing, you may call the toll-free AT&T Relay Service at 
1-800-855-2880. Or you may send questions or requests, such as the examples listed in this Notice, to 
the address below:  


Member Privacy Unit 
Amerigroup Community Care 
P.O. Box 62509 
Virginia Beach, VA 23466 
 
Send your request to this address so that we can process it in a timely manner. Requests sent to 
persons, offices or addresses other than the address listed above might be delayed. 
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DESIGN PREVIEW


MEMBERS: Please carry this card at all times. Show this card before you get medical care. You do
not need to show this card before you get emergency care. If you have an emergency, call 911 or
go to the nearest emergency room. Always call your Amerigroup PCP for non-emergency care.
If you have questions, call Member Services at 1-800-600-4441. If you are hearing impaired,


MIEMBROS: Favor de llevar esta tarjeta con usted en todo momento. Presente esta tarjeta antes
de recibir atención médica. No tiene que presentarla para recibir atención de emergencia. Si tiene
una emergencia, llame al 911 ó vaya a la sala de emergencia más cercana. Llame siempre a su
PCP de Amerigroup para atención que no sea de emergencia. Si tiene preguntas, llame a
Servicios para Miembros al 1-800-600-4441. Si tiene problemas de audicón, favor de llamar al
1-800-855-2884.
HOSPITALS: Preadmission certification is required for all nonemergency admissions, including
outpatient surgery. For emergency admissions, notify Amerigroup within 24 hours after treatment
at 1-800-454-3730.
PROVIDERS: Certain services must be preauthorized. Care that is not preauthorized may not be
covered. For preauthorizations/billing or pharmacy information, call 1-800-454-3730.
PHARMACIES: Submit claims using Caremark RXBIN: 004336; RXPCN: ADV; RXGRP: RX4287.
For technical help, call Caremark at 1-800-364-6331.


SUBMIT MEDICAL CLAIMS TO:
AMERIGROUP • P.O. BOX 61010 • VIRGINIA BEACH, VA 23466-1010


USE OF THIS CARD BY ANY PERSON OTHER THAN THE MEMBER IS FRAUD.
NV04 10/11


please call 1-800-855-2880. 


Member Name:    MBRNAME


Check Up Number:    MBRALTKEY


Primary Care Provider (PCP):   PCPNAME


PCP Telephone #:   PCPPHONE


Dental Care:   1-877-378-5302


Vision Care:   1-888-300-9025


Effective Date:     MDYEFF
Date of Birth:        MDYDOB
Subscriber #:       MEMBERID


Member Services/Nurse HelpLine and Behavioral Health: 1-800-600-4441
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Dear Parent or Guardian:  


Welcome to Amerigroup Community Care! We are happy we can help arrange quality health care benefits for your child.  


This is your child’s new Amerigroup ID card. Please show this card when your child gets health care services. See the back of your child’s 
Amerigroup ID card for what you should do in case of an emergency.  


If your child is a new member, you will also be receiving a New Member Welcome Package from us. The packet tells you how Amerigroup works 
and how to keep your child healthy. Amerigroup wants your child to be healthy! Your child’s Primary Care Provider (PCP) is the best person to
take care of your child’s health care needs. The PCP is the family doctor or practitioner you’ll go to for your child’s routine and urgent care. In an 
emergency, call 911 or go to the nearest emergency room right away.  


Your child’s PCP is listed on the ID card. If your child is a new Amerigroup member, you should set up a medical checkup with your child’s PCP
as soon as possible. Call your child’s PCP today to set up an appointment. If your child is pregnant and within the third trimester of pregnancy
when enrolling in Amerigroup, she may continue to receive OB/GYN care from her current family doctor, nurse practitioner and/or specialist
through postpartum care.  


If you do not receive a welcome package or need help making a PCP appointment for your child, call Member Services at 1-800-600-4441 (TTY 
1-800-855-2880). Member Services can assist you Monday through Friday from 8:00 a.m. to 5:00 p.m. Pacific Time. To speak directly with a
nurse on our 24-hour Nurse HelpLine, call 1-800-600-4441 (TTY 1-800-855-2880).  


Thank you for choosing Amerigroup as your child’s health plan. We look forward to serving you.  


Estimado padre/madre o tutor:  


Bienvenido a Amerigroup Community Care. Nos complace poder ayudarle a coordinar los beneficios de atención médica de calidad para su hijo. 


Esta es la nueva tarjeta de identificación de Amerigroup Community Care de su hijo. Muestre esta tarjeta cuando su hijo reciba servicios de 
atención médica. Para saber qué debe hacer en caso de emergencia, consulte el reverso de la tarjeta de identificación de Amerigroup de su hijo.  


Si su hijo es un nuevo miembro, recibirá también de nuestra parte un paquete de bienvenida para nuevos miembros. El paquete contiene 
información sobre cómo trabaja Amerigroup y cómo ayudar a que su hijo se mantenga sano. Amerigroup quiere que su hijo sea una persona sana. 
El proveedor de atención primaria (PCP) de su hijo es quien mejor puede satisfacer sus necesidades de atención médica. El PCP es el médico de 
familia o profesional sanitario al que acudirá para que su hijo reciba atención de rutina o urgencia. Ante una emergencia, llame al 911 o diríjase a 
la sala de emergencias más cercana de inmediato.  


El PCP de su hijo figura en la tarjeta de identificación. Si su hijo es un nuevo miembro de Amerigroup, debe programar un chequeo médico con el 
PCP de su hijo tan pronto como sea posible. Llame hoy mismo al PCP de su hijo para hacer una cita. Si su hija está embarazada o dentro del tercer
trimestre de embarazo en el momento de la inscripción en Amerigroup, puede continuar recibiendo atención de obstetricia y ginecología de su
especialista, enfermero practicante y/o médico de familia actual durante la atención postparto.  


Si no recibió el paquete de bienvenida o necesita ayuda para hacer una cita con un PCP para su hijo, llame a Servicios al Miembro a
1-800-600-4441 (TTY 1-800-855-2880). Servicios al Miembro puede asistirle de lunes a viernes, de 8:00 a. m. a 5:00 p. m. hora del Pacífico. Para 
hablar directamente con un integrante del personal de enfermería de nuestra Línea de Ayuda de Enfermería de 24 horas, llame al 1-800-600-4441 
(TTY 1-800-855-2880).  


Gracias por elegir Amerigroup como el plan de salud de su hijo. Esperamos poder servirle pronto.  


WL_AMD_011 


Amerigroup
P.O. Box 62509
Virginia Beach, VA 23466-2509


DEPEND_GUARDIAN_TEXT
MBRNAME
DEPEND_FORMAT_ADDR1
DEPEND_FORMAT_ADDR2
DEPEND_FORMAT_ADDR3
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Name according to W-9 with d/b/a: 


______________________________________________________________________________ 


Federal Tax Identification Number:  __________________ 


AMERIGROUP NEVADA, INC. 


d/b/a AMERIGROUP Community Care 


PARTICIPATING PROVIDER AGREEMENT 


FOR FACILITY PROVIDERS 


THIS PARTICIPATING PROVIDER AGREEMENT (this "Agreement") is made by 


and between AMERIGROUP Nevada, Inc. d/b/a AMERIGROUP Community Care 


(“AMERIGROUP”) and the undersigned Provider (“Provider”), effective as of the date of 


complete execution of this Agreement (the "Effective Date"). 


RECITALS: 


A. AMERIGROUP is authorized to arrange for the provision of managed health care 


services to Covered Persons enrolled in any Program as more specifically defined in Section 1.19 


below. 


B. Provider is duly licensed in the State of Nevada to provide Covered Services to 


Covered Persons. 


C. AMERIGROUP desires that Provider provide the Covered Services contemplated 


herein to Covered Persons and Provider desires to provide such services, pursuant to the terms 


and conditions of this Agreement.  


AGREEMENT: 


NOW, THEREFORE, in consideration of the mutual covenants and agreements 


contained herein and for other good and valuable consideration, the receipt and sufficiency of 


which are hereby acknowledged, AMERIGROUP and Provider agree as follows: 


ARTICLE I 


DEFINITIONS 


The following terms shall have the meanings set forth below with respect to services 


furnished under this Agreement: 


1.1 Agency.  “Agency” means a federal, state or local agency, administration, board 


or other governing body responsible for the governance or administration of a Program. With 


respect to the operation of the Programs, as used herein, Agency also means The Division of 


Health Care Financing and Policy, a Division of the State of Nevada Department of Health and 


Human Resources (DHCFP) and the Centers for Medicaid and Medicare Services (CMS). 


1.2 Behavioral Health Care Services.  “Behavioral Health Care Services” means 


services rendered for the treatment of mental health or drug and alcohol conditions. 
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1.3 CMS.  “CMS” means the Center for Medicare & Medicaid Services, an 


administrative agency within the United States Department of Health & Human Services 


(“HHS”). 


1.4 Clean Claim.  “Clean Claim” means a request for payment for a service rendered 


by Provider, that (a) is timely submitted by Provider in accordance with claim filing 


requirements under applicable law, Program Contract and Agency rules and the then current 


AMERIGROUP policies and procedures; (b) is accurate and in the format required by 


AMERIGROUP; (c) includes all material information required by AMERIGROUP including, 


without limitation, all required substantiating documentation and information related to 


coordination of benefits and third party liability; (d) is undisputed as to the amount of the claim; 


and (e) includes no indication of fraudulent content or submission. 


1.5 Covered Person.  “Covered Person” means any person who is an eligible Program 


beneficiary and who is duly enrolled as an AMERIGROUP member in accordance with 


applicable enrollment requirements. 


1.6 Covered Services.  “Covered Services” means those health care services 


(including Behavioral Health Care Services) that a Covered Person is entitled to receive through 


AMERIGROUP pursuant to Regulatory Requirements, and for which an Attachment A is 


attached hereto setting forth the Provider’s reimbursement under one or more Programs. 


1.7 DHCFP.  “DHCFP” means the Division of Health Care Financing and Policy of 


the Nevada Department of Health and Human Resources. 


1.8 DHHS.  “DHHS” means the United States Department of Health and Human 


Services. 


1.9 DOI.  “DOI” means the Division of Insurance of the Nevada Department of 


Business and Industry. 


1.10 Eligible Charges.  “Eligible Charges” means charges for Covered Services as 


submitted by Provider, subject to program eligibility, benefit design, coordination of benefits and 


applicable authorizations. 


1.11 Emergency Behavioral Health Services.  “Emergency Behavioral Health 


Condition” means any condition, without regard to the nature or cause of the condition, which in 


the opinion of a prudent layperson possessing an average knowledge of health and medicine:  (a) 


requires immediate intervention and/or medical attention without which Covered Persons would 


present an immediate danger to themselves or others, or (b) which renders Covered Persons 


incapable of controlling, knowing or understanding the consequences of their actions. 


1.12 Emergency Medical Condition.  “Emergency Medical Condition” means 


Emergency medical condition means a medical condition manifesting itself by acute symptoms 


of sufficient severity (including severe pain) that a prudent layperson, who possesses an average 


knowledge of health and medicine, could reasonably expect the absence of immediate medical 


attention to result in the following: (a) placing the health of the individual (or, with respect to a 
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pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b) serious 


impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part. 


1.13 Emergency Services and Care.  “Emergency Services” means covered inpatient 


and outpatient services that are: (a) furnished by a provider that is qualified to furnish such 


services; and (b) needed to evaluate or stabilize an Emergency Medical Condition. 


1.14 HIPAA Regulations.  “HIPAA Regulations” mean those regulations adopted 


pursuant to the Health Insurance Portability and Accountability Act of 1996 and codified at Title 


45 of the Code of Federal Regulations (C.F.R.) relating to the privacy and security of protected 


health information, and including, without limitation, any amendments or successor laws, rules 


or regulations thereto. 


1.15 Medically Necessary or Medical Necessity.  “Medically Necessary” or “Medical 


Necessity” means Covered Services that are established as safe and effective as determined by 


the Nevada Medicaid Program.  The Covered Services must be: (a) consistent with the 


symptoms or diagnosis of the illness or injury under treatment; (b) necessary and consistent with 


generally accepted professional medical standards; (c) not furnished for the convenience of the 


Covered person, the attending physician, the caregiver, or to the physician supplier; and (d) 


furnished at the most appropriate level that can be provided safely and effectively to the 


recipient. AMERIGROUP will only cover items and services that are appropriate and necessary 


for the diagnosis or treatment of an illness or an injury, or to improve the functioning of a 


malformed body part. 


For the purposes of the Medicare Program, Medically Necessary health care 


services are health care services that: 


(a) are reasonable and necessary to prevent, or provide early screening, 


interventions, and/or treatments for, illnesses or medical conditions that cause suffering or pain, 


cause physical deformity or limitations in function, threaten to cause or worsen a handicap, cause 


illness or infirmity of a Covered Person, or endanger life; 


(b) are provided at appropriate facilities and at the appropriate levels of care 


for the treatment of a Covered Person’s health conditions; 


(c) are consistent with health care practice guidelines and standards that are 


endorsed by professionally recognized health care organizations or governmental agencies; 


(d) are consistent with the diagnoses of the conditions; and 


(e) no more intrusive or restrictive than necessary to provide a proper balance 


of safety, effectiveness, and efficiency. 


1.16 Participating Provider.  “Participating Provider” includes, as appropriate, any 


“Participating Hospital,” “Participating Physician,” “Participating Physician Group” or any other 


person or entity  that (a) is licensed to provide the health care services such person or entity is 


providing under the laws of Nevada; (b) is party to a participation agreement with 


AMERIGROUP to provide Covered Services to Covered Persons, or is an employee or 


Attachment 5.1.11.4-1: Sample Facility Contract


IX-129







  NV Model Facility Agreement 
Revised 12/10 


4 


subcontractor of a Participating Provider and will be furnishing Covered Services hereunder; and 


(c) is, if applicable, duly credentialed by AMERIGROUP in accordance with AMERIGROUP 


credentialing requirements for the services the Participating Provider provides.  The definition of 


“Participating Provider” includes, but is not limited to, Provider. 


1.17 Primary Care Physician/Primary Care Provider.  “Primary Care Physician” or 


“Primary Care Provider” means a Participating Physician or other Participating Provider who (a) 


is credentialed in accordance with AMERIGROUP credentialing requirements for Primary Care 


Physicians or Primary Care Providers; (b) provides Primary Care Services; and (c) practices in 


the medical specialty areas of general practice, internal medicine, pediatrics, family medicine, or 


such other medical specialty areas as are specified to provide Primary Care Services in an 


applicable Program Contract. 


1.18 Primary Care Services.  “Primary Care Services” means (a) those Covered 


Services provided to a Covered Person involving initial and basic primary medical care, 


including, but not limited to, the Covered Services specifically identified as primary care 


services in an applicable Program Contract, and (b) the supervision and coordination of the 


delivery of these Covered Services to a Covered Person. 


1.19 Program.  “Program” means a Nevada state Medicaid Program (“Medicaid”) and 


state or local Child Health Insurance Program (“CHIP”), any successor programs thereto, and 


any other state or local program related to or administered in conjunction with Medicaid or 


CHIP, including without limitation any program providing coverage for eligible family members 


of CHIP beneficiaries, and for which an Attachment A is incorporated into this Agreement 


setting forth the Providers’ reimbursement for a respective Program.  Program, as defined in the 


Agreement, shall also include the Medicare Advantage Program administered by CMS, to the 


extent offered by AMERIGROUP in the State of Nevada.  In accordance with 42 C.F.R. 


422.504(i), AMERIGROUP shall oversee and be ultimately responsible to CMS for all 


responsibilities described in this Agreement. 


1.20 Program Contract. “Program Contract” means any contract between 


AMERIGROUP and a jurisdiction or any applicable Agency of a jurisdiction, which governs the 


delivery of managed health care services to Program beneficiaries. 


1.21 Regulatory Requirements.  “Regulatory Requirements” means any requirements 


imposed by applicable federal, state or local laws, rules, regulations, a Program Contract, or 


otherwise imposed by the Agency in connection with the operation of the Program or the 


performance required by either party under this Agreement. 


1.22 Specialist Physician.  “Specialist Physician” means a Participating Physician who 


(a) is duly credentialed in accordance with the then current AMERIGROUP credentialing 


requirements for a Specialist Physician practicing in the physician’s medical specialty including, 


without limitation, having achieved applicable board specialty certification or having completed 


an approved residency program in such medical specialty; (b) provides services to Covered 


Persons within the range of such medical specialty; and (c) meets any Specialist Physician 


requirements otherwise set forth in the applicable Program Contract. 
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ARTICLE II 


AMERIGROUP OBLIGATIONS 


2.1 Identification Cards.  AMERIGROUP shall issue each Covered Person an 


identification card reflecting the Covered Person's name, the Covered Person’s selected Primary 


Care Physician, the Covered Person’s AMERIGROUP identification number, and such other 


information as required by the Agency.  A sample identification card will be provided upon 


request of Provider. 


2.2 Provider Manual.  AMERIGROUP shall furnish Provider with the applicable 


Provider Manual(s) for each Program referencing the policies and procedures established by 


AMERIGROUP including, without limitation, eligibility verification, utilization review, drug 


utilization, quality assurance, patient safety, compliance, authorizations for Covered Services, 


sanctions and denials, provider grievances, appeals and such other policies and procedures 


applicable to AMERIGROUP and Provider as required by Regulatory Requirements, and to 


otherwise effect the delivery of managed health care services to Covered Persons hereunder.  


AMERIGROUP shall provide electronic access to its Provider Manual through 


AMERIGROUP’s website.  AMERIGROUP shall provide Provider with at least thirty (30) days 


prior notice of any material modifications to such Provider Manual thereafter. 


2.3 Policies and Procedures.  AMERIGROUP shall reference material policies and 


procedures applicable to Provider in the Provider Manual.  Notwithstanding the above, 


AMERIGROUP’s failure to include a specific policy or procedure in the Provider Manual shall 


not limit the applicability of such policy and procedure to Provider; provided that 


AMERIGROUP uses its commercially reasonable efforts to notify Provider of such policy.  


AMERIGROUP shall furnish Provider with written notice of any material modifications to such 


policies and procedures during the term of this Agreement and shall respond to Provider 


inquiries related to such policies and procedures in a timely manner. Provider shall comply with 


all AMERIGROUP policies and procedures communicated to Provider by AMERIGROUP. 


2.4 Reports.  AMERIGROUP shall provide to Provider such utilization profiles or 


other reports, if any, that AMERIGROUP is required to provide to Provider under applicable 


law, Program Contract or Agency requirements. 


2.5 Provider Listing; Marketing/Advertising.  For the purposes of enrolling and 


referring Covered Persons, marketing, complying with Program Contract requirements, reporting 


to Agencies, and otherwise carrying out the terms and conditions of this Agreement, 


AMERIGROUP shall, and shall be entitled to use the name(s), business address(es), and phone 


number(s) of Provider and any individual Participating Provider employed by or under contract 


with Provider to provide services hereunder.  AMERIGROUP shall, and shall be entitled to, use 


information related to any such individual Participating Provider’s education, specialty, 


subspecialty, licensure, certification and hospital affiliation for the purposes described above.   


2.6 Credentialing.  Except as mutually agreed by the parties and as evidenced in 


writing by an addendum to this Agreement, AMERIGROUP shall credential Provider and all 


Participating Providers employed by or under contract with Provider to provide services 
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hereunder pursuant to the then current AMERIGROUP credentialing criteria applicable to 


Provider and any such Participating Providers. 


2.7 Schedule of Benefits and Determination of Covered Services.  AMERIGROUP 


shall provide Provider with schedules of Covered Services for applicable Programs and will 


notify Provider in a timely manner of any material amendments or modifications to such 


schedules. 


2.8 Affiliate Services. 


(a) Covered Services furnished to members of certain out-of-state entities 


affiliated with AMERIGROUP, including, without limitation, other AMERIGROUP corporations 


(“Affiliates”), shall be paid in accordance with the rates set forth in this Agreement or such other 


rates established by the Affiliate’s state Program governing care to out-of-state members.  Such 


services will be furnished in accordance with the terms and conditions of the Provider Manual.  


Notwithstanding the above, for purposes of this Section, “Affiliate Services” shall mean those 


services required to be furnished to an Affiliate’s members pursuant to the applicable state 


Medicaid program in the state in which the Affiliate is responsible for furnishing services. 


(b) AMERIGROUP shall be responsible for coordinating between Provider and 


the applicable Affiliate for any member of an Affiliate that receives services at Provider.  


AMERIGROUP shall ensure that the Affiliate adjudicates and pays for services furnished 


hereunder in accordance with this Agreement. 


(c) Nothing in this Agreement shall be construed to make Provider a 


participating provider of any Affiliate and Provider shall not be identified as such in any Affiliate 


directory of participating providers. 


(d) Affiliates shall be deemed third party beneficiaries of this Section. 


ARTICLE III 


PROVIDER OBLIGATIONS 


3.1 Provider Services.  Provider shall provide to Covered Persons those Covered 


Services within the scope of Provider’s licensure, expertise, and usual and customary range of 


services pursuant to the terms and conditions of this Agreement, and shall be responsible to 


AMERIGROUP for its performance hereunder.  Provider shall make available to Covered 


Persons hours of operation that are no less than the hours of operation offered to patients with 


other insurance coverage including, but not limited to, commercial health plans and shall use 


reasonable efforts to meet appointment waiting time standards and to limit office waiting time 


for appointment to one (1) hour or less.  Provider shall provide to Covered Persons access to 24 


hour-per-day, 7 day-per-week urgent and emergency services as required by Regulatory 


Requirements.  Provider shall provide Emergency Services and Care without requiring prior 


authorization of any kind.   


3.2 Licensure and Accreditation.  At all times during the term of this Agreement, 


Provider shall (a) maintain in good standing all applicable licenses, certifications and 


registrations required for Provider to furnish services hereunder, including without limitation a 
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National Provider Identification number (NPI); (b) be a certified Medicare and certified 


Medicaid Provider, to the extent required under the Program; and (c) subject to 


AMERIGROUP’s credentialing requirements, obtain and maintain accreditation from an 


applicable nationally recognized accrediting body; and  (d) not be subject to any determination or 


another action that would adversely impact Provider’s license or status as a certified Medicare 


and Medicaid provider.  Provider shall ensure that each of Provider’s employees is duly licensed, 


certified or registered as required under a Program and applicable standards of professional 


ethics and practice.  Provider shall notify AMERIGROUP within three (3) business days 


following Provider’s receipt of any notice of any restrictions upon, or suspension or loss of, any 


licensure, certification or registration or receipt of any notice of any restrictions, suspension or 


revocation of such accreditation required hereunder.  Provider shall submit to AMERIGROUP 


evidence of Provider's satisfaction of the requirements set forth in this section upon 


AMERIGROUP's reasonable request. Subject to Regulatory Requirements, AMERIGROUP has 


the right to immediately terminate this Agreement upon the expiration, surrender, revocation, 


restriction or suspension of such accreditation. 


3.3 Covered Person Verification.  Provider shall establish a Covered Person's 


eligibility for services prior to rendering services, except in the case of an Emergency Medical 


Condition where such verification may be impractical.  In the case of an Emergency Medical 


Condition, Provider shall establish a Covered Person’s eligibility as soon as reasonably practical. 


AMERIGROUP shall provide a system for Providers to contact AMERIGROUP to verify 


Covered Person eligibility 24 hours a day, 7 days per week.  Nothing contained in this 


Agreement shall, or shall be construed to require advance notice, coverage verification, or pre-


authorization for emergency room services provided in accordance with the federal Emergency 


Medical Treatment and Active Labor Act ("EMTALA") prior to Provider's rendering such 


services. 


3.4 Provider Responsibility.  AMERIGROUP shall not be liable for, nor will it 


exercise control or direction over, the manner or method by which Provider provides services to 


Covered Persons. Provider shall be solely responsible for all medical advice and services 


provided by Provider to Covered Persons. Provider acknowledges and agrees that 


AMERIGROUP may deny payment for provider services rendered to a Covered Person which it 


determines are not Medically Necessary, are not Covered Services pursuant to an applicable 


Program Contract, or are not otherwise provided in accordance with this Agreement.  Neither 


such a denial nor any action taken by AMERIGROUP pursuant to a utilization review, referral, 


or discharge planning program shall operate to modify Provider’s obligation to provide 


appropriate services to a Covered Person under applicable law and any code of professional 


responsibility.  Nothing in this Agreement shall be construed as prohibiting any Participating 


Provider from discussing treatment or non-treatment options with Covered Persons irrespective 


of whether such treatment options are Covered Services. 


3.5 Coordinated and Managed Care.  Provider shall participate in AMERIGROUP 


systems designed to facilitate the coordination of health care services.  Subject to medical 


judgment, patient care interests, and a patient's express instructions, and recognizing that the 


level of Covered Services provided by Provider may be affected by the Provider's scope of 


services, Provider shall report clinical encounter data as required by such systems, and shall 
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obtain all required Covered Person consents or authorizations necessary for Provider to report 


such clinical encounter data to AMERIGROUP. 


3.6 Concurrent Review.  Provider agrees to provide access to AMERIGROUP 


employees to review Covered Person’s medical records and perform on-site concurrent review 


during normal business hours.  AMERIGROUP employees will cooperate with the requirements 


of the Provider while on Provider’s premises.  During any such on-site concurrent review, 


Provider shall provide AMERIGROUP with access to a telephone and appropriate work space to 


conduct the review. 


3.7 Compliance with Credentialing, Utilization Management, Quality Assurance, 


Grievance, Coordination of Benefits, Third Party Liability and other Rules, Regulations, Policies 


and Procedures.  Provider shall comply and cooperate with all AMERIGROUP and Program 


requirements related to credentialing, utilization management, quality assurance, peer review, 


grievances, coordination of benefits and third party liability.  Provider shall comply with the 


terms of the Provider Manual. 


3.8 Insurance Coverage. 


(a) Professional Liability.  At all times during the term of this Agreement, 


Provider shall maintain professional liability insurance, including maintaining such tail or prior 


acts coverage necessary to avoid any gap in coverage for claims arising from incidents occurring 


during the term of this Agreement.  Such insurance shall (a) be obtained from a carrier 


authorized to conduct business in the jurisdiction in which Provider operates; (b) maintain 


minimum policy limits equal to $5,000,000.00 per occurrence and $10,000,000.00 in the 


aggregate for acute care hospitals and $1,000,000.00 per occurrence and $3,000,000.00 in the 


aggregate for other providers; and  (c) include coverage for the professional acts and omissions 


of Provider and any employee, agent or other person for whose acts or omissions Provider is 


responsible. 


(b) General Liability.  At all times during the term of this Agreement, 


Provider shall maintain general comprehensive liability insurance from a carrier authorized to 


conduct business in the jurisdiction in which Provider operates, in amounts required under 


Regulatory Requirements.  Said insurance shall cover Provider’s premises, insuring Provider 


against any claim of loss, liability, or damage caused by or arising out of the condition or alleged 


condition of said premises, or the furniture, fixtures, appliances, or equipment located therein, 


together with the standard liability protection against any loss, liability or damage resulting from 


the operation of a motor vehicle by Provider, Provider’s employees or agents. 


(c) Workers Compensation.  Provider shall maintain workers’ compensation 


insurance for Provider’s employees in accordance with the Nevada Worker’s Compensation 


Law.  Said insurance shall be obtained from a carrier authorized to conduct business in the 


jurisdiction in which Provider operates and shall provide such limits of coverage as required by 


Regulatory Requirements. 


(d) Evidence of Insurance.  Provider shall provide AMERIGROUP with 


evidence of Provider's compliance with the foregoing insurance requirements, as reasonably 
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requested by AMERIGROUP from time to time during the term of this Agreement, but in no 


event less than annually.  Provider shall provide AMERIGROUP with at least thirty (30) days 


prior written notice of any cancellation or non-renewal of any required coverage or any reduction 


in the amount of Provider's coverage, and shall secure replacement coverage meeting the 


requirements hereunder so as to ensure no lapse in coverage.  Provider shall furnish 


AMERIGROUP with a certificate of insurance evidencing such replacement coverage.  Provider 


shall also furnish a certificate of insurance to a requesting Agency upon request. Provider may 


maintain coverage hereunder through a self-funded insurance plan, provided that Provider 


maintains actuarially sound reserves related to such self-funded plan and provides to 


AMERIGROUP on a semi-annual basis an opinion letter from an independent actuarial firm or 


other proof reasonably acceptable to AMERIGROUP attesting to the financial adequacy of such 


reserves. 


3.9 Contracted Provider Requirements.  Unless otherwise approved in writing by 


AMERIGROUP, Provider and its employees shall perform all the services required hereunder 


directly and not pursuant to any subcontract between Provider and any other person or entity (a 


“Contracted Provider.”)  In the event that any portion of the services that Provider is responsible 


for hereunder are performed for on behalf of Provider by a Contracted Provider, Provider shall 


be responsible for ensuring that such Contracted Provider furnishes such services in compliance 


with all of Provider’s obligations under this Agreement including, without limitation, 


maintaining required insurance, maintaining medical records, and holding Covered Persons 


harmless for the cost of any services or supplies provided by Contracted Providers to such 


Covered Persons.  This section shall not preclude Provider from using contract nursing services 


or obtaining locums tenens coverage for Participating Physicians that are on temporary leave. 


3.10 Proprietary Information. 


(a) The parties acknowledge and agree that all the following information is 


proprietary:  AMERIGROUP’s quality assurance, utilization management, risk management and 


peer review programs; AMERIGROUP's credentialing procedures; this Agreement, including the 


rates of reimbursement payable under this Agreement; AMERIGROUP's Provider Manual; 


information related to AMERIGROUP programs, policies, protocols and procedures, and all 


information otherwise furnished to Provider by AMERIGROUP as a result of this Agreement.  


The parties agree not to use such proprietary information except for the purpose of carrying out 


their obligations under this Agreement.  Neither party shall disclose any proprietary information 


to any person or entity without the other party’s express written consent except to the extent such 


information is available in the public domain or was acquired by such party from a third party 


not bound to preserve the confidentiality of such information. 


(b) Provider and AMERIGROUP shall each treat all information which is 


obtained through its respective performance under the Agreement as confidential information 


which is obtained through its respective performance under the Agreement as confidential 


information to the extent that confidential treatment is required under applicable law and 


regulations, including without limitation 42 C.F.R. Section 422.118 and 45 C.F.R. Parts 160 and 


164, as may be amended from time to time, and shall not use any information so obtained in any 


manner except as necessary to the proper discharge of its obligations and securing of its rights 


hereunder.  Provider and AMERIGROUP shall each have a system in effect to protect all records 
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and all other documents deemed confidential by law which are maintained in connection with the 


respective activities of Provider or AMERIGROUP and performing in connection with this 


Agreement.  Any disclosure or transfer of confidential information by Provider or 


AMERIGROUP will be in accordance with applicable law. 


3.11 Provision of Non-Covered Services.  Prior to the provision of any services to a 


Covered Person that are not Covered Services, Provider (a) shall advise the Covered Person, in 


writing, (i) of the nature of the service; (ii) that the service is not a Covered Service for which 


compensation is payable hereunder; and (iii) that the Covered Person will be responsible for 


paying for the service;  (b) shall obtain a signed Private Pay form from such Covered Person; and 


(c) shall otherwise comply with all applicable law, Program Contract and Agency requirements 


related to the provision of non-covered services to Covered Persons. 


3.12 Representations and Warranties. 


(a) Provider Status.  Provider hereby represents and warrants that Provider: (i)  


has the power and authority to enter into this Agreement; (ii) is legally organized and operated to 


provide the services contemplated hereunder; (iii) is not in violation of any licensure requirement 


applicable to Provider under law, Program Contract or Agency rules; (iv) has not been excluded 


from participation in the Medicare, Medicaid and /or SCHIP programs pursuant to Sections 1128 


or 1156 of the Social Security Act; (v) has not been convicted of bribery or attempted bribery of 


any official or employee of the jurisdiction in which Provider operates, nor made an admission of 


guilt of such conduct which is a matter of record; (vi) is not presently disbarred, suspended, 


proposed for debarment, declared ineligible, or voluntarily excluded from providing Covered 


Services by any federal or state department or contractor; (vii) is capable of providing all data 


related to the services provided hereunder in a timely manner as reasonably required by 


AMERIGROUP to satisfy Regulatory Requirements, including, without limitation, data required 


under the Health Employer Data and Information Set and National Committee for Quality 


Assurance requirements; and (viii) qualifies as a participating provider in all Programs in 


accordance with the applicable Regulatory Requirements. 


(b) Provider Information and Documentation.  Provider represents and 


warrants that all information provided by Provider to AMERIGROUP, including without 


limitation, information relating to insurance coverage, quality assurance, credentialing, change of 


ownership of Provider and availability of medical care by Provider to Covered Persons, is true 


and correct as of the date such information is furnished, and Provider is unaware of any 


undisclosed facts or circumstances that would make such information inaccurate or misleading.  


Provider shall provide AMERIGROUP with written notice of any changes to such information 


within five (5) business days of such change. 


3.13 Reporting Fraud and Abuse.  Provider shall cooperate with AMERIGROUP’s 


anti-fraud compliance program.  If Provider identifies any actual or suspected fraud, abuse, or 


misconduct in connection with the services rendered hereunder, in violation of state or federal 


law, Provider immediately shall report such activity directly to the Compliance Officer of 


AMERIGROUP in accordance with the Provider Manual. 
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3.14 Conformance with Law; Effect of Governmental Action. In addition to and 


without limiting the applicability of any other sanctions and penalties that may be applicable for 


Provider’s failure to conform with such federal, state and local laws, rules and regulations, 


Provider acknowledges and agrees that, in connection with the Medicare Program, Provider’s 


failure to report potential fraud or abuse may result in sanctions, cancellation of contract, or 


exclusion from participation in the Medicare Program. Provider agrees to comply with all state 


and federal laws, rules and regulations that apply to all persons receiving state and federal funds, 


including without limitation, all applicable Medicare laws, rules and regulations and all CMS 


instructions. 


ARTICLE IV 


REIMBURSEMENT 


4.1 Claims Submission.  Except to the extent Provider is compensated on a capitation 


basis under this Agreement, Provider shall submit claims on either a current CMS-1500 claim 


form for professional claims or a CMS-1450 claim form for institutional claims (or successor 


forms), or the electronic equivalent in the manner and to the location described in the Provider 


Manual.  Provider is encouraged to submit claims information through electronic data 


interchange (EDI) that allows for automated processing and adjudication of claims. As 


AMERIGROUP continues to develop electronic interface systems for registration, eligibility and 


benefit verification and claims processing, Provider will use such electronic interface systems. 


Provider must use HIPAA compliant billing codes when billing or submitting encounter data. 


This applies to both electronic and paper claims. When billing codes are updated, Provider is 


required to use appropriate replacement codes for submitted claims for Covered Services.  In its 


discretion, AMERIGROUP may amend the Agreement as it deems necessary to clarify changes 


to standard billing codes. Regardless of whether AMERIGROUP so amends the Agreement, 


AMERIGROUP shall not pay any claims submitted using non-compliant billing codes. 


Claims must be submitted within ninety (90) days following the date service is 


rendered.  Claims not received by AMERIGROUP from Provider within such period may be 


denied payment.  AMERIGROUP will not deny Clean Claims for payment solely due to these 


claims being received after ninety (90) days from the date services were rendered in the event 


that Provider was unable to determine that the patient was an AMERIGROUP Covered Person, 


and where Provider timely filed such claim with another payor. In such event, Provider shall 


have ninety (90) days to resubmit such claim to AMERIGROUP from the date Provider receives 


a denial from the payor to which Provider originally submitted the claim. Such submission shall 


include proof of timely filing, and denial by, such other payor. 


4.2 Reimbursement.  As payment in full for Covered Services provided to Covered 


Persons hereunder, AMERIGROUP shall pay to Provider the reimbursement specifically set 


forth in Attachment A.  AMERIGROUP shall make payments under this Agreement to the name 


and address set forth in Provider’s Participating Provider application.  Reimbursement for Clean 


Claims shall be made in accordance with all Nevada prompt pay requirements as established 


under applicable law.  Provider agrees to accept payments or appropriate denials made in 


accordance with this Agreement as payment in full for all Covered Services provided to Covered 


Persons. 
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AMERIGROUP reserves the right to conduct chart review upon reasonable notice 


to Provider at Provider's normal place of business during normal business hours in order to 


determine the appropriateness of services and/or charges on a specific claim. AMERIGROUP 


reserves the right to use code-editing software to determine if services are considered part of, 


incidental to, or inclusive of the primary procedure.  Provider shall be responsible for collecting 


co-payments from Covered Persons to the extent required by Regulatory Requirements. Provider 


shall promptly submit all information requested by AMERIGROUP reasonably necessary to 


AMERIGROUP to compensate Provider for services provided hereunder. Provider shall not 


solicit or accept any surety or guarantee of payment from the Covered Person.  Covered Person 


shall include the patient, parent(s), guardian, spouse or any other legally responsible person of 


the Covered Person being served. 


4.3 Capitation of Contracted Providers; Encounter Data Requirements.  If Provider is 


compensated for services provided hereunder on a capitated basis, Provider shall: 


(a) arrange and coordinate all capitated Covered Services for Covered Persons 


assigned to Provider or one of Provider’s Participating Physicians for such capitated Covered 


Services;  


(b) accept the capitation payment payable hereunder as payment in full for all 


such capitated Covered Services provided to such Covered Persons;  


(c) timely submit complete and accurate encounter data for capitated services 


rendered to Covered Persons, including, without limitation, statistical and descriptive medical, 


diagnostic and patient data for Covered Services rendered to Covered Persons, and reporting 


requirements included in applicable Program Contracts; and 


(d) immediately notify both AMERIGROUP and the Program by certified 


mail, return receipt requested, if Provider becomes aware for any reason that Provider is not 


entitled to a capitation payment for a particular Covered Person for any reason (e.g., the death of 


a Covered Person). 


4.4 Financial Incentives.  No provision in this Agreement shall, or shall be construed 


to, create any incentive, financial or otherwise, for Provider to withhold Medically Necessary 


services. 


4.5 Recoveries from Third Parties.  Provider acknowledges and agrees that claims 


payments made by AMERIGROUP are subject to Program requirements regarding third party 


liability. Provider shall cooperate with AMERIGROUP's policies and procedures related to third 


party liability recovery in the event claims for services rendered by Provider to a Covered Person 


are related to an illness or injury for which a third party may be liable, including, without 


limitation, claims that may be covered by automobile insurance, workers’ compensation 


coverage, other health insurance, or otherwise give rise to a claim for third party liability, 


coordination of benefits or subrogation (to the extent permitted by applicable law, Program 


Contract and Agency requirements). Provider shall take all reasonable actions required by 


AMERIGROUP to assist AMERIGROUP in obtaining such recoveries, including executing any 
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appropriate documents reasonably requested by AMERIGROUP to enforce such claims or to 


assign any payments to AMERIGROUP. 


4.6 Right of Offset.  AMERIGROUP shall be entitled to offset an amount equal to 


any overpayments made by AMERIGROUP to Provider against any payments due and payable 


by AMERIGROUP to Provider under this Agreement. 


ARTICLE V 


PROVISIONS APPLICABLE TO FACILITY PROVIDERS  


5.1 Provider’s Obligations in Case of Emergency Medical Condition Affecting 


Covered Person. 


(a) Provider shall render timely and appropriate Medically Necessary services 


to treat an Emergency Medical Condition affecting a Covered Person, and shall comply with all 


applicable law related to the post-stabilization care of a Covered Person after an Emergency 


Medical Condition has been stabilized.  Provider shall use its best efforts to notify 


AMERIGROUP at the time of eligibility verification or by the end of the next business day after 


admission and identification of a Covered Person as an inpatient, or after rendition of emergency 


outpatient Covered Services to a Covered Person.  Notwithstanding any provision contained in 


this Agreement, no notification to, or coverage verification or pre-authorization from, 


AMERIGROUP is required prior to Provider rendering Emergency Services to a Covered 


Person. 


(b) If Emergency Services are required for an Emergency Medical Condition 


affecting a Covered Person and such Covered Person’s condition cannot be treated at Provider’s 


facilities, or if no Participating Specialist Physician with hospital privileges at Provider’s facility 


is available to treat the Covered Person at Provider’s facility, Provider shall arrange for the 


services of an alternate Participating Hospital, or, as applicable, the services of an alternate 


Participating Specialist Physician; provided, however, that in the event obtaining the services of 


an alternate Participating Hospital or an alternate Participating Specialist Physician is 


impractical, Provider shall arrange for the services by an appropriate non-participating hospital 


or, as applicable, an appropriate non-participating specialist physician. 


5.2 Claim Submission.  In addition to the other requirements described in this 


Agreement related to Provider’s claim submission, for inpatient lengths of stay in excess of thirty 


(30) days, Provider shall provide AMERIGROUP with interim claims within ten (10) days after 


the end of the initial thirty (30) day period or any successive thirty (30) day period thereafter.  


5.3 Physician Privileges.  Subject to Provider’s medical staff bylaws, Provider shall 


grant admitting and attending privileges to AMERIGROUP Participating Physicians who satisfy 


Provider’s credentialing criteria. 


ARTICLE VI 


COMPLIANCE WITH REGULATORY REQUIREMENTS 


6.1 Compliance with Regulatory Requirements.  AMERIGROUP and Provider shall 


each comply with all applicable Regulatory Requirements related to this Agreement.  The failure 
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of this Agreement to expressly reference a Regulatory Requirement applicable to either party in 


connection with their duties and responsibilities hereunder shall in no way limit such party’s 


obligation to comply with such Regulatory Requirement. Without limiting the foregoing, this 


Agreement incorporates by reference all applicable federal and state laws, rules and regulations, 


consent decrees and court orders.  Any amendments to or revisions of such laws, regulations, 


consent decrees or court orders shall automatically be incorporated into the Agreement, as of 


their respective effective dates.  Except as otherwise required under applicable Regulatory 


requirements, to the extent any provision set forth in this Article VI conflicts with any provision 


otherwise set forth in this Agreement, the requirements of this Article VI shall control. 


6.2 Hold Harmless.  Provider hereby agrees that in no event, including, but not 


limited to nonpayment by AMERIGROUP, the insolvency of AMERIGROUP, or breach of this 


agreement, shall Provider bill, charge, collect a deposit from; seek compensation, remuneration 


or reimbursement from; or have any recourse against Covered Persons, DHCFP, DOI or persons 


other than AMERIGROUP for services provided pursuant to this Agreement. This provision 


shall not prohibit collection from Covered Persons of any applicable co-payments or deductibles 


billed in accordance with the terms of the subscriber agreement for AMERIGROUP. 


Provider further agrees that (i) this provision shall survive the termination of this 


Agreement regardless of the cause giving rise to such termination and shall be construed to be 


for the benefit of AMERIGROUP Covered Persons and (ii) this provision supersedes any oral or 


written agreement to the contrary now existing or hereafter entered into between Provider and 


the Covered Person or persons acting on the Covered Person's behalf. 


6.3 Rights of Participating Providers.  Nothing in the Agreement shall be construed as 


prohibiting any Participating Provider from advising or advocating on behalf of a Covered 


Person, who is his or her patient,  for the following:  


(a) The Covered Person’s health status, medical or behavioral health care, or 


treatment options, including alternative treatment that may be self-administered; 


(b) Any information the Covered Person needs in order to decide among all 


relevant treatment options; 


(c) The risks, benefits and consequences of treatment or non-treatment; or 


(d) The Covered Person’s right to participate in decisions regarding his or her 


health care, including the right to refuse treatment and to express preferences about future 


treatment decisions. 


(e) The Covered Person’s right to obtain Medically Necessary Covered 


Services, with the written authorization of such Covered Person and through the utilization 


review or grievance processes established by AMERIGROUP. 


6.4 Laboratory Compliance.  If Provider performs laboratory services, Provider shall 


comply with all requirements of the Clinical Laboratory Improvement Act (“CLIA”), regulations 


promulgated thereunder and any amendments and successor statutes and regulations thereto.  


Upon execution of this Agreement, Provider shall furnish written verification to AMERIGROUP 
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that Provider’s laboratory facilities, if any, and those with which it conducts business related to 


Covered Persons, have appropriate CLIA certification of registration or waiver and a CLIA 


identification number.  Provider shall notify AMERIGROUP in writing of any changes in 


Provider’s CLIA certification status or the certification status of any laboratory facilities with 


which Provider conducts business related to Covered Persons within five (5) business days of 


any such changes. 


6.5 Medicare Co-payments and Deductibles; Limitations of Billing. 


(a) In connection with the Medicare Program, except for costs associated with 


non-Covered Services provided to a Covered Person, applicable co-payments and deductibles as 


permitted under the Medicare Program and set forth in the AMERIGROUP Provider Manual or 


in the schedule of benefits for the Medicare Program are the only amounts that Provider may 


collect from a Medicare-eligible Covered Person in connection with Covered Services.  Provider 


acknowledges that Medicaid cost-sharing requirements may preclude Provider’s collection of co-


payments or deductibles from dual eligible Medicare and Medicaid Covered Persons. 


(b) Provider shall be responsible for collecting any applicable co-payments or 


permitted deductibles at the time of service in accordance with the policies and procedures set 


forth in the AMERIGROUP Provider Manual. 


(c) Provider understands that if Provider initiates any actions to collect 


payment from any Medicare-eligible Covered Person over and above allowable co-payments, 


excluding payment for services not covered under the Medicare Program, AMERIGROUP will 


initiate and maintain such necessary action to stop Provider or Provider’s employee, agent, 


assign, trustee, or successor in interest from maintaining such action against such Medicare-


eligible Covered Person. 


(d) Covered Persons eligible for both Medicare and Medicaid will not be held 


liable for Medicare Part A and B cost sharing when the State of Nevada is responsible for paying 


such amounts. AMERIGROUP will not impose cost-sharing that exceeds the amount of cost-


sharing that would be permitted with respect to the member under title XIX if the member were 


not enrolled in such a plan. The provider will accept AMERIGROUP’s payment as payment in 


full. 


6.6 Medicare Reporting Requirements.  In accordance with 42 C.F.R. §422.504(i); 


AMERIGROUP and Provider expressly agree: 


(a) HHS, the Comptroller General of HHS (the “Comptroller General”) or 


their designees, may audit, evaluate, or inspect any books, contracts, medical records, patient 


care documentation, and all other records of AMERIGROUP and Provider, as well as their 


related entities, contractors, subcontractors or transferees, that pertain to any aspect of the 


services performed under this Agreement, reconciliation of benefit liabilities, and determination 


of amounts payable under this Agreement, or as the Secretary of HHS (the “Secretary”) may 


deem necessary to enforce this Agreement. 


(b) AMERIGROUP and Provider each agree to make available, for the 


purposes specified in 42 C.F.R. §422.504 (d), (e), their respective premises, physical facilities 
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and equipment, records relating to Covered Persons and any additional relevant information that 


CMS may require. 


(c) HHS, the Comptroller General, or their designees’ right to inspect, 


evaluate and audit shall extend through ten (10) years from the final date of the Medicare 


Program contract or the completion of a final audit by CMS related to same, whichever is later, 


unless CMS determines there is a special need to retain a particular record or group of records 


for a longer period than ten (10) years and so notifies AMERIGROUP at least thirty (30) days 


prior to the normal disposition date, or CMS determines there is a reasonable possibility of fraud. 


6.7 Right to Inspect Records.  The Program, HHS, CMS, the State of Nevada State 


Medicaid Fraud Unit, and the State of Nevada’s Attorney General's Office shall have the right to 


evaluate through inspection, or other means, whether announced or unannounced, any records 


pertinent to this Agreement including quality, appropriateness and timeliness of services and 


such evaluation, when performed, shall be performed with the cooperation of AMERIGROUP 


and Provider.  Upon request, AMERIGROUP shall assist in such reviews. 


 


6.8 Conflicts of Interest.  Provider warrants that no part of the total Agreement 


amount received by Provider under this Agreement shall be paid directly, indirectly or through a 


parent organization, subsidiary or an affiliated organization to any state or federal officer or 


employee of the State of Nevada or any immediate family member of a state or federal officer or 


employee of the State of Nevada as wages, compensation, or gifts in exchange for acting as 


officer, agent, employee, subcontractor, or consultant to the Provider in connection with any 


work contemplated or performed relative to this Agreement unless disclosed to by DHCFP.  For 


purposes of this Section 6.8, “immediate family member” shall mean a spouse or minor 


child(ren) living in the household. 


Provider shall ensure that it maintains adequate internal controls to detect and 


prevent conflicts of interest from occurring at all levels of its organization. 


6.9 Gratuities.  By signing this Agreement, Provider certifies that no member of or 


delegate of Congress, nor any elected or appointed official or employee of the State of Nevada, 


the United States General Accounting Office, the United States Department of Health and 


Human Services, CMS, or any other federal agency has or will benefit financially or materially 


due to influence in obtaining this Agreement. This Agreement may be terminated by 


AMERIGROUP, or at the direction of Medicaid, if it is determined that gratuities of any kind 


were offered to or received by any of the aforementioned officials or employees from  Provider 


or Provider’s agents or employees. 


6.10 Lobbying.  By signing this Agreement, Provider certifies to the best of its 


knowledge and belief that federal funds have not been used for lobbying in accordance with 45 


CFR Part 93 and 31 USC 1352.  Provider shall disclose any lobbying activities using non-federal 


funds in accordance with and to the extent required by 45 CFR Part 93. Provider agrees, pursuant 


to 31 U.S.C. § 1352 and 45 C.F.R. Part 93, that no federal appropriated funds have been paid or 


will be paid to any person by or on behalf of Provider for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of Congress, or an employee of a member of Congress in connection with the award 
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of any federal contract, the making of any federal grant, the making of any federal loan, the 


entering into of any cooperative contract, or the extension, continuation, renewal, amendment, or 


modification of any federal contract, grant loan, or cooperative contract.  Provider agrees to 


submit any required certifications or take any other actions required under applicable law related 


to Provider’s compliance with 31 U.S.C. § 1352 and 45 C.F.R. Part 93, or any successor statutes 


or regulations thereto or promulgated thereunder. If any funds other than federal appropriated 


funds have been paid or will be paid by Provider to any person for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of any agency, an officer or employee of Congress, or an employee of a member of 


Congress in connection with the award of any federal contract, the making of any federal grant, 


the making of any federal loan, the entering into of any cooperative contract, or the extension, 


continuation, renewal, amendment, or modification of any federal contract, grant, loan, or 


cooperative contract, and the contract exceeds $100,000.00, Provider shall complete and submit 


Standard Form LLL-"Disclosure of Lobbying Activities" in accordance with its instructions. 


6.11 Federal Medicaid Program Integrity Requirements.  Provider shall prepare and 


submit to AMERIGROUP applicable disclosures of information in accordance with the 


requirements specified in 42 CFR, Part 455, Subpart B. 


6.12 Non-Discrimination.  Provider shall abide by the federal Civil Rights Act of 1964, 


the Federal Rehabilitation Act of 1973, and all other applicable statutes, regulations and orders 


(including, without limitation, Executive Orders 11246 and 11375, “Equal Employment 


Opportunities”) as amended, and any and all successor statutes, regulations and related orders.  


Provider shall not exclude any Covered Person from participation in any aid, care, service or 


other benefit, or deny any Covered Person such services on the grounds of race, color, national 


origin, sex, age, disability, political beliefs or religion.  Provider shall not subject any Covered 


Person to discrimination due to such Covered Person’s status as a Program Contract beneficiary. 


6.13 Financial Disclosure.  Provider shall comply with all financial disclosure 


requirements under 42 U.S.C. § 1396b(m) and 42 C.F.R. § 434, and all other applicable law. 


6.14 Advance Directives.  Provider shall comply with all applicable requirements 


under 42 C.F.R. § 434.28 related to Advance Directives. 


6.15 Additional Program Contract Requirements. 


(a) Provider and AMERIGROUP acknowledge and agree that pursuant to 


Nevada Administrative Code Section 695C.190, the following provisions are included in this 


Agreement and the parties shall comply with such provisions: 


(i) Provider releases the Covered Person from any liability for the cost 


of services rendered pursuant to this Agreement, except for any nominal payment to be made by 


the Covered Person, if applicable pursuant to Program Contract or Agency rules, or for a service 


that is not a Covered Service in accordance with the terms of this Agreement. 


(ii) Provider shall participate in AMERIGROUP programs to assure 


the quality of health care provided to Covered Persons. 
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(iii) Provider shall provide all medically necessary services required by 


an applicable Program to each Covered Person for the period for which a premium has been paid 


to AMERIGROUP. 


(iv) if Provider is a physician, Provider shall transfer or otherwise 


arrange for the maintenance of the records of Covered Persons who are patients of Provider if 


this Agreement is terminated for any reason or if Provider otherwise leaves the panel of 


physicians associated with AMERIGROUP. 


6.16 Agency and Program Requirements. 


(a) AMERIGROUP shall provide a copy of this Agreement to DHCFP, upon 


request. 


(b) Provider shall comply with all relevant provisions of the Medicaid 


Program Contract appropriate to the Provider’s service or activity, specifically including but not 


limited to the provisions related to confidentiality, federal Health Insurance Portability and 


Accountability Act requirements, insurance requirements and record retention. 


(c) Nothing contained herein shall operate to relieve AMERIGROUP of its 


legal responsibility under the Medicaid Program Contract. 


(d) AMERIGROUP shall monitor Provider’s performance on an on-going 


basis and subject Provider to formal review according to periodic schedules established by the 


State of Nevada, consistent with industry standards and/or state laws and regulations.  If 


AMERIGROUP identifies deficiencies or areas for improvement in Provider’s performance, 


AMERIGROUP may require Provider to take corrective action. 


(e) AMERIGROUP and Provider are responsible for and shall provide 


immediate notification to DHCFP regarding all suspected recipient and provider fraud and abuse.  


Provider acknowledges that upon AMERIGROUP’s awareness of any disciplinary action, 


sanction taken against Provider or any suspected fraud or abuse, AMERIGROUP shall 


immediately inform DHCFP. 


6.17 Executive Order 13496.  This provision is applicable to Providers who participate 


in AMERIGROUP’s Medicare program under Medicare Parts C and D and receive at least 


$10,000 or more in payments from such AMERIGROUP Medicare program. Provider shall 


comply with the requirements of Executive Order 13496, 29 CFR 471, Appendix A to 


Subpart A. 


6.18 Performance Within the U.S.  Provider agrees that all services to be performed 


herein shall be performed in the United States of America.  Breach, or anticipated breach, of the 


foregoing shall be a material breach of this Agreement and, without limitation of remedies, shall 


be cause for immediate termination of this Agreement. 
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ARTICLE VII 


RECORDS AND CONFIDENTIALITY 


7.1 Records.  Provider shall maintain an adequate record system of medical, financial 


and administrative records for recording services, service providers, charges, dates and all other 


commonly accepted information elements for services rendered to Covered Persons pursuant to 


this Agreement (including but not limited to such records as are necessary for the evaluation of 


the quality, appropriateness, and timeliness of services performed under this Agreement). Such 


records shall be kept in accordance with industry standards, Regulatory Requirements, including 


without limitation applicable law regarding confidentiality of Covered Person information. Such 


records shall be retained by Provider for the period of time required under Regulatory 


Requirements, but in no event less than ten (10) years from the date the service is rendered. 


Provider shall provide state and federal agencies access to review records related to services 


provided hereunder in accordance with Regulatory Requirements. Provider shall permit 


AMERIGROUP or its designated agent to review records directly related to services provided to 


Covered Persons, either by providing such records to AMERIGROUP for off-site review, or on-


site at Provider’s facility, upon reasonable notice from AMERIGROUP and during regular 


business hours.  Provider shall obtain all necessary releases, consents and authorizations from 


Covered Persons with respect to their medical records to permit AMERIGROUP access to such 


records.  Provider shall supply the records described above at no charge upon request. Covered 


Persons and their representatives shall be given access to any requested copies of the Covered 


Persons’ medical records, to the extent and in the manner provided by law as amended and 


subject to reasonable charges. The requirements of this section pertain to the retention of records 


for Medicaid purposes only; other state or federal rules may require longer retention periods and 


Provider shall comply with all such state or federal law and Agency rules.  These minimum 


record keeping periods shall begin to run from the last date of treatment.  After these minimum 


record keeping periods, state law allows for the destruction of records.  Said records shall be 


made available for fiscal audit, medical audit, medical review, utilization review, and other 


periodic monitoring upon request of authorized representative of the Program. The rights and 


obligations of the parties under this section shall survive the termination of this Agreement. 


7.2 Record Transfer. Provider shall cooperate in the transfer of Covered Persons' 


medical records to other Participating Providers when required, subject to Regulatory 


Requirements, and shall assume the cost associated therewith.  Following a Covered Person's 


request for record transfer, Provider shall transfer such Covered Person's medical records in 


Provider's custody within ten (10) days following the request or such other time period required 


under Regulatory Requirements. 


ARTICLE VIII 


COMPLAINT/DISPUTE RESOLUTION 


8.1 Complaints of Covered Persons.  AMERIGROUP shall notify the Provider 


concerning any complaint by a Covered Person involving that Provider or a Participating 


Provider of that Provider in accordance with procedures set forth in the Provider Manual. The 


provisions of this Article shall only apply to disputes that have complied fully with all grievance 


and appeal procedures set forth in the Provider Manual. 
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8.2 Negotiation of Disputes. 


(a) In the event of a dispute arising out of this Agreement that is not resolved 


by, or is not within the scope of relationship management set forth in the Agreement, or that is 


not resolved by informal discussions among the Parties, the Parties shall negotiate the dispute.  


Any party may initiate negotiation by sending a written description of the dispute to the other 


Parties by certified or registered mail or personal delivery.  The description shall explain the 


nature of the dispute in detail and set forth a proposed resolution, including a specific time frame 


within which the Parties must act.  The Party receiving the letter must respond in writing within 


thirty (30) days with a detailed explanation of its position and a response to the proposed 


resolution.  With in thirty (30) days of the initiating Party receiving this response, principals of 


the Party who have authority to settle the dispute will meet to discuss the resolution of the 


dispute.  The initiating Party shall initiate the scheduling of this negotiating session. 


(b) In the event the Parties are unable to resolve the dispute following the 


negotiation, a Party shall have the right to pursue all available remedies at law or equity, 


including injunctive relief. 


ARTICLE IX 


TERM; TERMINATION 


9.1 Initial Term and Renewal.  Subject to the terms and conditions otherwise set forth 


in this Agreement, this Agreement shall have an initial term of two (2) years, commencing as of 


the Effective Date, and shall renew automatically thereafter for successive terms of one (1) year, 


unless either party notifies the other of its intent not to renew at least one hundred twenty (120) 


days prior to the end of the term. 


9.2 Termination Without Cause.  Notwithstanding any other provision included in 


this Agreement, Provider and AMERIGROUP shall each be entitled to terminate this Agreement 


at any time during its term by providing one hundred and twenty (120) days prior written notice 


to the other party. 


9.3 Termination by Either Party for Cause.  Either party may terminate this 


Agreement for Cause, defined as a material breach of this Agreement by the other party hereto, 


upon ninety (90) days prior written notice to the other party.  The notice shall set forth the 


reasons for termination and provide the breaching party ninety (90) days to cure such material 


breach or the termination becomes effective. 


9.4 Immediate Termination; Automatic Termination. 


(a) Immediate Termination.  AMERIGROUP shall be entitled to terminate 


this Agreement immediately upon AMERIGROUP’s determination made in good faith and with 


reasonable belief that (A) a Covered Person’s health is subject to imminent danger or a 


physician’s ability to practice medicine is effectively impaired by an action of the Board of 


Medicine or other governmental agency or (B) Provider continues a practice or pattern of (1) 


substantial disregard for the rules and regulations of AMERIGROUP with respect to patient care, 


or (2) material deviation from the practice and quality assurance standards adopted by 


AMERIGROUP, or (C) Provider’s continued participation could adversely affect the care of 
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Covered Persons.  In addition, AMERIGROUP may immediately terminate this Agreement upon 


the filing of a petition in bankruptcy for liquidation or reorganization by or against Provider, if 


Provider becomes insolvent, or if a receiver is appointed for Provider or its property.  In the case 


of termination under this subsection, the effective date of such termination shall be the date set 


forth in AMERIGROUP’s written notice to Provider notifying Provider of such termination. 


(b) Automatic Termination.  This Agreement shall automatically and 


immediately terminate upon the expiration, surrender, revocation, restriction or suspension of 


any professional license required for Provider to perform the services contemplated hereunder or 


Provider’s participation in any applicable Program. In addition, if Provider is terminated, barred, 


suspended or otherwise excluded from participation in, or has voluntarily withdrawn as the result 


of a settlement agreement related to, any program under Titles XVIII, XIX or XX of the Social 


Security Act, this Agreement shall automatically and immediately terminate. 


9.5 Continuation of Care. 


(a) In the event of the termination of this Agreement for any reason except 


termination of this Agreement for cause by AMERIGROUP pursuant to subsection (c) below, 


any Covered Person who is suffering from and receiving active health care services for a chronic 


or terminal illness or who is an inpatient shall have the right to continue to receive health care 


services from Provider for a period of up to sixty (60) days from the date of the termination of 


this Agreement.  Any Covered Person who is pregnant and receiving treatment in connection 


with that pregnancy at the time of termination of this Agreement may continue to receive health 


care services from Provider for the remainder of her pregnancy and six (6) weeks post-partum. 


(b) During the continuity of care provision described in subsection (a) above, 


Provider shall continue to provide services in accordance with the terms of this Agreement 


applicable immediately prior to the termination of this Agreement, and AMERIGROUP shall 


continue to meet all of the obligations of this Agreement. 


(c) A Covered Person shall not have the right to continuation of care if the 


termination of this Agreement is for loss of Provider license, or if the termination of this 


Agreement is due to reasons related to quality of health care services rendered, which may 


adversely impact the health, safety or welfare of Covered Persons. 


ARTICLE X 


MISCELLANEOUS 


10.1 Amendment.  A contract between AMERIGROUP and Provider may be 


amended: 


(a) At any time by the mutual agreement of the parties as evidenced in a 


writing signed by the parties. 


(b) Except as otherwise provided in this paragraph, by AMERIGROUP upon 


giving to Provider thirty (30) days written notice of the modification.  If Provider fails to object 


in writing to the modification within the thirty (30) day period, the modification becomes 


effective at the end of that period.  If a timely objection is received by AMERIGROUP from 
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Provider within the thirty (30) day period, the modification shall not become effective unless 


mutually agreed to by both parties as described in paragraph (a). 


10.2 Non-Exclusivity; Volume.  This Agreement shall not, nor shall it be construed, to 


limit or restrict Provider or AMERIGROUP in any manner from entering into any other 


agreements of any nature whatsoever with other persons or entities for the provision of the same 


or similar services contemplated hereunder.  Neither this Agreement nor anything contained 


herein shall, or shall be construed to, guaranty or obligate AMERIGROUP or any other party to 


provide any minimum number of referrals to Provider hereunder. 


10.3 Assignment or Sub-Delegation. 


(a) This Agreement may be assigned by Provider with the prior written 


consent of AMERIGROUP. 


(b) AMERIGROUP may assign this Agreement, in whole, or in part, at any 


time during the term of this Agreement without notice to, or consent of, Provider.  In the event of 


a partial assignment of this Agreement by AMERIGROUP, the obligations of the Provider shall 


be performed for AMERIGROUP with respect to the part retained and shall be performed for 


AMERIGROUP assignee with respect to the part assigned, and such assignee shall be solely 


responsible to perform all obligations of AMERIGROUP with respect to the part assigned. 


(c) The rights and obligations of the parties hereunder shall inure to the 


benefit of, and shall be binding upon, any permitted successors and assigns of the parties hereto. 


10.4 Indemnification. 


(a) Provider agrees to indemnify, defend, and hold harmless AMERIGROUP 


and its officers, employees and agents from and against any and all liability, loss, claim, damage 


or expense, including defense costs and legal fees, incurred in connection with (i) Provider’s 


breach of any representation and warranty made by Provider in this Agreement, and (ii) claims 


for damages of any nature whatsoever, including, but not limited to, bodily injury, death, 


personal injury or property damage arising from Provider’s delivery of health care services or 


Provider’s performance or failure to perform Provider's obligations hereunder. 


(b) AMERIGROUP agrees to indemnify, defend, and hold harmless Provider 


and, if Provider is an entity, its officers, employees and agents from and against any and all 


liability, loss, claim, damage or expense, including defense costs and legal fees, incurred in 


connection with claims for damages of any nature whatsoever, arising from AMERIGROUP’s 


performance or failure to perform its obligations hereunder. 


(c) Notwithstanding the foregoing subsections (a) and (b), this Section shall 


be null and void to the extent that it is interpreted to reduce insurance coverage to which either 


party is otherwise entitled, by way of any exclusion for contractually assumed liability or 


otherwise. 


10.5 Non-Performance Due to Governmental Action.  Provider acknowledges and 


agrees that this Agreement and the arrangement contemplated herein are subject to regulation by 
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state and federal governmental authorities.  In the event that any action of any such governmental 


authority impairs, limits, or delays AMERIGROUP's performance of any obligation hereunder, 


AMERIGROUP shall be excused from such performance, and AMERIGROUP's failure to 


perform such obligation for such reason shall not constitute a breach of this Agreement. 


10.6 Waiver.  Either party's waiver of any breach or violation of this Agreement by the 


other party shall not, nor shall it be construed to, constitute a waiver of any subsequent breach or 


violation of this Agreement by the other party. 


10.7 Severability.  The invalidity or unenforceability of any provision contained herein 


shall not affect the validity of any other provisions of this Agreement, and this Agreement shall 


be construed in all respects as if such invalid or unenforceable provision were omitted, or, to the 


extent permitted by applicable law, such invalid or unenforceable paragraph shall be replaced 


with another paragraph as similar in terms as may be possible and as may be legal, valid and 


enforceable. 


10.8 Construction.  This Agreement shall be construed without regard to any 


presumption or other rule requiring construction against the party causing this Agreement to be 


drafted. 


10.9 Notice.  Any notice required to be given under this Agreement shall be sent by 


U.S. First-Class Mail; certified mail, return receipt requested, postage prepaid; hand delivery; 


overnight prepaid delivery; or confirmed facsimile to the addresses set forth below, or to such 


other address designated by a party hereto by notice to the other party pursuant to the terms of 


this Agreement: 


If to AMERIGROUP, at the address set forth in the Provider Manual. 


If to Provider, to the address set forth in Provider’s AMERIGROUP participation 


application. 


10.10 Independent Contractor Status.  Nothing contained herein shall, or shall be 


construed to, create a partnership, joint venture or any other relationship between the parties 


hereto other than that of independent contractors. 


10.11 Entire Agreement.  This Agreement, together with the AMERIGROUP Provider 


Manual, and any attachments and amendments thereto constitute the entire Agreement and 


understanding between the parties with respect to the subject matter hereof, and supersede any 


prior understandings and agreements between the parties, whether written or oral, with respect to 


the subject matter hereof. Provider and AMERIGROUP shall waive any terms of this Agreement 


which, as they pertain to Medicaid Covered Persons, are in conflict with the specifications of the 


Medicaid Program Contract.  


10.12 Captions.  The section headings in this Agreement are for convenience of 


reference only, shall not define or limit the provisions hereof and shall have no legal effect 


whatsoever. 
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10.13 Coordination of Defense of Claims.  The parties hereto shall make all reasonable 


efforts, consistent with advice of counsel and their requirements of their respective insurance 


policies and carriers, to coordinate the defense of claims in which either party is named a 


defendant, or has a substantial possibility of being named a defendant. 


10.14 Governing Law.  This Agreement shall be governed by and construed in 


accordance with the state law of the State of Nevada, excluding and without application of any 


conflicts of law principles. 


10.15 Counterparts.  This Agreement and any amendment hereto may be executed in 


two or more counterparts, each of which shall be deemed to be an original and all of which taken 


together shall constitute one and the same agreement. 


10.16 Impossibility of Performance.  Neither party shall be liable, nor deemed to be in 


default hereunder, for any delay in performance or failure to perform under this Agreement 


which results directly or indirectly from acts of God, civil or military authority, acts of public 


enemy, war, accidents, fires, explosions, employee strikes or other work interruptions, 


earthquakes, floods, failure of transportation, or any cause beyond the reasonable control of such 


party. 
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IN WITNESS WHEREOF, the parties hereto have caused this Agreement to be executed 


by their duly authorized officers or agents. 


 


AMERIGROUP: 


AMERIGROUP Nevada, Inc. d/b/a 


AMERIGROUP Community Care 


By: ______________________________ 


____________________________[Name] 


____________________________[Title] 


____________________________[Date] 


Provider: 


__________________________________ 


Name according to W-9 with d/b/a 


By: _______________________________ 


(authorized signature) 


__________________________[Printed Name] 


__________________________[Title] 


__________________________[Address] 


__________________________ 


__________________________[Telephone] 


__________________________[Date] 
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Name according to W-9 with d/b/a: 


______________________________________________________________________________ 


Federal Tax Identification Number:  __________________ 


AMERIGROUP NEVADA, INC. 


d/b/a AMERIGROUP Community Care 


PARTICIPATING PROVIDER AGREEMENT 


FOR PHYSICIANS and ALLIED HEALTH PROFESSIONALS PROVIDERS 


THIS PARTICIPATING PROVIDER AGREEMENT (this "Agreement") is made by 


and between AMERIGROUP Nevada, Inc. d/b/a AMERIGROUP Community Care 


(“AMERIGROUP”) and the undersigned Provider (“Provider”), effective as of the date of 


complete execution of this Agreement (the "Effective Date"). 


RECITALS: 


A. AMERIGROUP is authorized to arrange for the provision of managed health care 


services to Covered Persons enrolled in any Program as more specifically defined in Section 1.19 


below. 


B. Provider is duly licensed in the State of Nevada to provide Covered Services to 


Covered Persons. 


C. AMERIGROUP desires that Provider provide the Covered Services contemplated 


herein to Covered Persons and Provider desires to provide such services, pursuant to the terms 


and conditions of this Agreement. 


AGREEMENT: 


NOW, THEREFORE, in consideration of the mutual covenants and agreements 


contained herein and for other good and valuable consideration, the receipt and sufficiency of 


which are hereby acknowledged, AMERIGROUP and Provider agree as follows: 


ARTICLE I 


DEFINITIONS 


The following terms shall have the meanings set forth below with respect to services 


furnished under this Agreement: 


1.1 Agency.  “Agency” means a federal, state or local agency, administration, board 


or other governing body responsible for the governance or administration of a Program. With 


respect to the operation of the Programs, as used herein, Agency also means The Division of 


Health Care Financing and Policy, a Division of the State of Nevada Department of Health and 


Human Resources (DHCFP) and the Centers for Medicaid and Medicare Services (CMS). 
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1.2 Behavioral Health Care Services.  “Behavioral Health Care Services” means 


services rendered for the treatment of mental health or drug and alcohol conditions. 


1.3 CMS.  “CMS” means the Center for Medicare & Medicaid Services, an 


administrative agency within the United States Department of Health & Human Services 


(“HHS”). 


1.4 Clean Claim.  “Clean Claim” means a request for payment for a service rendered 


by Provider, that (a) is timely submitted by Provider in accordance with claim filing 


requirements under applicable law, Program Contract and Agency rules and the then current 


AMERIGROUP policies and procedures; (b) is accurate and in the format required by 


AMERIGROUP; (c) includes all material information required by AMERIGROUP including, 


without limitation, all required substantiating documentation and information related to 


coordination of benefits and third party liability; (d) is undisputed as to the amount of the claim; 


and (e) includes no indication of fraudulent content or submission. 


1.5 Covered Person.  “Covered Person” means any person who is an eligible Program 


beneficiary and who is duly enrolled as an AMERIGROUP member in accordance with 


applicable enrollment requirements. 


1.6 Covered Services.  “Covered Services” means those health care services 


(including Behavioral Health Care Services) that a Covered Person is entitled to receive through 


AMERIGROUP pursuant to Regulatory Requirements, and for which an Attachment A is 


attached hereto setting forth the Provider’s reimbursement under one or more Programs. 


1.7 DHCFP.  “DHCFP” means the Division of Health Care Financing and Policy of 


the Nevada Department of Health and Human Resources. 


1.8 DHHS.  “DHHS” means the United States Department of Health and Human 


Services. 


1.9 DOI.  “DOI” means the Division of Insurance of the Nevada Department of 


Business and Industry. 


1.10 Eligible Charges.  “Eligible Charges” means charges for Covered Services as 


submitted by Provider, subject to program eligibility, benefit design, coordination of benefits and 


applicable authorizations. 


1.11 Emergency Behavioral Health Services.  “Emergency Behavioral Health 


Condition” means any condition, without regard to the nature or cause of the condition, which in 


the opinion of a prudent layperson possessing an average knowledge of health and medicine:  (a) 


requires immediate intervention and/or medical attention without which Covered Persons would 


present an immediate danger to themselves or others, or (b) which renders Covered Persons 


incapable of controlling, knowing or understanding the consequences of their actions. 


1.12 Emergency Medical Condition.  “Emergency Medical Condition” means 


Emergency medical condition means a medical condition manifesting itself by acute symptoms 


of sufficient severity (including severe pain) that a prudent layperson, who possesses an average 
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knowledge of health and medicine, could reasonably expect the absence of immediate medical 


attention to result in the following: (a) placing the health of the individual (or, with respect to a 


pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b) serious 


impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part. 


1.13 Emergency Services and Care.  “Emergency Services” means covered inpatient 


and outpatient services that are: (a) furnished by a provider that is qualified to furnish such 


services; and (b) needed to evaluate or stabilize an Emergency Medical Condition. 


1.14 HIPAA Regulations.  “HIPAA Regulations” mean those regulations adopted 


pursuant to the Health Insurance Portability and Accountability Act of 1996 and codified at Title 


45 of the Code of Federal Regulations (C.F.R.) relating to the privacy and security of protected 


health information, and including, without limitation, any amendments or successor laws, rules 


or regulations thereto. 


1.15 Medically Necessary or Medical Necessity.  “Medically Necessary” or “Medical 


Necessity” means Covered Services that are established as safe and effective as determined by 


the Nevada Medicaid Program.  The Covered Services must be: (a) consistent with the 


symptoms or diagnosis of the illness or injury under treatment; (b) necessary and consistent with 


generally accepted professional medical standards; (c) not furnished for the convenience of the 


Covered person, the attending physician, the caregiver, or to the physician supplier; and (d) 


furnished at the most appropriate level that can be provided safely and effectively to the 


recipient. AMERIGROUP will only cover items and services that are appropriate and necessary 


for the diagnosis or treatment of an illness or an injury, or to improve the functioning of a 


malformed body part. 


For the purposes of the Medicare Program, Medically Necessary health care 


services are health care services that: 


(a) are reasonable and necessary to prevent, or provide early screening, 


interventions, and/or treatments for, illnesses or medical conditions that cause suffering or pain, 


cause physical deformity or limitations in function, threaten to cause or worsen a handicap, cause 


illness or infirmity of a Covered Person, or endanger life; 


(b) are provided at appropriate facilities and at the appropriate levels of care 


for the treatment of a Covered Person’s health conditions; 


(c) are consistent with health care practice guidelines and standards that are 


endorsed by professionally recognized health care organizations or governmental agencies; 


(d) are consistent with the diagnoses of the conditions; and 


(e) no more intrusive or restrictive than necessary to provide a proper balance 


of safety, effectiveness, and efficiency. 


1.16 Participating Provider.  “Participating Provider” includes, as appropriate, any 


“Participating Hospital,” “Participating Physician,” “Participating Physician Group” or any other 


person or entity  that (a) is licensed to provide the health care services such person or entity is 
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providing under the laws of Nevada; (b) is party to a participation agreement with 


AMERIGROUP to provide Covered Services to Covered Persons, or is an employee or 


subcontractor of a Participating Provider and will be furnishing Covered Services hereunder; and 


(c) is, if applicable, duly credentialed by AMERIGROUP in accordance with AMERIGROUP 


credentialing requirements for the services the Participating Provider provides.  The definition of 


“Participating Provider” includes, but is not limited to, Provider. 


1.17 Primary Care Physician/Primary Care Provider.  “Primary Care Physician” or 


“Primary Care Provider” means a Participating Physician or other Participating Provider who (a) 


is credentialed in accordance with AMERIGROUP credentialing requirements for Primary Care 


Physicians or Primary Care Providers; (b) provides Primary Care Services; and (c) practices in 


the medical specialty areas of general practice, internal medicine, pediatrics, family medicine, or 


such other medical specialty areas as are specified to provide Primary Care Services in an 


applicable Program Contract. 


1.18 Primary Care Services.  “Primary Care Services” means (a) those Covered 


Services provided to a Covered Person involving initial and basic primary medical care, 


including, but not limited to, the Covered Services specifically identified as primary care 


services in an applicable Program Contract, and (b) the supervision and coordination of the 


delivery of these Covered Services to a Covered Person. 


1.19 Program.  “Program” means a Nevada state Medicaid Program (“Medicaid”) and 


state or local Child Health Insurance Program (“CHIP”), any successor programs thereto, and 


any other state or local program related to or administered in conjunction with Medicaid or 


CHIP, including without limitation any program providing coverage for eligible family members 


of CHIP beneficiaries, and for which an Attachment A is incorporated into this Agreement 


setting forth the Providers’ reimbursement for a respective Program.  Program, as defined in the 


Agreement, shall also include the Medicare Advantage Program administered by CMS, to the 


extent offered by AMERIGROUP in the State of Nevada.  In accordance with 42 C.F.R. 


422.504(i), AMERIGROUP shall oversee and be ultimately responsible to CMS for all 


responsibilities described in this Agreement. 


1.20 Program Contract.  “Program Contract” means any contract between 


AMERIGROUP and a jurisdiction or any applicable Agency of a jurisdiction, which governs the 


delivery of managed health care services to Program beneficiaries. 


1.21 Regulatory Requirements.  “Regulatory Requirements” means any requirements 


imposed by applicable federal, state or local laws, rules, regulations, a Program Contract, or 


otherwise imposed by the Agency in connection with the operation of the Program or the 


performance required by either party under this Agreement. 


1.22 Specialist Physician.  “Specialist Physician” means a Participating Physician who 


(a) is duly credentialed in accordance with the then current AMERIGROUP credentialing 


requirements for a Specialist Physician practicing in the physician’s medical specialty including, 


without limitation, having achieved applicable board specialty certification or having completed 


an approved residency program in such medical specialty; (b) provides services to Covered 
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Persons within the range of such medical specialty; and (c) meets any Specialist Physician 


requirements otherwise set forth in the applicable Program Contract. 


ARTICLE II 


AMERIGROUP OBLIGATIONS 


2.1 Identification Cards.  AMERIGROUP shall issue each Covered Person an 


identification card reflecting the Covered Person's name, the Covered Person’s selected Primary 


Care Physician, the Covered Person’s AMERIGROUP identification number, and such other 


information as required by the Agency.  A sample identification card will be provided upon 


request of Provider. 


2.2 Provider Manual.  AMERIGROUP shall furnish Provider with the applicable 


Provider Manual(s) for each Program referencing the policies and procedures established by 


AMERIGROUP including, without limitation, eligibility verification, utilization review, drug 


utilization, quality assurance, patient safety, compliance, authorizations for Covered Services, 


sanctions and denials, provider grievances, appeals and such other policies and procedures 


applicable to AMERIGROUP and Provider as required by Regulatory Requirements, and to 


otherwise effect the delivery of managed health care services to Covered Persons hereunder.  


AMERIGROUP shall provide electronic access to its Provider Manual through 


AMERIGROUP’s website.  AMERIGROUP shall provide Provider with at least thirty (30) days 


prior notice of any material modifications to such Provider Manual thereafter. 


2.3 Policies and Procedures.  AMERIGROUP shall reference material policies and 


procedures applicable to Provider in the Provider Manual.  Notwithstanding the above, 


AMERIGROUP’s failure to include a specific policy or procedure in the Provider Manual shall 


not limit the applicability of such policy and procedure to Provider; provided that 


AMERIGROUP uses its commercially reasonable efforts to notify Provider of such policy.  


AMERIGROUP shall furnish Provider with written notice of any material modifications to such 


policies and procedures during the term of this Agreement and shall respond to Provider 


inquiries related to such policies and procedures in a timely manner. Provider shall comply with 


all AMERIGROUP policies and procedures communicated to Provider by AMERIGROUP. 


2.4 Reports.  AMERIGROUP shall provide to Provider such utilization profiles or 


other reports, if any, that AMERIGROUP is required to provide to Provider under applicable 


law, Program Contract or Agency requirements. 


2.5 Provider Listing; Marketing/Advertising.  For the purposes of enrolling and 


referring Covered Persons, marketing, complying with Program Contract requirements, reporting 


to Agencies, and otherwise carrying out the terms and conditions of this Agreement, 


AMERIGROUP shall, and shall be entitled to use the name(s), business address(es), and phone 


number(s) of Provider and any individual Participating Provider employed by or under contract 


with Provider to provide services hereunder.  AMERIGROUP shall, and shall be entitled to, use 


information related to any such individual Participating Provider’s education, specialty, 


subspecialty, licensure, certification and hospital affiliation for the purposes described above. 
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2.6 Credentialing.  Except as mutually agreed by the parties and as evidenced in 


writing by an addendum to this Agreement, AMERIGROUP shall credential Provider and all 


Participating Providers employed by or under contract with Provider to provide services 


hereunder pursuant to the then current AMERIGROUP credentialing criteria applicable to 


Provider and any such Participating Providers. 


2.7 Schedule of Benefits and Determination of Covered Services.  AMERIGROUP 


shall provide Provider with schedules of Covered Services for applicable Programs and will 


notify Provider in a timely manner of any material amendments or modifications to such 


schedules. 


2.8 Affiliate Services. 


(a) Covered Services furnished to members of certain out-of-state entities 


affiliated with AMERIGROUP, including, without limitation, other AMERIGROUP corporations 


(“Affiliates”), shall be paid in accordance with the rates set forth in this Agreement or such other 


rates established by the Affiliate’s state Program governing care to out-of-state members.  Such 


services will be furnished in accordance with the terms and conditions of the Provider Manual.  


Notwithstanding the above, for purposes of this Section, “Affiliate Services” shall mean those 


services required to be furnished to an Affiliate’s members pursuant to the applicable state 


Medicaid program in the state in which the Affiliate is responsible for furnishing services. 


(b) AMERIGROUP shall be responsible for coordinating between Provider and 


the applicable Affiliate for any member of an Affiliate that receives services at Provider.  


AMERIGROUP shall ensure that the Affiliate adjudicates and pays for services furnished 


hereunder in accordance with this Agreement. 


(c) Nothing in this Agreement shall be construed to make Provider a 


participating provider of any Affiliate and Provider shall not be identified as such in any Affiliate 


directory of participating providers. 


(d) Affiliates shall be deemed third party beneficiaries of this Section. 


ARTICLE III 


PROVIDER OBLIGATIONS 


3.1 Provider Services.  Provider shall provide to Covered Persons those Covered 


Services within the scope of Provider’s licensure, expertise, and usual and customary range of 


services pursuant to the terms and conditions of this Agreement, and shall be responsible to 


AMERIGROUP for its performance hereunder.  Provider shall make available to Covered 


Persons hours of operation that are no less than the hours of operation offered to patients with 


other insurance coverage including, but not limited to, commercial health plans and shall use 


reasonable efforts to meet appointment waiting time standards and to limit office waiting time 


for appointment to one (1) hour or less.  Provider shall provide to Covered Persons access to 24 


hour-per-day, 7 day-per-week urgent and emergency services as required by Regulatory 


Requirements.  Provider shall provide Emergency Services and Care without requiring prior 


authorization of any kind.   
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3.2 Licensure and Accreditation.  At all times during the term of this Agreement, 


Provider shall (a) maintain in good standing all applicable licenses, certifications and 


registrations required for Provider to furnish services hereunder, including without limitation a 


National Provider Identification number (NPI); (b) be a certified Medicare and certified 


Medicaid Provider, to the extent required under the Program; and (c) subject to 


AMERIGROUP’s credentialing requirements, obtain and maintain accreditation from an 


applicable nationally recognized accrediting body; and  (d) not be subject to any determination or 


another action that would adversely impact Provider’s license or status as a certified Medicare 


and Medicaid provider.  Provider shall ensure that each of Provider’s employees is duly licensed, 


certified or registered as required under a Program and applicable standards of professional 


ethics and practice.  Provider shall notify AMERIGROUP within three (3) business days 


following Provider’s receipt of any notice of any restrictions upon, or suspension or loss of, any 


licensure, certification or registration or receipt of any notice of any restrictions, suspension or 


revocation of such accreditation required hereunder.  Provider shall submit to AMERIGROUP 


evidence of Provider's satisfaction of the requirements set forth in this section upon 


AMERIGROUP's reasonable request. Subject to Regulatory Requirements, AMERIGROUP has 


the right to immediately terminate this Agreement upon the expiration, surrender, revocation, 


restriction or suspension of such accreditation. 


3.3 Covered Person Verification.  Provider shall establish a Covered Person's 


eligibility for services prior to rendering services, except in the case of an Emergency Medical 


Condition where such verification may be impractical.  In the case of an Emergency Medical 


Condition, Provider shall establish a Covered Person’s eligibility as soon as reasonably practical. 


AMERIGROUP shall provide a system for Providers to contact AMERIGROUP to verify 


Covered Person eligibility 24 hours a day, 7 days per week.  Nothing contained in this 


Agreement shall, or shall be construed to require advance notice, coverage verification, or pre-


authorization for emergency room services provided in accordance with the federal Emergency 


Medical Treatment and Active Labor Act ("EMTALA") prior to Provider's rendering such 


services. 


3.4 Provider Responsibility.  AMERIGROUP shall not be liable for, nor will it 


exercise control or direction over, the manner or method by which Provider provides services to 


Covered Persons. Provider shall be solely responsible for all medical advice and services 


provided by Provider to Covered Persons. Provider acknowledges and agrees that 


AMERIGROUP may deny payment for provider services rendered to a Covered Person which it 


determines are not Medically Necessary, are not Covered Services pursuant to an applicable 


Program Contract, or are not otherwise provided in accordance with this Agreement.  Neither 


such a denial nor any action taken by AMERIGROUP pursuant to a utilization review, referral, 


or discharge planning program shall operate to modify Provider’s obligation to provide 


appropriate services to a Covered Person under applicable law and any code of professional 


responsibility.  Nothing in this Agreement shall be construed as prohibiting any Participating 


Provider from discussing treatment or non-treatment options with Covered Persons irrespective 


of whether such treatment options are Covered Services. 


3.5 Coordinated and Managed Care.  Provider shall participate in AMERIGROUP 


systems designed to facilitate the coordination of health care services.  Subject to medical 


judgment, patient care interests, and a patient's express instructions, and recognizing that the 
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level of Covered Services provided by Provider may be affected by the Provider's scope of 


services, Provider shall report clinical encounter data as required by such systems, and shall 


obtain all required Covered Person consents or authorizations necessary for Provider to report 


such clinical encounter data to AMERIGROUP. 


3.6 Concurrent Review.  Provider agrees to provide access to AMERIGROUP 


employees to review Covered Person’s medical records and perform on-site concurrent review 


during normal business hours.  AMERIGROUP employees will cooperate with the requirements 


of the Provider while on Provider’s premises.  During any such on-site concurrent review, 


Provider shall provide AMERIGROUP with access to a telephone and appropriate work space to 


conduct the review. 


3.7 Compliance with Credentialing, Utilization Management, Quality Assurance, 


Grievance, Coordination of Benefits, Third Party Liability and other Rules, Regulations, Policies 


and Procedures.  Provider shall comply and cooperate with all AMERIGROUP and Program 


requirements related to credentialing, utilization management, quality assurance, peer review, 


grievances, coordination of benefits and third party liability.  Provider shall comply with the 


terms of the Provider Manual. 


3.8 Insurance Coverage. 


(a) Professional Liability.  At all times during the term of this Agreement, 


Provider shall maintain professional liability insurance, including maintaining such tail or prior 


acts coverage necessary to avoid any gap in coverage for claims arising from incidents occurring 


during the term of this Agreement.  Such insurance shall (a) be obtained from a carrier 


authorized to conduct business in the jurisdiction in which Provider operates; (b) maintain 


minimum policy limits equal to $1,000,000.00 per occurrence and $3,000,000.00 in the 


aggregate; and (c) include coverage for the professional acts and omissions of Provider and any 


employee, agent or other person for whose acts or omissions Provider is responsible. 


(b) General Liability.  At all times during the term of this Agreement, 


Provider shall maintain general comprehensive liability insurance from a carrier authorized to 


conduct business in the jurisdiction in which Provider operates, in amounts required under 


Regulatory Requirements.  Said insurance shall cover Provider’s premises, insuring Provider 


against any claim of loss, liability, or damage caused by or arising out of the condition or alleged 


condition of said premises, or the furniture, fixtures, appliances, or equipment located therein, 


together with the standard liability protection against any loss, liability or damage resulting from 


the operation of a motor vehicle by Provider, Provider’s employees or agents. 


(c) Workers Compensation.  Provider shall maintain workers’ compensation 


insurance for Provider’s employees in accordance with the Nevada Worker’s Compensation 


Law.  Said insurance shall be obtained from a carrier authorized to conduct business in the 


jurisdiction in which Provider operates and shall provide such limits of coverage as required by 


Regulatory Requirements. 


(d) Evidence of Insurance.  Provider shall provide AMERIGROUP with 


evidence of Provider's compliance with the foregoing insurance requirements, as reasonably 
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requested by AMERIGROUP from time to time during the term of this Agreement, but in no 


event less than annually.  Provider shall provide AMERIGROUP with at least thirty (30) days 


prior written notice of any cancellation or non-renewal of any required coverage or any reduction 


in the amount of Provider's coverage, and shall secure replacement coverage meeting the 


requirements hereunder so as to ensure no lapse in coverage.  Provider shall furnish 


AMERIGROUP with a certificate of insurance evidencing such replacement coverage.  Provider 


shall also furnish a certificate of insurance to a requesting Agency upon request. Provider may 


maintain coverage hereunder through a self-funded insurance plan, provided that Provider 


maintains actuarially sound reserves related to such self-funded plan and provides to 


AMERIGROUP on a semi-annual basis an opinion letter from an independent actuarial firm or 


other proof reasonably acceptable to AMERIGROUP attesting to the financial adequacy of such 


reserves. 


3.9 Contracted Provider Requirements.  Unless otherwise approved in writing by 


AMERIGROUP, Provider and its employees shall perform all the services required hereunder 


directly and not pursuant to any subcontract between Provider and any other person or entity (a 


“Contracted Provider.”)  In the event that any portion of the services that Provider is responsible 


for hereunder are performed for on behalf of Provider by a Contracted Provider, Provider shall 


be responsible for ensuring that such Contracted Provider furnishes such services in compliance 


with all of Provider’s obligations under this Agreement including, without limitation, 


maintaining required insurance, maintaining medical records, and holding Covered Persons 


harmless for the cost of any services or supplies provided by Contracted Providers to such 


Covered Persons.  This section shall not preclude Provider from using contract nursing services 


or obtaining locums tenens coverage for Participating Physicians that are on temporary leave. 


3.10 Proprietary Information. 


(a) The parties acknowledge and agree that all the following information is 


proprietary:  AMERIGROUP’s quality assurance, utilization management, risk management and 


peer review programs; AMERIGROUP's credentialing procedures; this Agreement, including the 


rates of reimbursement payable under this Agreement; AMERIGROUP's Provider Manual; 


information related to AMERIGROUP programs, policies, protocols and procedures, and all 


information otherwise furnished to Provider by AMERIGROUP as a result of this Agreement.  


The parties agree not to use such proprietary information except for the purpose of carrying out 


their obligations under this Agreement.  Neither party shall disclose any proprietary information 


to any person or entity without the other party’s express written consent except to the extent such 


information is available in the public domain or was acquired by such party from a third party 


not bound to preserve the confidentiality of such information. 


(b) Provider and AMERIGROUP shall each treat all information which is 


obtained through its respective performance under the Agreement as confidential information 


which is obtained through its respective performance under the Agreement as confidential 


information to the extent that confidential treatment is required under applicable law and 


regulations, including without limitation 42 C.F.R. Section 422.118 and 45 C.F.R. Parts 160 and 


164, as may be amended from time to time, and shall not use any information so obtained in any 


manner except as necessary to the proper discharge of its obligations and securing of its rights 


hereunder.  Provider and AMERIGROUP shall each have a system in effect to protect all records 
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and all other documents deemed confidential by law which are maintained in connection with the 


respective activities of Provider or AMERIGROUP and performing in connection with this 


Agreement.  Any disclosure or transfer of confidential information by Provider or 


AMERIGROUP will be in accordance with applicable law. 


3.11 Provision of Non-Covered Services.  Prior to the provision of any services to a 


Covered Person that are not Covered Services, Provider (a) shall advise the Covered Person, in 


writing, (i) of the nature of the service; (ii) that the service is not a Covered Service for which 


compensation is payable hereunder; and (iii) that the Covered Person will be responsible for 


paying for the service;  (b) shall obtain a signed Private Pay form from such Covered Person; and 


(c) shall otherwise comply with all applicable law, Program Contract and Agency requirements 


related to the provision of non-covered services to Covered Persons. 


3.12 Representations and Warranties. 


(a) Provider Status.  Provider hereby represents and warrants that Provider: (i)  


has the power and authority to enter into this Agreement; (ii) is legally organized and operated to 


provide the services contemplated hereunder; (iii) is not in violation of any licensure requirement 


applicable to Provider under law, Program Contract or Agency rules; (iv) has not been excluded 


from participation in the Medicare, Medicaid and /or SCHIP programs pursuant to Sections 1128 


or 1156 of the Social Security Act; (v) has not been convicted of bribery or attempted bribery of 


any official or employee of the jurisdiction in which Provider operates, nor made an admission of 


guilt of such conduct which is a matter of record; (vi) is not presently disbarred, suspended, 


proposed for debarment, declared ineligible, or voluntarily excluded from providing Covered 


Services by any federal or state department or contractor; (vii) is capable of providing all data 


related to the services provided hereunder in a timely manner as reasonably required by 


AMERIGROUP to satisfy Regulatory Requirements, including, without limitation, data required 


under the Health Employer Data and Information Set and National Committee for Quality 


Assurance requirements; and (viii) qualifies as a participating provider in all Programs in 


accordance with the applicable Regulatory Requirements. 


(b) Provider Information and Documentation.  Provider represents and 


warrants that all information provided by Provider to AMERIGROUP, including without 


limitation, information relating to insurance coverage, quality assurance, credentialing, change of 


ownership of Provider and availability of medical care by Provider to Covered Persons, is true 


and correct as of the date such information is furnished, and Provider is unaware of any 


undisclosed facts or circumstances that would make such information inaccurate or misleading.  


Provider shall provide AMERIGROUP with written notice of any changes to such information 


within five (5) business days of such change. 


3.13 Reporting Fraud and Abuse.  Provider shall cooperate with AMERIGROUP’s 


anti-fraud compliance program.  If Provider identifies any actual or suspected fraud, abuse, or 


misconduct in connection with the services rendered hereunder, in violation of state or federal 


law, Provider immediately shall report such activity directly to the Compliance Officer of 


AMERIGROUP in accordance with the Provider Manual. 
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3.14 Conformance with Law; Effect of Governmental Action. In addition to and 


without limiting the applicability of any other sanctions and penalties that may be applicable for 


Provider’s failure to conform with such federal, state and local laws, rules and regulations, 


Provider acknowledges and agrees that, in connection with the Medicare Program, Provider’s 


failure to report potential fraud or abuse may result in sanctions, cancellation of contract, or 


exclusion from participation in the Medicare Program. Provider agrees to comply with all state 


and federal laws, rules and regulations that apply to all persons receiving state and federal funds, 


including without limitation, all applicable Medicare laws, rules and regulations and all CMS 


instructions. 


ARTICLE IV 


REIMBURSEMENT 


4.1 Claims Submission.  Except to the extent Provider is compensated on a capitation 


basis under this Agreement, Provider shall submit claims on either a current CMS-1500 claim 


form for professional claims or a CMS-1450 claim form for institutional claims (or successor 


forms), or the electronic equivalent in the manner and to the location described in the Provider 


Manual.  Provider is encouraged to submit claims information through electronic data 


interchange (EDI) that allows for automated processing and adjudication of claims. As 


AMERIGROUP continues to develop electronic interface systems for registration, eligibility and 


benefit verification and claims processing, Provider will use such electronic interface systems. 


Provider must use HIPAA compliant billing codes when billing or submitting encounter data. 


This applies to both electronic and paper claims. When billing codes are updated, Provider is 


required to use appropriate replacement codes for submitted claims for Covered Services.  In its 


discretion, AMERIGROUP may amend the Agreement as it deems necessary to clarify changes 


to standard billing codes. Regardless of whether AMERIGROUP so amends the Agreement, 


AMERIGROUP shall not pay any claims submitted using non-compliant billing codes. 


Claims must be submitted within ninety (90) days following the date service is 


rendered.  Claims not received by AMERIGROUP from Provider within such period may be 


denied payment.  AMERIGROUP will not deny Clean Claims for payment solely due to these 


claims being received after ninety (90) days from the date services were rendered in the event 


that Provider was unable to determine that the patient was an AMERIGROUP Covered Person, 


and where Provider timely filed such claim with another payor. In such event, Provider shall 


have ninety (90) days to resubmit such claim to AMERIGROUP from the date Provider receives 


a denial from the payor to which Provider originally submitted the claim. Such submission shall 


include proof of timely filing, and denial by, such other payor. 


4.2 Reimbursement.  As payment in full for Covered Services provided to Covered 


Persons hereunder, AMERIGROUP shall pay to Provider the reimbursement specifically set 


forth in Attachment A.  AMERIGROUP shall make payments under this Agreement to the name 


and address set forth in Provider’s Participating Provider application.  Reimbursement for Clean 


Claims shall be made in accordance with all Nevada prompt pay requirements as established 


under applicable law.  Provider agrees to accept payments or appropriate denials made in 


accordance with this Agreement as payment in full for all Covered Services provided to Covered 


Persons. 
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AMERIGROUP reserves the right to conduct chart review upon reasonable notice 


to Provider at Provider's normal place of business during normal business hours in order to 


determine the appropriateness of services and/or charges on a specific claim. AMERIGROUP 


reserves the right to use code-editing software to determine if services are considered part of, 


incidental to, or inclusive of the primary procedure.  Provider shall be responsible for collecting 


co-payments from Covered Persons to the extent required by Regulatory Requirements. Provider 


shall promptly submit all information requested by AMERIGROUP reasonably necessary to 


AMERIGROUP to compensate Provider for services provided hereunder. Provider shall not 


solicit or accept any surety or guarantee of payment from the Covered Person.  Covered Person 


shall include the patient, parent(s), guardian, spouse or any other legally responsible person of 


the Covered Person being served. 


4.3 Capitation of Contracted Providers; Encounter Data Requirements.  If Provider is 


compensated for services provided hereunder on a capitated basis, Provider shall: 


(a) arrange and coordinate all capitated Covered Services for Covered Persons 


assigned to Provider or one of Provider’s Participating Physicians for such capitated Covered 


Services; 


(b) accept the capitation payment payable hereunder as payment in full for all 


such capitated Covered Services provided to such Covered Persons; 


(c) timely submit complete and accurate encounter data for capitated services 


rendered to Covered Persons, including, without limitation, statistical and descriptive medical, 


diagnostic and patient data for Covered Services rendered to Covered Persons, and reporting 


requirements included in applicable Program Contracts; and 


(d) immediately notify both AMERIGROUP and the Program by certified 


mail, return receipt requested, if Provider becomes aware for any reason that Provider is not 


entitled to a capitation payment for a particular Covered Person for any reason (e.g., the death of 


a Covered Person). 


4.4 Financial Incentives.  No provision in this Agreement shall, or shall be construed 


to, create any incentive, financial or otherwise, for Provider to withhold Medically Necessary 


services. 


4.5 Recoveries from Third Parties.  Provider acknowledges and agrees that claims 


payments made by AMERIGROUP are subject to Program requirements regarding third party 


liability. Provider shall cooperate with AMERIGROUP's policies and procedures related to third 


party liability recovery in the event claims for services rendered by Provider to a Covered Person 


are related to an illness or injury for which a third party may be liable, including, without 


limitation, claims that may be covered by automobile insurance, workers’ compensation 


coverage, other health insurance, or otherwise give rise to a claim for third party liability, 


coordination of benefits or subrogation (to the extent permitted by applicable law, Program 


Contract and Agency requirements). Provider shall take all reasonable actions required by 


AMERIGROUP to assist AMERIGROUP in obtaining such recoveries, including executing any 
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appropriate documents reasonably requested by AMERIGROUP to enforce such claims or to 


assign any payments to AMERIGROUP. 


4.6 Right of Offset.  AMERIGROUP shall be entitled to offset an amount equal to 


any overpayments made by AMERIGROUP to Provider against any payments due and payable 


by AMERIGROUP to Provider under this Agreement. 


ARTICLE V 


PROVISIONS APPLICABLE TO PHYSICIANS AND ALLIED HEALTH 


PROFESSIONALS 


5.1 Primary Care Provider Services.  If Provider is furnishing Primary Care Services 


under this Agreement, Provider shall, and shall cause the Primary Care Providers employed by or 


under contract with Provider to, accept as patients all Covered Persons who are eligible to 


receive their Primary Care Services from Provider or a Primary Care Provider employed by or 


under contract with Provider.  Provider further agrees to provide, or to arrange for the provision 


of, appropriate Primary Care Services to such Covered Persons and agrees to perform the case 


management responsibilities and duties associated with the Primary Care Provider designation as 


more fully described in the Provider Manual.  Provider and any Primary Care Providers 


employed by or under contract with Provider, shall refer Covered Persons to Specialist 


Physicians only in accordance with procedures established by AMERIGROUP. Appointment 


and wait times should be in accordance with usual and customary practices. 


5.2 Specialist Physician Services.  If Provider is furnishing Specialist Physician 


services under this Agreement, Provider, and the Specialist Physicians employed by or under 


contract with Provider, shall accept as patients all Covered Persons who are referred by Primary 


Care Providers to Provider.  Provider shall provide, or arrange for the provision of, appropriate 


Specialist Physician Covered Services (as may be more specifically described in Attachment A 


to this Agreement). Provider, and any Specialist Physicians employed by or under contract with 


Provider, shall refer Covered Persons to other Specialist Physicians only in accordance with 


procedures established by AMERIGROUP and specifically set forth in the Provider Manual.  


Appointments and wait times should be in accordance with usual and customary practices.  


5.3 Hospital Affiliation and Privileges.  Provider, in the case of a solo provider, or 


any providers employed by or under contract with Provider, in the case of a group provider, shall 


maintain in effect privileges to practice at one or more Participating Hospitals.  Any Provider 


furnishing Specialist Physician Services must have admitting privileges at a Participating 


Hospital to maintain participation with AMERIGROUP. Provider shall immediately notify 


AMERIGROUP in the event any such hospital privileges are revoked, limited, surrendered, or 


suspended at any hospital or health care facility.  


5.4 Participating Provider Requirements.  If Provider is a group provider, Provider 


shall cause all Participating Providers employed by or under contract with Provider to comply 


with all terms and conditions of this Agreement and the Provider Manual.  Notwithstanding the 


foregoing, Provider acknowledges and agrees that AMERIGROUP is not obligated to accept as 


Participating Providers all providers employed by or under contract with Provider.  
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5.5 Federally Qualified Health Centers.  If Provider is a federally qualified health 


center (“FQHC”) or a rural health center (“RHC”), as defined under applicable federal law, 


Provider shall comply with all requirements related to FQHCs and RHCs under applicable law, 


Program Contract and Agency requirements, including, without limitation, certification for 


participation in the Medicaid or Medicare program, requirements relating to the appropriate 


credentials for providers of health care, compliance with the service quality standards required in 


connection with current and future clinical quality reporting methods that are applicable to 


FQHCs and administered by federal oversight agencies.   


5.6 Post-Stabilization.  Provider shall comply with all applicable law related to the 


post-stabilization care of a Covered Person after an Emergency Medical Condition has been 


stabilized. 


5.7 Automatic Termination; Automatic Exclusion. 


(a) Automatic Termination.  If Provider is an individual Provider, in addition 


to the other termination provisions set forth in this Agreement, this Agreement shall 


automatically and immediately terminate upon the expiration, surrender, revocation, restriction 


or suspension of Provider’s medical staff privileges at any one or more Participating Hospitals or 


if Provider fails to maintain active staff privileges with respect to at least one (1) Participating 


Hospital.  


(b) Automatic Exclusion.  If Provider is a group provider, then upon the 


occurrence of any of the actions described in subparagraph (a) above related to the medical staff 


privileges of an individual Participating Provider employed by or contracted with Provider, 


AMERIGROUP shall be entitled to exclude such Participating Provider from participation under 


this Agreement. 


5.8 Exclusion of Individual Participating Providers.  Notwithstanding any other 


provision contained in this Agreement, AMERIGROUP shall be entitled to exclude from 


participation under this Agreement an individual Participating Provider employed by or 


contracted with Provider, for any of the reasons included in, and in accordance with the terms 


and conditions of, the termination provisions otherwise included in the Agreement. In the event 


of such exclusion, this Agreement shall continue in full force and effect as to all other 


Participating Providers employed by or contracted with Provider who are not so excluded. 


5.9 Effect of Termination or Exclusion of Specialist Physicians.  In the event any 


Specialist Physicians employed by or under contract with Provider are excluded from 


participation under this Agreement, or in the event that Provider is a Specialist Physician, if this 


Agreement is terminated for any reason, AMERIGROUP shall notify all affected Covered 


Persons under treatment by such Specialist Physician of such termination prior to the effective 


date of such termination. 


5.10 Emergency Services.  Notwithstanding any provision contained in this 


Agreement, no notification to, or coverage verification or pre-authorization from, 


AMERIGROUP is required prior to Provider rendering Covered Emergency Services to a 


Covered Person. 
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ARTICLE VI 


COMPLIANCE WITH REGULATORY REQUIREMENTS 


6.1 Compliance with Regulatory Requirements.  AMERIGROUP and Provider shall 


each comply with all applicable Regulatory Requirements related to this Agreement.  The failure 


of this Agreement to expressly reference a Regulatory Requirement applicable to either party in 


connection with their duties and responsibilities hereunder shall in no way limit such party’s 


obligation to comply with such Regulatory Requirement. Without limiting the foregoing, this 


Agreement incorporates by reference all applicable federal and state laws, rules and regulations, 


consent decrees and court orders.  Any amendments to or revisions of such laws, regulations, 


consent decrees or court orders shall automatically be incorporated into the Agreement, as of 


their respective effective dates.  Except as otherwise required under applicable Regulatory 


requirements, to the extent any provision set forth in this Article VI conflicts with any provision 


otherwise set forth in this Agreement, the requirements of this Article VI shall control. 


6.2 Hold Harmless.  Provider hereby agrees that in no event, including, but not 


limited to nonpayment by AMERIGROUP, the insolvency of AMERIGROUP, or breach of this 


agreement, shall Provider bill, charge, collect a deposit from; seek compensation, remuneration 


or reimbursement from; or have any recourse against Covered Persons, DHCFP, DOI or persons 


other than AMERIGROUP for services provided pursuant to this Agreement. This provision 


shall not prohibit collection from Covered Persons of any applicable co-payments or deductibles 


billed in accordance with the terms of the subscriber agreement for AMERIGROUP. 


Provider further agrees that (i) this provision shall survive the termination of this 


Agreement regardless of the cause giving rise to such termination and shall be construed to be 


for the benefit of AMERIGROUP Covered Persons and (ii) this provision supersedes any oral or 


written agreement to the contrary now existing or hereafter entered into between Provider and 


the Covered Person or persons acting on the Covered Person's behalf. 


6.3 Rights of Participating Providers.  Nothing in the Agreement shall be construed as 


prohibiting any Participating Provider from advising or advocating on behalf of a Covered 


Person, who is his or her patient, for the following: 


(a) The Covered Person’s health status, medical or behavioral health care, or 


treatment options, including alternative treatment that may be self-administered; 


(b) Any information the Covered Person needs in order to decide among all 


relevant treatment options; 


(c) The risks, benefits and consequences of treatment or non-treatment; or 


(d) The Covered Person’s right to participate in decisions regarding his or her 


health care, including the right to refuse treatment and to express preferences about future 


treatment decisions. 


(e) The Covered Person’s right to obtain Medically Necessary Covered 


Services, with the written authorization of such Covered Person and through the utilization 


review or grievance processes established by AMERIGROUP. 
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6.4 Laboratory Compliance.  If Provider performs laboratory services, Provider shall 


comply with all requirements of the Clinical Laboratory Improvement Act (“CLIA”), regulations 


promulgated thereunder and any amendments and successor statutes and regulations thereto.  


Upon execution of this Agreement, Provider shall furnish written verification to AMERIGROUP 


that Provider’s laboratory facilities, if any, and those with which it conducts business related to 


Covered Persons, have appropriate CLIA certification of registration or waiver and a CLIA 


identification number.  Provider shall notify AMERIGROUP in writing of any changes in 


Provider’s CLIA certification status or the certification status of any laboratory facilities with 


which Provider conducts business related to Covered Persons within five (5) business days of 


any such changes. 


6.5 Medicare Co-payments and Deductibles; Limitations of Billing. 


(a) In connection with the Medicare Program, except for costs associated with 


non-Covered Services provided to a Covered Person, applicable co-payments and deductibles as 


permitted under the Medicare Program and set forth in the AMERIGROUP Provider Manual or 


in the schedule of benefits for the Medicare Program are the only amounts that Provider may 


collect from a Medicare-eligible Covered Person in connection with Covered Services.  Provider 


acknowledges that Medicaid cost-sharing requirements may preclude Provider’s collection of co-


payments or deductibles from dual eligible Medicare and Medicaid Covered Persons. 


(b) Provider shall be responsible for collecting any applicable co-payments or 


permitted deductibles at the time of service in accordance with the policies and procedures set 


forth in the AMERIGROUP Provider Manual. 


(c) Provider understands that if Provider initiates any actions to collect 


payment from any Medicare-eligible Covered Person over and above allowable co-payments, 


excluding payment for services not covered under the Medicare Program, AMERIGROUP will 


initiate and maintain such necessary action to stop Provider or Provider’s employee, agent, 


assign, trustee, or successor in interest from maintaining such action against such Medicare-


eligible Covered Person. 


(d) Covered Persons eligible for both Medicare and Medicaid will not be held 


liable for Medicare Part A and B cost sharing when the State of Nevada is responsible for paying 


such amounts. AMERIGROUP will not impose cost-sharing that exceeds the amount of cost-


sharing that would be permitted with respect to the member under title XIX if the member were 


not enrolled in such a plan. The provider will accept AMERIGROUP’s payment as payment in 


full. 


6.6 Medicare Reporting Requirements.  In accordance with 42 C.F.R. §422.504(i); 


AMERIGROUP and Provider expressly agree: 


(a) HHS, the Comptroller General of HHS (the “Comptroller General”) or 


their designees, may audit, evaluate, or inspect any books, contracts, medical records, patient 


care documentation, and all other records of AMERIGROUP and Provider, as well as their 


related entities, contractors, subcontractors or transferees, that pertain to any aspect of the 


services performed under this Agreement, reconciliation of benefit liabilities, and determination 
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of amounts payable under this Agreement, or as the Secretary of HHS (the “Secretary”) may 


deem necessary to enforce this Agreement. 


(b) AMERIGROUP and Provider each agree to make available, for the 


purposes specified in 42 C.F.R. §422.504 (d), (e), their respective premises, physical facilities 


and equipment, records relating to Covered Persons and any additional relevant information that 


CMS may require. 


(c) HHS, the Comptroller General, or their designees’ right to inspect, 


evaluate and audit shall extend through ten (10) years from the final date of the Medicare 


Program contract or the completion of a final audit by CMS related to same, whichever is later, 


unless CMS determines there is a special need to retain a particular record or group of records 


for a longer period than ten (10) years and so notifies AMERIGROUP at least thirty (30) days 


prior to the normal disposition date, or CMS determines there is a reasonable possibility of fraud. 


6.7 Right to Inspect Records.  The Program, HHS, CMS, the State of Nevada State 


Medicaid Fraud Unit, and the State of Nevada’s Attorney General's Office shall have the right to 


evaluate through inspection, or other means, whether announced or unannounced, any records 


pertinent to this Agreement including quality, appropriateness and timeliness of services and 


such evaluation, when performed, shall be performed with the cooperation of AMERIGROUP 


and Provider.  Upon request, AMERIGROUP shall assist in such reviews. 


6.8 Conflicts of Interest.  Provider warrants that no part of the total Agreement 


amount received by Provider under this Agreement shall be paid directly, indirectly or through a 


parent organization, subsidiary or an affiliated organization to any state or federal officer or 


employee of the State of Nevada or any immediate family member of a state or federal officer or 


employee of the State of Nevada as wages, compensation, or gifts in exchange for acting as 


officer, agent, employee, subcontractor, or consultant to the Provider in connection with any 


work contemplated or performed relative to this Agreement unless disclosed to by DHCFP.  For 


purposes of this Section 6.8, “immediate family member” shall mean a spouse or minor 


child(ren) living in the household. 


Provider shall ensure that it maintains adequate internal controls to detect and 


prevent conflicts of interest from occurring at all levels of its organization. 


6.9 Gratuities.  By signing this Agreement, Provider certifies that no member of or 


delegate of Congress, nor any elected or appointed official or employee of the State of Nevada, 


the United States General Accounting Office, the United States Department of Health and 


Human Services, CMS, or any other federal agency has or will benefit financially or materially 


due to influence in obtaining this Agreement. This Agreement may be terminated by 


AMERIGROUP, or at the direction of Medicaid, if it is determined that gratuities of any kind 


were offered to or received by any of the aforementioned officials or employees from  Provider 


or Provider’s agents or employees. 


6.10 Lobbying.  By signing this Agreement, Provider certifies to the best of its 


knowledge and belief that federal funds have not been used for lobbying in accordance with 45 


CFR Part 93 and 31 USC 1352.  Provider shall disclose any lobbying activities using non-federal 
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funds in accordance with and to the extent required by 45 CFR Part 93. Provider agrees, pursuant 


to 31 U.S.C. § 1352 and 45 C.F.R. Part 93, that no federal appropriated funds have been paid or 


will be paid to any person by or on behalf of Provider for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of Congress, or an employee of a member of Congress in connection with the award 


of any federal contract, the making of any federal grant, the making of any federal loan, the 


entering into of any cooperative contract, or the extension, continuation, renewal, amendment, or 


modification of any federal contract, grant loan, or cooperative contract.  Provider agrees to 


submit any required certifications or take any other actions required under applicable law related 


to Provider’s compliance with 31 U.S.C. § 1352 and 45 C.F.R. Part 93, or any successor statutes 


or regulations thereto or promulgated thereunder. If any funds other than federal appropriated 


funds have been paid or will be paid by Provider to any person for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of any agency, an officer or employee of Congress, or an employee of a member of 


Congress in connection with the award of any federal contract, the making of any federal grant, 


the making of any federal loan, the entering into of any cooperative contract, or the extension, 


continuation, renewal, amendment, or modification of any federal contract, grant, loan, or 


cooperative contract, and the contract exceeds $100,000.00, Provider shall complete and submit 


Standard Form LLL-"Disclosure of Lobbying Activities" in accordance with its instructions. 


6.11 Federal Medicaid Program Integrity Requirements.  Provider shall prepare and 


submit to AMERIGROUP applicable disclosures of information in accordance with the 


requirements specified in 42 CFR, Part 455, Subpart B. 


6.12 Non-Discrimination.  Provider shall abide by the federal Civil Rights Act of 1964, 


the Federal Rehabilitation Act of 1973, and all other applicable statutes, regulations and orders 


(including, without limitation, Executive Orders 11246 and 11375, “Equal Employment 


Opportunities”) as amended, and any and all successor statutes, regulations and related orders.  


Provider shall not exclude any Covered Person from participation in any aid, care, service or 


other benefit, or deny any Covered Person such services on the grounds of race, color, national 


origin, sex, age, disability, political beliefs or religion.  Provider shall not subject any Covered 


Person to discrimination due to such Covered Person’s status as a Program Contract beneficiary. 


6.13 Financial Disclosure.  Provider shall comply with all financial disclosure 


requirements under 42 U.S.C. § 1396b(m) and 42 C.F.R. § 434, and all other applicable law. 


6.14 Advance Directives.  Provider shall comply with all applicable requirements 


under 42 C.F.R. § 434.28 related to Advance Directives. 


6.15 Additional Program Contract Requirements. 


(a) Provider and AMERIGROUP acknowledge and agree that pursuant to 


Nevada Administrative Code Section 695C.190, the following provisions are included in this 


Agreement and the parties shall comply with such provisions: 


(i) Provider releases the Covered Person from any liability for the cost 


of services rendered pursuant to this Agreement, except for any nominal payment to be made by 
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the Covered Person, if applicable pursuant to Program Contract or Agency rules, or for a service 


that is not a Covered Service in accordance with the terms of this Agreement. 


(ii) Provider shall participate in AMERIGROUP programs to assure 


the quality of health care provided to Covered Persons. 


(iii) Provider shall provide all medically necessary services required by 


an applicable Program to each Covered Person for the period for which a premium has been paid 


to AMERIGROUP. 


(iv) if Provider is a physician, Provider shall transfer or otherwise 


arrange for the maintenance of the records of Covered Persons who are patients of Provider if 


this Agreement is terminated for any reason or if Provider otherwise leaves the panel of 


physicians associated with AMERIGROUP. 


6.16 Agency and Program Requirements. 


(a) AMERIGROUP shall provide a copy of this Agreement to DHCFP, upon 


request. 


(b) Provider shall comply with all relevant provisions of the Medicaid 


Program Contract appropriate to the Provider’s service or activity, specifically including but not 


limited to the provisions related to confidentiality, federal Health Insurance Portability and 


Accountability Act requirements, insurance requirements and record retention. 


(c) Nothing contained herein shall operate to relieve AMERIGROUP of its 


legal responsibility under the Medicaid Program Contract. 


(d) AMERIGROUP shall monitor Provider’s performance on an on-going 


basis and subject Provider to formal review according to periodic schedules established by the 


State of Nevada, consistent with industry standards and/or state laws and regulations.  If 


AMERIGROUP identifies deficiencies or areas for improvement in Provider’s performance, 


AMERIGROUP may require Provider to take corrective action. 


(e) AMERIGROUP and Provider are responsible for and shall provide 


immediate notification to DHCFP regarding all suspected recipient and provider fraud and abuse.  


Provider acknowledges that upon AMERIGROUP’s awareness of any disciplinary action, 


sanction taken against Provider or any suspected fraud or abuse, AMERIGROUP shall 


immediately inform DHCFP. 


6.17 Executive Order 13496.  This provision is applicable to Providers who participate 


in AMERIGROUP’s Medicare program under Medicare Parts C and D and receive at least 


$10,000 or more in payments from such AMERIGROUP Medicare program. Provider shall 


comply with the requirements of Executive Order 13496, 29 CFR 471, Appendix A to 


Subpart A. 


6.18 Performance Within the U.S.  Provider agrees that all services to be performed 


herein shall be performed in the United States of America.  Breach, or anticipated breach, of the 
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foregoing shall be a material breach of this Agreement and, without limitation of remedies, shall 


be cause for immediate termination of this Agreement. 


ARTICLE VII 


RECORDS AND CONFIDENTIALITY 


7.1 Records.  Provider shall maintain an adequate record system of medical, financial 


and administrative records for recording services, service providers, charges, dates and all other 


commonly accepted information elements for services rendered to Covered Persons pursuant to 


this Agreement (including but not limited to such records as are necessary for the evaluation of 


the quality, appropriateness, and timeliness of services performed under this Agreement). Such 


records shall be kept in accordance with industry standards, Regulatory Requirements, including 


without limitation applicable law regarding confidentiality of Covered Person information. Such 


records shall be retained by Provider for the period of time required under Regulatory 


Requirements, but in no event less than ten (10) years from the date the service is rendered. 


Provider shall provide state and federal agencies access to review records related to services 


provided hereunder in accordance with Regulatory Requirements. Provider shall permit 


AMERIGROUP or its designated agent to review records directly related to services provided to 


Covered Persons, either by providing such records to AMERIGROUP for off-site review, or on-


site at Provider’s facility, upon reasonable notice from AMERIGROUP and during regular 


business hours.  Provider shall obtain all necessary releases, consents and authorizations from 


Covered Persons with respect to their medical records to permit AMERIGROUP access to such 


records.  Provider shall supply the records described above at no charge upon request. Covered 


Persons and their representatives shall be given access to any requested copies of the Covered 


Persons’ medical records, to the extent and in the manner provided by law as amended and 


subject to reasonable charges. The requirements of this section pertain to the retention of records 


for Medicaid purposes only; other state or federal rules may require longer retention periods and 


Provider shall comply with all such state or federal law and Agency rules.  These minimum 


record keeping periods shall begin to run from the last date of treatment.  After these minimum 


record keeping periods, state law allows for the destruction of records.  Said records shall be 


made available for fiscal audit, medical audit, medical review, utilization review, and other 


periodic monitoring upon request of authorized representative of the Program. The rights and 


obligations of the parties under this section shall survive the termination of this Agreement. 


7.2 Record Transfer.  Provider shall cooperate in the transfer of Covered Persons' 


medical records to other Participating Providers when required, subject to Regulatory 


Requirements, and shall assume the cost associated therewith.  Following a Covered Person's 


request for record transfer, Provider shall transfer such Covered Person's medical records in 


Provider's custody within ten (10) days following the request or such other time period required 


under Regulatory Requirements. 


ARTICLE VIII 


COMPLAINT/DISPUTE RESOLUTION 


8.1 Complaints of Covered Persons.  AMERIGROUP shall notify the Provider 


concerning any complaint by a Covered Person involving that Provider or a Participating 


Provider of that Provider in accordance with procedures set forth in the Provider Manual. The 
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provisions of this Article shall only apply to disputes that have complied fully with all grievance 


and appeal procedures set forth in the Provider Manual. 


8.2 Negotiation of Disputes. 


(a) In the event of a dispute arising out of this Agreement that is not resolved 


by, or is not within the scope of relationship management set forth in the Agreement, or that is 


not resolved by informal discussions among the Parties, the Parties shall negotiate the dispute.  


Any party may initiate negotiation by sending a written description of the dispute to the other 


Parties by certified or registered mail or personal delivery.  The description shall explain the 


nature of the dispute in detail and set forth a proposed resolution, including a specific time frame 


within which the Parties must act.  The Party receiving the letter must respond in writing within 


thirty (30) days with a detailed explanation of its position and a response to the proposed 


resolution.  With in thirty (30) days of the initiating Party receiving this response, principals of 


the Party who have authority to settle the dispute will meet to discuss the resolution of the 


dispute.  The initiating Party shall initiate the scheduling of this negotiating session. 


(b) In the event the Parties are unable to resolve the dispute following the 


negotiation, a Party shall have the right to pursue all available remedies at law or equity, 


including injunctive relief. 


ARTICLE IX 


TERM; TERMINATION 


9.1 Initial Term and Renewal.  Subject to the terms and conditions otherwise set forth 


in this Agreement, this Agreement shall have an initial term of two (2) years, commencing as of 


the Effective Date, and shall renew automatically thereafter for successive terms of one (1) year, 


unless either party notifies the other of its intent not to renew at least one hundred twenty (120) 


days prior to the end of the term. 


9.2 Termination Without Cause.  Notwithstanding any other provision included in 


this Agreement, Provider and AMERIGROUP shall each be entitled to terminate this Agreement 


at any time during its term by providing one hundred and twenty (120) days prior written notice 


to the other party. 


9.3 Termination by Either Party for Cause.  Either party may terminate this 


Agreement for Cause, defined as a material breach of this Agreement by the other party hereto, 


upon ninety (90) days prior written notice to the other party.  The notice shall set forth the 


reasons for termination and provide the breaching party ninety (90) days to cure such material 


breach or the termination becomes effective. 


9.4 Immediate Termination; Automatic Termination. 


(a) Immediate Termination.  AMERIGROUP shall be entitled to terminate 


this Agreement immediately upon AMERIGROUP’s determination made in good faith and with 


reasonable belief that (A) a Covered Person’s health is subject to imminent danger or a 


physician’s ability to practice medicine is effectively impaired by an action of the Board of 


Medicine or other governmental agency or (B) Provider continues a practice or pattern of (1) 
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substantial disregard for the rules and regulations of AMERIGROUP with respect to patient care, 


or (2) material deviation from the practice and quality assurance standards adopted by 


AMERIGROUP, or (C) Provider’s continued participation could adversely affect the care of 


Covered Persons.  In addition, AMERIGROUP may immediately terminate this Agreement upon 


the filing of a petition in bankruptcy for liquidation or reorganization by or against Provider, if 


Provider becomes insolvent, or if a receiver is appointed for Provider or its property.  In the case 


of termination under this subsection, the effective date of such termination shall be the date set 


forth in AMERIGROUP’s written notice to Provider notifying Provider of such termination. 


(b) Automatic Termination.  This Agreement shall automatically and 


immediately terminate upon the expiration, surrender, revocation, restriction or suspension of 


any professional license required for Provider to perform the services contemplated hereunder or 


Provider’s participation in any applicable Program. In addition, if Provider is terminated, barred, 


suspended or otherwise excluded from participation in, or has voluntarily withdrawn as the result 


of a settlement agreement related to, any program under Titles XVIII, XIX or XX of the Social 


Security Act, this Agreement shall automatically and immediately terminate. 


9.5 Continuation of Care. 


(a) In the event of the termination of this Agreement for any reason except 


termination of this Agreement for cause by AMERIGROUP pursuant to subsection (c) below, 


any Covered Person who is suffering from and receiving active health care services for a chronic 


or terminal illness or who is an inpatient shall have the right to continue to receive health care 


services from Provider for a period of up to sixty (60) days from the date of the termination of 


this Agreement.  Any Covered Person who is pregnant and receiving treatment in connection 


with that pregnancy at the time of termination of this Agreement may continue to receive health 


care services from Provider for the remainder of her pregnancy and six (6) weeks post-partum. 


(b) During the continuity of care provision described in subsection (a) above, 


Provider shall continue to provide services in accordance with the terms of this Agreement 


applicable immediately prior to the termination of this Agreement, and AMERIGROUP shall 


continue to meet all of the obligations of this Agreement. 


(c) A Covered Person shall not have the right to continuation of care if the 


termination of this Agreement is for loss of Provider license, or if the termination of this 


Agreement is due to reasons related to quality of health care services rendered, which may 


adversely impact the health, safety or welfare of Covered Persons. 


ARTICLE X 


MISCELLANEOUS 


10.1 Amendment.  A contract between AMERIGROUP and Provider may be 


amended: 


(a) At any time by the mutual agreement of the parties as evidenced in a 


writing signed by the parties. 
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(b) Except as otherwise provided in this paragraph, by AMERIGROUP upon 


giving to Provider thirty (30) days written notice of the modification.  If Provider fails to object 


in writing to the modification within the thirty (30) day period, the modification becomes 


effective at the end of that period.  If a timely objection is received by AMERIGROUP from 


Provider within the thirty (30) day period, the modification shall not become effective unless 


mutually agreed to by both parties as described in paragraph (a). 


10.2 Non-Exclusivity; Volume.  This Agreement shall not, nor shall it be construed, to 


limit or restrict Provider or AMERIGROUP in any manner from entering into any other 


agreements of any nature whatsoever with other persons or entities for the provision of the same 


or similar services contemplated hereunder.  Neither this Agreement nor anything contained 


herein shall, or shall be construed to, guaranty or obligate AMERIGROUP or any other party to 


provide any minimum number of referrals to Provider hereunder. 


10.3 Assignment or Sub-Delegation. 


(a) This Agreement may be assigned by Provider with the prior written 


consent of AMERIGROUP.  


(b) AMERIGROUP may assign this Agreement, in whole, or in part, at any 


time during the term of this Agreement without notice to, or consent of, Provider.  In the event of 


a partial assignment of this Agreement by AMERIGROUP, the obligations of the Provider shall 


be performed for AMERIGROUP with respect to the part retained and shall be performed for 


AMERIGROUP assignee with respect to the part assigned, and such assignee shall be solely 


responsible to perform all obligations of AMERIGROUP with respect to the part assigned. 


(c) The rights and obligations of the parties hereunder shall inure to the 


benefit of, and shall be binding upon, any permitted successors and assigns of the parties hereto. 


10.4 Indemnification. 


(a) Provider agrees to indemnify, defend, and hold harmless AMERIGROUP 


and its officers, employees and agents from and against any and all liability, loss, claim, damage 


or expense, including defense costs and legal fees, incurred in connection with (i) Provider’s 


breach of any representation and warranty made by Provider in this Agreement, and (ii) claims 


for damages of any nature whatsoever, including, but not limited to, bodily injury, death, 


personal injury or property damage arising from Provider’s delivery of health care services or 


Provider’s performance or failure to perform Provider's obligations hereunder. 


(b) AMERIGROUP agrees to indemnify, defend, and hold harmless Provider 


and, if Provider is an entity, its officers, employees and agents from and against any and all 


liability, loss, claim, damage or expense, including defense costs and legal fees, incurred in 


connection with claims for damages of any nature whatsoever, arising from AMERIGROUP’s 


performance or failure to perform its obligations hereunder. 


(c) Notwithstanding the foregoing subsections (a) and (b), this Section shall 


be null and void to the extent that it is interpreted to reduce insurance coverage to which either 
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party is otherwise entitled, by way of any exclusion for contractually assumed liability or 


otherwise. 


10.5 Non-Performance Due to Governmental Action.  Provider acknowledges and 


agrees that this Agreement and the arrangement contemplated herein are subject to regulation by 


state and federal governmental authorities.  In the event that any action of any such governmental 


authority impairs, limits, or delays AMERIGROUP's performance of any obligation hereunder, 


AMERIGROUP shall be excused from such performance, and AMERIGROUP's failure to 


perform such obligation for such reason shall not constitute a breach of this Agreement. 


10.6 Waiver.  Either party's waiver of any breach or violation of this Agreement by the 


other party shall not, nor shall it be construed to, constitute a waiver of any subsequent breach or 


violation of this Agreement by the other party. 


10.7 Severability.  The invalidity or unenforceability of any provision contained herein 


shall not affect the validity of any other provisions of this Agreement, and this Agreement shall 


be construed in all respects as if such invalid or unenforceable provision were omitted, or, to the 


extent permitted by applicable law, such invalid or unenforceable paragraph shall be replaced 


with another paragraph as similar in terms as may be possible and as may be legal, valid and 


enforceable. 


10.8 Construction.  This Agreement shall be construed without regard to any 


presumption or other rule requiring construction against the party causing this Agreement to be 


drafted. 


10.9 Notice.  Any notice required to be given under this Agreement shall be sent by 


U.S. First-Class Mail; certified mail, return receipt requested, postage prepaid; hand delivery; 


overnight prepaid delivery; or confirmed facsimile to the addresses set forth below, or to such 


other address designated by a party hereto by notice to the other party pursuant to the terms of 


this Agreement: 


If to AMERIGROUP, at the address set forth in the Provider Manual. 


If to Provider, to the address set forth in Provider’s AMERIGROUP participation 


application. 


10.10 Independent Contractor Status.  Nothing contained herein shall, or shall be 


construed to, create a partnership, joint venture or any other relationship between the parties 


hereto other than that of independent contractors. 


10.11 Entire Agreement.  This Agreement, together with the AMERIGROUP Provider 


Manual, and any attachments and amendments thereto constitute the entire Agreement and 


understanding between the parties with respect to the subject matter hereof, and supersede any 


prior understandings and agreements between the parties, whether written or oral, with respect to 


the subject matter hereof. Provider and AMERIGROUP shall waive any terms of this Agreement 


which, as they pertain to Medicaid Covered Persons, are in conflict with the specifications of the 


Medicaid Program Contract.  
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10.12 Captions.  The section headings in this Agreement are for convenience of 


reference only, shall not define or limit the provisions hereof and shall have no legal effect 


whatsoever. 


10.13 Coordination of Defense of Claims.  The parties hereto shall make all reasonable 


efforts, consistent with advice of counsel and their requirements of their respective insurance 


policies and carriers, to coordinate the defense of claims in which either party is named a 


defendant, or has a substantial possibility of being named a defendant. 


10.14 Governing Law.  This Agreement shall be governed by and construed in 


accordance with the state law of the State of Nevada, excluding and without application of any 


conflicts of law principles. 


10.15 Counterparts.  This Agreement and any amendment hereto may be executed in 


two or more counterparts, each of which shall be deemed to be an original and all of which taken 


together shall constitute one and the same agreement. 


10.16 Impossibility of Performance.  Neither party shall be liable, nor deemed to be in 


default hereunder, for any delay in performance or failure to perform under this Agreement 


which results directly or indirectly from acts of God, civil or military authority, acts of public 


enemy, war, accidents, fires, explosions, employee strikes or other work interruptions, 


earthquakes, floods, failure of transportation, or any cause beyond the reasonable control of such 


party. 
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IN WITNESS WHEREOF, the parties hereto have caused this Agreement to be executed 


by their duly authorized officers or agents. 


AMERIGROUP: 


AMERIGROUP Nevada, Inc. d/b/a 


AMERIGROUP Community Care 


By: ______________________________ 


____________________________[Name] 


____________________________[Title] 


____________________________[Date] 


Provider: 


__________________________________ 


Name according to W-9 with d/b/a 


By: _______________________________ 


(authorized signature) 


__________________________[Printed Name] 


__________________________[Title] 


__________________________[Address] 


__________________________ 


__________________________[Telephone] 


__________________________[Date] 
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Name according to W-9 with d/b/a: 


______________________________________________________________________________ 


Federal Tax Identification Number:  __________________ 


AMERIGROUP NEVADA, INC. 


d/b/a AMERIGROUP Community Care 


PARTICIPATING PROVIDER AGREEMENT 


FOR ANCILLARY PROVIDERS 


THIS PARTICIPATING PROVIDER AGREEMENT (this "Agreement") is made by 


and between AMERIGROUP Nevada, Inc. d/b/a AMERIGROUP Community Care 


(“AMERIGROUP”) and the undersigned Provider (“Provider”), effective as of the date of 


complete execution of this Agreement (the "Effective Date"). 


RECITALS: 


A. AMERIGROUP is authorized to arrange for the provision of managed health care 


services to Covered Persons enrolled in any Program as more specifically defined in Section 1.19 


below. 


B. Provider is duly licensed in the State of Nevada to provide Covered Services to 


Covered Persons. 


C. AMERIGROUP desires that Provider provide the Covered Services contemplated 


herein to Covered Persons and Provider desires to provide such services, pursuant to the terms 


and conditions of this Agreement.  


AGREEMENT: 


NOW, THEREFORE, in consideration of the mutual covenants and agreements 


contained herein and for other good and valuable consideration, the receipt and sufficiency of 


which are hereby acknowledged, AMERIGROUP and Provider agree as follows: 


ARTICLE I 


DEFINITIONS 


The following terms shall have the meanings set forth below with respect to services 


furnished under this Agreement: 


1.1 Agency.  “Agency” means a federal, state or local agency, administration, board 


or other governing body responsible for the governance or administration of a Program. With 


respect to the operation of the Programs, as used herein, Agency also means The Division of 


Health Care Financing and Policy, a Division of the State of Nevada Department of Health and 


Human Resources (DHCFP) and the Centers for Medicaid and Medicare Services (CMS). 
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1.2 Behavioral Health Care Services.  “Behavioral Health Care Services” means 


services rendered for the treatment of mental health or drug and alcohol conditions. 


1.3 CMS.  “CMS” means the Center for Medicare & Medicaid Services, an 


administrative agency within the United States Department of Health & Human Services 


(“HHS”). 


1.4 Clean Claim.  “Clean Claim” means a request for payment for a service rendered 


by Provider, that (a) is timely submitted by Provider in accordance with claim filing 


requirements under applicable law, Program Contract and Agency rules and the then current 


AMERIGROUP policies and procedures; (b) is accurate and in the format required by 


AMERIGROUP; (c) includes all material information required by AMERIGROUP including, 


without limitation, all required substantiating documentation and information related to 


coordination of benefits and third party liability; (d) is undisputed as to the amount of the claim; 


and (e) includes no indication of fraudulent content or submission. 


1.5 Covered Person.  “Covered Person” means any person who is an eligible Program 


beneficiary and who is duly enrolled as an AMERIGROUP member in accordance with 


applicable enrollment requirements. 


1.6 Covered Services.  “Covered Services” means those health care services 


(including Behavioral Health Care Services) that a Covered Person is entitled to receive through 


AMERIGROUP pursuant to Regulatory Requirements, and for which an Attachment A is 


attached hereto setting forth the Provider’s reimbursement under one or more Programs. 


1.7 DHCFP.  “DHCFP” means the Division of Health Care Financing and Policy of 


the Nevada Department of Health and Human Resources. 


1.8 DHHS.  “DHHS” means the United States Department of Health and Human 


Services. 


1.9 DOI.  “DOI” means the Division of Insurance of the Nevada Department of 


Business and Industry. 


1.10 Eligible Charges.  “Eligible Charges” means charges for Covered Services as 


submitted by Provider, subject to program eligibility, benefit design, coordination of benefits and 


applicable authorizations. 


1.11 Emergency Behavioral Health Services.  “Emergency Behavioral Health 


Condition” means any condition, without regard to the nature or cause of the condition, which in 


the opinion of a prudent layperson possessing an average knowledge of health and medicine:  (a) 


requires immediate intervention and/or medical attention without which Covered Persons would 


present an immediate danger to themselves or others, or (b) which renders Covered Persons 


incapable of controlling, knowing or understanding the consequences of their actions. 


1.12 Emergency Medical Condition.  “Emergency Medical Condition” means 


Emergency medical condition means a medical condition manifesting itself by acute symptoms 


of sufficient severity (including severe pain) that a prudent layperson, who possesses an average 


Attachment 5.1.11.4-3: Sample Ancillary Contract


IX-180







  NV Model Ancillary Agreement 
Revised 12/10 


3 


knowledge of health and medicine, could reasonably expect the absence of immediate medical 


attention to result in the following: (a) placing the health of the individual (or, with respect to a 


pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b) serious 


impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part. 


1.13 Emergency Services and Care.  “Emergency Services” means covered inpatient 


and outpatient services that are: (a) furnished by a provider that is qualified to furnish such 


services; and (b) needed to evaluate or stabilize an Emergency Medical Condition. 


1.14 HIPAA Regulations.  “HIPAA Regulations” mean those regulations adopted 


pursuant to the Health Insurance Portability and Accountability Act of 1996 and codified at Title 


45 of the Code of Federal Regulations (C.F.R.) relating to the privacy and security of protected 


health information, and including, without limitation, any amendments or successor laws, rules 


or regulations thereto. 


1.15 Medically Necessary or Medical Necessity.  “Medically Necessary” or “Medical 


Necessity” means Covered Services that are established as safe and effective as determined by 


the Nevada Medicaid Program.  The Covered Services must be: (a) consistent with the 


symptoms or diagnosis of the illness or injury under treatment; (b) necessary and consistent with 


generally accepted professional medical standards; (c) not furnished for the convenience of the 


Covered person, the attending physician, the caregiver, or to the physician supplier; and (d) 


furnished at the most appropriate level that can be provided safely and effectively to the 


recipient. AMERIGROUP will only cover items and services that are appropriate and necessary 


for the diagnosis or treatment of an illness or an injury, or to improve the functioning of a 


malformed body part.  


For the purposes of the Medicare Program, Medically Necessary health care 


services are health care services that: 


(a) are reasonable and necessary to prevent, or provide early screening, 


interventions, and/or treatments for, illnesses or medical conditions that cause suffering or pain, 


cause physical deformity or limitations in function, threaten to cause or worsen a handicap, cause 


illness or infirmity of a Covered Person, or endanger life; 


(b) are provided at appropriate facilities and at the appropriate levels of care 


for the treatment of a Covered Person’s health conditions; 


(c) are consistent with health care practice guidelines and standards that are 


endorsed by professionally recognized health care organizations or governmental agencies; 


(d) are consistent with the diagnoses of the conditions; and 


(e) no more intrusive or restrictive than necessary to provide a proper balance 


of safety, effectiveness, and efficiency. 


1.16 Participating Provider.  “Participating Provider” includes, as appropriate, any 


“Participating Hospital,” “Participating Physician,” “Participating Physician Group” or any other 


person or entity  that (a) is licensed to provide the health care services such person or entity is 
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providing under the laws of Nevada; (b) is party to a participation agreement with 


AMERIGROUP to provide Covered Services to Covered Persons, or is an employee or 


subcontractor of a Participating Provider and will be furnishing Covered Services hereunder; and 


(c) is, if applicable, duly credentialed by AMERIGROUP in accordance with AMERIGROUP 


credentialing requirements for the services the Participating Provider provides.  The definition of 


“Participating Provider” includes, but is not limited to, Provider. 


1.17 Primary Care Physician/Primary Care Provider.  “Primary Care Physician” or 


“Primary Care Provider” means a Participating Physician or other Participating Provider who (a) 


is credentialed in accordance with AMERIGROUP credentialing requirements for Primary Care 


Physicians or Primary Care Providers; (b) provides Primary Care Services; and (c) practices in 


the medical specialty areas of general practice, internal medicine, pediatrics, family medicine, or 


such other medical specialty areas as are specified to provide Primary Care Services in an 


applicable Program Contract. 


1.18 Primary Care Services.  “Primary Care Services” means (a) those Covered 


Services provided to a Covered Person involving initial and basic primary medical care, 


including, but not limited to, the Covered Services specifically identified as primary care 


services in an applicable Program Contract, and (b) the supervision and coordination of the 


delivery of these Covered Services to a Covered Person. 


1.19 Program.  “Program” means a Nevada state Medicaid Program (“Medicaid”) and 


state or local Child Health Insurance Program (“CHIP”), any successor programs thereto, and 


any other state or local program related to or administered in conjunction with Medicaid or 


CHIP, including without limitation any program providing coverage for eligible family members 


of CHIP beneficiaries, and for which an Attachment A is incorporated into this Agreement 


setting forth the Providers’ reimbursement for a respective Program.  Program, as defined in the 


Agreement, shall also include the Medicare Advantage Program administered by CMS, to the 


extent offered by AMERIGROUP in the State of Nevada.  In accordance with 42 C.F.R. 


422.504(i), AMERIGROUP shall oversee and be ultimately responsible to CMS for all 


responsibilities described in this Agreement. 


1.20 Program Contract.  “Program Contract” means any contract between 


AMERIGROUP and a jurisdiction or any applicable Agency of a jurisdiction, which governs the 


delivery of managed health care services to Program beneficiaries. 


1.21 Regulatory Requirements.  “Regulatory Requirements” means any requirements 


imposed by applicable federal, state or local laws, rules, regulations, a Program Contract, or 


otherwise imposed by the Agency in connection with the operation of the Program or the 


performance required by either party under this Agreement. 


1.22 Specialist Physician.  “Specialist Physician” means a Participating Physician who 


(a) is duly credentialed in accordance with the then current AMERIGROUP credentialing 


requirements for a Specialist Physician practicing in the physician’s medical specialty including, 


without limitation, having achieved applicable board specialty certification or having completed 


an approved residency program in such medical specialty; (b) provides services to Covered 
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Persons within the range of such medical specialty; and (c) meets any Specialist Physician 


requirements otherwise set forth in the applicable Program Contract. 


ARTICLE II 


AMERIGROUP OBLIGATIONS 


2.1 Identification Cards.  AMERIGROUP shall issue each Covered Person an 


identification card reflecting the Covered Person's name, the Covered Person’s selected Primary 


Care Physician, the Covered Person’s AMERIGROUP identification number, and such other 


information as required by the Agency.  A sample identification card will be provided upon 


request of Provider. 


2.2 Provider Manual.  AMERIGROUP shall furnish Provider with the applicable 


Provider Manual(s) for each Program referencing the policies and procedures established by 


AMERIGROUP including, without limitation, eligibility verification, utilization review, drug 


utilization, quality assurance, patient safety, compliance, authorizations for Covered Services, 


sanctions and denials, provider grievances, appeals and such other policies and procedures 


applicable to AMERIGROUP and Provider as required by Regulatory Requirements, and to 


otherwise effect the delivery of managed health care services to Covered Persons hereunder.  


AMERIGROUP shall provide electronic access to its Provider Manual through 


AMERIGROUP’s website.  AMERIGROUP shall provide Provider with at least thirty (30) days 


prior notice of any material modifications to such Provider Manual thereafter. 


2.3 Policies and Procedures.  AMERIGROUP shall reference material policies and 


procedures applicable to Provider in the Provider Manual.  Notwithstanding the above, 


AMERIGROUP’s failure to include a specific policy or procedure in the Provider Manual shall 


not limit the applicability of such policy and procedure to Provider; provided that 


AMERIGROUP uses its commercially reasonable efforts to notify Provider of such policy.  


AMERIGROUP shall furnish Provider with written notice of any material modifications to such 


policies and procedures during the term of this Agreement and shall respond to Provider 


inquiries related to such policies and procedures in a timely manner. Provider shall comply with 


all AMERIGROUP policies and procedures communicated to Provider by AMERIGROUP. 


2.4 Reports.  AMERIGROUP shall provide to Provider such utilization profiles or 


other reports, if any, that AMERIGROUP is required to provide to Provider under applicable 


law, Program Contract or Agency requirements. 


2.5 Provider Listing; Marketing/Advertising.  For the purposes of enrolling and 


referring Covered Persons, marketing, complying with Program Contract requirements, reporting 


to Agencies, and otherwise carrying out the terms and conditions of this Agreement, 


AMERIGROUP shall, and shall be entitled to use the name(s), business address(es), and phone 


number(s) of Provider and any individual Participating Provider employed by or under contract 


with Provider to provide services hereunder.  AMERIGROUP shall, and shall be entitled to, use 


information related to any such individual Participating Provider’s education, specialty, 


subspecialty, licensure, certification and hospital affiliation for the purposes described above.   
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2.6 Credentialing.  Except as mutually agreed by the parties and as evidenced in 


writing by an addendum to this Agreement, AMERIGROUP shall credential Provider and all 


Participating Providers employed by or under contract with Provider to provide services 


hereunder pursuant to the then current AMERIGROUP credentialing criteria applicable to 


Provider and any such Participating Providers.   


2.7 Schedule of Benefits and Determination of Covered Services.  AMERIGROUP 


shall provide Provider with schedules of Covered Services for applicable Programs and will 


notify Provider in a timely manner of any material amendments or modifications to such 


schedules. 


2.8 Affiliate Services. 


(a) Covered Services furnished to members of certain out-of-state entities 


affiliated with AMERIGROUP, including, without limitation, other AMERIGROUP corporations 


(“Affiliates”), shall be paid in accordance with the rates set forth in this Agreement or such other 


rates established by the Affiliate’s state Program governing care to out-of-state members.  Such 


services will be furnished in accordance with the terms and conditions of the Provider Manual.  


Notwithstanding the above, for purposes of this Section, “Affiliate Services” shall mean those 


services required to be furnished to an Affiliate’s members pursuant to the applicable state 


Medicaid program in the state in which the Affiliate is responsible for furnishing services. 


(b) AMERIGROUP shall be responsible for coordinating between Provider and 


the applicable Affiliate for any member of an Affiliate that receives services at Provider.  


AMERIGROUP shall ensure that the Affiliate adjudicates and pays for services furnished 


hereunder in accordance with this Agreement. 


(c) Nothing in this Agreement shall be construed to make Provider a 


participating provider of any Affiliate and Provider shall not be identified as such in any Affiliate 


directory of participating providers. 


(d) Affiliates shall be deemed third party beneficiaries of this Section. 


ARTICLE III 


PROVIDER OBLIGATIONS 


3.1 Provider Services.  Provider shall provide to Covered Persons those Covered 


Services within the scope of Provider’s licensure, expertise, and usual and customary range of 


services pursuant to the terms and conditions of this Agreement, and shall be responsible to 


AMERIGROUP for its performance hereunder.  Provider shall make available to Covered 


Persons hours of operation that are no less than the hours of operation offered to patients with 


other insurance coverage including, but not limited to, commercial health plans and shall use 


reasonable efforts to meet appointment waiting time standards and to limit office waiting time 


for appointment to one (1) hour or less.  Provider shall provide to Covered Persons access to 24 


hour-per-day, 7 day-per-week urgent and emergency services as required by Regulatory 


Requirements.  Provider shall provide Emergency Services and Care without requiring prior 


authorization of any kind.   
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3.2 Licensure and Accreditation.  At all times during the term of this Agreement, 


Provider shall (a) maintain in good standing all applicable licenses, certifications and 


registrations required for Provider to furnish services hereunder, including without limitation a 


National Provider Identification number (NPI); (b) be a certified Medicare and certified 


Medicaid Provider, to the extent required under the Program; and (c) subject to 


AMERIGROUP’s credentialing requirements, obtain and maintain accreditation from an 


applicable nationally recognized accrediting body; and  (d) not be subject to any determination or 


another action that would adversely impact Provider’s license or status as a certified Medicare 


and Medicaid provider.  Provider shall ensure that each of Provider’s employees is duly licensed, 


certified or registered as required under a Program and applicable standards of professional 


ethics and practice.  Provider shall notify AMERIGROUP within three (3) business days 


following Provider’s receipt of any notice of any restrictions upon, or suspension or loss of, any 


licensure, certification or registration or receipt of any notice of any restrictions, suspension or 


revocation of such accreditation required hereunder.  Provider shall submit to AMERIGROUP 


evidence of Provider's satisfaction of the requirements set forth in this section upon 


AMERIGROUP's reasonable request. Subject to Regulatory Requirements, AMERIGROUP has 


the right to immediately terminate this Agreement upon the expiration, surrender, revocation, 


restriction or suspension of such accreditation. 


3.3 Covered Person Verification.  Provider shall establish a Covered Person's 


eligibility for services prior to rendering services, except in the case of an Emergency Medical 


Condition where such verification may be impractical.  In the case of an Emergency Medical 


Condition, Provider shall establish a Covered Person’s eligibility as soon as reasonably practical. 


AMERIGROUP shall provide a system for Providers to contact AMERIGROUP to verify 


Covered Person eligibility 24 hours a day, 7 days per week.  Nothing contained in this 


Agreement shall, or shall be construed to require advance notice, coverage verification, or pre-


authorization for emergency room services provided in accordance with the federal Emergency 


Medical Treatment and Active Labor Act ("EMTALA") prior to Provider's rendering such 


services. 


3.4 Provider Responsibility.  AMERIGROUP shall not be liable for, nor will it 


exercise control or direction over, the manner or method by which Provider provides services to 


Covered Persons. Provider shall be solely responsible for all medical advice and services 


provided by Provider to Covered Persons. Provider acknowledges and agrees that 


AMERIGROUP may deny payment for provider services rendered to a Covered Person which it 


determines are not Medically Necessary, are not Covered Services pursuant to an applicable 


Program Contract, or are not otherwise provided in accordance with this Agreement.  Neither 


such a denial nor any action taken by AMERIGROUP pursuant to a utilization review, referral, 


or discharge planning program shall operate to modify Provider’s obligation to provide 


appropriate services to a Covered Person under applicable law and any code of professional 


responsibility.  Nothing in this Agreement shall be construed as prohibiting any Participating 


Provider from discussing treatment or non-treatment options with Covered Persons irrespective 


of whether such treatment options are Covered Services. 
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3.5 Coordinated and Managed Care.  Provider shall participate in AMERIGROUP 


systems designed to facilitate the coordination of health care services.  Subject to medical 


judgment, patient care interests, and a patient's express instructions, and recognizing that the 


level of Covered Services provided by Provider may be affected by the Provider's scope of 


services, Provider shall report clinical encounter data as required by such systems, and shall 


obtain all required Covered Person consents or authorizations necessary for Provider to report 


such clinical encounter data to AMERIGROUP. 


3.6 Concurrent Review.  Provider agrees to provide access to AMERIGROUP 


employees to review Covered Person’s medical records and perform on-site concurrent review 


during normal business hours.  AMERIGROUP employees will cooperate with the requirements 


of the Provider while on Provider’s premises.  During any such on-site concurrent review, 


Provider shall provide AMERIGROUP with access to a telephone and appropriate work space to 


conduct the review. 


3.7 Compliance with Credentialing, Utilization Management, Quality Assurance, 


Grievance, Coordination of Benefits, Third Party Liability and other Rules, Regulations, Policies 


and Procedures.  Provider shall comply and cooperate with all AMERIGROUP and Program 


requirements related to credentialing, utilization management, quality assurance, peer review, 


grievances, coordination of benefits and third party liability.  Provider shall comply with the 


terms of the Provider Manual. 


3.8 Insurance Coverage. 


(a) Professional Liability.  At all times during the term of this Agreement, 


Provider shall maintain professional liability insurance, including maintaining such tail or prior 


acts coverage necessary to avoid any gap in coverage for claims arising from incidents occurring 


during the term of this Agreement.  Such insurance shall (a) be obtained from a carrier 


authorized to conduct business in the jurisdiction in which Provider operates; (b) maintain 


minimum policy limits equal to $1,000,000.00 per occurrence and $3,000,000.00 in the 


aggregate; and (c) include coverage for the professional acts and omissions of Provider and any 


employee, agent or other person for whose acts or omissions Provider is responsible. 


(b) General Liability.  At all times during the term of this Agreement, 


Provider shall maintain general comprehensive liability insurance from a carrier authorized to 


conduct business in the jurisdiction in which Provider operates, in amounts required under 


Regulatory Requirements.  Said insurance shall cover Provider’s premises, insuring Provider 


against any claim of loss, liability, or damage caused by or arising out of the condition or alleged 


condition of said premises, or the furniture, fixtures, appliances, or equipment located therein, 


together with the standard liability protection against any loss, liability or damage resulting from 


the operation of a motor vehicle by Provider, Provider’s employees or agents. 


(c) Workers Compensation.  Provider shall maintain workers’ compensation 


insurance for Provider’s employees in accordance with the Nevada Worker’s Compensation 


Law.  Said insurance shall be obtained from a carrier authorized to conduct business in the 


jurisdiction in which Provider operates and shall provide such limits of coverage as required by 


Regulatory Requirements. 
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(d) Evidence of Insurance.  Provider shall provide AMERIGROUP with 


evidence of Provider's compliance with the foregoing insurance requirements, as reasonably 


requested by AMERIGROUP from time to time during the term of this Agreement, but in no 


event less than annually.  Provider shall provide AMERIGROUP with at least thirty (30) days 


prior written notice of any cancellation or non-renewal of any required coverage or any reduction 


in the amount of Provider's coverage, and shall secure replacement coverage meeting the 


requirements hereunder so as to ensure no lapse in coverage.  Provider shall furnish 


AMERIGROUP with a certificate of insurance evidencing such replacement coverage.  Provider 


shall also furnish a certificate of insurance to a requesting Agency upon request. Provider may 


maintain coverage hereunder through a self-funded insurance plan, provided that Provider 


maintains actuarially sound reserves related to such self-funded plan and provides to 


AMERIGROUP on a semi-annual basis an opinion letter from an independent actuarial firm or 


other proof reasonably acceptable to AMERIGROUP attesting to the financial adequacy of such 


reserves. 


3.9 Contracted Provider Requirements.  Unless otherwise approved in writing by 


AMERIGROUP, Provider and its employees shall perform all the services required hereunder 


directly and not pursuant to any subcontract between Provider and any other person or entity (a 


“Contracted Provider.”)  In the event that any portion of the services that Provider is responsible 


for hereunder are performed for on behalf of Provider by a Contracted Provider, Provider shall 


be responsible for ensuring that such Contracted Provider furnishes such services in compliance 


with all of Provider’s obligations under this Agreement including, without limitation, 


maintaining required insurance, maintaining medical records, and holding Covered Persons 


harmless for the cost of any services or supplies provided by Contracted Providers to such 


Covered Persons.  This section shall not preclude Provider from using contract nursing services 


or obtaining locums tenens coverage for Participating Physicians that are on temporary leave. 


3.10 Proprietary Information. 


(a) The parties acknowledge and agree that all the following information is 


proprietary:  AMERIGROUP’s quality assurance, utilization management, risk management and 


peer review programs; AMERIGROUP's credentialing procedures; this Agreement, including the 


rates of reimbursement payable under this Agreement; AMERIGROUP's Provider Manual; 


information related to AMERIGROUP programs, policies, protocols and procedures, and all 


information otherwise furnished to Provider by AMERIGROUP as a result of this Agreement.  


The parties agree not to use such proprietary information except for the purpose of carrying out 


their obligations under this Agreement.  Neither party shall disclose any proprietary information 


to any person or entity without the other party’s express written consent except to the extent such 


information is available in the public domain or was acquired by such party from a third party 


not bound to preserve the confidentiality of such information. 


(b) Provider and AMERIGROUP shall each treat all information which is 


obtained through its respective performance under the Agreement as confidential information 


which is obtained through its respective performance under the Agreement as confidential 


information to the extent that confidential treatment is required under applicable law and 


regulations, including without limitation 42 C.F.R. Section 422.118 and 45 C.F.R. Parts 160 and 


164, as may be amended from time to time, and shall not use any information so obtained in any 
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manner except as necessary to the proper discharge of its obligations and securing of its rights 


hereunder.  Provider and AMERIGROUP shall each have a system in effect to protect all records 


and all other documents deemed confidential by law which are maintained in connection with the 


respective activities of Provider or AMERIGROUP and performing in connection with this 


Agreement.  Any disclosure or transfer of confidential information by Provider or 


AMERIGROUP will be in accordance with applicable law. 


3.11 Provision of Non-Covered Services.  Prior to the provision of any services to a 


Covered Person that are not Covered Services, Provider (a) shall advise the Covered Person, in 


writing, (i) of the nature of the service; (ii) that the service is not a Covered Service for which 


compensation is payable hereunder; and (iii) that the Covered Person will be responsible for 


paying for the service;  (b) shall obtain a signed Private Pay form from such Covered Person; and 


(c) shall otherwise comply with all applicable law, Program Contract and Agency requirements 


related to the provision of non-covered services to Covered Persons. 


3.12 Representations and Warranties. 


(a) Provider Status.  Provider hereby represents and warrants that Provider: (i)  


has the power and authority to enter into this Agreement; (ii) is legally organized and operated to 


provide the services contemplated hereunder; (iii) is not in violation of any licensure requirement 


applicable to Provider under law, Program Contract or Agency rules; (iv) has not been excluded 


from participation in the Medicare, Medicaid and /or SCHIP programs pursuant to Sections 1128 


or 1156 of the Social Security Act; (v) has not been convicted of bribery or attempted bribery of 


any official or employee of the jurisdiction in which Provider operates, nor made an admission of 


guilt of such conduct which is a matter of record; (vi) is not presently disbarred, suspended, 


proposed for debarment, declared ineligible, or voluntarily excluded from providing Covered 


Services by any federal or state department or contractor; (vii) is capable of providing all data 


related to the services provided hereunder in a timely manner as reasonably required by 


AMERIGROUP to satisfy Regulatory Requirements, including, without limitation, data required 


under the Health Employer Data and Information Set and National Committee for Quality 


Assurance requirements; and (viii) qualifies as a participating provider in all Programs in 


accordance with the applicable Regulatory Requirements.  


(b) Provider Information and Documentation.  Provider represents and 


warrants that all information provided by Provider to AMERIGROUP, including without 


limitation, information relating to insurance coverage, quality assurance, credentialing, change of 


ownership of Provider and availability of medical care by Provider to Covered Persons, is true 


and correct as of the date such information is furnished, and Provider is unaware of any 


undisclosed facts or circumstances that would make such information inaccurate or misleading.  


Provider shall provide AMERIGROUP with written notice of any changes to such information 


within five (5) business days of such change. 


3.13 Reporting Fraud and Abuse.  Provider shall cooperate with AMERIGROUP’s 


anti-fraud compliance program.  If Provider identifies any actual or suspected fraud, abuse, or 


misconduct in connection with the services rendered hereunder, in violation of state or federal 


law, Provider immediately shall report such activity directly to the Compliance Officer of 


AMERIGROUP in accordance with the Provider Manual. 
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3.14 Conformance with Law; Effect of Governmental Action.  In addition to and 


without limiting the applicability of any other sanctions and penalties that may be applicable for 


Provider’s failure to conform with such federal, state and local laws, rules and regulations, 


Provider acknowledges and agrees that, in connection with the Medicare Program, Provider’s 


failure to report potential fraud or abuse may result in sanctions, cancellation of contract, or 


exclusion from participation in the Medicare Program. Provider agrees to comply with all state 


and federal laws, rules and regulations that apply to all persons receiving state and federal funds, 


including without limitation, all applicable Medicare laws, rules and regulations and all CMS 


instructions. 


ARTICLE IV 


REIMBURSEMENT 


4.1 Claims Submission.  Except to the extent Provider is compensated on a capitation 


basis under this Agreement, Provider shall submit claims on either a current CMS-1500 claim 


form for professional claims or a CMS-1450 claim form for institutional claims (or successor 


forms), or the electronic equivalent in the manner and to the location described in the Provider 


Manual.  Provider is encouraged to submit claims information through electronic data 


interchange (EDI) that allows for automated processing and adjudication of claims. As 


AMERIGROUP continues to develop electronic interface systems for registration, eligibility and 


benefit verification and claims processing, Provider will use such electronic interface systems. 


Provider must use HIPAA compliant billing codes when billing or submitting encounter data. 


This applies to both electronic and paper claims. When billing codes are updated, Provider is 


required to use appropriate replacement codes for submitted claims for Covered Services.  In its 


discretion, AMERIGROUP may amend the Agreement as it deems necessary to clarify changes 


to standard billing codes. Regardless of whether AMERIGROUP so amends the Agreement, 


AMERIGROUP shall not pay any claims submitted using non-compliant billing codes. 


Claims must be submitted within ninety (90) days following the date service is 


rendered.  Claims not received by AMERIGROUP from Provider within such period may be 


denied payment.  AMERIGROUP will not deny Clean Claims for payment solely due to these 


claims being received after ninety (90) days from the date services were rendered in the event 


that Provider was unable to determine that the patient was an AMERIGROUP Covered Person, 


and where Provider timely filed such claim with another payor. In such event, Provider shall 


have ninety (90) days to resubmit such claim to AMERIGROUP from the date Provider receives 


a denial from the payor to which Provider originally submitted the claim. Such submission shall 


include proof of timely filing, and denial by, such other payor. 


4.2 Reimbursement.  As payment in full for Covered Services provided to Covered 


Persons hereunder, AMERIGROUP shall pay to Provider the reimbursement specifically set 


forth in Attachment A.  AMERIGROUP shall make payments under this Agreement to the name 


and address set forth in Provider’s Participating Provider application.  Reimbursement for Clean 


Claims shall be made in accordance with all Nevada prompt pay requirements as established 


under applicable law.  Provider agrees to accept payments or appropriate denials made in 


accordance with this Agreement as payment in full for all Covered Services provided to Covered 


Persons. 
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AMERIGROUP reserves the right to conduct chart review upon reasonable notice 


to Provider at Provider's normal place of business during normal business hours in order to 


determine the appropriateness of services and/or charges on a specific claim. AMERIGROUP 


reserves the right to use code-editing software to determine if services are considered part of, 


incidental to, or inclusive of the primary procedure.  Provider shall be responsible for collecting 


co-payments from Covered Persons to the extent required by Regulatory Requirements. Provider 


shall promptly submit all information requested by AMERIGROUP reasonably necessary to 


AMERIGROUP to compensate Provider for services provided hereunder. Provider shall not 


solicit or accept any surety or guarantee of payment from the Covered Person.  Covered Person 


shall include the patient, parent(s), guardian, spouse or any other legally responsible person of 


the Covered Person being served.  


4.3 Capitation of Contracted Providers; Encounter Data Requirements.  If Provider is 


compensated for services provided hereunder on a capitated basis, Provider shall: 


(a) arrange and coordinate all capitated Covered Services for Covered Persons 


assigned to Provider or one of Provider’s Participating Physicians for such capitated Covered 


Services; 


(b) accept the capitation payment payable hereunder as payment in full for all 


such capitated Covered Services provided to such Covered Persons;  


(c) timely submit complete and accurate encounter data for capitated services 


rendered to Covered Persons, including, without limitation, statistical and descriptive medical, 


diagnostic and patient data for Covered Services rendered to Covered Persons, and reporting 


requirements included in applicable Program Contracts; and 


(d) immediately notify both AMERIGROUP and the Program by certified 


mail, return receipt requested, if Provider becomes aware for any reason that Provider is not 


entitled to a capitation payment for a particular Covered Person for any reason (e.g., the death of 


a Covered Person). 


4.4 Financial Incentives.  No provision in this Agreement shall, or shall be construed 


to, create any incentive, financial or otherwise, for Provider to withhold Medically Necessary 


services. 


4.5 Recoveries from Third Parties.  Provider acknowledges and agrees that claims 


payments made by AMERIGROUP are subject to Program requirements regarding third party 


liability. Provider shall cooperate with AMERIGROUP's policies and procedures related to third 


party liability recovery in the event claims for services rendered by Provider to a Covered Person 


are related to an illness or injury for which a third party may be liable, including, without 


limitation, claims that may be covered by automobile insurance, workers’ compensation 


coverage, other health insurance, or otherwise give rise to a claim for third party liability, 


coordination of benefits or subrogation (to the extent permitted by applicable law, Program 


Contract and Agency requirements). Provider shall take all reasonable actions required by 


AMERIGROUP to assist AMERIGROUP in obtaining such recoveries, including executing any 
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appropriate documents reasonably requested by AMERIGROUP to enforce such claims or to 


assign any payments to AMERIGROUP.  


4.6 Right of Offset.  AMERIGROUP shall be entitled to offset an amount equal to 


any overpayments made by AMERIGROUP to Provider against any payments due and payable 


by AMERIGROUP to Provider under this Agreement.  


ARTICLE V 


PROVISIONS APPLICABLE TO ANCILLARY PROVIDERS 


5.1 Surety Bond Requirement.  If Provider provides home health services or durable 


medical equipment, Provider shall comply with all applicable provisions of Section 4724(b) of 


the Balanced Budget Act of 1997, including, without limitation, any applicable requirements 


related to the posting of a surety bond.  


5.2 Reimbursement Method.  Notwithstanding any provision set forth in the 


Agreement, capitation shall not be the sole method of reimbursement for Provider if Provider 


supplies durable medical equipment or prescription services. 


5.3 Business Associate Addendum.  Provider represents and warrants that it is a 


“Covered Entity” as defined in 42 CFR Section 160.103 and that as such it is required to comply 


with requirements regarding protection of certain protected health information in accordance 


with 42 CFR Parts 160 and 164 as amended from time to time. In the event that Provider is not a 


“covered entity,” as such term is defined in the HIPAA Regulations, a Business Associate 


Addendum shall be attached hereto and made a part hereof.  Provider acknowledges that if it is 


not a covered entity, AMERIGROUP is unable to disclose to Provider any protected health 


information regarding any Covered Person until a Business Associate Agreement is fully 


effective between the parties hereto. 


ARTICLE VI 


COMPLIANCE WITH REGULATORY REQUIREMENTS 


6.1 Compliance with Regulatory Requirements.  AMERIGROUP and Provider shall 


each comply with all applicable Regulatory Requirements related to this Agreement.  The failure 


of this Agreement to expressly reference a Regulatory Requirement applicable to either party in 


connection with their duties and responsibilities hereunder shall in no way limit such party’s 


obligation to comply with such Regulatory Requirement. Without limiting the foregoing, this 


Agreement incorporates by reference all applicable federal and state laws, rules and regulations, 


consent decrees and court orders.  Any amendments to or revisions of such laws, regulations, 


consent decrees or court orders shall automatically be incorporated into the Agreement, as of 


their respective effective dates.  Except as otherwise required under applicable Regulatory 


requirements, to the extent any provision set forth in this Article VI conflicts with any provision 


otherwise set forth in this Agreement , the requirements of this Article VI shall control.  


6.2 Hold Harmless.  Provider hereby agrees that in no event, including, but not 


limited to nonpayment by AMERIGROUP, the insolvency of AMERIGROUP, or breach of this 


agreement, shall Provider bill, charge, collect a deposit from; seek compensation, remuneration 


or reimbursement from; or have any recourse against Covered Persons, DHCFP, DOI or persons 
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other than AMERIGROUP for services provided pursuant to this Agreement. This provision 


shall not prohibit collection from Covered Persons  of any applicable co-payments or deductibles 


billed in accordance with the terms of the subscriber agreement for AMERIGROUP.  


Provider further agrees that (i) this provision shall survive the termination of this 


Agreement regardless of the cause giving rise to such termination and shall be construed to be 


for the benefit of AMERIGROUP Covered Persons and (ii) this provision supersedes any oral or 


written agreement to the contrary now existing or hereafter entered into between Provider and 


the Covered Person or persons acting on the Covered Person's behalf.  


6.3 Rights of Participating Providers.  Nothing in the Agreement shall be construed as 


prohibiting any Participating Provider from advising or advocating on behalf of a Covered 


Person, who is his or her patient, for the following:  


(a) The Covered Person’s health status, medical or behavioral health care, or 


treatment options, including alternative treatment that may be self-administered; 


(b) Any information the Covered Person needs in order to decide among all 


relevant treatment options; 


(c) The risks, benefits and consequences of treatment or non-treatment; or 


(d) The Covered Person’s right to participate in decisions regarding his or her 


health care, including the right to refuse treatment and to express preferences about future 


treatment decisions. 


(e) The Covered Person’s right to obtain Medically Necessary Covered 


Services, with the written authorization of such Covered Person and through the utilization 


review or grievance processes established by AMERIGROUP.  


6.4 Laboratory Compliance.  If Provider performs laboratory services, Provider shall 


comply with all requirements of the Clinical Laboratory Improvement Act (“CLIA”), regulations 


promulgated thereunder and any amendments and successor statutes and regulations thereto.  


Upon execution of this Agreement, Provider shall furnish written verification to AMERIGROUP 


that Provider’s laboratory facilities, if any, and those with which it conducts business related to 


Covered Persons, have appropriate CLIA certification of registration or waiver and a CLIA 


identification number.  Provider shall notify AMERIGROUP in writing of any changes in 


Provider’s CLIA certification status or the certification status of any laboratory facilities with 


which Provider conducts business related to Covered Persons within five (5) business days of 


any such changes. 


6.5 Medicare Co-payments and Deductibles; Limitations of Billing. 


(a) In connection with the Medicare Program, except for costs associated with 


non-Covered Services provided to a Covered Person, applicable co-payments and deductibles as 


permitted under the Medicare Program and set forth in the AMERIGROUP Provider Manual or 


in the schedule of benefits for the Medicare Program are the only amounts that Provider may 


collect from a Medicare-eligible Covered Person in connection with Covered Services.  Provider 
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acknowledges that Medicaid cost-sharing requirements may preclude Provider’s collection of co-


payments or deductibles from dual eligible Medicare and Medicaid Covered Persons. 


(b) Provider shall be responsible for collecting any applicable co-payments or 


permitted deductibles at the time of service in accordance with the policies and procedures set 


forth in the AMERIGROUP Provider Manual. 


(c) Provider understands that if Provider initiates any actions to collect 


payment from any Medicare-eligible Covered Person over and above allowable co-payments, 


excluding payment for services not covered under the Medicare Program, AMERIGROUP will 


initiate and maintain such necessary action to stop Provider or Provider’s employee, agent, 


assign, trustee, or successor in interest from maintaining such action against such Medicare-


eligible Covered Person. 


(d) Covered Persons eligible for both Medicare and Medicaid will not be held 


liable for Medicare Part A and B cost sharing when the State of Nevada is responsible for paying 


such amounts. AMERIGROUP will not impose cost-sharing that exceeds the amount of cost-


sharing that would be permitted with respect to the member under title XIX if the member were 


not enrolled in such a plan. The provider will accept AMERIGROUP’s payment as payment in 


full. 


6.6 Medicare Reporting Requirements.  In accordance with 42 C.F.R. §422.504(i); 


AMERIGROUP and Provider expressly agree: 


(a) HHS, the Comptroller General of HHS (the “Comptroller General”) or 


their designees, may audit, evaluate, or inspect any books, contracts, medical records, patient 


care documentation, and all other records of AMERIGROUP and Provider, as well as their 


related entities, contractors, subcontractors or transferees, that pertain to any aspect of the 


services performed under this Agreement, reconciliation of benefit liabilities, and determination 


of amounts payable under this Agreement, or as the Secretary of HHS (the “Secretary”) may 


deem necessary to enforce this Agreement. 


(b) AMERIGROUP and Provider each agree to make available, for the 


purposes specified in 42 C.F.R. §422.504 (d), (e), their respective premises, physical facilities 


and equipment, records relating to Covered Persons and any additional relevant information that 


CMS may require. 


(c) HHS, the Comptroller General, or their designees’ right to inspect, 


evaluate and audit shall extend through ten (10) years from the final date of the Medicare 


Program contract or the completion of a final audit by CMS related to same, whichever is later, 


unless CMS determines there is a special need to retain a particular record or group of records 


for a longer period than ten (10) years and so notifies AMERIGROUP at least thirty (30) days 


prior to the normal disposition date, or CMS determines there is a reasonable possibility of fraud. 


6.7 Right to Inspect Records.  The Program, HHS, CMS, the State of Nevada State 


Medicaid Fraud Unit, and the State of Nevada’s Attorney General's Office shall have the right to 


evaluate through inspection, or other means, whether announced or unannounced, any records 


pertinent to this Agreement including quality, appropriateness and timeliness of services and 
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such evaluation, when performed, shall be performed with the cooperation of AMERIGROUP 


and Provider.  Upon request, AMERIGROUP shall assist in such reviews. 


6.8 Conflicts of Interest.  Provider warrants that no part of the total Agreement 


amount received by Provider under this Agreement shall be paid directly, indirectly or through a 


parent organization, subsidiary or an affiliated organization to any state or federal officer or 


employee of the State of Nevada or any immediate family member of a state or federal officer or 


employee of the State of Nevada as wages, compensation, or gifts in exchange for acting as 


officer, agent, employee, subcontractor, or consultant to the Provider in connection with any 


work contemplated or performed relative to this Agreement unless disclosed to by DHCFP.  For 


purposes of this Section 6.8, “immediate family member” shall mean a spouse or minor 


child(ren) living in the household. 


Provider shall ensure that it maintains adequate internal controls to detect and 


prevent conflicts of interest from occurring at all levels of its organization. 


6.9 Gratuities.  By signing this Agreement, Provider certifies that no member of or 


delegate of Congress, nor any elected or appointed official or employee of the State of Nevada, 


the United States General Accounting Office, the United States Department of Health and 


Human Services, CMS, or any other federal agency has or will benefit financially or materially 


due to influence in obtaining this Agreement. This Agreement may be terminated by 


AMERIGROUP, or at the direction of Medicaid, if it is determined that gratuities of any kind 


were offered to or received by any of the aforementioned officials or employees from  Provider 


or Provider’s agents or employees. 


6.10 Lobbying.  By signing this Agreement, Provider certifies to the best of its 


knowledge and belief that federal funds have not been used for lobbying in accordance with 45 


CFR Part 93 and 31 USC 1352.  Provider shall disclose any lobbying activities using non-federal 


funds in accordance with and to the extent required by 45 CFR Part 93. Provider agrees, pursuant 


to 31 U.S.C. § 1352 and 45 C.F.R. Part 93, that no federal appropriated funds have been paid or 


will be paid to any person by or on behalf of Provider for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of Congress, or an employee of a member of Congress in connection with the award 


of any federal contract, the making of any federal grant, the making of any federal loan, the 


entering into of any cooperative contract, or the extension, continuation, renewal, amendment, or 


modification of any federal contract, grant loan, or cooperative contract.  Provider agrees to 


submit any required certifications or take any other actions required under applicable law related 


to Provider’s compliance with 31 U.S.C. § 1352 and 45 C.F.R. Part 93, or any successor statutes 


or regulations thereto or promulgated thereunder. If any funds other than federal appropriated 


funds have been paid or will be paid by Provider to any person for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of any agency, an officer or employee of Congress, or an employee of a member of 


Congress in connection with the award of any federal contract, the making of any federal grant, 


the making of any federal loan, the entering into of any cooperative contract, or the extension, 


continuation, renewal, amendment, or modification of any federal contract, grant, loan, or 


cooperative contract, and the contract exceeds $100,000.00, Provider shall complete and submit 


Standard Form LLL-"Disclosure of Lobbying Activities" in accordance with its instructions. 
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6.11 Federal Medicaid Program Integrity Requirements.  Provider shall prepare and 


submit to AMERIGROUP applicable disclosures of information in accordance with the 


requirements specified in 42 CFR, Part 455, Subpart B. 


6.12 Non-Discrimination.  Provider shall abide by the federal Civil Rights Act of 1964, 


the Federal Rehabilitation Act of 1973, and all other applicable statutes, regulations and orders 


(including, without limitation, Executive Orders 11246 and 11375, “Equal Employment 


Opportunities”) as amended, and any and all successor statutes, regulations and related orders.  


Provider shall not exclude any Covered Person from participation in any aid, care, service or 


other benefit, or deny any Covered Person such services on the grounds of race, color, national 


origin, sex, age, disability, political beliefs or religion.  Provider shall not subject any Covered 


Person to discrimination due to such Covered Person’s status as a Program Contract beneficiary.   


6.13 Financial Disclosure.  Provider shall comply with all financial disclosure 


requirements under 42 U.S.C. § 1396b(m) and 42 C.F.R. § 434, and all other applicable law.   


6.14 Advance Directives.  Provider shall comply with all applicable requirements 


under 42 C.F.R. § 434.28 related to Advance Directives.  


6.15 Additional Program Contract Requirements. 


(a) Provider and AMERIGROUP acknowledge and agree that pursuant to 


Nevada Administrative Code Section 695C.190, the following provisions are included in this 


Agreement and the parties shall comply with such provisions: 


(i) Provider releases the Covered Person from any liability for the cost 


of services rendered pursuant to this Agreement, except for any nominal payment to be made by 


the Covered Person, if applicable pursuant to Program Contract or Agency rules, or for a service 


that is not a Covered Service in accordance with the terms of this Agreement.   


(ii) Provider shall participate in AMERIGROUP programs to assure 


the quality of health care provided to Covered Persons. 


(iii) Provider shall provide all medically necessary services required by 


an applicable Program to each Covered Person for the period for which a premium has been paid 


to AMERIGROUP. 


(iv) if Provider is a physician, Provider shall transfer or otherwise 


arrange for the maintenance of the records of Covered Persons who are patients of Provider if 


this Agreement is terminated for any reason or if Provider otherwise leaves the panel of 


physicians associated with AMERIGROUP. 


6.16 Agency and Program Requirements. 


(a) AMERIGROUP shall provide a copy of this Agreement to DHCFP, upon 


request. 
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(b) Provider shall comply with all relevant provisions of the Medicaid 


Program Contract appropriate to the Provider’s service or activity, specifically including but not 


limited to the provisions related to confidentiality, federal Health Insurance Portability and 


Accountability Act requirements, insurance requirements and record retention.   


(c) Nothing contained herein shall operate to relieve AMERIGROUP of its 


legal responsibility under the Medicaid Program Contract. 


(d) AMERIGROUP shall monitor Provider’s performance on an on-going 


basis and subject Provider to formal review according to periodic schedules established by the 


State of Nevada, consistent with industry standards and/or state laws and regulations.  If 


AMERIGROUP identifies deficiencies or areas for improvement in Provider’s performance, 


AMERIGROUP may require Provider to take corrective action. 


(e) AMERIGROUP and Provider are responsible for and shall provide 


immediate notification to DHCFP regarding all suspected recipient and provider fraud and abuse.  


Provider acknowledges that upon AMERIGROUP’s awareness of any disciplinary action, 


sanction taken against Provider or any suspected fraud or abuse, AMERIGROUP shall 


immediately inform DHCFP. 


6.17 Executive Order 13496.  This provision is applicable to Providers who participate 


in AMERIGROUP’s Medicare program under Medicare Parts C and D and receive at least 


$10,000 or more in payments from such AMERIGROUP Medicare program. Provider shall 


comply with the requirements of Executive Order 13496, 29 CFR 471, Appendix A to 


Subpart A. 


6.18 Performance Within the U.S.  Provider agrees that all services to be performed 


herein shall be performed in the United States of America.  Breach, or anticipated breach, of the 


foregoing shall be a material breach of this Agreement and, without limitation of remedies, shall 


be cause for immediate termination of this Agreement. 


ARTICLE VII 


RECORDS AND CONFIDENTIALITY 


7.1 Records.  Provider shall maintain an adequate record system of medical, financial 


and administrative records for recording services, service providers, charges, dates and all other 


commonly accepted information elements for services rendered to Covered Persons pursuant to 


this Agreement (including but not limited to such records as are necessary for the evaluation of 


the quality, appropriateness, and timeliness of services performed under this Agreement). Such 


records shall be kept in accordance with industry standards, Regulatory Requirements, including 


without limitation applicable law regarding confidentiality of Covered Person information. Such 


records shall be retained by Provider for the period of time required under Regulatory 


Requirements, but in no event less than ten (10) years from the date the service is rendered. 


Provider shall provide state and federal agencies access to review records related to services 


provided hereunder in accordance with Regulatory Requirements. Provider shall permit 


AMERIGROUP or its designated agent to review records directly related to services provided to 


Covered Persons, either by providing such records to AMERIGROUP for off-site review, or on-
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site at Provider’s facility, upon reasonable notice from AMERIGROUP and during regular 


business hours.  Provider shall obtain all necessary releases, consents and authorizations from 


Covered Persons with respect to their medical records to permit AMERIGROUP access to such 


records.  Provider shall supply the records described above at no charge upon request. Covered 


Persons and their representatives shall be given access to any requested copies of the Covered 


Persons’ medical records, to the extent and in the manner provided by law as amended and 


subject to reasonable charges. The requirements of this section pertain to the retention of records 


for Medicaid purposes only; other state or federal rules may require longer retention periods and 


Provider shall comply with all such state or federal law and Agency rules.  These minimum 


record keeping periods shall begin to run from the last date of treatment.  After these minimum 


record keeping periods, state law allows for the destruction of records.  Said records shall be 


made available for fiscal audit, medical audit, medical review, utilization review, and other 


periodic monitoring upon request of authorized representative of the Program. The rights and 


obligations of the parties under this section shall survive the termination of this Agreement. 


7.2 Record Transfer.  Provider shall cooperate in the transfer of Covered Persons' 


medical records to other Participating Providers when required, subject to Regulatory 


Requirements, and shall assume the cost associated therewith.  Following a Covered Person's 


request for record transfer, Provider shall transfer such Covered Person's medical records in 


Provider's custody within ten (10) days following the request or such other time period required 


under Regulatory Requirements. 


ARTICLE VIII 


COMPLAINT/DISPUTE RESOLUTION 


8.1 Complaints of Covered Persons.  AMERIGROUP shall notify the Provider 


concerning any complaint by a Covered Person involving that Provider or a Participating 


Provider of that Provider in accordance with procedures set forth in the Provider Manual. The 


provisions of this Article shall only apply to disputes that have complied fully with all grievance 


and appeal procedures set forth in the Provider Manual. 


8.2 Negotiation of Disputes. 


(a) In the event of a dispute arising out of this Agreement that is not resolved 


by, or is not within the scope of relationship management set forth in the Agreement, or that is 


not resolved by informal discussions among the Parties, the Parties shall negotiate the dispute.  


Any party may initiate negotiation by sending a written description of the dispute to the other 


Parties by certified or registered mail or personal delivery.  The description shall explain the 


nature of the dispute in detail and set forth a proposed resolution, including a specific time frame 


within which the Parties must act.  The Party receiving the letter must respond in writing within 


thirty (30) days with a detailed explanation of its position and a response to the proposed 


resolution.  With in thirty (30) days of the initiating Party receiving this response, principals of 


the Party who have authority to settle the dispute will meet to discuss the resolution of the 


dispute.  The initiating Party shall initiate the scheduling of this negotiating session. 
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(b) In the event the Parties are unable to resolve the dispute following the 


negotiation, a Party shall have the right to pursue all available remedies at law or equity, 


including injunctive relief. 


ARTICLE IX 


TERM; TERMINATION 


9.1 Initial Term and Renewal.  Subject to the terms and conditions otherwise set forth 


in this Agreement, this Agreement shall have an initial term of two (2) years, commencing as of 


the Effective Date, and shall renew automatically thereafter for successive terms of one (1) year, 


unless either party notifies the other of its intent not to renew at least one hundred twenty (120) 


days prior to the end of the term. 


9.2 Termination Without Cause.  Notwithstanding any other provision included in 


this Agreement, Provider and AMERIGROUP shall each be entitled to terminate this Agreement 


at any time during its term by providing one hundred and twenty (120) days prior written notice 


to the other party.   


9.3 Termination by Either Party for Cause.  Either party may terminate this 


Agreement for Cause, defined as a material breach of this Agreement by the other party hereto, 


upon ninety (90) days prior written notice to the other party.  The notice shall set forth the 


reasons for termination and provide the breaching party ninety (90) days to cure such material 


breach or the termination becomes effective. 


9.4 Immediate Termination; Automatic Termination. 


(a) Immediate Termination.  AMERIGROUP shall be entitled to terminate 


this Agreement immediately upon AMERIGROUP’s determination made in good faith and with 


reasonable belief that (A) a Covered Person’s health is subject to imminent danger or a 


physician’s ability to practice medicine is effectively impaired by an action of the Board of 


Medicine or other governmental agency or (B) Provider continues a practice or pattern of (1) 


substantial disregard for the rules and regulations of AMERIGROUP with respect to patient care, 


or (2) material deviation from the practice and quality assurance standards adopted by 


AMERIGROUP, or (C) Provider’s continued participation could adversely affect the care of 


Covered Persons.  In addition, AMERIGROUP may immediately terminate this Agreement upon 


the filing of a petition in bankruptcy for liquidation or reorganization by or against Provider, if 


Provider becomes insolvent, or if a receiver is appointed for Provider or its property.  In the case 


of termination under this subsection, the effective date of such termination shall be the date set 


forth in AMERIGROUP’s written notice to Provider notifying Provider of such termination. 


(b) Automatic Termination.  This Agreement shall automatically and 


immediately terminate upon the expiration, surrender, revocation, restriction or suspension of 


any professional license required for Provider to perform the services contemplated hereunder or 


Provider’s participation in any applicable Program. In addition, if Provider is terminated, barred, 


suspended or otherwise excluded from participation in, or has voluntarily withdrawn as the result 


of a settlement agreement related to, any program under Titles XVIII, XIX or XX of the Social 


Security Act, this Agreement shall automatically and immediately terminate. 
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9.5 Continuation of Care. 


(a) In the event of the termination of this Agreement for any reason except 


termination of this Agreement for cause by AMERIGROUP pursuant to subsection (c) below, 


any Covered Person who is suffering from and receiving active health care services for a chronic 


or terminal illness or who is an inpatient shall have the right to continue to receive health care 


services from Provider for a period of up to sixty (60) days from the date of the termination of 


this Agreement.  Any Covered Person who is pregnant and receiving treatment in connection 


with that pregnancy at the time of termination of this Agreement may continue to receive health 


care services from Provider for the remainder of her pregnancy and six (6) weeks post-partum.   


(b) During the continuity of care provision described in subsection (a) above, 


Provider shall continue to provide services in accordance with the terms of this Agreement 


applicable immediately prior to the termination of this Agreement, and AMERIGROUP shall 


continue to meet all of the obligations of this Agreement. 


(c) A Covered Person shall not have the right to continuation of care if the 


termination of this Agreement is for loss of Provider license, or if the termination of this 


Agreement is due to reasons related to quality of health care services rendered, which may 


adversely impact the health, safety or welfare of Covered Persons.   


ARTICLE X 


MISCELLANEOUS 


10.1 Amendment.  A contract between AMERIGROUP and Provider may be 


amended: 


(a) At any time by the mutual agreement of the parties as evidenced in a 


writing signed by the parties. 


(b) Except as otherwise provided in this paragraph, by AMERIGROUP upon 


giving to Provider thirty (30) days written notice of the modification.  If Provider fails to object 


in writing to the modification within the thirty (30) day period, the modification becomes 


effective at the end of that period.  If a timely objection is received by AMERIGROUP from 


Provider within the thirty (30) day period, the modification shall not become effective unless 


mutually agreed to by both parties as described in paragraph (a). 


10.2 Non-Exclusivity; Volume.  This Agreement shall not, nor shall it be construed, to 


limit or restrict Provider or AMERIGROUP in any manner from entering into any other 


agreements of any nature whatsoever with other persons or entities for the provision of the same 


or similar services contemplated hereunder.  Neither this Agreement nor anything contained 


herein shall, or shall be construed to, guaranty or obligate AMERIGROUP or any other party to 


provide any minimum number of referrals to Provider hereunder.  


10.3 Assignment or Sub-Delegation. 


(a) This Agreement may be assigned by Provider with the prior written 


consent of AMERIGROUP.  
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(b) AMERIGROUP may assign this Agreement, in whole, or in part, at any 


time during the term of this Agreement without notice to, or consent of, Provider.  In the event of 


a partial assignment of this Agreement by AMERIGROUP, the obligations of the Provider shall 


be performed for AMERIGROUP with respect to the part retained and shall be performed for 


AMERIGROUP assignee with respect to the part assigned, and such assignee shall be solely 


responsible to perform all obligations of AMERIGROUP with respect to the part assigned. 


(c) The rights and obligations of the parties hereunder shall inure to the 


benefit of, and shall be binding upon, any permitted successors and assigns of the parties hereto. 


10.4 Indemnification. 


(a) Provider agrees to indemnify, defend, and hold harmless AMERIGROUP 


and its officers, employees and agents from and against any and all liability, loss, claim, damage 


or expense, including defense costs and legal fees, incurred in connection with (i) Provider’s 


breach of any representation and warranty made by Provider in this Agreement, and (ii) claims 


for damages of any nature whatsoever, including, but not limited to, bodily injury, death, 


personal injury or property damage arising from Provider’s delivery of health care services or 


Provider’s performance or failure to perform Provider's obligations hereunder. 


(b) AMERIGROUP agrees to indemnify, defend, and hold harmless Provider 


and, if Provider is an entity, its officers, employees and agents from and against any and all 


liability, loss, claim, damage or expense, including defense costs and legal fees, incurred in 


connection with claims for damages of any nature whatsoever, arising from AMERIGROUP’s 


performance or failure to perform its obligations hereunder. 


(c) Notwithstanding the foregoing subsections (a) and (b), this Section shall 


be null and void to the extent that it is interpreted to reduce insurance coverage to which either 


party is otherwise entitled, by way of any exclusion for contractually assumed liability or 


otherwise. 


10.5 Non-Performance Due to Governmental Action.  Provider acknowledges and 


agrees that this Agreement and the arrangement contemplated herein are subject to regulation by 


state and federal governmental authorities.  In the event that any action of any such governmental 


authority impairs, limits, or delays AMERIGROUP's performance of any obligation hereunder, 


AMERIGROUP shall be excused from such performance, and AMERIGROUP's failure to 


perform such obligation for such reason shall not constitute a breach of this Agreement.  


10.6 Waiver.  Either party's waiver of any breach or violation of this Agreement by the 


other party shall not, nor shall it be construed to, constitute a waiver of any subsequent breach or 


violation of this Agreement by the other party. 


10.7 Severability.  The invalidity or unenforceability of any provision contained herein 


shall not affect the validity of any other provisions of this Agreement, and this Agreement shall 


be construed in all respects as if such invalid or unenforceable provision were omitted, or, to the 


extent permitted by applicable law, such invalid or unenforceable paragraph shall be replaced 


with another paragraph as similar in terms as may be possible and as may be legal, valid and 


enforceable.  
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10.8 Construction.  This Agreement shall be construed without regard to any 


presumption or other rule requiring construction against the party causing this Agreement to be 


drafted. 


10.9 Notice.  Any notice required to be given under this Agreement shall be sent by 


U.S. First-Class Mail; certified mail, return receipt requested, postage prepaid; hand delivery; 


overnight prepaid delivery; or confirmed facsimile to the addresses set forth below, or to such 


other address designated by a party hereto by notice to the other party pursuant to the terms of 


this Agreement:   


If to AMERIGROUP, at the address set forth in the Provider Manual. 


If to Provider, to the address set forth in Provider’s AMERIGROUP participation 


application. 


10.10 Independent Contractor Status.  Nothing contained herein shall, or shall be 


construed to, create a partnership, joint venture or any other relationship between the parties 


hereto other than that of independent contractors.  


10.11 Entire Agreement.  This Agreement, together with the AMERIGROUP Provider 


Manual, and any attachments and amendments thereto constitute the entire Agreement and 


understanding between the parties with respect to the subject matter hereof, and supersede any 


prior understandings and agreements between the parties, whether written or oral, with respect to 


the subject matter hereof. Provider and AMERIGROUP shall waive any terms of this Agreement 


which, as they pertain to Medicaid Covered Persons, are in conflict with the specifications of the 


Medicaid Program Contract.  


10.12 Captions.  The section headings in this Agreement are for convenience of 


reference only, shall not define or limit the provisions hereof and shall have no legal effect 


whatsoever. 


10.13 Coordination of Defense of Claims.  The parties hereto shall make all reasonable 


efforts, consistent with advice of counsel and their requirements of their respective insurance 


policies and carriers, to coordinate the defense of claims in which either party is named a 


defendant, or has a substantial possibility of being named a defendant. 


10.14 Governing Law.  This Agreement shall be governed by and construed in 


accordance with the state law of the State of Nevada, excluding and without application of any 


conflicts of law principles. 


10.15 Counterparts.  This Agreement and any amendment hereto may be executed in 


two or more counterparts, each of which shall be deemed to be an original and all of which taken 


together shall constitute one and the same agreement. 
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10.16 Impossibility of Performance.  Neither party shall be liable, nor deemed to be in 


default hereunder, for any delay in performance or failure to perform under this Agreement 


which results directly or indirectly from acts of God, civil or military authority, acts of public 


enemy, war, accidents, fires, explosions, employee strikes or other work interruptions, 


earthquakes, floods, failure of transportation, or any cause beyond the reasonable control of such 


party. 
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IN WITNESS WHEREOF, the parties hereto have caused this Agreement to be executed 


by their duly authorized officers or agents. 


 


AMERIGROUP: 


AMERIGROUP Nevada, Inc. d/b/a 


AMERIGROUP Community Care 


By: _____________________________ 


____________________________[Name] 


____________________________[Title] 


____________________________[Date] 


Provider: 


__________________________________ 


Name according to W-9 with d/b/a 


By: _______________________________ 


(authorized signature) 


__________________________[Printed Name] 


__________________________[Title] 


__________________________[Address] 


__________________________ 


__________________________[Telephone] 


__________________________[Date] 
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Claims Dashboard - Nevada


January 2012 - September 2012


Claims Metric Jan Feb Mar Apr May Jun Jul Aug Sep


Claims Received     64,601     73,954     73,558 66,161 70,337 63,153 61,602 68,520 57,106


Claims Paid (unadjusted)     49,463     61,608     68,189 54,041 54,374 58,662 48,534 60,479 51,209


Claims Pended - end of month inventory       4,054       9,780       5,867 7,493 7,071 7,514 5,304 5,284 5,922


% EDI Submission 82% 84% 84% 83% 86% 84% 83% 84% 85%


% Claims Denied 15% 15% 13% 16% 15% 15% 19% 12% 15%


% Auto-adjudicated 76% 82% 79% 81% 83% 82% 76% 82% 81%


% Claims Pended 24% 18% 21% 19% 17% 18% 24% 18% 19%


% claims TAT <= 30 days (unadjusted) 99.8% 99.9% 99.8% 99.1% 99.4% 99.2% 99.6% 99.8% 99.3%


% claims TAT <= 90 days (unadjusted) 100.0% 99.9% 99.9% 99.7% 100.0% 100.0% 100.0% 99.9% 99.7%


0%


20%


40%


60%


80%


100%


1 2 3 4 5 6 7 8 9


% EDI Submission % Claims Denied % Auto-adjudicated


% Claims Pended % claims TAT <= 30 days (unadjusted) % claims TAT <= 90 days (unadjusted)
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Average Total


D. TAT (calendar days) 4.822


Within 90 calendar days 99.6996 %


99.6540 %


0


      Claims Activity and Inventory Report


99.6540 %


99.6996 % 0


Within 20 calendar days


4.822


0Within 30 calendar days 99.3554 %


99.4279 % 0Within 45 calendar days 99.4279 %


97.1311 %


0Within 60 calendar days


97.1311 %


97.6830 % 0Within 15 calendar days 97.6830 %


98.7934 % 098.7934 %


99.3554 %


C. Process Rate
89.3329 % 0Within 7 calendar days 89.3329 %


27


0Within 14 calendar days


27


178 17891 calendar days and over 178


21 to 30 calendar days


C


4331 to 45 calendar days 43


134 13446 to 60 calendar days 134


327


2761 to 90 calendar days


327


658 65816 to 20 calendar days 658


333 333


B. Processed Counts


333


43


52,936Within 7 calendar days 52,936


4,621 4,6218 to 14 calendar days 4,621


59,257


32715 calendar days


59,257


B.
52,936


123A. Paid/Denied Claims


         Overall Turnaround Time in Calendar Days


                    Reported: 9/1/2012-9/30/2012  for Nevada


59,257Total [FAC/AMI]


I. Turnaround time (TAT) Paid and Denied in calendar days Metric (Not adjusted claims only)


30 days


Totals09/2012
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Average Total


D. TAT (calendar days) 7.043


0


      Claims Activity and Inventory Report


                    Reported: 9/1/2012-9/30/2012  for Nevada


99.4160 % 0Within 90 calendar days 99.4160 %


96.1854 %


7.043 0


Within 30 calendar days 97.9622 %


98.1983 % 0Within 45 calendar days 98.1983 %


99.2917 %


0


Within 60 calendar days 99.2917 %


94.4831 % 0Within 15 calendar days 94.4831 %


96.1854 % 0Within 20 calendar days


97.9622 % 0


C. Process Rate
73.7699 % 0Within 7 calendar days 73.7699 %


93.0666 %


10


Within 14 calendar days 93.0666 %


47 4791 calendar days and over 47


143


C


31 to 45 calendar days 19


88 8846 to 60 calendar days 88


10


114


61 to 90 calendar days 10


137 13716 to 20 calendar days 137


143 14321 to 30 calendar days


19 19


Within 7 calendar days 5,937


1,553 1,5538 to 14 calendar days 1,553


114


8,048


15 calendar days 114


B.B. Processed Counts
5,937 5,937


123A. Denied Claims
8,048


         Denied Turnaround Time in Calendar Days


Total [FAC/AMI] 8,048


II. Turnaround time (TAT) Denied in calendar days Metric


30 days


Totals09/2012
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Average


D. Age (calendar days) 4.434


0.0844 %


0.1518 %60 calendar days and over 0.1518 %


20-25 calendar days 0.4218 %


0.0000 %26-29 calendar days


4.434


      Claims Activity and Inventory Report


                    Reported: 9/1/2012-9/30/2012  for Nevada


99.7638 %


0.0844 %30-59 calendar days


94.7528 %0-10 calendar days 94.7528 %


4.0324 %


15-19 calendar days 0.5568 %


0.4218 %


5


960 calendar days and over 9


0.0000 %


99.7638 %0-29 calendar days


CC. Aging Rate


20 to 25 calendar days 25


026 to 28 calendar days


11-14 calendar days 4.0324 %


0.5568 %


0


530 to 59 calendar days


23911 to 13 calendar days 239


0


15 to 19 calendar days 33


25


5,927


0


029 calendar days


5,616Up to 10 calendar days 5,616


Totals09/2012


14 calendar days 0


33


5,927Total [FAC/AMI]


123A. Inventory Counts


         Ending Inventory Aging in Calendar Days


B.B. Claims Counts by Age


III. Ending Inventory Age in calendar days Metric


30 days
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Average Total


Void 0.0000 %


      Claims Activity and Inventory Report


                    Reported: 9/1/2012-9/30/2012  for Nevada


86.7738 %


49.0681 %Denied 49.0681 %


0.0000 %


81.4795 %Overall 81.4795 %


86.7738 %Paid


126Voided [FAC/AMI] 126


B.B. Auto Adjudication Rate


10,998


6,773 6,773Paid [FAC/AMI] 6,773


4,099 4,099Denied [FAC/AMI] 4,099


126


3,949Denied [FAC/AMI] 3,949


0 0Voided [FAC/AMI] 0


10,998 10,998Manual [FAC/AMI]


126


48,385 48,385Auto [FAC/AMI] 48,385


44,436 44,436Paid [FAC/AMI] 44,436


3,949


51,209Paid [FAC/AMI] 51,209


8,048 8,048Denied [FAC/AMI] 8,048


126 126Voided [FAC/AMI]


A. A. Paid/Denied/A. Paid/Denied/Voided Claim 
59,383 59,383Total [FAC/AMI] 59,383


51,209


         Overall Turnaround Time in Calendar Days


IV. Auto Adjudicated Claim Metric (Including Paid, Denied, Voided)


30 days


Totals09/2012
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Average Total


Void 0.0606 %


      Claims Activity and Inventory Report


                    Reported: 9/1/2012-9/30/2012  for Nevada


Denied 1.2327 %


0.0606 %


0.0758 %


7.7244 %Web 7.7244 %


7.7244 %Paid 6.4311 %


1.2327 %


10.0702 %


4.0331 %Denied 4.0331 %


0.0758 %Void


Void 0.0758 %


14.1791 %Paper 14.1791 %


14.1791 %Paid


78.0964 %


69.7338 %Paid 69.7338 %


8.2869 %Denied 8.2869 %


0.0758 %


B.B. Input Method Rates
78.0964 %Electronic


3,819


732 732Denied 732


36 36Void 36


45Void 45


4,587 4,587Web (Electronic) 4,587


3,819 3,819Paid


8,420


5,980 5,980Paid 5,980


2,395 2,395Denied 2,395


45


4,921Denied 4,921


45 45Void 45


8,420 8,420Paper


126


46,376 46,376Electronic 46,376


41,410 41,410Paid 41,410


4,921


51,209Paid 51,209


8,048 8,048Denied 8,048


126 126Void


A.A. Electronic/Paper/Web 
59,383 59,383Total 59,383


51,209


         Claim Counts by Input Method


V. Input Method Claim Metric


30 days


Totals09/2012
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Claims Audit Report - Nevada


# Audited - # Financial / # Audited = = 0.99 = 99.21 %  Payment


254


Dollar paid - Dollar in error / Dollar paid  = = 1.00 = 99.94 %  Financial


27,585.17


254 - 2


Total Amount Billed   : $ 182,286.25


Calculations :


27,585.17 - 17.42


Skill Name : Nevada Monthly


Total Amount In Error : $ 17.42 Claims Audited : 254


Total Amount Paid     : $ 27,585.17 Total Claims with Errors : 2


8/6/2012 to 9/3/2012
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Queue Name Total


NV-(1) Outpatient Claims (F) 95% 4 4% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 89


NV-(1) Provider Alert F & A FA00 (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 8


NV-(2) Anesthesia (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 9


NV-(2) Consent Form review Z147 (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 2


NV-(2) Issue Resolved Outpatient (F) 0% 86 66% 39 30% 4 3% 0 0% 0 0 0% 0 0% 0 0% 0 0% 129


NV-(2) Manual Pricing ASC (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 6


NV-(2) Manual Pricing C017 (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 8


NV-(2) Outpatient Claims (F) 74% 41 20% 11 5% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 201


NV-(2) Potential Newborn C065 (F) 82% 6 10% 4 7% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 57


NV-(2) Pre D Audit Review C070 55% 0 0% 0 0% 2 22% 2 22% 0 0 0% 0 0% 0 0% 0 0% 9


NV-(2) Unlisted Codes C109 (F) 83% 0 0% 1 16% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 6


NV-(2) Well Newborn HCFA (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 14


NV-(2BH) BH Outpatient (F) 95% 1 1% 2 2% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 74


NV-(2COB) COB (F) 87% 5 10% 1 2% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 48


NV-(3) Childrens Heart VIP 880176637 


(F)


100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 3


NV-(3) Inpatient Claims (F) 68% 6 24% 2 8% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 25


NV-(3) MCR Issue Resolved C014 (F) 0% 20 86% 3 13% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 23


NV-(3) Pediatrix VIP 880367250 (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 16


NV-(3) UB Correctd Clms Bill Type 5,7,8 


C025 (F)


0% 1 100% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 1


NV-(3) Valley Hospital Medical Center 


232973511(F)


25% 7 43% 5 31% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 16


NV-(3) VIP UMC Southern NV (F) 26% 30 44% 20 29% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 68


NV-(3) VIP Willow Springs (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 2


NV-(3BH) BH Inpatient (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 1


NV-(3HD) Internal High Dollar Review 


C050 (F)


0% 1 33% 2 66% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 3


NV-(BC)  BC09 (F) 84% 1 7% 1 7% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 13


NV-(BC) Agreement Assignment BC05 


(F)


26% 4 26% 7 46% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 15


NV-(BC) Business Solutions BC02 - 


Pricing (F)


100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 1


NV-(CID) CID Review C103 (F) 1% 41 78% 7 13% 0 0% 2 3% 0 0 0% 0 0% 1 1% 0 0% 52


NV-(HP) Plan Med Mgmt HP00 (F) 0% 0 0% 2 100% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 2


NV-(MCD) Product Admin-Error Codes 


(F)


0% 1 100% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 1


NV-(MCR) MCR Clinical (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 42


60% 255 27% 107 11% 6 1% 4 0% 0 0 0% 0 0% 1 0% 0 0% 944


1 0%


571 0%


0 0%


0 0%


42 0%


11 0%


4 0%


1 0%


2 0%


1 0%


0 0%


0 0%


4 0%


18 0%


17 0%


0 0%


16 0%


71 0%


42 0%


3 0%


5 0%


5 0%


14 0%


8 0%


149 0%


47 0%


2 0%


0 0%


6 0%


85 0%


8 0%


9 0%


Work Item Aging by Queue


THIS REPORT IS FOR AMERIGROUP INTERNAL USE ONLY Run Date:  Monday, October 1, 2012, 4:56 PM


0-5 6-10 11-13 14 15-19 20-25 26-28 29 30-59 60 Over
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Total % > 30 


0-5 6-10 11-13 14 15-19 20-25 26-28 31-45 46-60 > 60 Count Days
1 8 3 2 3 2 1 1 0 0 21 4.76%


5 0 0 0 1 1 0 0 0 0 7 0.0%


0 1 0 0 0 1 0 1 0 0 3 33.33%


2 1 2 1 0 4 1 1 0 0 12 8.33%


19 57 1 2 3 0 0 2 0 0 87 2.3%


1 0 0 0 0 0 0 0 0 0 1 0.0%


0 2 1 1 0 0 0 0 0 0 4 0.0%


28 69 7 6 7 8 2 5 0 0 135 3.7%


Internal Resolution Unit (IRU) Work Item Aging


THIS REPORT IS FOR AMERIGROUP INTERNAL USE ONLY Run Date:  Wednesday, October 03, 2012, 7:46 AM


Queue Prefix Age in Days Average


Queue 29-30 Days
NV - (IRU)-CCU 0 14


NV 1 - Small Project SF20120911175044000 JOB20120911253869476 23


NV - (IRU)-Claims Processing MCD 0 7


Market / Regional Market Project Type Document ID Workflow Job ID Age


NV SFC20121002011404376 JOB20121002258834001 2


NV SFC20121002011404038 JOB20121002258833858 2


NV SFC20121002011404140 JOB20121002258833861 2


NV 1 - Small Project SF20120919176117690 JOB20120919255758763 15


NV SFC20121001011395068 JOB20121001258600059 3


NV 1 - Small Project SFC20121002011398439 JOB20121002258828462 2


NV 1 - Small Project SFC20120822011208927 JOB20120822249568612 43


NV - (IRU)-Issue Resolved 0 18


NV 1 - Small Project SF20120912175239431 JOB20120912254092784 22


NV 1 - Small Project SF20120924176631482 JOB20120924256933766 10


NV - (IRU)-HPS Configuration 0 25


Market / Regional Market Project Type Document ID Workflow Job ID Age


NV - (IRU)-Issue Review 3 9


NV - (IRU)-OHI Verification 0 2


NV 1 - Small Project SF20120925176813607 JOB20120925257176985 9


NV 1 - Small Project SFC20120920011348774 JOB20120920256001693 14


Queue Prefix Total Count / Percentage 3 11


Market / Regional Market Project Type Document ID Workflow Job ID Age


NV SFC20121002011404973 JOB20121002258834484 2


NV - (IRU)-Provider Disputes 0 11


Market / Regional Market Project Type Document ID Workflow Job ID Age


NV 1 - Small Project SFC20120921011352095 JOB20120921256232246 13


NV SFC20120927011383887 JOB20120927257668865 7
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CORPORATE  
POLICY 


Subject: 
Subrogation  


Primary Department: 
Cost Containment 


Secondary Department(s):
 


Prior Policy Reference(s): 
Settlement Negotiations 
Third Party Liability 
Third Party Liability ‐ Settlement Negotiations 


Effective Date of Policy: 
February 1, 1996 


Date Policy Last Reviewed:
July 15, 2010  


Date Policy Last Revised: 
May 31, 2012  


Plan CEO Approval/Signature: 
 


Corporate Dept Sr Mgmt 
Approval/Signature: 
 


Check only one: 


Policy is Corporate Owned
 


Policy is Health Plan Owned


Check all that apply: 
Policy is applicable to: 


Corporate
 


All Health Plans
 


Only the following Health Plans (please list): 
(Note:  if there are multiple Health Plans within a State, please list each specific Health Plan directly above, as appropriate.) 
 


 
Purpose 
 


To ensure claims, that may offer subrogation opportunities, are 
investigated and processed timely.  
 


Definitions 
 


Full Subrogation ‐ A process that allows Amerigroup to 
investigate, subrogate and retain all monies collected.  
 
Investigation Only ‐ A process that obligates Amerigroup to 
investigate for possible subrogation but the state retains the 
subrogation rights and retains the money.  
 


Policy 
 


Based on our state contracts, each market is assigned a status 
of Full Subrogation or Investigate Only.  Unless, otherwise 
allowed by state contract or regulation, claims will pay without 
regard to subrogation potential and investigations will take 
place afterwards (Pay and Pursue).  The paid claims are 
reviewed by an outside vendor to investigate possible cases.  
 
For Investigation Only: 
The subrogation vendor will send letters and forward positive 
‘yes’ responses to Amerigroup.  These subrogation leads are 
forwarded to the various state agencies for their follow‐up and 
completion.  
 
For Full Subrogation:  
The subrogation vendor will send letters, file liens, initiate 
negotiations and collect funds on Amerigroup’s behalf. 
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Recovered funds are entered as refunds into the claims system 
to reduce medical expenses.  
 
Settlement Authority: 
For the Full Subrogation states, the subrogation vendor has the 
right to negotiate settlements and reduce liens by thirty‐five 
percent (35%).  Any reduction greater than thirty‐five percent 
(35%) will be reviewed and approved by Amerigroup’s AVP of 
Cost Containment or Amerigroup legal staff as appropriate.  


 
Responsibilities 
 


The subrogation vendor is responsible to perform the services 
they are contracted to perform.  The Cost Containment Unit is 
responsible to oversee the subrogation vendor performance 
and to apply the refunds to the claims system.  
 


Exceptions 
 


Louisiana Market 5.12.3. Post‐payment Recoveries 
5.12.3.1. Post‐payment recovery is necessary in cases where, 
AGP, the Coordinated Care Network (CCN),  has not 
established the probable existence of Third Party Liability at 
the time services were rendered or paid for, or was unable to 
cost avoid. The following sets forth requirements for CCN 
recovery: 
5.12.3.2. The CCN must have established procedures for 
recouping post‐payments for DHH’s review during the 
Readiness Review process. The CCN must void encounters for 
claims that are recouped in full. For recoupments that result in 
an adjusted claim value, the CCN must submit replacement 
encounters. 
5.12.3.3. The CCN shall identify the existence of potential Third 
Party Liability to pay for core benefits and services through the 
use of trauma code edits, utilizing diagnostic codes 800 
through 999.9 (excluding code 994.6) and any other applicable 
trauma codes, including but not limited to E Codes in 
accordance with 42 CFR 433.138(e). 
5.12.3.4. The CCN must report the existence of Third Party 
Liability, to the DHH contracted vendor on a monthly basis by 
the fifteenth (15th) working day of the month from the date of 
discovery. 
 The CCU OHI Team receives at the beginning of each month 


LA OHI Member Updates (adds/changes/terminations) 
from previous month. 


 CCU manually fills out the DHH Medicaid Recipient 
Insurance Form MRIF)  with the updated LA member OHI 
reported on the monthly LA OHI Member Update file 
(under AGP Provider Medicaid ID 2162519) and faxes this 
information by the 15th of the same month. 
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o Note the DHH MRIF is only for reporting member 
OHI coverage.   


5.12.3.5. The CCN shall be required to seek reimbursement in 
accident/trauma related cases when claims in the aggregate 
equal or exceed $500 as required by the Louisiana Medicaid 
State Plan and federal Medicaid guidelines and may seek 
reimbursement when claims in the aggregate are less than 
$500. 
5.12.3.6. The amount of any recoveries collected by the CCN 
outside of the claims processing system shall be treated by the 
CCN as offsets to medical expenses for the purposes of 
reporting. 
5.12.3.7. Prior to accepting a Third Party Liability settlement on 
claims equal to or greater than $25,000, the CCN shall obtain 
approval from DHH. 


 The Department of Health and Hospitals (DHH) wants 
to be notified (Bill Perkins [Bill.PERKINS@LA.GOV] in 
any case where the settlement on claims is equal to or 
greater than $25,000.   


 DHH (Bill Perkins) will return an approval or non 
approval response within 7 business days. The main 
elements ‐ for the settlement piece only – needed for 
review in these situations are the following: 
1. The total amount expended for the services related 


to the accident 
2. The $ amount of claims submitted by other 


providers for same accident related services 
3. The total settlement amount. 
4. The settlement offer to the Bayou Health plan 


5.12.4. Distribution of TPL Recoveries 
The CCN may retain up to 100% of its Third Party Liability 
collections if all of the following conditions exist: 
5.12.4.1. Total collections received do not exceed the total 
amount of the CCN financial liability for the member; 
5.12.4.2. There are no payments made by DHH related to fee‐
for‐service, reinsurance or administrative costs (i.e, lien filing, 
etc.) 
5.12.4.3. Such recovery is not prohibited by state or federal 
law, and; 
5.12.4.4. DHH will utilize the data in calculating future 
capitation rates. 
5.12.5. TPL Reporting Requirements 
5.12.5.1. The CCN shall provide DHH Third Party Liability 
information in a format and medium described by DHH and 
shall cooperate in any manner necessary, as requested by DHH, 
with DHH and/or a cost recovery vendor of DHH. 
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 The Monthly P22 Post Payment Recoveries – due the 15 
of each month for the previous months date ‐ reports 
COB cost avoidance and recovery dollars. 


 The quarterly P23 Schedule V – due 30 days from end of 
calendar year quarter ‐ reports COB cost avoidance and 
recoveries summarized by claim type categories.  


 The quarterly P23 Schedule W – due 30 days from end 
of calendar year quarter ‐ reports open and closed 
cases (by case) with recovered amounts.     


5.12.5.2. The CCN shall be required to include the collections 
and claims information in the encounter data submitted to 
DHH, including any retrospective findings via encounter 
adjustments. 
5.12.5.3. Upon the request of DHH, the CCN must provide 
information not included in encounter data submissions that 
may be necessary for the administration of Third Party Liability 
activity. The information must be provided within thirty (30) 
calendar days of DHH’s request. Such information may include, 
but is not limited to, individual medical records for the express 
purpose of a Third Party Liability resource to determine liability 
for the services rendered. 
5.12.5.4. The CCN shall report members with third party 
coverage to DHH on a monthly basis by the fifteenth (15th) 
working day of the month. 


 Refer to 5.12.3.4 above 
5.12.5.5. Upon the request of DHH, the CCN shall demonstrate 
that reasonable effort has been made to seek, collect and/or 
report Third Party Liability and recoveries. DHH shall have the 
sole responsibility for determining whether or not reasonable 
efforts have been demonstrated. Said determination shall take 
into account reasonable industry standards and practices. 
5.12.5.6. The CCN is required to submit an annual report of all 
health insurance collections for its members plus copies of any 
Form 1099's received from insurance companies for that 
period of time. 


 The annual P23 Schedule V – due 30 days from end of 
calendar year ‐ reports COB cost avoidance and 
recoveries summarized by claim type categories.  


5.12.6. DHH Right to Conduct Identification and Pursuit of TPL 
5.12.6.1. When the CCN fails to collect payment from the Third 
Party Liability within three hundred sixty‐five (365) days from 
date of service, DHH may invoke its right to pursue recovery. 
5.12.6.2. If DHH determines that the CCN is not actively 
engaged in cost avoidance activities the CCN shall be subject to 
monetary penalties in an amount not less than three (3) times 
the amount that could have been cost avoided. 
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New Mexico Market ‐ per Coordinated Long Term Services 
(CoLTS) Regulations listed below Amerigroup must initiate or 
attempt recovery from a third party resource for up to twelve 
(12) months from the date the costs were incurred.  If 
Amerigroup does not initiate or attempt recovery from a third 
party resource within this time frame, Human Services 
Department (HSD) will assume recovery rights. 
 
NMAC 8.307.11.9 (G) (2) Third party liability (TPL): The CoLTS 
MCO shall be responsible for identifying a member’s third 
party coverage and coordinating benefits with third parties as 
required by federal law. The CoLTS MCO shall inform HSD or its 
designee when a member has other health care insurance 
coverage. The CoLTS MCO shall have the sole right of 
subrogation, for twelve (12) months from when it incurred the 
cost on behalf of the member, to initiate recovery or to 
attempt to recover any third‐party resources available to 
Medicaid members; and shall make records pertaining to third 
party collections for members available to HSD or its designee 
for audit and review. If the CoLTS MCO has not initiated 
recovery or attempted to recover any third‐party resources 
available to Medicaid members within twelve (12) months, 
HSD will pursue the member’s third party resources. The CoLTS 
MCO shall provide to HSD or its designee for audit and review 
all records pertaining to TPL collections for its members. 
 
1. NY 2010 8157 (10/13/2010) Medicaid Alert for New York 


Medicaid‐FHPlus, Effective 4/1/10 
2. NY 2011 8708 (1/26/11) Medicaid Alert for New York 


Medicaid Advantage Plus (MAP), Effective 1/1/11. 
3. NY 2011 9148 (2/11/2011) Medicaid Alert for NY Long 


Term Care (LTC), Effective 1/1/11.  
 
All three contract revisions above clarify that Contractor’s may 
pursue Worker’s Compensation benefits and No‐fault 
insurance to the extent that they cover a member’s medical 
expenses. 
 
NY Medicaid/FHPlus/MAP/LTC Contract Section 3.8 or Article 
VI ‐ Section H:  Amerigroup is not allowed to pursue cost 
recovery against personal injury awards. Any recovery against 
these resources is to be pursued by the Medicaid program and 
Amerigroup cannot take actions to collect these funds. 
Pursuit of Worker’s Compensation benefits and No‐fault 
Insurance by the Contractor is authorized, to the extent that 
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they cover expenses incurred by the Contractor. 
 
Note:  NY MMC/FHP requirement is revised in Amendment 
(Alert NY 7238) which has new language in Section 3.7 “Third 
Party Health Insurance Determination”.   
 
3.7: Requirements – a) Point Of Service: The LDSS is 
responsible for disenrolling persons who are excluded from the 
program due to comprehensive TPHI.  If TPHI coverage is 
known at the POS, the Plan shall use the TPHI information to 
coordinate benefits (e.g., alert the provider and ask them to 
bill the TPHI that should be primary to the Plan).  The 
Contractor shall make good faith efforts to coordinate benefits 
and must inform the LDSS of any known changes in TPHI 
insurance eligibility status within 5 days (change from 30 days) 
of learning of a change in TPHI.  The Contractor may use the 
Roster as one method to determine TPHI information. 
b)   Requirements ‐ Post Payment and Retroactive Recovery: 
The State, and/or its vendor, is responsible to collect any 
reimbursement for services obtained from TPHI.  In no 
instances may an Enrollee be held responsible for disputes 
over these recoveries.  If no TPHI coverage is known or 
available at the POS, the Plan shall pay the claim.  If a TPHI is 
identified after the Plan has paid a claim, the State shall initiate 
recoveries and retain all monies.  The Plan shall direct its 
providers to refund all identified recoveries directly to the 
State.  In those instances where the provider adjusted the 
recovery to the Plan, the Plan will refund the adjusted recovery 
to the State.  A recovery shall not exceed the encounter data 
paid claim amount. 
c) TPHI Reporting AGP shall report TPHI activities through Med 
Encounter Data System (MEDS) and Medicaid Managed Care 
Ops Report (MMCOR) in accordance with instructions provided 
by SDOH.  To prevent dup efforts, AGP shall on a quarterly 
basis, share claim specific TPHI disposition (paid, denied or 
recovered) info with State. 
 
Nevada: Amerigroup is responsible not only for pursuing third‐
party  resources  that  it  identifies  but  also  for  pursuing  third‐
party resources  identified and communicated to the managed 
care organization by DHCFP.  Amerigroup is expected to act as 
the  State’s  authorized  agent  for  the  limited  purpose  of  TPL 
collection,  within  the  limitation  of  the  Fair  Debt  Collection 
Practices Act,  15 USC  §  1692,  of  all  third‐party  liability  (TPL) 
pursuant  to  42  CFR  §  433.135  et  seq  and  42  CFR  433.147.  
Amerigroup’s capitated payments include an offset in the rates 
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for these collections. RFP 1509 § 2.9.6. 


 
New Jersey:   
 For purposes of claims cost avoidance, AGP is to utilize 


other available public or private sources of payment within 
60 days of learning that such sources exist. Managed care 
contract section 8.7.A 


• If health or casualty insurance coverage is not known or 
unavailable at the time the claim is filed, the claim is to be 
paid by AGP and post payment recovery will be initiated by 
DMAHS. Managed care contract section 8.7.B 


• Third party resources are categorized as 1) health 
insurance, 2) casualty insurance, 3) legal causes of action, & 
4) estate recoveries.  Managed care contract section 8.7.D 


• DMAHS will pursue and collect payments from health 
insurers when health insurance coverage is available.  
Managed care contract section 8.7.D.1 


• DMAHS will pursue and collect payment from casualty 
insurance available to the enrollee.  Managed care contract 
section 8.7.D.2 


• DMAHS has the sole and exclusive right to pursue and 
collect payments made by AGP when a legal cause of action 
for damages is instituted on behalf of a Medicaid enrollee 
against a third party or when the State receives notice that 
legal counsel has been retained by or on behalf of any 
enrollee.  Managed care contract section 8.7.D.3 


• DMAHS has the sole and exclusive right to pursue and 
recover correctly paid benefits from the estate of a 
deceased Medicaid enrollee.  Managed care contract 
section 8.7.D.4 


 
Ohio: 
OAC 5101:3‐26‐09.1 Managed Health Care Programs: Third 
Party Recovery 
ODJFS maintains  all  rights  of  recovery  against  the  liability  of 
any  third‐party  payor  for  the  cost  of medical  services  arising 
out of any accident/incident related to an injury of an enrollee. 
ODJFS assigns its rights to coordination of benefits to MCPs for 
enrollees who  have  other  primary  resources  for  payment  of 
services. MCPs must take reasonable measures to  identify any 
third party resources which are available. MCPs must make the 
following notifications to ODJFS: 
 Notification  of  all  requests  for  financial  and/or  medical 


records  pursuant  to  the  filing  of  a  tort  action  using  the 
ODJFS designated form within 14 calendar days 
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 Summary of  financial  information within 30 calendar days 
of  receiving  an  authorization  to  release  financial  claim 
statement letter from ODJFS pursuant to a tort action using 
the ODJFS summary form. 


 MCPs  are  prohibited  from  accepting  any  settlement, 
compromise,  judgment or award or recovery of any action 
or claim by the enrollee.  


 
Tennessee: 
CRA  2.21.1.1,  Third  party  resources  shall  include  subrogation 
recoveries.  The  CONTRACTOR  shall  be  required  to  seek 
subrogation amounts regardless of the amount believed to be 
available  as  required  by  federal  Medicaid  guidelines.  The 
amount  of  any  subrogation  recoveries  collected  by  the 
CONTRACTOR outside of the claims processing system shall be 
treated by the CONTRACTOR as offsets to medical expenses for 
the purposes of reporting.  
 
CRA 2.21.1.2, TennCare cost sharing responsibilities permitted 
pursuant  to  Section  2.6.7  of  this  Agreement  shall  not  be 
considered TPL.  
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment No. 1 to Request for Proposal No. 1988 


DATE OF AMENDMENT: October 10, 2012 


DATE OF RFP RELEASE: September 7, 2012 


DATE AND TIME OF OPENING: November 15, 2012 @ 2:00 P.M. 


AGENCY CONTACT: Gail Burchett, Procurement Staff Member 


 
 
The following shall be a part of RFP No. 1988 for Medicaid Managed Care Organization Services.  
If a vendor has already returned a proposal and any of the information provided below changes that 
proposal, please submit the changes along with this amendment.  You need not re-submit an entire 
proposal prior to the opening date and time. 
 
 
Section I: RFP CHANGE 
 
Section 10 of Attachment D, State Contract Form, Inspection and Audit, should be amended to 
add the following section: 
 
d.  Related Entities:  DHCFP may terminate this Contract with one hundred-eighty (180) calendar 
days prior written notice if a Related Entity to the Contractor provides Managed Care Organization 
Services under a separate contract procured through RFP 1988 (2012).  For purposes of this 
paragraph, a Related Entity is an entity that that DHCFP in its sole discretion determines has 
common ownership or management with the Contractor that is not in the best interest of the 
administration of the Medicaid program.  
 
 
 Section II: TIMELINE CHANGE 
 
The due date for the second set of questions has been changed to October 19, 2012. All else 
regarding the timeline remains the same. 
 


Deadline for submitting second set of questions 
10/15/2012@ 2:00 PM
10/19/2012 @ 2:00 PM


Answers posted to website  On or about 10/24/2012 


Deadline for submittal of Reference Questionnaires No later than 4:30 PM on 11/14/2012 


Deadline for submission and opening of proposals No later than 2:00 PM on 11/15/2012 
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Section III: ANSWERS TO QUESTIONS 
 


1. We would please like the Nevada Medicaid Health Plan RFP scores from 2006. 


Validated RFP 1509 
Consensus score shee


 
 


2. Is it permissible for two MCOs to each bid if there is a pending merger or acquisition or if 
one bidder is a subsidiary of another bidder? In other state procurements, there has been a 
prohibition of joint bids by multiple entities or multiple bids by related or soon-to-be related 
entities especially in a state where there are 2 awards. 
 
It is permissible by Nevada State Law if proposals are separate and not intended to be 
conjoined.  Review added language in Section 10 d. for additional information.  


 
3. Section 4.15.5 requires vendors to provide either a NPI or an API. During the process of the 


last RFP when we applied for a NPI, DHCFP responded to us that it was not necessary for 
us to obtain a NPI. Do we now need to obtain a NPI? Is the Vendor allowed to submit the 
assigned APIs with the proposal? 


Adopted by the Secretary of Health and Human Services (HHS) as mandated by the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA), under the 
National Provider Identifier Regulation (that was published in the Federal Register on 
January 23, 2004), a health care provider who is a covered entity, as defined at 45 C.F.R. 
Part 160.103, is required to obtain a National Provider Identifier (NPI) by May 23, 2007, 
except for small health plans.  The compliance date for small health plans was May 23, 
2008.     
 


4. The previous 2006 RFP had same/similar requirements regarding the non-inclusion of 
elaborate artwork and extraneous presentation materials. It also included formatting 
requirements regarding font for responses to questions: Written responses must be in 
bold/italics and placed immediately following the applicable RFP question, statement and/or 
section. Exceptions/assumptions to this may be considered during the evaluation process. 
How will exceptions be considered in terms of bid scoring? Would the state consider 
allowing questions to be formatted in bold italics and the responses to be in regular font 
style? 
 
Respondents are expected to adhere to the formatting as requested in the RFP. 
 


5. Contract language in the Scope of Work depicts requirements that have since been removed 
from the current Medicaid Managed Care Organization Services contract with the State of 
Nevada. Is it the State’s intent to reinsert contract language that was previously removed 
from our existing contract? Examples of this language include:  
 
Page 106, Quality Assurance 4.7.25 Dental Services, Number of Children with Dental 
Sealants. Is it the State’s intent that we are required to report on the number of children with 
dental sealants for the future contract?  
 
Section 4.7.25, Section C, should be deleted:  
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C. Required Measures 
 
The following State devised HEDIS-like measure will be reported: 


 
1. Number of Children with Dental Sealants 


 
2. The percentage of members ages six (6) through fourteen (14) years as of 


December 31st of the measurement year, who were continuously enrolled 
during the measurement year and who received at least one (1) dental sealant 
on a permanent molar tooth during the measurement year.  The DHCFP will 
also monitor utilization through reported encounter data. 


 
3. Based on the ADA guidelines permanent teeth begin to erupt anywhere from 6 


to 12 years of age depending on the tooth. Not all 6 year olds will have their 
permanent teeth yet. CDT code D1351 should be accompanied by tooth 
numbers or letters to distinguish which tooth the sealant is placed on. The CDT 
code is billed in box 24 on the ADA form and the tooth number or letter will be 
in box 27. The tooth numbers or letters in box 27 will distinguish if the tooth is 
a permanent tooth.  


 
4. Numerator: One (1) or more protective dental sealants administered on at least 


one (1) permanent molar tooth during the measurement year.  A member had a 
dental sealant if a submitted claim/encounter contains CDT code D1351.   


 
5. Denominator: The percentage of members who had at least one (1) visit with a 


dental practitioner during the measurement year, using the codes found in 
table ADV-A of the Annual Dental Visit HEDIS measure.  


  
Page 184, Plan of Operation 5.1.11 Medical Services under F., Describe your plan to 
coordinate and communicate with DHCFP’s DO care coordination staff on behalf of high 
risk pregnant women. Is it the State’s intent that we are required to coordinate with 
DHCFP's DO care coordination staff for the future contract? 
 
Vendor should describe experience, if any.  
 


6. Is it the state’s intent to change current reporting requirements outlined in sections 4.15.3 
and 4.15.5 regarding claim and encounter submissions. Current process allows for 
submission directly to Milliman. c. Pg. 174 Information Systems and Technical 
Requirements Section 4.15.3 Data Report Files 4.15.3.2 the requirement for MCO 
encounters to successfully pass all claims edits in the MMIS. Will we need to successfully 
pass all claims edits in the MMIS during the future contract? d. Pg. 174 Information Systems 
and Technical Requirements Section 4 .15.3 Data Report Files 4.15.3.3 is the requirement 
for the MCO to have a minimum 95% pass rate for encounters. Will the plan need to have a 
minimum of 95% pass rate for encounters during the future contract? e. Pg. 175 4.15.5 
NPI/API Transaction Requirements All encounters must be submitted electronically as fully 
HIPAA compliant 'shadow claims.' This includes but is not limited to, providing DHCFP, 
through its fiscal agent, the NPI on all providers. Will the plan need to submit "shadow 
claims" during the future contract? 
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DHCFP and its fiscal agent have, since the writing of this RFP, embarked upon a data 
warehouse approach to encounters whereby no policy-related edits will be applied—only 
minimal edits will be applied such as record layout compliance, data type, and checksums. 
Minimum pass rates will apply; transmittals to DHCFP’s actuary will also remain in 
place until such time as the data warehouse solution provides a means for DHCFP to 
provide rate-setting data to its actuary. 


 
4.15.5, shadow claims: this is in part a repetition of the prior section with an emphasis on  
HIPAA and CMS regulations; DHCFP is making every effort to remain HIPAA 
compliant in the context of a somewhat unorthodox data warehouse approach to 
encounters. The intent here is to underscore that, even though the encounters transmittal 
channel(s) may involve the MMIS directly, this is not intended to suggest that HIPAA and 
CMS compliance do not apply in their full force and intent. 
 


EDI companion guides may be found at: http://www.medicaid.nv.gov/providers/edi.aspx  
And the Rx companion guide at: http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx 


  
Amended Language: 


4.15.3.2  Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the edits.  A 
written list of technical rules will not be made available; however, the Vendor will have 
adequate access to fiscal agent staff that will assist in the development of the interface.  In 
developing the encounter data interface, the Vendor will be provided with companion 
guides and details of any applicable edits and descriptions of the edits.  The Vendor will 
have adequate access to fiscal agent staff to assist in the development of the interface. 
 


7. Is the Transitional QHP only available for individuals who lose Medicaid coverage? 
 
The state has not set a limit on who may enroll in the MCO Transition QHP.  However, 
the State will work with the awarded Vendor(s) to determine appropriate eligibility 
requirements to minimize the effects of adverse selection (on both the MCP Transition 
QHP and other QHPs) and maintain a stable exchange and market. 
 


8. The Scope of Work is a comprehensive outline of contract terms and requirements. Is 
DHCFP seeking affirmation of compliance or intent to comply with each section and 
subsection in the Scope of Work? Will affirmation be deemed a compliant response for the 
Scope of Work section? Would DHCFP consider instituting a page limit for each response? 


See Section 10.2.2.6, Tab VI – Section 3 - for specific RFP requirements for the Scope of 
Work section.  There is no page limit for responses.  
 


9. When will the actuaries for the State of Nevada release the data book that contains Unit 
Cost, Utilization and projected membership information? The link provided in the data book 
attachment provides limited EPSDT information. 
 
Attachment N, Data Book, is unfortunately misnamed, as it contains only an EPSDT 
chart and a list of essential community providers. Membership data and FY14-15 
projections are available in Attachment K for Medicaid; projections are in Attachment M 
for CHIP (Nevada Checkup). Please also see question #230, a link to the most recent rate 
development actuarial document. 
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10. At 1.1, the RFP states "Currently, DHCFP contracts with two (2) Vendors in the urban areas 


of Washoe and Clark Counties. Other areas may become mandatory managed care during 
the course of this contract and are to be considered as covered for this Request for 
Proposal." At 4, the RFP states "The geographic service areas included in the contracts will 
be urban Clark and Washoe Counties; however, other counties, or the entire State, may 
become mandatory managed care during the period of this contract and will be considered as 
part of the service area for this RFP".  Please clarify the timing of this decision by the State. 
 
There is no current time plan for this decision.  
 


11. At 1.1, the RFP states "Currently, DHCFP contracts with two (2) Vendors in the urban areas 
of Washoe and Clark Counties."  Please post current Medicaid contracts. 
 


Amerigroup Contract 
exec 11 10 08.pdf


Amendment #2 
(2).pdf


Executed 
Amendment #3 - AGP


Executed 
Amendment #4 - AGP


Executed 
Amendment #5 - AGP


Executed 
Amendment #6 - AGP


Executed 
Amendment #7 - AGP


Executed 
Amendment #8 - AGP


 
 


 
HPN exec 08 08 


2006.pdf
Amendment #2 
Scanned.pdf


Executed 
Amendment #3 - HPN


Executed 
Amendment #4 - HPN


Executed 
Amendment #5 - HPN


Executed 
Amendment #6 - HPN


Executed 
Amendment #7 - HPN


Executed 
Amendment #8 - HPN


 
12. At 1.2.1, the RFP states "The mission of DHCFP in this procurement is to improve the 


health of Nevadans by emphasizing preventive care and appropriate utilization".  How much 
out-of-state Medicaid utilization is there? Where and what providers/specialties? 
 
Medicaid has catchment areas in California, Arizona, Idaho and Utah. Out of state 
treatment for a recipient generally occurs when there is not a provider in Nevada who is 
able to provide services to recipient. The majority of transplants that do not occur within 
the State of Nevada occur in California hospitals. The main providers of service out-of-
state are Physicians, Hospitals and Residential Treatment Centers. A small percentage of 
the Medicaid population receives treatment out of state. It is difficult to determine the 
exact amount as Physicians and Hospitals may see a recipient multiple times during a 
course of treatment.   
 


13. The following questions relate to the Medicaid Scope of Work at 4.  The RFP states "At the 
sole discretion of the DHCFP, this contract may be expanded to include services to 
Medicaid Aged, Blind, and Disabled recipients." Please clarify the timing of this decision by 
the State.  Please provide the “projected number of Medicaid and Nevada Check Up 
recipients,” including potential Medicaid ABD recipients.  In addition to Clark and Washoe 
Counties, how will other geographic service areas be defined? 
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There is no current time plan for this decision.  We do not have any additional 
information at this time.  
 


14. At 4.2.1.8A, the RFP states "Members with disabilities, chronic conditions, or complex 
conditions shall be allowed to select a specialist as their PCP." The following questions 
relate to the above.  Are there any limitations to which specialist types may be PCPs?  Are 
members able to be assigned at the clinic level for PCPs? 
 
There are no limitations to which specialist types may be PCPs.  It is expected that 
members will have an individual physician assigned as their PCP; members are not 
allowed to be assigned at the clinic level.  The state will entertain exceptions if, in the case 
of certain specialties, it is impossible to assign an individual PCP; however all possibilities 
should be exhausted before approaching the State with such a request. 
 


15. At 4.2.3.1, the RFP references services provided at Indian Health Service Facilities and 
Tribal Clinics.  Are Vendors financially responsible for services provided to Native 
Americans at Indian Health Service Facilities? 
 
Please refer to section 7.1.2.6 of the RFP which says the following:  The Vendor is not 
responsible for payment of any service received by an enrolled recipient at an IHS facility 
or Tribal Clinic.  The IHS facility or Tribal Clinic will submit their claims directly to 
DHCFP’s Fiscal Agent and will be paid by DHCFP through the Medicaid FFS fee 
schedule.  The DHCFP requests that vendors read the entire RFP prior to submitting 
questions that are clearly answered elsewhere in the document. 
 


16. At 4.3.3.2, the RFP describes the algorithm developed by CHCFP.  Please describe the 
“weighted preference” that the state’s auto-assignment algorithm will give to a new Vendor. 
 
Presently, the auto-assignment algorithm assigns members to plans on a case basis (to 
preserve family assignments) on a one-to-one basis when the enrollment margin between 
plans is less than 10%; if greater, the assignment is as it appears in the chart (34%/66%), 
and this is the “weighted preference” given to “new plans” should one be awarded and 
have 10% or more fewer recipients. Assignments—again—are made on a case basis, so 
the only time an assignment is at the level of an individual is when a case has only one 
member. 
 
The State reserves the right to change the auto-assignment algorithm at any time using 
quality or other criteria for the bases of assessment or to eliminate the weight preference 
altogether.   
 


17. At 4.5.4, the RFP requires provider contracts be approved by CHCFP.  Do Vendors have the 
ability to contract with network providers utilizing an amendment to their commercial 
contract prior to RFP submission and/or state approval of Vendor’s agreement? 
 
Section 4.5.4.5 says the following:  “Subcontracts which must be submitted to the DHCFP 
for advance written approval include any subcontract between the Vendor, excluding 
network provider contracts.”   


 
The vendor may enter into any contracts with providers that they wish; however this is not 
necessary, nor advisable, prior to the award of the contract.  The State’s interest in 
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provider contracts is in validating that they are in agreement with Title XIX and Title XXI 
rules and regulations, and that they meet all requirements of the Vendor(s) contract with 
the State.  The DHCFP does not expect that thousands of individual contracts will be 
delivered to us; however we reserve the right to demand a copy of individual contracts at 
any time. 
 


18. At 4.5.6.2, the RFP requires the Vendor to provide a sample of all base network provider 
contracts.  Are we required to submit the complete commercial base agreement with the 
Medicaid Amendment or are Vendors allowed to submit the Medicaid Amendment only? 
 
Vendors are expected to submit all necessary information to demonstrate agreements are 
complete.  
 


19. At 4.13.3, the RFP provides for subcontractors to the Vendor for this contract.  Are Vendors 
allowed to use subcontractors to fulfill the RFP requirements related to the Health Insurance 
Exchanges (e.g. to provide services and/or benefits)?  Are Vendors allowed to use 
subcontractors for the Public Employees Benefit Plan (PEBP) optional proposal 
opportunity? 
 
Yes, Vendors can use subcontractors as long as the requirements and goals of the RFP 
are met.   
 
PEBP requires all its vendors to identify any subcontractors and their role in providing 
services to PEBP prior to the subcontractor actually providing services or accessing 
PEBP data.  Subcontractors can be added during the contract as long as PEBP is notified 
and approves of the subcontractor in advance of the subcontractor providing services or 
accessing PEBP data.  PEBP also includes language regarding the security and location 
(physical, designated servers and storage devices, etc.) of PEBP data in its contracts and 
applies penalties for the use of subcontractors or movement of PEBP data without prior 
approval from PEBP.  
 


20. At 5.1.9.1.I, the RFP requests "The Company’s main product/service lines and annual 
revenues for each product/service line in 2004 and 2005."  Does the state want more recent 
data than the years specified “2004 and 2005”? 
 
Amended Language for 5.1.9.1.I:  The Company’s main product/service lines and annual 
revenues for each product/service line in 2004 and 2005 for the two most recent years for 
which full data are available. 
 


21. At 1.8, the RFP requires the Vendor must participate on the Individual Exchange of the State 
Health Insurance Exchange (HIX). This requires the Vendor to meet requirements of the 
ACA and HIX that have not yet been finalized.  Given this lack of specification, what 
options do Vendors have to remedy issues presented by State and Federal requirements 
released after Proposals are submitted? 
 
It is not expected that the vendor submit a Qualified Health Plan with the response to this 
RFP.  As stated in the second to last paragraph in section 1.8, the vendor response must 
include a statement indicating the vendor’s willingness and ability to comply with this 
section.  State staff will work with the vendor to ensure HIX standards are reasonable and 
do not create an undue burden.  If a policy is issued by the Exchange that the vendor feels 


Tab IV - Amendment 1 Signature Page


IV-7







Amendment 1 RFP 1988 Page 8 of 46 
 


will substantially degrade the vendor’s ability to provide an MCO Transition QHP, the 
vendor will, within 10 business days of the public approval or announcement of a policy, 
provide in writing to the Division of Health Care Financing and Policy and to the 
Director of the Exchange, a report that clearly indicates which policy created such 
degradation, the reasons why such degradation will occur, the requirements listed in 
section 1.8 that may not be met and a suggested remedy to eliminate such degradation.  
The Division of Healthcare Financing and Policy and the Exchange will review the report 
for reasonableness and, if the report is found to be reasonable, will determine whether the 
Exchange issued policy or the RFP requirement should be changed. 
 


22. The following question relates to the State-Designated Health Insurance Exchange (HIX) at 
1.8.  The RFP mentions that there is a certain level of churn expected among enrolled 
individuals. Has the state evaluated how much churn is expected among the population? If 
yes, can the state share this information and/or data? 
 
The State-Designated Health Insurance Exchange (HIX) has not evaluated how much 
churn is expected.  However, DHCFP churn information is as follows:   
 
Managed Care/FFS Churn Counts
Source  Disposition


May  Jun  Jul  Aug 
MCO 295  MCO to FFS 737 576 755  852
MCO 65c  FFS to MCO*    7829    9428    9361     7702


* determined by number of choice letters sent for period, 
which indicates a member having a FFS segment of some 
duration prior to MCO choice and assignment


 
 


23. At 1.8, the RFP states "The QHPs offered pursuant to this requirement must meet the 
qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that 
may not meet the following standards), as described below." The following questions relate 
to the above.  How does an MCO Transition QHP differ from HIX QHP?  Please provide 
guidance on ability to provide Medicaid, MCO transition QHP and HIX QHP from one plan. 
 
Sections 1.8.5 through 1.8.10 provide requirements for MCO Transition QHPs that may 
be more stringent than those required of other QHPs. 
 


24. At 1.8.3, the RFP states "Be certified as a QHP in accordance with the criteria determined 
by the State-designated HIX".  Has this criteria been clearly defined? 
 
The Exchange is in the process of creating the certification criteria.  Policies that have 
been approved are minimalistic and generally do not place restrictions on QHPs beyond 
what is required of the Affordable Care Act.  It is expected the Board will discuss QHP 
certification processes at its November Board meeting. Advisory Committee 
Recommendations Approved by the Board can be found at: 
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http://exchange.nv.gov/uploadedFiles/exchangenvgov/Content/About/Board%20Approved
%20Recommendations.pdf 
 


25. At 1.8.5, the RFP states "Use the same provider network as is available to those eligible for 
Medicaid in addition to any network adequacy standards set by the State-designated HIX".  
Please provide guidance on ability to have variation. 
 
The intent of this section is to allow an individual to continue their relationship with a 
provider if the individual loses Medicaid eligibility and must move to QHP coverage.  
While it would be ideal to allow this same flexibility for an individual moving from QHP 
coverage to Medicaid, it is understood that network adequacy standards may require 
broader networks of QHPs than may be required of MCOs.  Further, it is understood that 
provider reimbursement rates may vary between Medicaid and the MCO Transition QHP. 
 


26. At 1.8.7, the RFP states "Coordinate prior authorizations and edit patterns for members who 
transition between the Vendor’s MCO and the Vendor’s QHP".  How does the EHB 
compare to/differ from Nevada Medicaid benefits? 
 
This information is contingent upon the Governor’s Budget and Legislative approval.  
 


27. At 1.8.8, the RFP states "Use a formulary that is similar to that of the Vendor’s MCO. If a 
drug or its generic equivalent is covered by the Vendor’s MCO but is not covered by the 
MCO Transition QHP, the MCO Transition QHP must cover that drug as it would any other 
similar tier drug (same cost sharing) for a period of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc.".  Please provide guidance on how 
“similar” will be defined. 
 
If the drug is a generic or has a generic equivalent, and that drug is not covered on the 
MCO Transition QHP, the MCO Transition QHP must cover the generic equivalent at 
cost sharing levels that are similar to any other generic drug.  If a brand drug (that does 
not have a generic equivalent) is not covered on the MCO Transition QHP, the MCO 
Transition QHP must cover the brand drug at cost sharing levels that are similar to any 
other brand drug.  If a specialty drug (that does not have a generic equivalent) is not 
covered on the MCO Transition QHP, the MCO Transition QHP must cover the specialty 
drug at cost sharing levels that are similar to any other specialty drug.  Such coverage 
must be maintained for a period of time as determined by a transition plan dictated by 
medical necessity, potential side effects, etc.  Exceptions to this requirement must be 
noted. 
 


28. At 1.8.9, the RFP states "Cover any benefit required to be covered by Vendor’s MCOs, 
which is not otherwise part of Nevada’s Essential Health Benefits package" The following 
questions relate to the above.  Has the State defined Essential Health Benefits and any other 
benefit design standards?  What efforts, if any, will the state provide to ensure members 
assigned to a plan's QHP will be assigned to the plan’s QHP transition plan or Medicaid 
plan? Or vice-a-versa? 


 
Pursuant to the Affordable Care Act, the Secretary of the U.S. Department of Health and 
Human Services designates each state’s package of Essential Health Benefits.  This 
designation has not yet occurred for any state.  Individuals who lose Medicaid eligibility 
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will be notified of their options on the Exchange.  The MCO Transition QHP designation 
may be displayed and defined on the website of the Exchange. 
 


29. At 1.8.10, the RFP states "Be priced reasonably as compared to other QHPs available on the 
Exchange. To be "priced reasonably," MCO Transition QHP premiums (before the Federal 
Advanced Premium Tax Credit is applied) must be no more than 15% greater than the 
median premium offered on the Exchange for similarly situated individuals (based on age, 
smoking status, family size and geographic location).  "The following questions relate to the 
above.  Actuarial value requirements for MCO Transition QHP – will it be the same as NV 
HIX QHP?  Premium Rates for MCO Transition – how will those be determined? 
 
MCO Transition QHPs must meet all of the requirements of any other QHP offered on 
the Exchange, including the actuarial value requirements of the associated metal tier.  
Premiums for the MCO Transition QHP will be determined by the vendor. 
 


30. The following questions relate to the Public Employees Benefit Plan (PEBP) optional 
proposal opportunity at 2. • Will there be a separate procurement issued for the PEBP or is 
this the only bidding opportunity? • Can a Vendor bid on the PEBP opportunity and not bid 
on the Medicaid Managed Care contract procurement? • Will the evaluation and award of 
the PEBP opportunity be completely separate from the Medicaid evaluation and award? 
How will the PEBP opportunity be scored as part of this procurement?  How is the PEBP 
proposal to be submitted? This is not clear in the Technical Proposal instructions. • Please 
post current State employee contracts. 
 
PEBP maintains its own RFP schedule for HMO services.  The current contracts for 
HMO services expire on June 30, 2015 (Northern Nevada) and June 30, 2016 (Southern 
Nevada).  The Optional Proposal Opportunity in this RFP represents an alternative option 
for PEBP to consider for awarding HMO services.  Depending on the responses, PEBP 
may or may not award HMO services from this RFP.  If PEBP does award a contract 
based on the responses to this RFP, it may be in addition to or a replacement of the 
current contracts.  This determination would be made by the PEBP Board.  If PEBP does 
not opt to award a contract based on the responses to this RFP, then PEBP will release its 
RFPs for HMO services on their normal schedule.   
 
A Vendor cannot propose on the PEBP opportunity and not propose on the Medicaid 
Managed Care contract procurement.  This RFP will be awarded per the scope of work 
and terms and conditions of the RFP.  Please refer to the evaluation criteria included in 
the RFP.  
 
The PEBP section of this RFP should be included as a separate stand-alone component of 
the vendor’s RFP response in such a manner that there is clear differentiation between 
the components of the vendor’s response that are directed towards the DHCFP project 
and those directed towards the PEBP project.  Since the DHCFP intends to award a 
contract or contracts from this RFP and PEBP may or may not award a contract from 
this RFP, the components need to stand on their own merit.  If a vendor chooses to 
propose on the PEBP section of this RFP then each question in the section should be 
answered in order with appropriate detail. 
 
This information is not readily available to DHCFP and PEBP.  If vendors want 
information on current state contracts they should contact State Purchasing.   
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31. At 2.2.2, the RFP states "HMO participants should have access to a comprehensive choice 


of providers within the covered service as well as outside of Nevada for emergency and 
specialized care."  Please provide data on out-of-state PEBP utilization.  Please provide 
clarification on the types of providers/specialties that are referenced in this section and 
which specific geographic service area. 
 
It is intended that the geographic service area for the HMO product be the entire State of 
Nevada (all 17 counties).  If this is not an option for the respondent, the service area must 
be clearly identified in the vendor response by Nevada County.  Under the current PEBP 
plans, a participant who resides out of state must enroll in the PPO Plan.  However, if an 
HMO participant is out of state on a temporary basis and requires medical services, they 
must have access to healthcare.  There may be a requirement to seek prior authorization if 
non emergency, but in emergency situations the HMO plan should pay the claims after 
applying their standard in-network deductibles.  Out of state utilization of HMO members 
is not readily available but is minimal.  It is intended that the HMO participants have 
access to an all-inclusive set of providers who cover the spectrum of medical fields within 
the service area defined in the vendor’s response. 
 


32. Regarding the PEBP proposal at 2, in order to provide a comprehensive quote for the full 
HMO programs with the embedded vision plan, will the State be providing the following 
information?  24 months of paid claims for medical and vision broken out by month.  Total 
enrolled membership broken out by month Large Claims over $25,000 with status and 
prognosis 2 years of rate history for both HMO plans.  Employee census; include age or 
DOB, gender, zip codes, enrollment status.  Current Evidence of Coverage for both HMO 
plans. 
 
PEBP will not be providing all of the requested information.  For plan year 2013 (July 1, 
2012- June 30, 2013) the total HMO enrollment was as follows:   
 
Northern Nevada HMO (Hometown Health Plan):  5,574 (58% Participant Only; 11% 
Participant + Spouse; 21% Participant + Children; 10% Employee + Family) 
 
Southern Nevada HMO (Health Plan of Nevada):  5,954 (60% Participant Only; 12% 
Participant + Spouse; 19% Participant + Children; 9% Employee + Family) 
 
These figures include active employees and both State and non-State non-Medicare 
eligible retirees.  Enrollment is not expected to fluctuate significantly in the upcoming two 
years unless the Board takes actions to change the significantly alter the self-funded PPO 
plan design. 
 
Migration between plans during the year without meeting certain eligibility criteria is 
prohibited per the plan document.  Monthly enrollment would only increase or decrease 
based on a qualifying event in which the participant is allowed to leave the HMO plan 
(such as moving out of the service area).  Newly hired employees may also enroll in the 
plan of their choice including the HMO.   
 
Attached are the current rates for both the Northern Nevada HMO (Hometown Health 
Plan) and the Southern Nevada HMO (Health Plan of Nevada).  There are rate caps in 
place for each year for each plan.   
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The current Evidence of Coverage documents for each plan is on the respective carrier’s 
websites which can be reached via the PEBP website at www.pebp.state.nv.us.  


HMO_Base_Rates.xl
s


HHP claims exp21 
xls.pdf  


 
 


33. Regarding the PEBP proposal at 2, in order to provide a comprehensive quote for the self-
funded dental PPO plan, will the State be providing the following information?  24 months 
of paid claims dental data, broken out by month Number of contracts and number of 
members by month to correspond with each month of paid claims 3 year history of the 
dental administrative fee, including most current year. If there are components such as 
commission and/or provider fee, please break out separately is a multi-year agreement 
desired? If so, for how long?  Have there been any changes to the dental plan in the last 3 
years? If yes, what were the changes? What was in place before? When did the change take 
effect?  Is there a census that provides all covered contracts with gender, zip code, date of 
birth and rate tier (single, sub and spouse, sub and dependent child(ren), family)? 
 
The self-funded dental plan is not part of this RFP.  This RFP is for HMO services for 
medical, pharmaceutical and vision only.  The standard PEBP benefits package includes 
dental coverage regardless of medical plan selection.  PEBP participants and their 
covered dependents will remain on the existing PEBP dental plan.   
 


34. Regarding the PEBP proposal at 2 for dental/ancillary services:  Will the State provide a 
dental census of covered employees?  Will the State provide detailed information to do a 
dental network/re-pricing analysis? This file should detail dentist taxpayer ID. number, 
city/address, billed charges, paid claims charges, ADA number, and whether or not the 
dentist is In Network or Out of Network.  Will the State provide monthly dental claims 
experience, monthly dental enrollment of covered employees/dependent 
units/families/members by month for last three years.  Does the State wish quotes on Life, 
Optional Life or Disability Coverages? Vision coverage? If so, we will need materials, 
claims experience, plans for these lines of coverage. 
 
The self-funded dental plan is not part of this RFP.  This RFP is for HMO services for 
medical, pharmaceutical and vision only.  The standard PEBP benefits package includes 
dental coverage regardless of medical plan selection.  PEBP participants and their 
covered dependents will remain on the existing PEBP dental plan.  Life, Optional Life 
and Disability Coverage quotes are not requested as part of this RFP.  Those services are 
already covered under existing contracts and are not included in the scope of work for this 
RFP.  Vision coverage should be included in the HMO plan provided in the vendor’s 
response. 
 


35. The RFP defines the "Vendor" as "organization/individual submitting a proposal in response 
to this RFP.” Please confirm that for the purposes of responding to this RFP regarding 
experience, including the reference section that the Vendor may include in their response the 
contracts held by affiliates/parent organizations of the bidding entity. For example, in 
addition to Nevada-specific experience, a Vendor may have relevant experience in other 
states through its parent and affiliate health plans. Please confirm that affiliate and/or parent 
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company experience may be represented in the responses relating to experience and 
qualifications in the proposal. 
 
For the purpose of this RFP, references, qualifications and experience must be for the 
vendor (organization/individual) submitting the proposal and not affiliates or parent 
companies unless specific sections refer to parent organizations.  See Questions #188, 
#189 and #190.  
 


36. Please confirm that deliverables identified for the Vendor in the Scope of Work (Section 4) 
should be provided during readiness review unless a timeframe is specified. 
 
Yes. 
 


37. Section 1.14, page 5, requires bidders to have a license in all "mandatory managed care 
counties." Should DHCFP choose to expand the geographic area of the program, please 
confirm that awarded vendors would be given the opportunity to obtain a certificate of 
authority in additional counties at that time? 
 
Yes. 
 


38. Section 1.2. Please confirm the geographic service areas for enrollment purposes. Will 
DHCFP publish a list of the zip codes in urban Clark and Washoe county service areas? 
 
The information is available in Excel format upon request by contacting the Purchasing 
Division’s designee, Gail Burchett, by e-mail at gburchett@admin.nv.us. 
 


39. Section 1.8.5. Please clarify the meaning of “same provider network as is available to those 
eligible for Medicaid.” Would the bidder meet this requirement if it met the State-designated 
Health Insurance Exchange (HIX) or Medicaid program network adequacy requirements and 
at least offered HIX participation to its Medicaid network providers, including significant 
traditional Medicaid providers? Bidders may need to amend provider contracts to add the 
HIX programs. Some Medicaid network providers may decline to participate in a bidder’s 
HIX network or demand reimbursement that does not allow the bidder to meet the section 
1.8.10 premium requirements. As such, bidders may not be able to guarantee the exact same 
network for HIX networks as for Medicaid. 
 
An MCO Transition QHP must meet all of the requirements of any other QHP, including 
the network adequacy standards of the Exchange and the Division of Insurance.  
Exceptions to requirements of section 1.8 of this RFP that exceed the requirements of 
QHPs must be clearly indicated. 
 


40. Please define what is intended by the requirement included in 1.8.7 which requires the 
Vendor to “coordinate edit patterns” for members who transition to the Vendor’s Managed 
Care Organization (MCO) and the Vendor’s Qualified Health Plan (QHP). Please define 
“edit patterns.” 
 
Edit patterns means any plan exception made for an individual in relation to an episode of 
care to allow the individual to receive appropriate cost effective medical care. 
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41. Please clarify the following regarding Section 1.8.9:  Section 1.8.9 requires that the Vendor 
continue to cover certain benefits that would not otherwise be part of Nevada’s essential 
health benefits package for a certain period of time. Please confirm this understanding. 
Additionally, please confirm that the benefits to be continued would not include coverage of 
cost-sharing such as co-payments and deductibles. If cost-sharing is to be included in the 
benefits to be continued, we strongly recommend that the State reconsider the provision in 
1.8.10 which would limit the premium for the Transition QHP to no more than 15% greater 
than the median premium offered on the exchange. • It is our understanding that Section 
1.8.9 specifically applies only to those individuals who are enrolled in the Vendors’ MCO 
and transition to the Vendor’s Transition QHP. Please confirm that our understanding is 
correct. 
 
The requirements of 1.8.9: 
 


1. Apply only to individuals who lose Medicaid eligibility and become eligible for the 
MCO Transition QHP for a length of time as determined by a transition plan 
dictated by medical necessity, potential side effects, etc. 
 


2. Apply only to services that are covered and do not apply to cost sharing.  Cost 
sharing for such services should be similar to cost sharing of other similar services 
that would otherwise be covered by a QHP. 


 
It is expected that the Essential Health Benefits package for Medicaid will be very similar 
to that of the individual market and will likely represent little to no increase in cost 
compared to other QHPs.  The State will work with the vendor on the habilitative 
coverage category.  Exceptions to requirements of Section 1.8 of this RFP that exceed the 
requirements of QHPs must be clearly indicated. 
 


42. Section 1.8.10. What data will be made available to price the plans required under the health 
care exchange? Will there be a limit on administrative load? 
 
MCO Transition QHPs are required to follow all requirements of the Affordable Care 
Act, the Division of Insurance and the Exchange that pertain to the individual market, 
including the 80% Medical Loss Ratio cap.  The State has no data to price the MCO 
Transition QHPs, nor does it have data to price any other QHPs. 
 


43. Section 2.4. Is the State's intent with the Public Employees’ Benefits Program (PEBP) 
option to add a third vendor to serve the program with the two current incumbents, or is the 
State continuing with two health plans to serve PEBP recipients and may consider 
respondents of this RFP to possibly supplant incumbents? Will additional points be provided 
to, or will the State look more favorably on, respondents that choose to submit this optional 
proposal? 
 
The Optional Proposal Opportunity in this RFP represents an alternative option for 
PEBP to consider for awarding HMO services.  Depending on the responses, PEBP may 
or may not award HMO services from this RFP.  If PEBP does award a contract based on 
the responses to this RFP, it may be in addition to or a replacement of the current 
contracts.  This determination would be made by the PEBP Board.  If PEBP does not opt 
to award a contract based on the responses to this RFP, then PEBP will release its RFPs 
for HMO services on their normal schedule.  Should PEBP choose to award a contract to 
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a vendor (or vendors) resulting from this RFP, the contract termination notices with its 
current vendors would be honored.  There is no scoring advantage given to vendors who 
include the PEBP option in their response.   
 


44. Please clarify the following regarding Section 4 (Scope of Work):  Section 4 references the 
potential expansion of the contracts to the Aged, Blind and Disabled (ABD) population. 
Please explain whether this would also include an expansion to other geographic areas in the 
State. How will the vendors selected under this contract relate to the vendor and program 
enrollees in the Care Management Organization which was procured earlier this year?  May 
vendors build in a separate line item for PPACA costs that may differ depending on whether 
PPACA moves forward, or if there is repeal and replace scenario?  If there is a change to 
PPACA requirements that are known to-date that significantly change the administrative 
work involved, will the administrative load be revisited?  Will the administrative load be 
revisited if the ABD population is included in the covered populations, or will the same 
administrative load be used? 
 
There are no current timelines or plans for the expansion of contracts to the ABD 
Population.  See Question #75 related to Care Management Organization.  There is no 
additional information to provide at this time regarding the ABD population.  
 


45. Section 4.2.2. It is our understanding that several of the covered services included in Section 
4.2.2 represent new and expanded covered benefits under the contract. Please confirm that it 
is the intent of the DHCFP that the following services should be covered by the MCOs; 
intensive outpatient treatment, alcohol and substance abuse treatment, hospice, orthodontia, 
habilitation and medication management, methadone treatment, nursing facilities. 
 
Yes.  On orthodontia (age-specific criteria applies, see Medicaid Services Manual 1000) 
 


46. Section 4.2.2.24.D. This section lists several types of Mental Health Services that are 
covered by the Vendor. One of the types listed for Mental Health Services is “services,” 
which is included as item D. Please define what these “services” are. 
 
4.2.2.24, Mental Health Services, should be amended to read: 


 
A. Inpatient Psychiatric Hospital; 
B. Mental Health Outpatient Clinic; 
C. Mental Health Rehabilitative Treatment 
D. Services;  
E. D. Psychologist; 
F. E. Outpatient Psychiatric  
G.F. Residential Treatment Center (RTC) 
H.G. Case Management 
I. H. Habilitation services:  Instrumental Activities of Daily Living (IADL)/Activities of 


Daily Living (ADL); and 
J. I. Medication Management 


 
 


47. Section 4.2.3. Habilitation and Medication Management are listed under covered Mental 
Health Services. Please confirm the populations that would be eligible to receive these 
services. 
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All recipients eligible for the Managed Care program are eligible for all covered medically 
necessary services.  
 


48. Section 4.2.8 indicates that the Vendor must reimburse providers and coordinate Activities 
of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL) for CSHCN. 
Please confirm the populations that would be eligible to receive these services. 
 
All recipients eligible for the Managed Care program are eligible for all covered medically 
necessary services.  
 


49. Section 4.3.10.3. This paragraph appears to envision members transitioning between the 
MCO and the HIX. Is the intent of this section to clarify transition planning between the 
MCO and the MCO's qualified health plan or to/from other HIX plans? If the intent is to 
transfer to other HIX plans, please describe the process whereby the receiving health plan 
obtains information and details about the services the member had been receiving in the 
prior plan. 
 
A person may change eligibility status during a care episode.  That person may then be 
eligible for Exchange coverage or other non-exchange coverage to include individual and 
employer based coverage.  The Vendor should have a procedure in place to notify any 
insurance carrier or plan of relevant patient information.  This assumes the Vendor is 
notified which organization has assumed responsibility for the individual’s coverage.  The 
Exchange may facilitate the transfer of information by informing the Vendor in which 
QHP the individual has enrolled, if allowed by law.  The Exchange will never take 
possession of any PHI. 
 


50. In Section 4.5.5.5 please confirm that when a new member is identified through our initial 
health risk screening assessment, a comprehensive assessment should be performed on those 
members identified with a need. This assessment is then performed within 90 days of 
enrollment to further determine case management and other services. 
 
Confirmed. 
 


51. Section 4.7.2.5.C. Dental Sealants, a HEDIS-like measure, are no longer reported to 
DHCFP. Is it the intent of the State to reinstate reporting the percentage of members ages 6-
14 with at least one dental sealant during the year? 
 
See Question #5. 
 


52. Section 4.8.5.7.A. We understand that within the written description of the IQAP, we are to 
include the method for performing provider reviews. Please clarify the specific elements 
listed in Section 4.8.5.7.A and B that we are to address, especially the meaning of element 
B. “to health professionals and Vendor staff regarding performance and patient health care 
outcomes.” 
 
4.8.5.7 B. should be amended to read:   
 
Feedback to health professionals and Vendor staff regarding performance and patient 
health care outcomes.  
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53. Section 4.8.6.2. Item number 6 notes that Vendors must conduct PIPs that focus on 


utilization of ambulatory care. However it is our understanding that DHCFP will direct the 
MCOs with regard to the PIPs that must be implemented. Please explain how this provision 
relates to the PIPs determined by DHCFP. Are these PIPs in addition to the required two 
PIPs or component parts of them? 
 
Section 4.8.6.2.c.3 states that the “Vendor will be required annually to conduct and report 
on a minimum of two PIPs.” It is expected that the vendor will maintain a robust quality 
improvement program and structure that enables ongoing evaluation of services such that 
the Vendor can identify opportunities for improvement and implement targeted strategies 
to improve the quality of services and health outcomes of the Vendor’s population. Thus, 
it is expected that the Vendor will have its own internal performance improvement 
projects (PIPs) underway at any given time. In addition to the internal performance 
improvement projects performed by the Vendor, DHCFP will require the Vendor to 
annually conduct and report on a minimum of two PIPs, which will be submitted to 
DHCFP’s external quality review organization (EQRO) for validation. DHCFP will 
provide instruction on the PIP topics to be submitted to the EQRO for validation.  
 


54. Section 4.8.13.6. Please describe what is envisioned by the inclusion of recipient satisfaction 
surveys in the credentialing process. Current CAHPS surveys do not identify providers 
specifically or tie to the provider in any way so it is difficult to understand how vendors 
would implement this requirement. 
 
As part of the Recredentialing process, the Vendor is expected to consider other data that 
would weigh into the decision to recredential a provider. This includes recipient 
satisfaction surveys. CAHPS surveys are not specifically mentioned in the RFP as the type 
of survey the Vendor would use to obtain more information about recipients’ satisfaction 
with a particular provider. 
 


55. Section 4.8.18.2.B requires a "comprehensive" assessment on all new members within 90 
days of enrollment and further describes in detail the qualifications of the individuals who 
may conduct the assessment. These requirements appear to be included in the context of the 
potential of new populations such as the aged blind and disabled members and/or members 
with complex chronic conditions and yet many of the members eligible for the program will 
be healthy children and adults. Please confirm that MCOs may meet this requirement by 
conducting an initial health risk assessment to determine whether an extensive 
comprehensive assessment is necessary and appropriate. 
 
Refer to section 4.8.18.1.A for initial health risk assessment.  
 


56. Section 4.8.18.2.D. The last paragraph of this section notes that the Vendor must honor 
ongoing care treatment plans for members transferred from another Medicaid Vendor, a 
State designated HIX plan or other existing care treatment plans. Please explain how the 
MCOs will receive information about existing care and treatment plans for these members. 
 
The vendor should propose methods based on medical necessity. 
 


57. Section 4.8.18.4. Please confirm that Vendors should use their own stratification and 
identification methods to identify the members who can most benefit from case 
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management. The list included in 4.8.18.4 appears to show conditions that would be likely 
to trigger the need for Case Management, but may not be the sole reason for case 
management services. As we understand the requirements, the vendor should build 
processes and protocols to ensure that members who need case management services will 
get them. 
 
Yes. 
 


58. Section 4.8.18.4. Item J includes Members in Supportive Housing. Please define the 
population envisioned to receive services under this provision. 
 
Refer to Section 2103.5 of the Medicaid Services Manual located on the DHCFP website. 
 


59. Section 4.8.20.3 notes that the Vendor must have linkages between these functions and the 
quality assurance program. Please explain what is envisioned under the "Benefits Redesign" 
line item. 
 
MCOs are required to provide and make available a minimum set of services determined 
by Federal and state requirements. If the Vendor were to offer benefits that were above 
and beyond the contractually required benefits offered to recipients (such as 2nd pair of 
glasses or contact lenses), then we would want to see that changes to benefits (or benefits 
redesign) are linked to data uncovered as part of their ongoing QA activities.  
 


60. Section 5.1.10.1.E states that the respondent must “Provide the names, résumés, and any 
additional pertinent information regarding key personnel responsible for performance of any 
contract resulting from this RFP. Section 5.4 is also requesting that “a resume must be 
completed for each proposed individual on the State format provided in Attachment G 
Proposed Staff Resume, for key personnel to be responsible for performance of any contract 
resulting from this RFP.” Please confirm that respondents should submit resumes of key 
personnel in response to both Sections (5.1.10.1.E and 5.4), or should respondents submit 
the resumes in one place or the other and not both? 
 
5.1.10.1. E states:  “This information must be included in vendor’s technical response to 
the RFP.”  Technical response information for résumés is submitted under Attachment G, 
same as note in Section 5.4. 
 


61. Section 5.1.11.4. Please provide further clarification and the definition of sole source 
subcontracts as included in "benefits services." Would sole source refer to those contracts 
between the vendor and a category of service provider for which there are no alternative 
providers identified? 
 
This refers to exclusivity agreements.  For example if you have or intend to have an 
arrangement with a single hospital in Washoe County and negotiate a price with them 
based on 100% of your book of business, effectively freezing out all other hospitals in 
Washoe County or an agreement with a provider or facility to only access your plan 
(emergencies being the obvious exception) then the DHCFP expects to be aware of this 
arrangement.  This applies across the board to all provider and facility types. It also 
extends beyond the original proposal and should be considered an ongoing requirement 
for the duration of the vendor’s contract with DHCFP. 
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62. Section 5.1.11.6.D. Since the covered populations are those eligible under the TANF and 
CHIP programs for which there is no patient liability, please explain under what 
circumstances the Vendor would be determining and collecting patient liability. 
 
Subrogation.  
 


63. Section 5.2.1.4 Requires vendors to submit the same information for any proposed 
Subcontractor as included in Section 5.1, Vendor Information. Is the intent of this section to 
require Vendors to submit items 5.1.1 through 5.1.12 for all subcontractors OR is the intent 
that Vendors submit items 5.1.1 through 5.1.8 up to Corporate Background section? 
Sections 5.1.9. through 5.1.12 would largely be not applicable to a subcontractor which 
would typically provide only a particular service or small subset of services under the 
contract. Additionally, the full list of items included in 5.1.1 through 5.1.12 is extensive and 
will result in a huge volume of material for Vendors with even a few subcontracts. 
 
The State requires a response from each subcontractor for items 5.1.1 thru 5.1.12.  The 
State acknowledges that the volume of information may be extensive; however the 
information is necessary to make informed decisions. 
 


64. Sections 5.3 and 5.1. Please confirm that Vendors may seek business references from the 
customers of their affiliates and other entities in the corporate family. 
 
Yes. 
 


65. Section 10.1.5 states that the respondent must place written responses "immediately 
following the applicable RFP question, statement and/or section." Does the State expect 
respondents to include all requirement language in our responses for Tab VI - Scope of 
Work (Section 4) and Tab VII - Company Background and References? For the Scope of 
Work, there are 141 pages of requirement language alone and including this material in the 
final response will greatly increase the volume of pages and material. 
 
The State expects the vendors to follow the format requirements as listed in the RFP this 
includes Section 10.1.5.   Sections of the RFP that are vendor informative only may be 
redacted. Responses must follow the format of the RFP. 
 


66. Section 10.2.2.6. In responding to the Tab VI Scope of Work (Section 4), are respondents 
expected to simply affirm their ability to meet each requirement, or is the State expecting 
more detail in how respondents will meet each requirement? 
 
Vendor is expected to provide appropriate information to demonstrate how they will meet 
each requirement.   
 


67. Attachment I. The posted Forms and Reporting Guide does not include all the items 
referenced in this section. Will DHCFP post complete Forms & Reporting Guide? 
 
Note tabs on the Attachment I on the Excel workbook.  
 


68. Attachment O. How will the administrative load change after the first year? Will the same 
percentage load be applied to each year? If so, will the administrative load be a percentage 
of premium or on a per member per month basis. 
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The administrative rate is a percentage of the premium. The rate may change from year to 
year, and will be determined by actuarial assessment within a sound range of age/gender 
cohort rates, applied risk assessment, and other industry standard factors. 
 


69. Attachment O. Is there a detailed format to be used for the cost proposal? How will the cost 
proposal be weighted in the final scoring of the bid? 
 
State purchasing rules dictate that scoring methodology, weights, etc, are not released 
until a Notice of Award is made.  Attachment O has cost proposal format.  
 


70. Please confirm that vendors should describe their value-added benefits (VAB) in response to 
5.1.11.1 with key information such as description, benefit limits, and eligibility categories. 
Please confirm also that VAB costs should be excluded from the cost proposal. 


 
Yes, to both.  
 


71. Section 1.8: This provision appears to require vendors offering the Silver and Gold health 
plan on the Individual Exchange to cover benefits for a period of time when a member 
transitions into the health plan. Please describe the process that will facilitate giving the HIX 
health plan information and details about the member's condition or existing services to be 
considered for a transition plan. 
 
See Question #49. 
 


72. RFP Section 10.1.5 states that “Written responses must be in bold/italics and placed 
immediately following the applicable RFP question, statement and/or section.” Are 
respondents expected to include section headings and narrative headings in bold/italics as 
well? We recommend allowing for headings to be in font styles other than bold/italics to 
make it easier for evaluators to differentiate headings from the narrative of the written 
response. 
 
Responses shall be as requested in the RFP. 
 


73. Regarding Section 1.1. Is there the possibility that the state will award Medicaid contracts to 
three MCOs instead of two due to the pending membership growth from ACA reform and 
the likelihood of the state adding more populations and/or geographic areas? 
 
No. 
 


74. Section 1.1 Does the covered population include Dual Eligibles? 
 
No. 
 


75. Section 1.1 If the state adds more populations and/or geographic areas to the MCO program, 
will the new proposed Care Management Organization (CMO) model still operate for those 
populations and/or geographic areas? If so, please explain how enrollment and auto-
assignment processes would work when both the MCO and CMO models are options. 
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Current populations eligible for the MCO program are not eligible for the CMO Program.   
CMO population is specifically for FFS.  
 


76. Section 1.1.4 For the Benchmark Plan: What is the legislative bill #? What is the expected 
date for passing the legislation? Is there a working document available for review? 
 
This information is contingent upon the Governor’s approval of the expanded population, 
and subsequent budget and possible legislative approval.  There is no bill number at this 
time.  There are no working documents available for review.  
 


77. Section 1.3.2.5 Please define "shadow claims". 
 
Encounter claims; claims collected but not paid by DHCFP. 
 


78. Section 1.4.2.1 Please verify that mental retardation is a covered benefit under this contract 
that the MCOs are responsible for managing the benefit, and will be at risk for costs of care. 
 
Mental retardation is not a benefit. 
 


79. Regarding Section 1.6.2.  If a Vendor includes a caveat to the RFP language in either the 
technical proposal or the cost proposal (Attachment O) does this section mean that the RFP 
language overrides that caveat? 
 
Any exceptions proposed should be clearly listed in the exceptions to the RFP Section.  
 


80. Regarding Section 1.8.  What are the timeframes for establishing Qualified Health Plans 
such as a readiness review? 
 
It is expected carriers will begin submitting QHPs to the Nevada Division of Insurance for 
rate review and certification on March 1, 2013.  It is expected the vendor will work with 
DHCFP to determine appropriate timelines for additional review. 
 


81. Regarding Section 1.8. In the layout of the response for the RFP, where would the response 
for the willingness to comply with section 1.8 needs to be placed? 
 
Directly following the paragraph that requires such response. 
 


82. Section 1.8 What are the HIX requirements for the State of Nevada? 
 
See www.exchange.nv.gov. 
 


83. Regarding Section 2. If a Vendor chooses to bid on the PEBP optional opportunity, what is 
the process for bidding on it? What are the components that must be submitted and how 
should they be submitted? 
 
The PEBP section of this RFP should be included as a separate stand-alone component of 
the vendor’s RFP response in such a manner that there is clear differentiation between 
the components of the vendor’s response that are directed towards the DHCFP project 
and those directed towards the PEBP project.  Since the DHCFP intends to award a 
contract or contracts from this RFP and PEBP may or may not award a contract from 
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this RFP, the components need to stand on their own merit.  If a vendor chooses to bid on 
the PEBP section of this RFP then each question in the section should be answered in 
order with appropriate detail.   
 


84. Regarding Section 2. Is the PEBP opportunity limited only to Vendors who bid on the 
Medicaid opportunity? 
 
Yes. 
 


85. Regarding Section 2.  Can further information be provided for the requirements of the 
optional proposal opportunity? 
 
This question is not specific enough for PEBP to answer.  See additional clarifications in 
responses to questions 19, 30, 31, 32, 33, 34, 43, 83 and 88.   
 


86. Regarding Section 2. In the layout of the response, where would the optional proposal 
opportunity for Section 2 be placed? 
 
Section 2. 
 


87. Regarding Section 1.8.10.  Is there a format or preference for the sample transition plan for 
drugs and services? 
 
No. 
 


88. Regarding Section 2.  If the state were to reserve the right to initiate service at an earlier 
date, how early could that be prior to the 7-1-2013 date? 
 
Amended Section 2.3:  
 
The effective date of the contract resulting from this RFP is anticipated to be July 1, 2013. 
; however, the State reserves the right to initiate service at an earlier date.  The contract 
term will be Four (4) years with a possible one (1) year extension.  No contract is deemed 
effective unless and until approved by the Nevada State Board of Examiners (NRS 
284.1729).  
 


89. Regarding Section 2.3. Does the right to change effective start date to an earlier date only 
apply to Section 2/Optional Proposal? 
 
See Question #88.  
 


90. Regarding Section 4.5.3.3. Will the state provide a list of “Essential Community Providers” 
falling under subsections A, B, C, J, K, and N? 
 
4.5.3.3 Essential Community Providers should be amended to: 
 
Examples of Essential Community Providers are listed in Attachment N.  An essential 
community provider is defined as a provider:   
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91. Regarding Section 3.  Are there more specific SMI and SED definitions including the level 
of “qualified provider” required to make this assessment and the range of diagnoses or 
conditions included? Are there specific forms used in administering the assessment? 
 
Refer to Section 400 of the Medicaid State Manual for provider information on SMI/SED 
and assessment.  
 


92. Regarding Section 3.  Are network providers and facilities in the MCO's network considered 
subcontractors? 
 
Section 3 is the Acronyms/Definitions section of the RFP.  The definition given for 
subcontractors is as follows:  “Third party, not directly employed by the contractor, who 
will provide services identified in this RFP.  This does not include third parties who 
provide support or incidental services to the contractor.”  If medical services are being 
provided as part of this contract, and those will be provided by a physician / hospital, etc., 
then this would mean they are a subcontractor.  That having been said, there are 
situations throughout the RFP where it is specifically stated that subcontractor 
requirements do not apply to medical providers.  The vendor should evaluate each 
requirement individually.  The part of the definition that says “This does not include 
third parties who provide support or incidental services to the contractor” is addressing 
janitorial services, landscapers, the company who delivers your bottled water, etc. 


 
93. Regarding Section 4.  Please provide the zip codes for urban Clark and Washoe counties. 


 
See Question #38. 
 


94. Regarding Section 4. Regarding the requirements of the ACA, can the wording be adjusted 
to clarify that Vendors only have to meet requirements relevant to functioning as a Medicaid 
MCO? 
 
In this particular section of the RFP the ACA requirements pertain only to this contract, 
therefore vendors only have to meet these requirements relevant to functioning as a 
Nevada Medicaid/ Nevada Check Up MCO.  To be clear, the State does not have an 
interest in the vendor’s commercial business, but we do not limit this requirement to only 
Title XIX recipients. 
 


95. Regarding Section 4. This section states that at the sole discretion of the DHCFP, the 
contract may be expanded to include services to Medicaid Aged, Blind, and Disabled 
recipients and that the DHCFP and the Vendor will negotiate mutually agreed on, actuarially 
sound capitated payment rates for the expansion at least 90 days prior to the effective date. 
What happens in the event that the DHCFP and the Vendor cannot come to a mutual 
agreement that rates for the expansion are actuarially sound? Can a Vendor opt not to 
participate in the expansion if they cannot reach agreement? 
 
The vendor cannot opt out of this requirement.  Rates are set by an independent actuarial 
firm under contract to DHCFP.  The rates must be determined to be actuarially sound by 
CMS.  If CMS determines the rates are sound then the vendor must accept this business.  
Any negotiations will be within an actuarially sound range and may not go outside that 
range.  This is exactly the same arrangement for the rest of the business with DHCFP; the 
State will never go outside of an actuarially sound range, neither higher nor lower, as 
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determined by our contracted actuarial firm.  To be clear this applies to TANF / CHAP 
and Nevada Check Up capitation payments, and it is always the State’s actuary who will 
set the rate, never the vendor’s actuary.  However, we encourage active participation by 
the vendors actuary during the rate setting period to point out any anomalies they feel 
should be considered. 
 


96. Regarding Section 4. Please confirm that any increase in costs to a Vendor related to 
payments to providers would be included as an adjustment to the capitation rate for actuarial 
soundness. 
 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; and, no, not “any” increase in cost to a Vendor 
would necessarily be included as an “adjustment” to the capitation rate, though increases 
in cost to a Vendor are indeed part of the rate development process. 
 


97. Section 4, 4th paragraph Does ‘urban area’ as referenced have the same geographical 
definition as the Division of Insurance’s use of ‘urban’ in stating the service area on an 
insurer’s Certificate of Authority? If not, please explain or list the difference(s). 
 
As used in this RFP, “urban area” means not rural or frontier and it is determined by zip 
code.  Both Washoe and Clark County have urban and rural areas; the MCOs are not 
required to establish a provider network in any rural / frontier areas, nor are they 
required to serve any recipients who live in rural / frontier areas but could travel into an 
urban area.  Whether or not this matches the DOI Certificate of Authority definition is of 
no relevance to this proposal; however this does not excuse any vendor from meeting all 
DOI requirements. 
 


98. Section Last paragraph. What is the notice timeframe for the addition of services, if 
applicable? 
 
Section not defined, cannot respond.  
 


99. Section 4.2.1.4 As long as the MCO’s definition of “medically necessary services” is not 
more restrictive than the State, can the MCO utilize different authorization requirements 
than what is used by the State? 
 
The MCO can utilize different authorization requirements than what is used by the State, 
as long as they are not more restrictive.  It is important to note, though, that any services 
not covered by Medicaid will not be considered in future rate setting and should be 
considered as having been provided at the sole expense of the MCO.  For instance, you 
can offer infant circumcision to your Medicaid recipients but this is at your sole expense.   


 
Future rates will not be set using a “cost plus” methodology where an MCO would benefit 
from being inappropriately generous with their authorization requirements and profiting 
from an administrative markup on higher than necessary costs.  For instance if the State 
allows 10 units and you consistently authorize 30 units you may find that your costs will 
exceed your compensation.  On the other hand if by authorizing 30 units you achieve 
improved health outcomes then you might benefit financially from that decision. 
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100. Section 4.2.1.6 Please provide examples of circumstances where DHCFP would request the 
removal of a prior auth requirement. What information would the MCO be required to 
provide to DHCFP to make that decision? 
 
A decision during a fair hearing that contradicted the decision of an MCO and/or 
transition from FFS prior authorization to a managed care organization.  
 


101. Section 4.2.1.6, paragraph 3.  What criteria would the State utilize in removing prior 
authorization requirements? If the MCO could show financial impact on these changes, 
would the cap be adjusted mid contract/cycle? 
 
See Question #100; and No.  
 


102. Section 4.2.1.6. Does the MCO have the ability to implement authorization 
requirements/edits that are different than the fee-for-service program? 
 
The Vendor shall coordinate prior authorizations and edit patterns with those used in the 
fee-for-service program. 
 


103. Section 4.2.1.6.  Are the edit patterns available for those used in the fee-for-service 
program? 
 
Yes. 
 


104. Section 4.2.1.7.  Does the contracted provider network need to be submitted with the RFP? 
 
No. 
 


105. Section 4.2.1.7 Does the provider network supported by written agreements include Letters 
of Intent (LOIs) and Letters of Agreement (LOAs)? 
 
Yes. 
 


106. Section 4.2.1.7 item B.  Is there a listing of providers that currently do not accept Medicaid 
that could be provided by the state? 
 
No. 
 


107. Section 4.2.1.8 C.  Can the MCO limit the time period a member can use his/her current 
provider if an appropriate in-network provider is available? 
 
Yes. 
 


108. Section 4.2.1.8 Item A.  What type of provider is considered a state-operated clinic PCP? 
 
PCP clinic’s that are operated by the State of Nevada.   
 


109. Section 4.2.1.8 Item A.  What type of specialist does the state consider a PCP? 
 
Any specialist can be a PCP based on medically necessary conditions.  
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110. Section 4.2.2.24.d.  The list of Mental Health Services on page 45 includes: “D. Services”; 


Please verify that this is a typo. 
 
See Question #46. 
 


111. Section 4.2.2.29.  Does services rendered by an optometrist/optician include both medically 
necessary vision and routine vision services? 
 
Yes. 
 


112. Section 4.2.2.31.  What is considered as Personal Care Aide? 
 


See State Medicaid Services Manual Chapter 1402 Personal Care Aide Program.  
 


113. Section 4.2.2.47.  Please define court ordered treatment. 
 
This refers to court orders for treatment issued by a court in Nevada.  This will usually 
involve children and adolescents and ordered by a family court.   
 


114. Section 4.2.2.47.  Is the Vendor obligated to pay for court ordered services if they are not 
considered a covered service by the State or the Vendor? 
 
The vendor is obligated to reimburse medically necessary services that are within the State 
Plan and/or Managed Care contract if the recipient is eligible for Medicaid or Nevada 
Check UP.  
 


115. Section 4.2.3.1 Will the State provide identifiers on the eligibility file that indicate if the 
member is Native American? Are there other cultural/ethnic or race indicators on the 
eligibility file? 
 
Yes, to both.  


 
116. Section 4.2.3.3, 4th paragraph.  Please confirm if the current School District contracts will 


be maintained by the State or if the MCO will contract directly? Are there any contract 
nuance requirements such as exemption from co-pay, co-insurance, exemption from prior 
authorization or UM requirements, etc.? 
 
The current School District contracts will be maintained by the State; the MCO will not 
contract directly.  Since the MCO will not be part of these contracts there are no contract 
nuance requirements that the MCO needs to be aware of. 
 


117. Section 4.2.3.8.  What are the MCO’s alternatives if a member or member’s parent/guardian 
refuses to authorize an assessment for SMI or SED? 
 
The MCO will continue to case manage the recipient.  
 


118. Section 4.2.4 For Title XIX children, the Vendor is responsible for reimbursement of all 
medically necessary services under EPSDT whether or not the service is in the State Plan. 
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Will the cost of these services be included in the capitation revenue to the Vendor from 
DHCFP? 
 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; increases in cost to a Vendor are indeed part of 
the rate development process, and medically necessary EPSDT services would of course 
be accounted for in that process. 
 


119. Section 4.2.7.  What clinical guidelines may the Vendor use for developing the PDL? 
 
Refer to Chapter 1203.1A for coverage and limitations and Medicaid Operations Manual 
(MOM) Chapter 200 for Pharmacy & Therapeutics (P&T) Bylaws. 
 


120. Section 4.2.7 – general.  Are there prescription program benefits that limit number and/or 
type of prescriptions that can be filled per month? 
 
Refer to Medicaid Services Manual Chapter 1200. 
 


121. Section 4.2.7 – general.  Are all recipients entitled to the same prescription drug coverage 
benefit? Or does it vary based on medical assistance category? 
 
All recipients are entitled to the same prescription drug coverage benefit. 
 


122. Section 4.2.7 – general. May the Vendor define/determine what constitutes a specialty 
pharmacy product and must this definition be approved by the state? 
 
The vendor is expected to offer pharmacy benefits that mirror or exceed Medicaid FFS. 
 


123. Section 4.2.7 – general. Is the Vendor permitted to utilize a preferred specialty pharmacy for 
designated pharmaceuticals? 
 
Yes, however this pharmacy must be readily accessible to all of the plan’s members. 
 


124. Section 4.2.7 – general. Are there specific therapeutic categories of drugs that have 
mandated coverage rules? e.g. all HIV drugs must be on the PDL and may not require prior 
auth. 
 
Refer to Medicaid Services Manual Chapter 1200.  The vendor is expected to comply with 
NRS 422. 
 


125. Section 4.2.7 – general. Are the pharmacies that process prescription drug claims for 
Medicaid recipients required to have any additional or specific Medicaid registration with 
the state or are their usual NPIs acceptable? 
 
They must be enrolled as a Nevada Medicaid provider. 
 


126. Section 4.2.7 – general. Are there Medicaid recipients who reside outside the state where 
they may need to receive pharmacy services, such as, but not limited to, foster children in 
homes outside Nevada? 
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Yes. 
 


127. Section 4.2.7 – general.  Will Vendors be able to determine the prescription drug benefit 
design, such as days’ supply per fill, maintenance quantities, co-pays, refill too soon logic? 
 
Vendors may propose their drug benefit design, but should consult the Medicaid Services 
Manual Chapter 1200.  However, they may not be more restrictive than FFS and may not 
have co-pays. 
 


128. Section 4.2.7 – general.  For decisions on the medical necessity of a prior authorization for 
prescription drugs, may these decisions be determined by a qualified health care professional 
or must the decision be rendered by a medical director? 
 
Approvals may be made by an appropriate, qualified, licensed health care professional; 
denials may only be made by a licensed physician. 
 


129. Section 4.2.7 – general. For outpatient prescription drugs for the treatment of substance 
abuse, are they considered a behavioral health benefit or are they to be covered as part of a 
member's prescription drug benefit? 
 
What to consider these is entirely a decision of the vendor and may not be the same in 
every situation.  However, may never be less than FFS.  
 


130. Section 4.2.7 – general. For outpatient drugs to treat substance abuse disorders, are they 
covered for just the period of detox to prevent withdrawal or is maintenance therapy to be 
covered? 
 
Whatever is medically necessary. 
 


131. Section 4.2.7 – general. For outpatient drugs for maintenance of substance abuse disorder, 
are there limits in quantity, duration or scope to which a Vendor must cover this therapy? 
 
Whatever is medically necessary. 
 


132. Section 4.2.7 – general. If the Vendor may establish its own formulary/PDL based on 
clinical criteria, may the Vendor also establish its own prior authorization criteria and 
quantity limits for drugs on that PDL? 
 
Yes, based on best practice or evidence based practice standards. 
 


133. Section 4.2.7 – general. Is the Vendor required to gain approval of the individual prior 
authorization criteria from the state prior to use? 
 
No, as long as it is based on best practice or evidence based practice standards. 
 


134. Section 4.2.7 – general.  If the Vendor is required to get its prior auth criteria approved, 
through what process is this accomplished? 
 
The process of review for the prior authorization criteria would be in the Readiness 
Review. 
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135. Section 4.2.7.  May the Vendor’s transition of care policy for prescriptions be based solely 


on medical necessity and process of the Vendor or does the state have specific guidelines for 
this process, e.g. day supply and transition duration etc.? 
 
This RFP does not require any specific guidelines other than best practice or evidence 
based practice standards. 
  


136. Section 4.2.10.4.  How are FQHC wrap around payments currently handled and what is the 
expectation for the MCOs and wrap around payments with this contract? 
 
DHCFP is responsible for FQHC wrap payments; MCOs will be responsible for quarterly 
reporting on FQHC/RHC activity. 
 


137. Section 4.2.11.1 D. Is the DHCFP’s ability to require removal of the prior authorization 
requirement for various procedures based on reported approval data and any other relevant 
information limited to OB Global payments? 
 
No. 
 


138. Section 4.2.11.3.  Do Maternity Encounters need to be sent as a separate encounter file? 
 
No. See http://www.medicaid.nv.gov/providers/edi.aspx. 
 


139. Section 4.2.11.5.  Will the adjustment to the capitation payment be equivalent to what the 
Vendor will need to pay to providers? 
 
This is a risk-based contract; in some instances, Stop/loss claims for example, the State 
shares the risk. It is expected that Vendors will negotiate reasonable and advantageous 
terms with providers given the economies of scale associated with large membership(s). 
Rates are a function of payments to providers, risk according to age/gender cohort, 
regional differences, and other factors; increases in cost to a Vendor are indeed part of 
the rate development process, but this is not the sole consideration. 
 


140. Section 4.3.10.1. What is the mechanism for the State to inform the MCO of newly enrolled 
members with indicated medical conditions or members who are receiving specified 
services? 
 
No mechanism in place.  
 


141. Section 4.3.10.2. Is there a specified timeframe that the sharing of relevant patient 
information between MCOs or from/to FFS must occur when a member has been transferred 
from one Plan to another or to/from FFS? The only indication of a timeframe is specific to 
when a member is hospitalized at the time of the change and that is 5 days. 
 
Relevant patient information should be transferred within five (5) days.  
 


142. Section 4.4.1.1 DD.  Does this reference the first termination notice or should this reference 
a final termination notice? 
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First Termination.  
 


143. Section 4.4.2.  What are the required hours of operation for Enrollee/Customer Services? 
 
At a minimum, traditional working hours of Monday through Friday, 8:00 a.m. through 
5:00 p.m., and not less than what may be provided to the Vendor’s commercial clients.   
 


144. Section 4.4.3.2. Will the state provide a current enrollment file to determine where the 
provider network will need to be located to meet the requirements of PCPs and Specialists as 
defined in NAC 695C.160? 
 
Vendor to supply information that it will meet NAC requirements.  
 


145. Section 4.5.  “Network providers are required to use designated practice guidelines…” Does 
the State have a set of guidelines that it intends to require? 
 
Refer to the remaining portion of the first sentence of Section 4.5, second paragraph: 
“…and protocols mutually agreeable to the Vendor and DHCFP.  Prior to the contract 
start date the Vendor shall identify the practice guidelines it intends to use for acceptance 
by DHCFP.   
 


146. Section 4.5.1.  Are the practice guidelines and protocols available currently? 
 
Yes, Refer to Question #145.  
 


147. Section 4.5.6.6.  Will the state change the year from 2014 to 2013 for this section? 
 
Yes.   


Section 4.5.6.6 should read:  The ACA requires increased payment to PCPs and certain 
specialty and subspecialty providers starting in 2013 2014. The Vendor must work 
cooperatively with DHCFP and its actuary to develop a methodology for identifying which 
portions of the capitation payment are directly attributable to this increase. The Vendor 
must comply with all ACA requirements regarding the PCP payment increase, including, 
but not limited to, providing reports that prove the additional portion of capitation was 
distributed to the physicians entitled to receive the higher reimbursement.  
 


148. Section 4.5.8 What is the projected turnaround time from the state to review all the provider 
and recipient communication? Does the state need to approve all documents prior to 
building the network for the RFP? 
 
Except for information expressly specified in the RFP with a specific turnaround time for 
review and approval on provider and recipient communication, the turnaround time is ten 
(10) days.  
 


149. Section 4.5.8.1 Provider Policy and Procedure Manual for each distinct class of provider – 
What is considered a distinct class of provider? 
 
See Attachment L – Provider Types.  
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150. Section 4.8.13.5 Please confirm that the state will permit Vendors to incorporate providers 
already participating in a Vendor's existing non-Medicaid network product that have current 
credentials without having to undergo a full re-credentialing event. 
 
The State will allow a Vendor to incorporate providers that have already undergone initial 
credentialing in the Vendor’s network ONLY if the credentialing process used to 
credential the provider was at least as stringent as the process listed in Section 8.8.13.5 of 
this RFP. The Vendor would have to demonstrate the stringency of the credentialing 
program to DHCFP in order for DHCFP to approve it. Further, the Vendor must follow 
the Recredentialing requirements listed in Section 4.8.13.6 for all providers 36 months 
after initial credentialing was approved. 
 


151. Section 4.8.13.5. If the state has credentialed a provider for Medicaid, can a new entrant 
Vendor use that status as part of the Vendor's credentialing process to streamline it and if so, 
for how long will that prior credentialing be valid? 
 
The Vendor is required to initially credential all providers in its network. 
 


152. Section 4.8.14.1 C. If a specialist is chosen as a PCP, how should that specialist be reported 
for network information? Does the specialist count as both a PCP and a specialist? 
 
If a specialist is chosen as a PCP, they should be reported as a specialist.  The specialist 
does not count as both.  
 


153. Section 4.8.17.1. Will the state require use of a particular set of clinical criteria, medical 
necessity guidelines, or utilization management criteria for prior authorizations and 
continuing care authorizations or will Vendors continue to use their own criteria provided 
that they meet accepted industry standards? 
 
The Vendor is expected to propose a set or sets of clinical criteria, medical necessity 
guidelines, and utilization management criteria to be used in its program and meet the 
requirements listed in Section 4.8.17 of this RFP. The Vendor is also expected to 
demonstrate how its proposed criteria and guidelines meet accepted industry standards. 
 


154. Section 4.8.18.2 B. Does the assessment only need to be provided for members new to 
Medicaid Managed Care? 
 
No. 
 


155. Section 4.9.2.2.  Are the race/ethnicity data collection categories requested the same as the 
federally identified 6 racial groups and Hispanic/Non Hispanic ethnicity groupings or is the 
state requiring additional local granular data collection? 


 
No. The State utilizes the more granular Department of Agriculture race distinctions. 
 
 


156. Section 4.10.2. RFP Performance Security Deposit requirement differs from Attachment E. 
Insurance Schedule (A.6). Please confirm bond amount and when it needs to be provided to 
the State. 
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The intent of the requirement of Section 4.10.2 is that the Vendor is required to provide a 
performance security deposit.  To conform to Section 4.10.2 Performance Security 
Deposit, Attachment E is amended to read as follows: 
 


The Vendor is required to provide a performance security deposit in the 
form of a bond furnished by a surety company authorized to do business 
in the State of Nevada to DHCFP in order to guarantee payment of the 
Vendor’s obligations under this contract.  The performance security 
deposit may be utilized by DHCFP to remedy any breach of contract or 
sanctions imposed on the Vendor and shall meet the following criteria: 
 
The amount of the performance security deposit shall be equal to one 
hundred and ten percent (110%) of highest month’s total capitation 
amount in the first quarter or fifteen million dollars ($15 million), 
whichever is greater. 


 
157. Section 4.10.5 Are there any performance guarantees for claims payment timeliness? 


 
Section 4.10.5.6 of the RFP spells out the requirements for timely claims payments, 
including Code of Federal Regulation (CFR) requirements.  Not meeting all federal 
requirements, including those for timely claims payment, may be considered a breach. 
 


158. Section 4.10.5.5. Please provide additional detail on the specific provider types and the 
percentages of DHCFP's payment responsibility as it relates to the following statement, "In 
addition, this system must include edits for unbundling and edits for certain provider types 
where DHCFP’s payment responsibility is for federal share only." 
 
At this time, there are no managed care situations where this occurs. However, in the 
future, the MCOs may be required to contend with other government entities and/or 
agreements in these types of situations. The vendor system must include edits that identify 
inappropriate bundling or unbundling of claims.   
 


159. Section 4.10.5.5. Is it the State's intent that the MCO manage and/or coordinate multiple 
funding streams when the DHCFP’s responsibility is for the Federal share only? 
 
No.  
 


160. Section 4.10.5.7. The RFP states that the Vendor shall verify reimbursed services were 
actually provided to enrolled recipients. What type of documentation is expected? 
 
The vendor should propose what documentation they would believe is appropriate to 
submit.  
 


161. Section 4.10.6. This section refers to Attachment I, which requires balance sheet 
information. To the extent that a Vendor contracts using a legal entity that writes multiple 
lines of business, is a combined balance sheet acceptable to meet these reporting 
requirements? 
 
Yes. 
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162. Section 4.10.6. This section requires a copy of the annual independent audit report as 
submitted to the Division of Insurance. If the Vendor will be contracting with DHCFP using 
an entity that is domiciled in another state that writes other lines of business, is the audit 
report that was submitted to the Insurance Department for that entity's state of domicile 
acceptable to meet this requirement? 
 
Yes. 
 


163. Section 4.10.6. This section refers to attachment I, which references Generally Accepted 
Accounting Principles as the basis of reporting. The audited financials are prepared on a 
statutory basis of accounting that differs from GAAP. Is that acceptable? 
 
Yes, however, please note this well and provide a narrative of differences. 
 


164. Section 4.10.7. What are the reporting requirements for Third-Party Liability? 
 
All information on the third party, including collections and collection attempts, are to be 
reported to DHCFP (including circumstances under which the third party refuses to pay) 
on the Third Party Quarterly Report located in the Forms and Reporting Guide. TPL and 
subrogation collections may also be reported to DHCFP through encounter data and 
other required reports. 
 
Amended language for 4.10.7, Third-Party Liability and Subrogation,  
 


4.10.7 Third-Party Liability and Subrogation 
 
Third-party liability (TPL) refers to any individual, entity (e.g., insurance 
company) or program (e.g., Medicare), including group health plans, as 
defined in Section 607(1) of the Employee Retirement Income Security 
Act of 1974 [29 USC and 1167 (1)] service benefits plans and Section 
6035 of the Deficit Reduction Act of 2005. TPL also includes the 
Coordination of Benefits (COB) cost avoidance and COB recovery. Under 
Section 1902(a) (25) of the Social Security Act, DHCFP and its providers 
are required to take all reasonable measures to identify legally liable third 
parties and treat verified TPL as a resource of the Medicaid and CHIP 
recipient.  
 
Subrogation is the principle under which an insurer that has paid a loss 
under an insurance policy is entitled to all the rights and remedies 
belonging to the insured against a third party with respect to any loss 
covered by the policy. 


 
The DHCFP contracted managed care organization, as the Division’s 
vendor, shall act as the State’s authorized agent for the limited purpose of 
TPL collection, within the limitation of the Fair Debt Collection Practices 
Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 42 CFR 
§ 433.135 et seq and 42 CFR 433.147 154.  The managed care 
organization’s capitated payments include an offset in the rates for these 
collections. The contracted managed care organization shall vigorously 
pursue billing prior resources as these amounts are considered part of 
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their risk based capitation payment.  The managed care organization is 
required to secure signed acknowledgements from enrolled Medicaid 
recipients or their authorized representative confirming any prior 
resources (e.g., Medicare, worker’s compensation, private insurance, 
etc.). 
 
The contracted managed care organization must pursue third-party 
liability in accordance with 42 CFR 433.139 and Sections 103.6 104 and 
3603.20 23 of the Nevada Medicaid Services Manual.  The Vendor must 
also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The 
managed care organization may utilize the EVS eligibility system to assist 
in accomplishing this objective.  
 
The managed care organization is responsible not only for pursuing 
third-party resources that it identifies but also for pursuing third-party 
resources identified and communicated to the managed care organization 
by DHCFP. 
 
All information on the third party, including collections and collection 
attempts, are to be reported to DHCFP (including circumstances under 
which the third party refuses to pay) on the Third Party Quarterly Report 
located in the Forms and Reporting Guide. TPL and subrogation 
collections may also be reported to DHCFP through encounter data and 
other required reports.  The DHCFP will monitor and evaluate the 
managed care organization’s TPL and subrogation collection reports to 
validate collection activities and results. The managed care organization 
will then be expected to meet or exceed baseline target collections as 
determined by DHCFP and its actuaries.  The baseline target amount will 
be built into future rates. If the managed care organization does not meet 
or exceed baseline TPL and subrogation collections, DHCFP will 
conduct a review to determine if there is a legitimate reason.  If there is 
no legitimate reason as determined by the Division, the difference 
between baseline and actual collections will be deducted from the 
managed care organization’s costs before the data is used to set future 
rates.  DHCFP will prospectively adjust capitation rates to account for 
expected TPL collections. 
 
Vendor is required to obtain TPL information independently of DHCFP 
for the purpose of avoiding claim payments or recovering payments made 
from liable third parties.  TPL recovery may be incorporated into 
capitated rate development by DHCFP and its actuary. Vendor has 365 
days from claim paid date to recover TPL payment; after 365 days, 
Vendor forfeits the right to recovery to the State unless Vendor can 
provide evidence that the recovery effort is active and/or in dispute. 


 
 


165. Section 4.10.7. What is the current COB methodology for the State of Nevada? 
 
Medicaid is the Payor of last resort.   
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166. Section 4.10.7. Are there any provider groups excluded from COB? 


 
Yes- Exceptions to the TPL rule are: Indian/Tribal Health Services (IHS);Children with 
Special Health Care Needs (CSHCN); and State Victims of Crime. 
 


167. Section 4.10.7. Will a COB indicator be present on the State eligibility file or transmitted to 
the Vendor in a separate file? 
 
No.   


 
168. Section 4.10.7. Are there instances when the state will waive the requirement to obtain 


signed acknowledgement of prior resources? As examples, instances where signature is 
unable to be obtained due to frequent address changes, or authorized representative may not 
be aware of or able to confirm other insurance coverage held by an estranged parent 
potentially located in another state or the authorized representative is unwilling to confirm 
prior resources due to concern for losing eligibility. 
 
No.  
 


169. Is it the intent of the State to have COB and subrogation reported on Report Q8? 
 
Yes, understanding COB and subrogation are two separate and distinct processes.   
 


170. Section 4.10.7. Is it the intent of the State to have all potential subrogation reported on 
Report Q8 or only those cases where there is a confirmed liable third party from a recovery 
that can be obtained? 
 
If subrogation is truly the DHCFP subrogation, when there has been an accident and 
there is another party (car insurance etc) that is responsible for damages, then we want all 
potential.  Refer to definition of Subrogation.  
 


171. Section 4.10.7 Please provide the baseline target collections amount. 
 
This will be determined by DHCFP’s actuary prior to the first program year.  
 


172. Section 4.10.7. Does the State have any provider groups/specialties that are not held to 
standard NAIC/COB processing guidelines? 
 
Indian Health Programs. 
 


173. Section 4.10.7 – Report Q8. Please advise what value is intended to be populated in the 
field, Enrollee Billing #. 
 
Vendor assigned individual enrollee billing number.  
 


174. Section 4.12.2. Can the Department elaborate on what the requirement is for this section or 
are you expecting our current HIPAA processing guidelines? 
 
Current HIPAA compliance processing and guidelines. 
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Amended Language:  
 
Section 4.12.2 The Vendor shall have an MIS capable of documenting administrative and 
clinical procedures while maintaining the privacy and confidentiality requirements 
pursuant to HIPAA. The Vendor shall provide DHCFP with aggregate performance and 
outcome data, as well as its policies for transmission of data from network providers. The 
Vendor shall submit its work plan or readiness survey assessing its ability to comply with 
Health Insurance Portability and Accountability Act (HIPAA) mandates in preparation 
for the standards and regulations.  Any re-tooling of the Vendor’s information system to 
become ICD-10 compliant will be solely at the vendor’s expense.  
 
 


175. Section 4.12.4.2 Please describe the current electronic verification system. 
 
It is a web-available eligibility and enrollment verification application that is updated on a 
daily basis for the purpose of providers’ gate-keeping recipients. 
 


176. Section 4.12.4.2 Please clarify that the MCO will be required to check the State’s website 
for member eligibility in addition to the eligibility feed data received from the State? 
 
That is the purpose of the electronic verification system (EVS). Typically, it is the service 
provider contracted by the MCO that performs this gate-keeping function, but it offers 
utility for the MCO as well (in cases where the MCO’s system is down or the system is out 
of sync due to eligibility transmittal processing lag). 
 


177. Section 4.14.1 Will separate encounter files be required for each line of business? 
 
See our EDI companion guides at: http://www.medicaid.nv.gov/providers/edi.aspx 
And the Rx companion guide at: http://www.medicaid.nv.gov/providers/rx/billinginfo.aspx 
 


178. Section 4.14.8 Section states: This report is added to Section 6 of Attachment I, Forms and 
Reporting Guide. In what format would the state like the quarterly reports documenting the 
access and availability of the network? What is Section 6? 
 
Amended Language for 4.14.8 
 
The Vendor and its subcontractors must provide DHCFP with quarterly reports 
documenting the access and availability of its network.  Reports must be submitted within 
forty-five (45) business days after close of the quarter to which they apply.  This report is 
added to Section 6 of Attachment I, Forms and Reporting Guide. 
 


179. Section 4.15.2.15. Will MCOs be receiving daily enrollment files or monthly? 
 
Both. The daily is a delta file, changes only; the monthly is a comprehensive file. 
 


180. Section 4.15.2.15. Is this a 5010 834 daily file? 
 
Yes. 
 


Tab IV - Amendment 1 Signature Page


IV-36







Amendment 1 RFP 1988 Page 37 of 46 
 


181. Section 4.15.2.16. Is this a 5010 834 monthly file? 
 
Yes. 
 


182. Section 4.15.3.3. For encounters, please elaborate on what are the progressive sanctions and 
monetary penalties associated with not meeting the required standards? Are the sanctions 
and penalties assessed on a monthly, quarterly or annual basis? 
 
DHCFP and its fiscal agent have, since the writing of this RFP, embarked upon a data 
warehouse approach to encounters whereby no policy-related edits will be applied—only 
minimal edits will be applied such as record layout compliance, data type, and checksums. 
Minimum pass rates will apply; transmittals to DHCFP’s actuary will also remain in 
place until such time as the data warehouse solution provides a means for DHCFP to 
provide rate-setting data to its actuary. 


 
To answer the question directly, it is only “In the event the Vendor fails to demonstrate 
affirmative, good faith efforts to achieve these requirements” that any sanctions would 
apply. 
 


183. Section 4.15.5. Can the state clarify the definition of a “shadow claim”? 
 
See Question #77. 
 


184. Section 4.15.5. Are taxonomy codes required for all providers? 
 
Yes. 
 


185. Section 4.16.6. The link in the RFP links to the Healthlink data site. Is this correct or is there 
another location for the requirements document layouts? 
 
4.16.6..18 MIS – Health Plan Notification. 
 
All transactions must be HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, EDI 
Companion Guides can be found at the following website: 
http://www.healthlink.com/edi_companion_guide.asp  
http://www.medicaid.nv.gov/providers/edi.aspx.  These companion guides contain HIPAA 
compliant technical specifications.  
 


186. Section 5.1.9. For the five (5) pages limit, is that intended for 5.1.9.1 A through L or for the 
5.1.9 statement? 
 
Yes. 
 


187. Section 5.1.9.1 C. Please clarify the definition for the following terms in the RFP: 
Contractor, Firm, MCO, Vendor, Organization. 
 
Both “Contractor” and “Vendor” are defined in the Acronyms/Definitions section of the 
RFP.  The terms “Firm” and “Organization” have no peculiar meaning in this RFP that 
would require clarification.  The term “MCO” is an acronym that stands for Managed 
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Care Organization.  It would be advisable for any vendor who does not understand these 
terms to carefully consider whether they are qualified to meet the requirements of this 
RFP before bidding. 
 


188. Section 5.1.9.1 F. Does organization refer to the parent company? 
 
Yes. 
 


189. Section 5.1.9.1 K and L. Does organization refer to the parent company? 
 
Yes.  This section is entirely concerned with the parent company. 
 


190. Section 5.1.10. Can the response in this section refer to the parent company? 
 
The intent of this section is that the proposer will give an accurate representation of 
whatever entity will be providing these services for the State.  Please feel free to also 
provide information on the parent company if you feel that would be beneficial. 
 


191. Section 5.1.10.1 H. Are specific, non-key or non-senior management staff to be named in 
this response? 
 
Vendor is to determine who would be appropriate staff to be named in the response.  
 


192. Section 5.1.10.1 I. Does “organization”  refer to the parent company? 
 
The intent of this section is that the proposer will give an accurate representation of 
whatever entity will be providing these services for the State.  Please feel free to also 
provide information on the parent company if you feel that would be beneficial. 
 


193. Section 5.1.9.1. There is a five (5) page limit for this section. Will the requested 
organizational chart count as one of the pages? 
 
Yes. 
 


194. Section 5.1.9.1 H. How is “specialization” defined in this context? 
 
The following are provided as examples of specialization:  Do you specialize in Medicaid 
managed care, or is your specialty commercial health insurance with a Medicaid 
component?  Do you specialize in Medicare Special Needs Plans and are looking to 
expand into the Medicaid market? 
 


195. Section 5.1.9.1 I. Instead of 2004 and 2005, for which years should the requested 
information be provided? 
 
See Question #20.  
 


196. Section 5.1.10.1 F. Are the actual staff names required for the staff level positions such as 
concurrent review nurses, case managers or claims processors? What level of staff are actual 
names needed? Are FTE numbers sufficient by position? 
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Key management personnel must be named; operational staff members may be identified 
by FTE numbers.  If FTE numbers are used please indicate the actual number of staff 
and the percentage of their time that will be dedicated to Nevada Medicaid. 
 


197. Section 5.1.10.1 E. The RFP requires that we provide names and resumes for key personnel. 
For new Vendors (entrants), can we submit an organizational chart with proposed “positions 
and job descriptions” opposed to “names and resumes” for positions that will be filled upon 
contract award? Please confirm "senior management" should be included with "key 
personnel". 
 
Senior Management should be included with key personnel.  You may submit an 
organizational chart with proposed positions and job descriptions.  However, the State 
reserves the right to review the intended hire for the new position. 
 


198. Section 5.1.11.3 A. Is it acceptable to provide a sample copy of an enrollee handbook and 
identification card that are currently used by one of our parent company’s Medicaid health 
plans in another state? 
 
 Yes. 
 


199. Section 5.1.11.4 H. How should Vendors respond to this question since the NPI 5/23/2007 
deadline is in the past? 
 
Section 5.1.11.4.H should read: 
 
The National provider Identifier (NPI) is the standard unique health identifier for health 
care providers.  Health plans must use the NPIs of any health care provider or subpart to 
identify the health care provider or subpart in standard transaction.  By the 05/23/07 
compliance date.  How will your health plan be prepare for use of NPIs to identify 
providers on standard transactions in order to be in compliance by the deadlines of 
05/23/07? 
 


200. Section 5.1.11.5 C What level of success has DHCFP had with collecting race, ethnicity and 
language data? How detailed is the data provided by DHCFP to MCOs currently? 
 
Information is self-reported and validated during in-person interviews for eligibility 
determinations and are limited in scope.  
 


201. Section 5.1.11.10.  Should the last sentence end with the word “acknowledge” or is the end 
of the sentence missing? 
 
 Modify to acknowledge receipt of the DHCFP financial reporting requirements.   
 


202. Section 5.2. Please confirm subcontractors do not include providers (PCPs and Specialists)? 
 
Yes, subcontractors do not include network providers.  
 


203. Section 5.2. Please confirm subcontractors are defined as those managing health services 
only? 
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See Question #202. 
 


204. Section 5.2.1.4. Is it correct that information for any proposed subcontractors must be 
provided for all of Section 5.1? Most of the 5.1 subsections have questions that are not 
applicable for a proposed subcontractor. Please clarify which subsections/questions within 
Section 5.1 are required for proposed subcontractor information. 
 
Yes, this is correct. 
 


205. Section 5.3.1. Are references able to be submitted for the parent organization for new 
entrants to Nevada Medicaid Managed Care? 
 
References need to be submitted for the vendor that will be proposing on the RFP. 
 


206. Section 5.3.1. Can references be mailed in for purposes of tracking and ensuring the 
minimum number of references are received? 
 
References must not be sent in by the vendor that is proposing on the project. 
 


207. Section 6. Please clarify the last sentence of Section 6 “Vendors must provide detailed fixed 
prices of all costs associated with the responsibilities and related services. 
 
Amend the last sentence of Section 6 to read: 
 
Vendors must provide detailed fixed prices of all costs associated with the responsibilities 
and related service for this RFP. 
 


208. Section 6.1. RFP refers reader to Section 10, proposal submission requirements form and 
content regarding the administrative cost submission. It is not clear from that section what 
format is being requested. Is there a specific cost template that respondents should 
complete? Can this be clarified? 
 
Please respond to the Cost Sheet located in the RFP as Attachment O. 
 


209. Section 6.2. Are we to include the Non-Medical costs as part of the Non-Medical 
Administrative cost component even though they are considered to not be administrative 
costs? 
 
Yes. Administrative and Non-Medical costs together are the “administrative load” 
percentage, however, we require them to be detailed distinctly. 
 


210. Section 6.1.1. Please clarify whether overall administrative costs refers to overall Non-
Medical Administrative costs or the combination of Non-Medical and Medical 
administrative costs. 
 
See Question #209. 
 


211. Section 6.1.1. In the event that a Vendor had to rent space solely for the administration of 
this contract, should that be considered a direct cost? 
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No. 
 


212. Section 6.1.2. To the extent that we have allocated indirect costs to the Medical component 
of administrative costs, what additional supporting detail will be required? 


 
The precise nature of indirect costs allocated. 
 


213. Section 6.2.1. Is the expectation that the profit % is explicitly disclosed as a component of 
the Non-Medical Administrative costs in 6.1.1? 
 
Yes, the Sections are distinct.  
  


214. Section 6.2.2. Please clarify what is being requested for this portion of the rate? Is this a 
subset of the profit load? 
 
The two are distinct within this section. The respondent may not necessarily allocate for 
risk/contingency. 
 


215. Section 8.2.1. Should the “Section 10.1.1 through Section 10.1.3” referenced actually be 
Section 8.1.1 through Section 8.1.3? 
 
No. 
 


216. Section 8.2.1. This section states that additional questions may be submitted via email. Does 
this mean that the second set of questions may be submitted in two ways, either by email or 
by using the RFP Question Submittal Form referenced in Section 8.1.1? 
 
No.  Please follow the directions listed for the second set of questions. 
 


217. Section 10.1.5. Are both bold and italics required for response text or can it be one or the 
other? 
 
Either is fine. 
 


218. Section 10.1.5. Do Vendors have the discretion to use different colors for RFP question text 
and response text to more clearly differentiate the two types of text? 
 
You may send your questions to State Purchasing using different colors if you want. 
 


219. Section 10.2.2.4 E & F E: Can you provide more details regarding “Vendor licensing 
agreements”? F: Other than the DOI operating license, what type of licenses and/or 
certifications are needed from Vendors? 
 
Vendors are expected to know what other licenses are required to do business within the 
State of Nevada. 
 


220. Section 10.2.2.5. Since exceptions and/or assumptions will be stated on Attachment B, is it 
necessary to restate those exceptions and/or assumptions where the language is located in 
the RFP document or is it sufficient to state that Attachment B has the exceptions and/or 
assumptions related to that RFP document language? 
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All exceptions and assumptions must be stated on Attachment B. Further, if within the 
body of the RFP a question is asked which you disagree with, the State expects an answer 
stating so. See 10.2.2.5 regarding documenting technical exceptions and/or assumptions. 
 


221. Section 10.6.4.1. For the Master CD contents, there is no mention of Part III – Confidential 
Financial. Should Part III be included on the Master CD? If not, should a separate CD be 
provided for it or should Part III not be provided electronically? 
 
A separate CD for Part III may be provided. 
 


222. Section 11.1. Will any further scoring information be released prior to the award of the 
RFP? 
 
No. 
 


223. Section 11.3. For the layout of the RFP response, where would this response need to be 
placed? 
 
Please refer to Section 5.1.7. 
 


224. Section Attachment E – Insurance Schedule A.6. Will the State approve use of Surety’s 
annual bond form for the Performance Security Deposit? 


 
The approved forms of performance security deposit are outlined in Attachment E – 
Insurance.  
 


225. Section Attachment J. Please confirm these capitated rates are in effect for November 1, 
2012. 
 
Yes. Typically, rates are set for a calendar year, though DHCFP reserves the right to 
assess rates at any time. 
 


226. Section Attachment N Please indicate if this attachment can be expanded to include cost 
(paid dollars and per member per month amounts) elements by category of aid and category 
of service (Inpatient, outpatient, ER, etc) for bidders' assessments in evaluation of 
opportunities and administrative expectations for this bid. 
 
It cannot.  
 


227. Section Attachment O. The attachment refers to the administrative costs being reflected 
relative to rates effective November 1, 2012. Please clarify if we need to show 
administrative costs relative to each rate cell, region, and MCO. 
 
You may at your discretion however you must also include a combined administrative rate 
for statewide operations. 
 


228. Section Attachment O. Please confirm administrative costs are to be reflected as a 
percentage of revenue. 
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Yes. 
 


229. Section 1.8. Will the MCO transitional products be available to any Nevada resident or just 
those coming off Medicaid? 
 
See Question #7. 
 


230. Section 1.8. How long will someone be eligible for enrollment in the MCO Transition QHP 
(less than 1 year, 1 year, more)? 
 
See Question #7. 
 


231. Section 1.8. Will the state subsidize the MCO Transition QHP product beyond the federal 
subsidies or at least for the additional MCO benefits beyond Essential Health Benefits? 
 
No.  Such additional benefits are transitional in nature only and are only provided due to 
an episode of care that occurs during a loss of Medicaid eligibility.  These benefits would 
not be available to any other individual on the MCO Transition QHP. 
 


232. Section 1.8. There is a “priced reasonably” requirement – will the state provide MCOs with 
information to assist in pricing within the desired range? 
 
No. 
 


233. Section 1.8. What types of QHPs is the “priced reasonably” requirement comparing the 
MCO Transition QHP to? 
 
 “Other QHPs available on the Exchange” means QHPs offered in the same metal tier as 
MCO Transition QHP. 
 


234. Section 1.8. For the “priced reasonably” requirement, how is “geographic location” for 
similarly situated individuals defined (e.g., zip code, city, county, etc.)? 
 
The geographic location is the standard service area that will be defined by the State 
pursuant to the Affordable Care Act. 
 


235. Section 1.8. When is the “priced reasonably” requirement determined? Will this occur 
before or after the anticipated BOE approval of the awarded Medicaid MCOs’ contracts? 
 
This requirement cannot be determined until other QHPs have been submitted to the 
Division of Insurance for rate review (after March 1, 2013), which will likely be after 
BOE approval of the Medicaid MCO contracts.  Also, See Question #21. 
 


236. Section 1.8. What happens if an MCO is determined not to have priced the MCO Transition 
QHP reasonably? Does an MCO have an opportunity to re-price? If not or we are unable to 
re-price, what happens to the MCO’s Medicaid membership, assuming that the pricing 
determination occurs after Medicaid enrollment begins for the new contract, and when 
would it happen? When would the MCO have another chance for Transition QHP approval? 
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DHCFP and Exchange staff will work with the vendor to help meet the goals of section 
1.8 for the enrollment deadline of October 1, 2013.  Also, see questions 21 and 244. 
 


237. Section 1.8. What sort of data reporting will the state require for the MCO Transition QHP 
members? 
 
The State will require the MCO Transition QHP meet the same reporting requirements of 
other QHPs.  For the requirements of section 1.8 that are more stringent than those 
required of other QHPs, DHCFP staff will work with the vendor to provide the 
appropriate reporting to measure the requirements. 
 


238. Section 1.8. Will the state require some handoff in the reverse situation – moving from 
MCO Transition QHP to Medicaid MCO? 
 
The State expects an appropriate level of coordination between the MCO QHP and 
Medicaid Vendor(s) plans, especially with respect to requirement 1.8.7.  All other 
requirements in section 1.8 apply only to the MCO Transition QHP. See Section 
4.8.18.2.D for more information. 
 


239. Section 4.10.7. Please advise if the Medicaid enrollment form contains a release of 
information that extends to the MCO and the applicability to which this would extend to the 
requirement to obtain a signed acknowledgement from the member. 
 
Third-party liability (TPL) is a self reporting element. MCO’s are responsible for 
developing and distributing communication forms to enrolled Medicaid recipients after 
DHCFP approval. 
 


240. Section 5.1.9.1 C.  Please clarify what the “preference” is that could be applied and how is 
“inverse preference” defined? 
 
Per NRS Statute 333.336, Nevada Based Business Owned by Service Related Disabled 
Veteran describes the only allowable preference within the State of Nevada. 
 
Inverse preference does not apply for this RFP.  


241. Section 5.1.9.1 C. What is the specific Nevada Revised Statute that is applicable for this 
preference? 
 
See Question # 240. 
 


242. Section 5.1.10 – 5.2.1.4. Are there any page limits for responses to any of the 5.1.10 through 
5.2.1.4 sections? 
 
No. 


 
243. Section 10.2.2.6 and 13. Should the referenced section for Tab VI be Section 4 instead of 


Section 3? 
 
Yes. 
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244. Section 10.2.2.7 and 13. Should the referenced section for Tab VII be Section 5 instead of 
Section 4? 
 
Yes. 
 


245. Section 4.2.1.16.D.1-3. Please define what constitutes vital materials. 
 
Vital materials are anything that contains information that could directly impact the 
enrollees care, services or coverage.   
 


246. Section State Plan XIX, 3.1-12.a.4. Turnaround times on prior authorization of drugs is 24 
hours for a response; Is a response required to be a decision of coverage? 
 
A response may be an approval or a denial of the authorization request. 
 


247. Section State Plan XIX, 3.1-12.a.4. If more information is needed from the requesting 
provider to determine the medical necessity of a prior authorization request, can additional 
information be requested? 
 
Yes, in compliance with MSM 3600 and 42 CFR 438.114. 
 


248. Section State Plan XIX, 3.1-12.a.4. If additional information is requested to complete a prior 
authorization request, what timeframe may the Vendor hold the request to await the 
requested info? 
 
The business processing operating procedures are five (5) days.  
 


249. Section 4.3.5.1. Please confirm that the Vendor is responsible for making the determination 
if the member is able to disenroll from the plan outside of the open enrollment period. What 
role does the State play in regard to member disenrollment? 
 
Yes, the Vendor is responsible for determining recipient request for dis-enrollment, refer 
to MSM 3603.15. DHCFP’s role is to support MCO decision and provide State Fair 
Hearing process if requested. 
 


250. Section 4.5.8 and 4.5.8.2 B. Should the provider newsletter timeframe for approval be ten 
days instead of twenty days? 
 
Yes.  
 


251. Section 7. Please confirm that this report is for total accumulative dollars paid over $20,000 
per member. 
  
Yes. 
 


252. Section 4. Other than specific sections in section 5 requiring section 4 to be answered, are 
“understand and comply” responses acceptable? 
 
Yes. 
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State of Nevada  


 
 


Brian Sandoval 
Department of Administration Governor 
Purchasing Division  
515 E. Musser Street, Suite 300 Greg Smith 
Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment 2 to Request for Proposal 1988 


DATE OF AMENDMENT: October 30, 2012 


DATE OF RFP RELEASE: September 7, 2012 


DATE AND TIME OF OPENING: November 15, 2012 @ 2:00 P.M. 


AGENCY CONTACT: Gail Burchett, Procurement Staff Member 


 
 
The following shall be a part of RFP 1988 for Medicaid Managed Care Organization Services.  
If a vendor has already returned a proposal and any of the information provided below changes 
that proposal, please submit the changes along with this amendment.  You need not re-submit an 
entire proposal prior to the opening date and time. 
 
 
Section I: RFP CHANGES 
 
Item: 1 State Solicitation, Scope of Work, “Disenrollment Requirements and Limitations,” 
Section 4.3.5.1(d) should be amended as follows:  
 
Current RFP Language:  
 
4.3.5.1(d) Other reasons, including but not limited to, poor quality of care, lack of access to 


services covered under the contract, or lack of access to providers experienced in 
dealing with the recipient's health care needs. 


 
Amended RFP Language:  
 
4.3.5.1(d)  Other reasons, including but not limited to, poor quality of care, lack of access to 


services covered under the contract, lack of access to providers experienced in 
dealing with the recipient's health care needs or when the State imposes 
intermediate sanctions, as described in 42 CFR 438.702(a)(3). 


 
Item: 2 State Solicitation, Scope of Work, “Member Handbook,” Section 4.4.1.1.CC, should 
be amended as follows:  
 
Current RFP Language: 
 
4.4.1.1. CC The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above.  The Vendor shall 
issue updates to the Member Handbook on a monthly basis when there are 
material changes that will affect access to services and information about the 
Managed Care Program; this includes additions and changes to the provider 
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network.  The Vendor shall also provide such notices in its semi-annual recipient 
newsletters and shall maintain documentation verifying handbook updates. 


 
Amended RFP Language:  
 
4.4.1.1. CC The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above.  The Vendor shall 
issue updates to the Member Handbook, 30-days before the intended effective 
date, as described in 42 CFR 438.10(f)(4), when there are material changes that 
will affect access to services and information about the Managed Care Program; 
this includes additions and changes to the provider network.  The Vendor shall 
also provide such notices in its semi-annual recipient newsletters and shall 
maintain documentation verifying handbook updates 


 
Item: 3 State Solicitation, Scope of Work, “Network,” Section 4.5.2 should be amended as 
follows:  
 
Current RFP Language: 
 
4.5.2 The Vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 
or certification under applicable State law, solely on the basis of that license or 
certification.  If the Vendor declines to include an individual or groups of 
providers in its network, it must give the affected network provider(s) written 
notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed to 
require the Vendor to contract with providers beyond the number necessary to 
meet the needs of its members; or, preclude the Vendor from using different 
reimbursement amounts for different specialties or for different practitioners in 
the same specialty; or, preclude the Vendor from establishing measures that are 
designed to maintain quality of services and control costs and are consistent with 
its responsibilities to members. 


 
The Vendor must provide to the State supporting documentation, in a format 
specified by the State, which demonstrates it has the capacity to serve the 
expected enrollment in its service area in accordance with the State’s standards 
for access to care. Such documentation must demonstrate that the Vendor offers 
an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a 
contract with the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the Vendor’s operations that would affect 
adequate capacity and services. A significant change includes but may not be 
limited to:  changes in the Vendor’s services, benefits, geographic service area or 
payments; or, enrollment of a new population in the network. 


 
Amended RFP Language:  
 
4.5.2 The Vendor may not discriminate for the participation, reimbursement, or 


indemnification of any provider who is acting within the scope of his/her license 
or certification under applicable State law, solely on the basis of that license, 
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specialty or certification.  If the Vendor declines to include an individual or 
groups of providers in its network, it must give the affected network provider(s) 
written notice of the reason for its decision. 42 CFR 438.12 (a) may not be 
construed to require the Vendor to contract with providers beyond the number 
necessary to meet the needs of its members; or, preclude the Vendor from using 
different reimbursement amounts for different specialties or for different 
practitioners in the same specialty; or, preclude the Vendor from establishing 
measures that are designed to maintain quality of services and control costs and 
are consistent with its responsibilities to members. 


 
The Vendor must provide to the State supporting documentation, in a format 
specified by the State, which demonstrates it has the capacity to serve the 
expected enrollment in its service area in accordance with the State’s standards 
for access to care. Such documentation must demonstrate that the Vendor offers 
an appropriate range of preventive, primary care, and specialty services and 
maintains a network of providers that is sufficient in number, mix, and geographic 
distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a 
contract with the State and at any time thereafter when there has been a significant 
change, as defined by the State, in the Vendor’s operations that would affect 
adequate capacity and services. A significant change includes but may not be 
limited to:  changes in the Vendor’s services, benefits, geographic service area or 
payments; or, enrollment of a new population in the network. 


 
Item: 4 State Solicitation, Scope of Work, “Provider Contracts,” Section 4.5.6.7, should be 
amended as follows:  
 
Current RFP Language: 


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and 
the reporting requirements outlined in 42 CFR 423.208 and 423.10.  The Vendor 
must provide information regarding its physician incentive plan(s) to the State, 
CMS, and any Medicaid and Nevada Check Up recipient, upon request.  The rules 
and guidelines for physician incentive plans also apply to the Vendor’s 
subcontractors. 


 
Amended RFP Language:  


4.5.6.7 If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and 
the reporting requirements outlined in 42 CFR 422.208 and 422.210, pursuant to 
42 CFR 438.6(h) (1).  The Vendor must provide information regarding its 
physician incentive plan(s) to the State, CMS, and any Medicaid and Nevada 
Check Up recipient, upon request.  The rules and guidelines for physician 
incentive plans also apply to the Vendor’s subcontractors.  


 
Item: 5 State Solicitation, Scope of Work, “Provider Contracts,” Section 4.5.6.11 should be 
amended as follows:  
 
Current RFP Language: 
 
No current language 
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Amended RFP Language:  
 
4.5.6.11 The Vendor(s) will support and participate in all activities related to the DHCFP’s 


Medicaid Adult Incentive Grant.  The Vendor(s) must participate in any future 
grants awarded to Medicaid that affect MCOs or MCO members.   


 
Item: 6 State Solicitation, Scope of Work, “Medical Records,” Section 4.6, should be amended 
as follows:  
 
Current RFP Language: 
 
4.6 Complete medical records shall be maintained by the Vendor’s contracted 


providers, for each enrolled recipient in accordance with Standard XII, Section 
4.9.18 of this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 
 
The Vendor shall have written policies and procedures to maintain the 
confidentiality of all medical records and, pursuant to Standard XII, Section 
4.9.18, accessibility and availability of medical records, record keeping, and 
record review process. Not more than ten (10) calendar days after submitting a 
request, the State shall have access to a member’s medical record, whether 
electronic or paper, and has the right to obtain copies at the Vendor’s expense. 


 
The recipient’s medical record is the property of the provider who generates the 
record. The Vendor shall assist the member or the parent/legal guardian of the 
member in obtaining a copy of the member’s medical records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon 
receipt of such a request but not more than thirty (30) calendar days from the date 
of request. Each member or parent/legal guardian of the member is entitled to one 
(1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish 
such records. 


 
When an enrolled recipient changes primary care providers and/or health plans, 
the Vendor’s contracted provider must forward all medical records in their 
possession to the new provider within ten (10) working days from receipt of the 
request.  


 
Amended RFP Language:  
 
4.6 Complete medical records shall be maintained by the Vendor’s contracted 


providers, for each enrolled recipient in accordance with Standard XII, Section 
4.8.16 of this RFP.  The records shall be available for review by duly authorized 
representatives of the State and CMS upon request. 


 
The Vendor shall have written policies and procedures to maintain the 
confidentiality of all medical records and, pursuant to Standard XII, Section 
4.8.16, accessibility and availability of medical records, record keeping, and 
record review process. Not more than ten (10) calendar days after submitting a 
request, the State shall have access to a member’s medical record, whether 
electronic or paper, and has the right to obtain copies at the Vendor’s expense. 
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The recipient’s medical record is the property of the provider who generates the 
record. The Vendor shall assist the member or the parent/legal guardian of the 
member in obtaining a copy of the member’s medical records, upon written 
request, from the provider. Records shall be furnished in a timely manner upon 
receipt of such a request but not more than thirty (30) calendar days from the date 
of request. Each member or parent/legal guardian of the member is entitled to one 
(1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish 
such records. 


 
When an enrolled recipient changes primary care providers and/or health plans, 
the Vendor’s contracted provider must forward all medical records in their 
possession to the new provider within ten (10) working days from receipt of the 
request. 


 
Item: 7 State Solicitation, Scope of Work, “Mental Health,” Section 4.7.2.4 should be 
amended as follows:  
 
Current RFP Language:  
 
4.7.2.4 Mental Health 


 
B. Required Measures 
 


 The following HEDIS measures will be reported:  
 


1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 
Care and Ambulatory Services 


 
2.  Follow-Up after Hospitalization for Mental Illness 
 
3. The percentage of discharges for members six (6) years of age and older who were 


hospitalized for treatment of selected mental health disorders, who were continuously 
enrolled for thirty (30) days after discharge (without gaps) and who were seen on an 
ambulatory basis or who were in day/night treatment with a mental health provider. 


 
4. Two (2) separate calculations are required:  


 
a. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to thirty (30) days 
after hospital discharge, and 


 
b. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to seven (7) days 
after hospital discharge. 
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Amended RFP Language  
 


4.7.2.4  Mental Health 
 


B. Required Measures 
 


The following HEDIS measures will be reported:  
 
1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 


Care and Ambulatory Services 
 
2. Follow-Up After Hospitalization for Mental Illness - The percentage of discharges for 


members six (6) years of age and older who were hospitalized for treatment of 
selected mental health disorders, who were continuously enrolled for thirty (30) days 
after discharge (without gaps) and who were seen on an ambulatory basis or who 
were in day/night treatment with a mental health provider. Two (2) separate 
calculations are required:  


 
a. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to thirty (30) days 
after hospital discharge, and 


 
b. The percentage of discharges for members who had an ambulatory or 


day/night mental health visit on the date of discharge, up to seven (7) days 
after hospital discharge. 


 
Item: 8 State Solicitation, Scope of Work, “State Quality and Performance Improvement,” 
Section 4.9 Title should be amended as follows:  
 
Current RFP Language: 
 
4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATERGY 
 
Amended RFP Language:  
 
4.9 STATE QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


STRATEGY 
 
Item: 9  State Solicitation, Scope of Work, “Enrollee Grievances and Appeals,” Section 4.11.1, 
should be amended as follows:  
 
Current RFP Language: 
 
4.11.1 The authority for the following provisions concerning Enrollee Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), and 
483.23(a) (5) (ii). NRS695G.090 exempts Medicaid from the provisions of NRS 
695G.200- 695G 230 that regard grievances and appeals. 
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The Vendor’s enrollee grievance and appeal system must be in writing and 
submitted to DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the Vendor’s 
enrollee grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The 
Vendor may not implement any policies and procedures concerning its enrollee 
grievance and appeal system without first obtaining the written approval of the 
DHCFP. 


 
An enrollee or an enrollee’s representative (including a provider on behalf of an 
enrollee) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the Vendor for 
resolution. In the event a provider files an appeal on the enrollee’s behalf, the 
provider must first obtain the enrollee’s written permission with the exception of 
an expedited appeal (Refer to RFP Section 4.11.4.3). 


 
In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, 
but if not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The Vendor is required to provide access to and information about the 
State Fair Hearing process in the event an enrollee’s appeal is not resolved in 
favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


 
An enrollee may file an appeal or grievance either orally or in writing. Unless the 
enrollee has requested an expedited resolution, an oral appeal may be followed by 
a written, signed appeal. If a grievance or appeal is filed orally, the Vendor is 
required to document the contact for tracking purposes and to establish the earliest 
date of receipt.  There is no requirement to track routine telephone inquiries. 


 
For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry.  An appeal is a specific request for 
review of one of the following actions: 


 
Amended RFP Language:  
 
4.11.1 The authority for the following provisions concerning Enrollee Grievances and 


Appeals is found in 42 CFR 438 Subpart F (Subsections 400-424).  Additional 
and cross-referenced regulations include 42 CFR 431.206(b) (3), 431.210(c) and 
(d), 431.213, 431.214, 431.230(b), 438.10(c) and (d) and (g) (1), 438.210(c), 
483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts Medicaid from the 
provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


 
The Vendor’s enrollee grievance and appeal system must be in writing and 
submitted to DHCFP for review and approval at the time the Vendor’s Policies 
and Procedures are submitted, and at any time thereafter when the Vendor’s 
enrollee grievances and appeals policies and procedures have been revised or 
updated (not including grammatical or readability revisions or updates). The 
Vendor may not implement any policies and procedures concerning its enrollee 
grievance and appeal system without first obtaining the written approval of the 
DHCFP. 
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An enrollee or an enrollee’s representative (including a provider on behalf of an 
enrollee) may file a grievance or submit an appeal directly with the DHCFP. 
However, such grievances and appeals will be referred to the Vendor for 
resolution. In the event a provider files an appeal on the enrollee’s behalf, the 
provider must first obtain the enrollee’s written permission with the exception of 
an expedited appeal (Refer to RFP Section 4.11.4.3).  


 
In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, 
but if not satisfied with the outcome, may request a State Fair Hearing from the 
DHCFP. The Vendor is required to provide access to and information about the 
State Fair Hearing process in the event an enrollee’s appeal is not resolved in 
favor of the enrollee. Grievances are not eligible for referral to the State Fair 
Hearing process. 


 
An enrollee may file an appeal or grievance either orally or in writing. Unless the 
enrollee has requested an expedited resolution, an oral appeal may be followed by 
a written, signed appeal. If a grievance or appeal is filed orally, the Vendor is 
required to document the contact for tracking purposes and to establish the earliest 
date of receipt.  There is no requirement to track routine telephone inquiries. 


 
For tracking purposes, an oral appeal or grievance is differentiated from a routine 
telephone inquiry by the content of the inquiry.  An appeal is a specific request for 
review of one of the following actions: 


 
Item: 10 State Solicitation, Scope of Work, “Reporting, Recipient Satisfaction Reporting” 
Section 4.14.5 should be amended as follows:  
 
Current RFP Language:  
 
4.14.5 Each Vendor must collect and submit to DHCFP a child and adult Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) survey measuring 
recipient satisfaction prior to the third quarter of each contract year, unless the 
requirement is waived by DHCFP due to an EQRO performed survey.  This may 
be done in conjunction with the Vendor’s own satisfaction survey. DHCFP 
requires data stratified to indicate the satisfaction level of parents or guardians of 
Nevada Check Up participants.  Vendors are required to report results from the 
CAHPS Child Medicaid Survey and the Supplemental Items for the Child 
Questionnaires on dental care, access to specialist care, and coordination of care 
from other health providers DHCFP may request a specific sample, and/or survey 
tool. Survey results must be disclosed to the State, and, upon State’s or enrollee’s 
request, disclosed to enrollees. 


 
4.14.5 Each Vendor must collect and submit to DHCFP a child and adult Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) survey, as well as a 
CAHPS survey for Children with Chronic Conditions (CCC), measuring recipient 
satisfaction prior to the third quarter of each contract year, unless the requirement 
is waived by DHCFP due to an EQRO performed survey.  This may be done in 
conjunction with the Vendor’s own satisfaction survey. DHCFP requires data 
stratified to indicate the satisfaction level of parents or guardians of Nevada 
Check Up participants.  Vendors are required to report results from the CAHPS 
Child Medicaid Survey, the CAHPS CCC Survey, and the Supplemental Items for 
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the Child Questionnaires on dental care, access to specialist care, and 
coordination of care from other health providers DHCFP may request a specific 
sample, and/or survey tool. Survey results must be disclosed to the State, and, 
upon State’s or enrollee’s request, disclosed to enrollees. 


 
Item: 11 State Solicitation, Scope of Work, “Data Report Files,” Section 4.15.3.2 should be 
amended as follows:  


Current RFP Language: 


4.15.3.2 Successfully pass all claims edits in the MMIS. In developing the encounter data 
interface, the Vendor will be provided with a list of edits and descriptions of the 
edits.  A written list of technical rules will not be made available; however, the 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


 
Amended RFP Language  


4.15.3.2 In developing the encounter data interface, the Vendor will be provided with 
companion guide and details of any applicable edits and description of edits. The 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


 
Item: 12 State Solicitation, Scope of Work, “Information Systems and Technical 
Requirements:  Interfaces,” Section 4.15.6 should be amended as follows:  
 
Current RFP Language:   
 
No current language:  
 
Amended RFP Language  
 
4.15.6 Contractor must maintain current International Classification of Diseases (ICD) 


and Electronic Data Interchange (EDI) compliance as defined by CMS regulation 
and policy and no funding will be provided for contractor’s compliance.  


 
Item: 13 State Solicitation, Scope of Work, “Capitation Recovery,” Section 7.1.4 should be 
amended as follows:  
 
Current RFP Language:  
 
7.1.4 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor 


to recover improperly paid capitation. 
 
Amended RFP Language  
 
7.1.4 The DHCFP reserves the right to adjust capitation payments or to bill the Vendor 


to recover improperly paid capitation.   
 


7.1.4.1 The DHCFP will recover capitation payments for those 
individuals identified as “incarcerated” from the date of 
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incarceration.  MCO’s will not be responsible for any medical 
costs for the identified period of incarceration.   


 
Item:  14 State Solicitation, Attachment L, “Provider Types,” should be amended as 
follows: 
 


Attachment L  - 
Provider Types and S


 
 
Item:  15 State Solicitation, Attachment I, “Forms and Reporting Guide,” should be amended 
with the addition of the following forms:  
 
 


SED-SMI 
Determination Form _


 
Copy of 1988 


Attachment I Section 
 


1988 Attachment I 
Forms  Reporting Guid


 
1988 Attachment I 


Forms  Reporting Guid


1988 Attachment I 
Forms  Reporting Guid


 
1988 Attachment I 


Forms  Reporting Guid
 


1988 Attachment I 
Forms  Reporting Guid


 
Copy of 1988 


Attachment I Section 


Copy of 1988 
Attachment I Section 


 
Copy of 1988 


Attachment I Section 
 


 
SECTION II: ANSWERS TO QUESTIONS 


 
1. Please clarify how the 2014 Affordable Care Act insurer fee is being addressed in the state’s rate 


development: Will it be included in the initial rate as a separate component of administrative 
cost, or will there be a rate adjustment in 2014 to account for the increase in cost to the Managed 
Care Organizations. 
 
Rate development occurs during the last quarter of each calendar year for the following 
calendar year. 2014 ACA insurer fees will be calculated as a separate component and included 
in 2014 rates, should the ACA be in effect at that time. 
 


2. In the summary of Administrative Costs in section 6.1, are Premium Taxes specifically to be 
included in the total costs? 
 
Yes. Premium Taxes are a Direct Non-Medical Administrative Cost, and amount to 3.5% of 
premium (see http://www.leg.state.nv.us/NRS/NRS-680B.html#NRS680BSec027); the rate is 
generally halved to 1.75% if the insurer is domiciled in Nevada, with some exceptions; please 
examine the statute with care (see http://www.leg.state.nv.us/NRS/NRS-
680B.html#NRS680BSec050). 
 


3. We are seeking clarification to the responses to questions 4, 72 and 217 in Amendment No. 1. 
The responses to Questions 4 and 72 seem to read that respondents are expected to adhere to the 
bold italics requirement, yet the response to question 217 reads that either bold or italics is fine. 
Does the response format require both bold and italics or bold or italics? 
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As noted in Questions 4 and 72 of Amendment 1, respondents are expected to adhere to the 
formatting as requested in the RFP.  Bold or Italics or Bold Italics is fine.   
 


4. Attachment E, Item 6 of RFP 1988 refers to Section 3.9.2.1 under the Performance Security 
Amount required. Since Section 3.9.2.1 appears to be excluded from the RFP, please confirm to 
which section of the RFP that vendors should refer to.  
 
Please refer to Section 4.10.2, Performance Security Deposit. 
 


5. Please clarify the following regarding RFP Section 1.8:  How does the State envision “guiding” 
eligible MCO members to enroll in a MCO Transition QHP – specifically, to the product offered 
by their current Medicaid MCO – to ensure seamless coverage and all the aspects of continuity 
(for example, benefit coverage, network, treatment) the State is seeking? Is the State open to 
additional approaches to smooth those transitions?  Further, given that MCO Transition QHPs 
will very likely have associated monthly premiums – and may be more expensive than 
“standard” QHPs – how does the State contemplate educating eligible enrollees during the 
shopping experience about the unique benefits of MCO Transition QHPs in order to mitigate the 
risk of members selecting potentially cheaper options that don’t include the advantage of MCO 
Transition options?  How does the State contemplate helping MCOs avert the unintended 
consequence of only members needing MCO “continuation” benefits enrolling in MCO 
transition plans, thereby potentially unbalancing the risk pool? 
 
States across the country are grappling with the problem regarding how to deal with churn. 
Many states are concerned that "MCO Transition QHPs" or "Bridge Products" will actually 
be cheaper than standard QHPs because the networks are the same or similar to the MCO and 
may include the lower reimbursement rates of the MCO.  If the MCO Transition QHPs are 
significantly less expensive than the typical QHP, and there are at least two competing MCO 
Transition QHPs, then the second least expensive silver QHP (upon which the advance 
premium tax credit is based) will be significantly cheaper than the rest of the market.  This 
would create a situation in which the advance premium tax credit is artificially depressed, 
making every other insurance product more expensive (due to the lower tax credit), and 
potentially unaffordable, for those who are eligible for the tax credit.  
 
There are several ways to guard against an artificially lower advance premium tax credit, 
including 1) only allowing one MCO Transition QHP, 2) charging a surcharge for the MCO 
Transition QHPs to make their premiums equal to the next lowest silver QHP, 3) restricting 
eligibility to only those families who have a family member that has been on Medicaid within 
the past 12 months (or some other appropriate time period).  The State expects further 
guidance from CMS later this year regarding the bridge concept.  The State seeks MCO 
partners that will assist the State in creating an appropriate solution for Nevada. 
 
The author of this question appears to have exactly the opposite concern- that the MCO 
Transition QHPs will instead be more expensive than other QHPs.  The vendor should 
indicate whether it is expected that the MCO Transition QHP will be more or less expensive 
than traditional QHPs and why this is the case.  The State is seeking a partner that can assist 
the State in reducing the incidents of churn where possible and, when churn is inevitable, 
reducing its effects.  The State is open to suggestions regarding outreach and guiding 
enrollees to the proper QHP. 
 
Finally, the State recognizes that many of the requirements of QHPs to be sold in the 
Exchange have not yet been finalized.  Furthermore, CMS has yet to release guidance on 
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many important topics such as reinsurance and risk adjustment, essential health benefits, etc. 
The State does not expect vendors to have a QHP ready for rate review and certification at the 
time this RFP is to be submitted.  Rather, the State expects the vendor to demonstrate that the 
vendor can provide an MCO Transition QHP that meets most, if not all of the requirements of 
this section, and an acknowledgment that the vendor will work as a partner with the State to 
provide a viable MCO Transition QHP that meets the goals of this section and does not harm 
the market.  The State may, at the State's discretion, determine that MCO Transition QHPs 
will not be offered on the Exchange. 
 


6. Section 2 Regarding Section 2 (PEBP Opportunity), the state has expressed an interest for a 
statewide HMO option. Would the state consider a phased-in approach that includes Vendor 
offering an HMO plan in 3 southern NV counties and expanding to remaining northern Nevada 
counties at a future agreed-upon date? Would the state consider a PPO or ASO option instead of 
an HMO? 
 
No. 
 


7. Sections 2 If Vendor declines to bid at this time, are they prohibited from bidding once the state 
releases the PEBP RFP during its normal cycle? 
 
No. 
 


8. Section 10.1.6 Regarding 10.1.6: Is color art illustrating vendor and partner logos or member 
photos considered “elaborate artwork”? 
 
Yes. 
 


9. Section 10.2.2.4 E Please clarify the response should only include material agreements needed 
for the performance of the RFP. 
 
Yes. 
 


10. Section 10.2.2.4 F Please clarify if the response to this question also needs to include 
subcontractors. 
 
Yes. 
 


11. Section 4.0 Scope of Work, 5th paragraph What is the notice timeframe for the addition of 
services, if applicable? We understand that the State can expand the contract to include another 
population and rate negotiations will occur at 90 days prior to the effective date. In addition to 
these 90 days, how much notice will be given regarding implementing additional programming 
this population may require [i.e., new case manager programs, provider contracts, et al]? 30 
days? 60 days? 6 months? 
 
This will be part of the negotiation process.  The Vendor(s) will be expected to propose a 
realistic timeframe for implementing additional programming this population may require.  
The State’s External Quality Review Organization (EQRO) will assist the State in confirming 
the timeline proposed is realistic, and the EQRO will perform a readiness review of the 
Vendor’s ability to perform prior to implementation. 
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12. Section 4.10.7 Does the State have any provider groups/specialties that are not held to standard 
NAIC/COB processing guidelines? 


No, there are no exceptions for COB; however, as stated previously, there are exceptions to the 
TPL rule: 


a. Indian/Tribal Health Services (IHS); 


b. Children with Special Health Care Needs; and 


c. State Victims of Crime. 


Medicaid is primary payer to these three programs; however, this does not negate the 
provider’s responsibility to pursue Other Health Coverage (OHC). For specific information on 
IHS billing, refer to Chapter 600, section 603.8. 


13. Section 4.10.7 Please clarify the distinction, for the purposes of this contract, between “TPL” and 
“subrogation”. Are casualty claims considered a prior resource requiring the recipient’s signed 
acknowledgment? Please also confirm whether there is a “safe harbor” provision for the Vendor 
in the event that the member fails to cooperate with the Vendor’s request for a signed 
acknowledgment. 


Please refer to the definition for TPL.  Casualty claims are considered to be Subrogation.  
There is not a “safe harbor” provision for Vendor(s).  


14. Section 4.14.8 Amended Language states: The Vendor and its subcontractors must provide 
DHCFP with quarterly reports documenting the access and availability of its network. Reports 
must be submitted within forty-five (45) business days after close of the quarter to which they 
apply. This report is added to Section 6 of Attachment I, Forms and Reporting Guide. In what 
section and/or paragraph in Attachment I, Forms and Reporting Guide, does it state how to 
document access and availability of our network? Does the state want the MCO to follow the 
same format as listed in Appendix A, of the 4th HMO Contract Amendment to the HPN 
agreement, Network Adequacy Report Forms? 
 
Please refer to the corrected Attachment I, Forms and Reporting Guide in Amendment 2. 
Network Adequacy reports may be found in Attachment I, Section 4, Reports 6A-6D.  See 
Section I, Item #15, of this Amendment for the updated Forms and Reporting Guides.  
 


15. Section 4.2.7 -general Follow-up from previous question response (Amendment 1, question 125) 
– Pharmacies that process prescriptions for Medicaid members must be enrolled as a Nevada 
Medicaid provider. Will the state supply a file of Medicaid providers that include pharmacies for 
use by the MCOs? 
 
Yes, the State will provide a Medicaid provider guide.  
 


16. Section 5.1.11.6 D Section 5.1.11.6.D. requests policies and procedures for determining and 
collecting patient liability. The Medicaid Services Manual states that patient liability is 
determined by the DWSS and collected by the facility. Please confirm that both determination 
and collection are the responsibility of the Vendor. Please also clarify the handling of patient 
liability in the subrogation context. Does the Vendor include the patient liability in its TPL and 
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Subrogation collections? If so, does the Vendor retain patient liability amounts when these are 
reimbursed, or are they refunded to the patient? 


Yes, this is a Vendor(s) responsibility. The Vendor will retain TPL and Subrogation up to the 
amount of claims paid by the MCO. See Section 4.10.7 – Third Party Liability and 
Subrogation for Vendor(s) responsibilities.   


17. Section 5.2.1.4 Are subcontractors required to provide a performance security deposit of $15 
million? 
 
No. 
 


18. Section Amendment 1 For Amendment 1, question 38, Geographic service areas: In the file 
received from Ms. Burchett named, Nevada Zip Codes 04-01-06.xls, do the following columns 
represent “Urban” zip codes – Column D (Current Medicaid HMO) and Column E (Current 
Check Up HMO)? What does Column G (Potential HMO Areas) represent? Should those zip 
codes also be included in the “urban” zip code geographical area of RFP? 
 
No. 
 


  


MCO Coverage 
Areas - Zip Codes.pdf


 
 


19. Section Amendment 1 In follow up to the answer to amendment 1, question #99. Must the 
MCO’s prior authorization list match the current FFS prior authorization list? To be more 
specific, can the MCO require prior authorization on services for which FFS does not require 
prior authorization? 
 
The MCO prior authorization on services must not be more restrictive than FFS and must 
ensure that medical necessity is a consideration.  See Section 4.2.2 and Chapter 3600 of the 
Medicaid Services Manual. 
 


20. Section Amendment 1 The state previously replied in Amendment 1, question #102 “The Vendor 
shall coordinate prior authorizations and edit patterns with those used in the fee-for-service 
program.” What process currently exists, or is expected to exist, for this coordination to take 
place? 
 
In part from the RFP section 4.2.1.6, the DHCFP, at its sole discretion, may require removal 
of the prior authorization requirement for various procedures based on reported approval data 
and any other relevant information. 
 
With the above excerpt in mind, the Vendor is urged to coordinate prior authorizations and 
edit patterns with those used in fee-for-service by utilizing resources available via DHCFP’s 
fiscal agent portal (see http://www.medicaid.nv.gov/Home.aspx ) as well as DHCFP’s Provider 
Support (https://dhcfp.nv.gov/providersupport.htm) and Rates and Cost Containment units 
(https://dhcfp.nv.gov/ratesUnit.htm).  
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21. Section Amendment 1 The state’s answer to Question #9 indicates there is a link to the most 
recent rate development actuarial document in response to Question #230. Question #230’s 
answer, though, is unrelated to this topic and does not have the link. Please provide the link. 
 
See attachment for the most recent actuarial capitation rates.  
   


CY 2012 Cap Rates 
20120229.pdf


 
 


22. Section Amendment 1 Based on the state’s response to Question #30; is it correct that the only 
proposal response required for the PEBP optional opportunity is to respond to Sections 2.1 
through 2.5? 
 
No.  If submitting for the optional PEBP opportunity, you must submit as described in the 
RFP and explain how this optional opportunity will be provided throughout the Scope of 
Work.  
 


23. Section Amendment 1 from the state’s responses to Questions #30 and #83, is a “separate stand-
alone component” supposed to be a separate binder for PEBP or just a separate tabbed section 
within the Medicaid technical proposal? 


 
The PEBP section should be a separate binder.  
 


24. Section Amendment 1 from the state’s responses to Questions #30 and #83, if a separate binder 
is required for PEBP, how many copies are required? Is a separate CD required? 
 
See Question #23.  The Vendor shall provide the same number of copies as requested for the 
RFP.  A separate CD is required.   
 


25. Section Amendment 1 Based on the state’s response to Question #32; please confirm that if a 
vendor chooses to respond to the PEBP optional opportunity, a cost proposal for PEBP is not 
required. If a cost proposal is required, what format and what level of detail should be provided? 
Should the PEBP cost proposal be submitted separately from the PEBP technical proposal? How 
many copies of the PEBP cost proposal should be provided, and should there be a separate CD 
for it? 


The cost proposal should be in the format requested with the information requested. . A cost 
proposal is required and should be submitted in the four tier format in use for current PEBP 
plans (participant only, participant + spouse, participant + children and participant + family).  
The rate proposal should be submitted for the PEBP population and should be separate from 
the technical proposal. The format will be the same as that required for the DHCFP portion of 
the RFP.  A separate CD is required 


26. Section Amendment 1 The answer to Question #66 conflicts with the answer to Question #252. 
Please confirm that the Question #252 answer is correct. 
 
Vendor is expected to provide appropriate information to demonstrate how they will meet each 
requirement of the Scope of Work.  Vendor will be responsible to determine how to respond to 
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each Section.    There are questions, as per Question #252, where Vendor(s) may determine 
that “understand and comply” would be an appropriate or desired way to respond. 
 


27. Section Amendment 1 Based on the state’s answer to Question #75, is it correct that if new 
populations are added to the MCO program in the future, those populations would no longer be 
eligible for the CMO program since they would no longer be FFS? 
 
Yes. 
 


28. Section Amendment 1 In the state’s answer to Question #150, there is a typo in the section 
referenced as 8.8.13.5. This should be 4.8.13.5 instead, correct? 
 
Yes. 
 


29. Section Amendment 1 The state answered “Yes” for Question #186. Does that “Yes” mean that 
the five page limit is for all of 5.1.9, including 5.1.9.1 A through L? 
 
Yes.  
 


30. Section Amendment 1 for the state’s answer to Question #199, the language referencing the 
5/23/07 NPI compliance date was deleted. However, no new language was added to replace it. 
Since the new Section 5.1.11.4.H is now just two statements, what is the question that vendors 
should be responding to in their proposals or are vendors just supposed to acknowledge their 
understanding that NPIs must be used? 
 
Section 5.1.11.4.H is amended to read: 
 
Current RFP Language:  
 
The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify 
the health care provider or subpart in standard transaction 
 
Amended RFP Language:   


 
The National provider Identifier (NPI) is the standard unique health identifier for health care 
providers.  Health plans must use the NPIs of any health care provider or subpart to identify 
the health care provider or subpart in standard transaction. Vendor(s) should acknowledge 
their understanding that NPI’s must be used.  
 


31. Section Amendment 1 for the state’s answer of “No” to Question #215; please explain how 
Section 10.1.1 through Section 10.1.3 is related to submitting the second set of questions. It 
appeared that those section references were a typo and that they should have been Section 8.1.1 
through 8.1.3. Considering that the RFP Question Submittal Form link is posted for Amendment 
1 on the Purchasing Division website that also implies that the correct section reference should 
be 8.1.1 through 8.1.3. The state’s answer to Question #216, though, makes the process more 
unclear. Given the state’s answer to Question #216, this vendor is emailing the second set of 
questions. Although it will be too late for vendors to use this information, please clarify this issue 
since Amendments must be signed and are considered part of the proposal. 
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Question #215 should have been answered Yes. Sections 8.2.1 in the RFP should refer to 
sections 8.1.1 through 8.1.3.  Section 8.1.3 references the Timeline, which is specified in 
Section 9, and the processes for submission identified in Section 10.  
 


32. Section Amendment 1 for Question #218, the use of different colors for text was in reference to 
the text used in a vendor’s technical proposal submission, not a vendor’s submission of questions 
to State Purchasing. Please confirm that vendors have the discretion to use different colors for 
RFP question text and response text, including illustrations and tables, within the vendor’s 
technical proposal submission. 
 
Refer to Section 10.1.6 of the RFP.  Colors may be used as appropriate for illustrations and 
tables.   
 


33. Section Amendment 1 Based on the state’s answer to Question #221; please confirm that for Part 
III – Confidential Financial, the requirement is to submit it as hardcopies with 1 original and 2 
identical copies as stated in Section 10.5.1.1. There is no requirement to submit an electronic 
copy of Part III on a CD, but vendors may do so at their discretion. 
 
Vendor(s) should submit a separate CD for Part III.  
 
Section 10.6.4.3 is amended as follows:  
 
Current RFP Language:  
 
No current language  
 
Amended RFP Language:   


10.6.4.3  One  (1)  “Confidential  Financial  Information  CD”  with  the 
confidential financial information.  The electronic files must follow 
the  format and  content  section,  “Part  III, Confidential Financial”.  
The CD must be packaged in a case and clearly labeled as follows: 


 
Confidential Financial Information CD 
RFP No: 1988 
Vendor Name:  
Contents: Part III – Confidential Financial 


Information  
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Section 13 is amended as follows:  
 
Section 13 Submission Checklist 
 


Part I A– Technical Proposal Submission Requirements Completed 


Required number of Technical Proposals per submission requirements  


Tab I Title Page  


Tab II Table of Contents  


Tab III Vendor Information Sheet  


Tab IV State Documents  


Tab V Attachment B – Technical Proposal Certification of Compliance with Terms and Conditions of RFP  


Tab VI Section 3 – Scope of Work  


Tab VII Section 4 – Company Background and References  


Tab VIII Attachment G – Proposed Staff Resume(s)  


Tab IX Other Information Material  


Part I B – Confidential Technical Submission Requirements  


Required number of Confidential Technical Proposals per submission requirements  


Tab I Title Page  


Tabs Appropriate tabs and information that cross reference back to the technical proposal  


Part II – Cost Proposal Submission Requirements  


Required number of Cost Proposals per submission requirements  


Tab I Title Page  


Tab II Cost Proposal  


Tab III Attachment P -  Cost Proposal Certification of Compliance with Terms and Conditions of RFP  


Part III – Confidential Financial Submission Requirements  


Required number of Confidential Financial Proposals per submission requirements  


Tab I Title Page  


Tab II Financial Information and Documentation  


CDs Required  


One (1) Master CD with the technical and cost proposal contents only  


One (1) Public Records CD with the technical and cost proposal contents only  


One (1) Confidential Financial Information CD  


Reference Questionnaire Reminders  


Send out Reference Forms for Vendor (with Part A completed) 
 


Send out Reference Forms for proposed Subcontractors (with Part A completed, if applicable) 
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34. Section Amendment 1 Amendment 1, Question 30 indicates the current PEBP HMO plans expire 


6/30/15 (Northern NV) and 6/30/16 (Southern NV). However, in Section 2 relating to the 
optional PEBP opportunity (2.3), it indicates the effective date is July 1, 2013. Does this date 
apply to the PEBP HMO plan effective date or are the anticipated effective dates 7/1/15 (SNV) 
and 7/1/16 (NNV)? 


Should PEBP choose the option of using the winning Vendor(s) of this RFP, the start date for 
PEBP would occur once the contracted termination notices of existing contracts are honored 
and the PEBP Board has approved the contract(s)?  PEBP has 180-day termination notice 
provisions. If negotiations were concluded early enough, this could go into effect July 1, 2013.  
The means the contract start date could occur before 2015. The PEBP option is to determine if 
there are opportunities for reduced costs or enhanced benefits based on the economy of scale. 
The PEBP Board will have the final say on the implementation date should PEBP move 
forward with the awarded Vendor(s). 


35. Section Amendment 1 Amendment 1, Question 32 originally requested the more detailed 
information needed to provide a comprehensive quote (detailed census, claims history, etc.). For 
the most part, this information was not provided in the response. Is the Vendor expected to 
provide premium rates as part of the response? Or is the state simply looking for the Vendor’s 
capabilities at this point and expects to negotiate premium at a later date? If the parties could not 
agree on rates, would the Vendor be allowed to withdraw their proposal? 


Should PEBP chose to utilize the winning Vendor(s) from this RFP for its’ HMO services, it 
would be pending successful negotiations.  PEPB included the expiration dates for the HMO 
contracts currently in effect.  The effective date of July 1, 2013 is the earliest that PEBP could 
implement a new contract, if PEBP chose to cancel the current contracts.  The determination 
will be based on the responses to the RFP and the PEBP Board’s decision regarding canceling 
existing contracts and entering into a new one. The PEBP option is to determine if there are 
opportunities for reduced costs or enhanced benefits based on the economy of scale. The 
vendor is expected to provide a cost proposal.  Subsequent vendor negotiations may be 
necessary and the vendor would be able to withdraw the proposal if the terms are not 
satisfactory. 


36. Section Amendment 1 Regarding 10.1.6 and question 72: Must text in graphs, charts and tables 
supporting a RFP response be presented in bold-italic? 
 
No. 
 


37. Section Amendment 1 For the response to the RFP, is it acceptable to only include the first and 
last page of Amendment 1 or does the entire document need to be submitted? 
 
The entire Amendment should be submitted.  
 


38. Section Amendment 1 for Amendment 1, question 5, should the RFP be amended to be section 
4.7.2.5? 
 
Yes. 
 


39. Section Amendment 1 Based on the response to Amendment 1, questions 243, 244, 250 and 251 
should the RFP be amended? 
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Sections 10.2.2.6 and 10.2.2.7 are amended as follows:  


Current RFP Language: 
 


10.2.2.6  Tab VI – Section 3 – Scope of Work 


10.2.2.7  Tab VII– Section 4  Company Background and References 
 
Amended RFP Language:  


10.2.2.6  Tab VI – Section 4 – Scope of Work 


10.2.2.7  Tab VII– Section 5  Company Background and References 
 
Section 4.5.8.2.B is amended as follows:  
 
Current RFP Language: 
 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers.  DHCFP must prior approve all provider announcements, 
regardless of method of dissemination.  If the DHCFP does not respond within twenty (20) 
days, the newsletter will be considered approved. 
 
Amended RFP Language:  
 
The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers.  DHCFP must prior approve all provider announcements, 
regardless of method of dissemination.  If the DHCFP does not respond within ten (10) days, 
the newsletter will be considered approved. 
 


40. Section Attachment E Provision 6. Performance Security 3) – requires security to be deposited 
no later than ten (10) working days following award of the contract. This language contradicts 
the requirement under the RFP Fiscal Requirement 4.10.2.1. (pg. 141) which states the 
performance security deposit must be deposited within fifteen (15) calendar days after the end of 
the first quarter of the contract. Please clarify. 
 
Both are correct.  The initial deposit of $15,000,000 must be deposited within 10 working days 
following award of the contract to contractor, as stated in the Insurance Schedule 
(Attachment E).  This amount must be reviewed at the end of the first quarter and may need to 
be increased as described in §4.10.2.1.  That is, after the first quarter, if it is determined that 
110% of the highest months capitation in that quarter is greater than $15,000,000, then the 
deposit must be increased to that greater amount; if the calculation of 110% of the highest 
month in that quarter is less than $15,000,000, then the amount will remain at $15,000,000.  
Please note that 4.10.2.2 requires another review after the end of the first year of the contract. 
 


41. Section Attachment G – Resume Define the term “Classification”. 
 
There are no unique classification codes for this RFP.  Classifications examples are:  
Physician, Physician Assistant, etc.  
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42. Section Attachment G – Resume Under “Relevant Professional Experience”, define the 
difference between Vendor Name vs. Client Name. 
 
Vendor Name:  Company 
Client Name:  Contact 
 


43. Section Attachment G – Resume - Is the purpose of the resume to provide you information 
regarding experience within the health plan? Or, is it for the staff’s prior experience which would 
include other entities? 
 
Staff’s prior experience which might include a staff member’s prior experience with other 
entities. 
 


44. Section Attachment L – Provider Types Clarification is needed regarding Provider Types and 
potential duplication. Example: Provider Type #24 – Certified Registered Nurse Practitioner, 
Nurse Anesthetist, Nurse Mid-Wife, Physicians Assistants. However, #72 also identifies Nurse 
Anesthetist, #74 Nurse Midwife and #77 Physician’s Assistant? 
 
Attachment L is updated and attached, see Section I, Item #13 of this Amendment. 
 


45. Section Attachment L – Provider Types What is the description of #17 Special Clinics? Would 
this be a MCO provider type contracting responsibility? 
 
A new provider types list has been attached (see Question #44) that identifies ‘special clinics’.  
 
Yes, except for the Indian Health Services. 
 


46. Section General Facility reimbursement – How does the state handle or plan to handle GME, 
Intensity Operating Allowance (IOA) or other supplement payments to the MCO and or 
provider? 
 
Neither IOA nor GME are part of this contract.  However, certain supplemental payments are 
detailed in 4.2.11.3 Maternity Kick Payment (SOBRA) and 4.2.11.5 Low Birth Weight Babies. 
 


47. Section General Will an amended RFP be made available? 
 
No, a Unified Version will not be available, but Amendments 1 and 2 are available in their 
entirety through Purchasing.  
 


48. Section Medicaid Services Manual, Section 203 Non-emergency services must be billed using 
the most appropriate code, either 99281 or 99282. Does the state have a listing of non-emergent 
diagnoses for the ER? 
 
Diagnostic codes are provided by the doctor, based on the medical condition.  This does not 
place the definition of an emergency on the diagnosis code. Section 203.4A of the MSM 
defines emergency services “as a case in which delay in treatment of more than 24 hours 
could result in severe pain, loss of life, limb, eyesight or hearing, injury to self or bodily harm 
to others.”  
 


49. Section Sect. 4.2.3 Benefit Exclusions as listed in the Medicaid Service Manual Sect 3603.4 
include the following: All nursing facility stays over 45 days, Swing bed stays in acute hospitals 
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over 45 days, Residential Treatment Center (RTC) Limitations, Hospice, Institutions for Mental 
Diseases (IMDs), however the current RFP does not list these as benefit exclusions. Are the 
services listed above to be included MCO services for the RFP? 
 
The covered services are described in section 4.2.2 of the RFP.  The Medicaid Services 
Manual 3600 will be amended prior to the contract effective date to reflect the changes in the 
new MCO contract(s).   
 


50. Section 4.10.7 - The managed care organization is required to vigorously pursue billing prior 
resources. If amounts are recovered that are the direct result of billing the prior resources and a 
signed acknowledgement has not been returned from the enrolled Medicaid recipient or his/her 
authorized representative, is the managed care organization entitled to retain amounts recovered? 
 
See Question #164, in Amendment 1.  Vendor(s) are required to obtain TPL information 
independently of DHCFP for the purpose of avoiding claim payments or recovering payments 
made from liable third parties.  TPL recovery may be incorporated into capitated rate 
development by DHCFP and its actuary. Vendor has 365 days from claim paid date to recover 
TPL payment; after 365 days, Vendor forfeits the right to recovery to the State unless Vendor 
can provide evidence that the recovery effort is active and/or in dispute 
 


51. Section 4.2.3.3 and 4.5.3.3 H Based on section 4.2.3.3, DHCFP has provider contracts with 
several school districts. However section 4.5.3.3 H, lists school-based clinics as a required 
essential community provider for vendors to contract with. Please clarify the distinction between 
the two sections and if vendors are to contract with school-based clinics. 
 
Section 4.2.3.3 is specific to certain medically necessary covered services delivered by School 
Based Centered Health Centers (SBCHC) to eligible Medicaid and Nevada Check Up 
recipients.  
 
School-based clinics referenced in 4.5.3.3 may include, but are not limited to officially 
designated SBCHC’s.  
 


52. Section 4.2.3.10 and 4.5.3.3 L and M Based on section 4.2.3.10, recipients in Child Welfare are 
excluded from managed care. However section 4.5.3.3 L and M, lists Child Welfare related 
services and agencies as being required essential community providers. Please clarify the 
distinction between the two sections and if vendors are to contract with Child Welfare related 
services and agencies. 
 
Section 4.5.3.3 L and M is specific to the Division of Child and Family Services (DCFS) and 
the County Child Welfare Agencies as essential community providers. Section 4.2.3.10 
identifies recipients in Child Welfare, who are excluded from MCO enrollment. There may be 
times when DCFS and County Child Welfare Providers have provided services to a FFS 
recipient who then moves into managed care. Contracting with these providers will help 
ensure continuity of care of these recipients.  
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Nevada Medicaid MCO Services RFP #1988  IV-79 
November 15, 2012 


10.2.2.4.E. Copies of any vendor licensing agreements and/or hardware and software 
maintenance agreements. 


Vendor Licensing Agreements and/or Hardware and 
Software Agreements  


Copies of Amerigroup Nevada’s vendor licensing agreements and/or hardware and software 
agreements are included in the Confidential Technical Binder. Per the State’s response to 
Question #9 included in RFP Amendment 2, we are including the following agreements that 
we consider “material” and needed for the performance of the RFP:  


 AT&T 


 SunGard 


 TriZetto  


Additional agreements are available upon request. 
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Nevada Medicaid MCO Services RFP #1988  
November 15, 2012 


10.2.2.4.F.  Copies of applicable certifications and/or licenses. 


Applicable Certifications and/or Licenses  


We have included copies of Amerigroup Nevada’s current licenses and certifications as 
Attachments 5.1.10.1-1 – 5.1.10.1-3 in Tab IX – Other Informational Material, behind Tab 
VII Attachments.  


 Certificate of Authority. Amerigroup Nevada maintains a license to operate as a Health 
Maintenance Organization (HMO) in the Service Areas of Clark and Washoe counties, 
issued by the Nevada Division of Insurance on March 30, 2006.  


 NCQA New Health Plan (NHP) Accreditation. Amerigroup Nevada currently is 
operating under a three-year accreditation that we received in December 2011; the 
accreditation is valid through December 2014. 


 Nevada State Business License. Amerigroup Nevada holds a State Business License 
through the Nevada Department of Taxation. The license has been maintained 
continuously with the State annually since its date of issue on April 26, 2006; the 
license is valid thorugh August 13, 2013.  


Through our accreditation efforts, we seek to demonstrate our commitment to quality of care 
for all members. 
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 1.8 Coordination with the State-Designated HIX 
 


 


Nevada Medicaid MCO Services RFP #1988 IX-1 through IX-20 
November 15, 2012 


1.8 COORDINATION WITH THE STATE-
DESIGNATED HEALTH INSURANCE 
EXCHANGE (HIX) 
In addition to providing Medicaid Managed Care services, the Vendor must also provide, at a 
minimum; one (1) Silver and one (1) Gold Qualified Health Plan (QHP) on the Individual 
Exchange of the State designated Health Insurance Exchange (HIX), which could be either a 
State HIX or the federal HIX.  Lack of a Gold and Silver QHP in the State-designated HIX will 
disqualify any submitted bid. The QHPs offered pursuant to this requirement must meet the 
qualifications of an MCO Transition QHP (to distinguish these plans from other QHPs that may 
not meet the following standards), as described below.  


The purpose of this requirement is to minimize adverse impacts and improve continuity of care 
of individuals and families who have a change in Medicaid or CHIP eligibility status; to 
minimize the negative impacts related to recipients who move, sometimes frequently, between 
the programs, due to changes in eligibility status.  An MCO Transition QHP must: 


1.8.1 Meet the requirements of the Patient Protection and Affordable Care Act and the Health 
Care and Education Reconciliation Act of 2010 (together referred to as the Affordable Care Act 
or ACA) and the associated Federal regulations; 


1.8.2 Meet the licensing requirements of the Department of Business and Industry, Division of 
Insurance; 


1.8.3 Be certified as a QHP in accordance with the criteria determined by the State-designated 
HIX; 


1.8.4 Be able to accept enrollees during the initial open enrollment of the State-designated HIX 
beginning October 1, 2013 for an initial effective date of coverage of January 1, 2014; 


1.8.5 Use the same provider network as is available to those eligible for Medicaid in addition 
to any network adequacy standards set by the State-designated HIX; 


1.8.6 Be available to consumers in the same geographic area as the geographic area served by 
the Vendor’s MCO; 


1.8.7 Coordinate prior authorizations and edit patterns for members who transition between the 
Vendor’s MCO and the Vendor’s QHP; 


1.8.8 Use a formulary that is similar to that of the Vendor’s MCO. If a drug or its generic 
equivalent is covered by the Vendor’s MCO but is not covered by the MCO Transition QHP, the 
MCO Transition QHP must cover that drug as it would any other similar tier drug (same cost 
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sharing) for a period of time as determined by a transition plan dictated by medical necessity, 
potential side effects, etc.; 


1.8.9 Cover any benefit required to be covered by Vendor’s MCOs, that is not otherwise part of 
Nevada’s Essential Health Benefits package, for a period of time as determined by a transition 
plan dictated by medical necessity, potential side effects, etc.; and 


1.8.10 Be priced reasonably as compared to other QHPs available on the Exchange.  To be 
“priced reasonably,” MCO Transition QHP premiums (before the Federal Advanced Premium 
Tax Credit is applied) must be no more than 15% greater than the median premium offered on 
the Exchange for similarly situated individuals (based on age, smoking status, family size and 
geographic location). 


The Vendor is not required to offer QHPs on the SHOP Exchange of the State-designated HIX at 
this time.  The Vendor is not required to offer platinum, bronze or catastrophic QHPs on the 
State-designated HIX at this time. This requirement does not preclude the Vendor from offering 
other QHPs at any of the metal tiers on the Individual or SHOP Exchanges within the State-
designated HIX.  Additionally, the Vendor may designate other QHPs (at any of the metal tiers 
on the Individual or SHOP Exchanges within the State-designated HIX) as MCO Transition 
QHPs if such QHPs meet the requirements described in this section.  The MCO Transition QHP 
designation may be displayed on the website of the State-designated HIX where QHPs are sold, 
as other quality indicators may be displayed, at the discretion of the State-designated HIX. 


Please provide a statement indicating your willingness to comply with this section.  Please 
provide sample transition plans for drugs and services that may be covered by the MCO but not 
covered by the MCO Transition QHP.  Please provide any additional criteria that should be 
included to minimize the adverse impacts of churn. 


The DHCFP reserves the right to modify this Section to meet the requirements and regulations of 
the State and/or federal HIX, as determined by the Nevada Governor, the Nevada State 
Legislature, the Center for Consumer Information and Insurance Oversight (CCIIO), and/or other 
federal government entities. 


See the Confidential Technical Volume for proprietary information. 
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CORPORATE  
POLICY 


Subject: 
Emergency Services – Core Process 


Primary Department: 
Healthcare Management Services 


Secondary Department(s):
 


Prior Policy Reference(s):
 


Effective Date of Policy: 
May 20, 2009 


Date Policy Last Reviewed:
August 21, 2012 


Date Policy Last Revised:
August 21, 2012 


Plan CEO Approval/Signature: 
 


Corporate Dept Sr Mgmt 
Approval/Signature: 
 


Check Only One: 


Procedure is Corporate Owned
 


Policy is Health Plan Owned


Check All That Apply: 
Policy is applicable to: 


Corporate
 


All Health Plans
 


Only the following Health Plans (please list):  applicable to Medicaid and Medicare 
(Note:  If there are multiple Health Plans within a state, please list each specific Health Plan directly above, as appropriate) 
 


 
Purpose 
 


To ensure Amerigroup provides Emergency Services and Care as 
appropriate. 
 


Definitions 
 


“Emergency Medical Condition” means a medical condition (or 
behavioral condition – GA, NY, TN, NM) manifesting itself by acute 
symptoms of sufficient severity (including severe pain) that a prudent 
layperson, who possesses an average knowledge of health and 
medicine, could reasonably expect the absence of immediate medical 
attention to result in the following: 
1) Placing the health of the individual (or, with respect to a pregnant 


woman, the health of the woman or her unborn child) in serious 
jeopardy. 


2) Serious impairment to bodily functions. 
3) Serious dysfunction of any bodily organ or part. 
 
Refer to Exceptions for state‐specific definitions 
 
“Emergency Services” means covered inpatient and outpatient services 
that are as follows: 
1) Furnished by a provider that is qualified to furnish these services 


under this title. 
2) Needed to evaluate or stabilize an emergency medical condition that 


is found to exist under the prudent layperson standard. 
 
“Emergency Transportation” means Emergency medical transportation 
use of a ground or air ambulance, as medically necessary, to transport a 
recipient with an emergency medical condition. A ground or air 
ambulance resulting from a “911” communication is considered 
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emergency medical transportation. 
 
Prudent Layperson: A person with average knowledge of health and 
medicine who could reasonably expect the absence of immediate 
medical attention to result in an emergency medical condition 
manifesting itself by acute symptoms of sufficient severity (including 
severe pain) that could cause: 
1) Serious jeopardy to the health of the individual or, in the case of a 


pregnant woman, the health of the woman or her unborn child; 
2) Serious impairment to bodily functions; or 
3) Serious dysfunction of any bodily organ or part. 
 


Policy 
 


1) Emergency services shall be available 24 hours and 7 days a week to 
treat an emergency medical condition. 
 


2) Amerigroup will cover and pay for Emergency Services and Care 
regardless of whether the entity furnishing the services is a 
participating provider. (All coverage and payment for services is 
contingent on member benefits and eligibility at the time services 
are rendered.)  


 
3) Amerigroup will not deny payment for Emergency Services and Care 


if, on the basis of presenting symptoms identified by the member, 
he/she appeared to have an Emergency Medical Condition. 


 
4) Likewise, Amerigroup will not deny payment if the member obtained 


Emergency Services and Care based on instructions of a practitioner 
or other representative of Amerigroup. 


 
5) Amerigroup will not limit what constitutes an Emergency Medical 


Condition solely on the basis of lists of diagnoses or symptoms. 
 
6) Amerigroup will not refuse to cover Emergency Services and Care 


due to a lack of notification to Amerigroup.  
 
7) Amerigroup will provide coverage for pre‐hospital and hospital‐


based trauma services and Emergency Services and Care to 
members. 


 
8) When a member presents himself/herself to a hospital seeking 


Emergency Services and Care, the determination that an Emergency 
Medical Condition exists will be made, for the purposes of 
treatment, by a physician of the hospital or, to the extent permitted 
by applicable law, by other appropriate healthcare professional, 
under the supervision of a physician of the hospital. 
a) The physician, or other appropriate healthcare professional, will 


indicate on the member’s chart the results of all screenings, 
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examinations and evaluations. 
b) Amerigroup will compensate the physician for all screenings, 


evaluations and examinations that are reasonably calculated to 
assist the physician, or other appropriate healthcare 
professional, in arriving at the determination as to whether the 
member’s condition is an Emergency Medical Condition.   


c) Amerigroup will pay for all Emergency Services and Care in 
accordance with the contract or State‐specific non‐par 
methodology. If the physician, or other appropriate healthcare 
professional, determines that an Emergency Medical Condition 
does not exist, Amerigroup is not required to pay for services 
rendered subsequent to the provider's determination. 


 
9) If the physician, or other appropriate healthcare professional, 


determines that an Emergency Medical Condition exists, and the 
member notifies the hospital, or the hospital emergency personnel 
otherwise have knowledge that the patient is a member of 
Amerigroup, the hospital must make a reasonable attempt to notify 
the member’s Primary Care Provider (PCP), if known, or Amerigroup. 
If Amerigroup has previously requested in writing that said 
notification be made directly to Amerigroup, of the existence of the 
Emergency Medical Condition. 
 


10) If the hospital, or any of its affiliated physicians, or other appropriate 
healthcare professional, do not know the member’s PCP, or have 
been unable to contact the PCP, participating hospital must:  
a) Notify Amerigroup as soon as possible before discharging the 


member from the emergency care area; or  
b) Notify Amerigroup within twenty‐four (24) hours or on the next 


business day after admission of the member as an inpatient to 
the hospital.  


 
11) If the hospital is unable to notify Amerigroup, the hospital must 


document its attempts to notify Amerigroup, or the circumstances 
that precluded the hospital’s ability to notify Amerigroup. 
Amerigroup will not deny payment for Emergency Services and Care 
based on a hospital’s failure to comply with the notification 
requirements of this section.  


 
12) If the member’s PCP responds to the hospital’s notification, and the 


hospital physician, or other appropriate healthcare professional, and 
PCP discuss the appropriate care and treatment of the member, 
Amerigroup may have a member of the hospital staff, with whom it 
has a participating provider contract, participate in the treatment of 
the member within the scope of the physician’s hospital staff 
privileges.  
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13) Amerigroup may transfer the member, in accordance with state and 
federal law, to a participating hospital that has the service capability 
to treat the member’s Emergency Medical Condition. The attending 
emergency physician, or other appropriate healthcare professional, 
actually treating the member, is responsible for determining when 
the member is sufficiently stabilized for transfer discharge, and that 
determination is binding on the entities identified in 42 CFR 
438.114(b) as responsible for coverage and payment. 


 
14) Notwithstanding any other State law, a hospital may request and 


collect any insurance or financial information necessary to 
determine if the patient is a member of Amerigroup, in accordance 
with federal law, from a member, so long as Emergency Services and 
Care are not delayed in the process. 


 
15) When included in the member’s benefit plan, Amerigroup is 


responsible for covering emergency transportation without the need 
for precertification.  Emergency transportation providers have one 
hundred eighty (180) days from the date of service to submit a claim 
for reimbursement.  
 


16) Notwithstanding the requirements set forth in this section, 
Amerigroup will make payment on all claims for Emergency Services 
and Care by non‐participating providers. 


 
Responsibilities 
 


None 
 


Exceptions 
 


1) Amerivantage 
In accordance with the prudent laypersons definition of emergency 
medical condition, regardless of diagnosis, for which a plan provider or 
other Amerivantage representative instructs a member to seek 
emergency services within or outside the plan, there will be a charge 
limit (if applicable) to the member for emergency department services, 
not to exceed fifty dollars ($50.00) or whatever that charge would be 
had the member obtained services through their Amerivantage plan, or 
whichever is the lesser of the two (2) charges. 
 
Stabilization of the Member: 
The physician treating the member must decide when the member is 
considered stable for transfer or discharge, which is binding to 
Amerigroup/Amerivantage. During this period, maintenance and post‐
stabilization care services will be coordinated. Amerivantage assumes 
financial responsibility for; 
1) The member’s post‐stabilization care services obtained within or 


outside Amerivantage network that are pre‐approved by the 
plan/plan provider or an Amerivantage representative, 


2) Post‐stabilization services that are not pre‐approved by a plan 
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provider or Amerivantage representative, but administered to 
maintain, improve or resolve the member’s stabilized  condition if; 
a) If Amerivantage does not respond to a request for further pre‐


approval of additional post‐stabilization care services within one 
(1) hour of a request, 


b) If Amerivantage is unable to be reached, 
c) If an agreement between Amerivantage and the treating 


physician cannot be reached concerning the member’s care and 
a plan physician is not available for consultation. In this situation 
Amerivantage must give the treating physician the opportunity 
to consult with a plan physician and the treating physician may 
continue with care of the patient until a plan physician is reached 
or one of the criteria in § 422.113 (c)(3). That is, when the 
financial responsibility ends with the following: 
i) A plan physician with privileges at the treating hospital 


assumes responsibility for the member’s care, 
ii) A plan physician assumes responsibility for the member’s 


care through transfer, 
iii) An Amerivantage representative and treating physician reach 


an agreement concerning the member’s care, or 
iv) The member is discharged. 


 
2) New Jersey 
New Jersey Public Law 2012 Chapter 18 specifies “Notwithstanding the 
provisions of any law or regulation to the contrary, the amounts 
hereinabove appropriated in the Managed Care Initiative account are 
subject to the following condition: Non‐contracted hospitals providing 
emergency services to Medicaid or NJ FamilyCare members enrolled in 
the managed care program shall accept as payment in full 95% of the 
amounts that the non‐contracted hospital would receive from Medicaid 
for the emergency services and/or any related hospitalization if the 
beneficiary were enrolled in Medicaid fee‐for‐service”. 
 
3) New York 


a) Definition of Emergency Medical Condition also includes Serious 
Disfigurement of such person. 


b) Definition of Emergency Services also includes psychiatric 
stabilization and medical detoxification from drugs or alcohol.  


c) In New York, both par and non‐par providers must be paid 
without regard to whether such services meet the definition of 
Emergency Medical Condition (Med/FHP contract appendix G).  
Participating (par) providers are paid at the contracted rate; non‐
par providers are paid at the Medicaid fee‐for‐service rate in 
effect on the date the service was rendered. 
 


4) Amerigroup Florida Medicaid (Non‐Reform only) does not pay for 
emergency transportation per the state contract.  


Attachment 5.1.11.1-1: Emergency Services – Core Process


IX-31







 


Emergency Services – Core Process    6 of 10 


 
5) Amerigroup Maryland, Inc.  


a) HealthChoice (Medicaid) does not reimburse for emergency 
transportation provided by a public or volunteer emergency 
service transporter (these are reimbursed by FFS). 
i) Maryland: COMAR 31.10.11.13: Payers may not deny 


coverage solely on the basis of ICD‐9 codes. Payers are also 
barred from denying coverage on the basis of ICD‐9 codes 
and then requiring resubmission of the claim as part of an 
appeals process. This bar applies even if the process is not 
labeled as an appeal. Whenever a payer (whether an MCO or 
a State) denies coverage or modifies a claim for payment, the 
determination of whether the prudent layperson standard 
has been met must be based on all pertinent documentation, 
must be focused on the presenting symptoms (and not on 
the final diagnosis), and must take into account that the 
decision to seek emergency services was made by a prudent 
layperson (rather than a medical professional). 


ii) We are permitted to pend a claim and request necessary 
additional medical documentation if we want to conduct a 
review of ER physician coding relative to a specific list of 
diagnoses. 


b) Primary Adult Care (PAC) 
i) COMAR 10.09.76.10(I):  Emergency Facility Services are 


covered when rendered in an emergency department of a 
hospital and the ER visit does not result in an admission to 
the hospital. (Professional services are not covered per 
COMAR 10.09.76.13) 


ii) COMAR 10.09.76.13:  Transportation services are not 
covered. 
 


6) Ohio 
 Absent a contract, OH regulations require the Health Plan to 
reimburse out of network providers at the lesser of billed charges or 
100% of the FFS rate. If an inpatient admission results, the health 
plan is required to reimburse at this rate only until a transfer to a par 
facility is possible, as determined by the attending physician. 
 


7) New Mexico Coordination of Long Term Services (CoLTS)  
a) Emergency services to undocumented aliens (as Eligible 


Individuals are defined in 8.325.10.12 NMAC) are not included in 
the benefit package.  Reimbursement for these services is made 
by the State on a fee‐for‐service basis. 


b) Per 8.307.8.18 NMAC, services provided for both physical and 
behavioral health emergency conditions, including emergency 
transportation, urgent conditions and post‐stabilization care, are 
to be covered only within the United States. 
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c) Amerigroup New Mexico requires that any continuing care be 
obtained from Amerigroup providers or from providers approved 
by Amerigroup when the following conditions are satisfied. 
i) Member’s medical condition is appropriately stabilized and 
permits transferring responsibility for the member’s care, 
without medically harmful consequences, to these providers; 
and 


ii) The transfer is consistent with the requirements of the 
federal Emergency Medical Treatment and Active Labor Act 
(EMTALA). 


d) If the emergency department is unable to stabilize and release 
the member, Amerigroup will assist in coordination for the 
inpatient admission regardless of whether the hospital is in‐
network or out‐of‐network. 


e) Additions to the Definitions above: 
i) Emergency Medical Condition:   
(1) Serious disfigurement. 
(2) With respect to a pregnant woman who is having 


contractions (potential labor): 
(a) that there is adequate time to effect a safe transfer to 


another hospital before delivery, or  
(b) that the transfer may pose a threat to the health or 


safety of the woman or the unborn child. 
ii) Mental Health Emergency:  An individual presents a danger 


to the life or safety of self‐individual or others. 
iii) Post‐stabilization Care Services: Services related to an 


Emergency Medical Condition that are provided after a 
member is medically stabilized in order to maintain the 
stabilized condition, or, under the circumstances described in 
42 C.F.R. §438.114(b) & (e) and 42 C.F.R. §422.113(c)(iii) to 
improve or resolve the member’s condition. 


iv) Urgent Mental Health Care:  Services for an individual with a 
mental disorder that manifests itself by symptoms of 
sufficient severity that the absence of prompt mental health 
treatment could reasonably be expected to result in a mental 
health emergency. 


f) Payment is considered for the following services based on 
eligibility and coverage criteria: 
i) If Amerigroup fails to provide twenty‐four (24) hour access to 
a physician, medically necessary and appropriate services 
that are related to the condition presented, and the provider 
provides that in an emergency facility to the member. 


ii) If the screening examination leads to a clinical determination 
by the examining physician that an actual emergency medical 
condition does not exist, then the determining factor for 
payment liability is whether the member had acute 
symptoms of sufficient severity at the time of presentation.  
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In these cases, Amerigroup will review the presenting 
symptoms of the member and will pay for all services 
involved in the screening examination where the present 
symptoms (including severe pain) were of sufficient severity 
to have warranted emergency attention under the prudent 
layperson standard.  If the member believes that a claim for 
Emergency Services has been inappropriately denied by 
Amerigroup, the member may seek recourse through 
Amerigroup’s appeal process and/or the State’s fair hearing 
process. 
 


8) Tennessee 
a) Per TN CRA 2.7.1.4 The MCO may establish arrangements with a 


hospital whereby the MCO may send one of its own providers 
with appropriate emergency room privileges to assume the 
attending provider’s responsibilities to stabilize, treat, and 
transfer the member, provided that such arrangement does not 
delay the provision of emergency services. 


b) Per TN CRA 2.7.1.7, the MCO can require preauthorization for 
hospital admission or follow‐up care once the member is 
stabilized. 
 


Note: Amerigroup Tennessee does not distinguish between inpatient 
and outpatient facilities with respect to its policies regarding 
emergency care. 


 
9) Georgia 


Contract Sections 4.6.1.2 and 4.6.1.6 Georgia 
a) Definition of Emergency Medical Condition also includes: 


Serious harm to self or others due to an alcohol or drug abuse 
emergency; Injury to self or bodily harm to others; or 
With respect to a pregnant woman having contractions: (i) that 
there is adequate time to affect a safe transfer to another 
hospital before delivery, or (ii) that transfer may pose a threat to 
the health or safety of the woman or the unborn child. 


b) Payment: If the screening examination leads to a clinical 
determination by the examining physician that an actual 
emergency medical condition does not exist, then the 
determining factor for payment liability is whether the member 
had acute symptoms of sufficient severity at the time of 
presentation.  In these cases, Amerigroup will review the 
presenting symptoms of the member and will pay for all services 
involved in the screening examination where the present 
symptoms (including severe pain) were of sufficient severity to 
have warranted emergency attention under the prudent 
layperson standard.   
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10) Georgia 
Planning for Healthy Babies (P4HB) Demonstration project defines 
an emergency medical condition as a medical condition resulting 
from a Demonstration related service and manifesting itself by acute 
symptoms of sufficient severity (including severe pain) that a 
prudent layperson, who possesses an average knowledge of health 
and medicine, could reasonably expect the absence of immediate 
medical attention to result in placing the health of the woman in 
serious jeopardy, serious impairments of bodily functions, or serious  
dysfunction of any bodily organ or part. A Demonstration related 
Emergency Medical condition shall not be defined on the basis of 
lists of diagnoses or symptoms. Post Stabilization Covered Services 
related to Demonstration related Emergency Medical Condition that 
are provided after a P4HB Participant is stabilized in order to 
maintain the stabilized condition or to improve or resolve the P4HB 
participant’s condition. 
 


11) Nevada 
Per RFP 1509 § 2.1.10.2, Amerigroup must pay an out of network 
provider who provides emergency services, applying the “prudent 
layperson” definition of emergency, a rate equivalent to that paid by 
DHCFP, unless otherwise mutually agreed to by Amerigroup and the 
party rendering the service. 
 


 
12) Washington 


Amerigroup is responsible for providing interpreter services for 
enrollees while accessing emergency services. Amerigroup must 
limit payment for emergency services furnished by a non‐par 
provider to the amount that would be paid under FFS.  For Healthy 
Options members, the only exclusions to Amerigroup’s coverage of 
emergency services are: 
a) Mental health services covered under a separate state contract 


and 
b) Dental services only if provided by a dentist or oral surgeon to 


treat a dental diagnosis (covered under FFS). 
 


References 
 


42 CFR 438.114; 42 CFR 422.113(c); Federal Requirement letter dated 
04.05.2000 (“SMD Letter – Managed Care Provisions Regarding 
Coverage of Emergency Services by MCOs – 04.05.2000”) 
42 CFR Ch. IV (10‐14‐06 Edition) 
§ 422.113 Special rules for ambulance services, emergency and urgently 
needed services, and maintenance and post‐stabilization care services. 
§ 422.214 Special rules for services furnished by non‐contract providers. 
 


Related Policies and 
Procedures 


Reimbursement Policy:  Transportation Services – Ambulance 
Coverage for Post Stabilization Care Services 
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Related Materials 
 


None 
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CORPORATE  
POLICY 


Subject:  
Coverage for Post Stabilization Care Services 


Primary Department:  
Healthcare Management Services 


Secondary Department(s):, 
Provider Services Organization  
National Customer Care 


Prior Policy Reference(s): 
 


Effective Date of Policy: 
June 17, 2009 


Date Policy Last Reviewed:
February 15, 2012 


Date Policy Last Revised: 
February 15, 2012 


Plan CEO or COO Approval/Signature: 
 


Corporate Dept Sr Mgmt Approval/Signature:
 


Check Only One: 


Policy is Corporate Owned
 


Policy is Health Plan Owned


Check All That Apply: 
Policy is applicable to: 


Corporate
 


All Health Plans
 


Only the following Health Plans (please list):  Applicable to Medicaid and Medicare 
(Note:  If there are multiple Health Plans within a state, please list each specific Health Plan directly above, as appropriate) 
 


 
Purpose 
 


To ensure Amerigroup provides coverage for post stabilization care 
services as appropriate. 
 


Definitions 
 


Post Stabilization Care Services: Services related to an emergency 
medical condition that are provided after a member is stabilized. These 
services may be provided in order to maintain the stabilized condition or 
to improve or resolve the member’s condition. 


Policy   
  1) Amerigroup covers post stabilization care services in accordance 


with applicable law. 
2) If the post stabilization care services are not pre‐approved: 


a) Amerigroup uses best efforts to respond in a timely manner 
when notified of post stabilization care services 


b) Amerigroup will not administratively deny coverage for services 
provided prior to a response  


c) Amerigroup may administratively deny coverage for post 
stabilization care services as a result of non‐notification in 
accordance with its notification policies and applicable law. 
i) If the post stabilization care services are administratively 


denied as a result of non‐notification, the denial letter 
includes language explaining if the ordering/admitting 
physician believes the member was not stable at the time 
services rendered/admitted, the ordering/admitting 
physician or the facility acting on his/her behalf may submit 
medical records for review and the decision will be 
reconsidered. 


d) In the event that post stabilization services are not pre‐approved 
and: 
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i) A health plan physician with privileges at the treating 
hospital assumes responsibility for the member’s care, 


ii) A health plan physician assumes responsibility for the 
member’s care through transfer, or 


iii) An Amerigroup representative and treating physician reach 
an agreement concerning the member’s care, then 
Amerigroup will cover such post‐stabilization care services as 
appropriate in accordance with the determination of such 
plan physician or such agreement. 


e) If medical necessity criteria is not met, the clinical information is 
sent to health plan Medical Director (or appropriate practitioner) 
for review and determination. 


 
Exceptions 
 


New Mexico ‐  


 In accordance with 8.307.8.18 NMAC, post‐stabilization services 
must be covered by Amerigroup only within the United States. 


 Amerigroup shall be financially responsible for paying all claims for 
all covered emergency and post‐stabilization services that are 
furnished by noncontract service providers, at no more than the 
Medicaid Fee‐For‐Service (FFS) rate, including medically or clinically 
necessary testing to determine if a physical or behavioral health 
emergency exists. 8.307.11.9(C) 


 Amerigroup must also reimburse for “days awaiting placement” for 
members that no longer meet stabilization or inpatient criteria but 
for whom no “safe and effective” post‐ acute care placement or 
discharge plan has been developed. 8.311.2.14 B. NMAC 


 
Georgia Medicaid (i.e. Georgia Families AGP) ‐ does not charge for in‐
network services that have been appropriately authorized. In 
accordance with managed care contract section 4.6.2 (Post‐Stabilization 
Services), Amerigroup is financially responsible for post‐stabilization 
services obtained within or outside the network that are not pre‐
approved, but administered to maintain the member’s stabilized 
condition within one (1) hour of a request to Amerigroup for pre‐
approval of further post‐stabilization care services. Amerigroup is also 
financially responsible for post‐stabilization care services obtained 
within or outside the network that are not pre‐approved, but are 
administered to maintain, improve, or resolve the member’s stabilized 
condition if Amerigroup does not respond to a request for pre‐approval 
within one (1) hour, or Amerigroup cannot be contacted, or Amerigroup 
and the treating physician cannot reach an agreement concerning the 
member’s care and a network provider or other organization 
representative is not available for consultation. In the event a member 
receives post stabilization services from a provider outside of the 
network, Amerigroup does not charge the member more than he or she 
would be charged if services were obtained through an in network 
provider.  
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Nevada – In accordance with Nevada RFP §2.1.10.2, a member who has 
an emergency medical condition may not be held liable for payment of 
subsequent screening and treatment needed to diagnose the specific 
condition or stabilize the patient. Per Nevada RFP § 2.1.10.3, 
Amerigroup is financially responsible for post‐stabilization services 
obtained within or outside the network that are not pre‐approved, but 
administered to maintain the member’s stabilized condition within one 
(1) hour of a request to Amerigroup for pre‐approval of further post‐
stabilization care services. Amerigroup is also financially responsible for 
post‐stabilization care services obtained within or outside the network 
that are not pre‐approved, but are administered to maintain, improve, 
or resolve the member’s stabilized condition if Amerigroup does not 
respond to a request for pre‐approval within one (1) hour, or 
Amerigroup cannot be contacted, or Amerigroup and the treating 
physician cannot reach an agreement concerning the member’s care 
and a network provider or other organization representative is not 
available for consultation. Charges for post stabilization care services 
provided by an out of network provider to a member may be no greater 
than the amount Amerigroup would charge if the services had been 
obtained in network. 
 
Medicare Advantage – In the event a member receives post stabilization 
services from a provider outside of the network, Amerigroup does not 
charge the member more than he or she would be charged if services 
were obtained through an in network provider.  
 
New Jersey – In accordance with managed care contract section 
4.2.1.B.3 (Emergency Services/Post‐Stabilization of Care) Amerigroup 
must comply with 42 C.F.R. § 422.113(c).  We  must cover post‐
stabilization services without requiring authorization regardless of 
whether the enrollee obtains the services in or out of network if: 
a) The services were pre‐approved by Amerigroup or its providers; or 
b) The services were not pre‐approved by Amerigroup because we did 


not respond to the provider of post‐stabilization care services’ 
request for preapproval within one (1) hour after being requested to 
approve such care; or 


c) Amerigroup could not be contacted for pre‐approval. 
 
New York – In accordance with MCD/FHP managed care contract 
Appendix G. Amerigroup must cover post‐stabilization furnished by a 
provider within or outside the network when they are pre‐approved by 
a participating provider, as authorized by Amerigroup, or other 
contracted vendor authorized by Amerigroup; when they are not pre‐
approved but administered to maintain the enrollee’s stabilized 
condition within one (1) hour of a request; if Amerigroup does not 
respond to a request for pre‐approval within one (1) hour; when 
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Amerigroup cannot be contacted; or when Amerigroup Clinical Reviewer  
and the treating physician cannot reach an agreement concerning the 
enrollee’s care and a plan physician is not available for consultation.  In 
this situation Amerigroup must give the treating physician the 
opportunity to consult with a plan physician and the treating physician 
may continue with care of the patient until a plan physician is reached 
or one of the following criteria is met: 


 An Amerigroup physician with privileges at the treating hospital 
assumes responsibility for the Enrollee’s care; 


 An Amerigroup physician assumes responsibility for the Enrollee’s 
care through transfer; 


 An Amerigroup clinical reviewer and the treating physician reach an 
agreement concerning the enrollee’s care; or 


 The enrollee is discharged.  
 
Ohio ‐ Requirements in OAC Rule 5101‐3‐26‐03 must be complied with 
for post‐stabilization care as follows: 
1) Post‐stabilization care services as defined in rule 5101:3‐26‐01 of the 


Administrative Code must be  provided and covered twenty‐four 
(24) hours a day, seven (7) days a week. 


2) We must designate a telephone line to receive provider requests for 
coverage of post‐stabilization care services. The line must be 
available twenty‐four hours a day. We must document that the 
telephone number and process for obtaining authorization has been 
provided to each emergency facility in the service area. We must 
maintain a record of any request for coverage of post‐stabilization 
care services that is denied including, at a minimum, the time of the 
provider's request and the time that we communicated the decision 
in writing to the provider. 


3) The provision and reimbursement requirements for these services 
are provided in this Rule. 


 
Texas ‐ In accordance to 8.2.2.1 of the Uniform Managed Care Contract 
(UMCC) AGP must cover and pay for Post Stabilization Care Services in 
the amount, duration and scope necessary to comply with 42 CFR Sec. 
438.114 (b) & (c)  and 42 CFR Sec. 422.113 (c) (iii). AGP is financially 
responsible for post‐stabilization care services obtained within or 
outside the network that are not pre‐approved, but administered to 
maintain, improve, or resolve the member’s stabilized condition if:  
1) AGP does not respond to a request for pre‐approval within 1 hour;  
2) AGP cannot be contacted; or 
3) AGP and the treating provider cannot reach an agreement 


concerning the member’s care and a participating provider is not 
available for consultation. In this situation, the HMO must give the 
treating physician the opportunity to consult with a participating 
provider and the treating physician may continue with care of the 
patient until the participating provider is reached. The HMO’s 
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financial responsibility ends as follows: the HMO provider with 
privileges at the treating hospital assumes responsibility for the 
member’s care; the HMO physician assumes responsibility for the 
member’s care through transfer; the HMO and the treating physician 
reach an agreement concerning the member’s care; or the member 
is discharged.  


 
References 
 


42 CFR: 438.114 
42 CFR 422.113(c) 
New Mexico:  8.307.8.18 NMAC and 8.307.11.9(C) 
Nevada:  RFP §2.1.10.2 and RFP § 2.1.10.3 
New Jersey: Contract section 4.2.1.B.3 and 42 C.F.R. § 422.113(c).   
Ohio:  OAC Rule 5101‐3‐26‐03, Administrative Code rule 5101:3‐26‐01 
Texas: UMCC 8.2.2.1 Emergency Services  
Tennessee: TennCare Contract Section 2.7.1 
 
 


Related Policies and 
Procedures 
 


None 
 


Related Materials 
 


None 
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DEPARTMENT 
PROCEDURE 


Subject: 
Continuity of Care ‐ NV 


Primary Department: 
Healthcare Management Services 


Secondary Department(s):
National Customer Care 
Provider Relations – Health Plan 


Prior Procedure Reference(s):
 


Effective Date of Procedure: 
January 1, 2009 


Date Procedure Last Reviewed:
 April 18, 2012 


Date Procedure Last Revised:
 April 18, 2012 


Plan CEO Approval/Signature: 
 


Corporate Dept Sr Mgmt Approval/Signature:
 


Check Only One: 


Procedure is Corporate Owned
 


Procedure is Health Plan Owned


Check All That Apply: 
Procedure is applicable to: 


Corporate
 


All Health Plans
 


Only the following Health Plans (please list):  Nevada 
(Note:  If there are multiple Health Plans within a state, please list each specific Health Plan directly above, as appropriate) 
 


 
Purpose 
 


To promote continuity of care services as deemed medically necessary 
to avoid adverse impacts upon a new or existing member’s health 
status. 
 


Definitions 
 


Continuity of Care:  The continuance of care rendered by a non‐
participating practitioner for the purpose of continued treatment due to 
the complexity or advanced phase of the medical condition for members 
who are newly enrolled, and/or to avoid a lapse in care for a medical 
condition requiring continued care.  Continuity of care can also be 
established for existing members who have conditions that require 
treatment by a practitioner not currently in, or recently terminated 
voluntarily from, the network. 
 
Insolvency:  When a health plan has no money or other means to stay 
open and give health care to members. 
 
MCO: Managed Care Organization 
 


Procedures 
 


1) When a newly enrolled member (or their representative), regardless 
of where they received their prior coverage (e.g.: fee‐for‐service 
[FFS] or from another MCO), or a practitioner of a newly enrolled 
member, requests approval for continuity of care services, a 
National Customer Care (NCC) Pre‐authorization Nurse obtains 
information relating to the request, the reason for the request, and 
then verifies the enrollment date. 


 
2) When an existing member (or their representative), or a non‐


participating practitioner of an existing member requests approval 
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for continuity of care services, the National Customer Care (NCC) 
Pre‐authorization Nurse reviews the request and circumstances 
surrounding the request to determine if the member’s condition 
requires continuity of care, or if the member should be referred to 
an appropriate in‐network practitioner. 
a) If the above information meets the continuity of care guidelines 


as outlined in sections 5, 6, 7 & 8 below, and the service is to be 
rendered within the residential state of the health plan, and the 
non‐participating provider is willing to cooperate (e.g., use 
network facilities, negotiate acceptable rates), the NCC Pre‐
authorization Nurse generates the authorization in the claims 
processing system and sends correspondence to the health plan 
designee, notifying them of the authorization for the continuity 
of care visit. 


b) If the non‐participating provider accepts the appropriate state 
Medicaid FFS rate(s), the NCC Pre‐authorization Nurse 
documents this information in the authorization record in the 
claims processing system and enters the appropriate Health Care 
Management Services (HCMS) system code to prompt the Plan 
to complete a single case agreement (SCA). 


c) Deliveries shall be paid according to the following: 
d) OB providers shall be paid on a fee‐for‐service basis (visit by visit 


by visit schedule), with separate payment for the delivery itself if 
they have seen the member less than seven (7) times during her 
pregnancy. 


e) If the OB provider has seen the member seven (7) or more times, 
the OB provider may bill for global payment including 
antepartum care, delivery and postpartum care.   


f) Certified Nurse Midwives and Family Planning providers are to 
be reimbursed at the Medicaid FFS schedule and do not require a 
pre‐certification. 


g) Other than those providers listed above, if the non‐participating 
provider does not accept the appropriate state Medicaid FFS 
rate(s), the NCC Pre‐authorization Nurse documents this 
information in the authorization record in the claims processing 
system, and advises the practitioner that the case must be 
forwarded to the health plan for further consideration.  The NCC 
associate enters the appropriate HCMS system code for Plan 
notification. The provider will also be offered the opportunity to 
become part of the Amerigroup provider network. 


h) If the information does not meet continuity of care criteria, or 
the service is to be rendered outside of the residential state of 
the health plan, the NCC Pre‐authorization Nurse explains to the 
caller that the request requires Medical Director review and a 
decision will be rendered within two (2) business days of receipt 
of the necessary information.  The NCC Pre‐authorization Nurse 
enters appropriate HCMS system code for plan notification. 
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3) Upon receiving the information from the NCC, the health plan 


designee follows‐up with the member and/or practitioner to 
determine the plan of care and initiate planning for transition to an 
appropriate participating specialist whenever possible. 
a) The health plan is responsible for coordinating services provided 


with the services the member may receive from any other MCO. 
b) Upon request or notification of need, the health plan will 


communicate to other MCOs serving the member the results of 
identification and assessment of any special health care needs to 
ensure that services are not duplicated, and to ensure continuity 
of care. 


c) In the process of coordinating care, each member’s privacy is 
protected consistent with the Health Insurance Portability and 
Accountability Act (HIPAA) requirements. 


 
4) In addition to routine care coordination with other MCOs, the Plan is 


responsible for designating a specific clinician or Case Manager to 
ensure continuity of services for members with special needs.  These 
members may include, but are not limited to, juveniles temporarily 
detained by a state or county agency, severely emotional disturbed 
children and adults with serious mental illness, children with special 
health care needs and women with high‐risk pregnancies.  Care 
coordination must address critical issues such as out‐of‐home 
placement, specialized mental health services and therapies, and 
needs that may typically be filled by community resources and social 
services programs. 


 
5) The Plan is responsible for members as soon as they are enrolled.  If 


the Plan is aware of the member in treatment, Amerigroup will 
honor authorizations issued by the prior MCO. 


 
6) New enrollees shall be permitted to continue to receive ongoing 


treatment from a non‐participating provider , with approval of the 
local health plan, until such time that a safe transition can occur to a 
network provider, unless the non‐network provider becomes 
contracted with Amerigroup in the following situations: 


 
a) Members who are in the third trimester of pregnancy, or 


identified high‐risk pregnancy; 
b) Members in the process of major organ or tissue transplantation 


services; 
c) Members with chronic illness; 
d) Members with terminal illness; 
e) Members with intractable pain; 
f) Members currently receiving chemotherapy and/or radiation 


therapy; 
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g) Members receiving significant outpatient treatment or dialysis; 
h) Members receiving prescription medications or durable medical 


equipment; 
i) Members receiving other services not included in the State Plan, 


but covered by Medicaid under Early and Periodic Screening, 
Diagnosis and Treatment Program (EPSDT) for children; 


j) Members who at enrollment: 
i) Are scheduled for inpatient surgery(s) 
ii) Are currently in the hospital; 
iii) Have prior authorization for procedures and/or therapies for 


dates after their enrollment; and/or, 
iv) Have post‐surgical follow‐up visits scheduled after their 


enrollment 
 


7) It may be necessary to transfer a member from one MCO to another 
or to FFS. When notified that a member has been transferred to 
another Plan or to FFS, Amerigroup will ensure appropriate sharing 
of relevant member information, medical records and other 
pertinent materials to the other Plan or FFS provider. 
a) Prior to transferring a recipient, the Plan (via contracted 


providers) sends the receiving Plan or provider information 
regarding the member’s condition.  This information includes the 
name of the assigned PCP, as well as the following information, 
without limitation, as to whether the member is: 
i) Hospitalized; 
ii) Pregnant; 
iii) Receiving dialysis; 
iv) Chronically ill (e.g.: diabetic, hemophilic, etc.); 
v) Receiving significant outpatient treatment and/or 


medications, and/or pending payment authorization request 
for evaluation or treatment; 


vi) On an apnea monitor; 
vii) Receiving behavioral or mental health services; 
viii)  Receiving Nevada Early intervention services in accordance 


with an Individualized Family Service Plan (IFSP).  The IFSP 
provides a Case Manager who assists in developing a plan to 
transition the child to the next service delivery system.  For 
most children, this would be the school district and services 
are provided for the child through an Individualized 
Education Program (IEP); 


ix) Involved in, or pending authorization for, major organ or 
tissue transplantation; 


x) Scheduled for surgery or post‐surgical follow‐up on a date 
subsequent to transition; 


xi) Scheduled for prior authorized procedures and/or therapies 
on a date subsequent to transition; 


xii) Referred to a specialist(s); 
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xiii) Receiving substance abuse treatment for members twenty‐
one (21) and older; 


xiv) Receiving prescription medications; 
xv) Receiving durable medical equipment or currently using 


rental equipment; 
xvi) Currently experiencing health problems; or 
xvii)Receiving case management (including the Case Manager’s       


                   name and phone number). 
 
8) Primary Care Provider (PCP)/Specialist Provider Changes 


a) PCP/specialist provider changes generally occur as a result of the 
following situations: 
i) The member voluntarily requests to change the 


PCP/specialist provider. 
ii) The PCP/specialist provider terminates participation within 


the Amerigroup network. 
iii) The PCP/specialist provider is involuntarily terminated from 


the Amerigroup network. 
b) If the member requests the PCP/specialist provider change, the 


Amerigroup associate speaking with the member counsels the 
member regarding the need to sign a release of information 
form in order for the existing PCP/specialist provider to send the 
previous medical record information to the newly selected 
PCP/provider. 


c) If the PCP terminates participation within the Amerigroup 
network, the Health Plan Provider Relations Department 
communicates this information to the Health Plan Health care 
Management Services Department designee who reviews the 
PCP panel to determine which members may need continuity of 
care authorizations. 


d) If the PCP is involuntarily terminated from the Amerigroup 
network by the Credentialing Committee, the Health Plan 
Provider Relations Department communicates this information 
to the appropriate Health Plan designee who reviews the PCP 
panel to determine which members may need to select a new 
PCP. 


 
 


Exceptions 
 


None 
 


References 
 


42 CFR 438.208(b) (2), (3), & (4) 
NCQA QI 10: Continuity and Coordination of Medical Care 
RFP 1509 Section 2.1.12 
RFP 1509 Section 2.2.10.2 
MSM Chapter 2500 
§2.1.12 Coordination with Other MCOs and Other Services 
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Related Policies and 
Procedures 
 


Out of Service Area/Out of Network Care 
Provider Terminations – Primary Care Provider, Specialist and Hospital 
 


Related Materials 
 


None 
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Dear Member: 
 
Welcome to Amerigroup Community Care. We are excited that you chose us to arrange quality health 
care benefits for your family. 
 
This member handbook tells you how Amerigroup works and how to keep your family healthy. It also 
explains how to get health care when you need it. 
 
If you have a child, he or she can join a Boys & Girls Club. This is a special Amerigroup benefit for 
members ages 6 to 11. The clubs provide many fun and educational activities for children. They are a 
great place to go after school. Plus, we offer a free sports physical every 12 months by an Amerigroup 
primary care provider for children ages 6 to 18. 
 
You have probably already received your Amerigroup ID card. If not, you should receive it in a few 
days. Your ID card tells you when your Amerigroup membership starts. The name of your family doctor 
is on the card, too. Please check your ID card right away. If the name of your doctor or any other 
information is not right, please call us at 1-800-600-4441. We will send you a new ID card with the 
correct information. 
 
If you need to reach us, you can call Member Services at 1-800-600-4441, Monday through Friday from 
8:00 a.m. to 5:00 p.m. Pacific time. If you are deaf or hard of hearing, please call the toll-free AT&T 
Relay Service at 1-800-855-2880. 
 
You can talk to a Member Services representative about your benefits or visit our website at 
www.myamerigroup.com/NV. You can also talk to a nurse on our 24-hour Nurse HelpLine if you need 
medical advice.  
 
Thank you again for choosing us as your family’s health plan. We are here to help you get the care you 
need, when you need it. 
 
Sincerely, 
 


 
Eric Lloyd 
Chief Operating Officer 
Amerigroup Community Care 
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AMERITIPS 
HEALTH TIPS THAT MAKE HEALTH HAPPEN 


 
YOU NEED TO GO TO YOUR DOCTOR NOW! 


 
WHEN IS IT TIME FOR A WELLNESS VISIT? 
It is important for all Amerigroup members to have regular wellness visits. This way, your Primary Care 
Provider (PCP) can help you stay healthy. When you become an Amerigroup member, call your PCP and 
make the first appointment for you and your child before the end of 90 days. 
 
WELLNESS CARE FOR CHILDREN, THE HEALTHY KIDS PROGRAM 
Children need more wellness visits than adults. These wellness visits for children are part of Nevada’s 
Healthy Kids Program. Your child should get wellness visits at the times listed below: 
• Newborn 
• 3–5 days old 


• 15 months old 
• 18 months old 


• 1 month old • 24 months old 
• 2 months old • 30 months old 
• 4 months old • 3 years old 
• 6 months old • 4 years old 
• 9 months old • 5 years old 
• 12 months old • 6 years old 


 
After age 6, you and your child should keep going to your PCP every year for wellness visits. 
 
WHAT IF I BECOME PREGNANT? 
If you think you are pregnant, call your PCP or OB/GYN right away. This can help you have a healthy 
baby.  
 
If you have any questions or need help making an appointment with your PCP or OB/GYN, please call 
Amerigroup Member Services at 1-800-600-4441, Monday through Friday from 8:00 a.m. to 5:00 p.m. 
Pacific time. If you are deaf or hard of hearing, please call the toll-free AT&T Relay Service at 
1-800-855-2880. 


 
ALERT: Keep the right care. Do not lose your health care benefits. Renew your eligibility for Medicaid 
or Nevada Check Up benefits on time. See Page 54 for more details. 
 
Don’t miss getting important information! If you move or your phone number changes, please notify 
your Medicaid caseworker or Nevada Check Up.  


 
Amerigroup is a culturally diverse company. We welcome all eligible individuals into our health care programs, 
regardless of health status. If you have questions or concerns, please call 1-800-600-4441 (TTY 1-800-855-2880) 
and ask for extension 34925. Or visit www.myamerigroup.com. 
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AMERIGROUP COMMUNITY CARE MEMBER HANDBOOK 
7251 West Lake Mead Boulevard, Suite 104 • Las Vegas, Nevada 89128 


1-800-600-4441 
TTY 1-800-855-2880 


www.myamerigroup.com/NV 
 


Welcome to Amerigroup Community Care! You will get most of your health care services covered through 
Amerigroup. This member handbook will tell you how to use Amerigroup to get the health care you need.  
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WELCOME TO AMERIGROUP COMMUNITY CARE! 


Information About Your New Health Plan 
We are a Health Maintenance Organization (HMO). As part of the Nevada Medicaid and Nevada 
Check Up programs, we help you get the right care close to home. We serve: 
• Medicaid recipients 
• Nevada Check Up enrollees (children under age 19 who are not eligible for Medicaid but meet 


certain income requirements) 
• Pregnant women in the Health Insurance Flexibility and Accountability (HIFA) waiver program 
We offer you health care coverage if you live in urban Clark and Washoe counties. 
 
As a member of Amerigroup, you will work together with your Primary Care Provider (PCP) to: 
• Help keep you healthy  
• Care for your health problems 
• Refer you to specialists when you need it 


How to Get Help 
We are here to help you. We want you to be happy with the care you get. You can contact our 
automated number 24 hours a day, 7 days a week at 1-800-600-4441. If you are deaf or hard of 
hearing, please call the toll-free AT&T Relay Service at 1-800-855-2880. If you: 
• Have any questions about our health plan 
• Need to speak to a Nurse on the 24-hour Nurse HelpLine 
• Need help getting care or finding a network PCP  
• Want to find out what health benefits and services are available to you and your child 
• Need a translator to communicate with your PCP in your native language 
• Need an interpreter if you or your child are deaf or hard of hearing 
• Want to suggest how we can make your health plan better 
• Want to participate in a committee to help improve health care services and community education 


Online and Automated Self-Service Features 


We have two easy ways to get services 24 hours a day, 7 days a week: 
• Our automated line 1-800-600-4441 (TTY 1-800-855-2880)  
• Our member website at www.myamerigroup.com/NV 
 
On the website, you can: 
• Choose or find a PCP in the Amerigroup network 
• Change your PCP 
• Request an ID card 
• Update your address or phone number 
• Request a member handbook or provider directory 
• Learn about community programs and services 
• Ask questions or make comments to help improve Amerigroup 
• Learn about your rights and responsibilities as a member 
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• Report waste, fraud and abuse 
• Read what we are doing to preserve your safety and privacy 


Member Services  


You can call our Member Services department Monday through Friday, 8:00 a.m. to 5:00 p.m. Pacific 
time, except for holidays. If you call after 5:00 p.m., you can leave a voice mail message. One of our 
Member Services representatives will call you back the next working day. He or she can help answer 
your questions about: 
• This member handbook • Wellness care 
• Member ID cards • Special kinds of health care 
• Your doctors • Healthy living 
• Doctor visits • Grievances and appeals 
• Health care benefits • Rights and responsibilities 
 
You can also call us: 
• If you wish to request a copy of the Amerigroup Notice of Privacy Practices. This notice describes: 


- How medical information about you may be used and disclosed  
- How you can get access to this information 


If You Move or Your Family Size Changes 


If you are a Medicaid member, you must contact your welfare caseworker as soon as you move to 
report your new address or if your family size changes. You can find the welfare phone number in the 
section Other Important Phone Numbers. 
 
If you are a Nevada Check Up member, you should call Nevada Check Up when your family size 
changes. You should also call Nevada Check Up as soon as you move to report your new address. Call 
Nevada Check Up toll free at 1-800-360-6044. 
 
Once you call the state, you should then call Amerigroup Member Services. If you move out of the 
service area, you will continue to get health care services through us until you are disenrolled. You 
must call Amerigroup before you can get any services in your new area unless it is an emergency. 


 
For members who do not speak English: 
• We can help in many different languages and dialects 
• We can help find and pay for a person who speaks your language to help you communicate with 


your PCP during your appointment and go to your doctor visits at no cost to you. Please let us know 
if you need a translator at least 24 hours before your appointment. Call Member Services for more 
information 


 
For members who are deaf or hard of hearing: 
• Call the toll-free AT&T Relay Service TTY at 1-800-855-2880  
• We will set up and pay for you to have a person who knows sign language to help you 


communicate during a doctor visit 
• Please let us know if you need an interpreter at least 24 hours before your appointment 
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Amerigroup 24-Hour Nurse HelpLine 


Call our 24-hour Nurse HelpLine at 1-800-600-4441 if you need advice on: 
• What to do to take care of yourself before you see the doctor 
• How soon you need to get care for an illness 
• What kind of health care you need 
• How you can get the care that is needed 
 
We want you to be happy with all the services you get from our network of providers and hospitals. If 
you have any problems, please call Member Services or visit us online.  
We want to: 
• Help you with the care you need 
• Help you correct any problems you may have with your care 
• Help make your health care plan better 
 
Other Important Phone Numbers 
 
Service Information Phone Number 
Emergencies Call or go to the nearest hospital emergency 


room 
911 


Nevada Check Up Find out about the program’s eligibility  
and premium requirements  


Carson City 
775-684-3777 
Toll free in-state: 
1-877-543-7669 (KIDS 
NOW) 
Toll free out-of-state: 
1-800-360-6044 


Nevada Medicaid For information on the program, call the  
Division of Welfare and Supportive Services 
(DWSS) that’s right for you 


775-684-7200 (North) 
702-486-1646 (South) 
Toll-free: 1-800-992-0900 


Behavioral health care If you need behavioral health care,  
call Member Services 


Toll-free: 1-800-600-4441 


Scion Dental If you need dental care Toll-free: 1-877-378-5302 
eyeQuest If you need eye care Toll-free: 1-888-300-9025 
Disease management If you want information about our disease 


management programs, call and ask to speak 
with a Disease Management care manager  


Toll-free: 1-800-600-4441 


LogistiCare If you are a Nevada Medicaid recipient and need 
help arranging transportation for medically 
needed appointments and treatments. This 
service is not available for Nevada Check Up 
members. 


Toll-free: 1-888-737-0833 
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Your Amerigroup Member Handbook 


This handbook will help you understand your health care plan. The other side of this handbook is in 
Spanish.  


 


If you have questions, need help understanding or reading your member handbook, or if you want the 
handbook in a different format or language, call Member Services. The translation may take some 
additional time. We will let you know when it can be available.  
 
We can also have this member handbook available in:  
• A large-print version 
• An audio version  
• A Braille version  
 
When there are member handbook changes that impact your access to services or change the 
Medicaid and Check Up programs, we will let you know.  
 
We may tell you about member handbook changes through:  
• A newsletter 
• A reference letter that you can keep with your member handbook 
• Our member website at www.myamerigroup.com/NV 


Your Amerigroup ID Card 
If you do not have your Amerigroup ID card yet, you will get it soon.  
• Please carry it with you at all times  
• Show it to any doctor, hospital or pharmacy you visit  
 
This card identifies you as an Amerigroup Community Care member. It tells you who your PCP is. It also 
tells providers and hospitals we will pay for the medically needed services listed in the section 
Amerigroup Covered Services. 
 
Your Amerigroup ID card shows: 
• The name and phone number of your PCP  
• Your Medicaid or Nevada Check Up identification number  
• The date you became an Amerigroup member  
• Many important phone numbers you need to know like: 


- Our Member Services department  
- Our Nurse HelpLine 
- The phone numbers to call to get eye and dental care 


 
If your Amerigroup ID card is lost or stolen, we will send you a new one. Call us right away at 
1-800-600-4441, Monday through Friday from 8:00 a.m. to 5:00 p.m. Pacific time. If you are deaf or 
hard of hearing, please call the toll-free AT&T Relay Service at 1-800-855-2880. 
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YOUR PROVIDERS 


Picking a Primary Care Provider 
All Amerigroup members must have a family doctor. This doctor is called a Primary Care Provider (PCP). 
When you enrolled in Amerigroup, you should have picked a PCP. If you didn’t choose a PCP, we 
assigned one to you. We picked one that should be close to where you live. The name and phone 
number of your PCP is on your Amerigroup ID card. 
 
If we assigned a PCP to you, you can pick another one. Just look in the provider directory that came 
with your new member package. We can also help you pick a PCP. Call Member Services for help. You 
can also find a PCP at www.myamerigroup.com/NV.  
 
If you are already seeing a PCP, you can look in the provider directory to see if that provider is in our 
network. If so, you can tell us you want to keep that PCP. Call Member Services. We will change your 
PCP and send you a new member ID card. 
 
Your PCP must be in the Amerigroup network  
• Your PCP will give you a medical home. That means he or she will get to know you and your health 


history  
• Your PCP will give you all of the basic health services you need. He or she will also send you to 


other doctors or hospitals when you need special care  
• Your PCP can help you get quality care 
 
Your PCP can be any of the following, as long as he or she is in the Amerigroup network: 
• Family or general practitioners • Physician assistants 
• Internists • Certified nurse practitioners 
• Pediatricians • Federally qualified health centers  
• Obstetricians/gynecologists (for women 


when they are pregnant) 
 


 
You and your children do not have to have the same PCP, but a newborn will be assigned to the same 
PCP as the other covered children in the family. 


Where to Get a List of Amerigroup Network Providers 
In addition to this member handbook, we’ll give you a provider directory. You should have received the 
provider directory with your new member package. The provider directory includes a list of providers, 
PCPs, specialists and hospitals that participate with Amerigroup. The directory will show if the provider 
is accepting new patients and if he or she is board certified. The directory also lists:  
• Office addresses 
• Office phone numbers 
• Office hours 
• Languages spoken at the office 
 
If you did not receive a provider directory, please contact Member Services. We will send you a new 
one. This information is also at www.myamerigroup.com/NV to help you communicate with your PCP 
during your appointment. Click on Find a Provider. 
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Second Opinion 
Amerigroup members have the right to ask for a second opinion about the use of any covered health 
care services. You can get a second opinion from a network provider or a non-network provider if a 
network provider is not available. Ask your PCP to submit a request for you to have a second opinion. 
This is at no cost to you. Once the second opinion is approved:  
• You will hear from your PCP  
• Your PCP will let you know the date and time of the appointment  
• Your PCP will also send copies of all related records to the provider who will provide the second 


opinion  
• Your PCP will let you and Amerigroup know the outcome of the second opinion 


If You Had a Different Primary Care Provider Before You Joined Amerigroup  
Before you joined Amerigroup, you may have been seeing a PCP for an illness or injury who is not in 
our network. Please let us know about the care you were receiving for any illnesses or injuries before 
you joined Amerigroup. In some cases, you may be able to keep seeing this PCP for care while you pick 
a new PCP who is in our network. Call Member Services to find out more. Amerigroup will make a plan 
with you and your providers. We will do this so we all know when you need to start seeing your new 
Amerigroup network PCP. 


If Your Primary Care Provider’s Office Moves, Closes or Leaves the Amerigroup 
Network 
Your PCP’s office may move, close or leave the Amerigroup network. If this happens, we will: 
• Call or send you a letter within 15 business days of when we receive the provider termination 


notice to tell you; in some cases, you may be able to keep seeing this PCP for care while you pick a 
new PCP (call Member Services to find out more about this)  


• Make a plan with you and your PCP, so we all know when you need to start seeing your new 
Amerigroup network PCP  


• Help you pick a new PCP if you ask us for help. Call Member Services. 
• Send you a new ID card within five working days after you pick a new PCP 


How to Change Your Primary Care Provider 
If you need to change your PCP, you may pick another PCP from the network. To change your PCP, do 
one of the following: 
• Look in the Amerigroup provider directory that came with your new member package  
• Go to www.myamerigroup.com/NV to search or view the provider directory online  
• Call Member Services for help at 1-800-600-4441  
When you ask to change your PCP: 
• We can make the change the same day you ask for it  
• The change will be effective the next day  
• You will get a new ID card in the mail within five working days after your PCP has been changed 
• Call the PCP’s office if you want to make an appointment. The phone number is on your 


Amerigroup ID card 
 
If you need help, call Member Services. We will help you make the appointment. 
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If Your Primary Care Provider Asks for You to Be Changed to Another Primary Care 
Provider 
Your PCP may ask for you to be changed to another PCP. Your PCP may do this if: 
• Your PCP does not have the right experience to treat you 
• The assignment to your PCP was made in error (like an adult assigned to a child’s PCP) 
• You fail to keep your appointments without calling the PCP to let them know or schedule a new 


appointment  
• You do not follow his or her medical advice over and over again 
• Your PCP agrees a change is best for you and your medical needs 


If You Want to Go to a Provider Who Is Not Your Primary Care Provider 
If you want to go to a provider who is not your PCP, talk to your PCP first. In most cases, your PCP 
needs to give you a referral so you can see another provider. This is done when your PCP cannot give 
you the care you need. In these cases, if you go to a provider that your PCP has not referred you to, the 
care you get may not be covered by Amerigroup.  
 
Please read the section about Specialists to learn more about referrals. Also read the section Services 
That Do Not Need a Referral for more details. 


If Services You Need Are Not Available From an Amerigroup Network Provider 
If you require medically needed care that is not available from an Amerigroup network provider and 
your PCP requests the services, Amerigroup will provide those services at no cost to you for as long as 
the service you need is required and not available from an Amerigroup network provider.  


Picking a Women’s Health Services Provider 
Female members can see an Amerigroup network obstetrician and/or gynecologist (OB/GYN) for 
OB/GYN health needs. These services are provided at no additional cost to Amerigroup members and 
include:  
• Well-woman visits 
• Prenatal care  
• Care for any female medical condition  
• Family planning 
• Referral to a special provider within the network  
You do not need a referral for any well-woman visits from your PCP to see an OB/GYN, or any qualified 
family planning provider, even if this provider is not part of the Amerigroup network.  
 
If you do not want to go to an OB/GYN, your PCP may be able to treat you for your OB/GYN health 
needs.  
• Ask your PCP if he or she can give you OB/GYN care. If not, you will need to see a network OB/GYN 


provider.  
• Choose an OB/GYN from the list of network OB/GYNs in the Amerigroup provider directory that 


came with your new member package. You can also search for an OB/GYN using our online 
provider directory at www.myamerigroup.com/NV 
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While you are pregnant, your OB/GYN can be your PCP. The nurses on our 24-hour Nurse HelpLine can 
help you decide if you should see your PCP or an OB/GYN. If you need help picking an OB/GYN, you 
can:  
• Refer to the Amerigroup provider directory that came with your new member package or go online 


at www.myamerigroup.com/NV 
• Call Member Services  
 
If you are within the third trimester of pregnancy when you enroll in Amerigroup and the provider you 
are currently seeing is not part of the Amerigroup network, you may continue to receive OB/GYN care 
from your current family doctor, nurse practitioner and/or specialist through the remainder of your 
pregnancy, delivery and for a set time period after delivery for postpartum care. After your last 
postpartum appointment, you will need to go to an Amerigroup network provider.  


Specialists  
Your PCP can take care of most of your health care needs, but you may also need care from other kinds 
of providers. Amerigroup offers services from many different kinds of providers who provide other 
medically needed care. These providers are called specialists because they have training in a special 
area of medicine.  
 
Examples of specialists are: 
• Allergists (allergy doctors) 
• Dermatologists (skin doctors)  
• Cardiologists (heart doctors) 
 
Your PCP will refer you to a specialist in the network if he or she cannot give you the care you need.  


• In most cases, you need to have a referral from your PCP to see a specialist  
- Your PCP will give you a referral form so you can see the specialist. The referral form tells you 


and the specialist what kind of health care you need.  
- Be sure to take the referral form with you when you go to the specialist  


• In a few cases, a referral is not needed. Read the section in this handbook Services That Do Not 
Need a Referral for more details. 


 
Sometimes, a specialist can be your PCP. This may happen if you have a special health care need that is 
being taken care of by a specialist. If you believe you have special health care needs, you can: 
• Talk to your PCP  
• Call Member Services 
 
If you are receiving care from a specialist that is not part of the Amerigroup network when you join 
Amerigroup, please let us know. In some cases, you may be able to keep seeing this specialist until you 
can be changed to an Amerigroup network specialist. Call Member Services to find out more. 


If Your Specialist’s Office Moves, Closes or Leaves the Amerigroup Network 
If you are currently receiving care from a specialist whose office has moved, closed or who will no 
longer participate in the Amerigroup network, we will: 
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• Call or send you a letter within 15 business days of when we receive the provider termination 
notice to tell you. In some cases, you may be able to keep seeing this specialist for care while you 
pick a new specialist. Call Member Services to find out more about this. 


• Make a plan with you and your specialist, so we all know when you need to start seeing your new 
Amerigroup network specialist  


• Help you pick a new specialist if you ask us for help. Call Member Services. 


GOING TO THE PRIMARY CARE PROVIDER 


Your First Primary Care Provider Appointment 
You can call your Primary Care Provider (PCP) to set up your first visit.  
• Call your PCP for a wellness visit (a general checkup) within 90 calendar days of enrolling in 


Amerigroup  
• If you have already been seeing the PCP who is now your Amerigroup network PCP, call the PCP to 


see if it is time for you to get a checkup. If it is, set up a visit with your PCP as soon as you can. 
• If you want our help setting up your first visit, just call Member Services 
 
By finding out more about your health now, your PCP can take better care of you if you get sick.  


How to Make an Appointment 
It is easy to set up a visit with your PCP.  
• Call the PCP’s office. The phone number is on your Amerigroup ID card. 
• Let the person you talk to know what you need (for example, a checkup or a follow-up visit) 
• Tell the PCP’s office if you are not feeling well. This will let them know how soon you need to be 


seen. 
 
If you need help, call Member Services. We will help you make the appointment. 


Wait Times for Appointments 
We want you to be able to get care at any time. When your PCP’s office is closed, an answering service 
will take your call. Your PCP should call you back within 30 minutes.  
 
When you go to the office for your appointment, you should not have to wait more than one hour to 
be seen. 
 
Talk to your PCP and set up an appointment. You will be able to see the PCP as follows: 
 


Wait Times for Appointments 


Emergencies (Call 911 or go to the nearest hospital) Immediately 
Visits to your PCP*  


Routine care Within two weeks 
Urgent care Within two calendar days 


Visits to a specialist*  
Routine care Within 30 calendar days of referral 
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Wait Times for Appointments 


Urgent care Within three calendar days of referral 
Visits to a dentist  


Routine care Within 30 calendar days 
Urgent care Within three calendar days 
Referral appointments  Within three calendar days 


Visits for prenatal care*  
First trimester Within seven calendar days 
Second trimester Within seven calendar days 
Third trimester Within three calendar days 
High-risk pregnancies Within three calendar days or sooner if 


needed 
*Same-day, medically needed appointments are also available 


What to Bring When You Go for Your Appointment 
When you go to your PCP’s office for your visit, be sure you have: 
• Your Amerigroup ID card  
• Any medicines you take now  
• Any questions you may want to ask your PCP  
 
If the appointment is for your child, be sure you bring your child’s: 
• ID cards  
• Shot records  
• Any medicine he or she is taking 


How to Cancel an Appointment 
If you make an appointment with your PCP and then cannot go, it’s important to: 
• Call the PCP’s office or call Member Services if you want us to cancel the appointment for you  


- Try to call at least 24 hours before you are supposed to be there  
- This will let someone else see the PCP at that time 


• Tell the office to cancel the visit  
• Make a new appointment when you call  
 
If you do not call to cancel your PCP visits over and over again, your PCP may ask for you to be changed 
to a new PCP. 


How to Get to a Doctor’s Appointment or to the Hospital 
If you need a ride to and from your medical and dental appointments for routine visits, call LogistiCare 
toll free at 1-888-737-0833. You can call 24 hours a day, 7 days a week.  
 
Nonemergency transportation service is only available to Medicaid recipients. Nevada Check Up 
members are not eligible for this service. 
 
If you have an emergency and need transportation, call 911 for an ambulance.  
• Be sure to tell the hospital staff you are an Amerigroup member.  
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• Get in touch with your PCP as soon as you can. Your PCP can:  
- Arrange your ongoing treatment 
- Help you get needed hospital care 


Disability Access to Amerigroup Network Providers and Hospitals 
Amerigroup network providers and hospitals should help members with disabilities get the care they 
need. Members who use wheelchairs, walkers or other aids may need help getting into an office. If you 
need a ramp or other help:  
• Make sure your provider’s office knows this before you go to your appointment. This will help them 


be ready for your visit.  
• Call Member Services if you want help talking to your doctor about your special needs 


WHAT DOES MEDICALLY NECESSARY MEAN?  
Your Primary Care Provider (PCP) will help you get the services you need that are medically necessary.  
 
Medically necessary health services mean health services that are: 
a) Consistent with the symptoms or diagnosis of the illness or injury under treatment 
b) Consistent with generally accepted qualified medical standard (i.e., not new or untried) 
c) Given at the proper level that is safe and effective for the member; Medicaid will only cover items 


and services that are needed for the diagnosis or treatment of an illness or an injury, or to improve 
the working of a malformed body part 


d) Not mainly for the ease of the member, the member’s caregiver or the provider 


AFFIRMATIVE STATEMENT 
Amerigroup follows quality standards set forth by the National Committee for Quality Assurance 
(NCQA). All Utilization Management (UM) decisions are based solely on a member’s medical needs and 
the benefits offered. Amerigroup policies do not support under-use of services through our UM 
decision process. Practitioners or others involved in UM decisions do not get any type of reward for 
denial of care or coverage.  


AMERIGROUP HEALTH CARE BENEFITS AND PREMIUMS 


Amerigroup Covered Services 
Below is a summary of the health care services and benefits Amerigroup covers when you need them. 
Your Primary Care Provider (PCP) will either: 
• Give you the care you need 
• Refer you to a provider who can give you the care you need  
 
For a few special benefits, you must be a certain age or have a certain kind of health problem. In some 
cases, your PCP may need to get prior approval from Amerigroup before you can receive a benefit. 
Your PCP will work with us to get approval. If we do not approve coverage of a service, your PCP may 
provide you with another covered service.   
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If you have a question or are not sure if we offer a certain benefit, you can call Member Services for 
help. Below is a list of the services covered under Amerigroup. 
 


COVERED SERVICE COVERAGE LIMITS 


ALLERGY SERVICES Covered services include treatment and testing. These terms 
are defined below. 
 


Treatment – Immunotherapy (commonly called allergy 
shots) is a useful treatment for patients with allergies. It is 
based on the belief that people who get injections of a 
specific allergen will no longer be sensitive to it. 
 


Testing – Allergy tests are used to decide the substance to 
which a person is allergic. There are many methods of allergy 
testing. Common types include:  
• Skin tests  
• Elimination-type tests 
 


Amerigroup does not cover testing that is new or untried in 
nature and not proven to be effective. 


ASSISTANT SURGEON Amerigroup covers an assistant at surgery. An assistant 
surgeon is a surgeon who actively aids the surgeon in charge 
of a case in performing a surgical procedure. 


ASSISTIVE/AUGMENTATIVE 
COMMUNICATION DEVICES 


Amerigroup covers these devices. They give severely speech-
impaired persons ways to convey their thoughts to others. 
These devices offer aids or methods to enhance limited vocal 
or verbal communication skills. A speech synthesizer is an 
example of this type of device. 


AUDIOLOGY SERVICES These services help decide whether a person can hear within 
the normal range, and if not, which parts of hearing have 
changed and to what degree. If an audiologist diagnoses a 
hearing loss, he or she will advise what options may help a 
patient (e.g., hearing aids, cochlear implants, surgery). 
 


Amerigroup covers: 
• Medically needed hearing aids and supplies up to $350 


per aid; prior approval is required  
• Medically needed hearing aids and supplies of $350 or 


more; prior approval is required  
• For members under age 21, hearing aids and supplies 


made during a Healthy Kids checkup  
 


Certain limits apply: 
• One device every 24 months 
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COVERED SERVICE COVERAGE LIMITS 


• One audiology test every 12 months; a referral from your 
PCP is required 


• Testing/repair one time per year 
• One package of batteries for a device per month 


BEHAVIORAL HEALTH Covered services up to limits outlined in the Nevada 
Medicaid and Nevada Check up program include: 
• Crisis intervention for members who go through a 


psychiatric crisis; these services: 
- Reduce symptoms 
- Help stabilize and restore a person to his or her 


former level of function 
• Crisis stabilization to help a person in crisis return to his 


or her prior level of function 
• Prescribed electroconvulsive therapy to treat severe 


mental illness; this treatment is given: 
- If a person does not respond to antidepressant 


medicines and/or psychotherapy 
- On an outpatient basis 


• Home health care services provided by a home health 
agency; these are skilled and nonskilled services given to 
persons in their home on a periodic basis 


• Hospital-based detoxification/chemical dependency 
services; these treatments and services: 
- Must be medically needed 
- Are given in an inpatient hospital setting 
- Are aimed to restore the mental and physical 


well-being of those who abuse drugs or alcohol 
 


Certain limits apply as determined by the Nevada Medicaid 
and Nevada Check Up program. 
 


Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday: 
• Detox – Up to five hospital inpatient detox days per 


admission with unlimited lifetime admissions 
• Treatment – Up to 21 hospital inpatient treatment days 


per calendar year with no lifetime maximum limit 
 


Medicaid members age 21 and older: 
• Up to five hospital inpatient detox days per admission 
• Up to 21 hospital inpatient treatment days per calendar 


year with no lifetime maximum limit if ordered by a 
physician 
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COVERED SERVICE COVERAGE LIMITS 


• Inpatient psychiatric services for children, adolescents 
and adults; these services must be: 
- Medically needed  
- Provided in an acute care or freestanding  


psychiatric hospital 
 


Certain limits apply as determined by the Nevada Medicaid 
and Nevada Check Up program. 
 


Medicaid members under age 21 or age 65 and older and 
Nevada Check Up members through their 19th birthday are 
covered if services are provided in either: 
• A freestanding psychiatric hospital 
• A general hospital with a psychiatric unit 
• Inpatient professional services given within an inpatient 


setting by:  
- Psychiatrists  
- Psychologists  
- Clinical social workers  
- Therapists  
- Medical doctors or specialists 


• Intensive outpatient program for psychiatric and chemical 
dependency that: 
- Meets several times a week for at least three hours of 


mental health or substance/alcohol abuse services  
- Aims to improve a person’s level of function to 


prevent a relapse or hospital admission 
• Methadone maintenance program for the treatment of 


heroin addiction 
• Neurotherapy – Individual psycho-physical therapy that 


combines biofeedback training by any modality (face to 
face with patient) with psychotherapy 


• Observation services furnished by a hospital or at a 
hospital; these services are given to: 
- Assess an outpatient’s condition  
- Decide the need for an inpatient hospital admission 


 


Services include use of a bed or at least periodic checks by a 
hospital’s nursing or other staff. Observation cannot exceed 
48 hours. 
 


• Outpatient/ambulatory detox and/or rehab services; 
these treatments and services: 
- Must be medically needed  
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COVERED SERVICE COVERAGE LIMITS 


- Are aimed to restore the mental and physical 
well-being of those who abuse drugs or alcohol 


• Outpatient mental health/substance abuse services 
include:  
- Basic medical and therapeutic services 
- Crisis services 
- Review and diagnosis of care 
- Individual, family and/or group therapy unless part of 


an EPSDT screening – 26 sessions 
- Medicine management 


 


You may get these services from authorized physicians, 
psychologists or other mental health professionals. 
• Partial hospital, psychiatric and chemical dependency 


treatment programs that:  
- Are offered Monday through Friday for at least six 


hours each day 
- Are furnished by a hospital in an outpatient setting  
- Provide a range of psychiatric and substance abuse 


treatment services 
- Offer partial hospital care as an alternate to inpatient 


psychiatric or substance abuse care 
• Psychiatric rehabilitation services to help persons reach or 


maintain their greatest level of function; they are 
designed to help persons: 
- Make the most of their personal strengths 
- Develop ways to cope and deal with areas of weakness 
- Build a supportive environment in which to function 


• Psychological and neuropsychological testing that is used 
by psychologists to test: 
- Mood 
- Personality type 
- Learning skills 


These tests can be used to help decide a psychiatric 
diagnosis.  
Covered services include:  
- Neuropsychological testing 
- Neurobehavioral testing  
- Psychological testing 
- Residential Treatment Center (RTC) – An RTC provides 


treatment for:  
 Alcohol and drug abuse to live-in residents who do 


not require acute medical care 
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COVERED SERVICE COVERAGE LIMITS 


 Mental health to children and adolescents who do 
not need intense acute inpatient care 


Services include:  
• Individual, group and family therapy 
• Medicine management 
• Medical treatment 
• Lab testing  
• Room and board 
 


Nevada Check Up members through their 19th birthday: 
Amerigroup covers medically needed care (physician 
services, lab work, dental, X-ray services, etc.) and 
professional services provided in an RTC. Nevada Check Up 
covers the admission and daily room rate. 
 


Medicaid members age 21 and older: 
- Amerigroup will cover services for the first month of 


admission 
- On the first day of the month after admission, the 


member will be disenrolled from Amerigroup and get all 
Medicaid-covered services from the fee-for-service 
program 


BIOFEEDBACK (AS PART OF 
NEUROTHERAPY) 
 


Neurotherapy is individual 
psychological therapy that consists of 
biofeedback training and psychotherapy 
as a treatment for mental health 
disorders.  
 


Biofeedback treatment helps train 
persons to improve their health by using 
signals from their own bodies.  
• Physical therapists use it to help 


stroke victims regain movement in 
paralyzed muscles.  


• Specialists use it to help their 
patients cope with pain.  


• Psychologists use it to help a tense 
and anxious person learn to relax. 


Neurotherapy – Amerigroup covers medically needed 
neurotherapy when given by a licensed Qualified Mental 
Health Professional (QMHP) within the scope of his or her 
practice.  
Biofeedback – A certified biofeedback technician may assist 
in giving biofeedback treatment, but a QMHP must provide 
the related psychotherapy. 
Certain limits apply: 
• Attention deficit disorders – 40 sessions 
• Anxiety disorders – 30 sessions 
• Depressive disorders – 25 sessions 
• Bipolar disorders – 50 sessions 
• Obsessive compulsive disorders - 40 sessions 
• Opposition defiant disorders – 40 sessions 
• Post traumatic stress disorders – 35 sessions 
• Reactive attachment disorders – 50 sessions 
• Schizophrenia disorders – 50 sessions 


BLOOD ADMINISTRATION AND OTHER 
BLOOD PRODUCTS 


Amerigroup covers injecting of blood or blood plasma into a 
vein or artery. 
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BOTOX INJECTIONS Covered services include:  
• Treatment for stroke rehabilitation 
• A range of surgical procedures 
• Treatment for eye conditions to stop twitching 
 


Treatment for cosmetic purposes is not covered. 


CARDIAC REHABILITATION SERVICES 
 
This program is for those who have had: 
• A heart attack  
• Angina  
• Congestive heart failure 
• Other forms of heart disease or who 


have undergone heart surgery 


Covered services include: 
• Counseling and information about the patient’s condition 
• A supervised exercise program 
• Lifestyle and risk factor change programs such as  


quitting smoking 
• Information on nutrition and controlling high blood 


pressure 
• Emotional and social support 


CASE MANAGEMENT Case management is designed to respond to a member’s 
needs when the member’s condition or diagnoses require 
care and treatment for long periods of time.  
 


When a member is in a case management program:  
• An Amerigroup nurse helps identify other medically suited 


methods or settings in which care may be given. 
• A provider, on behalf of the member, may request to take 


part in the program. The nurse will work with the member 
and the member’s providers to decide: 
- The level and types of services needed 
- Other settings where care may be given 
- Equipment and/or supplies needed 
- Community-based services nearby 
- Communication needed between the member and 


the member’s PCP and specialists 
 


Complete Member Assessment 
A case manager will assess a member’s health care needs.  
 


This assessment includes: 
• A range of questions to identify and assess the member’s: 


- Medical and social needs 
- Functional limits 
- Ability for self-care 
- Current treatment plan 


• Phone interviews or home visits to collect and assess 
information received from members or their 
representatives 
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To complete the assessment, case managers will also get 
information from: 
- The member’s PCP and specialists  
- Other sources to set up and decide the member’s 


current medical and nonmedical service needs 
 


Individualized Plan of Care 
Case managers will use information from the assessment to 
decide the proper care management services. The case  
manager will: 
• Work with the member, his or her family, and the 


member’s providers to develop and set up the proper 
care plan.  


• Think of the member’s needs for social, educational, 
therapeutic and other nonmedical support services as 
well as the strengths and needs of the family.  


 


When nonmedical needs are complex, case manager nurses 
will work with: 
• Case manager social workers 
• Member advocates or outreach associates to contact 


members they have not been able to reach  
 


If a member is getting care management services from other 
sources (e.g., a community services organization), the care 
plan will define: 
• The process for managing medical, mental health and 


substance abuse, and social service aspects of care  
• The roles of each care team 
 


Case managers will work with the member’s PCP and 
specialists to ensure the plans of care support the providers’ 
medical plans. 


CHEMOTHERAPY AND RADIATION Chemotherapy is the use of drugs to kill bacteria, viruses, 
fungi and most often, cancer cells.  
• It can destroy cancer cells at sites great distances from 


the original cancer  
• More than half of those diagnosed with cancer receive 


chemotherapy 
 


A chemotherapy regimen is a treatment plan and schedule 
that includes drugs to fight cancer plus drugs to help support 
finishing the cancer treatment at the full dose or schedule. 
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Radiation therapy is the use of a certain type of energy, 
called ionizing radiation, to kill cancer cells and shrink 
tumors.  
• In some cases, the goal of radiation treatment is to 


destroy an entire tumor 
• In other cases, the goal is to shrink a tumor and  


relieve symptoms 
• In either case, doctors plan treatment to spare as much 


healthy tissue as possible 


CHIROPRACTIC SERVICES Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday. Covered services 
include medically needed chiropractic services when 
referred to a chiropractor as part of a Healthy Kids checkup. 


CLINICS Federally Qualified Health Centers (FQHCs) provide 
preventive primary services or services to treat an illness or 
chronic disease. 
 
Rural Health Clinics (RHCs) provide preventive services. 
Amerigroup covers medically needed outpatient services 
provided at Amerigroup network or non-network FQHCs and 
RHCs. Members can receive covered services at these 
facilities from the following providers:  
• Physicians 
• Nurse practitioners 
• Physician assistants 
• Certified nurse midwives 
• Visiting nurse 
• Clinical psychologist  
• Clinical social worker 
• Registered dietitians  
• Nutritional professionals 
You can get these services without a referral from your PCP. 


COCHLEAR IMPLANT 
 


This device: 
• Helps capture, analyze and code sound  
• Helps a person identify and be aware of sounds  
• Aids in communication for persons who are extremely  


hard of hearing 
 


Certain coverage limits apply including: 
• One-time purchase of device per lifetime 
• $150 per year for battery charger 
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• $90 per set each year for rechargeable batteries 
• $15 a year for ear hook  
• $25 every two years for cable 
• $450 a year for headset (including cables, ear hook, 


magnet and microphone) 
• $250 a year for insurance 


COSMETIC/PLASTIC/RECONSTRUCTIVE 
PROCEDURES 


Reconstructive surgery is performed on abnormal structures 
of the body caused by birth defects, developmental 
abnormalities, trauma or injury, infection, tumors, or 
disease. It is usually done to improve function but in some 
cases may also be done to help come close to a normal 
appearance. This may include cleft palate repair, breast 
reconstruction, etc. 
 
Cosmetic surgery is performed to reshape normal structures 
of the body to improve a person’s appearance and self-
esteem.  
Covered services include:  
• Surgery for the prompt repair of an injury caused by  


an accident  
• Surgery to improve a malformed body member 


DENTAL SERVICES Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday are eligible to receive 
comprehensive dental care, such as:   
• Beginning at age 1, members should see a dentist every 


six months to: 
- Receive periodic and routine dental services needed 


to:  
 Restore teeth, including an exam and cleaning 


every six months 
o Prevent and maintain dental health care, 


including X-rays every six months 
o Children under age 6 – X-rays will be based 


on dental exam 
o Emergency extractions and care to lessen 


pain 
Orthodontia treatment may be approved when medically 
needed and covered by the state’s fee-for-service Medicaid 
program. An Amerigroup network dentist will help coordinate 
your child’s care with an Orthodontist that accepts Medicaid 
and Nevada Check Up.  
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• Medically needed surgery (including oral/maxillofacial 
surgical services)  


 
Medicaid members under age 21, Nevada Check Up 
members through their 19th birthday and Medicaid 
members age 21 and over (as palliative care) are eligible to 
receive covered services, including surgery to correct a wide 
range of diseases; injuries; and defects in the head, neck, 
face, jaws, and the hard and soft tissues of the oral 
maxillofacial (lower jaw and face) region. 
 
Medicaid members age 21 and over receive:  
• Emergency extractions and palliative care  
• Prosthetic care (dentures/partials) under certain 


guidelines and limits 
 


Medicaid members and Nevada Check Up members who are 
pregnant receive expanded dental services during 
pregnancy.  
These services include:  
• Periodontal scaling and root planing 
• Second cleaning  
• One hundred percent coverage for treatment of inflamed 


gums around wisdom teeth 
Prior approval is required for these services.  
 
See the section Dental Care under the heading Special Kinds 
of Health Care for more details. 


DERMATOLOGY Dermatology is the science that treats the skin; and its 
structure, function and diseases, including the hair and nails. 
Amerigroup covers this service. 


DIABETIC SERVICES Services include: 
• Screenings, which consist of lab tests for members who 


have certain risk factors for diabetes or who are 
diagnosed with pre-diabetes 


• Training to teach members to self-manage their diabetes; 
the program includes: 
- Instructions on how to self-monitor blood glucose 
- Training on diet and exercise 
- An insulin treatment plan specially for the person 


who is insulin-dependent 
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- Reasons for patients to use skills for 
self-management 


• Supplies to self-test glucose levels of the blood to 
monitor and control diabetes; these may include:  
- Glucometers  
- Syringes  
- Lancets  
- Needles 


DIAGNOSTIC TESTING Diagnostic testing includes: 
• Laboratory and radiology services for testing or 


performing clinical studies of materials, fluids or tissues 
from patients; services include, but are not limited to: 
- Obtaining and testing of blood samples  
- Testing of blood chemistry  
- Performing pathology, microbiology and other 


diagnostic testing using physical specimens such as 
tissue, urine or blood 


- Performing bone mass/density studies  
- Testing for HIV/AIDS 
- Doing lead blood screenings 
- Performing prostate-specific antigen testing  
- Offering sleep studies and sleep therapy; coverage of 


sleep studies is limited to two services in a  
12-month period  


- Offering portable X-ray services  
- Doing preadmission tests 
- Performing radiology and colorectal cancer  


screening procedures  
 


• Nuclear medicine services, as needed, to diagnose and 
treat patients; services include procedures and tests 
performed by a radioisotope lab using radioactive 
materials such as: 
- CT (Computed Tomography)  
- MRI (Magnetic Resonance Imaging)  
- Cardiac testing  


 


Amerigroup covers diagnostic testing and radiology services 
for diagnosis and treatment of an illness or injury if medically 
needed. A referral is provided by a licensed practitioner. 
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DIALYSIS SERVICES Covered dialysis services include:  
• Those given to remove toxic materials and maintain fluid, 


electrolyte and acid-base balances in cases of weak or 
absent kidney function  


• Home dialysis managed by the patient or a patient’s 
representative under the guidance of a freestanding clinic  


• Services received in an inpatient or outpatient hospital 
setting 


DISPOSABLE MEDICAL EQUIPMENT Amerigroup covers medically needed disposable supplies 
that would not generally be useful to a person without an 
illness or an injury. Members should ask their PCP if they 
need disposable medical equipment. 


DURABLE MEDICAL EQUIPMENT 
Durable medical equipment is 
equipment: 
• Mainly used to serve a medical 


purpose 
• Fitting for use in the home 
• Able to withstand repeated use 
 


Covered services as determined by the Nevada Medicaid 
and Nevada Check Up program include: 
• Certain medically needed equipment (e.g., crutches, 


wheelchairs, ventilators, etc.) 
• Items that would not generally be useful to a person 


without an illness or an injury  
Members should ask their PCP if they need durable medical 
equipment.  
 


Medicaid does not cover: 
• Enteral nutrition in the event of temporary impairment  
• Physical fitness or personal recreation equipment 
• Personal care or hygiene products 
• Household items such as air conditioners and ceiling fans 
• Environmental products 
• TDD devices 


DRUGS/INJECTABLES/ 
PHARMACEUTICALS 


A drug is a substance that can be used to change a chemical 
process or processes in the body. 
 


Injectable drugs are those drugs that can be managed by a 
health professional or self-managed. These may be drugs 
such as insulin, growth hormones, etc. Over-the-counter 
drugs and pharmaceuticals are those that can be purchased 
without a prescription from a physician. 
 


Biologicals in medicine refer to substances made from a 
living organism or its products. Biologicals may be used to 
prevent, diagnose, treat or relieve symptoms of a disease  
(for example, vaccines). 
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Medicaid does not cover: 
• Agents used for weight loss 
• Agents used to promote fertility  
• Agents used for cosmetic reasons or hair growth 
• Less than effective drugs 
• Experimental drugs 
• Agents used for impotence/erectile dysfunction 
 


Amerigroup has a list of commonly prescribed drugs. Your or 
your child’s PCP or specialist can choose from this list of 
drugs to help you get well. This list is called a Preferred Drug 
List (PDL). It is part of the Amerigroup formulary.  
 


The covered medicines on the PDL include prescriptions and 
certain over-the-counter medicines.  
• All Amerigroup network providers have access to this drug 


list  
• Your or your child’s PCP or specialist should use this list 


when he or she writes a prescription 
• Certain medicines on the Amerigroup PDL need prior 


approval 
• All medicines that are not listed on the Amerigroup PDL 


need prior approval 
 


See the section Medicines under the heading Special Kinds of 
Health Care. 
 


Here’s a list of things to remember: 
• Amerigroup covers up to a 30-day supply of prescriptions  
• You can get prescriptions filled at Amerigroup  


network pharmacies  
• The Amerigroup pharmacy network includes most major 


pharmacy chains and many independent  
community pharmacies  


• CVS, Walmart, Longs Drug Stores, Kmart, Raleys Drug 
Center, Smith’s Food & Drug Center, Sav-On and Target 
are part of our network and will accept your Amerigroup 
ID card  


• Walgreens is not in the Amerigroup network 
• You can find a list of pharmacies that participate with 


Amerigroup in the provider directory you received with 
your new member package  
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If you need help finding a pharmacy, call Member Services 
toll free. Call 1-800-600-4441 or check our website at 
www.myamerigroup.com/NV. 


EARLY CHILDHOOD INTERVENTION 
(ECI) SERVICES 
These services assist families with 
children ranging from birth to school 
age that have developmental disabilities 
and delays. 


The program provides screening and resource referral 
methods that support families in helping effected children 
reach their potential through developmental services. 


EARLY PERIODIC SCREENING, 
DIAGNOSIS AND TREATMENT (EPSDT) 
SERVICES 
The EPSDT program covers screening 
and diagnostic services to decide health 
care needs and other measures to 
correct or improve: 
• Physical or mental defects  
• Chronic conditions found in 


Medicaid members under age 21 
and Nevada Check Up members 
through their 19th birthday.  


This program is known as Healthy Kids 
in Nevada. 


Covered services for Medicaid members under age 21 and 
Nevada Check Up members through their 19th birthday 
include: 
• Complete medical screens, including: 


- Complete health and development history with 
assessment for both physical and mental  
health development 


- Complete physical exam 
- Proper immunizations (shots) according to age and  


health history 
- Lab tests, including lead blood level assessment 
- Health education 
- Vision screening  
- Hearing screening 
- Dental screenings 


• Other needed health care or diagnostic screens or exams 
 


EPSDT services for pregnant members under age 21 are not 
covered. 


EMERGENCY SERVICES Emergency services include inpatient and outpatient services 
furnished by a provider qualified and needed to assess or 
stabilize an emergency medical condition. See the section 
Different Types of Health Care under the heading Emergency 
Care for more details. 


EMERGENCY TRANSPORTATION Amerigroup covers all emergency transportation. See the 
section How to Get to a Doctor’s Appointment or to the 
Hospital for more details. 


ENTERAL NUTRITION Enteral nutrition, also called tube feeding, is a way to 
provide food through a tube placed in the nose, stomach or 
the small intestines. Amerigroup covers this service. 
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FAMILY PLANNING Amerigroup covers family planning services for members of 
childbearing age. Members can receive family planning 
services from an Amerigroup network or non-network 
provider.  
Services include:  
• Education  
• Counseling 
• Physical exams 
• Birth control devices, supplies and Norplant  
 
Members do not need a referral for family planning services. 
See the section Family Planning Services under the heading 
Special Kinds of Health Care for more details. 
The following services are not covered: 
• Tubal ligations and vasectomies for persons who are: 


- Under age 21 
- Mentally incompetent 
- Institutionalized 


• Sterilization reversals 
• Abortions and hysterectomies — these services are 


excluded from family planning but may be covered under 
certain conditions; for example, to save the life of the 
mother, for rape or incest, or if medically necessary. Your 
provider will explain these services and ask you to sign a 
consent form. 


GASTROENTEROLOGY SERVICES Gastroenterology is a branch of medicine concerned with 
the structure, functions, diseases and pathology of the 
stomach and intestines. These services are covered by 
Amerigroup. 


GENETIC TESTING AND DNA TESTING Genetic and DNA testing is considered medically needed to 
establish a diagnosis of an inheritable disease when the 
following conditions are met: 
• There is a direct risk of inheriting the disease 
• The result of the test will impact the treatment being 


delivered 
• If a diagnosis remains uncertain after gathering a family 


history and completing a physical exam, genetic 
counseling and conventional diagnostic studies 


 


Covered services include: 
• Assessing if there is a genetic disorder 
• Diagnosing such disorders 


Attachment 5.1.11.3-1: Nevada Member Handbook


IX-80







COVERED SERVICE COVERAGE LIMITS 


• Counseling and following up with members with known or 
supposed disorders  


 


Amerigroup does not cover: 
• Prenatal diagnosis to find out the sex of the fetus unless 


there is reason for genetic disease 
• Self-testing home kits 
• Genetic testing for cleft disorders 
• Experimental genetic testing 
• Blood typing for paternity testing 


HOME HEALTH AGENCY CARE Amerigroup covers medically needed home health care 
services provided at a member’s home if services are clearly 
defined as part of an approved plan of care. 
Covered services include: 
• Attendant care services 
• Home environment evaluation 
• Skilled nursing services 
• Home health aide services 
• Dietitian services 
• Respiratory therapy 
• Physical therapy (up to 24 visits per year) 
• Occupational therapy (up to 24 visits per year 
• Speech therapy (up to 24 visits per year) 


HOME INFUSION/TOTAL PARENTERAL 
NUTRITION 


Services provided by a licensed nurse to administer drugs, 
intravenous fluids or Total Parenteral Nutrition (TPN) 
through an intravenous catheter.  
 


TPN may be given to people who are not able to absorb 
nutrients through the intestinal tract or to those undergoing 
high-dose chemotherapy or radiation and bone marrow 
transplants. 


HOSPITAL INPATIENT MEDICAL AND 
SURGICAL 


Amerigroup covers medically needed inpatient hospital care 
under the following conditions: 
• A provider has ordered the stay 
• Acute care services are provided  
• The member has been or will be transferred to an acute 


care bed 
 


Inpatient hospital services include: 
• Bed and board 
• Nursing services 
• Diagnostic or therapeutic services 
• Medical or surgical supplies 
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HOSPITAL OUTPATIENT Amerigroup covers outpatient hospital services. 


HYPERBARIC OXYGEN THERAPY Hyperbaric Oxygen (HBO) therapy treats: 
• Carbon monoxide poisoning  
• Air embolism 
• Smoke inhalation  
• Acute cyanide poisoning 
• Decompression sickness 
• Certain cases of blood loss or anemia where increased 


oxygen may help balance the blood deficiency 
 


Topical HBO therapy is not covered. 


HYSTERECTOMY Amerigroup covers medically necessary hysterectomies. 
Your provider will require you sign a consent form. A 
hysterectomy performed for the sole purpose of sterilization 
is not covered. 


MEDICAL REHABILITATION CENTER OR 
SPECIALTY HOSPITAL 


Amerigroup covers medically needed services provided at 
either a freestanding rehab hospital or a rehab unit of a 
general hospital. The admission must be within a year of the 
injury or illness that requires rehab services. 
Amerigroup also covers care provided in a freestanding long-
term acute care hospital or a long-term acute care unit of a 
general hospital. 


OBESITY SURGERY/BARIATRIC 
SURGERY 


Bariatrics is a branch of medicine to help prevent, control 
and treat obesity. 
 
Obesity Surgery/Bariatric Surgery is a weight-loss method 
limited to persons who have a Body Mass Index (BMI) above 
40. Surgery may also be an option for those with a BMI 
between 35 and 40 who have health problems like heart 
disease or type II diabetes. 
 
Pregnant women, women less than six months postpartum 
or women who plan to conceive in less than 18 to 24 months 
after obesity surgery/bariatric surgery are not eligible for 
these services. 
 
Amerigroup will cover services up to limits as outlined in the 
Medicaid and Nevada Check Up program.  
 
Amerigroup does not cover: 
• Surgical procedures deemed experimental, not well 


established, or not approved by Medicare or Medicaid 
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• Surgical procedures to control obesity other than obesity 
surgery/bariatric surgery for morbid obesity 


 
Certain coverage limits apply for persons: 
• With severe and resistant morbid obesity* for whom 


efforts to medically supervise weight reduction therapy 
have failed 


• Disabled from problems of obesity  
• Between ages 21 and 55 (coverage for persons over age 


55 will be decided on a case-by-case basis) 
*Morbid obesity is defined in Nevada as a person whose BMI 
is 40 or greater. 


OPHTHALMOLOGY/OPTOMETRY 
SERVICES (VISION SERVICES) 


Covered services include: 
• One complete eye 


exam every 12 months  
• Refractive exams  
• Frames  
• Lenses  


• Fitting, dispensing and 
adjustment of glasses  


• Follow-up exams  
• Contact lenses (in 


certain circumstances) 
 


OUTPATIENT SURGERY Amerigroup covers medically needed outpatient surgery. 


PERSONAL CARE SERVICES Amerigroup covers medically needed personal care services 
given to members who need help with daily living.  
 
Covered services include: 
• Help with bathing, grooming or dressing (one service – 


limited to 60 minutes a day 
• Help with toileting needs 
• Help with transferring and positioning persons who 


cannot walk 
• Help with walking 
• Help with eating 
• Help with taking medicines 
 
The following services are not covered: 
• Tasks a person is able to perform 
• Services given by willing caregivers 
• Tasks that are not on the approved service plan 
• Services to maintain a household 
• Services given to a person other than the planned receiver 
• Care required to be given by a health care professional 


licensed by the state 
PHYSICIAN SERVICES Amerigroup covers medically needed care provided by a: 
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• Certified nurse midwife 
• Certified registered nurse practitioner 
• Nurse anesthetist 
• Physician/osteopath 
• Physician assistant 
 


Ask your PCP if you think you need to see one of these 
providers. 


PODIATRY SERVICES Amerigroup covers medically needed preventive foot care 
for Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday who are referred to a 
podiatrist as part of a Healthy Kids checkup. 
Routine foot care (trimming of nails and removal of corns 
and calluses) is not covered. 


REHABILITATIVE THERAPY (PHYSICAL 
THERAPY, OCCUPATIONAL THERAPY 
AND SPEECH THERAPY) 


Amerigroup covers 24 sessions per discipline, per calendar 
year, unless an extension is granted. 


SKILLED NURSING CARE Amerigroup covers the first 45 days of medically needed 
care in a nursing facility. On the 46th day, you, the member, 
will be disenrolled from Amerigroup. The rest of your stay 
will be covered by Nevada Check Up or fee-for-service 
Medicaid. 


SMOKING CESSATION 
PROGRAMS/SUPPLIES 


Amerigroup covers products to help you stop smoking 
including: 
• Over-the-counter patches 
• Gums 
• Lozenges 
• Inhalers 
 


These products are available with a prescription from your 
PCP and are limited to two 90-day courses of treatment 
per year. 


SPECIAL CASE MANAGEMENT Amerigroup covers special case management services for the 
following groups: 
• Children and adolescents who are Severely Emotionally 


Disturbed (SED)* 
• Seriously Mentally Ill (SMI) adults* 
• Developmentally delayed infants and toddlers  
• Juveniles on probation  
• Child protective services 
• Persons who are blind or have low vision 
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A case manager will help: 
• Assess and evaluate health care needs 
• Develop a plan of care 
• Get referrals and needed services 
• Coordinate services between PCPs and specialists 
• Monitor care and follow-up 
 
*SED or SMI Determinations 
SED or SMI determination must be completed by a qualified 
Amerigroup provider. Upon determination, Medicaid 
members who are diagnosed as being SED orSMI can choose 
to disenroll from Amerigroup and continue to get benefits 
through fee-for-service Medicaid. Nevada Check Up 
members diagnosed as SED or SMI do not have the option to 
disenroll and will continue to receive covered services 
through Amerigroup. 
 
Annually, Medicaid and Nevada Check Up members 
diagnosed as SED or SMI will be evaluated and a new 
determination will be made. If the evaluation does not result 
in a redetermination as SED or SMI, the Medicaid member 
who chose to disenroll from Amerigroup will be re-enrolled 
as of the first day of the next possible month. 


SWING BEDS Amerigroup covers the first 45 days of medically needed 
care of a swing bed stay in an acute hospital.  
 
Once the stay goes over 45 days, the member will be 
disenrolled from Amerigroup. The rest of the stay will be 
covered by Nevada Check Up or fee-for-service Medicaid. 


TRANSPLANTATION Amerigroup covers the following transplants for 
Medicaid-eligible adults (21 and older) if they are medically 
needed and not experimental: 
• Corneal 
• Kidney 
• Liver 
• Bone marrow 
 
For Medicaid members under age 21 and Nevada Check Up 
members through their 19th birthday, Amerigroup covers 
any medically needed transplant that is not experimental. 
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Extra Amerigroup Benefits 
Amerigroup covers extra benefits eligible members cannot get from Nevada Check Up or 
fee-for-service Medicaid. These extra benefits are called value-added services. We offer the following: 
• Boys & Girls Club – free membership for children ages 6-11 
• Free sports physical – every 12 months by an Amerigroup PCP for children ages 6 to 18 
• Routine circumcisions for newborns under 1 month of age 
• Taking Care of Baby and Me® program for all pregnant members 
• Asthma camps 
• 24-hour Nurse HelpLine to answer your medical questions and concerns day or night 
 
We give you these benefits to help keep you and your family healthy and to thank you for choosing 
Amerigroup as your health care plan. 


Nevada Check Up Premiums 
A premium is a quarterly payment you pay to get health care coverage for your child. Only Nevada 
Check Up members pay premiums. Native Americans and Alaska Natives do not have to pay premiums. 
 
Remember, if you have a quarterly premium and do not pay it, your child will be disenrolled. This 
premium will go toward your family cost-share. Your family cost-share is based on your total family 
income. To find out more about premiums, call the Nevada Check Up program at 775-684-3777 or toll 
free at 1-800-360-6044. You can also go to the Nevada Check Up website at 
www.nevadacheckup.nv.gov. 


SERVICES COVERED BY NEVADA CHECK UP OR FEE-FOR-SERVICE MEDICAID 
Some services are covered by Nevada Check Up or fee-for-service Medicaid instead of Amerigroup. You 
do not need a referral for these services.  
 
These services are called carved-out services. Carved-out benefits include: 
• Adult day health care* 
• Children in out-of-home placement 
• Home- and community-based waiver services* 
• Hospice* 
• Indian health service facilities and tribal clinics 
• Institutions for mental diseases for residents ages 21 through 64 * 
• Intermediate care facilities for the mentally retarded* 
• Nonemergency transportation (Only available to Medicaid members)** 
• Nursing facility stays from the 46th calendar day* 
• Orthodontic services, when medically needed, for Medicaid members under age 21 and Nevada 


Check Up members through their 19th birthday. (Referral to fee-for-service orthodontist required) 
• Preadmission screen and resident review and level of care assessments 
• Residential treatment centers for Medicaid members* 
• School-based child health care services (Amerigroup will cover these services if they are provided 


by a federally qualified health center or a rural health clinic) 
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• Severely emotionally disturbed/seriously mentally ill 


• Swing bed stays in acute hospitals from the 46th calendar day* 
 
If you have questions about how to obtain these services, please contact Amerigroup Member Services 
at 1-800-600-4441 Monday through Friday from 8:00 am to 5:00 pm Pacific time. We can help you 
contact the correct providers.  
 
*Members who receive these services will be disenrolled from Amerigroup and will get all covered 
health care benefits directly from Medicaid fee-for-service or Nevada Check Up. 
**Nonemergency transportation is available for Medicaid recipients through the state’s transportation 
vendor, LogistiCare. As of August 24, 2011, nonemergency transportation service is no longer available 
to Nevada Check Up recipients.  


SERVICES THAT DO NOT NEED A REFERRAL  
It is always best to ask your PCP for a referral for any Amerigroup covered service. But you can get the 
following services without a referral from your PCP: 


• Behavioral health care 


• Care provided by your Amerigroup network PCP’s nurse or doctor’s assistant 


• Emergency care 


• Eye exams from an Amerigroup network eye care provider (optometrist) 


• Family planning services received at any qualified family planning provider even if the provider is 
not part of the Amerigroup network  


• Healthy Kids visits to an Amerigroup network provider 


• Prenatal care from an Amerigroup network obstetrician or certified nurse midwife 


• Routine dental care from an Amerigroup network dentist for members ages 6 months to under 21  


• Yearly exams from an Amerigroup network OB/GYN 


SERVICES NOT OFFERED BY AMERIGROUP, NEVADA CHECK UP OR MEDICAID 
FEE-FOR-SERVICE 
These are benefits and services that Amerigroup does not offer. These services are not covered by the 
Nevada Check Up program or Medicaid fee-for-service either. You may choose to receive a service that 
is not covered, but you will be responsible to pay for the service. Your provider may ask you to sign a 
form. This form will let him know you understand you will have to pay for the service.  


• Anything experimental such as a new treatment that is being tested or has not been shown to work 


• Anything that is not medically needed 


• Sterilization for members under age 21 or members who are institutionalized or mentally 
incompetent 


• Elective abortions 
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NEW TECHNOLOGY 
Amerigroup has a process to consider new technology or new uses for current technology for 
coverage. 


DIFFERENT TYPES OF HEALTH CARE 


Routine, Urgent and Emergency Care: What Is the Difference? 


Routine Care 


In most cases when you are not feeling well and need medical care, you call your PCP to make an 
appointment. Then you go to see your PCP. This type of care is known as routine care. Some examples 
are: 
• Most minor illnesses and injuries  
• Regular checkups  
 
You should be able to see your PCP within two weeks for routine care. 
 
But this is only part of your PCP’s job. Your PCP also takes care of you before you get sick. This is called 
wellness care. See the section in this handbook Wellness Care for Children and Adults. 


Urgent Care 
Some injuries and illnesses are not emergencies but can turn into emergencies if they are not treated 
within 24 hours. This type of care is called urgent care. Some examples are: 
• Throwing up 
• Minor burns or cuts 
• Earaches 
• Headaches 
• Sore throat 
• Fever over 101 degrees 
• Muscle sprains/strains 
 
If you need urgent care: 
• Call your PCP. Your PCP will tell you what to do.  
• Follow your PCP’s instructions. Your PCP may tell you to go to:  


- His or her office right away  
- Some other office to get immediate care  
- The emergency room at a hospital for care; see the next section about emergency care for 


more details  
 
You can also call our 24-hour Nurse HelpLine at 1-800-600-4441 if you need advice about urgent care. 
You should be able to see your PCP within two days for an urgent-care appointment. 
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Emergency Care  
What is an emergency? 
An emergency is when you need to get care right away. If you don’t get it, it could cause your death. It 
could cause very serious harm to your body. This means that someone with an average knowledge of 
health and medicine can tell the problem may threaten your life or cause serious harm to your body or 
harm your unborn child if you are pregnant.  
 
Here are some examples of problems that are most likely emergencies: 
• Trouble breathing 
• Chest pains 
• Loss of consciousness 
• Very bad bleeding that does not stop 
• Very bad burns 
• Shakes called convulsions or seizures 
 
If you have an emergency, do one of the following: 
• Call 911 
• Go to the nearest hospital emergency room. The hospital does not need to be a part of 


the Amerigroup network for you to get emergency care. You will be able to continue to 
get care until your health has stabilized  


• There may also be urgent care centers and provider offices in your area able to provide 
emergency and poststabilization care 
  


You should be able to see a physician right away. You do not need a referral from your PCP 
or another provider in order to obtain emergency care. 
 
If you want advice about emergency care, call your PCP or our 24-hour Nurse HelpLine at 
1-800-600-4441. Medical emergencies do not need prior approval by Amerigroup. 
 
After you visit the emergency room: 


• Call your PCP as soon as you can  
• If you cannot call, have someone else call for you. 


How to Get Health Care When Your Doctor’s Office Is Closed 
Except in the case of an emergency (see previous section) or when you need care that does not need a 
referral, you should always call your PCP first before you get medical care. If you call your PCP’s office 
when it is closed, leave a message with your name and a phone number where you can be reached. If it 
is not an emergency, someone should call you back soon to tell you what to do. You may also call our 
24-hour Nurse HelpLine 7 days a week for help. 
 
If you think you need emergency services (see previous section), call 911 or go to the nearest 
emergency room right away. 
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How to Get Health Care When You Are Out of Town 
• If you need emergency services when you are out of town or outside of Nevada, go to the nearest 


hospital emergency room or call 911.  


• If you need urgent care:  
- Call your PCP. If your PCP’s office is closed, leave a phone number where you can be reached. 


Your PCP or someone else should call you back soon  
- Follow your PCP’s instructions. You may be told to get care where you are if you need it right 


away  
- Call our 24-hour Nurse HelpLine if you need help  


• If you need routine care like a checkup or a prescription refill: 
- Call your PCP  
- Call our 24-hour Nurse HelpLine if you need help  


 


*If you are outside of the United States and get health care services, they will not be covered by 
Amerigroup, Nevada Check Up or fee-for-service Medicaid. 


How to Get Health Care When You Cannot Leave Your Home 
If you cannot leave your home, we will find a way to help take care of you. Call Member Services right 
away. We will put you in touch with a case manager who will help you get the medical care you need. 
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WELLNESS CARE FOR CHILDREN AND ADULTS 
All Amerigroup members need to have regular wellness visits with their PCP. During a wellness visit, 
your PCP can see if you have a problem. If you do, your PCP can help you before it is a bad problem. 
When you become an Amerigroup member:  
• Call your PCP  
• Make your first appointment within 90 days 


Wellness Care for Children: The Healthy Kids Program 


Why Well-Child Visits Are Important for Children 
Children need more wellness visits than adults. These wellness visits for children are called Healthy 
Kids visits. Healthy Kids is a program for:  
• Medicaid members under age 21 
• Nevada Check Up members through their 19th birthday 
 
Babies need to see their PCP at least seven times by the time they are 12 months old and more times if 
they get sick. If your child has special needs or an illness like asthma or diabetes, one of our care 
coordinators can help your child get checkups, tests and shots.  
 
Your child can get Healthy Kids checkups from his or her PCP or any Amerigroup network provider. 
These Healthy Kids visits include: 
• A comprehensive review of your child’s physical, developmental and mental growth 
• A complete unclothed physical exam 
• Immunizations (shots) for your child that will help protect him or her from illnesses 
• Laboratory tests (blood lead screening, urinalysis, tuberculin skin test, sickle cell, 


hemoglobin/hematocrit, etc.) 
• Health education and help with preventive care 
• Vision, hearing and dental screenings 
 
Your child does not need a referral for these visits. These checkups are offered at no cost to you. See 
the section Services That Do Not Need a Referral. 


When Your Child Should Get Healthy Kids Visits 
 
Well-child care in your baby’s first year of life 
The first well-child visit will be in the hospital. This happens right after the baby is born. For the next 
seven visits, you must take your baby to his or her PCP's office. Set up a Healthy Kids visit with the 
doctor when the baby is:  
• 3–5 days old 
• 1 month old 
• 2 months old 
• 4 months old 
• 6 months old 
• 9 months old 
• 12 months old 
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Well-child care in your baby’s second year of life 
Starting in your baby’s second year of life, he or she should see the doctor at least four more times:  


• 15 months  
• 18 months  
• 24 months  
• 30 months  
 
Well-child care for children ages 3 through 20 
Your child should see the doctor again at ages 3, 4 and 5. Be sure to set up these visits. It’s important to 
take your child to his or her PCP when scheduled. 
 
Starting at age 6, your child should go the doctor every year for a checkup through: 


• Age 20 if a Medicaid member  
• Age 19 if a Nevada Check Up member  


Blood Lead Screening 
Your child’s PCP will screen your child for lead poisoning if he or she is at risk of being exposed to lead. 
Your child’s PCP will also give your child a blood test once each year until he or she is 6 years old.  
 
Your child’s PCP will take a blood sample by pricking your child’s finger or taking blood from his or her 
vein. The test will tell if your child has lead in his or her blood. 


Vision Screening 
Your child’s PCP should check your child’s vision at every well-child visit. Please see the section Eye 
Care under the heading Special Kinds of Health Care for more details. 


Hearing Screening 
Your child’s PCP should check your child’s hearing at every well-child visit. 


Dental Screening 
Your child’s PCP should check your child’s teeth and gums as a part of the regular well-child visits. At 
age 1, your child should begin seeing a dentist every 6 months. Please see the section Dental Care 
under the heading Special Kinds of Health Care for more details. 
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Immunizations (Shots)  
It is important for your child to get shots on time. Follow these steps:  
1) Take your child to the your child’s PCP when he or she needs shots  
2) Use the chart below to help keep track of the shots your child needs 
 


IMMUNIZATION (SHOT) SCHEDULE FOR CHILDREN 


        AGE 
VACCINE 


Birth 
1 


mo 
2 


mo 
4 


Mo 
6 


mo 
12 
mo 


15 
mo 


18 
mo 


19-23 
mo 


2-3 
years 


4-6 
years 


7-10 
years 


11-12 
years 


13-18 
years 


Hepatitis B 


              


Hep
B 


HepB  HepB    
HepB Series if not 


given 


Rotavirus 


              


  Rota Rota 
Rota if 
needed 


         


Diphtheria,  
Tetanus, 
Pertussis 


              


  DTaP DTaP DTaP  DTaP   DTaP  Tdap 
Tdap if 


not 
given 


Haemophilus 
influenzae  
type b 


              


  Hib Hib 
Hib if 


needed 
Hib        


Pneumococcal 


              


  PCV PCV PCV PCV   


  


PPSV if high-risk 
  
PPSV if 


high-risk 
Inactivated 
Poliovirus 


              


  IPV IPV IPV   IPV 
IPV Series if  


not given 
Influenza 


              


    Influenza (Yearly) 
Measles, 
Mumps, 
Rubella 


              


     MMR    MMR 
MMR Series  
if not given 


Varicella 


              


     Varicella    
Vari-
cella 


Varicella Series  
if not given 


Hepatitis A 
              


     HepA (2 doses) HepA Series if high-risk 


Menin- 
gococcal 


              


         MCV4 if high-risk MCV4 
MCV4  
if not 
given 


Human 
Papillomavirus 


              


            
HPV  
(3 


doses) 


HPV 
Series if 


not 
given 
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Wellness Care for Adults 
Staying healthy means seeing your PCP for regular checkups. Use the chart below to make sure you are 
up to date with your yearly wellness exams. 
 


WELLNESS VISITS SCHEDULE FOR ADULT MEMBERS 
EXAM TYPE WHO NEEDS IT? HOW OFTEN? 
Wellness visit Age 21–39 Every three years 


Age 40 and over Every year 
Pap smear and pelvic exam Women: Under age 18 who are 


sexually active 
Every year 


Women: Age 18 and over Every year 
Clinical breast exam Women: Age 20–39 Every three years 


 Women: Age 40 and over Every year 
Breast self-exam Women: Age 20 and over Once a month 
Mammograms (Breast X-ray) Women: Age 40 and over Every year 
Fecal blood occult test Age 50 and over Every year 
Sigmoidoscopy & DRE/PSA 
or colonoscopy & DRE/PSA 


Age 50 and over Every five years 


When You or Your Child Misses One of Your Wellness Visits 
If you or your child does not get a wellness care visit on time: 
• Make an appointment with the PCP as soon as you can  
• Call Member Services if you need help setting up the appointment  
 
If your child has not visited his or her PCP on time, Amerigroup will send you a postcard reminding you 
to make your child’s well-child appointment. 


SPECIAL KINDS OF HEALTH CARE 


Eye Care 
Amerigroup members do not need a referral from their PCPs for eye care benefits. Members can get: 


• One complete eye exam every 12 months  • Frames and lenses  
• Refractive exams  • Follow-up exams  
• Fittings, dispensing and adjustment of 


glasses  
• Contact lenses (in certain circumstances) 


Members age 20 and under get eyeglasses as often as medically needed* (or for broken or lost 
glasses) as part of the Healthy Kids program.  
 
*A change in refractive error exceeding plus or minus 0.5 diopter or 10 degrees in axis deviation to 
qualify within a 12-month limit from the most recent exam. 
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See Ophthalmology/Optometry Services under the section Amerigroup Covered Services for more 
details. If you need help finding an Amerigroup network eye doctor (optometrist) in your area, call 
eyeQuest toll free at 1-888-300-9025. 


Dental Care Covered by Amerigroup  
Starting at age 1, we offer complete dental care every six months for: 
• Medicaid members under age 21  
• Nevada Check Up members through their 19th birthday who are Medicaid-eligible for EPSDT 


services  
 
Covered services include: 
• Periodic and routine dental care needed to: 


- Restore your child’s teeth, including a cleaning and exam every six months  
- Help prevent problems  
- Maintain dental health 


• X-rays every six months (for children under age 6 as needed based on the dental exam) 
• Emergency extractions and care to lessen pain 
• Surgery to correct diseases; injuries and defects to the head, neck, face, jaws, and hard and soft 


tissues of the lower jaw and face region 
 
Orthodontia services are covered under Nevada Medicaid fee-for-service if medically needed. A 
referral to a fee-for-service provider must be made in advance by an Amerigroup network dentist. 
 
Your child does not need a referral from his or her PCP for dental care. 
 
For members age 21 and older, we cover: 
• Partial or full dentures every five years when medically needed 
• Certain restorative services, with prior approval, when these services: 


- Relate to partials or help prevent infections that could make other medical conditions worse 
 
You can get dental benefits from any Amerigroup network dentist. To find a dentist for you or your 
child that is close to you, call Scion Dental toll free at 1-877-378-5302. 
 
Nevada members who are pregnant receive these added benefits with prior approval: 
• Periodic scaling and root planing 
• Two cleanings 
• One hundred percent coverage for treatment of inflamed gums around wisdom teeth 
 
See Dental Services under the section Amerigroup Covered Services for more details. 


Dental Services Not Covered by Amerigroup 
We do not cover routine preventive and restorative services for Medicaid members age 21 and older. 
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Behavioral Health (Mental Health/Substance Abuse) Services 
Sometimes, dealing with all of the tasks of a home and family can lead to stress. Stress can lead to 
depression and anxiety. It can also lead to marriage problems, family problems and parenting 
problems. Stress can lead to alcohol and drug abuse, too.  
 
If you or a family member is having these kinds of problems, you can get help. You can call Amerigroup 
Member Services. You can also get the name of a provider who will see you if you need one. You do 
not need a referral from your PCP. 
 
Many medically needed services are covered, such as: 
• Inpatient mental health care 
• Outpatient mental health care 
• Mental health rehabilitative treatment services 
 
You do not need a referral from your PCP to get these services. 


Family Planning Services 
Amerigroup will arrange for counseling and education about planning a pregnancy. You can also learn 
about preventing pregnancy by talking to your PCP. You can also visit any family planning provider, 
even if the provider is not part of the Amerigroup network. You do not need a referral from your PCP. 


Medicines 
Amerigroup has a list of commonly prescribed drugs. Your or your child’s PCP or specialist can choose 
from this list of drugs to help you get well. This list is called a Preferred Drug List (PDL). It’s part of the 
Amerigroup formulary. The covered medicines on the PDL include: 
• Prescriptions  
• Certain over-the-counter medicines 
 
Things to Remember About the Preferred Drug List  
• All Amerigroup network providers have access to this drug list  
• Your or your child’s PCP or specialist should use this list when he or she writes a prescription  
• Certain medicines on the PDL need prior approval  
• All medicines that are not listed on the PDL need prior approval  
 
You can get prescriptions filled at any Amerigroup network pharmacy. Our network includes most 
major pharmacy chains and many independent community pharmacies.  
Here’s a list of some of the pharmacies in our network:  
• CVS  • Raleys Drug Center 
• Walmart  • Smith’s Food & Drug Center  
• Longs Drug Stores  • Sav-On  
• Kmart  • Target  
 
Walgreens is not in the Amerigroup network. 
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For a complete list of Amerigroup network pharmacies:  
• See the provider directory that came with your new member packet  
• Go to www.myamerigroup.com/NV 
 
If you do not know if a pharmacy is in our network, ask the pharmacist. You can also call Member 
Services for help at 1-800-600-4441. 
 
To get a prescription filled, follow these steps: 
1) Take the written prescription from your provider to the pharmacy; or your provider can call in the 


prescription.  
2) If you use a new pharmacy, tell the pharmacist about all of the medicines you are taking; include 


over-the-counter medicines too. 
3) Show your Amerigroup member ID card and your Medicaid ID card to the pharmacy. 
 
It’s good to use the same pharmacy each time. This way, your pharmacist: 
• Will know all the medicines you are taking  
• Can watch for problems that may occur when you are taking more than one prescription 


Special Care for Pregnant Members 
Taking Care of Baby and Me is the Amerigroup program for all pregnant members. It is very important 
to see your PCP or OB/GYN for care when you are pregnant. This kind of care is called prenatal care. It 
can help you have a healthy baby. Prenatal care is always important even if you have already had a 
baby. With our program, members receive health information and a baby gift for getting prenatal care.  
 
Our program also helps pregnant members with complicated health care needs. Nurse case managers 
work closely with these members to provide: 
• Education  
• Emotional support  
• Help in following their doctors’ care plan  
 
Our nurses also work with doctors and help with other services members may need. The goal is to 
promote better health for members and the delivery of healthy babies. 


When You Become Pregnant 
If you think you are pregnant:  
• Call your PCP or OB/GYN doctor right away. You do not need a referral from your PCP to see an 


OB/GYN doctor. Your OB/GYN should see you within seven days  
• Call Member Services if you need help finding an OB/GYN in the Amerigroup network 
 
When you find out you are pregnant: 
• Call Amerigroup Member Services 
• Call your welfare caseworker; tell him or her you are pregnant. This is to make sure your baby gets 


the care he or she needs  
 
If you are a Nevada Check Up member, call Nevada Check Up at 1-800-360-6044 before the baby is 
born. This will help your baby get Amerigroup health care benefits when he or she is born. 
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We will send you a pregnancy education package. It will include: 


• A letter welcoming you to the Taking Care of Baby and Me program 
• A self-care book with information about your pregnancy; you can also use this book to write down 


things that happen during your pregnancy 
• The Taking Care of Baby and Me reward program brochure; it tells you how to get your gift for 


getting prenatal care 
 
While you are pregnant, you need to take good care of your health. You may be able to get healthy 
food from the Women, Infants and Children Program (WIC). Member Services can give you the phone 
number for the WIC program close to you. Just call us. 
 
When you are pregnant, you must go to your PCP or OB/GYN at least: 


• Every four weeks for the first six months 
• Every two weeks for the seventh and eighth months 
• Every week during the last month 
Your PCP or OB/GYN may want you to visit more than this based on your health needs. 


When You Have a New Baby 
When you deliver your baby, you and your baby may stay in the hospital at least: 


• Forty-eight hours after a vaginal delivery 
• Ninety-six hours after a Cesarean section (C-section) 
 
You may stay in the hospital less time if your PCP or OB/GYN and the baby’s provider see you and your 
baby are doing well. If you and your baby leave the hospital early, your PCP or OB/GYN may ask you to 
have an office or in-home nurse visit within 48 hours. 
 
If you are a Nevada Check Up member:  
• Call Nevada Check Up at 1-800-360-6044 within 14 calendar days of delivery. If you do not call 


Nevada Check Up before you have your baby and within 14 calendar days of the birth, your baby 
will not be covered until the month after you call Nevada Check Up. 


• Tell them you had your baby. They will make sure your baby gets Nevada Check Up benefits for the 
first month.  


 
If you are a Medicaid member: 
• Call Amerigroup Member Services as soon as you can 


- Let your care manager know you had your baby. We will need to get information about your 
baby, too.  


- If you did not pick a PCP for your baby before he or she was born, let the Member Services 
representative know. We can help you pick a PCP for your baby. 


• Call your welfare caseworker to let the caseworker know your baby’s name and date of birth. This 
is to make sure your baby gets the care he or she needs.  
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After You Have Your Baby 
Amerigroup will send you the Taking Care of Baby and Me postpartum education package. It will 
include: 
• A letter welcoming you to the postpartum part of the Taking Care of Baby and Me program 
• A baby-care book with information about your baby’s growth; you can also use this book to write 


down things that happen during your baby’s first year 
• Taking Care of Baby and Me reward program brochure about going to your postpartum visit 
• A brochure about postpartum depression 
• A survey to ask you about the case manager you talked to throughout your pregnancy 


Disease Management Centralized Care Unit  
Amerigroup has a Disease Management Centralized Care Unit (DMCCU) program. A team of licensed 
nurses and social workers, called DMCCU care managers, educates you about your condition and helps 
you learn how to manage your care. Your Primary Care Provider (PCP) and our team of DMCCU care 
managers will assist you with your health care needs.  
 
DMCCU care managers provide support over the phone for members with: 
• Diabetes 
• HIV/AIDS 
• Heart conditions 


- Coronary Artery Disease (CAD) 
- Congestive Heart Failure (CHF) 
- Hypertension 


• Lung conditions 
- Asthma  
- Chronic Obstructive Pulmonary Disease (COPD) 


• Behavioral health conditions 
- Bipolar disorder 
- Major depressive disorder 
- Schizophrenia 


 
DMCCU care managers work with you to create health goals and help you develop a plan to reach 
them. As a member in the program, you will benefit from having a care manager who: 
• Listens to you and takes the time to understand your specific needs 
• Helps you create a care plan to reach your health care goals 
• Gives you the tools, support and community resources that can help you improve your quality of 


life 
• Provides health information that can help you make better choices 
• Assists you in coordinating care with your providers 
 
As an Amerigroup member enrolled in the (DMCCU), you have certain rights and responsibilities. You 
have the right to: 
• Have information about Amerigroup; this includes all Amerigroup programs and services, as well as 


our staff’s education and work experience; it also includes contracts we have with other businesses 
or agencies 
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• Refuse to take part in or disenroll from programs and services we offer  
• Know which staff members arrange your health care services and who to ask for a change  
• Have Amerigroup help you to make choices with your doctors about your health care  
• Learn about all DMCCU-related treatments; these include anything stated in the clinical guidelines, 


whether covered by Amerigroup or not; you have the right to discuss all options with your 
providers  


• Have personal and medical information kept private under HIPAA; know who has access to your 
information; know what Amerigroup does to keep it private  


• Be treated with courtesy and respect by Amerigroup staff  
• File a complaint with Amerigroup and be told how to make a complaint; this includes knowing 


about the Amerigroup standards of timely response to complaints and resolving issues of quality  
• Get information that you can understand 
• Have Amerigroup act as an advocate for you if needed  
• Have an advance directive, living will or durable medical power of attorney on file with your PCP, 


your PCP or any other health care professional will honor your medical requests in the event you 
are injured or too sick to inform others of your wishes 


 
You are encouraged to: 
• Listen to and know the effects of accepting or rejecting health care advice 
• Provide Amerigroup with information needed to carry out our services 
• Tell Amerigroup and your providers if you decide to disenroll from the DMCCU program 
 
If you have one of these conditions or would like to know more about our DMCCU, please call 
1-888-830-4300 Monday through Friday from 8:00 a.m. to 5:00 p.m. Pacific time. Ask to speak with a 
DMCCU care manager. You can also visit our website at www.myamerigroup.com/NV and log in with 
your member information. Then, choose Programs and Info in Your Community. You can also call the 
DMCCU if you would like a copy of DMCCU materials you find online. 


SPECIAL AMERIGROUP SERVICES FOR HEALTHY LIVING 


Health Information  
Learning more about health and healthy living can help you stay healthy. Here are some ways to get 
health information: 
• Ask your PCP  
• Call us. Our Nurse HelpLine is available 24 hours a day, 7 days a week to answer your questions. 


They can tell you: 
- If you need to see your PCP  
- How you can help take care of some health problems you may have 


Health Education Classes 
Amerigroup can help you find classes near your home. You can call Member Services to find out where 
and when these classes are held.  
Some of the classes include: 
• Childbirth 
• Infant care 
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• Parenting 
• Pregnancy 
• Quitting cigarette smoking 
• Protecting yourself from violence 
• Other classes about health topics 
 
Some of the larger medical offices (like clinics) in our network show health videos. They talk about 
immunizations (shots), prenatal care and other important health topics. We hope you will learn more 
about staying healthy by watching these videos. 
 
We will also mail a member newsletter to you twice a year. This gives you health news about well care 
and taking care of illnesses. It gives you tips on how to be a better parent and other topics. 


Community Events 
Amerigroup sponsors and participates in special community events and family fun days where you can 
get health information and have a good time. You can learn about topics like: 
• Healthy eating  
• Asthma  
• Stress  
 
You and your family can play games and win prizes. People from Amerigroup will be there to answer 
your questions about your benefits, too. Call Member Services to find out when and where these 
events will be. 


Boys & Girls Clubs 
Amerigroup offers this special benefit to members ages 6 to 11. Children can join their neighborhood 
Boys & Girls Clubs for free. The clubs are a great place for children to go after school. They have 
computers, homework help, sports, business training and much more. There is something for 
everyone. Please call Member Services to learn how to join. 


Domestic Violence 
Domestic violence is abuse. Abuse is unhealthy. Abuse is unsafe. It is never OK for someone to hit you. 
It is never OK for someone to make you afraid. Domestic violence causes harm and hurt on purpose. 
Domestic violence in the home can affect your children, and it can affect you. If you feel you may be a 
victim of abuse, call or talk to your PCP. Your PCP can talk to you about domestic violence. He or she 
can help you understand you have done nothing wrong and do not deserve abuse. 
 
Safety tips for your protection: 
• If you are hurt, call your PCP  
• Call 911, or go to the nearest hospital if you need emergency care. Please see the section 


Emergency Care for more information 
• Have a plan on how you can get to a safe place (like a women’s shelter or a friend’s or relative’s 


home) 
• Pack a small bag and give it to a friend to keep until you need it 
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If you have questions or need help: 
• Call our Nurse HelpLine at 1-800-600-4441 (TTY 1-800-855-2880)  
• Call the National Domestic Violence hotline number at 1-800-799-7233 (TTY 1-800-787-3224) 


Minors 
For most Amerigroup members under age 18, our network doctors and hospitals cannot give them 
care without a parent’s or legal guardian’s consent. This does not apply if emergency care is needed.  
 
Parents or legal guardians also have the right to know what is in their child’s medical records. Members 
under age 18 can ask their PCP not to tell their parents about their medical records, but the parents 
can still ask the PCP to see the medical records. 
 
These rules do not apply to emancipated minors. Emancipated minors may make their own decisions 
about their medical care and the medical care of their children. Parents no longer have the right to see 
the medical records of emancipated minors.  
 
Members under age 18 may be emancipated minors if they: 
• Are married 
• Are pregnant 
• Have a child 
• Are emancipated by court order 


MAKING A LIVING WILL (ADVANCE DIRECTIVES) 
Emancipated minors and members over 18 years old have rights under the state’s advance directive 
law. An advance directive talks about making a living will. A living will says you may not want medical 
care if you have a serious illness or injury and may not get better. To make sure you get the kind of 
care you want if you are too sick to decide for yourself, you can sign a living will. This is a type of 
advance directive. It is a paper that tells your provider and your family what kinds of care you do not 
want if you are seriously ill or injured. 
 
If you wish to sign a living will, you can: 
• Ask your Primary Care Provider (PCP) for a living will form or call Member Services to get one  
• Fill out the form by yourself or call us for help  
• Take or mail the completed form to your PCP or specialist; your PCP or specialist will then know 


what kind of care you want to get 
You can change your mind anytime after you have signed a living will.  
• Call your PCP or specialist to remove the living will from your medical record.  
• Fill out and sign a new form if you wish to make changes in your living will. 
 
You can sign a paper called a durable medical power of attorney, too. This paper will let you name a 
person to make decisions for you when you cannot make them yourself. Ask your PCP or specialist 
about these forms. 
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Your PCP will require you to sign the Acknowledgement of Patient Information on Advance Directives 
form. Your signed form along with your advance directive, living will or durable medical power of 
attorney will be kept on file with your medical record. 
 
If your PCP or other provider objects to the request for care that you make in your advance directive, 
you have the right to select another PCP or provider. Please call Member Services at 1-800-600-4441 
(TTY 1-800-855-2880) for assistance. 
 
If you have a grievance about your advance directive, you may contact Member Services and you may 
also file your grievance with DHCFP at: 


Division of Health Care Financing and Policy 
1100 E. William St., Suite 101 
Carson City, NV 89701 
775-684-3676  


GRIEVANCES AND MEDICAL APPEALS 
If you have any questions or concerns about your Amerigroup benefits, please call Member Services at 
1-800-600-4441 (TTY 1-800-855-2880). You can also write to us.  


Grievances 
If you have a problem with our services or network providers we would like you to tell us about it; 
please call Member Services. We will try to solve your problem on the phone. 
 
If we cannot take care of the problem when you call us, you can file a grievance. You can: 
• Write a letter to us and include information, such as: 


- The date the problem happened 
- The names of people involved 
- Details about the problem  


• File a grievance on the phone 
• Ask Member Services for help with writing a letter; include information such as the date the 


problem happened and the people involved 
• Send your letter to:  


Quality Management Department 
Amerigroup Community Care 
7251 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128 


When we get your call or letter, we will: 
• Send you a letter within five calendar days to let you know we received your grievance 
• Look into your grievance in a timely manner 
• Send you a letter within 90 calendar days of when you first told us about your grievance; the letter 


will tell you what we decide  
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Medical Appeals 
There may be times when we say we will deny, end or reduce a service we approved or will not pay for 
all or part of the care your provider recommended. If we do this, you can appeal the decision. Your 
practitioner can appeal our decision for you if he or she has your written permission. 
 
A medical appeal is when you ask Amerigroup to look again at the care your provider asked for and we 
said we will not pay for. You must file for a medical appeal within 90 calendar days from the date on 
our first letter that says we will not pay for a service. 
A medical appeal can be filed by: 
• You 
• A person helping you  
• Your PCP or the provider taking care of you at the time; if you want your PCP to file an appeal for 


you, he or she must have your written permission unless you are asking for an expedited appeal  
 
To continue receiving services that we have already approved but may be part of the reason for your 
appeal, you or your provider must complete a Request to Continue Benefits during an Appeal or Fair 
Hearing form and return it to us on or before the later of:  
• Ten days after we mail the notice to you to let you know we will not pay for the care that has 


already been approved 
• The date the notice says your service will end 
 
You can appeal our decision in two ways: 
 
By calling us 
• Call Member Services and ask to appeal  
• Let us know if you want someone else to help you with the appeal process, such as a family 


member, friend, or your PCP or the provider taking care of you at the time 
 
If you call us, we will: 
• Send you a Request for Appeal Review form 


- You must complete and sign this form and return it to us within 10 calendar days  
• Send you a letter within five calendar days from when we get your signed form to let you know we 


got your request for an appeal 
If you are asking for an expedited appeal, you do not need to send us any documents in writing. See 
the section Expedited Appeals for details. 
 
By sending us a letter 
• Send us a letter  
• Include information such as the care you are looking for and the people involved.  
 
Have your doctor send us your medical information about this service to the address below: 


Medical Appeals 
Amerigroup Community Care 
P.O. Box 62429 
Virginia Beach, VA 23466-2429 
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When we get your letter, we will send you a letter within five calendar days. The letter will let you 
know we got your request for appeal. 
 
After we receive your appeal: 
• A different provider than the one who made the first decision will look at your appeal 
• We will send you and your provider a letter with the answer to your appeal. We will do this within 


30 calendar days from when we get your appeal. This letter will: 
- Let you and your provider know what we decide  
- Tell you and your provider how to find out more about the decision and your rights to request a 


state fair hearing 
 
If we need more information about your appeal: 
• We may ask for medical records to help us make a decision. You, your PCP or your provider giving 


you care must forward the records to us within seven calendar days 
• Upon state approval, we may extend the appeals process for 14 calendar days if the outcome of 


our decision will be in your favor  
• If the state approves our extension request, we will let you or the person you asked to file the 


appeal for you know in writing the reason for the delay 
 
You may ask us to extend the process if you know more information that we should consider. 
 
After you have gone through all of the Amerigroup appeal process, you may ask the state for a state 
fair hearing. See the section Fair Hearings for more details. 


Expedited Appeals 
You or the person you ask to file an appeal for you can request an expedited appeal. You can request an expedited  
if you or your provider feels that taking the time for the standard appeals process could seriously harm your life or  
health. You or your provider can request an expedited appeal in two ways: 
• You can call Member Services 
• You can send us a letter to the address below: 


Member Appeals 
Amerigroup Community Care 
7251 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128 


 
When we get your letter or call, we will send you a letter with the answer to your appeal. We will do 
this within three calendar days. 
 
If we need more information about your appeal: 
• Upon state approval, we may extend the appeals process for 14 days  
• If the state approves our extension request, we will let you know in writing the reason for the delay  


 
You may also ask us to extend the process if you have more details that we should review. You or your 
provider should send us this information right away in the case of an expedited appeal. 
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If we do not agree that your request for an appeal should be expedited, we will: 
• Call you right away  
• Send you a letter within two calendar days to let you know how the decision was made and that 


your appeal will be reviewed through the standard review process of 30 calendar days 
 
If the decision on your expedited appeal upholds our first decision and we will not pay for the care 
your doctor asked for, we will call you and send you a letter. This letter will: 
• Let you know how the decision was made  
• Tell you about your rights to request an expedited state fair hearing 


Payment Appeals 
If you receive a service from a provider and we do not pay for that service, you may receive a notice 
from Amerigroup called an Explanation of Benefits (EOB). This is not a bill. The EOB will tell you: 
• The date you received the service  
• The type of service 
• The reason we cannot pay for the service  
 
The provider, health care place or person who gave you this service will get a notice called an 
Explanation of Payment (EOP). 
 
If you receive an EOB, you do not need to call or do anything at that time, unless you or your 
provider wants to appeal the decision.  
 
A payment appeal is when you ask Amerigroup to look again at the service we said we would not pay 
for. Your provider must ask for a payment appeal within 90 calendar days of receiving the EOP.  
 
To file a payment appeal, your provider can mail the request with supporting information, such as an 
EOP or other written explanation, along with a copy of the claim for the service to: 


Payment Dispute Unit 
Amerigroup Community Care 
P.O. Box 61599 
Virginia Beach, VA 23466-1599 
 
If you want your provider to file an appeal for you, he or she must have your written permission. 
Payment appeals must be submitted in writing by your provider. 


Fair Hearings 
You have the right to ask for a fair hearing from the state after the Amerigroup Community Care appeal 
process has been exhausted. You may ask for a fair hearing within 90 calendar days from the date of 
the appeal letter saying we denied coverage of services.  
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Nevada Medicaid and Check Up members can ask for a fair hearing by sending the Member State Fair 
Hearing form that Amerigroup sent you with the notice of decision or a letter asking for a state fair 
hearing along with the Amerigroup notice of decision to: 


Nevada Division of Health Care Financing and Policy Hearings 
1100 E. William St., Suite 102 
Carson City, NV 89701 
 
If you have any questions about your rights to request a fair hearing, you may call Amerigroup Member 
Services. Or if you have questions regarding the fair hearing, you may call the hearings supervisor at 
702-486-3000, ext. 43604 in the Las Vegas area or 775-684-3604 if you live in the Carson City area. Or 
call toll free 1-800-992-0900, ext. 43604. 
 
If you ask for a fair hearing, you will get a letter telling you the date and time of a hearing preparation 
meeting. The hearing preparation meeting will be held by phone, and you can explain why you 
disagree with the decision made by Amerigroup. If you proceed to a fair hearing, you must attend the 
fair hearing in person unless you get the hearing officer’s consent to attend by phone. You do not have 
to pay any costs to take part in the hearing. 


Continuation of Benefits 
You may ask Amerigroup to continue to cover your benefits during the appeal or fair hearing process. If 
coverage of a service you are receiving is reduced and you want to continue that service during your 
appeal or fair hearing, you can call Member Services to request it.  
 
The request to continue benefits applies to inpatient stays, outpatient services or pharmacy benefits 
approved by Amerigroup that you still get now. 
 
Your first request to continue benefits may be verbal. But you must also ask in writing.  
 
If you want to keep getting benefits, please fill out the Request to Continue Benefits during an Appeal 
or a Fair Hearing form and return it to: 


Appeals Department 
Amerigroup Community Care 
7251 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128 
 
You must meet the conditions listed below to continue services during the appeal or fair hearing: 
• You must request to continue benefits within 10 calendar days of the notice of action or the 


intended effective date of our proposed action 
• Any previously authorized course of treatment must have ended or been suspended or reduced. 
• Services must have been ordered by an authorized provider 
• The coverage period of the original approval must still be in effect  
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We must continue coverage of your benefits until: 
• You withdraw the appeal 
• Ten days from the date of our first decision if you have not requested a fair hearing and 


continuation of benefits 
• A fair hearing decision is reached and is not in your favor 
• Authorization expires or your service limits are met 


 
Payment for services received during the time your benefits were continued will be made by 
Amerigroup until a final decision is made. You may have to pay for the cost of any continued benefit if 
the final decision is not in your favor.  
 
If a decision is made in your favor as a result of your appeal or fair hearing, we will authorize and pay 
for the services we denied coverage of before. 


OTHER INFORMATION 


If You Move or Your Family Size Changes 
If you are a Medicaid member, you must contact your welfare caseworker as soon as you move to 
report your new address or if your family size changes. 
 
If you are a Nevada Check Up member, you should call Nevada Check Up when your family size 
changes. You should also call Nevada Check Up as soon as you move to report your new address. 
 
Once you call the state, you should then call Amerigroup Member Services. If you move out of the 
service area, you will continue to get health care services through us until you are disenrolled. You 
must call Amerigroup before you can get any services in your new area unless it is an emergency. 
 


Renew Your Medicaid or Nevada Check Up Benefits on Time 


Keep the right care. Do not lose your health care benefits! You could lose your Medicaid or Nevada 
Check Up benefits even if you still qualify. Every 12 months, you will need to renew your benefits.  
 
If you are a Nevada Medicaid member, the Nevada Division of Welfare and Supportive Services 
(DWSS) will send you a letter telling you it is time to renew your Medicaid benefits. You will receive a 
renewal package about two months before the date you need to renew your benefits. 
 
If you are a Nevada Check Up member, the Nevada Division of Health Care Financing and Policy 
(DHCFP) will send you a letter telling you it is time to renew your Nevada Check Up benefits. You will 
receive a renewal package about two months before the date you need to renew your benefits. 
 
If you do not renew your eligibility by the date in the letter, you will lose your health care benefits. 
Your DWSS or welfare caseworker can answer your questions about renewing your benefits. We want 
you to keep getting your health care benefits from us as long as you still qualify. Your health is very 
important to us. 
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If You Are No Longer Eligible for Medicaid or Nevada Check Up 


You will be disenrolled from Amerigroup if you are no longer eligible for Medicaid or Nevada Check Up 
benefits. If you are ineligible for Medicaid or Nevada Check Up for two months or less and then 
become eligible again, you will be re-enrolled in Amerigroup. If possible, you will be given the same 
PCP you had when you were in Amerigroup before. You will be assigned to the same PCP as your other 
family members where appropriate 


How to Disenroll from Amerigroup  
If you do not like something about Amerigroup, please call Member Services. We will work with you to 
try to fix the problem. If you are still not happy, you may: 
• As a new Medicaid or Nevada Check Up recipient, change to another health plan at any time during 


the first 90 days of enrolling in Amerigroup 
• Change health plans after the first 90 days of enrollment with good cause. The good cause reasons 


to disenroll are: 
- You move out of the service area 
- Amerigroup does not, because of moral or religious objections, cover the service you seek  
- You need related services to be performed at the same time and not all related services are 


available within the Amerigroup network; and your PCP or another provider believes that 
receiving the services separately would subject you to unnecessary risk 


- Other reasons, including but not limited to, poor quality of care, lack of access to services 
covered, or lack of access to providers experienced in dealing with your health care needs  


• Change plans without cause during the annual open enrollment period  
- If you choose Amerigroup or a new managed care organization during open enrollment, you 


will be enrolled in the plan for the next 12 months. You can choose to switch back to your old 
managed care organization within the first 90 days after open enrollment. On the 91st day, you 
can only change health plans during the next 12 months if you can show good cause.  


If you would like to request to be disenrolled from Amerigroup, you can do one of the following: 
• Call Amerigroup Member Services toll free to request a Disenrollment form; complete all sections 


of the form  
• Send us a letter; include: 


- Your name 
- Amerigroup ID number 
- A phone number where you can be reached 
- A complete description of your request to disenroll 


 
Send the Disenrollment form or letter to: 


Disenrollment Department 
Amerigroup Community Care 
7251 W. Lake Mead Blvd., Suite 104 
Las Vegas, NV 89128 
 
When we get your Disenrollment form or letter, we will review your request within 14 calendar days. 
We will send you a letter within 10 calendar days of when we complete our review. The letter will let 
you know what we decide. 
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Reasons Why You Can Be Disenrolled from Amerigroup  
There are several reasons you could be disenrolled from Amerigroup without asking to be disenrolled. 
Some of these are listed below. If you have done something that may lead to disenrollment, we will 
contact you. We will ask you to tell us what happened.  
 
You could be disenrolled from Amerigroup if: 
• You are no longer eligible for Medicaid or Nevada Check Up 
• You move out of the Amerigroup service area 
• You do not pay your Nevada Check Up premiums on a quarterly basis 
• You let someone else use your Amerigroup ID card 
• You try to hurt a provider, a staff person or Amerigroup associate 
• You steal or destroy property of a provider or Amerigroup  
• You try to hurt other patients or make it hard for you or other patients to get the needed care 
• You have to stay in a nursing facility for more than 45 days 
• You have to stay in a swing bed at an acute hospital for more than 45 days 
• You are placed in an intermediate care facility for the mentally retarded or an institution for mental 


diseases 
• You need adult day health care 
• You choose a Home- and Community-based Waiver Program 
• You are detained by or entrusted to the state 
• You are placed in a residential treatment center (Medicaid members only) 
 
If you have any questions about your enrollment, call Member Services. 


If You Get a Bill or Your Primary Care Provider Charges You a Fee 
Always show your Amerigroup ID card when you visit a provider, go for tests or to the hospital. 
Showing your Amerigroup member ID card tells the provider to bill the covered medical services to 
Amerigroup. 
 
The Nevada Medicaid and Nevada Check Up program clearly states your PCP may not bill or charge you 
a fee for the following:  
• You cancel or do not go to your appointment your PCP is not allowed to charge you. If you refuse to 


sign a form saying you will pay for missed appointments, your provider is not allowed to withhold 
treatment or refuse to let you return 


• You ask for the first copy of your medical records. You will be charged a reasonable fee for extra 
copies  


• Your PCP does not submit your claim for services to Amerigroup within a certain period of time  
• Your PCP’s claim for services has been rejected by Amerigroup and your provider has not submitted 


a corrected claim within a certain period of time 
 
If you are charged for any of these reasons, please call Member Services to report the issue. 
Amerigroup will contact your PCP and notify them they are not allowed to send you a bill. 
 
If you do get a bill for medical services your PCP provided to you, send it to Amerigroup with a letter 
saying you have been sent a bill. Amerigroup will contact your PCP. 
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Send the letter to: 
Claims 
Amerigroup Community Care 
P.O. Box 61010 
Virginia Beach, VA 23466-1010 
 


You can also call Member Services for help. 
You will receive a bill when your PCP performs a service that has been denied as not medically needed 
or is not an Amerigroup covered benefit, only if both of the following conditions are met: 
• You request the specific service or item 
• Your PCP obtains and keeps a written acknowledgement statement in your medical chart signed by 


you and your provider stating the following: 


 


If You Have Other Health Insurance (Coordination of Benefits) 
Please call your welfare caseworker and Amerigroup Member Services if you or your children have 
other insurance. The other insurance plan needs to be billed for your health care services before 
Amerigroup can be billed. Amerigroup will work with the other insurance plan on payment for these 
services. 


Changes in Your Amerigroup Coverage 


Sometimes, Amerigroup may have to make changes in the way it works, its covered services or its 
network providers and hospitals. We will mail you a letter when we make changes in the services that 
are covered. Your PCP’s office may move, close or leave our network. If this happens, we will call or 
send you a letter to tell you about this. 
 
We can also help you pick a new PCP. You can call Member Services if you have any questions. 
Member Services can also send you a current list of our network PCPs. 
  


“I understand that, in the opinion of (Provider’s Name), the services or items that I have 
requested to be provided to me on (Dates of Service) may not be covered under Amerigroup as 
being reasonable and medically necessary for my care or be an Amerigroup-covered benefit. I 
understand that Amerigroup has established the medical necessity standards for the services or 
items that I request and receive. I also understand that I am responsible for payment of the 
services or items I request and receive if these services or items are determined to be inconsistent 
with the Amerigroup medically necessary standards for my care or are not covered benefits.” 
 
Signature:           
Date:            
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How to Tell Amerigroup about Changes You Think We Should Make 
We want to know what you like and do not like about Amerigroup. Your ideas will help us make 
Amerigroup better. Please call Member Services to tell us your ideas.  
 
You can also send a letter to: 


Amerigroup Community Care 
P.O. Box 62509 
Virginia Beach, VA 23466 
 
Amerigroup has a group of members who meet quarterly to give us their ideas. These meetings are 
called Member Advisory Meetings. This is a chance for you to find out more about us, ask questions 
and give us suggestions for improvement. If you would like to be part of this group, call 
Member Services. 
 
We also send surveys to some members. The surveys ask questions about how you like Amerigroup. If 
we send you a survey, please fill it out and send it back. Our staff may also call to ask how you like 
Amerigroup. Please tell them what you think. Your ideas can help us make Amerigroup better. We 
want to give you the quality care you deserve. 


HOW AMERIGROUP MEASURES THE QUALITY OF YOUR CARE 
Each year, Amerigroup looks at how often you get care and services. We also study the quality of your 
care. Amerigroup does this so we will know if you are getting the care you need when you are sick.  
 
Amerigroup measures how often you need care and the quality of care you receive through a set of 
standard performance measures, including: 
• Frequency of childhood well-check visits 
• Childhood immunizations 
• Lead screenings 
• Mammograms and Pap smears 
• Pregnancy care 
• Diabetes care  
 
These measures are tracked with other health plans. These measures also give us the chance to help 
improve your health by: 
• Providing education tools to you and your PCP through newsletters and community events 
• Mailing reminder cards to you and your family members to help you get routine preventive care 


and shots on time 


Why Does Amerigroup Do These Things?  
These results tell us how healthy you are. Some of the measures have tests that show good health or 
the right types of care. Some tests tell us when we need to watch your health to keep you from getting 
sick.  
 


Attachment 5.1.11.3-1: Nevada Member Handbook


IX-112







What does this mean to you? Amerigroup wants to help you stay healthy. You are the most important 
decision maker when it comes to making health care choices. To help you make good health care 
choices, Amerigroup reviews the care and services we provide. This helps us learn how we can make 
our services better. 


What Can You Do About Your Own Health? 
You can help make sure you get the medical care you need. You can also help your PCP know what kind 
of care is right for you by following these important steps:  
• Get tests and health care services on time 
• Keep appointments for routine checkups to help keep you healthy 
• Read and follow the instructions on any reminders you get from Amerigroup  
 
If you have a question about your health or what kind of care you might need, please call our Nurse 
HelpLine at 1-800-600-4441. Nurses are available 24/7 to assist you with your health care questions.  


How Amerigroup Pays Providers 
Different providers in our network have agreed to be paid in different ways by us. Your provider may 
be paid each time he or she treats you (fee-for-service). Or your provider may be paid a set fee each 
month for each member whether or not the member actually gets services (capitation). Your provider 
may also participate in the Amerigroup Provider Quality Incentive Program (PQIP). 
 
These kinds of pay may include ways to earn more money. This kind of pay is based on different things 
like how happy a member is with the care or quality of care. It is also based on how easy it is to find 
and get care. 
 
If you want more details about how our contracted providers or any other providers in our network are 
paid, please call the Amerigroup Member Services department or write to us at: 


Amerigroup Community Care 
P.O. Box 62509 
Virginia Beach, VA 23466 


YOUR RIGHTS AND RESPONSIBILITIES AS AN AMERIGROUP MEMBER 


Your Rights 
As an Amerigroup member, you have the right to: 
Privacy 
Be sure your medical record is private; be cared for with dignity and without discrimination. That 
includes the right to: 
• Be treated fairly and with respect  
• Know your medical records and discussions with your providers will be kept private and 


confidential 
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Choose your health plan and providers 
Have a reasonable opportunity to choose a health care plan and Primary Care Provider or PCP (the 
doctor or health care provider you will see most of the time and who will coordinate your care), and an 
opportunity to change to another health plan or provider in a reasonably easy manner; that includes 
the right to: 
• Be informed of how to choose and change your health plan and your PCP 
• Choose any health plan you want that is available in your area and choose your PCP from that plan 
• Change your PCP 
• Change your health plan without penalty 
• Be educated about how to change your health plan or your PCP 
 
Ask questions about your health care 
Ask questions and get answers about anything you do not understand; that includes the right to:  
• Have your provider explain your health care needs to you and to talk to you about the different 


ways your health care problems can be treated 
• Be told why payment for care or services was denied and not given 
 
Take part in making decisions about your health care 
Consent to or refuse treatment and actively participate in treatment decisions; this includes the right 
to: 
• Work as part of a team with your provider in deciding what health care is best for you 
• Take part in a candid discussion on the proper or medically needed treatment options for your 


condition, regardless of cost or benefit coverage  
• Say yes or no to the care recommended by your provider  
• Be told and understand the consequences of the decision 
• Decide ahead of time the kind of care you want if you become sick, injured or seriously ill by 


making a living will 
 
Use the grievance, appeal and fair hearing process 
Use each available complaint process through the managed care organization and through Medicaid; 
receive a timely response to complaints; that includes the right to: 
• Make a complaint to your health plan or to the state Medicaid program about your health care, 


your provider or your health plan 
• Get a timely answer to your complaint 
• Request a fair hearing from the state Medicaid program  
 
Receive care in a timely manner 
Get timely access to care that does not have any communication or physical access barriers; that 
includes the right to: 
• Have telephone access to a medical professional 24 hours a day, 7 days a week in order to obtain 


any needed emergency or urgent care 
• Get medical care in a timely manner 
• Be able to get in and out of a health care provider's office, including barrier-free access for persons 


with disabilities or other conditions limiting mobility, in accordance with the Americans with 
Disabilities Act 
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• Have interpreters, if needed, during appointments with your providers and when talking to your 
health plan; interpreters include people who can speak in your language, assist with a disability or 
help you understand the information 


• Be given an explanation you can understand about your health plan rules, including the health care 
services you can get and how to get them 


 
Receive care without restraint  
Not be restrained or secluded if doing so is: 
• For someone else’s convenience 
• Meant to force you to do something you do not want to do 
• To get back at you or punish you 
 
Get information you request 
Request and get the following information: 
• Names, sites and phone numbers of contracted network providers in the Amerigroup service area  
• Information about how Amerigroup operates 
• Non-English languages spoken by network providers 
• Names of network providers who are not taking new patients 
• Information on PCPs, specialists and hospitals 
• Any limits on your right to choose a network provider 
• Your rights, responsibilities and protections 
• Information on grievance, appeal and fair hearing procedures 
• The amount, period of time and scope of covered benefits you get as an Amerigroup member 
• Procedures for getting benefits, including authorization requirements 
• The extent to which, and how, you may get benefits, including family planning services from 


out-of-network providers  
• The extent to which, and how, after-hours and emergency coverage are provided, including: 


- What constitutes an emergency medical condition, emergency services and poststabilization 
services (Poststabilization care services are Medicaid-covered services that you receive after 
emergency medical care. You get these services to help keep your condition stable.)  


- The fact that prior approvals are not required for emergency care services  
- How to get emergency services; this includes the use of the 911 phone system or its local equal 
- The sites of any emergency setting and other sites where providers and hospitals furnish 


covered emergency services – you have the right to use any hospital or other setting (without 
financial penalty) for emergency care 


- Poststabilization rules 
• How referrals for specialty care are handled and how other benefits are handled that are not 


offered by your PCP 


Your Responsibilities 
As an Amerigroup member, you have the responsibility to: 
 
Learn about your rights 
Learn and understand each right you have under the Medicaid program; that includes the 
responsibility to: 
• Ask questions if you do not understand your rights 
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• Learn what choices of health plans are available in your area 
 
Learn and follow your health plan and Medicaid rules 
Abide by health plan Medicaid policies and procedures; that includes the responsibility to: 
• Carry your ID card at all times when getting health care services 
• Learn and follow your health plan and Medicaid rules 
• Make any changes in your health plan and PCP in the ways established by Medicaid and by the 


health plan 
• Keep scheduled appointments 
• Cancel appointments in advance when you cannot keep them 
• Always contact your PCP first for your nonemergency medical needs 
• Be sure you have approval from your PCP before going to a specialist 
• Understand when you should and should not go to the emergency room 
 
Tell your providers about your health care needs 
Share information relating to your health status with your PCP and become fully informed about 
service and treatment options; that include the responsibility to: 
• Tell your PCP about your health 
• Talk to your providers about your health care needs and ask questions about the different ways 


health care problems can be treated 
• Help your providers get your medical records 
• Provide your providers with the right information 
• Follow the prescribed treatment of care recommended by the provider or let the provider know 


the reasons the treatment cannot be followed as soon as possible 
 
Take part in making decisions about your health 
Actively participate in decisions relating to service and treatment options, make personal choices and 
take action to maintain your health; that includes the responsibility to: 
• Work as a team with your provider in deciding what health care is best for you 
• Understand how the things you do can affect your health 
• Do the best you can to stay healthy 
• Treat providers and staff with respect 
 
Call Amerigroup Member Services if you have a problem and need help. 
 
Amerigroup provides health coverage to our members on a nondiscriminatory basis, according to state 
and federal law, regardless of gender, race, age, religion, national origin, physical or mental disability, 
or type of illness or condition. 
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HOW TO REPORT SOMEONE WHO IS MISUSING THE MEDICAID OR NEVADA 
CHECK UP PROGRAM 
If you know someone who is misusing (through fraud, abuse and/or overpayment) the Medicaid 
program, you can report him or her. 
 
To report doctors, clinics, hospitals, nursing homes, or Medicaid or Nevada Check Up enrollees, write 
or call Amerigroup at: 


Corporate Investigations Department 
Amerigroup Community Care 
4425 Corporation Lane 
Virginia Beach, VA 23462 
1-800-600-4441 


 
Suspicions of fraud and abuse can be emailed directly to the Amerigroup Community Care Corporate 
Investigations department at corpinvest@amerigroup.com.  
 
Online: Suspicions of fraud and abuse can also be sent to the Corporate Investigations Department 
through the Amerigroup website at www.myamerigroup.com. There are fraud and abuse links on the 
web site to report details about a possible issue. This information is sent directly to the email address 
above, which is checked every business day. 


 
You can also call the Attorney General’s Fraud Hotline at 1-800-266-8688. 
 
We hope this book has answered most of your questions about Amerigroup. For more information, call 
the Amerigroup Member Services department at 1-800-600-4441. 
 
This handbook is not a certificate of insurance and shall not be construed or interpreted as evidence of 
insurance coverage between Amerigroup and the enrollee.  
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NOTICE OF PRIVACY PRACTICES 
This notice describes how medical information about you may be used and disclosed and how you can 
get access to this information. Please review it carefully. 
 
This notice is in effect April 14, 2003. 
 
WHAT IS THIS NOTICE? 
This Notice tells you: 
• How Amerigroup handles your protected health information 
• How Amerigroup uses and gives out your protected health information 
• What your rights about your protected health information are 
• What the Amerigroup responsibilities are in protecting your protected health information 
 
This Notice follows what is known as the Health Insurance Portability and Accountability Act (HIPAA) 
Privacy Regulations. These regulations were given out by the federal government. The federal 
government requires companies such as Amerigroup to follow the terms of the regulations and of this 
Notice. 
 
This Notice is also available on the Amerigroup website at www.myamerigroup.com. 
 
NOTE: You may also get a Notice of Privacy Practices from the state and other organizations.  
 


WHAT IS PROTECTED HEALTH INFORMATION? 
Protected Health Information (PHI) - The HIPAA Privacy Regulations define protected health 
information as: 
• Information that identifies you or can be used to identify you 
• Information that either comes from you or has been created or received by a health care provider, 


a health plan, your employer or a health care clearinghouse 
• Information that has to do with your physical or mental health or condition, providing health care 


to you or paying for providing health care to you 
 
In this Notice, protected health information will be written as PHI. 
 
WHAT ARE THE AMERIGROUP RESPONSIBILITIES TO YOU ABOUT YOUR PROTECTED 
HEALTH INFORMATION? 
Your/your family’s PHI is private. We have rules to help keep it safe and private. These rules are 
designed to follow state and federal laws.  
 
Amerigroup must: 
• Protect the privacy of the PHI that we have or keep about you through: 


- Staff training 
- Secure computer systems and offices 
- Secure disposal of written material that includes PHI 
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- Other technical methods 
• Provide you with this Notice about how we get and keep PHI about you 
• Follow the terms of this Notice 
• Follow state privacy laws that do not conflict with or are stricter than the HIPAA Privacy 


Regulations 
 
We will not use or give out your PHI without your consent, except as described in this Notice. 
 
HOW DO WE USE YOUR PROTECTED HEALTH INFORMATION? 
The sections that follow tell some of the ways we can use and share PHI without your written 
authorization.  
 
FOR PAYMENT – We may use PHI about you so that the treatment services you get may be looked at 
for payment. For example, a bill that your provider sends us may be paid using information that 
identifies you, your diagnosis, the procedures or tests and supplies that were used.  
 
FOR HEALTH CARE OPERATIONS – We may use PHI about you for health care operations. For example, 
we may use the information in your record to review the care and results in your case and other cases 
like it. This information will then be used to improve the quality and success of the health care you get. 
Another example of this is using information to help enroll you for health care coverage. 
 
We may use PHI about you to help provide coverage for medical treatment or services. For example, 
information we get from a provider (nurse, doctor or other member of a health care team) will be 
logged and used to help decide the coverage for the treatment you need. We may also use or share 
your PHI to: 
• Send you information about one of our disease or case management programs 
• Send reminder cards that let you know that it is time to make an appointment or get services like 


EPSDT or Child Health Checkup services 
• Answer a customer service request from you 
• Make decisions about claims requests and appeals for services you received 
• Look into any fraud or abuse cases and make sure required rules are followed 
 
OTHER USES OF PROTECTED HEALTH INFORMATION  
 
BUSINESS ASSOCIATES – We may contract with business associates that will provide services to 
Amerigroup using your PHI. Services our business associates may provide include dental services for 
members, a copy service that makes copies of your record and computer software vendors. They will 
use your PHI to do the job we have asked them to do. The business associate must sign a contract to 
agree to protect the privacy of your PHI.  
 
PEOPLE INVOLVED WITH YOUR CARE OR WITH PAYMENT FOR YOUR CARE – We may make your PHI 
known to a family member, other relative, close friend or other personal representative that you 
choose. This will be based on how involved the person is in your care or payment that relates to your 
care. We may share information with parents or guardians, if allowed by law. 
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LAW ENFORCEMENT – We may share PHI if law enforcement officials ask us to. We will share PHI 
about you as required by law or in response to subpoenas, discovery requests and other court or legal 
orders. 
 
OTHER COVERED ENTITIES – We may use or share your PHI to help health care providers that relate to 
health care treatment, payment or operations. For example, we may share your PHI with a health care 
provider so that the provider can treat you. 
 
PUBLIC HEALTH ACTIVITIES – We may use or share your PHI for public health activities allowed or 
required by law. For example, we may use or share information to help prevent or control disease, 
injury or disability. We also may share information with a public health authority allowed to get reports 
of child abuse, neglect or domestic violence. 
 
HEALTH OVERSIGHT ACTIVITIES – We may share your PHI with a health oversight agency for activities 
approved by law, such as audits; investigations; inspections; licensure or disciplinary actions; or civil, 
administrative, or criminal proceedings or actions. Oversight agencies include government agencies 
that look after the health care system; benefit programs, including Medicaid and SCHIP; and other 
government regulation programs. 
 
RESEARCH – We may share your PHI with researchers when an institutional review board or privacy 
board has followed the HIPAA information requirements.  
 
CORONERS, MEDICAL EXAMINERS, FUNERAL DIRECTORS AND ORGAN DONATION – We may share 
your PHI to identify a deceased person, determine a cause of death or to do other coroner or medical 
examiner duties allowed by law. We also may share information with funeral directors, as allowed by 
law. We may also share PHI with organizations that handle organ, eye, or tissue donation and 
transplants. 
 
TO PREVENT A SERIOUS THREAT TO HEALTH OR SAFETY – We may share your PHI if we feel it is 
needed to prevent or reduce a serious and likely threat to the health or safety of a person or the 
public. 
 
TO PREVENT DELAYS IN TREATMENT – We may share your PHI to prevent delays in treatment. For 
example, if you switch health plans, we may share your PHI with your new health plan if we feel it is 
needed to avoid delays in your treatment. 
 
MILITARY ACTIVITY AND NATIONAL SECURITY – Under certain conditions, we may share your PHI if 
you are, or were, in the Armed Forces. This may happen for activities believed necessary by 
appropriate military command authorities. 
 
DISCLOSURES TO THE SECRETARY OF THE UNITED STATES DEPARTMENT OF HEALTH AND HUMAN 
SERVICES – We are required to share your PHI with the Secretary of the U.S. Department of Health and 
Human Services. This happens when the Secretary looks into or decides if we are in compliance with 
the HIPAA Privacy Regulations. 
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WHAT ARE YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION? 
We want you to know your rights about your PHI and your Amerigroup family members’ PHI.  
 
RIGHT TO GET THE AMERIGROUP NOTICE OF PRIVACY PRACTICES 
Each head of case or head of household will receive a printed copy of this Notice in the New Member 
Welcome package. 
 
We have the right to change this Notice. Once the change happens, it will apply to PHI that we have at 
the time we make the change and to the PHI we had before we made the change.  
 
A new Notice that includes the changes and the dates they are in effect will be mailed to you at the 
address we have for you. The changes to our Notice will also be included on our website. You may ask 
for a paper copy of the Notice of Privacy Practices at any time. Call Member Services toll free at 
1-800-600-4441. If you are deaf or hard of hearing and want to talk to Member Services, call the 
toll-free AT&T Relay Service at 1-800-855-2880. 
 
RIGHT TO REQUEST A PERSONAL REPRESENTATIVE  
You have the right to request a personal representative to act on your behalf, and Amerigroup will 
treat that person as if that person were you.  
 
Unless you apply restrictions, your personal representative will have full access to all of your 
Amerigroup records. If you would like someone to act as your personal representative, Amerigroup 
requires your request in writing. A personal representative form must be filled out and mailed back to 
the Amerigroup Member Privacy Unit. To ask for a personal representative form, please contact 
Member Services. We will send you a form to complete. The address and phone number are at the end 
of this Notice.  
 
RIGHT TO ACCESS 
You have the right to look at and get a copy of your enrollment, claims, payment and case 
management information on file with Amerigroup. This file of information is called a designated record 
set. We will provide the first copy to you in any 12-month period without charge.  
 
If you would like a copy of your PHI, you must send a written request to the Amerigroup Member 
Privacy Unit. The address is at the end of this Notice. We will answer your written request in 30 
calendar days. We may ask for an extra 30 calendar days to process your request if needed. We will let 
you know if we need the extra time. 
• We do not keep complete copies of your medical records. If you would like a copy of your medical 


record, contact your doctor or other provider. Follow the doctor’s or provider’s instructions to get a 
copy. Your doctor or other provider may charge a fee for the cost of copying and/or mailing the 
record 


• We have the right to keep you from having or seeing all or part of your PHI for certain reasons; for 
example, if the release of the information could cause harm to you or other persons. Or if the 
information was gathered or created for research or as part of a civil or criminal proceeding. We 
will tell you the reason in writing. We will also give you information about how you can file an 
appeal if you do not agree with us 
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RIGHT TO AMEND 
You have the right to ask that information in your health record be changed if you think it is not 
correct. 
To ask for a change, send your request in writing to the Amerigroup Member Privacy Unit. We can send 
you a form to complete. You can also call Member Services to request a form. The address and phone 
number are at the end of this Notice.  
• State the reason why you are asking for a change. 
• If the change you ask for is in your medical record, get in touch with the doctor who wrote the 


record. The doctor will tell you what you need to do to have the medical record changed.  
 
We will answer your request within 30 calendar days of when we receive it. We may ask for an extra 30 
days to process your request if needed. We will let you know if we need the extra time. 
 
We may deny the request for change. We will send you a written reason for the denial if: 
• The information was not created or entered by Amerigroup 
• The information is not kept by Amerigroup 
• You are not allowed, by law, to see and copy that information  
• The information is already correct and complete 
 
RIGHT TO AN ACCOUNTING OF CERTAIN DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION  
You have the right to get an accounting of certain disclosures of your PHI. This is a list of times we 
shared your information when it was not part of payment and health care operations.  
 
Most disclosures of your PHI by our business associates or us will be for payment or health care 
operations. 
 
To ask for a list of disclosures, please send a request in writing to the Amerigroup Member Privacy 
Unit. We can send you a form to complete. For a copy of the form, contact Member Services. The 
address and phone number are at the end of this Notice. Your request must give a time period that you 
want to know about. The time period may not be longer than six years and may not include dates 
before April 14, 2003. 
 
RIGHT TO REQUEST RESTRICTIONS 
You have the right to ask that your PHI not be used or shared. You do not have the right to ask for 
limits when we share your PHI if we are asked to do so by law enforcement officials, court officials, or 
state and federal agencies in keeping with the law. We have the right to deny a request for restriction 
of your PHI. 
 
To ask for a limit on the use of your PHI, send a written request to the Amerigroup Member Privacy 
Unit. We can send you a form to fill out. You can contact Member Services for a copy of the form. The 
address and phone number are at the end of this Notice. The request should include: 
• The information you want to limit and why you want to restrict access 
• Whether you want to limit when the information is used, when the information is given out, or 


both 
• The person or persons that you want the limits to apply to 
 


Attachment 5.1.11.3-1: Nevada Member Handbook


IX-122







We will look at your request and decide if we will allow or deny the request within 30 days. If we deny 
the request, we will send you a letter and tell you why. 
 
RIGHT TO CANCEL A PRIVACY AUTHORIZATION FOR THE USE OR DISCLOSURE OF PROTECTED HEALTH 
INFORMATION  
We must have your written permission (authorization) to use or give out your PHI for any reason other 
than payment and health care operations or other uses and disclosures listed under Other Uses of 
Protected Health Information. If we need your authorization, we will send you an authorization form 
explaining the use for that information.  
 
You can cancel your authorization at any time by following the instructions below. Send your request in 
writing to the Amerigroup Member Privacy Unit. We can send you a form to complete. You can contact 
Member Services for a copy of the form. The address and phone number are at the end of this Notice. 
This cancellation will only apply to requests to use and share information asked for after we get your 
cancellation request.  
 
RIGHT TO REQUEST CONFIDENTIAL COMMUNICATIONS 
You have the right to ask that we communicate with you about your PHI in a certain way or in a certain 
location. For example, you may ask that we send mail to an address that is different from your home 
address. 
 
Requests to change how we communicate with you should be submitted in writing to the Amerigroup 
Member Privacy Unit. We can send you a form to complete. For a copy of the form, contact Member 
Services. The address and phone number are at the end of this Notice. Your request should state how 
and where you want us to contact you. 
 


WHAT SHOULD YOU DO IF YOU HAVE A COMPLAINT ABOUT THE WAY THAT YOUR 
PROTECTED HEALTH INFORMATION IS HANDLED BY AMERIGROUP OR OUR BUSINESS 
ASSOCIATES? 
 
If you believe that your privacy rights have been violated, you may file a complaint with Amerigroup or 
with the Secretary of Health and Human Services. 
 
To file a complaint with Amerigroup or to appeal a decision about your PHI, send a written request to 
the Amerigroup Member Privacy Unit or call Member Services. The address and phone number are at 
the end of this Notice.  
 
To file a complaint with the Secretary of Health and Human Services, send your written request to: 


Office for Civil Rights 
U.S. Department of Health and Human Services 
90 7th St., Suite 4-100 
San Francisco, CA 94103 


You will not lose your Amerigroup membership or health care benefits if you file a complaint. Even if 
you file a complaint, you will still get health care coverage from Amerigroup as long as you are a 
member.  
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WHERE SHOULD YOU CALL OR SEND REQUESTS OR QUESTIONS ABOUT YOUR 
PROTECTED HEALTH INFORMATION? 
 
You may call us toll free at 1-800-600-4441, Monday through Friday from 8:00 a.m. to 5:00 p.m. Pacific 
time. If you are deaf or hard of hearing, you may call the toll-free AT&T Relay Service at 
1-800-855-2880. Or you may send questions or requests, such as the examples listed in this Notice, to 
the address below:  


Member Privacy Unit 
Amerigroup Community Care 
P.O. Box 62509 
Virginia Beach, VA 23466 
 
Send your request to this address so that we can process it in a timely manner. Requests sent to 
persons, offices or addresses other than the address listed above might be delayed. 
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DESIGN PREVIEW


MEMBERS: Please carry this card at all times. Show this card before you get medical care. You do
not need to show this card before you get emergency care. If you have an emergency, call 911 or
go to the nearest emergency room. Always call your Amerigroup PCP for non-emergency care.
If you have questions, call Member Services at 1-800-600-4441. If you are hearing impaired,


MIEMBROS: Favor de llevar esta tarjeta con usted en todo momento. Presente esta tarjeta antes
de recibir atención médica. No tiene que presentarla para recibir atención de emergencia. Si tiene
una emergencia, llame al 911 ó vaya a la sala de emergencia más cercana. Llame siempre a su
PCP de Amerigroup para atención que no sea de emergencia. Si tiene preguntas, llame a
Servicios para Miembros al 1-800-600-4441. Si tiene problemas de audicón, favor de llamar al
1-800-855-2884.
HOSPITALS: Preadmission certification is required for all nonemergency admissions, including
outpatient surgery. For emergency admissions, notify Amerigroup within 24 hours after treatment
at 1-800-454-3730.
PROVIDERS: Certain services must be preauthorized. Care that is not preauthorized may not be
covered. For preauthorizations/billing or pharmacy information, call 1-800-454-3730.
PHARMACIES: Submit claims using Caremark RXBIN: 004336; RXPCN: ADV; RXGRP: RX4287.
For technical help, call Caremark at 1-800-364-6331.


SUBMIT MEDICAL CLAIMS TO:
AMERIGROUP • P.O. BOX 61010 • VIRGINIA BEACH, VA 23466-1010


USE OF THIS CARD BY ANY PERSON OTHER THAN THE MEMBER IS FRAUD.
NV04 10/11


please call 1-800-855-2880. 


Member Name:    MBRNAME


Check Up Number:    MBRALTKEY


Primary Care Provider (PCP):   PCPNAME


PCP Telephone #:   PCPPHONE


Dental Care:   1-877-378-5302


Vision Care:   1-888-300-9025


Effective Date:     MDYEFF
Date of Birth:        MDYDOB
Subscriber #:       MEMBERID


Member Services/Nurse HelpLine and Behavioral Health: 1-800-600-4441
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Mail to Address
Member Name
Member ID
Job ID


Processed Date
Expected Mail Date
Actual Mail Datedesprv


DEPEND_FORMAT_ADDR1
DEPEND_FORMAT_ADDR2
DEPEND_FORMAT_ADDR3


Double Card Package


Card Front


Card Back
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Dear Parent or Guardian:  


Welcome to Amerigroup Community Care! We are happy we can help arrange quality health care benefits for your child.  


This is your child’s new Amerigroup ID card. Please show this card when your child gets health care services. See the back of your child’s 
Amerigroup ID card for what you should do in case of an emergency.  


If your child is a new member, you will also be receiving a New Member Welcome Package from us. The packet tells you how Amerigroup works 
and how to keep your child healthy. Amerigroup wants your child to be healthy! Your child’s Primary Care Provider (PCP) is the best person to
take care of your child’s health care needs. The PCP is the family doctor or practitioner you’ll go to for your child’s routine and urgent care. In an 
emergency, call 911 or go to the nearest emergency room right away.  


Your child’s PCP is listed on the ID card. If your child is a new Amerigroup member, you should set up a medical checkup with your child’s PCP
as soon as possible. Call your child’s PCP today to set up an appointment. If your child is pregnant and within the third trimester of pregnancy
when enrolling in Amerigroup, she may continue to receive OB/GYN care from her current family doctor, nurse practitioner and/or specialist
through postpartum care.  


If you do not receive a welcome package or need help making a PCP appointment for your child, call Member Services at 1-800-600-4441 (TTY 
1-800-855-2880). Member Services can assist you Monday through Friday from 8:00 a.m. to 5:00 p.m. Pacific Time. To speak directly with a
nurse on our 24-hour Nurse HelpLine, call 1-800-600-4441 (TTY 1-800-855-2880).  


Thank you for choosing Amerigroup as your child’s health plan. We look forward to serving you.  


Estimado padre/madre o tutor:  


Bienvenido a Amerigroup Community Care. Nos complace poder ayudarle a coordinar los beneficios de atención médica de calidad para su hijo. 


Esta es la nueva tarjeta de identificación de Amerigroup Community Care de su hijo. Muestre esta tarjeta cuando su hijo reciba servicios de 
atención médica. Para saber qué debe hacer en caso de emergencia, consulte el reverso de la tarjeta de identificación de Amerigroup de su hijo.  


Si su hijo es un nuevo miembro, recibirá también de nuestra parte un paquete de bienvenida para nuevos miembros. El paquete contiene 
información sobre cómo trabaja Amerigroup y cómo ayudar a que su hijo se mantenga sano. Amerigroup quiere que su hijo sea una persona sana. 
El proveedor de atención primaria (PCP) de su hijo es quien mejor puede satisfacer sus necesidades de atención médica. El PCP es el médico de 
familia o profesional sanitario al que acudirá para que su hijo reciba atención de rutina o urgencia. Ante una emergencia, llame al 911 o diríjase a 
la sala de emergencias más cercana de inmediato.  


El PCP de su hijo figura en la tarjeta de identificación. Si su hijo es un nuevo miembro de Amerigroup, debe programar un chequeo médico con el 
PCP de su hijo tan pronto como sea posible. Llame hoy mismo al PCP de su hijo para hacer una cita. Si su hija está embarazada o dentro del tercer
trimestre de embarazo en el momento de la inscripción en Amerigroup, puede continuar recibiendo atención de obstetricia y ginecología de su
especialista, enfermero practicante y/o médico de familia actual durante la atención postparto.  


Si no recibió el paquete de bienvenida o necesita ayuda para hacer una cita con un PCP para su hijo, llame a Servicios al Miembro a
1-800-600-4441 (TTY 1-800-855-2880). Servicios al Miembro puede asistirle de lunes a viernes, de 8:00 a. m. a 5:00 p. m. hora del Pacífico. Para 
hablar directamente con un integrante del personal de enfermería de nuestra Línea de Ayuda de Enfermería de 24 horas, llame al 1-800-600-4441 
(TTY 1-800-855-2880).  


Gracias por elegir Amerigroup como el plan de salud de su hijo. Esperamos poder servirle pronto.  


WL_AMD_011 


Amerigroup
P.O. Box 62509
Virginia Beach, VA 23466-2509


DEPEND_GUARDIAN_TEXT
MBRNAME
DEPEND_FORMAT_ADDR1
DEPEND_FORMAT_ADDR2
DEPEND_FORMAT_ADDR3


Ì100-99900000]Î
100-99900000


Ì101859200001SÎ
101859200001
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Name according to W-9 with d/b/a: 


______________________________________________________________________________ 


Federal Tax Identification Number:  __________________ 


AMERIGROUP NEVADA, INC. 


d/b/a AMERIGROUP Community Care 


PARTICIPATING PROVIDER AGREEMENT 


FOR FACILITY PROVIDERS 


THIS PARTICIPATING PROVIDER AGREEMENT (this "Agreement") is made by 


and between AMERIGROUP Nevada, Inc. d/b/a AMERIGROUP Community Care 


(“AMERIGROUP”) and the undersigned Provider (“Provider”), effective as of the date of 


complete execution of this Agreement (the "Effective Date"). 


RECITALS: 


A. AMERIGROUP is authorized to arrange for the provision of managed health care 


services to Covered Persons enrolled in any Program as more specifically defined in Section 1.19 


below. 


B. Provider is duly licensed in the State of Nevada to provide Covered Services to 


Covered Persons. 


C. AMERIGROUP desires that Provider provide the Covered Services contemplated 


herein to Covered Persons and Provider desires to provide such services, pursuant to the terms 


and conditions of this Agreement.  


AGREEMENT: 


NOW, THEREFORE, in consideration of the mutual covenants and agreements 


contained herein and for other good and valuable consideration, the receipt and sufficiency of 


which are hereby acknowledged, AMERIGROUP and Provider agree as follows: 


ARTICLE I 


DEFINITIONS 


The following terms shall have the meanings set forth below with respect to services 


furnished under this Agreement: 


1.1 Agency.  “Agency” means a federal, state or local agency, administration, board 


or other governing body responsible for the governance or administration of a Program. With 


respect to the operation of the Programs, as used herein, Agency also means The Division of 


Health Care Financing and Policy, a Division of the State of Nevada Department of Health and 


Human Resources (DHCFP) and the Centers for Medicaid and Medicare Services (CMS). 


1.2 Behavioral Health Care Services.  “Behavioral Health Care Services” means 


services rendered for the treatment of mental health or drug and alcohol conditions. 
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1.3 CMS.  “CMS” means the Center for Medicare & Medicaid Services, an 


administrative agency within the United States Department of Health & Human Services 


(“HHS”). 


1.4 Clean Claim.  “Clean Claim” means a request for payment for a service rendered 


by Provider, that (a) is timely submitted by Provider in accordance with claim filing 


requirements under applicable law, Program Contract and Agency rules and the then current 


AMERIGROUP policies and procedures; (b) is accurate and in the format required by 


AMERIGROUP; (c) includes all material information required by AMERIGROUP including, 


without limitation, all required substantiating documentation and information related to 


coordination of benefits and third party liability; (d) is undisputed as to the amount of the claim; 


and (e) includes no indication of fraudulent content or submission. 


1.5 Covered Person.  “Covered Person” means any person who is an eligible Program 


beneficiary and who is duly enrolled as an AMERIGROUP member in accordance with 


applicable enrollment requirements. 


1.6 Covered Services.  “Covered Services” means those health care services 


(including Behavioral Health Care Services) that a Covered Person is entitled to receive through 


AMERIGROUP pursuant to Regulatory Requirements, and for which an Attachment A is 


attached hereto setting forth the Provider’s reimbursement under one or more Programs. 


1.7 DHCFP.  “DHCFP” means the Division of Health Care Financing and Policy of 


the Nevada Department of Health and Human Resources. 


1.8 DHHS.  “DHHS” means the United States Department of Health and Human 


Services. 


1.9 DOI.  “DOI” means the Division of Insurance of the Nevada Department of 


Business and Industry. 


1.10 Eligible Charges.  “Eligible Charges” means charges for Covered Services as 


submitted by Provider, subject to program eligibility, benefit design, coordination of benefits and 


applicable authorizations. 


1.11 Emergency Behavioral Health Services.  “Emergency Behavioral Health 


Condition” means any condition, without regard to the nature or cause of the condition, which in 


the opinion of a prudent layperson possessing an average knowledge of health and medicine:  (a) 


requires immediate intervention and/or medical attention without which Covered Persons would 


present an immediate danger to themselves or others, or (b) which renders Covered Persons 


incapable of controlling, knowing or understanding the consequences of their actions. 


1.12 Emergency Medical Condition.  “Emergency Medical Condition” means 


Emergency medical condition means a medical condition manifesting itself by acute symptoms 


of sufficient severity (including severe pain) that a prudent layperson, who possesses an average 


knowledge of health and medicine, could reasonably expect the absence of immediate medical 


attention to result in the following: (a) placing the health of the individual (or, with respect to a 
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pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b) serious 


impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part. 


1.13 Emergency Services and Care.  “Emergency Services” means covered inpatient 


and outpatient services that are: (a) furnished by a provider that is qualified to furnish such 


services; and (b) needed to evaluate or stabilize an Emergency Medical Condition. 


1.14 HIPAA Regulations.  “HIPAA Regulations” mean those regulations adopted 


pursuant to the Health Insurance Portability and Accountability Act of 1996 and codified at Title 


45 of the Code of Federal Regulations (C.F.R.) relating to the privacy and security of protected 


health information, and including, without limitation, any amendments or successor laws, rules 


or regulations thereto. 


1.15 Medically Necessary or Medical Necessity.  “Medically Necessary” or “Medical 


Necessity” means Covered Services that are established as safe and effective as determined by 


the Nevada Medicaid Program.  The Covered Services must be: (a) consistent with the 


symptoms or diagnosis of the illness or injury under treatment; (b) necessary and consistent with 


generally accepted professional medical standards; (c) not furnished for the convenience of the 


Covered person, the attending physician, the caregiver, or to the physician supplier; and (d) 


furnished at the most appropriate level that can be provided safely and effectively to the 


recipient. AMERIGROUP will only cover items and services that are appropriate and necessary 


for the diagnosis or treatment of an illness or an injury, or to improve the functioning of a 


malformed body part. 


For the purposes of the Medicare Program, Medically Necessary health care 


services are health care services that: 


(a) are reasonable and necessary to prevent, or provide early screening, 


interventions, and/or treatments for, illnesses or medical conditions that cause suffering or pain, 


cause physical deformity or limitations in function, threaten to cause or worsen a handicap, cause 


illness or infirmity of a Covered Person, or endanger life; 


(b) are provided at appropriate facilities and at the appropriate levels of care 


for the treatment of a Covered Person’s health conditions; 


(c) are consistent with health care practice guidelines and standards that are 


endorsed by professionally recognized health care organizations or governmental agencies; 


(d) are consistent with the diagnoses of the conditions; and 


(e) no more intrusive or restrictive than necessary to provide a proper balance 


of safety, effectiveness, and efficiency. 


1.16 Participating Provider.  “Participating Provider” includes, as appropriate, any 


“Participating Hospital,” “Participating Physician,” “Participating Physician Group” or any other 


person or entity  that (a) is licensed to provide the health care services such person or entity is 


providing under the laws of Nevada; (b) is party to a participation agreement with 


AMERIGROUP to provide Covered Services to Covered Persons, or is an employee or 
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subcontractor of a Participating Provider and will be furnishing Covered Services hereunder; and 


(c) is, if applicable, duly credentialed by AMERIGROUP in accordance with AMERIGROUP 


credentialing requirements for the services the Participating Provider provides.  The definition of 


“Participating Provider” includes, but is not limited to, Provider. 


1.17 Primary Care Physician/Primary Care Provider.  “Primary Care Physician” or 


“Primary Care Provider” means a Participating Physician or other Participating Provider who (a) 


is credentialed in accordance with AMERIGROUP credentialing requirements for Primary Care 


Physicians or Primary Care Providers; (b) provides Primary Care Services; and (c) practices in 


the medical specialty areas of general practice, internal medicine, pediatrics, family medicine, or 


such other medical specialty areas as are specified to provide Primary Care Services in an 


applicable Program Contract. 


1.18 Primary Care Services.  “Primary Care Services” means (a) those Covered 


Services provided to a Covered Person involving initial and basic primary medical care, 


including, but not limited to, the Covered Services specifically identified as primary care 


services in an applicable Program Contract, and (b) the supervision and coordination of the 


delivery of these Covered Services to a Covered Person. 


1.19 Program.  “Program” means a Nevada state Medicaid Program (“Medicaid”) and 


state or local Child Health Insurance Program (“CHIP”), any successor programs thereto, and 


any other state or local program related to or administered in conjunction with Medicaid or 


CHIP, including without limitation any program providing coverage for eligible family members 


of CHIP beneficiaries, and for which an Attachment A is incorporated into this Agreement 


setting forth the Providers’ reimbursement for a respective Program.  Program, as defined in the 


Agreement, shall also include the Medicare Advantage Program administered by CMS, to the 


extent offered by AMERIGROUP in the State of Nevada.  In accordance with 42 C.F.R. 


422.504(i), AMERIGROUP shall oversee and be ultimately responsible to CMS for all 


responsibilities described in this Agreement. 


1.20 Program Contract. “Program Contract” means any contract between 


AMERIGROUP and a jurisdiction or any applicable Agency of a jurisdiction, which governs the 


delivery of managed health care services to Program beneficiaries. 


1.21 Regulatory Requirements.  “Regulatory Requirements” means any requirements 


imposed by applicable federal, state or local laws, rules, regulations, a Program Contract, or 


otherwise imposed by the Agency in connection with the operation of the Program or the 


performance required by either party under this Agreement. 


1.22 Specialist Physician.  “Specialist Physician” means a Participating Physician who 


(a) is duly credentialed in accordance with the then current AMERIGROUP credentialing 


requirements for a Specialist Physician practicing in the physician’s medical specialty including, 


without limitation, having achieved applicable board specialty certification or having completed 


an approved residency program in such medical specialty; (b) provides services to Covered 


Persons within the range of such medical specialty; and (c) meets any Specialist Physician 


requirements otherwise set forth in the applicable Program Contract. 
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ARTICLE II 


AMERIGROUP OBLIGATIONS 


2.1 Identification Cards.  AMERIGROUP shall issue each Covered Person an 


identification card reflecting the Covered Person's name, the Covered Person’s selected Primary 


Care Physician, the Covered Person’s AMERIGROUP identification number, and such other 


information as required by the Agency.  A sample identification card will be provided upon 


request of Provider. 


2.2 Provider Manual.  AMERIGROUP shall furnish Provider with the applicable 


Provider Manual(s) for each Program referencing the policies and procedures established by 


AMERIGROUP including, without limitation, eligibility verification, utilization review, drug 


utilization, quality assurance, patient safety, compliance, authorizations for Covered Services, 


sanctions and denials, provider grievances, appeals and such other policies and procedures 


applicable to AMERIGROUP and Provider as required by Regulatory Requirements, and to 


otherwise effect the delivery of managed health care services to Covered Persons hereunder.  


AMERIGROUP shall provide electronic access to its Provider Manual through 


AMERIGROUP’s website.  AMERIGROUP shall provide Provider with at least thirty (30) days 


prior notice of any material modifications to such Provider Manual thereafter. 


2.3 Policies and Procedures.  AMERIGROUP shall reference material policies and 


procedures applicable to Provider in the Provider Manual.  Notwithstanding the above, 


AMERIGROUP’s failure to include a specific policy or procedure in the Provider Manual shall 


not limit the applicability of such policy and procedure to Provider; provided that 


AMERIGROUP uses its commercially reasonable efforts to notify Provider of such policy.  


AMERIGROUP shall furnish Provider with written notice of any material modifications to such 


policies and procedures during the term of this Agreement and shall respond to Provider 


inquiries related to such policies and procedures in a timely manner. Provider shall comply with 


all AMERIGROUP policies and procedures communicated to Provider by AMERIGROUP. 


2.4 Reports.  AMERIGROUP shall provide to Provider such utilization profiles or 


other reports, if any, that AMERIGROUP is required to provide to Provider under applicable 


law, Program Contract or Agency requirements. 


2.5 Provider Listing; Marketing/Advertising.  For the purposes of enrolling and 


referring Covered Persons, marketing, complying with Program Contract requirements, reporting 


to Agencies, and otherwise carrying out the terms and conditions of this Agreement, 


AMERIGROUP shall, and shall be entitled to use the name(s), business address(es), and phone 


number(s) of Provider and any individual Participating Provider employed by or under contract 


with Provider to provide services hereunder.  AMERIGROUP shall, and shall be entitled to, use 


information related to any such individual Participating Provider’s education, specialty, 


subspecialty, licensure, certification and hospital affiliation for the purposes described above.   


2.6 Credentialing.  Except as mutually agreed by the parties and as evidenced in 


writing by an addendum to this Agreement, AMERIGROUP shall credential Provider and all 


Participating Providers employed by or under contract with Provider to provide services 
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hereunder pursuant to the then current AMERIGROUP credentialing criteria applicable to 


Provider and any such Participating Providers. 


2.7 Schedule of Benefits and Determination of Covered Services.  AMERIGROUP 


shall provide Provider with schedules of Covered Services for applicable Programs and will 


notify Provider in a timely manner of any material amendments or modifications to such 


schedules. 


2.8 Affiliate Services. 


(a) Covered Services furnished to members of certain out-of-state entities 


affiliated with AMERIGROUP, including, without limitation, other AMERIGROUP corporations 


(“Affiliates”), shall be paid in accordance with the rates set forth in this Agreement or such other 


rates established by the Affiliate’s state Program governing care to out-of-state members.  Such 


services will be furnished in accordance with the terms and conditions of the Provider Manual.  


Notwithstanding the above, for purposes of this Section, “Affiliate Services” shall mean those 


services required to be furnished to an Affiliate’s members pursuant to the applicable state 


Medicaid program in the state in which the Affiliate is responsible for furnishing services. 


(b) AMERIGROUP shall be responsible for coordinating between Provider and 


the applicable Affiliate for any member of an Affiliate that receives services at Provider.  


AMERIGROUP shall ensure that the Affiliate adjudicates and pays for services furnished 


hereunder in accordance with this Agreement. 


(c) Nothing in this Agreement shall be construed to make Provider a 


participating provider of any Affiliate and Provider shall not be identified as such in any Affiliate 


directory of participating providers. 


(d) Affiliates shall be deemed third party beneficiaries of this Section. 


ARTICLE III 


PROVIDER OBLIGATIONS 


3.1 Provider Services.  Provider shall provide to Covered Persons those Covered 


Services within the scope of Provider’s licensure, expertise, and usual and customary range of 


services pursuant to the terms and conditions of this Agreement, and shall be responsible to 


AMERIGROUP for its performance hereunder.  Provider shall make available to Covered 


Persons hours of operation that are no less than the hours of operation offered to patients with 


other insurance coverage including, but not limited to, commercial health plans and shall use 


reasonable efforts to meet appointment waiting time standards and to limit office waiting time 


for appointment to one (1) hour or less.  Provider shall provide to Covered Persons access to 24 


hour-per-day, 7 day-per-week urgent and emergency services as required by Regulatory 


Requirements.  Provider shall provide Emergency Services and Care without requiring prior 


authorization of any kind.   


3.2 Licensure and Accreditation.  At all times during the term of this Agreement, 


Provider shall (a) maintain in good standing all applicable licenses, certifications and 


registrations required for Provider to furnish services hereunder, including without limitation a 
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National Provider Identification number (NPI); (b) be a certified Medicare and certified 


Medicaid Provider, to the extent required under the Program; and (c) subject to 


AMERIGROUP’s credentialing requirements, obtain and maintain accreditation from an 


applicable nationally recognized accrediting body; and  (d) not be subject to any determination or 


another action that would adversely impact Provider’s license or status as a certified Medicare 


and Medicaid provider.  Provider shall ensure that each of Provider’s employees is duly licensed, 


certified or registered as required under a Program and applicable standards of professional 


ethics and practice.  Provider shall notify AMERIGROUP within three (3) business days 


following Provider’s receipt of any notice of any restrictions upon, or suspension or loss of, any 


licensure, certification or registration or receipt of any notice of any restrictions, suspension or 


revocation of such accreditation required hereunder.  Provider shall submit to AMERIGROUP 


evidence of Provider's satisfaction of the requirements set forth in this section upon 


AMERIGROUP's reasonable request. Subject to Regulatory Requirements, AMERIGROUP has 


the right to immediately terminate this Agreement upon the expiration, surrender, revocation, 


restriction or suspension of such accreditation. 


3.3 Covered Person Verification.  Provider shall establish a Covered Person's 


eligibility for services prior to rendering services, except in the case of an Emergency Medical 


Condition where such verification may be impractical.  In the case of an Emergency Medical 


Condition, Provider shall establish a Covered Person’s eligibility as soon as reasonably practical. 


AMERIGROUP shall provide a system for Providers to contact AMERIGROUP to verify 


Covered Person eligibility 24 hours a day, 7 days per week.  Nothing contained in this 


Agreement shall, or shall be construed to require advance notice, coverage verification, or pre-


authorization for emergency room services provided in accordance with the federal Emergency 


Medical Treatment and Active Labor Act ("EMTALA") prior to Provider's rendering such 


services. 


3.4 Provider Responsibility.  AMERIGROUP shall not be liable for, nor will it 


exercise control or direction over, the manner or method by which Provider provides services to 


Covered Persons. Provider shall be solely responsible for all medical advice and services 


provided by Provider to Covered Persons. Provider acknowledges and agrees that 


AMERIGROUP may deny payment for provider services rendered to a Covered Person which it 


determines are not Medically Necessary, are not Covered Services pursuant to an applicable 


Program Contract, or are not otherwise provided in accordance with this Agreement.  Neither 


such a denial nor any action taken by AMERIGROUP pursuant to a utilization review, referral, 


or discharge planning program shall operate to modify Provider’s obligation to provide 


appropriate services to a Covered Person under applicable law and any code of professional 


responsibility.  Nothing in this Agreement shall be construed as prohibiting any Participating 


Provider from discussing treatment or non-treatment options with Covered Persons irrespective 


of whether such treatment options are Covered Services. 


3.5 Coordinated and Managed Care.  Provider shall participate in AMERIGROUP 


systems designed to facilitate the coordination of health care services.  Subject to medical 


judgment, patient care interests, and a patient's express instructions, and recognizing that the 


level of Covered Services provided by Provider may be affected by the Provider's scope of 


services, Provider shall report clinical encounter data as required by such systems, and shall 
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obtain all required Covered Person consents or authorizations necessary for Provider to report 


such clinical encounter data to AMERIGROUP. 


3.6 Concurrent Review.  Provider agrees to provide access to AMERIGROUP 


employees to review Covered Person’s medical records and perform on-site concurrent review 


during normal business hours.  AMERIGROUP employees will cooperate with the requirements 


of the Provider while on Provider’s premises.  During any such on-site concurrent review, 


Provider shall provide AMERIGROUP with access to a telephone and appropriate work space to 


conduct the review. 


3.7 Compliance with Credentialing, Utilization Management, Quality Assurance, 


Grievance, Coordination of Benefits, Third Party Liability and other Rules, Regulations, Policies 


and Procedures.  Provider shall comply and cooperate with all AMERIGROUP and Program 


requirements related to credentialing, utilization management, quality assurance, peer review, 


grievances, coordination of benefits and third party liability.  Provider shall comply with the 


terms of the Provider Manual. 


3.8 Insurance Coverage. 


(a) Professional Liability.  At all times during the term of this Agreement, 


Provider shall maintain professional liability insurance, including maintaining such tail or prior 


acts coverage necessary to avoid any gap in coverage for claims arising from incidents occurring 


during the term of this Agreement.  Such insurance shall (a) be obtained from a carrier 


authorized to conduct business in the jurisdiction in which Provider operates; (b) maintain 


minimum policy limits equal to $5,000,000.00 per occurrence and $10,000,000.00 in the 


aggregate for acute care hospitals and $1,000,000.00 per occurrence and $3,000,000.00 in the 


aggregate for other providers; and  (c) include coverage for the professional acts and omissions 


of Provider and any employee, agent or other person for whose acts or omissions Provider is 


responsible. 


(b) General Liability.  At all times during the term of this Agreement, 


Provider shall maintain general comprehensive liability insurance from a carrier authorized to 


conduct business in the jurisdiction in which Provider operates, in amounts required under 


Regulatory Requirements.  Said insurance shall cover Provider’s premises, insuring Provider 


against any claim of loss, liability, or damage caused by or arising out of the condition or alleged 


condition of said premises, or the furniture, fixtures, appliances, or equipment located therein, 


together with the standard liability protection against any loss, liability or damage resulting from 


the operation of a motor vehicle by Provider, Provider’s employees or agents. 


(c) Workers Compensation.  Provider shall maintain workers’ compensation 


insurance for Provider’s employees in accordance with the Nevada Worker’s Compensation 


Law.  Said insurance shall be obtained from a carrier authorized to conduct business in the 


jurisdiction in which Provider operates and shall provide such limits of coverage as required by 


Regulatory Requirements. 


(d) Evidence of Insurance.  Provider shall provide AMERIGROUP with 


evidence of Provider's compliance with the foregoing insurance requirements, as reasonably 
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requested by AMERIGROUP from time to time during the term of this Agreement, but in no 


event less than annually.  Provider shall provide AMERIGROUP with at least thirty (30) days 


prior written notice of any cancellation or non-renewal of any required coverage or any reduction 


in the amount of Provider's coverage, and shall secure replacement coverage meeting the 


requirements hereunder so as to ensure no lapse in coverage.  Provider shall furnish 


AMERIGROUP with a certificate of insurance evidencing such replacement coverage.  Provider 


shall also furnish a certificate of insurance to a requesting Agency upon request. Provider may 


maintain coverage hereunder through a self-funded insurance plan, provided that Provider 


maintains actuarially sound reserves related to such self-funded plan and provides to 


AMERIGROUP on a semi-annual basis an opinion letter from an independent actuarial firm or 


other proof reasonably acceptable to AMERIGROUP attesting to the financial adequacy of such 


reserves. 


3.9 Contracted Provider Requirements.  Unless otherwise approved in writing by 


AMERIGROUP, Provider and its employees shall perform all the services required hereunder 


directly and not pursuant to any subcontract between Provider and any other person or entity (a 


“Contracted Provider.”)  In the event that any portion of the services that Provider is responsible 


for hereunder are performed for on behalf of Provider by a Contracted Provider, Provider shall 


be responsible for ensuring that such Contracted Provider furnishes such services in compliance 


with all of Provider’s obligations under this Agreement including, without limitation, 


maintaining required insurance, maintaining medical records, and holding Covered Persons 


harmless for the cost of any services or supplies provided by Contracted Providers to such 


Covered Persons.  This section shall not preclude Provider from using contract nursing services 


or obtaining locums tenens coverage for Participating Physicians that are on temporary leave. 


3.10 Proprietary Information. 


(a) The parties acknowledge and agree that all the following information is 


proprietary:  AMERIGROUP’s quality assurance, utilization management, risk management and 


peer review programs; AMERIGROUP's credentialing procedures; this Agreement, including the 


rates of reimbursement payable under this Agreement; AMERIGROUP's Provider Manual; 


information related to AMERIGROUP programs, policies, protocols and procedures, and all 


information otherwise furnished to Provider by AMERIGROUP as a result of this Agreement.  


The parties agree not to use such proprietary information except for the purpose of carrying out 


their obligations under this Agreement.  Neither party shall disclose any proprietary information 


to any person or entity without the other party’s express written consent except to the extent such 


information is available in the public domain or was acquired by such party from a third party 


not bound to preserve the confidentiality of such information. 


(b) Provider and AMERIGROUP shall each treat all information which is 


obtained through its respective performance under the Agreement as confidential information 


which is obtained through its respective performance under the Agreement as confidential 


information to the extent that confidential treatment is required under applicable law and 


regulations, including without limitation 42 C.F.R. Section 422.118 and 45 C.F.R. Parts 160 and 


164, as may be amended from time to time, and shall not use any information so obtained in any 


manner except as necessary to the proper discharge of its obligations and securing of its rights 


hereunder.  Provider and AMERIGROUP shall each have a system in effect to protect all records 
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and all other documents deemed confidential by law which are maintained in connection with the 


respective activities of Provider or AMERIGROUP and performing in connection with this 


Agreement.  Any disclosure or transfer of confidential information by Provider or 


AMERIGROUP will be in accordance with applicable law. 


3.11 Provision of Non-Covered Services.  Prior to the provision of any services to a 


Covered Person that are not Covered Services, Provider (a) shall advise the Covered Person, in 


writing, (i) of the nature of the service; (ii) that the service is not a Covered Service for which 


compensation is payable hereunder; and (iii) that the Covered Person will be responsible for 


paying for the service;  (b) shall obtain a signed Private Pay form from such Covered Person; and 


(c) shall otherwise comply with all applicable law, Program Contract and Agency requirements 


related to the provision of non-covered services to Covered Persons. 


3.12 Representations and Warranties. 


(a) Provider Status.  Provider hereby represents and warrants that Provider: (i)  


has the power and authority to enter into this Agreement; (ii) is legally organized and operated to 


provide the services contemplated hereunder; (iii) is not in violation of any licensure requirement 


applicable to Provider under law, Program Contract or Agency rules; (iv) has not been excluded 


from participation in the Medicare, Medicaid and /or SCHIP programs pursuant to Sections 1128 


or 1156 of the Social Security Act; (v) has not been convicted of bribery or attempted bribery of 


any official or employee of the jurisdiction in which Provider operates, nor made an admission of 


guilt of such conduct which is a matter of record; (vi) is not presently disbarred, suspended, 


proposed for debarment, declared ineligible, or voluntarily excluded from providing Covered 


Services by any federal or state department or contractor; (vii) is capable of providing all data 


related to the services provided hereunder in a timely manner as reasonably required by 


AMERIGROUP to satisfy Regulatory Requirements, including, without limitation, data required 


under the Health Employer Data and Information Set and National Committee for Quality 


Assurance requirements; and (viii) qualifies as a participating provider in all Programs in 


accordance with the applicable Regulatory Requirements. 


(b) Provider Information and Documentation.  Provider represents and 


warrants that all information provided by Provider to AMERIGROUP, including without 


limitation, information relating to insurance coverage, quality assurance, credentialing, change of 


ownership of Provider and availability of medical care by Provider to Covered Persons, is true 


and correct as of the date such information is furnished, and Provider is unaware of any 


undisclosed facts or circumstances that would make such information inaccurate or misleading.  


Provider shall provide AMERIGROUP with written notice of any changes to such information 


within five (5) business days of such change. 


3.13 Reporting Fraud and Abuse.  Provider shall cooperate with AMERIGROUP’s 


anti-fraud compliance program.  If Provider identifies any actual or suspected fraud, abuse, or 


misconduct in connection with the services rendered hereunder, in violation of state or federal 


law, Provider immediately shall report such activity directly to the Compliance Officer of 


AMERIGROUP in accordance with the Provider Manual. 
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3.14 Conformance with Law; Effect of Governmental Action. In addition to and 


without limiting the applicability of any other sanctions and penalties that may be applicable for 


Provider’s failure to conform with such federal, state and local laws, rules and regulations, 


Provider acknowledges and agrees that, in connection with the Medicare Program, Provider’s 


failure to report potential fraud or abuse may result in sanctions, cancellation of contract, or 


exclusion from participation in the Medicare Program. Provider agrees to comply with all state 


and federal laws, rules and regulations that apply to all persons receiving state and federal funds, 


including without limitation, all applicable Medicare laws, rules and regulations and all CMS 


instructions. 


ARTICLE IV 


REIMBURSEMENT 


4.1 Claims Submission.  Except to the extent Provider is compensated on a capitation 


basis under this Agreement, Provider shall submit claims on either a current CMS-1500 claim 


form for professional claims or a CMS-1450 claim form for institutional claims (or successor 


forms), or the electronic equivalent in the manner and to the location described in the Provider 


Manual.  Provider is encouraged to submit claims information through electronic data 


interchange (EDI) that allows for automated processing and adjudication of claims. As 


AMERIGROUP continues to develop electronic interface systems for registration, eligibility and 


benefit verification and claims processing, Provider will use such electronic interface systems. 


Provider must use HIPAA compliant billing codes when billing or submitting encounter data. 


This applies to both electronic and paper claims. When billing codes are updated, Provider is 


required to use appropriate replacement codes for submitted claims for Covered Services.  In its 


discretion, AMERIGROUP may amend the Agreement as it deems necessary to clarify changes 


to standard billing codes. Regardless of whether AMERIGROUP so amends the Agreement, 


AMERIGROUP shall not pay any claims submitted using non-compliant billing codes. 


Claims must be submitted within ninety (90) days following the date service is 


rendered.  Claims not received by AMERIGROUP from Provider within such period may be 


denied payment.  AMERIGROUP will not deny Clean Claims for payment solely due to these 


claims being received after ninety (90) days from the date services were rendered in the event 


that Provider was unable to determine that the patient was an AMERIGROUP Covered Person, 


and where Provider timely filed such claim with another payor. In such event, Provider shall 


have ninety (90) days to resubmit such claim to AMERIGROUP from the date Provider receives 


a denial from the payor to which Provider originally submitted the claim. Such submission shall 


include proof of timely filing, and denial by, such other payor. 


4.2 Reimbursement.  As payment in full for Covered Services provided to Covered 


Persons hereunder, AMERIGROUP shall pay to Provider the reimbursement specifically set 


forth in Attachment A.  AMERIGROUP shall make payments under this Agreement to the name 


and address set forth in Provider’s Participating Provider application.  Reimbursement for Clean 


Claims shall be made in accordance with all Nevada prompt pay requirements as established 


under applicable law.  Provider agrees to accept payments or appropriate denials made in 


accordance with this Agreement as payment in full for all Covered Services provided to Covered 


Persons. 
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AMERIGROUP reserves the right to conduct chart review upon reasonable notice 


to Provider at Provider's normal place of business during normal business hours in order to 


determine the appropriateness of services and/or charges on a specific claim. AMERIGROUP 


reserves the right to use code-editing software to determine if services are considered part of, 


incidental to, or inclusive of the primary procedure.  Provider shall be responsible for collecting 


co-payments from Covered Persons to the extent required by Regulatory Requirements. Provider 


shall promptly submit all information requested by AMERIGROUP reasonably necessary to 


AMERIGROUP to compensate Provider for services provided hereunder. Provider shall not 


solicit or accept any surety or guarantee of payment from the Covered Person.  Covered Person 


shall include the patient, parent(s), guardian, spouse or any other legally responsible person of 


the Covered Person being served. 


4.3 Capitation of Contracted Providers; Encounter Data Requirements.  If Provider is 


compensated for services provided hereunder on a capitated basis, Provider shall: 


(a) arrange and coordinate all capitated Covered Services for Covered Persons 


assigned to Provider or one of Provider’s Participating Physicians for such capitated Covered 


Services;  


(b) accept the capitation payment payable hereunder as payment in full for all 


such capitated Covered Services provided to such Covered Persons;  


(c) timely submit complete and accurate encounter data for capitated services 


rendered to Covered Persons, including, without limitation, statistical and descriptive medical, 


diagnostic and patient data for Covered Services rendered to Covered Persons, and reporting 


requirements included in applicable Program Contracts; and 


(d) immediately notify both AMERIGROUP and the Program by certified 


mail, return receipt requested, if Provider becomes aware for any reason that Provider is not 


entitled to a capitation payment for a particular Covered Person for any reason (e.g., the death of 


a Covered Person). 


4.4 Financial Incentives.  No provision in this Agreement shall, or shall be construed 


to, create any incentive, financial or otherwise, for Provider to withhold Medically Necessary 


services. 


4.5 Recoveries from Third Parties.  Provider acknowledges and agrees that claims 


payments made by AMERIGROUP are subject to Program requirements regarding third party 


liability. Provider shall cooperate with AMERIGROUP's policies and procedures related to third 


party liability recovery in the event claims for services rendered by Provider to a Covered Person 


are related to an illness or injury for which a third party may be liable, including, without 


limitation, claims that may be covered by automobile insurance, workers’ compensation 


coverage, other health insurance, or otherwise give rise to a claim for third party liability, 


coordination of benefits or subrogation (to the extent permitted by applicable law, Program 


Contract and Agency requirements). Provider shall take all reasonable actions required by 


AMERIGROUP to assist AMERIGROUP in obtaining such recoveries, including executing any 
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appropriate documents reasonably requested by AMERIGROUP to enforce such claims or to 


assign any payments to AMERIGROUP. 


4.6 Right of Offset.  AMERIGROUP shall be entitled to offset an amount equal to 


any overpayments made by AMERIGROUP to Provider against any payments due and payable 


by AMERIGROUP to Provider under this Agreement. 


ARTICLE V 


PROVISIONS APPLICABLE TO FACILITY PROVIDERS  


5.1 Provider’s Obligations in Case of Emergency Medical Condition Affecting 


Covered Person. 


(a) Provider shall render timely and appropriate Medically Necessary services 


to treat an Emergency Medical Condition affecting a Covered Person, and shall comply with all 


applicable law related to the post-stabilization care of a Covered Person after an Emergency 


Medical Condition has been stabilized.  Provider shall use its best efforts to notify 


AMERIGROUP at the time of eligibility verification or by the end of the next business day after 


admission and identification of a Covered Person as an inpatient, or after rendition of emergency 


outpatient Covered Services to a Covered Person.  Notwithstanding any provision contained in 


this Agreement, no notification to, or coverage verification or pre-authorization from, 


AMERIGROUP is required prior to Provider rendering Emergency Services to a Covered 


Person. 


(b) If Emergency Services are required for an Emergency Medical Condition 


affecting a Covered Person and such Covered Person’s condition cannot be treated at Provider’s 


facilities, or if no Participating Specialist Physician with hospital privileges at Provider’s facility 


is available to treat the Covered Person at Provider’s facility, Provider shall arrange for the 


services of an alternate Participating Hospital, or, as applicable, the services of an alternate 


Participating Specialist Physician; provided, however, that in the event obtaining the services of 


an alternate Participating Hospital or an alternate Participating Specialist Physician is 


impractical, Provider shall arrange for the services by an appropriate non-participating hospital 


or, as applicable, an appropriate non-participating specialist physician. 


5.2 Claim Submission.  In addition to the other requirements described in this 


Agreement related to Provider’s claim submission, for inpatient lengths of stay in excess of thirty 


(30) days, Provider shall provide AMERIGROUP with interim claims within ten (10) days after 


the end of the initial thirty (30) day period or any successive thirty (30) day period thereafter.  


5.3 Physician Privileges.  Subject to Provider’s medical staff bylaws, Provider shall 


grant admitting and attending privileges to AMERIGROUP Participating Physicians who satisfy 


Provider’s credentialing criteria. 


ARTICLE VI 


COMPLIANCE WITH REGULATORY REQUIREMENTS 


6.1 Compliance with Regulatory Requirements.  AMERIGROUP and Provider shall 


each comply with all applicable Regulatory Requirements related to this Agreement.  The failure 
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of this Agreement to expressly reference a Regulatory Requirement applicable to either party in 


connection with their duties and responsibilities hereunder shall in no way limit such party’s 


obligation to comply with such Regulatory Requirement. Without limiting the foregoing, this 


Agreement incorporates by reference all applicable federal and state laws, rules and regulations, 


consent decrees and court orders.  Any amendments to or revisions of such laws, regulations, 


consent decrees or court orders shall automatically be incorporated into the Agreement, as of 


their respective effective dates.  Except as otherwise required under applicable Regulatory 


requirements, to the extent any provision set forth in this Article VI conflicts with any provision 


otherwise set forth in this Agreement, the requirements of this Article VI shall control. 


6.2 Hold Harmless.  Provider hereby agrees that in no event, including, but not 


limited to nonpayment by AMERIGROUP, the insolvency of AMERIGROUP, or breach of this 


agreement, shall Provider bill, charge, collect a deposit from; seek compensation, remuneration 


or reimbursement from; or have any recourse against Covered Persons, DHCFP, DOI or persons 


other than AMERIGROUP for services provided pursuant to this Agreement. This provision 


shall not prohibit collection from Covered Persons of any applicable co-payments or deductibles 


billed in accordance with the terms of the subscriber agreement for AMERIGROUP. 


Provider further agrees that (i) this provision shall survive the termination of this 


Agreement regardless of the cause giving rise to such termination and shall be construed to be 


for the benefit of AMERIGROUP Covered Persons and (ii) this provision supersedes any oral or 


written agreement to the contrary now existing or hereafter entered into between Provider and 


the Covered Person or persons acting on the Covered Person's behalf. 


6.3 Rights of Participating Providers.  Nothing in the Agreement shall be construed as 


prohibiting any Participating Provider from advising or advocating on behalf of a Covered 


Person, who is his or her patient,  for the following:  


(a) The Covered Person’s health status, medical or behavioral health care, or 


treatment options, including alternative treatment that may be self-administered; 


(b) Any information the Covered Person needs in order to decide among all 


relevant treatment options; 


(c) The risks, benefits and consequences of treatment or non-treatment; or 


(d) The Covered Person’s right to participate in decisions regarding his or her 


health care, including the right to refuse treatment and to express preferences about future 


treatment decisions. 


(e) The Covered Person’s right to obtain Medically Necessary Covered 


Services, with the written authorization of such Covered Person and through the utilization 


review or grievance processes established by AMERIGROUP. 


6.4 Laboratory Compliance.  If Provider performs laboratory services, Provider shall 


comply with all requirements of the Clinical Laboratory Improvement Act (“CLIA”), regulations 


promulgated thereunder and any amendments and successor statutes and regulations thereto.  


Upon execution of this Agreement, Provider shall furnish written verification to AMERIGROUP 
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that Provider’s laboratory facilities, if any, and those with which it conducts business related to 


Covered Persons, have appropriate CLIA certification of registration or waiver and a CLIA 


identification number.  Provider shall notify AMERIGROUP in writing of any changes in 


Provider’s CLIA certification status or the certification status of any laboratory facilities with 


which Provider conducts business related to Covered Persons within five (5) business days of 


any such changes. 


6.5 Medicare Co-payments and Deductibles; Limitations of Billing. 


(a) In connection with the Medicare Program, except for costs associated with 


non-Covered Services provided to a Covered Person, applicable co-payments and deductibles as 


permitted under the Medicare Program and set forth in the AMERIGROUP Provider Manual or 


in the schedule of benefits for the Medicare Program are the only amounts that Provider may 


collect from a Medicare-eligible Covered Person in connection with Covered Services.  Provider 


acknowledges that Medicaid cost-sharing requirements may preclude Provider’s collection of co-


payments or deductibles from dual eligible Medicare and Medicaid Covered Persons. 


(b) Provider shall be responsible for collecting any applicable co-payments or 


permitted deductibles at the time of service in accordance with the policies and procedures set 


forth in the AMERIGROUP Provider Manual. 


(c) Provider understands that if Provider initiates any actions to collect 


payment from any Medicare-eligible Covered Person over and above allowable co-payments, 


excluding payment for services not covered under the Medicare Program, AMERIGROUP will 


initiate and maintain such necessary action to stop Provider or Provider’s employee, agent, 


assign, trustee, or successor in interest from maintaining such action against such Medicare-


eligible Covered Person. 


(d) Covered Persons eligible for both Medicare and Medicaid will not be held 


liable for Medicare Part A and B cost sharing when the State of Nevada is responsible for paying 


such amounts. AMERIGROUP will not impose cost-sharing that exceeds the amount of cost-


sharing that would be permitted with respect to the member under title XIX if the member were 


not enrolled in such a plan. The provider will accept AMERIGROUP’s payment as payment in 


full. 


6.6 Medicare Reporting Requirements.  In accordance with 42 C.F.R. §422.504(i); 


AMERIGROUP and Provider expressly agree: 


(a) HHS, the Comptroller General of HHS (the “Comptroller General”) or 


their designees, may audit, evaluate, or inspect any books, contracts, medical records, patient 


care documentation, and all other records of AMERIGROUP and Provider, as well as their 


related entities, contractors, subcontractors or transferees, that pertain to any aspect of the 


services performed under this Agreement, reconciliation of benefit liabilities, and determination 


of amounts payable under this Agreement, or as the Secretary of HHS (the “Secretary”) may 


deem necessary to enforce this Agreement. 


(b) AMERIGROUP and Provider each agree to make available, for the 


purposes specified in 42 C.F.R. §422.504 (d), (e), their respective premises, physical facilities 
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and equipment, records relating to Covered Persons and any additional relevant information that 


CMS may require. 


(c) HHS, the Comptroller General, or their designees’ right to inspect, 


evaluate and audit shall extend through ten (10) years from the final date of the Medicare 


Program contract or the completion of a final audit by CMS related to same, whichever is later, 


unless CMS determines there is a special need to retain a particular record or group of records 


for a longer period than ten (10) years and so notifies AMERIGROUP at least thirty (30) days 


prior to the normal disposition date, or CMS determines there is a reasonable possibility of fraud. 


6.7 Right to Inspect Records.  The Program, HHS, CMS, the State of Nevada State 


Medicaid Fraud Unit, and the State of Nevada’s Attorney General's Office shall have the right to 


evaluate through inspection, or other means, whether announced or unannounced, any records 


pertinent to this Agreement including quality, appropriateness and timeliness of services and 


such evaluation, when performed, shall be performed with the cooperation of AMERIGROUP 


and Provider.  Upon request, AMERIGROUP shall assist in such reviews. 


 


6.8 Conflicts of Interest.  Provider warrants that no part of the total Agreement 


amount received by Provider under this Agreement shall be paid directly, indirectly or through a 


parent organization, subsidiary or an affiliated organization to any state or federal officer or 


employee of the State of Nevada or any immediate family member of a state or federal officer or 


employee of the State of Nevada as wages, compensation, or gifts in exchange for acting as 


officer, agent, employee, subcontractor, or consultant to the Provider in connection with any 


work contemplated or performed relative to this Agreement unless disclosed to by DHCFP.  For 


purposes of this Section 6.8, “immediate family member” shall mean a spouse or minor 


child(ren) living in the household. 


Provider shall ensure that it maintains adequate internal controls to detect and 


prevent conflicts of interest from occurring at all levels of its organization. 


6.9 Gratuities.  By signing this Agreement, Provider certifies that no member of or 


delegate of Congress, nor any elected or appointed official or employee of the State of Nevada, 


the United States General Accounting Office, the United States Department of Health and 


Human Services, CMS, or any other federal agency has or will benefit financially or materially 


due to influence in obtaining this Agreement. This Agreement may be terminated by 


AMERIGROUP, or at the direction of Medicaid, if it is determined that gratuities of any kind 


were offered to or received by any of the aforementioned officials or employees from  Provider 


or Provider’s agents or employees. 


6.10 Lobbying.  By signing this Agreement, Provider certifies to the best of its 


knowledge and belief that federal funds have not been used for lobbying in accordance with 45 


CFR Part 93 and 31 USC 1352.  Provider shall disclose any lobbying activities using non-federal 


funds in accordance with and to the extent required by 45 CFR Part 93. Provider agrees, pursuant 


to 31 U.S.C. § 1352 and 45 C.F.R. Part 93, that no federal appropriated funds have been paid or 


will be paid to any person by or on behalf of Provider for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of Congress, or an employee of a member of Congress in connection with the award 
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of any federal contract, the making of any federal grant, the making of any federal loan, the 


entering into of any cooperative contract, or the extension, continuation, renewal, amendment, or 


modification of any federal contract, grant loan, or cooperative contract.  Provider agrees to 


submit any required certifications or take any other actions required under applicable law related 


to Provider’s compliance with 31 U.S.C. § 1352 and 45 C.F.R. Part 93, or any successor statutes 


or regulations thereto or promulgated thereunder. If any funds other than federal appropriated 


funds have been paid or will be paid by Provider to any person for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of any agency, an officer or employee of Congress, or an employee of a member of 


Congress in connection with the award of any federal contract, the making of any federal grant, 


the making of any federal loan, the entering into of any cooperative contract, or the extension, 


continuation, renewal, amendment, or modification of any federal contract, grant, loan, or 


cooperative contract, and the contract exceeds $100,000.00, Provider shall complete and submit 


Standard Form LLL-"Disclosure of Lobbying Activities" in accordance with its instructions. 


6.11 Federal Medicaid Program Integrity Requirements.  Provider shall prepare and 


submit to AMERIGROUP applicable disclosures of information in accordance with the 


requirements specified in 42 CFR, Part 455, Subpart B. 


6.12 Non-Discrimination.  Provider shall abide by the federal Civil Rights Act of 1964, 


the Federal Rehabilitation Act of 1973, and all other applicable statutes, regulations and orders 


(including, without limitation, Executive Orders 11246 and 11375, “Equal Employment 


Opportunities”) as amended, and any and all successor statutes, regulations and related orders.  


Provider shall not exclude any Covered Person from participation in any aid, care, service or 


other benefit, or deny any Covered Person such services on the grounds of race, color, national 


origin, sex, age, disability, political beliefs or religion.  Provider shall not subject any Covered 


Person to discrimination due to such Covered Person’s status as a Program Contract beneficiary. 


6.13 Financial Disclosure.  Provider shall comply with all financial disclosure 


requirements under 42 U.S.C. § 1396b(m) and 42 C.F.R. § 434, and all other applicable law. 


6.14 Advance Directives.  Provider shall comply with all applicable requirements 


under 42 C.F.R. § 434.28 related to Advance Directives. 


6.15 Additional Program Contract Requirements. 


(a) Provider and AMERIGROUP acknowledge and agree that pursuant to 


Nevada Administrative Code Section 695C.190, the following provisions are included in this 


Agreement and the parties shall comply with such provisions: 


(i) Provider releases the Covered Person from any liability for the cost 


of services rendered pursuant to this Agreement, except for any nominal payment to be made by 


the Covered Person, if applicable pursuant to Program Contract or Agency rules, or for a service 


that is not a Covered Service in accordance with the terms of this Agreement. 


(ii) Provider shall participate in AMERIGROUP programs to assure 


the quality of health care provided to Covered Persons. 
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(iii) Provider shall provide all medically necessary services required by 


an applicable Program to each Covered Person for the period for which a premium has been paid 


to AMERIGROUP. 


(iv) if Provider is a physician, Provider shall transfer or otherwise 


arrange for the maintenance of the records of Covered Persons who are patients of Provider if 


this Agreement is terminated for any reason or if Provider otherwise leaves the panel of 


physicians associated with AMERIGROUP. 


6.16 Agency and Program Requirements. 


(a) AMERIGROUP shall provide a copy of this Agreement to DHCFP, upon 


request. 


(b) Provider shall comply with all relevant provisions of the Medicaid 


Program Contract appropriate to the Provider’s service or activity, specifically including but not 


limited to the provisions related to confidentiality, federal Health Insurance Portability and 


Accountability Act requirements, insurance requirements and record retention. 


(c) Nothing contained herein shall operate to relieve AMERIGROUP of its 


legal responsibility under the Medicaid Program Contract. 


(d) AMERIGROUP shall monitor Provider’s performance on an on-going 


basis and subject Provider to formal review according to periodic schedules established by the 


State of Nevada, consistent with industry standards and/or state laws and regulations.  If 


AMERIGROUP identifies deficiencies or areas for improvement in Provider’s performance, 


AMERIGROUP may require Provider to take corrective action. 


(e) AMERIGROUP and Provider are responsible for and shall provide 


immediate notification to DHCFP regarding all suspected recipient and provider fraud and abuse.  


Provider acknowledges that upon AMERIGROUP’s awareness of any disciplinary action, 


sanction taken against Provider or any suspected fraud or abuse, AMERIGROUP shall 


immediately inform DHCFP. 


6.17 Executive Order 13496.  This provision is applicable to Providers who participate 


in AMERIGROUP’s Medicare program under Medicare Parts C and D and receive at least 


$10,000 or more in payments from such AMERIGROUP Medicare program. Provider shall 


comply with the requirements of Executive Order 13496, 29 CFR 471, Appendix A to 


Subpart A. 


6.18 Performance Within the U.S.  Provider agrees that all services to be performed 


herein shall be performed in the United States of America.  Breach, or anticipated breach, of the 


foregoing shall be a material breach of this Agreement and, without limitation of remedies, shall 


be cause for immediate termination of this Agreement. 
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ARTICLE VII 


RECORDS AND CONFIDENTIALITY 


7.1 Records.  Provider shall maintain an adequate record system of medical, financial 


and administrative records for recording services, service providers, charges, dates and all other 


commonly accepted information elements for services rendered to Covered Persons pursuant to 


this Agreement (including but not limited to such records as are necessary for the evaluation of 


the quality, appropriateness, and timeliness of services performed under this Agreement). Such 


records shall be kept in accordance with industry standards, Regulatory Requirements, including 


without limitation applicable law regarding confidentiality of Covered Person information. Such 


records shall be retained by Provider for the period of time required under Regulatory 


Requirements, but in no event less than ten (10) years from the date the service is rendered. 


Provider shall provide state and federal agencies access to review records related to services 


provided hereunder in accordance with Regulatory Requirements. Provider shall permit 


AMERIGROUP or its designated agent to review records directly related to services provided to 


Covered Persons, either by providing such records to AMERIGROUP for off-site review, or on-


site at Provider’s facility, upon reasonable notice from AMERIGROUP and during regular 


business hours.  Provider shall obtain all necessary releases, consents and authorizations from 


Covered Persons with respect to their medical records to permit AMERIGROUP access to such 


records.  Provider shall supply the records described above at no charge upon request. Covered 


Persons and their representatives shall be given access to any requested copies of the Covered 


Persons’ medical records, to the extent and in the manner provided by law as amended and 


subject to reasonable charges. The requirements of this section pertain to the retention of records 


for Medicaid purposes only; other state or federal rules may require longer retention periods and 


Provider shall comply with all such state or federal law and Agency rules.  These minimum 


record keeping periods shall begin to run from the last date of treatment.  After these minimum 


record keeping periods, state law allows for the destruction of records.  Said records shall be 


made available for fiscal audit, medical audit, medical review, utilization review, and other 


periodic monitoring upon request of authorized representative of the Program. The rights and 


obligations of the parties under this section shall survive the termination of this Agreement. 


7.2 Record Transfer. Provider shall cooperate in the transfer of Covered Persons' 


medical records to other Participating Providers when required, subject to Regulatory 


Requirements, and shall assume the cost associated therewith.  Following a Covered Person's 


request for record transfer, Provider shall transfer such Covered Person's medical records in 


Provider's custody within ten (10) days following the request or such other time period required 


under Regulatory Requirements. 


ARTICLE VIII 


COMPLAINT/DISPUTE RESOLUTION 


8.1 Complaints of Covered Persons.  AMERIGROUP shall notify the Provider 


concerning any complaint by a Covered Person involving that Provider or a Participating 


Provider of that Provider in accordance with procedures set forth in the Provider Manual. The 


provisions of this Article shall only apply to disputes that have complied fully with all grievance 


and appeal procedures set forth in the Provider Manual. 
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8.2 Negotiation of Disputes. 


(a) In the event of a dispute arising out of this Agreement that is not resolved 


by, or is not within the scope of relationship management set forth in the Agreement, or that is 


not resolved by informal discussions among the Parties, the Parties shall negotiate the dispute.  


Any party may initiate negotiation by sending a written description of the dispute to the other 


Parties by certified or registered mail or personal delivery.  The description shall explain the 


nature of the dispute in detail and set forth a proposed resolution, including a specific time frame 


within which the Parties must act.  The Party receiving the letter must respond in writing within 


thirty (30) days with a detailed explanation of its position and a response to the proposed 


resolution.  With in thirty (30) days of the initiating Party receiving this response, principals of 


the Party who have authority to settle the dispute will meet to discuss the resolution of the 


dispute.  The initiating Party shall initiate the scheduling of this negotiating session. 


(b) In the event the Parties are unable to resolve the dispute following the 


negotiation, a Party shall have the right to pursue all available remedies at law or equity, 


including injunctive relief. 


ARTICLE IX 


TERM; TERMINATION 


9.1 Initial Term and Renewal.  Subject to the terms and conditions otherwise set forth 


in this Agreement, this Agreement shall have an initial term of two (2) years, commencing as of 


the Effective Date, and shall renew automatically thereafter for successive terms of one (1) year, 


unless either party notifies the other of its intent not to renew at least one hundred twenty (120) 


days prior to the end of the term. 


9.2 Termination Without Cause.  Notwithstanding any other provision included in 


this Agreement, Provider and AMERIGROUP shall each be entitled to terminate this Agreement 


at any time during its term by providing one hundred and twenty (120) days prior written notice 


to the other party. 


9.3 Termination by Either Party for Cause.  Either party may terminate this 


Agreement for Cause, defined as a material breach of this Agreement by the other party hereto, 


upon ninety (90) days prior written notice to the other party.  The notice shall set forth the 


reasons for termination and provide the breaching party ninety (90) days to cure such material 


breach or the termination becomes effective. 


9.4 Immediate Termination; Automatic Termination. 


(a) Immediate Termination.  AMERIGROUP shall be entitled to terminate 


this Agreement immediately upon AMERIGROUP’s determination made in good faith and with 


reasonable belief that (A) a Covered Person’s health is subject to imminent danger or a 


physician’s ability to practice medicine is effectively impaired by an action of the Board of 


Medicine or other governmental agency or (B) Provider continues a practice or pattern of (1) 


substantial disregard for the rules and regulations of AMERIGROUP with respect to patient care, 


or (2) material deviation from the practice and quality assurance standards adopted by 


AMERIGROUP, or (C) Provider’s continued participation could adversely affect the care of 


Attachment 5.1.11.4-1: Sample Facility Contract


IX-146







  NV Model Facility Agreement 
Revised 12/10 


21 


Covered Persons.  In addition, AMERIGROUP may immediately terminate this Agreement upon 


the filing of a petition in bankruptcy for liquidation or reorganization by or against Provider, if 


Provider becomes insolvent, or if a receiver is appointed for Provider or its property.  In the case 


of termination under this subsection, the effective date of such termination shall be the date set 


forth in AMERIGROUP’s written notice to Provider notifying Provider of such termination. 


(b) Automatic Termination.  This Agreement shall automatically and 


immediately terminate upon the expiration, surrender, revocation, restriction or suspension of 


any professional license required for Provider to perform the services contemplated hereunder or 


Provider’s participation in any applicable Program. In addition, if Provider is terminated, barred, 


suspended or otherwise excluded from participation in, or has voluntarily withdrawn as the result 


of a settlement agreement related to, any program under Titles XVIII, XIX or XX of the Social 


Security Act, this Agreement shall automatically and immediately terminate. 


9.5 Continuation of Care. 


(a) In the event of the termination of this Agreement for any reason except 


termination of this Agreement for cause by AMERIGROUP pursuant to subsection (c) below, 


any Covered Person who is suffering from and receiving active health care services for a chronic 


or terminal illness or who is an inpatient shall have the right to continue to receive health care 


services from Provider for a period of up to sixty (60) days from the date of the termination of 


this Agreement.  Any Covered Person who is pregnant and receiving treatment in connection 


with that pregnancy at the time of termination of this Agreement may continue to receive health 


care services from Provider for the remainder of her pregnancy and six (6) weeks post-partum. 


(b) During the continuity of care provision described in subsection (a) above, 


Provider shall continue to provide services in accordance with the terms of this Agreement 


applicable immediately prior to the termination of this Agreement, and AMERIGROUP shall 


continue to meet all of the obligations of this Agreement. 


(c) A Covered Person shall not have the right to continuation of care if the 


termination of this Agreement is for loss of Provider license, or if the termination of this 


Agreement is due to reasons related to quality of health care services rendered, which may 


adversely impact the health, safety or welfare of Covered Persons. 


ARTICLE X 


MISCELLANEOUS 


10.1 Amendment.  A contract between AMERIGROUP and Provider may be 


amended: 


(a) At any time by the mutual agreement of the parties as evidenced in a 


writing signed by the parties. 


(b) Except as otherwise provided in this paragraph, by AMERIGROUP upon 


giving to Provider thirty (30) days written notice of the modification.  If Provider fails to object 


in writing to the modification within the thirty (30) day period, the modification becomes 


effective at the end of that period.  If a timely objection is received by AMERIGROUP from 
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Provider within the thirty (30) day period, the modification shall not become effective unless 


mutually agreed to by both parties as described in paragraph (a). 


10.2 Non-Exclusivity; Volume.  This Agreement shall not, nor shall it be construed, to 


limit or restrict Provider or AMERIGROUP in any manner from entering into any other 


agreements of any nature whatsoever with other persons or entities for the provision of the same 


or similar services contemplated hereunder.  Neither this Agreement nor anything contained 


herein shall, or shall be construed to, guaranty or obligate AMERIGROUP or any other party to 


provide any minimum number of referrals to Provider hereunder. 


10.3 Assignment or Sub-Delegation. 


(a) This Agreement may be assigned by Provider with the prior written 


consent of AMERIGROUP. 


(b) AMERIGROUP may assign this Agreement, in whole, or in part, at any 


time during the term of this Agreement without notice to, or consent of, Provider.  In the event of 


a partial assignment of this Agreement by AMERIGROUP, the obligations of the Provider shall 


be performed for AMERIGROUP with respect to the part retained and shall be performed for 


AMERIGROUP assignee with respect to the part assigned, and such assignee shall be solely 


responsible to perform all obligations of AMERIGROUP with respect to the part assigned. 


(c) The rights and obligations of the parties hereunder shall inure to the 


benefit of, and shall be binding upon, any permitted successors and assigns of the parties hereto. 


10.4 Indemnification. 


(a) Provider agrees to indemnify, defend, and hold harmless AMERIGROUP 


and its officers, employees and agents from and against any and all liability, loss, claim, damage 


or expense, including defense costs and legal fees, incurred in connection with (i) Provider’s 


breach of any representation and warranty made by Provider in this Agreement, and (ii) claims 


for damages of any nature whatsoever, including, but not limited to, bodily injury, death, 


personal injury or property damage arising from Provider’s delivery of health care services or 


Provider’s performance or failure to perform Provider's obligations hereunder. 


(b) AMERIGROUP agrees to indemnify, defend, and hold harmless Provider 


and, if Provider is an entity, its officers, employees and agents from and against any and all 


liability, loss, claim, damage or expense, including defense costs and legal fees, incurred in 


connection with claims for damages of any nature whatsoever, arising from AMERIGROUP’s 


performance or failure to perform its obligations hereunder. 


(c) Notwithstanding the foregoing subsections (a) and (b), this Section shall 


be null and void to the extent that it is interpreted to reduce insurance coverage to which either 


party is otherwise entitled, by way of any exclusion for contractually assumed liability or 


otherwise. 


10.5 Non-Performance Due to Governmental Action.  Provider acknowledges and 


agrees that this Agreement and the arrangement contemplated herein are subject to regulation by 
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state and federal governmental authorities.  In the event that any action of any such governmental 


authority impairs, limits, or delays AMERIGROUP's performance of any obligation hereunder, 


AMERIGROUP shall be excused from such performance, and AMERIGROUP's failure to 


perform such obligation for such reason shall not constitute a breach of this Agreement. 


10.6 Waiver.  Either party's waiver of any breach or violation of this Agreement by the 


other party shall not, nor shall it be construed to, constitute a waiver of any subsequent breach or 


violation of this Agreement by the other party. 


10.7 Severability.  The invalidity or unenforceability of any provision contained herein 


shall not affect the validity of any other provisions of this Agreement, and this Agreement shall 


be construed in all respects as if such invalid or unenforceable provision were omitted, or, to the 


extent permitted by applicable law, such invalid or unenforceable paragraph shall be replaced 


with another paragraph as similar in terms as may be possible and as may be legal, valid and 


enforceable. 


10.8 Construction.  This Agreement shall be construed without regard to any 


presumption or other rule requiring construction against the party causing this Agreement to be 


drafted. 


10.9 Notice.  Any notice required to be given under this Agreement shall be sent by 


U.S. First-Class Mail; certified mail, return receipt requested, postage prepaid; hand delivery; 


overnight prepaid delivery; or confirmed facsimile to the addresses set forth below, or to such 


other address designated by a party hereto by notice to the other party pursuant to the terms of 


this Agreement: 


If to AMERIGROUP, at the address set forth in the Provider Manual. 


If to Provider, to the address set forth in Provider’s AMERIGROUP participation 


application. 


10.10 Independent Contractor Status.  Nothing contained herein shall, or shall be 


construed to, create a partnership, joint venture or any other relationship between the parties 


hereto other than that of independent contractors. 


10.11 Entire Agreement.  This Agreement, together with the AMERIGROUP Provider 


Manual, and any attachments and amendments thereto constitute the entire Agreement and 


understanding between the parties with respect to the subject matter hereof, and supersede any 


prior understandings and agreements between the parties, whether written or oral, with respect to 


the subject matter hereof. Provider and AMERIGROUP shall waive any terms of this Agreement 


which, as they pertain to Medicaid Covered Persons, are in conflict with the specifications of the 


Medicaid Program Contract.  


10.12 Captions.  The section headings in this Agreement are for convenience of 


reference only, shall not define or limit the provisions hereof and shall have no legal effect 


whatsoever. 
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10.13 Coordination of Defense of Claims.  The parties hereto shall make all reasonable 


efforts, consistent with advice of counsel and their requirements of their respective insurance 


policies and carriers, to coordinate the defense of claims in which either party is named a 


defendant, or has a substantial possibility of being named a defendant. 


10.14 Governing Law.  This Agreement shall be governed by and construed in 


accordance with the state law of the State of Nevada, excluding and without application of any 


conflicts of law principles. 


10.15 Counterparts.  This Agreement and any amendment hereto may be executed in 


two or more counterparts, each of which shall be deemed to be an original and all of which taken 


together shall constitute one and the same agreement. 


10.16 Impossibility of Performance.  Neither party shall be liable, nor deemed to be in 


default hereunder, for any delay in performance or failure to perform under this Agreement 


which results directly or indirectly from acts of God, civil or military authority, acts of public 


enemy, war, accidents, fires, explosions, employee strikes or other work interruptions, 


earthquakes, floods, failure of transportation, or any cause beyond the reasonable control of such 


party. 
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IN WITNESS WHEREOF, the parties hereto have caused this Agreement to be executed 


by their duly authorized officers or agents. 


 


AMERIGROUP: 


AMERIGROUP Nevada, Inc. d/b/a 


AMERIGROUP Community Care 


By: ______________________________ 


____________________________[Name] 


____________________________[Title] 


____________________________[Date] 


Provider: 


__________________________________ 


Name according to W-9 with d/b/a 


By: _______________________________ 


(authorized signature) 


__________________________[Printed Name] 


__________________________[Title] 


__________________________[Address] 


__________________________ 


__________________________[Telephone] 


__________________________[Date] 


Attachment 5.1.11.4-1: Sample Facility Contract


IX-151







 


 


 


 


 


 


 


 


 


 


 


This page is intentionally left blank 


Attachment 5.1.11.4-1: Sample Facility Contract


IX-152







  NV Model PHY/AHP Agreement 
Revised 12/10 


1 


Name according to W-9 with d/b/a: 


______________________________________________________________________________ 


Federal Tax Identification Number:  __________________ 


AMERIGROUP NEVADA, INC. 


d/b/a AMERIGROUP Community Care 


PARTICIPATING PROVIDER AGREEMENT 


FOR PHYSICIANS and ALLIED HEALTH PROFESSIONALS PROVIDERS 


THIS PARTICIPATING PROVIDER AGREEMENT (this "Agreement") is made by 


and between AMERIGROUP Nevada, Inc. d/b/a AMERIGROUP Community Care 


(“AMERIGROUP”) and the undersigned Provider (“Provider”), effective as of the date of 


complete execution of this Agreement (the "Effective Date"). 


RECITALS: 


A. AMERIGROUP is authorized to arrange for the provision of managed health care 


services to Covered Persons enrolled in any Program as more specifically defined in Section 1.19 


below. 


B. Provider is duly licensed in the State of Nevada to provide Covered Services to 


Covered Persons. 


C. AMERIGROUP desires that Provider provide the Covered Services contemplated 


herein to Covered Persons and Provider desires to provide such services, pursuant to the terms 


and conditions of this Agreement. 


AGREEMENT: 


NOW, THEREFORE, in consideration of the mutual covenants and agreements 


contained herein and for other good and valuable consideration, the receipt and sufficiency of 


which are hereby acknowledged, AMERIGROUP and Provider agree as follows: 


ARTICLE I 


DEFINITIONS 


The following terms shall have the meanings set forth below with respect to services 


furnished under this Agreement: 


1.1 Agency.  “Agency” means a federal, state or local agency, administration, board 


or other governing body responsible for the governance or administration of a Program. With 


respect to the operation of the Programs, as used herein, Agency also means The Division of 


Health Care Financing and Policy, a Division of the State of Nevada Department of Health and 


Human Resources (DHCFP) and the Centers for Medicaid and Medicare Services (CMS). 
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1.2 Behavioral Health Care Services.  “Behavioral Health Care Services” means 


services rendered for the treatment of mental health or drug and alcohol conditions. 


1.3 CMS.  “CMS” means the Center for Medicare & Medicaid Services, an 


administrative agency within the United States Department of Health & Human Services 


(“HHS”). 


1.4 Clean Claim.  “Clean Claim” means a request for payment for a service rendered 


by Provider, that (a) is timely submitted by Provider in accordance with claim filing 


requirements under applicable law, Program Contract and Agency rules and the then current 


AMERIGROUP policies and procedures; (b) is accurate and in the format required by 


AMERIGROUP; (c) includes all material information required by AMERIGROUP including, 


without limitation, all required substantiating documentation and information related to 


coordination of benefits and third party liability; (d) is undisputed as to the amount of the claim; 


and (e) includes no indication of fraudulent content or submission. 


1.5 Covered Person.  “Covered Person” means any person who is an eligible Program 


beneficiary and who is duly enrolled as an AMERIGROUP member in accordance with 


applicable enrollment requirements. 


1.6 Covered Services.  “Covered Services” means those health care services 


(including Behavioral Health Care Services) that a Covered Person is entitled to receive through 


AMERIGROUP pursuant to Regulatory Requirements, and for which an Attachment A is 


attached hereto setting forth the Provider’s reimbursement under one or more Programs. 


1.7 DHCFP.  “DHCFP” means the Division of Health Care Financing and Policy of 


the Nevada Department of Health and Human Resources. 


1.8 DHHS.  “DHHS” means the United States Department of Health and Human 


Services. 


1.9 DOI.  “DOI” means the Division of Insurance of the Nevada Department of 


Business and Industry. 


1.10 Eligible Charges.  “Eligible Charges” means charges for Covered Services as 


submitted by Provider, subject to program eligibility, benefit design, coordination of benefits and 


applicable authorizations. 


1.11 Emergency Behavioral Health Services.  “Emergency Behavioral Health 


Condition” means any condition, without regard to the nature or cause of the condition, which in 


the opinion of a prudent layperson possessing an average knowledge of health and medicine:  (a) 


requires immediate intervention and/or medical attention without which Covered Persons would 


present an immediate danger to themselves or others, or (b) which renders Covered Persons 


incapable of controlling, knowing or understanding the consequences of their actions. 


1.12 Emergency Medical Condition.  “Emergency Medical Condition” means 


Emergency medical condition means a medical condition manifesting itself by acute symptoms 


of sufficient severity (including severe pain) that a prudent layperson, who possesses an average 
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knowledge of health and medicine, could reasonably expect the absence of immediate medical 


attention to result in the following: (a) placing the health of the individual (or, with respect to a 


pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b) serious 


impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part. 


1.13 Emergency Services and Care.  “Emergency Services” means covered inpatient 


and outpatient services that are: (a) furnished by a provider that is qualified to furnish such 


services; and (b) needed to evaluate or stabilize an Emergency Medical Condition. 


1.14 HIPAA Regulations.  “HIPAA Regulations” mean those regulations adopted 


pursuant to the Health Insurance Portability and Accountability Act of 1996 and codified at Title 


45 of the Code of Federal Regulations (C.F.R.) relating to the privacy and security of protected 


health information, and including, without limitation, any amendments or successor laws, rules 


or regulations thereto. 


1.15 Medically Necessary or Medical Necessity.  “Medically Necessary” or “Medical 


Necessity” means Covered Services that are established as safe and effective as determined by 


the Nevada Medicaid Program.  The Covered Services must be: (a) consistent with the 


symptoms or diagnosis of the illness or injury under treatment; (b) necessary and consistent with 


generally accepted professional medical standards; (c) not furnished for the convenience of the 


Covered person, the attending physician, the caregiver, or to the physician supplier; and (d) 


furnished at the most appropriate level that can be provided safely and effectively to the 


recipient. AMERIGROUP will only cover items and services that are appropriate and necessary 


for the diagnosis or treatment of an illness or an injury, or to improve the functioning of a 


malformed body part. 


For the purposes of the Medicare Program, Medically Necessary health care 


services are health care services that: 


(a) are reasonable and necessary to prevent, or provide early screening, 


interventions, and/or treatments for, illnesses or medical conditions that cause suffering or pain, 


cause physical deformity or limitations in function, threaten to cause or worsen a handicap, cause 


illness or infirmity of a Covered Person, or endanger life; 


(b) are provided at appropriate facilities and at the appropriate levels of care 


for the treatment of a Covered Person’s health conditions; 


(c) are consistent with health care practice guidelines and standards that are 


endorsed by professionally recognized health care organizations or governmental agencies; 


(d) are consistent with the diagnoses of the conditions; and 


(e) no more intrusive or restrictive than necessary to provide a proper balance 


of safety, effectiveness, and efficiency. 


1.16 Participating Provider.  “Participating Provider” includes, as appropriate, any 


“Participating Hospital,” “Participating Physician,” “Participating Physician Group” or any other 


person or entity  that (a) is licensed to provide the health care services such person or entity is 
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providing under the laws of Nevada; (b) is party to a participation agreement with 


AMERIGROUP to provide Covered Services to Covered Persons, or is an employee or 


subcontractor of a Participating Provider and will be furnishing Covered Services hereunder; and 


(c) is, if applicable, duly credentialed by AMERIGROUP in accordance with AMERIGROUP 


credentialing requirements for the services the Participating Provider provides.  The definition of 


“Participating Provider” includes, but is not limited to, Provider. 


1.17 Primary Care Physician/Primary Care Provider.  “Primary Care Physician” or 


“Primary Care Provider” means a Participating Physician or other Participating Provider who (a) 


is credentialed in accordance with AMERIGROUP credentialing requirements for Primary Care 


Physicians or Primary Care Providers; (b) provides Primary Care Services; and (c) practices in 


the medical specialty areas of general practice, internal medicine, pediatrics, family medicine, or 


such other medical specialty areas as are specified to provide Primary Care Services in an 


applicable Program Contract. 


1.18 Primary Care Services.  “Primary Care Services” means (a) those Covered 


Services provided to a Covered Person involving initial and basic primary medical care, 


including, but not limited to, the Covered Services specifically identified as primary care 


services in an applicable Program Contract, and (b) the supervision and coordination of the 


delivery of these Covered Services to a Covered Person. 


1.19 Program.  “Program” means a Nevada state Medicaid Program (“Medicaid”) and 


state or local Child Health Insurance Program (“CHIP”), any successor programs thereto, and 


any other state or local program related to or administered in conjunction with Medicaid or 


CHIP, including without limitation any program providing coverage for eligible family members 


of CHIP beneficiaries, and for which an Attachment A is incorporated into this Agreement 


setting forth the Providers’ reimbursement for a respective Program.  Program, as defined in the 


Agreement, shall also include the Medicare Advantage Program administered by CMS, to the 


extent offered by AMERIGROUP in the State of Nevada.  In accordance with 42 C.F.R. 


422.504(i), AMERIGROUP shall oversee and be ultimately responsible to CMS for all 


responsibilities described in this Agreement. 


1.20 Program Contract.  “Program Contract” means any contract between 


AMERIGROUP and a jurisdiction or any applicable Agency of a jurisdiction, which governs the 


delivery of managed health care services to Program beneficiaries. 


1.21 Regulatory Requirements.  “Regulatory Requirements” means any requirements 


imposed by applicable federal, state or local laws, rules, regulations, a Program Contract, or 


otherwise imposed by the Agency in connection with the operation of the Program or the 


performance required by either party under this Agreement. 


1.22 Specialist Physician.  “Specialist Physician” means a Participating Physician who 


(a) is duly credentialed in accordance with the then current AMERIGROUP credentialing 


requirements for a Specialist Physician practicing in the physician’s medical specialty including, 


without limitation, having achieved applicable board specialty certification or having completed 


an approved residency program in such medical specialty; (b) provides services to Covered 
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Persons within the range of such medical specialty; and (c) meets any Specialist Physician 


requirements otherwise set forth in the applicable Program Contract. 


ARTICLE II 


AMERIGROUP OBLIGATIONS 


2.1 Identification Cards.  AMERIGROUP shall issue each Covered Person an 


identification card reflecting the Covered Person's name, the Covered Person’s selected Primary 


Care Physician, the Covered Person’s AMERIGROUP identification number, and such other 


information as required by the Agency.  A sample identification card will be provided upon 


request of Provider. 


2.2 Provider Manual.  AMERIGROUP shall furnish Provider with the applicable 


Provider Manual(s) for each Program referencing the policies and procedures established by 


AMERIGROUP including, without limitation, eligibility verification, utilization review, drug 


utilization, quality assurance, patient safety, compliance, authorizations for Covered Services, 


sanctions and denials, provider grievances, appeals and such other policies and procedures 


applicable to AMERIGROUP and Provider as required by Regulatory Requirements, and to 


otherwise effect the delivery of managed health care services to Covered Persons hereunder.  


AMERIGROUP shall provide electronic access to its Provider Manual through 


AMERIGROUP’s website.  AMERIGROUP shall provide Provider with at least thirty (30) days 


prior notice of any material modifications to such Provider Manual thereafter. 


2.3 Policies and Procedures.  AMERIGROUP shall reference material policies and 


procedures applicable to Provider in the Provider Manual.  Notwithstanding the above, 


AMERIGROUP’s failure to include a specific policy or procedure in the Provider Manual shall 


not limit the applicability of such policy and procedure to Provider; provided that 


AMERIGROUP uses its commercially reasonable efforts to notify Provider of such policy.  


AMERIGROUP shall furnish Provider with written notice of any material modifications to such 


policies and procedures during the term of this Agreement and shall respond to Provider 


inquiries related to such policies and procedures in a timely manner. Provider shall comply with 


all AMERIGROUP policies and procedures communicated to Provider by AMERIGROUP. 


2.4 Reports.  AMERIGROUP shall provide to Provider such utilization profiles or 


other reports, if any, that AMERIGROUP is required to provide to Provider under applicable 


law, Program Contract or Agency requirements. 


2.5 Provider Listing; Marketing/Advertising.  For the purposes of enrolling and 


referring Covered Persons, marketing, complying with Program Contract requirements, reporting 


to Agencies, and otherwise carrying out the terms and conditions of this Agreement, 


AMERIGROUP shall, and shall be entitled to use the name(s), business address(es), and phone 


number(s) of Provider and any individual Participating Provider employed by or under contract 


with Provider to provide services hereunder.  AMERIGROUP shall, and shall be entitled to, use 


information related to any such individual Participating Provider’s education, specialty, 


subspecialty, licensure, certification and hospital affiliation for the purposes described above. 
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2.6 Credentialing.  Except as mutually agreed by the parties and as evidenced in 


writing by an addendum to this Agreement, AMERIGROUP shall credential Provider and all 


Participating Providers employed by or under contract with Provider to provide services 


hereunder pursuant to the then current AMERIGROUP credentialing criteria applicable to 


Provider and any such Participating Providers. 


2.7 Schedule of Benefits and Determination of Covered Services.  AMERIGROUP 


shall provide Provider with schedules of Covered Services for applicable Programs and will 


notify Provider in a timely manner of any material amendments or modifications to such 


schedules. 


2.8 Affiliate Services. 


(a) Covered Services furnished to members of certain out-of-state entities 


affiliated with AMERIGROUP, including, without limitation, other AMERIGROUP corporations 


(“Affiliates”), shall be paid in accordance with the rates set forth in this Agreement or such other 


rates established by the Affiliate’s state Program governing care to out-of-state members.  Such 


services will be furnished in accordance with the terms and conditions of the Provider Manual.  


Notwithstanding the above, for purposes of this Section, “Affiliate Services” shall mean those 


services required to be furnished to an Affiliate’s members pursuant to the applicable state 


Medicaid program in the state in which the Affiliate is responsible for furnishing services. 


(b) AMERIGROUP shall be responsible for coordinating between Provider and 


the applicable Affiliate for any member of an Affiliate that receives services at Provider.  


AMERIGROUP shall ensure that the Affiliate adjudicates and pays for services furnished 


hereunder in accordance with this Agreement. 


(c) Nothing in this Agreement shall be construed to make Provider a 


participating provider of any Affiliate and Provider shall not be identified as such in any Affiliate 


directory of participating providers. 


(d) Affiliates shall be deemed third party beneficiaries of this Section. 


ARTICLE III 


PROVIDER OBLIGATIONS 


3.1 Provider Services.  Provider shall provide to Covered Persons those Covered 


Services within the scope of Provider’s licensure, expertise, and usual and customary range of 


services pursuant to the terms and conditions of this Agreement, and shall be responsible to 


AMERIGROUP for its performance hereunder.  Provider shall make available to Covered 


Persons hours of operation that are no less than the hours of operation offered to patients with 


other insurance coverage including, but not limited to, commercial health plans and shall use 


reasonable efforts to meet appointment waiting time standards and to limit office waiting time 


for appointment to one (1) hour or less.  Provider shall provide to Covered Persons access to 24 


hour-per-day, 7 day-per-week urgent and emergency services as required by Regulatory 


Requirements.  Provider shall provide Emergency Services and Care without requiring prior 


authorization of any kind.   
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3.2 Licensure and Accreditation.  At all times during the term of this Agreement, 


Provider shall (a) maintain in good standing all applicable licenses, certifications and 


registrations required for Provider to furnish services hereunder, including without limitation a 


National Provider Identification number (NPI); (b) be a certified Medicare and certified 


Medicaid Provider, to the extent required under the Program; and (c) subject to 


AMERIGROUP’s credentialing requirements, obtain and maintain accreditation from an 


applicable nationally recognized accrediting body; and  (d) not be subject to any determination or 


another action that would adversely impact Provider’s license or status as a certified Medicare 


and Medicaid provider.  Provider shall ensure that each of Provider’s employees is duly licensed, 


certified or registered as required under a Program and applicable standards of professional 


ethics and practice.  Provider shall notify AMERIGROUP within three (3) business days 


following Provider’s receipt of any notice of any restrictions upon, or suspension or loss of, any 


licensure, certification or registration or receipt of any notice of any restrictions, suspension or 


revocation of such accreditation required hereunder.  Provider shall submit to AMERIGROUP 


evidence of Provider's satisfaction of the requirements set forth in this section upon 


AMERIGROUP's reasonable request. Subject to Regulatory Requirements, AMERIGROUP has 


the right to immediately terminate this Agreement upon the expiration, surrender, revocation, 


restriction or suspension of such accreditation. 


3.3 Covered Person Verification.  Provider shall establish a Covered Person's 


eligibility for services prior to rendering services, except in the case of an Emergency Medical 


Condition where such verification may be impractical.  In the case of an Emergency Medical 


Condition, Provider shall establish a Covered Person’s eligibility as soon as reasonably practical. 


AMERIGROUP shall provide a system for Providers to contact AMERIGROUP to verify 


Covered Person eligibility 24 hours a day, 7 days per week.  Nothing contained in this 


Agreement shall, or shall be construed to require advance notice, coverage verification, or pre-


authorization for emergency room services provided in accordance with the federal Emergency 


Medical Treatment and Active Labor Act ("EMTALA") prior to Provider's rendering such 


services. 


3.4 Provider Responsibility.  AMERIGROUP shall not be liable for, nor will it 


exercise control or direction over, the manner or method by which Provider provides services to 


Covered Persons. Provider shall be solely responsible for all medical advice and services 


provided by Provider to Covered Persons. Provider acknowledges and agrees that 


AMERIGROUP may deny payment for provider services rendered to a Covered Person which it 


determines are not Medically Necessary, are not Covered Services pursuant to an applicable 


Program Contract, or are not otherwise provided in accordance with this Agreement.  Neither 


such a denial nor any action taken by AMERIGROUP pursuant to a utilization review, referral, 


or discharge planning program shall operate to modify Provider’s obligation to provide 


appropriate services to a Covered Person under applicable law and any code of professional 


responsibility.  Nothing in this Agreement shall be construed as prohibiting any Participating 


Provider from discussing treatment or non-treatment options with Covered Persons irrespective 


of whether such treatment options are Covered Services. 


3.5 Coordinated and Managed Care.  Provider shall participate in AMERIGROUP 


systems designed to facilitate the coordination of health care services.  Subject to medical 


judgment, patient care interests, and a patient's express instructions, and recognizing that the 
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level of Covered Services provided by Provider may be affected by the Provider's scope of 


services, Provider shall report clinical encounter data as required by such systems, and shall 


obtain all required Covered Person consents or authorizations necessary for Provider to report 


such clinical encounter data to AMERIGROUP. 


3.6 Concurrent Review.  Provider agrees to provide access to AMERIGROUP 


employees to review Covered Person’s medical records and perform on-site concurrent review 


during normal business hours.  AMERIGROUP employees will cooperate with the requirements 


of the Provider while on Provider’s premises.  During any such on-site concurrent review, 


Provider shall provide AMERIGROUP with access to a telephone and appropriate work space to 


conduct the review. 


3.7 Compliance with Credentialing, Utilization Management, Quality Assurance, 


Grievance, Coordination of Benefits, Third Party Liability and other Rules, Regulations, Policies 


and Procedures.  Provider shall comply and cooperate with all AMERIGROUP and Program 


requirements related to credentialing, utilization management, quality assurance, peer review, 


grievances, coordination of benefits and third party liability.  Provider shall comply with the 


terms of the Provider Manual. 


3.8 Insurance Coverage. 


(a) Professional Liability.  At all times during the term of this Agreement, 


Provider shall maintain professional liability insurance, including maintaining such tail or prior 


acts coverage necessary to avoid any gap in coverage for claims arising from incidents occurring 


during the term of this Agreement.  Such insurance shall (a) be obtained from a carrier 


authorized to conduct business in the jurisdiction in which Provider operates; (b) maintain 


minimum policy limits equal to $1,000,000.00 per occurrence and $3,000,000.00 in the 


aggregate; and (c) include coverage for the professional acts and omissions of Provider and any 


employee, agent or other person for whose acts or omissions Provider is responsible. 


(b) General Liability.  At all times during the term of this Agreement, 


Provider shall maintain general comprehensive liability insurance from a carrier authorized to 


conduct business in the jurisdiction in which Provider operates, in amounts required under 


Regulatory Requirements.  Said insurance shall cover Provider’s premises, insuring Provider 


against any claim of loss, liability, or damage caused by or arising out of the condition or alleged 


condition of said premises, or the furniture, fixtures, appliances, or equipment located therein, 


together with the standard liability protection against any loss, liability or damage resulting from 


the operation of a motor vehicle by Provider, Provider’s employees or agents. 


(c) Workers Compensation.  Provider shall maintain workers’ compensation 


insurance for Provider’s employees in accordance with the Nevada Worker’s Compensation 


Law.  Said insurance shall be obtained from a carrier authorized to conduct business in the 


jurisdiction in which Provider operates and shall provide such limits of coverage as required by 


Regulatory Requirements. 


(d) Evidence of Insurance.  Provider shall provide AMERIGROUP with 


evidence of Provider's compliance with the foregoing insurance requirements, as reasonably 
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requested by AMERIGROUP from time to time during the term of this Agreement, but in no 


event less than annually.  Provider shall provide AMERIGROUP with at least thirty (30) days 


prior written notice of any cancellation or non-renewal of any required coverage or any reduction 


in the amount of Provider's coverage, and shall secure replacement coverage meeting the 


requirements hereunder so as to ensure no lapse in coverage.  Provider shall furnish 


AMERIGROUP with a certificate of insurance evidencing such replacement coverage.  Provider 


shall also furnish a certificate of insurance to a requesting Agency upon request. Provider may 


maintain coverage hereunder through a self-funded insurance plan, provided that Provider 


maintains actuarially sound reserves related to such self-funded plan and provides to 


AMERIGROUP on a semi-annual basis an opinion letter from an independent actuarial firm or 


other proof reasonably acceptable to AMERIGROUP attesting to the financial adequacy of such 


reserves. 


3.9 Contracted Provider Requirements.  Unless otherwise approved in writing by 


AMERIGROUP, Provider and its employees shall perform all the services required hereunder 


directly and not pursuant to any subcontract between Provider and any other person or entity (a 


“Contracted Provider.”)  In the event that any portion of the services that Provider is responsible 


for hereunder are performed for on behalf of Provider by a Contracted Provider, Provider shall 


be responsible for ensuring that such Contracted Provider furnishes such services in compliance 


with all of Provider’s obligations under this Agreement including, without limitation, 


maintaining required insurance, maintaining medical records, and holding Covered Persons 


harmless for the cost of any services or supplies provided by Contracted Providers to such 


Covered Persons.  This section shall not preclude Provider from using contract nursing services 


or obtaining locums tenens coverage for Participating Physicians that are on temporary leave. 


3.10 Proprietary Information. 


(a) The parties acknowledge and agree that all the following information is 


proprietary:  AMERIGROUP’s quality assurance, utilization management, risk management and 


peer review programs; AMERIGROUP's credentialing procedures; this Agreement, including the 


rates of reimbursement payable under this Agreement; AMERIGROUP's Provider Manual; 


information related to AMERIGROUP programs, policies, protocols and procedures, and all 


information otherwise furnished to Provider by AMERIGROUP as a result of this Agreement.  


The parties agree not to use such proprietary information except for the purpose of carrying out 


their obligations under this Agreement.  Neither party shall disclose any proprietary information 


to any person or entity without the other party’s express written consent except to the extent such 


information is available in the public domain or was acquired by such party from a third party 


not bound to preserve the confidentiality of such information. 


(b) Provider and AMERIGROUP shall each treat all information which is 


obtained through its respective performance under the Agreement as confidential information 


which is obtained through its respective performance under the Agreement as confidential 


information to the extent that confidential treatment is required under applicable law and 


regulations, including without limitation 42 C.F.R. Section 422.118 and 45 C.F.R. Parts 160 and 


164, as may be amended from time to time, and shall not use any information so obtained in any 


manner except as necessary to the proper discharge of its obligations and securing of its rights 


hereunder.  Provider and AMERIGROUP shall each have a system in effect to protect all records 
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and all other documents deemed confidential by law which are maintained in connection with the 


respective activities of Provider or AMERIGROUP and performing in connection with this 


Agreement.  Any disclosure or transfer of confidential information by Provider or 


AMERIGROUP will be in accordance with applicable law. 


3.11 Provision of Non-Covered Services.  Prior to the provision of any services to a 


Covered Person that are not Covered Services, Provider (a) shall advise the Covered Person, in 


writing, (i) of the nature of the service; (ii) that the service is not a Covered Service for which 


compensation is payable hereunder; and (iii) that the Covered Person will be responsible for 


paying for the service;  (b) shall obtain a signed Private Pay form from such Covered Person; and 


(c) shall otherwise comply with all applicable law, Program Contract and Agency requirements 


related to the provision of non-covered services to Covered Persons. 


3.12 Representations and Warranties. 


(a) Provider Status.  Provider hereby represents and warrants that Provider: (i)  


has the power and authority to enter into this Agreement; (ii) is legally organized and operated to 


provide the services contemplated hereunder; (iii) is not in violation of any licensure requirement 


applicable to Provider under law, Program Contract or Agency rules; (iv) has not been excluded 


from participation in the Medicare, Medicaid and /or SCHIP programs pursuant to Sections 1128 


or 1156 of the Social Security Act; (v) has not been convicted of bribery or attempted bribery of 


any official or employee of the jurisdiction in which Provider operates, nor made an admission of 


guilt of such conduct which is a matter of record; (vi) is not presently disbarred, suspended, 


proposed for debarment, declared ineligible, or voluntarily excluded from providing Covered 


Services by any federal or state department or contractor; (vii) is capable of providing all data 


related to the services provided hereunder in a timely manner as reasonably required by 


AMERIGROUP to satisfy Regulatory Requirements, including, without limitation, data required 


under the Health Employer Data and Information Set and National Committee for Quality 


Assurance requirements; and (viii) qualifies as a participating provider in all Programs in 


accordance with the applicable Regulatory Requirements. 


(b) Provider Information and Documentation.  Provider represents and 


warrants that all information provided by Provider to AMERIGROUP, including without 


limitation, information relating to insurance coverage, quality assurance, credentialing, change of 


ownership of Provider and availability of medical care by Provider to Covered Persons, is true 


and correct as of the date such information is furnished, and Provider is unaware of any 


undisclosed facts or circumstances that would make such information inaccurate or misleading.  


Provider shall provide AMERIGROUP with written notice of any changes to such information 


within five (5) business days of such change. 


3.13 Reporting Fraud and Abuse.  Provider shall cooperate with AMERIGROUP’s 


anti-fraud compliance program.  If Provider identifies any actual or suspected fraud, abuse, or 


misconduct in connection with the services rendered hereunder, in violation of state or federal 


law, Provider immediately shall report such activity directly to the Compliance Officer of 


AMERIGROUP in accordance with the Provider Manual. 
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3.14 Conformance with Law; Effect of Governmental Action. In addition to and 


without limiting the applicability of any other sanctions and penalties that may be applicable for 


Provider’s failure to conform with such federal, state and local laws, rules and regulations, 


Provider acknowledges and agrees that, in connection with the Medicare Program, Provider’s 


failure to report potential fraud or abuse may result in sanctions, cancellation of contract, or 


exclusion from participation in the Medicare Program. Provider agrees to comply with all state 


and federal laws, rules and regulations that apply to all persons receiving state and federal funds, 


including without limitation, all applicable Medicare laws, rules and regulations and all CMS 


instructions. 


ARTICLE IV 


REIMBURSEMENT 


4.1 Claims Submission.  Except to the extent Provider is compensated on a capitation 


basis under this Agreement, Provider shall submit claims on either a current CMS-1500 claim 


form for professional claims or a CMS-1450 claim form for institutional claims (or successor 


forms), or the electronic equivalent in the manner and to the location described in the Provider 


Manual.  Provider is encouraged to submit claims information through electronic data 


interchange (EDI) that allows for automated processing and adjudication of claims. As 


AMERIGROUP continues to develop electronic interface systems for registration, eligibility and 


benefit verification and claims processing, Provider will use such electronic interface systems. 


Provider must use HIPAA compliant billing codes when billing or submitting encounter data. 


This applies to both electronic and paper claims. When billing codes are updated, Provider is 


required to use appropriate replacement codes for submitted claims for Covered Services.  In its 


discretion, AMERIGROUP may amend the Agreement as it deems necessary to clarify changes 


to standard billing codes. Regardless of whether AMERIGROUP so amends the Agreement, 


AMERIGROUP shall not pay any claims submitted using non-compliant billing codes. 


Claims must be submitted within ninety (90) days following the date service is 


rendered.  Claims not received by AMERIGROUP from Provider within such period may be 


denied payment.  AMERIGROUP will not deny Clean Claims for payment solely due to these 


claims being received after ninety (90) days from the date services were rendered in the event 


that Provider was unable to determine that the patient was an AMERIGROUP Covered Person, 


and where Provider timely filed such claim with another payor. In such event, Provider shall 


have ninety (90) days to resubmit such claim to AMERIGROUP from the date Provider receives 


a denial from the payor to which Provider originally submitted the claim. Such submission shall 


include proof of timely filing, and denial by, such other payor. 


4.2 Reimbursement.  As payment in full for Covered Services provided to Covered 


Persons hereunder, AMERIGROUP shall pay to Provider the reimbursement specifically set 


forth in Attachment A.  AMERIGROUP shall make payments under this Agreement to the name 


and address set forth in Provider’s Participating Provider application.  Reimbursement for Clean 


Claims shall be made in accordance with all Nevada prompt pay requirements as established 


under applicable law.  Provider agrees to accept payments or appropriate denials made in 


accordance with this Agreement as payment in full for all Covered Services provided to Covered 


Persons. 
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AMERIGROUP reserves the right to conduct chart review upon reasonable notice 


to Provider at Provider's normal place of business during normal business hours in order to 


determine the appropriateness of services and/or charges on a specific claim. AMERIGROUP 


reserves the right to use code-editing software to determine if services are considered part of, 


incidental to, or inclusive of the primary procedure.  Provider shall be responsible for collecting 


co-payments from Covered Persons to the extent required by Regulatory Requirements. Provider 


shall promptly submit all information requested by AMERIGROUP reasonably necessary to 


AMERIGROUP to compensate Provider for services provided hereunder. Provider shall not 


solicit or accept any surety or guarantee of payment from the Covered Person.  Covered Person 


shall include the patient, parent(s), guardian, spouse or any other legally responsible person of 


the Covered Person being served. 


4.3 Capitation of Contracted Providers; Encounter Data Requirements.  If Provider is 


compensated for services provided hereunder on a capitated basis, Provider shall: 


(a) arrange and coordinate all capitated Covered Services for Covered Persons 


assigned to Provider or one of Provider’s Participating Physicians for such capitated Covered 


Services; 


(b) accept the capitation payment payable hereunder as payment in full for all 


such capitated Covered Services provided to such Covered Persons; 


(c) timely submit complete and accurate encounter data for capitated services 


rendered to Covered Persons, including, without limitation, statistical and descriptive medical, 


diagnostic and patient data for Covered Services rendered to Covered Persons, and reporting 


requirements included in applicable Program Contracts; and 


(d) immediately notify both AMERIGROUP and the Program by certified 


mail, return receipt requested, if Provider becomes aware for any reason that Provider is not 


entitled to a capitation payment for a particular Covered Person for any reason (e.g., the death of 


a Covered Person). 


4.4 Financial Incentives.  No provision in this Agreement shall, or shall be construed 


to, create any incentive, financial or otherwise, for Provider to withhold Medically Necessary 


services. 


4.5 Recoveries from Third Parties.  Provider acknowledges and agrees that claims 


payments made by AMERIGROUP are subject to Program requirements regarding third party 


liability. Provider shall cooperate with AMERIGROUP's policies and procedures related to third 


party liability recovery in the event claims for services rendered by Provider to a Covered Person 


are related to an illness or injury for which a third party may be liable, including, without 


limitation, claims that may be covered by automobile insurance, workers’ compensation 


coverage, other health insurance, or otherwise give rise to a claim for third party liability, 


coordination of benefits or subrogation (to the extent permitted by applicable law, Program 


Contract and Agency requirements). Provider shall take all reasonable actions required by 


AMERIGROUP to assist AMERIGROUP in obtaining such recoveries, including executing any 
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appropriate documents reasonably requested by AMERIGROUP to enforce such claims or to 


assign any payments to AMERIGROUP. 


4.6 Right of Offset.  AMERIGROUP shall be entitled to offset an amount equal to 


any overpayments made by AMERIGROUP to Provider against any payments due and payable 


by AMERIGROUP to Provider under this Agreement. 


ARTICLE V 


PROVISIONS APPLICABLE TO PHYSICIANS AND ALLIED HEALTH 


PROFESSIONALS 


5.1 Primary Care Provider Services.  If Provider is furnishing Primary Care Services 


under this Agreement, Provider shall, and shall cause the Primary Care Providers employed by or 


under contract with Provider to, accept as patients all Covered Persons who are eligible to 


receive their Primary Care Services from Provider or a Primary Care Provider employed by or 


under contract with Provider.  Provider further agrees to provide, or to arrange for the provision 


of, appropriate Primary Care Services to such Covered Persons and agrees to perform the case 


management responsibilities and duties associated with the Primary Care Provider designation as 


more fully described in the Provider Manual.  Provider and any Primary Care Providers 


employed by or under contract with Provider, shall refer Covered Persons to Specialist 


Physicians only in accordance with procedures established by AMERIGROUP. Appointment 


and wait times should be in accordance with usual and customary practices. 


5.2 Specialist Physician Services.  If Provider is furnishing Specialist Physician 


services under this Agreement, Provider, and the Specialist Physicians employed by or under 


contract with Provider, shall accept as patients all Covered Persons who are referred by Primary 


Care Providers to Provider.  Provider shall provide, or arrange for the provision of, appropriate 


Specialist Physician Covered Services (as may be more specifically described in Attachment A 


to this Agreement). Provider, and any Specialist Physicians employed by or under contract with 


Provider, shall refer Covered Persons to other Specialist Physicians only in accordance with 


procedures established by AMERIGROUP and specifically set forth in the Provider Manual.  


Appointments and wait times should be in accordance with usual and customary practices.  


5.3 Hospital Affiliation and Privileges.  Provider, in the case of a solo provider, or 


any providers employed by or under contract with Provider, in the case of a group provider, shall 


maintain in effect privileges to practice at one or more Participating Hospitals.  Any Provider 


furnishing Specialist Physician Services must have admitting privileges at a Participating 


Hospital to maintain participation with AMERIGROUP. Provider shall immediately notify 


AMERIGROUP in the event any such hospital privileges are revoked, limited, surrendered, or 


suspended at any hospital or health care facility.  


5.4 Participating Provider Requirements.  If Provider is a group provider, Provider 


shall cause all Participating Providers employed by or under contract with Provider to comply 


with all terms and conditions of this Agreement and the Provider Manual.  Notwithstanding the 


foregoing, Provider acknowledges and agrees that AMERIGROUP is not obligated to accept as 


Participating Providers all providers employed by or under contract with Provider.  
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5.5 Federally Qualified Health Centers.  If Provider is a federally qualified health 


center (“FQHC”) or a rural health center (“RHC”), as defined under applicable federal law, 


Provider shall comply with all requirements related to FQHCs and RHCs under applicable law, 


Program Contract and Agency requirements, including, without limitation, certification for 


participation in the Medicaid or Medicare program, requirements relating to the appropriate 


credentials for providers of health care, compliance with the service quality standards required in 


connection with current and future clinical quality reporting methods that are applicable to 


FQHCs and administered by federal oversight agencies.   


5.6 Post-Stabilization.  Provider shall comply with all applicable law related to the 


post-stabilization care of a Covered Person after an Emergency Medical Condition has been 


stabilized. 


5.7 Automatic Termination; Automatic Exclusion. 


(a) Automatic Termination.  If Provider is an individual Provider, in addition 


to the other termination provisions set forth in this Agreement, this Agreement shall 


automatically and immediately terminate upon the expiration, surrender, revocation, restriction 


or suspension of Provider’s medical staff privileges at any one or more Participating Hospitals or 


if Provider fails to maintain active staff privileges with respect to at least one (1) Participating 


Hospital.  


(b) Automatic Exclusion.  If Provider is a group provider, then upon the 


occurrence of any of the actions described in subparagraph (a) above related to the medical staff 


privileges of an individual Participating Provider employed by or contracted with Provider, 


AMERIGROUP shall be entitled to exclude such Participating Provider from participation under 


this Agreement. 


5.8 Exclusion of Individual Participating Providers.  Notwithstanding any other 


provision contained in this Agreement, AMERIGROUP shall be entitled to exclude from 


participation under this Agreement an individual Participating Provider employed by or 


contracted with Provider, for any of the reasons included in, and in accordance with the terms 


and conditions of, the termination provisions otherwise included in the Agreement. In the event 


of such exclusion, this Agreement shall continue in full force and effect as to all other 


Participating Providers employed by or contracted with Provider who are not so excluded. 


5.9 Effect of Termination or Exclusion of Specialist Physicians.  In the event any 


Specialist Physicians employed by or under contract with Provider are excluded from 


participation under this Agreement, or in the event that Provider is a Specialist Physician, if this 


Agreement is terminated for any reason, AMERIGROUP shall notify all affected Covered 


Persons under treatment by such Specialist Physician of such termination prior to the effective 


date of such termination. 


5.10 Emergency Services.  Notwithstanding any provision contained in this 


Agreement, no notification to, or coverage verification or pre-authorization from, 


AMERIGROUP is required prior to Provider rendering Covered Emergency Services to a 


Covered Person. 
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ARTICLE VI 


COMPLIANCE WITH REGULATORY REQUIREMENTS 


6.1 Compliance with Regulatory Requirements.  AMERIGROUP and Provider shall 


each comply with all applicable Regulatory Requirements related to this Agreement.  The failure 


of this Agreement to expressly reference a Regulatory Requirement applicable to either party in 


connection with their duties and responsibilities hereunder shall in no way limit such party’s 


obligation to comply with such Regulatory Requirement. Without limiting the foregoing, this 


Agreement incorporates by reference all applicable federal and state laws, rules and regulations, 


consent decrees and court orders.  Any amendments to or revisions of such laws, regulations, 


consent decrees or court orders shall automatically be incorporated into the Agreement, as of 


their respective effective dates.  Except as otherwise required under applicable Regulatory 


requirements, to the extent any provision set forth in this Article VI conflicts with any provision 


otherwise set forth in this Agreement, the requirements of this Article VI shall control. 


6.2 Hold Harmless.  Provider hereby agrees that in no event, including, but not 


limited to nonpayment by AMERIGROUP, the insolvency of AMERIGROUP, or breach of this 


agreement, shall Provider bill, charge, collect a deposit from; seek compensation, remuneration 


or reimbursement from; or have any recourse against Covered Persons, DHCFP, DOI or persons 


other than AMERIGROUP for services provided pursuant to this Agreement. This provision 


shall not prohibit collection from Covered Persons of any applicable co-payments or deductibles 


billed in accordance with the terms of the subscriber agreement for AMERIGROUP. 


Provider further agrees that (i) this provision shall survive the termination of this 


Agreement regardless of the cause giving rise to such termination and shall be construed to be 


for the benefit of AMERIGROUP Covered Persons and (ii) this provision supersedes any oral or 


written agreement to the contrary now existing or hereafter entered into between Provider and 


the Covered Person or persons acting on the Covered Person's behalf. 


6.3 Rights of Participating Providers.  Nothing in the Agreement shall be construed as 


prohibiting any Participating Provider from advising or advocating on behalf of a Covered 


Person, who is his or her patient, for the following: 


(a) The Covered Person’s health status, medical or behavioral health care, or 


treatment options, including alternative treatment that may be self-administered; 


(b) Any information the Covered Person needs in order to decide among all 


relevant treatment options; 


(c) The risks, benefits and consequences of treatment or non-treatment; or 


(d) The Covered Person’s right to participate in decisions regarding his or her 


health care, including the right to refuse treatment and to express preferences about future 


treatment decisions. 


(e) The Covered Person’s right to obtain Medically Necessary Covered 


Services, with the written authorization of such Covered Person and through the utilization 


review or grievance processes established by AMERIGROUP. 
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6.4 Laboratory Compliance.  If Provider performs laboratory services, Provider shall 


comply with all requirements of the Clinical Laboratory Improvement Act (“CLIA”), regulations 


promulgated thereunder and any amendments and successor statutes and regulations thereto.  


Upon execution of this Agreement, Provider shall furnish written verification to AMERIGROUP 


that Provider’s laboratory facilities, if any, and those with which it conducts business related to 


Covered Persons, have appropriate CLIA certification of registration or waiver and a CLIA 


identification number.  Provider shall notify AMERIGROUP in writing of any changes in 


Provider’s CLIA certification status or the certification status of any laboratory facilities with 


which Provider conducts business related to Covered Persons within five (5) business days of 


any such changes. 


6.5 Medicare Co-payments and Deductibles; Limitations of Billing. 


(a) In connection with the Medicare Program, except for costs associated with 


non-Covered Services provided to a Covered Person, applicable co-payments and deductibles as 


permitted under the Medicare Program and set forth in the AMERIGROUP Provider Manual or 


in the schedule of benefits for the Medicare Program are the only amounts that Provider may 


collect from a Medicare-eligible Covered Person in connection with Covered Services.  Provider 


acknowledges that Medicaid cost-sharing requirements may preclude Provider’s collection of co-


payments or deductibles from dual eligible Medicare and Medicaid Covered Persons. 


(b) Provider shall be responsible for collecting any applicable co-payments or 


permitted deductibles at the time of service in accordance with the policies and procedures set 


forth in the AMERIGROUP Provider Manual. 


(c) Provider understands that if Provider initiates any actions to collect 


payment from any Medicare-eligible Covered Person over and above allowable co-payments, 


excluding payment for services not covered under the Medicare Program, AMERIGROUP will 


initiate and maintain such necessary action to stop Provider or Provider’s employee, agent, 


assign, trustee, or successor in interest from maintaining such action against such Medicare-


eligible Covered Person. 


(d) Covered Persons eligible for both Medicare and Medicaid will not be held 


liable for Medicare Part A and B cost sharing when the State of Nevada is responsible for paying 


such amounts. AMERIGROUP will not impose cost-sharing that exceeds the amount of cost-


sharing that would be permitted with respect to the member under title XIX if the member were 


not enrolled in such a plan. The provider will accept AMERIGROUP’s payment as payment in 


full. 


6.6 Medicare Reporting Requirements.  In accordance with 42 C.F.R. §422.504(i); 


AMERIGROUP and Provider expressly agree: 


(a) HHS, the Comptroller General of HHS (the “Comptroller General”) or 


their designees, may audit, evaluate, or inspect any books, contracts, medical records, patient 


care documentation, and all other records of AMERIGROUP and Provider, as well as their 


related entities, contractors, subcontractors or transferees, that pertain to any aspect of the 


services performed under this Agreement, reconciliation of benefit liabilities, and determination 
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of amounts payable under this Agreement, or as the Secretary of HHS (the “Secretary”) may 


deem necessary to enforce this Agreement. 


(b) AMERIGROUP and Provider each agree to make available, for the 


purposes specified in 42 C.F.R. §422.504 (d), (e), their respective premises, physical facilities 


and equipment, records relating to Covered Persons and any additional relevant information that 


CMS may require. 


(c) HHS, the Comptroller General, or their designees’ right to inspect, 


evaluate and audit shall extend through ten (10) years from the final date of the Medicare 


Program contract or the completion of a final audit by CMS related to same, whichever is later, 


unless CMS determines there is a special need to retain a particular record or group of records 


for a longer period than ten (10) years and so notifies AMERIGROUP at least thirty (30) days 


prior to the normal disposition date, or CMS determines there is a reasonable possibility of fraud. 


6.7 Right to Inspect Records.  The Program, HHS, CMS, the State of Nevada State 


Medicaid Fraud Unit, and the State of Nevada’s Attorney General's Office shall have the right to 


evaluate through inspection, or other means, whether announced or unannounced, any records 


pertinent to this Agreement including quality, appropriateness and timeliness of services and 


such evaluation, when performed, shall be performed with the cooperation of AMERIGROUP 


and Provider.  Upon request, AMERIGROUP shall assist in such reviews. 


6.8 Conflicts of Interest.  Provider warrants that no part of the total Agreement 


amount received by Provider under this Agreement shall be paid directly, indirectly or through a 


parent organization, subsidiary or an affiliated organization to any state or federal officer or 


employee of the State of Nevada or any immediate family member of a state or federal officer or 


employee of the State of Nevada as wages, compensation, or gifts in exchange for acting as 


officer, agent, employee, subcontractor, or consultant to the Provider in connection with any 


work contemplated or performed relative to this Agreement unless disclosed to by DHCFP.  For 


purposes of this Section 6.8, “immediate family member” shall mean a spouse or minor 


child(ren) living in the household. 


Provider shall ensure that it maintains adequate internal controls to detect and 


prevent conflicts of interest from occurring at all levels of its organization. 


6.9 Gratuities.  By signing this Agreement, Provider certifies that no member of or 


delegate of Congress, nor any elected or appointed official or employee of the State of Nevada, 


the United States General Accounting Office, the United States Department of Health and 


Human Services, CMS, or any other federal agency has or will benefit financially or materially 


due to influence in obtaining this Agreement. This Agreement may be terminated by 


AMERIGROUP, or at the direction of Medicaid, if it is determined that gratuities of any kind 


were offered to or received by any of the aforementioned officials or employees from  Provider 


or Provider’s agents or employees. 


6.10 Lobbying.  By signing this Agreement, Provider certifies to the best of its 


knowledge and belief that federal funds have not been used for lobbying in accordance with 45 


CFR Part 93 and 31 USC 1352.  Provider shall disclose any lobbying activities using non-federal 
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funds in accordance with and to the extent required by 45 CFR Part 93. Provider agrees, pursuant 


to 31 U.S.C. § 1352 and 45 C.F.R. Part 93, that no federal appropriated funds have been paid or 


will be paid to any person by or on behalf of Provider for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of Congress, or an employee of a member of Congress in connection with the award 


of any federal contract, the making of any federal grant, the making of any federal loan, the 


entering into of any cooperative contract, or the extension, continuation, renewal, amendment, or 


modification of any federal contract, grant loan, or cooperative contract.  Provider agrees to 


submit any required certifications or take any other actions required under applicable law related 


to Provider’s compliance with 31 U.S.C. § 1352 and 45 C.F.R. Part 93, or any successor statutes 


or regulations thereto or promulgated thereunder. If any funds other than federal appropriated 


funds have been paid or will be paid by Provider to any person for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of any agency, an officer or employee of Congress, or an employee of a member of 


Congress in connection with the award of any federal contract, the making of any federal grant, 


the making of any federal loan, the entering into of any cooperative contract, or the extension, 


continuation, renewal, amendment, or modification of any federal contract, grant, loan, or 


cooperative contract, and the contract exceeds $100,000.00, Provider shall complete and submit 


Standard Form LLL-"Disclosure of Lobbying Activities" in accordance with its instructions. 


6.11 Federal Medicaid Program Integrity Requirements.  Provider shall prepare and 


submit to AMERIGROUP applicable disclosures of information in accordance with the 


requirements specified in 42 CFR, Part 455, Subpart B. 


6.12 Non-Discrimination.  Provider shall abide by the federal Civil Rights Act of 1964, 


the Federal Rehabilitation Act of 1973, and all other applicable statutes, regulations and orders 


(including, without limitation, Executive Orders 11246 and 11375, “Equal Employment 


Opportunities”) as amended, and any and all successor statutes, regulations and related orders.  


Provider shall not exclude any Covered Person from participation in any aid, care, service or 


other benefit, or deny any Covered Person such services on the grounds of race, color, national 


origin, sex, age, disability, political beliefs or religion.  Provider shall not subject any Covered 


Person to discrimination due to such Covered Person’s status as a Program Contract beneficiary. 


6.13 Financial Disclosure.  Provider shall comply with all financial disclosure 


requirements under 42 U.S.C. § 1396b(m) and 42 C.F.R. § 434, and all other applicable law. 


6.14 Advance Directives.  Provider shall comply with all applicable requirements 


under 42 C.F.R. § 434.28 related to Advance Directives. 


6.15 Additional Program Contract Requirements. 


(a) Provider and AMERIGROUP acknowledge and agree that pursuant to 


Nevada Administrative Code Section 695C.190, the following provisions are included in this 


Agreement and the parties shall comply with such provisions: 


(i) Provider releases the Covered Person from any liability for the cost 


of services rendered pursuant to this Agreement, except for any nominal payment to be made by 
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the Covered Person, if applicable pursuant to Program Contract or Agency rules, or for a service 


that is not a Covered Service in accordance with the terms of this Agreement. 


(ii) Provider shall participate in AMERIGROUP programs to assure 


the quality of health care provided to Covered Persons. 


(iii) Provider shall provide all medically necessary services required by 


an applicable Program to each Covered Person for the period for which a premium has been paid 


to AMERIGROUP. 


(iv) if Provider is a physician, Provider shall transfer or otherwise 


arrange for the maintenance of the records of Covered Persons who are patients of Provider if 


this Agreement is terminated for any reason or if Provider otherwise leaves the panel of 


physicians associated with AMERIGROUP. 


6.16 Agency and Program Requirements. 


(a) AMERIGROUP shall provide a copy of this Agreement to DHCFP, upon 


request. 


(b) Provider shall comply with all relevant provisions of the Medicaid 


Program Contract appropriate to the Provider’s service or activity, specifically including but not 


limited to the provisions related to confidentiality, federal Health Insurance Portability and 


Accountability Act requirements, insurance requirements and record retention. 


(c) Nothing contained herein shall operate to relieve AMERIGROUP of its 


legal responsibility under the Medicaid Program Contract. 


(d) AMERIGROUP shall monitor Provider’s performance on an on-going 


basis and subject Provider to formal review according to periodic schedules established by the 


State of Nevada, consistent with industry standards and/or state laws and regulations.  If 


AMERIGROUP identifies deficiencies or areas for improvement in Provider’s performance, 


AMERIGROUP may require Provider to take corrective action. 


(e) AMERIGROUP and Provider are responsible for and shall provide 


immediate notification to DHCFP regarding all suspected recipient and provider fraud and abuse.  


Provider acknowledges that upon AMERIGROUP’s awareness of any disciplinary action, 


sanction taken against Provider or any suspected fraud or abuse, AMERIGROUP shall 


immediately inform DHCFP. 


6.17 Executive Order 13496.  This provision is applicable to Providers who participate 


in AMERIGROUP’s Medicare program under Medicare Parts C and D and receive at least 


$10,000 or more in payments from such AMERIGROUP Medicare program. Provider shall 


comply with the requirements of Executive Order 13496, 29 CFR 471, Appendix A to 


Subpart A. 


6.18 Performance Within the U.S.  Provider agrees that all services to be performed 


herein shall be performed in the United States of America.  Breach, or anticipated breach, of the 
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foregoing shall be a material breach of this Agreement and, without limitation of remedies, shall 


be cause for immediate termination of this Agreement. 


ARTICLE VII 


RECORDS AND CONFIDENTIALITY 


7.1 Records.  Provider shall maintain an adequate record system of medical, financial 


and administrative records for recording services, service providers, charges, dates and all other 


commonly accepted information elements for services rendered to Covered Persons pursuant to 


this Agreement (including but not limited to such records as are necessary for the evaluation of 


the quality, appropriateness, and timeliness of services performed under this Agreement). Such 


records shall be kept in accordance with industry standards, Regulatory Requirements, including 


without limitation applicable law regarding confidentiality of Covered Person information. Such 


records shall be retained by Provider for the period of time required under Regulatory 


Requirements, but in no event less than ten (10) years from the date the service is rendered. 


Provider shall provide state and federal agencies access to review records related to services 


provided hereunder in accordance with Regulatory Requirements. Provider shall permit 


AMERIGROUP or its designated agent to review records directly related to services provided to 


Covered Persons, either by providing such records to AMERIGROUP for off-site review, or on-


site at Provider’s facility, upon reasonable notice from AMERIGROUP and during regular 


business hours.  Provider shall obtain all necessary releases, consents and authorizations from 


Covered Persons with respect to their medical records to permit AMERIGROUP access to such 


records.  Provider shall supply the records described above at no charge upon request. Covered 


Persons and their representatives shall be given access to any requested copies of the Covered 


Persons’ medical records, to the extent and in the manner provided by law as amended and 


subject to reasonable charges. The requirements of this section pertain to the retention of records 


for Medicaid purposes only; other state or federal rules may require longer retention periods and 


Provider shall comply with all such state or federal law and Agency rules.  These minimum 


record keeping periods shall begin to run from the last date of treatment.  After these minimum 


record keeping periods, state law allows for the destruction of records.  Said records shall be 


made available for fiscal audit, medical audit, medical review, utilization review, and other 


periodic monitoring upon request of authorized representative of the Program. The rights and 


obligations of the parties under this section shall survive the termination of this Agreement. 


7.2 Record Transfer.  Provider shall cooperate in the transfer of Covered Persons' 


medical records to other Participating Providers when required, subject to Regulatory 


Requirements, and shall assume the cost associated therewith.  Following a Covered Person's 


request for record transfer, Provider shall transfer such Covered Person's medical records in 


Provider's custody within ten (10) days following the request or such other time period required 


under Regulatory Requirements. 


ARTICLE VIII 


COMPLAINT/DISPUTE RESOLUTION 


8.1 Complaints of Covered Persons.  AMERIGROUP shall notify the Provider 


concerning any complaint by a Covered Person involving that Provider or a Participating 


Provider of that Provider in accordance with procedures set forth in the Provider Manual. The 
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provisions of this Article shall only apply to disputes that have complied fully with all grievance 


and appeal procedures set forth in the Provider Manual. 


8.2 Negotiation of Disputes. 


(a) In the event of a dispute arising out of this Agreement that is not resolved 


by, or is not within the scope of relationship management set forth in the Agreement, or that is 


not resolved by informal discussions among the Parties, the Parties shall negotiate the dispute.  


Any party may initiate negotiation by sending a written description of the dispute to the other 


Parties by certified or registered mail or personal delivery.  The description shall explain the 


nature of the dispute in detail and set forth a proposed resolution, including a specific time frame 


within which the Parties must act.  The Party receiving the letter must respond in writing within 


thirty (30) days with a detailed explanation of its position and a response to the proposed 


resolution.  With in thirty (30) days of the initiating Party receiving this response, principals of 


the Party who have authority to settle the dispute will meet to discuss the resolution of the 


dispute.  The initiating Party shall initiate the scheduling of this negotiating session. 


(b) In the event the Parties are unable to resolve the dispute following the 


negotiation, a Party shall have the right to pursue all available remedies at law or equity, 


including injunctive relief. 


ARTICLE IX 


TERM; TERMINATION 


9.1 Initial Term and Renewal.  Subject to the terms and conditions otherwise set forth 


in this Agreement, this Agreement shall have an initial term of two (2) years, commencing as of 


the Effective Date, and shall renew automatically thereafter for successive terms of one (1) year, 


unless either party notifies the other of its intent not to renew at least one hundred twenty (120) 


days prior to the end of the term. 


9.2 Termination Without Cause.  Notwithstanding any other provision included in 


this Agreement, Provider and AMERIGROUP shall each be entitled to terminate this Agreement 


at any time during its term by providing one hundred and twenty (120) days prior written notice 


to the other party. 


9.3 Termination by Either Party for Cause.  Either party may terminate this 


Agreement for Cause, defined as a material breach of this Agreement by the other party hereto, 


upon ninety (90) days prior written notice to the other party.  The notice shall set forth the 


reasons for termination and provide the breaching party ninety (90) days to cure such material 


breach or the termination becomes effective. 


9.4 Immediate Termination; Automatic Termination. 


(a) Immediate Termination.  AMERIGROUP shall be entitled to terminate 


this Agreement immediately upon AMERIGROUP’s determination made in good faith and with 


reasonable belief that (A) a Covered Person’s health is subject to imminent danger or a 


physician’s ability to practice medicine is effectively impaired by an action of the Board of 


Medicine or other governmental agency or (B) Provider continues a practice or pattern of (1) 
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substantial disregard for the rules and regulations of AMERIGROUP with respect to patient care, 


or (2) material deviation from the practice and quality assurance standards adopted by 


AMERIGROUP, or (C) Provider’s continued participation could adversely affect the care of 


Covered Persons.  In addition, AMERIGROUP may immediately terminate this Agreement upon 


the filing of a petition in bankruptcy for liquidation or reorganization by or against Provider, if 


Provider becomes insolvent, or if a receiver is appointed for Provider or its property.  In the case 


of termination under this subsection, the effective date of such termination shall be the date set 


forth in AMERIGROUP’s written notice to Provider notifying Provider of such termination. 


(b) Automatic Termination.  This Agreement shall automatically and 


immediately terminate upon the expiration, surrender, revocation, restriction or suspension of 


any professional license required for Provider to perform the services contemplated hereunder or 


Provider’s participation in any applicable Program. In addition, if Provider is terminated, barred, 


suspended or otherwise excluded from participation in, or has voluntarily withdrawn as the result 


of a settlement agreement related to, any program under Titles XVIII, XIX or XX of the Social 


Security Act, this Agreement shall automatically and immediately terminate. 


9.5 Continuation of Care. 


(a) In the event of the termination of this Agreement for any reason except 


termination of this Agreement for cause by AMERIGROUP pursuant to subsection (c) below, 


any Covered Person who is suffering from and receiving active health care services for a chronic 


or terminal illness or who is an inpatient shall have the right to continue to receive health care 


services from Provider for a period of up to sixty (60) days from the date of the termination of 


this Agreement.  Any Covered Person who is pregnant and receiving treatment in connection 


with that pregnancy at the time of termination of this Agreement may continue to receive health 


care services from Provider for the remainder of her pregnancy and six (6) weeks post-partum. 


(b) During the continuity of care provision described in subsection (a) above, 


Provider shall continue to provide services in accordance with the terms of this Agreement 


applicable immediately prior to the termination of this Agreement, and AMERIGROUP shall 


continue to meet all of the obligations of this Agreement. 


(c) A Covered Person shall not have the right to continuation of care if the 


termination of this Agreement is for loss of Provider license, or if the termination of this 


Agreement is due to reasons related to quality of health care services rendered, which may 


adversely impact the health, safety or welfare of Covered Persons. 


ARTICLE X 


MISCELLANEOUS 


10.1 Amendment.  A contract between AMERIGROUP and Provider may be 


amended: 


(a) At any time by the mutual agreement of the parties as evidenced in a 


writing signed by the parties. 
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(b) Except as otherwise provided in this paragraph, by AMERIGROUP upon 


giving to Provider thirty (30) days written notice of the modification.  If Provider fails to object 


in writing to the modification within the thirty (30) day period, the modification becomes 


effective at the end of that period.  If a timely objection is received by AMERIGROUP from 


Provider within the thirty (30) day period, the modification shall not become effective unless 


mutually agreed to by both parties as described in paragraph (a). 


10.2 Non-Exclusivity; Volume.  This Agreement shall not, nor shall it be construed, to 


limit or restrict Provider or AMERIGROUP in any manner from entering into any other 


agreements of any nature whatsoever with other persons or entities for the provision of the same 


or similar services contemplated hereunder.  Neither this Agreement nor anything contained 


herein shall, or shall be construed to, guaranty or obligate AMERIGROUP or any other party to 


provide any minimum number of referrals to Provider hereunder. 


10.3 Assignment or Sub-Delegation. 


(a) This Agreement may be assigned by Provider with the prior written 


consent of AMERIGROUP.  


(b) AMERIGROUP may assign this Agreement, in whole, or in part, at any 


time during the term of this Agreement without notice to, or consent of, Provider.  In the event of 


a partial assignment of this Agreement by AMERIGROUP, the obligations of the Provider shall 


be performed for AMERIGROUP with respect to the part retained and shall be performed for 


AMERIGROUP assignee with respect to the part assigned, and such assignee shall be solely 


responsible to perform all obligations of AMERIGROUP with respect to the part assigned. 


(c) The rights and obligations of the parties hereunder shall inure to the 


benefit of, and shall be binding upon, any permitted successors and assigns of the parties hereto. 


10.4 Indemnification. 


(a) Provider agrees to indemnify, defend, and hold harmless AMERIGROUP 


and its officers, employees and agents from and against any and all liability, loss, claim, damage 


or expense, including defense costs and legal fees, incurred in connection with (i) Provider’s 


breach of any representation and warranty made by Provider in this Agreement, and (ii) claims 


for damages of any nature whatsoever, including, but not limited to, bodily injury, death, 


personal injury or property damage arising from Provider’s delivery of health care services or 


Provider’s performance or failure to perform Provider's obligations hereunder. 


(b) AMERIGROUP agrees to indemnify, defend, and hold harmless Provider 


and, if Provider is an entity, its officers, employees and agents from and against any and all 


liability, loss, claim, damage or expense, including defense costs and legal fees, incurred in 


connection with claims for damages of any nature whatsoever, arising from AMERIGROUP’s 


performance or failure to perform its obligations hereunder. 


(c) Notwithstanding the foregoing subsections (a) and (b), this Section shall 


be null and void to the extent that it is interpreted to reduce insurance coverage to which either 
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party is otherwise entitled, by way of any exclusion for contractually assumed liability or 


otherwise. 


10.5 Non-Performance Due to Governmental Action.  Provider acknowledges and 


agrees that this Agreement and the arrangement contemplated herein are subject to regulation by 


state and federal governmental authorities.  In the event that any action of any such governmental 


authority impairs, limits, or delays AMERIGROUP's performance of any obligation hereunder, 


AMERIGROUP shall be excused from such performance, and AMERIGROUP's failure to 


perform such obligation for such reason shall not constitute a breach of this Agreement. 


10.6 Waiver.  Either party's waiver of any breach or violation of this Agreement by the 


other party shall not, nor shall it be construed to, constitute a waiver of any subsequent breach or 


violation of this Agreement by the other party. 


10.7 Severability.  The invalidity or unenforceability of any provision contained herein 


shall not affect the validity of any other provisions of this Agreement, and this Agreement shall 


be construed in all respects as if such invalid or unenforceable provision were omitted, or, to the 


extent permitted by applicable law, such invalid or unenforceable paragraph shall be replaced 


with another paragraph as similar in terms as may be possible and as may be legal, valid and 


enforceable. 


10.8 Construction.  This Agreement shall be construed without regard to any 


presumption or other rule requiring construction against the party causing this Agreement to be 


drafted. 


10.9 Notice.  Any notice required to be given under this Agreement shall be sent by 


U.S. First-Class Mail; certified mail, return receipt requested, postage prepaid; hand delivery; 


overnight prepaid delivery; or confirmed facsimile to the addresses set forth below, or to such 


other address designated by a party hereto by notice to the other party pursuant to the terms of 


this Agreement: 


If to AMERIGROUP, at the address set forth in the Provider Manual. 


If to Provider, to the address set forth in Provider’s AMERIGROUP participation 


application. 


10.10 Independent Contractor Status.  Nothing contained herein shall, or shall be 


construed to, create a partnership, joint venture or any other relationship between the parties 


hereto other than that of independent contractors. 


10.11 Entire Agreement.  This Agreement, together with the AMERIGROUP Provider 


Manual, and any attachments and amendments thereto constitute the entire Agreement and 


understanding between the parties with respect to the subject matter hereof, and supersede any 


prior understandings and agreements between the parties, whether written or oral, with respect to 


the subject matter hereof. Provider and AMERIGROUP shall waive any terms of this Agreement 


which, as they pertain to Medicaid Covered Persons, are in conflict with the specifications of the 


Medicaid Program Contract.  
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10.12 Captions.  The section headings in this Agreement are for convenience of 


reference only, shall not define or limit the provisions hereof and shall have no legal effect 


whatsoever. 


10.13 Coordination of Defense of Claims.  The parties hereto shall make all reasonable 


efforts, consistent with advice of counsel and their requirements of their respective insurance 


policies and carriers, to coordinate the defense of claims in which either party is named a 


defendant, or has a substantial possibility of being named a defendant. 


10.14 Governing Law.  This Agreement shall be governed by and construed in 


accordance with the state law of the State of Nevada, excluding and without application of any 


conflicts of law principles. 


10.15 Counterparts.  This Agreement and any amendment hereto may be executed in 


two or more counterparts, each of which shall be deemed to be an original and all of which taken 


together shall constitute one and the same agreement. 


10.16 Impossibility of Performance.  Neither party shall be liable, nor deemed to be in 


default hereunder, for any delay in performance or failure to perform under this Agreement 


which results directly or indirectly from acts of God, civil or military authority, acts of public 


enemy, war, accidents, fires, explosions, employee strikes or other work interruptions, 


earthquakes, floods, failure of transportation, or any cause beyond the reasonable control of such 


party. 
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IN WITNESS WHEREOF, the parties hereto have caused this Agreement to be executed 


by their duly authorized officers or agents. 


AMERIGROUP: 


AMERIGROUP Nevada, Inc. d/b/a 


AMERIGROUP Community Care 


By: ______________________________ 


____________________________[Name] 


____________________________[Title] 


____________________________[Date] 


Provider: 


__________________________________ 


Name according to W-9 with d/b/a 


By: _______________________________ 


(authorized signature) 


__________________________[Printed Name] 


__________________________[Title] 


__________________________[Address] 


__________________________ 


__________________________[Telephone] 


__________________________[Date] 
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Name according to W-9 with d/b/a: 


______________________________________________________________________________ 


Federal Tax Identification Number:  __________________ 


AMERIGROUP NEVADA, INC. 


d/b/a AMERIGROUP Community Care 


PARTICIPATING PROVIDER AGREEMENT 


FOR ANCILLARY PROVIDERS 


THIS PARTICIPATING PROVIDER AGREEMENT (this "Agreement") is made by 


and between AMERIGROUP Nevada, Inc. d/b/a AMERIGROUP Community Care 


(“AMERIGROUP”) and the undersigned Provider (“Provider”), effective as of the date of 


complete execution of this Agreement (the "Effective Date"). 


RECITALS: 


A. AMERIGROUP is authorized to arrange for the provision of managed health care 


services to Covered Persons enrolled in any Program as more specifically defined in Section 1.19 


below. 


B. Provider is duly licensed in the State of Nevada to provide Covered Services to 


Covered Persons. 


C. AMERIGROUP desires that Provider provide the Covered Services contemplated 


herein to Covered Persons and Provider desires to provide such services, pursuant to the terms 


and conditions of this Agreement.  


AGREEMENT: 


NOW, THEREFORE, in consideration of the mutual covenants and agreements 


contained herein and for other good and valuable consideration, the receipt and sufficiency of 


which are hereby acknowledged, AMERIGROUP and Provider agree as follows: 


ARTICLE I 


DEFINITIONS 


The following terms shall have the meanings set forth below with respect to services 


furnished under this Agreement: 


1.1 Agency.  “Agency” means a federal, state or local agency, administration, board 


or other governing body responsible for the governance or administration of a Program. With 


respect to the operation of the Programs, as used herein, Agency also means The Division of 


Health Care Financing and Policy, a Division of the State of Nevada Department of Health and 


Human Resources (DHCFP) and the Centers for Medicaid and Medicare Services (CMS). 
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1.2 Behavioral Health Care Services.  “Behavioral Health Care Services” means 


services rendered for the treatment of mental health or drug and alcohol conditions. 


1.3 CMS.  “CMS” means the Center for Medicare & Medicaid Services, an 


administrative agency within the United States Department of Health & Human Services 


(“HHS”). 


1.4 Clean Claim.  “Clean Claim” means a request for payment for a service rendered 


by Provider, that (a) is timely submitted by Provider in accordance with claim filing 


requirements under applicable law, Program Contract and Agency rules and the then current 


AMERIGROUP policies and procedures; (b) is accurate and in the format required by 


AMERIGROUP; (c) includes all material information required by AMERIGROUP including, 


without limitation, all required substantiating documentation and information related to 


coordination of benefits and third party liability; (d) is undisputed as to the amount of the claim; 


and (e) includes no indication of fraudulent content or submission. 


1.5 Covered Person.  “Covered Person” means any person who is an eligible Program 


beneficiary and who is duly enrolled as an AMERIGROUP member in accordance with 


applicable enrollment requirements. 


1.6 Covered Services.  “Covered Services” means those health care services 


(including Behavioral Health Care Services) that a Covered Person is entitled to receive through 


AMERIGROUP pursuant to Regulatory Requirements, and for which an Attachment A is 


attached hereto setting forth the Provider’s reimbursement under one or more Programs. 


1.7 DHCFP.  “DHCFP” means the Division of Health Care Financing and Policy of 


the Nevada Department of Health and Human Resources. 


1.8 DHHS.  “DHHS” means the United States Department of Health and Human 


Services. 


1.9 DOI.  “DOI” means the Division of Insurance of the Nevada Department of 


Business and Industry. 


1.10 Eligible Charges.  “Eligible Charges” means charges for Covered Services as 


submitted by Provider, subject to program eligibility, benefit design, coordination of benefits and 


applicable authorizations. 


1.11 Emergency Behavioral Health Services.  “Emergency Behavioral Health 


Condition” means any condition, without regard to the nature or cause of the condition, which in 


the opinion of a prudent layperson possessing an average knowledge of health and medicine:  (a) 


requires immediate intervention and/or medical attention without which Covered Persons would 


present an immediate danger to themselves or others, or (b) which renders Covered Persons 


incapable of controlling, knowing or understanding the consequences of their actions. 


1.12 Emergency Medical Condition.  “Emergency Medical Condition” means 


Emergency medical condition means a medical condition manifesting itself by acute symptoms 


of sufficient severity (including severe pain) that a prudent layperson, who possesses an average 
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knowledge of health and medicine, could reasonably expect the absence of immediate medical 


attention to result in the following: (a) placing the health of the individual (or, with respect to a 


pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (b) serious 


impairment to bodily functions; or (c) serious dysfunction of any bodily organ or part. 


1.13 Emergency Services and Care.  “Emergency Services” means covered inpatient 


and outpatient services that are: (a) furnished by a provider that is qualified to furnish such 


services; and (b) needed to evaluate or stabilize an Emergency Medical Condition. 


1.14 HIPAA Regulations.  “HIPAA Regulations” mean those regulations adopted 


pursuant to the Health Insurance Portability and Accountability Act of 1996 and codified at Title 


45 of the Code of Federal Regulations (C.F.R.) relating to the privacy and security of protected 


health information, and including, without limitation, any amendments or successor laws, rules 


or regulations thereto. 


1.15 Medically Necessary or Medical Necessity.  “Medically Necessary” or “Medical 


Necessity” means Covered Services that are established as safe and effective as determined by 


the Nevada Medicaid Program.  The Covered Services must be: (a) consistent with the 


symptoms or diagnosis of the illness or injury under treatment; (b) necessary and consistent with 


generally accepted professional medical standards; (c) not furnished for the convenience of the 


Covered person, the attending physician, the caregiver, or to the physician supplier; and (d) 


furnished at the most appropriate level that can be provided safely and effectively to the 


recipient. AMERIGROUP will only cover items and services that are appropriate and necessary 


for the diagnosis or treatment of an illness or an injury, or to improve the functioning of a 


malformed body part.  


For the purposes of the Medicare Program, Medically Necessary health care 


services are health care services that: 


(a) are reasonable and necessary to prevent, or provide early screening, 


interventions, and/or treatments for, illnesses or medical conditions that cause suffering or pain, 


cause physical deformity or limitations in function, threaten to cause or worsen a handicap, cause 


illness or infirmity of a Covered Person, or endanger life; 


(b) are provided at appropriate facilities and at the appropriate levels of care 


for the treatment of a Covered Person’s health conditions; 


(c) are consistent with health care practice guidelines and standards that are 


endorsed by professionally recognized health care organizations or governmental agencies; 


(d) are consistent with the diagnoses of the conditions; and 


(e) no more intrusive or restrictive than necessary to provide a proper balance 


of safety, effectiveness, and efficiency. 


1.16 Participating Provider.  “Participating Provider” includes, as appropriate, any 


“Participating Hospital,” “Participating Physician,” “Participating Physician Group” or any other 


person or entity  that (a) is licensed to provide the health care services such person or entity is 
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providing under the laws of Nevada; (b) is party to a participation agreement with 


AMERIGROUP to provide Covered Services to Covered Persons, or is an employee or 


subcontractor of a Participating Provider and will be furnishing Covered Services hereunder; and 


(c) is, if applicable, duly credentialed by AMERIGROUP in accordance with AMERIGROUP 


credentialing requirements for the services the Participating Provider provides.  The definition of 


“Participating Provider” includes, but is not limited to, Provider. 


1.17 Primary Care Physician/Primary Care Provider.  “Primary Care Physician” or 


“Primary Care Provider” means a Participating Physician or other Participating Provider who (a) 


is credentialed in accordance with AMERIGROUP credentialing requirements for Primary Care 


Physicians or Primary Care Providers; (b) provides Primary Care Services; and (c) practices in 


the medical specialty areas of general practice, internal medicine, pediatrics, family medicine, or 


such other medical specialty areas as are specified to provide Primary Care Services in an 


applicable Program Contract. 


1.18 Primary Care Services.  “Primary Care Services” means (a) those Covered 


Services provided to a Covered Person involving initial and basic primary medical care, 


including, but not limited to, the Covered Services specifically identified as primary care 


services in an applicable Program Contract, and (b) the supervision and coordination of the 


delivery of these Covered Services to a Covered Person. 


1.19 Program.  “Program” means a Nevada state Medicaid Program (“Medicaid”) and 


state or local Child Health Insurance Program (“CHIP”), any successor programs thereto, and 


any other state or local program related to or administered in conjunction with Medicaid or 


CHIP, including without limitation any program providing coverage for eligible family members 


of CHIP beneficiaries, and for which an Attachment A is incorporated into this Agreement 


setting forth the Providers’ reimbursement for a respective Program.  Program, as defined in the 


Agreement, shall also include the Medicare Advantage Program administered by CMS, to the 


extent offered by AMERIGROUP in the State of Nevada.  In accordance with 42 C.F.R. 


422.504(i), AMERIGROUP shall oversee and be ultimately responsible to CMS for all 


responsibilities described in this Agreement. 


1.20 Program Contract.  “Program Contract” means any contract between 


AMERIGROUP and a jurisdiction or any applicable Agency of a jurisdiction, which governs the 


delivery of managed health care services to Program beneficiaries. 


1.21 Regulatory Requirements.  “Regulatory Requirements” means any requirements 


imposed by applicable federal, state or local laws, rules, regulations, a Program Contract, or 


otherwise imposed by the Agency in connection with the operation of the Program or the 


performance required by either party under this Agreement. 


1.22 Specialist Physician.  “Specialist Physician” means a Participating Physician who 


(a) is duly credentialed in accordance with the then current AMERIGROUP credentialing 


requirements for a Specialist Physician practicing in the physician’s medical specialty including, 


without limitation, having achieved applicable board specialty certification or having completed 


an approved residency program in such medical specialty; (b) provides services to Covered 
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Persons within the range of such medical specialty; and (c) meets any Specialist Physician 


requirements otherwise set forth in the applicable Program Contract. 


ARTICLE II 


AMERIGROUP OBLIGATIONS 


2.1 Identification Cards.  AMERIGROUP shall issue each Covered Person an 


identification card reflecting the Covered Person's name, the Covered Person’s selected Primary 


Care Physician, the Covered Person’s AMERIGROUP identification number, and such other 


information as required by the Agency.  A sample identification card will be provided upon 


request of Provider. 


2.2 Provider Manual.  AMERIGROUP shall furnish Provider with the applicable 


Provider Manual(s) for each Program referencing the policies and procedures established by 


AMERIGROUP including, without limitation, eligibility verification, utilization review, drug 


utilization, quality assurance, patient safety, compliance, authorizations for Covered Services, 


sanctions and denials, provider grievances, appeals and such other policies and procedures 


applicable to AMERIGROUP and Provider as required by Regulatory Requirements, and to 


otherwise effect the delivery of managed health care services to Covered Persons hereunder.  


AMERIGROUP shall provide electronic access to its Provider Manual through 


AMERIGROUP’s website.  AMERIGROUP shall provide Provider with at least thirty (30) days 


prior notice of any material modifications to such Provider Manual thereafter. 


2.3 Policies and Procedures.  AMERIGROUP shall reference material policies and 


procedures applicable to Provider in the Provider Manual.  Notwithstanding the above, 


AMERIGROUP’s failure to include a specific policy or procedure in the Provider Manual shall 


not limit the applicability of such policy and procedure to Provider; provided that 


AMERIGROUP uses its commercially reasonable efforts to notify Provider of such policy.  


AMERIGROUP shall furnish Provider with written notice of any material modifications to such 


policies and procedures during the term of this Agreement and shall respond to Provider 


inquiries related to such policies and procedures in a timely manner. Provider shall comply with 


all AMERIGROUP policies and procedures communicated to Provider by AMERIGROUP. 


2.4 Reports.  AMERIGROUP shall provide to Provider such utilization profiles or 


other reports, if any, that AMERIGROUP is required to provide to Provider under applicable 


law, Program Contract or Agency requirements. 


2.5 Provider Listing; Marketing/Advertising.  For the purposes of enrolling and 


referring Covered Persons, marketing, complying with Program Contract requirements, reporting 


to Agencies, and otherwise carrying out the terms and conditions of this Agreement, 


AMERIGROUP shall, and shall be entitled to use the name(s), business address(es), and phone 


number(s) of Provider and any individual Participating Provider employed by or under contract 


with Provider to provide services hereunder.  AMERIGROUP shall, and shall be entitled to, use 


information related to any such individual Participating Provider’s education, specialty, 


subspecialty, licensure, certification and hospital affiliation for the purposes described above.   
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2.6 Credentialing.  Except as mutually agreed by the parties and as evidenced in 


writing by an addendum to this Agreement, AMERIGROUP shall credential Provider and all 


Participating Providers employed by or under contract with Provider to provide services 


hereunder pursuant to the then current AMERIGROUP credentialing criteria applicable to 


Provider and any such Participating Providers.   


2.7 Schedule of Benefits and Determination of Covered Services.  AMERIGROUP 


shall provide Provider with schedules of Covered Services for applicable Programs and will 


notify Provider in a timely manner of any material amendments or modifications to such 


schedules. 


2.8 Affiliate Services. 


(a) Covered Services furnished to members of certain out-of-state entities 


affiliated with AMERIGROUP, including, without limitation, other AMERIGROUP corporations 


(“Affiliates”), shall be paid in accordance with the rates set forth in this Agreement or such other 


rates established by the Affiliate’s state Program governing care to out-of-state members.  Such 


services will be furnished in accordance with the terms and conditions of the Provider Manual.  


Notwithstanding the above, for purposes of this Section, “Affiliate Services” shall mean those 


services required to be furnished to an Affiliate’s members pursuant to the applicable state 


Medicaid program in the state in which the Affiliate is responsible for furnishing services. 


(b) AMERIGROUP shall be responsible for coordinating between Provider and 


the applicable Affiliate for any member of an Affiliate that receives services at Provider.  


AMERIGROUP shall ensure that the Affiliate adjudicates and pays for services furnished 


hereunder in accordance with this Agreement. 


(c) Nothing in this Agreement shall be construed to make Provider a 


participating provider of any Affiliate and Provider shall not be identified as such in any Affiliate 


directory of participating providers. 


(d) Affiliates shall be deemed third party beneficiaries of this Section. 


ARTICLE III 


PROVIDER OBLIGATIONS 


3.1 Provider Services.  Provider shall provide to Covered Persons those Covered 


Services within the scope of Provider’s licensure, expertise, and usual and customary range of 


services pursuant to the terms and conditions of this Agreement, and shall be responsible to 


AMERIGROUP for its performance hereunder.  Provider shall make available to Covered 


Persons hours of operation that are no less than the hours of operation offered to patients with 


other insurance coverage including, but not limited to, commercial health plans and shall use 


reasonable efforts to meet appointment waiting time standards and to limit office waiting time 


for appointment to one (1) hour or less.  Provider shall provide to Covered Persons access to 24 


hour-per-day, 7 day-per-week urgent and emergency services as required by Regulatory 


Requirements.  Provider shall provide Emergency Services and Care without requiring prior 


authorization of any kind.   
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3.2 Licensure and Accreditation.  At all times during the term of this Agreement, 


Provider shall (a) maintain in good standing all applicable licenses, certifications and 


registrations required for Provider to furnish services hereunder, including without limitation a 


National Provider Identification number (NPI); (b) be a certified Medicare and certified 


Medicaid Provider, to the extent required under the Program; and (c) subject to 


AMERIGROUP’s credentialing requirements, obtain and maintain accreditation from an 


applicable nationally recognized accrediting body; and  (d) not be subject to any determination or 


another action that would adversely impact Provider’s license or status as a certified Medicare 


and Medicaid provider.  Provider shall ensure that each of Provider’s employees is duly licensed, 


certified or registered as required under a Program and applicable standards of professional 


ethics and practice.  Provider shall notify AMERIGROUP within three (3) business days 


following Provider’s receipt of any notice of any restrictions upon, or suspension or loss of, any 


licensure, certification or registration or receipt of any notice of any restrictions, suspension or 


revocation of such accreditation required hereunder.  Provider shall submit to AMERIGROUP 


evidence of Provider's satisfaction of the requirements set forth in this section upon 


AMERIGROUP's reasonable request. Subject to Regulatory Requirements, AMERIGROUP has 


the right to immediately terminate this Agreement upon the expiration, surrender, revocation, 


restriction or suspension of such accreditation. 


3.3 Covered Person Verification.  Provider shall establish a Covered Person's 


eligibility for services prior to rendering services, except in the case of an Emergency Medical 


Condition where such verification may be impractical.  In the case of an Emergency Medical 


Condition, Provider shall establish a Covered Person’s eligibility as soon as reasonably practical. 


AMERIGROUP shall provide a system for Providers to contact AMERIGROUP to verify 


Covered Person eligibility 24 hours a day, 7 days per week.  Nothing contained in this 


Agreement shall, or shall be construed to require advance notice, coverage verification, or pre-


authorization for emergency room services provided in accordance with the federal Emergency 


Medical Treatment and Active Labor Act ("EMTALA") prior to Provider's rendering such 


services. 


3.4 Provider Responsibility.  AMERIGROUP shall not be liable for, nor will it 


exercise control or direction over, the manner or method by which Provider provides services to 


Covered Persons. Provider shall be solely responsible for all medical advice and services 


provided by Provider to Covered Persons. Provider acknowledges and agrees that 


AMERIGROUP may deny payment for provider services rendered to a Covered Person which it 


determines are not Medically Necessary, are not Covered Services pursuant to an applicable 


Program Contract, or are not otherwise provided in accordance with this Agreement.  Neither 


such a denial nor any action taken by AMERIGROUP pursuant to a utilization review, referral, 


or discharge planning program shall operate to modify Provider’s obligation to provide 


appropriate services to a Covered Person under applicable law and any code of professional 


responsibility.  Nothing in this Agreement shall be construed as prohibiting any Participating 


Provider from discussing treatment or non-treatment options with Covered Persons irrespective 


of whether such treatment options are Covered Services. 
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3.5 Coordinated and Managed Care.  Provider shall participate in AMERIGROUP 


systems designed to facilitate the coordination of health care services.  Subject to medical 


judgment, patient care interests, and a patient's express instructions, and recognizing that the 


level of Covered Services provided by Provider may be affected by the Provider's scope of 


services, Provider shall report clinical encounter data as required by such systems, and shall 


obtain all required Covered Person consents or authorizations necessary for Provider to report 


such clinical encounter data to AMERIGROUP. 


3.6 Concurrent Review.  Provider agrees to provide access to AMERIGROUP 


employees to review Covered Person’s medical records and perform on-site concurrent review 


during normal business hours.  AMERIGROUP employees will cooperate with the requirements 


of the Provider while on Provider’s premises.  During any such on-site concurrent review, 


Provider shall provide AMERIGROUP with access to a telephone and appropriate work space to 


conduct the review. 


3.7 Compliance with Credentialing, Utilization Management, Quality Assurance, 


Grievance, Coordination of Benefits, Third Party Liability and other Rules, Regulations, Policies 


and Procedures.  Provider shall comply and cooperate with all AMERIGROUP and Program 


requirements related to credentialing, utilization management, quality assurance, peer review, 


grievances, coordination of benefits and third party liability.  Provider shall comply with the 


terms of the Provider Manual. 


3.8 Insurance Coverage. 


(a) Professional Liability.  At all times during the term of this Agreement, 


Provider shall maintain professional liability insurance, including maintaining such tail or prior 


acts coverage necessary to avoid any gap in coverage for claims arising from incidents occurring 


during the term of this Agreement.  Such insurance shall (a) be obtained from a carrier 


authorized to conduct business in the jurisdiction in which Provider operates; (b) maintain 


minimum policy limits equal to $1,000,000.00 per occurrence and $3,000,000.00 in the 


aggregate; and (c) include coverage for the professional acts and omissions of Provider and any 


employee, agent or other person for whose acts or omissions Provider is responsible. 


(b) General Liability.  At all times during the term of this Agreement, 


Provider shall maintain general comprehensive liability insurance from a carrier authorized to 


conduct business in the jurisdiction in which Provider operates, in amounts required under 


Regulatory Requirements.  Said insurance shall cover Provider’s premises, insuring Provider 


against any claim of loss, liability, or damage caused by or arising out of the condition or alleged 


condition of said premises, or the furniture, fixtures, appliances, or equipment located therein, 


together with the standard liability protection against any loss, liability or damage resulting from 


the operation of a motor vehicle by Provider, Provider’s employees or agents. 


(c) Workers Compensation.  Provider shall maintain workers’ compensation 


insurance for Provider’s employees in accordance with the Nevada Worker’s Compensation 


Law.  Said insurance shall be obtained from a carrier authorized to conduct business in the 


jurisdiction in which Provider operates and shall provide such limits of coverage as required by 


Regulatory Requirements. 
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(d) Evidence of Insurance.  Provider shall provide AMERIGROUP with 


evidence of Provider's compliance with the foregoing insurance requirements, as reasonably 


requested by AMERIGROUP from time to time during the term of this Agreement, but in no 


event less than annually.  Provider shall provide AMERIGROUP with at least thirty (30) days 


prior written notice of any cancellation or non-renewal of any required coverage or any reduction 


in the amount of Provider's coverage, and shall secure replacement coverage meeting the 


requirements hereunder so as to ensure no lapse in coverage.  Provider shall furnish 


AMERIGROUP with a certificate of insurance evidencing such replacement coverage.  Provider 


shall also furnish a certificate of insurance to a requesting Agency upon request. Provider may 


maintain coverage hereunder through a self-funded insurance plan, provided that Provider 


maintains actuarially sound reserves related to such self-funded plan and provides to 


AMERIGROUP on a semi-annual basis an opinion letter from an independent actuarial firm or 


other proof reasonably acceptable to AMERIGROUP attesting to the financial adequacy of such 


reserves. 


3.9 Contracted Provider Requirements.  Unless otherwise approved in writing by 


AMERIGROUP, Provider and its employees shall perform all the services required hereunder 


directly and not pursuant to any subcontract between Provider and any other person or entity (a 


“Contracted Provider.”)  In the event that any portion of the services that Provider is responsible 


for hereunder are performed for on behalf of Provider by a Contracted Provider, Provider shall 


be responsible for ensuring that such Contracted Provider furnishes such services in compliance 


with all of Provider’s obligations under this Agreement including, without limitation, 


maintaining required insurance, maintaining medical records, and holding Covered Persons 


harmless for the cost of any services or supplies provided by Contracted Providers to such 


Covered Persons.  This section shall not preclude Provider from using contract nursing services 


or obtaining locums tenens coverage for Participating Physicians that are on temporary leave. 


3.10 Proprietary Information. 


(a) The parties acknowledge and agree that all the following information is 


proprietary:  AMERIGROUP’s quality assurance, utilization management, risk management and 


peer review programs; AMERIGROUP's credentialing procedures; this Agreement, including the 


rates of reimbursement payable under this Agreement; AMERIGROUP's Provider Manual; 


information related to AMERIGROUP programs, policies, protocols and procedures, and all 


information otherwise furnished to Provider by AMERIGROUP as a result of this Agreement.  


The parties agree not to use such proprietary information except for the purpose of carrying out 


their obligations under this Agreement.  Neither party shall disclose any proprietary information 


to any person or entity without the other party’s express written consent except to the extent such 


information is available in the public domain or was acquired by such party from a third party 


not bound to preserve the confidentiality of such information. 


(b) Provider and AMERIGROUP shall each treat all information which is 


obtained through its respective performance under the Agreement as confidential information 


which is obtained through its respective performance under the Agreement as confidential 


information to the extent that confidential treatment is required under applicable law and 


regulations, including without limitation 42 C.F.R. Section 422.118 and 45 C.F.R. Parts 160 and 


164, as may be amended from time to time, and shall not use any information so obtained in any 
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manner except as necessary to the proper discharge of its obligations and securing of its rights 


hereunder.  Provider and AMERIGROUP shall each have a system in effect to protect all records 


and all other documents deemed confidential by law which are maintained in connection with the 


respective activities of Provider or AMERIGROUP and performing in connection with this 


Agreement.  Any disclosure or transfer of confidential information by Provider or 


AMERIGROUP will be in accordance with applicable law. 


3.11 Provision of Non-Covered Services.  Prior to the provision of any services to a 


Covered Person that are not Covered Services, Provider (a) shall advise the Covered Person, in 


writing, (i) of the nature of the service; (ii) that the service is not a Covered Service for which 


compensation is payable hereunder; and (iii) that the Covered Person will be responsible for 


paying for the service;  (b) shall obtain a signed Private Pay form from such Covered Person; and 


(c) shall otherwise comply with all applicable law, Program Contract and Agency requirements 


related to the provision of non-covered services to Covered Persons. 


3.12 Representations and Warranties. 


(a) Provider Status.  Provider hereby represents and warrants that Provider: (i)  


has the power and authority to enter into this Agreement; (ii) is legally organized and operated to 


provide the services contemplated hereunder; (iii) is not in violation of any licensure requirement 


applicable to Provider under law, Program Contract or Agency rules; (iv) has not been excluded 


from participation in the Medicare, Medicaid and /or SCHIP programs pursuant to Sections 1128 


or 1156 of the Social Security Act; (v) has not been convicted of bribery or attempted bribery of 


any official or employee of the jurisdiction in which Provider operates, nor made an admission of 


guilt of such conduct which is a matter of record; (vi) is not presently disbarred, suspended, 


proposed for debarment, declared ineligible, or voluntarily excluded from providing Covered 


Services by any federal or state department or contractor; (vii) is capable of providing all data 


related to the services provided hereunder in a timely manner as reasonably required by 


AMERIGROUP to satisfy Regulatory Requirements, including, without limitation, data required 


under the Health Employer Data and Information Set and National Committee for Quality 


Assurance requirements; and (viii) qualifies as a participating provider in all Programs in 


accordance with the applicable Regulatory Requirements.  


(b) Provider Information and Documentation.  Provider represents and 


warrants that all information provided by Provider to AMERIGROUP, including without 


limitation, information relating to insurance coverage, quality assurance, credentialing, change of 


ownership of Provider and availability of medical care by Provider to Covered Persons, is true 


and correct as of the date such information is furnished, and Provider is unaware of any 


undisclosed facts or circumstances that would make such information inaccurate or misleading.  


Provider shall provide AMERIGROUP with written notice of any changes to such information 


within five (5) business days of such change. 


3.13 Reporting Fraud and Abuse.  Provider shall cooperate with AMERIGROUP’s 


anti-fraud compliance program.  If Provider identifies any actual or suspected fraud, abuse, or 


misconduct in connection with the services rendered hereunder, in violation of state or federal 


law, Provider immediately shall report such activity directly to the Compliance Officer of 


AMERIGROUP in accordance with the Provider Manual. 
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3.14 Conformance with Law; Effect of Governmental Action.  In addition to and 


without limiting the applicability of any other sanctions and penalties that may be applicable for 


Provider’s failure to conform with such federal, state and local laws, rules and regulations, 


Provider acknowledges and agrees that, in connection with the Medicare Program, Provider’s 


failure to report potential fraud or abuse may result in sanctions, cancellation of contract, or 


exclusion from participation in the Medicare Program. Provider agrees to comply with all state 


and federal laws, rules and regulations that apply to all persons receiving state and federal funds, 


including without limitation, all applicable Medicare laws, rules and regulations and all CMS 


instructions. 


ARTICLE IV 


REIMBURSEMENT 


4.1 Claims Submission.  Except to the extent Provider is compensated on a capitation 


basis under this Agreement, Provider shall submit claims on either a current CMS-1500 claim 


form for professional claims or a CMS-1450 claim form for institutional claims (or successor 


forms), or the electronic equivalent in the manner and to the location described in the Provider 


Manual.  Provider is encouraged to submit claims information through electronic data 


interchange (EDI) that allows for automated processing and adjudication of claims. As 


AMERIGROUP continues to develop electronic interface systems for registration, eligibility and 


benefit verification and claims processing, Provider will use such electronic interface systems. 


Provider must use HIPAA compliant billing codes when billing or submitting encounter data. 


This applies to both electronic and paper claims. When billing codes are updated, Provider is 


required to use appropriate replacement codes for submitted claims for Covered Services.  In its 


discretion, AMERIGROUP may amend the Agreement as it deems necessary to clarify changes 


to standard billing codes. Regardless of whether AMERIGROUP so amends the Agreement, 


AMERIGROUP shall not pay any claims submitted using non-compliant billing codes. 


Claims must be submitted within ninety (90) days following the date service is 


rendered.  Claims not received by AMERIGROUP from Provider within such period may be 


denied payment.  AMERIGROUP will not deny Clean Claims for payment solely due to these 


claims being received after ninety (90) days from the date services were rendered in the event 


that Provider was unable to determine that the patient was an AMERIGROUP Covered Person, 


and where Provider timely filed such claim with another payor. In such event, Provider shall 


have ninety (90) days to resubmit such claim to AMERIGROUP from the date Provider receives 


a denial from the payor to which Provider originally submitted the claim. Such submission shall 


include proof of timely filing, and denial by, such other payor. 


4.2 Reimbursement.  As payment in full for Covered Services provided to Covered 


Persons hereunder, AMERIGROUP shall pay to Provider the reimbursement specifically set 


forth in Attachment A.  AMERIGROUP shall make payments under this Agreement to the name 


and address set forth in Provider’s Participating Provider application.  Reimbursement for Clean 


Claims shall be made in accordance with all Nevada prompt pay requirements as established 


under applicable law.  Provider agrees to accept payments or appropriate denials made in 


accordance with this Agreement as payment in full for all Covered Services provided to Covered 


Persons. 
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AMERIGROUP reserves the right to conduct chart review upon reasonable notice 


to Provider at Provider's normal place of business during normal business hours in order to 


determine the appropriateness of services and/or charges on a specific claim. AMERIGROUP 


reserves the right to use code-editing software to determine if services are considered part of, 


incidental to, or inclusive of the primary procedure.  Provider shall be responsible for collecting 


co-payments from Covered Persons to the extent required by Regulatory Requirements. Provider 


shall promptly submit all information requested by AMERIGROUP reasonably necessary to 


AMERIGROUP to compensate Provider for services provided hereunder. Provider shall not 


solicit or accept any surety or guarantee of payment from the Covered Person.  Covered Person 


shall include the patient, parent(s), guardian, spouse or any other legally responsible person of 


the Covered Person being served.  


4.3 Capitation of Contracted Providers; Encounter Data Requirements.  If Provider is 


compensated for services provided hereunder on a capitated basis, Provider shall: 


(a) arrange and coordinate all capitated Covered Services for Covered Persons 


assigned to Provider or one of Provider’s Participating Physicians for such capitated Covered 


Services; 


(b) accept the capitation payment payable hereunder as payment in full for all 


such capitated Covered Services provided to such Covered Persons;  


(c) timely submit complete and accurate encounter data for capitated services 


rendered to Covered Persons, including, without limitation, statistical and descriptive medical, 


diagnostic and patient data for Covered Services rendered to Covered Persons, and reporting 


requirements included in applicable Program Contracts; and 


(d) immediately notify both AMERIGROUP and the Program by certified 


mail, return receipt requested, if Provider becomes aware for any reason that Provider is not 


entitled to a capitation payment for a particular Covered Person for any reason (e.g., the death of 


a Covered Person). 


4.4 Financial Incentives.  No provision in this Agreement shall, or shall be construed 


to, create any incentive, financial or otherwise, for Provider to withhold Medically Necessary 


services. 


4.5 Recoveries from Third Parties.  Provider acknowledges and agrees that claims 


payments made by AMERIGROUP are subject to Program requirements regarding third party 


liability. Provider shall cooperate with AMERIGROUP's policies and procedures related to third 


party liability recovery in the event claims for services rendered by Provider to a Covered Person 


are related to an illness or injury for which a third party may be liable, including, without 


limitation, claims that may be covered by automobile insurance, workers’ compensation 


coverage, other health insurance, or otherwise give rise to a claim for third party liability, 


coordination of benefits or subrogation (to the extent permitted by applicable law, Program 


Contract and Agency requirements). Provider shall take all reasonable actions required by 


AMERIGROUP to assist AMERIGROUP in obtaining such recoveries, including executing any 
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appropriate documents reasonably requested by AMERIGROUP to enforce such claims or to 


assign any payments to AMERIGROUP.  


4.6 Right of Offset.  AMERIGROUP shall be entitled to offset an amount equal to 


any overpayments made by AMERIGROUP to Provider against any payments due and payable 


by AMERIGROUP to Provider under this Agreement.  


ARTICLE V 


PROVISIONS APPLICABLE TO ANCILLARY PROVIDERS 


5.1 Surety Bond Requirement.  If Provider provides home health services or durable 


medical equipment, Provider shall comply with all applicable provisions of Section 4724(b) of 


the Balanced Budget Act of 1997, including, without limitation, any applicable requirements 


related to the posting of a surety bond.  


5.2 Reimbursement Method.  Notwithstanding any provision set forth in the 


Agreement, capitation shall not be the sole method of reimbursement for Provider if Provider 


supplies durable medical equipment or prescription services. 


5.3 Business Associate Addendum.  Provider represents and warrants that it is a 


“Covered Entity” as defined in 42 CFR Section 160.103 and that as such it is required to comply 


with requirements regarding protection of certain protected health information in accordance 


with 42 CFR Parts 160 and 164 as amended from time to time. In the event that Provider is not a 


“covered entity,” as such term is defined in the HIPAA Regulations, a Business Associate 


Addendum shall be attached hereto and made a part hereof.  Provider acknowledges that if it is 


not a covered entity, AMERIGROUP is unable to disclose to Provider any protected health 


information regarding any Covered Person until a Business Associate Agreement is fully 


effective between the parties hereto. 


ARTICLE VI 


COMPLIANCE WITH REGULATORY REQUIREMENTS 


6.1 Compliance with Regulatory Requirements.  AMERIGROUP and Provider shall 


each comply with all applicable Regulatory Requirements related to this Agreement.  The failure 


of this Agreement to expressly reference a Regulatory Requirement applicable to either party in 


connection with their duties and responsibilities hereunder shall in no way limit such party’s 


obligation to comply with such Regulatory Requirement. Without limiting the foregoing, this 


Agreement incorporates by reference all applicable federal and state laws, rules and regulations, 


consent decrees and court orders.  Any amendments to or revisions of such laws, regulations, 


consent decrees or court orders shall automatically be incorporated into the Agreement, as of 


their respective effective dates.  Except as otherwise required under applicable Regulatory 


requirements, to the extent any provision set forth in this Article VI conflicts with any provision 


otherwise set forth in this Agreement , the requirements of this Article VI shall control.  


6.2 Hold Harmless.  Provider hereby agrees that in no event, including, but not 


limited to nonpayment by AMERIGROUP, the insolvency of AMERIGROUP, or breach of this 


agreement, shall Provider bill, charge, collect a deposit from; seek compensation, remuneration 


or reimbursement from; or have any recourse against Covered Persons, DHCFP, DOI or persons 
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other than AMERIGROUP for services provided pursuant to this Agreement. This provision 


shall not prohibit collection from Covered Persons  of any applicable co-payments or deductibles 


billed in accordance with the terms of the subscriber agreement for AMERIGROUP.  


Provider further agrees that (i) this provision shall survive the termination of this 


Agreement regardless of the cause giving rise to such termination and shall be construed to be 


for the benefit of AMERIGROUP Covered Persons and (ii) this provision supersedes any oral or 


written agreement to the contrary now existing or hereafter entered into between Provider and 


the Covered Person or persons acting on the Covered Person's behalf.  


6.3 Rights of Participating Providers.  Nothing in the Agreement shall be construed as 


prohibiting any Participating Provider from advising or advocating on behalf of a Covered 


Person, who is his or her patient, for the following:  


(a) The Covered Person’s health status, medical or behavioral health care, or 


treatment options, including alternative treatment that may be self-administered; 


(b) Any information the Covered Person needs in order to decide among all 


relevant treatment options; 


(c) The risks, benefits and consequences of treatment or non-treatment; or 


(d) The Covered Person’s right to participate in decisions regarding his or her 


health care, including the right to refuse treatment and to express preferences about future 


treatment decisions. 


(e) The Covered Person’s right to obtain Medically Necessary Covered 


Services, with the written authorization of such Covered Person and through the utilization 


review or grievance processes established by AMERIGROUP.  


6.4 Laboratory Compliance.  If Provider performs laboratory services, Provider shall 


comply with all requirements of the Clinical Laboratory Improvement Act (“CLIA”), regulations 


promulgated thereunder and any amendments and successor statutes and regulations thereto.  


Upon execution of this Agreement, Provider shall furnish written verification to AMERIGROUP 


that Provider’s laboratory facilities, if any, and those with which it conducts business related to 


Covered Persons, have appropriate CLIA certification of registration or waiver and a CLIA 


identification number.  Provider shall notify AMERIGROUP in writing of any changes in 


Provider’s CLIA certification status or the certification status of any laboratory facilities with 


which Provider conducts business related to Covered Persons within five (5) business days of 


any such changes. 


6.5 Medicare Co-payments and Deductibles; Limitations of Billing. 


(a) In connection with the Medicare Program, except for costs associated with 


non-Covered Services provided to a Covered Person, applicable co-payments and deductibles as 


permitted under the Medicare Program and set forth in the AMERIGROUP Provider Manual or 


in the schedule of benefits for the Medicare Program are the only amounts that Provider may 


collect from a Medicare-eligible Covered Person in connection with Covered Services.  Provider 
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acknowledges that Medicaid cost-sharing requirements may preclude Provider’s collection of co-


payments or deductibles from dual eligible Medicare and Medicaid Covered Persons. 


(b) Provider shall be responsible for collecting any applicable co-payments or 


permitted deductibles at the time of service in accordance with the policies and procedures set 


forth in the AMERIGROUP Provider Manual. 


(c) Provider understands that if Provider initiates any actions to collect 


payment from any Medicare-eligible Covered Person over and above allowable co-payments, 


excluding payment for services not covered under the Medicare Program, AMERIGROUP will 


initiate and maintain such necessary action to stop Provider or Provider’s employee, agent, 


assign, trustee, or successor in interest from maintaining such action against such Medicare-


eligible Covered Person. 


(d) Covered Persons eligible for both Medicare and Medicaid will not be held 


liable for Medicare Part A and B cost sharing when the State of Nevada is responsible for paying 


such amounts. AMERIGROUP will not impose cost-sharing that exceeds the amount of cost-


sharing that would be permitted with respect to the member under title XIX if the member were 


not enrolled in such a plan. The provider will accept AMERIGROUP’s payment as payment in 


full. 


6.6 Medicare Reporting Requirements.  In accordance with 42 C.F.R. §422.504(i); 


AMERIGROUP and Provider expressly agree: 


(a) HHS, the Comptroller General of HHS (the “Comptroller General”) or 


their designees, may audit, evaluate, or inspect any books, contracts, medical records, patient 


care documentation, and all other records of AMERIGROUP and Provider, as well as their 


related entities, contractors, subcontractors or transferees, that pertain to any aspect of the 


services performed under this Agreement, reconciliation of benefit liabilities, and determination 


of amounts payable under this Agreement, or as the Secretary of HHS (the “Secretary”) may 


deem necessary to enforce this Agreement. 


(b) AMERIGROUP and Provider each agree to make available, for the 


purposes specified in 42 C.F.R. §422.504 (d), (e), their respective premises, physical facilities 


and equipment, records relating to Covered Persons and any additional relevant information that 


CMS may require. 


(c) HHS, the Comptroller General, or their designees’ right to inspect, 


evaluate and audit shall extend through ten (10) years from the final date of the Medicare 


Program contract or the completion of a final audit by CMS related to same, whichever is later, 


unless CMS determines there is a special need to retain a particular record or group of records 


for a longer period than ten (10) years and so notifies AMERIGROUP at least thirty (30) days 


prior to the normal disposition date, or CMS determines there is a reasonable possibility of fraud. 


6.7 Right to Inspect Records.  The Program, HHS, CMS, the State of Nevada State 


Medicaid Fraud Unit, and the State of Nevada’s Attorney General's Office shall have the right to 


evaluate through inspection, or other means, whether announced or unannounced, any records 


pertinent to this Agreement including quality, appropriateness and timeliness of services and 
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such evaluation, when performed, shall be performed with the cooperation of AMERIGROUP 


and Provider.  Upon request, AMERIGROUP shall assist in such reviews. 


6.8 Conflicts of Interest.  Provider warrants that no part of the total Agreement 


amount received by Provider under this Agreement shall be paid directly, indirectly or through a 


parent organization, subsidiary or an affiliated organization to any state or federal officer or 


employee of the State of Nevada or any immediate family member of a state or federal officer or 


employee of the State of Nevada as wages, compensation, or gifts in exchange for acting as 


officer, agent, employee, subcontractor, or consultant to the Provider in connection with any 


work contemplated or performed relative to this Agreement unless disclosed to by DHCFP.  For 


purposes of this Section 6.8, “immediate family member” shall mean a spouse or minor 


child(ren) living in the household. 


Provider shall ensure that it maintains adequate internal controls to detect and 


prevent conflicts of interest from occurring at all levels of its organization. 


6.9 Gratuities.  By signing this Agreement, Provider certifies that no member of or 


delegate of Congress, nor any elected or appointed official or employee of the State of Nevada, 


the United States General Accounting Office, the United States Department of Health and 


Human Services, CMS, or any other federal agency has or will benefit financially or materially 


due to influence in obtaining this Agreement. This Agreement may be terminated by 


AMERIGROUP, or at the direction of Medicaid, if it is determined that gratuities of any kind 


were offered to or received by any of the aforementioned officials or employees from  Provider 


or Provider’s agents or employees. 


6.10 Lobbying.  By signing this Agreement, Provider certifies to the best of its 


knowledge and belief that federal funds have not been used for lobbying in accordance with 45 


CFR Part 93 and 31 USC 1352.  Provider shall disclose any lobbying activities using non-federal 


funds in accordance with and to the extent required by 45 CFR Part 93. Provider agrees, pursuant 


to 31 U.S.C. § 1352 and 45 C.F.R. Part 93, that no federal appropriated funds have been paid or 


will be paid to any person by or on behalf of Provider for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of Congress, or an employee of a member of Congress in connection with the award 


of any federal contract, the making of any federal grant, the making of any federal loan, the 


entering into of any cooperative contract, or the extension, continuation, renewal, amendment, or 


modification of any federal contract, grant loan, or cooperative contract.  Provider agrees to 


submit any required certifications or take any other actions required under applicable law related 


to Provider’s compliance with 31 U.S.C. § 1352 and 45 C.F.R. Part 93, or any successor statutes 


or regulations thereto or promulgated thereunder. If any funds other than federal appropriated 


funds have been paid or will be paid by Provider to any person for the purpose of influencing or 


attempting to influence an officer or employee of any agency, a member of Congress, an officer 


or employee of any agency, an officer or employee of Congress, or an employee of a member of 


Congress in connection with the award of any federal contract, the making of any federal grant, 


the making of any federal loan, the entering into of any cooperative contract, or the extension, 


continuation, renewal, amendment, or modification of any federal contract, grant, loan, or 


cooperative contract, and the contract exceeds $100,000.00, Provider shall complete and submit 


Standard Form LLL-"Disclosure of Lobbying Activities" in accordance with its instructions. 
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6.11 Federal Medicaid Program Integrity Requirements.  Provider shall prepare and 


submit to AMERIGROUP applicable disclosures of information in accordance with the 


requirements specified in 42 CFR, Part 455, Subpart B. 


6.12 Non-Discrimination.  Provider shall abide by the federal Civil Rights Act of 1964, 


the Federal Rehabilitation Act of 1973, and all other applicable statutes, regulations and orders 


(including, without limitation, Executive Orders 11246 and 11375, “Equal Employment 


Opportunities”) as amended, and any and all successor statutes, regulations and related orders.  


Provider shall not exclude any Covered Person from participation in any aid, care, service or 


other benefit, or deny any Covered Person such services on the grounds of race, color, national 


origin, sex, age, disability, political beliefs or religion.  Provider shall not subject any Covered 


Person to discrimination due to such Covered Person’s status as a Program Contract beneficiary.   


6.13 Financial Disclosure.  Provider shall comply with all financial disclosure 


requirements under 42 U.S.C. § 1396b(m) and 42 C.F.R. § 434, and all other applicable law.   


6.14 Advance Directives.  Provider shall comply with all applicable requirements 


under 42 C.F.R. § 434.28 related to Advance Directives.  


6.15 Additional Program Contract Requirements. 


(a) Provider and AMERIGROUP acknowledge and agree that pursuant to 


Nevada Administrative Code Section 695C.190, the following provisions are included in this 


Agreement and the parties shall comply with such provisions: 


(i) Provider releases the Covered Person from any liability for the cost 


of services rendered pursuant to this Agreement, except for any nominal payment to be made by 


the Covered Person, if applicable pursuant to Program Contract or Agency rules, or for a service 


that is not a Covered Service in accordance with the terms of this Agreement.   


(ii) Provider shall participate in AMERIGROUP programs to assure 


the quality of health care provided to Covered Persons. 


(iii) Provider shall provide all medically necessary services required by 


an applicable Program to each Covered Person for the period for which a premium has been paid 


to AMERIGROUP. 


(iv) if Provider is a physician, Provider shall transfer or otherwise 


arrange for the maintenance of the records of Covered Persons who are patients of Provider if 


this Agreement is terminated for any reason or if Provider otherwise leaves the panel of 


physicians associated with AMERIGROUP. 


6.16 Agency and Program Requirements. 


(a) AMERIGROUP shall provide a copy of this Agreement to DHCFP, upon 


request. 
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(b) Provider shall comply with all relevant provisions of the Medicaid 


Program Contract appropriate to the Provider’s service or activity, specifically including but not 


limited to the provisions related to confidentiality, federal Health Insurance Portability and 


Accountability Act requirements, insurance requirements and record retention.   


(c) Nothing contained herein shall operate to relieve AMERIGROUP of its 


legal responsibility under the Medicaid Program Contract. 


(d) AMERIGROUP shall monitor Provider’s performance on an on-going 


basis and subject Provider to formal review according to periodic schedules established by the 


State of Nevada, consistent with industry standards and/or state laws and regulations.  If 


AMERIGROUP identifies deficiencies or areas for improvement in Provider’s performance, 


AMERIGROUP may require Provider to take corrective action. 


(e) AMERIGROUP and Provider are responsible for and shall provide 


immediate notification to DHCFP regarding all suspected recipient and provider fraud and abuse.  


Provider acknowledges that upon AMERIGROUP’s awareness of any disciplinary action, 


sanction taken against Provider or any suspected fraud or abuse, AMERIGROUP shall 


immediately inform DHCFP. 


6.17 Executive Order 13496.  This provision is applicable to Providers who participate 


in AMERIGROUP’s Medicare program under Medicare Parts C and D and receive at least 


$10,000 or more in payments from such AMERIGROUP Medicare program. Provider shall 


comply with the requirements of Executive Order 13496, 29 CFR 471, Appendix A to 


Subpart A. 


6.18 Performance Within the U.S.  Provider agrees that all services to be performed 


herein shall be performed in the United States of America.  Breach, or anticipated breach, of the 


foregoing shall be a material breach of this Agreement and, without limitation of remedies, shall 


be cause for immediate termination of this Agreement. 


ARTICLE VII 


RECORDS AND CONFIDENTIALITY 


7.1 Records.  Provider shall maintain an adequate record system of medical, financial 


and administrative records for recording services, service providers, charges, dates and all other 


commonly accepted information elements for services rendered to Covered Persons pursuant to 


this Agreement (including but not limited to such records as are necessary for the evaluation of 


the quality, appropriateness, and timeliness of services performed under this Agreement). Such 


records shall be kept in accordance with industry standards, Regulatory Requirements, including 


without limitation applicable law regarding confidentiality of Covered Person information. Such 


records shall be retained by Provider for the period of time required under Regulatory 


Requirements, but in no event less than ten (10) years from the date the service is rendered. 


Provider shall provide state and federal agencies access to review records related to services 


provided hereunder in accordance with Regulatory Requirements. Provider shall permit 


AMERIGROUP or its designated agent to review records directly related to services provided to 


Covered Persons, either by providing such records to AMERIGROUP for off-site review, or on-
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site at Provider’s facility, upon reasonable notice from AMERIGROUP and during regular 


business hours.  Provider shall obtain all necessary releases, consents and authorizations from 


Covered Persons with respect to their medical records to permit AMERIGROUP access to such 


records.  Provider shall supply the records described above at no charge upon request. Covered 


Persons and their representatives shall be given access to any requested copies of the Covered 


Persons’ medical records, to the extent and in the manner provided by law as amended and 


subject to reasonable charges. The requirements of this section pertain to the retention of records 


for Medicaid purposes only; other state or federal rules may require longer retention periods and 


Provider shall comply with all such state or federal law and Agency rules.  These minimum 


record keeping periods shall begin to run from the last date of treatment.  After these minimum 


record keeping periods, state law allows for the destruction of records.  Said records shall be 


made available for fiscal audit, medical audit, medical review, utilization review, and other 


periodic monitoring upon request of authorized representative of the Program. The rights and 


obligations of the parties under this section shall survive the termination of this Agreement. 


7.2 Record Transfer.  Provider shall cooperate in the transfer of Covered Persons' 


medical records to other Participating Providers when required, subject to Regulatory 


Requirements, and shall assume the cost associated therewith.  Following a Covered Person's 


request for record transfer, Provider shall transfer such Covered Person's medical records in 


Provider's custody within ten (10) days following the request or such other time period required 


under Regulatory Requirements. 


ARTICLE VIII 


COMPLAINT/DISPUTE RESOLUTION 


8.1 Complaints of Covered Persons.  AMERIGROUP shall notify the Provider 


concerning any complaint by a Covered Person involving that Provider or a Participating 


Provider of that Provider in accordance with procedures set forth in the Provider Manual. The 


provisions of this Article shall only apply to disputes that have complied fully with all grievance 


and appeal procedures set forth in the Provider Manual. 


8.2 Negotiation of Disputes. 


(a) In the event of a dispute arising out of this Agreement that is not resolved 


by, or is not within the scope of relationship management set forth in the Agreement, or that is 


not resolved by informal discussions among the Parties, the Parties shall negotiate the dispute.  


Any party may initiate negotiation by sending a written description of the dispute to the other 


Parties by certified or registered mail or personal delivery.  The description shall explain the 


nature of the dispute in detail and set forth a proposed resolution, including a specific time frame 


within which the Parties must act.  The Party receiving the letter must respond in writing within 


thirty (30) days with a detailed explanation of its position and a response to the proposed 


resolution.  With in thirty (30) days of the initiating Party receiving this response, principals of 


the Party who have authority to settle the dispute will meet to discuss the resolution of the 


dispute.  The initiating Party shall initiate the scheduling of this negotiating session. 
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(b) In the event the Parties are unable to resolve the dispute following the 


negotiation, a Party shall have the right to pursue all available remedies at law or equity, 


including injunctive relief. 


ARTICLE IX 


TERM; TERMINATION 


9.1 Initial Term and Renewal.  Subject to the terms and conditions otherwise set forth 


in this Agreement, this Agreement shall have an initial term of two (2) years, commencing as of 


the Effective Date, and shall renew automatically thereafter for successive terms of one (1) year, 


unless either party notifies the other of its intent not to renew at least one hundred twenty (120) 


days prior to the end of the term. 


9.2 Termination Without Cause.  Notwithstanding any other provision included in 


this Agreement, Provider and AMERIGROUP shall each be entitled to terminate this Agreement 


at any time during its term by providing one hundred and twenty (120) days prior written notice 


to the other party.   


9.3 Termination by Either Party for Cause.  Either party may terminate this 


Agreement for Cause, defined as a material breach of this Agreement by the other party hereto, 


upon ninety (90) days prior written notice to the other party.  The notice shall set forth the 


reasons for termination and provide the breaching party ninety (90) days to cure such material 


breach or the termination becomes effective. 


9.4 Immediate Termination; Automatic Termination. 


(a) Immediate Termination.  AMERIGROUP shall be entitled to terminate 


this Agreement immediately upon AMERIGROUP’s determination made in good faith and with 


reasonable belief that (A) a Covered Person’s health is subject to imminent danger or a 


physician’s ability to practice medicine is effectively impaired by an action of the Board of 


Medicine or other governmental agency or (B) Provider continues a practice or pattern of (1) 


substantial disregard for the rules and regulations of AMERIGROUP with respect to patient care, 


or (2) material deviation from the practice and quality assurance standards adopted by 


AMERIGROUP, or (C) Provider’s continued participation could adversely affect the care of 


Covered Persons.  In addition, AMERIGROUP may immediately terminate this Agreement upon 


the filing of a petition in bankruptcy for liquidation or reorganization by or against Provider, if 


Provider becomes insolvent, or if a receiver is appointed for Provider or its property.  In the case 


of termination under this subsection, the effective date of such termination shall be the date set 


forth in AMERIGROUP’s written notice to Provider notifying Provider of such termination. 


(b) Automatic Termination.  This Agreement shall automatically and 


immediately terminate upon the expiration, surrender, revocation, restriction or suspension of 


any professional license required for Provider to perform the services contemplated hereunder or 


Provider’s participation in any applicable Program. In addition, if Provider is terminated, barred, 


suspended or otherwise excluded from participation in, or has voluntarily withdrawn as the result 


of a settlement agreement related to, any program under Titles XVIII, XIX or XX of the Social 


Security Act, this Agreement shall automatically and immediately terminate. 
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9.5 Continuation of Care. 


(a) In the event of the termination of this Agreement for any reason except 


termination of this Agreement for cause by AMERIGROUP pursuant to subsection (c) below, 


any Covered Person who is suffering from and receiving active health care services for a chronic 


or terminal illness or who is an inpatient shall have the right to continue to receive health care 


services from Provider for a period of up to sixty (60) days from the date of the termination of 


this Agreement.  Any Covered Person who is pregnant and receiving treatment in connection 


with that pregnancy at the time of termination of this Agreement may continue to receive health 


care services from Provider for the remainder of her pregnancy and six (6) weeks post-partum.   


(b) During the continuity of care provision described in subsection (a) above, 


Provider shall continue to provide services in accordance with the terms of this Agreement 


applicable immediately prior to the termination of this Agreement, and AMERIGROUP shall 


continue to meet all of the obligations of this Agreement. 


(c) A Covered Person shall not have the right to continuation of care if the 


termination of this Agreement is for loss of Provider license, or if the termination of this 


Agreement is due to reasons related to quality of health care services rendered, which may 


adversely impact the health, safety or welfare of Covered Persons.   


ARTICLE X 


MISCELLANEOUS 


10.1 Amendment.  A contract between AMERIGROUP and Provider may be 


amended: 


(a) At any time by the mutual agreement of the parties as evidenced in a 


writing signed by the parties. 


(b) Except as otherwise provided in this paragraph, by AMERIGROUP upon 


giving to Provider thirty (30) days written notice of the modification.  If Provider fails to object 


in writing to the modification within the thirty (30) day period, the modification becomes 


effective at the end of that period.  If a timely objection is received by AMERIGROUP from 


Provider within the thirty (30) day period, the modification shall not become effective unless 


mutually agreed to by both parties as described in paragraph (a). 


10.2 Non-Exclusivity; Volume.  This Agreement shall not, nor shall it be construed, to 


limit or restrict Provider or AMERIGROUP in any manner from entering into any other 


agreements of any nature whatsoever with other persons or entities for the provision of the same 


or similar services contemplated hereunder.  Neither this Agreement nor anything contained 


herein shall, or shall be construed to, guaranty or obligate AMERIGROUP or any other party to 


provide any minimum number of referrals to Provider hereunder.  


10.3 Assignment or Sub-Delegation. 


(a) This Agreement may be assigned by Provider with the prior written 


consent of AMERIGROUP.  
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(b) AMERIGROUP may assign this Agreement, in whole, or in part, at any 


time during the term of this Agreement without notice to, or consent of, Provider.  In the event of 


a partial assignment of this Agreement by AMERIGROUP, the obligations of the Provider shall 


be performed for AMERIGROUP with respect to the part retained and shall be performed for 


AMERIGROUP assignee with respect to the part assigned, and such assignee shall be solely 


responsible to perform all obligations of AMERIGROUP with respect to the part assigned. 


(c) The rights and obligations of the parties hereunder shall inure to the 


benefit of, and shall be binding upon, any permitted successors and assigns of the parties hereto. 


10.4 Indemnification. 


(a) Provider agrees to indemnify, defend, and hold harmless AMERIGROUP 


and its officers, employees and agents from and against any and all liability, loss, claim, damage 


or expense, including defense costs and legal fees, incurred in connection with (i) Provider’s 


breach of any representation and warranty made by Provider in this Agreement, and (ii) claims 


for damages of any nature whatsoever, including, but not limited to, bodily injury, death, 


personal injury or property damage arising from Provider’s delivery of health care services or 


Provider’s performance or failure to perform Provider's obligations hereunder. 


(b) AMERIGROUP agrees to indemnify, defend, and hold harmless Provider 


and, if Provider is an entity, its officers, employees and agents from and against any and all 


liability, loss, claim, damage or expense, including defense costs and legal fees, incurred in 


connection with claims for damages of any nature whatsoever, arising from AMERIGROUP’s 


performance or failure to perform its obligations hereunder. 


(c) Notwithstanding the foregoing subsections (a) and (b), this Section shall 


be null and void to the extent that it is interpreted to reduce insurance coverage to which either 


party is otherwise entitled, by way of any exclusion for contractually assumed liability or 


otherwise. 


10.5 Non-Performance Due to Governmental Action.  Provider acknowledges and 


agrees that this Agreement and the arrangement contemplated herein are subject to regulation by 


state and federal governmental authorities.  In the event that any action of any such governmental 


authority impairs, limits, or delays AMERIGROUP's performance of any obligation hereunder, 


AMERIGROUP shall be excused from such performance, and AMERIGROUP's failure to 


perform such obligation for such reason shall not constitute a breach of this Agreement.  


10.6 Waiver.  Either party's waiver of any breach or violation of this Agreement by the 


other party shall not, nor shall it be construed to, constitute a waiver of any subsequent breach or 


violation of this Agreement by the other party. 


10.7 Severability.  The invalidity or unenforceability of any provision contained herein 


shall not affect the validity of any other provisions of this Agreement, and this Agreement shall 


be construed in all respects as if such invalid or unenforceable provision were omitted, or, to the 


extent permitted by applicable law, such invalid or unenforceable paragraph shall be replaced 


with another paragraph as similar in terms as may be possible and as may be legal, valid and 


enforceable.  
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10.8 Construction.  This Agreement shall be construed without regard to any 


presumption or other rule requiring construction against the party causing this Agreement to be 


drafted. 


10.9 Notice.  Any notice required to be given under this Agreement shall be sent by 


U.S. First-Class Mail; certified mail, return receipt requested, postage prepaid; hand delivery; 


overnight prepaid delivery; or confirmed facsimile to the addresses set forth below, or to such 


other address designated by a party hereto by notice to the other party pursuant to the terms of 


this Agreement:   


If to AMERIGROUP, at the address set forth in the Provider Manual. 


If to Provider, to the address set forth in Provider’s AMERIGROUP participation 


application. 


10.10 Independent Contractor Status.  Nothing contained herein shall, or shall be 


construed to, create a partnership, joint venture or any other relationship between the parties 


hereto other than that of independent contractors.  


10.11 Entire Agreement.  This Agreement, together with the AMERIGROUP Provider 


Manual, and any attachments and amendments thereto constitute the entire Agreement and 


understanding between the parties with respect to the subject matter hereof, and supersede any 


prior understandings and agreements between the parties, whether written or oral, with respect to 


the subject matter hereof. Provider and AMERIGROUP shall waive any terms of this Agreement 


which, as they pertain to Medicaid Covered Persons, are in conflict with the specifications of the 


Medicaid Program Contract.  


10.12 Captions.  The section headings in this Agreement are for convenience of 


reference only, shall not define or limit the provisions hereof and shall have no legal effect 


whatsoever. 


10.13 Coordination of Defense of Claims.  The parties hereto shall make all reasonable 


efforts, consistent with advice of counsel and their requirements of their respective insurance 


policies and carriers, to coordinate the defense of claims in which either party is named a 


defendant, or has a substantial possibility of being named a defendant. 


10.14 Governing Law.  This Agreement shall be governed by and construed in 


accordance with the state law of the State of Nevada, excluding and without application of any 


conflicts of law principles. 


10.15 Counterparts.  This Agreement and any amendment hereto may be executed in 


two or more counterparts, each of which shall be deemed to be an original and all of which taken 


together shall constitute one and the same agreement. 


 


 


Attachment 5.1.11.4-3: Sample Ancillary Contract


IX-201







  NV Model Ancillary Agreement 
Revised 12/10 


24 


10.16 Impossibility of Performance.  Neither party shall be liable, nor deemed to be in 


default hereunder, for any delay in performance or failure to perform under this Agreement 


which results directly or indirectly from acts of God, civil or military authority, acts of public 


enemy, war, accidents, fires, explosions, employee strikes or other work interruptions, 


earthquakes, floods, failure of transportation, or any cause beyond the reasonable control of such 


party. 
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IN WITNESS WHEREOF, the parties hereto have caused this Agreement to be executed 


by their duly authorized officers or agents. 


 


AMERIGROUP: 


AMERIGROUP Nevada, Inc. d/b/a 


AMERIGROUP Community Care 


By: _____________________________ 


____________________________[Name] 


____________________________[Title] 


____________________________[Date] 


Provider: 


__________________________________ 


Name according to W-9 with d/b/a 


By: _______________________________ 


(authorized signature) 


__________________________[Printed Name] 


__________________________[Title] 


__________________________[Address] 


__________________________ 


__________________________[Telephone] 


__________________________[Date] 
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Claims Dashboard - Nevada


January 2012 - September 2012


Claims Metric Jan Feb Mar Apr May Jun Jul Aug Sep


Claims Received     64,601     73,954     73,558 66,161 70,337 63,153 61,602 68,520 57,106


Claims Paid (unadjusted)     49,463     61,608     68,189 54,041 54,374 58,662 48,534 60,479 51,209


Claims Pended - end of month inventory       4,054       9,780       5,867 7,493 7,071 7,514 5,304 5,284 5,922


% EDI Submission 82% 84% 84% 83% 86% 84% 83% 84% 85%


% Claims Denied 15% 15% 13% 16% 15% 15% 19% 12% 15%


% Auto-adjudicated 76% 82% 79% 81% 83% 82% 76% 82% 81%


% Claims Pended 24% 18% 21% 19% 17% 18% 24% 18% 19%


% claims TAT <= 30 days (unadjusted) 99.8% 99.9% 99.8% 99.1% 99.4% 99.2% 99.6% 99.8% 99.3%


% claims TAT <= 90 days (unadjusted) 100.0% 99.9% 99.9% 99.7% 100.0% 100.0% 100.0% 99.9% 99.7%
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Average Total


D. TAT (calendar days) 4.822


Within 90 calendar days 99.6996 %


99.6540 %


0


      Claims Activity and Inventory Report


99.6540 %


99.6996 % 0


Within 20 calendar days


4.822


0Within 30 calendar days 99.3554 %


99.4279 % 0Within 45 calendar days 99.4279 %


97.1311 %


0Within 60 calendar days


97.1311 %


97.6830 % 0Within 15 calendar days 97.6830 %


98.7934 % 098.7934 %


99.3554 %


C. Process Rate
89.3329 % 0Within 7 calendar days 89.3329 %


27


0Within 14 calendar days


27


178 17891 calendar days and over 178


21 to 30 calendar days


C


4331 to 45 calendar days 43


134 13446 to 60 calendar days 134


327


2761 to 90 calendar days


327


658 65816 to 20 calendar days 658


333 333


B. Processed Counts


333


43


52,936Within 7 calendar days 52,936


4,621 4,6218 to 14 calendar days 4,621


59,257


32715 calendar days


59,257


B.
52,936


123A. Paid/Denied Claims


         Overall Turnaround Time in Calendar Days


                    Reported: 9/1/2012-9/30/2012  for Nevada


59,257Total [FAC/AMI]


I. Turnaround time (TAT) Paid and Denied in calendar days Metric (Not adjusted claims only)


30 days


Totals09/2012
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Average Total


D. TAT (calendar days) 7.043


0


      Claims Activity and Inventory Report


                    Reported: 9/1/2012-9/30/2012  for Nevada


99.4160 % 0Within 90 calendar days 99.4160 %


96.1854 %


7.043 0


Within 30 calendar days 97.9622 %


98.1983 % 0Within 45 calendar days 98.1983 %


99.2917 %


0


Within 60 calendar days 99.2917 %


94.4831 % 0Within 15 calendar days 94.4831 %


96.1854 % 0Within 20 calendar days


97.9622 % 0


C. Process Rate
73.7699 % 0Within 7 calendar days 73.7699 %


93.0666 %


10


Within 14 calendar days 93.0666 %


47 4791 calendar days and over 47


143


C


31 to 45 calendar days 19


88 8846 to 60 calendar days 88


10


114


61 to 90 calendar days 10


137 13716 to 20 calendar days 137


143 14321 to 30 calendar days


19 19


Within 7 calendar days 5,937


1,553 1,5538 to 14 calendar days 1,553


114


8,048


15 calendar days 114


B.B. Processed Counts
5,937 5,937


123A. Denied Claims
8,048


         Denied Turnaround Time in Calendar Days


Total [FAC/AMI] 8,048


II. Turnaround time (TAT) Denied in calendar days Metric


30 days


Totals09/2012
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Average


D. Age (calendar days) 4.434


0.0844 %


0.1518 %60 calendar days and over 0.1518 %


20-25 calendar days 0.4218 %


0.0000 %26-29 calendar days


4.434


      Claims Activity and Inventory Report


                    Reported: 9/1/2012-9/30/2012  for Nevada


99.7638 %


0.0844 %30-59 calendar days


94.7528 %0-10 calendar days 94.7528 %


4.0324 %


15-19 calendar days 0.5568 %


0.4218 %


5


960 calendar days and over 9


0.0000 %


99.7638 %0-29 calendar days


CC. Aging Rate


20 to 25 calendar days 25


026 to 28 calendar days


11-14 calendar days 4.0324 %


0.5568 %


0


530 to 59 calendar days


23911 to 13 calendar days 239


0


15 to 19 calendar days 33


25


5,927


0


029 calendar days


5,616Up to 10 calendar days 5,616


Totals09/2012


14 calendar days 0


33


5,927Total [FAC/AMI]


123A. Inventory Counts


         Ending Inventory Aging in Calendar Days


B.B. Claims Counts by Age


III. Ending Inventory Age in calendar days Metric


30 days
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Average Total


Void 0.0000 %


      Claims Activity and Inventory Report


                    Reported: 9/1/2012-9/30/2012  for Nevada


86.7738 %


49.0681 %Denied 49.0681 %


0.0000 %


81.4795 %Overall 81.4795 %


86.7738 %Paid


126Voided [FAC/AMI] 126


B.B. Auto Adjudication Rate


10,998


6,773 6,773Paid [FAC/AMI] 6,773


4,099 4,099Denied [FAC/AMI] 4,099


126


3,949Denied [FAC/AMI] 3,949


0 0Voided [FAC/AMI] 0


10,998 10,998Manual [FAC/AMI]


126


48,385 48,385Auto [FAC/AMI] 48,385


44,436 44,436Paid [FAC/AMI] 44,436


3,949


51,209Paid [FAC/AMI] 51,209


8,048 8,048Denied [FAC/AMI] 8,048


126 126Voided [FAC/AMI]


A. A. Paid/Denied/A. Paid/Denied/Voided Claim 
59,383 59,383Total [FAC/AMI] 59,383


51,209


         Overall Turnaround Time in Calendar Days


IV. Auto Adjudicated Claim Metric (Including Paid, Denied, Voided)


30 days


Totals09/2012
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Average Total


Void 0.0606 %


      Claims Activity and Inventory Report


                    Reported: 9/1/2012-9/30/2012  for Nevada


Denied 1.2327 %


0.0606 %


0.0758 %


7.7244 %Web 7.7244 %


7.7244 %Paid 6.4311 %


1.2327 %


10.0702 %


4.0331 %Denied 4.0331 %


0.0758 %Void


Void 0.0758 %


14.1791 %Paper 14.1791 %


14.1791 %Paid


78.0964 %


69.7338 %Paid 69.7338 %


8.2869 %Denied 8.2869 %


0.0758 %


B.B. Input Method Rates
78.0964 %Electronic


3,819


732 732Denied 732


36 36Void 36


45Void 45


4,587 4,587Web (Electronic) 4,587


3,819 3,819Paid


8,420


5,980 5,980Paid 5,980


2,395 2,395Denied 2,395


45


4,921Denied 4,921


45 45Void 45


8,420 8,420Paper


126


46,376 46,376Electronic 46,376


41,410 41,410Paid 41,410


4,921


51,209Paid 51,209


8,048 8,048Denied 8,048


126 126Void


A.A. Electronic/Paper/Web 
59,383 59,383Total 59,383


51,209


         Claim Counts by Input Method


V. Input Method Claim Metric


30 days


Totals09/2012
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Claims Audit Report - Nevada


# Audited - # Financial / # Audited = = 0.99 = 99.21 %  Payment


254


Dollar paid - Dollar in error / Dollar paid  = = 1.00 = 99.94 %  Financial


27,585.17


254 - 2


Total Amount Billed   : $ 182,286.25


Calculations :


27,585.17 - 17.42


Skill Name : Nevada Monthly


Total Amount In Error : $ 17.42 Claims Audited : 254


Total Amount Paid     : $ 27,585.17 Total Claims with Errors : 2


8/6/2012 to 9/3/2012
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Queue Name Total


NV-(1) Outpatient Claims (F) 95% 4 4% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 89


NV-(1) Provider Alert F & A FA00 (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 8


NV-(2) Anesthesia (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 9


NV-(2) Consent Form review Z147 (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 2


NV-(2) Issue Resolved Outpatient (F) 0% 86 66% 39 30% 4 3% 0 0% 0 0 0% 0 0% 0 0% 0 0% 129


NV-(2) Manual Pricing ASC (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 6


NV-(2) Manual Pricing C017 (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 8


NV-(2) Outpatient Claims (F) 74% 41 20% 11 5% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 201


NV-(2) Potential Newborn C065 (F) 82% 6 10% 4 7% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 57


NV-(2) Pre D Audit Review C070 55% 0 0% 0 0% 2 22% 2 22% 0 0 0% 0 0% 0 0% 0 0% 9


NV-(2) Unlisted Codes C109 (F) 83% 0 0% 1 16% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 6


NV-(2) Well Newborn HCFA (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 14


NV-(2BH) BH Outpatient (F) 95% 1 1% 2 2% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 74


NV-(2COB) COB (F) 87% 5 10% 1 2% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 48


NV-(3) Childrens Heart VIP 880176637 


(F)


100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 3


NV-(3) Inpatient Claims (F) 68% 6 24% 2 8% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 25


NV-(3) MCR Issue Resolved C014 (F) 0% 20 86% 3 13% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 23


NV-(3) Pediatrix VIP 880367250 (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 16


NV-(3) UB Correctd Clms Bill Type 5,7,8 


C025 (F)


0% 1 100% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 1


NV-(3) Valley Hospital Medical Center 


232973511(F)


25% 7 43% 5 31% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 16


NV-(3) VIP UMC Southern NV (F) 26% 30 44% 20 29% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 68


NV-(3) VIP Willow Springs (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 2


NV-(3BH) BH Inpatient (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 1


NV-(3HD) Internal High Dollar Review 


C050 (F)


0% 1 33% 2 66% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 3


NV-(BC)  BC09 (F) 84% 1 7% 1 7% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 13


NV-(BC) Agreement Assignment BC05 


(F)


26% 4 26% 7 46% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 15


NV-(BC) Business Solutions BC02 - 


Pricing (F)


100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 1


NV-(CID) CID Review C103 (F) 1% 41 78% 7 13% 0 0% 2 3% 0 0 0% 0 0% 1 1% 0 0% 52


NV-(HP) Plan Med Mgmt HP00 (F) 0% 0 0% 2 100% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 2


NV-(MCD) Product Admin-Error Codes 


(F)


0% 1 100% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 1


NV-(MCR) MCR Clinical (F) 100% 0 0% 0 0% 0 0% 0 0% 0 0 0% 0 0% 0 0% 0 0% 42


60% 255 27% 107 11% 6 1% 4 0% 0 0 0% 0 0% 1 0% 0 0% 944


1 0%


571 0%


0 0%


0 0%


42 0%


11 0%


4 0%


1 0%


2 0%


1 0%


0 0%


0 0%


4 0%


18 0%


17 0%


0 0%


16 0%


71 0%


42 0%


3 0%


5 0%


5 0%


14 0%


8 0%


149 0%


47 0%


2 0%


0 0%


6 0%


85 0%


8 0%


9 0%


Work Item Aging by Queue


THIS REPORT IS FOR AMERIGROUP INTERNAL USE ONLY Run Date:  Monday, October 1, 2012, 4:56 PM


0-5 6-10 11-13 14 15-19 20-25 26-28 29 30-59 60 Over
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Total % > 30 


0-5 6-10 11-13 14 15-19 20-25 26-28 31-45 46-60 > 60 Count Days
1 8 3 2 3 2 1 1 0 0 21 4.76%


5 0 0 0 1 1 0 0 0 0 7 0.0%


0 1 0 0 0 1 0 1 0 0 3 33.33%


2 1 2 1 0 4 1 1 0 0 12 8.33%


19 57 1 2 3 0 0 2 0 0 87 2.3%


1 0 0 0 0 0 0 0 0 0 1 0.0%


0 2 1 1 0 0 0 0 0 0 4 0.0%


28 69 7 6 7 8 2 5 0 0 135 3.7%


Internal Resolution Unit (IRU) Work Item Aging


THIS REPORT IS FOR AMERIGROUP INTERNAL USE ONLY Run Date:  Wednesday, October 03, 2012, 7:46 AM


Queue Prefix Age in Days Average


Queue 29-30 Days
NV - (IRU)-CCU 0 14


NV 1 - Small Project SF20120911175044000 JOB20120911253869476 23


NV - (IRU)-Claims Processing MCD 0 7


Market / Regional Market Project Type Document ID Workflow Job ID Age


NV SFC20121002011404376 JOB20121002258834001 2


NV SFC20121002011404038 JOB20121002258833858 2


NV SFC20121002011404140 JOB20121002258833861 2


NV 1 - Small Project SF20120919176117690 JOB20120919255758763 15


NV SFC20121001011395068 JOB20121001258600059 3


NV 1 - Small Project SFC20121002011398439 JOB20121002258828462 2


NV 1 - Small Project SFC20120822011208927 JOB20120822249568612 43


NV - (IRU)-Issue Resolved 0 18


NV 1 - Small Project SF20120912175239431 JOB20120912254092784 22


NV 1 - Small Project SF20120924176631482 JOB20120924256933766 10


NV - (IRU)-HPS Configuration 0 25


Market / Regional Market Project Type Document ID Workflow Job ID Age


NV - (IRU)-Issue Review 3 9


NV - (IRU)-OHI Verification 0 2


NV 1 - Small Project SF20120925176813607 JOB20120925257176985 9


NV 1 - Small Project SFC20120920011348774 JOB20120920256001693 14


Queue Prefix Total Count / Percentage 3 11


Market / Regional Market Project Type Document ID Workflow Job ID Age


NV SFC20121002011404973 JOB20121002258834484 2


NV - (IRU)-Provider Disputes 0 11


Market / Regional Market Project Type Document ID Workflow Job ID Age


NV 1 - Small Project SFC20120921011352095 JOB20120921256232246 13


NV SFC20120927011383887 JOB20120927257668865 7
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CORPORATE  
POLICY 


Subject: 
Subrogation  


Primary Department: 
Cost Containment 


Secondary Department(s):
 


Prior Policy Reference(s): 
Settlement Negotiations 
Third Party Liability 
Third Party Liability ‐ Settlement Negotiations 


Effective Date of Policy: 
February 1, 1996 


Date Policy Last Reviewed:
July 15, 2010  


Date Policy Last Revised: 
May 31, 2012  


Plan CEO Approval/Signature: 
 


Corporate Dept Sr Mgmt 
Approval/Signature: 
 


Check only one: 


Policy is Corporate Owned
 


Policy is Health Plan Owned


Check all that apply: 
Policy is applicable to: 


Corporate
 


All Health Plans
 


Only the following Health Plans (please list): 
(Note:  if there are multiple Health Plans within a State, please list each specific Health Plan directly above, as appropriate.) 
 


 
Purpose 
 


To ensure claims, that may offer subrogation opportunities, are 
investigated and processed timely.  
 


Definitions 
 


Full Subrogation ‐ A process that allows Amerigroup to 
investigate, subrogate and retain all monies collected.  
 
Investigation Only ‐ A process that obligates Amerigroup to 
investigate for possible subrogation but the state retains the 
subrogation rights and retains the money.  
 


Policy 
 


Based on our state contracts, each market is assigned a status 
of Full Subrogation or Investigate Only.  Unless, otherwise 
allowed by state contract or regulation, claims will pay without 
regard to subrogation potential and investigations will take 
place afterwards (Pay and Pursue).  The paid claims are 
reviewed by an outside vendor to investigate possible cases.  
 
For Investigation Only: 
The subrogation vendor will send letters and forward positive 
‘yes’ responses to Amerigroup.  These subrogation leads are 
forwarded to the various state agencies for their follow‐up and 
completion.  
 
For Full Subrogation:  
The subrogation vendor will send letters, file liens, initiate 
negotiations and collect funds on Amerigroup’s behalf. 
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Recovered funds are entered as refunds into the claims system 
to reduce medical expenses.  
 
Settlement Authority: 
For the Full Subrogation states, the subrogation vendor has the 
right to negotiate settlements and reduce liens by thirty‐five 
percent (35%).  Any reduction greater than thirty‐five percent 
(35%) will be reviewed and approved by Amerigroup’s AVP of 
Cost Containment or Amerigroup legal staff as appropriate.  


 
Responsibilities 
 


The subrogation vendor is responsible to perform the services 
they are contracted to perform.  The Cost Containment Unit is 
responsible to oversee the subrogation vendor performance 
and to apply the refunds to the claims system.  
 


Exceptions 
 


Louisiana Market 5.12.3. Post‐payment Recoveries 
5.12.3.1. Post‐payment recovery is necessary in cases where, 
AGP, the Coordinated Care Network (CCN),  has not 
established the probable existence of Third Party Liability at 
the time services were rendered or paid for, or was unable to 
cost avoid. The following sets forth requirements for CCN 
recovery: 
5.12.3.2. The CCN must have established procedures for 
recouping post‐payments for DHH’s review during the 
Readiness Review process. The CCN must void encounters for 
claims that are recouped in full. For recoupments that result in 
an adjusted claim value, the CCN must submit replacement 
encounters. 
5.12.3.3. The CCN shall identify the existence of potential Third 
Party Liability to pay for core benefits and services through the 
use of trauma code edits, utilizing diagnostic codes 800 
through 999.9 (excluding code 994.6) and any other applicable 
trauma codes, including but not limited to E Codes in 
accordance with 42 CFR 433.138(e). 
5.12.3.4. The CCN must report the existence of Third Party 
Liability, to the DHH contracted vendor on a monthly basis by 
the fifteenth (15th) working day of the month from the date of 
discovery. 


 The CCU OHI Team receives at the beginning of each month 
LA OHI Member Updates (adds/changes/terminations) 
from previous month. 


 CCU manually fills out the DHH Medicaid Recipient 
Insurance Form MRIF)  with the updated LA member OHI 
reported on the monthly LA OHI Member Update file 
(under AGP Provider Medicaid ID 2162519) and faxes this 
information by the 15th of the same month. 


Attachment 5.1.11.6-10: Subrogation Policy and Procedure


IX-224







Subrogation    Page 3 of 8 
 


o Note the DHH MRIF is only for reporting member 
OHI coverage.   


5.12.3.5. The CCN shall be required to seek reimbursement in 
accident/trauma related cases when claims in the aggregate 
equal or exceed $500 as required by the Louisiana Medicaid 
State Plan and federal Medicaid guidelines and may seek 
reimbursement when claims in the aggregate are less than 
$500. 
5.12.3.6. The amount of any recoveries collected by the CCN 
outside of the claims processing system shall be treated by the 
CCN as offsets to medical expenses for the purposes of 
reporting. 
5.12.3.7. Prior to accepting a Third Party Liability settlement on 
claims equal to or greater than $25,000, the CCN shall obtain 
approval from DHH. 


 The Department of Health and Hospitals (DHH) wants 
to be notified (Bill Perkins [Bill.PERKINS@LA.GOV] in 
any case where the settlement on claims is equal to or 
greater than $25,000.   


 DHH (Bill Perkins) will return an approval or non 
approval response within 7 business days. The main 
elements ‐ for the settlement piece only – needed for 
review in these situations are the following: 
1. The total amount expended for the services related 


to the accident 
2. The $ amount of claims submitted by other 


providers for same accident related services 
3. The total settlement amount. 
4. The settlement offer to the Bayou Health plan 


5.12.4. Distribution of TPL Recoveries 
The CCN may retain up to 100% of its Third Party Liability 
collections if all of the following conditions exist: 
5.12.4.1. Total collections received do not exceed the total 
amount of the CCN financial liability for the member; 
5.12.4.2. There are no payments made by DHH related to fee‐
for‐service, reinsurance or administrative costs (i.e, lien filing, 
etc.) 
5.12.4.3. Such recovery is not prohibited by state or federal 
law, and; 
5.12.4.4. DHH will utilize the data in calculating future 
capitation rates. 
5.12.5. TPL Reporting Requirements 
5.12.5.1. The CCN shall provide DHH Third Party Liability 
information in a format and medium described by DHH and 
shall cooperate in any manner necessary, as requested by DHH, 
with DHH and/or a cost recovery vendor of DHH. 
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 The Monthly P22 Post Payment Recoveries – due the 15 
of each month for the previous months date ‐ reports 
COB cost avoidance and recovery dollars. 


 The quarterly P23 Schedule V – due 30 days from end of 
calendar year quarter ‐ reports COB cost avoidance and 
recoveries summarized by claim type categories.  


 The quarterly P23 Schedule W – due 30 days from end 
of calendar year quarter ‐ reports open and closed 
cases (by case) with recovered amounts.     


5.12.5.2. The CCN shall be required to include the collections 
and claims information in the encounter data submitted to 
DHH, including any retrospective findings via encounter 
adjustments. 
5.12.5.3. Upon the request of DHH, the CCN must provide 
information not included in encounter data submissions that 
may be necessary for the administration of Third Party Liability 
activity. The information must be provided within thirty (30) 
calendar days of DHH’s request. Such information may include, 
but is not limited to, individual medical records for the express 
purpose of a Third Party Liability resource to determine liability 
for the services rendered. 
5.12.5.4. The CCN shall report members with third party 
coverage to DHH on a monthly basis by the fifteenth (15th) 
working day of the month. 


 Refer to 5.12.3.4 above 
5.12.5.5. Upon the request of DHH, the CCN shall demonstrate 
that reasonable effort has been made to seek, collect and/or 
report Third Party Liability and recoveries. DHH shall have the 
sole responsibility for determining whether or not reasonable 
efforts have been demonstrated. Said determination shall take 
into account reasonable industry standards and practices. 
5.12.5.6. The CCN is required to submit an annual report of all 
health insurance collections for its members plus copies of any 
Form 1099's received from insurance companies for that 
period of time. 


 The annual P23 Schedule V – due 30 days from end of 
calendar year ‐ reports COB cost avoidance and 
recoveries summarized by claim type categories.  


5.12.6. DHH Right to Conduct Identification and Pursuit of TPL 
5.12.6.1. When the CCN fails to collect payment from the Third 
Party Liability within three hundred sixty‐five (365) days from 
date of service, DHH may invoke its right to pursue recovery. 
5.12.6.2. If DHH determines that the CCN is not actively 
engaged in cost avoidance activities the CCN shall be subject to 
monetary penalties in an amount not less than three (3) times 
the amount that could have been cost avoided. 
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New Mexico Market ‐ per Coordinated Long Term Services 
(CoLTS) Regulations listed below Amerigroup must initiate or 
attempt recovery from a third party resource for up to twelve 
(12) months from the date the costs were incurred.  If 
Amerigroup does not initiate or attempt recovery from a third 
party resource within this time frame, Human Services 
Department (HSD) will assume recovery rights. 
 
NMAC 8.307.11.9 (G) (2) Third party liability (TPL): The CoLTS 
MCO shall be responsible for identifying a member’s third 
party coverage and coordinating benefits with third parties as 
required by federal law. The CoLTS MCO shall inform HSD or its 
designee when a member has other health care insurance 
coverage. The CoLTS MCO shall have the sole right of 
subrogation, for twelve (12) months from when it incurred the 
cost on behalf of the member, to initiate recovery or to 
attempt to recover any third‐party resources available to 
Medicaid members; and shall make records pertaining to third 
party collections for members available to HSD or its designee 
for audit and review. If the CoLTS MCO has not initiated 
recovery or attempted to recover any third‐party resources 
available to Medicaid members within twelve (12) months, 
HSD will pursue the member’s third party resources. The CoLTS 
MCO shall provide to HSD or its designee for audit and review 
all records pertaining to TPL collections for its members. 
 
1. NY 2010 8157 (10/13/2010) Medicaid Alert for New York 


Medicaid‐FHPlus, Effective 4/1/10 
2. NY 2011 8708 (1/26/11) Medicaid Alert for New York 


Medicaid Advantage Plus (MAP), Effective 1/1/11. 
3. NY 2011 9148 (2/11/2011) Medicaid Alert for NY Long 


Term Care (LTC), Effective 1/1/11.  
 
All three contract revisions above clarify that Contractor’s may 
pursue Worker’s Compensation benefits and No‐fault 
insurance to the extent that they cover a member’s medical 
expenses. 
 
NY Medicaid/FHPlus/MAP/LTC Contract Section 3.8 or Article 
VI ‐ Section H:  Amerigroup is not allowed to pursue cost 
recovery against personal injury awards. Any recovery against 
these resources is to be pursued by the Medicaid program and 
Amerigroup cannot take actions to collect these funds. 
Pursuit of Worker’s Compensation benefits and No‐fault 
Insurance by the Contractor is authorized, to the extent that 
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they cover expenses incurred by the Contractor. 
 
Note:  NY MMC/FHP requirement is revised in Amendment 
(Alert NY 7238) which has new language in Section 3.7 “Third 
Party Health Insurance Determination”.   
 
3.7: Requirements – a) Point Of Service: The LDSS is 
responsible for disenrolling persons who are excluded from the 
program due to comprehensive TPHI.  If TPHI coverage is 
known at the POS, the Plan shall use the TPHI information to 
coordinate benefits (e.g., alert the provider and ask them to 
bill the TPHI that should be primary to the Plan).  The 
Contractor shall make good faith efforts to coordinate benefits 
and must inform the LDSS of any known changes in TPHI 
insurance eligibility status within 5 days (change from 30 days) 
of learning of a change in TPHI.  The Contractor may use the 
Roster as one method to determine TPHI information. 
b)   Requirements ‐ Post Payment and Retroactive Recovery: 
The State, and/or its vendor, is responsible to collect any 
reimbursement for services obtained from TPHI.  In no 
instances may an Enrollee be held responsible for disputes 
over these recoveries.  If no TPHI coverage is known or 
available at the POS, the Plan shall pay the claim.  If a TPHI is 
identified after the Plan has paid a claim, the State shall initiate 
recoveries and retain all monies.  The Plan shall direct its 
providers to refund all identified recoveries directly to the 
State.  In those instances where the provider adjusted the 
recovery to the Plan, the Plan will refund the adjusted recovery 
to the State.  A recovery shall not exceed the encounter data 
paid claim amount. 
c) TPHI Reporting AGP shall report TPHI activities through Med 
Encounter Data System (MEDS) and Medicaid Managed Care 
Ops Report (MMCOR) in accordance with instructions provided 
by SDOH.  To prevent dup efforts, AGP shall on a quarterly 
basis, share claim specific TPHI disposition (paid, denied or 
recovered) info with State. 
 
Nevada: Amerigroup is responsible not only for pursuing third‐
party  resources  that  it  identifies  but  also  for  pursuing  third‐
party resources  identified and communicated to the managed 
care organization by DHCFP.  Amerigroup is expected to act as 
the  State’s  authorized  agent  for  the  limited  purpose  of  TPL 
collection,  within  the  limitation  of  the  Fair  Debt  Collection 
Practices Act,  15 USC  §  1692,  of  all  third‐party  liability  (TPL) 
pursuant  to  42  CFR  §  433.135  et  seq  and  42  CFR  433.147.  
Amerigroup’s capitated payments include an offset in the rates 
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for these collections. RFP 1509 § 2.9.6. 


 
New Jersey:   
 For purposes of claims cost avoidance, AGP is to utilize 


other available public or private sources of payment within 
60 days of learning that such sources exist. Managed care 
contract section 8.7.A 


• If health or casualty insurance coverage is not known or 
unavailable at the time the claim is filed, the claim is to be 
paid by AGP and post payment recovery will be initiated by 
DMAHS. Managed care contract section 8.7.B 


• Third party resources are categorized as 1) health 
insurance, 2) casualty insurance, 3) legal causes of action, & 
4) estate recoveries.  Managed care contract section 8.7.D 


• DMAHS will pursue and collect payments from health 
insurers when health insurance coverage is available.  
Managed care contract section 8.7.D.1 


• DMAHS will pursue and collect payment from casualty 
insurance available to the enrollee.  Managed care contract 
section 8.7.D.2 


• DMAHS has the sole and exclusive right to pursue and 
collect payments made by AGP when a legal cause of action 
for damages is instituted on behalf of a Medicaid enrollee 
against a third party or when the State receives notice that 
legal counsel has been retained by or on behalf of any 
enrollee.  Managed care contract section 8.7.D.3 


• DMAHS has the sole and exclusive right to pursue and 
recover correctly paid benefits from the estate of a 
deceased Medicaid enrollee.  Managed care contract 
section 8.7.D.4 


 
Ohio: 
OAC 5101:3‐26‐09.1 Managed Health Care Programs: Third 
Party Recovery 
ODJFS maintains  all  rights  of  recovery  against  the  liability  of 
any  third‐party  payor  for  the  cost  of medical  services  arising 
out of any accident/incident related to an injury of an enrollee. 
ODJFS assigns its rights to coordination of benefits to MCPs for 
enrollees who  have  other  primary  resources  for  payment  of 
services. MCPs must take reasonable measures to  identify any 
third party resources which are available. MCPs must make the 
following notifications to ODJFS: 
 Notification  of  all  requests  for  financial  and/or  medical 


records  pursuant  to  the  filing  of  a  tort  action  using  the 
ODJFS designated form within 14 calendar days 
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 Summary of  financial  information within 30 calendar days 
of  receiving  an  authorization  to  release  financial  claim 
statement letter from ODJFS pursuant to a tort action using 
the ODJFS summary form. 


 MCPs  are  prohibited  from  accepting  any  settlement, 
compromise,  judgment or award or recovery of any action 
or claim by the enrollee.  


 
Tennessee: 
CRA  2.21.1.1,  Third  party  resources  shall  include  subrogation 
recoveries.  The  CONTRACTOR  shall  be  required  to  seek 
subrogation amounts regardless of the amount believed to be 
available  as  required  by  federal  Medicaid  guidelines.  The 
amount  of  any  subrogation  recoveries  collected  by  the 
CONTRACTOR outside of the claims processing system shall be 
treated by the CONTRACTOR as offsets to medical expenses for 
the purposes of reporting.  
 
CRA 2.21.1.2, TennCare cost sharing responsibilities permitted 
pursuant  to  Section  2.6.7  of  this  Agreement  shall  not  be 
considered TPL.  
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Nevada Medicaid MCO Services RFP #1988 VIII-1 
November 15, 2012 


VENDOR STAFF RESUMES  


Eric Lloyd, Chief Executive Officer 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Eric Lloyd X Key Personnel 
Classification: CEO # of Years in Classification: 4 


Brief Summary: of 
Experience: 


A proven executive leader with broad-based experience in developing 
highly effective teams, and delivering corporate results.  A strategic 
planner with demonstrated ability rapidly adjusts to competing priorities 
and corporate deliverable. More than 20 years of solid work experience in 
the healthcare industry.  


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone Number, 
Email: 
 
 
 
Role in Contract/Project: 
 
Details and Duration of 
Contract/Project: 


 
 
08.2008 – Present 
 
Amerigroup Nevada, Inc. 
Eric Lloyd 
Same 
 
7251 W Lake Mead Blvd Ste #104  
Las Vegas, NV 89128 
P:  702-228-1308 
Eric.Lloyd@amerigroup.com 
 
CEO 


 
• Leads all major cross-functional areas throughout the health plan 


to include business processes, provider relations, government 
relations, and the effective implementation of all operational 
aspects of the health plan’s strategic planning  


• Helped lead local operational launch of Nevada in Clark and 
Washoe Counties.   


• Ensures operations meet expected service standards, hires, trains, 
and leads a high functioning health plan team. 


• Develops business strategies for coordinating approach to 
AMERIGROUP’s efforts to work with state governments.       


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 


 
 
03.2006 – 02.2007 
LifeMasters Supported Self Care 
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Client Contact Name: 
Client Address, Phone Number, 
Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


5000 Shoreline Ct # 300,  
S San Francisco, CA 94080,  
P:  650-873-6000 
 
Vice President, Client Relations  
• Was accountable for managing all client relationships throughout 


the organization, which include Health Plans, Medicare/Medicaid, 
Large Employers, Retirement Systems and Trust   


• Effectively led departmental design and performance to achieve 
optimal success  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, 
Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
08.2005 – 02.2006 
Health Integrated  
10008 N Dale Mabry Hwy # 214,  
Tampa, FL 33618  
P:  813-388-4000 
 
Vice President, Business Development  
• Was functionally responsible for generating new business 


throughout the entire country by developing relationship with 
significant health plan and employer partners  


• Effectively led the new development of specific sales strategies to 
achieve corporate sales and profitability objectives for Disease 
Management/Population Health Management, Nurse Line, and all 
other products/services.  


• Presented and effectively discussed all Health Integrated products 
and services to national audiences  


EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Loma Linda University School of Public 
Health 
Loma Linda  
CA 
M.H.A – Masters Health Administration 


20 
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November 15, 2012 


REFERENCES 


Minimum of three (3) required, 
including name, title, 
organization, phone number, 
fax number and email address 


 
John Whaley, 
Chief Of Business Lines 
Dept. of Health & Human 
Services 
P:  775-684-3691 
F:  775-687-4178 
jwhaley@dhcfp.nv.gov 
 
Charles Duarte 
Administrator 
Dept. of Health & Human 
Services 
P:  775-684-3677 
F:  775-687-3893 
cduarte@dhcfp.nv.gov 


 
Mike Willden 
Director 
Dept. of Health & Human 
Service 
P:  775-684-4008 
F:  775-220-4432 
m.willden@dhhs.nv.gov 
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David Hsieh, Associate Vice President Finance 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: David Hsieh X Key Personnel 
Classification: AVP, Finance # of Years in Classification: 3 


Brief Summary: of 
Experience: 


Finance executive specializing in healthcare with experience assisting 
companies with their growth, performance, and profitability objectives.  
Proven success in problem solving, analysis, and leadership. 


# of Years with Firm: 3  
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
01.2009 – Present 
 
Amerigroup Nevada, Inc. 
David Hsieh 
Same 
 
7251 W. Lake Mead Blvd. 
Suite 104 
Las Vegas, NV  89128 
P:  702-545-9833 
David.Hsieh@amerigroup.com 
 
Associate Vice President, Finance 
• Provides oversight of all health plan financials and related 


activities including budgeting, medical expense initiatives, 
financial and operational reviews, and analysis and rate 
discussions.  


• Develops quarterly budgets for top-line, medical, SGA, and PTPC 
to support forecasting needs 


• Reviews monthly encounter submissions and participates in the 
rate-setting process 


• Supports all health plan analytic and reporting needs 
• Supports NCQA and HEDIS® initiatives including: Member 


Satisfaction, Complex Case Management, Population Analysis, 
Denials, Utilization Management (UM) Auth Utilization, and 
Quality Improvement Project reports 


• Supports state reporting 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
01.2008 – 10.2008 
UnitedHealth Group, Ingenix 
3110 Lake Center Dr. 
Santa Ana, CA  92704 
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Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


P: 800-328-5979 
 
Director, Operations 
• Oversaw all aspects of risk adjustment reimbursement to improve 


member health outcomes for Medicare Advantage (Parts A/B/D) 
and Medicaid plans for key accounts 


• Used HCC and budget neutral models to predict member risk 
scores and payment based on demographics and chronic diagnosis 


• Captured unreported conditions via retrospective chart audits, 
annual assessments, and provider training in diagnostic coding to 
improve Medicare plan reimbursement  


• Led and engaged operations’ teams to implement risk adjustment 
services 


• Developed work plans and performed project management 
oversight across functions (Finance, Information Technology, 
Analytics, Programs, Market Outreach) to integrate services and 
manage key activities such as encounter collections, submissions, 
revenue reconciliation, and analytic and financial reporting 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
05.2003 – 03.2007 
DaVita 
601 Hawaii St. 
El Segundo, CA  90245 
P: 310-536-2400 
 
Finance Manager 
Managed $75 million in annual capital expenditures to support the 
development of new clinics nationwide 
• Evaluated financial models to determine investment feasibility of 


new clinical projects; screened and approved opportunities against 
investment criteria such as cash-on-cash returns, IRR, and NPV 


• Developed proforma financial statements by forecasting growth, 
revenues, expenses, and capital costs against comparables; 
performed sensitivity analysis of key assumptions to ensure 
financial returns 


• Directed annual capital planning process of $75 million to support 
strategic plan; provided quarterly outlook review on spending 


• Performed various ad-hoc financial analyses to support business 
decisions 


• Analyzed financial results to identify trends and explain variances 
against planned targets for  volume, revenue, cost, and cycle time 
metrics; worked with project teams to establish corrective actions 
as needed 
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EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Rutgers Graduate School of Management 
Newark, NJ 
MBA, Finance 
 
Rutgers College of Engineering 
Piscataway, NJ 
BS Industrial Engineering 


3 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


Martin V. Arabia 
Management Analyst II 
Business Lines Unit 
Division of Health Care Financing and Policy 
P:  702-668-4293 
F:  702-668-4279 
Martin.Arabia@dhcfp.nv.gov 
 
Eric Lloyd 
CEO 
Amerigroup Nevada, Inc. 
P:  702-545-9829 
F:  702-228-1308 
Eric.Lloyd@amerigroup.com 
 
Julie Skaggs 
VP Provider Relations 
Amerigroup Nevada, Inc. 
P:  702-545-9831 
F:  702-228-1308 
Julie.Skaggs@amerigroup.com 
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Richard Roberts, MD, Health Plan Medical 
Director 


COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Richard Roberts X Key Personnel 
Classification: Health Plan Medical Director # of Years in Classification: 3 


Brief Summary: of 
Experience: 


More than 30 years of experience in managed care, working with 
providers, and insurers, in Medicaid, Medicare, commercial, for-profit and 
not-for-profit settings, and as a provider in fee-for-service (FFS) and fully 
integrated systems 


# of Years with Firm: 3 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
02.2009 – Present 
 
Amerigroup Nevada, Inc. 
Richard Roberts 
Same 
 
7251 W. Lake Mead Blvd., Ste 104 
Las Vegas, NV 89128 
P: 702.228.1308 
Richard.Roberts@amerigroup.com 
 
Health Plan Medical Director  
• Oversees all medical care for Amerigroup products and services  
• Oversees the health care needs of the membership and serves as 


the principal medical manager and policy advisor to the company 
and health plan CEO 


• Is accountable for and provides professional leadership and 
direction to the utilization/cost management and clinical quality 
management functions  


• Works collaboratively with other plan functions that interface with 
medical management such as provider relations, member services, 
benefits and claims management, etc  


• Assists in short and long range program planning, total quality 
management (quality improvement) and external relationships  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
1.2006 – 10.2008  
Foothill Pediatrics 
6301 Mountain Vista St., Ste 205  
Henderson, NV 89014 
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Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


P: 702.614.5437 
 
Staff Pediatrician 
• Provided direct care to pediatric patients recording medical 


history, examining patients, administering tests to determine 
diagnosis, analyzing/reviewing test results/reports, 
prescribing/administering treatment/medication to 
eliminate/reduce symptoms and increase immunity and 
referring/admitting patients to sub-specialists/hospitals as needed 


• Was responsible for diagnosing and treating day-to-day illnesses to 
children 


• Attended to newborn babies and hospitalized children as needed. 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
09.2007 – 2.2009 
Schaller-Anderson/Aetna 
4645 E. Cotton Center Blvd., Building 1  
Phoenix, AZ 85040 
P: 602.659-1100 
 
Associate Medical Director 
• Performed general managed care functions for an at-risk network 


in Orange County for a Medicaid population substitute medical 
director for Medicaid plan in Arizona, Employee Retirement 
Income Security Act plan in San Diego 


EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 
 
 
 
 
 
 
 


University of Arkansas 
Fayetteville 
Arkansas 
Master of Science, Healthcare Administration 
American Board of Pediatrics: NV, CA, AZ, AK and 
NM 
 
University of Illinois College of Medicine 
Chicago 
Illinois 
Doctorate of Medicine 
 
Loyola University Chicago 
Chicago 
Illinois 
Bachelor of Science, Biology 
 
 
 


2 
 
 
 
 
 
4 
 
 
 
 
4 
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REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


John Whaley, Chief 
Medicaid Managed Care 
P: 775-684-3692 
F: 775-684-3720 
jwhaley@dhcfp.nv.gov 
 


Jerry Reeves, Medical Director 
Health Insight 
Principal of Health Innovations LLC 
P:  702-385-9933 
F: 702-385-4586 
healthinnovations@cox.net 


 
Dennis Moore, MD  
Southwest Medical Associates 
P: 702-459-7424 
F: 702-459-0320 
Moore.Dennis@uhn.com 
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Candice Speers, Director Quality Management 


COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Candice Speers X Key Personnel 
Classification: Director, Quality Management # of Years in Classification: 1.67 


Brief Summary: of 
Experience: 


Experienced health professional with extensive experience in acute clinical 
setting as well as managed care organizations. Has 8 years of experience in 
HMO/MCO organizations as Director of Quality Management (QM) with 
responsibility for URAC and NCQA accreditation, compliance with QM 
functions as contracted by the State or HMO, appeals and grievances.    


# of Years with Firm: 1.67    
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
06.2010 - present  
 
Amerigroup Nevada, Inc. 
Candice Speers 
Same 
 
7251 W. Lake Mead Blvd, Suite 104  
Las Vegas, NV 89128 
P: 702-545-9846 
Candice.Speers@amerigroup.com  
 
Director, Quality Management  
• Develops, coordinates, and implements quality initiatives within 


the health plan; including indicators for monitoring and evaluating 
quality of care/service, appropriateness, continuous improvement, 
member satisfaction, and results of actions across the continuum of 
care to members 


• Facilitates NCQA Accreditation and continued compliance with 
standards 


• Coordinates the quality management program activities throughout 
the functional areas of the health plan and provides education in the 
area of quality management  


• Collaborates with the State and federal regulatory agencies on 
quality initiatives. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
05.2004 – 12.2009 
Healthcare Partners of Nevada  
700 E. Warm Springs Road 
Las Vegas, Nevada 89135 
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Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


P: 702-318-2400  
 
Director, Quality Management  
• Led all aspects of compliance and quality for the Medical 


Management division, including development of policies and 
procedures, department orientation and competencies, Quality 
Councils, program description, work plans and evaluations   


• Facilitated compliance with state and federal (ERISA, CMS, and 
HIPAA) regulations and functions delegated by HMO in quality, 
UM, case management, and provider credentialing  


• Facilitated provider education and profiling related to HEDIS 
quality measurements   


• Oversaw of the CMS Risk Adjustment Coding Program. 
 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
10.1993 – 5.2003 
 
Stanford Hospital and Clinics (SHC)  
300 Pasteur Drive  
Stanford, CA 94305 
P: 650-723-4000 
 
Director of Center for Education 
• Developed and presented more than 100 Continuing Education 


seminars and conferences for health professionals at Stanford and 
the Bay Area maintaining cost neutral budget     


• Facilitated Comprehensive Regulatory Training Program for 
Patient Care Services at SHC 


• Participated in the Annual Clinical Placement for visiting 
professionals, student nurses, and medical students, contracting 
with 12 academic institutions and the Stanford Medical School  


• Participated in recognition and retention events.  
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EDUCATION 
Description                                            # of years of experience  


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 
 
 
 


College of  Notre Dame 
Belmont, California 
Master Public Administration-Health 
Services   
 
San Jose State University  
San Jose  
California  
BSN, Public Health 
 
St. Elizabeth School of Nursing  
Yakima  
Washington  
Nursing Diploma 
 
 
 
 


2 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


 


Michelle Ross, CPC 
Executive Director Health Plan Administration 
Health Care Partners of Nevada  
700 E. Warm Springs Road 
Las Vegas, NV 89119 
P: 702 318-2406 
F: N/A 
mross@hpnv.com  


 
Anna Grant, RN BSN, CCM  
VP Clinical Operations 
Health Smart  
222 W. Colinas Blvd. Suite 400N 
Irving,  TX 75039 
P: 214 574-3593 
F: N/A 
Anna.Grant@healthsmart.com 


 
Pamela Simmons, RN MS, 
Quality Management for Patient Care Services 
Stanford Hospital and Clinics  
300 Pasteur Drive Room H0105 
Stanford CA 94305 
P:  650 368-7174 
F: N/A 
evbol@aol.com  
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Marlene Morrison, Associate Vice President 
Provider Relations 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Marlene Morrison X Key Personnel 
Classification: AVP Provider Relations # of Years in Classification: 4 


Brief Summary: of 
Experience: 


Accomplished and results-oriented healthcare professional with in-depth 
knowledge and experience in operations, venture growth, strategic planning, 
network management, marketing and communications, product 
development, and quality improvement.  Proven leader with strong 
diplomacy, organizational and implementation skills. 


# of Years with Firm: 0 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
11.2012  
 
Amerigroup Nevada, Inc. 
Marlene Morrison 
Same 
 
7251 W. Lake Mead Blvd, Suite 104  
Las Vegas, NV 89128 
P: 702-545-9846 
Marlene.Morrison@amerigroup.com 
 
Associate Vice President, Provider Relations 
• Assists health plan senior staff in interacting and negotiating with the 


provider’s most senior clinical and administrative executives  
• Collaborates with the CEO/COO and other health plan senior 


management to determine the Plan’s provider contracting needs. 
• Works with health plan leadership in the development of provider 


network business plans, strategies and goals as they relate to network 
expansion and provider contracting, education, communication, 
policies, procedures and servicing 


• Monitors local market trends relating to provider contracting, 
reimbursement and service, make recommendations to modify 
current processes and assist implementing changes when necessary 


• Supervises the provider network and operations staff to ensure 
proficiency and efficiency in meeting all health plan strategic and 
operational goals, major job objectives and planning goals 


• Develops and implements strategies to recruit and retain the highest 
quality staff members. 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
11.2011 – 11.2012 
Healthcare Consultant 
P.O Box 177 
Buffalo, NY 14201 
 
Healthcare Consultant 
• Provided consultative services for health plans, hospitals, and 


provider groups to increase efficiency and reduce healthcare costs 
• Developed operational methodologies to reduce expenditures and 


overutilization of emergency room services 
• Formulated strategies to implement telehealth and medical tourism 


initiatives 
• Devised and implemented strategies to maximize quality of care and 


customer experience 
• Developed strategies to increase disease management and preventive 


care participation 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
07.1999 – 10.2011 
Integrated Marketing Technologies 
P.O. Box 3793 
Santa Fe, CA 92067 
P: 913-704-5951 
Jacob.H.Heller@gmail.com 
 
Partner 
• Provided strategic counsel for executive leadership for internal and 


external sales and marketing strategies 
• Developed business models for FFS and shared-risk reimbursement 


methodologies, in conjunction with financial and marketing plans for 
healthcare entities.  Maximized provider capacities, access and 
revenues in under-served areas 


• Developed survey tools and performed statistical analysis for 
healthcare organizations to more effectively market services 


• Developed models for hospitals and providers to optimize staffing 
and resource requirements and the effective procurement thereof.
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EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Ohio State University 
Columbus, Ohio 
Masters in Hospital and Health Services 
Administration 
 
Western Kentucky University 
Bowling Green, Kentucky 
Bachelor’s, Science 


4 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


Jared Gross 
VP Medical Economics 
HealthNow New York 
P: 860-680-9373  
F: 716-887-8969 
gross.jared@healthnow.org 
 
Jacob Heller, Partner 
Integrated Marketing  
P: 913-704-5951  
F: N/A 
jacob.h.heller@gmail.com 
 
Nickole Garrison 
Private Client Advisor 
M&T Bank 
P: 716-698-8725  
F: 716-848-3051 
nickole.garrison@gmail.com 
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Dena Sargent, Quality Management Coordinator 
RN 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Dena Sargent X Key Personnel 


Classification: 
Quality Management 
Coordinator RN # of Years in Classification: 8 


Brief Summary: of 
Experience: 


Extensive nursing experience with more than 6 years experience with 
quality management and improvement.  


# of Years with Firm: 3.75 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
1.2009 – Present 
 
Amerigroup Nevada, Inc. 
Dena Sargent 
Same 
 
7251 W Lake Mead Blvd Ste #104  
Las Vegas, NV 89128 
P: 702-545-9837 
Dena.Sargent@amerigroup.com 
 
Quality Management Coordinator RN 
• Responsible for developing, coordinating, implementing, and 


evaluating the continuous quality improvement activities for 
assigned populations according to the established QM program 


• Assists with defining opportunities for improvement and 
collaborates with various internal and external participants to 
improve member experience, satisfaction, and sustainable 
outcomes  


• Provides education in the area of quality improvement to 
departments, providers, and the community  


• Assists in ensuring compliance with regulatory and accrediting 
organizations 


• Responsible for managing medical necessity appeals, Quality of 
Care review and clinical oversight of member grievances. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 


 
 
1.2007 – 12.2008 
WellPoint Las Vegas, NV 
9133 West Russell Road 
Las Vegas, NV 89148 
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Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


P: N/A 
 
Senior Clinical Quality Compliance Nurse 
• Conducted facility site reviews of health plan physician offices 
• Conducted HEDIS medical record audits of physician offices 
• Audited hospital medical records to verify proper coding of 


emergency department (ED) services 
• Participated in health fairs and other community-based 


organizations  
• Participated in and planned provider/clinical staff training 


seminars. 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
12.2004 – 12.2006 
Great Lakes Health Plan 
17117 W 9 Mile Rd Ste 1600 
Southfield, MI 48037 
P: N/A 
 
Provider Education and Outreach Nurse – Quality Improvement 
• Assisted in the development and promotion of disease 


management programs for Medicaid members 
• Conducted provider education and promotion of MQIC clinical 


guidelines and increasing HEDIS outcomes 
• Reviewed HEDIS® medical records and reviewed data entry into 


Catalyst software 
Utilization Reviewer 
• Reviewed and assigned inpatient length of stays for Medicaid 


members using Milliman and Robertson clinical criteria 
• Assisted with the discharge planning of members 
• Participated on the HEDIS preparation group 
• Conducted after-hours on-call nurse for hospital admission 


notification.  
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EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Phoenix 
Southfield 
Michigan 
Information Systems (BS/IS) 
 
St. Claire College  
Windsor 
Ontario, Canada 
Associate Degree 
Diploma of Nursing 
 
 
 
 
 
 


8 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 
 
 


David Blackman, President  
HIPAA Review  
P: 714-305-5501 
F: N/A 
www.HIPAAreview.com 
 
Chelsea Lundy, Provider Relations 
Coventry Health Care  
P: 313-510-8112 
F: N/A 
CMSLundy@cvty.com 
 
Darlene Dove, Admitting Supervisor 
CHW St Rose Hospital 
P: 702-300-0464 
F: 702-492-8012 
Darlene.Dove@chw.edu 
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Lisa Bogard, Associate Vice President 
Operations - Nevada 
COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Lisa Bogard X Key Personnel 


Classification: AVP Operations - Nevada # of Years in Classification: 
10 
months 


Brief Summary: of 
Experience: 


Hands-on leader with more than 18 years of proven results in Quality 
Assurance, Production, Systems and Project Management in Healthcare 
Management Operations.  Results driven Six Sigma Black Belt with a 
history of successful process improvements. 


# of Years with Firm: 6 ½  
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
01.2012 – Present 
 
Amerigroup Corporation  
Lisa Bogard 
Same 
 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737  
Lisa.Bogard@amerigroup.com 
 
Associate Vice President, Operations, Nevada Health Plan 
• Assists the Nevada health plan CEO in the fiscal and operational 


management  
• Serves as the liaison to all Virginia Beach support services  
• Has local responsibility for network development, provider 


partnerships, provider relations, and quality management programs, 
performance management/improvement, budgets, complaints and 
appeals, monthly financials, and reporting  


• Responsible for identifying, developing, and implementing best 
practices and coordinating implementation of health plan initiatives. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 


01.2008 – 01.2012 
 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P:  757 473-2737  
Lisa.Bogard@amerigroup.com 
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
Associate Vice President, Quality Assurance 
• Developed and implemented a strategic quality plan to improve 


claim payment accuracy from 93.1% to 98.2% 
• Led quality initiative to achieve State Performance Guarantees for 


Claim Payment Accuracy and reduce sanctions, fines, and penalties  
• Created quality sanction provider process to ensure compliance 


including audit program, dashboard, and comprehensive process 
improvement plan 


• Led quality initiative to implement provider data quality program to 
support corporate provider life-cycle program. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


07.2006-12.2007 
 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464   
P:  757 473-2737  
Lisa.Bogard@amerigroup.com 
 
Director Quality Assurance 
• Identified $350,000 in process improvement savings 
• Sponsored 5 Quality associates to achieve their Six Sigma Green 


Belt certifications 
• Developed best-in-class audit tool to ensure compliance with state 


contracts 
• Acted as Risk and Compliance Officer for Service Operations 


(COSO), created dashboards for tracking, monitoring, and 
mitigating risk using COSO framework. 


EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 
 
 
 
 
 
 
 
 
 
 


University of Oregon 
Eugene 
Oregon 
Psychology 
CPC, Six Sigma Black Belt 
 
 
 
 
 
 
 
 
 
 


5 
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REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


Dennis Kinzig 
Chief Risk Management Officer 
Amerigroup Corporation 
P: 757-473-2737 
F: N/A 
Dennis.Kinzig@amerigroup.com 
 
Judi Peterson 
SVP National Contact Center 
Amerigroup Corporation 
P:  757-473-2737 
F: N/A 
Judi.Peterson@amerigroup.com 
 
David Babashanian 
VP Enrollment 
Amerigroup Corporation 
P:  757-473-2737 
F: N/A 
David.Babashanian@amerigroup.com 
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Julie Skaggs, Vice President Provider Relations 
 


COMPANY NAME: Amerigroup Nevada, Inc. 
X Contractor �Subcontractor 
Name: Julie Skaggs X Key Personnel 
Classification: VP Provider Relations # of Years in Classification: 10  


Brief Summary: of 
Experience: 


More than 24 years of health care experience including management 
experience in start-up and growth HMO’s, preferred provider 
organizations (PPO), and government-funded programs.  An 
accomplished leader in developing and motivating teams to achieve 
unified goals utilizing innovative concepts and strategies including 
provider contracting, patient centered medical home programs, risk 
contracting and network operations. Accomplishments also include 
building and enhancing provider networks, corporate project management, 
and formulation of health plan policies.  


# of Years with Firm: 3 ½  (Amerigroup Nevada, Inc.); 7 (Amerigroup Corporation) 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
 
Vendor Name: 
Client Name: 
Client Contact Name: 
 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
08.2002 – Present 
  
Amerigroup Nevada, Inc. 
Julie Skaggs 
Same 
 
7251 W. Lake Mead Blvd, Ste 104  
Las Vegas, NV 89128 
P:  702-228-1308 
Julie.Skaggs@amerigroup.com 
 
Vice President, Provider Relations 
(01/2009 to Present) 
• Represents Amerigroup in interaction and negotiation with the 


most senior clinical and administrative executives  
• Leads the roll out of Nevada’s Patient Centered Medical Home 


model and pay for performance programs 
• Leads the development of provider network related earnings 


improvement initiatives as well as network growth and expansion 
initiatives 


• Develops and implements Provider Relations projects or 
assignments in support of health plan goals  


• When provider issues become escalated, interacts with provider 
senior administrators, sets strategy for issues resolution, monitors 
progress of issues, and works with VPs in other departments to 
expedite resolution. 
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Manager, Forager Data Management 
(07/2006 to 12/2008) 
• Implemented several key root cause projects saving nearly 


$3million in overpayments    
• Created a tool to re-price and audit 100% of diagnosis related 


group claim payments for the Tennessee health plan, netting an 
estimated overpayment discovery of several million dollars.     


 
Provider Services Director 
(02/2002 to 05/2006) 
• Was responsible for hospital and ancillary contracting, educating, 


and servicing  
• Developed strategic business plans and cost savings initiatives to 


support health plan goals  
• Negotiated complex agreements with key hospital and ancillary 


providers  
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
12.1997 – 10.2001  
Aetna Health Plans 
2777 N. Stemmons, Suite 300 
Dallas, TX  75207 
P: 214-200-8000 
 
Network Manager   
• Lowered outpatient hospital costs through the implementation of 


new Hospital and Physician Partnership Program   
• Led the Provider Relations staff responsible for the HMO filing, 


expansion, and development of 13 new counties in Texas, meeting 
an aggressive 6 month deadline    


• Negotiated and managed Independent Practice Association risk 
relationships involving 100+ physicians and 50,000 risk members, 
as well as large multi-hospital systems in Dallas/Ft. Worth.   


• Acted as key liaison with Medical Management and Operations 
staff to identify cost-saving opportunities    


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
01.1997 – 12.1997  
Provider Networks of America  
4100 International Plaza, Suite 400 
Ft. Worth, TX  76109 
P: 817-731-1273 
 
Recruiter  
• Single-handedly developed an entire PPO physician market in 


Shreveport, LA, and East Texas in less than one year   
• Expanded rental physician market in Iowa, West Texas and 
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Minnesota  
• Negotiated complex contracts with large hospital systems, IPAs, 


and physician groups in a multi-state area    
•  Negotiated ancillary contracts on a national level   


 
 


EDUCATION 


Description # of Years 
Experience 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Texas at Arlington 
Arlington 
Texas 
Bachelor’s 
 
University of Texas Austin, TX 
Austin 
Texas 
Masters 


2 
 
 
 
 
2 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


John Whaley, 
Chief Of Business Lines 
Dept. of Health & Human Services 
P:  775-684-3691 
F:  775-687-4178 
jwhaley@dhcfp.nv.gov 
 
Charles Duarte 
Administrator 
Dept. of Health & Human Services 
P:  775-684-3677 
F:  775-687-3893 
cduarte@dhcfp.nv.gov 
 
Mike Willden 
Director 
Nevada Health and Human Service 
P:  775-684-4008 
F:  775-220-4432 
m.willden@dhhs.nv.gov 
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5.1 VENDOR INFORMATION 
5.1.1 Company Profile 
Vendors must provide a company profile in the table format below. 


Table 5.1.1-1. Profile of Amerigroup Nevada, Inc. 
Question  Response 
Company name:  AMERIGROUP Nevada, Inc. 
Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation:  Nevada 
Date of incorporation:  August 11, 2005 
# of years in business:  4 years 


List of top officers: 


Eric Lloyd, President and CEO 
Scott W. Anglin, VP and Treasurer 
Nicholas J. Pace, VP and Secretary 
Dr. Richard Roberts, VP and Medical Director  


Location of company headquarters: 
7251 West Lake Mead Blvd., Ste. 104 
Las Vegas, NV 89128 


Location(s) of the company offices: 
7251 West Lake Mead Blvd., Ste. 104 
Las Vegas, NV 89128 


Location(s) of the office that will 
provide the services described in 
this RFP: 


7251 West Lake Mead Blvd., Ste. 104 
Las Vegas, NV 89128 
 


Number of employees locally with 
the expertise to support the 
requirements identified in this RFP: 


47 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


76.75 


Location(s) from which employees 
will be assigned for this project: 


7251 West Lake Mead Blvd., Ste. 104 
Las Vegas, NV 89128 
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5.1.2 NRS 80.010 
Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 


N/A: AMERIGROUP Nevada, Inc. is not a foreign corporation. 


5.1.3 Appropriate Licensure 
The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information 
regarding the Nevada Business License can be located at http://sos.state.nv.us. 


Table 5.1.3-1. Nevada Business of Amerigroup Nevada, Inc. 
Question  Response 
Nevada Business License Number:  NV20051537996 
Legal Entity Name:  AMERIGROUP Nevada, Inc. 
 
 
Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


Yes    No  √ 
 
Amerigroup Nevada, Inc. also does business as “Amerigroup Community Care.” Amerigroup 
Nevada, Inc. has used an approved doing business as (DBA) name of Amerigroup Community 
Care on certain company materials and communications since 2009.  


5.1.4 Verification of Licensing Requirements 
Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal.  Proposals that do not 
contain the requisite licensure may be deemed non-responsive. 


AMERIGROUP Nevada, Inc. holds a Certificate of Authority to operate as an HMO in the 
mandatory managed care counties issued by the Department of Insurance. The license was 
issued on March 30, 2006, and has been maintained continuously since its date of issue.  
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Additionally, based on our proposed corporate structure, AMERIGROUP Corporation also 
holds two licenses issued by the Nevada Division of Insurance in accordance with Nevada 
statutes and regulations governing utilization review and claims payment activities:  


 Utilization Review Agent license issued February 8, 2006, and maintained 
continuously since its date of issue 


 Third Party Administrator license issued June 2, 2009, and maintained continuously 
since its date of issue 


5.1.5 Contracts with State of Nevada Agencies 
Has the vendor ever been engaged under contract by any State of Nevada agency? 


Yes  √  No   
 
If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 


Amerigroup Nevada, Inc. holds a contract with Nevada Department of Health and Human 
Services, Division of Health Care Financing and Policy.  


Table 5.1.5-1. Amerigroup Nevada, Inc. Currently Holds Contracts with the State of Nevada 
Question  Response 
Name of State agency:  Nevada Department of Health and Human Services 


Division of Health Care Financing and Policy  
State agency contact name:  John Whaley, Chief of Business Lines 
Dates when services were 
performed: 


February 1, 2009 – present 


Type of duties performed:  RFP/Contract #1509: Provide risk‐based capitated HMO 
services in support of the Title XIX (Medicaid) and Title XXI 
State Child Health Insurance Program (SCHIP) medical 
assistance programs.  


Total dollar value of the contract:  $761,765,047.54 


5.1.6 Employees of the State of Nevada 
Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 


Yes    No  √ 
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5.1.7 Contract Failures, Breaches, and Litigation 
Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP 
must also be disclosed. 


Does any of the above apply to your company? 


Yes    No  √ 
 


5.1.8 Insurance Requirements 
Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988.  Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 


 
 


 
Any exceptions to the insurance requirements must be identified on Attachment B, Technical 
Proposal Certification of Compliance with Terms and Conditions of RFP.  In order for any 
exceptions to the insurance requirements to be considered they must be documented in detail in 
Attachment B.  The State will not accept additional exceptions and/or assumptions if submitted 
after the proposal submission. 


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Amerigroup Nevada acknowledges the requirement to provide the Certificates of Insurance 
upon contract award.  


 


Yes  √  No   
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5.1.9 Company Background and Qualifications 
Company background/history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages. 


5.1.9.1 Corporate Background 


A.  Provide a general description of the primary business of your organization and its 
client base. Include the length of time vendor has been providing services described 
in this RFP to the public and/or private sector.  


AMERIGROUP Nevada, Inc. (Amerigroup Nevada) manages public sector health care 
programs in Nevada and is well qualified to provide health care services for more than 85,000 
Medicaid, CHAP, and Nevada Check Up members. For nearly four (4) years, we have served 
Washoe and Clark County members—mainly mothers and children—the average age of 
which is 11, with 81 percent 18 years of age or younger. Amerigroup Corporation (our parent 
company) and our affiliates (collectively Amerigroup) have more than 16 years of experience 
providing managed care services to Medicaid, CHIP, the uninsured, and Medicare 
populations, including managing large-state Medicaid contracts. Today, Amerigroup serves 
approximately 2.7 million members through health plans in 13 states with the 14th going live 
in the first quarter of 2013. Our extensive track record includes managing services and 
populations across the continuum of care, including physical and behavioral health; LTC; 
home and community-based services (HCBS); foster care; Supplemental Security Income 
(SSI); aged, blind, and disabled (ABD); and rural populations. 


B.  Provide a brief history and current company ownership including the ultimate parent 
organization and major shareholders/principals.  


Amerigroup Nevada, a wholly owned subsidiary of Amerigroup, was invited to participate in 
the program by DHCFP when another MCO exited the market. We stepped in February 1, 
2009, and launched operations within 120 days of contract award. Amerigroup, our parent 
company, is an organization that focuses on meeting the healthcare needs of low-income and 
medically vulnerable Americans in the Medicaid and Medicare programs. Amerigroup 
Corporation owns 100 percent of the issued and outstanding shares of common stock of 
Amerigroup Nevada. As of production of this proposal, Amerigroup is aware that four entities 
own beneficially five percent or more of the outstanding shares of Amerigroup Corporation 
common stock. These entities are FMR, LLC; Artisan Partners Limited Partnership; Capital 
World Investors; Vanguard Group, and Institutional Investment Advisors.  


C.  Is your firm a resident of Nevada or a resident of another state? If so, please list the 
state of residence. Does your resident state apply a preference, which is not afforded 
to bidders or vendors who are residents in the state of Nevada? This information may 
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be utilized in determining whether an inverse preference applies pursuant to Nevada 
Revised Statutes. 


Amerigroup Nevada, Inc. is a resident of Nevada and was incorporated on August 11, 2005, as 
a Nevada-domiciled company.  


D.  The location of disaster recovery back-up site. 


The disaster recovery back-up site is located at the: DR Collocation Site, AT&T Internet Data 
Center, C/O Site 18396, 11830 Webb Chapel Rd., Dallas, TX 75234. There is a direct 
connection between the production data center in Virginia Beach, VA, and the Dallas, TX, hot 
site, which allows immediate backup Internet access for the entire enterprise if needed.  
 
E.  The name, address and telephone number of the Vendor’s point of contact for a 


contract resulting from this RFP. 


Eric Lloyd, Chief Executive Officer, Amerigroup Nevada, Inc., 7251 West Lake Mead Blvd., 
Ste. 104, Las Vegas NV 89128; the phone number is (702) 228-1308. 


F.  The size of organization in assets, revenue and people.  


Table 5.1.9-1.Organization in Assets, Revenue and People     


Amerigroup Nevada  Through 2nd quarter 2012 
Assets   $44,482,676 
Revenue  $91,682,411 
Employees  47 
Amerigroup Corporation (parent company)  Through 2nd quarter 2012 
Assets   $2.9 billion 
Revenue  $6.4 billion 
Employees  6,600 


 


G.  The organizational chart of your senior management by function including key 
personnel.  


Please see Figure 5.1.9-1 on the following page for an organizational chart of our senior 
management by function including key personnel. 


H. The areas of specialization. 


Amerigroup specializes in Medicaid Managed Care and serves more than 2.7 million members 
through a variety of public programs, including Medicaid, Temporary Assistance for Needy 
Families (TANF—with more than 1.4 million mothers and babies), CHIP, uninsured adults, 
and people with disabilities/ Supplemental Security Income (SPD/SSI), as well as Medicare. 
Amerigroup drives value by focusing on the high-need, high-cost populations and innovating 
cost-effective solutions through integrated care management strategies. See Figure 5.1.9-2 on 
page 8. 







 Tab V – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-7 
November 15, 2012 


Figure 5.1.9-1. Organizational Chart  


 


 


 


I.  The company’s main product/service lines and annual revenues for the two most recent years for which full data are 
available. 


Table 5.1.9-2. Amerigroup Nevada’s Revenue and Membership for Past Two Years 


Amerigroup Nevada 2010    Amerigroup Nevada 2011 


Medicaid revenue   $12,867,925.85     Medicaid revenue   $14,014,420.96  
Medicaid membership   67,027     Medicaid membership   77,820  
CHIP revenue  $591,606.83    CHIP revenue  $674,287.28 
CHIP membership  5,805    CHIP membership  5,785 
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Figure 5.1.9-2. Services Provided by Amerigroup 


 


J.  The corporate philosophy and mission statement. 


Corporate philosophy: We will be a different kind of health insurance company—a company 
that does well by doing good. Mission: To provide Real Solutions for members who need a 
little help by making the healthcare system work better while keeping it more affordable for 
taxpayers.   


K.  A description of any plans for future growth and development of your organization. 


Amerigroup and Amerigroup Nevada 
stand ready to continue partnering with 
DHCFP as new populations, services, 
and geographies are added. Our broad 
experience in Nevada and in our other 13 
health plans enables us to scale new 
programs and solutions to address 
Nevada’s healthcare needs. Additionally, 
we anticipate future growth and 
development to support an influx of 
members through expansions and 
opportunities offered by the Accountable 
Care Act (ACA). Here are some of the 
areas on which we are focusing:  


Medicaid Expansion: leverage our depth 
of experience around providing cost-
effective integrated benefits, services, 
care management, and transition plans 


Health insurance exchange: expand the frame work we have developed so far in order to meet 
future individual needs and State challenges and integrating member transition processes  


Health homes: support ACA guidelines to provide health homes to Medicaid members with 
chronic illnesses to achieve more accessible, cost-effective, high-quality primary care, and 
further support primary care practices in their effort to improve patient outcomes 


Health information exchange: deepen the links and training among the health information 
exchange, electronic health records, and the methods for provider collaboration 


Other populations: anticipate the changing needs for future populations such as the ABD, the 
children/adolescents in the juvenile justice system/foster care programs, and the 
approximately 70,000 potential members who are eligible but have not previously applied. We 
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Table 5.1.9-2. More than 600,000 
Members Added Since January 2011 
Amerigroup Market Expansion/Business 


Line Additions Since January 2011 
TANF: new members  548,118 
CHIP: new members  46,066 
Long‐term Care: new members  6,033 
ABD: new members  5,805 
Medicare: new members  1,178 


Total:  607,200 


now serve more than 279,000 ABD/dual-eligible individuals and will continue to expand 
current benefits/services/transition plans to include these populations.  


L.  Please identify any recent market expansion and/or business line addition by your 
organization. Describe the implementation approach and methodology you employed 
for the market expansion and/or additional business line identified. For example, what 
kind of planning and project management techniques, what resources and 
organization, etc.? 


As the table illustrates, Amerigroup has welcomed 
new members across all products in all our states 
since January 2011. We have expanded products, 
including long-term care and the uninsured; 
services, ranging from physician/hospital and 24-
hour institutional care to personal care services 
offered in the community; and geographic 
locations—all while controlling medical costs, 
improving quality, and saving taxpayer dollars 
beyond what is achieved through fee-for-service. 
Our methodology is to leverage our experience, fully engage our local 
leadership/administrative infrastructure, and build on strong relationships with state officials 
and established provider networks. Therefore, we have been able to help provide solutions 
during three recent implementations. Our health plans in Louisiana and Washington and a 
pending implementation in Kansas all reflect this—Louisiana transitioned most of their 
Medicaid population into managed care; Washington included Medicaid, plus the uninsured 
populations through an additional program; and Kansas, beginning January 1, 2013, will 
serve members statewide through a comprehensive patient-centered care coordination 
program. A natural extension of effort is the major opportunity to serve the dual eligible 
population—managed care is part of the organic solution for this high-cost population. Our 
implementation approach is an expertly managed process. From a highly trained, professional 
group of subject matter experts who are pulled from key functional areas to our 
Implementation Project Team, we adhere to a formal project management lifecycle, which 
includes: 


  


These qualities allow us to positively impact the health of members, sustain profits, and create 
a seamless system that spans acute medical care and long-term services and supports.  
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5.1.10 Experience 
Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


5.1.10.1 Experience 


A.  Explain in detail the experience your organization has in providing the services 
requested in this RFP, including specific experience with the following: 


  1. Managing a network of Medicaid Providers; 


  2. Managed care programs for Medicaid recipients; 


  3. Administering Medicaid utilization and case management programs; 


  4. Medicaid claims processing and adjudication 


  5. Project management; and 


  6. Qualifications of key personnel. 


Experience Providing Services Requested in this RFP 
Amerigroup is proud to have served Nevadans 
through the Medicaid MCO program since February, 
2009. We now deliver healthcare services to 
approximately 85,000 members, including Temporary 
Assistance to Needy Families (TANF), Child Health 
Assurance Program (CHAP), and Nevada Check Up 
enrollees. Our local team includes 47 employees, 
including 33 Nevada residents and 18 doctors, nurses, 
behavioral health clinicians, and social workers. 
Amerigroup Nevada is the only Medicaid MCO in the 
State with NCQA accreditation. 


Our operations now meet or exceed current DHCFP contract requirements, which mirror the 
vast majority of the new Contract requirements. Since our inception, Amerigroup Nevada has 
not been assessed any fines or monetary penalties directly related to any failure to meet 
standards as outlined in our contract. We have also cultivated excellent relationships with 
members, providers, consumer groups, community-based organizations, and State agencies 
throughout Washoe and Clark Counties to complete the continuum of care needed to promote 
healthy lives for our members. 
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As described throughout this section, we have sought active collaboration with DHCFP to 
strengthen the Medicaid and Nevada Check Up programs and deliver results that align with 
the Agency’s goals; we also have demonstrated our commitment to achieving improved health 
outcomes for all Nevadans, not just Amerigroup members. We are enthusiastically working 
with the State to plan for the future. Our CEO participates on the Silver State Health 
Insurance Exchange (SSHIX) Finance and Sustainability Advisory Committee and sits on the 
board of directors of the Nevada Health Information Exchange (NHIE). Our Medical 
Director is a member of the Plan Certification and Management Advisory subcommittee of the 
SSHIX. We engage with State leadership to share ideas and strategies to achieve the 
Governor’s Healthy Nevada goals.  


Augmenting our experience in the State, Amerigroup Nevada is a wholly owned subsidiary of 
Amerigroup Corporation, which has more than 16 years of experience managing publicly 
funded health programs. Amerigroup covers approximately 2.7 million members, including 
one out of every 23 Medicaid recipients and one out of every 24 children covered by CHIP 
nationwide. In addition to Nevada, Amerigroup operates health plans in 13 other states: 
Florida, Georgia, Kansas (launching January, 2013), Louisiana, Maryland, New Jersey, New 
Mexico, New York, Ohio, Tennessee, Texas, Virginia, and Washington.  


Amerigroup’s experience outside Nevada enables us to capitalize on innovations that are 
developed with similar populations in other states and bring to DHCFP expertise related to 
programs and services that now fall outside the current MCO program. We have deep 
experience serving seniors, people with disabilities, and dual eligibles; delivering long-term 
services and supports (LTSS) benefits for members enrolled in Home and Community-Based 
Service (HCBS) waivers; and innovating new solutions to fill care and service gaps. 


Medicaid Provider Network (5.1.10.1.A.1) 
Amerigroup has extensive experience managing Medicaid provider networks in Nevada as 
well as across the country. As an organization immersed in Medicaid managed care, 
Amerigroup understands the factors that drive a successful network strategy. These factors 
include promoting access by contracting with providers located close to public transportation, 
strategically partnering with entities like schools and 
health departments, and maximizing access to 
services on evenings and weekends to accommodate 
working families. Outside Nevada, Amerigroup has 
managed Medicaid provider networks for 16 years 
and has established networks in 13 other states. Our 
response to Section 5.1.11.4 includes details on our 
specific network management strategies. 
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Our local team has forged trusting relationships with providers of all types in Clark and 
Washoe counties. This foundation of trust enables us to more rapidly respond to changing 
member needs. For example, we can expand our network by recruiting specialists to whom 
our contracted PCPs currently refer. We continually evaluate network access and capacity by 
monitoring GeoAccess® tools and member complaints. For example, we identified an uptick in 
member complaints about access in Washoe County, evaluated network gaps that drove the 
complaints, and recruited additional providers to resolve those gaps.  


This experience positions Amerigroup Nevada as an optimal MCO partner as we bring a solid 
foundation on which to build and expand our network as DHCFP needs evolve in the future, 
including network expansions required for a Qualified Health Plan for the SSHIX. For 
example, an increase in the number of enrolled adult males will likely require increased 
capacity for PCPs who are internists. We stand prepared, based on extensive experience in 
other states, to expand our Nevada network capacity should DHCFP opt to add seniors and 
people with disabilities enrolled in the Medical Assistance for Aged Blind and Disabled 
(MAABD) eligibility category or dual eligibles. We also bring expertise to the State should it 
expand the covered services to include LTSS to promote independent living for members 
requiring Home and Community-Based Services. 


Our experience spans the following areas: 


 Scope. Amerigroup Nevada has already 
developed a comprehensive and robust 
network in Clark and Washoe counties that 
includes 13 hospitals, 640 PCPs, 2,098 
specialists, and more than 500 behavioral 
health providers. Our network meets all 
DHCFP requirements, including accessibility 
and appointment standards. We enjoy a network retention rate exceeding 99 percent. 
Additionally, due to the increased prevalence of mental illness and chemical 
dependency in low-income populations, we maintain a robust range of behavioral 
health providers who can address acute and rehabilitation services that promote 
sustained recovery for members who are Severely Emotionally Disturbed (SED) and 
Seriously Mentally Ill (SMI). This includes an innovative partnership with Harmony 
Healthcare in Clark County through which its Rapid Response Team provides onsite 
screening for members presenting to the emergency department (ED) for a mental 
health or substance abuse condition.  


 Composition. We understand the unique needs of low-income populations, and our 
network facilitates optimal access to care and services, including providers with whom 
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our members already have trusting relationships. All Essential Community Providers 
in our current service area are in our network, including both of Nevada’s Federally 
Qualified Health Centers (FQHC), reflecting the unique cultural preferences of our 
members. Almost 20 percent of our current members speak Spanish as their primary 
language, and more than 46 percent of our network providers can accommodate that 
preference. 


 Physician Extenders. In Amerigroup’s experience, properly trained and supervised 
physician extenders—Physician Assistants (PA), Advanced Practice Registered Nurses 
(APRN), and midwives—are a practical solution to expand access to primary care and 
deliver the needed preventive services for our members. In Nevada, we contract with 42 
Nurse Practitioners and 43 PAs. 


 Provider Engagement. In Nevada and across the country, Amerigroup has 
demonstrated success engaging providers through innovative programs such as our 
Real Solutions® Medical Home and provider quality incentive programs, which are 
detailed in our response to Section 
5.1.10.1.B. Currently 8,800 Nevada 
members, representing more than 10 percent 
of our membership, are served through a 
Real Solutions® Medical Home, and more 
than 36,000 members (more than 42 percent) 
are connected to PCP practices that 
participate in quality-driven incentive 
programs. We are also assisting our Medical 
Homes to achieve NCQA certification as Patient Centered Medical Homes (Level 2). 
Nationally, Amerigroup operates the fifth largest Medical Home program in the 
country according to the latest Patient-Centered Primary Care Collaborative (PCPCC) 
report. We are also well positioned to support DHCFP as it plans for the future. Our 
affiliate health plans in Washington, Kansas, and other states are building Health 
Homes that are compliant with Patient Protection and Affordable Care Act 
requirements to enable our state partners to capitalize on increased Federal Medical 
Assistance Percentage (FMAP) funding and foster quality outcomes through patient-
centered integrated care for our members with chronic conditions, including SED 
children and SMI adults.  


 Satisfaction. In our most recent provider satisfaction survey, 90 percent of Nevada 
providers would recommend us to other physicians (a 20 percent gain over the previous 
year). Eighty-six percent reported that they were satisfied overall with Amerigroup, 
also a 20 percent gain over 2010. We achieve these satisfaction rates through a 
carefully structured Provider Relations strategy that includes field-based 
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representatives that nurture close relationships with providers and their employees 
through one-on-one education, engagement, and problem-solving. So far this year, our 
Provider Relations team has met with more than 700 providers. We also assign 
Provider Relations Representatives by provider type so each Representative is most 
familiar with the questions and issues most relevant for each provider area, fostering 
expertise and early identification of trends within provider types. For example, 
Representatives who support obstetricians are familiar with health plan procedures 
specific to maternal care, such as preauthorization requirements and claims coding 
best practices required to gather accurate HEDIS®-related information. 


 Alignment with State Goals and Objectives. Our experience also includes engaging 
providers to advance the State’s goals related to the Nevada Health Information 
Exchange (NHIE). We promote health information sharing with our PCPs and 
PCMHs, but we also collaborate with HealthInsight’s Health Information Technology 
Regional Extension Center and the State’s Quality Improvement Organization on 
educating providers about adopting electronic health records (EHR) and achieving 
meaningful use standards. (Our CEO is also a member of HealthInsight’s Nevada 
Partnership for Value-driven Healthcare Steering Committee.) For providers not 
currently using EHRs, we educate them on how to move toward them, fostering the 
long-term success of the State’s HIE initiative. 


Amerigroup also innovates to create sustainable solutions to network gaps in other states that 
we are prepared to bring to Nevada.  


See the Confidential Technical Volume for proprietary information. 


 Telehealth. Our Georgia affiliate contracted with the Georgia Partnership for 
TeleHealth to increase access to specialty care (both physical and behavioral health) 
through the innovative use of technology, including telemedicine, HIE, and telehealth. 
The program has reduced delays in receiving specialty consults and follow-up 
appointments in areas that have poor access to specialty care and also reduced 
transportation expenses and missed days from work. We will apply best practices and 
lessons learned to expand access to services as the MCO expands into Nevada’s rural 
areas. 
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Medicaid Managed Care Programs for Recipients (5.1.10.1.A.2) 
In Nevada and across the country, Amerigroup brings widespread experience delivering 
Medicaid managed care programs for recipients. As detailed in our response to Section 
5.1.10.1.C, Amerigroup has significantly invested in the development of our people, our 
systems, and our processes to establish best practices that deliver results. We continue to 
innovate and create new programs and services for our members that advance the goals and 
objectives of the State customers we serve, including DCHFP.  


In this section, we describe our Medicaid managed care experience related to: 


 Implementing solutions to optimize member health outcomes, including children and 
pregnant women who currently represent our largest membership in Nevada 


 Delivering services to diverse populations 


 Coordinating comprehensive benefits and services 


 Partnering with existing community programs to reach members and their families 


Implementing Solutions to Optimize Member Health Outcomes 


With more than 16 years of experience serving Medicaid recipients, including four years in 
Nevada, Amerigroup has refined programs to optimize health outcomes. 


Designation of a Medical Home 


We maintain established procedures to connect each member to an appropriate medical home, 
including policies and procedures that guide assignment of PCPs to those who have not 
selected one and that enable Children with Special Health Care Needs to select a specialist as 
a PCP. Our comprehensive and culturally diverse network enables members to select a PCP 
that promotes positive relationships. (They are described in our response to Section 5.1.11.3.) 
We reinforce the importance of having a PCP with each interaction. Additionally, as described 
above, Amerigroup is pioneering the adoption of Real Solutions® Medical Homes to enhance 
the capabilities of PCPs in Nevada. More than 10 percent of our current members are served 
through these medical homes.  


Health Promotion and EPSDT Services 


Timely and age-appropriate preventive and well-care visits for all members, including periodic 
screenings, are vital to assisting members maintain their health. Well-care visits, age-
appropriate screenings, and immunizations also enable us to identify and address any 
potential conditions before they escalate. Amerigroup has in place the tools and strategies 
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necessary to drive promotion of Early and Periodic Screening, Diagnosis, and Treatment 
(EPSDT), primary, and preventive health services, including: 


 Tracking tools that enable us to monitor member receipt of services in accordance with 
evidence-based guidelines, including HEDIS-related services 


 Telephonic and mail outreach to members to remind them about the need for services 
and a new pilot to test texting reminders, which is being evaluated for adoption in 
Nevada 


 Provider outreach and reminders, including enhanced reporting for our Real 
Solutions® Medical Home providers 


Care Management Programs Developed for Low-Income Populations 


Amerigroup has implemented and refined a continuum of care management services that 
enable us to calibrate the level of intervention to each individual’s risk level, making efficient 
use of the health plan’s resources by focusing the greatest efforts on individuals with the 
greatest needs or challenges. This includes NCQA-accredited disease management as well as 
comprehensive case management. Our maternal and child health program fully aligns with 
DHCFP’s goal of reducing pre-term birth rates as it provides extensive supports to pregnant 
women and their newborns. All programs specifically address the unique characteristics and 
needs of low-income populations, and our proprietary predictive models prioritize outreach to 
members with the greatest risk levels. 


Delivering Services to Diverse Populations 


Amerigroup Nevada has served Medicaid, CHAP, and Nevada Check Up enrollees since 
February, 2009. We understand the challenges and opportunities with this population, and we 
have achieved significant gains in clinical quality for our members.  


We bring even greater value to DHCFP through our affiliate health plans, with which we 
share best practices, as the State considers expansion of the program to include eligibility 
categories now enrolled in the fee-for-service program. Our affiliate health plans are 
experienced at coordinating a wide-ranging array of services to a broader range of Medicaid 
recipients than we are currently contracted to do in Nevada.  


Our programs serve the full continuum of members’ health needs, from infants to seniors. 
Figure 5.1.10-1 illustrates our breadth of experience with various populations today. 
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Figure 5.1.10-1. Amerigroup Health Plans Serve Diverse Populations (through November 2012)  


 


In Nevada we will adopt the best practices from our affiliates as DHCFP opts to expand the 
program. For example, other Amerigroup health plans cover individuals involved with the 
juvenile justice system and foster care. Amerigroup serves similar populations in other states 
and we are experienced at the unique challenges of serving these populations. For example, 
both groups experience elevated prevalence of significant behavioral health conditions and 
multiple co-morbid physical health diagnoses. Children in foster care are prescribed 
psychotropic medications at a rate far higher than other youth populations and also 
experience more fragmented care and require coordination with numerous state agencies. 
Youth in juvenile justice have higher rates of substance use and require extensive social 
supports. For both populations, Amerigroup will apply our lessons learned in other states to 
orchestrate effective care and services. 


Our deep understanding of the Medicaid and Nevada 
Check Up populations informs our operations. For 
example, community-based outreach and education 
offer the best opportunity to engage low-income 
populations in our experience. As a result, we have instituted our “Member Mondays” 
outreach program at high-volume and large PCP offices in Nevada. On those days, 
Amerigroup Provider Relations employees, cross-trained to interact with members, are 
available to answer Amerigroup member questions and provide hands-on assistance. With a 
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large presence of Mexican nationals in southern Nevada, we have also introduced “Member 
Mondays” at the Mexican consulate so that we can meet and engage members, encouraging 
them to access primary and preventive care services.  


Amerigroup Corporation has committed extensive resources to developing Health Insurance 
Exchange (HIX) solutions that will be adapted to our Nevada operations. A designated team of 
experts has been collaborating with thought leaders nationwide to develop innovative and 
efficient solutions to a significant challenge facing our state customers across the country. 
These efforts complement our Nevada leadership’s active engagement with local SSHIX 
efforts.  


Coordinating Comprehensive Benefits and Services 


Our team is skilled at coordinating the array of benefits and services available through 
Medicaid, CHAP, and Nevada Check Up as well as non-covered services available through 
other State programs or community agencies so that we can holistically address the physical, 
behavioral, social, and environmental needs of each individual member and his or her family. 
This expertise is particularly important as low-income families face unique challenges. 
Engaging them in care and services and coordinating access to community services is vital to 
achieving improved health outcomes.  


Amerigroup has experience coordinating and delivering a wide range of benefits and services 
to diverse Medicaid populations in an integrated manner. Amerigroup offers industry-leading 
proficiency in delivering culturally competent Medicaid and CHIP managed care programs 
and coordinating a comprehensive array of benefits including physical and behavioral health, 
pharmacy, home and community-based services and supports, and nursing facility (NF) 
services. Table 5.1.10-1 summarizes the benefits offered through each of our 14 health plans 
to illustrate the depth of our expertise working with diverse benefits. 
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Table 5.1.10-1. Delivering Integrated Benefits to 2.7 Million Members*  


 


*This table is representative of the services covered in the market. In some circumstances, the 
benefits may be provided for certain populations or as value added services. 


Our experience with diverse benefits has contributed to highly specialized services within our 
health plans. For example, we bring extensive national experience serving adults with SMI 
and children with SED, populations who currently may, and frequently do, opt out of the 
Nevada managed care program. Our recovery-focused programs provide the full range of 
benefits available to members and their families. We also identify and coordinate the extensive 
array of wraparound services that are often required to keep individuals with chronic mental 
health conditions on the path to sustained recovery, such as peer support and family-centered 
support programs.  


This experience drives development of creative 
partnerships. For example, our Tennessee health 
plan partnered with local organizations to establish 
shared housing for adult men transitioning out of 
long-term stays at a state hospital to leverage the 
strong social ties among the men, an important factor 
in sustained recovery. It also contracted for supportive housing for women with co-occurring 
mental health and substance abuse disorders that accepts children, fostering family unity that 
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is vital to ongoing recovery. Additionally, as noted above, we have forged best practices by 
piloting unique medical home strategies for individuals with behavioral health diagnoses that 
we can to bring to Nevada. We are fully prepared to adopt valuable lessons learned to enhance 
quality of life and health for our Nevada members with SMI and SED. 


Partnering with Community Programs to Reach Members and Families 


In our experience in Nevada and across the country, it is difficult to engage Medicaid and 
CHIP members and their families through traditional outreach efforts. Therefore, a vital 
component of our Medicaid managed care program includes embedding the health plan and 
its leaders directly in the community we serve. In addition to reaching members and their 
families directly to build trust and credibility, maintaining a strong presence in the community 
builds a thorough understanding of the needs, challenges, and opportunities for low-income 
families that exist within Nevada today.  


Amerigroup Nevada has grown deep roots in northern and southern Nevada and has 
established partnerships with many organizations with whom we share a mission. Our strategy 
is to link with community agencies, community, and faith-based organizations to extend the 
reach of the health plan and to coordinate existing social services that complement needed 
medical services. We also support these organizations through donations or grants from our 
foundation to achieve or continue their stated missions. We target efforts toward organizations 
that currently support children and young women and are known to and trusted by our 
Nevada members, most of whom are children and young women. We remain flexible and will 
expand the scope of partnerships should the State opt to include seniors and people with 
disabilities or recipients enrolled through juvenile justice or child welfare programs in the 
MCO program. We have many partnerships with such organizations in other states in which 
we serve this population, and we would adapt such partnerships in Nevada. 


Many of our members hail from cultures in which trust must be slowly established over time. 
Our experience in Nevada and other states validates that faith-based organizations are 
important partners to help us build that trust. Amerigroup Nevada will continue to build on 
our current community efforts to nurture ties with faith-based community leaders through 
sponsorship of and participation in health fairs and education events. We will also leverage 
social services that faith-based organizations offer to help members obtain needed services 
from trusted organizations to achieve their health goals.  


Just a few examples of our many Nevada partnerships include: 


 Nevada Youth Alliance. Amerigroup is one of this organization’s biggest sponsors. 
Most recently, we participated in their back-to-school event at College of Southern 
Nevada, at which we distributed backpacks full of school supplies. 
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 After School All Stars (ASAS).We sponsored soccer teams at 10 schools in 
neighborhoods with a high concentration of Amerigroup members for this non-profit 
organization providing after-school programs for 6,000 at-risk youth in Clark County. 
Team sponsorship encourages a safe environment and encourages physical activity. 
Our CEO is a member of the board of ASAS Las Vegas. 


 Urban League. Amerigroup recently partnered with the Urban League to offer free 
dental and vision screenings for our members at their offices, inviting members as well 
as other community organizations who strive to reach the same population.  


 Southern Nevada Immunization and Health Coalition (SNIHC). Amerigroup partners 
with SNIHC to promote clinics that boost immunization rates for our members and the 
whole community. This is particularly important for our African-American members, 
who often experience lower immunization rates than those of other cultural groups. 
SNIHC is also leading efforts to advance women’s health through improved prenatal 
care and reduced rates for unnecessary C-sections, which align with goals of both 
DHCFP and the health plan. In December, 2012, Amerigroup will receive SNIHC’s 
Silver Syringe award for the third consecutive year as a community partner in 
childhood immunizations. 


Other community-based activities target specific populations. For example, we sponsor Baby 
Showers at community locations, such as shopping malls (in both northern and southern 
Nevada). We invite expectant mothers from our plan—and the community at large—to 
participate in Baby Showers both educate and celebrate soon-to-be moms. Games, prizes, and 
even a fashion show are combined with health screenings and important prenatal information. 
We distribute educational information such as relevant AmeriTips that focus on proper 
prenatal care. We can reach more than 1,000 individuals 
through these events.  


David Osman, a prominent leader with established, long-
term relationships with many of the community 
organizations in southern Nevada, recently joined 
Amerigroup to lead our open enrollment marketing and 
community outreach efforts. Our Health Education 
Advisory Committee, which includes representation from 
members and representatives of community-based 
organizations, guides the health plan toward member 
communication, health education, and health promotion 
activities that are meaningful and culturally relevant. 
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The Amerigroup Foundation 


Further supporting this goal, the Amerigroup Foundation, our philanthropic arm, fosters 
access to healthcare and supports and services, encouraging safe and healthy children and 
families, advocating independent living for seniors and people with disabilities, and promoting 
healthy neighborhoods. The focus is on helping grassroots organizations maintain viability in 
serving vulnerable populations. Specific Foundation awards include “Healthy Heroes” and 
“Champions for Children” to recognize individuals who have demonstrated a positive impact 
on their communities. 


Nevada entities that have received Foundation grants include: 


 American Red Cross, Northern 
Nevada 


 The Children’s Cabinet 


 Clinics in Schools 


 Community Care Chest of Northern 
Nevada 


 Family TIES of Nevada 


 Food Bank of Northern Nevada 


 The Immunization Project 


 Legal Aid Center of Southern 
Nevada 


 March of Dimes 


 Nevada Health Centers, Inc. 


 Nevada Women’s Fund 


 Northern Nevada Center for 
Independent Living 


 Opportunity Village 


 Rainbow Dreams Educational 
Foundation 


 UNLV Foundation—Prevent Child 
Abuse Nevada 


 United Way of Southern Nevada


 


Utilization and Case Management Programs (5.1.10.1.A.3) 
Amerigroup’s care management model, Real 
Solutions® Health Care Impact, has been honed over 
the past 16 years and offers a continuum of programs 
that support identification, engagement, and person-
centered care coordination for our members, including 


Utilization and Case Management. It is specifically designed for low-income populations, who 
often have more acute healthcare needs that are exacerbated by the challenges of poverty or 
lack of social supports.  
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Real Solutions® Health Care Impact integrates 
physical and behavioral health and considers social 
and functional risk factors; calibrates the intensity 
of service coordination to each individual’s risk 
factors; includes specialty programs for pregnant 
members and eight NCQA-accredited Disease 
Management programs; and delivers tailored, 
member-oriented case management plans that 
incorporate community-based services to encourage 
independence and sustained recovery. 


Specific components of Real Solutions® Health Care Impact that demonstrate the value of our 
experience are summarized in Table 5.1.10-2 and described below. 


Table 5.1.10-2. Comprehensive Care Management Programs Address Diverse Member Needs 


Program   Goal 


Utilization Management (UM)  Monitors that care and services are delivered in accordance with 
state‐specific and nationally recognized medical necessity 
guidelines 


Disease Management   Supports members with chronic conditions who have mild or 
moderate risk levels to coordinate care in accordance with 
evidence‐based clinical practice guidelines 


Healthy Families   Encourages health lifestyles and weights for Nevada’s youth 


Case Management   Provides hands‐on support for members with elevated risk levels 
and coordination of care and services with PCPs, treating providers, 
and community agencies  


Stabilization Case Management   Fosters safe transition between levels of care and reduces re‐
admissions 


Taking Care of Baby and Me®  Promotes healthy moms and newborns 


 


Our Real Solutions® Health Care Impact program undergoes continual scrutiny to assess the 
impact of our performance. Central to this effort is our Health Care Economics team, which 
includes biostatisticians and epidemiologists specializing in clinical outcomes, program 
evaluation, and predictive modeling. This team continually evaluates data across all 
Amerigroup health plans to identify opportunities to more precisely identify members with 
potential high risk and to guide development of new programs and refinement of existing 
ones. 
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Utilization Management 


Amerigroup Nevada’s UM efforts engage providers in productive dialogue regarding 
authorization of behavioral health and physical health services to promote access to the level 
of care that will drive the best health outcomes. We use UM to creatively address our 
members’ health challenges rather than using it as a mechanism for authorization or denial 
of requested services.  


In Nevada, our UM program leverages the medical necessity criteria in the Medicaid Services 
Manual, augmented by nationally recognized guidelines—InterQual® Level of Care guidelines 
and Aetna’s Clinical Policy Bulletins (CPB). Between January and July of 2012, Amerigroup 
processed 16,007 inpatient authorization requests (compared to 28, 247 in all of 2011) and 
13,844 outpatient authorization requests (20,497 in 2011) for our Nevada members. 


We maintain provider-friendly processes that enable requests for pre-certification by telephone 
or by fax. In 2013, we will also be launching an online prior authorization tool for providers to 
obtain real-time authorizations through our provider website. We have significantly reduced 
the number of services that require prior authorization and continuously reassess our 
requirements to be consistent with recommended industry standards that are generally 
accepted by the provider community. Details on our UM program are located in Section 
5.1.11.1.B. 


Disease Management Programs that Promote Improved Education and Self-Care 


Amerigroup’s Disease Management (DM) program 
engages and supports members with chronic 
conditions and their families to enable them to 
learn more about their conditions and how best to 
manage them. Across all Amerigroup health plans, 
members who were enrolled in our DM program for 
asthma experienced a 14 percent decrease in 
inpatient admissions and an 11 percent decrease in 
ED visits compared to members enrolled the 
previous year. In 2011, asthma was in the top 10 
diagnoses related to inpatient admissions for 
Nevada members under the age of 14, underscoring 
the need for disease management related to chronic 
conditions. 


Amerigroup offers eight programs that have earned 
NCQA Patient and Practitioner-Oriented 


Figure 5.1.10-2. Amerigroup’s Eight 
NCQA Accredited Disease 
Management Programs Promote 
Optimal Health Outcomes  
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Accreditation (Figure 5.1.10-2). This is NCQA’s most comprehensive designation because it 
includes 32 standards related to engaging both members and their providers to improve 
outcomes. Complementing these programs, DM includes programs for bipolar disorder, 
hypertension, substance use disorder, and transplants. Our DM program also includes a 
smoking cessation support program for adults 18 and older. This program includes individual 
cessation counseling (including outbound follow-up calls to participants), coaching to quit, 
cessation planning and support, and follow-up. 


Our Real Solutions® Health Care Insights suite of 
predictive models facilitates prospective identification 
and referral for specialized care coordination of 
members with elevated risks or ongoing medical or 
behavioral health conditions. We can then reach out 
and engage them in the level of care management that 
is commensurate with their needs, promoting efficient 
use of State healthcare dollars. 


We invite members diagnosed with a chronic condition who are deemed to have mild or 
moderate risk to participate in DM. Our DM Case Managers educate and coach members and 
their families to take greater responsibility for their personal health status and empower them 
to adopt improved self-care skills—boosting access to primary and preventive care, enhancing 
health outcomes, and reducing preventable ED visits or inpatient admissions. 


Our DM program centers on respect for and individualized engagement with members and 
their families in accordance with their beliefs, values, and readiness to change, supporting 
enhanced and sustainable results. Our DM Case Managers coordinate care in accordance 
with nationally-recognized evidence-based clinical practices guidelines.  


Results 


Nevada members who participated in DM during 2011 reported an average satisfaction score 
of 5 (on a scale from 1 to 5) when rating their satisfaction with overall elements of the 
program. Nevada DM participants also experienced a 2.2 percent decrease in ED visits 
compared to the prior year. More than 40 percent of participants in the smoking cessation 
program have successfully quit smoking compared to mid-single digit success rates for the 
unassisted general population. 
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Encouraging Healthy Weights for Children and Adolescents through Healthy Families 


Reducing the rate of childhood obesity can reduce 
long-term risks for cardiovascular disease, diabetes, 
bone and joint problems, sleep apnea, and social and 
psychological problems such as stigmatization and 
poor self-esteem. Amerigroup is introducing our Healthy Families program in Nevada under 
the new Contract that delivers healthy behavior and fitness coaching for kids. Healthy 
Families is a family-centered program that works with overweight children and teens and their 
families and coach them to adopt healthy lifestyles that contribute to healthy weights.  


In the Healthy Families Program, Amerigroup 
initiates an outbound call to partner with parents of 
pre-teen children whom we identify as potentially 
overweight and to screen them for participation in 
the program. We then provide six months of fitness 
and healthy behavior coaching, including 
information about available community resources 
that complement the program. To reinforce the PCP 
as medical home, we share information on each 
participant’s progress with his or her PCP. 


Results 


In other Amerigroup health plans in which Healthy 
Families has been implemented, we have 
demonstrated its effectiveness at changing 
behaviors. (Figure 5.1.10-3). 


  


Figure 5.1.10-3. Healthy Families 
Delivers Results 
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Case Management Holistically Addresses Members’ Physical, Behavioral, and Social Support 
Needs 


Once we identify members with elevated risk levels due to complex or co-morbid conditions, 
Amerigroup’s Case Managers work closely with members, their families, PCPs, and treating 
providers to establish a results-oriented care treatment plan that integrates care across all 
domains and services—physical, behavioral health, and social support needs. Case Managers 
then monitor members’ progress, working closely with the member, his or her PCP, and other 
treating providers as necessary to verify the member is on the path to optimal health and 
functional outcomes.  


As Nevada launches the HIX, we will leverage our extensive experience in continuity of care. 
Designated Transitional Case Managers will facilitate transitions between health plans and 
benefits. During this process, the Case Manager will identify and address any potential gaps in 
care or benefits resulting from the change. 


Amerigroup promotes effective case 
management through comprehensive 
training, boosting the skills of our case 
management team to best address the holistic 
needs of each individual. This includes our 
proprietary Case Management Certification 
program that boosts Case Managers’ abilities 
to coordinate personalized care and services 
that encompass each individual’s physical, 
behavioral, social, and environmental needs. 
The training is accredited for continuing 
education credits from several organizations, 
including the National Association of Social 
Workers, the Commission for Certified Case 
Managers, and the American Nurses 
Credentialing Center’s Commission on 
Accreditation. It also includes our Recovery 
Innovations training in which Behavioral 
Health Case Managers undergo intensive 
training to enhance outcomes for members 
with chronic mental health and substance 
abuse diagnoses to build self-directed and 
recovery-oriented care treatment plans.  
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Results 


In a 2010 study of our high-risk members under case management, we found that after 90 
days of management, members used healthcare resources more efficiently, required less 


emergent care, had reduced costs, and had 
improved health outcomes. One outcome 
was a significantly greater reduction in non-
emergent visits to the ED and inpatient 
admissions through the ED. This indicates 
that members are receiving the right care at 
the right time. Overall, members enrolled in 
case management demonstrated a 39 percent 
reduction in non-emergent ED visits. 


Fostering Safe Transitions through 
Stabilization Case Management  


As part of the new Contract, Amerigroup 
Nevada will launch our advanced 
Stabilization Case Management program to 
promote safe transition between care 
settings. Members, who are at elevated risk 
for hospital re-admission, including those 
with behavioral health diagnoses, receive 
intensive outreach, support, care 
coordination, and individual coaching until 
they are stabilized at home or in a 
community setting.  


 


Our innovative Stabilization Case Management program is based upon a nationally 
recognized model. The goal of stabilization case management is to reduce overall 30-day re-
admission rates and to facilitate a smooth transition between inpatient settings and the home 
or other community settings by providing intensive, 
short-term support, such as monitoring follow-up 
appointments, conducting medication reconciliation, 
educating members and families about self-care and 
when to call the PCP, coordinating home care, and 
more. 
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Taking Care of Baby and Me® 


In Nevada, three of the 10 most frequent 
inpatient diagnoses are related to 
pregnancy, delivery, and complications 
from delivery, representing 70 percent of 
inpatient admissions. Our experience 
confirms that maternal and child health 
offers a significant opportunity to improve 
outcomes.  


In 2010, the National Minority Quality 
Forum (NMQF) awarded Amerigroup 
Corporation the first Health Promotion 
and Disease Awareness Award for our 
efforts in helping moms have healthy 
babies. This award recognizes an 
individual or organization for making an 
outstanding contribution to the promotion 
of wellness in minority communities. 


Our Taking Care of Baby and Me program 
screens all pregnant women to identify 
their risk level, stratifies women by risk 
level, and applies personalized case 
management interventions that are 
commensurate with their risk level. 
Women at elevated risk are then paired 
with an OB Case Manager who works with them to identify and implement a care treatment 
plan that promotes a healthy pregnancy and baby. Financial incentives for achievement of key 
milestones (such as completing the screening and timely prenatal and postpartum visits) 
encourage member participation in the program. We also provide participants with 
educational materials on planning a healthy pregnancy and caring for newborns.  


Complementing our OB Case Managers in Nevada, Amerigroup partners with an agency that 
specializes in community-based support for pregnant women. When appropriate for women 
with high-risk pregnancies, our OB Case Managers will coordinate home visits by clinicians 
to monitor their status or coordinate services. This includes administration of medications to 
prevent preterm birth or accompanying the member to the doctor’s office. Alere is an agency 
that specializes in services for pregnant women. Alere nurses visit members in their homes or 


Figure 5.1.10-5. Advocating for Healthy Moms  
and Babies through Taking Care of Baby and Me 
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accompany them to provider offices when appropriate to keep members on track with their 
care treatment plans.  


Amerigroup has also collaborated with DHCFP to explore innovative strategies for improving 
maternal and child outcomes for all Nevadans. In our response to Section 5.1.10.1.D, we 
describe our role in supporting the State in development of a CMS Innovation Strong Start 
grant proposal. 


Results 


During the first six months of 2012, Amerigroup 
Nevada achieved a 9 percent preterm birth rate, 
significantly lower than the Nevada statewide average 
(2010) of 13.9 percent and lower than our 2011 rate 
of 9.2 percent, according to the Centers for Disease 
Control. Our response to Section 5.1.11.5 provides 
additional details on each of these programs.  


Claims Processing and Adjudication (5.1.10.1.A.4) 
Amerigroup has 16 of years of experience processing Medicaid claims, including almost four 
years in Nevada. In the 12-month period ending September 30, 2012, we processed more than 
803,000 Nevada claims. Our average claims turnaround time was 4.7 calendar days. In 
Nevada, an average of 99.6 percent of claims was paid within 30 calendar days, with 
September, 2012, financial and payment rates of 99.94 percent and 99.21 percent, respectively. 


We have effective technology and experienced employees in place to ensure prompt and 
accurate claims payment. Our employees and systems are also capable of administering any 
type of provider payment arrangement (for example, prospective payment, case rate, and per 
diem). Details on our specific claims processing and adjudication strategies are found in 
Section 5.1.11.6. 


Amerigroup’s claims management process offers significant advantages in Nevada: 


 Experienced Medicaid Claims Analysts. We use a designated claims processing team 
specialized in the Nevada program using Claims Analysts who are experienced with 
Medicaid managed care claims and are knowledgeable in the needs of the marketplace; 
they will collaborate to solve any problems that arise with minimal disruption to 
normal workflow. 


 Multiple Methods of Submission. We accept paper claims and offer multiple methods 
of electronic claims submission to give our providers maximum flexibility in claims 
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submission. Our claims formats are industry-standard and HIPAA compliant and 
include CMS 1500 and CMS 1450 (UB 04) formats. 


 Efficient and Reliable Processing. We operate an efficient and reliable electronic 
claims processing system. By combining our core claims transaction platform with 
electronic imaging, a workflow management system, and electronic data interchange 
(EDI) claims solutions, we quickly capture and adjudicate claims with minimum 
manual intervention; this leads to faster, more accurate claims turnaround and 
provider payment.  


 Automated Clearinghouse Speeds Processing. Our Automated Clearinghouse (ACH) 
mechanism offers provider reimbursement using Electronic Funds Transfer (EFT) 
and Electronic Remittance Advice (ERA) with online viewing capability; this leads to 
faster receipt of payment from Amerigroup and the ability to quickly and easily review 
claims and remittance details. 


 Designated Mental Health/Substance Abuse Services Team. Our Claims Department 
maintains a designated team that processes claims for mental health and substance 
abuse services and handles all related claims inquiries; this team has expertise 
regarding the unique aspects of behavioral health, including provider types and 
coding, as well as issues that require coordination between behavioral and physical 
health. 


Further demonstrating our experience, Amerigroup’s Provider Experience Program has 
increased the quality of service delivered to our providers. The Provider Experience Program 
focuses on claims payment and issue resolution. A toll-free telephone number connects 
providers to a dedicated resource team to ensure: 


 Availability of helpful, knowledgeable representatives 


 Increased first-contact issue resolution rates 


 Significantly improved turnaround time of inquiry resolution 


 Increased outreach communication to deliver inquiry status updates 


Amerigroup will continue to leverage best practices in claims submission, provider education, 
and outreach programs for our Nevada providers.  
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Project Management (5.1.10.1.A.5) 
Amerigroup brings discipline and rigor to project management across the organization. 
Whether it is program implementation, business process improvement, or a Quality 
Management Performance Improvement Project, we rely on leaders and employees with the 
training and skills required to achieve our goals and objectives efficiently. We describe our 
project management experience for each of these project types below.  


Rigorous Project Management and Dedicated Staff Deliver On-time Implementations 


Amerigroup has extensive experience implementing and expanding programs in Nevada. In 
fact, the implementation of our initial Nevada contract demonstrates the value of our 
approach. In September 2008, DHCFP asked Amerigroup to serve people enrolled in the 
State’s Medicaid and Nevada Check Up programs on February 1, 2009 in the Reno and Las 
Vegas areas. Expediting our structured implementation protocols, our team rapidly built a 
provider network and established local operations. Our network development in Nevada began 
in early October 2008, soon after we received notice of the Contract award from DHCFP and 
was completed within 120 days. By February, 2009, Amerigroup had recruited and 
credentialed nine hospitals, 497 PCPs at 713 locations, and 838 specialists at 1,595 locations. 


Upon contract award, we immediately designated a Transition Officer who ultimately moved 
into the CEO role and is still in that position today, proving the value of continuity and 
consistency throughout the implementation. We also rapidly recruited and hired local 
employees and paired them with corporate and health plan employees from other states who 
were onsite in Nevada throughout the implementation. This enabled us to conduct hands-on 
training and streamlined knowledge transfer. This approach also fostered ongoing mentoring 
as each new employee had a designated expert with whom he or she could work beyond the 
initial implementation.  


This approach, which proved so valuable during the Nevada implementation, has become our 
standardized model for start-up. Designating corporate experts to support health plan 
employees fosters a depth of knowledge for each implementation and consistency in program 
start up. In other states in which we have expanded existing service areas, added new 
populations, or launched new products (every state in which Amerigroup operates except 
Nevada), we have continued this best practice. 


Our success in implementing the Medicaid Managed Care program in Nevada derives from 
one of our core competencies—the ability to successfully implement new business while 
seamlessly transitioning new members and providers into its operations. Amerigroup has 
never missed a contract implementation deadline in its experience of conducting 92 program 
implementations and expansions.  
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Designated Implementation Experts 


Amerigroup’s full-time Implementation Management Office (IMO), led by a certified Project 
Management Professional with more than 20 years of health insurance industry experience, 
has worked closely with Amerigroup to plan and execute implementations across our 
corporate family. IMO employees, with nearly 100 combined years of project management 
experience, manage all aspects of implementations in accordance with the Project 
Management Institute’s 
(PMI) global standards for 
project management 
methodology.  


As the State launches the 
SSHIX, Amerigroup will rely 
on our team of experts and 
structured methodologies and 
tools to architect and manage 
its implementation. Our team 
is fully prepared to plan and 
execute a SSHIX 
implementation that promotes 
the best possible launch of 
this valuable initiative. 


Since our Nevada 
implementation, Amerigroup 
has led more than 30 
successful implementations 
and expansions, summarized 
in Figure 5.1.10-6. Health 
plans in some states have 
experienced multiple 
implementations of the same 
type (for example, service area 
expansion). 


  


Figure 5.1.10-6. Amerigroup Successfully Completes 
Implementation and Expansion Projects  
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Structured Project Management Methodologies across Amerigroup 


Amerigroup embraces the use of structured project management methodologies. Project 
management professionals across the organization follow PMI and Agile methodologies to 
guide a variety of projects that drive our business – from technology projects like software 
implementation to setting up new office space. Our seasoned project managers select and 
deploy the tools and techniques they need to successfully manage a project through 
completion. For example, Amerigroup recently implemented a system to streamline the 
efficiency of our call center operations. The project management team used an Agile project 
management methodology to effectively manage the project as its evolving requirements 
necessitated frequent check-ins along the development continuum, ultimately facilitating 
successful implementation with minimal risks.  


Further demonstrating our commitment to the business value of project management, we host 
monthly lunch and learn webinars, led by certified Project Management Professionals and 
open to all Amerigroup employees. During the webinars, moderators educate participants 
about project management skills, such as managing risks, conducting virtual meetings, and 
gathering business requirements for a project. Employees with project management 
certification can earn continuing education credits for these webinars. In addition, our 
intranet includes a host of project management resources accessible to all employees who may 
be leading projects within their functional areas. All employees can access tools and 
information on project management techniques to build their project management skills. 


Structured Process Improvement Methodologies Drive Continual Business Enhancements 


Amerigroup strives to achieve improved business 
performance through the use of structured process 
improvement techniques. This underscores our 
dedication to operational excellence. To achieve this 
goal, we integrate Six Sigma and Lean Six Sigma 
methodologies into all parts of the organization 
because we value the disciplined approach and focus 
on measurable improvements inherent in the process. Employees at all levels and in almost all 
functional areas have been trained and certified as Six Sigma Black Belts and Six Sigma 
Green Belts. Lisa Bogard, Amerigroup’s Associate VP of Health Plan Operations for Nevada, 
is a certified Six Sigma Black Belt, fostering a structured approach to process improvements at 
the health plan level.  


In addition, Amerigroup’s corporate Business Improvement team consults with business 
owners and, using Six Sigma methodologies, works with them to define the problem, identify 
root causes, and develop a solution. The team focuses on achieving desired outcomes that are 
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compliant, measurable, sustainable, scalable, and cost effective. For example, the Business 
Improvement team, in partnership with Amerigroup’s clinical leadership, is now 
implementing UM operational refinements after almost a year of detailed analysis of processes 
across all health plans.  


Current Six Sigma projects that will benefit from this rigorous methodology are listed below: 


 Improving Respiratory Care for Nevada Members. As a part of our clinical quality 
improvement initiative, described in more detail later in this section, a team of Nevada 
health plan employees (led by Ms. Bogard) is applying Six Sigma methodologies to 
drive gains in HEDIS measures related to respiratory care for our Nevada members. 
The project is still in its early stages, but we anticipate a significant boost in our 
HEDIS 2013 scores. 


 Improving Successful Transmission of 837 Encounter Data. Although we do not yet 
submit 837 encounter data in Nevada, the Agency will ultimately benefit from the 
efforts of this project, led by Six Sigma experts in our Encounters Department. Their 
goal is to increase the rate of successful submission of 837 data in states where we 
have identified opportunity for improvement. When the State migrates toward 
transmission of 837 data, Amerigroup will already have the optimized process in place. 


Performance Improvement Projects 


Amerigroup works with DHCFP and its External Quality Review Organization (EQRO) to 
identify opportunities for quality gains and applies highly structured processes to achieve the 
targeted results. Our Quality Management (QM) team brings rigorous project management 
expertise to each Performance Improvement Project (PIP). 


Amerigroup uses the Plan Do Study Act (PDSA) process to manage clinical and non-clinical 
PIPs. The QM Leader creates a multi-departmental team with representation from various 
stakeholders representing their functional areas to participate in the project. The process 
follows NCQA protocols: developing a baseline measurement, identifying barriers, building 
appropriate interventions to address those barriers, gathering the resources needed to conduct 
interventions, and establishing specific targets/benchmarks and timeframes to measure our 
performance as they relate to the established benchmarks and overall stated performance 
goals. The team identifies the means for measuring the results of new/enhanced interventions 
and reports the results of the data analysis monthly.  


Amerigroup’s Integrated Analytical Platform and HEDIS Datamart tools enable our quality 
team to capture and evaluate data and to monitor cost and utilization trends across our 
membership base in real time. With these tools, Amerigroup can quickly identify and address 
negative quality indicators and select or modify PIPs accordingly. If the PIP progress is slower 
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than anticipated within the timeline of the PDSA, we employ the Rapid Cycle Learning (RCL) 
process to make mid-course corrections based on the data received. This RCL continues 
throughout the year as QM department employees and other functional area representatives of 
the health plan collect and use real-time data. 


Our PIP process has delivered results. Our HEDIS score for lead screening increased from a 
low of 14.71 percent in 2009 to 33.33 percent in 2011, an increase over two years of 126 
percent. We attribute this increase to our concerted 
effort and collaboration with DHCFP to find 
workable solutions to the barriers identified during 
the PDSA process. Once new processes were 
implemented, the number of children receiving lead 
screening significantly increased. 


In 2012, Amerigroup has refined our PIP project 
management protocols based on recommendations 
provide by the State’s EQRO, including mid-year analysis of HEDIS measures to assess 
progress toward the PIP targeted performance goal. As a result, we continue to refine our 
current PIPs and continue to see positive results.  


Our response to Section 5.1.11.5, Quality Assurance, includes detail on our Quality 
Management program and PIPs. 


Qualifications of Key Personnel (5.1.10.1.A.6) 
Amerigroup Nevada brings a seasoned team to the Medicaid MCO. Many have been with 
Amerigroup since the program launch in February 2009, and all Key Personnel are actively 
engaged in focusing the health plan on achieving DHCFP goals and objectives.  


Amerigroup Nevada’s leadership maintains positive and collaborative relationships with 
Agency employees at all levels. As detailed in our response to Section 5.1.10.1.D, we have 
established highly collaborative relationships within DHCFP. With almost four years’ 
experience serving Nevada members and the 16 years’ experience of our affiliate health plans 
in 13 other states serving low-income populations, our leadership team offers DHCFP 
expertise, resources, and passion to helping DHCFP develop long-term and sustainable 
solutions to the complex healthcare problems that influence the health of all Nevadans and 
the State’s budget. 


As noted in their biographies, our leadership team is also actively engaged with the Nevada 
provider community and community agencies to remain attuned to local member and provider 
needs. Through intensive and ongoing interaction with stakeholders, we cultivate a deep 
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understanding of the opportunities and challenges to improving health outcomes for our 
members and for all Nevada citizens. 


The community roots of our Key Personnel are augmented by a dedicated and passionate team 
of local health plan employees who work with members, providers, and DHCFP. This team is 
well positioned to identify local needs and evaluate programs that have proven successful in 
other states to determine if and how they can be adapted within Nevada. Our Nevada team 
designated as Key Personnel, as defined in Section 4.13.2.3, is summarized in Table 5.1.10-3 
on the following page. Resumes for Key Personnel are located in Tab VIII. 
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Table 5.1.10-3. Amerigroup’s Experienced and Highly Qualified Team of Key Personnel Delivers Results 


DHCFP 
Position Title 


Amerigroup Name 
and Title 


Qualifications and Experience 


Administrator 
Eric Lloyd 


Chief Executive 
Officer 


With more than 20 years of experience in the healthcare field, Mr. Lloyd led Amerigroup’s Nevada 
start‐up operations and has directed our local team since 2008. Under his leadership, the health plan 
has delivered strong results for DHCFP. He also held leadership positions with several other managed 
care plans. His expertise includes business development, sales, new program start‐up, operations, 
and network development. 


 


Mr. Lloyd holds a bachelor’s degree in kinesiology from the University of Colorado Boulder and a 
master’s degree in health administration from Loma Linda University School of Public Health. 


 


Mr. Lloyd plays a leadership role within the community. He participates on the SSHIX Finance and 
Sustainability Advisory Committee, sits on the board of directors of the NHIE, is a member of 
HealthInsight’s Nevada Partnership for Value‐driven Healthcare Steering Committee, and is on the 
board of directors for After School All Stars Las Vegas. He also sits on the board of the United Way of 
Southern Nevada and co‐chairs their Access to Healthcare committee. 


Chief 
Financial 
Officer  


David Hsieh 


AVP, Finance 


For almost four years, since the health plan’s inception, Mr. Hsieh has overseen the health plan’s 
financial operations. He brings more than 10 years’ experience in healthcare finance to the Medicaid 
and Nevada Check Up programs and is experienced at analyzing health plan financials to identify 
opportunities for performance improvement that benefit DHCFP. Prior to joining Amerigroup, Mr. 
Hsieh held senior positions in the fields of health data analytics, financial operations, and multi‐site 
specialty provider operations.  


 


Mr. Hsieh earned both bachelor’s degree in industrial engineering and a master’s degree in business 
administration from Rutgers University. 


 


Mr. Hsieh is an active member of the local Nevada chapter of Healthcare Financial Management 
Association. 
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DHCFP 
Position Title 


Amerigroup Name 
and Title 


Qualifications and Experience 


Medical 
Director 


Richard Roberts, MD, 
MSHA, CPE 


Medical Director 


Dr. Roberts brings more than 30 years’ experience in managed care, working with providers and 
insurers in Medicaid, Medicare, commercial, for‐profit, and not‐for‐profit settings, including almost 
four years’ experience with the Medicaid and Nevada Check Up managed care programs. A board‐
certified pediatrician, Dr. Roberts has served as the Medical Director for Amerigroup’s Nevada health 
plan since January 2009. He is licensed in Nevada, California, Arizona, and Arkansas. 


 


Dr. Roberts received a bachelor’s degree from Loyola University in Chicago, a doctorate of medicine 
from the University of Illinois College of Medicine, and a master’s degree in healthcare 
administration from the University of Arkansas. 


 


Dr. Roberts is a member of the Nevada Association of Managed Care Physicians and the Plan 
Certification and Management Advisory Committee of the SSHIX. 


Recipient 
Services 
Manager 


Candice Speers, RN 


Quality Management 
Director 


Ms. Speers is an experienced health professional with extensive experience in the acute clinical 
setting as well as managed care organizations. She has eight years of experience in HMOs/MCOs as 
Director of Quality Management with responsibility for URAC® and NCQA accreditation, compliance 
with QM functions as contracted by the state or HMO, appeals, and grievances. She has been with 
Amerigroup since June, 2010 and is a key contributor to the quality gains achieved by the health 
plan. In her current role, Ms. Speers oversees the recipient services delivered to Amerigroup Nevada 
members through monitoring of the QM program and annual work plan. 


 


Ms. Speers earned a bachelor’s degree in nursing from San Jose State University and a master’s 
degree in public administration–health services from the College of Notre Dame. 


Provider 
Services 
Manager 


Marlene Morrison  


AVP, Provider 
Relations 


Ms. Morrison joined Amerigroup Nevada in 2012 with more than 22 years of experience in health 
care. She has worked with hospitals, provider groups, and health plans to develop comprehensive 
networks, establish innovative partnerships that enhance access to care and services such as 
telemedicine, and strengthen collaborative relationships between payers and providers. Ms. 
Morrison has held executive‐level positions with Integrated Marketing Technologies, HealthNet, Inc., 
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DHCFP 
Position Title 


Amerigroup Name 
and Title 


Qualifications and Experience 


and the US Department of Defense.  


 


Ms. Morrison is trained in and experienced working with Lean Six Sigma projects, fostering a focus in 
continuous quality improvement with our Nevada network. 


Ms. Morrison earned a bachelor of science degree in medical technology at Western Kentucky 
University and a master of science in hospital and health services administration from The Ohio State 
University. 


Grievance 
and Appeals 
Coordinator 


Dena Sargent, RN 


Quality Management 
Coordinator 


Ms. Sargent, who has been with Amerigroup for three years, has more than 20 years’ experience in 
healthcare, including 12 in managed care. She oversees the grievance and appeal program for the 
health plan. Additionally, she is one of our quality‐of‐care reviewers, back‐up HEDIS subject matter 
expert, and the business owner on several QM regulatory reports, which she reviews for accuracy. 
Prior to joining Amerigroup, Ms. Sargent held several positions at MCOs in medical management and 
quality management, including member outreach and education, disease management, utilization 
review with discharge planning, and quality compliance. 


 


Ms. Sargent holds a bachelor’s degree in information systems from the University of Phoenix and an 
associate’s degree in nursing from St. Clair College. 


Claims 
Administrator 


Lisa Bogard 


AVP, Health Plan 
Operations 


Ms. Bogard has more than 18 years’ experience in quality assurance, production, systems, and 
project management in healthcare management operations, including six years with Amerigroup. 
Before joining the Nevada health plan in January, 2012, Ms. Bogard held several managerial positions 
on our corporate Quality Management team. In this role, she led numerous quality improvement 
projects that resulted in significant gains in health plan operations efficiency, including quality gains 
related to claims and provider data management. This experience positions her well in her role in 
Nevada. Prior to joining Amerigroup, Ms. Bogard led a multi‐disciplinary process improvement team 
consisting of information technology testing, quality assurance, training, and policy and procedures 
focused on improving claims and contact center operations. 
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DHCFP 
Position Title 


Amerigroup Name 
and Title 


Qualifications and Experience 


Ms. Bogard is certified as a Six Sigma Black Belt with a history of successful process improvements. 
She is also a Certified Professional Coder. 


 


Ms. Bogard attended the University of Oregon studying psychology. 


Nevada 
Operations 
Manager  


Julie Skaggs 


VP, Provider Services 


With more than 24 years of healthcare experience including more than 10 years with Amerigroup, 
Ms. Skaggs has particular expertise at managing comprehensive provider networks and 
implementing innovative programs that transform healthcare delivery. She has been with the 
Nevada health plan for three years and has been instrumental in collaborating with the Medical 
Director to launch innovative delivery systems enhancements, such as PCMHs and quality‐based 
incentive programs. Prior to joining Amerigroup, Ms. Skaggs held managerial positions with other 
managed care health plans in which she had responsibility for development and management of 
provider networks.  


 


Ms. Skaggs is a member of the board for the Southern Nevada Immunization and Health Coalition. 
She is also an active volunteer with several community agencies, including the March of Dimes, 
Nevada Youth Alliance, the American Lung Association, and The Shade Tree Women’s Shelter. 
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B.  Describe your experience with performance incentives based on targeted health 
outcome standards. In addition, identify specific performance measures that would 
provide the most meaningful measure of health care service delivery performance. 


Experience with Performance Measures and 
Incentives 
Amerigroup Nevada supports the use of performance measures and incentives based upon 
targeted health outcomes. When effectively designed and implemented, performance 
incentives better align payment and quality to improve the quality and delivery of healthcare to 
our members.  


Experience in Nevada 
Amerigroup Nevada uses performance measures to positively affect the quality of services and 
healthcare that our Medicaid and Nevada Check Up members receive. Although we do not 
have incentives explicitly tied to performance measures in our current Contract with the State, 
several of our affiliated Amerigroup health plans do have performance incentives in their 
respective state contracts, described later in this section.  


We do, however, have experience with provider incentive programs in Nevada for our 
Medicaid and Nevada Check Up members, also described later in this section. 


Reporting Performance to the State of Nevada 


Amerigroup Nevada currently delivers performance measurements to the State of Nevada. We 
report performance measures to the State of Nevada related to: 


  Quality of care  


 Utilization of services  


 Member satisfaction, including Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®) survey results, grievances, and appeals  


 Access to care, including out-of-network usage  


 HEDIS and HEDIS-like measures 


 Performance Improvement Projects (PIPs) 


Amerigroup Nevada currently reports HEDIS measures and PIPs to the Nevada External 
Quality Review Organization (EQRO), Health Services Advisory Group (HSAG). We will 
continue working collaboratively with DHCFP and HSAG to implement new performance 
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measures and monitor the continuous improvement in the level of care and services delivered 
to our members.  


Amerigroup Nevada Provider Incentive Programs 


Amerigroup Nevada has designed and implemented provider incentive programs that promote 
efficiency in the service delivery system, improve the quality and delivery of services, and help 
reduce costs for our providers. Our provider incentive programs include: 


See the Confidential Technical Volume for proprietary information. 


 


Experience with Performance Incentive Programs in  
Affiliated Health Plans  
Amerigroup Nevada’s affiliated health plans in other states operate under performance 
incentive programs that reward the health plan for achievement of targeted performance 
levels—both administrative and targeted health outcome standards. These incentive programs 
have been developed in other states where Amerigroup operates full-risk managed care 
programs for Medicaid and CHIP populations similar to Nevada. When a performance 
incentive is tied to a targeted health outcome, measures are consistent with HEDIS or other 
measures that are evidence-based and carefully vetted. This experience includes: 


 Georgia. We implemented performance incentives that are based on HEDIS 
effectiveness of care measures.  


 Maryland. Performance incentives are based on HEDIS measures for child and 
adolescent well-care visits, appropriate medications for asthma, cervical cancer 
screening, diabetic eye examinations, lead screening, postpartum care, and access to 
care for children and adults. 


 Tennessee. Performance incentives were implemented in 2007 based on HEDIS 
measures for diabetic screening, breast cancer screening, adolescent well-care visits, 
controlling high blood pressure, anti-depressant medication management, follow-up 
care for children prescribed ADHD medication, and follow-up after hospitalization for 
mental illness.   


We will draw upon the experience and best practices of our affiliated health plans should the 
State choose to implement performance incentives as part of DHCFP’s contract with managed 
care plans. We will collaborate with the State in the development of the program using 
experience and knowledge of the population. 
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Recommended Performance Measures 
To provide the most meaningful measure of healthcare service delivery performance, we 
recommend the following performance measures:  


 Asthma Care: Use of Appropriate Medications 


 Diabetes Care: HbA1c Test, LDL-C Test, and Nephropathy 


 Immunization Rate: Childhood Immunizations 


 Prenatal and Postpartum Care 


 Preterm Birth Rate and/or Low Birth Weight (<2,500 grams) 


Managing Ambulatory Care Sensitive Condition ED Visits 


Amerigroup Nevada will work collaboratively with DHCFP to develop performance measures 
that are based on realistic goals for improvement. We recommend that performance measures 
be consistent with HEDIS or other externally based, reliable, and valid measures or 
measurement sets. 


Addressing Healthcare Disparities in the Hispanic Population 


One of our goals is to reduce and/or eliminate healthcare disparities for Medicaid and Nevada 
Check Up recipients. A proposed study is the reduction of healthcare disparities in the 
Hispanic population. This reflects the population we serve as almost 20 percent of our current 
Nevada members speak Spanish as their primary language.  


Possible outcome measures tied to the population could include: 


 Asthma Management 


 Obesity 


 Teen Pregnancy  


We are especially interested in promoting the health and well-being of the Hispanic 
population. We are working closely with the Mexican Consulate and the Latin Chamber of 
Commerce to develop a comprehensive Hispanic Outreach and Education program. The 
program will be offered to our Hispanic member communities and include outreach by 
Promotoras. This program is scheduled to roll out by the end of the year. We will focus on 
reducing cultural barriers—seen as stigmas—to having a diagnosis of asthma or diabetes. 
Because of these barriers, many Hispanics do not seek appropriate care for their conditions in 
a timely fashion.  
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C.  Describe where you have invested in the improvement of services, treatment 
protocols, and development of best practices. 


Investing in Improvement of Services, Treatment Protocols, and 
Development of Best Practices 
In Nevada and across the country, Amerigroup has invested in our employees, our systems, 
and our strategies to continually innovate new solutions to address the complexities facing 
DHCFP and other state customers. We know that there is no single answer to the challenge of 
lowering healthcare costs in Medicaid programs, so we developed a disciplined process to 
identify a range of new opportunities for healthcare cost savings that are implemented by 
leaders in each of our health plans based on local conditions.  


Amerigroup Nevada embraces quality management and improvement as a workplace culture, 
not as a separate function within the health plan. Our Culture of Quality is embedded in 
everything we do, in every employee, in every decision. We continually measure our 
performance against established benchmarks to identify and promote best practices and 
improvement opportunities. Since program launch in 2009, Amerigroup has achieved 
substantial year-over-year quality-of-care gains for our Nevada members. These gains have 
been validated through external audits and operational review. The State’s External Quality 
Review Organization validated Amerigroup Nevada’s performance in our first State Quality 
Assessment and Performance Improvement Program audit. Further, we have demonstrated 
our commitment to quality and transparency through achievement of NCQA accreditation as 
a New Health Plan through December, 2014, and we are the only Medicaid MCO in Nevada to 
achieve accreditation.  


In addition to working with our corporate experts who have piloted innovations across the 
country to identify those that will work in Nevada, our local Quality Management (QM) 
program centers on delivering high quality of care and medical services to our members, 
administrative support to our providers, and accuracy of data management to the DHCFP. 
The QM program drives health plan investment priorities that link to DHCFP goals and 
objectives.  


We highlight below those investments that we believe are the most significant and that will 
demonstrate our commitment to achieving results for DHCFP.  
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Improvement of Services 


Since 2009, Amerigroup Nevada continually strives to improve our service to members, 
providers, and DHCFP. Examples of specific investments are highlighted below. 


Expansion of our Nevada Staff 


We have doubled the number of our Nevada-based employees across all functional areas over 
the past two years. As the health plan has grown, we have developed a local team that 
understands the needs of our stakeholders, and we have refined our staffing strategies to 
improve overall performance. For example, we added two more Provider Relations employees 
(increasing the size of the team by more than 30 
percent) and assigned them by provider type so that 
each Representative is most familiar with the questions 
and issues most relevant for each provider area, 
fostering expertise and early identification of trends 
within provider types. As noted below, we have also 
doubled our QM team in Nevada, allowing us to keep pace with an expanding membership 
while also continuing to achieve gains in quality outcomes measures that are a key DHCFP 
objective and to the Governor’s Healthy Nevada initiative.  


Prompt Enrollment of Newborns and Pregnant Women 


Amerigroup Nevada recognized from the outset that the enrollment process for Nevada 
newborns was often delayed, limiting our ability to rapidly intervene to coordinate necessary 
healthcare services to foster a healthy start for Nevada newborns. We diligently worked with 
DHCFP and Division of Welfare and Support Services (DWSS) to shed light on the impact of 
delayed newborn enrollment, especially the lost opportunity to promote care for newborns. The 
resulting modified newborn enrollment process has expedited enrollment and our ability to 
begin planning for a healthy start. 


We will continue to partner with the State to identify additional opportunities to expedite 
enrollment of newborns and pregnant women to accelerate risk screening and case 
management for those at high-risk. For example, we look forward to working with the State to 
evaluate new options under the Patient Protection and Affordable Care Act (PPACA). 
Beginning January 1, 2014, states can allow Medicaid-participating hospitals to conduct 
presumptive eligibility determinations for any Medicaid-eligible populations regardless of 
whether the State is using presumptive eligibility in any other setting or for any other 
populations in the state (PPACA Section 2201). This may offer an opportunity to expedite 
enrollment for pregnant women, allowing us to initiate risk screening and care coordination 
even more rapidly. This process also promotes timely enrollment for newborns and enables 
coordination of prompt preventive care. We applaud the State’s interest in more rapid 
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enrollment of recipients into managed care, as outlined in the Section 1115 Demonstration 
Waiver Concept Paper from early 2012, as it will also promote early access to care for 
pregnant women. 


See the Confidential Technical Volume for proprietary information. 


Development of Innovative Case Manager Training  


Medicaid enrollees typically experience elevated acuity 
levels and higher rates of co-morbid conditions, 
including increased rates of co-morbid medical and 
behavioral health diagnoses. Amerigroup’s proprietary 
case management training programs enhance our Case 
Managers’ skills to accomplish the best results for our 


members and their families. Our innovative Case Management Certification program, 
accredited by several professional organizations for continuing education credits, builds and 
reinforces the core competencies required to address the diverse physical, behavioral, and 
social support needs of each individual and the skills to facilitate communication among 
providers. Recovery Innovations, which is specialized two-day training for Behavioral Health 
Case Managers, centers on collaborating with members with Serious Mental Illness (SMI) to 
create recovery-oriented care treatment plans that build on each individual’s strengths and 
foster self-determination. It also boosts Case Managers’ coaching skills to promote sustained 
member recovery. These skill sets will be of even greater value should DHCFP opt to expand 
Medicaid Managed Care to include the MAABD, juvenile justice, and foster care populations 
whose enrollees tend to have more intensive needs and a greater prevalence of SMI and co-
morbid conditions. 


Stabilization Case Management to Promote Safe Transitions between Care Settings 


As described in our response to Section 5.1.10.1.A.3, Amerigroup Nevada will launch our 
Stabilization Case Management program in Nevada under our new Contract. The goal of this 
program, which is based on the nationally recognized Coleman model, is to reduce overall 30-
day re-admission rates and to facilitate a smooth transition between inpatient settings and the 
home or other community settings by providing intensive, short-term support such as 
monitoring follow-up appointments; conducting medication reconciliation; educating 
members and families about self-care and when to call the PCP; coordinating home care;  
and more. 


Integrated Customer Service Desktop Drives Customer Satisfaction and Efficiency 


Amerigroup successfully rolled out an Integrated Customer Service Desktop application for 
more than 700 customer care employees and nurses located across four sites for member and 
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provider services, authorizations, claims research, and issue resolution. The Integrated 
Desktop consolidates information from multiple systems, allowing representatives to spend 
more time listening and responding to customers and less time searching for information. 
Role-based screens and dialog scripts guide representatives through common questions and 
requests, reinforcing best-practice behaviors, reducing training time, and standardizing 
processes. The desktop automatically applies Nevada-specific regulations for members and 
providers. 


See the Confidential Technical Volume for proprietary information. 


 


Improvement of Treatment Protocols 


To boost health outcomes, Amerigroup Nevada adopts evidence-based treatment practice 
guidelines and educates our network providers on their application.  


Reducing Premature Births by Educating Providers about 17P 


Three of Amerigroup Nevada’s 10 most frequent diagnoses are pregnancy-related, and we 
cover more than 4,400 births each year. The CDC ranks Nevada’s preterm birth rate 44th in 
the country. Amerigroup is committed to improving the rate of premature births, which will 
improve quality of life for all Nevadans and substantially reduce the State’s financial burden. 
Our OB Medical Director has conducted extensive outreach to OB providers in Nevada to 
educate them about the effectiveness of 17α hydroxyprogesterone caproate (17P), which recent 
studies have validated as effective at preventing preterm contractions and premature delivery. 


Amerigroup Nevada screens all pregnant women for their risk of preterm birth and engages 
members with significant risks of delivering a premature baby or having an adverse outcome 
and their providers to discuss appropriate use of 17P, and our OB Medical Director consults 
directly with treating OBs when appropriate to educate one-on-one about its efficacy at 
reducing preterm births. Preventing preterm births fosters a healthy start for babies, improved 
quality of life for moms and families, and reduced costs for the State related to medical costs 
and long-term costs resulting from possible developmental delays.  


Verifying Safe and Effective Medications for Members 


Amerigroup’s Medication Therapy Management (MTM) program leverages specially trained 
clinical pharmacists who work directly with members and prescribers to ensure that all 
medications prescribed are appropriate, effective, and safe for the member and will improve 
clinical outcomes. Through our Real Solutions® Health Care Insights tools, we identify and 
prioritize members who are likely to benefit most from our MTM outreach. These include 
members who are prescribed multiple medications or medications for chronic conditions. Our 
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clinical pharmacists work with the PCP team to ensure that all medications are appropriate; 
effective for their medical condition; safe with respect to co-morbidities and other medications 
being taken; and able to be taken by the member as prescribed. 


Our pharmacy team also continually monitors prescription drug utilization patterns to verify 
that members are receiving safe and effective medications and to prospectively identify any 
utilization patterns that may suggest the need to reach out to prescribers to improve outcomes 
for our members. Monthly and quarterly retrospective drug utilization review (RDUR) of 
pharmacy claims data identifies potential cases of under- and over-utilization, coordination of 
care issues, and drug abuse or misuse. Amerigroup clinical pharmacists evaluate RDUR 
reports to identify providers and members for targeted review and intervention. For example, 
when we identify prescribers with low formulary compliance rates, we send letters to 
encourage formulary compliance and generic dispensing. Should we note inappropriate 
utilization patterns for a member, we may initiate MTM services or, for cases in which the 
RDUR suggests complex medical or behavioral health issues, we may refer them for case 
management.  


Development of Best Practices 


Amerigroup Nevada has aligned development of best practices with DHCFP’s priorities and 
objectives. Some of our most significant investments are described below, including: 


 Improving maternal and child outcomes 


 Achieving measurable clinical quality gains 


 Implementing innovative provider collaboration strategies 


 Enhancing care for members in the hospital through a hospitalist program 


 Text messaging reminders to close gaps in care 


 Streamlining administration and fostering safety and quality with Personal Health 
Records 


 Establishing an urgent services network to reduce preventable emergency department 
(ED) visits 


 Identifying high-risk members through predictive models 


 Participating in a public-private partnership to prevent healthcare fraud 


 Promoting safety by restricting payment for Provider Preventable Conditions 
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Improving Maternal and Child Health Outcomes 


Improving outcomes for our pregnant members and their babies remains a priority for 
Amerigroup Nevada. As a result of our investment in this area, we have achieved a preterm 
birth rate of nine percent, which is well below the Nevada statewide average of 13.9 percent 
(2010). Specific best practices implemented to improve maternal and child outcomes are 
summarized below.  


 Investing in Specialized Clinical Leadership for Taking Care of Baby and Me®. 
Amerigroup Nevada has invested in specialized resources, including an OB Medical 
Director supporting the health plan. Our OB Medical Director has spent significant 
time building relationships with Nevada providers both in-person and over the phone 
and is available to consult with OB Case Managers about members with complex needs 
or to talk directly with providers to discuss treatment plans.  


 Referring all Women with High-Risk Pregnancies to Maternal Fetal Medicine 
Specialists. For women with high-risk pregnancies, our OB Case Managers, working 
with the OB Medical Director as necessary, incorporate a maternal fetal medicine 
specialist into the member’s care treatment plan to encourage optimal outcomes for 
mom and baby. OB Case Managers also coordinate home visits through our partner, 
Alere, which specializes in community-based support for high-risk pregnancies. This 
includes clinicians who conduct home monitoring or accompany women to their 
doctor’s visits to keep them on track with their care treatment plan. 


 Incenting Providers for Achieving Quality Goals in the Obstetrical Pay-for-
Performance Incentive. As detailed in our response to Section 5.1.10.1.B, Amerigroup 
has engaged obstetricians to focus on quality outcomes, including reducing the rate of 
unnecessary C-sections. So far this year, we estimate this initiative has provided 
approximately $100,000 in savings. This is based on estimated savings of 
approximately $2,000 per case based on the average inpatient length of stay. Data also 
shows a three percent reduction in the rate of 
C-sections. 


 Investing in Strong Starts for Families 
through our You and Your Baby in the NICU 
Program. The program eases the stress caused 
by the birth of a premature baby by providing 
educational material that is culturally and 
linguistically targeted for low-income 
populations and onsite support and coaching 
by an Amerigroup clinician; it further 
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prepares the family for the transition to home, including coordination of follow-up 
care when necessary. We connect newborns with a PCP from the outset, a priority for 
DHCFP. Amerigroup also identifies and coordinates other support needs, such as the 
need for a car seat or diapers and coordinates with the appropriate community 
agencies to holistically promote a 
smooth transition home. 


 Investing in Community Activities 
to Engage Pregnant Women. 
Community-based outreach 
activities, such as Baby Showers, 
engage pregnant members in 
prenatal care and screen them for 
risk factors. Games, prizes, and even 
a fashion show are combined with 
health screenings and important 
prenatal information. We also 
distribute educational materials, 
called AmeriTips, which offer 
educational information to help 
moms take care of themselves and 
seek appropriate care. (Figure 
5.1.10-8). We can reach more than 
1,000 individuals through these 
events.  


 


  


Figure 5.1.10-8. AmeriTips Deliver Educational 
Information to Members and Promote 
Appropriate Care 
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Achieving Measurable Clinical Quality Gains 


Between HEDIS 2010 and 2012, Amerigroup Nevada has achieved significant increases in 
Medicaid scores for the measures summarized in Table 5.1.10-4. 


Table 5.1.10-4. Amerigroup Has Driven Gains in Medicaid Quality Performance since Program 
Implementation 


HEDIS Measure  Increase between HEDIS 2010 and 2012 


Follow ‐up after Hospitalization for Mental Illness—7 Day  79.77% 


Diabetes Care: Retinal Eye Exams  36.38% 


Timeliness of Prenatal Care  46.01% 


Frequency of Ongoing Prenatal Care (> 81 percent)  188.62% 


Childhood Immunization Status (Combination 3)  24.57% 


Lead Screening in Children  126% 


 


To achieve these results, Amerigroup Nevada has invested in 
development of strategies that fuel quality gains. For example, our 
Provider Relations Representatives have diligently educated 
provider offices on appropriately coding their claims to document 
HEDIS-related services to enhance our data capture. We have also 
delivered reference tools to providers, illustrated in Figure 5.1.10-9, to assist them. In another 
example, we changed lead screening protocols to enable PCP office-based gathering of 
screening samples, making lead screening more convenient for members.  


We remain committed to continuing our history of quality gains. In June, 2012, we launched 
our Investing in Quality initiative, chaired by our Nevada CEO. This initiative places quality 
at the center of the health plan and immerses the entire health plan, led by the senior 
executive team, in a culture of continuous quality improvement. This approach effectively 
engages every employee in every department in organizational performance improvement 
activities that ensure that Amerigroup exceeds quality standards as measured by HEDIS.  
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Five teams, each led by a member of the 
health plan leadership team, have been 
challenged to brainstorm and evaluate ideas, 
interventions, and solutions to improve 
relevant HEDIS scores in the areas 
illustrated in Figure 5.1.10-10. Every health 
plan employee is assigned to one of the 
teams. 


Each team has a budget and is developing a 
comprehensive plan to achieve the desired 
results. They also have the latitude to make 
decisions to change course or design a new 
intervention. Health plan leadership is 
encouraging new and innovative ideas that 
inspire creativity to reach our shared goals 
with DHCFP. To monitor our progress, we 
produce monthly interim HEDIS scores to 
assess our overall progress and further refine 
our strategies.  


In addition, in the last two years, we have 
added highly qualified experts at all levels of 
the department to continue our quality gains. 
For example, we added a bilingual outreach 


associate to directly and personally engage members and their families to obtain age-
appropriate care and services, including HEDIS-related services, using tracking tools that 
enable viewing of all outstanding 
HEDIS services for each individual 
and household. We have also 
engaged our network providers and 
community-based organizations to 
team up to improve HEDIS 
performance, such as partnering with 
the Southern Nevada Immunization 
and Health Coalition to promote 
their back-to-school immunization 
events to our member families.  


Figure 5.1.10-9. Reference Tools Encourage 
Proper Coding of HEDIS-related Services 


 


Figure 5.1.10-10. Investing in Quality Initiatives 
Focuses the Health Plan on Quality Improvements  
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Our Nevada team is fully supported by our corporate QM experts who aggregate experience 
across all 14 Amerigroup health plans and identify and share best practices. This facilitates 
the identification of areas for investment and treatment and practice protocols to be applied to 
Nevada. This team provides support related to HEDIS data management, clinical quality 
performance outcomes, and research and development. 


Implementing Innovative Provider Collaboration Strategies 


As described in our response to Section 5.1.10.1.B, Amerigroup Nevada has implemented 
innovative and quality-oriented incentive strategies with our providers, which is the first 
important step in our provider collaboration strategy. Complementing those initiatives, our 
investment in other provider collaboration strategies includes: 


 Real Solutions® Medical Homes. For larger 
provider sites, Amerigroup has invested in 
helping Nevada primary care sites to 
transform their practices to adopt population 
health management strategies. Real 
Solutions® Medical Homes enhance care for 
the entire community as providers develop population management capabilities that 
they apply to all their patients, including enhanced coordination for member with co-
morbid physical and behavioral health conditions. Amerigroup’s local health plan 
team includes a full-time Medical Practice Consultant augmented by resources in our 
corporate offices that exclusively support our Real Solutions® Medical Homes 
program. We also assist those practices to achieve NCQA accreditation as Patient 
Centered Medical Homes (Level 2), improving quality of care for all patients, not just 
our members. 


 Enhancing Medical Homes for Members with Behavioral Health Diagnoses. 
Amerigroup has piloted innovative provider practice transformation specifically for 
members with behavioral health diagnoses that may be adapted for Nevada. For 
example, we integrated primary care capabilities into a behavioral health provider in 
Maryland to integrate service delivery for members with substance use disorders.  


 Building Affordable Care Act–compliant 
Health Homes. In Washington, Kansas, and 
other states, we are establishing patient-
centered multidisciplinary provider teams to 
deliver care for members with chronic 
conditions (both medical and behavioral 
health). We are enthusiastic about developing industry-leading capabilities related to 
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Health Homes and to apply best practices learned in other states to apply to Nevada 
should the State opt to pursue such programs as a means to enhance quality of care. 


See the Confidential Technical Volume for proprietary information. 


 


Identifying High-Risk Members through Predictive 
Models 


Our Real Solutions® Health Care Insights suite of 
predictive models facilitates prospective identification 
and referral for specialized care coordination of 
members with elevated risks or ongoing medical or 
behavioral health conditions. Predictive modeling 
allows us to identify members with healthcare needs 
that may lead to high-intensity intervention, making 
the most efficient use of DHCFP dollars. Members 
with high-risk scores are prioritized for enrollment in 
clinical programs.  


Participating in a Public-Private Partnership to Prevent Healthcare Fraud 


Amerigroup has built a robust Program Integrity function, and we continually seek 
opportunities to enhance performance. We recognize that organizations that administer public 
programs should work together to improve detection and prevent payment of fraudulent 
healthcare billings. Amerigroup is among the first to join HHS, CMS, the U.S. Department of 
Justice, and other industry leaders in an innovative public-private fraud prevention initiative. 
The initiative will focus on fraud prevention opportunities that are only possible through 
broad collaboration, including:  


 Data sharing to pool Medicare and Medicaid claims data to allow federal investigators 
and private insurers to look for suspicious billing patterns and abnormalities.  


 Best practices and new methods to better detect suspicious activity and share 
approaches with the most potential to stop fraudulent billing.  


 Data analytics that uses sophisticated information technology and analytics on 
industry-wide healthcare data to predict healthcare fraud schemes before they happen.  


Promoting Safety by Restricting Payment for Provider Preventable Conditions  


Protecting the safety of Amerigroup members is an Amerigroup hallmark. Amerigroup 
currently maintains a number of patient safety initiatives, including processes for reviewing 
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all potential Quality of Care events. Complementing these efforts, Amerigroup maintains a 
rigorous policy that prohibits payment for Provider Preventable Conditions (PPCs) and Never 
Events. We require that providers report such incidents to Amerigroup, and our UM Nurses 
monitor all admissions to identify potential cases. Amerigroup thoroughly investigates all 
potential Quality of Care issues, including those associated with PPCs and Never Events. Our 
claims system monitors claims to identify those associated with a PPC and restricts payment 
accordingly. With this strategy, we continually reinforce to our network providers that member 
safety is of paramount importance.  


D.  Describe the experience your organization has had working with state government 
and or experience in specifically related services.  


Experience Working with State Governments 
For almost four years, Amerigroup Nevada has cultivated positive and productive 
relationships with DHCFP and other state agencies connected to the Medicaid, CHAP, and 
Nevada Check Up programs. We have emphasized a collaborative approach to identifying and 
implementing cost-effective program enhancements that foster sustained improvements to the 
healthcare of Nevadans.  


Amerigroup recognizes that, like most states, Nevada 
faces significant challenges in the future. As Medicaid 
costs continue to rise and enrollment grows, DHCFP 
will continue to confront difficult choices. Over the 
past 16 years, Amerigroup has cultivated trusting 
relationships with many state governments, including 
Nevada. As an organization with extensive data on 
public health programs, well-respected thought leaders 
in the healthcare field, and substantial capital 
resources to invest, Amerigroup remains committed to working with state partners to create 
innovative solutions to stabilize public health programs. We have a long history of partnering 
with states to help achieve the goal of improving health outcomes, streamlining 
administration, and optimizing the cost-effectiveness of public health programs in general. It 
is this commitment that separates Amerigroup from our competition. We believe that our role 
is not limited to that of an MCO vendor, but it is to anticipate the challenges facing the State, 
share program data and information, and collaboratively develop sustainable solutions with 
DHCFP.  


In addition, we interface with various State agencies in Nevada in the course of managing our 
business. This includes DWSS for eligibility, the Division of Insurance for regulatory 
oversight. Our case management team is well-versed in the diverse array of services available 
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to members and coordinate referrals to other State agencies based on each individual’s needs. 
This includes DWSS’ Supplemental Nutrition Assistance Program for members needing food 
stamps and its energy assistance program, the Nevada Supplemental Nutrition Program for 
Women, Infants & Children (WIC), and the Food Stamp Employment and Training program.  


Highlights of our experience working with the State government in Nevada, each of which is 
described below, include: 


 Partnership for strategic initiatives 


 Collaboration to achieve program improvements 


 Planning for the future 


 Coordination with other State agencies 


 Partnership and transparency  


We also highlight our experience with other states, which gives Amerigroup a broader range 
of experience with programs, services, and challenges beyond those of Amerigroup Nevada. 


Partnership for Strategic Initiatives 


As a true partner, Amerigroup Nevada has contributed ideas and resources to support the 
State’s overall health improvement efforts. We supported DHCFP in the development of a 
successful grant submission for CMS’ Medicaid Incentive Program for Chronic Diseases 
(MIPCD) demonstration. Beginning in December, 2012, through the MIPCD, members who 
are at risk of or diagnosed with diabetes will be rewarded for participating in our diabetes 
disease management program to boost their self-management skills. We look forward to 
monitoring the success of the project and are committed to collaborating with the other grant 
partners to deliver results in the demonstration. 


We also continue to seek sustainable improvements to 
maternal and child outcomes for Nevadans. 
Amerigroup actively collaborated with HealthInsight (a 
non-profit organization that served as convener), 
Nevada State Health Division, and DHCFP, the other 
Medicaid managed care plan, and the three largest 
obstetrical practices in Nevada to develop a CMS 
Innovation Strong Start grant proposal.  


The proposal incorporates adoption of a small-group intervention model of care that supports 
information sharing and understanding through shared experience. The proposal is based on 
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CenteringPregnancy, an evidence-based model for delivery system reform adopted in several 
states by Amerigroup to improve outcomes for maternal and child health. CenteringPregnancy 
is a multifaceted model of group care that integrates the three major components of care: 
health assessment, education, and support. The model uses a group setting to maximize the 
opportunity to educate women and to help them learn from each other and their shared 
experience. Small groups of eight to twelve women with similar gestational ages meet with the 
provider, learn care skills, and participate in facilitated discussions. The group learning model 
has proven to improve health outcomes, facilitate broader learning opportunities for 
participants, and create a support network for the woman with other group members.  


Amerigroup recognized the value of this approach early on. In March 2011, the Amerigroup 
Foundation awarded the Centering Healthcare Institute (CHI) with a $125,000 grant to 
implement CenteringPregnancy at three clinical practices. Amerigroup’s Public Policy 
Institute continues to work with CHI on several projects, including a program evaluation of 
the CenteringPregnancy model. 


This initiative underscores our commitment to the pursuit of innovative evidence-based care 
models, our collaboration with providers to develop sustainable solutions, and our willingness 
to partner with the State and other entities to achieve the State’s goals. 


We look forward to working with State and other stakeholders to identify and pursue other 
opportunities that align with DHCFP goals and objectives. 


Collaboration to Achieve Program Improvements 


Amerigroup Nevada enjoys excellent relationships 
throughout DHCFP, and we continually 
collaborate with the Agency to drive program 
improvements. Our commitment to collaboration 
with DHCFP is evident in our efforts related to the 
Nevada Medicaid Services Manual (MSM). 
Amerigroup Nevada’s Medical Director, Richard 
Roberts, MD, MHSA, CPE, works closely with 
DHCFP employees with whom he regularly consults regarding clarification of the MSM. He 
has been recognized across the Agency as an expert in its interpretation. Dr. Roberts’ collegial 
relationships with each of the DHCFP employees who are accountable for the various MSM 
chapters foster a deep understanding of the MSM rules and rapid response when the need for 
clarifications or interpretations arise. His expertise with the MSM and productive 
relationships with key employees enable us to identify and rapidly resolve inconsistencies 
within the MSM, which has supported refinement of the fee-for-service program. 
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Amerigroup appreciates that DHCFP seeks a performance-based program, and our leadership 
team has actively engaged the Agency to develop solutions when Medicaid rules or processes 
seem to impede optimal performance. For example: 


 Lead Screening. HEDIS rates related to lead screening for children were unusually 
low. Upon analysis of potential barriers, Amerigroup identified that the State 
requirement that samples be collected at labs, rather than in provider offices, placed 
additional burden on families who often chose not to visit another provider to have 
their child tested. We worked with the Agency to enable provider office collection of 
samples, and our HEDIS rates increased by 126 percent over a two-year period. 


 Newborn Enrollment. As noted in our response to Section 5.1.10.1.C, Amerigroup 
worked with the Agency and DWSS to modify the process for verifying Medicaid 
eligibility for newborns as delays inherent in the initial process had created barriers to 
early intervention to coordinate necessary care for newborns, especially those with 
high-risk factors. We strongly support pursuit of the presumptive eligibility waiver, 
which will further expedite interventions for newborns.  


Planning for the Future 


The State faces significant challenges in the future, including increasing budgetary pressures 
and implementation of the SSHIX and Health Information Exchange (HIE) initiatives. 
Amerigroup is experienced in supporting the State to vet options and identify and implement 
solutions that will guide the State toward achievement of its goals and objectives. We also 
stand prepared to work with the State on new policy initiatives that influence Medicaid and 
Nevada Check Up. 


We remain committed to engaging with State leadership to share ideas and strategies to align 
the health plan’s operations toward achievement of the Governor’s Healthy Nevada goals. 
Amerigroup strives to improve the health of all Nevadans, not just those enrolled in our health 
plan. We support and collaborate with community-based organizations on health promotion 
and education, and we incorporate value-added services into our Medicaid MCO program that 
contribute to improved health outcomes for our members. Our employees at all levels of the 
organization are actively involved in the community, including participating in many 
volunteer events.  
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Other future planning support experience in Nevada and other states is related to: 


 Health Insurance Exchange. Amerigroup’s leadership has committed to being a part 
of the solution. Our CEO participates in the SSHIX Finance and Sustainability 
Advisory Committee. Our Medical Director is a member of the Plan Certification and 
Management Advisory Committee of the SSHIX. Our team has been actively preparing 
for launch of SSHIX. Amerigroup Nevada also receives extensive support from 
Amerigroup corporate resources. Since 2010, we have cultivated a team of employees 
dedicated to research and thought leadership concerning Health Care Reform issues. 
The Health Reform Integration Team strives to be the thought leaders for analysis, 
education, and communication on the changes and opportunities of health reform for 
our stakeholders and partners. We have dedicated resources to track HIX trends and 
strategies across the country and develop solutions that deliver value to all our state 
customers, further strengthening our expertise.  


 Health Information Exchange. Our CEO is also on the Board of Directors of the 
Nevada Health Information Exchange (NHIE). We currently work with 
HealthInsight’s Health Information Technology Regional Extension Center and the 
State’s Quality Improvement Organization to boost adoption of its community-based 
NHIE. Recognizing the value of provider information sharing as a tool toward 
improved quality and efficiency, Amerigroup assists them by educating providers about 
how to use electronic medical records (EMRs) effectively to achieve meaningful use 
standards. We also educate providers who do not yet have EMRs on how they can move 
toward that goal. Our efforts educating providers about EMRs will positively influence 
the overall effectiveness of the NHIE as more providers opt to participate and share 
larger volumes of data.  


 Program Expansions to Add New Populations. In many other states, Amerigroup has 
worked closely with state governments to add new populations to their Medicaid–
managed care programs. We currently service members enrolled in the ABD/SSI 
category in 10 states and almost 92,000 dual eligibles in eight states. We understand 
the issues that states face serving these members, whose needs differ vastly from TANF 
and CHIP recipients, and have consulted and worked with state governments to 
develop real solutions.  


 Benefit Expansions. Many states have begun to integrate long-term services and 
supports (LTSS) into their Medicaid managed care program. Amerigroup has 
consulted with many state entities to design and develop successful strategies and to 
engage stakeholders in a collaborative effort. Across the country, Amerigroup has 
extensive experience coordinating LTSS for more than 145,000 members in five states. 
Amerigroup is supported by our National Advisory Board (NAB) on Improving Health 
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Care Services for Seniors and People with Disabilities, which recently celebrated its 
fifth anniversary. The NAB advocates for changes in public policies that both 
recognize and foster individual preferences for independent living through better 
integrated community-based services.  


Coordination with Other State Agencies 


Grounded in the State of Nevada, Amerigroup Nevada has nurtured relationships with other 
agencies that have oversight responsibility for aspects of the Medicaid, CHAP, and Nevada 
Check Up programs. Examples include:  


 Supporting Program Integrity. As detailed in our response to Section 5.1.11.6.C, 
Amerigroup maintains employees, systems, and processes to support identification of 
potential fraud, waste, and abuse, and we fully cooperate with State authorities in their 
investigation. As required, Amerigroup Nevada reports instances of all suspected fraud 
and/or abuse to the Surveillance and Utilization Review Section (SURS) at the 
DHCFP. In addition to reporting suspected cases, our investigation team actively 
partners with SURS as necessary to deliver data and documentation that supports the 
SURS investigation. Our Corporate Investigation Department (CID) employees meet 
quarterly by telephone with SURS personnel to discuss open investigations and share 
trends. In addition, members of the CID team participate on the US Attorney’s Heath 
Care Task Force, which is another venue for sharing and receiving information 
regarding active health care investigations. 


 Sharing Relevant Data. We recognize that the health plan’s data provides important 
public health information to the State. In addition to regular reports, Amerigroup 
Nevada regularly receives requests for data from DHCFP and other State agencies or 
departments, and we will continue to share relevant data that advances the mission of 
other agencies. For example, we recently received a request from DHCFP to produce a 
report for the Nevada State Health Division with data on our PCPs and dentists. In 
2012, we also shared data that DHCFP has requested through ad hoc reports related to 
EPSDT services, dental services, maternal and child health block grant data, and 
organ transplants.  


 Coordinating Referrals for State Investigations. As an MCO, Amerigroup Nevada 
gathers relevant data about provider practice patterns and potential quality of care 
concerns, and we refer cases for investigation to the State Board of Medical 
Examiners. For example, we recently referred a provider to the State Board of Medical 
Examiners after receiving complaints from members about his narcotic prescribing 
patterns. We also referred a network pain management provider who prescribed a 
powerful narcotic for home use in an amount our Medical Director felt was dangerous 
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for the patient. He filed a formal complaint with the Board regarding that provider as 
well.  


Partnership and Transparency in Communication 


The Amerigroup leadership team meets with DHCFP quarterly to review the status of the 
Medicaid Managed Care program, discuss opportunities for improvement, and strategize on 
new initiatives. We emphasize open communication that builds trust and centers on shared 
goals and objectives. For example, during our quarterly meetings, Amerigroup shares our 
progress on quality improvement programs, an important priority for DHCFP. 


This trusting relationship builds on a shared vision for a successful program. Amerigroup has 
a proven record of open communication with DHCFP, including prompt communication in 
cases when issues arise. Amerigroup recognizes that a rapid, detailed, and transparent 
response is our responsibility to the State. We are committed to and accountable for fully 
supporting DHCFP in program administration. 


 
E.  Provide the names, résumés, and any additional pertinent information regarding key 


personnel responsible for performance of any contract resulting from this RFP. In 
addition, specify the specific responsibilities of each of these individuals in relation to 
the requirements set forth herein. This information must be included in vendor’s 
technical response to the RFP. 


Key Personnel 
Amerigroup Nevada’s experience operating as a Medicaid and Nevada Check Up MCO has 
allowed us to develop a skilled management team with the expertise needed to operate an 
efficient health plan. Our key personnel are committed to providing quality, accessible care to 
our members, and dedicated to working with the State to create a more efficient healthcare 
system. Our talented employees have gained knowledge through personal experience in 
managed healthcare and through the support of Amerigroup Corporation, which has 
experience caring for approximately 2.7 million members in 13 states. As we blend local key 
personnel with the highly skilled leaders of Amerigroup Corporation, we ensure that the 
Nevada health plan and our members have a smooth and positive experience, with the best 
health outcomes possible.  


The key personnel will perform and be responsible for the duties defined in any Contract 
resulting from this RFP. These local leaders bring regional relationships and understanding 
of unique, local healthcare challenges to ensure DHCFP the right combination of personnel 
to meet the needs of the State and our Nevada members.  
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Collectively, this local team of key employees has more than 144 years of managed care 
experience and 25 years of experience in operating the Nevada health plan. Table 5.1.10-5 
lists the key personnel of the Amerigroup Nevada team dedicated to the Medicaid and Nevada 
Check Up Contract. We present resumes of the key personnel identified in RFP 4.13.2.3 in 
Section 5.4 Vendor Staff Resumes.  


Table 5.1.10-5. Key Personnel  


DHCFP Position Title 
Amerigroup 
Associate 


Amerigroup Title 
Years of Managed 


Health Care 
Experience 


Administrator  Eric Lloyd  Chief Executive Officer  20 


Chief Financial Officer  David Hsieh 
Associate Vice President, 
Finance 


10 


Medical Director  Richard Roberts, MD  Medical Director  30 


Recipient Services 
Manager 


Candice Speers, RN  Director, Quality Management  8 


Provider Services 
Manager 


Marlene Morrison 
Associate Vice President, 
Provider Relations 


22 


Grievance and Appeals 
Coordinator 


Dena Sargent, RN 
Quality Management 
Coordinator 


12 


Claims Administrator  Lisa Bogard 
Associate Vice President, 
Health Plan Operations  


18 


Nevada Operations 
Manager 


Julie Skaggs 
Vice President, Provider 
Relations 


24 


Total  144 


 


Tables 5.1.10-6 through 5.1.10-13, starting on the following page, provide information on 
specific responsibilities for RFP-identified key personnel. Employees listed will manage all 
oversight and performance requirements for any Contract resulting from this RFP. 
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Table 5.1.10-6. Administrator Contract Responsibilities 
Name  Eric Lloyd 
Amerigroup Title  Chief Executive Officer 


RFP Title  Administrator  


Responsibilities   Manage the overall operations Nevada health plan 
 Represent Amerigroup Nevada in all matters related to the Medicaid and 
Nevada Check Up Programs 
 Oversee DHCFP contract negotiations and ensure that policies and programs 
achieve results in compliance with the contract 
 Receive and respond to DHCFP inquiries and requests and resolve contract 
issues 
 Meet with DHCFP representatives to review performance and resolve contract 
issues 
 Oversee, direct, and manage health plan operations in Nevada 
 Develop policy and programs to achieve results through effective financial 
management 
 Lead the rate development process and oversee the health plan budgeting 
process 
 Certify financial statements, encounter reports, and other required regulatory 
reports 
 Oversee fraud and abuse program compliance and reporting responsibility 
 Maintain regulatory and Contract compliance, including securing and 
coordinating resources necessary for such compliance and monthly reporting 
 Ensure implementation and integration of cultural competency programs and 
training for all Amerigroup Nevada employees 
 Work collaboratively with Amerigroup senior leadership to achieve overall 
company goals of growth, financial performance, and service to the community 
 Manage key regulatory and legislative relationships 
 Oversee Contract negotiations 
 Oversee key hospital and provider contractual relationships 
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Table 5.1.10-7. Chief Financial Officer Contract Responsibilities 


Name  David Hsieh 


Amerigroup Title  Associate Vice President, Finance 


RFP Title  Chief Financial Officer 


Responsibilities   Own topline, medical expense, and local Selling, General and Administrative 
(SGA) portions of annual budget process and quarterly forecasts 
 Conduct and coordinate all analysis required for membership, premium yield, 
and medical expense  
 On a quarterly basis, analyze, interpret, and communicate financial statement 
and medical accrual results to plan leadership 
 Develop, maintain, and enhance mechanisms to track, report, and provide 
feedback on company financial performance 


 Monitor monthly claims production, including investigation and resolution of 
adverse changes in production statistics and their impact on medical accrual 
estimates 


 Control profit planning, forecast, expense budgets, accounts receivable, cost 
standards, and administrative savings 


 Administer a risk management program to minimize the exposure to business 
disruption 


 Monitor, analyze, and report any variances for local and direct administration 
expenses 


 Identify and drive opportunities for savings with plan leadership on a 
monthly basis 


 Identify and monitor the assumptions and issues in the rate methodology 
that drive financial success including trend, populations covered, benefits 
covered, unit cost assumptions, risk adjustments, birth rates, newborn 
enrollment rules, special populations, utilization assumptions, and program 
changes 
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Table 5.1.10-8. Medical Director Contract Responsibilities 
Name  Richard Roberts, MD 
Amerigroup Title  Medical Director 


RFP Title   Medical Director 


Responsibilities   Oversee all medical management services for the Nevada health plan in 
coordination with the Amerigroup integrated Medical Management Model 
 Lead the development and implementation of programs that assure that 
members receive appropriate and timely access to healthcare services 
 Lead the development and implementation of medical management programs 
that assure our physicians and hospitals deliver appropriate and timely 
medical services to our members 
 Lead the development and implementation of medical quality management 
programs that assure members fulfill their healthcare needs and have 
appropriate health maintenance and preventive services 
 Establish and implement the company’s medical management policies 
 Co‐chair the Utilization Management and Quality Assurance Plan committee 
 Direct the development and implementation of our internal quality assurance 
plan and utilization management activities and monitoring the quality of care 
Amerigroup members receive 
 Oversee the development and revision of our clinical care standards and 
practice guidelines and protocols 
 Review all potential quality of care problems, and oversee the development, 
implementation, and adherence to plans of correction 
 Oversee referral process for specialty and out‐of‐network services 
 Serve as a liaison between Amerigroup Nevada and its providers, 
communicating regularly with providers, including oversight of provider 
education, in‐service training, and orientation 
 Serve as consultant to medical staff with regard to referrals, denials, 
grievances, and problems 
 Ensure coordination of out‐of‐network services  
 Serve as liaison to work with DHCFP regarding utilization review and quality 
assurance issues 
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Table 5.1.10-9. Recipient Services Manager Contract Responsibilities 
Name  Candice Speers 
Amerigroup Title  Director, Quality Management 


RFP Title  Recipient Services Manager 


Responsibilities   Establish quality management objectives and annual goals in conjunction with 
the Medical Director 
 Direct implementation of the comprehensive Quality Management Program 
to meet the demographic and epidemiological needs of the population served 
 Promote plan wide understanding, communication, and coordination of the 
quality management program 
 Develop quality management reports 
 Analyze validity of quality management data from a clinical perspective 
 Coordinate reporting of all quality initiatives to all appropriate committees on 
a quarterly basis 
 Develop, design, implement and evaluate continuous quality improvement 
action plans for the quality improvement activities 
 Participate in the reporting of the HEDIS® data and coordinate the 
improvement action plans 
 Coordinate the state regulatory quality reporting for the health plan 
 Support plan leadership to meet NCQA standards 
 Support provider re‐credentialing in the areas of medical reviews and quality 
indicators 
 Assure compliance with State and Federal quality improvement/assurance 
requirements 
 Evaluate and make recommendations for oversight of delegated services 
 Develop the annual operating and capital budgets to sufficiently meet 
departmental needs and ensure that the department stays within budget 
 Set goals, establish measurements, quality standards and tracking 
mechanisms 
 Work with plan and corporate team to prioritize work requirements, balance 
competing priorities for resources, and develop plans to address those needs 
having the greatest impact 
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Table 5.1.10-10. Provider Services Manager Contract Responsibilities 
Name  Marlene Morrison 
Amerigroup Title  Associate Vice President, Provider Relations 


RFP Title  Provider Services Manager 


Responsibilities   Support network contracting efforts within Nevada, including active 
involvement in significant provider contracting efforts such as hospitals and 
organized physician groups 
 Ensure the appropriateness of the health plan’s programs for provider 
credentialing, orientation, education, and services as defined by the 
organization and the State 
 Ensure the provider network successfully integrates with the medical 
management function 
 Lead and manage all aspects of provider implementation, including 
understanding, communication, and accurate administration of unique 
arrangements 
 Maintain provider service standards and facilitate marketing programs that 
involve providers 
 Manage all aspects of provider profiling programs, including educating health 
plan employees on using provider profiling information to engage the 
provider network in improving quality 
 Develop and maintain all provider services policies and procedures 
 Monitor provider concerns and issues, communicate those issues to other 
functional areas of the health plan, participate in ongoing processes to obtain 
feedback to the health plan, and coordinate and assist in the appropriate 
response of the health plan for provider issues 
 Support strategic network composition and design initiatives that are 
consistent with the objectives of the health plan 
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Table 5.1.10-11. Grievance and Appeals Coordinator Contract Responsibilities 
Name  Dena Sargent, RN 
Amerigroup Title  Quality Management Coordinator 


RFP Title  Grievance and Appeals Coordinator 


Responsibilities   Process medical appeals according to the state Medicaid contract and 
regulatory requirements 
 Process and monitor medical appeals and Member Fair Hearings 
 Maintain internal medical appeals policies according to the state Medicaid 
contract and state regulatory requirements 
 Maintain database inventory of medical appeals by source, type, data 
received, and outcome 
 Manage medical appeals process to meet timeliness and accuracy standards 
 Analyze data and prepare quality management reports in accordance with 
plan procedures 
 Participate in intradepartmental quality management improvement teams 
 Perform medical record review and data collection for medical appeal 
processing 
 Discuss medical appeals with reviewing Medical Director, or designee, to 
facilitate decision making 
 Schedule and present medical appeals to appeal committee members for 
decision 
 Submit required documents to reviewing agency and monitor medical appeals 
 Coordinate with Medical Management, Provider Relations, and other internal 
Amerigroup Nevada departments as necessary to collect data to process the 
medical appeal 
 Communicate process and appeal determinations as necessary with external 
customers, such as, Members, physicians and hospitals 
 Assist in educating providers about the medical appeals process 
 Identify research and acts on areas requiring process improvement 
 Participate and contribute to the Quality Management, Medical Advisory, and 
Community Advisory Committee Meetings 
 Support regulatory audits and accreditation status and efforts 
 Maintain complaint documentation 
 Conduct regular audits of the core operations systems to track misrouted 
complaints 
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Table 5.1.10-12. Claims Administrator Contract Responsibilities 
Name  Lisa Bogard 
Amerigroup Title  Associate Vice President, Health Plan Operations 


RFP Title  Claims Administrator 


Responsibilities   Manage and improve all health plan operations to achieve or exceed 
performance standards and budget 
 Maintain all required regulatory compliance and serve as the liaison to all 
health plan support services, such as Medical Management, Claims, Provider 
Relations, and Information Technology Services 
 Develop and manage provider contracts and partnerships to achieve quality, 
cost management, and strategic business development objectives; develop 
and negotiate strategic provider contracts on behalf of the health plan 
 Lead the health plan’s performance management and earning improvement 
activities; assist in developing policy and programs to achieve business results 
through effective financial management 
 Assist CEO with development of plan’s annual administrative, medical, and 
capital budgets 
 Assist CEO with management of monthly reporting and review of financials 
and accruals 
 Assist the CEO with aspects of local and state government relationships, 
including dealing with regulators as necessary, to establish and continue 
effective working relationships 
 Manage the plan’s complaint, appeals, pended claims, and claims research 
functions 
 Manage the hiring, developing, training, and retention of high‐quality, 
productive employees 
 Oversee and direct the claims administration operation – hard copy claims 
and claims received in automated format 
 Prepare periodic claim volume and status reports for management 
 Investigate third party liability and subrogation cases using information 
supplied by Claims, Medical Management, reports, and phone calls 
 Communicate with attorneys, insurance carriers, members, providers, and 
state Medicaid agencies to achieve recovery using verbal and written 
correspondence 
 Work with Legal Department to resolve difficult recovery cases and to obtain 
legal advice 
 Identify and recover overpayments related to tort or subrogation 
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Table 5.1.10-13. Nevada Operations Manager Contract Responsibilities 
Name  Julie Skaggs 
Amerigroup Title  Vice President, Provider Services 


RFP Title  Nevada Operations Manager 


Responsibilities   Collaborate with plan CEO and other senior management to determine the 
plan’s provider contracting needs 
 Lead the development of provider network business plans, strategies and 
goals as they relate to network expansion and provider contracting, 
education, communication, policies, procedures and servicing 
 Develop and manage provider contracts and partnerships to achieve quality, 
cost management, and strategic business development objectives 
 Lead the strategic analysis and negotiation of all types of complex provider 
contracts 
 Review financial information and, in collaboration with Medical Finance and 
other corporate departments, develop effective reimbursement 
methodologies and strategies to achieve specific contracting and budgetary 
objectives which are operational and efficient 
 Monitor local market trends relative to provider contracting, reimbursement 
and service, make recommendations to modify current processes and assist 
implementing changes when necessary 
 Educate Provider Relations staff on the concepts and practice of provider 
marketing 
 Assume responsibility for development, implementation, operation and 
oversight of provider marketing efforts in collaboration with Sales and 
Marketing leader 
 Work with staff to identify operational issues and implement projects to 
promote payment of claims on first submission 
 Supervise the provider network and operations staff to ensure proficiency and 
efficiency in meeting all health plan strategic and operational goals, major job 
objectives and planning goals 
 Develop and implement strategies to recruit and retain the highest quality 
staff members 
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F.  Provide the names of any additional full-time staff and project supervisors with 
contract responsibilities in the following area: 


  1. Information Systems 


  2. Utilization/Case Management 


  3. Claims Payment 


  4. Quality Improvement and Reporting (e.g., HEDIS, CMS 416) 


  5. Health Education 


  6. Data Coding 


  7. Contract Negotiation Specialists/Network Recruiters 


  8. Encounter Data 


  9. Other staff as needed for project 


Additional Employees with Contract Responsibilities 
In addition to the key personnel, Amerigroup Nevada designates additional full-time 
employees who supervise each of the following functional areas required by this RFP. The 
Nevada employees receive support from Amerigroup Corporation’s specialized departments, 
which complement these employees in strategically determined functional areas to create both 
better value and results for our members. Table 5.1.10-14 provides a summary of the name(s) 
of the responsible Amerigroup Nevada employees and the supporting Amerigroup Corporate 
department(s) for all employees responsible for each of the functional areas. We describe each 
staff member listed and their supporting department(s) in detail following the table.  


Table 5.1.10-14. Additional Full-time Personnel and Project Supervisors 


Functional Area  Staff 
Amerigroup Supporting 
Department(s) 


Information Systems  Shaun Wayne   Technology Services 


Utilization/Case Management  Karen Gardiner 
Behavioral Health  


Clinical Operations 


Claims Payment 


Stephen Williams  


Richard Marucut  


Denise Ward  


Reimbursement Policy 
Management 


Claims 


Quality Improvement and Reporting  Addie Ferebee   Quality Management 


Health Education  David Osman   Disease Management 
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Functional Area  Staff 
Amerigroup Supporting 
Department(s) 


Michelle Washington  


Data Coding  Robin Favret  
Provider Life Cycle 


Information Technology Services 


Contract Negotiation 
Specialists/Network Recruiters 


Shaneka Wiley  


Stephen Ford  


National Provider Services 


Provider Collaboration 


Encounter Data  Robin Favret    


Other personnel, as needed  


Brandon Charles, MD 


Gerald Busch, MD 


Nancy Kaplan  


Chris May  


 


 


Information Systems 
Staff and Contract Responsibilities 


Shaun Wayne, Information Technology Service Field Service Technician III, supports 
Amerigroup Nevada’s Information Systems. Shaun has almost 10 years of experience with 
Amerigroup and more than 15 years of experience working with Information Technology 
Services. Under the Contract, Shawn:  


 Provides technical support and direction for Amerigroup Nevada staff members 


 Contributes advanced, top-level technical knowledge and experience in the areas of 
software and hardware testing, change control, configuration management, test plan 
development, and systems documentation 


 Provides information to internal and external customers and vendors 


 Provides and implement innovative ideas and solutions for complex problems  


 Ensures system security is maintained and strengthened through implementation of 
current technologies 


Supporting Department 


Shaun Wayne and Amerigroup Nevada receive support from Amerigroup Corporation’s 
Technology Services (TS) Department, which consists of more than 380 highly skilled and 
experienced technology professionals. In order to best support the Nevada Health Plan, the 
management of our TS Department is fully integrated across operations, allowing us to focus 
on serving our members. Integrating the management of all functions creates a collaborative 
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environment that focuses on implementing technology tools to strengthen customer 
relationships and drive operational improvements. 


Utilization and Case Management 
Staff and Contract Responsibilities 


Karen Gardiner, Vice President of Health Care Management Services, is part of the Nevada 
health plan Clinical Leadership team, and leads the Utilization and Case Management 
responsibilities, including those resulting from this RFP. Under the Contract, Karen:  


 Directs and provides leadership for designing and developing the Nevada health plan’s 
medical management program to meet the unique needs of the population 


 Directs Healthcare Management Programs including disease management, case 
management, and utilization management 


 Promotes understanding, communication, and coordination of the Integrated Medical 
Management Program 


 Works with Provider Relations, Quality Management, and Health Promotions to 
develop and implement effective provider communications, quality assurance, and 
member outreach programs 


 Ensures support for compliance with NCQA and assure compliance with the State and 
federal program requirements  


Supporting Departments 


Amerigroup’s Behavioral Health Department works to leverage centralized behavioral health 
utilization management and disease management employees who handle complex cases with 
the lowest acuity level. These teams, designated by region to build local market knowledge, 
collaborate closely with local health plan employees. Amerigroup also deploys locally based 
complex case management experts to provide high-touch services for our most vulnerable 
members and to make best use of extensive local knowledge of community resources. This 
approach matches the intensity of service required for each individual member. 


Amerigroup’s Clinical Operations Department ensures that Amerigroup’s policy and 
operations support the national medical model by promoting collaboration, accountability, 
and teamwork, which aids the removal of barriers to operational success. The core functional 
responsibilities of Clinical Operations includes Clinical and Utilization Management (UM) 
procedures and workflows, NCQA UM standards, medical program management, Case 
Management and UM training, and integration of Case Management and UM certification 
programs.  
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Claims Payment 
Staff and Contract Responsibilities 


Stephen Williams, Vice President of West Regional Services Center Operations, has been with 
Amerigroup for almost six years. Under the Contract, Stephen leads operations for the 
Regional Service Center, which is responsible for customer services and claims processing.  


Richard Marucut, Director of Service Operations, is a leader in the West Regional Service 
Center. As director, he helps manage the claims team responsible for supporting Amerigroup 
Nevada. Under the Contract, Richard: 


 Monitors claims quality reporting and ensure fulfillment of all State requirements  


 Analyzes reports to identify areas of concern, trends, and issues across entities that 
impede customer service 


 Collaborates with internal partners to develop process improvement initiatives to 
reduce defects, improve overall operating efficiencies, and maximize dollar recovery 
through cost containment 


 Ensures appropriate scheduling of employees to manage claims volume 


 Works with the Nevada health plan to resolve operational issues including enrollment, 
benefit configuration, call metrics, authorizations, high dollar claims, pending claims, 
appeals, adjustments, customer service, and policy issues 


Denise Ward, Claims Manager, directly manages claims for the Nevada market. With more 
than 21 years of experience in healthcare, she has the expertise necessary to manage an 
efficient claims team. Under the Contract, Denise:  


 Manages the Nevada claims inventory 


 Provides updated claims training as required 


 Ensures that all market Performance Guarantees are met 


 Partners with cross-functional areas to ensure all claim errors are resolved timely 


 Processes high dollar, complex and adjustment claims 


  







 Tab V – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-77 
November 15, 2012 


Supporting Departments 


Amerigroup Corporation’s Claims Department works to ensure the satisfaction of our 
providers, members, and state partners by striving to provide the most accurate, cost effective, 
and responsive claims processing system. This extensive corporate department provides vital 
support to the Nevada health plan’s claims payment team.  


Amerigroup Corporation’s Reimbursement Policy Management Team supports the claims 
payment employees. The Reimbursement Policy Management team creates consistent and 
industry-standard reimbursement policies and medical coding logic, taking into consideration 
our member’s unique needs. The Claims Payment functional area collaborates with local 
Nevada employees to ensure claims payment understanding, communication with providers, 
and claims processing efficiencies.  


Quality Improvement and Reporting 
Staff and Contract Responsibilities 


Addie Ferebee, Nevada Health Plan Financial Analyst, supports the data and quality needs of 
the Quality Improvement and Reporting functional area. Under the Contract, Addie: 


 Produces, analyzes, and maintains reports used to measure, monitor, and manage 
quality of care and services 


 Employs knowledge of databases, information systems, statistical tools, and analytical 
principles to analyze outcomes that support strategies for managing health plan 
performance 


 Compiles and analyzes data including quality indicators, performance scorecard, and 
quality improvement activities  


 Develops, standardizes, maintains, and enhances reports for State quality reporting 


Supporting Department 


Amerigroup Corporation’s Quality Management Department fully supports our Nevada team. 
The department’s experts have aggregate experience across all 13 Amerigroup health plans 
and identify and share best practices. The Amerigroup Quality Management Department leads 
national efforts related to development and implementation of quality metrics and 
identification of effective interventions in affiliate health plans for inclusion in performance 
improvement initiatives. This facilitates the identification of areas for investment and 
treatment and practice protocols to be applied to Nevada. This team provides support related to 
HEDIS data management, clinical quality performance outcomes, and research and 
development.  
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Health Education 
Staff and Contract Responsibilities 


David Osman and Michelle Washington, Nevada Health Plan Marketing Representatives, 
provide field-based marketing and health education to promote a healthier community. Under 
the Contract, Dave and Michelle: 


 Converse with and educate the general public on the importance of healthcare and the 
services a managed care organization provides 


 Provide outreach and guidance to members of the community regarding enrollment 
questions and social services needs 


 Conduct presentations, create exhibits, and perform other educational activities in an 
effort to inform the community and establish positive relationships with providers and 
community organizations 


Supporting Department 


Amerigroup Corporation’s Disease Management Team also supports the Nevada health plan 
with targeted disease management programs tailored to the needs of members and caregivers. 
Our DM team is supervised by our National Medical Director and consists of licensed nurses 
and social workers assigned to state-specific teams. This builds familiarity with local programs 
and resources and incorporates a deeper support system for individual members. 


Data Coding 
Staff and Contract Responsibilities 


Robin Favret, Associate Vice President of Information Technology Services Customer 
Account Management, has more than 28 years of healthcare experience and 14 years with 
Medicaid and CHIP programs. Robin’s experience has provided her the opportunity to work 
extensively with DHCFP on integration challenges and her expertise supports Amerigroup 
Nevada’s Data Coding functional area. Under the Contract, Robin:  


 Leverages industry, corporate, and health plan knowledge to partner with the state in 
developing solutions to operational or system issues 


 Ensures the communication of key service and performance measures to the health 
plan and its customers 
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Supporting Departments 


Amerigroup Corporation’s Provider Lifecycle Management Department focuses on the 
operational leadership of systems that administer our provider network and member benefits. 
Department experts manage provider data management and provide reimbursement and 
provider data quality initiatives. The Provider Lifecycle program is an enterprise-wide 
initiative to improve the timeliness of bringing providers into our network and the quality of 
the provider data in our systems. 


Contract Negotiations and Network Recruiting 
Staff and Contract Responsibilities 


Shaneka Wiley, Nevada Health Plan Manager of Provider Services, manages and coaches 
Amerigroup Nevada’s Provider Services team daily. Shaneka promotes provider satisfaction 
and provides an extensive provider network for our members. Under the Contract, Shaneka: 


 Evaluates the provider network to ensure appropriate access for membership and 
develop and execute recruitment plans 


 Promotes positive relationships with the provider community and other Amerigroup 
departments 


 Develops and implements action plans regarding provider satisfaction 


Stephen Ford, Associate Vice President Senior Counsel, supports the health plan by providing 
legal expertise. In this role, Stephen: 


 Serves as counsel for the Nevada plan 


 Handles intake and resolution of legal issues related to regulatory compliance, 
provider network development and maintenance, provider disputes, agency disputes, 
product development and plan extension, and risk management 


 Participates with merger and acquisition activity and new market development 


 Participates with negotiations and process improvement 


 Manages paralegal and administrative staff 


Supporting Departments 


Amerigroup Corporation’s National Provider Services Department and Provider 
Collaboration Team both understand the importance of working with our providers to ensure 
the best care for our members. National Provider Services supplies the support necessary to 
develop an extensive provider network that promotes positive relationships and facilitates 
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provider communication. The Provider Collaboration team develops and maintains programs 
that support providers initiatives including patient-centered medical homes; incentive, risk, 
and shared savings; provider information sharing; and innovative reimbursement.  


Encounter Data 
Staff and Contract Responsibilities 


Robin Favret, Associate Vice President of Information Technology Services Customer 
Account Management, in addition to her role described above, supports the health plan’s 
encounter data process. She:  


 Systematically reviews operational performance, including service level agreements 
and regulatory mandated performance guarantees in order to address issues and 
maintain alignment with business goals 


 Monitors operational and system trends across the health plan to determine potential 
solutions to operational or system issues 


Additional Employees 
Staff and Contract Responsibilities 


Brandon Charles, MD, OB Medical Director, provides complimentary clinical expertise to our 
Medical Director. Dr. Charles works with Amerigroup Nevada leadership to promote care 
treatment plans that improve our members’ health outcomes. Under the Contract, Dr. 
Charles: 


 Promotes optimal maternal and child health outcomes 


 Coordinates and manages Amerigroup Nevada peer reviews, education and physician 
relations 


Gerald Busch, MD, Behavioral Health Medical Director, provides additional clinical support 
to the health plan. Dr. Busch is a board-certified psychiatrist and has the experience necessary 
to provide exceptional insight and guidance to improve the care of our members. Under the 
Contract, Dr. Busch: 


 Assists in the management of complex behavioral health conditions 


 Provides leadership and guides providers in developing recovery-oriented care 
treatment plans for members with behavioral health diagnoses 


Nancy Kaplan, Manager of Regulatory Services, is a valuable part of the Nevada health plan. 
Nancy is involved with several functional areas resulting from the Contract, including state 
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contracts, reporting resources, regulatory tasks, collateral material, and performance 
standards. Under the Contract, Nancy: 


 Researches and provides guidance to the Nevada health plan and corporate 
departments regarding compliance with the requirements of the Nevada managed care 
contract, as well as state and federal statutes and regulations 


 Serves as representative for the Nevada health plan and the corporate departments with 
state regulatory agencies 


 Assesses proposed and final legislation with potential impacts on business activity and 
operations 


Chris May, Director, Amerigroup Nevada’s Compliance Officer, plays a key role in the 
successful management of the health plan. Chris educates the Amerigroup Nevada employees 
to ensure compliance with corporate and state policies. Under the Contract, Chris: 


 Leads and assures compliance training activities 


 Monitors health plan performance standards for compliance with contractual and 
regulatory requirements 


 Reviews policies and procedures and health plan activities to ensure adherence to 
business associate requirements and physical and electronic security under HIPAA  


G.  Provide copies of any current licenses or certifications, including your license to 
operate as an HMO in Nevada.  


Current Licenses and Certifications 
The following documents are evidence of Amerigroup Nevada’s authority to serve members 
and operate as proposed in Nevada; We have included copies of our current licenses and 
certifications in Tab IX – Other Informational Material, behind Tab VII Attachments as 
Attachments 5.1.10.1-1, 5.1.10.1-2, and 5.1.10.1-3. 


 Certificate of Authority. Amerigroup Nevada maintains a license to operate as a Health 
Maintenance Organization (HMO) in the Service Areas of Clark and Washoe counties, 
issued by the Nevada Division of Insurance on March 30, 2006.  


 NCQA New Health Plan (NHP) Accreditation. Amerigroup Nevada currently is 
operating under a three-year accreditation that we received in December 2011; the 
accreditation is valid through December 2014. 
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 Nevada State Business License. Amerigroup Nevada holds a State Business License 
through the Nevada Department of Taxation. The license has been maintained 
continuously with the State annually since its date of issue on April 26, 2006; the 
license is valid through August 13, 2013.  


Through our accreditation efforts, we seek to demonstrate our commitment to quality of care 
for all members. 


H.  List any bilingual staff, the area to which they are assigned and the languages spoken. 


Bilingual Employees 
Amerigroup Nevada representatives reflect the cultural and linguistic needs of our members. 
We work with the State to provide services to unique populations, as well as a large Hispanic 
community, and we are proud to supply the necessary resources to accommodate our members 
who do not speak English as a first language.  


Amerigroup Nevada has several bilingual associates. Table 5.1.10-15 lists our bilingual 
employees, their departments, and the language(s) spoken.  


Table 5.1.10-15. Amerigroup Nevada Bilingual Employees 
Name  Title ‐ Department  Language Spoken 


Lynette Glasco 
Member Advocate – Quality Management 
Department  


Spanish 


Socorro Carrasco 
Outreach Associate – Quality Management 
Department  


Spanish 


Eric Ortiz 
Claims Resolution Analyst – Provider 
Relations Department 


Spanish 


Laura Deya‐Orona 
Senior Claims Resolution Analyst – Provider 
Relations Department 


Spanish 


Luzy‐Ann Yanson 
Quality Management Representative – 
Quality Management Department 


Tagalog 


In addition to the Amerigroup Nevada bilingual resources, Amerigroup Corporation has 
several translation and bilingual resources to support the health plan.  


Amerigroup’s National Contact Center (NCC) is well equipped to handle large volumes of 
calls from members who do not speak English as a first language. The National Contact 
Center currently has 135 employees that are fluent in both English and Spanish. In 2012, 
NCC employees have directly handled more than 326,000 calls for our Spanish-speaking 
members. 
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In addition to in-house resources, Amerigroup contracts with a professional over-the-phone 
interpreter (OPI) service vendor to provide interpretation services for languages other than 
Spanish. Our OPI vendor can quickly provide translators 24 hours a day, seven days a week 
for 170 languages, using language-appropriate, healthcare-aware translators. We train our 
Amerigroup employees to offer translation services whenever this service can enhance the 
communication between the employee and the member. Generally, within an estimated 45 
seconds, we connect a healthcare-aware translator, the member, and the representative in a 
three-way conversation. In 2012, NCC employees have utilized our OPI translator for other 
languages for 124,887 calls.  


Between January, 2012 and September, 2012, Amerigroup’s OPI Services Vendor received 
2,036 calls from Amerigroup Nevada members. While 90 percent of these calls were from 
members who spoke Spanish as a first language, they were able to address the minority of 
Amerigroup Nevada members who required Vietnamese, Korean, and Nepali translation 
services.  


The bilingual support from Amerigroup Corporation’s National Contact Center, matched with 
translation services provided by experienced vendors, gives Amerigroup Nevada the ability to 
communicate effectively with members for whom English is not a primary language.  


I.  List any associations or organizations to which the organization belongs. 


Associations and Organizations  
Amerigroup Nevada is deeply rooted in Clark and Washoe Counties and partners with many 
associations and organizations that share our mission. We link with community and 
government agencies, as well as schools and faith-based organizations to help broaden our 
ability to bring social services and community support. We currently belong to the Las Vegas 
Chamber of Commerce, the North Las Vegas Chamber, the Reno Chamber of Commerce, the 
March of Dimes, and the American Heart Association.  


Amerigroup Nevada CEO Eric Lloyd is a participating member of several community 
association boards, including: 


 The United Way of Southern Nevada and co-chairs the Access to Healthcare 
committee 


 After-School All-Stars Board of Directors-Las Vegas 


 Nevada Health Insurance Exchange Board of Directors 
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 Silver State Health Insurance Exchange 
(SSHIX) Finance and Sustainability 
Advisory Committee  


 HealthInsight Nevada Partnership for 
Value-driven Healthcare Steering 
Committee  


David Osman, our Marketing Manager in 
southern Nevada (who is also a registered 
nurse), also has very strong ties to the 
community. He has lived in the community for 
many years and most recently served as 
president of the Nevada Youth Alliance and 
past president of the Southern Nevada 
Continuity of Care Association. Because of his 
training and experience, he brings a unique 
perspective to the community and the 
organizations he serves. 


We have participated in health fairs, walks, and 
countless back-to-school immunization and 
health fairs with our partner organizations.  


We are continuing to grow our community 
outreach and are in the process of finalizing 
our school-based program in partnership with 
the University of Nevada School of Medicine. 
Our goal is to support healthy outcomes for 
children in Nevada and increase access to 
preventive care. 
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5.1.11 Plan of Operation 
The following are items that will facilitate the evaluation of the Vendor’s ability to provide the 
different components required for the operation of a DHCFP contracted HMO. In each response, 
a comprehensive description detailing how the requirement will be implemented and maintained 
must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


Medical Services (§5.1.11.1)  
A.  Describe how you will determine the need to provide services beyond those required 


in Section 4.2.2, Vendor Covered Services. 


Providing Services beyond the Required Covered Services 
Services beyond those required in Section 4.2.2, Vendor Covered Services, include two 
categories, and we describe both determination processes below. These are: 


 Non-covered services that are approved by the Medical Director and coordinated 
through the health plan because they will ultimately improve health outcomes for 
members or reduce the need for more costly services 


 Value-added services that we have incorporated into the Nevada Medicaid Managed 
Care benefit package to enhance overall gains in health outcomes for members.  


Facilitating Access to Non-Covered Services that Drive Gains in Health Outcomes 


Amerigroup Nevada incorporates non-covered services into member care treatment plans 
when such services offer medically appropriate and cost-effective alternatives to covered 
services. Examples include extension of outpatient benefits to avert an inpatient admission or 
to reduce the need for future services or coverage of rehabilitation facilities if they expedite 
discharge from an inpatient facility when 
appropriate. In another example, we coordinate 
medically necessary services for Early and Periodic 
Screening, Diagnosis, and Treatment Program 
(EPSDT) services for children enrolled in Medicaid, 
regardless of whether they are covered under the 
State plan.  


We maintain clear protocols to guide review and authorization of such services. Since 2009, 
we’ve remained committed to coordinating the right care in the right place at the right time for 
Nevada members with a keen focus on improving quality and health outcomes. 
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Either a treating provider or an Amerigroup employee (such as a Case Manager or Utilization 
Management (UM) Nurse) may determine that non-covered services may offer the most 
effective treatment alternative for a member. In our experience, Case Managers, who are 


familiar with member needs, most frequently 
identify the opportunity to incorporate non-
covered alternatives into a member’s care 
treatment plan. When identified, the UM 
Nurse or Case Manager requests 
appropriate medical records and other 
documentation and shares them with the 
Medical Director.  


The Medical Director then reviews the 
records and other supporting 
documentation, such as relevant clinical 
studies. When appropriate, the Medical 
Director may engage Amerigroup’s National 
Medical Director or Chief Medical Officer to 
gather additional clinical expertise. The 
Medical Director issues a determination 
about non-covered services after careful 
consideration of the member’s needs, 
medical necessity guidelines, and a cost-
benefit analysis, documenting the decision 
in the claims system.  


Value-Added Services 


Amerigroup has operated in Nevada for 
almost four years. Working closely with 
DHCFP, our members, providers, and 
community-based organizations, we have 
developed a keen understanding of the 
greatest needs of the community’s various 
stakeholders and created innovative 
sustainable solutions to drive positive 
outcomes where results are needed most. By 
providing certain benefits above and beyond 
the required core services, we believe we can 
achieve lasting and measurable 
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improvements in the behavioral and physical health and welfare of our Nevada members.  


In determining the value-added services for our members, we consider member demographics, 
utilization trends, benefit gaps, and the healthcare goals of the State. For example, we 
recognize that DHCFP has prioritized reduction of preterm birth rates in Nevada, so we have 
incorporated value-added services that encourage pregnant women to participate in risk 
screenings as well as prenatal and postpartum care. Our most recent analysis validates that: 


 More than 81 percent of our Nevada members are under the age of 19, and the average 
age is 11.  


 Three of the 10 most frequent diagnoses are pregnancy-related, and we cover more 
than 4,400 births each year.  


 Asthma is one of the top 10 diagnoses related to inpatient admissions.  


We also consider the goals of the State, the Governor, and DHCFP when we determine 
potential value-added services. For example, Nevada ranks 49th in the country for adequacy 
of prenatal care, and our incentives to participate in Taking Care of Baby and Me® encourage 
pregnant women to seek care as soon as possible. We will continue to work with State 
leadership to share ideas and strategies to align the health plan’s operations toward 
achievement of the Governor’s Healthy Nevada goals. Our proposed services reflect a strong 
commitment to enhancing health outcomes for our members. 


In addition, Amerigroup Nevada routinely engages with our community-based partners and 
stakeholders, such as our Health Education Advisory Committee, to vet ideas for value-added 
services, gather additional insight into potential benefit or service gaps, and solicit ideas for 
increasing interest in value-added services. For example, our analysis suggested that Boys and 
Girls Club memberships were somewhat lower than expected, so we worked with that 
organization to create promotional fliers and distributed them to members and providers to 
boost use of this important benefit. 


Accordingly, we propose to offer the expanded benefits summarized in Table 5.1.11.1-1 to 
qualified members to enhance care, promote healthier outcomes, and increase member 
satisfaction. Under the new Contract, Amerigroup Nevada is proposing a number of new 
value-added services that have been implemented, tested, and validated in other states with 
similar populations. We believe that the new programs align with DHCFP’s overall goals and 
support the Healthy Nevada initiative overall.  
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Table 5.1.11.1-1. Value-Added Services Foster Improved Health Outcomes for Nevada Citizens 


Current Value‐Added Services 


Benefit  Value  Description 


Annual free 
sports physicals 


Promotes increased participation in 
exercise, encouraging healthy lifestyles 
and reduced rates of obesity 


Amerigroup Nevada covers one sports 
physical every twelve months for 
children between the ages of 6 and 18. 


Memberships in 
Boys and Girls 
Clubs  


Offers a safe place for children to learn 
and grow, encourages healthy behaviors 
through sports and exercise programs, 
encourages kids to stay in school, and 
builds skills to address substance abuse 
and domestic violence 


Amerigroup Nevada covers annual 
membership fees for children ages 6 to 
11. Members can re‐enroll each year for 
free. 


Asthma Camp 
for children 
with asthma 


Promotes medically supervised activities 
and educational sessions in which 
children learn to understand and manage 
their condition 


Amerigroup Nevada pays for one visit to 
Asthma Camp annually for children 
between the ages of 8 and 12 who have 
been diagnosed with severe asthma.  
Amerigroup will pay for eligible members 
to attend camp once a year for as long as 
they are a member. 


Targeted text 
message 
reminders and 
free additional 
mobile minutes 
for no‐cost 
mobile phone 
service 


Enhances the SafeLink Phone Service 
Program, maximizes our ability to 
maintain contact with members—
especially high‐risk members—and offers 
ongoing educational opportunities 
through targeted text messages 


Amerigroup Nevada promotes the 
SafeLink Phone Service Program to 
members, which is funded by the 
Universal Service Fund Lifeline program 
and includes a free cell phone and plans 
of up to 250 minutes per month at no 
cost. Through a partnership with 
Amerigroup Nevada, our members 
receive an additional 200 bonus lifetime 
minutes of cell phone time and free 
health information text messages from 
Amerigroup Nevada.  


Circumcision for 
newborns  


Improves health outcomes by reducing 
the risk of urinary tract infections in the 
first year of life and lowering the long‐
term risk of acquiring other sexually 
transmitted conditions, such as HIV, 
genital herpes, human papilloma virus, 
and syphilis 


Amerigroup Nevada will cover elective 
circumcision for newborn boys up to one 
month of age. 
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Additional Value‐Added Services Proposed for the New Contract 


Benefit  Value  Description 


Hypoallergenic 
bedding 


Creates healthier sleeping environments 
and helps reduce the rate of ED visits for 
members with asthma, allergies, or any 
chronic respiratory or pulmonary 
diagnosis 


Amerigroup Nevada will offer up to $100 
toward the purchase of hypoallergenic 
bedding such as pillowcases, box spring 
covers, mattress covers, and blankets for 
members with asthma, allergies, or any 
chronic respiratory or pulmonary 
diagnosis. Amerigroup Nevada’s Case 
Manager will authorize and order the 
bedding on behalf of the member in the 
appropriate bed size. This benefit is a 
one‐time lifetime benefit. 


Career 
Development 
Educational 
DVDs 


Enhances our members’ ability to 
achieve sustainable employment in the 
state with the highest unemployment 
rate in the country 


Providing members with career 
development tools will improve member 
engagement in their own professional 
development. Improvements in 
education and professional development 
have been linked to improved sense of 
purpose, life outlook, and mental and 
physical well‐being. 
To help members better understand and 
cultivate their interests, strengths, skills, 
and attitudes and to become more 
effective in the workplace, Amerigroup 
Nevada offers members ages 18 and 
older a free 4‐pack of career 
development educational DVDs. Topics 
include education on basic developments 
in career‐building skills such as personal 
finance, interview preparation, cover 
letters, and resume writing. T his benefit 
is a one‐time lifetime benefit. 


Amerigroup Nevada is committed to coordinating the array of benefits and services necessary 
to achieve DHCFP’s goal for improved health outcomes for Medicaid and Nevada Check Up 
participants. We are confident that facilitating access to non-covered services when 
appropriate and delivering value-added services that complement covered services supports 
that goal. Our determination processes for both types of services encourage improved health 
outcomes for members and cost-effectiveness for DHCFP. 
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B.  Describe the guidelines and procedures you will use to determine the medical 
necessity of service authorization requests. Include your process for medical review 
of claims. 


Determining Medical Necessity of Service Authorization Requests 
Amerigroup Nevada leverages both Nevada-specific and nationally recognized guidelines to 
determine the medical necessity of service authorization requests. We also maintain efficient 
procedures to streamline program administration for providers. Our process for medical 
review of claims promotes prompt evaluation of claims pended for medical necessity 
determination. Each of these is described in detail below. 


Amerigroup Nevada’s UM efforts engage providers in 
productive dialogue regarding authorization of 
behavioral health and physical health services to 
promote access to the level of care that will drive the 
best health outcomes. We use UM to creatively 
address our members’ health challenges rather than 
using it as a mechanism for authorization or denial of 
requested service.  


Clinical Guidelines Promote Clinical Integrity in Decision-making 


As a participant in Nevada’s Medicaid Managed Care program since 2009, Amerigroup 
Nevada has fully integrated our clinical criteria for medical necessity and service utilization 
requests with DHCFP’s Medicaid Services Manual (MSM). MSM criteria, which define 
medical necessity for Medicaid and Nevada Check Up, are augmented by nationally 
recognized clinical criteria to guide our UM decisions. 


Our primary guidelines for medical necessity are those 
outlined in the MSM. All Amerigroup employees who 
conduct UM for Nevada members have undergone 
extensive training on the application of the MSM 
criteria, and we have incorporated the criteria into our 
system to support efficiency and consistency. The 
system facilitates primary use of the MSM criteria in UM decisions in Nevada. We work 
closely with DHCFP to accurately integrate the MSM criteria, guidelines, and procedures into 
our operations, and our Medical Director regularly interacts with DHCFP employees to 
clarify and refine MSM requirements. This collaborative relationship fosters accuracy in 
applying MSM guidelines, which benefits members and providers.  
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Augmenting the MSM, Amerigroup will use InterQual® Level of Care and Behavioral Health 
guidelines as well as Aetna’s Clinical Policy Bulletins to review medical necessity and 
appropriateness of health services. These objective criteria and guidelines are industry 
standard for medical necessity review and widely used by health plans, hospitals, and 
government agencies. They provide a rules-based system for screening proposed medical care 
based on patient-specific, best medical care processes and consistently match medical services 
to patient needs, based upon clinical appropriateness. 


The criteria’s comprehensive range of level-of-care alternatives is sensitive to the differing 
needs of adults, adolescents, and children. When using the criteria to match a level of care to 
the member’s current condition, all reviewers consider the severity of illness and co-
morbidities as well as episode-specific variables. Their goal is to view members in a holistic 
manner to ensure that they receive necessary support services within a safe environment 
optimal for recovery.  


In addition to these standards, we may adopt national guidelines produced by healthcare 
organizations such as individual medical and surgical societies, National Institutes of Health, 
and the Centers for Disease Control and Prevention.  


Streamlined Procedures Foster Provider Convenience 


Figure 5.1.11.1-1 depicts Amerigroup Nevada’s service authorization process, and our 
response describes it in more detail. 
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Figure 5.1.11.1-1. Amerigroup Nevada’s Streamlined, Provider-Friendly Authorization Process  


 


Efficiency, accountability, and results drive our UM program design and operations. 
Amerigroup Nevada identifies and implements industry best practices to positively impact our 
members, providers, and customers. Our Business Improvement team, in partnership with 
Amerigroup’s clinical leadership, implemented UM operational refinements after almost a 
year of detailed analysis of processes across all health plans. The result is a finely tuned UM 
program that blends clinical integrity with operational efficiency and customer compliance, 
demonstrating our strong commitment to accountability for DHCFP’s budget dollars.  


Our UM process is modeled after NCQA standards and compliant with DHCFP requirements. 
We maintain a user-friendly and efficient alternative to frequently cumbersome, time-
consuming, and labor-intensive UM processes. Our process eliminates the need for providers 
to mail or fax hard copy forms and does not require pre-authorization for all covered services. 
Our process saves valuable time for providers and members and is cost-effective for DHCFP. 
It is also scalable for growth and flexible to meet Nevada requirements while producing 
measurable outcomes. Providers may submit authorization requests online, by fax, or by 
phone. In addition, in 2013 we will launch a real-time, online automated approval process 
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based on specific business rules, offering an additional convenient resource for providers. Our 
voice portal technology and provider website are available 24 hours a day/7 days a week to 
assist providers with questions and concerns. Using these tools, a provider can conveniently 
check the status of an authorization at any time. 


With a continued focus on customer service, we achieve high performance levels in delivering 
UM services in Nevada, as illustrated in Table 5.1.11.1-2.  


Table 5.1.11.1-2. Excellence in Customer Service for Provider Calls, including UM Calls 
Services in 2012 (January through September)  


Amerigroup Performance Goal  Goal  2012 Performance 


Average speed of answer  30 seconds 
12 seconds 
Exceeded goal by 60% 


Abandonment rate  <5% 
0.75% 
Exceeded goal by 85% 


Overall service level  >80% 
91% 
Exceeded goal by 14% 


Amerigroup Nevada has demonstrated excellent results in promptly handling UM calls for all 
types of services. In 2011 and in 2012 year-to-date, we have met DHCFP performance 
standards for a UM turnaround time within 14 days. 


Our Nevada employees, with clinical and administrative experience in behavioral and physical 
healthcare and detailed knowledge of available community resources, are available to assist 
providers in the authorization of services that require additional information or consultative 
services and provide a high level of local knowledge to providers. This expertise makes the 
authorization process more efficient and can help to 
ensure that members are receiving the services they 
require. Additionally, providers can connect with 
local Amerigroup Nevada employees for ongoing 
review of higher-level services. 


In addition, we actively engage with our Nevada 
providers to identify and resolve any service issues or 
concerns, further strengthening trusting 
relationships throughout the provider community. 
For example, each quarter, our Provider Relations 
and Health Services employees conduct Joint 
Operations Committee meetings with large-volume 
hospitals in which we discuss facility-specific 
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provider issues or unusual utilization trends, focusing on identifying root causes and 
brainstorming solutions. Implementing these Joint Operations Committee meetings allowed us 
to create a formal forum for communicating about issues. For example, when Valley Health 
System issued a termination notice for Amerigroup Nevada, we partnered with them to identify 
the issues and implemented formal action plans to resolve those issues promptly. We also 
instituted an issue resolution process for rapid resolution of future issues or concerns. Valley 
Health System was pleased with our commitment and rescinded the termination notice. We are 
proud that we now have a strong working partnership with all Valley facilities. 


Pre-service (Prospective) Review Decisions  


Amerigroup Nevada requires pre-certification on selected services to ensure timeliness and 
appropriateness of care, including:  


 Planned inpatient admissions  


 Certain outpatient surgeries, procedures, and services and programs 


 Non-emergent, out-of-network services (with the exception of covered EPSDT, family 
planning, and women’s preventive health services) 


 Home health services 


 Certain durable medical equipment 


 Rehabilitation services (physical therapy, occupational therapy, speech therapy) 


 Certain medications 


 High cost radiology procedures 


 Certain diagnostic procedures 


On our provider website, we publish a list of services requiring pre-certification, facilitating 
convenient access for providers and their staff. At a glance, they can ascertain which services 
require pre-certification, expediting the process and keeping it as transparent as possible. 


Amerigroup Nevada UM Nurses (licensed clinicians) located in Nevada and in our call center 
perform our pre-certification. Amerigroup Nevada UM Nurses are Nevada-licensed 
professionals with training and experience in UM for the members they serve and are familiar 
with the providers, services, and members in Nevada, including the diverse cultural groups to 
which they belong. UM clinicians assigned to pre-certify behavioral health services have 
experience with this type of care and can offer their expertise in consultation to providers. 
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Amerigroup UM Nurses in our call center are licensed professionals in the state in which they 
practice. They receive extensive training and are familiar with the local provider network, 
services, and needs of the Nevada membership. These clinicians verify eligibility and benefits 
in the claim payment system and apply the Nevada-specific guidelines to determine medical 
necessity. UM Nurses approve services for situations that meet medical necessity.  


When medical necessity is in question, the UM clinician will refer the case to one of the 
Medical Directors for review. The Medical Director performs a review against the appropriate 
criteria. Often the Medical Director will request additional information from the treating 
provider to support clinical decision-making. Based on the information available and the 
Medical Director’s clinical judgment, he makes a determination and documents the results of 
the medical necessity review. A peer-to-peer review may also take place at this time. We notify 
providers about the availability of the Amerigroup Nevada Medical Director (or appropriate 
practitioner reviewer) and how to make contact to discuss any UM denial decisions. 
Notification also includes information regarding how to submit appeals of UM decisions.  


Concurrent Review Decisions and Innovative Inpatient Support Strategies 


In performing concurrent review, our clinicians assess member progress and needs during the 
episode of care. They coordinate such needs before discharge to help facilitate a smooth 
transition for the member between levels of care or home and to avoid delays in discharge due 
to unanticipated care needs.  


If a stay does not meet standard criteria, the Medical Director or designee reviews the case and 
makes the determination. Upon notification of an admission, the appropriate Amerigroup 
Nevada UM Nurse obtains as much clinical information as possible to review. We make these 
decisions in accordance with currently accepted medical or healthcare practices, accounting 
for special circumstances that require deviation from the norm.  


Upon discharge of the member, the UM Nurse enters documentation in the authorization 
database following Amerigroup Nevada documentation guidelines. If at any time we identify a 
potential quality issue, we make an appropriate referral to the QM Department. 


To enhance our ability to promote optimal outcomes for 
members in the hospital, Amerigroup Nevada UM 
Nurses coordinate with Amerigroup Nevada-contracted 
hospitalists at all network hospitals in southern Nevada. 
These individuals monitor and organize care and 
services for all adult, non-obstetrical admissions. 


Throughout a member’s stay, the hospitalist and UM Nurse regularly communicate to verify 
that a clear and clinically appropriate treatment plan is in place and to coordinate discharge 
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planning that centers on a safe transition home for each member. Reinforcing the importance 
of the medical home, our hospitalists deliver admission and discharge summaries to each 
member’s PCP. This hands-on approach facilitates an appropriate inpatient length of stay and 
a safe transition from the hospital to enhance each member’s experience.  


We also adapt our protocols to address the specific issues that drive inpatient utilization for 
members. For example, asthma is one of the top 10 diagnoses for Amerigroup Nevada 
inpatient admissions. As part of discharge planning for members admitted with asthma-related 
conditions, UM Nurses in Nevada work with treating physicians to coordinate provision of a 
peak flow meter to each member while they are in the hospital. The UM Nurse also works with 
the treating provider to coordinate a visit by a respiratory therapist who meets with the 
member and family, as appropriate, to educate them about proper use of the device and how to 
best manage their condition, promoting improved self-care that reduces the risk of future 
admissions. 


Post-service (Retrospective) Review Decisions 


A post-service or retrospective review evaluates a service authorization request for care or 
services that have already been rendered by the provider. Amerigroup Nevada follows 
established procedures and timelines for retrospective review based on individual member 
medical necessity; inpatient or outpatient status; elective, urgent, or emergent status; 
timeliness of the request or notification; and precertification requirements.  


Structured Processes for Medical Review of Claims Promote Program Integrity 


Amerigroup Nevada continues to verify the clinical appropriateness of services delivered to 
members through automated claims edits, which detect potential authorization conflicts or 
coding irregularities that may suggest inappropriate services. We describe our processes for 
two types of medical claim reviews below. 


Our claims system may pend claims for medical review because authorization and claims data 
conflicts or appears incorrect. For example, the system pends claims that appear to have 
mismatched authorizations, a number of billed visits that exceeds the authorization, or claims 
coding inconsistent with the authorization (such as an authorization for home health visits by 
an LPN and claim coded to indicate RN visits). Our protocols support prompt resolution of 
such claims, and we illustrate our resolution process in Figure 5.1.11.1-2. 
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Figure 5.1.11.1-2. Efficient Resolution of Claims Pended for Review of Authorizations 


 


Amerigroup also maintains a Medical Claims Review (MCR) team under our Reimbursement 
Policy Management (RPM) department, which evaluates the medical necessity of claims that 
are pended due to potential coding issues. The team includes Registered Nurses who are also 
certified professional coders, balancing their clinical and coding expertise to uphold optimal 
decision making.  


Examples of claims that may be pended include claims that are coded with modifiers to denote 
additional practitioner time, unbundling of procedures that are usually billed as one 
procedure, or repeat procedures by different providers on the same day. The MCR Nurse 
reviews the claims information, requesting medical records when necessary, and determines a 
medical necessity determination based on our clinical guidelines. Figure 5.1.11.1-3 illustrates 
the process for the MCR team.  


Figure 5.1.11.1-3. Medical Claims Review Verifies that Claims are Consistent with Clinical 
Guidelines  


 


To address the root causes of inappropriate billing and coding, our Provider Billing Integrity 
team within RPM identifies and reaches out to providers with aberrant billing patterns to 
educate them about correct billing practices and to monitor targeted providers until their 
billing patterns return to a consistently normal level. This promotes good customer service 
with our providers by establishing clear expectations and also underscores our commitment to 
being a responsible steward of DHCFP funds. 
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C.  Do you have a process for monitoring and evaluating these guidelines and 
procedures? If so, please explain. 


Monitoring and Evaluating Medical Necessity Guidelines and 
Procedures 
Amerigroup maintains processes to monitor and evaluate our guidelines and procedures to 
determine the medical necessity of service authorization requests, which are described below. 
These include: 


 Formal review of the medical necessity criteria and guidelines at least annually or 
more frequently if new criteria are published prior to the annual review date 


 Annual inter-rater reliability (IRR) reviews that evaluate the consistency and accuracy 
of UM decisions 


Annual Review Verifies Clinical Appropriateness of Guidelines 


Amerigroup’s Medical Policy Committee serves as the official medical/clinical policy-making 
body and leads the development of clinical standards or the evaluation and approval of 
nationally recognized standards. Each year, the MPC reviews and approves all medical 
necessity criteria and guidelines and updates them when appropriate. The MPC may review 
the criteria more frequently if a new version of the criteria is published before the annual 
review date, such as updates to the MSM. The MPC identifies:  


 Regulatory and contractual barriers to implementation 


 Concerns regarding the medical accuracy, validity, or scope of the criteria 


 Statewide or supplemental guidelines that may be used for medical necessity 
determination when the nationally adopted criteria do not address pertinent issues 


 The need for an Ad Hoc committee to provide professional knowledge or clinical 
expertise on the development or adoption of criteria  


Locally, the Nevada Medical Advisory Committee 
(MAC), part of the Quality Management governance 
structure, serves as an ongoing forum for provider 
feedback regarding our policies and procedures 
governing UM, including medical necessity criteria and 


guidelines. Once the MPC approves medical necessity guidelines, the MAC reviews them, 
requests changes, and approves them. To date, the Nevada MAC has not requested any 
changes to medical necessity guidelines approved by the MPC.  
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The Nevada MAC, under the leadership of our Medical Director, currently includes two 
pediatricians, two obstetricians, two family practitioners, and a behavioral health practitioner. 
MAC participants include providers from both Clark and Washoe counties and reflect the 
cultural diversity of our members. In addition, two participants currently serve as leads in our 
Real Solutions® Medical Home program. In the event that DHCFP expands the Medicaid 
MCO program to include the Medical Assistance for Aged Blind and Disabled (MAABD) 
population or dual eligibles, we will adjust MAC participation to reflect participation from 
providers who are most vital to those members, such as geriatricians. 


Inter-Rater Reliability Reviews Monitor Consistency in Guidelines Use 


We annually evaluate the consistency with which healthcare professionals apply medical 
necessity criteria in decision-making by assessing physician and non-physician reviewers’ 
application of medical necessity criteria. All licensed clinical UM staff who apply medical 
necessity criteria participate in the IRR evaluation process.  


The goals of our IRR program are to: 


 Measure knowledge of criteria  


 Minimize variation in the application of criteria 


 Enhance employee recognition of potentially avoidable or inappropriate utilization 


 Identify employees who need additional training 


 Identify potential risks resulting from inconsistent application of guidelines 


Upon completion of the IRR assessment, we review the results and take corrective actions as 
indicated. For those UM employees whose scores fall below the threshold, the Clinical 
Operations team institutes individual action plans that include specific remedial tasks such as 
individual counseling by the employee’s manager, formal retraining on criteria, or retesting 
through the IRR audit as well as a timeline for these activities.  


Our 2012 IRR assessment, the most recent available, 
validated that 100 percent of IRR scores for the Nevada 
health plan exceeded our compliance threshold. No 
follow up action was indicated by the audit.  


We report our IRR results to the Nevada Quality Management Committee, the Amerigroup 
Quality Improvement Council, and other relevant stakeholders. The IRR report incorporates 
action plans that address opportunities for improvement. 
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D.  Describe your procedure for providing, monitoring and coordinating out-of-network 
services to enrolled recipients. 


Providing, Monitoring, and Coordinating Out-of-Network Services 
Amerigroup Nevada is committed to facilitating access to medically appropriate care for our 
members. Clear protocols that meet all DHCFP requirements guide handling of cases in 
which out-of-network services are necessary. Our comprehensive Nevada provider network 
offers an array of accessible and convenient options for members. Due to limited availability 
of some specialties within Nevada, including pediatric subspecialty providers and transplant 
services, as well as limited provider capacity in parts of Washoe County, Amerigroup Nevada 
has refined our procedures to foster timely access to non-network providers so that our 
members can access the full range of services quickly, regardless of network capacity. 


When an Amerigroup Nevada network provider is not available to meet a member’s non-
emergency needs, we refer that member to an out-of-network provider through a single case 
agreement. All members can access medically necessary emergency care at any provider 
regardless of the provider’s participation in our network.  


Our UM Nurses verify member eligibility upon receipt of a request for authorization for non-
emergent services from a PCP or an out-of-network provider. We also verify provider 
licensure and confirm that the provider does not appear on any governmental exclusion lists. 
If sanctions exist or if we identify an issue regarding appropriate licensure, we inform the 
requestor that we cannot approve the out-of-network service, and we locate an alternative 
provider. 


Upon verification of eligibility, licensure, and lack of sanctions, UM Nurses forward the case 
to our Out-of-Network Coordination Nurse, part of the UM team, to review and discuss with 
our Medical Director. We have designated the Out-of-Network Coordination Nurse as the 
single point of contact for this role to foster consistency in single case agreement processing, 
streamline and expedite the process, and encourage relationship-building with non-network 
office employees to ease the process. 


Negotiating and Executing Single Case Agreements 


If the Medical Director deems that the non-emergent service from the out-of-network provider 
is medically necessary, we negotiate and execute a single case agreement. We take the 
following actions: 


 We approve the authorization for services by an out-of-network provider and update 
the case in the system. If the course of treatment will require services over an extended 
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period, the treating provider includes this information in the initial request for 
authorization. If approved, we may extend the authorization for a longer period. 


 Our Out-of-Network Coordination Nurse negotiates a single case agreement with the 
provider that specifies provider payment as well as prior authorization and case 
management requirements.  


 During the initial contact with the out-of-network provider, our Out-of-Network 
Coordination Nurse may encourage the provider to join our provider network.  


To ensure timeliness of single case agreements, our Out-of-Network Coordination Nurse daily 
reviews reports that track aging of open cases to set priorities and focuses on those that 
require immediate action. The nurse also reviews system-generated logs to identify and resolve 
potential barriers to timely case closure. Finally, we monitor data in weekly or monthly reports 
to identify trends that might indicate problems with current processes or workload distribution. 


In our experience, out-of-network referrals are most 
common for pediatric subspecialty services which are 
not available within the State of Nevada and for 
members seeking services in rural and remote areas of 
Washoe County that have limited provider capacity. 
Existing providers in those areas have been unwilling 
to join the network because their practices are often at capacity. Amerigroup Nevada’s 
Provider Relations employees in Reno and our Out-of-Network Coordination Nurse have 
cultivated strong relationships with office employees at these practices that enable us to 
rapidly coordinate single case agreements when necessary. Provider office employees are 
already familiar with our agreements, case management practices, and claims submission 
protocols, expediting execution of single case agreements and member appointment 
availability. 


In addition, our Out-of-Network Coordination Nurse maintains relationships with out-of-state 
hospitals, including several of the Children’s Hospitals in California and several large 
hospital systems that serve as Centers of Excellence, such as UCLA. This facilitates access to 
services not available within Nevada, such as most transplants. These relationships enable 
prompt access to such services for members. 


Monitoring Services Provided by Out-of-Network Providers 


Our multi-faceted approach to monitoring providers, both network and out-of-network, 
includes: 
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 Monitoring of services by UM Nurses and Case Managers, to which we educate out-of-
network providers through the single case agreement, to verify that care is appropriate 
and meets medical necessity criteria and guidelines 


  Monitoring and investigating any potential quality of care concerns through Quality 
Management 


 Automated claims processes that verify that submitted claims reflect the authorized 
services 


 Medical review process through which Registered Nurses, who are also certified 
professional coders, review claims with potential coding irregularities to validate the 
medical necessity of billed services 


E.  Describe the roll and responsibilities of your case managers. 


Role and Responsibilities of Case Managers 
All Case Managers coordinate care with each member’s PCP and treating providers, assist 
members in accessing community-based resources, provide disease-specific education, and 
facilitate a broad range of interventions designed to improve the quality of life and functional 
abilities of members and to make more 
efficient use of limited healthcare and 
community-based resources. Case 
Managers function as patient 
advocates and work with members and 
providers to identify member and 
family goals and design and achieve 
personalized care treatment plans that 
address identified problems, 
challenges, barriers, and goals. 
(Figure 5.1.11.1-4) 


All Case Managers are responsible 
for: 


 Conducting thorough member 
assessments (guided by online 
tools in our care management 
system) that identify each 
individual’s physical, 


Figure 5.1.11.1-4. Case Managers Coordinate 
Member-centric Care and Services among All 
Providers and Stakeholders 
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behavioral, social support, and functional needs 


 Gathering information on member preferences, goals, and priorities, including race 
and ethnicity and how these factors influence the member’s preferences 


 Reinforcing the medical home for each member by engaging the PCP and other 
treating providers, including behavioral health practitioners, as necessary to  
gather information and input into the care treatment plan 


 Developing comprehensive care treatment plans that align with PCP and other treating 
provider recommendations, member and family goals; address all conditions 
(consistent with evidence-based clinical practice guidelines when available); include 
member and family health education and coaching (such as our smoking cessation and 
healthy behavior and fitness coaching programs for adults and pre-teens, respectively); 
and incorporate age- and gender-specific primary and preventive care 


 Coordinating non-covered services available through community agencies and 
supports to foster optimal health outcomes, such as connecting members with food 
pantries, faith-based support programs, and other services 


 Coordinating communication among treating providers, including the PCP and any 
behavioral health providers, to foster continuity and minimize fragmentation of care 


 Monitoring each member’s progress in relation to his or her care treatment plan and 
coaching and supporting members as necessary to remain on track toward improved 
health 


 Assisting members during transitions between care settings, such as returning home 
after a hospital admission, to verify that members have scheduled follow-up 
appointments, reconcile medication lists, and educate members and family about red 
flags that should trigger a call to their PCPs  


Amerigroup Nevada Case Managers include Nevada health plan 
clinicians who provide support and assistance for members with 
complex needs. Our local team comprises Nevada-licensed 
professionals who work closely with members, families, PCPs, 
other providers, and community-based organizations to 
coordinate care and services for our current Medicaid MCO 
members. Our team also includes a social worker who supports 
Case Managers by developing relationships with community 
organizations, government agencies, and other social support 


service providers throughout Clark and Washoe counties. These relationships strengthen our 
Case Managers’ ability to incorporate non-covered services and social supports into each 
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member’s care treatment plan. Our most frequently accessed agencies include Family TIES, 
Family Resource Centers, and the Nurse Family Partnership. 


Complementing our local team is a team of Nevada-designated Disease Management (DM) 
Case Managers in our Integrated DM Center, which leads all DM efforts for all Amerigroup 
health plans, promoting consistency, expert service delivery, and quality. Supervised by our 
National Medical Director, our DM team consists of licensed nurses and social workers that 
we assign to state-specific teams to build familiarity with local programs and resources to 
incorporate into support for each individual member. 


As the Health Insurance Exchange (HIX) launches, 
Case Managers will also support members with 
complex needs through transitions between programs 
to promote continuity of care and services. This 
includes developing a formal transition plan for 
members when appropriate and identifying any 
potential gaps in benefits as the member transitions 
between the Medicaid MCO and a Qualified Health 
Plan on the HIX. 


Amerigroup Nevada’s case management program focuses squarely on the member. That is, in 
a truly member-directed approach, our case management team assesses each individual to 
gauge their willingness to change and identify their individual preferences and values and 
tailors a plan that includes achievable goals for that individual. Further, our Case Managers 
apply motivational interviewing techniques to engage members. Through motivational 
interviewing, Case Managers establish relationships with members, solicit their involvement in 
the case management planning process, and keep them focused on making the changes 
necessary to achieve sustainable health gains. Motivational interviewing is a member-
centered, directive method for facilitating change by helping people to explore and work 
through ambivalence. 


Specialized Expertise 


The expertise of our local Case Management team directly reflects the specific needs of the 
members we serve. We have clinicians who specialize in obstetrics, pediatrics and adults, and 
behavioral health. As the Medicaid Managed Care program expands to include other 
populations, such as seniors and people with disabilities, our team will expand to reflect a 
commensurate range of expertise.  
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For example, should DHCFP opt to enroll individuals in the juvenile justice system or those in 
foster care in the MCO, we will adapt our expertise to reflect the unique needs of these 
populations. Amerigroup serves similar populations in other states and we are experienced at 
the unique challenges serving this population. For example, both groups experience elevated 
prevalence of significant behavioral health conditions and multiple co-morbid physical health 
diagnoses. Children in foster care are prescribed psychotropic medications at a rate far higher 
than other youth populations and also experience more fragmented care and require 
coordination with numerous state agencies. Youth in juvenile justice have higher rates of 
substance use and require extensive social 
supports. For both populations, 
Amerigroup will apply our lessons learned 
in other states to orchestrate effective case 
management. 


OB Case Managers 


Our OB Case Managers focus on assisting 
members with high-risk pregnancies, 
supporting them throughout their 
pregnancies to promote healthier mothers 
and healthy newborn Nevadans, which 
benefits our members and the State. OB 
cases historically represent more than half 
of members enrolled in case management. 
OB Case Managers interact with and 
engage our OB Medical Director when 
appropriate to collaboratively work with the 
member and her treating providers to 
promote a healthy outcome.  


Behavioral Health Case Managers 


Our Behavioral Health Case Manager 
spends a substantial amount of time in the 
community. Families of Severely 
Emotionally Disturbed (SED) children 
often benefit from hands-on assistance and 
support. While Seriously Mentally Ill (SMI) 
adults experience the typical challenges of 
low-income members such as lack of or 
intermittent phone access and changes in 
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living situations, they also experience increased episodes of homelessness, challenges in 
providing accurate information due to illness-caused cognitive difficulties, and reluctance to 
engage in treatment or treatment programs due to lack of insight into the illness and 
symptoms of the illness itself. As a result, our Behavioral Health Case Manager visits 
members with complex needs in their communities when necessary and meets directly with 
providers when necessary to promote greater success. 


Pediatric and Adult Case Managers 


Pediatric/Adult Case Managers focus on non-obstetric case 
management for children and adults. They are skilled at linking 
together the disparate resources that are available to Nevada families. 
For example, Case Managers coordinate follow-up services necessary 
for a child discharged from the newborn intensive care unit (NICU) 
to home, including private-duty nursing when clinically appropriate. 
In a 2010 study, members (across Amerigroup health plans) enrolled 
in case management for 90 days or more demonstrated a 39 percent 
reduction in non-emergent ED visits.  


Escalating Complex Cases 


Case Managers are also responsible for escalating complex cases for review by the health 
plan’s multidisciplinary team. The health plan conducts complex case rounds in which our 
physical, behavioral, and OB Medical Directors lead a multidisciplinary team of nurses, 
behavioral health clinicians, and social workers to strategize on meeting the holistic needs of 
members with complicated co-morbid needs. For example, in support of a member with 
uncontrolled diabetes who is being discharged from a behavioral health facility, the team 
would collaborate on an appropriate care treatment plan that brings diabetes under control 
while concurrently promoting sustained recovery for the behavioral health condition. 


Additionally, when clinical rounds suggest that the member’s care treatment plan may benefit, 
a Medical Director may call the treating providers to discuss referral or care coordination 
strategies. This outreach, which is well-received by providers, ensures that cases in which 
members have complex medical and behavioral health components have appropriate clinical 
oversight. 


Innovative Training Enhances the Effectiveness of Case Managers 


Amerigroup has invested significantly in developing unique skills required for Case Managers 
to optimize their effectiveness. Because co-morbid behavioral and physical health challenges 
are common within Medicaid populations (including 35 percent of members with the highest 
risk levels in Nevada), Amerigroup developed an innovative Case Management Certification 
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program that ensures that all Case Managers master 
the core competencies required to address the diverse 
physical, behavioral, and social support needs of each 
individual and the skill to facilitate communication 
among their providers. This skill set will be of even 
greater value should DHCFP opt to expand Medicaid 
Managed Care to include the MAABD, juvenile 
justice, and foster care populations whose enrollees 


tend to have more intensive needs and a greater prevalence of co-morbid conditions.  


Over a period of several months, Amerigroup conducts formal training and confirms that all 
Case Managers meet measurable competency standards. The structured course curriculum 
includes a series of training modules that educate Case Managers across any array of topics, 
including:  


 Evidence-based best practices for managing specific disease conditions, both medical 
and behavioral 


 Care coordination skills such as motivational interviewing strategies or coaching 
members to build self-care and medication-adherence strengths 


 Technology tools and resources that are available to support the Case Management 
process  


All Case Managers must demonstrate competence in managing co-occurring physical, 
behavioral, and social issues. We test their skills annually. The training is accredited for 
continuing education credits from several organizations, including The National Association 
of Social Workers, the Commission for Certified Case Managers, and the American Nurses 
Credentialing Center’s Commission on Accreditation.  


Furthermore, Amerigroup is strengthening our Case Managers’ skills to support 
transformation in the lives of our members with mental illness through recovery. We have 
implemented an intensive two-day training for our Behavioral Health Case Managers. The 
training centers on teaching and practicing techniques to collaborate with members with SMI 
to create recovery-oriented care treatment plans that build on each individual’s strengths and 
foster self-determination. It also includes exercises to boost Case Managers’ coaching skills to 
promote sustained recovery. This training program teaches techniques and provides a 
theoretical background that links members with the skills and services they need to keep them 
on their recovery path. Our Behavioral Health team serving Nevada members will participate 
in this training, enhancing our service to members with behavioral health diagnoses. 
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F.  Describe your plan to coordinate and communicate with DHCFP’s DO care 
coordination staff on behalf of high risk pregnant women. 


Working with DHCFP’s DO Care Coordination Staff on Behalf of High 
Risk Pregnant Women 
 As a Medicaid and Nevada Check Up MCO for almost four years, Amerigroup Nevada is 
familiar with DHCFP’s District Offices (DOs) in Clark and Washoe Counties. During the 
course of our current Contract, DHCFP removed the requirement that MCOs coordinate with 
their DOs, so our OB Case Managers have directly coordinated non-covered services and 
community education and supports for women with high risk pregnancies. Under the new 
Contract, Amerigroup is fully prepared to coordinate with the DOs to ensure that a full array 
of supports and services are provided to high risk pregnant women. Well-choreographed 
interaction with the DOs will encourage optimal health outcomes for members, minimize 
fragmentation of services, and promote cost efficiency for the State.  


Our plan to coordinate and communicate includes: 


 Orientation meetings with all DO supervisory and care coordination staff in Clark and 
Washoe counties led by our Nevada clinical leadership 


 Documentation of care coordination protocols that outline criteria that trigger care 
coordination activities, the responsibilities of each entity, the methodologies for 
coordinating activities (such as telephone calls and e-mails), and the frequency of 
coordination and information sharing 


 Development of a comprehensive resource list of non-covered services, carved-out 
services, and community health information to be shared with our case management 
team and DO care coordination staff to promote consistency between the two programs 


Promoting continuous quality improvement, Amerigroup Nevada’s clinical leadership will 
contact each DO’s supervisory staff regularly to assess performance, identify opportunities for 
improvement, and strategize on solutions to enhance the value we provide to members and to 
the State. This includes a review of case referral processes, communication protocols, and 
operational processes. 


Under our current Contract, Amerigroup Nevada’s OB Case Managers have been effective at 
screening for risk and coordinating care and services that are commensurate with each 
individual’s risk level and physical, behavioral, and social support needs. This includes 
coordination of non-covered services that may be available through community or faith-based 
organizations to complement services available through the health plan. Under the new 
Contract, they will identify and work directly with DO care coordination staff as required by 
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DHCFP for each member with a high risk pregnancy. Below, we describe our specialized case 
management program, Taking Care of Baby and Me®. 


An Award-winning Program for Women with High Risk Pregnancies 


Amerigroup Nevada has achieved a preterm birth rate that is well below the Nevada statewide 
average through proactive care coordination for our members who are pregnant. Taking Care 
of Baby and Me builds an array of services for the pregnant woman and her newborn to 
provide the best opportunity to have a healthy baby 
and to be a successful mom. From identification 
through the birth of the child and the postpartum 
period, Amerigroup Nevada supports the patient in 
each major stage, helping her achieve a healthy 
outcome. We address each case individually, one 
mom at a time, using innovative and proven 
strategies to identify, assess, inform, engage, and 
support our members. 


In 2010, the National Minority Quality Forum awarded Amerigroup Corporation the first 
Health Promotion and Disease Awareness Award for our efforts in helping moms have 
healthy babies. This award recognizes an individual or organization for making an 
outstanding contribution to the promotion of wellness in minority communities. 


Through Taking Care of Baby and Me, Amerigroup Nevada identifies our pregnant members 
as early as possible, either as noted on the eligibility file or confirmed during the initial 
member welcome call, and refers them to a specialized OB Case Manager who conducts a 
thorough clinical assessment to determine her risk level and develops individualized care 
treatment plans that correspond to each patient’s risk level, including linkage to our smoking 
cessation program for individual counseling, coaching to quit, cessation planning and 
support, and follow-up..  


In addition, Amerigroup Nevada’s case management team includes a social worker who 
cultivates relationships with community agencies and social services organizations throughout 
the service area and maintains a referral guide for Case Managers. The social worker has 
established strong partnerships with many agencies that provide support for pregnant women, 
including women with high-risk pregnancies. These include: 


 Nevada Supplemental Nutrition Program for Women, Infants & Children.  


 Nurse Family Partnership of Nevada, which provides support, including weekly home 
visits, for first-time moms and their babies through pregnancy and the first two years of 
life, particularly valuable for our teen moms. 
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 Women’s Resource Centers, which provide care seats, diapers, and formula, promoting 
security and safety for infants. 


 Baby’s Bounty, which fosters a healthy start and safe sleeping for babies by providing 
new car seats, Pack ‘n Play, and other supplies to help moms. Our social worker 
personally delivers these items to new moms, offering an opportunity to assess the 
home environment and identify other needs.  


G.  Describe the policies and procedures you have in place to assess enrollees identified 
as Children with Special Health Care Needs (CSHCN). How will a treatment plan for 
CSHCN be developed? 


Assessing Enrollees Identified as Children with Special Health Care 
Needs (CSHCN) 
Amerigroup Nevada leverages industry best practices to 
identify, assess, and develop holistic care plans for 
Children with Special Health Care Needs (CSHCN) in 
Nevada. Our services: 


 Empower children with special healthcare needs and their families to lead independent 
and healthy lives 


 Help caregivers and family members support the child 


 Designate a single point of contact to help members and family navigate an often 
complex healthcare system 


 Identify all care and service needs early, thus preventing acute conditions and 
hospitalizations 


 Ensure that members and families have access to both PCP and specialty physicians as 
needed 


Assessing CSHCN to Understand All their Needs 


Amerigroup Nevada is compliant with all State requirements related to CSHCN, and we 
maintain policies and procedures that guide our employees in linking each CSHCN with case 
management services as required in Nevada. Whether DHCFP notifies us that a child has 
specialized healthcare needs or when Amerigroup Nevada identifies the child directly 
(through, for example, predictive modeling, claims triggers based on diagnoses, a 
preauthorization request that indicates that the child meets criteria, or a request by the PCP or 
family), we thoroughly assess each child to identify the range and scope of services necessary 
to promote optimal health outcomes. 
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Amerigroup Nevada gathers the most 
complete and accurate information possible. 
We conduct assessments that are sensitive to 
the needs and preferences of the child and 
his or her family, including performing 
assessments in the family’s preferred 
language. Assessment data forms the 
foundation of all care planning and future 
healthcare interventions.  


Using structured online tools, our Case 
Managers conduct an in-depth clinical 
assessment in which they gather information 
about the child’s:  


 General health status, including 
possible pregnancy (age appropriate) 


 Behavioral health status 


 Emergency department (ED) usage 


 Hospital admissions 


 Medications 


 Healthcare utilization history 


 Functional capacity and the need for 
supportive services 


 Preventive healthcare history 


 Delays in child development 


 Family supports and other natural 
supports available to the family  


The assessment uses branching logic to probe into more than 20 potential clinical areas for 
risk factors. For example, if the assessment suggests a history of depression, the Case 
Manager will initiate additional questioning to gather details on the acuity level for that 
condition. This information helps determine the child and family’s need for case management 
services based on complexity, severity, intensity, and risk, along with a gap analysis of service 
needs.  
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The Case Manager’s goal is to fully understand the nature and scope of the child’s condition, 
current healthcare practices including nutrition and exercise, availability of accessible 
transportation, family supports, and the child’s ability to engage in self-management activities. 
Additionally, the Case Manager evaluates significant factors including age, race, culture, and 
personal preferences and values that can impact the child and family’s involvement in 
treatment. 


At the conclusion of the assessment, the Case Manager assigns the member to one of five 
acuity levels to further define the level of case management needed and frequency of follow-
up, summarized in Table 5.1.11.1-3. 


Table 5.1.11.1-3. Acuity/Risk Levels Align Care Management with Member and Family Needs 


Acuity Levels  Criteria  Frequency of 
Contact 


Complex/ 
Catastrophic 


The member’s medical, psychosocial, safety, and/or 
functional status is extremely unstable; uncontrolled 
utilization of acute care; lack of Care Plan progress and/or 
adherence due to instability; requires intensive trans‐
disciplinary interventions and monitoring. 


Weekly 


Severe Risk  The member’s medical, psychosocial, safety, and/or 
functional status is severely unstable; frequent admissions 
or re‐admissions; lack of Care Plan progress; requires very 
frequent interventions, adjustment, and monitoring of the 
Care Plan to increase the likelihood of adherence and goals 
achievement. 


Every one to two 
weeks 


High Risk  The member’s medical, psychosocial, and/or functional 
status is unstable, requiring more frequent interventions 
and monitoring; exhibits a significant risk for admission or 
re‐admission to an acute care setting or safety risk. 


Every three to 
four weeks 


Medium Risk  Services are well coordinated; however, the member still 
requires support and follow‐up to ensure compliance. 


Every one to two 
months 


Low Risk  Stable, safe environment, and following an established 
Care Plan. Care management focuses on continued stability 
and increased likelihood of positive outcomes. 


Every two to three 
months 


For all CSHCN, Amerigroup continues to conduct at least quarterly outreach throughout 
their enrollment with the health plan to monitor the child and family’s status and identify any 
changes or evolving needs. 
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Developing a Treatment Plan that is Responsive to Each Need 


To deliver these services in an exceptional and timely manner, we will use our Real Solutions® 
Health Care Impact model. This model promotes the child’s wellness, member and family 
preferences, and empowerment through a coordinated program of advocacy, communication, 
education, identification of service resources, and service facilitation. Members and families 
remain at the helm of our care planning process. Case Managers promote positive outcomes 
(optimal health status, quality of life) when working with children and families to ensure that 
they are directing the array of meaningful services in concert with their goals and preferences. 
This model ensures that we apply the intensity and personalization of services and supports at 
a level commensurate with the child’s health status, abilities, predicted future risks, and 
preferences. This is particularly important for children with special healthcare needs who 
typically face intense, chronic health disorders, frequently deal with co-morbid health issues, 
and require additional services and supports in the community and at home to maintain their 
quality of life. 


Following identification, stratification, and assessment processes, our Case Manager engages 
the member and their family, the PCP, and any other treating professionals involved in the 
member’s care to develop a personalized care treatment plan. The Case Manager’s goal is to 
support the child’s medical home by linking the PCP into the planning process and sharing 
the ultimate care plan.  


If the member’s PCP has not developed a treatment plan, we work with them to develop one 
that meets DHCFP requirements. If there is an established treatment plan in place, the Case 
Manager gathers relevant information on the plan and incorporates into the broader care 
treatment plan that includes other care plan components, such as a full range of supportive 
services and resources required to meet the child and family’s needs, including coordination 
with community agencies and schools, health promotion and education, and family supports. 
Ultimately, the goal of a care treatment plan is to ensure that all medical, behavioral, and 
social service needs are defined and addressed, as we summarize in Table 5.1.11.1-4. The Case 
Manager faxes the resulting plan to the PCP and relevant treating providers. 


Table 5.1.11.1-4. Personalized Care Treatment Plans Focus on Coordinating All Care and 
Services 
Type of Component  Description 


Treatment Intervention/Goals 


Short‐term treatment goals 
Long‐term treatment goals 
Identification of barriers to meeting treatment goals 
Clinical service provision 
Treatment follow‐up/communication 


Health Promotion/Education  Child and family self‐management goals 
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Type of Component  Description 
Activities  Health promotion activities, including scheduling for primary and 


preventive care 
Identification of barriers to self‐management goals 


Supportive Services/Resources 


Non‐clinical services required, including Activities of Daily Living 
(ADL), Instrumental Activities of Daily Living (IADL), and occupational, 
speech, and physical therapies 
Natural supports 


Care Treatment Plan 
Development and Progress 


Participation of the child (when appropriate) and family in 
development of the plan 
Progress, or lack thereof, in meeting goals 
Care plan updates and modifications 
Care plan approval 


Case Management Activities 
Integration and coordination of clinical and non‐clinical services 
Communication with all providers 


 


The Case Manager verifies that treatment plans are developed in accordance with applicable 
State quality assurance and utilization review standards, as required by DHCFP. 


The care treatment plan serves as the blueprint for 
care coordination and service delivery for all 
involved in the child’s care. The Case Manager will 
work continually with the PCP, other providers, 
child, family, and other stakeholders to address any 
challenges in accessing treatment services, address 
any gaps in care, assist with identifying and 
referring the member for additional specialized 
services, provide member and family education, 
and ensure that we provide all services within the 
highest standards of quality and based on evidence-
based practices in the field. This includes 
coordinating enrollment in our Health Families 
program, when appropriate through which we 
provide six months of fitness and healthy behavior 
coaching for pre-teens who are overweight and 
their families.  


Our role is to integrate, not replace, the breadth and full array of existing supports that the 
State of Nevada provides for children with special healthcare needs. We work closely with 
these entities such as school-based services, which are familiar to and trusted by Nevada 
families. This includes linking parents and families with Nevada resources that augment those 


Figure 5.1.11.1-5. Healthy Families 
Delivers Results 
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delivered through the health plan, such as Parents Encouraging Parents, which helps parents 
learn how to advocate for their child and provides ongoing peer support. It also includes 
referrals for family support services from local agencies such as Give Me A Break, which 
provides monthly respite services, and Rebuilding All Goals Efficiently, which assists families 
with disabilities in maintaining independence in the community with adaptive equipment or 
home modifications. 


The Amerigroup Nevada Case Manager coordinates service delivery for children covered 
under the Federal Individuals with Disabilities Education Act through an individual 
education plan (IEP) with the school or local education authority. This includes obtaining a 
copy of the IEP, with the parent or guardian’s consent, which details all services the child 
requires.  


During care planning, the Case Manager verifies that we incorporate all medically necessary 
services that augment school-based services included in the IEP into the personalized care 
treatment plan to promote the highest functional abilities. Case Managers also confirm the 
scope of the IEP to identify and address any potential gaps in care, such as extended school 
absences resulting from an inpatient stay, school breaks, or after school hours.  


Facilitating Convenient Access to Specialists 


Amerigroup Nevada values the role of the PCP as medical home. We encourage members to 
establish positive, trusting relationships with their PCPs, who are often best able to identify the 
need for and facilitate access to specialty care, promoting optimal continuity and integration 
of care. We verify that each child has a PCP and that the PCP is appropriate for their needs. 


Our experience confirms that efficient and cost-effective care does not always require PCP 
referrals for specialty services. Therefore, Amerigroup Nevada provides all members with 
direct access to specialists without referrals from PCPs. This is especially important for 
children with special healthcare needs who often have multiple needs that cannot be addressed 
by one single physician. Our Case Managers assist children with special healthcare needs 
access the appropriate specialists within their geographic area. In such cases, the Case 
Manager will work with the member and family to determine and identify the most appropriate 
specialist (based on the member’s medical or other needs) within the child’s geographic area 
who could meet the family’s cultural and other requirements. The Case Manager can assist 
the child and family in the referral process.  


Specialist services do not need to be limited to basic healthcare services. For example, children 
with limited mobility may need providers who will visit their homes. Children with co-morbid 
physical and behavioral health conditions may need referrals to a behavioral health practice 
where they can be treated by specially trained providers.  
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There are occasions where children with special healthcare needs would be best served by a 
specialist as their primary care provider. For example, a child with hemophilia may best be 
served by a PCP who is a hematologist. Amerigroup Nevada will assist the child in setting up 
this type of a relationship when it is considered to be in the best interest of the child. In such 
cases, the specialist must have previously provided care to the child or must have significant 
experience treating the relevant condition. The specialist must also agree to and take 
responsibility for acting as the child’s PCP. 


H.  Describe the network you have in place to provide mental health and rehabilitative 
services to Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill 
(SMI) adults.  


Providing Services to Severely Emotionally Disturbed (SED) Children 
and Seriously Mentally Ill (SMI) Adults 
Amerigroup Nevada promotes integrated and person-centered care for our members with 
primarily mental health or substance abuse diagnoses through care coordination by a 
Behavioral Health Case Manager, a licensed clinician. We maintain a comprehensive network 
of providers to support these members. Our robust network currently includes 178 behavioral 
health practitioners and 18 facilities in Clark and Washoe counties.  


According to our most recent network adequacy report, our behavioral health network meets 
DHCFP requirements, as summarized in Table 5.1.11.1-5, promoting prompt access to care 
for our SED children and SMI adults. 


Table 5.1.11.1-5. A comprehensive Network to Serve SED and SMI Members 


Provider Type  DHCFP Access Standard  Clark County  Washoe County 


Behavioral 
Health 
Providers 


One behavioral health 
provider within 25 miles of 
member’s residence 


98 behavioral health 
providers 
 
Members with access 
within 25 miles = 100% 


80 behavioral health 
providers 
 
Members with access 
within 25 miles = 99.9% 


Behavioral 
Health 
Facilities 


One inpatient behavioral 
health facility within 25 
miles of member’s 
residence 


15 behavioral health 
facilities 
 
Members with access 
within 25 miles = 99.9% 


3 behavioral health 
facilities 
 
Members with access 
within 25 miles = 99.7% 


Amerigroup Nevada recently executed an agreement with Harmony Healthcare, one of the 
largest behavioral health networks in southern Nevada, to deliver mental health and substance 
abuse services for our members in Clark County. We selected Harmony for the breadth and 
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depth of their affiliated providers. We also selected them because their experience spans 
Medicaid and commercial health plans. Their reach into the southern Nevada community 
fosters continuity of care for members who may join Amerigroup Nevada as a part of the 
Medicaid expansion or through the HIX.  


Further, we will leverage Harmony’s Rapid Response Team, which deploys to hospital EDs to 
immediately assess and coordinate referrals for members who present at the ED for mental 
health or substance abuse issues. This enables us to avoid inappropriate hospitalization by 
swiftly facilitating access to an appropriate level of care, such as crisis stabilization with 
follow-up outpatient visits. 


Our network includes almost every provider type included in Section 4.2.14, including 
University of Nevada School of Medicine’s Mojave Mental Health Clinics, which are Essential 
Community Providers. We actively recruited Southern Nevada Adult Mental Health Services 
and Northern Nevada Adult Mental Health Services, and they are fully contracted and 
credentialed in our network. Our network composition for both Clark and Washoe counties is 
summarized in Table 5.1.11.1-6, including providers joining our network later this year 
through Harmony Health.  


Table 5.1.11.1-6. Amerigroup Nevada Delivers an Accessible and Comprehensive Behavioral 
Health Provider Network 


Provider Type  Clark County  Washoe County  Total 


Inpatient Psychiatric Hospital  7  1  8 


Mental Health Outpatient Clinic  33  17  50 


Mental Health Rehabilitative Treatment Services  200  45  245 


Psychologist  67  10  77 


Outpatient Psychiatric  33  30  63 


Residential Treatment Center (RTC)  0  1  1 


Case Management  0  0  0 


Habitation Services: Instrumental Activities of 
Daily Living/ Activities of Daily Living (IADL/ADL) 


61  0  61 


Methadone Treatment  3  1  4 


Alcohol and Substance Abuse Treatment, including 
Intensive Outpatient Treatment 


1  3  4 


TOTAL  405  108  513 
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Amerigroup is actively engaged in identifying our current providers delivering case 
management services and will credential them into our network for the new Contract. 


As DHCFP expands the scope of the Medicaid Managed Care program, such as removing the 
option to disenroll for members with SED or SMI, adding new counties to the service area, or 
including new populations, such as seniors and people with disabilities and individuals in the 
juvenile justice and foster care programs (all of whom tend to have a higher prevalence of 
serious behavioral health conditions), Amerigroup Nevada will continue to build upon our 
existing network for SED and SMI members to reflect the State’s evolving needs. 


Focus on SED Children 


In our experience, the vast majority of members with serious behavioral health diagnoses have 
been children, and our network reflects the unique expertise required to support the needs of 
these children as well as their families. Further, our Behavioral Health Medical Director is a 
Board Certified Child Psychiatrist, fostering appropriate clinical oversight of cases.  


Amerigroup Nevada has sought behavioral health providers who understand the broad needs 
of SED children, including the need for social and family supports and rehabilitation services 
that foster the best possible health and functional outcomes. Sixty percent of providers in the 
Harmony network treat children. Our network includes many providers who deliver supportive 
and rehabilitative services such as tutoring, peer support groups for children and teens, and 
programs that build children’s skills related to activities of daily living that are vital to 
building functional skills. Our network providers also recognize the importance of the needs 
of the family with respect to peer supports, respite services, education, and advocacy. Linking 
SED children and their families to these wraparound supports fosters improved health 
outcomes and enables children to thrive at home, at school, and in the community. Our 
Behavioral Health Case Manager connects children and families with the behavioral health 
providers that are best able to deliver the range of services incorporated into each child’s care 
treatment plan. 


Comprehensive Support for SMI Adults 


SMI adults generally require care in community-based treatment settings that offer a full 
range of recovery-based, culturally and linguistically competent services, and interventions 
with varying levels of intensity. These include individual, group, and family therapy; 
medication management; case management; and psychosocial rehabilitation services, as well 
as individualized wraparound services that complement treatment, such as housing, family 
support services, supported employment, and peer support resources. 


Our behavioral health network reflects systems of care and providers who are skilled at 
developing comprehensive treatment plans, including Northern and Southern Nevada Adult 
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Mental Health Services. Working collaboratively with our Behavioral Health Case Manager, 
network providers arrange for necessary treatments but also facilitate access to those 
wraparound services that encourage improved health outcomes and independent living for 
SMI adults.  


Creating Innovative Medical Homes for SED and SMI Members 


Amerigroup is experienced at building unique medical homes for SED and SMI members that 
may be adapted for Nevada. Since March 2010, Amerigroup has collaborated with a 
behavioral health provider in Maryland to integrate service delivery for members with 
substance use disorders, a population that historically lacked PCP involvement. We 
incorporate primary care capabilities into an established outpatient behavioral health provider 
site with integrated medical charts and care teams. The care site includes a PCP and an 
Advanced Practice Nurse who are credentialed and contracted as PCPs in our network, along 
with an Amerigroup Case Manager who visits the provider office at least weekly. Amerigroup 
provides our quality reports detailing care gaps, ED visits, inpatient census, and risk ranking 
(based on predictive modeling), all of which further strengthens the health home.  


Amerigroup Nevada is prepared to blend lessons learned in other states with our experience 
developing Real Solutions® Medical Homes in Nevada to create more integrated behavioral 
health medical homes in Nevada, a core mission of DHCFP in this procurement. Based on 
our experience over the past four years, we have already identified specific providers who have 
the capabilities to act as behavioral health medical homes and are interested in pursuing 
similar innovations in Nevada. 


 Amerigroup is also building Affordable Care Act-compliant Health Homes in Washington, 
Kansas, and other states in which we create patient-centered multidisciplinary provider teams 
to deliver care for members with chronic conditions, including SED and SMI. We are 
enthusiastic about developing industry-leading capabilities related to Health Homes. We are 
prepared to bring together the best practices learned with our Real Solutions® Medical Homes 
in Nevada with that of Health Homes in other states should the State opt to pursue such 
programs as a means to enhance quality of care. 


Network Providers Trained to Comply with SED and SMI Determination Processes 


Amerigroup Nevada protocols for SED/SMI determination currently align with DHCFP 
requirements, and our network providers are already trained on the process. Between January 
and August of 2012, we identified 449 SED children and 168 SMI adults. Our protocols are 
consistent with the Nevada MSM. 


Amerigroup Nevada behavioral health providers are familiar with and required to apply the 
State’s process to determine whether individuals are SED or SMI in accordance with MSM 
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mandated processes and forms. Amerigroup Nevada coordinates annual re-determinations for 
members who remain enrolled in the health plan. 


Strong Quality Gains 


A comprehensive network is vital to achieve quality gains for our 
members, and Amerigroup Nevada has demonstrated strong quality 
improvements related to behavioral health. The HEDIS score for 
Follow-Up after Hospitalization for Mental Illness within 7 Days of 
Discharge has improved almost 80 percent over the past two 


measurement years. Our HEDIS 2012 score 
reflects the Quality Compass 50th percentile. This 
follow-up is particularly vital for members with 
SED and SMI to foster continued recovery and a 
safe transition between care settings. In addition, 
our Investing in Quality initiative includes a team 
that is developing innovative member and provider 
interventions to achieve targeted behavioral health 
HEDIS measures. 


Strengthening PCP Skills Related to Behavioral Health 


As a member’s medical home, PCPs are often the first providers to recognize the signs of a 
mental health or substance abuse issue. In addition, in areas with limited behavioral health 
providers, they are often the treating provider for such conditions. Amerigroup Nevada is 
working closely with our Real Solutions® Medical Home practices to enhance care 
coordination efforts for members with behavioral health diagnoses to improve outcomes and 
reduce fragmentation of care. Amerigroup Nevada is helping practices build policies and 
procedures that foster coordination. This includes tracking referrals, improving follow-up 
activities with inpatient and outpatient providers, establishing memoranda of understanding 
with frequently used specialists that detail care coordination expectations, and delivering 
relevant reports (such as a report showing members with inpatient admissions). Our goal is to 
strengthen the role of the medical home and more fully integrate physical and behavioral care 
and service delivery. 


In addition, in 2013, we will launch an annual webinar training for all PCPs, eligible for 
Continuing Medical Education credits, to further strengthen PCP skills related to screening, 
treatment, and referral to specialists for members with behavioral health conditions.  
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The training educates PCPs on: 


 Behavioral health conditions typically treated in a primary care setting 


 Screening of mental health conditions 


 Screening of substance use disorders 


 Communication with behavioral health providers 


 Referral to behavioral health specialists 


  When to refer 


  How to identify behavioral health providers 


We also provide them with depression screening guidelines and sample screening tools to 
facilitate the process. 


I.  Provide your policies and procedures for emergency and post stabilization services. 


Providing Emergency and Post-Stabilization Services 
Amerigroup Nevada policies and procedures related to emergency and post-stabilization 
services promote convenient and hassle-free access to services. Attachments 5.1.11.1-A and 
5.1.11.1-B includes two policy documents (“Emergency Services—Core Process” and 
“Coverage for Post Stabilization Care Services”), which outline our policies and procedures. 
Our policies and procedures currently comply with all Nevada and federal requirements. A 
summary of those policies is below. 


Emergency Services 


Amerigroup Nevada covers and pays for emergency services delivered by any provider 
(network or non-network) without the need for authorization and applies the prudent 
layperson definition of an emergency. Amerigroup Nevada works directly with the facility to 
obtain documentation and adjudicate claims. We do require hospitals to attempt to notify the 
member’s PCP to promote the member’s medical home. 


Post-Stabilization Services 


Amerigroup Nevada covers and pays for post-stabilization services in accordance with Nevada 
requirements. We do not require any prior authorization for post-stabilization services 
delivered by network or non-network providers. 
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Encouraging Appropriate Use of Emergency Services 


Amerigroup Nevada deploys multiple strategies to foster appropriate use of emergency services 
by our members. These include: 


 Educating members about our Nurse HelpLine through new member welcome calls 
and distribution of related Ameritips throughout the community 


 Applying our innovative and proprietary predictive model to identify members with the 
greatest risk for inappropriate ED use and to connect them with case management and 
disease management programs to mitigate that risk 


 Developing an after-hours network and educating members about providers with after-
hours availability and urgent care facilities as an alternative to the ED 


See the Confidential Technical Volume for proprietary information. 


 


Our innovative Amerigroup on Call program has demonstrated success in other states, and we 
are enthusiastic about launching it in Nevada as part of the new contract. We provide more 
detail on our efforts to promote effective use of ED services, including Amerigroup On Call, in 
Sections 5.1.11.4 and 5.1.11.5.B. 
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Enrollment (§5.1.11.2)  
Provide your policy and procedure for transitioning a recipient from or to FFS or another 
Vendor’s plan. 


Transitioning Members into Amerigroup Nevada 
To ensure continuity of care and services for our members and their providers in all 
populations, we work to understand the care and services that they currently receive, know the 
providers of services, and work with them through the transition.  


The criteria for transferring members to or from the fee-for-service (FFS) program, 
Amerigroup Nevada, or another health plan are outlined in our written Enrollment Policies 
and Procedures that are subject to DHCFP review and approval. Please see Attachment 
5.1.11.2: Nevada Continuity of Care Policy and Procedure. 


Anytime there is an exchange of private patient information, all personnel associated with us, 
including employees and contractors, follow stringent policies regarding patient 
confidentiality and privacy. All Amerigroup and Amerigroup Nevada employees receive 
extensive training in our security/privacy policies and procedures and HIPAA regulation 
regarding patient health information.  


Transition Planning 


Every day, we successfully transition Medicaid and Nevada Check Up recipients into 
Amerigroup Nevada. Comprehensive written policies and procedures guide our care 
management and business processes to ensure that each member receives the right care in the 
right place at the right time. 


When Amerigroup receives the eligibility file from the State, new members are referred to our 
Outreach department where they place calls to all new members. When we reach the members, 
they are asked a series of questions that help us assess their needs while answering any of 
their questions. There are three diagnosis-driven questions that we ask: Do you have asthma? 
Do you have diabetes? and Are you pregnant? If they answer “Yes” to the pregnancy 
question, the member automatically moves to the pregnancy triage questions. If the member 
answers “Yes” to either the diabetes or asthma question, then we make a referral to the 
Disease Management Centralized Care Unit (DMCCU) for additional screening. The DMCUU 
nurse contacts the member to find out if the member has the condition-specific equipment 
needed, such as a peak flow meter or a glucometer. Educational material is sent to the member 
on an ongoing basis, and the member will either be enrolled into Disease Management or 
referred to Case Management, if needed.  
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To expand the information gathered during this new member call process, we are currently 
working on additional questions that will identify: 


 Any immediate medical needs or ongoing services such as durable medical equipment 
or home health services 


 Any scheduled surgeries or procedures 


 Any behavioral health needs or ongoing services 


We are also augmenting the new member packet to include a questionnaire to help identify 
needs and gather additional contact information like cell phone numbers and e-mail 
addresses. We are also identifying considerations on how to incent members to respond to the 
questionnaire. We will also add information on how to navigate the healthcare system (a 
helpful reminder for those who have had insurance and essential for those who have not). 
From the provider’s perspective, we are identifying ways to highlight new member information 
on our monthly PCP reports and researching possible incentives for PCPs who gain new 
members. 


Data is reviewed on a monthly basis to identify members who:  


 Have medical conditions such as: 


 Pregnancy (especially if high risk) 


 Major organ or tissue transplantation services in process 


 Terminal illness 


 Intractable pain 


 Are receiving:  


 Chemotherapy and/or radiation therapy 


 Significant outpatient treatment or dialysis 


 Prescription medications or durable medical equipment  


 Other services not included in the State plan but are covered by Medicaid under 
EPSDT requirements for children  


 Are: 


 Scheduled for inpatient surgery(ies) 


 Currently in the hospital 
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 Have: 


 Prior authorization for procedures and/or therapies  


 Post-surgical follow-up visits scheduled after their enrollment 


We ensure that all members who meet the above criteria continue in their course of treatment, 
without interruption, during their transition to Amerigroup Nevada. The claims reports are 
integrated into our health plan reports and are reviewed by the case managers for appropriate 
interventions. 


Continuity of Care Transition Plans 


We honor the care management plans and authorizations that new members already have in 
place when they join Amerigroup Nevada until we complete a comprehensive assessment with 
the member to create a new care management plan. Our care plan will include appropriate 
and coordinated physical, behavioral, social, functional, and environmental services as 
needed. CareCompass, our unique clinical support tool, facilitates the transition planning 
process for Case Managers. CareCompass gives Case Managers easy access to new member 
information, information on treating providers, and ancillary and pharmacy data. Because the 
information drives automated functions such as prioritization of duties, service authorizations, 
and benefits calculations, this tool enhances our Case Managers’ ability to work with 
members during the transition and care planning process.  


If the member’s existing provider is not in our network, we will try to contract with that 
provider. If we are not able to contract, we will work with the member to choose another 
provider and transition the member to a network provider; or if necessary, we work with the 
provider to establish a single case agreement. New members who are pregnant can continue to 
receive care from their existing OB/GYN, regardless of the physician’s status in our network. 


Transitioning Medications  


Ensuring continuity of care and access to necessary medications is a primary objective of the 
pharmacy management program. A discontinuation of drug therapy can lead to reduced 
member medication compliance and increase the risk of medication-related adverse outcomes. 
To mitigate potential lapses in care, Amerigroup has a transition process to provide coverage 
for members who are stabilized on drugs that are not included in the formulary or Preferred 
Drug List (PDL). This transition process applies to new members transitioning from FFS 
programs or another health plan who are stabilized on drugs not on the Amerigroup 
formulary/PDL; it also applies to current members affected by formulary/PDL changes. 


The transition process covers non-formulary/non-PDL drugs for the first 60 days of 
enrollment or until the member’s physician or other prescriber has completed the prior 
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authorization process. All members who receive non-formulary/non-PDL drugs are identified 
weekly on a claims system–generated report. Letters are sent to both the member and 
prescriber to inform them that a transition supply of medication has been approved but that 
continued use will require prior authorization. The notification to the prescriber advises them 
of the need for prior authorization for the member to continue on the non-formulary/non-PDL 
drug, or if clinically appropriate, to transition the member to a preferred alternative on the 
formulary/PDL. At the same time, the Pharmacy Department works with the prescriber to 
initiate a prior authorization on the member’s behalf and communicates directly with them to 
determine the medical necessity for the non-formulary/non-PDL drugs. 


Transitioning Members FROM Amerigroup Nevada 
When we transfer a member to another managed care plan or to the FFS program, our 
responsibility to the member does not stop with the notification of transfer. We work with the 
provider and health plan to coordinate the transfer of medical records, patient information, 
and other materials relevant to the member’s care. We continue to provide a multidisciplinary 
approach that encompasses nursing, quality management, case management, social services, 
and pharmacy services, where appropriate.  


The receiving health plan or provider must be aware of certain conditions that require 
continued care for our members. When we know a member is transferring, we work with their 
provider(s) or health plan and notify the member’s new care team of that member’s healthcare 
needs, concerns and current status. Our nurses can verbally hand-off or fax the clinical the 
information.  


Specifically, we inform the new health plan and provider whether the member is: 


 Hospitalized 


 Pregnant 


 Receiving dialysis 


 Chronically ill 


 Receiving significant outpatient treatment and/or medications, and/or pending a 
payment authorization request for evaluation or treatment 


 Using an apnea monitor 


 Receiving behavioral health services 


 Receiving early intervention services in accordance with an individualized Family 
Service Plan  
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 Involved in, or pending authorization for, major organ or tissue transplants 


 Scheduled for surgery or post-surgical follow-up 


 Scheduled for prior authorized  procedures or therapies 


 Referred to a specialist(s) 


 Receiving substance abuse treatment  


 Receiving prescription medications 


 Receiving DME or currently using rental equipment 


 Receiving case management (including the Case Manager’s name and telephone 
number) 


We also include all contact information including the name and telephone number of the 
member’s PCP and specialist, if referred.  


When transferring a member who is hospitalized to 
another health plan, we notify the receiving health 
plan, the receiving provider, or the DHCFP Quality 
Improvement Organization, as appropriate, of the 
change within five business days. 


Supporting HIE Efforts and Transitioning 
Members between Amerigroup Nevada 
and the State HIX 
Amerigroup Nevada is currently working on ways to support the Health Information 
Exchange (HIE) by deepening our links and training between the HIE, electronic health 
records, and methods for provider collaboration. We will also develop written policies and 
procedures for transferring/receiving relevant member information and other pertinent 
materials to/from the Health Insurance Exchange. Our policies and procedures will be in 
compliance with HIPAA and other privacy laws. 
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Recipient Services (§5.1.11.3)  
A.  Provide a sample copy of your current or proposed enrollee handbook and 


identification card you may issue to enrolled recipients. 


Amerigroup Nevada’s member handbook (please see Attachment 5.1.11.3-1: Nevada Member 
Handbook) is included in a welcome package that we mail to new Medicaid and Nevada 
Check Up members within five business days of our receipt of notice of enrollment. The 
handbook, along with all other member communications, conforms with the State’s eighth 
grade reading level requirements. Sometimes materials are written to a fourth-through-sixth 
grade level depending on the audience receiving the information. The handbook is printed in 
English and Spanish, and is available for translation into any other prevalent languages, as 
well as Braille and large print. Amerigroup also makes the handbook available on the member 
website, and members can ask for a copy of the handbook to be mailed to them at any time. We 
mail the member ID card separately and it contains our contact information, the member’s 
PCP information, and other required data.  


See the Confidential Technical Volume for proprietary information. 


 


Members can ask for new cards anytime their cards are lost, there are changes in name, PCP 
change, or other information. We automatically generate a new card anytime a PCP change 
occurs. 


Sample Copy of Proposed Enrollee Handbook and ID Card 
Please see Attachments 5.1.11.3-1 and 5.1.11.3-2 for a sample enrollee handbook and ID card. 
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B.  Describe your process for assignment or auto assignment of enrolled recipients to a 
PCP or PCS, including your process for changing a PCP or PCS. 


Process to Assign or Change PCP or PCS 
Amerigroup Nevada enrolls all members into the health plan according to State requirements, 
and afforded them the freedom to choose from our participating PCPs or Primary Care Sites 
(PCS), in addition to the flexibility to request PCP or PCS changes within DHCFP guidelines. 
We ensure that within five business days of the effective date of enrollment, each new member 
is assigned to/has chosen a PCP/PCS, who acts as his or her medical home and facilitates 
coordination of care. If a member does not select a PCP or PCS at enrollment or makes a PCP 
or PCS selection that is not valid (such as an adult accidentally choosing a pediatrician), we 
auto-select a PCP or PCS for the member. Members may remain with an existing PCP or 
PCS, if the provider is part of our primary care network. We base PCP and PCS assignments 
on:  


 PCP or PCS is a provider from whom the member has previously received services 


 All children in one family are assigned to the same PCP or PCS 


If the member has not had a prior PCP or PCS relationship, the auto-assignment logic uses 
the family case number to evaluate whether an immediate or other family member has a 
historical provider relationship with a PCP or PCS within the geographic requirement. If the 
first two criteria do not apply, we evaluate all eligible PCPs and PCSs and from this subset of 
providers, we auto-assign an appropriate PCP or PCS. We also ensure all new members 
receive information about where they can receive care during the time period between 
enrollment and when they select a PCP or PCP assignment occurs. We send notification to 
our members of their PCP or PCS assignment in writing within five business days, and we 
also notify all PCPs and PCSs with a monthly online roster update (we mail a monthly hard 


copy notification to all providers who request one). 


Requests for PCP and PCS changes can be generated 
by the member, Amerigroup Nevada, or, sometimes, 
by the provider or the State. Our members can make a 
change for any reason. Procedures for changing the 
PCP or PCS assignment are outlined in the member 
handbook. Members can change their PCP or PCS on 


the member website or by calling the Member Services number. After the member finalizes his 
or her new PCP or PCS selection, the member database in our core operations system is 
updated to reflect the change. Members can also change PCPs or PCSs if they relocate.  
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When Amerigroup Nevada generates a PCP or PCS change, it can happen for many reasons 
and when it does, we notify all members in the provider’s panel of the action. We send written 
notification, in English and Spanish, within 15 business days of the termination effective date 
to the member clearly stating how the termination affects him or her. We also invite our 
members to call us if they need a translator for this or any other information we provide to 
them. We provide instruction for the selection of a new PCP or PCS and information about 
how to receive urgent care until the new PCP or PCS selection/assignment occurs. We may 
also generate a PCP or PCS change for the member if he or she requires specialized care for 
an acute or chronic condition. Once we consult with the member, we assign him or her to a 
provider that can offer more specific, appropriate care. 


Finally, there are times when a PCP or PCS asks for a member to be changed to another PCP 
or PCS if the PCP or PCS does not have the right experience to treat the member, the 
assignment was made in error (such as an adult assigned to a child’s PCP or PCS), a member 
consistently fails to keep appointments/does not follow medical advice, or the PCP or PCS 
agrees that a change is best for the member. Again, we assign a new PCP or PCS based on 
criteria listed above. All PCP and PCS change requests are made on the day requested and are 
effective the same day if the member calls into Member Services to make the change or they 
are effective the next day if requested via the member website. The member receives a new ID 
card in the mail within five business days after the PCP or PCS has been changed, or the 
member may access a mobile ID card from our website. If the State requests a PCP or PCS 
change, Amerigroup handles it in the same way as any other request, making it effective the 
day after the request. 
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Network (§5.1.11.4)  
Amerigroup Nevada has been managing a provider network for Nevada’s Medicaid and 
Nevada Check Up recipients since 2009. Our network management ensures that our members 
have access to healthcare services through a comprehensive, coordinated, and integrated 
delivery system.  


In September, 2008, when one of the State’s Medicaid MCOs 
left the program, DHCFP approached Amerigroup Nevada to 
serve certain recipients enrolled in Medicaid and Nevada 
Check-Up. Amerigroup worked diligently under an accelerated 
implementation timeline to meet the State’s needs. We began 
network development immediately after contract award and met 
network adequacy requirements within 120 days. 


Our Clark and Washoe County provider network currently stands at 13 acute care hospitals, 
640 Primary Care Physicians (PCPs), 2,098 specialists, and 505 behavioral health providers.  


A.  What steps will you take to develop and maintain a network that ensures the ability to 
provide the managed care benefits required in this RFP to enrolled recipients in the 
required service areas of urban Clark and Washoe counties? 


Developing and Maintaining an Adequate Network for Clark and 
Washoe Counties 
Amerigroup Nevada has a comprehensive network of providers in place in Clark and Washoe 
counties to serve Medicaid and Nevada Check Up members. And, we are the only NCQA 
Medicaid-Accredited Health Plan in Nevada, and follow NCQA quality, utilization 
management, credentialing, and compliance standards for all NCQA components and 
domains. 


Our network currently meets, and often exceeds, requirements for access and availability; 
therefore, we do not have to build a network to meet the requirements of the RFP. We are, 
however, actively recruiting additional provider types for the newly covered services.  


Amerigroup Nevada takes the following steps to develop our provider network and will take 
these steps to meet any future DHCFP expansion requirements:  


 Assess the market and requirements for network development/expansion 


 Identify the provider types required and establish network capacity level based on 
Nevada requirements 
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 Prepare and mail recruitment packages to providers including introductory postcards, 
invitation letters, information on Amerigroup Nevada, and application materials  


 Contact providers by telephone and in-person meetings to explain Amerigroup Nevada 
and the Medicaid and Nevada Check Up managed care program, answer any 
questions, and provide assistance completing application materials 


 Facilitate the execution of provider contracts 


 Credential providers 


 Conduct initial provider orientation  


Maintaining our Provider Network 


Once contracted, we work to ensure that our network and management program meets the 
needs of our members and providers. Our Real Solutions® Provider Collaboration Model 
engages providers to deliver sustainable improvements in health quality and service delivery. 
This, coupled with our Nevada team-based approach, emphasizes open communication and 
shared responsibility with network providers. 


We focus our management activities to ensure positive provider relations. Our provider 
hotline, education and outreach, communications, and contracting and compensation 
strategies, among other elements, work to ensure an optimal level of provider satisfaction and 
member health outcomes. See Section 5.1.11.4.E for more information on our provider 
maintenance and management approach. 


Amerigroup Nevada enjoys a high level of provider retention; 
in the last year, only one percent of our providers chose to 
terminate their participation in our network. This helps ensure 
continuity of care for our members. 


We attribute our network development and retention success to the following highly effective 
practices: 


 Sound reimbursement practices, including prompt and accurate claims payment 


 Streamlined utilization management practices, including electronic submission of 
authorization requests  


 Provider incentive programs structured to reward physicians who deliver measurably 
better care and achieve more positive patient outcomes 


 Collaborative relationships, including extensive, one-on-one outreach 
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 Proactive, comprehensive provider education  


 Practices to simplify and minimize administrative burdens, including use of the Nevada 
Division of Insurance Form 901 for credentialing providers  


We will continue these practices to maintain the geographic adequacy of our network and our 
high level of provider satisfaction. We will expand our network as indicated to meet future 
State requirements. 


Expanding our Provider Network to Meet Future DHCFP Requirements 


Our existing relationships with Nevada providers 
positions us at the forefront of the provider 
contracting process and will serve us well to promote 
increased provider recruiting should we need to 
expand our network. In recruiting additional 
providers, we focus on providers who traditionally 
serve our members. We seek these key providers, such 
as Essential Community Providers, because they 
maintain the appropriate geographic presence, the 
established trust of our members, a keen awareness 
of the diverse needs of the population, and access to 
key local resources available within their 
communities.  


We are prepared to expand our network to meet any 
future changes in covered services, geographic 


service area, covered population, and/or legislative requirements. In fact, we have already 
begun the steps to expand our provider network statewide.  


Covered Services  


Amerigroup Nevada is prepared to cover additional Vendor-covered services as required. 
Home and community-based waiver services and non-emergency transportation services, for 
example, are already managed successfully by several of our affiliated health plans, including 
New Mexico. We will draw upon the experience and best practices at affiliated plans to 
develop protocols and standards for these services should we cover them.  


Should the State require Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI) 
members to remain in a managed care plan, we will leverage existing relationships to provide 
members a seamless transition from fee-for-service. We have solid, collaborative relationships 
with key providers including Harmony Healthcare, Nevada behavioral health clinics, and 
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community-based organizations that ensure quality outcomes for these members through a 
holistic approach, including behavioral health medical homes. 


Geographic Service Area  


Should the State expand the program beyond Clark and Washoe counties, we will leverage our 
existing resources and knowledge of the region to contract with additional providers. 
Amerigroup has already established relationships with rural providers in Nevada; in fact, 
some are already under contract. Our network includes both of Nevada’s Federally Qualified 
Health Centers (FQHCs) that provide services in rural areas. We also have a successful, 
collaborative relationship with Nevada Health Centers, which also participates as a site in our 
Patient Centered Medical Home (PCMH) program and with network providers in neighboring 
areas such as Carson City.  


We have gained a valuable understanding of Nevada’s provider community, its complexity, 
and its vast differences such as limited sub-specialty providers. We understand the challenges 
faced by rural area physicians in solo practices with limited resources, technology, and 
support. We will tailor our approach to meet their needs should we expand into rural areas. 
For instance, rural physicians unfamiliar with managed care will be provided one-on-one 
training to help them ease through the transition.  


We will also pursue, explore, and secure alternative delivery systems such as telehealth and 
additional physician extenders to develop a network in rural Nevada and ensure appropriate 
access to state-of-the-art healthcare services. We will work with our existing providers, such as 
Nevada Health Centers, who offer telehealth services. Our affiliated Amerigroup health plans 
have already successfully implemented telehealth in other markets, including Georgia and 
Texas.  


Covered Population  


We are prepared to cover additional populations, such as Medicaid Aged, Blind, and Disabled 
recipients or children and adolescents under the juvenile justice and foster care programs. 
Amerigroup currently serves members enrolled in the Aged, Blind, and 
Disabled/Supplemental Security Income category in 10 states and almost 92,000 dual eligibles 
in eight states through our affiliated plans, and we 
would draw upon this knowledge and experience base 
to serve this populations’ specialized service and care 
coordination requirements. 


We have already forged relationships with agencies 
within DHHS, the juvenile justice system, and Clark 
and Washoe County agencies as part of our existing 
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managed care program for Medicaid and Nevada Check Up members. And our partners offer 
immense additional value should this population be covered under our contract in the future. 
For example, Harmony Healthcare, our behavioral healthcare partner, currently serves 
children and adolescents from the juvenile justice and foster care programs and provides 
valuable services to ensure that troubled youth receive prompt and appropriate services. 
Harmony performs onsite assessments at facilities and foster care homes to develop a plan of 
treatment. In addition, they have three staff-based centers that are conveniently located and 
offer immediate onsite crisis intervention, including rapid assessment and coordination of 
appropriate services to avert a visit to the emergency department (ED) or an inpatient 
admission, such as an appointment with an outpatient clinician to stabilize the crisis. 


Legislative Requirements  


As Nevada continues toward full implementation of Health Care Reform and the Patient 
Protection and Affordable Care Act (ACA) of 2010, Amerigroup will expand our provider 
network to meet future needs, such as the addition of childless adults should the State choose 
to cover this population. We closely track legislative initiatives at the local, Nevada level as 
well as through our corporate Amerigroup Office of Health Reform Integration. The Office of 
Health Reform Integration focuses solely upon the integration of health reform and its impact 
upon our state customers and Amerigroup health plans. 


Regardless of the impetus for expansion of our provider network, Amerigroup Nevada is 
prepared to further meet the changes ahead in Nevada and will offer provider networks that 
are accessible, highly qualified, motivated, and fully able to meet the needs of Nevadans.  
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Amerigroup Nevada’s Current Provider Network 
Our network includes credentialed providers to provide covered services detailed in RFP 
Section 4.2.2, Vendor Covered Services, including hospitals, PCPs, PCSs, specialists, and 
ancillary providers. We also have contracts with all Essential Community Providers in our 
service area, including both of Nevada’s FQHCs. We are actively recruiting additional 
provider types for the newly covered services.  


Our network reflects the unique cultural preferences of our members. We educate and train 
providers and Amerigroup employees on cultural competency and provide support to members 
with linguistic barriers or physical disabilities. Almost 20 percent of our current members 
speak Spanish as their primary language, and more than 46 percent of our network providers 
can accommodate that preference. 


We regularly provide DHCFP with supporting documentation of our network’s capacity to 
serve our enrollment. Table 5.1.11.4-1 provides a summary of our current provider network 
and satisfaction of DHCFP’s access standards. 


Table 5.1.11.4-1. Amerigroup Nevada’s Network Frequently Exceeds DHCFP Access Standards  


Provider 
Type 


DHCFP Access Standard  Amerigroup Network 
Amerigroup 
Compliance with 
Access Standard 


Clark County 
Hospitals  1 hospital within 25 miles of 


member’s residence 
10 hospitals   Members with access 


within 25 miles = 100% 
PCPs  1 full time equivalent (FTE) PCP for 


every 1,500 members. Or, if PCP 
practices in conjunction with a 
healthcare professional, the ratio is 
1 FTE PCP for every 1,800 members. 
 
1 PCP within 25 miles of member’s 
residence 


792 PCPs  15.81 PCPs per 1,500 
members 
Members with access 
within 25 miles = 100% 


Specialists  1 specialist for every 1,500 members  3,895 specialists  77.13 specialists per 
1,500 members 


Behavioral 
Health 
Providers 


1 behavioral health provider within 
25 miles of member’s residence 


398 behavioral health 
providers 


Members with access 
within 25 miles = 100% 


Behavioral 
Health 
Facilities 


1 inpatient behavioral health facility 
within 25 miles of member’s 
residence 


7 behavioral health 
facilities 


Members with access 
within 25 miles = 99.9% 


Dentists  1 FTE dentist per 1,500 members. 
The dental provider network must 
also include at a minimum 1 


168 general dentists 
29 pediatric dentists 
70 dental hygienists 


3.35 dentists per 1,500 
members 
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Provider 
Type 


DHCFP Access Standard  Amerigroup Network 
Amerigroup 
Compliance with 
Access Standard 


pediatric dentist, 1 dental hygienist, 
and 1 oral surgeon.  


8 oral surgeons 
7 orthodontists 


Washoe County 
Hospitals  1 hospital within 25 miles of 


member’s residence 
3 hospitals   Members with access 


within 25 miles = 99.8% 
PCPs  1 full time equivalent (FTE) PCP for 


every 1,500 members. Or, if PCP 
practices in conjunction with a 
healthcare professional, the ratio is 
1 FTE PCP for every 1,800 members. 
 
1 PCP within 25 miles of member’s 
residence 


121 PCPs  18.42 PCPs per 1,500 
members 
 
Members with access 
within 25 miles = 99.9% 


Specialists  1 specialist for every 1,500 members  818 specialists  124.53 specialists per 
1,500 members 


Behavioral 
Health 
Providers 


1 behavioral health provider within 
25 miles of member’s residence 


107 behavioral health 
providers 


Members with access 
within 25 miles = 99.9% 


Behavioral 
Health 
Facilities 


1 inpatient behavioral health facility 
within 25 miles of member’s 
residence 


1 behavioral health 
facility 


Members with access 
within 25 miles = 99.7% 


Dentists  1 FTE dentist per 1,500 members. 
The dental provider network must 
also include at a minimum 1 
pediatric dentist, 1 dental hygienist, 
and 1 oral surgeon.  


36 general dentists 
1 pediatric dentist 
6 dental hygienists 
4 oral surgeons 
2 orthodontists 


5.48 dentists per 1,500 
members 


We have the full range of medical and surgical specialties to meet the needs of our members, 
including key specialties such as: 


 156 OB/GYNs: 2.85 per 1,500 members in Clark County and 1.98 per 1,500 members 
in Washoe County  


 86 pediatric subspecialists: 1.48 per 1,500 members in Clark County and 1.83 per 1,500 
members in Washoe County 
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B.  Provide a sample of all base network provider contracts. 


Sample of All Base Network Provider Contracts 
See Attachments 5.1.11.4-1 – 5.1.11.4-3 for copies of the following base network provider 
contracts:  


 Facility 


 Provider 


 Ancillary 


Amerigroup Nevada’s written provider contract templates have been submitted to DHCFP and 
the most recent contracts were approved for use in August 2012. We believe our current base 
contracts are fully compliant with the RFP; however, we will make any revisions necessary to 
comply with future DHCFP requirements. 


Prior to distributing or executing any substantive changes or amendments to our base 
contracts, we will submit a draft of standard language to DHCFP for review. Amerigroup 
Nevada’s provider contracts currently meet all State and federal requirements.  
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C.  What is your plan to involve essential community providers, such as the Federally 
Qualified Health Centers, in your network? 


Involving Essential Community Providers in Our Network 
Essential Community Providers are at the core of the Amerigroup Nevada network 
development strategy due to our like-minded focus on serving low-income and underserved 
populations. We collaborate with Essential Community Providers because we actively support 
their roles in caring for these most vulnerable members of the population—and because this 
support is so keenly linked to improving the health outcomes of our members.  


All Essential Community Providers in our current 
service area already participate in our network. In 
fact, both of Nevada’s FQHCs participate in our 
network, with more than 5,300 of our members 
assigned to them. They also participate in our 
provider incentive programs that use a results-driven 
reward system to provide an incentive to physicians to 
meet quality and other healthcare access targets. We 
hold monthly Joint Operating Committee meetings 
with our network hospitals, including the University 
Medical Center where we are pleased to report that 
more than 1,000 deliveries have taken place for 


Amerigroup Nevada members. Table 5.1.11.4-2 provides the status of Essential Community 
Provider participation in our network. 
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Table 5.1.11.4-2. Amerigroup Nevada’s Provider Network Includes Many Essential Community 
Providers  


Essential Community Provider 
Participation in Amerigroup Nevada Network 


Clark County  Washoe County 
FQHCs   


University Medical Center of Southern Nevada   Provider does not exist 
in Washoe County 


University of Nevada School of Medicine     
Mojave Mental Health Clinics    
University of Nevada, Las Vegas, School of Dentistry    
Health Division (Health Districts)    
Mental Health and Developmental Services Division    


Amerigroup fully supports the mission of school-based health services in Nevada. We are 
actively working to sponsor a school-based healthcare center and anticipate finalizing our 
agreement by the end of 2012. This includes weekly meetings with one of our Amerigroup 
Real Solutions® Medical Home, an Essential 
Community Provider, with whom we are working to 
sponsor a school-based healthcare center. 


We reach out to ALL Essential Community Providers 
and make a good faith effort to gain their 
participation in our network. As DHCFP notifies us 
of newly identified Essential Community Providers, 
we contact them in-person or by telephone to 
introduce Amerigroup Nevada, answer any questions they might have, and begin the 
contracting process. And, although Rural Health Clinics (RHC) and Tribal Clinics are not in 
our service area at this time, our leadership has met with RHCs and Tribal leaders to better 
understand the services they offer and how our organizations can work together in the future.  


D.  How will you monitor and evaluate performance and correct deficiencies relative to 
Section 4.5.5.1 through 4.5.5.9, Access and Availability? 


Monitoring and Evaluating Performance and Correcting Deficiencies 
Amerigroup Nevada diligently monitors the access to and availability of our provider network. 
At the network level, we monitor for geographic access to verify that our members have 
adequate and accessible access to covered services. At the provider level, we monitor to 
confirm that providers offer members timely access to care. We use proven techniques to 
monitor and evaluate our network and seek and obtain input from various sources, including 
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members, providers, stakeholders, and DHCFP, to ensure that our network meets the needs of 
the members we serve.  


Our Provider Relations team develops an action plan to address any identified deficiencies in 
our provider network. The action plan identifies staffing, responsibilities, resources, and a 
timeline to correct the situation. Once launched, we monitor the progress and effectiveness of 
the plan until we meet or exceed all standards. 


Comprehensive, written policies and procedures guide our activities to monitor, evaluate, and 
correct our network to ensure full compliance with access requirements. We formally review 
policies and procedures at least every two years. We conduct annual review of certain policies 
and procedures to conform to contract or accreditation requirements, guidelines, and 
Amerigroup business decisions. 


Below, we present our response to Sections 4.5.5.1 through 4.5.5.9 of the SOW. 


Ensuring Adequate Physical and Geographic Access to Covered Services 
(§4.5.5.1) 


Amerigroup uses GeoAccess® reporting features to evaluate network adequacy for physical 
and geographic access: 


 Geographic Overview Maps. Displays the provider locations by geographic area.  


 Provider and Member Location Maps. Plots members and providers of any or all 
specialty/specialties—or combinations of both. These maps overlay the provider 
network against the membership base with the appropriate radius encompassing each 
provider to identify geographic coverage in a particular area. 


 Member Accessibility Summary. Provides an overview of the entire analysis displayed 
in a given report. It details the number and percentage of members with and without 
access.  


 Access Comparison. Provides a comparison graph that demonstrates the point at which 
the percentage of members attains compliant status with the specified provider type and 
defined access standard.  


 Accessibility Detail. Presents counts of members with and without access to care under 
the defined access standards. The detail provides the total number of members, 
providers, and a member-to-provider ratio for the specified demographic or geographic 
area. There is also a detailed analysis of a member’s choice of up to five providers and 
the average distance to achieve that access. 
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We also monitor access for members with disabilities. We capture physical access for each 
provider location and use this to map access for members with disabilities and expand our 
network as indicated.  


All Amerigroup Nevada network providers are required to meet State and federal accessibility 
standards and those defined by the Americans with Disabilities Act of 1990. This is reinforced 
through training and our provider manual. We monitor compliance through our onsite Office 
Site Evaluation that is conducted by Provider Relations Representatives and review of member 
grievances. Providers are required to take actions to remove existing barriers and/or to 
accommodate the needs of members who are qualified individuals with a disability. This 
action plan includes: 


 Street-level access 


 Elevator or accessible ramp into facilities 


 Access to a lavatory that accommodates a wheelchair 


 Access to an examination room that accommodates a wheelchair 


 Handicapped-accessible parking clearly marked unless there is street-side parking 


We perform GeoAccess analyses on a quarterly basis to verify that our existing network 
includes sufficient numbers of providers with adequate capacity to provide timely access to 
care in accordance with DHCFP requirements. We provide DHCFP supporting 
documentation of our capacity to serve expected enrollment in accordance with State 
standards. 


We also continually monitor information obtained through our Provider Relations, Medical 
Management, Quality Management, and Member Services areas to identify opportunities to 
improve the network and address any deficiencies. For example, any member grievances about 
physical access or travel time are promptly routed to our Provider Relations Department for 
investigation and follow-up.  


If we identify an issue regarding physical or geographic access, our Provider Relations team 
develops an action plan to address the issue. The action plan identifies staffing, 
responsibilities, resources, and a timeline to correct the situation. Strategies to correct the 
deficiency include: 


 Identifying and recruiting additional providers 


 Working with existing providers with closed panels who may meet requirements for re-
opening 
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 Identifying providers for single case agreements 


 Working with providers to meet physical access requirements  


 Arranging for transportation for the member, when appropriate per the single case 
agreement 


After we have launched the action plan, we monitor the progress and effectiveness of the plan 
until we meet or exceed standards for physical and geographic access. 


We will continue these activities for the new Contract. 


Using Geo-access Mapping and Data-driven Analyses to Ensure Compliance 
with Access Standards and Taking Appropriate Corrective Action (§4.5.5.2)  


As described in the previous section, Amerigroup Nevada generates quarterly GeoAccess 
reports to ensure compliance with access standards. We promptly develop and implement 
corrective action plans when a deficiency is identified, and monitor the plan until the access 
standard is met.  


Partnering with DHCFP, Community Providers, and Stakeholders to 
Identify and Address Issues and Opportunities to Improve Healthcare 
Access and Availability (§4.5.5.3) 


We value the roles and contributions provided by DHCFP, community providers, and 
stakeholders to ensure healthcare access and availability. We encourage, invite, and welcome 
feedback from DHCFP, community providers, stakeholders, and our Health Education 
Advisory Committee (HEAC) to monitor and evaluate access issues. 


Our HEAC meets quarterly and includes representatives from the provider community, 
advocacy groups, and community-based organizations such as local representatives from the 
Northern Nevada Immunization Coalition and Southern Nevada Immunization Coalition. Our 
Vice President of Provider Relations is a member of our HEAC and actively seeks out input on 
our provider network to ensure that it meets standards for access and availability.  


Any issues are routed to our Provider Relations Department, which will research the issue and 
develop, as indicated, an action plan to address the deficiency. 


Assuring Access to Health Screenings, Reproductive Services, and 
Immunizations through County and State Public Health Clinics (§4.5.5.4) 


Amerigroup Nevada covers and will continue to cover health screenings, reproductive 
services, and immunizations provided by county and State public health clinics. 
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We employ various methods to ensure member access to these services. We work closely with 
county and State clinics so that we fully understand the services they provide and to keep 
apprised of upcoming events. Some of our efforts include:  


 Health Screenings. We promote health screenings through a variety of forums. For 
example, we work closely with the local Boys & Girls Clubs and recently sponsored an 
event that provided our members dental and vision screenings.  


 Reproductive Services. We promote the availability of reproductive and family 
planning services to our members, as well as the availability of services through Health 
Districts. We partner with Special Supplemental Food Program for Women, Infants, 
and Children (WIC). We refer members for WIC services through our Taking Care of 
Baby and Me® program, which coordinates specialized maternal and child health 
services for members who are pregnant and new mothers. We host Baby Showers at 
community locations such as shopping malls (in both northern and southern Nevada). 
We invite expectant mothers from Amerigroup Nevada and the community at large to 
attend these baby showers that educate and celebrate soon-to-be moms. Games, prizes, 
and even a fashion show are combined with health screenings and important pre-natal 
information for expectant and new mothers. We can reach more than 1,000 individuals 
through these events.  


 Immunizations. We continually reinforce the 
need for members to stay up-to-date on 
immunizations, and promote the availability 
of immunizations through Health Districts. 
We include an immunization chart in our 
member handbook. In August of each year, 
we mail reminders to our members about the 
upcoming Back-to-School Vaccine Clinics, including a schedule of locations, dates, 
and times. We also are closely involved with the Northern Nevada Immunization 
Coalition and Southern Nevada Immunization and Health Coalition (SNIHC); in fact, 
Amerigroup Nevada employees sit on the board of each organization. In December 
2012, Amerigroup Nevada will receive SNIHC’s Silver Syringe award as a community 
partner in childhood immunizations for the third consecutive year. 


We will continue to identify and promote the use of local resources. We will monitor and 
evaluate access using internal and external resources including our HEAC; Provider 
Relations, Medical Management, Quality Management, and Member Services areas; DHCFP; 
community providers; and stakeholders. Any deficiencies are relayed to our Provider Relations 
Department who develops and implement corrective action plans, and monitors the plans until 
the access standard is met. 
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Promotion of Care Management and Early Intervention Services (§4.5.5.5) 


New members receive a welcome call upon enrolling in Amerigroup Nevada. 
The welcome call introduces the member to Amerigroup Nevada; orients the member to our 
services; reviews PCP selection and change procedures; and identifies any member-specific 
issues and needs for Disease Management, Case Management, and early intervention. If a 
potential need is identified during the welcome call, the member is triaged by our Management 
team to assess their needs. After assessment, the member’s case will either be managed by the 
Disease Management team or, if identified as high risk, forwarded to our Case Management 
team. Amerigroup Nevada Case Managers include Nevada health plan clinicians who provide 
support and assistance for members with complex needs. Our local team comprises Nevada-
licensed professionals who work closely with members, families, providers, and community-
based organizations to coordinate care and services for our Medicaid and Nevada Check Up 
members. The expertise of our local Case Management team directly reflects the specific needs 
of the members we serve. We have clinicians who specialize in obstetrics, pediatrics and 
adults, and behavioral health.  


Amerigroup Nevada makes a good-faith effort to screen Title XIX and XXI pregnant women 
for high-risk factors. We identify pregnant members through analysis of the DHCFP 
eligibility file, claims data, laboratory reports, and hospital census reports. We also identify 
members through our initial new member welcome calls, provider referrals, and member self-
referrals. 


When we identify a member who is pregnant, we conduct a risk assessment to determine her 
level of risk for pre-term birth using our Statistical Obstetrical Risk Score (STORK) tool. This 
tool incorporates screening for specific statistically validated predictors of the future need for 
neonatal intensive care unit (NICU) services, including history of pre-term labor or birth, 
prior baby with low birth weight, or diagnosis of hypertension or diabetes mellitus. Members 
receive a risk score (COR score) and are categorized into one of four groups: urgent, high, 
medium, or low. All members, including the low risk category group, receive informational 
materials. We refer those with risk factors and high COR scores to our specialized Obstetrical 
Case Manager who conducts a thorough clinical assessment to further refine risk and develop 
individualized care treatment plans that correspond to each member’s risk level.  


Members can change PCPs at any time and for any reason. PCP changes are effective no later 
than the next business day of the change. For additional information on PCP selection and 
change, please see Section 5.1.11.3.B.  


If a member qualifies for case management, our Case Managers engage the member, the 
PCP/, and any other treating professionals involved in the member’s care to develop a 
personalized care treatment plan.  
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For those members who require more in-depth health screening, we coordinate with PCPs to 
schedule these visits as quickly as possible.  


Maintaining an Adequate Network (§4.5.5.6) 


Amerigroup Nevada has a comprehensive process to assess and monitor the 
adequacy of our network, anticipate future needs, and readily identify network gaps to ensure 
that our members have access and that we continue to meet DHCFP standards. We review 
multiple data sources to identify patterns, trends, and service demands:  


 Review of GeoAccess reports to determine any network gaps relative to travel distance 


 Analysis of network changes, including additions, deletions, and PCP capacity changes 


 Monitoring of network access, appointment availability, and provider compliance with 
after-hours coverage  


 Annual audits of a random, statistically valid sampling of PCPs and designated 
specialists to assess appointment availability and after-hours coverage 


 Analysis of member and provider grievance data 


 Analysis of member retention rates  


 Review of results of member and provider satisfaction surveys 


 Feedback from providers, members/families, community-based organizations, and our 
HEAC 


Amerigroup Nevada takes several steps to monitor and 
evaluate our network to ensure that it continues to 
meet DHCFP and Amerigroup Nevada standards. 


 PCP-To-Recipient Ratios (§4.5.5.6.A). We 
generate and evaluate GeoAccess reports on a 
quarterly basis. One of the reports, 
Accessibility Detail, shows counts of members with and without access to care under 
the DHCFP access standard. The detail provides the total number of members, 
providers, and a member-to-provider ratio for the specified demographic or geographic 
area. We monitor patient load for PCPs and physician extenders in accordance with 
DHCFP standards. We also routinely monitor provider adherence to the standard 
through site visits and review of member grievances. We also place limits on the 
number of members assigned to a PCP’s practice to ensure that we do not exceed 
patient load standards through our PCP assignment process.  
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 PCP Network Requirements (§4.5.5.6.B). We use the GeoAccess Accessibility Detail 
report to evaluate the capacity of our PCP network in meeting FTE requirements.  


 Primary Care Provider Participation (§4.5.5.6.C). We monitor compliance with 
DHCFP’s PCP access requirement through quarterly GeoAccess reports. One hundred 
percent of our members have access to a PCP within 25 miles of their residence in 
Clark County and 99.9 percent in Washoe County. Amerigroup Nevada has contracts 
with both of Nevada’s FQHCs and the University of Nevada School of Medicine, 
University Health System, which satisfies DHCFP’s 50 percent participation and 50 
percent acceptance requirement. We comply and will continue to comply with any audit 
that DHCFP or its designee conducts to monitor our compliance. We also have a high 
rate of open PCP panels at 89 percent. 


 Physician Specialists (§4.5.5.6.D). Amerigroup 
Nevada’s network of specialists in Clark and 
Washoe counties is 100 percent compliant with 
DHCFP access standards. Today, our Nevada 
members have access to a specialist within a 0.9-
mile radius, and at least two specialists within a 
1.2- mile radius, on average. We monitor compliance with DHCFP’s specialist access 
requirement through quarterly GeoAccess reports. We have the full range of medical 
and surgical specialties to meet the needs of our members, including key specialties 
including 156 OB/GYNs and 86 pediatric subspecialists. 


When we identify a deficiency in our provider network, our Provider Relations team develops 
an action plan to address the issue. The action plan identifies staffing, responsibilities, 
resources, and a timeline to correct the situation. Once launched, we monitor the progress and 
effectiveness of the plan until we meet or exceed all standards. 


Ensuring Enrolled Recipients’ Access to Covered Services is Consistent with 
the Degree of Urgency (§4.5.5.7) 


Amerigroup Nevada routinely monitors and evaluates provider adherence to appointment 
standards through: 


 Annual Audits of a Random, Statistically Valid Sampling of PCPs and Designated 
Specialists to Assess Appointment Availability. 
In our last audit of PCP appointment 
availability, 99.1 percent were compliant with 
appointment availability for urgent care and 
95.8 percent were compliant for appointment 
availability for routine care. 
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 Reviews of Member Grievances. In our annual review of member grievances 
concerning appointment access, the rate was less than 0.04 per 1,000 members. 


 Results of Member Satisfaction Surveys. We evaluate satisfaction with clinical care 
and access to services using the annual Consumer Assessment of Healthcare Providers 
and Systems (CAHPS®) Survey to compare performance against national benchmarks 
and State performance goals to identify improvement opportunities. 


By recent example in June 2012, our appointment availability audit call to a Family Medicine 
provider in North Las Vegas showed that the provider failed to meet standards for availability 
of routine appointments. Our Provider Relations Manager telephoned the practice’s office 
manager and discussed the results, appointment availability requirements, and actions to 
achieve compliance. The Manager communicated to the provider that a follow-up, 
unannounced survey would be conducted within 90 days. The next audit call in September 
2012 revealed that the provider was meeting the contractual requirements for access and 
availability. 


We develop annual Quality Improvement Activity 
Reports (provider satisfaction surveys) to assess 
compliance with access standards and identify ways to 
improve. These reports are the result of surveys that 
are developed each fall by Amerigroup Nevada 
Provider Relations employees. The surveys are 
administered by an outside vendor who holds the 
internationally recognized ISO 9001:2000 


certification for quality management systems. The reports reveal access deficiencies, as well as 
provider concerns, relating to the specialty network, reimbursement, customer service, our 
technology services, and the supporting operations department.  


Amerigroup Nevada ensures that members have access to these covered services: 


 Emergency Services (§4.5.5.7.A). Members have access to emergency services 24 hours 
a day, 7 days a week (24/7). We do not require referral or prior authorization for 
emergency services.  


For non-emergency services, members have access to urgent care centers in our 
network including the University Medical Center Quick Care centers. Our Member 
Handbook provides information on how and where to access emergency and urgent 
care services. Members also have 24/7 access to our Nurse HelpLine.  


See the Confidential Technical Volume for proprietary information. 
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 PCP Appointment (§4.5.5.7.B). Our provider contract and provider manual stipulates 
that PCPs provide appointment availability in accordance with the standards set by 
DHCFP. We conduct random calls to check appointment availability for same day, 
urgent, and routine care appointments.  


 Specialist Appointments (§4.5.5.7.C). Specialists are contractually bound to meet 
DHCFP appointment availability standards. Amerigroup Nevada makes random calls 
to check appointment availability for same day, urgent, and routine care appointments 
at specialists, including OB/GYNs.  


 Prenatal Care Appointments (§4.5.5.7.D). Appointment availability standards are 
included in our provider agreement. We conduct random calls to check appointment 
availability for initial pre-natal care appointments: first trimester, second trimester, 
third trimester, and high-risk pregnancies.  


 Dental Appointments (§4.5.5.7.E). Appointment availability standards are included in 
the provider agreement, and surveys are conducted on a quarterly basis to ensure 
access. 


When we identify providers who are out of compliance with appointment standards, our 
Provider Relations Representatives visit them in-person and present a letter requesting 
corrective action plans. The Provider Relations team continues to monitor compliance and 
then re-surveys the providers after 90 days to verify that they are in compliance. Ultimately, we 
remove providers from our network if they do not meet access standards or do not take action 
to meet the standards.  


Appointment Standards (§4.5.5.8) 


Comprehensive written policies and procedures guide our monitoring activities 
to ensure compliance with access requirements. These policies and procedures reflect the 
individual requirements contained within our current contract with DHCFP. Policies and 
procedures address: 


 Access to Care Standards 


 Appointment, After-hours, and Telephone Accessibility 


 Provider Network Accessibility Analysis 


 PCP Panel Capacity Review and Access and Availability 


All Amerigroup Nevada network providers are required through provider agreement to abide 
by all DHCFP appointment standards. Providers are educated on these standards through 
initial and recurring provider training and the Provider Policy and Procedure Manual 
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(provider manual), incorporated by reference as part of the provider agreement. Amerigroup 
Nevada’s provider newsletters supplement providers’ initial orientation training and serve as 
recurring reminders for timely scheduling of routine appointments and triage requirement 
standards. 


We use various mechanisms to monitor compliance with appointment standards. The method 
and frequency is presented in Table 5.1.11.4-3. 


Table 5.1.11.4-3. We Employ Various Measures to Ensure Member Access to Appointments 
Mechanism  Description  Results 


Audits of 
Appointment 
Availability  


Annual audits of a random, 
statistically valid sampling of PCPs 
and designated specialists to 
assess appointment availability 
and after‐hours coverage. 


In our last audit of PCP appointment 
availability: 


 99.1% were compliant with 
appointment availability for urgent care 


 95.8% were compliant for appointment 
availability for routine care 


 100% were compliant for after‐hours 
access 


Review of 
Member 
Grievances 


Member grievances are routed to 
our Provider Relations 
Department for review and follow‐
up. 


In our annual review of member grievances 
concerning appointment access, the rate 
was less than 0.04 per 1,000 members. 


Member 
Satisfaction 
Surveys 


Annual CAHPS member 
satisfaction surveys query on 
member access to care. 


In our last member satisfaction survey, 91% 
of members reported they could get care for 
their child as soon as needed. 


Onsite Visits to 
Provider Offices 


Provider Relations 
Representatives conduct site visits 
to PCPs and high‐volume 
specialists. 


There were no compliance or quality of care 
issues found for the reporting period. 


Review of PCP 
Panel Reports 


We review PCP panel status to 
ensure that an adequate number 
of PCP practices are open to new 
members. Provider Relations 
Representatives monitor PCPs 
with closed panels to identify 
opportunities for re‐opening. 


89% of our PCP have open panels. 
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Our Vice President of Provider Relations is responsible for ensuring compliance with 
standards.  


Office Waiting Times (§4.5.5.9) 


Office waiting time standards are included in our provider agreement and 
provider manual, and providers are educated about maintaining office waiting times of less 
than one hour. We routinely monitor and evaluate provider adherence to standards through 
onsite visits and reviews of member grievances. In our last audit of office waiting times, 96.4 
percent of PCPs and 100 percent of specialists met the office waiting time standard.  


When we identify providers who are out of compliance with the one-hour standard, our 
Provider Relations employees request a corrective 
action plan. The Provider Relations team continues to 
monitor compliance and then re-surveys the provider 
to verify that they are in compliance. Ultimately, we 
remove providers from our network if they do not meet 
access standards or do not take action to meet the 
standards. 


E.  How will you monitor contracted network provider’s activities to ensure they comply 
with your requirements and those set forth in Section 4.5.3, Network Management?  
Describe your plan of action to ensure positive provider relations. Include in your 
response information regarding contracting; compensation; policy and procedures; 
disputes; and, communications. 


In this section, we will address Amerigroup Nevada’s activities to: 


 Monitor our network providers to ensure compliance with Amerigroup Nevada 
requirements and DHCFP requirements in RFP Section 4.5.3, Network Management. 


 Plan of action to ensure positive provider relations through our provider relations and 
management program, including our Very Important Provider (VIP) program, 
provider hotline, provider disputes, provider education and outreach, provider 
communications, and provider contracting and compensation. A description of this 
program is discussed in the Section below entitled: Plan of Action to Ensure Positive 
Provider Relations. 
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Monitoring Providers to Ensure Compliance with DHCFP Requirements 
PCP and PCS Responsibilities (§4.5.3.1) 


We closely and continually monitor PCPs to ensure that they offer timely 
access to care for our members. We use information from our Provider 


Relations, Medical Management, Quality Management, and Member Services areas to identify 
opportunities to improve the network and address deficiencies. We carefully review the results 
of our annual member satisfaction surveys, and any grievances about PCPs or access to 
services are routed to our Provider Relations Department for investigation and follow-up.  


Amerigroup conducts annual audits of a random, statistically valid sampling of PCPs to assess 
appointment availability and after-hours coverage. 


When we identify PCPs who are out of compliance with DHCFP and Amerigroup Nevada 
standards, our Provider Relations Representatives visit the PCP in person and presents a letter 
requesting a corrective action plan. Provider Relations Representatives continue to monitor 
compliance and re-survey the PCP to verify that the PCP is in compliance. If the provider 
remains non-compliant, another survey is conducted within 90 days. At that point, if the 
provider is still non-compliant, we present the findings to our Medical Advisory Committee. To 
date, we have not had to refer a case. Ultimately, we will remove providers from our network if 
they do not take action to meet the access and after-hours requirements in their contracts and 
outlined in the provider manual. 


Table 5.1.11.4-4 details the PCP responsibilities contained in Section 4.5.3.1, items A-F; the 
tools and resources we use to support PCPs meeting the requirement; and our activities to 
monitor PCP compliance. 
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Table 5.1.11.4-4. We Employ Various Measures to Support PCPs in Meeting their 
Responsibilities 
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Laboratory Service Providers (§4.5.3.2)  


Amerigroup requires that all laboratory testing sites have valid Clinical 
Laboratory Improvement Amendments (CLIA) certificates and CLIA identification numbers 
and comply with CLIA regulations per 42 CFR Part 493. Our systems are configured to 
comply with these requirements and verify correct CLIA identification numbers when claims 
are processed. We monitor compliance through provider credentialing, claims reviews, and 
provider site visits. We will provide DHCFP copies of certificates upon request. 


Essential Community Providers (§4.5.3.3) 


Amerigroup Nevada has all Essential Community Providers that are in our 
service area participating in our current network, including: 


 Nevada Health Centers (FQHC) 


 Health Access Washoe County (FQHC) 
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 University Medical Center of Southern Nevada and its affiliated primary care and 
urgent care centers (Quick Care) 


 University of Nevada School of Medicine, University Health System 


 University of Nevada School of Medicine, Mojave Mental Health Clinics 


 University of Nevada, Las Vegas, School of Dentistry 


 Southern Nevada Health District 


 Washoe County District Health  


 Northern Nevada Adult Mental Health Services 


 Southern Nevada Adult Mental Health Services 


Essential Community Providers are a critical part of our provider network; in fact, more than 
5,300 of our members are assigned to the FQHCs that are in our network. We collaborate with 
Essential Community Providers to maximize the health and well-being of our members. For 
example, both of Nevada’s FQHCs participate in our physician incentive programs, described 
in the next section. 


More detail about Essential Community Providers is in subsection C, Involving Essential 
Community Providers In Our Network.  


Plan of Action to Ensure Positive Provider Relations 
As an existing MCO in Nevada, Amerigroup Nevada has strong, positive relationships with 
providers who serve Medicaid and Nevada Check Up recipients. Our 2011 provider 


satisfaction survey indicated an 86 percent satisfaction rating 
with Amerigroup Nevada, and 9 of 10 providers indicated they 
would “recommend Amerigroup to other physicians.” Several 
areas stood out as specific strengths of Amerigroup Nevada; 
one, in particular, was provider satisfaction with the local 
services we offer.  


We have developed strong, collaborative relationships with providers in Clark and Washoe 
counties, and we strive to continually improve the level of service we offer. We are out in the 
community meeting daily with providers in their offices to make sure that we meet their needs 
and answer their questions. Our approach offers: 


 Strong, Local Leadership. We have a highly qualified leadership team who is 
physically located in Nevada. Our CEO, Eric Lloyd, has more than 20 years of 
healthcare experience. Mr. Lloyd is actively involved in the community and working 
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with underprivileged children and is a board member of After-School All-Stars Las 
Vegas, a non-profit organization providing after-school programs. Our Medical 
Director, Dr. Richard Roberts, is board-certified in pediatrics and has more than 30 
years of healthcare experience. Dr. Roberts is an active member of the Nevada 
Association of Managed Care Physicians, a group of physician thought leaders, public 
health departments, and Nevada’s Medicare PRO. Dr. Roberts is also a member of the 
Health Plan Certification and benefits subcommittee of the Nevada Silver State Health 
Insurance Exchange. And, Julie Skaggs, our Vice President of Provider Relations, is 
also very involved in the local community and sits on the board of the Southern Nevada 
Immunization Coalition. 


 On-the-Ground, Personal Outreach. We believe that to 
best serve our network providers, our health plan 
representatives must be out in the community, meeting 
face-to-face with providers. Accordingly, we meet 
providers where they practice; so far this year, our 
Provider Relations Representatives have visited more 
than 700 physician practices. Our CEO, Medical Director, and Case Managers also 
regularly visit providers to better understand their needs and concerns and how we can 
best serve them and our members. We hold “Member Mondays” in select, high-
member volume PCP and OB/GYN provider offices. During these, our Provider 
Relations Representatives, cross-trained in member services, spend 2.5 to 3 hours in 
the provider’s office to answer any questions members may have and promote 
preventive services, health education, and health promotional resources such as 
Taking Care of Baby and Me, our prenatal program that coordinates specialized 
maternal and child health services for pregnant members and new moms. We also hold 
monthly Joint Operating Committee meeting with our network hospitals and hold 
Provider Workshop sessions at least twice per year.  


 Reduced Administrative Burdens. We facilitate provider access to data, information, 
and systems that ease the administrative burden of review and approval processes and 
support the most effective delivery of services. For example, we have a local Internal 
Resolution Unit at our Las Vegas office to expedite the process for receiving and 
responding to provider inquiries, grievances, and requests for information. We work 
one-on-one with providers to help manage administrative issues. To illustrate, when an 
obstetrician in Henderson faced claims issues because his billing manager had recently 
resigned and left things in disarray, our Provider Relations Representative spent 
several hours providing hands-on training to the new office staff. The staff can now 
enter claims directly into our website and is able to avoid any further payment delays. 
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 Innovative Strategies. We continually seek to improve the level of service we provide 
our network providers and members. Our provider incentive programs promote 
efficiency in the service delivery system, improve the quality and delivery of services, 
and decrease costs for providers. We also help key primary care practices transform 
into PCMHs through our Real Solutions® Medical Home model. Amerigroup operates 
one of the largest medical home programs in the country, ranking fifth for the number 
of providers participating in the program according to the latest Patient Centered 
Primary Care Collaborative report.  


Amerigroup Nevada has the personnel, systems, and processes in place to ensure positive 
provider relations. In the remainder of this subsection E, we will describe elements of our 
provider management program, including: 


 Provider Relations, including our Nevada VIP program, PCMH model, member health 
record card, practice supports, provider hotline, and provider disputes  


 Provider Education and Outreach, including initial and ongoing training 


 Provider Communications, including our provider website, manual, and newsletter 


 Provider Contracting and Compensation, including our contracting approach and 
provider reimbursement 


Provider Relations 


Our provider relations program is based upon Amerigroup’s Real Solutions® provider 
collaboration model. This innovative model engages providers to deliver sustainable 
improvements in health quality and service delivery. We meet the needs of Nevada’s provider 
community and equip them with tools and resources to positively impact the health and well-
being of Medicaid and Nevada Check Up members.  


See the Confidential Technical Volume for proprietary information. 
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Provider Hotline 


In Nevada, we offer providers centralized service through 
our provider call center. Physical and behavioral health 
providers can access a menu of both automated and live 
agent services at the call center. Our provider call center is 
available from 8:00 a.m. to 5:00 p.m. Pacific Time, Monday 
through Friday, except for federal holidays. Our call center 
clinical employees are available 24/7. Our voice self-service technology and provider website 
are also available 24/7 to help providers and their employees answer questions and concerns 
such as verifying eligibility and checking the status of claims.  


Amerigroup has a successful record of provider customer service. From January through 
August 2012, we received more than 49,300 calls from Nevada provider offices. For these 
calls, our average speed of answer was 11 seconds and our call abandonment rate was less 
than one percent.  


We use Impact 360 Workforce Management, a workload-balancing application, to predict 
provider call volumes and arrival patterns. This application enables us to schedule employees 
to meet forecasted needs at the most effective times. It also allows real-time monitoring so that 
we can quickly and efficiently allocate employees to meet demand. 


Provider Disputes 


We have documented policies and procedures for handling provider disputes, grievances, and 
appeals. Our provider training and provider manual also include information on the 
procedure to dispute adverse payment and contract decisions. See Section 4.11.7 for 
information on our processes for handling provider disputes, grievances, and appeals. 


Provider Education and Outreach 


We offer formal group training to all of our providers. For providers within large health 
systems, Provider Relations Representatives schedule formal, onsite orientation sessions in the 
providers’ offices or at off-site locations. For providers whose schedules preclude attending 
these orientations, we provide in-person seminars, conference calls, and online training 
through the use of WebEx online conferencing. We also conduct in-person provider forums 
and webinar training sessions during lunch periods as a convenient and economical way to 
keep providers informed.  
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Figure 5.1.11.4-2. We Offer Providers 
Important, Readily Available Information 


 


We post all training session materials, our provider manual, quick reference cards, 
announcements, and provider alerts to our 
provider website. Figure 5.1.11.4-2 
provides an illustration of our popular 
coding reference guide. This tool is 
offered to provider offices to assist them in 
appropriately coding their claims. 


To continually supplement initial provider 
orientation, Amerigroup Nevada offers 
providers ongoing educational sessions 
across a variety of topics and venues. We 
hold Provider Workshops at least twice a 
year to provide specialized forums for 
providers to receive information and 
answer questions. Representatives from 
Provider Relations, Operations, Case Management, and Quality Management attend these 
Town Hall meetings to personally address provider questions. Topics may include the claims 
submission procedures, cultural competency, HEDIS, EPSDT, eligibility verification, and 
tools on the provider website.  


Initial Provider Training 


Newly contracted providers complete initial training within 30 days of becoming active. All 
providers are invited to attend an initial orientation session to ensure their understanding of 
the managed care program and Amerigroup Nevada’s policies and procedures. We conduct 
ongoing training (described later in this response) with providers to facilitate the sharing of 
best practices, to communicate new and updated policies and procedures, and to reinforce 
education. 


We offer formal group training for all providers. We offer training using various modes and 
venues to maximize participation. We offer multiple dates at convenient times and locations 
for each training session and serve food to encourage attendance. We take attendance at every 
training session and track individual provider participation. When a provider does not attend 
scheduled training sessions, our Provider Relations associates contact the provider and 
schedule training, including the option of a one‐on-one or webinar session.  


At initial training, we distribute copies of our provider manual and member benefit collaterals. 
Updates and distribution of the provider manual are in accordance with the requirements 
contained in Section 4.5.8.1 of the RFP. 
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We present instructions on how to use our provider website, which contains key provider 
education information. We also offer a question-and-answer session that fosters an 
environment where providers and associates can address specific provider questions. When 
providers do not attend scheduled training, we follow up with them to reschedule training 
sessions. 


For hospitals, we provide a comprehensive orientation session that includes policies, 
procedures, and formal agreements to communicate between our Medical Management team 
and the hospital. We also conduct monthly Joint Operating Committee meetings with hospitals 
to provide further education and work through any operational issues.  


Ongoing Training and Provider Workshops 


Amerigroup Nevada offers additional training sessions to all providers who request it. We also 
use blast faxes, provider newsletters, and our provider website, to disseminate educational 
information to our network providers.  


We tailor our provider training programs to meet the unique needs of the local provider 
community. Amerigroup Nevada typically conducts Provider Workshops twice per year. Our 
last one was November 7, 2012 where we reviewed cultural competency, pre-certification 
requirements, eligibility verification, HEDIS measures, and electronic medical records.  


See the Confidential Technical Volume for proprietary information. 


 


Cultural Competency Training 


Amerigroup Nevada delivers cultural competency training for our network providers through 
the provider orientation and tools available on our provider website. We also plan to add a link 
to the Cultural Competency training sponsored through the U.S. Department of Health and 
Human Services’ website, for which they can earn free Continuing Medical Education credits.  


Provider Communications 


Our provider communications and outreach strategies reflect the needs of the local Nevada 
provider community. Our role as an active partner in the provider community gives us 
valuable insight into what works and what matters. Our written materials have been approved 
by DHCFP and reflect Nevada and federal laws and regulations. 
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Provider Website 


We maintain a comprehensive website for network providers. Amerigroup’s website is an 
important tool to enhance provider communication, deliver actionable information, and 
streamline plan administration. Our provider website features tools that promote convenience 
and transparency for providers. With the provider-focused goal of delivering the tools that 
simplify practice management and provide information needed to engage members, our 
website will enable real‐time messaging and alerts to providers that support provision of care 
related to HEDIS, real‐time panel listing updates, and delivery of financial reports.  


On the website, Nevada providers can view or obtain: 


 The Amerigroup Nevada provider manual 


 Online eligibility verification, including coverage dates 


 Information on upcoming provider trainings 


 Provider training materials 


 Practice guidelines 


 Information on the provider grievance system  


 Information on obtaining prior authorization and referrals 


 Information on how to contact Amerigroup Provider Relations 


 PCP panel listings  


 Online updating of office information (such as changes in address, telephone number, 
or language capabilities) 


 Online network provider searches 


 Claims dispute submission information 


Today, 67.5 percent of our network providers in Nevada are registered users on our website.  
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Figure 5.1.11.4-3. Provider Communications Includes 
Newsletters, Quick Reference Card, and More 


Additional Supporting Communications  


In addition to the provider hotline 
and provider website, we offer 
providers various other materials to 
support program activities. This 
includes:  


 Quick Reference Card. Our 
Quick Reference Card 
summarizes critical process 
information from the 
Provider Manual, including 
eligibility verification and 
reference information. 


 Provider Manual. 
Amerigroup Nevada has a 
Provider Policy and 
Procedure Manual (Provider 
Manual) that is approved by 
DHCFP for our current 
contract. It includes all of 
the requirements detailed in Section 4.5.8.1 of the RFP. Our Nevada Provider Manual 
is developed by our Nevada Provider Relations team in consultation with our Nevada 
Medical Director, Nevada Medical Management team, Nevada Compliance Officer, 
Nevada Regulatory Services Manager, and other subject matter experts within our 
local Nevada health plan and our corporate office. We will obtain written approval 
from DHCFP prior to distributing any new or materially revised Nevada Provider 
Manual.  


 Provider Newsletter. Our quarterly provider newsletter offers providers relevant and 
helpful information. Recent topics include the newly updated immunization schedule, 
benefits of prescribing generic prescription drugs, and the benefits of shared decision 
making. Our provider newsletter is distributed to providers through our provider 
website. We submit our newsletters to DHCFP for review and approval prior to 
publication and distribution in accordance with RFP Section 4.5.8.2. 


 Provider Alerts and Updates. To convey important information or updates to providers, 
we fax an Amerigroup Alert to provider offices. For example, last year we faxed an 
alert to providers who did not appear in our provider eligibility file from DHCFP. The 
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alert was to notify them of the process to secure enrollment with DHCFP as an eligible 
provider.  


We post communications to our provider website.  


Provider Contracting and Compensation 


We have an open network and encourage participation of all eligible providers who meet our 
credentialing standards. We reach out to all Essential Community Providers and make a good-
faith effort to gain their participation in our network. As DHCFP notifies us of newly 
identified Essential Community Providers, we contact them in person or by telephone to 
introduce Amerigroup Nevada, answer any questions they might have, and begin the 
contracting process.  


We understand Nevada provider billing patterns and structure provider compensation to 
reflect the local community. For example, we understand DHCFP’s guidelines around 
EPSDT services, coding, and reimbursement, including what services, such as hearing and 
dental screenings, are not payable separately. 


We are committed to adjudicating provider claims in 
a timely, accurate, and provider-friendly manner. 
Our practices are in accordance with the 
requirements of the RFP, including Section 4.10.5, 
Timely Payment of Claims. Amerigroup Nevada 
reimburses providers for medically necessary, 
covered services based on Nevada Medicaid rates, 
when available. We processed more than 1.6 million 


claims under our Nevada Medicaid contract since beginning our operations. September 2012 
quality results showed financial accuracy of 99.94 percent and payment accuracy of 99.21 
percent. On average, we pay our Nevada Medicaid and Check Up claims in 4.7 days. 


For additional information on claims and reimbursement, please see Section 5.1.11.6. 


F.  Do you anticipate offering any physician incentive plan(s)?  If so, provide a summary 
of the plan(s) you anticipate offering.  If you currently have a physician incentive 
plan, so indicate and provide a summary. 


See the Confidential Technical Volume for proprietary information. 
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G.  Do you currently have or intend to have sole source subcontracts for any of the 
benefits services?  If so, please identify the services and the sole source subcontracts 
you currently have or intend to have. 


Sole Source Subcontracts 
We do not have any sole source subcontracts that are exclusive to any particular providers and 
effectively freeze other providers as explained in Question 61 in Amendment 1 to the RFP. 
Amerigroup Nevada understands this is an ongoing requirement and we do not intend to have 
any sole source subcontracts in the future. Should we anticipate having any sole source 
subcontracts in the future, we will notify DHCFP of the service and sole source subcontract. 


H.  The National Provider Identifier (NPI) is the standard unique health identifier for 
health care providers.  Health plans must use the NPIs of any health care provider or 
subpart to identify the health care provider or subpart in standard transaction. 
Vendor(s) should acknowledge their understanding that NPI’s must be used. 


Using the National Provider Identifier (NPI) 
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


Amerigroup’s information systems and practices are fully compliant with National Provider 
Identifier (NPI) requirements. Our credentialing, single case agreement, and claims-
processing processes verify that the provider has a valid NPI. 


We worked closely with DHCFP in 2010 to ensure that providers, including atypical providers, 
were complying with NPI requirements and we are committed to continuing this practice and 
ensuring compliance.  
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Quality Assurance (§5.1.11.5) 
In Section 5.1.11.5, Amerigroup Nevada describes our approach to Quality Assurance. Our 
responses to the questions from RFP Section 5.1.11.A through C include our response to the 
Scope of Work requirements for RFP Sections 4.7 through 4.9. Section 5.1.11.5 is organized 
as follows:  


 Introduction 


 Section 5.1.11.5.A and Scope of Work Sections 4.8—Internal Quality Assurance 
Program (IQAP) and Standards 


 Section 5.1.11.5.B and Scope of Work Section 4.9 and 4.7—Quality Assessment and 
Performance Improvement Strategy 


 Section 5.1.11.5.C—HEDIS Measure Diversity of Medicaid membership Data 
Collection 


Amerigroup—Established Nevada Medicaid Quality 
Over the past four years, Amerigroup built and implemented 
our Nevada Quality Assurance Program to deliver quality 
care and services by establishing strong relationships with 
our providers and DHCFP. We successfully completed our 


initial audit by Health Services Advisory Group (HSAG); the State’s External Quality Review 
Organization (EQRO), with a 96 percent score and achieved NCQA Medicaid Accreditation as 
a New Health Plan. We are the only NCQA Medicaid-Accredited Health Plan in Nevada, and 
follow NCQA quality, utilization management, 
credentialing, and compliance standards for all 
NCQA components and domains. We achieved this 
distinction in 2011 with a 98.28 percent compliance 
score for New Health Plan accreditation.  


In September 2012, Amerigroup obtained NCQA re-accreditation for Disease Management 
(DM) with the status of Accredited with Performance Reporting. This distinction is awarded 
only to organizations that meet or exceed its standards for DM accreditation and report results 
for a specified number of DM Performance Measures. Our Performance Improvement 
Projects (PIPs) are well designed and have progressed well past baseline measurements. An 
MCO new to the State will need to start the process of developing relationships with the 
providers, members, and the State from the beginning, losing the gains we have achieved over 
the past four years.  
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Amerigroup Culture of Quality  
Amerigoup Nevada embraces quality assurance and improvement as a workplace culture, not 
simply as a separate function within the health plan. We identify and adopt Nevada’s local 
and community best practices and remain nimble in responding to changing market 
conditions. By continually directing our employees and resources toward achieving quality 
goals, we ultimately improve the quality of life for our members while delivering value to 
DHCFP.  


Every employee is a quality advocate, and in every functional area of the organization, quality 
is the number one priority. Our Amerigroup Nevada “Investing in Quality” Team, led by the 


CEO, includes input from every Nevada health plan employee in all 
operational areas. We address a broad spectrum of care and service 
concerns, including internal health plan education, outreach and 
incentives to members and providers, and educational services and 
materials.  


A.  Provide a description of your Internal Quality Assurance Plan and how you will 
comply with quality standards in Section 4.8 of this RFP.  


Amerigroup Nevada IQAP Description (§4.8) 


The following response addresses the Scope of Work requirements from Section 
4.8. We have added the subsection reference in parentheses in each related heading. 


We annually develop or update the IQAP descriptions for Quality Management, the Utilization 
Management Program, the IQAP Work Plan, and the IQAP Evaluation Report. They are four 
separate but integrated program documents to document program details and 
accomplishments. We capture relevant processes within appropriate individual policies and 
procedures, and we identify quality improvement initiatives annually and throughout the year. 
The IQAP Work Plan captures all of our improvement initiatives, interventions, and 
monitoring of IQAP activities. Periodically and annually, we evaluate and analyze the IQAP 
and UM Programs are to assess the effectiveness of process improvement changes and to 
identify additional opportunities. We capture these analyses in the IQAP annual evaluation 
report. 


 Performance Improvement Projects (PIPs) (§4.8.1.) 


Since 2009, we have worked closely with DHCFP and HSAG and have 
incorporated their recommendations into our Plan, Do, Study, Act/Assess (PDSA) and our 
Rapid Cycle Learning performance improvement plan (PIP) development and monitoring 
process (Figure 5.1.11.5-1). We use the PDSA process, also referred to as the Deming cycle, to 
identify and evaluate a possible clinical or non-clinical PIP opportunity. We derived our PIP 
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development and monitoring process from recommendations for planning and action 
published by CMS, HSAG, and from pioneering work in quality by Dr. W. Edwards Deming. 


Figure 5.1.11.5.-1. Our PDSA and HSAG PIP Process Hybrid Diagram 


 


To begin, the IQAP leader creates a multidepartmental team with representation from affected 
functional areas to participate in the project. The team develops an action plan to bring our 
performance up to the desired goal using the PDSA cycle. The process includes the following 
NCQA-recommended processes:  


 Developing a baseline measurement 


 Identifying barriers (using Ishikawa (fishbone) diagramming) 


 Building appropriate interventions to address those barriers 


 Gathering the resources needed to conduct interventions 


 Establishing specific targets/benchmarks and timeframes  


The corporate quality department supports our work by sharing best practices from the other 
affiliate. We more fully describe corporate quality support in Standard III: Accountability to 
the Governing Body (§4.8.7.1-5) in this section of our response. The team identifies the means 
for measuring the results of new/enhanced interventions. We report results of the data 
analysis monthly or quarterly. We present quarterly results to the Medical Advisory Committee 
(MAC) and the Quality Management Committee (QMC), and we refine interventions based on 
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actual results. We repeat the process until the desired results are achieved. The team then 
monitors results for sustained improvement.  


Rapid Cycle Learning  


To support our Continuous Quality Improvement (CQI) efforts, we use our Integrated 
Analytical Platform (IAP)—a tool that enables our experts to capture and evaluate data and 
monitor cost and utilization trends across our membership base in real time. The IAP provides 
a powerful assist to analyzing population variables such as age, disease, risk factors, and 
members with special needs. With this tool, Amerigroup can identify and address potentially 
negative quality indicators. This process allows us to select and implement PIPs that are most 
responsive to the changing needs of the health plan by producing interim analysis of provider 
performance data related to the key measures and interventions.  


Once we initiate a PIP, the design of the PIP is transformed into data collection processes that 
trigger the collection and tracking of interventions, incentive payments, encounters associated 
with the PIP, and other data points. These are analyzed in real time to provide our IQAP 
employees ongoing insight into the progress of the PIP, based on the initial interventions. If 
the progress is slower than anticipated within the timeline of the PDSA, then the Rapid Cycle 
Learning (RCL) process is employed to make mid-course corrections based on the data 
received. This RCL continues throughout the year as IQAP employees and other functional 
area representatives of the health plan obtain and use real-time data. 


Baseline Data Collection and Identification of PIP—(PLAN) (§4.8.1.1) 


Data analysis points us to potential quality concerns for further evaluation. We identify the 
appropriate quality indicator to measure and establish the baseline data collection timeframe. 
Once we identify a PIP, we perform a barrier analysis to determine root causes.  


Root Cause Analysis and Selection of Interventions—(DO) (§4.8.1.2) 


Our IQAP employees analyze that data quarterly to obtain insight into the quality of care 
delivered to members for a specific study parameter. We use the standard four-step root cause 
analysis process: data collection, causal factor charting, root cause (barrier) identification, 
and recommendation of actions, most often using Ishikawa diagramming. We implement the 
interventions as designed by the process which also address cultural differences in accessing 
care for the identified performance measure. 


Data Collection and Re-measurement—(STUDY) (§4.8.1.3) 


We compare subsequent data to the baseline data to determine if the interventions are correct. 
IQAP employees monitor all data results in comparison to the goals and benchmarks 
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established by DHCFP and the design of the PIP, whether State-mandated or internal, and 
identify areas exceeding or not meeting goals. 


Our IQAP employees analyze data related to a PIP quarterly to obtain ongoing insight into the 
interventions’ successes with the targeted members. We develop specific data collection 
processes that track interventions, incentive payments, encounters associated with the PIP, 
and other data points. IQAP employees evaluate race, ethnicity, language, and geographic 
sub-groups for specific community or cultural interventions to better reach them. In this way, 
we transform the design of the PIP based on ongoing data. 


Evaluation and Adjustment of Strategies—(ACT and ASSESS) (§4.8.1.4) 


When we exceed targeted performance, we share interventions with other Amerigroup health 
plans to promote organization-wide adoption of best practices. When data points do not meet 
goals, we conduct root cause analysis and discuss results at relevant workgroup meetings to 
identify barriers for members, providers, and the health plan. We implement new interventions 
and actions through the RCL process to address the identified barriers and then re-measure.  


Upon request, we will offer our findings for PIPs not mandated by the State to DCHFP in 
support of continued collaboration.  


 State-Mandated Performance Improvement Activities (§4.8.2.1-3) 


In 2011 and again in 2012, HSAG evaluated our Performance Improvement 
Projects. All three of our State-mandated PIPs received an overall “Met” validation status, 
which, HSAG reported, represented an area of strength for us and provided confidence in the 
technical aspects of the studies for HSAG and DHCFP. DHCFP identified three PIPs for 
Nevada Medicaid in 2012-2013 that we have implemented or are actively implementing: 
Childhood immunization Status-Combo 2, 3, and 10; Improving Diabetes Screening and 
Control; and Decreasing Avoidable Emergency 
Department (ED) Visits. We implemented Childhood 
Immunization Status-Combo 2, 3, and 10 and Decreasing 
Avoidable ED Visits for Nevada Check-up. The Lead 
Screening in Children PIP was validated in 2011 for both 
Medicaid and Nevada Check Up members and was 
retired in 2012 with ongoing monitoring of rates to 
demonstrated continued performance. 


The most recent HSAG Technical Report released in October 2012 gave Amerigroup an 
overall IQAP score of 95 percent. We scored over 90 percent compliance on 10 of the 13 
standards with our performance on six of those standards earning a 100 percent score. 
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The 2011 Amerigroup IQAP evaluation noted that our DHCFP-reported HEDIS rates 
improved in 11 out of 12 comparable rates. Eight out of 12 rates achieved 10 percent 
improvement to meet DHCFP goals. The HSAG Technical 2011 Report noted that 
“Amerigroup Nevada had a remarkable 15 out of 18 rates above the 50th percentile, including 
nine rates above the 90th percentile”, and we improved in all 22 comparable Medicaid rates 
over the previous period. As evidence of our continued performance with Nevada Check Up 
HEDIS rates, the 2012 HSAG report stated: “Amerigroup also had a remarkable 17 out of 19 


rates at or above the 50th percentile, including 11 rates at 
or above the 90th percentile. The October, 2012 report 
noted that 31 out of the 35 trended Medicaid HEDIS 
measures showed improvement since the baseline rates. A 
detailed analysis of our DHCFP mandated PIPs is 
presented in our response in Section 5.1.11.5.B—
(§4.9.2.3-4). 


In addition, in 2011, we conducted measurement of quality improvement activities according 
to NCQA HEDIS 2011 Technical Specifications in accordance with DHCFP Contract 
requirements for Medicaid MCOs. Both HSAG and Amerigroup, (through Attest Health Care 
Advisors a HEDIS auditor), audited our performance for receiving and integrating HEDIS 
data for reporting. We sumitted the HEDIS 2012 data to DHCFP, HSAG audited it, and 
DHCFP accepted it.  


We will continue to report annual HEDIS measures specified by DHCFP on a calendar-year 
basis, which may overlap Contract periods. We value the collaboratively relationship built with 
DHCFP and the EQRO contracted for the Nevada HSAG. Our goal is to continue to nurture 
and grow the relationships, and we welcome onsite validation visits as we did with the DHCFP 
2011-12 IQAP Audit and the HSAG annual submission.  


 Current Sources for the IQAP guidelines and the most current NCQA Standards 
and Guidelines (§4.8.3) 


Amerigroup Nevada holds NCQA Medicaid accreditation of New Health Plan effective from 
2011 through 2014, which attests to the effective use of NCQA Standards and Guidelines as 
part of our IQAP. In addition, we use recognized clinical practice guidelines of professional 
associations such as the American Heart Association, American College of Obstetricians and 
Gynecologist, and the Community Preventive Service Task Force recommendations. We use 
the Nevada Medicaid Services Manual, InterQual Criteria, and Aetna Clinical Policy 
Bulletins to guide our UM decisions ensuring quality provision of care.  


Our newest health plan in Kansas will begin operations in 2013 and already started the 
process to prepare for NCQA accreditation (Figure 5.1.11.5-2). 
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Figure 5.1.11.5-2. NCQA Accreditation Shows Amerigroup’s Commitment to Quality 


 
 


 
 Health Information System (§4.8.4) 


Amerigroup devotes significant corporate resources to ensure that system availability meets 
business needs. For many systems, such as our core operations system and 
telecommunications infrastructure, we maintain availability 24 hours a day, 7 days a week 
(24/7). We have positioned our management information system (MIS) and technology 
architecture to maintain the highest level of systems reliability and availability. We are 
committed to internal monthly systems availability of 98.5 percent and in 2011 performed at 
an average of 99.95 percent. 


A detailed HSAG review of our 2011 Performance Reports determined that we prepared our 
reports according to the HEDIS 2011 Technical Specifications for all of the audited measures. 
Audits of information system capabilities for accurate HEDIS reporting found that we were 
compliant with all standards assessed. A review by Catalyst, an NCQA-Certified software 
program, found us in compliance with IS 1.0-.0. The medical record vendor Inovalon 
conducts our medical record pursuit and data collection. 


We employ a health information system to collect, analyze, integrate, and report data in 
accordance with 42 CFR 438.242. We maintain data in standardized systems and databases in 
a confidential, accurate, timely, and comprehensive manner. We receive and process external 
data according to structured processes and timeframes. We verify internal and external data 
by rigorous quality checks for integrity. We make all collected data available to DHCPF and 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-174 
November 15, 2012 


CMS upon request. We use many IQAP data sources for analysis, tracking, and trending, 
including: 


 Enrollment, disenrollment, and member demographic information 


 Claims and encounter data, with an emphasis on over- and under-utilization 


 Utilization and case management (CM) authorizations, assessments, and notes 


 Medical record audit results with follow-up taken on recommended actions 


 Grievances and appeals summary with pattern analysis 


 Adverse incident results focused on critical incidents 


 Member satisfaction survey 


 PIP interim results to identify progress or a need to modify interventions 


Core Operations System (§4.8.4.1-3) 


Our core operations system is the system of record for all provider, member (including 
enrollment and eligibility), claims, and authorization data. We update this information 
through the user interface or through application-specific data loads such as enrollment files 
received from state partners. All other Amerigroup applications interface the core operations 
system map to its data structures to enable consistency in naming, formatting, and validation 
and drive data quality and reliability. 


Care Management System 


CareCompass is our clinical care management solution that integrates seamlessly with our 
core operations system. CareCompass gathers and organizes information from sources such 
as claims and authorizations, pharmacy data, and lab data to enable proactive identification 
and management of member health and to facilitate communications among all participants 
of the member’s care team. We describe our CareCompass system in more detail in this 
response under Standard XIV: Continuity of Care System (§4.8.18). 


Provider Data Verification (§4.8.4.2) 


Our core operations system is the system of record for our provider data, including 
demographic data, provider type, specialty codes, payment information, provider contract 
status, license number, credentialing information and status, affiliations, and PCP panel 
capacity. We use an integrated workflow and imaging application to support the provider 
intake and information management process and to ensure accuracy and completeness of the 
data.  
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The application stores our provider contracts and credentialing application, aiding compliance 
management by tracking the credentialing details. On a quarterly basis, employees pull a 
random selection of provider files to review the data entered into the database as a means of 
verifying the accuracy and timeliness of data entered for all provider and credentialing data 
elements. Additional information on the credentialing/re-credentialing process is found in this 
response under Standard IX: Credentialing and Re-credentialing (§4.8.13). 


Supplemental Applications  


Our MIS includes additional integrated applications that support the overall functionality of 
Medicaid and Medicare operations, including provider profiling, EPSDT, HEDIS, Member ID 
cards, PCP assignment, credentialing, imaging and workflow, and workforce management. 
Dashboards/business intelligence analytical reporting and other supplemental applications 
maximize functionality, efficiency, security, and data analytics. 


Data Warehouse 


Amerigroup’s data warehouse is an integrated repository fed directly from the core operations 
system to ensure data quality, control, and consistency (Figure 5.1.11.5-3). The data 
warehouse maximizes our capacity for data analytics and affords us the flexibility to produce 
targeted reporting to support our state customers, business processes, providers, and members. 
Additional information on our HEDIS data warehouse is provided under HEDIS MIS below. 
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Figure 5.1.11.5-3. Amerigroup’s HEDIS Data Warehouse Provides Validated Data Management 


 


HEDIS MIS  


Our HEDIS MIS system provides the structure to support the Amerigroup dedicated team of 
data experts. This team applies rigorous quality control tools to validate HEDIS, HEDIS-like, 
and health plan data used to measure outcomes for many quality activities. Managing all the 
data sources, formats, and elements required for HEDIS demands a comprehensive solution 
to capture and report data and information to support the process. Amerigroup’s solution 
exists in a HEDIS data warehouse that stores data from multiple sources beyond the 
information stored in our transaction processing systems.  


Amerigroup employs analytical professionals who support health plan performance 
improvement activities and our strategy to leverage clinical analysis, research, and 
development to drive quality improvements. Our biostatisticians and analysts provide expertise 
to our Quality team using multiple resources and programs for IQAP reporting.  
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Amerigroup’s team of 14 HEDIS dedicated employees provide extensive support to our 
Nevada health plan. These five analytical professionals/HEDIS project managers, three 
performance project staff, and six local health plan 
management and QI coordinators:  


 Mine, map, and extract data, and then report, 
review and analyze all HEDIS data to track 
performance and interpret trends; meet with 
our IQAP employees weekly to identify 
improvement opportunities  


 Synthesize data that links IQAP interventions 
such as member and provider outreach with 
data improvements and identify interventions 
that have the greatest impact at the plan level  


 Validate 100 percent of data, ensure accuracy 
and data efficiency, utilize knowledge of local 
providers, train personnel, and implement 
member and provider interventions 


Amerigroup’s information systems collect and 
integrate health information to support quality 
activities. We collect various kinds of data from internal/external data sources: claims; pre-
season medical record review; laboratory results; pharmacy; dental/vision vendor encounters; 
state historical file and FFS information; and Nevada State immunization information.  


We maintain data in standardized systems and databases in a confidential, accurate, timely, 
and comprehensive manner.  


To create our HEDIS warehouse, we divided all encounter data sources into three categories: 
claims, pharmacy, and laboratory results, following our HEDIS-certified software vendor’s 
(Inovalon) data category and layout. We map data into standard formats within the three 
categories of claims, pharmacy, and laboratory findings to capture a comprehensive clinical 
history of our members. A national auditor (Attest Inc) audits all data in this warehouse 
before being submitted to NCQA for HEDIS reporting.  


Amerigroup generates specific data mapping for Nevada for both HEDIS and HEDIS-like 
measures. Through our expertise with HEDIS data collection, we work with DHCFP to 
extrapolate data specific for Nevada into segregated data warehouse components. Data are 
loaded into Inovalon warehouses to produce final HEDIS rates.  
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Inovalon servers extract the information in our warehouse. Amerigroup uses current NCQA-
certified HEDIS software Inovalon Quality Spectrum Insight (QSI) and Quality Spectrum 
Hybrid Reporter (QSHR) to collect HEDIS measures and follows the NCQA current HEDIS 
specifications as validated by an externally certified, NCQA-approved auditor (most recently 
Attest Healthcare Advisors, LLC). 


Our HEDIS Data Management and Maintenance team oversees the HEDIS data processes to 
verify that our quality metrics accurately reflect our performance. 


 Amerigroup monitors and audits all vendor data sources; we also leverage and 
examine all readily available supplemental data sources (such as state immunization 
registries; historical Member databases; and year-round medical record review results) 
to ensure that we report the most accurate results. We also regularly assess the viability 
of seeking additional data resources such as local laboratory vendors who may not 
regularly submit data. 


 Meticulous data management protocols validate that our HEDIS reports reflect all 
potential encounters. Data mapping and extraction protocols undergo stringent quality 
testing prior to actual production and verify that our results reflect all appropriate 
provider specialties, state-specific coding practices and NCQA updates. Our team 
regularly assesses data integrity and searches for reporting anomalies that may skew 
HEDIS results, such as improper claims coding. 


 Benchmarking tools enable the team to identify potential data irregularities. Using 
internal benchmarks (such as previous annual results, state averages, or NCQA 
percentiles), the team continually searches for data reporting errors that may distort 
HEDIS results. 


 Our processes fully support data disaggregation to evaluate health disparities and the 
quarterly files detailing gaps in care by member are exported to the member outreach 
portal for ongoing Member outreach.  


For example, we performed a deeper look into the data on well child visits and uncovered a 
significant difference in the results between the Reno and Las Vegas areas. Our IQAP team 
used the information to tailor interventions to increase well child visits in each area.  


 Standard I: Written IQAP Description (§4.8.5) 


Our locally based IQAP, includes oversight of our Utilization Management (UM) 
and Case Management (CM) Programs. Our Nevada IQAP is mature and continuously 
addresses issues related to quality, utilization, case, and disease management; customer 
service; and provider credentialing/re-credentialing. Since 2009, we have achieved significant 
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gains in quality improvement such as improved lead screening in children and our DHCFP 
partnership for Diabetes Self-Management, which eliminates the delays and costs associated 
with a new start-up.  


Our NQCA Accredited Disease Management 
Program, along with our Case Management and 
Health Promotion Programs, are integrated into our 
IQAP processes to facilitate the delivery of the most 
appropriate, medically necessary care to members in 
the most cost-effective, least-restrictive setting. Our 
programs are flexible and easily adapted to the needs 
of diverse populations, whether those needs involve 
attention to co-morbid conditions or 
cultural/linguistic preferences. In addition, they 
span a broad clinical spectrum including preventive 
and primary care, behavioral health treatment 
(mental health and substance use disorder), 
Children with Special Health Care Needs, 
medication management, vision, and dental services. Our IQAP systems and techniques 
improve our efficiency and our providers while promoting improved health outcomes and well-
being for our members. 


Amerigroup’s IQAP has three written NCQA-compliant documents to guide our quality 
improvement efforts: IQAP Description, Work Plan, and Program Evaluation. 


Goals and Objectives (§4.8.5.1-2) 


A Nevada-specific IQAP Description details our program structure and governance, resources 
allocated to IQAP activities, goals and objectives, scope, and specific strategies to achieve 
desired outcomes in the performance measures. We clearly define the scope of the IQAP. The 
program description includes narrative on the Nevada quality committees’ composition and 
activities that are described in Section 4.8.7 and 4.8.8, along with resources allocated to 
quality management.  


The following are our IQAP Goals and Objectives for 2012 that we also detail within the 
IQAP Description:  


 Develop and maintain IQAP resources, structure and processes that support the 
organization’s commitment to quality healthcare for members 
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 Collaborate with State, federal and regulatory agencies in the administration and 
coordination of care and services, development of policy and procedures and oversight 
process 


 Develop effective methods for measuring outcomes of care and services provided to 
members and intervene to achieve continuous measureable improvements using a CQI 
approach 


 Coordinate, monitor, and report IQAP activities to include progress with quality 
improvement goals 


 Ensure effective coordination/communication of IQAP activities with all appropriate 
functional areas 


 Provide oversight of all activities to ensure compliance with all State, federal and 
accrediting organizations 


Scope of Our Nevada IQAP (§4.8.5.3)  


Amerigroup’s IQAP encompasses the full spectrum of physical and behavioral health services 
provided to our members including monitoring and driving quality improvement processes 
that support their health and well-being.  


The scope of the IQAP encompasses clinical and administrative services provided to external 
and internal customers. External and internal customers include not only our members and 
providers but also Amerigroup employees, DHCFP, HSAG, and other associated State and 
federal government entities. Internal customers include our customer service organization, 
utilization management, disease management, health promotions, provider relations/network 
management, credentialing, and quality improvement functions.  


The IQAP integrates all functional areas in the decisions that affect the quality and safety of 
care and services provided to our members. The program reviews the entire scope of care for 
all demographic groups, races, ethnicities, special needs populations, care settings, and types 
of services. Our Nevada IQAP has the organizational infrastructure to provide effective 
monitoring, reporting, and analysis and to act on opportunities to improve clinical care and 
services. We collaborate with DHCFP, HSAG, and other associated State and federal 
government entities to coordinate and collaborate across all systems of care on behalf of our 
members, our providers, and the State.  


Specific Activities (§4.8.5.4) 


A key component of quality operations and an integral component of our IQAP description is 
the annual IQAP Work Plan, which is our road map for the upcoming year. It includes a 
detailed outline of activities for monitoring, analysis, and reporting to the Amerigroup 
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governing bodies throughout the year. The Work Plan includes reporting of the Nevada 
measurements, organizational quality of care, provider reviews, and service projects.  


The Work Plan is the tool that guides us in systematically monitoring, evaluating, and taking 
effective action to identify and address all program improvements and measure our success in 
achieving targeted improvement goals. Amerigroup identifies opportunities for improvement 
or expansion of our current quality improvement initiatives by assessing our performance 
across key quality metrics. Our Work Plan is consistent with the DHCFP Quality Assessment 
and Performance Improvement Strategy (QAPIS) for each year and is further discussed below 
in Standard II: Systematic Process of Quality Assessment and Improvement (§4.8.6).  


Continuous Activity (§4.8.5.5-6) 


Our integrated IQAP encompasses the spectrum of physical and behavioral health, pharmacy 
services, and dental services that our members receive. Our monitoring and quality 
improvement processes support member health and independence. The IQAP integrates all 
functional areas in the decisions that affect the quality and safety of care and services we 
provide to our members. Our services span all demographic groups, races, ethnicities, care 
settings, types of services, and populations with language and other specialized needs. 


Our IQAP focuses the entire health plan through our culture of quality and our “Investing in 
Quality” Team efforts on achieving sustainable improvements in the quality and coordination 


of care for all of our members. Our program reflects the 
demographic and epidemiological needs of our Medicaid members 
and incorporates key strategies outlined by DHCFP. Quality 
improvement is a dynamic process that extends well beyond our 
formal IQAP written plan and includes the following methodologies 


to expand quality services’ impact across all functional areas while focusing on those activities 
that drive improved quality: 


 Member-Centric Focus. Supporting member decision-making and providing members 
with coordinated services and supports needed for self-management of their health 
conditions and independent living. We offer targeted wellness, outreach, and incentive 
programs to support members taking charge of their health. 


 Provider Review and Collaboration (§4.8.5.7). Collaborating with network providers to 
achieve our quality goals through outreach, education, cultural competency training, 
our physician incentive program (Provider Quality Incentive Program (PQIP), Patient 
Centered Medical Homes (PCMH) support, provider satisfaction surveys, and through 
representation on the Medical Advisory Committee (MAC) and Credentialing 
Committee.  
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 Customer Satisfaction. Measuring member and provider satisfaction and taking action 
to maximize performance through Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®)survey and provider surveys. 


 Patient Safety. Promoting the safety of healthcare services delivered to members. 


 Accreditation Recognition. Validating performance through external accreditation 
such as NCQA New Health Plan Recognition and Disease Management.  


 Outcomes Management. Authenticating our achievements through standardized 
quality activities and measures such as HEDIS, PIPs, and DHCFP-specific 
performance measures. 


 Culture of Quality. Fostering a workplace culture that is grounded in quality through 
training and alignment of employee objectives with quality goals examples include our 
quality online training and our total and continuous quality improvement approach. 


 Clinical Research and Development. Leveraging credible clinical data, both internal 
and external, to inform quality initiatives. 


 Network Excellence. Facilitating access to a superior provider network through a 
rigorous credentialing and auditing process. 


Focus on Health Outcomes (§4.8.5.8) 


We maintain the quality resources, technology infrastructure, and expertise needed to meet the 
State’s QAPIS goals for integrated and coordinated care and to improve health outcomes and 
quality of life for all Medicaid members.  


Each year, we perform an extensive IQAP evaluation to analyze our processes and outcomes. 
Our QMC and other specific quality committees review this, along with all quality guiding 
documents and ongoing analyses. These monitoring strategies drive improvements to our 
quality processes. The IQAP evaluation is discussed in further detail in Evaluation of 
Continuity and Effectiveness of the IQAP (§4.8.6.8) below. 


 Standard II: Systematic Process of Quality Assessment and Improvement (§4.8.6)  


We document our systematic process of quality assessment and improvement in 
our IQAP. As an integral component of the IQAP, the IQAP Work Plan lists each activity 
planned, the objectives for each activity, the actions to be taken, target action dates, 
responsible parties, status of the activity, and the outcomes. The Work Plan provides an 
objective and systematic means to monitor and evaluate the quality and appropriateness of 
care and service provided to our members through care studies, surveys, PIPs, and other 
related activities.  
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The Work Plan includes the specification of clinical or health services delivery areas that we 
plan to monitor. For our Medicaid and Nevada Check Up members, the Work Plan documents 
the care and services in certain priority areas of concern selected by DHCFP. Our Work Plan 
is the basis for our establishment of PIPs in accordance with 42 CFR Section 438.358(b). We 
collaborate on the design and implementation of at least three mandated PIPs during each 
State fiscal year. During the design, review, and approval process for new PIPs, we work with 
DHCFP to establish timeframes for each PIP. Our systematic PIP development, 
implementation, and evaluation processes are outlined previously in PIPs (§4.8.1) and are 
detailed in the response to Section 5.1.11.5.B. 


Our Work Plan documents the quality indicators to be used in our studies and related 
activities as well as the clinical care standards and practice guidelines specified for each area 
of concern being monitored. We include standards and guidelines that are based on 
reasonable scientific evidence and which our providers have developed or reviewed. We focus 
our standards on the process and outcomes of healthcare delivery, preventive services, and 
access to care. We tailor the standards to meet the varied member population that we serve and 
we publish them for use by our network of providers. Each year, our QMC reviews the 
standards and updates them, as appropriate.  


Multidisciplinary teams perform the activities and analyze the results. Our teams include 
qualified clinicians who evaluate the quality of care and services through the individual case 
review and through studies that analyze patterns of clinical care and related services. Each 
year, our QMC approves the IQAP Work Plan. The Director of IQAP prepares and distributes 
a written report (the evaluation) to Amerigroup QIC and the Nevada Board of Directors and 
then to DHCFP.  


The evaluation allows us to determine if the scope of the IQAP Work Plan or the content 
needs to be modified in any way. The IQAP report provides an overall evaluation of the 
effectiveness of the IQAP. The report provides a complete picture of the studies conducted and 
the trends of clinical and service indicators; documents improvements in quality; and presents 
areas of deficiency and the recommendations for corrective actions.  


Monitoring and Evaluation of Care (§4.8.6.1) 


We use a CQI process described in Performance Improvement Projects (PIPs) (§4.8.1.). Using 
data from IAP and our HEDIS datamart paired with clinical and service observations from 
our experienced staff, we identify potential areas of concern. These tools provide the IQAP 
team with data sorted on multiple variables such as age, disease or diagnosis, risk factors, and 
special needs of members. We use the performance improvement process flow described 
previously, drilling down with the Ishikawa method for defining barriers and employing data 
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analysis to further refine the opportunities for improvement. Once identified, we apply the 
PDSA methodology, which corresponds to the following NCQA protocols:  


 Develop a baseline measurement 


 Identify barriers and root cause (Ishikawa diagramming) 


 Build appropriate interventions to address those barriers 


 Gather the resources needed to conduct interventions 


 Establish specific targets, benchmarks, and timeframes 


The team then monitors results for sustained improvement. If progress is slower than 
anticipated within the timeline of the PDSA cycle, we employ the Rapid Cycle Learning (RCL) 
process to make mid-course corrections.  


The result of this analysis drives the development of the IQAP Work Plan and the IQAP 
activities for the year. Our 2012 Work Plan focuses on the following: 


 Improving HEDIS rates and satisfaction with member care and services 


 Monitoring provider access and availability  


 Assessing continuity of care for physical and behavioral care delivery 


 Addressing member safety issues to include hospital re-admission rates and pharmacy 
measures such as drug/drug interaction, duplicate therapy treatment, and 
polypharmacy/polyphysician use 


 Managing utilization for over- and under-utilization and appeal rates 


As an example, our pharmacy vendor noticed an increase in new stimulant prescriptions for 
members with an attention deficit hyperactivity disorder (ADHD) diagnosis. We immediately 
implemented outreach and education of recommended follow-up visits to those members 
enrolled in Case Management. With MAC and QMC approval, we expanded the activity to all 
members with new prescriptions for ADHD and added provider notification. We currently 
receive a weekly report of new prescriptions and feed the information into the automated call 
system to continue member education of recommended 
follow-up visits within 30 days of the start of 
medication. As a result, the number of follow-up visits 
for children with newly prescribed ADHD medication 
has remained above the HEDIS 75th percentile with a 
2011 measurement year rate of 45.09 percent. As the 
measurement is time sensitive, we continue weekly 
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interventions and monitor results monthly to ensure continued improvement. 


Quality Care and Services Focus and Use of Indicators (§4.8.6.2-3)  


We currently participate with DHCFP in monitoring each of the clinical areas of concern and 
areas of health service delivery through the submission of HEDIS measures and PIPs. We will 
continue working collaboratively with DHCFP and with the contracted external quality review 
organization, HSAG, to monitor the continuing improvement in care and services delivered to 
Medicaid members. In the 2010-2011 EQRO Technical Report from HSAG, all three 
Amerigroup PIPs, Steps I through VI, received an overall score of 100 percent, critical 
element score of 100 percent, and “Met” validation status.  


The reviewers stated that this finding represented an area of strength for Amerigroup and 
demonstrated confidence in the technical aspects of the PIP studies.  


We follow the same approach described in Performance Improvement Projects (§4.8.1) for the 
identification, development, and monitoring on all quality activities whether or not mandated 
by the State. Through the use of the IAP and HEDIS data mart, we analyze our data to 
identify patterns of over- and under-utilization for both members and providers as measured 
against norms defined to account for regional and local practice variations. A detailed 
analysis of PIPs and other DHCFP measures is found in Section 5.1.11.5.B.  


Use of Clinical Care Standards/Practice Guidelines (§4.8.6.4)  


Amerigroup adopts, disseminates, and uses clinical practice guidelines (CPG) for acute and 
chronic medical and behavioral health conditions. Through a collaborative review process, we 
involve board-certified providers from appropriate specialties in the development and approval 
of the guidelines at both our national and local health-plan level. Our CPGs are evidenced-
based and known to be effective in improving health outcomes. Scientific evidence or, in the 
absence of scientific evidence, by professional standards or expert opinion determine the 
effectiveness of guidelines. Our CPGs address all areas of care provided to Medicaid and 
Nevada Check Up members including medical, behavioral, and preventive services for all ages 
and demographics. They cover the process of care delivery, anticipated outcomes against local 
and national benchmarks, and access to needed care and services. 


The development and update process includes review of government research sources, clinical 
or technical literature, and involvement of board-certified providers from appropriate 
specialties or professional standards.  


We reference the following recognized sources of evidenced-based guidelines:  
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 National organizations such as the Centers for Disease Control (CDC) and National 
Institutes of Health (NIH)  


 Professional medical specialty organizations such as the American Academy of 
Pediatrics (AAP), American Lung Association, U.S. Preventive Services Task Force 
(USPTF), American College of Obstetricians and Gynecologists (ACOG), American 
Academy of Family Practice (AAFP) 


 Voluntary health organizations such as the American Diabetes Association (ADA) and 
American Cancer Society (ACS)  


 Behavioral health organizations such as the American Psychiatric Association (APA) 
and American Academy of Child and Adolescent Psychiatry (AACAP) 


 Other sources that may be referenced in developing or updating behavioral health 
guidelines include organizations such as the Substance and Mental Health Services 
Administration (SAMSHA) and National Institute of Mental Health (NIMH).  


 Whenever additional information from the behavioral health discipline may be 
referenced for optimal guidelines for medical diagnosis, we integrate both 
specialties in the review processes. 


CPG Review/Revision/Dissemination Processes  


Amerigroup updates guidelines at least every two years or sooner if new information is 
identified or an update is required. We conduct a literature search to determine if changes are 
needed to keep the CPGs current. We review the updated guidelines following a similar 
collaborative local and national review process. The appropriate specialty provider reviews the 
guideline and makes evidenced-based recommendations for change prior to adoption and 
dissemination. 


We adopt and disseminate CPGs through the QMC and MAC. The CPGs are made available 
within the case management documentation system for reference by health plan employees 
including Case Managers and our Medical Director. A full discussion of our CPGs is 
documented in the provider manual that includes our network providers’ use of CPG’s for 
each population we serve. Within 60 days of adoption, Provider Communications notifies 
providers that the new or updated CPGs are available on the provider website. Amerigroup 
updates our website annually or more frequently as needed to reduce unnecessary variation in 
care and help both members and providers in decision-making. We also communicate specific 
guideline elements and areas of focus through broadcast faxes and special mailings. All 
electronic transmissions to providers and our website incorporate CPG links to resources 
when possible. CPGs also are available to members, upon request. 
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The CPGs, once adopted or revised, acts as benchmarks for monitoring utilization and 
performance improvements and become a measurement or goal within our IQAP Work Plan, 
PIPs, and IQAP activities. 


Analysis of Clinical Care and Related Services (§4.8.6.5)  


The Amerigroup Quality Team described previously under HEDIS MIS also provides the 
skills and knowledge to analyze clinical care and services outside the HEDIS realm. Our five 
analytical professionals/HEDIS project managers, three performance project staff, and six 
local health plan management and QI coordinators identify and analyze patterns and trends in 
care delivery and review findings weekly.  


From these joint sessions, we compare findings against clinical guidelines and standards to 
determine the most effective interventions for implementation. One aspect of every analysis is 
the distribution of findings across age, gender, race and ethnicity which is described more 
fully in the Cultural Competency (§4.9.2.2) discussion in Section 5.1.11.5.B. We will continue 
to work collaboratively with DHCFP and offer to share results of our analyses, in addition to 
our State mandated results.  


Through an internal performance analysis on our HEDIS scores and as the result of the 
HSAG audit, we identified a number of opportunities where our experience and creative 
problem solving could improve the care and services delivered to Nevada. The best practice 
solution was the development of a cross-functional work group within the Nevada health plan. 
These individuals are not only experienced with clinical and non-clinical care and service 
delivery; they are also familiar with issues unique to the Nevada population including 
geographic, ethnic, social, and economic circumstances. 
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Our Amerigroup “Investing in Quality” Team, led by the CEO, 
includes every Nevada health plan employee who touches the 
member since all provide a unique perspective to identifying and 
addressing concerns.  


In 2011 we standardized, refined, and carried forward in 2012 member and provider outreach 
interventions. These interventions are as follows: 


  Member interventions included  


 Telephone calls 


 Outreach calls for education, case management, and appointments 


 Mailings, reminders, and newsletters 


 Health fairs, sponsored and co-sponsored with other organizations 


 Distribution of AmeriTips 


 Addition of bilingual quality employees 


 Implementation of a comprehensive Hispanic outreach and education program 
through our Promotoras employees 


 Provider interventions included 


 Distribution of Amerigroup newsletters, fax blast, CPGs, and overdue service 
reminders 


 Provider profiling with identified care opportunities and data sharing reports 


 Office audits, and medical record reviews with provider feedback and education  


 Expansion of PQIP and PCMH designations to qualified providers 


Dental and Vision partners also participate in member and provider outreach efforts.  


When we identify a member using multiple pharmacies through our drug utilization 
reports and with medical director approval, we limit access to a single pharmacy of the 
member’s choice, called the Pharmacy Lock In program. We work with the pharmacist to 
evaluate the member’s entire drug utilization and monitor for overuse (poly-pharmacy) 
similar prescriptions from different physicians (poly–physician) and drug interactions.  


Monthly and quarterly interim reports are used to monitor improvements made by our 
interventions. Our evaluation showed continued improvement, and these interventions will 
be carried forward. 
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Implementation and Assessment of Effectiveness of Corrective Actions (§4.8.6.6-7)  


Within our CQI methodology, we refer to corrective actions broadly, including a corrective 
action plan initiated with a provider issue, a PIP to overcome an identified gap in quality care 
and services delivery, or a plan of correction (POC) directed by the State. The Quality 
Management team follows DHCFP-approved policies and procedures for making a corrective 
action determination and for implementing an action plan as appropriate. Our policies and 
procedures, which we update and submit to DHCFP annually, include:  


 Determination of when corrective action is appropriate 


 Specification of who is responsible for making the final determination regarding 
quality problems 


 Identification of actions to be taken 


 Outline of the schedule and accountability for implementing corrective actions 


 Method for modification of the corrective action if 
improvements are not observed 


 Procedures for terminating affiliation with a 
provider, if necessary 


As an example, DHCFP mandates disenrollment rules. 
We recognized that the underlying cause for members 
facing disenrollment was generally a correctable 
situation. As a result, we developed a disenrollment policy 
and procedure that directs employees to explore the 
underlying cause and implement a corrective action to 
ensure that members continue to receive care and 
services. Our Real Solution is illustrated in the story of 
the child needing dental sedation. 


Once our IQAP implements a POC, the QMC monitors 
and evaluates the improvements. The QMC continues to 
monitor study results and individual cases are reviewed 
periodically to ensure that improvements have been 
effective.  


State-Mandated Plan of Corrective Action (§4.8.6.6) 


During our tenure in Nevada, we have had only one instance when a POC was requested; we 
followed the processes that we have in place to respond. To address the situation in which the 
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dental vendor that Amerigroup inherited from the previous MCO was under-performing, we 
invited DHCFP to collaborate with us and the dental vendor to identify steps for correction. 
Our POC addressed six areas of concern and included 17 different actions covering dental 
vendor employee education and process changes and Amerigroup-generated member and 
provider informational materials. 


We continued to monitor the dental vendor’s 
performance. When it became apparent that the situation 
was not significantly improved and the vendor 
relationship was seriously damaged, we focused on 
terminating the vendor’s contract, and selected and 
engaged a new dental vendor. 


As an example, monitoring and assessment of the dental visit rate improvement for the Nevada 
Check Up population from 2009 to 2011, showed a 23.26 percent improvement from 58.7 
percent to 72.39 percent in two years. The issues with the dental vendor mentioned above 
contributed to low quality metrics, and the subsequent change to a different vendor showed the 
effectiveness of the corrective action taken.  


As a result, our 2012 Medicaid dental visit rate continues 
to improve to 53.2 percent, which exceeds the 50th 
percentile while our Nevada Check Up rate for 2012 
exceeds the NCQA 90th percentile. Over three years, our 
Medicaid results improved by 16.48 percent.  


Provider Corrective Action 


Amerigroup Nevada also has a structured process for requiring corrective action from 
providers where care or service does not meet quality standards for access, availability, 
member satisfaction, medical records, and over- or under-utilization. As part of the 
credentialing and re-credentialing process, we evaluate each of these elements and report as 
part of the annual IQAP evaluation. In 2011, we had no providers in corrective action.  


Evaluation of Continuity and Effectiveness of the IQAP (§4.8.6.8)  


Amerigroup conducts an annual IQAP evaluation, which is a formal assessment of the IQAP 
Work Plan. This evaluation is a comprehensive review of all functional activities and 
programs conducted throughout the year, and it occurs during the first quarter of the 
subsequent year. We use baseline data from our MCO experience and service delivery that 
allows us to build on the understanding of the population needs. Activities for subsequent 
years directly respond to known issues within the Nevada population served by the MCO. The 
Work Plan for the initial year of the new Contract will reflect a full scope of quality metrics 
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such as those specific to our chronic Case Management, HEDIS, preventive care measures, 
member outreach, and behavioral health programming. For all measures, we evaluate results 
as they compare to local and national benchmarks, including considerations for the 
population being served.  


 Standard III: Accountability to the Governing Body (§4.8.7.1-5) 


Amerigroup Nevada’s Board of Directors retains responsibility for overall health 
plan governance and in 2011 delegated oversight of the IQAP to the QMC. The QMC is co-
chaired by the health plan CEO and the Medical Director. The CEO is charged with reporting 
IQAP successes and significant IQAP issues from QMC activities to the Board of Directors at 
each meeting. The Board develops and submits recommendations for action to the QMC for 
implementation. The Board of Directors reviews the IQAP Description, Work Plan, and 
Evaluation annually.  


Amerigroup Nevada IQAP activities are also reported through the corporate structure to the 
corporate Quality Improvement Council (QIC) and the corporate Board of Directors. Their 
roles are to oversee all affiliate IQAP activities, monitor progress towards meeting corporate 
goals and benchmarks, and provide corporate guidance with shared best practices. The 
corporate IQAP structure includes the Vendor Selection and Oversight Committee, the 
Medical Policy Committee and the Pharmacy and Therapeutics Committee. 


The structure of the IQAP’s Governing Body is described as part of the QA Committee 
discussion below in Standard IV Active QA Committee (§4.8.8) 


 Standard IV: Active QA Committee (§4.8.8.1-5) 


Figure 5.1.11.5-4 illustrates the quality committee structure for both Amerigroup 
Nevada and for Amerigroup corporate quality management which we discuss in the following 
response. 
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Figure 5.1.11.5-4. Amerigroup Nevada Quality Structure and Composition  
 


 


The Amerigroup Nevada Board of Directors is the governing body of the Nevada IQAP. The 
Board delegates the QMC to oversee IQAP activities. The QMC is accountable to the Board 
through the CEO. The QMC annually approves the IQAP Work Plan, IQAP evaluation. Every 
Board agenda includes a routine quality reporting item. 


Amerigroup Nevada’s QMC develops, implements, and oversees the IQAP consistent with our 
approach of assuring local accountability and consideration of regional practices. The QMC 
is co-chaired by the CEO and Medical Director and includes leaders of Quality Management, 
Medical Management, Provider Relations, Marketing and Health Promotion, Operations, and 
Compliance. The QMC is a dynamic force in overseeing the health plan’s quality performance 
for both clinical and non-clinical functions. 


The Nevada QMC reviews and approves the activities of the QM Program, Work Plan, and 
Program Evaluation. The review and approval includes clinical and non-clinical issues 
related to regulatory compliance, fraud and abuse, over- and under-utilization, disease 
management, Case Management, PIPs, HEDIS, complaints and grievances, and outcomes of 
audits. The IQAP Director reports all quality activities to the QMC for assessment, 
development, implementation, and monitoring. The committee reviews activities, provides 
feedback and recommendations, and follows up on outstanding items from previous meetings.  
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The following health plan committees report to the QMC, and we maintain meeting minutes 
reflecting decisions, recommendations, and follow-up actions: 


 Nevada MAC, which consists of local providers who review new medical technologies 
and requests for change to corporate-approved clinical practice guidelines based on the 
local demographic and epidemiologic needs of our members. The MAC uses ongoing 
peer review to assess levels of care and quality of care provided and monitors practice 
patterns and drug utilization to identify appropriateness of care and improvement/risk 
prevention activities, including review of clinical study design and results as well as 
development and approval of action plans/recommendations regarding quality 
improvement studies. Our Medical Director chairs the MAC ,which meets a minimum 
of six times each year. 


 Our Nevada Credentialing Committee consists of participating providers within our 
network and oversees credentialing and re-credentialing. The Credentialing Committee 
approved or denies participation, oversees credentialing relationships, and reports to 
the MAC. The Medical Director chairs the Credentialing Committee, which meets six 
times each year. 


 The Nevada Member Health Education Advisory Committee (HEAC) provides 
guidance to the plan about member needs and values, including education, cultural 
and outreach activities, grievance resolution, and member materials. HEAC is 
responsible for ensure plan materials meet cultural competency requirements and are 
understandable to the member. Our Health Promotion Leader chairs the Committee 
which includes member outreach employees and the QM Leader as well as members, 
advocates from the community, health community educators, and participating 
providers. This committee acts as the voice of the member.  


The Amerigroup Nevada QM Committee structure receives support from the corporate quality 
committee structure including the QIC for QM goals, benchmarks, and best practices; the 
Vender Selection and Oversight Committee (VSOC) for corporate-wide vender management; 
the Medical Policy Committee (MPC) for clinical practice guidelines; and the Pharmacy and 
Therapeutics Committee (P&T) for medication management guidance and criteria.  


Please see Standard VII: Provider Participation in IQAP (§4.8.11) for additional details. 


 Standard V: IQAP Supervision (§4.8.9) 


In October 2011, the Amerigroup Nevada Board of Directors delegated quality 
improvement oversight to the plan QMC. The Board action stipulates that our health plan 
CEO is the designated senior executive who is responsible for IQAP implementation. The 
CEO participates on the QMC and reports quality issues to the Board as needed.  







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-194 
November 15, 2012 


 Standard VI: Adequate Resources (§4.8.10.1-3) 


Our IQAP resources consist of the talented people we hire, the efficient processes 
we employ, and the versatile and evidence-based tools we use to manage quality of care and 
services delivered to Medicaid and Nevada Check Up Members. Amerigroup’s IQAP has 
significant material resources and sufficient staff with the experience, education and training 
necessary to oversee, implement, manage, and evaluate all RFP specified quality tasks. Our 
IQAP staff and integrated material resources are integral to our successful quality 
performance and activities. 


Our Nevada Quality Team 


Our current staffing model provides exceptional service to our Nevada members. It also 
ensures that DHCFP has local and accountable IQAP leadership who ensure quality of care 
for our members and continue our collegial relationships. We recently doubled the size of our 
IQAP team, adding two bilingual employees. We will capitalize on our existing experience to 
ensure that the program has sufficient employees who have the correct skill sets, 
qualifications, cultural competency, and experience to support continued performance 
improvement (see Figure 5.1.11.5-5).  


Figure 5.1.11.5-5. Quality Program Staff Organization Chart 
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Employees within our IQAP have knowledge and expertise in the concepts and processes of 
quality improvement and facilitate quality across all organizational departments. As part of 
their responsibilities, employees monitor and oversee activities to meet established timeframes 
of the IQAP Work Plan; conduct outreach to meet and exceed the goals of the PIPs; facilitate 
the review of reports related to HEDIS, grievances, and appeals; assess effectiveness of 
member outreach; and identify barriers to meeting goals and pursuing new opportunities. 
Throughout the year, our IQAP employees collect and submit required data and monitor and 
participate in the process to improve quality outcomes for Nevada Medicaid. 


Our local employees receive support and mentoring from experienced corporate staff. A total 
of 350 quality employees across the Company, five analytical professionals/HEDIS project 
managers, and three performance project staff, are available to support Nevada plan 
operations and maintain accountability for the administration of the Nevada program. Our six 
dedicated local employees interface with both our corporate support functions and with the 
DHCFP to provide a seamless quality system. Our IQAP team includes the following Las 
Vegas-based IQAP personnel who have demonstrated expertise in quality assessment and 
continuous improvement. 


 Eric Lloyd is the CEO and has 20 years of experience in managed care. He is 
experienced working in business development with nationwide health plan and 
employer partners, disease management client relationships; leading departmental 
design and performance; and developing strategic partnerships. He has four years of 
experience with Medicaid leading cross functional operational aspects of the health 
plan beginning with the operational launch of Medicaid and Nevada Check Up 
Contract for Nevada. Mr. Lloyd holds a master’s degree in health administration from 
Loma Linda University. He plays a leadership role within the community and: 


 Participates on the Silver State Health Insurance Exchange (SSHIX) Finance and 
Sustainability Advisory Committee 


 Sits on the board of directors of the Nevada Health Information Exchange 


 Participates as a member of HealthInsight’s Nevada Partnership for Value-driven 
Healthcare Steering Committee 


 Is on the board of directors for After School All Stars Las Vegas 


 Sits on the board of the United Way of Southern Nevada and co-chairs their Access 
to Healthcare committee 


 Richard Roberts, MD, MSHA, CPE, is the Medical Director and has 30 years’ 
experience in managed care, working with providers, and insurers, in Medicaid, 
Medicare, commercial, for-profit, and not-for-profit organizations. He has four years 
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of experience with Medicaid and Nevada Check Up managed care programs and is 
licensed in Nevada, California, Arizona, and Arkansas. Dr. Roberts holds a bachelor’s 
degree from Loyola University Chicago, a doctorate of medicine from University of 
Illinois College of Medicine, and a master’s degree in healthcare administration from 
University of Arkansas. He is a member of the Nevada Association of Managed Care 
Physicians and a sits on the Plan Certification and Management Advisory Committee 
of the SSHIX. 


 Karen Gardiner, RN, is Vice President Health Care Management Services (HCMS) 
and has 13 years of managed care experience on the payer side for commercial, 
Medicare, and Medicaid products. She has 18 years of hospital experience and seven 
years of managed care experience with the Independent Physician Association/Medical 
Group and Physician Health Organizations. She holds a bachelor’s degree in nursing 
from Oklahoma Baptist University and is licensed as a registered nurse in Nevada. Ms. 
Gardiner is a Certified Professional Coder with experienced in both Utilization Review 
Accreditation Commission (URAC) and NCQA accreditation preparation and 
execution. Her management experience includes utilization, quality, credentialing, 
case management, and health plan operations. 


 Candice Speers, RN MPA, is the Director, Quality Management and has 20 years in 
clinical leadership and management with 10 years of current managed care experience 
in quality management, quality improvement, and utilization management. She holds 
bachelor’s degree in nursing science and a masters of public administration on health 
administration. Ms. Speers is licensed as a registered nurse in Nevada and has 
experience with URAC and NCQA accreditation processes and HEDIS reporting. Her 
experience includes work with commercial, and Medicare HMOs. 


 Dena Sargent, RN, is a Quality Management Coordinator and has seven years in 
quality management with five years UM experience. She holds an associate’s degree in 
nursing, a bachelor’s degree in computer information systems, and is licensed as a 
registered nurse in Nevada. Ms. Sargent has seven years’ experience with HEDIS data 
collection and analysis and NCQA accreditation preparation. 


 Michelle Sadler, RN, is a Quality Management Coordinator and has 12 years’ 
experience conducting HEDIS projects, two years managing a vendor (MedAssurant 
[now Inovolan]), and 10 years performing medical record abstraction and focus 
reviews at provider office. She performed provider education during onsite review and 
as needed focusing on increasing HEDIS outcomes and rates. Ms. Sadler participates 
on two Community-based Organizations (CBOs) statewide: the Diabetic and Obesity 
Coalition and the Maternal Child and Health Coalition, She holds a Bachelor’s degree 
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in business administration, an associate’s degree in nursing, and is licensed as a 
registered nurse in Nevada and California. 


 Tamara Foster is a Quality Management Representative and has 14 years in 
healthcare administration. She holds an Associate’s degree in healthcare 
administration and informatics and is certified as a Nursing Assistant. Ms. Foster has 
knowledge of managed care (health maintenance organizations, point of service and 
preferred provider organization) policies, regulations, and operations. She brings 20 
years of customer service experience for members, providers, and company partners to 
the IQAP team and conducts training for new employee process improvement. She has 
extensive training in Microsoft® Word, Excel®, Access®, and PowerPoint® for 
reporting, auditing, and training. 


 Luzy-Ann Yanson is a Quality Management Representative and has 14 years’ 
experience with managed care, independent physicians associations, and medical 
groups in the areas of grievance and appeals, credentialing and re-credentialing, and 
policies and procedures. She brings knowledge of Medicaid, federal and State 
guidelines and regulations, such as DHCFP, NCQA, URAC, and HEDIS. Her 
computer skills include: Microsoft Office® Suite, Crystal Reports, Macess®, Facets™, 
Sanovia for pharmacy appeals, and NIA for radiology appeals. She has excellent 
customer services skills including resolving complex issues such as member appeals, 
denials, and disenrollment and conducting member education. 


 Lynette Glasco is a Member Advocate and has 20 years’ experience in customer 
service. She is fluent in Spanish including reading, writing, and communication. She 
has demonstrated skill with: Microsoft Office including Word and Excel, Maximo, 
Primavera, SAP, Facets and Macess. She brings effective problem solving and strong 
analytical skills to the IQAP Team. 


 Socorro Carrasco is the Outreach Associate and has 14 years of customer service, 
ICD-9, and CPT billing experience with multispecialty care medical office. She is 
fluent in Spanish including reading, writing, and communication. She holds an 
associate’s degree in general studies and has a strong working knowledge of Microsoft 
Office, including Excel, Word, Publisher, PowerPoint and Access.  


Through our corporate and affiliate structures, each of these QM experts are available to 
support Amerigroup Nevada by sharing best practices and innovative ideas. Local QM 
employees receive support from the corporate Quality personnel in the following ways (Table 
5.1.11.5-1): 
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Table 5.1.11.5-1.  Amerigroup Corporate Staff Support Local State Efforts  


Amerigroup Corporation Functions to Support Amerigroup Nevada, Inc. 
Senior Vice President, Clinical Quality 
Management 


Clinical leader for Quality Management programs for all 
health plans 


Vice President, Clinical Quality 
Management 


Develops and implements QM Programs and initiatives 
for/with health plans 


Director, Research and Development   Leads PIP development and Quality Improvement studies 
Assistant Vice President, Clinical Quality 
Management‐Data 


Leads national QM data management team of analysts 


Operations Business Analyst  Works with assigned health plan QM employees to 
support data management and reporting 
projects/activities 


Assistant Vice President, Performance 
Outcomes  


Works with health plans to develop/implement HEDIS 
reporting projects 


HEDIS Medical Record Review, RN  Supports health plan Quality Assurance/HEDIS reporting 
projects and activities; collects/reviews data 


Assistant Vice President, Clinical Quality 
Management‐Accreditation  


Leads plan/schedule for achieving accreditation status 


Quality Improvement Coordinator  Support and monitor health plan compliance with quality 
management programs and annual work plans 


Manager, EPSDT‐Surveys  Maintains the EPSDT Data Mart; serves as subject matter 
expert for survey process, results, and other survey issues 


 


Material Resources – IQAP Infrastructure and Tools  


Amerigroup has a comprehensive quality infrastructure that is discussed throughout this 
section. Our integrated quality system tools include but are not limited to:  


 Core Systems for documentation of claims and payment, appeals and grievance logging 
and tracking, case management, and utilization management – including real-time, 
online prior authorization capabilities 


 IAP Data Warehouse that captures, manages, verifies, and maintains all health plan 
data 


 HEDIS Datamart for HEDIS data collection, verification, analysis, and reporting 
capabilities with analytic expertise at the corporate and local levels 


 InterQual medical necessity criteria, and nationally recognized Clinical Practice 
Guidelines, in addition to the State Medicaid Services Manual  


 Provider quality improvement program reports, provider panel profiles, provider 
trainings, NCQA Patient Centered Medical Home practice transition technical support 
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 Interactive website capabilities for member and providers that support quality activities 
such as provider notifications, provider panel reports, UM processes, provider updates, 
provider directories, member handbooks, provider manuals and educational materials 


Material Resources - IQAP Processes 


Process reviews, updates and reports support all the tools outlined above, and we disseminate 
them to appropriate stakeholders and IQAP staff. Some key Amerigroup IQAP processes that 
support our implementation of national best practices, standardization of practices for 
consistent application across all Amerigroup health plans and cost-savings through economies 
of scale include: 


 Weekly meetings between our Nevada local quality team and the corporate analysts 
and HEDIS project managers  


 Corporate (QIC) oversight and sharing of best practices developed across the 13 states 
where we provide services 


 Corporate Credentialing support of local responsibilities, an Amerigroup best practice 
that includes: 


 Initial file and primary provider verification after our Nevada IQAP staff perform 
the initial data collection 


 Initiate re-credentialing and verifications and file reviews including review of 
additional data specified in Section 4.8.13.6.C 1-6 to meet specified timelines  


Material Resources – Quality Training 


Amerigroup’s online education offerings provide a basic quality orientation for every 
employee as well as ongoing training on CQI. Amerigroup has measured, evaluated, and 
refined our data-driven quality approaches for the past 16 years. We continue to develop and 
implement innovative strategies that improve our members’ outcomes and support our 
network providers; these strategies include new online and mobile tools and technology to 
enhance our ability to achieve the quality and financial goals of our State customers. Our 
IQAP guides the entire organization toward achievement of DHCFP’s and Amerigroup’s 
mutual goals.  


 Standard VII: Provider Participation in IQAP (§4.8.11.1-3) 


We have active primary care and specialist participation through our Nevada 
MAC. Our Medical Director oversees recruitment of providers and has developed a list of 
providers to serve on the committee. The providers are representative of Nevada providers, 
reflecting both urban and rural providers, and their demographics mirror those of our 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-200 
November 15, 2012 


members. We rotate membership every two years. Participating providers do not receive 
incentives or gifts intended to improperly influence participation on health plan committees. 
Participating committee practitioners may be paid an honorarium for attendance and 
participation in committee meetings. 


Our provider contract and provider manual outline the quality processes in place to secure 
providers’ cooperation with our quality assurance oversight. We communicate specific quality 
information through our provider website, newsletters, broadcast faxes, and special mailings. 
We document the dissemination of all information to providers. 


Sharing of Best Practices – Establishing Patient Centered Medical Homes and PQIPs 


Another method for including providers in the ongoing improvement in quality of care is 
incentives for quality performance. Through our Medical 
Practice Consultant outreach, we are working with three 
PCP group practices who are implementing strategies 
toward becoming NCQA Accredited Patient Center 
Medical Homes and with seven PCP group practices 
through our PQIP who are striving for Amerigroup 
Quality Certification. These practices include Federally 
Qualified Health Centers (FQHCs) and large PCPs 
groups. Both medical home strategies promote incentives for well-performing provider 
practices based on key performance goals that affect positive health outcomes of our members.  


The PQIP Quality Certification Component rewards PCPs for their performance on the 
Quality Indicators measured against their Amerigroup plan peer PCPs (Quality Indicator Peer 
Comparative Score), as well as credit for year-over-year performance improvement (Quality 
Indicator Improvement Score). The total quality score equals the sum of the Quality Indicator 
Peer Comparative Score plus the Quality Indicator Improvement Score.  


 Standard VIII: Delegation of IQAP Activities (§4.8.12.1-3) 


We retain full responsibility and authority for quality management. We do not 
delegate quality activities.  


 Standard IX: Credentialing and Re-credentialing (§4.8.13) 


Amerigroup Nevada has successfully credentialed the following number of 
practitioners, ancillary providers, and facilities each year of operation: 2009 –857; 2010 – 
573; 2011- 342. We have the systems, staff, and policies and procedures in place to continue to 
accurately and timely credential the full spectrum of physical and behavioral health providers 
required for Nevada’s Medicaid and Check-Up managed care program. 
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Our credentialing and re-credentialing processes meet NCQA accreditation requirements. In 
our most recent health plan review, our credentialing program was found to be in full 
compliance. We regularly review and update our comprehensive credentialing policies and 
procedures in accordance with new NCQA standards and new federal or State requirements. 


Written Policies and Procedures (§4.8.13.1) 


Written policies and procedures outline our credentialing and re-credentialing requirements 
and processes for all contracted practitioners and organizational providers. Our written 
policies and procedures are in accordance with Nevada and federal laws and regulations 
including 42 CFR 438.214 and 42 CFR 1002.3. 


Written policies and procedures describe the specific procedures for conducting credentialing, 
ongoing monitoring, and re-credentialing of all contracted providers. These written policies 
outline the scope, criteria, timeliness, and processes for credentialing and re-credentialing 
providers and meet industry standards, regulatory, and accreditation requirements. Our 
Credentialing Committee reviews these policies at least annually. 


We fully support the use of standardized credentialing applications. We comply with NAC 
679B.0405 and have adopted the Nevada Division of Insurance Form 901 for credentialing 
providers. We accept electronic versions of Form 901 via Council for Affordable Quality 
Healthcare (CAQH) and paper copies. Amerigroup has been participating with the CAQH 
Universal Provider Datasource® for several years to reduce the administrative burden that is 
placed on practitioners when multiple versions of credentialing applications are used. 


We allow DHCFP and/or its contracted EQRO to inspect our credentialing and re-
credentialing process and supporting documentation.  


Oversight by Governing Body (§4.8.13.2) 


The Amerigroup Nevada Board of Directors formally delegates responsibility for provider 
credentialing and re-credentialing to the Credentialing Committee according to federal and 
State regulations and guidelines, and NCQA accreditation standards. The Committee reviews, 
updates, and approves credentialing and re-credentialing policies and procedures. In addition, 
the Credentialing Committee: 


 Conducts reviews for all providers who apply for participation in our provider network 
and approves or denies the provider for participation 


 Reviews all network providers for re-credentialing, including review of quality or 
utilization data/reports 
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 Approves or denies for participation those providers submitted by credentialing 
activities 


 Reports to the Medical Advisory Committee physician corrective actions and sanctions 
imposed based upon re-credentialing activities 


 Oversees credentialing relationships 


The Credentialing Committee includes seven provider members in the following specialties: 
one Child Psychologist, two Internal Medicine physicians, two OB/GYNs, and two 
Pediatricians. Health plan representation includes our Behavioral Health Medical Director 
and the Health Plan Medical Director who chairs the committee.  


Credentialing Entity (§4.8.13.3) 


Amerigroup Nevada’s Credentialing Committee makes decisions about credentialing and re-
credentialing as directed by the Amerigroup Nevada Board of Directors. 


Scope (§4.8.13.4) 


Amerigroup Nevada credentials and re-credentialing practitioners (physicians, behavioral 
health providers, and allied health practitioners) and organizational providers. This includes 
all providers who are included in our literature for members. It also includes other providers 
(for example, adult day healthcare) whose services are excluded from the Contract but for 
whom Amerigroup is experienced in credentialing if DHCFP opts to expand the program to 
include long-term services and supports (LTSS). 


Practitioners 


The following practitioners are currently subject to credentialing and re-credentialing: 


Physicians: Doctor of Medicine, Doctor of Osteopathy, Doctor of Chiropractics, Doctor of 
Podiatry, Doctor of Dental Science, Doctor of Medical Dentistry, and Doctor of Optometry 


Behavioral Health Providers: Clinical Psychologist, Advance Practice Nurse in a 
psychiatric/mental health specialty, Licensed Professional Counselor, Licensed Clinical Social 
Worker, and Licensed Marriage and Family Therapist 


Allied Health Practitioners: Physical Therapist, Occupational Therapist, Speech Language 
Pathologist, Certified Registered Nurse Practitioner, Physician Assistant, Certified Registered 
Nurse Anesthetist, Certified Nurse Midwife, Acupuncturist, Licensed Midwife, Advanced 
Practice Nurse, and Audiologist 
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Organizational Providers 


The following organizational providers are subject to approval by the Credentialing 
Committee to become part of the Amerigroup network: 


Medical Facilities: inpatient hospitals, ambulatory surgery centers, home health agencies, 
skilled nursing facilities, and sleep laboratory/centers 


Behavioral Health Facilities: inpatient psychiatric hospitals, community mental health 
centers, crisis intervention, ambulatory detoxification, inpatient substance abuse facility, 
intermediate care facility (ICF)/mentally retarded, intensive outpatient programs, residential 
treatment center 


Ancillary Services: birthing centers, community health centers, dialysis centers, freestanding 
diagnostic centers, durable medical equipment providers, freestanding laboratory providers, 
FQHCs, Rural Health Clinics, hospice centers, rehabilitation facilities, urgent care centers 


In the future, if the ABD Medicaid population is covered under the Contract, we are prepared 
to add the following to the list of providers subject to approval:  


LTSS and Home and Community-based Service Providers: nursing facilities, adult day 
healthcare, assisted living services, personal care services, supported living services, 
transitional living services 


Process (§4.8.13.5)  


Our credentialing process uses the Nevada Uniform Credentialing Application (Form 901) 
through either paper copy or through the CAQH Universal Provider Datasource to capture all 
required data and is compliant with NCQA and State requirements. The Nevada Credentialing 
Committee and Amerigroup Nevada Provider Relations employees are supported by our 
corporate Credentialing Department, which conducts all verifications and credential file 
preparation specified in Section 4.8.13.5, items A-K. We conduct Primary Source Verification 
using the information submitted by the provider in accordance with NCQA standards. The 
process includes verification of all required information detailed in Section 4.8.13.5, items A-
J. This includes assessment of the applicant’s training and education against training 
requirements established by the Credentialing Committee. If a practitioner fails to meet these 
training requirements, we close the application and return it to the provider.  


File Verification is performed in accordance with Section 4.8.13.5.K. We query and obtain 
information from: 
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 The National Practitioner Databank (NPDB) to determine if any disciplinary actions 
have been taken against the applicant in addition to any settled/closed malpractice 
cases 


  The Health and Human Services Office of Inspector General List of Excluded 
Entities/Individuals database 


 The General Services Administration’s Excluded Parties List System 


 The Nevada Board of Medical Examiners 


 The State Board of Osteopathic Medicine 


 The Nevada Dental Board 


 Any equivalent licensing boards for out-of-state providers and any other applicable 
licensing entities 


Our application process includes a statement by the provider in accordance with the 
requirements of Section 4.8.13.5.L.  


Our credentialing and re-credentialing program complies with current NCQA standards. 
Therefore, we do not conduct site visits as part of our initial credentialing in accordance with 
Section 4.8.13.5.M. 


Our policies and procedures are in accordance with Nevada and federal laws and regulations 
including 42 CFR 438.214 and 42 CFR 1002.3. 


Figure 5.1.11.5-6 depicts our process, which is approved by DHCFP. 
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Figure 5.1.11.5-6 Our Credentialing Process Is Compliant and Efficient 


 


In accordance with Sections 4.8.13.5.O and 4.8.13.5.P, Amerigroup notifies the State of 
Nevada within 15 calendar days of any provider denied credentialing or of our termination of 
a provider’s contract for program integrity–related reasons including provider fraud, integrity, 
or quality. 


Re-credentialing (§4.8.13.6) 


Amerigroup requires that all practitioners and organizational providers are re-credentialed 
within 36 months of the previous credentialing decision in accordance with NCQA standards. 
Our re-credentialing program complies with the Code of Federal Regulations and NCQA 
standards and is approved by DHCFP.  
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This process includes re-verification of those elements contained in Sections 4.8.13.5.A 
through 4.8.13.5.M including re-verification of licensure(s), sanctions, certifications, clinical 
privileges, and competence, as reviewed by malpractice history and license history, and/or 
health status that could affect the practitioner’s ability to serve our members. We also review 
information from: 


 Member grievances and appeals 


 Member satisfaction surveys regarding provider experience 


 Utilization management 


 Quality improvement and medical management activities 


 Re-verification of hospital privileges and current licensure, if applicable 


Amerigroup’s Credentialing Department initiates the re-credentialing process , and they send 
a re-credentialing packet to the provider approximately eight months prior to the re-
credentialing due date. This packet requests standard information and a copy of the provider’s 
most current State licensure(s), professional liability insurance, and other applicable 
supporting information including an updated Disclosure of Ownership Form. We ask 
providers to respond to this written request within 30 days, and we make no fewer than three 
attempts to each provider asking for this information. 


We then conduct primary-source verification in accordance with NCQA and Nevada 
requirements and provide the information to the Medical Director and/or Credentialing 
Committee. After reviewing the information and supporting documentation received from the 
re-credentialing applicant, the health plan includes an assessment of any available provider 
performance criteria. These criteria may include medical record audit results, accessibility of 
site, member satisfaction results and grievances, member grievances, quality improvement, 
and medical management activities. The elements we select for review may vary by provider 
type and the availability of information. 


Reporting 


In accordance with RFP Sections 4.8.13.6, Amerigroup notifies the State of Nevada within 15 
calendar days of any provider denied re-credentialing or of our de-credentialing or 
termination of a provider’s contract for program integrity–related reasons including provider 
fraud, integrity, or quality. 


Oversight of Credentialing Activities (§4.8.13.7) 


Amerigroup’s Credentialing Department oversees credentialing, re-credentialing, 
recertification, and reappointment activities. There is a DHCFP-approved written description 
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of all oversight activities and accountability. We monitor to ensure that all credentialing and 
re-credentialing is done in accordance with Amerigroup, DHCFP, and NCQA standards.  


Retention of Credentialing Authority (§4.8.13.8) 


We have written policies and procedures for approving new practitioners and sites and for 
suspension, reduction, or termination of practitioner privileges. 


Reporting Requirement (§4.8.13.9) 


Written policies and procedures guide our process for reporting serious quality deficiencies 
resulting in suspension or termination of a practitioner to the appropriate Nevada and federal 
authorities, including the Secretary of Health and Human Services and the Inspector General 
of Health and Human Services. 


Provider Dispute Process (§4.8.13.10) 


We have written policies and procedures approved by DHCFP for the current MCO Contract 
that address when a provider disputes our decision to deny, reduce, suspend, or terminate a 
practitioner’s privileges. These disputes are considered an appeal and are tracked and 
processed accordingly. 


Providers, regardless of their State licensure or contract status with Amerigroup, are subject to 
all aspects of the IQAP, especially those elements such as office and medical records audits, 
quality reviews, and member satisfaction or grievance reports that indicate their continued 
qualification to perform services for Medicaid and Nevada Check Up members. When we 
discover poor provider performance or providers who are not qualified, we take the necessary 
and appropriate steps from establishing a corrective action plan with the provider up to 
termination from the network. The Annual Program Evaluation includes a summary of our 
mature credentialing activity.  


 Standard X: Recipient Rights and Responsibilities (§4.8.14) 


We have met the member rights and responsibilities standard as part of our 
NCQA accreditation and continue to maintain a strong commitment and respect for our 
members including the following:  


 Members with chronic conditions may select a specialist within a medical home as a 
primary care physician. 


 Members have the right to receive information on available treatment options and 
alternatives, presented in a manner appropriate to the member’s condition and ability 
to understand. 
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 We have the latitude to include additional recipient responsibilities in our member 
communications. 


 We train our Member Services Representatives and Member Advocates and Outreach 
employees to respond to member questions, explaining their rights and responsibilities. 


Member Rights and Responsibilities—Written Policies and Procedures (§4.8.14.1-2) 


We advise members about their Rights and Responsibilities through multiple means. First, 
when they enroll with us, members receive a New Member Packet in the mail with all 
pertinent information about our services. Included in this New Member Packet is a Member 
Handbook that outlines all the member’s Rights and Responsibilities. We initiate new member 
mailings monthly that include each member’s ID card, member handbook, provider directory, 
Advanced Directive regarding Living Wills, and other information.  


Communication of Policies to Providers (§4.8.14.3) 


Our provider manual educates providers about 
member Rights and Responsibilities and we send it 
to all new providers. Our provider website includes 
the rights and responsibilities information and also 
has a digital copy of the provider manual.  


Communication of Policies to Members (§4.8.14.4) 


Member Rights and Responsibilities are also 
available online at the member website in a digital 
version of the member handbook. We advise 
members that they can access this online information at any time to learn about their member 
Rights and Responsibilities.  


We review the member handbook and provider manuals annually and as needed to ensure 
compliance with NCQA standards and DHCFP Contract requirements regarding member 
Rights and Responsibilities. We will add any new member rights and take advantage of the 
opportunity to include additional responsibilities when the member and provider handbooks 
are updated annually under the Nevada Contract. 


Our member materials, approved by DHCFP, communicate expectations for member’s to take 
responsibility for their own care. We supply members with condition or disease specific 
information to support this form of quality education and care management. 
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Recipient Grievance and Appeals (§4.8.14.5) 


Our claims adjudication system houses and integrates our grievance, appeals, and Fair 
Hearing documentation to track receipt for response timing, substance of the grievance, 
resolution, and escalation as well as the grievance and appeals logs. All data entered is stored 
in the IAP for retrieval, analysis and trending.  


Our DHCFP-approved grievance and appeals procedures give direction and structure to the 
process. In compliance with DHCFP requirements, we resolve 90 percent of written, 
telephone, or personal contacts from members and providers for appeals within 30 calendar 
days of the date of receipt and for grievances within 90 days of receipt. To ensure compliance 
and proper documentation in responding to provider inquiries, a written log is maintained that 
includes the nature of the complaint, the date filed, dates and nature of actions taken, and 
final resolution. 


The quality employees conduct quarterly audits of grievances and appeals, identifying the top 
three categories for deeper analysis with a focus on determining barriers and solutions to the 
identified issues for implementation.  


The MAC and the QMC monitor grievance, appeal, and Fair Hearing data on a quarterly 
basis. Result analysis performed by these committees, which are comprised of departmental 
leaders and community practitioners, enables them to participate in quality improvement 
efforts. We report quarterly to DHCFP and annual data is reported through the IQAP annual 
evaluation.  


Figure 5.1.11.5-7. Amerigroup’s Rate of Member Grievance and Appeals Remains Low 
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As an example, our IQAP team conducted a drill-down analysis on the three highest 
categories to understand the key issues driving these grievances and what action appropriate 
to the complaint was taken. The three categories were eligibility, reimbursement/balance 
billing, and dissatisfaction with providers. We are collaborating with DHCFP to address 
eligibility concerns. The drill-down on balance billing showed that predominantly, grievances 
were associated with members using out-of-network and out-of-state providers. We continue to 
address each of these on an individual basis with education and offers for reassignment to 
network providers. The provider dissatisfaction analysis showed issues were with a limited 
number of providers. All providers were referred to Provider Relations for follow-through. 


In 2011, the highest volume appeal category (57 percent) was providers challenging denials 
for lack of demonstrated medical necessity to support payment of the claim. Forty one percent 
of submitted appeals were dismissed or withdrawn. The trend continued in early 2012, and a 
QIP to decrease provider appeals by 10 percent was initiated.  


We referred a total of 36 issues for a State Fair Hearing in 2011 (an average of three per 
month). We collaborated with several members of Hospital Management to develop a process 
to review and resolve issues in a real-time setting. This process has prevented any further State 
Fair Hearing requests from those specific providers. To date, in the first eight months of 2012, 
we referred 32 issues for State Fair Hearing. This number is deceptive, as one provider 
submitted 12 issues in August which were subsequently withdrawn, bringing the actual 
number to 20 or an average of 2.5 per month for a nearly 17 percent reduction. Six of the 20 
issues were the result of an out-of-date fee schedule held by a dental vendor that was 
immediately corrected so that claims could be paid.  


Recipient Suggestions (§4.8.14.6) 


We have two primary mechanisms for recipient input: participation on the HEAC described in 
Standard IV: Active QA Committee (§4.8.8.1-5) and through Case Manager and Member 
service employee daily interaction. The HEAC is designed to foster member representative 
input into the operations of the health plan through this formal mechanism. In newsletters 
and the member handbook, we invite our members to provide any suggestion or feedback 
regarding their experience. Informally, we encourage our employees to solicit, accept, and 
forward recipient suggestions during their routine contacts with each member. 


Steps to Assure Accessibility of Services and Information Requirements (§4.8.14.7-8)  


Our member handbook and our new member Welcome Calls are the primary mechanisms to 
educate members on services available and the methods to access those services, whether the 
care is routine, urgent, or emergent and whether it is in the service area or out of area. We 
monitor practitioner availability for primary care practitioners, high-volume specialty care 
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practitioners, and high-volume behavioral health practitioners. We also conduct quarterly 
assessment of accessibility through GeoAccess® and report results to the QMC along with an 
analysis of member access complaints. We take corrective steps for any identified trend or 
pattern. 


We assess performance against access standards quarterly using GeoAccess and report the 
results through the IQAP. The Annual IQAP Evaluation includes a summary of results 
showing the number of providers in each category within the 25-mile standard.  


 99.96 percent of members have at least one PCP per 1500 members within 25 miles 


 100 percent of the following providers are within 25 miles of members with desired 
access: 


 202 BH providers 


 2409 Specialist providers 


 88 Physical Therapy providers 


 39 Occupational Therapy providers 


 36 Speech and Language providers 


 13 Hospitals 


We achieved 100 percent performance for provider access within 10 miles of the member with 
one exception known to DHCFP. In a rural area of Washoe County, there are no OB/GYN 
specialists within the 10-mile radius of the 29 members affected. We alerted both the affected 
members and DHCFP of this situation. We continue to monitor the lack of this one specialist 
category and will take action if member health is jeopardized or a new OB/GYN specialist 
moves into the area. 


We use software to ensure that written materials are at an 8th-grade level and test readability 
and understandability with focus groups whenever new material is drafted. We monitor 
languages and ethnicity on a regular basis. In our most recent analysis, English (81.5 percent) 
and Spanish (16.5 percent) are the two languages that meet the Nevada threshold.  


Confidentiality of Patient Information (§4.8.14.9) 


Confidentiality of member information is vital to our employees and our providers. Our 
policies and procedures, HIPAA compliance, employee education and training, and provider 
site audits support the philosophy and practice for confidentiality. When a breach occurs, the 
Privacy Officer conducts a risk assessment to determine the extent of the breach and the 
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potential for harm, notifies the affected individuals according to our DHCFP-approved 
notification process, and takes action up to and including notification of law enforcement. 


Amerigroup Safeguards 
We require our employees to complete annual recertification regarding HIPAA policies, that 
include training on Protected Health Information (PHI) and Individually Identifiable Health 
Information (IIHI)and procedures for notification and escalation if an employee discovers a 
breach in privacy as part of their routine duties.  


We clearly define the potential areas where the physical security of PHI and IIHI must be 
protected as any cubicle, office, conference room or other location such as a home office, 
either permanent or temporary, where an employee performs any work functions related to 
our business. We routinely review physical safeguards with employees and have put in place 
mechanisms to ensure the safety of protected health information. Our policies and procedures 
cover paper, electronic files and discs, computers, voice mail, and desktops. We protect our 
buildings and departments with a security key card (proximity token) access. Corporate 
Security must approve requests for access to buildings, departments and rooms. 


Violations of any of the security or privacy criteria in any of the policy and procedure may 
result in counseling, suspension or immediate termination, depending on the severity of the 
violations. Employees who witness any violations must report them immediately to their 
immediate supervisor or to the established Compliance Hotlines. 


Provider Facilities 
As part of our credentialing of physicians and contracting of other providers, we routinely 
conduct office site visits to ensure that providers guard against unauthorized disclosure of 
PHI and IIHI. The standardized form used to conduct the audit includes standards for the 
protection of member information. Providers who do not meet the standard are not included in 
the network until the deficiencies are corrected. As an example, an Urgent Care Facility asked 
to be approved for our network. We performed a site visit and found non-compliance with 
physical plant and privacy standards. In addition to the physical plant concerns dealing with 
refrigeration and hand washing, the facility did not address the following confidentiality of 
member information standards: 


 A patient bill of rights posted 


 HIPPA or PHI information in the new patient packet (only consent to disclose was 
included) 


 Medical License posted in the waiting area  
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We chose to not include them in the network. We reviewed the issues identified were reviewed 
with the office manager during an exit interview and invited the Urgent Care Center to 
resubmit the request when all non-compliant items were addressed. 


Treatment of Minors (§4.8.14.10)  


Our written policies and procedures, approved by DHCFP, include applicable language 
regarding the treatment of minors. Specifically, the treatment of minors is covered in our 
Member Privacy Rights, Disclosure of PHI, and Member Correspondence policies as each 
relates to minors. 


Minors are defined in our policies to include emancipation situations related to pregnancy, 
parenthood or by the courts and special protections for mental health, substance abuse, family 
planning and sexually transmitted diseases. We maintained a current centralized database of 
applicable state laws for employees to reference regarding consents. We also define parents, 
guardians, person acting in loco parentis, and personal representatives, as each applies to 
consents and release of information regarding minors. 


Assessment of Recipient Satisfaction (§4.8.14.11)  


Morpace, an NCQA–certified external survey vendor, annually administers the CAHPS® 
member satisfaction survey for us by, using the survey protocol defined in current HEDIS 
specifications. We currently perform CAHPS surveys on our child, adolescent, and adult 
members. We will comply with the RFP contract requirements to perform a CAHPS survey on 
Children with Chronic Conditions, as directed by DHCFP. 


In February 2012, Morpace randomly selected 2,145 Amerigroup Nevada members to 
participate in the 2012 CAHPS® 4.0H Child Medicaid Survey. 


This protocol included mailing a questionnaire with a cover letter addressed to the parent or 
guardian of the child member. For those selected members who did not respond to the first 
questionnaire, Morpace sent a second questionnaire with a cover letter encouraging 
participation. If a selected member still did not respond to the questionnaires, they placed at 
least four telephone calls to complete the survey. In an effort to increase response rates, we 
elected to leave a voicemail message on the first telephone attempt. We offered members the 
option to call the toll-free number provided, and they could complete the survey at that time. If 
the member did not call the toll-free number, Morpace implemented the standard telephone 
protocol. 


Morpace conducted a Key Driver Analysis of the results to understand the impact that 
different aspects of plan service and provider care have on members’ overall satisfaction. They 
assessed scores both individually and in relation to each other to identify the importance of 
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individual issues (correlation to overall measures) and current level of performance on each 
issue (score above/below Medicaid mean). Key drivers help identify areas of high priority for 
improvement. 


We received the most recent member satisfaction report from Morpace in July, 2012 and are 
in the process of analyzing the findings and implementing actions as part of the “Investing in 
Quality” Team described in Analysis of Clinical Care and Related Services (§4.8.6.5). We are 
monitoring results on a monthly and quarterly basis and will adjust our interventions, as 
necessary, to maintain continued improvement. 


We share the results of the CAHPS survey with members through the member newsletter, 
annually. Figure 5.1.11.5-8 shows a barrier analysis and proposed actions based on the QMC 
review on August 20, 2012 and our MAC review September 18, 2012.  
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Figure 5.1.11.5-8. 2012 CAHPS Survey Amerigroup Nevada MAC and QMC Recommendations 
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 Standard XI: Standards for Availability and Accessibility (§4.8.15) 


Members value timely access to medical care and telephone inquiries. We monitor 
primary care and behavioral health practitioner appointment and after-hours accessibility 
annually against our standards, and initiates actions, as needed, to improve. Our IQAP team 
measure standards through CAHPS® survey results, rate of member complaints, Access 
Survey Results, and After-Hours Surveys. We also monitor member service access on a 
regular basis and initiate actions when needed to improve performance.  


In 2012, the CAHPS® survey results for “getting appointment for child as soon as needed” 
had a statistically higher rate of 83 percent compared to 74 percent in 2011. A 
multidisciplinary team reviewed the information and surveys and determined the following 
opportunities for improvement.  


 Identify key PCP groups without afterhours access and work with them to extend their 
practices  


 Develop provider incentive compensation  


 Implement a program targeting increased access and new recruitment for provider 
availability  


Table 5.1.11.5-2 Member Service Telephone Access Measures Exceeded 2011 and 2012 
Performance Goals 


Measure  Goal  2011 Performance  2012 Performance 


Member Service ASA in seconds  Less than 30 seconds 


15.4 seconds 
 


Exceeding the goal 
by 49% 


6.33 seconds 
 


Exceeding the goal 
by 79% ‐ a one year 
improvement of 


30% 


Member Service Abandon Rate  Less than 5% 


1.95% 
 


Exceeding the goal 
by 61% 


0.39% 
 


Exceeding the goal 
by 92% ‐ a one year 
improvement of 


31% 
 


Another method for accessing care is the Nurse HelpLine, which offers 24/7 access to 
members with questions regarding their current health status. The Nurse HelpLine 
performance met all goals for answer and abandonment rates in 2011. In addition, use of the 
Nurse HelpLine increased 43 percent from 2,136 calls in 2010 to 3,060 in 2011. We continue 
to encourage members to use the Nurse HelpLine through member newsletters, provider 
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updates, provider newsletters, Ameritips distribution at health fairs, open enrollment events, 
through provider offices, and community-based organization activities, and by enclosures in 
health plan member communications. 


See the Confidential Technical Volume for proprietary information. 


 


Additional information on how we meet specific Network Access and Availability standards is 
addressed in our response to Section 5.1.11.4.D. 


 Standard XII: Medical Record Standards (§4.8.16.1-3) 


We have documented medical record standards, approved by DHCFP under the 
current MCO contract, for our network providers; we measure conformance to these 
standards annually. This analysis of medical records allows us to evaluate documentation 
patterns, quality of care, clinical performance, and preventive health practice patterns. Our 
IQAP contains activities to monitor individual and aggregate provider indicators of quality to 
identify quality of care issues and patterns, including evaluation of severity and frequency. 
Our IQAP Department monitors and evaluates individual practitioner performance in the 
areas of quality and administration. We report results to providers at least annually. We use 
the peer review process up to and including written procedures for taking appropriate 
remedial action, as needed, to maintain safe practices throughout the network.  


In 2011, we reviewed a total of 445 medical records for compliance with documentation 
requirements using tools specifically designed for different practice settings and including a 
section to audit documentation of cultural needs such as race/ethnicity or spoken language. 
Additional documentation of compliance with clinical practice guidelines or HEDIS 
measurements include ADHD, Adult Preventive, and prenatal/postpartum care.  


We piloted the survey tools and review process in the first half of 2011 at five provider sites. In 
the second half of 2011, we accepted the validity of the tool and expanded the review process at 
20 of the largest provider offices. Of the 445 medical records reviewed, 360 medical records 
were reviewed for compliance with EPSDT requirements. 


Eighty-two percent of all medical records met requirements of the Practitioner Clinical 
Medical Records section. Three of the office sites had consistent opportunities for 
improvement of documentation in problem lists, preventative services, smoking cessation and 
continuity, and coordination of care and advance directives; all opportunities were 
immediately addressed with the providers. Review of EPSDT requirements in the charts 
showed only 69 percent compliance. The Quality Nurse Reviewer provided feedback and 
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education to providers specific to individual reviews, with consistent emphasis on lead 
screening, hearing and eye screenings, and TB screening.  


All reviews included an exit meeting where the Quality Nurse Reviewer provided feedback on 
areas of opportunity, education materials, EPSDT periodicity charts, well-exam templates and 
other forms, as well as Clinical Practice Guidelines. For providers that did not meet the 
minimum standard of 80 percent compliance, a follow-up visit(s) was scheduled and 
completed. We found all providers in compliance upon follow-up review in 2011. In 2012, we 
expanded reviews to include OB/GYN practitioners, providing additional materials such as 
Coding Quick Reference Guides to enhance provider/office staff knowledge of quality 
measures and coding accuracy as well as diverse selection of Ameritips and other educational 
materials for members.  


 Standard XIII: Utilization Review (§4.8.17) 


UM includes monitoring and reporting of service utilizations: Prior 
Authorization, Concurrent Review/Discharge Planning, and Ancillary Services. We structure 
our programs to ensure that our members receive the highest level of quality services as timely 
as their medical condition indicates, using approved medical and behavioral services approval 
criteria to ensure the right services at the most appropriate level by the most appropriate 
healthcare provider. These programs work in a collaborative manner throughout the care 
continuum. We gather data on each program and its activities, which allows us to monitor our 
effectiveness and identify opportunities for improving our cross-functional approach. 


Our IQAP, CM, and UM processes are fully integrated between physical, behavioral, and 
psychosocial services. Behavioral health issues cross all populations at different levels of 
severity. Over 35 percent of our Nevada members with one or more co-morbidities have a 
concomitant behavioral health diagnosis. In Nevada, where full behavioral health services are 
managed by our health plan, we implement and incorporate all levels of quality oversight for 
behavioral providers and processes.  


Collaboration with our providers is critical to establishing more efficient patterns of 
utilization. We facilitate provider access to data, information, and systems that eases the 
administrative burden of review and approval processes and supports the most effective 
delivery of services. Here are just a few examples: 


 We provide real-time authorizations in response to telephone, fax, and online requests 
from providers. Upon receipt, requests are automatically routed to UM professionals 
who guide providers through the authorization process.  
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 We continually evaluate the list of services requiring prior authorization to stay current 
with industry best practices and utilization guidelines. As a result, we may remove 
certain services from the prior authorization list.  


 We provide evidence-based, clinical practice guidelines, new technologies, and best 
practices to help providers in delivering optimal care for members.  


 We conduct workshops for providers on relevant topics. 


 We share information on available continuing medical education credits through the 
United States Department of Health and Human Services website.  


Written Program Description (§4.8.17.1)  


Our current written Utilization Management program description incorporates 2011 NCQA 
standards. The purpose of the UM program description is to ensure that eligible members 
receive the most clinically appropriate services in the most efficient manner possible and to 
enhance consistency in reviewing cases by providing a framework for clinical decision-
making. The description covers all of the components within NCQA standards. The UM 
Program provides relevant UM information to the IQAP for quality improvement activities. 
This includes identifying quality of care concerns, disproportionate utilization trends, adverse 
access patterns, and lack of continuity and coordination of care processes. 


Utilization Management Scope (§4.8.17.2) 


The scope of the Utilization Management Program includes activities related to inpatient and 
ambulatory care and collaborates with other departments within HCMS in care coordination, 
discharge planning, and Case Management to meet the physical and behavioral healthcare 
needs of its members. It adopts an integrated medical management model based on the 
physical, behavioral, and social needs of eligible members. The UM program, in collaboration 
with other departments such as Integrated Disease Management Center, Pharmacy Program, 
and Case Management, facilitates the delivery of the most appropriate medically necessary 
care to eligible members in the most appropriate setting. The UM Program coordinates with 
the National Pharmacy Program. 


Utilization Management—Nevada-based 


We have a singular focus on serving the healthcare needs of those enrolled in public sector 
healthcare programs. Because of this focus, we concentrate our UM efforts on engaging 
providers in productive dialogue regarding authorization of behavioral health and physical 
health services to ensure that members receive the level of care that drives the best health 
outcomes.  
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Rather than using UM as a mechanism for authorization or denial of requested service, we 
use it to creatively address our members’ health challenges. Efficiency, accountability, and 
results drive our UM program design and operations. We strive to identify and implement 
industry best practices to positively impact our members, providers, and State customers. Our 
UM program blends clinical integrity with operational efficiency and customer compliance 
and demonstrates a strong commitment to accountability for Nevada’s budget dollars.  


We base length of stay for a member’s request for hospitalization or surgery on the needs of 
the member, rather than on arbitrary limits or traditional utilization controls. An assigned UM 
Nurse manages members who are hospitalized or receiving surgical services. The clinical 
review drives authorization for covered services as determined by clinical guidelines and 
individual needs. Subsequently, the UM Nurse, working with the hospital, hospitalists, and 
specialists, monitors and continually reviews the case to determine discharge readiness and to 
facilitate discharge planning. Some members might need extended coverage as identified by 
the concurrent review of individual needs, severity of illness, and services being rendered. The 
UM Nurse has the authority to extend the hospital stay or other services as needed. 


Pre-Authorization and Concurrent Review Requirements (§4.8.17.3)  


We use Nevada Medicaid Services Manual, InterQual® Level of Care Criteria and Behavioral 
Health Guidelines, and Aetna’s Clinical Policy Bulletins (CPBs) to review medical necessity 
and appropriateness of both physical and behavioral health services. These criteria and 
guidelines are industry standards for medical necessity review and are widely used by health 
plans, hospitals, and government agencies. They provide a rules-based system for screening 
proposed medical care based on patient-specific, best medical care processes and consistently 
match medical services to patient needs based upon clinical appropriateness. 


 The criteria’s comprehensive range of level-of-care alternatives is sensitive to the 
differing needs of adults, adolescents, and children. When using the criteria to match a 
level of care to the member’s current condition, all reviewers consider the severity of 
illness and co-morbidities, as well as episode-specific variables. Their goal is to view 
members in a holistic manner to ensure that they receive necessary support services 
within a safe environment optimal for recovery.  


 We supplement Nevada Medicaid Services Manual, InterQual Criteria, and Aetna’s 
CPBs with review guidelines. In addition to these standards, we reference national 
guidelines produced by healthcare organizations such as individual medical and 
surgical societies, NIH, and the CDC.  


 Our Medical Policy Committee reviews, updates when appropriate, and approves 
criteria and guidelines used by Amerigroup annually. We seek input from the MAC, 
representing practitioners with knowledge of local delivery systems. The Medical Policy 
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Committee also reviews and approves policies and procedures for application of 
medical necessity criteria annually. 


There are several ways a provider may request authorization for a service or prescription: call 
or fax to our Provider services line, or online submission. In addition, through our Provider 
website, we offer a real time, online automated approval process based on specific business 
rules for both pharmacy and medical authorizations. Our website also allows providers to 
submit an appeal and view authorization status.  


Qualified Clinicians 


We have seven UM clinicians who perform the following activities during the review process: 
1) review request using the previously described medical necessity criteria; 2) if criteria is not 
met, the Medical Director reviews the request, 3) if authorization is denied, we send adverse 
medical determination and denial and appeal process notifications. Figure 5.1.11.5-9 shows 
our authorization prior authorization review processes. 


Figure 5.1.11.5-9. Our Streamlined, Provider-Friendly Authorization Process  


 


Our UM team has adopted a proactive approach to ensuring services that are required never 
lapse. For Nevada, we have developed an innovative State-approved process of tracking 
authorizations scheduled to expire. In this process, we contact the authorized provider and 
member to determine if the service needs to be continued, prior to the end of the authorized 
period. 
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Consistent Application of Review Criteria 


Since 2009, our Nevada UM nurses and medical directors have participated in our inter-rater 
reliability (IRR) assessments that determine our consistency in applying our nationally 
recognized standard of care criteria sets (Figure 5.1.11.5-10). The UM IRR threshold is 80 
percent. In 2012, all UM Adult care nurses received 92 percent, our Pediatric UM nurses 
achieved 87 percent and our Medical Directors averaged 85 percent for all three IRR reviewed 
criteria. Our IRR results are reported to the Nevada health plan leadership; Health Care 
Management Services (HCMS); the Corporate Chief Medical Officer and designated 
Corporate National Medical Directors; the Corporate Quality Improvement Council; and 
other identified Nevada stakeholders.  


Figure 5.1.11.5-10. Inter-Rater Reliability Exceeds the 80 Percent Threshold 


 


The Clinical Operations’ Director at Amerigroup Corporation is responsible for administering 
the IRR program for all employees who apply criteria to determine medical necessity and who 
have successfully completed their ninety-day probationary period. During the probationary 
period, the UM manager of the new employee monitors the employee’s work including 
application of criteria. After successful completion of the probationary period, the employee is 
subject to the IRR testing cycle.  


We maintain a series of internal controls and targeted training requirements for all clinical 
staff to foster this conformity. In addition to monitoring clinical staff training, the clinical 
compliance program also guides our inter‐rater reliability audit practices and protocols. Upon 
completion of the assessment, we review the results and take corrective actions as indicated. If 
the clinicians do not achieve the threshold percent required by the State, we institute 
individual action plans that include specific remedial tasks such as individual counseling by 
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the employee’s manager, formal retraining on criteria, or retesting through the IRR audit and 
a timeline for these. 


Amerigroup makes UM criteria available to practitioners upon request. If a medical necessity 
decision results in an adverse determination, practitioners are welcome to discuss the denial 
decision with an Amerigroup Medical Director. This collaborative approach allows us to 
ensure all necessary information is included for decision making. 


The need for precertification is described in the provider manual and on the provider website 
and lists out the specific services that require plan approval. Precertification is required on 
selected services to ensure timeliness and appropriateness of care, including:  


 Planned (elective) inpatient admissions 


 Certain outpatient surgeries and procedures such as tonsillectomy and gastroscopy  


 Non-emergent, out-of-network, out-of-state services with the exception of covered 
EPSDT, family planning, and women’s preventive health services 


 Home health services 


 Durable medical equipment  


 Rehabilitation services and therapies such as speech, physical, occupational, and 
cardiac rehabilitation 


 Certain medications, such as pain management and injectable drugs  


 High-cost radiology  


 Outpatient psychosocial rehabilitation services  


 Out-of-network and out-of-state services 


We notify providers when we make an adverse decision and make provider appeal and 
grievance decisions based on available information and within the time frames set for by 
DHCFP. 
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Standard XIV: Continuity of Care System (§4.8.18) 


We maintain policies and procedures that are used by our Medical Management staff to 
ensure that we implement a comprehensive system to promote continuity of care and case 
management. We realize that the Medicaid and Nevada Check Up populations require our 
employees to use specific procedures to promote continuity of care services as deemed 
medically necessary to avoid adverse impacts upon our new or existing member’s health 
status.  


We are concerned about issues related to continuity of care when existing members change 
PCPs or move from one health plan to another. For example, we provide continuity of care for 
a new member who is being treated by a non-participating provider. Our policies and 
procedures outline clear guidelines for ensuring that new members receive medically 
necessary care from providers that they have seen prior to enrolling with us for a period of 
time. In the interim, we work to either move the member to a network provider as soon as 
clinically indicated or bring the provider, if qualified, into our network.  


As we identify members who need continuity of care coordination, Case Managers obtain 
necessary information to determine the member’s health needs based on clinical criteria or 
protocols. We facilitate the transition of referrals and authorizations and register them in the 
core operations system. For members in the third trimester of pregnancy who are seeing a 
non-participating provider, the Case Manager approves the continuation of services by this 
provider unless the member wishes to change to a participating practitioner. 


After determining the need for continuity of care coordination and gathering information as 
part of the initial assessment, the Case Manager consults with the Medical Director to 
determine if continuing with the current provider is medically necessary. If so, one or more of 
the following occur:  


 We approve services by the non-participating provider at the appropriate out-of-
network rate or at a negotiated fee schedule. 


 We consider the provider for recruitment into our network. 


 The member is transferred to a network provider once the condition is stable or if 
he/she requires long-term treatment available from a participating provider. 


 We facilitate coordination of services beyond the PCP and specialists using our 
established linkages with community organizations. 


 We notify the member of his/her right to a second opinion at no cost. 
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Our Case Management Program (§4.8.18.1-2) 


We deliver a robust Case Management program designed to identify member needs and 
address them in a person-centered, holistic manner. This approach focuses on the 
development of realistic, measurable goals and the involvement of all providers, services, and 
resources required to assist members to achieve these goals. Through careful coordination of 
Case Management and disease management activities, we provide the right care in the right 
place at the right time, resulting in positive health outcomes for members.  


Case Managers ensure that appropriate referrals are made for services and share pertinent 
information among providers. Case Managers also ensure that information is provided to 
members and providers regarding the availability of treatment. The activities of care 
coordination, disease management, and discharge and transition planning are all part of case 
management. 


Our Case Management program addresses the complex needs of members with serious and 
complicated medical or behavioral health. Case Management activities include predictive 
modeling, the development of individual care treatment plans, and supporting primary care 
provider/specialist treatment of members. 


Identification 


Our Real Solutions® Health Care Insights suite of predictive models facilitates prospective 
identification and referral for specialized Case Management of members with elevated risks or 
ongoing medical or behavioral health conditions. Each month, we perform a detailed analysis 
of member data to identify those who require Case Management. We manage several tools to 
further focus our efforts at identifying at-risk individuals. Predictive modeling allows us to 
monitor members with healthcare needs that may lead to high-intensity intervention. By 
following them closely, we are frequently able to intervene earlier to facilitate use of 
appropriate lower-level care. Examples of our predictive modeling follow: 


 Complex Needs. Stratifies members into four levels of intensity 


 Imminent Hospitalization. Assesses data related to utilization of hospital services, 
diagnoses, and demographics to predict inpatient admission within 60 days 


 Future Neonatal Intensive Care Unit (NICU) Services. Incorporates screening for 
specific factors that have been statistically validated to be predictors for the future need 
for NICU services, such as history of preterm labor or birth, prior baby with low birth 
weight, or diagnosis of hypertension or diabetes 
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 Inappropriate ED Visits. Identifies members at risk for non-emergent and preventable 
ED use including visits for conditions that are more appropriately treated outside the 
ED 


Notification 


A key member of the case management team is the PCP. We notify PCPs to enlist their 
assistance in developing a comprehensive care plan requesting clinical and psychosocial 
information and sharing utilization information. We routinely advise the PCP when changes 
are made to the treatment plan and solicit the PCPs continued input. 


Assessment 


Amerigroup is committed to gathering the most complete and accurate information possible. 
We conduct all assessments in a way that is culturally sensitive to the needs and preferences of 
the member, including performing assessments in the member’s preferred language. 
Assessment data forms the foundation of all care planning and future healthcare 
interventions. 


Our six Case Managers use the Amerigroup Universal Assessment Tool, which builds the 
Universal Care Plan and includes assessment of monitoring of service coordination, for 
example, high-risk pregnancy, Children with Special Health Care Needs, and pain levels. 
Data captured through this process is stored in our IAP and supports many of the case 
management and quality activities.  


We are a member-centric organization. We believe that the member is in the center of their 
healthcare decision and processes. In order for them to make informed decisions, we promote 
shared decision-making among our staff with our members and between our providers and 
members. Educational materials in their prevalent language, high percentage of providers 
with different language abilities, and translation services ensure that the member is provided 
the information in a way they can best understand and use it. We target the identification of 
health literacy in our communications with our members. We include two health literacy tools 
in our comprehensive assessments with members – the REALM (English health literacy 
screening tool) and SAHLSA (Spanish health literacy screening tool).  


Amerigroup Case Managers conduct an in-depth, comprehensive, clinical and psychosocial 
assessment in which they gather information about: 


 Psychosocial needs 


 Supportive housing needs 


 General health status, including possible pregnancy 
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 Behavioral health status 


 ED usage 


 Hospital admissions 


 Medications 


 Health care utilization history 


 Functional capacity and the need for supportive services, special needs 


 Preventive healthcare history 


 Delays in child development 


The assessment uses branching logic to probe into more than 20 potential clinical areas for 
risk factors.  


Prioritizing Care  


At the conclusion of the assessment, the Case Manager assigns the member to one of five 
acuity levels to further define the level of case management needed.  


Table 5.1.11.5-3. Acuity/Risk Levels Align Care Management with Member and Family Needs 
Acuity Levels Criteria Frequency of 


Contact 
Complex/ 
Catastrophic 


The member’s medical, psychosocial, safety, and/or 
functional status is extremely unstable; uncontrolled 
utilization of acute care; lack of Care Plan progress and/or 
adherence due to instability; requires intensive trans‐
disciplinary interventions and monitoring. 


Weekly 


Severe Risk The member’s medical, psychosocial, safety, and/or 
functional status is severely unstable; frequent admissions 
or e‐admissions; lack of Care Plan progress; requires very 
frequent interventions, adjustment, and monitoring of the 
Care Plan to increase the likelihood of adherence and goals 
achievement. 


Every one to two 
weeks 


High Risk The member’s medical, psychosocial, and/or functional 
status is unstable, requiring more frequent interventions 
and monitoring; exhibits a significant risk for admission or 
re‐admission to an acute care setting or safety risk. 


Every three to four 
weeks 


Medium Risk Services are well coordinated; however still requires 
support and follow‐up to ensure compliance. 


Every one to two 
months 


Low Risk Stable, safe environment and following an established Care 
Plan. Care management focuses on continued stability and 
increased likelihood of positive outcomes. 


Every two to three 
months 
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The Case Manager then coordinates communication among the Case Management team, 
including the member, parent or guardian, providers, and community resources. We provide 
all practitioners who serve the member with contact information so that they can call our staff 
for consultation and technical assistance if a member presents with disorders outside of the 
practitioner’s expertise, such as developmental delays or behavioral health conditions. With 
an early understanding of each member’s needs, we can quickly direct the member to any and 
all available services and programs.  


Amerigroup’s predictive model, the Chronic Illness Intensity Index (CI3), uses a tiered 
approach to examine multiple data sources and identify members with the most acute needs 
and those most at-risk for inpatient care. This tool is used to prioritize members for more 
immediate outreach by our Case Management team. CI3 incorporates review of physical and 
behavioral health conditions, utilization, and pharmacy use, providing us with a clear picture 
of all the specific risks for each individual.  


This model has proven to be reliable and accurate in determining the future risk for members 
at the individual and population levels. After CI3 assigns a score to each member, our 
predictive model filters their data through clinical criteria that prioritize individuals with 
clinically manageable conditions. Additionally, we use the Likelihood of Inpatient Admission 
(LIPA) index to identify members who are most likely to be admitted to the hospital, based on 
past inpatient utilization. Members enrolled in the highest levels of Case Management receive 
a monthly CI3 score, which drives re-stratification and program reassignment. 


Care Treatment Plan 


Our Case Managers prepare personalized care treatment plans based on the results of the 
assessment within 90 days of membership that maps out coordination of all services from 
caregivers and providers to help improve the member’s quality of life. We include the member 
in the development of the plan using information gathered during the assessment and from 
ongoing interaction with the member, their families, or caregivers.  


Care treatment plans guide members in reaching their treatment goals while avoiding any 
barriers along the way. Plans may include a combination of telephone and field-based services 
delivered by a multidisciplinary team to ensure that all medical, behavioral, functional, and 
social service needs are addressed. These plans also include member preferences, 
interventions for each diagnosis, short- and long-term goals, interventions designed to assist 
members in achieving goals and identification of barriers to meeting goals or complying with 
the care treatment plan. 


An effective care treatment plan also considers all services available to the member from the 
community, including State and county agencies, volunteer associations, and public assistance 
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programs. Our Case Managers coordinate all the input from these services with information 
from the member and PCP to create a comprehensive care plan. 


Designation of a PCP 


In an effort to support the best coordination of services for our members, we ask them to 
choose a PCP as their medical home. If they are unable to decide, we select one for them, but 
they are able later choose another PCP, if necessary. Our Case Managers support these 
member-provider relationships. 


Case Management Program Staffing (§4.8.18.3) 


Amerigroup uses a model to predict staffing needed to meet the service requirements of our 
members. We use this to identify the number of Case Managers to deploy. Please see Section 
5.1.10.1 for a more detailed description.  


We currently have six Case Management employees reporting to the Vice President of HCMS 
under the current Contract including: 


 Two Non-OB Case Managers 


 Two OB Case Managers 


 One Behavioral Health Case Manager 


 One Social Worker 


As a company that lives our mission, our commitment begins with recruiting and hiring Case 
Managers who share and support our vision, mission, and values. We reinforce this 
commitment through ongoing educational efforts to improve the knowledge, skills, and 
capabilities of the employees who serve our members. Our Case Managers are passionate 
about the service they provide and are committed to the members they serve. A foundation of 
this passion and commitment is the fact that they live in the same communities as our 
members and are representative of these areas.  


Our most recent employee satisfaction survey showed that our Case Managers are among 
Amerigroup’s most satisfied employees because they understand their mission and believe in 
their job, and they see the company as customer focused and caring about members. The 
survey also revealed that staff believes the company does a good job of serving members, thus 
demonstrating an alignment between staff perception and our capabilities. 


Because of our Case Management staff’s passion and commitment to serving members, they 
are focused on engaging these members in Case Management programs. Through techniques 
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such as motivational interviewing, Amerigroup Case Managers can successfully encourage 
members to participate in programs that promote positive health outcomes.  


Case Management Conditions (§4.8.18.4) 


Our Case Management services incorporate strategies of predictive modeling identification 
and stratification and comprehensive assessments to identify and target high risk members.  


Chronic Condition Case Management includes but is not limited to the following conditions: 


 Congestive Heart Failure (CHF) 


 Coronary Arterial Disease (CAD) 


 Hypertension (excluding Mild Hypertension) 


 Diabetes 


 Chronic Obstructive Pulmonary Disease (COPD) 


 Asthma 


 Severe Mental Illness 


 High-Risk or High-Cost Substance Abuse Disorders 


 Severe Cognitive and/or Developmental Limitation  


 Members in Supportive Housing 


 Members with Complex Conditions 


 Health Conditions that warrant case management such as cystic fibrosis, cerebral 
palsy, sickle cell anemia  


Case Management Strategies (§4.8.18.5) 


The following sections describe our Case Management strategies currently in place. 


 Patient-centered case management for members with complex conditions 


 Complex and integrated case rounds and clinical oversight 


 Training of and coordination between medical and behavioral health practitioners 


 Targeted behavioral case management 


 Case management for supportive housing 


 Case management for members with high-risk pregnancies 
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 Predictive modeling 


 Disease management methodology  


 Use of evidence-based clinical practice guidelines (CPGs)  


Patient-Centered Case Management for Members with Complex Conditions  
We work collaboratively with DHCFP to determine 
member race and ethnicity and organize interventions 
specifically designed to reduce or eliminate disparities 
in health care. Our innovative Case Management 
program promotes early identification and 
prioritization of members with the greatest risk levels 


helping to improve health outcomes associated with the following medical conditions: 


 Congestive heart failure (CHF) 


 Coronary artery disease (CAD) 


 Hypertension (excluding Mild Hypertension) 


 Diabetes 


 Chronic Obstructive Pulmonary Disease (COPD) 


 Asthma 


 Members with complex conditions 


 Health conditions that warrant case management such as cystic fibrosis, cerebral 
palsy, or sickle cell anemia 


Our model assesses each individual to identity the full range of needs, including physical and 
behavioral health, social support, and environmental deficits, and engages them in an 
integrated, member-driven, person-centered care treatment plan. We address concomitant 
behavioral health diagnoses as we evaluate the entire person’s conditions and health needs 
incorporating treatment plans for the following conditions: 


 Severe Mental Illness 


 High-risk or high-cost substance abuse disorders 


 Severe cognitive and/or developmental limitation 


 Members in supportive housing 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-232 
November 15, 2012 


Case Managers coordinate among all treating providers, including coordination of behavioral 
health and communities based organizations. In our experience, this model fosters improved 
communication among providers and other resources, better health outcomes, increased 
quality of care metrics, greater emphasis on 
disease prevention and management of chronic 
conditions, and improved access to specialty 
services. 


The cornerstone of our model leverages 
technology and data to identify members who 
would most benefit from Case Management, 
calibrate the intensity of the Case Management 
services to each member’s needs and establish a 
personalized care treatment plan that engages 
the member to improve their health status and 
adhere to their treatment plan.  


Our program considers the whole person while 
assessing each member’s physical, behavioral, 
and social needs. The Case Manager’s role is to 
engage members within identified risk 
populations follow them across healthcare 
settings, collaborate with other healthcare team 
members to determine goals, provide access to 
resources, and monitor progress. Case Managers 
work with members and their parents or 
guardians to identify specific needs and interface with the member’s providers, all toward the 
goal of coordinating access to quality, necessary and cost-effective care. They also facilitate 
member-directed care. 


We promote effective coordination among PCPs, specialists and behavioral health providers. 
Acting as the “integrator” of the process, this coordination occurs at three levels: 


 Enhanced Communication. Our integrated approach requires a high level of 
communication among treatment providers. This includes sharing relevant treatment 
information between physical and behavioral health providers. Our provider website 
includes tools to support these activities. 


 Communication Facilitation. Amerigroup Case Managers facilitate communication, 
acting as the hub around which these activities occur. After development of the care 
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treatment plan, the Case Manager shares this with the treating providers, delivering a 
copy of the plan to each one. 


 Regular Case Conferences. The Case Manager schedules and facilitates case 
conferences on a regular basis to move toward achieving treatment goals. These 
conferences can be scheduled with short notice so that all parties can share 
information regarding possible inpatient episodes or visits to the ED. Case conferences 
also provide a venue for members to share feedback with all involved parties. 


Complex and Integrated Case Rounds and Clinical Oversight 
Our clinical leadership, both medical and behavioral, seeks members with co-morbid 
conditions and actively collaborates as necessary to engage providers, members, and their 
families. 


 We conduct complex case rounds in which our physical and behavioral Medical 
Directors lead a multidisciplinary team of nurses, behavioral health clinicians, and 
social workers to strategize on meeting the holistic needs of members with complicated 
co-morbid needs. For individuals in treatment, clinical rounds offer an opportunity for 
UM and Case Management employees to anticipate risks that may compromise 
members’ sustained recovery and rehabilitation.  


For example, in support of a member with uncontrolled diabetes who is being 
discharged from a behavioral health facility, the behavioral health and medical clinical 
associates collaborate on an appropriate care treatment plan that brings diabetes under 
control while concurrently promoting sustained recovery for his or her behavioral 
health condition. 


 Additionally, when clinical rounds suggest that the member’s care treatment plan may 
benefit, our Medical Director may call the treating providers to discuss referral or care 
coordination strategies. This outreach, which is well-received by providers, ensures 
that cases in which members have complex medical and behavioral health components 
have appropriate clinical oversight.  


Training of and Coordination between Medical and Behavioral Health Practitioners  
Our training plan includes training of PCPs on behavioral health issues and behavioral 
health providers on integration and cultural competency. We introduce providers to a 
comprehensive provider website through which all providers can view information on 
behavioral health screening and care coordination tools.  


Our PCP training and our online resources educate PCPs about screening members for 
behavioral health disorders and provide guidance on when a member should be considered for 
referral to a behavioral health specialist. We also disseminate information on screening and 
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responding to members identified as having co-occurring mental health and substance abuse 
disorders and the importance of addressing both concurrently. 


Targeted Behavioral Case Management 
We directly manage behavioral health benefits for our members. Our operations fully 
integrate medical and behavioral health – including clinical oversight by medical and 
behavioral health Medical Directors, healthcare management, health information technology, 
claims, predictive modeling, and quality management functions. 


We currently manage a recovery- and resiliency-focused member-oriented behavioral health 
program that leverages a wide array of community-based supports to promote sustained 
independence for our members. This focus drives our coordination of care across both 
physical and behavioral health for members who have:  


 Severe Mental Illness (SMI) or Severe Emotional Disturbance (SED) 


 High-risk or high-cost substance abuse disorders 


Our Case Managers are skilled at structuring the array of support that best enable each 
member to remain in the community but also contribute to sustained recovery and resiliency 
through:  


 Review/coordinate/monitor wraparound services for the member 


 Deliver hands-on support through field-based case management 


 Develop/locate resources for the member in the community 


 Leverage psychiatric rehabilitation services and supportive housing, supported 
employment, and peer support  


 Ensure clinical continuity through outpatient follow-up, medication management, and 
family/support system engagement 


 Work with family/support system on education and guidance 


 Develop Crisis Plans to prevent, manage and, if necessary, access crisis services 


Amerigroup is strengthening our Case Managers’ skills to facilitate transformation in the 
lives of our members with mental illness through a focus on recovery. We have implemented 
an intensive two-day training for our Behavioral Health Case Managers. The training focuses 
on building practicing techniques that enable Case Managers to collaborate with members 
with SMI to create recovery-oriented care treatment plans that build on each individual’s 
strengths and foster self-determination. This includes identifying and linking members with 
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peer supports within their community. It also incorporates development of wellness action 
plans that reinforce recovery strategies, identify potential triggers, and act as a blueprint for 
crisis avoidance and management. The training also encompasses exercises that boost Case 
Managers’ coaching skills to promote sustained recovery. This training program teaches 
techniques and provides a theoretical background that links members with the skills and 
services they need to keep them on their recovery path. 


Our Behavioral Health team serving Nevada members participate in this training, enhancing 
our service to current members with behavioral health diagnoses, but also positioning us well 
should the State opt to remove the ability for members with SMI or SED to disenroll from 
managed care. 


Case Management for Supportive Housing 
We establish relationships with organizations throughout our services area to deliver 
supportive housing services, leveraging the successes of our affiliate health plan in Tennessee. 
Our Case Managers establish a plan of intervention tailored to each member’s needs that 
coordinates services from community organizations and housing facilities and ensures that 
members schedule medical and behavioral health appointments. For example, in Tennessee 
Amerigroup partners with Mending Hearts, supportive housing for women who have been 
incarcerated and who have co-occurring behavioral health and substance abuse disorders. 
Because they also accept children, we are able to secure the appropriate level of care for our 
members while still maintaining family unity, an important step in recovery. We will actively 
engage similar providers in Clark and Washoe counties. 


Case Management for Members with High-Risk Pregnancies 
We have established relationships with DHCFP’s District Offices in Clark and Washoe 
Counties, and we will collaborate to promote access to all available services for high-risk 
pregnant women. Coordination with these Offices is 
incorporated into care treatment plans for women with 
high risk pregnancies. 


Since 2009, we have implemented our full pregnancy 
management program in Nevada, Amerigroup’s 
Taking Care of Baby and Me®. This program provides 
each pregnant member with an array of services that support her and her newborn to provide 
the best opportunity to have a healthy baby and to be a successful mom. From identification 
through the birth of her child and the postpartum period, we support the member in each 
major stage, helping her achieve a healthy outcome. We address each case individually, one 
mom at a time, using innovative and proven strategies to identify, assess, inform, engage, and 
support our members. During the first six months of 2012, we achieved a 9 percent preterm 
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birth rate, significantly lower than the statewide average (2010) of 13.9 percent, according to 
the CDC and lower than our 2011 rate of 9.2 percent (Figure 5.1.11.5-11).  


Figure 5.1.11.5-11. Preterm Births at Amerigroup Significantly Lower than the State Average 


 


Through Taking Care of Baby and Me, we identify our pregnant members as early as possible 
through our welcome calls, enrollment information and routine Member Service interaction. 
Through the answers to key questions, screeners use our STORK (Statistical OB Risk) 
predictive model, refer members for follow-up. Members receive a risk score and are 
categorized into one of four groups: urgent, high, medium, or low. All members, including the 
low risk category group, receive informational materials. For those with risk factors and high 
scores, our specialized OB Case Managers conduct a thorough clinical assessment to further 
refine risk and develop individualized care treatment plans that correspond to each member’s 
risk level. For adolescent members who are pregnant, the care treatment plan reflects active 
engagement of the member’s parents or guardians when appropriate to facilitate a strong 
support system.  
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Pregnant members are also referred to key resources: 


 Nevada Supplemental Nutrition Program for Women, Infants & Children (WIC) 
provides nutritious foods to supplement the diets of pregnant, postpartum and 
breastfeeding women, infants, and children under age 5 who meet WIC eligibility 
requirements. The Program, working through health professionals, provides 
participants with: 


 Food Instruments for supplemental foods at no cost 


 Nutrition and breastfeeding education 


 Information on immunizations, prenatal care, and family planning 


 Information about other family support services available in their community 


 Nurse Family Partnership of Nevada’s Nurse Home Visitors work with low-income 
young women who are pregnant with their first child to achieve healthier pregnancies 
and births, stronger child development, and a path toward economic self-sufficiency. 
The nurse conducts weekly home visits during the mother’s pregnancy and continues 
to follow the family until the child reaches 2 years old. Their focus is on eating healthy 
during pregnancy, maintaining doctor’s appointments, and ensuring the baby is 
current on immunizations. 


 Women’s Resource Centers provide mothers with assistance obtaining diapers, car 
seats, high chairs, formula, and other baby items. Other services include:  


 Pregnancy Testing  


 Peer Counseling regarding pregnancy options 


 Limited Medical Ultrasound to determine fetal activity and viability 


 Post Abortion peer counseling and support groups 


 Referral Services to local resources, such as financial, medical, legal, housing, and 
general assistance  


 Baby’s Bounty is a one-time assistance program regardless of how many children are 
in the family. Pack N’ Plays can be requested as part of the safe sleep initiative and 
other items available include bath tubs, diapers bags, toiletries, clothes, car seats, and 
baby swings (when available). The service is limited to Case Managers who must pick 
up and deliver the items to the home or hospital. 
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 Nevada 211 is a referral source for individuals to dial from their telephone for access 
to: 


 Basic human needs resource  


 Physical and mental health resources  


 Financial stability  


 Programs for children, youth and families  


 Support for older Americans and persons with disabilities  


 Volunteer opportunities and donations  


 Support for community crisis or disaster recovery 


 Text4Baby.org delivers three free text messages per week regarding pregnancy tips and 
educational information. The program lists their four goals as: 


 Demonstrate the potential of mobile health technology to address a critical national 
health priority: maternal and child health 


 Demonstrate the potential of mobile health technology to reach underserved 
populations with critical health information 


 Develop a base of evidence on the efficacy of mobile health interventions 


  Catalyze new models for public-private partnerships in the area of mobile health 


 Babies Are Beautiful through Valley Hospital program offers: 


 Referrals to a private OB/GYN physician (some restrictions may apply) 


 Help with filing Medicaid applications for financial assistance, or other help in 
determining the best payment option for expectant mother and referrals to Nevada 
Check-Up 


 Discounts for lab work and ultrasounds 


 Free prenatal education classes 


 Free access to a certified lactation educator for breastfeeding issues 


 Referrals to community agencies 


 Hospital preadmission registration 


 Free diaper bag filled with special gifts and educational materials 


 Family Ties of Nevada - http://familytiesnv.org/ is a family-run non-profit organization 
that provides information, education, training, outreach, and peer support at no cost to 
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families of children and youth with special health care needs and the professionals 
who serve them.  


 Southern Nevada Children First - http://www.childrenfirst-nv.org/ assist young, 
pregnant women and young families attain self sufficiency through: 


 Behavioral Health assessments 


 Transitional housing program for ages 16-22 years old 


 Assist in obtaining birth certificate and social security cards for clients 


 Address barriers 


 Life Skills Classes (must attend 1x/week) 


 Connect with subsidized housing 


 Education & Training Program for ages 14-18 years old 


 Volunteer opportunities for young, pregnant women who cannot work 


 Clinical services: intensive case management 


 21 beds in their housing unit 


In addition, our Case Managers in Nevada facilitate community-based visits for high-risk 
members. Field-based clinicians make home visits to monitor our members and assist them as 
necessary, for example, accompanying them to high-risk OB and Perinatologist appointments.  


We also offer specialized support for families whose baby is admitted to the NICU to ease the 
often stressful process and facilitate a safe transition home. We work closely with the 
Maternal Fetal Medicine practice to identify babies who are most appropriate for our NICU 
program including those who are  


 Expected to be in the hospital for more than two weeks and who are: 


 Equal to or less than 34 wks gestational age 


 Equal to or greater than 2000 grams birth weight 


 Require ventilator care 


 Require major surgery 


 Have major congenital anomalies 


The Case Management process specific for the NICU program is shown in Figure 5.1.11.5-12. 
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Figure 5.1.11.5-12. Case Management NICU Work Flow Leads to Healthier Babies and Shorter 
Lengths of Stay 
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The program experience proves that promoting early family education and involvement in 
their infant’s care has significant benefits to include: 


 Decreased parental stress, depression, and anxiety 


 Increased confidence in caring for the infant 


 Developmentally appropriate interaction with their infant 


 Improved readiness for their infant’s discharge 


 Decreased length of stay in the NICU 


In 2012, we actively collaborated with HealthInsight (a non-profit organization that served as 
convener), Nevada State Health Division and DHCFP, the other Medicaid managed care plan, 
and the three largest obstetrical practices in Nevada to develop a CMS Innovation Strong Start 
grant proposal. One component of the proposal included the adoption of Centering 
Pregnancy, an evidence-based model for delivery system reform adopted in several states by 
Amerigroup to improve outcomes for maternal and child health. This model uses a group 
setting to maximize the opportunity to educate women and to help them learn from each other 
and their shared experience. Once awarded, we will implement this for DHCFP. 


Predictive Modeling 
We use a systematic, prospective approach when identifying and prioritizing our members with 
a risk of poor health outcomes, the Chronic Illness Intensity Index (CI3). We use our 
DHCFP-approved CI3 predictive modeling tool, that is based on the Chronic Illness and 
Disability Payment System (CDPS), created from population health research work performed 
at University of California San Diego. Amerigroup continually performs research and 
analysis of its toolsets and will evaluate replacements when appropriate to improve results.  


Our CI3 system is recognized in the healthcare industry and in all 13 states where Amerigroup 
operates, including Nevada. Our approach employs our proprietary predictive modeling tool 
that synthesizes member data such as diagnoses, hospitalizations, ED encounters, 
expenditures, and demographics, to develop individualized risk profiles. This tiered approach 
(STORK assessment, COR score, and CI3 predictive model) is particularly useful for those 
members who are challenged with complex, interlocking behavioral and physical health 
conditions. Such members typically benefit most from case management. 


Disease Management Methodology is Employed for Case Management 
Amerigroup’s DM Program has Full NCQA Accreditation for Patient and Practitioner– 
Oriented Disease Management with the additional distinction of Performance Measures 
Reporting.  







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-242 
November 15, 2012 


Our DM program employs a multidisciplinary, continuum-based care team approach to 
healthcare delivery that proactively identifies populations who have or are at-risk for 
established medical conditions. We provide secondary and tertiary prevention interventions 
based on a comprehensive, multidisciplinary, system-wide approach. Our model encompasses 
evidence-based guidelines and provider practice and member empowerment strategies to 
improve members’ health outcomes. DM supports the practitioner-member relationship, 
treatment plan, and care treatment plan; emphasizes the prevention of exacerbation and 
complications using cost-effective, evidence-based practice guidelines and member 
empowerment strategies such as self-management; and continuously evaluates clinical and 
humanistic outcomes with the goal of improving overall health. 


The Disease Management Programs include the following: asthma, bipolar disorder, coronary 
artery disease (CAD), congestive heart failure (CHF), chronic obstructive pulmonary disease 
(COPD), diabetes, HIV/AIDS,  hypertension, major depressive disorder, obesity, 
schizophrenia, substance use disorder, and transplants. Eight 
of out DM programs are accredited with NCQA.  


Our CI3 predictive model describes the overall illness burden 
of a member using a prospective risk score based on the past 
12 months of experience. The rank on the CI3 list 
demonstrates a member’s severity of illness and assists in 
stratification with higher ranked members referred to Case 
Management and lower ranked members referred to Disease 
Management. 


For members referred to DM, DM Case Managers conduct a thorough assessment to 
determine each individual’s risk/severity level, which drives the intensity of DM interventions. 
The DM assessment then results in assignment of each DM participant to one of three levels 
of support, as summarized in Table 5.1.11.5-4. 


Table 5.1.11.5-4. Defining the Need for DM Based on Member Assessment 


Level  Description 


1 – Mild  Member’s condition appears to be well‐controlled and there are no immediate needs. 


2 – Moderate 


Member has between one and three needs and is appropriate for DM. An assigned 
Case Manager contacts these members for initial screening and clinical assessment, 
and they receive at least bi‐weekly telephonic contact for three months or until the 
goals are met.  


3 – High 


Member has more than three needs identified and is appropriate for DM. An assigned 
Case Manager contacts these members for initial screening and clinical assessment, 
and they receive at least weekly telephonic contact for three months or until the 
goals are met.  
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Our DM program also includes other programs to drive health improvements – Healthy 
Families and smoking cessation. Our healthy behavior and fitness coaching for kids (our 
Healthy Families program)improves health outcomes, a key goal in Nevada, by reducing 
childhood obesity which can have both immediate and long-term effects on health and well-
being, including cardiovascular disease, diabetes, increased risk for bone and joint problems, 
sleep apnea, and social and psychological problems, such as stigmatization and poor self-
esteem. In Healthy Families, Amerigroup Nevada initiates an outbound call to offer to partner 
with parents in the identification of potentially overweight pre-teen children. Children ages 7 
to 13 who qualify are provided six months of healthy behavior and fitness coaching, including 
information about community resources. Amerigroup Nevada communicates program 
progress to the child’s PCP to reinforce the role of the medical home. 


Smoking cessation improves health outcomes by reducing smoking rates, especially among 
pregnant women, with a program in which more than 40 percent of participants have 
successfully quit smoking compared to mid-single digit success rates for the unassisted 
general population. (Nevada ranks 43rd among the states for smoking rates among adults, 
according to the Centers for Disease Control.) Amerigroup Nevada will offer a smoking 
cessation support program for adults 18 and older. This program includes individual cessation 
counseling (including outbound follow-up calls to participants), coaching to quit, cessation 
planning and support, and follow-up. 


Use of Evidence-based Clinical Practice Guidelines (CPGs)  
Amerigroup adopts and disseminates Clinical Practice Guidelines for acute and chronic 
medical and behavioral health conditions. Amerigroup, through a collaborative review 
process, involves board-certified practitioners from appropriate specialties in the development 
and approval of the guidelines. The Amerigroup Medical Policy Committee (MPC) maintains 
oversight of the review process. We distributed updated guidelines, approved by our local MAC 
in 2011(with 2012 review in process), to practitioners and posted on our provider website. 
Please see Standard II: Systematic Process of Quality Assessment and Improvement (§4.8.6) 
Subsection Use of Clinical Care Standards/Practice Guidelines (§4.8.6.4) for a detailed 
description of our Clinical Practice Guidelines and Review and Dissemination Processes. 


Case Management Innovations: 


Amerigroup proposes to share our corporate-wide expertise with DHCFP on the following 
innovative care coordination processes. We have implemented each of the following in at least 
one of our affiliate health plans, working collegially with the related state agencies.  


See the Confidential Technical Volume for proprietary information. 
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 Juvenile Justice. We acknowledge that care for individuals 
associated with the Juvenile Justice system is specifically 
carved out of this Contract, we offer our experience to 
DHCFP to implement a care coordination processes for 
youth exiting juvenile correctional facilities. In other 
Amerigroup health plans, we provide Case Management 
and linkage to community-based resources for 
transitioning youth across multiple domains, and we 
develop recovery-oriented transition planning. Transition 
plans reflect the appropriate level of care and recommended service array based upon 
the youth’s behavioral health and functional needs.  


 Pharmacy Medication Therapy Management. As an enhancement to our pharmacy 
management program, Amerigroup Medication Therapy Management (MTM) is 
conducted by specially trained clinical pharmacists working directly with the patient 
and prescribers. The program provides comprehensive medication management 
services aiming to ensure that each medication prescribed is appropriate for the patient 
in addition to being effective and safe and that the medication will improve clinical 
outcomes. Amerigroup’s MTM program is a collaborative effort between the 
pharmacist, the patient, the primary provider, and other members of the Real Solutions 
Amerigroup Medical Home team. Our MTM program includes several innovative 
strategies: 


 For members on multiple medications or those prescribed for chronic conditions, 
clinical pharmacists work with the Amerigroup Medical Home team to ensure that 
medications are appropriate, effective for their medical condition, safe with respect 
to co-morbidities and other medications being taken, and able to be taken by the 
member as prescribed. 


 The program leverages data to improve clinical outcomes, including mining of 
healthcare claims data such as pharmacy data through our CI3 predictive model. 
The CI3 uses this information to identify members eligible for outreach services 
and also prioritizes members for interventions based on their clinical severity. 


 The Pharmacy Lock-In program is both an MTM and a quality-based activity. 
When a member is identified who uses multiple pharmacies or has prescriptions 
from multiple providers, we reach out to the member and allow them to select a 
single pharmacy for receiving prescriptions. The pharmacist evaluates utilization 
and works with the prescriber and the member to identify and reduce duplicate 
prescriptions, drug-drug interactions, and overuse. 
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Amerigroup’s MTM program has shown return on investments (ROI) ranging 
from 2:1 to 8:1 depending on the level of activity and focus. The ROI reflects an 
ability to decrease hospital admissions, physician visits, and ED admissions and 
reduce the use of unnecessary and inappropriate medications. 


 Telemedicine. Especially in rural Nevada, a potential barrier to quality in the rural 
region is limited access to specialized behavioral health providers. In various parts of 
the country, Amerigroup is now exploring Real Solutions through collaboration with 
regional medical centers and large outpatient providers, such as Community Mental 
Health Centers, to establish telepsychiatry partners that can expand access for 
members in underserved regions.  


For example, our Georgia health plan collaborates with the Georgia Partnership for 
TeleHealth, Inc. Through active engagement, the State has seen a 200 percent increase 
in telemedicine encounters between 2008 and 2010. Amerigroup is committed to 
exploring similar programs throughout Nevada. 


 Enhanced Nevada’s care coordination with our Nevada Hospitalist program for 
discharge planning. We designed and implemented an innovative program with a 
hospitalist network in Nevada to reduce lengths of stay. In the program implemented in 
March 2011, all adult, non-obstetrical inpatient cases in Clark County are admitted 
through the hospitalist network of physicians, which provides direct, onsite patient 
management and discharge planning. Amerigroup concurrent review nurses work 
closely with the hospitalists and the facility to monitor member care. Savings results 
are still preliminary. 


We plan to implement a gain-sharing or shared savings component to the program by 
the end of 2012. This may eventually expand to a risk sharing model. 


Information Technology System for Case Management (§4.8.18.6) 


A key component of the Amerigroup MIS is CareCompass, our clinical care management 
solution. CareCompass provides care managers with a comprehensive solution for developing, 
documenting, managing, and monitoring care plans for our Medicaid and dual eligible 
members.  


CareCompass gathers and organizes member claims, 
lab results, immunizations, prior authorization, and 
demographic information to help the care team 
evaluate the member’s current health status and 
identify the services they should receive and any 
outreach activities for the member or their providers. 


CareCompass supports the Case Manager and other participants of the care team in 
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developing an appropriate care treatment plan for the member. CareCompass allows the Case 
Manager, in conjunction with other members of the care team, to: 


 Document the care plan, including short- and long-term goals, barriers, milestones, 
and interventions 


 Document progress towards meeting goals 


 Set follow-up reminders and interventions 


 Modify the care plan as necessary and appropriate to improve member health outcomes 


 Record interactions with the member, their designee, or the provider in support of the 
care plan, including telephone calls, care management activities, clinical interventions 
and outcomes, education information, care coordination across providers, and 
referrals 


 Deliver care plan and information on interactions and services provided to the member 
to members of the care team 


CareCompass is built on a series of screens that allow Case Managers to view and document 
all aspects of a member’s health status and care plan. For example, the member Overview 
screen, shown in Figure 5.1.11.5-14, provides a single consolidated view of a member’s 
information including: 


 Clinical conditions 


 Medications, including dosage and last refill date 


 Procedures, such as lab tests, EKGs, screenings, and MRIs 


 Recent activity (visits, medications) 
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Figure 5.1.11.5-14. CareCompass Consolidates Member Clinical Information into a Single View 


 


Case Managers follow DHCFP-approved policies and procedures that protect the privacy and 
security of protected health information while sharing the care treatment plan and health 
information with the member and providers in support of the care treatment plan.  


As the availability of a Health Information Exchange (HIE) evolves and more providers adopt 
Electronic Health Records (EHRs) and connect to HIEs, the methods for provider 
collaboration and care coordination will also evolve. To support the State’s efforts, our CEO 
and medical director serve on the Board working with DHCFP to bring HIE and EHRs to 
Nevada. 


During this transition, we are committed to delivering a suite of capabilities to our providers 
that enable effective information sharing regardless of their level of technology adoption. We 
believe that members should benefit from the care coordination benefits HIE can provide, 
regardless of whether the provider they choose has embraced EHR and HIE technology. Our 
plan supports all providers by communicating with them in the manner that works within their 
practice.  


As we move towards an integrated bi-directional data-information sharing world in support of 
HIE, we are moving our front-end transactional capabilities to more fully embrace EDI as the 
platform for transactional and clinical information sharing. This positions us to share clinical 
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quality and care-gap information with providers, caregivers, and members and extends our 
internal care coordination capabilities to our provider community. 


 Standard XV: IQAP Documentation (§4.8.19.1-2) 


Based upon our IQAP, our quality employees document all activities associated with 
monitoring and evaluating the quality of care across all services and treatment modalities 
through the use of electronic and paper files. Our IQAP Work Plan details the specific 
quality-of-care areas of concern to be monitored and the schedule for the activities involved. 
Our employees document all meetings, maintain meeting minutes, generate reports for studies 
conducted, and document the analysis of all data collected for reporting to all appropriate 
committees and agencies. We produce studies, reports, protocols, standards, worksheets, 
minutes, and other documentation that is made available to DHCFP and/or CMS as requested 
for quality assurance activities and corrective actions.  


 Standard XVI: Coordination of Quality Assurance (QA) Activity with Other   
Management Activity (§4.8.20) 


Coordination with other Management Activities 
As part of the IQAP, we provide a written process for coordinating all quality assurance 
activities with other management functions. We are aware that issues and information 
gathered during quality assurance studies, PIPs, reviews, surveys, member complaints, and 
other activities provide valuable data to improve our service levels across the plan. The Nevada 
IQAP identifies the other functional areas affected by QA activities and provides direction for 
the coordination of activities.  


Our QMC and quality employees share information across our organization. This works to 
improve the results of our credentialing and re-credentialing efforts, affect network changes, 
coordinate with benefits redesign, assist Medical Management, provide feedback to providers, 
educate our members, and improve the offerings of our member services.  


Documentation and Use of QA Activity Information 
We use many mechanisms to document and disseminate our IQAP system findings and 
recommendations. We analyze the adequacy of services, quality, utilization, complaints, 
grievance, appeals, member outcome measurements, provider closure of gaps in care, HEDIS 
and HEDIS-like measures, continuity of care, provider access and out-to-network usage, on 
an ongoing basis. These analyses form the basis of our daily improvement processes and are 
shared between appropriate departments and Quality committees.  
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Credentialing and Re-credentialing (§4.8.20.1)  
When we identify a provider who is out of compliance with our standards, our Provider 
Relations Representatives visit the provider in person and present a letter requesting a 
corrective action plan. These employees continue to monitor compliance and re-survey the 
provider after 90 days to verify that the provider is in compliance. Ultimately, we remove 
providers from our network if they do not take action to meet the requirements in their 
contracts and outlined in the provider manual. 


Feedback to Utilization and Risk Management (§4.8.20.2) 
We conduct an annual evaluation of the IQAP and UM Program in comparison to program 
objectives and activities, and the MAC and QMC review the results. Results and 
recommendations become the basis for each subsequent year’s activities. Unrealized 
goals/objectives may be carried over to the plan for that year. As part of the IQAP evaluations, 
Amerigroup Clinical Quality Management conducts member and provider satisfaction surveys 
to determine satisfaction with the Utilization Management process. We identify opportunities 
for improvement and initiate actions to meet program goals and member/provider 
expectations. We monitor results through ongoing surveys.  


Linkage with Management Functions (§4.8.20.3) 
Our IQAP ensures the coordination of performance monitoring activities including risk 
management, UM, credentialing, member services, health promotion, disease and case 
management, contracted services, and monitoring of member grievances, and appeals. 
Feedback from CAHPS and provider surveys drive changes in processes for both stakeholders. 
Requests for new services and local CPGs also drive our benefits. 


Trending Measures in Quality and Safety of Care  
We thoroughly investigate all potential Quality of Care issues, including those associated with 
infections, errors, or Never Events. Regardless of which department employees identify the 
potential issue (Claims, member Call Center, Provider Services, Utilization Management, or 
Quality Management), all inquiries are documented and routed to our IQAP Department, 
which is responsible for researching and tracking the issue in the quality database. Adverse 
incidents and critical events are immediately forwarded to our Risk Manager. Any Hospital 
Acquired Conditions, Never Events, and serious reportable events that we identify are 
investigated for cause or contributing factors and reported as applicable by State or federal 
regulations. 


Performance Improvement Projects  
The Quality Department monitors all PIP data results at least annually. Employees review 
data results in comparison to the goals and benchmarks we have established and identify 
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areas exceeding or not meeting the goals. When data points do not meet goals, relevant 
workgroups discuss results for identification of barriers for members, providers, and the 
health plan. We implement new interventions and actions to address the identified barriers 
and re-measure the following year. 


Sharing Quality Improvement Information with our Providers  
Amerigroup providers receive information about the IQAP goals and progress toward meeting 
the goals, PIPs, and initiatives through health plan orientation, newsletters, bulletins, 
performance reports, Provider Relations Representatives, provider manuals, our provider 
website, and office site visits. We also publish updates on quality activities in the provider 
newsletter and on the website. 


Sharing IQAP Information with Our Members 
We inform members about our IQAP routinely by: 1) reviewing quality initiatives with HEAC; 
2) sharing CAHPS and HEDIS scores and the actions we are taking through annual member 
newsletters; 3) posting information on the member website. For example, dissemination of 
specific quality processes and results to members are provided through newsletters and on the 
member website including: HEAC results, HEDIS results for preventive care and chronic 
diseases and conditions, CAHPS findings, and member satisfaction with services results. 


Sharing IQAP Information with DHCFP  
When requested or at least annually, we provide DHCFP with the IQAP, IQAP Annual Work 
Plan, Periodic Reports for Performance Improvement Projects, CAHPS, HEDIS and other 
prescribed measure reporting, and all other required information through the processes 
outlined in the Contract. We also share the actions taken in response to the EQRO findings 
each year with DHCFP.  


 Standard XVII: Data Collection (§4.8.21) 


Specific Areas of Study (§4.8.21.1) 
We submit uniform data set reports for UM, QA, CAHPS, Provider Satisfaction, cost, and 
complaint data routinely to DHCFP, in accordance with Contract requirements. In addition, 
all periodic data measures for quality and performance measures, (HEDIS), will be submitted 
as required by the Contract. 


Timely Submission of Studies (§4.8.21.2) 
We submit all reports in a timely fashion to DHCFP, in accordance with the Contract 
requirements. 
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Monitoring and Tracking of Grievance/Appeal Information for TANF (§4.8.21.3) 
We document member grievances, appeals and Fair Hearing referrals in the member record 
database. The system documents the date of the receipt automatically and the date of 
resolution when employees close the item. From this database, we can extract the data used in 
our required quarterly reporting to the agency. The database also calculates aging from date 
of receipt, which helps us validate compliance with the state grievance and appeal resolution 
turn-around time standards as set forth in our current Contract with DHCFP. 


 Standard XVIII: Dispute Resolution (§4.8.22) 


We follow standard policies and procedures to respond to provider questions and 
to perform dispute resolution. Provider services are handled through our Provider Relations 
Representatives and by Amerigroup Provider Services employees at the National Contact 
Center. We train employees to respond quickly and accurately to all inquiries from health plan 
providers and have a variety of tools available to assist them with their responses. Our 
employees log provider contacts regarding grievances and appeals into the core operations 
system for tracking and reporting, and Provider Services Representatives follow-up. We 
maintain the written record of disputes within the core system which documents all of the 
following: 


 The nature of the dispute 


 The date filed 


 Dates and nature of actions taken 


 Final resolution 


Our team of professionals is responsible for ensuring that 
we meet or exceed the goal of 80 percent of all disputes 
resolved within 30 calendar days of the initial inquiry. 
Our current resolution rate is 90 percent within 30 
calendar days from receipt.  


We support a two-tiered approach to provider disputes, and appeals. Our dedicated Provider 
Grievance System employees, including our Provider Relations Representatives and 
Amerigroup’s NCC-based Provider Services Hotline staff who handle telephone inquiries, 
initially handle verbal grievances. If the provider is dissatisfied with the resolution of the 
verbal grievance, the provider can elevate the dispute to a formal appeal. Our provider appeals 
process complies with all federal and State regulations regarding claims processes and 
appeals.  
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Quality Assurance (§5.1.11.5.B) 
Amerigroup’s response to question RFP Section 5.1.11.5.B includes: 


 5.1.11.B. Describes Amerigroup’s Continuous Quality Improvement (CQI) process 
used to monitor and measure quality improvement in compliance with the State’s 
Quality Assessment and Performance Improvement Strategy (QAPIS).  


 Scope of Work 4.9. Reviews our Compliance with each of the DHCFP QAPIS 
strategies  


 Scope of Work 4.7. Highlights our Nevada performance improvement project examples 
for DHCFP required Performance Measures. 


Introduction 
Since 2009, Amerigroup Nevada has joined DHCFP in a successful collaboration to provide 
care to Medicaid and Nevada Check Up members that focuses on continuous quality 


improvement and follows the State QAPIS. As a health plan that 
completely focuses on Medicaid and Nevada Check Up programs 
and through our work with our Nevada members, we know that 
many members are high-risk and high-volume users of healthcare 
services. Healthcare organizations that focus on commercial 


members may not understand the complexities and needs of Medicaid populations. 
Amerigroup Nevada is dedicated to serving the needs of the Medicaid population and brings 
years of expertise addressing Medicaid populations in more than 13 states. We continue our 
strong commitment to working closely with DHCFP to provide a community-focused managed 
care program that promotes health awareness and disease prevention. 


B. In adherence with the State’s Quality Assessment and Performance Improvement 
Strategy and Work Plan in RFP Section 4.9, how will you monitor and measure 
quality improvement of the care delivered to enrolled recipients? 


Amerigroup’s quality employees implement specific CQI processes to monitor and measure 
quality improvement of care delivered to our Medicaid and Nevada Check Up members. In 
Section 5.1.11.5.A, we provide details of our internal quality program including our Internal 
Quality Assurance Program (IQAP) team and quality committees that monitor, measure, 
evaluate, and recommend quality improvements for implementation. Our Nevada Quality 
System is data-driven to target the identification of areas for improvement in Member quality 
of care and treatment. 
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Monitoring and Measuring Quality of Care for our Members 


Input Sources. To monitor the quality of our care improvement for our members, our CQI 
feedback system begins with identification of quality impact areas through collection and 
tracking of quality input from the following direct communications with our members and 
providers, the Health Education Advisory Committee (HEAC), Consumer Assessment of 
Healthcare Providers and Systems (CAHPS), participant input from quality committees, 
provider satisfaction surveys, community agencies and resources, and organization/employee 
input. Other key input is received from DHCFP, Health Services Advisory Group (HSAG), 
Nevada Health Departments (registries and programs), and MCO/DHCFP workgroups. Our 
quality employees and committees use this input to determine areas of needed improvement 
and program design adjustments or additions.  


Data Sources. Integrated with our input sources, our quality data sources provide the 
foundation for our data-driven monitoring and tracking of quality areas that demonstrate 
performance improvement or areas to target with interventions. The following is a 
representative sample of current and future data sets for Medicaid and Nevada Check Up:  


 Member Data Sources. Population demographics, race, ethnicity, and language data, 
outcome data, DM/CM program data; physical, behavioral, Early and Periodic 
Screening, Diagnosis, and Treatment Program (EPSDT), Maternal/Child services 
encounter data, and medical records information.  


 Provider Data Sources. Claims, Provider Quality Incentive Program (PQIP), future 
Patient-Centered Medical Homes (PCMHs) indicators, Provider Profiles, and 
GeoAccess data.  


 State Data Sources. DHCFP enrollment files and other data, Health Department 
registries and program information, Health Information Exchange (HIE) and Health 
Insurance Exchange (HIX) (future) data sets, External Quality Review Organization 
(EQRO) audit results, and State-required performance measures and performance 
improvement projects (PIPs).  


 Plan Data Sources. Behavioral Health indicators, pharmacy, member safety data, 
HEDIS and NCQA requirements, internal audits, credentialing, utilization, Inter-rater 
reliability data, customer service line metrics, Nurse HelpLine metrics, medical record 
audits results, subcontractor indicators, and PIP results. 
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These input and data sets are analyzed and evaluated by our quality team. Figure 5.1.11.5-15 
describes our quality feedback loop that drives our member quality of care performance 
improvement. 


See the Confidential Technical Volume for proprietary information. 


 


Analysis of Quality Performance and Recommendations 


Our quality committees evaluate reports, analyze outcome data, and recommend improvements 
and enhancements to our quality system. Our committees include quality experts in their fields 
of practice, our medical directors, pharmacists, practicing Nevada network providers, and 
population-representative members. Each committee has specific directives that work in 
unison with those of each sub-committee and advisory board to provide recommendations 
based on data-driven analyses for the improvement of our programs and services. Through 
our quality committee structure as shown in Section 5.1.11.5, we carry out tracking, 
monitoring, evaluating, and providing recommendations for our quality performance 
enhancement. 


Implementation of Recommendations for Improvement 


Amerigroup employees implement the quality committees’ recommendations across all 
functional areas for changes in processes and programs, system enhancements, and proactive 
approaches to improve health and service outcomes of our members. These changes or 
enhancements, as well as the ongoing sources of quality data and information, continue to be 
analyzed for ongoing improvements through our CQI feedback process.  


We conduct an annual evaluation of the IQAP, utilization management (UM), disease 
management (DM), and case management (CM) programs in comparison to program 
objectives and activities and submit the results to the Medical Advisory Committee (MAC), 
Quality Management Committee (QMC), and the Corporate Quality Improvement Committee. 
Results and recommendations become the basis for each subsequent year’s IQAP work plan 
activities. Unrealized goals/objectives may also be carried over to the plan for that year. For 
example, we analyze overall cultural diversity and competency through member and provider 
feedback and educational materials, employee training, and the activities described in our 
annual Cultural Competency Plan.  


Examples of improvements from member input are outlined in Section 5.1.11.5.A and later in 
this section. We have incorporated recommendations from DHCFP and HSAG into our 
operations and performance improvement processes. Provider input from quality committees 
and provider satisfaction results drive our outreach to providers and enhance supports and 
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incentives offered to our provider network. HEDIS and NCQA performance audits and 
accreditation processes support ongoing intervention development and outreach to members.  


Ongoing Quality System Performance Improvement 


Amerigroup implements a multi-faceted analytic process to identify and evaluate our Nevada 
quality performance. We use the Plan Do Study Act (PDSA) cycle and embed the use of other 
quality management tools within that cycle. This process includes a drill-down analysis 
(Ishikawa diagramming) of an identified performance measure to determine barriers to 
achieving DHCFP QAPIS goals and interventions to promote care and services related to 
those goals. This is discussed in greater detail in this section. 


 Nevada Quality Assessment and Performance Improvement Strategy (QAPIS) 
(§4.9) 


Amerigroup Nevada works collaboratively and cooperatively with the DHCFP’s External 
Quality Review Organization (EQRO) Health Services Advisory Group (HSAG) as they 
monitor the quality of the services.  


Compliance with State, Federal, and State Statutory and 
Regulatory Requirements on Quality 


We provide and evaluate all of our MCO activities under the 
Contract. We have gathered data, analyzed the effectiveness of our 
programs, and reported the findings to DHCFP and HSAG. We will continue to provide all 
required reporting and additional information when requested, and we will participate in 
additional EQRO activities as assigned and required by DHCFP. 


NCQA Accreditation Demonstrates Compliance 
Amerigroup Nevada is the only health plan in Nevada with Medicaid accreditation. We 
received the NCQA Medicaid Accreditation with New Health Plan designation in 2011 and are 
currently the only Medicaid NCQA-accredited health plan in the State. In September 2012, 
during a re-accreditation for DM, we obtained the status of Accredited with Performance 
Reporting. NCQA awards the status of Accredited with Performance Reporting to 
organizations that meet or exceed its standards for DM accreditation and report results for a 
specified number of DM performance measures.  


We follow NCQA quality, UM, and compliance standards for all NCQA components and 
domains. We integrate our NCQA Accredited Disease Management Program, along with our 
Care Management and Health Promotion Programs, into our Internal Quality Assurance 
Program (IQAP) (described in Section 5.1.11.5.A) to facilitate the delivery of the most 
appropriate, medically necessary care to members in the most cost-effective, least-restrictive 
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setting. Our programs are flexible and easily adapted to the needs of diverse populations, 
whether those needs involve attention to co-morbid conditions or cultural or linguistic 
preferences. In addition, they span a broad clinical spectrum including preventive and primary 
care, behavioral health treatment as appropriate (mental health and substance abuse 
disorder), specialty care, chronic conditions, medication management, and dental services.  


We have fully integrated our CM and UM processes in our IQAP for physical, behavioral, and 
psychosocial services. Behavioral health issues cross all populations at different levels of 
severity. Over 60 percent of members with multiple co-morbidities have a concomitant 
behavioral health diagnosis. Our DM program employs a multi-disciplinary, continuum-based 
care team approach to healthcare delivery that proactively identifies populations who have or 
are at-risk for established physical and behavioral health conditions. We provide secondary 
and tertiary prevention interventions based on a comprehensive, multidisciplinary, system-
wide approach that encompasses evidence-based guidelines, provider practice, and member 
empowerment strategies to improve members’ health outcomes for specific and multiple co-
morbid conditions. 


 Quality Measures (§4.7.2)  


As a healthcare partner of the state of Nevada, we focus on our compliance with 
all requirements set forth in the QAPIS and our Contract as we demonstrate by our 
compliancy report from the 2011 HEDIS audit (Nevada 2010-2011 EQR Technical Report):  


We have effective policies and procedures in place for collecting, processing, and reporting 
our HEDIS data, and we were found in full compliance with the HEDIS 2011 technical 
specifications.  


Our claims and encounter data systems employed by Amerigroup Nevada use sophisticated 
scanning processes and advanced software to ensure accurate data processing.  


To ensure accurate programming and reporting of the rates, we use certified HEDIS software 
for reporting HEDIS rates.  


We improved in all 22 comparable Medicaid rates 
over the previous period and had a remarkable 15 
out of 18 reportable rates above the 50th percentile, 
including nine rates above the 90th percentiles per 
the HSAG 2011 Technical Report.  


All three of our PIPs received an overall “Met” 
validation status, which represented an area of strength for Amerigroup and provided 
confidence in the technical aspects of the studies. This was the baseline reporting year for our 
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PIPs, so no comparison to the previous year’s results was available. (HSAG – Nevada 2010-
2011 EQR Technical Report.) The 2012 report reaffirmed that all three submitted PIPS 
maintained the overall “Met” validation status with a percentage score of critical elements at 
100 percent “Met.” 


Going Beyond the Minimum—Continuous Quality 
Improvement (CQI) 
Amerigroup Nevada goes beyond required quality 
processes through our enhanced strategies and those 
developed by DHCFP. Our “Investing in Quality” 
Team comprises all Amerigroup health plan 
employees in all operational areas and supports 
intensive analysis of our performance toward goals 
for DHCFP-chosen measures and all HEDIS 
measures. The following examples describe several 
of these CQI processes as we continuously Go 
Beyond the Minimum! 


DHCFP Collaboration Strategy. Every month, we participate in DHCFP collaborative 
meetings as part of DHCFP’s strategy to promote a collaborative quality improvement 
environment. This has been a very successful mechanism to share in the development and 
monitoring of performance improvement processes that both plans implement. We have 
embedded this CQI philosophy of collaboration within Amerigroup Nevada’s Culture of 
Quality, and we consider this collaborative process a key mechanism to support integration of 
the delivery system for Medicaid and Nevada Check Up to raise the quality of care for our 
members. 


As part of DHCFP’s strategy, we have collaborated with the State on two grant submissions 
for additional funding for intervention services including the Medicaid Incentive Program for 
Chronic Diseases (MIPCD) and the Strong Start Grant proposal, which targets high-risk 
pregnant women (Figure 5.1.11.5-16). We will begin implementation of the MIPCD Diabetes 
Self-Management Skills activity in December 2012 and the Strong Start’s Centering 
Pregnancy group program following the award to DHCFP. 
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Figure 5.1.11.5-16. Amerigroup Nevada Partners with DHCFP on Grants 
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Supporting State Responsibilities (§4.9.1) 


State Responsibilities (§4.9.1.1-5)  


As a partner with the State, we support all efforts and strategies for evaluating and assessing 
the quality of our managed care services. Amerigroup Nevada supports and implements all 
updates to the DHCFP strategies to improve the quality of services for our members and 
providers. We ensure compliance with all standards that DHCFP has established and 
cooperate fully with HSAG periodic reviews to document this. We are proud to be a part of the 
state of Nevada DHCFP healthcare strategy.  


CQI Monitoring through Data Analysis and Reporting to DHCFP  
As part of DHCFP’s quality improvement framework, we align our philosophy of CQI with all 
requirements of the State. When requested or at least annually, we provide DHCFP with our 
IQAP Program Description; IQAP Annual Work Plan; Annual IQAP Evaluation; Periodic 
Reports for Performance Improvement Projects; CAHPS, HEDIS, and other prescribed 
measure reporting; EQRO reports; and all other required information through the processes 
outlined in the Contract. The following are a sample of reports we use to internally monitor 
the quality of our services: 


 Annual HEDIS measurements audited by a third party and compared to findings from 
previous years and with national and State value-based performance goals 


 Third-party CAHPS assessments with results communicated to the MAC; QMC; and to 
our provider network through PCP office visits and our annual Quality Report 


 Annual provider satisfaction surveys 


 Operational reports on the aging, resolution, and trending of grievances, appeals, and 
complaints by provider and category 


 Ad hoc clinical care, service, and UM reports 


 Profiles of high-volume PCPs on HEDIS results and providing peer comparisons for 
well-child visits, diabetes mellitus, and cervical 
cancer screenings 


 Quarterly reports that identify members who have 
not received clinical service(s) based on nationally 
recognized guidelines 


 Semi-annual EPSDT/well-child exams, 
communicating missed opportunities 


 Other reports as indicated by DHCFP 
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 QAPIS Strategies (§4.9.2) 


Assessing the Quality and Appropriateness of Care and Services (§4.9.2.1)  


To ensure that the care and services delivered through our plan align with State and 
nationally recognized clinical criteria, we use the Nevada-specific Medicaid Services Manual 
(MSM) and nationally recognized sources of evidence-based criteria for our utilization review; 
we implement clinical practice guidelines within our case management and predictive 
modeling systems and with our providers. This promotes appropriate utilization of services and 
supports better health outcomes for our members.  


Identifying Quality of Care and Services 
We assess the quality of services through HEDIS, CAHPS, provider surveys, quality 
committee reviews, EQRO evaluation, and multiple other sources detailed in Section 
5.1.11.5.A. We use these methods to identify opportunities to improve the delivery of care and 
services to member, including those with special needs. Besides direct interventions through 
UM and CM, we use health fairs, printed materials (Ameritips), and mail and automated 
telephone reminders to encourage member self-care and health promotion. 


In addition, Amerigroup Nevada thoroughly investigates all potential quality-of-care issues 
including those associated with infections, errors, or never events. Regardless of which 
operational area identifies the potential issue, all inquiries are documented and routed to our 
IQAP, which is responsible for researching and tracking the issue in the quality database. We 
immediately forward adverse incidents and critical events to our Risk Manager. We identify 
hospital-acquired conditions, never events, and serious reportable events; investigate them for 
cause or contributing factors; and report them as applicable by Nevada or federal regulations.  


Appropriateness of Care 
We believe that the appropriateness of care is a four-pronged process that includes the State, 
health plan, providers, and members. Each population drives appropriate care through the use 
of standards, evidence-based criteria, professional knowledge, and personal desire to be well. 
All four play integral parts in our member-centric delivery system (Figure 5.1.11.5-17).  
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Figure 5.1.11.5-17. Everyone Participates in Driving Appropriateness of Care 


 


Appropriateness of Care Driven by DHCFP. We use the DHCFP QAPIS, the Nevada MSM, 
required performance objectives, and measures to support requirements for the delivery of 
appropriate services for recipients of the State’s funded medical programs.  


Appropriateness of Care Driven by Amerigroup Nevada IQAP/UM. To ensure appropriateness 
of care, we use the Nevada Medicaid Assistance Manual, InterQual criteria, and the Aetna 
Clinical Policy Bulletins to determine authorizations for physical and behavioral services for 
our members.  


We evaluate our UM employees annually to ensure consistency of application of these 
guidelines through a rigorous inter-rater reliability (IRR) process. Amerigroup Nevada has 
participated in IRR assessments since 2009. We require IRR testing for all employees who 
have successfully completed the 90-day probationary period and who apply criteria to 
determine medical necessity (our Medical Director as well as our UM clinical employees). 
During the probationary period, the UM manager of the new employee is responsible to 
monitor the employee’s work, including application of criteria. After successful completion of 
the probationary period, the employee enters the IRR testing cycle. 


Our outreach to our members to assess their needs provides us with specific information 
regarding their service needs. Members with special healthcare needs and those with high-risk 
conditions (both physical and behavioral) benefit from our added coordination and case 
management. 


Appropriateness of Care Driven by the Provider. To ensure that our providers use processes 
that result in the delivery of appropriate care, we support providers through various 
mechanisms.  







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-262 
November 15, 2012 


 Medical Practice Consultant outreach. We are working with three PCP practices that 
are implementing strategies toward becoming NCQA-Accredited PCMHs and seven 
PCPs PQIP practices that have attained Amerigroup Quality Certification. These 
practices include FQHCs and large PCP groups. Both medical home strategies 
promote incentives for provider practices that perform well, based on key performance 
goals that affect positive health outcomes of our members.  


 Amerigroup Nevada PCMH and PQIP reports. In support of our Amerigroup PCMH 
development in Nevada, we will deliver, through our provider website and Medical 
Practice Consultants, an array of reports that equip PCMHs with information to better 
manage their assigned members’ care. We deliver data on daily census; weekly 
summary of ED visits and missed care opportunities (members who are overdue for 
well-care visits or periodic appointments); and lists of high-risk members assigned to 
the Medical Home.  


Amerigroup providers receive information about the IQAP goals and progress toward meeting 
the goals, PIPs, and initiatives through health plan orientation, newsletters, bulletins, 
performance reports, provider relations representatives, provider manuals, our provider 
website, and office site visits. We also publish updates on quality activities in the provider 
newsletter and on the provider website. 


Appropriateness of Care Driven by the Member. Amerigroup Nevada is a member-centric 
organization and delivery system. We believe that members are at the center of their 
healthcare decisions. In order for them to make informed decisions, we promote shared 
decision making among our employees with our members and among our providers and 
members.  


Educational materials in our members’ prevalent languages, a high percentage of providers 
with different language abilities, and translation services ensure that our members receive 
information in a way they can best understand and use it.  


We target the identification of health literacy in our communications with our members. We 
will include two health literacy tools in our comprehensive assessments with members—the 
REALM (English health literacy screening tool) and SAHLSA (Spanish health literacy 
screening tool). In addition, we use the Patient Activation Measurement assessment with all 
case-managed members to identify their willingness to make key behavioral changes 
supportive of their positive health outcomes.  


We inform our members about our IQAP activities through: 1) Healthcare responsibilities 
delineated in the Member Handbook; 2) Representation on our HEAC; 3) Member 
newsletters; and 4) Information posted on our member website. For example, we disseminate 
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specific quality processes and results to members 
through newsletters and on the member website, 
including HEAC information, HEDIS results 
for preventive care and chronic diseases and 
conditions, CAHPS findings for member 
satisfaction with services, and provider 
satisfaction results. All of these quality-focused efforts support improvements in member 
satisfaction. 


 Cultural Competency (§4.9.2.2)  


Amerigroup Nevada has a current, DHCFP-approved Cultural Competency Plan. 
We view this as a living document that guides our interventions and sensitivities with all 
ethnic, racial, language-, age-, or gender-specific and disabled populations. We submit a 
revised Cultural Competency Plan annually, and we have met 100 percent compliance for all 
criteria listed.  


Collection of Race, Ethnicity and Language Data 
Amerigroup Nevada supports the development of new 
methods to collect, report and identify race, ethnicity, and 
primary languages spoken by our members. We currently 
obtain this data from DHCFP through the monthly 
enrollment files, and we collect additional information 


through a variety of member contact points. In Section 5.1.11.C, we describe our efforts to 
expand the collection of any revisions to this data and updating them to the DHCFP, in 
accordance with ACA Sec. 4302 Understanding Health Disparities: Data Collection and 
Analysis. 


Race/Ethnicity Analysis for PIPs  
For each PIP, we analyze the ethnicity distribution of services that our members access and 
identify gaps in care through stratified reports. The 
following examples show how we have used this 
analysis to change our interventions and outreach to 
support the cultural differences and address any 
known or unknown healthcare disparities. In 
particular, we are focusing our analysis on members 
in special needs groups to identify community 
connections and resources that resonate with their 
cultural needs. 
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Targeted Outreach to High Volume Diverse Communities 
Through our very significant cultural community-based outreach efforts, our work with 
community-based organizations on events (12 in the last month in targeted, culturally high- 
volume Medicaid member communities) and with the Latin Chamber of Commerce and the 
Mexican Consulate, we go beyond the requirements and delve into the cultural needs of our 
members. In the past year, we have reached more than 75,000 members and community 
individuals who do not have healthcare through our participation or funding of large 
outreach events.  


Hispanic Outreach Strategy. According to our ethnicity analysis performed for our diabetes 
PIP, ethnicity revealed no significant disparities for our diabetic member population. 
However, overall diabetes screening for all members is lower than the NCQA 50 percent 
HEDIS percentile, so we sought specific outreach interventions for each ethnic group. For the 
Latin/Hispanic population, our work with the Mexican Consulate and the Latin Chamber of 
Commerce revealed significant cultural findings. In this population, both diabetes and asthma 
are viewed as stigmas and resulted in reduced timely and preventive services related to both 
conditions. With that in mind, we are collaborating with the Consulate and the Chamber in 
developing an outreach educational program specific to this population and implemented by 
our Promotoras employees. This program will be implemented by December, 2012. 


Black/African American Outreach Strategy. We analyzed our HEDIS measure rate for 
potential race/ethnicity disparities in Childhood Immunization Status for Combo 2 and Combo 
3. The data showed a race/ethnicity disparity as defined by a lower rate of both Combos for 
Black/African American children. Targeted outreach to the high-volume Medicaid member 
communities is part of the identification of location for every outreach event. Our work on the 
Board of Directors of the Southern Nevada Immunization HealthCare Coalition (SNIHC) 
supports this process. We are being honored again this year as a community partner in 
childhood immunization and will be awarded the Silver Syringe Award for 2012. 


Our recent Amerigroup Nevada-sponsored Back to School event provided backpacks with 
school supplies to our child and adolescent members and others in this underserved 
community. This face-to-face contact provided us with another opportunity to educate parents 
and adolescents about the need for their preventive services. We will be opening a school-
based clinic in 2013 at the C.P. Squires School in Las Vegas to further our efforts in 
promoting EPSDT services to our members and other children and adolescents in need. Our 
plans include subsequently expanding school-based clinics in five other locations. 


In the sections below, we describe our detailed and in-depth analysis of our PIPs and other 
standard measures we report to DHCFP and HSAG. However, in this cultural competency 
section, the information regarding the ethnic distribution of ER usage patterns for 
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Ambulatory Care Sensitive Conditions is Relevant. We found that the White population over-
utilized the ER for ACSCs more than other ethnic sub-groups, followed by Black/African 
American and Hispanic. We describe our interventions in detail below in Monitoring of 
Established Standards and EQRO Evaluations (§4.9.2.3-4). 


 Monitoring of Established Standards and EQRO Evaluations (§4.9.2.3-4)  


We work cooperatively and collaboratively with DHCFP and HSAG to 
continuously improve the quality of care and services for Medicaid and Nevada Check Up 
members. As we have described, we provide access to all reports, medical records, data 
collection systems, and other sources of information to support the evaluation of our services.  


We work closely with DHCFP and HSAG on our PIPs and incorporate their 
recommendations, including their PIP flow analysis, into our processes as described in 
Section 5.1.11.5.A Performance Improvement Projects (PIPs) (§4.8.1.1-5). We melded our 
Deming-based PDSA model with the HSAG PIP Flow model to enhance our analysis of our 
performance. We use Ishikawa Fishbone diagramming to identify barriers and interventions 
to improve performance and establish suitable goals (Figure 5.1.11.5-18). 


Figure 5.1.11.5-18. DHCFP/HSAG Amerigroup Nevada Hybrid PIP Analysis Flow Model 
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Our quality employees monitor all PIP data results on an interim and annual basis. We review 
data results in comparison to the goals and benchmarks established by DHCFP and identify 
areas exceeding or not meeting the goals. When data points do not meet goals, we analyze 
results with our hybrid PIP flow process at the relevant DHCFP and internal workgroup 
meetings for identification of barriers for members, providers, and us. When it is necessary to 
quickly intervene, we apply the Rapid Cycle Learning process to identify necessary 
modifications to the PIP. We implement new interventions and actions to address the 
identified barriers and perform interim re-measurements. The following analysis of our PIPs 
is a combination of our work with DHCFP, HSAG recommendations, our “Investing in 
Quality” Team, and our implementation interventions that support our ongoing improvement. 


 Performance Measures Developed with DHCFP (§4.9.2.5)  


Navigation: In the following response to section 4.9.2.5 of the RFP, we also 
include reference to Section 4.7 of the Scope of Work. 


Amerigroup Nevada, working with DHCFP and using the HSAG hybrid methodology for 
setting performance goals, continues to strive to improve performance with the following 
improvement projects. For this response, we have enhanced the PIP descriptions that are 
familiar to DHCFP and HSAG to include the additional analysis and new interventions 
recommended in HSAG’s June, 2012 evaluation.  


 Childhood Immunization Status – Combo 2 
(§4.7.2.3)  


Childhood immunization status is a challenging issue for 
Medicaid and Nevada Check Up populations. Throughout 
2009, we concentrated our efforts on provider and member 
education and outreach, which included telephone 
outreach, mailings, newsletters, and community events. 
We routinely encourage our providers to submit data to 
the Immunization Registry and regularly download data 
from the registry to enter into our data stores. This added 
data source provides us with more accurate information on the actual immunization rates 
within the population and provides a more valid basis for performance improvement activities.  


When results did not dramatically improve following our interventions, we implemented an 
“Investing in Quality” Team where we applied the Amerigroup (CQI) approach to our 
concerns regarding low childhood immunization rates (Figure 5.1.11.5-19). We performed a 
barrier analysis to determine root cause and used the Ishikawa (fishbone) method for analysis. 
In addition, we reviewed an immunization barrier analysis on race, ethnicity sub-group, and 
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health disparities that showed that our Black members do have a significant difference in 
rates than Whites with regard to immunization rates.  


See the Confidential Technical Volume for proprietary information. 


 


We enhanced our interventions to include more events for our Medicaid and Nevada Check 
Up members in areas of highly concentrated population. We either directly participate in the 
event or fund events coordinated by other community organizations. We marked interventions 
(*) that were implemented during our mid-course correction, based on our interim analysis of 
performance, in the following discussions. 


Member-focused Interventions. Baby Shower Event in malls, *reminder letters to parents of 1-
2 year olds, annual EPSDT birthday cards, quarterly automated preventive services calls, 
member events, Immunization AmeriTips with member communications,*phone calls to 
members in selected ZIP codes and *fliers mailed to members in selected ZIP codes. 


Provider-focused Interventions. Monthly EPSDT physician reminder of overdue services, 
annual provider data-sharing reports, annual or as needed AmeriTips to provider offices, 
monthly PQIP/PCMH incentive program (education and reporting) for 5 large groups, quality 
visits to 10 largest groups (request records and provide educational materials for PCP and 
members), and missed opportunity reports. 


Community Collaborations/Outreach. SNIHC events in the North and South; Amerigroup 
Nevada-sponsored Back–to- School events (backpacks with school supplies); assisting other 
organizations with health fairs and events such as back to school, summer night programs, 
and immunizations; sponsoring the annual National Immunization Week; and sponsoring the 
after-school soccer program. 


 Lead Screening in Children (§4.7.2.7)  
Amerigroup Nevada will continue to monitor 


and report the number of children who had a lead 
screening by their second birthday by either capillary or 
venous lead blood tests.  


Organizational Intervention. Our lead screening rate 
increased from a low of 14.71 percent in 2009, during our 
first year of operation, to 33.33 percent in 2011, an 
increase over two years of 126 percent. We attribute this 
increase to a simplification of the process for obtaining 
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the test in the provider’s office. In 2010, we collaborated with the Southern Nevada Health 
District to obtain reports of Amerigroup members who had immunizations through the health 
district. In 2011, DHCFP approved our proposal to use the capillary method of testing, which 
is now being implemented in the other Medicaid MCOs. The process improvement reduced a 
barrier by eliminating the need for busy mothers of toddlers to make a second trip to the lab 
following the well-care physician visit. We recommended that DHCFP approve reimbursement 
to PCPs for obtaining and mailing the MedTox capillary sample (filter paper technology for 
lead screening) as part of the office visit. Once this practice change was implemented, the 
number of children receiving lead screening significantly increased (Figure 5.1.11.5-20).  


Figure 5.1.11.5-20. In-office Lead Screening Supports Significant Increase in Screening Rates 


  


Ongoing Efforts. Although this PIP was retired by DHCFP, this is a key measure for DHCFP 
and HEDIS that we continue to measure. We actively promote lead screening to parents and 
PCPs (pediatricians and family practice physicians) for children 12 to 24 months and any 
children under the age of 5 years. Representatives from MedTox continue to support training 
for providers. MedTox participated in our Town Hall meeting for our provider offices. We 
include the measure in our PQIP measures for provider incentives as well as in our Eliza 
(automated telephone) preventive outreach calls to our members’ parents or caregivers. We 
also send EPSDT member monthly overdue services reminders. 


Decreasing Avoidable Emergency Department Visits PIP 
In coordination with the DHCFP/HSAG Reducing Avoidable Emergency Department (ED) 
Visits Work Group initiated in 2010, we developed the PIP for decreasing avoidable ED visits. 
Our approved set of PIP interventions includes: 
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 New member welcome call addresses 24-hour Nurse HelpLine, “What is an 
Emergency” instruction, and a reminder to call the PCP first for non-emergent care  


 AmeriTips (24-hour Nurse HelpLine): Place in PCPs and OB offices, enclose in letters 
to members, and distribute at health fairs 


 Partner with Customer Service and 24-hour Nurse HelpLine to steer callers to 
appropriate settings  


Organizational Intervention for ED Utilization. Amerigroup developed a predictive model to 
identify at-risk ED members. We contact identified members for telephonic screening and 
refer them to Disease Management or Case Management as appropriate to their clinical 
condition. Based on decisions within the DHCFP Workgroup, we are also implementing the 
following CQI processes (Figure 5.1.11.5-21): 


 Modify our 24-hour Nurse HelpLine message to include information on colds and flu 
and palliative care suggestions 


 Promote UMC urgent care with providers to help direct their patients to an available 
source of ambulatory care in their community 


 Update all urgent care center 24/7 or after-hours services in the Member Services 
Reference regularly  


 Perform provider office audits to validate that extended hours are accurate and 
consistently available of members 


 Perform “Secret Shopper” reviews to verify answering services’ response time for 
provider callback 


See the Confidential Technical Volume for proprietary information. 


 


 Outreach to ED users with three or more avoidable ED visits through Case 
Management to identify barriers and facilitate follow up with the PCP or medical 
home. 


 Notify providers regarding members with three or more avoidable ED visits. 


To ensure that members have access to covered services, 
Amerigroup Nevada is implementing with this Contract a successful 
ED diversion intervention (Amerigroup On Call) adopted from 
several Amerigroup affiliates. This program promotes alternatives to 
receiving care in the ED. In addition to our Nurse HelpLine, 
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Amerigroup on Call offers members access to PCPs with extended hours, urgent care centers, 
limited services clinics, and physician telephone consults. During telephone consults, 
board‐certified, licensed doctors provide diagnosis, recommend treatment, and write 
short‐term, non‐DEA‐controlled prescriptions when appropriate—all of which broaden 
member access to ED alternatives, especially after hours.  


The following analysis incorporates our work with DHCFP and our internal processes.  


 Pregnancy (§4.7.2.1)  
Amerigroup Nevada is very supportive of DHCFP efforts to implement 
presumptive eligibility in Nevada. We know that in other states where 


Amerigroup serves pregnant members, this process appears to increase earlier entry into pre-
natal services that support an increase in the accuracy of gestational age dating that may help 
reduce pregnancy complications.  


Through internal performance improvement activities, we have steadily improved the HEDIS 
rates for the following pregnancy-related measures between 2009 and 2011: 


 Post-partum care from 42.08 percent to 58.75 
percent, an increase of 39.61 percent 


 Frequency of ongoing prenatal care (81-100 percent 
visits) from 22.85 percent to 65.95 percent, an 
increase of 188.62 percent 


 Timeliness of prenatal care from 56.33 percent to 
82.25 percent, an increase of 46.01 percent 


Through our holistic focus on maternity care, we applied a CQI team approach. Using the 
Ishikawa (fishbone) process, we identified a number of areas for attention. One outcome is the 
intended improvement in the HEDIS measures (Figure 5.1.11.5-22). To increase adherence 
with pre-natal visits, we offer the Text4Baby application as an educational tool. We have 
implemented Taking Care of Baby and Me® for all pre-natal members. For those members 
whom we identify as high risk, OB Case Managers provided outreach calls to members and 
work with provider offices to coordinate care. We include those members with previous pre-
term deliveries, pregnancy-induced hypertension, gestational diabetes, placenta previa, 
multiple gestations, and other high-risk conditions in OB Case Management Services. 
Amerigroup Nevada provides medically appropriate in-home monitoring of members 
requiring bed rest or limited activity. We encourage childbirth classes provided free to 
Medicaid members through the hospitals or provider practices to supply additional support 
and education for our pregnant members. 
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See the Confidential Technical Volume for proprietary information. 


 


We perform a follow-up call to all delivered members to make sure that they have scheduled 
their post-partum appointments and assist them if they have not. We advise them to schedule 
an appointment for their infant to start immunizations, and we encourage our new mothers to 
contact us with any concerns. 


Strong Start and Centering Pregnancy Program. On August 9, 2012, DHCFP submitted the 
Strong Start Grant proposal to target high-risk pregnant women. DHCFP included 
Amerigroup Nevada in the grant submission to implement the Centering Pregnancy Group 
Program post award. 


Amerigroup Nevada Internal Performance Improvement Project  
In addition to the State-mandated PIPs, Amerigroup designed and implemented a number of 
studies targeting improved healthcare outcomes for the Medicaid and Nevada Check Up 
population that we currently serve. Amerigroup Nevada continuously monitors the care that 
our members receive. When we identify opportunities for improving the quality of the care or 
services, we initiate a formal analysis to determine the most effective interventions. 
Identification may come from an internal source such as employee observations or data 
analysis, or from external sources such as DHCFP, CMS, or HSAG. We track the results of 
these interventions monthly or quarterly and report through our quality structure described in 
Section 5.1.11.5.A Standard IV: Active QA Committee (§4.8.8.1-5).  


Amerigroup Nevada OB P4P Pilot. Based on a Statewide concern over the ever-increasing 
Cesarean Section (C-Section) rate, the Nevada legislature enacted a law to reduce 
uncomplicated C-section payments to the level of a normal vaginal birth in an effort to reduce 
any financial incentive to perform unnecessary primary C-sections. Amerigroup Nevada took 
this legislative direction even further by implementing a pilot Pay for Performance (P4P) for 
obstetric care to reach several pre-natal, delivery, and post-partum indicators that support 
American College of Obstetrics and Gynecology Guidelines for obstetric care (Figure 5.1.11.5-
23). Launched in 2011 and implemented in January 2012, the program included 28 
participating obstetricians (OBs). In the past 12 months, Amerigroup providers have managed 
4,454 Medicaid deliveries. 
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Figure 5.1.11.5-23. OB Pay for Performance Pilot Timeline and Participation 


 
 


Amerigroup Nevada OB P4P Description. This program rewards eligible OBs who meet 
quality benchmarks and improvement targets. We selected the pilot program quality indicators 
based on an analysis of meaningful quality improvement opportunities for our members. OBs 
must meet all of the following requirements to be eligible for the program: 


 Execute an OB P4P Letter of Agreement with Amerigroup Nevada before enrolling in 
the program. 


 Participate in the program for the entire quality review measurement period to 
adequately measure quality 


 Maintain good standing throughout the program year with an open-panel status with 
Amerigroup Nevada 


For the 2012 program year, the quality indicators are as follows:  


 Post-partum Visits and Family Planning Services. The Amerigroup Nevada average 
post-partum visit rate is 58.8 percent. To qualify for this measure, the OB must have a 
post-partum visit average above 50th percentile (65 percent for the measurement 
period). 


 Initial C-section Percentages (without medical indication). The Amerigroup Nevada C-
section average was 37 percent in 2010 (higher than the national average of 31 
percent). In order for the OB to qualify for this measure, they must have a primary C-
section percentage below 33 percent for the measurement period. This applies only to 
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primary C-sections for pregnant members without established high-risk indicators. We 
identify such C-sections based on the diagnosis code submitted on the claim.  


 APGAR Scores. There are three categories of newborns for APGAR comparison (a 
simple and repeatable method to quickly assess the health of newborn children 
immediately after birth). To qualify for this measure, the OB must be above the 
Amerigroup Nevada APGAR average for the applicable newborns delivered to 
members in the measurement period. 


 Group 1 – 38 weeks and older (Amerigroup Nevada average is 7.9) 


 Group 2 – 34 to 37 weeks (Amerigroup Nevada average is 7.7) 


 Group 3 – less than 34 weeks (Amerigroup Nevada average is 6.7) 


 Frequency of Pre-natal Visits. The target threshold is seven or more pre-natal visits for 
each member, pro-rated based on length of eligibility with Amerigroup for the 
measurement period.  


 Percentage of Episiotomies. The Amerigroup Nevada episiotomy average is 9.5 
percent. To qualify for this incentive, the OB must have a rate at or below 5 percent for 
the measurement period. 


We measure the metrics for each Quality Indicator each quarter. 
When the OB meets all targets or thresholds, the OB’s 
reimbursement increases by five percent prospectively. We 
discontinue the increased reimbursement for any OB who fails to 
maintain the program thresholds and adjust payment prospectively 


until the OB meets the quality indicator thresholds in subsequent quarters. The program 
indicators will remain stable for follow-up years. We will add three additional OBs this year 
and we anticipate continued expansion of the program. 


Other DCHFP PIPs and Specific Required Measures That We Analyzed For Action: 


 Comprehensive Diabetes Care (§4.7.2.8)  
Amerigroup has participated in the DHCFP-required Diabetes Management 


Performance PIP since 2009. This study focuses on Nevada Medicaid-eligible members from 
18 to 75 years of age with diabetes (type 1 and type 2) who have received specific control levels 
(Hemoglobin A1c testing, LDL-C screening, and medical attention for nephropathy). Because 
Amerigroup Nevada began service on February 1, 2009, the eligible denominator for our 
Medicaid population in 2009 (HEDIS 2010) was minimal: 137 members between the ages of 
18-75 years of age in 2009. Because we were a new MCO in Nevada during 2009, plan-
specific data was not available from the previous years. 
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 The baseline 2010 HEDIS Medicaid hybrid rates were: HbA1c of 70.07 percent, LDL-
C screening 64.23 percent, and nephropathy screening 60.58 percent. Fee-for-service 
comparisons were not available.  


 For re-measurement year 1, HEDIS 2011 Measurement Year (MY) 2010 Medicaid 
hybrid rate for HbA1c testing, LDL-C screening, and nephropathy were higher than 
our 2010 baseline year but did not meet DHCFP established guidelines for the NCQA 
2011 Quality Compass 50th percentile. 


Table 5.1.11-5. HEDIS Diabetes Screening Measurement Rates for three years 
Measure  2009  2010  2011 


Diabetes Care: HbA1C Testing  70.07%  73.58%  71.57%  
Diabetes: LDL screening  64.23%  67.45%  64.38%  
Diabetes Care: Retinal Eye Exams 31.39% 48.58% 42.81%  
Diabetes Medical Attention for 
Nephropathy  60.58% 66.51% 68.95%  


 


Our Amerigroup “Investing in Quality” Team implemented interventions addressing a broad 
spectrum of care and services for diabetes, including health plan education, outreach to 
members and providers, and educational services and materials (Figure 5.1.11.5-24). In 2011, 
we standardized the interventions that provided specific outreach to members and providers. 
These interventions are as follows: Member interventions including automated telephone 
calls, outreach, mailings, health fairs, and distribution of AmeriTips; and provider 
interventions including Amerigroup newsletters, fax blasts, clinical guidelines, provider 
profiling with identified diabetes screening care opportunities, and medical record reviews. We 
use monthly and quarterly interim reports to monitor improvements made by our 
interventions. Based on continued improvement results, we will continue these interventions. 
In addition, Medicaid and Nevada Check Up beneficiaries who are at risk for or diagnosed 
with diabetes will receive rewards for participating in diabetes self-management programs 
conducted by Nevada’s Medicaid MCOs, the University Medical Center, or the YMCA.  


See the Confidential Technical Volume for proprietary information. 
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Partnership with DHCFP. Recognizing that rates remained below NCQA 50th percentile, we 
partnered with DHCFP to find more innovative solutions. In support of additional funding 
focused on quality improvement processes in Nevada, we supported DHCFP on a grant 
submission for intervention services for the Medicaid and Nevada Check Up populations. 
Nevada was awarded the MIPCD Grant and will begin implementation in December, 2012 by 
targeting members with diabetes to support their development self-management skills. For this 
grant, Amerigroup Nevada providers and members will work together on diabetes 
management skills with the assistance of our Disease Management Care Managers. The 
Nevada MIPCD will assign points, redeemable for rewards, for participation in programs to 
control weight, lower cholesterol and blood pressure, and avoid the onset of diabetes. 


 Use of Appropriate Medications for People with Asthma (ASM) (§4.7.2.6)  
While we were unable to report 2009 asthma medication rates due to the length of 


eligibility criteria, we did capture rates in 2010. For HEDIS 2011, our rate was 91.95 percent, 
which decreased to 85.52 percent in 2012.  


As described in Cultural Competency (§4.9.2.2), Amerigroup Nevada is working closely with 
the Mexican Consulate and the Latin Chamber of Commerce to develop a comprehensive 
Hispanic Outreach and Education program that will reach our Hispanic member communities 
through our Promotoras employees. We plan to roll out this program by the end of the year. 
For our Hispanic members with asthma, we will focus on reducing the cultural barriers—seen 
as stigmas—of the diagnosis. Because of this barrier, many Hispanic members do not seek 
timely, appropriate care for this condition. 


We have established an internal HEDIS work group— one of our “Investing in Quality” 
focus groups. Our interventions for our Medicaid and Nevada Check Up asthma populations 
include: 


 Member-focused Interventions. Collaborate with health promotion for health fairs and 
events, continue CM and DM programs, support Asthma Camp (described below), 
identify members who do not refill asthma medications for phone call reminders and 
education 


 Provider-focused Interventions. Distribute clinical practice guidelines on asthma, 
continue PQIP/Medical home, share data with providers 


 Community Outreach. An Amerigroup Nevada value-added benefit that supports the 
high rates of compliance is the access to local Asthma Camps sponsored by the 
American Lung Association for children with asthma. In a fun setting, children learn 
to manage their disease and use medication appropriately. Asthma Camps are a 
current offering for Medicaid members in Nevada, and we will continue to offer 
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coverage of them under the new Contract. Our program with the Mexican Consulate 
and the Latin Chamber of Commerce will be launched by the end of 2012. 


 Comprehensive EPSDT Healthy Kids (§4.7.2.2)  
Amerigroup Nevada well-child HEDIS measures continue to improve as the result 


of the dissemination of EPSDT reminders and improvements in data collection after a change 
in our medical record extraction vendor. We implemented the following interventions to 
increase the EPSDT services our members receive. 


Member-focused Interventions. Reminder letters to parents of 1-2 year olds, EPSDT annual 
birthday cards and annual automated telephone outreach calls (Eliza Calls), quarterly 
member events and Immunization AmeriTips with member communications, ongoing 
telephone outreach, and flyers to members in selected postal ZIP codes. 


Provider-focused Interventions. Monthly EPSDT physician reminders of overdue services, 
annual provider data sharing reports, annual distribution of AmeriTips to provider offices, 
ongoing PQIP/PCMH incentive program for five large groups, monthly education and 
reporting of progress, and quality office audits to 10 largest groups to review records, provide 
educational materials for PCP and members, and review missed opportunity reports. 


Community Collaborations/Outreach. Collaborating with Southern Nevada Immunization and 
Health Coalition on events, support for other organizations holding health fairs and events 
(for example, back to school, summer night program) and sponsorship of the annual National 
Immunization week. 


 Mental Health (§4.7.2.4) 
Amerigroup Nevada understands the 


importance of ensuring that Medicaid and Nevada 
Check Up populations receive medically necessary 
mental health and mental health rehabilitative 
services. Our experience in the past four years in 
Nevada and in the other 12 states where Amerigroup 
serves the Medicaid population shows us the 
importance of providing mental health care 
concurrent with physical healthcare to achieve 
optimum outcomes for each individual.  


We provide behavioral health outreach through our behavioral health case managers who 
make calls to members to ensure that they have follow-up appointments scheduled for seven 
and 30 days post-hospitalization. In addition, we have a behavioral health outreach specialist 
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who works with our members (and their families) regarding ADHD medication compliance 
and any ongoing behavioral issues. 


We will continue to report on all mental health HEDIS and other performance measures. 


Table 5.1.11-6. Level of Care for Nevada Check Up Mental Health Services 
 Quality Measure   MY 2009  MY 2010  MY 2011  
Mental Health Utilization‐Percentage of Members Receiving:  


Inpatient  0.13%   0.26%   0.31%  
Intensive Outpatient /Partial Hospital  0.17%   0.26%   0.38%  


Outpatient/ED  2.54%   2.80%   3.98%  
 
Amerigroup is strengthening our case managers’ skills to facilitate transformation in the lives 
of our members with mental illness through a focus on recovery. We implemented an intensive 
two-day training for our Behavioral Health Case Managers that teaches techniques for 
communication and collaboration with members with SMI. Using return demonstration and 
role-playing, Case Managers learn to create recovery-oriented care treatment plans that build 
on each individual’s strengths and foster self-determination. The curriculum includes 
methods to identify and link members with peer supports within their communities. It also 
incorporates development of wellness action plans that reinforce recovery strategies, identify 
potential triggers for relapse, and act as a blueprint for crisis avoidance and management. The 
training also encompasses exercises that boost Case Managers’ coaching skills to promote 
sustained recovery. This training program teaches techniques and provides a theoretical 
background that links members with the skills and services they need to keep them on their 
recovery path. 


 Dental Services (§4.7.2.5)  
Monitoring and assessment of the dental 


visit rate improvement for the Nevada Check Up 
population from 2009 to 2011, showed a 23.26 
percent improvement from 58.7 percent to 72.39 
percent in two years. 


Our 2012 Medicaid dental visit rate continues to 
improve to 53.2 percent, which exceeds the 50th percentile while our Nevada Check Up rate 
for 2012 exceeds the NCQA 90th percentile. Over three years, our Medicaid results have 
improved by 16.48 percent.  
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Information System That Supports DHCFP Quality Strategies (§4.9.2.6) 


We provide a detailed description of our health information system in Section 5.1.11.4.A-
(§4.8.4). 


We have been working closely with HSAG to enhance the Performance Tracking Tool that the 
MCOs use. This system had increased in its capabilities to offer more tracking and analysis 
features that support our PIP development, monitoring and evaluation process. The Chi-
square and p value calculator show statistically significant performance changes. We look 
forward to continuing this collaborative effort.  


 Intermediate Sanctions to Improve Quality (§4.9.2.7) 


Amerigroup Nevada acknowledges the role that sanctions from DHCFP may play 
in driving quality performance, and we are prepared to respond immediately to any sanctions 
that DHCFP may direct. Under our current Contract, we have received no sanctions.  


 Standards (§4.9.2.8) 


We have reviewed the Standards set forth in the RFP and in our current Contract 
for access to care, structure and operations, and quality measurement and improvement. We 
are currently meeting all of the standards under our existing Contract and will continue to 
strive for continued full compliance. Our processes are more fully described in the response to 
the related sections in Section 4.7, 4.8, 4.9 Scope of Work, and Section 5.1.11 Plan of 
Operations. 


Quality Assurance (§5.1.11.5)  
C.  In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor 


please describe their systems capability to collect and report race, ethnicity, and 
language over and above what is given to them by the DHCFP? 


Amerigroup Nevada understands that collecting and using race, ethnicity, and language data 
helps in identifying healthcare disparities and driving culturally sensitive interventions and 
solutions supporting enhanced quality of care for all members. 


Amerigroup Nevada is compliant with the recent 
NCQA HEDIS Measure of Diversity of Medicaid 
Membership changes and is able to report information 
in the required manner. Amerigroup closely monitors 
NCQA direction and recommendations and is 
currently pursuing NCQA’s Multicultural Health Care distinction for delivery of culturally 
and linguistically appropriate services and reduction of healthcare disparities.  
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Our systems support DHCFP’s use of the Department of Agriculture’s race distinctions, and 
we continue to support and extend DHCFP’s ability to collect race, ethnicity, and language 
data from our Medicaid and Nevada Check Up members. We have processes in place to 
capture race, ethnicity, and language information during member interactions and use 
updated information in reporting and improving quality of care and member experience.  


We recognize, however, that the Affordable Care Act (ACA) Sec. 4302 Understanding Health 
Disparities: Data Collection and Analysis introduced new requirements regarding the specific 
values of race, ethnicity, and language that should be collected on members. Amerigroup is 
working closely with state partners in other markets to expand data collection efforts to meet 
ACA requirements. 


Amerigroup proposes that DHCFP collaborate with Amerigroup and the other selected MCOs 
to confirm consistent understanding of the data collection methods that the DHCFP wants 
MCOs to use for race, ethnicity, and language, in addition to the best method for reporting 
information to the State. Implementation of ACA demographic collection standards would 
also benefit from a collaborative approach.  


The following sections discuss: 


 Current State. How race, ethnicity, and language are being collected and used in 
Nevada today 


 NCQA HEDIS Diversity of Medicaid Membership. The two HEDIS measures and 
NCQA’s direction for health plans 


 ACA Collection Standards. ACA requirements to collect race, ethnicity, sex, primary 
language, and disability status 


 Amerigroup Expands Capability. Amerigroup’s current efforts to support our state 
partners and meet ACA requirements 


 Amerigroup’s Proposed Approach in Nevada. Amerigroup proposes a collaborative 
approach with DHCFP and selected MCOs 


 Using Expanded Data to Benefit Medicaid and Nevada Check Up Members. How 
expanded demographic data can be used to better serve Nevadans 


Current State: Collecting Race, Ethnicity, and Language 


Amerigroup Nevada currently collects and reports race, ethnicity, and language data from the 
following: State enrollment files, our Consumer Assessment of Healthcare Providers and 
Systems (CAHPS®) surveys, chart audits, and case management assessments. We currently 
have operational systems and processes in Nevada to: 
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 Capture enrollee race, ethnicity, and language from the monthly interface from 
DHCFP and store with the member record 


 Amerigroup currently receives race/ethnicity and language on all members listed 
on the monthly enrollment file 


 Race/ethnicity is provided as a single field 


 Our more than 85,000 members represent 


• Seven different race/ethnicity values, plus values of “other race or ethnicity” 
and “unknown” 


• Eight different languages, plus a value of “unknown” 


 Modify race, ethnicity, and language data if more accurate data is identified based on 
interactions with the member such as new member welcome calls, inbound member 
calls to Member Services, health assessments, or Case Manager outreach 


 Review and reconcile the quarterly race and ethnicity report from the State against our 
member data 


 Use race, ethnicity, and language data in: 


 Creation of HEDIS reports 


 Outreach to members 


 Assignment of Case Managers 


 Information provided to PCPs on their member panel listing  


 Quality Program Review and Analysis reports and Cultural Competence report 


Amerigroup Nevada uses all available race, ethnicity, and language data to produce HEDIS 
reports, including the Diversity of Medicaid Membership, in the required format for DHCFP. 


Amerigroup Nevada trains providers in cultural competency and provides access to training 
materials on our provider website. Training materials include information about the United 
States Health and Human Services Cultural Competency training. Further demonstrating our 
commitment, we will add cultural competency and diversity training to our PQIP, PCMH, and 
Health Home performance incentive measures in 2013. 


NCQA HEDIS Diversity of Medicaid Membership 


The NCQA HEDIS Diversity of Medicaid Membership measure includes two HEDIS 
measures: 
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 Race/Ethnicity Diversity of Membership (RDM) Measure. “An unduplicated count and 
percentage of members enrolled any time during the measurement year, by race and 
ethnicity” 


 Language Diversity of Membership (LDM) Measures. “An unduplicated count and 
percentage of members enrolled at any time during the measurement year by spoken 
language preferred for healthcare and preferred language for written materials”  


In 2010, an NCQA workgroup reevaluated the RDM and LDM measures to clarify them and 
ensure their alignment with ACA recommendations. The updated measures were also included 
in the NCQA program that evaluates healthcare 
organizations’ delivery of culturally and linguistically 
appropriate services (CLAS). Through this program, 
health plans and other organizations can earn a 
Multicultural Health Care distinction for their efforts 
to provide CLAS and reduce healthcare disparities. Amerigroup is currently pursuing 
Multicultural Health Care distinction through NCQA.  


NCQA has provided direction for health plans on collecting race and ethnicity. NCQA 
encourages collecting and reporting race and Hispanic ethnicity as defined by the Office of 
Management and Budget (OMB) and has provided crosswalks that show how to map varying 
classification schemes to HEDIS. NCQA indicates that crosswalks, as shown in Table 
5.1.11.5-7, are only a guide.  


Table 5.1.11.5-7. RDM - Combined Categories Crosswalked to HEDIS/OMB Race and Ethnicity 
Race/Ethnicity 
Combined Category  HEDIS/OMB Race  HEDIS/OMB Ethnicity 
White  White  Not Hispanic/Latino 
Black  Black  Not Hispanic/Latino 
American Indian/Alaska Native  American Indian/Alaska 


Native 
Not Hispanic/Latino 


Asian  Asian  Not Hispanic/Latino 
Native Hawaiian and Other 
Pacific Islander 


Native Hawaiian and Other 
Pacific Islander 


Not Hispanic/Latino 


Hispanic/Latino/White  White  Hispanic/Latino 
Hispanic/Latino /Black  Black  Hispanic/Latino 
Other  Some Other Race  Unknown 
Multiple races marked  Two or more races  Unknown 
Unknown  Unknown  Unknown 
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Language Collection 


NCQA has provided data collection guidance to health plans on the best methods to collect 
information on a member’s preferred spoken language for discussing their healthcare and a 
member’s preferred language for written materials in the form of questions that can be asked.  


NCQA considers collecting data directly from members to be a best practice because this 
method reflects members’ self-identification. 


ACA Collection Standards 


“ACA Sec. 4302 Understanding Health Disparities: Data Collection and Analysis” specifically 
requires the Secretary of Health and Human Services to ensure that any federally conducted 
or supported healthcare or public health program actively surveys, collects, and reports:  


 Data on race, ethnicity, sex, primary language, and disability status for applicants, 
recipients, or participants 


 Data at the smallest geographic level, if data can be aggregated 


 Sufficient data to generate statistically reliable estimates by racial, ethnic, sex, primary 
language, and disability status subgroups for applicants, recipients, or participants 
using statistical oversamples of these populations  


 Any other demographic data as deemed appropriate by the Secretary regarding health 
disparities 


ACA provides detailed data standards for collecting the five demographic categories of 
member information: 


 Race. Allows selection of one or more categories; provides more granular definitions 
for Asian and Other Pacific Islander  


 Ethnicity. Allows selection of one or more categories; provides more granular 
definitions for Hispanic, Latino/a, or Spanish origin 


 Gender. Male or female 


 Primary Language. Separate data standards for primary language and spoken 
language 


 Disability Status. A set of six yes/no questions assessing any present physical, mental, 
or emotional impairments 


Amerigroup Expands Capability 
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Amerigroup has a corporate project underway 
expanding our ability to collect data in accordance with 
new and proposed ACA provisions. Expanding 
Amerigroup’s capabilities supports our state partners 
in their data collection efforts and delivering data to 
our health plans enabling more precise HEDIS and 
other quality reporting and developing targeted cultural competency plans. 


We are expanding our data repository and systems to support the storage of member 
demographic data, integration with existing reporting capabilities, and delivery of data to our 
state partners. The project team is also identifying and evaluating different options for 
collecting expanded demographic data from our members. The analysis of data collection 
methods includes components of scalability, effectiveness, and cost. 


Amerigroup is Piloting Data Collection Methods 


Our Amerigroup Tennessee affiliate health plan is planning to use outbound member calls to 
collect expanded demographic data. The outbound calls uses the same Eliza technology used 
for new member welcome calls and annual telephonic surveys.  


The technology uses a scripted speech-recognition program to ask specific questions and 
capture member answers. Script sequence is carefully developed to limit the number of 
questions for most members. For example, options for race selection can be presented in an 
order that corresponds to the current distribution profile, with more prevalent races being 
asked first. 


The project team will share the results of the pilot with Amerigroup Nevada as input to 
developing a data collection method best suiting the needs of DHCFP and the Nevada 
population. 


Amerigroup’s Proposed Approach in Nevada 


Amerigroup proposes collaboration between DHCFP and the selected MCOs to determine an 
approach for data collection to be used across all Medicaid and Nevada Check Up recipients. 
Developing and implementing a centralized approach provides a number of key benefits to 
DHCFP: 


 Promoting consistency in what data is being collected 


 Promoting compliance with Federal requirements—NCQA and ACA 


 Creating a common data collection strategy applying to all members, regardless of 
their Medicaid MCO or whether they are fee-for-service 
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 Developing requirements for using MCO–collected data and reporting updated 
demographic data to DHCFP and DWSS 


 Developing a baseline of methods for using expanded member demographic data to 
benefit Medicaid and Nevada Check Up recipients 


Adding member demographic questions to one of the quarterly EPSDT calls could provide a 
vehicle for data collection based on the results of the pilot. We would also evaluate what the 
impact of executing a longer script may have on call success. 


Amerigroup advocates a collaborative approach engaging the State and all operating MCOs in 
developing a statewide solution. We have seen significant value in creating and fostering a 
culture of cooperation across the MCOs. 


Using Expanded Data to Benefit Medicaid and Nevada Check Up Members 


Amerigroup sees a number of opportunities to use expanded data in Nevada, including the 
ability to: 


 Create new community outreach programs or modify existing ones 


 Add or modify health education materials 


 Add additional questions to CAHPS and add HEDIS-like diversity measures 


 Use interpreter services proactively for member outreach calls 


 Target Case Manager assignments to better support the member 


Additional opportunities are discussed in Section 5.1.11.5.B of our response. 
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Fiscal Requirements (§5.1.11.6)  
A.  How will you ensure timely payment of claims in accordance with state and federal 


statutes and regulations? 


Ensuring Timely Payment of Claims 
Amerigroup has more than 16 years of experience 
processing Medicaid claims and has been 
processing Nevada claims since 2009. Amerigroup 
continues to process claims in accordance with State 
and federal statutes and regulations. 


We are committed to adjudicating claims in a timely, 
accurate, and provider-friendly manner. Our single 
claims processing system is fully integrated with 


enrollment and provider systems, consistently meets federal requirements, and meets all 
current DHCFP requirements. 


We have processed more than 1.6 million claims under our Nevada Medicaid and Nevada 
Check Up Contract since beginning our operations. September 2012 quality results showed 
financial accuracy of 99.94 percent and payment accuracy of 99.21 percent. 


Our claims process is engineered to adjudicate and 
pay claims in a timely manner through: 


 Experienced Claims Analysts. Our claims 
processing team is staffed with employees 
experienced with Medicaid managed care 
claims and knowledgeable in the needs of the 
Nevada marketplace. These employees 
collaborate with others to solve any problems 
that arise so that providers can be paid 
quickly. 


 Multiple Submission Methods. We accept paper and electronic claims to give our 
providers maximum flexibility. Electronic claims are accepted through three different 
methods. Claim formats are industry-standard and HIPAA-compliant. 


 Efficient and Reliable Processing. We quickly capture and adjudicate claims with 
minimum manual intervention by combining our core claims transaction platform with 
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electronic document imaging, a workflow management system, and electronic claims 
solutions. This leads to faster, more accurate claims turnaround and provider payment. 


 Automated Clearinghouses Speed Payment. We offer providers reimbursement using 
Electronic Funds Transfer (EFT) and Electronic Remittance Advice (ERA). This 
speeds delivery of payment and makes it easy for providers to review claims and 
remittance details. 


 Designated Mental Health/Substance Abuse Services Team. Our Claims Department 
maintains a designated team that processes claims for mental health and substance 
abuse services and handles all related claims inquiries. This team is experienced with 
the unique aspects of behavioral health, including provider types and coding, in 
addition to issues that require coordination between behavioral and physical health. 


The claims adjudication process is highly automated to deliver fast and consistent claims 
processing and payment. Claims adjudication processes are executed every night, seven days a 
week, so claims are processed soon after receipt. We use automated routines to apply a series 


of standard and State-specific edits, and we edit 
claim data using industry-recognized products such 
as code review and code-bundling software. 


Amerigroup’s comprehensive policies and 
procedures govern our claims process. Policies and 
procedures cover a wide variety of claims topics for 
both corporate-wide and State-specific guidelines, 
including claims submission (paper and electronic), 
timely filing standards, prompt payment 


requirements, and claim interest payments. Compliance with policies and procedures is 
validated through a number of methods, including management oversight, management 
audits, and internal audits. 


Claims Submission Delivers Flexibility to Providers 


Amerigroup accepts claims on paper and 
electronically to give our providers maximum 
flexibility. Claims formats are industry-standard and 
HIPAA-compliant. For electronic claims submission, 
we accept claims through: 


 Three nationally recognized EDI 
clearinghouses 
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Figure 5.1.11.6-1. Claims Processing is 
Highly Automated 


 


 Submission of an X12N 837 claims file from our provider website 


 Direct entry of a claim from our provider website 


In September 2012, 85.8 percent of Nevada claims were received electronically.  


Paper claims are received by our Document Management team, who batch, scan, and export 
the files to our data entry vendor each production day. The vendor converts claims to an 
electronic format and returns X12N 837 claims data files for processing. This cycle occurs, on 
average, within 48 hours of receipt, helping us process clean claims as quickly as possible. 


All claims, regardless of entry source, pass through the 
same edits and adjudication processes ensuring 
consistency. We assign each claim an internal control 
number  to track its progress from initial entry into our 
system to final adjudication and online storage. 


Claims Processing Overview 


As shown in Figure 5.1.11.6-1, claims that are paid or 
denied are captured in the encounter submission to 
DHCFP.Our Claims Department is responsible for all 
claims processing functions from receipt to final 
adjudication and uses the following procedures: 


 We apply initial HIPAA compliance and State-
specific edits prior to adjudication. Claims that 
fail edits are rejected. 


 Our system applies adjudication edits based on 
eligibility, provider status, medical necessity, 
type and quantity of benefits, pricing, 
authorization, and fraud and abuse detection. 


 Claims that pass adjudication edits are 
processed during the next payment cycle. 
Claims that fail edits are denied. 


 Claims that pend for additional review related 
to medical necessity, prior authorization, or 
other reasons are monitored closely ensuring 
timely resolution. 
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Claims Adjudication Process is Highly Automated 


The system applies a series of edits to all submitted claims, regardless of source of entry. 
Before a claim is accepted into our claims processing system, we apply a variety of automated 
pre-processing edits designed to validate the quality of the data submitted. These edits verify 
that the data is relevant, complete, and contextually appropriate, and includes HIPAA Level 6 
compliance edits in addition to specific edits based on claim type. Initial edits check for data 
accuracy and completeness, including verifying that the member ID matches a valid 
Amerigroup Nevada member record and State-specific editing such as requirements for birth 
weight on newborn claims. 


Claims that fail these initial edits are rejected. If the claim was submitted electronically, the 
provider is notified via the claim entry source, which is either the clearinghouse or the 
provider website. Rejected paper claims are returned to the provider via postal mail with a 
description of the issue. 


During claim adjudication, we use automated routines to apply State-specific HIPAA Level 7 
edits. We also apply hundreds of standard system edits supporting tasks such as verifying 
member eligibility, checking provider status, checking dates of service against timely filing 
requirements, validating authorization requirements, ensuring that services are covered and 
not excluded under the DHCFP managed care contract or the Nevada Medicaid State Plan, 
and checking for duplicate claims. Industry-recognized products such as code review and code 
bundling software are also used to edit claim data, in addition to internally developed data 
verification applications. 


Adjudication edits check for duplicates by evaluating claims against claims history. Duplicate 
claims are denied, or if duplicate status cannot be determined, they are pended. In October 
2011, we implemented a new systems process using the Pega Business Process Manager 
platform as a rules engine to perform additional 
analysis on claims pended as suspected duplicates. 
Our Claims Repair system has reduced manual review 
efforts and increased the overall auto-adjudication 
rate by 1.5 percent. 


Claims that successfully pass adjudication edits are processed during the next twice-weekly 
payment cycle. If a claim does not pass the edits, it is denied. For example, the claim would be 
denied if the member is not eligible at the time of service. All adjudicated claims receive a 
specific explanation code informing the provider of the level of payment or corrective action 
required to complete the claim. 
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Claims that require further information from the provider or a third party are denied. We 
notify the provider of the issue and after receipt of the requested information, the claim is 
processed as an adjustment. 


Claims pended for additional review related to medical necessity, prior authorization, or other 
reasons are monitored by the management team daily through our work flow management 
system, ensuring timely resolution. Management reports list the number of pended claims by 
aging category, allowing us to quickly react to any fluctuations in claims submission and 
volumes. By working pended claims in order of receipt, we pay providers efficiently and 
achieve processing goals. Complex claims requiring review are funneled to specialized 
employees with experience in handling specific provider types and situations. 


In compliance with section 2702 of the Patient Protection and Affordable Care Act, we utilize 
concurrent reviews as well as reporting against the POA indicator to identify provider-
preventable conditions. Claims are evaluated for conditions identified by a secondary 
diagnosis acquired during the initial course of treatment. Depending on the situation, we deny 
payment for claims indicating a provider-preventable condition. 


Timely Claims Payment – Twice a Week Pay Cycles 


In order to pay our providers as quickly as possible, we 
execute a claims payment cycle twice a week where we 
generate physical checks, initiate EFT, and generate 
an Explanation of Payment (EOP). The EOP identifies the level of payment or corrective 
action required to complete the claim for denied claims. In addition, we issue an Explanation 
of Benefits (EOB) to members in those circumstances where member EOBs are appropriate. 


As required by DHCFP in Amendment 9, Amerigroup’s claims payment system prevents 
payments for items or services to any financial institution or entity located outside of the 
United States. 


Our claims process also does not pay claims submitted by providers who are excluded or 
suspended from the Medicare, Medicaid, or CHIP (Nevada Check Up) programs due to fraud, 
waste, or abuse. If we have a provider that has been sanctioned or suspended from these 
programs or is on payment hold under the authority of DHCFP or its authorized agent(s), our 
Credentialing Department reviews and takes the appropriate actions to terminate the provider 
from our network. We suspend the provider’s record, which ensures that any current and 
future claims submitted by the provider are flagged for review by the Corporate Investigations 
Department or denied with cause.  
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Paying providers quickly and efficiently is an Amerigroup priority and a key component of 
provider satisfaction. Today, we pay many providers through EFT. This service is free and 
offered through our claims settlement solution vendor, which, in addition to EFT, also offers 
providers the option of ERA services. Providers can view the ERA online and print it at their 
office, download a HIPAA-compliant X12 835 data file for processing in their practice 
management system, or receive paper remittances via mail. The EFT program offers the 
following to providers:  


 Electronic deposits directly to designated provider accounts  


 Remittance Advice (RA) statements that can be downloaded electronically  


 RA archive with fully integrated reporting functionality  


 X12 835 file compatibility with most electronic billing software 


Our overall adoption rate of EFT among our 
Nevada providers is 22 percent. In August and 
September 2012, 39 percent of claims and 65 
percent of claim dollars were paid using EFT. 


To encourage further adoption of EFT within our 
provider network, we post alert messages and 
updates on the provider website announcement 


area as reminders to sign up. We have also launched a multi-pronged provider engagement 
strategy that includes: 


 Discussing EFT in all of our provider training including forums, town halls, and 
orientations 


 Targeting high-volume providers for direct outreach concerning EFT 


 Including an EFT brochure with claims payments to network providers not currently 
participating in EFT 


We are confident that these tactics will continue to advance the adoption rate by our Nevada 
network providers. 
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B.  Describe your claims payment performance using the most recent available annual 
period as the time frame of reference.  What is your payment aging profile for clean 
and non-clean claims?  What is your percent of claims pended?  What is your denial 
rate?  What is your rate of claims resubmission?  


     1. Provide a recent set of unedited month-end management reports from your claims 
system.  At a minimum, samples should include aging report, clean claim payment 
rate, denial rate and pended. 


 If you are not currently a Nevada Medicaid HMO, redacted sample reports will be 
accepted. 


Claims Payment Performance 
Amerigroup focuses on claims payment performance and relies on established standards and 
reporting, ensuring that performance consistently meets the expectations of health plan 
management and our state partners.  


Amerigroup processed more than 803,000 claims under our Nevada MCO Contract in the 12 
months ending September 30, 2012. Amerigroup executes nightly claims adjudication cycles. 
Twice a week we run claims payment cycles during which we process all claims adjudicated 
since the last payment cycle. The frequency of our 
claims adjudication and claims payment cycles 
results in fast claims turnaround time. On average, 
we pay our Nevada Medicaid claims in 4.7 days. For 
non-clean claims, we notify the provider within 4.6 
days, on average, using the input submission method 
of the claim. 


We consistently exceed DHCFP clean claims payment timeliness requirements, as shown in 
Table 5.1.11.6-1.  


Table 5.1.11.6-1. Amerigroup Exceeds DHCFP Clean Claims Payment Timeliness Standards 


DHCFP Clean Claims Payment Standard 
Amerigroup Performance 
10/1/2011 – 9/30/2012 


90% within 30 calendar days  99.66 % 


99% within 90 calendar days  99.94 % 


 


During the 12-month period ending September 30, 2012, more than 19 percent of Nevada 
claims pended. Pended claims are routed to Amerigroup employees for research and 
resolution. Our denial rate averages 14.9 percent. Denial reasons are communicated to 
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providers on the EOP and available on our secure provider website through the Claim Status 
tool. 


Paid and denied claims can be resubmitted by the provider. The resubmitted claim is processed 
as an adjustment and linked to the original claim by adding a suffix to the internal control 
number. In the 12-month period ending September 30, 2012, our claims resubmission rate was 
1.6 percent. 


Recent Set of Unedited Month-End Management Reports 


Amerigroup continually monitors claims processing performance and compliance. Daily, 
weekly, monthly, and ad hoc reports allow management to gauge processing performance, 
identify problem areas, and monitor quality. 


A set of unedited month-end management reports from our claims processing system are 
provided in Attachments 5.1.11.6-1 – 5.1.11.6-9. Reports are from our current Medicaid and 
Nevada Check Up Contract for the month of September 2012. Table 5.1.11.6-2 provides 
information on how the reports are used to manage the Nevada claims process. 
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Table 5.1.11.6-2. Amerigroup Uses Management Reports to Monitor the Nevada Claims Process 
Report Name  Key Report Information and Use 


Claims Dashboard 
Reports key claims metrics on a month‐to‐month basis. 


Health plan leadership uses the report to monitor claims performance and 
address any areas of concern. 


Claims Activity and 
Inventory Report 


Comprehensive report of claims metrics including claims turnaround time 
percentages, auto adjudication rates, claim denial rates, and inventory metrics. 
Individual report pages include: 


 Overall Turnaround Time in Calendar Days 


 Denied Turnaround Time in Calendar Days 


 Ending Inventory Aging in Calendar Days 


 Auto‐Adjudication Rate 


 Claim Count by Input Method 


Health plan and claims operations leadership use the reports to monitor 
performance and trends. 


Claims Audit Report 
Reports claims audit results for payment and financial accuracy. 


Health plan and corporate leadership analyze data to monitor trends and 
identify opportunities for claims process improvement. 


Work Item Aging by 
Queue 


Reports claims volume and age by work queue. 


Health plan and claims operation leadership review the report daily to quickly 
resolve pended claims and identify any outliers. 


Internal Resolution 
Unit Work Item 
Aging 


Reports volume, type, and aging of service forms submitted by providers for 
analysis of processed claims. The report includes hyperlinks for easy access to 
service form information. 


Health plan leadership reviews this report daily to monitor timely resolution of 
all items.  


Many of these reports are also reviewed on a daily basis by health plan and claims operations 
leadership. Claims reports are also analyzed for issues such as possible provider submission 
problems, system problems, or other areas of improvement. If, for example, we see a high 
number of claims pending for a specific reason, we will analyze the claims to determine the 
need to implement an appropriate intervention, including provider education, reviewing 
authorization rules, or modifying a system edit. A high volume of claims pending or denying 
for a specific provider will prompt a review and outreach to the provider. 


Careful review of the Work Item Aging by Queue report has also resulted in process 
improvements that produced faster claims adjudication and provider payment. During review 
of a report earlier this year, health plan operations identified a claim that was approaching 30 
days. After checking with claims management, it was determined that this claim was pended 
due to lack of single case agreement (SCA) documentation to price the claim. Investigation 
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determined that the out-of-network provider had not returned the signed SCA. Amerigroup 
Nevada worked with corporate provider and claims employees on a process improvement effort 
to identify and quickly resolve this type of problem. The result was quicker resolution of 
pended claims, faster provider payment, and greater provider satisfaction.  


C.  Describe your plan to identify and report suspected provider and recipient fraud. 


Identifying and Reporting Suspected Provider and Recipient Fraud  
Amerigroup Nevada is committed to the prompt identification and prevention of fraud, waste, 
and abuse. Amerigroup Nevada maintains a comprehensive Fraud, Waste, and Abuse Plan 
that complies with DHCFP requirements and drives our 
efforts to prevent, identify, investigate, and report 
suspected provider and recipient fraud and abuse. We 
review and update our Fraud, Waste, and Abuse Plan 
annually to address changes in the industry and 
changing fraud schemes and patterns. The plan 
addresses all aspects of our program, including: 


 Definitions. Explains the differences between fraud, waste, and abuse. 


 Staffing and Responsibilities. Provides identification of corporate and health plan 
departments and employees and their associated responsibilities.  


 Employee Education. Details policies and procedures for employee training, including 
the Amerigroup Code of Business Conduct and Ethics; how employees can help 
identify and prevent fraud, waste, and abuse; the federal False Claims Act; and laws 
governing the rights of employees to be protected as whistleblowers. 


 Identification Methods and Indicators. Identifies the various methods used to identify 
suspected provider or recipient fraud, waste, or abuse, including referrals and system-
based detection methods and controls. 


 Investigation Process. Describes the stages of the investigative process, including the 
key questions during each stage. 


 Reporting. Documents procedures for reporting instances of suspected provider or 
recipient fraud and/or abuse to the Surveillance and Utilization Review Section 
(SURS) at the DHCFP and other DHCFP reporting requirements. 


Our efforts to identify and report suspected provider and recipient fraud and abuse in Nevada 
are supported by Amerigroup’s Corporate Investigations Department (CID), an experienced 
internal team dedicated to the identification, prevention, investigation, and prosecution of 
fraud, waste, and abuse. 
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Our comprehensive plan for the prevention of fraud, waste, and abuse includes a variety of 
activities: 


 Creating a rigorous provider and supplier screening and monitoring process to prevent 
network participation or payment to providers or facilities  who are excluded from the 
Medicaid and Medicare programs 


 Preventing inaccurate claims submission and payment through rigorous system 
configuration, claims edits, and prepayment reviews 


 Detecting patterns of suspected fraud, waste, and abuse through the use of various 
analytical tools 


 Suspending payments to providers and payers in cases of suspected fraud 


 Expanding overpayment recovery efforts through internal efforts and the utilization of 
audit recovery vendor partners 


 Recognizing and preventing member fraud and abuse 


 Internal auditing and risk management to prevent and detect unlawful activities by 
employees, providers, and contractors  


 Utilization management review to monitor the under and over utilization of services 
and the effectiveness of our prior authorization procedures 


Amerigroup Nevada tracks all activity related to our fraud, waste, and abuse program as one 
of the methods to measure program success. From our start of operations in February 2009 
through October 31, 2012, we have documented impressive results as shown in Table  
5.1.11.6-3. 


Table 5.1.11.6-3. Amerigroup Nevada’s Plan Demonstrates Results 
Metric  Description  Results 


Identified Cases 
Dollar value of Nevada provider and recipient 
fraud and abuse cases opened by the CID 


$2,690,488.78 


Money Recovered  Actual money recovered  $231,809.46 


Prevented 
Dollar value associated with direct actions 
initiated to prevent continued fraud or abuse by 
specific providers 


$953,989.53 


 


Through the end of October 2012, we have opened 80 fraud and abuse cases; 77 percent of the 
cases involved providers and 23 percent involved members. Based on our investigation, we 
have referred 37 cases of suspected provider or recipient fraud or abuse to the SURS unit. We 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-296 
November 15, 2012 


maintain an open dialog with the SURS and meet quarterly to review active cases and discuss 
those that may result in a referral. 


Our experience in Nevada shows that provider fraud and abuse most often involves billing for 
services not rendered, misrepresenting a non-covered service as a covered service, or upcoding 
a service. Recipient cases are most often due to identify theft or seeking narcotics for pain 
management through “doctor shopping.” This understanding of the fraud and abuse patterns 
among our providers and members is used as input to our culture of continuous improvement, 
impacting training materials, provider manuals, member handbooks, and outreach activities, 
as appropriate.  


Amerigroup Nevada recognizes that all of 
our employees share the responsibility to 
report possible incidents of fraud, waste, 
or abuse. We include sections in our 
provider manual and member handbook 
that discuss fraud, waste, and abuse and 
detail ways to report concerns. The home 
page of our corporate website includes a 
link where anyone can report fraud, 
waste, or abuse. Our employee handbook 
details our policies and procedures 
regarding fraud, waste, and abuse 
prevention and detection specific to false 
claims recovery and our methods of 
detecting and preventing fraud, waste 
and abuse. As shown in Figure 5.1.11.6-
2, posters, e-mail, and other employee-
communication vehicles are also used to 
remind and emphasize requirements 
related to fraud, waste, and abuse. 


Amerigroup Nevada uses a three-
pronged approach to combat fraud, waste, and abuse as shown in Figure 5.1.11.6-3. This 
comprehensive approach uses multiple methods to prevent, detect, and correct fraud, waste, 
and abuse in all its forms and through every means available. 


  


Figure 5.1.11.6-2. Posters Reinforce Education on 
Fraud, Waste, and Abuse Responsibilities 
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Figure 5.1.10.6-3. Amerigroup Strives to Prevent, Detect, and Correct Fraud, Waste, and Abuse 


 


The following sections discuss specific components of our approach to identifying and 
detecting, correcting and preventing, and reporting fraud and abuse in Nevada. 


Identification/Detection 


Amerigroup Nevada identifies provider and recipient fraud and abuse through referrals and 
software applications designed to detect such incidents.   


We receive referrals from various sources, both internal and external. Referrals are received 
by mail or telephone, in person, e-mail, Internet, intranet, or from our compliance hotline; 
referrals originate from members, providers, employees, law enforcement agencies, and 
professional organizations. Members and providers can report suspicions of fraud and abuse 
through Amerigroup’s toll-free number, the Corporate Compliance Hotline, or the fraud and 
abuse reporting links on our website. Newsletters periodically remind members and providers 
of the mechanisms to report suspicions of fraud and abuse. The Amerigroup CID also 
independently identifies cases through the media, partnerships, data analysis, anti-fraud 
software and databases, and other intelligence-gathering techniques. 


Amerigroup also identifies fraud, waste, and abuse through the use of: 


 Claims submission and billing logic 
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 Algorithmic and statistical 
detection methods 


 Innovative data mining initiatives 


 Utilization review and auditing 


Regardless of how an incident of provider 
or recipient fraud or abuse is identified, 
our goal remains the same—correct the 
behavior through specific actions that 
include investigation and referral, 
education, resolution of over- and under-
payments, and systems configuration 
changes and improvements. 


Claims Submission and Billing Logic 


We use a number of mechanisms to 
identify improper claim submission and 
billing; we then use the data generated to 
tailor behavior modification techniques for 
the provider submitting the claim:  


 Business Rules. A variety of rules 
check for known patterns of 
behavior, such as upcoding, 
unbundling, incorrect charges, 
daily billing limits, and data issues. 


 Anomaly Detection. System tools 
look for patterns of behavior, 
including unusual billing, 
especially when compared to peers 
of the same provider type or 
specialty; unusually high volume of 
procedures performed on one 
recipient or at one location; higher 
billed charges with respect to the norm; or unusual patterns of member geographical 
utilization of a provider. 


 Predictive Modeling. Sophisticated analytical tools identify complex patterns based on 
known fraud cases, including upcoding behaviors that are similar to previously 
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identified cases of provider fraud, problems matching predicted diagnoses to those on 
the claim, or differences in the growth rate of a provider’s practice with respect to 
peers. 


 Social Link Analysis. Still in 
development, these analytical tools 
will examine patterns of behavior 
that could indicate collusion or 
conspiracy between providers or 
members, including patterns of 
association with known fraudulent 
individuals, or suspicious patterns of 
referrals. 


Algorithmic and Statistical Detection 
Methods 


Algorithmic and statistical detection 
methods coupled with predictive models 
score claims and providers for likelihood of 
fraud, waste, or abuse and the level of 
financial risk. Statistical analyses within 
these tools also identify overutilization, 
underutilization, and inappropriate 
utilization. We use the results to prioritize 
and allocate the right resources to the right 
claims at the right time to create greater 
efficiencies in healthcare management. The 
algorithms generally fall into three different 
categories: overpayment, metric, and model. 


 Overpayment algorithms are based 
on coding, reimbursement, and contracting standards and target claims with a high 
indication of improper payments. 


 Metric algorithms derive metric values for comparison of utilization among providers. 
Metric algorithms do not calculate overpayment amounts but can identify suspicious 
activity. 


 Model algorithms examine several indicators and data elements and produce a 
composite ranking based on the combination of those elements. Rather than a direct 
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overpayment amount, a model algorithm identifies potential fraud, waste, and abuse 
activities that may then be subject to further review. 


With the information provided using these algorithms, we are able to prioritize investigations 
based on the level of risk and the potential for program savings. 


Innovative Data Mining Initiatives 


Data mining initiatives identify providers whose billing practices are outside the norm for their 
specialty, a process that has been valuable to both Utilization Management and CID. We 
identify outlier providers by using a combination of predictive modeling techniques and well-
documented algorithms based on relative distribution of services. We then refer the cases to 
appropriate functional areas for intervention, which can range from fraud investigation to 
education of providers to pre‐ or post‐payment claims review. 


Utilization Review and Auditing 


In addition, our medical management employees use utilization review and auditing to identify 
instances of fraud, waste, and abuse. Employees regularly review both medical and pharmacy 
prior authorization and utilization reports to identify unusual patterns of utilization that may 
indicate provider or recipient fraud or abuse. Analysis is also performed to identify potential 
under-utilization of services, especially in the case of sub-capitated providers. 


We incorporate pharmacy data analysis and auditing due to the high cost of pharmacy fraud 
and abuse. Our CID leads an initiative to create an anti‐fraud workgroup with our Pharmacy 
Benefit Manager (PBM) and includes representatives from CID, our PBM’s Internal Audit 
Department, and senior employees from Amerigroup’s Pharmacy Department. The goal of 
this workgroup is to develop and implement protocols specifically aimed at reducing the risk of 
fraud and abuse and their correlated negative effect on our ability to administer effective 
medical, dental, vision, and pharmacy benefits while maintaining costs. 


Each year, Amerigroup’s Medical Policy Committee (MPC) reviews and approves all prior 
authorization procedures, medical necessity criteria, and guidelines and then updates them 
when appropriate. The MPC may review the criteria more frequently if a new version of the 
criteria, such as updates to the DHCFP Medicaid Services Manual, is published before the 
annual review date. The MPC identifies regulatory and contractual barriers to 
implementation; concerns regarding the medical accuracy, validity, or scope of the criteria; 
and Statewide or supplemental guidelines that may be used for medical necessity 
determination when the nationally adopted criteria do not address pertinent issues. 
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Correction/Prevention 


Once we have detected possible fraud, waste, or abuse activity, we initiate action to correct the 
problem. Some actions are punitive; others focus on continuous improvement and address the 
systemic or behavioral issues that created the issue. These include: 


 Investigations and referrals 


 System configuration changes and improvements 


 Member education and monitoring 


 Provider education and monitoring 


 Payment suspension 


 Payment recovery 


 Provider termination 


We discuss these activities in the following paragraphs. 


Investigations and Referrals 


All potential cases of fraud or abuse are reported to our CID, entered into a tracking system, 
and prioritized. The investigative team performs an initial assessment of the available 
evidence, including claims, reports, medical records, and other information as available, to 
establish whether there is a need for additional investigation. If the CID investigator finds that 
fraud or abuse is likely, the investigator refers the case to the SURS at the DHCFP for a final 
disposition. We prioritize and complete investigations in a timely manner. 


System Configuration Changes and Improvements 


Our process is not final until we complete the root cause analysis to understand why an issue 
occurred. We manage and track the resolution of our leads so we can categorize and track the 
impact to our process. When we find opportunities to mitigate the problems from occurring in 
the future, we have a team that reviews and approves policy changes or edits to our claims 
processing system. 


Member Education and Monitoring 


Amerigroup Nevada uses a variety of tactics to enhance member awareness of fraud, waste, 
and abuse. Our member ID card clearly indicates that the “Use of this card by any person 
other than the member is fraud.” As another example, the member handbook clearly instructs 
members to show their card to their providers and further instructs them regarding how to 
report suspected cases of fraud and abuse. 
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To correct abusive behavior, we tailor a case management approach that provides coordinated 
services and member-specific education to address the unique physical, behavioral, social, 
functional, and environmental needs of each member. Following identification, our case 
manager will work with the PCP and any other treating professionals involved in the 
member’s care, including behavioral health and disability providers, to develop an 
individualized care treatment plan that will help the member address abusive behaviors. 


We address pharmacy-specific member education under a pharmacy program that ensures 
that case managers have access to a full array of member information to effectively coordinate 
services. 


Continued non-compliant behavior may warrant the member being placed into a lock-in 
program to ensure the appropriate provision of services based upon member needs. Our goal 
in managing members through the lock-in process is always to improve patient behavior and 
avoid unnecessary disenrollment that can disrupt continuity of care for those who need it 
most. 


Provider Education and Monitoring 


Amerigroup identifies aberrant behavior patterns and works to change billing practices 
through an education process focused on how to document, code, and bill services while 
assuring compliance with industry and regulatory standards.  


The billing process for Medicaid and other public programs can be complex. This complexity 
can make it difficult to determine intent. In an effort to realign billing processes and to 
encourage more accurate provider billing, we maintain an education program for providers 
whose billing patterns are outside the norm. This program includes, but is not limited to: 


 Education. Providers with aberrant billing behaviors are sent educational letters that 
describe the specific billing behavior and that provide proper coding instructions. We 
will send multiple mailings to the providers during this educational period. 


 Monitoring. Once we inform the provider of the correct billing behaviors, we monitor 
that provider’s billing patterns to verify that a behavioral change has occurred. 


 Post-payment Medical Record Review.  If the provider behavior has not changed, our 
coding specialists —Nurses, Physicians and Certified Coders —conduct a post-
payment review of the provider’s medical records to verify that the documentation 
meets standards and supports the claim billed. Depending on the outcome of these 
reviews, the provider might receive additional education or be placed on pre-payment 
review for a period of time until documentation supports the codes billed. These 
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reviews can identify potential fraud, waste, and abuse leads. Such leads are 
immediately referred to the CID for investigation. 


Payment Suspension 


When the alleged fraud is pervasive, we may suspend the provider’s payments while the 
investigation occurs. Suspensions are an important tool in cases where credible allegations of 
fraud exist and would only be implemented at the direction of DHCFP. 


Payment Recovery 


While our claims adjudication process goals focus on timely and accurate claims payment, 
some claims are inevitably paid inaccurately for a variety of reasons. Therefore, we 
incorporate aggressive and comprehensive efforts of claims payment recovery in instances of 
membership error, provider billing error, and payment error. All of these contribute to 
inaccurate claims payment and necessitate recovery processes. 


Some instances of claims payment errors are due to fraud or abuse and are identified by 
internal or external sources, or through routine data analysis and reported to our CID for 
investigation. If the lead is determined not to be fraud or abuse and would be more 
appropriately defined as waste, the claim is referred to our overpayment identification and 
recovery teams for review and payment recovery. This process also includes identification of 
the root cause of the error and may result in correction of system configuration or provider 
education. 


We recognize that fraud, waste, and abuse is about more than financial recoveries. 
Amerigroup Nevada is very concerned about the safety and well-being of our membership. 
Detection is just a part of our compliance effort to ensure effective healthcare programs for 
our members. As examples, reports of patient abuse or services performed that were not 
medically appropriate are handled as a high priority, with quick review and reporting to the 
appropriate agency. 


When investigations result in proven fraud where correction of claims payment is warranted, 
Amerigroup uses several processes to recover overpayments and realign behaviors. 
Overpayments can occur as a result of unintentional mistakes by the provider. We use data 
mining to identify these types of overpayments. Overpayments are requested from providers 
following State regulations for notification. We also recoup overpayments from future 
payments after we have issued the required notification to the provider. A dedicated call team 
works directly with providers on overpayments to ensure that the provider understands the 
request and to answer any questions. This process has significantly enhanced the success of 
our recovery program and reduced the amount of time from identification to recovery by more 
than half.  
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We are aware of the federal requirement to address underpayments with the same vigor as 
overpayments. If the underpayment is in excess of an overpayment, it is forwarded to the 
Internal Resolution Unit for review and payment.  


We also have processes in place to recover any monies identified that were paid to excluded 
entities. 


Terminating a Provider 


If providers are found to have participated and/or contributed to fraud or abuse through the 
contractual agreement executed by the provider and Amerigroup Nevada, they may be 
terminated from participation. An edit is placed in the claims system terminating the identified 
individual or entity to prevent future payment to the terminated provider. 


Reporting 


Amerigroup Nevada currently complies with all DHCFP reporting requirements related to 
fraud, waste, and abuse under our existing Medicaid and Nevada Check Up Contract. 


Amerigroup Nevada reports suspected cases of fraud and abuse, including those committed by 
Amerigroup employees, contractors, or subcontractors, to the SURS at the DHCFP. We are 
currently in compliance with the new requirement to report no later than 10 business days 
after completion of the investigation and to provide the information specified in Section 
4.13.8.5. We have an open dialog with the SURS and meet quarterly to review active 
investigations. 


We currently submit the required DHCFP fraud and abuse report monthly; it reports the 
number of cases and suspected cases of provider and member fraud and abuse. The reported 
information includes the number of providers sanctioned and the number of ongoing 
investigations carried over from the previous time period. We will implement any 
modifications to these existing reports as may be required by DHCFP under the new Contract. 


We have procedures in place to provide immediate notification to DHCFP of suspected 
recipient or provider fraud and abuse and upon our awareness of disciplinary actions or 
sanctions against a network provider. 
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D.  Describe and submit your policies and procedures for determining and collecting 
patient liability. 


Determining and Collecting Patient Liability  
Amerigroup has extensive experience and established 
processes to identify, validate, and collect any requisite 
legal liability of third parties, in accordance with State 
and federal requirements. Our cost avoidance and 
post-pay recovery efforts resulted in $4,172,283 in 
savings in 2011 and are projected to reach more than 
$5.2 million for 2012. Amerigroup’s comprehensive 
approach includes: 


 Maximizing cost avoidance through 
identification of other health insurance (OHI) 
and coordination of benefits (COB) 


 Collecting third-party liability (TPL) and subrogation through a retrospective recovery 
program 


Per the State’s response to Question #62 in Amendment 1 to the RFP, we describe our efforts 
in subrogation. 


We maintain sound fiscal management by staffing a Cost Containment Department (CCD) 
responsible for a wide variety of programs, including identification of OHI, cost avoidance 
through COB, overpayment/collections, and subrogation. We leverage experienced financial 
personnel; technology and automated applications; and consistent, replicable processes. 


Amerigroup Nevada will continue to follow our policies and procedures that comply with all 
federal and State laws and regulations for TPL and subrogation, including the requirements 
contained in Section 4.10.7 of the RFP. 


We acknowledge and will continue to comply with the requirements contained in Section 
4.10.3 of the RFP that states that members will not be held liable for any of the following: 


 Vendor’s debts in the event of the Vendor’s insolvency 


 Services provided to the member in the event of the organization’s failing to receive 
payment from the State for such services 
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 Services provided to a member in the event a healthcare provider with a contractual, 
referral, or other arrangement with the Vendor fails to receive payment from the state 
or the organization for such services 


 Payments to a provider who furnishes covered services under a contractual, referral, or 
other arrangement with the Vendor in excess of the amount that would be owed by the 
recipient if the Vendor had directly provided the services 


Amerigroup Seeks to Maximize Cost Avoidance 


Amerigroup recognizes the importance of a strong TPL cost-avoidance program in managing 
the cost of the Medicaid program.  


We employ a number of cost-avoidance strategies, including capturing OHI data from all 
available sources, validation of OHI leads, storing OHI information on a member’s electronic 
record, and extensive edits in our claims processing system.  


Amerigroup strives to maximize the identification of OHI and TPL and increase cost 
avoidance by: 


 Capturing any available data regarding OHI, including information received from 
DHCFP on the monthly 834 enrollment file 


 Dedicating staff to the daily review and update of potential OHI and TPL leads 
received from members and providers 


 Validating potential OHI leads with the primary carrier and storing information in the 
member’s electronic record 


 Incorporating a series of edits into our claims processing system to evaluate alternate 
insurance information during adjudication 


 Suspending claims where OHI data is attached to the member record and triggering 
these claims for follow-up 


 Performing root-cause analysis and educating providers to reduce billing errors 


We actively pursue third-party resources that we identify and those communicated to us by 
DHCFP in accordance with State and federal laws and regulations and the Nevada Medicaid 
Services Manual. 


Identifying Other Insurance Information 


Amerigroup stores in each member’s electronic record any available data regarding alternate 
insurance carriers, such as a commercial health care insurer, Medicare, or an employer-







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 


 


 


Nevada Medicaid MCO Services RFP #1988 VII-307 
November 15, 2012 


administered Employee Retirement Income Security Act of 1974 (ERISA) plan. In Nevada, 
sources include DHCFP; Amerigroup’s post-pay recovery vendor; providers indicating this 
information on claims; and Amerigroup Provider Relations Representatives, Member Services 
Representatives, and Case Managers.  


All potential OHI leads are submitted to a dedicated Amerigroup unit for validation. This unit 
conducts a daily review of all OHI and TPL leads received throughout the company from 
members, providers, and others. The information is validated with the primary carrier; if 
appropriate, it is added to the member’s record in our claims system. The member record 
includes OHI (the policy issuer and number, effective and termination dates, and last date 
verified). It also identifies the policy holder, which is important if the member is a child and 
the insurance coverage is through an absent parent. Member OHI information is available to 
providers through self-service tools on our secure provider website. OHI information is 
automatically incorporated into the claim adjudication process. 


Member demographic data is regularly shared with our post-payment recovery vendor, who 
uses it to search an extensive data repository of OHI information for any new, modified, or 
terminated coverage for members. The findings are reported at least monthly to the CCD for 
validation and addition to the member’s record. 


Integrating Cost-Avoidance Efforts into Claims Adjudication 


Amerigroup’s claims processing system is fully integrated with our TPL process. When 
alternate insurance is noted with the claim or we have alternate coverage information on file, 
our claims system automatically evaluates the claim for subrogation.  


During adjudication, claim service dates are compared to OHI coverage dates. If dates match, 
the claim is pended for analyst review. If the claim is eligible for cost avoidance, the analyst 
coordinates the claim using established guidelines. For example, if an OHI source is identified 
and the required explanation of benefits (EOB) is not attached, Amerigroup will deny the 
claim and notify the provider that it must be submitted to the appropriate third party for a 
determination of the OHI amount. If the required information is attached, the claim is 
suspended for additional analyst review prior to final adjudication.  


Collecting TPL and Subrogation 


We will continue to pursue TPL and conduct subrogation in accordance with State and 
federal laws and regulations, as well as Sections 103.6 and 3603.20 of the Nevada Medicaid 
Services Manual. In 2011, we collected $108,056 in subrogation and, based on year-to-date 
figures for 2012, we project to collect over $209,000. Subrogation is typically an 18- to 24-
month litigation process; therefore, subrogation recoveries are not realized for a significant 
period of time after operations begin. As an existing MCO serving Medicaid and Nevada 
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Check Up recipients, our continued participation will help us to continue to realize savings 
instead of the State losing this recovery process to a 
new MCO. 


We analyze paid claim data to retrospectively 
identify opportunities for TPL recoveries. We 
provide our recovery vendor with a monthly data file 
of all processed claims to identify the appropriate 
primary carrier. Our vendor compares claims 
information against their data repository that 
contains health information from more than 150 
health insurance organizations. 


When overpayments are identified, we follow documented procedures to recover the 
overpayments. When new OHI information is identified, it is incorporated into the member 
record to facilitate proper coordination of  future claims. All reimbursements are directed to 
Amerigroup Nevada, and recoveries are noted in the claims record for reporting to DHCFP 
through reports and the encounter process.  


Written Policies and Procedures Guide our Processes 


Included as Attachment 5.1.11.6-10 is our policy and procedure on subrogation. This policy 
and procedure ensures that claims that may offer subrogation opportunities are investigated 
and processed timely. It includes Nevada-specific requirements for our current Contract with 
DHCFP. 
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Grievances, Appeals, and Fair Hearings (§5.1.11.7)  
A.  Explain your process for ensuring the due process rights of enrolled recipients with 


regard to grievances, appeals and access to state fair hearings are followed. 


Amerigroup Nevada ensures members’ rights to due process throughout our grievance and 
appeals process and we afford members access to the State Fair Hearing process. We present 
our methods in our response to Section 5.1.11.7.A. We describe our experience with tracking, 
trending, and reporting our performance in Section 5.1.11.7.B. We address the measures we 
use to ensure fairness handling provider appeals and grievances in our response to Section 
4.11.7. 


We have a mature DHCFP-approved grievance and appeal process which includes referral to 
the State Fair Hearing process when our internal appeal process is exhausted and a wholly 
favorable resolution is not yet reached for the member. Our processes were approved by 
NCQA as part of their accreditation review which we passed with an overall score of 98.28 
percent. Health Services Advisory Group (HSAG), the Nevada External Quality Review 
Organization, also approved our grievance, appeal, and access to State Fair Hearings process. 
Our HSAG overall approval score was 96 percent. 


Our method for ensuring due process is tiered, begins with our first contact with the member, 
and continues through final resolution. The key concepts providing the foundation for our 
processes are listed below and discussed in Section A of our response to Section 5.1.11.7.  


 Member Notification of Rights (§4.11.1) through:  


 Member handbook and website 


 Provider manual and website 


 Member Services/Provider Services/Member Advocate contacts with individuals 


 Timelines for Communicating Adverse Decisions and Notice of Action (§4.11.2-3) 


 Handling Grievance, Appeals and Access to the State Fair Hearing Process(§4.11.4-5) 


 Continuation of Benefits (§4.11.6) 


We discuss the remainder of our tiered approach Section B of our response to Section 
5.1.11.7: 


 Tracking, trending, and reporting our activities internally 


 Reporting quarterly to the State for oversight  
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In our response, we demonstrate the effectiveness of our tiered approach and the respect we 
hold for each member or provider with consistent and fair treatment of individuals at every 
encounter.  


Member Notification of Rights (§4.11.1) 
Informing members of their rights is the foundation of a successful grievance and appeal 
process. Upon enrollment, we advise members of their grievance and appeal rights through 
the new member packet which includes a member handbook. Information also explains the 
right to request a State Fair Hearing if members are not satisfied with the results following 
completion of the Amerigroup appeal process. We let members know that the member 
handbook is also available for immediate reference on the member website. 


In the handbook, we define the difference between: 


 An inquiry which is generally handled immediately through Member Services 


 An appeal which includes: 


 Denial or limited authorization of a requested service 


 Reduction, suspension, or termination of a previously authorized service 


 Denial, in whole or in part, of payment for a service 


 Failure to provide services in a timely manner 


 Our failure to act within the required timeframes for resolution and notification of 
grievances and appeals 


 A grievance which is an expression of member dissatisfaction about any matter other 
than an appeal such as access to care, quality of services, interaction with one of our 
employees, or failure to respect a member’s rights  


Our Member Services Representatives and each of our employees who interact with the 
member are trained to correctly identify a member’s concern as an inquiry, which does not 
enter the grievance and appeal process; an appeal, as defined, or a grievance. We advise 
members that they can also have a personal representative who may be their provider, an 
attorney, family member, or friend speak for them. 


Timelines for Communicating Adverse Decisions and Notice of Action 
(§4.11.2 and §4.11.3) 
When our Utilization Management (UM) department makes an adverse decision regarding 
services, we provide a notice of that action within 14 days of receipt of the request, unless an 
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extension is requested by the member or provider or approved by DHCFP. We recognize that 
members have a right to understand why a decision is made and have a right to question or 
challenge our decisions. Our employees support those rights and provide assistance for 
members to understand why we made the decision and their options for contesting the 
decision. Each decision notice includes information for the member: 


 About the adverse decision: 


 Our action – one taken or one we intend to take 


 Our reason(s) for the action and criteria used to make the decision 


 Information regarding the member’s appeal rights and the process for submitting an 
appeal or grievance and the timelines involved:  


 The member’s (or a provider on his or her behalf) right to file an appeal 


 The member’s right to request a State Fair Hearing after our appeal process is 
exhausted 


 The steps to take when exercising the right to appeal 


 The circumstances under which expedited resolution is available and how to 
request it 


 The member’s right to have benefits continue pending the resolution of the appeal, 
how to request that benefits be continued, and the circumstances under which the 
member may be required to pay the costs of these services 


 The member’s right to self-representation or use of legal counsel, a relative, a 
friend, or other spokesman 


 The specific regulations that support, or the change in federal or State law that 
requires, the action 


When we send an adverse decision notice, we  routinely enclose the request form for the 
appeal and the form to continue medical benefits during an appeal or a Fair Hearing.  


Member rights are included in the “Important Information about Your Appeal Rights as a 
Member” notice which answers the following questions: 


 What is an appeal? 


 How do I file an appeal? 


 Can someone help me file an appeal? 


 What happens after I file my appeal? 
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 When will I receive a decision? 


 What if I don’t agree with your appeal decision? 


 What if I am receiving services now that may be affected by your decision? 


 Who do I call if I have questions about filing an appeal? 


We commit to meeting the following timeframes associated with authorization decisions shown 
in Table 5.1.11.7-1. We monitor the application of authorization criteria and the timeliness of 
decision making as part of our UM program discussed in Quality Assurance Section 
5.1.11.5.A. 


Table 5.1.11.7-1. Authorization Decision Timeframes to Ensure Member Rights Are Met 


Authorization Decision Time Frame 


Standard Authorization Decision Within 14 calendar days 


Extensions (requested by member or provider or approved by DHCFP) Up to 14 calendar days 


Expedited Decision (if delay would seriously jeopardize life, health, or 
potential to attain, maintain, or regain maximum function) 


3 calendar days 


Extensions of Expedited Decision (requested by member or provider or 
approved by DHCFP) 


Up to 14 calendar days 


Figure 5.1.11.7-1. Examples of Grievance and Appeal Letters 
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We recognize that members need time to receive our decision, review it, and choose to file a 
grievance or appeal, or to make other arrangements based on our decisions for continued 
authorization of services. When we make a decision to terminate, suspend, or reduce a 
previously authorized service, we do not act on the decision until 10 days after we send the 
notice to the member to allow the member to file an appeal. We shorten that timeframe to five 
days when we verify member fraud associated with the service. We also notify members on or 
before the time we make an adverse determination for the following situations: 


 When we are notified of a member’s death – notice is sent to the estate with 
explanation of appeal rights for the surviving family.  


 When we receive a signed written member request to terminate service or when the 
member supplies information that requires us to terminate or reduce services. In this 
case, our UM employees or Member Advocate make sure the member understands the 
implications. 


 Upon the member’s admission to an institution where he or she is ineligible for further 
services. 


 When the member’s address is unknown and mail directed to him or her has no 
forwarding address. 


 When the member is accepted for Medicaid services by another jurisdiction.  


 When their physician prescribes the change in level of medical care.  


 If a member receives an adverse determination for preadmission screening to a nursing 
facility. 


 When the safety or health of individuals in a facility would be endangered; the 
member’s health improves sufficiently to allow a more immediate transfer or 
discharge; an immediate transfer or discharge is required by the member’s urgent 
medical needs; or the member has not resided in a nursing facility for 30 days (applies 
only to adverse action for nursing facility transfers). 


 When we issue a denial of payment for services. 


 When a service authorization determination is not decided by the end of the timeframe 
for decision (standard or expedited) since our failure to act is considered an untimely 
service and constitutes a denial. 
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Handling Grievance, Appeals and Access to the State Fair Hearing 
Process (§ 4.11.4-5) 


Grievance and Appeal Acceptance and Processing Including the Right to Present 
Information in Person or by Telephone 


Our employees assist members by accepting oral appeals and grievances; documenting the 
required elements in our core system, thereby establishing the earliest date of receipt and 
facilitating tracking and trending; and helping members to complete a subsequent written 
request for standard appeals. We do not require a written request for expedited appeals.  


We also accept grievances and appeals routed to us from DHCFP. To ensure that we respond 
in a timely fashion, our system automatically ages the appeal or grievance from the date of 
receipt by Amerigroup.  


Appeals Process Ensures Due Process Rights for Members  


Our notice of adverse decision includes all member information for filing an appeal as 
described above, including the limited timeframe for presenting additional information. We 
require that a provider submit evidence of written permission from the member before we 
accept an appeal from a provider on behalf of the member. 


We proactively include the form for continuation of services until the appeal process 
concludes. We continue a member’s benefits as soon as we receive the completed request and 
continue those benefit pending resolution of our appeals process. A separate request for 
continued benefits is requested associated with the State Fair Hearing process. We continue 
member benefits when the applicable conditions described in Section 4.11.6 Continuation of 
Benefits are met. Thus, we are not depriving members of needed medical care while the 
administrative processes proceed. We advise members at the time of the request to continue 
benefits that they are financially responsible for the cost of the continued services, if the final 
decision of the State Fair Hearing Officer upholds the Amerigroup decision. 


Amerigroup makes expedited appeal decisions within three calendar days from receipt of the 
appeal which exceeds the requirement for three working days. We do not penalize providers 
who support expedited reviews. When a request for an expedited appeal is denied, the appeal is 
transferred to the standard process. Our Member Advocate notifies the member of that 
decision verbally and follows it with written notification within two calendar days. 


We acknowledge receipt of the standard appeal in writing within five days, review the 
information for completeness, and assemble the supporting documentation for the reviewer.  
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Figure 5.1.11.7-2. Overview of Appeals Process 


 


We may contact the treating provider to obtain additional clinical information, in anticipation 
of a reviewer request. Regardless of the provider response to our request for additional clinical 
information, we ensure the appeal documentation is sent to the appeal reviewer within a few 
days from receipt. The appeal reviewer packet includes all the pertinent documentation 
necessary for review including clinical documentation used for the initial determination and 
any additional information received from the member or provider to support the appeal 
request. 


Members who exercise their right to present their case to the appeal reviewer are given the 
option to appear in person; however, most prefer to communicate with the reviewer by 
telephone, which we facilitate. When necessary we provide interpreters, TTY/TTD, conference 
call facilities, or other assistance to members to ensure their rights. We also make case files 
available to members who request to examine their files, medical records, or any 
documentation used to make decisions to deny or reduce previously approved medical services 
before and during the appeal process. 


All of our appeal reviewers meet Board certification in the same or similar specialty as 
required by DHCFP and NCQA to ensure that the appeal decision is made by a clinician with 
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knowledge and expertise in the specific clinical area. We monitor the progress of reviews to 
ensure that we complete review and communication of the decision within 30 days. 


We send written notification of the appeal determination which includes: 


 Overturn the adverse decision and the necessary information to the member for 
obtaining the service, authorization, payment for services rendered, or information on 
next steps 


 Uphold the adverse decision and the process to request a State Fair Hearing and the 
form for continuation of services pending State Fair Hearing decision  


We participate in the preliminary calls between the member and DHCFP and when the issue 
is not resolved, we participate in the scheduled hearing before the Administrative Law Judge. 


Once a decision is made, we accept and implement the decision as expeditiously as possible. 


Grievance Process Ensures Due Process Rights for Members 


Grievances may arrive by telephone, in writing or routed from DHCFP. For verbal grievances, 
we request that the member follow with a written statement. We offer information on the 
process to file a grievance in writing in English and Spanish. We send members a form to 
confirm their intention and provide any additional information that will ensure we correctly 
understand their concern and their expectations for resolution.  


We acknowledge receipt of the grievance in writing within five days and initiate research and 
action. Our bilingual Member Advocate contacts the member to clarify any questions about 
the concern expressed and to clearly document the member’s expectations for resolution. If 
the grievance is with access to care, we help the member find an appropriate provider, or help 
the member understand any potential benefit limitations; and we provide members with 
options to reach their goals.  


When the grievance concerns a provider, we send a Provider Relations Representative to the 
location to address the concern such as office cleanliness, staff attitude, or balance billing. 
The Provider Relations Representative addresses the situation with the provider and 
establishes a plan for correction.  


If the member is not satisfied with the proposed grievance resolution, we escalate the concerns 
to Amerigroup Nevada leadership as a second level review of the grievance. We acknowledge 
that grievances are not eligible for referral to the State Fair Hearing process. We resolve 
second level grievances within the 30-calendar-day time limit.  







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-317 
November 15, 2012 


We resolve grievances within 90 calendar days. Our performance on resolving grievances and 
appeals is discussed further in our response to Section 5.1.11.7.B. 


Notice of Action Taken on a Grievance or Appeal 


As soon as we make a determination on an appeal or grievance, our Member Advocate makes 
a good faith effort to verbally notify the member of the decision ensuring that all member 
rights to privacy and HIPAA regulations are preserved in the process. In the packet we mail to 
the member, we include information about: 


 The results of the resolution process for both grievances and appeals  


 The date the resolution was completed  


For appeals where the decision is in favor of the member, we also send any additional actions 
we are taking, such as entering additional authorizations or referral to optional sources of 
care. For appeals that are not wholly resolved in favor of the member, the notice also includes:  


 The member’s right to request a State Fair Hearing from DHCFP 


 Information on next steps and how to file the request with DHCFP 


 The form to request continuation of benefits while the hearing is pending  


 A request (on the Continuation of Benefits request form) for members to attest that 
they understand that they may be held liable for the cost of those benefits if the State 
Fair Hearing Officer upholds our actions 


Our bilingual Member Advocate continues to communicate with members to ensure their 
understanding of the process and is available to answer questions as the process continues. 


Continuation of Benefits (§4.11.6) 
We proactively provide the request form for continued benefits to members as part of the 
adverse decision for authorization and again with information concerning our appeal 
decisions. On our forms for continued benefits during the appeal and State Fair Hearing 
process, we include instructions explaining that all of the following conditions must be met for 
submitting the requests: 


 The appeal must be submitted on or before the later of the following: 


 Within 10 days of our Notice of Action letter  


 The intended effective date of our action  
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 The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment 


 The services were ordered by an authorized provider 


 The original periods covered by the original authorization have not expired 


 The member requests that benefits are continued during the process  


As part of our communication with the member who requests continued benefits, we explain 
that we continue benefits until one of the following situations occurs: 


 The member withdraws the appeal 


 Ten days pass after we mail the notice of action that provides the resolution of the 
appeal unless the member, within the 10 days, requests a State Fair Hearing with 
continuation of benefits 


 A State Fair Hearing Officer issues a hearing decision adverse to the member 


 The time period for service of a previously authorized service has been met 


Our communication also advises that we may recover costs of the continued service rendered 
while the appeal or State Fair Hearing was pending when the final resolution is adverse to the 
member. 


When the State Fair Hearing Officer reverses an action to deny, limit, or delay services that 
were not furnished while the appeal was pending, we modify the authorization promptly so 
that the member can obtain the service. If the member received the appealed service while the 
decisions were pending, we promptly generate an approval for payment, as directed. 


B.  Do you have performance standards for the frequency of enrolled recipient grievances 
and appeals and provider disputes? If so, what are your standards and what have been 
your performance outcomes?  


Amerigroup Nevada tracks and trends member grievances, appeals, State Fair Hearings, and 
provider appeals by total numbers and by categories within each type of issue. As part of our 
monitoring and quarterly analysis, the quality management team selects the top three 
categories for a deeper review. We summarize and report these findings to the Medical 
Advisory Committee (MAC) and the Quality Management Committee (QMC). The structure 
and responsibilities for these oversight committees are described in Section 5.1.11.5.A Quality 
Assurance Committee Structure. 
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The information gathered from the analysis of grievances, appeals (member and provider), 
and the outcomes from the State Fair Hearing process feeds into our quality improvement 
activities focused on operational improvements and actions to improve our HEDIS® and 
Consumer Assessment of Healthcare Providers and Systems (CAHPS®)satisfaction scores. We 
report details of grievance and appeal activity to DHCFP on a quarterly basis using the form 
required by the State.  


Amerigroup Nevada’s core documentation system includes a component for managing both 
member and provider grievance and appeals. The system includes screens and functionality 
for: 


 Entering grievance and appeals including all required data elements  


 Aging those requests from the earliest date of receipt 


 Supplying comprehensive reports for monthly analysis, tracking, and trending 


 Producing reports for routine reporting to the MAC and the QMC  


Performance Outcomes 
Our performance goal for all grievance and appeals, against which our performance is 
measured, is the time from receipt of an appeal to communication of that decision to the 
member or provider. It is measured against DHCFP- mandated timeframes discussed in 
Section 5.1.11.7.A and includes standard and expedited appeals.  


To date in 2012, we have consistently exceeded the 95 
percent achievement of the goal with nearly half of 
the reported months exceeding 99 percent.  


Member Appeals 


Within the total appeals category we further break out member appeals. During 2012 to date, 
our frequency of member appeals has been low with a rate of 0.3 per 1000 members. 
Following review of the appeal documentation by our external appeal reviewers, our adverse 
decisions were overturned only three times with an uphold rate of 83 percent. 


Provider Appeals 


Our analysis of the top three categories for all appeals frequently focuses on provider issues. 
We receive an average 5.3 provider appeals per 1000 members and for 2012, we have averaged 
a decision uphold rate of 61 percent, an overturn rate of 33 percent and a partial overturn rate 
of six percent. We find that the overturn rate is influenced by the member or provider offering 
additional clinical information not provided for the initial decision.  
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The analysis of the top three categories continues to reflect provider issues with medical 
necessity decisions related to inpatient lengths of stay, payment for prescription drugs, and an 
assortment of radiology, durable medical equipment, and outpatient payment issues. The two 
main operational issues that drove most of the volume were identified and resolved. Details of 
this information and our plan of action were discussed with DHCFP. We continue to monitor 
the processes to confirm effectiveness of the corrective action. 


Member Grievances 


The average number of grievances received in 2012 was 2.32 per 1000 members with an 
average turnaround time of 60 days which is well within the 90 day timeframe. We performed 
an analysis of the top three categories of grievances with issues related to eligibility as the 
highest problem (42 percent of top three category grievances) which occurred in the first 
quarter of the year. The other two highest categories from the analysis of the top three 
categories of grievance were dissatisfaction with the provider (20 percent) and balance billing 
(20 percent).  


The eligibility issue was a single-time occurrence which we resolved by adding staff. The 
problem has not recurred. We further analyzed the two provider issues to identify a pattern 
with providers or provider types. Provider Relations Representatives met with the providers for 
whom the highest number of grievances were filed and contacted the remaining providers by 
telephone to address the concerns. 


State Fair Hearings 


We averaged 0.52 appeals per 1000 members referred to the State Fair Hearing process since 
January of 2012. This overall average number is skewed by one provider who submitted 
multiple claims payment appeals at a single time. As part of the preliminary hearing process, 
the provider agreed to withdraw the requests and the payment issue was resolved with an 
updated fee schedule. In 2012, 95 percent of the State Fair Hearing issues were disposed of at 
the preliminary call level: 


 12 percent overturned 


 43 percent upheld  


 40 percent withdrawn 


The remaining five percent of hearing issues for 2012 were withdrawn at the formal Hearing 
Officer level. 


We continue to look for opportunities through the review and analysis of our performance to 
improve our services to Medicaid and Nevada Check Up members and to the providers who 
deliver care and services to our members.  
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Operational Requirements (§5.1.11.8)  
Provide an organizational chart depicting each functional unit of your organization associated 
with the proposed contract, numbers and types of staff for each function identified, lines of 
authority governing the interaction of staff, and relationships with major subcontractors.  Identify 
key personnel and senior-level management staff and clearly delineate lines of authority over all 
functions of the proposed contract and lines of authority within the corporate structure. 


Amerigroup Nevada’s organizational chart, Figure 5.1.11.8-1, is included on the following 
page. As illustrated in the chart, Amerigroup Nevada is fully accountable to DHCFP for 
delivery of Medicaid Managed Care services. As with our current contract, decision-making 
authority and program performance resides with our Nevada health plan leadership, who 
remain attuned to the local needs of our members, providers, community stakeholders, and 
DHCFP. Locally, we have demonstrated a strong commitment to face-to-face interactions with 
stakeholders, extensive community engagement, and active participation on various local 
boards and committees. Collectively, this local team of key employees has more than 144 years 
of managed care experience and 25 years of experience operating the Nevada health plan. 


Local Accountability for the Medicaid Managed Care Program 
We will build on the proven local health plan staffing model that we have operated in Nevada 
since 2009 that focuses the organization on achieving DHCFP goals. Delivering a managed 
care program requires local provider collaboration; engagement with members and families in 
the community; and intimate knowledge of local communities to link members with the array 
of covered and non-covered services that align with their physical, behavioral, social, and 
environmental needs. Our model consists of a Nevada-based team that supports the overall 
program, the community, and the State. This team will continue to work closely with DHCFP, 
as we do today, and ensure that we implement and manage all program components 
effectively. We promote timely member access to culturally relevant services and supports that 
reflect member choices and preferences and, in collaboration with network- and community-
based providers, drive improved health outcomes.  
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Figure 5.1.11.8-1. A Robust Amerigroup Nevada Organization Promotes Achievement of DHCFP Goals and Objectives 
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Amerigroup Nevada will directly deliver the following key functional areas: 


 Health plan leadership and administration 


 Utilization and case management 


 Provider relations 


 Quality performance and management 


 Grievance and appeals 


 Government relations 


 Community relations 


 Compliance and program integrity 


We anticipate that our Nevada health plan will employ 42 full-time equivalents (FTEs) based 
on membership and staffing projections for Clark and Washoe counties. With an established 
presence and staff recruitment efforts already in place, Amerigroup Nevada remains prepared 
to quickly respond to any future changes in the program, including expansion into new 
counties or inclusion of new populations, such as Medical Assistance for Aged, Blind and 
Disabled (MAABD); juvenile justice; and child welfare recipients as well as launch of the 
Silver State Health Insurance Exchange (SSHIX). We will continue to monitor staffing levels 
and increase them as necessary as our membership grows and our Nevada product offerings 
evolve, leveraging reliable staffing models to support this process. 


Amerigroup Nevada recognizes that we are fully accountable for the performance of each of 
our subcontractors. As detailed in our response to Section 5.2, Subcontractor Information, we 
maintain a comprehensive program to select qualified and reliable subcontractors and 
monitor the performance of all subcontractors to optimize the resources of both Amerigroup 
and our subcontractors and to establish and maintain compliance with all program 
requirements and expectations.  


For example, when we were dissatisfied with our dental subcontractor’s performance in 
Nevada, we proactively approached DHCFP to communicate about the specific issues and put 
forth our plan to remedy the situation by replacing the subcontractor. Amerigroup Nevada 
recognizes that at all times we are responsible for overall program performance, and we have 
a history of being responsible in managing them closely 


Our Vendor Selection and Oversight Committee (VSOC) currently leads vendor management 
activities for all Amerigroup health plans. The VSOC is an interdisciplinary team of 
employees from corporate departments and each local health plan who manages 
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subcontractors and monitor delegated activities. The Amerigroup Nevada Plan Compliance 
Officer and AVP Health Plan Operations both participate in the VSOC to ensure that 
subcontractors understand Nevada requirements and take appropriate actions as necessary to 
assure compliance.  


Further, members of the Nevada leadership team join the quarterly joint operations meetings 
to review and further strengthen local oversight of subcontractors. Our organizational strategy 
for subcontractor oversight is summarized in Figure 5.1.11.8-2. 


Figure 5.1.11.8-2. Effective Oversight Maximizes Subcontractor Performance 
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Amerigroup Corporation Support 
Amerigroup Corporation provides specialized, centrally delivered services that complement 
local employees in strategically determined functional areas to create both better value and 
results for our members. The group is composed of Amerigroup experts designated to the 
Nevada health plan.  


Some of the key functions that will be provided by Amerigroup Corporation include:  


 Member and Provider Call Center  


 Implementation (for new programs) 


 National care management, disease management, and quality programs  


 Claims administration 


 Information technology systems and services 


 Healthcare economics 


 Member and provider communications 


 Actuarial services 


 Legal advisory and oversight 


 Corporate compliance advisory and oversight 


 Regulatory advisory and oversight 


 National and state government affairs advisory 


For example, we augment our Nevada team with Amerigroup Quality Management experts 
who lead national efforts related to development and implementation of quality metrics and 
identification of effective interventions in affiliate health plans for inclusion in performance 
improvement initiatives. Another example is our Disease Management team, which supports 
the health plan with targeted Disease Management programs tailored to the needs of members 
and caregivers. Within their specific functions and across the effort, Amerigroup resources 
will share best practices learned from our experience in Nevada as well as affiliate health 
plans over 16 years in 12 other states. 


Additionally, Amerigroup’s Western Regional Service Center, located in Houston, Texas, 
primarily supports the Nevada health plan with back-up available through three other service 
centers. Focused exclusively on Amerigroup health plans in the western part of the country, 
this service center handles all member and provider calls and claims, and its staff has been 
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thoroughly trained on Nevada-specific programs and processes. This focused approach fosters 
optimal customer service. 


To promote peak performance, Amerigroup Corporation has designated an Operations 
Account Manager, Nicole Bertsch, who works directly with our Nevada team to monitor the 
performance of corporate functions. Close collaboration between the Account Manager and 
the health plan has optimized coordination and communication on subcontracted functions. 
In addition, an AVP ITS Customer Account Management Services, Robin Favret, works with 
the health plan to support information technology improvements and innovations.  


The combined strengths of this model will ensure that DHCFP continues to benefit not only 
from a fully accountable local team that understands member and provider needs and local 
market conditions, but also from years of cumulative institutional and customer knowledge 
and experience by our national teams. All designated employees know and follow the DHCFP 
program requirements, and their functions will be fully accountable to the local Nevada-based 
leadership team. As we do today, the teams will collaborate closely to ensure that we provide 
seamlessly integrated, effective, and transparent services and meet or exceed the Agency’s 
expectations.  


This model will continue to deliver to DHCFP the best of what Amerigroup Nevada has to 
offer: local accountability, control, and robust market-focused staffing, matched with an array 
of supplementary corporate and functional support services. The combination of local 
expertise and national best practices will enable DHCFP to cultivate the Nevada Medicaid 
Managed Care program performance to which it aspires.  
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Implementation (§5.1.11.9)  
One of Amerigroup’s core competencies is its ability to successfully implement new business 
while seamlessly transitioning new members and providers into its operations. Amerigroup 
has never missed a contract implementation deadline in its experience of conducting 92 
program implementations. Amerigroup has a proven track record for successfully and 
effectively implementing programs within short timelines, particularly recruiting, hiring, and 
training qualified employees. 


In September 2008, DHCFP approached Amerigroup Nevada to serve recipients enrolled in 
the Medicaid and Nevada Check Up managed care program when one of the State’s Medicaid 
managed care organizations left the program. Expediting our structured implementation 
protocols, our team rapidly built a provider network and established local operations. Our 
network development in Nevada began in early October, soon after we received notice of the 
contract award from DHCFP, and was completed within 120 days. By February 2009, 
Amerigroup Nevada had recruited and credentialed nine hospitals, 497 PCPs at 713 locations, 
and 838 specialists at 1,595 locations.  


A.  If you currently do not have an established network, what time frame and approach 
will you use to build a network? 


Established Provider Network in Clark and Washoe Counties 
Amerigroup Nevada already has a comprehensive network of providers in place in Clark and 
Washoe counties to serve Medicaid and Check Up recipients. Our network currently meets 
requirements for access and availability; therefore, we will not have to build a network to meet 
the requirements of the RFP. We are, however, actively recruiting additional provider types for 
the newly covered services including orthodontia, hospice, methadone treatment, and nursing 
facilities.  


Once contracted, we maintain a very high level of provider retention; in the last year, only one 
percent of our providers chose to terminate their participation in our network.  


See Section 5.1.11.4, Network, for more information on our provider network. 


Expanding our Provider Network to Meet Future DHCFP Requirements 


Our existing relationships with Nevada’s providers position us at the forefront of the provider 
contracting process should we need to expand our network. In recruiting additional providers, 
we focus on providers who traditionally serve our members. We seek these key providers, such 
as Essential Community Providers, because they maintain the appropriate geographic 
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presence, the established trust of our members, a keen awareness of the diverse needs of the 
population, and access to key local resources available within their communities. 


We strive to develop positive and lasting relationships with providers who are committed to 
member education and empowerment as well as to our initiatives on quality and cost. 
Strengthening relationships with these high-performing providers includes helping them grow 
their practices when they better serve our members. We offer providers a reason to participate 
in our provider network. Key elements of our network development approach for providers 
include: 


 Offering financial incentives, such as our Provider Quality Incentive Program (PQIP), 
that promote quality and cost-effective care 


 Transforming select PCP practices into Amerigroup Real Solutions® Medical Homes  


 Delivering practice supports and health information that enhance access, guide 
evidence-based decision-making, improve quality, and decrease patient care 
fragmentation  


 Reducing administrative burdens for providers 


We are prepared to expand our network to meet any future changes in covered services, 
geographic service area, covered population, or legislative requirements. 


Amerigroup Nevada is prepared to cover additional Vendor-covered services as required. 
Home and community-based waiver services and non-emergency transportation services, for 
example, are already managed successfully by several of our affiliated health plans, including 
New Mexico. We will draw upon the experience and best practices at affiliated plans to 
develop protocols and standards for these services should we cover them. And, should the 
State require Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI) members to 
remain in a managed care plan, we will leverage existing relationships to provide members a 
seamless transition from fee-for-service. We have solid, collaborative relationships with key 
providers including Harmony Healthcare, Nevada behavioral health clinics, and community-
based organizations that ensure quality outcomes for these members through a holistic 
approach, including behavioral health medical homes. 


Covered Population  


We are prepared to cover additional populations such as Medicaid Aged, Blind, and Disabled 
recipients or children and adolescents under the juvenile justice or foster care program. 
Amerigroup currently serves members enrolled in the Aged, Blind, and 
Disabled/Supplemental Security Income category in 10 states and almost 92,000 dual eligibles 
in eight states through our affiliated plans, and we would draw upon their understanding of 
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the populations’ specialized service and care coordination requirements to serve this 
population in Nevada. 


Legislative Requirements  


As Nevada continues toward full implementation of Health Care Reform and the Patient 
Protection and Affordable Care Act (ACA) of 2010, Amerigroup will expand our provider 
network to meet future needs, such as the addition of childless adults should the State choose 
to cover this population. We closely track legislative initiatives at the local, Nevada level as 
well as through our corporate Amerigroup Office of Health Reform Integration. The Office of 
Health Reform Integration focuses solely upon the integration of health reform and its impact 
upon our state customers and Amerigroup health plans. 


Regardless of the impetus for expansion of our provider network, we are prepared to further 
meet the changes ahead in Nevada and will offer provider networks that are accessible with 
providers who are highly qualified, motivated, and fully able to meet the needs of Nevadans.  


B.  Provide a Gantt Chart detailing the implementation process and proposed timeline for 
all program requirements. 


Gantt Chart Detailing Implementation Process and Proposed Timeline 
A Gantt Chart detailing the implementation process and proposed timeline for implementation 
is included as Attachment 5.1.11.9. 


Amerigroup’s implementation for the new Nevada Contract will be led by a Project Manager 
based in Amerigroup’s Implementation Management Office (IMO). Most of our Project 
Managers are certified through Project Management International (PMI) as Project 
Management Professionals. The IMO ensures that Amerigroup Nevada and its corporate 
support proceed effectively through each phase of the implementation and meeting 
deliverables as requested by DHCFP. We employ PMI’s methodology to quickly and 
thoroughly identify, track, and resolve any gaps in project management. By having a 
structured approach to managing implementations, Amerigroup has a replicable process that 
the entire Company understands and follows. This approach has resulted in 92 successful 
implementations of business growth initiatives. It enabled us to quickly mobilize and build 
Amerigroup Nevada’s Medicaid and Nevada Check Up operations on time to successfully 
transition members effective February 1, 2009. 


For the new Contract, we will focus upon and execute changes needed with our existing 
contract with the State. We will update configuration of our system to manage the new 
benefits, update policies and procedures, and update member and provider materials. Because 
we have a strong team in place that has knowledge and proficiency in day-to-day processes, 
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the State’s expectations, the member population, and provider community, we will be able to 
educate and enculturate additional Amerigroup employees more quickly than a managed care 
organization new to the Medicaid and Nevada Check Up program.  


One of Amerigroup’s strengths is our approach to cross-functional teams. Amerigroup 
Nevada employees partner with their corporate support areas to develop and implement 
solutions to meet Contract requirements. This results in a team that considers all relevant 
information, analyzes upstream and downstream impacts, and quickly reaches the best 
solutions. Each functional area has a subject matter expert or project lead to represent their 
area on the project team. They have responsibility for ensuring that their team fully 
understands and works to meet the requirements of the Contract. All functional area teams 
are brought together to resolve gaps between current and future state, policies, and objectives. 
As an example, when the Amerigroup team discusses the functional needs of the Amerigroup 
Nevada member, representatives from Amerigroup Nevada and our corporate teams in 
Communications, Member Services, Organizational Development, Technology Services, and 
eBusiness are part of that meeting. 


Implementation Steps 


Our structured process ensures a successful and timely implementation. Major steps are 
depicted in Figure 5.1.11.9-1 below. 


Figure 5.1.11.9-1. Amerigroup’s Implementation Process 


 


We start implementation before Contract award. An advance team consisting of Amerigroup 
Nevada employees and corporate support leads starts planning for tasks and defining 
timelines based on our submission to the RFP and the State’s proposed Contract. This enables 
functional leads to have as much time as possible to begin planning how to accomplish that 
work ahead of Contract award. 


After Contract award, the full cross-functional team of subject matter experts and project 
leads reviews the Contract and our proposal to identify changes to existing business processes, 
policies and procedures, and systems. They will develop a full list of requirements and 
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deliverables that need to be met to achieve full compliance with the Contract. From there, the 
team builds its detailed work plan and timeline development for execution. 


As implementation progresses, Amerigroup Nevada will submit any modifications as required 
by the Contract. By 30 days before the effective date of the new Contract, we will ensure that 
additional provider and subcontractor requirements and any necessary amendments to 
existing agreements are fully implemented.  


As the team works on Contract deliverables such as updating policies and procedures, 
configuring the system, and updating materials, the dedicated Project Manager will ensure 
that we are prepared for all phases of the DHFCP readiness review. This includes such 
aspects as desk submission and onsite visit. 


In addition to any requested State readiness visits, we conduct our own detailed readiness 
review as a further measure to ensure that we are fully prepared for implementation. Our 
team will gauge readiness, discuss risks or issues, and determine next steps prior to all key 
business milestones. As always throughout the project, these meetings will involve Amerigroup 
Nevada and corporate support leads, rather than separate discussions with each department.  


Amerigroup is keenly focused on ensuring that all employees who will support the Nevada 
member and provider community are fully prepared by the appropriate implementation date. 
In many cases, this is before the member effective date, as in the case of those who conduct 
provider orientations. Amerigroup Nevada partners with the corporate Organizational 
Development and Communications teams to plan and execute employee training and materials 
development. 


As part of effective transition, we will continue processing enrollment through the procedures 
we use today, including creating and mailing member ID cards and new member packets and 
conducting clinical assessments. 


Our team will also develop a plan for support of the business after the member effective date. 
This “post go-live support” typically lasts 30-90 days, consisting of onsite support and daily 
calls to discuss issues and target rapid response. As part of the project planning and execution, 
Amerigroup Nevada and its corporate support will develop and execute a well-defined 
transition plan to ensure that those who worked on implementation effectively shift the work 
into the day-to-day operations of the business.  
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Reporting (§5.1.11.10)  
The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review 
these reporting requirements and acknowledge of the DHCFP financial reporting requirements. 


Amerigroup Nevada has reviewed all reporting requirements listed throughout the RFP and in 
Attachment I, Forms and Reporting Guide. We confirm our ability and commitment to 
meeting DHCFP reporting requirements. We are compliant with DHCFP reporting 
requirements today in support of our existing Contract 
to provide managed care services to Medicaid and 
Nevada Check Up members and we will provide new 
reports as required under this Contract. 


As a Medicaid MCO in Nevada, we are currently submitting 107 contractually required 
reports and filings to DHFCP in the prescribed format, schedule, and method, including 69 
regularly scheduled reports and 38 reports/filings generated on an as-needed basis. We are 
currently submitting another 14 regulatory reports to the Nevada Division of Insurance. 
Amerigroup Nevada is always willing to modify existing reports, provide new reports or data 
extracts, or create ad hoc reports to meet DHCFP requirements. 


Amerigroup Nevada Reporting Capabilities 
Amerigroup Nevada fully understands the reporting requirements of DHCFP and the 
operational commitment necessary to meet them. Compliance is an essential part of our 
corporate culture and we work continuously to meet DHCFP expectations and requirements. 


Our Regulatory Services Department and the Regulatory Services (RS) Manager are central to 
our strategy for report submission. They develop and maintain a database that documents the 
submission of contractually required reports. In addition, the Nevada RS Manager works with 
DHCFP to disseminate program and contractual requirements and regulations throughout 
the organization, manage required regulatory reporting and submissions, and coordinate 
communication between DHCFP and Amerigroup Nevada. 


The RS Manager will remain the centralized and dedicated point of contact for DHCFP, 
regardless of issue or concern.  


We will continue to collaborate with DHCFP during the report request and development 
phases to confirm that we have a clear understanding of the reporting needs and can generate 
accurate reports that meet DHCFP parameters and definitions. We are also willing to share 
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samples of reports we produce for other state markets with DHCFP as potential options for 
new reports. 


Amerigroup Nevada is able to meet DHCFP reporting needs because of these factors: 


 Our information systems and supporting data 
warehouses collect, capture, and maintain a 
comprehensive set of raw data necessary for 
report generation and analysis. 


 We promote the accuracy of the data we 
maintain through consistent edits on 
incoming data and carefully monitored 
processing. 


 A suite of technology tools is available to format, aggregate, and report data to 
streamline and facilitate report development. 


 Our report development team maintains a thorough understanding of the data, 
managed healthcare, technology tools, and the needs of our state partners. 


 Business owners are responsible for report completeness and review all reports before 
submission. 


 Our extensive experience delivering reports to DHCFP gives us a foundation of tested 
reports across all program areas and populations. 


Most importantly, we maintain a thorough understanding of State programs, populations, and 
monitoring requirements, enabling us to appreciate how DHCFP will use the report 
information to assess performance of the Medicaid and Nevada Check Up Programs. 


Monitoring Report Accuracy and Compliance 
Our reporting timeline generates reports in advance of the DHCFP submission deadline to 
allow adequate time for a thorough review. Business owners and Amerigroup Nevada 
leadership review reports for completeness and accuracy. Business owners submit approved 
reports to the RS Manager who reviews the reports with the Nevada Compliance Officer (CO) 
and then submits the reports to DHCFP. This close collaboration allows the RS Manager and 
CO to proactively identify any concerns or issues and, if warranted, initiate an internal project 
for additional review and analysis. Collaboratively, the RS Manager, Amerigroup Nevada 
leadership, and business owners work together to submit complete, accurate reports on or 
before scheduled due dates. 
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Information Systems and Technical Requirements 
(§5.1.11.11)  
Based upon the information provided in this RFP and available in the Vendors’ library, provide 
your acknowledgement of your ability to provide compatible interfaces with existing and 
proposed information systems. 


Amerigroup Nevada has reviewed all interface requirements listed throughout the RFP and in 
the Vendor’s library. We acknowledge our ability and commitment to provide compatible 
interfaces with existing information systems of 
DHCFP or its agents. As a Medicaid MCO in 
Nevada, we are currently compliant with DHFCP 
interface requirements and will continue compliance 
under the new Contract. Based on the currently operational interfaces and the technical 
infrastructure of our systems, we are confident in our ability to provide compatible interfaces 
to proposed and future information systems as required by DHCFP and outlined in Section 
4.15.2 of the RFP. 


We closely monitor federal and State requirements that impact interface requirements and will 
continue to collaborate with DHCFP and its fiscal agent to define testing and implementation 
schedules for transitioning to new interface formats. 


We support the direction that DHCFP is taking with 
its data warehouse approach to encounters. We 
understand the challenges that the State is currently 
facing and are providing whatever assistance we can 
to help the DHCFP meet its goals for encounter file 
submission. 


Amerigroup Interface Capabilities 
Secure ongoing data interfaces are a strength and core competency of Amerigroup’s 
Technology Services (TS) Department. We have more than 16 years of experience in 
exchanging data with our ancillary vendors and states and their agents, including enrollment 
brokers, fiscal agents, and intermediaries; external quality review organizations; recovery 
audit contractors; and others. We are 5010 compliant and currently support interfaces in the 
HIPAA standard X12 and National Council for Prescription Drug Programs (NCPDP) 
formats as well as HL7 and many state-specific formats.  
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Adherence to HIPAA and Use of Industry Standard Codes 


Amerigroup systems transmit, receive, and process data in current HIPAA-compliant formats. 
We will continue to comply with changes to any applicable federal and HIPAA standards and 
regulations and will adhere to other standards developed jointly with DHCFP. We edit against 
standard code sets including Healthcare Common Procedure Coding System (HCPCS), 
International Classification of Diseases (ICD), Current Procedural Terminology (CPT), 
revenue, Current Dental Terminology (CDT)/American Dental Association (ADA), and 
National Drug Code (NDC) codes. In addition, we maintain and use HCPCS Level II and 
Category II CPT Codes. Code edits are applied in our core operations system for claims we 
process and in the systems of our delegated vendors. We apply code edits to encounter data 
before we submit it to DHCFP. 


Timing, Format, and Delivery of Interfaces 


We will continue to coordinate the format, timing, 
and delivery mechanism for interfaces with DHCFP 
and its fiscal agent. Upon receipt, we validate 
incoming interface files for completeness and 
credibility and then load them into the production 
environment. 


The TS Department has experience establishing appropriate protocols for connectivity and 
developing solutions that foster interoperability and conformance to generally accepted open-
systems architectural standards. Most of our interfaces are performed using Hypertext 
Transfer Protocol Secure (HTTPS) or Secure File Transfer Protocol (SFTP) over secure 
connections, including virtual private network (VPN). We will continue collaborating with 
DHCFP to determine the best method for each interface. 


Amerigroup applies comprehensive system and process checks to monitor data integration and 
confirm that data is successfully imported and exported. TS employees monitor data 
interfaces, address any transmission or data errors, and confirm successful processing.  


Interface Testing 


Rigorous testing of interfaces between the State and Amerigroup is a critical component of 
our implementation plan. We perform extensive internal and joint testing on all incoming and 
outgoing interfaces with the State. For incoming interfaces, we verify that the external file 
loads properly, evaluate loaded data for accuracy and completeness, and review exception 
reports for errors or data issues and resolve any file/data issues with the sender. For external 
interfaces, we review and evaluate the outgoing file to verify that all data elements are 
included and that the file complies with format requirements. 
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HIPAA Compliance (§5.1.11.12) 
A.  Describe your status, resources, and approach to HIPAA compliance. 


Amerigroup is fully compliant with the privacy and security requirements of HIPAA. 
Amerigroup is also fully compliant with the requirements of the Health Information 
Technology for Economic and Clinical Health Act of 2009 (HITECH). 


Amerigroup will continue to provide DHCFP and our Nevada Medicaid members and 
providers with the knowledge, expertise, systems, policies, and procedures that consistently 
meet federal and State compliance requirements regarding member privacy and security. 


Status, Resources, and Approach to HIPAA Compliance 
HIPAA compliance covers three areas: 


 Electronic Transactions and Code Sets. We are compliant with 5010 and NCPDP D.0 
transactions, and we have a corporate project underway for ICD-10 compliance. 


 Privacy. We have invested in protecting member confidentiality and disclosure of 
mental health records, medical records, and other member protected health 
information (PHI) in accordance with federal and State requirements. 


 Security. We are committed to physical security 
within our facilities and data and network security 
within our management information system. 


The following sections discuss our compliance status, resources, and approach to each area. 


Electronic Transactions and Code Sets 


Technology plays a vital role in HIPAA compliance and the protection of member privacy. We 
are currently accepting and transmitting HIPAA-standard transactions listed in Section 4.15.4 
of the RFP, including 834, 837 I, P, and D, 835, 820, 824, 277U, 271U, 270/271, and 997 
formats. We also have the capability to exchange the 276/277 and 278 transactions. We are 
compliant with the 5010 standard for these transactions and also support the NCPDP D.0 
standard. 


Amerigroup has been National Provider Identifier (NPI) and Atypical Provider Identifier 
(API) compliant since 2007. 


Our Technology Services (TS) Department carefully monitors HIPAA, HITECH, and other 
federal and State requirements to identify the impact that changes in electronic transactions 
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and code sets have on our systems and operations. 
To address changes required for compliance, we 
create a project, define the scope, assign resources, 
and monitor progress towards compliance. 
Compliance with ICD-10 is currently underway. 


Amerigroup’s approach to ICD-10 is to adopt and implement the code set standard, and we 
are on track to be compliant by October 1, 2014. Amerigroup has continued our work on ICD-
10 despite the delay in compliance deadline. Our approach is to assess the 
functional/operational impact of ICD-10, working with all business areas across the 
organization to identify ICD-9 usage and potential for ICD-10 impact. We have completed a 
thorough gap analysis of and identified all impacted processes. By the end of 2012, we will 
have completed the following: 


 Analysis of the systems and operational processes requiring remediation 


 Internal and external communications plans for 2013 and 2014 


 Identified internal and external training needs and begun development of detailed 
training plan 


 Developed training materials for our claims coding employees, including knowledge 
base for continued skills development 


 Identified contracts for facility and non-facility providers impacted by ICD-10 
implementation 


We are positioned to begin remediation activities in early 2013 and plan to be ready for 
external testing in the first quarter of 2014. We are also working closely with our vendors to 
track their ICD-10 status and monitor their progress towards compliance. 


Amerigroup also has a corporate project focused on compliance with new federal operating 
rules as part of the Patient Portability and Affordable Care Act (ACA) mandate for 
Administrative Simplification. Section 1104 requires that all HIPAA covered entities be 
compliant with applicable HIPAA standards and associated operating rules. Amerigroup is on 
track to meet the January 2013 compliance date for Council for Affordable Quality 
Healthcare (CAQH®) Committee on Operating Rules for Information Exchange (CORE®) 
Eligibility & Claim Status Operating Rules and planning for the timely implementation of the 
EFT/ERA Standard and Operating Rules by January 2014. Amerigroup continues to monitor 
related legislation and developments for ongoing compliance with all measures of 
Administrative Simplification. 
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Privacy 


We have reviewed the Nevada Revised Statutes related to the protection of personally 
identifying information and confirm that our systems meet privacy requirements. 


As a health insurance company with substantial public program experience, Amerigroup 
maintains the infrastructure, processes, and culture that comply with federal and State 
requirements to protect member confidentiality. 


Amerigroup’s Member Privacy Unit (MPU) manages the corporate HIPAA Privacy 
Program. The MPU consists of the Chief Privacy Officer, a manager, and four analysts who: 


 Maintain HIPAA privacy policies and procedures 


 Develop HIPAA privacy training  


 Review and fulfill member privacy rights requests 


 Investigate and resolve privacy incidents 


 Provide breach notifications 


Amerigroup Nevada also employs a Compliance Officer (CO), Chris May, who manages the 
regulatory compliance of the State contract and supports the health plan’s compliance with 
State and federal regulations. 


The CO conducts HIPAA audits at least quarterly and provides education and training to 
employees as indicated. The CO also delivers continuing education, providing examples of 
HIPAA violations around the country and discussing actions that employees can take to 
prevent such a breach.  


Amerigroup maintains a library of detailed policies and procedures that specify the protocols 
for protecting member privacy as shown in Table 5.1.11.12-1. Our policies and procedures 
protect member privacy and safeguard member information in accordance with HIPAA, 
HITECH, and other State and federal requirements. 
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Table 5.1.11.12-1. Comprehensive Policies and Procedures Protect Member Privacy 


Corporate Policies 


 Affiliated Covered Entity, Management of 
Relationship 


 Code of Business Conduct and Ethics 
 Confidentiality 
 Corrective Actions 
 Compliance Program‐Mitigating Non‐
Compliance Data Center and 
Telecommunications Space Access 


 Desktop PCs/Workstation Screen Savers 
 Disclosure of Enrollee PHI 
 Electronic Data Destruction 
 HIPAA Overview 
 HIPAA Corporate Testing Guidelines HIPAA‐
Code Sets 


Enrollee Privacy Rights  
 HIPAA Transactions 
 Information Security Incident Management 
 Information Technology Data Backup 
 Information Technology Resource Security and 
Awareness Training 


 Identification Badges and Card Access System 
 Information Technology Security Policy 
 Notification to Enrollee of Breach of Unsecured 
PHI or Personal Information 


 Reporting of Suspected Child, Elder, and 
Partner Abuse and Neglect 


 


  Departmental Policies 


 Account Management 
 Employee Behavior, Conduct, and 
Performance  


 Corrective Action  
 Data Center Access 
 Data Transfer Methods 
 Deceased Individuals 
 De‐identification of PHI/IIHI 
 Designated Record Set 
 Disclosing PHI for Research 
 Electronic Data Destruction 
 Equipment Disposition or Donation 
 HIPAA Corporate Guidelines for Enrollee 
Address File Generation 


 HIPAA Desktop PC/Workstation Screen Savers
 HIPAA E‐mail Communications 
 HIPAA Faxing PHI 
 HIPAA Guidelines for Use of the Fax Server 
 HIPAA Marketing Requirements 
 HIPAA Privacy Quarterly Audits 
 HIPAA Privacy and Security Training 
 Information Technology Data Backup 


Information Management Security Incident 
Management Procedures  


 Information Technology Resource Security and 
Awareness Training 


 Enrollee Correspondence 
 Non‐Provider Contracting 
 Physical Safeguards for PHI and Individually 
Identifiable Health Information (IIHI)  


 Psychotherapy Notes  
 Printers, Facsimile Machines, Speakerphones, 
and Shred Bins (HIPAA) 


 Privacy Incident Reporting 
 Privileged Access Accounts 
 Restriction to Enrollee PHI from State and 
Federal Agencies 


 Supporting Privacy Compliance Reviews 
 Telephone and Face‐to‐Face Communications 
Involving PHI 


 Telecommuting  
 Vendor Contact for Enrollee Rights Requests 
 Verification Requirements to Disclose PHI by 
Phone Calls, Faxes, Correspondence, and E‐
mail 


 Voice Mail Messages Involving PHI 
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We maintain a project plan to track each section of HITECH, its implementation dates, and 
the Amerigroup policies and procedures that may be affected. When the remaining HITECH 
regulations are published, we will identify changes to business practices and update the 
appropriate policies and procedures, as necessary, to remain in compliance. 


Amerigroup’s approach to compliance includes: 


 Education. We train and educate all employees on HIPAA requirements; HIPAA 
requirements are also covered in our provider training and documentation. 


 Technology. We use technology to support data transmission and communication 
safeguards. 


Education 


All Amerigroup employees must attend HIPAA 
training within 60 days of their date of hire. 
Through a computer-based training tool, 
employees must achieve at least a 90 percent 
score to successfully complete their training. 
Participation and scoring is electronically 
tracked and reported to our Compliance 
Department. We also require annual refresher 
training. Management can require more 
frequent training for individual employees as 
necessary. Amerigroup maintains 100 percent 
compliance with HIPAA training. 


Amerigroup employees are subject to random 
HIPAA audits conducted each quarter. The 
audit includes a checklist of items that verify 
compliance with Amerigroup’s privacy and 
security program. Employees who are not in 
compliance are given additional training and 
guidance as necessary. 


We also remind our employees about privacy 
program compliance through communications 
such as posters and flyers throughout the office, 
as shown in Figure 5.1.11.12-1. 


Figure 5.1.11.12-1. HIPAA Tips are 
Routinely Provided to Amerigroup 
Employees 
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Additionally, Amerigroup offers training to providers on member privacy, and our provider 
orientation covers HIPAA. Provider responsibilities are specified in the provider manual and 
on the provider website. 


Technology 


Technology plays a vital role in HIPAA compliance and the protection of member privacy. 
Amerigroup uses encryption protocols to securely transfer files containing PHI. We monitor 
all file transfers to ensure that files containing PHI are protected. This includes automatic 
encryption of all e-mail that contains PHI for which the destination address is outside of the 
Amerigroup network. We encrypt portable devices such as laptop computers. The software also 
controls what can be saved to removable devices on our personal computers. Authorized 
employees can save PHI to a portable device for business purposes, but the system will 
automatically encrypt the data. 


We also restrict access to PHI through the use of security profiles, system user names, and 
passwords that limit access to member data, claims history, care management data, and PHI. 
Only those employees who need access to fulfill their job requirements are authorized. 


Security 


Amerigroup is committed to physical security within our facilities and, in addition, data and 
network security within our management information system.  


Information Technology Security manages the HIPAA Security program. Resources include 
the Security Officer, an Associate Vice President (AVP) of Security, an AVP of Compliance, 
and 10 information technology professionals who: 


 Provide proactive security analysis 


 Develop and manage a security architecture and strategy 


 Respond to security events and incidents 


 Prepare and deliver security training and communication 


 Develop and manage security controls 


 Conduct reviews and vulnerability assessments 


Our approach to security includes strict security 
policies and procedures to protect all data 
maintained within our systems and applications. 
The first line of security is to limit access to our 
facilities. Next, the TS Department limits access to systems, applications, and data warehouses 
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to individuals who have a legitimate business need for the data. The access management 
function also restricts users by varying hierarchical levels of entry based upon system function 
and the information available. Remote access to systems is granted only to individuals who 
must work from a distance and cannot be physically located in an Amerigroup facility. 


The following sections provide additional detail about Amerigroup security practices.  


Physical Security 


Amerigroup restricts access to all facilities and controls access by using proximity-based 
electronic security badges. All employees and visitors must complete a security access request 
form and obtain approval signatures before gaining unsupervised access. After-hours access 
to facilities requires the use of specially coded security badges for building and department 
access. 


All Amerigroup data centers have formal policies for visitor control. We limit data center 
access to employees responsible for network engineering, system administration, and network 
security. All servers and data storage devices are located within secure areas of the data 
centers that can be accessed only by individuals with special clearance. 


User IDs, Passwords, and Unauthorized Access 


Amerigroup requires use of a unique user identifier and complex password to gain access to 
workstations or systems. The TS Department employs the Microsoft Windows Active Directory 
infrastructure to limit access to a system or application and role-based security within 
applications. The role-based security limits update capabilities and access to application 
functionality. We grant access to data and information based upon job responsibilities and the 
sensitivity of the data stored. 


All workstations and systems are guarded by security policies that prevent access if an 
individual tries to log in and has three unsuccessful attempts. The Security Department 
receives system-generated reports and alerts on unsuccessful attempts to access systems and 
websites. Additionally, passwords must be complex, users must change passwords every 60 
days, and re-use of recent passwords is prevented. 


Protecting Privacy over the Internet  


Amerigroup provides secure e-mail for sending and receiving information. The e-mail system 
automatically encrypts outbound messages if key numbers or keywords are detected. We use 
an extensive list of keywords related to drugs, treatments, and diseases to determine whether 
encryption should be applied. Additionally, the sender can request encryption by using the 
word “encrypt” in the message. On the receiving side, a message is delivered with an 







 Tab VII – Section 5 – Company Background and References 
 5.1 Vendor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-344 
November 15, 2012 


encrypted PDF attached that contains the original e-mail. Users can send a secure and 
encrypted reply by clicking on the reply link in the PDF. 


Data Network Security 


Amerigroup uses state-of-the-art monitoring tools to audit system access, utilization, account 
usage, and resource usage to verify compliance with established policies. We use a number of 
technologies and security management systems to provide twenty-four hours a day, seven days 
a week real-time security event monitoring and reporting capabilities. We maintain a formal 
security incident handling process that includes security incident response reporting. The 
Security Officer enforces policies and monitors all security issues. 


The TS Department controls network access through usernames and passwords and Entrust 
IdentityGuard Two-Factor authentication will soon control remote access. We control 
individual user level access to systems through the use of Active Directory group membership, 
in addition to application, file, directory, and drive-level security. We manage and protect our 
network using industry-standard tools, including NetIQ Enterprise Administration Suite, 
CiscoWorks Management Software, WebSense®, Symantec™ MessageLabs®, Sourcefire® 
Intrusion Prevention, Symantec Data Loss Prevention, Entrust® eMail encryption, 
Citrix®, and a combination of Cisco Firewalls. 


External vulnerability scans of the network are performed by WhiteHat and IBM. Varonis® 
Data Advantage is used to provide file level access monitoring and reporting. A combination 
of McAfee®, Symantec, and Microsoft® virus detection and software is installed on all 
personal computers and corporate servers. A Trustwave® Enterprise Information Security 
Management system collects, correlates, and centralizes log information from systems on the 
network to monitor compliance with established policies. We apply the COBIT® information 
technology governance framework for information technology controls. 


The TS Department uses third-party tools to prevent external systems attacks. These tools 
combat known and unknown threats to our network and websites. Our toolsets assist the TS 
Department with safeguarding our network, websites, and information in our systems. The TS 
Department policies and procedures related to system security, access, and use are readily 
accessible to employees. As part of HIPAA Privacy and Security compliance, we conduct 
extensive education, and ongoing training materials serve as continuous reminders. 


Data Center Environmental Controls 


Amerigroup’s central data center incorporates environmental controls such as uninterruptible 
power supply (UPS), moisture detection, heat ionization detection, temperature alerts, and 
backup generators. These controls are used in our supporting data centers as appropriate. 
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Security and safety controls such as smoke detectors, electrical alarms, and an advanced fire 
retardant system help prevent the spread of fire to the data centers. 


B.  Describe your experience in processing HIPAA-compliant provider claims and in 
submitting HIPAA-compliant encounters to States. 


Experience Processing HIPAA-Compliant Claims 
Amerigroup has been processing HIPAA-compliant 
provider claims in Nevada since 2009. We are 
committed to adjudicating claims in a timely, 
accurate, and provider-friendly manner. Amerigroup 
maintains a single claims processing system that is 
fully integrated with enrollment and provider 
systems, consistently meets federal requirements, and 
currently meets DHCFP requirements. Amerigroup 
processed more than 803,000 HIPAA-compliant 


claims under our Nevada Medicaid and Nevada Check Up Contract in the 12 months ending 
September 30, 2012. Across all markets, Amerigroup processed more than 27.7 million claims 
during the same 12-month period. 


Amerigroup’s experience in processing HIPAA-
compliant claims is addressed through: 


 Claim input 


 Claim editing and adjudication 


Claim Input – HIPAA-Compliant Paper and 
Electronic Claims 


Amerigroup accepts claims on paper and 
electronically to delivery maximum flexibility to our 
providers. All claims formats are industry-
standard–compliant and HIPAA-compliant and 
include CMS 1500 and CMS 1450 (UB 04) formats. 
As shown in Figure 5.1.11.12-2, all claims, 
regardless of source, are submitted to the same 
HIPAA compliance edits and adjudication 
process. 


Figure 5.1.11.12-2. Amerigroup Accepts 
HIPAA Compliant Claims via Multiple 
Methods 
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Paper claims are received by our Document 
Management team, who batch, scan, and export 
the files to our data entry vendor throughout 
each production day. The vendor converts claims 
to an electronic format and returns HIPAA-
compliant X12 837 claims data files to 
Amerigroup for processing. 


For electronic claims submission, we accept claims through: 


 Three nationally recognized electronic data interchange (EDI) clearinghouses 


 Submission of an X12 837 claims file from our provider website 


 Direct entry of a claim from our provider website 


In the past 12 months, more than 85.8 percent of all Nevada claims were received 
electronically. 


Amerigroup offers our providers a number of different resources for technical support for 
submitting HIPAA-compliant claims, including training classes, provider manual, provider 
website, and toll-free hotline numbers. 


Amerigroup maintains two EDI companion 
guides, one for professional and one for 
institutional claims that include detailed 
information on electronic claims 
submission. These document the EDI 
process and its benefits to providers. They 
provide an overview of the EDI process and 
include topics such as: 


 Responsibilities of Amerigroup and 
the clearinghouses 


 Provider responsibilities for using 
the clearinghouse and the provider 
website 


 How to get started with EDI 


 Clearinghouse fees and charges 


 EDI claim requirements 
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 Claim rejection scenarios 


 EDI report options and features 


Amerigroup encourages providers to call our toll-free numbers if they require additional 
support. We maintain a dedicated EDI Hotline to answer specific questions related to 
electronic claims. The EDI Hotline employees can help providers with set-up questions, help 
resolve any submission issues, and help resolve claim rejections. Customer Service 
Representatives and Provider Relations Representatives are also available through a toll-free 
number to assist providers with any questions or concerns. 


If we find that any of our providers may benefit from technical assistance, we will proactively 
reach out to them. Our EDI Hotline employees will reach out to providers with high-volume 
paper claims submission to discuss EDI methods, how electronic claims can work in their 
office, and the benefits they can achieve. If a provider is submitting a high number of rejected 
claims or generating a high number of pends, we can contact the provider to help identify and 
correct any problems to expedite claims processing and payment. 


Claim Editing and Adjudication 


All claims, regardless of entry source, pass through the same edits and adjudication processes 
to ensure consistency and HIPAA compliance. We assign each claim a unique internal control 
number used to track its progress from initial entry into our system to final adjudication and 
online storage. The system applies a series of edits to all submitted claims, regardless of source 
of entry. Before a claim is accepted into our claims processing system, we apply a variety of 
automated pre-processing edits designed to validate the quality of the data submitted. These 
edits verify that the data is relevant, complete, and contextually appropriate and include: 


 Compliance edits that validate data through HIPAA Level 6 in accordance with the 
Workgroup for Electronic Data Interchange’s Strategic National Implementation 
Process (WEDI SNIP) standards 


 Professional (X12 837P) and institutional (X12 837I) claim edits such as: 


 CPT or HCPCS code validations 


 ICD-9 code validations, including validity for the date of service 


 Institutional (X12 837I) claim validations such as: 


 Presence and correctness of dates, including admission date 


 Balancing total charged amount against the sum of service line charges 


 Code set validations 
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Claims that fail these initial edits are rejected. If the claim was submitted electronically, the 
provider is notified by the claim entry source, which is either the clearinghouse or the provider 
website. Paper claims that are rejected are returned to the provider via postal mail with a 
description of the issue. 


Experience Submitting HIPAA-Compliant Encounters 
Amerigroup submits HIPAA-compliant version 5010 
X12N 837 encounter files in 11 of our 13 state markets, 
as well as HIPAA-compliant NCPDP D.0 encounter 
files in eight markets. In the 12-month period ending 
August 30, 2012, Amerigroup affiliate health plans 
transmitted almost 47.5 million HIPAA-compliant encounters to our state partners. 


We understand and support the direction that DHCFP is taking with their data warehouse 
approach to encounters. We understand the challenges that the State is currently facing and 
are providing whatever assistance we can to help the DHCFP meet its goals for encounter file 
submission.When DHCFP is ready to receive a HIPAA-compliant encounter file from 
Amerigroup, we will be ready. 


Amerigroup understands that DHCFP’s fiscal agent will apply edits to encounters and that a 
companion guide will include edit descriptions. Amerigroup has experience working with 
DHCFP’s fiscal agent, Hewlett Packard, including submitting encounter files through their 
HIPAA compliance editor. In our Georgia health plan, for example, during the 18-month 
period ending March 31, 2011, more than 99 percent of our encounters passed both the fiscal 
agent’s HIPAA compliance checks and Medicaid Management Information System (MMIS) 
edits and were accepted. We have developed a good relationship with technical employees, 
working closely with them to understand state-specific edits and technical rules, as well as 
submission timing and protocols. We will leverage this knowledge and experience to generate 
accurate X12 837 encounter files for DHCFP. 


Amerigroup will submit HIPAA-compliant encounter files on a monthly basis or more 
frequently as requested by DHCFP. We submit weekly encounter files in most of our current 
markets. 


We will support the submission of complete, accurate, and HIPAA-compliant encounter files 
to DHCFP through a tightly managed encounter submission process. 


Encounter Submission Process 


Amerigroup delivers complete, accurate, and timely encounter data through dedicated 
staffing, a robust Encounter Management System (EMS), and a tightly managed submission 
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schedule. Using our EMS, we extract, track, correct, report, log, and archive encounter data. 
The Encounters Management  team closely monitors all encounter processing and meets at 
least weekly to discuss any issues and ensure that we are meeting standards for encounter 
completeness, accuracy, and timeliness in each of our markets. 


We use automated routines to extract encounter data for 
transmission to DHCFP. We process data through a 
comprehensive series of edit routines to verify HIPAA 
compliance and to confirm that all fields contain accurate 
and complete information before submission. 


As shown in Figure 5.1.11.12-3, we combine claims and 
claims adjustment data processed since the last submission 
of encounter records with encounter data from our 
delegated vendors and load the data into our EMS. Initial 
validations confirm that all retrieved claims records load 
into the EMS for subsequent processing. 


Encounter File Completeness—All Claims from All 
Providers 


Amerigroup will continue to submit encounter files to 
DHCFP that contain all encounter data regardless of source 
of claim (electronic or paper format) or type of provider. 
Our EMS is currently configured to differentiate between 
Medicaid and Nevada Check Up recipients on the monthly 
encounter file that we submit to DHCFP. 


The submission of encounter data is a contractual 
requirement in all Amerigroup Nevada provider contracts. 
We contract with most of our providers on a fee-for-service 
basis, which inherently drives claims submission and results 
in encounter data. We require providers with capitated reimbursement to submit encounter 
data as zero pay claims. Claims from capitated providers process through our claims 
processing system, receive all the same edits and validations, and become part of the overall 
claims data set extracted for encounter submission. 


For all providers, we account for submission compliance through records audits and data-
trending analysis, including comparing claim volume from similar providers to identify 
potential issues. We collaborate with Provider Relations to address any provider compliance 


Figure 5.1.11.12-3. Our 
Encounter Process is HIPAA-
Compliant 
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issues and develop corrective action plans for providers who fail to consistently submit 
complete encounter data. 


Amerigroup collects encounter data from our delegated vendors, including our pharmacy and 
dental vendors, and includes it in our encounter data submission. Contractual language 
requires that delegated vendors submit encounter data and specifies penalties for non-
compliance. Account managers monitor vendor compliance. We edit encounter data from 
vendors and combine it with other claims data in our encounter submission. 


Encounter Data Accuracy 


Accurate encounter data begins with accurate claims data. We evaluate the accuracy of 
encounter data by applying the same set of edits to all incoming claim records, regardless of 
whether they originate on paper or electronic submission. 


Amerigroup configures our EMS to edit and process all encounter records against Nevada-
specific program requirements to confirm completeness and validity. Business rules evaluate 
each claim or service line to validate that the encounter records meet State-specific processing 
requirements and ensure the presence and validity of all required data elements, including 
member and provider data, date of service, diagnosis codes, procedure codes, revenue codes, 
date of claim processing, and date of claim payment. 


We pend claims or service lines that fail an edit or business rule without impacting remaining 
records. The Encounters Management team reviews pended records and coordinates 
corrective action with the appropriate operational unit such as Claims or Provider Data 
Management. The team logs encounter pend dates and monitors encounter aging. Corrected 
encounters are automatically included in the next submission. Management reports help 
monitor pended encounters and ensure timely remediation and submission. 


We format encounter records that pass all edits in the HIPAA-compliant X12 837 format. 
Encounter files pass through HIPAA compliance software to ensure compliant data through 
Level 6 and structurally sound files. 


We also validate member and product eligibility for the date of the encounter. Retroactive 
enrollment changes could cause an encounter to pend at this point. As with business rule 
remediation, we pend any encounters that fail compliance checks and submit them after 
remediation and resolution. 


After all issues that can be resolved are addressed, we create a final encounters file. To 
confirm compliance, we re-run the file through HIPAA compliance software and the 
member/product eligibility check before submission. 
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Encounter File Submission 


We understand the importance of transmitting encounter data accurately, securely, efficiently, 
and in accordance with the State’s schedule; we have a 100 percent compliance rate for 
encounters under our current Nevada contract. 


We currently transmit encounter data in state-specific formats, as we are doing in Nevada 
today, as well as the HIPAA-compliant ANSI X12N 837 format. We can transmit encounter 
files through Hypertext Transfer Protocol Secure (HTTPS) or Secure File Transfer Protocol 
(SFTP) and always include the required attestations and reports. 


We log the details of each encounter submission, capturing information on each claim 
submitted, including claim number, line, submit type (original, adjustment, void), file, path, 
and creation date. 


Tracking and Monitoring Encounter Record Submission and Acceptance 


The Encounters Management team uses a series of internal reconciliation and certification 
reports to manage and monitor the encounter submission and allow the encounter analyst to 
validate claims counts and dollars. We review and analyze any variations and make any 
necessary corrections to ensure encounter file accuracy. When necessary, we make program 
changes to enhance encounter processing and reporting.  


The Encounters Management team reviews and remediates all rejections to ensure timely 
correction and re-submission. The team works with all necessary departments and delegated 
vendors to identify and correct all data and process issues. If we identify a pattern of 
deficiencies for specific providers or vendors, we will work with the necessary business 
function to identify and resolve deficiencies.  


We understand that DHCFP’s fiscal agent will apply HIPAA compliance edits and other edits 
to encounters. Based on the extensive editing that our systems perform and our experience 
with our other state partners, we expect to easily exceed the requirement that 95 percent of 
encounter records pass compliance edits executed by DHCFP within the first six months and 
97 percent thereafter. 


We evaluate and correct encounter records that fail DHCFP edits. We also analyze returned 
encounters to determine a root cause and make changes to operational and system processes, 
as indicated, to increase the number of accepted encounter records. 
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5.1.12 Financial Information and Documentation  
In accordance with Section 10.5, Part III – Confidential Financial, Amerigroup Nevada’s 
financial information and documentation are included in the binder marked Part III – 
Confidential Financial, located behind Tab II – Financial Information and Documentation. 
In addition, financial information and documents for our proposed subcontractors can be 
referenced within the Binder marked Part III – Confidential Financial. 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-353 
November 15, 2012 


5.2 SUBCONTRACTOR INFORMATION 
Amerigroup Nevada will use subcontractors for the provision of specialized covered services 
and administrative services within the Nevada Medicaid Managed Care Contract. We 
subcontract with entities that have a similar healthcare philosophy and with which we have 
long-standing relationships. Such established relationships provide us, our members, and the 
State of Nevada tremendous continuity and familiarity moving forward, rather than proposing 
changes and implementing new subcontracts.  


AMERIGROUP Corporation (Amerigroup), with more than 16 years of experience solely 
serving Medicaid and Medicare members, will be the primary administrative services 
subcontractor for Amerigroup Nevada. While Amerigroup Corporation is headquartered in 
Virginia, it maintains a large office in Las Vegas for the Amerigroup Nevada health plan. 
This unique corporate and local plan presence facilitates sharing of responsibilities, readily 
avails the project of corporate resources at the local level, and enhances support for 
Amerigroup local resources that focus on caring for members.  


5.2.1 Use of Subcontractors 
Does this proposal include the use of subcontractors? Check the appropriate response in the table 
below. If yes, vendor must address 5.2.1.1 through 5.2.1.7. 


 
Yes  √  No   


 


Subcontractors and Specific Requirements (§5.2.1.1) 
Identify specific subcontractors and the specific requirements of this RFP for which each 
proposed subcontractor will perform services. 


Amerigroup Nevada will contract with the subcontractors identified in Table 5.2.1.1-1 for the 
identified services and associated Contract requirements.  


Table 5.2.1.1-1. Amerigroup Nevada Subcontractors and Contract Requirements Matrix 


Amerigroup Nevada 
Subcontractors 


Subcontracted Services 


Amerigroup Corporation 


Claims services  


Credentialing 


Legal and regulatory services 
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Amerigroup Nevada 
Subcontractors 


Subcontracted Services 


Medical management support services for care management, disease 
management, quality management, utilization management 


CVS Caremark  Pharmacy services 


Connextions 
Nurse HelpLine 


Disease management 


eyeQuest  Vision services 


National Imaging 
Associates (NIA) 


Radiology services 


Scion Dental  Dental services 


Voiance Language 
Services, LLC 


Over‐the‐telephone interpreter services 


 


Oversight of and Experience Working with 
Subcontractors (§5.2.1.2) 
If any tasks are to be completed by subcontractor(s), vendors must: 


A.  Describe the relevant contractual arrangements; 


B.  Describe how the work of any subcontractor(s) will be supervised, channels of 
communication will be maintained and compliance with contract terms assured; and 


C.  Describe your previous experience with subcontractor(s). 


Relevant Contractual Agreements  
Amerigroup executes formal contract agreements with each subcontractor, upon approval by 
DHCFP. The subcontract defines the subcontractor’s roles and responsibilities, performance 
standards, quality assurance requirements, reimbursement, financial responsibilities, hold-
harmless and insurance provisions, privacy and security requirements, and data exchange and 
reporting requirements. As the prime contractor, we flow down all RFP requirements and 
DHCFP contractual requirements to each subcontractor as appropriate. We incorporate the 
RFP, attachments, and Amerigroup Nevada DHCFP MCO Contract into the subcontract by 
reference. Our subcontracts follow standard language and content, as developed and approved 
by our Amerigroup Corporate Legal Department, tailored to the specific requirements of the 
State and subcontracted functions.  
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Amerigroup’s subcontract documents are available for review by DHCFP upon request. 
Amerigroup Nevada will execute comprehensive, DHCFP-approved subcontracts with each 
proposed subcontractor before commencement of Contract operations.  


Subcontractor Supervision, Communication, and Contract 
Compliance  
Amerigroup, through our Vendor Selection and Oversight Committee (VSOC), retains 
oversight of delegated services performed on our behalf and ensures compliance with State, 
federal, NCQA, and any other applicable regulatory and accreditation standards. VSOC, 
which is currently used by all 13 Amerigroup health plans, includes representatives from the 
following corporate departments: HealthCare Delivery Systems, Finance, Quality 
Management, Senior and Special Services Organization, Office of Business Ethics, Health 
Care Management Services, and Legal. We include additional departments as needed. Our 
Amerigroup Nevada Compliance Officer participates in the VSOC, ensuring subcontractors 
not only understand program requirements, but also take all appropriate and necessary 
actions to assure full compliance. 


Amerigroup accepts full responsibility for subcontractor performance and has established and 
effective processes to supervise subcontractor activities, promote effective and open 
communications, and verify and enforce contract compliance.  


Subcontractor Supervision 


Amerigroup Nevada senior management, department managers responsible for the functional 
areas for which subcontractors perform contracted activities, and the VSOC supervise 
subcontractor work. Each subcontract document defines the subcontractor’s functions and 
specifies how Amerigroup will oversee its operations, including the names or titles of 
Amerigroup supervisory personnel. Amerigroup provides each subcontractor with the 
documented policies and procedures applicable to its responsibilities. 


Subcontractor Communications 


Amerigroup uses formal and informal channels to promote and maintain effective 
communications with our subcontractors. A primary component of subcontractor 
communications is establishing a partnership with each subcontractor and including 
representatives from each organization in overall project management activities. In this way, 
subcontractors become participating members of the management team and remain informed 
about, and invested in, successful project execution. Amerigroup uses the following 
communications methods: 
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 Senior management meetings 


 Regularly scheduled management and employee meetings, as necessitated by specific 
functions (which may be conducted in person, by video/teleconference, web 
conference, or conference call) 


 Subcontractor performance review meetings 


 Formal written notifications, used to convey contract, performance, and deliverables 
information 


 Informal written communications (such as e-mail, fax, or text) 


 Informal face-to-face and telephone or electronic communications among Amerigroup 
and subcontractor employees, as needed 


Contract Compliance 


 Amerigroup monitors and verifies subcontractor contract compliance using established 
Corporate and local resources and processes. At the Corporate level, Amerigroup 
confirms subcontractor compliance with federal and State program integrity 
requirements 


  Reviewing management reports 


 Conducting readiness reviews and annual on-site audits of delegated services 


 Monitoring subcontractor financial stability 


 Facilitating quarterly joint operations meetings between Amerigroup and each 
subcontractor to review performance, follow up on any corrective actions, and address 
any other issues identified by DHCFP or Amerigroup 


We monitor subcontractors delivering healthcare services locally, through our Nevada 
Medical Advisory Committee, headed by the Amerigroup Nevada Medical Director, and at the 
corporate level through the VSOC.  


Amerigroup Nevada’s Oversight Steering Committee routinely monitors the performance of 
Amerigroup as the primary administrative services subcontractor. The Nevada Oversight 
Steering Committee reviews the following quarterly summaries of Amerigroup activity: 


 Service-level standards and reports 


 Fraud and abuse activity 


 Clinical quality initiatives, HEDIS® scores 
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 Outreach initiatives conducted and planned for the following quarter 


As an example of how we oversee our subcontractors, Amerigroup has explicit policies and 
procedures that govern how all subcontractors receive and process claims data. These policies 
and procedures address the verification as well as the format and storage of reported data to 
ensure that our subcontractors meet our strict standards. Amerigroup establishes these 
standards within our subcontractor agreements and review and communicate them with 
subcontractors regularly. 


Amerigroup Nevada’s Experience Working with Proposed 
Subcontractors  
Amerigroup has well-established partnerships, both in Nevada and in other markets, with 
each of our proposed subcontractors and will build upon these experiences to continue serving 
our Nevada members with distinction.  


Table 5.2.1.2-1. Amerigroup Nevada’s Experience with Proposed Subcontractors 


Amerigroup 
Subcontractors 


Experience with Subcontractor 


Amerigroup 
Corporation 


Summary of Experience: Amerigroup Corporation has 16 years of experience solely 
serving Medicaid and Medicare members and providing administrative support 
services to its affiliate health plans. 


Nevada Experience: Amerigroup Corporation has served as a subcontractor for 
administrative services to the Nevada health plan since 2009 in the areas of claims 
and encounter processing, medical services, legal and regulatory, and provider 
credentialing. 


Experience in Other Markets: Amerigroup Corporation currently provides 
administrative services support for its affiliate health plans in 12 other markets. 


CVS Caremark  Summary of Experience: CVS Caremark is a leading pharmacy benefits manager 
(PBM) that provides specialty/biotech services, disease management, and other 
related health services.  
Nevada  Experience:  CVS  Caremark  has  provided  pharmacy  benefit management 
services under subcontract to Amerigroup Nevada since 2009. 
Experience in Other Markets: CVS Caremark has provided PBM services to 
Amerigroup members since 1998 and currently does so in 12 state markets.  


Connextions  Summary of Experience: Connextions provides acquisition, service, retention, and 
technology services to its clients. The Connextions client base consists of most of 
the major healthcare providers, as well as some commercial clients. Connextions 
provides clients technology and Business Process Outsourcing (BPO) services in a 
direct‐to‐consumer market. 


Nevada Experience: Connextions provides Nurse HelpLine services. 


Experience in Other Markets: Connextions has provided Nurse HelpLine services to 
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Amerigroup 
Subcontractors 


Experience with Subcontractor 


Amerigroup members under a subcontract for multiple markets. 


eyeQuest  Summary of Experience: eyeQuest administers vision benefits as a dependable 
partner for health plans in Medicaid markets on behalf of 12 clients in 13 states. 


Nevada Experience: eyeQuest has administered vision benefits, under subcontract 
to Amerigroup Nevada, for nearly four years, beginning in 2009, and serves 86,000 
Nevadans. eyeQuest’s Nevada vision network includes 133 general practices. This 
equates to one practice per 643 members, exceeding the industry standard. 
eyeQuest’s network is compliant with Amerigroup’s access standards—all urban 
members have access to a provider within 15 miles of their home, and all rural 
members have access to a provider within 30 miles. eyeQuest’s Nevada experience, 
both urban and rural, serves Nevada well and demonstrates understanding of its 
members’ needs. As testament to eyeQuest’s exceptional services for all of 2011 
and 2012 to date, there have been no member or provider grievances or appeals. 


Experience in Other Markets: eyeQuest also provides subcontracted vision services 
to Amerigroup in Louisiana. 


National 
Imaging 
Associates (NIA) 


Summary of Experience: As a recognized leader in radiology benefits management 
(RBM), NIA has provided innovative clinical solutions since 1995, partnering with 
more than 51 national/regional customers and serving more than 17 million lives in 
26 states. 


Nevada Experience: NIA has provided RBM services, under subcontract to 
Amerigroup Nevada since 2009. Dr. Thomas Dehn, MD, NIA’s Medical Director, 
attends each quarterly review meeting held with DHCFP and Amerigroup Nevada. 
Dr. Dehn has demonstrated proactive collaboration with DHCFP’s Medical Director, 
Dr. Richard Roberts, MD in analyzing potential outlier providers in denial rates 
versus their peers. Dr. Dehn also ensures that NIA continually meets DHCFP’s needs 
in the provision of imaging services under the current Contract. 


Experience in Other Markets: NIA provides radiological and imaging services to 
Amerigroup members under a subcontract in other markets.  


Scion Dental  Summary of Experience: Scion Dental, a national leader in dental services, will cover 
approximately 4.9 million Medicaid members by January 1, 2013. Scion is the first 
dental company to receive full URAC accreditation for Health UM, and the only 
dental company to be awarded full URAC accreditation for Claims Processing. 


Nevada Experience: Scion Dental has provided dental services, under subcontract to 
Amerigroup Nevada, for nearly four years, beginning in 2009. Amerigroup’s and 
Scion’s joint goal in Nevada has been to build health literacy among members to 
empower them to understand and adopt those behaviors that drive improved oral 
health outcomes. To amplify this message and integrate messaging, Amerigroup and 
Scion will integrate dental outreach with Early Periodic Screening, Diagnosis, and 
Treatment (EPSDT) under the new Contract.  


Experience in Other Markets: Scion Dental has provided dental services to 
Amerigroup members under a subcontract that currently provides dental services to 
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Amerigroup 
Subcontractors 


Experience with Subcontractor 


more than 400,000 Medicaid and CHIP recipients in four states – a Georgia, Florida, 
Ohio, and the Amerigroup Nevada health plan. 


Voiance 
Language 
Services, LLC 


Summary of Experience: Voiance provides over‐the‐telephone  interpretation  (OPI) 
services can and translations for 170 languages, using language‐appropriate, health 
care‐aware  translators.  It  provides  TDD/TTY  services  for  those  who  are  deaf  or 
hearing impaired. With ISO 9001:2008 certified processes, onshore contact centers, 
and  advanced  telecommunications  infrastructure,  Voiance  delivers  high  quality 
language services to Amerigroup members. 
Nevada Experience: Voiance provides translation services, under subcontract to 
Amerigroup Nevada. 


Experience in Other Markets: Voiance provides translation services to Amerigroup 
members in other markets. 


 


Methodology, Processes, and Tools (§5.2.1.3) 
Vendors must describe the methodology, processes and tools utilized for: 


A.  Selecting and qualifying appropriate subcontractors for the project/contract; 


B.  Ensuring subcontractor compliance with the overall performance objectives for the 
project;  


C.  Ensuring that subcontractor deliverables meet the quality objectives of the 
project/contract; and 


D.  Providing proof of payment to any subcontractor(s) used for this project/contract, if 
requested by the State. Proposal should include a plan by which, at the State’s 
request, the State will be notified of such payments. 


Selecting and Qualifying Subcontractors  
Amerigroup partners with carefully selected and closely monitored key subcontractors to 
deliver quality services for DHCFP. We choose subcontractors that we are confident will 
provide the highest quality care, services, and support to our members and deliver the desired 
results for DHCFP based on our past contractual arrangements with them in Nevada and 
other contracts. All subcontractors proposed here are currently in place as partners with 
Amerigroup in our Nevada health plan.  


In the future, if we need to implement a new subcontract, or replace an existing subcontractor, 
we use the processes described here to identify and select those potential subcontractors.  
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Amerigroup Account Managers lead the process of subcontractor selection and oversight of 
the contract post-selection. This process must include:  


 Notification of proposed agreement to the VSOC 


 Completion of the VSOC Checklist and delegated Activity grids 


 Request of VSOC review and approval 


 Presentation of the proposed agreement to the VSOC  


 Verification of the completion of all necessary pre-delegation audits and Corrective 
Action Plans (CAP) before Contract execution, if applicable 


 Adherence to all contracting requirements set forth by the Provider Contract Service 
team 


 Coordination with the VSOC to ensure the completion, review, and presentation of 
oversight and reporting to VSOC in a timely manner 


Upon selection of the desired subcontractor candidate, Amerigroup will formally submit all 
required subcontractor information and documentation, including the subcontracting 
agreement, to DHCFP and request written approval prior to entering into the subcontract. 


The Account Manager is responsible for educating subcontractors and their employees 
regarding Amerigroup products and processes. The Account Manager acts as a liaison among 
the subcontractor, health plan, and VSO,C and establishes direct relationships between the 
health plan subject matter expert (SME) and subcontractor, but is expected to assist in 
resolution of any ongoing concerns. In addition, Account Managers: 


 Ensure the availability of necessary financial solvency documentation to Finance and 
the VSOC. 


 Proactively maintain open communications with the subcontractor on health plan 
issues including, but not limited to, claims, eligibility, utilization management, 
reimbursement, and quality programs. 


 Schedule, organize, and chair, at a minimum, quarterly joint operations meetings for 
each subcontractor. 


 Ensure the upload of all reports monitoring delegated functions into designated health 
plan folders for SME review at least quarterly. This responsibility includes the upkeep 
of the comprehensive state specific reporting grid, regulatory requirements, templates, 
naming conventions and due dates. While each subcontractor provides these reports to 
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the Account Manager, it is the responsibility of the Account Manager to ensure their 
timely, accurate delivery to Regulatory and for review by the health plan. 


 Submit all subcontractor member or provider communications that meet CMAP 
criteria through Amerigroup’s internal CMAP process and ensure the receipt of all 
necessary state/federal approvals. Account Manager will notify the delegate of received 
approvals. 


Amerigroup Account Managers are SMEs regarding the regulations and requirements in all 
applicable state contracts pertaining to the services our assigned delegates provide. Account 
Managers must be aware of all updates and changes made to these regulations and 
requirements. We ensure that Account Managers review the accuracy of subcontractor 
information in our member handbook and member communications, provider directory, 
provider manuals, and our website. 


Ensuring Subcontractor Compliance with Performance Objectives 
As noted above, our Account Managers serve as liaisons to our delegated subcontractors and 
conduct periodic reviews through the VSOC to ensure compliance with our performance goals 
and objectives. These quarterly reviews provide a comprehensive review of each of our 
subcontractors and their performance outcomes. 


Ensuring Subcontractor Deliverables Meet Quality Objectives 
We assure subcontractors meet our quality objectives by tying quality objectives directly to the 
Nevada Contract requirements in our subcontractor contract agreements. We specify 
performance standards, measurement metrics, processes, and schedules, and remedies and 
penalties for failure to comply with standards. 


Providing Proof of Payment to Subcontractors upon State Request 
If requested by DHCFP, Amerigroup Nevada will provide records detailing payments to our 
subcontractors. Amerigroup Nevada will provide the State check copies, check registers, or 
records of wire transfers, as appropriate, to prove payment to subcontractors. We will provide 
this information within the timeframe specified by the State. 


Subcontractor Responses (§5.2.1.4) 
Tables starting on page 5.2-13 include all information required in RFP Sections 5.1.1 through 
5.1.12 for each of our seven proposed subcontractors. 
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References for Subcontractors (§5.2.1.5) 
Provide the same information for any proposed subcontractors as requested in Section 5.1, 
Vendor Information. 


Amerigroup’s subcontractors have submitted required business reference in compliance with 
RFP requirements no later than November 14, 2012 directly to Geoff Landry with the State of 
Nevada Purchasing Division. 


Meeting Insurance Requirements (§5.2.1.6) 
Vendor shall not allow any subcontractor to commence work until all insurance required of the 
subcontractor is provided to the vendor. 


Each Amerigroup Nevada subcontractor in the table within Section 5.2.1 asserts its 
compliance with the insurance requirements of this Contract.  


Notifying Agency of Intended Use of Subcontractors 
(§5.2.1.7) 
5.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not 
identified within their original proposal and provide the information originally requested in the 
RFP in Section 5.2, Subcontractor Information. The vendor must receive agency approval prior 
to subcontractor commencing work. 


If Amerigroup Nevada identifies new subcontractors to accomplish contract requirements 
after submittal of this proposal, we will notify DHCFP immediately and submit a request for 
agency approval of use of the subcontractor before the subcontractor begins work. 
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Amerigroup Corporation 
Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 
5.1.1 
Company name:  Amerigroup Corporation
Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation:  Delaware
Date of incorporation:  December 9, 1994


# of years in business: 
17 years. 
Amerigroup Corporation became Incorporated in December 1994. 
Amerigroup’s first health plan went live in February 1996. 


List of top officers: 


 James G. Carlson 


 John E. Littel 
 Mary T. McCluskey 


 Nicholas J. Pace 
 Leon A. Root 
 James W. Truess 


 Linda K. Whitley‐Taylor 


 Richard C. Zoretic 
 Scott W. Anglin 


 Margaret M. Roomsburg 


 Jeffrey L. Stredler 
 Jack L. Young 
 Karen L. Shields 


Location of company 
headquarters: 


4425 Corporation Lane 
Virginia Beach, VA 23462 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


West Region Service Center
5959 Corporate Dr., Ste. 3500 
Houston, TX 77098 
Tampa Claims 
4200 W. Cypress St., Ste. 900 
Tampa, FL 33607 
 


National Support Centers
1300 and 1330 Amerigroup 
Way 
Virginia Beach, VA 23464 
Virginia Beach Home Offices
4425 and 4433 Corporation 
Lane 
Virginia Beach, VA 23462 
 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


0 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


76.75 


Location(s) from which 
employees will be assigned for 
this project: 


7251 W. Lake Mead Blvd., Ste. 104 


Las Vegas, NV 89128 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
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Amerigroup Corporation 
Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


Amerigroup Corporation is registered with the Nevada Secretary of State’s Office as a foreign 
corporation in the State of Nevada under the fictitious name of AGP Corporation. Its business 
identification number is NV20061492147. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


Nevada license: NV20061492147 


Amerigroup Corporation, the legal entity name, is not the same as the DBA name of corporation. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


AMERIGROUP Nevada, Inc. holds a Certificate of Authority to operate as an HMO in the mandatory 
managed care counties issued by the Department of Insurance. The license was issued on March 30, 
2006, and has been maintained continuously since its date of issue. Additionally, based on our 
proposed corporate structure, AMERIGROUP Corporation also holds two licenses issued by the Nevada 
Division of Insurance in accordance with Nevada statutes and regulations governing utilization review 
and claims payment activities:  


 Utilization Review Agent license issued February 8, 2006, and maintained continuously since its date 
of issue 


 Third Party Administrator license issued June 2, 2009, and maintained continuously since its date of 
issue 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


Yes. Amerigroup Corporation is currently providing the same services under Amerigroup Nevada’s 
current contract with DHCFP. Amerigroup Nevada holds the contract with DHCFP.  


A. Nevada Department of Health and Human Services, Division of Health Care Financing and Policy 


B. John Whaley, Chief of Business Lines; February 1, 2009 ‐ present 
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C. RFP/Contract #1509: Provide risk‐based capitated HMO services in support of the Title XIX 


(Medicaid) and Title XXI State Child Health Insurance Program (SCHIP) medical assistance programs 


D. $761,765,047.54 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 
5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?  


B. Description of failure or breach or litigation including the products or services involved?  


C. Amount in Controversy?  


D. Resolution or current status of dispute?  


E. Has the matter involved a court case?  


F. Status of litigation? 


No, none of the above applies. 
5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverage as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes. Amerigroup Nevada acknowledges the requirement to provide the Certificates of Insurance upon 
contract award.  


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


Amerigroup Corporation (the parent company) and its affiliates (collectively Amerigroup) have more 
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than 16 years of experience providing managed care services to Medicaid, CHIP, the uninsured, and 
Medicare populations, including managing large‐state Medicaid contracts and serves approximately 2.7 
million members through health plans in 13 states with the 14th going live in the first quarter of 2013.


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


Amerigroup Corporation, Amerigroup Nevada’s parent company, is an organization that focuses on 
meeting the healthcare needs of low‐income and medically vulnerable Americans in the Medicaid and 
Medicare programs. Amerigroup Corporation owns 100 percent of the issued and outstanding shares 
of common stock of Amerigroup Nevada. As of production of this proposal, Amerigroup is aware that 
four entities own beneficially five percent or more of the outstanding shares of Amerigroup 
Corporation common stock. These entities are FMR, LLC; Artisan Partners Limited Partnership; Capital 
World Investors; Vanguard Group, and Institutional Investment Advisors.  


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


Amerigroup Corporation is headquartered in Virginia Beach, Virginia and has an affiliate in Nevada that 
is a resident of Nevada and was incorporated as a Nevada‐domiciled company on August 11, 2005. 
Amerigroup does not apply preference. 


D. The location of disaster recovery back‐up site. 


The DR Collocation Site, 


AT&T Internet Data Center C/O Site 18396 


11830 Webb Chapel Rd. 


Dallas, TX 75234. 


There is a direct connection between the production data center in Virginia Beach, VA, and the Dallas, 
TX, hot site, which allows immediate backup Internet access for the entire enterprise if needed. 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Eric Lloyd 


Chief Executive Officer, Amerigroup Nevada, Inc. 


7251 W. Lake Mead Blvd., Ste. 104 


Las Vegas NV 89128 


(702) 228‐1308 


F. The size of organization in assets, revenue and people. 


Assets: $2.9 billion in assets 


Revenue: $6.4 billion in revenue 
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People: 6,600 employees 


G. The organizational chart of your senior management by function including key personnel. 


See the Amerigroup Corporate organizational chart in Amerigroup Corporation Attachments Tab. 


H. The areas of specialization. 


Amerigroup specializes in Medicaid managed care and serves more than 2.7 million members through 
a variety of public programs, including Medicaid, Temporary Assistance for Needy Families (TANF—
with more than 1.4 million mothers and babies), CHIP, uninsured adults, and people with disabilities/ 
Supplemental Security Income (SPD/SSI), as well as Medicare. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


2010 Revenue 


TANF: $3,410,558,785 


CHIP: $358,176,435 


ABD/SSI: $1,030,720,599 


Long‐Term Care: $752,823,394 


Medicare Revenue: $231,178,499 


2011 Revenue 


TANF: $3,568,451,571 


CHIP: $365,785,402 


ABD/SSI: $1,241,884,613 


Long‐Term Care: $853,961,413 


Medicare Revenue: $271,341,712 


J. The corporate philosophy and mission statement. 


Corporate philosophy: We will be a different kind of health insurance company—a company that does 
well by doing good. Mission: To provide Real Solutions® for members who need a little help by making 
the healthcare system work better while keeping it more affordable for taxpayers. 


K. A description of any plans for future growth and development of your organization. 


Amerigroup Corporation is ready to continue partnering with states as they add new populations, 
services, and geographies. We anticipate future growth and development to support an influx of 
members through expansions and opportunities offered by the Accountable Care Act (ACA). Areas we 
will focus on include: 


 Medicaid Expansion: Leverage our depth of experience around providing cost‐effective integrated 
benefits, services, care management, and transition plans 


 Health insurance exchange: Expand the framework we have developed so far to meet future 
individual needs and state challenges and integrating member transition processes  


 Health homes: Support ACA guidelines to provide health homes to Medicaid members with chronic 
illnesses to achieve more accessible, cost‐effective, high‐quality primary care, and further support 
primary care practices in their effort to improve patient outcomes 


 Health information exchange: Deepen the links and training among the health information 
exchange, electronic health records, and the methods for provider collaboration 


 Other populations: Anticipate the changing needs for future populations such as the ABD and 
children/adolescents in the juvenile justice system or foster care programs. We now serve more 
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than 317,000 ABD/dual‐eligible individuals and will continue to expand current 
benefits/services/transition plans to include these populations. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Amerigroup Corporation has expanded products, including long‐term care and the uninsured; services, 
ranging from physician/hospital and 24‐hour institutional care to personal care services offered in the 
community; and geographic locations. Our methodology is to leverage our experience, fully engage our 
local leadership/administrative infrastructure, and build on strong relationships with state officials and 
established provider networks. A natural extension of effort is the major opportunity to serve the dual 
eligible population—managed care is part of the organic solution for this high‐cost population. Our 
implementation approach is an expertly managed process. From a highly trained, professional group of 
subject matter experts who are pulled from key functional areas to our Implementation Project Team, 
we adhere to a formal project management lifecycle. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


Amerigroup Corporation has provided similar services as a subcontractor serving to other Amerigroup 
health plans serving the public sector since 1996. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


Not Applicable. Amerigroup health plans directly develop and manage networks of Medicaid providers. 
Amerigroup Corporation provides strategic support to our affiliate health plans when appropriate, such 
as providing resources necessary to facilitate rapid network development in new markets, establishing 
and testing of innovative provider payment methodologies, and creating best practices related to Real 
Solutions® Medical Homes and ACA‐compliant health homes. 


2. Managed care programs for Medicaid recipients; 


Since 1996, Amerigroup Corporation has provided administration and technology support to 13 health 
plans that manage Medicaid programs today and one additional plan that will be operational on 
January 1, 2013. Amerigroup Corporation does not manage these programs directly, but provides 
support in conformance with local health plan policies and procedures. 


3. Administering Medicaid utilization and case management programs; 


Amerigroup Corporation has 16 years of experience providing administration and technology support 
to 13 health plans that administer Medicaid utilization and case management programs. An additional 
plan will become operational on January 1, 2013. Amerigroup Corporation does not manage utilization 
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and management programs directly.  


Under the direction of each local health plan and in accordance with local policies and procedures, 
Amerigroup Corporation provides cost‐effective services related to utilization management (UM), 
(physical and behavioral health) through our National Customer Care (NCC) Center which coordinates 
UM activities with each health plan, disease management (DM) through designated state‐specific care 
management teams at our Integrated Disease Management Center, and pharmacy management 
through an in‐house clinical leadership team. In addition, our corporate Health Care Management 
Services team, led by an experienced team of national Medical Directors for both physical and 
behavioral health, provides strategic support with respect to: 


 Implementing healthcare management programs in new markets 


 Identifying national trends and best practices which are shared with all affiliate health plans (such as 
our Taking Care of Baby and Me® program) 


 Monitoring provider reimbursement trends 


 Monitoring clinical operations (such as promoting consistent use of UM guidelines and criteria) 


 Developing health promotion materials 


4. Medicaid claims processing and adjudication 


Amerigroup Corporation has 16 of years of experience processing Medicaid claims, including almost 
four years in Nevada. In the 12‐month period ending September 30, 2012, we processed more than 
803,000 Nevada claims. Our average claims turnaround time was 4.7 calendar days. In Nevada, an 
average of 99.6 percent of claims was paid within 30 calendar days, with September, 2012 financial and 
payment rates of 99.94 percent and 99.21 percent, respectively. We have effective technology and 
experienced employees in place to ensure prompt and accurate claims payment. Our employees and 
systems are also capable of administering any type of provider payment arrangement (for example, 
prospective payment, case rate, and per diem). 


5. Project management; and 


Amerigroup Corporation brings discipline and rigor to project management across the organization. We 
rely on leaders and employees with the training and skills required to achieve our goals and objectives 
efficiently.  


 Implementation. Amerigroup Corporation has never missed a contract implementation and has 
completed 92 program implementation and expansion projects since 1996. Across the organization, 
we maintain teams of project management professionals who use proven methodologies, such as 
the Project Management Institute and Agile. 


 Business Process Improvement. Amerigroup integrates Six Sigma and Lean Six Sigma methodologies 
into all parts of the organization because we value the disciplined approach and focus on 
measurable improvements inherent in the process. 


 Quality Management Performance Improvement Process. Amerigroup Corporation adopts 
nationally‐recognized processes to support quality gains, including methodologies that align with 
NCQA standards. 
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6. Qualifications of key personnel. 


Not applicable. All Key Personnel identified for the Contract are Amerigroup Nevada employees. 


 B. Describe your experience with performance incentives based on targeted health outcome 
standards. In addition, identify specific performance measures that would provide the most meaningful 
measure of health care service delivery performance. 


Amerigroup Corporation provides administrative and technological support to health plans in Georgia, 
Maryland, and Tennessee who currently operate under performance incentive programs that reward 
the health plan for achieving targeted health outcomes. These incentive programs are for full‐risk 
managed care programs for Medicaid and CHIP populations similar to Nevada. When a performance 
incentive is tied to a targeted health outcome, measures are consistent with HEDIS® or other measures 
that are evidence‐based and carefully tested. 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Amerigroup Corporation supports its 13 health plans to identify, test, and measure the impact of 
potential program innovations and best practices. Each individual health plan then adopts and adapts 
those that may be applicable based on their specific market needs. This includes: 


 Mobile identification cards 


 Innovative training and certification programs for Case Managers 


 Technology enhancements to improve customer services delivered to members and providers 


 Online appointment scheduling of preventive and primary care services 


 Maternal and child health programs such as Taking Care of Baby and Me and You and Your Baby in 
the NICU (neonatal intensive care unit) 


 Innovative outreach tools such as interactive voice response (IVR) and texting for members with 
high‐risk pregnancies and text reminders for parents about preventive health and screening services 


 Personal health cards that store member health records  


 Amerigroup on Call, an innovative approach to reducing unnecessary emergency department (ED) 
visits 


 Predictive models to identify and prioritize outreach for those members with the greatest risk levels 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Amerigroup Corporation and our health plans have more than 16 years of experience working with 
state governments across the country. In addition to our deep and lasting relations in the states where 
we have operational health plans, Amerigroup is a thought leader in a variety of policy forums and 
works to continue to develop innovative solutions to state governments’ most vexing health care 
issues. Our subsidiary health plans serve 2.7 million members in 13 states (with our 14th health plan 
becoming operational on January 1, 2013).  


This experience also has led to the development of best practices on working with state agencies that 
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assist our members outside the MCO, such as agencies responsible for Medicaid and CHIP enrollment 
and eligibility, food stamps, supplemental assistance for pregnant women, and energy assistance. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Nancy Kaplan, Manager of Regulatory Services, is a valuable member of the Nevada health plan. Ms. 
Kaplan is involved with several functional areas resulting from the Contract, including state contracts, 
reporting resources, regulatory tasks, collateral material, and performance standards. Under the 
Contract, Ms. Kaplan: 


 Researches and provides guidance to the Nevada health plan and corporate departments regarding 
compliance with the requirements of the Nevada managed care contract, as well as state and 
federal statutes and regulations 


 Serves as representative for the Nevada health plan and the corporate departments with state 
regulatory agencies 


 Assesses proposed and final legislation with potential impacts on business activity and operations 


Robin Favret, Associate VP of Information Technology Services Customer Account Management, has 
more than 28 years of healthcare experience and 14 years with Medicaid and CHIP programs. With her 
extensive experience, Ms. Favret’s expertise supports Amerigroup Nevada’s Data Coding functional 
area. Under the Contract, Robin:  


 Leverages industry, corporate, and health plan knowledge to partner with the state in developing 
solutions to operational or system issues 


 Ensures the communication of key service and performance measures to the health plan and its 
customers 


Stephen Ford, Associate VP, Senior Counsel, supports the health plan by providing legal expertise. In 
this role, Mr. Ford: 


 Serves as counsel for the Nevada plan 
 Handles intake and resolution of legal issues related to regulatory compliance, provider network 
development and maintenance, provider disputes, agency disputes, product development and plan 
extension, and risk management 


 Participates with merger and acquisition activity and new market development 


 Participates with negotiations and process improvement 


 Manages paralegal and administrative employees 


Stephen Williams, VP of West Regional Services Center Operations, has been with Amerigroup for 
almost six years. Under the Contract, Mr. Williams leads operations for the Regional Service Center, 
which is responsible for customer services and claims processing  


Richard Marucut, Director of Service Operations, is a leader in the West Regional Service Center. As 
director, he helps manage the claims team responsible for supporting Amerigroup Nevada. Under the 
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Contract, Mr. Marucut: 


 Monitors claims quality reporting and ensure fulfillment of all State requirements  


 Analyzes reports to identify areas of concern, trends, and issues across entities that impede 
customer service 


 Collaborates with internal partners to develop process improvement initiatives to reduce defects, 
improve overall operating efficiencies, and maximize dollar recovery through cost containment 


 Ensures appropriate scheduling of employees to manage claims volume 


 Works with the Nevada health plan to resolve operational issues including enrollment, benefit 
configuration, call metrics, authorizations, high dollar claims, pending claims, appeals, adjustments, 
customer service, and policy issues 


Denise Ward, Claims Manager, directly manages claims for the Nevada market. With more than 21 
years of experience in healthcare, Ms. Ward has the expertise necessary to manage an efficient claims 
team. Under the Contract, Ms. Ward:  


 Manages the Nevada claims inventory 


 Provides updated claims training as required 


 Ensures that all market performance guarantees are met 


 Partners with cross‐functional areas to ensure timely resolution of all claim errors  


 Processes high dollar, complex, and adjustment claims 


Shaun Wayne, Information Technology Service Field Service Technician III, supports Amerigroup 
Nevada’s information systems. Mr. Wayne has almost 10 years of experience with Amerigroup and 
more than 15 years of experience working with Information Technology Services (ITS). Under the 
Contract, Mr. Wayne:  


 Provides technical support and direction for Amerigroup Nevada staff members 


 Contributes advanced, top‐level technical knowledge and experience in the areas of software and 
hardware testing, change control, configuration management, test plan development, and systems 
documentation 


 Provides information to internal and external customers and vendors 


 Provides and implements innovative ideas and solutions for complex problems  


 Ensures system security is maintained and strengthened through implementation of current 
technologies 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4.Quality Improvement and Reporting (i.e. HEDIS, CMS) 
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5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Information Systems: Shaun Wayne, ITS Field Service Tech III 


2. Not applicable 


3. Claims Payment: Stephen Williams, VP West Regional Service Center; Richard Marucut – Director 
Service Operations; Denise Ward, Manager Claims 


4. Not applicable 


5. Not applicable 


6. Data Coding: Robin Favret, AVP, ITS Customer Account Management 


7. Contract Negotiations/Network Recruiters: Stephen Ford, AVP, Senior Counsel 


8. Encounter Data: Robin Favret, AVP ITS Customer Account Management 


9. Other: Nancy Kaplan, Manager Regulatory Services 


 G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


Copies of relevant Amerigroup Corporation licenses are included in the Amerigroup Corporation 
Attachments Tab of this binder. 


 H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Amerigroup’s NCC is well equipped to handle large volumes of calls from members who do not speak 
English as a first language. The NCC currently has 135 employees that are fluent in both English and 
Spanish. In 2012, NCC associates have directly handled more than 326,000 calls for our Spanish‐
speaking members. 


I. List any associations or organizations to which the organization belongs. 


Among the associations and organizations to which Amerigroup Corporation belongs includes the 
American Health Insurance Plans, Medicaid Health Plans of America, and the SNP Alliance.  


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 
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Amerigroup Nevada remains fully responsible for delivery of services under the Contract. 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Amerigroup Corporation operates in accordance with the Policies and Procedures of Amerigroup 
Nevada when providing these services. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Not applicable. Amerigroup Nevada, through our Medical Advisory Committee (MAC), monitors and 
evaluates UM guidelines and procedures. Amerigroup Corporation’s Medical Policy Committee 
supports the MAC by providing annual review of all guidelines. 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable. Amerigroup Nevada is fully responsible for identifying, arranging, and monitoring all 
out‐of‐network services that our members need. 


E. Describe the roll and responsibilities of your case managers. 


Amerigroup Nevada is fully responsible for delivery of case management services for our members. In 
accordance with Amerigroup Nevada policies and procedures, Amerigroup Corporation Disease 
Management (DM) Case Managers coordinate care and services for members enrolled in a DM 
program. They work with members, PCPs and other treating providers, families, and other stakeholders 
to identify, implement, and monitor a member‐directed care treatment plan that addresses each 
individual’s physical, behavioral, social support, and functional needs. These plans follow evidenced‐
based clinical practices guidelines, and DM Case Managers actively engage members to adopt self‐care 
strategies. 


DM Case managers educate and coach members to take greater responsibility for their personal health 
status and empower them to adopt improved self‐care skills—boosting access to primary and 
preventive care, enhancing health outcomes, and reducing preventable ED visits or inpatient 
admissions. 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable. Amerigroup Nevada is fully responsible for coordination and communication with 
DHCFP District Office care coordination staff on behalf of high‐risk pregnant women. 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable. Amerigroup Nevada is fully responsible for assessing and developing comprehensive 
care treatment plans for Children with Special Health Care Needs. 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
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Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable. Amerigroup Nevada is fully responsible for developing and maintaining a 
comprehensive network to provide mental health and rehabilitative services to Severely Emotionally 
Disturbed (SED) children and Seriously Mentally Ill (SMI) adults. 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable. Amerigroup Nevada is fully responsible for developing and managing policies and 
procedures for emergency and post‐stabilization services 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable. Amerigroup Nevada is fully responsible for developing and managing policies and 
procedures for transitioning a recipient from or to fee‐for‐service (FFS) or another Vendor’s plan. 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable. Amerigroup Nevada is fully responsible for developing and managing the member 
handbook and identification cards issued to enrolled members. 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Amerigroup Corporation operates in accordance with the Policies and Procedures of Amerigroup 
Nevada when providing these services.  


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


Not applicable. Amerigroup Nevada is fully responsible for developing and maintaining a network that 
ensures the ability to provide managed care services to enrolled members in Clark and Washoe 
Counties. 


B. Provide a sample of all base network provider contracts. 


Not applicable, as Amerigroup Corporation is not subcontracted for these services. 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable, as Amerigroup Corporation is not subcontracted for these services. 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 
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Not applicable, as Amerigroup Corporation is not subcontracted for these services. 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable. Amerigroup Nevada is fully responsible for monitoring its contracted network 
provider’s activities to ensure they comply with requirements. 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable. Amerigroup Nevada is fully responsible for determining and managing physician 
incentive plans. 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable. Amerigroup Nevada is fully responsible for maintaining subcontracts for any of the 
benefits services. 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Not applicable. Amerigroup Nevada is fully responsible for the proper use of National Provider 
Identifiers (NPI). 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


Amerigroup Nevada develops the Quality Assurance Plan (QAP) in accordance with the State of Nevada 
and DHCFP requirements. Amerigroup Corporation provides certain elements that support the QAP , 
including:  


 Development and review of clinical practice guidelines and the delivery of disease management 
services  


 Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) transfer of claims files and reminder 
cards to member/providers 


 HEDIS data management and audits 


 Support databases 
B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
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Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Amerigroup Nevada is accountable for the development of the Quality Assessment and Performance 
Improvement Strategy and Work Plan. Amerigroup Corporation provides quality management 
oversight and expertise to ensure that the health plan is following the plan and assessing the quality of 
care delivered to enrolled members effectively.  


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Amerigroup Corporation delivers the technological infrastructure and administrative support for the 
collection and reporting of race, ethnicity and language. Amerigroup Corporation supports current 
DHCFP data collection and reporting requirements for the HEDIS Measure of Diversity of Medicaid 
Membership. We support Amerigroup Nevada’s efforts to capture race, ethnicity, and language 
information during member interactions and use updated information in reporting. 


Amerigroup Corporation has a project underway expanding our ability to collect data in accordance 
with new and proposed provisions of the Patient Protection and Affordable Care Act. 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Amerigroup Corporation has more than 16 years of experience processing Medicaid claims and has 
been processing Nevada claims since 2009. Amerigroup Corporation is committed to processing claims 
in accordance with state and federal statutes and regulations. Amerigroup Corporation accepts paper 
and electronic claims. We accept electronic claims through three different methods. Claim formats are 
industry‐standard and HIPAA‐compliant. We capture and adjudicate claims with minimal manual 
intervention to deliver faster, more accurate claims turnaround and provider payment. The claims 
adjudication process is highly automated to deliver fast and consistent claims processing and payment. 
Amerigroup Corporation executes claims adjudication processes every night, seven days a week, so 
claims are processed soon after receipt. Automated routines apply a series of standard and state‐
specific edits, and we edit claim data using industry‐recognized products such as code review and code‐
bundling software. Comprehensive policies and procedures govern our claims process. Policies and 
procedures cover a wide variety of claims topics for both corporate‐wide and state‐specific guidelines, 
including claims submission (paper and electronic), timely filing standards, prompt payment 
requirements, and claim interest payments. We validate compliance with policies and procedures 
through a number of methods, including management oversight, management audits, and internal 
audits. 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Amerigroup Corporation processed more than 803,000 claims for Amerigroup Nevada in the 12 months 
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ending September 30, 2012. Amerigroup Corporation executes nightly claims adjudication cycles and 
twice a week we run claims payment cycles. On average, we pay Nevada claims in 4.7 days. For non‐
clean claims, providers receive notification within 4.6 days, on average, using the input submission 
method of the claim. Additional claims payment performance statistics for Nevada claims for the 12‐
month period ending September 30, 2012 include: 


 99.66% of claims paid within 30 calendar days, compared to DHCFP standard of 90% 


 99.94% of claims paid within 90 calendar days, compared to DHCFP standard of 99% 


 Claims pend rate of 19.3% 


 Claims denial rate of 14.9% 


 Claims resubmission rate of 1.6% 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Amerigroup Corporation continually monitors claims processing performance and compliance. Daily, 
weekly, monthly, and ad hoc reports allow management to gauge processing performance, identify 
problem areas, and monitor quality. 


The Amerigroup Corporation Attachments Tab provides a set of unedited month‐end management 
reports from our claims processing system. Reports are from Amerigroup Nevada Medicaid and 
Nevada Check Up Contract for the month of September, 2012. 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Amerigroup Corporation maintains a comprehensive and rigorous plan to protect against fraud, waste, 
and abuse across the corporation and our 13 health plans. The Corporate Investigation Department 
(CID) implements the Amerigroup Nevada Fraud, Waste, and Abuse Plan that complies with DHCFP 
requirements and drives efforts to prevent, identify, investigate, and report suspected provider and 
member fraud and abuse. The Amerigroup Nevada plan addresses all program components, including: 


 Staffing and responsibilities: Corporate and health plan departments and employees and their 
associated responsibilities 


 Employee education: Policies and procedures for employee training; how employees can help 
identify and prevent fraud, waste, and abuse; the federal False Claims Act; and laws governing the 
rights of employees to be protected as whistleblowers 


 Identification methods and indicators: Methods to identify suspected provider or member fraud, 
waste, or abuse, including referrals and system‐based detection methods and controls 


 Investigation process: The stages of the investigative process, including the key questions during 
each stage 


 Reporting: Procedures for reporting instances of suspected provider or member fraud or abuse in 
accordance with DHCFP reporting requirements 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Amerigroup Corporation operates in accordance with the policies and procedures of Amerigroup 
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Administrative services covered under administrative services agreement 
(claims, credentialing, regulatory services, legal) 
Nevada when providing these services. 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Amerigroup Corporation provides administration to support the management of grievances and 
appeals in accordance with the Nevada Requirements. 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


Not applicable. Amerigroup Nevada is fully responsible for establishing performance standards for the 
frequency of enrolled member grievances and appeals and provider disputes. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


An organizational chart is included in the Amerigroup Corporation Attachments Tab. Amerigroup 
Corporation provides specialized, centrally delivered services that complement local employees in 
strategically determined functional areas to create both better value and results for our members. The 
group consists of Amerigroup experts designated to the Nevada health plan. Some of the key functions 
that will be provided by Amerigroup Corporation include:  


 Member and Provider Call Center  


 Implementation (for new programs) 


 National care management, disease management, and quality programs  


 Claims administration 


 Information technology systems and services 


 Healthcare economics 


 Member and provider communications 


 Actuarial services 
 Legal advisory and oversight 
 Corporate compliance advisory and oversight 


 Regulatory advisory and oversight 
 National and state government affairs advisory 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
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build a network? 


Not applicable. Amerigroup Nevada currently has an established network and is fully responsible for 
maintaining it. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Please see Attachment 5.1.11.9‐1 for Amerigroup Nevada’s Gantt Chart detailing the implementation 
process. Amerigroup Corporation is not providing a separate Gantt Chart. 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


Amerigroup Corporation has reviewed all reporting requirements listed throughout the RFP and in 
Attachment I, Forms and Reporting Guide. We confirm our ability and commitment to meeting 
reporting requirements. Amerigroup Corporation is experienced in meeting the reporting needs of 13 
health plans. Amerigroup Corporation is currently generating reports that meet all DHCFP reporting 
requirements under Amerigroup Nevada’s Medicaid and Nevada Check Up Contract. Amerigroup 
Nevada reviews reports for completeness and accuracy prior to on‐time delivery to DHCFP.  


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Amerigroup Corporation has reviewed all interface requirements listed throughout the RFP and in the 
Vendor’s library. We confirm our ability and commitment to provide compatible interfaces with 
existing information systems of DHCFP or its agents. Amerigroup Corporation is currently meeting all 
DHCFP interface requirements. Based on our currently operational interfaces and the technical 
infrastructure of our systems, we are confident in our ability to provide compatible interfaces to 
proposed and future information systems. 


Our Management Information System (MIS) follows the managed Medicaid model and currently 
supports more than 2.7 million members in 13 states, including more than 85,000 Nevada members. 
We support our MIS with a dedicated internal Technology Services Department of more than 450 
technology employees. 


Secure ongoing data interfaces are a strength and core competency of Amerigroup Corporation. We 
have more than 16 years of experience in exchanging data with our ancillary vendors and states and 
their agents, including enrollment brokers, fiscal agents, and intermediaries; external quality review 
organizations; recovery audit contractors; and others. We are 5010 compliant and currently support 
interfaces in the HIPAA standard X12 and National Council for Prescription Drug Programs (NCPDP) 
formats as well as HL7 and many state‐specific formats. 


5.1.11.12 HIPAA Compliance 
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A. Describe your status, resources, and approach to HIPAA compliance. 


Amerigroup Corporation is fully compliant with the privacy and security requirements of HIPAA. 
Amerigroup Corporation is also fully compliant with the requirements of the Health Information 
Technology for Economic and Clinical Health (HITECH) Act of 2009. Amerigroup Corporation’s approach 
to HIPAA compliance covers three areas: 


 Electronic Transactions and Code Sets. We are compliant with 5010 and NCPDP D.0 transactions. We 
also have corporate projects underway for ICD‐10 compliance and compliance with the new federal 
operating rules. 


 Privacy. We have invested in protecting member confidentiality and disclosure of mental health 
records, medical records, and other member Protected Health Information (PHI) in accordance with 
federal and State requirements. We train and educate all employees on HIPAA requirements; HIPAA 
requirements are also covered in our provider training and documentation. 


 Security. We are committed to physical security within our facilities and data and network security 
within our management information system. 


Amerigroup Corporation dedicates full‐time resources to support our HIPAA compliance. Our Member 
Privacy Unit manages the corporate HIPAA Privacy Program under the direction of our Chief Privacy 
Officer. In addition, we maintain an Information Technology Security Department to manage our HIPAA 
Security program. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Amerigroup Corporation has been processing HIPAA‐compliant provider claims in Nevada since 2009. 
Across our 13 health plans we process more than 2.3 million HIPAA‐compliant claims each month. We 
accept claims on paper and electronically. Paper claims formats are industry standard and converted 
into a HIPAA‐compliant X12 837 file by our data entry vendor. We accept electronic claims through: 


 Three nationally recognized electronic data interchange (EDI) clearinghouses 
 Submission of an X12 837 claims file from our provider website 


 Direct entry of a claim from our provider website 


All claims, regardless of entry source, pass through the same edits and adjudication processes to 
ensure consistency and HIPAA compliance. Amerigroup Corporation submits HIPAA‐compliant version 
5010 X12N 837 encounter files in 11 of our 13 state markets, as well as HIPAA‐compliant NCPDP D.0 
encounter files in eight markets. Annually, Amerigroup Corporation health plans submit more than 47 
million HIPAA‐compliant encounters to state partners. Amerigroup Corporation has experience with 
the direction that DHCFP is taking with its data warehouse approach to encounters and are providing 
whatever assistance we can to help the DHCFP meet its goals for encounter file submission. 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


AMERIGROUP Corporation’s Dun and Bradstreet number is 87‐851‐7747. 
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5.1.12.2 Federal Tax Identification Number 


AMERIGROUP Corporation’s Federal Tax Identification Number is 54‐1739323. 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


We have included this information in the Amerigroup Corporation Attachments Tab. 


 
5.3 REFERENCES 
The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Amerigroup Corporation, directly to the Purchasing 
Division. 


5.3.1  Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Amerigroup Nevada, Inc. and Amerigroup Corporation 
directly to the Purchasing Division.  
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Table 5.3-1. Texas Health and Human Services Commission 


Reference #:  1 


Company Name:  Amerigroup Corporation 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  HHSC Managed Care Contract 
Primary Contact Information 


Name:  Lisa Neal 
Manager, Health Plan Management 
Texas Health and Human Services Commission 


Street Address:  11209 Metric Boulevard, Building H 
City, State, Zip  Austin, TX 78758 
Phone, including area code:  (512) 491‐1313 
Facsimile, including area code:  ‐‐ 
Email address:  Lisa.Neal@hhsc.state.tx.us 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Providing comprehensive Medicaid managed care services 
for families, children, seniors, and individuals with 
disabilities for more than 600,000 members in 230 counties.  


Original Project/Contract Start Date:  9/1/2011 
Original Project/Contract End Date:  8/31/2015 
Original Project/Contract Value:  $1,550,685,776 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 
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Table 5.3-2. Tennessee Department of Finance and Administration, Bureau of TennCare 


Reference #:  2 


Company Name:  Amerigroup Corporation 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  TennCare 
Primary Contact Information 


Name:  Darin J. Gordon 
Executive Director 
Tennessee Department of Finance and Administration 
Bureau of TennCare 


Street Address:  310 Great Circle Road 
City, State, Zip  Nashville, TN 37243 
Phone, including area code:  (615) 507‐6443 
Facsimile, including area code:  (615) 741‐0882 
Email address:  darin.j.gordon@tn.gov 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Participating at‐risk managed care organization in the State's 
Medicaid managed care program. Responsible for care 
coordination activities and the provision of Medicaid 
covered services, including long term care and support 
services,  through a contracted network of providers in the 
Middle Grand Region of the state. Total membership is 
currently 205,000 members in 39 counties in the middle 
Tennessee region.  


Original Project/Contract Start Date:  4/1/07 
Original Project/Contract End Date:  12/31/14 
Original Project/Contract Value:  $896,910,240 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 
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Table 5.3-3. Georgia Department of Community Health 


Reference #:  3 


Company Name:  Amerigroup Corporation 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  Georgia Families and PeachCare for Kids 
Primary Contact Information 


Name:  Jerry Dubberly   
Chief, Medicaid Division  
Georgia Department of Community Health 


Street Address:  2 Peachtree Street, NW 
40th Floor 


City, State, Zip  Atlanta, Georgia 30303 
Phone, including area code:  (404) 651.8681 
Facsimile, including area code:  (866) 283‐0128 
Email address:  jdubberly@dch.ga.gov 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Participating at‐risk managed care organization in the State's 
Medicaid and CHIP (PeachCare for Kids) managed care 
program (Georgia Families). Responsible for care 
coordination activities and the provision of Medicaid and 
CHIP covered services through a contracted network of 
providers in multiple service areas across the state. Includes 
care coordination activities and family planning services for 
the Planning for Healthy Babies (P4HB) 1115 Demonstration 
program. We currently serve 290,000 Georgians in across all 
counties. 


Original Project/Contract Start Date:  6/1/06 
Original Project/Contract End Date:  6/30/13 
Original Project/Contract Value:  $729,289,205 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 
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Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
Table 5.3-4. Florida Healthy Kids Corporation 
Reference #:  4 


Company Name:  Amerigroup Corporation 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  Florida Healthy Kids 
Primary Contact Information 


Name:  Rich Robletto 
Florida Healthy Kids Corporation 


Street Address:  661 East Jefferson Street, 2nd Floor 
City, State, Zip  Tallahassee, FL 32301 
Phone, including area code:  (850) 701‐6111 
Facsimile, including area code:  (866) 867‐0054 
Email address:  robletor@healthykids.org 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including technical 
environment if applicable: 


Participating at‐risk managed care organization in the 
Florida Healthy Kids (CHIP) program. Responsible for care 
coordination activities and the provision of CHIP covered 
services through a contracted network of providers in 
multiple service areas across the state. 


Original Project/Contract Start Date:  1/1/03 
Original Project/Contract End Date:  9/30/13 
Original Project/Contract Value:  $92,665,468 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 
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AMERIGROUP CORPORATION PROPOSED 
STAFF RESUMES 


Nancy Kaplan 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Amerigroup Corporation 


   Contractor X    Subcontractor 
Name: Nancy A. Kaplan  Key Personnel 
Classification: Regulatory Market Manager # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Regulatory market manager at Amerigroup Corporation providing 
research and guidance to Amerigroup Nevada, Inc. on contractual 
requirements, the Nevada Medicaid Services Manual, and state and 
federal statutes and regulations. 


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
02.2010 – Present 
Amerigroup Corporation 
4425 Corporation Lane 
Virginia Beach, VA 23462 
P. 757.473.2737 ext. 33460 
Nancy.Kaplan@amerigroup.com 
 
Manager, Regulatory Services 
• Research and provide guidance to the Nevada health plan and corporate 


departments regarding compliance with the requirements of the Nevada 
managed care contract, the Nevada Medicaid Services Manuals, as well as 
state and federal statutes and regulations. 


• Serve as the representative for the Nevada health plan and the corporate 
departments with state regulatory agencies 


• Negotiate with Nevada state agency regarding amendments to the 
Amerigroup managed care contract and draft proposed contractual 
language upon request. 


• Revise Nevada non-provider subcontractor addendum to be used to 
supplement corporate vendor contracts. 


• Assess proposed and final legislation with potential impacts on business 
activity and operations, discuss such legislation with the government 
relations team, and alert the health plan and corporate departments about 
legislative impacts. 


• Meet with health plan leadership on a regular basis to discuss areas of 
concern and to problem solve. 


• Review all marketing materials, member and provider correspondence 
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materials, and outreach materials for compliance with the Nevada 
managed care contract and applicable statutes and regulations. 


• Review new federal and state statutes and regulations. 
• Review and revise health plan and corporate policies and procedures and 


draft health plan policies as necessary, including a policy on never 
events/provider preventable conditions. 


• Review and revise marketing materials to ensure contractual, statutory and 
regulatory compliance 


• Respond to material requests and questions for audits; facilitate 
interactions with auditors. 


• Lead interdisciplinary team to raise Healthcare Effectiveness Data and 
Information Set (HEDIS) behavioral health scores. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
07.2009 – 10.2009 
Troutman Sanders LLP through Lawyer’s Staffing, Inc. 
6800 Paragon Place #115 
Richmond, VA 23230 
P: 804-282-1289 
 
Contract Attorney 
• Worked with team of healthcare attorneys to prepare materials for a CDC 


Essential Services Grant for the allocation of scarce medical resources 
during a large scale pandemic or other disaster. 


• Drafted ethics chapter of an implementation guide to be used in 
conjunction with a pandemic planning guide. 


• Prepared materials for a statewide hospital ethics meeting and for a 
statewide home health care and hospice conference call for pandemic 
preparedness and planning, and prepared manuals and workbench 
materials for a medical tabletop exercise to test the effectiveness of 
pandemic planning. 


• Researched and prepared a presentation on the 2009 changes to the Stark 
law including the modified definition of DHS entity, the change in the 
per-click and percentage based compensation rules, and the impact of the 
Fraud Enforcement and Recovery Act on the False Claims Act; researched 
the anti-markup rule, billing reassignment rules, and Stark exceptions to 
advise a client on a business arrangement; and researched HIPAA and 
state health records privacy acts to advise a client on an employee records 
issue. 


• Advised a client regarding pandemic planning issues under the Americans 
with Disabilities Act. 


• Reviewed business related agreements. 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 


 
 
08.2006 – 01.2009 
Hancock, Daniel, Johnson & Nagle, P.C. 
4701 Cox Road, Suite 400 
Glen Allen, VA 23060 
P: 804.967.9604 
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


Associate Attorney 
• Assisted clients on issues relating to Medicare and Medicaid enrollment 


and reimbursement, HIPAA, Stark, the Federal Anti-Kickback statute, 
DEA and Board of Pharmacy issues, non-profit taxation and Virginia 
Department of Taxation issues, and patient consent issues. 


• Provided guidance on medical research ethics issues and served as a 
member of a hospital bioethics committee. 


• Assisted clients in review and preparation of compliance plans and 
materials. 


• Drafted, reviewed, and negotiated business agreements, including 
employment agreements, financial assistance agreements, business 
associate agreements, and agreements for other goods and services. 


• Established corporations and limited liability companies and worked on 
corporate governance projects.


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Richmond School of Law 
Richmond 
Virginia 
Juris Doctor 
Virginia State Bar 
 
University of Virginia 
Charlottesville 
Virginia 
Master of Arts, Bioethics 
 
University of Virginia 
Charlottesville 
Virginia 
Bachelor of Arts 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Sharon Brumley 
Senior Vice President, Regulatory Services 
AMERIGROUP Corporation 
4425 Corporation Lane 
Virginia Beach, VA 23462 
P: 757.962.6452 
F: 757.222.2377 
Sharon.Brumley@amerigroup.com 
 
Bobbie Jo Jonas 
Associate Vice President, Regulatory Services, West Region 
AMERIGROUP Corporation 
4425 Corporation Lane 
Virginia Beach, VA 23462 
P: 757.473.2737 ext. 32590 
F: 757.222.2377 
Roberta.Jonas@amerigroup.com 
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Christine Canedy 
Associate Vice President, Document Compliance 
AMERIGROUP Corporation 
4425 Corporation Lane 
Virginia Beach, VA 23462 
P: 757.473.2737 ext 33527 
F: 757.222.2377 
Christine.Canedy@amerigroup.com 
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Robin Favret 
 


A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Amerigroup Corporation 


   Contractor X    Subcontractor 
Name: Robin Favret  Key Personnel 
Classification: AVP, Account Management # of Years in Classification: 14 


Brief Summary: of 
Experience: 


28 years of health care experience with 14 years in an acute care hospital 
and 14 years experience with Medicaid and CHIP programs.  Previous 
Medicaid and CHIP experience in Texas, Maryland, New Jersey, Florida, 
South Carolina, Arizona, New Mexico, Washington, Colorado, 
Massachusetts, Nevada, and Michigan.


# of Years with Firm: 12 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
08.2011 – Present 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737 ext. 32757 
Robin.Favret@amerigroup.com 
 
Associate Vice President, Account Management 
• Functions as the lead technical contact to the state and associated state 


trading partners, participating in technical and operational meetings, 
audits, readiness reviews, and implementations. 


• Monitors operational and system trends and performance across the 
Regional Health Plans to determine best practices, potential solutions to 
a Health Plan’s operational or system issue, and to ensure compliance 
with mandated performance guarantees.  


• Responsibility for compliance with all state requested system 
changes, ad hoc ITS requests, and ITS contractual deliverables for 
Health Plans within the Region. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 


02.2009 – 08.2011 
 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737 ext. 32757 
Robin.Favret@amerigroup.com 
 
Director, Account Management 
• Functioned as primary contact for state technical business partners and 
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


coordinates cross-functional participation in requirement changes and 
issue resolution for assigned markets. 


• Had responsibility for compliance with all state requested system 
changes, ad hoc ITS requests, and ITS contractual deliverables.  
Provides feedback and alternate solutions on state proposed changes.  
Serves as ITS Lead for state audits and assessments and coordinates on 
site reviews. 


• Had responsibility for understanding the requirements of the state 
programs in terms of business rules, nuisances between programs, 
system requirements, and interdependencies. 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
08.2000 – 02.2009 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737 ext. 32757 
Robin.Favret@amerigroup.com 
 
Business Analyst Principal II 
• Served as technical liaison with multiple State agencies with 


responsibility for all system requirements, changes and ITS compliance 
per state contracts.  Had responsibility for State ITS audits, assessments, 
and corrective action remediation activities; provided responses to all 
ITS questions; and coordinated on-site reviews. 


• Provided analytical and technical expertise to Health Plan to support 
internal initiatives, day-to-day operations, and strategic goals. 


• Had responsibility for gathering requirements, performing analysis, 
supporting the development and testing processes and understanding the 
applications, data and associated technologies for the organization. 


 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Old Dominion University 
Norfolk 
VA 
Bachelor of Science in Business Administration (Major – Information 
Systems) 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


 
 
Amanda Devine 
Program Analyst VI 
Texas Health and Human Services Commission 
P: 512-491-1190 
F: 512-491-1984 
Amanda.Devine@hhsc.state.tx.us 
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Alan Scantlen 
Deputy Director of Operations Coordination 
Texas Health and Human Services Commission. 
P: 512-491-1304 
F: 512-491-1984 
Alan.Scantlen@hhsc.state.tx.us 
 
Aileen McCormick 
Regional CEO 
Amerigroup Corporation 
P: 713-218-5101 
Aileen.McCormick@amerigroup.com 
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Nicole Bertsch 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Amerigroup Corporation 


   Contractor Ξ Subcontractor 
Name: Nicole Bertsch  Key Personnel 


Classification: 
Operational Account 
Manager # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Thirteen years of health care experience.  Over 10 years experience in 
provider business analysis and practice management, and 3 years 
experience in managed care business analysis and operational account 
management. 


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
11.2010 – Present 
Amerigroup Corporation 
1300 Amerigroup Way 
Virginia Beach, VA 23464 
P: 757-473-2737 ext. 33362 
Nicole.Bertsch@amerigroup.com 
 
Business Analyst Principal I, Account Management 
and Implementation 
 Functions as the lead technical contact to the 


state and associated state trading partners, 
participating in technical and operational 
meetings, audits, readiness reviews, and 
implementations. 


 Assists with contract deliverables requirements 
and testing 


 Attends state calls and facilitate in cross-
functional communication and projects  


 Provides health plan and corporate with technical 
support – analysis, development and testing of 
reports 


 State eligibility portal system administrator for 
TX, NM, WA, NV, KS 


 Transmit, download and format state files 
 Create and run ad hoc reports as needed for health 


plan and for validation purposes 
 Developed SQL query library  
 Facilitate weekly Account Management meetings 
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 Manage and facilitate projects to support the 
health plan and corporate on cross functional 
issues 


 Established weekly meeting with Enterprise 
Reporting to coordinate all ER/AM activities for 
West Region.  


 Actively involved in modifying, developing and 
testing ER reports that affect West Region include 
new reports and rewrites of existing reports 


 Actively involved with Implementation of new 
markets, expansion of existing markets, and 
implementations related to new products 
offered 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
2003 – 2010 
 
Virginia Oncology Associates 
5900 Lake Wright Drive 
Norfolk, VA 23502 
P: 757-466-8683 
 
Practice Quality and Efficiency Manager/Practice 
Manager/Business Services Analyst Supervisor 
 Functioned as Process Improvement Manager 


using Lean Six Sigma methodology for 
improvements  


 Launched and managed 9 process 
improvement projects in 2010 


 Engaged in revenue cycle improvement project 
implementation 


 Designed and implemented core organizational 
key performance metrics 


 Accountable for reporting key performance 
metrics to corporate monthly 


 Managed daily operations and staff for 4 clinic 
sites 


 Project  manager of Port Warwick construction 
and site opening  


 Project  manager of Hampton office remodel 
 Coordinated logistics for Williamsburg, Hampton 


and Port Warwick relocation project 
 Enacted new team concept to streamline 


workflow of 22 staff members  
 Super user for new Practice Management System 


implementation 
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 Designed and implemented process flowcharts for 
new office positions 


 Established Reporting/Data Analysis department 
 Supervised 8 employees across 3 departments in 


Central Business Office 
 Designed and generated critical monthly 


accounting and financial reports using Plus 
Medic, Cognos Impromptu Query and Monarch 
reporting software  


 Developed and maintained claims scrubber 
reporting system  


 Supported research department by providing data 
for oncology clinical trials 


 Served as primary training resource for business 
systems  


 Generated all production and ad hoc reports to 
facilitate management decisions 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
2001 – 2003 
 
ValueOptions 
240 Corporate Boulevard 
Norfolk, VA 23502 
P: 757-459-5100 
 
Business Systems Analyst 
 Developed provider data reports using MS 


Access, Seagate Crystal Reports and Cognos 
Impromptu reporting software  


 Translated functional requirements into detailed 
technical requirements 


 Delivered timely and accurate production and ad 
hoc reports 


 Effectively communicated progress and status of 
requests to the end-user 


 Assisted in project implementations to include 
new development initiatives, client 
implementations, and program enhancements 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Virginia Wesleyan College 
Virginia Beach 
VA 
Bachelor of Science in Business Administration - Management 
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REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Kerry Sutton 
Vice President,  Account 
Management 
Amerigroup  
P: 757-473-2737 ext. 36486 
F: 757-233-6309 
Kerry.Sutton@amerigroup.com 
 
Robin Favret 
Associate Vice President,   
ITS Customer Account 
Management 
Amerigroup  
P: 757-473-2737 ext. 32757 
F: 757-233-6309 
Robin.Favret@amerigroup.com 
 
Liv Moir 
Director, Account Management 
Amerigroup  
P: 757-473-2737 ext. 38834 
F: 757-233-6309 
Liv.Moir@amerigroup.com 
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 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-401 
November 15, 2012 


Connextions 
Administration of Nurse HelpLine and disease management services 
5.1.1 
Company name:  Connextions 
Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation:  Florida 
Date of incorporation:  1999 
# of years in business:  13 


List of top officers: 


 Jack LeForte, CEO 
 Dave Palmer, COO 


 Steve Auerbach, President 
Location of company 
headquarters: 


3600 eCommerce Place Orlando, FL 32808 


Location(s) of the company 
offices: 


Orlando, FL 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Orlando, FL 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


40 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


40 


Location(s) from which 
employees will be assigned for 
this project: 


Orlando, FL 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


Connextions is willing to review the requirements for registering in the State of Nevada. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


Connextions is willing to review the requirements for licensing in the State of Nevada. Yes, the legal 
entity name is the same as the name under which Connextions is doing business. 
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Nevada Medicaid MCO Services RFP #1988 VII-402 
November 15, 2012 


Connextions 
Administration of Nurse HelpLine and disease management services 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


Connextions is willing to review the requirements for licensing in the State of Nevada. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?                


B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?       


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case?                               


F. Status of litigation? 


No 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 
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Nevada Medicaid MCO Services RFP #1988 VII-403 
November 15, 2012 


Connextions 
Administration of Nurse HelpLine and disease management services 


Connextions possesses the proper insurance requirements. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


Connextions has been providing triage services for more than 10 years. Connextions recruits nurses 
with a specific skill set to include previous triage, urgent care, or emergency care treatment. 


Connextions provides acquisition, service, retention, and technology services to its clients. The 
Connextions client base consists of most of the major healthcare providers, as well as some 
commercial clients. Connextions provides clients technology and Business Process Outsourcing (BPO) 
services in a direct‐to‐consumer market. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


Connextions corporation started in 1999, attracted outside investors in 2004, and was acquired by 
Optum Health in 2011. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


Florida is resident state, with no preference afforded. 


D. The location of disaster recovery back‐up site. 


Tampa, FL 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Ebony Langston 


3600 eCommerce Pl. 


Orlando, FL 32808 


(407) 926‐2411, ext. 10307 


F. The size of organization in assets, revenue and people. 


5,000 employees. Connextions does not share financial details with clients. 


G. The organizational chart of your senior management by function including key personnel. 


See Attachment 5.1.11.8 for Connextions’ organizational chart. 


 Jack Leforte, CEO 
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Nevada Medicaid MCO Services RFP #1988 VII-404 
November 15, 2012 


Connextions 
Administration of Nurse HelpLine and disease management services 
 Steve Auerbach, President 
 Dave Palmer, COO 


 Jamie McGinn, CFO 


H. The areas of specialization. 


Acquisition, service, retention, technology in direct‐to‐consumer/member interactions. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


Nurse HelpLine and disease management programming 


J. The corporate philosophy and mission statement. 


"Our vision is to be seen as world class in the eyes of our clients by providing superior service through 
integrated outsourcing solutions." 


K. A description of any plans for future growth and development of your organization. 


Connextions plans to continue to support and provide solutions to plans to meet the increasing focus 
on quality of services. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Not applicable, acquired by Optum Health in 2011 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


Connextions has been providing nurse triage services since 2004. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


Connextions has been providing nurse triage services since 2004. Nurses average 10 years of 
experience in the nursing field, including emergency and urgent care treatment. 


1. Managing a network of Medicaid Providers; 


Not applicable 


2. Managed care programs for Medicaid recipients; 


Connextions has provided sales, service, and triage services for several clients that provide products for 
Medicaid recipients. 


3. Administering Medicaid utilization and case management programs; 


Not applicable 
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4. Medicaid claims processing and adjudication 


Not applicable 


5. Project management; and 


Not applicable 


6. Qualifications of key personnel. 


Through the recruitment process, applicants must take assessments that judge their fitness for the 
position. Connextions completes background and licensing checks on applicants before extending any 
final offer. 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


Not applicable 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Connextions call quality program reviews at least five calls per nurse per month. Nurses must pass call 
evaluations with a score of 95% or higher. Connextions assigns a performance improvement plan to 
nurses who consistently do not meet standards. Connextions maintains all processes and documents 
on the Wiki, as well as online training material and job aids for easy access by on‐call nurses. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Connextions has been providing nurse triage services since 2004. Nurses average 10 years of 
experience in the nursing field , including emergency and urgent care treatment. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


 Ebony Langston, Director of Operations. Responsible for management of the team to meet 
contractual performance targets. 


 Patrice Wooten, Nurse Manager. Responsible for the day‐to‐day operations, coaching, and quality of 
the nursing team. 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4. Quality Improvement and Reporting (i.e. HEDIS, CMS) 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-406 
November 15, 2012 


Connextions 
Administration of Nurse HelpLine and disease management services 
5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Bronson Tubb, Vice President of Information 
Technology 


2. Not applicable  


3. Not applicable 


4. Ebony Langston/Patrice Wooten 


5. Ebony Langston/Patrice Wooten 


6. Not applicable 


7. Not applicable 


8. Ebony Langston/Patrice Wooten 


9. Not applicable 


 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


Not applicable 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


 Jenica Casanova, RN, Spanish 
 Elsie Cruz, RN, Spanish 
I. List any associations or organizations to which the organization belongs. 


None 


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Connextions will work with Amerigroup Nevada to identify any additional required services to support 
Amerigroup members. If Amerigroup Nevada needs additional services, Connextions will identify 
business requirements and create an implementation plan. 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Connextions does not review service authorization requests. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 
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Connextions’ call quality program reviews at least five calls per nurse per month. Nurses must pass call 
evaluations with a score of 95% or higher. Connextions assigns performance improvement plans to 
nurses who consistently do not meet standards. 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable 


E. Describe the roll and responsibilities of your case managers. 


Connextions does not have case managers. 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Connextions sends all triage records to Amerigroup daily. This information includes the applied 
guidelines to triage the call, any additional presented risk factors, and the care advice the member 
received. Amerigroup can use this information to coordinate additional care. 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Connextions sends all triage records to Amerigroup daily. This information includes the applied 
guidelines to triage the call, any additional presented risk factors, and the care advice the member 
received. Amerigroup can use this information to coordinate additional care. 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Connextions sends all triage records to Amerigroup daily. This information includes the applied 
guidelines to triage the call, any additional presented risk factors, and the care advice the member 
received. Amerigroup can use this information to coordinate additional care. 


I. Provide your policies and procedures for emergency and post stabilization services. 


After triage, if the nurse determined that the situation warrants emergency care, the nurse will advise 
the member to call 911 or go to the emergency department. If, for some reason, the member is unable 
to comply, the nurse will call 911 on the member’s behalf. 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
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including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


Not applicable 


B. Provide a sample of all base network provider contracts. 


Not applicable 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


Not applicable 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Not applicable 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
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standards in Section 4.8 of this RFP.  


Connextions call quality program reviews at least five calls per nurse per month. Nurses must pass call 
evaluations with a score of 95% or higher. Connextions assigns a performance improvement plan to 
nurses who consistently do not meet standards. Connextions maintains all processes and documents 
on the Wiki, as well as online training material and job aids for easy access by on‐call nurses. 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Not applicable 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Not applicable 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Not applicable 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Not applicable 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Connextions trains employees in fraud and abuse awareness. If Connextions or its employees suspect 
any type of fraud, Connextions will notify Amerigroup Nevada for further investigation. 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Not applicable 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
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outcomes? 


Not applicable 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


See Connextions Attachment 5.1.11.8 for Connextions’ organizational chart behind the Connextions 
Attachments Tab. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


Not applicable 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


Connextions will comply with reporting requirements and timelines related to this Contract. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Not applicable 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


Upon hire, all agents take training regarding HIPAA compliance and must pass the final test with a 
100% score, acknowledging they understand the expected actions to comply with HIPAA mandates. 
Connextions subjects any employees who violate any HIPAA compliance policies to progressive 
discipline, up to and including termination. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Not applicable 
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5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


Connextions does not share financial information with its clients. Please see the Connextions 
Attachment Tab for a letter describing Connextions’ policy on this issue. Please see the letter included 
in the Connextions Attachments Tab. 


5.1.12.2 Federal Tax Identification Number 


Connextions does not share financial information with its clients. Please see the Connextions 
Attachment Tab  for a letter describing Connextions’ policy on this issue. Please see the letter included 
in the Connextions Attachments Tab. 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


Connextions does not share financial information with its clients. Please see the Connextions 
Attachment Tab  for a letter describing Connextions’ policy on this issue. Please see the letter included 
in the Connextions Attachments Tab. 


 


5.3 BUSINESS REFERENCES 
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Connextions directly to the Purchasing Division. 
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Table 5.3-1. Connextions Reference 1 


Reference #:  1 


Company Name:  Connextions 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   
Primary Contact Information 


Name:  Mindy Benefiel 
Customer Relations and Call Center 
Director  
Teladoc 


Street Address:  4100 Spring Valley  
Ste 515 


City, State, Zip  Dallas, TX 75244 
Phone, including area code:  (214) 302‐5212 
Facsimile, including area code:  (972) 661‐2312 
Email address:  mbenefiel@teladoc.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Connextions provides call center 
representatives to support members 
calling to register for Teladoc services 
or complete health questionnaires to 
initiate a tele‐consult with one of 
Teladoc’s physicians. 


Original Project/Contract Start Date:  12/01/2008 
Original Project/Contract End Date:  Annually renewable 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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Table 5.3-2. Connextions Reference 2    


Reference #:  2 


Company Name:  Connextions 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   
Primary Contact Information 


Name:  Kate Kunkel 
Manager, Quality and Training  
Kaiser Permanente Medicare 


Street Address:  7707 N West Lane 
City, State, Zip  Stockton, CA 95210 
Phone, including area code:  (707) 481‐2451 
Facsimile, including area code:  N/A 
Email address:  Kate.Kunkel@kp.org 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Provide call center representatives to 
support prospective members calling to 
find out more information on Medicare 
plans and telephonically enroll 
prospective members as requested.  
Also provide CRM to manage prospects 
and campaign to track responses and 
performance. 


Original Project/Contract Start Date:  07/07/2007 
Original Project/Contract End Date:  09/01/2017 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-412b 
November 15, 2012 


 
Table 5.3-3. Connextions Reference 3     


Reference #:  3 


Company Name:  Connextions 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   
Primary Contact Information 


Name:  Keyona Dyson 
Operations Management 
Connecticut General Life Insurance 
Company  
Cigna Healthcare 


Street Address:  1601 Chestnut St 
City, State, Zip  Philadelphia, PA 19192 
Phone, including area code:  (860) 226‐5344 
Facsimile, including area code:  (877) 253‐6014 
Email address:  Keyona.Dyson@Cigna.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Provide licenses agents to sell Medical, 
Dental and Supplemental policies to 
individuals and families 


Original Project/Contract Start Date:  12/02/2009 
Original Project/Contract End Date:  12/31/2014 
Original Project/Contract Value:  X 
Final Project/Contract Date:  X 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing, since  CIGNA is still 
under contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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CONNEXTIONS PROPOSED STAFF 
RESUMES 


Ebony Langston 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Connextions 


   Contractor X    Subcontractor 
Name: Ebony Langston  Key Personnel 


Classification: 
Director of Sales and 
Operations # of Years in Classification: 1  


Brief Summary of 
Experience:  
# of Years with Firm: 8 


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
09.2011 – Present 
Connextions 
3600 eCommerce Place 
Orlando, FL32808 
P: 407-926-2411 
Ebony.Langston@connextions.com 
 
Director of Sales and Operations 
• In charge of strategic planning and goal setting to continue to drive 


performance in telesales center 
• Responsible for up to 275 direct and indirect reports 
• Implement strategies that increase sales effectiveness in insurance 


agents 
• Serve as subject matter expert in insurance, healthcare form, and 


Medicare 
• Find opportunities for organic growth by identifying more services to 


be offered to clients 
• Assist in negotiating pricing and contract terms for new services 


offered 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
04.2009 – 09.2011 
Connextions 
3600 eCommerce Place 
Orlando, FL32808 
 
Operations Manager 
• Was in charge of developing, staffing, management, and financial 


performance for telesales center 
• Was responsible for daily functional operations of assigned accounts 


to include technical and systems operations, proper staffing, 
supervisor assignments, managing client requests, addressing 
complaints and solving problems all while meeting cost, productivity, 
and quality goals 


• Developed and implemented several policies and processes used on 
account, as well as developed training materials for use in training 
new employees and continuing education for existing employees 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
10.2008 – 04.2009 
Connextions 
3600 eCommerce Place 
Orlando, FL32808 
 
Project Manager 
• Was responsible for tracking and implementing new development for 


existing clients 
• Created Business Requirements Documents to outline development 


and obtain sign-off and agreement by all parties 
• Was responsible for tracking and implementing software solutions 


for new clients to include technical development, hiring, and training 
while keeping project on time and on budget as defined by 
contractual obligations 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
Duke University 
Durham 
North Carolina 
Bachelors of Science, Psychology 
 
Webster University  
Orlando 
Florida 
Masters in Business Administration 
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REFERENCES 


Minimum of three (3) 
required, including name, 
title, organization, phone 
number, fax number and 
email address 


Scott Decker 
VP of Operations, Connextions 
P: 407-926-2411 x10312 
F: N/A 
Scott.decker@connextions.com 
 
 
Kate Kunkel 
Manager Training and Quality, Kaiser Permanente 
P: 707-481-2451 
F: N/A 
Kate.kunkel@kp.org 
 
 
Stephanie Harris-Holley 
Digital Specialist 
Townsquare Interactive 
P: 832-640-4977 
F: N/A 
stephaniemarieh@gmail.com 
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Patrice Wooten 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Connextions 


   Contractor X    Subcontractor 
Name: Patrice Wooten  Key Personnel 


Classification: 
Director of Strategic 
Accounts, Healthplans # of Years in Classification: 1 


Brief Summary of 
Experience:  
# of Years with Firm: 1 


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


09.2011 – Present 
 
Connextions 
3600 eCommerce Place 
Orlando, FL32808 
P: 407-926-2411 
Patrice.Wooten@connextions.com 
 
Clinical Nurse Manager 
• Manages a team of 23 registered nurses for 24 


hours nurse helpline call center 
• Implements and monitors compliance with 


policies and procedures 
• Manages monthly and quarterly reports 
• Monitors key performance indicators and 


service level agreements 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


10.2009 – 09.2011 
 
Amerigroup Florida, Inc. 
4200 West Cypress Street  
Suite 900  
Tampa, FL  33607 
P: 813-830-6900 
pwooten@amerigroupcorp.com 
 
National Call Center Medical Management 
Supervisor 
• Directed supervision of team of pre-


authorization nurses in call center 
• Managed staffing assignments and departmental 


reports 
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• Monitored team members’ cases to ensure 
appropriate application of clinical information 
to criteria guidelines 


• Involved with tracking and trending nurse 
errors project and in early stages if Utilization 
Management development programs for pre-
certification nurses 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


06.2008 – 07.2009 
 
Golden Living Center 
25 Armory Street 
West Newton, MA 02465 
P: 619-969-2300 
glc00116@goldenliving.com 
 
 
Weekend Nursing Supervisor 
• Supervised operations of a 120 bed long term 


care skilled facility and a total of 31 employees 
• Delegated tasks to licensed nurses and certified 


nursing assistants 
• Increased employee morale and decreased 


weekend call out rates by serving as a reliable 
resource person for staff 


• Reviewed nursing documentation and made 
recommendations, addressed concerns and 
provided feedback to nurses and department 
leadership 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
 
Monroe Community College 
Rochester 
New York 
Associates Degree Liberal Arts, Science Concentration  
 
University of Rochester 
Rochester 
New York 
Bachelor of Science, Nursing 
 
Framingham State College 
Framingham 
Massachusetts 
Masters of Arts, Business Administration Degree 
Massachusetts Licensed Registered Nurse 1996-2010 
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REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Nancy Mulcahy, RN 
Campion Health Center 
319 Concord Road 
Weston, MA 02493 
P: 781-788-4700 
F: 781-788-4751 
acopponi@campioncenter.org 
 
     
Morris Smile, Nursing Assistant  
Campion Health Center 
319 Concord Road 
Weston, MA 02493 
P: 617-901-4533 
F: 781-788-4751 
acopponi@campioncenter.org 
 
 
Scott Decker, Vice President of Operations 
Connextions 
P: 407-926-2411 x10312 
F: N/A 
Scott.decker@connextions.com 
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CVS Caremark 
Pharmacy benefit administration 
5.1.1 
Company name:  CVS Caremark


Ownership (sole proprietor, 
partnership, etc.): 


CaremarkPCS Health, LLC (CVS Caremark) is a wholly‐owned direct 
subsidiary of CaremarkPCS, LLC, a subsidiary of Caremark Rx, LLC, 
whose ultimate parent company is CVS Caremark Corporation.


State of incorporation:  Delaware


Date of incorporation: 


CaremarkPCS Health, LLC (formerly known as AdvancePCS Health, 
L.P.) was formed as a limited partnership in the State of Delaware 
on May 31, 2000. It converted from a limited partnership to a 
limited liability company on January 1, 2009. 


# of years in business: 
43 years. CVS Caremark has been providing PBM services since 
1969.


List of top officers: 


 Eva Boratto, President and Treasurer 
 Allison L. Brown, Senior VP  
 Sara M. Hankins, Secretary 


 Jonathan C. Roberts, VP 
Note: Because it is a limited liability company, CaremarkPCS, LLC 
does not have directors. The LLC is managed by its sole member, 
Caremark Rx, LLC 


Location of company 
headquarters: 


One CVS Dr. 
Woonsocket, RI 02895 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


Please refer to CVS Caremark’s Locations. 
 


9501 E. Shea Blvd. 
Scottsdale, AZ 85260. 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


CVS Caremark does not currently track this information. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


CVS Caremark’s pharmacy benefit management affiliates had more 
than 15,400 employees in 2011. 


Location(s) from which 
employees will be assigned for 
this project: 


9501 E. Shea Blvd. 


Scottsdale, AZ 85260 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 
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CVS Caremark 
Pharmacy benefit administration 


CaremarkPCS Health, LLC was registered on April 22, 2009 (# E0212502009‐9). 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


Nevada Business License #: NV20091142864       


Legal Entity Name: CaremarkPCS Health, LLC 


Yes, the legal entity name is the same as the name under which CVS Caremark is doing business. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


 CVS Caremark is in material compliance with all rules and regulations that may have an impact on its 
operations. CVS Caremark has all applicable federal and state licenses required for the provision of 
PBM services, and is licensed and conduct business in all 50 states, Puerto Rico, and the Virgin 
Islands. Each pharmacy holds a resident state license from the pharmacy board of the state in which 
the pharmacy is located. In addition, where required, each pharmacy is licensed as a non‐resident 
pharmacy in states in which such pharmacy delivers product. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No. 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


CVS Caremark is a publicly traded company. 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?                
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CVS Caremark 
Pharmacy benefit administration 
B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?       


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case? 


F. Status of litigation? 


Legal actions involving CVS Caremark include the following: 


1. In December, 2007, the Company received a document subpoena from the Office of Inspector 
General (OIG), requesting information relating to the processing of Medicaid and other government 
agency claims on a different adjudication platform of Caremark. In October, 2009, and October, 2010, 
the Company received civil investigative demands from the Office of the Attorney General of the State 
of Texas requesting, respectively, information produced under this OIG subpoena and other 
information related to the processing of Medicaid claims. These civil investigative demands state that 
the Office of the Attorney General of the State of Texas is investigating allegations currently pending 
under seal relating to two of Caremark’s adjudication platforms. The Company has been producing 
documents on a rolling basis in response to requests for information contained in the OIG subpoena 
and in these civil investigative demands. The Company cannot predict with certainty the timing or 
outcome of any review of such information. 


2. In August, 2009, the Company was notified by the Federal Trade Commission (FTC) that it was 
conducting a non‐public investigation under the Federal Tort Claims Act (FTCA) into certain of the 
Company’s business practices. In March, 2010, the Company learned that various State Attorneys 
General offices and certain other government agencies were conducting a multi‐state investigation of 
the Company regarding issues similar to those being investigated by the FTC. At this time, 28 states, the 
District of Columbia, and the County of Los Angeles, are known to be participating in this multi‐state 
investigation. On January 3, 2012, the FTC accepted for public comment, subject to final approval, a 
consent order. 


3. In March, 2009, the Company received a subpoena from the OIG requesting information concerning 
the Medicare Part D prescription drug plans of RxAmerica, the PBM subsidiary of Longs Drug Stores 
Corporation which was acquired by the Company in October, 2008. The Company continues to respond 
to the request for information and has been producing responsive documents on a rolling basis. The 
Company cannot predict with certainty the timing or outcome of any review by the government of 
such information. 


4. Since March, 2009, the Company has been named in a series of putative collective and class action 
lawsuits filed in federal courts around the country, purportedly on behalf of current and former 
assistant store managers working in the Company’s stores at various locations outside California. The 
lawsuits allege that the Company failed to pay overtime to assistant store managers as required under 
the Fair Labor Standards Act (FLSA) and under certain state statutes. The lawsuits also seek other relief, 
including liquidated damages, punitive damages, attorneys’ fees, costs and injunctive relief arising out 
of the state and federal claims for overtime pay.  


5. In November 2009, a securities class action lawsuit was filed in the United States District Court for 
the District of Rhode Island purportedly on behalf of purchasers of CVS Caremark Corporation stock 
between May 5, 2009 and November 4, 2009. The lawsuit names the Company and certain officers as 
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defendants and includes allegations of securities fraud relating to public disclosures made by the 
Company concerning the PBM business and allegations of insider trading. In addition, a shareholder 
derivative lawsuit was filed in December, 2009, in the same court against the directors and certain 
officers of the Company. A derivative lawsuit is a lawsuit filed by a shareholder purporting to assert 
claims on behalf of a corporation against directors and officers of the corporation. This lawsuit includes 
allegations of, among other things, securities fraud, insider trading and breach of fiduciary duties and 
further alleges that the Company was damaged by the purchase of stock at allegedly inflated prices 
under its share repurchase program. In January, 2011, both lawsuits were transferred to the United 
States District Court for the District of New Hampshire.  


6. Caremark was named in a putative class action lawsuit filed in October, 2003, in Alabama state court 
by John Lauriello, purportedly on behalf of participants in the 1999 settlement of various securities 
class action and derivative lawsuits against Caremark and others. Other defendants include insurance 
companies that provided coverage to Caremark with respect to the settled lawsuits. The Lauriello 
lawsuit seeks approximately $3.2 billion in compensatory damages plus other non‐specified damages 
based on allegations that the amount of insurance coverage available for the settled lawsuits was 
misrepresented and suppressed. A similar lawsuit was filed in November, 2003, by Frank McArthur, 
also in Alabama state court, naming as defendants Caremark, several insurance companies, attorneys 
and law firms involved in the 1999 settlement. This lawsuit was stayed as a later‐filed class action, but 
McArthur was subsequently allowed to intervene in the Lauriello action. The attorneys and law firms 
named as defendants in McArthur’s intervention pleadings have been dismissed from the case, and 
discovery on class certification and adequacy issues are underway. 


7. Various lawsuits have been filed alleging that Caremark has violated applicable antitrust laws in 
establishing and maintaining retail pharmacy networks for client health plans. In August, 2003, 
Bellevue Drug Co., Robert Schreiber, Inc. (d/b/a Burns Pharmacy) and Rehn‐Huerbinger Drug Co. (d/b/a 
Parkway Drugs #4), together with Pharmacy Freedom Fund and the National Community Pharmacists 
Association filed a putative class action against Caremark in Pennsylvania federal court, seeking treble 
damages and injunctive relief. This case was initially sent to arbitration based on the contract terms 
between the pharmacies and Caremark. In October, 2003, two independent pharmacies, North Jackson 
Pharmacy, Inc. and C&C, Inc. (d/b/a Big C Discount Drugs, Inc.), filed a putative class action complaint in 
Alabama federal court against Caremark and two PBM competitors, seeking treble damages and 
injunctive relief. The North Jackson Pharmacy case against two of the Caremark entities named as 
defendants was transferred to Illinois federal court, and the case against a separate Caremark entity 
was sent to arbitration based on contract terms between the pharmacies and Caremark. The Bellevue 
arbitration was then stayed by the parties pending developments in the North Jackson Pharmacy court 
case. 


8. In August, 2009, the Company was notified by the FTC that it was conducting a non‐public 
investigation under the FTCA into certain of the Company’s business practices. In March, 2010, the 
Company learned that various State Attorneys General offices and certain other government agencies 
were conducting a multi‐state investigation of the Company regarding issues similar to those being 
investigated by the FTC. At this time, 28 states, the District of Columbia, and the County of Los Angeles, 
are known to be participating in this multi‐state investigation. On January 3, 2012, the FTC accepted for 
public comment, subject to final approval, a consent order. The proposed consent order would prohibit 
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the Company from misrepresenting the price or cost of Medicare Part D prescription drugs, or other 
prices of costs associated with Medicare Part D prescription drug plans. The proposed order would also 
require the Company to pay $5 million in consumer redress, to be distributed to impacted RxAmerica 
Medicare Part D beneficiaries. The proposed order contains no allegations of antitrust law violations or 
anti‐competitive behavior related to the Company’s business practices or its products or service 
offerings. In addition, the Company has received a formal letter from the FTC closing all other aspects 
of the investigation. With respect to the multi‐state investigation, the Company continues to cooperate 
in this investigation. The Company is not able to predict with certainty the timing or outcome of the 
multi‐state investigation. However, it remains confident that it is conducting business practices and 
service offerings (which are designed to reduce health care costs and expand consumer choice) in 
compliance with the antitrust laws. 


9. In March, 2010, the Company received a subpoena from the OIG requesting information about 
programs under which the Company has offered customers remuneration conditioned upon the 
transfer of prescriptions for drugs or medications to its pharmacies in the form of gift cards, cash, non‐
prescription merchandise or discounts or coupons for non‐prescription merchandise. The subpoena 
relates to an investigation of possible false or otherwise improper claims for payment under the 
Medicare and Medicaid programs. The Company continues to respond to this request for information 
and has been producing responsive documents on a rolling basis. The Company cannot predict with 
certainty the timing or outcome of any reviews by the government of such information. 


10. In January, 2012, the Company received a subpoena from OIG requesting information about its 
Health Savings Pass program, a prescription drug discount program for uninsured or under‐insured 
individuals, in connection with an investigation of possible false or otherwise improper claims for 
payment involving Health and Human Services programs. In February, 2012, the Company also received 
a civil investigative demand from the Office of the Attorney General of the State of Texas requesting a 
copy of information produced under this OIG subpoena and other information related to prescription 
drug claims submitted by its pharmacies to Texas Medicaid for reimbursement.  


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


CVS Caremark confirms that it possesses the correct insurance coverages identified in Attachment E. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.
CVS Caremark is a pharmacy innovation company that has grown to become a national leader in 
providing programs currently serving more than 2,000 clients. It offers mail, retail, and specialty 
distribution channels, administering programs for a diverse client base, including corporations, 
managed care organizations, insurance companies, state governments, unions, third‐party 
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administrators, and other organizations that pay for healthcare products and services. 


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


CVS Caremark is a leading prescription benefit manager that provides specialty/biotech services, 
disease management and other health services related to prescription benefit management services.


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


CaremarkPCS Health, LLC (CVS Caremark) is a wholly‐owned direct subsidiary of CaremarkPCS, LLC, a 
subsidiary of Caremark Rx, LLC, whose ultimate parent company is CVS Caremark Corporation. 


CVS Caremark is a pharmacy innovation company that has grown to become a national leader in 
providing programs currently serving more than 2,000 clients and their members across all 50 states, 
Puerto Rico, and the Virgin Islands. Through mail, retail, and specialty distribution channels, it 
administers programs for a diverse client base, including corporations, managed care organizations, 
insurance companies, government entities, unions, third‐party administrators, and other organizations 
that pay for healthcare products and services. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


CVS Caremark Corporation  


One CVS Dr. 


Woonsocket, RI 02895. 


CaremarkPCS, LLC  


9501 E. Shea Blvd. 


Scottsdale, AZ 85260. 


D. The location of disaster recovery back‐up site. 


One CVS Drive 


Woonsocket, RI 02895 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Jennifer Hendrix, Strategic Account Director 


9501 E. Shea Blvd. 


Scottsdale, AZ 85260  


(623) 444‐4274 
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F. The size of organization in assets, revenue and people. 


Employees: As of December 31, 2011, CVS Caremark employed approximately 202,000 associates, 
which included more than 25,000 pharmacists, nurse practitioners, and physician assistants. 


Assets: $64.5 million as of 2011 


Revenue: $107 million in 2011 


G. The organizational chart of your senior management by function including key personnel. 


See CVS Attachment 5.1.11.8 for CVS Caremark’s organizational chart. 


H. The areas of specialization. 


CVS Caremark is a leading prescription benefit manager that provides specialty/biotech services, 
disease management, and other health services related to prescription benefit management services. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


Pharmacy benefit management: $96 million in 2010 and $107 million in 2011 


J. The corporate philosophy and mission statement. 


CVS Caremark is a pharmacy innovation company. 


PURPOSE: Helping people on their path to better health 


STRATEGY: Reinventing pharmacy 


VALUES: 


 Innovation 
 Collaboration 
 Caring 
 Integrity 
 Accountability 
K. A description of any plans for future growth and development of your organization. 


CVS Caremark will continue to monitor industry trends for risks and opportunities for its clients. More 
importantly, it will also continue to shape the future of pharmacy care through innovation and 
continuous resetting of industry performance benchmarks. Caremark sees the following key trends 
influencing pharmacy care in the next five years: 


1. Healthcare reform 


2. Significant growth in specialty therapies 


3. Increasing availability of generic medications 


4. The changing role of pharmacy care 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
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techniques, what resources and organization, etc.? 


CVS Caremark has not expanded into any new markets within the last 24 months. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


43 years. CVS Caremark has been providing PBM services since 1969. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


CVS Caremark is a pharmacy innovation company and currently operates with Amerigroup in 
partnership for pharmacy services in 12 state Medicaid programs, beginning in 1998. 


1. Managing a network of Medicaid Providers; 


Not applicable 


2. Managed care programs for Medicaid recipients; 


Not applicable 


3. Administering Medicaid utilization and case management programs; 


Not applicable 


4. Medicaid claims processing and adjudication 


Not applicable 


5. Project management; and 


Not applicable 


6. Qualifications of key personnel. 


Not applicable 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


Not applicable 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Customer feedback and our knowledge of industry trends have resulted in the following best practices 
within our managed Medicaid segment.  
Account Management 


 Dedicated clinical, account, and analytics resources with managed Medicaid expertise to provide 
ongoing analysis and suggestions 


 Management of per member per month (PMPM) performance to meet client goals during 
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challenging budgetary times 


 Policy and legislative tracking activities and a firm grasp of Medicaid regulations at the state level 
Clinical Support 


 Clinical pharmacist with managed Medicaid experienced assigned to each account 


 Comprehensive clinical solutions and online reporting to help meet HEDIS standards 


 Evidence‐based interventions to help improve member health 


 Targeted health management programs for the Medicaid population, including an emphasis on 
disease states/conditions such as HIV and behavioral health 


 Managed Medicaid Drug List that saves time and money 
Systems, Programs, and Tools 


 Automated prior authorization tool to add efficiency to the PA process 


 Desktop access to plan design and eligibility to support client customer service representatives and 
allow eligibility on the fly 


 Robust, online reporting tool to help clients quickly and effectively manage their benefit 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


CVS Caremark has supported plans and members within the healthcare sector for 15 years and has 
Medicaid program experience in these states: 


Market   Effective Date 
Florida  January 1, 2003 
Georgia  July 1, 2008 
Louisiana  November 1, 2012 
Maryland  August 1, 2000 
Nevada  February 1, 2009 
New Jersey  March 1, 1998 
New Mexico  August 1, 2008 
New York  May 15, 2007 
Ohio  October 1, 2001 
Texas  March 1, 2012 
Virginia  September 1, 2005 
Washington  July 1, 2012 


 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Strategic Account Director 


The Strategic Account Director assumes total accountability for a client’s level of satisfaction with 
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services. This individual is responsible for leading the assigned Account Services team in developing, 
implementing, and maintaining the client’s strategic business plan. The Strategic Account Director 
coordinates any necessary support from each of the functional areas within CVS Caremark (for 
example, operations, clinical services, customer service, and health improvement) to ensure overall 
account satisfaction with program administration, strategic planning, data analysis, plan design, and 
drug coverage. 


Benefit Relationship Manager 


The Benefit Relationship Manager (BRM) provides consultation, expertise, and ownership of strategic 
clients’ prescription benefits by: 


 Obtaining and clarifying client requests for plan design changes by working with the client, account 
team, and operations 


 Determining requirements from client meetings with them via e‐mail, conference, or face‐to‐face 
interactions 


Clinical Advisor 


The Clinical Advisor will thoroughly address support and representation of all client clinical‐based 
programs and will meet with the client at least quarterly to discuss utilization patterns and trends CVS 
Caremark identifies through analysis of claims data. The Clinical Advisor will assist in analyzing trends 
gleaned from ad hoc reports and review the overall effectiveness of the program.  


Account Manager 


The Account Manager will be responsible for overseeing benefit design and plan performance, as well 
as helping to maintain overall satisfaction with the services CVS Caremark provides. He or she will 
manage a variety of problem‐solving activities on the client’s behalf. The Account Manager also will 
work closely with designated personnel and the Strategic Account Director to recommend benefit 
programs and to monitor the quality of daily benefit program operations. 


Manager of Account Management 


The Manager of Account Management maintains client satisfaction and retention efforts. In addition, 
the Manager of Account Management will develop and maintain a team dedicated to supporting 
clients by analyzing complex problems, identifying root causes, and assisting with driving practical and 
creative solutions. One of this position’s key initiatives is to foster teamwork and a supportive 
departmental culture with an emphasis on ensuring exceptional client service. 


Director of Account Management 
The Director of Account Management is responsible for the delivery of account management and 
benefits service to the assigned respective client base within the business unit while engaging, 
understanding, and communicating the unique service needs of the business unit with Sales, internal 
partners, and other key operational areas to provide effective support. 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area: 


1. Information Systems 


2. Utilization/Case Management 
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3. Claims Payment 


4.Quality Improvement and Reporting (for example, HEDIS, CMS) 


5. Health education 


6. Data/coding 


7. Contract negotiations, network recruiters 


8. Encounter data 


9. Other employees as needed 


Not applicable 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada. 


Refer to the CVS Attachments Tab. 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Not applicable 


I. List any associations or organizations to which the organization belongs. 


CVS Caremark has no association memberships to list. 


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Not applicable 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Not applicable 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Not applicable 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable 


E. Describe the roll and responsibilities of your case managers. 
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Not applicable 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


CVS Caremark’s retail network strategy takes both the client and the member into consideration. CVS 
Caremark builds its networks with a focus on providing broad access, choice, and convenience to 
maintain and enhance member satisfaction, along with competitive pricing, and to help reduce total 
costs for its clients. CVS Caremark offers its clients a variety of network options to meet the varying 
objectives of its diverse client base. These options include a national network, with broad national 
coverage and excellent access, and narrow networks, which offer an effective balance between savings 
for clients and access for members. 
B. Provide a sample of all base network provider contracts. 


Not applicable 
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C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


Not applicable 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Not applicable 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP. 


CVS Caremark’s pharmacy quality assurance initiatives include the following: 


 Desktop and on‐site pharmacy claim audits 


 Review and trending of complaints and appeals 


 Accuracy and timeliness of eligibility file loads 


 Accuracy and timeliness of claims payments 


 Trending and analysis of pharmacy payment issues 


 Trending and analysis of claim rejection rates 


 Customer service center performance monitoring, including: 
 Average speed to answer 
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 Abandon rate 


 Peak call times and staffing ratios 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Not applicable 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Not applicable 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Given current technologies used by many PBMs and MCOs, pharmacies access information about 
covered benefits and submit claims in real time. Pharmacies can adjudicate transactions that entail 
processing a request for coverage to verify eligibility, drug coverage, benefit limitations, and prior 
authorization requirements. Priced according to provider contract agreements, on average, the 
pharmacy receives an authorization for payment in less than three seconds. Clinical and technical staff 
support the technology is supported to ensure that the system includes all benefit design and 
utilization management system edits. This automated process facilitates fast processing with minimal 
human intervention. 
B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Not applicable 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Not applicable 
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B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


Not applicable 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


See Attachment 5.1.11.8 for the CVS Caremark organizational chart. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


CVS Caremark has an established network. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


CVS Caremark will comply with all reporting requirements and timeframes. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


CVS Caremark meets these requirements. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


CVS Caremark’s pharmacy compliance team works closely with the corporate regulatory market 
leaders to ensure efficient response to all regulatory alerts. The team supplies State‐required reports 
to corporate regulatory employees for monthly state submissions. CVS Caremark reviews irregularities 
in reporting for necessary action plans and resolutions. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 
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Each pharmacy applicant requesting membership in the network must have specific credentials and 
must meet specific contractual standards, including: 


 Active membership in the National Council for Prescription Drug Programs (NCPDP) 


 Compliance with Health Insurance Portability and Accountability Act (HIPAA) regulations 


 Appropriate state licensure 
 An active Drug Enforcement Agency (DEA) number 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


CVS Caremark Corporation’s Dunn & Bradstreet number is 00‐133‐8912. This DUNS number shows CVS 
Caremark at One CVS Dr., Woonsocket, RI 02895‐6146. 


5.1.12.2 Federal Tax Identification Number 


75‐2882129 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


$6.1 billion (2010) $6.3 billion (2011)   


B. Balance Statement 


Total Net Equity: $37.7 billion (2012), $38.1 billion (2011)  


 


5.3 BUSINESS REFERENCES 


CVS-CareMark Reference Information  
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding CVS-Caremark directly to the Purchasing Division. 
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Table 5.3-1. Caremark Reference 1 


Reference #:  1 


Company Name:  CVS‐Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   
Primary Contact Information 


Name:  Patryce A. Toye 
Medical Director 
MedStar Family Choice 


Street Address:  8094 Sandpiper Circle 
Suite O 


City, State, Zip  Baltimore, MD 21236 
Phone, including area code:  (410) 933‐2204 
Facsimile, including area code:  N/A 
Email address:  Patryce.Toye@medstar.net 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


CVS Caremark provides PBM Services to 
MedStar Family Choice, a Medicaid 
plan in Maryland. 


Original Project/Contract Start Date:  2010 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 
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Table 5.3-2. Caremark Reference 2 


Reference #:  2 


Company Name:  CVS‐Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   
Primary Contact Information 


Name:  Dr. Ken Joslyn 
Medical Director  
Metropolitan Health Plan 


Street Address:  400 South Fourth St 
Suite 201 


City, State, Zip  Minneapolis, MN 55415 
Phone, including area code:  (612) 596‐0727 
Facsimile, including area code:  N/A 
Email address:  Ken.Joslyn@co.hennepin.mn.us 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


CVS Caremark provides PBM Services to 
Metropolitan Health Plan, a Medicaid 
and Medicare Part D plan in Minnesota. 


Original Project/Contract Start Date:  2007 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 
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Table 5.3-3. Caremark Reference 3 


Reference #:  3 


Company Name:  CVS‐Caremark 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:   
Primary Contact Information 


Name:  Hugh Fatodu 
Director of Pharmacy  
Johns Hopkins Healthcare 


Street Address:  6704 Curtis Court 
City, State, Zip  Glen Burnie, MD 21060 
Phone, including area code:  (410) 424‐4671 
Facsimile, including area code:  N/A 
Email address:  fatoduH@jhhc.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


CVS Caremark provides PBM Services to 
Johns Hopkins Healthcare. 


Original Project/Contract Start Date:  1989 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is proprietary 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


N/A 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


N/A 
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ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 
WITH TERMS AND CONDITIONS OF RFP 


 
I have read, understand and agree to comply with the terms and conditions specified in this Request for 
Proposal.   
 


YES X I agree to comply with the terms and conditions specified in this RFP. 


 
 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
In order for any exceptions and/or assumptions to be considered they MUST be documented in detail in 
the tables below.  The State will not accept additional exceptions and/or assumptions if submitted after the 
proposal submission deadline.  Vendors must be specific.  Nonspecific exceptions or assumptions may 
not be considered.  If the exception or assumption requires a change in the terms or wording of the 
contract, the scope of work, or any incorporated documents, vendors must provide the specific language 
that is being proposed in the tables below. 
 
CaremarkPCS Health LLC  
Company Name  
    


Signature    
    
Colleen Cleveland   November 9, 2012 
Print Name   Date 
 
 


Vendors MUST use the following format.  Attach additional sheets if necessary. 
 


EXCEPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be identified) 


   
   


 
 


ASSUMPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must be identified) 


   


   


 
This document must be submitted in Tab V of vendor’s technical proposal 
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CVS-CareMark Organizational Chart  
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CVS-CAREMARK PROPOSED STAFF 
RESUMES 


Jennifer Hendrix 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Caremark 


   Contractor √  Subcontractor 
Name: Jennifer Hendrix, PharmD, BCPP  Key Personnel 


Classification: 
Director of Strategic 
Accounts, Healthplans # of Years in Classification: 4 


Brief Summary: of 
Experience: 


Jennifer Hendrix is a registered pharmacist with board certification in 
psychiatry.  She has worked in managed care and pharmacy benefit 
management for the last 12 years. 


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


7.2008 – Present 
 
Caremark 
One CVS Drive 
Woonsocket, Rhode Island 02895 
P: 623-444-4274 
jennifer.hendrix@caremark.com 
 
Director of Strategic Accounts, Healthplans 
Jennifer Hendrix has ownership of ensuring contractual 
requirements and service expectations are met for CVS 
Caremark clients as well as go-forward expansion 
strategy support.    


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2005-2008, 2002-2004 
 
ValueOptions 
444 N. 44th St. 
Phoenix, AZ 85018 
P: 602-264-3797 
 
Director of Clinical Pharmacy 
Jennifer Hendrix had responsibility for clinical 
pharmacy, prior authorization, formulary management, 
and cost saving strategies for a capitated behavioral 
health managed care organization 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


2004-2005 
 
Bristol Myers Squibb 
1 Squibb Dr 
New Brunswick, NJ 08903 
P: 800-332-2056 
 
Neuroscience Medical Science Liaison 
Jennifer Hendrix maintained relationships with key 
opinion leaders in the neuroscience field and ensured 
understanding of the leading industry literature. 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


St. Louis College of Pharmacy 
St. Louis 
Missouri 
Bachelors of Science 
 
Grand Rio College of Pharmacy 
Albuquerque 
New Mexico 
Pharmacy Degree 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Rich Riva, VP of HealthPlans 
Caremark 
P: 614-264-0789 
F: N/A 
Rich.riva@caremark.com 
 
Ryan Kuehn, Area Director, Medicaid 
RxAmerica 
P: 801-961-6115 
F: N/A 
Ryan.kuehn@rxamerica.com 
 
Steve Cohan, SVP of HealthPlans 
Caremark 
P: 401-770-7460 
F: N/A 
Steve.cohan@caremark.com 
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Christie Raymond 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Caremark 


   Contractor √  Subcontractor 
Name: Christie Raymond  Key Personnel 


Classification: 
Manager, Account 
Management # of Years in Classification: 3 


Brief Summary of 
Experience: 


Ms. Raymond provides the field sales forces with oversight and expertise 
regarding exceptional client needs or issues, problem resolution, and plan 
design changes or enhancements.  


# of Years with Firm: 10 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


11.2002 - Present 
 
Caremark 
One CVS Drive 
Woonsocket, Rhode Island 02895 
P: 480-614-7966 
Christie.Raymond@caremark.com 
 
Manager, Account Management 
• Develops strategies and processes for the penetration 


and growth of business 
• Identifies opportunities for integration of CVS 


Caremark services 
• Ensures the ongoing development and maintenance of 


effective regional CVS Caremark sales forces 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Arizona State 
Phoenix 
Arizona  
Bachelor’s Degree, Inter-Disciplinary, Business Management 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


Debbie Bankhead, Director, HP CST  
Caremark 
P: 480-314-8863 
F: N/A 
Debbie.bankhead@caremark.com 
 
Sabrina Williams, VP, HP CST 
Caremark 
P: 480-314-8545 
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F: N/A 
Sabrina.williams@caremark.com 
 
Ryan Kuehn, Area Director, Medicaid 
RxAmerica 
P: 801-961-6115 
F: N/A 
Ryan.kuehn@rxamerica.com 
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CVS-CareMark Organizational Chart by Functional Area 
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Provision of vision care services 
5.1.1 
Company name:  DentaQuest, LLC (eyeQuest) 
Ownership (sole proprietor, 
partnership, etc.): 


Limited Liability Company 


State of incorporation:  Delaware 
Date of incorporation:  November 13, 2003 
# of years in business:  Nine 


List of top officers: 


 Fay Donohue, President 
and Chief Executive Officer


 Steve Pollock, Chief 
Operating Officer 


 Jim Collins, Chief Financial 
Officer 


 Myra Green, Senior VP, Legal 
Counsel 


 Robert Lynn, Senior VP, Sales 
and Marketing 


 Dennis Leonard, Chief Sales 
Officer 


Location of company 
headquarters: 


465 Medford St. 
Boston, MA 02129‐1454 


Location(s) of the company 
offices: 
 
 
Location(s) of the office that will 
provide the services described in 
this RFP: 


Austin, TX 
Boston, MA 
Calverton, MD 
 
Austin, TX 
Boston, MA 
Mequon, WI 


Columbia, SC 
Coral Gables, FL 
Mequon, WI 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


Seven vision employees and two client service members will 
support this account. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


1,200 


Location(s) from which 
employees will be assigned for 
this project: 


Austin, TX 


Boston, MA 


Mequon, WI 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


eyeQuest understands and complies with this requirement. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  
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Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


License Number: 528207 


No. The legal entity name is DentaQuest, LLC. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


eyeQuest understands and complies with this requirement. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 
5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach? 


B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?  


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case?                               


F. Status of litigation? 


None 
5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
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Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, eyeQuest possesses the appropriate insurance protections. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


DentaQuest, parent company of eyeQuest, is the nation’s leading administrator of government‐
sponsored dental programs, serving more than 15 million Medicaid, CHIP, and Medicare members in 
26 states. The company administers dental programs on behalf of 10 state agencies and more than 70 
health plans. 


eyeQuest, DentaQuest’s vision and eye care services product, serves more than 500,000 health plan 
members in 31 states. Operating since 2007, eyeQuest offers a full range of vision and eye care 
services. It additionally offers an integrated vision/medical program, including a surgical component.  


With a nationwide network of more than 5,000 professionals including independent and retail 
providers, eyeQuest is equipped to administer vision programs in both commercial and government 
business sectors. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


In 2001, Dental Service of Massachusetts (DSM) contracted with DentaQuest to provide the total suite 
of administrative services to support its commercial dental business in Massachusetts. DSM is the 
largest dental carrier in Massachusetts with approximately 50% of the dental benefits market share 
(based on amount of claims processed each year). It administers benefits to approximately 5,000 
groups and a growing individual product segment. DentaQuest provides DSM with sales, client services, 
underwriting and financial management, customer service, network recruitment, enrollment, claims 
processing, information technology, utilization and review, fraud and abuse, marketing 
communications and advertising, product development, management services (including the 
development and management of dental disease management programs), and legal services. Fay 
Donohue is the COO of DSM. 


The government division of DentaQuest, formerly known as Doral, was established in 1993 for the sole 
purpose of administering dental benefits within the government business sector. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-458 
November 15, 2012 


eyeQuest 
Provision of vision care services 


DentaQuest is not a resident of Nevada. Its corporate headquarters is located in Boston, MA. 
Massachusetts does not apply a preference that would affect bidders and vendors located in Nevada. 


D. The location of disaster recovery back‐up site. 


DentaQuest’s business continuity plan outlines the procedures and management actions for disasters, 
with a goal of restoring operations within 72 hours. The plan outlines a recovery effort from the onset 
of the disruption to the normalization of business operations. DentaQuest conducts testing of its 
disaster recovery operations to ensure system recovery, regardless of the nature of the threat. 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Megan Ryczek, National Executive Director 


(262) 834‐3736 


megan.ryczek@dentaquest.com. 


F. The size of organization in assets, revenue and people. 


Employees: 1,200 
Assets: $214 million 


 Revenue: $330 million 


G. The organizational chart of your senior management by function including key personnel. 


See Attachment 5.1.9.1.G for eyeQuest’s organizational chart. 


H. The areas of specialization. 


eyeQuest specializes in the administration of government‐sponsored vision programs. Its corporate 
parent, DentaQuest, provides group and individual dental plans. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


eyeQuest is a leading vision benefits management company serving members in 13 states, with an 
annual revenue of $330 million. It manages government‐sponsored benefit programs and employer‐ 
and union‐sponsored benefit plans. The vision benefit plans include vision Health Maintenance 
Organizations (HMO), Preferred Provider Organizations (PPO), and indemnity plans and discount plans. 
eyeQuest provides a broad range of management services to its customers, including sales and 
marketing, underwriting, enrollment, vision provider network management, customer service and 
claims processing. 


J. The corporate philosophy and mission statement. 


eyeQuest’s mission is to deliver value to its clients, members, and providers with performance 
excellence second to none and improve the vision and eye health of members. 


K. A description of any plans for future growth and development of your organization. 


eyeQuest is positioned for growth in both commercial and government business sectors as health 
reform measures unfold. It continues to develop products that will assist health plans in capturing 
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membership opportunities in the new healthcare marketplace. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


In 2012, DentaQuest, as the parent company of eyeQuest, expanded into Texas where it administers 
dental benefits to more than two million Medicaid and CHIP recipients. In 2013, DentaQuest will begin 
administering Hawaii’s statewide Medicaid dental program covering more than 100,000 lives. 


DentaQuest has implemented hundreds of programs since its inception in 1993, including nine 
statewide Medicaid programs. Many of the implementations have involved Medicaid Management 
Information Systems (MMIS) interface. 


eyeQuest’s implementation team is accustomed to navigating the long list of tasks associated with 
program implementations and encourages client participation in the process. eyeQuest’s time‐tested 
implementation process, which involves a cross‐functional team of experts, promotes efficiency and 
the achievement of timeline goals. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


20 years of experience in Medicaid and CHIP programs. See details below for each subsection. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


eyeQuest’s Nevada vision network consists of 133 general practices, equating to one practice per 643 
members, exceeding the industry standard. eyeQuest’s network is compliant with Amerigroup’s access 
standards: all urban members have access to a provider within 15 miles of their home, and all rural 
members have access to a provider within 30 miles.  


eyeQuest is an informed business partner, equipped with the tools to make participating in Medicaid 
programs easy and profitable. eyeQuest offers: 


 Real‐time claim processing, which means providers get paid quickly and funds can deposit directly 
into provider bank accounts 


 Responsive service from the customer care center, which keeps provider offices running at peak 
efficiency 


 Annual satisfaction surveys, which give providers an opportunity to make their voices heard 


eyeQuest’s website makes it easy for providers to participate in its programs. Vision professionals 
logging into eyeQuest’s HIPAA‐compliant provider website can accomplish administrative tasks quickly 
and easily, including: 


 Eligibility verification  
 Medical prior approval 
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 Claim submission 


 Prescription orders (including a “smart form” that makes ordering easy) 


 Authorization status 
 Medical prior approval status 


 Claim status 


 Order status 
 Access to the Office Reference Manual 


2. Managed care programs for Medicaid recipients; 


eyeQuest contracts with more than 70 health plans to administer managed care programs for Medicaid 
recipients. With 20 years’ experience in administering Medicaid and CHIP programs, eyeQuest 
understands the importance of complying with state regulations and client requirements.  


The needs of the Medicaid population differ greatly from those served by commercial carriers. Access 
to care, language proficiency, transportation challenges, and the need for program materials reflecting 
the varied backgrounds of members represent just some of the issues attending Medicaid Program 
administration. eyeQuest is accustomed to dealing with these issues to ensure every member benefits 
from a high quality vision experience.  


eyeQuest is familiar with the barriers faced by vision providers participating in government‐sponsored 
programs. One by one, eyeQuest has eliminated these barriers through advanced technology service 
improvements and by giving providers a say in how eyeQuest conducts business with them. 


3. Administering Medicaid utilization and case management programs; 


eyeQuest’s utilization management (UM) program ensures members receive medically necessary care 
defined under state guidelines. It complies with recognized UM standards as they apply to vision care 
through such organizations as NCQA, URAC, and federal and state standards including the Department 
of Labor’s Employee Retirement Income Security Act (ERISA) regulations.  


eyeQuest employs optometrists and ophthalmologists to review claims and authorizations for medical 
necessity. Its billing algorithms take into account the provider, practice setting, patient diagnosis 
(International Classification of Diseases [ICD] code), patient age and billed service code (Current 
Procedural Terminology [CPT®)]. These measures permit eyeQuest to limit excessive services without 
restricting the member’s access to care. 


For example, pachymetry (CPT‐76514), the measurement of the thickness of the cornea (the front 
surface of the eye), will be a once‐in‐a‐lifetime service for adults with a glaucoma/ glaucoma suspect 
diagnosis, but will be available more frequently when monitoring active corneal disease. This approach 
will provide better patient care than a rigid limitation on episodes of care across the board. 


Other conditions for which this type of algorithm will be used include gonioscopy (92020), visual fields 
(92083), retinal photography (92250) and posterior segment scanning (92135). 


Prior Authorizations 


Providers may submit prior authorizations via mail, fax, or eyeQuest’s free website. Operations 
employees initially review requests to determine whether they comply with contracted service codes. 
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An optometrist or ophthalmologist determines surgical cases and denied clinical and medical requests. 
eyeQuest determines non‐urgent requests in accordance with NCQA, URAC, and any applicable federal 
or state regulations.  


In general, members have coverage for one examination and pair of eyeglasses or contact lenses each 
year. Under this benefit set, eyeQuest would require prior authorization for replacement eyeglasses 
(Medicaid only), second and successive routine examinations, and all medically necessary contact 
lenses. The approval criteria and limitations are in line with contract requirements and applicable 
Medicaid/Medicare regulations. 


4. Medicaid claims processing and adjudication 


eyeQuest’s HIPAA‐compliant operating system is a user‐definable rules‐based engine that enables 
auto‐adjudication of claims in real time. This flexible, parameter‐driven program has an open 
architecture to accommodate the full spectrum of vision care plan designs and benefit levels as well as 
multiple line items for each claim. It permits the vision team real‐time access to utilization data. 
eyeQuest’s system supports a naturally integrated workflow of all operations to: 


 Expedite benefit administration and transaction processing 


 Deliver a better than 99% accuracy rate in its auto‐adjudication claims processing 


The system’s claims processing methodology accepts claims data as input and determines the payment 
amount for each claim. It interrogates data submitted to a relational database during the final 
adjudication and payment of claims. For example, the system compares claim data submitted to the 
database against the plan design benefit limit data. The system determines whether the service is 
covered and calculates the member’s responsibility such as co‐pays and allowances. 


In Nevada, eyeQuest has provided superior claims processing performance in 2011 including: 


 Paid 100 percent of claims (52,760) within 30 days, exceeding the 90 percent standard  


 Pended zero claims  


 Denied 269 of 52,760 claims (0.5%). 


 Maintained claim resubmission rate of 0.1%. 


5. Project management; and 


eyeQuest’s implementation team has nearly 20 years’ experience implementing government‐
sponsored programs. Given that eyeQuest is the incumbent, no implementation process is necessary. 
However, eyeQuest’s project management team is available should the Nevada Medicaid program 
undergo significant changes.  
eyeQuest uses a Microsoft Project Plan to track the progress of implementations. The project plan is 
customizable to meet program needs related to type, size, timeline, and scope of services. eyeQuest 
can easily modify the process to remove tasks related to administrative services that the client 
maintains. Regardless of task delegation, eyeQuest’s implementation methodology is the same. 


6. Qualifications of key personnel. 


eyeQuest operates under the clinical direction of Dr. John Davis, whose 30 years of experience in both 
clinical and executive management positions supports the continued growth of eyeQuest’s vision 
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product. Dr. Davis is affiliated with the American Optometric Association and was a diplomat for the 
American Board of Quality Assurance and Utilization Review Physicians. He was also an examiner for 
the National Board of Examiners in Optometry. 


The following clinical professionals support Dr. Davis in the administration of eyeQuest’s vision 
programs. Their combined knowledge supports consistency in the provision of vision and eye care 
services. 


Jean Ramsey, MD, MPH, FAAO, Ophthalmology Consultant 


 Associate professor of ophthalmology and pediatrics, Boston University School of Medicine; 
Ophthalmology Residency and Fellowship in pediatric ophthalmology at New England Medical 
Center, Boston 


Dan Townsend, MD, FAAO, Ophthalmology Consultant 


 Mayo Medical School, Ophthalmology Residency and Fellowship in oculoplastic/orbital diseases and 
surgery at Massachusetts Eye and Ear Infirmary, Harvard University 


Concetta Daurio, OD, MBA, FAAO, Optometric Consultant 


 Graduate of New England College of Optometry; Chief of Optometry at Harvard Vanguard Medical 
Associates 


Vision Director Vidya Baliga manages the operational aspects of eyeQuest’s programs. She assumed 
these responsibilities in 2011. Since that time, she has expanded her team and implemented a host of 
initiatives to improve the efficiency of the operational unit. 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


In conjunction with Amerigroup, eyeQuest implemented an Adult Diabetic Member Outreach program 
to improve health outcomes. It involved providers reaching out to members to schedule an 
appointment and provide an adult fundus eye exam. As an incentive, Amerigroup pays the provider an 
additional $25 above its contracted reimbursement for an eye exam. 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


eyeQuest invests in treatment protocols to maximize the eye health outcomes of its members. 


Diabetes and Vision Care Quality Initiative 


Diabetes can have a devastating effect on both a member’s vision and overall health. The primary 
objective of eyeQuest’s Diabetes and Vision Health Quality Initiative, which has been implemented as 
part of the current Amerigroup program, is to identify retinopathy, which is often indicative of 
secondary issues in the kidneys, heart, and brain. Identifying retinopathy in its early stages can: 


 Significantly reduce medical costs 


 Preserve the member’s vision 


 Ensure members receive treatment for diabetes‐related medical issues 


The components of this initiative include: 
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 Dilated fundus evaluation (DFE) 
 An enhanced benefit design in which all diabetics would be eligible for an annual eye examination, 
regardless of underlying coverage  


 Data collection to identify diabetic members and flag them for enhanced eligibility 


 Collection of CPT and ICD‐9 data from providers, including up to four diagnostic codes. Vision 
providers typically include only vision diagnostics, such as hyperopic or myopia, which causes loss of 
a valuable source of data relating to systemic disease. By requiring this additional data, eyeQuest 
maximizes the opportunity to identify members who may be diabetic. 


 Member education pertaining to the need for an annual examination, DFE, and the potential impact 
of diabetes shared with members through a variety of channels 


 Providers receive educational materials supporting the need for enhanced services to diabetics, 
including DFE. eyeQuest notifies the provider when eligibility requests are made regarding the 
patient’s diabetic status. This sentinel effect supports optimal clinical outcomes.  


PCP Chart Markers 


After vision providers conduct a DFE, PCPs review the results to determine the best course of 
treatment for diabetic patients. Amerigroup provides eyeQuest a list of diabetic members’ PCPs. 
Following exams, eyeQuest sends the PCP a notice to include in the member’s medical record. 


eyeQuest encourages providers to provide diagnosis results to both eyeQuest and the PCP. eyeQuest 
uses these results to conduct disease management studies.  


Disease Management Studies 


As a complement to eyeQuest’s quality initiative, its quality improvement program includes annual 
disease management studies. Examples of these studies include: 


 Cataract outcomes assessment  


 Early recognition of diabetic macular edema 


The goal of these studies is to evaluate the effectiveness of the delivery system with regard to clinical 
outcomes. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Since the inception of DentaQuest’s vision product in 2007, eyeQuest has administered Medicaid vision 
programs on behalf of health plans contracting with state agencies. Today, eyeQuest manages vision 
programs on behalf of 12 health plan clients in 13 states, and is familiar with the state and federal 
requirements attending the administration of Medicaid programs. The high level of performance 
eyeQuest has achieved in Nevada on behalf of Amerigroup testifies to its ability to accommodate 
Nevada Medicaid program requirements. 


In addition to providing vision services through its vision product, eyeQuest, DentaQuest administers 
dental programs directly with 10 state agencies and in a subcontracting role with 70 health plans. 
Today it serves more than 15 million government program recipients in 26 states.  


Having administered government‐sponsored benefit programs since 1993, the company is deeply 
familiar with federal and state program requirements governing Medicaid, Medicare, and CHIP 
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programs. Its system guards against fraud and abuse, one of the largest costs associated with Medicaid 
programs. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


See Appendix 5.1.10.1.E for the resumes of eyeQuest’s key employees. 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4.Quality Improvement and Reporting (i.e. HEDIS, CMS) 


5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Information Systems: Greg Juedes 


2. Utilization Management: Dr. John Davis 


3. Claims Payment: Mary Alverson 


4. Quality Improvement: Dr. John Davis 


5. Health education: Dr. John Davis 


6. Data coding: Greg Juedes 


7. Contract Negotiations: Deseray Backman 


8. Encounter Data: Greg Juedes 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


This can be found in the eyeQuest Attachments Tab. 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


eyeQuest contracts with Certified Languages International to accommodate non‐English speaking 
members. This professional language company specializes in telephone interpreter services and can 
accommodate more than 150 languages. Representatives have experience in medical and insurance 
terminology. 


I. List any associations or organizations to which the organization belongs. 


eyeQuest belongs to the National Association of Specialty Health Organizations. 
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5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Not applicable 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Not applicable 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Not applicable 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable 


E. Describe the roll and responsibilities of your case managers. 


Not applicable 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 
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5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


eyeQuest maintains a compliant network in both counties. Members living in urban and rural areas 
have, on average, three vision providers within 3.4 miles of their homes. 


B. Provide a sample of all base network provider contracts. 


See Attachment 5.1.11.4 B for eyeQuest’s sample provider contract. 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


While eyeQuest currently does not have Essential Community Providers in its network, the company is 
open to accepting applications from these groups. 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


eyeQuest monitors access to care to identify areas that may require additional recruitment. It uses the 
following reports to monitor network adequacy: 


 GeoAccess®: This report provides a detailed overview of eyeQuest’s network. It includes the number 
of members who have access to care in the required mileage criteria as well as the average 
distances to the three closest provider options.  


 Provider status: This report shows the number of providers accepting new patients (number with 
open panels) and the number of providers accepting existing patients only (number with restricted 
panels or existing patients only). 


 Grievance log: The grievance report notes member grievances related to accessing care. Should 
DentaQuest notice access issues in certain areas, it will analyze the provider network in those areas 
to determine if recruitment is necessary. 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 
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Monitoring Provider Activities 


Appointment availability surveys 


Each quarter, eyeQuest surveys the network to assess appointment availability and turnaround time 
for eyewear.  


eyeQuest surveyed 54 locations during the third quarter of 2012. The survey results are as follows:  


 All providers offered appointments within the required timeframe of 28 days.  


 98% of providers were compliant with the eyewear turnaround time of five business days. 


Utilization review 


eyeQuest monitors quality of care through its utilization review program. In 2011 and 2012 to date, 
there have been no instances of fraud or abuse.  


Complaints and grievances 


Members have the right to submit complaints regarding quality of care or about their experience. In 
2011 and 2012 to date, there have been no member complaints or grievances.  


Provider Relations 


Nevada providers are very familiar with eyeQuest’s provider relations representative, Deseray 
Backman. She works on a first‐name basis with most of the providers in the network and has been 
recognized both internally and externally for her excellent customer service ethic. Ms. Backman is 
available during normal business hours to answer provider questions.  


Provider Contracting 


eyeQuest providers are credentialed in accordance with NCQA standards. eyeQuest conducts a 
thorough review of each provider’s practice, including an evaluation of the following: 


 Academic background 


 Work experience 


 Continuing education  
 Office equipment 


 Hours of operation 
 Services provided 
 Handicapped accessibility 
 Languages spoken 
Providers must supply the following information upon credentialing:  


 State licensure (must be active and in good standing) 


 Certification to use diagnostic pharmaceutical agents (optometrists only) 


 Certification to use therapeutic pharmaceutical agents (optometrists only; for programs that include 
medical services) 


Insurance documentation 


 Each doctor must provide evidence of coverage indicating malpractice insurance in the amount of 
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$1 million per incident and $3 million in aggregate (minimums) or the community standard. 


 Applications are subject to the Credentialing Committee’s review of any malpractice, professional 
discipline history, or felony convictions. 


 Providers must complete a professional background document which demonstrates appropriate 
pre‐ and post‐professional education obtained at an accredited college of optometry, and they must 
provide professional employment history including professional memberships. 


Office information 


 Office location and equipment 


 Hours of operation 
 Range of services  
 Credentials of support employees 


 Languages spoken 
 Handicapped accessibility 
 Statement attesting to a lack of impairment due to chemical or substance abuse 


Policies and Procedures 


Nevada providers have access to the Office Reference Manual, which provides them with the 
information they need to manage their eyeQuest patients. It includes information such as how to 
submit appeals or grievances and clinical criteria used to make prior authorization determinations 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


In conjunction with Amerigroup, eyeQuest implemented an Adult Diabetic Member Outreach program 
to improve health outcomes. It involved providers reaching out to members to schedule an 
appointment and provide an adult fundus eye exam. As an incentive, Amerigroup pays the provider an 
additional $25 above the contracted reimbursement for an eye exam. 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


eyeQuest subcontracts with Classic Optical, a full‐service central contract laboratory. Classic has 
consistently been rated one of the top performing laboratories in the nation. Classic is equipped with 
the latest optical manufacturing equipment to fabricate the full range of ophthalmic lenses. 


Classic maintains standards for the industry set by the American National Standards Institute (ANSI) 
Z.80, which specify manufacturing requirements for ophthalmic frames and lenses. The requirements 
include compliance with Federal Regulation 21 CFR for lens hardening. eyeQuest’s quality program 
encompasses onsite monitoring of the laboratory and includes inspection of finished eyeglasses. 


Classic produces several thousand prescription eyeglasses daily. All work meets applicable safety 
regulations, codes, and laws including Occupational Safety and Health Administration (OSHA) and ANSI 
guidelines. 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
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providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


eyeQuest complies with National Provider Identifier (NPI) requirements. 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


Not applicable 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Not applicable 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Not applicable 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


eyeQuest has a solid track record of paying timely claims to its vision providers in Nevada. eyeQuest 
adheres to State and federal requirements pertaining to claim payment timelines in Nevada and other 
markets as a result of its efficient claims payment process. Its system accommodates the complexities 
of government‐sponsored benefit programs, and its flexibility permits eyeQuest to meet the unique 
requirements of each state. 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


In 2011, eyeQuest paid 100% of claims (52,760) within 30 days, exceeding the 90% standard. No claims 
were pended in 2011. In 2011, eyeQuest denied 269 of 52,760 claims (0.5%). In 2011, eyeQuest’s claim 
resubmission rate was 0.1%. 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


The main focus of eyeQuest’s utilization review program is reviewing claims data for aberrant 
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utilization and billing patterns. eyeQuest’s analysis focuses on repetitive behavior patterns because 
eyeQuest found that individuals perpetrating fraud tend to repeat their behavior. Review and analysis 
of these reports allows eyeQuest to do the following:  


 Identify unusual treatment and billing patterns 


 Compare providers to their peers to establish a community standard 


 Identify providers with certain claim submission patterns 


 Identify member treatment with claim submissions 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Upon receipt of a complaint or grievance, the following data is captured: 


 Member name 


 Member ID 


 Product ID 
 Date due 
 Source type 
 Issue description 


 Date received 
 Member DOB 


 Office involved 
 Nature of complaint 


 Resolution 
 Resolution date 


 Time received 


 Product 
 User ID 
 Office address 
 Issue type 


After logging the case, eyeQuest sends acknowledgement correspondence within three business days. 
The Complaints and Grievances Specialist begins researching the case and coordinating with various 
departments through resolution. When necessary, eyeQuest may request records from the provider. 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


eyeQuest experiences a very low incidence of complaints, grievances, and appeals. In fact, it has not 
received any member complaints, grievances, or appeals in 2012 for Amerigroup. Last year, eyeQuest 
received one member appeal, which was resolved within the required timeframe.  


eyeQuest’s standards for Amerigroup Nevada are as follows: 


 Resolve member clinical appeals in 10 business days.  


 Have a less than 1% incidence of member clinical appeals. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
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contract and lines of authority within the corporate structure. 


See Appendix 5.1.11.8 for eyeQuest’s organizational chart. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


eyeQuest has an established network in place in Nevada. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable (eyeQuest is established in Nevada) 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


eyeQuest administers the routine vision benefit on behalf of Amerigroup and can accommodate all 
State reporting requirements. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


eyeQuest provides compatible interfaces with existing and proposed information systems. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


eyeQuest’s legal team ensures DentaQuest/eyeQuest is HIPAA‐compliant. eyeQuest offers several 
secure data transfer methods including secure socket layer (SSL) file transfer protocol (FTP) and 
individual Pretty Good Privacy (PGP) file encryption. Data can push to eyeQuest’s websites or pull from 
the client's file transfer areas. All websites and FTP areas are secured with 128‐bit encryption and 
comply with HIPAA security and privacy requirements. 


DentaQuest trains employees annually in HIPAA and all must comply with company standards and 
security protocols including those governing e‐mail transmissions, data transmissions, and PC security. 
All DentaQuest employees, temporary employees, and consultants sign a confidentiality policy upon 
hire. eyeQuest also conducts annual training for all employees pertaining to confidentially, HIPAA 
regulations, and fraud and abuse detection. Employees must successfully complete testing in each 
area. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


eyeQuest’s HIPAA‐compliant operating system is a rules‐based engine that enables auto‐adjudication 
of claims in real time. This flexible, parameter‐driven program has an open architecture to 
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accommodate the full spectrum of vision care plan designs and benefit levels as well as multiple line 
items for each claim.  


Most clients require regular utilization reporting in specified or mandated technical formats. 
eyeQuest’s flexible system facilitates the mapping of outbound utilization data interchange files in 
proprietary formats as well as in HIPAA‐standard formats such as the ANSI 837P claim format. It 
compiles data based on contract requirements for each data interchange and provides a wealth of 
transaction logging and file statistics. 837 files transmit to clients via many different file transfer 
protocols. The most often used is FTP, but eyeQuest also uses Connect: Direct with several clients. 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


DentaQuest/eyeQuest is not rated by Dun and Bradstreet. 


5.1.12.2 Federal Tax Identification Number 


DentaQuest/eyeQuest’s TIN is 20‐0390099. 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


See Appendix 5.1.12.3. 
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5.3 BUSINESS REFERENCES 


eyeQuest Reference Information  
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding eyeQuest directly to the Purchasing Division.  
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Table 5.3-1. eyeQuest Reference 1 


Reference #:  1 


Company Name:  eyeQuest 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  James Christian 
Vice President, Network Development 
and DC HealthCare Alliance  
DC Chartered Health Plan 


Street Address:  1025 15th Street NW 
City, State, Zip  Washington, DC 20005 
Phone, including area code:  (202) 216‐2304 
Facsimile, including area code:  N/A 
Email address:  jchristian@chartered‐health.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Medicaid managed care services for 
families, children, and individuals with 
disabilities for more than 118,000 
members in the District of Columbia. 


Original Project/Contract Start Date:  07/01/2010 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  DentaQuest administers approximately 


118,000 members 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing since DentaQuest is 
still under contract 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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Table 5.3-2. eyeQuest Reference 2 


Reference #:  2 


Company Name:  eyeQuest 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Maura Bordas 
Senior Vice President, Community 
Programs 
HHC Choices Health Plan, LLC 


Street Address:  2100 Bartow Ave 
City, State, Zip  Bronx, NY 10475 
Phone, including area code:  (718) 678‐1511 
Facsimile, including area code:  N/A 
Email address:  mbordas@hhcinc.org 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


DentaQuest provides long‐term care 
managed services for adults in and 
around the New York City area. 


Original Project/Contract Start Date:  04/01/2012 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  DentaQuest administers approximately 


2,000 members 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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Table 5.3-3. eyeQuest Reference 3 


Reference #:  3 


Company Name:  eyeQuest 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Nataliya Averyanova 
Asst. Vice President, Government 
Affairs  
VillageCare MAX 


Street Address:  154 Christopher St 
City, State, Zip  New York, NY 10014 
Phone, including area code:  (212) 337‐5750 
Facsimile, including area code:  N/A 
Email address:  nataliyaa@villagecare.org 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


DentaQuest provides long‐term care 
managed services for adults in and 
around the New York City area. 


Original Project/Contract Start Date:  07/01/2012 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  DentaQuest administers approximately 


1,000 members 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Project is ongoing 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Project is ongoing 
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ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 
WITH TERMS AND CONDITIONS OF RFP 


 
I have read, understand and agree to comply with the terms and conditions specified in this Request for 
Proposal.   
 


YES X I agree to comply with the terms and conditions specified in this RFP. 


 
 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
In order for any exceptions and/or assumptions to be considered they MUST be documented in detail in 
the tables below.  The State will not accept additional exceptions and/or assumptions if submitted after the 
proposal submission deadline.  Vendors must be specific.  Nonspecific exceptions or assumptions may 
not be considered.  If the exception or assumption requires a change in the terms or wording of the 
contract, the scope of work, or any incorporated documents, vendors must provide the specific language 
that is being proposed in the tables below. 
 
DentaQuest LLC  
Company Name  


 


   


Signature    
    
Robert Lynn   11/1/12 
Print Name   Date 
 
 


Vendors MUST use the following format.  Attach additional sheets if necessary. 
 


EXCEPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be identified) 


   
   


 
 


ASSUMPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must be identified) 


   


   


 
This document must be submitted in Tab V of vendor’s technical proposal 
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    eyeQuest Organizational Chart  
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EYEQUEST PROPOSED STAFF RESUMES 


Brett Bostrack 
 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: eyeQuest 


   Contractor X   Subcontractor 


Name: Brett Bostrack  Key Personnel 
Classification: Regional Vice President # of Years in Classification: 1 


Brief Summary of 
Experience: 


Strategic thinker and succinct communicator with history of building 
strong client relationships. More than ten years of progressive leadership 
of key business accounts. Exceptional market insight with the ability to 
extract or determine key information and prepare effective response. 
Resourceful problem-solver with consistent track record for managing 
P&L and driving growth. 


# of Years with Firm: 11 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
03.2011 - Present 
eyeQuest 
12121 N Corporate Parkway 
Mequon, WI 53092 
P: 262-834-3578 
Brett.Bostrack@dentaquest.com 
 
Regional Vice President 
• Responsible for direction and management of regional Medicaid, 


CHIP, and Medicare managed care accounts 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
09.2008 – 02.2011 
eyeQuest 
12121 N Corporate Parkway 
Mequon, WI 53092 
P: 262-834-3578 
Bret.Bostrack@dentaquest.com 
 
Director, Client Relations 
• Developed effective professional relationships with key 


stakeholders of private and public sector clients in order to retain 
accounts, expand business within existing plans and geographic 
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regions, and increase revenue 
• Guided clients through critical contracting, compliance, financial 


and operational business issues within a highly regulated and 
financially restrictive Medicaid environment. 


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


04.2007 – 09.2008 
 
eyeQuest 
12121 N Corporate Parkway 
Mequon, WI 53092 
P: 262-834-3578 
Bret.Bostrack@dentaquest.com 
 
Director, Cost Management 
• Developed and implemented strategies and solutions that 


effectively managed dental program costs to achieve financial 
objectives 


• Communicated financial performance audiences with wide-
ranging financial acumen 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Luther College 
Decorah 
Iowa 
Bachelor’s Degree 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Veronica Piotrowski 
Director of Communications and 
Development 
The University of Arizona Health 
Plans 
2502 E. University Suite 125 
Phoenix, AZ 85034  
P: (602) 344-8340 
F: (602) 344-8371 
veronica.piotrowski@uahealth.com 
 
 
 


Nick Curran 
Principal 
Executive Search Partners 322 East 
Michigan Street, Suite 502 
Milwaukee, WI 53202 
P: (414) 278-9778 , x.223 
F: (414) 270-4520 
nick@espwi.com 
 
Lourdes Rivas 
COO 
Better Health Plans 
1701 Ponce de Leon Blvd  
Coral Gables, FL 33134 
P: (786) 441-4730 
F: N/A 
LRivas@simplyhealthcareplans.co
m 
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John Davis 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: eyeQuest 


   Contractor X   Subcontractor 


Name: John Davis, O.D.  Key Personnel 
Classification: Clinical Vision Director # of Years in Classification: ≤1 
Brief Summary of 
Experience: 


Over 24 years of managed vision care experience. Founder and former 
CEO of a network management company where he oversaw the 
development and management of a multi-state, vertically integrated eye 
care delivery system. Mr. Dav is a Specialist in the formulation and 
implementation of QA/UR policies and procedures for integrated eye care 
networks. John Davis is a Doctor of Optometry with more than 29 years of 
hospital and private practice-based clinical experience. 


# of Years with Firm: ≤1 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
04/2012 to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
10.2011 – Present 
eyeQuest 
465 Medford Street 
Boston, Massachusetts 02129 
P:  954-226-0851 
John.Davis@dentaquest.com 
 
Clinical Vision Director  
• Manages the clinical aspects of the Amerigroup Nevada vision 


program  
• Coordinates the activities of EyeQuest’s clinical consultants 
• Oversees the performance of utilization management, utilization 


review and quality assurance departments 
Required Information: 
 
Vendor Name: Client 
Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
09.2004 – 10.2011 
OptiCare Managed Vision (CENTENE) 
 
 
 
Vice President, Managed Care 
• Primary duties included business development for new managed care 


business and interpretation and coordination of specific benefits to be 
delivered   


• Provided ongoing program support including Policy development and 
quality assurance and utilization management analysis 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
12/1988- 09/2004 
Ocucare Systems, Inc. 
(sold to Centene predecessor in 2004) 
 
 
 
Position 
• Multiple roles from Director of Provider Relations to President and CEO 
• Involved and intimate in all aspects of this specialty services network 


management and eye care delivery system 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


New England College of Optometry 
Boston 
Massachusetts 
 
Florida State University 
Tallahassee 
Florida  
Bachelor’s Degree 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Jay Myers 
Director of Provider Services 
Opticare 
P: (252) 451-2217 
F: N/A 
jmyers@opticare.net 
 
Marigene McHale 
Market Director  
P: (216) 544-3501 
F: N/A 
marigenemchale@cox.net 
 
David Freer 
Principle, Medical Consultants 
P: (407) 721-7648 
F: N/A 
Drfreer2000@yahoo.com 
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Vidya Baliga 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: eyeQuest 


   Contractor X  Subcontractor 


Name: Vidya Baliga  Key Personnel 
Classification: Vision Operations Director # of Years in Classification: 1 


Brief Summary: of 
Experience: 


Vidya Baliga has been a key contributor to driving change within 
organizations with a mission of excellence in serving its customers and a 
vision for growth and innovation. 


# of Years with Firm: 1 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


11.2011 - Present 
 
eyeQuest 
3835 West Green Tree Road 
Milwaukee, WI 53209 
P: 800-417-7140, ext. 73397 
Vidya.Baliga@dentaquest.com 
 
Vision Operations Director 
• Oversees contractual and regulatory compliance pertaining to operational 


and network requirements 
Related accomplishments include: 
• Expanded operations staff to accommodate the needs of our growing 


client base 
• Introduced automated processes to increase operational efficiency 
• Increased the technical knowledge of her staff through ongoing training 


sessions 
• Improved the audit process to gauge the quality of our performance 
• Introduced a new quality assurance method


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


07.2011 – 11.2011 
 
Genesis10 
828 North Broadway 
Milwaukee, WI 53202 
P: 414-221-1707 
vbaliga@genesis10.com 
 
Position Business Analyst 
• Worked on an Assortment Management program at a rapidly 


growing, leading retail company 
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


11.2007 – 06.2011 
 
Safenet Consulting, Inc. 
10700 Research Drive, Suite 170 
Wauwatosa, WI 53226 
P: 877-271-5373 
vbaliga@safenetconsulting.com 
 
Business Analyst, Consulting at DentaQuest 
• Worked on Business Transformation program 
• Implemented dental processing systems for the enterprise 
• Focused on design improvement of claims operations 


EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Calcutta University 
Kolkata, West Bengal, India 
Bachelor’s of Science, Honors Economics 
Ranked 3rd in class 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Robert M. Ryan 
CEO 
Peracs, LLC 
P: (888) PERACS.5 x702 (888-737-2275)  
F: (646) 417-8246 
Email: robert.ryan@peracs.com 
 
Claude Dance 
Executive Vice President of Sales & Marketing 
Sharps Compliance, Inc. 
P: (800) 772-5657 
F: (713) 660-3575 
cdance@sharpsinc.com 
 
Rachael Yerges 
VP Client Services - GENCO Pharmaceutical Services 
GENCO ATC, PRODUCT LIFECYCLE LOGISTICS 
P: (414) 459-8395 
F: (412) 820-3689 
rachael.yerges@gencoatc.com 
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VISION PROVIDER PARTICIPATION AGREEMENT  


THIS AGREEMENT is made between DentaQuest, LLC d/b/a eyeQuest (hereinafter referred to as 
"eyeQuest") and ______________________________________________________________  


(Business Name as it appears on W-9)  


(hereinafter referred to as "Provider") and is effective as of date executed by eyeQuest (“Effective Date”).  
 


WHEREAS, eyeQuest is a company that arranges for the delivery of vision services to Members of prepaid 
healthcare plans, employer groups and other organizations contracting with eyeQuest; and  
 


WHEREAS, Provider, has an unrestricted license to practice optometry, ophthalmology or opticianry in the state 
in which services are to be provided and desires to provide vision services pursuant to the terms and conditions of this 
Agreement;  


NOW, THEREFORE, in consideration of the above and the promises hereinafter contained, the parties 
hereby agree as follows:  


1. Definitions 


(a) “Agreement” means this Agreement between eyeQuest and Provider, including all attachments 
hereto. 


 
(b) “Appeal” is a request from a Member for a reversal of a denial by eyeQuest to provide a service 


prescribed for the Member by an appropriately qualified practitioner. 


(c) “Complaint” is a dispute or objection regarding a Participating Provider or the coverage, 
operations or management policies of eyeQuest or Plan, which has not been resolved by 
eyeQuest or Plan and has been filed with the applicable Department. The term does not 
include a Grievance. 


 
(d) “Covered Services” is a vision service or supply that satisfies all of the following criteria: 


1. provided or arranged by a Participating Provider to a Member; 
2. authorized by eyeQuest in accordance with the Plan Certificate or requirements; 
3. submitted to eyeQuest according to eyeQuest’s filing requirements; and 
4. limited to the most professionally recognized standards of vision practice within the 


service area and applicable polices and procedures. 


(e) “Encounter Data” means information of any vision services provided to Member. 
 


(f) “Emergency Covered Service” means any health care service provided to a Member after 
sudden onset of a condition that manifests itself by acute symptoms of sufficient severity or 
severe pain, such that a prudent layperson, who possesses an average knowledge of health and 
medicine, could reasonably expect absence of immediate attention to result in:  


1.   placing the health of the Member, or with respect to a pregnant women, the health of the  
 women or her unborn child, in serious jeopardy;  
2.   serious impairment of bodily functions; or  
3.   serious dysfunction of any bodily organ or part. Emergency transportation and related  
 emergency services constitute an emergency service.  


(g) “Grievance” is a request by a Member or Participating Provider, with written consent by the 
Member, to have Plan or eyeQuest reconsider a decision solely concerning Medical Necessity and 
appropriateness of the service. If Plan is unable to resolve the matter, Grievance may be filed 
regarding a decision that: 
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1.   disapproves of full or partial payment for requested service;  
2.   approves provision of a requested service for lesser scope or duration than requested; or  
3.   disapproves payment for provision of a requested service but approves payment for  
 provision of an alternative service. The term does not include a Complaint.  


(h)  “Medically Necessary” means determinations of medical necessity for covered care and  
services, whether made on a prior authorization, concurrent review or post-utilization basis,  
shall be in writing and compensable under Medical Assistance. eyeQuest shall base its  
determination on information provided by the Member, the Member’s family/caretaker and the  
Participating Provider as well as any other program and agencies that have evaluated the  
Member. Satisfaction of any one of the following standards will result in authorization of the  
service:  


 
1.   The service or benefit will, or is reasonably expected to, prevent the onset of illness,  
 condition or disability.  
2.   The service or benefit will, or is reasonably expected to, reduce or ameliorate the  
 physical, mental or developmental effects of an illness, condition, injury or disability.  
3.   The service or benefit will assist the Member to achieve or maintain maximum functional  
 capacity in performing daily activities, taking into account both the functional capacity of  
 the Member and those functional capacities that are appropriate for Members of the same  
 age.  


(i) “Member” means any individual who is eligible to receive Covered Services pursuant to a 
contract and the eligible dependents of such individuals. 


(j) “Participating Provider” is a vision professional or facility or other entity, including Provider, 
that has entered into a written agreement with eyeQuest, directly or through another entity, to 
provide vision services to selected groups of Members. 


(k) “Plan” is an insurer, health maintenance organization or any other entity that is an organized 
system which combines the delivery and financing of health care and which provides basic 
health services to enrolled members. 


(l) “Plan Certificate” means the document that outlines the benefits available to Members. 


(m) “Provider” means the undersigned health professional or any other entity that has entered into a 
written agreement with eyeQuest to provide certain health services to Members. Each 
Provider shall have its own distinct tax identification number.  


 
(n)  “Individual Provider” is a vision professional, duly licensed and qualified under the applicable  
 laws, who practices as a shareholder, partner, or employee of Provider.  


2. Obligations of eyeQuest  
 
(a)  Operations. eyeQuest shall conduct the day-to-day administrative operations of eyeQuest,  
 including but not limited to: negotiating contracts and provider agreements with Providers,  
 making benefit determinations; conducting actuarial analyses; processing claims; regulatory  
 compliance and reporting; and marketing eyeQuest.  


(b)  Directories. eyeQuest shall maintain a listing of Participating Providers and may include  
 Provider’s participation in Plan’s network in provider directories and/or other publications  
 intended for use of Members, subject to approval by Plan, which may include but are not  
 limited to: name, address, office hours, telephone number, services provided and license type.  


(c) Benefit Changes. eyeQuest shall notify Provider of changes in benefit provisions offered by 
the Plan. 
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(d) Quality Improvement. eyeQuest shall operate, at its own expense, quality assurance, 
utilization review and Member grievance programs. 


(e) Payment Processing. eyeQuest shall transmit payments to Provider in accordance with the 
terms and conditions of this Agreement, or as may otherwise be agreed upon between the 
parties in writing. 


(f)  Regulatory Compliance. eyeQuest shall establish and enforce policies and procedures designed  
 to ensure continued compliance with State and Federal regulations.  


(g)  Access to Care. eyeQuest shall conduct its administrative operations in a manner that does not  
 encourage Provider to jeopardize Member’s access to care or the appropriate delivery of  
 Covered Services to Members.  
 
(h)  Treatment Alternatives. The provider has the right to discuss appropriate treatment alternatives  
 and to discuss medically necessary care with the patient without being sanctioned.  


3. Provider Obligations  
 
(a)  Provision of Services. Provider shall render to Members all Covered Services and continue to  
 provide Covered Services to Members. After the date of termination from participation, upon  
 the request of eyeQuest, Provider shall continue to provide Covered Services to Members for  
 a period not to exceed ninety (90) days during which time period payment will be made  
 pursuant to Attachment A for Covered Services provided. Participating Provider shall not deny  
 services  to  a  Covered  Person who is only eligible  for  fee-for-service (“FFS”) Medical  
 Assistance. For newly eligible Covered Persons who fall into a FFS eligibility window prior  
 to the effective date of Plan enrollment, Participating Provider is prohibited from denying services  
 to a Covered Person during this FFS window.  


(b)  Submission of Claims. Provider shall submit claims for vision services to eyeQuest in a  
 manner and format prescribed by eyeQuest. Provider understands that failure to submit claims or  
 failure to submit requested documentation within 90 days will result in loss of reimbursement for  
 services provided. Provider shall submit claims electronically to eyeQuest. If unable to submit  
 claims electronically, paper claims must be submitted on a standard claim form or a format  
 that has been approved by eyeQuest in advance.  
 
(c)  Non-discrimination. Provider shall not discriminate in the treatment or quality of services  
 provided to Members on the basis of race, color, religion, sex, sexual orientation, age, disability,  
 national origin, Vietnam-era veteran’s status, ancestry, health status or need for health services  
 of such Members and without regard to source of payments made for health services rendered to  
 such Members. Provider shall make their services accessible to Members during the same hours  
 and with the same intensity as they do to non-Members.  


Provider agrees to comply with all applicable federal and state laws relating to 
nondiscrimination and equal employment opportunity, including the Civil Rights Act of 
1964, regulations issued pursuant to that Act and provision of Executive Order  11246 
dated September 26, 1965. Provider agrees to provide physical and program accessibility of 
vision services to persons with physical and sensory disabilities pursuant to Section 504 of 
the Rehabilitation Act of 1973, as amended (29 U.S.C. 794), all requirements imposed by any 
applicable DHFS regulations (45 C.F.R. Part 84) of CMS regulation (42 C.F.R. Parts 417 and 
434) and all guidelines and interpretations issued pursuant thereto.  


(d) Policies and Procedures. Provider agrees to comply with any and all policies, rules and 
regulations of eyeQuest as they may exist from time to time including, but not limited to, claims 
processing, credentialing, quality or cost containment standards established by eyeQuest and 
Plans. 
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Provider agrees to refer patients that require covered specialty services that Provider does not 
perform, only to vision specialists designated by eyeQuest.  


(e) Records. Provider agrees to: 
1. Maintain adequate vision/medical, financial and administrative records related to 


covered vision services rendered by Provider in accordance with federal and state  
law.  


2.  Safeguard all information about Members according to applicable state and federal  
 laws and regulations. All material and information, in particular information relating  
 to Members or potential Members, which is provider to or obtained by or through  
 Provider’s performance under this Agreement, whether verbal, written, tape, or  
 otherwise, shall be reported as confidential information to the extent confidential  
 treatment is provided under state and federal laws. Provider shall not use any  
 information so obtained in any manner except as necessary for the proper discharge of  
 his/her obligations and securement of his/her rights under this Agreement. Neither  
 eyeQuest nor Provider shall share confidential information with a Member’s  
 employer absent the Member’s consent for such disclosure. Provider agrees to comply  
 with the requirements of the Health Insurance Portability and Accountability Act  
 (“HIPAA”) relating to the exchange of information and shall cooperate with eyeQuest in  
 its efforts to ensure compliance with the privacy regulations promulgated under HIPAA  
 and other related privacy laws. Provider and eyeQuest acknowledge that the activities  
 conducted to perform the obligations undertaken in this Agreement are or may be  
 subject to HIPAA as well as the regulations promulgated to implement HIPAA.  
 Provider and eyeQuest agree to conduct their respective activities, as described  
 herein, in accordance with the applicable provisions of HIPAA and such  
 implementing regulations. Provider and eyeQuest further agree that, to the extent  
 HIPAA or such implementing regulations require amendments(s) hereto, Provider  
 and eyeQuest shall conduct good faith negotiations to amend this Agreement.  
 Provider shall maintain adequate vision/medical, financial and administrative records  
 related to covered vision services rendered by Provider in accordance with federal and  
 state law.  
3. To cooperate and provide Plan, eyeQuest, government agencies and any external 


review 
organizations (“Oversight Entities”) with access to each Member’s vision records for  
the purposes of quality assessment, service utilization and quality improvement,  
investigation of Member complaints or grievances or as otherwise is necessary or  
appropriate  


4.  To provide such information and data, including, but not limited to, encounter,  
 utilization, referral and other data, that Oversight Entities may require.  
5. To provide, at no cost to the Member or the Member’s new or different vision  
 provider, all Member’s vision/medical records. Upon written request by a Member,  
 Provider agrees to transfer the information in such Member's health care records to the  
 person specified by the Member at no charge.  
6.  That any and all Member records will be maintained for a period not less than seven  


(7) years, or minimum required by state, following the termination of this Agreement  
 or, if such records are under review or audit, until such review or audit is complete.  
 7. That all records shall be made available for fiscal audit, medical audit, medical  
 review, utilization review and other periodic monitoring upon request of Oversight  
 Entities at no cost to the requesting entity.  
8.  Upon termination of this Agreement for any reason, to make available to any  
 Oversight Entities, in a useable form, all records, whether vision/medical or financial,  
 related to Provider’s activities undertaken pursuant to the terms of this Agreement at  
 no cost to the requesting entity.  
9.  That any Oversight Entities, including but not limited to DSS, the Attorney General of  
 the State, the state fraud agency, the United States Department of Health and Human  
 Services ("HHS"), the Comptroller General of the United States, and/or their duly  
 authorized representatives shall have access to any books, documents, papers and  
 records which are related to this Agreement for the purpose of making audit,  
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examination, excerpts and transcriptions; provided, however, that those records 
detailing health care status and/or treatment of specific Members eligible for coverage of 
health care/vision services under Title XVIII of the Social Security Act need not be made 
available to the Comptroller General of the United States.  


10.  That Provider shall allow duly authorized agents or representatives of Oversight  
 Entities, during normal business hours, access to Provider’s premises to inspect, audit,  
 monitor or otherwise evaluate the performance of Provider’s contractual activities and  
 shall forthwith produce all records requested as part of such review or audit. In the  
 event right of access is requested under this paragraph, Provider shall, upon request,  
 provide and make available staff to assist in the audit or inspection effort, and provide  
 adequate space on the premises to reasonably accommodate personnel conducting the  
 audit or inspections effort. All inspections or audits shall be conducted in a manner as  
 will  not  unduly interfere  with the performance of Provider’s activities. All  
 information so obtained will be accorded confidential treatment as provided under  
 applicable law. Oversight Entities and/or their duly authorized representatives shall be  
 allowed access to evaluate through inspection or other means, the quality,  
 appropriateness and timeliness of services performed under this Agreement.  


(f)  Authority of Provider. Provider represents and warrants that it has full authority to bind those  
 providers listed as Individual Providers to the terms and conditions of this Agreement.  


(g) Insurance. Provider shall procure and maintain at their own cost, liability insurance with limits as 
required by professional industry standards. Provider shall provide evidence of such coverage to 
eyeQuest upon the execution of this Agreement and thereafter as requested by eyeQuest. 


(h) Medicaid Number. Provider shall have his/her own distinct state Medicaid number. 


(i) Appointment Status. Provider shall ensure Members are offered appointments according to state 
requirements; Emergency care appointments must be available at all times. Urgent care 
appointments must be available within three (3) calendar days. Routine care appointments must be 
available within thirty (30) calendar days. In office wait time shall not exceed one (1) hour if an 
appointment is made.  


 
4. Professional Requirements  


(a)  Licensure. Provider and employees or agents rendering services to Members shall be  
 appropriately licensed to render such services as required by state or federal law or regulatory  
 agencies,  and such licenses  shall  be  maintained in  good standing. Provider  shall  provide  
 eyeQuest a copy of said license(s) upon execution of this Agreement and as required thereafter.  
 
(b)  Restriction of Licensure. Provider shall notify eyeQuest within two (2) business days of the loss or  
 restriction of his/her DEA permit or license or any other action that limits or restricts Provider’s  
 ability to practice.  


(c)  Professional Training. Provider and all employees or agents rendering services to Members shall  
 possess the education, skills, training, physical and mental health status, and other qualifications  
 necessary to provide quality vision patient care.  
 
(d)  Professional Standards. Provider and employees or agents rendering services to Members shall  
 provide vision care which meets or exceeds the standard of care for vision providers in the region  
 and shall comply with all standards for providers as established by any state or federal law or  
 regulation.  


(e) Continuing Education. Provider and employees or agents rendering services to Members shall 
comply with continuing education standards as required by state or federal law or regulatory 
agencies. 
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(f) Regulatory Compliance. Provider must meet the minimum requirements for participation in the 
Medicaid program as provided by the State. Provider warrants and represents that it is eligible and 
qualified to participate in federal and state health care programs, including the State’s Medicaid 
Program, and shall immediately notify eyeQuest in writing upon becoming aware of any cause of 
action or proceeding which could result in the termination of Provider’s eligibility or qualification to 
participate in such program.  


5. Payment Arrangement  


(a)  Compensation. Upon receipt of payment from Plan, eyeQuest shall pay Provider according to  
 Attachment A for eligible Medicaid Members. Participating Provider acknowledges that  
 payments made to Participating Provider are derived from federal and state funds and that  
 Participating Provider shall be held civilly and/or criminally liable to both Plan and State in the  
 event of non-performance, misrepresentations, fraud or abuse of services rendered to Covered  
 Persons. Provider agrees to accept electronic payment and electronic remittances if/when  
 available.  
 
(b)  Hold Harmless. Provider agrees and warrants that in no event, including, but not limited to,  
 nonpayment by eyeQuest or Plan, eyeQuest or Plan insolvency, or breach of this Agreement,  
 shall  Provider  bill,  charge,  collect  a  deposit  from,  seek  compensation,  remuneration  or  
 reimbursement from or have any recourse against any Member or persons acting on their behalf  
 for providing Covered Services. This provision does not prohibit Provider from seeking to collect  
 co-insurance, co-payments or deductibles from Members or fees for non-covered services delivered  
 on a fee-for service basis to Members as well as services received by ineligible persons in  
 accordance with the terms of the applicable Plan Certificate. Provider agrees that they shall  
 hold the Members harmless and shall not bill the Member for non-covered services if the  
 services are not covered as a result of any error or omission by Provider.  


Provider also agrees that this hold harmless and warranty provision herein shall: 
1. survive the termination of the Agreement regardless of the cause giving rise to 


termination, and 
2.  supersede any oral or written contract agreement heretofore entered into between  
 Provider, eyeQuest, Plan and Members or designees.  


 
Provider also agrees to hold Plan, the State, Members and the state agencies financially harmless  
from unpaid claims for Covered Services and not seek payment from the State, Members or state  
agencies, if  eyeQuest will not pay for Covered Services performed by Provider under this  
Agreement.  


(c)  Co-payment Limits and Member Charges For Noncovered Services. No deductibles or co- 
 payments are permitted for Medicaid Covered Services. A provider shall be permitted to charge  
 an eligible Member for goods or services which are not covered only if the Member knowingly  
 elects to receive the goods or services and enters into an agreement in writing to pay for such  
 goods or services prior to receiving them. For purposes of this section non-covered services are  
 services not covered under the Medicaid state plan, services which are provided in the absence of  
 appropriate authorization and services which are provided out-of-network unless otherwise  
 specified in the contract, policy or regulation (e.g., family planning, mental health or emergency  
 room services).  


(d)   Coordination of Benefits. Provider shall notify eyeQuest whenever he/she has reason to believe a  
 Member may be entitled to coverage under any other health benefit plan and shall assist eyeQuest in  
 obtaining information for the coordination of benefits when a Member holds other coverage. If a  
 Member is also covered by another vision plan, and eyeQuest determines it is the primary carrier, the  
 Provider agrees that eyeQuest’s obligation to Provider will not exceed the compensation described  
 in this Agreement for the Covered Services in question. If a Member is also covered by another  
 health benefit plan and eyeQuest determines that it is the secondary carrier, the Provider agrees  
 that  
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eyeQuest’s obligation shall not exceed the compensation described in the Agreement for the 
Covered Services in question and that Provider will refund  (reduced by any payments the 
Member may have made to Provider) the aggregate compensation Provider received from the 
other health benefits plan for the Covered Services in question.  


(e)  Other Coverage. Provider agrees that payment defined in Attachment A shall be his/her sole  
 compensation for rendering Covered Services to Members.  


(f)  Missed Appointment. Provider shall not bill, charge, collect a deposit from, seek compensation,  
 remuneration or reimbursement from or have any recourse against a Member or persons acting on  
 their behalf for missed appointments. Provider shall not be required to accept or continue  
 treatment of a Member with whom Provider feels he/she cannot establish and/or maintain a  
 professional relationship, or is beyond the scope of Provider’s expertise or ability.  
 
(g)  Plan Reimbursement. Compensation of Provider by eyeQuest is subject to, and dependent upon,  
 eyeQuest’s receipt of proper claims payment from Plan. In the event of nonpayment by Plan,  
 eyeQuest reserves the right to withhold or recover payment to Provider for all claims not paid  
 by Plan. Once eyeQuest has received the outstanding amount for such claims from Plan, eyeQuest  
 will reimburse Provider according to the terms of this Agreement.  


It is understood and agreed that Provider shall look solely to eyeQuest for compensation for Covered 
Services rendered hereunder to Members. Neither Provider nor any affiliate of Provider shall bill, 
charge or make any other claim against Members, Plan or the State or any of its regulatory 
agencies including, for such services except as specifically provided in this Agreement.  


 
(h)  Advance Deposits. Provider shall not require advance deposits for Covered Services from any  
 Member who provides proof of identity and coverage under the Member Handbook. However,  
 Members may be required to pay Co-payment amounts for certain Covered Services. The  
 collection of Member Co-payments shall be the responsibility of Provider. Non-Covered Services  
 are also collectible from the Member by the Provider.  


(i)  Prohibition on Waiver of Member's Financial Responsibility. Provider shall not, as a matter of  
 business practice, waive Co-payment amounts due from Members for Covered Services provided.  


 
6. Quality Management  


(a)  Cooperation with Quality Programs. Provider shall cooperate with and participate in the  
 utilization review, quality assurance, credentialing, grievance, peer review, claims processing, and  
 audit procedures of eyeQuest, and shall comply with all final determinations rendered by such  
 procedures.  


(b)  Re-credentialing. Provider shall cooperate with the re-evaluation of their credentials at such  
 intervals, as eyeQuest shall determine, but not more frequently than every three years. Such  
 evaluation may take into account a review of Provider's past performance and practice patterns,  
 and a review of vision records and evaluations pertaining to Provider's participation in the delivery  
 of vision care.  


(c)  Audit of Records. eyeQuest, Plan and all applicable state and federal agencies shall have access at  
 reasonable times and upon demand, to inspect the books, records and papers of Provider for the  
 purpose of auditing and evaluating and determining on a concurrent or retrospective basis the  
 necessity or appropriateness of health services provided to Members. eyeQuest, Plan or state  
 and federal agencies or their designees shall also have the right to inspect, upon demand and at  
 reasonable times, Provider’s facilities pursuant to quality management programs or peer review  
 programs. Provider shall provide copies of medical records to eyeQuest, Plan or state and federal  
 agencies or their designees upon request. Copying and delivery expenses associated with  
 compliance with this Agreement shall be the responsibility of Provider.  
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(d) Plan and Regulatory Agency Oversight. The Provider acknowledges and agrees that nothing in 
the Agreement shall be construed to limit: (a) the authority of the Plan to ensure the Provider’s 
participation in and compliance with Plan’s quality assurance, utilization management, member 
grievance and other systems and procedures; (b) any applicable regulatory agency’s authority to 
monitor the effectiveness of such systems and procedures; or (c) Plan’s authority to sanction or 
terminate a Provider found to be providing inadequate or poor quality care or failing to comply 
with Plan’s systems, standards or procedures.  


The Provider acknowledges and agrees that any delegation under a contract of quality assurance, 
utilization management, credentialing, provider relations and other vision management programs, 
shall be subject to Plan’s oversight and monitoring of eyeQuest’s performance. The Provider further 
acknowledges and agrees that Plan, upon the failure of eyeQuest to properly implement and 
administer such systems or to take prompt corrective action after identifying quality, member 
satisfaction or other problems, may terminate the contract and that, as a result of such termination, the 
Provider’s participation in Plan may also be terminated.  


 
7. Independent Contractors  


(a)  Professional Relationship. Provider is an independent contractor and is responsible for  
 maintaining a professional relationship with Members. Provider is responsible for his/her own  
 acts or omissions in his/her professional practice, as well as those acts or omissions of his/her  
 employees and agents. No action by eyeQuest has or is intended to have the effect of infringing upon  
 Provider’s care and treatment of the Member, including without limitation all decisions with  
 respect to administration, treatment or discharge of such Member.  


(b)  Appropriate Treatment. eyeQuest allows open Provider-Member communication regarding  
 appropriate treatment alternatives. Provider will not be penalized for discussing Medically  
 Necessary or appropriate patient care. A determination by eyeQuest that a particular course of  
 treatment is not a Covered Service does not relieve Provider from providing or recommending  
 such care to Members as he/she deems to be appropriate, and that determination may not be  
 considered to be a medical determination made by eyeQuest.  


 
8. Individual Provider  


(a)  Individual Provider Approval. Provider shall supply all information requested by eyeQuest for the  
 purpose of credentialing Individual Provider, and Individual Provider must be approved for  
 participation by eyeQuest in writing before rendering Covered Services to Members.  
 
(b)  Rights and Obligations. Individual Provider shall have the rights and obligations provided in the  
 Agreement which are applicable to Provider, and understands that certain provisions of the  
 Agreement shall also be individually binding on Individual Provider, and that eyeQuest may require  
 performance of all provisions by Individual Provider. Individual Provider also understands that  
 eyeQuest and Provider may amend the Agreement without right of review by or approval of  
 Individual Provider.  


(c)  Reimbursement by Provider. Individual Provider agrees to look solely to Provider for  
 reimbursement of Covered Services, where Provider is designated as payee pursuant to  
 Agreement, as applicable.  


9. Term and Termination  


(a) Term. This Agreement shall begin on the Effective Date and shall end one (1) year 
from such date. Thereafter, this agreement shall automatically renew for successive 
one (1) year periods unless either party provides notice of its intent not to renew. 
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(b) Termination. This Agreement may be terminated as follows: 


i. By eyeQuest upon 30 days prior written notice without cause. 


ii. By Provider upon 90 days prior written notice without cause. 


iii. By either party, in the event of a material breach of this Agreement by the other party, upon 
60 days prior written notice to the other party. 


iv. Upon the occurrence of any of the following events with respect to Provider, eyeQuest has 
the option to immediately terminate Provider's designation as a Participating Provider: 
1. the death of Provider ; 
2. the loss or suspension of the license of Provider; 
3. the loss or suspension of Provider’s drug enforcement administration license, or the 


loss of Provider’s unrestricted prescribing privileges; 
4. the loss of Provider’s liability insurance; 
5. the Provider being restricted from receiving payments from Medicare or Medicaid; 
6. the Provider is convicted of any felony; 
7. the Provider is convicted of any offense involving eyeQuest or Plan; 
8. the failure of the Provider to meet any quality assurance, credentialing, or grievance 


program requirements of eyeQuest, Plan or any state or federal regulatory agency or their 
designees;  


9.  the Provider intentionally and purposefully does not comply with the referral and  
 notification requirements of eyeQuest, Plan or any state or federal regulatory agency  
 or their designees;  
10. the Provider fails to cooperate with eyeQuest in the provision of cost-effective, quality 


services to Members; 
11. the Provider is found to be harming Members; or 
12. any adverse regulatory finding with respect to Provider. 


(c) Effect of Termination. In the event of termination of this Agreement, Provider agrees to complete 
any treatment in progress and/or assist in the orderly transfer of Members to another provider, as 
requested by eyeQuest. Provider must provide timely notification to all Members affected by 
Provider’s termination. 


10. Miscellaneous 


(a) Non-exclusivity. This Agreement is not an exclusive contract and eyeQuest may contract with other 
providers of vision services. Provider may contract with other vision plans. This Agreement shall be 
regarded as confidential and its terms or contents shall not be disclosed to any other party unless 
agreed to in writing by eyeQuest; except, however, Provider may disclose the contents of this Agreement 
to the legal representative of Provider without the consent of eyeQuest. No employee of a Participating 
Provider shall be limited from disclosing information pertaining to the MA Program.  


 
(b)  Amendment or Restated Agreement. eyeQuest may amend or restate this Agreement by  
 sending a copy of the amendment or restated agreement to Provider at least 30 days prior to its  
 effective date. If Provider does not object to such amendment or restated agreement in writing  
 within such 30-day notice period, Provider shall be deemed to have accepted the proposed  
 amendment or restated agreement as of the end of the 30-day notice period. In the event Provider  
 objects within the 30-day notice period, by providing written notice to eyeQuest, the parties  
 shall confer in good faith to reach agreement. If such agreement cannot be reached, eyeQuest  
 may terminate this Agreement.  


(c) Change in Status. Provider understands that any and all changes in the Provider's legal and 
contractual relationship to and with Provider's clinic partners, who are also party to this 
Agreement must be communicated in writing to eyeQuest, or eyeQuest may elect to 
immediately 
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terminate this Agreement. Provider also agrees to provide eyeQuest with  30 days advance 
written notice of any closure of their practice to additional Members, or new location at which 
Provider anticipates seeing Members.  


(d)  Waiver of Breach. The waiver by either party of a breach of violation of any provision of the  
Agreement shall not operate as or be construed to be a waiver of any subsequent breach hereof.  


(e) Governing Law. This Agreement shall be governed in all respects by the laws of the state in 
which services are provided. 


 
(f)  Responsibility for Actions. Each party shall be responsible for any and all claims, liabilities,  


damages, or judgments that may arise as a result of its own negligence or intentional wrongdoing.  


(g)  Severability. The invalidity or unenforceability of any term of condition shall in no way affect the  
 validity or enforceability of the remainder of this Agreement.  


(h)  Arbitration. If a dispute regarding payment arises between the parties involving a contention by  
 one party that the other has failed to perform its obligations and responsibilities under this  
 Agreement, then the party making such contention shall promptly give notice to the other. Such  
 notice shall set forth in detail, the basis for the party’s contention, and shall be sent by Certified  
 Mail-Return Receipt Requested. The other party shall within thirty (30) calendar days of receipt  
 of the notice provide a written response seeking to satisfy the party that gave notice regarding the  
 matters as to which notice was given. Following such response, or the failure of the second party  
 to respond to the compliant of the first party within thirty (30) calendar days, if the party that gave  
 notice of dissatisfaction remains dissatisfied, then the party shall so notify the other party and the  
 matter shall be promptly submitted to inexpensive and binding arbitration.  
 
(i)  Assignment. eyeQuest may assign this Agreement immediately upon written notice to Provider.  
 Provider must obtain eyeQuest’s prior written consent to assign this Agreement.  
 
(j) Notice. Any notices required to be given pursuant to the terms and provision hereof shall be sent 


by mail, addressed to eyeQuest at: 


eyeQuest  
Attn: Provider Information 


12121 N. Corporate Parkway  
 Mequon, WI 53092  


and to the Provider at the address stated herein or as he/she may otherwise notify eyeQuest in writing.  
 
(k)  Form. All words used herein in the singular number shall extend to and include the plural. All  
 words used in the plural numbers shall extend to and include the singular. All words used in any  
 gender shall extend to and include all genders.  


(l)  Entire Agreement. This Agreement, together with all subordinate and other documents and  
 exhibits incorporated herein, constitutes the final and entire expression of the Agreement between  
 the parties with respect to the subject matter contained herein and expressly supercedes all prior  
 and contemporaneous representations, statements, drafts, correspondence or similar understanding  
 or documents.  
 
(m)    Errors. eyeQuest shall make every effort to maintain accurate information; however, eyeQuest  
 shall not be held liable for any damages directly or indirectly due to typographical errors. The  
 Provider agrees to immediately notify eyeQuest of any errors.  


(n) Member Bill of Rights 
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1. The Right to Information. Members have the right to receive accurate, easily 


understood information to assist them in making informed decisions about their health 
plans, facilities and professionals.  


2.  The Right to Choose. Members have the right to a choice of health care providers that is  
 sufficient to assure access to appropriate high-quality health care including giving women  
 access to qualified specialists and giving Members with serious medical conditions and  
 chronic illnesses access to specialists.  


3.  Access to Emergency Services. Members have the right to access emergency health  
 services when and where the need arises. Health plans should provide payment when a  
 Member presents himself/herself to any emergency department with acute symptoms of  
 sufficient severity "including severe pain" that a "prudent layperson" could reasonably  
 expect the absence of medical attention to result in placing that consumer's health in  
 serious jeopardy, serious impairment to bodily functions, or serious dysfunction of any  
 bodily organ or part.  


4.  Being a Full Partner in Health Care Decisions. Members have the right to fully  
 participate in all decisions related to their health care. Consumers who are unable to fully  
 participate in treatment decisions have the right to be represented by parents, guardians,  
 family members, or other conservators. Additionally, provider contracts should not  
 contain any so-called "gag clauses" that restrict health professionals' ability to discuss and  
 advise Members on medically necessary treatment options.  


5.  Care With out Discrimination. Members have the right to considerate, respectful care  
 from all members of the health care industry at all times and under all circumstances.  
 Members must not be discriminated against in the marketing or enrollment or in the  
 provision of health care services, consistent with the benefits covered in their policy  
 and/or as required by law, based on race, ethnicity, national origin, religion, sex, age,  
 current or anticipated mental or physical disability, sexual orientation, genetic  
 information, or source of payment.  


6.  The Right to Privacy. Members have the right to communicate with health care  
 providers in confidence and to have the confidentiality of their individually-identifiable  
 health care information protected, as reasonably necessary and appropriate. Members also  
 have the right to review and copy their own medical records and request amendments to  
 their records.  


7.  The Right to Speedy Complaint Resolution. Members have the right to a fair and  
 efficient process for resolving differences with their health plans, health care providers,  
 and the institutions that serve them, including a rigorous system of internal review and an  
 independent system of external review.  


8. Taking on New Responsibilities. In a health care system that affords Members rights 
and protections, Members must also take greater responsibility for maintaining good 
health. 
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IN WITNESS WHEREOF, the parties hereto have executed this Agreement on the date written below:  


DentaQuest, LLC  
 


Entity Name & Address  
 
 
 
 


Tax ID:  


Phone:  
 
 
 
BY:  ____________________________________________________BY: _________  


(Signature) Steven J. Pollock 
President 


 


DATE: ____/ _____/_____ DATE: _____/ _____/_____ 
 
 
 


INDIVIDUAL PROVIDERS 
(Please type or print) 


Please list the name of all individuals providing vision services under the terms of this Agreement. 
 
 


Individual Provider Individual Provider 
 


Individual Provider Individual Provider 
 


Individual Provider Individual Provider 
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ATTACHMENT A 
Vision Reimbursement  


 


4.00 Timing of Reimbursement Payments  
 
4.01 eyeQuest shall pay Provider within thirty (30) calendar days of receipt of clean claims for vision  
 services rendered to Members. Provider agrees to accept electronic payment and electronic  
 remittances if/when available.  


Provider reimbursement requires receipt of a clean claim. A claim shall be considered clean only if 
the claim requires no further information, documentation, adjustment or alteration by Provider to be 
adjudicated by eyeQuest. Any dispute regarding payment shall be deemed waived unless Provider 
submits written notification of the reasons for the dispute within sixty (60) days of receipt of the 
payment, statement of denial or adjustment.  


4.02 Provider shall utilize Plan designated laboratory for fabrication of frames (V2020) and all lenses  
 (V2100 - V2321).  
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Attachment A-1  
Schedule of Allowable Fees  


** Please refer to your Office Reference Manual for covered procedures **  
 
 


Procedure Code Description Fee 
Eye Examination 
92002 Exam New Patient (Intermediate) $60.00 


 92004 Exam New Patient $60.00 
92012 Exam Existing Patient (Intermediate) $60.00 
92014 Exam Existing Patient $60.00 
Spectacle Frames  and 
Lenses 
V2020 Vision Svcs Frames Purchases Included 


 V2025 Vision Svcs Frames Deluxe $20.00 
M2025 Member’s Frame Included 
V2100 Lens Sphere Single Plano 4.0 Included 
V2101 Single Vision Sphere 4.12-7.00 Included 
V2102 Single Vision Sphere 7.12-20.00 Included 
V2103 Sphcyl 4.00D/12-2.00D Included 
V2104 Sphcyl 4.00D/2. 12-4D Included 
V2105 Sphcyl 4.00D/4.25-6D Included 
V2106 Sphcyl 4.00D/>6.00D Included 
V2107 Sphcyl 4.25D/12-2D Included 
V2108 Sphcyl 4.25D/2.12-4D Included 
V2109 Sphcyl 4.25D/4.25-6D Included 
V21 10 Sphcyl 4.25D/OVER 6D Included 
V21 11 Sphcyl 7.25D/.25-2.25 Included 
V21 12 Sphcyl 7.25D/2.25-4D Included 
V21 13 Sphcyl 7.25D/4.25-6D Included 
V21 14 Sphcyl OVER 12.00D Included 
V21 15 Lens Lenticular Bifocal Included 
V21 18 Lens Aniseikonic Single Included 
V2121 Lenticular Lens, Single Included 
V2200 Lens Sphere Bifoc Plano 4.00D Included 
V2201 Lens Sphere Bifocal 4.12-7.0 Included 
V2202 Lens Sphere Bifocal 7.12-20. Included 
V2203 Lens Sphcyl Bifocal 4.00D/.1 Included 
V2204 Lens Sphcyl Bifocal 4.00D/2. 1 Included 
V2205 Lens Sphcyl Bifocal 4.00D/4.2 Included 
V2206 Lens Sphcyl Bifocal 4.00D/OVE Included 
V2207 Lens Sphcyl Bifocal 4.25/7D/. Included 
V2208 Lens Sphcyl Bifocal 4.25-7/2. Included 
V2209 Lens Sphcyl Bifocal 4.25-7/4. Included 
V2210 Lens Sphcyl Bifocal 4.25-7/OV Included 
V221 1 Lens Sphcyl Bifo 7.25-12/.25- Included 
V2212 Lens Sphcyl Bifo 7.25-12/2.2 Included 
V2213 Lens Sphcyl Bifo 7.25-12/4.2 Included 
V2214 Lens Sphcyl Bifo Over 12. Included 
V2215 Lens Lenticular Bifocal Included 
V2218 Lens Aniseikonic Bifocal Included 
V2219 Lens Bifocal Seg Width Over Included 
V2220 Lens Bifocal Add Over 3.25D Included 
V2221 Lenticular Lens, Bifocal Included 
V2300 Lens Sphere Trifocal 4.00D Included 
V2301 Lens Sphere Trifocal 4.12-7. Included 
V2302 Lens Sphere Trifocal 7.12-20 Included 
V2303 Lens Sphcyl Trifocal 4.0/.12- Included 
V2304 Lens Sphcyl Trifocal 4.0/2.25 Included 
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Spectacle Frames   and  
Lenses Continued  
V2305 Lens Sphcyl Trifocal 4.0/4..25 Included 
V2306 Lens Sphcyl Trifocal 4.00/>6 Included 
V2307 Lens Sphcyl Trifocal 4.25-7/. Included 
V2308 Lens Sphcyl Trifocal 4.25-7/2. Included 
V2309 Lens Sphcyl Trifocal 4.25-7/4. Included 
V2310 Lens Sphcyl Trifocal 4.25-7/>6 Included 
V2311 Lens Sphcyl Trifo 7.25-12/.25- Included 
V2312 Lens Sphcyl Trifo 7.25-12/2.25 Included 
V2313 Lens Sphcyl Trifo 7.25-12/4.25 Included 
V2314 Lens Sphcyl Trifocal Over 12 Included 


 V2315 Lens Lenticular Trifocal Included 
V2318 Lens Aniseikonic Trifocal Included 


 V2319 Lens Trifocal Seg Width >28 Included 
 V2320 Lens Trifocal Add Over 3.25D Included 


V2321 Lenticular Lens, Trifocal Included 
Dispensing Services  * Dispensing is paid at $12.50 when member chooses a deluxe frame (V2025) 
92340 Fitting of Spectacles   $20.00 


 92341 Fitting of Spectacles   $2.00 
92342 Fitting of Spectacles $20.00 
Contact Lens Fitting* *Medically necessary only, with prior approval 
92310 Contact Lens Fitting $72.62 
92311 Contact Lens Fitting $72.00 


 92312 Contact Lens Fitting $77.54 
92313 Contact Lens Fitting $68.00 
Contact Lens* *Medically necessary only, with prior approval 
V2500 Contact Lens PMMA Spherical $70.52 


 V2501 Contact Lens PMMA-Toric/Prism $110.91 
V2502 Contact Lens PMMA, Bifocal $162.28 
V2510 Contact Gas Permeable Sphericl $94.80 


 V251 1 Contact Toric Prism Ballast $153.22 
V2512 Contact Lens Gas Permbl Bifocl $177.88 
V2513 Contact Lens Extended Wear $163.20 
V2520 Contact Lens Hydrophilic $83.64 
V2521 Contact lens Hydrophilic toric $145.61 
V2522 Contact Lens Hydrophilic, Bifocal $188.95 
V2523 Contact lens Hydrophilic extend $120.76 


 V2530 Contact Lens Scleral $178.66 
V253 1 Contact Lens Scleral Gas Permeable $426.30 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


100601 NV Vision A-2-2 


eyeQuest Attachment 5.1.11.4: Base Network Contract Sample


VII-502







 
 
 
 
 
 
 


ATTACHMENT FOR  
STATE OF NEVADA MEDICAID REQUIREMENTS 


1. Definitions 
 


(a) “DHCFP” means the Nevada Division of Health Care Financing and Policy. 


(b) “DHCFP Contract” means the contract relationship for the Nevada Medicaid Program and the 
contract or relationship for the Nevada Medicaid and SCHIP Programs between the Plan and 
Nevada Division of Health Care Financing and Policy (“DHCFP”) for the provision of medical 
services to Members and shall include all DHCFP regulation.  


 
2. Provider Obligations  


 
 
(a)  DHCFP Contract. Provider acknowledges that Plan has entered into a contract with the  
 DEPARTMENT OF HUMAN RESOURCES, DIVISION OF HEALTHCARE FINANCING AND  
 POLICY, NEVADA MEDICAID (“DHCFP”) to provide managed care services to eligible  
 Medicaid enrollees ("the DHCFP Contract") and agrees that the terms and conditions of the DHCFP  
 Contract are hereby incorporated by reference in this Agreement. The DHCFP Contract will be  
 provided to Provider upon request. Provider further agrees to abide by all DHCFP Performance  
 Standards set forth below under Section 11. DHCFP Performance Standards and in the DHCFP  
 Contract. Provider agrees it will reimburse Plan for any liquidated damages assessed against Plan for  
 failure by Provider to comply with the DHCFP Performance Standards or the minimum standards set  
 forth in the DHCFP Contract which can be traced to the failure of Provider to comply with the  
 DHCFP Performance Standards or the minimum standards set forth in the DHCFP Contract. To the  
 extent applicable, Provider agrees to submit valid Encounter Data.  


3. DHCFP Performance Standards and Required Provisions  
 
(a)  Medical records must be maintained in accordance with standard XII of the "Guidelines for  
 Internal Quality Assurance Programs" as set forth in the HCFA Medicaid Guidelines. The Records  
 shall be available for review by duly authorized representatives of DHCFP and CMS upon request.  
 
(b)  Provider certifies that it does not currently have, pursuant to 42 USC § 1396a(p) and 42 CFR §  
 434.80 regarding any contractor, any person or entity with direct or indirect ownership interest or  
 control of five percent (5%) or more in the Provider, any officer, director, agent, contractor or  
 managing employee of the Provider, who has been convicted of any offense or received certain  
 sanctions described in 42 USC § 1 320a-7(a) and (b) and 42 CFR 455.100 through 455.106 that is  
 excluded or could be excluded, or that has been debarred, suspended, proposed for debarment,  
 declared ineligible or voluntarily excluded from any federal program and any individual or entity  
 excluded from Medicare or Medicaid participation, or debarred, suspended, or excluded from any  
 federal program that the Provider employs or contracts with directly or indirectly. Provider shall  
 investigate and promptly, fully disclose to DHCFP the existence of any and all above referenced  
 convictions and sanctions by the relevant persons and entities listed above, regardless of any  
 opinion whether or not the entity or person could be excluded in accordance with 42 CFR  
 455.104. Such offense or sanction includes but is not limited to any debarment or suspension as a  
 federal contractor under 28 CFR Part 67 or other exclusions contained in 42 USC § 1 320a-7,  
 inclusive.  


(c) Provider must comply with all applicable federal and State laws and regulations including Title VI 
of the Civil Rights Act of 1964; Title IX of the Education Amendments of 1972 (regarding 
education programs and activities); the Age Discrimination Act of 1975; the Rehabilitation Act of 
1973; and the Americans with Disabilities act; the Equal Employment Opportunity Act (Executive 
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Orders 11246 and 11375); the Copeland Anti-Kickback Act (18 USC 874 and 70 USC 276c); the 
Davis Bacon Act, as amended (40 USC 276a to a7); Contract Work Hours and Safety Standards Act 
(40 USC 327-333); Rights to Inventions Made Under a Contract or Agreement; Clean Air Act (42 
USC 7401 et seq.) and the Federal Water Pollution Control Act as amended (33 USC 1251 et seq.;  
Byrd Anti-Lobbying Amendment (31 USC 1352); and Debarment and Suspension 
(Executive Orders 12549 and 12689); Energy Policy and Conservation Act.  


(d)  Provider must also not discriminate against recipients based on the same civil rights identifiers  
 mentioned above. Non-discrimination notices must be posted to inform recipients and employees  
 of the Provider’s non-discrimination policies and practices.  


(e)  In connection with the performance of work under this contract, Provider agrees not to  
 discriminate against any employee or offer for employment because of race, national origin, creed,  
 color, sex, religion, age, physical or mental disability.  


Provider agrees the books, records (written, electronic, computer related or otherwise), actuarial  
reports, financial statements, medical records, quality assurance data using the data and  
information set that the Secretary has specified for use under Part C of Title XVII, or such  
alternative data as the Secretary approves in consultation with the State, facilities and accounting  
procedures and practices of Provider relevant to this contract, shall be subject to inspection,  
examination, copying and audit during regular business hours, at various but necessary times by  
DHCFP or its contracted examiner(s), the State of Nevada Division of Insurance division or its  
contracted examiner(s), the State Board of Health and the State Health Division or its contracted  
examiner(s), the Attorney General of Nevada or the State Legislative Auditor, the Controller  
General of the United States, the United States General Accounting Office, the Centers of  
Medicare and Medicaid Services (CMS), or any authorized representative of these entities, or any  
other person or entity allowed by law, for the purposes of assuring financial solvency, determining  
amounts payable, assuring availability, accessibility and quality assurance standards, facilitating  
resolution of disputes arising under the contract and investigation of any suspected Medicaid fraud  
or abuse by Provider or recipient. 
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MEDICARE REQUIREMENTS  


Provider agrees to the following terms and conditions as they pertain to services rendered to Members enrolled in an 
applicable Medicare Advantage Plan. Since the Agreement between Provider and Payor, in whole or in part, relates to 
services provided to Medicare Advantage Members, you are required by Centers for Medicare and Medicaid 
Services (“CMS”), contracted Plan, and Payor, to agree to and comply with the following requirements.  
 
For purposes of this Medicare Requirements Attachment, reference to “Provider” means the individual or entity  
identified as a named party to the Agreement, its employees, contractors and/or subcontractors and those individuals  
or entities performing administrative services for or on behalf of Provider and/or any of the above referenced  
individuals or entities performing services related to the Agreement. Provider acknowledges that the requirements  
contained in this Attachment shall apply equally to the above referenced individuals or entities and that Provider’s  
agreements with such individuals or entities shall contain the applicable Medicare requirements set forth in this  
Attachment. In the event of a conflict  between any provision in this Attachment and such agreement, this  
Attachment will control.  
 
Except as specifically amended hereby, the terms and conditions of the Agreement remain the same. In the event of a 
conflict between the Agreement and this Attachment, this Attachment will control with respect to Members of 
Medicare Advantage Plans.  
 
1.    Compliance with Law. Provider acknowledges that payment received for providing Covered Services to 
Members under the Agreement, in whole or in part, are deemed to be federal funds subject to all laws and 
regulations applicable to recipients of federal funds.    As such, Provider agrees to comply with all applicable 
Medicare laws, rules and regulations, reporting requirements, CMS instructions, and applicable requirements of the 
contract between Plan and CMS (the “Medicare Contract”) and with all other applicable state and federal laws and 
regulations, as may be amended from time to time, including, without limitation: (1) Federal laws and regulations 
designed to prevent or ameliorate fraud, waste, and abuse, including, but not limited to, applicable provisions of 
Federal criminal law, the False Claims Act  (31 U.S.C.  3729 et. seq.), and the anti-kickback statute  (section 
1128B(b)) of the Act); and  (2) the Health Insurance Portability and Accountability Act of  1996  (“HIPAA”) 
administrative simplification rules at 45 CFR parts 160, 162, and 164. [42 C.F.R. § 422.504(h)].  
 
2.   Medicare Advantage Member Privacy and Confidentiality. Provider agrees to comply with all state and 
federal laws, rules and regulations, Medicare program requirements, and/or requirements in the Medicare Contract 
regarding privacy, security, confidentiality, accuracy and/or disclosure of records (including, but not limited to, 
medical  records),  personally  identifiable  information  and/or  protected  health  information  and  enrollment 
information including, without limitation: (1) HIPAA and the rules and regulations promulgated thereunder, (2) 42  
C.F.R. § 422.504(a)(13), and (3) 42 C.F.R. § 422.118; (iv) 42 C.F.R. § 422.516 and 42 C.F.R. § 422.310 regarding 
certain reporting obligations to CMS.   Provider also agrees to release such information only in accordance with 
applicable state and/or federal law or pursuant to court orders or subpoenas.  
 
3.   Audits; Access to and Maintenance of Records. Provider shall permit inspection, evaluation and audit directly by 
Payor, Plan, the Department of Health and Human Services (DHHS), the Comptroller General, the Office of the 
Inspector General, the General Accounting Office, CMS and/or their designees, and as the Secretary of the DHHS 
may deem necessary to enforce the Medicare Contract, physical facilities and equipment and any pertinent 
information including books, contracts (including any agreements between Provider and its employees, contractors 
and/or subcontractors providing services related to the Agreement), documents, papers, medical records, patient care 
documentation and other records and information involving or relating to the provision of services under the 
Agreement, and any additional relevant information that CMS may require (collectively, “Books and Records”). All 
Books and Records shall be maintained in an accurate and timely manner and shall be made available for such 
inspection, evaluation or audit for a time period of not less than ten (10) years, or such longer period of time as may be 
required by law, from the end of the calendar year in which expiration or termination of this Agreement occurs or from 
completion of any audit or investigation, whichever is greater, unless CMS, an authorized federal agency, or such 
agency’s designee, determines there is a special need to retain records for a longer period of time, which may include 
but not be limited to: (i) up to an additional six (6) years from the date of final resolution of a dispute, allegation 
of fraud or similar fault; or (ii) completion of any audit should that date be later than the time frame(s)  
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indicated above; (iii) if CMS determines that there is a reasonable possibility of fraud or similar fault, in which case 
CMS may inspect, evaluate, and audit Books and Records at any time; or (iv) such greater period of time as 
provided for by law.   Provider shall cooperate and assist with and provide such Books and Records to Payor, Plan 
and/or CMS or its designee for purposes of the above inspections, evaluations, and/or audits, as requested by CMS or 
its designee and shall also ensure accuracy and timely access for Members to their medical, health and enrollment 
information and records.   Provider agrees and shall require its employees, contractors and/or subcontractors and 
those individuals or entities performing administrative services for or on behalf of Provider and/or any of the above 
referenced individuals or entities: (i) to provide Payor, Plan and/or CMS with timely access to records, information 
and data necessary for:  (1) Plan to meets its obligations under its Medicare Contract(s); and/or  (2) CMS to 
administer and evaluate the MA program; and (ii) to submit all reports and clinical information required by the Plan 
under the Medicare Contract. [42 C.F.R. § 422.504(e)(4), (h), (i)(2), and (i)(4)(v).]  
 
In accordance with applicable law:   (1) nothing in this agreement or any other agreement shall be construed to limit:  
(a) the authority of Payor or the Plan to ensure participation in and compliance with its quality assurance, utilization  
management, member grievance and other systems and procedures;  (b) the DHHS’ authority to monitor the  
effectiveness of the Plan’s systems and procedures, or to require the Plan to take prompt corrective action regarding  
quality of care or Member appeals, grievances and complaints; (c) Payor or Plan’s authority to sanction or terminate  
a provider found to be providing inadequate or poor quality care or failing to comply with Payor or Plan’s systems,  
standards or procedures; and (2) Provider shall participate and abide by the decisions of Payor and/or Plan’s medical  
policy,  quality  assurance,  medical  management, utilization review, member grievance and Medicare’s appeal  
system.  
 
Where applicable, Provider will participate in the collection and submission of data to CMS which includes, but is not 
limited to the following: (a) impatient hospital data for discharges; (b) physician, outpatient hospital skilled nursing 
facility and home health agency data; and (c) all other data CMS deems necessary. Provider shall certify the accuracy of 
he data that is collected and submitted to CMS where applicable.  
 
4.   Prompt Payment of Claims.  Payor and/or Plan and/or Provider, as applicable, agree to process and pay or deny 
claims for Covered Services within thirty (30) calendar days of receipt of such claims in accordance with the 
Agreement.  [42 C.F.R. § 422.520(b).]  
 
5.   Hold Harmless of Members.   Provider hereby agrees: (i) that in no event, including but not limited to, 
nonpayment by Payor or Plan, Payor or Plan’s determination that services were not Medically Necessary, Payor or Plan 
insolvency, or breach of the Agreement, shall Provider bill, charge, collect a deposit from, seek compensation, 
remuneration or reimbursement from, or have any recourse against a Member for amounts that are the legal 
obligation of Payor or Plan; and (ii) that Members shall be held harmless from and shall not be liable for payment of 
any such amounts. Provider further agrees that this provision (a) shall be construed for the benefit of Members; (b) 
shall survive the termination of this Agreement regardless of the cause giving rise to termination, and (c) supersedes any 
oral or written contrary agreement now existing or hereafter entered into between Provider and Members, or persons 
acting on behalf of a Member. [42 C.F.R. § 422.504(g)(1)(i) and (i)(3)(i).]  
 
Provider may notify a Member that certain medical services have been determined to be non-Covered Services  
according to the terms of   the Plan and may, if the Member desires, make independent financial arrangements in  
advance, with written documentation thereof, and collect from such Member for such non-Covered Services. In the  
event that any charges for services which are determined to be non-Covered Services are billed by Provider to  
Payor, Plan or to a Member who has not agreed in advance in writing to independent financial arrangements and  
payment is made by Payor, Plan or Member, Provider shall immediately, upon request by Payor, Plan and/or  
Member, refund to Payor, Plan or Member the full amount collected by Provider attributable to non-Covered  
Service.  
 
As required by 42 C.F.R. § 1001.952(m)(1)(i), in the case of services furnished to Members, Provider shall not 
claim payment in any form from CMS or from any other agency of the United States or from any state for items and 
services furnished in accordance with the Agreement, except as may be approved by CMS or a State agency, nor 
shall Provider otherwise engage in any shifting of costs or seek increased payments from the Medicare Advantage 
Program or any State health care program as a result of furnishing such services to Members.  
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6.   Accountability.   Payor and Provider hereby acknowledge and agree that Plan shall oversee the provision of 
services by Provider and Payor and shall be accountable under the Plan’s Medicare Contract for services provided to 
Members under the Agreement regardless of the provisions of the Agreement or any delegation of administrative 
activities or functions to Provider under the Agreement. [42 C.F.R. § 422.504(i)(1); (i)(4)(iii); and (i)(3)(ii).]  
 
7.   Delegated Activities. Provider acknowledges and agrees that to the extent Payor, in its sole discretion, elects to 
delegate any administrative activities or functions to Provider, Provider understands and agrees that: (i) Provider 
may not delegate, transfer or assign any of Provider’s obligations under the Agreement and/or any separate 
delegation  agreement without Payor’s prior  written  consent;  and (ii)  Provider  must  demonstrate,  to  Payor’s 
satisfaction, Provider’s ability to perform the activities to be delegated and the parties will set out in writing: (1) the 
specific activities or functions to be delegated and performed by Provider; (2) any reporting responsibilities and 
obligations pursuant to Payor’s or Plan’s policies and procedures and/or the requirements of the Medicare Contract;  
(3) monitoring and oversight activities by Payor or Plan including without limitation review and approval by Payor or 
Plan of Provider’s credentialing process, as applicable, and audit of such process on an ongoing basis; and (4) 
corrective action measures, up to and including termination or revocation of the delegated activities or functions and 
reporting responsibilities if CMS or Payor or Health Plan determines that such activities have not been performed 
satisfactorily. [42 C.F.R. § 422.504(i)(3)(iii); 422.504(i)(4)(i)-(v).]  
 
The parties agree, notwithstanding anything set forth in the Agreement, that the Plan oversees and is accountable to 
CMS for any functions or responsibilities that are described in the CMS regulations.  
 
8.   Compliance with Payor and Health Plan Policies and Procedures. Provider shall comply with all policies and  
procedures of Payor and Plan including, without limitation, written standards for the following: (a) timeliness of  
access to care and member services;  (b) policies and procedures that allow for individual medical necessity  
determinations (e.g., coverage rules, practice guidelines, payment policies); (c) provider consideration of Member  
input into Provider’s proposed treatment plan; and (d) Plan’s compliance program which encourages effective  
communication between Provider and Plan’s Compliance Officer and participation by Provider in education and  
training programs regarding the prevention, correction and detection of fraud, waste and abuse and other initiatives  
identified by CMS. The aforementioned policies and procedures are identified in Payor and Plan Provider Manuals  
which are incorporated herein by reference and may be amended from time to time by Payor or Plan. [42 C.F.R. §  
422.112; 422.504(i)(4)(v); 42 C.F.R. § 422.202(b); 42 C.F.R. § 422.504(a)(5); 42 C.F.R. § 422.503(b)(4)(vi)(C) &  
(D) & (G)(3).]  
 
Provider shall report in writing to Plan within thirty calendar days of Provider’s knowledge any and all civil 
judgments and “other adjudicated actions or decisions” against Provider related to the delivery of any health care item 
or service (regardless of whether the civil judgment or other adjudicated action or decision is the subject of a pending 
appeal). “Other adjudicated actions or decisions” means formal or official final actions taken against a health care 
provider by a federal or state governmental agency or a health plan, which include the availability of a due process 
mechanism, and are based on acts or omissions that affect or could affect the payment, provision, or delivery of a 
health care item or service. An action taken following adequate notice and hearing requirement that meets the 
standards of due process set out in section 412(b) of the Health Care Quality Improvement Act (42 U.S.C. § 11112(b)) 
also would qualify as a reportable action under this definition. The fact that Provider elects not to use the due process 
mechanism provided by the authority bringing the action is immaterial, as long as such a process is available to the 
subject before the adjudicated action or decision is made final.  
 
9.   Continuation of Benefits. Provider agrees that except in instances of immediate termination by Payor or Plan for 
reasons related to professional competency or conduct and upon expiration or termination of the Agreement, 
Provider will continue to provide Covered Services to Members as indicated below and to cooperate with Payor or 
Plan to  transition  Members to other participating  Providers  in  a  manner  that  ensures  medically  appropriate 
continuity of care. In accordance with the requirements of the Medicare Contract, Payor’s or Plan’s accrediting 
bodies and applicable law and regulation, Provider will continue to provide Covered Services to Members after the 
expiration or termination of the Agreement, whether by virtue of insolvency or cessation of operations of Payor or 
Health Plan, or otherwise: (i) for those Members who are confined in an inpatient facility on the date of termination 
until discharge; (ii) for all Members through the date of the applicable Medicare Contract for which payments have 
been made by CMS to Payor or Plan; and (iii) for those Members undergoing active treatment of chronic or acute 
medical conditions as of the date of expiration or termination through their current course of active treatment not to 
exceed ninety (90) days unless otherwise required by item (ii) above. [42 C.F.R. 422.504(g)(2) & (3).]  
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10.   Physician Incentive Plans. The parties agree: (i) that nothing contained in the Agreement nor any payment  
made by Payor or Plan to Provider is a financial incentive or inducement to reduce, limit or withhold Medically  
Necessary services to Members; and (ii) that any incentive plans between Payor or Plan and Provider and/or  
between Provider and its employed or contracted physicians and other health care practitioners and/or providers  
shall be in compliance with applicable state and federal laws, rules and regulations and in accordance with the  
Medicare Contract. Upon request, Provider agrees to disclose to Payor or Plan the terms and conditions of any  
“physician incentive plan” as defined by CMS and/or any state or federal law, rule or regulation. [42 C.F.R. §  
422.208.]  
 
11.   Termination.  Notwithstanding any provision regarding termination, no termination of this Agreement without 
cause or requested by Provider shall be effective unless made in advance in writing to Payor, not less than ninety  
(90) days prior to the anniversary date of the Agreement. Payor, the Plan or its designee may terminate Provider  
from this Product upon ninety (90) days advance written notice to Provider. If in Payor or Plan’s judgment, Provider  
has failed to cooperate with and abide by the decisions of Payor or Plan’s medical policy, quality assurance, medical  
management, utilization review, member grievance and Medicare’s appeal systems, or is found to be harming  
Members, or if the continuation or participation negatively effects patient care, Provider’s participation in this  
Product may be terminated. Nothing set forth herein shall limit the ability of the Plan to delegate all or a portion of  
these functions. Payor or Plan hereby agrees to provide notice to Provider when Payor or Plan denies, suspends, or  
terminates the Agreement with Provider and include: (a) the reason for the action, (b) the standards and profiling  
data Payor or Plan used to evaluate Provider, (c) the numbers and mix of health care professionals needed for Payor  
or Plan to provide adequate access to services, and (d) Provider’s right to appeal the action and the timing for  
requesting a hearing.  
 
12.   Treatment Standards. Provider agrees to provide, in a manner consistent with professionally recognized 
standards of health care, all benefits covered by the Plan. Provider shall provide Covered Services to Members in 
accordance with the same standards and within the same time frames as generally provided by Provider to other 
patients that are not Members and to not differentiate or discriminate in the treatment of or in the quality of services 
delivered to Members on the basis of age, race, color, national origin, religion, handicap, ancestry or marital status, 
any factor that is related to health status, or participation in the Medicare Program. Factors related to health status 
include, but are not limited to the following: (a) medical condition, including mental as well as physical illness; (b) 
claims  experience; (c)  receipt  of  health  care; (d)  medical  history; (e)  genetic  information; (f)  evidence  of 
insurability, including conditions arising out of acts of domestic violence; and (g) disability.  
 
14.    Credentialing.    To participate  in  any product offered  to  Medicare Members, Provider must meet the 
credentialing standard established by Payor and Plan.  
 
15.   Exclusion.   Provider shall not employ or contract for the provision of health care, utilization review, medical 
social work, or administrative services with any individual excluded from participation in Medicare under section 
1128 and 1128A of the Social Security Act. Provider hereby certifies that no such excluded person currently is 
employed by or under contract with Provider relating to the furnishing of these services to Members. Providers that are 
facilities, including Participating Hospitals, must be Medicare certified. All other Providers must be Medicare 
participating providers. Participating Providers shall notify Payor upon any change in such status.  
 
16.   Initial Assessment.   As applicable, Provider shall cooperate with Plan in furnishing an initial assessment of new 
Members’ heath care needs within 90 days of their enrollment.  
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Nevada Medicaid MCO Services RFP #1988 VII-511 
November 15, 2012 


National Imaging Associates (NIA) 
Administration of radiological and imaging services 
5.1.1 
Company name:  National Imaging Associates, Inc. (NIA) 
Ownership (sole proprietor, 
partnership, etc.): 


Corporation—Indirect, wholly owned subsidiary of Magellan 
Health Services, Inc. 


State of incorporation:  Delaware 
Date of incorporation:  1996 
# of years in business:  17 years (since 1995) 


List of top officers: 


 Tina Blasi, CEO 
 René Lerer, MD, Executive 
Vice President  


 Thomas Dehn, MD, FACR, 
Chief Medical Officer 


 Daniel Gregoire, Vice 
President, Secretary 


 Jonathan Rubin, Vice 
President, Treasurer 


 Linton Newlin, Vice President, 
Assistant Secretary 


 Dennis Lazaroff, Vice President 
 Margie Smith, Assistant 
Secretary 


 John DiBernardi, Assistant 
Secretary 


Location of company 
headquarters: 


6950 Columbia Gateway Dr. 
Columbia, MD 21046 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


NIA has customer care centers in St. Louis, MO; Phoenix, AZ; and 
Rancho Cordova, CA. 


For the radiology benefits management (RBM) program, NIA 
employees will support the State of Nevada comprehensively 
through several locations as follows:  


 St. Louis, MO National Operations/Call Center: Prior 
Authorization/Utilization Management (UM) services 


 California: Network support resources, including provider 
services, training, orientation, and service  


California, Missouri, Pennsylvania, Virginia: Comprehensive 
(Medicaid experienced) NIA account service team (comprising a 
Senior Account Manager, Radiologist Medical Director, a Senior 
Analytics Director, and a Client Service Lead). 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


NIA’s Provider Services team will be very involved with this 
account. Tina Kaplan, NIA’s VP, Provider Relations, will oversee all 
provider training and orientation activities. Kevin Apgar, NIA’s 
senior Provider Relations Manager for Nevada since 2001, will lead 
these activities and ensure that all Nevada providers understand 
the parameters of the RBM program and have the tools needed to 
participate with the program effectively. Ms. Kaplan and Mr. Apgar 
also will provide education and training to all health plan 
personnel and State of Nevada Medicaid personnel as needed. 
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Nevada Medicaid MCO Services RFP #1988 VII-512 
November 15, 2012 


National Imaging Associates (NIA) 
Administration of radiological and imaging services 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


NIA has 446 employees nationally and brings the State tremendous 
experience with a Medicaid presence in 31 national markets and 
serving more than six million Medicaid recipients nationally. 
Locally, NIA currently works with one Nevada payer and provides 
services to 85,000 Medicaid members. The number of employees 
that will be aligned to supporting the State of Nevada Medicaid 
account will be extensive and generally would represent a wide 
range of staffing across multiple business areas including the 
following: 


 National Operations/Call Center (clinical and operational 
hub): 126 employees 


 Provider Relations/Servicing: Two employees 


 Network Development: Two employees 


 Account Service Team: Five employees 


 Executive Oversight: Two employees 


Location(s) from which 
employees will be assigned for 
this project: 


The employees designated to serve the State of Nevada are 
located in Missouri, California, Pennsylvania, and Virginia. 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


NIA understands and complies with this requirement. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 


License Number:16233. Yes, the legal name is National Imaging Associates, Inc. (NIA). 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


NIA understands and acknowledges this requirement. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  
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Nevada Medicaid MCO Services RFP #1988 VII-513 
November 15, 2012 


National Imaging Associates (NIA) 
Administration of radiological and imaging services 
C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?                


B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?       


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case?                               


F. Status of litigation? 


No 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, NIA has all the appropriate insurance requirements as specified in Attachment E as applicable. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


As of June 30, 2012, NIA serves 6.1 million Medicaid lives, representing approximately 35% of NIA’s 
book of business. NIA serves nearly 85,000 of those lives in the State of Nevada. Approximately one 
million lives (6%) of NIA’s business is in serving Medicare lives, with the remaining 10.2 million (59%) 
commercial. 


As a recognized leader in the Radiology Benefits Management space, NIA has provided innovative 
clinical solutions to payers since 1995, partnering with more than 51 national and regional customers 
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National Imaging Associates (NIA) 
Administration of radiological and imaging services 
and serving more than 17 million lives in 26 states. In 2008, NIA began partnering with Amerigroup 
Nevada to provide RBM services for the State of Nevada (Medicaid). 


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


NIA has a proven track record in delivering clinically effective, quality focused, and financially viable 
programs. NIA offers a comprehensive range of programs and strategies focused on addressing the 
many challenges in the outpatient imaging arena (costs, quality, provider performance, patient safety) 
including advanced imaging, obstetrical ultrasound, pain management, and emergency department 
imaging. 
B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


NIA was founded in 1995 as a division of Corning Life Sciences, Inc. NIA became an independent entity 
in 1996. On January 31, 2006, Magellan Health Services, Inc. (Magellan) purchased NIA from its 
shareholders, making NIA an indirect, wholly owned subsidiary of Magellan. Headquartered in Avon, 
Connecticut, Magellan, the country’s leading diversified health services organization is a publicly 
traded, for‐profit corporation that registers its stock with the US Securities and Exchange Commission 
and trades actively on the NASDAQ Stock Market under the ticker symbol MGLN.  


Originally founded to provide radiology benefits management for advanced imaging modalities, NIA 
has since expanded its program offerings to include a more comprehensive suite of programs and 
solutions that address customer cost‐of‐care challenges. These solutions include the management of 
cardiac, oncology, pain, obstetrical ultrasounds, emergency department imaging, and genetic testing. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


NIA is a Delaware corporation. The State of Delaware does not apply procurement preferences that are 
not available to the State of Nevada. 


D. The location of disaster recovery back‐up site. 


NIA uses Iron Mountain for daily data backup and offsite storage of data recovery media. If NIA 
declares a disaster, NIA delivers those media to its designated hot site, SunGard Recovery Services, in 
Philadelphia, PA. 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Darlene Burton, Senior Vice President, Business Partnerships 


National Imaging Associates, Inc. 


6950 Columbia Gateway Dr. 
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November 15, 2012 


National Imaging Associates (NIA) 
Administration of radiological and imaging services 
Columbia, MD 21046 


(410)‐953‐1211 


dmburton@magellanhealth.com  


F. The size of organization in assets, revenue and people. 


Assets: Magellan’s total assets as of June 30, 2012 totaled $1.409 billion, which includes unrestricted 
cash and investments of $239.5 million. NIA does not disclose asset information by business segment. 
This information is in agreement with Form 10‐Q for the quarterly period ended June 30, 2012. The 
Form 10‐Q for the quarterly period ended September 30, 2012 became available at the end of October, 
2012. 


Revenue: Through June 30, 2012, Magellan Health Services, parent of NIA, reported year‐to‐date net 
revenue of $1.579 billion. NIA’s reported segment is $165.7 million.  


People: Per Magellan’s Form 10‐K for the year ended December 31, 2011, Magellan had approximately 
4,800 full‐ and part‐time employees. This disclosure is made annually. NIA has approximately 446 
employees. 


G. The organizational chart of your senior management by function including key personnel. 


See Attachment 5.1.11.8 for NIA’s organizational chart.   


H. The areas of specialization. 


Areas of specialization include providing management solutions for high cost‐of‐care areas of 
outpatient imaging including advanced imaging, cardiac imaging, non‐advanced imaging, obstetrical 
ultrasound, and pain management. NIA’s solutions include a myriad of customized strategies ranging 
from clinical strategies (utilization management, validation of records, ordering/imaging request 
trends), provider assessment (accreditation, adherence to quality processes), and ongoing provider 
profiling. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


NIA’s annual net revenue for radiology benefits management services was $1.4 million in 2010 and 
$1.5 million in 2011. 


J. The corporate philosophy and mission statement. 


NIA’s corporate philosophy is to deliver products and services that are built on a strong foundation of 
clinical integrity. NIA helps ensure that patients receive timely referrals to appropriate levels of needed 
care, prevents authorization of unnecessary procedures, and avoids the waste of customer or public 
money.  


NIA’s mission is to deliver innovative, clinically driven specialty management programs that create 
value for its customers and improve the overall health care experience for consumers. 


K. A description of any plans for future growth and development of your organization. 


NIA has built its reputation on staying on effective program development. Product Innovation is a core 
competency for NIA and is the result of a proven model that incorporates the voice of the customer, 
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robust empirical modeling and informatics, and clinical rigor and expertise. NIA is committed fully to 
providing innovative utilization management solutions and deploys a dedicated Product Innovation 
team, led by a senior vice president who reports directly to NIA’s CEO.  


NIA’s Product Innovation Strategy, which begins with the identification of high‐growth areas of 
healthcare through environmental scans, customer feedback, consultation with diverse medical 
experts, and analysis of NIA’s expansive data mart and other data. NIA consults with industry experts 
including specialty physicians, specialized coding and billing experts, and professional societies to 
determine NIA’s ability to affect cost and quality for these areas. NIA builds each of its products on a 
foundation of the highest clinical integrity, and the company incorporates feedback and clinically sound 
programmatic elements that minimize disruption to provider workflows, while ensuring that recipients 
receive the most clinically appropriate care. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Founded in 1995 as an RBM pioneer, NIA continues to expand both in terms of its product portfolio 
and the markets it serves. From its foundation in managing advanced imaging, NIA has expanded to 
offer its customers solutions in cardiac services, radiation oncology, ultrasound, and emergency 
department imaging. NIA always has served commercial as well as managed Medicaid and Medicare 
lines of business, although Medicaid continues to grow as the health care landscape changes and states 
and Medicaid plans recognize the value of NIA’ services. NIA continues to seek expansion in Medicaid 
state program partnerships. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


16 years 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


NIA has developed a number of Medicaid imaging networks in states across the country, including 
Nevada, Florida, Georgia, Illinois, Kentucky, Louisiana, Missouri, Ohio, Pennsylvania, and South 
Carolina. In addition to competitive contracting, NIA has a strong provider servicing presence in these 
states to provide the necessary support and service needed in managing a delivery system.  


For the State of Nevada, NIA is very familiar with the provider community, has an experienced Network 
Contracting and Provider Service team in place to support the State, and has conducted many provider 
training sessions with offices and hospitals. 


Current Activities in Nevada 


Since 2003, NIA has performed extensive provider outreach and education to Nevada providers 
including the following: 
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 Nevada provider outreach and education calls (ordering and imaging providers/staff): 300 


 Imaging Nevada provider on‐site visits: 54 


 Nevada ordering provider on‐site visits: 34 
 Nevada provider‐office Town Hall Sessions conducted with more than 400 Nevada ordering, 
imaging, and hospital providers in attendance: Eight 


2. Managed care programs for Medicaid recipients; 


For more than a decade, NIA has been providing customized management solutions to customers that 
serve Medicaid populations. Recognized as a national leader in the RBM industry, NIA currently 
partners with 27 Medicaid customers and provides services to more than 6 million Medicaid recipients 
nationally.  


In 2000, NIA implemented its first Medicaid customer partnership with Gateway Health Plan in 
Pittsburgh, PA. Since that time, NIA has continued to build a strong foundation of Medicaid customers. 
Today, NIA has a Medicaid presence across the country, including in the State of Nevada. NIA has been 
an RBM vendor for State of Nevada Medicaid with Amerigroup since 2009. 


3. Administering Medicaid utilization and case management programs; 


NIA brings extensive expertise in administering utilization management services ad currently 
administers utilization management programs for 51 commercial and state agency customers covering 
17.28 million lives across 26 states, as of June 30, 2012. Of those lives, 6.08 million reflect Medicaid, 1.0 
million reflect Medicare, and 10.2 million reflect commercial lives. 
The company has been successful in developing focused utilization management solutions to address 
the diverse needs of Temporary Assistance for Needy Families (TANF); CHIP; Supplemental Security 
Income (SSI); and Aged, Blind, and Disabled (ABD) Medicaid populations, among others. NIA has 
worked with these underserved populations far longer than any other RBM organization and 
understands the age‐related, geographic, and socio‐economic challenges faced in the healthcare arena. 
Many recipients share the common denominator of anxiety, which is known to double non‐mental 
healthcare utilization. This especially is reflected in the demand for lumbar (back‐pain) magnetic 
resonance imaging (MRI) and brain (headache) MRI. This in‐depth understanding of the social and 
clinical challenges in serving the Medicaid population manifests in a holistic approach that includes a 
number of NIA Physician reviewers with specific psychosocial competence. Additionally, NIA’s attention 
to radiation exposure, especially in the female and younger populations, speaks to a sincere quality 
concern beyond mere economic issues. 


4. Medicaid claims processing and adjudication 


NIA brings a myriad of advanced imaging claims review and editing expertise for its customers, which 
helps achieve savings. From claims authorization matching to application of industry claim edits and 
Multiple Procedure Discounts (MPD), NIA provides this expertise for its customers. NIA also has a 
tremendous amount of operational expertise in reviewing claims and currently reviews approximately 
70,000 per month. 


Under this subcontractor agreement, NIA will not be reviewing, processing, or paying claims for the 
State of Nevada. 


5. Project management; and 
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NIA’s Implementation team has a strong track record of successfully implementing more than 90 
customer programs. The team has demonstrated success and very high satisfaction rates with the 
implementations of Medicaid plans using a proven implementation methodology and approach. The 
key to NIA’s success is its ability to leverage proven project management tools. Early on, during NIA’s 
implementation period, the team works collaboratively with the customer to understand key business 
requirements and important market nuances for developing the detailed business requirements and 
non‐standard customer procedures. This ensures that the precise information relating to timeframes, 
clinical criteria and algorithms and all customer‐specific business rules are loaded into the NIA platform 
system and ensure a flawless launch of the program. 
The following best practices guide NIA’s customer implementation process: 


 Effective project work plan that serves as the roadmap for all implementation activity and ensures 
adherence to best practices, key dates, and milestones 


 Formal project management status reporting and issue tracking 


 Pairing of SMEs in cross‐functional teams to ensure identification and integration of requirements 
Account Management Services 


 NIA’s Director of Account Management, Ami Camardo, will be the designated account manager and 
will be involved with the State’s implementation from day one. She will have ongoing responsibility 
for the relationship with Amerigroup and the State. She will be accountable for performing all 
aspects of defined account management activities and will have the main responsibility for ensuring 
that NIA continuously meets all program goals and objectives. Ms. Camardo also will be responsible 
for documenting ongoing issues and trends for the State and managing critical customer reporting, 
dashboards, and performance. 


6. Qualifications of key personnel. 


See Resume attachment, NIA Attachment 5.1.10.1. The following key personnel resumes are included 
under Attachment 5.1.10.1.E NIA Resumes 


 Michael Pentecost, MD, FACR, Associate Chief Medical Officer 


 Laurel Douty, Senior VP, Clinical Operations 
 Annalisa Cooper, Senior VP, Client Services 
 Ami Camardo, Director, Account Management 


 Debra Guerino, VP, Implementation 


 Marsha Marsh, VP, Call Center Operations 


 Vonda LeDay, VP, Quality Operations 
 Philip Rose, Director, Client Analytics 
B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


NIA uses its standards of performance to customize the ordering process for providers. Because NIA 
bases its management on a specific point in time as opposed to targeted health outcomes, NIA believes 
this is the best way to measure provider performance. NIA uses its extensive data warehouse as well as 
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industry‐accepted standards such as the CMS efficiency measures to measure provider performance. 
NIA offers those providers who order consistently within the guidelines a streamlined process to ease 
the administrative burden of prior authorization.  
The outcomes of an RBM program depend on many factors. These are NIA’s best practices in asserting 
some control over some of these factors, such as prior authorization, facility site selection (hospital 
versus office services), and provider assessment. Not included are other factors, such as pre‐existing 
management approaches, plan benefit designs, the age/sex balance of the population, the plan’s 
provider rates, and supply of the market’s imaging providers. 
While circumstances may differ for each customer, NIA’s programs have proven to accomplish the 
following: 


 Curtail the explosive growth in advanced, high‐cost diagnostic imaging services caused by the 
ordering of inappropriate imaging 


 Improve quality by supporting providers in their clinical decision‐making regarding the most 
appropriate use of diagnostic imaging and avoiding unnecessary and potentially harmful exposure to 
patients to ionizing radiation 


 Increase provider satisfaction with a utilization management program that is delivered effectively 
and efficiently. as demonstrated by NIA’s call center service standards and extremely low rate of 
overturned determinations 


 Measure the performance of imaging providers in the community (using efficiency measures) 
against industry‐accepted standards used by CMS and the impact of the program on changing over 
utilization compared to accepted benchmarks  


 Compare physician‐ordering behaviors across modality, line of business, and area of the country to 
identify high‐performing providers who order within the guidelines and providers who frequently 
order outside the guidelines 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Since its inception, NIA has invested in strategies that promote clinical excellence, provider 
engagement, and innovation. NIA has developed successful clinical programs that leverage clinical 
efficiencies, incorporate best practices, and create new capabilities for the future. The company has 
created long‐term, positive relationships with national, regional, and local health plans and 
government agencies, adding value through aggressively managing costs, engaging recipients in the 
decision‐making process, and delivering new and innovative solutions on an ongoing basis. 


For example, a critical part of NIA’s utilization management services is to ensure completion of 
accepted medical processes prior to imaging. This may include conservative therapy, other low‐tech 
testing, laboratory work, or even alternative advanced imaging. The key focus is the “right test” at the 
“right time.” NIA’s trained clinical teams help ordering providers’ offices understand the guidelines NIA 
applies and have the skills and knowledge to support guideline education as part of the process.  


 NIA aims to make the clinical process as efficient as possible for the ordering providers in a 
customer’s network by providing technology tools that streamline the process. NIA bases its 
proprietary algorithms on the clinical information necessary to approve or quickly pass the case on 
for additional review. NIA bases its nurse and physician scorecards on whether nurse and physician 
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reviewers made the right decision—whether that is an approval or, in the case of a physician, a 
denial. This ensures that NIA’s nurses are approving cases, if at all possible, at their level without 
elevating to the physician level. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


NIA has a diverse book of business, which includes proven Medicaid experience and a strong 
understanding of state regulatory requirements for the Medicaid population. NIA has sound clinical 
knowledge of the diverse populations within the Medicaid segment (ABD, TANF, SSI, CHIP) and of the 
solutions that have been effective in addressing high utilization, high unit cost, high hospital facility 
usage, and potential patient exposure to radiation. 


NIA’s comprehensive scope of services for Medicaid populations includes such critical components as 
the following: 


 Utilization management process that increases quality while reducing costs 


 Successful call center operations that work fluidly with the client systems  


 One‐on‐one consultative approach with a broad team of NIA physicians to orient and educate 
providers on NIA’s appropriateness criteria 


 Extensive provider outreach, communication, and a myriad of Web‐based provider tools 


 Radiation awareness program (focused on maternal and pediatric health) 


 Streamlined program for processing appeals 


 Industry‐leading information technology team that works closely with each customer, defining 
critical interfaces and data pathways 


 Suite of web‐based provider tools and reporting websites 
 Inclusive set of customized web‐based reports and data analytics 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Please refer to NIA Attachment 5.1.10.1 to view résumés for some of the following key NIA personnel, 
who will be responsible for performance of any contract with Amerigroup resulting from this RFP: 


 Michael Pentecost, MD, FACR, Associate Chief Medical Officer 


 Laurel Douty, Senior VP, Clinical Operations 
 Annalisa Cooper, Senior VP, Client Services 
 Ami Camardo, Director, Account Management 


 Debra Guerino, VP, Implementation 


 Marsha Marsh, VP, Call Center Operations 


 Vonda LeDay, VP, Quality Operations 
 Philip Rose, Director, Client Analytics 
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F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4. Quality Improvement and Reporting (i.e. HEDIS, CMS) 


5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Information Systems 


Data Setup in NIA’s System: Cathy Soucy, Senior Manager of Analysis and Programming 


Configuration of the State’s setup in NIA’s Clinical System: Lynette Ledesma, Senior IT Director 
2. Utilization Management 


Clinical Utilization Management Oversight: Janet Maurer, MD, Medical Director 


Clinical Utilization Management: Brian Zimmerman, MD, Clinical Advisor 
3. Claims Payment: Not applicable 
4. Quality Improvement and Reporting 


Quality Improvement: Joann Albright, Magellan Senior VP, QI Outcomes and Research 


Reporting William Henderson, Senior VP, Client Analytics 


Compliance: LaNell Collins, National Compliance Officer 
5. Health education: Not applicable 
6. Data coding: Not applicable 
7. Contract Negotiation: Not applicable 
8. Encounter Data 


Establishment of Data Interfaces: Jennifer Millichamp, Supervisor of Analysis and Programming 
9. Other 


Provider Relations: Tina Kaplan, VP, Provider Relations and Education; Kevin Apgar, Provider 
Relations Manager 


Clinical Services: Janet Maurer, MD, Medical Director; Brian Zimmerman, MD, Clinical Advisor 


Account Management: Tammy Goff, Senior Account Executive 


Operations: Kevin Frederick, Operations Hub Director 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


Please  refer  to  NIA  Attachment  5.1.10.1  for  a  copy  of  NIA’s  license  to  engage  in  the  business  of 
insurance in the State of Nevada in the capacity of Utilization Review. NIA does not operate as an HMO 
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H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


NIA contracts with Pacific Interpreters, its partner organization, to provide interpretation in more than 
180 languages. For example, Pacific Interpreters employs interpreters who can converse in languages 
commonly spoken in Nevada, such as Spanish, Tagalog, Chinese, French, German, Korean, Italian, 
Japanese, Vietnamese, and Thai. This ensures that all non‐English‐speaking providers and members 
have equal access to the same level of services as those who do speak English.  
Should NIA employees encounter a member or provider who speaks a language other than English, 
they quickly contact the Pacific Interpreters service. If NIA’s intake employees do not recognize the 
language, the Pacific Interpreters operator helps to identify it and conferences in an interpreter within 
seconds. Pacific Interpreters is available to members, providers, and NIA employees during regular call 
center hours. Pacific Interpreters employs only skilled and professional interpreters who are specially 
trained in customer service and who exhibit cultural sensitivity in their handling of medical, financial, 
insurance, legal, and emergency services terminology. 


I. List any associations or organizations to which the organization belongs. 


Not applicable 


5.1.11 Plan of Operation:  The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Together, NIA and Amerigroup will evaluate State of Nevada program data received throughout the 
advanced imaging authorization process and develop an ongoing opportunity assessment for future 
cost and quality initiatives that the State could undertake. Generally, when NIA first implements a 
radiology benefits management (RBM) program, it requires approximately 100 days of 
authorization/claim activity to capture trends and provider profiling. Through a formal customer 
interface meeting, Amerigroup will present these imaging‐specific program and savings opportunities. 


As the RBM vendor, NIA also has a comprehensive technology assessment process, given the continual 
changes in the use of imaging equipment. NIA brings forward any changes in the use of imaging 
equipment to its customers for review and determination of benefit coverage. NIA’s Medical Directors 
continually examine peer‐reviewed literature and society guidelines including the National 
Comprehensive Cancer Network (NCCN) recommendations. 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


NIA uses internally developed proprietary guidelines. 


The criteria are one of the industry’s most comprehensive, evidence‐based sets of clinical criteria. NIA 
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clinicians developed the criteria through an extensive process of innovation and refinement and 
structured all guidelines on their analysis of public, peer‐reviewed articles; health plan medical policies; 
CMS policies; and specialty physician reviews, professional society guideline statements, and other 
rigorous reviews of scientific documents. 


NIA elected to develop proprietary guidelines due to the absence of high quality, commercially 
available guidelines. NIA adjusts all of its guidelines for age and gender. So, for example, a request for a 
brain CT for an adolescent or young female likely will result in a recommendation to substitute a brain 
MRI due to the dangers of radiation exposure. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Yes. All revisions are the result of a scientific process of clinical consensus, approved by the NIA 
Associate Chief Medical Officer, Michael Pentecost, MD, FACR., and the NIA Clinical Guideline Work 
Group. NIA’s Clinical Department reviews its clinical guidelines at least annually, but typically far more 
frequently on an ad hoc basis, particularly those guidelines that relate to new technologies. The 
guideline review and revision process occurs over the course of the year, and the formal annual review 
completes by late summer or early fall of each year. This allows NIA enough time to notify customers, 
demonstrate compliance with specific state notification requirements, and make parallel algorithm 
changes. NIA implements the annually revised guidelines in January. 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


NIA may approve out‐of‐network services on advanced radiology procedures according to the State of 
Nevada’s benefit policies. NIA only can render approval for advanced radiology procedures performed 
out‐of‐network after appropriate coordination with Amerigroup. 


E. Describe the roll and responsibilities of your case managers. 


Not applicable 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


NIA’s policy is that a member or a member’s healthcare provider is never required to inform or contact 
NIA prior to the provision of emergency care, including emergency treatment. Accordingly, NIA can 
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provide a retrospective authorization process for accommodating clinically urgent, medically necessary 
imaging procedures outside of a hospital emergency department. 


The NIA program focuses on managing elective, non‐emergent outpatient exams. NIA does not manage 
imaging performed for patients in an inpatient setting or for those who present in the emergency 
department or are on observation status. Post‐stabilization services are not applicable to NIA’s 
function as a radiology benefits manager. 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


Not applicable 


B. Provide a sample of all base network provider contracts. 


Not applicable 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


Not applicable 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
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you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


NIA currently does not have, or intend to have, sole source subcontracts. 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


NIA is in full compliance with NPI. Before activation within the provider network, NIA collects the NPI 
from every provider and then primary‐source verifies it through the National Plan and Provider 
Enumeration System (NPPES) website. NIA stores the NPI in its provider data repository and extracts it 
for inclusion in all outgoing transactions and reports. Additionally, NIA re‐verifies every provider’s NPI 
as accurate and up to date every three years in conjunction with its re‐credentialing process. 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


NIA’s internal Quality Improvement (QI) program includes the objective and systematic monitoring of 
the quality and safety of advanced radiology services provided to a payer’s enrollees and participants. 
NIA’s QI program accomplishes its mission and promotes its vision through the implementation of an 
outcomes‐oriented, continuous quality improvement program. To support this approach, NIA uses a 
written, internal QI program description as a dynamic document that responds to the voices of all 
stakeholders, offers flexibility in its actions, and can readily adapt as conditions warrant. NIA maintains 
this program throughout the year and prepares a revised version each year. NIA’s process promotes 
continuous quality improvement, while it supports and enhances the integration of quality and 
accountability within operations and in the delivery of services and care for members. NIA’s approach 
leads to systems evolution and the development of a culture of quality.  


NIA has developed a QI program description that will serve the following purposes and compliance 
with the State’s quality standards:  


 Promote the performance of consistent, appropriate, and timely utilization of outpatient diagnostic 
imaging 


 Help ensure provider conformance with the appropriate use of diagnostic imaging technology 
through the implementation of a prior authorization process 


 Assist Amerigroup and the State in the reviews of potential over‐ and under‐utilization when 
identified through the NIA analytic process 


 Monitor the program’s surveys to provide a high level of consistent services to the State, its 
members, and the Nevada provider community 
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B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


NIA takes the following steps to assure quality performance: 


 Conducts daily and weekly internal audits of health plan‐specific and timeliness reports and annual 
audits of focused utilization management service activities 


 Conducts regular case audits to evaluate the quality of employee services 


 Reviews and updates clinical criteria annually, or more frequently as needed 


 Maintains response process for member/provider complaints/appeals 


 Reports monthly on core indicators for benchmarking and comparisons 


 Participates in evaluating new technology or new technology applications 
 Ensures consistent use of medical necessity criteria through Inter‐Rater Reliability conducted on all 
utilization management staff members rendering decisions 


 Updates and approves the annual Quality Program Description (annual quality goals) and Quality 
Work Plan (scheduled activities and indicators) 


 Maintains processes to address specific provider incidents, including corrective actions, and changes 
of network status 


 Conducts provider performance reviews (profiling) that is utilization directed quality focused, and 
based on national guidelines; offers an opportunity for measurable improvement through 
recommended action plans 


 Documents, tracks, and addresses all reported quality of care concerns 


 Analyzes satisfaction data; identifies/implements appropriate interventions 


 Uses recording tools to monitor calls, capturing the audio and screen flow of calls to improve the 
audit process and provide coaching opportunities 


 Visits high volume providers to evaluate service settings 


 Maintains URAC UM accreditation and NCQA utilization management certification 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


The design of NIA’s platform and process precludes the collection of HEDIS information during the 
front‐end process. However, NIA can provide retrospective clinical information and provider practice 
information to support some imaging‐related HEDIS outcomes such as mammography recall and 
radiation exposure.  


To integrate the knowledge inherent in its guidelines to the clinical practice of prior authorization, NIA 
embeds its highly effective algorithms and customer‐ and state‐specific business rules into Informa, 
NIA’s browser‐based clinical system, used by its Customer Care Associates at NIA’s call center and by 
providers through the RadMD.com website. NIA also includes requirements specific to its customers 
regarding timeliness and turnaround times. 
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5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Not applicable 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Not applicable 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


NIA is not delegated to perform enrollee complaints/grievances and does not manage access to State 
Fair Hearings. However, NIA does perform investigations on complaints and will send its responses to 
Amerigroup within 30 days. Amerigroup then will respond to the complainant. NIA will support 
Amerigroup as needed in Fair Hearings.  


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


NIA does not have any performance standards on grievances, appeals, or provider disputes. NIA does 
monitor the frequency and trends of the events and would take action if appreciable changes are 
noted. NIA also monitors overturned appeals. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


See NIA Attachment 5.1.11.8 for the NIA organizational chart. 
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5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


Not applicable 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


See NIA Attachment 5.1.11.9.  


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


NIA is prepared to produce reports listed in Attachment I Forms and Reporting Guide where 
appropriate. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


NIA understands that secure file transfer capability is of paramount importance to its customers. The 
company has extensive experience in establishing data interfaces between it systems and those of its 
customers’ internal data systems, including Amerigroup, but also those used by those services that 
support its customers and providers, such as external database facilities and clearinghouses. 


NIA has developed and tested all the HIPAA‐compliant transactions (including the components for 
COB), and NIA supports Electronic Data Interface (EDI), FTP, SOAP/XML, and Network Data Mover 
(NDM). Business‐to‐Business Virtual Private Network (VPN) is NIA’s preferred process for transmitting 
and receiving files. NIA accepts and transmits data as often as required by the customer. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


NIA is fully compliant with the HIPAA Standards for privacy, electronic transactions, and security. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Not applicable 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


Magellan Health Services, Inc.: 04‐969‐3732 


5.1.12.2 Federal Tax Identification Number 
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National Imaging Associates (NIA) 
Administration of radiological and imaging services 
National Imaging Associates, Inc.: 22‐3428367 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


See NIA Attachment 5.1.12.3. 


 


5.3 BUSINESS REFERENCES 
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding National Imaging Associates directly to the Purchasing 
Division.  
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Table 5.3-1. National Imaging Associates Reference 1 


Reference #:  1 


Company Name:  National Imaging Associates 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Radiology Benefit Management Services 
Primary Contact Information 


Name:  Terra Swiggett  
Horizon New Jersey Health 


Street Address:  210 Silva St 
City, State, Zip  West Trenton, NJ 08628 
Phone, including area code:  (609) 718‐9511 
Facsimile, including area code:  (609) 671‐0584 
Email address:  Terra_Swiggett@horizonNJhealth.com 


Alternate Contact Information 
Name:  Valerie Moses 
Street Address:  210 Silva St 
City, State, Zip  West Trenton, NJ 08628 
Phone, including area code:  (609) 718‐9724 
Facsimile, including area code:  (609) 671‐0584 
Email address:  Valerie_Moses@horizonNJhealth.com 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


NIA provides radiology benefit 
management services (CT, MI, PET, 
Nuclear Cardiology) 


Original Project/Contract Start Date:  06/2006 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is confidential 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Contract is ongoing, and all tasks to 
date have been completed on time 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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Table 5.3-2. National Imaging Associates Reference 2 


Reference #:  2 


Company Name:  National Imaging Associates 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Radiology Benefit Management Services 
Primary Contact Information 


Name:  Rachel Wiehagen  
Gateway Health Plan 


Street Address:  600 Grant St 
City, State, Zip  Pittsburgh, PA 15219 
Phone, including area code:  (412) 255‐7137 
Facsimile, including area code:  (412) 255‐4260 
Email address:  RWiehagen@gatewayhealthplan.com 


Alternate Contact Information 
Name:  Loretta Adams 
Street Address:  600 Grant St 
City, State, Zip  Pittsburgh, PA 15219 
Phone, including area code:  (412) 255‐4530 
Facsimile, including area code:  (412) 255‐4300 
Email address:  ladams@gatewaygealthplan.com 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


NIA provides radiology benefit 
management services (CT, MR, PET, 
Nuclear Cardiology) 


Original Project/Contract Start Date:  01/2000 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is confidential 


information 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Contract is ongoing, and all tasks to 
date have been completed on time 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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Table 5.3-3. National Imaging Associates Reference 3 


Reference #:  3 


Company Name:  National Imaging Associates 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Radiology Benefit Management Services 
Primary Contact Information 


Name:  Jolene H. Calla Esq.  
Pennsylvania Medical Assistance 


Street Address:  P.O. Box 2675 
City, State, Zip  Harrisburg, PA 17105 
Phone, including area code:  (717) 772‐6174 
Facsimile, including area code:  (717) 772‐6179 
Email address:  jcalla@state.pa.us 


Alternate Contact Information 
Name:  Marlana T. Thieler 
Street Address:  P.O. Box 2675 
City, State, Zip  Harrisburg, PA 17105 
Phone, including area code:  (717) 772‐6091 
Facsimile, including area code:  (717) 772‐6179 
Email address:  mthieler@state.pa.us 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


NIA provides radiology benefit 
management services (CT, MR, PET, 
Nuclear Cardiology) 


Original Project/Contract Start Date:  07/2008 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  Contract value is confidential 


information 
Final Project/Contract Date:  Current  
Was project/contract completed in time originally allotted, 
and if not, why not? 


Contract is ongoing, and all tasks to 
date have been completed on time
   


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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National Imaging Associates Organizational Chart  


NIA Attachment 5.1.9.1: Organizational Chart
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NATIONAL IMAGING ASSOCIATES 
PROPOSED STAFF RESUMES 


Annalisa Cooper 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: National Imaging Associates (NIA) 


   Contractor X   Subcontractor 


Name: Annalisa Cooper  Key Personnel 
Classification: SVP, Client Services # of Years in Classification: 5 


Brief Summary of 
Experience: 


Ms. Cooper has been in the health care industry for more than 20 
years. With extensive health care experience in operational 
management, customer service, and satisfaction, as well as sales and 
business development, Ms. Cooper is a resourceful and innovative 
leader. 


# of Years with Firm: 5 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
01.2007 - Present 
National Imaging Associates (NIA) 
6950 Columbia Gateway Drive 
Columbia, Maryland 21046 
P: 410-953-1060 
Acooper@magellanhealth.com  
 
Senior Vice President, Client Services 
• Serves as senior lead for a large, national health plan 
• Manages the account team dedicated to the national health plan 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of 


 
 
1999 – 2007 
WellPoint, Inc./Lumenos 
120 Monument Circle 
Indianapolis, IN 46204 
P: 317-488-6000 
www.wellpoint.com  
 
Vice President 
• Led account management, customer service, eligibility, and claims 
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Contract/Project: operations for a startup company that became one of the largest 
consumer-driven health plans in the nation.  


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


1999-2007 
 
Value Behavioral Health/ValueOptions 
240 Corporate Blvd 
Norfolk, Virginia 23502 
P: 757-459-5100 
www.valueoptions.com  
 
Executive Vice President 
• Maintained full responsibility for Profit and Loss Statement 
• Directed the financial, administrative, and client management for 


the commercial division  
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Johns Hopkins University 
Baltimore 
Maryland 
Masters Degree, Science 
 
University of Maryland 
College Park 
Maryland 
Bachelors Degree, Science 


REFERENCES 


Minimum of three (3) 
required, including name, 
title, organization, phone 
number, fax number and 
email address 


Gary Strong 
Director, National Contracting 
Centene Corporation 
P: 314-725-4477 
F:  N/A 
gstrong@centene.com 
 
Tina Shabanian   
Director, Networks  
Blue Shield of California 
P: 818-228-2547  
F:  N/A  
Tina.Shabanian@blueshieldca.com   
 
Julie C. Bryant   
Manager, National Network Operations 
Coventry Health Care, Inc.  
P: 434-951-2435  
F:  434-951-2555 
JCBryant@cvty.com 
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Laurel Douty 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: National Imaging Associates (NIA) 


   Contractor X   Subcontractor 


Name: Laurel Douty   Key Personnel 
Classification: SVP, Clinical Operations # of Years in Classification: 4 
Brief Summary of 
Experience: 


Laurel Douty is a creative thinker with proven success in the 
development of strategic business solutions and products. 


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


01.2008 – Present 
 
National Imaging Associates (NIA) 
6950 Columbia Gateway Drive 
Columbia, Maryland 21046 
P: 817-475-9501  
LDDouty@magellanhealth.com  
 
Senior Vice President, Clinical Operations 
• Provides strategic direction and oversight of operations related to all 


clinical programs 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


03.2004 – 08.2007 
 
WellPoint, Inc./Lumenos 
120 Monument Circle 
Indianapolis, IN 46204 
P: 317-488-6000 
www.wellpoint.com  
 
Vice President, Consumer Sales and Engagement 
• Created a consumer engagement product design to transform the way 


consumer viewed their role in the health care process 
• Participated on the team that helped facilitate the integration of the 


Lumenos consumer-driven health plans within the WellPoint 
infrastructure 


Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 


01.2000-03.2004 
 
Baylor Health Care System 
3500 Gaston Avenue 
Dallas, TX 75246 
P: 800-422-9567 
www.baylorhealth.com  
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


Vice President, Total Compensation, Director, Compensation and 
Benefits, Director, Benefits 
• Strategic leadership of the design and delivery of benefits, 


compensation, and human resource systems for 15,000 employees 
at over 275 business locations  


• Created new human resources business strategy to align pay and 
benefit packages with the critical recruiting and retention needs 


• Designed and implemented new health and wellness program that 
resulted in lower health care costs, higher program participation 
and a healthier workforce 


• Managed all employee communication and engagement activities 
including change management, benefit and compensation 
information, and culture initiatives  


• Created new compensation structure for job ranges, merit pay, 
incentive programs, and pay differentials based on business 
variables such as turnover, vacancies, and growth needs 


• Worked with Board of Trustees to design an executive pay and 
incentive program that addressed both short-term and long-term 
business objectives 
 


 
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
 
University of Texas, Arlington 
Arlington 
Texas 
Bachelor’s Degree 
Leadership Texas Graduate, Menttium 100 Graduate 
 
 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Gary Strong 
Director, National Contracting 
Centene Corporation 
P: 314-725-4477 
F:  N/A 
gstrong@centene.com 
 
Andrea Yanopoulos   
Project Manager 
AvMed Health Plans   
P: 434-951-2435  
F:  N/A  
Andrea.Yanopoulos@avmed.org 


 
 
Teresa Willard 
Consultant, Provider Network 
Management 
Geisinger Health Plan 
P: 570-271-5103 
F:  N/A 
Twillard@thehealthplan.com 
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Michael Pentecost, MD, FACR 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: National Imaging Associates (NIA) 


   Contractor X   Subcontractor 


Name: Michael Pentecost, MD, FACR  Key Personnel 


Classification: 
Associate Chief Medical 
Officer # of Years in Classification: 4 


Brief Summary of 
Experience: 


Michael Pentecost is a proven leader with extensive experience in 
radiology.  


# of Years with Firm: 4 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


02.2008 – Present 
 
National Imaging Associates (NIA) 
6950 Columbia Gateway Drive 
Columbia, Maryland 21046 
P:  410-206-8702 
MJPentecost@magellanhealth.com  
 
Associate Chief Medical Officer, NIA 
• As Associate Chief Clinical Officer, Michael Pentecost, M.D., oversees 


clinical operations for NIA.  This includes all clinical-based call center 
activities, utilization management functions, and maintenance of 
CPT/HCPCS coding logic.  Dr. Pentecost also is responsible for ongoing 
clinical interface with health plan clients  


 
Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


07.2005 – 02.2008 
 
Kaiser Permanente 
Mid-Atlantic Permanente Medical Group 
2101 E Jefferson Street 
Rockville, MD 20852-4908  
P: 301-816-6520  
www.healthy.kaiserpermanente.org  
 
Chief of Radiology  
• Served as Chief of Radiology for the Medical Group  
• Oversaw Institute for Health Policy in Radiology  
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Required Information: 
 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


03.1996 – 07.2005 
 
Georgetown University 
37th and O Streets, N.W. 
Washington, DC 20057 
P: 202-687-0100 
 www.georgetown.edu  
 
Professor and Chair of Radiology 
• Served as Chair of the Department of Radiology for Georgetown University 


Medical School and continues to teach as a full professor at the University
EDUCATION 


Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Tulane University School of Medicine 
New Orleans 
Louisiana 
Doctor of Medicine 
Licensure: California, District of Columbia, Maryland, Virginia 
 


Tulane University  
New Orleans 
Louisiana 
B.S. Mathematics 


REFERENCES 


Minimum of three (3) 
required, including 
name, title, organization, 
phone number, fax 
number and email 
address 


Virginia Calega, M.D. 
Vice President Medical Management and Policy 
Highmark Healthy High 5 
P: 412-544-3861 
F: 412-544-2950 
virginia.calega@highmark.com  
 
Scott Spradlin, M.D. 
Vice President, Medical Affairs 
Coventry Health Care of MO 
P: 800-743-3901 
F: 314-453-1958 
SSpradlin@cvty.com  
 
Terry Torbeck, M.D. 
Vice President, Senior Medical Director  
CareSource 
P: 937-531-2220 
F:  N/A 
Terry.Torbeck@csmg-online.com 
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NATIONAL IMAGING ASSOCIATES 
6950 COLUMBIA GATEWAY DR 400 
COLUMBIA MD 21046 


Scott Kipper. Commissioner of Insurance 
--------"_.. _-----_._-------------------------


NATIONAL IMAGING ASSOCIATES 


License Number 16233 


is licensed to engage in the business of insurance in the State of Nevada in the capacity stated 
below. subject to applicable laws and regulations. 


Effective Date: Expiration Date: 
License Type: Utilization Review 10-22-2002 03-01-2013 


Qualifications: 


Licensees must notify the Division of any change 
of address within 30 days of the change. You are 
subject to revocation for noncompliance. 
Individuals If you are affiliated to a business entity it 
will not print on the !icense. Individuals must be 
properly affiliated to the business entity's license prior to 
transacting insurance on the entity's behalf. The 
individual and the business entity are responsible for 
maintaining the affiliation. 


A producer of insurance acting .~:, an agent of the insurer 
must be ap'(.l(!ini:-;d·by the insurer V: 'r to transacting 
insurance. 


NATIONAL IMAGING ASSOCIATES 



License Number 16233 

National Producer 10 



is licensed to engage in the business of insurance in the State of Nevada in the 
, capacity stated below. subject to applicable laws and regulations.


I LICENSE TYPE EFFECTIVE DATE 
Utilization Review 10-22-2002 


QUALIFICATIONS EXPIRATION DATE 
03-01·2013 


This license must be conspicuously displayed in your 
place of business that ~s open to the public. 
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National Imaging Associates Organizational Chart by Functional Area 
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Nevada Medicaid MCO Services RFP #1988 VII-545 
November 15, 2012 


Scion Dental 
Provision of dental services 
5.1.1 
Company name:  Scion Dental, Inc.
Ownership (sole proprietor, 
partnership, etc.): 


C‐Corporation 


State of incorporation:  Delaware
Date of incorporation:  April 4, 2009
# of years in business:  3.5


List of top officers: 


 Craig Kasten, Chairman of the Board  


 Greg Borca, Chief Executive Officer  
 Darrin Haehle, Chief Information Officer 


 Lisa Sweeney, Chief Financial Officer 
 Michelle Spencer, Chief Operating Officer 


Location of company 
headquarters: 


10201 N. Port Washington Rd. 
Mequon, WI 53092 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


10201 N. Port Washington Rd. 
Mequon, WI 53092 
N92 W14612 Anthony Ave. 
Menomonee Falls, WI 53051 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


One in Nevada: Kevin Johnston, Las Vegas Market Director 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


Approximately 200 


Location(s) from which 
employees will be assigned for 
this project: 


N92 W14612 Anthony Ave. 


Menomonee Falls, WI 53051 


And also one local Las Vegas, Nevada Provider Relations 
Representative 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


Scion Dental understands and complies with this requirement. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 
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Nevada Medicaid MCO Services RFP #1988 VII-546 
November 15, 2012 


Scion Dental 
Provision of dental services 
If “No”, provide explanation. 


Legal Entity Name: Scion Dental of Nevada, LLC  


No, Scion Dental of Nevada, LLC is a subsidiary of Scion Dental, Inc.  


Scion Dental of Nevada, LLC is in good standing, and has been doing business in Nevada since 2010, as 
Amerigroup of Nevada's dental vendor/subcontractor. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


Scion understands this requirement and is in good standing for all licensing requirements. 


 License Number: 656460 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No, Scion has never been engaged under contract by any State of Nevada agency. 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No, Scion is not employed with the State of Nevada or any of its agencies, nor does it have any 
employees that are employed with the State of Nevada or any of its agencies.


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?     


B. Description of failure or breach or litigation including the products or services involved?  


C. Amount in Controversy?  


D. Resolution or current status of dispute?       


E. Has the matter involved a court case?        


F. Status of litigation? 


No, Scion is not involved in any ongoing or contract failures, contract breaches, civil or criminal 
litigation that would impact its ability to perform fulfill its obligations if Amerigroup is awarded as a 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-547 
November 15, 2012 


Scion Dental 
Provision of dental services 
winner of this RFP. 
5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, Scion has the insurance requirements as specified in Attachment E. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


Scion Dental is the pioneer of Medicaid dental management, having been dedicated to improving 
government dental programs for nearly 20 years. The Scion ownership team and many of the 
management team founded Doral Dental in 1992 and grew it to more than 6,500,000 members. During 
this time, Scion introduced a variety of industry innovations, improving Medicaid dental programs 
across the country. 


In 2004, Doral Dental was sold to DentaQuest of Boston, MA. At the time of the sale, Scion maintained 
ownership of Doral's technology as well as the external company and staff which developed it ‐ 
Wonderbox Technologies. During a five year non‐compete period, Scion continued developing the 
Enterprise System technology and became the dental industry leader by selling it on an administrative 
services provider (ASP) basis to other insurers, some of which are quite prominent.  


That opportunity arrived in 2009, as Scion Dental was formed, once again marrying a talented and 
experienced leadership team with the leading technology in the industry. Scion Dental has quickly 
become a national leader, growing rapidly with new implementations every month. Scion will cover 
approximately 4.9 million Medicaid members by January 1, 2013. Its performance delivers lower 
administration and benefit costs for MCO and state clients, while at the same time improving both the 
member and provider experience.  


Scion Dental’s Enterprise System includes access to the industry‐leading Client Web Portal (CWP). The 
portal is available to authorized users, and subsequently configured by Scion to have secured rights. 
The portal is accessible 24/7 from any personal computer by using an Internet Explorer web browser. 
The portal allows secured access to Scion’s data center and computing environment.  


Through CWP, any client can access a variety of proven, industry‐leading tools, including the Executive 
Dashboard. The Executive Dashboard is the most innovative government oversight and transparency 
tool available. Exploiting Microsoft SQL data cubing technology first introduced in 2008, Scion provides 
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clients with real‐time data on every meaningful operational and financial metric.  


The Executive Dashboard has tabs which cover claims, authorizations, member services and financials. 
Each tab contains comprehensive, real‐time information of activities within the client’s dental program, 
including detailed charts and graphs, with every page exportable to Excel or other formats for instance 
analysis and sharing. Each tab also has drop‐down lists to compare data by benefit plan (CHIP versus. 
Medicaid), region (one region compared to another region), and other options. 


Also within CWP is the Enterprise Business Intelligence System (eBIS). eBIS is another web‐based tool 
that serves as a data warehouse, accessing all historical paid claims data. The intuitive user interface 
has dozens of standard templates and the filter options produce thousands of variations of instant ad 
hoc reports, including provider profiling and cost trend reports.  


Next, access to the Customer Service Module (CSM) is available through CWP. CSM is the internal tool 
that Scion employees use to record all provider and member interactions. By spring of 2013, CSM will 
record all calls from providers and members and deposit links within each CSM call record. Clients can 
access CSM on a read‐only basis (to review all the data, but not modify or add anything) to have 
complete transparency to all provider and member interactions, including listening to the phone calls 
themselves. In the event of a provider or member complaint, the client can immediately access all the 
details of the situation without delay or difficulty. 


Scion Dental has been providing dental administrative services to Medicaid recipients in the public 
sector since its inception in 2009. Scion has since grown to service approximately 4.2 million Medicaid 
recipients, and will serve approximately 4.9 million Medicaid recipients by January 1, 2013. Scion does 
not provide services to commercial members/private sector. Scion is a government dental 
administrative company that focuses in this niche. Scion has approximately 26 managed care clients, in 
which all of these are in the Medicaid/CHIP programs. Scion specifically has been providing dental 
services in the State of Nevada's program since October 2010, or just over two years. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


The owners and leaders of Scion Dental are pioneers of Medicaid dental management, as they have 
been dedicated to improving government dental programs for nearly 20 years. The Scion ownership 
team and many of the management team are the same people who founded Doral Dental in 1992 and 
grew it to over 6,500,000 Members. During this time, Scion introduced a variety of industry 
innovations, improving Medicaid dental programs across the country. 


In 2004, Doral Dental was sold to DentaQuest in Boston, MA. At the time of sale, Scion maintained 
ownership of Doral's technology as well as the external company and staff which developed it ‐ 
Wonderbox Technologies. During a five‐year non‐compete period, Scion continued developing the 
Enterprise System technology and became the dental industry leader by selling it on an ASP basis to 
other insurers, some of which are quite prominent. Also during this time, Scion reviewed past 
weaknesses, observations, and lessons to carefully improve the technology with a vision of once again 
incorporating a host of innovations. 


That opportunity arrived in 2009, as Scion Dental was formed, again uniting a talented and experienced 
leadership team with the industry's leading technology. Scion Dental has quickly become a national 
leader, growing rapidly with new implementations every month. Scion delivers lower administration 
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and benefit costs for MCO and state clients, while at the same time improving both the member and 
provider experience.  


In addition, Scion Dental, Inc. does not have a parent company. Scion Dental of Nevada, LLC is a single 
member LLC whose sole member is Scion Dental, Inc. It is treated as a disregarded entity for tax 
purposes. Please see attached document for the current company ownership including the ultimate 
parent organization and major shareholders/principals. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


Scion is incorporated in Delaware, domiciled in Wisconsin, and foreign qualified in all 50 states. 


D. The location of disaster recovery back‐up site. 


N92 W14612 Anthony Ave. 


Menomonee Falls, WI 53051 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Mark K. Borca 


10201 N. Port Washington Rd. 


Mequon, WI 53092 


(262) 834‐6115 


F. The size of organization in assets, revenue and people. 


Assets ‐ $12 million. Revenue ‐ $25 million. People ‐ 200. 


G. The organizational chart of your senior management by function including key personnel. 


See Attachment 5.1.11.8 for Scion’s organizational chart. 


H. The areas of specialization. 


Government program (Medicaid, CHIP, Medicare) dental management. Scion is not a commercial 
dental insurer, but rather only a government program dental administrator. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


The revenues are $20 million (2010) and $25 million (2011). These figures are for Medicaid dental 
program management, which is the company's main product line and service. 


J. The corporate philosophy and mission statement. 


Improving dental program management through reduced administrative cost, improved member and 
provider experience, and technology innovations which drive unsurpassed transparency and oversight. 


K. A description of any plans for future growth and development of your organization. 
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Scion is a rapidly growing company. It currently administers dental programs and benefits for 
approximately 3.9 million Medicaid, CHIP, and Medicare members. By January 1, 2013, Scion will be 
administering dental programs and benefits for approximately 4.7 million Medicaid, CHIP, and 
Medicare members, which means Scion is in the process of implementing approximately 800,000 of 
these members in the next three months. There has never been an operational issue as a result of 
Scion’s continued rapid growth. In addition, in 2013 there are some plans to increase staffing by 
approximately 30 to 40 employees while continuing to increase the membership and client base. 


L. Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Scion Dental has not added any business lines recently. However, Scion Dental continues to add 
membership, new clients, and new markets to its organization. In the past six months, Scion has added 
three clients and 550,000 members in three separate states. In the next four months, Scion will add 
approximately 650,000 members in two new states. Scion Dental has a very precise and scalable 
implementation approach, and can be used in any size market or state. Scion has a dedicated 
implementation team of five people who dedicate themselves to every aspect of the project. A detailed 
implementation plan identifies the active departments, the task/item owner, and a target date for each 
milestone. The timeline to implement a new market is 90 days, but can be much shorter in some 
scenarios. When Scion Dental entered the Nevada marketplace in 2010, it implemented this business in 
57 days (August 4, 2010 and go‐live on October 1, 2010). 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


Scion Dental has been providing dental administrative services to Medicaid recipients in the public 
sector since its inception in 2009. Scion has since grown to service approximately 4.2 million Medicaid 
recipients, and will be at approximately 4.9 million Medicaid recipients on January 1, 2013. Scion does 
not provide services to commercial members/private sector. Scion is a government dental 
administrative company that focuses in this niche. Scion has approximately 26 managed care clients, in 
which all of these are in the Medicaid/CHIP programs. Scion specifically has been providing dental 
services in the State of Nevada's Medicaid program since October, 2010, or just over two years. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


The owners and leaders of Scion Dental are the undisputed pioneers of Medicaid dental management, 
and have been dedicated to improving government dental programs for nearly 20 years. The Scion 
ownership team and many members of the management team founded Doral Dental in 1992 and grew 
it to more than 6,500,000 Members. During this time, Scion introduced a variety of industry 
innovations, improving Medicaid dental programs across the country. 


In 2004, Doral Dental was sold to DentaQuest in Boston, MA. At the time of sale, Scion maintained 
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ownership of Doral's technology as well as Wonderbox Technologies, the external company and 
employees which developed it. During a five‐year non‐compete period, Scion continued developing the 
Enterprise System technology and became the dental industry leader by selling it on an ASP basis to 
other insurers, some of which are quite prominent. Also during this time, Scion reviewed past 
weaknesses, observations, and lessons to carefully improve the technology with a vision of once again 
incorporating a host of innovations. 


That opportunity arrived in 2009, as Scion Dental was formed, again uniting a talented and experienced 
leadership team with the industry's leading technology. Scion Dental has quickly become a national 
leader, growing rapidly with new implementations every month. Its performance delivers lower 
administration and benefit costs for MCO and state clients, while at the same time improving both the 
member and provider experience. Since that time, Scion has grown from no Medicaid members at its 
inception in April, 2009, to currently 4.2 million Medicaid members, to almost five million Medicaid 
members on January 1, 2013. This tremendous growth in less than four years shows the kind of 
experience and knowledge resident within Scion Dental. Scion has been operating in the Nevada 
market for more than two years with Amerigroup of Nevada. 


2. Managed care programs for Medicaid recipients; 


Scion Dental has been providing dental administrative services to Medicaid recipients in the public 
sector since its inception in 2009. It has since grown to serve approximately 4.2 million Medicaid 
recipients and will serve approximately 4.9 million Medicaid recipients by January 1, 2013. Scion does 
not provide services to commercial members/private sector. Scion is a government dental 
administrative company that focuses in this niche. Scion has approximately 26 managed care clients, in 
which all of these are in the Medicaid/CHIP programs. Scion specifically has been providing dental 
services in the State of Nevada's Medicaid program since October 2010, or just over two years. 


3.Administering Medicaid utilization and case management programs; 


Key employees have administered Medicaid utilization and case management programs for more than 
20 years. The Chief Dental Officer provides guidance and oversight of these programs has and brings 
more than 20 years of experience in dental industry utilization management programs, with 10 of 
those years specifically focused on administering Medicaid utilization and case management programs. 
Additional clinical employees within the utilization management provide a high level of expertise in the 
appropriate administration of these programs. In addition, over a dozen outside dental consultants 
participate in the management program through both professional clinical review and program 
interface where appropriate. Most of these consultants have Medicaid dental experience. Finally, Scion 
Dental retains Nevada‐based dental consultants as part of the utilization management process to 
provide professional clinical review and local input as to any unique Nevada provider components that 
may affect the utilization management and case management program process as it applies to the 
Nevada Medicaid program. 


4. Medicaid claims processing and adjudication 


Scion Dental has extensive experience in managed dental care. Scion Dental was established in April, 
2009 and has been processing and adjudicating Medicaid claims since August, 2009. Before Scion 
Dental, the Scion Dental leadership team founded Doral Dental USA, one of America’s largest dental 
insurance companies with more than 90 percent of its business in Medicaid program management, 
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until the sale of the company in 2004. 


5. Project management; and 


During the Implementation, Scion assigns a Project Manager (PM) to the implementation team, in 
addition to implementation specialists responsible to support the PM. The PM is responsible for 
planning and documenting a well‐planned approach for the implementation from beginning to end. 
The PM will provide guidance to the team and confirm the tasks are successfully executed and the 
project goes live according to the plan. The PM approach is flexible, and Scion has experience using 
both the traditional waterfall approach and agile approach for the implementation. 


6. Qualifications of key personnel. 


Please see Appendix 5.1.10.1.E for Scion Dental’s key employee resumes for:  


 Craig Kasten, Chairman of the Board 


 Gregory Borca, CEO 
 Lisa Sweeney, CFO 
 Darrin Haehle, Chief Information Officer  


 Tom Conjurski, COO 


 Dr. Fred Tye, Chief Dental Officer  
 Mark Borca, VP, Sales 


 Kevin Johnston, Market Director 


 Jeanine Saer, Director of Administration 


 Monica Clement, Director of Provider Services 


 Carrie Klotzbach, Director of Utilization Management 


 Beth Rabus, Director of Human Resources 


 Miranda Richter, Appeals Manager 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
of health care service delivery performance. 


Scion Dental encourages providers to adopt tools that streamline administration, and is committed to 
collaborate with providers to structure financial incentives that drive its partners’ quality goals. 
However, there is not yet clear consensus on dental quality metrics as for medical and behavioral 
health services. As the dental program evolves and matures, both Scion Dental and its partners will 
assess the data to establish benchmarks and identify opportunities to tie performance incentives to 
quality metrics. In the interim, current incentives drive improved efficiency and cost‐effective service 
delivery. 


In accordance with state laws, Scion Dental will never adopt any incentives that encourage restriction 
of quality of care to control costs. 


Financial Incentives: Technology has driven substantial efficiency in healthcare, but many small dental 
practices lack the basic equipment, including computers, to benefit. To encourage provider adoption of 
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technology, Scion Dental has, in other markets, invested in network providers to promote streamlined 
administration and efficiency, benefiting both Scion Dental and the dental office. 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


Regarding the improvement of treatment protocols, Scion defines treatment protocols as the common 
practice patterns exercised by the local providers within the network. Because dentistry does not have 
a set of diagnostic codes to compare to treatment outcomes like medicine does, Scion relies on several 
components in which it has invested in as part of its UM programs. The development of standardized 
treatment protocols or decision algorithms for deciding on a particular treatment are reflected in the 
clinical criteria used in the authorization process. Because providers and Scion’s clinical review teams 
use the same clinical criteria, there is a high level of consistency in the determination of medically 
necessary treatment through the authorization process. Relative to treatment protocols for those 
services not requiring prior authorization, Scion has developed several analytic tools to allow it to 
measure the average treatment patterns exercised by all providers in a local network and each 
provider individually. By these means, Scion is able to identify individual provider treatment protocols 
that may vary statically from their peers and work with these providers to evaluate the protocols that 
result in their treatment submissions. 


D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Scion Dental concentrates on partnering with Medicaid MCOs to administer dental programs on behalf 
of their partners—in this case, DHCFP. Scion has a long‐standing history in working with Medicaid 
MCOs to improve their HEDIS scores, increase overall access to care, eliminate any barriers to care, 
increase provider network, eliminate any member/provider complaints and grievances, and increase 
the value proposition for dental on behalf of Scion’s MCO partners. 


E. Provide the names, résumés, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


Please see Appendix 5.1.10.1.E for Scion Dental’s key employee resumes for:  


 Craig Kasten, Chairman of the Board 


 Gregory Borca, CEO 
 Lisa Sweeney, CFO 
 Darrin Haehle, Chief Information Officer  


 Tom Conjurski, COO 


 Dr. Fred Tye, Chief Dental Officer  
 Mark Borca, VP, Sales 


 Kevin Johnston, Market Director 


 Jeanine Saer, Director of Administration 
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 Monica Clement, Director of Provider Services 


 Carrie Klotzbach, Director of Utilization Management 


 Beth Rabus, Director of Human Resources 


 Miranda Richter, Appeals Manager 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4.Quality Improvement and Reporting (i.e. HEDIS, CMS) 


5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


Jim Zeisler, Director of Client Information Services 


Data Analysts  


Mike Amborn, Troy Conway, Anushka Reddy, Nataliya Nenasheva, John Hanney, Christophe Tiako, 
Bhavna Bharadwaj, Wei Jiang, Thomas Lee, Yelena Yampolskaya, Jean Jurjevic 


EDI Analysts 


Ruslan Ahundov, Dan Wolf, EJ Buhrke, Artur Khachikyan, Tammie Van Ryzin, Karen Jakubowski 


Operational Support 


Ryan Moon 


Utilization Case Management 


Carrie Klotzbach, Manager of UM 


Brenda Becker, Team Lead Dental Review Specialist 


Jill Krause, Dental Review Specialist 


Carie Wright, Dental Review Specialist 


Jessica Fogl, Dental Review Specialist 


Sheeba Gill, Dental Review Specialist  


Karen Volden, Dental Review Specialist 


Claims Payment 


Jeanine Saer, Director of Administration 


Dental Reimbursement Analysts 


Wendy Ryder, Cheryl Jacob, Melissa Smith, and Danielle Roberts 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-555 
November 15, 2012 


Scion Dental 
Provision of dental services 
Michelle Spencer, Chief Quality Officer 


Tom Conjurski, COO 


Lisa Sweeney, CFO 


Health education 


Not applicable 


Data/coding 


Jim Zeisler, Director of Client Information Services 


Data Analysts: Anushka Reddy, Nataliya Nenasheva, Bhavna Bharadwaj, Wei Jiang, Jean Jurjevic 


Contract Negotiation Specialists 


Not applicable 


Encounter Data 


Jim Zeisler, Director of Client Information Services 


Data Analysts: Anushka Reddy, Nataliya Nenasheva, John Hanney, Christophe Tiako, Bhavna 
Bharadwaj, Wei Jiang 


EDI Analysts: Artur Khachikyan, Tammie Van Ryzin, Karen Jakubowski 


Others 


Not applicable 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


See Attachment 5.1.10.1.G for our TPA license, renewal form, and utilization review license. 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Currently, six bilingual Customer Services Representatives: four Spanish, one Hmong, and one 
Arabic/French 


I. List any associations or organizations to which the organization belongs. 


None 


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


The need to provide services beyond those required in the Vendor Covered Services section is 
determined through medical necessity evaluation for those members under the age of 21. The Dental 
Consultant reviews any such requests using criteria that would include, but are not limited to, the 







 Tab VII – Section 5 – Company Background and References 
 5.2 Subcontractor Information 
 


 


Nevada Medicaid MCO Services RFP #1988 VII-556 
November 15, 2012 


Scion Dental 
Provision of dental services 
service requested: 


 Meets generally accepted standards of dental practice 


 Is appropriate to the identified dental condition and expected outcome 


 Is appropriate for the intensity of the dental service and level of dental setting 
 Is the lowest cost alternative that effectively address and treats the dental problem 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


A number of procedures require prior authorization approval before initiating treatment. Scion Dental 
reviews the provided documentation against dental clinical criteria for medical necessity before 
approving  prior authorization requests. Scion Dental developed the dental clinical criteria used for 
medical necessity determinations from information collected from American Dental Association's Code 
Manuals, clinical articles and guidelines, as well as dental schools, practicing dentists, insurance 
companies, other dental related organizations, and local state or health plan requirements. The 
medical review process begins with providing the required documentation and the clinical criteria that 
will generate a medical necessity approval. This information is made available to all providers through 
the online provider reference manual. In this way, all providers will know in advance the required 
documentation and the clinical criteria the documentation should show for an approval based on 
medical necessity. Upon receipt of the necessary documentation, dental employees will review the 
documentation using the same clinical criteria to determine approval or denial. If there is any instance 
of potential denial for not meeting medical necessity, Scion will refer the documentation to a Nevada‐
licensed dental consultant for final decision. Only a dental consultant can deny an authorization for not 
meeting the dental clinical criteria for medical necessity. 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Each year, the Dental Peer Review Committee reviews, updates, and approves dental clinical criteria 
guidelines. This committee consists of independent dental consultants who are familiar with Medicaid 
dental programs, as well as the Nevada Dental Director and the Chief Dental Officer. The review 
incorporates additional State requirements or relevant criteria, as well as information on any industry‐
based criteria. Should there be substantial feedback from providers during the year on a particular 
criterion, the committee will also incorporate this information into the review process. Historical 
experience has shown that, unlike medical procedures, the dental clinical criteria for procedures evolve 
at a slower pace and therefore, annual review is adequate with the option for special meetings if 
circumstances warrant. The Nevada Dental Director and the Chief Dental Officer can implement minor 
modifications immediately if necessary to meet State‐specific changes to ensure consistency in timing. 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


When a member requires dental services from a general dentist or dental specialist and one does not 
exist within an acceptable radius around the member’s location, the member can visit an out‐of‐
network provider for the requisite care. Scion will locate a provider willing to treat the member and 
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monitor the member’s care throughout treatment. 


E. Describe the roll and responsibilities of your case managers. 


Not applicable 


F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


There will be instances in which prior authorization for a procedure will not be possible due to 
emergent conditions with the member. Should the member require a procedure under an emergency 
condition to relieve pain and suffering, the provider should provide treatment to alleviate the 
member’s condition. When the provider sends the claim for reimbursement, the provider will include 
the same documentation that would be sent for the prior authorization process. This documentation 
will be subject to a retrospective review authorization process using the same dental clinical criteria as 
for the prior authorization process. As with the prior authorization process, only a Nevada‐licensed 
dental consultant can issue a denial of a retrospective review authorization. 


5.1.11.2 Enrollment: Provide your policy and procedure for transitioning a recipient from or to FFS or 
another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 
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Scion currently has a network in Clark and Washoe Counties consisting of 268 providers at 169 
locations. Scion completes GeoAccess® reports monthly to monitor member access in these counties. 
When providers leave the network, Scion actively recruits additional providers to maintain network 
access or members. 


B. Provide a sample of all base network provider contracts. 


See Attachment 5.1.11.4 B for the Scion Dental provider services agreement. 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Scion is committed to including all Federally Qualified Health Clinics (FQHC), metropolitan or county 
health departments, and accredited university‐affiliated dental programs as part of the core provider 
network. In the event FQHCs with the capacity to deliver dental services are not used, Scion Dental will 
make the appropriate range of services available to the vulnerable populations. Scion Dental is also 
aware of all reimbursement‐related requirements associated with the utilization of FQHCs. 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 


Scion performs availability surveys of one fourth of the network providers quarterly, ensuring that it 
surveys all providers at least annually. 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Scion monitors network providers' activities regularly. Scion’s Nevada‐based Market Manager performs 
in‐person visits to providers each quarterly to review utilization and compensation, changes to policies, 
addition of new providers, and response to provider disputes. 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Scion has been and will continue to be in compliance and use NPI as the standard and unique health 
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identifier for all dental providers. 


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


Scion Dental holds itself to very high quality standards. To meet these standards, Scion takes a variety 
of Quality Assurance measures, starting with audits to ensure that each functional department meets 
any applicable internal and external standards. Scion then reports the results of the audits, along with 
each compliance standard, to the Quality Improvement and Compliance Committee for review each 
month.  


In addition to audits to validate Scion’s productivity, Scion Dental also uses additional methods to cover 
monitoring provider and member calls, as well as comparisons and validation checks on potential 
mailings. It also uses Native authorization algorithms and system edits on up‐coding, duplications, and 
authorization matching to provide consistency and, when possible, stop problems before they start. 


Scion Dental’s policies, procedures, processes, and QI Program and Work Plan fully document these 
methods and procedures. Scion’s official documents also acknowledge and define the structure of the 
various oversight committees that support the various departments in managing these efforts. 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Scion Dental’s comprehensive quality and compliance structure consists of multiple committees that 
work in unison to fulfill all quality and compliance initiatives. The composition of this structure includes 
an Executive Committee, Quality Improvement (QI) Committee, Compliance Committee, Cost of Care 
Subcommittee, Credentialing Subcommittee, and Peer Review Subcommittee. All subcommittees work 
with each respective department/functional group to review and validate the fulfillment of all 
operational requirements. The subcommittees then report the productivity and compliance standards 
to the QI and Compliance Committee monthly for review. 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Wonderbox Technologies' Enterprise System allows Scion Dental to capture and maintain many 
characteristics of a client's membership and the membership's claims, including information about 
race/ethnicity, gender, languages, along with many other characteristics. To apply these characteristics 
to HEDIS reporting, Scion Dental works with its clientele to customize the information within the 
reports. Dental will partner with DHCFP to report the HEDIS information. 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
regulations? 


Scion Dental recognizes the importance of timely and accurate claim payments. Scion Dental reviews 
the requirements of each state and federal statutes and develops a check run schedule to support that 
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timely payment. In‐place measurements and reporting metrics consistently and regularly monitor claim 
volumes, aging status, turnaround time, and adjudication results. In addition, current measurements 
oversee payment accuracy and claim entry accuracy. Scion Dental performs rigorous pre‐ and post‐
payment audits of claim payments and denials to verify the accuracy of the claims processing. 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


In 2011, Scion Dental had a 99.7% accuracy rate for clean claims paid within 30 days. Scion pays or 
denies all received clean claims. Scion Dental does not process unclean claims, but instead sends 
notification to the party that submitted the claim. Scion Dental also does not pend claims. Denial of 
claims percentage depends on correct provider submissions, but the current denial rate is under 10%. 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


See Appendix 5.1.11.6.1 for claims system management reports. 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Whenever possible, Scion Dental uses electronic eligibility files from clients to streamline and automate 
many of the activities involved with processing patient claims. Upon receipt, Scion Dental loads 
electronic files into the Enterprise System and applies accumulators (deductibles, co‐pays) to calculate 
each patient's liability. Scion Dental then uses this information to aid in finalizing the Explanation of 
Benefits (EOB) each patient and provider receives. It is then the provider's responsibility to collect the 
patient liability for each submitted claim, as this is not within Scion Dental's scope of services. 


In the event that Scion Dental is unable to use electronic eligibility files, it will then require manual 
collection and processing of eligibility information to complete each claim. To complete this manual 
process, Scion Dental adheres to the following internal policies and procedures (see Attached Policy & 
Procedures) to dictate how to use and process eligibility information during the manual process:  


 CS‐5500|Eligibility Verification and Enrollment Guidelines 


 CS‐2020|Claims and Billing 


 CA‐1010|Manual Processing of Claims with EOB Form.  


Scion Dental audits both manual and electronic processing to ensure the highest quality in processing. 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Scion Dental provides written notification to both the member and the member’s dental care provider 
in the event of a denial for the request of dental services. Member denial notices contain clear and 
easy‐to‐understand language outlining the services that the dental provider requested and the reason 
that Scion Dental is denying coverage for said request. Scion Dental also includes a notice to the 
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member explaining appeal rights, an appeal form, and a form for the member to request to continue 
benefits during the appeal or fair hearing process. 


Each of these forms clearly explains to the member the time limitations of the member’s rights, what 
the member can expect during the process, how to reach toll‐free language interpreters or TTY/TTD 
services, and instructions on how to file an appeal/Fair Hearing request. Scion provides telephone 
numbers throughout its literature advising members to contact Amerigroup with any questions or if 
they need help understanding their rights or the appeal and Fair Hearing process. Members have 90 
calendar days from the date of their denial notices to file an appeal. 


Call center representatives document incoming verbal requests for appeals and grievances, then route 
them instantly to the Appeals and Grievances department through the Enterprise system. The Appeals 
Specialists receive an e‐mail notification explaining the member’s request and will follow up with the 
member as needed to process the appeal or grievance. After receiving the member’s written 
confirmation of the request, the Appeals Specialist will work with an alternate dental consultant to 
review the member’s request as well as the initial submission and denial information to reach a new 
determination. The member and the member’s dental care provider receive written notification of the 
appeal outcome. This notification contains information on Fair Hearings and how to file a Fair Hearing 
request in the event the determination is not in favor of the member.  


The appeals and grievances process is overseen by the Complaints, Appeals, and Grievances Manager. 
Monthly random audits ensure compliance and quality according to the established guidelines, 
policies, and procedures. The Quality Improvement Committee must review and approve any changes 
to policies or procedures before implementation. Each year, the responsible group or individual 
reviews and approves policies and procedures. 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


Scion Dental engages members and providers with outreach and education to reduce the number of 
appeals, grievances, and disputes. While Scion does not currently have a performance standard, it is 
open to discussing a mutually agreed‐upon standard, if required. 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


Please see the attached organizational chart, Appendix 5.1.11.8, which shows that all functions 
delegated from any MCO client are retained within Scion Dental. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


Scion has an established dental network of more than 200 providers in its current service area. If 
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service area changes to include additional areas, Scion would contractually guarantee to build a 
compliant network in 30 days. 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Please see Attachment 5.1.11.9 Implementation Plan. 


5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


See reporting Attachment 5.1.11.10. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Scion Dental has the ability to provide compatible interfaces with existing and proposed information 
systems. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


Scion Dental operates with full compliance with the HIPAA and the HIPAA 5010 requirements. To reach 
this level of compliance, Scion Dental's Human Resource department works to train appropriate 
employees on the requirements of HIPAA and provides continued education throughout their 
employment with Scion Dental. After each employee completes training, Scion Dental then uses its 
Quality Assurance Initiatives and Quality Improvement Program and Work Plan to maintain consistent 
and compliant HIPAA‐related behaviors throughout the company's functional areas. In the event of a 
breach or non‐compliant matter, trained employees use a dedicated process to report such behavior to 
the Quality and Compliance Department of Scion Dental. This department reports directly to the 
Director of Quality and Compliance, who ensures the documentation and reporting of all breaches, 
violations, or non‐compliant behavior. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Scion Dental produces encounter data and utilization reports in any format clients require. Scion Dental 
presents encounter files in a HIPAA‐compliant 837D format by default, but can supply a proprietary file 
format on request. Scion Dental typically posts all reports and data extracts to a secure FTP site hosted 
by Scion Dental for client retrieval. If the client desires, Scion Dental can also transfer files to a secure 
site hosted by the client. Scion Dental uses the Enterprise System, a fully HIPAA‐and HIPAA 5010‐
compliant system, to manage and process all claims and encounter activities. 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 
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5.1.12.1 Dun and Bradstreet Number 


5772989 


5.1.12.2 Federal Tax Identification Number 


Scion Dental, Inc.: 26‐4595216 


Scion Dental of Nevada, LLC: 27‐2521920 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


See Scion Attachment 5.1.12.3 


 


5.3 BUSINESS REFERENCES 


Scion Dental Reference Information  
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Scion Dental directly to the Purchasing Division.  
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Table 5.3-1. Scion Dental Reference 1 


Reference #:  1 


Company Name:  Scion Dental 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Dr. Larry Paul  
Keystone Mercy Health Plan 


Street Address:  200 Stevens Dr. Building 200 
City, State, Zip  Philadelphia, PA 19113 
Phone, including area code:  (215) 937‐7303 
Facsimile, including area code:  N/A 
Email address:  Larry.Paul@kmhp.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Scion is a dental vendor to Keystone 
Mercy Health Plan. 


Original Project/Contract Start Date:  06/01/2011 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  $3 million 
Final Project/Contract Date:  Evergreen 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes, contract started on time and 
within time allotted 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes, contract was within budget 
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Table 5.3-2. Scion Dental Reference 2 


Reference #:  2 


Company Name:  Scion Dental 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Mr. Ethan Foxman  
Denex Dental 


Street Address:  111 Rockville Pike  
Suite 700 


City, State, Zip  Rockville, MD 20850 
Phone, including area code:  (240) 283‐3514 
Facsimile, including area code:  (240) 283‐3515 
Email address:  efoxman@denexdental.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Scion is Denex Dental’s operating 
platform and vendor for various 
functions. 


Original Project/Contract Start Date:  04/01/2009 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  $1 million 
Final Project/Contract Date:  Current 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes, the project was completed in time 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes, this was within the original budget 
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Table 5.3-3. Scion Dental Reference 3 


Reference #:  3 


Company Name:  Scion Dental 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  N/A 
Primary Contact Information 


Name:  Ms. Pollee Wilson, PMP  
CareSource 


Street Address:  P.O Box 8738 
City, State, Zip  Dayton, OH 45401 
Phone, including area code:  (937) 531‐2841 
Facsimile, including area code:  (937) 396‐3268 
Email address:  Pollee.Wilson@caresource.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Scion is a dental vendor of CareSource. 


Original Project/Contract Start Date:  10/16/2011 
Original Project/Contract End Date:  Current 
Original Project/Contract Value:  $2.5 million 
Final Project/Contract Date:  N/A 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes, the contract was completed in the 
original time allotted 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes, the contract was completed within 
the proposed budget 
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SCION PROPOSED STAFF RESUMES 


Craig Kasten 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: SCION DENTAL, INC 


   Contractor X   Subcontractor 


Name: Craig Kasten  Key Personnel 
Classification: Chairman of the Board # of Years in Classification: 3  
Brief Summary of 
Experience: 


Mr. Kasten brings 25 years of experience in managed dental and health 
care to the company’s industry pioneering operational strategies. 


# of Years with Firm: 3  


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
 
04.2009 – Present 
Scion Dental, Inc  
10201 North Port Washington Road 
Mequon, WI 53092 
P: 262-834-4133 
crkasten@wonderboxtech.com 
 
Chairman of the Board 
• Sets the focus and direction for the organization and its executives. 
• Partners with the executive team to create and implement the 


organization’s strategic plan. 
• Oversees the creation and implementation of benefits 


administration for all Scion Dental clients. 
MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 
 
Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


05.1998 – Present  
American Therapy Administrators LLC 
N92W14612 Anthony Ave 
Menomonee Falls, WI 53051 
P: 262-834-4133 
crkasten@wonderboxtech.com 
 
Owner/Manager 
• Provided appropriate guidance to ensure organizational success. 


MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone 
Number, Email: 


06.1997 – Present  
Vestica Healthcare LLC 
N92W14612 Anthony Ave 
Menomonee Falls, WI 53051 
P: 262-834-4133 
crkasten@wonderboxtech.com 
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Role in Contract/Project: 
Details and Duration of 
Contract/Project: 


 
Chairman of the board 
• Provides direction and oversight to the executive team to ensure the 


organization is successful in the administration of healthcare solutions. 
EDUCATION 


 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


 
University of Wisconsin  
Milwaukee 
 Wisconsin 
Master’s Degree, Business Administration 
 
Marquette University 
Milwaukee 
Wisconsin 
Bachelor of Arts, Accounting 
Certified Public Accountant 
 


REFERENCES 


Minimum of three (3) required, including name, title, 
organization, phone number, fax number and email 
address 


John C Schaak 
Quarles & Brady LLP 
P: 414-277-5743 
F: 414-271-3552 
John.schaak@quarles.com 
 
Tommy Grabowski, President 
Vita Fitness & Physical Therapy 
P: 414-272-8482 
F: 414-272-2880 
tommyg@vitaphysicaltherapy.com 
 
Keven S. Hayhurst, Director 
Retirement Plan Solutions 
P: 262-641-0800 
F: 262-641-0890 
Keven@rplansolutions.com 
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Fred Tye 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: SCION DENTAL, INC 


   Contractor X    Subcontractor 
Name: Fred Tye  Key Personnel 
Classification: Chief Dental Officer # of Years in Classification: 3 
Brief Summary of 
Experience: 


Dr. Tye serves as a resource for all clinical interpretation and analysis and 
oversees utilization review and operational management skills. 


# of Years with Firm: 3 


RELEVANT PROFESSIONAL EXPERIENCE 
Required Information: 
 
MMYYYY to Present: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
04.2009 – Present   
Scion Dental, Inc. 
N92 W14692 Anthony Avenue 
Menomonee Falls, WI 53051 
P: 262-946-4555 
ftye@sciondental.com 
 
Chief Dental Officer 
• Act as a strategic partner and provide 


oversight for all clinical functions within the 
organization. 


MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 
 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


01.2008 – 04.2009 
Coventry Health Care 
6705 Rockledge Drive 
Bethesda, MD 
P: 240-283-3500 
customerservice@gdsmd.com 
 
Internal Consultant and Chief Dental Officer 
• Development plan and execution of dental 


administration for an integrated health plan 
including product design and filings, 
utilization management, disruption analysis 
and network acquisition. 


MMYYYY to MMYYYY: 
Vendor Name: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
 
 


10.2005 – 04.2007  
CIGNA Health 
Bloomfield, CT  
P: 1-800-997-1654 
www.cigna.com 
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Role in Contract/Project: 
Details and Duration of Contract/Project: 


Assistant Vice-President of Network Field 
Operations 
• Developed and executed focused PPO 


recruitment strategies to accommodate both 
regional and national sales strategies. 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


University of Illinois 
Urbana 
Illinois 
Bachelor of Arts, Chemistry with Psychology minor 
 
Loyola University School of Medicine 
Chicago 
Illinois 
Doctor of Dental Surgery 
 
JJ Kellogg Graduate School of Mgt  
Northwestern University 
Evanston 
Illinois 
Master of Business Administration, Health Management & Finance 


REFERENCES 


Minimum of three (3) required, including 
name, title, organization, phone number, fax 
number and email address 


Lee J. Chorley 
Senior Manager, Client Financial Administration 
Dearborn National 
P: 630.691-0303 
F: 630.293.1760 
Lchorley@dnoa.com 
 
David G. McLinden 
National Account Manager 
Delta Dental of Illinois 
P: 630-718-4746 
F: 630-983-4246 
dmclinden@deltadentalil.com 
 
Ronald Inge, DDS 
Vice President Professional Services/Dental 
Director 
Washington Dental Service 
P: 206-528-7329 
F: 206-985-4738 
ringe@deltadentalwa.com 
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Scion Organizational Chart by Functional Area 
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SCION DENTAL OF NEVADA, LLC 
Provider Services Agreement 
THIS PROVIDER SERVICES AGREEMENT (the “Agreement”), is made and entered into this 
%CONTRACT_DAY_OF_MONTH% day of %CONTRACT_MONTH_NAME%, %CONTRACT_YEAR%, by and between 
SCION DENTAL OF NEVADA, LLC (“SCION”) and %PROVIDER_BUSINESS_NAME%_


 


 (“PROVIDER”). 


WHEREAS, SCION is a company that has as its primary objective the creation of Practitioner panels 


whose participants agree to participate in and comply with the policies, procedures and 


reimbursement mechanisms established by SCION. 


WHEREAS, SCION is a licensed insurer operating in the State of Nevada that has its primary object the 
delivery of healthcare benefits, including dental benefits, to Beneficiaries. 


WHEREAS, SCION will offer to certain Payers the opportunity to enter into agreements for use of the 
Practitioners participating in the panel. 


WHEREAS, SCION and PROVIDER mutually desire to enter into an agreement whereby PROVIDER shall 
arrange for the provision of certain health services to Beneficiaries of Payers (as defined below), in a 
manner that preserves and enhances patient dignity. 


WHEREAS, SCION may at its sole discretion, retain SCION to arrange for and manage the provision of 
Covered Services to its Beneficiaries as set forth in the Plan Addendum to this Agreement.  


NOW, THEREFORE, in consideration of the premises and mutual covenants herein contained and other 
good and valuable consideration, it is mutually covenanted and agreed by and between the parties 
hereto as follows: 


Section 1 Definitions 


1.1. DHCFP. The Division of Health Care Financing and Policy, an administrative agency of the State of 
Nevada, responsible for, among other things, administering the state Medicaid program. In the 
event this Agreement is for services rendered outside the State of Nevada, the reference to DHCFP 
shall be to the similar agency administering the state Medicaid program in that other jurisdiction. 


1.2. Beneficiary. An eligible individual covered by Payer and/or enrolled under a Benefit Contract, and 
the eligible dependents of such individual who are enrolled under such Benefit Contract. In the 
event that a Payer has a government contract as defined in Section 5.2 below, the definition of 
Beneficiary shall include enrolled individuals from such Contracts. 


1.3. Benefit Contract. A benefit plan of health care coverage for Beneficiary (ies) that is sponsored, 
issued or administered by Payer and contains the terms and conditions of a Payer’s coverage. 


1.4. CMS. The Center for Medicare and Medicaid Services, an administrative agency of the United 
States Government, responsible for administering the Medicare and Medicaid programs. 


1.5. Covered Services. Those dental services to which Beneficiaries are entitled under the terms of the 
applicable Benefit Contract as determined by a Payer, the relevant portions of which may be made 
available upon request to PROVIDER by SCION-SCION or a Payer. 
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1.6. Emergency.  
a) A medical condition manifesting itself by acute symptoms of sufficient severity, which may 


include severe pain or other acute symptoms, such that the absence of immediate medical 
attention could reasonably be expected to result in any of the following:  1) serious jeopardy to 
the health of a patient, including a pregnant woman or fetus; 2) serious impairment to bodily 
functions; and/or 3) serious dysfunction of any bodily organ or part; and  


b) with respect to a pregnant woman:  1) that there is inadequate time to safely transfer to 
another hospital prior to delivery; 2) that a transfer may pose a threat to the health and safety 
of the patient or fetus; or 3) that there is evidence of the onset and persistence of uterine 
contractions or rupture of the membranes. 


1.7. Incident. Any occurrence that is not routine in a health care facility. These situations may include, 
but are not limited to, the following:  
a) any unusual occurrence; 


b)  a happening which could have or did result in an injury to a Beneficiary; or  


c) a condition, situation, procedure, etc., which could or did result in an injury to a Beneficiary, 
including any happening of an untoward (unusual) nature to a Beneficiary.  


Incidents shall not be limited to quality of care issues. 


1.8. Dental Director. A Practitioner or his/her designee who has been designated by SCION to monitor 
and implement the provision of Covered Services to Beneficiaries. 


1.9. Medically Necessary. Covered Services which are determined by a Payer to be required by a 
Beneficiary of such Payer and which are all of the following:  
a) rendered for the treatment or diagnosis of an injury or disease; 


b)  appropriate for and consistent with the symptoms, diagnosis, and treatment of a Beneficiary’s 
condition, disease, ailment or injury and otherwise in accordance with standards of good dental 
practice within the community;  


c) not furnished primarily for the convenience of such Beneficiary, such Beneficiary’s family or the 
Practitioner; and  


d) furnished at the most appropriate level that may be provided safely and effectively to the 
Beneficiary. 


1.10. Normal Business Hours. Monday through Friday, 9:00 a.m. to 5:00 p.m., EST, excluding government 
holidays. 


1.11. Participating Provider. A Practitioner that has entered into an agreement with a Payer or with SCION, 
or on whose behalf a contract has been entered into with a Payer or with SCION, for the provision 
of Covered Services to Beneficiaries. 
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1.12. Payer. One or all (as applicable) of the Payers including SCION (or any affiliate of any such Payer) 
who have entered into an agreement with SCION to arrange for and/or manage the provision of 
Covered Services to Beneficiaries as set forth on a Plan Addendum and may include health 
maintenance organizations, preferred provider organizations, indemnity plans, workers 
compensation plans, self-insured plans, employer groups, local, state, federal government bodies 
or agencies, prepaid health clinics, Beneficiaries of discount card organizations, and any and all 
other third party payers who may offer, underwrite and/or administer health benefits. The Plan 
Addendum shall be deemed a part of this Agreement and, notwithstanding anything to the contrary 
in this Agreement, the Plan Addendum may be amended from time to time by SCION upon written 
notice to PROVIDER.  


1.13. Practitioner. A dentist duly licensed in the state in which he/she practices dentistry and is rendering 
patient services as or for a PROVIDER. Practitioner shall include any dentist employed by, an 
independent contractor of, or subcontractor to a PROVIDER and may include PROVIDER if a 
Practitioner. 


1.14. Provider Services. Any and all professional services customarily provided in the community by a 
Practitioner practicing or providing services in the specialty / field / business of PROVIDER which 
are Covered Services, rendered in a manner consistent with all provisions of this Agreement and 
SCION and the Payer’s utilization management and quality improvement  (UM/QI) protocols and 
the applicable Benefit Contract, and with respect to which PROVIDER has been credentialed in 
accordance with the terms of this Agreement, except as otherwise set forth in a subsequent 
Attachment or Plan Addendum. 


Section 2 Obligations of SCION 
2.1. Beneficiary Eligibility.  Payer may at its discretion provide to each Beneficiary an identification card 


that Beneficiary will be expected to present when seeking Covered Services from PROVIDER. SCION 
shall establish procedures to assist PROVIDER in verifying whether an individual presenting to a 
PROVIDER is a Beneficiary and PROVIDER shall comply with such verification procedures. SCION 
and Payer cannot guarantee the eligibility status of any individual. Payers make final eligibility 
determinations in their sole discretion. SCION shall be permitted to recover payments made to 
PROVIDER pursuant to this Agreement for such individuals retroactive to the date of ineligibility 
and shall have no liability to PROVIDER for any services rendered on or after the date of ineligibility. 
PROVIDER shall be permitted to seek payment from such individuals for whom services were 
provided on or after the date on which the individual became ineligible. 


2.2. Administrative Requirements and Procedures. SCION shall make available to PROVIDER administrative 
requirements and procedures in the areas of prior authorization of services, record keeping, 
reporting and other administrative duties of PROVIDER under this Agreement. PROVIDER agrees to 
abide by these administrative requirements and procedures.  
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2.3. Compensation. For all Provider Services for which PROVIDER is responsible hereunder, PROVIDER 
shall be compensated in accordance with a Plan Addendum as set forth in Section 5.1 of this 
Agreement, and all other applicable provisions of this Agreement. Compensation to PROVIDER 
shall be in accordance with and subject to SCION authorization and claims payment interpretive 
requirements which PROVIDER agrees to and accepts. A SCION authorization shall be in writing 
from SCION. SCION may from time to time furnish PROVIDER with PROVIDER bulletins/updates 
containing requirements for compensation under this Agreement. A prior payment from SCION to 
PROVIDER under circumstances where PROVIDER was not entitled to compensation under the 
terms and conditions of this Agreement shall not be deemed a waiver of any subsequent right not 
to compensate PROVIDER. If a PROVIDER provides any Covered Service that is not a Provider 
Service or not specified in any Plan Addenda or any non-Covered Service, PROVIDER shall not be 
entitled to any compensation for such services, except as provided in Section 3.1. PROVIDER shall 
accept such compensation and any applicable co-payments and/or deductibles or self-pay 
discounted payments (collectively “Co-payments”) as payment in full for all services provided by 
PROVIDER except as otherwise provided by this Agreement. Unless specified otherwise, such Co-
Payments shall be included as part of the compensation. Notwithstanding anything to the contrary 
herein, SCION shall not be obligated to compensate PROVIDER to the extent Payers have not 
compensated SCION with respect to such period of time or for such Covered Services.  


2.4. SCION- Non-Liability. Payer shall have the full and final responsibility and liability for payment of all 
claims for Covered Services. SCION shall not be liable for the payment from its own funds of any 
claims under a plan. SCION is not the insurer, guarantor or underwriter of the liability of Payer to 
provide benefits to Beneficiaries. All final claims decisions will be the responsibility of Payer. 
Notwithstanding the foregoing, if for whatever reason PROVIDER is not entitled to compensation 
under the terms and conditions of this Agreement, Payer shall likewise not be responsible to 
PROVIDER. Notwithstanding anything to the contrary in this Agreement, in the event PROVIDER has 
any issue under this Agreement, payment or otherwise, it shall be a condition precedent for 
PROVIDER to seek recovery from SCION pursuant to this Agreement including appellate levels or 
otherwise before proceeding in any manner against a Payer, or a Beneficiary, unless otherwise 
specifically authorized in writing by SCION. 


2.5. SCION Representative. SCION will designate a representative who will be available during Normal 
Business Hours to respond to inquiries from PROVIDER. 
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Section 3 Obligations of PROVIDER  
3.1. Health Services, Authorizations and Referrals. PROVIDER agrees to provide or arrange for the provision 


of those Covered Services consistent with SCION’s (or a Payer’s, if applicable) utilization 
management and quality improvement program (“UM/QI Program”) and SCION’s Provider Manual 
as delivered to PROVIDER and modified from time to time. PROVIDER also agrees to provide such 
records and other information as may be required or requested under such UM/QI Program. 
PROVIDER shall provide Covered Services, which except in the case of Emergencies, have been 
authorized according to SCION’s UM/QI Program, including any referral and authorization 
procedures, as established by SCION and modified from time to time, and to which compensation 
shall be subject. The issuance of a referral or authorization is not a guarantee of eligibility or 
payment. A Beneficiary’s medical record must substantiate the provision of Covered Services which 
record may be requested by SCION for such purpose. PROVIDER agrees, when applicable, (1) to 
refer Beneficiaries, when medically appropriate and except in Emergencies, only to other 
Participating Providers and only after receiving proper authorization as required by SCION; and (2) 
to comply with such other referral, prior authorization, pre-certification or pre-admission 
requirements as established by SCION. In the event PROVIDER shall provide a Beneficiary non-
Covered Services, PROVIDER shall, prior to the provision of such non-Covered Services, inform 
Beneficiary in writing:  
a) of the service(s) to be provided;  


b) that SCION or the applicable Payer will not pay or be financially liable for said services; and  


c) that Beneficiary will be financially liable for such services.  


In the event that Beneficiary is not so informed, neither Beneficiary, nor Payer shall be financially 
liable to PROVIDER for those services. PROVIDER shall not bill Beneficiaries for services that are 
determined by a Payer or SCION, in their sole discretion, not to be Medically Necessary unless 
PROVIDER has informed Beneficiary in advance that the services are not Medically Necessary and 
Beneficiary has agreed in writing to be financially liable for those specific services. PROVIDER 
agrees to provide Covered Services in accordance with terms and conditions specified in a Plan 
Addendum. 


3.2. Provision of Services and Professional Requirements. 
a) PROVIDER shall make necessary and appropriate arrangements to ensure the availability of 


Provider Services to Beneficiaries on a twenty-four (24) hour per day, seven (7) day per week 
basis, including arrangements to ensure coverage of Beneficiaries after hours or when 
PROVIDER is otherwise absent. PROVIDER agrees that scheduling of appointments shall be 
done in a timely manner, as specifically defined in SCION’s Provider Manual or as otherwise 
required by applicable law. PROVIDER shall ascertain and ensure that each Practitioner will 
cooperate with and accept the findings of SCION’s peer review procedures as they relate to 
services provided to Beneficiaries and that such Practitioner will seek authorization from the 
Dental Director prior to all hospitalizations, except for Emergencies or as otherwise provided in 
the UM/QI Program. For services rendered by Practitioner on behalf of PROVIDER, PROVIDER 
shall be responsible to make suitable arrangements with the Practitioner regarding the amount 
and manner in which said Practitioner will be reimbursed or otherwise compensated, provided, 
however, that PROVIDER shall ensure that the Practitioner will not, under any circumstances, 
bill Beneficiaries (except Co-payments) or a Payer or SCION for Covered Services. PROVIDER 
shall be liable for paying Practitioner and PROVIDER hereby agrees to indemnify and hold 
harmless Beneficiaries, SCION, DHCFP, CMS and the applicable Payer against charges for 
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Covered Services rendered by Practitioner. It is understood that SCION reserves the right to 
make payment (directly or through the applicable Payer) to any Practitioner for which a valid 
invoice, or portion thereof, is outstanding for more than thirty (30) days. SCION will provide 
notice of its intention to make payment of such claims but SCION need not wait the above thirty 
(30) day period where PROVIDER has engaged in a pattern of late payments to Practitioner in 
the past, as reasonably determined by SCION. SCION or Payer may deduct any such payments 
plus a reasonable administrative fee from any amounts otherwise due PROVIDER pursuant to 
this Agreement.  


b) All services performed hereunder shall be consistent with the standards of dental care in the 
community and such services shall, at a minimum, be performed in accordance with the 
customary rules of ethics and conduct promulgated by the American Dental Association. At no 
time shall PROVIDER refuse or fail to provide Medically Necessary Covered Services to 
Beneficiaries.  


c) PROVIDER shall utilize such additional allied health and other qualified licensed or certified 
personnel as are available and appropriate for effective and efficient delivery of health services, 
consistent with SCION policies. PROVIDER shall have an ongoing responsibility to ensure that 
PROVIDER’S employees, agents, servants and independent contractors meet, at all times 
during the term of this Agreement, all legal qualifications, including appropriate licensure and 
continuing education and that they are members in good standing of their profession. 


d) PROVIDER shall participate in any programs including continuing education as SCION or a Payer 
may require, as well as such programs that may be required by state regulatory authorities. 


e) PROVIDER shall notify SCION within one (1) business day of his/her/its becoming aware of: (i) 
loss or limit of his/her/its DEA permit; (ii) loss or restriction of his/her/its license to provide 
health care services in any state as well as any actions taken by the state, any accrediting 
entity, or any other regulatory body that would materially impair the ability of PROVIDER to 
provide and/or arrange for health services to Beneficiaries; (iii) fine or other penalty, or loss or 
suspension of his/her/its participation in the Medicaid Programs; (iv) any adverse action by a 
governmental body, court or other forum having jurisdiction over PROVIDER; (v) occurrence of 
an Incident at his/her/its facility involving a Beneficiary and shall report such on the Incident 
Report form as provided by the applicable Payer; (vi) conviction of a felony; or (vii) receipt of any 
state or federal government inquiry regarding PROVIDER which relates in any way to 
PROVIDER’s authority or ability to perform its obligations pursuant to this Agreement. For 
Nevada programs, PROVIDER shall also provide SCION and Payer with a copy of any and all 
Code 15 Reports filed with DHCFP pursuant to Nevada law, involving any Beneficiaries. Receipt 
of the notices required by this Section shall not constitute an assumption of liability on the part 
of such Payer or SCION. 


f) PROVIDER and all health care Practitioners employed by and/or associated with PROVIDER for 
the term of this Agreement, shall meet all credentialing and re-credentialing requirements as 
may be established by SCION or a Payer, if applicable, from time to time. 


g) PROVIDER agrees and warrants that it is in compliance with all applicable local, state and 
federal laws relating to the provision of dental services, including the Federal Clinical 
Laboratory Improvement Act and other acts, as applicable. 


h) PROVIDER acknowledges SCION’s and each Payer’s obligation and right to report to and access 
the National Practitioner Data Bank as it relates to PROVIDER. PROVIDER agrees to assist 
SCION and Payers in accessing and reporting to the Data Bank, including making inquiries to 
the Data Bank on behalf of SCION and a Payer, if requested to do so by SCION or a Payer. 
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i) PROVIDER agrees to implement applicable and reasonable procedures necessary for external 
accreditation of each Payer and/or SCION by URAC or any other similar organization selected by 
such Payer and/or SCION. 


j) PROVIDER shall comply with any and all applicable state, federal and other laws and 
regulations governing contracting providers and Practitioners of health care service plans and 
relating to the subject matter of this Agreement.  


3.3. Claims. PROVIDER shall, within six (6) months of the date of service for outpatient services, or such 
other period if allowed or required by the applicable Payer plan (“Claims Submission Period”), 
submit a bill to Payer or SCION in a billing form acceptable to Payer or SCION (i.e. ADA claim form) 
along with any applicable authorization/referral documentation as instructed by SCION or other 
applicable documentary support, for all services rendered in a manner consistent with the terms of 
the Agreement. PROVIDER will also comply with SCION’s Provider Manual as furnished to 
PROVIDER and modified from time to time. SCION may from time to time furnish PROVIDER with 
PROVIDER bulletins/updates containing requirements for claims submission and payment under 
this Agreement. If PROVIDER has not billed Payer or SCION for services rendered within the Claims 
Submission Period, PROVIDER’s claim for compensation with respect to such services shall be 
deemed waived.  Payer or SCION shall pay PROVIDER for Covered Services, less applicable Co-
payments, in accordance with the terms of the relevant Attachment or Plan Addendum. PROVIDER 
agrees to accept the compensation paid by Payer or SCION as payment in full for all Covered 
Services, except for applicable Co-payments. In the event a claim for compensation is pended, 
contested or denied for any reason, PROVIDER shall resubmit such claim along with any applicable 
documentation to Payer or SCION consistent with the terms of the Agreement within the time 
period provided by applicable law after receipt by PROVIDER of notice that such claim is pended, 
contested or denied for any reason. If PROVIDER has not re-billed or re-submitted the applicable 
documentation to Payer or SCION for services rendered within such time period, PROVIDER’s claim 
for compensation with respect to such services shall be deemed waived. 


3.4. No Discrimination Against Beneficiaries; Acceptance of Beneficiaries; Protection of Beneficiaries; Compliance 
with Civil Rights Laws. 
a) PROVIDER shall observe, protect and promote the rights of Beneficiaries as patients without 


regard to race, ethnicity, religion, gender, color, national origin, age, sexual orientation, genetic 
information, place of residence, economic status, health status or health care needs, benefit 
plan or source of payment of such Beneficiaries, including individuals who have or are currently 
receiving care from PROVIDER for whom payment is being made on a self-pay basis or through 
another third-party payer program. 


b) PROVIDER may not impose any limitations on the acceptance of Beneficiaries from a product 
line of a Payer for care or treatment that it does not impose on other patients with respect to 
the same product line. PROVIDER may not request, demand, require or seek directly or 
indirectly the transfer, discharge or removal of any Beneficiary for reasons of Beneficiary’s need 
for, or utilization of, Medically Necessary Covered Services, except in accordance with the 
procedures established for such action.  


c) PROVIDER agrees to abide by the non-discrimination and affirmative action requirements of 
Executive Order 11246, title VI of the Civil Rights Act of 1964, as amended, the Vietnam Era 
Veterans Readjustment Assistance Act of 1974, Sections 503 and 504 of the Re-habilitation 
Act of 1973, as amended by the Age Discrimination Act of 1975, as amended, the 
implementing rules and regulations of the Office of Federal Contract Compliance Programs, U.S. 
Department of Labor, as found in the Code of Federal Regulations, Title 41, Chapter 60, and 
any other laws applicable to PROVIDER. 
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3.5. Charges to Beneficiaries. Each Payer shall require Beneficiaries to pay applicable Co-payments for 
certain Covered Services at the time services are rendered. In addition, Beneficiaries shall be 
financially liable to PROVIDER for Non-Covered Services or self-pay discounted services provided by 
PROVIDER pursuant to Section 3.1. PROVIDER shall indemnify and hold SCION, the applicable Payer 
and Beneficiaries harmless from any costs, including legal fees, relating to improper billing 
practices or efforts which breach the terms of this Agreement. 


3.6. Records and Reports. 
a) PROVIDER shall maintain such records and provide such medical, financial and administrative 


information to SCION as may be necessary for compliance by SCION and Payers with state and 
federal law, as well as for program management purposes. The Beneficiary’s medical record 
must substantiate the services provided. Records shall be maintained for a period of not less 
than ten (10) years from the termination of this Agreement and be retained further if records 
are under review or audit until such review or audit is complete. SCION, the applicable Payer, 
URAC, state and federal officials shall have access during Normal Business Hours, upon 
demand, to the books and medical records of PROVIDER relating to the health care services 
provided to Beneficiaries and to Co-payments received by PROVIDER from Beneficiaries and 
SCION shall have the right to copy such books and medical records, either with the written 
consent of Beneficiaries which consent as contained in the applicable Payer’s enrollment form 
is hereby deemed satisfactory by PROVIDER for such purposes, or as otherwise provided by 
applicable law. In the event appropriate state, federal or other governmental officials conduct 
an examination of the Covered Services rendered under this Agreement, PROVIDER shall 
submit any required books and records to facilitate such examination. SCION, each Payer, 
URAC, state and federal officials shall also have the right to inspect, during Normal Business 
Hours, PROVIDER’s facilities pursuant to SCION’s quality improvement and peer review 
procedures and state and federal mandated procedures. PROVIDER shall comply with any 
requirements or directives issued by Payers, URAC or government authorities as a result of such 
evaluation inspection or audit of SCION or PROVIDER. The obligations under this Section 3.6(a) 
shall survive the termination of this Agreement without regard for the cause of such 
termination. 


b) PROVIDER shall maintain a medical record for each Beneficiary in accordance with the 
requirements established by SCION, consistent with applicable state and federal laws. Medical 
records of Beneficiaries will include but not be limited to reports from referral Practitioners, 
discharge summaries, records of Emergency care received by such Beneficiary and such other 
information as SCION may reasonably request.  


c) In the event that SCION requests copies of medical records from PROVIDER for any reason 
whatsoever, including but not limited to a request from a Payer for any purpose related to 
conduct or administration of a health plan, such records shall be copied and delivered to SCION 
at PROVIDER’s expense. 


d) PROVIDER shall establish and maintain procedures and safeguards so that no information 
pertaining to Beneficiaries contained in PROVIDER’s records or obtained from the Nevada 
Office of the Insurance Commissioner, CMS or DHCFP in carrying out the terms of this 
Agreement shall be used by PROVIDER or PROVIDER’s agents, officers or employees other than 
for purposes directly connected with the administration of the Beneficiary’s Payer, or except as 
provided in Section 1106 of the Social Security Act, as amended, and the regulations 
promulgated thereunder. 


e) Dental records of Beneficiaries shall be treated as confidential so as to comply with all 
applicable state and federal laws and regulations regarding the confidentiality of patient 
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records, including without limitation, Title 45, Code of Federal Regulations, Section 250.50 and 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Where required by 
applicable law, PROVIDER will obtain specific written authorization from a Beneficiary prior to 
releasing such Beneficiary’s medical records. PROVIDER represents and warrants that 
PROVIDER will comply with the Health Insurance Portability and Accountability Act of 1996, as 
amended (HIPAA), and all rules and regulations promulgated thereunder, as a covered entity 
under such laws, including but not limited to all confidentiality and disclosure requirements and 
compliance with the business associate provisions thereto. 


3.7. Beneficiary Grievances. PROVIDER agrees to cooperate with SCION and the applicable Payer in 
resolving any Beneficiary grievances related to the provision of health services hereunder. 
PROVIDER agrees to participate in grievance procedures, as SCION and such Payer from time to 
time may establish, and comply with all final determinations rendered. 


3.8. Insurance. 
a) PROVIDER agrees to maintain in force such policies of general and professional liability 


insurance, as shall be necessary, to insure PROVIDER and their employees against any claim or 
claims for damages arising by reason of personal injuries or death occasioned, directly or 
indirectly, in connection with the performance of any service by PROVIDER or as otherwise 
required by applicable laws or regulations. The amounts, type and extent of such professional 
liability insurance coverage shall be subject to the approval of SCION. If PROVIDER is a licensed 
Practitioner or Practitioner Group, amounts shall not be less than $1,000,000 per occurrence, 
$1,000,000 per policy period or as otherwise required by applicable laws or regulations. If 
PROVIDER is other than a licensed Practitioner or Practitioner Group, amounts shall not be less 
than $1,000,000 per occurrence, $3,000,000 per policy period or as otherwise required by 
applicable laws or regulations. In addition, all PROVIDERS shall obtain and maintain general 
liability insurance in amounts no less than $1,000,000 per occurrence combined single limit or 
as otherwise required by applicable laws or regulations. PROVIDER shall immediately notify 
SCION and Payer of any material changes in insurance coverage and shall provide certificates 
of insurance to SCION and Payer upon request. SCION and PROVIDER shall each obtain 
worker’s compensation insurance to cover all of its respective employees as required by 
applicable state law. All insurance shall be placed with carriers approved by the State in which 
PROVIDER provides his/her/its services and with a rating of no less than B+ as determined by 
A.M. Best Companies. PROVIDER further agrees that SCION shall be given thirty (30) days prior 
written notice of any material changes, cancellation or termination of PROVIDER’s insurance 
policies. In the event of such cancellation and/or termination, SCION may terminate this 
Agreement effective immediately upon PROVIDER’s receipt of written notice from SCION. In the 
event PROVIDER procures a “claims made” policy as distinguished from an occurrence policy, 
PROVIDER shall procure prior to termination of such insurance, and thereafter maintain, (i) a 
replacement policy or policies, in the same coverage amounts specified above, with retroactive 
date(s) no later than the effective date of this Agreement; and/or (ii) purchase unlimited “tail” 
insurance coverage in the same coverage amounts specified herein, effective on the date of 
termination of such “claims made” policy, so that continuous general and professional liability 
insurance coverage in the above amounts is provided with no gaps in coverage, relative to the 
acts and omissions of PROVIDER in connection with this Agreement, regardless of whether a 
claim is asserted during the term of this Agreement or thereafter. PROVIDER shall provide a 
certificate of insurance for any coverage required hereunder to SCION or any Payer, upon 
request. 


b) PROVIDER agrees to notify SCION immediately whenever a Beneficiary files a claim or a notice 
of intent to commence legal action against PROVIDER. Upon request by SCION, PROVIDER 
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agrees to provide full details of the nature, circumstances and disposition of such claims to 
SCION or its legal representative. 


c) The parties agree to adhere to and be bound by the common law and statutory principles of 
indemnification and contribution as they exist in the applicable jurisdiction.  


3.9. Indemnification and Hold Harmless. PROVIDER agrees to indemnify and hold harmless SCION, Payer 
and their respective officers, directors and employees and DHCFP and CMS from any and all debts, 
claims, damages, costs, causes of action, expenses or liabilities, including reasonable attorneys’ 
fees (at trial and all appellate levels) and court costs, to the extent proximately caused by or which 
may arise out of and/or be incurred in connection with, any negligent act or omission or other 
wrongful conduct by PROVIDER or any employee or agent of PROVIDER arising from this Agreement 
and any act or matter arising from or related to any balance billing of Beneficiaries prohibited by 
this Agreement. This Section shall survive the termination of this Agreement for any reason, 
including insolvency. 


3.10. Administration. 
a) PROVIDER agrees to cooperate, participate in and comply with Payer’s or SCION’s UM/QI 


Program, including peer review and/or Practitioner or Beneficiary grievance programs, if and 
when applicable, external audit systems and administrative programs as may be established by 
SCION. PROVIDER shall comply with all final determinations rendered pursuant to the UM/QI 
Program. The UM/QI Program may include, but not be limited to, service authorizations, 
specialist referrals and provider profiling based on claim encounter data. Each party agrees to 
immediately date stamp with the date received any written complaints and to notify the other 
party within one (1) business day whenever a Beneficiary files an informal or formal complaint 
as set forth in SCION’s and the applicable Payer’s grievance procedure, as provided to 
PROVIDER by SCION from time to time, and to refer Beneficiaries who have complaints to 
Payer’s beneficiary services department. Each party shall cooperate with the other party in the 
investigation of any such complaint. 


b) PROVIDER agrees that SCION and/or Payers may use PROVIDER’s name, address and 
telephone number, type of practice, hospital affiliations, as may be applicable, and an 
indication of PROVIDER’s willingness to accept additional Beneficiaries in order to carry out the 
terms of this Agreement and in the usual course of advertising, marketing and promotion, 
including, but not limited to, Participating Provider rosters or directories. PROVIDER may use the 
name of SCION and/or Payers to indicate it is a contracting provider, subject to SCION’s written 
approval, which shall not be unnecessarily withheld. PROVIDER shall provide immediate written 
notice to SCION of any changes in such information.  


c) PROVIDER will cooperate to the fullest extent possible to allow SCION to evaluate possible 
subrogation claims and to coordinate benefits in accordance with the National Association of 
Insurance Commissioners’ (NAIC) guidelines. In the event PROVIDER provides Covered Services 
to a Beneficiary, PROVIDER, at his/her sole cost and expense, will cooperate to the fullest 
extent possible to: 


1. Determine whether the Beneficiary has dental services coverage in addition to the 
applicable Payer; 


2. Determine the Beneficiary’s primary and secondary payer, in accordance with NAIC’s 
guidelines;  


3. Secure reimbursement from primary payer; and 
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4. Report coordination of benefits (COB) revenues received to SCION in a format 
determined by SCION. 


If, under applicable industry standards for coordination of benefits, Payer is other than the 
primary carrier, and PROVIDER’S bill to primary carrier(s) was not computed on the basis 
specified in this Agreement, then any further reimbursement to PROVIDER from Payer or SCION 
will not exceed an amount which, when added to amounts charged to the primary carrier(s), 
equals the amount specified in this Agreement, less applicable co-payments and deductibles. 


d) PROVIDER agrees to assist and work with the Dental Director in implementing the UM/QI 
Program and resolving other issues related to the delivery of health services that may arise 
from time to time. 


3.11. Cooperation and Relationship with Payer. PROVIDER understands that each Payer will place certain 
obligations upon SCION regarding the quality of care received by its Beneficiaries and that Payers 
in certain instances will have the right to oversee and review the quality of care administered to 
their Beneficiaries. PROVIDER agrees to cooperate with each Payer in the review of the quality of 
care administered to its Beneficiaries. Notwithstanding any provision or anything to the contrary in 
this Agreement, the Agreement makes reference to determinations by Payer, contracts with Payer, 
policies/programs/procedures of Payer or otherwise, however the applicability of any of these 
matters involving any Payer shall be as determined at the sole and absolute discretion of SCION 
and any such reference in this Agreement shall not relieve Provider’s duties or obligations or impair 
SCION’s rights under this Agreement. 


3.12. Risk Management. PROVIDER shall participate in SCION’s and/or a Payer’s risk management 
program by allowing access to his/her respective facilities for scheduled reviews and audits. 
Additionally, PROVIDER shall notify SCION’s and/or such Payer’s risk management department in 
writing within two (2) calendar days of occurrence of any and all Incidents including, without 
limitation, the occurrence of Incidents which are: (i) required by applicable law or regulation to be 
reported to a Payer or any applicable governmental authority, or (ii) reasonably likely to result in a 
claim for damages or services. Thereafter, SCION’s and the Payer’s risk management departments 
shall coordinate all investigative efforts and, if necessary, PROVIDER shall assist in such efforts. 


3.13. Representation of PROVIDER. SCION shall represent PROVIDER in matters with each Payer pertaining 
to the provision of Covered Services under this Agreement, and this Agreement constitutes 
PROVIDER’S written consent for such representation by SCION. Such representation shall not 
constitute in any way an assumption of liability by SCION for PROVIDER’S acts or omissions. 


3.14. Equipment and Facilities Used by PROVIDER. PROVIDER agrees that all facilities, equipment, goods and 
supplies used by PROVIDER to provide Covered Services to Beneficiaries will be available, properly 
serviced and maintained, otherwise appropriate for providing any Covered Services to Beneficiaries 
pursuant to this Agreement and comply with facility standards established by SCION, Payer, URAC, 
Nevada Office of Insurance Regulation, CMS or DHCFP. In addition, PROVIDER shall assure the 
availability of appropriate ambulatory care facilities required for the provision of PROVIDER’s 
services to Beneficiaries, which shall include the availability of PROVIDER’s current facility(ies), or 
any other facility used by PROVIDER to provide Covered Services to Beneficiaries pursuant to this 
Agreement. 


3.15. Display of Name/Materials at PROVIDER Facilities. PROVIDER shall allow SCION or Payer(s) to display in 
PROVIDER’s facilities materials identifying PROVIDER as a participating provider of SCION and 
Payer. 
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Section 4 Term and Termination 
4.1. Term.  When executed by both parties, this Agreement shall become effective as of the latest date 


set forth in the signature block hereof and shall continue in effect for a period of one (1) year from 
that date. Thereafter, the Agreement shall be automatically renewed for periods of one (1) year 
unless terminated as provided below. 


4.2. Termination. 
a) This Agreement may be terminated by either party at any time by written notice given at least 


sixty (60) days in advance of such termination. This Agreement may also be terminated by 
SCION effective immediately upon written notice if PROVIDER violates Sections 3.2(a), (b), (e), 
(g), (h), (k), 3.6, 3.8, 3.10(a), 3.11, 3.12 or 5.11 hereof or if, in SCION’s reasonable opinion, 
continuation of this Agreement will negatively affect Beneficiaries’ care. SCION may also 
terminate this Agreement immediately in the event of an occurrence under Sections 3.2(e) (ii) 
through (v) and (vii) and (viii), regardless of whether notice is provided or not. Either party may 
terminate this Agreement with at least thirty (30) days prior written notice to the other party 
upon the failure of the other Party, as specifically set forth in such notice, to perform, keep or 
fulfill any covenants, undertakings, obligations or conditions set forth in this Agreement. Such 
termination will not become effective if the default is cured within the thirty (30) day notice 
period. In the event such default is not capable of being cured within that period, the party shall 
be given a reasonable time to cure so long as that party begins to cure the default within the 
thirty (30) day period. In addition, SCION may terminate PROVIDER from participation with a 
certain Payer under this Agreement with the balance of the Agreement remaining in full force 
and effect. PROVIDER may immediately terminate any Practitioner in part or whole from 
participating under this Agreement in the event such Practitioner fails to adhere to the terms 
and conditions of this Agreement or as otherwise requested by a Payer, however the 
termination of such provider from participation shall not impact the full force and effect of this 
Agreement.  


b) PROVIDER agrees that, pursuant to the underlying agreement between SCION and each Payer, 
a Payer may, with or without cause, terminate or obligate SCION to terminate PROVIDER’s 
participation on a Payer or Plan-specific basis. In such event of termination, PROVIDER 
expressly agrees to hold SCION and such Payer harmless from any liability or damage arising 
from, relating to or resulting from SCION’s compliance with its obligations under the underlying 
agreement with such Payer to terminate PROVIDER’s provision of services to such Payer’s 
Beneficiaries in connection with such underlying agreement. This provision shall survive the 
termination of this Agreement. Such termination shall have no effect on Provider’s participation 
under this Agreement. 


c) Upon termination and for a reasonable period of time thereafter, PROVIDER shall cooperate 
with SCION in making other arrangements for the health care of Beneficiaries affected by such 
termination. In the event PROVIDER is a specialty Practitioner and without diminishing any 
other duties and obligations on PROVIDER as otherwise set forth herein, once PROVIDER or any 
Practitioner associated with PROVIDER becomes unavailable to treat an Affected Beneficiary, 
whether by termination or otherwise, PROVIDER agrees to notify the Affected Beneficiary prior 
to the unavailability or termination. An Affected Beneficiary shall be a Beneficiary who has been 
under the ongoing care of the PROVIDER.  
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Section 5 Miscellaneous 


5.1. Modification of this Agreement. Subject to the provisions hereafter, this Agreement may be amended 
or modified in writing as mutually agreed upon by the parties. In addition, SCION may modify this 
Agreement upon thirty (30) days written notice to PROVIDER. Failure of PROVIDER to object to such 
modification in writing during the thirty (30) day notice period shall constitute acceptance of such 
modification. This Agreement shall automatically be amended to comply with the requirements of 
state, federal or other applicable law. SCION may also amend this Agreement by Plan Addendum. A 
Plan Addendum is an addendum to this Agreement, which may set forth the Provider Services 
and/or reimbursement for such Provider Services for any particular Payer or health plan of a Payer. 
PROVIDER will execute the Addendum or PROVIDER will not be permitted to render Provider 
Services for that Payer. 


5.2. Interpretation. The validity, enforceability and interpretation of any of the clauses of this Agreement 
shall be determined and governed by applicable law as well as applicable federal laws. In the event 
of any conflict between this Agreement and a contract entered into between SCION and a Payer or 
between a Payer and  
a) a state for prepaid Medicaid Beneficiaries,  


b) CMS for prepaid Medicare Beneficiaries, and/or 


c) any governmental entity with respect to a government health care or benefit program (the 
“Government Contracts”) for which PROVIDER is providing services, the Government Contracts 
shall govern.  


PROVIDER agrees to be subject to all requirements that may be imposed on SCION and PROVIDER 
by a Payer under the underlying agreement between such Payer and SCION. In the event of any 
conflict between this Agreement and the underlying agreement between a Payer and SCION for 
which PROVIDER is providing services, the underlying agreement shall govern. The parties agree 
that jurisdiction for any legal action regarding this Agreement shall be in the state or federal courts 
in Wisconsin. Beneficiaries shall not be third-party beneficiaries to this Agreement. All the terms 
and conditions in this Agreement have been bargained for and agreed to between the parties. Each 
party has had the opportunity for independent legal counsel and representation and this 
Agreement shall not be construed or interpreted against one party or the other notwithstanding the 
original drafter of this Agreement. 


5.3. Severability. The illegality, unenforceability or ineffectiveness of any provision of this Agreement 
shall not affect the legality, enforceability or effectiveness or any other provision of this Agreement. 


5.4. Waiver. The waiver of any breach of any term, covenant or condition of this Agreement, shall not be 
deemed a waiver of any subsequent breach of the same or any other term, covenant or condition. 


5.5. Assignment. This Agreement, being intended to secure the services of PROVIDER shall not be 
assigned, sublet, delegated or transferred by PROVIDER without the prior written consent of SCION. 
In addition, PROVIDER agrees that PROVIDER shall render services in accordance with the terms 
and conditions of this Agreement to any Beneficiaries connected with any SCION affiliated entity, 
client, subsidiary or other entity under common control or ownership with SCION or otherwise 
contracted with SCION. 


5.6. Notice. Any notice required to be given pursuant to the terms and provisions hereof shall be sent by 
certified mail, return receipt requested, postage prepaid, or by overnight mail service such as 
Federal Express, to SCION at: Scion Dental, 10201 N. Port Washington Road, Mequon, WI 53092, 
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Attn.: Chief Executive Officer; to SCION at: __________________________________________ and to 
PROVIDER at his/her/its place of business. Either party may change the address for notice by 
notifying the other party in writing of the new address. Notwithstanding the above, an amendment 
required by law, or amendments or Plan Addendum notice required by Section 5.1 of the Agreement 
and any notices related thereto may be sent via regular mail, facsimile, electronic transmission 
(i.e., email), or may be posted on SCION’s website with notice to Provider of such posting. 


5.7. Relationship of Parties. 
a) None of the provisions of this Agreement is intended to create nor shall be deemed or 


construed to create any relationship between the parties hereto other than that of independent 
entities contracting with each other hereunder solely for the purpose of effecting the provisions 
of this Agreement. None of the above nor any of their respective employees shall be construed 
to be the agent, employer or representative of the other nor will any of the above have an 
expressed or implied right of authority to assume or create any obligation or responsibility on 
behalf of or in the name of the other party. 


b) Nothing contained in this Agreement shall be construed to require PROVIDER to: (i) recommend 
any procedure or course of treatment which a PROVIDER deems professionally unacceptable; 
or (ii) recommend that SCION or a Payer deny benefits for any procedure or course of 
treatment. 


c) SCION agrees that it shall not intervene in any way or manner with the rendition of dental 
services by PROVIDER, it being understood and agreed that the traditional relationship between 
Practitioner and patients will be maintained. Thus, PROVIDER agrees that denial of 
authorization by SCION or a Payer for a particular course of dental treatment shall not relieve 
PROVIDER from providing or recommending such care to Beneficiaries as they deem to be 
appropriate nor shall such benefit determination be considered to be a medical determination 
by SCION or Payer. PROVIDER agrees to inform Beneficiaries of their right to appeal an adverse 
utilization review or coverage determination pursuant to SCION’s and the applicable Payer’s 
grievance procedures. 


d) Nothing in this Agreement shall be construed to require SCION or any Payer to assign any 
minimum or maximum number of Beneficiaries to PROVIDER or to prohibit SCION or such Payer 
from adding or transferring Beneficiaries. 


5.8. Nothing herein shall be construed as authorizing or permitting PROVIDER to abandon any 
Beneficiary. 


5.9. Headings.  The headings in this Agreement are inserted merely for the purpose of convenience and 
do not limit, define or extend the specific terms so designated. 


5.10. Agreements with Employees and Independent Contractors. Notwithstanding any interpretation of this 
Agreement to the contrary, PROVIDER agrees that all of the provisions of this Agreement, unless 
clearly inapplicable, shall apply with equal force to PROVIDER’s employees or independent 
contractors and PROVIDER agrees to assure such compliance. PROVIDER agrees, and shall require 
its employees and independent contractors who are providing Provider Services to Beneficiaries to 
agree that in the event of any inconsistency, omission or misinterpretation in the contract entered 
into by PROVIDER and the employee or independent contractor, the terms of this Agreement shall 
control, notwithstanding any review and/or approval of those agreements by SCION. At SCION’s 
request, PROVIDER shall provide SCION with copies of all forms of agreements entered into to 
render services to each Payer’s Beneficiaries pursuant to this Agreement. 


5.11. PROVIDER Subcontracts and Professional Corporations or Partnerships. Notwithstanding any 
interpretation of this Agreement to the contrary, PROVIDER shall require that all of the provisions of 
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this Agreement, unless clearly inapplicable, shall be incorporated in its subcontracts and agrees to 
require such compliance. PROVIDER agrees, and shall require its Practitioners to agree, that in the 
event of any inconsistency, between the terms and conditions of a subcontract and the terms and 
conditions of this Agreement, the terms and conditions of this Agreement shall control, 
notwithstanding any review and/or approval of those contracts by SCION. In the event that SCION 
has hereby entered into or if PROVIDER enters into a subcontract with a provider that is a 
professional corporation, professional association or partnership rather than an individual 
Practitioner, PROVIDER shall require by written provision in such subcontracts that all of the terms 
set forth herein applicable to PROVIDER shall also apply with equal force to both the professional 
corporation, professional association or partnership and the Practitioners associated with such 
entity. Any Practitioner by performing services under this Agreement agrees to be bound to all the 
provisions of this Agreement. All the individual Practitioners providing services through PROVIDER 
hereunder, are set forth on the Provider Information Form provided to PROVIDER, which shall be 
updated by PROVIDER as changes occur and as Practitioners are added or deleted. 


5.12. Confidential and Proprietary Information. PROVIDER recognizes that this Agreement and all material 
provided to PROVIDER by SCION or a Payer, including Beneficiary lists, is confidential and not the 
property of PROVIDER. PROVIDER shall not use such information for any purpose other than to 
accomplish the purposes of this Agreement. PROVIDER shall not disclose or release this 
Agreement or such material to any third-party without the prior written consent of SCION or the 
applicable Payer. This specifically includes, but is not limited to, use of any of the above-referenced 
materials, directly or indirectly, to further the business purposes of any other organization or 
business including, but not limited to, PROVIDER, Payer’s or other alternative health care delivery 
systems or other entities in the business of SCION or such Payer. Upon notice of the termination of 
this Agreement, PROVIDER agrees to return all such materials, including all copies, whether 
authorized or not, to SCION. For purposes of this Section, information shall not be considered 
proprietary if (i) such information is required to be disclosed pursuant to law, provided, however, 
that SCION and the applicable Payer are provided reasonable advance notice of such disclosure, or 
(ii) such information is generally available to the public other than through a violation of this 
Section by PROVIDER. This provision shall survive the termination or expiration of any term or 
provision of this Agreement. In addition, PROVIDER shall not solicit Beneficiaries, directly or 
indirectly, to enroll in any other insurance or health coverage or alternative health care delivery 
system other than the one such Beneficiaries are currently enrolled in. “Solicitation” or “soliciting”, 
as used herein, shall mean conduct by an officer, director, agent, or employee of PROVIDER during 
the term of this Agreement and for a period of one (1) year after the effective date of termination of 
this Agreement, which may be reasonably interpreted as designed to persuade Beneficiaries, 
employer groups, employees or Practitioners to discontinue their relationship with SCION and/or 
such Payer or to continue to receive health care services from PROVIDER, other than as a 
Beneficiary of such Payer, or to encourage Beneficiaries, employer groups, employees or 
Practitioners to participate in any other prepaid health service plan. This provision shall survive the 
termination or expiration of any term or provision of this Agreement with respect to such Payer for 
a period of one (1) year from the effective date of termination except where such termination 
occurred following an event permitting SCION to terminate such Payer under the agreement 
between SCION and such Payer. The parties agree that any violation of this Section by PROVIDER 
will result in irreparable injury to SCION and Payer. Therefore, in addition to any remedies 
otherwise available to SCION and such Payer and notwithstanding Section 5.12 below, SCION and 
such Payer are hereby entitled to an injunction enjoining and restraining PROVIDER and any 
related individuals or parties from violating this Section. If it is determined that the scope of the 
provisions of this Section are too extensive to be enforceable by court, then they shall be modified 
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to be whatever is determined by a court to be reasonable in order to obtain enforcement and the 
parties agree to accept such determination subject to any appeals. 


5.13. Arbitration. Except for the remedies as provided in Section 5.10, any dispute, controversy, request for 
an accounting, disagreement over payment, allegation of breach, or claim arising out of, or relating 
to, this Agreement that cannot be settled through direct discussions shall be settled by arbitration 
administered by the American Arbitration Association (AAA) in accordance with its Commercial 
Arbitration Rules, except those parts that are different from this Agreement, in which case the 
Agreement shall govern. Any order, judgment or decision of the arbitrator may be entered in a court 
of competent jurisdiction. The cost of any arbitration shall be borne equally by the parties and the 
parties shall each bear their respective attorneys’ and related fees. The arbitrator shall be selected 
using the following roster process: The AAA administrator will provide each party with a list of ten 
proposed arbitrators who are generally familiar with the subject matter involved in the dispute. 
Each side will be given ten days to strike any names deemed unacceptable, number the remaining 
names in order of preference, and return the list to the AAA. Within a week of receipt of both 
parties’ list, the AAA will invite an arbitrator to serve from among those names remaining on the 
list, in the designated order of mutual preference. Notwithstanding the rules of the AAA or any 
provision in this Agreement, the arbitrator shall not be permitted to decide any matters involving 
other persons not a specific party to this specific Agreement.  Pre-hearing discovery will be limited 
to only an exchange of relevant documents and no more than four four-hour depositions by each 
party.  The arbitrator shall resolve any discovery disputes, recognizing the parties’ mutual desire for 
a prompt resolution of the underlying issue. The site of arbitration hearing shall be at the corporate 
offices of SCION in Mequon, Wisconsin as applicable. The arbitration hearing shall start and 
conclude on consecutive hearing days. The arbitrator will have no authority to award punitive 
damages or any other damages not measured by the prevailing party’s actual damages, and may 
not, in any event, make any ruling, finding, or award that does not conform to the terms and 
conditions of the Agreement. The arbitration decision shall be in writing and shall specify the 
factual and legal bases for the decision. Neither party nor the arbitrator may disclose the 
existence, content, or results of any arbitration or documents or testimony given as part of any 
arbitration without the prior written consent of both parties. This section is a material provision that 
has been bargained for and agreed to specifically by the parties and this Section shall survive the 
termination of this Agreement for any reason, including insolvency by SCION.    


5.14. Class Action. PROVIDER may not at any time, under any circumstance, permit PROVIDER to be 
included as a member of a class for any purpose including requesting an accounting of any Pool, 
compensation or compensation methodology used by SCION and/or pursuing a claim for damages 
resulting from a breach of this Agreement by SCION. This is a material provision that has been 
bargained for and agreed to specifically by the parties. This Section shall survive the termination of 
this Agreement for any reason, including insolvency by SCION.    


5.15. Entire Agreement.  This Agreement (including all Attachments or Addenda annexed hereto and 
incorporated material referenced herein) contains all the terms and conditions agreed upon by the 
parties and supersedes all other agreements of the parties, oral or otherwise, regarding the subject 
matter hereof.  


 


Signature page follows. 
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Section 6 Signatures | Provider Services Agreement 


IN WITNESS WHEREOF, this Agreement is executed as of this _   __ day of ___________
 


, 2011. 


Scion Dental of Nevada, LLC PROVIDER 


 
    
Signature  Signature 


 
Monica Y. Clement 
Name  Print Name 


   


 
Director of Provider Services 
Title  Title 


   


    
Date  Provider NPI 


 


Myclement@ScionDental.com 
Email Address  Date  


   


 
ProviderServices@ScionDental.com 
Office Contact Email Address  Business entity name as listed on W-9  


   


 
877-378-5296 
Provider Services Telephone Number  office email 
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SCION DENTAL OF NEVADA, LLC            
Amendment and Plan Addendum to Provider 


Services Agreement 


This Amendment and Plan Addendum (“Amendment and Plan Addendum”) is entered into by and between 
Scion Dental of NEVADA, LLC (“SCION”) and %PROVIDER_BUSINESS_NAME%


WHEREAS the parties have entered into a Provider Services Agreement (the “Agreement”). 


 “PROVIDER”). 


IT IS MUTUALLY AGREED: 


6.1. As set forth in the Agreement, this Amendment and Plan Addendum is incorporated and made part of the 
Agreement to include the following: 


PLAN CONTRACT:  AMERIGROUP Nevada, Inc. (“AMERIGROUP” and also referred to as “Payer” and 
defined in Section 1.12 of the Agreement) – are certain of those Medicaid Beneficiaries enrolled in 
Payer’s Plan for whom SCION has an Agreement to provide Covered Services in the State of 
Nevada,,  


PRODUCT TYPES:  HMO (Medicaid) 


COVERED SERVICES: Those dental services to which Beneficiaries are entitled under the terms of the 
applicable Benefit Contract as determined by Payer. PROVIDER will comply with SCION’s utilization 
management and quality improvement program. 


6.2. With respect to Covered Services rendered to Beneficiaries under this PLAN CONTRACT, PROVIDER shall 
render services in a manner consistent with the terms of this Agreement and according to the rate set 
forth in Attachment A attached hereto and made a part hereof (together with Attachment B and Exhibit 1).  


6.3. In the event PROVIDER shall have contracted with SCION under this Amendment and Plan Addendum and 
also directly with Payer for subject business covered by this Amendment and Plan Addendum, this 
Amendment and Plan Addendum shall be effective and supersede any such contract between PROVIDER 
and Payer for subject business covered by this Amendment and Plan Addendum.   


6.4. SCION may not modify this Agreement in any way that would adversely affect AMERIGROUP’s rights 
hereunder without the written consent of AMERIGROUP. 


6.5. The parties agree that AMERIGROUP is a third party beneficiary of this Agreement.  Neither party to this 
Agreement shall dispute AMERIGROUP’s standing to enforce its interests in SCION’s or PROVIDER’s 
performance of this Agreement. 


6.6. In the event of non renewal or termination of the AMERIGROUP Participating Provider Network Agreement 
by and between SCION and AMERIGROUP (“AMERIGROUP Agreement”); or as otherwise agreed to by 
AMERIGROUP and SCION, PROVIDER agrees to immediately enter into a Provider Services Agreement with 
AMERIGROUP which is substantially the same as this Agreement, at which point PROVIDER will have 
separate, but substantially similar agreements with SCION and AMERIGROUP. 
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6.7. Either party can terminate this Amendment and Plan Addendum upon sixty (60) days written notice to the 
other party in advance of such termination. The termination of this Amendment and Plan Addendum shall 
not otherwise terminate the Agreement unless specifically set forth in any notice. 


6.8. The effective date of the Amendment and Plan Addendum shall be %CONTRACT_MONTH_NAME% 
%CONTRACT_DAY_OF_MONTH%, %CONTRACT_YEAR%


6.9. Capitalized terms not otherwise defined herein are defined as set forth in the Agreement. 


. 


6.10. It is the intent of the parties that this Amendment and Plan Addendum be incorporated into the Agreement 
and that both be read as one agreement.  To the extent that the terms of this Amendment and Plan 
Addendum and the terms of the Agreement are inconsistent, the terms of this Amendment and Plan 
Addendum shall supersede and control the terms of the Agreement and any prior amendments. 


Signature page follows. 
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Signatures | Addendum 


IN WITNESS WHEREOF, this Agreement is executed as of this _   __ day of ___________
 


, 2011. 


Scion Dental of Nevada, LLC PROVIDER 


 
    
Signature  Signature 


 
Monica Y. Clement 
Name  Print Name 


   


 
Director of Provider Services 
Title  Title 


   


    
Date  Provider NPI 


 


Myclement@ScionDental.com 
Email Address  Date  


   


 
ProviderServices@ScionDental.com 
Office Contact Email Address  Business entity name as listed on W-9  


   


 
877-378-5296 
Provider Services Telephone Number  office email 
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Attachment A | Amendment and Plan Addendum 
Compensation  


1.  General.  Except as otherwise allowed by this Agreement, SCION shall reimburse provider according to 
the fees listed in Exhibit 1 to this Amendment and Plan Addendum and adjusted for timely filing as provided 
for in Attachment B.  At anytime during the term of this Amendment and Plan Addendum, SCION may, at its 
sole and absolute discretion and without prior notice to provider, elect to create a Pool at the beginning of 
any month in lieu of reimbursing PROVIDER according to the fees listed in Exhibit 1to this Amendment and 
Plan Addendum.   In the event SCION elects to create a Pool, for each Pool, SCION will compensate 
PROVIDER for performing a Covered Service to a Beneficiary under the Benefit Contract creating such Pool 
by paying PROVIDER the Amount Payable for such Covered Service from the Distributable Cash in such 
Pool, subject to SCION’s claims authorization and payment requirements. The amount payable to 
PROVIDER from a Pool for the same service may differ from month to month and may be lower than the 
fees listed in Exhibit 1 to this Amendment and Plan Addendum.  Pool reimbursement is illustrated in 
Attachment C.  SCION will make any payments due to PROVIDER two times each month for all Amounts 
Payable for unpaid claims submitted prior to a date determined by SCION that is prior to the date each 
such payment is processed.  Notwithstanding any other provision of this Amendment and Plan Addendum, 
SCION shall have no obligation to compensate a PROVIDER for any such Covered Service if the Payer 
under the Benefit Contract has not provided funding for such Pool or if, for any other reason, such Pool has 
no Distributable Cash. 


2.  Adjustments.  For each Pool in any calendar year, SCION may, in its sole and absolute discretion and 
without any obligation to do so, make an annual reallocation adjustment (addition or subtraction) to each 
Participating Pool Provider.  Such reallocation adjustment for a Pool may result (or approximate with 
reasonable accuracy) in each Participating Pool Provider receiving equal Amounts Payable for each or 
certain types of Covered Service rendered to Beneficiaries under the Benefit Contract creating such Pool.  
SCION shall have the right to (a) set off such amounts as are reasonably necessary to implement such 
reallocation adjustment from future Amounts Payable to any Participating Pool Providers who receive a 
reduction pursuant to the reallocation adjustment or (b) directly recover such reallocation adjustment from 
such Participating Pool Providers (with each Participating Pool Provider paying such adjustment amount 
within 30 days of SCION's notice). 


SCION will make payments to those Participating Pool Providers who are subject to a positive reallocation 
adjustment as payments are recovered from other Participating Pool Providers without any disagreement. 


3.  Remaining Balance.  If there is a Pool Cash Balance in any Pool at a time when SCION reasonably 
concludes that no additional claims for Covered Services will be submitted by any provider, SCION shall 
pay PROVIDER a percentage of such Pool Cash Balance determined by dividing (a) PROVIDER's aggregate 
Amounts Payable from such Pool by (b) the aggregate Amounts Payable to all Participating Pool Providers 
from such Pool. 


4.  Payment in Full.  PROVIDER shall accept the compensation determined under this Amendment and Plan 
Addendum for any Covered Service as payment in full for such Covered Service and further acknowledges 
and agrees that PROVIDER may not receive the same compensation for the same services at all times 
under this arrangement. 
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5.  Acknowledgment.  PROVIDER acknowledges and agrees that: (a) this Amendment and Plan Addendum 
and all Attachments/Exhibits thereto have been bargained for at arm's-length between the parties and 
represents a material inducement for SCION to enter into this arrangement; and (b) any and all provisions 
of this Amendment and Plan Addendum, including, without limitation, the differences in payments that 
may result based on the timeliness of claims submissions by providers and the date of service, are a 
material part of the compensation model agreed to between the parties and necessary to establish a 
system of administration of claims and compensation for such claims which is intended to attain a level of 
consistency in payment amounts acceptable to all providers participating under such compensation 
model, however no level of compensation can be assured by SCION hereunder.  


Apart from the compensation model which is explained hereunder and the compensation thereto, the 
compensation model set forth in this Attachment A, Attachment B and Exhibit 1 provides for SCION to make 
certain measurements, calculations, estimates, assumptions and other decisions. In all such cases, such 
measurements, calculations, estimates, assumptions and other decisions made by SCION shall be at the 
sole and absolute discretion of SCION and PROVIDER acknowledges and agrees to accept the same as 
final and conclusive. 


6.  Definitions.  In addition to the capitalized terms defined elsewhere in the Agreement, the capitalized 
terms shall have the meanings set forth on Attachment B attached hereto and made a part hereof. 
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Attachment B | Amendment and Plan Addendum 
Definitions 


In addition to the capitalized terms defined elsewhere in the Agreement, the following capitalized terms shall 
have the following meanings: 


6.11. Adjusted Service Value for any Covered Service means  
a) the fee provided for such Covered Service on Exhibit 1 attached hereto and made a part hereof 


multiplied by  


b) one of the following factors: (i) 1.00 if the claim for the Covered Service was received by SCION 
within 90 days of the date on which PROVIDER performed the Covered Service; (ii) 0.50 if the 
claim for the Covered Service was received by SCION more than 90 days after but within six 
months of the date on which PROVIDER performed the Covered Service; or (iii) 0.00 if the claim 
for the Covered Service was received by SCION more than six months after the date on which 
PROVIDER performed the Covered Service. 


6.12. Amount Payable for any Covered Service means the amount determined by the difference of 
a) the Total Compensation Amount for such Covered Service and  


b) PROVIDER's total available reimbursement from patient copayments, coinsurance, deductibles 
and primary insurance payments, if applicable, for such Covered Service (regardless of whether 
or not such payments are actually collected by PROVIDER). 


6.13. Distributable Cash for any Pool at any time means the Pool Cash Balance at the time of 
measurement minus: 
a)  Claims payable (processed but not yet paid) for all Covered Services rendered by Out-of-


Network Providers to Beneficiaries under the Benefit Contract creating such Pool; 


b) Claims payable (processed but not yet paid) for all Covered Services rendered by Non-Pool 
Participating Providers to Beneficiaries under the Benefit Contract creating such Pool; 


c) SCION's estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities as of the last day of such month for Covered Services rendered by Out-of-Network 
Providers to Beneficiaries under the Benefit Contract creating such Pool; 


d) SCION’s estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities as of the last day of such month for Covered Services rendered by Non-Pool 
Participating Providers to Beneficiaries under the Benefit Contract creating such Pool; 


e) Claims payable (received but not yet paid) for Covered Services rendered by Participating Pool 
Providers to Beneficiaries under the Benefit Contract creating such Pool as of the last day of 
the month prior to the month in which the measurement occurs; 


f)  SCION’s estimate, as of the time of measurement, of incurred but not yet reported claim 
liabilities for Covered Services rendered by Participating Pool Providers to Beneficiaries under 
the Benefit Contract creating such Pool as of the last day of the month prior to the month in 
which the measurement occurs. 
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6.14. Monthly Percentage for any Pool for any month means the percentage determined by SCION during 
such month by dividing (i) the Distributable Cash calculated by SCION for such month by (ii) 
SCION's estimate of the total Amounts Payable for all Covered Services to be provided during such 
month by all Participating Pool Providers to Beneficiaries under the Benefit Contract creating such 
Pool; provided, however, that in no event shall the Monthly Percentage for any Pool exceed 110%. 


6.15. Non-Pool Participating Provider for any Pool means all Participating Providers who receive 
compensation for Covered Services to Beneficiaries under the Benefit Contract creating such Pool 
by any method other than the method set forth on Attachment A, including, without limitation, by the 
other methods of guaranteed fee arrangements, member or other capitation payments, and case 
fees per episode of care. 


6.16. Out-of-Network Providers for any Pool means all providers of Covered Services to Beneficiaries under 
the Benefit Contract creating such Pool who are not subject to contractual arrangements with 
SCION related to their compensation from such Pool. 


6.17. Participating Pool Providers for any Pool means all Participating Providers, including, without 
limitation, PROVIDER, who receive compensation for Covered Services rendered to Beneficiaries 
under the Benefit Contract creating such Pool determined in accordance with Attachment A. 


6.18. Pool means the reimbursement pool managed by SCION for a Benefit Contract as determined by 
SCION.  A pool will consist of deposits into the Pool in an amount determined by multiplying the 
Pool Allotment Percentage by the amount that SCION receives from the Payer in connection with 
such Benefit Contract, after first deducting a contract management fee equal to $0.45 per covered 
member per month. SCION will retain as compensation for any and all SCION's services, and 
PROVIDER shall have no right to or claim against and waives any rights or claims to, the remainder 
of such amounts received from the Payer over the Pool amounts.   


6.19. Pool Allotment Percentage for any Pool means the percentage of the aggregate payments that SCION 
receives from a Payer in connection with a Benefit Contract, after first deducting the contract 
management fee, and that will be deposited in the Pool for such Benefit Contract as determined, 
from time to time, by negotiation between SCION and such Payer, or SCION.  PROVIDER 
acknowledges and agrees that SCION and such Payer, or SCION, may change the Pool Allotment 
Percentage from time to time effective upon notice to PROVIDER. SCION shall notify PROVIDER of 
the Pool Allotment Percentage for each Benefit Contract upon determination of such Pool 
Allotment Percentage. The initial Pool Allotment Percentage shall be 95%. 


6.20.  The Pool Cash Balance for any Pool at any time means  
a) actual cash in the Pool at such time minus  


b) the aggregate cost through such time of any performance bond or letter of credit required to 
secure SCION's performance under its contracts. 


6.21. Service Month for any Covered Service means the month in which such Covered Service was 
performed. 


6.22. Total Compensation Amount for any Covered Service rendered to a Beneficiary under a Benefit 
Contract creating a Pool means (i) the Adjusted Service Value for such Covered Service multiplied 
by (ii) such Pool's Monthly Percentage for the Service Month for such Covered Service. 
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Nevada Medicaid MCO Services RFP #1988 VII-603 
November 15, 2012 


Voiance Language Services, LLC 
Over‐the‐Phone Interpretation in over 200 languages, and multimedia translation services 
5.1.1 
Company name:  Voiance Language Services, LLC 
Ownership (sole proprietor, 
partnership, etc.): 


Private company. Wholly owned subsidiary of CyraCom 
International, Inc. 


State of incorporation:  Arizona 
Date of incorporation:  March 23, 2010 


# of years in business: 
15 years 
Parent: CyraCom International, Inc.  
Subsidiaries: Voiance Language Services, LLC; CyraCom, LLC 


List of top officers: 
 Jeremy Woan, Chairman 
and CEO 


 Susan Sweeney, CFO 
 Todd Torman, VP, Sales 


Location of company 
headquarters: 


5780 N. Swan Rd. 
Tucson, AZ 85718 


Location(s) of the company 
offices: 
Location(s) of the office that will 
provide the services described in 
this RFP: 


5780 North Swan Rd. 
Tucson, AZ 85718 
 
Tucson Contact Center 
2801 E. Elvira Rd. 
Tucson, AZ 85718 


Phoenix Contact Center 
14415 S. 50th St. 
Phoenix, AZ 
Las Cruces Contact Center 
2303 Divot Dr. 
Las Cruces, NM 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


0 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


7 


Location(s) from which 
employees will be assigned for 
this project: 


7251 W. Lake Mead Blvd., Ste. 104 


Las Vegas, NV 89128 


5.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded vendor, 
unless specifically exempted by NRS 80.015. 


Voiance understands it must register as appropriate with the State of Nevada Secretary of State’s 
Office. 


5.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information regarding 
the Nevada Business License can be located at http://sos.state.nv.us.  


Is “Legal Entity Name” the same name as vendor is doing business as? 


If “No”, provide explanation. 
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Nevada Medicaid MCO Services RFP #1988 VII-604 
November 15, 2012 


Voiance Language Services, LLC 
Over‐the‐Phone Interpretation in over 200 languages, and multimedia translation services 
State of Nevada License: NV20091196291 
Yes, the legal entity name is the same as the name under which Voiance is doing business. 


5.1.4 Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall be 
proactive in verification of these requirements prior to proposal submittal. Proposals that do not 
contain the requisite licensure may be deemed non‐responsive. 


Voiance understands this requirement. Please see Appendix 5.1.4 for a copy of Voiance’s required 
license. 


5.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?  


If “Yes”, complete the following for each State agency for whom the work was performed. Table can be 
duplicated for each contract being identified.  


A. Name of State Agency? 


B.  State Agency Contact name? Date when services were performed?  


C.  Type of Duties Performed?  


D. Total Dollar Value of the contract? 


No 


5.1.6 Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions?  


No 


5.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform or 
fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. Does any of 
the above apply to your company? If “Yes”, please provide the following information. Table can be 
duplicated for each issue being identified. Please answer regarding:  


A. Date of Alleged Contract failure or breach?                


B. Description of failure or breach or litigation including the products or services involved?   


C. Amount in Controversy?       


D. Resolution or current status of dispute?                         


E. Has the matter involved a court case?                               


F. Status of litigation? 


None 


5.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 1988. Does your organization currently have or will your organization be able to provide the 
insurance requirements as specified in Attachment E. [See table on page 180.] Any exceptions to the 
insurance requirements must be identified on Attachment B, Technical Proposal Certification of 
Compliance with Terms and Conditions of RFP. In order for any exceptions to the insurance 
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Voiance Language Services, LLC 
Over‐the‐Phone Interpretation in over 200 languages, and multimedia translation services 
requirements to be considered they must be documented in detail in Attachment B. The State will not 
accept additional exceptions and/or assumptions if submitted after the proposal submission. Upon 
contract award, the successful vendor must provide the Certificate of Insurance identifying the 
coverages as specified in Attachment E, Insurance Schedule for RFP 1988. 


Yes, Voiance complies and possesses the required insurance as stipulated in Attachment E. 


5.1.9 Company background/ history and why vendor is qualified to provide the services described in 
this RFP. Limit response to no more than five (5) pages.


5.1.9.1 Corporate Background 


A. Provide a general description of the primary business of your organization and its client base. 
Include the length of time vendor has been providing services described in this RFP to the public and/or 
private sector. 


CyraCom International, Inc. is the parent company of Voiance Language Services, LLC and CyraCom, LLC 
with operations managed at the parent company level. Voiance provides a suite of language services 
solutions including telephone interpretation, translation and localization, on‐site interpretation, and 
video interpreting services. Voiance meticulously screens and assesses its US‐based interpreters before 
delivery of interpretation services. Voiance’s dedicated team of QA Specialists regularly monitors 
interpreters to ensure accurate interpretation, professional conduct, and customer service skills. 


Voiance’s US‐based contact centers use the best‐in‐design, layout, and technology infrastructure 
enabling it to control its service levels and deliver quality interpretation services to clients. 


Voiance Language Services provides a portfolio of language services solutions including 24/7 over‐the‐
phone interpretation in more than 200 languages, multimedia translation services, and language 
assessment services. The company is governed by its parent, CyraCom International, Inc. which has 
been providing language services for more than 15 years. With ISO 9001:2008 certified processes, 
onshore contact centers, and advanced telecommunications infrastructure, the company delivers high 
quality language services to its clients in the areas of healthcare, insurance, government, financial 
services, and general business. 


B. Provide a brief history and current company ownership including the ultimate parent organization 
and major shareholders/principals. 


CyraCom International, Inc. is the parent company of Voiance Language Services, LLC and CyraCom, LLC 
with operations managed at the parent company level. CyraCom International formed in 1995 under 
the name Kevmark Industries. In that same year, Kevmark patented the first dual‐handset telephone, 
revolutionizing the language services and teleservices industries. In 1998, Kevmark changed its name to 
CyraCom International. The company operates as a private corporation with private shareholder 
ownership. 


C. Is your firm a resident of Nevada or a resident of another state? If so, please list the state of 
residence. Does your resident state apply a preference, which is not afforded to bidders or vendors 
who are residents in the state of Nevada? This information may be utilized in determining whether an 
inverse preference applies pursuant to Nevada Revised Statutes. 


Voiance stipulates that Arizona does not provide a preference. 
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Voiance Language Services, LLC 
Over‐the‐Phone Interpretation in over 200 languages, and multimedia translation services 


D. The location of disaster recovery back‐up site. 


Denver, CO 


E. The name, address and telephone number of the Vendor’s point of contact for a contract resulting 
from this RFP. 


Steven Cook, Manager, Business Development 


Voiance Language Services 


5780 N. Swan Rd. 


Tucson, AZ 85718 


(866) 742‐9080 ext. 1776 


(520) 745‐9022 fax 


F. The size of organization in assets, revenue and people. 


Revenue: $40 million 


Employees: More than 800 


G. The organizational chart of your senior management by function including key personnel. 


See Voiance Attachment 5.1.9.1 for Voiance’s organizational chart. 


H. The areas of specialization. 


Provision of language interpretation and translation services. 


I. The company’s main product/service lines and annual revenues for each product/service line in 2010 
and 2011. 


 Over‐the‐phone interpretation (OPI) 
 Document translation (DT) 


 Video remote interpretation (VRI) 


 On‐site interpretation 
 Language proficiency and interpreter skills assessment 


J. The corporate philosophy and mission statement. 


Voiance’s definition of a mutually successful partnership is one where the vendor meets or exceeds 
performance criteria that directly impact the quality of care provided to the member or customer. 
Voiance’s philosophy operates from the fundamental premise that a genuine partnership with 
Amerigroup Nevada is one that provides the necessary tools to ensure Voiance is meeting service 
quality and customer support goals. 


K. A description of any plans for future growth and development of your organization. 


Voiance monitors its clients' demand for language services access daily to ensure the availability of 
quick and efficient access. Its operational and workforce management efforts afford it the opportunity 
to analyze current trends and anticipate future market trends on state, regional, and national levels. In 
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Voiance Language Services, LLC 
Over‐the‐Phone Interpretation in over 200 languages, and multimedia translation services 
addition, Voiance’s client partnerships afford the opportunity to understand clients’ challenges, and 
either proposes an immediate solution or collectively develops a new project scope of work for future 
beta testing and implementation. 


L Please identify any recent market expansion and/or business line addition by your organization. 
Describe the implementation approach and methodology you employed for the market expansion 
and/or additional business line identified. For example, what kind of planning and project management 
techniques, what resources and organization, etc.? 


Voiance manages its ongoing relationships with current clients to support their anticipated expansion 
into new or existing markets. It plans such expansions well in advance to understand the required 
market demographics and the client's service operations that will support the expansion. A market 
expansion typically commences nine or more months in advance, and includes monthly and quarterly 
planning discussions to ensure clarity of language service demands and the deployment of appropriate 
resources to set up, test, and implement the required service access. 


5.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


15 years. Voiance Language Services, a subsidiary of CyraCom International, provides 24/7 over‐the‐
phone interpretation in more than 200 languages, and multimedia translation services. With ISO 
9001:2008 certified processes, onshore contact centers, and advanced telecommunications 
infrastructure, Voiance delivers high quality language services to its clients. 


5.1.10.1 Experience 


A. Explain in detail the experience your organization has in providing the services requested in this RFP, 
including specific experience with the following: 


1. Managing a network of Medicaid Providers; 


Not applicable 


2. Managed care programs for Medicaid recipients; 


Not applicable 


3.Administering Medicaid utilization and case management programs; 


Not applicable 


4. Medicaid claims processing and adjudication 


Not applicable 


5. Project management; and 


 Not applicable 
6. Qualifications of key personnel. 


Not applicable 


B. Describe your experience with performance incentives based on targeted health outcome standards. 
In addition, identify specific performance measures that would provide the most meaningful measure 
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of health care service delivery performance. 


Not applicable 


C. Describe where you have invested in the improvement of services, treatment protocols, and 
development of best practices. 


 Not applicable 
D. Describe the experience your organization has had working with state government and/or 
experience in specifically related services.  


Voiance has many years’ experience supporting state governments and clients responsible for 
supporting health, Medicaid/Medicare, social service, and behavioral health‐related programs. 


Voiance’s business operations and account management teams are familiar with the business and 
service operations of such organizations, along with the regulatory and reporting requirements that 
support them. Most state governments operate under a master agreement that governs general 
service delivery, with separate departments managing their own service programs that often require 
different vendor access methods or market implementations. 


E. Provide the names, resumes, and any additional pertinent information regarding key personnel 
responsible for performance of any contract resulting from this RFP. In addition, specify the specific 
responsibilities of each of these individuals in relation to the requirements set forth herein. This 
information must be included in vendor’s technical response to the RFP. 


See Voiance Attachment 5.1.10.1. for resumes. 


F. Provide the names of any additional full‐time staff and project supervisors with contract 
responsibilities in the following area:  


1. Information Systems 


2. Utilization/Case Management 


3. Claims Payment 


4. Quality Improvement and Reporting (i.e. HEDIS, CMS) 


5. Health education 


6. Data / coding 


7. Contract negotiations, Network recruiters 


8. Encounter data 


9. Other staff as needed 


1. Alex Montanez, Manager Information Systems 


2. Not Applicable  


3. Not Applicable  


4. Stephen Gerhart, Manager of Interpretation Quality and Development 


5. Not applicable 


6. Not applicable 
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7. Not applicable 


8. Not applicable 


9. Best Ihegborow, Director of Interpreter Center Management 


G. Provide copies of any current licenses or certifications, including your license to operate as an HMO 
in Nevada.  


Not applicable to this service 


H. List any bilingual staff, the area to which they are assigned and the languages spoken. 


Voiance’s contact centers and interpreter network consist of more than 1,650 interpreters that service 
more than 200 languages and dialects. 


I. List any associations or organizations to which the organization belongs. 


 American Hospital Association 


 National Council On Interpreting in Healthcare 
 American Teleservices Association 


 American Translators Association; Institute For Diversity 


5.1.11 Plan of Operation: The following are items that will facilitate the evaluation of the Vendor’s 
ability to provide the different components required for the operation of a DHCFP contracted HMO. In 
each response, a comprehensive description detailing how the requirement will be implemented and 
maintained must be provided. In addition, descriptions of services which the Vendor believes may be 
beneficial in implementing and/or maintaining this program shall be included. 


5.1.11.1 Medical Services 


A. Describe how you will determine the need to provide services beyond those required in Section 
4.2.2, Vendor Covered Services. 


Not applicable 


B. Describe the guidelines and procedures you will use to determine the medical necessity of service 
authorization requests. Include your process for medical review of claims. 


Not applicable 


C. Do you have a process for monitoring and evaluating these guidelines and procedures? If so, please 
explain. 


Not applicable 


D. Describe your procedure for providing, monitoring and coordinating out‐of‐network services to 
enrolled recipients. 


Not applicable 


E. Describe the role and responsibilities of your case managers. 


Not applicable 
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F. Describe your plan to coordinate and communicate with DHCFP’s DO care coordination staff on 
behalf of high risk pregnant women. 


Not applicable 


G. Describe the policies and procedures you have in place to assess enrollees identified as Children 
with Special Health Care Needs (CSHCN). How will a treatment plan for CSHCN be developed? 


Not applicable 


H. Describe the network you have in place to provide mental health and rehabilitative services to 
Severely Emotionally Disturbed (SED) children and Seriously Mentally Ill (SMI) adults.  


Not applicable 


I. Provide your policies and procedures for emergency and post stabilization services. 


Not applicable 


5.1.11.2 Enrollment 


Provide your policy and procedure for transitioning a recipient from or to FFS or another Vendor’s plan. 


Not applicable 


5.1.11.3 Recipient Services 


A. Provide a sample copy of your current or proposed enrollee handbook and identification card you 
may issue to enrolled recipients. 


Not applicable 


B. Describe your process for assignment or auto assignment of enrolled recipients to a PCP or PCS, 
including your process for changing a PCP or PCS. 


Not applicable 


5.1.11.4 Network 


A. What steps will you take to develop and maintain a network that ensures the ability to provide the 
managed care benefits required in this RFP to enrolled recipients in the required service areas of urban 
Clark and Washoe counties? 


Not applicable 


B. Provide a sample of all base network provider contracts. 


Not applicable 


C. What is your plan to involve essential community providers, such as the Federally Qualified Health 
Centers, in your network? 


Not applicable 


D. How will you monitor and evaluate performance and correct deficiencies relative to Section 4.5.5.1 
through 4.5.5.9, Access and Availability? 
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Not applicable 


E. How will you monitor contracted network provider’s activities to ensure they comply with your 
requirements and those set forth in Section 4.5.3, Network Management? Describe your plan of action 
to ensure positive provider relations. Include in your response information regarding contracting; 
compensation; policy and procedures; disputes; and, communications. 


Not applicable 


F. Do you anticipate offering any physician incentive plan(s)? If so, provide a summary of the plan(s) 
you anticipate offering. If you currently have a physician incentive plan, so indicate and provide a 
summary. 


Not applicable 


G. Do you currently have or intend to have sole source subcontracts for any of the benefits services? If 
so, please identify the services and the sole source subcontracts you currently have or intend to have. 


Not applicable 


H. The National Provider Identifier (NPI) is the standard unique health identifier for health care 
providers. Health plans must use the NPIs of any health care provider or subpart to identify the health 
care provider or subpart in standard transactions by the 5/23/07 compliance date. How will your 
health plan prepare for use of NPIs to identify providers on standard transactions in order to be in 
compliance by the deadline of 5/23/07? 


Not applicable  


5.1.11.5 Quality Assurance 


A. Provide a description of your Internal Quality Assurance Plan and how you will comply with quality 
standards in Section 4.8 of this RFP.  


Voiance’s organization became the first telephone interpretation company in the US to achieve ISO 
9001:2008 certification. This quality management systems’ certification forms the framework of the 
organization’s guidelines and benchmarks to safeguard superior quality assurance for language 
interpreter services. 


B. In adherence with the State’s Quality Assessment and Performance Improvement Strategy and Work 
Plan in RFP Section 4.9, how will you monitor and measure quality improvement of the care delivered 
to enrolled recipients? 


Not applicable 


C. In relation to HEDIS Measure Diversity of Medicaid Membership, will the vendor please describe 
their systems capability to collect and report race, ethnicity, and language over and above what is given 
to them by the DHCFP? 


Not applicable 


5.1.11.6 Fiscal Requirements 


A. How will you ensure timely payment of claims in accordance with state and federal statutes and 
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regulations? 


Not applicable 


B. Describe your claims payment performance using the most recent available annual period as the 
time frame of reference. What is your payment aging profile for clean and non‐clean claims? What is 
your percent of claims pended? What is your denial rate? What is your rate of claims resubmission?  


Not applicable 


1. Provide a recent set of unedited month‐end management reports from your claims system. At a 
minimum, samples should include aging report, clean claim payment rate, denial rate and pended. 


Not applicable 


C. Describe your plan to identify and report suspected provider and recipient fraud. 


Not applicable 


D. Describe and submit your policies and procedures for determining and collecting patient liability. 


Not applicable 


5.1.11.7 Grievances, Appeals and Fair Hearings 


A. Explain your process for ensuring the due process rights of enrolled recipients with regard to 
grievances, appeals and access to state fair hearings are followed. 


Not applicable 


B. Do you have performance standards for the frequency of enrolled recipient grievances and appeals 
and provider disputes? If so, what are your standards and what have been your performance 
outcomes? 


Not applicable 


5.1.11.8 Operational Requirements 


Provide an organizational chart depicting each functional unit of your organization associated with the 
proposed contract, numbers and types of staff for each function identified, lines of authority governing 
the interaction of staff, and relationships with major subcontractors. Identify key personnel and senior‐
level management staff and clearly delineate lines of authority over all functions of the proposed 
contract and lines of authority within the corporate structure. 


See Voiance Attachment 5.1.11.8 for Voiance’s organizational chart. 


5.1.11.9 Implementation 


A. If you currently do not have an established network, what time frame and approach will you use to 
build a network? 


Not applicable 


B. Provide a Gantt Chart detailing the implementation process and proposed timeline for all program 
requirements. 


Not applicable 
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5.1.11.10 Reporting 


The Vendor has been requested throughout the RFP to provide various reports. All reporting 
requirements can be found in this RFP and in Attachment I Forms and Reporting Guide. Review these 
reporting requirements and acknowledge  


Voiance will provide details and information needed to support Amerigroup Nevada reporting to the 
State. 


5.1.11.11 Information Systems and Technical Requirements 


Based upon the information provided in this RFP and available in the Vendors’ library, provide your 
acknowledgement of your ability to provide compatible interfaces with existing and proposed 
information systems. 


Voiance acknowledges the ability to provide compatible interfaces with existing and proposed 
information systems. 


5.1.11.12 HIPAA Compliance 


A. Describe your status, resources, and approach to HIPAA compliance. 


Quality assurance plays a major component in Voiance operations. Voiance is the first OPI provider to 
obtain ISO 9001:2008 Systems Management quality certification and recent external audits recertified 
the organization for compliance. Voiance conducts reference checks on all its interpreters and 
evaluators in accordance with Joint Commission requirements. In 2012, Voiance successfully 
completed two CMS‐level audits, including the review of its HIPAA training and awareness processes, 
as well as Privacy and Confidentiality for large healthcare provider customers. CMS auditing that 
Voiance completes background checks on all hired interpreters. 


B. Describe your experience in processing HIPAA‐compliant provider claims and in submitting HIPAA‐
compliant encounters to States. 


Not applicable 


5.1.12 Financial information and documentation to be included in Part III, Confidential Financial of 
vendor’s response in accordance with Section 10.5, Part III – Confidential Financial. 


5.1.12.1 Dun and Bradstreet Number 


10582544 


5.1.12.2 Federal Tax Identification Number 


37‐1571267 


5.1.12.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 


B. Balance Statement 


See Voiance Attachment 5.1.12.3. 
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5.3 BUSINESS REFERENCES 
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Voiance directly to the Purchasing Division. 
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Table 5.3-1. Voiance Language Services Reference 1  


Reference #:  1 


Company Name:  Voiance 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Over‐the‐phone Interpretation 
Primary Contact Information 


Name:  Connie Patton  
Allstate Insurance Company 


Street Address:  401 McCullough Drive 
City, State, Zip  Charlotte, NC 28262 
Phone, including area code:  (704) 547‐8076 
Facsimile, including area code:  ‐‐
Email address:  oscpat1@allstate.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Over‐the‐phone interpretation services 
in support of Allstate customer 
information center operations. 


Original Project/Contract Start Date:  4/01/2009 
Original Project/Contract End Date:  3/31/2010 
Original Project/Contract Value:  $200,000 
Final Project/Contract Date:  Ongoing 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Ongoing; still under contract. 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing; project working within 
budget. 
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Table 5.3-2. Voiance Language Services Reference 2 


Reference #:  2 


Company Name:  Voiance 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Over‐the‐phone Interpretation 
Primary Contact Information 


Name:  Vicki Roth 
Esurance 


Street Address:  P.O. Box 5250 
City, State, Zip  Sioux Falls, SD 57117 
Phone, including area code:  (605) 782‐2846 
Facsimile, including area code:  ‐‐ 
Email address:  vroth@central.esurance.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Over‐the‐phone interpretation services 
in support of customer support and 
claims processing operations. 


Original Project/Contract Start Date:  3/01/2012 
Original Project/Contract End Date:  Present 
Original Project/Contract Value:  $150,000 
Final Project/Contract Date:  Ongoing 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Ongoing; still under contract. 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Ongoing; project working within 
budget. 
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Table 5.3-3. Voiance Language Services Reference 3 


Reference #:  3 


Company Name:  Voiance 


Identify role company will have for this RFP project 
(Check appropriate role below): 


VENDOR  X  SUBCONTRACTOR 


Project Name:  Over‐the‐phone Interpretation 
Primary Contact Information 


Name:  Dean Simon  
HSBC 


Street Address:  2200 E. Benson Road 
City, State, Zip  Sioux Falls, SD 57104 
Phone, including area code:  (847) 582‐2669 
Facsimile, including area code:  ‐‐ 
Email address:  dean.simon@capitalone.com 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the project/contract and description of 
services performed, including technical environment (i.e., 
software applications, data communications, etc.) if 
applicable: 


Over‐the‐phone interpretation services 
in support of customer service 
operations for banking, credit, and 
insurance lines of business. 


Original Project/Contract Start Date:  11/01/2009 
Original Project/Contract End Date:  04/31/2012 
Original Project/Contract Value:  $1,000,000 
Final Project/Contract Date:  04/31/2012 
Was project/contract completed in time originally allotted, 
and if not, why not? 


Yes, project was completed on‐time. 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes, project was completed within 
budget. 
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ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 
WITH TERMS AND CONDITIONS OF RFP 


 
I have read, understand and agree to comply with the terms and conditions specified in this Request for 
Proposal.   
 


YES  I agree to comply with the terms and conditions specified in this RFP. 


 
 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 
In order for any exceptions and/or assumptions to be considered they MUST be documented in detail in 
the tables below.  The State will not accept additional exceptions and/or assumptions if submitted after the 
proposal submission deadline.  Vendors must be specific.  Nonspecific exceptions or assumptions may 
not be considered.  If the exception or assumption requires a change in the terms or wording of the 
contract, the scope of work, or any incorporated documents, vendors must provide the specific language 
that is being proposed in the tables below. 
 
  


Company Name  
    


Signature    
    
    
Print Name   Date 
 
 


Vendors MUST use the following format.  Attach additional sheets if necessary. 
 


EXCEPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


EXCEPTION 
(Complete detail regarding exceptions must be identified) 


   


   


 
 


ASSUMPTION SUMMARY FORM 


RFP SECTION 
NUMBER 


RFP PAGE 
NUMBER 


ASSUMPTION 
(Complete detail regarding assumptions must be identified) 


   


   


 
This document must be submitted in Tab V of vendor’s technical proposal 
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Voiance Organizational Chart 
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VOIANCE PROPOSED STAFF RESUMES 


Jeremy Woan 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Voiance Language Services (CyraCom International) 


   Contractor √  Subcontractor 
Name: Jeremy Woan  Key Personnel 
Classification: Chairman and CEO # of Years in Classification: 15 


Brief Summary: of 
Experience: 


For over ten years, Jeremy Woan has successfully invested in and 
worked with a wide range of transatlantic and U.S. technology and 
service companies. 


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 


 
 
01.2008 – Present 
 
CyraCom International (Voiance) 
5780 N. Swan Road, Tucson, AZ 85718 
800-713-4950 
jwoan@cyracom.com 
Chairman & CEO 


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
 


 
01.1997 – 12.2007 
 
The Bampton Group 
San Francisco, CA 
650-238-5105 
info1@bampton.com 
Chairman-  
Venture capital investment 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
 


Cambridge University 
Cambridge, United Kingdom 
United Kingdom 
Graduate Degree, Law and International Law 
 


 
  


VII-619







 


 


 


 


 


 


 


 


 


This page is intentionally left blank  


VII-620







 


Susan Sweeney 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Voiance Language Services (CyraCom International) 


   Contractor √  Subcontractor 
Name: Susan Sweeney  Key Personnel 
Classification: Chief Financial Officer # of Years in Classification: 20  


Brief Summary: of 
Experience: 


Susan has over 20 years of experience in Finance and Accounting; she 
comes from a background of public accounting and senior level finance 
positions. 


# of Years with Firm: 5 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Client Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
10.2007 – Present 
 
CyraCom International (Voiance)  
5780 N. Swan Road, Tucson, AZ 85718 
800-713-4950 
ssweeney@cyracom.com 
Chief Financial Officer 


• Oversight and management of all 
corporate finance operations 


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
 
01.2006 – 04.2007 
 
First Script Network Services, Inc. 
155 North Rosemont Boulevard, Tucson, AZ 
85711  
520-202-1290 
Vice President of Finance 


• Responsible for finance and facilities 
operations 


• Developed procedures and internal 
controls for accounting, billings, and 
collections 


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 


 
 
08.2002 – 01.2006 
 
Beaudry RV Company  
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Details and Duration of Contract/Project: 3200 E Irvington Rd, Tucson, AZ 85714  
520-889-6000 
Assistant Controller 


• Implemented internal controls and 
procedures resulting in reduced audit 
fieldwork 


• Supervised accounting staff in areas of 
A/P, A/R, Fixed Assets and Warranty 


 
 
 
 
 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Southern New Hampshire University 
Manchester 
New Hampshire 
Bachelor’s Degree 
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Todd Torman 
A resume must be completed for all proposed contractor staff and proposed subcontractor staff. 
COMPANY NAME: Voiance Language Services (CyraCom International)  


   Contractor √  Subcontractor 
Name: Todd Torman  Key Personnel 
Classification: Vice President, Sales # of Years in Classification: 2 


Brief Summary: of 
Experience: 


Todd Torman is a proven leader whose career has spanned more than 22 
years of progressively increasing management experience encompassing sales 
and marketing, product management, strategic planning, budgeting, 
operations, fiscal accountability and supervision.   


# of Years with Firm: 2 
RELEVANT PROFESSIONAL EXPERIENCE 


Required Information: 
 
MMYYYY to Present: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
03.2010 – Present 
 
Voiance Language Services (CyraCom 
International) 
5780 N. Swan Road, Tucson, AZ 85718 
866-742-9080 
ttorman@voiance.com 
Vice President, Sales 
• Provides leadership, vision and direction for 


worldwide Sales and Account Management teams. 
• Controls expenses, world-wide pricing models, 


contract negotiations, new business development 
and overall profit margin for the business unit.


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 
Role in Contract/Project: 
Details and Duration of Contract/Project: 


 
06.1998 – 01.2010 
 
Qwest Communications Corporation 
1801 California Street, Denver, CO 80202 
303-992-1400 
ttorman@qwest.com 
Director, Enterprise Sales 


• Provided leadership, vision, and direction for 
the Arizona and New Mexico enterprise sales 
team. 


• Responsible for territory expansion, 
controlled expenses, regional pricing/offers, 
contract negotiations and overall profit 
margin for the territory. 


Required Information: 
 
MMYYYY to MMYYYY: 
Client Name: 
Client Contact Name: 
Client Address, Phone Number, Email: 


 
01.1988 – 06.1998 
 
GTE Communications Corporation 
600 Hidden Ridge Irving, TX 75038 
(972) 718-5600 
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Role in Contract/Project: 
Details and Duration of Contract/Project: 


Director of Indirect Distribution Sales (and) 
Manager of Strategic Planning 


• Established a channel strategy by market 
through Value Added Resellers and 
Wholesalers.   


• Built a business plan justifying each market to 
enter and hired, trained and motivated channel 
sales managers to run each market. 


EDUCATION 
Institution Name: 
City: 
State: 
Degree/Achievement: 
Certifications: 


Purdue University 
West Lafayette 
Indiana  
BS – Industrial Management 
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NEVADA STATE BUSINESS LICENSE


CYRACOM INTERNATIONAL, INC.
Nevada Business Identification # NV20091196291


Expiration Date: August 31, 2013


Voiance Attachment 5.1.10.1: License
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Voiance Organizational Chart by Functional Area 
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5.3 REFERENCES  
5.3.1  Vendors should provide a minimum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within the 
last three (3) years. 


5.3.2  Vendors must provide the following information for every business reference 
provided by the vendor and/or subcontractor: 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


The following tables provide information on the four business references that have submitted 
Reference Questionnaires regarding Amerigroup Nevada, Inc., directly to the Purchasing 
Division.  


Table 5.3-1. Texas Health and Human Services Commission 


Reference #:  1 


Company Name:  Amerigroup Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  HHSC Managed Care Contract 
Primary Contact Information 


Name:  Lisa Neal 
Manager, Health Plan Management 
Texas Health and Human Services Commission 


Street Address:  11209 Metric Boulevard, Building H 
City, State, Zip  Austin, TX 78758 
Phone, including area code:  (512) 491‐1313 
Facsimile, including area code:  ‐‐ 
Email address:  Lisa.Neal@hhsc.state.tx.us 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the  Providing comprehensive Medicaid managed care services 
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project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


for families, children, seniors, and individuals with 
disabilities for more than 600,000 members in 230 counties.  


Original Project/Contract Start Date:  9/1/2011 
Original Project/Contract End Date:  8/31/2015 
Original Project/Contract Value:  $1,550,685,776 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
Table 5.3-2. Tennessee Department of Finance and Administration, Bureau of TennCare 


Reference #:  2 


Company Name:  Amerigroup Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  TennCare 
Primary Contact Information 


Name:  Darin J. Gordon 
Executive Director 
Tennessee Department of Finance and Administration 
Bureau of TennCare 


Street Address:  310 Great Circle Road 
City, State, Zip  Nashville, TN 37243 
Phone, including area code:  (615) 507‐6443 
Facsimile, including area code:  (615) 741‐0882 
Email address:  darin.j.gordon@tn.gov 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the 
project/contract and description of 


Participating at‐risk managed care organization in the State's 
Medicaid managed care program. Responsible for care 
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services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


coordination activities and the provision of Medicaid 
covered services, including long term care and support 
services,  through a contracted network of providers in the 
Middle Grand Region of the state. Total membership is 
currently 205,000 members in 39 counties in the middle 
Tennessee region.  


Original Project/Contract Start Date:  4/1/07 
Original Project/Contract End Date:  12/31/14 
Original Project/Contract Value:  $896,910,240 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
Table 5.3-3. Georgia Department of Community Health 


Reference #:  3 


Company Name:  Amerigroup Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  Georgia Families and PeachCare for Kids 
Primary Contact Information 


Name:  Jerry Dubberly   
Chief, Medicaid Division  
Georgia Department of Community Health 


Street Address:  2 Peachtree Street, NW 
40th Floor 


City, State, Zip  Atlanta, Georgia 30303 
Phone, including area code:  (404) 651.8681 
Facsimile, including area code:  (866) 283‐0128 
Email address:  jdubberly@dch.ga.gov 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
Brief description of the  Participating at‐risk managed care organization in the State's 
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project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Medicaid and CHIP (PeachCare for Kids) managed care 
program (Georgia Families). Responsible for care 
coordination activities and the provision of Medicaid and 
CHIP covered services through a contracted network of 
providers in multiple service areas across the state. Includes 
care coordination activities and family planning services for 
the Planning for Healthy Babies (P4HB) 1115 Demonstration 
program. We currently serve 290,000 Georgians in across all 
counties. 


Original Project/Contract Start Date:  6/1/06 
Original Project/Contract End Date:  6/30/13 
Original Project/Contract Value:  $729,289,205 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
Table 5.3-4. Florida Healthy Kids Corporation 


Reference #:  4 


Company Name:  Amerigroup Nevada, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR    SUBCONTRACTOR 


Project Name:  Florida Healthy Kids 
Primary Contact Information 


Name:  Rich Robletto 
Florida Healthy Kids Corporation 


Street Address:  661 East Jefferson Street, 2nd Floor 
City, State, Zip  Tallahassee, FL 32301 
Phone, including area code:  (850) 701‐6111 
Facsimile, including area code:  (866) 867‐0054 
Email address:  robletor@healthykids.org 


Alternate Contact Information 
Name:  N/A 
Street Address:  N/A 
City, State, Zip  N/A 
Phone, including area code:  N/A 
Facsimile, including area code:  N/A 
Email address:  N/A 


Project Information 
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Brief description of the 
project/contract and description of 
services performed, including technical 
environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Participating at‐risk managed care organization in the 
Florida Healthy Kids (CHIP) program. Responsible for care 
coordination activities and the provision of CHIP covered 
services through a contracted network of providers in 
multiple service areas across the state. 


Original Project/Contract Start Date:  1/1/03 
Original Project/Contract End Date:  9/30/13 
Original Project/Contract Value:  $92,665,468 
Final Project/Contract Date:  N/A – contract currently effective 
Was project/contract completed in 
time originally allotted, and if not, why 
not? 


N/A – contract currently effective 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


N/A – contract currently effective 


 
 
5.3.3  Vendors must also submit Attachment F, Reference Questionnaire to the business 


references that are identified in Section 5.3.2.   


5.3.4  The company identified as the business references must submit the Reference 
Questionnaire directly to the Purchasing Division.  


5.3.5  It is the vendor’s responsibility to ensure that completed forms are received by the 
Purchasing Division on or before the deadline as specified in Section 9, RFP Timeline 
for inclusion in the evaluation process.  Reference Questionnaires not received, or not 
complete, may adversely affect the vendor’s score in the evaluation process.   


5.3.6  The State reserves the right to contact and verify any and all references listed 
regarding the quality and degree of satisfaction for such performance. 


Reference Questionnaires have been provided to each of the business references identified in 
Section 5.3.2. We instructed each business reference to complete the Reference Questionnaire 
and submit directly to the Purchasing Division before 4:30 PM Pacific Time on November 14, 
2012. 


Our subcontractors have also adhered to 5.3 reference requirements.  
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4.1 VENDOR DUTIES AND 
RESPONSIBILITIES 
The Vendor’s senior staff and other key staff as identified by the Vendor shall participate in all 
meetings scheduled by DHCFP. The purpose of these meetings includes, but is not limited to, the 
discussion of contract compliance, DHCFP auditing functions and responsibilities, and any other 
applicable issues concerning administration and management of the contract as well as program 
and service delivery.  The frequency of such meetings may include, at a minimum, monthly 
teleconferences and/or videoconferences in addition to quarterly on-site meetings.  The location 
of the on-site meetings will be at either the DHCFP administrative offices in Carson City or a 
site in Las Vegas.  It is the sole responsibility of the DHCFP to provide reasonable advanced 
notice of such meetings, including location, time, date, and agenda items for discussion.     


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


As a current Medicaid and Nevada Check Up MCO, Amerigroup enthusiastically welcomes 
regularly scheduled meetings with DHCFP. Our leadership currently meets face-to-face with 
the Agency quarterly. (At DHCFP’s request, we no longer meet monthly.) During those 
meetings, we discuss strategic issues that influence the results of the MCO program, 
opportunities for program improvements, and the status of ongoing projects. For example, we 
provide quarterly updates regarding Performance Improvement Projects that are in process at 
the health plan. We welcome the opportunity to further strengthen our collaborative 
relationship with the State. 
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4.2 MEDICAL SERVICES 
 
Except as otherwise provided in this RFP, the Vendor’s benefits package provided to DHCFP 
members shall not be less in amount, duration, and scope than those covered services specified in 
the respective State Plans for Title XIX and XXI programs and the Nevada Medicaid Service 
Manual, but may be more than stated therein. The Vendor shall not issue any insurance 
certificate or evidence of insurance to any Medicaid or Nevada Check Up recipient. Any 
insurance duty shall be construed to flow to the benefit of DHCFP and not to the Medicaid or 
Nevada Check Up enrolled recipient. Any changes in benefit amount, duration, or scope shall be 
preceded by a review of impact on capitation amounts.  


This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. Table 4.2-1 displays the cross-reference matrix: 


Table 4.2-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections  Complete Amerigroup 
Nevada Response 


4.2.1  Vendor Managed Care Benefit 
Package 


4.2.1.1 – 4.2.1.4   4.2.1.1 – 4.2.1.4 
5.1.11.1.A and 5.1.11.1.B 


4.2.1.5  4.2.1.5 


4.2.1.6  5.1.11.1.B and 5.1.11.1.C 


4.2.1.7  5.1.11.4.A 


4.2.1.8 – 4.2.1.9  5.1.11.3.B 


4.2.1.10 – 4.2.1.12  5.1.11.1.D 


4.2.1.13  5.1.11.5.A 


4.2.1.14  5.1.11.3.D 


4.2.1.15  5.1.11.4.D 


4.2.1.16  4.2.1.16 


4.2.1.17  4.2.1.17 
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Main SOW Section  SOW Sub Sections  Complete Amerigroup 
Nevada Response 


4.2.2  Vendor Covered Services  4.2.2.1 – 4.2.2.49  4.2.2  


4.2.3  Excluded Services and Coverage 
Limitations  


4.2.3.1 – 4.2.3.10  4.2.3 


4.2.4  EPSDT Services & Well Baby/Child 
Services 


N/A  4.2.4 


4.2.5  Additional Preventive Services   N/A  4.2.5 


4.2.6  Dental Services   4.2.6.1 – 4.2.6.3  4.2.6 


4.2.7  Pharmacy Services  N/A  4.2.7 


4.2.8  Children with Special Health Care 
Needs and Mental Health Services for 
Adults 


4.2.8.1 – 4.2.8.3  5.1.11.1.G and 5.1.11.1.H 


4.2.9  Transplantation of Organs and 
Tissue, and Related Immunosuppressant 
Drugs 


N/A  4.2.9 


4.2.10  Out‐of‐Network Services  4.2.10.1 – 4.2.10.5  4.2.10 


4.2.11  OB/GYN Services  4.2.11.1 – 4.2.11.5  4.2.11 


4.2.12  Coordination with Other Vendors 
and Other Services 


N/A  4.2.12 


4.2.13  Immunizations  N/A  4.2.13 


4.2.14  Mental Health Services  4.2.14.1  5.1.11.1.H 


4.2.14.2  4.2.14.2 


4.2.14.3 – 4.2.14.10  5.1.11.1.H 
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4.2.1 Vendor Managed Care Benefit Package 
Each Vendor must provide, either directly or through subcontractors, the managed care benefit 
package, as described in this RFP, to enrolled recipients to ensure all medically necessary 
services covered under the State Plan are available and accessible to them. The State of Nevada 
Title XIX State Plan can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/. The 
State of Nevada Title XXI State Plan can be accessed on the Nevada Check Up website at 
www.nevadacheckup.nv.gov.  


The Vendor must abide by all ACA requirements, including the provision of Essential Health 
Benefits (EHBs), as defined in the ACA. 


Amerigroup Nevada currently complies with most of these requirements, will implement 
capabilities to meet the remaining requirements, and will continue to meet all requirements 
under the new Contract.  


Benefit Package 
Amerigroup Nevada provides members the required benefit package that includes covered 
services specified in the respective State Plan to 85,000 Medicaid and Check Up recipients 
enrolled in managed care in Nevada, and we are prepared to continue to coordinate the array 
of services that our members need to achieve optimal health outcomes. 


Amerigroup has operated in Nevada for almost four years. Working closely with DHCFP, our 
members, providers, and community-based organizations, we have developed a keen 
understanding of the greatest needs of the community’s various stakeholders and created 
innovative, sustainable solutions to drive positive outcomes where results are needed most. By 
providing certain benefits above and beyond the required core services, we believe we can 
achieve lasting and measurable improvements in the behavioral and physical health and 
welfare of our Nevada members. Accordingly, we propose to offer expanded services to 
qualified members to enhance care, promote healthier outcomes, and increase member 
satisfaction. These include: 


 Enhanced services included in our current Contract: 


 Annual free sports physicals 


 Memberships in Boys and Girls Clubs for children ages 6 to 11 


 Asthma Camp for children with asthma 


 Targeted text message reminders and free additional mobile minutes for no-cost 
mobile telephone service 


 Circumcision for newborns 
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 Additional enhanced services for the new Contract: 


 Hypoallergenic bedding 


 Career development educational DVDs 


For additional information on our value-added services, please see Section 5.1.11.1.A. 


ACA Requirements 
In all states in which Amerigroup operates health plans, we are preparing to meet all 
Affordable Care Act (ACA) requirements, and we are actively engaged in the planning process 
in Nevada. Our CEO participates on the Silver State Health Insurance Exchange (SSHIX) 
Finance and Sustainability Advisory Committee, and our Medical Director is a member of the 
SSHIX Plan Certification and Management Advisory Committee, which provides 
recommendations on the Essential Health Benefits (EHB)to be included in Qualified Health 
Plans. 


For the new requirement relative to the ACA, our Regulatory Services and Plan Compliance 
team will monitor health plan activities and protocols to verify that they abide by all ACA 
requirements, including the provision of EHBs as defined in the ACA. 


The Vendor must furnish services in the same amount, duration and scope as services furnished 
to recipients under fee-for-service Medicaid as set forth in 42 CFR 440.230, which states that the 
vendor: 


4.2.1.1 Must ensure the services are sufficient in amount, duration, and scope to reasonably 
be expected to achieve the purpose for which the services are furnished; 


4.2.1.2 May not arbitrarily deny or reduce the amount, duration, or scope of a required 
service solely because of diagnosis, type of illness, or condition of the member; 


4.2.1.3 May place appropriate limits on a service on the basis of criteria applied under the 
State plan, such as medical necessity, or for the purpose of utilization control, 
provided the services furnished can reasonably be expected to achieve their purpose, 
as required in Section 4.2.2; 


4.2.1.4 Must specify what constitutes “medically necessary services” in a manner that is no 
more restrictive than that used in the State Medicaid program as indicated in State 
statutes and regulations, the State Plan, and other State policy and procedures, 
including the Medicaid Services Manual (MSM). The State of Nevada Title XIX 
State Plan can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/.  
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Amount, Duration, and Scope of Services (§4.2.1.1 – 
4.2.1.4) 
As a current MCO in the Nevada Medicaid and Check Up Managed Care program, 
Amerigroup Nevada currently meets all DHCFP requirements. Our utilization and case 
management programs are consistent with NCQA standards, and the health plan received 
NCQA accreditation as a new Health Plan, making us the only Medicaid health plan in the 
State to achieve accreditation. 


Amerigroup Nevada’s utilization management program is the vehicle through which we 
monitor the amount, duration, and scope of services furnished to members, and we have 
structured it to reflect DHCFP requirements, including use of the Medicaid Services Manual 
(MSM) as the primary source for determining medical necessity of services, augmented by 
nationally recognized medical necessity guidelines. 


Our utilization management program is thoroughly described in Section 5.1.11.1.B. 


Comprehensive Services Package for Nevada Check 
Up (§4.2.1.5) 
4.2.1.5 The State of Nevada Title XXI State Plan can be accessed on the Nevada Check Up 


website at www.nevadacheckup.nv.gov. The Vendor shall address the extent to which 
it is responsible for covering services related to the following: 


A.  The prevention, diagnosis, and treatment of health impairments; 


B.  The ability to achieve age-appropriate growth and development; and 


C.  The ability to attain, maintain or regain functional capacity. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our comprehensive services package for Nevada Check Up reflects a full array of benefits that 
support: 


 The prevention, diagnosis, and treatment of health impairments 


 The ability to achieve age-appropriate growth and development 


 The ability to attain, maintain, or regain functional capacity 
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Amerigroup Nevada connects each member with a medical home through designation of a 
PCP who is charged with coordinating and organizing the array of services for each 
individual. Further strengthening that role, Amerigroup Nevada has implemented Real 
Solutions® Medical Homes that further strengthen delivery of care and services for our 
members. Currently 8,800 Nevada members, more than 10 percent, are served through a Real 
Solutions® Medical Home, and more than 42 percent of our members are connected to a PCP 
practice that participates in quality-driven incentive programs. In addition, our affiliate health 
plans in Washington, Kansas, and other states are building health homes that foster quality 
outcomes through patient-centered integrated care for our members with chronic conditions, 
including Seriously Emotionally Disturbed (SED) children and Severely Mentally Ill (SMI) 
adults. 


Our employees, systems, and policies have promoted appropriate delivery of healthcare 
services to Nevadans for almost four years. Real Solutions® Health Care Impact, our care 
management model, integrates physical and behavioral health and considers social and 
functional risk factors; calibrates the intensity of case management to each individual’s risk 
factors; includes specialty programs for pregnant members and eight NCQA-accredited 
disease management programs; and delivers tailored, member-oriented care treatment plans 
that incorporate community-based services to encourage improved health outcomes, 
independence, and sustained recovery.  


Amerigroup Nevada’s model also encourages primary and preventive care, including Early 
and Periodic Screening, Diagnosis, and Treatment (EPSDT) and Well baby/Well child 
services, to help members stay as healthy as possible. We also conduct extensive community 
outreach, often in partnership with existing community agencies such as the Southern Nevada 
Immunization and Health Coalition to capitalize on programs and services that exist in 
Nevada today. 


Authorizations (§4.2.1.6) 
4.2.1.6 Must, for itself and its subcontractors, have in place and follow, written policies and 


procedures for the processing of requests for initial and continuing authorizations of 
services. 


The Vendor must have in effect mechanisms to ensure consistent application of review criteria 
for authorization decisions and consult with the requesting and/or servicing provider, when 
necessary. 


The Vendor shall monitor prior authorization requests. DHCFP, at its sole discretion, may 
require removal of the prior authorization requirement for various procedures based on reported 
approval data and any other relevant information. 
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Any decision made by the Vendor to deny a service authorization request or to authorize a 
service in an amount, duration, or scope that is less than requested, must be made by a health 
care professional who has appropriate clinical expertise in treating the member’s condition or 
disease. 


The Vendor shall coordinate prior authorizations and edit patterns with those used in the fee-for-
service program. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We maintain detailed written policies and procedures that align with NCQA standards and 
DHCFP requirements that guide processing of all authorization requests, including 
coordination of prior authorizations and edit patterns with those in the fee-for-service 
program. Between January and July of 2012, Amerigroup Nevada processed 16,007 inpatient 
authorization requests (compared to 28,247 in all of 2011) and 13,844 outpatient authorization 
requests (20,497 in 2011). We continually refine our processes, including modifying the list of 
procedures requiring authorization based on extensive data analysis and re-engineering 
operations to simplify the process for providers. Amerigroup, in partnership with our Business 
Improvement team, is now implementing utilization management (UM) operational 
refinements after almost a year of detailed analysis of processes across all health plans.  


Amerigroup Nevada’s UM efforts concentrate on engaging providers in productive dialogue 
regarding authorization of behavioral health and physical health services to promote access to 
the level of care that will drive the best health outcomes. Rather than using UM as a 
mechanism for authorization or denial of requested service, we use it to creatively address our 
members’ health challenges. Our team is skilled at applying guidelines outlined in the Nevada 
Medicaid Services Manual (which are incorporated into our system to foster expediency and 
consistency). We augment those with nationally recognized guidelines to promote clinical 
integrity in all decision-making. Our guidelines are reviewed annually by our Medical Policy 
Committee and also our local Medical Advisory Committee, which includes network providers. 
In our most recent inter-rater reliability audits, 100 percent of our Nevada employees exceeded 
compliance thresholds, demonstrating consistent application of guidelines. 


Our Medical Director, with support from our Behavioral Health and OB Medical Directors, 
reviews all cases in which authorization requests do not meet clinical guidelines. 


Our approach to meeting this SOW requirement is described in our response to Section 
5.1.11.1.B and Section 5.1.11.1.C. 
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Network Monitoring and Maintenance (§4.2.1.7) 
4.2.1.7 Must maintain and monitor a network of appropriate providers that is supported by 


written agreements and is sufficient to provide adequate access to all services covered 
under the contract for both the TANF/CHAP and CHIP (Nevada Check Up) 
populations. In establishing and maintaining the network, the Vendor must consider 
the following: 


A.  The anticipated DHCFP recipient managed care enrollment; 


B.  The numbers of network providers who currently are and are not accepting new 
Medicaid and Nevada Check Up recipients; 


C.  The expected utilization of services, taking into consideration the characteristics and 
heath care needs of specific Medicaid and Nevada Check Up populations represented 
in the RFP; 


D.  The numbers and types (in terms of training, experience, and specialization) of 
providers required to furnish the contracted Medicaid covered services; and 


E.  The geographic location of providers and enrolled recipients, considering distance 
(pursuant to NAC 695C.160), travel time, the means of transportation ordinarily used 
by members, and whether the location provides physical access for members with 
disabilities. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our Clark and Washoe County provider network currently includes 13 hospitals, 640 PCPs, 
2,098 specialists, and more than 500 behavioral health providers, including all Essential 
Community Providers in our service area. We regularly monitor our network to ensure 
accessibility and convenience for our members. Our network meets all DHCFP requirements 
for access and availability prescribed by our current Contract with the State. We regularly 
provide DHCFP with supporting documentation of our network’s capacity to serve our 
enrollment. 


Our network adequacy and capacity model considers all of the requirements in the RFP for 
establishing and maintaining a provider network that will offer members access to covered 
services. We will offer services through a network that meets or exceeds access and capacity 
standards to foster member access and choice of providers based on:  


 Anticipated enrollment  
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 Number and type of providers, including those providers who are and are not accepting 
new members 


 Geographic location of providers and members, including travel time, means of 
transportation, and physical access for members with disabilities 


 Expected utilization 


Our Nevada-based Provider Relations team continually explores new contracting 
opportunities, and our Medical Director, a member of the Nevada Association of Managed 
Care Physicians, engages physician leaders throughout the service area and State to foster 
productive relationships. Our goal is to maintain collaborative provider relationships that 
align with the objectives of DHCFP. 


Amerigroup Nevada also emphasizes provider collaboration. We strive to develop positive and 
lasting relationships with providers who are committed to member education and 
empowerment, as well as to our initiatives on quality and cost. Strengthening relationships 
with these high-performing providers includes helping them grow their practices when they 
better serve our members.  


We offer providers compelling reasons to participate in our provider network. Key elements of 
our network development approach include:  


 Offering financial incentives such as our Provider Quality Incentive Program, that 
promote quality and cost-effective care 


 Transforming select PCP practices into Amerigroup Real Solutions® Medical Homes 


 Delivering practice supports and health information that enhance access, guide 
evidence-based decision-making, improve quality, and decrease patient care 
fragmentation 


 Reducing administrative burdens for providers  


We have fully responded to this SOW requirement in Section 5.1.11.4.A. 


Member Choice in PCPs (§4.2.1.8 – 4.2.1.9) 
4.2.1.8 Must allow each member to choose his or her health care professional, including 


primary care provider (PCP), to the extent possible and appropriate. 


A.  Members with disabilities, chronic conditions, or complex conditions shall be allowed 
to select a specialist as their PCP. These members shall be allowed to select a State-
operated clinic as their PCP.  
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B.  Members with disabilities must be given an additional 30 days to select a PCP. 


C.  Vendor must allow for continued use of a member’s provider(s) until the member can 
be transferred to an appropriate network provider(s). 


D.  Vendor must allow for a pregnant member’s continued use of their OB/GYN, if at all 
possible.  


4.2.1.9 Must provide female members with direct access to a women’s health specialist 
within the network for covered care necessary to provide women’s routine and 
preventive health care services. This is in addition to the member’s designated 
primary care provider (PCP), if that source is not a women’s health specialist. 


Amerigroup Nevada currently complies with a similar requirement under our current 
Contract and will expand our policies and continue to do so under the new Contract. 


Our experience validates that quickly establishing a relationship with a PCP is one of the most 
important first steps in improving the health and well-being of our members. Because of this, 
establishing a medical home for each member is our first priority after member enrollment.  


Amerigroup Nevada members can change PCPs at any time. By allowing our members 
complete freedom to select the PCP of their choice, we improve outcomes and promote 
efficiency of service delivery. As a current MCO for Nevada Medicaid and Check Up 
members, Amerigroup Nevada fully supports member choice of provider requirements and 
enables member choice of PCP in accordance with DHCFP requirements.  


We will modify our policies and procedures to reflect the new SOW requirements (allowing 
specific members to have alternate PCP options or to have additional time to select PCPs), and 
we will communicate these enhancements to members through our new member handbook. 
We have similar requirements in other states and will adopt them in Nevada. 


We have fully responded to this SOW requirement in Section 5.1.11.3.B. 
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Referrals and Second Opinions (§4.2.1.10 – 4.2.1.11) 
4.2.1.10 Must cover these services out of network for the member adequately and timely for as 


long as the Vendor is unable to provide them. If the network is unable to provide 
necessary services covered under the contract to a particular member, the Vendor 
must coordinate with out- of-network providers with respect to payment. 


4.2.1.11 Must provide for a second opinion from a qualified health care professional within 
the network, or arrange for the member to obtain one outside of the network, at no 
cost to the member. 


4.2.1.12 Must coordinate with out-of-network providers with respect to payment. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


In our experience, out-of-network referrals are most common for pediatric subspecialty and 
transplant services that are not available within the State of Nevada and for members seeking 
services in rural and remote areas of Washoe County where there is limited provider capacity. 
Existing providers in those areas have been unwilling to join the network as their practices are 
often at capacity. Amerigroup Nevada’s Provider Relations employees in Reno and our Out-
of-Network Coordination Nurse have cultivated strong relationships with office employees at 
these practices that enable us to rapidly coordinate single case agreements when necessary. 
Provider office employees are already familiar with our agreements, care management 
practices, and claims submission protocols, expediting execution of single case agreements 
and member appointment availability. 


We have fully described our handling of out-of-network services in Section 5.1.11.1.D. 
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Credentialing (§4.2.1.13) 
4.2.1.13 Must demonstrate that its providers are credentialed as required by 42 CFR 438.214 


and Sections 4.5 and 4.8.15 of this RFP. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has successfully credentialed more than 1,770 practitioners, ancillary 
providers, and facilities, between 2009 and 2011. We have the systems, employees, and policies 
and procedures in place to continue to accurately and timely credential the full spectrum of 
physical and behavioral health providers required for Nevada’s Medicaid and Check Up 
Managed Care Program.  


Our credentialing and re-credentialing processes meet Nevada and federal laws and 
regulations and NCQA accreditation requirements. Our comprehensive credentialing policies 
and procedures are regularly reviewed and updated in accordance with new NCQA standards 
and when new federal or State requirements are issued. 


We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Provider Hours of Operation (§4.2.1.14) 
4.2.1.14 Must ensure that the network providers offer hours of operation that are no less than 


the hours of operation offered to commercial members or comparable to Medicaid 
FFS, if the provider services only Medicaid members pursuant to 42 CFR 438.206; 
must meet and require its providers to meet State standards for timely access to care 
and services, taking into account the urgency of the need for services; must make 
services included in the RFP available twenty-four (24) hours per day, seven (7) days 
per week, when medically necessary; must establish mechanisms to ensure 
compliance by providers; monitor providers regularly to ensure compliance; and, 
must take corrective action if there is a failure to comply.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


All Amerigroup Nevada network providers are required via provider agreement to abide by all 
DHCFP appointment standards. We educate providers on these standards through initial and 
recurring provider training and the provider manual, incorporated by reference as part of the 
provider agreement. Amerigroup Nevada’s provider newsletters supplement providers’ initial 
orientation training and serve as recurring reminders for timely access to care and services. 







 Tab VI – Section 4 – Scope of Work 
 4.2 Medical Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-15 
November 15, 2012 


We closely monitor providers to ensure that they offer timely access to care for our members. 
We use information from our Provider Relations, Medical Management, and Quality 
Management Departments for identifying opportunities to identify issues and address 
deficiencies. We monitor provider adherence to access to care standards through: 


 Annual audits of a random, statistically valid sampling of PCPs and designated 
specialists to assess appointment availability and after-hours coverage 


 Review of our annual member satisfaction survey 


 Reviews of member grievances. In our annual review of member grievances 
concerning appointment access, the rate was less than 0.04 per 1,000 members 


When we identify providers who are out of compliance with appointment standards, our 
Provider Relations employees visit them in-person and present a letter requesting corrective 
action plans. The Provider Relations team continues to monitor compliance and then re-
surveys the providers after 90 days to verify that they are in compliance. Ultimately, we remove 
providers from our network if they do not meet access standards or do not take action to meet 
the standards. 


We have fully responded to this SOW requirement in Section 5.1.11.3.D. 


Emergency Coverage (§4.2.1.15) 
Must provide emergency coverage twenty-four (24) hours per day, seven (7) days per week. The 
Vendor must have written policies and procedures describing how recipients and providers can 
obtain urgent coverage and emergency services after business hours and on weekends. Policies 
and procedures must include provision of direct contact with qualified clinical staff. Urgent 
coverage means those problems which, though not life-threatening, could result in serious injury 
or disability unless medical attention is received.  


Amerigroup Nevada currently complies with this requirement under our current Contract and 
will continue to do so under the new Contract. 


Members have access to emergency services twenty-four (24) hours a day, seven (7) days a 
week (24/7). We do not require referral or prior authorization for emergency services. Our 
member handbook provides information on how and where to access emergency and urgent 
care services. Members have 24/7 access to our Nurse HelpLine.  


Beginning with this new Contract, we will be introducing our Amerigroup on Call program, 
which promotes alternatives to the emergency department. In addition to our Nurse HelpLine, 
Amerigroup on Call offers members access to PCPs with extended hours, urgent care centers, 
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limited services clinics, and physician telephone consults. The tele-consults are with 
board‐certified, licensed doctors to provide telephone diagnosis, recommend treatment, and 
write short‐term, non‐DEA‐controlled prescriptions when appropriate—all of which broaden 
member access to emergency department alternatives, especially after hours. 


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


Cultural Competency (§4.2.1.16) 
4.2.1.16 Vendor must participate in State and federal efforts to promote the delivery of 


services in a culturally competent manner to all members, including those with 
limited English proficiency and diverse cultural and ethnic backgrounds pursuant to 
MSM Chapter 100, Section 103.6. For the purposes of this RFP, the State has 
identified the prevalent non-English language in Nevada to be Spanish. The BBA 
Regulations: Title 42 of the Code of Federal Regulations (42 C.F.R.) 438.206(c) (2), 
and DHCFP requires that vendors offer accessible and high quality services in a 
culturally competent manner; 


Amerigroup Nevada is committed to providing culturally competent services and access to a 
system of support for our members that specifically meets their needs across the continuum 
regardless of cultural norms, ethnicity, religious affiliation, sexual orientation, functional 
ability, or socio-economic status. We have built our policies, procedures, employee education, 
and community programs to meet the unique needs and diversity of our member population in 
Nevada. We understand what contributes to potential barriers to care for our members and 
seek solutions to help our members get the care they need, when they need it.  


We maintain a Cultural Competency Plan (CCP) that 
focuses the health plan on delivering accessible and 
culturally relevant services to all our members. For 
example, our most recent data (September 2012) 
indicates that approximately 46 percent of our Nevada 
members are Hispanic, and almost 20 percent of 
members speak Spanish as their primary language. In 
fact, more than 46 percent of our network providers 
speak Spanish, confirming culturally accessible 
services. 
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Cultural Competency Plan (§4.2.1.16.A) 
A. Each Vendor must have a comprehensive cultural competency program, which is 


described in a written plan. The Cultural Competency Plan (CCP) must describe how 
care and services will be delivered in a culturally competent manner. The CCP must 
identify the goals and objectives of the Vendor’s cultural competency program and 
encompass the goals and objectives described in the DHCFP Quality Assessment and 
Performance Improvement Strategy (QAPIS). The CCP must be reviewed and 
updated annually and submitted to DHCFP in the second quarter of each calendar 
year. 


 The Vendor must identify a staff person, title or position responsible for the CCP. If 
there is a change in the staff member responsible for the CCP, the Vendor must notify 
the DHCFP. 


Amerigroup Nevada maintains a detailed CCP that aligns with DHCFP’s Quality Assessment 
and Performance Improvement Strategy. Our Nevada Quality Management Director is 
responsible for the CCP. We have submitted our plan annually as required and have refined it 
over time to promote compliance with DHCFP requirements.  


Amerigroup Nevada has adopted the 14 National 
Standards for Culturally and Linguistically 
Appropriate Services (CLAS) in Health Care to 
promote the equitable and effective treatment of all 
members entering the healthcare system. While federal 
regulations require compliance with only Standards 4, 5, 6, and 7, we have adopted the other 
10 standards that are identified as guidelines and recommendations. This demonstrates our 
commitment to a more comprehensive and effective approach to addressing health disparities 
among our members. In particular, we commit to embracing the cultural beliefs, preferences, 
expectations, and norms that influence how our members access healthcare services and 
engage with their service and care providers. 


Staff Recruitment and Retention (§4.2.1.16.B) 
B. The CCP must contain a description of Staff Recruitment and Retention: 


 The Vendor must demonstrate how it plans to recruit and retain staff who can meet 
the cultural needs of the Vendor’s members. Cultural competence is part of job 
descriptions. 


Our current CCP incorporates our Staff Recruitment and Retention policies, which DHCFP 
indicated met all requirements in its most recent review. We recognize that members and 
providers are most comfortable interacting with health plan staff that understands and 
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respects their cultural preferences. We continue to emphasize staff development related to 
cultural competency. This includes: 


 Continued recruitment of bilingual employees for positions that interact most with 
members, including a Member Outreach Specialist and Quality Management 
Coordinator 


 Reinforcement of our commitment to diversity in all job postings with a requirement 
that candidates must demonstrate cultural competency by exhibiting keen awareness of 
cross-cultural values and beliefs, acceptance of the dynamics that result from cultural 
differences and must work to create an atmosphere of acceptance, civility, and respect 
toward all populations 


 Pursuit of new opportunities to recruit bilingual employees and candidates whose 
cultural preferences mirror those of our members for all positions that interact with 
members through engagement with community organizations, such as the Las Vegas 
Latin Chamber of Commerce 


Amerigroup Nevada also acts as a community leader to build workforce diversity in Nevada. 
For example, during the fourth quarter of 2012, we are hosting a Disability Mentoring Day 
through a partnership with Opportunity Village. As part of this effort, we will invite people 
with disabilities to our workplace for hands-on mentoring, coaching, and job shadowing to 
prepare them for successful employment. This includes education on department functions, 
dressing for success, interviewing techniques, and resume writing skills. Developing a strong 
understanding of the needs and preferences of people with disabilities will enhance our ability 
to recruit candidates with disabilities, which 
will be especially vital should DHCFP expand 
MCO eligibility to the Medical Assistance for 
Aged Blind and Disabled population in Nevada. 


We also emphasize community engagement for 
our employees. Each and every employee 
participates in our community outreach 
activities, which strengthens their 
understanding of the cultural needs of those we 
serve through the Medicaid MCO program.  


The diversity of our Nevada employees is 
summarized in Table 4.2.1-1. 


  


Table 4.2.1-1. Amerigroup Nevada 
Encourages Diversity within the Health 
Plan 


Employees  Percentage 


Female  80% 


Male  20% 


Caucasian  55% 


African American  25% 


Hispanic  9% 


Asian/Pacific Islander  11% 
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Education and Training (§4.2.1.16.C) 
C.  Education and Training 


  1. The training program consists of the methods the Vendor will use to ensure that staff 
at all levels and across all disciplines receive ongoing education and training in 
culturally and linguistically appropriate service delivery to members of all cultures. 
The Vendor regularly assesses the training needs of the staff and updates the training 
programs, when appropriate. Trainings are also customized to staff based on the 
nature of the contacts they have with providers and/or members. 


  2. The education program consists of methods the Vendor will use for providers and 
other subcontractors with direct member contact. The education program will be 
designed to make providers and subcontractors aware of the importance of providing 
services in a culturally competent manner. The Vendor must also make additional 
efforts to train or assist providers and subcontractors in receiving training in how to 
provide culturally competent services. 


Our education and training policies met all DHCFP requirements in the most recent review, 
and we continue to reinforce cultural competency with employees and providers. 


Staff Training 


We know that cultural sensitivity and responsiveness do 
not happen automatically. Therefore, all Amerigroup 
Nevada employees receive cultural competency training 
as part of new-hire orientation. Amerigroup Nevada 
identifies cultural competence as an understanding of 
social norms, mores, sexual orientation, disability and 
abilities, culture, ethnicity, race, and how individuals 
define health and well-being. Additional function-
specific training is required for employees in select departments and positions that engage in 
direct outreach to members, including Member Services Representatives and Case Managers.  


One hundred percent of Nevada employees have successfully completed training on cultural 
competency within 60 days of hire, as required. Annually, each Nevada employee also 
completes a required cultural competency refresher training. Our Plan Compliance Officer 
tracks all required training, including cultural competency, to verify that all employees 
successfully complete the course within the required timeframe. We review the curriculum 
annually and update it as necessary. 
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All Nevada employees also participated in a one-day 
diversity training. The training educated employees 
about how diversity impacts the workplace and 
featured skill-building exercises and activities that 


taught participants to identify areas of common ground, techniques for effective 
communication, and strategies for managing issues and conflicts, as well as how to develop an 
action plan to incorporate these skills into their everyday lives.  


Amerigroup Nevada will further strengthen employee skills that promote cultural competency 
through provision of training that sensitizes participants to the unique needs of people with 
disabilities through simulation training. In the training (which has been implemented at 
affiliate Amerigroup health plans), employees experience first-hand the challenges faced by 
individuals with visual or hearing impairments. Sensitivity training helps us understand the 
differences and perceptions of individuals with disabilities in the workplace and what our 
expectations and behaviors are when working with individuals with disabilities. The training 
also enhances respect and patience, increases awareness, and helps build bridges of 
understanding so that the employee can develop the ability to interact appropriately and 
communicate effectively. 


Providers and Subcontractors 


Amerigroup Nevada recognizes that it is important to have a culturally competent provider 
network to ensure that members receive effective, understandable, and respectful care in a 
manner that is compatible with their individual cultural health beliefs, practices, and 
preferred language. To encourage and foster cultural competency among providers, 
Amerigroup Nevada recruits and contracts with culturally diverse providers who understand 
and appreciate the socio-economic and cultural challenges that members face in addition to 
their disabilities, if present, and complex healthcare needs.  


We deliver cultural competency training for our network providers through the provider 
orientation and tools available on our provider website. We also plan to add a link to the 
Cultural Competency training sponsored through the US Department of Health and Human 
Services’ website, for which they can earn free continuing medical education credits.  


Subcontractors must demonstrate that they deliver cultural competency training for their 
employees. Such training is verified before the DHCFP quality audit review. 
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Culturally Competent Services and Translation/Interpretation Services 
(§4.2.1.16.D) 
D.  Culturally Competent Services and Translation/Interpretation Services 


 The Vendor describes the method for the ongoing evaluation of the cultural diversity 
of its membership, including maintaining an up-to-date demographic and cultural 
profile of the Vendor’s members. A regular assessment of needs and/or disparities is 
performed, which is used to plan for and implement services that respond to the 
distinct cultural and linguistic characteristics of the Vendor’s membership. Culturally 
competent care requires that the Vendor regularly evaluate its network, outreach 
services and other programs to improve accessibility and quality of care for its 
membership. It must also describe the provision and coordination needed for 
linguistic and disability-related services.  


 A Vendor, at the point of contact, must make members aware that translation services 
are available. The services that are offered must be provided by someone who is 
proficient and skilled in translating language(s). The availability and accessibility of 
translation services should not be predicated upon the non-availability of a friend or 
family member who is bilingual. Members may elect to use a friend or relative for 
this purpose, but they should not be encouraged to substitute a friend or relative for a 
translation service. 


 The Vendor must demonstrate that they use a quality review mechanism to ensure 
that translated materials convey intended meaning in a culturally appropriate manner. 
The Vendor must provide translations in the following manner: 


  1. All materials shall be translated when the Vendor is aware that a language is spoken 
by 3,000 or 10% (whichever is less) of the Vendor’s members who also have Limited 
English Proficiency (LEP) in that language. 


  2. All vital materials shall be translated when the Vendor is aware that a language is 
spoken by 1,000 or 5% (whichever is less) of the Vendor’s members who also have 
LEP in that language. Vital materials must include, at a minimum, notices for denial, 
reduction, suspension or termination of services, and vital information from the 
member handbook. 


  3. All written notices informing members of their right to interpretation and translation 
services in a language shall be translated into the appropriate language when the 
Vendor is aware that 1,000 or 5% (whichever is less) of the Vendor’s members speak 
that language and have LEP. 


We currently comply with all DHCFP requirements as validated in the most recent CCP 
review. 
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Monitoring Member Cultural Preferences 


Through our Quality Management Program, Amerigroup Nevada formally monitors the 
cultural preferences of our members and verifies that our member outreach and 
communications strategies promote accessible communication. We continue to build trusting 
relationships with members based on a solid understanding of their needs and preferences.  


For example, because we have a large concentration of Hispanic members, we develop 
targeted outreach strategies to reach them in the most effective way. In October 2012, we 
initiated Member Mondays at the Mexican consulate at which Amerigroup Nevada 
representatives are available to meet with members who are Mexican nationals, answer their 
questions, and engage them in the healthcare process. In another example, we are cultivating 
relationships with Promotoras in the community who 
are already trusted community leaders and health 
educators. Our goal is to collaborate with Promotoras 
to boost awareness within the Hispanic community 
about the MCO program and engage members in 
accessing healthcare services that drive quality 
improvements.  


In another example, almost 20 percent of our members are African-American, a population 
that tends to have lower immunization rates. To boost those rates, we partner with the 
Southern Nevada Immunization and Health Coalition and its northern counterpart to sponsor 
back-to-school immunization clinics in predominantly underserved areas where large 
concentrations of our members live. 


Our data also indicates that members from Asian ethnic groups are a growing population 
within our membership, consistent with the overall trend in Nevada. We will continue to 
monitor this trend to identify new opportunities to engage these members.  


Our Health Education Advisory Committee, part of our Quality Management program, is 
composed of members and representatives of community-based organizations who guide the 
health plan toward member communication, health education, and health promotion activities 
that are meaningful and culturally relevant. 


Coordinating Translation Services 


Amerigroup alerts members to the availability of translation services through our member 
handbook, newsletter, website, and telephone calls to Member Services. Amerigroup Nevada 
currently has numerous Member Services Representatives who are fluent in Spanish and can 
respond to calls from our Spanish-speaking members and potential members. If bilingual 
personnel are unavailable or a member or potential member requires translation of a 
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language not spoken by our staff, we provide free, immediate translation services in more than 
170 languages including Spanish, French, German, Russian, Vietnamese, Arabic, Chinese, 
Korean, and Japanese. Interpreters are available to join calls 24 hours a day, 7 days a week 
and can also support a member if the member is calling from a provider’s office. The 
translation staff is also versed in healthcare terminology. 


Delivering Culturally and Linguistically Appropriate Member Materials 


In addition to making our print materials available in the required languages (Spanish at this 
time), our Amerigroup Communications Team manages member materials development to 
provide important program information in an appealing, easy-to-understand format. These 
materials explain coverage details, health plan policies and procedures, and preventive 
services schedules for children, adolescents, and adults. In addition, we provide these 
preventive messages through text and e-mail messages to our members, based on their 
approval to receive reminders electronically.  


Our Collateral Material Approval Process (CMAP) ensures that all communications to 
current or prospective members, providers, and other external audiences comply with all 
federal and State laws and regulations and company standards. During the CMAP, we review 
materials to ensure cultural sensitivity, accuracy, and compliance with all DHCFP program 
requirements. Amerigroup member materials are written at no higher than an 8th grade 
reading level. This is verified by the Flesch-Kincaid Grade Level Index (or similar index), to 
ensure that they meet DHCFP requirements for language level, readability, and clarity and all 
federal Titles XIX and XXI regulations. We also incorporate guidance from the CMS Toolkit 
for Making Written Material Clear and Effective in creating written material in printed 
formats that are easier to read, understand, and use. 


We recognize that many Americans have difficulty understanding their healthcare 
information. Therefore, we use an innovative, interactive literacy software tool that replaces 
hard-to-read medical terms and phrases with plain language alternatives and also scores 
documents on their general readability.  
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Evaluation and Assessment of CCP (§4.2.1.16.E) 
E.  Evaluation and Assessment of CCP 


 The Vendor must evaluate the CCP to determine its effectiveness and identify 
opportunities for improvement. Evaluations are completed on an annual basis and a 
copy of the evaluation is sent to DHCFP. The evaluation may, for example, focus on: 
comparative member satisfaction surveys, outcomes for certain cultural groups, 
member complaints, grievances, provider feedback and/or Vendor employee surveys. 
If issues are identified, they are tracked and trended, and actions are taken to resolve 
the issue(s). 


We recognize the importance of continually assessing our performance relative to cultural 
competency. Annually, under the direction of our Nevada Quality Management Director, we 
review our performance relative to each CCP objective as part of our Quality Management 
Program Evaluation. If the evaluation suggests a gap in performance, we include an analysis 
of the possible barriers and interventions to put in place to overcome those barriers to success. 
Our 2012 CCP incorporates a detailed analysis of opportunities identified during program 
evaluation and strategies being deployed to strengthen our performance. We remain 
committed to meeting DHCFP requirements and meeting the diverse cultural needs of the 
members we serve. 


Professional Standards (§4.2.1.17) 
4.2.1.17 The Vendor shall adhere to professional standards of medical or paramedical care and 


services, and comply with all local, state and federal statutes, rules and regulations 
relating to the Vendor's performance under the contract, including, but not limited to, 
non-interference with recipient/health care provider communications and prohibitions 
against factoring and accepting or paying kickbacks for services provided to DHCFP 
members. 


Amerigroup Nevada currently has a comprehensive compliance program that guides 
adherence to professional standards. Our compliance program meets all State and federal 
requirements and healthcare industry standards and practices. Our compliance program 
reflects the guidelines of numerous authority sources, including the US Department of Health 
and Human Services Office of Inspector General, CMS, and industry surveys and best 
practices, such as the Society of Corporate Compliance and Ethics and the Compliance and 
Ethics Leadership Council.  
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It also aligns with the following principal components recommended by the US Sentencing 
Guidelines: 


 Written standards and procedures, including a Code of Business Conduct and Ethics 
and policies that address key decision-making and reporting, written in understandable 
language and designed for practical application  


 Compliance and ethics oversight, including a designated senior executive leading the 
program, top management’s ongoing support and evaluation of the program, and 
routine reports on the program to the Nominating and Corporate Governance 
Committee of the Board of Directors 


 Avoidance of delegation of authority to “disqualified” individuals through, for 
example, new hire background checks and other screening, as well as values and ethics 
assessments incorporated into performance evaluation and incentive compensation 


 Ongoing training education, including standardized course curriculum for new 
employees, annual refresher training for all employees, and regular communications 
to raise awareness regarding compliance and ethics 


 Ongoing monitoring and auditing, including reviews of significant compliance issues, 
areas of operations with inherent compliance risk, and remediation plans implemented 
to address them, conducted objectively and routinely by internal and external 
compliance and audit personnel  


 Consistent enforcement of discipline for violations, including policies and procedures 
that address disciplinary action for employees who breach compliance and ethics 
standards; well-articulated expectations for performance reviews and incentive 
compensation for compliant behavior and commitment to the compliance program 


 Investigation, response, and prevention, including mechanisms, processes, and 
resources to report compliance and ethics concerns (such as anonymous hotlines), 
evaluate suspected non-compliance, and report discovered violations 


A cornerstone of our program is the Code of Business Conduct and Ethics (“the Code”). The 
Code addresses a description of the program; the roles of our employees in supporting 
corporate compliance; and procedures for asking questions and reporting issues including 
fraud, waste, or abuse directly or through anonymous, external hotlines. All employees must 
sign an attestation of their commitment to the Code after receiving compliance training at the 
start of employment and each year thereafter.  
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Clear Accountability and a Strong Local Compliance Officer 
Our CEO in Nevada is ultimately responsible for compliance. He is accountable for reporting 
fraud, waste, and abuse to the Amerigroup Corporation Chief Compliance Officer and 
appropriate State agencies, and ensuring that employees cooperate fully with State and federal 
fraud, waste, and abuse investigations. Our Plan Compliance Officer (PCO) leads the 
program with local oversight from our multi-disciplinary Compliance Committee.  


Our PCO reports dually to the Amerigroup Nevada CEO and Amerigroup Corporation’s Chief 
Compliance Officer. The PCO has primary accountability for maintaining oversight of day-to-
day compliance and ethics activities for the health plan. The PCO is also responsible for 
working with executives and functional areas to identify and assist in the mitigation of 
potential risks. Our Nevada PCO consults, advises, and implements initiatives for tracking and 
reporting risks; facilitates audit coordination and responses; monitors the implementation and 
effectiveness of integrity programs; and coordinates and ensures timely responses to 
regulatory amendments and changes. The PCO oversees all program integrity operations and 
compliance with all State and federal requirements pertaining to fraud, waste, and abuse.  


Our Nevada PCO, Christopher May, has been with Amerigroup since April 2008 and 
transitioned to the PCO role in January 2010. Prior to joining Amerigroup, Mr. May provided 
compliance support and oversight in both the banking and investment services industries. 


4.2.2 Vendor Covered Services 
No enrolled recipient shall receive fewer services in the managed care program than they would 
receive in the current State Medicaid Plan, except for excluded services in Section 4.2.3, 
Excluded Services and Coverage Limitations below. 


At a minimum, the Vendor must provide directly, or by subcontract, all covered medically 
necessary services, which shall include, but may not be limited to, the following: 


4.2.2.1 Ambulatory Surgery Centers; 


4.2.2.2 Alcohol and Substance Abuse Treatment, including; 


4.2.2.3 Intensive Outpatient Treatment; 


4.2.2.4 Case Management; 


4.2.2.5 Certified Registered Nurse Practitioner; 


4.2.2.6 Chiropractor (for EPSDT eligible recipients); 


4.2.2.7 Dental and Dental Related Services, including Orthodontia; 
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4.2.2.8 Disposable Medical Supplies; 


4.2.2.9 Durable Medical Equipment; 


4.2.2.10 Early Periodic Screening, Diagnosis and Treatment (EPSDT);  


4.2.2.11 Emergency Transportation;  


4.2.2.12 End Stage Renal Disease Facilities; 


4.2.2.13 Family Planning Services; 


4.2.2.14 Hearing Aid Dispenser and Related Supplies; 


4.2.2.15 Home Health Agency; 


4.2.2.16 Hospital Inpatient; 


4.2.2.17 Hospital Outpatient; 


4.2.2.18 Hospice; 


4.2.2.19 Inpatient Medical Rehabilitation Center or Specialty Hospital; 


4.2.2.20 Intermediate Care Facility;  


4.2.2.21 Intravenous Therapy (TPN); 


4.2.2.22 Laboratory - Pathology/Clinical; 


4.2.2.23 Medical Rehabilitation Center or Specialty Hospital; 


4.2.2.24 Mental Health Services: 


A.  Inpatient Psychiatric Hospital; 


B.  Mental Health Outpatient Clinic;  


C.  Mental Health Rehabilitative Treatment;  


D.  Psychologist; 


E.  Outpatient Psychiatric; 


F.  Residential Treatment Center (RTC); 


G.  Case Management; 
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H.  Habilitation services: Instrumental Activities of Daily Living (IADL)/ Activities of 
Daily Living (ADL); and 


I.  Medication Management. 


4.2.2.25 Methadone Treatment; 


4.2.2.26 Nursing Facilities; 


4.2.2.27 Nurse Anesthetist; 


4.2.2.28 Certified Nurse Midwife; 


4.2.2.29 Opticians/Optometrists; 


4.2.2.30 Outpatient Surgery; 


4.2.2.31 Personal Care Aide; 


4.2.2.32 Pharmacy; 


4.2.2.33 Physician/Osteopath; 


4.2.2.34 Physician Assistants; 


4.2.2.35 Podiatrist (for EPSDT eligible recipients); 


4.2.2.36 Private Duty Nursing; 


4.2.2.37 Prosthetics; 


4.2.2.38 Radiology and Noninvasive Diagnostic Centers; 


4.2.2.39 Residential Treatment Centers; 


4.2.2.40 Rural Health Clinics and Federally Qualified Health Centers; 


4.2.2.41 Skilled Nursing Facility; 


4.2.2.42 Special Clinics; 


4.2.2.43 Swing Beds Stays;  


4.2.2.44 Therapy: 


A.  Audiology; 


B.  Occupational; 
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C.  Physical; 


D.  Respiratory; 


E.  Speech; and, 


F.  Other services as defined in the Medicaid Services Manual (MSM).  


4.2.2.45 Transitional Rehabilitative Center;  


4.2.2.46 Transplantation of State Plan covered organs and tissue, and related 
immunosuppressant drugs. The State of Nevada Title XIX State Plan can be accessed 
on the DHCFP’s website at http://dhcfp.state.nv.us/. Any new services added or 
deleted from the DHCFP medical assistance programs benefit package will be 
analyzed for inclusion or exclusion in the Vendor benefit package. DHCFP via its 
Title XIX State Plan Attachment 3.1.E covers Corneal, Kidney, Liver and Bone 
Marrow transplants and associated fees for adults. For children up to age 21 any 
medically necessary transplant that is not experimental will be covered. The health 
plan may claim transplant case reimbursement from DHCFP for in-patient medical 
expenses above the threshold of $100,000 in a one-year period (State Fiscal Year). 
75% of the expenses above $100,000 are reimbursed to the health plan;  


4.2.2.47 Court-ordered treatment, if it is a medically necessary, covered service; 


4.2.2.48 Institutions for Mental Diseases (IMDs); and 


4.2.2.49 The IMDs are a Vendor covered service. The DHCFP reserves the right to develop a 
partial risk arrangement with the Vendor for recipient inpatient IMD medical costs. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


We will provide Amerigroup Nevada members with covered medically necessary services that 
are no less in amount, duration, and scope than those covered services they would receive in 
the current State Medicaid Plan and Nevada Medicaid Service Manual (MSM), with the 
exception of excluded services detailed in RFP Section 4.2.3.   


Amerigroup Nevada has the requisite experience and systems in place to properly administer 
and manage the services covered in the RFP. We currently provide all of the covered services 
outlined in RFP Section 2.2.2, with the exception of the newly added services (orthodontia, 
hospice, methadone treatment, and nursing facilities), in compliance with our existing 
contract with the State. We understand and abide by the requirements contained within the 
Nevada MSM, including elements such as what constitutes “medically necessary services” and 
the requirements surrounding Early Periodic Screening Diagnostic and Treatment (EPSDT) 
screening and services. 
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Amerigroup Nevada has a comprehensive network of providers in place in Clark and Washoe 
counties to serve Medicaid and Nevada Check Up members through our current contract with 
DHCFP.  


For additional information on our provider network, please see Section 5.1.11.4. 


4.2.3 Excluded Services and Coverage 
Limitations 
The following services are either excluded as a Vendor covered benefit or have coverage 
limitations. Exclusions and limitations are identified as follows: 


All Services Provided at Indian Health Service 
Facilities and Tribal Clinics (§4.2.3.1) 
All Native Americans may access and receive covered medically necessary services at Indian 
Health Service (IHS) facilities and Tribal Clinics. Native Americans who are eligible as Nevada 
Check Up (Title XXI) recipients are mandatorily enrolled in managed care. Native Americans 
who are eligible as Nevada Medicaid (Title XIX) recipients may choose to be voluntarily 
enrolled in managed care. If a Native American who is enrolled in managed care seeks covered 
services from IHS, the Vendor should request and receive medical records regarding those 
covered services/treatments provided by IHS. If covered services are recommended by IHS and 
the member seeks those services through the Vendor, the Vendor must either provide the service 
or must document why the service is not medically necessary. The documentation may be 
reviewed by DHCFP or other reviewers. The Vendor is required to coordinate all services with 
IHS. If a Nevada Medicaid (Title XIX) eligible Native American recipient elects to disenroll 
from the Vendor, the disenrollment will commence no later than the first day of the second 
administrative month after which all covered medically necessary services will be reimbursed by 
FFS. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We understand that Native Americans may access and receive covered medically necessary 
services at Indian Health Service (IHS) facilities and Tribal Clinics. And, we understand the 
policies and procedures regarding enrollment and disenrollment, including that those eligible 
for Nevada Check Up are mandatorily enrolled in managed care while enrollment is voluntary 
for Medicaid recipients.  


We currently have approximately 730 members who are of Native American descent. We have 
policies and procedures in place to request and receive medical records when a Native 
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American member seeks covered services from IHS and to address instances when IHS 
recommends covered services that the member seeks to obtain through Amerigroup Nevada. 
All documentation is available for review by DHCFP or other designated reviewers. 


Our care coordination and case management model includes coordination with IHS and 
Tribal Clinics. We are committed to coordinating the array of benefits and services necessary 
to achieve DHCFP’s goal for improved health outcomes for Medicaid and Nevada Check Up 
recipients.   


Non-Emergency Transportation (NET) (§4.2.3.2) 
The DHCFP contracts with a NET Broker who authorizes and arranges for all covered medically 
necessary non-emergency transportation. The Vendor and its subcontractors shall coordinate 
with the NET Broker, if necessary, to ensure NET services are secured on behalf of enrolled 
recipients. The Vendor and its subcontractors must also verify medical appointments upon 
request by DHCFP or the NET Broker. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We recognize that non-emergency transportation (NET) is a benefit for 
Medicaid recipients.  


Our Case Managers, Member Services employees, Amerigroup Nevada employees, and 
member outreach team identify and address barriers to members accessing services, including 
NET to scheduled doctor appointments. Amerigroup Nevada will help our Medicaid members 
understand the NET benefit by making the appropriate member notifications, including some 
instruction to the member as to how to access NET services. Our notifications appear in the 
member handbook, provider manual, and on the member website.  


School-Based Child Health Services (SBCHS) with 
Limitations (§4.2.3.3) 
DHCFP has provider contracts with several school districts to provide certain medically 
necessary covered services through School Based Child Health Services (SBCHS) to eligible 
Title XIX Medicaid and Title XXI Nevada Check Up recipients. 


Eligible Medicaid members who are three (3) years of age and older can be referred by their 
primary care physician (PCP), school physician, special education teacher, school nurse, school 
counselor, parent or guardian, or social worker to school based child health services for an 
evaluation. If the child is found eligible for these services, then an Individual Education Plan 
(IEP) is developed for the child. The IEP specifies services needed for the child to meet his/her 
educational goals. A copy of the IEP will be sent to the child’s PCP within the managed health 
care plan, and maintained in the member’s medical record. 
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The school districts provide, through school district employees or contract personnel, the 
majority of specified medically necessary covered services. Nevada Medicaid reimburses the 
school districts for these services in accordance with the school districts’ provider contract. The 
Vendors will provide covered medically necessary services beyond those available through the 
school districts, or document why the services are not medically necessary. The documentation 
may be reviewed by DHCFP or its designees. Title XIX Medicaid-eligible children are not 
limited to receiving health services through the school districts. Services may be obtained 
through the Vendor rather than the school district if requested by the parent/legal guardian. The 
Vendor must reimburse School-Based Child Health services provided by a Federally Qualified 
Health Center (FQHC) or a Rural Health Clinic (RHC). These services must not have restrictions 
of prior authorization or PCP referral requirements. The Vendor case manager shall coordinate 
with the school district in obtaining any services which are not covered by the plan or the school 
district. 


The Vendor will stay up-to-date on efforts to promote State standards for School-Based Health 
Services. The Vendor will ensure their delivery systems support the integration of School-Based 
Health Services with Medicaid managed care services. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We understand and will comply with the State’s requirement, added to this 
RFP, regarding promotion of State standards for School-Based Child Health Services 
(SBCHS) and integration into Medicaid managed care services. 


Amerigroup Nevada fully supports the mission of SBCHS in Nevada. We are actively working 
to sponsor a school-based health care center and anticipate finalizing our agreement by the 
end of 2012. This includes weekly meetings with one of our Amerigroup Real Solutions® 


Medical Home, an Essential Community Provider, with whom we are working to sponsor a 
school-based health care center. 


Our Case Managers coordinate service delivery for children covered under the Federal 
Individuals with Disabilities Education Act (IDEA) through an individual education plan 
(IEP) with the school or local education authority. This includes obtaining a copy of the IEP, 
with the parent or guardian’s consent, which details all services the child requires.  


During care planning, the Case Manager verifies that we incorporate all medically necessary 
services that augment SBCHS included in the IEP into the personalized care treatment plan to 
promote the highest functional abilities. Case Managers also confirm the scope of the IEP to 
identify and address any potential gaps in care, such as extended school absences resulting 
from inpatient stays, school breaks, or after school hours. Case Managers coordinate with 
school districts in obtaining any services not covered by Amerigroup Nevada or the school 
district. 
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We will continue to provide covered medically necessary services beyond those available 
through school districts. Or, if not medically necessary, we will document why the services are 
not medically necessary. We do not require prior authorization or PCP referral for members to 
access SBCHS; and our systems and processes are configured to reimburse SBCHS provided 
by Federally Qualified Health Centers or Rural Health Clinics.  


We stay up-to-date on the use and role of SBCHS. Our role is integrate, not replace, the 
breadth and full array of existing supports the State of Nevada provides for children, 
including SBCHS. We work closely with SBCHS and entities that are familiar to and trusted 
by Nevada families. This includes linking parents and families with Nevada resources that 
augment those delivered through the health plan, such as Parents Encouraging Parents, 
which helps parents learn how to advocate for their children and provides ongoing peer 
support. For children with special health care needs, this also includes referrals for family 
support services from local agencies such as Give Me A Break, which provides monthly respite 
services, and Rebuilding All Goals Efficiently (RAGE), which assists families with disabilities 
in maintaining independence in the community with adaptive equipment or home 
modifications. 


We are committed to positively impacting the lives of the children and youth of Nevada. 
Amerigroup Nevada regularly makes financial donations to many Nevada organizations 
including Clinics in Schools, The Children’s Cabinet, and Family TIES of Nevada, just to 
name a few. We are also a regular contributor to After-School All-Stars (ASAS) Las Vegas, a 
non-profit organization that provides after-school programs to more than 6,000 youths in 15 
Clark County schools. Our Chief Executive Officer, Eric Lloyd, is a board member of ASAS. 


Other Excluded Services (§4.2.3.4 – 4.2.3.7) 
4.2.3.4 Intermediate Care Facility for the Mentally Retarded (ICF/MR) 


 Members requiring this service are not eligible for managed care. 


4.2.3.5 Adult Day Health Care 


 Members requiring this service are not eligible for managed care. 


4.2.3.6 Home and Community Based Waiver Services 


4.2.3.7 Pre-Admission Screening and Resident Review (PASRR) and Level of Care (LOC) 
Assessments 


 All PASRR and LOC are performed by the State’s fiscal agent. 
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Seriously Emotionally Disturbed (SED)/Severely 
Mentally Ill (SMI), with Limitations (§4.2.3.8) 
The Vendor must ensure that members, who are referred for evaluation for SED/SMI, or who 
have been determined SED/SMI, are obtaining the medically necessary evaluations by a network 
PCP, and that the member is receiving covered medically necessary medical, mental health and 
mental health rehabilitation services. 


The Vendor or its identified subcontractors/network providers must ensure that the 
parent/guardian of a minor member who is referred for SED assessment, or an adult who is 
referred for SMI assessment, is fully informed of the reason why the assessment is necessary, 
and must obtain authorization from the minor member’s parent/guardian or from the enrolled 
adult or his/her personal representative to conduct the assessment and to release the 
determination to the DHCFP and/or its designee. 


(Note: Policy regarding who the DHCFP recognizes as a “personal representative” is defined in 
the DHCFP HIPAA Privacy Rule Manual. This manual, as well as a sample personal 
representative designation form, is available upon request.) 


The Vendor and its identified subcontractors/network providers are the only entities that have the 
authority to make the SED or SMI determination for its enrolled recipients. If any entity other 
than the Vendor or its identified subcontractors/network providers makes a determination on 
behalf of a Medicaid recipient who is enrolled in managed care at the time such determination is 
made, the determination will be rejected and the entity will be directed to refer the enrolled 
recipient to the Vendor for a determination and services. SED or SMI determinations made by 
authorized entities referenced in Chapter 400 of the Nevada Medicaid Services Manual under 
Fee-for-Service Medicaid will be considered valid for members who transition from Fee-for-
Service Medicaid to managed care. Likewise, determinations made by the Vendor or its 
identified subcontractors/network providers will be considered valid for members who transition 
from managed care to Fee-for-Service Medicaid. SED or SMI determinations made by 
appropriately licensed mental health practitioners within the 12-month period preceding initial 
Medicaid eligibility will be considered valid for either Fee-for-Service Medicaid or managed 
care members. 


If an enrolled recipient is determined to be either SED or SMI, the Vendor must ensure that 
DHCFP requirements for data collection are met. 


Pursuant to the State of Nevada Title XIX State Plan, Medicaid recipients have the option of 
disenrolling from managed care, if determined to be SED or SMI. The State may, at its sole 
discretion, remove the option for these Medicaid recipients determined SED to be voluntarily 
disenrolled from managed care in the future. 
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Pursuant to the State of Nevada Title XXI State Plan, in urban areas only, Nevada Check Up 
recipients must remain enrolled with the managed care organization that is responsible for 
ongoing patient care. 


Recipients who receive either an SED or SMI determination must be redetermined at least 
annually. For recipients who have voluntarily elected to remain enrolled in managed care, the 
process for these redeterminations is the same as for the initial SED or SMI determination as 
stated above. 


Forms to obtain consent for an SED/SMI evaluation, to document the determination, and to 
disenroll from Medicaid managed care are located in Section 5 of the Forms and Reporting 
Guide. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our protocols for Seriously Emotionally Disturbed (SED)/Severely Mentally Ill (SMI) 
determination currently align with DHCFP requirements, and our network providers are 
already trained on the process. Between January and August of 2012, we identified 449 SED 
children and 168 SMI adults. Our protocols are consistent with the Nevada Medicaid Services 
Manual (MSM). 


Amerigroup Nevada behavioral health providers are familiar with and required to apply the 
State’s process to determine whether individuals are SED or SMI, in accordance with MSM 
mandated definitions, policies, processes, and forms.  


Amerigroup clinical employees refer members with potential diagnoses of SED or SMI to 
qualified network practitioners to obtain the consent of members, parents, and guardians 
using the Nevada DHCFP Consent Form and to conduct a diagnostic evaluation. For 
members who have a positive diagnosis, the provider documents the determination on the 
SED/SMI Determination Form and returns the form to the health plan. Should the Medicaid 
member, parent, or guardian opt to disenroll from the MCO, the provider also submits that 
form to the health plan (we understand that, in urban areas only, Nevada Check Up members 
may not disenroll). Amerigroup approves medically necessary mental health and mental 
health rehabilitation services and works with providers to coordinate annual re-
determinations for members who remain enrolled in Amerigroup Nevada. 


We will continue to ensure that DHCFP requirements for data collection are met for members 
determined to be SED or SMI. 


For additional information on our network for providing mental health and rehabilitative 
services to SED children and SMI adults, please see Section 5.1.11.1.H.  
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Targeted Case Management (§4.2.3.9) 
Targeted case management has a specific meaning for Nevada Medicaid & Nevada Check Up. 
TCM, as defined by Chapter 2500 in the Medicaid Services Manual, is carved out of the 
managed care contracts. Case management, which differs from Targeted Case Management, is 
required from the contracted Vendors. 


Amerigroup Nevada acknowledges this SOW information. 


See Section 5.1.11.1.E for information on Amerigroup Nevada’s case management program. 


Child Welfare (§4.2.3.10) 
Recipients in Child Welfare, including those under juvenile justice and foster care programs, are 
excluded from Managed Care at this time.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada stands ready to serve recipients from the Child Welfare system should 
they be covered in the future. We are prepared to contract with other agencies within DHHS, 
the juvenile justice system, or various Clark and Washoe county entities in providing 
medically necessary services, including behavioral healthcare services, to recipients in Child 
Welfare.  


We have already forged relationships with agencies within DHHS, the juvenile justice system, 
and Clark and Washoe County agencies as part of our existing managed care program for 
Medicaid and Nevada Check Up members. And our partners offer immense additional value 
should this population be covered under our Contract in the future. For example, Harmony 
Healthcare, our behavioral healthcare partner, currently serves children and adolescents from 
the juvenile justice and foster care programs and provides valuable services to ensure that 
troubled youth receive prompt and appropriate services. Harmony performs onsite assessments 
at facilities and foster care homes as needed to develop a plan of treatment. In addition, they 
have three staff-based centers that are conveniently located and offer immediate onsite crisis 
intervention, including rapid assessment and coordination of appropriate services to avert a 
visit to the emergency department or an inpatient admission such as an appointment with an 
outpatient clinician to stabilize the crisis. 
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4.2.4 EPSDT Services (Medicaid) & Well 
Baby/Child Services (Nevada Check Up) 
The Vendor will be required to conduct Early Periodic Screening Diagnostic and Treatment 
(EPSDT) screenings of its recipients under the age of twenty-one (21) years. The screening must 
meet the EPSDT requirements found in the Medicaid Services Manual (MSM) Chapter 1500; as 
well as 1902(a)(43), 1905(a)(4)(B), and 1905(r) of the Social Security Act, and 42 CFR 441.50 
through 441.63. The Vendor must conduct all interperiodic screening on behalf of recipients, as 
defined in the Medicaid Services Manual (MSM) Chapter 1500. 


Medically necessary screening, diagnostic and treatment services identified in an EPSDT 
periodic or interperiodic screening must be provided to all eligible Medicaid children under the 
age of 21 years if the service is listed in 42 U.S.C. § 1396 d(a). For Title XIX children, the 
Vendor is responsible for reimbursement of all medically necessary services under EPSDT 
whether or not the service is in the State Plan. The Vendor is responsible for the oral examination 
component of the EPSDT physical exam and referral to a dental provider, as per the dental 
periodicity schedule or when medically necessary. The Vendor is responsible for the 
coordination of care in order to ensure all medically necessary coverage is being provided under 
EPSDT. The services which need to be provided through the Vendor include, but are not limited 
to, the following in accordance with 1905(r) of the Social Security Act and the MSM Chapter 
1500: 


EPSDT screens (for Nevada Medicaid recipients) and Well baby/Well child screens (for Nevada 
Check Up recipients) are basically one and the same and are billed using the same codes with the 
same reimbursement. Because Nevada Check Up can no longer reimburse for any treatments 
outside of the state plan, (as EPSDT allows), their screenings cannot be called “EPSDT”, and 
thus the term Well baby/Well child is used. The Vendors are not required to pay for any 
treatments outside of the state plan for Nevada Check Up members. 


4.2.4.1 Screening services which include a comprehensive health and developmental history 
(including assessment of both physical and mental health development) 


4.2.4.2 A comprehensive, unclothed physical exam; 


4.2.4.3 Age-appropriate immunizations (according to current American Committee On 
Immunization Practices – ACIP - schedule); 


4.2.4.4 Laboratory tests (including blood lead level assessment appropriate to age and risk as 
directed by current federal requirements); 


4.2.4.5 Health education. 


4.2.4.6 Vision services; 


4.2.4.7 Dental services;  
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4.2.4.8 Hearing services; and 


4.2.4.9 Other necessary health care, diagnostic services, treatment, and other measures 
described in Section 1905(a) of the Social Security Act to correct or ameliorate 
defects and physical and mental illnesses and conditions discovered by the screening 
services, whether or not such services are covered under the State Medicaid Plan. 


The Vendor is not required to provide any items or services determined to be unsafe or 
ineffective, or which are considered experimental. However, as long as there are peer reviewed 
studies showing the treatment to be effective in the case, this provides the basis for approval as 
non-experimental. Appropriate limits may be placed on EPSDT services based on medical 
necessity.  


The Vendor is required to provide information and perform outreach activities to eligible 
enrolled children for EPSDT services. These efforts may be reviewed and audited by DHCFP or 
its designee. Refer to the Medicaid Services Manual (MSM), federal documents cited in this 
Section, and Section 4.4.1, Information Requirements of this RFP. 


Amerigroup Nevada currently complies with these requirements, including Section 4.2.4.1 
through 4.2.4.9, and will continue to do so under the new Contract. 


We have coordinated and paid for Early Periodic Screening, Diagnosis, and Treatment 
(EPSDT) and Well baby/Well child screens in accordance with the Medicaid Services Manual 
(MSM) rules and federal requirements since 2009, and we have established strategies for 
tracking, promoting, and reporting timely screens for eligible members. As part of our overall 
quality management program, we will continue to assess potential barriers to children 
receiving EPSDT and Well baby/Well child services, pilot new interventions, measure the 
impact of those interventions, and refine our strategies to achieve DHCFP’s quality goals. 


Coordinating Screening Services 
Amerigroup makes available the full scope of EPSDT and Well baby/Well child services to 
eligible children and youth as required by DHCFP, including:  


 Screening services which include a comprehensive health and developmental history 
(including assessment of both physical and mental health development) 


 A comprehensive, unclothed physical exam 


 Age-appropriate immunizations (according to current American Committee On 
Immunization Practices – ACIP - schedule) 


 Laboratory tests (including blood lead level assessment appropriate to age and risk as 
directed by current federal requirements) 
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 Health education 


 Vision screening 


 Dental screening 


 Hearing screening 


Amerigroup provides for and reimburses 
all medically necessary services that result 
from EPSDT and Well baby/Well child 
screenings, including those not included 
in the State Plan for Medicaid enrollees. 
We monitor screening results to identify 
children and youth for whom EPSDT or 
Well baby/Well child results suggest the 
need for medically necessary care. 
Additionally, Amerigroup outreach 
employees refer children and adolescents 
whose EPSDT or Well baby/Well child 
screenings results suggest the need for 
disease management or case management 
interventions for such services. 


Additionally, we have coached providers 
about appropriate coding of services to 
enhance data gathering efforts to assess 
our performance. We have also 
distributed provider support tools for easy 
reference. 


Building on Our Solid EPSDT and Well Baby/Child Care Outreach 
Strategy 
Under the new Contract, Amerigroup Nevada’s approach to achieving EPSDT and Well 
baby/Well child goals will continue to include a comprehensive member and provider outreach 
and education strategy that addresses the gaps identified by our EPSDT tracking tools, which 
automate analysis of member demographics and claims history to deliver detailed information 
on each individual’s age-appropriate EPSDT or Well baby/Well child gaps or potential gaps. 
We are also evaluating innovative new interventions to reach families and encourage 
preventive screenings. To focus outreach on only those members for whom EPSDT gaps exist, 


Figure 4.2.4-1. Amerigroup Nevada 
distributes provider support tools for easy 
reference.   
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Amerigroup Nevada receives data from Nevada WebIZ, the statewide immunization registry so 
we can identify members who may have received immunizations outside of the health plan. 


Our current approach recognizes the challenges and barriers faced by low-income 
populations. Our strategy blends broad education with highly targeted, high-touch outreach 
throughout our local communities. Our goal is to capitalize on outreach efforts that are 
available in Nevada today and trusted by Medicaid and Nevada Check Up members and their 
families and to build additional outreach services and activities to further impact EPSDT 
compliance. 


Our member outreach strategies include the following and will expand as new opportunities 
and community partners emerge:  


 Telephone Member Outreach. Amerigroup Nevada’s bilingual outreach coordinator, a 
part of the team in Nevada, conducts telephone outreach to those members who are 
overdue for EPSDT or Well baby/Well child services. Our Member Outreach 
Monitoring Tool allows our outreach employees to view, at a member level, all the gaps 
in care for HEDIS®- and EPSDT-related services.  


 Community-based Outreach. Amerigroup Nevada advocates a community approach to 
health education and outreach activities and has a proven record of collaborating with 
community-based organizations, advocacy groups, faith-based organizations, and other 
community resources. Our relationships have allowed us to effectively provide 
education and outreach activities through health fairs, community events, and free 
health screenings. Specific examples of how we plan to amplify EPSDT and Well 
baby/Well child services include: 


 School-based Programs. We leverage school-based programs or Parent-Teacher 
Associations to build on current capacity for screenings. For example, we recently 
reached out to parents and guardians of children who were overdue for 
immunizations and alerted them about upcoming back-to-school immunization 
clinics being held in the area, many sponsored by Southern Nevada Immunization 
and Health Coalition. 


 Health Fairs. In partnership with community organizations, Amerigroup Nevada 
sponsors and promotes events that offer free health screenings at health fairs and 
community events. We believe that our events enhance access and will educate both 
Amerigroup Nevada members and the general community at large on the variety of 
available services, including EPSDT and Well baby/Well child services. Events can 
include screenings for blood pressure, body mass index, body fat measurement, 
dental checkups, hearing tests, and child immunization and flu vaccine programs. 
These screenings will provide valuable health checks to both Amerigroup Nevada 







 Tab VI – Section 4 – Scope of Work 
 4.2 Medical Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-41 
November 15, 2012 


members and the broader community. For example, we recently partnered with the 
Urban League to offer free dental and vision screenings for our members at their 
offices, inviting members as well as other community organizations who strive to 
reach the same population. 


 Member Education. We use a variety of member education materials and opportunities 
to increase understanding of children, adolescents, family members, and caregivers on 
the importance of completing EPSDT and Well baby/Well child services. This includes 
the New Member Welcome Kit, inbound Member Services and Nurse HelpLine calls, 
member newsletter articles, annual preventive health reminders, EPSDT overdue 
service reminder postcards, and EPSDT education for new moms.  


 Provider Outreach. We work with our providers to educate them about the importance 
of timely screenings and communicate with them when members are overdue for their 
preventive services.  


 Monthly reports of members who are due or overdue for well-child screening visits, 
immunizations, and EPSDT services 


 Incentives for achieving EPSDT-related HEDIS targets for PCPs in our Real 
Solutions® Medical Home or our Provider Quality Incentive Program  


 Quarterly newsletters with EPSDT reminders 


 Medical record reviews to confirm EPSDT services 


We will continue to monitor interim EPSDT-related HEDIS rates quarterly to assess our 
progress as we refine our intervention strategies. 


See the Confidential Technical Volume for proprietary information. 


A Successful History in Nevada 
We have achieved significant gains in our HEDIS scores between HEDIS 2010 (measurement 
year 2009) and HEDIS 2012 (measurement year 2011) as shown in Table 4.2.4-1. 


Table 4.2.4-1. HEDIS Score Improvements Since 2010 


HEDIS Score  HEDIS 2012  Gain Since HEDIS 2010 


Childhood Immunization (Combination 2)  68.98%  11.69% 


Childhood Immunization (Combination 3)  64.12%  24.57% 


Lead Screening in Children  33.33%  126% 


Well‐Child Visits (3rd, 4th, 5th, and 6th Years of Life)  66.07%  19.93% 
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The health plan is fully committed to achieving the State’s goals of meeting or exceeding the 
Quality Compass 50th percentile, and so we launched our Investing 
in Quality initiative in2012. The purpose of the initiative, chaired by 
our Nevada CEO, is to engage each and every employee in one of 
five teams, each of which is targeting performance improvement 
activities that ensure that Amerigroup Nevada exceeds our HEDIS 
targets. The teams include representation for a corporate Quality Management representative 
to gather information on best practices that have been adopted and successful in affiliate 
health plans. One of the teams, under the leadership of the health plan CEO, has been 
challenged to brainstorm and evaluate ideas, interventions, and solutions to drive 
improvements in EPSDT-related HEDIS scores, including:  


 Childhood Immunizations (Combinations 2, 3, and 10) 


 Lead Screening in Children  


 Well-child visits in the first 15 months  


 Well-child visits in the 3rd, 4th, 5th, and 6th years of life  


 Adolescent Well-care visits  


 Annual Dental Visit  


 Children’s and Adolescents’ Access to Primary Care Practitioners  


4.2.5 Additional Preventive Services 
The Vendor is encouraged to offer additional preventive or cost-effective services to enrolled 
recipients if the services do not increase the cost to the State. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada currently offers our Medicaid and Nevada Check Up members a robust 
set of additional services that engage members in improving their own health and well-being. 
Under the new Contract, we are proposing a number of new value-added services that have 
been implemented, tested, and validated in other states with similar populations. We believe 
that the new programs align with DHCFP’s overall goals and support the Healthy Nevada 
initiative overall. Our current and proposed new services are presented in Table 4.2.5-1. 
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Table 4.2.5-1. Value-Added Services Foster Improved Health Outcomes for Nevada Citizens 


Current Value‐Added Services 


Benefit  Value  Description 


Annual free 
sports physicals 


Promotes increased participation in 
exercise, encouraging healthy 
lifestyles and reduced rates of 
obesity 


Amerigroup Nevada covers one sports 
physical every twelve months for children 
between the ages of 6 and 18. 


Memberships in 
Boys and Girls 
Clubs  


Offers a safe place for children to 
learn and grow, encourages healthy 
behaviors through sports and 
exercise programs, encourages kids 
to stay in school, and builds skills to 
address substance abuse and 
domestic violence 


Amerigroup Nevada covers annual 
membership fees for children ages 6 to 11. 
Members can re‐enroll each year for free. 


Asthma Camp 
for children 
with asthma 


Promotes medically supervised 
activities and educational sessions in 
which children learn to understand 
and manage their condition 


Amerigroup Nevada pays for one visit to 
Asthma Camp annually for children between 
the ages of 8 and 12 who have been 
diagnosed with severe asthma. Amerigroup 
will pay for eligible members to attend camp 
once a year for as long as they are a member. 


Targeted text 
message 
reminders and 
free additional 
mobile minutes 
for no‐cost 
mobile phone 
service 


Enhances the SafeLink Phone Service 
Program, maximizes our ability to 
maintain contact with members—
especially high‐risk members—and 
offers ongoing educational 
opportunities through targeted text 
messages 


Amerigroup Nevada promotes the SafeLink 
Phone Service Program to members, which is 
funded by the Universal Service Fund Lifeline 
program and includes a free cell phone and 
plans of up to 250 minutes per month at no 
cost. Through a partnership with Amerigroup 
Nevada, our members receive an additional 
200 bonus lifetime minutes of cell phone time 
and free health information text messages 
from Amerigroup Nevada.  


Circumcision for 
newborns  


Improves health outcomes by 
reducing the risk of urinary tract 
infections in the first year of life and 
lowering the long‐term risk of 
acquiring other sexually transmitted 
conditions, such as HIV, genital 
herpes, human papilloma virus, and 
syphilis 


Amerigroup Nevada will cover elective 
circumcision for newborn boys up to one 
month of age. 


Hypoallergenic 
bedding 


Creates healthier sleeping 
environments and helps reduce the 
rate of ED visits for members with 
asthma, allergies, or any chronic 


Amerigroup Nevada will offer up to $100 
toward the purchase of hypoallergenic 
bedding such as pillowcases, box spring 
covers, mattress covers, and blankets for 
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Current Value‐Added Services 


Benefit  Value  Description 


respiratory or pulmonary diagnosis  members with asthma, allergies, or any 
chronic respiratory or pulmonary diagnosis. 
Amerigroup Nevada’s Case Manager will 
authorize and order the bedding on behalf of 
the member in the appropriate bed size. This 
benefit is a one time lifetime benefit. 


Career 
Development 
Educational 
DVDs 


Enhances our members’ ability to 
achieve sustainable employment in 
the state with the highest 
unemployment rate in the country 


Providing members with career development 
tools will improve member engagement in 
their own professional development. 
Improvements in education and professional 
development have been linked to improved 
sense of purpose, life outlook, and mental 
and physical well‐being. 
To help members better understand and 
cultivate their interests, strengths, skills, and 
attitudes and to become more effective in 
the workplace, Amerigroup Nevada offers 
members ages 18 and older a free 4‐pack of 
career development educational DVDs. 
Topics include education on basic 
developments in career‐building skills such as 
personal finance, interview preparation, 
cover letters, and resume writing. T his 
benefit is a one‐time lifetime benefit. 


 


 


Other preventive services not included as value-added services but supporting the Governor’s 
Healthy Nevada initiative include two Disease Management programs – Healthy Families and 
smoking cessation. Our healthy behavior and fitness coaching for kids (our Healthy Families 
program) improves health outcomes, a key goal in Nevada, by reducing childhood obesity 
which can have both immediate and long-term effects on health and well-being, including 
cardiovascular disease, diabetes, increased risk for bone and joint problems, sleep apnea, and 
social and psychological problems, such as stigmatization and poor self-esteem. In Healthy 
Families, Amerigroup Nevada initiates an outbound call to offer to partner with parents in the 
identification of potentially overweight pre-teen children. Children ages 7 to 13 who qualify 
are provided six months of healthy behavior and fitness coaching, including information 
about community resources. Amerigroup Nevada communicates program progress to the 
child’s PCP to reinforce the role of the medical home. 
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Smoking cessation improves health outcomes by reducing smoking rates, especially among 
pregnant women, with a program in which more than 40 percent of participants have 
successfully quit smoking compared to mid-single digit success rates for the unassisted 
general population. (Nevada ranks 43rd among the states for smoking rates among adults, 
according to the Centers for Disease Control.) Amerigroup Nevada will offer a smoking 
cessation support program for adults 18 and older. This program includes individual cessation 
counseling (including outbound follow-up calls to participants), coaching to quit, cessation 
planning and support, and follow-up. 


4.2.6 Dental Services 
Dental services are included in the managed care benefit package in urban Washoe and Clark 
Counties. The geographic service areas included in the contracts will be urban Clark and Washoe 
Counties; however, other counties, or the entire state, may become mandatory managed care 
during the period of this contract and dental services will be included in the managed care benefit 
package for these areas. The Vendor will be responsible for all covered medically necessary 
dental services which are covered under FFS. The Vendor is required to cover any diagnostic, 
preventive, or corrective procedures that include the treatment of the teeth and associated 
structures of the oral cavity for disease, injury or impairment which may affect the oral or 
general health of children and any emergency services for adults. In Clark and Washoe, a Title 
XIX recipient is enrolled in the Fee for Service (FFS) benefit plan during their first month of 
eligibility. When the recipient is in the FFS benefit plan, claims must be submitted to DHCFP’s 
fiscal agent. After the first month, the recipient is required to choose a Managed Care 
Organization (“Vendor”). Absent a choice, DHCFP’s fiscal agent assigns the recipient to a 
Vendor. Once enrolled in a Vendor, dental services are prior-authorized through the Vendor and 
claims are submitted to the Vendor for payment. Emergent services (e.g., emergency extractions, 
palliative care and necessary dentures) are covered regardless of the benefit plan in which the 
recipient is enrolled. 


Nevada Check Up members are enrolled in managed care immediately and do not go through the 
fee-for-service choice period. 


Pending approval of a Section 1115 Research and Demonstration Waiver by CMS, DHCFP may 
require recipients to choose a Medicaid MCO Vendor as part of their eligibility application or be 
auto-assigned immediately upon approval of Medicaid eligibility. Recipients would be allowed a 
90-day period to change MCOs without cause. 


In addition, currently, recipients who temporarily lose eligibility but return within 60 calendar 
days are automatically re-assigned to their prior MCO Vendor. Those recipients who return after 
60 days are given a 30 day choice period during which they may select enrollment in either 
Vendor. Under the 1115 Waiver, the DHCFP is seeking to modify this so that all returning 
Medicaid recipients are auto-assigned to their prior Vendor, regardless of the length of the break 
in eligibility, as long as that Vendor is still contracted with the State. 
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Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


Amerigroup Nevada has been providing covered medically necessary dental services for 
Nevada Medicaid and Nevada Check Up members for four years. Since 2010, Amerigroup 
Nevada has delegated management of the dental benefit to Scion Dental, Inc. Scion is focused 
almost exclusively on administering dental programs for populations served by publicly 
funded programs, such as Medicaid and CHIP.  


We will provide Amerigroup Nevada members with covered medically necessary dental 
services that are no less in amount, duration, and scope than those covered services they 
would receive in the fee-for-service program. 


We understand that the State has applied to CMS for a Section 1115 Research and 
Demonstration Waiver. Should CMS approve the request, DHCFP may require Title XIX 
recipients to choose a MCO, or be assigned one, as part of their eligibility application. We also 
understand the provisions that DHCFP has requested regarding the re-assignment of a 
recipient who temporarily loses eligibility to his or her prior MCO. Amerigroup Nevada is 
prepared to incorporate these changes to our operations upon DHCFP’s approval from CMS 
and decision to implement the changes. 


Vendor-Covered Dental Services (§4.2.6.1) 
At a minimum, the Vendor must provide directly, or by subcontract, all covered medically 
necessary dental services to Title XIX Medicaid-eligible enrolled children under the age of 
twenty-one (21) and Title XXI Nevada Check Up-eligible children through their eighteenth year 
and emergency services for adults, as outlined in the Medicaid Services Manual (MSM), Chapter 
1000, entitled “Dental Services”. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


We will continue to provide covered medically necessary dental services to Title XIX Medicaid-
eligible enrolled children under the age of 21 and Title XXI Nevada Check Up-eligible 
children through their 19th year. We will also provide emergency services to adults. We will 
cover dental services in accordance with the requirements contained in the Nevada Medicaid 
Service Manual (MSM).  
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Vendor, Subcontractor, and Dentist Responsibilities 
(§4.2.6.2) 
Dentist-To-Recipient Ratios: The Vendor must have at least one (1) full-time equivalent (FTE) 
dentist per one thousand five hundred (1,500) recipients per geographic service area. The 
Vendor’s dental provider network must also include at a minimum one (1) pediatric dentist, one 
(1) dental hygienist, and one (1) oral surgeon. In clinic practice settings where a dentist provides 
direct supervision of dental residents who have a temporary permit from the State Board of 
Dentistry in good standing, the Vendor may request and DHCFP may authorize the capacity to 
be increased as follows: one (1) dental resident per one thousand (1,000) recipients per Vendor. 
The dentist shall be immediately available for consultation, supervision, or to take over treatment 
as needed. Under no circumstances shall a dentist relinquish or be relieved of direct 
responsibility for all aspects of care of the recipients enrolled with the dentist.  


In order to increase capacity, the Vendor shall submit for prior approval by DHCFP a detailed 
description of the dentist delivery system to accommodate an increased patient load, work flow, 
professional relationships, work schedules, coverage arrangements, and a twenty-four-hour (24-
hour) access system. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. Table 4.2.6-1 provides a summary of our current dental provider network 
and satisfaction of DHCFP’s access standards. 


Table 4.2.6-1. Amerigroup Nevada’s Dental Network Exceeds DHCFP Access Standards  


Provider Type  DHCFP Access Standard  Amerigroup Network 
Amerigroup Compliance 
with Access Standard 


Clark County 


Dentists 
1 FTE dentist per 1,500 
members 


168 general dentists 
3.35 dentists per 1,500 
members  


Pediatric 
Dentists 
Dental 
Hygienists 
Oral Surgeons 


The dental provider 
network must include at a 
minimum: 1 pediatric 
dentist, 1 dental hygienist, 
and 1 oral surgeon 


29 pediatric dentists 
70 dental hygienists 
8 oral surgeons 


Network exceeds 
requirements 


Washoe County 


Dentists 
1 FTE dentist per 1,500 
members 


36 general dentists 
5.48 dentists per 1,500 
members  


Pediatric 
Dentists 
Dental 
Hygienists 
Oral Surgeons 


The dental provider 
network must include at a 
minimum: 1 pediatric 
dentist, 1 dental hygienist, 
and 1 oral surgeon 


1 pediatric dentist 
6 dental hygienists 
4 oral surgeons 


Network meets requirement 
for one pediatric dentist and 
exceeds minimum 
requirement for dental 
hygienists and oral surgeons 
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Our network also includes 9 orthodontists in 23 locations in Clark and Washoe Counties to 
provide services for the newly covered orthodontia benefit. 


Our dental network also includes the University of Nevada, Las Vegas, School of Dentistry, an 
Essential Community Provider. 


To increase capacity, Amerigroup Nevada will submit for prior approval by DHCFP a detailed 
description of the dentist delivery system to accommodate an increased patient load, work flow, 
professional relationships, work schedules, coverage arrangements, and a 24-hour access 
system. 


Dental Director's Office (§4.2.6.3) 
The Vendor shall have staff designated to the dental program, including but not limited to a 
Dental Director. The Dental Director shall be responsible for the oversight of development, 
implementation and review of the Vendor's internal quality assurance program for the dental 
program, including adherence to any plan of correction (POC). The Dental Director need not 
serve full time or be a salaried employee of the Vendor, but the Vendor must be prepared to 
demonstrate it is capable of meeting all requirements using a part-time or contracted non-
employed director. The Vendor may also use assistant or associate Dental Directors to help 
perform the functions of this office. The Dental Director and the Vendor's utilization 
management and quality assurance committee must be accountable to the Vendor's governing 
body. The Dental Director must be licensed to practice in the State of Nevada and be board-
certified or board-eligible in his or her field of specialty. 


The responsibilities of the Dental Director must include the following: 


A.  Serves on the Vendor’s applicable utilization review/quality assurance committee(s); 


B.  Directs the development and implementation of the Vendor's Internal Quality 
Assurance Plan (IQAP) and utilization management activities, and monitors the 
quality of the dental care that Vendor recipients receive regarding dental services; 


C.  Oversight of the development and revision of the Vendor's dental care standards, 
practice guidelines and protocols; 


D.  Reviews all potential quality-of-care problems regarding dental services, and oversees 
development and implementation of plans of correction; 


E.  Oversight of the Vendor's referral process for specialty and out-of-network services. 
All services prescribed by a dentist or requested by an enrolled recipient which are 
denied by the Vendor must be reviewed by a dentist; the reason for the denial must be 
documented and logged; all denials must identify appeal rights of the recipient; 


F.  Oversight of the Vendor's dental provider recruiting and credentialing activities; 
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G.  Serves as a liaison between the Vendor and its dental providers, communicating 
regularly with the Vendor's dental providers, including oversight of provider 
education, in-service training and orientation; and 


H.  Availability to the Vendor's medical staff for consultation on referrals, denials, 
grievances, and appeals, and problems regarding dental services. 


Amerigroup Nevada acknowledges this SOW requirement and will comply under the new 
Contract.  


Keivan (Kevin) Khorshid D.D.S. holds the position of Dental Director. Dr. Khorshid is with 
Scion Dental, Inc., our dental subcontractor, and is licensed to practice in the State of Nevada. 
He has been a practicing dentist for 15 years and currently practices in Las Vegas.  


Dr. Khorshid responsibilities include those detailed in RFP Section 4.2.6.3, A-H. 
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4.2.7 Pharmacy Services 
Pharmacy services are included in the Vendor benefit package. The Vendor may design its own 
pharmacy formulary based on clinical guidelines. Medications not covered in the Vendor's 
formulary must be available through a non-formulary request process based on physician 
certification and justification of medical necessity. Pharmacy coverage benefits are based on 
Attachment 3.1A (Section 12a) of the Nevada Medicaid State Plan. The State of Nevada Title 
XIX State Plan can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/.  


The Vendor may use generic substitutions unless the physician/dentist justifies the medical 
necessity of the brand-name pharmaceutical. 


The Vendor must have a policy for transitioning a recipient's prescriptions from FFS, or another 
Vendor, to the Vendor. The Vendor will not terminate a current prescription without consulting 
with the prescribing provider. The Vendor must then document the reasons a drug is not 
medically necessary if a current prescription is terminated. 


The DHCFP shall approve the Vendor’s formulary prior to implementation. The Medicaid 
Services Manual Chapter 1200 Section 1203.1B (4) stipulates the conditions with which a 
prescriber must comply to certify that a specific brand of medication is medically necessary for a 
particular patient. The physician should document in the patient’s medical record the need for the 
brand-name product in place of the generic form. The procedure of the certification must comply 
with the following: certification must be in the physician’s own handwriting; certification must 
be written directly on the prescription blank; and a phrase indicating the need for a specific brand 
is required. (An example would be “Brand Medically necessary.”) Substitution of generic drugs 
prescribed by brand name must also comply with NRS 639.2583. 


The Vendors shall submit all pharmacy encounters and outpatient administered drug encounters 
to DHCFP or its vendor and DHCFP shall submit these encounters for rebate from manufacturers 
and the Secretary pursuant to the Section 2501 of the ACA effective from an April 1, 2010 date 
of service. The encounters shall be submitted in a mutually agreed upon format and in a mutually 
agreed upon timeframe, but no later than quarterly. The Vendors agree to modify the medical 
claims system to mandate providers submit National Drug Code (NDC) codes and related 
information necessary for DHCFP to process the claim for rebates. The Vendors agree to modify 
the pharmacy claims processing systems to accommodate additional data elements in compliance 
with current National Council for Prescription Drug Programs (NCPDP) transactions standards 
and guidelines, such that pharmacy encounters can be submitted by DHCFP for rebates. 


Within 60 calendar days of receipt of any disputed encounter file from DHCFP or its vendor, the 
Vendors shall, if needed, correct and resubmit any disputed encounters and send a response file 
that includes 1) corrected and resubmitted encounters and/or 2) an explanation of why the 
disputed encounters could not be corrected. 
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Amerigroup Nevada currently complies with this 
requirement and will continue to do so under the 
new Contract. In 2011, we filled more than 
462,000 prescriptions for Nevada Medicaid and 
Check Up members. Our current Nevada provider 
network for Clark and Washoe Counties includes 
424 pharmacies.  


Amerigroup Nevada will continue to ensure that our pharmacy program, including our 
formulary, covered pharmacy benefits, prescription transition, and pharmacy encounter 
submissions, meets the requirements contained within the Nevada Medicaid State Plan, 
Medicaid Services Manual Chapter 1200, DHCFP, and the requirements contained within 
Section 4.2.7 of the RFP.  


Amerigroup has a Pharmacy Department that works to ensure that our members receive 
pharmacy benefits that maximize quality and health outcomes in the most cost-effective 
manner. Department leadership works closely with DHCFP and other individual state 
agencies to ensure that pharmacy services meet or exceed requirements established under all 
applicable State and federal regulations and guidelines, and that pharmacy services conform 
to industry standards and market expectations. 


Amerigroup improves the quality of care delivered to our members and reduces drug 
expenditures by delivering an integrated pharmacy program, led and managed by licensed, 
registered pharmacists, with the support of the Amerigroup Nevada Medical Director and our 
Pharmacy Benefit Manager. Our program: 


 Fully integrates prescription usage with medical care management programs to 
optimize quality of care delivered to our members. Clinical pharmacists work directly 
with members and prescribers to ensure that all medications prescribed are 
appropriate, effective, and safe for the member and will improve clinical outcomes. 


 Promotes cost-effective physician prescribing 
through collaboration, education, and 
information sharing. Our generic utilization 
rate is 86 percent. This is higher than the 
Nevada Medicaid fee-for-service rate and the 
average 80 percent generic dispensing rate 
typical of Medicaid managed care plans.  
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 Promotes compliance with State, federal, and contractual standards through 
established policies and procedures, continual monitoring, and information 
dissemination. 


 Minimizes fraud, waste, and abuse. Monthly and quarterly retrospective drug 
utilization review of pharmacy claims data identifies potential cases of under- and 
over-utilization, coordination of care issues, and drug abuse or misuse. In 2011, 
Amerigroup placed 550 members in our pharmacy lock-in program, resulting in 
decreased utilization totaling $35,000 for the year.  


Transitioning Members 
Ensuring continuity of care and access to necessary medications is a primary objective of our 
pharmacy management program. A discontinuation of drug therapy can lead to reduced 
member medication compliance and increase the risk of medication-related adverse outcomes. 
To mitigate potential lapses in care, we have a transition process to provide coverage for 
members who are stabilized on drugs that are not included in the formulary or Preferred Drug 
List (PDL). This transition process applies to new Amerigroup Nevada members transitioning 
from fee-for-service programs or another MCO, who are stabilized on drugs not on 
Amerigroup Nevada’s formulary/PDL. The transition process also applies to current 
Amerigroup Nevada members affected by formulary/PDL changes. 


Our transition process covers non-formulary/non-PDL drugs for the first 60 days of 
enrollment or until the member’s physician or other prescriber has completed the prior 
authorization process. We identify all members who 
receive non-formulary/non-PDL drugs weekly on a 
claims system–generated report. We send letters to both 
the member and prescriber to inform them that a 
transition supply of medication has been approved, but 
continued use will require prior authorization. The 
notification to the prescriber advises he/she of the need 
for prior authorization for the member to continue on the non-formulary/non-PDL drug, or if 
clinically appropriate, to transition the member to a preferred alternative on the 
formulary/PDL. At the same time, Amerigroup’s Pharmacy Department works with the 
prescriber to initiate a prior authorization on the member’s behalf and communicates directly 
with the prescriber to determine medical necessity for the non-formulary/non-PDL drugs.  
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Formulary 
Amerigroup has adopted a formulary and a PDL to foster safety and clinical efficacy. Our 
formulary and PDL are approved by DHCFP, and we will obtain DHCFP approval prior to 
implementing any changes.  


Our formulary is developed and managed by clinical Pharmacists with approval from 
Amerigroup’s Pharmacy & Therapeutics (P&T) Committee. Amerigroup’s P&T Committee 
has oversight of Amerigroup’s formulary system, including reviewing, approving, and 
recommending changes to the formulary. We review our policies governing P&T Committee 
management and activities at least annually and comply with Nevada State, NCQA, and other 
recognized industry standards.  


The Amerigroup formulary and PDL are approved by our P&T Committee and can be 
dispensed through participating pharmacies. Following established Amerigroup Pharmacy 
policies, the P&T Committee reviews all therapeutic categories of the formulary at least 
annually, as well as new drugs as they are introduced. This review follows established 
procedures to ensure that each formulary decision is based on a thorough evaluation of 
published clinical guidelines, peer-reviewed literature, U.S. Food and Drug Administration 
(FDA) indications, and drug monographs or therapeutic class reviews presented by clinical 
pharmacists who evaluate current medical and clinical literature. 


Process for Exceptions to the Formulary for Physicians 
Our prior authorization program (the process for reviewing exceptions to the formulary) uses 
web-based technology to create a seamless process for providers submitting prior 
authorization requests. Certified pharmacy technicians and clinical pharmacists process 
authorization requests. Amerigroup prior authorization policies and clinical protocols are 
embedded in the web application decision logic to give prescribing providers real-time access 
to information about member eligibility, medication history, and formulary and PDL benefits, 
enabling timely response to the request. Providers who request authorizations must provide 
medical necessity certification, and justification. Amerigroup’s Pharmacy Department follows 
established protocols based on clinical policies to make authorization decisions. 


An Amerigroup clinical pharmacist reviews all requests for prior authorization that do not 
meet Amerigroup’s clinical criteria, and Amerigroup’s pharmacist may contact the prescriber 
to discuss the request in more detail. If the Amerigroup pharmacist determines that the request 
does not meet criteria, he or she forwards the request to Amerigroup Nevada’s Medical 
Director who makes the ultimate decision to approve or deny the request. 
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How We Make Changes to the Formulary 
Our P&T Committee reviews all therapeutic classes annually for new drugs and changes to 
indications/dosing and generic availability. This enables Amerigroup to remain flexible and 
adaptable as new medications or clinical efficacy data become available. 


During each P&T Committee meeting, the team reviews several major drug therapeutic 
categories in their entirety for additions, changes, or deletions. At that point, the Committee 
reviews a detailed report on comprehensive research on the class or drug’s clinical trial or 
study findings that includes new clinical studies, new formulations of existing products, and 
relevant information regarding safety and efficacy. The Committee then makes formulary 
decisions based on a thorough evaluation of therapeutic class reviews or drug monograph 
reviews. These reviews include an assessment of clinical effectiveness, safety, and impact on 
our membership. 


Our pharmacy team continually assesses the availability and efficacy of new drug therapies to 
consider for the formulary and PDL through a drug pipeline report. The pipeline report 
includes general information regarding drugs in Phase Two and Phase Three drug trials and 
corresponding outcomes and safety information. We use this information in the initial 
evaluation of whether a drug should be added to the formulary or PDL upon its release by the 
manufacturer. 


Amerigroup submits formulary and PDL changes to DHCFP as required. When implementing 
formulary/PDL changes, we engage providers and members to minimize disruption and foster 
good customer service. We notify our provider network of all changes at least 30 days before 
the effective date of the change. We post changes to the provider website and fax this 
information to network providers and other partnering vendors. We notify any affected 
members 30 days prior to any change. Amerigroup works closely with providers and members 
to facilitate a smooth shift for any members who may need to transition to formulary drugs as 
described earlier in this section. 


Capturing and Submitting Encounter Data 
We currently submit pharmacy encounters to DHCFP on a monthly basis in the prescribed, 
proprietary format. Encounter records contain all required information. We will continue this 
practice, or any other mutually agreed-upon format and timeframe, for the new Contract. We 
will also continue to correct and resubmit any disputed encounters (or, provide and 
explanation why disputed encounters could not be corrected) to DHCFP. 
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Amerigroup submits HIPAA-compliant NCPDP D.0 encounter files in eight of our existing 
markets. When DHCFP is ready to accept pharmacy encounters in NCPDP format, 
Amerigroup will be ready.  


For additional information on our process for submitting encounter data to the State, please 
see Section 5.1.11.12.B. 


4.2.8 Children with Special Health Care Needs 
and Mental Health Services for Adults 
The Vendor benefit package includes certain services for members with special health care 
needs, including Children with Special Health Care Needs (CSHCN), Early Intervention, and 
mental health services for adults. The Vendor must reimburse certain types of providers with 
whom formal contracts may not be in place and coordinate these services, including but not 
limited to occupational, Activities of Daily Living (ADL) and Instrumental Activities of Daily 
Living (IADL), speech and physical therapies, with other services in the Vendor benefit package. 


The Vendor must implement mechanisms to assess each member identified to the Vendor as an 
individual with special health care needs in order to identify any ongoing special conditions of 
the member that require a course of treatment or regular care monitoring. The assessment 
mechanisms must use appropriate health care professionals.  


The Vendor must produce a treatment plan for members with special health care needs who are 
determined through an assessment to need a course of treatment or regular care monitoring. The 
treatment plan must be: 


4.2.8.1 Developed by the member’s primary care provider with member participation, and in 
consultation with any specialists caring for the member; 


4.2.8.2 Approved by the Vendor in a timely manner, if approval is required by the Vendor; 
and 


4.2.8.3 In accordance with any applicable State quality assurance and utilization review 
standards. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


In the first six month of 2012, Amerigroup Nevada 
served more than 110 Children with Special Health 
Care Needs (CSHCN) in Nevada. We have in place 
policies and procedures that meet all DHCFP 
requirements, including a comprehensive assessment 
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process that identifies the healthcare needs of each individual and forms the foundation for a 
care treatment plan. We also have established procedures for reimbursing and coordinating 
services that are unique for CSHCN.  


Amerigroup Nevada Case Managers actively coordinate care and services for CSHCN and 
their families, including coordinating referrals to non-covered services available through 
community supports and school-based services such as Family TIES and Family Resource 
Centers. Our social worker continually seeks out other agencies and organizations whose 
services may be appropriate for members, including CSHCN. Personalized care treatment 
plans include treatment plans developed in collaboration with treating providers. 


We have fully responded to this SOW requirement in Section 5.1.11.1.G. 


For members with special health care needs who are determined through an assessment by 
appropriate health care professionals to need a course of treatment or regular care monitoring, 
the Vendor must have a mechanism in place to allow these members access to a specialist 
through a standing referral or an approved number of visits, as deemed appropriate for the 
member’s condition and identified needs.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. 


Amerigroup Nevada provides all members with direct access to specialists without referrals 
from PCPs. This is especially important for CSHCNs, who often have a myriad of healthcare 
and other needs that cannot be addressed by one single physician. Our Case Managers assist 
children with special healthcare needs in accessing the appropriate specialists within their 
geographic area. In such cases, the Case Manager works with the member and family to 
determine and identify the most appropriate specialist (based on the member’s medical or 
other needs) within the child’s geographic area and meeting the family’s cultural, ethnic, and 
language preferences and other requirements. The Case Manager can assist the child and 
family in the referral process. 


We have fully responded to this SOW requirement in Section 5.1.11.1.G. 


  







 Tab VI – Section 4 – Scope of Work 
 4.2 Medical Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-57 
November 15, 2012 


The Vendor is required to adhere to MSM Chapter 400, Section 4.2.3.3 of this RFP, and Section 
5 of the Forms and Reporting Guide of this RFP for all SED and SMI referrals and 
determinations, and must reimburse providers of these services pursuant to the referenced 
Nevada Medicaid policies and procedures. Pursuant to Section 4.2.3.8 of this RFP, Title XIX 
Medicaid eligible recipients have the option of disenrolling from the Vendor if determined to be 
SED or SMI (unless the DHCFP, at its sole discretion, removes the option for these Medicaid 
recipients determined SED to be voluntarily disenrolled from managed care in the future). Title 
XXI Nevada Check Up recipients must remain enrolled with the Vendor who is responsible for 
ongoing patient care. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. 


Our Nevada team is skilled at coordinating referrals for determinations for Severely 
Emotionally Disturbed (SED) children and Seriously 
Mentally Ill (SMI) adults. Between January and 
August of 2012, we identified 449 SED children and 
169 SMI adults. Our protocols are consistent with the 
Nevada Medicaid Services Manual (MSM).  


Amerigroup Nevada behavioral health providers are 
familiar with and required to use the State’s process to 
determine whether individuals are SED or SMI, in 
accordance with MSM-mandated processes and forms. 
The provider returns the form to the health plan and the plan forwards disenrollment requests 
to DHCFP Amerigroup Nevada approves medically necessary services for children and adults, 
and Amerigroup Nevada coordinates annual re-determinations for members who remain 
enrolled in the health plan. 


We have fully responded to this SOW requirement in Section 5.1.11.1.H. 
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4.2.9 Transplantation of Organs and Tissue, and 
Related Immunosuppressant Drugs 
These services are covered, with limitations, when medically necessary. Coverage limitations for 
these services are defined in the Title XIX State Plan. The State of Nevada Title XIX State Plan 
can be accessed on the DHCFP’s website at http://dhcfp.state.nv.us/. DHCFP via its Title XIX 
State Plan Attachment 3.1.E covers Corneal, Kidney, Liver and Bone Marrow transplants and 
associated fees for adults. For children up to age 21 any medically necessary transplant that is 
not experimental will be covered. The health plan may claim transplant case reimbursement from 
DHCFP for in-patient medical expenses above the threshold of $100,000 in a one-year period 
(State Fiscal Year). 75% of the expenses above $100,000 are reimbursed to the health plan. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has a contract with Nevada’s only transplant center, University Medical 
Center (UMC), to provide kidney transplant services. When UMC is unable to provide 
transplant services, we refer to out-of-state facilities including preferred hospitals such as 
Loma Linda University Medical Center, UCLA Medical Center, or Rady Children’s Hospital. 
Our Transplant Coordinator helps identify all transplant facilities in the surrounding states 
that can perform certain transplants not performed by our preferred centers. We contact these 
facilities and coordinate care for our members who need these transplants. 


We provide support and case management to improve the health and quality of life for 
members undergoing transplants. Our objectives are to:  


 Reduce treatment variation 


 Enhance access to care 


 Educate and provide compliance programs for members and families/caregivers to 
prevent organ rejection 


 Coordinate services across the continuum of care by a dedicated Transplant Case 
Manager who will improve the management of transplantation with emphasis on 
prevention of expensive and life-threatening complications 


 Integrate behavioral health 


We will continue to comply with Nevada State Plan requirements regarding coverage of organ 
and tissue transplants and related immunosuppressant drugs. 
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4.2.10 Out-of-Network Services 
If the Vendor’s provider network is unable to provide medically necessary services covered 
under the plan to a particular member, the Vendor must adequately and timely cover these 
services out of network for the member for as long as the Vendor is unable to provide them. The 
Vendor benefit package includes covered medically necessary services for which the Vendor 
must reimburse certain types of providers with whom formal contracts may not be in place. The 
Vendor must also coordinate these services with other services in the Vendor benefit package. 
The services/providers are as follows: 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As we affirmed in our response to RFP Section 4.2.2, we will provide Amerigroup Nevada 
members with covered medically necessary services that are no less in amount, duration, and 
scope than those covered services they would receive in the current State Medicaid Plan and 
as specified in the Nevada Medicaid Service Manual (MSM). We understand and abide by the 
requirements contained within the Nevada MSM, including the definition of “medically 
necessary services” and the requirements surrounding use of out-of-network providers. 


Out-of-Network Providers (§4.2.10.1) 
When it is necessary for enrolled recipients to obtain services from out-of-network providers (i.e. 
the member needs to see a specialist for which the Vendor has no such specialist in its network), 
the Vendor must: 


A.  Coordinate with out-of-network providers with respect to payment;  


B.  Offer the opportunity to the out-of-network provider to become part of the network; 
and 


C.  Negotiate a contract to determine the rate prior to services being rendered or pay a 
rate not to exceed the FFS rate paid by DHCFP.  


Amerigroup acknowledges that we will comply with this section of the SOW.  


When an Amerigroup Nevada network provider is not available to meet a member’s non-
emergency needs, we refer that member to an out-of-network provider through a single case 
agreement.  


Upon receipt of a request for authorization for non-emergent services from an out-of-network 
provider, our Utilization Management (UM) Nurses verifies member eligibility. We also verify 
provider licensure and confirm that the provider does not appear on any governmental 
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exclusion lists. If sanctions exist or if we identify an issue regarding appropriate licensure, we 
inform the requestor that we cannot approve the out-of-network service, and we locate an 
alternative provider. 


Upon verification of eligibility, licensure, and lack of sanctions, UM Nurses forward the case 
to our Out-of-Network Coordination Nurse to review and discuss with our Medical Director. 
We have designated the Out-of-Network Coordination Nurse as the single point of contact for 
this role to foster consistency in single case agreement processing, streamline and expedite the 
process, and encourage relationship-building with non-network office staff to ease the process. 


Negotiating and Executing Single Case Agreements 
Upon review, if the Medical Director deems that the non-emergent service from the out-of-
network provider is medically necessary, we negotiate and execute a single case agreement. 
We take the following actions: 


 We approve the authorization for services by an out-of-network provider and update 
the case in the system. If the course of treatment will require services over an extended 
period, the treating provider includes this information in the initial request for 
authorization. If approved, we may extend the authorization for a longer period. 


 Our Out-of-Network Coordination Nurse negotiates a single case agreement with the 
provider that specifies provider payment and member cost sharing (if applicable) as 
well as prior authorization and case management requirements.  


To ensure timeliness of single case agreements, our Out-of-Network Coordination Nurse 
reviews daily reports that track aging of open cases to set priorities and focuses on those that 
require immediate action. The nurse also reviews system-generated logs to identify and resolve 
potential barriers to timely case closure. Finally, we monitor data in weekly or monthly reports 
to identify trends that might indicate problems with current processes or workload distribution. 


In our experience, out-of-network referrals are most common for pediatric subspecialty 
services, which are not available within the State of Nevada and for members seeking services 
in rural and remote areas of Washoe County that have limited provider capacity. Existing 
providers in those areas have been unwilling to join the network because their practices are 
often at capacity. Amerigroup Nevada’s Provider Relations employees in Reno and our Out-
of-Network Coordination Nurse have cultivated strong relationships with office employees at 
these practices that enable us to rapidly coordinate single case agreements when necessary. 
Provider office employees are already familiar with our agreements, case management 
practices, and claims submission protocols, expediting execution of single case agreements 
and member appointment availability. 
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Payment terms and billing instructions to the provider are detailed in the single case 
agreement prior to services being rendered. If payment terms are not negotiated in advance of 
services, we will pay a rate not to exceed the fee-for-service rate paid by DHCFP. Prior to 
authorizing services with out-of-network providers, we assure that they fully understand and 
accept the prohibition against balance billing.  


During contact with the out-of-network provider, our Out-of-Network Coordination Nurse or 
Provider Relations Representative will offer and encourage the provider to join Amerigroup 
Nevada’s provider network.  


For additional information on how we provide, monitor, and coordinate out-of-network 
services, please see Section 5.1.11.1.D.  
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Emergency Services (§4.2.10.2) 
The Vendor must cover and pay for emergency services regardless of whether the provider who 
furnished the services has a contract with the Vendor. The Vendor must pay the out-of-network 
provider for emergency services, applying the “prudent layperson” definition of an emergency, 
rendered at a rate equivalent to that paid by DHCFP, unless otherwise mutually agreed to 
between the Vendor and the party(s) rendering service.  


No prior or post-authorization can be required for emergency care provided by either network or 
out-of-network providers. The Vendor may not deny payment for treatment obtained when the 
member has an emergency medical condition and seeks emergency services, applying the 
“prudent layperson” definition of an emergency; this includes the prohibition against denying 
payment in those instances in which the absence of immediate medical attention would have 
resulted in placing the health of the member in serious jeopardy, serious impairment to bodily 
function, or serious dysfunction of any bodily part or organ. The Vendor may not deny payment 
for emergency services treatment when a representative of the Vendor instructs the member to 
seek emergency services care.  


Pursuant to 42 CFR 438.114, the Vendor may not limit what constitutes an emergency medical 
condition as defined in this section on the basis of lists of diagnoses or symptoms, nor refuse to 
cover emergency services based on the emergency room provider, hospital, or fiscal agency not 
notifying the member’s PCP, Vendor, or the DHCFP of the member’s screening, and treatment 
within ten (10) calendar days of the presentation for emergency services. 


A member who has an emergency medical condition may not be held liable for payment of 
subsequent screening and treatment needed to diagnose the specific condition or stabilize the 
patient. The attending physician or the provider actually treating the member is responsible for 
determining when the member is sufficiently stabilized for transfer or discharge and that 
determination is binding on the Vendor. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. All members can access medically necessary emergency care from any 
provider regardless of the provider’s participation in our network. 


We cover and pay for emergency services in accordance with the requirements contained in 
the Nevada MSM, RFP Section 4.2.10.2, Emergency Services, and State and federal laws and 
regulations, including 42 CFR 438.114. 


Members have access to emergency services twenty-four (24) hours a day, seven (7) days a 
week (24/7). We do not require referral or prior authorization for emergency services.  


For non-emergency services, members have access to urgent care centers in our network 
including the University Medical Center Quick Care centers. Our Member Handbook provides 
information on how and where to access emergency and urgent care services. Members also 
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have 24/7 access to our Nurse HelpLine. In addition, beginning with this new Contract, we 
will be introducing our Amerigroup On Call program, which promotes alternatives to the 
emergency department (ED). Amerigroup On Call includes our Nurse HelpLine and also 
offers members access to PCPs with extended hours, urgent care centers, limited services 
clinics, and physician telephone consults. The tele-consults are with board‐certified, licensed 
doctors who provide a telephone diagnosis, recommend treatment, and write short‐term, 
non‐DEA‐controlled prescriptions when appropriate—all of which broaden member access to 
ED alternatives, especially after hours. 
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Post-Stabilization Services (§4.2.10.3) 
The Vendor is financially responsible for:  


A.  Post-stabilization services obtained within or outside the network that are pre-
approved by a network provider or organization representative;  


B.  Post-stabilization services obtained within or outside the network that are not pre-
approved by a network provider or other organization representative, but 
administered to maintain the member's stabilized condition within one (1) hour of a 
request to the Vendor for pre-approval of further post-stabilization care services; and 


C.  Post-stabilization care services obtained within or outside the network that are not 
pre-approved by a network provider or other organization representative, but are 
administered to maintain, improve, or resolve the member's stabilized condition if 
Vendor does not respond to a request for pre-approval within one (1) hour, or the 
Vendor cannot be contacted or the Vendor and the treating physician cannot reach an 
agreement concerning the member's care and a network provider or other 
organization representative is not available for consultation. In this situation, the 
Vendor must give the treating physician the opportunity to consult with a network 
physician and the treating physician may continue with care of the member until a 
network physician is reached or one of the criteria in 42 CFR 438.114(e) and 42 CFR 
422.113 is met. 


Pursuant to 42 CFR 438.114(e) and 42 CFR 422.113, the Vendor’s financial responsibility for 
post-stabilization care it has not pre-approved ends when a network physician with privileges at 
the treating hospital assumes responsibility for the member’s care or a network physician 
assumes responsibility for the member's care through transfer or the Vendor and the treating 
physician reach an agreement concerning the member's care or the member is discharged. 


Pursuant to CFR 438.114(e), the Vendor charges for post stabilization care services provided by 
an out-of-network provider to a beneficiary may be no greater than the amount the vendor would 
charge if the services had been obtained in network. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada policies and procedures related to emergency and post-stabilization 
services promote convenient and hassle-free access to services. Attachments 5.1.11.1-1 and 
5.1.11.1-2 include two policy documents (“Emergency Services—Core Process” and 
“Coverage for Post Stabilization Care Services”), which outline our policies and procedures. 
Our policies and procedures currently comply with all Nevada and federal requirements. 
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Amerigroup Nevada covers and pays for post-stabilization services in accordance with Nevada 
requirements. We do not require any prior authorization for post-stabilization services 
delivered by network or out-of-network providers.  


For additional information on our policies and procedures for post-stabilization services, 
please see Section 5.1.11.1.I.  


Federally Qualified Health Center (FQHC) and Rural 
Health Clinic (RHC) (§4.2.10.4) 
The Vendor must pay for services provided by a Federally Qualified Health Center (FQHC) or a 
Rural Health Clinic (RHC), including dental care. Vendors may enter into contracts with FQHCs 
or RHCs provided that payments are at least equal to the amount paid other providers for similar 
services. If the Vendor does not have a contract with an FQHC or RHC, the Vendor must pay at 
a rate equivalent to that paid by the DHCFP (i.e. FFS rate). This does not apply to out of network 
providers of emergency services. The Vendor must demonstrate a good faith effort to negotiate a 
contract with FQHCs and RHCs and include all licensed and qualified FQHC and RHC 
providers in the Vendor’s network. Contracting with just one provider at each FQHC or RHC 
does not constitute a good faith effort to include the FQHC or RHC in the Vendor’s network. 
The Vendor must report to DHCFP payments and visits made to FQHCs and/or RHCs. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Both of Nevada’s Federally Qualified Health Centers (FQHCs) in our current service area, 
Nevada Health Centers and Health Access Washoe County, participate in our network. There 
are not any Rural Health Clinics (RHCs) in our current service area. 


We reach out to all Essential Community Providers, including FQHCs and RHCs, and make a 
good-faith effort to gain their participation in our network. As DHCFP notifies us of newly 
identified Essential Community Providers, we contact them in-person or by telephone to 
introduce Amerigroup Nevada, answer any questions they might have, and begin the 
contracting process.  


Amerigroup Nevada reimburses FQHCs and RHCs in accordance with DHCFP requirements. 
Reimbursement to FQHCs and RHCs is at least equal to the amount Amerigroup Nevada pays 
other providers for similar services.  
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Out-of-State Providers (§4.2.10.5) 
When it is necessary for recipients to obtain emergency or urgent services from an out-of-state 
(OOS) provider, the Vendor must negotiate a contract to determine the rate prior to services 
being rendered. The Vendor must inform the provider to accept Vendor reimbursement as 
payment in full. The only exception is for third-party liability. The provider must not bill, accept 
or retain payments from Medicaid or Nevada Check Up recipients.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


4.2.11 Obstetrical/GYN Services 
The Vendor will make a good faith effort to screen Title XIX and Title XXI pregnant women 
enrolled in the Vendor for maternal high risk factors. The Maternity Risk Screening Form helps 
identify the need for medical and non-medical services. These services are defined as preventive 
and/or curative services and may include, but are not limited to, patient education, nutritional 
services, personal care services or home health care, substance abuse services, and care 
coordination services, in addition to maternity care. The Vendor may use the Maternity Risk 
Screening Form or its own in- house form in conducting the screening. Any identification of 
high-risk factors will require the PCP, OB provider, case manager or other health care 
professional to refer the woman who is determined to be at risk for preterm birth or poor 
pregnancy outcome to the Vendor’s Case Manager. As appropriate, the Vendor shall assist the 
recipient in contacting appropriate agencies for care coordination of non-covered/carved-out plan 
services or community health information. The Vendor’s Case Manager will begin medical case 
management services for those risk factors identified on the maternity Risk Screen. A sample 
Maternity Risk Screen form is included in the Forms and Reporting Guide. 


DHCFP and/or the External Quality Review Organization (EQRO) will conduct on-site reviews 
as needed to validate coordination and assess medical management of prenatal care and high-risk 
pregnancies. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada makes a good-faith effort to screen Title XIX and XXI pregnant women 
for high-risk factors. We identify pregnant members through analysis of the DHCFP 
eligibility file, claims data, laboratory reports, and hospital census reports. We also identify 
members through our initial new member welcome call, provider referral, and member self-
referral. 


When we identify a member who is pregnant, we conduct a risk assessment to determine her 
level of risk for preterm birth using our Statistical Obstetrical Risk Score (STORK) tool. This 







 Tab VI – Section 4 – Scope of Work 
 4.2 Medical Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-67 
November 15, 2012 


tool incorporates screening for specific statistically validated predictors of the future need for 
neonatal intensive care unit (NICU) services, including history of preterm labor or birth, prior 
baby with low birth weight, or diagnosis of hypertension or diabetes mellitus. Members receive 
a risk score (COR score) and are categorized into one of four groups: urgent, high, medium, 
or low. All members, including the low risk category group, receive informational materials. 
We refer those with risk factors and high COR scores to our specialized Obstetrical Case 
Manager who conducts a thorough clinical assessment to further refine risk and develop 
individualized care treatment plans that correspond to each member’s risk level. For 
adolescent members who are pregnant, the care treatment plan reflects active engagement of 
the member’s parents or guardians, when appropriate, to facilitate a strong support system. 


Obstetrical Case Management 
Our Obstetrical (OB) Case Managers assist members with high-risk pregnancies and support 
them throughout their pregnancy to promote healthier mothers and healthy newborn 
Nevadans, benefitting our members and the State. OB cases historically represent more than 
one-half of members enrolled in case management. OB Case Managers interact with and 
engage our OB Medical Director when appropriate to collaboratively work with the member 
and her treating provider(s) to promote a healthy outcome. 


We have well-established relationships with DHCFP’s District Offices in Clark and Washoe 
Counties, and we continue to collaborate to promote access to all available services for high-
risk pregnant women. We incorporate coordination with these Offices into care treatment 
plans for women with high-risk pregnancies. 


We also offer specialized support for a family whose baby is admitted to the NICU to ease the 
often stressful process and facilitate a safe transition home. In addition, our OB Case 
Managers in Nevada facilitate community-based visits for high-risk members. Field-based 
clinicians make home visits to monitor our members and them in taking them to high-risk 
obstetrical and perinatologist appointments.  


We assist members in contacting appropriate agencies for care coordination of non-
covered/carved-out of Amerigroup services. We refer pregnant members to key resources 
including: 


 Nevada Supplemental Nutrition Program for Women, Infants & Children (WIC) 


 Nurse Family Partnership of Nevada 


 Women’s Resource Centers 


 Baby’s Bounty 
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We understand and will fully cooperate with DHCFP and/or the External Quality Review 
Organization (EQRO) in assessing our performance through onsite reviews. 


During the first six months of 2012, we achieved a 9 percent preterm birth rate, significantly 
lower than the statewide average (2010) of 13.9 percent, according to the Centers for Disease 
Control and Prevention (CDC) and lower than our 2011 rate of 9.2 percent.  


We look forward to continuing these services for the new Contract and furthering our success 
in promoting healthy babies and mothers in Nevada. 


Obstetrical Global Payment (§4.2.11.1) 
Length of time that the pregnant woman is enrolled with the Vendor is not a determining factor 
in payment to the obstetrician. Payment to the delivering obstetrician for normal routine 
pregnancy shall be based upon the services and number of visits provided by the obstetrician to 
the pregnant woman through the course of pregnancy. Payments are determined by Current 
Procedural Terminology (CPT) codes submitted by the provider. The Vendor must provide 
separate payment for covered medically necessary services required as a result of a non-routine 
pregnancy.  


A Global Payment will be paid to the delivering obstetrician, regardless of network affiliation, 
when the member has been seen seven (7) or more times. If the obstetrician has seen the member 
less than seven (7) times, the obstetrician may be paid according to a negotiated rate of less than 
the FFS rates established for pregnancy-related CPT codes. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Network Providers 
For all cases, the Vendor must have policies and procedures in place for transitioning the eligible 
pregnant recipient to a network provider.  


  1.  Vendor must allow for a pregnant member’s continued use of their OB/GYN, if at all 
possible. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  
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Non-network Providers 
The Vendor may reimburse a non-network provider at a negotiated rate of less than the FFS rates 
established for pregnancy-related CPT codes. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


New Members within the Last Trimester of Pregnancy 
A pregnant woman who is enrolled with the Vendor within the last trimester of pregnancy must 
be allowed to remain in the care of a non-network provider if she so chooses. The Vendor must 
have policies and procedures for this allowance. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Prior Authorization 
The Vendor’s prior authorization policies and procedures must be consistent with the provision 
of prenatal care in accordance with community standards of practice. DHCFP, at its discretion, 
may require removal of the prior authorization requirement for various procedures based on 
reported approval data and any other relevant information. The Vendor is required to provide 
written notification to all affected network providers within thirty (30) days of the end of a 
reported quarter regarding the elimination of the prior authorization requirement. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


As a participant in Nevada’s Medicaid Managed Care Program since 2009, Amerigroup 
Nevada has fully integrated DHCFP’s Medicaid Services Manual (MSM) requirements into 
our clinical criteria for medical necessity and service utilization requests. We augment MSM 
criteria, which define medical necessity for Medicaid and Nevada Check Up, with nationally 
recognized clinical criteria to guide our prior authorization decisions. 


Our primary guidelines for medical necessity are those outlined in the MSM. All Amerigroup 
employees who conduct utilization management for Nevada members have undergone 
extensive training on application of the MSM criteria, and we have incorporated the criteria 
into our system to support efficiency and consistency. The system facilitates primary use of the 
MSM criteria in utilization management decisions in Nevada. We work closely with DHCFP 
to accurately integrate the MSM criteria, guidelines, and procedures into our operations, and 
our Medical Director regularly interacts with DHCFP employees to clarify and refine MSM 
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requirements. This collaborative relationship fosters accuracy in applying MSM guidelines, 
which benefits members and providers.  


Augmenting the MSM, Amerigroup uses InterQual® Level of Care criteria to review medical 
necessity and appropriateness of prenatal care. These objective criteria and guidelines are 
industry standard for medical necessity review and widely used by health plans, hospitals, and 
government agencies. They provide a rules-based system for screening proposed medical care 
based on patient-specific, best medical care processes and consistently match medical services 
to patient needs, based upon clinical appropriateness.  


Certified Nurse Midwife Services (§4.2.11.2) 
The Vendor must make certified nurse midwife services available to members if such services 
are available in the Vendor's service area. If the Vendor does not have a contract for said 
services, the Vendor may pay the certified nurse midwife provider according to a negotiated rate 
not to exceed the FFS rates established for pregnancy-related CPT codes. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada supports the use of certified nurse midwives. We currently have 12 
certified nurse midwives in our provider network, 8 in Clark County and 4 in Washoe County. 
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Maternity Kick Payment (Sixth Omnibus Budget 
Reconciliation Act aka SOBRA) (§4.2.11.3) 
When a recipient gives birth to a live infant of any gestational age, and there is an accompanying 
provider claim for the delivery, the Vendor will receive the full Maternity Kick payment. In 
order for the Vendor to qualify for a Maternity Kick payment for either a miscarriage or 
stillbirth, the recipient must be in the third trimester of pregnancy, which commences with the 
twenty-seventh (27th) week of gestation, when the miscarriage or stillbirth occurs. However, 
only one Maternity Kick payment will be processed per delivery episode regardless of how many 
babies are delivered. Maternity Kick claim adjudication will be initiated upon electronic receipt 
of birth information via the Provider Supplied Data File. The Provider Supplied Data File will 
specifically include: Provider Number, Record Type, Record Creation Date, Recipient Billing ID 
Number, Recipient Name, Recipient SSN, Delivery Date, Birth Indicator, Gender, Birth Provider 
Number, Birth Location, and Gestational Weeks Pregnant. Additional birth information may be 
requested to complete SOBRA financial reporting. Vendor shall provide documentation required 
for verification within 21 calendar days of request by DHCFP. Failure to comply may result in 
rejection of the SOBRA claim in question. 


Maternity Kick Payment requests must be submitted within 270 days from date of delivery. The 
DHCFP will process and pay requests for payment within 30 days of receipt of the verifiable 
SOBRA request as defined in the Attachment I Forms & Reporting Guide. 


The Maternity Kick Payment is intended to offset most of the costs to the Vendors for costs 
associated specifically with the covered delivery of a child, including prenatal and postpartum 
care. Ante partum care is included in the capitation rate paid for the mother. Costs of care for the 
newborn are included in the newborn capitation rate. 


It is not the intent of the DHCFP to pay a SOBRA payment in a situation where there is no 
accompanying provider claim for the delivery. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  
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Family Planning Services (§4.2.11.4) 
Federal regulations grant the right to any member of childbearing age to receive family planning 
services from any qualified provider, even if the provider is not part of the Vendor’s provider 
network. The Vendor may not require family planning services to be prior authorized. Family 
planning services are provided to members who want to control family size or prevent unwanted 
pregnancies. Family planning services may include education, counseling, physical 
examinations, birth control devices, supplies, and Norplant. 


Pursuant to MSM Chapter 600, tubal ligations and vasectomies are included for recipients 
twenty-one (21) years of age or older. Tubal ligations and vasectomies to permanently prevent 
conception are not covered for any recipient under the age of twenty-one (21) or any recipient 
who is adjudged mentally incompetent or is institutionalized.  


The Vendor must, at a minimum, pay qualified out-of-network providers for family planning 
services rendered to its members at the FFS rate paid by DHCFP. The Vendor will be 
responsible for coordinating and documenting out-of-plan family planning services provided to 
its recipients and the amounts paid for such services.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Our member handbook describes all covered services and benefits available from Amerigroup 
Nevada. It also lists covered services that can be obtained from out-of-network providers, 
including family planning. It also explains that family planning services do not require a 
referral or prior authorization. 
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Low Birth Weight Babies (§4.2.11.5) 
The capitation payment for the 0 - 1 age group will be adjusted to allow funding for a low birth-
weight supplemental payment for vendors. This amount will be determined by the State’s 
actuary, and will remain budget neutral to the State. Money drawn from the 0 - 1 age group will 
be distributed in an actuarially sound manner to offset expenses to either Vendor that receives a 
disproportionately large number of low birth weight babies. It is not expected that the money will 
end up evenly distributed between the Vendors, nor is it expected that these supplemental 
payments will fully offset the actual medical cost of these low birth-weight babies. 


Once determined and agreed upon by the submitting Vendor and DHCFP as meeting the criteria 
for payment, any claims will be paid out within 30 days of receipt by the DHCFP. The 
distribution will be incident based throughout the year and there will be no requirement for 
bundling of claims by the Vendors. Although incident based, it is not limited by birth episode 
criteria but rather will be paid out for each child delivered; i.e. twice for twins, three times for 
triplets, etc. The weight to be considered low birth weight will be determined by the State with 
the mutual agreement of the State’s actuary and both vendors, and with the understanding that 
the actual weight in grams may be considered very low birth weight, or worse, by some national 
standards. 


The low birth weight funds determined by the State’s actuary are drawn from what would 
otherwise be paid in the form of capitation. Because the methodology applied must be neutral to 
the State, and there exists the possibility that, should enrollment trend exceed expectations, a 
deficit or surplus may occur. The number of low birth weight payments made during a plan year 
will be a function of caseload using a methodology determined by DHCFP and its actuary and 
will adjudicate in accordance with birth date and time. No supplemental payments will be made 
for deliveries beyond the number funded. Conversely, should deliveries fall short of the number 
funded, any surplus will be paid back to the plans as in a manner determined by the State’s 
actuary, and mutually agreed upon by the Vendors.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  
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4.2.12 Coordination with Other Vendors and 
Other Services 
Pursuant to 42 CFR 438.208(b) (2), (3), and (4) the Vendor is required to implement procedures 
to coordinate services it may provide to the member with the services the member may receive 
from any other Vendor. Upon request or notification of need, the Vendor is required to 
communicate with other Vendors serving the member the results of its identification and 
assessment of any special health care needs to ensure that services are not duplicated, and to 
ensure continuity of care. The Vendor’s procedures must ensure that, in the process of 
coordinating care, each member’s privacy is protected consistent with the confidentiality 
requirements in 45 CFR Parts 160 and 164 [(the Health Insurance Portability and Accountability 
Act (HIPAA)]. 


The Vendor case managers will be responsible for coordinating services with other appropriate 
Nevada Medicaid and non-Medicaid programs. This coordination includes referral of eligible 
members, to appropriate community resources and social service programs, including supportive 
housing. 


In addition to routine care coordination with other Vendors, the Vendor is responsible for 
designating a specific clinician or case manager to ensure continuity of services for members 
with special needs. These members may include, but are not limited to: juveniles temporarily 
detained by a state or county agency (See Section 3); Seriously Emotionally Disturbed children 
and adults with Severe Mental Illness (see Section 4.2.3.8); Children With Special Health Care 
Needs (see Section 4.2.8); and, women with high-risk pregnancies (see Chapter 600, Section 
603.4 of the Medicaid Services Manual). Care coordination must address critical issues such as 
out-of-home placement, specialized mental health services and therapies, and needs that may 
typically be filled by community resources and social service programs. 


Since February 2009, Amerigroup Nevada has coordinated care and services for Medicaid 
and Nevada Check Up members through our Real Solutions® Health Care Impact program. 
Our Case Managers coordinate the full range of services for all individuals enrolled in disease 
management or case management. During the initial assessment, the Case Manager gathers 
information on the individual’s physical and behavioral health conditions as well as 
information on his or her range of current supports to identify gaps in care or services. As the 
Case Manager develops the individual care treatment plan, it reflects specific interventions for 
all gaps, including treatment interventions and goals, health promotion and education 
activities, supportive services and resources, and services that may be available through 
another Vendor.  


In the first six months of 2012, approximately 300 members for whom we coordinated care 
and services were enrolled in case management programs each month. Members with special 
or complex needs (including juveniles temporarily detained by a State or county agency, 
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Severely Emotionally Disturbed (SED) children and Severely Mentally Ill (SMI) adults, 
Children with Special Health Care Needs (CSHCN), and women with high-risk pregnancies)) 
are assigned to a designated Case Manager who is responsible for overseeing the assessment 
and coordination of care and services and promoting continuity of care. This includes 
identification and coordination of wraparound services that support achievement of case 
management goals such as peer support for SED and SMI members, school-based programs 
and services for CSHCN, and Nevada Supplemental Nutrition Program for Women, Infants, 
& Children (WIC) referrals for women with high-risk pregnancies. 


Amerigroup Nevada’s case management team includes clinical experts who foster consistency 
in coordination with other programs. Our Case Managers specialize in handling OB, 
behavioral health, or adult/pediatric cases, so they are each familiar with the specific 
resources available through the State and community for members with specialized needs.  


We have established strategic partnerships with agencies that educate, advocate, and serve 
children, families, seniors, and people with disabilities—agencies that members already trust 
and respect. Some of our current community partners in Nevada include Healthy Start 
Coalitions, Parent Teacher Associations, school nurses associations, YMCAs, local schools, 
churches, and hospitals. Our resource directory currently includes almost 250 community 
agencies in both Clark and Washoe Counties with which we coordinate referrals for members, 
such as other Medicaid and non-Medicaid programs available through the State, community 
organizations, support groups, and resources for CSHCN. Our most frequently accessed 
agencies include WIC agencies, Family TIES, Family Resource Centers, and the Nurse 
Family Partnership. It also includes a directory of housing resources, guiding Case Managers 
to appropriate supportive housing resources in Clark and Washoe Counties when a member 
needs it. Case Managers use the resource directory to locate available services and supports 
for each member and his or her family. 


Additionally, Amerigroup Nevada’s case management team includes a social worker who 
develops relationships with community agencies and other local organizations throughout 
Clark and Washoe Counties to include in the resource directory. These relationships 
strengthen our ability to incorporate non-covered services and social supports into each 
member’s care treatment plan. Coordination of community services promotes improved health 
outcomes by reducing the risk of homelessness, boosting access to nutritious food, and 
promoting safe activities for children and adolescents in the community. Case Managers 
observe strict privacy protection policies and procedures in every case in which we coordinate 
with Medicaid and non-Medicaid services. 
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4.2.13 Immunizations 
The Vendor shall require its network providers to enroll in the Vaccines for Children Program 
(VFC), which is administered by the Nevada State Health Division. Providers licensed by the 
State to prescribe vaccines may request to be enrolled in the Nevada State Health Division’s 
VFC Program. The Immunization Program will review and approve provider enrollment 
requests. The Vender shall require VFC enrolled providers to cooperate with the Nevada State 
Health Division for purposes of performing orientation and monitoring activities regarding VFC 
Program requirements. 


Upon successful enrollment in the VFC Program, providers may request state- supplied vaccine 
to be administered to members through eighteen (18) years of age in accordance with the most 
current Advisory Committee on Immunization Practices (ACIP) schedule and/or 
recommendation, and following VFC program requirements as defined in the VFC Provider 
Enrollment Agreement. 


The Vendors shall require VFC-enrolled network providers to participate in the Nevada State 
Health Division’s Immunization Registry to ensure the DHCFP’s goal to fully immunize 
children up to the age of two (2) years. Vendors must reimburse the Washoe County and Clark 
County Health Departments for the administration of vaccinations when immunizations were 
provided to their enrolled recipients. 


Amerigroup Nevada currently requires our network providers to enroll in the Vaccines for 
Children Program, cooperate with the Nevada State Health Division, and participate in the 
Immunization Registry. We incorporate these requirements into the provider manual, which is 
incorporated by reference as part of the provider agreement. We also currently reimburse 
Washoe County and Clark County Health Departments for the administration of vaccines 
when immunizations were provided to their enrolled recipients. 


Furthermore, Amerigroup integrates data from the from the Nevada WebIZ (Statewide 
Immunization Information System) into our Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT) tracking tool to identify any immunizations received by our members 
outside the health plan and reported to the Nevada WebIZ. This fosters efficient use of State 
resources. 


We have achieved significant gains in our related HEDIS® scores between HEDIS 2010 
(measurement year 2009) and HEDIS 2012 (Measurement year 2011), including the scores 
outlined in Table 4.2.13-1. 
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Table 4.2.13-1. Improving Immunization Rates for Nevada’s Children 


HEDIS Score  HEDIS 2012  Gain Since HEDIS 2010 


Childhood Immunization (Combination 2)  68.98%  11.69% 


Childhood Immunization (Combination 3)  64.12%  24.57% 


Our success stems from extensive member and provider outreach, including: 


 Reminder postcards and telephone calls to households with children who are due for 
immunizations 


 Delivery of reports to providers about members who are overdue for immunizations 


 Reminders to providers through quarterly newsletters 


 Medical record audits to verify provider delivery of EPSDT services, including 
immunizations 


 Distribution of communications that educated providers about proper claims coding to 
foster more complete data capture 


We have also partnered with community organizations with this shared mission. For example, 
we worked with the Southern Nevada Immunization and Health Coalition to promote its back-
to-school immunization events, which are already well publicized throughout southern 
Nevada, to our members. We also sponsor other community events at which community 


organizations administer immunizations. 


Amerigroup Nevada’s Investing in Quality initiative includes five 
teams that are challenged to brainstorm and evaluate ideas, 
interventions, and solutions to improve relevant HEDIS scores. One 


team specifically targets children and adolescent health measures, including immunization 
rates. The team includes corporate representation to promote evaluation of effective 
interventions in other Amerigroup health plans that may be relevant in Nevada. 


The Investing in Quality team is evaluating new interventions, such as member incentive 
programs, EPSDT days at large PCPs’ offices to boost our immunization rates for our covered 
children, or reminder text messages (with member permission), which have achieved results in 
other states. 


Amerigroup Nevada remains committed to promoting and improving the health of the 
members we serve, including maximizing immunization rates for children and adolescents. 
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4.2.14 Mental Health Services 
Mental health is an integral part of holistic health care. The Vendor shall take affirmative steps to 
ensure that covered, medically necessary mental health services are provided to enrolled 
recipients. The Vendor shall provide the following services: 


4.2.14.1 Inpatient Psychiatric Hospital; 


 The Vendor is required to contract with Southern Nevada Adult Mental Health 
Services (SNAMHS) and Northern Nevada Adult Mental Health Services 
(NNAMHS) (the DHCFP reserves the right to change this requirement, pending the 
decision of the Governor and the Legislature to expand the Medicaid enrollment to 
childless adults, per the ACA). 


4.2.14.2 Mental Health Outpatient Clinic; 


 The Vendor shall develop incentives encouraging diversions from emergency rooms 
and psychiatric hospital placement into outpatient clinics, when appropriate.  


4.2.14.3 Mental Health Rehabilitative Treatment Services; 


4.2.14.4 Psychologist; 


4.2.14.5 Outpatient Psychiatric; 


4.2.14.6 Residential Treatment Center (RTC); 


The Vendor is responsible for reimbursement of all RTC charges including admission, bed day 
rate, and ancillary [i.e., physician services, optometry, laboratory, dental and x-ray 
services, etc.] services.  


4.2.14.7 Case Management; 


4.2.14.8 Habitation Services: Instrumental Activities of Daily Living/ Activities of Daily 
Living (IADL/ADL); 


The DHCFP reserves the right to change this requirement, pending the decision of the Governor 
and the Legislature to expand the Medicaid enrollment to childless adults, per the 
ACA. 


4.2.14.9 Methadone Treatment; and 


4.2.14.10 Alcohol and Substance Abuse Treatment, including Intensive Outpatient Treatment. 
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With the exception of 4.2.14.1, which is a new requirement, Amerigroup Nevada currently 
complies requirements 4.2.14.1 through 4.2.14.10 and will continue to do so under the new 
Contract. 


Inpatient Psychiatric Hospital  
For this new requirement, Amerigroup Nevada actively recruited Southern Nevada Adult 
Mental Health Services and Northern Nevada Adult Mental Health Services. They are now 
contracted and credentialed as part of our network. We look forward to productive 
partnerships with each of these key mental health providers. 


Mental Health Outpatient Clinic  
Amerigroup Nevada’s approach to encouraging diversions from emergency departments (ED) 
and psychiatric hospital placement into outpatient clinics includes several strategies and 
proposed provider incentives to address this new requirement. 


As part of Amerigroup’s recovery-focused case management program for members with 
mental illness, specially trained Behavioral Health Case Managers will assist members to 
complete wellness action plans that include specific strategies for avoiding escalation of 
symptoms, identifying triggers, and implementing interventions before they intensify to a crisis 
which results in an ED visit. 


Amerigroup Nevada recently executed an agreement with Harmony Healthcare, one of the 
largest behavioral health providers in southern Nevada, to deliver mental health and 
substance abuse services to our members in Clark County. We selected Harmony for the 
breadth and depth of its affiliated providers and also because of its expertise in and 
commitment to promoting care in the right place at the right time for each member through a 
well-developed provider network. 


To avert unnecessary psychiatric hospital placement, we leverage Harmony’s Rapid Response 
Team, which deploys clinicians to hospital EDs to immediately assess and coordinate referrals 
for members who present at the ED for mental health or substance abuse issues. This enables 
us to avoid inappropriate hospitalization by rapidly facilitating access to an appropriate level 
of care, such as crisis stabilization with follow-up care outpatient visits or immediate 
appointments with outpatient providers. 


Once we have the requisite level of accumulated data, we propose to implement a risk-sharing 
or shared-savings component to our contract with Harmony Healthcare. We will analyze cost 
and utilization data to identify areas of potential over-utilization. Through our analysis, we 
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will target measures to use as quality indicators of performance for shared savings. These may 
include such measures as: 


 Presence of at least one assigned PCP visit within the last 12 month period  


 Decrease in total ED visits  


 Decrease in acute psychiatric 30-day readmissions  


 Improvement in seven-day follow-up post mental health admission  


 Improvement in 30-day follow-up post mental health admission  


 Improvement in diabetes screening for members with schizophrenia and bipolar 
disorders on antipsychotics  


 Improvement in cardiovascular screening for members with schizophrenia and bipolar 
disorders on antipsychotics  


 Improvement in adherence to antipsychotics by those with diagnosis of schizophrenia  


 Decrease in acute psychiatric inpatient visits 


 Improvement in antidepressant medication initiation scores 


 Improvement in antidepressant medication continuation scores 


To qualify for shared savings, Harmony Healthcare must achieve a minimum quality score on 
the HEDIS® and cost measures for their member population. We will provide Harmony with 
interim and annual reporting on its performance against the measures. 


Reducing Referrals from General Hospitals to State Institution for 
Mental Diseases 
We understand the need to reduce unnecessary referrals to State Institution for Mental 
Diseases (IMD) facilities. According to the Substance Abuse & Mental Health Services 
Administration’s (SAMHSA) Center for Mental Health Services (CMHS), Nevada’s state 
hospital utilization rate for mental health is 1.19 per 1,000 population, compared to the 
national average of 0.50 per 1,000. 


In our shared-savings model with Harmony, we propose to include a measure that tracks the 
number of referrals from general hospitals to State IMD hospitals. We will tie this measure to 
the shared-savings model. 
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Member Incentives 
One of our Investing in Quality teams is focused on developing 
innovative approaches to increasing behavioral health-related 
quality measures. The team is currently evaluating the impact of 
member incentives to encourage follow-up outpatient visits after a 
mental health admission, including assessment of the impact of 
member incentives in other Amerigroup health plans, to determine  
their appropriateness in Nevada.  


Alcohol and Substance Abuse Treatment, including 
Intensive Outpatient Treatment  
Amerigroup Nevada currently complies with almost all of requirements Section 4.2.14.1 
through 4.2.14.10 as they are incorporated into our current Contract. We will continue to do 
so under the new Contract, and, as described above, we have developed solutions to address 
the new requirements under the new Contract. 


Our robust network currently includes 178 behavioral health practitioners and 18 facilities in 
Clark and Washoe Counties. According to our most recent network adequacy report, our 
behavioral health network meets DHCFP requirements, as summarized in Table 4.2.14-1, 
promoting prompt access to care for our Serious Emotional Disturbance (SED) children and 
Severe Mental Illness (SMI) adults.  


Table 4.2.14-1. A Comprehensive Network to Serve Members with Behavioral Health Diagnoses 


Provider Type  DHCFP Access Standard  Clark County  Washoe County 


Behavioral 
Health 
Providers 


One behavioral health 
provider within 25 miles of 
member’s residence 


98 behavioral health 
providers 
 
Members with access 
within 25 miles = 100% 


80 behavioral health 
providers 
 
Members with access 
within 25 miles = 99.9% 


Behavioral 
Health 
Facilities 


One inpatient behavioral 
health facility within 25 
miles of member’s 
residence 


15 behavioral health 
facilities 
 
Members with access 
within 25 miles = 99.9% 


3 behavioral health 
facilities 
 
Members with access 
within 25 miles = 99.7% 


Our network includes almost every provider type included in Section 4.2.14, including 
University of Nevada School of Medicine’s Mojave Mental Health Clinics, which are Essential 
Community Providers. We actively recruited Southern Nevada Adult Mental Health Services 
and Northern Nevada Adult Mental Health Services, and we anticipate that they will be fully 
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contracted and credentialed before the Contract start date. Including providers joining our 
network later this year through Harmony Health, our network for both Clark and Washoe 
Counties includes more than 500 behavioral health providers. Amerigroup is actively engaged 
in identifying our current providers delivering case management services and will credential 
them into our network for the new Contract. 


A comprehensive network is vital to achieve quality 
gains for our members, and Amerigroup Nevada has 
demonstrated strong quality improvements related to 
behavioral health. The HEDIS score for Follow-Up 
after Hospitalization for Mental Illness within 7 Days 
of Discharge has improved almost 80 percent over 
the past two measurement years. Our HEDIS 2012 
score reflects the Quality Compass 50th percentile. This follow up is particularly vital for 
members with SED and SMI to foster continued recovery and a safe transition between care 
settings. 


In addition to our extensive network, Amerigroup Nevada leverages the experience of our 
affiliate health plans in other states to promote effective treatment for members with 
behavioral health diagnoses. This includes development of innovative integrated medical 
homes and Affordable Care Act-compliant Health Homes to promote community-based 
integrated care for SED and SMI members. As DHCFP’s Medicaid and Nevada Check Up 
MCO program evolves, Amerigroup Nevada is uniquely prepared to offer new solutions.  


As a member’s medical home, PCPs are often the first providers to recognize the signs of a 
mental health or substance abuse issue. Amerigroup Nevada is working closely with our Real 
Solutions® Medical Home practices to enhance care coordination efforts for members with 
behavioral health diagnoses to improve outcomes and reduce fragmentation of care. 
Additionally, we are implementing PCP training that strengthens PCPs’ ability to screen and 
refer for behavioral health conditions; this training will be eligible for continuing medical 
education credits.  


We have fully described our behavioral health network in Section 5.1.11.1.H. 
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4.3 ENROLLMENT AND DISENROLLMENT 
REQUIREMENTS AND LIMITATIONS 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.3-1. Cross-Reference Matrix 
Main SOW Section  SOW Sub Sections  Complete Amerigroup Nevada Response 
4.3.1  Enrollment of Pregnant 
Women 


N/A  4.3.1   


4.3.2  Enrollment of Program 
Newborns 


4.3.2.1 – 4.3.2.2  4.3.2   


4.3.3  Auto Assignment Process  4.3.3.1 – 4.3.3.3  4.3.3   
4.3.4  Automatic Reenrollment  N/A  4.3.4   
4.3.5  Disenrollment Requirements 
and Limitations 


4.3.5.1 – 4.3.5.4  4.3.5   


4.3.6  Enrollment, Disenrollment 
and Other Updates 


4.3.6.1 – 4.3.6.2  4.3.6   


4.3.7  Enrollment Interface  4.3.7.1 – 4.3.7.2  4.3.7   
4.3.8  Provider Enrollment Roster 
Notification 


N/A  4.3.8   


4.3.9  Change in a Recipient’s 
Status 


N/A  4.3.9   


4.3.10  Transitioning/Transferring of 
Recipients 


4.3.10.1 – 4.3.10.2  5.1.11.2 
4.3.10.3  4.3.10   
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The eligibility and enrollment functions are the responsibility of DHCFP and the Division of 
Welfare and Supportive Services (DWSS). The Vendor shall accept each recipient who is 
enrolled in or assigned to the Vendor by DHCFP and/or its enrollment sections and/or for whom 
a capitation payment has been made or will be made by the DHCFP to the Vendor. The first date 
a Medicaid or Nevada Check Up-eligible recipient will be enrolled is not earlier than the 
applicable date in the Vendor’s specified contract. 


The Vendor must accept recipients eligible for enrollment in the order in which they apply 
without restriction, up to the limits set under the contract. The Vendor acknowledges that 
enrollment is mandatory except in the case of voluntary enrollment programs that meet the 
conditions set forth in 42 CFR 438.50(a). The Vendor will not, on the basis of health status or 
need for health services, discriminate against recipients eligible to enroll. The Vendor will not 
deny the enrollment nor discriminate against any Medicaid or Nevada Check Up recipients 
eligible to enroll on the basis of race, color or national origin and will not use any policy or 
practice that has the effect of discrimination on the basis of race, color or national origin. If the 
recipient was previously disenrolled from the Vendor as the result of a grievance filed by the 
Vendor, the recipient will not be re-enrolled with the Vendor unless the recipient wins an appeal 
of the disenrollment. The recipient may be enrolled with another Vendor. 


The Vendor is not financially responsible for any services rendered during a period of retroactive 
eligibility. However, the Vendor is responsible for services rendered during a period of 
retroactive enrollment in situations where errors have caused an individual to not be properly 
enrolled with the Vendor. The DHCFP is responsible for payment of applicable capitation for the 
affected months. As described in Section 3603.15 (B) (1) of the Medicaid Services Manual, the 
Vendor is responsible for Medicaid newborns as of the date of birth, whether retroactive 
eligibility, retroactive enrollment, or both are involved. 


The Vendor must notify a recipient that any change in status, including family size and 
residence, must be immediately reported by the recipient to their DWSS eligibility worker. The 
Vendor must provide DHCFP with notification of all births and deaths and demographic 
changes. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our member handbook clearly instructs our Medicaid members to contact their caseworker if 
they move or their family sizes changes. And, it instructs our Nevada Check Up members to 
contact Nevada Check Up to report such changes.  


We train our Member Services Representatives to respond to members who indicate a change 
in status, family size, or residence. We also train them to respond to inquiries regarding 
enrollment and disenrollment. For example, during open enrollment, our Member Services 
Representatives receive training to reinforce how to respond to such questions as: 
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Member Question: What if I did not receive my Choice Letter from DHCFP or the 
state’s Enrollment Broker?  


Amerigroup Response (applies to both Medicaid and Nevada Check Up): If you did not 
receive a Choice Letter telling you that it is time for Open Enrollment it may be 
because you have moved and did not update your address. I can take your new address 
to update our records, but you will also need to contact the Nevada Medicaid District 
Office or Nevada Check Up Office to be sure your address is updated with the State. 


Ensuring Non-Discrimination 
We employ several measures to ensure that Medicaid and Nevada Check Up members are not 
discriminated against. We direct our efforts at our employees, members, and providers. 


Amerigroup Employees 
Amerigroup has a policy that requires non-discrimination in marketing, enrollment, and 
health plan operations. We train all employees on our internal policies and applicable State 
and federal laws. They receive this training when they are hired and then annually as part of 
our corporate compliance program.  


In addition, Amerigroup has a Beneficiary Rights Ombudsman, the company’s Chief 
Compliance Officer, who ensures that all materials given to members and potential members 
contain information about Amerigroup’s commitment to avoid discrimination. The 
Ombudsman’s office accepts, records, files, and responds to comments, concerns, and 
complaints by Amerigroup members and potential members. 


Amerigroup Members 
Our Member Handbook includes language that members have a right to be treated fairly, with 
dignity, and without discrimination. It further reads that “Amerigroup provides health 
coverage to our members on a nondiscriminatory basis, according to state and federal law, 
regardless of gender, race, age, religion, national origin, physical or mental disability, or type 
of illness or condition.” 


Amerigroup Providers 
We use several methods to ensure that providers do not discriminate against members. Our 
provider contracts, approved for use by DHCFP in August, 2012, include a section on Non-
Discrimination that states that providers must abide by all applicable statutes, regulations, and 
orders that pertain to non-discrimination. It also states that providers must not exclude any 







 Tab VI – Section 4 – Scope of Work 
 4.3 Enrollment and Disenrollment Requirements and Limitations 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-86 
November 15, 2012 


member from participation in any aid, care, service, or other benefit, or deny any member 
such services on the grounds of race, color, national origin, sex, age, disability, political 
beliefs, or religion, and that the provider must not subject any member to discrimination due 
to his or her status as a program beneficiary. 


Amerigroup Nevada adheres to enrollment and disenrollment requirements to best serve 
eligible recipients enrolling them efficiently to provide appropriate and meaningful care. We 
accept all those eligible individuals assigned to us and those who choose Amerigroup Nevada. 
We take the responsibility seriously and with utmost care. 


4.3.1 Enrollment of Pregnant Women 
The eligibility of Medicaid applicants is determined by the DWSS. DWSS notifies the State’s 
fiscal agent, who enrolls the applicant. Letters are sent to the new recipients requiring them to 
select a vendor or have a vendor automatically assigned. The Vendor must have written policies 
and procedures for pregnant women. The chosen Vendor will be notified of the pregnant 
women’s choice by the State’s fiscal agent. The Vendor shall be responsible for all covered 
medically necessary obstetrical services and pregnancy-related care commencing at the time of 
enrollment. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has written policies and procedures in place for enrolling and 
administering benefits for pregnant women. We currently provide covered services to our 
pregnant Medicaid and Nevada Check Up members. In fact, we cover services for 
approximately 4,400 deliveries each year to our Nevada members. 


As we affirmed in our response to RFP Section 4.2.2, we will provide Amerigroup Nevada 
members with covered medically necessary services that are no less in amount, duration, and 
scope than those covered services they would receive in the current State Medicaid Plan and 
as described in the Nevada Medicaid Service Manual (MSM). This includes obstetrical 
services and pregnancy-related care. 
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4.3.2 Enrollment of Program Newborns 
The Vendor must have written policies and procedures for enrolling newborns of enrolled 
recipients. The Vendor is required to report births electronically on a weekly basis to the DHCFP 
via the Provider Supplied Data file located on the File Transfer Protocol (FTP) site. The Vendor 
will be responsible for all covered medically necessary services included in the Vendor benefit 
package to the qualified newborn. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has written policies and procedures in place for enrolling our members’ 
newborn children. We currently report births electronically on a weekly basis to the DHCFP.  


Medicaid-Eligible Newborns (§4.3.2.1) 
Unless there are overriding enrollment conditions, all Title XIX Medicaid eligible newborns 
born to enrolled recipients are enrolled effective the date of birth if the mother of the newborn 
was enrolled with the vendor as of the newborn’s date of birth. The newborn will remain 
enrolled with the vendor for as long as it maintains its Vendor enrollment eligibility. 


The Vendor is not financially responsible for any services rendered during a period of retroactive 
eligibility. However, as described herein, the Vendor will be responsible for all Medicaid 
newborns as of the date of birth if the mother of the newborn was enrolled with, or should have 
been enrolled with, the Vendor as of the newborn’s date of birth. In situations where it is 
determined that eligibility decisions were made that caused incorrect enrollment decisions, the 
MMIS may be corrected to show correct enrollment. In this situation, the Vendor will be 
responsible for services rendered during this corrected timeframe. The timeframe to make such 
corrections will be limited to 180 days from any incorrect enrollment date. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Nevada Check Up/CHIP Newborns (§4.3.2.2) 
The Head of Household/Mother must notify the DHCFP of the newborn within 14 days 
following the delivery in order to qualify to receive coverage from the date of birth. If the family 
into which the baby is born is a Nevada Check Up family currently receiving coverage from the 
Vendor for a sibling of the newborn, and the newborn is qualified to receive coverage from the 
date of birth and is eligible for Nevada Check Up, the Vendor shall receive a capitation payment 
and provide coverage for the month of birth. The Vendor will also receive a capitation payment 
and provide coverage for all subsequent months that the child remains enrolled with the Vendor. 
If notification is not received as required herein, the newborn will be enrolled as of the first day 
of the next administrative month from the date of notification. 


If the mother has other health insurance coverage that provides for 30 days of coverage for the 
newborn, the newborn will be enrolled as of the first day of the next administrative month. If the 
coverage extends beyond that 30 day period the child will not be eligible for Nevada Check Up 
until after the insurance expires and the child’s eligibility is determined under Nevada Check Up 
eligibility rules. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our Member Handbook instructs our Medicaid and Nevada Check Up members to notify their 
case workers or Nevada Check Up Office, respectively, if they have a change in family size. 


Our provider manual also includes instruction on notifications including that the member 
should notify DHCFP of a newborn within 14 days of delivery to qualify to receive coverage 
from the date of birth. It also informs providers that if notification is not received in time, the 
newborn will be enrolled as of the first day of the next administrative month, and of the impact 
of other health insurance held by the mother that provides for 30 days of coverage. 
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4.3.3 Auto Assignment Process 
For Medicaid recipients who do not select a Vendor, DHCFP will assign the recipient to a 
Vendor, based upon federally required enrollment default criteria that include: 


4.3.3.1 The maintenance of existing provider, individual relationships or relationships with 
traditional Medicaid providers; and 


4.3.3.2 Distributing the recipients among the Vendors based upon an algorithm developed by 
DHCFP when maintaining such relationships is not possible. In order to serve the best 
interests of the State, the algorithm will give weighted preference to any new Vendor 
as well as Vendors with significantly lower enrollments, based on a formula 
developed by DHCFP. The DHCFP reserves the right to adjust the auto-assignment 
algorithm in consideration of the Vendors’ clinical performance measure results or 
other measurements, as deemed by DHCFP. 


The algorithm is as follows: [See table on Page 67 of the RFP] 


4.3.3.3 The Vendor will accept as enrolled all members appearing on monthly enrollment 
reports and infants enrolled by virtue of the enrollment status of the mother. The 
Vendor may not discriminate against beneficiaries on the basis of health needs or 
health status. The Vendor may not encourage a member to disenroll because of health 
care needs or a change in health care status. Further, a member's health care 
utilization patterns may not serve as the basis for disenrollment from the Vendor. An 
auto assignment algorithm of 1:1 will be applied for all families who do not choose or 
are otherwise assigned to a specific Vendor. The algorithm will remain 1:1 as long as 
both vendors enrollment is within 10% of each other. The algorithm will become 2:1 
if either plan should fall outside the 10% range and will return to the 1:1 ratio the 
month following the lower enrollment plan reaching parity (10%). The DHCFP 
reserves the right to adjust the auto-assignment algorithm in consideration of the 
Vendors’ clinical performance measure results or other measurements. 


 Nevada Check Up is limited in its ability to adjust the algorithm and will only assign 
100% of new members who do not select to the transitioning in Vendor until parity is 
reached. At that point Nevada Check Up members who do not select will be assigned 
on a 1:1 basis even if a Vendor falls outside the 10% variance. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We will continue to accept all new members appearing on monthly enrollment reports and 
infants enrolled by virtue of the enrollment status of the mother.  


As we described in our response earlier in this subsection, Ensuring Non-Discrimination, we 
proactively work to prevent member discrimination by our employees and network providers.  
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4.3.4 Automatic Reenrollment 
A recipient who has been disenrolled solely because he or she loses Medicaid or Nevada Check 
Up eligibility for a period of two (2) months or less will be auto- assigned with the Vendor once 
they are redetermined as eligible in the third month.  


Pending approval of a Section 1115 Research and Demonstration Waiver by CMS, DHCFP may 
require recipients to choose a Medicaid MCO Vendor as part of their eligibility application or be 
auto-assigned immediately upon approval of Medicaid eligibility. Recipients would be allowed a 
90-day period to change MCOs without cause. 


In addition, currently, recipients who temporarily lose eligibility but return within 60 calendar 
days are automatically re-assigned to their prior MCO Vendor. Those recipients who return after 
60 days are given a 30 day choice period during which they may select enrollment in either 
Vendor. Under the 1115 Waiver, the DHCFP is seeking to modify this so that all returning 
Medicaid recipients are auto-assigned to their prior Vendor, regardless of the length of the break 
in eligibility, as long as that Vendor is still contracted with the State. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We will work with DHCFP to implement any necessary changes to our processes should the 
State receive approval from CMS and make changes to the MCO selection, auto-assignment, 
and change policies.  
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4.3.5 Disenrollment Requirements and 
Limitations  
Disenrollment at the Request of the Member (§4.3.5.1) 
Recipients are locked into their Vendor, with the exceptions of disenrollment due to good cause 
and during an annual open enrollment period. 


New recipients to Medicaid are always given their choice of two health plans and have 90 days 
from notice of enrollment to change their Vendor before they are locked in.  


Recipients who lose eligibility and regain eligibility will be auto assigned to a Vendor on the 
criteria of family members in a Vendor, previous enrollment history in a Vendor, or random 
assignment. 


DHCFP will hold an open enrollment period at least once per year. During open enrollment, 
recipients are free to change Vendors or to remain with their current Vendor. Those recipients 
who elect to change will have 90 days to return to their previous Vendor. 


Once locked in to a Vendor, a member may request disenrollment from the Vendor with cause at 
any time. Once locked in to a Vendor, if a recipient wishes to disenroll during the lock-in period, 
they must notify their Vendor in writing. The Vendor will determine if there is good cause to 
allow disenrollment. Switching Vendors to access a specific provider or facility will generally 
not be considered good cause.  


Good cause for disenrollment as defined in 42CFR438.56 includes: 


A.  The recipient moves out of the Vendor service area.  


B.  The plan does not, because of moral or religious objections, cover the service the 
recipient seeks.  


C.  The recipient needs related services (for example a cesarean section and a tubal 
ligation) to be performed at the same time; not all related services are available within 
the network; and the recipient's primary care provider or another provider determines 
that receiving the services separately would subject the recipient to unnecessary risk. 


D.  Other reasons, including but not limited to, poor quality of care, lack of access to 
services covered under the contract, lack of access to providers experienced in 
dealing with the recipient's health care needs or when the State imposes intermediate 
sanctions, as described in 42 CFR 438.702(a)(3). 


E.  If the Vendor determines that there is sufficient cause to disenroll, they will notify 
DHCFP’s Business Lines Unit by fax using the form supplied in Attachment S, 
Disenrollment Form of this RFP. The Vendor must make a determination as 
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expeditiously as the member’s health requires and within a timeline that may not 
exceed fourteen (14) calendar days following receipt of the request for disenrollment. 


F.  A Notice of Decision (NOD) must be sent in writing by the Vendor to the recipient 
within ten (10) calendar days of the decision.  


DHCFP’s Business Lines Unit will notify the States Fiscal Agent to effect the disenrollment at 
the first of the next administrative month. 


If the Vendor denies the request for disenrollment for lack of good cause, a Notice of Decision 
must be sent in writing to the recipient within 10 days of the decision. Appeals rights must be 
included with the Notice of Decision. The Vendor is required to inform the member of their right 
to a State Fair Hearing, how to obtain such a hearing, and representation rules must be explained 
to the member and provided by the Vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 
42 CFR 438.414; and 42 CFR 438.10(g)(1). The State ensures access to State fair hearing for any 
recipient dissatisfied with a determination that there is not good cause for disenrollment. 


The DHCFP requires that the recipient seek redress through the Vendors grievance system 
before making a determination on the recipient's request. The grievance process, if used, must be 
completed in time to permit the disenrollment (if approved) to be effective no later than the first 
day of the second month following the month in which the recipient files the request. 


If, as a result of the grievance process, the Vendor approves the disenrollment, the State agency 
is not required to make a determination. If the Vendor cannot make a determination, the Vendor 
may refer the request to the State. 


If the Vendor or State agency (whichever is responsible) fails to make a disenrollment 
determination so that the recipient can be disenrolled within the timeframes specified, the 
disenrollment is considered approved.  


If the State Agency receives a request directly from the recipient, the recipient will be directed to 
begin the process by requesting disenrollment through their Vendor.  


A recipient who is disenrolled at their request will be automatically enrolled with the other 
contracted Vendor at the beginning of the next administratively possible month. 


Disenrollment procedures are pursuant to 42CFR 438.56(d). 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada will continue to comply with all requirements related to member requests 
for voluntary disenrollment. Our Member Handbook includes clear instruction on the process 
for requesting disenrollment and our Member Services Representatives are thoroughly trained 
on how to respond to such requests. 
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We have DHCFP-approved policies and procedures in place and operational to respond 
appropriately and accurately to member grievances and appeals. We also provide members 
access to and information about the State Fair Hearing process in the event their appeals are 
not resolved in their favor. 


Disenrollment at the Request of the Vendor (§4.3.5.2) 
The Vendor may request disenrollment of a recipient if the continued enrollment of the member 
seriously impairs the Vendor’s ability to furnish services to either this particular member or other 
members. In addition, the Vendor must confirm the member has been referred to the Vendor’s 
Enrollee Services Department and has either refused to comply with this referral or refused to act 
in good faith to attempt to resolve the problem. Prior approval by DHCFP of a Vendor’s request 
for the member’s disenrollment is required. If approval is granted, the member will be given 
notice by the Vendor that disenrollment will occur effective the first day of the next month 
following administrative cut off.  


DHCFP will make a determination on such a request within five (5) days. If approval is granted, 
the member will be given notice by the Vendor that disenrollment will occur effective the first 
day of the next month following administrative cut off. In the event DHCFP fails to make a 
disenrollment determination within the timeframes specified, the disenrollment shall be 
considered approved. 


A Vendor may not request disenrollment of a member for any of the following reasons: 


A.  An adverse change in the member’s health status; 


B.  Pre-existing medical condition; 


C.  The member’s utilization of medical services;  


D.  Diminished mental capacity; 


E.  Uncooperative or disruptive behavior resulting from his/her special needs (except 
when continued enrollment of such a member seriously impairs the Vendor’s ability 
to furnish services to either this particular member or other members); 


F.  A member’s attempt to exercise his/her grievance or appeal rights; or 


G.  Based on the member’s national origin, creed, color, sex, religion, age, pursuant to 
Section 3.2 of this RFP and applicable CFR’s. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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We have written policies and procedures in place to guide our requests for disenrollment. 
Amerigroup Nevada will not request disenrollment for reasons other than those detailed in 
RFP Section 4.3.5.2. 


Disenrollment Pursuant to Other Factors (§4.3.5.3) 
Disenrollment Pursuant to a Finding of SED or SMI Status or Children With Special Health Care 
Needs (CSHCN) and Mental Health Services for Adults: See Section 4.2.8 of this RFP. The State 
may, at its sole discretion, remove the option for these Medicaid recipients determined SED to be 
voluntarily disenrolled from managed care in the future. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We are prepared to continue to cover Severely Emotionally Disturbed (SED) children and 
Seriously Mentally Ill (SMI) adults under a mandatory option should the State remove the 
option to voluntarily disenroll. 


Our Nevada team is experienced at working with SED children and SMI adults. Between 
January and August of 2012, we identified 449 SED children and 169 SMI adults. Our 
protocols are consistent with the Nevada MSM.  


Disenrollment Due to Relocation (§4.3.5.4) 


Disenrollment due to the member relocating outside of the Vendor’s service area, pursuant to 42 
CFR 438.56(d)(2). 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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4.3.6 Enrollment, Disenrollment and Other 
Updates 
The Vendor must have written policies and procedures for receiving monthly updates from 
DHCFP of recipients enrolled in, and disenrolled from, the Vendor, and other updates pertaining 
to these recipients. The updates will include those newly enrolled with the Vendor. The Vendor 
must incorporate these updates into its management information system. 


4.3.6.1 An open enrollment period will be held annually. The open enrollment period may be 
changed solely at the State’s discretion. During the open enrollment period, a member 
may disenroll from their Vendor without cause. 


4.3.6.2 Notice of termination rights — The State shall, through its fiscal agent, provide for 
notice to each such individual of the opportunity to terminate (or change) enrollment 
under such conditions. Such notice shall be provided at least 60 days before each 
annual enrollment opportunity described in subparagraph (A)(ii)(II) of the Social 
Security Act of 1932. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada successfully receives monthly updates from DHCFP of recipients 
enrolled and disenrolled from us. We have written policies and procedures in place to guide 
this process.  


4.3.7 Enrollment Interface 
Upon initiation of the transition phase for a new Vendor, the Vendor must furnish the technical 
means by which the Vendor’s Enrollment Sections can: 


4.3.7.1 Determine the number of recipients each enrolled PCP will accept as new patients; 
and  


4.3.7.2 Transmit member elections regarding PCP assignment for the forthcoming month.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As a current MCO that serves Medicaid and Nevada Check Up recipients, we currently have 
effective procedures in place to determine the number of members each enrolled PCP will 
accept as new patients.  







 Tab VI – Section 4 – Scope of Work 
 4.3 Enrollment and Disenrollment Requirements and Limitations 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-96 
November 15, 2012 


We monitor patient load for PCPs and physician extenders in accordance with DHCFP 
standards. We also routinely monitor provider adherence to the standard through site visits 
and review of member grievances. We also place limits on the number of members assigned to 
a PCP’s practice to ensure that we do not exceed patient load standards through our PCP 
assignment process. Our PCP network currently has a high rate of open panel status at 89 
percent. 


4.3.8 Provider Enrollment Roster Notification 
The Vendor must either notify or provide the means for providers to verify recipients’ PCP 
selection. The Vendor must establish and implement a mechanism to inform each PCP about any 
newly enrolled recipients assigned to the PCP on at least a monthly basis. This information must 
be made available to each PCP within five (5) business days of the Vendor receiving the 
Membership File. The Enrollment Sections will pass the Membership File through the system for 
verification of eligibility prior to distribution to the Vendor, who will in turn be responsible for 
keeping individual participating providers informed. The Vendor may elect to update its 
Membership File more frequently to keep PCPs informed of the enrollment activity.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada PCPs can currently view their assigned members through our provider 
website. PCPs also have the option to receive a printed panel listing prepared and mailed after 
our receipt of the monthly enrollment file from DHCFP.   


4.3.9 Change in a Recipient's Status 
Within seven (7) calendar days of becoming aware of any changes in a recipient's status, 
including changes in family size and residence, the Vendor must electronically report the 
change(s) to DHCFP via the provider supplied data file. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We report electronically via the provider-supplied data file to DHCFP within seven calendar 
days when we become aware of a change in a recipient’s status including changes in family 
size and residence.  


To make sure that DHCFP has the most current member data, we generate and transmit 
demographic update files, via File Transfer Protocol (FTP), to the State on a daily, Monday 
through Friday, basis. 
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4.3.10 Transitioning/Transferring of Recipients  
Transitioning Recipients into Vendors (§4.3.10.1) 
The Vendor will be responsible for recipients as soon as they are enrolled and the Vendor is 
aware of the member in treatment. The Vendor must have policies and procedures for 
transitioning recipients currently receiving services in the FFS program into the Vendor’s plan. 
The Vendor must have policies and procedures including, without limitation, the following to 
ensure a recipient's smooth transition from FFS to the Vendor: 


A.  Recipients with medical conditions such as: 


  1. Pregnancy (especially if high risk); 


  2. Major organ or tissue transplantation services in process; 


  3. Chronic illness; 


  4. Terminal illness; and/or 


  5. Intractable pain. 


B.  Recipients who, at the time of enrollment, are receiving: 


  1. Chemotherapy and/or radiation therapy; 


  2. Significant outpatient treatment or dialysis; 


  3. Prescription medications or durable medical equipment (DME); and/or 


  4. Other services not included in the State Plan but covered by Medicaid under EPSDT 
for children. 


C.  Recipients who at enrollment: 


  1. Are scheduled for inpatient surgery(s); 


  2. Are currently in the hospital; 


  3. Have prior authorization for procedures and/or therapies for dates after their 
enrollment; and/or, 


  4. Have post-surgical follow-up visits scheduled after their enrollment. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Every day, we successfully transition Medicaid and Nevada Check Up recipients into 
Amerigroup Nevada. Comprehensive written policies and procedures guide our care 
management and business processes to ensure a smooth transition for each member. 


We ensure that all members who meet DHCFP’s criteria for medical conditions continue in 
their course of treatment, without interruption, during their transition to Amerigroup Nevada. 
We honor the care management plans and authorizations that new members already have in 
place when they join Amerigroup Nevada until we complete a comprehensive assessment with 
the member to create a new care management plan. Our care plan includes appropriate and 
coordinated physical, behavioral, social, functional, and environmental services as needed.  


We also ensure continuity of care and access to necessary medications. To mitigate potential 
lapses in care, Amerigroup has a transition process to provide coverage for members who are 
stabilized on drugs that are not included in the formulary or Preferred Drug List (PDL). 


We have fully responded to this SOW requirement in Section 5.1.11.2. 


Transferring Recipients between Vendors (§4.3.10.2) 
It may be necessary to transfer a recipient from one Vendor to another or to FFS for a variety of 
reasons. When notified that a member has been transferred to another plan or to FFS, the Vendor 
must have written policies and procedures for transferring/receiving relevant patient information, 
medical records and other pertinent materials to the other plan or current FFS provider. This 
includes any Care Management Organizations (CMOs) providing services to the FFS population. 


Prior to transferring a recipient, the Vendor (via their subcontractors when requested by the 
Vendor) must send the receiving plan or provider information regarding the recipient’s 
condition. This information shall include the name of the assigned PCP, as well as the following 
information, without limitation, as to whether the recipient is: 


A.  Hospitalized; 


B.  Pregnant; 


C.  Receiving dialysis; 


D.  Chronically ill (e.g., diabetic, hemophilic, etc.); 


E.  Receiving significant outpatient treatment and/or medications, and/or pending 
payment authorization request for evaluation or treatment; 


F.  On an apnea monitor; 


G.  Receiving behavioral or mental health services; 







 Tab VI – Section 4 – Scope of Work 
 4.3 Enrollment and Disenrollment Requirements and Limitations 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-99 
November 15, 2012 


H.  Receiving Nevada Early Intervention Services in accordance with an Individualized 
Family Service Plan (IFSP), which provides a case manager who assists in 
developing a plan to transition the child to the next service delivery system. For most 
children, this would be the school district and services are provided for the child 
through an Individual Education Program (IEP); 


I.  Involved in, or pending authorization for,  major organ or tissue transplantation; 


J.  Scheduled for surgery or post-surgical follow-up on a date subsequent to transition; 


K.  Scheduled for prior authorized procedures and/or therapies on a date subsequent to 
transition; 


L.  Referred to a Specialist(s); 


M.  Receiving substance abuse treatment for recipients twenty-one (21) and older; 


N.  Receiving prescription medications; 


O.  Receiving durable medical equipment or currently using rental equipment;  


P.  Currently experiencing health problems; or  


Q.  Receiving case management (including the case manager’s name and phone number). 


When a recipient changes Vendors or reverts to FFS while hospitalized, the transferring Vendor 
shall notify the receiving Vendor, the receiving provider, or the DHCFP Quality Improvement 
Organization (QIO) as appropriate, of the change within five (5) calendar days. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


When we transfer a member to another MCO or to the fee-for-service program, our 
responsibility to the member does not stop with the notification of transfer. We work with the 
provider and health plan to coordinate the transfer of medical records, patient information, 
and other materials relevant to the member’s care within five calendar days. We continue to 
provide a multi-disciplinary approach that encompasses nursing, quality management, case 
management, social services, and pharmacy services, where appropriate. 


We have fully responded to this SOW requirement in Section 5.1.11.2. 







 Tab VI – Section 4 – Scope of Work 
 4.3 Enrollment and Disenrollment Requirements and Limitations 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-100 
November 15, 2012 


Transitioning Recipients between Vendor and the 
State Designated Health Insurance Exchange (HIX) 
(§4.3.10.3) 
A recipient may need to be transitioned between Medicaid and the State-designated Health 
Insurance Exchange (HIX), due to changes in eligibility. When notified that a member is being 
transferred to the HIX, the Vendor must have written policies and procedures for 
transferring/receiving relevant patient information and other pertinent materials to/from the HIX. 
This must be done in compliance with the Health Insurance Portability and Accountability Act 
(HIPAA) and other privacy laws. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


Amerigroup Nevada maintains current procedures that govern the transfer of patient 
information during member transitions. Our policies comply with HIPAA and protect member 
privacy. We will adapt these policies to include scenarios when our Medicaid or Nevada Check 
Up members transition to the Silver State Health Insurance Exchange (SSHIX) and when our 
MCO Transition Qualified Health Plan (QHP) members transition back to Medicaid or 
Nevada Check Up, after we gain understanding of the information available from the SSHIX 
on a member’s prior/future plan. Amerigroup Nevada welcomes the opportunity to collaborate 
with DHCFP, the SSHIX, and the Business Operations Solutions (BOS) vendor to define 
procedures that would help meet the State’s continuity goals for members transitioning 
between Medicaid and the SSHIX. 
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4.4 RECIPIENT SERVICES 
This Scope of Work (SOW) section contains standalone requirements and one requirement 
that is directly referenced as a question in Section 5, Recipient Services.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Table 4.4-1. Cross-reference matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.4.1  Information Requirements  4.4.1.1 – 4.4.1.2  4.4.1 and 5.1.11.3 
4.4.2  Enrollee Services Department  4.4.2.1 – 4.4.2.6  4.4.2   
4.4.3  Medical Provider Requirements  4.4.3.1 – 4.4.3.5  4.4.3   


 


Amerigroup Nevada strives to offer the highest level of service to our members, including 
quick responses to members’ concerns or questions, in-depth member handbooks and 
communications, 24-hour PCP changes, and extensive translation services. We understand 
that effective member communication is integral to helping members make better, more 
informed choices in a timely fashion to meet their particular healthcare needs. In this section, 
we outline the wide range of Amerigroup Nevada member services and member 
communications offered through our proven model of combined centralized and local plan 
services. 
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4.4.1 Information Requirements 
Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


The Vendor must have written information about its services and access to services available 
upon request to members and potential members. This written information must also be available 
in the prevalent non-English languages, as determined by the State, in its particular geographic 
service area. The Vendor must make free, oral interpretation services available to each member 
and potential member. This applies to all non-English languages, not just those that the State 
identifies as prevalent.  


The Vendor is required to notify all members and potential members that oral interpretation is 
available for any language and written information is available in prevalent languages. The 
Vendor must notify all members and potential members how to access this information.  


The Vendor’s written material must use an easily understood format. The Vendor must also 
develop appropriate alternative methods for communicating with visually and hearing-impaired 
members, and accommodating physically disabled recipients in accordance with the 
requirements of the Americans with Disabilities Act of 1990. All members and potential 
members must be informed that this information is available in alternative formats and how to 
access those formats. The Vendor will be responsible for effectively informing Title XIX 
Medicaid members who are eligible for EPSDT services, regardless of any thresholds. 


Members and potential members receive Medicaid and Nevada Check Up health plan 
information that clearly explains their services and access to healthcare by using clean design 
and graphics; clear writing that strictly follows the State’s eighth grade reading level 
requirements, and translation services for all members who need their healthcare information 
in another language. This is a free service to both members and potential members providing 
materials in Braille, large print, and website PDFs with fully qualified URLs so members or 
potential members with low vision can follow links on our website. This information receives 
the appropriate State approval before being sent to any member or potential member. Covered 
topics include a complete explanation of benefits, how to access services, wellness care for 
children, and an easy-to-understand vaccine grid that highlights vaccines needed at each age 
and what to do if a member falls behind on getting these shots for their children, and how to 
keep healthcare benefits current. All printed materials are visually appealing, well-written, 
and available in English, Spanish, and other non-English languages prominent among 
eligible individuals in the geographic service area, per the State’s direction—we provide oral 
translations in more than 170 languages and written translations in all established languages. 
Often, printed member materials also contain a Spanish-language block explaining that the 
document has important information in it and if the member needs it in another language, he 
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or she should call Member Services. It directs the reader to call our toll-free Member Services 
number to request the alternate language version or free oral translation services if needed.  


We also help find and pay for an interpreter/translator who speaks the member’s language to 
help him or her communicate with the PCP during an appointment and go to doctor visits with 
the member. This information is explained in the beginning of the member handbook, where 
all members and prospective members can find information on how to get interpreter services 
(as well as telephone numbers, website information, and hours of operation) under the section 
called Welcome to Amerigroup.  


In addition to the member handbook, we communicate with members through a variety of 
venues that include:  


 Face-to-face meetings with local Health Education/Health Promotion representatives, 
some of whom are bilingual 


 Printed materials that include the member handbook and semiannual member 
newsletters, which is also be found on the member website 


 Telephone assistance by Member Services Representatives 


 Confidential assistance from Amerigroup on Call, our 24-hour a day, 7-day a week 
(24/7) Nurse HelpLine 


 Automated Interactive Voice Response  (IVR) system so that the member can receive 
pre-recorded health reminders 


 Recorded information and health tips heard during calls made to our Member Services 
number 


 Health fairs and other local education or screening events 


 Local community-based organizations that collaborate with Amerigroup Nevada to 
support local members’ wellness and education efforts 


 Amerigroup Nevada member website 


All member and prospective member materials comply with State and regulatory Medicaid and 
CHIP requirements. Amerigroup Nevada has always obtained advance approval from DHCFP 
prior to publication and distribution, when required to do so. Members may also receive their 
member handbooks in large-print, audio, or Braille version by calling and requesting them 
from Member Services. English and Spanish versions of the handbook are also on our website 
as a PDF form that includes fully qualified URLs so those with low vision can follow links to 
other information.  
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Members are sent letters (which also reference the website address and telephone numbers) if 
any changes are made, including those to the member handbook. Announcements of 
upcoming changes are also sent out via the twice-yearly member newsletter. In addition to the 
Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) reminder in the beginning 
of the Amerigroup Nevada member handbook and postcard mailings, the handbook includes a 
distinct section providing information on: 


 The program of checkups and immunizations for children 


 Social worker services 


 Bi-lingual health advocates to help the member navigate the healthcare system and 
receive needed tools and supplies  


 A listing of available free services 


 The toll-free Member Services number that members can call when they need help 
scheduling a healthcare appointment 


Member Handbook (§4.4.1.1) 
The Vendor must provide all members with a Member Handbook. The Vendor can meet this 
requirement by sending the Member Handbook to the head of the household. The handbook must 
be written at no higher than an eighth (8th) grade reading level and must conspicuously state the 
following in bold print. 


“THIS HANDBOOK IS NOT A CERTIFICATE OF INSURANCE AND SHALL NOT BE 
CONSTRUED OR INTERPRETED AS EVIDENCE OF INSURANCE COVERAGE 
BETWEEN THE VENDOR AND THE ENROLLEE.” 
We include the Amerigroup Nevada member handbook in the welcome package we mail to 
new Medicaid and Nevada Check Up member households within five business days of our 
receipt of notice of enrollment (the handbook is also available on the member website). It is 
written in clear, easy-to-understand language that does not exceed the eighth-grade reading 
level as determined by the Flesch-Kincaid Grade Level Index. In addition, the handbook 
contains the insurance disclaimer as stated in the RFP—“This handbook is not a certificate of 
insurance and shall not be construed or interpreted as evidence of insurance coverage 
between the vendor and the enrollee”—and is in all capped, bold type on page 63 under the 
heading, “How to report someone who is misusing the Medicaid or Nevada Check Up 
Program.” 
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DHCFP Approval 
A.  The Vendor must submit the Member Handbook to DHCFP before it is published 


and/or distributed. DHCFP will review the handbook and has the sole authority, in 
conjunction with the Medical Care Advisory Committee (MCAC), to approve or 
disapprove the handbook and the Vendor’s policies and procedures. The Vendor must 
agree to make modifications in handbook language if requested by the DHCFP, in 
order to comply with the requirements as described above or as required by CMS or 
State law. In addition the Vendor must maintain documentation that the handbook is 
updated at least once per year. Prior to contract start date, the initial handbook must 
be submitted to DHCFP for its MCAC review. Thereafter, annual updates must be 
submitted to DHCFP for approval before publication and/or distribution.  


We inform members of benefit updates through member mailings, and we ask members to 
keep the information in their current handbooks until they receive updated versions. 
Whenever there are changes to covered benefits and services, Amerigroup Nevada notifies 
affected members in writing at least 30 calendar days before the effective date of the changes 
and provides them with information to help them adjust to those changes.  


Each update to the handbook goes through a thorough vetting process. First, the handbook 
and all its proposed edits are reviewed through our internal system called the Collateral 
Materials Approval Process or CMAP. This process ensures compliance with State contract 
requirements as well as State and program regulations. Internal Amerigroup reviewers 
include plan and program subject matter experts, experts on the State’s regulations and 
requirements, and legal and compliance reviewers. After the draft handbook has been fully 
reviewed by Amerigroup employees, we send it to DHCFP, which has sole authority in 
conjunction with the Medical Care Advisory Committee to fully approve/disapprove and make 
further edits to the draft handbook. We make modifications to handbook language in 
accordance to the comments/edits from DHCFP to comply with requirements or as required by 
CMS or State law.  


After the handbook is fully approved, we print and disseminate it to the membership as 
needed. We make handbook updates consistently throughout the year as we receive 
modifications/edits from the State or Amerigroup when it determines clarification or 
additional information should be included. We update the handbook at least annually and 
submit it to DHCFP for review and approval prior to publication. All reviews, updates, and 
changes to the member handbook will be documented and maintained by our Nevada 
Regulatory Services Manager and stored in the appropriate internal tracking database.  
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Distribution to Members 
B.  The Vendor must mail the handbook to all members within five (5) business days of 


receiving notice of the recipient’s enrollment and must notify all members of their 
right to request and obtain this information at least once per year or upon request. The 
Vendor will also publish the Member Handbook on the Vendor’s Internet website 
upon contract implementation and will update the website at least monthly, as needed, 
to keep the Member Handbook current. At a minimum, the information enumerated 
below must be included in the handbook.  


As stated earlier, we mail new Amerigroup Nevada member households a welcome package 
within five business days of receipt of the notice of enrollment. They also receive an annual 
mailing informing them that they may ask that this information to be sent to them at any 
time—they just need to call Member Services and request the member materials they desire. In 
addition, all members can access the current handbook on our member website via the 
Internet immediately after implementation of a new program; we review the website content 
and update it on a monthly basis or as needed. We confirm that all the information listed in 
Table 4.4.1-1 below is included in the current member handbook: 


Table 4.4.1-1. Current Member Handbook Information 


RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


4.4.1.1. C. Explanation of 
Benefits 


Explanation of benefits and how to obtain benefits, 
including out‐of‐plan benefits, and how to access 
them, the address and telephone number of the 
Vendor’s office or facility, and the days the office or 
facility is open and services are available. 


Pages 10‐34; and 
pages 35‐50 
 
 


4.4.1.1. D. Role of 
Primary Care Provider 


The role of the primary care provider (PCP) and a 
description of how the enrolled recipient will 
receive confirmation of their selection of a PCP, if a 
PCP was designated at the time of enrollment. 


Page 4 


4.4.1.1. E. Confirmation 
of PCP Selection 


Note: Confirmation of the member's PCP selection 
may be via an ID card and not printed directly in the 
member handbook. 


Page 4 


4.4.1.1. F List of Current 
Network PCPs 


A list of current network PCPs who are and who are 
not accepting new patients in the member’s service 
area, including their board certification status, 
addresses, telephone numbers, availability of 
evening or weekend hours, all languages spoken, 
with information on specialists and hospitals. The 
list may be supplied as a separate document from 
the member handbook. The provider list shall be 
updated by the Vendor monthly. 


Page 8 







 Tab VI – Section 4 – Scope of Work 
 4.4 Recipient Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-107 
November 15, 2012 


RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


4.4.1.1. G List of Current 
Network PCPs 


Any restriction on the member’s freedom of choice 
among network providers. 


Page 4‐6 


4.4.1.1. H Procedures for 
Changing a PCP 


Procedures for changing a PCP.  Page 5 


4.4.1.1. I Member Rights  Member Rights and Protections as specified in 42 
CFR 438.100. 


Page 59 


4.4.1.1. J. Scope of 
Benefits 


The amount, duration and scope of benefits 
available under the contract in sufficient detail to 
ensure that members understand the benefits to 
which they are entitled. 


Page 10 


4.4.1.1. K. Procedures for 
Obtaining Benefits 


Procedures for obtaining benefits, including 
authorization requirements. 


Page 10 


4.4.1.1. L. How Enrollees 
Obtain Benefits 


The extent to which, and how, enrollees may 
obtain benefits, including family planning services, 
from out‐of‐network providers. 


Page 10; page 35‐
36; page 44 


4.4.1.1. M. Procedures 
for Disenrollment with or 
without Cause 


Procedures for disenrollment without cause during 
the 90 day period beginning on the date the 
enrollee receives notice of enrollment and the 
annual open enrollment period. The handbook 
must also have procedures for disenrolling with 
cause. 


Pages 56‐57 


4.4.1.1. N. Disenrolled 
Recipient Auto 
Assignments 


A recipient who has been disenrolled solely 
because he or she loses Medicaid or Nevada Check 
Up eligibility will be auto‐assigned as follow: by 
family affiliation (if other family member are 
enrolled); by history (assigned to the last Vendor in 
which the recipient was enrolled); or randomly.  
 


Page 56 


4.4.1.1. O. After‐Hours 
and Emergency Coverage 


The extent to which, and how, after‐hours and 
emergency coverage are provided including: what 
constitutes an emergency medical condition; 
emergency and post stabilization services with 
reference to the definitions in 42 CFR 438.114; the 
fact that prior authorization is not required for 
emergency services; the process and procedures 
for obtaining emergency services, including the 
911‐telephone system or its local equivalent; the 
locations of any emergency settings and other 
locations at which providers and hospitals furnish 
emergency and post stabilization services under the 
contract; the fact that, subject to regulatory 
limitations, the member has a right to use any 
hospital or other setting for emergency care. 


Page 37‐38 
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RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


4.4.1.1. P. Procedures for 
Urgent Medical 
Situations 


Explanation of procedures for urgent medical 
situations, and how to utilize services in other 
circumstances, including the recipient services 
telephone number; clear definitions of urgent care, 
emergency care, and emergency transportation, 
and clarification of the appropriate use of each. 


Page 9; 36‐39 


4.4.1.1.Q. Referrals for 
Specialty Care 


Policy on referrals for specialty care and for other 
benefits not furnished by the member’s PCP, 
including explanation of authorization procedures. 


Page 7; page 10 


4.4.1.1. R. How to Access 
Benefits Under the Title 
XIX and Title XXI State 
Plans 


How and where to access any benefits that are 
available under the Title XIX and Title XXI State 
Plans but are not covered under the contract, 
including any cost sharing, and how transportation 
is provided. For a counseling or referral service that 
the Vendor does not cover because of moral or 
religious objections, the Vendor need not provide 
the information on how or where to obtain the 
service. The Vendor must notify the State regarding 
services that meet this criteria and in those 
instances, the State must provide the information 
on where and how to obtain the service. 


Page 35; page 37 


4.4.1.1. S. Accessing 
Emergency and Non‐
Emergency Services 
When out of Vendor 
Service Area 


Procedures for accessing emergency and non‐
emergency services when the recipient is in and out 
of the Vendor service area. 


Page 38 


4.4.1.1. T. Grievance and 
Fair Hearing Procedures 


Information on grievance and fair hearing 
procedures in Section 4.11 of this RFP, as specified 
in 42 CFR 438.10(g). 


Pages 51‐55 


4.4.1.1. U. Procedures for 
Recommending Changes 


Information on procedures for recommending 
changes in policies and services. 


Page 58 


4.4.1.1. Advance 
Directives’ Policies 


The Vendor must provide adult members with 
written information on advance directives’ policies 
and include a description of applicable State law. 
This information must reflect changes in State law 
as soon as possible but no later than 90 days after 
the change. The Vendor must ask each health care 
practice to ensure that a signed “Acknowledgment 
of Patient Information on Advance Directives” form 
is included in the recipient's medical record. (A 
sample form is available online at 
http://dhcfp.state.nv.us/advancedirectives.htm). 
 


Page 50‐51 
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RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


4.4.1.1. W. Quality and 
Performance 


To the extent available, quality and performance 
indicators, including member satisfaction. 


Page 61 (supporting 
information is also 
currently being 
added to this 
handbook) 


4.4.1.1. X. Information on 
the Operation of the 
Vendor 


The Vendor is also required to provide to the 
member upon request, information on the 
structure and operation of the Vendor and 
information about physician incentive plans as set 
forth in 42 CFR 438.6(h). 


Page 59 


4.4.1.1. Y. Explanation of 
EPSDT Program in 
Member Handbook 


The member handbook must include a distinct 
section for eligible recipients which explains the 
EPSDT program and includes a list of all the services 
available to children; a statement that services are 
free and a telephone number which the member 
can call to receive assistance in scheduling an 
appointment. 


Pages 1‐3; page 27 


4.4.1.1. Z. Prescription 
coverage. 


Information regarding prescription coverage.   Page 44 


4.4.1.1. AA. Member 
Right and Responsibilities 
Corresponding to a Plan 
of Care 


Notification of the member’s responsibility to 
report any on‐going care corresponding to a plan of 
care at the time of enrollment, and their right to 
continue that treatment under the Vendor on a 
transitional basis. 


Page 5 


4.4.1.1. BB. Third‐Party 
Payment Service 


Notification of the member’s responsibility to 
report any third‐party payment service to the 
Vendor and the importance of doing so. 


Page 58 


4.4.1.1. CC. Updates to 
Handbook 


The Vendor must give each member written notice 
of any significant change, as defined by the State, in 
any of the enumerations noted above. The Vendor 
shall issue updates to the Member Handbook on a 
monthly basis when there are material changes 
that will affect access to services and information 
about the Managed Care Program; this includes 
additions and changes to the provider network. The 
Vendor shall also provide such notices in its semi‐
annual recipient newsletters and shall maintain 
documentation verifying handbook updates. 


 


4.4.1.1. DD. Provider 
Termination Notices 


The Vendor must give written notice of termination 
of a contracted provider, within fifteen (15) 
business days after receipt or issuance of the 
termination notice. This notice shall be provided to 
each member who received his/her primary care 


Page 5 
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RFP Section  RFP Requirement 
Amerigroup Nevada 
Member Handbook 
Location 


from, or was seen on a regular basis by, the 
terminated provider. 


4.4.1.1. EE. Fraud and 
Abuse 


Explanation of fraud and abuse and how to report 
suspected cases of fraud and abuse, including 
hotlines, e‐mail addresses and the address and 
telephone number of the Vendor’s fraud and abuse 
unit. 


Page 62‐63 


 


Explanation of Benefits 
C.  Explanation of benefits and how to obtain benefits, including out-of-plan benefits, 


and how to access them, the address and telephone number of the Vendor’s office or 
facility, and the days the office or facility is open and services are available.  


The explanation of benefits and how to obtain benefits, including how to access out-of-plan 
benefits, appears in the section called Amerigroup Healthcare Benefits and Premiums, 
Amerigroup Covered Services beginning on page 10. Pages 10-34 present a detailed 
explanation of all benefits and pages; 34-50 provide information on Extra Amerigroup 
Benefits such as Boys & Girls Clubs, free sports physicals, urgent and emergent care, how to 
get care when the doctor’s office is closed or when the member is out of town. Page 35 lists 
out-of-plan benefits like services covered by Nevada Check Up and Fee-for-Service Medicaid. 
Our office address appears on the back of the first page above the table of contents and the 
hours of operation and phone numbers for members to call to access information are listed on 
page 1 under the section Welcome to Amerigroup Community Care; How to Get Help.  


Role of the Primary Care Provider 
D.  The role of the primary care provider (PCP) and a description of how the enrolled 


recipient will receive confirmation of their selection of a PCP, if a PCP was 
designated at the time of enrollment. 


Information about the member’s PCP, the role of the PCP, and explanation of how to pick 
another PCP begins on page 4 of the handbook. In addition to step-by-step directions that 
make selecting a PCP easy and a list of the types of providers who can serve as a PCP, we 
include an explanation of how the member will receive confirmation of his or her PCP 
selection.  
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Confirmation of PCP Selection 
E.  Note: Confirmation of the member's PCP selection may be via an ID card and not 


printed directly in the member handbook. 


We confirm that the member’s PCP is listed on the member ID card, but is not listed in the 
member handbook. 


List of Current Network PCPs 
F.  A list of current network PCPs who are and who are not accepting new patients in the 


member’s service area, including their board certification status, addresses, telephone 
numbers, availability of evening or weekend hours, all languages spoken, with 
information on specialists and hospitals. The list may be supplied as a separate 
document from the member handbook. The provider list shall be updated by the 
Vendor monthly. 


Provider information, including address, telephone numbers, board certifications, and hours, 
appears in the provider directory and on the website. Page 8 of the member handbook also 
references this information. Self-service features for this are clearly listed in bulleted form on 
page 1 and describe how to find the information on the member website or by calling Member 
Services.  


Restrictions 
G.  Any restrictions on the member’s freedom of choice among network providers.  


Information concerning the member’s freedom of choice among network providers begins on 
page 6 and includes explanations on what to do when the member wants to see a provider who 
is not his or her PCP (usually, the member needs a referral from the PCP). Pages 4-6 also 
include other discussions on topics like getting a second opinion, how to change PCPs, what to 
do when the PCP moves, and how to pick an obstetrics and gynecology (OB/GYN)/women’s 
health services provider or a specialist. 


Changing a PCP 
H.  Procedures for changing a PCP.  


Procedures for changing a PCP begin on page 5 under the heading How to Change Your 
Primary Care Provider and highlights how easily and quickly any member can make the 
change—if the member calls Member Services, we make the change immediately; if the 
member makes the change via the member website, it is effective the next day. The 
information that follows how to change a PCP rounds out the details by adding when the 
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member can pick a specialist as a PCP and when and why the member’s provider might ask 
for a change. An in-depth discussion on how to change a PCP is found in the Process to 
Assign or Change PCP or PCS under Recipient Service in Section 5.1.11.3.  


Member Rights 
I.  Member rights and protections as specified in 42 CFR 438.100.  


Member rights and protections information begins on page 59 of the handbook. These rights 
and responsibilities are clearly and simply outlined in bulleted form, making them easy to 
read. They help ensure members that they can expect to be treated fairly, with dignity, and 
without discrimination, and that they will receive the information that they ask for and need to 
make an informed decision about their care. It further states that they have the right to accept 
or refuse care without being forced into a decision, that their personal health information will 
be kept private. Also highlighted are responsibilities they have to the health plan to help 
ensure that the best possible care and service is given. The plan encourages members to learn 
about their rights as a member and the details of their healthcare plan, as well as take part in 
their healthcare decisions and tell their providers about the status of their health. 


Scope of Benefits 
J.  The amount, duration and scope of benefits available under the contract in sufficient 


detail to ensure that members understand the benefits to which they are entitled.  


The members’ scope of benefits is listed in an easy-to-read grid that begins on page 10 and 
covers available benefits, requirements, and any limitations. 


Procedures for Obtaining Benefits 
K.  Procedures for obtaining benefits, including authorization requirements.  


How to obtain benefits and information on prior approvals (prior authorizations) begins on 
page 10 of the handbook, under Amerigroup Healthcare Benefits and Premiums, which lists 
the covered service and any authorizations needed for the benefit. Additionally, on page 36 it 
explains Services That Do Not Need a Referral. 


How Enrollees Obtain Benefits 
L.  The extent to which, and how, enrollees may obtain benefits, including family 


planning services, from out-of-network providers.  


Circumstances under which members may obtain benefits from out-of-network providers 
including family planning services begins on page 35, in Services Covered by Nevada Check 







 Tab VI – Section 4 – Scope of Work 
 4.4 Recipient Services 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-113 
November 15, 2012 


Up Or Fee-for-Service Medicaid. The Amerigroup Covered Service section on page 10 also 
lists the individual benefit and information on whether the member can get the service from 
out-of-network providers. Unless the service is specifically listed under Services Covered by 
Nevada Check Up Or Fee-for-Service Medicaid on page 35 or Services That Do Not Need a 
Referral on page 36, members must talk to their PCPs before they make arrangements for 
such a service.  


If the PCP cannot offer the member the care he or she needs, the provider sends a referral to 
an out-of-network provider so the member can make an appointment. The member does not 
need any kind of authorization to go to an OB/GYN as a PCP or to receive family planning 
services even if the provider is not part of the Amerigroup network. The member can simply 
call the provider and make an appointment. Family planning services information is also on 
page 44. 


Procedures for Disenrollment With or Without Cause 
M.  Procedures for disenrollment without cause during the 90 day period beginning on the 


date the enrollee receives notice of enrollment and the annual open enrollment period. 
The handbook must also have procedures for disenrolling with cause. 


Page 56 of the member handbook (in How To Disenroll from Amerigroup) has procedures for 
disenrollment without cause during the first 90 days of enrollment, as well as procedures for 
disenrolling with cause on page 57. 


Disenrolled Recipient Auto Assignments 
N.  A recipient who has been disenrolled solely because he or she loses Medicaid or 


Nevada Check Up eligibility will be auto-assigned as follows: by family affiliation (if 
other family members are enrolled); by history (assigned to the last Vendor in which 
the recipient was enrolled); or randomly.  


Information for members who are disenrolled solely because they lost eligibility and regain 
their eligibility will be auto-assigned by family affiliation or history and given the same PCP, if 
possible. This information appears on page 56 under If You Are No Longer Eligible For 
Medicaid or Nevada Check Up. 
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After-Hours and Emergency Coverage 
O.  The extent to which, and how, after-hours and emergency coverage are provided 


including: what constitutes an emergency medical condition; emergency and post 
stabilization services with reference to the definitions in 42 CFR 438.114; the fact 
that prior authorization is not required for emergency services; the process and 
procedures for obtaining emergency services, including the 911-telephone system or 
its local equivalent; the locations of any emergency settings and other locations at 
which providers and hospitals furnish emergency and post stabilization services under 
the contract; the fact that, subject to regulatory limitations, the member has a right to 
use any hospital or other setting for emergency care.  


Explanations of emergency needs appear on pages 37-38 under Emergency Care. The 
information includes a toll-free 24-hour telephone number. Page 38 explains how to get care 
after-hours (under How To Get Healthcare When Your Doctor’s Office Is Closed); the 
handbook asks the member to call  Amerigroup on Call, our Nurse HelpLine, which connects 
to a live nurse who will answer member healthcare questions 24/7. 


Procedures for Urgent Medical Situations 
P.  Explanation of procedures for urgent medical situations, and how to utilize services in 


other circumstances, including the recipient services telephone number; clear 
definitions of urgent care, emergency care, and emergency transportation, and 
clarification of the appropriate use of each. 


Explanations of what constitutes an urgent medical situation and the procedure to follow is on 
page 37 under Urgent Care. The Different Types of Healthcare section, starting on page 36 
and ending on page 38, covers routine care, urgent care, emergency care, how to get care 
when a doctor’s office is closed, how to get care when out of town, and how to get healthcare 
when a member cannot leave the home. Telephone numbers are also listed. Options for 
emergency transportation appear on page 9 under the section How To Get To A Doctor’s 
Appointment or To The Hospital. 


Referrals for Specialty Care 
Q.  Policy on referrals for specialty care and for other benefits not furnished by the 


member’s PCP, including explanation of authorization procedures. 


Information and the explanation of prior authorization/prior approval information appears on 
page 10 of the handbook under Amerigroup Healthcare Benefits and Premiums. Referral 
information for specialty care is found on page 7 under the section Specialists. 
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How to Access Benefits under the Title XIX and Title XXI State Plans 
R.  How and where to access any benefits that are available under the Title XIX and Title 


XXI State Plans but are not covered under the contract, including any cost sharing, 
and how transportation is provided. For a counseling or referral service that the 
Vendor does not cover because of moral or religious objections, the Vendor need not 
provide the information on how or where to obtain the service. The Vendor must 
notify the State regarding services that meet this criteria and in those instances, the 
State must provide the information on where and how to obtain the service. 


Members can access benefit information concerning Title XIX and Title XXI State (Medicaid) 
information on pages 35 and page 37, including information about cost-sharing and 
transportation. 


Accessing Emergency and Non-Emergency Services when out of 
Vendor Service Area 
S.  Procedures for accessing emergency and non-emergency services when the recipient 


is in and out of the Vendor service area. 


How to get emergency care appears on page 38 under How To Get HealthCare When You Are 
Out Of Town and includes information on what a member should do to obtain emergency 
services while out of town. 


Grievance and Fair Hearing Procedures 
T.  Information on grievance and fair hearing procedures in Section 4.11 of this RFP, as 


specified in 42 CFR 438.10(g).  


Information on grievances, medical appeals, expedited appeals, and fair hearings procedures 
is on pages 51-55 of the handbook. This is an important section and one that can be confusing 
so we have broken out the pieces of information under several different headings and steps so 
that members will know what to expect during each step of the process. 


Procedures for Recommending Changes 
U.  Information on procedures for recommending changes in policies and services.  


Information on how a member can recommend changes in policies and services is on page 58 
of the handbook. We invite members to suggest changes as part of how we can better serve 
them. We take members’ suggestions very seriously and are always open to growth 
opportunities presented by member feedback. 
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Advance Directives’ Policies 
V.  The Vendor must provide adult members with written information on advance 


directives’ policies and include a description of applicable State law. This information 
must reflect changes in State law as soon as possible but no later than 90 days after 
the change. The Vendor must ask each health care practice to ensure that a signed 
“Acknowledgment of Patient Information on Advance Directives” form is included in 
the recipient's medical record. (A sample form is available online at 
http://dhcfp.state.nv.us/advancedirectives.htm).  


An explanation and information about advance directives is on pages 50-51 of the handbook. 
We instruct providers to include an advance directive in each member’s medical record. 
Member Services can help members with information they may need. Members can also get 
immediate access to the forms via the member website where we provide access to the State of 
Nevada’s living will link so members can complete an online form anytime. We reflect 
changes in State law as soon as possible, but within the State’s 90-day requirement. 


Quality and Performance 
W.  To the extent available, quality and performance indicators, including member 


satisfaction. 


We are currently working on adding this information to the handbook. It explains that each 
year we look at how often our members get care and services and study the quality and 
performance of members’ care and track frequency of childhood well-check visits and 
immunizations, lead screenings, mammograms, pap smears, pregnancy, and diabetes care. We 
will list this information under Amerigroup Measures the Quality of Your Care. Supporting 
information is on page 61 under Get Information You Request; Information About How 
Amerigroup Operates. 


Information on the Operation of the Vendor 
X.  The Vendor is also required to provide to the member upon request, information on 


the structure and operation of the Vendor and information about physician incentive 
plans as set forth in 42 CFR 438.6(h).  


Information on how Amerigroup compensates its physicians and the structure and operation 
of Amerigroup Nevada begins on page 59 under How Amerigroup Pays Providers. If members 
want more information, we ask them to call Member Services or write to us at the address 
provided. 
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Explanation of EPSDT Program in Member Handbook 
Y.  The member handbook must include a distinct section for eligible recipients which 


explains the EPSDT program and includes a list of all the services available to 
children; a statement that services are free and a telephone number which the member 
can call to receive assistance in scheduling an appointment.  


We describe covered EPSDT benefits in full on page 27 and present the exact age limits and 
services parents can expect in an easily understood bulleted list. Telephone numbers and how 
to find out more about children’s services and making healthcare appointments is on            
pages 1-3. 


Prescription Coverage 
Z.  Information regarding prescription coverage.  


The handbook presents prescription information under Medicines on page 44. It describes 
what a preferred drug list is, explains that it is part of the formulary, and lists community 
pharmacies where members can have their prescriptions filled. For those members who are 
unsure of how to get their medicine, we include step-by-step instructions. If they have 
questions, we ask them to call Member Services for help. 


Member’s Rights and Responsibilities Corresponding to a Plan of 
Care 
AA.  Notification of the member’s responsibility to report any on-going care corresponding 


to a plan of care at the time of enrollment, and their right to continue that treatment 
under the Vendor on a transitional basis.  


Information about transitioning to another PCP once the new member joins the plan is on 
page 5 under If You Had A Different Primary Care Provider Before You Joined Amerigroup 
and reflects our procedures for transitioning members to and from the Amerigroup Nevada 
health plan.  


Third-Party Payment Service 
BB.  Notification of the member’s responsibility to report any third-party payment service 


to the Vendor and the importance of doing so.  


Coordination of third-party benefits information is on page 58 under If You Have Other 
Health Insurance. We also educate the member that this kind of information is very important 
because it helps us track and manage their healthcare, as well as costs.  
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Updates to Handbook 
CC.  The Vendor must give each member written notice of any significant change, as 


defined by the State, in any of the enumerations noted above. The Vendor shall issue 
updates to the Member Handbook on a monthly basis when there are material 
changes that will affect access to services and information about the Managed Care 
Program; this includes additions and changes to the provider network. The Vendor 
shall also provide such notices in its semi-annual recipient newsletters and shall 
maintain documentation verifying handbook updates.  


We send letters (which also reference the website address and phone numbers) to members if 
significant changes are made as defined by the State. We also add this information to the 
member handbook. When these changes affect provider information, we make changes to the 
provider directory, which we post to the website on a monthly basis. We make real-time 
updates to the Find-a-Provider function, as well. We announce upcoming changes through 
the twice-yearly member newsletter. We document all changes through our centralized CMAP 
as well as our Regulatory Department. 


Provider Termination Notices 
DD.  The Vendor must give written notice of termination of a contracted provider, within 


fifteen (15) business days after receipt or issuance of the termination notice. This 
notice shall be provided to each member who received his/her primary care from, or 
was seen on a regular basis by, the terminated provider.  


When a provider is terminated for any reason, we notify all members on the provider’s panel 
of the action. We send written notification to the members within 15 days of the termination 
effective date clearly stating how the termination affects them. We provide instructions for the 
selection of a new PCP and information about how to receive urgent care until the new PCP 
selection/assignment occurs, if the member has been seen on a regular basis by that particular 
provider. Termination information appears on page 5. 


Fraud and Abuse 
EE.  Explanation of fraud and abuse and how to report suspected cases of fraud and abuse, 


including hotlines, e-mail addresses and the address and telephone number of the 
Vendor’s fraud and abuse unit.  


The explanation of fraud and abuse and how to report it, including telephone numbers and e-
mail addresses, begins on page 62 of the handbook. This section is currently being expanded 
to include a more robust definition and explanation of exactly what fraud and abuse is and 
why it is important to report it. 
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Advance Directives Requirements (§4.4.1.2) 
Pursuant to Section 1902(w)(1) of the Social Security Act, the Patients’ Self-Determination Act, 
including advance directives, Vendors must have written policies and procedures with respect to 
all emancipated adult members receiving medical care through the Vendor. Specifically, this act 
requires the Vendor: 


A.  To provide written information to each member at the time of enrollment concerning: 


   1. The member’s rights, under State law, to make decisions concerning medical care, 
including the right to accept or refuse medical treatment and the right to formulate 
advance directives; 


   2. The Vendor’s policies with regard to a member’s right to execute an advance 
directive, including a requirement that the network provider present a statement of 
any limitations in the event the provider cannot implement an advance directive on 
the basis of conscience. At a minimum, the provider’s statement of limitation, if any, 
must:  


     a. Clarify any differences between institution-wide conscience objections and those that 
may be raised by individual network providers;  


     b. Identify the State legal authority pursuant to NRS 449.628 permitting such objections; 
and 


     c. Describe the range of medical conditions or procedures affected by the conscience 
objection. 


Amerigroup Nevada educates our emancipated minor and adult members about their rights 
under Section 1902(w) (1) of the Social Security Act, including advance directives. We ensure 
that our members are aware of their rights to make informed decision about their medical 
care, including the right to accept or refuse medical treatment. We clearly describe our 
policies regarding the member’s rights to execute an advance directive, including any 
authorized limitations in the event a provider cannot implement an advance directive based on 
conscience.  


Information about advance directives is disseminated through the new member packet, in the 
member handbook, and through our AmeriTips—a series of member education pieces that 
present information on health topics such as diabetes and asthma, social issues like bullying, 
and member rights, such as living wills and advance directives. Members are able to get 
AmeriTips at providers’ offices and at community organizations and events. Members can also 
call Member Services anytime they have questions. Providers receive annual refreshers on 
advance directive requirements, which has helped maintain continuity and enhance 
communication about advance directives. Providers also receive refreshers and information 
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highlights through their health plan orientation, newsletters, bulletins, Provider Relations 
Representatives, and the provider manual. Members’ PCP or PCS and other providers, 
individually and institutionally, do have the right to object to the request members make in 
their advance directive. However, if their PCP or PCS or other provider objects to the request 
for care made in the advance directive, members also have the right to select another PCP, 
PCS or provider. To change to another PCP or PCS, the member is directed to call, Member 
Services for assistance. 


B.  Vendor will educate the member to inform his/her provider to document in the 
member’s medical record whether the member has executed an advance directive; 


We tell members about their right to have medical records document the existence of advance 
directives, and we advise members to talk to their providers about their advance directives. 


C.  Not to condition the provision of care or otherwise discriminate against an individual 
based on whether or not the individual has executed an advance directive; 


Also, our provider manual includes information on advance directives. We educate providers 
to ensure they are aware that they cannot limit or condition the provision of medical care 
based on whether a member has executed an advance directive. Our provider contract also 
states that the “Provider shall comply with all applicable requirements under 42 C.F.R. 
Section 434.28 related to Advance Directives.” 


D.  To ensure compliance with requirements of State laws regarding advance directives, 
including informing members that any complaints concerning the advance directives 
requirements may be filed with the appropriate State agency which regulates 
Vendors; and 


We comply with the requirements of State laws regarding advance directives by informing 
members through an Ameritips informational sheet, which explains what an advance directive 
is and instructs members to contact their PCPs or call Member Services to get the appropriate 
forms. The member handbook, which defines what an advance directive is and who has the 
right to advance directives, talks about how a living will is a specific kind of advance directive. 
Members are directed to call Member Services to obtain forms and instructions on what to do; 
member education and annual refreshers are available. The member handbook also explains 
how to file complaints about advance directive requirements with DHCFP. 
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E.  To educate Vendor staff and providers on issues concerning advance directives, at 
least annually. 


Sample advance directives policies, procedures and forms, as well as patient information 
concerning Nevada law, are available on the DHCFP’s website: 
http://dhcfp.state.nv.us/advancedirectives.htm. 


Providers and associates receive annual refreshers, including educational materials on 
advance directive requirements, which are included in the provider manual, along with an 
explanation of advance directives and living wills and the appropriate forms. All employees 
also receive annual refresher training on advance directives, and Member Services employees 
receive specific training on how to help members who call with questions concerning advance 
directives. If a member needs immediate information concerning advance directives and living 
wills, he or she can access the member website for a complete explanation of what advance 
directives and living wills are and what they are intended to do. Links for more information 
are also provided as well as a link to the State of Nevada’s NVLivingWill.com so members can 
complete an online form. 


4.4.2 Enrollee Services Department 
Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


The Vendor shall maintain a Enrollee Services Department (aka, Member Services Department) 
that is adequately staffed with qualified individuals who shall assist enrolled recipients, enrolled 
recipients’ family members, or other interested parties (consistent with laws on confidentiality 
and privacy) in obtaining information and services under the Vendor’s plan. The Enrollee 
Services Department is to be operated at least during regular business hours.  


At a minimum, Enrollee Services Department staff must be responsible for the following:  


Explaining the operation of the Vendor; 


We strive to provide our members with the highest quality service and have less than a one 
percent call abandonment rate. Members always have a way to get help if they are sick, 
whenever they need it, regardless of the day or hour, through Member Services or our after-
hours services. Qualified Member Services Representatives are available to help members 
during Amerigroup Nevada’s business hours, 8:00 a.m. through 5:00 p.m., Pacific time, 
Monday through Friday. Our Nurse HelpLine nurses and IVR services are available to 
respond to member calls 24/7, 365 days a year. Members, their family members, or other 
interested parties (consistent with the laws on confidentiality and privacy) receive help with 
needed information about services and benefits. 
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4.4.2.1 Assisting members in selecting and/or changing PCPs or Primary Care Sites (PCSs). 
The Vendor must report any PCP/PCS changes electronically to the DHCFP; 


If the member wants to change to another PCP, he or she can call Member Services. Member 
Services Representatives will help the member check to make sure the new PCP is close and is 
accepting new patients. We will make the change 
immediately and it will be effective that same day. If 
the member makes the request through the member 
website, it will be effective the next day. There is no 
limit on the number of times a member can request PCP changes.  


4.4.2.2 Explaining covered benefits; 


Member Services Representatives receive extensive training so they can properly address 
members’ needs and resolve issues and solve problems as quickly as possible to the best of 
their ability. Their full training continues for 43 days and is divided into segments in which 
employees learn certain processes and then apply those processes for a short period of time. 
The employees then go back into the classroom and learn additional skills that build on what 
they learned in the first segment.  


Training is divided into classroom training, monitoring, and on-the-job training. This is how 
our employees become well equipped to handle member inquiries. One of the most requested 
types of information is an explanation of covered benefits; however, there are many other 
reasons why members call us. Members are free to call for any information they need. If they 
call after hours, they are able to leave a voice mail message, and a Member Services 
Representative will call back the next business day. 


4.4.2.3 Assisting members to make appointments and obtain services; 


Member Services Representatives help members make healthcare appointments and obtain 
other services like transportation; they can also help a member find a specialist close to home. 


4.4.2.4 Resolving, recording and tracking member grievances and appeals in a prompt and 
timely manner; 


If a member calls with a complaint, the Member Services Representative will try to solve a 
member’s problem during the call. If the Representative cannot take care of the issue 
immediately, the member can file a grievance. The member can ask the Representative to file a 
grievance during that call, or the member can ask the Representative to help write a letter 
about the problem. After the Representative records the grievance, he or she will track the 
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progress of the complaint as it moves toward resolution. The member can work with the 
Representative to make sure this is done in a prompt and timely fashion.  


4.4.2.5 Responding to member inquiries; and 


Member Services Representatives help members with questions about:  


 The handbook 


 How to change a PCP 


 Taking Care of Baby and Me® 


 Benefits 


 Member ID cards 


 Help making a doctor’s appointment and doctor visits 


 Child and adult wellness care 


 Vaccine information 


 Family planning services 


 Dental care 


 Medicines 


 Specialists and special kinds of healthcare 


 Healthy living information 


 Community events 


 Boys and Girls Clubs 


 Making an advance directive  


 Grievance and appeal information 


 Rights and responsibilities 


 How Amerigroup Nevada protects health information 


After fully implementing a powerful new customer service system that helps our Member 
Services Representatives to more efficiently handle member inquiries and requests, we have 
achieved very positive results to date. This new customer service system integrates information 
from multiple back-end systems onto a single screen view for our Member Services 
Representatives. 
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When a Member calls in to request a new ID card, inquire about a benefit, or add a new baby 
to the plan, the integrated desktop eliminates the need for our Representatives to spend time 
flipping between screens—while the member is waiting—to search for information during the 
service call. The integrated desktop displays necessary information for our employees in an 
organized and simplified fashion, according to the business rules of the specific market and 
product. These pre-programmed rules guide our employees to enhanced efficiency in servicing 
our members’ requests, while the integrated desktop system captures detailed call 
documentation. When an employee is unable to resolve an inquiry during the first call, the 
issue is immediately routed to the appropriate business area for resolution – with issue status 
available to all viewers. 


Since February 2010, when we began using this system, call handling times have consistently 
been reduced: 


 Average call handle time has been reduced by more than 42 seconds, which amounted 
to a 13 percent reduction for non-clinical calls and a 15 percent reduction for clinical 
calls  


 Average call handle time to register a new baby has dropped from 10 minutes to 2 
minutes 


 Average call handle time to complete a request for clinical authorization has been 
reduced by 16 percent 


4.4.2.6 Assisting members in obtaining out-of-area and out-of-network care. 


While the Enrollee Services Department will not be required to operate after business hours, the 
Vendor must comply with the requirement to provide urgent care and emergency coverage 
twenty-four (24) hours per day, seven (7) days per week. The Vendor must have written policies 
and procedures describing how enrolled recipients and providers can obtain urgent coverage and 
emergency services after business hours and on weekends.  Policies and procedures must include 
provision of direct contact with qualified clinical staff. Urgent coverage means those problems 
which, though not life-threatening, could result in serious injury or disability unless medical 
attention is received. 


From 8:00 a.m. to 5:00 p.m. Pacific time, Members can talk to a Members Services 
Representative and get direction on how to get medical care when they are out of the area or 
care they may need from an out-of-network provider. This information is also clearly 
explained in the member handbook. The Representative can review the member’s benefits and 
the best way for him or her to get the most appropriate level of care. If a member calls after 
regular business hours, the member can leave a message for a Representative to call back on 
the next business day. Members may also get help any time after hours by calling the 24/7 
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Nurse HelpLine. This line connects the member to a nurse so he or she can receive advice on 
what to do while he or she is waiting to see the doctor, how soon care is needed for an illness 
or injury, what kind of care is needed, and how to get the care that is needed, among other 
things. Both the member handbook and the member website guide the member through the 
procedure of getting routine care, urgent care, emergency care, and receiving care while out 
of town. Members have access to emergency services 24/7. We do not require referral or prior 
authorization for emergency services. 


4.4.3 Medical Provider Requirements 
Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Primary Care Provider (PCP) or Primary Care Site 
(PCS) (§4.4.3.1) 
The Vendor shall allow each enrolled recipient the freedom to choose from among its 
participating PCPs and change PCPs as requested. 


Each enrolled recipient must be assigned to a PCP or Primary Care Site (PCS), within five (5) 
business days of the effective date of enrollment. Members with disabilities, chronic conditions, 
or complex conditions must be allowed to select a specialist as their PCP. Members with 
disabilities must be given an additional 30 days to select a PCP. The Vendor may auto-assign a 
PCP or PCS that has traditionally served the Medicaid population to an enrolled recipient who 
does not make a selection at the time of enrollment. If the enrolled recipient desires, the Vendor 
shall allow him or her to remain with his or her existing PCP if the PCP is a member of Vendor’s 
primary care network. 


Amerigroup Nevada welcomes new members and makes sure they have a PCP or PCS within 
five business days of the effective date of their enrollment. If the member had been seeing a 
PCP or PCS prior to enrolling with us and that provider is in the Amerigroup Nevada provider 
network, the member can remain with that PCP or PCS. If a member does not select a 
PCP/PCS at the time of enrollment or makes an invalid PCP or PCS selection (for example, 
an adult unknowingly selecting a pediatrician rather than an internist or family doctor), we 
auto-assign a PCP or PCS to that member. We select a PCP or PCS who has traditionally 
served the Medicaid population, as determined by paid claims for services to Medicaid 
members. 
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Twenty-Five (25) Mile Rule (§4.4.3.2) 
The Vendor must offer every enrolled recipient a PCP or PCS located within a reasonable 
distance from the enrolled recipient’s place of residence, but in any event, the PCP or PCS may 
not be more than twenty-five (25) miles from the enrolled recipient’s place of residence per NAC 
695C.160 without the written request of the recipient. 


We work with members to ensure that their PCPs or PCSs 
have offices no more than 25 miles from where they live 
unless we have a member’s written request to assign a 
PCP or PCS further away.  


Assignment of a PCP or PCS (§4.4.3.3) 
If an enrolled recipient does not choose a PCP, the Vendor shall match enrolled recipients with 
PCPs by one or more of the following criteria:  


A.  Assigning enrolled recipients to a provider from whom they have previously received 
services, if the information is available; 


B.  Designating a PCP or PCS who is geographically accessible to the enrolled recipient 
per NAC 695C.160 (25 Mile Rule);  


C.  Assigning all children within a single family to the same PCP;  


D.  Assigning a Child with Special Health Care Needs (CSHCN) to a practitioner 
experienced in treating that condition, if the Vendor knows of the condition; and/or 


E.  Assigning a member to a PCP upon receipt of a claim for services rendered by a PCP 
to the member. 


The Vendor shall ensure that enrolled recipients receive information about where they can 
receive care during the time period between enrollment and PCP selection/assignment. The 
Vendor shall notify the enrolled recipient in writing of his or her assigned PCP within five (5) 
business days of assignment. 


When a new member has not chosen a PCP or PCS, we match the member with a PCP or PCS 
using the following criteria: 


 Existing PCP or PCS.  Members can remain with the PCP that they had prior to 
enrollment with Amerigroup Nevada provided we know who it is and that provider is in 
our network. 


 Close Proximity. We ensure, whenever possible, that members are within 25 miles of 
their PCPs’ or PCSs’ offices unless a member specifically requests a PCP or PCS 
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whose office outside the 25-mile radius or, because of a certain health condition, a 
member must see a PCP or PCS whose office is outside this distance to obtain the 
highest quality care; 100 percent of our members have access to a PCP or PCS within 
25 miles of their residence and the average distance is 1.3 miles.  


 PCP or PCS for Children. We assign all children within the same household, including 
newborns, to the same PCP or PCS when appropriate. 


Within five business days of enrollment, we send all new members information about where 
they can receive care during the time period between enrollment and when a PCP or PCS 
assignment occurs. PCPs or PCSs receive monthly rosters of new members if they request it, 
or they can sign up to receive their rosters through the provider website. More information 
about the process to assign a PCP or PCS is in Section 5.1.11.3. B. 


Changing a PCP or PCS (§4.4.3.4)  
A.  An enrolled recipient may change a PCP or PCS for any reason. The Vendor shall 


notify enrolled recipients of procedures for changing PCPs. The materials used to 
notify enrolled recipients shall be approved by DHCFP prior to publication and/or 
distribution. 


Members can change their PCPs or PCSs for any reason: the member handbook outlines 
procedures for changing the PCP or PCS assignment. Members can also call Member 
Services to change their PCP or PCS the same day, and members receive a letter confirming 
their PCP or PCSs change along with a new ID card. If they are registered users on our 
member website, they can change their PCPs or PCSs electronically via the Internet, and the 
changes will be effective the next day. All materials used to notify members of PCP or PCS 
changes and procedures are reviewed and approved by DHCFP prior to publication and 
distribution. 


B.  In cases where a PCP has been terminated, the Vendor must notify enrolled recipients 
in writing and allow recipients to select another primary care provider, or make a re-
assignment within fifteen (15) business days of the termination effective date, and 
must provide for urgent care for enrolled recipients until re-assignment. 


When a provider terminates for any reason, we notify all members on the provider’s panel of 
the action. We send written notification to members within 15 days’ receipt or issuance of a 
termination notice to/from a provider, clearly stating how the termination affects them. We 
provide instructions for the selection of a new PCP and information about how to receive 
urgent care until the new PCP selection/assignment occurs. 
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C.  The Vendor may initiate a PCP or PCS change for an enrolled recipient under the 
following circumstances: 


   1. Specialized care is required for an acute or chronic condition; 


   2. The enrolled recipient’s residence has changed such that distance to the PCP is 
greater than twenty-five (25) miles. Such change will be made only with the consent 
of the member; 


   3. The PCP ceases to participate in the Vendor’s network;  


   4. Legal action has been taken against the PCP, which excludes provider participation; 
or 


   5. The recipient will be given the right to select another PCP or PCS within the Vendor 
network. 


Amerigroup Nevada may initiate a PCP or PCS change under the following circumstances: 


1. If a member requires specialized care for an acute or chronic condition, we may, in 
consultation with the member, initiate a PCP or PCS change to a more appropriate 
provider. 


2. If the member relocates more than 25 miles from the PCP’s or PCS’s office, he or she 
has the opportunity to select a PCP or PCS who is closer or in a more convenient 
location. 


3. If a PCP or PCS leaves the network, we send written notification to all members 
receiving services from that PCP or PCS and offer to change their PCP or PCS. If they 
don’t choose a new PCP or PCS, we select an appropriate PCP or PCS for them using 
our criteria for new member PCP or PCS assignments. 


4. If a provider is terminated for any reason, including legal action, we inform members 
through written notification and provide instructions on selecting a new PCP or PCS. 
Again, if the member chooses not to select a new PCP or PCS, one will be selected for 
him or her. 


5. Under each of the above situations, we offer the member an opportunity to select 
another PCP or PCS. The member is also able to change PCPs or PCSs if he or she 
has been auto-assigned a PCP or PCS during initial enrollment and wants another 
PCP or PCS or needs a specialist as PCP or PCS, among other situations. 
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D.  The Vendor shall document the number of requests to change PCPs and the reasons for 
such requests.  


Amerigroup Nevada documents all PCP changes, including the reason for each request, in 
our core operations system. We analyze this data and produce reports for DHCFP, upon 
request. 


Use of Medical Homes and Accountable-Care 
Organizations (§4.4.3.5) 
A.  The Vendor is required to use existing patient-centered medical homes/health homes, 


when available and appropriate. 


Amerigroup Nevada helps key primary care practices transform into patient-centered medical 
homes (PCMH) through our Real Solutions® Medical Home model. Currently, Amerigroup 
Nevada supports three medical homes. These PCP practices, including one Federally 
Qualified Health Center (FQHC), Nevada Health Centers, are working toward achieving 
PCMH recognition through NCQA, and approximately 2,000 Amerigroup Nevada members 
now receive primary care services from a practice that participates in this program. 


B.  Vendor should use supportive provider services and contracting to support the 
expansion of patient-centered medical homes/health homes. 


Experience with PCMHs 


We continue to support the Affordable Care Act (ACA) by partnering and supporting the 
State’s healthcare goals. Through our PCMH program, we provide the supports and expertise 
necessary to transform and grow these sites from episodic treatment-oriented practices to 
wellness-focused population management entities that take a proactive role in monitoring and 
maintaining the overall health of their patients. 


Amerigroup operates one of the largest medical home programs in the country, ranking fifth 
for the number of providers participating in the program according to the latest Patient 
Centered Primary Care Collaborative report and began piloting the New Mexico PCMH 
program in 2010. Since, Amerigroup Community Care of New Mexico, Inc. has collaborated 
with more than 700 primary care providers, encompassing 54 PCMH sites, and touching more 
than 131,000 members through their medical homes.  
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Supporting Providers 


In Amerigroup Nevada, we have had similar success. Part of that success is because of our 
innovative incentive programs—we offer several types of financial incentives to help support 
our PCMH efforts.  We provide case management fees to PCMHs so they can be rewarded for 
incremental success as they work toward fulfilling NCQA requirements. This is an important 
interim step toward being fully qualified to participate in the Provider Quality Incentive 
Program (PQIP), which is an incentive plan that rewards providers who perform above the 
norm on various quality measures for our members’ healthcare. The obstetric pay-for-
performance program targets obstetricians and rewards them for meeting quality benchmarks 
and improvement targets. 


We also have a dedicated Medical Practice Consultant who works solely with our PCMH 
groups. The Consultant works closely with Case Managers, Social Workers, and clinical 
employees in the PCMH practices to identify areas for improved quality and outcomes for 
members.  


To further support our PCMH efforts, we also are involved in an 18-month relationship with a 
national, non-profit organization founded by the American Academy of Family Physicians 
and created to help family care practices transform into true medical homes.  


Other practice supports include:  


 Online reports that give practices information they need, such as a list of patients in 
the hospital, members recently visiting the emergency department (ED), patients who 
have missed opportunities to receive preventive screenings 


 Frequent interaction with Amerigroup Nevada’s Medical Director 


 Alignment of our care coordination activities with the practice, including Care 
Coordinators who work alongside the practice and often collaborate onsite 


 Quality coaches who educate and support each practice to build systems for measuring 
and improving its quality measures as part of an ongoing quality improvement 
program 


 Innovative models of reimbursement to reward Amerigroup Medical Home sites and 
other providers for improving both quality and efficiency 
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C.  Vendor shall use Accountable Care Organizations (ACOs) and other innovative 
models, when available and appropriate. 


As Accountable Care Organizations establish a foothold in Nevada, they will provide a care 
delivery and payment model will offer provider several payment options while holding the 
members’ providers to quality standard; this is similar to our PCMH that we created to work 
with our own providers to embed synergies in care and 
more cost-effective approaches. 


In an effort to best position Amerigroup Nevada and 
our providers, we have spent countless hours building a 
strong foundation for an accountable care 
environment. Over the course of the last 12 to 18 
months, we have executed agreements with innovative 
companies as discussed above that support our 
providers in family care practices as they grow into PCMHs and fulfill their NCQA 
requirements, which allow them to better serve our members. Their fully immersed 
engagement gives providers tools that most have never had and the power to fully transform 
the way they deliver care to members and truly change the landscape of healthcare in Nevada.  


Additional Innovations 


Another example is in the behavioral health area. Harmony Healthcare, one of the largest 
behavioral health providers in southern Nevada, is set to deliver and integrate behavioral 
health and substance abuse services for our members in Clark County. We selected Harmony 
for the breadth and depth of its affiliated providers and also because of its expertise in and 
commitment to promoting care in the right place at the right time for each member through a 
well-developed provider network.  


We also selected Harmony because its experience spans Medicaid and commercial health 
plans. Its reach into the southern Nevada community fosters continuity of care for members 
who may join Amerigroup as a part of the Medicaid expansion or through the Health 
Insurance Exchange (HIX).  


Further, we will leverage Harmony’s Rapid Response Team, which deploys to hospital EDs to 
immediately assess and coordinate referrals for members who come to the ED for mental 
health or substance abuse issues. This enables us to avoid inappropriate hospitalization by 
swiftly facilitating access to an appropriate level of care such as crisis stabilization with 
follow-up outpatient visits. 
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We also have a dedicated Medical Practice Consultant who serves as a link between the 
different care providers and those who provide services to our members. This consultant can 
reach into the various segments of a member’s care and create synergies and efficiencies that 
create higher quality care at less cost. 


See the Confidential Technical Volume for proprietary information. 
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4.5 NETWORK 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.5-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.5  Network  N/A  5.1.11.4 and 5.1.11.5.A 
4.5.1  The Vendor must adopt practice 
guidelines and protocols which: 


4.5.1.1 – 4.5.1.4  5.1.11.5.A 


4.5.2  The Vendor must: 


4.5.2.1   5.1.11.5.A 
4.5.2.2  5.1.11.1.B and 5.1.11.1.C 
4.5.2.3 – 4.5.2.8  5.1.11.4.D 
4.5.2.9  4.2.1.16 and 4.4.1 
Text following 4.5.2.9  4.5.2     


4.5.3  Network Management 
4.5.3.1 – 4.5.3.2  5.1.11.4.E 
4.5.3.3  5.1.11.4.C  


4.5.4  Subcontractors 
4.5.4.1  5.2 
4.5.4.2  5.2.1.3 
4.5.4.3 – 4.5.4.8  4.5.4 


4.5.5  Access and Availability 
4.5.5.1 – 4.5.5.9  5.1.11.4.D 
4.5.5.10 – 4.5.5.13  4.5.5 


4.5.6  Provider Contracts 


4.5.6.1  4.5.6 
4.5.6.2  4.5.6 and 5.1.11.4.B 
4.5.6.3   4.5.6 and 5.1.11.9 
4.5.6.4  5.1.11.1.D 
4.5.6.5  4.5.6 and 5.1.11.5.A 
4.5.6.6  4.5.6 
4.5.6.7  5.1.11.4.F 
4.5.6.8 – 4.5.6.11  4.5.6 


4.5.7  Provider Directory  N/A  4.5.7 
4.5.8  Provider and Recipient 
Communications 


4.5.8.1 – 4.5.8.2  4.5.8 and 5.1.11.4.E 


4.5.9  Network Maintenance  4.5.9.1 – 4.5.9.3  4.5.9, 5.1.11.4.D‐E, and 
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Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 
5.1.11.5.A 


4.5.10  Provider Credentialing  4N/A  5.1.11.5.A 
 


The Vendor is required to establish and manage provider networks in geographically accessible 
locations as specified in NRS 695C.070.11 and 695C.080.2 (a). The Vendor shall maintain a 
network of physicians, hospitals, and other health care professionals and ancillary services 
through which it provides the items and services included in covered benefits in a manner that 
complies with the requirements of this section and meets access standards described in Section 
4.5.5 of this RFP. The Vendor shall ensure that its network providers are appropriately 
credentialed and well coordinated with other network services and services available outside of 
the health plan network. The network shall include an adequate number of PCPs, specialists, and 
hospitals appropriately credentialed as health care professionals located in geographically and 
physically accessible locations to meet the access standards specified in this RFP. The Vendor’s 
management oversight includes, but is not limited to, credentialing, maintenance, provider 
profiling, peer review, dispute resolution and Medical Director Services.  


Network providers will be required to use designated practice guidelines and protocols mutually 
agreeable to the Vendor and DHCFP. Prior to the contract start date the Vendor shall identify the 
practice guidelines it intends to use for acceptance by DHCFP. Submission shall occur after 
awarded contract. The State shall accept or reject within ten (10) business days of receipt. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada has an established and well-managed provider network in place for 
Nevada’s Medicaid and Check Up populations. Our Clark and Washoe County provider 
network currently stands at 13 acute care hospitals, 640 PCPs, 2,098 specialists, and 505 
behavioral health providers. We will continue to monitor our network to ensure it complies 
with the access standards in RFP Section 4.5.5. Our network reflects the requirements for 
geographic access and availability; therefore, we do not have to build a network to meet the 
requirements of the RFP. We are, however, actively recruiting additional provider types for the 
newly covered services.   


Our network includes the full complement of credentialed providers to furnish the covered 
services detailed in RFP Section 4.2.2, Vendor Covered Services, including physicians, 
hospitals, other healthcare professionals, and ancillary providers. Our network also includes 
all Essential Community Providers in our service area, including both of Nevada’s Federally 
Qualified Health Centers (FQHCs). For additional information on our provider network, 
please see Section 5.1.11.4. 
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Our provider network management activities include, but are not limited to, credentialing, re-
credentialing, maintenance, provider profiling (providing practices with information on 
practice patterns), peer review, dispute resolution, and Medical Director services. For 
information on our network management activities, please see Section 5.1.11.4.E. For 
information on our credentialing and re-credentialing, please see Section 5.1.11.5.A. 


Amerigroup Nevada has DHCFP-approved practice guidelines that are currently used by our 
network providers. We will continue to seek and obtain DHCFP approval as required. For 
additional information on practice guidelines, please see Section 5.1.11.5.A. 


4.5.1 Practice Guidelines and Protocols 
The Vendor must adopt practice guidelines and protocols which: 


4.5.1.1 Are based on valid and reliable clinical evidence or a consensus of health care 
professionals in the particular field; 


4.5.1.2 Consider the needs of the Vendor’s members; 


4.5.1.3 Are adopted in consultation with contracting health care professionals; and 


4.5.1.4 Are reviewed and updated periodically as needed to reflect current practice standards. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup adopts, disseminates, and uses clinical practice guidelines (CPGs) for acute and 
chronic medical and behavioral health conditions. Through a collaborative review process, we 
involve board-certified providers from appropriate specialties in the development and approval 
of the guidelines at both our national and local health-plan levels. Amerigroup Nevada CPGs 
are evidenced-based and known to be effective in improving health outcomes. We determine 
effectiveness of guidelines by scientific evidence or, in the absence of scientific evidence, by 
professional standards or expert opinion.  


Our CPGs address all areas of care provided to Medicaid and Nevada Check Up members 
including medical, behavioral, and preventive services for all ages and demographics. They 
cover the process of care delivery, anticipated outcomes against local and national 
benchmarks, and access to needed care and services. The practice guidelines we currently 
maintain reflect the needs of the RFP’s covered populations such as preventive care and 
immunizations. 
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Our development and update process includes review of government research sources, clinical 
or technical literature, and involvement of board-certified providers from appropriate 
specialties or professional standards.  


We update guidelines at least every two years or sooner if new information is identified or an 
update is required. We conduct literature searches to identify changes to keep the CPGs 
current. We review the updated guidelines by following a collaborative local and national 
review process. Appropriate specialty providers review guidelines and make evidenced-based 
recommendations for change before adoption and dissemination. 


For additional information on practice guidelines, please see Section 5.1.11.5.A. 


4.5.2 Practice Guidelines and Protocols 
The Vendor must:  


4.5.2.1 Disseminate its practice guidelines to all affected providers prior to the contract start 
date and, upon request, to members and potential members, including prior 
authorization policies and procedures; 


4.5.2.2 Ensure that decisions for utilization management, member education, coverage of 
services, and other areas to which the guidelines apply are consistent with the 
guidelines; 


4.5.2.3 Meet and require its providers to meet State standards for timely access to care and 
services, taking into account the urgency of the need for services; 


4.5.2.4 Ensure that its providers offer hours of operation that are no less than the hours of 
operation offered to commercial members or comparable to Medicaid FFS, if the 
provider serves only Medicaid members;  


4.5.2.5 Make services included in the contract available twenty-four (24) hours per day, 
seven (7) days a week, when medically necessary; 


4.5.2.6 Establish mechanisms to ensure compliance by providers; 


4.5.2.7 Monitor providers regularly to determine compliance; 


4.5.2.8 Take corrective action if there is a failure to comply by network providers; and 


4.5.2.9 Participate in state and federal efforts to promote the delivery of services in a 
culturally competent manner to all members, including those with limited English 
proficiency and diverse cultural and ethnic backgrounds.  
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Figure 4.5.2-1. We Educate Providers on 
Guidelines 


The Vendor may not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his/her license or certification under applicable State 
law, solely on the basis of that license, specialty or certification. If the Vendor declines to 
include an individual or groups of providers in its network, it must give the affected network 
provider(s) written notice of the reason for its decision. 42 CFR 438.12 (a) may not be construed 
to require the Vendor to contract with providers beyond the number necessary to meet the needs 
of its members; or, preclude the Vendor from using different reimbursement amounts for 
different specialties or for different practitioners in the same specialty; or, preclude the Vendor 
from establishing measures that are designed to maintain quality of services and control costs 
and are consistent with its responsibilities to members. 


The Vendor must provide to the State supporting documentation, in a format specified by the 
State, which demonstrates it has the capacity to serve the expected enrollment in its service area 
in accordance with the State’s standards for access to care. Such documentation must 
demonstrate that the Vendor offers an appropriate range of preventive, primary care, and 
specialty services and maintains a network of providers that is sufficient in number, mix, and 
geographic distribution to meet the needs of the anticipated number of members in the service 
area. The Vendor must submit such documentation at the time it enters into a contract with the 
State and at anytime thereafter when there has been a significant change, as defined by the State, 
in the Vendor’s operations that would affect adequate capacity and services. A significant change 
includes but may not be limited to: changes in the Vendor’s services, benefits, geographic 
service area or payments; or, enrollment of a new population in the network. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Disseminating Practice 
Guidelines (§4.5.2.1) 
We distribute guidelines to newly contracted 
providers by publishing them on our 
provider website. Within 60 days of adoption 
of a new or updated CPG, we notify 
providers that the new or updated CPG is 
available on the provider website. We also 
communicate specific guideline elements 
and areas of focus through broadcast faxes 
and special mailings. We then initiate 
provider broadcast notification of updates at 
the plan level. We use CPG links to 
resources when possible on all electronic 
transmissions to providers and the website, 
and we send new providers all current CPGs. 
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Amerigroup Nevada documents the dissemination of all CPGs to providers. CPGs also are 
available to members, upon request. 


Figure 4.5.2-1 provides an example of a recent provider alert we faxed providers to educate 
them on the use of guidelines. 


The CPGs, once adopted or revised, are incorporated into the benchmarks for monitoring 
utilization and performance improvements and become a measurement or goal within our 
Quality Management Work Plan, Performance Improvement Projects, and quality 
management activities. 


For additional information on practice guidelines, please see Section 5.1.11.5.A.  


Ensuring Decisions are Consistent with Guidelines (§4.5.2.2) 
Amerigroup’s Medical Policy Committee (MPC) reviews, updates when appropriate, and 
approves criteria and guidelines. The MPC seeks input from the Nevada Medical Advisory 
Committee (MAC), representing practitioners with knowledge of local delivery systems. The 
MPC also reviews and approves policies and procedures for application of medical necessity 
criteria annually. 


Our Nevada MAC, which consists of local providers who review new medical technologies and 
requests for change to corporate-approved clinical practice guidelines based on the local 
demographic and epidemiologic needs of our members. The MAC uses ongoing peer review to 
assess levels of care and quality of care provided and monitors practice patterns and drug 
utilization to identify appropriateness of care and improvement/risk prevention activities, 
including review of clinical study design and results as well as development and approval of 
action plans/recommendations regarding quality improvement studies. Our Medical Director 
chairs the MAC ,which meets a minimum of six times each year. 


Medical Necessity and Utilization Management 


As a participant in Nevada’s Medicaid Managed Care program since 2009, Amerigroup 
Nevada has fully integrated our clinical criteria for medical necessity and service utilization 
requests with DHCFP’s Medicaid Services Manual (MSM).  


Our primary guidelines for medical necessity are those outlined in the MSM. Augmenting the 
MSM, Amerigroup will use InterQual® Level of Care and Behavioral Health guidelines and 
Aetna’s Clinical Policy Bulletins to review medical necessity and appropriateness of health 
services. 
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We conduct annual inter-rater reliability (IRR) reviews to evaluate the consistency with which 
healthcare professionals apply medical necessity criteria in decision-making by assessing 
physician and non-physician reviewers’ application of medical necessity criteria. All licensed 
clinical utilization management staff who apply medical necessity criteria participate in the 
inter-rater reliability evaluation process. Our 2012 IRR assessment validated that 100 percent 
of IRR scores for Amerigroup Nevada exceeded our compliance threshold. No follow-up 
action was indicated by the audit.  


Clinical Practice Guidelines 


The Amerigroup MPC maintains oversight of the CPG review process. CPGs are made 
available within the case management documentation system for reference by health plan 
employees including Case Managers and our Medical Director. A full discussion of our CPGs 
is documented in the provider manual that includes our network providers’ use of CPG’s for 
each population we serve.  


For information on how we ensure that decisions consistent with guidelines, please see 
Sections 5.1.11.1.B and 5.1.11.1.C. 


Ensuring Providers Meet Standards (§4.5.2.3 – §4.5.2.8) 
Our provider agreements require all Amerigroup Nevada network providers to abide by all 
DHCFP appointment standards. We educate providers on these standards through initial and 
recurring provider training and the Provider Policy and Procedure Manual (provider 
manual), which we incorporate by reference as part of the provider agreement. Amerigroup 
Nevada’s provider newsletters supplement providers’ initial orientation training and serve as 
recurring reminders for timely scheduling of routine appointments and triage requirement 
standards. 


We use information from our Provider Relations, Medical Management, Quality 
Management, and Member Services business areas to identify opportunities to improve the 
network and address deficiencies. We carefully review the results of our annual member 
satisfaction surveys and we route any grievances about PCPs or access to services to our 
Provider Relations Department for investigation and follow-up.  


Amerigroup conducts annual audits of a random, statistically valid sampling of PCPs and 
specialists to assess appointment availability and after-hours coverage. In our last audit of 
appointment availability: 


 95.8 percent of PCPs and 100 percent of specialists were compliant for appointment 
availability for routine care 
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 96.4 percent of PCPs and 100 percent of specialists were compliant with seeing 
members within one hour of their appointment time 


 98.2 percent of PCPs and 100 percent of specialists were compliant for after-hours 
access 


When we identify providers who are out of compliance with standards, our Provider Relations 
Representatives visit them in person and present a letter requesting corrective action plans. 
The Provider Relations team continues to monitor compliance and then re-surveys the 
providers after 90 days to verify that they are in compliance. Ultimately, we remove providers 
from our network if they do not meet access standards or do not take action to meet the 
standards.  


For additional information on how we ensure that our provider network meets standards for 
timely access to care and services, please see Section 5.1.11.4.D. 


Promoting the Delivery of Culturally Competent Services (§4.5.2.9) 
Amerigroup Nevada promotes the delivery of culturally competent services. We provide 
members with oral translation services in more than 170 languages and written translations in 
all prevalent languages. For information on our services for non-English speaking members, 
please see Section 4.4.1. 


Amerigroup Nevada is working closely with the Mexican Consulate and the Latin Chamber of 
Commerce to develop a comprehensive Hispanic Outreach and Education program. In this 
population, both diabetes and asthma are viewed as stigmas and resulted in reduced timely 
and preventive services related to both conditions. With that in mind, we are collaborating 
with the Consulate and the Chamber in developing an outreach educational program specific 
to this population and implemented by our Promotoras employees. This program will be 
implemented by December 2012 . For information on our cultural competency plan, please see 
Section 4.2.1.16. 


Non-discrimination of Providers 
Amerigroup performs non-discriminatory credentialing and re-credentialing. Our selection 
and retention criteria and policies and procedures comply with 42 CFR 438.214(c) and NCQA. 
Our policies avoid discrimination against a provider due to the fact that the provider serves 
high-risk populations or specializes in costly conditions. We provide written notice to providers 
whom we deny participation in our network in accordance with 42 CFR 438.12. 


We maintain compliance through our credentialing quality program, which monitors the 
program accuracy of the Credentialing Department’s administrative functions and compliance 
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with policies and procedures. We also monitor individual Credentialing Specialists for quality. 
This program oversight will detect any opportunity for discriminatory practices before Medical 
Director or Credentialing Committee decisions. 


In 2012, Amerigroup’s Credentialing Department will be conducting a retrospective audit of 
denied and approved files throughout the entire credentialing process to assess compliance 
with the new NCQA requirement regarding discriminatory practices. We will share results of 
the audit with each health plan’s Credentialing Committee and with the Office of Business 
Ethics (Chief Compliance Officer) to ensure compliance, and we will research any identified 
issues and make changes to policy and process as appropriate.  


Demonstrating Amerigroup’s Capacity to Serve Expected Enrollment  
We perform this analysis quarterly to verify that our existing network includes sufficient 
numbers of providers with adequate capacity to provide timely access to care in accordance 
with DHCFP requirements. We will provide DHCFP supporting documentation of our 
capacity to serve expected enrollment in accordance with DHCFP standards.  


We closely monitor for significant change by re-verifying that our network continues to meet 
adequacy requirements after every provider termination. If we identify a significant change, 
our Provider Relations employees promptly develop a detailed action plan. The action plan 
identifies staffing, responsibilities, resources, and a timeline to remedy the deficiency. We also 
will submit documentation to DHCFP when our network experiences significant change, as 
defined by the State. 


4.5.3 Network Management 
Amerigroup Nevada has a comprehensive network management program in place in Nevada. 
Our network management activities ensure that providers comply with DHCFP and 
Amerigroup Nevada standards.  


We have a fully-staffed, highly qualified Provider Relations team in Nevada that understands 
the local provider community. We employ an on-the-ground approach and we have developed 
deep roots in the Nevada provider community to facilitate communication and build trust. Our 
health plan representatives are out in the community, meeting face-to-face with providers. So 
far this year, our Provider Relations Representatives have visited more than 700 physician 
practices. 
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Primary Care Provider (PCP) or Primary Care Site 
(PCS) Responsibilities (§4.5.3.1) 
The PCP or a physician in a PCS serves as the recipient’s initial point of contact with the 
Vendor. As such, the PCP or the physician at the PCS is responsible for the following: 


A.  Delivery of covered medically necessary, primary care services and preventive 
services, including EPSDT screening services; 


B.  Provision of twenty-four (24)-hour, seven (7) days per week coverage; 


C.  Referrals for specialty care and other covered medically necessary services in the 
managed care benefit package; 


D.  Members shall be allowed to self-refer for family planning, obstetrical, 
gynecological, mental health and substance abuse services, within the Vendor’s 
network; 


E.  Continuity and coordination of the enrolled recipient’s health care; and 


F.  Maintenance of a current medical record for the enrolled recipient, including 
documentation of all services provided by the PCP, and specialty or referral services, 
or out-of-network services such as family planning and emergency services. 


Although PCPs must be given responsibility for the above tasks, the Vendor must agree to retain 
responsibility for monitoring PCP and PCS activities to ensure they comply with the Vendor’s 
and the State’s requirements. The Vendor is prohibited from imposing restrictions on the above 
tasks.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We agree to retain responsibility for monitoring PCP and PCS activities to ensure they comply 
with Amerigroup Nevada and State requirements. Amerigroup Nevada does not impose 
restrictions on tasks contained in RFP Section 4.5.3.1. 


Amerigroup conducts annual audits of a random, statistically valid sampling of PCPs to assess 
appointment availability and after-hours coverage. In our last audit of appointment 
availability 98.2 percent of PCPs were compliant for after-hours access 


We have fully responded to this SOW requirement in §5.1.11.4.E. 
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Laboratory Service Providers (§4.5.3.2) 
The Vendor shall ensure that all laboratory testing sites providing services under this contract 
have a valid Clinical Laboratory Improvement Amendments (CLIA) certificate, a CLIA 
identification number, and comply with CLIA regulations as specified by 42 CFR Part 493. The 
Vendor shall provide to DHCFP, on request, copies of certificates of any laboratories with which 
it conducts business.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


We have fully responded to this SOW requirement in Section 5.1.11.4.E. 


Essential Community Providers (§4.5.3.3) 
Examples of Essential Community Providers are listed in Attachment N. An essential 
community provider is defined as a provider: 


A.  That accepts patients on a sliding scale fee, determined on the income of the patient; 


B.  That does not restrict access or services due to financial limitations of a patient; and 


C.  That can demonstrate to DHCFP that the restriction of patient base from this provider 
would cause access problems for either Medicaid or low-income patients. 


   The Vendor is required to negotiate in good faith with all of the following essential community 
providers who are located in the plan’s geographic service area(s): 


D.  A Federally Qualified Health Center (FQHC) or Rural Health Center (RHC) to 
provide health care services;  


E.  The University Medical Center of Southern Nevada to provide inpatient and 
ambulatory services; 


F.  The University of Nevada School of Medicine (UNSOM) System, including Mojave 
Mental Health clinics, to provide health care and behavioral health care services;  


G.  University of Nevada, Las Vegas, School of Dentistry; 


H.  School-Based Clinics;  


I.  Mental Health and Developmental Services Division (MHDS); 


J.  Health Division; 


K.  Substance Abuse Prevention and Treatment Agency (SAPTA); 
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L.  Division of Child and Family Services;  


M.  County Child Welfare Agencies; and 


N.  Any health provider designated by DHCFP as an essential community provider. 
DHCFP will notify the Vendor of providers designated by DHCFP as essential 
community providers.  


O.  At the States option, the Vendor may be required to contract with other agencies 
within the DHHS, the Juvenile Justice system, Disproportionate Share Hospitals 
(DSH), or various Washoe and Clark County entities in providing medically 
necessary services, including behavioral health. If this option is exercised and there is 
any resulting additional expense incurred by the vendor, the DHCFP will adjust the 
capitation rate so that it remains actuarially sound. 


P.  Negotiating in good faith requires, at a minimum, offering contracts that are at least 
as beneficial to the provider as contracts with other providers in the same geographic 
area for similar services. Providers who work through one of the essential community 
providers must be negotiated in good faith. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


All Essential Community Providers in our service area already participate in our network. In 
fact, both of Nevada’s FQHCs participate in our network, with more than 5,300 of our 
members assigned to them. And, at University Medical Center, more than 1,000 deliveries 
have taken place for Amerigroup Nevada members. Essential Community Providers in our 
network include: 


 Nevada Health Centers (FQHC) 


 Health Access Washoe County (FQHC) 


 University Medical Center of Southern Nevada and its affiliated primary care and 
urgent care centers (Quick Care) 


 University of Nevada School of Medicine, University Health System 


 University of Nevada School of Medicine, Mojave Mental Health Clinics 


 University of Nevada, Las Vegas, School of Dentistry 


 Southern Nevada Health District 


 Washoe County District Health 


 Northern Nevada Adult Mental Health Services 


 Southern Nevada Adult Mental Health Services 
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Amerigroup Nevada fully supports the mission of SBCHS in Nevada. We are actively working 
to sponsor a school-based healthcare center and anticipate finalizing our agreement by the 
end of 2012. This includes weekly meetings with one of our Amerigroup Real Solutions® 
Medical Home, an Essential Community Provider, with whom we are working to sponsor a 
school-based healthcare center. 


We have fully responded to this SOW requirement in Section 5.1.11.4.C. 


4.5.4 Subcontractors 
All Subcontracts, including delegation agreements, must be in writing, must be prior approved 
by the DHCFP, and must contain all applicable items and requirements as set forth in the 
DHCFP Managed Care Contract, as amended. The Vendor may not delegate any item or 
requirement in the DHCFP Managed Care Contract to any subcontractor or network provider 
without the express, written approval of the DHCFP. The Vendor’s failure to obtain advance 
written approval of a Subcontract from the DHCFP will result in the application of a penalty 
equal to one (1) month’s current capitation payment for an adult female TANF recipient for each 
day that the subcontractor was in effect without the DHCFP’s approval. Without limitation the 
Vendor must make all Subcontracts available within five (5) business days of a request by the 
DHCFP. This includes but is not limited to administrative, technical and medical providers. 


The Vendor may, as provided below, rely on subcontractors to perform and/or arrange for the 
performance of services to be provided to enrolled recipients on whose behalf the DHCFP makes 
Capitation payments to the Vendor. Notwithstanding the use of subcontractor(s), the Vendor 
accepts and acknowledges its obligation and responsibility under this Contract as follows:  


4.5.4.1 For the provision of and/or arrangement for the services to be provided under this 
Contract; 


4.5.4.2 For the evaluation of the prospective subcontractor’s ability to perform the activities 
to be delegated; and 


4.5.4.3 For the payment of any and all claims payment liabilities owed to providers for 
services rendered to enrolled recipients under this RFP, for which a subcontractor is 
the primary obligor provided that the provider has exhausted its remedies against the 
subcontractor; provided further that such Provider would not be required to continue 
to pursue its remedies against the subcontractor in the event the subcontractor 
becomes insolvent, in which case the provider may seek payment of such claims from 
the Vendor. For the purposes of this section, the term “Insolvent” shall mean: 


A.  The adjudication by a court of competent jurisdiction or administrative tribunal of a 
party as a bankrupt or otherwise approving a petition seeking reorganization, 
readjustment, arrangement, composition, or similar relief under the applicable 
bankruptcy laws or any other similar, applicable Federal or State law or statute; or 
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B.  The appointment by such a court or tribunal having competent jurisdiction of a 
receiver or receivers, or trustee, or liquidator or liquidators of a party or of all or any 
substantial part of its property upon the application of any creditor or other party 
entitled to so apply in any insolvency or bankruptcy proceeding or other creditor’s 
suit. 


4.5.4.4 For the oversight and accountability for any functions and responsibilities delegated 
to any subcontractor. The Vendor shall indemnify and hold the State of Nevada, the 
DHCFP and their officials, representatives and employees harmless from any and all 
liabilities, losses, settlements, claims, demands, and expenses of any kind (including 
but not limited to attorneys’ fees) which are related to any and all claims payment 
liabilities owed to providers for services rendered to enrolled recipients under this 
RFP for which a subcontractor is the primary obligor, except to the extent that the 
Vendor and/or subcontractor has acted with respect to such provider claims in 
accordance with the terms of this RFP. 


4.5.4.5 Subcontracts which must be submitted to the DHCFP for advance written approval 
include any subcontract between the Vendor, excluding network provider contracts, 
and any individual, firm, corporation or any other entity engaged to perform part or 
all of the selected Vendor’s responsibilities under the DHCFP Managed Care 
Contract. This provision includes, but is not limited to, contracts for vision services, 
dental services, mental or behavioral health services, claims processing, member 
services, provider services, and/or pharmacy services. This provision does not 
include, for example, purchase orders. In addition, the Vendor must provide written 
information to the DHCFP prior to the awarding of any contract or Subcontract 
regarding the disclosure of the Vendor’s ownership interests of five percent (5%) or 
more in any delegated entity or Subcontractor.  


4.5.4.6 As part of its provider contracting and subcontracting, the Vendor agrees that it shall 
comply with the procedures set forth in Attachment D, Contract Form. 


4.5.4.7 Subcontractor contracts may not be structured to provide financial or other incentives 
to providers and subcontractors for denying or limiting services. 


4.5.4.8 The use of “gag” clauses in subcontractor contracts is prohibited. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


Our current subcontracts have been approved by DHCFP and contain all applicable 
requirements contained in our current Contract. We will continue to provide DHCFP all 
subcontractor agreements for prior approval and make subcontracts available to DHCFP 
within five business days of request. 


And, although RFP Sections 4.5.4.7 and 4.5.4.8 are new to this RFP and not included in 
Amerigroup Nevada’s current Contract with the State, our DHCFP-approved subcontracts 
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and provider contracts do not contain incentives for denying or limiting services or “gag” 
clauses. 


For information on our subcontractors, please see Section 5.2. 


Contracted Services Responsibilities (§4.5.4.1) 
Amerigroup Nevada acknowledges that we are fully responsible for all services covered under 
the Contract.  


We carefully select subcontractors that we are confident will provide the highest quality of 
services and support to our members. We have a rigorous process for selecting our 
subcontractors and perform numerous pre-delegation audits and reviews prior to “go-live” of 
a subcontract.  


We propose to continue to use the same seven subcontractors for this Contract that we 
currently use for our current Contract with DHCFP, Table 4.5.4-1 includes the name of the 
subcontractor and a brief description of the services they will perform.  


Table 4.5.4-1. Amerigroup Nevada Subcontracted Services 
Amerigroup Nevada 
Subcontractors 


Subcontracted Services 


 Amerigroup Corporation  Claims services  
Credentialing 
Legal and regulatory services 
Medical services 


CVS CareMark  Pharmacy services 
Connextions  Nurse helpline 


Disease management 
eyeQuest  Vision services 
National Imaging Associates (NIA)  Radiology services 
Scion Dental  Dental services 
Voiance Language Services, LLC  Over‐the‐phone interpreter services 


Our contractual agreements with our subcontractors include and will continue to include all 
terms and conditions required by DHCFP.  


For information on our subcontractors, please see Section 5.2. 
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Evaluation of Subcontractor Performance (§4.5.4.2) 
We will continue to apply the rigorous oversight that we have had in place for almost four 
years in Nevada. We acknowledge that Amerigroup Nevada is fully accountable for the 
performance of subcontracts under our Contract, and we maintain a structured process to 
screen, select, and monitor the performance of our subcontractors. Amerigroup’s Vendor 
Selection and Oversight Committee (VSOC) supports the health plan and maintains stringent 
subcontractor screening and evaluation protocols. The VSOC is an interdisciplinary team of 
employees who manage subcontractors and monitor delegated activities.  


The VSOC scrutinizes potential subcontractors, including past performance to verify their 
ability to perform the delegated activities. Potential subcontractors must successfully complete 
a rigorous screening process, including multiple pre-delegation audits and readiness reviews 
prior to serving our members. The Nevada Plan Compliance Officer and AVP Health Plan 
Operations participate on VSOC work groups to verify that subcontracts meet all DHCFP 
requirements.  We regularly assess the performance of each subcontractor to verify that they 
continue to meet standards. In addition to VSOC oversight, designated health plan contacts in 
Nevada monitor quarterly subcontractor reports to evaluate performance and participate in 
joint operations meetings to review subcontractor performance.  


For more information on how we monitor subcontracts, please see Section 5.2.1.3. 


Other Vendor Obligations (§4.5.4.3 – §4.5.4.8) 
Amerigroup Nevada currently complies with theses requirement and will continue to do so 
under the new Contract. 


Amerigroup Nevada acknowledges our responsibility for claims payments for covered services 
rendered under our subcontractor agreements if the provider of services is not reimbursed by 
our insolvent subcontractor.  
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4.5.5 Access and Availability 
Network Access and Adequacy (§4.5.5.1 – §4.5.5.7) 
The Vendor shall: 


4.5.5.1 Ensure adequate physical and geographic access to covered services for enrolled 
recipients. 


4.5.5.2 On a quarterly basis, use geo-access mapping and data-driven analyses to ensure 
compliance with access standards, and take appropriate corrective action, if 
necessary, to comply with such access standards.  


4.5.5.3 Partner actively with DHCFP, community providers and stakeholders to identify and 
address issues and opportunities to improve health care access and availability for 
Medicaid and CHIP members.  


4.5.5.4 The Vendor will assure access to health screenings, reproductive services and 
immunizations through county and state public health clinics. 


4.5.5.5 Promotion of care management and early intervention services may be accomplished 
by completing welcome calls and/or visits to new members. This method ensures that 
an orientation with emphasis on access to care, choice of PCP and availability of an 
initial health risk screening occurs proactively with each member who becomes 
enrolled. If a screening risk level determines need for further care management a care 
management referral will be completed.  


4.5.5.6 Maintain an adequate network that ensures the following: 


A.  PCP-To-Recipient Ratios 


The Vendor must have at least one (1) full-time equivalent (FTE) primary care provider, 
considering all lines of business for that provider, for every one thousand five hundred (1,500) 
members per service area. However, if the PCP practices in conjunction with a health care 
professional the ratio is increased to one (1) FTE PCP for every one thousand eight hundred 
(1,800) recipients per service area. 


B.  PCP Network Requirements 


Demonstrate that the capacity of the PCP network meets the FTE requirements for accepting 
eligible recipients per service area. This ratio cannot exceed the FTE requirement. In no case 
may a single provider accept more members than allowed by the FTE requirement.  


C.  Primary Care Provider Participation 
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Per geographic service area, at least fifty percent (50%) of all of the Network PCPs must 
contractually agree to accept eligible recipients. At least fifty percent (50%) of the 
aforementioned PCPs must accept eligible recipients at all times. If the Vendor has a contract 
with a Federally Qualified Health Center (FQHC) and/or the University of Nevada Medical 
School, the physicians of these two (2) organizations can be counted to meet the fifty percent 
(50%) participation and fifty percent (50%) acceptance requirement. DHCFP or its designee may 
audit the Vendor’s network monitoring tool for compliance. 


D.  Physician Specialists 


The Vendor must provide access to all types of physician specialists for PCP referrals, and it 
must employ or contract with specialists, or arrange for access to specialty care outside of the 
Vendor’s network in sufficient numbers to ensure specialty services are available in a timely 
manner. The Vendor should provide access to at least two specialists/subspecialists in their 
service areas. The minimum ratio for specialists (i.e., those who are not PCPs) is one (1) 
specialist per one thousand five hundred recipients per service area (1:1,500). 


These ratios may be adjusted by DHCFP for under-served areas, upon the analysis of physician 
specialist availability by specific service area. 


4.5.5.7 Ensure enrolled recipients’ access to covered services is consistent with the degree of 
urgency, as follows: 


A.  Emergency Services  


Emergency Services shall be provided immediately on a twenty-four (24)-hour basis, seven (7) 
days a week, with unrestricted access, to enrolled recipients who present at any qualified 
provider, whether a network provider or a out-of-network provider.  


B.  PCP Appointments 


   1. Same-day, medically necessary, primary care provider appointments;  


   2. Urgent care PCP appointments are available within two (2) calendar days; and 


   3. Routine care PCP appointments are available within two (2) weeks. The two (2) week 
standard does not apply to regularly scheduled visits to monitor a chronic medical 
condition if the schedule calls for visits less frequently than once every two (2) 
weeks. 


C.  Specialist Appointments 


For specialty referrals to physicians, therapists, behavioral health services, vision services, and 
other diagnostic and treatment health care providers, the Vendor shall provide: 


   1. Same day, medically necessary appointments within twenty-four (24) hours of 
referral; 
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   2. Urgent care appointments within three (3) calendar days of referral; and 


   3. Routine appointments within thirty (30) calendar days of referral. 


Vendor must allow access to a child/adolescent specialist(s) if requested by the parent(s). 


D.  Prenatal Care Appointments 


Initial prenatal care appointments shall be provided for enrolled pregnant recipients as follows: 


   1. First trimester within seven (7) calendar days of the first request; 


   2. Second trimester within seven (7) calendar days of the first request; 


   3. Third trimester within three (3) calendar days of the first request; and 


   4. High-risk pregnancies within three (3) calendar days of identification of high risk by 
the Vendor or maternity care provider, or immediately if an emergency exists. 


E.  Dental Appointments: 


Dental care shall be provided immediately for dental emergencies, urgent care or referral 
appointments within three (3) calendar days and routine appointments with dentists and dental 
specialists shall be provided within thirty (30) calendar days or sooner if possible. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  


Amerigroup Nevada takes several steps to ensure that once contracted, we maintain an 
adequate network that meets DHCFP and Amerigroup Nevada physical and geographic 
access standards. 


 PCPs. 100 percent of our Clark County members and 99.9 percent of our Washoe 
County members have access to a PCP within 25 miles of home. Amerigroup Nevada 
has contracts with both of Nevada’s FQHCs and the University of Nevada School of 
Medicine, University Health System, which satisfies DHCFP’s 50 percent participation 
and 50 percent acceptance requirement. We also have a high rate of open PCP panels 
at 89 percent. 


 Physician Specialists. Amerigroup Nevada’s 
network of specialists in Clark and Washoe 
counties is 100 percent compliant with DHCFP 
access standards. On average, members have access 
to a specialist within a 0.9 mile radius, and at least 
two specialists within a 1.2 mile radius.  
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Amerigroup Nevada routinely monitors and evaluates provider adherence to appointment 
standards. In our last audit of appointment availability: 


 95.8 percent of PCPs and 100 percent of specialists were compliant for appointment 
availability for routine care 


 98.2 percent of PCPs and 100 percent of specialists were compliant for after-hours 
access 


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


Appointment Standards (§4.5.5.8) 
The Vendor shall have established written policies and procedures: 


A.  Disseminating its appointment standards to all network providers, and must assign a 
specific staff member of its organization to ensure compliance with these standards 
by the network.  


B.  Concerning the education of its provider network regarding appointment time 
requirements, the Vendor shall: 


   1. Monitor the adequacy of its appointment process and compliance; and  


   2. Implement a Plan of Correction (POC) when appointment standards are not met. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


Office Waiting Times (§4.5.5.9) 
The Vendor shall establish written guidelines that a recipient’s waiting time at the PCP’s or 
specialist’s office is no more than one (1) hour from the scheduled appointment time, except 
when the provider is unavailable due to an emergency. Providers are allowed to be delayed in 
meeting scheduled appointment times when they “work in” urgent cases, when a serious problem 
is found, or when the patient has an unknown need that requires more services or education than 
was described at the time the appointment was scheduled. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. In our last audit of office waiting times, 96.4 percent of PCPs and 100 
percent of specialists met the office waiting time standard. 







 Tab VI – Section 4 – Scope of Work 
 4.5 Network 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-153 
November 15, 2012 


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


Access Exceptions (§4.5.5.10) 
Document and submit to DHCFP, in writing, justification for exceptions to access standards set 
forth in Section 4.5.5 of this RFP. Such justifications shall include alternative standards that are 
equal to or better than the usual and customary community standards for accessing care. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Provider Terminations (§4.5.5.11) 
The Vendor must give written notice of termination of a contracted provider, within fifteen (15) 
days of receipt or issuance of the termination notice, to each member who received his/her 
primary care from, or was seen on a regular basis by the terminated provider. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


When providers terminate from our network, we take careful steps to ensure that members 
smoothly transition to a new provider. Detailed policies and procedures guide our steps to: 


 Identify Affected Members. We run a report to identify all members who are assigned 
to the PCP. For specialist terminations, we will run a report that will identify all 
members with four or more claims from the provider within the last 12 months. In 
addition, our Provider Relations Representatives work with the case management team 
to ensure that we identify any recent authorization requests or referrals to the 
terminating provider.  


 Notify Affected Members. We provide written and verbal notification to all identified 
members within 15 days of receipt or issuance of the termination notice. We mail a 
letter that explains the provider’s termination and gives instructions for selection of a 
new provider. If the member is receiving case management, the letter will also include 
the case manager’s name and telephone number for follow up. The member’s case 
manager will also telephone each member, or family member/caregiver, to notify them 
of the termination and answer any questions.  
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Notification of Significant Network Changes (§4.5.5.12) 
The Vendor will notify DHCFP’s designated staff, within one (1) working day, of any 
unexpected change that would impair its provider network. This notification shall include: 


A.  Information about the nature of the change and how the change will affect the 
delivery of covered services; and 


B.  The Vendor’s plans for maintaining the quality of member care if the provider 
network change is likely to result in deficient delivery of covered services. 


The Vendor must notify DHCFP of any change in its network that will substantially affect the 
ability of recipients to access services as soon as the change is known, or not later than fourteen 
(14) days prior to the change. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Once contracted, we maintain a very high level of provider 
retention; in the last year, only one percent of our providers 
elected to terminate their participation in our network.  


We closely monitor for significant change by re-verifying that 
our network continues to meet adequacy requirements after 
every provider termination. If we identify a significant change, 
our Provider Relations employees promptly develop a detailed action plan. The action plan 
identifies staffing, responsibilities, resources and a timeline to remedy the deficiency. 


We will notify DHCFP’s designated staff within required timeframes of any unexpected 
change that would impair our provider network or substantially affect the ability of our 
member’s to access services in accordance with the requirements of RFP Section 4.5.5.12. 


  







 Tab VI – Section 4 – Scope of Work 
 4.5 Network 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-155 
November 15, 2012 


Prohibited Practices (§4.5.5.13) 
The Vendor shall take affirmative action so that recipients are provided access to covered 
medically necessary services without regard to race, national origin, creed, color, gender, sexual 
preference, religion, age, health status, physical or mental disability, except where medically 
indicated. Prohibited practices include, but are not limited to, the following: 


A.  Denying or not providing an enrolled recipient a covered service or available facility; 


B.  Providing an enrolled recipient a covered service which is different, or is provided in 
a different manner, or at a different time from that provided to other recipients, other 
public or private patients, or the public at large; 


C.  Subjecting an enrolled recipient to segregation or separate treatment in any manner 
related to the receipt of any covered medically necessary service, except where 
medically indicated; 


D.  The assignment of times or places for the provision of services on the basis of race, 
national origin, creed, color, gender, sexual preference, religion, age, physical or 
mental disability, or health status of the recipient to be served;  


E.  The Vendor may not prohibit, or otherwise restrict, a health care professional acting 
within the lawful scope of practice, from advising or advocating on behalf of a 
member who is his or her patient: 


   1. For the member's health status, medical care, or treatment options, including any 
alternative treatment that may be self-administered; 


   2. For any information the member needs in order to decide among all relevant 
treatment options; 


   3. For the risks, benefits, and consequences of treatment or non-treatment; and 


   4. For the member's right to participate in decisions regarding his or her health care, 
including the right to refuse treatment, and to express preferences about future 
treatment decisions. 


F.  Charging a fee for a medically necessary covered service or attempting to collect a 
co-payment. Subject to the maximum allowable charges specified in 42 CFR 447.54 
(a) and (b), Title XXI recipients may be required to pay income-related deductible, 
coinsurance or co-payment charges. In accordance with 42 CFR 447.50-60 the cost 
sharing for title XIX recipients under managed care will be no more than cost sharing 
permitted under FFS. 


If the Vendor knowingly executes a subcontract with a provider with the intent of allowing, 
encouraging, or permitting the subcontractor to implement unreasonable barriers or segregate 
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(i.e., the terms of the subcontract are more restrictive than the Vendor’s contract with DHCFP or 
incentives or disincentives are structured to steer enrolled recipients to certain providers) the 
Vendor will be in default of its contract with DHCFP. In addition, if the Vendor becomes aware 
of any of its existing subcontractors’ failure to comply with this section and does not take 
immediate action, it will be in default of its contract with DHCFP.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada takes affirmative measures so that members receive access to covered 
medically necessary services in accordance with the requirements in RFP Section 4.5.5.13.  


We understand the requirements surrounding subcontractors describe in RFP Section 4.5.5.13 
and that we will be in default of our Contract with DHCFP should we not abide by them. 


4.5.6 Provider Contracts 
Executing and Maintaining a Sufficient Number of 
Providers for Term of Contract (§4.5.6.1) 
The Vendor will execute and maintain, for the term of the contract, written provider agreements 
with a sufficient number of appropriately credentialed, licensed or otherwise qualified providers 
to provide enrolled recipients with all medically necessary covered services. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We will continue to ensure that our network includes sufficient numbers of 
appropriately credentialed, licensed, or otherwise qualified providers to furnish members with 
all medically necessary covered services. 


For additional information on our provider contracts, including base provider contracts, 
please see Section 5.1.11.4.B. 
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Copy of Base Provider Contract (§4.5.6.2) 
The Vendor will provide, for DHCFP’s review, a copy of its base provider contract prior to 


execution. In addition, prior to distributing or executing any substantive changes or 
amendments to the base contract, the Vendor shall submit drafts of standard language 
for any such contract to DHCFP for review. Provider contracts must meet all state 
and federal requirements. The Vendor shall submit any of its provider contracts to the 
DHCFP upon request.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada has submitted our written provider contract templates to DHCFP and the 
most recent contracts were approved for use in August 2012. We believe our current base 
contracts are fully compliant with the RFP; however, we will make any revisions necessary to 
comply with future DHCFP requirements. 


See Attachments 5.1.11.4.1 – 5.1.11.4.3  for sample base network provider contracts. 


Timing of Provider Recruitment (§4.5.6.3) 
The timing and other events associated with provider recruitment must occur in a manner that 
will ensure meeting the objectives noted within this RFP. The effort must include outreach to 
providers who are not currently participating in DHCFP’s medical assistance programs or have a 
signed agreement but do not actively accept eligible recipients. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada already has a comprehensive, established network of providers in place in 
Clark and Washoe counties to serve Medicaid and Nevada Check Up recipients. Our network 
currently meets, and often exceeds, requirements for access and availability; therefore, we will 
not have to build a network to meet the requirements of the RFP. We are, however, actively 
recruiting additional provider types for the newly covered services including orthodontia, 
hospice, methadone treatment, and nursing facilities.   


We employ various measures to continue to expand our network to serve our current member 
population. This includes inviting out-of-network providers to join our network by negotiating 
single case agreements.  


We also regularly reach out to providers who do not participate in DHCFP’s medical 
assistance program to encourage participation. We will expand our provider network to meet 
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any future changes in covered services, geographic service area, covered population, and 
legislative requirements. For additional information on our process for network expansion, 
please see Section 5.1.11.9. 


Single Case Agreements (§4.5.6.4) 
Prior to becoming a network provider, a provider who is a non-Medicaid provider must be 
referred to DHCFP for completion of the Medicaid provider enrollment. However, Vendors may 
enter into single case agreements with non-Medicaid providers as needed. Any provider located 
outside of the state of Nevada must be licensed in their home state of practice in order to enter 
into a single case agreement with a Vendor.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


When an Amerigroup Nevada network provider is not available to meet a member’s non-
emergency needs, we refer that member to an out-of-network provider through a single case 
agreement. All members can access medically necessary emergency care at any provider 
regardless of the provider’s participation in our network.  


Upon receipt of a request for authorization of non-emergent services from an out-of-network 
provider, our care coordination employees verify member eligibility. We also verify provider 
licensure and confirm that the provider does not appear on any governmental exclusion lists. 
If sanctions exist or if we identify an issue regarding appropriate licensure, we inform the 
requestor that we cannot approve the out-of-network service, and we locate an alternative 
provider. 


Upon verification of eligibility, licensure, and lack of sanctions, care coordination employees 
forward the case to our Out-of-Network Coordination Nurse to review and discuss with our 
Medical Director. We have designated the Out-of-Network Coordination Nurse as the single 
point of contact for this role to foster consistency in single case agreement processing, 
streamline and expedite the process, and encourage relationship-building with non-network 
office employees to ease the process. 


If the Medical Director deems that the non-emergent service from the out-of-network provider 
is medically necessary, we negotiate and execute a single case agreement.  


To ensure timeliness of single case agreements, our Out-of-Network Coordination Nurse daily 
reviews reports that track aging of open cases to set priorities and focuses on those that 
require immediate action. The nurse also reviews system-generated logs to identify and resolve 
potential barriers to timely case closure. Finally, we monitor data in weekly or monthly reports 
to identify trends that might indicate problems with current processes or workload distribution. 
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For additional information on our process for single case agreements, please see Section 
5.1.11.1.D. 


Policies and Procedures for Monitoring Providers 
(§4.5.6.5) 
The Vendor must also have written policies and procedures for monitoring its providers, and for 
disciplining providers who are found to be out of compliance with the Vendor’s medical 
management standards. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Comprehensive, written policies and procedures guide our activities to monitor, evaluate, and 
correct our network and its individual providers. 


Amerigroup Nevada also has a structured process for requiring corrective action from 
providers where care or service does not meet quality standards for access, availability, 
member satisfaction, medical records, and over- or under-utilization. As part of the 
credentialing and re-credentialing processes, we evaluate each of these elements and report as 
part of the annual Internal Quality Assurance Plan (IQAP) evaluation. In 2011, we had no 
providers in corrective action.  


For additional information on our activities, please see Section 5.1.11.5.A. 


PCP Payment Increase (§4.5.6.6) 
4.5.6.6 The ACA requires increased payment to PCPs and certain specialty and subspecialty 
providers starting in 2013. The Vendor must work cooperatively with DHCFP and its actuary to 
develop a methodology for identifying which portions of the capitation payment are directly 
attributable to this increase. The Vendor must comply with all ACA requirements regarding the 
PCP payment increase, including, but not limited to, providing reports that prove the additional 
portion of capitation was distributed to the physicians entitled to receive the higher 
reimbursement.  


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  
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Incentive Plan Compliance (§4.5.6.7) 
If the Vendor has a physician incentive plan, it must comply with 1876(I) (8) and the reporting 
requirements outlined in 42 CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h)(1). The 
Vendor must provide information regarding its physician incentive plan(s) to the State, CMS, 
and any Medicaid and Nevada Check Up recipient, upon request. The rules and guidelines for 
physician incentive plans also apply to the Vendor’s subcontractors. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Our physician incentive plans comply with 1876(I) (8) and the reporting requirements 
outlined in 42 CFR 422.208 and 422.210, pursuant to 42 CFR 438.6(h)(1). We will provide 
information regarding our physician incentive plans to the State, CMS, and any Medicaid and 
Nevada Check Up recipient, upon request in accordance with Section 4.5.6.7 of the RFP.  


For additional information on our physician incentive plans, please see Section 5.1.11.4.F. 


No Incentives for Denying or Limiting Services 
(§4.5.6.8) 
Provider contracts may not be structured to provide financial or other incentives to providers and 
subcontractors for denying or limiting services. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Although this provision is new to this RFP and not included in Amerigroup Nevada’s current 
contract with the State, our DHCFP-approved provider contracts are not structured to provide 
incentives for denying or limiting services. 


Prohibition of Gag Clauses (§4.5.6.9) 
The use of “gag” clauses in Provider contracts is prohibited. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Although this provision is new to this RFP and not included in Amerigroup Nevada’s current 
contract with the State, our DHCFP-approved provider contracts do not include “gag” 
clauses. 
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Availability of Contracts to DHCFP (§4.5.6.10) 
All provider contracts must be made available to the DHCFP, upon request. Refer to Section 
4.13.3.11. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Support and Participation in Activities (§4.5.6.11) 
The Vendor(s) will support and participate in all activities related to the DHCFP’s Medicaid 
Adult Incentive Grant. The Vendor(s) must participate in any future grants awarded to Medicaid 
that affect MCOs or MCO members. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Amerigroup Nevada has contributed ideas and resources to support DHCFP and the State’s 
efforts to positively impact the health and well-being of Nevadans. We supported DHCFP in 
the development of a successful grant submission for CMS’ Medicaid Incentive Program for 
Chronic Diseases (MIPCD) demonstration. Beginning in December 2012, through the 
MIPCD, members who are at risk of or diagnosed with diabetes will be rewarded for 
participating in our diabetes disease management program to boost their self-management 
skills. We look forward to monitoring the success of the project and are committed to 
collaborating with the other grant partners to deliver results in the demonstration. 


In 2012, we actively collaborated with HealthInsight (a non-profit organization that served as 
convener), Nevada State Health Division and DHCFP, the other Medicaid managed care plan, 
and the three largest obstetrical practices in Nevada to develop a CMS Innovation Strong Start 
grant proposal. 


We look forward to continuing to support and actively participate in DHCFP’s efforts and 
programs. 
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4.5.7 Provider Directory 
The Vendor will publish its provider directory and any subcontractors’ provider directory via an 
Internet website upon contract implementation and will update the web site on a monthly basis 
for all geographic service areas. The Vendor will provide DHCFP with the most current provider 
directory upon contract award for each geographic service area. Upon request by DHCFP, the 
Vendor must confirm the network adequacy and accessibility of its provider network and any 
subcontractor’s provider network. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


We currently maintain a comprehensive provider 
directory in Nevada for our existing contract with 
DHCFP. We maintain current online information 
about our provider network on our member and 
provider websites. Updated nightly, the online directory includes all of the information 
included in the hard copy directory and does not require a user login.  


The online directory allows users to use a number of different parameters to search the 
directory, including provider name, provider type, provider gender, language spoken, distance 
from member’s address, ZIP code, and whether the provider is accepting new patients.  


We have recently expanded the capabilities of our online provider directory tool to deliver 
significantly more flexibility in the content and format of the information we present. Format 
enhancements allow us to add icons to provider entries. For example, icons can indicate 
Spanish-speaking employees or whether the provider is accepting new patients.  


Upon request by DHCFP, we will confirm the adequacy and accessibility of our provider 
network and any subcontractor’s provider network. 


4.5.8 Provider and Recipient Communications 
All general communications to providers and recipients including mass letter mailings, fax-
blasts, brochures, batch e-mails and communications specifically mentioned in this contract must 
be submitted to DHCFP for approval prior to release. If DHCFP does not respond within ten (10) 
working days the Vendor may consider the communication approved. This provision does not 
pertain to communications on specific topics to individual providers and recipients. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   
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Provider Policy and Procedure Manual (§4.5.8.1) 
The Vendor must prepare, subject to the approval of DHCFP, a Provider Policy and Procedure 
Manual for each distinct class of provider. The Vendor shall document the approval of the 
provider manual by the Vendor’s Medical Director, and shall maintain documentation verifying 
that the provider manual is reviewed and updated at least annually. 


Upon approval of DHCFP, the Vendor may publish the manual material related to more than one 
category of provider in a single volume. The Vendor must furnish one (1) copy of the manual to 
each provider upon recruitment into the network, and must update all copies of the manual in 
each provider’s possession when changes are made by the Vendor. Provider update notices sent 
via facsimile, mail, and e-mail may be utilized to update the provider manual when changes are 
made by the Vendor. The Vendor can meet this requirement by furnishing one (1) copy of the 
manual and one (1) copy of the manual updates to each provider practice where several providers 
within the practice are participants in the network. One (1) hard copy and one (1) electronic copy 
of the Provider Manual shall be provided to DHCFP. That electronic copy must be updated with 
the same frequency as the hardcopy manual copies furnished to providers. The manual shall 
include, at a minimum, the following information: 


A.  The policies and procedures to be implemented by the Vendor to ensure provider 
contract compliance; 


B.  The procedures governing verification of recipient eligibility and the process for 
receiving and disseminating recipient enrollment data to participating providers;  


C.  Prior authorization procedures and requirements; 


D.  The procedures for claims administration; 


E.  Provider credentialing criteria; 


F.  Provider network management; 


G.  The benefits and limitations available to enrolled recipients under the program, 
including any restrictions on recipients’ freedom of choice imposed by the program 
and any/all payment obligations; 


H.  Administrative and billing instructions, including: a list of procedure codes; edits; 
units; payment rates; and all pertinent information necessary to submit a clean claim 
in a timely manner; 


I.  Procedure to dispute adverse payment and contract decisions; and  


J.  Policies and procedures to be implemented by the Vendor to manage quality 
improvement and member service utilization. 
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada has a Provider Policy and Procedure Manual (provider manual) that is 
approved by DHCFP for our current contract. It includes all of the requirements detailed in 
Section 4.5.8.1 of the RFP. 


Our Nevada provider manual is developed by our Nevada Provider Relations team in 
consultation with our Nevada Medical Director, Nevada Medical Management team, Nevada 
Compliance Officer, Nevada Regulatory Services Manager, and other subject matter experts 
within our local Nevada health plan and our corporate office. We obtain written approval 
from DHCFP before distributing any new or materially revised Nevada provider manual.  


Annually, or as needed as indicated by regulatory, contractual, or other program changes, 
Amerigroup Nevada formally reviews and updates our provider manual. Our Nevada Provider 
Relations team, Compliance Officer, and Regulatory Services Manager, as well as corporate 
Provider Communications Strategy Department maintain documentation verifying the review 
and updating of the Nevada provider manual. 


We provide each network provider one copy of the provider manual upon recruitment into the 
network. The manual is available to providers in hard copy format and on our provider 
website in PDF. The provider manual is also available on CD-ROM upon request. We will 
provide DHCFP with one hard copy and one electronic copy of our provider manual, 
including all necessary updates. 


Between formal reviews, Amerigroup Nevada communicates all provider manual changes and 
updates through provider alerts sent by facsimile, mail, or e-mail, and updates posted on our 
provider website. 
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Provider and Recipient Communications Activities 
(§4.5.8.2) 
A.  Provider Workshops 


The Vendor must conduct, at least annually, provider workshops in the geographic service area 
to accommodate each provider site. In addition to presenting education and training materials of 
interest to all providers, the workshops must provide sessions for each discrete class of providers 
whenever the volume of recent changes in policy or procedures in a provider area warrants such 
a session. All sessions should reinforce the need for providers to verify recipient eligibility and 
enrollment prior to rendering services in order to ensure that the recipient is Medicaid-eligible 
and that claims are submitted to the responsible entity. Individual provider site visits will suffice 
for the annual training requirement. 


B.  Provider Newsletter 


The Vendor must, subject to the prior review and approval of DHCFP, publish a semi-annual 
newsletter for network providers. DHCFP must prior approve all provider announcements, 
regardless of method of dissemination. If the DHCFP does not respond within ten (10) days, the 
newsletter will be considered approved. 


C.  Recipient Newsletter 


The Vendor must, subject to the prior review and approval of DHCFP, publish a newsletter for 
enrolled recipients at least twice per year. The newsletter will focus on topics of interest to 
enrolled recipients and must be written at an eighth (8th) grade level of understanding reflecting 
cultural competence and linguistic abilities.  


The Vendor must provide a draft copy of all newsletters to DHCFP for approval prior to 
publication and distribution. Additionally, these newsletters and announcements regarding 
provider workshops must be published on the Vendor’s website.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.  


Amerigroup Nevada typically conducts provider workshops twice yearly. During our last 
workshop on November 7, 2012, we reviewed cultural competency, pre-certification 
requirements, eligibility verification, HEDIS measures, and electronic medical records.  


We will conduct workshops that are specific to a provider type when the volume of recent 
changes in policy or procedures in a provider area warrants such a session. 
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Figure 4.5.8-1. Our Provide Newsletter 
Offers Relevant and Updated Information. 


Our quarterly provider newsletter offers 
providers relevant and helpful information 
(Figure 4.5.8-1). Recent topics include the 
newly updated immunization schedule, benefits 
of prescribing generic prescription drugs, and 
the benefits of shared decision making. We 
distribute our provider newsletter to providers 
through our provider website.  


Our quarterly member newsletter, written to no 
greater than an eighth grade level of 
understanding, includes information on how to 
effectively and efficiently use benefits and 
services, provides updates on any changes that 
affect member access to services, and provides 
education on a variety of health and prevention 
topics. Our member newsletters often include 
reminders about timely preventive and well care 
services and encourage members to call their 
PCPs to schedule appointments.  


We submit our newsletters to DHCFP for review and approval before publication and 
distribution in accordance with RFP Section 4.5.8.2. For additional information on our 
provider communications, please see Section 5.1.11.4.E. 
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4.5.9 Network Maintenance 
4.5.9.1 Maintenance of the Network  


Maintenance of the network includes, but is not limited to: 


A.  Initial and ongoing credentialing; 


B.  Adding, deleting, and periodic contract renewal; 


C.  Provider education; and 


D.  Discipline/termination, etc. 


4.5.9.2 The Vendor must have written policies and procedures for monitoring its network 
providers, and for disciplining those who are found to be out of compliance with the 
Vendor’s medical management standards. 


4.5.9.3 The Vendor must take appropriate action related to dual FFS and managed care 
network providers, as follows:  


A.  Upon the Vendor’s awareness through public sources of any disciplinary action, or 
any sanction taken against a network provider, or any suspected provider fraud or 
abuse, the Vendor shall immediately inform DHCFP;  


B.  The Vendor is required to check the Office of the Inspector General (OIG) website at 
least monthly to confirm its network providers have not been sanctioned by the OIG; 
and 


C.  If the Vendor is notified or discovers that the OIG, DHCFP or another state Medicaid 
agency or certification/licensing entity has taken an action or imposed a sanction 
against a network provider, the Vendor shall review the provider’s performance 
related to this RFP and take any action or impose any sanction, including 
disenrollment from the Vendor’s Provider Network. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. Our compliance with these requirements can be found in the following 
sections of our proposal: 


 Information on 4.5.9.1.A can be found in Section 5.1.11.5.A 


 Information on 4.5.9.1.B can be found in Section 5.1.11.4.A and Section 5.1.11.5.A 


 Information on 4.5.9.1.C can be found in Section 5.1.11.4.E 


 Information on 4.5.9.1.D can be found in Section 5.1.11.4.D and Section 5.1.11.4.E 
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 Information on 4.5.9.2 can be found in Section 5.1.11.4.D-E and Section 5.1.11.5.A 


 Information on 4.5.9.3 can be found in Section 5.1.11.5.A 


4.5.10 Provider Credentialing 
The Vendor must have written credentialing and re-credentialing policies and procedures for 
determining and assuring that all providers under contract to the Vendor, including PCPs and 
PCSs, specialists, and other health care professionals, are licensed by the State and qualified to 
perform their services, excluding non-contracted obstetrical providers. The Vendor may not 
employ or contract with providers excluded from participation in federal health care programs 
under Section 1128 of the Social Security Act. 


The Vendor shall provide Credentialing Criteria for review and approval by DHCFP and ensure 
that all network providers meet the criteria. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada has successfully credentialed the following number of practitioners, 
ancillary providers, and facilities each year of operation: 2009 – 857; 2010 – 573; 2011 – 342. 
We have the systems, employees, and policies and procedures in place to continue to 
accurately and efficiently credential the full spectrum of physical and behavioral health 
providers required for Nevada’s Medicaid and Check Up managed care program. 


Our credentialing and re-credentialing processes meet NCQA accreditation requirements. In 
our most recent health plan review, our credentialing program was found to be in full 
compliance. Our comprehensive credentialing policies and procedures in accordance with new 
NCQA standards and whenever we identify new federal or State requirements are issued. 


For additional information on our credentialing and re-credentialing program, please see 
Section 5.1.11.5.A. 
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4.6 MEDICAL RECORDS  
Complete medical records shall be maintained by the Vendor’s contracted providers, for each 
enrolled recipient in accordance with Standard XII, Section 4.8.16 of this RFP.  The records shall 
be available for review by duly authorized representatives of the State and CMS upon request. 


The Vendor shall have written policies and procedures to maintain the confidentiality of all 
medical records and, pursuant to Standard XII, Section 4.8.16, accessibility and availability of 
medical records, record keeping, and record review process. Not more than ten (10) calendar 
days after submitting a request, the State shall have access to a member’s medical record, 
whether electronic or paper, and has the right to obtain copies at the Vendor’s expense. 


The recipient’s medical record is the property of the provider who generates the record. The 
Vendor shall assist the member or the parent/legal guardian of the member in obtaining a copy of 
the member’s medical records, upon written request, from the provider. Records shall be 
furnished in a timely manner upon receipt of such a request but not more than thirty (30) 
calendar days from the date of request. Each member or parent/legal guardian of the member is 
entitled to one (1) free copy of the requested medical records.  The fee for additional copies shall 
not exceed the actual cost of time and materials used to compile copy and furnish such records. 


When an enrolled recipient changes primary care providers and/or health plans, the Vendor’s 
contracted provider must forward all medical records in their possession to the new provider 
within ten (10) working days from receipt of the request. 


This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Amerigroup Nevada currently complies with these medical records requirements and will 
continue to do so under the new Contract. 


Maintenance of Medical Records 
Amerigroup requires that all providers and subcontractors maintain clinical and medical 
records in an updated, detailed, and organized manner in compliance with our established 
Clinical Records Policies and Procedures. Medical records serve as a blueprint for the 
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providers and members in understanding the member’s current healthcare needs, prior care 
treatment plans, and short- and long-term healthcare objectives. These records are essential in 
ensuring that the Member receives medically necessary services, delivered within the highest 
standards of quality and timeliness. Amerigroup policies ensure that clinical records allow for 
effective and confidential patient care and that medical records are compliant and reviewable 
for administrative, civil, or criminal investigations or prosecutions.   


Amerigroup Nevada requires that permanent individual medical records be maintained at the 
primary care site for every member. Our medical records requirements currently conform to 
all DHCFP requirements and are consistent with current NCQA standards, in addition to all 
related State and federal documentation laws. Our Nevada Medical Advisory Committee 
(MAC), which includes participation from network providers, oversees and directs our medical 
records protocols, fostering careful consideration of both health plan and practitioner needs.  


Our provider manual clearly documents medical record requirements, which are incorporated 
by reference as part of the provider agreement. As part of our Internal Quality Assurance 
Program (IQAP) and under the leadership of the Director Quality Management, we monitor 
provider compliance with this standard annually through medical record reviews.  


In 2011, Amerigroup Nevada reviewed 445 medical records for compliance with 
documentation requirements using tools specifically designed for different practice settings 
and including a section to audit documentation of cultural needs such as race/ethnicity or 
spoken language. We also document compliance with clinical practice guidelines and with 
delivery of HEDIS®-related services, such as attention deficit hyperactivity disorder (ADHD), 
adult preventive, and prenatal/postpartum care. Eighty-two percent of all medical records met 
requirements of the Practitioner Clinical Medical Records section. 


We have fully responded to the SOW requirements included in Standard XII, Section 4.8.16 in 
Section 5.1.11.5.A. 


Confidentiality, Accessibility, and Availability of 
Medical Records 
Amerigroup requires that permanent individual medical records be maintained at the primary 
care site for every member. PCPs with more than one office location must make medical 
records available for reference if or when members are seen in an alternate location. 
Providers must have processes in place to ensure that the confidentiality of medical records 
information is maintained at all times and that medical information is only released in 
accordance with privacy requirements.  
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Amerigroup Nevada acknowledges our understanding that within 10 days of submitting a 
request, the State shall have access to a member’s electronic or paper medical records at our 
expense. 


Obtaining Copies of Medical Records 
Medical records remain the property of the provider, but they must be accessible for our 
members. We educate providers about this requirement through the provider manual. Our 
written policies and procedures also confirm that Amerigroup Nevada will assist members, 
parents, or guardians to obtain copies of medical records upon request. We note the 
availability of our assistance in the member handbook and our provider manual. Our policy 
and member handbook also note that members are entitled to one free copy of medical records 
and that a reasonable fee may apply for additional copies. 


Forwarding Medical Records 
When an enrollee changes PCPs, Amerigroup will use its best efforts to assure that his or her 
medical records or copies of medical records are made available to the new PCP within 10 
business days from receipt of request from the enrollee. We incorporate this requirement into 
the provider manual, and our Provider Relations team and Member Advocate assist members 
who may need help with the transfer of their medical records.  


 


  







 Tab VI – Section 4 – Scope of Work 
 4.6 Medical Records 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-172 
November 15, 2012 


 


 


 


 


 


 


 


This page is intentionally left blank 







 Tab VI – Section 4 – Scope of Work 
 4.7 Quality Assurance Standards 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-173 
November 15, 2012 


4.7 QUALITY ASSURANCE STANDARDS  
This Scope of Work (SOW) section contains requirements and requirements that are directly 
referenced as questions in Section 5, Vendor Information.  


We have briefly highlighted relevant capabilities and referred the reader to the appropriate 
Section 5 answer for our complete response. This approach both reduces duplication and 
complies with the instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.7-1. Cross-Reference Matrix 
Main SOW Section  SOW Sub Sections  Complete Amerigroup Nevada Response 
4.7.1  Overview  N/A  5.1.11.5.B   
4.7.2  Quality Measurements  4.7.2.1   5.1.11.5.B 


4.7.2.2  5.1.11.5.B 
4.7.2.3  5.1.11.5.B 
4.7.2.4  5.1.11.5.B 
4.7.2.5  5.1.11.5.B 
4.7.2.5  5.1.11.5.B 
4.7.2.6  5.1.11.5.B 
4.7.2.7  5.1.11.5.B 
4.7.2.8  5.1.11.5.B 
4.7.2.9  5.1.11.5.A 


 


4.7.1 Overview 
The common goal of the managed care program is a successful partnership with quality health 
plans to provide care to DHCFP members, while focusing on continuous quality improvement. 
The current member population encompasses the TANF/CHAP Medicaid eligibility category, as 
well as the Nevada Check Up/CHIP population. Traditionally, the Medicaid population is a high-
risk, high-volume user of health care services.  


The role of managed care is to ensure accessibility and availability to appropriate health care, 
provide for continuity of care, and provide quality care to enrolled recipients. A major focus of 
managed care is health promotion and disease prevention. The aforementioned populations 
mainly comprised of parents, pregnant women and/or children, benefit from targeted preventive 
health care services, the quality and availability of which are monitored and evaluated by the 
DHCFP in conjunction with the DHCFP’s EQRO contractor. The Vendor is required to work 
collaboratively with the DHCFP and the EQRO in these quality monitoring and evaluation 
activities. By virtue of the DHCFP’s contract with the EQRO and the federal regulations which 
set forth the State’s mandates for an EQRO, the Vendor will be required to provide reporting 
data beyond that stipulated in this section and will participate in those additional EQRO activities 
as assigned and required by the DHCFP. 
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Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.5.B. 


Amerigroup Nevada, working with DHCFP and using the Health Services Advisory Group 
(HSAG) hybrid methodology, continues to strive to improve performance with the following 
improvement projects. For this response, we have enhanced the Performance Improvement 
Project (PIP) descriptions that are familiar to DHCFP and HSAG to include the additional 
analysis and new interventions recommended in HSAG’s June, 2012 evaluation. 


4.7.2 Quality Measurements 
All Healthcare Effectiveness Data and Information Set (HEDIS) measures in this contract are to 
be reported for a calendar year, using the most current version of National Committee for Quality 
Assurance (NCQA) HEDIS specifications. HEDIS measures may not necessarily correspond to 
the contract periods, but may overlap them. DHCFP and/or the EQRO may conduct on-site 
review as needed to validate medical measures reported. The Vendor must use audited data, and 
is responsible for ensuring all updates to the measure are reflected in the final, reported rates. 
The DHCFP reserves the right to require the Vendor to report on additional quality measures not 
listed here. 


As a healthcare partner of the State, we focus on our compliance with all requirements set 
forth in the Quality Assessment and Performance Improvement Strategy (QAPIS) and our 
Contract as demonstrated by our compliancy report from the 2011 HEDIS® audit (Nevada 
2010-2011 EQR Technical Report):  


We improved in all 22 comparable Medicaid rates over the previous period and had a 
remarkable 15 out of 18 reportable rates above the 50th percentile, including nine rates above 
the 90th percentiles, per the HSAG 2011 Technical Report.  


All three of our PIPs received an overall “Met” validation status. This was the baseline 
reporting year for our PIPs, so no comparison to the previous year’s results were available. 
(HSAG – Nevada 2010-2011 EQR Technical Report.) The 2012 report reaffirmed that all 
submitted PIPs maintained the overall “Met” validation status with a percentage score of 
critical elements at 100 percent “Met.” 
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Pregnancy (§4.7.2.1) 
A.  Standard 


The Vendor shall take affirmative steps to ensure eligible pregnant Medicaid recipients are 
provided with quality prenatal care. Quality prenatal care provides for increased access to 
prenatal services, and ensures necessary monitoring of high-risk pregnancies to obtain healthy 
birth outcomes. 


The Vendor’s prior authorization policies and procedures must be consistent with the provision 
of prenatal care in accordance with community standards of practice and the Medicaid Services 
Manual. 


B.  Required Measures 


The following HEDIS measures will be reported:  


   1. Prenatal and Postpartum Care 


     a. Timeliness of Prenatal Care  


     b. Postpartum Care  


   2. Weeks of Pregnancy at Time of Enrollment in the Vendor 


   3. Frequency of Ongoing Prenatal Care 


This measure uses the same denominator and deliveries as the “Prenatal and Postpartum Care” 
measure.  


Following HEDIS methodology, rates are to be reported as those women who received <21 
percent, 21-40 percent, 41-60 percent, 61-80 percent, and 81-100 percent of the expected number 
of prenatal care visits. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.5.B. 


Amerigroup Nevada supports DHCFP efforts to implement presumptive eligibility. In other 
states where Amerigroup serves pregnant members, this process appears to increase earlier 
entry into pre-natal services and may help reduce pregnancy complications.  


Through internal performance improvement activities, we have steadily improved the HEDIS 
rates for the following pregnancy-related measures between 2009 and 2011: 
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 Post-partum care from 42.08 percent to 58.75 percent, an increase of 39.61 percent 


 Frequency of ongoing prenatal care (81-100 percent visits) from 22.85 percent to 65.95 
percent, an increase of 188.62 percent 


 Timeliness of prenatal care from 56.33 percent to 82.25 percent, an increase of 46.01 
percent 


We applied a Continuous Quality Improvement (CQI) team approach and identified areas for 
attention. Some examples of our approach include the following: 


 Text4Baby to increase adherence with pre-natal visits 


 Taking Care of Baby and Me® for all pre-natal members 


 Outreach calls from Obstetric Case Managers to high risk members (include those 
members with previous pre-term deliveries, pregnancy-induced hypertension, 
gestational diabetes, placenta previa, multiple gestations, and other high-risk 
conditions) 


 Medically appropriate in-home monitoring of qualified members  


 Encouraging free childbirth classes through hospitals or provider practices  


 Calling all delivered members to make sure that they have scheduled their post-
partum appointments and assist them if they have not; advising them to schedule 
an appointment for their infants to start immunizations; and encouraging our new 
mothers to contact us with any concerns 


We describe our drill-down analysis and enhanced outreach interventions in detail in Section 
5.1.11.5.B. 


Strong Start and Centering Pregnancy Program  
On August 9, 2012, DHCFP submitted the Strong Start Grant proposal to target high-risk 
pregnant women. DHCFP included Amerigroup Nevada in the grant submission to implement 
the Centering Pregnancy Group Program post award. 


Amerigroup Nevada OB P4P Pilot 
Based on a Nevada, statewide concern over the ever-increasing 
Cesarean section (C-section) rate, Amerigroup Nevada 
implemented a pilot Pay for Performance (P4P) for obstetric care to 
reach several pre-natal, delivery, and post-partum indicators that 
support American College of Obstetrics and Gynecology Guidelines for obstetric care 
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This program rewards eligible obstetricians who meet quality benchmarks and improvement 
targets. We selected the pilot program quality indicators based on an analysis of meaningful 
quality improvement opportunities for our members. A full description of this P4P and our 
implementation timeline appears in Section 5.1.11.5.B.  


Comprehensive Well Child Periodic and Interperiodic 
Health Assessments/Early and Periodic Screening, 
Diagnosis, and Treatment/Healthy Kids (§4.7.2.2) 
A.  Standard: 


The Vendor shall take affirmative steps to achieve at least a participation rate greater than or 
equal to the national average for EPSDT screenings. Well Child Care promotes healthy 
development and disease prevention in addition to possible early discovery of disease and 
appropriate treatment.  


B.  Required Measures: 


The following HEDIS measures will be reported: 


   1. Children’s Access to Primary Care Providers 


   2. Well-Child Visits in the First 15 Months of Life 


   3. Well-Child Visits in the Third, Fourth, Fifth, and Sixth Year of Life 


   4. Adolescent Well-Care Visits 


DHCFP will require quarterly submission of progress reports outlining advances achieved in 
reaching the established EPSDT goals of the Vendor. The quarterly reports must address at a 
minimum these components: program monitoring, program evaluation, member outreach, 
provider education, and provider compliance with mandatory components of EPSDT visits. The 
progress report will determine the effectiveness of the Vendors interventions and is to be 
submitted in conjunction with the quarterly CMS 416 reports.  


DHCFP and/or EQRO may conduct desk and/or on-site review as needed, to include, but not be 
limited to: policy/procedure for EPSDT, service delivery, data tracking and analysis, language in 
primary care provider contracts, and the process for notification of members. Vendor internal 
quality assurance of the EPSDT program shall include monitoring and evaluation of the referrals 
that are the result of an EPSDT screening.  


The Vendor is required to submit the CMS 416 EPSDT Participation Report to the DHCFP for 
each quarter of the federal fiscal year (FFY), October 1st through September 30th. The Vendor is 
required to submit the final CMS 416 Report to the DHCFP no later than March 1st after the 
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FFY reporting period concludes. The Vendor must send a quarterly report in order to track the 
progress the Vendor is making throughout the year. The Vendor is required to complete all line 
items of the CMS 416 Report and submit separate reports for the CHIP and TANF/CHAP 
populations. 


If the Vendor cannot satisfactorily demonstrate to DHCFP at least a participation rate not less 
than the national baseline average, as determined by DHCFP or its contracted EQRO, the 
DHCFP may require the Vendor to submit a Plan of Correction (POC) to DHCFP. The POC 
should identify improvements and/or enhancements of existing outreach, education, and case 
management activities, which will assist the Vendor to improve the screening rate and increase 
the participation percentage. 


Amerigroup Nevada currently complies with this and will continue to do so under the new 
Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


EPSDT Monitoring 
Amerigroup Nevada well-child HEDIS measures continue to improve as the result of the 
dissemination of Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) reminders 
and improvements in data collection after we changed our medical record extraction vendor. 
We implemented the following interventions to increase the EPSDT services our members 
receive. 


 Member-focused Interventions. Reminder letters to parents of 1-2 year olds, EPSDT 
annual birthday cards and annual automated telephone outreach calls (Eliza Calls), 
quarterly member events and Immunization Ameritips with member communications, 
ongoing telephone outreach, and flyers to members in selected postal ZIP codes. 


 Provider-focused Interventions. Monthly EPSDT physician reminders of overdue 
services, annual provider data sharing reports, annual distribution of Ameritips to 
provider offices, ongoing Provider Quality Incentive Program (PQIP) and patient-
centered medical home (PCMH) incentive program for five large groups, monthly 
education and reporting of progress, and quality office audits to 10 largest groups to 
review records, provide educational materials for PCP and members, and review 
missed opportunity reports. 


 Community Collaborations/Outreach. Collaborating with Southern Nevada 
Immunization and Health Coalition on events, support for other organizations holding 
health fairs and events (for example, back-to-school, summer night program) and 
sponsorship of the annual National Immunization week. 
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Immunizations (§4.7.2.3) 
A.  Standard: 


Immunization Age appropriate immunizations (according to current Advisory Committee on 
Immunization Practices (ACIP) schedule) 


B.  Required Measures: 


The following HEDIS measures will be reported: 


   1. Childhood Immunization Status 


Immunization status may be reviewed through EPSDT claims and encounter data, and/or through 
an annual immunization audit based on DHCFP’s or its designee’s random sampling of EPSDT 
information. In addition, DHCFP could collaborate with the Nevada Health Division to track and 
trend Immunization Registry data. 


The Vendor’s HEDIS immunization measurement rates must be comparable to the HEDIS 
National Medicaid average. If the Vendor has not satisfactorily demonstrated the ability to meet 
the HEDIS immunization national Medicaid average, the Vendor will be required to submit a 
POC to DHCFP. The POC should identify improvements/ enhancements of existing outreach, 
education, case management activities, and the Vendor’s staff person who is/are responsible for 
implementing and monitoring the POC. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Childhood immunization status is a challenging issue for Medicaid and Nevada Check Up 
populations. To meet this challenge, we implemented an “Investing in Quality” team where we 
applied the Amerigroup (CQI) approach to our concerns regarding low childhood 
immunization rates.  


We performed a barrier analysis to determine root cause and used the Ishikawa (fishbone) 
method for analysis. In addition, we reviewed an immunization barrier analysis on race, 
ethnicity sub-group, and health disparities that showed that our African American members 
do have a significant difference in rates than Caucasians with regard to immunization rates.  


We enhanced our interventions to include more events for our 
Medicaid and Nevada Check Up members in areas of highly 
concentrated population. We actively participate on the Board of 
Directors for the Southern Nevada Immunization Healthcare 
Coalition (SNIHC) and through our funding and staffing support for SNIHC and other 
community-based organization outreach events. For our detailed immunization Ishikawa 
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diagram and highlights of our expanded community outreach activities in high-volume 
Medicaid communities, please see Section 5.1.11.5.B. 


Mental Health (§4.7.2.4) 
A.  Standard: 


The Vendor shall take affirmative steps to ensure that covered medically necessary mental health 
and mental health rehabilitative services are provided to enrolled recipients as required in RFP 
Sections 4.2.2 and 4.2.8. Mental health is an integral part of holistic health care. The 
measurement methodology below demonstrates elementary steps toward continuing review of 
the quality and adequacy of mental health care services.  


B.  Required Measures 


The following HEDIS measures will be reported:  


   1. Mental Health Utilization – Percentage of Members Receiving Inpatient, Day/Night 
Care and Ambulatory Services 


   2. Follow-Up After Hospitalization for Mental Illness - The percentage of discharges for 
members six (6) years of age and older who were hospitalized for treatment of 
selected mental health disorders, who were continuously enrolled for thirty (30) days 
after discharge (without gaps) and who were seen on an ambulatory basis or who 
were in day/night treatment with a mental health provider. Two (2) separate 
calculations are required:  


     a. The percentage of discharges for members who had an ambulatory or day/night 
mental health visit on the date of discharge, up to thirty (30) days after hospital 
discharge, and 


     b. The percentage of discharges for members who had an ambulatory or day/night 
mental health visit on the date of discharge, up to seven (7) days after hospital 
discharge. 


Amerigroup Nevada currently complies with this and will continue to do so under the new 
Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Compliant and Innovative Provision of Quality Mental Health Services 
Amerigroup Nevada understands the importance of ensuring that Medicaid and Nevada 
Check Up populations receive medically necessary mental health and mental health 
rehabilitative services. We will fully comply with all RFP requirements in 4.2.2 and 4.2.8. We 
are in full compliance with our behavioral health services for DCHFP. 
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We provide behavioral health outreach through our Behavioral Health Case Managers who 
make calls to members to ensure that they have follow-up appointments scheduled for seven 
and 30 days post-hospitalization. In addition, we have a Behavioral Health Outreach 
Specialist who works with our members (and their families) regarding attention deficit 
hyperactivity disorder (ADHD) medication compliance and any ongoing behavioral issues. 


Tracking and Reporting Required HEDIS Mental Health Measures 
We will continue to report on all mental health HEDIS and other performance measures. 
Table 4.7.2-1 provides our 3-year outcomes for three of our mental health reportable 
measures.  


Table 4.7.2-1. Level of Care for Nevada Check Up Mental Health Services 
 Quality Measure   MY 2009  MY 2010  MY 2011  
Mental Health Utilization‐Percentage of Members Receiving:  
Inpatient   0.13%   0.26%   0.31%  
Intensive Outpatient /Partial Hospital   0.17%   0.26%   0.38%  
Outpatient/ED   2.54%   2.80%   3.98%  


 
Amerigroup Case Managers facilitate transformation in the lives of our members with mental 
illness through a focus on recovery. We implemented an intensive two-day training for our 
Behavioral Health Case Managers that teaches techniques for communication and 
collaboration with members with SMI. We provide additional information on this training 
program in Section 5.1.11.5.B. 
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Figure 4.7.2-1. Over three years, 
Nevada and Medicaid results have 
improved by 16.48 percent 


 


Dental Services (§4.7.2.5) 
A.  Dental Services Quality Improvement 


The Vendor’s Internal Quality Assurance Program Improvement (IQAP) Committee and IQAP 
Coordinator will review the Vendor’s dental program quarterly to assure quality dental care is 
promoted through demonstration of oversight and monitoring of dental activities and ensure 
appropriate referrals are provided to the members when indicated.  


B.  Standard 


The Vendor shall take action to ensure access to quality dental care for all eligible Medicaid and 
Nevada Check Up members. Vendor baselines will be established over the first contract year.  


The following HEDIS measure will be reported: 


   1. Annual Dental Visit  


The percentage of members, ages two (2) through twenty-one (21) years as of December 31st of 
the measurement year, who were continuously enrolled during the measurement year and who 
had at least one (1) dental visit during the measurement year.  The DHCFP will also monitor 
utilization through reported encounter data.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Dental Services Quality 
Monitoring and assessment of the dental visit rate 
improvement for the Nevada Check Up population from 
2009 to 2011, showed a 23.26 percent improvement from 
58.7 percent to 72.39 percent in two years. 


Our 2012 Medicaid dental visit rate continues to 
improve to 53.2 percent, which exceeds the 50th 
percentile while our Nevada Check Up rate for 2012 
exceeds the NCQA 90th percentile. Over three years, 
Nevada and Medicaid results have improved by 16.48 
percent.  
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Use of Appropriate Medications for People with 
Asthma (ASM) (§4.7.2.6) 
A.  Required Measures  


The percentage of members 5–56 years of age during the measurement year who were identified 
as having persistent asthma and who were appropriately prescribed medication during the 
measurement year.  


DHCFP and/or the EQRO may conduct on-site review as needed to validate medical measures 
reported. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Asthma Measure Reporting 
While we were unable to report 2009 asthma medication rates due to the length of eligibility 
criteria, we did capture rates in 2010. For HEDIS 2011, our rate was 91.95 percent, which 
decreased to 85.52 percent in 2012.  


Amerigroup Nevada is working closely with the Mexican Consulate and the Latin Chamber of 
Commerce to develop a comprehensive Hispanic Outreach and Education program that will 
reach our Hispanic member communities through our Promotoras employees. For our 
Hispanic members with asthma, we will focus on reducing the cultural barriers—seen as 
stigmas—of the diagnosis. Our program with the Mexican Consulate and the Latin Chamber 
of Commerce will be launched by the end of 2012.  


An Amerigroup Nevada value-added benefit that supports the high rates of compliance is the 
access to local Asthma Camps sponsored by the American Lung Association for children with 
asthma. In a fun setting, children learn to manage their disease and use medication 
appropriately. Asthma Camps are a current offering for Medicaid members in Nevada, and we 
will continue to offer coverage of them under the new Contract.  
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Lead Screening in Children (§4.7.2.7) 
A.  Required Measures 


The percentage of children two years of age who had one or more capillary or venous lead blood 
tests for lead poisoning by their second birthday. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Amerigroup Lead Screening Outreach 
Amerigroup Nevada will continue to monitor and report 
the number of children who had a lead screening by their 
second birthday by either capillary or venous lead blood 
tests. Our lead screening rate increased from 14.71 percent 
in 2009, during our first year of operation, to 33.33 percent 
in 2011, an increase over two years of 126 percent.  


We attribute this increase to simplifying the process for 
testing in the provider’s office. In 2010, we collaborated 
with the Southern Nevada Health District to obtain reports 
of Amerigroup members who had immunizations through 
the health district. In 2011, DHCFP approved our proposal to use the capillary method of 
testing, which is now being implemented in the other Medicaid MCOs. The method eliminated 
the need for busy mothers of toddlers to make a trip to the lab following the well-care 
physician visit. We recommended that DHCFP approve reimbursement to PCPs for obtaining 
and mailing the MedTox capillary sample (filter paper technology for lead screening) as part 
of the office visit. Once this practice change was implemented, the number of children 
receiving lead screening significantly increased. Additional details are found in Section 
5.1.11.5.B. 


Ongoing Efforts. Although this PIP was retired by DHCFP, this is a key measure for DHCFP 
and HEDIS that we continue to measure. We actively promote lead screening to parents and 
PCPs (pediatricians and family practice physicians) for children 12 to 24 months and any 
children under the age of 5 years. Representatives from MedTox continue to support training 
for providers. We include the measure in our PQIP measures for provider incentives as well as 
in our Eliza (automated telephone) preventive outreach calls to our members’ parents or 
caregivers. We also send EPSDT member monthly overdue services reminders. 
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Comprehensive Diabetes Care (§4.7.2.8) 
A.  Required Measures 


The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had each 
of the following: 


   1. Hemoglobin A1c (HbA1c) testing 


   2. HbA1c poor control (>9.0%) 


   3. HbA1c good control (<7.0%) 


   4. Eye exam (retinal) performed 


   5. LDL-C screening 


   6. LDL-C control (<100 mg/dL) 


   7. Medical attention for nephropathy 


   8. Blood pressure control (<130/80 mm Hg) 


   9. Blood pressure control (<140/90 mm Hg) 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Promoting, Delivering, and Measuring Diabetes Care 
Amerigroup has participated in the DHCFP-required Diabetes Management Performance PIP 
since 2009. This study focuses on Medicaid-eligible members from 18 to 75 years of age with 
diabetes (type 1 and type 2) who have received specific control levels (Hemoglobin A1c testing, 
LDL-C screening, and medical attention for nephropathy). Because Amerigroup Nevada 
began service on February 1, 2009, the eligible denominator for our Medicaid population in 
2009 (HEDIS 2010) was minimal: 137 members between the ages of 18-75 years of age in 
2009. Because we were a new MCO in Nevada during 2009, plan-specific data was not 
available from the previous years. 


 The baseline 2010 HEDIS Medicaid hybrid rates were: HbA1c of 70.07 percent, LDL-
C screening 64.23 percent, and nephropathy screening 60.58 percent. Fee-for-service 
comparisons were not available.  


 For re-measurement year 1, HEDIS 2011 Measurement Year (MY) 2010 Medicaid 
hybrid rate for HbA1c testing, LDL-C screening, and nephropathy were higher than 
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our 2010 baseline year, but did not meet DHCFP established guidelines for the NCQA 
2011 Quality Compass 50th percentile. 


Table 4.7.2-2. HEDIS Diabetes Screening Measurement Rates for Three Years 
Measure  2009  2010  2011 


Diabetes Care: HbA1C Testing  70.07% 73.58% 71.57% 
Diabetes: LDL screening  64.23% 67.45% 64.38% 
Diabetes Care: Retinal Eye Exams 31.39% 48.58% 42.81% 
Diabetes Medical Attention for 
Nephropathy  60.58% 66.51% 68.95% 


We implemented interventions addressing a broad spectrum of care and services for diabetes, 
including health plan education, outreach to members and providers, and educational services 
and materials. In addition, Medicaid and Nevada Check Up members who are at risk for or 
diagnosed with diabetes will receive rewards for participating in diabetes self-management 
programs.  


Partnering with DHCFP 
Amerigroup Nevada is a collaborative partner on grant submissions for additional funding for 
intervention services including the Medicaid Incentive Program for Chronic Diseases 
(MIPCD) We will begin implementation of the MIPCD Diabetes Self-Management Skills 
activity in December 2012. 


Our partnership with DHCFP on the MIPCD grant, our drill-down analysis for our Diabetes 
PIP, and our innovative outreach to address diverse population diabetes care are detailed in 
Section 5.1.11.5.B.  
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Plan of Correction (POC) Procedure (§4.7.2.9) 
A Plan of Correction (POC) must include, but may not be limited to, the following:  


A.  Specific problem(s) which require corrective action; 


B.  The type(s) of corrective action to be taken for improvement;  


C.  The goals of the corrective action;  


D.  The time-table for action;  


E.  The identified changes in processes, structure, internal/external education;  


F.  The type of follow-up monitoring, evaluation and improvement; and 


G.  The Vendor staff person(s) responsible for implementing and monitoring the POC. 


H.  The POC should also identify improvements and enhancements of existing outreach, 
and case management activities, if applicable. 


Unless otherwise specified by DHCFP, the Vendor has thirty (30) days from date of notification 
by DHCFP to submit a POC, as specified. The Vendor’s POC will be evaluated by DHCFP to 
determine whether it satisfactorily addresses the actions needed to correct the deficiencies. If the 
Vendor’s POC is unsatisfactory, DHCFP will indicate the section(s) requiring revision and/or 
necessary additions and request a satisfactory plan be submitted by the Vendor, unless otherwise 
specified, within thirty (30) days of receipt of DHCFP’s second directive. If the Vendor’s second 
plan is unsatisfactory, DHCFP may declare a material breach. Within ninety (90) calendar days 
after the Vendor has submitted an acceptable POC or one has been imposed, DHCFP will initiate 
a follow-up review, which may include an on-site review.  


If the Vendor’s non-compliance with the provision of covered medically necessary benefits and 
services becomes an impediment to ensuring the health care needs of recipients and/or the ability 
of providers to adequately attend to those health care needs, the DHCFP shall take administrative 
sanction against the Vendor. Such a sanction will disallow further enrollment and may also 
include adjusting auto-assignment formulas used for recipient enrollment purposes. Such 
sanctions will continue until Vendor compliance with the provision of benefits/services is 
achieved. Liquidated damages, as outlined in the General Terms of the contract, may also be 
assessed if other measures fail to produce adequate compliance results from the Vendor.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 
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DHCFP-Compliant Plan of Correction Policies and Processes 
Within our CQI methodology, we refer to corrective actions broadly, including a corrective 
action plan initiated with a provider issue, a PIP to overcome an identified gap in quality care 
and services delivery, or a plan of correction (POC) directed by the State. Our IQAP team 
follows DHCFP-approved policies and procedures for making a corrective action 
determination and for implementing an action plan as appropriate. Our policies and 
procedures, which we update and submit to DHCFP annually, include:  


 Determination of when corrective action is appropriate 


 Specification of who is responsible for making the final determination regarding 
quality problems 


 Identification of actions to be taken 


 Outline of the schedule and accountability for implementing corrective actions 


 Method for modification of the corrective action if improvements are not observed 


 Procedures for terminating affiliation with a provider, if necessary 


As an example, DHCFP mandates disenrollment rules. We recognized that the underlying 
cause for members facing disenrollment was generally a correctable situation. As a result, we 
developed a disenrollment policy and procedure that directs employees to explore the 
underlying cause and implement a corrective action to ensure that members continue to 
receive care and services. Once our IQAP implements plans of correction, the QMC monitors 
and evaluates the improvements. The QMC continues to monitor study results and review 
individual cases periodically to ensure that improvements have been effective. A more detailed 
description of this process is found in Section 5.1.11.5.A. 


 







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-189 
November 15, 2012 


4.8 STANDARDS FOR INTERNAL QUALITY 
ASSURANCE PROGRAMS 
This Scope of Work (SOW) section contains requirements and requirements that are directly 
referenced as questions in Section 5, Vendor Information.  


We have briefly highlighted relevant capabilities and referred the reader to the appropriate 
Section 5 answer for our complete response. This approach both reduces duplication and 
complies with the instructions in Section 10.1.6 of the RFP. Table 4.8-1 displays the cross-
reference matrix: 


Table 4.8-1. Cross-reference Matrix 
Main SOW Section  SOW Sub Sections  Complete Amerigroup Nevada Response 
4.8.1  Quality Improvement 
Projects 


8.8.1.1. – 4.8.1.4  5.1.11.5.A and 5.1.11.5.B 


4.8.2  State‐mandated Performance 
Improvement Activities  


4.8.2.1 – 4.8.2.3  5.1.11.5.A and 5.1.11.5.B and 4.9.2 


4.8.3  Standards and Guidelines  N/A  5.1.11.5.A 
4.8.4   Health Information System  4.8.4.1 – 4.8.4.3  5.1.11.5.A and 5.1.11.5.B 
4.8.5   Standard I   4.8.5.1 – 4.8.5.8  5.1.11.5.A 
4.8.6   Standard II  4.8.6.1  5.1.11.5.A 


4.8.6.2  5.1.11.5.A 
4.8.6.3  5.1.11.5.A 
4.8.6.4  5.1.11.5.A 
4.8.6.5  5.1.11.5.A and 5.1.11.5.B 
4.8.6.6  5.1.11.5.A and 4.9.2.2 and 5.1.11.5.C 
4.8.6.7  5.1.11.5.A 
4.8.6.8  5.1.11.5.A 


4.8.7   Standard III  4.8.7.1 – 4.8.7.5  5.1.11.5.A 
4.8.8   Standard IV  4.8.8.1 – 4.8.8.5  5.1.11.5.A and 4.8.11 
4.8.9   Standard V  N/A  5.1.11.5.A 
4.8.10   Standard VI  N/A  5.1.11.5.A 
4.8.11   Standard VII  4.8.11.1 – 4.8.11.3  5.1.11.5.A 
4.8.12   Standard VIII  4.8.12.1 – 4.8.12.3  5.1.11.5.A 
4.8.13   Standard IX  4.8.13.1 – 4.8.13.10  5.1.11.5.A 
4.8.14   Standard X  4.8.14.4 – 4.8.14.11  5.1.11.5.A 
4.8.15   Standard XI  N/A  5.1.11.5.D 
4.8.16   Standard XII  4.8.16.1 – 4.8.16.3  5.1.11.5.A 
4.8.17   Standard XIII  4.8.17.1 – 4.8.17.3  5.1.11.5.A 
4.8.18   Standard XIV  4.8.18.1   5.1.11.5.A 


4.8.18.2   5.1.11.5.A and 5.1.11.5.B 
4.8.18.3 – 4.8.18.6  5.1.11.5.A 
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4.8.19   Standard XV  4.8.19.1 – 4.8.19.2  5.1.11.5.A 
4.8.20   Standard XVI  4.8.20.1 – 4.8.20.3  5.1.11.5.A 
4.8.21   Standard XVII   4.8.21.1 – 4.8.21.3  5.1.11.5.A 
4.8.22   Standard XXII  4.8.22.1 – 4.8.22.2  5.1.11.5.A 
 


Federal regulations (42 CFR 438.240) mandate that States must, through its contracts, require 
each managed care organization (Vendor) to have an ongoing quality assessment and 
performance improvement program for the services it furnishes its members. Internal Quality 
Assurance Programs (IQAPs) consist of systematic activities, undertaken by the Vendor, to 
monitor and evaluate the care delivered to enrolled recipients according to predetermined, 
objective standards, and effect improvements as needed. 


An annual review of the Vendor will be conducted by the DHCFP or its designee. In addition, 
DHCFP will monitor and analyze grievances and appeals, provider disputes and will periodically 
conduct patient and provider satisfaction surveys.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Established Nevada Medicaid Quality 
Over the past four years, Amerigroup built and implemented 
our Nevada Quality Assurance Program to deliver quality 
care and services by establishing strong relationships with 
our providers and DHCFP. We successfully completed our 


initial audit by Health Services Advisory Group (HSAG), the State’s External Quality Review 
Organization (EQRO), with a 96 percent score and achieved NCQA Medicaid Accreditation as 
a New Health Plan. We are the only NCQA Medicaid-Accredited Health Plan in Nevada, and 
we follow NCQA quality, utilization management 
(UM), credentialing, and compliance standards for 
all NCQA components and domains. We achieved 
this distinction in 2011 with a 98.28 percent 
compliance score for New Health Plan accreditation.  


In September, 2012, Amerigroup obtained NCQA re-accreditation for Disease Management 
(DM) with the status of Accredited with Performance Reporting. This distinction is awarded 
only to organizations that meet or exceed its standards for DM accreditation and report results 
for a specified number of DM Performance Measures. Our Performance Improvement 
Projects (PIPs) are well designed and have progressed well past baseline measurements. An 
MCO new to the State will need to start the process of developing relationships with the 
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providers, members, and the State from the beginning, losing the gains we have achieved over 
the past four years.  


Amerigroup Nevada IQAP Description  
We annually develop or update the Internal Quality Assurance Program (IQAP) descriptions 
for Quality Management (QM), the UM Program, the IQAP Work Plan, and the IQAP 
Evaluation Report. These are four separate but integrated program documents. We capture 
relevant processes within appropriate individual policies and procedures, and we identify 
quality improvement initiatives annually and throughout the year. The IQAP Work Plan 
captures all of our improvement initiatives, interventions, and monitoring of IQAP activities. 
Periodically and annually, we evaluate and analyze the IQAP and UM Programs to assess the 
effectiveness of process improvement changes and to identify additional opportunities. We 
capture these analyses in the IQAP annual evaluation. We more fully describe our IQAP in 
Section 5.1.11.5.A. 


4.8.1 Quality Improvement Projects 
The Vendor must conduct performance improvement projects that focus on clinical and non-
clinical areas and that involve the following: 


4.8.1.1 Measurement of performance using objective quality indicators; 


4.8.1.2 Implementation of system interventions to achieve improvement in quality; 


4.8.1.3 Evaluation of the effectiveness of the interventions; and 


4.8.1.4 Planning and initiation of activities for increasing or sustaining improvement. 


The Vendor must have its own evaluation of the impact and effectiveness of its quality 
assessment and IQAP.  


The Vendor must report the status and results of each project to the DHCFP as requested, 
including those that incorporate the requirements of 42 CFR 438.240 (a)(2). Each performance 
improvement project must be completed in a reasonable time period so as to generally allow 
information on the success of performance improvement projects in the aggregate to produce 
new information on quality of care every year. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Sections 5.1.11.5.A 
and B. 
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Performance Improvement Projects (PIPs) (§4.8.1) 
Since 2009, we have worked closely with DHCFP and HSAG and have incorporated their 
recommendations into our Plan, Do, Study, Act/Assess (PDSA) and our Rapid Cycle Learning 
PIP development and monitoring process. We use the PDSA process to identify and evaluate a 
possible clinical or non-clinical PIP opportunity. We derived our PIP development and 
monitoring process from recommendations for planning and action published by CMS, Health 
Services Advisory Group (HSAG), and from pioneering work in quality by Dr. W. Edwards 
Deming. 


Rapid Cycle Learning  
To support our Continuous Quality Improvement (CQI) efforts, we use our Integrated 
Analytical Platform (IAP)—a tool that enables our experts to capture and evaluate data and 
monitor cost and utilization trends across our membership base in real time. The IAP provides 
a powerful assist to analyzing population variables such as age, disease, risk factors, and 
members with special needs. Our process is detailed in Section 5.1.11.5.A. 


4.8.2 State-Mandated Performance Improvement 
Activities 
The Vendor must:  


4.8.2.1 Submit performance improvement measurement data annually using standard 
measures required by the DHCFP, including those that incorporate the requirements 
of 42 CFR 438.204 and 438.240(a)(2);  


4.8.2.2 Submit to the DHCFP data specified by the DHCFP which enables the DHCFP to 
measure the Vendor’s performance; or 


4.8.2.3 Perform a combination of activities described in RFP Sections 4.8.2.1 and 4.8.2.2 
above. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


In 2011 and again in 2012, HSAG evaluated our PIPs. All three of our State-mandated PIPs 
received an overall “Met validation status,” which, HSAG reported, represented an area of 
strength for us and provided confidence in the technical aspects of the studies for HSAG and 
DHCFP. DHCFP identified three PIPs for Nevada Medicaid in 2012-2013 that we have 
implemented or are actively implementing: Childhood immunization Status-Combo 2, 3, and 
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10; Improving Diabetes Screening and Control; and Decreasing Avoidable Emergency 
Department (ED) Visits. We implemented Childhood Immunization Status-Combo 2, 3, and 10 
and Decreasing Avoidable ED Visits for Nevada Check-up. The Lead Screening in Children 
PIP was validated in 2011 for both Medicaid and Nevada Check Up members and was retired 
in 2012 with ongoing monitoring of rates to demonstrated continued performance. 


The most recent HSAG Technical Report released in October, 2012 gave Amerigroup an 
overall IQAP score of 95 percent. We scored over 90 percent compliance on 10 of the 13 
standards with our performance on six of those standards earning a 100 percent score. 


A detailed analysis of our DHCFP-mandated PIPs is presented in our response in Section 
5.1.11.5.B—(§4.9.2.3-4). 


In addition, in 2011, we conducted measurement of quality improvement activities according 
to NCQA HEDIS 2011 Technical Specifications in accordance with DHCFP Contract 
requirements for Medicaid MCOs. Both HSAG and Amerigroup (through Attest Health Care 
Advisors, a HEDIS auditor) audited our performance for receiving and integrating HEDIS 
data for reporting. We submitted the HEDIS 2012 data to DHCFP, HSAG audited it, and 
DHCFP accepted it. We will continue to report annual HEDIS measures specified by DHCFP 
on a calendar-year basis, which may overlap Contract periods.  


4.8.3 DHCFP will use the most current sources 
for the IQAP guidelines and the most current 
NCQA Standards and Guidelines 
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Amerigroup Nevada holds NCQA Medicaid accreditation of New Health Plan effective from 
2011 through 2014, which attests to the effective use of NCQA Standards and Guidelines as 
part of our IQAP. In addition, we use recognized clinical practice guidelines of professional 
associations such as the American Heart Association, American College of Obstetricians and 
Gynecologists, and the Community Preventive Service Task Force recommendations. We use 
the Nevada Medicaid Services Manual, InterQual Criteria, and Aetna Clinical Policy 
Bulletins (CPBs) to guide our UM decisions ensuring quality provision of care.  
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4.8.4 Health Information System 
The Vendor is required to maintain a health information system that collects, analyzes, 
integrates, and reports data in accordance with 42 CFR 438.242 and can achieve the objectives of 
the ongoing IQAP. The systems must provide information on areas including, but not limited to, 
utilization, grievances and appeals, and disenrollment for other than the loss of program 
eligibility. The basic elements of a health information system with which a Vendor must comply 
include the following: 


4.8.4.1 Collect data on member and provider characteristics as specified by the DHCFP, and 
on services furnished to the members through an encounter data system or other 
methods as may be specified by the DHCFP; 


4.8.4.2 Verify the data received from providers is accurate, complete, and timely; and in 
accordance with 42 CFR 438.242(b) (2); and 


4.8.4.3 Make all collected data available to the DHCFP and upon request to CMS as 
required. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Amerigroup Health Information System  
Amerigroup devotes significant corporate resources to ensure that system availability meets 
business needs. For many systems, such as our core operations system and 
telecommunications infrastructure, we maintain availability 24 hours a day, 7 days a week. 
We have positioned our management information system (MIS) and technology architecture 
to maintain the highest level of systems reliability and availability. We are committed to 
internal monthly systems availability of 98.5 percent and in 2011 performed at an average of 
99.95 percent. 


We employ a health information system to collect, analyze, integrate, and report data in 
accordance with 42 CFR 438.242. We maintain data in standardized systems and databases in 
a confidential, accurate, timely, and comprehensive manner. We receive and process external 
data according to structured processes and timeframes. We verify internal and external data 
by rigorous quality checks for integrity. We make all collected data available to DHCPF and 
CMS upon request. We use many IQAP data sources for analysis, tracking, and trending fully 
described in 5.1.11.5.A and B. 







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-195 
November 15, 2012 


Core Operations System and Care Management (§4.8.4.1-3) 
Our core operations system is the system of record for all provider, member (including 
enrollment and eligibility), claims, and authorization data. We update this information 
through the user interface or through application-specific data loads such as enrollment files 
received from state partners. All other Amerigroup applications interface the core operations 
system map to its data structures to enable consistency in naming, formatting, and validation 
and drive data quality and reliability. 


CareCompass is our clinical care management solution; it integrates seamlessly with our core 
operations system. CareCompass gathers and organizes information from sources such as 
claims and authorizations, pharmacy data, and lab data to enable proactive identification and 
management of member health and to facilitate communications among all participants of the 
member’s care team. We describe our CareCompass system in more detail in this response 
under Standard XIV: Continuity of Care System (§4.8.18). 


Data Collection (§4.8.4.1) 


Amerigroup’s data warehouse is an integrated repository 
fed directly from the core operations system that ensures 
data quality, control, and data consistency. It maximizes 
our capacity for data analytics and affords us the 
flexibility to produce targeted reporting. Amerigroup’s 
information systems collect and integrate health 
information to support quality activities. We collect 
various kinds of data from internal/external data 
sources: claims; pre-season medical record review; 
laboratory results; pharmacy; dental/vision vendor 
encounters; state historical file and FFS information; 
and Nevada State immunization information. Our 
HEDIS MIS system provides the structure to support the 
Amerigroup dedicated team of data experts. This team 
applies rigorous quality control tools to validate HEDIS, 
HEDIS-like, and health plan data used to measure 
outcomes for many quality activities. Managing all the 
data sources, formats, and elements required for HEDIS demands a comprehensive solution 
to capture and report data and information to support the process. Amerigroup’s solution 
exists in a HEDIS data warehouse that stores data from multiple sources beyond the 
information stored in our transaction processing systems. A diagram of our HEDIS data mart 
and analytic processes are outlined in Section 5.1.11.5.A. 
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Data and HEDIS Analytic Expertise 
Amerigroup employs analytical professionals who support our Nevada health plan’s 
performance improvement activities and our strategy to leverage clinical analysis, research, 
and development to drive quality improvements. Our biostatisticians, epidemiologist, and 
analysts provide expertise to our Quality team using multiple resources and programs for 
IQAP reporting. Our team of 14 dedicated HEDIS employees includes five project managers, 
three performance project employees, and six local health plan management and QI 
coordinators. A detailed description of the data management and validation processes is 
described in Section 5.1.11.5.A. 


Provider Data Verification (§4.8.4.2) 
Our core operations system is the system of record for our provider data, including 
demographic data, provider type, specialty codes, payment information, provider contract 
status, license number, credentialing information and status, affiliations, and PCP panel 
capacity. We use an integrated workflow and imaging application to support the provider 
intake and information management process and to ensure accuracy and completeness of the 
data. The application stores our provider contracts and credentialing application, aiding 
compliance management by tracking the credentialing details. On a quarterly basis, employees 
pull a random selection of provider files to review the data entered into the database as a 
means of verifying the accuracy and timeliness of data entered for all provider and 
credentialing data elements. Additional information on the credentialing/re-credentialing 
process is found in this response under Standard IX: Credentialing and Re-credentialing 
(§4.8.13). 


Data Available to DHCFP (§4.8.4.3) 
A detailed HSAG review of our 2011 Performance Reports determined that we prepared our 
reports according to the HEDIS 2011 Technical Specifications for all of the audited measures. 
Audits of information system capabilities for accurate HEDIS reporting found that we were 
fully compliant with all standards assessed including IS 1.0-5.0 and IS 7.0; IS 6.0 was not 
applicable to measures under the scope of the audit for the Nevada TANF, Check Up, and 
HIFA populations. The medical record vendor Inovalon conducts our medical record pursuit 
and data collection. 


For example, in collaboration with HSAG, we performed a deeper look into the data on well 
child visits and uncovered a significant difference in the results between the Reno and Las 
Vegas areas. Our IQAP team used the information to tailor interventions to increase well-
child visits in each area.  
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4.8.5 Standard I: Written IQAP Description 
The Vendor has a written description of its IQAP. This written description meets the following 
criteria: 


4.8.5.1 Goals and Objectives 


4.8.5.2 The written description contains a detailed set of quality assurance (QA) objectives, 
which are developed annually and include a timetable for implementation and 
accomplishment.  


4.8.5.3 Scope 


A.  The scope of the IQAP is comprehensive, addressing both the quality of clinical care 
and the quality of non-clinical aspects of service, such as and including: availability, 
accessibility, coordination, and continuity of care. 


B.  The IQAP methodology provides for review of the entire range of care provided by 
the Vendor, including services provided to CSHCN, by assuring that all demographic 
groups, care settings (e.g., inpatient, ambulatory, including care provided in private 
practice offices and home care); and types of services (e.g., preventive, primary, 
specialty care, and ancillary) are included in the scope of the review. The review of 
the entire range of care is expected to be carried out over multiple review periods and 
not on a concurrent basis.  


4.8.5.4 Specific Activities 


The written description specifies quality of care studies and other activities to be undertaken over 
a prescribed period of time, and methodologies and organizational arrangements to be used to 
accomplish them. Individuals responsible for the studies and other activities are clearly identified 
and qualified to develop the studies and analyze outcomes.  


4.8.5.5 Continuous Activity 


4.8.5.6 The written description provides for continuous performance of the activities, 
including tracking of issues over time.  


4.8.5.7 Provider Review 


A.  Review by physicians and other health professionals of the process followed in the 
provision of health services; and 


B.  Feedback to health professionals and Vendor staff regarding performance and patient 
health care outcomes. 


4.8.5.8 Focus on Health Outcomes 
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The IQAP methodology addresses health outcomes to the extent consistent with existing 
technology.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Written IQAP Description (§4.8.5) 
Our locally based IQAP includes oversight of our UM and Case Management (CM) 
Programs. Our Nevada IQAP is mature and continuously addresses issues related to quality, 
utilization, case, and disease management; customer service; and provider credentialing/re-
credentialing. Since 2009, we have achieved significant gains in quality improvement such as 
improved lead screening in children and our DHCFP partnership for Diabetes Self 
Management, which eliminates the delays and costs associated with a new start-up. Our 
NQCA Accredited Disease Management Program, along with our Case Management and 
Health Promotion Programs, are integrated into our IQAP processes to facilitate the delivery 
of the most appropriate, medically necessary care to members in the most cost-effective, least-
restrictive setting. Our programs span a broad clinical spectrum including preventive and 
primary care, behavioral health treatment (mental health and substance use disorder), 
Children with Special Health Care Needs, medication management, vision, and dental 
services. Our IQAP systems and techniques improve our efficiency and our providers while 
promoting improved health outcomes and well-being for our members. 


Amerigroup’s IQAP has three written NCQA-compliant documents to guide our quality 
improvement efforts: IQAP Description, Work Plan, and Program Evaluation. 


Goals and Objectives (§4.8.5.1-2) 
The following are our IQAP Goals and Objectives for 2012 that we also detail within the 
IQAP Description: 


 Develop and maintain IQAP resources, structure, and processes 


 Collaborate with State, federal, and regulatory agencies Develop effective methods for 
measuring outcomes of care and services Coordinate, monitor, and report IQAP 
activities; Ensure effective coordination/communication of IQAP activities with all 
appropriate functional areas 


 Provide oversight of all activities to ensure compliance with all State, federal, and 
accrediting organizations 
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Scope of Our Nevada IQAP (§4.8.5.3)  
The scope of the IQAP encompasses clinical and administrative services provided to external 
and internal customers. External and internal customers include not only our members and 
providers but also Amerigroup employees, DHCFP, HSAG, and other associated State and 
federal government entities. Internal customers include our customer service organization, 
UM, DM, health promotions, provider relations/network management, credentialing, and 
quality improvement functions.  


Specific Activities (§4.8.5.4) 
A key component of quality operations and an integral component of our IQAP description is 
the annual IQAP Work Plan, which is our road map for the upcoming year. It includes a 
detailed outline of activities for monitoring, analysis, and reporting to the Amerigroup 
governing bodies throughout the year. The Work Plan includes reporting of the Nevada 
measurements, organizational quality of care, provider reviews, and service projects. Our 
Work Plan is consistent with the DHCFP Quality Assessment and Performance Improvement 
Strategy (QAPIS) for each year and is further discussed below in Standard II: Systematic 
Process of Quality Assessment and Improvement (§4.8.6).  


Continuous Activity (§4.8.5.5-6) 
Our integrated IQAP encompasses the spectrum of physical and 
behavioral health, pharmacy services, and dental services that our 
members receive. Our monitoring and quality improvement 
processes support member health and independence. The IQAP 
integrates all functional areas in the decisions that affect the 


quality and safety of care and services we provide to our members. Quality improvement is a 
dynamic process that extends well beyond our formal IQAP written plan and includes the 
following methodologies to expand quality services’ impact across all functional areas while 
focusing on those activities that drive improved quality as described in Section 5.1.11.5.A. 


Focus on Health Outcomes (§4.8.5.8) 
Each year, we perform an extensive IQAP evaluation to analyze our processes and outcomes. 
Our Quality Management Committee (QMC) and other specific quality committees review this, 
along with all quality guiding documents and ongoing analyses. These monitoring strategies 
drive improvements to our quality processes. The IQAP evaluation is discussed in further 
detail in Evaluation of Continuity and Effectiveness of the IQAP (§4.8.6.8) below. 
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4.8.6 Standard II: Systematic Process of Quality 
Assessment and Improvement  
The IQAP objectively and systematically monitors and evaluates the quality and appropriateness 
of care and service provided to enrolled recipients through quality of care studies and related 
activities, and pursues opportunities for improvement on an ongoing basis. The IQAP has written 
guidelines for its Performance Improvement Projects (PIPs) and related activities. These 
guidelines include: 


Specification of Clinical or Health Services Delivery Areas to be Monitored. 


Monitoring and Evaluation of Care (§4.8.6.1) 
The monitoring and evaluation of care reflects the population serve by the Vendor in terms of 
age groups, disease categories and special risk status, including CSHCN.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We document our systematic process of quality assessment and improvement in our IQAP. 
The IQAP Work Plan lists each activity planned, the objectives for each activity, the actions to 
be taken, target action dates, responsible parties, status of the activity, and the outcomes. It 
provides an objective and systematic means to monitor and evaluate the quality and 
appropriateness of care and service provided to our members through care studies, surveys, 
PIPs, and other related activities.  


The Work Plan includes the specification of clinical or health services delivery areas that we 
plan to monitor. For our Medicaid and Nevada Check Up members, the Work Plan documents 
the care and services in certain priority areas of concern selected by DHCFP. Our Work Plan 
is the basis for our establishment of PIPs in accordance with 42 CFR Section 438.358(b). Our 
Work Plan documents the quality indicators to be used in our studies and related activities as 
well as the clinical care standards and practice guidelines specified for each area of concern 
being monitored. We include standards and guidelines (developed or reviewed by our 
providers) that are based on reasonable scientific evidence. We focus our standards on the 
process and outcomes of healthcare delivery, preventive services, and access to care.  


Multidisciplinary teams perform the activities and analyze the results. Our teams include 
qualified clinicians who evaluate the quality of care and services through the individual case 
review and through studies that analyze patterns of clinical care and related services. Each 
year, our QMC approves the IQAP Work Plan. The Director of IQAP prepares and distributes 
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a written report (the evaluation) to Amerigroup QIC and the Nevada Board of Directors and 
then to DHCFP. 


The evaluation allows us to determine if the scope of the IQAP Work Plan or the content 
needs to be modified in any way. The IQAP report provides an overall evaluation of the 
effectiveness of the IQAP. The report provides a complete picture of the studies conducted and 
the trends of clinical and service indicators; documents improvements in quality; and presents 
areas of deficiency and the recommendations for corrective actions.  


Monitoring and Evaluating DHCFP Measures (§4.8.6.2) 
For the TANF/CHAP and Nevada Check Up recipients, the IQAP will monitor and evaluate, at a 
minimum, care and services in certain priority areas of concern selected by the DHCFP. These 
were selected from among those identified by the Centers for Medicare and Medicaid Services 
(CMS) and the DHCFP. 


The following are recommended clinical areas of concern and health services delivery areas of 
concern: 


A.  Clinical Areas of Concern 


  1. Childhood Immunizations (monitoring will be required by DHCFP for recipients); 


  2. Pregnancy (monitoring will be required by DHCFP for recipients); 


  3. Cervical Cancer/Pap Smears (monitoring will be required by the State of Nevada 
Health Division); 


  4. Comprehensive Well-Child Periodic Health Assessment (will be required by DHCFP 
for recipients); 


  5. Lead Toxicity (screening required under EPSDT guidelines); 


  6. Pregnancy Prevention and/or Family Planning (monitoring will be required by 
DHCFP for recipients); and 


  7. Hearing and Vision Screening and Services for Medicaid members less than twenty-
one (21) years of age will be required by DHCFP for members.  


B.  Health Services Delivery Areas of Concern 


  1. Access to Care; 


  2. Utilization of Services; 


  3. Coordination of Care;  
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  4. Continuity of Care;  


  5. Health Education; and 


  6. Emergency Services. 


C.  Performance Improvement Projects (PIPs) 


In accordance with 42 CFR 438.358(b): 


  1. Validation of Performance Improvement Projects required by the State to comply 
with requirements set forth in 42 CFR 438.240(b); and 


  2. Projects that were under way during the preceding twelve (12) months. 


  3. Quality of care studies are an integral and critical component of the health care 
quality improvement system. The Vendor will be required annually to conduct and 
report on a minimum of two PIPs. 


  4. The purpose of a PIP is to assess and improve processes, thus enhancing the 
outcomes of care. The PIPs are designed to target and improve the quality of care or 
services received by managed care enrolled recipients. The Vendor will utilize, as a 
resource, the Centers for Medicare & Medicaid Services (CMS) guidelines as 
outlined in the most recent version of the CMS publication Conducting Performance 
Improvement Projects, A Protocol for Use in Conducting Medicaid External Quality 
Review Activities, Final Protocol. 


  5. A PIP will be required to decrease inappropriate utilization of emergency department 
visits.  


  6. The Vendor must conduct PIPs that focus on utilization of ambulatory care:  


  7. This measurement of quality indicators; the Vendors must implement a system of 
interventions to achieve improvement in quality; evaluate effectiveness of the 
interventions; and institute planning and initiation of activities for increasing or 
sustaining improvement. 


  8. The Vendor must have its own evaluation of the impact and effectiveness of its 
quality assessment and IQAP.  


  9. At its discretion and/or as required or directed by DHCFP, the Vendor’s IQAP also 
monitors and evaluates other important aspects of care and service.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 
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Monitoring and Evaluating Performance with Measures 
We use a CQI process described in Section 5.1.11.5.A Performance Improvement Projects 
(PIPs). Using data from IAP and our HEDIS data mart paired with clinical and service 
observations from our experienced employees, we identify potential areas of concern. Once 
identified, we apply the PDSA methodology, which corresponds to the following NCQA 
protocols:  


 Develop a baseline measurement 


 Identify barriers and root cause (Ishikawa diagramming) 


 Build appropriate interventions to address those barriers 


 Gather the resources needed to conduct interventions 


 Establish specific targets, benchmarks, and timeframes 


Our IQAP team then monitors results for sustained improvement. If progress is slower than 
anticipated within the timeline of the PDSA cycle, we employ the Rapid Cycle Learning (RCL) 
process to make mid-course corrections. The result of this analysis drives the development of 
the IQAP Work Plan and the IQAP activities for the year. Our 2012 Work Plan focuses on the 
following: 


 Improving HEDIS rates and satisfaction with member care and services 


 Monitoring provider access and availability  


 Assessing continuity of care for physical and behavioral care delivery 


 Addressing member safety issues to include hospital re-admission rates and pharmacy 
measures such as drug/drug interaction, duplicate therapy treatment, and 
polypharmacy/polyphysician use 


 Managing utilization for over- and under-utilization and appeal rates 


As an example, our pharmacy vendor noticed an increase in new stimulant prescriptions for 
members with an attention deficit hyperactivity disorder (ADHD) diagnosis. We immediately 
implemented outreach and education of recommended 
follow-up visits to those members enrolled in Case 
Management. With Medical Advisory Committee 
(MAC) and QMC approval, we expanded the activity to 
all members with new prescriptions for ADHD and 
added provider notification. We currently receive a 
weekly report of new prescriptions and feed the 
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information into the automated call system to continue member education of recommended 
follow-up visits within 30 days of the start of medication. As a result, the number of follow-up 
visits for children with newly prescribed ADHD medication has remained above the HEDIS 
75th percentile with a 2011 measurement year rate of 45.09 percent. As the measurement is 
time sensitive, we continue weekly interventions and monitor results monthly to ensure 
continued improvement. 


Use of Quality Indicators (§4.8.6.3) 
Quality indicators are measurable variables relating to a specified clinical or health services 
delivery area, which are reviewed over a period of time to monitor the process or outcomes of 
care delivered in that area.  


The Vendor is required to: 


A.  Identify and use quality indicators that are objective, measurable, and based on 
current knowledge and clinical experience;  


B.  Monitor and evaluate quality of care through studies which include, but are not 
limited to, the quality indicators also specified by the CMS Center for Medicaid and 
CHIP Services, with respect to the priority areas selected by the State; 


C.  Ensure methods and frequency of data collection are effective and sufficient to detect 
the need for program change; and 


D.  Have mechanisms to detect under and over utilization.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.5.A. 


Identification of Quality Indicators  
DHCFP identifies State indicators that we measure and evaluate annually per our current 
contract. In addition, we follow the same approach described in Performance Improvement 
Projects (§4.8.1) for the identification, development, and monitoring of all quality activities 
whether or not mandated by the State. Through the use of the IAP and HEDIS data mart, we 
analyze our data to identify patterns of over- and under-utilization for both members and 
providers as measured against norms defined to account for regional and local practice 
variations. A detailed analysis of PIPs and other DHCFP measures is found in Section 4.7. 
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Monitoring, Evaluating, and Ensuring Quality Data Management  
We currently participate with DHCFP in monitoring each of the clinical areas of concern and 
areas of health service delivery through the submission of HEDIS measures and PIPs. We will 
continue working collaboratively with DHCFP and with the contracted external quality review 
organization, HSAG, to monitor the continuing improvement in care and services delivered to 
Medicaid members. In the 2010-2011 EQRO Technical Report from HSAG, all three 
Amerigroup PIPs, Steps I through VI, received an overall score of 100 percent, critical 
element score of 100 percent, and “Met” validation status.  


The HSAG reviewers stated that this finding represented an area of strength for Amerigroup 
and demonstrated confidence in the technical aspects of the PIP studies.  


Use of Clinical Care Standards/Practice Guidelines 
(§4.8.6.4)  
A.  The IQAP studies and other activities monitor quality of care against clinical care or 


health service delivery standards or practice guidelines specified for each area 
identified in Sections 4.8.5.3.A and 4.8.5.3.B above;  


B.  The standards/guidelines are based on reasonable scientific evidence and developed 
or reviewed by Vendor providers;  


C.  The standards/guidelines focus on the process and outcomes of health care delivery, 
as well as access to care;  


D.  A mechanism is in place for continuously updating the standards/guidelines;  


E.  The standards/guidelines are included in provider manuals developed for use by 
Vendor providers, or otherwise disseminated, including but not limited to, 
dissemination on the provider website, to all affected providers as they are adopted 
and to all members and potential members upon request;  


F.  The standard/guidelines address preventive health services;  


G.  The standards/guidelines are developed for the full spectrum of populations enrolled 
in the plan; and  


H.  The IQAP shall use these standards/guidelines to evaluate the quality of care provided 
by the Vendor’s providers, whether the providers are organized in groups, as 
individuals, or in combinations thereof.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A.  
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Clinical Practice Guidelines 
Amerigroup adopts, disseminates, and uses clinical practice guidelines (CPG) for acute and 
chronic medical and behavioral health conditions. Through a collaborative review process, we 
involve board-certified providers from appropriate specialties in the development and approval 
of the guidelines at both our national and local health-plan level. Our CPGs are evidenced-
based and known to be effective in improving health outcomes. Scientific evidence or, in the 
absence of scientific evidence, professional standards or expert opinion determine the 
effectiveness of guidelines. Our CPGs address all areas of care provided to Medicaid and 
Nevada Check Up members including medical, behavioral, and preventive services for all ages 
and demographics. They cover the process of care delivery, anticipated outcomes against local 
and national benchmarks, and access to needed care and services. 


Our CPG development, update, and dissemination processes are described in detail in Section 
5.1.11.5.A.  


Analysis of Clinical Care and Related Services 
(§4.8.6.5)  
A.  Qualified clinicians monitor and evaluate quality through the review of individual 


cases where there are questions about care, and through studies analyzing patterns of 
clinical care and related service. For issues identified in the IQAPs targeted clinical 
areas, the analysis includes the identified quality indicators and uses clinical care 
standards or practice guidelines.  


B.  Multi-disciplinary teams are required, when available and appropriate, to analyze and 
address systems issues. The Vendor must have in effect mechanisms to assess quality 
and appropriateness of care furnished to members with special health care needs. 


C.  From 4.8.6.3.A and 4.8.6.3.B above, clinical and related service areas requiring 
improvement are identified. 


D.  The Vendor will work collaboratively with DHCFP to determine member race and 
ethnicity. The Vendor will organize interventions specifically designed to reduce or 
eliminate disparities in health care.  


E.  The Vendor shall allow access to clinical studies, when available and appropriate. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 
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Qualified Clinicians Monitor and Evaluate Quality 
Our quality analytics team described previously under HEDIS MIS also provides the skills and 
knowledge to analyze clinical care and services outside the HEDIS realm. Our five analytical 
professionals/HEDIS project managers, three performance project employees, and six local 
health plan management and QI clinician coordinators identify and analyze patterns and 
trends in care delivery and review findings weekly.  


From these joint sessions, we compare findings against clinical guidelines and standards to 
determine the most effective interventions for implementation.  


Race and Ethnicity  
A key aspect of specific PIP and other measure analyses is the distribution of findings across 
age, gender, race, and ethnicity, which is described more fully in the Cultural Competency 
(§4.9.2.2) discussion in Section 5.1.11.5.B.  


Multi-disciplinary Teams Analyze and Address Quality System Issues 
Multidisciplinary teams perform the activities and analyze the results. Our teams include 
qualified clinicians who evaluate the quality of care and services through the individual case 
review and through studies that analyze patterns of clinical care and related services.  


Identification of Clinical and Service Areas Requiring Improvement  
Through an internal performance analysis on our HEDIS scores and as the result of the 
HSAG audit, we identified a number of opportunities where our experience and creative 
problem solving could improve the care and services delivered to Nevada. Our best practice 
solution was the development of a cross-functional work group within the Nevada health plan. 
These individuals are not only experienced with clinical and non-clinical care and service 
delivery; they are also familiar with issues unique to the Nevada population including 
geographic, ethnic, social, and economic circumstances. A detailed description of this system 
analysis process is found in Section 5.1.11.5.B. 
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Implementation of Corrective Actions (§4.8.6.6) 
The IQAP includes written procedures for taking corrective action whenever, as determined 
under the IQAP, inappropriate or substandard services are furnished, or services that should have 
been furnished were not.  


These written corrective action procedures include: 


A.  Specification of the types of problems requiring corrective action; 


B.  Specification of the person(s) or body responsible for making the final determinations 
regarding quality problems; 


C.  Specific actions to be taken; provision of feedback to appropriate health 
professionals, providers and staff; 


D.  The schedule and accountability for implementing corrective actions;  


E.  The approach to modifying the corrective action if improvements do not occur; and 


F.  Procedures for terminating the affiliation with the physician, or other health 
professional or provider.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


State-Mandated Plan of Corrective Action (§4.8.6.6) 
Within our CQI methodology, we refer to corrective actions broadly, including a corrective 
action plan initiated with a provider issue, a PIP to overcome an identified gap in quality care 
and services delivery, or a Plan of Correction (POC) directed by the State. The QM team 
follows DHCFP-approved policies and procedures for making a corrective action 
determination and for implementing an action plan as appropriate. Our policies and 
procedures, which we update and submit to DHCFP annually, include:  


 Determination of when corrective action is appropriate 


 Specification of who is responsible for making the final determination regarding 
quality problems 


 Identification of actions to be taken 


 Outline of the schedule and accountability for implementing corrective actions 
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 Method for modification of the corrective action if improvements are not observed 


 Procedures for terminating affiliation with a provider, if necessary 


As an example, DHCFP mandates disenrollment rules. We recognized that the underlying 
cause for members facing disenrollment was generally a correctable situation. As a result, we 
developed a disenrollment policy and procedure that directs employees to explore the 
underlying cause and implement a corrective action to ensure that members continue to 
receive care and services. Once our IQAP implements POCs, the QMC monitors and evaluates 
the improvements. The QMC continues to monitor study results, and individual cases are 
reviewed periodically to ensure that improvements have been effective.  


Assessment of Effectiveness of Plans of Correction 
(§4.8.6.7) 
A.  As actions are taken to improve care, there is monitoring and evaluation of the Plan of 


Correction (POC) to assure required changes have been made. In addition, changes in 
practice patterns are monitored.  


B.  The Vendor assures follow-up on identified issues to ensure actions for improvement 
have been effective. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A.  


Assessment of Effectiveness of the Plan of Correction 
Amerigroup Nevada also has a structured process for requiring corrective action from 
providers where care or service does not meet quality standards for access, availability, 
member satisfaction, medical records, and over- or under-utilization. As part of the 
credentialing and re-credentialing process, we evaluate each of these elements and report as 
part of the annual IQAP evaluation. In 2011, we had no providers in corrective action.  


Example of a Vendor Plan of Correction and Follow-up 


During our tenure in Nevada, we have had only one instance when a POC was requested. To 
address the situation in which the dental vendor that Amerigroup inherited from the previous 
MCO was under-performing, we invited DHCFP to collaborate with us and the dental vendor 
to identify steps for correction. Our POC addressed six areas of concern and included 17 
different actions covering dental vendor employee education and process changes and 
Amerigroup-generated member and provider informational materials. 
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We continued to monitor the dental vendor’s performance. When it became apparent that the 
situation was not significantly improved, we terminated the vendor’s contract and selected and 
engaged a new dental vendor. 


As an example, monitoring and assessment of the 
dental visit rate improvement for the Nevada Check 
Up population from 2009 to 2011 showed a 23.26 
percent improvement from 58.7 percent to 72.39 
percent in two years. The issues with the dental 
vendor mentioned above contributed to low quality 
metrics, and the subsequent change to a different 
vendor showed the effectiveness of the corrective 
action taken.  


As a result, our 2012 Medicaid dental visit rate 
continues to improve to 53.2 percent, which exceeds 
the 50th percentile while our Nevada Check Up rate for 2012 exceeds the NCQA 90th 
percentile. Over three years, our Medicaid results have improved by 16.48 percent.  


Evaluation of Continuity and Effectiveness of the IQAP 
(§4.8.6.8)  
A.  The Vendor conducts a regular and periodic examination of the scope and content of 


the IQAP to ensure that it covers all types of services in all settings, as specified in 
RFP Section 4.8.5. 


B.  At the end of each year, a written report on the IQAP is prepared which addresses: 
quality assurance studies and other activities completed; trending of clinical and 
service indicators and other performance data; demonstrated improvements in quality; 
areas of deficiency and recommendations for corrective action; and an evaluation of 
the overall effectiveness of the IQAP.  


C.  There is evidence that quality assurance activities have contributed to significant 
improvements in the care delivered to recipients. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Periodic Examination of the IQAP Scope of Work and Quality Trends 
Amerigroup conducts an annual IQAP evaluation. This evaluation is a comprehensive review 
(during the first quarter of the subsequent year) of all functional activities and programs 


Figure 4.8.6-1. Amerigroup Nevada’s 
Medicaid dental visit rate continues to 
improve 
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conducted throughout the year. We use baseline data from our MCO experience and service 
delivery that allows us to build on the understanding of the population needs. Activities for 
subsequent years directly respond to known issues within our Nevada population. Our Work 
Plan for the initial year of the new Contract with DHCFP will reflect a full scope of quality 
metrics such as those specific to our chronic CM, HEDIS, preventive care measures, member 
outreach, and behavioral health programming.  


4.8.7 Standard III: Accountability to the 
Governing Body  
The Governing Body of the Vendor is the Board of Directors or, where the Board’s participation 
with quality improvement issues is not direct, a designated committee of the senior management 
of the Vendor that is responsible for the Vendor IQAP review. Responsibilities of the Governing 
Body for monitoring, evaluating and making improvements to care include: 


4.8.7.1 Oversight of IQAP 


There is documentation that the Governing Body has approved the overall IQAP and an annual 
IQAP. 


4.8.7.2 Oversight Entity 


The Governing Body has formally designated an entity or entities within the Vendor to provide 
oversight of the IQAP and is accountable to the Governing Body, or has formally decided to 
provide such oversight as a committee of the whole. 


4.8.7.3 IQAP Progress Reports 


The Governing Body routinely receives written reports from the IQAP describing actions taken, 
progress in meeting quality assurance objectives, and improvements made.  


4.8.7.4 Annual IQAP Review 


The Governing Body formally reviews on a periodic basis, but no less frequently than annually, 
a written report on the IQAP. This annual quality program evaluation report shall be submitted to 
DHCFP annually in the second calendar quarter and at minimum include: 


A.  Studies undertaken;  


B.  Results; 


C.  Subsequent actions and aggregate data on utilization and quality of services rendered; 
and  


D.  An assessment of the IQAPs continuity, effectiveness and current acceptability. 
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4.8.7.5 Program Modification 


Upon receipt of regular written reports delineating actions taken and improvements made, the 
Governing Body takes action when appropriate, and directs that the operational IQAP be 
modified on an ongoing basis to accommodate review findings and issues of concern with the 
Vendor. This activity is documented in the minutes of the meetings of the Governing Board in 
sufficient detail to demonstrate that it has directed and followed up on necessary actions 
pertaining to quality assurance.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Governing Body Responsibilities (§4.8.7.1-4) 
Amerigroup Nevada’s Board of Directors retains responsibility for overall health plan 
governance and in 2011 delegated oversight of the IQAP to the QMC. The QMC is co-chaired 
by the health plan CEO and the Medical Director. The CEO is charged with reporting IQAP 
successes and significant IQAP issues from QMC activities to the Board at each meeting. The 
Board develops and submits recommendations for action to the QMC for implementation and 
reviews the IQAP Description, Work Plan, and Evaluation annually. Amerigroup Nevada 
IQAP activities are also reported through the corporate structure to the corporate Quality 
Improvement Council (QIC) and the corporate Board of Directors. Their roles are to oversee 
all affiliate IQAP activities, monitor progress towards meeting corporate goals and 
benchmarks, and provide corporate guidance with shared best practices. The corporate IQAP 
structure includes the Vendor Selection and Oversight Committee, the Medical Policy 
Committee, and the Pharmacy and Therapeutics Committee. 


The structure of the IQAP’s Governing Body is described as part of the QA Committee 
discussion below in Standard IV Active QA Committee in Section 4.8.8 and in detail in Section 
5.1.11.5.A. 
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4.8.8 Standard IV: Active QA Committee 
The IQAP delineates an identifiable structure responsible for performing quality assurance 
functions within the Vendor. This committee or other structure has: 


4.8.8.1 Regular Meetings 


The structure/committee meets on a regular basis with specified frequency to oversee IQAP 
activities. This frequency is sufficient to demonstrate that the structure/committee is following 
up on all findings and required actions, but in no case are such meetings less frequent than 
quarterly.  


4.8.8.2 Established Parameters for Operating 


The role, structure and function of the structure/committee are specified.  


4.8.8.3 Documentation 


There are records documenting the structures/committee’s activities, findings, recommendations 
and actions.  


4.8.8.4 Accountability 


IQAP subcommittees are accountable to the Governing Body and they report to it (or its 
designee) on a scheduled basis on activities, findings, recommendations and actions.  


4.8.8.5 Membership 


There is active participation in the IQAP committee from Vendor providers, who are 
representative of the composition of the Vendor’s providers.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Quality Committee Operations, Documentation, 
Accountability and Membership (§4.8.8.1-5) 
A full description of the quality committee structure and a committee organization chart is 
found in Section 5.1.11.5.A. The Amerigroup Nevada Board of Directors is the governing 
body of the Nevada IQAP. The Board delegates the QMC to oversee IQAP activities. The 
QMC is accountable to the Board through the CEO. The QMC annually approves the IQAP 
Work Plan and IQAP evaluation. 
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Amerigroup Nevada’s QMC develops, implements, and oversees the IQAP consistent with our 
approach of assuring local accountability and consideration of regional practices. The QMC 
is co-chaired by the CEO and Medical Director and includes leaders of Quality Management, 
Medical Management, Provider Relations, Marketing and Health Promotion, Operations, and 
Compliance. The QMC is a dynamic force in overseeing the health plan’s quality performance 
for both clinical and non-clinical functions. 


The Nevada QMC reviews and approves the activities of the QM Program, Work Plan, and 
Program Evaluation. The review and approval includes clinical and non-clinical issues 
related to regulatory compliance, fraud and abuse, over- and under-utilization, DM, CM, 
PIPs, HEDIS, complaints and grievances, and outcomes of audits. The IQAP Director reports 
all quality activities to the QMC for assessment, development, implementation, and 
monitoring. The committee reviews activities, provides feedback and recommendations, and 
follows up on outstanding items from previous meetings.  


The following health plan committees report to the QMC, and we maintain meeting minutes 
reflecting decisions, recommendations, and follow-up actions. (The details of their activities 
and responsibilities are found in Section 5.1.11.5.A): 


 Nevada MAC 


 Our Nevada Credentialing Committee  


 The Nevada Member Health Education Advisory Committee (HEAC)  


The Amerigroup Nevada QM Committee structure receives support from the corporate quality 
committee structure including the QIC for QM goals, benchmarks, and best practices; the 
Vendor Selection and Oversight Committee (VSOC) for corporate-wide vendor management; 
the Medical Policy Committee (MPC) for clinical practice guidelines; and the Pharmacy and 
Therapeutics Committee (P&T) for medication management guidance and criteria.  


Please see Standard VII: Provider Participation in IQAP (§4.8.11) for additional details.  







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-215 
November 15, 2012 


4.8.9 Standard V: IQAP Supervision 
There is a designated senior executive who is responsible for IQAP implementation. The 
Vendor’s Medical Director has involvement in quality assurance activities. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


In October, 2011, the Amerigroup Nevada Board of Directors delegated quality improvement 
oversight to the plan QMC. The Board action stipulates that our health plan CEO is the 
designated senior executive who is responsible for IQAP implementation.  


4.8.10 Standard VI: Adequate Resources 
The IQAP has sufficient material resources and staff with the necessary education, experience, or 
training to effectively carry out its specified activities. (Refer to Section 4.7.2) 


Amerigroup Nevada currently complies with this and will continue to do so under the new 
Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our Nevada Quality Team 
Our IQAP resources consist of the talented people we hire, the efficient processes we employ, 
and the versatile and evidence-based tools we use to manage quality of care and services 
delivered to Medicaid and Nevada Check Up Members. Amerigroup’s IQAP has significant 
material resources and sufficient employees with the experience, education, and training 
necessary to oversee, implement, manage, and evaluate all RFP-specified quality tasks. Our 
IQAP employees and integrated material resources are integral to our successful quality 
performance and activities. 


Our current staffing model provides exceptional service to our Nevada members. It also 
ensures that DHCFP has local and accountable IQAP leadership who ensure quality of care 
for our members and continue our collegial relationships. We recently doubled the size of our 
IQAP team, adding two bilingual employees. We will capitalize on our existing experience to 
ensure that the program has sufficient employees who have the correct skill sets, 
qualifications, cultural competency, and experience to support continued performance 
improvement.  


Our local employees receive support and mentoring from experienced corporate employees. A 
total of 350 quality employees across the Company, five analytical professionals/HEDIS 
project managers, and three performance project employees are available to support Nevada 
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plan operations and maintain accountability for the administration of the Nevada program. 
Our six dedicated local employees interface with both our corporate support functions and 
with the DHCFP to provide a seamless quality system.  


Please see Section 5.1.11.5.A for the positions, credentials, and experience of our local IQAP 
team and the corporate quality support positions and quality program employees’ 
organizational chart.  


Material Resources – IQAP Infrastructure and Tools  
Amerigroup has a comprehensive quality infrastructure that is discussed throughout this 
section. Our integrated quality system tools include, but are not limited to:  


 Core Systems for documentation of claims and payment, appeals and grievance logging 
and tracking, case management, and UM—including real-time, online prior 
authorization capabilities 


 IAP Data Warehouse that captures, manages, verifies, and maintains all health plan 
data 


 HEDIS datamart for HEDIS data collection, verification, analysis, and reporting 
capabilities with analytic expertise at the corporate and local levels 


 InterQual medical necessity criteria, and nationally recognized Clinical Practice 
Guidelines, in addition to the State MSM  


 Provider quality improvement program reports, provider panel profiles, provider 
trainings, NCQA Patient Centered Medical Home practice transition technical support 


 Interactive website capabilities for members and providers that support quality 
activities such as provider notifications, provider panel reports, UM processes, provider 
updates, provider directories, member handbooks, provider manuals and educational 
materials 
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Material Resources - IQAP Processes 
Process reviews, updates, and reports support all the tools outlined above, and we disseminate 
them to appropriate stakeholders and IQAP employees. Some key Amerigroup IQAP processes 
that support our implementation of national best practices, standardization of practices for 
consistent application across all Amerigroup health plans, and cost-savings through 
economies of scale include: 


 Weekly meetings between our Nevada local quality team and the corporate analysts 
and HEDIS project managers  


 Corporate QIC oversight and sharing of best practices developed across the 13 states 
where we provide services 


 Corporate Credentialing support of local responsibilities, an Amerigroup best practice 
that includes: 


 Initial file and primary provider verification after our Nevada IQAP employees 
perform the initial data collection 


 Initiate re-credentialing and verifications and file reviews including review of 
additional data specified in Section 4.8.13.6.C 1-6 to meet specified timelines  


Material Resources – Quality Training 
Amerigroup’s online education provides basic quality orientation for every employee as well as 
ongoing training on CQI. We continue to develop and implement innovative strategies that 
improve our members’ outcomes and support our network providers; these strategies include 
new online and mobile tools and technology to enhance our ability to achieve the quality and 
financial goals of our State customers. Our IQAP guides the entire organization toward 
achievement of DHCFP’s and Amerigroup’s mutual goals.  
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4.8.11 Standard VII: Provider Participation in 
IQAP  
4.8.11.1 Participating physicians and other providers are kept informed about the written 


IQAP through provider newsletters and updates to the provider manual.  


4.8.11.2 The Vendor includes in its provider contracts and employment agreements, for 
physician and non-physician providers, a requirement securing cooperation with the 
IQAP.  


4.8.11.3 Contracts specify that hospitals and other Vendors will allow the Vendor access to the 
medical records of its recipients.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Provider Participation in Quality Processes 
We have active primary care and specialist participation through our Nevada MAC. Our 
Medical Director oversees recruitment of providers and has a list of providers to serve on the 
committee. The providers are representative of Nevada providers, reflecting both urban and 
rural providers, and their demographics mirror those of our members.  


Sharing of Best Practices – Establishing Patient Centered Medical 
Homes and PQIPs 
Another method for including providers in the 
ongoing improvement in quality of care is 
incentives for quality performance. Through our 
Medical Practice Consultant outreach, we are 
working with three PCP group practices who are 
implementing strategies toward becoming NCQA 
Accredited Patient Center Medical Homes and with 
seven PCP group practices through our PQIP who 
are striving for Amerigroup Quality Certification. 
These PCP practices include Federally Qualified 
Health Centers and large PCPs groups. Both medical home strategies promote incentives for 
well-performing provider practices based on key performance goals that affect positive health 
outcomes of our members.  
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4.8.12 Standard VIII: Delegation of IQAP 
Activities  
The Vendor remains accountable for all IQAP functions, even if certain functions are delegated 
to other entities. If the Vendor delegates any quality assurance activities to Vendors, it must: 


4.8.12.1 Have a written description of the delegated activities, the delegate’s accountability for 
these activities, and the frequency of reporting to the Vendor;  


4.8.12.2 Have written procedures for monitoring and evaluating the implementation of the 
delegated functions, and for verifying the actual quality of care being provided; and 


4.8.12.3 Provide evidence of continuous and ongoing evaluation of delegated activities, 
including approval of quality improvement plans and regular specified reports. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We retain responsibility and authority for quality management and do not delegate quality 
activities. 


4.8.13 Standard IX: Credentialing and Re-
credentialing  
The IQAP contains provisions to determine whether physicians and other health care 
professionals, who are licensed by the State and who are under contract to the Vendor, are 
qualified to perform their services. These provisions are: 


4.8.13.1 Written Policies and Procedures 


The Vendor has written policies and procedures for the credentialing process, which include the 
Vendor’s initial credentialing of practitioners, as well as its subsequent recredentialing, 
recertifying and/or reappointment of practitioners. The Vendor will comply with NAC 
679B.0405 which requires the use of Form NDOI-901 for use in credentialing providers. 


DHCFP reserves the right to request and inspect the credentialing process and supporting 
documentation. The Vendor agrees to allow DHCFP and/or its contracted EQRO to inspect its 
credentialing process and supporting documentation. 


4.8.13.2 Oversight by Governing Body 
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The Governing Body, or the group or individual to which the Governing Body has formally 
delegated the credentialing function, has reviewed and approved the credentialing policies and 
procedures.  


4.8.13.3 Credentialing Entity 


The Vendor designates a credentialing committee, or other peer review body, which makes 
recommendations regarding credentialing decisions. 


4.8.13.4 Scope 


The Vendor identifies those practitioners who fall under its scope of authority and action. This 
shall include, at a minimum, all physicians and other licensed independent practitioners included 
in the Vendor’s literature for recipients, as an indication of those practitioners whose service to 
recipients is contracted or anticipated.  


4.8.13.5 Process 


The initial credentialing process obtains and reviews primary source verification of the following 
information, at a minimum: 


A.  The practitioner holds a current valid license to practice in Nevada or a current valid 
license to practice in the state where the practitioner practices. 


B.  Valid Drug Enforcement Administration (DEA) certificate for all practitioners 
authorized by the scope of their license to prescribe drugs, with the exception of all 
participating dentists. 


C.  Graduation from medical school and completion of a residency, or other post-
graduate training, as applicable. 


D.  Work history. 


E.  Professional liability claims history. 


F.  The practitioner holds current, adequate malpractice insurance according to the 
Vendor’s policy. 


G.  Any revocation or suspension of a State license or DEA number. 


H.  Any curtailment or suspension of medical staff privileges (other than for incomplete 
medical records). 


I.  Any sanctions imposed by the OIG or the DHCFP. 


J.  Any censure by any state or county Medical Association, Dental Board or any other 
applicable licensing or credentialing entity. 
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K.  The Vendor obtains information from the National Practitioner Data Bank, the 
Nevada Board of Medical Examiners, the State Board of Osteopathic Medicine, the 
Nevada Dental Board, any equivalent licensing boards for out- of-state providers, and 
any other applicable licensing entities for all other practitioners in the plan. 


L.  The application process includes a statement by the applicant regarding: 


  1. Any physical or mental health problems that may affect current ability to provide 
health care; 


  2. Any history of chemical dependency/ substance abuse; 


  3. History of loss of license and/or felony convictions; 


  4. History of loss or limitation of privileges or disciplinary activity; and, 


  5. An attestation to correctness/ completeness of the application.  


This information should be used to evaluate the practitioner’s current ability to practice. 


M.  There is an initial visit to each potential primary care practitioner’s office, including 
documentation of a structured review of the site and medical record keeping practices 
to ensure conformance with the Vendor’s standards. If the Vendor’s credentialing 
process complies with the current NCQA standards, it is not required to conduct 
initial site visits. 


N.  The Vendor’s provider credentialing must comply with 42 CFR §1002.3. 


O.  If the Vendor has denied credentialing or enrollment to a provider where the denial is 
due to Vendor concerns about provider fraud, integrity, or quality the Vendor is 
required to report this to the State within 15 calendar days. 


P.  If the Vendor decredentials, terminates, or disenrolls a provider, the Vendor must 
inform the State, within 15 calendar days. If the decredentialing, termination or 
disenrollment of a provider is due to suspected criminal actions, or disciplinary 
actions relate to fraud or abuse the State will notify HHS-OIG. 


4.8.13.6 Recredentialing  


A process for the periodic re-verification of clinical credentials (recredentialing, reappointment, 
or recertification) is described in the Vendor’s policies and procedures, including:  


A.  Evidence that the procedure is implemented at least every 36 months;  


B.  The Vendor conducts periodic review of information from the National Practitioner 
Data Bank and all other applicable licensing entities, along with performance data, on 
all practitioners, to decide whether to renew the participating practitioner agreement. 
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At a minimum, the recredentialing, recertification or reappointment process is 
organized to verify current standing on items listed in Section 4.8.13.5.A through 
4.8.13.5.M and 


C.  The recredentialing, recertification or reappointment process also includes review of 
data from: 


  1. Recipient grievances and appeals; 


  2. Results of quality reviews; 


  3. Utilization management; 


  4. Recipient satisfaction surveys; and 


  5. Re-verification of hospital privileges and current licensure, if applicable. 


  6. The Vendor’s provider recredentialing must comply with 42 CFR §1003.3 


If the Vendor has denied recredentialing or enrollment to a provider where the denial is due to 
the Vendor concerns about provider fraud, integrity or quality the Vendor is required to report 
this to the DHCFP, with 15 calendar days. 


If the Vendor decredentials, terminates or disenrolls a provider the Vendor must inform the State 
within 15 calendar days. If the decredentialing, termination or disenrollment of a provider is due 
to suspected criminal actions, or disciplinary actions relate to fraud or abuse the DHCFP will 
notify HHS-OIG. 


4.8.13.7 Delegation of Credentialing Activities  


If the Vendor delegates credentialing and recredentialing, recertification, or reappointment 
activities, there is a written description of the delegated activities, and the delegate’s 
accountability for these activities. There is also evidence that the delegate accomplished the 
credentialing activities. The Vendor monitors the effectiveness of the delegate’s credentialing 
and reappointment or recertification process.  


4.8.13.8 Retention of Credentialing Authority 


The Vendor retains the right to approve new practitioners and sites, and to terminate or suspend 
individual practitioners. The Vendor has policies and procedures for the suspension, reduction or 
termination of practitioner privileges.  


4.8.13.9 Reporting Requirement 


There is a mechanism for, and evidence of implementation of, the reporting of serious quality 
deficiencies resulting in suspension or termination of a practitioner, to the appropriate 
authorities.  
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4.8.13.10 Provider Dispute Process 


There is a provider dispute process for instances wherein the Vendor chooses to deny, reduce, 
suspend or terminate a practitioner’s privileges with the Vendor. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Credentialing (4.8.13.1-5) 
Amerigroup Nevada has successfully credentialed the following number of practitioners, 
ancillary providers, and facilities each year of operation: 2009–857; 2010–573; 2011–342. We 
have the systems, employees, and policies and procedures in place to continue to accurately 
and timely credential the full spectrum of physical and behavioral health providers required 
for Nevada’s Medicaid and Check-Up managed care program. Our credentialing and re-
credentialing processes meet NCQA accreditation requirements. A full description of our 
credentialing policies and procedures, oversight by our Governing Body, Credentialing Entity, 
Scope, and Processes are included in Section 5.1.11.5.A. 
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Figure 4.8.13-1. Our Credentialing Process Is Compliant and Efficient 


 


Re-credentialing, Authority, Reporting, and Provider 
Disputes (§4.8.13.6-10) 
Amerigroup requires that all practitioners and organizational providers are re-credentialed 
within 36 months of the previous credentialing decision in accordance with NCQA standards. 
Our re-credentialing program complies with the Code of Federal Regulations and NCQA 
standards and is approved by DHCFP. We fully respond to all requirements in Section 
5.1.11.5.A. 
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Amerigroup’s Credentialing Department oversees our credentialing and re-credentialing, re-
certification, and re-appointment activities. We follow a DHCFP-approved written description 
of all activities and accountability. We monitor to ensure that the credentialing and re-
credentialing is done in accordance with Amerigroup, DHCFP, and NCQA standards.  


A full description of the process is found in Section 5.1.11.5.A.  


4.8.14 Standard X: Recipient Rights and 
Responsibilities  
The Vendor demonstrates a commitment to treating recipients in a manner that acknowledges 
their rights and responsibilities.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We have met the member rights and responsibilities standard as part of our NCQA Medicaid 
accreditation and continue to maintain a strong commitment and respect for our members. We 
train our Member Services Representatives and Member Advocates and Outreach employees 
to respond to member questions, explaining their rights and responsibilities. 
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Written Policy on Recipient Rights (§4.8.14.1) 
The Vendor has a written policy that recognizes the following rights of recipients: 


A.  To be treated with respect, and recognition of their dignity and need for privacy; 


B.  To be provided with information about the Vendor, its services, the practitioners 
providing care, and recipients’ rights and responsibilities; 


C.  To be able to choose primary care practitioners, including specialists as their PCP if 
the member has a chronic condition, within the limits of the plan network, including 
the right to refuse care from specific practitioners; 


D.  To participate in decision-making regarding their health care, including the right to 
refuse treatment; 


E.  To pursue resolution of grievances and appeals about the Vendor or care provided; 


F.  To formulate advance directives; 


G.  To have access to his/her medical records in  accordance with applicable federal and 
state laws and to request that they be amended or corrected as specified in 45 CFR 
Part 164;  


H.  To guarantee the member’s right to be free from any form of restraint or seclusion 
used as a means of coercion, discipline, convenience, or retaliation; and 


I.  To receive information on available treatment options and alternatives, presented in a 
manner appropriate to the enrollee’s condition and ability to understand. 


Written Policy on Recipient Responsibilities (§4.8.14.2) 
The Vendor has a written policy that addresses members’ responsibility for cooperating with 
those providing health care services. This written policy addresses members’ responsibility for: 


A.  Providing, to the extent possible, information needed by professional staff in caring 
for the recipient; and 


B.  Following instructions and guidelines given by those providing health care services.  


The Vendor may include additional recipient responsibilities in their member communications 
(such as, the recipient is responsible for being on time for scheduled appointments and canceling 
appointments in a timely manner, the recipient is responsible for reporting fraud and/or abuse, 
etc.). 
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our Member Rights and Responsibilities policy is approved by DHCFP and includes all of the 
required statements. Our Member Services employees are prepared to answer any questions 
about a member’s rights and assist them to fulfill their responsibilities. 


Communication of Policies to Providers (§4.8.14.3) 
A copy of the Vendor’s policies on recipients’ rights and responsibilities is provided to all 
participating providers.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our provider manual, which we send to all providers, educates providers about member Rights 
and Responsibilities. Our provider website includes the rights and responsibilities information 
and also has a digital copy of the provider manual.  


Communication of Policies to Recipients (§4.8.14.4) 
Upon enrollment, recipients are provided a written statement that includes information on their 
rights and responsibilities. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We advise members about their Rights and Responsibilities through multiple means including 
the New Member Packet and our member handbook. The handbook is made available to 
members in paper copy and on the member website. 


Our member materials, approved by DHCFP, communicate expectations for members to take 
responsibility for their own care. We supply members with condition- or disease-specific 
information to support this form of quality education and care management. 
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Recipient Grievance and Appeals Procedures 
(§4.8.14.5)  
The Vendor has a system(s) linked to the IQAP for addressing recipients’ grievances and 
providing recipient appeals. This system includes: 


A.  Procedures for registering and responding to grievances and appeals within 30 days. 
Vendors must establish and monitor standards for timeliness; 


B.  Documentation of the substance of grievances, appeals, and actions taken; 


C.  Procedures ensuring a resolution of the grievance and providing the recipient access 
to the State Fair Hearing process for appeals;  


D.  Aggregation and analysis of grievance and appeal data and use of the data for quality 
improvement; 


E.  Compliance with DHCFP due process and fair hearing policies and procedures 
specific to Nevada Medicaid and Nevada Check Up recipients; and 


F.  Compliance with 42 CFR 438 Subpart F Grievance and Appeals. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our claims adjudication system houses and integrates our grievance, appeals, and Fair 
Hearing documentation. All data entered is stored in the IAP for retrieval, analysis, and 
trending.  


Our DHCFP-approved grievance and appeals procedures give direction and structure to the 
process. In compliance with DHCFP requirements, we resolve 90 percent of written, telephone 
or personal contacts from members and providers for grievances within 90 calendar days of 
the date of receipt and appeals within 30 calendar days.  


The quality employees conduct quarterly audits of grievances and appeals, identifying the top 
three categories for deeper analysis with a focus on determining barriers and solutions to the 
identified issues for implementation. 


The MAC and the QMC monitor grievance, appeal, and Fair Hearing data on a quarterly 
basis. Result analysis performed by these committees, which are comprised of departmental 
leaders and community practitioners, enables them to participate in quality improvement 
efforts. We report quarterly to DHCFP and annual data is reported through the IQAP annual 
evaluation. 
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Recipient Suggestions (§4.8.14.6) 
Opportunity is provided for recipients to offer suggestions for changes in policies and 
procedures.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We have two primary mechanisms for recipient input: participation on the HEAC described in 
Standard IV: Active QA Committee (§4.8.8.1-5) and through Case Manager and Member 
Services employee daily interaction. In newsletters and the member handbook, we invite 
members to provide any suggestion or feedback regarding their experience. Informally, we 
encourage our employees to solicit, accept, and forward suggestions during their routine 
contacts with each member. 


Steps to Assure Accessibility of Services (§4.8.14.7)  
The Vendor takes steps to promote accessibility of services offered to recipients. These steps 
include: 


A.  The points of access to primary care, specialty care and hospital services are 
identified for recipients; and 


B.  At a minimum, recipients are given information about: 


   1. How to obtain services during regular hours of operations; 


   2. How to obtain emergency and after-hour care;  


   3. How to obtain emergency out-of-service area care; and 


   4. How to obtain the names, qualifications and titles of the professionals who provide 
and/or are responsible for their care.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our member handbook and our new member Welcome Calls are the primary mechanisms to 
educate members on services available and the methods to access those services, whether the 
care is routine, urgent, or emergent and whether it is in the service area or out of area. We 
monitor practitioner availability for primary care practitioners, high-volume specialty care 
practitioners, and high-volume behavioral health practitioners. We also conduct quarterly 
assessment of accessibility through GeoAccess® and report results to the QMC along with an 
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analysis of member access complaints. We take corrective steps for any identified trend or 
pattern. The Annual IQAP Evaluation includes a summary of results showing the number of 
providers in each category within the 25-mile standard.  


We achieved 100 percent performance for provider access within 10 miles of the member with 
one exception known to DHCFP. We alerted both the affected members and DHCFP of this 
situation and continue to monitor the situation. 


Information Requirements (§4.8.14.8) 
A.  Recipient information (for example, subscriber brochures, announcements, and 


handbooks) in prose, written at an eighth (8th) grade level, that is readable and easily 
understood. 


B.  Written information is available in the prevalent languages of the population groups 
served.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We use software to ensure that written materials are at an 8th-grade level and test readability 
and understandability with focus groups whenever new material is drafted. We monitor 
languages and ethnicity on a regular basis. In our most recent analysis, English (81.5 percent) 
and Spanish (16.5 percent) are the two languages that meet the Nevada threshold.  







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-231 
November 15, 2012 


Confidentiality of Patient Information (§4.8.14.9) 
The Vendor acts to ensure that the confidentiality of specified patient information and records is 
protected. The Vendor: 


A.  Has established in writing, and enforced, policies and procedures on confidentiality, 
including confidentiality of medical records; 


B.  Ensures patient care offices/sites have implemented mechanisms to guard against the 
unauthorized or inadvertent disclosure of confidential information to persons outside 
of the Vendor;  


C.  Shall hold confidential all information obtained by its personnel about recipients 
related to their examination, care and treatment and shall not divulge it without the 
recipient’s authorization, unless: 


   1. It is required by law, or pursuant to a hearing request on the recipient’s behalf; 


   2. It is necessary to coordinate the recipient’s care with physicians, hospitals, or other 
health care entities, or to coordinate insurance or other matters pertaining to payment; 
or 


   3. It is necessary in compelling circumstances to protect the health or safety of an 
individual. 


D.  Must report any release of information in response to a court order to the recipient in 
a timely manner; and 


E.  May disclose recipient records whether or not authorized by the recipient, to qualified 
personnel, defined as persons or agency representatives who are subject to standards 
of confidentiality that are comparable to those of the State agency.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our policies and procedures, HIPAA compliance, employee education and training, and 
provider site audits support the philosophy and practice for confidentiality. When a breach 
occurs, the Privacy Officer conducts a risk assessment to determine the extent of the breach 
and the potential for harm, notifies the affected individuals, and takes action up to and 
including notification of law enforcement. 


As part of our credentialing of physicians and contracting of other providers, we routinely 
conduct office site visits to ensure that providers guard against unauthorized disclosure of 
Protected Health Information (PHI) and Individually Identifiable Health Information (IIHI). 
The standardized form used to conduct the audit includes standards for the protection of 
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member information. Providers who do not meet the standard are not included in the network 
until the deficiencies are corrected.  


Treatment of Minors (§4.8.14.10) 
The Vendor has written policies regarding the treatment of minors. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our DHCFP-approved policies and procedures include applicable language regarding the 
treatment of minors. Specifically, the treatment of minors is covered in our Member Privacy 
Rights, Disclosure of PHI, and Member Correspondence policies as each relates to minors. 


Assessment of Recipient Satisfaction (§4.8.14.11)  
The Vendor conducts periodic survey(s) of recipient satisfaction with its services: 


A.  The survey(s) include content on perceived problems in the quality, availability and 
accessibility of care. 


B.  The survey(s) assess at least a sample of: 


   1. All recipients; 


   2. Recipient requests to change practitioners and/or facilities; and 


   3. Disenrollment by recipients 


C.  As a result of the survey(s), the Vendor: 


   1. Identifies and investigates sources of dissatisfaction; 


   2. Outlines action steps to follow up on the findings; and 


   3. Informs practitioners and providers of assessment Results. 


D.  The Vendor re-evaluates the effects of the above activities. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Morpace, an NCQA–certified external survey vendor, annually administers the Consumer 
Assessment of Healthcare Providers and Systems (CAHPS®) member satisfaction survey for 
us, using the survey protocol defined in current HEDIS specifications. We currently perform 
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CAHPS surveys on our child, adolescent, and adult members. We will comply with the RFP 
contract requirements to perform a CAHPS survey on Children with Chronic Conditions, as 
directed by DHCFP. 


In February 2012, Morpace randomly selected 2,145 Amerigroup Nevada members to 
participate in the 2012 CAHPS 4.0H Child Medicaid Survey. 


We received the most recent member satisfaction report from Morpace in July, 2012 and are 
in the process of analyzing the findings and implementing actions as part of the “Investing in 
Quality” Team described in Analysis of Clinical Care and Related Services (§4.8.6.5). We are 
monitoring results on a monthly and quarterly basis and will adjust our interventions, as 
necessary, to maintain continued improvement. 


4.8.15 Standard XI: Standards for Availability and 
Accessibility  
The Vendor has established standards for access (e.g., to routine, urgent and emergency care; 
telephone appointments; advice; and recipient service lines) and complies with Section 4.5.5 of 
this RFP. Performance on these dimensions of access is assessed against the standards. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We monitor primary care and behavioral health practitioner appointment and after-hours 
accessibility annually against our standards, and initiate actions, as needed, to improve. Our 
IQAP team measures standards through CAHPS survey results, rate of member complaints, 
Access Survey Results, and After-Hours Surveys. We also monitor member service access on a 
regular basis and initiate actions when needed to improve performance.  


 


Table 4.8.15-1. Member Service Telephone Access Measures Exceeded 2011 and 2012 
Performance Goals 


Measure  Goal  2011 Performance  2012 Performance 


Member Service Average Speed 
of Answer in seconds 


Less than 30 
seconds 


15.4 seconds 
 


Exceeding the 
goal by 49% 


6.33 seconds 
 


Exceeding the goal 
by 79%—a one 


year improvement 
of 30% 
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Measure  Goal  2011 Performance  2012 Performance 


Member Service Abandon Rate  Less than 5% 


1.95% 
 


Exceeding the 
goal by 61% 


0.39% 
 


Exceeding the goal 
by 92%—a one 


year improvement 
of 31% 


Another method for accessing care is the Nurse HelpLine, which offers 24/7 access to 
members with questions regarding their current health status. The Nurse HelpLine 
performance met all goals for answer and abandonment rates in 2011. In addition, use of the 
Nurse HelpLine increased 43 percent from 2,136 calls in 2010 to 3,060 in 2011.  


We will implement an enhancement to the Nurse HelpLine program in Nevada called 
Amerigroup on Call. The new program will offer members access to PCPs with extended 
hours, urgent care centers, limited services clinics, and physician telephone consults. The 
telephone consults are with board‐certified, licensed doctors to provide telephone diagnosis, 
recommend treatment, and write short‐term, non‐DEA–controlled prescriptions when 
appropriate.  


Additional information on how we meet specific Network Access and Availability standards is 
addressed in our response to Section 5.1.11.4.D. 


4.8.16 Standard XII: Medical Record Standards  
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Accessibility and Availability of Medical Records 
(§4.8.16.1) 
A.  The Vendor shall include provisions in all provider contracts for HIPAA compliance 


with regard to access to medical records for purposes of quality reviews conducted by 
the Secretary of the United States Department of Health and Human Services (the 
Secretary), DHCFP, or agents thereof.  


B.  Records are available to health care practitioners at each encounter. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Our provider contracts include the requirement for providers to make medical records 
available to our IQAP and Provider Relations employees. The requirement to make records 
accessible and available extends to the Department of Health and Human Services and 
DHCFP or their agents. We advise offices of our visit ahead of time so that records are ready 
for review. When records are not available, we counsel the provider regarding their 
contractual obligation and implement a corrective action for our return visit.  


Record Keeping (§4.8.16.2) 
Medical records may be on paper or electronic. The Vendor takes steps to promote maintenance 
of medical records in a legible, current, detailed, organized and comprehensive manner that 
permits effective patient care and quality review. Medical records must be maintained as follows:   


A.  Medical Record Standards – The Vendor sets standards for medical records. The 
records reflect all aspects of patient care, including ancillary services. These 
standards shall, at a minimum, include requirements for: 


   1. Patient Identification Information – Each page on electronic file in record contains the 
patient’s name or patient ID number;  


   2. Personal/Demographic Data – Personal/biographical data includes: age, sex, race, 
address, employer, home and work telephone numbers, and marital status; 


   3. Entry Date – All entries are dated;  


   4. Provider Identification – All entries are identified as to author; 


   5. Legibility – The record is legible to someone other than the writer. A second reviewer 
should evaluate any record judged illegible by one physician reviewer;  


   6. Allergies – Medication allergies and adverse reactions are prominently noted on the 
record. Absence of allergies (no known allergies – NKA) is noted in an easily 
recognizable location;  


   7. Past Medical History [for patients seen three (3) or more times] – Past medical history 
is easily identified including serious accidents, operations, and illnesses. For children, 
past medical history relates to prenatal care and birth;  


   8. Immunizations for Pediatric Records [ages twenty (20) and under] – There is a 
completed immunization record or a notation that immunizations are up to date with 
documentation of specific vaccines administered and those received previously (by 
history); 


   9. Diagnostic information; 


   10. Medication information; 
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   11. Identification of Current Problems – Significant illnesses, medical conditions and 
health maintenance concerns are identified in the medical record; 


   12. Smoking, Alcohol or Substance Abuse – Notation concerning cigarettes, alcohol and 
substance abuse is present for patients twelve (12) years and over and seen three (3) 
or more times; 


   13. Consultations, Referrals, and Specialist Reports – Notes from any consultations are in 
the record. Consultation, lab, and x-ray reports filed in the chart have the ordering 
physician’s initials or other documentation signifying review. Consultation and 
significantly abnormal lab and imaging study results have an explicit notation in the 
record of follow-up plans;  


   14. Emergency care; 


   15. Hospital Discharge Summaries – Discharge summaries are included as part of the 
medical record for: 1) all hospital admissions that occur while the patient is enrolled 
with the Vendor; and 2) prior admissions as necessary; and 


   16. Advance Directive – For medical records of adults, the medical record documents 
whether or not the individual has executed an advance directive and documents the 
receipt of information about advance directives by the recipient and confirms 
acknowledgment of the option to execute an advance directive. An advance directive 
is a written instruction such as a living will or durable power of attorney for health 
care relating to the provision of health care when the individual is incapacitated. 


B.  Patient Visit Data – Documentation of individual encounters must provide adequate 
evidence of, at a minimum: 


   1. History and Physical Examination – Comprehensive subjective and objective 
information is obtained for the presenting complaints; 


   2. Plan of treatment; 


   3. Diagnostic tests; 


   4. Therapies and other prescribed regimens; 


   5. Follow-up – Encounter forms or notes have a notation, when indicated, concerning 
follow-up care, call or visit. Specific time to return is noted in weeks, months, or PRN 
(as needed). Unresolved problems from previous visits are addressed in subsequent 
visits; 


   6. Referrals and results thereof; and 


   7. All other aspects of patient care, including ancillary services.  
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We have documented medical record standards for our network providers that meet all 
requirements and have been approved by DHCFP under the current MCO contract. We 
measure conformance to these standards annually.  


Record Review Process (§4.8.16.3) 
A.  The Vendor has a system (record review process) to assess the content of medical 


records for legibility, organization, completion and conformance to its standards; and 


B.  The record assessment system addresses documentation of some or all of the items 
listed in Section 4.8.14.2, above. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


In 2011, we reviewed 445 medical records for compliance with documentation requirements 
using tools specifically designed for different practice settings and including a section to audit 
documentation of cultural needs such as race/ethnicity or spoken language. Additional 
documentation of compliance with clinical practice guidelines or HEDIS measurements 
includes ADHD, Adult Preventive, and prenatal/post-partum care. We are continuing the 
record review process in 2012. 


This analysis of medical records allows us to evaluate documentation patterns, quality of care, 
clinical performance, and preventive health practice patterns.  


All medical record reviews included an exit meeting where the Quality Nurse Reviewer 
provided feedback on areas of opportunity, education materials, Early and Periodic Screening, 
Diagnosis, and Treatment Program periodicity charts, well-exam templates and other forms, 
as well as Clinical Practice Guidelines. For providers that did not meet the minimum standard 
of 80 percent compliance, a follow-up visit(s) was scheduled and completed. We found all 
providers in compliance upon follow-up review. 
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4.8.17 Standard XIII: Utilization Review  
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


UM includes monitoring and reporting of service utilizations: Prior Authorization, 
Concurrent Review/Discharge Planning, and Ancillary Services. We structure our programs 
to ensure that our members receive the highest level of quality services as timely as their 
medical condition indicates, using approved medical and behavioral services approval criteria 
to ensure the right services at the most appropriate level by the most appropriate healthcare 
provider. These programs work in a collaborative manner throughout the care continuum. We 
gather data on each program and its activities, which allows us to monitor our effectiveness 
and identify opportunities for improving our cross-functional approach. 


Our IQAP, CM, and UM processes are fully integrated between physical, behavioral, and 
psychosocial services. Behavioral health issues cross all populations at different levels of 
severity.  


Written Program Description (§4.8.17.1) 
The Vendor has a written utilization review management program description, which includes, at 
a minimum, procedures to evaluate medical necessity, criteria used, information sources and the 
process used to review and approve the provision of medical services. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our current written UM program description incorporates 2011 NCQA standards. The 
purpose of the UM program description is to ensure that eligible members receive the most 
clinically appropriate services in the most efficient manner possible and to enhance 
consistency in reviewing cases by providing a framework for clinical decision-making. The 
description covers all of the components within NCQA standards. The UM Program provides 
relevant UM information to the IQAP for quality improvement activities. This includes 
identifying quality-of-care concerns, disproportionate utilization trends, adverse access 
patterns, and lack of continuity and coordination of care processes. 


We use Nevada MSM, InterQual® Level of Care Criteria and Behavioral Health Guidelines, 
and Aetna’s CPBs to review medical necessity and appropriateness of both physical and 
behavioral health services. These criteria and guidelines are industry standards for medical 
necessity review and are widely used by health plans, hospitals, and government agencies.  
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In addition to these standards, we reference national guidelines produced by healthcare 
organizations such as individual medical and surgical societies, National Institutes of Health, 
and the Centers for Disease Control.  


Scope (§4.8.17.2) 
The program has mechanisms to detect under-utilization as well as over-utilization.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


The scope of the DHCFP-approved Utilization Management Program includes activities 
related to inpatient and ambulatory care and collaborates with other departments within 
Health Care Management Services (HCMS) in care coordination, discharge planning, and 
CM to meet the physical and behavioral healthcare needs of its members. It adopts an 
integrated medical management model based on the physical, behavioral, and social needs of 
eligible members. The UM program, in collaboration with other departments such as 
Integrated Disease Management Center, Pharmacy Program, and CM, facilitates the delivery 
of the most appropriate medically necessary care to eligible members in the most appropriate 
setting. The UM Program coordinates with the National Pharmacy Program. 
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Pre-Authorization and Concurrent Review 
Requirements (§4.8.17.3) 
For Vendors with pre-authorization or concurrent review programs: 


A.  Pre-authorization and concurrent review decisions are supervised by qualified 
medical professionals; 


B.  Efforts are made to obtain all necessary information, including pertinent clinical 
information, and consult with the treating physician, as necessary; 


C.  The reasons for decisions are clearly documented and available to the recipient; 


D.  The Vendor’s prior authorization policies and procedures must be consistent with 
provision of covered medically necessary medical and dental care in accordance with 
community standards of practice; 


E.  There are well-publicized and readily available mechanisms for recipient appeals and 
grievances as well as provider disputes. Providers may pursue an appeal on the 
recipient’s behalf with the recipient’s written authorization.  The Notice of Action 
must include a description of how to file an appeal; 


F.  Appeal and grievance decisions are made in a timely manner as warranted by the 
health of the enrolled recipient; 


G.  There are mechanisms to evaluate the effects of the program using data on recipient 
satisfaction, provider satisfaction or other measures; 


H.  Consistent with 42 CFR 438.6(h) and 42 CFR 423.208, Vendors must ensure that 
compensation to individuals or entities that conduct utilization management activities 
is not structured so as to provide incentives for the individual or entity to deny, limit, 
or discontinue medically necessary services to any member; and 


I.  If the Vendor delegates responsibility for utilization management, it has mechanisms 
to ensure that the delegate meets these standards.  


Amerigroup Nevada currently complies with this Contract and will continue to do so under the 
new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


There are several ways that a provider may request authorization for a service or prescription: 
telephone, fax to our Provider services line, or online submission. In addition, through our 
Provider website, we offer a real-time, online automated approval process based on specific 
business rules for both pharmacy and medical authorizations. Our website also allows 
providers to submit an appeal and view authorization status.  







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-241 
November 15, 2012 


Our UM clinicians who perform the following activities during the review process: 1) Review 
request using the previously described medical necessity criteria; 2) If criteria is not met, the 
Medical Director reviews the request, 3) If authorization is denied, we send adverse medical 
determination and denial and appeal process notifications.  


Our UM team has adopted a proactive approach to ensuring services that are required never 
lapse. For Nevada, we have developed an innovative State-approved process of tracking 
authorizations scheduled to expire. In this process, we contact the authorized provider and 
member prior to the end of the authorized period to determine if the service needs to be 
continued. 


Since 2009, our Nevada UM nurses and medical directors have participated in our inter-rater 
reliability (IRR) assessments that determine our consistency in applying our nationally 
recognized standard of care criteria sets. The Clinical Operations’ Director at Amerigroup 
Corporation is responsible for administering the IRR program for all employees who apply 
criteria to determine medical necessity. 


The UM IRR threshold is 80 percent. In 2012, all UM Adult care nurses received 92 percent; 
our Pediatric UM nurses achieved 87 percent; and our Medical Directors averaged 85 percent 
for all three IRR reviewed criteria.  


Amerigroup makes UM criteria available to practitioners upon request. If a medical necessity 
decision results in an adverse determination, practitioners are welcome to discuss the denial 
decision with our Medical Director. This collaborative approach allows us to ensure all 
necessary information is included for decision making. 


The need for pre-certification is described in the provider manual and on the provider website 
and lists out the specific services that require plan approval.  


We notify providers when we make an adverse decision and make provider appeal and 
grievance decisions based on available information and within the time frames set for by 
DHCFP. 


We do not provide incentives to our UM employees to deny, limit, or discontinue medically 
necessary services to any member. 


When UM is delegated, we review their capabilities, and if appropriate, past performance in 
partnership with Amerigroup with our initial contract review. We routinely evaluate delegated 
performance against contract requirements. We acknowledge our full responsibility for the 
performance of all services under the contract. The delegation agreement does not relieve us 
of legal responsibility for services performed.  
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4.8.18 Standard XIV: Continuity of Care System 
The Vendor has put a basic system in place, which promotes continuity of care and case 
management. The Vendor must take a comprehensive and collaborative approach to coordinate 
care for the eligible population and conditions as specified by DHCFP through an effective case 
management program, partnerships with primary care physicians and specialists, provider and 
recipient participation, recipient/family outreach and education, and the ability to holistically 
address member’s health care needs. Care coordination must include not only the specific 
diagnosis, but also the complexities of multiple co-morbid conditions, including behavioral 
health, and related issues such as the lack of social or family support.  


Vendor must offer and provide case management services which coordinate and monitor the care 
of members with specific diagnosis and/or who require high-cost or extensive services. The 
Vendor’s case management program must include, at a minimum, the following: 


A.  Identification of members who potentially meet the criteria for case management; 
through health risk assessment and tailoring care management programs to the 
recipients need, respecting the role of the recipient to be a decision maker in the care 
planning process.  


B.  Assessment of the health condition for members with a positive screen. 


C.  Notification to the members PCP of the member’s enrollment in the Vendor’s case 
management program;  


D.  Development and implementation of a care treatment plan for members in case 
management based on the assessment which includes: 


   1. Member and PCP participation in both development and implementation phases of 
the care treatment plan; 


   2. Coordination of care and communication between the member, PCP, and other 
service providers and case managers; and  


   3. Coordination with State and county agencies, as appropriate, [e.g., the Aging and 
Disability Services Division; Division of Child & Family Services; Governor’s Office 
of Consumer Health Assistance (CHA); Office of Disability Services; Health 
Division; Mental Health and Developmental Services Division (MHDS); Division of 
Welfare and Supportive Services; and Substance Abuse Prevention and Treatment 
Agency (SAPTA)], as well as other public assistance programs, such as the Women, 
Infant, Children (WIC) program; teen pregnancy programs; parenting programs; and, 
Child Welfare programs. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 
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Our CM program is designed to identify member needs and address them in a person-
centered, holistic manner. It focuses on the development of realistic, measurable goals and the 
involvement of all providers, services, and resources required to assist members to achieve 
these goals. Through careful coordination of Case Management and DM activities, we provide 
the right care in the right place at the right time.  


Case Managers ensure that appropriate referrals are made for services and share pertinent 
information among providers. Case Managers also ensure that information is provided to 
members and providers regarding the availability of treatment. The activities of care 
coordination, DM, and discharge and transition planning are all part of case management. 


Our Case Management program addresses the complex needs of members with serious and 
complicated medical or behavioral health. Case Management activities include predictive 
modeling, the development of individual care treatment plans, and supporting primary care 
provider/specialist treatment of members. 


Care Management Program Components (§4.8.18.2) 
The following components should be incorporated into the Vendor case management program:  


A.  Identification  


Vendor must have mechanisms in place to identify members potentially eligible for case 
management services. These mechanisms must include an administrative data review (e.g. 
diagnosis, cost threshold, and/or service utilization) and may also include telephone interviews; 
mail surveys; provider/self referrals; or home visits.  


B.  Assessment 


The Vendor must arrange for or conduct an initial comprehensive assessment of new members, 
to confirm the results of a positive identification and to determine the need for case management 
services within 90 days of enrollment. Face-to-face assessments shall be conducted, as 
necessary. The goals of the assessment are to identify the member’s existing and/or potential 
health care needs and assess the member’s need of case management services.  


The comprehensive assessment must evaluate the member’s physical health, behavioral health, 
co-morbid conditions, and psycho-social, environmental, and community support needs. The 
assessment must be completed by a physician, physician assistant, RN, LPN, licensed social 
worker, or a graduate of a two-or four-year allied health program. If the assessment is completed 
by another medical professional, there should be oversight and monitoring by either a registered 
nurse or physician. 
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Furthermore, the Vendor must provide information to the members and their PCPs that they have 
been identified as meeting the criteria for case management, including their enrollment into case 
management services. 


C.  Prioritize Care Needs of the Member  


The Vendor must develop methods to synthesize assessment information to prioritize care needs 
and develop treatment plans. Once the members care needs have been identified, the Vendor 
must, at a minimum:  


   1. Develop a care treatment plan (as described below);  


   2. Implement member level interventions;  


   3. Continuously monitor the progress of the patient; 


   4. Identify gaps between care recommended and actual care provided, and propose and 
implement interventions to address the gaps; and 


   5. Re-evaluate the member’s care needs and adjust the level of case management 
services accordingly.  


D.  Care Treatment Plan 


Based on the assessment, the Vendor must assure and coordinate the placement of the member 
into case management and development of a care treatment plan within 90 days of membership. 
The care treatment plan as defined by DHCFP is the one developed by the Vendor. The member 
and the member's PCP must be actively involved in the development of the care treatment plan. 
The designated PCP is the physician who will manage and coordinate the overall care for the 
member. Ongoing communication regarding the status of the care treatment plan may be 
accomplished between the Vendor and the PCP’s designee (i.e. qualified health professional). 
Revisions to the clinical portion of the care treatment plan should be completed in consultation 
with the PCP.  


The Vendor must arrange or provide for professional care management services that are 
performed collaboratively by a team of professionals (which may include physicians, physician 
assistants, nurses, specialists, pediatricians, pharmacists, behavior health specialists, and/or 
social workers) appropriate for the member’s condition and health care needs. 


The care treatment plan should reflect the member’s primary medical diagnosis and health 
condition, any co-morbidity, and the member’s psychological and community support needs. At 
a minimum, the Vendor’s physical health case manager must attempt to coordinate care with the 
member’s case manager from other health systems, including behavioral health. The care 
treatment plan must also include specific provisions for periodic reviews of the member’s 
condition and appropriate updates to the plan.   
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Vendor must honor ongoing care treatment plans, as medically necessary, for members 
transferred into the Vendor’s plan from another Medicaid Vendor, a State-designated HIX plan 
or any other existing care treatment plans. 


E.  Designation of PCP 


For members with case management needs, the designated PCP is the physician who will 
manage and coordinate the overall care for the member. See Section 4.2.1.8 for other PCP 
designation requirements. In addition, the Vendor will facilitate the coordination of the members 
care and ensure communications between the member, PCP, and other service providers and case 
managers. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Identification 
Our Real Solutions® Health Care Insights suite of predictive models facilitates prospective 
identification and referral for specialized Case Management of members with elevated risks or 
ongoing medical or behavioral health conditions. Each month, we perform a detailed analysis 
of member data to identify those who require Case Management. Predictive modeling allows 
us to monitor members with healthcare needs that may lead to high-intensity intervention. By 
following them closely, we are frequently able to intervene earlier to facilitate use of 
appropriate lower-level care.  


Notification 
We notify PCPs to enlist their assistance in developing a comprehensive care plan requesting 
clinical and psychosocial information and sharing utilization information. We routinely advise 
the PCP when changes are made to the treatment plan and solicit the PCP’s continued input. 


Assessment 
Amerigroup is committed to gathering the most complete and accurate information possible. 
We conduct all assessments within 90 days of enrollment in a way that is culturally sensitive to 
the needs and preferences of the member, including performing assessments in the member’s 
preferred language. Assessment data forms the foundation of all care planning and future 
healthcare interventions. 


Our six Case Managers, five of whom are registered nurses and one is a licensed social 
worker, use the Amerigroup Universal Assessment Tool to build the Universal Care Plan and 
assess monitoring of service coordination. Data captured through this process is stored in our 
IAP and supports many of the case management and quality activities.  
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We promote shared decision-making among our employees, with our members, and between 
our providers and members. Educational materials in their prevalent language, a high 
percentage of providers with different language abilities, and translation services ensure that 
the member is provided the information in a way they can best understand and use it.  


Prioritizing Care  
At the conclusion of the assessment, the Case Manager assigns the member to one of five 
acuity levels to further define the level of Case Management needed.  


Table 4.8.18-1. Acuity/Risk Levels Align Care Management with Member and Family Needs 
Acuity Levels Criteria Frequency of 


Contact 
Complex/ 
Catastrophic 


The member’s medical, psychosocial, safety, and/or 
functional status is extremely unstable; uncontrolled 
utilization of acute care; lack of Care Plan progress and/or 
adherence due to instability; requires intensive trans‐
disciplinary interventions and monitoring. 


Weekly 


Severe Risk The member’s medical, psychosocial, safety, and/or 
functional status is severely unstable; frequent admissions 
or e‐admissions; lack of Care Plan progress; requires very 
frequent interventions, adjustment, and monitoring of the 
Care Plan to increase the likelihood of adherence and goals 
achievement. 


Every one to two 
weeks 


High Risk The member’s medical, psychosocial, and/or functional 
status is unstable, requiring more frequent interventions 
and monitoring; exhibits a significant risk for admission or 
re‐admission to an acute care setting or safety risk. 


Every three to four 
weeks 


Medium Risk Services are well coordinated; however, still requires 
support and follow‐up to ensure compliance. 


Every one to two 
months 


Low Risk Stable, safe environment and following an established Care 
Plan. Care management focuses on continued stability and 
increased likelihood of positive outcomes. 


Every two to three 
months 


The Case Manager then coordinates communication among the Case Management team, 
including the member, parent or guardian, providers, and community resources. We provide 
all practitioners who serve the member with employee contact information so that they can call 
our employees for consultation and technical assistance if a member presents with disorders 
outside of the practitioner’s expertise, such as developmental delays or behavioral health 
conditions.  


Our predictive model, the Chronic Illness Intensity Index (CI3), uses a tiered approach to 
examine multiple data sources and identify members with the most acute needs and those most 
at-risk for inpatient care. This tool is used to prioritize members for more immediate outreach 
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by our Case Management team. CI3 incorporates review of physical and behavioral health 
conditions, utilization, and pharmacy use, providing us with a clear picture of all the specific 
risks for each individual.  


Additionally, we use the Likelihood of Inpatient Admission index to identify members who are 
most likely to be admitted to the hospital, based on past inpatient utilization. Members enrolled 
in the highest levels of CM receive a monthly CI3 score, which drives re-stratification and 
program reassignment. 


Care Treatment Plan 
Our Case Managers prepare personalized care treatment plans based on the results of the 
assessment within 90 days of membership that maps out coordination of all services from 
caregivers and providers to help improve the member’s quality of life. We include the member 
in the development of the plan using information gathered during the assessment and from 
ongoing interaction with the member, their families, or caregivers.  


Care treatment plans guide members in reaching their treatment goals while avoiding any 
barriers along the way. Plans may include a combination of telephone and field-based services 
delivered by a multidisciplinary team to ensure that all medical, behavioral, functional, and 
social service needs are addressed. These plans include member preferences, interventions for 
each diagnosis, short- and long-term goals, interventions designed to assist members in 
achieving goals, and identification of barriers to meeting goals or complying with the care 
treatment plan. 


An effective care treatment plan also considers all services available to the member from the 
community, including State and county agencies, volunteer associations, and public assistance 
programs. Our Case Managers coordinate all the input from these services with information 
from the member and PCP to create a comprehensive care plan. 


Designation of a PCP 
In an effort to support the best coordination of services for our members, we ask them to 
choose a PCP as their medical home. If they are unable to decide, we select one for them, but 
they are able later to choose a different PCP, if necessary. Our Case Managers support these 
member-provider relationships. We also discuss our approach to PCP selection in Section 
4.2.1.8 and Section 5.1.11.3.B. 
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Case Management Program Staffing (§4.8.18.3) 
The Vendor must identify the staff that will be involved in the operations of the case 
management program, including but not limited to: case manager supervisors, case managers, 
and administrative support staff. The Vendor must identify the role/functions of each case 
management staff member as well as the required educational requirements, clinical licensure 
standards, certification and relevant experience with case management standards and/or 
activities. Furthermore, the Vendor must provide case manager staff/member ratios based on the 
member risk stratification and different levels of care being provided to members. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Amerigroup uses a model to predict staffing needed to meet the service requirements of our 
members. We use this to identify the number of Case Managers to deploy. Please see Section 
5.1.10.1 for a more detailed description.  


We currently have six Case Management employees reporting to the Vice President of HCMS 
under the current Contract including: 


 2 Non-obstetrician (OB) Case Managers 


 2 OB Case Managers 


 1 Behavioral Health Case Manager 


 1 Social Worker 


We provide ongoing educational efforts to improve the knowledge, skills, and capabilities of 
the employees who serve our members.  
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Case Management Conditions (§4.8.18.4) 
The Vendor must, at a minimum, provide case management to members with the following 
clinical and behavioral health conditions:  


A.  Congestive Heart Failure (CHF); 


B.  Coronary Arterial Disease (CAD); 


C.  Hypertension (excluding Mild Hypertension); 


D.  Diabetes; 


E.  Chronic Obstructive Pulmonary Disease (COPD); 


F.  Asthma; 


G.  Severe Mental Illness; 


H.  High-Risk or High-Cost Substance Abuse Disorders; 


I.  Severe Cognitive and/or Developmental Limitation;  


J.  Members in Supportive Housing; and 


K.  Members with Complex Conditions. 


However, Vendor’ should focus on all members whose health conditions warrant case 
management services and should not limit these services only to members with these conditions 
(e.g., cystic fibrosis, cerebral palsy, sickle cell anemia, etc.). 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our Case Management services incorporate strategies of predictive modeling identification 
and stratification and comprehensive assessments to identify and target high-risk members.  


Chronic Condition Case Management includes, but is not limited to, the following conditions: 


 Congestive Heart Failure  


 Coronary Arterial Disease 


 Hypertension (excluding Mild Hypertension) 


 Diabetes Mellitus 
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 Chronic Obstructive Pulmonary Disease  


 Asthma 


 Severe Mental Illness 


 High-Risk or High-Cost Substance Abuse Disorders 


 Severe Cognitive and/or Developmental Limitation  


 Members in Supportive Housing 


 Members with Complex Conditions 


 Health Conditions that warrant case management such as cystic fibrosis, cerebral 
palsy, sickle cell anemia  


Case Management Strategies (§4.8.18.5) 
The Vendor must follow best-practice and/or evidence-based clinical guidelines when devising a 
member’s treatment plan and coordinating the case management needs. Should a Vendor employ 
a disease management methodology (e.g., grouper, predictive modeling, proprietary screening 
algorithms) to identify and/or stratify members in need of various levels of health coaching and 
care intervention, the methods must be validated by scientific research and/or nationally accepted 
and recognized in the health care industry.  


The Vendor must develop and implement mechanisms to educate and equip physicians with 
evidence-based clinical guidelines or best practice approaches to assist in providing a high level 
of quality care to Vendor members.  


The Vendor will work collaboratively with DHCFP to determine member race and ethnicity. The 
Vendor will organize interventions specifically designed to reduce or eliminate disparities in 
health care. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Our case management strategies are based on best 
practices and evidence-based medical literature, 
scientific evidence, and nationally recognized methods. 
We discuss the following Case Management strategies, 
which are currently in place, in detail in Section 
5.1.11.5.A. under Case Management Strategies.  







 Tab VI – Section 4 – Scope of Work 
 4.8 Internal Quality Assurance Programs 
 


 


Nevada Medicaid MCO Services RFP #1988 VI-251 
November 15, 2012 


Patient-Centered Case Management for Members with Complex 
Conditions 
Our model assesses each individual to identity the full range of needs, including physical and 
behavioral health, social support, and environmental deficits, and engages them in an 
integrated, member-driven, person-centered care treatment plan. 


Complex and Integrated Case Rounds and Clinical Oversight 
We conduct complex case rounds in which our physical and behavioral Medical Directors lead 
a multidisciplinary team of nurses, behavioral health clinicians, and social workers to 
strategize on meeting the holistic needs of members with complicated co-morbid needs. 


Training Of and Coordination Between Medical and Behavioral Health 
Practitioners 
Our training plan includes training of PCPs on behavioral health issues and behavioral 
health providers on integration and cultural competency. We introduce providers to a 
comprehensive provider website through which all providers can view information on 
behavioral health screening and care coordination tools. 


Targeted Behavioral Case Management 
We directly manage behavioral health benefits for our members. Our operations fully 
integrate medical and behavioral health—including clinical oversight by medical and 
behavioral health Medical Directors, healthcare management, health information technology, 
claims, predictive modeling, and quality management functions. 


Case Management for Supportive Housing 
Our Case Managers establish a plan of intervention tailored to each member’s needs that 
coordinates services from community organizations and housing facilities and ensures that 
members schedule medical and behavioral health appointments. 


Case Management for Members with High-Risk Pregnancies 
Since 2009, we have implemented our full pregnancy management program, Amerigroup’s 
Taking Care of Baby and Me®, in Nevada. This program provides each pregnant member with 
an array of services that support her and her newborn to provide the best opportunity to have a 
healthy baby and to be a successful mom. 
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Predictive Modeling 
We use a systematic, prospective approach when identifying and prioritizing our members with 
a risk of poor health outcomes, the CI3. 


Disease Management Methodology 
Our DM Program has Full NCQA Accreditation for Patient and Practitioner–Oriented 
Disease Management with the additional distinction of Performance Measures Reporting. Our 
DM program employs a multidisciplinary, continuum-based care team approach to healthcare 
delivery that proactively identifies populations who have or are at-risk for established medical 
conditions. 


Use of Evidence-Based Clinical Practice Guidelines (CPGs) 
Amerigroup adopts and disseminates Clinical Practice Guidelines for acute and chronic 
medical and behavioral health conditions. Amerigroup, through a collaborative review 
process, involves board-certified practitioners from appropriate specialties in the development 
and approval of the guidelines. 


Case Management Innovations 
Amerigroup proposes to share our corporate-wide expertise with DHCFP on the following 
innovative care coordination processes. We have implemented each of the following in at least 
one of our affiliate health plans, working collegially with the related state agencies. 


 Amerigroup on Call 


 Juvenile Justice Case Management 


 Pharmacy Medication Therapy Management 


 Telemedicine 


 Enhancement of Nevada’s care coordination with our Nevada Hospitalist program for 
discharge planning 


We work collaboratively with DHCFP to determine member race and ethnicity and organize 
interventions specifically designed to reduce or eliminate disparities in health care. 
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Information Technology System for Case Management 
(§4.8.18.6) 
The Vendor’s information technology system for its case management program must maximize 
the opportunity for communication between the Vendor, PCP, the patient, other service providers 
and case managers. The Vendor must have an integrated database that allows Vendor staff that 
may be contacted by a member in case management to have immediate access to and review of 
the most recent information within the Vendor’s information systems relevant to the case. The 
integrated database may include the following: administrative data, call center communications, 
service authorizations, care treatment plans, patient assessments and case management notes. For 
example, Vendor member services staff must have access to a member’s case management notes 
and recent inpatient or emergency department utilization if contacted by that member. The 
information technology system must also have the capability to share relevant information (i.e. 
utilization reports, care treatment plans, etc.) with the member, the PCP, and other service 
providers and case managers. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We use CareCompass as our Information Technology solution for CM. CareCompass provides 
care managers with a comprehensive solution for developing, documenting, managing, and 
monitoring care plans for our Medicaid and Nevada Check Up members.  


CareCompass gathers and organizes member claims, lab results, immunizations, prior 
authorization, and demographic information to help the care team evaluate the member’s 
current health status and identify the services they should receive and any outreach activities 
for the member or their providers. It supports the Case Manager and other participants of the 
care team in developing an appropriate care treatment plan for the member. 


As the availability of a Health Information Exchange (HIE) evolves and more providers adopt 
Electronic Health Records (EHRs) and connect to HIEs, the methods for provider 
collaboration and care coordination will also evolve. To support the State’s efforts, our CEO 
and medical director serve on the Board working with DHCFP to bring HIE and EHRs to 
Nevada. 
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4.8.19 Standard XV: IQAP Documentation 
Scope (§4.8.19.1) 
The Vendor shall document that it is monitoring the quality of care across all services and all 
treatment modalities, according to its written QAP. (This review of the entire range of care is 
expected to be carried out over multiple review periods and not on a concurrent basis.)  


Maintenance and Availability of Documentation 
(§4.8.19.2) 
The Vendor must maintain and make available to the DHCFP, and upon request to the Secretary, 
studies, reports, protocols, standards, worksheets, minutes, or such other documentation as 
requested concerning its quality assurance activities and corrective actions.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Based upon our IQAP, our quality employees document all activities associated with 
monitoring and evaluating the quality of care across all services and treatment modalities 
through the use of electronic and paper files. Our IQAP Work Plan details the specific 
quality-of-care areas of concern to be monitored and the schedule for the activities involved.  


Our employees document all meetings, maintain meeting minutes, generate reports for studies 
conducted, and document the analysis of all data collected for reporting to all appropriate 
committees and agencies. We produce studies, reports, protocols, standards, worksheets, 
minutes, and other documentation that is made available to DHCFP or CMS as requested for 
quality assurance activities and corrective actions.  
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4.8.20 Standard XVI: Coordination of Quality 
Assurance (QA) Activity with Other Management 
Activity 
The findings, conclusions, recommendations, actions taken and results of the actions taken as a 
result of QA activity, are documented and reported within the Vendor’s organization and through 
the established QA channels. 


4.8.20.1 Quality assurance information is used in recredentialing, reconstructing and/or annual 
performance evaluations.  


4.8.20.2 Quality assurance activities are coordinated with other performance monitoring 
activities, including utilization management, risk management and resolution and 
monitoring of recipient grievances and appeals.  


4.8.20.3 There is a linkage between quality assurance and the other management functions of 
the Vendor such as: 


A.  Network changes; 


B.  Benefits redesign; 


C.  Medical management systems (e.g., pre-certification); 


D.  Practice feedback to practitioners; 


E.  Patient education; and 


F.  Recipient services. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


As part of the IQAP, we provide a written process for coordinating all quality assurance 
activities with other management functions. We are aware that issues and information 
gathered during quality assurance studies, PIPs, reviews, surveys, member complaints, and 
other activities provide valuable data to improve our service levels across the plan. The Nevada 
IQAP identifies the other functional areas affected by QA activities and provides direction for 
the coordination of activities.  


We document the analysis findings for the adequacy of services, quality, utilization, 
complaints, grievance, appeals, member outcome measurements, provider closure of gaps in 
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care, HEDIS and HEDIS-like measures, continuity of care, provider access, and out-to-
network usage on an ongoing basis.  


Credentialing and Re-credentialing (§4.8.20.1)  
When we identify a provider who is out of compliance, our Provider Relations Representatives 
visit the provider and present a letter requesting a corrective action plan. These employees 
continue to monitor compliance and re-survey the provider after 90 days to verify that the 
provider is in compliance. Ultimately, we remove provider from our network if he/she does not 
take action to meet the requirements in their contracts and outlined in the provider manual. 


Feedback to Utilization and Risk Management (§4.8.20.2) 
We conduct an annual evaluation of the IQAP and UM Program in comparison to program 
objectives and activities, and the MAC and QMC review the results. Results and 
recommendations become the basis for each subsequent year’s activities. Unrealized 
goals/objectives may be carried over to the plan for that year. As part of the IQAP evaluations, 
Amerigroup Clinical Quality Management conducts member and provider satisfaction surveys 
to determine satisfaction with the UM process. We identify opportunities for improvement and 
initiate actions to meet program goals and member/provider expectations. We monitor results 
through ongoing surveys.  


Linkage with Management Functions (§4.8.20.3) 
Our IQAP ensures the coordination of performance monitoring activities including risk 
management, UM, credentialing, member services, health promotion, disease and case 
management, contracted services, and monitoring of member grievances and appeals. 
Feedback from CAHPS and provider surveys drive changes in processes for both stakeholders. 
Requests for new services and local CPGs also drive our benefits. 


We thoroughly investigate all potential quality-of-care issues, including those associated with 
infections, errors, or Never Events. Regardless of which department employees identify the 
potential issue (Claims, member Call Center, Provider Services, Utilization Management, or 
QM), all inquiries are documented and routed to our IQAP Department, which is responsible 
for researching and tracking the issue in the quality database. Adverse incidents and critical 
events are immediately forwarded to our Risk Manager. Any Hospital Acquired Conditions, 
Never Events, and serious reportable events that we identify are investigated for cause or 
contributing factors and reported as applicable by State or federal regulations. 


Amerigroup providers receive information about the IQAP goals and progress toward meeting 
the goals, PIPs, and initiatives through health plan orientation, newsletters, bulletins, 
performance reports, Provider Relations Representatives, provider manuals, our provider 
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website, and office site visits. We also publish updates on quality activities in the provider 
newsletter and on the website. 


We inform members about our IQAP routinely by: 1) reviewing quality initiatives with HEAC; 
2) sharing CAHPS and HEDIS scores and the actions we are taking through annual member 
newsletters; 3) posting information on the member website.  


When requested or at least annually, we provide DHCFP with the IQAP, IQAP annual Work 
Plan, periodic reports for PIPs, CAHPS, HEDIS and other prescribed measure reporting, and 
all other required information through the processes outlined in the Contract. We also share 
the actions taken in response to the EQRO findings each year with DHCFP.  


4.8.21 Standard XVII: Data Collection  
The Vendor must provide DHCFP with uniform utilization, cost, quality assurance, and recipient 
satisfaction/complaint data on a regular basis, in accordance with Section 4.7, Quality Assurance 
Standards. The Vendor will submit information to DHCFP in accordance with the contract, 
performance measures and reports. Data for measures of quality, utilization, recipient satisfaction 
and access will be reported for the contract population. 


4.8.21.1 Specific areas of study required will be stated in the contract with each individual 
Vendor. 


4.8.21.2 Data or studies required by the contract must be submitted timely, and be accurate 
and complete. 


4.8.21.3 Monitoring and tracking of grievance/appeal information, childhood 
immunization, and prenatal and obstetrical care are required annually.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


Specific Areas of Study (§4.8.21.1) 
We submit uniform data set reports for UM, QA, CAHPS, Provider Satisfaction, cost, and 
complaint data routinely to DHCFP. In addition, all periodic data measures for quality and 
performance measures (HEDIS) will be submitted as required by the Contract. 


Timely Submission of Studies (§4.8.21.2) 
We submit all reports in a timely fashion to DHCFP, in accordance with the Contract 
requirements. 
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Monitoring and Tracking of Grievance/Appeal Information for TANF 
(§4.8.21.3) 
We document member grievances, appeals, and Fair Hearing referrals in the member record 
database. The system documents the date of the receipt automatically and the date of 
resolution when employees close the item. From this database, we can extract the data used in 
our required quarterly reporting to the agency. The database also calculates aging from date 
of receipt, which helps us validate compliance with the state grievance and appeal resolution 
turn-around time standards as set forth in our current Contract with DHCFP. 


4.8.22 Standard XVIII: Dispute Resolution 
The Vendor must staff a provider services unit to handle provider questions and disputes. 


4.8.22.1 The Vendor must resolve ninety percent (90%) of written, telephone or personal 
contacts within thirty (30) calendar days of the date of receipt.  


4.8.22.2 A written record in the form of a file or log is to be maintained by the Vendor for 
each provider inquiry or dispute to include the nature of it, the date filed, dates and 
nature of actions taken, and final resolution. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.A. 


We follow standard policies and procedures to respond to provider questions and to perform 
dispute resolution. Provider grievances are handled through our Nevada Provider Relations 
Representatives. Provider medical necessity appeals are handled by our Nevada quality team, 
and provider payment disputes are handled by the Corporate Claims Appeal employees 
described in Section 4.11.7. We train employees to respond quickly and accurately to all 
inquiries from health plan providers and have a variety of tools available to assist them with 
their responses. Our employees log provider contacts regarding grievances and appeals into 
the core operations system for tracking and reporting. We maintain the written record of all 
required elements of a dispute within the core system. 


Our team of professionals is responsible for ensuring that we meet or exceed the goal of 80 
percent of all disputes resolved within 30 calendar days of the initial inquiry. Our current 
resolution rate is 90 percent within 30 calendar days from receipt.  
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4.9 STATE QUALITY ASSESSMENT AND 
PERFORMANCE IMPROVEMENT STRATEGY 
This Scope of Work (SOW) section contains requirements and requirements that are directly 
referenced as questions in Section 5, Vendor Information.  


We have briefly highlighted relevant capabilities and referred the reader to the appropriate 
Section 5 answer for our complete response. This approach both reduces duplication and 
complies with the instructions in Section 10.1.6 of the RFP.  


Table 4.9-1. Cross-reference Matrix 
Main SOW Section  SOW Sub Sections  Complete Amerigroup Nevada Response 
4.9.1  State Requirements  4.9.1.1 – 4.9.1.5  5.1.11.5.A and 5.1.11.5.B 
4.9.2  QAPIS Strategies  4.9.2.1 – 4.9.2.8  5.1.11.5.A and 5.1.11.5.B and 5.1.11.5.C 
 


The State’s Quality Assessment and Performance Improvement Strategy has two basic purposes: 


To ensure compliance with federal and state statutory and regulatory requirements on quality, 
and   


To go beyond compliance with the minimum statutory and regulatory requirements by 
implementing multiple methods for “continuous quality improvement” in order to raise the 
quality of care provided to, and received by, Medicaid beneficiaries in the state. 


Amerigroup Nevada works collaboratively with DHCFP’s External Quality Review 
Organization (EQRO) Health Services Advisory Group (HSAG) as they monitor the quality of 
the services.  


Compliance with State, Federal, and State Statutory 
and Regulatory Requirements on Quality 
We provide and evaluate all of our activities under the Contract. We gather data, analyze the 
effectiveness, and report the findings to DHCFP and HSAG. We will continue to provide all 
required reporting and additional information when requested, and we will participate in 
additional EQRO activities as required by DHCFP. 


NCQA Accreditation Demonstrates Compliance 
Amerigroup Nevada is the only health plan in Nevada with Medicaid accreditation. We 
received the NCQA Medicaid Accredited with New Health Plan designation in 2011 and are 
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the only Medicaid NCQA-accredited health plan in the State. In September, 2012, during a re-
accreditation for disease management (DM), we obtained the status of Accredited with 
Performance Reporting, which NCQA awards to organizations that meet or exceed its 
standards for DM accreditation and report results for a specified number of DM performance 
measures.  


We follow NCQA quality, utilization management (UM), and compliance standards for all 
NCQA components and domains. We integrate our NCQA Accredited Disease Management 
Program, along with our Care Management and Health Promotion Programs, into our 
Internal Quality Assurance Program (IQAP) (described in Section 5.1.11.5.A) to facilitate the 
delivery of the most appropriate, medically necessary care to members in the most cost-
effective, least-restrictive setting. We have fully integrated our care management (CM) and 
UM processes into our IQAP for physical, behavioral, and psychosocial services. Behavioral 
health issues cross all populations at different levels of severity. Over 60 percent of members 
with multiple co-morbidities have a concomitant behavioral health diagnosis. Our DM 
program employs a multi-disciplinary, continuum-based care team approach to healthcare 
delivery that proactively identifies populations who have or are at-risk for established physical 
and behavioral health conditions. We provide secondary and tertiary prevention interventions 
based on a comprehensive, multidisciplinary, system-wide approach that encompasses 
evidence-based guidelines, provider practice, and member empowerment strategies to improve 
members’ health outcomes for specific and multiple co-morbid conditions. 
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4.9.1 State Responsibilities 
The DHCFP developed a Medicaid and Nevada Check Up Managed Care Quality Assessment 
and Performance Improvement Strategy (henceforth, referred to as the Strategy), pursuant to 42 
CFR 438.200.  The purpose of this quality strategy is to: 


CFR 438.202 – State Responsibilities 


4.9.1.1 Have a written strategy for assessing and improving the quality of managed care 
services offered by all managed care organizations (Vendors);  


4.9.1.2 Obtain the input of recipients and other stakeholders in the development of the 
strategy and make the strategy available for public comment before adopting it to 
final; 


4.9.1.3 Ensure that the Vendors comply with standards established by the DHCFP;  


4.9.1.4 Conduct periodic reviews to evaluate the effectiveness of the strategy, and update the 
strategy periodically, as needed; and,  


4.9.1.5 Submit to CMS one (1) copy of the initial strategy, and a copy of the revised strategy 
whenever significant changes are made, and two (2) regular reports on the 
implementation and effectiveness of the strategy. 


The DHCFP will approve the Strategy and maintain ultimate authority for overseeing its 
management and direction. The Vendor is also required to participate in quality initiatives that 
align with the goals and objectives identified in the DHCFP’s Performance Measures, as defined 
in the DHCFP budget. The Strategy is in two parts: an overriding conceptual program and an 
annual Work Plan.  


CFR 438.204 – Elements of State Quality Strategies 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Supporting State Responsibilities (§4.9.1-5) 
As a State partner, we support all strategies for evaluating and assessing the quality of our 
managed care services. Amerigroup Nevada implements all updates to the DHCFP strategies 
to improve the quality of services for our members and providers. We ensure compliance with 
all standards that DHCFP has established and cooperate fully with HSAG periodic reviews.  
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CQI Monitoring through Data Analysis and Reporting to DHCFP  
As part of DHCFP’s quality improvement framework, we align our philosophy of Constant 
Quality Improvement (CQI) with all State requirements. When requested or at least annually, 
we provide DHCFP with our IQAP Program Description; IQAP Annual Work Plan; Annual 
IQAP Evaluation; Periodic Reports for Performance Improvement Projects; Consumer 
Assessment of Healthcare Providers and Systems (CAHPS), HEDIS, and other prescribed 
measure reporting; EQRO reports; and all other required information through the processes 
outlined in the Contract. The following are a sample of reports we use to internally monitor 
the quality of our services: 


 Annual HEDIS measurements audited by a third party  


 Third-party CAHPS assessments  


 Annual provider satisfaction surveys 


 Operational reports on the aging, resolution, and trending of grievances, appeals, and 
complaints by provider and category 


 Ad hoc clinical care, service, and UM reports 


 Profiles of high-volume PCPs on HEDIS results and providing peer comparisons for 
well-child visits, diabetes mellitus, and cervical cancer screenings 


 Quarterly reports that identify members who have not received clinical service(s) based 
on nationally recognized guidelines 


 Semi-annual Early and Periodic Screening, Diagnosis and Treatment Program/well-
child exams, communicating missed opportunities 


 Other reports as indicated by DHCFP 
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4.9.2 QAPIS Strategies 
The Strategy incorporates procedures that: 


4.9.2.1 Assess the quality and appropriateness of care and services furnished to all DHCFP 
medical assistance program recipients enrolled in managed care under the Vendor 
contract, as well as to enrolled recipients who have special health care needs; 


4.9.2.2 The Vendor will develop a cultural competency plan that will include methods to 
encourage culturally-competent contact between recipients and providers, staff 
recruitment, staff training, translation services, and the development of appropriate 
health education materials. The Vendor is responsible for promoting the delivery of 
services in a culturally competent manner, solely determined by DHCFP, to all 
members including those with limited English proficiency (LEP) and diverse cultural 
and ethnic background. The Vendor will develop methods to collect report and 
identify the race, ethnicity and primary language spoken of each enrolled recipient. 
The Vendor will track primary language information in the health plans’ customer 
services systems.  DHCFP will provide race and ethnicity and primary language 
spoken data for the Medicaid population to the Vendor(s) through a monthly 
interface. The Vendors may alert DHCFP, as part of the demographic update interface 
with DWSS NOMADS system, of any known discrepancies in the race and ethnicity 
or primary language data they receive from DHCFP. This data will be utilized to 
gather baseline data and will lead to the development of a Performance Improvement 
Projects (PIP) or quality improvement project. Such a project will incorporate data 
from the State enrollment file according to the race and ethnicity categories as 
defined by CMS.  The data will be used to generate stratified reports as recommended 
by the Centers for Medicare and Medicaid Services (CMS) and compliant with the 
Health Insurance Portability and Accountability Act (HIPAA) for race and ethnicity 
categories to identify disparities.  The Vendor’s will organize interventions 
specifically designed to reduce or eliminate disparities in health care; 


4.9.2.3 Monitor regularly and evaluate the contracted Vendors’ compliance with the 
standards and a description of how the DHCFP will regularly monitor and evaluate 
Vendor compliance with the DHCFP established standards for access to care, 
structure and operations, and quality measurement and improvement. This may 
include, for example, a description of the types of reviews the DHCFP will perform, 
how often it will monitor these standards, and how the results of the DHCFP’s efforts 
will be reported; 


4.9.2.4 Arrangements for external quality reviews including a description of the DHCFP’s 
arrangements for an annual, independent external quality review of the timeliness, 
outcomes, and accessibility of the services covered under each Vendor contract. This 
section should include a broad description of the scope of the contract (e.g., 
calculating HEDIS measures or designing performance improvement projects, etc.) 
including the term of the contract; 
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4.9.2.5 For Vendors, the performance measures and levels developed by CMS in consultation 
with States and other relevant stakeholders; 


4.9.2.6 An information system that supports initial and ongoing operation and review of the 
DHCFP’s quality strategy; 


4.9.2.7 For Vendors only, a description of how the DHCFP uses intermediate sanctions in 
support of its quality strategy.  These sanctions must, at a minimum, meet the 
requirements specified in 42 CFR 438 Subpart I. The DHCFP’s description specifies 
its methodology for using sanctions as a vehicle for addressing identified quality of 
care problems; and 


4.9.2.8 Standards, at least as stringent as those in 42 CFR Part 438 for access to care, 
structure and operations, and quality measurement and improvement. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


Assessing the Quality and Appropriateness of Care 
and Services (§4.9.2.1)  
To ensure that the care and services delivered through our plan align with State and 
nationally recognized clinical criteria, we use the Nevada-specific Medicaid Services Manual 
(MSM) and nationally recognized sources of evidence-based criteria for our utilization review; 
we implement clinical practice guidelines within our case management and predictive 
modeling systems and with our providers. This promotes appropriate utilization of services and 
supports better health outcomes for our members. 


Identifying Quality of Care and Services 
We assess the quality of services through HEDIS, CAHPS, provider surveys, quality 
committee reviews, EQRO evaluation, and multiple other sources detailed in Section 
5.1.11.5.A. We identify opportunities to improve the delivery of care and services to member, 
including those with special needs. In addition to direct interventions through UM and CM, 
we use health fairs, printed materials, and mail and telephone reminders to encourage 
member self-care and health promotion. 


Amerigroup Nevada thoroughly investigates all potential quality-of-care issues including 
those associated with infections, errors, or never events. All inquiries are documented and 
routed to our IQAP, which researches and tracks the issue in the quality database. We 
immediately forward adverse incidents and critical events to our Risk Manager. We identify 
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hospital-acquired conditions, never events, and serious reportable events; investigate them for 
cause or contributing factors; and report them as applicable by Nevada or federal regulations.  


Appropriateness of Care 
We believe that the appropriateness of care is a four-pronged process that includes the State, 
health plan, providers, and members.  


Appropriateness of Care Driven by DHCFP. We use the DHCFP QAPIS, the Nevada MSM, 
required performance objectives, and measures to support requirements for the delivery of 
appropriate services for recipients of the State’s funded medical programs.  


Appropriateness of Care Driven by Amerigroup Nevada IQAP/UM. We use the Nevada 
Medicaid Assistance Manual, InterQual criteria, and the Aetna Clinical Policy Bulletins to 
determine authorizations for physical and behavioral services for our members. We evaluate 
our UM employees annually to ensure consistency of application of these guidelines through a 
rigorous inter-rater reliability (IRR) process. Amerigroup Nevada has participated in IRR 
assessments since 2009 with excellent results. Please see a complete review of our IRR process 
and our clinician and Medical Director results in Section 5.1.11.5.A. 


Appropriateness of Care Driven by the Provider. We support providers through various 
mechanisms such as Medical Practice Consultant outreach to ensure that our providers use 
processes that result in the delivery of appropriate care. We are working with three PCP 
practices that are implementing strategies toward becoming NCQA-Accredited PCMHs and 
seven Provider Quality Incentive Program (PQIP) practices, including Federally Qualified 
Health Centers, that have attained Amerigroup Quality Certification. These practices include 
Federally Qualified Health Centers and large PCP groups. Both medical home strategies 
promote incentives for provider practices that perform well, based on key performance goals 
that affect positive health outcomes of our members. Additional details regarding the technical 
support and provider reports for our Patient Center Medical Home and our PQIP programs 
are found in Section 5.1.11.5.B. 


Appropriateness of Care Driven by the Member. Amerigroup Nevada is a member-centric 
organization and delivery system. In order for members to make informed decisions, we 
promote shared decision making among our employees, our members, and our providers and 
members. We inform our members about our IQAP activities through: 1) Healthcare 
responsibilities delineated in the Member Handbook; 2) Representation on our Health 
Education and Advisory Committee; 3) Member newsletters; and 4) Information posted on our 
member website. More description of this member involvement is described in Section 
5.1.11.5.B. 
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Cultural Competency (§4.9.2.2)  
Amerigroup Nevada has a current, DHCFP-approved Cultural Competency Plan to guide our 
interventions and sensitivities with all ethnic, racial, language-, age-, or gender-specific and 
disabled populations. We submit a revised Cultural Competency Plan annually, and we have 
met 100 percent compliance for all criteria listed.  


Collection of Race, Ethnicity and Language Data 
Amerigroup Nevada supports the development of new methods to collect; report; and identify 
race, ethnicity, and primary languages spoken by our members. We currently obtain this data 
from DHCFP through monthly enrollment files, and we collect additional information 
through a variety of member contact points. In Section 5.1.11.5.C, we describe our efforts to 
expand the collection of any revisions to this data and updating them to the DHCFP, in 
accordance with ACA Sec. 4302 Understanding Health Disparities: Data Collection and 
Analysis. 


Race/Ethnicity Analysis for PIPs  
For each Performance Improvement Project (PIP), we analyze the ethnicity distribution of 
services that our members access and identify gaps in care. The following examples show how 
we have used this analysis to change our interventions and outreach to support the cultural 
differences and address any known or unknown healthcare disparities. In particular, we are 
focusing our analysis on members in special needs groups to identify community connections 
and resources that resonate with their cultural needs. 


Targeted Outreach to High Volume Diverse Communities 
Through our cultural community-based outreach efforts, our work with community-based 
organizations on events (12 in the last month in targeted, culturally high- volume Medicaid 
member communities) and with the Latin Chamber of Commerce and the Mexican Consulate, 
we go beyond the requirements and delve into the cultural needs of our members. In the past 
year, through our participation or funding of large outreach events, we have reached more 
than 75,000 members and community individuals who do not have healthcare. Detailed 
information on our diverse and targeted outreach for all program populations is provided in 
Sections 5.1.11.5.A and B. 


Hispanic Outreach Strategy. According to our ethnicity analysis performed for our diabetes 
PIP, ethnicity revealed no significant disparities for our diabetic member population. 
However, overall diabetes screening for all members is lower than the NCQA 50 percent 
HEDIS percentile, so we sought specific outreach interventions for each ethnic group. For the 
Latin/Hispanic population, our work with the Mexican Consulate and the Latin Chamber of 
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Commerce revealed significant cultural findings. In this population, both diabetes and asthma 
are viewed as stigmas and resulted in reduced timely and preventive services related to both 
conditions. With that in mind, we are collaborating with the Consulate and the Chamber in 
developing an outreach educational program specific to this population and implemented by 
our Promotoras employees. This program will be implemented by December, 2012. 


African American Outreach Strategy. We analyzed our HEDIS measure rate for potential 
race/ethnicity disparities in Childhood Immunization Status for Combo 2 and Combo 3. The 
data showed a race/ethnicity disparity as defined by a lower rate of both Combos for 
Black/African American children. Targeted outreach to the high-volume Medicaid member 
communities is part of the identification of location for every outreach event. Our work on the 
Board of Directors of the Southern Nevada Immunization HealthCare Coalition supports this 
process. We are being honored again this year as a community partner in childhood 
immunization and will be awarded the Silver Syringe Award for 2012. Greater detail 
regarding our healthcare disparity analyses and our interventions based on this information is 
found in Sections 5.1.11.5.B and C. 


Monitoring of Established Standards and EQRO 
Evaluations (§4.9.2.3-4)  
We work collaboratively with DHCFP and HSAG to continuously improve the quality of care 
and services for Medicaid and Nevada Check Up members. As we have described, we provide 
access to all reports, medical records, data collection systems, and other sources of 
information to support the evaluation of our services.  


We work closely with DHCFP and HSAG on our PIPs and incorporate their 
recommendations into our processes as described in Section 5.1.11.5.A Performance 
Improvement Projects (PIPs) (§4.8.1.1-5). We melded our Deming-based PDSA model with 
the HSAG PIP Flow model to enhance our analysis of our performance. We use Ishikawa 
(fishbone) diagramming to identify barriers and interventions to improve performance and 
establish suitable goals. 


Our quality employees monitor all PIP data results on an interim and annual basis. We review 
data results in comparison to the goals and benchmarks established by DHCFP and identify 
areas exceeding or not meeting the goals. When data points do not meet goals, we analyze 
results with our hybrid PIP flow process at the relevant DHCFP and internal workgroup 
meetings for identification of barriers for members, providers, and us. When it is necessary to 
quickly intervene, we apply the Rapid Cycle Learning process to identify necessary 
modifications to the PIP. We implement new interventions and actions to address the 
identified barriers and perform interim re-measurements. The following analysis of our PIPs 
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is a combination of our work with DHCFP, HSAG recommendations, our “Investing in 
Quality” Team, and our implementation interventions that support our ongoing improvement. 


Performance Measures Developed with DHCFP 
(§4.9.2.5)  
We describe our performance improvement process in detail in Section 5.1.11.4.A and B. We 
describe State-mandated performance improvement projects and measures and how we 
comprehensively analyze data to evaluate our performance and progress. We work 
collaboratively with the DHCFP/MCO workgroup in the development and monitoring of 
State-directed PIPs. We use our hybrid PDSA/HSAG flow to determine new PIPs and evaluate 
and adjust ongoing PIPs.  


Internal Performance Improvement Projects 
In addition to the State-mandated PIPs and quality measures, Amerigroup designed and 
implemented a number of studies targeting improved healthcare outcomes for the Medicaid 
and Nevada Check Up population that we currently serve. We continuously monitor the care 
that our members receive. When we identify opportunities for improving the quality of the care 
or services, we initiate a formal analysis to determine the most effective interventions. 
Identification may come from an internal source such as employee observations or data 
analysis, or from external sources such as DHCFP, CMS, or HSAG. We track the results of 
these interventions monthly or quarterly and report through our quality structure described in 
Section 5.1.11.5.A Standard IV: Active QA Committee (§4.8.8.1-5). Our obstetrician (OB) 
incentive program is an example of an internally developed and operated performance project. 


Amerigroup Nevada OB Incentive Program  


Based on a statewide concern over the ever-increasing Cesarean section (C-section) rate, the 
Nevada legislature enacted a law to reduce uncomplicated C-section payments to the level of a 
normal vaginal birth in an effort to reduce any financial incentive to perform unnecessary 
primary C-sections. Amerigroup Nevada implemented a performance incentive program for 
obstetric care.  
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Figure 4.9.2-1. OB Pay for Performance Pilot Timeline and Participation 


 


Information System That Supports DHCFP Quality 
Strategies (§4.9.2.6) 
We provide a detailed description of our health information system in Section 5.1.11.4.A-
(§4.8.4). 


We have been working closely with HSAG to enhance the Performance Tracking Tool that the 
MCOs use. This system had increased its capabilities to offer more tracking and analysis 
features that support our PIP development, monitoring and evaluation process. The Chi-
square and p value calculator show statistically significant performance changes. We look 
forward to continuing this collaborative effort.  


Intermediate Sanctions to Improve Quality (§4.9.2.7) 
Amerigroup Nevada acknowledges the role that sanctions from DHCFP may play in driving 
quality performance and we are prepared to respond immediately to any sanctions that 
DHCFP may direct. Under our current Contract, we have received no sanctions.  


Standards (§4.9.2.8) 
We have reviewed the Standards set forth in the RFP and in our current Contract for access to 
care, structure, and operations and quality measurement and improvement. We are currently 
meeting all of the standards under our existing Contract and will continue to strive for 
continued full compliance. Our processes are more fully described in the response to the 
related sections in Section 4.7, 4.8, 4.9 Scope of Work, and Section 5.1.11 Plan of Operations. 
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4.10 FISCAL REQUIREMENTS 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Table 4.10-1. Cross-reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.10.1  Vendor Fiscal Standards  N/A  4.10.1   
4.10.2  Performance Security 
Deposit 


4.10.2.1 – 4.10.2.4  4.10.2   


4.10.3  Vendor Liability  4.10.3.1 – 4.10.3.5  4.10.3   
4.10.4  Inclusion of Section 4.10.3 
Requirements in all Subcontracts 


N/A  4.10.4 


4.10.5  Timely Payment of Claims 


4.10.5.1   5.1.11.6.A 
4.10.5.2   5.1.11.6.A 
4.10.5.3   5.1.11.6.A 
4.10.5.4   4.10.5.4  
4.10.5.5   4.10.5.5  
4.10.5.6   5.1.11.6.A and 5.1.11.6.B 
4.10.5.7   4.10.5.7  
4.10.5.8   4.10.5.8  
4.10.5.9   5.1.11.1.B 


4.10.6  Financial Solvency  N/A  4.10.6   
4.10.7  Third‐Party Liability and 
Subrogation 


N/A  5.1.11.6.D 


4.10.8  Reserving  N/A  4.10.8   
4.10.9  Prohibition on Payments to 
Institutions or Entities Located 
Outside of the United States 


N/A  4.10.9 
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4.10.1 Vendor Fiscal Standards 
The State of Nevada Division of Insurance (DOI) regulates the financial stability of all certified 
Vendors. The Vendor must comply with all DOI standards in addition to the managed care 
program standards described in this section.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


4.10.2 Performance Security Deposit 
The Vendor is required to provide a performance security deposit in the form of a bond furnished 
by a surety company authorized to do business in the State of Nevada to DHCFP in order to 
guarantee payment of the Vendor’s obligations under this contract.  The performance security 
deposit may be utilized by DHCFP to remedy any breach of contract or sanctions imposed on the 
Vendor and shall meet the following criteria: 


4.10.2.1 The amount of the performance security deposit shall be equal to one hundred and ten 
percent (110%) of highest month’s total capitation amount in the first quarter or 
fifteen million dollars ($15 million), whichever is greater. This must be deposited 
with the State Treasurer within fifteen (15) calendar days after the end of the first 
quarter of the contract. The total capitation amount is the sum of all capitation 
payments for all members for the month; and 


4.10.2.2 After the initial year of the contract DHCFP will require the Vendor to increase the 
performance security deposit amount to reflect an amount equal to one hundred and 
ten percent (110%) of the preceding year’s highest month’s total capitation payment 
or fifteen million dollars ($15 million), whichever is greater. 


4.10.2.3 Vendors submitting performance security to the State of Nevada in the form a surety 
bond must utilize a company that meets the below listed requirements: 


A.  A.M. Best A-VII rated insurance company 


B.  Certified by the Department of Treasury, Financial Management Services for Nevada 


C.  Licensed by the Nevada Department of Business and Industry, Insurance Division 


4.10.2.4 The Vendor must maintain the performance security deposit after the contract term 
for a length of time to be determined by DHCFP in order to cover all outstanding 
liabilities. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract.  
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4.10.3 Vendor Liability 
The Vendor must ensure that its members are not held liable for any of the following: 


4.10.3.1 The Vendor’s debts, in the event of the Vendor’s insolvency; 


4.10.3.2 For services provided to the member in the event of the organization failing to receive 
payment from the State for such services; 


4.10.3.3 For services provided to a member in the event a health care provider with a 
contractual, referral, or other arrangement with the Vendor fails to receive payment 
from the state or the organization for such services; or 


4.10.3.4 For payments to a provider who furnishes covered services under a contractual, 
referral, or other arrangement with the Vendor in excess of the amount that would be 
owed by the recipient if the Vendor had directly provided the services. 


4.10.3.5 To ensure continuation of services to members during insolvency pursuant to State 
Medicaid Manual (SMM) 2086.6.B.  


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract.    


Amerigroup is a strong, financially secure company; nonetheless, should Amerigroup Nevada 
become insolvent, our providers will not charge our members any portion of the costs incurred 
by Contract services. Our provider contract includes language that our members will be held 
harmless in the event of insolvency. 


Amerigroup protects members from situations where a provider bills them for services for 
which they have no liability, also called balance billing. We maintain a comprehensive policy 
that aligns with and supports DHCFP requirements. We include language in our provider 
contract prohibiting the practice, and we have an established policy and procedure for 
handling member calls regarding provider bills. We support proper provider billing practices 
by educating providers and members, maintaining a documented process for handling balance 
billing resolution, and monitoring provider compliance. 


Our Process Supports One Stop Resolution 
The member handbook directs members who receive a bill for payment for services from a 
network or non-participating provider to contact the call center or send the bill to Member 
Services for assistance. If the member contacts the call center, the Member Services 
Representative confirms the member’s identity in accordance with privacy regulations and 
verifies eligibility on the date(s) of service. The representative then instructs the caller to look 
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at the document to verify that the document is a bill rather than an Explanation of Benefits. If 
it is a bill, they confirm that it shows a dollar amount due. If so, the representative validates 
whether the service is a covered benefit. If the service is covered, our representative assures 
the member that Amerigroup will resolve the matter and verifies that the member is not legally 
required to pay the bill. If the service is not covered, our representative connects the caller 
with a Member Advocate at the health plan who can verify that the provider completed the 
appropriate form to notify the member that the service is not a covered benefit. Amerigroup 
outlines these provisions in our member handbook.  


Amerigroup contacts the source of the bill, usually a provider’s office or an agency. We 
educate them about acceptable billing practices and remind them of the prohibition against 
balance billing. If we confirm that Amerigroup has already received the claim and it is being 
processed, we communicate the claim status and suggest that the provider check further status 
updates through our online tools or through the Interactive Voice Response (IVR) capability. 
If it appears that the provider has not yet submitted the claim to Amerigroup, we will instruct 
the provider to send it for adjudication.  


We Educate Members and Providers 
Amerigroup recognizes the legal prohibition of balance billing by providers. Our provider 
handbook includes a section on billing members that addresses: 


 Procedure to follow before delivering a non-covered service 


 Prohibition against balance billing members above the amount we pay for covered 
services 


 Other scenarios where billing members is prohibited, including failure to submit a 
claim on time and failure to submit a timely appeal 


Prior to authorizing services with out-of-network providers, we will assure that they fully 
understand and accept the prohibition against balance billing. Our Provider Relations 
Representatives educate providers on prohibited practices and continuously monitor their 
activity. Providers must report and maintain a central record of amounts charged to members 
and billing activity related to services provided to a member. In addition, we educate members 
about the resolution and the consequences of signing waivers for non-covered services. 
Amerigroup will help a member recover payments for inappropriate charges and will repay the 
member if the recovery is not successful. 
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4.10.4 Inclusion of Information from Section 
4.10.3 in All Subcontracts 
The requirements set forth in Section 4.10.3 above shall be included in all subcontracts. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


4.10.5 Timely Payment of Claims 
Pay Claims for Covered Services (§4.10.5.1) 
4.10.5.1 The Vendor shall be responsible for paying all claims for properly accessed and, if 


necessary, authorized covered services provided to enrolled recipients on dates of 
service when they were eligible for coverage unless the services are excluded under 
the DHCFP managed care contract or the Nevada Medicaid State Plan. The Vendor 
will adjudicate and pay all claims in accordance with state and federal statutes and 
regulations.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


Amerigroup’s claims adjudication system applies a series of automated edits to verify that 
incoming claims are for covered services. During claim adjudication, we use automated 
routines to apply State-specific edits such as verifying member eligibility as of the date of 
service, checking provider status, and ensuring that services are covered and not excluded 
under the DHCFP managed care contract or the Nevada Medicaid State Plan. We deny claims 
that fail these edits. 


We have fully responded to this SOW requirement in Section 5.1.11.6.A. 


Claims Processing System and MIS (§4.10.5.2) 
4.10.5.2 The Vendor must have a claims processing system and Management Information 


System (MIS) sufficient to support the provider payment and data reporting 
requirements specified in the contract. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Amerigroup has more than 16 years of experience processing Medicaid claims and has been 
processing Nevada claims since 2009. Amerigroup continues to process claims in accordance 
with State and federal statutes and regulations. We 
are committed to adjudicating claims in a timely, 
accurate, and provider-friendly manner. 


Amerigroup maintains a single claims processing 
system that is fully integrated with our Management 
Information System (MIS), including enrollment and 
provider systems. Our claims processing system and 
MIS consistently meet federal requirements and meet 
all current DHCFP requirements. 


Amerigroup processed more than 1.6 million claims under our Nevada Medicaid and Nevada 
Check Up contract since beginning our operations. September, 2012 quality results showed 
financial accuracy of 99.94 percent and payment accuracy of 99.21 percent. 


We have fully responded to this SOW requirement in Section 5.1.11.6.A. 


Processing Claims from any Source (§4.10.5.3) 
4.10.5.3 The Vendor shall have written policies and procedures for processing claims 


submitted for payment from any source and shall monitor its compliance with these 
procedures. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup accepts claims on paper and electronically to give our providers maximum 
flexibility. Claims formats are industry-standard and HIPAA-compliant.  


In September 2012, we received 85.8 percent of Nevada claims electronically.  


Amerigroup’s comprehensive policies and procedures govern our claims process. Policies and 
procedure documents cover a wide variety of claims topics for both corporate-wide and State-
specific guidelines, including claims submission (paper and electronic), timely filing 
standards, prompt payment requirements, and claim interest payments. Amerigroup validates 
compliance with policies and procedures through a number of methods, including 
management oversight, management audits, and internal audits. 


We have fully responded to this SOW requirement in Section 5.1.11.6.A. 
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Accept Claims from Network and Non-Network 
Providers (§4.10.5.4) 
4.10.5.4 The Vendor shall allow network and non-network providers to submit an initial claim 


for covered services.  The Vendor shall allow all network providers to submit claims 
for reimbursement up to ninety (90) days from the last date of service and non-
network providers one hundred and eighty (180) days from the last date of service 
unless a shorter time period is negotiated. Vendor shall allow providers of emergency 
transportation 180 days from the last date of service to submit claims for 
reimbursement. The Vendor’s claims payment system shall use standard claim forms 
wherever possible.  In addition, the Vendor shall have the capability to electronically 
accept and adjudicate claims. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup accepts claims from network and out-of-network providers. Amerigroup accepts 
claims on paper and electronically to give our providers maximum flexibility. Claims formats 
are industry-standard and HIPAA-compliant. For electronic claims submission, we accept 
claims through: 


 Three nationally recognized electronic data interchange (EDI) clearinghouses 


 Submission of X12N 837 claims file from our provider website 


 Direct entry of a claim from our provider website 


During claim adjudication, we use automated routines to apply State-specific edits to validate 
timely filing requirements based on the provider type and date of service. Our claims 
adjudication system is currently configured to support DHCFP timely filing requirements. We 
deny claims that fail timely filing edits. 


Edit Claims for Duplicates and Unbundling (§4.10.5.5) 
4.10.5.5 The Vendor’s claims processing system shall ensure that duplicate claims are denied.  


In addition, this system must include edits for unbundling and edits for certain 
provider types where DHCFP’s payment responsibility is for federal share only.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our current Nevada claims process includes 
adjudication edits to check for duplicates by evaluating 
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claims against claims history. Duplicate claims are denied or if duplicate status cannot be 
determined, they are pended. In October 2011, we implemented a new system process using the 
Pega Business Process Manager platform as a rules engine to perform additional analysis on 
claims pended as suspected duplicates. Our Claims Repair system has reduced manual review 
efforts and increased the overall auto-adjudication rate by 1.5 percent. 


Amerigroup also uses industry-recognized products such as code-review and code-bundling 
software to edit claim data; in addition, we use internally developed data verification 
applications. 


Meet Requirements for Timely Claims Payment 
(§4.10.5.6) 
4.10.5.6 The Vendor must meet the requirements for timely claims payment in 42 CFR 


447.45d (2) and (d) (3) and abide by the specifications of 447.45(d) (5) and (d) (6).  
The Vendor agrees for valuable consideration that NRS §695C.185 and 
NRS§695C.128 shall apply to the terms of any contract entered into as a result of this 
RFP.  The Vendor and its providers may, by mutual agreement, establish an 
alternative payment schedule but such a schedule must be stipulated in the provider’s 
network contract.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.    


Amerigroup focuses on claims payment performance and relies on established standards and 
reporting, ensuring performance consistently meets the expectations of health plan 
management and our state partners.  


Amerigroup processed more than 803,000 claims under our Nevada MCO Contract in the 12 
months ending September 30, 2012. Amerigroup 
executes nightly claims adjudication cycles. We run 
claims payment cycles twice a week during which 
we process all claims adjudicated since the last 
payment cycle. The frequency of our claims 
adjudication and claims payment cycles results in 
fast claims turnaround time. On average, we pay 
our Nevada Medicaid claims in 4.7 days. For non-
clean claims, we notify the provider within 4.6 days, on average, using the input submission 
method of the claim. 
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We consistently exceed DHCFP clean claims payment timeliness requirements, paying 99.66 
percent of claims within 30 days and 99.94 percent within 90 days. 


We have fully responded to this SOW requirement in Section 5.1.11.6.A and Section 
5.1.11.6.B. 


Verify that Reimbursed Services were Provided 
(§4.10.5.7) 
4.10.5.7 The Vendor shall verify that reimbursed services were actually provided to enrolled 


recipients by providers and subcontractors. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.    


On a monthly basis, we select a statistically valid random sample of claims paid in the prior 
month to verify that services were delivered. We mail a letter to the member that describes the 
services on the claim and requests verification. The letter instructs the member to contact 
Amerigroup if services were not rendered. We route calls from members indicating that 
services were not received to our Corporate Investigations Department for investigation. 


Notify DHCFP of Claims System Changes (§4.10.5.8) 
4.10.5.8 The Vendor shall provide DHCFP with information prior to implementation of any 


changes to the software system to be used to support the claims processing function 
as described in the Vendor’s proposal and incorporated by reference in the contract. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.    


Amerigroup Nevada will notify DHCFP before major changes are made to our claims 
processing system. We will provide DHCFP with as much notice as possible using whatever 
method is preferred, including e-mail, telephone, fax, or letter. We are willing and available to 
discuss the claims processing system change with applicable DHCFP staff upon request. 
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Medical Review of Claims (§4.10.5.9) 
4.10.5.9 A medical review of claims will be conducted when the appropriateness of service, 


procedure, or payment is in question. Medical reviews must be conducted by a 
licensed medical clinician(s).     


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada continues to verify the clinical appropriateness of services delivered to 
members through automated claims edits, which detect potential authorization conflicts or 
coding irregularities that may suggest inappropriate services.  


Our claims system may pend claims for medical review because authorization and claims data 
conflict or appear incorrect. Amerigroup also maintains a Medical Claims Review (MCR) 
team under our Reimbursement Policy Management (RPM) department which evaluates the 
medical necessity of claims that are pended due to potential coding issues.  


To address the root causes of inappropriate billing and coding, our Provider Billing Integrity 
team within RPM identifies and reaches out to providers with aberrant billing patterns to 
educate them about correct billing practices and to monitor targeted providers until their 
billing patterns return to a consistently normal level. This promotes good customer service 
with our providers by establishing clear expectations and also underscores our commitment to 
being a responsible steward of DHCFP funds. 


We have fully responded to this SOW requirement in Section 5.1.11.1.B. 


4.10.6 Financial Solvency 
The Vendor must demonstrate that it has adequate financial reserves and administrative ability to 
carry out its contractual obligations.  The Vendor must maintain financial records and provide 
DHCFP with various financial statements upon request and as outlined in the contract and 
Attachment I, Forms and Reporting Guide, including any revisions or additions to the document. 


4.10.6.1 The Vendor will submit a copy of its annual Independent Audit Report to DHCFP, as 
submitted to the Division of Insurance. 


4.10.6.2 The Vendor will submit its quarterly and annual financial reports to DHCFP.   


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract.    
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4.10.7 Third-Party Liability and Subrogation 
Third-party liability (TPL) refers to any individual, entity (e.g., insurance company) or program 
(e.g., Medicare), including group health plans, as defined in Section 607(1) of the Employee 
Retirement Income Security Act of 1974 [29 USC and 1167 (1)] service benefits plans and 
Section 6035 of the Deficit Reduction Act of 2005. TPL also includes the Coordination of 
Benefits (COB) cost avoidance and COB recovery. Under Section 1902(a) (25) of the Social 
Security Act, DHCFP and its providers are required to take all reasonable measures to identify 
legally liable third parties and treat verified TPL as a resource of the Medicaid and CHIP 
recipient.  


Subrogation is the principle under which an insurer that has paid a loss under an insurance policy 
is entitled to all the rights and remedies belonging to the insured against a third party with 
respect to any loss covered by the policy. 


The DHCFP contracted managed care organization, as the Division’s vendor, shall act as the 
State’s authorized agent for the limited purpose of TPL collection, within the limitation of the 
Fair Debt Collection Practices Act, 15 USC § 1692, of all third-party liability (TPL) pursuant to 
42 CFR § 433.135 et seq and 42 CFR 433.154.  The managed care organization’s capitated 
payments include an offset in the rates for these collections. The contracted managed care 
organization shall vigorously pursue billing prior resources as these amounts are considered part 
of their risk based capitation payment.  The managed care organization is required to secure 
signed acknowledgements from enrolled Medicaid recipients or their authorized representative 
confirming any prior resources (e.g., Medicare, worker’s compensation, private insurance, etc.). 


The contracted managed care organization must pursue third-party liability in accordance with 
42 CFR 433.139. 


The Vendor must also determine if casualty claims are filed and recover costs through 
subrogation on behalf of both Medicaid and CHIP recipients. The managed care organization 
may utilize the EVS eligibility system to assist in accomplishing this objective.  


The managed care organization is responsible not only for pursuing third-party resources that it 
identifies but also for pursuing third-party resources identified and communicated to the 
managed care organization by DHCFP. 


All information on the third party, including collections and collection attempts, are to be 
reported to DHCFP (including circumstances under which the third party refuses to pay) on the 
Third Party Quarterly Report located in the Forms and Reporting Guide. TPL and subrogation 
collections may also be reported to DHCFP through encounter data and other required reports.  
The DHCFP will monitor and evaluate the managed care organization’s TPL and subrogation 
collection reports to validate collection activities and results. The managed care organization will 
then be expected to meet or exceed baseline target collections as determined by DHCFP and its 
actuaries.  The baseline target amount will be built into future rates. If the managed care 
organization does not meet or exceed baseline TPL and subrogation collections, DHCFP will 
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conduct a review to determine if there is a legitimate reason.  If there is no legitimate reason as 
determined by the Division, the difference between baseline and actual collections will be 
deducted from the managed care organization’s costs before the data is used to set future rates.  
DHCFP will prospectively adjust capitation rates to account for expected TPL collections. 


Vendor is required to obtain TPL information independently of DHCFP for the purpose of 
avoiding claim payments or recovering payments made from liable third parties.  TPL recovery 
may be incorporated into capitated rate development by DHCFP and its actuary. Vendor has 365 
days from claim paid date to recover TPL payment; after 365 days, Vendor forfeits the right to 
recovery to the State unless Vendor can provide evidence that the recovery effort is active and/or 
in dispute.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada will continue to follow our policies and procedures that comply with all 
federal and State of Nevada laws and regulations for third-party liability (TPL), coordination 
of benefits (COB), and subrogation. We are compliant with all DHCFP reporting 
requirements related to TPL, COB, and subrogation. Amerigroup Nevada results for 2011 
include: 


 COB 


 Cost avoidance of $3,122,557 


 Post-payment recovery of $941,670 


 Subrogation post-payment recovery of $108,056 


Based on 2012 year-to-date numbers, we expect to 
exceed 2011 numbers. 


Amerigroup has extensive experience and established processes to identify claims that are 
eligible for alternative forms of reimbursement. Our proven cost avoidance policies and 
procedures work to identify the legal liability of third parties and recover costs, in accordance 
with State and federal requirements. Amerigroup’s approach includes: 


 Maximizing cost avoidance through identification of other health insurance (OHI) and 
COB 


 Collecting TPL and subrogation through a retrospective recovery program 


We maintain sound fiscal management by staffing a Cost Containment Department (CCD) 
responsible for a wide variety of programs, including identification of OHI, cost avoidance 
through COB, overpayment/collections, and subrogation. We leverage experienced financial 
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personnel, technology, and automated applications, and consistent, replicable processes. We 
understand and will comply with the State’s requirement that after 365 days, we forfeit the 
right to recover TPL unless we provide evidence that recovery efforts are active or in dispute.  


We have fully responded to this SOW requirement in Section 5.1.11.6.D. 


4.10.8 Reserving 
As part of its accounting and budgeting function, the Vendor will be required to establish an 
actuarially sound process for estimating and tracking incurred but not reported claims (IBNRs). 
The Vendor must provide documentation of the IBNRs review and certification by an actuary. 
The Vendor must reserve funds by major categories of service (e.g., hospital inpatient, hospital 
outpatient, physician, and pharmacy) to cover both IBNRs and reported but unpaid claims 
(RBUCs). As part of its reserving methodology, the Vendor must conduct annual reviews to 
assess the actuarial validity of its reserving methodology, and make adjustments as necessary. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract.  


Amerigroup develops medical liabilities estimates using methods and assumptions that 
consider historical claims payment patterns, current levels of authorized inpatient days, 
provider reimbursement changes, historical utilization trends, other medical cost inflation 
factors, membership levels, benefit design changes, seasonality, demographic mix change, 
catastrophic claim information, and other relevant factors. These methods are consistent with 
the Actuarial Standard of Practice No. 5 for Incurred Health and Disability Claims adopted by 
the Actuarial Standards Board in December 2000. Amerigroup categorizes historical paid 
claims by incurred month to create a claims processing or development pattern. We use this 
information to help estimate the unprocessed portion of incurred claims, commonly referred to 
as the “lag” method. Using this method, we derive completion factors for claims experience 
based on categories of service (inpatient and non-inpatient). The actuarial employees then 
apply the completion factors to the paid claim data by incurred month to estimate the 
remaining outstanding liability for each incurred period. This method accounts for both 
incurred but not reported (IBNR) claims and reported but not paid claims.  


Each month, the actuarial employees review recent activity concerning membership trends, 
provider reimbursement changes, and incidences of illness or disease state (such as cardiac 
heart failure cases, cases of upper respiratory illness, the length and severity of the flu season, 
diabetes, the number of full-term versus premature births, and the number of neonatal 
intensive care babies). We make additional judgments to consider these changes and any other 
operational anomalies such as claims processing pattern changes and number of payment 
cycles per month. Additional liabilities for contract settlement issues and potential provider 
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legal issues will also be identified Amerigroup’s internal actuarial employees estimate the 
claim liabilities on a monthly basis. On a quarterly basis, an external actuarial consultant 
assesses the reserving methodology and results and provides an actuarial certification of 
liabilities. In addition, external auditors perform their own actuarial analysis of medical 
liabilities on an annual basis as part of the normal audit process, providing another level of 
review of year-end medical liabilities.  


4.10.9 Prohibition on Payments to Institutions or 
Entities Located Outside of the United States 
Pursuant to Section 6505 of the ACA, which amends Section 1902(a) of the Social Security Act 
(the Act), the Vendor shall not provide any payments for items or services provided under the 
State Plan or under a waiver to any financial institution or entity located outside of the United 
States (U.S.). 


Payments for items or services provided under the State Plan to financial institutions or entities 
such as provider bank accounts or business agents located outside of the United States are 
prohibited by this provision. Further, this Section prohibits payments to telemedicine providers 
located outside of the U.S. Additionally; payments to pharmacies located outside of the U.S. are 
not permitted. 


Any payments for items or services provided under the State Plan or under a waiver to any 
financial institution or entity located outside of the U.S. may be recovered by the State from the 
Vendor. 


For purposes of implementing this provision, section 1101(a) (2) of the Act defines the term 
“United States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of 
the Act defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin 
Islands, Guam, the Northern Mariana Islands, and American Samoa, when used under Title XIX. 


The phrase, “items or services provided under the State Plan or under a waiver” refers to medical 
assistance for which the State claims Federal funding under section 1903(a) of the Act. Tasks 
that support the administration of the Medicaid State Plan that may require payments to financial 
institutions or entities located outside of the U.S. are not prohibited under this statute. For 
example, payments for outsourcing information processing related to Plan administration or 
outsourcing call centers related to enrollment or claims adjudication are not prohibited under this 
statute. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW.  We have 
configured our claims payment and account payable systems to prevent payments for items or 
services provided under the State plan or under a waiver to any financial institution or entity 
located outside of the United States, as specified in Amendment 9 of our current Nevada 
Contract.  
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4.11 GRIEVANCES, APPEALS AND FAIR 
HEARINGS 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Table 4.11-1. Cross-reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.11  Grievances, Appeals and Fair Hearings  N/A  5.1.11.7.A and 5.1.11.7.B 
4.11.1  Enrollee Grievances and Appeals  4.11.1.1 – 4.11.5  5.1.11.7.A 
4.11.2  Authorization and Notice Timeliness 
Requirements 


N/A  5.1.11.7.A and 5.1.11.5.A 


4.11.3  Notice of Action  4.11.3.1 – 4.11.3.21  5.1.11.7.A 
4.11.4  Handling of Grievances and Appeals  4.11.4.1 – 4.11.4.16  5.1.11.7.A 
4.11.5  State Fair Hearing Process  N/A  5.1.11.7.A 
4.11.6  Continuation of Benefits  4.11.6.1 – 4.11.6.9  5.1.11.7.A 
4.11.7  Provider Grievances and Appeals  N/A  5.1.11.7.A and 5.1.11.7.B 
 


The Vendor shall establish a system for members, which includes a grievance process, an appeal 
process, and access to the State Fair Hearing system. The Vendor shall establish a similar system 
to resolve disputes with providers. The Vendor must provide information about these systems to 
members at the time of enrollment and to providers and subcontractors at the time they enter into 
a contract. As described in Section 4.7.2 of this RFP, the Vendor must submit to DHCFP 
quarterly reports that document the grievance and appeal activities listed on the templates located 
in the Forms and Reporting Guide.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.7.A. 


We have a mature DHCFP-approved grievance and appeal process which includes the option 
for a State Fair Hearing. We advise members and providers of their right to a State Fair                             
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Hearing when our internal appeal process is exhausted and a wholly favorable resolution is 
not yet reached for the member or provider. Our method for ensuring due process is tiered, 
begins with our first contact with the member, and continues through final resolution. We list 
the key concepts providing the foundation for our member processes below and discuss them 
in Section A of our response to Section 5.1.11.7. We describe our provider grievance and 
appeal process in Section 4.11.7. 


 Member Notification of Rights (§4.11.1) through:  


 Member handbook and website 


 Provider manual and website 


 Member Services/Provider Services/Member Advocate contacts with individuals 


 Timelines for communicating adverse decisions and Notice of Action (§4.11.2 - 3) 


 Handling grievance, appeals, and access to the State Fair Hearing process(§4.11.4-5) 


 Continuation of benefits (§4.11.6) 


 Provider grievances and appeals (§4.11.7) 


We discuss the remainder of our tiered approach in Section B of our response to Section 
5.1.11.7: 


 Tracking, trending, and reporting our activities internally 


 Reporting quarterly to the State for oversight  


In our response, we demonstrate the effectiveness of our tiered approach and the respect we 
hold for each member or provider with consistent and fair treatment of individuals at every 
encounter.  


Informing members of their rights is the foundation of a successful grievance and appeal 
process. Upon enrollment, we advise members—through the new member packet which 
includes a member handbook—of their grievance and appeal rights which include the right to 
request a State Fair Hearing if they are not satisfied with the results following completion of 
the Amerigroup appeal process. The member handbook is also available for immediate 
reference on the member website. 


Similarly, we educate providers through our orientation program and direct them to our 
provider manual for answers to their questions regarding grievances, appeals, and State Fair 
Hearings. We offer providers a paper copy and make the online version available through the 
provider website. We alert existing network providers of changes to the grievance, appeal, and 
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State Fair Hearing processes and to our related policies and procedures, and implement the 
change only after we have received written approval from DHCFP. 


We track and trend member grievances, appeals, referrals to State Fair Hearings, and 
provider appeals by total numbers and by categories within each type of issue. Our core 
documentation system includes a component for managing both member and provider 
grievances and appeals. The system includes screens and functionality for: 


 Entering grievances and appeals including all required data elements  


 Segregating provider grievances and appeals from member grievances and appeals  


 Aging those requests from the earliest date of receipt 


 Supplying comprehensive reports for monthly analysis, tracking, and trending 


 Producing reports for routine reporting to the Medical Advisory Committee (MAC) and 
the Quality Management Committee (QMC)  


As part of our monitoring and quarterly analysis, the quality team selects the top three 
categories for a deeper review. They summarize these findings and report to the MAC and the 
QMC. We describe the structure and responsibilities of these oversight committees in Section 
5.1.11.5.A. 


The information gathered from the analysis of member and provider grievances, appeals, and 
the outcomes from the State Fair Hearing process, feeds into our quality improvement 
activities focused on operational improvements and actions to improve our HEDIS® and State-
mandated satisfaction scores.  


We report details of this activity to DHCFP quarterly using the form required by the State.  
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4.11.1 Enrollee Grievances and Appeals  
The authority for the following provisions concerning Enrollee Grievances and Appeals is found 
in 42 CFR 438 Subpart F (Subsections 400-424).  Additional and cross-referenced regulations 
include 42 CFR 431.206(b) (3), 431.210(c) and (d), 431.213, 431.214, 431.230(b), 438.10(c) and 
(d) and (g) (1), 438.210(c), 483.23(a) (5) (ii), and 438.404(c) (4). NRS695G.090 exempts 
Medicaid from the provisions of NRS 695G.200- 695G 230 that regard grievances and appeals. 


The Vendor’s enrollee grievance and appeal system must be in writing and submitted to DHCFP 
for review and approval at the time the Vendor’s Policies and Procedures are submitted, and at 
any time thereafter when the Vendor’s enrollee grievances and appeals policies and procedures 
have been revised or updated (not including grammatical or readability revisions or updates). 
The Vendor may not implement any policies and procedures concerning its enrollee grievance 
and appeal system without first obtaining the written approval of the DHCFP. 


An enrollee or an enrollee’s representative (including a provider on behalf of an enrollee) may 
file a grievance or submit an appeal directly with the DHCFP. However, such grievances and 
appeals will be referred to the Vendor for resolution. In the event a provider files an appeal on 
the enrollee’s behalf, the provider must first obtain the enrollee’s written permission with the 
exception of an expedited appeal (Refer to RFP Section 4.11.4.3).  


In the case of appeals, the enrollee must first exhaust the Vendor’s appeal process, but if not 
satisfied with the outcome, may request a State Fair Hearing from the DHCFP. The Vendor is 
required to provide access to and information about the State Fair Hearing process in the event 
an enrollee’s appeal is not resolved in favor of the enrollee. Grievances are not eligible for 
referral to the State Fair Hearing process. 


An enrollee may file an appeal or grievance either orally or in writing. Unless the enrollee has 
requested an expedited resolution, an oral appeal may be followed by a written, signed appeal. If 
a grievance or appeal is filed orally, the Vendor is required to document the contact for tracking 
purposes and to establish the earliest date of receipt.  There is no requirement to track routine 
telephone inquiries. 


For tracking purposes, an oral appeal or grievance is differentiated from a routine telephone 
inquiry by the content of the inquiry.  An appeal is a specific request for review of one of the 
following actions: 


4.11.1.1 The denial or limited authorization of a requested service; 


4.11.1.2 The reduction, suspension or termination of a previously authorized service; 


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


4.11.1.4 The failure to provide services in a timely manner; or 
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4.11.1.5 The failure of a Vendor to act within the required timeframes for resolution and 
notification of appeals and grievances.  


A grievance is an expression of dissatisfaction about any matter other than one of the actions 
listed above. Possible issues for grievances include, but are not limited to, access to care, quality 
of services, interpersonal relationships between Vendor staff and enrollees, and failure to respect 
an enrollee’s rights. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have responded to this SOW requirement in Section 5.1.11.7.A. 


Our DHCFP-approved grievance process, appeal process, process for referring members to 
the State Fair Hearing system, and process for resolving provider grievances and appeals are 
currently in place. We resubmit the written description of each process to DHCFP along with 
policies and procedures whenever there is a substantive change. We do not implement the 
change until we receive written approval of the change from DHCFP.  


We acknowledge that a member may select an attorney, friend, family member, or provider to 
act as his or her spokesperson during the grievance and appeal process. We require that a 
provider submit evidence of written permission from the member before we accept an appeal 
from a provider on behalf of the member. We meet other HIPAA and privacy requirements 
when dealing with members, personal representatives, and personal health information. 


We routinely provide information to the member in the member handbook and to providers in 
the provider manual as each initially joins Amerigroup and thereafter whenever a change is 
made. We post the most current versions of the member handbook and the provider manual to 
each respective website. Member Service and Provider Services employees frequently use these 
online references for member and provider education and as part of a full response to 
inquiries.  


Our bilingual Member Advocate assists members to understand their grievance and appeal 
rights, and the differences among a grievance, an appeal, and an expedited appeal. We share 
information on oral and written grievance and appeal requirements. We help members 
understand  that our appeal process must be exhausted before filing a request for a State Fair 
Hearing and that, while grievances are not eligible for the State Fair Hearing, we do have a 
second level of health plan executive review as an alternative. Provider Relations 
Representatives offer similar assistance to our providers. 
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4.11.2 Authorization and Notice Timeliness 
Requirements 
The Vendor must provide standard authorization decisions as expeditiously as the enrollee’s 
health requires and within the State’s established timelines that may not exceed fourteen (14) 
calendar days following receipt of the request for service, with a possible extension of up to 
fourteen (14) additional calendar days if the enrollee or provider requests the extension; or, the 
Vendor justifies (to the DHCFP upon request) a need for additional information and how the 
extension is in the enrollee’s interests. 


For cases in which a provider indicates or the Vendor determines that following the standard 
timeframe could seriously jeopardize the enrollee’s life or health or ability to attain, maintain, or 
regain maximum function, the Vendor must make an expedited authorization decision and 
provide a Notice of Action as expeditiously as the enrollee’s health condition warrants and no 
later than three (3) working days after receipt of the request for service. The Vendor may extend 
the three (3) working days time period by up to fourteen (14) calendar days if the enrollee 
requests an extension or if the Vendor justifies (to the State upon request) a need for additional 
information and how the extension is in the enrollee’s interest.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.7.A. 


When our Utilization Management (UM) department makes an adverse decision regarding 
services, we provide a notice of that action within 14 days of receipt of the request, unless an 
extension is requested by the member, the provider on behalf of the member, or when 
approved by DHCFP. We also process expedited decisions when justified by the member’s 
clinical situation. 


We commit to meeting the following time frames associated with authorization decisions. We 
monitor the application of authorization criteria and the timeliness of decision making as part 
of our UM program discussed in Section 5.1.11.5.A Quality Assurance. 


Table 4.11.2.-1. Authorization Decision Timeframes to Ensure Member Rights Are Met 


Authorization Decision  Time Frame 


Standard Authorization Decision  Within 14 calendar days 


Extensions (requested by member or provider, or approved by DHCFP)  Up to 14 calendar days 


Expedited Decision (if delay would seriously jeopardize life, health, or 
potential to attain, maintain, or regain maximum function) 


3 calendar days 


Extensions of Expedited Decision (requested by member or provider, 
or approved by DHCFP) 


Up to 14 calendar days 
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4.11.3 Notice of Action 
The Vendor must provide a written notice of action to the enrollee when the Vendor takes action 
or makes an adverse determination affecting the enrollee. If a provider has made a request on an 
enrollee’s behalf and the Vendor makes an adverse determination, the provider must be notified 
but this notification need not be in writing. 


To ensure ease of understanding by non-English speaking or visually impaired enrollees, or 
enrollees with limited reading proficiency, the written notice to the enrollee must meet the 
language and format requirements of 42 CFR 438.10(c) and (d). 


A written notice of action to the enrollee must meet the following requirements and must 
explain: 


4.11.3.1 The action the Vendor or its subcontractor has taken or intends to take; 


4.11.3.2 The reasons for the action; 


4.11.3.3 The enrollee’s or the provider’s right to file an appeal; 


4.11.3.4 The enrollee’s right to request a State Fair Hearing after the enrollee has exhausted 
the Vendor’s internal appeal procedures; 


4.11.3.5 The procedures for exercising the enrollee’s rights to appeal; 


4.11.3.6 The circumstances under which expedited resolution is available and how to request 
it; 


4.11.3.7 The enrollee’s rights to have benefits continue pending the resolution of the appeal, 
how to request that benefits be continued, and the circumstances under which the 
enrollee may be required to pay the costs of these services; 


4.11.3.8 That the enrollee may represent himself or use legal counsel, a relative, a friend, or 
other spokesman; 


4.11.3.9 The specific regulations that support, or the change in federal or State law that 
requires the action; and 


4.11.3.10 The enrollee’s right to request an evidentiary hearing if one is available or a state 
agency hearing, or in cases of action based on change in law, the circumstances under 
which a hearing will be granted. 


The Vendor must give notice at least ten (10) days before the date of action when the action is a 
termination, suspension, or reduction of previously authorized covered services. This timeframe 
may be shortened to five (5) days if probable enrollee fraud has been verified.  
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The Vendor must give notice by the date of the action for the following circumstances:  


4.11.3.11  In the death of the enrollee;  


4.11.3.12 A signed written enrollee statement requesting termination or giving information 
requiring termination or reduction of services (where the enrollee understands that 
this must be the result of supplying that information); 


4.11.3.13 The enrollee’s admission to an institution where he is ineligible for further services; 


4.11.3.14 The enrollee’s address is unknown and mail directed to him has no forwarding 
address; 


4.11.3.15 The enrollee has been accepted for Medicaid services by another local jurisdiction; 


4.11.3.16 The enrollee’s physician prescribes the change in level of medical care; 


4.11.3.17 An adverse determination made with regard to the preadmission screening 
requirements for nursing facility admissions on or after January 1, 1989; or 


4.11.3.18 The safety or health of individuals in a facility would be endangered; the residents 
health improves sufficiently to allow a more immediate transfer or discharge; an 
immediate transfer or discharge is required by the resident’s urgent medical needs; or 
the resident has not resided in a nursing facility for thirty (30) days (applies only to 
adverse action for nursing facility transfers). 


4.11.3.19 The Vendor must give a Notice of Action on the date of action when the action is a 
denial of payment.  


4.11.3.20 The Vendor must give notice on the date that the timeframes expire when service 
authorization decisions are not reached within the timeframes for either standard or 
expedited service authorizations. Untimely service authorizations constitute a denial 
and are thus adverse actions. 


4.11.3.21 Notice of Actions must include: 


A.  The enrollee’s right to file a grievance if he or she disagrees with that decision; and 


B.  The enrollee’s right to receive written resolution notice. In addition, reasonable 
efforts shall be made to provide oral resolution notice. 


Amerigroup Nevada currently complies with this and will continue to do so under the new 
Contract. We have fully responded to this SOW requirement in Section 5.1.11.7.A. 
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Figure 4.11.3-1. Each decision notice includes all of the 
required information in either English or Spanish. 


 


We recognize that members have 
a right to understand why a 
decision is made and have a right 
to question or challenge our 
decisions. Our employees support 
these rights and provide the 
assistance for members to 
understand why we made the 
decision and their options for 
contesting the decision. Each 
decision notice includes all of the 
required information in either 
English or Spanish.  


We routinely enclose the request 
form for the appeal and the form 
to continue medical benefits 
during an appeal or a State Fair Hearing with the adverse decision notice.  


We include member rights information in the “Important Information about Your Appeal 
Rights as a Member” notice that accompanies every adverse decision.  


Termination, Suspension, or Reduction of Previously Authorized 
Covered Services 


We understand that members need time to receive our decision, review it, and choose to file an 
appeal, or to make other arrangements based on our decisions for continued authorization of 
services. When we make a decision to terminate, suspend, or reduce a previously authorized 
service, we do not act on the decision until 10 days after we send the notice to the member to 
allow the member to file an appeal. We shorten that timeframe to five days when we verify 
member fraud associated with the service. We also notify members on or before the time we 
make an adverse determination for all of the required circumstances. 


Our Notice of Action includes the member’s right to file an appeal and to receive written 
resolution notice. We make every effort to provide oral resolution notice. 
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4.11.4 Handling of Grievances and Appeals 
The Vendor is required to dispose of each grievance and resolve each appeal and to provide 


notice as expeditiously as the enrollee’s health condition requires within the State’s 
established time frames specified as follows: 


4.11.4.1 Standard disposition of grievances: The Vendor is allowed no more than ninety (90) 
days from the date of receipt of the grievance. 


4.11.4.2 Standard resolution of appeals: The Vendor is allowed no more than thirty (30) days 
from the date of receipt of the appeal. 


4.11.4.3 Expedited resolution of appeals: The Vendor is allowed up to three (3) working days 
from the date of receipt of the appeal. The Vendor is required to establish and 
maintain an expedited review process for appeals when the Vendor determines or the 
provider indicates that taking the time for a standard resolution could seriously 
jeopardize the enrollee’s life or health or ability to attain, maintain, or regain 
maximum function. The Vendor must ensure that punitive action is not taken against 
a provider who supports an expedited appeal. If the Vendor denies a request for an 
expedited resolution of an appeal, it must transfer the appeal to the standard 
resolution of appeals and make reasonable efforts to give the enrollee oral notice of 
the denial and follow up within two (2) calendar days with a written notice. 


4.11.4.4 The vendor must inform the enrollee of the limited time available to present evidence 
and allegations of fact or law, in person or in writing, in the case of the expedited 
resolution. 


4.11.4.5 These time frames may be extended up to fourteen (14) days if the enrollee requests 
such an extension or the Vendor demonstrates to the satisfaction of the DHCFP that 
there is a need for additional information and how the extension is in the enrollee’s 
interests. If the State grants the Vendor’s request for an extension, the Vendor must 
give the enrollee written notice of the reason for the delay.  


 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We have fully responded to this SOW requirement in Section 5.1.11.7.A. 


Our performance goal for all grievances and appeals, 
against which we measure our performance, is the time 
from receipt of a grievance or appeal to communication 
of that decision to the member or provider. We measure 
against DHCFP-mandated timeframes including those 
for standard and expedited appeals: 
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 Appeals  – 30 calendar days 


 Expedited appeals – three calendar days 


 Grievances – 90 days 


To date in 2012, we have consistently exceeded the 95 percent goal with nearly half of the 
reported months exceeding 99 percent.  


We realize that the timeframe for addressing grievances and appeals can be extended up to 14 
days at the request of the member or with DHCFP approval based on a need for additional 
information when the extension is in the member’s best interest. We have not requested 
extension approval from DHCFP in the past, but if the need arises, we will notify the member 
in writing of the decision and the reason for the delay. 


Grievance and Appeals Handling Requirements 
In handling grievances and appeals, the Vendor must meet the following requirements:  


4.11.4.6 The Vendor must provide enrollees any reasonable assistance in completing forms 
and taking other procedural steps, including assisting the enrollee and/or the 
enrollee’s representative to arrange for non-emergency transportation services to 
attend and be available to present evidence at the appeal hearing. This also includes, 
but is not limited to, providing interpreter services and toll-free numbers that have 
adequate TTY/TTD and interpreter capability; 


4.11.4.7 Acknowledge receipt of each grievance and appeal; 


4.11.4.8 Ensure that the individuals who make decisions on grievances and appeals were not 
involved in any previous level of review or decision-making; and 


4.11.4.9 Ensure that the individuals who make decisions on grievances and appeals are health 
care professionals who have the appropriate clinical expertise, as determined by the 
State, in treating the enrollee’s condition or disease if the grievance or appeal 
involves any of the following: 


A.  An appeal of a denial that is based on medical necessity; 


B.  A grievance regarding the denial of an expedited resolution of an appeal; or 


C.  A grievance or appeal that involves clinical issues.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 
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Our employees assist members by accepting grievances and appeals orally; documenting the 
required elements in our core system, thereby establishing the earliest date of receipt and 
facilitating tracking and trending; helping members to complete subsequent written requests 
for standard appeals. We do not require written requests for expedited appeals. We inform 
members of the limited time available for the submission of additional information on an 
expedited appeal including if a member requests an extension. 


We also accept grievances and appeals routed to us from DHCFP. To ensure that we respond 
in a timely fashion, our system automatically ages the grievance or appeal from the date of 
first receipt by Amerigroup.  


Members who exercise their right to present their case to the appeal reviewer are given the 
option to appear in person with transportation arranged, if necessary. However, most prefer to 
communicate with the reviewer by telephone, which we facilitate. When necessary we provide 
interpreters, TTY/TTD, conference call facilities, or other assistance to members to ensure 
their rights. We acknowledge receipt of the standard grievances or appeal in writing within 
five days, review the information for completeness, and assemble the supporting 
documentation for the reviewer.  


Our bilingual Member Advocate coordinates the response and resolution of grievances and 
appeals. We ensure that individuals reviewing grievances and appeals are different individuals 
than those who made the original decisions. We also route issues with clinical aspects to 
clinical reviewers.  


All of our appeal reviewers meet Board certification in the same or similar specialty, as 
required by DHCFP and NCQA, to ensure that the appeal decision is made by a clinician with 
knowledge and expertise in the specific clinical area. We monitor the progress of reviews to 
ensure that we complete review and communication of the appeal decision within the 30-day 
required timeframe. 
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Additional Appeals Process Requirements 
4.11.4.10 That oral inquiries seeking to appeal an action are treated as appeals (in order to 
establish the earliest possible filing date for the appeal) and must be confirmed in writing unless 
the enrollee requests expedited resolution; 


4.11.4.11 That the enrollee is provided a reasonable opportunity to present evidence, and 
allegations of fact or law, in person as well as in writing, and that the enrollee is informed by the 
Vendor of the limited time available for this in the case of expedited resolution; 


4.11.4.12 That the enrollee and his/her representative is provided the opportunity, before 
and during the appeals process, to examine the enrollee’s case file, including medical records, 
and any other document and records considered during the appeals process; and 


4.11.4.13 Include, as parties to the appeal, the enrollee and his/her representative or the 
legal representative of a deceased enrollee’s estate. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


When we receive an oral inquiry seeking an appeal, we recognize it as an appeal and 
document it in the core system which sets the receipt date, triggers appeal aging, and generates 
an acknowledgement to the member within five days. 


We advise the member that he or she may have a personal representative as a spokesperson as 
previously described. We make the case file available to members who ask to examine the file, 
medical records, or any documentation used to make the decision to deny or reduce previously 
approved medical services before and during the appeal process. These rights also apply to a 
deceased member’s estate representatives. 
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Disposition Notification of Grievances and Appeals 
and Records Maintenance 
The Vendor shall notify the enrollee of the disposition of grievances and appeals in written 
format. The written notice must include the results of the resolution process and the date it was 
completed. For appeals that are not wholly resolved in favor of the enrollee, the notice must also 
include:  


4.11.4.14 The right of the enrollee to request a State Fair Hearing from the DHCFP and how 
to do so;  


4.11.4.15 The right to request to receive benefits while the hearing is pending and how to 
make this request; and 


4.11.4.16 That the enrollee may be held liable for the cost of those benefits if the State Fair 
Hearing Officer upholds the Vendor’s action.  


For expedited appeal resolution requests, the Vendor is required to make a good faith effort to 
provide an oral notice of the disposition in addition to the required written notice.  


The Vendor is required to maintain records of grievances and appeals, which the State will 
review as part of the State’s quality strategy 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


We notify members in writing regarding the disposition of a grievance within 90 days from 
receipt. If the member is not satisfied with the outcome, the notification advises that a second 
level of review is available and provides direction on next steps. 


We notify members with an appeal within 30 days from receipt of the appeal request. If the 
appeal is favorable to the member, we include information on the approved authorization and 
any action the member should take. When the decision is adverse, we provide information on 
the State Fair Hearing process and include the continuation of benefits form which includes 
the disclaimer regarding member responsibility for service cost if the State Fair Hearing 
decision is in favor of the health plan. 


When an expedited review is completed (within the three-day timeframe unless an up to 14-day 
extension is requested or granted by DHCFP), we attempt to reach the member by telephone to 
relay the outcome and discuss the next steps. Regardless of whether we reach the member by 
telephone, we mail a written notification, as required. 
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All activities of the grievance and appeal process are documented in our core system. The 
system supports the generation of reports which we make available to DHCFP for review.  


4.11.5 State Fair Hearing Process 
The State Fair Hearing process is described in Chapter 3100 of the MSM. An enrollee, enrollee’s 
representative or the representative of a deceased enrollee’s estate has the right to request a State 
Fair Hearing from the DHCFP when they have exhausted the Vendor’s appeal system without 
receiving a wholly favorable resolution decision. The request for a State Fair Hearing must be 
submitted in writing within ninety (90) calendar days from the date of the Vendor’s notice of 
resolution. The Vendor will participate in the State Fair Hearing process, at the Vendor’s 
expense, in each circumstance in which an enrollee for whom the Vendor has made an adverse 
determination requests a State Fair Hearing. The Vendor is bound by the decision of the Fair 
Hearing Officer. (Please refer to the Chapter 3100 of the MSM for timeframes for standard and 
expedited State Fair Hearings.) 


The Vendor is required to inform the enrollee of their right to a State Fair Hearing, how to obtain 
such a hearing, and representation rules must be explained to the enrollee and provided by the 
vendor pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 
438.10(g)(1).  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


We advise members that they may have personal representatives as spokespersons during the 
State Fair Hearing process, similar to their right during our appeal process. We reiterate that 
the appeal process must first be exhausted before requesting a State Fair Hearing and that the 
request must be submitted to the State within 90 days from the date of our appeal decision. All 
of this information is part of the packet, including the right to continued benefits, which we 
send with the adverse appeal decision.  


We participate in the preliminary calls between the member and DHCFP and when the issue 
is not resolved, we participate in the scheduled proceedings before the Administrative Law 
Judge as part of the State Fair Hearing. Once a decision is made, we accept and implement 
the decision as expeditiously as possible. 
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4.11.6 Continuation of Benefits while Our Appeal 
Process and the State Fair Hearing Are Pending 
The Vendor must continue the enrollee’s benefits while the Vendor’s internal appeals process is 
pending and while the State Fair Hearing is pending if all of the following conditions exist: 


4.11.6.1 The appeal is submitted to the Vendor on or before the later of the following: 
within ten (10) days of the Vendor mailing the Notice of Action; or, the intended effective date 
of the Vendor’s proposed action; 


4.11.6.2 The appeal involves the termination, suspension, or reduction of a previously 
authorized course of treatment; 


4.11.6.3 The services were ordered by an authorized provider; 


4.11.6.4 The original periods covered by the original authorization have not expired; and 


4.11.6.5 The enrollee requests an extension of benefits.  


If, at the enrollee’s request, the Vendor continues the enrollee’s benefits while the appeal is 
pending, the benefits must be continued until one of the following occurs: 


4.11.6.6 The enrollee withdraws the appeal; 


4.11.6.7 Ten (10) days pass after the Vendor mails the notice of action, providing the 
resolution of the appeal against the enrollee, unless the enrollee, within the 10-day timeframe has 
requested a State Fair Hearing with continuation of benefits until a State Fair Hearing decision is 
reached; 


4.11.6.8 A State Fair Hearing Officer issues a hearing decision adverse to the enrollee; and 


4.11.6.9 The time period of service limits of a previously authorized service has been met. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


We proactively provide the request form for continued benefits to members as part of the 
member notification of adverse decision and again with information concerning our appeal 
decisions so that members can request continued benefits. Our proactive action exceeds the 
10-day requirement for notification. On our forms for continued benefits during the appeal 
and State Fair Hearing process, we include instructions explaining the mandated conditions 
and note that all conditions must be met for benefits to be continued. 
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As part of our communication with members who request continued benefits, we explain that 
we continue benefits until one of the required situations occurs. We provide this information 
to members and help them fully understand their options. We resend the continuation of 
benefits form with an adverse appeal notification so that members may choose to continue 
services pending the State Fair Hearing decision.  


Cost Recovery 
If the final resolution of the appeal is adverse to the enrollee, the Vendor may recover the cost of 
the services furnished to the enrollee while the appeal was pending, to the extent that they were 
furnished solely because of the requirements of this section and in accordance with policy set 
forth in 42 CFR 431.230(b). 


If the Vendor or Fair Hearing Officer reverses an action to deny, limit, or delay services that 
were not furnished while the appeal was pending, the Vendor must authorize or provide the 
disputed services promptly and as expeditiously as the enrollee’s health condition requires. If the 
Vendor or State Fair Hearing Officer reverses a decision to deny authorization of services, and 
the enrollee received the disputed services while the appeal was pending, the Vendor or the State 
must pay for those services in accordance with State policy and regulations. 


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


When the State Fair Hearing Officer reverses an action to deny, limit, or delay services that 
were not furnished while the appeal was pending, we modify the authorization promptly so 
that the member can obtain the service. If the member received the appealed service while the 
decisions were pending, we promptly generate an approval for payment, as directed. 


If the decision is to uphold our original adverse decision, we document the determination and 
close the appeal. 


When the State Fair Hearing upholds our original adverse decision and continued benefits 
have been provided, we have the right to invoke the provider contract clause to recoup costs by 
deducting payments to the provider. We advise the provider of the adverse decision by copy on 
all member communication. Providers understand that when they provide service while the 
appeal or State Fair Hearing is under review, and the decision is upheld, they must collect the 
cost of the service directly from the member.  
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4.11.7 Provider Grievances and Appeals  
The Vendor must establish a process to resolve any provider grievances and appeals that are 
separate from, and not a party to, grievances and appeals submitted by providers on behalf of 
enrollees. Written grievance and appeals procedures must be included, for review and approval, 
at the time the Vendor policies and procedures are submitted to the DHCFP and at anytime 
thereafter when the Vendor’s provider grievance and appeals policies and procedures have been 
revised or updated. The Vendor may not implement any policies and procedures concerning its 
provider grievance and appeal system without first obtaining the written approval of the DHCFP. 


The following provisions reflect minimum requirements and are not intended to limit the scope 
of the Vendor’s grievance and appeals process for providers.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. We have fully responded to this SOW 
requirement in Section 5.1.11.7.A. 


In the following section, we describe the DHCFP-approved process for: 


 Provider medical necessity (utilization decision) appeal handled by the Nevada health 
plan 


 Provider administrative and claims appeals handled by Corporate Amerigroup staff 


 Provider grievance handled by the Nevada health plan 


Our written grievance and appeal policies and procedures are approved by DHCFP and any 
changes to the policy or procedures are not implemented until we receive written approval 
from the State.  


Provider Appeals 
Provider Medical Necessity Appeal 


Our DHCFP-approved provider medical necessity appeal process, when submitted by the 
provider on his or her own behalf and not that of the member, mirrors our member appeal 
process. Provider appeals related to utilization decisions and for which a denial letter was sent 
are considered medical necessity appeals and are eligible for a single level of review. We log 
provider appeals in the same core system, process the appeals by our Nevada-based employees 
and expert specialty reviewers within 30 calendar days, and track and report provider appeals 
on medical necessity decisions separately from member grievances and appeals . We provide 
notification to the provider of the determination and include information on filing a request 
for a State Fair Hearing.  
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Provider Administrative and Claims Appeals 


A provider claims appeal is defined as dissatisfaction with a claim payment for services 
already provided, not associated with a utilization medical necessity decision. No action is 
required of the member for provider claims appeal.  


If a provider is dissatisfied with the claims payment, he or she may submit an appeal (within 
90 calendar days from the date of the Explanation of Payment (EOP)) to the Corporate 
Amerigroup address listed in the provider manual and on the EOP. We offer two levels of 
review for this type of provider appeal. 


Amerigroup notifies providers of the claims appeal process through the provider manual and 
the provider website. We use provider alerts to notify providers of any DHCFP-approved 
changes made during the year. 


Provider Grievances 
A provider grievance, similar to a member grievance, is an expression of dissatisfaction about 
any matter or aspect of the health plan or its operations submitted by any physician, hospital, 
facility, or other health care professional licensed or otherwise authorized to provide 
healthcare services to Medicaid and Nevada Check Up members within our Nevada network. 
We ensure that punitive or retaliatory action is not taken against a provider who files a 
grievance or against a provider who supports a member’s grievance. We manage provider 
grievances at the health plan level as described below. 


General Requirements 
The Vendor must accept written or oral grievances and appeals that are submitted directly by the 
provider as well as those that are submitted from other sources, including the DHCFP. An oral 
appeal must be followed by a written, signed appeal; however, the oral appeal must count as the 
initial date of appeal. The Vendor must keep a written or electronic record of each provider 
grievance and appeal to include a description of the issue, the date filed, the dates and nature of 
actions taken, and the final resolution. The Vendor must issue a final decision, in writing, no 
later than: 


A.  Ninety (90) days after a grievance is filed; and 


B.  Thirty (30) days after an appeal is filed.  


Amerigroup Nevada already complies with this requirement under our current Contract and 
will continue to do so under the new Contract. Our performance outcomes with provider 
appeals are described in Section 5.1.11.7.B. 
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Provider Appeals 
Provider Medical Necessity Appeal 


As with member appeals, provider appeals are accepted orally and must be followed up with a 
written request within 10 calendar days of filing the oral appeal. We route the appeal to a 
clinician with the same or similar experience for review, in compliance with our NCQA 
Medicaid accreditation, and forward the decision in writing to the provider within 30 calendar 
days of receipt. If the decision is in favor of the provider, we initiate the appropriate next steps 
to address the resolution. If the determination is to uphold the initial decision, we give the 
provider information on filing for a State Fair Hearing within 90 days of the receipt of the 
notice, if he or she chooses to follow through. There is only one level of review for provider 
medical necessity appeals. 


Provider Administrative and Claims Appeals 


A provider may file an oral appeal, but must follow up with a written request within 10 
calendar days of filing the oral appeal. Oral requests, received in the National Customer Care 
(NCC) Organization or by the Nevada team are documented in the core system contact log and 
routed to the Claims Appeal Unit. We use the oral request date as the date of receipt.  


If we do not receive a written request within the specified timeframe, we close the appeal and 
no review takes place. We mail a letter to the provider explaining that we did not receive the 
required written follow up and that the claims appeal has been closed.  


If we receive the written appeal request beyond 10 calendar days from when the oral appeal 
was made, we consider the date we receive the letter  as the new aging date for determining 
compliance with expected turnaround time.  


We route the appeal to a Claims Department Appeals Specialist for level one review and 
determination. The Appeals Specialist researches and determines the current status of the 
claim and obtains any additional information required. We conduct an internal review and 
communicate results in a written decision to the provider within 30 calendar days. An EOP is 
used to notify providers of overturned denied claims or additional payments. An upheld denied 
claim receives a Claims Appeal Determination Letter. The determination letter includes: 


 A statement of the provider's appeal 


 The reviewer’s decision along with a detailed explanation of the basis for the decision 


 A description of the evidence or documentation which supports the decision 


 A description of the method to obtain a second level internal review 
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Level two appeals are available for providers dissatisfied with the level one decision. We accept 
oral and written appeals within 30 calendar days of the level one determination letter. The 
same requirements and processes for oral appeals as described for level one apply to level two 
review. 


A senior Claims Appeal Unit employee reviews the level two appeal; this employee has not 
been involved with the original decision. If additional information is submitted that would 
support payment, the denial is overturned.  


We send the level two determination letter to the provider within 30 calendar days of receipt of 
the request. The EOP serves as notification for decisions resulting in claims payment.  


If we uphold the previous claim and appeal decision, we send an appeal  determination letter 
to the provider with an explanation of the decision and the State Fair Hearing rights. The 
letter directs the provider to file a written request to DHCFP within 90 calendar days of the 
date the determination letter was mailed.  


Amerigroup is bound by the decision of the State Fair Hearing Officer and will comply with 
any decision resulting from the State Fair Hearing process. 


Provider Grievances 
A provider may file a grievance either verbally or in writing and NCC representatives are 
available to receive inquiries over the telephone. We request that the provider submit any 
supporting documentation for review. 


When the NCC receives the call, the representative attempts to resolve all inquiries at the time 
of the initial call. We train representatives in customer relations, appropriate methods for 
resolving common inquiries, and the importance of the grievance process. If NCC cannot 
resolve an inquiry to a provider’s satisfaction, it refers the inquiry to Nevada’s Internal 
Resolution Unit (IRU) and Provider Services for investigation and action.  


Because of our relationship with our network providers, we receive the majority of contacts 
through our Nevada Provider Services department which oversees and manages the provider 
grievance process. Provider Services ensures that grievances are routed to the appropriate 
departments for resolution and, if appropriate, to the “Investing in Quality” workgroup 
described in Section 5.1.11.5.A Quality Assurance.  


A member of the IRU assists providers in understanding and using the grievance process. We 
document the nature and cause of the dissatisfaction and log the case in our core system for 
investigation, tracking, and trending. A clear description of this policy is also available in our 
provider manual and on our provider website.  
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We thoroughly investigate each provider grievance using applicable statutory, regulatory, 
contract provisions; collecting all pertinent facts from all parties and applying our written 
policies and procedures.  


We ensure that the individuals who make decisions on grievances are not involved in any 
previous related level of review or decision-making. Amerigroup also ensures that health care 
professionals with appropriate clinical expertise make decisions for grievances that involve 
clinical issues. 


We complete the investigation and final resolution for each grievance within 90 calendar days 
of the date of receipt and send a written response to the provider which includes the following: 


 All information considered in investigating the grievance 


 Findings and conclusions based on the investigation 


 The disposition of the grievance 


After notification, investigation, and response to a provider grievance, we document the 
outcome and report quarterly on the findings and dispositions of the grievances.  
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State Fair Hearings 
Pursuant to Nevada Revised Statute 422.306, when a provider has exhausted the Vendor’s 
internal appeals process, the provider has the right to submit a written request to the DHCFP for 
a State Fair Hearing. It is the Vendor’s responsibility to notify the provider of this right at the 
time the provider enters into a contract with the Vendor and when the outcome of an appeal is 
not wholly in favor of the provider pursuant to 42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 
438.414; and 42 CFR 438.10(g)(1). Disputes eligible for the State Fair Hearing process include: 


A.  Denial or limited authorization of a requested service; 


B.  Reduction, suspension or termination of a previously authorized service; 


C.  Denial, in whole or in part, of payment for a service; 


D.  Demand for recoupment; or 


E.  Failure of the Vendor to meet specified timeframes (e.g., authorization, claims 
processing, appeal resolution). 


The DHCFP will not accept requests for State Fair Hearings that address provider enrollment, 
termination or other contract disputes between the Vendor and its providers and/or 
subcontractors. Likewise, grievances as defined in Section 4.11.1 are not eligible for State Fair 
Hearings. The Vendor is bound by the decision of the Fair Hearing Officer and must comply 
with any decision resulting from the Fair Hearing process.  


We advise providers as part of their contracts and in the provider manual, that they must 
exhaust our appeal process before filing a request for a State Fair Hearing. We include the 
reminder of this right as part of the adverse determination notice and in the notice of the 
outcome of the appeal review when the original adverse decision is wholly or partial upheld. 


We provide the list of situations eligible for a State Fair Hearing to the provider in the 
provider manual and on the provider website to reduce the potential for inappropriate requests 
to the State. We include the fact that provider enrollment, termination, or other contractual 
appeals, and grievances are ineligible for the State Fair Hearing process. We participate in 
both the preliminary State Fair Hearing calls and in the formal proceeding before an 
Administrative Law Judge. When we are made aware of providers submitting ineligible 
requests for State Fair Hearings, our Provider Relations Representatives meet with the 
providers to give them a better understanding of the appropriate issues for the State Fair 
Hearing process.  


As with members, we abide by the decision of the State Fair Hearing and take the necessary 
steps to fulfill our obligations.   
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4.12 MANAGEMENT INFORMATION SYSTEM  
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP.  


Table 4.12-1. Cross-reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.12.1  Amerigroup MIS Capabilities  N/A  4.12.1   
4.12.2  MIS HIPAA Compliance  N/A  5.1.11.12.A and 5.1.11.12.B 
4.12.3  Ensuring that Data Reported 
is Valid 


N/A  4.12.3   


4.12.4  Eligibility Data  4.12.4.1 – 4.12.4.4  4.12.4   
4.12.5  Encounter and Claims 
Records 


4.12.5.1 – 4.12.5.2  5.1.11.12.B 


4.12.6  EPSDT Tracking System  N/A  4.12.6   
 


4.12.1 Amerigroup MIS Capabilities 
The Vendor shall operate an MIS capable of maintaining, providing, documenting, and retaining 
information sufficient to substantiate and report Vendor’s compliance with the contract 
requirements.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup recognizes the significance of structured, expertly operated, and well-maintained 
information management systems to a successful Medicaid operation. Our Management 
Information System (MIS) is built on a managed Medicaid model and currently supports more 
than 2.7 million members in 13 states, including more than 85,000 Nevada members. Our 
systems facilitate the configuration and customization required to satisfy the unique 
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requirements of each state agency, and our MIS is already meeting contract requirements and 
supporting Medicaid and Check Up operations in Nevada.  


Amerigroup’s single, integrated MIS provides the 
technology infrastructure that enables us to maintain, 
provide, document, and retain information in support 
of DHCFP requirements under our current Medicaid 
and Nevada Check Up Contract. 


Our MIS includes five essential integrated components: 


 Core Operations System. Our Core Operations System is the system of record for all 
provider, member (including enrollment and eligibility), claims, and authorization 
data. All updates to this information are performed through the user interface or 
through application-specific data loads such as enrollment files received from the 
Medicaid Management Information System (MMIS). All other Amerigroup 
applications interfacing with the Core Operations System map to its data structures to 
enable consistency in naming, formatting, and validation and drive data quality and 
reliability. 


 Care Management System. CareCompass is our clinical care management solution 
that integrates seamlessly with our Core Operations System. CareCompass gathers and 
organizes information enabling management and coordination of member care and 
supports and facilitates communications among all participants of the member’s care 
team. 


 Provider Collaboration. Effective provider collaboration is critical to maintaining a 
partnership that can improve care coordination, operational efficiency, and member 
outcomes and health. Our secure provider website allows providers and their 
authorized delegates to submit claims and prior authorization requests, view the status 
of claims and prior authorizations, access member eligibility data, and update their 
own demographic information. Providers can also use our Interactive Voice Response 
(IVR) capability to query eligibility, claims, and authorization status. With the growth 
of Health Information Technology (HIT) and Health Information Exchange (HIE), 
Amerigroup is expanding the information and methods for provider collaboration.  


 Data Warehouse. Amerigroup’s data warehouse is an integrated repository fed directly 
from the Core Operations System to ensure data quality, control, and consistency. The 
data warehouse maximizes our capacity for data analytics and affords us the flexibility 
to produce targeted reporting to support our state customers, business processes, 
providers, and members.  
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 Supplemental Applications. Our MIS includes additional integrated applications that 
support the overall functionality of Medicaid operations, including document imaging 
and workflow, member ID cards, credentialing, provider profiling, and HEDIS®. 
Dashboards/business intelligence, analytical reporting, and other supplemental 
applications maximize functionality, efficiency, security, and data analytics. 


Our MIS is supported by a dedicated internal Technology Services (TS) Department of more 
than 450 technology professionals who are not only highly skilled and experienced in 
information technology and managed healthcare, but also committed to delivering real 
solutions to our state customers.  


We devote significant corporate resources to ensure that system availability meets business 
needs. For systems such as our core operations system and telecommunications infrastructure, 
availability is maintained 24 hours a day, 7 days a week (24/7). We have positioned our MIS 
and technology architecture to maintain the highest level of systems reliability and availability. 
We are committed to internal monthly systems availability of 98.5 percent and in 2011 
performed at an average of 99.95 percent. 


To sharpen our focus on the customers we serve—state agencies, members, and providers—
management of our TS Department is fully integrated across operations, including member, 
provider, claims, care management, grievances and appeals, and program integrity. 
Integrating the management of these functions creates a collaborative environment that 
focuses on implementing technology tools to strengthen customer relationships and drive 
operational improvements. 


We will support the new Contract with our existing MIS, supplemented with functionality to 
meet new requirements specified in the SOW. 


4.12.2 MIS HIPAA Compliance 
The Vendor shall have an MIS capable of documenting administrative and clinical procedures 
while maintaining the privacy and confidentiality requirements pursuant to HIPAA. The Vendor 
shall provide DHCFP with aggregate performance and outcome data, as well as its policies for 
transmission of data from network providers. The Vendor shall submit its work plan or readiness 
survey assessing its ability to comply with Health Insurance Portability and Accountability Act 
(HIPAA) mandates in preparation for the standards and regulations. Any re-tooling of the 
Vendor’s information system to become ICD-10 compliant will be solely at the vendor’s 
expense.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Our MIS is fully operational in Nevada and meets 
DHCFP requirements for documenting administrative 
and clinical procedures while meeting HIPAA privacy 
and confidentiality requirements. 


We have invested in protecting member confidentiality and disclosure of mental health 
records, medical records, and other member Protected Health Information (PHI) in 
accordance with federal and State requirements. We have reviewed the Nevada Revised 
Statutes related to the protection of personally identifying information and confirm that our 
systems meet privacy requirements. We maintain the infrastructure, system, processes, and 
culture compliance mandated by federal and State requirements for privacy and 
confidentiality. 


Amerigroup maintains a library of detailed policies and procedures that specify the protocols 
for protecting member privacy. Our policies and procedures protect member privacy and 
safeguard member information in accordance with HIPAA, Health Information Technology 
for Economic and Clinical Health (HITECH), and other State and federal requirements. We 
maintain a project plan to track each section of HITECH, its implementation dates, and the 
Amerigroup policies and procedures that may be affected. When the remaining HITECH 
regulations are published, we will identify changes to business practices and update the 
appropriate policies and procedures, as necessary, to remain in compliance. 


Amerigroup’s approach to compliance includes: 


 Education. We train and educate all employees on HIPAA requirements; HIPAA 
requirements are also covered in our provider training and documentation. 


 Technology. We use technology to support data transmission and communication 
safeguards. 


Amerigroup will submit a HIPAA readiness survey to DHCFP along with our policy and 
procedure document addressing transmission of data to and from our network providers, prior 
to the contract start date. 


Please see our response to Section 5.1.11.12 for more information on Amerigroup’s status, 
resources, and approach to HIPAA compliance, as well as our experience with HIPAA-
compliant claims and encounters. 
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4.12.3 Ensuring that Data Reported is Valid 
The Vendor shall have internal procedures to ensure that data reported to DHCFP are valid and 
to test validity and consistency on a regular basis. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We maintain a comprehensive set of procedures and systems-based internal controls to 
validate that we capture, process, and submit data in accordance with DHCFP’s quality and 
timeliness standards for the Medicaid and Nevada Check Up Programs. We will continue to 
verify the integrity, validity, and completeness of all data that we submit to DHCFP and its 
agents by using procedural and systems-based internal controls to: 


 Manage the receipt of paper documents and electronic files 


 Edit data entering our systems and process all data accurately and completely 


 Monitor additions, deletions, or modifications to data on incoming files 


 Prepare data that is sent to DHCFP and its agents in accordance with State 
requirements 


All incoming data is processed according to well-documented procedures and quality control 
processes. We log and monitor the receipt and processing status of all incoming electronic 
data files to confirm complete processing of all transmissions. We apply systematic edits to all 
data, regardless of source, to determine if the data is accurate, complete, and valid with respect 
to format and presence, prior to loading into our MIS. We perform regular audits and checks 
to test the validity and consistency of system data and processes. 


For data we submit to DHCFP through external interfaces, we review and evaluate the 
outgoing file to verify that all data elements are included and that the file complies with format 
requirements. We monitor and log DHCFP acceptance of data files. 


We will continue to provide a technical point of contact for our Nevada Contract to address 
technical questions, issues, or concerns from DHCFP or its agents.  


Please see our response to Section 5.1.11.11 for more information on our ability to provide 
compatible interfaces with existing and proposed DHCFP systems. 
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4.12.4 Eligibility Data 
4.12.4.1 The Vendor enrollment system shall be capable of linking records for the same 


enrolled recipient that are associated with different Medicaid and/or Nevada Check 
Up identification numbers; e.g., recipients who are re-enrolled and assigned new 
numbers. 


4.12.4.2 At the time of service, the Vendor or its subcontractors shall verify every enrolled 
recipient’s eligibility through the current electronic verification system. 


4.12.4.3 The Vendor shall update its eligibility database whenever enrolled recipients change 
names, phone numbers, and/or addresses, and shall notify DHCFP of such changes. 


4.12.4.4 The Vendor shall notify DHCFP if the addresses of recipients are not accurate. 
DHCFP will notify the caseworker at the DWSS either to correct the address or 
terminate the case if the recipient is no longer a resident of the State.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Linking Records for Members with More than One 
Identification Number 
Amerigroup’s MIS provides the capability to link records for an enrolled recipient who has 
different Medicaid or Nevada Check Up identification numbers, a process currently being 
used for our Nevada MCO business. 


When we receive an 834 enrollment file from DHCFP, we process it through logic to evaluate 
whether we already have information on the member, based on name, date of birth, gender, 
Social Security Number (SSN), and address. We associate members with the Medicaid or 
Nevada Check Up identification number that is currently active and track history of any prior 
identification numbers. Weekly reports highlight other possible duplicate members for 
additional research by the enrollment team. 


Verifying Eligibility at the Time of Service 
Amerigroup Nevada instructs our providers to verify member eligibility at the time of service. 
We provide multiple methods for the provider to verify member eligibility twenty-four (24) 
hours a day, seven (7) days a week via our toll-free provider inquiry line or through self-
service tools on our provider website. We also maintain a link to the State’s Electronic 
Verification of Services (EVS) on our provider website. 
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Updating Member Demographic Data 
Amerigroup strives to maintain current demographic information on all members, including 
name, address, and telephone number. When we learn about changes in member name, 
telephone number, or address, we update the information in our MIS. We maintain audit trails 
on all changes to member demographic data. 


Changes to member demographic data are currently transmitted to DHCFP on a daily basis. 


Notifying DHFCP of Inaccurate Addresses 
Amerigroup will notify DHCFP of recipient addresses that we believe are inaccurate. 


Amerigroup has a number of ways to identify that an address may be inaccurate, including 
processing incoming enrollment files from DHCFP through an address verification program 
and tracking member mailings, such as ID cards, returned as undeliverable. 


4.12.5 Encounter and Claims Records 
4.12.5.1 The encounter data reporting system should be designed to assure aggregated, 


unduplicated service counts provided across service categories, provider types, and 
treatment facilities. The Vendor shall use a standardized methodology capable of 
supporting CMS reporting categories for collecting service event data and costs 
associated with each category of service.  


4.12.5.2 The Vendor shall collect and submit service specific encounter data in the appropriate 
CMS 1500, UB 04, and the/or appropriate ADA Dental Claim format or an 
alternative format if prior approved by DHCFP.  The data shall be submitted in 
accordance with the requirements set forth. The data shall include all services 
reimbursed by Medicaid.   


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Under our current Nevada Medicaid and Nevada Check Up Contract, we submit monthly 
encounters in the format specified by DHCFP. Amerigroup will continue to submit encounter 
files to DHCFP that contain all encounter data regardless of source of claim, electronic or 
paper format, or type of provider. Encounter data includes all services reimbursed by 
Medicaid. 


We understand and support the direction that DHCFP is taking with its data warehouse 
approach to encounters. We understand the challenges that the State is currently facing and 
are providing whatever assistance we can to help the DHCFP meet its goals for encounter file 
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submission. When DHCFP is ready to receive a HIPAA-compliant encounter file from 
Amerigroup, we will be ready. 


We have fully responded to this SOW requirement in Section 5.1.11.12.B. 


4.12.6 EPSDT Tracking System 
The Vendor shall operate a system that tracks EPSDT activities for each enrolled Medicaid 
eligible child by name and Medicaid identification number. The system shall allow the Vendor to 
report annually on the CMS reporting form.  This system shall be enhanced, if needed, to meet 
any other reporting requirements instituted by CMS or DHCFP. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We maintain an Early and Periodic Screening, Diagnosis and Treatment Program (EPSDT) 
tracking system that is integrated with our MIS and is currently creating required annual 
CMS reports for our Nevada members. 


We update our EPSDT system from several internal sources, including enrollment, claims, 
and encounter data. We also load the system with information compiled from selected external 
sources such as Nevada State immunization information and Medicaid fee-for-service claims 
history information. Capturing data from external sources helps prevent outreach activities 
for services already obtained by members before they joined Amerigroup Nevada or for 
services obtained through alternate service providers, such as a free clinic. 


Amerigroup Nevada acknowledges and will comply with the requirement to enhance our 
EPSDT system, as needed, to meet CMS or DHFCP requirements. 
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4.13 OPERATIONAL REQUIREMENTS  
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.13-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.13.1 Medical Director’s Office  4.13.1.1 – 4.13.1.10  4.13.1   


4.13.2 Vendor Operating Structure and Staffing 
4.13.2.1   5.1.11.8 
4.13.2.2  5.1.11.8 
4.13.2.3  5.1.10.1.A.6 


4.13.3 Subcontractors 


4.13.3.1  4.13.3.1 
4.13.3.2  5.2.1.3 
4.13.3.3  4.13.3.3 
4.13.3.4  4.13.3.4 
4.13.3.5  5.2.1.2 and 5.2.1.6 
4.13.3.6  5.2.1.2 
4.13.3.7  5.2.1.2 
4.13.3.8  5.2.1.2 
4.13.3.9  4.13.3.9 
4.13.3.10  4.13.3.10 
4.13.3.11  4.13.3.11 


4.13.4 Policies and Procedures  NA  4.13.4 


4.13.5 Implementation 
4.13.5.1    4.13.5.1   
4.13.5.2    4.13.5.2   


4.13.6 Presentation of Findings  NA  4.13.6 
4.13.7 Vendor Marketing Materials  NA  4.13.7 
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Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.13.8  Fraud and Abuse 


4.13.8.1   5.1.11.6.C 
4.13.8.1   4.13.8.1  
4.13.8.2  4.13.8.2 
4.13.8.3  4.13.8.3 
4.13.8.4   5.1.11.6.C 
4.13.8.5   4.13.8.5  
4.13.8.6   4.13.8.6  
4.13.8.7   4.13.8.7  
4.13.8.8   4.13.8.8  
4.13.8.9   4.13.8.9  
4.13.8.10  4.13.8.10 


4.13.1 Medical Director’s Office 
The Vendor must designate a Medical Director to be responsible for the oversight of 
development, implementation and review of the Vendor's Internal Quality Assurance Program, 
including implementation of and adherence to any Plan of Correction. The Medical Director 
need not serve full time or be a salaried employee of the Vendor, but the Vendor must be 
prepared to demonstrate it is capable of meeting all requirements using a part-time or contracted 
non-employee director. The Vendor may also use assistant or associate Medical Directors to help 
perform the functions of this office. The Medical Director and the Vendor's Utilization 
Management and Internal Quality Assurance Plan Committee are accountable to the Vendor's 
governing body.  The Medical Director must be licensed to practice medicine in the State of 
Nevada and be board-certified or board-eligible in his or her field of specialty.   


The responsibilities of the Medical Director include the following: 


4.13.1.1 Serves as co-chairman of the Vendor's Utilization Management and Quality 
Assurance Plan committee; 


4.13.1.2 Directs the development and implementation of the Vendor's Internal Quality 
Assurance Plan (IQAP) and utilization management activities and monitoring the 
quality of care that Vendor enrollees receive; 


4.13.1.3 Oversees the development and revision of the Vendor's clinical care standards and 
practice guidelines and protocols; 


4.13.1.4 Reviews all potential quality of care problems, and oversees the development, and 
implementation of, as well as the adherence to, Plans of Correction; 


4.13.1.5 Oversees the Vendor's referral process for specialty and out-of-network services.  All 
services prescribed by a PCP or requested by an enrollee which are denied by the 
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Vendor must be reviewed by a physician, physician assistant, or advanced nurse 
practitioner with the reason for the denial being documented and logged; 


4.13.1.6 Oversees the Vendor's provider recruitment and credentialing activities; 


4.13.1.7 Serves as a liaison between the Vendor and its providers, communicating regularly 
with the Vendor's providers, including oversight of provider education, in-service 
training and orientation; 


4.13.1.8 Serves as the Vendor’s consultant to medical staff with regard to referrals, denials, 
grievances and problems; 


4.13.1.9 Ensures enrollee Individual Family Service Plans (IFSPs) and Individualized 
Education Programs (IEPs) are followed; and 


4.13.1.10 Ensures coordination of out-of-network services. 


The Vendor must also identify a liaison, which can be the Medical Director, to work with 
DHCFP regarding utilization review and quality assurance issues. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada’s Medical Director, Richard Roberts, MD, MHSA, CPE, brings almost 
four years’ experience with the Nevada Medicaid and Check Up managed care programs. Dr. 
Roberts, a board-certified pediatrician, has served as the Medical Director for Amerigroup’s 
Nevada health plan since January 2009. He is licensed in Nevada, California, Arizona, and 
Arkansas. His responsibilities now mirror those required by DHCFP, including the designated 
liaison with DHCFP on all utilization management and quality assurance issues. 


As Medical Director, Dr. Roberts has forged collaborative relationships with all types of 
providers throughout Clark and Washoe counties. He meets regularly with providers in the 
community. He also has cultivated strong relationships with community organizations who 
provide wraparound services to the health plan or who coordinate community-based health 
education and promotion to capitalize on shared missions and synergies. Further 
strengthening his understanding of the Nevada market, Dr. Roberts is a member of the 
Nevada Association of Managed Care Physicians (NAMCP)—a group of physician thought- 
leaders representing payers, large provider groups, public health departments, and Nevada’s 
Medicare peer review organization. NAMCP meets throughout the year to discuss clinical 
trends, issues, and potential solutions that influence the health of our community and state.  


In addition, he works closely with DHCFP staff with whom he regularly consults regarding 
clarification of the Medicaid Services Manual (MSM) and has been recognized as an expert in 
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its interpretation. Dr. Roberts’ collegial relationships with each of the DHCFP staff who are 
accountable for the various MSM chapters foster a deep understanding of the MSM rules and 
rapid response when the need for clarifications or interpretations arise. 


Dr. Roberts has also provided strong leadership to the plan in establishing and executing 
comprehensive quality assurance programs, achieving substantial gains in clinical quality 
metrics for our members since Amerigroup Nevada began operations. His familiarity with 
local and statewide medical and service delivery goals and his extensive experience developing 
utilization management programs contribute to the clinical integrity with which the health 
plan operates. Additionally, he is instrumental in supporting our network providers who are 
transforming their practices into Real Solutions® Medical Homes.  


Dr. Roberts is supported by Associate Medical Directors with complementary clinical 
expertise. All Medical Directors work closely with network providers and our clinical team to 
promote care treatment plans that encourage optimal health and functional outcomes for 
members. 


 OB Medical Director. Three of the health plan’s ten most frequent diagnoses are 
pregnancy-related, and we cover more than 4,400 births each year. So Amerigroup 
Nevada has invested in promoting optimal maternal and child health outcomes 
through a designated OB Medical Director. Brandon Charles, M.D., is responsible for 
the quality and management of healthcare provided to Amerigroup Nevada, as well as 
for peer review, education, and physician relations. Prior to joining Amerigroup in 
2012, Dr. Charles was in private practice for 20 years as an obstetrician gynecologist. 
He is a board-certified diplomat of the American Board of Obstetrics and Gynecology, 
and he completed the American College of Physician Executives Physician in 
Management program. 


 Behavioral Health Medical Director. Because low-income populations have a higher 
prevalence of behavioral health conditions, including complex co-morbid medical and 
behavioral health conditions, Amerigroup Nevada’s clinical leadership also includes a 
Behavioral Health Medical Director. Gerald Busch MD, FAPA, FAACAP, is a board-
certified psychiatrist specializing in child and adolescent psychiatry. Since joining 
Amerigroup in 2005, Dr. Busch has provided clinical leadership to our employees and 
consulted with treating providers to develop recovery-oriented care treatment plans for 
members with behavioral health diagnoses. 


Collaborating with the State to prepare for the future, Dr. Roberts is a member of the Plan 
Certification and Management Advisory Committee of the Silver State Health Insurance 
Exchange (SSHIX). This subcommittee charged with developing recommendations for the 
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Board regarding issues such as the structure of Essential Health Benefits to be required in 
Qualified Health Plans. 


4.13.2 Vendor Operating Structure and Staffing 
The Vendor must assure DHCFP that the organization is adequately staffed with experienced, 
qualified personnel. The Vendor shall provide such assurances as follows [4.13.2.1-4.13.2.3]: 


Updated Organizational Charts (§4.13.2.1) 
Provide DHCFP with an updated organizational chart, every six (6) months or whenever a 
significant change in the organization occurs.  The organizational chart must depict each 
functional unit of the organization, numbers and types of staff for each function identified, lines 
of authority governing the interaction of staff, and relationships with major subcontractors. The 
organizational chart must also identify key personnel and senior-level management staff and 
clearly delineate lines of authority over all functions of the Contract.  The names of key 
personnel must be shown on the organizational chart. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada brings to DHCFP a fully operational health plan that now serves 85,000 
Medicaid and Nevada Check Up recipients enrolled in managed care. We will build upon that 
strong foundation to integrate the infrastructure necessary to deliver functions required by the 
SSHIX.  


Since 2009, Amerigroup Nevada has complied with all DHCFP requirements, including timely 
provision of organizational charts.  


We have fully responded to this SOW requirement in  Section 5.1.11.8, including providing the 
organizational chart for the new Contract.  


Systems to Fulfill Contract Requirements (§4.13.2.2)  
The Vendor must have in place the organizational, management and administrative systems 
capable of fulfilling all contract requirements. At a minimum, the Vendor must have qualified 
staff in the following areas: 


A.  Executive management, including a Nevada Medicaid/CHIP  


B.  Operations Manager; 


C.  Accounting and budgeting; 
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D.  Medical Director's office; 


E.  Medical Management, including quality assurance/utilization review; 


F.  Recipient services; 


G.  Provider services; 


H.  Grievances, appeals, and fair hearings; 


I.  Claims processing; and 


J.  Management information systems (MIS). 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As described and depicted in our proposed organizational chart in our response to Section 
5.1.11.8, we currently maintain a strong local team augmented by strong national operations. 
As illustrated in the chart, Amerigroup Nevada, which is fully accountable to DHCFP for 
delivery of Medicaid Managed Care services, has qualified employees in place across all 
required functional areas. 


We will build on the proven local health plan staffing model we have operated in Nevada since 
2009 that focuses the organization on achieving Agency goals. We emphasize local provider 
collaboration; engagement with members and families in the community; and intimate 
knowledge of local communities to link members with the array of covered and non-covered 
services that align with their physical, behavioral, social, and environmental needs.  


Our model consists of a Nevada-based team that supports the overall program, the community, 
and the State. This team will continue to work closely with DHCFP, as we do today, and 
ensure that we implement and manage all program components effectively. We promote timely 
member access to culturally relevant services and supports that reflect member choices and 
preferences, and, in collaboration with network- and community-based providers, drive 
improved health outcomes. 


Amerigroup Corporation provides specialized, centrally delivered services that complement 
local employees in strategically determined functional areas to create both better value and 
results for our members. The group is composed of Amerigroup experts designated to the 
Nevada health plan.  


The combined strengths of this model ensures that DHCFP continues to benefit not only from 
a fully accountable local team that understands member and provider needs and local market 
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conditions but also from insight of years of cumulative institutional and customer knowledge 
and experience by our national teams. All designated employees know and follow the DHCFP 
program requirements, and their functions will be fully accountable to the local, Nevada-
based leadership team. As we do today, the teams will collaborate closely to ensure that we 
provide seamlessly integrated, effective, and transparent services and meet or exceed the 
DHCFP’s expectations. 


We have fully responded to this SOW requirement in Section 5.1.11.8, including providing the 
proposed organizational chart for the new Contract.  


Key Personnel Training, Education, and Experience 
(§4.13.2.3)  
With the exception of the Nevada Medicaid/CHIP Operations Manager, who may not be 
assigned to any other responsibility and must be housed in the Vendor’s Nevada administrative 
offices, key personnel may be responsible for more than one area. The Vendor shall ensure that 
all staff has appropriate training, education, and experience to fulfill the requirements of their 
positions, including the Nevada Medicaid/CHIP Operations Manager.  The Vendor shall inform 
DHCFP in writing within seven (7) calendar days of any changes in the following key positions: 


A.  Administrator; 


B.  Chief Financial Officer; 


C.  Medical Director; 


D.  Recipient Services Manager; 


E.  Provider Services Manager; 


F.  Grievance and Appeals Coordinator; 


G.  Claims Administrator; and 


H.  Nevada Operations Manager. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada brings a highly qualified and well-trained team to the Nevada Medicaid 
Managed Care program. We maintain clear and detailed policies and procedures, and our 
local leadership team oversees staff development to foster optimal results for the State, our 
members, and our providers. Many have been with Amerigroup Nevada since the program 
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launch in February 2009. We have consistently notified DHCFP of all changes in key 
positions in a timely manner.  


We have fully responded to this SOW requirement in Section 5.1.10.1.A.6.  


4.13.3 Subcontractors 
The Vendor must comply with the requirements in 42 CFR 438.214 regarding contracts with 
health care professionals.  


The Vendor shall comply with the following: 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We execute written agreements with all providers, and our agreements comply with all 
requirements of 42 CFR 438.214 as well as with other State and federal regulatory and 
contractual requirements. Our Regulatory Services and Legal teams regularly monitor 
continued compliance in the event that any requirements change and incorporate any 
applicable changes into the subcontracts through amendments. 


Subcontractor Compliance with 42 CFR 438.6 
(§4.13.3.1) 
All subcontracts must fulfill the requirements of 42 CFR 438.6 that are appropriate to the service 
or activity delegated under the subcontract;  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We confirm that all of our subcontracts meet federal and State regulatory and contractual 
requirements. Our Regulatory Services and Legal teams monitor changing regulations to 
identify any contract changes that may result from changing requirements and incorporate 
any applicable changes into the subcontracts through amendments. 
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Oversight of Network Subcontracts (§4.13.3.2) 
The Vendor is responsible for oversight of all network subcontracts and is accountable for any 
responsibilities it delegates to any subcontracted provider (AKA, subcontractor). The Vendor 
must evaluate the prospective subcontractor’s ability to perform the activities to be delegated; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We will continue to apply the rigorous oversight that we have had in place for almost four 
years in Nevada. We acknowledge that Amerigroup Nevada is fully accountable for the 
performance of subcontracts under our Contract, and we maintain a structured process to 
screen, select, and monitor the performance of our subcontractors. Amerigroup’s Vendor 
Selection and Oversight Committee (VSOC) supports the health plan and maintains stringent 
subcontractor screening and evaluation protocols. The VSOC is an interdisciplinary team of 
employees who manage subcontractors and monitor delegated activities. Our response to  
Section 4.13.3.8 includes additional detail on our monitoring process. 


The VSOC scrutinizes potential subcontractors, including past performance to verify their 
ability to perform the delegated activities.  Potential subcontractors must successfully complete 
a rigorous screening process, including multiple pre-delegation audits and readiness reviews 
prior to serving our members. The Nevada Plan Compliance Officer and AVP Health Plan 
Operations participate on VSOC work groups to verify that subcontracts meet all DHCFP 
requirements.  As described below, we regularly assess the performance of each subcontractor 
to verify that it continues to meet standards. In addition to VSOC oversight, designated health 
plan contacts in Nevada monitor quarterly subcontractor reports to evaluate performance and 
participate in joint operations meetings to review subcontractor performance.  


We have fully responded to this SOW requirement in Section 5.2.1.3. 


Subcontract Ownership Disclosure (§4.13.3.3) 
All subcontracts for administrative services provided pursuant to this RFP, including, but not 
limited to, utilization review, quality assurance, recipient services, and claims processing, shall 
be prior- approved by DHCFP. Prior to the award of any subcontract or execution of an 
agreement with a delegated entity, the Vendor must provide written information to the DHCFP 
disclosing the Vendor’s ownership interest of five percent (5%) or more in the subcontractor or 
delegated entity, if applicable. All subcontracts shall be submitted to DHCFP for approval prior 
to their effective date. Failure to obtain advance written approval of a subcontract from DHCFP 
will result in the application of a penalty of one (1) month’s current capitation payment for an 
adult female TANF recipient for each day that the subcontractor was in effect without the 
DHCFP’s approval; 
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Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.   


We will continue to seek and obtain DHCFP approval of subcontracts prior to the effective 
date of the agreement. We have done so in the course of managing our current Contract. 
Amerigroup Nevada recognizes that at all times we are responsible for overall program 
performance and we have a history of being responsible in managing our subcontractors. 


Our Regulatory Services Manager oversees the subcontract submission and approval process 
to foster compliance. 


Subcontractor Revision (§4.13.3.4) 
By the service start date and whenever a change occurs, submit to DHCFP for review and 
approval the names of any material subcontractors the Vendor has hired to perform any of the 
requirements of the Contract and the names of their principals; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We confirm that we will submit the required information for changes in subcontractors to 
DHCFP. Our Regulatory Services Manager will continue to lead submission of such notices 
to DHCFP. 


Submittal of Subcontractor Agreements (§4.13.3.5) 
Maintain all agreements and subcontracts relating to the contract in writing. Provide copies of all 
agreements and subcontracts to DHCFP within five (5) days of receiving such request. All such 
agreements and subcontracts shall contain relevant provisions of the contract appropriate to the 
subcontracted service or activity, specifically including but not limited to the provisions related 
to confidentiality, HIPAA requirements, insurance requirements and record retention. The 
Vendor has the responsibility to assure that subcontractors are adequately insured to current 
insurance industry standards; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Operating in the State since 2009, Amerigroup Nevada requires written agreements with all 
subcontractors, and all agreements incorporate the DHCFP-required provisions, either within 
the agreement or as part of an addendum attached to the agreement. We have provided 
DHCFP with copies of subcontracts within the specific timeline, and we confirm that we will 
continue to do so should those agreements change.  







 Tab VI – Section 4 – Scope of Work 
 4.13 Operational Requirements 


 


 


Nevada Medicaid MCO Services RFP #1988 VI-327 
November 15, 2012 


Information on our contractual agreements with subcontractors appears in Section 5.2.1.2. 


Further, prior to contracting, potential subcontractors must submit evidence of adequate 
insurance. Once contracted, our VSOC requires ongoing proof of adequate insurance as part 
of its oversight function.  


We have fully responded to how we ensure that subcontractors maintain adequate insurance 
in Section 5.2.1.6. 


Responsibility for Subcontractor Performance 
(§4.13.3.6) 
Remain fully responsible for meeting all of the requirements of the Contract regardless of any 
subcontracts for the performance of any Contract responsibility. No subcontract will operate to 
relieve the Vendor of its legal responsibility under the Contract; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada confirms that we are fully accountable for the performance of each of 
our subcontractors. Our VSOC program fosters stringent subcontractor selection and ongoing 
monitoring of their performance to verify that each continues to meet DHCFP performance 
requirements. Over the past four years, we have demonstrated to DHCFP our understanding 
of this requirement. 


The process for monitoring subcontractor performance is found in Section 5.2.1.2. 


Subcontractor Responsibilities (§4.13.3.7) 
Must have a written agreement with the subcontractor that specifies the activities and report 
responsibilities delegated to the subcontractor and provides for revoking delegation or imposing 
sanctions if the subcontractor’s performance is inadequate or substandard; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As part of our subcontractor selection and contracting process, we execute written agreements 
with each entity that detail the specific scope of services required, including reporting 
responsibilities and actions to be taken if the performance is inadequate or substandard, such 
as the development of corrective action plans, the use of sanctions, and termination. 


Information on our contractual agreements with subcontractors appears in Section 5.2.1.2. 
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Monitoring of Subcontractor Performance (§4.13.3.8) 
Must monitor the subcontractor’s performance on an on-going basis and subject the 
subcontractor to formal review according to periodic schedules established by the State, 
consistent with industry standards and/or State laws and regulations. If the Vendor identifies 
deficiencies or areas for improvement, the Vendor and the subcontractor must take corrective 
action; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


The Amerigroup Nevada Plan Compliance Officer and AVP Health Plan Operations 
participate in VSOC work groups to ensure that subcontractors understand Nevada 
requirements and take appropriate actions as necessary to assure compliance. VSOC 
functions include:  


 Assuring subcontractor requirements with federal and State program integrity 
requirements 


 Reviewing periodic management reports 


 Conducting pre-delegation audits,  readiness reviews, and annual on-site audits of 
delegated services 


 Facilitating quarterly joint operations committee (JOC) meetings between Amerigroup 
and each subcontractor to discuss, monitor, and review performance metrics and to 
follow up regarding any corrective action plans and discussion between the health plan 
and the delegate in reference to any other issues 


 Monitoring the subcontractor’s financial stability 


In addition to VSOC oversight, designated health plan contacts in Nevada monitor quarterly 
subcontractor reports to evaluate performance and participate in joint operations meetings to 
review subcontractor performance. 


We monitor the performance of our affiliate subcontractor, Amerigroup Corporation, as well. 
Amerigroup Nevada, through our local Quality Management Committee (QMC), routinely 
monitors the performance of our affiliate subcontractor. The local QMC receives quarterly 
summaries of: 


 Service-level standards and reports 


 Overview of fraud and abuse activity 
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 Quality initiatives related to medical programs, along with HEDIS® scores  


 Quarterly outreach initiatives conducted and planned for the following quarter 


Subcontractors who do not meet performance standards are subject to corrective action plans, 
and these have historically been successful in improving subcontractor performance.  


We have fully responded to this SOW requirement in Section 5.2.1.2. 


Notification of Subcontractor Termination (§4.13.3.9) 
Notify DHCFP, in writing, immediately upon notifying any material subcontractor of the 
Vendor’s intention to terminate any such subcontract; and; 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada confirms our understanding that we are required to notify DHCFP 
immediately in writing of our intent to terminate any material subcontractor. We demonstrated 
our commitment to collaboration with DHCFP when we terminated our previous dental 
subcontractor. Our health plan leadership notified DHCFP about the pending termination of 
our dental subcontract.  We also invited DCHFP to provide feedback about our new dental 
subcontractor. 


Subcontractor Transaction Reporting (§4.13.3.10) 
Within thirty (30) calendar days of the date of request, the Vendor must provide full and 
complete information about the ownership of any subcontractor with whom the Vendor has had 
business transactions totaling more than twenty-five thousand dollars ($25,000.00) during the 
twelve-month (12-month) period ending on the date of request as required by 42 CFR 455.105. 
Failure to timely comply with the request will result in withholding of payment by the State to 
the Vendor. Payment for services will cease on the day following the date the information is due 
and begin again on the day after the date on which the information is received. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We will comply with DHCFP’s request for subcontractor information.  Our Regulatory 
Services Manager will oversee such requests. 
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DHCFP Provider Contract Review (§4.13.3.11) 
DHCFP retains the right to review contracts between the Vendor and providers. DHCFP agrees 
to protect the terms of Vendor-Provider contracts, if the Vendor clearly label individual 
documents as a "trade secret" or "confidential"” as per Section 25 of Attachment D, Contract 
Form of contract. 


In the event any network provider or subcontractor is determined not to meet federal 
requirements and results in a federal disallowance of federal funds, the Vendor will be 
financially responsible to refund the amount of the federal disallowance and the corresponding 
state share to DHCFP. If such disallowance is treated as a default or breach, or otherwise subject 
the Vendor to sanctions under Section 13 of Attachment D Contract Form, any such liquidated 
damages are not exclusive and are in addition to any other remedies available under this contract. 
All existing subcontracts, requiring amendments to meet the requirements of this contract, shall 
be amended. All future subcontracts must meet the requirements of this contract and any 
amendments thereto. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Should DHCFP request review of provider contracts, our Nevada Regulatory Services 
Manager will oversee this process.  


We acknowledge our financial responsibility in the event of federal disallowance of federal 
funds. Our rigorous subcontractor screening, selection, and oversight process and provider 
contracting and credentialing processes minimize the risk of such an occurrence. Over our 
four year history in Nevada, this has never occurred. 
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4.13.4 Policies and Procedures 
Written policies and procedures must be developed by the Vendor to provide a clear 
understanding of the program and its operations to Vendor staff, DHCFP, other DHCFP Vendors 
and the providers (network and non-network). 


Policies and procedures must be developed, in accordance with the DHCFP managed care 
contract, amendments, attachments, and MSMs, for each of the Vendor functions. The Vendor’s 
policies and procedures must be kept in a clear and up-to-date manual. The Policy and Procedure 
Manual will be used as a training tool, and subsequently as a reference when performing contract 
related activities. The Policy and Procedure Manual must be reviewed at least annually for 
accuracy and updated as needed.  


DHCFP must be provided with at least three (3) hard copies and an electronic copy of the 
Vendor Policy and Procedure Manual, including any exhibits, attachments or other 
documentation included as part of the Vendor Policy and Procedure Manual. DHCFP reserves 
the right to review and reject any policies or procedures believed to be in violation of federal or 
state law. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As a Medicaid and Nevada Check Up MCO since 2009, our Policies and Procedures Manual 
(“Manual”) now includes 213 policies and procedures across all functional areas. This 
establishes a solid foundation for our Amerigroup Nevada operations on which to deliver 
services under the new Contract. Amerigroup has submitted our Manual to DHCFP annually 
and we will evaluate the need for new or modified policies and procedures under the new 
Contract and will update our Manual accordingly.  


The policies and procedures, which are accessible online for all Amerigroup employees, guide 
employees in delivering services within functional areas in accordance with DHCFP 
requirements. The policies and procedures also serve as a training tool to educate employees 
about program operations. We also adapt them as necessary reflect the impact of new 
operational solutions or technology tools that support operating efficiency and optimal results 
for DHCFP, our Medicaid and Nevada Check Up members, and our network providers.  


The policies and procedures serve as source documents for Contract-related activities, such as 
member, provider, and subcontractor communications. The policies and procedures contained 
in the Manual promote consistent delivery of Medicaid and Nevada Check Up services. 


The Document Compliance Unit within our Regulatory Services Department tracks and 
coordinates the review, revision, and approval of all Amerigroup policies and procedures, 
including those for Nevada. The team disseminates policies and procedures that are due for 
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review to designated business owners and reviewers who provide necessary updates. During a 
monthly Oversight Committee Meeting, a cross-functional team and designated business 
owners review all policies and procedures that are up for annual review and any others that 
need review outside the annual cycle. This rigorous process verifies that all Nevada policies 
and procedures in the Manual are reviewed and modified annually.  


Over the past four years, our Regulatory Services Manager has coordinated annual 
submission of our Manual to DHCFP, and we will continue to do so under the new Contract. 
We recognize that DHCFP may review and reject any policies or procedures believed to be in 
violation of federal or State law. 


4.13.5 Implementation 
One of Amerigroup’s core competencies is our ability to successfully implement new business 
while seamlessly transitioning new members and providers into our operations. Amerigroup 
has never missed a contract implementation deadline in its experience of conducting 92 
program implementations. Amerigroup has a proven track record for successfully and 
effectively implementing programs within short timelines, particularly recruiting, hiring, and 
training qualified employees.  


In September 2008, DHCFP approached Amerigroup Nevada to serve recipients enrolled in 
the Medicaid and Nevada Check Up Managed Care Program when one of the State’s 
Medicaid MCOs left the program. Expediting our structured implementation protocols, our 
team rapidly built a provider network and established local operations. Our network 
development in Nevada began in early October, soon after we received notice of the contract 
award from DHCFP, and was completed within 120 days. By February 2009, Amerigroup 
Nevada had recruited and credentialed nine hospitals, 497 PCPs at 713 locations, and 838 
specialists at 1,595 locations. 


In 2011, Amerigroup successfully implanted on-time managed care operations in two new 
states, Louisiana and Washington. We recently completed a successful readiness review in 
Kansas, where we go live in January 2013. We will bring the same level of diligence and 
commitment to implementation of this Contract as we do with all our implementations. 
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Vendor Plan (§4.13.5.1) 
The Vendor shall: 


A. Develop and submit to DHCFP for approval, no later than one (1) month after 
notification that DHCFP has selected it for Contract negotiations, a detailed work 
plan and timeline for performing the obligations set forth in the Contract for the first 
contract year. 


B. Provide DHCFP with updates to the initial work plan and timeline, identifying 
adjustments that have been made to either, and describing the Vendor’s current state 
of readiness to perform all Contract obligations. Until the service start date, the 
Vendor shall provide biweekly written updates to the work plan and timeline, and 
thereafter as often as DHCFP determines necessary. 


C. Unless otherwise agreed to by DHCFP, submit to DHCFP within a minimum of ten 
(10) working days of the service start date, all deliverables to permit any DHCFP 
identified modifications. 


D. Beginning no later than thirty (30) calendar days prior to the service start date, the 
Vendor shall implement procedures necessary to obtain executed subcontracts and 
Medicaid provider agreements with a sufficient number of providers to ensure 
satisfactory coverage of initial enrollments. The DHCFP reserves the right to require 
an access report at any time after the service start date when barriers to access or 
network inadequacies are identified or are questionable. 


E. Ensure that all workplace requirements DHCFP deems necessary, including but not 
limited to office space, post office boxes, telephones and equipment, are in place and 
operative as of the service start date. 


F. Ensure that there is no interruption of covered services to enrolled recipients and 
work cooperatively with DHCFP to meet these requirements. 


G. Ensure that a toll-free telephone number is in operation at the Vendor’s office as of 
8:00 a.m. (Pacific Time) on the first day of the open enrollment period and remains in 
operation for the duration of the contract, unless otherwise directed or agreed to by 
DHCFP. A single telephone number may be utilized as long as there is a menu option 
to channel different caller categories, e.g. recipients, providers, etc. 


H. Ensure that a toll-free hotline telephone number is in operation for recipient access at 
the Vendor’s office as of 8:00 a.m. (Pacific Time) on the first day of the open 
enrollment period and remains in operation for the duration of the contract, unless 
otherwise directed or agreed to by DHCFP. 


I. Establish and implement enrollment procedures and maintain applicable enrolled 
recipient data. 
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J. Establish its Provider Network and maintain existing Provider Agreements with such 
Providers, all in accordance with the provisions set forth in Section 4.5. 


As a current Medicaid and Nevada Check Up MCO, Amerigroup Nevada already complies 
with many of the implementation requirements listed in Section 4.13.5.1: 


 Amerigroup Nevada already has a comprehensive network of providers in place in 
Clark and Washoe Counties to serve Medicaid and Check Up members. Our network 
currently meets requirements for access and availability; therefore, we will not have to 
build a network to meet the requirements of the RFP. We are, however, actively 
recruiting additional provider types for the newly covered services including 
orthodontia, hospice, methadone treatment, and nursing facilities. 


 Amerigroup Nevada has current contracts and DHCFP-compliant, operational 
processes and procedures with the subcontractors that will continue under this 
Contract: 


 Amerigroup Corporation 


 CVS Caremark 


 Connextions 


 eyeQuest 


 National Imaging Associates 


 Scion Dental 


 Voiance Language Services, LLC 


 Continuation of Amerigroup Nevada as a MCO in Nevada will ensure that there is no 
interruption of service to our current members. 


 Amerigroup Nevada has operational facilities in Nevada that support our current 
Contract, will support the new Contract, and provides the ability for us to expand our 
operations, as necessary. 


 Toll-free telephone numbers are operational and currently available to members, 
providers, and others through our website; current toll-free telephone numbers will 
remain operational under the new Contract. 


 Enrollment procedures are currently operational and DHCFP compliant. 


For the new Contract, our implementation will focus on changes needed to our existing 
Contract with the State. We will update configuration of our system to manage the new 
benefits, update policies and procedures, and update member and provider materials. Because 
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we have a strong team in place that has knowledge and proficiency in day-to-day processes, 
the State’s expectations, the member population, and provider community, we will be able to 
educate and integrate additional Amerigroup employees more quickly than an MCO new to 
the Medicaid and Nevada Check Up Programs.  


Implementation Approach 
Implementation for the new Nevada Contract will be led by a Project Manager based in 
Amerigroup’s Implementation Management Office (IMO). Most of our Project Managers are 
certified through Project Management International (PMI) as Project Management 
Professionals. The IMO ensures that Amerigroup Nevada and its corporate support proceed 
effectively through each phase of the implementation and meeting deliverables as requested by 
DHCFP. We employ PMI’s methodology to quickly and thoroughly identify, track, and resolve 
any gaps in project management. By having a structured approach to managing 
implementations, Amerigroup has a replicable process that the entire Company understands 
and follows. This approach has resulted in 92 successful implementations of business growth 
initiatives. It enabled us to quickly mobilize and build Amerigroup Nevada’s Medicaid and 
Nevada Check Up operations on time to successfully transition members effective February 1, 
2009. 


Our structured process ensures a successful and timely implementation. Figure 4.13.5-1 
shows the major steps. 


Figure 4.13.5-1. Amerigroup Maintains a Structured Implementation Process 


 


One of our implementation best practices is our approach to cross-functional teams. 
Amerigroup Nevada employees partner with their corporate support areas to develop and 
implement solutions to meet Contract requirements. This results in a team that considers all 
relevant information, analyzes upstream and downstream impacts, and quickly reaches the 
best solutions. All functional area teams are brought together to resolve gaps between current 
and future state, policies, and objectives. As an example, when the team discusses the 
functional needs of the Amerigroup Nevada member, representatives from Amerigroup 
Nevada and our corporate teams in Communications, Member Services, Organizational 
Development, Technology Services, and eBusiness are active participants. 
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Detailed Work Plan and Timeline 
We start implementation before Contract award. An advance team consisting of Amerigroup 
Nevada employees and corporate support leads begins planning for tasks and defining 
timelines based on our response to the RFP and the State’s proposed Contract. This enables 
functional leads to have as much time as possible to begin planning how to accomplish that 
work ahead of Contract award. 


After Contract award, the full cross-functional team of subject matter experts and project 
leads reviews the Contract and our proposal to identify changes to existing business processes, 
policies and procedures, and systems. They will develop a full list of requirements and 
deliverables that must be met to achieve full compliance with the Contract. From there, the 
team builds its detailed work plan and timeline development for execution. We will submit a 
detailed work plan and timeline to DHCFP for approval within one month of notification of 
our selection for Contract negotiations. 


Amerigroup Nevada will provide detailed updates to our initial, proposed work plan that 
highlight adjustments made and describe our current state of readiness to perform Contract 
obligations. Ongoing communication with DHCFP during the implementation period is an 
important part of our implementation plan. We will provide DHCFP with biweekly written 
reports updating the work plan and timelines until the service start date, and as often as 
DHCFP desires thereafter. 


Amerigroup Nevada will submit all required deliverables to DHCFP within a minimum of ten 
working days prior to the start date.  Delivering early will allow DHCFP to make any required 
revisions well before the start and will ensure we meet DHCFP requirements at the outset of 
the Contract and assure an effective program start up. 


By 30 days before the effective date of the new Contract, we will ensure that additional 
provider and subcontractor requirements and any necessary amendments to existing 
agreements are fully implemented.  


For more information on our implementation process, including a Gantt Chart detailing the 
proposed timeline, please see Section 5.1.11.9. 
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Pre-Implementation Readiness Review (§4.13.5.2) 
DHCFP may conduct Operational and Financial Readiness Reviews on all awarded Vendors and 
will, subject to the availability of DHCFP resources, provide technical assistance as appropriate. 
The purpose of the readiness reviews is to assess the Vendor’s readiness and ability to provide 
services to enrolled recipients. The areas that may be reviewed include, but are not limited to: 
financial operations; administration and organization; enrollee services; provider network; 
quality improvement; and, management information systems, including claims processing and 
reporting systems. The Vendor shall provide necessary documentation specified by DHCFP and 
cooperate with DHCFP or its designees in conducting the review. DHCFP shall determine when 
the Vendor may begin marketing and providing program services. Provision of services as set 
forth in the contract is also subject to review and prior approval of CMS. 


Amerigroup Nevada understands that DHCFP may conduct an Operational and Financial 
Readiness Review. Amerigroup Nevada will comply with all DHCFP requirements to 
demonstrate our readiness.  


Amerigroup has demonstrated experience in implementing contracts in new markets and in 
existing markets and has successfully navigated many pre-implementation readiness reviews. 
With that proven history and experience, we will demonstrate our readiness and ability to 
continue to provide Medicaid and Nevada Check Up services effectively to our Nevada 
members during the review process. 


In addition to any requested State readiness visits, we conduct our own detailed readiness 
review as a further measure to ensure that we are fully prepared for implementation. Our 
team will gauge readiness, discuss risks or issues, and determine next steps prior to all key 
business milestones. As always throughout the project, these meetings will involve Amerigroup 
Nevada and corporate support leads, rather than separate discussions with each department. 


Amerigroup Nevada will provide necessary documentation specified by DHCFP or its 
designees in conducting the review. 
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4.13.6 Presentation of Findings 
The Vendor must obtain DHCFP’s approval prior to publishing or making formal public 
presentations of statistical or analytical material that includes information about enrolled 
recipients.  This material must protect specific individual recipient privacy and confidentiality to 
the extent required by both federal and state law and regulation. 


The Amerigroup Approval Process for Public Use 
Ensures Privacy and Confidentiality 
Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We confirm our understanding that we must obtain prior approval before publishing or 
publicly presenting either statistical or analytical material that may include information about 
enrolled recipients. Our Regulatory Services Manager will coordinate the approval process.  


Amerigroup Nevada fully respects the importance of member privacy and confidentiality. We 
recognize this is a paramount responsibility and are committed to complying with all federal 
and State laws when developing material for public presentation or publication. When 
publishing or presenting such information, we comply with federal HIPAA requirements 
using de-identified statistical, aggregated data and never divulge individual recipient 
information or records. We make every effort to mitigate the risk of exposure for our members 
and our state partners.   
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4.13.7 Vendor Marketing Materials    
The Vendor may develop marketing materials for distribution during any open enrollment 
period.  The Vendor must request and obtain permission from DHCFP to distribute materials 
during an open enrollment period as well as in other locations or to implement an advertising 
campaign.  Marketing materials must be submitted to the DHCFP for review and approval a 
minimum of sixty (60) days prior to the scheduled Medical Care Advisory Committee (MCAC) 
meeting for approval.  The MCAC Schedule is subject to change.  Please refer to the DHCFP 
website, http://dhcfp.nv.gov for revisions.  Notwithstanding the requirement that the MCAC 
must review all Vendor marketing materials, the DHCFP has the sole authority to approve or 
disapprove materials (including updates to existing materials), distribution and advertising 
campaigns.  The Vendor, or any provider, organization, or agency that contracts with the 
Vendor, is not permitted to market directly to potential enrollees.  Vendors are also prohibited 
from providing materials that contain false or misleading information, and from initiating cold 
calls to potential enrollees. 


The Vendor may not distribute, in any manner, marketing materials related to the managed care 
program without the prior written approval of DHCFP.  This includes any updates to previously 
approved materials.  Although federal regulations require the MCAC to review Vendor 
marketing materials pursuant to Section 4707 (a) of the Balanced Budget Act of 1997, the 
DHCFP has the sole authority to approve the Vendor’s marketing materials.  If DHCFP approval 
is granted, the Vendor must distribute the materials to its entire service area, as indicated in the 
contract and must comply with the requirements in Section 4.4.1 to ensure that, before enrolling, 
the potential enrollee receives the accurate oral and written information that he/she needs to 
make an informed decision regarding whether to enroll with the Vendor.  The Vendor may not 
seek use of approved marketing materials to influence enrollment in conjunction with the sale or 
offering of any private insurance.  The Vendor may not, directly or indirectly, engage in door-to-
door, telephone, or other cold-call marketing activities. 


The Vendor must provide the methods by which it intends to assure the DHCFP that marketing, 
including plans and materials, is accurate and does not mislead, confuse, or defraud enrollees or 
potential enrollees or the DHCFP.  Statements that will be considered inaccurate, false, or 
misleading include but are not limited to any assertion or statement that:  


4.13.7.1 The recipient must enroll with the Vendor in order to obtain benefits or in order not to 
lose benefits; or 


4.13.7.2 The Vendor is endorsed by CMS, the federal or state government, or similar entity. 


Amerigroup Nevada does and will continue to comply with the following contract 
requirements in regard to our marketing practices: 


As we develop and distribute marketing materials for any open enrollment period, we do and 
will continue to request and obtain permission and approval from DHCFP prior to 
distributing materials during an open enrollment period, as well as in other locations or 
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during the implementation of an advertising campaign. Marketing materials are and will 
continue to be submitted to the DHCFP for review and approval a minimum of 60 days before 
the scheduled Medical Care Advisory Committee (MCAC) meeting. Because the MCAC 
schedule is subject to change, we do and will continue to refer to the DHCFP website, 
http://dhcfp.nv.gov, for revisions. We also realize and agree to the requirement that the MCAC 
must review all our marketing materials and that they have the sole authority to approve or 
disapprove materials (including updates to existing materials), distribution, and advertising 
campaigns. Amerigroup Corporate works with Amerigroup Nevada in the production of all of 
the member and marketing materials and follows a well-established process called CMAP 
(Collateral Materials Approval Process).  


This process involves a communications team that develops and manages member and 
marketing materials. This information is created in an appealing, easy-to-understand format. 
These materials clearly explain marketing information, coverage details, and health plan 
policies and procedures. CMAP ensures all communications to current or prospective 
members, providers, and other external audiences meet legal and Company standards.  


During CMAP, materials undergo review to ensure cultural sensitivity, accuracy, and 
compliance with all state program requirements. Amerigroup member materials are written to 
comply with the State-required reading level, verified by the Flesch-Kincaid Grade Level 
Index, to ensure that they comply with State requirements for language level, readability, and 
clarity as well as all federal Title XXI regulations. Because we recognize that many Americans 
have difficulty understanding their healthcare information, we have also begun to use an 
innovative, interactive literacy software tool that replaces hard-to-read medical terms and 
phrases with plain language and also scores documents on their general readability. This 
process is the same regardless if the material has been newly created or has been updated from 
a previous document. 


Numerous state and federal marketing regulations exist to protect against unfair and overly 
aggressive marketing of healthcare services to potential Medicaid enrollees.  Amerigroup 
Nevada takes these controls and regulations seriously and maintains exemplary business 
ethics and, therefore, will not conduct the following prohibited marketing activities: 


 We, or any provider, organization, or agency that contracts with us, does not and is not 
permitted to market directly to potential enrollees. We do not and will not initiate cold 
calls to potential enrollees or engage in the sale of private insurance. 


 Present marketing materials containing false or misleading information.  


 Make statements that Amerigroup Nevada, or its products, are endorsed by CMS, the 
federal government, or similar organizations.  
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 Make statements to potential members that in order for them to receive benefits they 
must enroll with Amerigroup Nevada. 


 Engage in cold calling, door-to-door sales, or other direct or indirect prohibited 
marketing activities. 


We do and will continue to comply with the requirements in Section 4.4.1 to ensure that, 
before enrolling, the potential enrollee receives accurate oral and written information to make 
an informed decision regarding their healthcare. All materials are created in English and 
Spanish (and other languages if required by the percentage of the population). If the potential 
member needs additional help with translation or information, he or she is directed to call our 
Member Services department so they can receive timely, accurate information. 


4.13.8 Fraud and Abuse 
Vendors must comply with all applicable program integrity requirements, including those 
specified in 42 CFR 455 and 42 CFR 438 Subpart H. Vendor or any subcontractor that receives 
or makes annual payments under the State Plan of at least $5,000,000, as a condition of receiving 
such payments, shall: 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Through our almost 16 years of experience in 13 state Medicaid markets Amerigroup has 
developed a rigorous Program Integrity fraud and abuse program that has led to substantial 
savings through the detection, prevention, and correction of fraud, waste, and abuse. We 
comply with all federal and Nevada program integrity requirements as we continually strive to 
improve Medicaid program operations efficiency, effectiveness, and cost savings. 


Fraud and Abuse Program (§4.13.8.1) 
Vendors must have a program that includes administrative and management arrangements or 
procedures, including a mandatory compliance plan to guard against fraud and abuse. The 
Vendor’s compliance plan must designate staff responsibility for administering the plan and 
include clear goals, milestones or objectives, measurements, key dates for achieving identified 
outcomes, and explain how the Vendor will determine the compliance plan’s effectiveness. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada is committed to the prompt identification and prevention of fraud, waste, 
and abuse. Amerigroup Nevada maintains a comprehensive Fraud, Waste, and Abuse Plan 
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that complies with DHCFP requirements and drives our efforts to prevent, identify, 
investigate, and report suspected provider and recipient fraud. We review and update our 
Fraud, Waste, and Abuse Plan annually to address changes in the industry and changing 
fraud schemes and patterns to adjust all aspects of our program. 


Amerigroup Nevada tracks all activity related to our fraud, waste, and abuse program as one 
of the methods to measure program success. From our start of operations in February 2009 
through October 31, 2012, we have documented impressive results, as shown in  
Table 4.13.8-1. 


Table 4.13.8-1. Amerigroup Nevada’s Fraud, Waste, and Abuse Plan Demonstrates Results 
Metric  Description  Results 


Identified Cases 
Dollar value of Nevada provider and recipient 
fraud and abuse cases opened by the Corporate 
Investigations Department 


$2,690,488.78 


Money Recovered  Actual money recovered  $231,809.46 


Prevented 
Dollar value associated with direct actions 
initiated to prevent continued fraud or abuse by 
specific providers 


$953,989.53 


Through the end of October 2012, we have opened 80 fraud and abuse cases; 77 percent of the 
cases involve providers and 23 percent involve members. Based on our investigation, we have 
referred 37 cases of suspected provider or recipient fraud or abuse to the Surveillance and 
Utilization Review Section (SURS) unit at the DHCFP. We maintain an open dialog with the 
SURS unit, and meet quarterly to review active cases and discuss those that may result in a 
referral. 


Our experience in Nevada shows that provider fraud and abuse is most often due to billing for 
services not rendered, misrepresenting a non-covered service as a covered service, or upcoding 
a service. Recipient cases are most often due to identify theft or seeking narcotics for pain 
management through “doctor shopping.” We use this understanding of the fraud and abuse 
patterns we see among our providers and members as input to our culture of continuous 
improvement, impacting training materials, provider manuals, member handbooks, and 
outreach activities, as appropriate. 


We have fully responded to this SOW requirement in Section 5.1.11.6.C. 
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Employee Education about False Claims Recovery 
The Vendor’s compliance program which safeguards against fraud and abuse must, at a 
minimum, specifically address the following: 


A. Employee education about false claims recovery: 


In order to comply with Section 6032 of the Deficit Reduction Act of 2005 Vendors must, as a 
condition of receiving Medicaid payment, do the following: 


1. Establish written policies for all employees of the entity (including management), and 
of any contractor or agent of the entity, that provide detailed information about the 
False Claims Act established under sections 3729 through 3733 of Title 31, United 
States Code, administrative remedies for false claims and statements established 
under chapter 38 of Title 31, United States Code, any State laws pertaining to civil or 
criminal penalties for false claims and statements, and whistleblower protections 
under such laws, with respect to the role of such laws in preventing and detecting 
fraud, waste, and abuse in Federal health care programs (as defined in section 
1128B(f)) of the Social Security Act of 1932; 


2. Educate employees and contractors on the Vendor’s policies and procedures for 
detecting and preventing fraud, waste, and abuse;  


3. Educate employees and contractors on the laws governing the rights of employees to 
be protected as whistleblowers; and 


4. Include in any employee handbook the required written policies regarding false 
claims recovery. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Fraud, waste, and abuse program training is a key part of our overall compliance training 
program. The two-hour required training explains our internal standards of conduct for all 
employees and must be completed within 60 days of hire and at least annually thereafter. 
Employees must complete a series of computer-based courses related to our Compliance 
Program, including courses in our Code of Business Conduct and Ethics; Fraud, Waste, and 
Abuse, Cultural Competency, Marketing, and HIPAA mandates. These courses specifically 
address the importance of reporting suspected compliance issues (including fraud, waste, and 
abuse), the reporting process, and our non-retaliation standards. In 2011, all Amerigroup 
employees successfully completed compliance training. 


The comprehensive training on fraud, waste, and abuse ensures that all employees are fully 
informed and understand their responsibilities. Topics include: 
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 Definitions and examples of fraud, waste, and abuse 


 How Amerigroup employees can help identify and prevent fraud, waste, and abuse 


 The Federal False Claims Act and administrative remedies for false claims and 
statements 


 Civil or criminal penalties for false 
claims 


 Amerigroup departments responsible 
for investigating allegations of fraud, 
waste, and abuse 


 How to report suspected incidents; 
Amerigroup’s confidential hotline 
for reporting suspected fraud, waste, 
and abuse 


 Whistleblower protections 


In addition to the corporate compliance 
training, Program Integrity employees 
receive additional training as it pertains 
specifically to fraud, waste, and abuse 
through professional organizations. These 
organizations include the National Health 
Care Anti-Fraud Association, the 
Association of Certified Fraud Examiners, 
American Academy of Professional Coders, 
and the National Association of Health 
Care Auditors. 


Our employee handbook details our policies and procedures regarding fraud, waste, and 
abuse prevention and detection specific to false claims recovery and our methods for detecting 
and preventing fraud, waste and abuse. As shown in Figure 4.13.8-1, we also use posters, e-
mail, and other employee-communication vehicles to remind employees and emphasize 
requirements related to fraud, waste, and abuse.  


Figure 4.13.8-1. Posters Reinforce Education 
on Fraud, Waste, and Abuse Responsibilities 
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Written Policies Disseminated to Contractors and 
Agents (§4.13.8.2) 
Disseminate the required written policies to all contractors and agents, who must abide by those 
written policies. Include as part of such written policies, detailed provisions regarding the 
entity’s policies and procedures for detecting and preventing fraud, waste, and abuse. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Amerigroup Nevada will provide to its contracted providers our written policies and 
procedures on the detection and prevention of fraud, waste, and abuse. These policies and 
procedures detail contractor and agent involvement and the essential role they play in 
uncovering fraud, waste, and abuse. Through these written policies, we provide an orientation 
for our contractors and agents, explaining that Amerigroup Nevada aggressively pursues the 
prevention, detection, and correction, of fraud, waste, and abuse and defining their essential 
part in the effort. 


Information Included in Employee Handbook 
(§4.13.8.3) 
Include in any employee handbook for the entity, a specific discussion of the laws described in 
Section 4.13.8.1, the rights of employees to be protected as whistleblowers, and the entity’s 
policies and procedures for detecting and preventing fraud, waste, and abuse. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Amerigroup Nevada’s training program and the employee handbook provide detailed 
discussion of our policies and procedures surrounding the detection and prevention of fraud, 
waste, and abuse. In addition, the employee handbook describes in detail the laws regulating 
employee rights to be protected as whistleblowers. 
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Monitoring for Fraud and Abuse (§4.13.8.4) 
The Vendor’s program which safeguards against fraud and abuse must specifically address the 
Vendor’s prevention, detection, investigation, and reporting strategies in at least the following 
areas: 


A. Embezzlement and theft – Vendors must monitor activities on an ongoing basis to 
prevent and detect activities involving embezzlement and theft (e.g., by staff, providers, 
contractors, etc.) and respond promptly to such violations. 


B. Underutilization of services – Vendors must monitor for the potential under-utilization of 
services by their members in order to assure that all Medicaid-covered services are being 
provided, as required. If any under-utilized services are identified, the Vendor must 
immediately investigate and, if indicated, correct the problem(s) which resulted in such 
under-utilization of services. 


C. The Vendor’s monitoring efforts must, at a minimum, include the following activities: a) 
an annual review of their prior authorization procedures to determine that they do not 
unreasonably limit a member’s access to Medicaid-covered services; b) an annual review 
of the procedures providers are to follow in appealing the Vendor’s denial of a prior 
authorization request to determine that the process does not unreasonably limit a 
member’s access to Medicaid-covered services; and c) ongoing monitoring of Vendor 
service denials and utilization in order to identify services which may be underutilized. 


D. Claims submission and billing – On an ongoing basis, Vendors must identify and correct 
claims submission and billing activities which are potentially fraudulent including, at a 
minimum, double-billing and improper coding, such as up coding and bundling. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada uses a three-pronged approach to combat fraud, waste, and abuse as 
shown in Figure 4.13.8-2. This comprehensive approach uses multiple methods to prevent, 
detect, and correct fraud, waste, and abuse in all its forms and through every means available. 
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Figure 4.13.8-2. Amerigroup Strives to Prevent, Detect, and Correct Fraud, Waste, and Abuse 


 


Our comprehensive plan for the prevention of fraud, waste, and abuse includes a variety of 
activities: 


 Creating a rigorous provider and supplier screening and monitoring process to prevent 
network participation or payment to providers or facilities that are excluded from the 
Medicaid and Medicare Programs 


 Preventing inaccurate claims submission and payment through rigorous system 
configuration, claims edits, and prepayment reviews 


 Detecting patterns of suspected fraud, waste, and abuse through the use of various 
analytical tools 


 Suspending payments to providers and payers in cases of suspected fraud 


 Expanding overpayment recovery efforts through internal efforts and the use of audit 
recovery vendor partners 


 Recognizing and preventing member fraud and abuse 


 Internal auditing and risk management to prevent and detect unlawful activities by 
employees, providers, and contractors 
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 Utilization management review to monitor the under- and over-utilization of services 
and the effectiveness of our prior authorization procedures 


We have fully responded to this SOW requirement in Section 5.1.11.6.C. 


Reporting Fraud and Abuse (§4.13.8.5) 
When a Vendor investigation reveals that an incident of suspected fraud and/or abuse by a 
member or provider may have occurred, the Vendor is required to report the instances of 
suspected fraud and/or abuse to the Surveillance and Utilization Review Section (SURS) at the 
DHCFP no later than ten (10) business days after the completion of an investigation. At a 
minimum the Vendor’s investigation must provide the following information: 


A.  Provider’s name and Medicaid provider number or Provider Reporting Number 
(PRN); 


B.  Member’s name and Medicaid number; 


C.  Source of complaint; 


D.  Type of provider; 


E.  Nature of complaint; 


F.  Approximate range of dollars involved, if applicable; 


G.  Results of Vendor’s investigation and actions taken; 


H.  Name(s) of other agencies/entities (e.g., medical board, law enforcement) notified by 
Vendor; and 


I.  Officials to whom the case has been referred. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. Amerigroup Nevada acknowledges and will comply 
with the new requirement to notify the DHCFP SURS no later than 10 business days after 
completion of an investigation. 


Amerigroup Nevada reports suspected cases of fraud and abuse, including those committed by 
Amerigroup employees, contractors, or subcontractors, to the SURS at the DHCFP. We are 
currently in compliance with the new requirement to report no later than 10 business days 
after completion of the investigation and to provide the information specified. We have an 
open dialog with the SURS and meet quarterly to review active investigations. Since we began 
operations, we have provided information on 37 investigations to the SURS. 
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Monitoring for Prohibited Affiliations (§4.13.8.6) 
The Vendor’s policies and procedures for ensuring that, pursuant to 42 CFR 438.610, the Vendor 
will not knowingly have a relationship with individuals debarred by Federal Agencies. 


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Amerigroup Nevada has documented policies and procedures to verify that we do not have 
relationships with excluded or debarred individuals, including providers, employees, 
contractors, and vendors. We use a number of sources, including: 


 Office of Inspector General of the United States Department of Health and Human 
Services’ (HHS-OIG) List of Excluded Individuals/Entities (LEIE) database 
(http://exclusions.oig.hhs.gov) 


 Excluded Parties List System (EPLS) from the Federal Programs database 
(http://www.epls.gov) 


 National Practitioner Databank (http://www.npdb-hipdb.hrsa.gov/) 


When we find an individual or entity to be ineligible, we remove the entity from responsibility 
for or involvement with business operations related to the federal and State healthcare 
programs. When we notify an individual that he or she has become ineligible during the 
course of employment, that individual must notify our Office of Business Ethics and Chief 
Compliance Officer of this status immediately. 


For more information on our processes related to provider credentialing and re-credentialing, 
please see Section 5.1.11.5.A. 


We also require our providers’ employees and contractors to immediately disclose to us when 
their employee or contractor becomes excluded by HHS-OIG or any other federal government 
program or agency. We will also inform providers about required screening of all their 
employees and contractors against the HHS-OIG LEIE database and the EPLS. 


On occasion, a provider might be excluded from program participation due to activities of 
which we were not aware. Upon discovery of a payment to a possibly sanctioned or excluded 
provider, we notify the Chief Compliance Officer and the Office of Business Ethics. We 
forward provider identifying information to our Provider Data Management (PDM) 
Department for review and possible action. 
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Before making any changes in our system, PDM auditors will verify that the provider is 
excluded on both the OIG and EPLS websites. Once flagged, our claims processing system 
will no longer pay claims from these providers. 


Data Certification (§4.13.8.7) 
Pursuant to 42 CFR 438.604 and 42 CFR 438.606, Vendors are required to provide certification 
as to the accuracy, completeness, and truthfulness of data and documents submitted to DHCFP, 
which may affect Vendor payment. 


 A. Vendors must submit the appropriate DHCFP certification as to the accuracy, 
completeness, and truthfulness of all data and documents submitted to DHCFP which 
may affect Vendor payment.  


B. The above Vendor data submissions must be certified by one of the following: 


   1. The Vendor’s Chief Executive Officer; 


   2. The Vendor’s Chief Financial Officer; or 


   3. An individual who has delegated authority to sign for, or who reports directly to, the 
Vendor’s Chief Executive Officer or Chief Financial Officer.  


Amerigroup Nevada currently complies with this requirement and all its subsections and will 
continue to do so under the new Contract. 


Amerigroup Nevada understands the importance of submitting accurate, complete, and 
truthful data and documents to DHCFP. We take seriously our reporting of all data and 
certify that all data submitted to DCHFP will be of the highest integrity, as we have 
accomplished since 2009. 


Amerigroup Nevada will continue to comply with all certification requirements regarding the 
data we submit to the DHCFP. The Amerigroup Nevada Chief Executive Officer, the Chief 
Financial Officer, or their designee, will make these certifications. 
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The Vendor Shall (§4.13.8.8) 
A.  Adhere to federal and state regulations, and the provider agreement, to establish 


written policy for dissemination to their staff; 


B.  Ensure policies are adopted by any contractor or agent acting on their behalf; Educate 
staff on the regulations. 


C.  Educate staff on the regulations; 


D.  Disseminate this information to new staff within 30 days from the date of hire; 


E.  Provide signed Certification Form, signed provider agreement, copies of written 
policy and employee handbook; 


F.  Maintain documentation that staff has been educated, within the required timeframes; 


G.  Maintain documentation on the education of staff, and make it readily available for 
review by state or federal officials; and 


H.  Provide requested re-certification within required timeframes to ensure ongoing 
compliance.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Require Subcontractor Compliance (§4.13.8.9) 
The vendor shall include terms in its subcontracts requiring its subcontractors to comply with 
Section 4.13.8.10. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada contractually requires our subcontractors to comply with the 
requirements in Section 4.13.8.10. 
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Information Provided to DHCFP by Vendor (§4.13.8.10) 
Vendor agrees to furnish to DHCFP or to the Secretary on request, the information below:  


A.  Information that must be submitted.  


B.  Vendor must submit, within 35 days of the date on a request by the Secretary or the 
DHCFP, full and complete information regarding: 


   1. The ownership of any subcontractor with whom the Vendor has had business 
transactions totaling more than $25,000 during the 12-month period ending on the 
date of the request; and 


   2. Any significant business transactions between the Vendor and any wholly owned 
supplier, or between the Vendor and any subcontractor, during the 5-year period 
ending on the date of the request. 


C.  Denial of Federal Financial Participation (FFP) 


   1. FFP is not available in expenditures for services furnished by Vendors who fail to 
comply with a request made by the Secretary or the DHCFP under Section 4.13.8.10 
or under Section 42 CFR420.205. 


   2. FFP will be denied in expenditures for services furnished during the period beginning 
on the day following the date the information was due to the Secretary or the DHCFP 
and ending on the day before the date on which the information was supplied. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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4.14 REPORTING 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix follows: 


Table 4.14-1. Cross-Reference Matrix 


Main SOW Section 
SOW Sub 
Sections 


Complete Amerigroup 
Nevada Response 


4.14.1  Encounter Reporting  N/A  5.1.11.12.B  
4.14.2  Summary Utilization Reporting  N/A  5.1.11.5.B  
4.14.3  Dispute Resolution Reporting  N/A  4.14.3   
4.14.4  Quality Assurance Reporting  N/A  5.1.11.5.B  
4.14.5  Recipient Satisfaction Reporting  N/A  5.1.11.5.B  
4.14.6  Financial Reporting  N/A  4.14.6   
4.14.7  Fraud and Abuse Reporting  N/A  4.14.7   
4.14.8  Network Adequacy Reporting  N/A  5.1.11.4.D 
4.14.9  Hospital Adequacy Reporting  N/A  4.14.9   
4.14.10 Out‐of‐State Reporting  N/A  4.14.10    
4.14.11 Other Reporting  N/A  4.14.11   


 


Adequate data reporting capabilities are critical to the ability of CMS and DHCFP to effectively 
evaluate the DHCFP’s managed care programs.  The success of the managed care program is 
based on the belief that recipients will have better access to care, including preventive services, 
and will experience improved health status, outcomes, and satisfaction within the managed 
health care delivery system.  To measure the program's accomplishments in each of these areas, 
the Vendor must provide DHCFP and/or its contractors with uniform utilization, cost, quality 
assurance, and recipient satisfaction and grievance/appeal data on a regular basis.  It must also 
cooperate with DHCFP in carrying out data validation steps. 


The Vendor must meet all reporting requirements and timeframes as required in Attachment I, 
Forms and Reporting Guide, and this RFP unless otherwise agreed to in writing by both parties.  
Failure to meet all reporting requirements and timeframes as required by this RFP and all 
attachments thereto may be considered to be in default or breach of the contract. 
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Unless it is clearly labeled as “confidential” or “trade secret,” pursuant to NRS 239.010, 
information or documents received from Vendor may be open to public disclosure and copying.  
The State will have the duty to disclose, unless a particular record is made confidential by law or 
a common law balancing of interests. This includes compensation arrangements, profit levels, 
consumer satisfaction levels, audits and findings, pertinent litigation, and outcomes/HEDIS data. 


Vendor may clearly label individual documents as a "trade secret" or "confidential" provided that 
Vendor agrees to indemnify and defend the State for honoring such a designation.  The failure to 
so label any document that is released by the State shall constitute a complete waiver of any and 
all claims for damages caused by any release of the records. If a public records request for a 
labeled document is received by the State, the State will notify the Vendor of the request and 
delay access to the material until seven (7) working days after notification to the Vendor.  Within 
that time delay, it will be the duty of Vendor to act in protection of its labeled record.  Failure to 
so act shall constitute a complete waiver. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We acknowledge and will comply with the State’s requirement, added to this 
RFP, regarding public disclosure unless documents are labeled as “confidential” or “trade 
secret.” 


We are compliant with DHCFP reporting requirements today in support of our existing 
Contract with the State to provide managed care services to Medicaid and Nevada Check Up 
recipients and we will provide new reports required under the new Contract. 


As a Medicaid MCO in Nevada, we are currently submitting 107 contractually required 
reports and filings to DHFCP in the prescribed format, schedule, and method, including 69 
regularly scheduled reports and 38 reports/filings generated on an as-needed basis. We are 
currently submitting another 14 regulatory reports to the Nevada Division of Insurance. 
Amerigroup Nevada is always willing to modify existing reports, provide new reports or data 
extracts, or create ad hoc reports to meet DHCFP requirements. 


Amerigroup Nevada Reporting Capabilities 
Amerigroup Nevada fully understands the reporting requirements of DHCFP and the 
operational commitment necessary to meet them. Compliance is an essential part of our 
corporate culture and we work continuously to meet DHCFP expectations and requirements. 
We also understand the how critical complete and accurate reports are to DHCFP and its 
ability to measure the accomplishments and effectiveness of the managed care program. 


Our Regulatory Services Department and the Regulatory Services (RS) Manager are central to 
our strategy for report submission. They develop and maintain a database that documents the 
submission of contractually required reports. In addition, the Nevada RS Manager will work 
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with DHCFP to disseminate program and contractual requirements and regulations 
throughout the organization, manage required regulatory reporting and submissions, and 
coordinate communication between DHCFP and Amerigroup Nevada. 


The RS Manager will remain the centralized and dedicated point of contact for DHCFP, 
regardless of issue or concern. 


We will continue to collaborate with DHCFP during the report request and development 
phases to confirm that we have a clear understanding of the reporting needs and can generate 
accurate reports that meet DHCFP parameters and definitions. We are also willing to share 
samples of reports we produce for other state markets with DHCFP as potential options for 
new reports. 


Amerigroup Nevada is able to meet DHCFP reporting needs because of these factors: 


 Our information systems and supporting data warehouses collect, capture, and 
maintain a comprehensive set of raw data necessary for report generation and analysis. 


 We promote the accuracy of the data we maintain through consistent edits on incoming 
data and carefully monitored processing. 


 We access a suite of technology tools to format, aggregate, and report data to 
streamline and facilitate report development. 


 Our report development team maintains a thorough understanding of the data, 
managed healthcare, technology tools, and the needs of our state partners. 


 Business owners are responsible for report completeness and review all reports before 
submission. 


 Our extensive experience delivering reports to DHCFP gives us a foundation of tested 
reports across all program areas and populations. 


Most importantly, we maintain a thorough understanding of State programs, populations, and 
monitoring requirements, which enables us to appreciate how DHCFP will use the report 
information to monitor the Medicaid and Nevada Check Up Programs. 


Management Information System and Data Warehouse 
Amerigroup’s Management Information System (MIS) supports the generation of 
management and operational reports and the delivery of data to support program analytics. 
We maintain tight edits and controls in our MIS to promote the validity of all data. Accurate 
operational systems provide a solid foundation for accurate reporting. 
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An integrated data warehouse consolidates data from internal and external sources to support 
the ongoing requirement for both scheduled and special ad hoc reports. Internal data includes 
claims, member, provider, and authorization information. Data from external sources includes 
items such as historical claims data, laboratory results, and delegated vendor claims. The data 
warehouse is fed directly from source systems, ensuring data accuracy. Our data warehouse 
uses a well-designed relational data model and industry-standard relational database 
management platforms such as Oracle and MS SQL. 


The data warehouse supports the analysis of administrative data and functional operational 
data stores. The data warehouse is a copy of transactional data specifically configured for 
online analytic processing (OLAP) using multi-dimensional data models (cubes) to support 
complex analytical and ad hoc queries using business intelligence tools such as MS SQL 
Server Analysis Services and MS SQL Server Reporting Services. Specialized subject area 
cubes (claims, provider data management, member, authorization, and call center) provide 
users with a self-service reporting tool that universally applies business rules and 
accommodates both the need to see high-level trends and to drill down into low-level details. 


Amerigroup Nevada embraces the changes that technology and legislation are bringing to the 
healthcare industry. As more providers adopt electronic health records (EHR) and connect to 
a Health Information Exchange (HIE), the volume of clinical and quality data available to 
health plans and states for analysis will grow exponentially. Amerigroup closely monitors the 
status and readiness of the HIE in each of our state markets. When HIEs are ready for payer 
participation, Amerigroup will become an active participant.  


Capability for Advanced Data Analytics 
In its Federal Health IT Strategic Plan, the Office of the National Coordinator (ONC) outlines 
a vision of a “learning health system” where aggregation, analysis, and application of the vast 
array of data can be used to improve health and healthcare. Our Health Care Insights 
Analytic Platform (IAP) delivers the data and the tools to support better decision-making that 
will improve patient health and manage healthcare costs. The IAP supports financial, 
member-centric, provider-centric, and enterprise-wide analytics through a series of views and 
dashboards. The IAP provides powerful analytic capabilities used to answer key questions, 
make better decisions, and drive better outcomes for our stakeholders. A point-and-click 
interface enhances advanced analytics and exploratory data analysis with interactive data 
visualization, leading to better analyses, faster decisions, and more effective presentations of 
analytic results. The IAP also offers: 


 Centrally managed and maintained business rules and data definitions ensuring 
consistency in business analysis across Amerigroup 
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 Enhanced quality assurance and financial reconciliation 


 Standardized business intelligence tool-set with self-service reporting, data query tools, 
and pre-built data cubes 


 Centrally supported advanced analytic tools for statistical analysis, data mining, and 
predictive modeling 


 Improved speed-to-market for new analytic requests and ad hoc reports 


 Scalable technology to support growth 


We look forward to capitalizing on the capabilities of the IAP to continue to support the 
Medicaid and Nevada Check Up Programs. 


Monitoring Report Accuracy and Compliance 
Our Regulatory Services Department and the RS Manager are central to our strategy for 
coordinating with DHCFP. They develop and maintain a database that documents the 
regulatory and contractual reporting requirements, including due dates, in each market. The 
Nevada RS Manager will work with DHCFP to disseminate program and contractual 
requirements and regulations throughout the organization, manage required regulatory 
reporting and submissions, and coordinate communication between DHCFP and Amerigroup 
Nevada. 


Perhaps even more importantly, the RS Manager will remain the centralized and dedicated 
point of contact for DHCFP, regardless of issue or concern. With clear accountability, the RS 
Manager will continue to ensure that we receive, track, collaborate on, and respond to 
DHCFP issues, concerns, questions, and requests in an accurate and timely manner. 


Our reporting timeline generates reports in advance of the DHCFP submission deadline to 
allow adequate time for a thorough review. Business owners and Amerigroup Nevada 
leadership are responsible for reviewing reports for completeness and accuracy. Business 
owners submit approved reports to the RS Manager who reviews the reports with the Nevada 
Compliance Officer (CO) and then submits the reports to DHCFP. This close collaboration 
allows the RS Manager and CO to proactively identify any concerns or issues and, if 
warranted, initiate an internal project for additional review and analysis. Collaboratively, the 
RS Manager, Amerigroup Nevada leadership, and business owners work together to submit 
complete, accurate reports on or before scheduled due dates. 
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4.14.1 Encounter Reporting 
Vendors must submit encounter data in accordance with the requirements in this contract, to 
include any revisions or additions which contain information regarding encounter data, including 
DHCFP’s media and file format requirements, liquidated damages and submittal timeframes.  
The Vendor must assist DHCFP in its validation of encounter data.  Compliance with reporting 
requirements is described in this RFP.  


The Vendor is required to submit encounter data for the Nevada Check Up program in the same 
manner as the Medicaid program.  Nevada Check Up recipients must be separately identified 
from Medicaid recipients, but the information can be combined for submission. 


The Vendor may not submit encounter data for amounts expended for providers excluded by 
Medicare, Medicaid, or CHIP, except for emergency services pursuant to 42 CFR 431.55(h) and 
42 CFR 438.808. 


All encounters must be submitted for proper and accurate reporting and must be submitted in a 
within ninety (90) days of receipt of encounter.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We are currently submitting monthly encounter files to DHCFP in the prescribed file format 
and transmission method. Encounters for Medicaid and Nevada Check Up members are 
differentiated on the encounter file. Amerigroup Nevada has a solid track record of working 
closely with DHCFP on encounter file submission and validation activities. We are currently 
providing assistance to DHCFP on the encounter data warehouse project. 


Our claims processing system verifies that providers have not been excluded by Medicare, 
Medicaid, or CHIP during the claims adjudication process. Claims for excluded providers are 
denied and not submitted to DHCFP as encounters. 


We extract all paid and denied claims during the monthly encounter file process. We tightly 
monitor and manage our encounter submission process to ensure that individual encounter 
records that fail internal edits are corrected and re-submitted as quickly as possible. 


For additional information on our process for submitting encounters, please see Section 
5.1.11.12. 
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4.14.2 Summary Utilization Reporting 
The Vendor shall produce reports using HEDIS, as specified in Section 4.7.2.  The Vendor must 
submit these reports to DHCFP in a timely manner pursuant to Section 3.6 in addition to the 
other reports required by this contract. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We have strong policies and procedures in place for collecting, processing, and reporting our 
HEDIS® data, and we were found in full compliance with the HEDIS 2011 technical 
specifications. 


The claims and encounter data systems employed by Amerigroup Nevada use sophisticated 
scanning processes and advanced software to ensure accurate data processing. We use 
certified HEDIS software for reporting the HEDIS rates, which ensures accurate 
programming and reporting of the rates. 


We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


4.14.3 Dispute Resolution Reporting  
The Vendor must provide DHCFP with quarterly reports documenting the number and types of 
provider disputes, recipient grievances, appeals and fair hearing requests received by the Vendor 
and its subcontractors.  Reports must be submitted within forty-five (45) business days after 
close of the quarter to which they apply.  


These reports are to include, but not be limited to, the total number of recipient grievances, the 
total number of notices provided to recipients, the total number of recipient and appeals requests, 
and provider disputes filed, including reporting of all subcontractor’s recipient grievances, 
notices, appeals and provider disputes.  The reports must identify the recipient grievance or 
appeal issue or provider dispute received; and verify the resolution timeframe for recipient 
grievances and appeals and provider disputes. 


Comprehensive recipient grievance, notice, and appeal information, fair hearing requests, and 
provider dispute information, including, but not limited to, specific outcomes, shall be retained 
for each occurrence for review by the DHCFP. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Our MIS includes a comprehensive grievance and appeal capability that currently supports 
DHCFP requirements for tracking and reporting dispute resolution. Our system provides 
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flexibility by allowing us to capture additional data elements, as required by the DHCFP, or to 
remove elements from the data entry screen, as necessary. Information captured includes 
elements such as: 


 Date received 


 Identification of the individual 
filing the grievance 


 Identification of employee 
recording the grievance 


 Nature of grievance 


 Status and status dates 


 Resolution/disposition 


 Corrective action required 


 Referrals to other entities, including 
State Fair Hearing 


 Date resolved
 


Amerigroup’s grievance system provides the ability to track and report on grievance data by 
type, status, grievance originator, decision, decision rationale, filing dates, member name, 
provider name, and type of service being appealed, and can be modified, as necessary, to meet 
future DHCFP needs. 


4.14.4 Quality Assurance Reporting 
Performance Improvement Projects (PIPs) will be performed by the Vendors pursuant to 
guidelines established jointly by the Vendors, DHCFP, and the External Quality Review 
Organization (EQRO), as well as those identified in this RFP.  In addition, the Vendor must 
provide outcome-based clinical reports and Management Reports as may be requested by 
DHCFP.  Should the Vendor fail to provide such reports in a timely manner, the DHCFP will 
require the Vendor to submit a POC to address contractual requirements regarding timely 
reporting submissions. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We maintain a comprehensive quality assurance program that supports DHCFP requirements 
for Performance Improvement Project (PIP) activities and reporting. 


We have fully responded to this SOW requirement in Section 5.1.11.5.B. 
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4.14.5 Recipient Satisfaction Reporting 
Each Vendor must collect and submit to DHCFP a child and adult Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) survey, as well as a CAHPS survey for Children 
with Chronic Conditions (CCC), measuring recipient satisfaction prior to the third quarter of 
each contract year, unless the requirement is waived by DHCFP due to an EQRO performed 
survey.  This may be done in conjunction with the Vendor’s own satisfaction survey. DHCFP 
requires data stratified to indicate the satisfaction level of parents or guardians of Nevada Check 
Up participants.  Vendors are required to report results from the CAHPS Child Medicaid Survey, 
the CAHPS CCC Survey, and the Supplemental Items for the Child Questionnaires on dental 
care, access to specialist care, and coordination of care from other health providers DHCFP may 
request a specific sample, and/or survey tool. Survey results must be disclosed to the State, and, 
upon State’s or enrollee’s request, disclosed to enrollees. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. We currently perform Consumer Assessment of Healthcare Providers and 
Systems (CAHPS) surveys on our child, adolescent, and adults members. We will comply with 
the RFP contract requirement to perform a CAHPS® survey on Children with Chronic 
Conditions, as directed by DHCFP. 


Amerigroup Nevada’s CAHPS member satisfaction survey is administered annually for 
Amerigroup by Morpace, an NCQA–certified external survey vendor, using the survey 
protocol defined in current HEDIS specifications. 


We disclose survey results to DHCFP and publish summary information in our member 
newsletter. We have policies and procedures in place to disclose survey results to members, 
upon request. 


We have fully responded to this SOW requirement in Section 5.1.11.5.B. 


4.14.6 Financial Reporting 
The Vendor must meet the financial reporting requirements set forth in the Forms and Reporting 
Guide, including any revisions or additions to the document.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We have reviewed Attachment I, Forms and Reporting Guide, and Attachment I, Financial 
Reports, and confirmed that we are currently generating the required financial reports under 
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our Medicaid and Nevada Check Up Contract today. We will implement any modifications to 
these existing reports, as may be required by DHCFP under the new Contract. 


4.14.7 Fraud and Abuse Reporting  
The Vendor must provide DHCFP with monthly reports documenting the number and types of 
disciplinary actions, sanctions, and suspected or confirmed cases of fraud and abuse received by 
the Vendor and its subcontractors. Reports are monthly but may be submitted on a quarterly 
basis. Reports must be submitted within Forty-five (45) business days after close of the quarter to 
which they apply. Major or significant instances of fraud or abuse must be reported to the 
DHCFP within 10 business days after the completion of the investigation. This report is added to 
Attachment I, Section 3 of the Forms and Reporting Guide. 


The Vendor and its subcontractors must provide immediate notification to DHCFP regarding all 
suspected recipient and provider fraud and abuse pursuant to 42 CFR 455.15. 


Upon the Vendor’s awareness of any disciplinary action, sanction taken against a network 
provider, or any suspected fraud or abuse, the Vendor shall immediately inform DHCFP.  


The Vendor and/or its subcontractors are responsible for informing DHCFP of any suspected 
recipient fraud or abuse.   


These reporting requirements shall be included in all Vendor subcontracts. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. Amerigroup Nevada acknowledges and is already in compliance with the 
new requirement to notify the Surveillance and Utilization Review Section (SURS) at the 
DHCFP no later than 10 business days after completion of an investigation. 


We currently submit the required DHCFP fraud and abuse report monthly; it reports the 
number of cases and suspected cases of provider and member fraud and abuse. The reported 
information includes the number of providers sanctioned and the number of ongoing 
investigations carried over from the previous time period. We will implement any 
modifications to these existing reports, as may be required by DHCFP under the new 
Contract. 


We have procedures in place to provide immediate notification to DHCFP of suspected 
recipient or provider fraud and abuse and upon our awareness of disciplinary actions or 
sanctions against a network provider. 
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4.14.8 Network Adequacy 
The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the 
access and availability of its network.  Reports must be submitted within forty five (45) business 
days after close of the quarter to which they apply.  This report is added to Attachment I, Forms 
and Reporting Guide. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup Nevada diligently monitors the access to and availability of our provider network. 
At the network level, we monitor for geographic access to verify that our members have 
adequate and accessible access to covered services. At the provider level, we monitor to 
confirm that providers offer members timely access to care. 


We currently submit the required DHCFP network adequacy report quarterly; it details 
provider-to-member ratios, provider counts, and a summary of members with appropriate 
geographic access by county. We will implement any modifications to these existing reports, as 
may be required by DHCFP under the new Contract. 


We have fully responded to this SOW requirement in Section 5.1.11.4.D. 


4.14.9 Hospital Adequacy 
The Vendor must provide DHCFP with a quarterly report on the adequacy of contracted 
hospitals to the assigned recipient caseload.  The report shall document the number and types of 
specialties covered by contracted hospitals.  Reports must be submitted within forty five (45) 
business days after close of the quarter to which they apply. This report is added to Section 6 of 
Attachment I, Forms and Reporting Guide. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We currently submit the required DHCFP hospital adequacy report quarterly; for each 
geographic service area, this report outlines enrollee/hospital ratios and counts of all facility 
types. We will implement any modifications to these existing reports, as may be required by 
DHCFP under the new Contract. 
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4.14.10 Out-of-State Services 
The Vendor and its subcontractors must provide DHCFP with quarterly reports documenting the 
number and types of services provided to Nevada Medicaid recipients outside of the state of 
Nevada or its catchments. The report shall document the reasons the services were provided out 
of state.  Reports must be submitted within forty five (45) business days after close of the quarter 
to which they apply. This report is added to Section 6 Attachment I, Forms and Reporting 
Guide. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We currently submit the required DHCFP out-of-state services report quarterly; for each 
geographic service area, this report outlines the number of enrollees who traveled out of state 
for services, number of trips out of state, and the total cost of out-of-state services. We will 
implement any modifications to these existing reports, as may be required by DHCFP under 
the new Contract. 


4.14.11 Other Reporting 
The Vendor shall be required to comply with additional reporting requirements upon the request 
of DHCFP. Additional reporting requirements may be imposed on the Vendor if DHCFP 
identifies any area of concern with regard to a particular aspect of the Vendor’s performance 
under this contract.  Such reporting would provide DHCFP with the information necessary to 
better assess the Vendor’s performance. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


Amerigroup’s state partners often need new reports or special, ad hoc reports to meet ongoing 
management and data analysis needs. Amerigroup devotes skilled and experienced resources 
to report development and analysis to satisfy not only the requirements of our state customers, 
but also the needs of operations and management staff throughout the organization.  


Amerigroup’s corporate Enterprise Reporting Department has a team of more than 40 
employees dedicated to the creation of required regulatory, management, operational, and ad 
hoc reports. The team is well-versed in our systems, data models, and reporting tools, as well 
as the needs of managed care health plans, and can meet DHCFP needs for the delivery of 
ongoing defined regulatory reports as well as ad hoc reports in an agile and timely manner. 
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Employees throughout Amerigroup, including claims, member services, 
utilization management, and quality management, have access to 
powerful report development tools enabling them to create reports. 
Employees embedded in the functional department maintain a thorough 
and detailed understanding of the data and are trained in the tools 
available to extract, aggregate, and format data for reporting. 
Technology staff and functional staff collaborate to meet reporting 
needs. 


Our Enterprise Reporting team partners with the business functional 
departments to create ad hoc reports for our state partners. The team 
analyzes, designs, develops, tests, and delivers many of our regulatory 
reports and operational reports and also responds to ad hoc report 
requests. The RS Manager monitors the ad hoc report development 
and submission process, as shown in Figure 4.14.11-1. During the 
first stages of ad hoc report development, the RS Manager serves as 
the point person and the primary outlet for collaborating with the 
State. A primary contact point model has served both Amerigroup and 
our state partners well by gathering a clear and detailed definition of 
the state’s report requirements and report parameters. Effective 
communication and collaboration with our state partners provides a 
report that truly meets the states’ needs and provides useful and 
accurate data. After design, development, and testing, the business 
owner and the RS Manager review the completed ad hoc report before 
delivery to the State. 


 


  


Figure 4.14.11-1. We 
Closely Manage Ad  
Hoc Report Delivery 
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4.15 INFORMATION SYSTEMS AND 
TECHNICAL REQUIREMENTS 
This Scope of Work (SOW) section contains both standalone requirements and requirements 
that are directly or indirectly referenced as questions in Section 5, Vendor Information.  


Amerigroup Nevada has fully responded to all new requirements in the SOW and to all those 
requirements that do not directly correlate to Section 5.  


For those SOW sections that are also addressed in Vendor Information, we have briefly 
highlighted relevant capabilities and referred the reader to the appropriate Section 5 answer 
for our complete response. This approach both reduces duplication and complies with the 
instructions in Section 10.1.6 of the RFP. A cross-reference matrix is shown in Table 4.15-1. 


Table 4.15-1. Cross-Reference Matrix 


Main SOW Section  SOW Sub Sections 
Complete Amerigroup 
Nevada Response 


4.15.1  Data Requirements  4.15.1.1 – 4.15.1.6  4.15.1   
4.15.2  Interfaces  4.15.2.1 – 4.15.2.23  5.1.11.11 
4.15.3  Data Report Files  4.15.3.1 – 4.15.3.3  4.15.3   
4.15.4  HIPAA Transaction Requirements  4.15.4.1 – 4.15.4.7  4.15.4   
4.15.5  NPI/API Transaction Requirements  N/A  4.15.5   
4.15.6  ICD and EDI Compliance  N/A  4.15.6   


 


4.15.1 Data Requirements 
The Vendor will be required to provide compatible data in a DHCFP prescribed format for the 
following functions: 


4.15.1.1 Enrollment;  


4.15.1.2 Eligibility; 


4.15.1.3 Provider Network Data; 


4.15.1.4 PCP Assignment; 


4.15.1.5 Claims Payment; and 


4.15.1.6 Encounter Data.  


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 
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Amerigroup’s Management Information System (MIS) maintains a comprehensive repository 
of data required to support managed care operations for Nevada and our Technology Services 
(TS) employees have the knowledge and expertise to deliver required data to DHCFP in the 
format, method, and schedule specified by DHCFP. We are currently providing all required 
data files to DHCFP in the prescribed format. We are ready and able to modify existing data 
file formats or provide new data files to DHCFP as required under the new Contract. 


4.15.2 Interfaces 
The Vendor will work closely with the DHCFP staff and the DHCFP’s fiscal agent to establish 
schedules for each interface.  The DHCFP’s Medicaid Management Information System (MMIS) 
will interface with the Vendor’s system in the following areas, although not necessarily limited 
to these areas: 


4.15.2.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients 
for whom the health plan pays.)  


4.15.2.2 Health Plan - Weekly Stop Loss File 


4.15.2.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) 
File 


4.15.2.4 Health Plan - Network Data File 


4.15.2.5 Health Plan - Client Update File 


4.15.2.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP) 


4.15.2.7 MMIS - Encounter Data informational Errors File 


4.15.2.8 MMIS - SOBRA Error File 


4.15.2.9 MMIS - Stop Loss Error File 


4.15.2.10 MMIS - Stop Loss Rejection File 


4.15.2.11 MMIS - Health Plan Error File 


4.15.2.12 MMIS - Third Party Liability Update File 


4.15.2.13 MMIS - Client Demographic Data 


4.15.2.14 MMIS - Newborn Data 


4.15.2.15 MMIS - Daily Health Plan Enrollee File 


4.15.2.16 MMIS - Health Plan Enrollee File 


4.15.2.17 MMIS - Network Data Exception File 


4.15.2.18 MMIS - Network Primary Care Provider (PCP) Updates 


4.15.2.19 MMIS - Client PCP changes 


4.15.2.20 MMIS - Client Enrollment Updates 
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4.15.2.21 MMIS - Health Plan Notification 


4.15.2.22 Health Division Immunization Registry 


4.15.2.23 Vital Statistics Birth Records 


All transactions must be in a HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, Vendors will find EDI 
Companion Guides at the following website: 
http://www.healthlink.com/edi_companion_guide.asp. These companion guides contain HIPAA-
compliant technical specifications. 


The Vendor shall be responsible for any new and/or modified interfaces that may be required by 
CMS, including but not limited to, HIPAA regulations, and at the vendor’s own expense. 


Vendors may access additional information regarding the MMIS system and associated 
interfaces by requesting review of the redacted version of the First Health Services Contract and 
attachments. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


As a Medicaid MCO in Nevada, we currently have operational interfaces with DHFCP and its 
fiscal agent. We are compliant with DHFCP interface requirements and will continue 
compliance under the new Contract. 


Amerigroup closely monitors federal and State requirements that impact interface 
requirements, including HIPAA requirements for electronic transactions. We will continue to 
collaborate with DHCFP and its fiscal agent to define testing and implementation schedules 
for transitioning to new interface formats. 


Secure ongoing data interfaces are a strength and core competency of Amerigroup’s TS 
Department. We have more than 16 years of experience in exchanging data with our ancillary 
vendors and states and their agents, including enrollment brokers, fiscal agents, and 
intermediaries; external quality review organizations; recovery audit contractors; and others. 
We are 5010 compliant and currently support interfaces in the HIPAA standard X12 and 
National Council for Prescription Drug Programs (NCPDP) formats as well as HL7 and many 
state-specific formats. When establishing new data interfaces, we collaborate with the external 
entity to identify detailed data transmission requirements and to establish and test connectivity 
and exchanges. 


We have fully responded to this SOW requirement in Section 5.1.11.11.   
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4.15.3 Data Report Files 
Upon request from DHCFP, the Vendor must provide encounter data report files in prescribed 
data fields to DHCFP’s encounter data processing agent on a monthly basis.  DHCFP will 
provide the required data fields and data transfer instructions upon at the time of the request, and 
will allow a time frame mutually agreeable to DHCFP and the Vendor from the delivery of this 
information for the Vendor to comply with this requirement.  


Encounters must: 


4.15.3.1 Successfully pass through the HIPAA compliance editors used by the State’s fiscal 
agent. The DHCFP will not entertain any requests for other compliance checkers to 
be used for the convenience of proposers. 


4.15.3.2 In developing the encounter data interface, the Vendor will be provided with 
companion guide and details of any applicable edits and description of edits. The 
Vendor will have adequate access to fiscal agent staff that will assist in the 
development of the interface. 


4.15.3.3 A minimum of ninety-five percent (95%) of the data must successfully pass all 
encounter edits within the first six (6) months of submission, with ninety seven 
percent (97%) passing all thereafter. In the event the Vendor fails to demonstrate 
affirmative, good faith efforts to achieve these requirements, progressive sanctions, 
including monetary penalties, may be applied until data submissions meet the 
required standards. The Vendor will not be held liable for encounters that do not 
successfully pass all encounter edits if the Vendor is not solely responsible for the 
failure. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We are currently submitting monthly encounter files to DHCFP in the State’s prescribed 
format. 


We understand and support the direction that DHCFP is taking with its data warehouse 
approach to encounters. We understand the challenges that the State is currently facing and 
are providing whatever assistance we can to help the DHCFP meet its goals for encounter file 
submission. When DHCFP is ready to receive a HIPAA-compliant encounter file from 
Amerigroup, we will be ready. 


Amerigroup understands that DHCFP’s fiscal agent will apply edits to encounters and that a 
companion guide will include edit descriptions. Amerigroup has experience working with 
DHCFP’s fiscal agent, Hewlett Packard, including submitting encounter files through their 
HIPAA compliance editor. In our Georgia health plan, for example, during the 18-month 
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period ending March 31, 2011, more than 99 percent of our encounters passed both the fiscal 
agent’s HIPAA compliance checks and Medicaid Management Information System (MMIS) 
edits and were accepted. We have developed a good working relationship with technical staff, 
working closely with them to understand State-specific edits and technical rules, as well as 
submission timing and protocols. We are leveraging this knowledge and experience to 
generate accurate X12 837 encounter files for DHCFP. 


Based on the extensive editing that our systems perform and our experience with our other 
state partners, we expect to have no problem meeting the requirement that 95 percent of 
encounter records pass compliance edits executed by DHCFP within the first six months and 
97 percent thereafter. 


For additional information on our process for submitting encounters, please see Section 
5.1.11.12. 


4.15.4 HIPAA Transaction Requirements 
All electronic transactions must be accepted/transmitted in a HIPAA-compliant format.  These 
include, but are not limited to: 


4.15.4.1 Premium payments (X12F 820) 


4.15.4.2 Enrollment and disenrollment into a health plan (X12N 834) 


4.15.4.3 Eligibility inquiry and response (X12N 270-inquiry and 271-response and approval of 
authorization) 


4.15.4.4 Referrals and prior authorizations (X12N 278-both request and approval of 
authorization) 


4.15.4.5 Claims encounter data (X12N 837 and NCPDP) 


4.15.4.6 Claims status Inquiry and response (X12N 276-inquiry and 277-response) 


4.15.4.7 Payment and remittance advice (X12N 835-remittance advice) 


In addition to complying with the requirements of the National EDI Transaction Set 
Implementation Guide, proposers will find EDI Companion Guides at the following website: 
http://www.healthlink.com/edi_companion_guide.asp.  These companion guides contain HIPAA 
compliant technical specifications for each transaction. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract.    
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We are currently accepting and transmitting HIPAA-standard transactions listed in Section 
4.15.4 of the RFP, including 834, 837 I, P, and D, 835, 820, 824, 277U, 271U, 270/271, and 
997 formats. We also have the capability to exchange the 276/277 and 278 transactions. We 
are compliant with the 5010 standard for these transactions and also support the NCPDP D.0 
standard. We have a track record of close collaboration with DHCFP to successfully receive 
and process HIPAA-compliant transactions. 


Our TS Department carefully monitors HIPAA, Health Information Technology for 
Economic and Clinical Health Act (HITECH), and other federal and State requirements to 
identify the impact changes in electronic transactions and code sets have to our systems and 
operations. To address changes required for compliance, we create a project, define the scope, 
assign resources, and monitor progress toward compliance. Compliance with ICD-10 is 
currently underway. We also have a corporate project focused on compliance with new federal 
operating rules as part of the Patient Portability and Affordable Care Act (ACA) mandate for 
Administrative Simplification. 


For additional information on Amerigroup’s ability to accept and transmit HIPAA-compliant 
transactions, please see Section 5.1.11.12. 


4.15.5 NPI/API Transaction Requirements 
The Vendor must provide DHCFP with an National Provider Identifier, (NPI), including any 
taxonomy code(s), with their proposal, unless it is determined that they are neither a covered nor 
an eligible entity, in which case Atypical Provider Identifier (API) will be assigned by the State’s 
fiscal agent.  The Vendors must electronically transmit and receive fully HIPAA compliant 
transactions.  This applies to all HIPAA regulations currently effective and those in draft form.  
Throughout the duration of the initial contract and any extensions, the State will not bear any of 
the cost for any enhancements or modifications to the Vendors information system(s) or the 
systems of any of the Vendors subcontractors or Vendors, to make it compliant with any HIPAA 
regulations. This includes those HIPAA requirements currently in effect or future regulations as 
they become effective.  


All encounters must be submitted electronically as fully HIPAA compliant 'shadow claims.' This 
includes but is not limited to, providing DHCFP, through its fiscal agent, the NPI on all 
providers. 


Without exception, all providers contracting through the Vendor must be registered with DHCFP 
as a Medicaid provider. This includes any providers who are required to have NPI and those who 
are not required by CMS, but are eligible to receive an NPI.  If an eligible provider submits their 
claims on paper, they must still use an NPI, and the shadow claim of that paper encounter must 
be submitted from the Vendor to the State’s fiscal agent electronically and it must include the 
provider's NPI.  This applies for any providers who have obtained a taxonomy code in addition 
to their NPI.  The taxonomy code must be provided to the State’s fiscal agent, and that taxonomy 
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code must be used appropriately on all encounters submitted to the State’s fiscal agent on behalf 
of DHCFP.  The same NPI and taxonomy codes must be used for any third party insurance, 
including but not limited to private insurance and Medicare, for which the Vendor rebills. 


Without exception, all encounters from sub-capitated providers must be captured by the Vendor 
and transmitted to the State’s fiscal agent following the guidelines outlined above.  These must 
be fully detailed encounters following HIPAA requirements and using HIPAA compliant 
transactions, including but not limited to the use of NPI and taxonomy. 


For those providers who are defined as "Atypical" by federal regulation, a similar state devised 
numbering system will be used.  The State calls this an Atypical Provider Identifier (API).  This 
API is issued by the State’s fiscal agent on behalf of the State.  The Vendors must be capable of 
accepting and transmitting this API.  All encounters from atypical providers must be captured by 
the Vendors and submitted to the State’s fiscal agent using the API.  The Vendors must ensure 
that every atypical provider contracted with them has obtained this API from the State’s fiscal 
agent before any payment can be made by the Vendor to that provider.. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We have been National Provider Identifier (NPI) and Atypical Provider Identifier (API) 
compliant since 2007. 


4.15.6 ICD and EDI Compliance 
Contractor must maintain current International Classification of Diseases (ICD) and Electronic 
Data Interchange (EDI) compliance as defined by CMS regulation and policy and no funding 
will be provided for contractor’s compliance. 


Amerigroup Nevada currently complies with this requirement and will continue to do so under 
the new Contract. 


We are currently compliant with CMS regulation, policy, and schedule for International 
Classification of Diseases (ICD) and Electronic Data Interchange (EDI). We acknowledge 
that continued compliance is our responsibility. 


Amerigroup has a corporate project underway to address ICD-10. Our approach to ICD-10 is 
to adopt and implement the code set standard and we are on track to be compliant by October 
1, 2014. Amerigroup has continued our work on ICD-10 despite the delay in compliance 
deadline. Our approach is to assess the functional/operational impact of ICD-10, working with 
all business areas across the organization to identify ICD-9 usage and potential for ICD-10 
impact. We have completed a thorough gap analysis of and identified all impacted processes.  
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By the end of 2012, we will have completed the following: 


 Analysis of the systems and operational processes requiring remediation 


 Internal and external communications plans for 2013 and 2014 


 Identified internal and external training needs and begun development of detailed 
training plan 


 Developed training materials for our claims coding employees, including knowledge 
base for continued skills development 


 Identified contracts for facility and non-facility providers impacted by ICD-10 
implementation 


We are positioned to begin remediation activities in early 2013 and plan to be ready for 
external testing in the first quarter of 2014. We are also working closely with our vendors to 
track their ICD-10 status and monitor their progress towards compliance. 


Amerigroup also has a corporate project focused on compliance with new federal operating 
rules as part of the Patient Portability and Affordable Care Act (ACA) mandate for 
Administrative Simplification. Section 1104 requires that all HIPAA covered entities be 
compliant with applicable HIPAA standards and associated operating rules. Amerigroup is on 
track to meet the January 2013 compliance date for Council for Affordable Quality 
Healthcare (CAQH®) Committee on Operating Rules for Information Exchange (CORE®) 
Eligibility & Claim Status Operating Rules and planning for the timely implementation of the 
EFT/ERA Standard and Operating Rules by January 2014. Amerigroup continues to monitor 
related legislation and developments for ongoing compliance with all measures of 
Administrative Simplification. 
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4.16 DHCFP RESPONSIBILITIES 
Amerigroup Nevada has built a strong, collaborative relationship with DHCFP and its agents 
in support of our Medicaid and Nevada Check Up Contract. We will continue this spirit of 
partnership under the new Contract. 


4.16.1 External Quality Review 


 DHCFP will contract, to the extent required by federal law, with an External Quality 
Review Organization (EQRO) to conduct independent, external reviews of the quality 
of services provided by the Vendor.  These reviews will be conducted at least 
annually. 


4.16.2 Due Process 


 4.16.2.1 The DWSS is responsible for all appeals pertaining to eligibility for 
Medicaid. The DHCFP is responsible for all appeals pertaining to eligibility for the 
Children’s Health Insurance Program (CHIP), the appeals process for disenrollment 
from managed care programs, and for providing a State Fair Hearing to all recipients 
who request such a hearing for all actions taken on medical assistance program 
benefits. 


 4.16.2.2 DHCFP will receive all recipient requests for state fair hearings, arrange 
for the fair hearings and provide the fair hearings officer.  Upon receipt of the fair 
hearing request, DHCFP will forward a copy to the Vendor. 


4.16.3 DHCFP On-Site Audits 


                  The DHCFP may schedule on-site audits at the Vendor’s primary place of business. 
The purpose of these audits is to confirm contract compliance and to more effectively 
manage DHCFP contract monitoring and oversight responsibilities of the Vendor.  
These audits will be scheduled in advance and will focus on contract sections prior 
identified by the DHCFP. The Vendor will be informed of the scheduling, focus of 
the audit and the expectations regarding Vendor’s participation no less than thirty 
(30) days in advance of the on-site visit. The vendor will have all prior requested data 
and information available at the time the audit begins. 


4.16.4 Actuarial Services 


The DHCFP will contract to the extent required by federal and state law with an actuarial 
contractor to establish rates using a methodology that is certified as actuarially sound and in 
compliance with state and federal law.  Rate reviews will be conducted at least annually. 


4.16.5   Data Interface: 
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The DHCFP will contract with an encounter data processing agent to accept, edit, process, and 
review encounter data submitted by contracted Vendors.  It is DHCFP’s sole responsibility to 
determine the format in which the data is to be submitted. 


The Vendor will work closely with the State staff and the State's fiscal agent to establish 
schedules for each data interface.  The Vendor’s data system will interface with the DHCFP’s 
MMIS data system in the following areas, although not necessarily limited to these areas:  


4.16.6.1 Health Plan - Encounter Data (encounter data reflects all services provided to clients 
for which the health plan pays);  


4.16.6.2 Health Plan - Weekly Stop Loss File;  


4.16.6.3 Health Plan - Weekly Supplemental Omnibus Budget Reconciliation Act (SOBRA) 
File;  


4.16.6.4 Health Plan - Network Data File;  


4.16.6.5 Health Plan - Client Update File;  


4.16.6.6 MMIS - Encounter Data Error File (HIPAA X12 837 and NCPDP);  


4.16.6.7 MMIS - Encounter Data informational Errors File;  


4.16.6.8 MMIS - SOBRA Error File;  


4.16.6.9 MMIS - Stop Loss Error File; MMIS - Stop Loss Rejection File;  


4.16.6.10 MIS - Health Plan Error File; MMIS - Third Party Liability Update File;  


4.16.6.11 MIS - Client Demographic Data; MMIS - Newborn Data;  


4.16.6.12 MIS - Daily Health Plan Enrollee File;  


4.16.6.13 MIS - Health Plan Enrollee File;  


4.16.6.14 MIS - Network Data Exception File;  


4.16.6.15 MIS - Network Primary Care Provider (PCP) Updates;  


4.16.6.16 MIS - Client PCP changes;  


4.16.6.17 MIS - Client Enrollment Updates; and 


4.16.6.18 MIS - Health Plan Notification. 


All transactions must be in a HIPAA-compliant format.  In addition to complying with the 
requirements of the National EDI Transaction Set Implementation Guide, EDI Companion 
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Guides can be found at the following website: http://www.medicaid.nv.gov/providers/edi.aspx. 
These companion guides contain HIPAA compliant technical specifications. 


Further information regarding managed care interfaces, inputs, processing and outputs is 
available through a soft copy of the fiscal agent’s REDATED proposal in the DHCFP 
Information Technology library. 


4.16.7  Website Access 


The DHCFP will maintain an Internet link on its official website at which the Vendor’s website 
can be accessed. 


Amerigroup Nevada acknowledges understanding of the DHCFP requirements presented in 
Sections 4.16.1 through 4.16.7 of the SOW. We will continue to work collaboratively with 
DHCFP and its agents to deliver managed care services to our Medicaid and Nevada Check 
Up members. 
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4.17 COST CONTAINMENT AND/OR COST 
AVOIDANCE INITIATIVES 
The Vendor shall develop policies and procedures that ensure cost containment and avoidance 
initiatives that positively impact health outcomes and result in cost savings to the State.  Cost 
containment and avoidance initiatives must be provided to the DHCFP for review and approval 
prior to implementation.  


The Vendor will also propose a shared savings model focusing on reductions in behavioral and 
mental health related lengths of stay, re-admissions, and ER utilization in general hospitals. 
Disincentives shall be created to reduce the over-utilization of referrals from general hospitals to 
State IMD hospitals.   


The Vendor will also demonstrate its ability to operate an effective claims processing system that 
minimizes payment errors and, through the effective use of system edits and audits, prevents loss 
of public funds to fraud, abuse, and/or waste. 


Amerigroup Nevada acknowledges that we will comply with this section of the SOW. 


Amerigroup Nevada takes pride in being responsible stewards of Nevada taxpayer dollars. 
From carefully crafted shared savings programs to exhaustive claims edits, we continually 
seek to maximize efficiency and cost effectiveness while improving health outcomes. In this 
section, we discuss our initiatives to ensure cost containment and avoidance through: 


 Innovative programs to positively impact health outcomes, including: 


 Present initiatives, including reducing C-section rates, restructuring case 
management, and improving management of inpatient care 


 Proposed initiatives, including reducing the rate of dental sedation, ensuring 
members receive care in the most appropriate setting, and implementing a shared 
savings partnership for primary care services 


 Shared savings models for behavioral and mental health related services in general 
hospitals, including disincentives to reduce referrals from general to State Institution 
for Mental Diseases (IMD) hospitals 


 Claims processing, including system edits and audits; third-party liability (TPL); and 
fraud, waste, and abuse prevention, detection, and correction 
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Innovative Programs to Positively Impact Health 
Outcomes 
Amerigroup Nevada has learned there is no single answer to the challenge of improving 
health outcomes and lowering healthcare costs in Medicaid programs. Therefore, we have a 
disciplined process to identify, implement, execute, and monitor new initiatives to impact 
health outcomes which result in cost savings to the State.  


Our process begins with identification of a possible initiative. We identify possible initiatives 
by reviewing our own historical utilization and cost data, as well as issues that are adversely 
affecting the State as a whole. For example, we implemented our Obstetrical Pay-for-
Performance program (described below) to address Nevada’s higher-than-average C-section 
rates. 


Once an opportunity is identified, we assess both the financial value and implementation costs. 
If solid returns are validated, we set annual targets using proven methodologies, develop 
execution plans, and then implement them. After the initiatives have been in place for a 
defined period of time, we begin monthly measurements of the cost value of each initiative.  


In 2011 and 2012, clinical leaders at Amerigroup Nevada successfully implemented a number 
of initiatives that positively affect health outcomes. Amerigroup Nevada will continue to 
submit new cost containment and avoidance initiatives to DHCFP for review and approval. 


See the Confidential Technical Volume for proprietary information. 
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Shared Savings Models 
Reducing Behavioral Health Related Utilization in 
General Hospitals: Shared-savings Model 
Amerigroup Nevada recognizes the need to reduce medically unnecessary behavioral health 
related lengths of stay, re-admissions, and ED utilization. Overcrowding and utilization of 
hospital EDs from individuals seeking behavioral health services has led to improper 
discharge and lack of necessary follow-up care, particularly in the Las Vegas area. Nevada 
also has higher-than-average rates of hospital utilization and readmission. According to the 
Substance Abuse & Mental Health Services Administration’s (SAMHSA) Center for Mental 
Health Services (CMHS), there is a 26.9 percent readmission rate for Nevadans discharged 
with mental health diagnoses after 30 days, compared to the national average of 9.1 percent. 


In 2011, we implemented prior authorization requirements on specific behavioral health 
services such as basic skills training and psychosocial rehabilitation to confirm medical 
necessity and prevent over-utilization or abuse. This initiative realized approximately 38 
percent in cost savings and avoidance from 2011 and 2012 and ensures that members receive 
the most appropriate care for their conditions. 


To advance to the next level of management of behavioral health services, we propose to 
collaborate closely with one of Nevada’s leading behavioral healthcare groups on an initiative 
to improve health outcomes and lower healthcare costs.  Our approach will include a shared-
savings model with these behavioral health providers that will promote the delivery of quality, 
cost-effective services in the most appropriate, least restrictive setting. 


Our approach will reflect the local Nevada provider community including its capacity, 
services, and referral patterns. To help address overcrowding in the ED, for example, our 
solution includes a Rapid Response Team that will provide onsite screening for members 
presenting to the ED for a mental health or substance abuse condition.  


We will also leverage the experience of our affiliated health plans. For example, in Tennessee, 
our affiliated health plan has developed a unique shared-savings model with community 
mental health centers (CMHC) that focuses on improving the quality and appropriate service 
utilization for high-risk members. 


Proposed Approach 
Amerigroup Nevada recently executed an agreement with Harmony Healthcare, one of the 
largest behavioral health providers in southern Nevada, to deliver mental health and 
substance abuse services to our members in Clark County. We selected Harmony for the 
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breadth and depth of its affiliated providers and also because of its expertise in and 
commitment to promoting care in the right place at the right time for each member through a 
well-developed provider network. 


Once we have the requisite level of accumulated data, we propose to implement a risk-sharing 
or shared-savings component to the contract. We will analyze cost and utilization data to 
identify areas of potential over-utilization. Through our analysis, we will target measures to 
use as quality indicators of performance for shared savings. These may include such measures 
as: 


 Presence of at least one assigned PCP visit within the last 12 month period   


 Decrease in total ED visits  


 Decrease in acute psychiatric 30-day readmissions  


 Improvement in 7 day follow up post mental health admission  


 Improvement in 30 day follow up post mental health admission  


 Improvement in diabetes screening for members with schizophrenia and bipolar 
disorders on antipsychotics  


 Improvement in cardiovascular screening for members with schizophrenia and bipolar 
disorders on antipsychotics  


 Improvement in adherence to antipsychotics by those with diagnosis of schizophrenia 


 Decrease in acute psychiatric inpatient visits 


 Improvement in antidepressant medication initiation  


 Improvement in antidepressant medication continuation  


To qualify for shared savings, Harmony Healthcare must achieve a minimum quality score on 
the HEDIS and cost measures for its member population. We will provide Harmony with 
interim and annual reporting on its performance against the measures. 


Reducing Referrals from General Hospitals to State IMD Hospitals 


We understand the need to reduce unnecessary referrals to State IMD hospitals. According to 
the Substance Abuse & Mental Health Services Administration’s (SAMHSA) Center for 
Mental Health Services (CMHS), Nevada’s state hospital utilization rate for mental health is 
1.19 per 1,000 population, compared to the national average of 0.50 per 1,000. 
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In our shared-savings model with Harmony, we propose to include a measure that tracks the 
number of referrals from general hospitals to State IMD hospitals. This measure will be tied to 
the shared-savings model. 


Claims Processing 
Amerigroup provides timely, accurate, and consistent claims processing and payment. We also 
employ various tactics to maximize cost containment and avoidance on a prospective and 
retrospective basis to ensure financial integrity. 


Our claims processing system includes automated routines 
which apply a series of standard and State-specific edits and 
also edit claims data using industry-recognized products such 
as code review and code-bundling software. We have processed 
more than 1.6 million claims under our Medicaid and Nevada 
Check Up Contract since beginning operations. September, 
2012 quality results showed financial accuracy of 99.94 
percent and payment accuracy of 99.21 percent. 


We also have extensive experience and established processes to identify, validate, and collect 
any requisite legal liability from third parties, in accordance with State and federal 
requirements. Our cost avoidance and post-pay recovery efforts resulted in $4,172,283 in 
savings in 2011 and are projected to be more than $5.2 million for 2012. Amerigroup employs 
several cost containment and avoidance measures that focus on cost savings. These include: 


 Identifying other health insurance (OHI)  


 Collecting coordination of benefits (COB), TPL, and subrogation  


 Preventing, detecting, and correcting fraud, waste, and abuse 


Identifying OHI  
Amerigroup has extensive experience and established processes to identify claims that are 
eligible for alternative forms of reimbursement.  


All potential OHI leads are submitted to a dedicated Amerigroup unit for validation. This unit 
conducts a daily review of all OHI and TPL leads received throughout the company from 
members, providers, and others. They validate this information with the primary carrier; if 
appropriate, it is added to the member’s record in our claims system.  
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Amerigroup regularly shares our member demographic data with our post-payment recovery 
vendor, who uses it to search an extensive data repository of OHI information for any new, 
modified, or terminated coverage for members. The findings are reported at least monthly to 
our Cost Containment Department for validation and addition to the member’s record. 


See Section 5.1.11.6.D for more information on how we identify OHI. 


Collecting COB, TPL, and Subrogation 
We will continue to pursue COB/TPL and conduct subrogation in accordance with State and 
federal laws and regulations, as well as Sections 103.6 and 3603.20 of the Nevada Medicaid 
Services Manual. We analyze paid claim data to retrospectively identify opportunities for 
COB/TPL recoveries. We provide our recovery vendor with a monthly data file of all processed 
claims to identify the appropriate primary carrier. Our vendor compares claims information 
against its data repository that contains health information from more than 150 health 
insurance organizations. 


When overpayments are identified, we follow documented procedures to recover 
overpayments. When new OHI information is identified, it is incorporated into the member 
record to facilitate proper coordination of future claims. All reimbursements are directed to 
Amerigroup Nevada and recoveries are noted in the claims record for reporting to DHCFP 
through reports and the encounter process.  


See Section 5.1.11.6.D for more information on our efforts in TPL and subrogation. 


Preventing, Detecting, and Correcting Fraud, Waste, 
and Abuse 
Amerigroup’s current techniques for detecting fraud, waste, and abuse include the following 
intelligent software applications:  


 Prepayment audit software focusing on submitted claims: The system automatically 
and comprehensively audits codes before claims are paid. It identifies the appropriate 
relationship between thousands of medical, surgical, radiology, laboratory, pathology, 
and anesthesiology procedures.  


 Prepayment fraud detection software detects fraud, waste, and abuse in healthcare 
claims before payment and identifies suspicious providers as soon as aberrant behavior 
patterns emerge. Using these tools, we have been able to identify previously unknown 
patterns of suspicious behavior and more high-risk claims with low false-positives. 
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We continually mine claims data to identify potential cases of fraud on a retrospective basis. 
We use EDIWatch Intelligent Investigator™, a fraud detection tool designed specifically for 
healthcare investigators, investigation management, and support staff. EDIWatch Intelligent 
Investigator is a retrospective, rules-based data analysis system optimized for the purposes of 
healthcare fraud detection. EDIWatch Intelligent Investigator applies thousands of statistics, 
rules, and trends against paid claims data. These rules cover all general categories of potential 
healthcare fraud and abuse, including provider, member, facility, dental, and pharmacy. 
EDIWatch Intelligent Investigator maintains claims data for three years and identifies 
instances where values fall outside or in excess of norms. The aberrant providers identified 
through EDIWatch become leads for Amerigroup’s Corporate Investigations Department 
(CID) investigators.  


See Section 5.1.11.6.C for more information on our plan to identify and report suspected 
provider and recipient fraud.  
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